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Corona Virus Disease-2019 Symptoms and Protective Strategies

COVID-19 Pandemisinin Hastalik Belirtileri ve Korunma Yollar1

Dogan Ozdemir

Tisk International University, Dentistry Department, Tishk Sulaimani, Sulaimani, Iraq.

ABSTRACT

COVID-19 is a worldwide pandemic that causes health and social crisis all around the world. Firstly,
COVID-19 was determined in Wuhan City, Hubei Province in South China. The virus spread to all
continents and affecting many countries.

On 30 January 2020, the World Health Organization declared the outbreak of COVID-19 to be a public health
emergency of international concern.

In this review, the current symptoms, clinical characteristics, treatments and prevention of COVID-19 that in
the world the disease has caused varying degrees of illness were summarized. The symptoms of COVID-19
patients usually have fever, cough, sore throat, breathlessness, fatigue, and malaise among others. The
treatment of disease is general treatment by using antiviral drugs, vitamins, oxygen therapy. However, it is
vital to determine suspected people as soon as possible and isolate them to prevent the potential transmission
of infection to other patients and health care staff.

OZET
COVID-19 tiim diinyada saghk ve sosyal krize neden olan diinya ¢apinda bir salgindir. COVID-19, ilk
olarak Hubei Eyaleti’nin Wuhan sehrinde Giiney Cin'de tespit edildi. Viriis tiim kitalara yayildi ve bir¢ok

Keywords:

Coronavirus Disease-2019,
Respiratory syndromes,
Fever,

Sore throat,

Treatment

Anahtar Kelimeler:
Coronavirus Hastaligi-2019,
Solunum sendromlari,

iilkeyi etkiledi. Ates,
, . T e , - o 7B g o Bogaz agrisi,
30 Ocak 2020'de Diinya Saghk Orgiitii, COVID-19'un patlak vermesini uluslararasi ciddi bir halk saghgi Tedavi
edavi

acil durumu oldugunu ilan etti.

Bu makalede diinyada cesitli derecelerde hastaliklara neden olan COVID-19'un mevcut semptomlari, klinik
ozellikleri, tedavileri ve onlenmesi ozetlenmistir. COVID-19 hastalarinmin belirtileri genellikle ates, oksiiriik,
bogaz agrisi, nefes darhigi, yorgunluk, ve halsizlik. Antiviral ilaglar, vitaminler, oksijen tedavisi genel tedavi
yontemidir. Ancak, en kisa siirede siipheli kisilerin belirlenmesi ve diger hastalar ve saghk personeline
enfeksiyonun bulagmasini énlemek ve onlart izole etmek hayati 6nem tasimaktadur.

INTRODUCTION

The COVID-19 is the most prevalent pandemic in the
worldwide. It affects the vast majority of humanity from
fetus to adult in different cases means wild symptoms to
death.

Coronaviruses are enveloped single-stranded RNA viruses
that are zoonotic in nature and cause symptoms ranging
from those similar to the common cold to more severe
respiratory, enteric, hepatic, and neurological symptoms
(1-4). Other than SARS-CoV-2, there are six known
coronaviruses in humans: HCoV-229E, HCoV-OC43,
SARS-CoV, HCoVNL63, HCoV-HKU1, and MERS-CoV
(5-7). Coronavirus has caused two large-scale pandemics
in the last two decades: SARS and MERS (8-10).
Coronaviruses are commonly cause disease in animals but
very few cases have been known to affect humans.
Since the 1960s, globally endemic human coronaviruses
have been identified as frequent causes of respiratory
infections such as the common cold and responsible for all
10-20% of respiratory tract infection in adults (11,12).

Seven coronaviruses can produce infection in people
around the world but commonly people get infected with
these four human coronaviruses: 229E, NL63, OC43, and
HKUI. They usually cause a respiratory infection ranging
from the common cold to more severe diseases such as
Middle East Respiratory Syndrome (MERS) and Severe
Acute Respiratory Syndrome (SARS) and the most
recently discovered COVID-19 causes infectious disease
(13).

Time from exposure and symptom onset is generally
between two and 14 days, with an average of five days.
Common symptoms include fever, cough, sneezing and
shortness of breath. Complications may include pneumo-
nia, throat pain and acute respiratory distress syndrome
(14). To detect the infection source of COVID-19, China
CDC researchers collected 585 environmental samples
from the Huanan Seafood Market in Wuhan, Hubei
Province, China on 1 January and 12 January 2020.
They detected 33 samples containing SARS-CoV-2
and indicated that it originated from wild animals
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sold in the market (15). Then, researchers used the lung
fluid, blood, and throat swab samples of 15 patients to
conduct laboratory tests. These laboratory tests found that
the virus-specific nucleic acid sequences in the sample are
different from those of known human coronavirus species.
Laboratory results also indicated that SARSCoV-2 is
similar to some of the beta () coronaviruses genera
identified in bats, which is situated in a group of SARS/
SARS-like CoV (16-19). Early infections were due to
animal-to-person transmission. However, later cases were
reported among medical staff and others with no history of
exposure to that market or visiting Wuhan, which was
taken as an indication of human-to-human transmission
(15-23).

Mainly spread though close contact with infected people
via respiratory droplets from cough or sneezing.
Transmission and symptoms COVID-19 is spread due to
close person-to-person contact via coughing or sneezing,
similar to the transmission of influenza and other respiratory
pathogens (24). People with cardio-pulmonary complaints,
weakened immune systems, infants and older adults are
more prone to COVID-19. Symptoms of COVID-19
include sneezing, cough, sore throat, fever, headache and
feeling of being unwell, which may appear in a few as 2
days, or as long as 14 days, after exposure to the virus
(25-29). Lower-respiratory tract ailments, such as pneumonia
or bronchitis, may sometimes be caused by human corona-
viruses. COVID-19 symptoms are often mild, with =~ 20%
of infections progressing to severe diseases, such as pneu-
monia, respiratory failure and, in some cases, death (30).
Clinical manifestation and diagnosis: The complete
clinical manifestation is not clear yet, as the reported
symptoms range from mild to severe, with some cases even
resulting in death (31). The most commonly reported
symptoms are fever, cough, myalgia or fatigue,
pneumonia, and complicated dyspnea, whereas less
common reported symptoms include headache, diarrhea,
hemoptysis, runny nose, and phlegm producing cough (31,
32).

For patients with suspected infection, the
following procedures have been suggested for
diagnosis: performing real-time fluorescence (RT-PCR)
to detect the positive nucleic acid of SARS-CoV-2 in
sputum, throat swabs, and secretions of the lower
respiratory tract samples (32-34).

PREVENTIVE STRATEGIES

The diagnosis testing and understanding the cases
of COVID-19 are critical in order to isolate the patients
and prevent transmission between people.
Coronavirus  Disease-2019  tracking and diagnostic
testing are critical and also critical to understanding

epidemiology, informing case management, and to
suppressing transmission. The  Coronavirus disease
outbreak is additionally typical to prevent virus

community transmission, including how testing might be
rationalized when lack of reagents/testing kit or testing
capacity necessitates prioritization of certain populations
group or individuals for testing.

To test for COVID-19, doctor or health practitioner
may take samples, including a sample of saliva
(sputum), a nasal swab and a throat swab, to send to
a lab for testing or follow the directions of your
local health authority (35). The best prevention is to
avoid being exposed to the virus (36).

Infection preventive and control (IPC) measures that may
reduce the risk of exposure include the following: use of
face masks; covering coughs and sneezes with tissues that
are then safely disposed of (or, if no tissues are available,
use a flexed elbow to cover the cough or sneeze); regular
hand washing with soap or disinfection with hand
sanitizer containing at least 60% alcohol (if soap and
water are not available); avoidance of contact with
infected people and maintaining an appropriate distance
as much as possible; and refraining from touching eyes,
nose, and mouth with unwashed hands (37).

The WHO also issued detailed guidelines on the use:
Take steps to protect yourself, wash your hands
regularly and thoroughly with soap and water for at least
20 seconds or with an alcohol based hand rub (hand
sanitizer that contains at least 60% alcohol) completely
cover your hands and rub them together until they do not
dry especially after you have been visited a public place,
or after blowing your nose, sneezing or coughing, hands
touch many surfaces and pick up viruses and these
contaminated hands, can transfer the virus to your
nose, eyes or mouth so, avoid touching these organs
with unwashed hands. Because from there, the virus can
enter the body and may cause persons to sick. Maintain
social distancing (maintain at least 1 meter or 3 feet
distance between yourself and anyone) and avoid close
contact with people who are sick (who is coughing
or sneezing). When infected individuals cough or sneezes,
they spray small droplets from their nose or mouth which
may contain COVID-19 virus (38,39).

Avoid large events and mass gatherings. Boost
your immune system on top of basic illness prevention
and real defense against disease is a strong immune
system. People body is better able to fight off discase
when the immune system is humming and people
should put to get their perfect body shape. This is a
time to focus on all the health habits people may have
been putting off, Dr. Tom Moorcroft, an osteopathic
doctor who specializes in infectious disease says, start
daily activities and food choices that support people's
health and turn them into habits that will lead to life-long
improvements in health. During this critical situation, get
adequate sleep and some fresh air and sunlight daily.
People also, stay hydrated, minimize overly processed
foods and make sure to eat enough micronutrients when
they can try their best with what they can find at grocery
stores right now (39).

The aim of the study is to inform people about the
epidemiology, causes, prevention and control of the novel
coronavirus, in addition to this the current ways to reduce
transmission of COVID-19 among people.
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In conclusion, the corona is the significant and costly
diseases in the world recently. Thus, strategies to reduce
the transmission of COVID-19 are vital. These strategies
usually involve decreasing transmission and the number
patients. Governors should take actions and advise public
to avoid gathering and obey the measures. In order to
prevent infection and to stop or reduce transmission of
COVID-19, the following actions are necessary: Wash

with alcohol-based hand rub, maintain at least six feet
distance between you and people coughing or sneezing,
avoid touching your face, cover your mouth and nose when
coughing or sneezing, stay home if you feel unwell, refrain
from smoking and other activities that weaken the lungs,
practice physical distancing by avoiding unnecessary
travel and staying away from large groups of people.
Therefore, people must be regularly advised and instructed.

your hands regularly with soap and water, or clean them
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ABSTRACT Keywords:
Objective: The aim of this study is to compare the duration of limited physical examination with detailed physical Crowded emergency,
examination in patients admitted to the emergency department and the accuracy rate of pre-diagnoses after these Triage,

Anamnesis,

examinations. In addition, it is to evaluate the effectiveness of the complaints, physical examination and tests at the
diagnosis stage of the patients. Physical examination
Material and Method: 500 yellow field patients who applied to the emergency department were included in the

study. The demographic characteristics, complaints and physical examination findings of the patients were

recorded. Preliminary diagnoses considered based on complaints, limited and detailed physical examination

findings were recorded. Definitive diagnosis and other diagnoses were compared statistically.

Results: The average age of the patients was 48.76 +18.66 and 44% were male. Accuracy of preliminary diagnoses

intended for complaint (Group 1), limited examination for complaint (Group 2) and detailed examination (Group 3)

rates were respectively 64.6%, 76% and 89.2%. There was a statistically significant difference between the 3 groups

(p<0.001). Limited examination for complaint and detailed examination time averages were respectively 2.53 + 0.87

min and 7.00 + 1.80 min. Both physical examination times were statistically compared with each other and a significant

difference was found between them (p<0.001). 15.4% of the patients were hospitalized. Constitute a large majority

of the admissions to the hospital 405 (81%) has been discharged from the hospital.

Conclusion: In patients admitted to the emergency department, the rate of correct diagnosis increases as the
duration of patient evaluation and examination increases.

OZET Anahtar Kelimeler:
Amag: Acil servise basvuran hastalarda sikayete yonelik kisitlh muayene ile ayrintili fizik muayene siirelerini ve bu Kalabalik acil,
muayeneler sonrasinda olusan on tanilarin dogruluk oramni karsilastirmak ve hastalarin tani koyma asamasinda Triyaj,

sikayet, fizik muayene ve tetkiklerin ne diizeyde etkili oldugunu degerlendirmektir. Anamnez,

Gereg ve Yontem: Acil servise bagvuran 500 sart alan hastast ¢alismaya dahil edildi. Hastalarin demografik Fizik muayene

ozellikleri, sikayetleri, fizik muayene bulgulari kaydedildi. Sikayet, kisitli ve ayrintili fizik muayene bulgularina gore
diistiniilen on tanilar kaydedildi. Kesin tani ile diger tanilar istatistiksel olarak karsilastirildi.

Bulgular: Hastalarin yas ortalamast 48.76 +18.66 ve %44 ’ii erkekti. Hastanin sikayetine gore (Grup 1), sikayete
yonelik yapilan kisitl fizik muayene (Grup 2) ve ayrintili fizik muayeneye gore on tanilarin (Grup 3) dogruluk orani
swrasiyla %64.6, %76 ve %89.2 saptand1. Her 3 grup arasinda istatiksel olarak anlaml fark bulundu ( p<0.001).
Hastalarin sikayete yonelik kisith fizik muayene zamanm ortalamast 2.53 £+ 0.87 dakika, ayrintil fizik muayene
zamani ortalamasi ise 7.00 + 1.80 dakika tespit edildi. Her iki fizik muayene zamani aralarinda anlamli fark vardi
(p<0.001). Hastalarin kliniklere yatis oranmi % 15.4 olarak saptandi. Hastalarin %81°i (n=405) acil servisten
taburcu edildi.

Sonug: Acil servise basvuran hastalarda, hasta degerlendirme ve muayene siiresi arttikca dogru tam konma
oranlart artmaktadir.

GIRiS

Acil servis kalabalig iilkemizde ve diinyada saglik bakim
kalitesini etkileyen, mortalite ve morbiditeyi arttiran ciddi
bir halk sagligi sorunudur (1, 2). Son yillarda acil servis
kalabalig1 acil servislerin yeni hastaligi olarak adlandiril-
maktadir (3). Acil servislere bagvuran hastalarin 6nemli bir
kisminin gergekten acil saglik hizmeti almasini gerektiren
bir durumu olmadigt ve bu hastalarin olusturdugu
kalabalik nedeni ile acil tedavisi gereken hastalara sunulan

hizmetin kalitesinin diistiigii i¢in bu durum hem hizmet
sunan acil servis ¢alisanini hem de hizmet alan hastay1
olumsuz etkilemektedir (4).

2011 WHO istatistiklerine gére ABD’de 1000 kisi basina
diisen doktor sayis1 2.7 iken Ingiltere’de 2.1 ve Tiirkiye’de
1.5, diinya ortalamasi ise 3.03 olarak bulunmustur. Acil
servislerde hasta basina diisen doktor sayisinin az olmast,
giderek artan hasta sayilar1 ve kalifiye eleman eksikligi
hasta degerlendirilme siiresini kisaltmaktadir (4).
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GEREC VE YONTEM

Bu galisma, “Diinya Tip Birligi Helsinki Bildirgesi”
esaslarina uyularak, Ankara Diskapt Egitim ve
Arastirma Hastanesi Klinik Arastirmalar Etik
Kurulu onayr (Tarih:17.04.2017, Say1:37/19)
almarak arastirma kurallar1 dogrultusunda yapildi. 10
ay siiresince acil servise travma dis1 medikal nedenlerle
basvuran 18 yas ve tzeri hastalar ¢alismaya alindi.
Calismaigin gerekli veriler hastalarin dosyalar1 ile
bilgisayar tabanli hasta kayitlar1 incelenerek ve hasta
veya hasta yakini ile gorisiilerek elde edildi. Acil
Servis’e bagvuran 266610 hasta icerisinden randomize
olarak segilen 500 sar1 alan hastasi c¢alismaya dahil
edildi. Bu hastalarm demografik 6zellikleri, sikayetleri,
fizik muayene bulgular1 incelendi. Hastalarin ayrica
Oykii, ko-morbid hastaliklar, kullandig: ilaglar, istenen
laboratuvar ve goriintileme bulgular1 da kaydedildi.
Hastalarin sonugl-anmasi ve 24 saat sonrasindaki
durumu, hastanin sikayet tekrari, baska sikayetinin
olmasi, ayn1 merkeze tekrar bagvuru yapip yapmadigi,
komplikasyon gelisip gelismedigi ve mortalite durumu
analiz edildi.

Dislama kriterleri:

1. 18 yasin alt1 hastalar

2. Travma hastalari

3. Kesin tani almayan hastalar

4. Acil servise 0lii veya arrest olarak getirilen hastalar
5. Hemodinamisi stabil olmayan hastalar
Degerlendirme asamasinda hastalar 4 gruba ayrildi.

1. Grup; hastanin sikayetine yonelik 6n tani

2. Grup; hastanin sikayeti ve sikayete yonelik kisith
fizik muayenesine gore olusan 6n tani
3. Grup; hastanin sikayeti ve
muayenesine gore olusan 6n tani

4. Grup; hastanin sikayeti, fizik muayenesi ve
tetkiklerininsonucuna  goére  aldigrt  kesin  tam
Hastanin acil serviste yapilan tetkikler sonucunda aldigi
kesin tani belirlendikten sonra bu 4 grubun 6n tanilari
istatistiksel olarak birbirleriyle karsilastirildi. Hastalar 3
yillik deneyimi olan tek acil tip asistani tarafindan
degerlendirildi.

Istatiksel Analiz

Istatistiksel analizler SPSS (Statistics Program for
Social Scientists, SPSS Inc.,Chicago, IL, USA) 17.0
programi ile yapildi. Sayisal degiskenler ortanca
(minimum-maksimum) veya ortalama + standart sapma
seklinde ifade edildi. Kategorik degiskenler say1r ve
ylzde ile gosterildi. Kolmogorov-Smirnov testi ile
normallik analizi yapildi. Tan1 gruplari normal dagilima
uyduklart  yukarida  belirtilen ilk 3 grubun
karsilastirilmasinda Friedman testi kullanildi. Daha
sonra verilerin post hoc analizinde Wilcoxon testi
uygulandi. Fizik muayene zamanlariin
degerlendirilmesinde gruplar normal dagilima uyduklari
ve bagimli olduklari igin iki gurubun
karsilastirilmasinda eslestirilmis t testi uygulandi.
Anlamlilik diizeyi p<0.05 olarak belirlenmistir.

ayrintili  fizik

BULGULAR

Calisma siiresi boyunca Digkap1 Yildirim Beyazit EAH Acil
Servisine toplam 266.610 hasta bagvurmustur. Caligmaya
alman 500 hastanin yas ortalamasi 48.76 +18.66 (18-91)
olarak saptandi. Vakalarm % 44’ erkek (n=220), %56’s1
(n=280) ise kadind1 (Tablo 1). Hastalarin genel durumu iyi,
orta ve kotli olarak gruplandirildiginda %71.4iiniin genel
durumu iyi (n=357), %25.8’inin genel durumu orta (n:129)
ve %.28’inin genel durumu kéti (n=14) olarak bulundu.
Hastalarin aliskanhklari sorgulandiginda %40.4 oraninda sigara
(n=202), %1.6 alkol (n=8) ve %]1.4 oraninda uyusturucu
madde (n=7) kullanim 0&ykiisii mevcuttu. Hastalarin %
56.6’nin ise (n=283) herhangi bir aliskanlik oykiisii yoktu.
Hastalarin  %23’iinde (n=119) Hipertansiyon (HT), %
16.6’sinda (n=83) Koroner Arter Hastaligt (KAH), %
2.2’sinde (n=11) Kronik Bobrek Hastaligi (KBH), %
16.4’tinde (n=82) Diabetes Mellitus (DM), %5.5’inde
(n=28) Kronik Obstruktif Akciger Hastaligi (KOAH), %
4’inde (n=20) gegirilmis Serebrovaskiiler Hastalik (SVO)
Oykiisii, %18.2’inde (n=91) diger hastaliklar mevcut idi
(Tablo 1).

Tablo 1: Hastalarin demografik 6zellikleri ve vital bulgular

Degiskenler

Kadin; n (%) 280 (56)
Erkek; n (%) 220 (44)

Yas; yil, ortalama+SD (min-max) 48.76 £18.66 (
Sistolik KB; mmHg, ortalama+SD 18-91)

(min-max) 127.51 £21.35
Diyastolik KB; mmHg, ortalama+SD (70-240)
(min-max) 73.43£12
Nabiz / dk, ortalama+SD (40-160)
83.4+12.08 (

(min-max)

Oksijen satiirasyonu, ortalama=SD 37-156) 95.4+2.46

(min-max) (74-100)
Kronik Hastaliklar n (%)
Hipertansiyon 119 (23)
Diabet 82 (16.4)
KAH 83 (16.6)
KOAH 28 (5.5)
KBY 11 (2.2)
SVO 20 (4)
Diger 91 (18.2)
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Hastalarin  %21.8’inde (n=109) kronik hastaliklar ve

malignite acisindan aile Oykiisii pozitifti. Hastalarda

basvuru nedeni, %44’tiinde (n=220) kronik hastaliklarindan

bagimsiz yeni bir hastalik tanisina, %27.6’sinda (n=138)

kronik hastaliklarinin sik goriilen bir komplikasyonuna, %

6.6’sinda (n=33) kronik hastaliklarinin nadir goriilen bir

komplikasyonuna bagli idi. Hastalarin en fazla %29.8 ile

kardiyovaskiiler sistem ile ilgili sikayetleri oldugu goriildii

(Tablo 2). Hastalarmn tam sistemik muayenesi yapildiginda

ise; hastalarmm %7.4’iinde KBB (n=37), %1.6 bas-boyun

(n=8), %0.6 gbz (n=3), %9.2 solunum sistemi (n=46), %

4.3 kardiyovaskiiler sistem (n=21), %31.4 gastrointestinal

sistem (n=157), %5.6 sinir sistemi (n=28), %0.2 genital

sistem (n=1), %2.6 ist ekstremite (n=13) ve %3.6 alt

ekstremite (n=18)’de pozitif muayene bulgusu saptandi.

Hastalara en fazla %72.4 oraninda tam kan tetkiki

istenmistir bunun da %46’°s1 normal sonu¢lanmistir. Diger

tetkiklerin istenme ve normal ¢ikma oranlari tablo 3’de

gosterilmistir.

Hastalarin  %11.4’4  (n=57) ambulans ile getirildi.

Ambulans ile gelen hastalarin %28.7’si (n=16) kirmizi

alana alinirken %64.9’u (n=37) sar1 alana alind1

Hastalarin  %7.02’si ise (n=4) ayaktan takip edilerek

taburcu edildi (Tablo 4). Triyaj yapildiktan sonra

hastalarin doktorla temas siireleri ortalama 3.5 dakika

olarak bulundu (1-10 dk). On tam konulduktan sonra

hastalarin acil serviste kalis siireleri ortalama 8.17

(0.5-72) saat tespit edildi.

Hastalarin %81°1 (n=405) acil serviste tektik ve tedavileri

yapilarak taburcu edildi. Hastalarin %15.4’0 (n=77) yatis

endikasyonu olup hastaneye yatirildi. Acil servisten

taburcu edilen hastalarin icinde %5.9’u (n=24) yatis

endikasyonu olmakla birlikte hastaneye yatirilamayan

hastalardi. Geriye kalan %944 (n=381) acil yatis

endikasyonu olmayi1p, acil serviste tedavisi

tamamlandiktan sonra taburcu edildi (Tablo 5).

Calismaya aldigimiz hastalarin gikayete yonelik kisith

fizik muayene zamani ortalamasi 2.53 + 0.87 dakika (1-6)

fizik muayene zamani ortalamasi 2.53 + 0.87 dakika (1-6)

olarak tespit edildi. Ayrintili fizik muayene zamani

ortalamasi ise 7.00 + 1.80 dakika (4-14) olarak tespit

edildi. Her iki fizik muayene zamani birbiri ile istatistiksel

olarak karsilastirildi, aralarinda anlamli fark tespit edildi

(p<0.001) (Sekil 1).

Hastanin sikayeti, anamnez ve vital bulgularma gore
yapilan on tanmnin dogruluk orani %64.6 (n=323) idi.
Hastanin sikayeti ve sikayetine yonelik kisitli fizik muayene
sonrast On tanmin dogruluk orani %76 (n=380) idi.
Hastanin sikayeti g6z oOniine alinarak ve tam sistemik
muayenesi yapilarak konulan 6n tanilarin dogruluk oranina
bakildiginda ise %89.2 (n=446) oraninda dogru tani
konuldugu goriildii. Her 3 grup arasinda istatiksel olarak
anlamli fark bulundu (p<0.001). Tiim ikili gruplar arasinda
anlamli fark tespit edildi (Tablo 6).
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Tablo 2: Hastalarin basvuru sikayetleri ve

sikayetlerin sistemlere gore dagilim

Basvuru Sikayetleri n (%)
Ataksi 2(0.4)
Ates 12 (2.4)
Bas agrisi 9(1.8)
Bas donmesi 21 (4.2)
Bel agris1 1(0.2)
Bogaz agrisi 2(0.4)
Bulant1 13 (2.6)
Carpintt 7(14)
Dis agrist 1(0.2)
Dispne 17 (3.4)
Diziiri 100
Eklem agris1 14 (2.8)
Gogiis agrist 79 (15.8)
Gorme bozuklugu 2(0.4)
Halsizlik 11 (2.2)
Hematemez 2(0.4)
Hematokezya 1(0.2)
Hemiparezi 12 (2.4)
Hemoptizi 2(0.4)
Ishal 4(0.8)
Kabizlik 1(0.2)
Karin agrist 125 (25)
Kasik agrist 2(0.4)
Konusma bozuklugu 6 (1.2)
Kusma 40 (8)
Oksiiriik 24 (4.8)
Senkop 22 (4.4)
Surt agrist 17 (3.4)
Yan agrist 39 (7.8)
Yiizde uyusma 2(0.4)
Sistemler n (%)
Kulak burun bogaz 59 (11.8)
Bas boyun 55 (11)
Goz 3(0.6)
Solunum Sistemi 126 (25.2)
KVS 149 (29.8)
GIS 267 (53.4)
Sinir sistemi 57 (11.4)
Urogenital 21(4.2)
Ekstremiteler 62 (12.4)




Karsandi et al.

Tablo 3: Hastalarda Tetkiklerin Istenme Orant

Istem Yapilan Normal
Tetkik Hasta Sonuclanma

n % n %
Hemogram 362 72.4 230 46
Biyokimya 313 62.6 231 46.2
Kardiyak enzim 224 54.8 186 372
Tam idrar tetkiki 205 51 71 14.2
Direk grafi 306 61.2 227 45.4
USG 77 15.4 43 8.6
BT 87 17.4 43 8.6
MR 41 8.2 22 4.4
EKG 315 73 281 56.2

Tablo 4: Hastalarin ambulans kullanim orani

AMBULANSLA AYAKTAN
GETIRILEN GELEN HASTA TOPLAM
HASTA

n 57 443 500

% 11.4 88.6 100
KIRMIZI | SARI YESiL KIRMIZI| SARI YESiL TOPLAM

n 16 37 4 28 365 50 500

%| 28.07 |64.91 | 7.02 632 8239 | 11.29 100

Tablo 5: Hastalarin hastaneye yatis, sevk ve taburculuk

oranlari
Sonuglanma n %

Sart alanda tedavi | Y2U$ endikasyonu olan 24 5.93
ile taburcu Yatis endikasyonu olmayan 381 94.07
Servis yatis 61 12.20
Yogun bakim yatis 16 3.20
Personel eksikligi sevk 4 0.80
Donanim eksikligi sevk 1 0.20
Yogun bakim yatak yoklugu sevk 13 2.60
Total 500 100.00

Tablo 6: Kesin taniya gore tanilarin karsilastirilmasi

Birinci tan1

Ikinci tan1

Ugiincii tani p

64.6°

Dogru tan1 %

76°

89.220 <0.001

a: Birici tantya olan fark: gosterir. b: Ikinci taniya olan fark: gosterir.
c: Ugiincii taniya olan fark: gosterir.

12 50

10,00

7,507

Zaman / dakika

5,00

2,501

00

T T
Kisith Fizik Muayene Ayrintih Fizik Muayene

Sekil 1: Kisitl ve ayrintili fizik muayene zamanlari
arasinda anlamli fark oldugu goriilmektedir.

TARTISMA

Acil servisler, hastane igerisinde olduk¢a dnemli bir yere
sahiptirler (8). Amerika Akademik Acil Tip Birligi’nin
Onerilerine gore, kritik hastalar i¢in 1:1 oraninda, tiim rutin
acil hastalar igin ise 4:1 oraninda hemsire bakimi
gereklidir (9). Diisiik ve orta aciliyetteki hastalarin
bulundugu acil servislerde her hekim i¢in 8-10 yatak
bulunmalidir. Kritik hastalar i¢in ise her hekim igin 1-3
yatak bulunmalidir. En az yatak sayist ise; = (1.5 x 24
saatte hasta sayist x acilde ort.kalig siiresi)/(24 saat)
seklinde hesaplanmaktadir (9). Diskap1 Yildirim Beyazit
EAH Acil Servis’inin hasta bakim  kapasitesi
degerlendirildiginde acil servisteki bir yatak basina giinliik
32 hasta diismektedir. Bununla beraber acil servisimize
basvuran hasta sayist edinilen veriler 1s1ginda her gegen yil
artmaktadir. Hasta basina diisen hemsire sayist 0.018 olup,
doktor sayis1 0.012°dir. 2011 WHO istatistiklerine gore
ABD’de 1000 kisi basma diisen doktor sayist 2.7 iken
Ingiltere’de 2.1 ve Tiirkiye’de 1.5, diinya ortalamasi ise
3.03 olarak bulunmus, 1000 kisi bagina diisen yatak sayisi
ise ABD ve Ingiltere’de 3.1 iken Tiirkiye’de 2.8 oldugu
goriilmiistiir (5,10). Acil servisimizde bir hastaya ayrilan
ortalama siire ise 4.3 dk olarak tespit edilmistir. Bu siire
icerisinde hastaya 6n tan1 konulmakta ve bu 6n taniya gore
ileri tetkik ve tedavi uygulanmaktadir. Giderek artan hasta
sayilar1 ve kalifiye eleman eksikligi, hasta degerlendirilme
stiresini  kisaltmaktadir (4). Saglik ocagi hekimlerine
yapilan bir calismada, hekimlerin %68.9'u ilk basvuru
yapan hastalarin muayenesi i¢in gerekli siirenin 20 dakika,
%18.8'i ise 30 dakika oldugunu bildirmislerdir. Buna
karsin hekimlerin sadece %16's1 bu siireyi ayirabildiklerini
belirtirken %734 10 dakika ayirdiklarini séylemislerdir.
Gozlem  yapildiginda  hekimlerin = %81.9'u  ilk
degerlendirme i¢in hastalara 5 dakikadan daha az siire
ayirmiglardir.  Hekimlerin  %50’si  gegmis ve simdiki
sikayete ait tibbi Oykilyii sormamistir. Hekimlerin %801
aile Oykiisiinli almamis ve sistemik muayeneyi
yapmamislardir (11). ABD’de yapilan baska bir ¢aligmada,
hastalara gore birinci basamakta optimal muayene
stiresinin 15.4 dakika oldugu bildirilmistir (12).

8 )



Phnx Med J. March, 2021. Volume 3 No 1

Almanya, ingiltere ve ABD’de hekimlerin ilk degerlendirme
ve muayene i¢in sirastyla 6/10/18 dakika ve tam bir fizik
muayene icin ise swrastyla 12/20/36 dakika ayirdiklar
gortilmistiir (13). Calismamizda sikayete yonelik kisith fizik
muayenenin ortalama zamani 2.5 dakika tespit edilirken,
ayrintili fizik muayene ile hastaya ayrilan zaman ortalamasi
7 dakika olarak tespit edilmistir. Caligmamizda ilk
degerlendirme ve muayene siireleri diger calismalara kiyasla
kisadir. Yukaridaki ¢alismalarin acil servis harici kliniklerde
yapilmig olmast ve buna karsin c¢alismamizin hasta
kalabaliginin fazla oldugu bir acil serviste yapilmasi
muayene siirelerinin kisa ¢ikmasinda en Onemli etkendir.
Bizim ¢alismamizda sikayete yonelik 6n tani ve kesin tani
arasinda %35.4 oraninda bir fark tespit edildi. Bunun
nedenleri arasinda hastalarin kendini ifade edememesi,
hastaya ayrilan siirenin yetersiz olmasi, hastay:r degerlendiren
kisinin deneyimi ve bilgi birikimi, hastanin bagvuru saati ve
triyaj i¢in kullanilan sistemler one ¢ikmaktadir. Sikayete
gore saglik personelince yapilan 6n taninin  dogruluguna
bakildiginda Akkiigiik ve arkadaslarinin yapmis oldugu
calismada; paramediklerin %67.1, hemsirelerin  %71.2,
intornlerin - %65, kidemsiz asistanlarin = %73, kidemli
asistanlarm %80.8, uzmanlarm %84 oraninda dogru tam
koyduklart goriildii (14). Bizim ¢aligmamizda ise bu oran %
64.6 olarak bulundu. Burada sikayetin ve anamnezin alinma
stiresi de tanilarin dogrulugunu etkilemistir. Egitim ve
arastirma hastanelerinde hasta yogunlugundan dolay: sikayet
ve anamnez alma siireleri de maalesef kisa tutulmaktadir.
Oysa Akkiiciik ve arkadaglarinin ¢aligmasi bir iiniversite
hastanesinde yapilmigtir ve hasta bagvuru sayilar1 daha
disiiktiir.

Acil servise bagvuran hastalarin %52.2’inin kronik hastalig1
mevcuttu. Kronik hastaliklara bagli komplikasyonlar acil
servis basvurularinda 6nemli bir yere sahiptir (15). Acil
servise basvuru esnasinda hastalarin kronik hastalarini
sorgulamak hastanin degerlendirilmesinde ve tanisinda
hekime kolaylik saglayacaktir. Calismamizda kisitli fizik
muayene sonrasl olusan tani ile ayrintili fizik muayene

sonrast olusan tam arasinda %13.2 fark var idi.
Acil servise bagvuran hastalarda, hasta degerlendirme ve
muayene siliresi arttikca dogru tam1 konma oranlart
artmaktadir.

Kalabalik acil servislerde sikayete yonelik kisith fizik
muayene yanlis hasta tanilarina neden olmaktadir.
Ambulans ile gelen ve acil servise kabul edilen hastalar ise
tiim hastalarin %.11.4’ii idi. Ustelik kirmiz1 alan acil hasta
grubunun yalnizca %39.86’s1  ambulans ile Acil
Servisimize getirildi. Caligmamiz siiresince acil servise
gelen hastalarin ambulans kullanma orani binde 67 idi. Bu
oranin 2016 yilinda hastanemiz istatistiklerine gore binde
79 oldugu gorilmistiir. Ambulans kullanma oranlari,
Ingiltere’de  yilda binde 140, Amerika Birlesik
Devletleri’'nde (ABD) yilda binde 139 olarak bildirilmistir
(5, 16). Bu iki iilkeye gore ambulans kullanma oranimizin
halen diisiik oldugu goriilmektedir. Ayrica hastalik
ciddiyeti yliksek olan hastalar ambulans1 beklemeden 6zel
araclari ile acil servislere bagvurabilmektedir.

Caligmamiza alinan hastalarin yatis orant %15.4 idi. Acil
servise basvuran hastalarin % 81’1 acil servisten taburcu
edildi. Ulkemizde yapilan caligmalarda acil servisten
taburculuk oranlart %82 ile %86 arasinda tespit edilmistir
ve bizim ¢aligmamizin sonuglari ile uyumludur (17-19).
Acil servis taburculuk oranlarmin yiiksek olmasi
ilkemizde acil servislere uygunsuz bagvuru oranlarimnin
yiiksek oldugunu gostermektedir. Ulkemizde acil servis
kalabalig1 saglik sistemimizin onemli problemlerindendir
ve bu durum acil serviste hastalarin muayene stirelerinin
optimum zamanda yapilmasina engel olmaktadir. Sonu¢
olarak; Kesin taniya gore, dogru On tani oranlarini
belirledigimizde, hastadan alinan anamnez sonrasi, yapilan
ayrintili muayene ve tetkikler sonucunda dogru tam
oraninin  arttigin1  gérdiik. Acil servisin uygunsuz
kullanimina yonelik alinacak tedbirler; gercek acil
hastalarinin  daha ayrintili degerlendirilmesi, tani ve
tedavilerinin gecikmeden yapilmasi ve dolayisi ile hizmet
kalitesinin artmasini saglayacaktir.

Ek: “14. Ulusal Acil Tip Kongresi 5th Intercontinental Emergency Medicine Congress, International Critical Care and
Emergency Medicine Congress, Antalya, Turkey (19-22 April 2018).” Kongresinde poster bildiri seklinde sunulmustur.

Cikar Catismasi: Yazarlar ¢ikar ¢atigmasi olmadigini beyan etti.
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ABSTRACT

Objective: To evaluate, classify, and find the frequencies of the variations of the abdominal aorta and its main branches
with multi-slice computed tomography.

Material and Method: Between January 2010 and March 2012, data of 390 adult patients with contrast-enhanced
computed tomography were included in the study retrospectively. The patients who had an intraabdominal solid organ or

Keywords:

Multislice computed tomography,
Abdominal vascular structures,
Vascular variations

vascular surgery that affects the normal anatomy were excluded. The data were evaluated at the workstation. The frequencies
of the variations of the abdominal aorta and its main branches were examined. The effect of gender on variation frequencies
was also investigated.

Results: In our study, the most frequent variations were at the hepatic artery, gastroduodenal artery, and renal arteries.
The variations of the splenic artery and left gastric arteries were relatively rare. Statistically, a significant difference was
not detected between genders in frequencies of variations of the arteries.

Conclusion: According to our study, variations of the hepatic artery and renal arteries were frequently seen. Identification
of the vascular variation is very important before the transplantation of liver or kidney or interventional procedures.

Anahtar Kelimeler:

Cok kesitli bilgisayarli tomografi,
Abdominal vaskiiler yapilar,
Vaskiiler varyasyonlar

OZET

Amag: Cok Kesitli Bilgisayarli Tomografi ile abdominal aorta ve ana dallarinda izlenen varyasyonlari saptamak, bu
varyasyonlari siniflandirmak ve sikliklarini ortaya koymaktir.

Gereg ve Yontem: Ocak 2010 —Mart 2012 tarihleri arasinda intravendéz kontrast madde verilmesini takiben dinamik
abdomen BT tetkiki yapilan 19-91 yagslar: arasindaki 390 erigkin hastamin verileri cinsiyet ve yas farki gozetilmeksizin
retrospektif olarak ¢alismaya alindr. Gegirilmis solid organ ya da abdominal ana damarsal anatomiyi etkileyebilecek
cerrahi Oykiisii olan hastalar ¢alismaya dahil edilmedi. Veriler is istasyonunda degerlendirildi. Abdominal aorta ve
dallarinda goriilen varyasyon sikliklar: incelendi ve her iki cinsiyet arasinda varyasyon sikliklar acisindan anlaml bir
Sfarklilik olup olmadigi arastirild:.

Bulgular: Calismamizda abdominal aorta ve ana dallarinda hepatik arter, gastroduedonal arter, ¢éliyak arter ve renal
arterlerde siklikla varyasyon saptandi. Splenik arter ve sol gastrik arterde ise diger damarsal yapilara gore daha az
varyasyon izlendi. Varyasyon sikliklar: agisindan cinsiyetlere gore istatistiksel anlaml farklilik saptanmad.

Sonug¢: Hepatik ve renal arterlerde varyasyonlar sik goriilmektedir. Bu varyasyonlarin énceden bilinmesi ozellikle
karaciger, bobrek nakilleri ve bu organlara yonelik yapilacak girisimsel radyolojik islemlerde biiyiik 6nem arz etmektedir.

GIRIS

Yedinci kusak Bilgisayarli Tomografi (BT) cihazlarinda
ayn1 anda birden ¢ok kesit alinabildiginden Cok Kesitli
Bilgisayarli Tomografi (CKBT) olarak isimlendirilmektedir.
CKBT teknolojisinde yasanan gelismeler sayesinde ¢ekim
sonras1 yontemler kullanilarak farkli planlarda yapilandirma
(multiplanar rekonstriiksiyon: MPR), hacim goriintiileme
(volume rendering: VR), maksimum intensite projeksiyon
(maximum intensity projection: MIP) gibi islemler ile
damarsal sistem daha detayli, kolay ve dogru bir sekilde
degerlendirilebilmektedir (1,2). Giiniimiizde kullanilan
CKBT, tek dedektorlii helikal BT’ye nazaran kisa
goriintiileme siiresi, gelismis uzaysal ¢oziiniirlik ve daha
detayli veri saglama ozelliklerine sahiptir. Bu 6zellikleri ile
CKBT daha dogru anatomik bilgilendirmeyi saglamaktadir.
Damarsal sistemin degerlendirilmesinde konvansiyonel

anjiografinin girisimsel olmayan secenegi seklinde artik
glinliik rutin goriintiilemede ¢ok sik olarak kullanilmaktadir
(3,4). Konvansiyonel girisime gerek kalmadan vaskiiler
yapilar dogru bir sekilde goriintiilenmektedir (5,6).

Ozellikle karmn ici vaskiiler yapilarin anatomisi, karm ici
ameliyatlarda, organ nakillerinde, selektif arteriel
kemoembolizasyon gibi girigimsel damarsal islemlerden
once bilinmesi onem arz etmektedir. Bu yapilardaki
muhtemel ~ varyasyonlarin  bilinmesi;  gelisebilecek
komplikasyonlarin biiyiikk oranda Oniline gegilebilmesini
saglamaktadir. Bugiine kadar karin i¢i damar yapilara ait
varyasyonlar, farkli ¢aligmalarda degerlendirilmistir (2,7).
Calismamizin amaci, CKBT ile abdominal aorta ve ana
dallarinda goriilebilen varyasyonlar1 saptamak, bu
varyasyonlar1 siiflandirmak ve sikliklarini ortaya koymaktir.
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GEREC VE YONTEM

Hasta Secimi: Calisma oncesi, Fatih Universitesi Etik
Kurulundan alinan etik kurul onayr (B30 FTH 2012/78)
sonrasi, hastalardan tetkik Oncesinde “Bilgilendirilmis
Onam Formu” okutularak imzalar1 alindi. Ocak 2010-Mart
2012 tarihleri arasinda herhangi bir nedenle abdomene
yonelik CKBT incelemesi yapilmis 19-91 yas arasindaki
390 eriskin hastanin goriintiileri retrospektif olarak
calismaya dahil edildi. Yas ortalamasi erkeklerde 56.94
+16.30, kadinlarda 57.11£15.97 idi. Caligmaya dahil edilen
olgularm 200’4 kadin (%51.3), 190’1 erkekti (%48.7).
Gegirilmis  solid organ ya da abdominal ana damarsal
anatomiyi etkileyebilecek cerrahi Oykiisii olan hastalar
calismaya dahil edilmedi. BT anjiyografi goriintiileri
harekete bagl artefaktif veya yeterince kontrast ile elde
edilmeyen olgular da ¢alisma dig1 birakildi. CKBT vaskiiler

yapilarin raporlanmasi abdominal radyoloji konusunda
deneyimli bir radyolog ve bir girisimsel radyolog esliginde
degerlendirildi.

Cekim Protokolii: Hastalarin tomografik incelemeleri,
Philips (Philips Brilliance CT, Philips Medical Systems,
Hollanda) marka, 64 dedektor sirali, CKBT cihaziyla
yapildi. Tetkik sirasinda 100cc iyonik olmayan diisiik
osmolariteli kontrast maddenin (Omnipaque 350/100ml),
otomatik enjektor (Medrad Stellant ¢ift enjektorlii)
vasitasiyla, antekiibital girigli intravenoz yolla, kontrast
madde verilme hiz1 3.5ml/sn ayarlanarak elde olundu. Islem
sirasinda ¢ekim parametreleri; kV: 120, mAs: 80, kesit
kalinligi: 0.67 mm olarak ayarlandi.

Cekimler, kontrast madde verilmesini takiben arteriel, portal
ve ge¢ olmak tizere 3 faz olarak yapildi. Rekontriiksiyon kesit
kalinligi 2 mm olacak sekilde yapilarak, dogrudan ¢alisma
istasyonundaki (Dell precision Workstation 670) bilgisayar
ortaminda, ince kesit aksiyel goriintiilerden iki boyutlu (2B)
aksiyel, sagital ve koronal planda reformat ve maksimum
intensite projeksiyon (MIP) yontemleri ile degerlendirildi.

Vaskiiler Yapilar: CKBT bulgularina gére VR ve MIP
goriintiilerine dayanilarak ¢dliak trunkus (CT), ana
hepatik arter (AHA), gastroduedonal arter (GDA), sol
gastrik arter (LGA), siiperior mezenterik arter (SMA),
splenik arter (SA) ve renal arterler (RA) dallarma ait
vaskiiler varyasyonlar her biri igin tek tek tanimlandi.

1. Colyak trunkus varyasyonu; Vandamme ve Bonte’ye
ait olan siniflandirmay1 temel alind1 (8). Buna gore; ortak
hepatik arter, sol gastrik arter ve splenik arterin abdominal
aortadan ayni seviyeden koken almasi normal anatomi
olarak tanimlandi. Varyasyonlar1 dallardan birinin ayr
¢ikmast durumunda kalan dallarm hepatogastrik, gastrosplenik,
hepatosplenik trunkus olusturmalar;; SMA’in ¢6lyak
trunkustan koken almasi durumunda ¢dlyakomezenterik
trunkus olusmasi ve tiim dallarin abdominal aortadan
trunkus olusturmadan ayr1 olarak ¢ikmasi trunkus yoklugu
olarak tamimlandi. Ayrica hepatik arterde en sik goriilen
varyasyon olan replase sag hepatik arterin SMA’dan
kaynaklanmasi varyasyonunun normal CT anatomisini
etkilemesi nedeniyle bu simiflandirmaya ek olarak ele alindi.

2. Hepatik arter (HA) varyasyonlarinda; ortaya konulmus

cesitli siniflandirmalar olmakla birlikte ¢aligmamizda
Michels’e ait olan siniflandirma temel alinmistir (9). Buna
gore ortak hepatik arterin ¢olyak trunkustan ¢gikmasi ve
gastroduodenal arteri verdikten sonra ve AHA olarak
devam edip, sol ve sag hepatik arter olarak ikiye ayrilmasi
normal anatomi olarak tanimlandi. Varyasyonlari replase
sag hepatik arterin SMA’dan koken almasi, replase sol
hepatik arterin LGA’dan koken almasi, replase sag ve sol
hepatik arter birlikteligi, aksesuar sag hepatik arterin
SMA’dan koken almasi, aksesuar sol hepatik arterin
LGA’dan kdken almasi, aksesuar sag ve sol hepatik arter
birlikteligi, replase sag hepatik arter ile aksesuar sol
hepatik veya aksesuar sag hepatik arter ile replase sol
hepatik arter birlikteligi, ortak hepatik arterin SMA’dan
koken almast (hepatomezenterik trunkus), ortak hepatik
arterin LGA’dan koken almasi olarak tanimlandi.
Calismamizda ayrica Michels’in smiflandirmasinda yer
almayan ortak hepatik arterin aortadan koken almasi
durumu da bu siniflandirmaya ek olarak degerlendirildi.

3. Gastroduodenal arter varyasyonlari: GDA nin ortak
hepatik arterden ilk dal olarak ayrildigi durum normal
anatomi olarak tanimlandi. Varyasyonlar1 her iki hepatik
arterle ayni seviyeden ayrildigi durum, sol hepatik arterden
koken aldigr durum, splenik arterden koken aldigi durum
ve aksesuar GDA olarak tanimlandi.

4. Sol gastrik arter varyasyonlari; sol gastrik arterin
normal konfiglirasyonlu ¢olyak trunkustan ¢iktigi durum
normal anatomi olarak tanimlandi. Varyasyonlar1 ¢6lyak
trunkusu sol gastrik arter ve splenik arterin olusturdugu
durum gastrosplenik trunkus varligi, ¢dlyak trunkusu
hepatik arter ve sol gastrik arterin olusturdugu durum
hepatogastrik trunkus varligi, replase LGA’nin AHA,
Splenik arter veya aortadan ¢iktig1 durum ve aksesuar LGA
olarak tanimlandi.

5. Splenik arter varyasyonlari; splenik arterin ¢dlyak
trunkustan, ortak hepatik arter ve sol gastrik arterle beraber
ayridigi durum normal anatomi olarak tanimlandi.
Varyasyonlari ¢olyak trunkus dallarindan birinin ayr1
olarak ¢ikt1g1 durumda, splenik arterin kalan arterle trunkus
olusturmasi (Gastrosplenik trunkus, Hepatosplenik trunkus)
ve replase LGA nin splenik arterden kdken almasi, replase
veya aksesuar splenik arter olarak tanimlandi.

6. SMA varyasyonlari; CT inferiorunda, abdominal aortadan
tek olarak ¢ikigt normal anatomi olarak tanimlandi.
Varyasyonlart SMA’nin normal yapidaki ¢dlyak trunkustan
cikig gostermesi ¢olyakomezenterik trunkus, ortak hepatik
arterin SMA’dan ¢ikmasi hepatomezenterik trunkus ve
SMA kokenli replase hepatik arter varligi olarak tanimlandi.
7. Renal arterler; bilateral tek renal arter varligi normal
anatomi olarak tanimlandi. Her iki tarafta renal arter sayisi
belirlenip, aberran ya da aksesuar renal arter varlig1 ekstrarenal
arter olarak, segmenter dallanmanin hilustan 6nce olmasi
durumu erken dallanma olarak tanimlandi. Aksesuar renal
arter, ekstrarenal arterin ana renal arterle birlikte hilus
girigli olmasi durumu; aberran renal arter ekstrarenal
arterin hilus disinda bobrege kapsiil girisli olmas1 durumu
olarak tanimlandi.

{12 )



Phnx Med J. March, 2021. Volume 3 No 1

BULGULAR

1. Colyak trunkus varyasyonu; Calismada 296 (%75.9)
olguda ¢olyak trunkusta normal anatomik yapi1 vardi. 94
(%24.1) olguda ise c¢olyak trunkusta varyasyon

saptanmistir. Varyasyon saptanan olgularin 44°i erkek,
50’si kadindi. Varyasyonlar arasinda en sik 59 (%15.1)
olguda replase sag hepatik arterin SMA’dan koken almasi
izlenmekteydi (Resim 1).

e s

Resim 1: Aksiyel (a) ve koronal (b) MIP goriintiilerde;
sol hepatik arterin ¢dlyak trunkustan, replase sag
hepatik arterin ise SMA’dan ¢iktig1 izleniyor (LHA: Sol
Hepatik Arter, RHA: Sag Hepatik Arter, SMA: Siiperior
Mezenterik Arter).

Resim 2: Aksiyel (a) ve sagital (b) MIP goriintiilerde, ¢olyak
trunkusu splenik arter ve sol gastrik arterin olusturdugu, ortak
hepatik arterin ayr1 olarak aortadan ¢iktig1 izleniyor
(LGA: Sol Gastrik Arter, AHA: Ana Hepatik Arter, SMA:
Siiperior Mezenterik Arter).

Bu varyasyonun ¢6lyak trunkus varyasyonlar igerisindeki
orant %62.8 bulundu. Diger varyasyonlar1 siklik sirasina
gore 21 (%5.3) olgudagastrosplenik trunkus, 12 (%3.1)
olguda hepatosplenik  trunkus, 5 (%1.3) olguda
¢olyakomezenterik trunkus olusturmaktaydi (Resim 2,3).
Hepatogastrik trunkus ve trunkus yoklugu sadece 1 (%
0.3)‘er olguda goriilmekteydi (Resim 4) (Tablo 1). Replase
sag hepatik arter saptanan olgularin 24’4 erkek, 30’u
kadindi.

Colyak trunkusta varyasyon sikliklar1 agisindan cinsiyetler

arasinda  anlamli  istatistiksel ~ farklilik  saptanmadi
(Kolmogorov-Smirnov Test p>0.05).
Tablo 1: Colyak trunkus varyasyon ve oranlari
Siklik  Yiizde — Siklik
VARYASYON TiPi ) (%) oranlar
(%)
NORMAL | 296 75.9
VARYASYON 94 24.1
Replase sag hepatik arter SMA’dan 54 13.8 57.4
Gastrosplenik Trunkus 18 4.6 19.1
Hepatosplenik Trunkus 10 2.6 10.6
Colyakomezenterik Trunkus 5 1.3 53
Gastrosplenik Trunkus ve Replase 3 0.8 32
sag hepatik arter birlikteligi
Hepatosplenik Trunkus ve Replase 2 0.5 2.1
sag hepatik arter birlikteligi
Hepatogastrik Trunkus 1 0.3 1.1
Trunkus Yoklugu 1 0.3 1.1

SMA: Siiperior Mezenterik Arter

Resim 3: Aksiyel (a), koronal (b) ve sagital (c) MIP goriintiilerde, ¢dlyak trunkus ve SMAnin ortak kdkten ¢iktigi izleniyor
(LGA: Sol Gastrik Arter, AHA: Ana Hepatik Arter, SMA: Siiperior Mezenterik Arter).
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arasinda en sik 67 (%17.2) olguda GDA’nin LHA’dan
koken aldigi durum izlenmekteydi (Resim 7). Bu varyasyonun
GDA varyasyonlar1 igerisindeki orant %57.8 bulundu.
Diger varyasyonlari siklik sirasina gore 45 (%11.5) olguda

Tablo 2: Hepatik arter varyasyon ve oranlari
Sikhik  Yiizde Siklik

oranlar
VARYASYON TiPi (n) (%)
¢olyak trunkusun olusmadigi; ortak hepatik arter, splenik (%)
arter ve sol gastrik arterin ayr1 ayr ¢iktig1 izleniyor (LGA:
Sol Gastrik Arter, AHA: Ana Hepatik Arter, SMA: Siiperior NORMAL | 268 68.7
Mezenterik
VARYASYON 122 313
Replase RHA SMA’dan| 50 12.8 41.0
Replase LHA LGA’dan| 29 7.4 23.8
Aksesuar LHA LGA’dan 13 33 10.7
AHA SMA’dan| 11 2.8 9.0
AHA Aortadan 6 1.5 4.9
Resim 5: Koronal (a) ve sagital oblik (b) MIP gériintiilerde, Replase RHA ile Aksesuar
ortak hepatik arterin SMA’dan kdken aldigi izleniyor (LHA: LHA veya Aksesuar RHA 6 15 4.9
Sol Hepatik Arter, RHA: Sag Hepatik Arter, GDA: ile Replase LHA
Gastroduedonal Arter, SMA: Siiperior Mezenterik Arter,
AHA: Ana Aksesuar RHA 2 0.5 1.6
2. Hepatik arter varyasyonu: Calismada 268 (%68.7) SMA’dan Replase RHA 2 05 16
olguda normal anatomik yap1 vardi (Resim 5). 122 (%31.3)
olguda hepatik arter varyasyonu saptanmistir. Varyasyon Aksesuar RHA ve LHA AHA 1 0.3 0.8
saptanan olgularin 56’s1 erkek, 66°s1 kadindi. Varyasyonlar L
arasinda en sik 50 (%12.8) olguda replase sag hepatik SMA dan ile Aksesuar RHA
arterin SMA’dan kdken almasi izlenmekteydi (Resim 1). ve LHA birlikteligi 1 0.3 0.8
Bu varyasyonun hepatik arter varyasyonlar1 igerisindeki
orant %41 bulundu. Diger varyasyonlari siklik sirasinda AHA Aortadan ve Aksesuar 1 0.3 0.8
gore Tablo 2 de tarif edildi (Resim 6). RHA ve LHA birlikteligi ‘
3. Gastroduodenal arter varyasyonlari: Calismada 274 AHA LGA’dan 0 0 0
(%70.3) olguda GDA’da normal anatomik yap1 vardi. 116

0, ’
(7629.7) olguda GDA d_'a varyasyon saptanmistir. Varyasyon SMA: Siiperior mezenterik arter, RHA: Sag hepatik arter, LHA:
saptanan olgularin 52’si erkek, 64’1 kadindi. Varyasyonlari Sol hepatik arter, LGA: Sol gastrik arter, AHA: Ana hepatik arter

Resim 6: Aksiyel (a), daha distal kesitten aksiyel (b) ve koronal (c) MIP goriintiilerde; replase sag hepatik arterin SMA’dan,
replase sol hepatik arterin LGA’dan koken aldiklar izleniyor (LGA: Sol Gastrik Arter, LHA: Sol Hepatik Arter, SMA:
Siiperior Mezenterik Arter, CT: Colyak Arter).
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GDA’nin her iki hepatik arterle ayni seviyeden ¢iktigi
durum, 2 (%0.5) olguda aksesuar GDA, 1 (%0.3) olguda
replase GDA’nin SA’dan kdken aldigi durum ve 1 (%0.3)
olguda aksesuar GDA ile GDA’nin her iki hepatik arterle
ayni seviyeden ¢iktigi durum olusturmaktaydi (Resim 8)
(Tablo 3). GDA’nin LHAdan kdken aldigi durum saptanan
olgularm 28’1 erkek, 39’u kadindi. GDA varyasyon
sikliklar1 agisindan cinsiyetler arasinda anlamli istatistiksel
farklilik saptanmadi (Kolmogorov-Smirnov Test p>0.05).

Resim 7: Aksiyel (a) MIP goriintiide normal sag ve sol
ana renal arter, koronal (b) MIP gériintiide normal sol arter
renal arter izleniyor (SMA: Siiperior Mezenterik Arter,
RRA: Sag Renal Arter, LRA: Sol Renal Arter).

Resim 8: Aksiyel MIP goriintiide, sol ana renal arterin
ontinden aortadan kdken alan aksesuar renal arter izleniyor
(LRA:Sol Renal Arter).

4. Sol gastrik arter varyasyonlari; Calismada 351 (%90)
olguda LGA’da normal anatomik yapr vardi. 39 (%10)
olguda LGA’da varyasyon saptanmistir. Varyasyon
saptanan olgularin 20’si erkek, 19’u kadindi. Varyasyonlari
arasinda en sik 21 (%5.3) olguda gastrosplenik trunkus
izlenmekteydi (Resim 2). Bu varyasyonun LGA varyasyonlari
icerisindeki oran1 %53.8 bulundu. Diger varyasyonlari
siklik sirasma gore 11 (%2.8) olguda replase LGA’nin
aortadan koken almasi, 5 (%1.3) olguda replase LGA’nin
SA’dan koken almasi, 1 (%0.3) olguda replase LGA’nin
AHA’dan koken almasi ve 1 (%0.3) olguda hepatogastrik
trunkus olusturmaktayd: (Sekil 8). Caligmada aksesuar
LGA varyasyonu saptanmamistir (Tablo 4).

Gastrosplenik trunkus saptanan olgularin 9’u erkek, 12’si
kadindi. LGA varyasyon sikliklar1 agisindan cinsiyetler
arasinda anlamli  istatistiksel — farklilik  saptanmadi
(Kolmogorov-Smirnov Test p>0.05).

Tablo 3: GDA varyasyon ve oranlari

Stklik Yiizde Stklik
oranlart
VARYASYON TiPi (n) (%)
(%)
NORMAL 274 70.3
VARYASYON 116 29.7
Replase GDA, LHAdan 67 17.2 57.8
GDA,RHAveLHA | s 1.5 38.8
ayni seviyeden
Aksesuar GDA 2 0.5 1.7
Replase GDA SA’dan 1 0.3 0.9
Aksesuar GDA ile GDA,
RHA ve LHA aym 1 0.3 0.9
seviyeden birlikteligi

GDA: Gastroduedonal arter, LHA: Sol hepatik arter, RHA: Sag
hepatik arter

Tablo 4: LGA varyasyon ve oranlari

Stklik Yiizde Stklik
oranlart
VARYASYON TiPi n) (%)
(%)
NORMAL 351 90.0
VARYASYON 39 10.0
Gastrosplenik Trunkus 21 53 53.8
Replase LGA Aortadan 11 2.8 28.2
Replase LGA SA’dan 5 1.3 12.8
Replase LGA AHA’dan 1 0.3 2.6
Hepatogastrik Trunkus 1 0.3 2.6
Aksesuar LGA 0 0 0

LGA: Sol gastrik arter, AHA: Ana hepatik arter, SA: Splenik arter

5. Splenik arter varyasyonlari; Caligmada 352 (%90.3)
olguda splenik arterde normal anatomik yap1 vardi. 38 (%
9.7) olguda splenik arterde varyasyon saptanmustir.
Varyasyon saptanan olgularin 17’si erkek, 21’i kadindu.
Varyasyonlar arasinda en stk 21(%5.3) olguda
gastrosplenik trunkus izlenmekteydi (Resim 2). Bu
varyasyonun splenik arter varyasyonlar1 igerisindeki orani
%55.3 bulundu. Diger varyasyonlari siklik sirasina gore 12
(%3.1) olguda hepatosplenik trunkus, 3 (%0.8) olguda
replase LGA’nin SA’dan koken almasi, 2 (%0.5) olguda
hepatosplenik trunkus ve replase LGA’nin SA’dan
kaynaklanmast birlikteligi, 1 (%0.3)’er olguda replase
splenik arter ve aksesuar splenik arter olusturmaktaydi
(Tablo 5).
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Gastrosplenik trunkus saptanan olgularin 8’i erkek, 13’1
kadindi. Splenik arter varyasyon sikliklart agisindan
cinsiyetler arasinda anlamli istatistiksel farklilik saptanmadi
(Kolmogorov-Smirnov Test p>0.05).

Tablo 5: Splenik arter varyasyon ve oranlari

Stkik Yiizde Stkik
oranlart
VARYASYON TiPi (n) (%)
(%)
NORMAL 352 90.3
VARYASYON 38 9.7
Gastrosplenik Trunkus 21 53 553
Hepatosplenik Trunkus 10 2.6 26.3
Replase LGA, SA’dan 3 0.8 7.9
Hepatosplenik Trunkus
ve Replase LGA SA’dan 2 0.5 5.3
birlikteligi
Replase SA 1 0.3 2.6
Aksesuar SA 1 0.3 2.6

LGA: Sol gastrik arter, SA: Splenik arter

6. SMA varyasyonlari; Calismada 315 (%80.8) olguda
SMA’da normal anatomik yap1 vardi. 75 (%19.2) olguda
SMA’da varyasyon saptanmistir. Varyasyon saptanan
olgularin 34’1 erkek, 41°i kadindi. Varyasyonlari arasinda
en sik 58 (%14.9) olguda SMA kokenli replase hepatik
arter varligi izlenmekteydi (Resim 1). Bu varyasyonun
SMA varyasyonlar1 igerisindeki orant %77.3 bulundu.
Diger varyasyonlar1 siklik sirasina gore 12 (%3.1) olguda
hepatomezenterik trunkus, 5 (%1.3) olguda ¢dlyakomezentrik
trunkus olusturmaktaydi (Resim 3, 6) (Tablo 6).

SMA kokenli replase hepatik arter saptanan olgularin 25’1
erkek, 33’1 kadindi. SMA varyasyon sikliklar agisindan
cinsiyetler arasinda anlamli istatistiksel farklilik saptanmadi
(Kolmogorov-Smirnov Test p>0.05).

Tablo 6: SMA varyasyon ve oranlar1

Stklk Yiizde Stkik
oranlart
VARYASYON TiPi (n) (%)
(%)
NORMAL 315 80.8
VARYASYON 75 19.2
Replase RHA/LHA SMA’dan| 58 14.9 77.3
Hepatomezenterik Trunkus | 12 3.1 16.0
Colyakomezentrik Trunkus 5 1.3 6.7

RHA: Sag hepatik arter, LHA: Sol hepatik arter, SMA: Siiperior
mezenterik arter

7. Renal arterler; Sag renal arterde; 298 (%76.4) olguda
normal anatomik yap1 vardi (Resim 9). 92 (%23.6) olguda
varyasyon saptanmugtir. Varyasyon saptanan olgularm
62’si erkek, 30’u kadindi. Varyasyonlari arasinda en sik 39
(%10.0) olguda erken dallanma izlenmekteydi. Diger
varyasyonlart siklik sirasina gore 30 (%7.7) olguda aksesuar
renal arter, 13 (%3.3) olguda aberran renal arter, 8 (%2.1)
olguda aksesuar renal arter ve erken dallanma birlikteligi, 2
(%0.5) olguda aksesuar ve aberran renal arter birlikteligi
olusturmaktayd: (Tablo 7). Erken dallanma saptanan
olgularn 23’0 erkek, 16’s1 kadindi. Varyasyon sikliklar
acisindan cinsiyetler arasinda anlamli istatistiksel farklilik
saptanmadi (Kolmogorov-Smirnov Test p>0.05).

Sol renal arterde; 294 (%75.4) olguda normal anatomik
yapi vardi (Resim 9). 96 (%24.6) olguda varyasyon saptanmuigtir.
Varyasyon saptanan olgularin 56’st erkek, 40’1 kadindi.
Varyasyonlari arasinda en sik 47 (%12.1) olguda aksesuar
renal arter izlenmekteydi. Diger varyasyonlart siklik sirasina
gore, 27 (%6.9) olguda erken dallanma, 9 (%2.3) olguda
aksesuar renal arter ve erken dallanma, 8 (%2.1) olguda
aberran renal arter, 5 (%1.3) olguda aksesuar ve aberran
renal arter birlikteligi olusturmaktaydi (Resim 9).
Aksesuar renal arter saptanan olgularin 23’1 erkek, 24’1
kadindi. Varyasyon sikliklar1 agisindan cinsiyetler arasinda
anlamli istatistiksel farklilik saptanmadi (Kolmogor-
ov-Smirnov Test p>0.05). Sag ve sol renal arter arasinda
uyum kappa katsayisi ile incelendi (Kappa=0.311). Sag ve
sol renal arterler arasinda uyum oldugu gozlendi.

Bilateral ekstrarenal arter 24 (%6.3) olguda, bilateral ¢ift
renal arter 18 (%4.6) olguda, sagda {i¢ renal arter 2 (%0.5)
olguda, solda ii¢ renal arter 8 (%2.1) olguda saptandi. 1
(%0.3) olguda ise sagda dort, solda ii¢ renal arter mevcuttu.
Bilateral ii¢ renal arter veya solda dort renal arter saptanmadi.

Resim 9: Koronal oblik MIP goriintiide, sag ana renal arter
inferiorunda aortadan kdken alarak renal hilusa uzanan
aksesuar renal arter izleniyor (RRA: Sag Renal Arter).

TARTISMA

BT teknolojisinde yasanan gelismeler ile daha yiiksek
¢Oziinlirliige sahip goriintiller alinabilmekte ve ¢ekim
sonrasi yontemler sonucu arteriel yapilarin {i¢ boyutlu
anjiografik goriintiileri daha kisa siirede elde edilebilmektedir
(10). Minimal girisimsel 6zelligi, konvansiyonel anjiografik
yontemlere tercih edilme sebeplerinin basinda gelmektedir.
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Tablo 7: Sag ve sol renal arter varyasyon ve oranlari

VARYASYON TiPi Stklik (n) Yiizde (%) Stklik Oranlart (%)
Sag RA Sol RA Sag RA Sol RA Sag RA Sol RA
NORMAL 298 294 76.4 75.4
VARYASYON 92 96 23.6 24.6
Erken Dallanma 39 47 10.0 12.1 424 49.0
Aksesuar 30 27 7.7 6.9 32.6 28.1
Aberran 13 9 33 2.3 14.1 9.4
Aksesuar ve Erken Dallanma 8 8 2.1 2.1 8.7 8.3
Aksesuar ve Aberran Birlikteligi 2 5 0.5 1.3 22 5.2

RA: Renal Arter

BT anjiyografinin (BTA) arteriel varyasyonlari saptamada
anjiografi ile karsilastirildiginda %97-98 dogruluk oranm
bildirilmistir (11). CKBT nin kullanima girisi ile damarsal
calismalardaki uygulamalarinda artig ve bir¢ok olguda
anjiografinin yerini almas1 kayda deger gelismelerdir
(11,12). BT’nin dezavantajlar1 ise kontrast madde
kullanimima bagli komplikasyonlar ve hastanin iyonizan
radyasyona maruziyetidir (13). Anjiografinin BTA’ya gore
dezavantajlari ise arteriel yapilarin organlarla olan iliskilerinin
gosterilememesi, girisimsel olusu, islem sonrasi hastanin
yatak istirahati mecburiyeti, islem sirasinda kullanilan
kontrast maddenin daha fazla olusu olarak sayilabilir. Bu
nedenle BTA daha ¢ok tercih edilmeye baglanmistir.
Vaskiiler yapilardaki varyasyonlarin radyolojik olarak
tanimlanmasi, cerrahi ve girisimsel radyolojik islemlerin
seyri ve basarisini etkilemekte ve olasi komplikasyonlari
onlemede 6nem arz etmektedir (7).

Colyak trunkus varyasyonlari ile ilgili VanDamme ve ark
tarafindan 156 olgu {izerinde yapilan ¢alismasinda normal
anatomi %86 olarak belirtilmistir (8). Calismamizda elde
ettigimiz %75.9 olan normal oran, Van Damme nin
calismasina gore daha az olmasi ¢aligmamiza dahil edilen
olgularm rutin CKBT anjiyografi olusundan olabilir. Song
ve arkadaslar1 (14) tarafindan 5002 olgu iizerinde ¢esitli
dedektor sayisina sahip spiral BT ’ler ve konvansiyonel
anjiyografi ile yapilan bir caligmada, ¢olyak trunkusta
normal anatomi %89.1°lik oraniyla Vandamme ve
Bonte’nin ¢alismasiyla benzer sonuglar elde etmistir. Aynt
calismada en sik saptanan varyasyon olan hepatosplenik
trunkus (%5.12); calismamizda Vandamme ve Bonteye
gore yeniden diizenleme yapilmis haliyle %3.1lik oraniyla
ikinci siklikta bulunmustur. Michels’in 200 vakalik otopsi
serisinde %18 olarak belirtilmistir (9). Literatiirde benzer
calismalarda benzer oranlar ile en stk SMA kaynakli sag
hepatik arter varyasyonu tariflenmistir (15,16). SMA
varyasyonlart igerisinde en sik saptadigimiz varyasyon
%14.9 ile SMA’dan koken alan replase sag ve / veya sol
hepatik arter varyasyonudur. Calismamizla uyumlu olarak
Michels’in hepatik arterle ilgili ¢caligmasinda SMA’dan
koken alan replase veya aksesuar sag hepatik arter varyasyon
sikligt %18 olarak ifade edilmistir (9). Hiatt ve
arkadaslarinmm (17) 1000 olgu iizerinde yaptig1 cerrahi
calismasinda ise ayni varyasyon siklig1 %10.6 bulunmustur.
Ferrari ve arkadaslarinin ¢alismasinda hepatomezenterik
ve ¢colyakomezenterik trunkus varyasyonlarina esit siklikta
rastlanmistir (%1.7) (15). Kornafel ve arkadaglarinin (18)
yaptig1 ¢alismada ise diger caligmalardan farkli olarak

¢olyakomezenterik trunkus orani (%]1.5), hepatomezenterik
trunkus oranmna (%0.5) gore daha fazla bulunmustur.
Michels’in yapmis oldugu 200 olguluk otopsi ¢alismasinda
hepatik arterde normal anatomik yap1 olgularm %55’ inde
bildirilmistir (9). Diger ¢alismalarda bu oranlar %52 ile %
75.7 arasinda  degisiklik  gostermektedir  (17,19).
Calismamizda hepatik arterde %68.7 olguda normal
anatomi saptandi. Michels’e gore en sik goriilen replase
sag hepatik arterin SMA’dan koken almasi1 (Michels tip 3)
varyasyonu, ¢alismamizda da en sik goriilen varyasyondu
(%12.8). ikinci siklikta gordiigiimiiz replase sol hepatik
arterin LGA’dan kdken almast (Michels tip 2) varyasyonu,
benzer sekilde Michels’in ¢alismasinda da en sik ikinci
varyasyondu. Nadir goriilen varyasyonlar olan replase sag
ve sol hepatik arter (Michels tip 4), aksesuar sag ve sol
hepatik arter (Michels tip 7) ve aksesuar/replase sag veya
sol hepatik arter birlikteligi (Michels tip 8) varyasyonlari
sikliklar1 toplamda ¢alismamizda %2.3 bulunmus olup, bu
deger Michels’e gore %4 ’tiir. Michels’e gore %4.5 oraninda
bulunan ortak hepatik arterin SMA’dan koken almasi
varyasyonuna ¢alismamizda daha az rastlanmis olup, orani
%2.8 “dir (9).

Michels aortadan koken alan ortak hepatik arter
varyasyonundan bahsetmemektedir (9). Bu varyasyonu
Hiatt %0.2, Song 9%0.4, Ugurel %1 olarak belirtmistir
(14,17,19). Calismamizda bu varyasyona literatiire gore
daha ¢ok rastlanmaktaydi (%]1.5). Diger caligmalara gore
calismamizda bu varyasyonun sikliginin bir miktar fazla
olusunun sebebinin Orneklem biyiikliikleri arasindaki
farklilik, ¢alismanin yapildig1 popiilasyon ve calismanin
tiirii oldugunu disiinmekteyiz.

Ortak hepatik arterin LGA’dan kdken almasi varyasyonu-
na ise c¢aligmamizda rastlanmadi. Bu varyasyonun
Michels’in 200 olguluk otopsi ¢alismasinda %0.5, Ugurel
ve arkadaslarininin 100 hastalik BTA ¢alismada %1 olarak
saptanmasina karsilik; daha genis serilerde Song’un 5002
olgu tizerinde spiral BT ve DSA ile yaptig1 calismada %
0.16 gibi diisik bir oranda bulunmus, Koops ve
arkadaslarinin 502 olguluk DSA c¢aligmasinda ise
caligmamizdakine benzer sekilde bu varyasyona hic
rastlanmamustir (9,14,19,20).

Hiatt ve arkadaslarmm (17) 1000 olguluk cerrahi
calismasinda replase veya aksesuar ayrimi yapilmadan
smiflandirma yapilmistir. Buna gore normal anatomi %
75.7, LGA kaynakli replase veya aksesuar sol hepatik
arter %9.7, SMA kaynakli replase veya aksesuar sag
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hepatik arter %10.6, SMA kaynakli sag hepatik arter ve
LGA kaynakli sol hepatik arter %2.3, hepatomezenterik
trunkus ise %1.5 oranlarinda tespit edilmistir. Calismada
elde ettigimiz veriler bu sekilde yeniden diizenlendigi
zaman, LGA kaynakli replase veya aksesuar sol hepatik
arter %10.7, SMA kaynakli replase veya aksesuar sag
hepatik arter %13.3, SMA kaynakli sag hepatik arter ve
LGA kaynakli sol hepatik arter %2.3, hepatomezenterik
trunkus ise %2.8 oraninda bulunmus olup, bulgulari bu
¢alisma ile uyumlu oldugu goriilmiistiir.

Literatiir taramamiz esnasinda tek basina GDA varyasyon-
lar1 ile ilgili yapilmig bir c¢aligmaya rastlamadik.
Caligmamizda %29.7 olguda GDA’da varyasyon saptan-
mistir. Varyasyonlar arasinda en sik %17.2 olguda
GDA’nin LHA’dan kdken aldig1 durum izlenmekte, diger
varyasyonlar arasinda siklik sirasina gore %11.8 olguda
GDA’nin her iki hepatik arterle ayni seviyeden ayrildigi
durum, %0.8 olguda aksesuar GDA, %0.3 olguda replase
GDA’nin SA’dan koken aldigt durum goriilmekteydi.
Vandamme ve Bonte’nin ¢dlyak trunkus ve dallar ilgili
156 olguluk diseksiyon ¢aligmasinda GDA’nin sol hepatik
arterden koken aldig1 durum %2 ve hepatik arterlerle ayni
diizeyden dallanma durumu %2 oraninda bildirilmis olup,
calismamiz ile kiyaslandiginda oranlar arasinda belirgin
farklilik géze ¢arpmaktadir (8). Calismamizda bu varyas-
yonlarin daha sik tespit edilmesinin sebebi olarak, BTA
tekniginde yaganan geligmelere bagli olarak damarsal
sistemin daha detayli ve dogru bir sekilde degerlendirile-
bilmesi oldugunu diisiinmekteyiz.

Literatiir taramamiz esnasinda tek basina sol gastrik arter
ve varyasyonlari ile ilgili yapilmis bir caligmaya rastlama-
dik. Calismamizda %10 olguda LGA’da varyasyon saptan-
mis olup, varyasyonlar arasinda en sik %5.3 olguda gastro-
splenik trunkus izlenmekteydi. Diger varyasyonlar arasin-
da siklik sirasina gore %?2.8 olguda replase LGA’nin
aortadan koken almasi, %]1.3 olguda replase LGA’nin
splenik arterden kaynaklanmasi, %0.3 olguda replase
LGA’nin ortak hepatik arterden kdken almasi ve %0.3
olguda hepatogastrik trunkus goriilmekteydi. Caligmada
aksesuar LGA varyasyonuna rastlanmadi. Vandamme ve
Bonte’nin ¢olyak trunkus ve dallart ile ilgili ¢alismasinda,
gastrosplenik trunkus varyasyonunu calismamiza benzer
sekilde %6 olarak bildirmektedir. Yine ayni g¢alismada
%0.1 olarak bulunan hepatogastrik trunkus orani,
calismamizda benzer sekilde %0.3 olarak bulundu (8).
Splenik arter ile ilgili Pandey ve arkadaslarmin 320 kadav-
ra lizerinde yaptig1 calismada splenik arterin, olgularin
%90.6’smin ¢olyak trunkustan koken aldigi ve normal
anatomik yapida oldugu, %8.1’inin aortada, geriye kalan
%1.3’tiniin ise diger damarsal yapilardan koken aldigi
belirtilmistir. Caligmamizda Pandey’in ¢alismasina benzer
sekilde tiim olgularin %90.3’iinde splenik arterde normal

anatomik yapr mevcuttu (21). Caligmamizda saptanan
varyasyonlar arasinda en sik %5.3 olguda gastrosplenik
trunkus izlenmekte ve Vandamme ve Bonte’nin ¢6lyak
trunkus ve dallart ile ilgili caligmasinda bulunan %6°lik
oranla benzerdi. Yine ayni ¢aligmada %6 olarak bulunan
hepatosplenik trunkus orani ¢alismamizda %3.1 olarak
bulundu (8).

Renal arter varyasyonlar ile ilgili yapilmis cok sayida
calisma mevcuttur. Calismamizda en sik goriilen varyas-
yonlar sag renal arterde %12.1 ile erken dallanma, sol
renal arterde %15.7 ile aksesuar renal arter
varyasyonlariydi. Calismamizda ekstrarenal arter orani %
25.1 bulunmus olup, bu deger Ozkan ve arkadaslarinin
(22) 855 olguluk konvansiyonel anjiografi ¢aligmasinda
bulunan %24 ‘liikk oran ile benzerdi. Ayn1 ¢aliymada sagda
ekstrarenal arter saptanma orani sola gore fazlayken,
caligmamizda bu oran tam tersi yondeydi. Bilateral
ekstrarenal arter orani ¢alismamizda %6.3 olup, yine ayn
calismada bu oran benzer sekilde %5 olarak ifade
edilmekteydi. Calismamiz-da aberran renal artere sagda
(%3.8), sola (%3.4) oranla daha sik rastlanmis olup, ayni
caligma ile uyumludur. Erken dallanma oram
calismamizda sagda %12.1 solda %9.2 olup, ayni
calismanin %8 ‘lik oranina gore bir miktar yiiksekti.
Bilateral c¢ift renal arter saptanma oram1i Ugurel ve
arkadaslarinin 100 olguluk c¢aligmasinda %4 iken,
caligmamizda bu oran benzer sekilde %4.6 bulundu (19).
Ekstrarenal arter saptanma orani Kim ve arkadaglarinin 77
olguluk c¢aligmasinda %24 iken, ¢aligmamizda bu oran %
25.1 olarak saptandi (23).

Khamanarong ve arkadaglarinin yaptig1 534 vakalik otopsi
caligmasinda, olgularin %17.43” iinde iki renal arter, %
0.93’tinde li¢ renal arter wvarhigr bildirilmistir.
Calismamizda  tim  oranlar =~ Khamanarong  ve
arkadaslarinin buldugu degerlere gore yiiksek bulunmus
olup; iki renal arter varlig1 %22.2, ii¢ renal arter varligi %
2.6, dort renal arter varligr %0.3 oraninda izlenmekteydi
(24). Bu farkliligin BTA’nin ince damarsal yapilari tespit
giiclinin diger yontemlere gore {Ustiin olmasindan
kaynaklandigini diisinmekteyiz.

Caligmanm  limitasyonlari: ¢aligmamizda abdominal
arteri-el  yapilart  degerlendirdik, vendz  yapilar
degerlendirilmedi. Caligma retrospektif oldugu i¢in her
olgunun altin standart tanisi olarak anjiyografileri yoktu.
Sonug¢ olarak CKBT tanisal dogruluk, giivenilirlik ve
hasta uyumu agisindan diger yontemlere tercih
edilebilecek bir yontemdir. Hepatik ve renal arterlerde
varyasyonlar sik goriilmektedir. Uc plan
rekonstriiksiyonlar sayesinde cerrahi 6ncesi damar haritasi
daha detayli anatomik yap1 sayesinde iatrojenik
yaralanmalarin ve aberran damarsal yapilarin baglanmasi
sonucu olusabilecek iskemik hasarin Oniine
gecilebilmesini saglar.

Cikar Catismasi: Yazarlar ¢ikar catismasi olmadigini beyan etti.
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ABSTRACT Keywords:

Objective: Healthcare professionals are one of the groups at highest risk of transmission, as they are in close  COVID-19,

contact with COVID-19 patients. Naturally, people who see themselves at risk for COVID-19 may be worried. This  Healthcare providers,

study aims to determine perceptions, knowledge levels, measures, and resources of healthcare professionals and — Knowledge,

make additional suggestions. 11: r ellzention and control,
is

Material and Method: This cross-sectional study was conducted from the 10th to 17th of March, 2020. Participants
were assessed using an online questionnaire containing risk perceptions, knowledge, preventive behaviors, and sources
of information about COVID-19. The questionnaire was created from 4 chapters and 61 questions. The data obtained
were analyzed with IBM SPSS 21.

Results: A total of 305 healthcare professionals completed the questionnaire. The median age of participants was 26
vears (IOR: 23-30). The highest Perceived vulnerability risk score belongs to cold. (mean: 3.8; SD: 0.9) However, the
highest Perceived severity score belongs to COVID-19 (mean: 6.5; SD: 2.6). A mean knowledge score of 3.3 (standard
deviation [SD] = 0.6) was observed; 87.5% of the respondents answered three or more knowledge questions correctly. It
has been determined that the most preferred method of protection is to washing hands more frequently (82.6%).
Conclusion: The results indicate that the healthcare professionals were well aware of the COVID-19 outbreak, knew
what COVID-19 was, about their risk, and obtained their information primarily from the internet and doctors, which
were also rated as trustworthy sources of information.

OZET

Amag: Saglik uzmanlar, COVID-19 hastalariyla yakin temas halinde olduklar: icin bulasma riski en viiksek gruplardan ~ Anahtar Kelimeler:

biridir. Dogal olarak, kendilerini COVID-19 i¢in risk altinda goren insanlar endiseli olabilir. Bu ¢alismanin amact, CQVID_I?’
. .. o e . . Saghk saglayicilari,
saglk meslegi mensuplarimin algilarini, bilgi diizeylerini, 6lgiitlerini ve kaynaklarini belirlemek ve ek onerilerde Bilgi

bulunmaktir. Korunma ve kontrol,
Gereg ve Yontem: Bu kesitsel ¢calisma 10 - 17 Mart 2020 tarihleri arasinda gergeklestirildi. Katilimcilar, COVID-19 ile Risk
ilgili risk algilar, bilgiler, onleyici davramislar ve bilgi kaynaklarint iceren ¢evrimic¢i bir anket kullanilarak
degerlendirildi. Anket 4 boliim ve 61 sorudan olusturuldu. Elde edilen veriler IBM SPSS 21 ile analiz edildi.

Bulgular: Toplam 305 saghk ¢alisant anketi tamamladi. Katilimcilarin medyan yasi 26 idi (IQR: 23-30). Algilanan en

viiksek giivenlik agig riski puani soguga aittir (ortalama: 3,8; SS: 0,9). Bununla birlikte, Algilanan en yiiksek siddet

puam COVID-19'a aittir (ortalama: 6.5; SS: 2.6). 3.3'lik bir ortalama bilgi puam (standart sapma [SS] = 0.6)
gozlemlendi; Katilimcilarin %87,5'i ii¢ veya daha fazla bilgi sorusunu dogru cevapladi. En ¢ok tercih edilen korunma
yonteminin elleri daha sik ytkamak (%82,6) oldugu belirlenmistir.

Sonug¢: Saghk ¢alisanlarmin COVID-19 salgini konusunda yeterli bilgi sahibi olduklari, COVID-19'un ne oldugunu,

riskleri hakkinda bilgi sahibi olduklarini ve bilgilerini éncelikle internetten ve aynmi zamanda giivenilir bilgi kaynaklart

olarak degerlendirilen doktorlardan elde ettiklerini gostermektedir.

INTRODUCTION

The novel coronavirus (SARS-CoV-2) is first identified in
Wuhan, China in December 2019. SARS-CoV-2 is from
the coronavirus family, and scientists said that a mutation
within the virus that enables human-to-human transmission
occurred, and such a pandemic could result in millions of
deaths worldwide. Over 18 million people have been
infected so far, and more than 600 thousand people have
died from Coronavirus Disease 2019 (COVID-19) (1). So
there was a panic situation all over the world and the World

Health Organization (WHO) raised the global risk of
COVID-19 to the highest level on February 28 (2).
In Protection Motivation Theory, the public's tendency to
take protective measures is affected by the perceived
high-risk levels. Protection Motivation Theory suggests
that the public's perception of the severity and vulnerability
of a health threat determines the risk perception of a
disease (3). Also, people who see themselves at risk for
COVID-19 may be anxious, but may also stigmatize those
who are perceived as possible sources of infection (4).
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To promote realistic risk perceptions and effective precau-
tions, communication through various information sources
is essential (5). Aware of this fact, organizations like WHO
have influenced people's risk perceptions and protection
behaviors by providing various information and sugges-
tions. For example; the WHO stated that COVID-19 is a
new disease, but it should be recognized that outbreaks can
be managed with the right answer, and the vast majority of
infected people will recover. Also, although they often
recommend handwashing, people were asked to constantly
update their knowledge about COVID-19 and its signs and
symptoms (i.e. fever and dry cough). Finally, the WHO
suggested that people change their lifestyles, adopt stricter
'social distance' practices and help older people with a
higher risk group (1).

Since healthcare professionals are in close contact with the
affected people, they are always at risk of infectious
disease. In a study, the rate of transmission to healthcare
professionals was 29%. As with all people, the behavior of
healthcare professionals has been affected by this outbreak.
Also, incomplete information of this population can affect
the appropriateness of medical decisions by increasing the
perception of risk, increasing stress and anxiety levels (6).

This study aims to determine the perception of healthcare
professionals, their level of knowledge, precautions, and
sources of information, and to provide additional sugges-
tions.

MATERIAL AND METHOD

The Study design: To investigate the use of risk
perceptions, information, actions, and information
sources  about COVID-19  between  healthcare
professionals, permission was obtained from the Sakarya
University School of Medi-cine ethics committee before
starting the study (Decision no: 04/04/2020-E.3948).
The questionnaire: This cross-sectional study was
carried out electronically with the participation of 305
healthcare professionals between 10-17 March 2020. The
data were collected with the COVID-19 questionnaire
prepared based on the questionnaire used in a study on
severe acute respiratory syndrome (SARS) (7).

The questionnaire was created from 4 chapters and 61
issues. The questionnaire contained questions about infor-
mation sources and health and efficacy beliefs regarding
COVID-19; it causes serious illness and spreads easily in
the population. Questions covered the following aspects:
sociodemographic background; the amount of information
about emerging infectious diseases the respondent got in
the past year from a range of different sources of informa-
tion (“How much information about emerging diseases did
you get from the following sources in the past year: none,
little, some, much, very much”); the confidence he/she had
in this information (“How much confidence did you have
in information about emerging diseases you got from these
sources in the past year: none, little, some, much, very
much”); COVID-19 knowledge (“Can you select the most
important symptom of COVID-19”; “COVID-19 is a

communicable disease, COVID-19 can be infected
without symptoms, COVID-19 agent is a zoonotic: true,
false, don’t know”); Each question in the knowledge level
section was accepted as 1 point and evaluated over 0-4
points. Perceived severity (“On a scale from 1 to 10, how
serious would it be for you to get the following diseases in
the next year”); perceived vulnerability (“How likely do
you think it is for you to get the following diseases in the
next year: very unlikely, unlikely, not unlikely/not likely,
likely, very likely”); response efficacy (“In general, do
you think that people in Turkey can take actions to
prevent getting the following diseases: not at all, a little
bit, quite a bit, definitely”); and self-efficacy (“How
confident are you that you can prevent getting the
following diseases: not confident, somewhat confident,
quite confident, very confident”) (7). The internal
consistency coefficients were 0.86 (Cronbach’s a) for the
perceived  vulnerability —and perceived  severity.
Statistical Analysis: Data from respondents were
compared using Student’s t-test or the Mann-Whitney test
was used for comparison of continuous endpoints, and the
x> or Fisher’s exact test was used for comparison of
endpoints expressed as percentages. All tests were done
with a two-sided significance of 5%. For each endpoint,
the absolute and relative effects and their corresponding
95% Cls were calculated as recommended by Altman and
colleagues. Because of indicated we use for Spearman’s
rho correlations. All analyzes were performed in SPSS 21.

Table 1: Demographic data about the volunteers

Median (IQR)
Age (Years) 26 (23-30)
Household
Members
3(2-4)
(Number;
Median)
n (%)
Male 122 (40)
Gender
Female 183 (60)
City 258 (84.6)
Pl f
aceo Town 34 (11.1)
Residence
Village/countryside 13 (4.3)
High school 110 (36.1)
Highest . -
. University 120 (39.3)
Education
Postgraduate 75 (24.6)
Medical Doctor 124 (40.7)
Job Nurse 74 (24.2)
Medical Student 107 (35.1)
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RESULTS

305 volunteers randomly selected were included in the
study. Demographic data about the volunteers are shown in
table 1.

To compare the COVID-19 related risk perceptions to
other potential threats, respondents were asked to indicate
how likely they thought it was for them to get other diseas-
es or have accidents. A high percentage of respondents
think they will more likely get colds (93.1%), flu from a
new flu virus (83.3%), and COVID-19 (68%) diseases in
the next year (Table 2). The disease that the participants
were worried about the most was determined as COVID-19
disease according to the perceived severity scale (mean:
6.5; SD: 2.6).

Knowledge of COVID-19 was very high among healthcare
professionals in Turkey. Everyone involved in the survey
knew that the disease was contagious (100%). Also, the
vast majority knew that the disease was infectious at the
time when the disease was asymptomatic (92%). The
number of people who knew that the most common symp-
tom of the disease was fever (65%) and that the factor was
zoonotic (71%) was relatively few. A mean knowledge
score of 3.3 (standard deviation [SD] = 0.6) was observed;
87.5% of the respondents answered three or more
knowledge questions correctly.

Response efficacy, i.e., the extent to which respondents
think that people generally can take effective actions to
prevent disease, COVID-19 was found to have the highest

response efficacy score. Also Self-efficacy, i.e. the extent
to which respondents think they can prevent disease, The
self-efficacy score was detected in the highest cold (Table
3).

Respondents were asked how much information about
emerging diseases they got in the past year from a list of
sources of information. While it was seen that the informa-
tion was obtained mostly from the internet, it was deter-
mined that the most trusted information was the informa-
tion received from the doctor (Table 4).
When the participants were asked about their preferred
three methods to prevent infection, it was found that the
most preferred method was to increase the frequency of
handwashing (82.6%). While avoiding public transporta-
tion is in the second place (59%), avoiding going to the
doctor was in the third-place unless there are findings of flu
(41%) (Table 5).

Spearman’s rho correlations indicated that perceived
vulnerability score was positively associated with
perceived severity score risk and age, while negative
associations were found with self-efficacy score.
Perceived severity score was further associated with age
and negative associated with response efficacy score. On
the other hand response, efficacy score was associated
negatively with age. Finally, the self-efficacy score was
positively associated with the number of people living

while a negative association was found with age (Table 6).

Table 2: The perceived vulnerability risk score of being affected by COVID-19 and other diseases or accident and

perceived severity score

Perceived . Perceived
. % likely or .
vulnerability risk ) severity score
R very likely

score mean (SD) mean (SD)
COVID-19 3.8 (0.9) 68% 6.5 (2.6)
Diabetes mellitus 2.2(1.2) 18.4 3.2 (2.6)
Cold 4.4 (0.6) 93.1 4.9 (3.2)
HIV/AIDS 1.9 (1.0) 11.2 3.73.3)
Hypertension 2.3 (1.1) 20.3 3.4 (3.0)
Other diseases or | Tuberculosis 2.5 (1.1 22.6 4.1 (2.9)
accident Food poisoning 3.5(0.8) 63.6 4.1(2.4)
Flu from a new flu virus 3.9 (0.8) 83.3 4.9 (2.8)
Accident at home 3.6 (0.9) 66.5 4.5(2.6)
Traffic accident 3.5(0.8) 63.3 5.4 (2.7)
Heart attack 2.7 (1.0) 28.5 4.4 (3.1)

*1 = very unlikely and 5 = very likely for perceived vulnerability
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Table 3: Mean scores (SD) of response and self-efficacy (both scale 1-4) regarding COVID-19, Cold, and flu from

a new flu viris

Guner et al.

Mean (SD)
COVID-19 2.7 (0.7)
Response efficacy Flu from a new flu viriis 1.9 (0.6)
Cold 1.8 (0.7)
COVID-19 1.9 (0.7)
Self-efficacy Flu from a new flu viriis 1.9 (0.7)
Cold 2.0 (0.7)

Table 4: Mean scores” of the amount of information regarding emerging infectious diseases received from different

information sources and confidence in the information among healthcare professionals

Amount of information, mean

Confidence in the information means

(%95 CI) (%95 CI)
Newspaper 1.8 (1.7-1.9) 1.8 (1.7-1.9)
Television 3.0(2.9-3.1) 2.4(2.3-2.5)
Radio 1.6 (1.5-1.7) 1.7 (1.6-1.8)
Internet 4.4 (4.3-4.5) 3.1(3.0-3.2)
Doctor 3.6 (3.4-3.7) 4.0 (3.9-4.1)
Government agencies 3.0 (2.9-3.1) 3.2 (3.0-3.3)
Associations 1.9 (1.7-2.0) 1.9 (1.7-2.0)
Family or friends 3.0 (2.9-3.1) 3.0(2.9-3.1)

"Scale ranged from 1 = very little to 5 = very much. CI, confidence interval.

Table 5: The proportion of respondents who reported specific actions to prevent COVID-19

Precautionary action Percentage
Avoid public transport 59.0%
Avoid going out for entertainment, such as bars, restaurants, theatres, cinema 39.3%
Limit shopping to the Essentials 11.1%
Take absence from work 7.9%
Keep the children out of school (even if the school is still open) 10.5%
Limit physical contact with friends and family 17.0%
Avoid seeing doctors, even when you’re sick from something unrelated to the flu 41.0%
Stay indoors at all times 14.1%
Wore a mask 16.4%
Washed hands more often 82.6%
Exercised regularly 1.6%
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Table 6: Spearman’s rho correlations between COVID-19 related risk perceptions, knowledge, efficacy scores,

and sociodemographic

1 2 3 4 5 6
1. COVID-19 Vulnerability Risk Score
2. COVID-19 Perceived Severity Score | 0.44*
3. Knowledge Score 0.06 0.01
4. Response Efficacy Score -0.01 | -0.16" | -0.10
5. Self Efficacy Score -0.21* | -0.10 | -0.06 | 0.14¢
6. Age 0.17° | 0.12° | 0.04 | -0.19" | -0.25?
7. Number Of People Living At Home | -0.05 | -0.05 | -0.04 | 0.01 | 0.19"> | -0.78

ap<0.001 °p<0.01 ©p<0.05

DISCUSSION

COVID-19 disease can affect all age groups. However, it is
said that the most affected group is middle-aged and older
adults and the clinic is more severe in older adults. (8) On
the other hand, the fact that this study was made for an
audience consisting of young people rather than the old
population adds a different feature to the study. The
average age of the participants in this study is 26. The
second feature of this study is that since there is not enough
literature about the COVID-19 outbreak, some parameters
of this study are compared with previous studies on SARS
and Middle East Respiratory Syndrome (MERS).
COVID-19 is a disease of zoonotic origin that can be trans-
mitted from person to person, manifesting itself with the
most common complaints such as fever and cough (9). It is
extremely important to recognize the disease in the early
period. In our study, the average score obtained from the
correct answers given by the participants to the questions
asked to evaluate the level of knowledge was 82%. When
we look at the literature on this subject, we see that there
are similar results. Indeed, in a similar study by Taghrir et

al., the average of correct answers was found to be 87%.

(10). In previous studies about MERS, the level of
knowledge was found to be lower (6,11). These results
show that people know what is important about COVID-19.
Although the participants in our study thought they would
be affected by the most common cold next year,
COVID-19 ranked first as the most worrying disease.
Indeed, when studies on this subject are examined, it is
seen that there is a similar picture and people think that
they will affect the most common colds. In a study
on SARS, Voeten, et al. found that participants'
perceptions of the risk of SARS are lower than other
factors, and the probabil-ity of getting flu from a new flu
virus creates a higher risk perception. However, when
their perceptions about the severity of the disease were

examined, it was revealed that they thought that SARS
would have more severe (7). Zwart et al. the results of
another study conducted by supports these results. In this
context, our study results are compatible with the
literature (12).

Self-efficacy and response efficacy beliefs are a condition
affected by the pandemics, cultural structures, and precau-
tions (13). Also, according to the self-efficacy theory,
the factors affecting the behavior are based on the belief
that the person can perform this behavior (14). The
volunteers who participated in our study think that self-
efficacy is less than response efficacy to be protected
from COVID-19. Similar results were found in a study by
Voerten et al. (7). When the literature is examined, it
is seen that television is among the most preferred sources
to learn the diseases that emerged among the participants
last year. Contrary to these results, the most
preferred resource in our study is the internet. We
think that this difference arises from the fact that
the studies were carried out in different periods and the
internet is not used as widely as today. In the evaluation
of news sources in terms of trust, Brug et al., Voeten
et al., and our study results are similar (7,15). In all
three studies, it was revealed that the most reliable
source of information is doctors. The most reliable
source after doctors were state institutions in our study.
There can be many methods to prevent the disease. Howev-
er, what is important here is which one is more preferred.
The most preferred methods in our study are hand washing,
avoiding public transportation, and not going to entertain-
ment venues, respectively. When the studies on this subject
are analyzed, hand washing was reported as the most
preferred method in the study conducted by Rubin et al. In
contrast, Taghrir et al. .n a study carried out by, avoiding
crowded environments was found to be the most preferred
method (10,16). Brug et al. studied the same subject at
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SARS and found not to travel to infected areas as the most
preferred method of protection (15). These different results
are probably because the studies were carried out at differ-
ent places and times.

In our study, we found a positive correlation between the
COVID-19 vulnerability risk score and the perceived
severity score. Brug et al. conducted a similar study on
SARS and found a similar correlation (15). This means
that as the wvulnerability risk score for COVID-19
increases, there is an increase in the perception that the
disease will be more severe. On the other hand, in our
study, a negative correlation was found between the self-
efficacy score and the COVID-19 vulnerability risk score.
It is an expected result that people think they are less
likely to get COVID-19 when they find the measures
sufficient. A similar result was found in Taghrir et al.'s
study on COVID-19. A negative correlation was also
reported in this study. However, Rubin et al. found a
different result in their study on swine flu. This finding is
in contrast to the results of the study conducted by Rubin
et al. in which the two variables were concordant. The
study of Taghrir et al. and our study were done among
healthcare professionals, and the participants dominated
the results of personal infectious preventive behavior.
However, in a study by Rubin et al. participants were

sampled from the general population and higher risk
perception was associated with higher levels of
preventive behavior. Therefore, different results can be
reasonable (10,16). Also, a positive correlation was found
between the COVID-19 vulnerability score and age in our
study. And, as age increased, self-efficacy and response
efficacy scores decreased. This means that with advanced
age, people see the possibility of getting the disease more
likely. However, as age increases, it is understood that they
find their precautions and community measures insuffi-
cient to prevent disease. Indeed, The WHO report also
states that the disease may have more serious consequences
for the elderly (1).

In conclusion, the results indicate that the healthcare
professionals were well aware of the COVID-19 outbreak,
knew what COVID-19 was, about their risk, and obtained
their information primarily from the internet and doctors,
which were also rated as trustworthy sources of informa-
tion. However, this study because it is the first study
published related to COVID-19 from Turkey, which
reported on the public perception must be supported by
additional studies.

Limitations: We believe that this study is limited since
there is no standardized scale for COVID-19 risk
perception, knowledge level, and behavioral evaluation.
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Kahta Devlet Hastanesi'ne Bagvurmus Adli Olgularin Degerlendirilmesi
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ABSTRACT Keywords:

Objective: Generally, only one specialist physician works in each specialty branch in district state hospitals.  Forensic psychiatry,
The most difficult cases encountered in psychiatry outpatient clinics of these hospitals are forensic cases. In  Forensic case,

this study, we aimed to examine forensic psychiatry cases in Kahta, which is a relatively large district. Guardianship,
Material and Method: In this retrospective study, sociodemographic data, clinical information, Global — Mental retardation,
Assessment Scale (GAS), and Brief Psychiatric Rating Scale (BPRS) findings were used. Turkish Penal Code

Results: There were 57 cases in total (10 females, 47 males). Age (p=0.117), GAS (p=0.418) and BPRS
(p=0.307) scores were similar between genders. Health insurance of forty-two people was a green card, the
diagnosis was mental retardation in 13 patients, schizophrenia in 13 patients, and general psychiatric
examination in 24 patients, forensic status in 17 patients was related to guardianship, social healing in 8
patients, realizing and distinguishing in 14 patients, and criminal liability in 10 patients; the sending
institution was the district governor's office in 42 patients, and the attorney general's office in 9 patients;
twenty-two patients had a history of antipsychotic (AP), 10 patients had a history of depot-long acting AP;
thirteen patients had a history of the suicide attempt. There was no difference between the genders in terms of
health insurance (p=0.055), diagnosis (p=0.096), sending institution (p=0.205), history of self-destruction
(p=0.108), additional physical illness (p=0.525), additional medical medication (p=0.951), psychotropic use
history (p>0.05), and suicide attempt (p=0.816). There was a difference between the genders in terms of
forensic status (p=0.039) and psychiatric comorbidity (p=0.040). The rate of social healing and guardianship
was higher for males. While the diagnosis with the lowest GAS score was mental retardation, the diagnosis
with the highest GAS score was the general psychiatric examination. The forensic situation with the lowest
GAS score was guardianship.

Conclusion: When the forensic cases in our hospital are examined, it is seen that male gender, mental
retardation, and schizophrenia diagnoses, guardianship, and related clinical features come to the fore. The
most common reason for forensic admission in elderly patients is guardianship.

OZET ' Anahtar Kelimeler:
Amag: llce devlet hastanelerinde genellikle her uzmanlik dalinda tek uzman hekim gérev yapmaktadir. Bu Adli psikiyatri,
hastanelerin psikiyatri polikliniklerinde karsilasilan en zor olgular adli olgulardir. Biz bu ¢aligmada, nispeten Adli olgu,

biiyiik bir ilce olan Kahta daki adli psikiyatri olgularint incelemeyi amacladik. Vesayet,
Gereg ve Yontem: Bu geriye doniik calismada sosyodemografik veriler, klinik bilgiler, Global Degerlendirme  Zekd geriligi,
Olgegi (GAS) ve Kisa Psikiyatrik Degerlendirme Olgegi (KPDO) bulgulart kullanild. Tiirk Ceza Kanunu

Bulgular: Toplamda 57 olgu vardi (10 kadin, 47 erkek). Yas (p=0.117), GAS (p=0.418) ve KPDO (p=0.307)
skorlari, cinsiyetler arasinda benzerdi. Kirk iki kisinin saghk giivencesi yesil kartti; 13 hastada tan zeka
geriligi, 13 hastada sizofreni, 24 hastada genel psikiyatrik muayeneydi; 17 hastada adli durumu vesayet, 8
hastada sosyal sifa, 14 hastada farik ve miimeyyizlik, 10 hastada ceza sorumluluguyla ilgiliydi; 42 hastada
gonderen kurum kaymakambik, 9 hastada bagsavcilikti; 22 hastada antipsikotik (AP) oykiisii vardi, 10 hastada
depot-uzun etkili AP Oykiisti vardi; 13 hastada intihar givisimi oykiisii vardi. Cinsiyetler arasinda, saglik
giivencesi (p=0.055), tam (zeka geriligi, major depresif bozukluk, sizofreni, bipolar bozukluk, Alzheimer
hastaligi, genel psikiyatrik muayene) (p=0.096), gonderen kurum (p=0.205), kendine zarar verme Gykiisii
(p=0.108), ek fiziksel hastalik (p=0.525), ek tbbi ilag (p=0.951), psikotropik kullamim oykiisii (p>0.05),
intihar girisimi oykiisii (p=0.816) a¢isindan farklilik saptanmadi. Cinsiyetler arasinda, adli durum (vesayet,
ceza sorumlulugu [TCK 32, TCK 57, CMK 74], sosyal sifa kontrolleri, kati rapor, farik ve miimeyyizlik)
(p=0.039), psikiyatrik eg tani (p=0.040) agisindan farklilik saptandi. Sosyal sifa ve vesayet orani erkeklerde
fazlaydi. GAS skoru en diisiik olan tani zeka geriligiyken, en yiiksek olan tani genel psikiyatrik muayeneydi.
GAS skoru en diisiik adli durum vesayetti.

Sonug¢: Hastanemizdeki adli olgular incelendiginde; erkek cinsiyetin, zeka geriligi ve sizofreni tanilarmnin,
vesayet ve bununla iliskili klinik ozelliklerin one ¢iktig1 goriilmektedir. Yash hastalardaki en sik adli basvuru
nedeni vesayettir.
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Toplumsal hayati diizenleyen yasalara aykir1 davraniglar
su¢ olarak kabul edilmekte ve sorumlulara bir ceza
ongoriilmektedir. Ancak bir sahsa herhangi bir sugla iliskili
olarak ceza verilebilmesi i¢in tam bir akil ve ruh saglig
icinde olmasi gerekir. Hukuki yaklagimin temelinde bireylerin
davranislarini denetleyemedigi durumlarda eylemlerinden
sorumlu tutulamayacag diisiincesi yer almaktadir (1). Adli
psikiyatri ise ‘gercegi degerlendirme yetisi’ni etkileyen
durumlart degerlendiren disiplinler arasi bir alandir (2).
Cinsel suglar, bireysel haklarin ihlali ve aile i¢i anlasmazlik
gibi travmatik 6zellikleri olan konularda, adli psikiyatrik
degerlendirme, muayenenin ¢ok Onemli bir pargasini
olusturur (3). Adli olgularda sistematik muayene, ruhsal ve
zihinsel belirtiler ele alinmadan yapilamaz. Ister bir psikiyatri
uzmani tarafindan, isterse de birinci basamak ya da
acil servis gibi alanlarda gerceklestirilsin adli olgular
degerlendirilirken genel psikiyatrik muayene isleyigine
uyulmalidir (4). Adli olgular bazen kurumlar tarafindan
dogrudan, bazen de psikiyatri dis1 dallar tarafindan psikiyatri
uzmanlarina yonlendirilebilir. Psikiyatri polikliniklerine
basvuran bu adli olgularin genel karakteristikleri de farkli
degiskenlerden etkilenir. Klinigin bulundugu yer
(il merkezi, ilge merkezi, vs.), bulundugu cografi bolge,
niifusun demografik, sosyal ve kiiltiirel yapisi, en yakin {ist
merkeze uzakligi adli psikiyatri verilerini etkileyen 6nemli
ozelliklerdir (5-7).

Adli psikiyatri verilerini geriye doniik olarak inceleyen
caligmalara literatiir vasitasiyla ulasilmaktadir. Bu
calismalarda, olgularin yas, egitim gibi sosyodemografik
ozellikleri, adli basgvuru nedenleri, psikiyatrik muayene
sonrasinda aldiklar1 tani, madde kullanim G&zellikleri
incelenmistir (5-8). Ancak, literatiir taramamiz bu ¢aligmalarmn
tamaminin il merkezlerindeki askeri hastane (5), egitim ve
arastirma hastanesi (6) ve liniversite hastanelerinde (7,8)
gerceklestigini  gostermistir. Ilce merkezlerindeki adli
psikiyatri verileriyle ilgili bilgiler olduk¢a kisithidur.
Bununla birlikte, tipta uzmanlik egitimini tamamlayan
psikiyatristlerin genelde tek basina calistiklar1 ilce
hastanelerinde en c¢ok zorlandigi olgularin basinda adli
olgular gelmektedir. ilce hastanelerindeki adli olgularla
ilgili verilerin uzmanlik yasamina yeni baslayan ve ilge
devlet hastanelerinde gorev yapan psikiyatri ve ¢ocuk ve
ergen psikiyatrisi uzmanlarina yol gosterecegi diigiiniilmiistiir.
Buradan hareketle biz bu caligmada, nispeten biiyiik bir
ilce olan Kahta’daki adli psikiyatri olgularini incelemeyi
amagladik.

GEREC VE YONTEM

Calisma Dizayni

Bu galigma, niifusu, 2019 yili verilerine gore 123 bin 861
kisi (9) olan Adiyaman’in Kahta ilgesinin tek ilgce devlet
hastanesi olan Kahta Devlet Hastanesi psikiyatri
polikliniginde gerceklestirildi. Haziran 2019-Haziran 2020
tarihleri arasindaki 12 aylik bir déonemde adli rapor
diizenlenmesi amaci ile gonderilen 57 ergen ve eriskinin
dosya verileri geriye doniik olarak incelendi. Olgulara ait

demografik, sosyal ve klinik o6zellikler, adli bagvuru
nedenleri, tani, gonderen kurum, intihar girisimi oykiisii,
kesi-siitiir Oykiisti, ek psikiyatrik bozukluk, ek tibbi
hastalik ve noroleptik kullanma oykiisii gibi veriler
incelendi. Psikiyatrik bozukluk tanilari Ruhsal Bozukluklarin
Tanisal ve Saymmsal Elkitabi’nin besinci versiyonuna
(DSM-5) (10) gore konuldu.

Hastanemizde yukarida belirtilen tarihler arasinda tek bir
psikiyatri uzmani gérev yapmistir. Yani olgu sayisi aynt
zamanda Kahta ilgesinin bir yillik siiredeki toplam adli
psikiyatri olgu sayisin1 gostermektedir. Tiim olgularin
Global Degerlendirme Olgegi (GAS) ve Kisa Psikiyatrik
Degerlendirme  Olgegi  (KPDO) skorlarna  kayitlar
vasitastyla ulasilmistir. Bir yillik siire igerisinde kaydi
bulunan olgulardan higbiri herhangi bir sebeple ¢caligmadan
dislanmamustir. Bu calismaya, Adryaman Universitesi
Girisimsel Olmayan Klinik Arastirmalar Etik Kurulu
tarafindan 2020/9-31 karar sayisi ile etik kurul onay1
verilmistir.

Psikometrik Olgekler

GAS, kisa stirede uygulanan ve psikopatolojideki
degisikliklerin tiim yonlerini (psikolojik, sosyal ve mesleki
islevsellik) kapsayan bir derecelendirme 6lgegidir.
Endicott (11) tarafindan 1976'da gelistirilmistir ve 0-100
arasinda puanlanir.

KPDO, 18 maddeden olusan, 0-6 arasinda puanlanabilen,
sizofreni ve diger psikiyatrik bozukluklarda psikopatolojinin
siddetinin saptanmasinda kullanilan bir 6lgektir. Hasta ile
gorlisme sirasinda goriismeyi yapan kisi tarafindan doldurulur.
Son bir haftalik donem degerlendirilir (12).

Istatistiksel Analiz

Istatistiksel analizlerde SPSS 22.0 programi (IBM Corp.
Released 2013. IBM SPSS Statistics for Windows, Version
22.0. Armonk, NY: IBM Corp) kullanildi. Tanimlayici
istatistikler ve siirekli degiskenler ortalama+standart
sapma, kategorik degigkenler ise frekans ve yiizde olarak
verildi. Kategorik verilerin karsilastiriimasinda Ki-Kare
testi kullamldi. Ikili saysal verilerin karsilastirmasinda
Mann—Whitney U testi kullanildi. Degiskenler arasindaki
iliski Spearman korelasyon analizi ile hesaplandi. Istatis-
tiksel anlamlilik diizeyi tiim degerler ig¢in p<0.05 olarak
kabul edildi.

BULGULAR

Toplamda 57 olguya ait kayda ulasildi. Olgularm 10 tanesi
kadin (%17,54), 47 tanesi erkek (%82.46)’ti. Tiim hastalar-
da ortalama yas 35.52420.76 yil, ortanca yas 33 yil,
minimum yas 12 yil, maksimum yas 88 yildi. Ortalama yas
acisindan kadin ve erkekler arasinda anlamli farklilik
saptanmadi  (p=0.117). GAS (p=0.418) ve KPDO
(p=0.307) skorlari, cinsiyetler arasinda benzerdi. GAS igin
ortanca yas 55 yil, minimum skor 15, maksimum skor
88’di. KPDO igin ortanca yas 45 yil, minimum skor 10,
maksimum skor 90’d1 (Tablo 1).

Kirk iki kisinin saglik giivencesi yesil kartti; 13 hastada
tan1 zeka geriligi, 13 hastada gizofreni, 24 hastada genel
psikiyatrik muayeneydi; 17 hastada adli durumu vesayet,
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8 hastada sosyal sifa, 14 hastada farik ve miimeyyizlik, 10
hastada ceza sorumluluguyla ilgiliydi; 42 hastada génderen
kurum kaymakamlik, 9 hastada bassavcilikt; 22 hastada
antipsikotik (AP) Oykiisii vardi, 10 hastada depot-uzun
etkili AP oykiisii vardi; 13 hastada intihar girisimi oykdisii
vardi. Cinsiyetler arasinda, saglik giivencesi (p=0.055),
tan1 (p=0.096), gonderen kurum (p=0.205), kendine zarar
verme Oykiisii (p=0.108), ek fiziksel hastalik (p=0.525), ek

tibbi ilag (p=0.951), psikotropik kullanim 6ykiisii (p>0.05),
intihar girisimi  oykiisit (p=0.816) acisindan farklilik
saptanmadi. Cinsiyetler arasinda, adli durum (p=0.039),
psikiyatrik es tan1 (p=0.040) agisindan farklilik saptandi
(Tablo 1 ve Tablo 2).

Yasin etkisi sabit tutuldugunda GAS ve KPDO arasinda
anlamli negatif korelasyon saptandi (r=-0.993; p<0.001).

Tablo 1: Adli Olgularin Sosyodemografik ve Klinik Ozellikleri

Degiskenler Kadin (n=10) Erkek (n=47) p degeri
Ortalama+SD Ortalama+SD
Yas (y1l) 44.904+24.45 33.53+19.61 0.117
GAS 46.60+28.06 52.954+21.06 0.418
KPDO 54.70+£29.15 46.53+21.24 0.307
Degiskenler Kadin Erkek p degeri
n (%) n (%)
Saghik Giivencesi Yesil Kart 8 (9%19.0) 34 (%81.0) 0.055
SGK 1 (%7.1) 13 (9%92.9)
Bag-Kur 1 (%100.0) 0 (%0.0)
Ek Psikiyatrik | Evet 4 (%40.0) 6 (%60.0) 0.040*
Bozukluk Hayir 6 (%12.8) 41 (%87.2)
Ek Tibbi Hastalik | Evet 6 (%20.7) 23 (%79.3) 0.525
Hayir 4 (%14.3) 24 (%85.7)
Antipsikotik Evet 3 (%13.6) 19 (9%86.4) 0.539
Kullamim Oykiisii | Hayir 7 (%20.0) 28 (%380.0)
Depot Evet 0 (%0.0) 10 (%100.0) 0.108
Antipsikotik Hayir 10 (%21.3) 37 (%78.7)
Kullamim OyKiisii
Kesi-Siitiir Evet 0 (%0.0) 10 (%100.0) 0.108
Oykiisii Hayr 10 (%21.3) 37 (%78.7)
Antidepresan Evet 3 (%21.4) 11 (%78.6) 0.660
Kullamm Oykiisii | Hayir 7 (%16.3) 36 (%83.7)
Duygudurum Evet 1 (%14.3) 6 (%85.7) 0.809
Diizenleyici Hayir 9 (%18.0) 41 (%82.0)
Kullanim OyKiisii
Anksiyolitik Evet 3 (%20.0) 12 (%80.0) 0.771
Kullanim OyKiisii Hayir 7 (%16.7) 35 (%83.3)
Biperiden Evet 0 (%0.0) 14 (%100.0) 0.047*
Kullamim Oykiisii | Hayir 10 (%23.3) 33 (%76.7)
Ek Tibbi 1lac | Evet 5(%17.9) 23 (%82.1) 0.951
Kullanim Hayir 5(%17.2) 24 (%82.8)
intihar  Girisimi | Evet 2 (%15.4) 11 (%84.6) 0.816
Oykiisii Hayir 8 (%18.2) 36 (%81.8)

*p<0.05; Mann—Whitney U testi ve KiKare testi istatistiksel analizde kullanildi. GAS: Global Degerlendirme
Olgegi; KPDO: Kisa Psikiyatrik Degerlendirme Olgegi; SGK: Sosyal Giivenlik Kurumu; SD: Standart Sapma
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Tablo 2: Olgularin Adli Ozellikleri

Degiskenler Kadin Erkek p degeri
n (%) n (%)
Adli Durum Vesayet 1 (%5.88) 16 (%94.12) 0.039*
Sosyal Sifa 0 (%0.0) 8 (%100.0)
Farik ve | 0(%0.0) 14 (%100.0)
Miimeyyizlik
Ceza Sorumlulugu | 4 (%40.0) 6 (%60.0)
(TCK 32)
Kati Rapor 1 (%25.0) 3 (%75.0)
Tam Zeka Geriligi 4 (%30.8) 9 (%69.2) 0.096
MDB 1 (%50.0) 1 (%50.0)
Sizofreni 0 (%0.0) 13 (%100.0)
Genel Psikiyatrik | 3 (%12.5) 21 (%87.5)
Muayene
BB 0 (%0.0) 1 (%100.0)
Alzheimer 2 (%50.0) 2 (%50.0)
Hastahg
Gonderen Kurum | Kaymakamhk 7 (%16.7) 35 (%83.3) 0.205
Bassavcilik 1 (%l11.1) 8 (%88.9)
iice Emniyet | 1 (%33.3) 2 (%66.7)
Miidiirligii
Asliye Ceza | 0 (%0.0) 2 (%100.0)
Mahkemesi
Sulh Hukuk | 1(%100.0) 0 (%0.0)
Mahkemesi

*p<0.05; Ki-Kare testi istatistiksel analizde kullanildi. MDB: Major Depresif Bozukluk; BB: Bipolar Bozukluk; TCK: Tiirk Ceza Kanunu

TARTISMA

Bu calismada Kahta Ilge Devlet Hastanesi’ne bir yillik
donem igerisinde bagvurmus olan adli psikiyatri olgulari
incelenmistir. Buna gore hastanemizde kayitlarina ulasilan
adli olgularda erkek cinsiyet ¢ogunluktadir. En fazla
bulunan saglik giivencesi yesil kart; en sik konulan psiki-
yatrik tant genel psikiyatrik muayene; en sik karsilasilan
adli durum vesayet; adli olgular1 en fazla gonderen kurum
kaymakamlik olarak saptanmistir.

Caligmamizda olgularm ortalama yasi1 35.52 yildi. Cinsiyetler
arasinda anlamli farklilik yoktu. Literatlir incelendiginde
yas ortalamalarinin farklilik gosterdigi gortildii. Bolu ve
ark.(5), bes yillik bir stire icerisinde adli gézlem amaciyla
gonderilen olgular1 degerlendirdikleri ¢calismada, olgularin
%99.8’inin erkek oldugunu ve ortalama yasin 26.6 yil
oldugunu bildirmistir. Polat ve Hocaoglu (6), bir egitim ve
arastirma hastanesindeki adli psikiyatri verilerini inceledikleri
calismalarinda, olgularin %81.2’sinin erkek oldugunu ve
grubun yas ortalamasinin 44.52 yil oldugunu bildirmistir.
Yumru ve ark. (7), bir iiniversite hastanesinin psikiyatri
poliklinigine génderilen adli olgulart inceledikleri ¢aligma-
larinda olgularin  %96’sinin  erkek oldugunu ve yas

ortalamasinin 34.33 yil oldugunu bildirmistir. Kalenderoglu
ve ark. (8) bir iiniversite hastanesinin psikiyatri polikliniginde
degerlendirilen adli olgularin %74.2’sinin erkek oldugunu
ve yas ortalamasmin 36.89 yil oldugunu bildirmistir.
Caligmamizin ~ bulgulartyla  literatiirdeki  ¢aligmalar
karsilastirildiginda bulgularin benzer oldugu, adli olgularin
¢ogunlugunu erkek cinsiyetin olusturdugu goriilmektedir.

Bolu ve ark. (5), en sik konulan psikiyatrik taninin antisosyal
kisilik bozuklugu oldugunu, ikinci sirada saglam hastalarin
oldugunu, {¢ilincii sirada da psikotik bozukluk tanisinin
geldigini bildirmistir. Polat ve Hocaoglu (6), ilk sirada
gelen tani olarak duygudurum bozukluklarimi (%34.45),
ikinci sirada gelen tani olarak sizofreni ve sanrili bozukluklar
(%31.09) bildirmigtir. Yumru ve ark. (7), en sik tanmin
madde ile iligkili durumlar oldugunu (%89) saptamuistir.
Bizim ¢alismamizda hastalarin kisilik bozuklugu agisindan
degerlendirmesi  yapilmadi. Kisilik bozuklugu tanist
dislandiginda, bizim ¢aligmamizda da Bolu ve ark. (5)
caligmasindaki gibi ‘saglam’ ya da genel psikiyatrik
muayene tanist en sik konulan taniydi. Yine Bolu ve ark.
(5)’in galismasinda oldugu gibi sizofreni tanisi zeka
geriligi ile birlikte saglikli hastalardan sonra gelen en sik
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ikinci tantydi. Bulgularin klinikler arasinda farkliliklar
gosterdigi gortilmektedir. Madde ile iliskili durumlarla il
merkezlerinde ve iiniversite hastanelerinde daha fazla
karsilasildig1 diistintilmistiir.

Literatiirdeki olgular adli basvuru nedenleri agisindan
degerlendirildi. Bolu ve ark. (5) ¢aligmalarindaki olgularin
%22.3’lnlin Tirk Ceza Kanunu’nun madde 32’si (TCK
32) kapsaminda degerlendirildigini bildirmistir. Polat ve
Hocaoglu (6), en sik adli bagvuru nedeninin TCK 57/1
oldugunu (%32.8), bunu da Tiirk Medeni Kanunu’nun
madde 432 (%20.41)’sinin (TMK 432) takip ettigini
bildirmistir.  Adli  basvuru sebeplerinin  ¢alismanin
gerceklestirildigi poliklinigin cografi konumuyla, sosyal,
kiiltirel ozellikleriyle, ilge veya il merkezi olmasiyla,
ikinci ya da liglincli basamak hastane olup olmamasiyla
ilgili oldugu goriildi.

Sonug olarak bu ¢alisma, bir ilge devlet hastanesinin adli
psikiyatri verilerini literatiire kazandirmasi agisindan

onemlidir. Calismamiz, bir ilge hastanesi olmasi hasebiyle
TCK ve TMK maddeleri gibi daha ¢ok iist merkezler ya da
liclincli basamak hastaneler tarafindan degerlendirilen
olgularin sayisinin azinlikta oldugunu, daha ¢ok vesayet,
farik ve miimeyyizlik gibi olgularin degerlendirildigini
gostermektedir. Hastanemizde belirtilen tarih araliklarinda
bir ¢ocuk ve ergen psikiyatrisi uzmani gorev yapmadigi
icin 18 yas altt hastalar da degerlendirilmistir. Bu ¢aligma
bir bakima bir ilgedeki her yastan adli psikiyatri olgularinin
degerlendirildigi bir calismadir.

Caligmamizin anlamli ve o6nemli bulgularmin yaninda
cesitli kisitliliklart bulunmaktadir. Tleriye déniik caligmalarla
olgulara ait sosyal, demografik, klinik ve adli 6zellikler
ayrintili bir sekilde ele alinabilir. Caliymamizda uygulanan
iki olgek disinda, olgulara uygulanan olast dlgeklere ait
verilerin calismay1 daha iyi yorumlamamizi saglayacagi
disiiniilmektedir.

Ek: Bu calisma 12-15 Kasim 2020 tarihinde ¢evrimigi olarak gergeklestirilen 1. Uluslararasi 17. Ulusal Adli Bilimler

Kongresi’nde s6zel bildiri olarak sunulmustur.

Etik Kurul Onayi: Bu calismaya, Adiyaman Universitesi Girisimsel Olmayan Klinik Arastirmalar Etik Kurulu tarafindan

2020/9-31 karar sayist ile etik kurul onay1 verilmistir.

Cikar Catismasi: Yazar ¢ikar ¢atigmasi olmadigini beyan eder.
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COVID-19 ile iligkili iskemik Inmenin Gériintiileme Bulgular1
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ABSTRACT Keywords:

Objective: We aimed to present the relationship between ischemic stroke and COVID-19, stroke types, and Stroke,

imaging findings in COVID-19 with stroke. COVID-19,

Material and Method: From March to November 2020, COVID-19 diagnosed in patients with stroke (n=10) was ~ Computed tomography,

Magnetic resonance imaging,

included in the study retrospectively. To eliminate intracranial hemorrhage, a non-contrast computed tomography :
Cerebrovascular disease

(CT) was performed for all patients. Then, magnetic resonance imaging (MRI) and Diffusion-Weighted MRI
(DWI) (n=10) were obtained. Magnetic resonance angiography was performed in patients whose CT angiography was
contraindicated. Clinical information, stroke risk factors, and case imaging results were recorded. Stroke
time, size, location (cortical, deep lacunar, and white matter), and vascular territory area were evaluated.
Results: The mean age of the 10 patients included in the study was 62+15.10 years. All patients had an ischemic
stroke. In total, 4 cases (40%) did not have any risk factors for cerebral vascular disease. Based on DWI results,
seven cases were assessed as acute strokes (70%) and three cases as sub-acute strokes (30%). The size of the stroke
was 21.80+15.83mm. In 4 cases, the size was extended cortical areas. 3 cases were cortical, 5 cases had a lacunar
infarction, 2 cases had cortical and lacunar infarctions. 6 cases were in the posterior cerebral artery territory and
4 cases were in the anterior territory.

Conclusion: The presentation of patients with stroke during COVID-19 therapy or after therapy might be considered

the hypothesis that the virus led to a stroke, especially in cases accompanied by risk factors.

OZET

Amag: Inme ile COVID-19 arasindaki iliskiyi, inme tipleri ve goriintiileme bulgulart sunmayr amagladik.
Gere¢ ve Yontem: Mart-Kasim 2020 arasinda, inmesi olan (n = 10) COVID-19 teshisi konulan hastalar
retrospektif olarak ¢alismaya dahil edildi. Intrakraniyal kanamayr ortadan kaldirmak igin tim hastalara
kontrastsiz bilgisayarl tomografi (BT) yapildi. Daha sonra manyetik rezonans goriintiileme ve Difiizyon Agirlikli
MR (DAG) elde edildi. BT anjiyografisi kontrendike olan hastalara manyetik rezonans anjiyografi yapildi. Klinik
bilgiler, inme risk faktorleri ve goriintiileme sonuglart kaydedildi. Inme siiresi, boyutu, konumu (kortikal, derin

Anahtar Kelimeler:

Inme,

COVID-19,

Bilgisayarli tomografi,
Manyetik rezonans goriintiileme,
Serebrovaskiiler hastalik

lakiiner ve beyaz cevher) ve vaskiiler bolge alani degerlendirildi.

Bulgular: Calismaya alinan 10 hastamin ortalama yasi 62+15.10 idi. Tiim hastalarda iskemik inme vard.
Toplamda 4 vakada (%40) serebral vaskiiler hastalik i¢in herhangi bir risk faktorii yoktu. DAG sonuglarina gére
yedi vaka akut inme (%70) ve ii¢ vaka subakut inme (%30) olarak degerlendirildi. Inme boyutu 21.80+15.83 mm
idi. 4 olguda genis kortikal, 3 olgu kortikal, 5 olguda lakiiner, 2 olguda kortikal ve lakiiner enfarktiis vardi. 6 olgu
arka serebral arter bolgesinde ve 4 olgu on serebral bolgede idi.

Sonu¢: COVID-19 tedavisi sirasinda veya tedaviden hemen sonra inmeli hastalarin ortaya ¢ikmasi, ozellikle risk
faktorlerinin eslik ettigi durumlarda viriisiin iskemik inmeye yol a¢tigi hipotezini diisiindiirmektedir.

INTRODUCTION

Coronavirus disease (COVID-19), which began in Wuhan,
China in December 2019 and spread rapidly worldwide, is
an infectious disease that often causes acute respiratory
distress syndrome. However, it has been found to cause
numerous diseases of the system in addition to pulmonary
diseases (1). It increases daily at the same time as
cerebrovascular presentations (2). The relationship
between the renin-angiotensin-aldosterone system and the
pathogenic potency of SARS-CoV-1 and the pathogenic
potency of COVID-19 is very complex. The virus enters

host cells by the receptor of the angiotensin 2 conversion
enzyme (ACE2) expressed in its various organs. It can
cause damage to many organs in COVID-19 with the
imbalance between the regulation of ACE2 and the
renin-angiotensin system in infected cells (3,4). Vasocon-
striction, fluid and salt retention, proinflammatory, pro-co-
agulation effect, and increased blood pressure occur with
enzymatic activation (5). Direct damage to vascular struc-
tures of the brain and heart, the tendency to thrombosis due
to cytokine storm triggered by inflammation, and hyper
viscosity are reported as the main pathogenesis and
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pathogenesis and predisposing factors of stroke in COVID-19
patients (6,7). However, the lack of information on the
genetics behind COVID-19 remains today (8). It has been
reported in the literature that infected COVID-19 patients
who were previously healthy and had no risk factors for a
cerebrovascular disease may be affected for ischemic
strokes after COVID-19 infection or during the treatment.
Endothelial damages and possible hypoxia may have
triggered partial or full vessel embolic events (9). Our
knowledge of cerebral vascular events related to COVID-19
today is based on case reports. There are very limited
studies in the literature, no comprehensive study.

In this article, we aimed to present the relationship between
stroke and COVID-19, stroke types, and imaging findings
in COVID-19 with stroke in our pandemic hospital.

MATERIAL AND METHOD

Study Design: Approval was obtained from the ethics
committee of S.B.U. Haseki Education Research Hospital
(2021/08). Informed consent was obtained from all
patients. Following the declaration of COVID-19 as a
global pandemic, our hospital became a pandemic hospital
in March 2020. From March to November 2020,
COVID-19 diagnosed in patients with stroke (n=10) was
included in  the study retrospectively. COVID-19 has
been diagnosed based on positivity with PCR and clinical-
laboratory-radiological findings. Although the PCR test of
2 patients was negative, the imaging findings of the thorax
and the laboratory tests were accepted as positive
COVID-19 because their results supported COVID-19
infection and the treatment was arranged as of COVID-19
infection. Transient ischemic attacks and patients with
ischemia without imaging findings were excluded from the
study.

Imaging Techniques: First of all, to eliminate intracranial
hemorrhage, a non-contrast brain computed tomography
(CT) scan was performed for all patients (PHILIPS
Ingenuity, Nederland). The following CT parameters were
used: collimation, 16 x 1.5mm; tube current, 150 mA; tube
potential, 120 kVp; gantry rotation time, 0.5s; pitch value,
0.93. All images were reconstructed with an image matrix
of 512 x 512 pixels, an image thickness of Imm.
Then, magnetic resonance imaging (MRI) and Diffusion-
weighted MRI (DWI) (n=10) were obtained with a 1.5T
MR Scanner (GEM flex LG full, USA). The cranial MRI
scan included axial, coronal, sagittal non-en-hanced T1-
weighted images; axial and sagittal T2-weighted images,
axial fluid-attenuated inversion recovery (FLAIR) images.
The contrast-enhanced examination was added for MR
angiography. Our routine MRI stroke protocol included the
following sequences acquired in the axial plane: spin-echo
DWI (b = 0-1,000 s/mm?), FLAIR, and gradi-ent-echo T2-
weighted imaging. The presence of lesions was defined by
areas of high signal intensity on DWI. Apparent diffusion
coefficient (ADC) maps from each slice were generated
from the DWI for each slice. All films were reported by 5
years experienced neuroradiologist. MRI examination
could not be performed in 2 patients. Magnetic resonance
angiography (MRA) was performed in patients (n=2)
whose CT angiography (n=3) was contraindicated.

CT and MRA could not be performed on one of our
patients due to high creatine and claustrophobia. Clinical
information, stroke risk factors, and case imaging results
were recorded. Patients with risk factors are summarized
in Table 1.

Table 1: Risk Factors

RISK FACTORS n %
Hypertension 6 60
Diabetes mellitus 5 50
Congestive heart failure 1 10
Atrial fibrillation 1 10
Atherosclerotic vascular disease 1 10
None of them 4 30

While categorizing types of strokes, all of our cases are
classified as ischemic strokes. Stroke time, size (the largest
size was considered mainly), location (cortical, deep
lacunar, and white matter), and vascular territory area
(anterior cerebral artery territory, posterior cerebral artery
territory, and watershed area) were evaluated.
Statistical Analysis: The Statistical Package for
Social Sciences 15.0 (SPSS, Inc, Chicago, IL, USA) for
Windows was used for statistical analyses. Results were
presented in number (n) and percent (%) due to the
small number of patients in the study.

RESULTS

The age range of the 10 patients included in the study was
30-77, and the mean age was 62+15.10 years. All patients
had an ischemic stroke. In total, 4 cases (40%) did not have
any risk factors for cerebral vascular disease. 6 cases (60%)
had risk factors for cerebrovascular disease (hypertension,
diabetes mellitus, atrial fibrillation, congestive heart
failure, atherosclerosis).

Based on DWI results, seven cases were assessed as acute
strokes (70%) and three cases as sub-acute strokes (30%).
The size of the stroke was 21.80415.83mm. In 4 cases, the
size was extended cortical areas. 3 cases were cortical
(Figure la,b), 5 cases had a lacunar infarction (Figure 2a-d,
3a,b), 2 cases had cortical and lacunar infarctions. 6 cases
were in the posterior cerebral artery territory and 4 cases
were in the anterior cerebral artery territory.

Figure 1: a,b) Diffusion restriction with acute cortical infarc-
tion in the PCA territory presenting with sudden vision loss
during COVID-19 treatment in a 70-year-old female patient
(arrows).
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Figure 2: a,b) 64-year-old male patient with COVID-19 without
any risk factors for cerebrovascular disease. Acute diffusion
restriction in the caudate nucleus head due to right CCA, ICA,
MCA, ACA occlusion (arrows) c,d) Acute occlusion in the right
CCA and ICA cavernous segment (arrows).

Table 2: Imaging findings according to stroke features,
age, and demographic characteristics

n %
Age 62 £15.10
Sex
Male 7 70
Female 3 30
Size 21.80+15.83mm
Time
Acute 7 70
Subacute 3 30
Location
3 30
Cortical
Lacunar 5 50
Cortical+Lacunar 2 20
Vascular Territory
Anterior 4 40
Posterior 6 60

A watershed stroke had not been seen. Our patients were
discharged after they finished treatment for COVID-19
and stroke, and none of them died. Imaging findings,
according to stroke types, age, and demographic
characteristics are summarized in Table-2.
DISCUSSION

The virus, which reaches the central system through the
neighboring or hematogenous way from the nasal
olfactory nerve cells, leads to microthrombus and
dissection with direct endothelial damage and causes or
facilitates ischemic strokes or cortical small vessel
occlusions (5).

Figure 3: a,b) A 58-year-old male patient with acute lacunar
infarction (arrows) with diffusion restriction was observed on
diffusion imaging.

In the literature, this mechanism is highlighted in stroke
cases associated with COVID-19. The stenosis of large
vessels and cardiogenic causes are implicated in the
etiologies of cortical infarct (10). In our study, 3 patients
with cortical infarction had cardiogenic risk factors such
as pacemaker and atrial fibrillation, while not have large
vessel stenosis. However, the fact that our cases are
receiving corona treatment or after a few days of
COVID-19 suggests the existence of an interaction
between the COVID-19 virus and cardiac-related strokes.
In the study conducted by the global COVID-19 stroke
center in 174 patients with COVID-positive stroke, they
mentioned that both direct vascular injury, various
reactions caused by inflammatory agents, and infections
may cause a stroke by triggering cardiac arrhythmia
(11,12).

One of our two patients with both cortical and lacunar
stroke had hemodynamically significant stenosis in Basillary
Artery, and it was a possible source of thrombus for
Posterior Cerebral Artery occlusion. The other patient had
an ischemic stroke while is receiving treatment for
COVID-19 pneumonia. In his angiography, ipsilateral
Internal Carotid Artery (ICA) was occluded, there was no
plaque or stenosis in vascular structures except wall
calcifications, but there were chronic ischemic gliotic
signals in the left centrum semiovale on FLAIR sequence,
which may indicate the presence of ICA hemodynamically
significant stenosis. As a known mechanism in the
literature, it is stated that infection may accelerate
atherosclerosis, occlusion, and cause stroke (13).
COVID-19 virus is reported to reach the central system,
which is the cause of lacunar infarction. In our case series,
most of our cases were types of small-vessel occlusion.
We detected less large vessel occlusion. However, risk
factors for stroke were also present.The lacunar infarct is a
type of stroke that means a maximum diameter of 20 mm,
localized in the basal ganglia, brainstem, deep white
matter, and occurs due to the occlusion of short
perforating vessels. It is mainly associated with
uncontrolled hypertension and diabetes mellitus (14). In
our study, 7 patients had lacunar infarction. Only one of
our patients has been diagnosed with hypertension. In the
study of Baudin et al. 89 cases with lacunar infarction with
COVID-19 positive were examined and stroke was
associated with the microangiopathic effect caused by the
infection (15).
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In the study by Ntaios et al. lacunar infarction was
reported in a total of 17.8% (11). In our study, the rate of
total lacunar infarction was 70%, and the rate was very
high compared to the literature. One reason is the
relatively high rate associated with a low number of cases.
Although common carotid artery and ICA were total
thrombosed in one of the patients in the lacunar infarct
group, less diffusion restriction than we expected was
observed in the acute period on diffusion imaging. This
case referred to interventional radiology for thrombectomy
but thrombectomy was not successful. In the subacute
period, the diffusion restriction of this patient progressed
to the entire Middle Cerebral Artery. It has been reported
in the literature that large vessel occlusion and strokes
associated with COVID-19 may even be one of the clinical
presentation forms (16,17). Another reason; according to
Hernandez-Fernandez et al.'s research, cases with lacunar
infarction present less to hospitals due to the pandemic,

and therefore it is estimated that the actual number is
higher than we recorded (18-20).

Limitations; the small number of cases is the biggest
limitation of the study. Besides the small number
of cases, there was no homogeneous distribution.
There were no previous imaging findings of the
cases and angiography could not be performed in all
cases. The RT-PCR test of 2 cases was negative, they
were diagnosed with COVID-19 pneumonia according to
thorax findings. There may be a case who came to
the  hospital due to stroke and  was
coincidentally diagnosed with COVID-19.
As a result, the presentation of patients with stroke
during corona disease therapy or after therapy might be
considered the hypothesis that the virus led to a stroke,
especially in cases accompanied by risk factors. Large-
scale multicenter studies will be more informative in this
regard.

Conflict of Interest: No conflict of interest was declared by the authors.
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ABSTRACT Keywords:
Objective:  Pre-diagnosis of pulmonary thromboembolism is non-specific and computed tomographic Pulmonary embolism,
YEARS,

pulmonary angiography is a common method for diagnosis. However, unnecessary use increases the diagnosis of
subsegmental emboli, exposure of patients to extra radiation and, can cause contrast nephropathy. In this study, we
aimed to investi-gate and compare the effectiveness of YEARS and well diagnostic criteria in suspected pulmonary

Wells

thromboembolism patients at the emergency department.

Material and Method: This study was run in suspected thromboembolism patients who were evaluated through Wells
and YEARS diagnostic criteria and, to whom computed tomographic pulmonary angiography scans were
recommended by at least one of these algorithms, in Emergency Department. The YEARS and Wells scores, D-dimer
values and, angiography results of patients were analyzed.

Results: 55.74% of patients were males and 44.26% were females. The mean age of patients was 59.77+ 16.07. The
most common comorbidity is a malignancy with a rate of 44.26%. A significant difference was not detected on D-dimer
values between patients with and without a pulmonary embolus. A significant difference was not detected in D-dimer
values in patients whose diagnosis was likely to be pulmonary embolism or unlikely on Wells criteria. The sensitivity
and specificity of the YEARS criteria were found to be 93.75% and 24.44%, respectively. Positive predictive values and
negative predictive values were found to be 30.61% and 91.66, respectively. The sensitivity and specificity values of
Wells criteria were found to be 62.50% and 80%, respectively. Positive predictive value and negative predictive value
were found to be 52.63% and 85.71%, respectively.

Conclusion: According to the results of our study, the most specific algorithm in pulmonary embolism diagnosis is
Wells criteria and, the most sensitive one is the YEARS criteria. For ruling out the disease both algorithms are
effective; YEARS is a little more powerful, whereas both are weeks for diagnosis.

OZET Anahtar Kelimeler:

Amag: Pulmoner tromboemboli éntamisi non spesifiktir ve Toraks Bilgisayarl Tomografi Anjiografisi sik — Pulmoner emboli,
YEARS,

kullanilan bir tam yontemidir. Ancak gereksiz kullanimi subsegmental emboli tanilarini arttirmakta, hastalart o
ells

fazladan radyasyona maruz birakmakta ve kontrast nefropatisine yol acabilmektedir. Bu ¢alismada acil serviste
pulmoner emboliden siiphelendigimiz hastalar iizerinde YEARS ve Wells tami kriterlerinin etkinligini inceleyip
karsilastirmayr amagladik.

Gere¢ ve Yontem: Bu ¢alisma acil serviste pulmoner emboliden siiphelenilen hastalarin YEARS ve Wells tani
kriterlerine gore skorlamasi yapilarak, en az bir algoritmaya gore Toraks Bilgisayarli Tomografi Anjiografi
¢ekilmesi onerilen hastalar iizerinde prospektif olarak yapildi. Bu hastalarin YEARS ve Wells tani kriterlerine gore
puanlari, D-dimer degerleri ve anjiyografi sonuglar: degerlendirildi.

Bulgular: Hastalarin %55.74"ii erkek, %44.26°s1 kadinlardan olusmaktadir. Hastalarin yas ortalamast 59.77
+16.07 yildir. En sik komorbidite %44.26 ile malignitelerdir. Emboli saptanan ve saptanmayan gruplarin D-dimer
degerleri arasinda anlamli fark saptanmamistir. Wells algoritmasina gore pulmoner tromboemboli olasiligi olan ve
olmayan hastalarin D-dimer degerleri arasinda anlamh fark saptanmamistir. YEARS algoritmasimin sensitivi-tesi
%93.75, spesifitesi %24.44 olarak tespit edilmistir. Pozitif prediktif deger %30.61, negatif prediktif deger %91.66
olarak hesaplanmigtir. Wells algoritmasimin duyarliigi %62.50, ozgiilliigii %80 olarak hesaplanmistir. Pozitif
prediktif deger %52.63, negatif prediktif deger %85.71 olarak tespit edilmistir.

Sonug¢: Calismamizin sonucuna gore acil serviste pulmoner tromboemboli tanisi koymada en 6zgiil Wells algorit-
mast, en duyarlt YEARS algoritmasidir. Hastaligi dislamada ise YEARS biraz daha giiclii olmakla beraber her iki
algoritma da etkilidir ancak tani koydurmakta etkileri zayiftir.
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GIRiS
Sistemik dolasimdan trombiis veya multipl trombiislerin
pulmoner damarlara migrasyonuyla olusan durum

pulmoner tromboembolizm (PTE) olarak adlandirilir (1).
PTE, mortalitesi ve morbiditesi yiiksek, tekrarlayabilen,
onlenebilir ve acil bir hastaliktir (2).

Yagsla birlikte insidansi artar ve 80 yas iizerinde yaklasik
10 kat artig gosterir ve hastanedeki dlimlerin %10 unun
sebebini olusturur (3).

Klinik tablo embolinin biiyiikliigiine, sayisina, bulundugu
yere, hastanin yasina ve kardiyopulmoner hastalik
varligina gore degisiklik gosterir (4). Hastalarin cogunda
nefes darligi, gogiis agrist meveuttur (5). Ancak kendine
Ozgii semptom ve bulgulart olmadigi igin gdzden
kacabilir (2). PTE tanisinda eskiden altin standart
olan pulmoner anjiografinin yerini invaziv olmayan ve
benzer goriintii kalitesine sahip Toraks Bilgisayarh
Tomografi Anjiografi (TBTA) almistir (6). Tan1 koymay1
hizlandirmak, desteklemek veya taniy1 dislayabilmek igin
Wells, Geneva ve YEARS gibi klinik olasilik
algoritmalart olusturulmusgtur (7,8). Giincel caligmalar
klinik olasilik degerlendirmeleri ile beraber yasa gére D-
dimer degerinin kullanimini 6nermektedir (9,10).

Her giin acil gibi hekimleri goglis agris1 ve nefes darligi
semptomlart olan hastalarla karsilagmaktadir. Bazi
hastalarda tan1 koymak gii¢ olabilmektedir. Bu ¢calismada
YEARS ve Wells kriterlerini acil serviste PTE siiphesi ile
Toraks Bilgisayarli Tomografi Anjiografisi (TBTA)
cektigimiz  hastalar  iizerinde  degerlendirdik  ve
etkinliklerini karsilastirdik.

GEREC VE YONTEM

Bu ileriye déniik gozlemsel calisma, istanbul Universitesi
Cerrahpasa Tip Fakiiltesi Acil Tip Anabilim Dali Acil
Servisinde 31887016-804.01-181195 sayili etik kurul izni
almmasini takiben 01/03/2018 ile 01/09/2018 tarihleri
arasinda yapild.

Acil servise herhangi bir semptomla basvurup PTE
siiphesi olan tiim hastalar YEARS ve Wells kriterlerine
gore degerlendirildi.

Tablo 1: Hastalarda mevcut olan ek hastaliklar

Hasta sayis1  Hasta yiizdesi

Bunlardan en az birine gére TBTA c¢ekilmesi Onerilen

hastalar ¢aligmaya alindi.

Acil tip uzmanimnin klinik degerlendirmesi sonucu pulmoner

tromboemboli ontanisi diisiiniilmeyen, YEARS veya Wells

kriterlerine gore diisiik olasilikli, TBTA ¢ekilmemis, 18 yas

altt ve calismaya katilmak istemeyen hastalar calismadan

cikartildu.

Hastalarin acil servise bagvurularinda hasta ve hasta yakilari

tarafindan belirtilen komorbid hastaliklart ve demografik

bilgileri ile kan basinci, nabiz, viicut sicakligi, solunum

sayisi, D-dimer diizeyi, derin ven trombozu (DVT)

bulgularinin varligi, daha once gecirilmis DVT, PTE

varligi, son 1 ay igerisinde gegirilmis cerrahi operasyon

varligl, 3 giinden fazla immobilizasyon varligi, hemotizi

sikayetinin varligi, YEARS, Wells puanlari ve TBTA

sonuglar1 kaydedilip degerlendirildi. Hastalardan mevcut

durumlar i¢in yapilan tetkikler disinda ek tetkik istenmedi.

Istatistik analizi icin IBM SPSS Statistic for Microsoft 20.0

(SPSS Inc, Chicago USA) programi kullanildi. Verileri

normal  dagilimi  uymadigit  degerlendirmek icin

Kolmogorov-Simirnov  testi kullamldi. Caligma  verileri

degerlendirilirken tanimlayici istatiksel metodlar (ortalama,

medyan, frekans, oran, minimum, maksimum) kullanildi.

iki grup ortalamasinin karsilastiriimasinda Student’s-t testi

kullanildi.

BULGULAR

Calismaya alman 61 hastanin 34’1 (%55.74) erkek, 27’si

(%44.26) kadindi. Kadinlarin yaslar1 28 ile 91 arasinda

degigmekte olup, ortalamas1 60.68 +14.76 yildir. Erkeklerin

yaslart 18 ile 84 yaglari arasinda degismekte olup,

ortalamasi1 58.67+17.80 yildir. Tiim hastalarin yas ortalamasi
ise 59.77+16.07 saptanmustir.

Hastalarin ¢ogunda birden fazla ek hastalik vardi, bunlar
tablo 1’ de ayrintili olarak verilmistir.

Hastalarin 16 (%26.22)’sinda  PTE saptanmistir, bu
hastalarin risk faktorleri tablo 2’de verilmistir. Emboli
saptadigimiz 16 hastamizin 2’sinde hicbir risk faktori
saptanmadi. Hastalarin bir kisminda birden fazla risk faktorii
birlikte bulunmaktaydi.

Tablo 2: PTE saptanan hastalarin (n=16) risk faktorleri

Hasta sayis1  Hasta yiizdesi

Ek hastalik M) (%)

Malignite 27 %44.26
Kardiovaskuler hastalik 22 %36.07
Pulmoner hastalik 9 %14.75
Endokrinolojik 9 %14.75
Norolojik 5 %8.20
Romatolojik 4 %6.56
Morbid obezite 3 %4.92
Faktor 5 Leiden sendromu 2 %3.28
Nefrolojik 1 %1.64
Higbir ek hastalik yok 5 %8.20

PTE i¢in risk faktorleri (n) (%)
65 yas Ustii olmak 7 %11.47
Malignite 7 %11.47
Gegirilmis cerrahi  veya 3 %4.92
immobilizasyon

Gegirilmis M 3 %4.92
Gegirilmis  2DVT  veya 2 %3.28
SPTE &ykiisii

Morbid obezite 2 %3.28
Mevcut 2DVT 2 %3.28
Gegirilmis “SVO 1 %1.64
Faktor 5 leiden sendromu 1 %1.64
Higbir faktorii yok. 2 %3.28

MI: Miyokard Infarktiisii,’DVT: Derin Ven Trombozu, *PTE: Pulmoner
Tromboemboli *SVO: Serebrovaskiiler Olay
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Tablo 3: Hastalarin bulundurduklari primer malignite
tiiriine gore dagilimi

Hasta Hasta

Primer malignite sayisi yiizdesi
(n) (%)

Akciger kanseri 11 18.03
Meme kanseri 3 4.92
Hodgkin lenfoma 2 3.28
Mide kanseri 2 3.28
Kolon kanseri 2 3.28
Over kanseri 2 3.28
Kronik lenfositik lenfoma 1 1.64
Diffiiz biiyiik B hiicreli lenfoma 1 1.64
Mezotelyoma 1 1.64
Beyin tiimorii 1 1.64
Yumusak doku sarkomu 1 1.64

Hastalarin 27’sinde malignite saptanmistir. Hastalarin
bulundurduklar1 malignite tiirline gére dagilimi tablo 3’te
verilmistir.

Hastalarn  YEARS  algoritmasina gdre puanlar
hesaplanip sonuglari incelenmigtir. 27 hastanin (%44.26)
YEARS algoritmasina gore 0 puan aldigi, 34 hastanin
(%55.74 ) ise 1 veya daha biiylik puan aldig1 goriilmiistiir.
YEARS puanmmi hesapladigimiz hastalari D-dimer
degerleri ile birlikte degerlendirdigimizde, D-dimer sinir
degerini, YEARS puant = 0 olan hastalar i¢in 1 ng/ml
> YEARS puan1 1 olan hastalar i¢in 0.5 ng/ml olarak
kabul edilmistir.

YEARS algoritmasina gére TBTA ¢ekilmesi Onerilen 49
hastanin 15 ‘inde emboli saptanmistir; 34’ iinde emboli
saptanmamistir (Tablo 4).

YEARS algoritmasina gére TBTA ¢ekilmesi dnerilmeyen

12 hastanin 1’ inde emboli saptanmis olup, 11’ inde
emboli saptanmamistir. Calismamiza goére YEARS
algoritmasinin sensitivitesi % 93.75, spesifitesi %24.44
olarak tespit edilmistir. Pozitif prediktif deger % 30.61,
negatif prediktif deger %91.66 olarak hesaplanmistir.
Hastalarin  Wells algoritmasina gore puanlar, 3
basamakli ve 2 basamakli olarak degerlendirilip ayr ayr1
oranlar1 hesaplanmistir.3 basamakli degerlendirmeye
gore hastalarin 9 ‘u (%14.75) yiiksek klinik olasilikli, 32
‘si (%52.46) orta klinik olasilikli, 20 “si (%32.79) diisiik
klinik olasilikli olarak degerlendirildi (Tablo 5).
Wells algoritmasinda 3 basamakli degerlendirmeye gore
61 hastadan 20 hastada (%32.79) TBTA ¢ekilmesine
gerek kalmadan PTE tanisi dislanabilmektedir. Wells
algoritmasimna gére 2 basamakli  degerlendirme
yapildiginda, 42 hasta PTE olas1 degil ( Wells puani< 4),
19 hasta PTE olast (Wells puan>4) olarak
siniflandirilmistir (Tablo 6).

Calismamiza gore Wells algoritmasinin duyarliligi
%62.50, ozgilligi %80 olarak hesaplanmistir. Pozitif
prediktif deger %52.63, negatif prediktif deger %85.71
olarak tespit edilmistir.

TBTA’da  emboli  saptanan  hastalarin ~ Wells
algoritmasindan aldiklar1 puanlarin ortalamast 5.65+1.71
iken, emboli saptanmayan hastalarin aldiklari puanlarin
ortalamas1 2.62+2.23 olarak hesaplanmig olup istatiksel
olarak anlamli bulundu. TBTA’da emboli saptanan
hastalarin (n=16), D-dimer ortalamalar1 7.06+9.89 iken,
emboli saptanmayan hastalarin D-dimer ortalamalar
3.12+5.26 idi ve istatiksel olarak anlamli fark tespit
edilmedi.

Wells kriterlerine gore PTE olast grubun (n=19) D-
dimer ortalamas1 5.3945.71, PTE olast olmayan grubun
(n=42) D-dimer ortalamasi 3.59+7.39 idi. Istatiksel
olarak anlamli fark tespit edilmedi.

Tablo 4: YEARS kriterlerine gore emboli saptanan ve saptanmayan hastalarin dagilimi

Emboli saptanan Emboli saptanmayan Toplam
TBTA onerilen 15 34 49
ITBTA énerilmeyen 1 11 12
Toplam 16 45 61

'TBTA: Toraks Bilgisayarli Tomografi Anjiografi

Tablo 5: Hastalarin Wells algoritmasina gore 3 basamakli dagilimi

Wells skoruna gore siniflamasi

Emboli saptanan

Emboli saptanmayan Toplam hasta sayisi

Yiksek klinik olasilikl 5 4 9
Orta klinik olasilikl 11 21 32
Diistik klinik olasilikli 0 20 20

Tablo 6: Hastalarin Wells algoritmasina gore 2 basamakli dagilimi

Wells skoruna gore

Emboli saptanan

Emboli saptanmayan Toplam hasta sayis1

Siiflamasi

IPTE olas1 10 9 19
PTE olas1 degil 6 36 42
Toplam 16 45 61

IPTE: Pulmoner Tromboemboli
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TARTISMA

PTE, mortalitesi ve morbiditesi yiiksek, tekrarlayabilen
ve acil bir hastaliktir. Kendine 6zgii sikayet ve bulgusu
olmamakla birlikte klinik belirtiler ve eslik eden
komorbid hastaliklar nedeniyle maskelenebildiginden
tanis1 gilic olabilmektedir. Pulmoner tromboemboli
olabilecek yonetiminin hizli ve dogru bir sekilde
yapilmasi acil hekimlerinin yukiimliliikleri
arasindadir. Kabrhel C ve arkadaslarinin acil serviste
pulmoner emboli diisiiniilen hastalar iizerinde YEARS
kriterlerini inceledikleri bir ¢aligmada, ¢alismaya
alinan 1789 hastanin 1134'i (%63) kadin, 655'i (%37)
erkeklerden olugmaktadir (11).

Dogan ve arkadaslarinin PTE olgularini
degerlendirdikleri retrospektif bir ¢alismada, hastalarin
581 (%46.8) kadin, 66'st (%53.2) erkeklerden
olusmaktadir (12). Bizim ¢alismamizda hastalardan
34’1 (%55.74) erkek, 27°si (%44.26) kadin hastalardan
olugsmaktadir ve sonuglar iilkemizde yapilan
calismalarla benzer bulunmustur.

Yine Kabrhel ve arkadasglarmin yaptigi calismada
hastalarin  yas ortalamast 48+16 yil, Cesur ve
arkadaslarinin yaptig1 ¢alismada yag ortalamasi 67+15,
Dogan ve arkadaslarmin calismasinda yas ortalamasi
61.6£16.9 saptanmistir (11-13). Bizim calismamizda
benzer sekilde tiim hastalarin yas ortalamasi
59.77+16.07 iken, kadinlarin yas ortalamast 60.68
+14.76, erkeklerin yas ortalamasi ise 58.67+17.80
bulunmustur.

Uyanik ve arkadaglarinin acil serviste PTE tanist almis
hastalarin ~ sosyodemografik  olarak  incelendigi
calismasinda en fazla gorilen ek hastaliklar
kardiyovaskuler hastaliklar, pulmoner hastaliklar ve
ardindan malignite olarak tespit edilmistir (14). Dogan
ve arkadaglarmin yaptigi c¢alismada ise en sik
malignite, ardindan kardiyovaskuler hastaliklar tespit
edilmistir (12). Bizim ¢alismamizda da en sik goriilen
ek hastaliklar malignite, ardindan kardiyovaskuler
hastaliklar saptanmustir.

Miniati ve arkadaglarinin yaptiklart ¢aligmada PTE
hastalarinda risk faktorleri degerlendirilmis ve
immobilizasyon, malignite ve alt ekstremite kiriklari
anlamli olarak bulunmustur (15). Kiral ve arkadaslari
tizerinde ¢aligtiklar1 27 hastanin %37’ sinde ileri yas,
%18’ inde cerrahi girisim ve %18.5 inde kalp hastalig1
saptamislar (16). Cakmak ve Karadal’in yaptiklar
calismalarda ise en sik gecirilmis DVT, alt ekstremite
fraktiirii ve cerrahi girisim saptamiglardir (17,18).
Yilmaz ve arkadaslarmin yaptigi calismada, en sik
gecirilmis cerrahi veya immobilizasyon, gegirilmis
DVT veya PTE ve kanser saptanmis (19). Bizim
calismamizda da benzer sekilde %43.75 ileri yas, %
43.75 malignite, %18.75 gecirilmis cerrahi veya
immobilizasyon, %18.75 gecirilmis MI, %12.5'inde
gecirilmis DVT veya PTE Oykiisii tespit edilmistir.
Dogan ve arkadaglarinin yaptigi caligmada, malignitesi
olan hastalarda en fazla gastrointestinal sistem
malignitesi (%33.3) ve ardindan akciger malignitesi
(%28.6) saptanmistir (12).

Bizim c¢alismamizda 61 hastadan 27’sinde malignite
mevcuttur ve de en fazla akciger (%18.03) ve meme
kanseri (%4.92) saptanmuistir.

Dogan ve arkadaslarinin yaptigi calismada, hastalarin Wells
skorlamasindan aldiklar1 puanlarin ortalamasi 2.7441.08
saptanmis olup, hastalar Wells skoruna gore 3 basamakli
yonteme gore (disiik, orta, yiiksek) smiflandirilmistir (12).
PTE tanisinda Wells skoru istatiksel olarak anlamli
bulunmustur (12). Bizim ¢aligmamizda ise, TBTA emboli
saptanan hastalarin  Wells algoritmasindan aldiklari
puanlarmn ortalamas1  5.65+1.71 iken, emboli saptanmayan
hasta-larin aldiklar1 puanlarin ortalamasi 2.62+2.23 olarak
hesaplanmis olup, istatiksel olarak anlamli bulunmustur.
Van Belle ve arkadaslarinin yapmis oldugu calismada, 3306
hastanin 1057'sinde (%32) Wells algoritmas1 2 basamakli
degerlendirmeye gore zayif olasilik ve normal D-dimer
degerleri saptanmis ve bu hastalarin 3 aylik takiplerinde 5
hastada (%0.5) PTE gelismis (20). Bizim ¢alismamizda ise,
Wells kriterlerine gore PTE olast grubun (n=19) D-dimer
ortalamasi 5.39+5.71, PTE olasi olmayan grubun (n=42) d-
dimer ortalamasi 3.59+7.39 idi ve anlamli fark tespit
edilmedi. Tick ve arkadaslarinin, yiiksek d-dimer diizeyinin
PTE tanisinda yararint belirlemek amaciyla yaptiklar
calismada d-dimer diizeyinin 2000 ng/ml {izerinde olan,
diisik klinik olasilikli  hastalarin ~ %36’sinda  PTE
saptanmistir (21). D-dimer diizeyleri 1000 ng/ ml iizerine
¢iktiginda, klinik olasilik skorlamalarindan bagimsiz olarak
PTE sikligmin arttigini  saptamislardir  (21). Bizim
calismamizda ise emboli saptanan hastalarin (n=16), D-
dimer ortalamalar1 7.06+£9.89 iken, emboli saptanmayan
hastalarin D- dimer ortalamalar1 3.12+5.26 idi ve anlaml
fark tespit edilmedi. Bunun sebebinin hastalarimizin D-
dimer seviyesini yiikselten komorbid hastaliklarinin
bulunmasindan kaynaklanabilecegini diisiinmekteyiz.

Van Der Hulle ve arkadaglariin, akut PTE siiphesi olan
hastalarda YEARS algoritmasinin etkinligini arastirdiklart
ve Wells algoritmasi ile kiyasladiklart c¢alismada, higbir
YEARS kriteri bulunmayan 1743 hastanin 55 inde (% 3.2)
PTE saptanmis, bir veya daha fazla YEARS kriteri bulunan
1722 hastanin 401’1 PTE tanis1 almistir (8). Hastalardan 6’
st exitus olmus ve 6liim sebebi olarak PTE diglanamamustir.
Hastalarin 3 aylik takiplerinde 18’inde PTE saptanmustir.
Caligmanin sonucuna gore, hastalar tizerinde YEARS
algoritmast  kullanildiginda  TBTA %14  azalma
saptanmistir. Wells algoritmasi kullanildiginda ise, TBTA
gereksiniminde azalma %8.7 saptanmustir (8). Kabrhel ve
arkadaslarinin acil serviste pulmoner emboli diisiiniilen
hastalar lizerinde YEARS kriterlerini degerlendirdikleri bir
calismada, 1789 hastanin 1204'iinde YEARS algoritmasina
gore TBTA ¢ekilmesi 6nerilmemis ve bu hastalarin 6’sinda
PTE saptanmis (11).

YEARS algoritmasi standart D-dimer esigi ile birlikte
kullanildiginda duyarliligt %97.6, D-dimerin yasa bagh
cut-off degeri ile birlikte kullanildiginda ise duyarliligt
%92.9 saptanmistir (11). Negatif prediktif deger birgok
calismada %100'e yakin saptanmistir (11). Bizim
calismamizda da YEARS algoritmasmim duyarliligi %
93.75, ozgiilligl %24.44, pozitif prediktif degeri %30.61,
negatif prediktif degeri ise %91.66 saptanmistir.
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Wells algoritmasinin duyarliligi %62.50, o6zgilligi
%80, pozitif prediktif degeri %52.63, negatif prediktif
degeri %385.71 olarak saptanmistir. TBTA ¢ekilen ve
78 (%9.8)’inde PE saptanan 794 hasta ile yapilan
retrospektif bir calismada YEARS algoritmast (%
97.44) Wells’e gore daha duyarli bulunmustur (%
74.36) ancak ozgiilligii daha diistiktiir (%13.97’¢ karst
%33.94) (22).

Ayrica YEARS algoritmasinin negatif prediktif degeri

daha giiclii saptanmigtir (%98°e kars1 %92.4) ve her iki
algoritmanin pozitif prediktif degeri zayif (%10.9)
olarak bulunmustur (22).

Sonug olarak ¢alismamiza gore acil serviste pulmoner
tromboemboli tanist koymada en 0Ozgil Wells
algoritmas1 ancak en duyarli YEARS algoritmasidir.
Hastalig1 dislamada ise YEARS algoritmasi biraz daha
giiclii olmakla beraber her iki algoritma da etkilidir
ancak tan1 koydurmakta etkileri zayiftir.

Cikar Catismasi: Yazarlar ¢ikar ¢atismasi olmadigini beyan etti.
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ABSTRACT

Methylene blue is a widely used and safe method in the world to determine the axillary region in breast cancer surgery.
When evaluating the axilla, it is recommended to examine the sentinel lymph node after methylene blue marking.
Methylene blue is an inexpensive and effective method for detecting axillary regions in breast surgery. It contains less
risk. In some cases, it can lead to serious comnsequences that will require repetitive surgical interventions. It can
sometimes lead to severe necrosis and sometimes to erythema and infection. In this respect, methylene blue not only
causes complications that do not cause mortality, but can sometimes lead to poor cosmetic results.

682 patients who underwent breast cancer surgery, Istanbul Haseki Training and Research Hospital between 2015-2020
were compiled. Sentinel lymph node sampling was required in 372 of these patients. In this article, two complications
occured as a result of methylene blue used during axillary sentinel lymph node sampling are presented.

OZET

Meme kanseri cerrahisinde aksiller durumu belirlemekte metilen mavisi diinyada yaygin olarak kullanilan giivenli bir
yontemdir. Aksilla degerlendirilirken metilen mavisi isaretlemesi sonrasi sentinel lenf nodu incelenmesi onerilen bir
yaklasimdir. Metilen mavisinin meme cerrahisinde aksiller durumu tespit etmede hem ucuz hem de efektif bir yontemdir.
Az da olsa risk icermektedir. Hatta bazi durumlarda tekrarlayan cerrahi girisimler gerektirecek ciddi sonuglara yol
acgabilmektedir. Bazen ciddi nekrozlara bazen ise yara yerinde eritem ve enfeksiyona yol acabilmektedir. Bu yéniiyle
metilen mavisinin sadece mortaliteye yol agmayan komplikasyonlara neden olmakta kalmayip, bazen de kozmetik kotii
sonuglara yol agabilmektedir.

Istanbul Haseki Egitim ve Arastrma Hastanesi'nde 2015-2020 yillari arasinda meme kanseri cerrahisi operasyonu
gecirmig olan 682 hastamiz derlendi. Bu operayonlarin 372 sinde sentinel lenf nodu drneklemesi gerekmistir. Bu yazida
aksiller sentinel lenf nodu érneklemesi esnasinda kullanilan metilen mavisinin sonucunda gelismis 2 adet komplikasyonu
sunuldu.
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Meme kanseri, memede olustugu yerde, timor yatagindan
aksillaya yayilmadan 6nce ilk birka¢ lenf noduna yayilir
(1). Bu ilk Ienf nodlarina sentinel lenf nodu (SLN) denir
ki primer timoriin ilk direne oldugu nodlardir. Sentinel
lenf nodu biyopsisi (SNLB) teknigi ile bu lenf nodlar
belirlenerek histopatolojik verifikasyon icin eksizyon
yapilir ve aksiller lenf nodu diseksiyonuna (ALND)
alternatif bir metod olarak rutin olarak uygulanmaktadir.
Bu sekilde erken evre meme kanserli hastada SNLB ile
diger lenf nodlart hakkinda bilgi vererek, metastaz
izlenmediginde gereksiz ANLD'den kagimilmis olunur
(2,3). SNLB tekniginde oncelikle subdermal metilen
mavisi enjekte edilir. Genellikle bir komplikasyon
izlenmezken, bazi durumlarda nadir de olsa ciltte mavi
renk degisiminden cilt nekrozuna varan genig bir
yelpazede komplikasyonlar ortaya c¢ikabilmektedir. Hatta
literatiirde metilen mavisi uygulamasina kars gelisen

sekonder anaflaksi vakalar1 bildirilmistir (4,5). American
Society of Clinical Oncology (ASCO) guide-linelari,
aksiller haritalamada metilen mavisi ile sentinel lenf nodu
orneklemesinin basarist en yiiksek teknik oldugunu
belirtmektedir. Bu yazida belirtmek istedigimiz konu
metilen mavisinin nadiren komplikasyonlar1 olsa da hala
¢ok giivenilir bir yontem oldugu, fakat komplikasyonlar
gelistiginde de bunlarin ciddi olabilecegidir  (6).

Istanbul Haseki Egitim ve Arastirma Hastanesi’nde
2015-2020 yillar1 arasinda meme kanser cerrahisi gegirmis
olan 682 hastamiz bulunmaktadir. Bu operasyonlarin
382’sinde sentinel lenf nodu &rneklemesi gerekmistir. iki
hastamizda ise metilen mavisi sonucunda lokal ve sistemik
komplikasyonlar geligmistir. Bu yazida bu
kompliksayonlar ve bunlarin yonetim seklini paylasmay1
amacladik.

Received: 02.11.2020

Klinigi, Istanbul, Turkey. E-Mail: fazileterozgen@yahoo.com.tr

Phnx Med J. 2021;3(1):40-43.

Accepted: 15.12.2020
Correspondence: Fazilet Erozgen, Saglik Bilimleri Universitesi, Istanbul Haseki Egitim ve Arastirma Hastanesi,Genel Cerrahi

Cite this article as: Erozgen F, Canturk AO, Ikizceli T. Is methylene blue as innocent as we think in breast cancer surgery?

[=]
2

7
ey

{40 )



Erozgen et al.

OLGU 1

44 yasinda kadm hasta, sol memede infiltrafif duktal
karsinom tanist mevcuttu. Aksiller sentinel lenf nodu
biopsisi ve subkutan mastektomi sonrasi expander uygul-
anmas! yapildi. Operasyon esnasinda aksiller drnekleme
amaglt subareolar subdermal bolgeye metilen mavisi
enjekte edilmisti. Postoperatif ligiincli giinde uygulanan
metilen mavisi noktalarinda multipl cilt debridmanlari
gerektiren cilt nekrozu gelismistir. Bu nekrotik cildin
yonetiminde rekonstriiksiyon islemleri ve gecikmis cilt
kapama yontemi uygulanmistir. Hastada operasyondan
sonra ligiincii giinde ortaya ¢ikan sol memede agri sislik ve
kizariklik ilk semptom olarak tespit edilmistir. Operatdr
degerlendirmesi sonucunda bir hafta igerisinde yara
yerinde enfeksiyon bulgulart gozlenmistir. Ardindan
ilerleyen siirecgte poliklinik takiplerinde sol meme saat 3 ve
saat 9 hizasinda, metilen mavisinin uygulandigi bolgelerde
areola gevresinde de eritemin eslik ettigi yara yeri enfeksi-
yonu ve gecikmis donemde her iki bolgede ayri ayri de
cilt nekrozlar1 saptanmistir (resim la, b). Bunun tespit
edilmesinin ardindan hasta ikincil cerrahi isleme alinmis

ve nekrotik dokunun tamamini igine alacak sekilde
periareolar  bolgeyi ve nipple-areola kompleksini
koruyarak memenin saat 3 ve saat 9 hizasindan horizontal
insizyonlar yapilmis ve tiim nekrotik doku temizlenerek
etkin debridman saglanmistir. Bu debridman sonrasinda
da hastaya 2 hafta siiren oral antibiyoterapi rejimi tedavi
sirecinde eklenmistir. 2 hafta sonra herhangi bir
komplikasyon goriilmeden operasyon bolgesi tamamen
iyilesmistir (resim 2a, b).

Bu cerrahi islemden 7 ay sonra hasta sol memedeki
expander uygulamasma yonelik implant yerlestirilmesini
iceren tekrar bir cerrahi islem gecirdi. Bu esnada da sol
memeye inferior pedikiil ve wise cilt grefti ile rediiksiyon
mastopeksi iglemi uygulandi. Sol memenin eksizyon
patolojisi multifokal grade-1 insitu lobiiler karsinom ile
iliskili invaziv lobiiler karsinom olarak geldi. Timor ¢ap1
4.2cm’dir. ER %100, PR %100, c-erb B2 negatif, Ki-67
%25-30 olarak saptanmistir. Sonu¢ olarak hastamiz
implant bazli meme rekonstriikksiyonu  yontemi
kullanilarak basarili bir cerrahi operasyon gegirmistir.

Resim 1: a, b) Postoperatif bir hafta icerisinde sol meme saat 3 ve saat 9 hizasinda, metilen mavisinin uygulandig:
bolgelerde ve areola ¢evresinde de eritemin eslik ettigi enfeksiyon ve cilt nekrozlar

Resim 2: a, b) Periareoler bolgeyi ve nipple-areola kompleksini koruyarak memenin saat 3 ve saat 9 hizasindan horizontal
insizyonlar ile nekrotik doku debridmani yapildi. iki hafta siiren oral antibiyotik tedavisi sonrasi iyilesme saglandi.
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47 yasinda kadin hasta sol memede infiltratif duktal
karsinom tanisi mevcuttu. Cerrahi islem olarak sol
segmenter mastektomi ve axiller sentinel lenf nodu
orneklemesi yapildi. Bu olguda da metilen mavisi subareoler
subdermal bolgeye enjekte edildi. Cerrahi sonrast postop-
eratif ikinci glinde hastanin operasyon bolgesinde

PR—

kizariklik ve 1s1 artist meydana geldi (resim 3a). Lokal
enfeksiyon  oral antibiyoterapi ve  kortikosteroid
kullanilarak konservatif olarak tedavi edildi. Iki hafta
sonra hastanin klinik tablosu normale dondii (resim 3b).
Nihai patoloji sol memede T1 NO MO infiltratif duktal
karsinom ile uyumlu olup tiimér Ki-67 indeksi %15
olarak saptandi.

Resim 3: a) Postoperatif ikinci giinde operasyon bolgesinde kizariklik ve 1s1 artigi b) antibiyoterapi ve kortikosteroid
kullanilarak konservatif tedaviden iki hafta sonra iyilesme gorildii.

TARTISMA

Erken evre meme kanserlerinde sentinel lenf nodu tespiti
oldukga 6nemlidir. SLN’nin tespiti igin farkli uygulamalar
mevcuttur. Yaygin kullanilan metod metilen mavisi
olmakla birlikte siklikla radyoizotop ve metilen mavisi
birlikte kullanim1 en ¢ok Onerilen tekniktir. “Kombine
Teknik” olarak adlandirilan bu teknikle %99 basar1 ile
sentinel lenf nodu tespit edilebilmektedir (7,8). Ancak
kullanic1 deneyimine bagli olarak kombine teknik yerine
sadece radyoizotop kullanilarakta benzer sonuglarin
alindig: bildirilmektedir.

Literatiirde ¢ok sayida yapilan ¢alismalarda metilen mavisi
kullanimina bagli komplikasyonlar bildirilmistir. Urtiker,
kasinti, ciltte mavilik, kizariklik gibi Grade-I reaksiyon
olarak adlandirilan reaksiyonlar %69-87 oraninda, gegici
hipotansiyon gibi Grade-II raeaksiyonlar %3,2-8 oaraninda
ve ciddi hipotansiyon (sistolik basincin 70 mmHg altinda
olmasi) gibi Grade-III reaksiyonlar ise %l,1 olarak
bildirilmistir. Tarif edilen bu alerjik reaksiyonlarin ciddi-
yetine gore tedaviler tanimlanmistir. Grade-I ve Grade-II
alerjik reaksiyonlar igin kortikosteroid, antihistaminik ve
kristaloid sivilarlarla voliim replasmani yapmak yeterli
olabilir. Grade-III alerjik reaksiyonlar ise ciddidir ve yogun
bakim destegi gerektirebilecek vazopressor uygulamasi
gerekebilir (9). Biitiin bunlardan ¢ikan bir sonug olarak
SNL’nu sapatamak icin radyoizotop maddeyi tek basina
kullanmak daha giivenilir gibi goriilmektedir.

Cikar Catismasi:
Yazarlar ¢ikar ¢atigsmasi olmadigini bildirmistir.

Klinik pratigimizde kullandigimiz metilen mavisine karsi
komplikasyon oranimiz sadece 2 (%0,4) olguda Grade-I
reaksiyon seklindeydi. Ancak olasi alerjik reaksiyonlardan
kacinmak i¢in sadece siklikla radyoizotop ile islem
yapilmaya devam edildi.

Metilen mavisi uygulamasi farkli sekilde yapilabilmektedir.
Intradermal veya intraparankimal enjeksiyonlar seklinde de
SNL yapilabilecegi bildirilmistir. Ancak intradermal
metilen mavisi enjeksiyonundan sonra daha cok ciltte
eritematdz lezyonlar, cilt nekrozu ve ylizeyel iilserlerin
ortaya ¢iktig1 gosterilmistir (10).

Metilen mavisi ciltte lokal enfeksiyondan cilt nekrozuna
kadar genis bir spektrumda etki edebilir. Bu yazida 5 yillik
bir slirecte meme cerrahisi uyguladigimiz hastalarin
verilerini paylagtik ve bu yillar arasinda metilen mavisi
sonrast gelismis olan komplikayonlar1 ve bunlar1 yonetim
seklimizi rapor ettik. Metilen mavisi meme kanseri
cerrahisinde aksilla sentinel lenf nodu oOrneklemesinde
halen ¢ok yaygin kullanilan giivenli bir yontemdir. Fakat
komplikasyon gelismesi durumunda da bunun sonuglari
tekrarlayan cerrahi girisimler gerektirecek kadar ciddi
olabilmektedir. Metilen mavisine sekonder gelismis
komplikayonlardan bazilar1 kozmetik agidan kalic1t negatif
etkilere yol acgabilir. Komplikasyon gelismesi durumunda
ise bunlarin yonetimi bize gelisebilecek diger
komplikasyonlari yonetme agisindan yol gosterici olacaktir.
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Yazarlar Dr. Ahmet Kocakusak’a tesekkiir eder.
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Fluoxetine-Induced Reversible Galactorrhea and Hyperprolactinemia:
A Case Report

Fluoksetine Bagli Geri Doniisiimlii Galaktore ve Hiperprolaktinemi: Bir Olgu Sunumu

Mehmet Hamdi Orum

Kahta State Hospital, Psychiatry Clinic, Adiyaman, Turkey.

ABSTRACT

Selective serotonin reuptake inhibitors can lead to increased prolactin levels and galactorrhea. Herein, we reported a
40-year-old female patient who developed galactorrhea and hyperprolactinemia two weeks after initiation of fluoxetine 20
mg/day. Galactorrhea was discontinued after the fifth week of fluoxetine withdrawal and prolactin levels reached normal
limits. The patient's depressive symptoms disappeared with citalopram 40 mg/day and no similar side effects were observed

Keywords:
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Galactorrhea,
Prolactin,
Hyperprolactinemia

during follow-up. Clinicians should be aware of the hyperprolactinemia and galactorrhea adverse effects of fluoxetine.

OZET

Secici serotonin geri alim inhibitorleri prolactin diizeyi yiikselmesine ve galaktoreye yol agabilir. Burada, 20 mg/giin
fluoksetin tedavisine baglandiktan iki hafta sonra galaktore ve hiperprolaktinemi gelisen 40 yasinda bir kadin hastayi
sunduk. Fluoksetin kesilmesinin besinci haftasindan sonra galaktore kesildi ve prolaktin seviyeleri normal sinirlara ulasti.
Hastamin depresif semptomlar: sitalopram 40 mg/giin ile ortadan kalkti ve takipte benzer yan etkilere rastlanmadi.

Anahtar Kelimeler:
Fluoksetin,
Galaktore,
Prolaktin,
Hiperprolaktinemi

Klinisyenler, fluoksetinin hiperprolaktinemi ve galaktore yan etkilerine karsi uyanik olmalidir.

INTRODUCTION

Physiological conditions such as stress, sleep, physical
exertion, coitus, pregnancy; pathologic conditions such as
pituitary and hypothalamic disorders; primary hypothyroidism,
seizures, chest wall trauma, herpes zoster infection, renal
insufficiency, cirrhosis; pharmacologic agents such as
antihypertensive, opiates, cocaine, metoclopramide, and
psychotropic drugs can increase prolactin (PRL) levels and
cause galactorrhea (1, 2). Antidepressants (ADs) such as
selective serotonin reuptake inhibitors (SSRIs), tricyclic
antidepressants, monoamine oxidase inhibitors can also
cause hyperprolactinemia (3). Case reports on citalopram (4),
paroxetine (5), sertraline (6), and fluoxetine-induced
hyperprolactinemia (7) are available through the literature.
However, the hyperprolactinemia and galactorrhea may
develop with one of the aforementioned ADs, but not with
another. Herein, we discussed a patient who developed
galactorrhea and hyperprolactinemia due to fluoxetine and
recovered with citalopram.

CASE

A 40-year-old married female patient was admitted to the
psychiatric outpatient clinic with irritability, having no
interest in things, lack of energy, and disturbed sleep. Phys-
ical examination was unremarkable. The patient was
diagnosed with major depressive disorder (MDD) accord-
ing to the fifth edition of diagnostic and statistical manual
of mental disorders. Hamilton depression rating scale
(HDRS) score was 41 (8). She was diagnosed with MDD

five years ago and was managed with cognitive behavioral
therapy. There was no history of using psychotropic drugs.
The patient was managed by fluoxetine 20 mg/day. Two
weeks after starting fluoxetine, galactorrhea developed.
Laboratory analysis revealed hyperprolactinemia (PRL
level was 62 ng/ml [normal limits: 4.79-23.3 ng/ml]). The
patient’s thyroid, kidney and liver function tests were
within normal limits. Magnetic resonance imaging of the
brain was normal. The relatives of the patient stated that
there was no change in dietary and fluid intake in recent
days. The patient had no drug use other than fluoxetine.
Systemic diseases and allergies were not reported. Hyper-
prolactinemia and galactorrhea were attributed to fluoxe-
tine. Fluoxetine was stopped and citalopram 20 mg/day
was started. After 2 weeks, galactorrhea continued; the
PRL level was found to be 45.3 ng/ml; citalopram dose
was increased to 40 mg/day. In the fifth week after
fluoxetine was discontinued, the PRL level was found to
be 20.8 ng/ml; galactorrhea did not continue. At the end
of three months, the patient's MDD symptoms almost
disappeared. HDRS score was 22. No similar side effects
were reported during the follow-up of the patient. The
patient and his relatives were warned about
hyperprolactinemia and galac-torrhea due to fluoxetine
use and written informed consent was received from the
patient to publish her data. Naranjo Adverse Dug
Reaction Probability Scale (NADRPS) score of the patient
was 7 (9).
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DISCUSSION

This case report was evaluated as a case of hyperprolactinemia
and galactorrhea due to fluoxetine; there was a temporal
relationship between them. Other causes of hyperprolactinemia
were excluded. The NADRPS score indicates a probable
association between drug use and side effect (9). World
Health Organization (WHO) defines ‘probable’ as an event
or laboratory test abnormality, with reasonable time
relationship to drug intake. WHO also says this relationship
cannot be explained by disease or other drugs (10).
Although the mechanism of hyperprolactinemia and
galactorrhea by fluoxetine use has not yet been completely
explained, several mechanisms are blamed. Fluoxetine
blocks the serotonin reuptake transporter in the presynaptic
terminal which results in sustained levels of
S5-hydroxytryptamine (5-HT) in certain brain areas.
Serotonergic activation via interneurons of
prolactin-secreting factors is a possible mechanism.
Serotonin may be mediated by serotonergic

inhibition of prolactin inhibitory factors such as dopamine.
Other mechanisms are the direct stimulation of the
postsynaptic serotonergic ~ receptors in the
hypothalamus and the blockade of tuberoinfundibular
dopaminergic neurons (7, 11). Mondal et al. (11),
emphasized that fluoxetine induces an increase in
prolactin via possible postsynaptic pathways. Chatterjee et
al. (12), Papakostas et al. (13) reported an elevation in
prolactin due to fluoxetine use. In our patient, citalopram
was started after fluoxetine was stopped, and prolactin
increase and galactorrhea were not observed during
follow-up.

As a result, fluoxetine, a widely used SSRI, can cause
hyperprolactinemia and galactorrhea. These side effects
are reversible and can be switched to another SSRI. The
physicians should be aware that patients taking fluoxetine
could experience galactorrhea and prolactin elevation.
Further studies are needed to explain the pathophysiological
mechanisms by which fluoxetine affect prolactin.

Conflict of Interest: No conflict of interest was declared by the author.
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Parotid Adenoid Cystic Carcinoma Metastasizing to the Liver: A Case Report

Karacigere Metastaz Yapan Parotis Adenoid Kistik Karsinomu: Bir Olgu Sunumu
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ABSTRACT

Adenoid cystic carcinoma is a rare malignant neoplasm of the salivary gland. Salivary gland neoplasms constitute 3% of
cancers of all sites, of which, 10—15% are malignant. Though adenoid cystic carcinoma is the most common malignant
tumor of the submandibular, sublingual and minor salivary glands, it accounts for only 15% of parotid cancers. They are
generally slow-growing and spread relentlessly to adjacent structures. Hematogenous spread is more common than
lymphatic spread, the common sites of metastasis being the lung, bone, liver, and brain. We present a case of multiple liver
metastases occurring 3 years after surgery for adenoid cystic carcinoma of the parotid gland. The primary therapy,
metastasis, and outcome of adenoid cystic carcinoma are discussed.

OZET

Adenoid kistik karsinom tiikriik bezinin nadir goriilen malign bir tiimériidiir. Tiikriik bezi neoplazileri tiim kanserlerin
%3 ’iinii olusturur ve bunlarin %10-15"i maligndir. Ayni zamanda adenoid kistik karsinom submandibuler, sublingual ve
minor tiikriik bezlerinin en stk malign tiimoriidiir. Parotis kanserlerinin sadece %15 'ini olusturur. Bunlar genel olarak
yavas biiyiir ve ¢evre dokuya agresif yayilir. Hematojen yayilma, lenfatik yayilmadan daha yaygindir, yaygin metastaz
bolgeleri akciger, kemik, karaciger ve beyindir. Parotis bezinde adenoid kistik karsinom olan ve ameliyattan 3 yil sonra
multiple karaciger metastazlar: goriilen vakayr sunduk. Adenoid kistik karsinomun birincil tedavisi, metastazi ve sonucu

Merve Dogan
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INTRODUCTION

Adenoid cystic carcinoma (ACC) is a rare malignant
neoplasm of the salivary gland. Salivary gland neoplasms
constitute 3% of cancers of all sites, of which, 10-15% are
malignant. Though ACC is the most common malignant
tumor of the submandibular, sublingual and minor salivary
glands, it accounts for only 15% of parotid cancers. They
are generally slow-growing and spread relentlessly to
adjacent structures. Hematogenous spread is more
common than lymphatic spread, the common sites of
metastasis being the lung, bone, liver, and brain (1-2). We
present a case of multiple liver metastases occurring 3
years after surgery for ACC of the parotid gland.

CASE

A 60-year-old woman presented with a small swelling
beneath the right ear lobe of 4 months duration. The swell-
ing measured 2 x 1 cm placed in the superficial part of the
parotid and was not fixed. There was no facial nerve palsy
or palpable cervical nodes. Fine-needle aspiration cytology
(FNAC) was carried out which showed the lesion to be
ACC. The clinical staging was T1, NO, M0O. The patient
underwent a total conservative parotidectomy after a meta-
static workup. Histopathology revealed ACC with cribri-
form pattern and perineural invasion. 60 Gy adjuvant
external beam radiotherapy was administered post-opera-

tively to the parotid area and the neck. The patient was
placed on regular follow-up. Three years after primary
surgery, the patient presented with heaviness and pain in
the right hypochondrium of 15 days duration. The patient
was anicteric and abdominal examination revealed firm
nodular and non-tender enlargement of the liver. There
were no ascites. The surgical site and neck were clinically
normal. The chest roentgenogram was normal. Ultrasonog-
raphy (US) of the abdomen revealed multiple metastatic
lesions scattered in both lobes. The core-needle biopsy was
performed to distinguish primary and secondary from the
lesion in the liver. Histopathological examination, the
tumors consist of characterized by a nest of tumor cells
interrupted by sharply punched-out spaces filled with a
basophilic matrix that form infiltrative tubular and cribri-
form structure (Figure 1). The tumor cells show scant
cytoplasm and typically have small angulated and hyper-
chromatic nuclei (Figure 2). Immunohistochemical exami-
nation revealed that tumor cells were positive stain for
CD117 (Figure 3) typically restricted to inner epithelial
cells and focal positive stain for S100 to peripheral myoep-
ithelial cells but negative for CDX2, Heppar. This was in
keeping with the diagnosis of ACC.

Liver function tests were normal and a US-guided FNAC
revealed metastatic ACC. Since the lesions were multiple
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and scattered over both lobes of the liver, surgical option
was not considered and the patient was offered palliative
chemotherapy which she declined. She developed pedal
edema and abdominal distention 20 months after detection
of liver metastasis. On clinical examination, the patient

Figure 1: Hematoxylin/eosin staining of an adenoid cystic
carcinoma (Magnification, X100).

DISCUSSION

Although ACC is the second most common malignant
salivary gland neoplasm and constitutes approximately
one-third of all salivary gland malignancies it constitutes
only 15% of parotid neoplasms (1). As ACC is neurotropic,
frozen section analysis of nerve margins is suggested
especially when the nerve is grossly involved by the tumor.
A total conservative or a radical parotidectomy is advocat-
ed for ACC though the main intent is to obtain a tumor-free
area of at least 1 cm. ACC, with its often unusually slow
biologic growth, tends to have a protracted course and
ultimately a poor outcome, with a 10-year survival report-
ed to be less than 50% for all grades (2). These carcinomas
typically show frequent recurrences and late distant metas-
tases (3). In a retrospective review of 92 cases, tumor size
greater than 4 cm was associated with an unfavorable
clinical course (4). Cribriform and solid patterns seen
histologically were thought to predict more biological
aggressiveness while tubular patterns represented a more
differentiated pattern of ACC. Over long periods of patient

was anicteric but the liver had increased in size and the
abdomen showed evidence of a little free fluid. Chest CT
scan was normal. Bone scan did not suggest any metastatic
focus. The patient died a month later still without evidence
of local recurrence or pulmonary metastasis.

& Y T 1
oy, o % w
b s ﬁ i TR
\) % e e

- i "‘ y x ;' "’f e
AT e T P

Figure 2: These spaces are not true glandular lumens but
represent stromal invaginations (pseudocysts). They are
filled with eosinophilic material or basophilic myxoid
mucinous material (Magnification, x200).

follow-up, such grade based prognostication is less valid.
Currently, stage and tumor location are the only factors
considered prognostically significant (5). Radiotherapy has
been used as a primary modality for patients with surgical
contraindications and in those with unresectable
neoplasms. Though no improvement in survival is report-
ed, the use of adjuvant radiation improves locoregional
control and disease-free survival. This patient received
adjuvant radiation and did not have any locoregional
recurrence.

Regional metastasis is less common occurring in about
17% while systemic failure occurs in 33 to 50% of the
patients (1,2). Through involvement with distant
metastases are unpredictable, organs involved in the
order of decreasing frequency are lung, bone, brain, and
the liver (1). Other rare metastatic sites of the parotid and
non-parotid ACC include stomach, toe, choroids, brain,
and skin (6). The initial site of metastasis is usually the
organ containing the first capillary bed (first filter) and
hence lungs would be the common site of metastasis (7).
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Figure 3: CD117/KIT positive in epithelial cell component
(CD 117, x200).

Clinical observations from various malignancies have
indicated that metastasis from certain types of tumor
tends to occur in specific target organs leading to the
famous 'soil and seed' hypothesis where metastatic cells
'home' to the organ (8). Though liver metastasis has been
reported, most of the liver metastases reported are of non-
parotid ACC (1). The occurrence is usually metachronous
or synchronous with metastasis to other organs like the
lung as it is the first filter. In the series of Spiro, of the 74
patients developing metastasis from salivary gland ACC,
23 did so without loco-regional recurrence while 5 had
isolated bone metastasis (1). Sung and colleagues found
metastases in 46 out of 94 head and neck ACC (9). In that
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study, only one patient developed liver metastasis and that
patient had metastasis to both lung and bone. In this case,
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ACC is a rare malignant tumor of the parotid gland. Metastasis
can manifest very late and hence a long-term follow-up
and a high index of suspicion are necessary to diagnose
them early. An annual ultrasound study of the abdomen
would be desirable on follow-up. Unlike metastasis from
other malignancies, these grow indolently and long-term
survival can be expected even with multiple metastases as
also evidenced in the present case. Chemotherapy could be
considered in selected patients as a therapeutic option for
metastatic disease.
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Superior Vena Cava Syndrome with Mediastinal Mass

Mediyastinal Kitle ile Birlikte Stiperiyor Vena Kava Sendromu
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Istanbul University-Cerrahpasa, Cerrahpasa Medical Faculty, Department of Emergency Medicine, Istanbul, Turkey.

Figure a,b: Thorax CT shows, Vena Cava was almost completely obstructed (asterisk)

Superior vena cava (SVC) syndrome can be seen with any
condition that leads to obstruction of blood flow through
the SVC (1). Obstruction might develop due to various
causes including malign and benign ones, direct invasion
of tumor into the SVC, external compression of the SVC,
and thrombosis in the SVC. Intrathoracic malignancy is
responsible for about 65% of the cases with SVC
syndrome and SVC obstruction is the presenting symptom
of a previously undiagnosed tumor in up to 60% of these
cases (2-3).

In this case, a 21-year-old woman was admitted to the
emergency department with the complaint of swelling of
face and neck, short of breath for a month. There was no
history of illness. In the physical examination swelling and
edema were observed on her face and neck, telangiectasia
and, enlarged blood vessel on the upper chest wall, and a
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decrease in respiratory sounds in the right bottom lung
zone.

Thorax computed tomography (CT) and IV contrast-en-
hanced neck CT was performed. In thorax CT image
pleural effusion of about 7 cm was observed on the
right side, there was a 7x7 cm mass filling the anterior
mediastinum and vena cava was almost completely
obstructed (Figure). In our case, the fact that the patient had
no history of malig-nancy and the presenting complaint
was SVC syndrome made our case important.
Generally, SVC syndrome occurs in patients with
malignancy and it is easier for the clinician to diagnose
when patients apply to the emergency department with
existing complaints. It should be kept in mind that SVC
syndrome can also occur in a patient without any
disease history.
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How will the Health Literacy and Crowded Emergency Room Be Affected After the

COVID-19 Pandemic?
COVID-19 Pandemisinden Sonra Saglik Okuryazarlig1 ve Kalabalik Acil Servisler Nasil Etkilenecek?
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Abdullah Algin
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Health literacy evaluates a person’s ability to read the
information and tables about health, to use the proper
gadgets related to personal and family health, to calculate
the right timing and dosage of prescribed drugs, to partici-
pate in research, and to comment about health-related and
environmental policies. The concept of health literacy,
which was first used by Scott K. Simonds in 1974, is used
in international literature more and more every day (1). The
term has been rarely used for 25 years, but after this period,
it has started to be used intensively in America and Europe
and it has been the subject of many studies ever since (1).
The low level of health literacy is a public health problem
worldwide. Especially the populations who are below
average in socioeconomic status are more prone to having
low health literacy (1).

Sometimes emergency department patients and their
relatives have to make quick and important decisions about
their suddenly developed or newly diagnosed health
problems. Health literacy affects the patient-physician
relationship, the perception of the newly developed health
situation, and the decision to be taken with regards to this
situation. According to the current literature, it is highly
recommended to increase health literacy in order to prevent
negative outcomes, to increase compliance with physi-
cian’s recommendations and to decrease subsequent visits
to the emergency department (2).

Coronavirus 2019 (COVID-19), was identified for the first
time on December 31, 2019 as an airborne disease and
declared as a pandemic by the World Health Organization
on March 11, 2020 (3). During the pandemic, governments

took different approaches in order to prevent the spread of
the disease. Posters, TV programs and advertisements
about the disease, its transmission, and prevention methods
such as maintenance of good hygiene practices and infor-
mation about disinfection were broadcasted. The public
was informed through social media and the internet. Both
private and public companies had to organize training
programs for their employees about the virus. The use of
masks and adherence to social distancing have been made
compulsory by governments, especially in closed areas (4).
Emergency services and emergency triage rooms have
been restricted worldwide to ensure the isolation and
management of COVID-19 patients during the pandemics.
While the total number of visits to the emergency depart-
ment has decreased in this period, the number of patients
who were admitted to the hospital with COVID-19 infec-
tion related symptoms has increased (5).

As the authors, we think that the educational activities of
governmental and private institutions in the pandemic
process will have a positive impact on health literacy,
globally. We contemplate, that the positive effect on health
literacy will improve patient-physician relationships as
well as the patients” compliance to treatment and further-
more will decrease the number of emergency department
visits, especially for departments with particularly high
numbers of patients. We believe that the exact effect of the
COVID-19 pandemic on health literacy and patient
management in crowded emergency services will be
demonstrated through research that is to be carried out after
the pandemic.

Conflict of Interest: No conflict of interest was declared by the authors.
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