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ABSTRACT

Objective: Significant technological advances in recent years have led to increased use of technological
devices, which can foster repetitive behaviors and dependence on technology. Technology dependence warrants
thorough examination due to its physical, social, and psychological effects. This study aims to present students’
perspectives on technology dependence, including its definition, causes, adverse effects, and recommendations
for prevention and treatment.

Materials and Methods: This mixed-method study employs a descriptive sequential design. The quantitative
phase involved 203 out of 268 first-year medical students from Siileyman Demirel University. The quantitative
component assessed students’ reliance on technology and identified groups for qualitative research. In the
qualitative component, 15 participants were divided into four focus groups. Semi-structured interviews were
conducted using a phenomenological design, investigating addiction perceptions, examples, causes, negative
effects, and suggestions. Data were thematically evaluated using MAXQDA 2020.

Results: The study identified various perceptions of addiction, including feelings of being trapped, being unable
to quit, experiencing deficiencies, or being overly focused on specific activities. Examples of addiction included
cigarettes, alcohol, caffeine, sugar/salt, narcotics, technology, interpersonal relationships, and gambling. Factors
contributing to technology dependence were individual, social, environmental, and familial.

Conclusion: Dependence on technology has psychological, physical, and social consequences. Participants
proposed personal, familial, and community-based solutions. The study proposed methods for preventing,
treating, and rehabilitating technology dependence.

Keywords: Qualitative Research, Internet Addiction Disorder, Addiction Medicine
OZET

Amagc: Son yillarda teknolojide 6nemli gelismeler yaganmakta ve teknolojik cihazlarin kullanimi artig
gostermektedir. Bu durum, bireylerin davranislarinin tekrarina ve teknoloji bagimliliginin olusmasina sebep
olabilmektedir. Teknoloji bagimlilig: fiziksel, sosyal ve psikolojik etkileri sebebiyle derinlemesine incelenme
gerektirmektedir. Bu tez ¢alismasinda 6grencilerin teknoloji bagimlilik durumlarimi, 6grencilerin géziinden
teknoloji bagimliliginin tanimini, bagimliliga yonelten nedenleri, bagimliligin olumsuz etkilerini, bagimliligt
onleme ve tedavi Onerilerini ortaya koymay1 amagladik.

Materyal ve Metot: Calisma; karma arastirma yontemi olarak agimlayici sirali desenle dizayn edilmistir.
Nicel kisimda 6rneklem Siileyman Demirel Universitesi Tip Fakiiltesi donem 1 dgrencileridir (203/268).
Nicel kisimda 6grencilerin bagimlilik diizeyleri teknoloji bagimlilig1 6lgegine gore ortaya koyuldu ve nitel
arastirmaya katilacak gruplar olusturuldu. 4 odak gruptan 15 kisi nitel ¢calismaya dahil edildi. Nitel kisimda
fenomenolojik desen kullanilarak veriler derinlemesine goriismeler yoluyla yart yapilandirilmis goriisme formu
kullanilarak elde edildi.
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Aragtirma sorulari; bagimlilik algisini, bagimliliga verilen 6rnekleri, teknoloji bagimliliginin nedenlerini,
teknoloji bagimliliginin olumsuz etkilerini ve onerileri degerlendirmeye yonelikti. Verilerin analizinde ise
MAXQDA 2020 kullanilarak veriler tematik kodlama yoluyla ¢6ziimlendi.

Bulgular: Arastirma sonucunda bagimlilik olgusunun; ayr1 kalamama, takili kalma, vazgegcememe, eksikligini
hissetme, kotii bir sey, sigara, bir seyi yapmay1 birakamama, dizi, bir seye daha fazla yonelme seklinde
tanimlandig1; bagimliliga iliskin verilen 6rneklerin ise sigara, alkol, kafein, seker/tuz, uyusturucu, teknoloji,
insan, kumar bagimlilig1 seklinde oldugu belirlendi. Teknoloji bagimlili§ina yol acan faktorlerin bireysel,
sosyal, ¢evresel ve ailevi sebepler altinda sekillendigi tespit edildi.

Sonug¢: Teknoloji bagimliliginin olumsuz etkileri ise psikolojik, fiziksel ve sosyal etkiler basliklar1 altinda
incelendi. Katilimcilar tarafindan gelistirilen ¢oziim Onerileri ise bireysel, ailesel ve kamusal oneriler
temalartyla sunuldu. Arastirma sonuclarindan yola ¢ikarak; teknoloji bagimliligin1 6nleyici, tedavi edici ve

rehabilite edici birtakim 6neriler ortaya koyuldu.

Anahtar kelimeler: Niteleyici Arastirma, internet bagimlilig1 bozuklugu, Bagimlilik tibb1

Introduction

Technology has advanced significantly in recent years,
leading to a surge in the use of computers, tablets, and
smartphones. These technological devices enable quick
access to information and facilitate rapid connections
between users, potentially having either positive
or negative impacts on people’s social and familial
lives (1,2). Widespread use of technology can create
a dependency on these tools for many individuals.
Rapid advancements in technology often contribute to
issues of overindulgence and dependency. Technology
addiction can arise through repetitive habits such as
playing online games, frequenting websites with
sexual content, or forming new connections on social
media (3-5).

Physicians, like members of other professional
associations, play a crucial role in combating addiction.
To effectively address addiction, medical students
should receive education on this topic beginning in
their first year of study. As future leaders in combating
addiction, it is essential to educate medical students

Figure 1. Study Population and Sample Size

on this issue. As role models, doctors must also strive
to avoid addiction. Preventing addiction among future
medical professionals can shape cultural norms and
lifestyles. Examining technology addiction among
today’s medical students is crucial, as they will
become tomorrow’s healthcare providers. This study
aims to assess the extent of technology addiction
among students and identify related themes, including
students’ perspectives on technology addiction, its
causes, consequences, and recommendations for
prevention and treatment.

Materials and Methods

This study was conducted online between May 2021
and June 2021 due to the COVID-19 pandemic. Ethical
approval was obtained from the Clinical Research
Ethics Committee of Siileyman Demirel University
Faculty of Medicine (Approval No. 72867572-
050.01.04-423, dated 30 December 2020). The study
population consisted of 268 first-year medical students
at Siileyman Demirel University. A total of 203

Study Population: Siileyman Demirel University Faculty of Medicine students

Sample: Siileyman Demirel University Faculty of Medicine, term 1 students (n=268)

203 students (75.4%) were included in the quantitative part.

15 students (7.3%) were included in the qualitative part.

Included in the qualitative part:

Participants
2 1 50

Fully dependent
Quite dependent 10 6 60
Moderately dependent 65 4 6.1
Lowly dependent 65 4 6.1
Not dependent 2 0 0
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students (75.4%) agreed to participate in the study.
Participants completed a Personal Information Form
and the “Technology Addiction Scale,” and the
findings were used to assess their levels of technology
addiction.

The research was conducted using an exploratory
sequential mixed methods design, incorporating
both quantitative and qualitative approaches. A
phenomenological design was employed to explore
participants’ lived experiences, aligning with a case
study framework. The explanatory design, as defined
by Creswell et al. (2003),

follows a sequential explanatory framework
comprising two components: an initial quantitative
phase, succeeded by a qualitative phase aimed at
elucidating or enhancing the quantitative findings (6).

A Semi-Structured Interview Form, prepared by the
researcher, was used to collect qualitative data during
the interviews.

Data Collection Tools

The Personal Information Form consisted of 10
items designed to examine participants’ demographic
information, habits related to the use of technological
devices, and the frequency of their device usage.
This form was utilized to obtain data relevant to the
objectives of the study.

Technology Addiction Scale (TAS): The Technology
Addiction Scale (TAS) was developed in 2017 as part
of athesis by Fatih Aydin at Ankara University, Institute
of Educational Sciences, under the supervision of
Prof. Dr. Nurettin Simgek (7). It includes the following
subscales:

» Social Network Addiction (SNA)

» Instant Messaging Addiction (IMA)
¢ Online Gaming Addiction (OGA)

*  Website Addiction (WA)

The Cronbach’s alpha coefficients of the subscales
were calculated as follows: IMA 0.806, SNA 0.786,
OGA 0.897, and WA 0.861. Addiction levels were
determined by calculating the arithmetic means, and
the minimum and maximum levels of technology
addiction were identified.

The TAS survey results guided the categorization of
participants into five groups based on their levels of
technology addiction. Once categorized, participants
were randomly selected from each group using
a predetermined order facilitated by software.
Consent was obtained from selected individuals who
volunteered to participate. Interviews were conducted
using

the Zoom platform, with both video and audio
recordings captured. Focus group interviews were

originally scheduled with groups of four participants
each. However, due to one participant opting out at the
last minute, the final arrangement included four groups
comprising a total of 15 participants. The researcher
conducted all interviews personally, following
appointments arranged with the participants.

Semi-Structured Interview Form: The Semi-Structured
Interview Form consisted of five open-ended questions
developed by the researcher to explore participants’
perspectives on addiction and technology addiction in
depth. The questions included:

1. What does addiction mean to you?

2. Can you give an example of addiction?

3. What are the reasons that lead you to addiction or
excessive engagement with technology?

4. Are there any negative effects of technology
addiction?

5. If so, what are they? What do you think should be
done in the context of combating
addiction?

Participants were informed that video and audio
recordings would be conducted, their personal
information would remain confidential, and their
actual names would be anonymized as “interviewer.”
They were also informed that the interviews would last
approximately one hour. Interviews were terminated
upon reaching data saturation—when no new
viewpoints or ideas emerged during the qualitative
data-gathering process.

Qualitative Data Analysis

In line with the study’s methodology, data redundancy
was observed after the 15th participant, indicating
that sufficient saturation had been achieved.
Consequently, interviews were discontinued after
the 15th participant. This study employed a “coding
within a general framework” methodology. Audio
and video recordings of each focus group interview
were transcribed verbatim, with careful attention
given to participants’ emotions and facial expressions
during discussions. The transcripts, totaling 47 pages
and 19,368 words, were reviewed multiple times by
three family medicine academic researchers to ensure
accuracy and consensus. The transcripts yield a total
of 47 pages and 19,368 words. The initial interview
lasted 50 minutes, the subsequent interview lasted 45
minutes, the third interview lasted 42 minutes, and
the fourth interview lasted 66 minutes, resulting in an
average interview duration of 50 minutes. During data
collection, transcription, and analysis, participants’
real names were used to maintain the integrity of
the data. However, after completing the analysis,
their identities were anonymized using the term
“interviewer.” Alphanumeric coding was intentionally
avoided to ensure participants were not dehumanized.
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The transcription process utilized computer software
capable of accounting for participants’ moods and
facial expressions. Following transcription, the data
were analyzed through inductive thematic coding,
with deductive reasoning applied to confirm the
compatibility of emerging themes. To enhance
reliability, multiple researchers used a “Data
Workbook” to systematically evaluate thematic
coding. The analysis was conducted using MAXQDA
2020 software, which facilitated the development
of concept maps to identify connections related to
“technology addiction.”

Results

The quantitative component of the study included
all first-term medical students from the Faculty of
Medicine at Siileyman Demirel University (N=268).
The qualitative component comprised a sample of
first-term students from the same population who
participated in focus group interviews.

Based on the results of the “Technology Addiction
Scale,” students were categorized into five groups
according to their addiction levels: fully dependent,
fairly dependent, moderately dependent, lowly
dependent, and not dependent.

Table 1. Data of Participant Students

Internet Usage

* Two students were classified as fully dependent;
both were contacted, and one  volunteered  to
participate in the focus group interviews.

* Among the ten fairly dependent students, six
volunteered for the focus group interviews, while
four additional interviews were conducted.

* From a group of 65 students categorized as
moderately dependent and 124 students categorized
as lowly dependent, four participants were selected
for the focus group interviews. Selection was based
on their scores, ensuring diversity in gender, age,
and socioeconomic status.

* The two students classified as not dependent
were unreachable, as they did not provide contact
information.

A total of 15 participants were included in the focus
group interviews, comprising seven males and eight
females, with a mean age of 18.9 + 2.1 years. During
the grouping process, care was taken to ensure
that participants’ technology addiction levels were
comparable within each focus group.

The sociodemographic characteristics of the
participants, along with their internet usage durations,
technology addiction levels, and interview durations,
are presented in Table 1.

Interview Dura-

Code Name Gender Age Duration TAS Level o (o)
(hours)
Interviewer 1 Male 21 >17 82 Highly addicted 50
Interviewer 2 Female 17 >17 74 Highly addicted 50
Interviewer 3 Male 21 3-4 84 Highly addicted 50
Interviewer 4 Female 18 >17 78 Highly addicted 50
Interviewer 5 Female 19 =7 76 Highly addicted 45
Interviewer 6 Female 18 >17 74 Highly addicted 45
Interviewer 7 Male 20 3-4 99 Fully addicted 45
Interviewer 8 Female 20 >7 56 | Moderately addicted 42
Interviewer 9 Male 18 5-6 53 | Moderately addicted 42
Interviewer 10 Male 20 =7 61 | Moderately addicted 42
Interviewer 11 Female 19 3-4 49 | Moderately addicted 42
Interviewer 12 Female 19 =7 43 Low addicted 66
Interviewer 13 Male 18 >7 38 Low addicted 66
Interviewer 14 Female 18 3-4 48 Low addicted 66
Interviewer 15 Male 18 1-2 34 Low addicted 66




Dogan et al.

The concept maps generated from the interviews
encompassed four main themes:

Definition of Addiction

Examples of Addiction

Reasons for Technology Addiction
Recommendations for Combating Technology
Addiction

bl ol e

Each main theme was elaborated using detailed analysis
and supported by direct quotations from participants.
These quotations were integrated into the findings
to provide depth and illustrate the themes. To ensure
clarity and maintain confidentiality, the interview
numbers of participants were indicated in parentheses
following their responses (e.g., Interviewer 3).

Responses to Interview Questions:

What does addiction mean to you?

more affinity to someting
4

cigarette’ /
P4
/ P

/ o Series
-

badthing 1

_,_—Description of Addiction

7 \ -

being sad in absence
difficult to give up

can not stay away

Stuck in

Participants’ definitions of addiction included
“inability to be separated,” “being stuck,” “inability
to give up,” “feeling of deficiency,” “inability to stop
doing something,” “something bad,” “smoking,”
“being more inclined towards something,” and “TV

series.”

One participant described addiction as the “inability to
function without it” (I11). Another elaborated:

“...I think addiction means that it doesn’t leave our
minds enough to affect our daily lives... After all, apart
from living our lives freely, it is always in a corner of
our minds, and we want to spend our time on it, apart
from our responsibilities in daily life.” (112)

A third participant added:

“...When I hear the word addiction, it reminds me of
the things that I feel incomplete without when I quit.”

(I6)

Technology addiction was a recurring focus during
the interviews. Some participants associated addiction
primarily with technology:

“I' have never seen anyone around me addicted to drugs,
so I immediately think of technology addiction.” (112)

“Although technology addiction is more prevalent, 1
have never witnessed anyone using substances.” (113)

Codes and themes were identified from participants’
answers to “What are the causes of technology
addiction?” According to the literature, participant
data on addiction was divided into three categories:
“Individual Factors,” “Social and Environmental
Factors,” and “Family Factors.”

Technology-specific theme Addiction has eight
subsections: “Not finding fun”; “Feeling empty”;
“Fear of missing out”; “Being happy on the Internet”;
“Need to share”; “Expensive hobbies”; “Early Internet
exposure”; and “Sense of competition”.

“When I’'m bored and have nothing to do, I use
technology more.” (I15) “At home, we struggle to find
activities and rely heavily on technology and phones.”
I11)

Participants claimed that their life was a large ‘empty’
that they filled with technical items because they
couldn’t find anything to replace it.

“...I'm getting bored because my life has become
monotonous. You just sit and stand in front of the
computer and there’s nothing else to do. You can play
TV shows, movies, and games as much as you want,
but it doesn’t work. I just sit in empty space.” (I1)

“...Right now, we are alone at home, there is no one
around, and no matter what we do, after a while, we
fall into that void.” (I3)

Participants who find their lives uninteresting and find
satisfaction in watching people on the internet said, “It
can be a boring life, I can’t say anything in place of
others, but for me, my life is pretty boring right now.”

(18)

Participants also said that internet sharing speed has
increased social media’s influence.

Eight themes describe technology addiction’s social
and environmental factors: “Pandemic”, “Asociality”,
“Communicating easily”, “Discovering new worlds”,
“Keeping up with the environment”, “Following the
agenda”, “Social phobia”, and “Getting along better

with virtual friends.”

Causes of Technology Addiction

The most common answer to the question “What
are the causes of technology addiction?” was the
pandemic. Participants often stated that they were at
home due to the COVID-19 pandemic and that they
were more interested in technology due to limited
opportunities.
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Interviewee 4, who thought that she had no life left
with the pandemic, mentioned that she spent her
time by following events on the internet: “When
the pandemic first started, I used to watch series
regularly for 1-2 months. ...But now the pandemic has
progressed and it’s like I don’t have my own life, so
I constantly follow events or current events on social
media, I create something to think about during the
day, like that.”

Some participants stated that they tended to use
technological devices more because they could not
find an environment where they could socialize,
thinking that they could stay away from technological
environments by doing social activities.

Findings on the Negative Effects of Technology
Addiction

Data on the negative impacts of technology addiction
collected from participants were divided into three
categories: “Psychological Effects,” “Physical Effects,”
and “Social Effects.” The topic of psychological
effects included ten subsections: “Dissatisfaction,”
“Neglecting daily tasks,” “Time loss,” “Lack of
concentration,”  “Academic  underachievement,”
“Attributing failures to addiction,” “Getting lost in
other people’s lives and missing one’s own life,” “Loss
of self-confidence,” “Getting easily bored,” or “Failure
to achieve goals.” The physical consequences subject
was divided into six sub-themes: “Eye problems,”
“Musculoskeletal problems,” “Headaches,” “sleep
disorders,” “Changes in body weight,” and “Autism.”
The issue of social effects was divided into three sub-
themes: “communication problems,” “withdrawal
from social activities,” and “family conflicts.”

Recommendations for Coping with Technology
Addiction

Three main categories emerged for recommendations
on managing technology addiction: Individual
Recommendations, Family Recommendations, and
Public Recommendations.

Individual Recommendations

Individual recommendations highlighted eleven sub-
themes, including pursuing hobbies, deleting mobile
applications or limiting usage time, socializing,
allocating technology-free time intervals, keeping
technological devices out of reach, setting personal
goals, leading an active and organized life, seeking
psychological support, using simpler, non-smartphone
devices, and establishing a structured study routine.

Many participants reported that particular interests,
such as testing new recipes, reading books, participating
in sports, and adopting a pet, helped them limit screen

time and stay involved offline. While these hobbies
provided other ways to spend time away from screens,
several participants, such as G7, expressed financial
restrictions in following these interests, indicating a
lack of affordable activities.

Strategies like removing or rearranging

mobile apps and consciously limiting screen time
were regularly discussed. For example, G10 stated, “I
silence and hide my phone while studying.” To keep
focus, I strive to remove distractions, including those
from myself.

Family recommendations

The family-centered recommendations included
eight sub-themes: parental supervision, delaying the
introduction of internet use for children, quality family
time, parents as role models, parental education on
technology addiction, raising children’s awareness
of addiction, introducing hobbies to children, and
avoiding imposing bans.

Participants underlined the need for parental
involvement in monitoring their children’s technology
use. Observing children’s internet activity under
parental supervision was deemed critical for
combating technology addiction. G12 stated, “I used
my father’s phone under his supervision. He tracked
the websites I visited at the time.” Some interviewees
also suggested that family members temporarily hold
electronic gadgets such as phones or tablets during
study sessions to assist children in focus.

The concept of limiting children’s exposure to
technology received widespread approval, with some
participants advocating that parents keep their children
away from technology for as long as possible to reduce
addiction dangers. For example, the G7 said: “Perhaps
they can delay initial exposure to technology or limit
social media usage as long as they can.”

Quality family time was considered as a helpful
strategy for preventing children’s technology
addiction. G9 offered an example of a family activity:
“Families could read books together every evening at
9 p.m., which provides structured, tech-free time.”
G9 shared an example of family activity: “Families
could read books together every evening at 9 p.m.,
which provides structured, tech-free time.”

Participants were also encouraged to start from a
foundation of family awareness and openness. GO,
for example, stated, “We are alone in our resistance
to technology use. We need to address this from
the source by creating more space, awareness, and
responsibility among families and young people. Our
parents should be part of this effort from the start.”

A “sibling influence” was also noted as a positive
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tool in raising awareness about the drawbacks of
social media, with G13 remarking, “Criticism works
for my sibling. I often pointed out the drawbacks of
social media, even calling it pointless, and by the time
my brother got a phone, he had no interest in social
media.”

While participants agreed on introducing hobbies to
children, G6 cautioned against imposing strict bans,
noting, “Prohibiting anything just makes it more
appealing. It often has the opposite effect and fails.”

Public Recommendations

Public proposals focused on boosting hobbies,
education and awareness, expanding social activity
areas, and encouraging sports. Many participants
proposed that the government could help fund
affordable hobbies and recreational activities. G12
expressed concern that economic constraints can
impede the development of interests, stating, “Life
is expensive, and we may struggle to pursue hobbies.
Economic improvement may also help to reduce
addiction. Some participants recommended mandatory
extracurricular activities in schools to encourage
pupils to pursue their hobbies. G15 stated: “American
high schools often require club involvement

for graduation, which could be a way to reduce
technology addiction by integrating hobbies into
school systems.”

Participants also identified technology addiction
as an issue that is frequently overlooked, with G15
stating, “Begin by tackling this undervalued issue.
It’s a legitimate addiction, just like any other, and
preventing one is far easier than stopping one. “Not
starting is the best approach.”

G15 also advocated for non-authoritarian public
awareness campaigns, highlighting the importance of
adult assistance.

Adults who want to break their internet addiction may
not have family support, but social support can assist.
Public programs could help addicts without pressuring
them to give up social media or hobbies.

Additional social spaces were suggested because
participants believed that having easy access to
cinemas, theaters, and social activity centers would
reduce screen time. G10 stated, “Public places should
be freely accessible by foot or public transportation.
“Access to social areas is important.” G6 stated that the
state should prioritize youth-oriented social venues. It
would help us live a more balanced lifestyle.”

Public recommendations preferred improved sports
infrastructure. Additional sports facilities, bike lanes,
pedestrian walkways, and sporting events were
proposed. G2 commented: “The government could

support sports by creating dedicated bike routes and
pedestrian paths.” G11 stated: “Publicly funded sports
tournaments could increase interest in sports and
provide a healthy outlet for people.”

These multi-level proposals emphasized the
importance of collaboration among individuals,
families, and governmental organizations in reducing
technology addiction and promoting healthy living.

Discussion

Technology addiction is spreading and needs proactive
detection and treatment. First-year medical students’
addiction knowledge, causes, effects, and prevention
attempts were examined using interpretative
phenomenological analysis. Students identified
technology addiction as a behavioral dependency with
preoccupation, mood swings, tolerance, withdrawal,
and life difficulties like substance addiction. Addicts
felt “stuck” with their devices and incapable of control.

Social, economic, and psychological factors affect
technology addiction. Family issues, academic
difficulties, social  isolation,  socio-economic
constraints, and lack of options contribute. Easy online
entertainment, stress management, procrastination,
and a lack of quality in-person interactions or family
time were regularly reported as addiction triggers.

Technology addiction is a big problem in modern
communities, and like other addictions, it must be
addressed. This study examines first-year medical
students’ technology addiction views holistically using
interpretive phenomenological analysis. We explored
addiction perception, instances, causes, effects, and
prevention. As in our study computers, smartphones,
and the Internet have risen rapidly, gaining popularity.
Technology addiction produces obsession, emotional
changes, tolerance, withdrawal symptoms, quitting
issues, life problems, and loss of control (8).
Technology addiction promotes social disengagement,
sleeplessness, and focus issues, especially

in youth. Screen time impairs cognitive and academic
performance. Internet overuse reduces communication
skills, social relationships, and family disputes in
socially and developmentally sensitive children and
young people (9). We found the same results according
to the interviewers.

Technology Addiction Education That Works

1. Awareness in School Curriculums: Self-regulation
in early schooling is important. Discussions in basic
and secondary health and computer literacy programs
can lay the groundwork. Universities and non-
formal education institutions should provide first-
year students workshops on the effects of excessive
technology use during this crucial adjustment period.
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2. Family Support and Parent Education Plans:
Parents must learn technology exposure control
for kids and teens. Co-using technology with kids,
modeling balanced use, and tech-free family events
assist. Families can set healthy digital boundaries with
parental counseling (10).

3. Public awareness and hobby support: Government-
supported initiatives can prevent excessive technology
use and encourage balance. Public health initiatives
should encourage sports and arts as affordable and
alternative youth activities. Activities at youth centers
with leisure and sports facilities can prevent technology
overuse (11).

4. Digital Literacy Research and Development:
Studying digital addiction behavior patterns will
improve intervention approaches. Integrate mental
health and counseling services into addiction treatment
clinical methods for prevention and intervention (12).

Conclusion

More study is needed to understand and prevent
tech addiction. Universities and other schools should
encourage structured intervention. Government,
education, and mental health must work together
to fight digital addiction. To establish global best
practices, academic institutions and public health
initiatives should develop and test awareness and

prevention pilot projects.
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ABSTRACT

Objective: Depression is a condition often observed in patients with chronic heart diseases. Early diagnosis
and treatment of depression are crucial for managing chronic heart diseases, improving patients’ quality of life,
and restoring functionality.

Methods: The study, conducted at the Haseki Training and Research Hospital Internal Medicine Clinic,
compared the depression status of patients with heart failure to those with other chronic diseases without heart
failure using the Beck Depression Scale.

Results: Depression levels are high in inpatients, and having heart failure does not significantly increase
depression levels. Having a chronic disease as an inpatient increases depression levels. Widowhood, low
educational levels, unemployment, limited daily physical activity, and comorbidities affect the depression rate
in patients with chronic diseases.

Conclusion: Having a chronic disease as an inpatient increases depression levels. In addition to the factors
influencing patients’ depression levels, improving patients’ daily physical capacity may also help.

Keywords: Heart Failure, Depression, Chronic Disease.

OZET

Amag: Depresyon, kronik kalp hastaliklarinda sik olarak gozlemlenen bir hastaliktir. Depresyonun erken
tanimi ve tedavisi kronik kalp hastaliklarinda ¢ok 6nem tagimakta ve hastanin yasam kalitesinin artmasini ve
fonksiyonlarii yeniden kazanmasini saglamaktadir.

Materyal ve Metot: Calismaya Haseki Egitim ve Arastirma Hastanesi Dahiliye Servisinde, 1 Ekim 2012-15
Aralik 2012 tarihleri arasinda yatan hastalar dahil edildi. Kalp yetmezligi olan hastalar ile kalp yetmezligi
olmayan ancak kronik hastalig1 olan hastalarin depresyon durumlar1 Back Depresyon Olgegi ile belirlenerek
karsilastirildi.

Bulgular: Yatan hastalarda depresyon sikligimin fazla oldugu ve kalp yetmezligi olmasmin depresyon
sikligimi artiran ek bir faktér olmadig: tespit edilmistir. Yatan hastada kronik hastaliginin olmasi depresyon
sikligin1 artirmaktadir. Kronik hastaligi olan yatan hastalarimizda depresyon sikligini; hastanin dul olmasi,
egitim seviyesinin diisiik olmasi, hastalarin ¢alismiyor olmasi, giinliik fiziksel aktivitelerin kisitli olmasi ve ek
hastaliginin olmasi etkilemektedir.

Sonug¢: Yatan hastada kronik hastaliginin olmasi depresyon sikligini artirmaktadir. Hastalarin depresyon
sikligin1 etkileyen faktorler arasinda hastalarin giinliik fiziksel kapasitesi artirilabilir.

Anahtar Kelimeler: Kalp Yetmezligi, Depresyon, Kronik Hastalik.
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Kalp yetmezligi (KY), eriskin toplumda %]1-2
arasinda goriilen ve tiim diinyada tahminen 64,3
milyon insam1 etkileyen kronik bir hastaliktir (1).
Fizyopatolojisinde kalbin igerisinde basing artigin
olusturan yapisal ve fonksiyonel anormallikler yer
alir (2). Depresyon, kisinin islevselligini bozacak
sekilde psikomotor aktivitenin, bilisselligin etkilendigi
¢cokkiin duygudurum bozuklugudur (3). Kronik kalp
hastaliklar1 insidansi1 ile major depresyon arasinda
prospektif iliski gosterilmistir. Bu iliski iki yonli
olarak  degerlendirilmektedir. ~ Birincisi  depresif
semptomlarin varliginda kardiyak risk artmaktadir.
Ikincisi ise depresyonun siddeti ile gelecek kardiyak
hastalik yasanmasi arasindaki paralelliktir. Depresyon,
trombosit aktivitesinde pihtilasmaya egilimin artmasi,
hipotalamus-hipofiz-adrenal aksin etkilenmesi, immiin
fonksiyonlarda ve inflamasyonda degisimlerin olmasi
ve otonom sinir sisteminin etkilenmesi yollar1 ile
kardiyak fonksiyonlari etkileyerek etki eder (4). KY’de
depresyon azimsanmayacak diizeyde goriilmekte ve
prognoz iizerinde olumsuz etkileri bulunmaktadir.
Depresyon ile kalp yetmezliginin semptomlarin
benzer olmalari da depresyonun tedavisinin ikinci plana
atilmasima neden olmaktadir (5). Kronik hastaliklarda
hastaligin tam olarak iyilesmemesi ve sikayetlerin belli
bir oranda siirekli bulunmasi depresyonun olugmasina
zemin hazirlamaktadir. Kronik hastaliklarda fizyolojik
degisiklikler kisinin kendine bakamamasma neden
olmakta ve sagligin kaybi ile dogrudan depresyona
neden olabilmektedir. Ayni sekilde depresyon da kronik
hastaligin gidisatin1 olumsuz etkilemektedir (6). KY
de bir kronik hastalik olmasina ragmen depresyon
oranlarinda farkliliklar goriilmektedir. Calismanin
amact kalp yetmezligi hastalar1 ile kalp yetmezligi
olmayan kronik hastalarda depresyon durumlarmin
karsilastirilmasidir.

Materyal ve Metot

Arastirmaya, 1 Ekim 2012-15 Aralik 2012 tarihleri
arasinda, Haseki Egitim ve Arastirma Hastanesi
Dahiliye Klinigine yatan kalp yetmezIligi olan 30 hasta
ile kalp yetmezligi olmayan ancak kronik hastalig1
olan 30 hasta dahil edilmistir. Arastirmada veriler
Anket Formu ve Beck Depresyon 6l¢egi kullanilarak
toplanmistir. Form ve Olcekteki soru ve maddeler,
aragtirmaci tarafindan hastanin onami alinarak, yiiz
ylize goriiserek hasta odasinda doldurulmustur. Anket
formunda yas, cinsiyet, medeni durum, meslek,
egitim durumu, alkol ve sigara kullanimi, calisma
durumu, ek hastaligin varligi, hastalik bilgisi, hastalik
siresi, kullandig1 ilaglar, hastaneye yatis, yatis
siiresi, psikiyatrik Oykiisii sorgulandi. Hastalarin
giinliik aktivite durumlart gorligme esnasinda hem
gbzleme suretiyle hem de hasta yakinlarindan alinan
bilgi ile degerlendirildi. Kendi basina yemek yeme,
tuvalete gitme ve ev disina ¢ikma gibi giinliik yasam
aktivitelerini yapamayan hastalar gilinlik yasam
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aktiviteleri kisitli olarak alind1. Beck Depresyon Skalast
1961 yilinda Beck tarafindan gelistirilmig kiginin
kendini duygusal, biligsel, somatik ve motivasyonel
olarak degerlendirmesini saglayan dortli Likert
tarzinda 21 sorudan olusmaktadir. Bu sorulardan 11
madde bilislere, 5 madde bedensel belirtilere, 2 madde
duygulara, 2 madde davranislara ve 1 madde ise kisiler
arast belirtilere ayrilmigtir. Hastalardan kendisine en
uygun cevabi vermesi istenerek ve her bir soru igin 0,
1, 2 ve 3 puanlan verilerek hesaplanmaktadir. Toplam
63 puan lizerinden hesaplamada kesme puani olarak
20 alindi. Tiirk toplumu i¢in gegerlilik ve giivenirlilik
caligmasi Tegin tarafindan uyarlanmistir (7).

Istatistik analizinde veriler SPSS (Statistical Package
for Social Scienses) for Windows 17,0 programi
kullanilarak degerlendirildi. Tanmimlayic1 istatistik
olarak siirekli degiskenler ortalama ve standart sapma
olarak, kategorik degiskenler de yiizde olarak ifade
edildi. Her bir grupta degerlerin dagilimmin homojen
olup olmadig1 Kolmogorov Smirnov Z testi ile bakildu.
Dagilimi diizenli olmayanlar Man Whitney U testi,
diizenli olanlar Student t testi ile analiz edildi. Kategorik
degiskenler ki kare testi ile degerlendirildi. Gruplar
arasindaki iliski i¢in Pearson korelasyon analizi yapildi.
P<0,05 istatistiksel olarak anlamli kabul edildi. Bu
caligmanin yapilmasi ig¢in Haseki Egitim ve Arastirma
Hastanesi Egitim Planlama Kurulundan izin alinmistir.
Calismada Helsinki Bildirgesindeki etik degerlere bagl
kalinmigtir.

Bulgular

Kalp yetmezligi olmayan kronik hastaligt olan
hastalarin %60,0’1nda, kalp yetmezligi olan hastalarin
ise %73,3’linde depresyon tespit edilmis olup bu
iki grup arasinda depresyon agisindan anlamli fark
bulunmamistir (p=0,273) (Tablo 1).

Kalp yetmezIligi olmayan kronik hastalig1 olan hastalar
ile kalp yetmezligi olan hastalarda depresyon durumlar1
agisindan fark bulunmamasi {izerine hastalarin
ozelliklerinin degerlendirilmesinde gruplar birlikte ele
alindi. Hasta ozellikleri ve depresyon sikligr iliskisi
incelendiginde; cinsiyet agisindan fark bulunamaz iken
(p=0,582) medeni duruma gore degerlendirildiginde
dul/bekar olanlarda evli olanlara gore depresif
belirti varligt daha fazla izlendi (p<0,001). Egitim
durumuna gore degerlendirildiginde ise egitim
seviyesi diisiik olanlarda depresif bulgulara daha fazla
rastland1 (p=0,01).Calisip ¢alismama durumuna goére
degerlendirildiginde ise ¢alisan 3 kiside depresif belirti
bulunmadi ve ¢alismayanlarda daha fazla tespit edildi
(p=0,012). Bununla birlikte ek hastaligi olanlarda
ve giinlik hayat kisitlamas: bulunanlarda depresyon
durumu daha fazla tespit edildi (p=0,042, p=0,004).
Bagimlilik agisindan degerlendirildiginde ise sigara ve
alkol kullanimima gore depresif belirti agisindan fark
bulunamadi (p=0,355, p=0,36). Hastaligin tanisini ve
tedavisini bilmesi veya bilmemesi depresif durumlari
acisindan farklilik olusturmamistir (p=0,179, p=0,200).
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Psikiyatrik hastalik gegmisi, psikiyatrik ilag kullanimi
ve sosyal destek varligi acisindan bakildiginda ise
hastalarda depresif bulgularda farklilik g6riilmedi
(p=0,736, p=0,511, p=0,656) (Tablo 2).

Tartisma

Bu ¢alisma, hastanede yatan kalp yetmezligi (KY) ve
diger kronik hastaliklara sahip bireylerde depresyon
varligini kargilagtirmay1 amaglamaktadir. Bulgularimiz,
KY hastalarinda depresyon risk oraninin %73,3, diger
kronik hastaliklara sahip bireylerde ise %60,0 oldugunu
gostermektedir. Ancak, gruplar arasinda depresyon
orani agisindan istatistiksel olarak anlamli bir fark
bulunmamasi her iki hasta grubunda da depresyonun
yaygin bir sorun oldugunu ve kronik hastaliklarin kisi
psikolojisini olumsuz etkiledigini diisiindiirtmektedir.
Bununla birlikte kisinin evli olmasi, egitim seviyesinin
yiiksek olmasi, c¢alisiyor olmasi, ek hastaliginin
olmamasi, giinlik aktivitelerinde  kisitliliginin
olmamasi depresyon gelismemesi agisindan olumlu
goriilmektedir. Diger yandan hastalarin cinsiyeti,
sigara ve alkol kullanimi, hastalik tan1 ve tedavisini
bilip bilmemesi, psikiyatrik gegmisinin olup olmamasi
depresyon varligi agisindan anlamli bulunmamustir.
Toplumda depresyon prevelanst kadinlarda %5,
erkeklerde ise %12 oraninda bulunmaktadir (8). Yine
iilkemizde kadinlarda yapilan bir ¢aligmada depresyon
prevelens1 %27,71 oraninda bulunmustur (9). Kronik
hastaliklarda depresyon orani %20 ila %80 arasinda
degismekte iken bu oran agrinin varliginda artmaktadir
(6). Diyabetli hastalarda bu oran %51,1, kanser
hastalarinda ise %68 oraninda bulunmustur (10, 11).
Bizim ¢aligmamizda ise kronik hastaliklarda depresyon
orani %60,0 oraninda bulunmustur.

KY’nin yasam kalitesine olumsuz etkileri depresyona
neden olabilmektedir. Bu hastalara siirekli tibbi
miidahale gereksinimi ve giinliik aktivitelerin
kisitlanmas1 depresyona zemin hazirlayabilir. KY
hastalarinda depresyon oranlarmin topluma gore
yiiksek oldugu bildirilmistir (12). Kalp Yetmezligi
ve depresyon {izerine yapilan meta-analizde bu
oranin %41,9 oraninda oldugu bildirilmistir (13).
Caligmamizda da literatiir ile uyumlu olarak depresyon
oranlar1 kronik hastaliklarda %60,0, KY hastalarinda
ise %73,3 bulunmustur. Bu oranlarin g¢alismamizda
yiiksek ¢ikmasmin nedeni ¢alismaya hastanede yatan
hastalarin alinmast olabilir.

KY’li hastalarda giinliik aktivitenin kisitlanmig olmasi
ve yasam belirsizligi depresyona neden olabilmektedir
ve mortal diisiince, hastalar1 ruhen rahatsiz etmektedir
(14). Diger taraftan depresyon, KY’nin temel
nedenlerinden biri olan koroner arter hastaligi icin
bagimsiz risk faktoriidiir (15). Calismamizda da giinlik
aktivitenin kisith olmasi 6nceki c¢alismalara benzer
olarak depresyon agisindan anlamli bulunmustur. Bu
durum KY hastalarinda kardiyak rehabilitasyon ile kalp
fonksiyonlarinin artirllarak giinliik yasam aktivitelerini

yapabilme Kkabiliyetlerinin kazanilmasinin = 6nemli
oldugunu gostermektedir.

Calismamizda; medeni durum, egitim seviyesi, ¢caligma
durumu, giinliik yagamin kisitlanmasi ve ek hastalik
varlig1 gibi faktorlerin depresyon prevalansi iizerinde
anlamli etkiler yarattig1 gdzlemlenmistir. Evli olmayan
(dul) hastalar, daha diisiik egitim seviyesine sahip olanlar,
calismayanlar, giinliik yasam aktivitelerinde kisitlamasi
olanlar ve ek hastalig1 bulunanlar arasinda depresyon
oranlarmin daha yiliksek oldugu bulunmustur. Bu
bulgular, sosyal destek eksikligi, diisiik sosyoekonomik
durum ve hastaligin fiziksel zorluklarinin depresyon
gelisiminde 6nemli rol oynadigini ortaya koymaktadir.
Kronik hastaliklarda dul olmanin depresyonu artirdigt
calismalarda one g¢ikmaktadir (16). Benzer sekilde,
diger arastirmalar da kronik hastaliklarin bireylerin
ekonomik ve sosyal durumlarini etkileyerek depresyon
riskini artirdigin gostermektedir (6, 17).

Calisma sonucunda elde edilen verilere gore; cinsiyet,
sigara ve alkol kullanimi, hastaligin tani ve tedavisi
hakkindaki bilgisi gibi faktorler depresyon oranlarini
etkilememistir. Bu durum, depresyonun daha ¢ok
kronik hastaliklarin getirdigi fiziksel ve psikososyal
zorluklarla iligkili oldugunu diisiindiirmektedir. Ayrica,
psikiyatrik 6ykii ve sosyal destek varligi gibi faktorler
de depresyon prevalansi iizerinde anlamli bir etki
gostermemistir, bu da hastalarin psikiyatrik destek alma
oranlariin diisiik olabilecegini veya mevcut destegin
yeterli gelmedigini disiindiirmektedir. Literatiirde de
depresyonun kronik hastaliklar iizerindeki etkilerinin
kompleks ve ¢ok boyutlu oldugu, bu nedenle ¢evresel
faktorlerin yani sira bireysel farkliliklarin da dikkate
alinmasi gerektigi vurgulanmaktadir (18).

Bu galigmanin kisitlamalart katilimer sayisinin kiigiik
olmas1 ve verilerin tek bir merkezden toplanmasidir.
Ayrica, depresyon riskinin Beck Depresyon Olgegi ile
degerlendirilmesi, klinik tani yerine yapilan &lgegin
6z bildirim yontemine dayanmasi nedeniyle sonug
hastalarin egitim durumundan etkilenebilir. Gelecek
calismalarda, daha genis Orneklem gruplarindan
toplanan verilerle KY ve kronik hastalarda depresyon
prevalansinin daha kapsamli bir sekilde incelenmesi
faydali olacaktir.

Sonug¢

Bu calisma, KY ve diger kronik hastaliklara sahip
bireylerde depresyon prevalansinin yiiksek oldugunu
ve depresyonun hastalarin yagsam kalitesi ve hastalik
prognozu iizerinde olumsuz etkileri oldugunu
gostermektedir. Kronik hastaliklarda depresyonun
erken tanisi ve etkili yonetimi, hastalarin sagligini ve
yasam kalitesini iyilestirmek i¢in kritik Gneme sahiptir.
Kronik hastalar degerlendirilirken biitiinciil bakis agisi
ile fiziksel sagligin yaninda psikolojik ve sosyal yonden
de degerlendirilmesi genel sagligin iyilesmesine katki
saglayacaktir.
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ABSTRACT

Objective: Eye or head deviation accompanied by contralateral hemiparesis or hemiplegia is common in
patients with large vessel occlusion, as it indicates frontoparietal lobe damage. This study aimed to investigate
the frequency of large vessel occlusion in patients presenting with eye or head deviation accompanied by
contralateral hemiparesis or hemiplegia.

Materials and Methods: Patients with contralateral hemiparesis or hemiplegia accompanied by eye or head
deviation who were admitted to our emergency department between January 2018 and January 2020 were
retrospectively evaluated and included in the study. Patients diagnosed with ischemic stroke due to large vessel
occlusion and who underwent mechanical thrombectomy were identified.

Results: A total of 164 patients were included in the study, eight of whom were diagnosed with intracranial
hemorrhage. Thus, 95.1% of patients presenting with these symptoms had an ischemic stroke. Mechanical
thrombectomy was performed in 93.9% of patients presenting with these symptoms to the emergency department
and in 98.7% of patients diagnosed with ischemic stroke. Successful reperfusion (mTICI > 2b) was achieved in
92.8% of patients, and good functional outcomes (mRS < 2) were observed in 39.6% of patients at discharge.
The symptomatic intracranial hemorrhage rate was 5.1%, while mortality was 14.2%.

Conclusions: This study suggests that contralateral hemiparesis or hemiplegia accompanied by eye or head
deviation is highly indicative of large vessel occlusion. Patients with these symptoms can be admitted directly
to the angiography suite in appropriate centers.

Keywords: Acute Stroke, Angiography Suite, Cerebral Angiography, Thrombectomy
OZET

Amac: Kontralateral hemiparezi/hemiplejinin eslik ettigi goz/bas deviasyonu, frontoparietal lob hasarina isaret
etmesi nedeniyle biiyilk damar tikaniklig1 olan hastalarda sik goriiliir. Bu ¢aligmada kontralateral hemiparezi/
hemiplejinin eslik ettigi goz/bas deviasyonu olan hastalarda biiyiikk damar tikanikligi sikligini arastirmayi
amagcladik.

Materyal ve Metot: Ocak 2018 ile Ocak 2020 tarihleri arasinda acil servisimize basvuran kontralateral
hemiparezi/hemipleji ile birlikte goz/bas deviasyonu olan hastalar retrospektif olarak degerlendirildi ve
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caligmaya dahil edildi. Biiyiik damar tikanikligina bagli iskemik inme tanisi ile mekanik trombektomi uygulanan

hastalar belirlendi.

Bulgular: 164 hasta caligmaya dahil edildi. Sekiz hastaya intrakraniyal kanama tanis1 konuldu. Bu nedenle bu
klinikle bagvuran hastalarin %95,1°1 iskemik inme gecirmisti. Acil servise bu semptomlarla bagvuran hastalarin
%93,9’una, iskemik inme tanisi alan hastalarin ise %98.7’sine mekanik trombektomi islemi uygulandi.
Islem sonunda hastalarin %92,8’inde basarili reperfiizyon (mTICI > 2b) sagland1 ve taburculukta hastalarin
%39,6’s1nda iyi fonksiyonel sonuglar (mRS < 2) gozlendi. Semptomatik intrakraniyal kanama orani %35,1 iken,

mortalite %14,2 idi.

Sonuclar: Bu ¢alismada, géz ve/veya bas deviasyonunun eslik ettigi kontralateral hemiparezi/hemiplejinin
yliksek oranda biiyiik damar tikanikliginin gostergesi olabilecegi ve bu klinige sahip hastalarin uygun
merkezlerde dogrudan anjiyografi odasina alinabilecegi kanaatindeyiz.

Anahtar kelimeler: Akut inme, Anjiografi odasi, Serebral anjiografi, Trombektomi

Introduction

Mechanical thrombectomy is the most important
treatment for ischemic stroke due to large vessel
occlusion (LVO) and early recanalization produces
good results (1). Although door-to-puncture (DTP)
and puncture-to-recanalization (PTR) times have
decreased over the past 15 years, there has been no
significant change in symptom onset-to-door (OTD)
time (2). Despite all efforts, the lack of expected
improvement in OTD time has led to a focus on
door-to-recanalization (DTR) time. As the symptom-
recanalization time increases, the probability of
regaining a good functional outcome gradually
decreases, resulting in an approximately 26% decrease
in good functional outcome for every 30 minutes of
delay (3). Therefore, rapid transfer to the angiography
suit will contribute to improvement in functional
results.

Contralateral hemiparesis/hemiplegia accompanied
by eye/head deviation suggests frontoparietal lobe
damage and an indicator of larger hemispheric
damage (4-6). It is noteworthy that the rate of LVO
detection increases in scales on which eye deviation
and hemiparesis are present together, among the scales
used for pre-hospital LVO detection (7-10). In the
literature, studies aiming to investigate direct transfer
to the angiography unit have mostly focused on the
‘The Rapid Arterial Occlusion Evaluation Scale’
(RACE) (9) and National Institutes of Health Stroke
Scale (NIHSS) (11-15). Although these scales include
eye deviation and motor weakness, there is limited
literature suggesting that contralateral hemiparesis/
hemiplegia accompanied by eye/head deviation may
indicate large vessel occlusion independent of other
findings.

There is a need for an indicator of large vessel
occlusion that can be easily and quickly detected in
the emergency department. Therefore, we aimed
to investigate whether contralateral hemiparesis/
hemiplegia accompanied by eye and/or head deviation
can indicate large vessel occlusion.
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Material and method

In this retrospective cohort study, cases admitted to the
emergency department within the first 24 hours from
the onset of symptoms in the last 2 years (1 January
2018 - 1 January 2020) with contralateral hemiparesis/
hemiplegia accompanied by eye/head deviation were
evaluated. Patients who did not present within the first
24 hours of symptom onset, patients with a previous
history of stroke, patients with previously known eye
movement defects were excluded from the study. One
stroke neurologist and one interventional neurologist
independently reviewed the neurological examination
of all patients to determine the presence of eye/head
deviation and contralateral hemiparesis/hemiplegia at
admission. All patients included in the study received
a non-contrast brain computed tomography (CT),
and if no bleeding was detected, then they underwent
contrast-enhanced brain and neck CT angiography
(CTA). LVO was detected in CTA and digital
substruction angiography (DSA). Demographic data
including age, sex, medical history, risk factors and
baseline NIHSS, onset-to-admission imaging time,
onset-to-treatment time, presence of clinical eye or/
and head deviation and moderate or severe hemiplegia
on the baseline neurologic examination, modified
Rankin Scales (mRS) at 90 days were collected from
the interventional database.

The patients who underwent thrombectomy were
divided into four groups regarding their presentation
(eye deviation and moderate hemiparesis (3/5 muscle
strength on neurological examination), eye-head
deviation and moderate hemiparesis, eye deviation
and severe hemiparesis (0-2/5 muscle strength on
neurological examination), eye-head deviation and
severe hemiparesis.

After the data obtained from the study were coded,
they were analyzed using the SPSS (Version 22.0,
SPSS Inc., Chicago, IL, USA) package program.
Continuous variables with normal distribution were
expressed as mean =+ standard deviation, while
continuous variables with non-normal distribution
were expressed as median (minimum- maximum), and
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categorical data were expressed as numbers (%). In
statistical analyses, the conformity of the measurement
variables to the normal distribution was evaluated
with the Kolmogorov-Smirnov test. Kruskal-Wallis
and Mann-Whitney U tests were used to compare
continuous variables that did not fit the normal
distribution. Correlation coefficients were determined
by Spearman correlation test. Statistical significance
level was accepted as p < 0.05 for all tests.

This study was approved by the local ethics committee.

Results

A total of 164 patients with contralateral hemiparesis/
hemiplegia accompanied by eye and/or head deviation
who presented to the emergency department within the
specified date range were included in the study. Among
164 of these patients, eight of them were diagnosed
with intracranial hemorrhage. Moreover, two of these
patients had M3 occlusion and were not eligible for
endovascular treatment. IV tPA was administered for
two cases with M3 occlusion.

A total of 154 acute ischemic stroke (AIS) patients
(age, 70.7 £ 9.8 years; men, 85 (55.2%) treated with
mechanical thrombectomy were identified. There was
a higher proportion of males in the LVO group (55.2%
versus 44.8%), but this difference was not statistically
significant. Median NIHSS at admission was 14
(range: 5-25), and initial median CT ASPECT score
was 8. Successful reperfusion (mTICI 2b-3) at the end
of the procedure was achieved in 143 patients (92.8%).
Functional independence (mRS 0-2) at 90 days was
achieved in 39.6% (61/154) patients. Intravenous
(IV) tissue plasminogen activator (tPA) was given
in 72/154 patients (46.7%). Average symptom
onset to door time, door to groin puncture time and
procedure time from groin puncture to recanalization
were seen 201.5 £ 70.4 min, 26.7 = 16.7 min, 25.7
+ 12.6 min, respectively. Eight patients (5.1%) had a
symptomatic hemorrhage, and 50 cases (32.4%) had
an asymptomatic hemorrhage. The mortality rate was
14.2%. The cardioembolic source was the cause of
stroke in 55.1% (85/154) of the cases, large vessel
atherosclerosis in 12.7% (20/154) and cryptogenic
or other causes were observed in 31.8% (49/154) of
the cases. We identified internal carotid artery or / and
MCA M1 occlusion in 138 (89.6%) of the patients and
M2 occlusion in 12 (7.7%) patients, M3 occlusion in
2 (1.2%) patients, basilar artery occlusion in 2 (1.2%)
patients and PCA P1 occlusion in 2 (1.2%) patients.
Eye/head deviation and hemiparesis/hemiplegia
relation with the occlusion region are indicated in Table
1. No statistical difference was found between these
groups. Eight patients with intracranial hemorrhage.
Of the 154 patients, 150 presented with eye/head
deviation and simultaneous contralateral hemiparesis/
hemiplegia due to an anterior system stroke, while
four patients had a posterior system stroke. 4% of the
anterior system strokes were right-hemispheric, and

46% of them presented with a left hemisphere stroke.
No statistically significant difference was detected
between right and left hemispherical strokes. The
demographic and clinical characteristics of the study
population are summarized in Table 2.

Discussion

A total of 164 patients presenting to the emergency
service within the first 24 hours of onset and who
presented with contralateral hemiparesis / hemiplegia
accompanied by eye / head deviation on examination
were determined. Among these 164 patients, eight
were diagnosed with intracranial hemorrhage.
Therefore 95.1% of patients presenting with this
clinic had an ischemic stroke. Moreover, two of
these patients had M3 occlusion and were not eligible
for endovascular treatment. Besides, a mechanical
thrombectomy procedure was performed in 93.9% of
these patients who were admitted with these symptoms
to the emergency department and 98.7% of patients
with ischemic stroke presenting with this symptoms.
Patients with eye deviation and contralateral
hemiparesis upon admission to the emergency
department, can be transfer directly to the angiography
suit to improve workflow times, including door-to-
groin and onset-to-groin time.

Time to reperfusion is one of the most important
indicators of good clinical outcome and mortality after
thrombectomy (1,16). Several targets have been defined
to regulate system processes in the implementation of
mechanical thrombectomy, including symptom onset
to door, door-to-puncture (DTP), imaging to puncture,
and procedure times. Despite these efforts, delays in
pre-hospital care from the onset of symptoms to arrival
at the hospital door time still persist (2). Some scores
have been developed to predict stroke due to large
vessel occlusion and it has been reported that these
scores can be used for rapid transfer of patients to
appropriate stroke centres. Direct transfer of patients
with suspected LVO to stroke centres where mechanical
thrombectomy can be performed may shorten the
LVO (10). On the other hand, in recent years, the
idea of referring patients with suspected large vessel
occlusion directly to the angiography unit without
computed tomography has emerged, thus shortening
the DTP time. According to recent literature, direct
transfer to the angiography unit seems to be a feasible
and safe strategy to improve functional outcomes in
patients undergoing endovascular treatment (12-15).
In studies evaluating direct transfer to the angiography
suite, the NIHSS and RACE scores were mostly used
in patient selection (13-16). Pfaff et al. evaluated
the effect of direct transfer to the angiography suite
in patients with NIHSS > 7 (13). On the other hand,
Requena et al. defined the inclusion criteria as RACE
>4 and NIHSS > 10 in their study (14). Race score is a
scale that can be used by paramedics in the prehospital
period to predict large vessel occlusion and was first
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described in 2014. It includes facial paralysis (score
0-2), arm motor function (0-2), leg motor function (0-
2), gaze (0-1) and aphasia or agnosia (0-2) (9). Both
NIHSS and RACE scores include eye deviation and
limb weakness. However, they also include additional
findings such as facial weakness and difficult to
understand findings such as aphasia. On the other
hand, scoring varies according to the severity of eye
deviation and weakness. This multi-subtitled and
severity-dependent version of the NIHSS and Race
score may be confusing for emergency healthcare
professionals who do not routinely use these scoring
systems in the busy emergency department. The same
problems may be encountered in the pre-hospital
period by paramedics.

It has been known for many years that the frontal cortex
is involved in eye movements. However, recent studies
have reported that frontal, parietal, temporal, occipital
lobes and subcortical fibres connecting them with the
brain stem and cerebellum have very important roles
in the motor control of eye movements (17). Although
the medial frontal lobe is primarily responsible for
conjugated eye movements, eye deviation can be
observed in case of damage to this region or its
connections, including cortico-pontin projections,
thalamus, parictal lobe, or para-pontine reticular
formation (18). Eye deviation which can be observed
in both anterior and posterior system strokes, has
been reported between 14-33% in patients with acute
stroke, which may be associated with LVO (18,19). In
a study by Tijssen CC et al., eye deviation is reported
to be associated with the serious neurological deficit
(20). Furthermore, hemiparesis is one of the most
important findings for the NIHSS assessing stroke
severity. Eye deviation can also be seen in intracranial
hemorrhage with a rate of approximately 45% (21).

TABLES

However, hemorrhagic stroke accounts for only
13% of all strokes. Thus, only 5% of patients with a
diagnosis of stroke and eye deviation will be diagnosed
with hemorrhagic stroke. In our study, this rate was
found to be 4.9% as expected. In our study, both the
presence or absence of head deviation accompanying
eye deviation and the severity of hemiparesis were not
statistically associated with the occlusion region. In the
light of previous studies and our current observation,
contralateral hemiparesis/hemiplegia accompanied
by eye/head deviation may be indicative of ischemic
stroke due to LVO. Currently, it would be reasonable
to recommend that patients with acute stroke be
transferred directly to the angiography suite in the
early setting, and this approach may reduce door-to-
groin and door-to-recanalization time (15). Patients
with eye deviation and contralateral hemiparesis upon
admission to the emergency department, transferring
directly to the angiography unit will significantly
shorten the recanalization time.

There are some limitations of our study. The
retrospective design of the current study is one of the
limitations. Due to a small sample size we could not
perform sensitivity or specificity analysis. In addition,
a selection bias could not be ruled out and larger
studies may be needed.

Conclusion

The clinical eye/head deviation concomitant with
contralateral hemiparesis/ hemiplegia may be a
clinical indicator of a large vessel occlusion. These
findings are easy to recognise by paramedics and
patients with these findings can be transferred directly
to a comprehensive stroke centre. On the other hand,
these patients may be transferred directly from the
emergency department to the angiography suite.

Table 1: Eye / head deviation and hemiparesis / hemiplegia relationship with occlusion region

ICA: internal carotid artery, MCA: middle cerebral artery, PCA: posterior cerebral artery, p<0.05

Occlusion Eye deviation Eye/head de- Eye deviation Eye/head de-vi-
resion and moderate | via-tion and mod- and severe ation and severe
° hemiparesis erate hemiparesis | hemipare-sis hemi-paresis
ICA or/and
WIS uy (172980/) (2843(7) (203§‘V) (2133‘V) 0.056
(n=138) . 0 . 0 . 0 . 0
MCA M2 6 4 2 i 0.062
(n=12) (3.8%) (2.5%) (1.2 %) '
2
MCA M3 (n=2) (1.2 %) - - - -
. _ 1 1
Basilar (n=2) - (0.6 %) (0.6%) - 0.072
2
PCA (n=2) (1.2 %) - - - -
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Table 2: Comparison of demographic and procedural data of groups with and without eye deviation

Without Mechanical
Thrombectomy (n=10)

Performed Mechanical

Thrombectomy (n=154)

Age (year) 70.8 £ 10 70.2+6.4 0.859
Sex (Male/Female) 69/85 3/7 0.368
Admission NIHSS score 145+4.4 14+4.5 0.743
Thrombolysis (n) (%) 60 (28.4%) 0 0.467
Admission ASPECT 83+1.3 -
Right ":frfzt(’;"‘(lnl)"iﬂzi)sf’heric 81(52.6%) 6 (60.0%) 0.372
L3 Czrfiszfl(g‘(’;ipheﬁc 69 (44.8%) 4 (40.0%) 0.376
3. months mRS 2.9+2.28 3+24 0.137
Hypertension (n) (%) 85 (55.1%) 5 (50.0%) 0.896
Diabetes mellitus (n) (%) 38 (24.6%) 2 (20.0%) 0.290
Hyperlipidemia (n) (%) 65 (42.2%) 4 (40.0%) 0.630
Smoke (n) (%) 31 (20.1%) 2 (20.0%) 0.992
Atrial Fibrillation (n) (%) 45 (29.2%) 1 (10.0%) 0.564
Stroke (n) (%) 12 (7.8%) 1 (10.0%) 0.430
Heart failure (n) (%) 34 (22.0%) 2 (20.0%) 0.803

NIHSS: National Institutes of Health Stroke Scale, ASPECT: The Alberta Stroke Program Early CT score mRS:
Modified Rankin Scale
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ABSTRACT

Ramsay Hunt Syndrome occurs as a late complication of the infection caused by the Varicella Zoster virus. In
this case report, we aimed to examine the clinical features, diagnostic approaches, and treatment methods of the
disease in a patient admitted to our clinic with Ramsay Hunt syndrome.

A 33-year-old female patient presenting with vesicular, painful, and crusted herpetic lesions located in the
left auricular triangular fossa, posteroinferior to the superior cavum concha, and external auditory canal was
diagnosed with grade 4 peripheral facial paralysis according to the House-Brackmann classification. The patient
was clinically diagnosed with Ramsay Hunt syndrome.

Facial paralysis in Ramsay Hunt Syndrome is more severe and has a worse prognosis than Bell paralysis. It can
be easily diagnosed with anamnesis and physical examination. Providing appropriate medical treatment in the
early period improves the prognosis.

OZET

Ramsay Hunt Sendromu, Varicella Zoster viriisiiniin neden oldugu enfeksiyonun ge¢ bir komplikasyonu olarak
ortaya ¢ikmaktadir. Bu olgu sunumunda, Ramsay Hunt sendromu nedeniyle klinigimize yatisi yapilan olgu
iizerinden, hastaligin klinik 6zelliklerinin, tanisal yaklagimin ve tedavi yontemlerinin incelenmesi amaglandi.
Sol aurikula triangiiler fossada, siiperior kavum konkanin posteroinferiorunda ve dis kulak yolunda vezikiiler,
agril ve krutlanan herpetik lezyonlar ile basvuran 33 yas kadin hastada House-Brackmann siniflamasina gore,
grade 4 periferik fasiyal paralizi saptandi. Hastaya Ramsay Hunt sendromu tanis1 klinik olarak konuldu.
Ramsay Hunt Sendromunda fasiyal paralizi, Bell paralizisine gore daha siddetli ve daha kotii prognozla seyreder.
Anamnez ve fizik muayene ile kolayca tani konulabilir. Erken donemde uygun medikal tedavi verilmesi
prognozu iyi yonde etkilemektedir.
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Giris

Herpes zoster oticus olarak da bilinen Ramsay Hunt
Sendromu, Varicella Zoster viriisiiniin neden oldugu
enfeksiyonun ge¢ bir komplikasyonu olarak ortaya
citkmaktadir (1). Aurikula ve/veya dis kulak kanalinda
vezikiiler dokiintiiler, kulakta siddetli agr1, ipsilateral
fasiyal paralizi klasik triadin1 olusturur. Herpes Zoster
enfeksiyonlar1 igerisinde siklifi %1 olan Ramsay
Hunt Sendromu, ilk kez 1907 yilinda Ramsay Hunt
tarafindan tanimlanmistir (2). Gegirilen primer
sucicegi enfeksiyonunu takiben Varicella Zoster
viriisii, genikulat ganglionda latent kalmaktadir ve
reaktivasyonu sonrasinda siklikla fasial sinirde (VIL.
kranial sinir) inflamasyon meydana gelmektedir
(1,2). Varicella Zoster viriisii, gangliondan ayrica
ilgili dermatoma ilerleyerek, keratinositlerde viral
replikasyona yol agarak herpetiform vezikiiler
lezyonlarin olusumuna neden olur (2). Yashlik,
kemoterapi, radyoterapi, travma, malignite, immiin
yetersizlik gibi risk faktorlerinin varligi viriisiin
reaktivasyonunu kolaylastiric1 faktorlerdir. Fasiyal
sinir diginda diger kranial sinirlerinde (V, VI, VIIL, IX,
X veya XI) tutulumu sik olmamakla beraber karsimiza
cikabilmektedir (3).

Siklig1 yilda 100000°de 5 olarak bildirilmistir (3).
Bu sendrom her yasta goriilebilmektedir ancak 60
yasin lzerinde goriilme siklig1 daha yiiksektir (4).
Tanist klinik olarak konulmaktadir. Siklikla kendini
sinirlayici karakterdedir, tedavi ile komplikasyonlarin
onlenmesi, hastalik stiresinin kisaltilmasi ve analjezinin
saglanmasi amacglanmaktadir (1,4). Cocukluk dénemi
sucicegi asilari hastaligin kontrol altina alinmasinda
o6nemli rol oynamaktadir (5).

Bu olgu sunumunda, Ramsay Hunt sendromu
nedeniyle klini§imize yatisi yapilan olgu iizerinden,
hastadan yazili aydinlatilmis onam alinarak hastaligin
klinik o6zelliklerinin, tanisal yaklasimin ve tedavi
yontemlerinin incelenmesi amaclandi.

Olgu Sunumu:

Otuz ii¢ yasinda kadin hasta, 3 haftadir sol kulakta
agr1 ve son 3 giindiir sol yiiz yariminda uyusukluk,
glicstizliik, agiz kenarinda giicsiizlik sikayeti ile
tarafimza  basvurdu.  Ozgegcmisinde  esansiyel
hipertansiyon hastaligt mevcuttu ve 20 paket/yil
sigara kullanimi bulunmaktaydi. Antihipertansif
ila¢ kullanimi diginda siirekli ilag kullanimi yoktu.
Kulakta ugultu, ¢inlama veya isitme kayb1 sikayeti
yoktu. Yapilan kulak burun bogaz muayenesinde, sol
aurikula triangiiler fossada, siiperior kavum konkanin
posteroinferiorunda ve dis kulak yolunda vezikiiler,
agrili ve krutlanan herpetik lezyonlar mevcuttu.
(Resim-1).
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Resim-1. Sol aurikulada izlenen vezikiiler, krutlanan
herpetik lezyonlar.

Sol g6z maksimal efor ile kapanmamakta idi, sol alin
cizgileri kas kaldirma sirasinda silinmis izlendi ve sol
agiz kenarinda belirgin giigsiizliik mevcuttu. House-
Brackmann smiflamasina gore, grade 4 periferik
fasiyal paralizi saptandi (Resim-2).

Resim-2. House Brackmann siniflamasina gore Grade
4 periferik fasial paralizi.
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Diger kulak burun bogaz muayeneleri ve sistemik
muayenesi olagandi. Kan tetkiklerinde anlamli bir
degiskenlik goriilmedi. Yapilan odyolojik tetkikleri
normal olarak saptandi. Yapilan kontrastli temporal
MRI ve santral goriintiilemelerde anlamli bir patoloji
saptanmadi. Hastaya Ramsay Hunt sendromu tanist
klinik olarak konuldu. Hasta, Enfeksiyon Hastaliklar1
ve Dermatoloji boliimlerine konsiilte edilerek
multidisipliner olarak degerlendirildi. Giinde 3 kez
olacak sekilde 1 gram oral Valasiklovir 10 giin boyunca
ve intravendz 1mg/kg’dan metilprednizolon baslandi.
Kortikosteroid dozu 3 giinde bir 20 mg azalacak
sekilde yaklasik 10 giinde tamamlandi. Tedaviye ayn1
zamanda herpetik dokiintiilerde olugsma ihtimali olan
bakteriyel siiperenfeksiyonu engellemek amaciyla
antibakteriyel pomad ve ndronlarin uyarilabilirligini
arttirmak amaciyla B vitamin komplekslerini igeren
oral tablet eklendi.

Tedavi sonrasi birinci ay kontroliinde sol aurikuladaki
vezikiiler lezyonlarin tamamen geriledigi, fasiyal
paralizisinin tama yakin diizeldigi goriildii. Bu sirada
tip bolgesinde vezikiiler herpetik lezyonlarin gelistigi
tespit edildi (Resim 3A, 3B). Tedavi sonrasi birinci
yilinda olan hastanin lezyonlar1 ve fasiyal paralizisi
tamamen diizelmig olup takibine devam edilmektedir.

Tartisma

Ramsay Hunt sendromu, fasiyal paralizinin Bell
paralizisinden sonra en sik goriilen nedenlerindendir.
Jeon ve arkadaglari (3) tarafindan yapilan ¢alismada,
tek tarafl1 fasiyal paralizi ile basvuran 2076 hastanin
%18,1’inde Ramsay Hunt sendromu tespit edilmistir.
Sik goriilmesine ragmen prognozu Bell paralizisine
kiyasla daha kotidiir. Bell paralizisinde normale
yakin yiiz fonksiyonlarmin kazanilma oranm %90
civarinda iken, Ramsay Hunt sendromunda bu oran

Resim 3A. Tedavi sonrasi 1. ayda tamamen gerileyen fasiyal paralizi ve burunda tip bolgesinde gelisen vezikiiler

yaklagik %70°tir (1). Rekiirrens orani Bell paralizisine
gore daha nadir olmakla beraber, klinik daha siddetli
seyretmektedir (1). Olgumuzda, birinci ay takibinde
fasiyal paralizinin tama yakin diizeldigi goriilmustiir.
Tek tarafli periferik fasiyal paralizi ile bagvuran
olgularda, otalji ve vezikiiler lezyonlarin varliginda
Ramsay Hunt Sendromu diisiiniilmelidir. Mutlaka
otoskopik muayene ve oOzellikle 7. ve 8. kranial
sinirlerin muayenesi tam olarak yapilmalidir. Yine
ayn1 zamanda diger kranial sinirlerinde tutulumun
ve bunlara bagl semptomlarin da olabilecegi akilda
tutulmalidir. Olgumuzda, muhtemel 5. Kranial sinirin
de tutulumuna bagl olarak, trigeminal sinir dermatom
sahasinda vezikiiler herpetik lezyonlar meydana
gelmistir.

Ramsay Hunt Sendromunun teshisi klinik ve fizik
muayene ile konur. Akut fasiyal paralizi gelisen
bir hastada dis kulak yolu ve konka aurikulada
tipik vezikiillerin goriilmesi tan1 koydurucudur.
MRI ile intemal akustik kanalin lateralinde 7. ve
bazen 8. sinirde tutulum saptanabilir. Ancak tam
icin gerekli degildir. Erken tani, tedaviye erken
baglanmasi prognoz agisindan Onemlidir. Amag
dokiintiilerin ortaya ¢ikmasindan itibaren ilk 72
saatte tedaviye baslamaktir (6). Antiviral tedavi i¢in
7-10 giinliik uygulama yeterlidir (6). Herpes zoster
enfeksiyonlarinda kortikosteroidler antienflamatuar
etkileri nedeni ile dnerilmektedir.

Sonuc¢

Sonug olarak, Ramsay Hunt Sendromunda fasiyal
paralizi, Bell paralizisine gore daha siddetli ve daha
kotl prognozla seyreder. Anamnez ve fizik muayene
ile kolayca tani konulabilir. Erken dénemde uygun
medikal tedavi verilmesi prognozu iyi yonde
etkilemektedir.

lezyonlar, 3B. Aurikula tizerindeki tamamen gerilemis herpetik vezikiiler lezyonlar.
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ABSTRACT

Intraspinal tumors account for 15% of central nervous system tumors. The most common types are intradural-
extramedullary tumors, particularly schwannomas and meningiomas. Meningiomas typically occur in the 6th to
7th decades of life and are generally benign, slow-growing tumors.

An 81-year-old female patient presented to the neurosurgery clinic with weakness, spasms, and balance
disorders in her legs. As the loss of strength in her legs progressed, magnetic resonance imaging revealed a
mass in the intradural-extramedullary region. The tumor was completely removed through surgical intervention
and identified as a transitional meningioma in the pathological examination. Neurological findings indicated
complete recovery.

Despite the patient’s advanced age, the complete resolution of symptoms following successful surgical
treatment highlights the effectiveness of surgery performed using appropriate techniques. Furthermore, the
use of neuromonitoring during surgery played a major role in its success by providing neurophysiological
information, enabling the tumor to be removed without complications.

Key Words: Intradural-Extramedullary, Thoracic Spinal Meningioma, Spinal Tumor, Surgical Treatment
OZET

Intraspinal tiimérler, merkezi sinir sistemi tiimdrlerinin %15’ini olusturur ve bu tiimorlerin en yaygn tiirleri
intradural-ekstramediiller tiimorler, 6zellikle schwannomalar ve meningiomalardir. Meningiomalar siklikla
6-7. dekatta goriiliip genellikle bening ve yavas biiyiiyen tiimorlerdir.

81 yasindaki kadin hasta bacaklarindaki gii¢siizliik, spastisite ve denge bozukluklart ile beyin cerrahisi klinigine
basvurdu. Bacaklarindaki kuvvet kaybi ilerleyici olmasi sebebiyle, manyetik rezonans goriintilleme yapilarak
intradural- ekstramediiller bolgede bir kitle tespit edildi. Cerrahi miidahale ile timor tamamen ¢ikartildi ve
patolojik incelemede transisyonel meningioma olarak raporlandi. Norolojik bulgularda tam iyilesme saglandi.
Hastaninileri yagimaragmen, basarili bir cerrahi tedavi ile semptomlarin tamamen geri donmesi, uygun tekniklerle
uygulanan cerrahinin etkinligini gostermektedir. Ayrica, cerrahi sirasinda kullanilan néromonitorizasyon,
timoriin komplikasyonsuz bir sekilde ¢ikarilmasini saglayan norofizyolojik bilgiler sunarak, basarida biiyiik
bir rol oynamustir.

Anahtar Sozciikler: intradural Ekstrameduller, Spinal Torakal Menengioma, Spinal Tiimér, Cerrahi Tedavi
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Giris

Intraspinal tiimérler, santral sinir sistemi tiimorleri
arasinda %15 oraninda bir paya sahiptir. Bu
timorlerin biiyiik ¢ogunlugu iyi huyludur ve yerlesim
bolgelerine gore %601 extradural, %30’u intradural-
ekstramediiller, %10’u ise intradural-intramediiller
bolgelerde bulunmaktadir (1). Intradural-
ekstramediiller tiimorler arasinda en yaygin olarak
norinomlar ve meningiomlar goriilmektedir (2).

Menengiomlar tipik olarak iyi huylu yavas biiyiiyen
timorlerdir. Araknoidal hiicrelerden koken aldig:
bildirilmektedir. Daha c¢ok intrakranyal yerlesimli
olmalar1 yaninda daha az olarak %12’sinin spinal
bolgede yerlestigi bildirilir. Spinal menengiomlar,
intrakranyal olanlar gibi daha siklikla 5-7. dekatlar
arasinda goriliirler. Yavas bir seyirle biiyiiyerek
kronik spinal kord basisina ve bunun sonucunda kalici
norolojik defisitlere ve myelopatiye yol agabilirler (3).
Bu yiizden spinal kanalda bas tesiri olusturarak ¢ok
ileri yaslara ulagsmadan fark edilebilirler.

Hastalarda genellikle yatar pozisyonda ortaya ¢ikan
bel ve sirt agrilari, intradural-ekstramediiller yerlesimli
timorlerin ilk belirtileri arasinda yer alabilir. Bu
timorler, biliytimeleri ile lokalizasyonlarina bagh
olarak zaman igerisinde ¢esitli ndrolojik semptomlarin
gelismesine neden olabilirler. Ozellikle postero-lateral
yonde biiyiiyen tiimorlerde Brown-Sequard Sendromu
goriilebilirken, intradural-intramediiller tiimdrlerde
agr1 ve disestezi gibi belirtiler oncelikli olarak ortaya
citkma egilimindedirler (4).

Norolojik belirtilerin ge¢ baslamasi ve ¢ogu zaman
spesifik olmayan sikayetler bu tiimorlerin tan1 alma
siireclerini uzatabilir. Erken donemde gerceklestirilen
manyetik rezonans goriintileme (MRG), tedavi
siirecinin zamaninda baglatilmasina yardimci olmak
agisindan oldukg¢a 6nemlidir (5). Bu ¢aligmada sunulan
olgu, hastanin klinik sikayetlerinin ¢ok daha ileri yasta
ortaya ¢iktig1 ve ardindan uygulanan basarili cerrahi
miidahale ile iyilesme siirecini igermektedir. Ancak
kitlenin yerlesim yeri ve hastanin yasinin ileri olmasi
g0z Oniine alindiginda, literatiirde sunulan olgu sayis1
oldukca azdir. Bu olgu sunumunda nadir bir patoloji
icin yapilan cerrahi tedavinin yontemi ve yonetimi
birlikte sunulmustur.

Olgu Sunumu

81 yas kadin hastanin, yaklasik 1 yil dnce baslayan
ve her iki bacagin etkileyen giderek artan giic kayb1
vardi. Ozgegmisinde Diabetus Mellitus olan hastanin
her iki bacaginda uyusma sikayeti olusmus ve giinden
gline yiirime mesafesi azalmig. Yiiriime esnasinda
dengesizlik ve diisme sikayeti baglamis. Norolojik
muayenesinde ise alt ekstremitelerde motor giicii 4/5
ve destek ile mobilize olabilmekteydi. Spastik yiiriime
ve alt ekstremitelerde derin tendon reflekslerinde

24

artis (canlilik) mevcut idi. Tipik bir miyelopatik
yiirliylis gozlendi. Duyu muayenesinde torakal 3-4
seviyesinden asagisinda hafif bir his kaybi (hipoestezi)
da vardi. Radyolojik degerlendirme igin kontrast
madde ile ¢ekilen MR goriintiilemelerinde; torakal
3-4 vertebra seviyesinde 23 x 11 mm boyutlarinda
duradan koken almis kontrastlanma gosteren, dural
taili olan menengioma lehine intradural ekstramediiller
hiperdens yer kaplayict lezyon goriildi (Figiir-1A,
B.C,D).

Figiir-1: Kontrastlh torakal manyetik rezonans
gorintiilemesinde gosterilen intradural ekstramediiller
kitle. T2 flair sekans ¢ekimi ile spinal kanaldaki kitle
sar1 ok ile gosterilmektedir (Sekil A-B). T1 sekansinda
ise kitlenin kontrast madde tutulumu oldugu sart ok
ile gosterilmektedir (Sekil C-D). Kitlenin spinal kanali
tamamen daralttigi ve ciddi miktarda omurilik basisi
olusturdugu anlasilmaktadir.

Cerrahi Prosediir

Torakal vertebralar diizeyinde spinal korda ydnelik
cerrahi planlanirken kitlenin tam tizerine diisebilmek
ve dogru seviyeye laminektomi yapabilmek son
derece onemlidir. MR’da lezyonun yeri ve seviyesi
dogru sayilmalidir. Diiz grafilerde lezyonu gérmek
miimkiin degildir. Cerrahi esnasinda skopi cihazi ile
elde edilen grafilerde serviko-torakal bileskede omuz
eklemi goriintiiye engel olabilir. Bu nedenle ikinci bir
belirte¢ olusturulmalidir. Torakal bolgede cilt iizerine
metal bir cisim yerlestirdikten sonra iki yonlii serviko-
torakal vertebra grafisi g¢ekildi. Bunun i¢in metal
cismin yeri cerrahi kalem ile isaretlendi ve insizyon
sinirlart net belirlenmis oldu. Hasta ameliyathaneye
alindiginda anestezi hazirligi yapilirken bir yandan
da intraoperatif nérofizyolojik monitér (IONM)
kurulumu yapildi. Hasta uyutulurken 6zellikle anestezi
ekibine kas gevseticilerin fazla kullanilmamast
konusunda uyarilarda bulunuldu ¢iinkii kas gevsetici
etkisi fazla olursa sinir iletiminin goriintiilenmesini
baskilayabilmektedir (6,7). Kranyal bolgeye ve
alt ekstremitelerin distaline elektrotlar yerlestirildi.
Intradural timér eksizyonu sirasinda aralikli olarak
uyart verdirilerek ileti hizindaki degisim sorgulandi,
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ayrica siirekli bir EMG kaydi alindi. IONM sayesinde
noral dokunun daha hassas sekilde korunmasi
saglandi. Motor uyandirilmis potansiyeller (MEP)
ve somato-sensoryal uyarilmig potansiyel (SSEP)
verileri monitdrize edildi.Dura a¢ilimi sonrast direkt
kitlenin bulundugu intradural-ekstramediiller bolgeye
ulasildigr goriildii (Figiir 2A, B). Kitlenin araknoid
zarlar ile yapisik oldugu izlendi. Mikroskop altinda
once merkezinden pargalar alinarak duvarlarin
ortaya ¢ekilmesi i¢in debulking yapildi. Sonrasinda
timor total olarak rezeke edildi (Simpson Grade 1
Rezeksiyon). Belirgin bir hemoraji olusmadi ancak
intradural alanda tam bir hemostaz saglamak i¢in 1
flakon ’Floseal” kanama durdurucu hazirlanip ortama
sikildu.

Figiir-2: Mikroskop altinda gergeklestirilen durotomi
islemi (Sekil-A). Siitiir ile dura yapraklari asildiktan
sonra ortaya ¢ikan intradural-ekstramediiller alandaki
kitle sart ok ile gosterilmistir (A). Kitle eksizyonu
sonrasi dura yapraklart “Su Gegirmez” seklinde siitiire
edildigi gosterilmekte (Sekil-B).

Post-Operatif Gozlem

Cerrahi islem sonrasi post-operatif siiregte yogun
bakim ihtiyaci olmayan hastanin servis takiplerinde
yara problemi yasanmadi. Dren takibinde beyin-
omurilik stvis1 gozlenmedi. Ik 24 saatin ardindan
hastanin mobilizasyonuna baglandi. Dren, beyin-
omurilik stvisi fistiilii olabilir diye 3. giin sonlandirildu.
Hastanin norolojik durumundaki diizelme ameliyat
aninda noéromonitérde fark edildi, norofizyolojik
monitdrde ileti hizlarinda artiglar goriildii. Hasta
uyandiktan sonra da operasyon 6ncesindeki norolojik
semptomlarin ~ kayboldugu  gozlendi. Hastanin
yiirliylisiindeki  dengesizlik hemen kayboldu. Alt
ekstremitelerde gozlenen motor gii¢ kaybi diizeldi.

Ameliyat sonras1 4. giliniinde hospitalizasyon siireci
sonlandirildi ve taburcu edildi. 1. ay poliklinik
kontroliinde desteksiz yliriiyebiliyordu. Hastanin
ameliyat sonrasi c¢ekilen kontrol torakal vertebra
tomografisi Figiir-3’de gosterilmistir. Hastanin timor
patolojisi “’Transisyonel Menengioma °* olarak
raporlanmustir.

Figiir-3: Ameliyat sonrasi ¢ekilen torakal bilgisayarlt
tomografi goriintiileri. Sagittal ve aksiyel goriintiilerde
laminektomi sinirt gosterilmekte ( Sekil A ve B).

Tartisma

Spinal menenjiyomlar genellikle cerrahi rezeksiyona
olumlu yanit verirler ve cerrahiden sonra % 3-15,3 gibi
diisiik bir tekrarlama oranma sahiptirler. Genellikle
ilk tercih edilen tam bir cerrahi rezeksiyondur.
Subtotal rezeksiyonla iligkili tekrarlama oraninin tam
rezeksiyona gore daha yiiksek oldugu bildirilmektedir.
Bu nedenle yapisik duranin tamamen g¢ikarilmasi
(Simpson 1) en etkili cerrahi yontem olarak
bildirilmektedir. Simpson derece 2 rezeksiyon yapilan
olgularda ise niiks ihtimali vardir, ancak Simpson
derece 1’e gore literatiirde gok yiiksek degildir. Spinal
menenjiyomlar arasinda yiiksek oranda WHO grade
1 histoloji vardir ve bizim patolojik tanimiz da bu
yonde olmustur. Kesin insidanslart bilinmemek ile
birlikte olduk¢a nadir goriilmektedirler (5). Ancak bu
yerlesimde ve boyle ileri yasa ulagmis olgu literatiirde
sunulan olgular arasinda oldukga azdir.

Sikliklarinin =~ 100.000°de  3-10 arasinda oldugu
diisiiniilmektedir. Giincel serilerde daha ¢ok 7. dekatta
goriildiikleri bildirilmektedir. Hastamiz ise 8. dekat
icerisindeydi. Yiiksek grade’li olanlarin ise daha ¢ok
geng hastalarda oldugu gosterilmistir (3).

Spinal menengiomlar genellikle iyi huylu ve g¢ok
yavas seyirlidirler. Semptomlarin ortaya ¢ikis siiresi
ortalama 11.8 ay olarak bildirilmigstir ve literatiirde
12-24 ay arasinda degistigi de soylenmektedir (9,10).
Sundugumuz olgunun da klinik semptomlarin 80 yas
sonrast ortaya ¢ikmig, 1 yilda klinik siddetlenmistir.
Gergekten yavag seyirli oldugu gorilmiistiir ve
literatiirle uyumlu bir bulgudur.

Spinal Transizyonel Meningioma, spinal kanalda
bulunan ve araknoid zardan kaynaklanan nadir bir
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timor tiirtidiir. Bu tiimorler genellikle torakal bolgede
meydana gelir ve intradural ekstramediiller yerlesim
gosterirler (7,9). Semptomlar genellikle spesifik
degildir ve sirt agirsi, radikiiler sikayetler ile ortaya
¢ikabilmektedir. Genellikle yavas yavas ilerleyen
norolojik defisitler gozlenmektedir (8,9).

Hastanin yasi ileri olmasina ragmen cerrahi tedavi
gerceklestirilmesi ve tam rezeksiyon saglanmasi ile
ameliyat sonrasi erken donemde ndrolojik durumunun
hizlica diizelmesi, planlanan cerrahi tedavinin dogru
oldugunu gostermektedir. Ayrica bu olguda, yavas
yavas biiyiliyen bir kitleye karsi spinal néral dokunun
uzun siire basiya karsi tolerasyon yeteneginin oldukca
yiiksek oldugu goriilmiigtiir. Ayrica noral dokunun
plastisitesi (esnekligi) sayesinde spinal néral dokunun
yer kaplayici lezyondan kacgabildigi ve norolojik

Cerrahi  swrasinda  herhangi  bir  komplikayon
yasanmamis olsa bile literatiirde diisiik oranda BOS
fistiilii olusabilecegi de bildirilmistir. Bunlardan daha
Oonemlisi timor rekiirrensi olusabilmesidir. Cogu
seride %1-6 arasinda degistigi bildirilmistir (9,11).
Sundugumuz olguda cerrahiye bagli bir komplikasyon
olugmamugtir.

Sonug¢

flerleyici norolojik semptomlar gosteren —spinal
menengiom hastalarimin yasi ileri olsa dahi detaylh
radyolojik goriintiilemeler sonucunda yasli hastalar
da dahil olmak {iizere iyi planlanmis bir mikro-cerrahi
tedavi gergeklestirilebilir. Bu sundugumuz olguda
kitlenin tam rezeksiyonu ile ndrolojik semptomlarin
iyilesmesi  verdigimiz kararin dogru oldugunu
gostermektedir.

defisite erkenden neden olmadig1

gosterilmistir.
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