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AMAC ve KAPSAM

Cagdas Tip Dergisi, ii¢ ayda bir yayimlanir ve dort say1
ile bir cilt tamamlanir. Dergi; tiim tip alanlariyla ilgili
nitelikli  klinik ve deneysel arastirmalari, olgu
sunumlarini ve editére mektuplari yayimlar.

Cagdas Tip Dergisi, bilimsel yaymlara agik erisim
saglar. Dergi basimindan hemen sonra, makalelerin tam
metinlerine ticretsiz ulasilabilir.

Dergide yayimlanmak {izere gonderilen yazilarin daha
once bagka bir yerde yayimlanmamis veya yayimlanmak
iizere gonderilmemis olmast gerekir. Daha Once
kongrelerde sunulmus ¢aligmalar, bu durum belirtilmek
kosuluyla kabul edilir. Makale, yazar(lar)in daha 6nce
yayimlanmis bir yazisindaki konularin  bir kismim
iceriyorsa bu durum belirtilmeli ve yeni yazi ile birlikte
onceki makalenin bir kopyast da Yaym Biirosu’na
gonderilmelidir.

Gonderilen yazilar, Editor, Editér Yardimcisi ya da
Yaymn Kurulu Uyesi tarafindan incelenir. Editér, Editor
Yardimcist ya da Yaym Kurulu Uyesi, yaym kosullarina
uymayan yazilari yaymlamamak, diizeltmek {izere
yazar(lar)a geri gondermek, bicimce diizenlemek veya
reddetmek yetkisine sahiptir. Editor, Editor Yardimcisi ya
da Yaym Kurulu Uyesi, uygun gordiigii yaziy1
incelenmek iizere danigsman(lar)a gonderir. Gerekli
oldugu durumlarda, yazar(lar)dan diizeltme istenebilir.
Yazardan diizeltme istenmesi, yazinin yayimlanacagi
anlamma gelmez. Bu diizeltmelerin en ge¢ 21 giin i¢inde
tamamlanip dergiye gonderilmesi gereklidir. Aksi halde
yeni bagvuru olarak degerlendirilir. Sorumlu yazara
yazinin kabul veya reddedildigine dair bilgi verilir.

Dergide yayimlanan yazilarin etik, bilimsel ve hukuki
sorumlulugu yazar(lar)a ait olup Editér, Editor
Yardimcisit ve Yaym Kurulu’nun goriislerini yansitmaz.

Dergide yayimlanmasi kabul edilse de edilmese de,
yazi materyali yazarlara geri verilmez. Dergide
yayimlanan yazilar i¢in telif hakki 6denmez. Bir adet
dergi, sorumlu yazara gonderilir.

Derginin Yaz Dili

Derginin yazi dili Tiirkce ve Ingilizcedir. Dili Tiirkge
olan yazlar, Ingilizce ozetleri ile yer alrr. Yaziin
hazirlanmasi sirasinda, Tiirkge kelimeler i¢in Tiirk Dil
Kurumundan (www.tdk.gov.tr), teknik terimler igin Tiirk
Tip Terminolojisinden (www.tipterimleri.com)
yararlanilabilir.

Yazarhk Kriterleri

Dergide yayinlanmasi uygun bulunan tiim yazilarmn
aragtirma ve yayin etigine uygun hazirlandigi, varsa
saglanan fonun kaynagiin tanmimlandigi, baska yerde
yayimlanmadig1 veya yayimlanmak ilizere
gonderilmedigi, caligmaya katilan tiim yazarlar tarafindan
yazinin son halinin onaylandigi, yayimlanacak yazi ile
ilgili telif haklarmin dergiye devredildigi, tiim yazarlarin
imzalari ile “Yayin Hakki Devir Formu”nda belirtilmesi
gerekir.

Cagdas Tip Dergisi, Uluslararasi Tip Dergileri
Editorleri Kurulu’nun (International Committee of
Medical Journal Editors) “Biyomedikal Dergilere
Gonderilen Makalelerin Uymas1 Gereken Standartlar:
Biyomedikal Yayinlarin Yazimi ve Baskiya Hazirlanmasi
(Uniform Requirements for Manuscripts Submitted to
Biomedical Journals: Writing and Editing for Biomedical
Publication)” standartlarin1 kullanmay1 kabul etmektedir.
Bu konudaki bilgiye www.icmje.org adresinden
ulasilabilir.

Etik Sorumluluk

eissn:21u6-6009  Yazarlar I(;in Bllgl

Hastalarin  gizlilik haklarma saygi gosterilmeli,
aydmlatilmis onamlart mutlaka alinmali, aydinlatilmig
onam ile Etik Kurul onay1 alindig1 bilimsel yazinin iginde
belirtilmelidir. Fotograflarda yiizii belli olan hastalardan
yazili izin almmali ve Dergi Editorliigiine posta ya da
faks yoluyla iletilmelidir.

Cagdas Tip Dergisi, deney hayvanlari ile yapilan
caligmalarda, genel kabul goren ilgili etik kurallara
uyulmasi zorunlulugunu hatirlatir. Alinmus Etik Kurul
Onay1, makale ile birlikte sisteme yiiklenmelidir.

Yazar(lar), ticari baglanti veya c¢alisma igin maddi
destek veren kurum varliginda; kullanilan ticari iiriin,
ilag, firma vb. ile nasil bir iliskisi oldugunu sunum
sayfasinda Editére bildirmelidir. Boyle bir durumun
yoklugu da yine ayri bir sayfada belirtilmelidir.

YAZI TURLERI

Yazilar, elektronik ortamda www.cagdastipdergisi.com
adresine gonderilir.

Orijinal makaleler , 3000 sozciik sayisini agmamali,
“Oz (250 sozciikten fazla olmamali), Giris, Gereg ve
Yontem, Bulgular, Tartisma, Sonug, Kaynaklar”
boéliimlerinden olugmalidir.

Olgu Sunumu , “Oz, Giris, Olgu Sunumu, Tartisma,
Kaynaklar” seklinde diizenlenmelidir. En fazla 1000
sozciik ve 10 kaynak ile sinirhidir. Sadece bir tablo veya
sekil ile desteklenebilir.

Editore Mektup , yayimlanan metinlerle veya mesleki
konularla ilgili olarak 500 sozciigii asmayan ve bes
kaynak ile bir tablo veya sekil icerecek sekilde
yazilabilir. Ayrica daha o&nce dergide yaymlanmig
metinlerle iligkili mektuplara cevap hakki verilir.

Yaym Kurulu'nun daveti {izerine yazilanlar diginda
derleme kabul edilmez.

MAKALENIN HAZIRLANMASI

Dergide yaymlanmasi istenilen yazi ig¢in asagidaki
kurallara uyulmalidir.

a) Yazi; iki satir aralikli olarak, Arial 10 punto ile
yazilmalidir. b) Sayfalar baglik sayfasindan baslamak
iizere, sag list kosesinde numaralandiriimalidir.

¢) Online makale sistemine yiiklenen word dosyasinin
baslik sayfasinda (makalenin adin1 igeren baglik sayfasi),
yazarlara ait isim ve kurum bilgileri yer almamalidir.

d) Makale, su boliimleri igermelidir: Her biri ayr
sayfada yazilmak iizere; Tiirkge ve Ingilizce Baslk
Sayfasi, Oz, Abstract, Anahtar Sozciikler, Keywords,
Girig, Gere¢ ve Yontem, Bulgular, Tartisma, Sonug,
Agciklamalar (varsa), Kaynaklar, Sekil Alt Yazilari,
Tablolar (bagliklar1 ve agiklamalartyla beraber), Ekler
(varsa).

Yazinin Bashgi

Kisa, kolay anlagilir ve yazimin igerigini tanimlar
ozellikte olmalidir.

Ozetler

Tiirkge (Oz) ve Ingilizce (Abstract) olarak yazilmali,
Amag, Gere¢ ve Yontem, Bulgular ve Sonug¢ (Aim,
Materials and Methods, Results, Conclusion) olmak
lizere dort bolimden olusmali, en fazla 250 sozciik
icermelidir. Arastirmanin amaci, yapilan islemler,
gozlemsel ve analitik yontemler, temel bulgular ve ana
sonuglar belirtilmelidir. Ozette kaynak kullanilmamahdir.
Editore mektup igin 6zet gerekmemektedir.

Anahtar Soézciikler

Tiitkge Oz ve Ingilizce Abstract béliimiiniin sonunda,
Anahtar Sozciikler ve Keywords bagligi altinda, bilimsel
yazinin ana bagliklarin1 yakalayan, Index Medicus
Medical Subject Headings (MeSH)’e uygun olarak
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yazilmis en fazla bes anahtar sdzciik olmalidir. Anahtar

sozctiklerin, Tiirkiye Bilim Terimleri’nden
(www.bilimterimleri.com) secilmesine Ozen
gosterilmelidir.

Metin

Yazi metni, yazinin tiliriine gore yukarida tanimlanan
boliimlerden olusmalidir. Uygulanan istatistiksel yontem,
Gereg ve Yontem boliimiinde belirtilmelidir.

Kaynaklar

Cagdas Tip Dergisi, Tiirk¢e kaynaklardan yararlanmaya
6zel onem verdigini belirtir ve yazarlarin bu konuda
duyarli olmasini bekler.

Kaynaklar metinde yer aldiklari sirayla, climle iginde
atifta bulunulan ad veya ozelligi belirten kelimenin
hemen bittigi yerde ya da ciimle bitiminde noktadan 6nce
parantez iginde Arabik rakamlarla numaralandiriimalidir.
Metinde, tablolarda ve sekil alt yazilarinda kaynaklar,
parantez iginde Arabik numaralarla nitelendirilir. Sadece
tablo veya sekil alt yazilarinda kullanilan kaynaklar, tablo
ya da seklin metindeki ilk yer aldig: siraya uygun olarak
numaralandirilmalidir. Dergi basliklari, Index Medicus’ta
kullanilan tarza uygun olarak kisaltilmalidir. Kisaltilmisg
yazar ve dergi adlarindan sonra nokta olmamalidir. Yazar
sayist alt1 veya daha az olan kaynaklarda tiim yazarlarin
ad1 yazilmali, yedi veya daha fazla olan kaynaklarda ise
li¢ yazar adindan sonra et al. veya ve ark. yazilmalidir.
Kaynak gosterilen derginin say1 ve cilt numaras1 mutlaka
yazilmalidir.

Kaynaklar, yazinin alindigi dilde ve asagidaki
orneklerde goriildigii sekilde diizenlenmelidir.

Dergilerdeki vazilar
Teke Z, Kabay B, Aytekin FO et al. Pyrrolidine
dithiocarbamate prevents 60 minutes of warm mesenteric
ischemia/reperfusion injury in rats. Am J Surg
2007;194(6):255-62.

Ek sayt (Supplement)
Solca M. Acute pain management: Unmet needs and new
advances in pain management. Eur J Anaesthesiol
2002;19(Suppl 25):3-10.

Heniiz yayinlanmamug online makale
Butterly SJ, Pillans P, Horn B, Miles R, Sturtevant J. Off-
label use of rituximab in a tertiary Queensland hospital.
Intern Med J doi: 10.1111/j.1445-5994.2009.01988.x

Kitap
Omek 1: Murray PR, Rosenthal KS, Kobayashi GS,
Pfaller MA. Medical microbiology. 4th ed. St. Louis:
Mosby; 2002.

Ormek 2: Siimbiiloglu K, Akdag B. Regresyon
Yontemleri ve Korelasyon Analizi. Hatiboglu Yayinevi:
Ankara; 2007.

Kitap boliimii
Meltzer PS, Kallioniemi A, Trent JM. Chromosome
alterations in human solid tumors. | n: Vogelstein B,
Kinzler KW, editors. The genetic basis of human cancer.
New York: McGraw-Hill; 2002. p. 93113.

Internet makalesi
Abood S. Quality improvement initiative in nursing
homes: The ANA acts in an advisory role. Am J Nurs
[serial on the Internet] 2002 [cited 12 Aug 2002]; 102.

Available from:
www.nursingworld.org/AIN/2002/june/wawatch.htm
Web Sitesi

Cancer-pain.org [homepage on the Internet]. New York:
Association of Cancer Online Resources [updated 16
May 2002; cited 9 July 2002]. Available from:
Wwww.cancer-pain.org
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Yazar olarak bir kurulug
The Intensive Care Society of Australia and New
Zealand. Mechanical ventilation strategy in ARDS:
Guidelines. Int Care J Aust 1996;164:282-4.

Aciklamalar

Varsa finansal kaynaklar, katki saglayan kurum,
kurulus ve kisiler bu béliimde belirtilmelidir.

Tablolar

Tablolar metni tamamlayict olmali, metin igerisinde
tekrarlanan bilgiler icermemelidir. Metinde yer alma
stralarina gore Arabik sayilarla numaralandirilip tablonun
istline kisa ve agiklayici bir baslik yazilmalidir. Tabloda
yer alan kisaltmalar, tablonun hemen altinda
actklanmalidir. Dipnotlarda sirasiyla su  semboller
kullanilabilir: *, 1, 1, §, 9.

Sekiller

Sekil, resim, grafik ve fotograflarin tiimii “Sekil” olarak
adlandirilmali ve ayr1 birer .jpg veya .gif dosyasi olarak
(yaklasik 500x400 piksel, 8 cm eninde ve en az 300 dpi
¢Oziinlirliikte) sisteme eklenmelidir. Sekiller metin iginde
kullanim stralarina gore Arabik rakamla
numaralandirilmali  ve  metinde parantez  iginde
gosterilmelidir.

Sekil Alt Yazilar:

Sekil alt yazilari, her biri ayr bir sayfadan baslayarak,
sekillere karsilik gelen Arabik rakamlarla cift aralikli
olarak yazilmalidir. Seklin belirli boliimlerini igaret eden
sembol, ok veya harfler kullanildiginda bunlar alt yazida
aciklanmalidir. Bagka yerde yaymlanmis olan sekiller
kullanildiginda, yazarin bu konuda izin almis olmasi ve
bunu belgelemesi gerekir.

Olciimler ve Kisaltmalar

Tim oOl¢imler metrik sisteme (Uluslararast Birimler
Sistemi, Sl) gore yazilmahdir. Orek: mg/kg, ug/kg, mL,
mL/kg, mL/kg/h, mL/kg/min, L/min, mmHg, vb.
Olgiimler ve istatistiksel veriler, ciimle basinda
olmadiklar: siirece rakamla belirtilmelidir. Herhangi bir
birimi ifade etmeyen ve dokuzdan kiigiik sayilar yazi ile
yazilmalidir.

Metin i¢indeki kisaltmalar, ilk kullanildiklar1 yerde
parantez iginde agiklanmalidir. Bazi sik kullanilan
kisaltmalar; iv, im, po ve sc seklinde yazilabilir.

Ilaglarin yaziminda jenerik isimleri kullaniimalidir.

iletisim

Dog. Dr. Resul YILMAZ

Gaziosmanpasa Universitesi, Tip Fakiiltesi Saghk
Uygulama ve Arastirma Merkezi (Universite Hastanesi)
Cocuk Saglig1 ve Hastaliklart AD.

60000 Tokat-TURKIYE

Tel: +90 356 2129500-1056

Faks: +90 356 213 3179

Cagdas Tip Dergisi

(Journal of Contemporary Medicine)
http://www.cagdastipdergisi.com
e-posta: cagdastipdergisi @gmail.com

Kontrol Listesi
- Tiirkce ve Ingilizce bashk , - Tiirkge ve Ingilizce 6zet
- Tiirkce ve Ingilizce anahtar sozciikler (En fazla 5
s6zciik)
- Iki satir aralikli yazilmis metin (Arial, 10 punto)
- Kurallara uygun hazirlanmis tablo ve sekiller
- Kurallara uygun yazilmis kaynaklar
- Imzal1 “’Yayn Hakki Devir Formu” (makale yayn igin

kabul edildikten sonra istenmektedir)
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Informations For Authors

AIMS AND SCOPE

Journal of Contemporary Medicine is published
quarterly for four issues. Its purpose is to publish high-
quality original clinical and experimental studies, case
reports and letters to the editor.

Journal of Contemporary Medicine provides open
access for academic publications. The journal provides
free access to the full texts of all articles immediately
upon publication.

The Journal will not consider manuscripts any that have
been published elsewhere, or manuscripts that are being
considered for another publication, or are in press.
Studies previously announced in the congresses are
accepted if this condition is stated. If any part of a
manuscript by the same author(s) contains any
information that was previously published, a reprint or a
copy of the previous article should be submitted to the
Editorial Office with an explanation by the authors.

All manuscripts are reviewed by the Editor, Associate
Editor or a member of the Editorial Board. The Editor,
Associate Editor and the member of the Editorial Board
have right not to publish or send back to author(s) to be
amended, edit or reject the manuscript. For further
review, the Associate Editor or Editorial Board member
sends the article to the refree(s). If necessary, author(s)
may be invited to submit a revised version of the
manuscript. This invitation does not imply that the
manuscript will be accepted for publication. Revised
manuscripts must be sent to the Editorial Office within 21
days, otherwise they will be considered as a new
application. The corresponding author will be notified of
the decision to accept or reject the manuscript for
publication.

Statements and suggestions published in manuscripts
are the authors’ responsibility and do not reflect the
opinions of the Editor, Associate Editors and the Editorial
Board members.

The manuscript will not be returned to the authors
whether the article is accepted or not. Copyright fee is not
paid for the articles published in the journal. A copy of
the journal will be sent to the corresponding author.

Language of the Journal

The official languages of the Journal are Turkish and
English. The manuscripts that are written in Turkish have
abstracts in English, which makes the abstracts available
to a broader audience.

Authorship Criteria

After accepted for publication, all the authors will be
asked to sign “Coyright Transfer Form” which states the
following: “ This work is not under active consideration
for publication, has not been accepted for publication,
nor has it been published, in full or in part (except in
abstract form). | confirm that the study has been
approved by the ethics committee. ” All authors should
agree to the conditions outlined in the form.

Journal of Contemporary Medicine has agreed to use
the standards of the International Committee of Medical
Journal Editors. The author(s) should meet the criteria for
authorship according to the "Uniform Requirements for
Manuscripts Submitted to Biomedical Journals: Writing
and Editing for Biomedical Publication. It is available at
WWW.icmje.org.

Ethical Responsibility

Patient anonymity should be preserved and all studies
on patients must include a statement that informed
consent and approval of ethical committee were obtained.

Written permission from identifiable patients appearing
in photographs (as in case reports) must be obtained by
the author(s) and must be surface mailed or faxed to the
Editorial Office.

Any experiments involving animals must include a
statement in the Materials and Methods section giving
assurance that all animals have received humane care in
compliance with the Guide for the Care and Use of
Laboratory Animals (www.nap.edu/catalog/5140.html)
and indicating approval by the institutional ethical review
board.

Note also that for publishing purposes, the Journal
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Prescribing trends of non-steroidal anti-inflammatory drugs in a tertiary
care hospital in the middle Anatolia

Orta Anadoluda Ugiincii Basamak Bir Hastanede Non-Steroid Anti-
inflamatuar ilag Regeteleme Tercihleri

Elif Borekeit

'Department of Internal Medicine, Bozok University, School of Medicine, Yozgat, Turkey

OzET

Girig: Non-Steroid Anti-inflamatuar (NSAI) ilaglar analjezik,
antipiretik ve antiinflamatuar etkileri nedeniyle yaygin olarak
kullanilan ilaglardir. Galismanin amaci hastanemizde poliklinik
doktorlarimizin ~ NSAI  ilag  regeteleme
aliskanliklarini ve tercihlerini gozden gegirmektir.

hizmeti  veren

Gere¢ ve yontem: i¢ Anadolu’da {ciincii basamak bir
hastanede dahili ve cerrahi branslarda ¢alisan ve poliklinik
hizmeti veren doktorlarimiza agri kesici ve NSAI ilag tercihleri ile
iliskili 10 sorudan olusan anket uygulanmis ve veriler
toplanmigtir.

Bulgular: Hastanemizde NSAI ila¢ recete etme sikhig %34,5
saptandi. Dahili ve cerrahi boltimlerde sirasiyla en sik diklofenak
(%23,1) ve deksketoprofen (%43,5) regete edilmekte idi. En sik
receteleme sebebi dahili branglarda eklem agrisi (%57,7),
cerrahi branslarda ise postoperatif agri (%73,9), en sik
karsilagilan yan etki ise gastrointestinal sistem yakinmalari idi.

Sonug: Yiiksek etkinligi ve faydalari yaninda yan etki riski de
yiiksek olan NSAI ilaglarin gereksiz kullanimindan kaginilmali ve
cok sik regeteledigimiz bu ilaglar konusundaki bilgilerimiz
glncellenmelidir.

Anahtar kelimeler: Non-steroid anti-inflamatuar, recete,
analjezik
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ABSTRACT

Background: Non-steroidal anti-inflammatory (NSAI) drugs
are widely used for their analgesic, antipyretic and
antiinflammatory effects. The aim of this study is to evaluate the
prescribing trends of NSAI drugs among the doctors working the
outpatients clinics in our hospital.

Materials and methods: Questionnaires consisting of 10
questions related to analgesic and NSAI drug preferences were
applied to the doctors working the medical and surgery
outpatient clinics in a tertiary care hospital in the Middle
Anatolia, and data was collected.

Results: The frequency of prescription of NSAI drug in our
hospital were found 34,5%. In the internal and surgical
departments, respectively, most often diclofenac (23.1%) and
dexketoprofen (43.5%) were being prescribed. The most frequent
cause of prescribing was joint pain (57,7%) in the internal
departments and postoperative pain (73,9%) in the surgical
departments.

Conclusion: Unnecessary use of NSAI drugs should be
avoided because of the high side effect risk despite it's efficacy
and benefits and our knowledge of these drugs we prescribe
frequently must be updated.

Key words: Non-steroidal anti-inflammatory, prescription,
analgesic
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GIRIS

Non-Steroid Anti-inflamatuar (NSAI) ilaglar
diinyada en vyaygin recete edilen ilaglar
arasindadir. Klasik NSAi ilaglar genellikle
analjezik, antipiretik, antiinflamatuar ve daha
az olarak da dUrikozlrik etkileri nedeniyle
kullanilmaktadir (1). Aspirin bu grup ilaglarin
prototipidir (2, 3). inflamasyon bélgesinde,
arasidonik asitten sikloksigenaz (COX) enzimi
yoluyla prostasiklin ve prostoglandin (PG)
sentezi ve ayrica siklik endoperoksitler (PGG2
ve PGH2), tromboksan A2 ve trombosit
aktivite edici faktor (PAF) sentezi de artar. Bu
maddeler ve metabolitleri inflamasyon
boélgesinde gosterilmistir (4). NSAI ilaglar, COX
enzimini inhibe ederek inflamasyona aracilk
eden bu mediatorlerin sentezini azaltirlar (5).
1991 yilinda COX enziminin en az iki formunun
oldugu ortaya konmustur. COX-1 yapisal bir
enzimdir ve bircok fizyolojik olayda diizenleyici
rol oynar, COX-2 ise inflamasyon sirasinda
eksprese edilen bir enzimdir. NSAI ilaglarin bu
iki enzim Uzerine olan selektiviteleri farklilik
gosterir.  Nonselektif inhibisyonda COX-1
enzimi de inhibe edildigi icin yan etkiler ortaya
cikarken, selektif inhibisyonda yan etkiler
ortaya ¢ikmadan inflamasyon baskilanabilir (4,
6).

NSAIi ilaglar hekimlerin ¢ogu tarafindan
recete edilen ve toplumumuzda ¢ok yaygin
olarak kullanilan bir ilag grubudur. Ates
disirict, agn  kesici ve artrit vb. gibi
inflamasyonla seyreden durumlarda
antiinflamatuar amacli recete edilmektedir (7).
NSAI kullanimi sirasinda bulant;, kusma,
epigastrik  agri,  gastrointestinal  sistem
kanamasi, bobrek ve karaciger fonksiyon
testlerinde bozulma, Urtiker, ilag ertpsiyonlari,
hatta anaflaksi gibi bircok yan etki ile

karsilasilabilir (8-11).

Calismamizin amaci, hastanemizde
poliklinik hizmeti veren doktorlar arasinda

NSAI kullanim sikhigini, endikasyonlarini, NSAI

Elif Borekci

tercihlerini ve NSAI ila¢ kullanimi sirasinda
karsilasilan yan etkileri tanimlayabilmektir.

GEREC VE YONTEM

Calismamiz i¢ Anadolu’da bir Egitim ve
Arastirma hastanesinde poliklinik hizmeti
veren 49 uzman ve asistan doktor arasinda
yapilmis tanimlayici bir anket c¢alismasidir.
Doktorlarimiza NSAI regete etme sikligi, en ¢ok
tercih ettikleri NSAI ilag, kombinasyon
tercihleri, gebelikte NSAIi tercihleri ve NSAI
kullanimi sirasinda karsilastiklari yan etkiler
gibi sorulari iceren 10 sorudan olusan anket
uygulanmis ve veriler toplanmistir. Calisma
oncesinde Etik kurul izni alinmustir.

istatistiksel analiz

Elde edilen veriler ‘SPSS’16.0 (Statistical
Package fort he Social Sciences, IBM)
ortaminda bilgisayara kaydedilmistir. Dahili ve
cerrahi brans olarak her bir grubun verileri
kendi icinde tanimlayici istatistik yontem ile
incelenmis, sayr ve ylzde olarak ifade
edilmistir.

BULGULAR

Cahsmamiza katilan 49 doktorun 26’ si
(%53) dahili branglarda, 23’0 (%47) cerrahi
branslarda poliklinik hizmeti vermekte idi.
Calismamiza katilan doktorlara herhangi bir
sebeple polikliniklerine basvuran 100 hastadan
ortalama kacgina NSAI ilag recete ettikleri
soruldu. NSAI recete etme sikhgi doktorlarimiz
arasinda %34,5 saptandi.

Hastanemizde dahili ve cerrahi
polikliniklerde galisan doktorlarimiza “en ¢ok
recete ettikleri agri kesici” ve “en cok recete
ettikleri NSAI” iki ayri soru halinde soruldu. En
¢ok recete edilen agrn kesici dahili
polikliniklerde %69,2 ile parasetamol, cerrahi
polikliniklerde %43,5 ile deksketoprofen idi, en
cok recete edilen NSAI ilaclar ise tablo-1 de
verilmistir.
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Tablo-1: i¢ Anadolu’da (giincii basamak bir Egitim ve
Arastirma hastanesinde poliklinik hizmeti veren doktorlarin
recetelerinde en cok tercih ettikleri NSAI ilaglar

Tercih  edilen | Dahili Cerrahi
NSAi ilaglar polikliniklerde | polikliniklerde
n(%) n(%)
Parasetamol 3 (%11,5) 2 (%8,7)
Naproksen 5(%19,5) 1(%4,3)
Diklofenak 6 (%23,1) 6 (%26,1)
Deksketoprofen | 3 (%11,5) 10 (%43,5)
Etodolak 4 (%15,4) 2 (%8,7)
ibuprofen 4 (%15,4) 0(%0)
Flurbiprofen 1(%3,8) 0(%0)
Tiaprofenik asit | 0(%0) 2 (%8,7)
TOPLAM 26 (%100) 23 (%100)

Dahili brans doktorlarimizin  %84,6 s,
cerrahi brang doktorlarimizin ise %52,2 si gebe
hastada NSAI kullanmadiklarini belirtmistir.
Gebe hastada NSAi kullandigini séyleyen
doktorlarimizin ise hepsi bu ilacin parasetamol
oldugunu belirtmistir

Hastanemizde servislerde vyatarak tedavi
gormekte olan hastalarimizda, agr kesici
olarak en sik parasetamol tercih edilmekte
olup bu oran dabhili servislerde %88,5, cerrahi
servislerde %52,2 idi. En sik agr kesici
uygulama yolu ise dabhili servislerde oral yol
iken, cerrahi servislerde intravenoz yoldu.

Hastanemizde  NSAi ilaglarin  dabhili
bolimlerde en sik eklem agrisi (%57,7), cerrahi
bolimlerde ise en sik postoperatif agr
palyasyonu icin (%73,9) kullanildigi, NSAI ile
birlikte en ¢ok recete edilen ilag grubunun
mide koruyucu (antiasit) ilaglar oldugu
(%53,1), ikinci siklikta ise NSAi+ parasetamol
oldugu (%24,5) gorialmistdr.

NSAi ila¢ recete eden doktorlarimizin
deneyimlerine gore, en sik karsilastiklari yan
etkinin gastrointestinal sistem yakinmalari
oldugu saptanmistir. Bu oran dahili (%92,3) ve
cerrahi bélimlerde (%91,3) benzerdir.

Elif Borekci

TARTISMA

NSAI  ilaglar
inflamasyonun oldugu bolgede akut ve kronik

genellikle agr ve

durumun tedavisinde endikedir. Semptomatik
iyilesme saglayan bu ilaglar halen diinyada en
cok recete edilen ilaclarin basinda gelmektedir.
Toplumda NSAi ilag kullanim sikliginin %5

oldugu tahmin edilmektedir (12). Giderek
sayillari artan NSAI ilaclarin  kullaniimasi
gereken durumlarda, ilaci secerken objektif
davranmali, hastanin ozelliklerinin yani sira
verilecek ilacin ozellikleri, terapétik etkinligi,
farmakolojik  yapisi  ve  farmakokinetik
ozellikleri de dlstnilmelidir. Calismamizda
NSAi ilag recete etme orani dahili brans
doktorlari arasinda %22, cerrahi brans
doktorlari arasinda %47 idi. NSAI ilaglarin
cerrahi polikliniklerinde daha fazla
receteleniyor olmasinin  sebebi; cerrahi
polikliniklere basvuran hastalarin preoperatif
veya postoperatif analjezi ihtiyaglarinin daha
fazla olmasi ve cerrahi bolim hekimlerimizin,
karsilastiklari NSAI ilaclara bagl
komplikasyonlari dahili bolim hekimlerimize
yonlendirmesi nedeniyle bu ilaglari daha rahat
recete edebilmesi olabilir. G6z hastaliklari ve
anestezi polikliniklerindeki NSAI ilag
receteleme sikhginin %1 gibi disik olmasi
sebebiyle; bu oran cerrahi branslarda,
oldugundan daha disiik saptanmistir.

Calismamiza katilan doktorlarimiza
recetelerinde en ¢ok hangi “agri kesici”yi ve
en cok hangi “NSAI ilaci” tercih ettikleri ayr
sorular halinde soruldu. Hastanemiz
polikliniklerinde  dahili  brans  doktorlari
arasinda en ¢ok regete edilen agri kesici %69,2
oraninda parasetamol, en cok recete edilen
NSAI ilag %23,1 ile diklofenak iken, cerrahi
brans doktorlari arasinda regetelenen en sik
agri kesici %56,5 oraninda deksketoprofen,
NSAI ilag ise yine ayni oranda deksketoprofen
idi. Keys ve arkadaslari tarafindan yapilmis bir
calismada birinci basamak hekimler tarafindan

en sik tercih edilen NSAi ibuprofen (56%)
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olarak tanimlanmistir (7). Alamchandani ve
arkadaslarinin yaptigi bir calismada ise birinci
basamak hekimleri arasinda en ¢ok tercih
edilen NSAI ibuprofen (40%), ticiincii basamak
hekimleri arasinda parasetamol (36%) olarak
saptanmistir (13).

Bizim calismamizda “en ¢ok recete ettiginiz
NSAI ilag hangisidir?” sorusuna dahili brans
hekimlerimizin  %11,5 i, cerrahi brans
hekimlerimizin ise %8,7 si parasetamol

cevabini  vermistir. Ancak parasetamol
analjezik ve antipiretik etkileri nedeniyle
kullanilan bir “basit analjezik” ilactir (14).
Parasetamol para-aminofenol grubundandir,
aspirine denk analjezik etkisi vardir, ancak
antiinflamatuvar ve antitrombotik etkileri
yoktur (15, 16). Bunun sebebi parasetamoliin
COX-1 ve COX-2 enzimleri Uzerine zayif bir
inhibitor etkisinin olmasindandir (17).

Calismamizda doktorlarimiza gebe hastada
NSAI ila¢ kullanip kullanmadiklari sorulmus,
dahili brans doktorlarimizin %84,6 si, cerrahi
brans doktorlarimizin ise %52,2 si gebede NSAI
kullanmadiklarini belirtmistir. Gebe hastada
NSAI kullandigini sdyleyen doktorlarimizin ise
hepsi bu ilacin parasetamol oldugunu
belirtmistir. NSAI ilaclar gebelikte ve 6zellikle
de 3. trimesterde  Onerilmemektedir.
Teratojenik ila¢g grubunda degillerdir, ancak
fetusta fetal duktus arteriosusun erken
kapanmasina, renal yan etkilere ve prematir
doguma sebep olabilirler. Hidrops fetalis,
oligohidramniyoz, ileal perforasyon, beyinde
kistik  lezyonlar, karacigerde parankimal
dejenerasyon  gebelikte  NSAi  kullanimi
nedeniyle fetusta gelisebilen durumlardir (18).
Ancak, anti-fosfolipid sendromu olan
gebelerde heparin ile birlikte disik doz
Aspirin kullanilmasi gerekmektedir (19, 20).
Gebelikte parasetamol kullanimi ile ilgili
¢alismalar devam etmekle birlikte; gebelik ile
ilgili yaygin kabul goren tedavi kilavuzlar
(WHO, 2003;ACPA,2011) gebeligin  her

doneminde, kisa siireli olarak, terapotik

Elif Borekci

dozlarda agri ve ateste ilk tercih olarak
parasetamoli 6nermektedir (21).

Hekimlerimizin bir kisminin; agik uglu
olarak sorulan “en cok recete ettiginiz NSAI ilag
hangisidir” sorusuna parasetamol olarak yanit
vermeleri ve gebelerde kullandiklari NSAI ilag
olarak parasetamoli belirtmeleri
hekimlerimizin “basit  analjezik”  olan
parasetamolii bir NSAI ila¢ olarak bildiklerini
disindirmektedir. Boylece ¢alismamiz ile
hekimlerimiz arasinda parasetamol hakkindaki

bu bilgi yanilgisi da ortaya koyulmustur.

Hastanemizde servislerde vyatarak tedavi
gormekte olan hastalarimizda agr kesici olarak
en sik parasetamol tercih edilmekte olup bu
oran dahili servislerde %88,5, cerrahi
servislerde %52,2 dir. En sik agr kesici
uygulama yolu ise dahili servislerde oral yol
iken, cerrahi servislerde intravendz yoldur.
Alamchandani ve arkadaslarinin  yaptigi
¢alismada en sik oral yolun, acil durumlarda
ise parenteral yolun tercih edildigi belirtilmistir
(13).

NSAI ile birlikte en ¢ok recete edilen ilac
grubunun  hastanemizde mide koruyucu
(antiasit) ilaglar oldugu (%53,1), ikinci siklikta
ise  NSAi+ parasetamol oldugu (%24,5)
goralmastir. Bu oranlar dahili ve cerrahi
bélimlerde benzerdir. Alamchandani ve
arkadaslarinin  ¢alismasinda ise NSAIi+NSAI
kombinasyonunun tercih edildigi

belirtilmistir(13).

NSAI ajanlar genellikle analjezik, antipiretik,
antiinflamatuar ve daha az olarak da UrikozUrik
etkileri  nedeniyle  kullanilmaktadir  (1).
Hastanemizde dahili bélimlerde en sik eklem
agrisi (%57,7), cerrahi bolimlerde ise en sik
postoperatif agri palyasyonu igin (%73,9)
kullanildigi gérilmustar.

NSAI ila¢ kullanimi sirasinda bulanti, kusma,
epigastrik  agri,  gastrointestinal  sistem
kanamasi, bobrek ve karaciger fonksiyon
testlerinde bozulma, Urtiker, ilag erlipsiyonlari,
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hatta anaflaksi gibi bircok vyan etki ile
karsilasilabilir (22). NSAI ilag regete eden
doktorlarimizin deneyimlerine gore en sik
karsilagtiklari  yan etkinin  gastrointestinal
sistem yakinmalari oldugu gorilmustir. Bu
oran dahili (%92,3) ve cerrahi bolimlerde
(%91,3) benzerdir. Gastrointestinal sistem yan
etkilerinin gelismesi

NSAi ilag kullanimini kisitlayan temel

faktordir.  NSAI  ilaglar  gastrointestinal
sistemde mukozal hasara, kanama,
perforasyon ve obstriksiyon gibi

gastrointestinal komplikasyonlara yol
acabilirler (23). Uzun siiredir NSAI kullanan
hastalarin en az %25’inde peptik Ulser
olustugu; bu Ulserlerin %2-4’linde ise kanama
ya da perforasyon gibi komplikasyonlarin

gelistigi belirtilmektedir (24).

Sonug olarak; etkinligi ve faydalari yaninda
yan etki riski de yiiksek olan NSAI ilaglarin
gereksiz kullanimindan kaginilmali ve ¢ok sik
receteledigimiz  bu ilaglar  konusundaki
bilgilerimiz giincellenmelidir.

NSAi ilag kullanimini kisitlayan temel

faktordir.  NSAI  ilaglar  gastrointestinal
sistemde mukozal hasara, kanama,
perforasyon ve obstriiksiyon gibi

gastrointestinal komplikasyonlara yol
acabilirler (23). Uzun siiredir NSAI kullanan
hastalarin en az %25’inde peptik {lser
olustugu; bu Ulserlerin %2-4’linde ise kanama
ya da perforasyon gibi komplikasyonlarin

gelistigi belirtilmektedir (24).

Sonug olarak; etkinligi ve faydalari yaninda
yan etki riski de yiiksek olan NSAI ilaglarin
gereksiz kullanimindan kaginilmali ve ¢ok sik
receteledigimiz  bu ilaglar  konusundaki
bilgilerimiz glincellenmelidir.
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Time-Resolved Contrast-Enhanced Magnetic Resonance Angiography
Versus Digital Subtraction Angiography in Internal Carotid Artery Stenosis
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Amag¢: Bu calismada, inme ve serebrovaskiler hastalik
semptomlari olan hastalarda internal karotid arter darligini
saptamada, dijital substraksiyon anjiyografi (DSA) referans
alinarak TRICKS MRA tekniginin duyarlilik, 6zgillik, olumlu ve
olumsuz 6ngori degerleri ve tanisal dogrulugu arastiriimistir.

Materyal ve Metodlar: Bu galismaya, Nisan 2009-Kasim
2010 tarihleri arasinda, toplam 22 (16 erkek, 6 kadin) olgu dahil
edilmistir.  MRA incelemeleri, 1.5 Tesla MR gorintileme
sisteminde yapilmistir. Her olgunun MRA ve DSA goérintileri,
birbirinden bagimsiz iki radyolog tarafindan degerlendirilmistir.
ICA stenoz orani NASCET ydntemine gére sagittal plandaki MR
anjiyografik maksimum yogunluk projeksiyonlari ve lateral
plandaki DSA goruntileri Gzerinden saptanmistir.

Bulgular: Tiim segmentleri boyunca 44 iCA, TRICKS MRA ve
DSA ile 56 stenoz noktasinda karsilastirildi. Goézlemciler arasi
uyum k istatistigine gore her iki yontem igin de g¢ok iyi ve
mikemmel dizeyde olup TRICKS MRA igin 0.73 ve DSA igin
0.83’dur. TRICKS MRA'nin %70-99 araliginda stenozu 6ngérmede
birinci ve ikinci gozlemciye goére duyarliigi; %100 ve %100,
Ozgullugl %92,3 ve %94,2, PPV %50 ve %50, NPV %100 ve %100
olarak saptanmistir.

Sonug: ICA stenozlarinin saptanmasinda yiksek tanisal
dogruluk oranlariyla TRICKS MRA’nin, komplikasyon riski yiksek,
invaziv bir yontem olan DSA’ya alternatif olarak kullanilabilecegi
distnilmektedir.

Anahtar kelimeler: Dijital subtraksiyon anjiografi, internal
karotid arter stenozu, Zaman-¢6zunurli kontrasth manyetik
rezonans anjiografi
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ABSTRACT

Objectives: In this study, digital subtraction angiography
(DSA) being taken as a reference, the sensitivity, specificity,
positive and negative predictive values (PPV and NPV), and
diagnostic accuracy of time-resolved imaging of contrast kinetics
magnetic resonance angiography (TRICKS MRA) was used in the
detection of ICA stenosis in patients with stroke and
cerebrovascular disease symptoms.

Materials and methods: From April 2009 to November 2010,
22 (16 male, 6 female) consecutive patients were included in this
study. MRA was performed 1.5 Tesla MR. Results of TRICKS MRA,
and DSA were read independently by two observers. ICA stenosis
was measured according to the following North American
Symptomatic Carotid Endarterectomy Trial (NASCET) method.
From the MR angiographic maximum intensity projections (MIP),
the percentage of ICA stenosis was assessed on sagittal
projection, which coincided with the lateral of the DSA
projections used.

Results: All segments throughout in 44 ICA’s compared at 56
point of stenosis in TRICKS MRA and DSA. The k statistics that
reflected the interobserver variability between observers 1 and 2
were very good and similar for two tests: 0.73 for TRICKS MRA,
and 0.83 for DSA. In the 70-99% carotid artery stenosis range,
according to first and second independent observation, TRICKS
MRA has a sensitivity of 100% and 100%; specificity of 92.3% and
94.2%; PPV of 50% and 50%, NPV of 100% and 100%,
respectively, compared to digital subtraction angiography.

Conclusion: TRICKS MRA which has high rates of diagnostic
accuracy on determining ICA stenoses could be considered as an
alternative for invasive DSA which has higher risk of
complications.

Key words: Digital subtraction angiography, Internal carotid
artery stenosis, Time-resolved contrast-enhanced magnetic
resonance angiography
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Introduction

Eighty percent of the strokes are
caused by ischemia, of those, 20% is caused by
stenosis of the carotid artery (1).
Atherosclerosis is the underlying factor in 90%
of thromboembolic events. The most
important source of emboli is carotid artery
stenosis (2). Atherosclerotic lesions are
specifically located in the proximal 2 cm of
ICA. The risk of stroke is increased by the rate
of stenosis and morphology of the plaque.
70% stenosis is considered by experts to be
the threshold value (3). Many studies
performed on symptomatic and asymptomatic
patient groups showed that carotid
endarterectomy resulted in reduced rates of
transient ischemic attack, stroke and death in
the long term (4). This emphazises the
importance of characterizing the degree of
stenosis accurately.

Three-dimensional  (3D) time-resolved
MRA, is one of the best application of parallel
imaging methods in the field of MRA. Serial
images are taken using a rapid imaging
modality in a specific time period during the
injection of contrast, as in DSA. 3D MIP images
are then obtained from those images. By this
method, venous contamination in areas with
high cerebral venous return is negated. This
method is quite effective in evaluating the
flow and the filling mechanics of vascular
lesions. 3D time-resolved contrast-enhanced
MRA  provides both anatomical and
hemodynamic data (5). In addition, pure
arterial or pure venous phase images can be
rapidly obtained. This technique is currently
used for extra-cranial carotid artery imaging.

In this study, the differences between
diagnostic 3D TRICKS MRA and diagnostic and
therapeutic DSA in patients with a pre-
diagnosis of carotid artery stenosis and
cerebrovascular disease were evaluated
retrospectively. Diagnostic reliability of 3D
TRICKS MRA in the diagnosis of carotid artery

Gokce et al.

stenosis was investigated via sensitivity,
specificity, PPV, and NPV results. These
paramaters were compared with DSA which is
the gold standard in the diagnosis of the
carotid artery stenosis.

Materials and methods

Twenty-two  patients  with  pre-
diagnosed carotid artery stenosis and
cerebrovascular disease between April 2009 to
November 2010 were included in the study.
Sixteen patients were male and 6 were female.
They underwent both time-resolved contrast
MRA and DSA examinations in short time
intervals (between one day and one month).
The study protocol was approved by the local
institutional ethics committee (number:
B.30.2.G0U.0.01.00.00/7U).

All MR angiographies completed in the
study were performed using a 1.5 T imaging
system (Signa excite HDx12.0 M5B software;
GE Healthcare, Milwaukee, WI, USA, 2005).
Neurovascular head and neck coils (General
Electric, 1.5T, 8 Ch) were also used. After the
injection of the contrast, images were
obtained, in the coronal plane extending from
the aortic arch to the circle of Willis ring by
using the 3D TRICKS sequence (TR: 4.1, TE: 1.6,
NEX: 0.75, Angle of drift (FA): 35°, effective
slice thickness 1 mm (slice thickness: 1.8 mm,
ZIP 2), FOV: 28x20 cm, matrix: 320x224, band
width: 62.5, voxel volume: 1.1x1.3x1.0 mm).
Slap thickness were set to include carotid and
vertebral arteries. The number of cross
sections were 60-70 images in one series;
imaging time was between 1.10 to 1.30
seconds. Processing time was approximately 5
minutes. Elliptical-centric method was used
for calculating the K-area.

Contrast agent with a dose of 0.1 mmol/kg
was injected with an automatic injector using
a 22 G canula in the antecubital vein at a
speed of 1.5 ml/s.  After the injection of

contrast, the catheter was flushed with 20 ml
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of isotonic NaCl. The contrast agent used was
gadobenat  dimeglumin  (MultihanceR-0.5
mol/L; Bracco, Milan, Italy). 20 seconds after
the initiation of the sequence, 0.1 mmol/kg of
contrast agent was given in 26.6 seconds by
the automatic injector. Volume images were
reconstructed every 5 seconds in order to
demonstrate the temporal resolution in every
frame. Subtracted images were formed by
using the first volume as a mask.

Three dimensional images were
constructed by using the basal images in
the“GE Advantage Windows Workstation 4.2”,
“Volume Viewer” program via the MIP
algorithm. Three dimensional images were
formed including the internal carotid artery
bifurcation and the more distal segments
without missing any level; most stenotic
segments were found and analysed in the
adequate magnification on sagittal

projections.

DSA examination was performed using
the DSA GE Innova 3100 (Milwaukee-USA)
angiography device. Images were obtained by
1000x1000 and 750x750 matrices. In all of the
cases included in the study, carotid artery
imagings were obtained by using 10 ml of
iodine contrast (Omnipaque, 350 mg of iodine
per milliliter; GE ) given at a speed of 5 ml/s
for each carotid artery following femoral
artery catheterization with the Seldinger
method in the posteroanterior and lateral
projections by 4F and Simmons catheters via
selective catheterization. Stenosis
measurements were calculated by “GE
Advantage Windows Workstation 4.3”, in the
most stenotic segments in the lateral

projections.

In the carotid system, the level of the
bifurcation and all the segments of the
internal carotid artery were evaluated. MRA
and DSA images of all cases were analysed by
two experienced radiologists in neurovascular
radiology. Rates of stenosis were determined.
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Each of the observers independently
evaluated the MRA images first, and then the
DSA images at different times without
knowing the evaluation of the other observer.
The other images were hidden from the
observers during the evaluation of an image.
In each method, measurement of the most
stenotic part was taken and the rate of
stenosis was determined by the NASCET
method. DSA images in the lateral projection
and MIP images in the sagittal plane of MRA
were used during the measurements (fig 1).
DSA was accepted as gold standard method.
Stenosis rates in the carotid bifurcation level
and internal carotid artery were divided into 5
groups: < 30%, 30-49%, 50-69%, 70-99%, 100%
(obstructed).

The presence of significant difference
between DSA and TRICKS MRA in the
evaluation of stenosis was determined by
Marginal Homogeneity and McNemar tests (In
the dependent groups with Ki-Square tests).
Diagnostic consistency between DSA and
TRICKS MRA was evaluated by Kappa
Coefficient(k) . Sensitivity, specificity, PPV, NPV
and diagnostic accuracy rate were calculated
in order to evaluate the diagnostic efficacy of
MRA compared to DSA. Diagnostic accuracy
rate was calculated as the rate of the
referrence method (TRICKS MRA) to correctly
classify the cases in comparison with the gold
standard (DSA). Continuous variables were
shown by average (Avg) and standard
deviation (SD); categorical variables were
shown by number (n) and percentage (%). P
values were accepted as statistically significant
when they were below 0.05. Calculations were
performed using statistical software (PASW
ver.18, SPSS inc. Chicago, IL).

Results

Fifty-six segments from 44 internal carotid
arteries of 22 patients were included in the
study. The age range of these patients was 45
to 84 vyears (average 68+10 SD ). The
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the stenotic

according to the observers based on the

distribution  of segments

NASCET classification are presented in Tables 1

Gokce et al.

Table 2: The distribution of the stenotic segments according
to the second observer in DSA and TRICKS MRA images, based
on the NASCET classification

At the 70-99% internal carotid artery
stenosis interval, MRA had a sensitivity of
100%, specificity of 92.3%, PPV of 50%, NPV of
100% and diagnostic accuracy of 92.8% when
compared with DSA according to the first
observer. According to the second observer, in
the same carotid artery stenosis interval MRA
had sensitivity of 100%, specificity of 94.1%,
PPV of 50%, NPV of 100% and diagnostic
accuracy of 94.6% when compared with DSA.
Kappa coefficient in the 70-99% stenosis level
was 63.2% for the first observer, 74.1% for the
second observer and the level of consistency
was very good.

and 2. The consistency between the observers bSA
in DSA and 3D TRICKS MRA techniques were 70-
« . . e 0-29% 30-49% 50-69% 99% 100% Total
statistically  significant(P<0.001). Kappa o
Observer 2 (n=30) (n=10) (n=8) (n=5) (n=3) (n=56)
coefficient was 73.3% in 3D TRICKS MRA, the
28 3 0 0
consistency was high; kappa coefficient for 029% | o339 | oow | ©0ow | oon | O | e
DSA was 83.6% and the consistency was
0 4 2 0
T 30-49% 0(0,0% 6(10,7%.
perfect. R 0% | w0 | esow | oo | 0O (10,7
1
Table 1: The distribution of the stenotic segments according c ) ) B o
to the first observer in DSA and TRICKS MRA images, based on g 50-69% 6% | @00 | s00m | 00 0(0,0%) | 8(14,2%)
the NASCET classification
:I 0 1 2 5
DSA 70-99% 0(0,0%) 8 (14,2%)
A (0,0%) (10,0%) | (25,0%) | (100%)
Observer 1 0-29% 30-49% 50-69% (n=9) 70-99% 100% Total 0 0 0 0 3
(n=29) (n=11) (n=4) (n=3) (n=56) 100% ©00% | ©0% | ©0% | ©00% | (1000%) 36:3%)
T 0- 24 0(0,0%) 0(0,0%) 0(0,0%) 27
29% (82,7%) (27,2%) (48,2%)
R . . .
Diagnostic accuracy and consistency values
30- 4 1(11,1%) 0(0,0%) 0(0,0%) 9 . . pe .
: according to the classified ranges are shown in
49% (13,7%) (36,3%) (16,0%)
¢ Table 3.
K 50- 1 (3,4%) 5 (55,5%) 0(0,0%) 0(0,0%) 9
69% (27,2%) (16,0%)
S
70- | 0(0,0%) | 1(91%) 3(33,3%) 4 0(0,0%) 8
99% (100%) (14,2%)
M
100% 0(0,0%) 0(0,0%) 0 0 (0,0%) 3 3(5,3%)
(0,0%) (100,0%)

Figure 1. Measurement of ICA stenosis according to NASCET
methods. 76 year old male patient. DSA image in lateral
projection (A) 3D TRICKS MRA MIP image in sagittal projection
(B) (According to the first observer there was 49% stenosis in
DSA, 41% stenosis in TRICKS MRA.).

According to the first observer, of the 8
segments of vessels in the 70% to 99%
stenosis range in TRICKS MRA, four were
concordant with DSA. For the second observer,
of the 8 segments of vessels in the 70% and
99% stenosis range in TRICKS MRA, five were
concordant with DSA (fig 2).
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Figure 2. 73 year old male patient. DSA image in lateral
projection (A) 3D TRICKS MRA MIP image in sagittal projection
(B) (According to the second observer, there was 73% stenosis
in DSA, 80% stenosis in TRICKS MRA.).

Gokce et al.

The four vessel segments which were
discordant with the DSA acccording to the first
viewer and the three vessel segments
discordant with DSA acccording to the 2nd
viewer were all located in the lower stenosis
ranges. Acccording to the first observer, three
were considered to be in the 50-69% stenosis
range, and one in the 30-49% stenosis range.

For the two were

considered to be in the 50-69% stenosis range,

second observer,

and two in the 30-49% stenosis range. The
sensitivity of MRA in stenosis of greater than
70% was 100% for both observers; specificity
was 92.3% for the first observer, and 94.1% for
the second observer.

Tablo 3: Diagnostic efficacy of TRICKS MRA in comparison with DSA at different stenotic ranges of the internal carotid artery.

Observer 1

Observer 2

NASCET

Classification

0-29%

30-49%

50-69%

70-99%

100%

0-29%

30-49%

50-69%

70-99% 100%

Sensitivity

82.7%

36.3%

55.5%

100%

100%

93.3%

40.0%

50%

100%

100%

Specificity

88.8%

88.8%

92.1%

92.3%

100%

88.4%

95.6%

91.6%

94.1%

100%

PPV

88.8%

44.4%

55.5%

50%

100%

90.3%

66.6%

50%

50%

100%

NPV

82.7%

85.1%

92.1%

100%

100%

92.0%

88.0%

91.6%

100%

100%

Diagnostic

85.7%

78.5%

91.0%

92.8%

100%

91.0%

85.7%

85.7%

94.6%

100%

Accuracy

K 0,679 0,271 0,470 0,632

1,000 0,747 0,423 0,417

0,741 1,000

For detecting the stenosis levels above
70%, DSA and MRA had a very high
concordance.(For the first observer k=0.632;
for the second observer k=0.741 and P<0.001.
The concordance of carotid artery stenosis
rates between DSA and TRICKS MRA according
to the observers are shown in Figures 3 and 4.

Discussion

Non invasive methods are widely used
in the first step of the evaluation of carotid
artery stenosis. Currently, the most reliable
DSA prior to

method is surgery or

endovascular treatment. DSA is accepted as
the gold standard method in the diagnosis of
obstructive supraaortic vascular lesions. It has
well defined morbidity rate (0.5-4%) and
mortality rate (0.01%). Morbidities include
ionizing radiation, nephrotoxicity of the
contrast material, and long recovery period. It
is also expensive (6-8). Thus non-invasive
methods are preferred more often. Methods
like Doppler ultrasonography, computed
tomography angiography and MRA have high
sensitivity and specificity in the diagnosis of
the carotid stenosis ranging from 70% to 99%

(9).
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Figure 3. Concordance of carotid artery stenosis rates
between DSA and TRICKS MRA according to the first observer.

Contrary to the known complications of
DSA, MR imaging and MRA have very low
complication rates. Special attention must be
paid in patients with decreased renal function
to avoid the risk of nephrogenic systemic
fibrosis (10).
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Figure 4. Concordance of carotid artery stenosis rates between
DSA and TRICKS MRA according to the second observer.

An advantage of MRA over DSA in the
imaging of the carotid bifurcation is the ability
to obtain several images with a single contrast
agent administration in MRA; in contrary, DSA

Gokce et al.

requires at least two injections for the
standard biplan images. The most significant
advantages of contrast MRA are less artifact
caused by flow and patient movement, and
obtaining good spacial resolution of a wide
area from the aortic arch to circle of Willis.
This allows us to estimate the level of stenosis
of the internal carotid artery more accurately
and make differential diagnoses between
occlusion or pseudo occlusion, which is
clinically and therapeutically very important. It
also allows us to visualize strings of stenotic

areas (11).
A

Figure 5. 72 year old female patient. DSA image in lateral
projection (A) 3D TRICKS MRA MIP image in sagittal projection
(B) (According to the first observer there was 69% stenosis in
DSA, 75% stenosis in TRICKS MRA.)

Anzalone et al. in their series of 49 patients
with carotid artery stenosis where 3D TOF
MRA, contrast MRA, DSA and rotational
angiography were compared, found that the
best concordance were between contrast MRA
and rotational angiography and versus DSA
and rotational angiography. In the study, the
area of stenosis was evaluated on multiple
projections by MRA. MRA provided the
opportunity to measure the most stenotic
lumen; but when compared with DSA, MRA
led to over-measurement of the stenosis (12).

In a study performed by Yang et al.
which compared contrast MRA with DSA, in
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stenosis or occlusions more than 50% MRA
had 92-100% sensitivity and 97-99%
specificity; in cases with 100% occlusion it had
92-100% specificity and 97-99% specificity 97-
99% (13). In the study performed by
Nederkoorn et al. with 51 cases in the 70-99%
stenosis range, contrast MRA had 90-91%
sensitivity and 76-77% specificity (14). The
reason for this statistically significant
difference between these studies is likely
attributed to the more inclusive selection of
50-99% stenosis range in the study done by
Yang et al., compared to 70-99% stenosis
range in the study done by Nederkoorn et al.
(13,14).

In a study performed by Randoux et al.
with 22 cases, sensitivity was 93% and
specificity was 100%. They concluded that
MRA was a reliable diagnostic method which
could replace DSA (15).

DeMarco et al. showed that when high
resolution  contrast-enhanced MRA  was
combined with contrast timing of bolus and
automatic triggering, it was more efficient. In
this study, elliptical central phase application
was used. In 63 patients, bolus access time
was reported as 17.4 seconds on average. 95%
success was achieved and 98% of the
applications were perfect. Two independent
observers report that the contrast images
were  statistically significant  (P<0.001).
Ulceration, slow flow and the length of the
stenosis were detected better in the MR
images. While artifacts from slow flow
saturation and carotid artery stenosis were
seen in multi-slab 3D images, they were not
seen with the contrast application. Authors
report the equality or the superiority of
contrast MRA in detection of carotid stenosis
over multislab 3D TOF (16).

TRICKS MRA has many advantages
when compared to MRA techniques with and
without contrast. This technique was named
as TRICKS as k-space sampling techniques
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were combined to shorten the imaging time.
Contrast optimizes the data kinetics while the
bolus runs through the vessel (5). In the
TRICKS technique, data obtained while the
temporal resolution is imaged every 2-6
seconds allows data to be render in three
dimensions. Thus, series can be formed
equivalent to conventional angiography (17).
Data acquisition starts before the injection of
the contrast, so that precontrast series are
obtained to enhance the vessel Vvisibility.
Background signals are effectively eliminated
and the technique allows for multiple
injections of contrast during the same
application. Several k-space sampling raters
are used in the technique and k-space
elements in between the image sets are
shared. With this technique the passage of the
contrast can be followed first in the artery
than in the vein. It is minimally sensitive to
contrast timing allowing retrospective post
processing volume images. Coordination of
the access time for the bolus is less critical, as
the images start to be obtained before the
injection and continue in the arterial and
venous phases. Identifying seriously diseased
vessels is important. Thus TRICKS can show
vessels which opacifiy very late in the
angiographic series (18,19).

Remonda L. et al. in their study of 120
patients comparing the time resolved MRA
with contrast and the DSA, the concordance of
MRA with contrast and DSA was 93% in the
70-99% stenosis range. The sensitivity and
specificity in all stenosis ranges in MIP images
was 98% and 96%, respectively. In the 0-29%
stenosis range, the concordance between
MRA and DSA was 90%. In the 30-69% stenosis
range the concordance was 68% (11).

In our study, we compared a MRA
technique with contrast called 3D TRICKS MRA
with DSA according to the stenosis rate
calculated by the NASCET method. Base on
our results, the sensitivity and specificity of
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MRA in diagnosis of the stenosis in the 70-99%
range was 100% and 92.3% for the first
observer; 100% and 94.1% for the second
observer. In the 70-99% stenosis range, 3D
TRICKS MRA had high sensitivity and
specificity consistent with values in the
literature.

In our study, 16 of 56 vessel segments
under MRA according to the first observer and
12 segments according to the second observer
were qualified at different stenosis ranges.
When compared according to the first
observer, of the 16 vessel segments which
were classified in different stenosis ranges in
MRA, 12 were classified in higher stenosis
levels than DSA, 4 were classified in lower
stenosis levels than DSA. According to the
second observer, of the 12 vessel segments
which were classified in different stenosis
ranges in MRA, four were classified in lower
stenosis levels than DSA. When the vessels
classified as being in the lower stenosis levels
in MRA compared to DSA were reexamined, it
was thought that spatial resolution of the MRA
was lower than DSA and the signal noise ratio
was possibly low.

U-King-Im JM et al. compared MRA
with contrast and DSA; one of the limitations
was critical stenosis levels had a sharp cut-off
point of 70% according to NASCET and
European Carotid Surgery Trial methods.
Stenosis levels like 67%, which as minimal
clinical manifestation, changed the statistical
significance (20). As mentioned in the
literature, internal carotid artery stenosis
levels are reported by the observers with 5%
inter-observer variability. In  our study
according to the first observer, the evaluated
three vessel segment had stenosis levels of
69%, 68%, 69% respectively in TRICKS MRA in
the stenosis range of 70-99% (fig 5). Thus, they
were classified in the 50-69% stenosis rate.
according to the second observer the
evaluated 2 vessel segment had stenosis levels

Gokce et al.

of 66%, 68% respectively in TRICKS MRA in the
stenosis range of 70-99%, Thus they were
classified in the 50-69% stenosis rate. As a
result of this, 1-5% change in the
measurements of stenosis grading affected the
statistical analysis.

One of the major limitations of our
study is that, stenosis measurements in TRICKS
MRA were only taken via MIP images acquired
from the sagittal planes; The measurements
via DSA were performed in the lateral plane.
Single plane measurement could result in
misleading measurements. To increase the
diagnostic accuracy, a volumetric
measurement would be more ideal than

measurement from a single plane.

Although our study is one of the largest
series in literature comparing TRICKS MRA and
DSA in the diagnosis of carotid artery stenosis,
our statistical power is limited by the low
sample group. In spite of this, our results shed
light toward future directions.

TRICKS MRA is a safe technique
without requiring the bolus test technique. It
is not complicated by timing software. It
improves the defining of complex morphology
of the proximal internal carotid artery by slow
bolus injection of contrast agent. When
compared with MRA without contrast, TRICKS
technique decreases artifacts and increases
diagnostic reliability. Although the necessity of
a technique such as DSA is emphasized as a
reference in ongoing trials, early experiences
show that TRICKS would gain a major role in
the evaluation of carotid artery stenosis.

According to our results we believe
that TRICKS MRA is a noninvasive and safe
alternative to DSA in the diagnosis of ICA
stenosis; however, given the importance of
rate of stenosis and plaque surface properties
in clinical decision making, DSA evaluation
must be performed on patients for whom
treatment is planned.
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The Prevalence of Depression During Pregnancy and The Affecting Factors

Gebelikte Depresyon Yasama Durumu ve Etkileyen Faktorler
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Amag¢: Caligma gebelikte depresyon goriilme sikligini ve
etkileyen faktorleri belirlemek amaciyla tanimlayict olarak
yapilmigtir.

Yontem: Verilerin toplanmasinda arastirmacilar tarafindan
gelistirilen bir tanitim formu ve Edinburg Depresyon Olgegi
kullanilmistir.  Calismanin  6rneklemini 200 gebe olusturmustur.
Verilerin degerlendirilmesinde sayi, yiizdelik, ortalama, bagimsiz
gruplarda t testi, kruskal wallis Anova ve post-hoc(Tukey HSD)test
kullanilmisgtir.

Bulgular: Arastirmaya katilan gebelerin % 34.0° 1 25-29 yas
grubunda, % 82.0°1 ev hanimi, %56.5°1 ¢ekirdek ailede yagsamaktadir.
Ayrica ¢alismaya katilan gebelerin %5.0°1 gelir durumunun orta
diizeyde oldugunu, % 81.5’1 sosyal giivenceye sahip oldugunu ifade
etmistir. Ayrica gebelerin %33.5’inin ilk gebeligi oldugu, %55.5’inin
planlayarak gebe kaldigi, %49.0’min bebeginin bakimina iliskin
kaygr yasadigi, %15.5’i daha Onceki gebeliklerinde depresyon
yasadigi ve %13.5’i de ailelerinde depresyon Oykiisii oldugunu
belirlenmistir.  Arastirmamizda  gebelerin  depresyon  puan
ortalamasinin 10.4+6.6 oldugu ve % 36.0’sinda depresyon oldugu
belirlenmistir. Gelir ve ¢aligma durumunun, ¢ocuk sayisinin, plansiz
gebeligin, gebelikte saglik probleminin, bebek bakimina iliskin kaygi
yagsamanin, gebelikte kayip yasamanin, onceki gebelikte ve ailede
depresyon Oykiisiiniin, es ile olan iliskinin, gebelikte es ile olan
iligkide meydana gelen degisikligin, sosyal destek eksikliginin,
depresyon puanini etkiledigi belirlenmistir.

Sonu¢: Sonug olarak, depresyon igin risk tasiyan gebelerin
psikososyal takiplerinin diizenli olarak yapilmasi ve uygun
danigsmanlik hizmetlerine yonlendirilmeleri onerilebilir..

Anahtar Kelimeler: Gebelik, Depresyon, Sosyal Destek
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ABSTRACT

Aim: This is a descriptive study aimed to determine the
prevalence of depression and the factors causing depression during
pregnancy.

Method: The data were collected by using an Introductory Form
developed by the researchers and the Edinburg Depression Scale. The
sample of the study consisted of 200 pregnant women. Frequencies,
means, independent samples t-test, kruskal wallis test, one-way
analysis of variance (ANOVA) and post-hoc(Tukey HSD)test were
used in order to analyze the data.

Results: 34 % of pregnant women that participated in the study
were between the ages 25-29, 82.0 % of them were housewives and
56.5 % of them live in a nuclear family. Also, 5 % of these pregnant
women stated that they have middle level income and 81.5 % of them
stated that they have social security. It was also determined that 33.5
% of these women are primigravida, 55.5 % of them planned their
pregnancy, 49.0 % of them are anxious about the care of their babies,
15,5 % of them experienced depression during their previous
pregnancies and 13.5 % of them have someone with a history of
depression in their families. In this study, it was found out that mean
depression score of pregnant women is 10.4+6.6 and 36 % of them
experienced depression. It was also found out that employment status,
income level, number of children, unplanned pregnancy, health
problems in pregnancy, anxiety about baby care, loss suffered during
pregnancy, history of depression in the previous pregnancy and family,
relationships with husband, changes in relationships with husbands
during pregnancy lack of social support, affected depression score.

Conclusion: As a result, it can be suggested that psychosocial
follow-ups of pregnant women who are under risk of depression
should be made regularly and they should be directed to appropriate
counselling services.

Keywords: Pregnancy, Depression, Social support
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INTRODUCTION

Depressive disorders and their symptoms
are widely seen public health problems that
lead to a significant level of business loss and
disability. The lifetime prevalence of
depressive symptoms varies between 13-20 %
(1,2). It is reported that the level of prevalence
of clinical depression in the society in Turkey
is about 10 % (3).

Major depression in women is 2 or 3 times
more common than men(4,5). In western
countries, the prevalence of major depression
in men is approximately 2-3 % and in women
it is around 5-9 % (6). Women’s biological
structure, psychological characteristics,
personality, way of coping with problems,
social and cultural position make women prone
to depression. There is a close relationship
between the nervous and hormonal systems
and thus feminine hormones affect their
behaviors. Menstruation, pregnancy,
puerperality, breastfeeding, menopause and
the use of birth control pills can lead to mental
illnesses (7).

Depression is more common in women
between the ages of 25 and 35, which is
accepted as reproductive age, and this period is
the high-risk period for the onset of depression
in women. Infertility, pregnancy, abortion,
stillbirth and social, economic, biological and
hormonal changes during postpartum period
affect a woman’s mental health. Almost any
life event can be compared with
neuroendocrine and psychosocial changes
caused by pregnancy and childbirth (6,8,9).
Many women can adapt easily to
physiological, psychological and social
changes occurring with pregnancy and
childbirth. However, the women who cannot
adapt may have emotional problems in various
levels (10).

As well as hormonal, physiological,
psychological and social changes occurring
during pregnancy, concerns related to the fetus
and delivery can lead to occurrence of
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depressive  symptoms during  pregnancy
(11,12).

Since depression in pregnancy affect the
health of the mother and the fetus negatively,
earlier diagnosis and determination of the
factors predisposing to depression are
important in order to protect the health of both
the mother and the baby.

METHODS
Study design

This is a descriptive study aimed to
determine the prevalence of depression and the
factors causing depression during pregnancy.

Setting and sample

The population of the study consisted of
pregnant women admitted to the hospital
within a year. The sample of the study
consisted of 200 pregnant women.

Ethical Consideration

Written permission was received from the
provincial directorate of health to do the
research. Also, the purpose of the research was
explained to pregnant women and their verbal
consents were obtained.

Instruments

The data were collected by using an
Introductory Form prepared by the researchers
and the Edinburg Depression Scale.

Introductory Form

A form prepared by the researchers in order
to identify socio-demographic characteristics
of pregnant women who participated in the
study, their stories related to their previous
pregnancies and their current pregnancy and
whether they received any social support
during their pregnancies.

Edinburgh Depression Scale

The EPDS is a kind of self-rating scale
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prepared by Cox in 1987 to determine the risk
of depression in women in the postpartum
period. This is a screening scale and it is not
intended to diagnose depression with this
scale. The EPDS consists of 10 questions in
the form of a 4-point Likert scale and the
responses are scored between 0 and 3. The
total score of the scale is obtained by summing
the scores of the items. The women who score
over 12 points are considered as the risk group.
While the lowest possible score that one can
get from the scale is 0, the highest is 30.
Turkish validity and reliability studies of the
scale were conducted by Engindeniz in 1996.
In this study, the women who got 13 or more
points were considered as the risk group for
postpartum depression (13). The scale can also
be wused to determine depression during
pregnancy (14). The Cronbach’s Alpha
reliability score was 0.875 in this study.

Data Analysis

SPSS was used to evaluate the data.
Frequencies, means, independent samples t-
test, kruskal wallis test, one-way analysis of
variance (ANOVA) and post-hoc(Tukey
HSD)test were used in order to analyze the
data.

RESULTS

34.0 % of pregnant women that participated
in the study were between the ages 25-29; 58.0
% of them were 1-5 years married; 55.0 % of
them married before the age of 19; 29.5 % of
them were graduated from secondary school;
82.0 % of them were housewives and 56.5 %
of them live in a nuclear family. Also, 5.0 % of
these pregnant women stated that they have
middle level income and 81.5 % of them stated
that they have social security.

It was also determined that 33.5 % of these
women were primigravida, 42.5 % of them
were in the third trimester of pregnancy and
55.5 % of them had planned their pregnancy.
Nevertheless, 78 % of the pregnant women
stated that they had not had any health
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problems during their pregnancy. 38.6 % of the
women, who declared that they had had health
problems, had experienced hyperemesis
gravidarum, 20.5 % of them had experienced
gestational hypertension and 15.9 % of them
had experienced gestational diabetes.

Table 1. Depression Scores of Pregnant Women According to
Their Socio-Demographic Characteristics

Socio- EPDS Scores

Demographic — p
Characteristics X +SD

Education

Literate 16.0 + 4.7

Primary School 10,6 + 6.8 9,34
Secondary School 10.1 + 6.7 p>.05
High School 11.7 + 6.8

University 83 £55

Employment

Status -2.19
Working 83 £ 6.6 p<.05
Not working 109 £ 6.5

Social Security

Have 104 + 64 -0.25
Do not have 10.7 + 74 p>.05
Family Type

Nuclear family 102 + 6.2 -0.57
Extended family 10.7 £ 72 p>.05
Income Status

Very bad* 207 + 4.1

Bad* 148 + 7.7 9.45
Middle 102 + 58 p<.001
Good 89 =+ 6.2

Very good 37 +38

*Post-Hoc(Tukey HSD) p<.05

In our study, 49.0 % of pregnant women
stated that they were anxious about the care of
their babies and 15.5 % of them had suffered a
loss (e.g. death, migration, separation). Also,
155 % of them stated that they had
experienced depression during their previous
pregnancies and 13.5 % of them declared that
they had someone with a history of depression
in their families. 81.5 % of the women
indicated that they received social support
during pregnancy. 57.1 % of these women
received support from their husbands and 39.3
% of them received support from their
families. 72.0 % of the women stated that they
had good/very good relationships with their
husbands and 73.5 % of the women indicated
that they experienced no change in their
relationships with their husbands during their
pregnancies.
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Table 2.Depression Scores of Pregnant Women According to
Their Obstetric Characteristics

Obstetric EPDS Scores
Characteristics p
Number of children X +sD

No children* 89 + 6.6

1 11.8 + 64 291
2 10.0 £ 7.3 p<.05
3 and more 120 £ 5.5

Gestational Age

1-3 113 £+ 7.7

4-6 10.7 £ 6.5 1>.0065
79 9.7 + 6.0 p>.
Planned/Unplanned

Pregnancy

Planned 92 + 64 -3.02
Unplanned 120 + 6.6 p<.05
Health Problems in

Pregnancy

Have 129 + 74 2.52
Do not have 9.8 + 6.2 p<.05
Types of Health

Problems

Hyperemesis 11.9 + 6.5

gravidarum 2,22
Pregnancy 112 +73 p>.05
hypertension

Problems with the 10.2 + 12,5

placenta

Gestational diabetes 148 + 5.6

Other (Anemia. 163 + 8.4

IGR**)

*Post-hoc(Tukey HSD) p<.05 **intrauterine Growth Retardation

In our study, it was determined that
mean depression score of the pregnant women
was 10.4+6.6 and 36.0 % of them were under
the risk of depression.

Depression scores of pregnant women
according to  their  socio-demographic
characteristics are given in Table 1. It was
found to be statistically significant that
depression scores are higher in women who are
not working (p<0.05) and who had bad and
very bad income status (p<.001). It was seen
that education, family type and social security
did not affect depression scores.

Depression scores of pregnant women
according to their obstetric characteristics are
given in Table 2. It was determined to be
statistically ~ significant ~ (p<0.05)  that
depression scores are higher in women with
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unplanned pregnancies and who had problems
during their pregnancies. Also, depression
scores are significantly lower in women who
don’t have any children. (p<0.05).

Table 3.Depression Scores of Pregnant Women According to
Their Emotional Experiences

Emotional Experiences ~ EPDS Scores

X +sD P
Anxiety about baby
care 5.64
Have 129 + 6.7 p<.001
Do not have 8.0 £ 5.6
Loss suffered during
pregnancy 271
Yes 134+ 6.7 p<.05
No 99+ 6.5
History of depression
in previous
pregnancies 461
Yes 153+ 6.4 p<.001
No 9.5+ 6.3
History of depression
in the family 2.63
Yes 139+ 7.5 p<.05
No 99 + 6.3
Having social support
during pregnancy
Yes 9.6 + 6.3 -3.330
No 139 £ 7.2 p<.05
General Relationships
with husband
Bad 19.5+ 4.0 25.81
Moderate 14.8+ 6.6 p<.001
Good* 92+ 53
Very good* 74+ 55
Changes in
relationships with
husbands during 4.04
pregnancy p<.001
Yes 139+ 7.5
No 92 £59
The quality of the
social support during
pregnancy
Adequate* 75 £54 13.69
Partly adequate 113+ 6.3 p<.001
Inadequate 153+ 6.3
No support 139+ 7.2

*Post-hoc(Tukey HSD) p<.05

Depression scores of pregnant women
according to their emotional experiences are
given in Table 3. It was determined that
depression scores of women, who were
anxious  about the care of their
babies(p<0.001), who had suffered a loss (e.g.
death, migration, separation etc.) (p<0.05),
who had a story of depression in their previous
pregnancies (p<0.001) and who had someone
with a history of depression in their families
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(p<0.05) were higher and it was found to be
statistically significant. In addition, it was
found out that depression scores were higher
for women who could not receive social
support during their pregnancies (p<0.05) or
who found the support inadequate (p<0.001),
who had bad relationships with their
husbands(p<0.001) and whose relationships
with their husbands changed during their
pregnancies(p<0.001) and it was found to be
statistically significant.

DISCUSSION

While pregnancy is a normal physiological
process for women, sometimes it can cause
considerable emotional stress. There are
limited numbers of studies related with
depression in pregnancy in Turkey. In the
studies conducted by Eskici et al. and Karagam
and Ancel The Beck Depression Inventory
(BDI) was used and the incidence of
depressive symptoms in preghant women was
found to be 14.4% and 27.9 % in these
studies, respectively (15,16). In the studies
conducted by Ocaktan et al. and Golbagi et al.
Edinburgh Postnatal Depression Scale (EPDS)
was used and the incidence of depressive
symptoms in pregnant women was found to be
318 % and 275 % in these studies,
respectively (17,18). In Lara et al.’s study the
prevalence of depressive symptoms was 32.4
% for pregnant Latinas and 36.8 % for
Mexicans (19). Boven et al. found out that the
prevalence of depression (EPDS > 12) was
14.1% in early pregnancy and 10.4% in late
pregnancy(20). In our study, the prevalence of
depressive symptoms was found to be 36 % .

It is reported that the effectiveness of
women over their own lives and their self-
respect increased and the rate of depression
decreased with increasing level of education
(21). In our study, it was determined that
depression scores of pregnant women who
were university graduates were lower than the
others who were not (p>0.05) In some other
studies conducted in Turkey, it was reported
that women with higher education level had
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lower depression scores (15,22-24) (Table 1).
On the other hand, there are some studies that
found no relation between educational level
and depression (12,25).

Poverty is increasingly recognized as the
most powerful variable that causes the
emergence and continuance of mental
disorders (26,27). It was determined in our
study that, depression scores of pregnant
women increased as their income decreased
(p<0.001) (Table 1). Leign et al. stated that
pregnant women who had low income had
higher depression scores than the ones who
had good incomes in their studies (28). In
another study, depression scores of pregnant
women whose incomes were less than their
expenditures were found to be higher than
women with more incomes (22). The results
of our study support the view that bad
socioeconomic status is a risk factor for
depressive symptoms in pregnancy.

Pregnant women experience different
changes in every period of their pregnancy.
These changes might affect their psychological
state (29). In our study, mean EPDS scores of
pregnant women in the first trimester of
pregnancy were higher than mean EPDS scores
of pregnant women in the second and third
trimester, but the difference between these
groups was not statistically significant (p>
0.05) (Table 2). Similar to our study, some
studies conducted in Turkey also reported no
significant difference between depression
scores in terms of gestational age (18,22,30).
Besides this, there are studies stating that
depression scores of pregnant women in the
second and third trimester(25,31) are higher, as
well as there are studies indicating that
depression scores of pregnant women in the
first trimester are higher (32, 33). It is thought
that this difference between the results can be
explained by the difference between the
communities in  which the studies were
conducted, the sample group and the
measuring instruments.

Unplanned pregnancies also negatively
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affect the emotions of women during their
pregnancies (34). Depression rates of women
who experienced unplanned pregnancy were
found to be high in some studies (18,35).
However, unlike our study, whether the
pregnancy was planned or not did not
significantly affect depression scores of
women in some other studies (17,22). In our
study, depression scores of women with
unplanned pregnancies were significantly
higher than those who planned their
pregnancies (p <0.05) (Table 2).

Although  pregnancy is a normal
physiological process, it may cause some
health problems. While women are trying to
adapt to changes during this period, some
health problems that arise in this period may
make it difficult for women to cope with these
changes. In our study, depression scores of
women who experienced health problems
during pregnancy were determined to be higher
than those who did not (p<0.05) (Table 2). In
addition to this, the frequency of depressive
symptoms varies according to the problems.
While depression scores of pregnant women,
who experienced health problems such as
diabetes, anaemia and intrauterine growth
retardation were over 13, depression scores of
women who experienced health problems such
as hyperemesis gravidarum or pregnancy
hypertension were under 13, but this difference
was not statistically significant (p>.05) (Table
2). Kalken et al. reported that severe nausea
and vomiting during early pregnancy were
associated with depression scores( 36).
Simsek et al. determined that pregnant women
with hyperemesis gravidarum had higher
depression scores than those in the control
group in their studies (37).

Some studies showed that anxieties of
women concerning the care of their babies
resulted in postpartum depression (38,39).
There is limited information about whether
pregnant women’s anxiety concerning the care
of baby increases the risk of depression during
pregnancy or not. In a randomized study
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conducted in Australia, it was seen that there is
significant association between pregnancy
depression and the parenting stress (28). In
our study, it was determined that depression
scores of pregnant women who are anxious
about the care of their babies are higher than
those who are not (Table 3). This finding of
our study is important because it shows that
pregnant women should prepare themselves for
the postpartum period and baby care training
given during pregnancy may reduce the risk of
depression.

Social support systems are very important
for the people to cope with life’s difficulties.
Supportive relationships are considered to play
an important role in people’s lives in
strengthening efforts to health promotion, to
prevent health problems, to protect against the
effects of stress and to cope with them (40).
There are many studies showing the relation
between social support and depression during
pregnancy (41-43). Yesil¢icek Calik and Aktas
identified that problems in  marriage
relationships and the lack or absence of social
support create risks for depression during
pregnancy (27). In our study, mean EPDS
scores of pregnant women who couldn’t
receive social support during their pregnancies
or who found the support inadequate, who
generally had poor relationships with their
husbands and whose relationships with their
husbands changed during their pregnancies
were found to be higher(Table 3). These
findings of our study are similar to the
literature.

Lancaster et al. stated that history of
depression is associated with depression during
pregnancy (44). Similarly, Yesilgicek at al.
and Verreault at al. stated that history of
depression is a risk factor for depression
during pregnancy (27,45). In our study, EPDS
scores of pregnant women, who had suffered
from depression during their previous
pregnancies and who have family members
with a history of depression, were found to be
higher and this was statistically significant
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(Table 3). According to these results,
psychosocial assessment in addition to
physical assessment can be suggested to be
done during follow-up of pregnant women to
prevent or diagnose depression in pregnancy
earlier. A limitation of the study is the
relatively small sample.

CONCLUSION

As a result, not working, having bad
income, unplanned pregnancy, having health
problems during pregnancy, lack or absence of
social support, anxiety about baby care, loss
suffered during pregnancy, poor relationships
with husband, changes in relationships with
husbands during pregnancy, a history of
depression or having a history of depression in
the family were found to be associated with
depression  during  pregnancy. Regular
psychosocial follow-ups and consultancy can
be recommended for pregnant women at risk
for depression.
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Amag: Hemsirelik ve ebelik intérn dgrencilerde manevi bakima
yonelik alg1 ve uygulama modelinin degerlendirilmesi.

Yoéntem: Calisma tanimlayici bir aragtirma olarak Adnan
Menderes Universitesi Aydin Saglk Yiiksekokulunda egitim goren
Hemgirelik ve Ebelik bolimii  intérn  Ogrenciler iizerinde
gerceklesmistir. Orneklem kapsamina toplam 194 intérn Ggrenci
alinmustir. Veriler “Tanitict Bilgi Formu” ve “Maneviyat ve Manevi
Bakimi Algilama Olgegi” araciligiyla toplanmustir.

Bulgular: Ogrencilerin MMBO toplam puan ortalamasimin
56.16+8.04, maneviyat ve manevi bakim boyutu puan ortalamasi
27.1244.27, dinsellik 13.57+£2.62 ve bireysel bakim 15.46+3.99
oldugu belirlenmistir. MMBO toplam puan ile maneviyat ve manevi
bakim boyutu arasinda pozitif ve yiiksek diizeyde (r=.84, p<.01),
dinsellik boyutu ile pozitif ve orta diizeyde (r=.43, p<.01) ve bireysel
bakim boyutu arasinda pozitif ve yiiksek diizeyde (r=.79, p<.01)
iliski bulunmustur.

Sonug¢: Dinsellik ve bireysel bakim diizeylerinin yiiksek oldugu
ve bireysel bakimi yiiksek olan Ogrencilerin manevi bakim
diizeylerinin de yiiksek oldugu belirlenmistir. Okullarda ders
programlarinda ve hastanelerde hizmet i¢i egitim programlariyla
manevi bakim konusuna yer verilmesi biitiinciil hemsirelik ve ebelik
bakimi  kapsaminda gereken  girisim  oldugu
diistiniilmektedir.
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ABSTRACT

Aim: Evaluation of Perception and Practice Model of
Spiritual Care in Intern Nursing and Midwifery Students.

Methods: This descriptive study was conducted at Aydin
School of Health Adnan Menderes University on nursing and
midwifery intern students. The sample of the research was 194
intern students. For data collection "Data Information Form" and
"Spirituality and Spiritual Care Perception Scale" were used.

Results: The mean total scores of students SSCP, mean score
of spirituality and spiritual dimensions of care, religiosity and
personal care were 56.16 + 8.04, 27.12+4.27, 13.57+£2.62,
15.46+3.99, respectively. Between SSCP total score and the
spirituality and spiritual care a positive and highly significant (r =
.84, p <.01), the religious dimension a positive and moderate (r =
.43, p <.01) and individual care dimension positive and highly
significant (r = .79, p <.01) were found.

Conclusion: The spirituality individual care of students was
high and the spiritual care of students with higher individual care
was high. The programs in school of health's and in-service
training program in hospitals related on spiritual care that the
scope of holistic nursing and midwifery care is needed.

Keywords: Nursing, midwifery, spiritual care
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GIRIS

Amerikan Holistik Hemsireler Birligi “iyi
saglig1”, viicut, beyin ve ruh arasindaki uyum
diizeyi olarak tanimlamaktadir. Bu uyumda
temel Ogelerden birisi maneviyat ve manevi
biitiinliiktiir (1,2). Oldnall (1996) maneviyati
her bireyin igerisinde hissettigi ruh olarak
tanimlamig Ve insanin yasamina anlam
kazandiran ve kisinin yasamini etkileyen inang
ve degerler diizenini yaratmasinda ona yardim
eden itici bir gii¢ olarak ifade etmistir (3).
Georgesen ve Dungan (1996), insanoglunun ti¢
boyuttan (viicut,akil ruh) olustugunu ve bireyin
kendi deneyimleri ile bu boyutlar birlestirerek
uyumu sagladigini ifade etmistir. Biitlinciil
yaklasima gore birey; bedensel, zihinsel,
duygusal, sosyokiiltiirel ve manevi boyutlari
olan bir biitlindiir. Bu boyutlarin her biri digeri
ile karsilikli olarak iligkili ve birbirine
bagimhdir (5,6). Saglik bakiminin bireylere
biitiinciil yaklagimla verilmeye baglanmasiyla
birlikte bireylerin manevi boyutu da diger
boyutlar kadar 6nem kazanmistir (7,8). Bireyin
kendi icinde igsel stres ve
tutarsizliklardan siyrilarak, huzur ve uyumu
yasamasi manevi biitiinliktiir. Manevi boyut,
dini inanglarin yaninda hayatin anlam ve
amacini kavramayi saglayan hisleri de igerir.
Giliniimiizde fiziksel ve psikososyal boyutun
iistiinde ve var olmanin daha 6tesinde bir boyut
olan manevi boyuta yonelik hemsirelik ve
ebelik bakiminin 6nem kazanmustir (5,6,8).

Bakim  hizmetlerinin  sunumunda en
kapsamli yaklasim holistik yaklasimlardir.
“Holistik bakim” terimi 1980 yilinda Rogers,
Parse, Newman gibi hemsire teorisyenlerle
hemsirelik literatiiriine  girmekle  birlikte,
tarihsel siiregte hemsireler bireylere geleneksel
olarak holistik bir yaklagim i¢inde bakim
vermiglerdir (8). Holistik yaklasima gore birey
bedensel, zihinsel, duygusal, sosyo-kiiltiirel ve
manevi boyutlar1 olan bir biitiindlir ve bu
boyutlar birbiri ile iliskili ve birbirine
bagimlidir (9). Saglik bakimindaki biitiinciil
yaklagimimn benimsenmesiyle manevi bakim
kavraminin 6nemi giderek daha belirgin hale
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gelmektedir. Hemsirelik literatiiriinde
maneviyat terimi, bir dine baglilik, enerji ve
temel giivenin dengelenmesi olarak tanimlanir
ve manevi bakimin saglanmasinin tim
hemsirelerin gorevi oldugunu tanimlar (10).
Yapilan aragtirmalarda maneviyatin saglik,
iyilik ve yasam kalitesi iizerinde belirgin etkisi
oldugu belirtilmekle birlikte hastaliklarin
iyilesmesinde de oOnemli bir yeri oldugu
vurgulanmaktadir (1,5, 11-14). Manevi bakim
holistik bakim igerisinde bir insan gereksinimi
olarak ele alinmalidir. Ancak manevi bakim
kavramiin uygulama alaninda ve hemsirelik
ve ebelik egitim miifredatinda yeterli olmadigi
sOylenebilir. Yapilan g¢aligmalarda maneviyat
kavramina yeterli Onemin verilmedigi ve
manevi bakimin yetersiz oldugu
anlasilmaktadir (15,16).

Maneviyat ve manevi bakim konusunda
yiiriitiilen hemsirelik ve ebelik
arastirmalarinda, hemsirelerin ve ebelerin,
hastalarin manevi gereksinimlerinin farkinda
olduklar1 ancak ¢ok azinmn bu gereksinimlere
yonelik manevi bakim verdigi saptanmustir.
Bunun  temel nedenlerinden birincisi;
hemgirelik ve ebelik egitiminin 6grencileri
manevi bakim verme konusunda yeterince
hazirlayamamasi, ikincisi; maneviyat ve
manevi bakim kavraminin dar bir ¢ergevede
yorumlanmasidir (2,3,15,17). Bir diger neden
ise; hemsirelik ve ebelik literatiiriinde yer alan
maneviyat ve manevi bakim konusunda
yapilmis  aragtirmalarda bu  kavramlarin
bireylerin kendi diinya goriisii ve yorumlarina
temellenen subjektif bir kavram olarak yer
almasidir (15,16,18). Hemsirelerin manevi
bakim vermesinde etkili olan pek c¢ok faktor
vardir. Bu faktorlerden ozellikle hemsirenin
bireysel diisiince sistemi, manevi gereksinimler
ve bakimi algilamasi, kendi yasam umudu,
goniilliligli ve konuya duyarliligi hemsirelik
bakiminda etkili olmaktadir. Bunun yam sira
hemsirenin c¢alistigi ortam, calisma kosullari,
hastaya bakim veren diger c¢alisanlarla
iletisimi, hastanin iletisime acik olmasi gibi
bircok etmen de manevi bakimi etkilemektedir
(11,16,17). Narayanasamy (2001) hemsirelerle
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yaptig1 calismasinda, hemsirelerin hastalarin
manevi gereksinimlerinin yeterince farkinda
olmadigim1  belirlerken, Oldnall  (1996),
hemsirelerin ~ egitim silirecinde hastalarin
manevi gereksinimlerine iliskin yeterince
bilgilendirilmedigini, hemsirelik bakim planini
olusturmada manevi bakima iligskin
donaniminin yetersiz oldugunu vurgulamistir.
Tiirkiye'de hemsirelerin ve ebelerin hastalarin
manevi  gereksinimlerini  yeterli diizeyde
karsilayamadiklar1 ve bu gereksinimi goz ardi
ettikleri ortaya konulmustur. Calismamizda
intorn  hemsirelik ve ebelik Ogrencilerde
manevi bakima yonelik algt ve uygulama
modelinin degerlendirilmesini amaglayarak bu
alanda farkindalik olusturacagi ve literatiire
katki saglayacagi diigiiniilmiistiir.

GEREC YONTEM

Arastirma tipi ve orneklemi: Calisma,
tanimlayici  olarak  yapilmistir.  Arastirma
evrenini Adnan Menderes Universitesi Aydin
Saglik Yiiksekokulunda egitim goren toplam
238 Hemsirelik ve Ebelik bolimii intérn
Ogrenci olusturmustur. Arastirma 6rneklemini
calismaya katilmay1 kabul eden toplam 194
intorn 6grenciden (%81.5 ulasilabilirlik oran)
olusturmustur.

Veri toplama: Arastirmanin yapilabilmesi
icin Aydin Saglik Yiiksekokulu ydnetiminden
yazili izin almmistir. Arastirma  Oncesi
ogrencilere gerekli acgiklamalar yapildiktan
sonra sOzel izin alinmustir. Veriler ilgili
literatiir dogrultusunda arastirmacilar
tarafindan hazirlanan “Tanitict Bilgi Formu-
17 soru igeren ve “Maneviyat ve Manevi
Bakimi  Algilama  Olgegi”  aracihiiyla
toplanmigtir. Maneviyat ve Manevi Bakimi
Algilama Olgegi McSheey, Draper ve Kendric
(2002) tarafindan gelistirilmistir  (19) ve
Tirkiye’deki  gecerlilik ve  gilivenilirlik
caligmas: Ergiil ve Bayik Temel tarafindan
(2007) yapilmistir (20). Toplam 17 soru igeren
6lcek; maneviyat ve manevi bakim, dinsellik
ve bireysel bakim alt boyutlarindan
Maddelerin
“kesinlikle katilmiyorum” ifadesini tasiyan

olusmaktadir. puanlamasi,
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1’den “tamamen katiliyorum” ifadesini tagiyan
5’e dogru yapilmaktadir. ilk 13 madde diiz,
son dort madde (14-17 maddeler) ters sekilde
puanlanmaktadir. Olgekten almabilecek en
diisiik puan 17, en yiiksek puan 85°dir. Toplam
puanin yiiksek olmasi maneviyat ve manevi
bakim kavramlarimin algilanma diizeyinin iyi
oldugunu géstermektedir. Olgegin Cronbach's
alfa katsayisi 0.76 olarak saptanmustir.

Verilerin degerlendirilmesi: Arastirmada
elde edilen verilerin analizinde Statistical
Package for the Social Sciences (SPSS) for
Windows 16.0 paket programi (IBM, Chicago,
IL, USA) kullanilmistir. Elde edilen verilen
analizinde Ortlama.+SS, varyans analizi,
Student t-test, Kruskal Wallis ve Mann
Whitney U testi kullanilmistir. Normal dagilim
uygunluk analizleri  yapilmistir.  Normal
dagilim  analizini uymayan degiskenler
nonparametrik testler (Kruskal Wallis ve Mann
Whitney U testi) uygulannustir. Istatistiksel
analizlerde onemlilik diizeyi p <0.05 olarak
almmustir.

BULGULAR

Caligmada oOncelikli olarak arastirmaya
dahil edilen katilimcilara iliskin tanimlayict
ortalama degerlerin
karsilagtirilmasina iliskin analiz  sonuglari

istatistikler ile

verilmistir.

Calisma kapsamindaki Ogrencilerin  yas
ortalamasi 21.72+0,00, %80.9'u kadin, %74.5'1
hemsirelik boliimiinde egitim gordiigii, %49.0"1
ilde yasadigi, %36.3"liniin bir kardesi oldugu,
%59.3"iniin anne ve %48.2'sinin baba egitimi
ilkokul, % 51.4"iniin aile yapis1 otoriter ve %
85.2'nin kronik hastalig1 olmadig1
belirlenmistir.
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Tablo 1. Ogrencilerin Tamitict Ozellikleri Tablo 1. Ogrencilerin Tanitic1 Ozellikleri (devam)
Ozellikler N %
Yas (N:173) Ozellikler N %
20-22 146 84.3 Sosyoekonomik durum (N:193)
23 ve lizeri 27 157 Gelir giderden az 42 21.8
Yas ortal
Ay ortaiamast 21724073 Gelir gidere esit 136 705
Cinsiyet (N:194) Gelir giderden fazla 15 7.8
Kadin 157 80.9 Nerede yastyor (N:192)
Erkek 37 191 Ailesi ile birlikte 29 15.1
Bolim (N:192) Evde arkadaslartyla 71 37.0
Hemsirelik 143 745
. Yalniz 22 115
Ebelik 49 255
Yasadigi yer (N:192) Yurtta 69 3.9
il 94 490 Evet 7 37.0
fige 66 34.4 Hayir 121 63.0
Bucak/koy 32 16.7
Kardes sayis1 (N:193) Sigara igme durumu (N:192)
Yok 10 5.2 Hig kullanmadim 125 65.1
1 70 36.3 Kullaniyordum ama biraktim 17 8.9
2 62 321 Kullaniyorum 50 26.0
3 26 135 Alkol igme durumu (N:188)
4 ve lizere 27 13.0
Hig kullanmadim 106 56.4
Anne egitim diizeyi (N:194)
Okuryazar degil 11 57 Kullaniyordum ama biraktim 21 11.2
Okuryazar 11 5.7 Kullaniyorum 61 324
flk6gretim 115 59.3 Kendi sagligi hakkinda  goriisii
: N:177)
Lise 44 22.7 (
., Kaétii 8 45
Universite 12 6.2
. L Orta 94 53.1
Lisansiistil 1 0.5 )
Baba egitim diizeyi (N:194) lyi 8 424
Okuryazar degil 2 1.0 Kronik Hastallgl (NZ169)
Okuryazar 8 4.1 Yok 144 85.2
Tlkogretim 94 48.2 Var 25 14.8
Lise 62 318 Bakmakla yiikiimli oldugu Kisiler
Universite 25 12.8 (N=168)
Lisanstistii 3 15 Yok 156 92.8
Aile yapis1 (N:185
-y prst ( ) Var 12 7.2
Otoriter 22 11.9
Demokratik 95 51.4
Koruyucu 66 35.7
Diger 1 0.6
Hane reisinin yaptig is (N:184) . .
isveren 16 87 Tablo 2  incelendiginde  aragtirma
Ucretli galisan 99 53.8 kapsaminda incelenen tanimlayici
Kendi hesabina calisan 36 19.6 Ozelliklerden sadece aile yapisi degiskenine
Toprak isisi 33 17.9 géore MMBO toplam puanlarinda anlamlh
Anne baba durumu (N:191) farklilik oldugu belirlenmistir. Elde edilen
Beraber yastyor 1 89.5 sonuca gore demokratik ve otoriter aile
Bosanmis 10 52 yapisina sahip katilimeilarin MMBO toplam

Baba Slmiis 10 52 puanlar arasindaki farklilik istatistiksel olarak

anlamli bulunmustur (F=3.167; p<.05).
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Tablo 2: Ogrencilerin Tamitict Ozelliklerle MMBO Toplam
Puan Ortalamalarimin Dagilim (devam)

Ozellikler X £SD Test p

Ozellikler X +SD Test p
Yas (N:173)

20-22 56,65+8,03

23 ve lizeri 53,64+8,02 MWU=1,626 078
Cinsiyet

Kadin 56,70+8,06

Erkek 5360:7,59  CL9% 08
Béliim

Hemygirelik 56,32+8,55

Ebelik 5564+6,70 MWU=0482 630
Yasadig: yer

il 57,07+8,77 )

lge 55,73+6,79 \>/(v 56,776 679
Bucak/kdy 54,85+7,52

Kardes sayis1

Yok

1 '56,44+7,53 2

2 54,18+5,78 X'K-

3 57,95+9,30 W=3.176 .
4 ve lizere 56,30+6,40

Anne egitim diizeyi

Okuryazar degil 53,66+7,39

Okuryazar 55,77+6,30

[lkdgretim 56,35+8,44 K-

Lise 56204807  W=3438 00
Universite 56,66+6,89

Lisanstisti 51,00+0,00

Baba egitim diizeyi

Okuryazar degil 58,50+6,36

Okuryazar 52,85+7,08

Tlkdgretim 55,56+6,69 XK- 603
Lise W=3,042 '
Universite '57,80+7.53

Lisanstisti 57,66+6,11

Aile yapisi

Otoriter 52,50+5,80

Demokratik 57,30+6,63 X2K-

Koruyucu 55304096 ~ w=3167 0%
Diger 63,00+1,41

Hane reisinin yaptigi

fsveren 57,08+3,52

Ucretli galisan 56,31+8,93 K- -
Kendi hesabina 56,15+7,05 W=0,666 ’
Toprak iscisi 54,65+8,23

Anne baba durumu

Beraber yagstyor 56,08+7,37

Bosanmis 61,50+15,04 X2K- 611
Baba 6lmiis 54,44+8 24 W=0,936 ’

Sosyoekonomik

durum
Gelir giderden az 57,02+8,42
Gelir gidere esit 56,00+8,35 X?K-W 965
=0,716 '
Gelir giderden fazla 56,06+4,92
Nerede yasiyor
Ailesi ile birlikte 56,46+7,43
Evde arkadaglartyla 56,08+7,46
X2K-W 062
Yalniz 57,44+7,17 =2.615 '
Yurtta 55,96+9,34
Once hastanede yatma
durumu
Evet 56,05+8,12
Hayir 56,51+8,10 t=0,355 723
Sigara icme durumu
Hig kullanmadim 56,87+8,13
Kullantyordum ama 54,43+10,13 X?K-W 497
biraktim =1.400 ’
Kullaniyorum 55,19+7,09
Alkol icme durumu
Hig kullanmadim 56,89+8,76
Kullantyordum ama 53,00+7,20 XPK-W 356
biraktim =2.063 ’
Kullaniyorum 55,85+7,16
Kendi saghg
hakkinda goriisii
Koti 57,00+9,84
Orta 55,22+6,66 X?K-W
. =3,083 214
fyi 57,58+9,21
Kronik Hastahig
Yok 55,91+8,18
vVar 58,0047.47 MWU=0.176 .236
Bakmakla yiikiimlii

oldugu Kkisiler

Yok 56,01+8,14
X2K-

Var 5825:750  W=0919 300

Demokratik aile yapisina sahip bireylerin
ortalama puanlarinin (x =57,30) otoriter aile
yapisina sahip olan bireylerden (x =52,50)
daha yiiksek oldugu belirlenmistir. Bunun
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yaminda diger degiskenlere MMBO toplam
puanlar1 arasinda istatistiksel olarak anlamli bir
farklilik olmadigi belirlenmistir (p>.05).

Tablo 3 incelendiginde maneviyat ve
manevi  bakim alt boyutunun  puan
ortalamasinin 27.12+4.27 oldugu, dinsellik alt
boyutunun ortalamasinin 13.57+2.62 oldugu,
bireysel bakim alt boyutunun ortalamasinin
15.46+3.99 oldugu ve toplam  puan
ortalamasinin 56.16+8.04 oldugu
belirlenmistir. Elde edilen bu ortalama
degerleri daha iyi yorumlayabilmek amaciyla
her bir alt boyut igin en diisiik ve en yiiksek
puanlar belirlendikten sonra puan araligi iige
boliinmiistiir. Bunun sebebi her bir boyut i¢in
elde edilen puanlar1 diisik, orta ve yiiksek
olarak yorumlayabilmektedir. Buna gore
maneviyat ve manevi bakim alt boyutu igin
11.00 ile 17.66 aras1 diisiik, 17.67 ile 24.32
arast orta ve 24.33 ile 31.00 aras1 yiiksek
olarak yorumlanmaktadir. Aragtirma
sonucunda 6rnekleme dahil edilen 6grencilerin
maneviyat ve manevi bakim diizeylerinin
yiiksek oldugu goriilmektedir. Dinsellik boyutu
icin 7.00 ile 10.00 aras1 diisiik. 10.01 ile 13.00
arast orta ve 13.01 ile 16.00 aras1 yiiksek
olarak  yorumlanmaktadir.  Buna  gore
calismaya  katilan  bireylerin  dinsellik
diizeylerinin yiiksek oldugu
sOylenebilmektedir. Bireysel bakim boyutu
benzer bir puanlama s6z konusu oldugundan
calismaya dahil edilen Ogrencilerin bireysel
bakim diizeylerinin olduk¢a yiiksek oldugu
goze carpmaktadir. Olgekten elde edilen
toplam puanlar degerlendirildiginde ise yiiksek
oldugu belirlenmistir.

Tablo 3. Ogrencilerin MMBO ve Alt
Boyutlarindan Aldiklar1 Puan Ortalamalar:

MMBO Alt e En diisiik ve en
Boyutlar yiiksek degerler
Maneviyat ve 27.12+4.27 11-31
manevi bakim

Dinsellik 13.57+2.62 7-16
Bireysel bakim 15.46+3.99 7-16
Toplam 56.16+8.04 33-69

Asgar Pour et al.

Calismada ayrica alt boyutlarin kendi iginde
ve Olcegin tamami ile aralarindaki iligkilerin
belirlenmesi amaciyla korelasyon analizi
gerceklestirilmistir. Analiz sonucunda elde
edilen sonuclar Tablo 4’te gosterilmistir.
Dinsellik alt boyutu ile maneviyat ve manevi
bakim alt boyutu arasinda pozitif yonde ve
diisiik diizeyde istatistiksel olarak anlamli bir
iliski bulunmaktadir (r=.16, p<.05). Bireysel
bakim alt boyutu ile maneviyat ve manevi
bakim alt boyutu arasinda pozitif yonde ve
diisiik diizeyde istatistiksel olarak anlamli bir
iligki bulunmaktadir (r=.49, p<.01). Elde edilen
bu sonuca gore bireysel bakimi yiiksek
olanlarin manevi bakim diizeylerinin de
yiiksek olacagi sOylenebilir. Bireysel bakim ile
dinsellik alt boyutu arasindaki istatistiksel
olarak anlamli bir iliski bulunmamaktadir
(r=.06, p>.05). Olcekte elde edilen toplam
puanlar ile maneviyat ve manevi bakim alt
boyutu arasinda pozitif yonde ve yiiksek
diizeyde (r=.84, p<.01), dinsellik alt boyutu ile
pozitif yonde ve orta diizeyde (r=.43, p<.01).
Bireysel bakim alt boyutu arasinda pozitif
yonde ve yliksek diizeyde (1=.79, p<.0l)
istatistiksel olarak anlamli iligkiler oldugu
belirlenmistir (Tablo 4).

Tablo 4. MMBO Alt boyutlar ile Toplam Puanlar
Arasindaki iliskilere iliskin Sonuclar

Maneviyat . R
- . . Bireysel MMBO
Boyutlar ve manevi Dinsellik bakim toplam
bakim
Maneviyat ve
manevi 1
bakim
Dinsellik 161* 1
Bireysel 490%* 056 1
bakim
MMBO 844 420%% 791 1
toplam

¥ .05 dizeyinde. **.01 diizeyinde anlamlihig:
gostermektedir.

TARTISMA

Maneviyat tiim insanlar i¢in temel
gereksinimler arasindadir. Bu nedenle hemsire
ve ebelerin spiritiiel gereksinimler
konusundaki farkindaliklarinin, bilgi, beceri ve
uygulamalarmin profesyonel bir seviyede
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olmasi1 gerekmektedir (15). Hemsirelerin ve
ebelerin manevi bakim vermesinde etkili olan
faktorler ozellikle diislince sistemi, manevi
gereksinimler ve bakimi algilamasi, kendi
yasam umudu, gonilliligi ve konuya
duyarliligr etkili olmaktadir (15,21). Bunun
yant sira hemsirenin calistigi ortam, calisma
kosullari, hastaya bakim veren diger
calisanlarla iletisimi, hastanin iletisime agik
olmasi gibi birgok etmen de manevi bakimi
etkilemektedir (21).

Kostak ve ark. (2010) g¢aligmasinda
hemsire ve ebelerin %29.1'i hastalara manevi
bakim verdikleri belirlenmistir (22). Yapilan
calismalarda hastalarin manevi gereksinimleri
konusunda hemsirelerin  farkindaliklarinin
diisiik oldugu, hastalarin maneviyatinin goz
ardi edildigi ve manevi bakimin yetersiz
oldugunu gostermektedir (21,23,24). Yilmaz
ve Okyay (2009) yaptiklart ¢aligmada
hemsirelerin % 34.8’inin maneviyat ve manevi
bakim ile ilgili bilgi aldigin1 ve %70.3 liniin
maneviyat, %93.4’lnlin de manevi bakim
kavramini dogru tanimladiklarin
belirlemiglerdir (25). Strang ve ark. (2002)
calismasinda hemsirelerin  %98’inin manevi
bakimi gerekli gordigi ve %48’inin manevi
bakim verdiklerini  belirlemiglerdir  (26).
Arastirmacilar manevi bakim verilmemesinin
en onemli nedeni olarak hemsirelerin zaman
kisithiligi ve egitim eksikliklerinin olmasini
gostermektedirler (23,24).

Calismamizda incelenen tanimlayici
ozelliklerden yalnizca aile yapisi ile MMBO
toplam puanlarinda anlamli farklilik oldugu
saptanmistir; ayrica demokratik aile yapisina
sahip olanlarin ortalama puanlarinin daha
yiiksek oldugu goriilmektedir. Bunun yaninda
diger degiskenlere MMBO toplam puanlari
arasinda istatistiksel olarak anlamli bir farklilik
olmadigr belirlenmistir. Celik ve ark.(2014),
Kostak ve ark. (2010) c¢alismalarinda
hemsirelerin yaslarin ve egitim diizeylerinin
maneviyatt  etkilemedigini  belirtmislerdir
(22,27) Hemsirelik ve Ebelik 6grencilerinin

egitim slireci boyunca  “Manevi bakim”

Asgar Pour et al.

kavraminin ~ vurgulanmasi, bu  konuda
bilgilendirilmesi, farkindaliklarinin arttirilmasi

saglanabilir.

Yilmaz ve Okyay’in (2009) ve Wong ve
ark. (2008) hemsirelerle yaptiklart
calismalarda, hemsirelerin egitim diizeylerinin
maneviyat1 algilamalarin1 etkiledigi, egitim
diizeyi arttikga hemsirelerin maneviyat ve
manevi bakimi algilamalarinin olumlu yonde
degistigi bulunmustur (23,25).

Ogrencilerin  MMBO  toplam  puan
ortalamasinin 56.16+8.04 oldugu
belirlenmistir. Kostak ve ark. (2010)
calismasinda hemsirelerin ve ebelerin MMBO
toplam puan ortalamasinin 60.97+7.92, Celik
ve ark. (2014) ve Yilmaz ve Okyay (2014)
calismalarinda hemsirelerin MMBO toplam
puan ortalamasinin 53.40+5.33 ve 54.574+5.09
oldugunu belirtmiglerdir. Eglence ve Simsek
(2014) calismasinda hemsirelerin  manevi
bakimla ilgili bilgilerinin yeterli olmadigin
belirtmiglerdir (28). Mankan ve ark. (2014)
calismasinda ise hemsirelik &grencilerin
MMBO puan ortalamasinin diisiik oldugu ve
Bu baglamda hemsirelik egitiminde ve hizmet
ici egitimlerde manevi bakim konusuna yer
verilmesini belirtmislerdir (29).

Calismamizda  hemsirelik  ve  ebelik
ogrencilerinin MMBO maneviyat ve manevi
bakim alt boyutu puan ortalamasinin
27.1244.27, dinsellik 13.574+2.62 ve bireysel
bakim 15.46+3.99 oldugu belirlenmistir.
Ogrencilerin dinsellik alt boyutu ile maneviyat
ve manevi bakim alt boyutu arasinda pozitif
yonde ve diigiik diizeyde istatistiksel olarak
anlamli bir iliski bulunmustur. Bireysel bakim
alt boyutu ile maneviyat ve manevi bakim alt
boyutu arasinda pozitif yonde ve diisiik
diizeyde, istatistiksel olarak anlamli bir iligki
bulunmustur. Kostak ve ark. (2010)
hemsgirelerin ve eblerin maneviyat ve manevi
bakim alt boyutu puan ortalamasinin
25.88+4.35, dinsellik alt boyutu puan
ortalamasi 13.9442.61, bireysel bakim alt
boyutu puan ortalamasi 13.66+2.45, Yilmaz ve
Okyay'n (2009) calismasinda MMBO alt
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boyutlarindan maneviyat ve manevi bakim
puan ortalamasindan 25.10+3.44, dinsellik
puan ortalamasindan 11.24+£2.16 ve bireysel
bakim puan ortalamasindan 11.13£2.02
aldiklar1 belirlenmistir. Celik ve ark. (2014)
calismasinda hemsirelerin MMBO dinsellik alt
boyut puan ortalamasinin 10.79+£2.37 oldugu
belirlenmistir. Caligmamizda, MMBO
maneviyat ve manevi bakim alt boyutu
puaninin ne diisiik 11 ve en yiiksek 31 oldugu
g0z Oniine aldigimizda &grencilerin ilgili konu
ile bilgi gereksinimleri oldugu da sdylenebilir.
Olgekte elde edilen toplam puanlar ile
maneviyat ve manevi bakim alt boyutu
arasinda pozitif yonde ve yliksek diizeyde
dinsellik alt boyutu ile pozitif yonde ve orta
diizeyde ve bireysel bakim alt boyutu arasinda
pozitif yonde ve yiiksek diizeyde istatistiksel
olarak anlamli iligkiler oldugu belirlenmistir.
Wong ve ark. (2008) calismasinda dinsellik alt
boyut puanin yiiksek oldugu bulunmus ancak
bu sonu¢ ile maneviyatin sadece dinle iligkili
olarak bilinmemesi/degerlendirilmemesi
gerektigi  belirtilmistir.  Manevi  bakimin
hastanin dini uygulamalari, kisisel inanglar1 ve
degerlerini  destekleyen tiim  hemsgirelik
bakimlarint  igerdigi bu nedenle dinin,
maneviyat kavrammnin  temel  pargasini
olusturdugu bildirilmektedir (26).

Eglence ve simsek (2014) calismasinda
hemsireler tarafindan hastalarin manevi bakim
gereksinimlerinin ~ karsilayamama  nedeni
zaman yetersizligi, personel yetersizligi, bilgi
yetersizligi ve olanaklarin  yetersizligini
belirtmislerdir. Van Leeuwen ve ark. (2006)
calismasinda hemsirelerin hastalarin manevi
bakim gereksinimlerini karsilayamama
nedenleri arasinda zaman yetersizligi ve egitim
eksikligi gosterilmistir (30). Literatiirde de
hemsirelerin manevi bakim vermesinde etkili
olan faktorler olarak; hemsirenin bireysel
diisiince sistemi, manevi gereksinimler ve
bakimi algilamasi, kendi yasam umudu,
gonilliiliigi ve konuya duyarliligi, calistig
ortam, c¢alisma kosullari, hastaya bakim veren
diger c¢aligsanlarla iletisimi gibi birgok faktor
belirtilmektedir (21).

Asgar Pour et al.

Calismamizda  hemsirelik ve  ebelik
Ogrencilerinin maneviyat ve manevi bakimi
algilama  diizeylerinin  yiiksek  oldugu
bulunmustur.  Ogrencilerin dini inanglar1 ve
kiiltiirel degerlerini 6nemsedikleri sdylenebilir.
Literatiirde = hemsirelerin  manevi  bakim
vermesini etkileyen pek c¢ok faktoriin oldugu,
ancak hemsirelerin egitim ve uygulamalar
sirasinda maneviyat kavraminin yeterince
tartisilmadigil, manevi gereksinimlerin soyut ve
fark edilmesinin zor oldugu, bu nedenle
hastalarin manevi gereksinimlerini tanimlamak
ve bakim vermek i¢in egitimin 6nemli oldugu
vurgulanmaktadir  (17,23,25).  Ulkemiz‘de
hemsirelik ve ebelik dgrencilerin maneviyat ve
manevi bakim kavramina iligkin yapilan ¢ok az
calisma mevcuttur, ancak hemsirelik ve ebelik
okullarda teorik ve pratik ders programlarinda
maneviyat ve manevi bakim konusuna yer
verilmesi, farkindaligin arttinlmasina ve
mezun olduktan sonra manevi bakim siirecinde
iyi rol model olduklar1 diigiiniilmektedir.

SONUC

Manevi bakim  biitiinciil  hemsirelik
bakiminin temel unsurlari olmasina ragmen
yeni bir kavramdir. Calismamizda hemsirelik
ve ebelik Ogrencilerin maneviyat ve manevi
bakim diizeylerinin yiiksek oldugu
goriilmektedir. Ayrica 6grencilerin dinsellik ve
bireysel bakim diizeylerinin yiiksek oldugu ve
bireysel bakimi yiiksek olanlarin manevi
bakim diizeylerinin de yiiksek oldugu
belirlenmistir. Hemsirelik ve ebelik okullarda
teorik ders programlarinda ve uygulama
egitimlerinde maneviyat ve manevi bakim
konusuna yer verilmesi, hizmet i¢i egitim
programlariyla mezun hemsirelerin ve ebelerin
bu konuya dikkatinin c¢ekilmesi bu konuda
farkindaliklarin arttirilmasi 6nemlidir.
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Huzurevinde, Evde Ailesiyle ve Yalniz Yasayan Yash Bireylerde Depresyon,
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Amag¢: Caliymada yaslilarda yasam seklinin depresyon ve
yalnizlik diizeylerine etkilerini degerlendirerek sosyodemografik
ozelliklerle iliskisini incelemeyi amacladik.

Gere¢ ve Yontem: Arastirmanin huzurevi kismi Istanbul
Dariilaceze Kurumu izniyle, gonilliliik esasmma dayanarak
arastirmaya katilmak isteyen yaslilardan segildi. Evde ailesiyle ve
yalniz basina yasayan yaslilar; Okmeydan: Egitim Arastirma
Hastanesi’ndeki Aile Hekimligi polikliniklerine basvuran yash
bireylerden segildi. Veriler sosyodemografik ozellikleri, Geriatrik
Depresyon Olgegini ve Kaliforniya Universitesi Los Angeles
Yalnizlik Olgegini (UCLA-LS) igeren anketlerin cevaplanmasi
yoluyla elde edildi.

Bulgular: Caligmaya alinan yashlarin; %353 iinde hafif
depresyon bulunurken, %39,3 iinde orta diizeyde depresyon, %7,7
sinde agir depresyon oldugu saptandi. Yalnizlik diizeyleri
karsilastirildiginda; en yiiksek yalmizlik hissi evde yalniz
yasayanlarda(%42,5), sonra huzurevinde( %23) ve evde
ailesiyle(%25,5) yasayanlarda idi.(p:0,0001). Katilimcilarin yalnizlik
puan ortalamalart sirasiyla huzurevinde yasayanlarda 44, evde
ailesiyle yasayanlarda 42, evde yalniz yasayanlarda 50 olarak
saptandi. Yiiksek diizeyde yalnizlik hissi olan yaslilarda depresyon
goriilme riski 7,6 kat artiyordu (OR:7,66 P:0,0001). Depresyon
varliginda cinsiyete gore yalnizlik hissi diizeyleri karsilastirildiginda;
depresyon puant ile yalnizlik puani arasinda pozitif korelasyon
iliskisi vardi.

Sonu¢: Bu c¢aligmada; yaslilarda depresyon goriilme oraninin
tim toplumdaki depresyon oranina gore daha yiiksek oldugunu,
yaglhilardaki depresyon diizeyiyle korele olarak yalnizlik hissinin de
toplumun diger kesimlerine gore daha fazla oldugunu, kisilerde
depresyon siddeti arttikga yalnizlik hissinin de arttigimi, yalniz
yasayan yaslilarda ailesiyle (esiyle veya cocuklariyla) yasayan ve
huzurevinde yasayanlara gore depresyonun daha fazla goriildiigini
ve yalnizligin daha biiyiik bir problem olugturdugunu saptadik.

Anahtar Kelimeler: Depresyon, Yalnzlik, Geriatrik
Depresyon Olgegi, UCLA-LS (University of California
Los.Angeles Loneliness Scale) Yalnizlik Olgegi
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ABSTRACT

Aim: In this study, we aimed to investigate the relationship
between depression and loneliness levels with sociodemographic
characteristics in older people.

Materials and Methods: The nursery section of the study was
performed in Istanbul Dariilaceze Kurumu on voluntary basis. The
ones living alone and living with family were selected from the people
applied to the policlinics in Okmeydan: Egitim Arastirma Hastanesi.
Data was obtained by answering the survey, include sociodemographic
characteristics, Geriatric Depression Scale and University of
California, Los Angeles Loneliness Scale (UCLA-LS).

Results: Older people taken to study; %53 had low level of
depression, %39,3 had mid-level and %7,7 had massive depression.
According to the level of loneliness; the ones living alone at home was
the highest(%42,5), the ones being nursed was second (%23) and the
ones living at home with family(%25,5) p:0,0001). Participants'
loneliness score averages was scaled 44 for the ones being nursed, 42
for the ones living with family and 50 for the ones living alone. For
the olders having high level of loneliness, risk of depression was
increasing 7,6 times (OR:7,66 P:0,0001). When the levels of loneliness
according to sex were compared in the presence of depression; There
was a positive correlation between depression score and loneliness
score.

Conclusion: In the study, we found out that, rate of depression in
older people is higher than the level in entire society, the same is true
for the sense of loneliness, loneliness becomes more fierce, as
depression becomes stronger, The older people living alone are more
exposed to depression compared to the ones living with family or
being nursed, and loneliness becomes a more important problem for
these people,

Keywords: Depression, Loneliness, Geriatric Depression
Scale, UCLA-LS (University of California, Los Angeles
Loneliness Scale)
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GIRIS:

Sehirlesmenin ve teknolojik gelismelerin
giderek artmasi, kisilerin iletisimlerinin
zayiflamas1 ve paylasimlarinin  azalmasi
sebebiyle yalnizlik ve depresyon giderek artan
siklikta goriilmektedir. Bu duruma yasin
ilerlemesi de eklendiginde, kisilerin ruhsal
cokiisii daha da kolaylasabilir. Diinyada yasl
niifus giderek artmakta; toplumun yaslanmasi
sonucu yaslilk doneminde sik goriilen
hastaliklar 6nem kazanmaktadlr. Gelismis
iilkelerde, Ornegin Ingiltere’de 65 yas Tstil
kisilerin genel niifusa orani, 19. ylizyil sonunda
sadece %S5 iken, 21. ylizyilin baginda %16’ya
ulasmustir’. 2034 yilinda ise oranin %24’e
cikacagi tahmin edilmektedir. Bu sebeple
depresyon ve yalnizlik yaslilarin sagligini
olumsuz etkileyen iki 6nemli neden olarak
karsimiza ¢ikmaktadir.

Yaglilik; hayatin 65 yas ve sonrasindaki
donemi  olarak  tamimlanmakla  birlikte
sosyolojik, psikolojik, fizyolojik anlamlari
oldugundan farkli agilardan degerlendirilmesi
gereken bir stirectir. Yaglilik hayatin 6nemli
kirilma noktalarindan biridir. Bu yiizden bir
yandan bireyin fizyolojik agidan alisilagelmis
strekliligini bozarak toplumdaki roli ve
iligkilerinde onemli degisikliklere neden
olurken; diger yandan bu siirecte yasanan
sorunlarla kiside ruhsal sikintilara neden
olabilir. Depresyon yasghlik doénemindeki
psikiyatrik sorunlar arasinda onemli bir yer
tutmaktadir. Yapilan calismalarda;
depresyonun degisik formlar1 %15 civan
siklikta goriilmekte iken yaslilardaki major
depresyon sikligt %1-10 arasinda oldugu
saptanmistir.>®>  Acil  Servise  basvuran
hastalarda yapilan bir calismada; yaslilarda
depresyonun kolaylikla goézden kacan ve
onemli bir saglik sorunu olduguna deginilmis
ve goriilme oram1 %32 olarak bildirilmistir®.
Tiirkiye Istatistik Kurumu 2013 verilerinde
kaba intihar hizinin en yiiksek oldugu yas
grubunun, yiiz binde 8.08 ile 75 yas ve
iizerindeki yas grubu oldugu saptanmuistir.

Erikson’a gore fizyolojik gerilemeye
karsilik yaslilik bir gerileme donemi degil,
psikososyal gelisimin devam ettigi  bir
donemdir®. Fakat her ne kadar kisisel gelisim
devam ediyor olsa da yaslilik yasam baglarmin
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zayifladigi, yasamm anlamli  kilamamanin
sonucu umutsuzlugun yasandigi bir donem de
olabilmektedir. Bu nedenle, umutsuzluk,
depresyon, yalmzlik, oOlim korkusu bu
donemin 6nemli sorunlaridir.

Ilerleyen tip, uygarlik, gelisen teknoloji ve
etkin saglik hizmetleri insan Omriiniin
uzamasina ve genel niifus iginde yash
popiilasyonun hizla artmasina yol agmistir. Bu
artis gelismis lilkeler kadar olmasa da tilkemiz
icin de gecerlidir. Saglik hizmetlerinin amaci
yalnizca insan Omriinli uzatmak degil;
bireylere kaliteli yasam sunmaktir. Geriatrik
popiilasyonun artmasiyla bu bireylerin yasam
kalitesini arttirmaya yonelik g¢abalar giderek
onem kazanmaktadir.

Ulkemizde geleneksel olarak yaslilarin
ailesi ve cocuklariyla birlikte yasama egilimi
yiiksek olmakla birlikte, son yillarda ¢ekirdek
aile yapisinin yayginlasmasiyla yalnmiz ve
huzurevlerinde yasayan yaslh sayist giderek
artmigtir. Cekirdek aile yapisinin giderek
artmast, yaslilarin kendilerini aileye yiik olarak
gorme, degersizlik, yalmizlik ve soyutlanma
hislerinin artmasina sebep olmaktadir.

Dolayisiyla yaglhilarin  yasam  kalitesini
arttirmak, yasam sekillerinin ve yasadiklari
¢evrenin ruhsal durumlarina etkilerini bilmek
ve bu olumsuz etkileri gidermeye yodnelik
saglik hizmeti vermek gerekmektedir. Bu
calismada;  yaslilarin  yasam  seklinin
depresyona, yalmzlik diizeylerine, dolayisiyla
sosyal hayata etkilerinin degerlendirilmesi ve
bu etkilerin sosyodemografik dzelliklerle
iligkisinin incelenmesi amaglandi.

GEREC VE YONTEM

Bu calisma S.B. Okmeydan1 Egitim ve
Aragtirma Hastanesi Klinik Arastirmalar Etik
Kurulu’nun 23.12.2014 tarihli 245 sayili karari
ve izni ile etik olarak uygun bulunmustur.

Calismaya  Okmeydan1 EAH  Aile
Hekimligi polikliniklerine 01.01.15 - 01.04.15
tarihleri arasinda basvuran hastalardan 65 yas
ve Tlzeri, gonillii, demansi, isitme kayb1
olmayan, onceden bilinen psikiyatrik hastalig
olmayan bireyler ve Istanbul Dariilaceze
Kurumu’nda c¢aligmanin yapildigi tarihler
arasinda ikamet eden 65 yas ve iizeri, rastgele
secilen, goniillii, demans ve psikiyatrik hastalik
ve igitme kaybi olmayan bireyler alimmuistir.
Depresyon 6lgegi olarak “’Geriatrik Depresyon
Olgegi, yalmizlik dlgegi olarak ““UCLA-LS
(University of California, Los Angeles
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Loneliness  Scale)  Yalmzhik  Olgegi”’
kullaniimustir.

Calismada yaslilarin; yasi, cinsiyeti, egitim
yili, medeni durumu, yasadigi yer, kiminle
yasadigl, gecimini nasil sagladigi, kronik
hastaliginin olup olmadig1 sorgulandi.

Calismada yashlardaki depresyon varligim
ve siddetini 6lgmek amaciyla 30 sorudan
olusan Geriatrik Depresyon Olgegi kullamildi.
Bu o6l¢ekle kisilerin genel olarak hayattan ve
kendilerinden memnuniyetleri, su¢luluk hisleri
olup olmadigi, karar vermede giiglik ve
hayatla ilgili kaygilar1 olup olmadigi soruldu.

GDO; 1982 yilinda Brink ve arkadaslari
tarafindan gelistirilmis olup, 1983 yilinda
Yesavage ve arkadaslar tarafindan
diizenlenmis bir 6l¢ektir. 1996 yilinda Ertan ve
ark. tarafindan dogrulugu kanitlanmistir®. Bir
calismada; Olgegin birinci basamakta yaslh
bireylerde major depresyonu gostermede ¢ok
etkili oldugu saptanmustir’. Olgekte cevaplar
evet-hayir secenekleri seklinde olup puanlama
yapilirken;  1.,5.,7.,9.,15.,19.,21.,28.,29.,30.,
sorulara verilen “’evet’’ cevaplart <’0 puan’ ;
“hayir’” cevaplar1 “’1 puan’’ , diger sorulara
verilen cevaplarin puanlanmasi ters yonde
olarak yapilmaktadir. Olgekten alman toplam
puan 30 olup puanlar 30’a dogru yaklastik¢a
depresif diizey artmaktadir. GDO’nde kesme
deger 13/14 olup calismamizda alinan kesme
degeri 13’tiir.

Minimum 0, maksimum 30 puan
alinabilecek GDO’de 0-12 puan depresyon
yok, 13-18 hafif depresyon, 19-24 orta
depresyon, 25-30 agir depresyon varligi olarak
siniflandirildi.

Yaglilarin yalnizlik diizeyi 6l¢limii i¢in
UCLA-LS Yalmizlik Olgegi (University of
California, Los Angeles Loneliness Scale)’’
uygulandi. UCLA-LS  Yalmzlik Olgegi;
Russell, Peplau ve Ferguson tarafindan
gelistirilmis  olup, Tirk¢e gecerlilik ve
giivenilirlik  calismast  Demir tarafindan
yapilmistir™®®.  Cronbach alfa  katsayisi
0.96’dir. Yalmzlik Olgegi; bireyin yalmzlik
duygusunu oOlgcen 20 soruluk bir Olgektir.
Kisiler oOlgekteki ctimlelerin kendilerine ne
siklikta uygun oldugunu degerlendirirler.
Olgekten alman en diisiik puan 20, en yiiksek
puan 80’dir. Sonu¢ 80’¢ dogru arttikca
yalmzlik duygusu artar; 20’ye dogru diistiikce
yalmizlik duygusu azalir. 20-34 arasindaki
puanlar diisiik, 35-48 arasindaki puanlar orta,
49 ve izeri puanlar yiiksek yalnizlik
duygusunu yansitmaktadir.

(%]
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Istatistiksel analizde SPSS 15.0 programi
kullanildi. Tanimlayict istatistikler; kategorik
degiskenler icin sayr ve yiizde, sayisal
degiskenler i¢in ortalama, standart sapma
olarak verildi. Bagimsiz iki grup arasi
karsilagtirmalar sayisal degiskenler normal
dagilim kosulunu saglayanlarda Student-t Test
yapildi. Kategorik degiskenlerin oranlarn Ki-
Kare Analizi ile test edildi. Normal dagilim
gosteren parametrik veriler arasindaki iliskiyi
gostermek icin Pearson Korelasyon Analizi
uygulandi.  Belirleyici  faktorler Lojistik
Regresyon  Analizi Forward Metot ile
incelendi. Istatistiksel alfa anlamlilik seviyesi
p<0.05 olarak kabul edildi.

BULGULAR

Calisma 01.01.15 — 01.04.15 tarihlerinde
Okmeydani EAH Aile Hekimligi
Polikliniklerine bagvuranlardan 65 yas ve iizeri
250 olguda ve aym tarihlerde Istanbul
Dariilaceze Kurumu’nda yasayan 65 yas ve
tizeri 150 olguda yapilmistir. Katilimeilarin yag
ortalamasi 71.8+6.4 olup en az 65, en ¢ok 90
yastir. Calismaya katilanlarin (184) %46’s1
kadin, (216) %54°1 erkektir.

Katilimeilarin  150’si huzurevinde, 150’si
ailesiyle birlikte, 100’i yalniz yasamaktaydi.
Calismada yalniz yasayanlarin sayica az
olmasinin 6zel bir sebebi olmayip; bu durum,
poliklinigimize basvuran hastalar i¢inde yalniz
yasayanlarin ailesiyle yasayanlardan sayica az
olmasindandir. Ailesiyle yasayan yaslilarin
64’1 ¢ocuklariyla birlikte, 86’s1 esiyle birlikte
yasamaktaydi. Olgularin 121°1(%30.2) evli,
279°u(%69.8)  bekardi. Evli  olanlarin
%91.7’si(111  kisi)  ailesiyle, %2.5’i(3)
huzurevinde, %5.8’i(7) yalniz yasarken, bekar
olanlarin %353°1(147) huzurevinde,
%33.7’si(94)  yalmz  ve  %13.3’i(38)
cocuklariyla yastyordu. (X?=282.02 p=0.0001)

Calismadaki  bireylerin ~ 221°1(%55.3)
gecimini  emekli maasiyla  sagliyorken;
37°s1(%9.3) ¢ocuklarinin yardimiyla,
133’1(%33.3)  haymrseverlerin  yardimyla,
9’u(%2.3) kendisi ¢alisarak sagliyordu. Kronik
hastaliginiz var m1 sorusuna hastalarin 250’si
(%62.5) evet, 150’si (%37.5) hayir cevabini
verdi.

GDO ‘niin ilk sorusu olan *’genel olarak
hayatinizdan memnun musunuz sorusuna’’
yaslilarin 31471 (%78.5) evet, 86’s1 (%21.5)
hayir cevabini verdi. Tiim yaslilarin GDO ‘den
aldiklar1 ortalama puan 11.76+6.71 olup; en
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diisiik puan 0, en yiiksek puan 29 olarak
hesaplandi. GDO ’ye gore; toplamda 232
(%58) bireyde depresyon saptanmadi, 168
(%42) bireyde depresyon saptandi.

Her iki cinsiyette de, tiim gruplardaki
depresyon diizeyi en sik yalniz yasayanlarda
saptandi. Huzurevinde yasayan kadinlarin
%31.1’inde (19/61) depresyon saptanirken,
ailesiyle yasayan kadmlarmm %34.8’inde
(23/66), yalniz yasayan kadinlarin %73.7’sinde
(42/57) depresyon saptandi (X*=26.4 p=0.001).
Kadimnlarin %45.7 ‘sinde erkeklerin %38.9
‘unda depresyon saptandi (X?=1.86 p=0.1).
Evli olanlarin %39‘unda; bekarlarin
%43.4%inde depresyon vardi (X*=0.71 p=0.2).
Yiiksek derecede yalnizlik hissi olanlarin
%73.2si bekar, %26.8% evliydi (X*=1.07
p=0.1). Fakat depresyon acisindan her iki
cinsiyette; bekar kadinlarda hafif ve orta
dereceli depresyon diger gruplara gore daha
fazla goriiniiyordu (X°=4.6 p=0.04). Kronik
hastalig1 olanlarin %40.8‘inde, olmayanlarin
%44<tinde depresyon vardi (X?=0.40 p=0.5).

Olgularin egitim durumu ile GDO puam
arasinda negatif korelasyon iligkisi saptandi
(r=0.138 p=0.006). Yaslilarin %47.51 hig
egitim almamis olup, %39.8 ‘i ilkokul mezunu,
%7 ‘si ortaokul mezunuydu. %5.81 egitim
diizeylerini  hi¢ bildirmemislerdi. Egitim
almamis yaglilarin %48.41, ilkokul mezunu
olanlarin %36.5’1, ortaokul mezunu olanlarin
%35.7°sinde depresyon varlig: tespit edildi (X*
=5.60 p=0.06).

Depresyonu olanlarda cinsiyete gore
depresyon diizeylerine bakildiginda hafif
depresyon kadinlarda %49 oranminda iken
erkeklerde %57; orta diizeyde depresyon
kadinlarda %40.5 iken erkeklerde %38.1, agir
depresyon kadinlarda %10.7 iken erkeklerde
%4.8 idi. Cinsiyete gore depresyon diizeyleri
arasinda istatistiksel yonden anlamli fark yoktu
(X*=4.40 p=0.2). Katilmecilarin %353‘iinde
hafif depresyon bulunurken, %39.3‘linde orta
diizeyde depresyon, %7.7‘sinde agir diizeyde
depresyon saptand.

Yiksek  diizeydeki yalmizlik; yalmz
yasayanlarda %53.5, ailesiyle yasayanlarda
%25.5, huzurevinde yasayanlarda %23.3 iken
orta diizeydeki yalmzlik hissi  yalmz
yasayanlarda %44.6, ailesiyle yasayanlarda
%50.3, huzurevinde yasayanlarda %61.3 idi
(X*=30.2 p=0.0001). Yalmzhik ortalama
puanlari; yalmz yasayanlarin 50, huzurevinde
yasayanlarin 44, ailesiyle yasayanlarin 42
olarak saptandi.

Agirman et al.

Depresyon  varliginda cinsiyete  gore
yalmizlik diizeyleri karsilastirildiginda hem
kadinlarda (%57), hem erkeklerde (%55)
yalnizlik diizeyi yiiksek saptandi. Gruplar
arasinda istatistiksel yonden anlamli fark yoktu
(p=0.8). Yalmzlik hissi olan katilimcilarin
%1.8‘inde hafif yalmzlik saptanirken; %42.2
sinde orta diizeyde, %56°sinda yiiksek
diizeyde yalnizlik saptanda.

Katilimcilar  arasinda  yiiksek diizeyde
yalnizlik hissi olan 127 yashda depresyon
goriilme riski, yliksek derecede yalnizlik hissi
olmayan 273 yashiya gore 7,66 kat daha fazla
goriilityordu (OR=7.66 p=0.0001).

Yalniz yasayanlarin %72.3iinde, ailesiyle
yasayanlarin %36.9’unda, huzurevinde
yasayanlarin %26,7’sinde depresyon saptandi
(X?=56.2 p=0.0001)

TARTISMA

Depresyon, yayginligt ve yol actifi yeti
yitimi nedeniyle o©onemli bir halk saglig
sorunudur. Yagsam boyu prevalanst %10 ile
%21 arasinda degismektedir®. Calismamizda;
olgularin %58’1 depresif belirti gdstermezken,
%42 sinde depresyon gozlenmis olup yaslilik
doneminde depresyonu olan Kkisilerin orani
normal topluma gore daha yiiksek saptanmustir.

Yaslilarda depresyonun fazla olmasi birgok
sebebe Dbaglanabilir. Yapilan ¢aligmalarda;
yaslilarda depresyonun; bilissel fonksiyonlarda
yavaglama, islevsel bozukluklar, psikomotor
hareketlerde yavaglama, kognitif
fonksiyonlarda zayiflama, problem ¢dzme, bir
ise baslama yeteneginde azalmayla iligkili
oldugu saptanmustir®'°,

Hacettepe Universitesi I¢  Hastaliklari
Geriatri Unitesi’nin yayinladig1 bir ¢alismada;
geriatrik depresyon etyolojisinde; daha oOnce
depresyon atagi ya da bagka psikiyatrik
hastalik Oykiisii, sosyal faaliyetlerin az olmasi,
kognitif kapasitede azalma, yalniz yasama,
yeni medikal hastalik, kronik hastaliklar, diisiik
egitim seviyesi, evlenmemis olma, yetersiz
sosyal destek ve stres Onemli predispozan
faktorler olarak saptanmistir™.

Cin’de yapilan bir ¢alismada yashilardaki
depresyonun yasam sekliyle birebir iligkili
oldugu gosterilmistir™. Calismamizda
yaglilardaki  depresyon oranmnin  toplum
genelinden yiiksek olmasini; bu kisilerin
emeklilik nedeniyle is hayatindan uzaklasmasi,
buna bagli olarak maddi gelirin azalmasi, es
kaybmin yasanmasiyla yalniz kalma, kronik
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hastaliklarin baglamasi, buna bagh fiziksel gii¢
kaybi, cinsel yeti kayiplari, biitiin bu kosullarin
getirdigi ise yaramazlik duygulari, aile ve
toplumdaki yerini kaybetme, yalmz kalma
duygulari ile agiklayabiliriz.

Depresyonun  kadinlarda  daha  sik
goriildiigi stk rastlanan  bir  bulgudur.
Epidemiyolojik c¢aligmalar kadinlarin yasam
boyu depresyon risklerinin %20-25 oldugunu
gostermistir; bu deger erkeklerde %8-12°dir™,
Calismamizda; depresyon cinsiyete gore
istatistiksel farklilik gostermemistir. Bu durum
yasliligin iki cinsiyette de benzer travmatik
etki gosterdigini ortaya koymaktadir.

Jorm’un c¢alismasinda; daha Oncesinde var
olan yaygin kanmin aksine, depresyonun
yaglilarda daha fazla gorildigi
saptanmistir™®.Calismamizda da  yashlarda
gorillen depresyon oranm1 %42 olup tim
toplumdaki depresyon oranindan istatistiksel
olarak daha fazladir.

Onceki calismalarda; yalmz yasayabilen
yaslilarda nispeten daha az bedensel, ruhsal ve
sosyal problem beklendiginden bu grupta
depresyon sikligi azalirken, huzurevinde
yasayan yaslilarda zaten bedensel, ruhsal ve
sosyal problemlerin varligi diisliniildiigiinden
depresyonun fazla olmas: dogal goriilmiistiir™.
Huzurevinde yasamanin toplumdan
uzaklasmaya ve kisideki depresif semptomlarin
artmasina  neden  oldugu  saptanmustir.
Huzurevinde yasama bir agidan bagimsizligin
ve mahremiyetin kaybi olarak tanimlanmustir.
Bir ¢aligmada huzurevlerindeki yaslilarda
%25-50 depresyon goriillmekte, bunun hem
hastalik  riskini  arttirmakta  hem  de
sosyoekonomik  agidan  zorluk  yarattgi
saptanmistir’®.  Aymi  calismada  huzurevi
bakimi alan yagslilarin azalmis sosyal destekleri
dolayisiyla depresyon basta olmak iizere
psikiyatrik hastalik risklerinin yiiksek oldugu
saptanmistir™. Bir baska ¢alismada depresyon
siklig1 huzurevindeki yaslilarda % 48.1, evde
yasayan yaslilarda % 24.3 saptanmistir™.

Calismamizda en az depresyon orani
huzurevindeki yashlarda saptanmis olup, bu
durumun gesitli nedenleri oldugu
diisiiniilmektedir. Dariilaceze Kurumu’nda
bakima muhta¢ durumdaki bireyler ikamet
ediyordu. Bu kurumda her kesimden, farkli
sosyokiiltiirel diizeylere sahip yaslilar sik sik
bir araya gelip sohbet edebiliyor, derdini
paylasacak birilerini bulabiliyordu; arkadaglik
kurma sans1 yiiksekti. Kurumun igerisinde
saglik calisanlar1  bulundugundan saglik
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hizmetleri yash bakimi acisindan kolay
erisilebilir diizeydeydi. Ancak ailesiyle ve
yalniz yasayan yaslhilarin saglik hizmetlerine
erisimleri bu kadar hizlh ve kolay
olamayabiliyor. Ayrica kurumdaki sosyal
etkinlikler yash bireylerin kendi gecimini
saglamalarinin bir araci olabiliyordu. Kurumda
ikamet eden yasllar yas grubu olarak birbirine
yakin olduklarindan diinya goriisii acgisindan,
hayattan beklentiler ve hissettikleri bakimindan
benzer oOzelliklerde olup aralarinda kusak
catismasi olusturabilecek bir ortam yoktu. Zira
cocuklartyla yasayan yaslilarda ¢ocuklar1 ve
torunlartyla kusak catigmasina bagh iletigim
problemleri olusabiliyor; bu da yaslinin
kendisini  diglanmis  hissetmesine  neden
olabiliyor. Evde yasayan yagllar giindelik
hayatla ilgili bircok sorumluluk tasiyorken,
huzurevinde (ev isleri, fatura yatirma vs.)
bunlar personele aitti; yasli birey kendisine
daha ¢ok zaman ayirabiliyordu.

Yakin zamanda Hindistan’da yapilan bir
calismada yaglilarda depresyon orani; sehirde
yasayanlarda, ¢ekirdek aile i¢inde
yasayanlarda, kadin cinsiyette, ileri yaslilikta,
fonksiyonel ve kognitif kayiplar1 olan
yashlarda daha sik saptanmustir™. Bunun aksi
olarak genis aile ve akraba ortaminda, kirsal
alanda yasayan yaslilarda depresyon daha az
saptanmistir. Bu durumda sehirde yasayan
yasli birey hem kendi ortamindan, kendi yagam
seklinden koparilmis olmakta; hem de ¢ekirdek
aile icerisinde mecburen bakimi yapilan kisi
konumunda  olacagindan  depresyon ve
yalmzlik duygusu giderek artmaktadir. Bu
durum; calismamizda huzurevi digindaki yaslh
grubunda depresyon oraninin yiiksek olmasini
aciklayabilmektedir.

Yalnizlik hissi; arkadas eksikliginden veya
bagkalariyla birlikte olma arzusundan daha
Oteye giden, yaghnin kendisini toplumdan
kopmus hissetmeye gotiiren bir duygudur.
Boylece yaslilar baska insanlarla anlamli bir
iletisime girmekte zorluk ¢ekecek, hatta
iletisim kurmay1 reddedecek, giderek kendi
kabuguna cekilecektir. Bu durum da kiginin
Oznel iyi olus halini etkileyerek depresyona
egilimini arttiracaktir™.

Bir calismada esi ile yasayanlarin, yalniz
yagayan veya sadece cocugu ile birlikte
yasayanlara gore sosyal destek Olgeginden
aldiklar1 puan ortalamalarinin daha yiiksek
oldugu belirlenmistir®®. Yapilan calismalarda
evli ve esi ile birlikte yasayan yaslilarin sosyal
destek puanlar1 daha yiiksek bulunmustur. Bu
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sonucun esi ya da c¢ocugu ile yasamayan
bireylerin sosyal destek kaynaklarinin yetersiz
olmasindan kaynaklandig1 saptanmistir. Bir
baska calismada; yalmzlik duygusu yashilik
depresyonu ig¢in bir risk faktorii olarak
saptanm1st1r21. Bir diger calismada; yalniz
hisseden ve hissetmeyen yaglilar arasinda
depresyon acisindan onemli fark
saptanm1st1r22. Calismamizda da yalnizlik hissi
acisindan en yalniz yashlarin yalniz yasayanlar
oldugu, ikinci sirada huzurevinde yasayanlarin,
en az yalmzlik hissedenlerinse ailesiyle
yasayan yaslilar oldugu saptanmistir.

Yapilan bir ¢alismada; yalniz yasayan
yasllarin hem yalmzlik hem de depresyon
puan ortalamalarinin en yiiksek oldugu,
cocuklartyla  yasayanlarn  yalmizlik  ve
depresyon puanlarinin orta diizeyde oldugu,
esiyle birlikte yasayan yashlarin ise hem
yalmizlik hem depresyon puan ortalamalarinin
en disik oldugu saptanmustir. Yaslilarin
yasam bicimleri ile yalnizlik puan ortalamalari,
depresyon puan ortalamalar1 ve yaslilik algilart
arasinda istatistiksel olarak anlamli fark oldugu
belirlenmistir.  Bu  bulgular esiyle ve
cocuklartyla birlikte yasayan yaslilarin daha az
yalmzlik duygusu ve depresyon yasadigini
gostermektedir. Bu bulgular ¢alismamizi
destekler nitelikte olup, ailesiyle birlikte
yasayan yaslilar yalnizlik hissi en az saptanan
gruptur. Huzurevinde yasayan yaslilar daha
Once bahsettigimiz diger sosyal destek
etmenlerinin etkisiyle nispeten daha az bir
yalmzlik hissine sahiptir. Fakat; yalnmiz
yasayanlar hem huzurevinin sosyal ortamindan
hem de aile desteginden uzak olduklarindan
dolay1 yalmzlik duygusunu ¢ok fazla
hissetmektedirler.

Calismamizda  yalmizhik  diizeyi ile
depresyon siddeti arasinda pozitif  bir
korelasyon saptanmis olup; yiiksek diizeyde
yalmzlik saptadigimiz 127 yasghida depresyon
goriilme riskinin yiliksek derecede yalnizlik
hissi olmayan 273 yasliya gore 7,66 kat arttigi
bulunmustur.

SONUC

Yaglilardaki depresyonun genel toplumda
goriilen depresyon oranindan fazla olmast;
yalnizligin da genel toplumdan fazla oldugunu
disiindirmekte olup, bu konuda daha fazla
aragtirmaya gerek vardir.

Agirman et al.
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In-vitro Antibiotic Resistance Profile of E. coli Strains Isolated from Community-
acquired Paediatric Urinary Tract Infections in Karabiik Province

Karabiik ilinde Toplum kokenli Pediatrik Uriner Sistem Enfeksiyonlarindan izole
Edilen E. coli Suslarmmin In -vitro Antibiyotik Direnc¢ Profili

Nergis Asglnl, El¢in Kal Cakmakllogullarl1
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Amag: Bu calismada Karabiik ilinde ¢ocuklarda toplum kaynakli
idrar yolu enfeksiyonuna neden olan E. coli suslarinin antibiyotik
diren¢ profili ve Genislemis Spektrumlu Beta Laktamaz(GSBL)
iretim oranlarinin tespiti amaglanmustir.

Gereg ve Yontemler: Ocak 2013-Eyliil 2016 tarihleri arasinda
Karabiik Universitesi Karabiik Egitim Ve Arastirma Hastanesi
Mikrobiyoloji Laboratuvarina ¢ocuk polikliniklerinden gelen idrar
orneklerinden izole edilen 410 E. coli ¢aliymaya dahil edilmistir.
E.coli suslarinin GSBL iiretimi ve in-vitro antibiyotik diren¢ profili
retrospektif olarak incelenmistir.

Bulgular: Toplum koékenli 410 iropatojen E. coli susunun
328’1 (%80) kiz, 82 si (%20) erkek hastalardan izole edilmistir. Tim
yas gruplarinda kiz ¢ocuklarinda E.coli daha sik izole edilmistir. Kiz
cinsiyet ile E.coli izolasyon oranlar1 arasinda tiim yas gruplarinda
istatistiksel olarak anlamli fark bulunmustur.(p<0.05)

E. coli suslar1 ampisiline %62.4, amoksisilin-klavulanik aside
%40, trimetoprim sulfametoksazole %26, sefuroksime %323.6,
sefiksime %15.8, sefotaksime %13.9, seftazidime %10.7,
gentamisine %6, nitrofurantoine %5.8, ve fosfomisine % 4.1
oraninda direngli idi. Erkeklerde antibiyotik direng oranlari kizlardan
yiksek bulunmustur. Sefiksim, sefotaksim ve seftazidim direng
oranlart ile erkek cinsiyet arasinda istatistiksel olarak anlamli fark
oldugu tespit edilmistir (p<0.05). Tum izolatlar i¢in GSBL orant
%13.9 olarak bulunmustur. Bu oran kizlarda %11.5, erkeklerde
%23.1 olarak tespit edilmistir. Erkek cinsiyet ile GSBL iiretim orani
arasinda istatistiksel olarak anlamli bir fark tespit edilmistir.
(p<0.001)

Sonug: Idrar yolu enfeksiyonu gocukluk caginda énemli bir
problemdir. Yanisira antibiyotik direng oranlari bolgeler aras1 6nemli
farkliliklar gostermektedir. Bolgemizde g¢ocukluk ¢agi idrar yolu
enfeksiyonlarinin tedavisinde hem antibiyotik diren¢ oranlari daha
diisik oldugu igin, hem de agizdan alinabildikleri igin sefiksim,
nitrofurantoin ve fosfomisin tercih edilebilir.
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ABSTRACT

Aim: In this study, it was aimed to determine the antibiotic
resistance profile and the Extended Spectrum Beta Lactamase (ESBL)
production rates of E.coli strains causing community-acquired urinary
tract infections in children in Karabiik.

Materials and Methods: Between January 2013 and September
2016, 410 E. coli isolated from urine specimens from children's
outpatient clinics were included in Karabiik University Karabiik
Training and Research Hospital Microbiology Laboratory. ESBL
production and in-vitro antibiotic resistance profiles of E. coli strains
were examined retrospectively

Results: A total of 410 uropathogenic E.coli strains were isolated
from 328 (80%) female and 82 (20%) male patients. In all age groups,
E.coli was more frequently isolated from girls. There was a
statistically significant difference between female gender and E. coli
isolation rates in all age groups (p<0.05). E. coli strains were resistant
to ampicillin 62.4%, amoxicillin-clavulanic acid 40%, trimetoprim-
sulfamethoxazole 26%, cefuroxime 23.6%, cefixime 15.8%,
cefotaxime 13.9%, ceftazidime 10.7%, gentamycine 6%, nitrofurantoin
5.8%, phosphomycin 4.1%. Antibiotic resistance rates in males were
higher than females. Cefixime, cefotaxime and ceftazidime resistance
rates were found to be statistically significant (p <0.05). The ESBL
ratio for all isolates was found to be 13.9%. It was 11.5% for females
and 23.1% for males. There was a statistically significant difference
between male gender and ESBL production rate. (p<0.001)

Conclusion: Urinary tract infection is an important problem in
childhood. In addition, antibiotic resistance rates show significant
differences  between regions. Cefixime, nitrofurantoin  and
phosphomycin may be preferred in the treatment of childhood urinary
tract infections in our region as low ratio of antibiotic resistance and
can be taken orally.

Keywords: Antibiotic resistance, E.coli, urinary tract
infections
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GIRIiS:

Idrar  yolu enfeksiyonlar: (IYE)
cocukluk ¢aginda {ist solunum yolu
enfeksiyonlarindan sonra ikinci  siklikta
goriilen enfeksiyonlardir (1). Sik tekrarlamasi
durumunda renal skar olusumuna ve
sonrasinda hipertansiyon ve kronik bdbrek
yetmezligine neden olmaktadir (1,2).

Cocukluk ¢ag1 boyunca IYE kizlarda
%3-5, erkeklerde %1-2 oraninda
goriilebilmektedir (2). Yasamin ilk yilinda IYE
insidans1 erkeklerde (%3.7) kizlardan (%?2)
daha yiksektir. Yanisira siinnetsiz erkek
bebeklerde stinnetlilere gore 3-7 kat daha fazla
IYE goriildiigii bildirilmistir (3,4). Bunda
prepisyum derisindeki bakteri
kolonizasyonunun etkili olduguna dair bulgular
mevcuttur. Ozellikle yenidogan ddneminde
siinnet olanlarda IYE insidansmin 9.1 Kkat
azaldig1 rapor edilmistir (5).

Ates  etiyoloji  aragtirllan  siit
cocuklarinda %4.1-7.5 oraninda sebebin IYE
oldugu bildirilmistir (1,3). Bir yasindan sonra
kiz ¢ocuklar1 erkeklerden yaklagik 10-15 kat
daha fazla IYE gecirme riskine sahiptirler (3).
Tim yas gruplarinda oldugu gibi cocukluk
caginda da toplum kaynaklh idrar yolu
enfeksiyon etkeni olarak en sik E.coli izole
edilmektedir (1,2,3). Asirt ve uygunsuz
antibiyotik  kullanim1  sonucunda ampirik
olarak baslanan oral antibiyotiklere karsi
direnc biiyiik oranlara ulasmistir. Ote yandan
antibiyotik diren¢ profili bolgeler arasi biiytik
farkliliklar ~ gostermektedir.  Bolgemizdeki
antibiyotik diren¢ durumunu bilmek, 6zellikle
ampirik veya idame tedavi gerektiren olgularda
secilecek antibiyotigi belirlemede yol gosterici
olacaktir. Bu calismada bolgemizde ¢ocukluk
cagi toplum kokenli idrar yolu
enfeksiyonlarindan izole edilen E. coli
suslarmin  antibiyotik diren¢ profili ve
Genislemis  Spektrumlu Beta Laktamaz
(GSBL) iiretim oranlarmin  arastiriimast
amaclanmustir.

GEREC ve YONTEM:

Asgin et Kal Cakmakoglu

Ocak 2013-Eylil 2016 tarihleri
arasinda Karabiik Universitesi Karabiik Egitim
ve  Arastirma  Hastanesi = Mikrobiyoloji
Laboratuvarina  pediatri  polikliniklerinden
gelen idrar Orneklerinden izole edilen 410
E.coli susu ¢aligmaya dahil edilmistir. Suslarin
in-vitro antibiyotik diren¢ durumu ve GSBL
tiretim oranlari retrospektif olarak
incelenmistir. Cocuk cerrahisi ayaktan ve yatan
hastalar ile, pediatri servisi ve yenidogan
yogun bakim iinitesinin idrar kiiltiir sonuglart
calismaya dahil edilmemistir.

Hastalarin  6n tamilar1 Laboratuvar
Bilgi  Sistemi {izerinden incelenmistir.
Tekrarlayan triner enfeksiyon, konjenital
anomali (Vezikoiireteral reflii, stenoz vb.), post
operatif enfeksiyon 6n tanist olan hastalarin
idrar kiiltlir sonuglar1 ¢aligma dig1 birakilmustir.
Idrar 6rnekleri 0.01 ml idrar kapasiteli steril
halka o6ze ile %5 koyun kanli agar
(SALUBRIS) ve EMB agara (Eosin Metilen
Blue) (SALUBRIS) ekilerek 35°C de 18-24
saat aerop sartlarda inkiibe edilmistir.
Suprapubik aspirasyonla alinan orneklerde
>10%cfu/ml, diger Grneklerde >10° cfu/ml ve
tek tip bakteri iiremesi olan plaklar isleme
almmustir. Bakterilerin identifikasyonu,
antibiyotik duyarliligt BD- Phoenix (BD
Sparks USA) UNMIC Combo panelleri ile,
GSBL varligr ise ¢ift disk sinerji yontemi ile
aragtirilmigtir.  Sonuglar CLSI 2013 ve
EUCAST kilavuzlarina gore
degerlendirilmistir. Kalite kontrol susu olarak
E.coli ATCC 25922 kullanilmustir. Veriler say1
ve yiizde olarak gosterilmis ve MINITAB 17
(USA) istatistik programi kullanilarak analiz
edilmistir. Istatistiksel olarak sonuclar arasinda
anlamli bir farkin olup olmadig Ki kare testi
ile degerlendirilmis, %95 giiven araliginda p
degeri <0.05 ise istatistiksel olarak anlamli
kabul edilmistir.

BULGULAR:

Calismaya dahil edilen toplum kokenli 410
tiriner E. coli izolatinin 328’1 (%80) kiz, 82’ si
(%20) erkek hastalardan izole edilmistir.
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Izole edilen suslarin yas gruplarina ve

cinsiyete
gosterilmistir.

gore

dagilim
Tim yas

Tablol
gruplarinda  kiz

de

cocuklarinda E.coli daha sik izole edilmistir.
Kiz cinsiyet ile E.coli iireme oranlari arasinda

tiim yas gruplarinda istatistiksel olarak anlamli
fark bulunmustur (p<0.05)

“Tablo 1: E.coli suglarmin yag gruplan ve cinsiyete gére dagiimi

0-1yag
2-5yas
b-14 yag
TOPLAM

ERKEK

Kiz TOPLAM
60 105
8 109
181 196
38 410

E.coli suslarinin antibiyotiklere direng ve

GSBL oraninin cinsiyete gore dagilimi Tablo

2’de  gosterilmistir.

%62.4,

sefotaks

[zolatlarin

amoksisilin-klavulanik aside
trimetoprim-sulfametoksazole
sefuroksime

ime

%23.6,

%13.9,
gentamisine %6,

sefiksime
seftazidime

nitrofurantoine
fosfomisine % 4.1 oraninda direngli oldugu

ampisiline
%40,

%26,

%15.8,
%10.7,
%5.8 ve

tespit edilmistir.
Tablo2: E. coli suglarimin antibiyotik direng ve GSBL iiretim oranlannin cinsiyete gore
dagilmi
ANTIBIYOTIK Kiz ERKEK TOPLAM
Sayl Yiizde | Sayi Yiizde | Say Yizde | *P degeri
Ampisilin 200 609 |56 682 | 256 624 (027
Amoks.-Klav.asit 123 375 |41 50 | 164 40 6050
Sefuroksim 73 22 (24 292 |97 236 | 03
Trimetoprim- 85 259 |22 2638 | 107 %6 [oo7
Gentamisin 19 57 |6 7325 S
Sefiksim 42 128 |23 28 |65 158 | 00013
Sefotaksim 38 15 [19 281 |57 139 0112
Seftazidim 29 88 [15 182 |44 107 [ o022
Nitrofurantoin 18 54 |6 73 |24 58
0.71
Fosfomisin 12 36 |5 6 |17 41 o4
GSBL(+) 38 15 [19 231 |57 139 | 5011
* p<0.05 ise istatistiksel olarak anlamli kabul edilmistir
Erkeklerde antibiyotik direng oranlari
kizlardan yiliksek bulunmustur. Sefiksim,

sefotaksim ve seftazidime karsi direng oranlari
ile erkek cinsiyet arasinda istatistiksel olarak
anlamli fark oldugu tespit edilmistir (p<0.05).
Tim suslar icin GSBL oram1 %13.9 olarak
bulunmustur.

Bu

oran

kizlarda

%11.5,

Asgin et Kal Cakmakoglu

erkeklerde %23.1 olarak tespit edilmistir.
Erkek cinsiyet ile GSBL {iretim orani arasinda
istatistiksel ~ olarak  anlamli  bir  fark
bulunmustur  (p<0.001). Fosfomisin, tiim
gruplarda en etkili antibiyotik olarak
gozlenmistir.

TARTISMA:

Gerek eriskin gerekse ¢ocuklarda IYE da en
sik izole edilen patojen E.coli’ dir (1,2,3). Ote
yandan uygunsuz ve asir1 antibiyotik kullanimi
artan ila¢ direncine neden olmustur. Bu da
tedavi segeneklerini kisitlamaktadir. Yanisira
bolgeler aras1 antibiyotik direng oranlar
oldukga degisken oldugu i¢in ampirik tedavide
tercih edilecek antibiyotik se¢iminde bolgenin
direng profilini bilmek 6nem arz etmektedir.

Cocukluk c¢agi toplum kokenli IYE’da
ampisilin Onceleri ilk tercih ilag iken, artan
diren¢ nedeniyle artik kullanimi azalmustir.
Ampisilin direnci OECD filkelerinde %53.4,
OECD dis1 iilkelerde ise %79.8 olarak
bildirilmistir (7). Ulkemizde  yapilan
calismalarda bu direng %30.4-%79 arasinda
oldukga genis bir dagilim gdstermektedir (8,9).
Yilmaz ve ark. Tokat'ta 9%69.3, Aydemir ve
ark. Zonguldak’ta %68.2 ve Ustiin ve ark.
Elaz1g’da %48 oraninda ampisilin direnci
bildirmislerdir (10,11,12). Bizim ¢alismamizda
bu oran %62.4 olup diger c¢alismalarla
uyumludur.

Ote yandan hem oral alinabilmesi hem de
genis spektrumlu olmasi nedeniyle sik regete
edilen amoksisilin-klavulanik aside kars1
direng de giderek artmaktadir. Ulkemizde
pediatrik yas grubunda yapilan caligmalarda
Istanbul’da %21 ve %25 (13,14), Sivas’ta
%28.6 (15), Antalya'da %348 (8) wve
Zonguldak'ta %39.3 (11) oraninda amoksisilin-
klavulanik  asid  direnci  bildirilmistir.
Diyarbakir’da %50, Urfa’da %51.7, Isparta’da
%53 gibi daha yiiksek diren¢ oranlar1 soz
konusudur.  (16,17,9). Bizim ¢alismamizda
direng oram1 %40 olup komsumuz olan
Zonguldak ile uyumludur. Bu da bolgemizde
amoksisilin-klavulanik asitin IYE da ampirik

243



tedavide artik tercih edilmemesi gerektigini
gostermektedir.

Ulkemizde 1YE’da gerek ampirik gerekse
idame tedavide uzun yillardir kullanilan
trimetoprim-sulfometoksazole (SXT) direng
oranlar1 da oldukca degiskendir. Coban ve
arkadaslarinin Antalya’da yaptig1 calismada
SXT direnci %23.1 iken, Cetin ve ark. Isparta’
dan %82.2 gibi olduk¢a yiiksek bir oran
bildirmislerdir (8,9). Ancak ortalama %50-
%355 civarinda bir SXT direnci s6z konusudur
(14,10). Bizim calismamizda ise %26 gibi
diisiik sayilabilecek bir oran bulunmustur. Bu
da son zamanlarda SXT’ nin yoremizde sik
recete edilmemesine bagl olabilir.

Sefiksim {igiincii kusak oral sefalosporin
olmasi nedeniyle pediatrik yas grubunda sikca
recete edilen bir antibiyotiktir. Ancak,
iilkemizde toplum kdkenli pediatrik idrar yolu
enfeksiyonlarinda sefiksim direnci ile ilgili
veriler olduke¢a kisithidir. Coban ve ark. %26.3,
Yasar ve ark. ise %26 oraninda direng
bildirmislerdir (8,13). Bizim ¢alismamizda ise
daha diisiik olup %15.8 olarak bulunmustur.
Istanbul’da 2008 yilinda yapilan ve 104
E.coli’ yi kapsayan ¢aligmada ise %7.8 olarak
bildirilmistir(3). Buna gére IYE tedavisinde
sefiksim ilk segenek olarak diisiiniilebilir.
Diger {gciincii kusak sefalosporin olan
sefotaksim (CTX) direng oranlari %6 ile %51
arasinda  degismektedir  (8,16).  Bizim
calismamizda CTX direnci %13.9 olarak
bulunmustur.  Yine  seftazidim  direnci
iilkemizde %8 ile %37 arasinda bildirilmistir
(12,16).  Bizim  c¢aligmamzda  %10.7
bulunmustur. Ancak her ikisi de parenteral
kullanilabildikleri i¢in  ¢ogunlukla yatan
hastalarda tercih edilmektedir.

Aminoglikozidler eskiden sik regete edilen
ilaclar iken, giiniimiizde 6zellikle pediatrik yas
grubunda ototoksik ve nefrotoksik olmalari
nedeniyle, komplike durumlar disinda ilk
basamak tedavide  kullammi  kisithdir.
Ulkemizde gentamisin direng oranlar1 %5.4 ile
%34 arasinda oldukca degiskendir (18,16).
Bizim c¢aligmamizda bu oran %6 iken,

Asgin et Kal Cakmakoglu

Zonguldak’ta %7.5 olarak bildirilmistir (11).

Genislemis Spektrumlu Beta Laktamaz
tiretimi tim diinyada 6nemli bir sorun olarak
karsimiza c¢ikmaktadir. GSBL iireten suslar
penisilin, sefalosporinler ve monobaktamlari
hidroliz edebildigi i¢in tedavi segeneklerini
oldukga kisitlamaktadir. Ulkemizde yapilan
baz1 galigmalarda %35.9, %9 ve % 21 oraninda
GSBL pozitifligi bildirilmistir (18, 11,13).
Bizim ¢aligmamizda bu oran %13.6” dir.

GSBL iireten E.coli suslarinda fosfomisin
hem tek doz, hem de oral kullanimi nedeniyle
onemli bir alternatif olarak goziikmektedir.
Pediatrik yas grubunda toplum kaynakli
IYE’da fosfomisin direnci ile ilgili veriler
kisithdir. Coban ve ark. %19.9 olarak
bildirmislerdir (8). Bizim g¢alismamizda ise
%¢4.1 olarak tespit edilmistir.

Nitrofurantoin, bobrek dokusuna yeterince
penetre olmadigi i¢in st iiriner sistem
enfeksiyonlarinda  6nerilmemekle  birlikte,
komplike  olmayan alt {iriner sistem
enfeksiyonlarinda kullanilabilecek bir diger
alternatiftir. Ulkemizde %22 ve %19.7
oraninda diren¢ bildirilmistir (19, 17). Bizim
yoremizde bu oran %5.8 dir. Bu da
nitrofurantoin’in hem oral alinabilmesi, hem de
diisiik diren¢ nedeniyle ampirik tedavide tercih
edilebilecegini gostermektedir.

SONUC:

Cocukluk ¢agi idrar yolu enfeksiyonlarinda
ampirik tedavide kullanilan antibiyotiklere
direng giin gectikce artmaktadir. Ote yandan
antibiyotik diren¢ profili bolgeler arasi biiyiik
farkliliklar ~ gostermektedir.  Bolgemizdeki
diren¢ durumunu bilmek ve zaman iginde
degisimini takip etmek, ampirik tedavide hangi
ilacin tercih edilmesi konusunda yol gosterici
olacaktir. Caligmamizin sonuglarmma gore,
ampisilin ve amoksisilin-klavulanik asit -
direng oranlar yiiksek oldugu i¢in- bolgemizde
pediatrik IYE tedavisinde ilk segenek olarak
disiiniilmemelidir. Onun yerine sefiksim,
fosfomisin ve nitrofurantoin; gerek oral
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almabilmeleri, gerekse diisiik direng oranlart
nedeniyle ampirik tedavide tercih edilebilirler.
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Relation of age, body weight and BMI with bone mineral density (BMD) at spine,
proximal femur and total body BMD in postmenopausal Kashmiri women: a study of
165 cases.

Postmenopozal Kasmirli Kadinlarda Yas, Viicut Agirhg ve VKI ile Omurga,
Proksimal Femur ve Toplam Viicut Kemik Mineral Yogunlugu (KMY) arasindaki
iliski: 165 Olgu Uzerinde Yapilan Bir Cahsma.
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0z

Amag¢: Postmenapozal Kagmirili kadinlarda  osteoporoz
prevalansini ve yas, viicut agirhg ve Viicut Kitle Indeksi (VKI) ile
Kemik Mineral Yogunlugu (KMY) arasindaki iliskiyi arastirmak.

Yontem: Poliklinik bagvurusunda bulunan ve yazili bir
aydinlatilmis onam alinan Postmenopozal kadinlar ¢alismaya alindi.
Her bir 6zne igin yasg, boy ve agirlik kaydedildi ve BMI, kg / m2
olarak hesaplandi. Dual Enerji X-ray Absorptiometri (DEXA)
kullanilarak lumbar omurga, proksimal femur ve tiim viicutta BMD
(t-skoru) elde edildi. Olgular yas, kilo, VKi ve KMY'ye (t-skoru)
gore gruplara ayrildi. Sonuglar, SPSS istatistiksel paket program
kullanilarak analiz edilmistir.

Bulgular: Ortalama yaslar1 58.9 + 9.7 yil olan, ortalama agirligi
56.5 + 11.7 kg ve ortalama BMI 24.1 + 4.3 kg / m2 olan 165
postmenopozal Kasmirli kadin analiz edildi. Lumbar omurga,
proksimal femur ve total viicutta diisiik kemik kitlesi (osteopeni ve
osteoporoz) sirastyla% 96.4,% 64.3 ve% 68.5 idi. Tiim bolgelerde
osteoporoz prevalansi ileri yas gruplarinda istatistiksel olarak daha
anlamliydi (P <0.05). Hem viicut agirligi, hem de VKI agisinda daha
yiiksek bir tarafta bulunma, osteoporoza karsi koruyucu bir etkiye
sahipti ki bunlar bel omurundaki VKi ve KMY harig istatiksel olarak
anlamliyd: (p <0.05) (P = 0.276). Yas, tiim dlgiilen yerlerde KMY ile
negatif korelasyon (P <0.00001), viicut agirhg ve VKI ise pozitif
korelasyon gosterdi (P <0.00001).

Sonug¢: Kasmirli postmenopozal kadinlarin yaklasik% 80'i bel
omurunda osteoporotiktir. Sadece dortte birinin total viicut KMY'sine
gore osteoporotik oldugu ve proksimal femur KMY'sine gore beste
birinin osteoporotik oldugu goriiliiyor. Artan yas ile KMY tim
bolgelerde azalmaktadir. BMI'nun koruyucu olmadigi lomber omurga
haricinde, viicut agirhgindaki ve VKi'nin osteoporoza kars1 koruyucu
bir rolii vardir. Viicut agirligi, tim bolgelerdeki KMY agisindan
VKi'den daha iyi bir dngoriiciidiir.

Anahtar Kelimeler: Osteoporoz, Osteopeni, Kemik Mineral
Yogunlugu, Viicut Kitle indeksi, Menapoz

Corresponding Author: Dr Naseer Ahmad Mir
Address Department of Orthopaedics, SKIMS Medical college and
Hospital, Bemina, Srinagar, J & K, INDIA.

E-mail: drnadeeem@gmail.com

ABSTRACT

Aim: To find prevalence of osteoporosis and relation of age, body
weight and Body Mass Index (BMI) with Bone Mineral Density
(BMD) in postmenopausal Kashmiri women.

Methods: Postmenopausal women, attending the outpatient
department, were registered for the study after taking a written
informed consent. Age, height and weight were recorded for each
subject and BMI calculated as kg/m?. BMD (t-score) was obtained at
lumbar spine, proximal femur and whole body using Dual Energy X-
ray Absorptiometry (DEXA). The subjects were divided into groups
based on age, weight, BMI, and BMD (t-score). The results were
analyzed using statistical package for social sciences.

Results: 165 postmenopausal Kashmiri women with a mean age
of 58.9 + 9.7 years, mean weight of 56.5 + 11.7 kg and mean BMI of
24.1 +4.3 kg/m” were analyzed. 96.4 %, 64.3% and 68.5 % subjects
had low bone mass (osteopenia and osteoporosis) at lumbar spine,
proximal femur and total body respectively. Prevalence of
osteoporosis at all the sites was more in advanced age groups which
was statistically significant (P < 0.05). Both body weight and BMI on
a higher side had a protective influence against osteoporosis which
was statistically significant (P < 0.05) except for BMI and BMD at
lumbar spine (P = 0.276). Age had a negative correlation with BMD at
all the measured sites (P < 0.00001) while as body weight and BMI
had a positive correlation (P < 0.00001).

Conclusion: Nearly 80 % of Kashmiri postmenopausal women
are osteoporotic at the lumbar spine. While as only one fourth’s are
osteoporotic with respect to total body BMD and only one fifth’s with
respect to proximal femur BMD. With increasing age BMD decreases
at all the sites. Increase in body weight and BMI have a protective role
against osteoporosis with exception of lumbar spine where BMI is not
protective. Body weight is a better predictor of BMD than BMI at all
the sites.

Keywords: Osteoporosis, Osteopenia, Bone Mineral Density,
Body Mass Index, Menopause
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Introduction

Osteoporosis is the most common
metabolic bone disease having multi-factorial
association. (1, 2) It is characterised by a
decrease in the bone mineral density (BMD),
predisposing to risk of fragility fractures. (3- 5)
Osteoporosis is a worldwide public health
problem primarily associated with aging and
its prevalence is expected to increase with
increase in life expectancy of the population.
(6-8)

The human skeleton undergoes
continuous remodelling throughout life to
maintain its strength. The plateau of peak bone
mass is reached in the middle of third decade
of life and thereafter bone re-sorption exceeds
new bone formation at the rate of about 0.3 to
0.5 % per year. In women, this rate of bone
loss increases tenfold for five to seven years
after the onset of the menopause, which makes
postmenopausal women more susceptible to
develop osteoporosis than male
counterparts.(7)

Fragility fractures in the elderly
population and their consequent morbidity,
mortality and socioeconomic burden can be
prevented if osteoporosis is diagnosed and
treated early. (9) Postmenopausal women who
are having risk factors for development of
osteoporosis need to be screened for
osteoporosis. It is a well established fact that
body mass index (BMI) and body weight have
a positive correlation with BMD while as
advancing age has a negative impact on BMD.
(1, 9-13) So these parameters should be
analysed to know about the at risk
postmenopausal women. We here study the
relation of age, body weight and BMI with
BMD in postmenopausal women of Kashmir
province of India to know about the parameters
which are better predictors of osteoporosis in
this population.

MATERIAL AND METHODS

The study was conducted on
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postmenopausal women (not experienced any
menstrual bleeding for a minimum of one year
despite presence of an intact uterus and
absence of pregnancy and lactation) attending
the outpatient clinic of a tertiary care centre of
Kashmir province of India from January 2015
to August 2016. Postmenopausal women with
thyroid  disorders, parathyroid disorders,
diabetes mellitus, chronic renal disease,
chronic liver disease, chronic obstructive lung
disease, bronchial asthma, malignancy,
rheumatoid arthritis and other chronic arthritis,
other metabolic bone disease, mal-absorption
syndrome, compression fractures of the spine,
or with history of smoking, alcoholism, long
term immobilization, hysterectomy, surgical
menopause, hormone replacement therapy, use
of drugs causing osteoporosis, and
bisphosphonate therapy were excluded from
the study.

A total number of 165 postmenopausal
women with age ranging from 42 to 85 years
were enrolled for the study. Informed written
consent was obtained from each subject.
Subjects were dressed in light clothes and
without wearing shoes, weight in kilograms
and height in meters was recorded and BMI
calculated as weight (kg)/ [Height (m)] ?, after
which Bone Mineral Density (t-score) was
obtained at lumbar spine (L-1 to L-4 vertebra),
proximal femur and total body using Dual
Energy X-ray Absorptiometry (DEXA) scan.
As per World Health Organization (WHO)
criteria and definition, a t-score of > -1 is
normal bone mass; t- score < -1 but > -2.5 is
categorised as osteopenia and; a t-score of > -
2.5 is labelled at osteoporosis. (5, 14)

The subjects were divided into groups
on the basis of age, weight and BMI. On the
basis of age we had three groups (Age < 55
years; 55 to 65 years and > 65 years), and two
groups on the basis of weight (weight < 55kg
and; > 55 kg). BMI was categorised into four
groups based on the guidelines from Centre for
Disease Control (CDC) (underweight: BMI <
18.5 kg/m% normal weight: BMI 18.5 to 24.9
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kg/m?; overweight: BMI 25 to 29.9 kg/m?; and
obese: BMI > 30 kg/m?). 15 In each of these
groups, BMD (t-score) was analysed at lumbar
spine, proximal femur and total body.

The date collected was analyzed using
statistical package for social sciences (SPSS)
software and expressed as mean + SD. The
association between variables (age, weight and
BMI) and BMD was analysed using Chi-
square test. The correlations and trend between
variables and BMD was calculated using
Pearson’s correlation coefficient test. P-value <
0.05 was considered statistically significant.

RESULTS

The study population included 165
postmenopausal Kashmiri women with an
average age of 58.9 £ 9.7 years. The various
anthropometric parameters and the bone
mineral density (t- score) at lumbar spine,
proximal femur and total body BMD of the
study population have been summarized in
Table I.

Only 3.6 % of the subjects had normal
bone mass and the remaining 96.4 % had low
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bone mass (osteopenia and osteoporosis) at the
lumbar spine. On the other hand 64.3 % had
low bone mass, at the proximal femur. On the
basis of total body BMD 31.5 % subjects had a
normal bone mass (Table I1).

All the subjects > 65 years of age had
low bone mass (osteopenia and osteoporosis)
at the lumbar spine. 66.1 %, 83.6 % and 94.4
% of the subjects of the age groups < 55 years,
55 — 65 years and > 65 years, respectively,
were osteoporotic at the lumbar spine. At
proximal femur, 4.8 %, 20.9 % and 47.22 %
and as per total body BMD 9.7 %, 26.9 % and
47.22 % of the subjects of the age groups < 55
years, 55 — 65 years and > 65 years were
osteoporotic  respectively.  Incidence  of
osteoporosis at lumbar spine, proximal femur
and as per total body BMD was more in
advanced age groups which was statistically
significant (Table II). Pearson’s correlation test
demonstrated a negative statistically significant
correlation between age and BMD at lumbar
spine, proximal femur and for total body
BMD. However, this correlation was moderate
for lumbar spine (R = -0.4) and strong for
proximal femur (R = -0.5) and total body BMD
(R =-0.5) (Table I, Figure 1).
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Figure 1: Scatter diagram with trend line depicting correlation of age, weight and BMI with BMD (t-score) at lumbar spine,

proximal femur and total body BMD.
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Table I: Anthropometric variables and Bone Mineral
Density (T-Score) of the study population.

Variable Mean + Range
SD
Age (years) 58.9+9.7 42 -85
Weight (Kg) 56.5 279 -82.8
11.7
Height (cm) 152.7 + 128 -172
75
BMI (kg/m?)* 241+43 | 135-347
Lumbar Spine L1 to L4 (t - -34+13 -6.6 - 0.6
score)
Proximal Femur (t - score) -14+1.2 -44-29
Total Body (t - score) -1.6+14 -5.1-3

“BMI: Body Mass Index

Weight had a statistically significant impact
on BMD at lumbar spine (x* = 11.33; P =
0.0034), at proximal femur (y° = 32.97; P >
0.00001) and for total body BMD (* = 44.03;
P > 0.00001) (Table II). 90.1 %, 32.1 % and
37.0 % of the participants’ < 55 kg in weight
were osteoporotic at lumbar spine, proximal
femur and for total body BMD respectively,
where as only 65.5 %, 9.5 % and 13.1 % of the
participants > 55 kg in weight were
osteoporotic at these respective sites of BMD
measurement. The correlation of weight with
BMD was significantly positive which was
moderate for the lumbar spine (R = +0.4) and
strong for proximal femur (R = +0.5) and total
body BMD (R = +0.6) (Table Ill, Figure 1).

7.3 % of the study population were
underweight and 38.8 % were overweight and
obese as per CDC guidelines for categorization
of the BMI (Table II). 96.6 % of normal BMI
group and 95.3 % of overweight and obese
BMI groups had low bone mass at spine which
was not statistically significant (P < 0.05)
(Table 1I1). However, 77.1 % of the normal
BMI group and 46.8 % of the overweight and
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obese groups had low bone mass at the
proximal femur which was statistically
significant. Similar relation was also found
between total body BMD and BMI (Table I11).
Pearson’s correlation test had a positive
relation between BMI and BMD at lumbar
spine, however, the relation was weak (R =
+0.3). While as this correlation was found to
be moderate at proximal femur (R = +0.4) and
for the total body BMD (R = +0.4).

Weight and BMI both had positive
correlation with BMD at all the measured sites,
but weight had stronger correlation as
compared to BMI (Table I11).

DISCUSSION

Osteoporosis is a worldwide problem
characterized by decrease in bone mass and
structural degeneration of the bone. (6, 16)
Symptomless loss of bone mass makes it a
‘silent  disorder’.  (16) Prevalence of
osteoporosis is on increase due to increase in
aging population. In India population aged
above 50 years constitutes 10 % of the total
population and is likely to constitute 34 % of
total population by year 1950. And life
expectancy of 67 years at present is expected
to increase to 77 years by 1950. (8, 16)

Osteoporosis can afflict any sex, but
postmenopausal women are the most
vulnerable group. After menopause, women
loose bone mass at the rate of 1 — 2 % per year
for about 5 to 10 years. After 5 years of onset
of menopause mean fall in BMD is 7 — 10 % in
vertebral column and 5 to 7 % in the pelvic
bones. (17, 18)
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Table II: Distribution of BMD at lumbar spine, proximal femur and total body according to independent

variables (age, weight and BMI™)

Distribution of BMD" at Lumbar Spine according to independent variables (age, weight and BMI**)
Normal Bone | Osteopenia | Osteoporosis Total Chi P-value
WVariable Mass Square
No. (%) No. (%) No. (%) No. (%) X2
Age <55 51(3.0) 16 (9.7) 41 (24.9) 62 (37.0)
(yrs) 55 -65 1(0.6) 10 (6.1) 56 (33.9) 67 (40.6) 13.83 0.0078
>65 0(0) 2(1.2) 34 (20.6) 36 (21.8)
Total 6 (3.6) 28 (17.0) 131(79.4) | 165 (100)
Weight <55 1(0.6) 7 (4.2) 73 (44.2) 81 (49.0)
(kg) >55 5 (3.0) 21 (12.8) 58 (35.2) 84 (51.0) 11.33 0.0034
Total 6 (3.6) 28 (17.0) 131 (79.4) | 165 (100)
Underweight 0(0) 0 (0) 12 (7.3) 12 (7.3)
BMI™ Normal 3 (L.8) 13 (7.9) 73 (44.2) 59 (53.9)
(kg/m?) | Overweight 3 (L8) 10 (6.1) 32 (19.4) 45 (27.3) 7.50 0.276
Obese 0(0) 5 (3.0) 14 (8.5) 19 (11.5)
Total 6 (3.6) 28 (17.0) 131 (79.4) | 165 (100)
Distribution of BMD" at Proximal Femur according to independent variables (age, weight and BMI**)
Normal Bone | Osteopenia | Osteoporosis Total Chi P-value
Variable Mass Square
No. (%) No. (%) No. (%) No. (%) X2
Age <55 34 (20.6) 25 (15.2) 3 (1.8) 62 (37.0)
(yrs) 55 - 65 22 (13.3) 31 (18.8) 14 (8.5) 67 (40.6) 3417 | <0.00001
>G5 3 (L.8) 16 (9.7) 17 (10.3) 36 (21.8)
Total 59 (35.7) 72 (437) 34 (20.6) 165 (100)
Weight <55 12(7.3) 43 (26.0) 26 (15.5) 51 (49.1)
(kg) >55 47 (28.5) 29 (17.6) 8 (4.8) 84 (50.9) 32.97 <0.00001
Total 59 (35.8) 72 (43.6) 34 (20.6) 165 (100)
Underweight 3 (1.8) 1(24) 5(3.1) 12 (7.3)
BMI™ Normal 22 (13.3) 46 (27.9) 21 (12.7) 89 (53.9)
(kg/m?) [ Overweight 20 (12.1) 19 (11.6) 6 (3.6) 45(27.3) | 2208 | o0.0011
Obese 14 (8.5) 3(L.8) 2(1.2) 19 (11.5)
Total 59 (35.7) 72 (437) 34 (20.6) 165 (100)
Distribution of BMD" Total Body according to independent variables {age, weight and BMI*¥)
Normal Bone | Osteopenia | Osteoporosis Total Chi P-value
Variable Mass Square
No. (%) No. (%) No. (%) No. (%) x2
Age =55 32 (19.4) 24 (14.5) 6 (3.6) 62 (37.6)
(yrs) 55 - 65 17 (10.3) 32 (19.4) 18 (10.9) 67 (40.6) 28.60 | <0.00001
>65 3 (L.8) 16 (9.7) 17 (10.3) 36 (21.8)
Total 52 (31.5) 72 (43.7) 41 (24.8) 165 (100)
Weight <55 6 (3.6) 45 (27.3) 30 (18.2) 51 (49.1)
(kg) =55 46 (27.9) 27 (16.4) 11 (6.6) 54 (50.9) 44.03 <0.00001
Total 52 (31.5) 72 (437) 41 (24.8) 165 (100)
Underweight 1(0.6) 5 (3.1) 6 (3.6) 12(7.3)
BMI™ Normal 15 (9.1) 47 (28.5) 27 (l6.4) 89 (53.9)
(kg/m?) [ Overweight 22 (13.3) 15 (9.1) 8 (1.8) 45 (27.3) 37.03 | <0.00001
QObese 14 (8.5) 5(3.0) 0(0) 19 (11.5)
Total 52 (31.5) 72 (43.7) 41 (24.8) 165 (100)

BMI: Body Mass Index

The prevalence of osteoporosis in Indian
women ranges from 8 to 62 % in different
studies. (19) Jain V et al (2013) in their study
in Bhopal (India) using quantitative Ultrasound
at calcaneum had 33.5 % and 435 % of
postmenopausal women osteoporotic and

osteopenic respectively. (9)Unni J et al (2010)
had 31.4 % of women, more than 40 years of
age in Pune (India), osteopenic and 14.3 % had
osteoporosis. (13) In our study, 20.6%
postmenopausal women were osteoporotic and
43.7 % were osteopenic at the proximal femur,
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which is comparable to other studies.
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Table III: Correlation between Anthropometric variables and Bone Mineral Density

BMD' (T-score) at lumbar spine | BMD" (T-score) at proximal femur BMD* (T-score) Total body
Variable
R™ P-value R™ P-value R™ P-value
Age -0.468 <0.00001 -0.506 <0.00001 -0.514 <0.00001
(years)
Weight +0.427 <0.00001 +0.504 <0.00001 +0.611 <0.00001
(kg)
BMI** +0.307 <0.00001 +0.437 <0.00001 +0.490 <0.00001
(kg/m?)

“BMD: Bone Mineral Density; “BMI: Body Mass Index;
“*R: Paerson Correlation cofficient

However, at lumbar spine 79.4 % of the
subjects had osteoporosis and 17 % had
osteopenia. Such discordance in BMD at
different sites of measurement in same study
population has been seen before as well.
Chhibber G et al (2007) in their study in Delhi
and rural Haryana of India had 58.4 % of
postmenopausal women osteoporotic at the
lumbar spine, but only 24.4 % were
osteoporotic at the proximal femur. (20) Lu
YC et al (2016) found 50 % discordance
between osteoporosis classification based on t-
score measured at lumbar spine and proximal
femur. Using lowest t-score from multiple sites
significantly ~ increases  prevalence  of
osteoporosis in postmenopausal women from
4.03 % to 10.75 %. (21) There are different
reasons for such discordance. Woodson
proposed physiological factors,
pathophysiological factors, anatomic factors,
artifacts, technical problems as reasons for
such discordance. (22) Weight bearing
increases BMD at hip which explains high
BMI (obesity) as a risk factor for such
discordance. (21, 23) In a retrospective study
on postmenopausal women in India, 34.7 %
had minor discordance and 16.67 % had major
discordance in t-score at hip and spine. (24)

Aging has detrimental effect on bone
mass especially in the postmenopausal women,
where bone loss is accelerated secondary to
loss of ovarian function. (25, 26) BMD
decreases at a faster rate in elderly women than
elderly men. (27) In our study 50 % of the
postmenopausal women, osteoporotic at the

proximal femur, were > 65 years of age and
41.2 % were of the age group 55 to 65 years.
94.4 % of the subjects aged > 65 years were
osteoporotic at the lumbar spine. There was a
negative correlation between age and BMD at
all the measured sites. These observations are
consistent with the studies of Douchin T et al
(2000), Chanprasertyothin S et al (2006),
Montazerifar F et al (2014), Sharmin S et al
(2014) and Petroudia SR et al (2016). (1, 8, 28-
30)

Even though there are studies which
have revealed that obesity has a negative
influence on BMD, majority of the studies
show both body weight and BMI have a
positive impact on bone mass. This has been
explained by whether obesity is defined in
terms of body weight and BMI or on the basis
of amount of total body fat expressed as
percentage of body weight. (31, 32) In our
study both body weight and BMI had a
statistically significant role in protection
against osteoporosis except at spine where
relation of BMI and BMD was not statistically
significant (p = 0.276). BMD at all the
measured sites, in our study, had a positive
significant correlation with body weight as
well as BMI. However, the correlation was
more for the body weight than BMI at all the
measured sites (Table I11). Petroudia SR et al
(2016) in their study had similar results as ours
and concluded body weight is a better
predictor of BMD than BMI. (8) It is proposed
body weight is the better predictor of BMD
than BMI as square of height in the formula for
calculating BMI underestimates BMD in tall
and overestimates BMD in short statured

251



<" ] CONTEMP MED 2017; 7(3): 246-253

subjects. (33, 34) Montazerifar F et al (2014)
had positive correlation of weight and BMI
with BMD at lumbar spine as well as femoral
neck but it was statistically significant for only
lumbar spine. (1) Increased soft tissue mass in
obese and overweight leads to mechanical
loading of the bone which stimulates
differentiation of osteoblasts. Besides the
adipose tissue in obese postmenopausal
women is a source of estrogens from
aromatization, resulting in increase in BMD.
(28, 31, 35)

CONCLUSION

Around one third of Kashmiri
postmenopausal women have normal total
body and proximal femur BMD. One fourth of
women have osteoporosis with regard to total
body BMD and one fifth have osteoporosis at
proximal femur. With regard to lumbar spine
majority (around 80 %) are osteoporotic. With
increasing age of postmenopausal women
BMD decreases at all the skeletal sites. There
is a significant negative correlation between
age and BMD at all the sites. Higher body
weights as well as obesity (higher BMI) have a
protective effect on BMD in postmenopausal
Kashmiri women, except at lumbar spine,
where increase in BMI may not protect against
osteoporosis, even though BMI of the subjects
and BMD at their lumbar spine have a positive
correlation. Body weight is a better predictor
of BMD at all the sites than BMI; both in terms
of Chi Square test as well Paerson’s correlation
coefficient. Thus, postmenopausal women with
lower body weights constitute a high risk
group for development of osteoporosis.

Besides age, weight and BMI, BMD
after menopause is influenced by multiple
factors such as, age at menarche, parity,
duration of lactation of children, dietary habits,
level of physical activity and lifestyle,
socioeconomic status, educational level, status
of vitamin D, truncal obesity, total body fat
mass, total body lean mass and genetic
predisposition, all of which have not been
taken into consideration in this study. The
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premenopausal BMD status of the Kashmiri
women has not been studied, so there is a need
of a study which compares BMD status in both
premenopausal as well as postmenopausal
women. These are the limitations of our study
and need to be addressed in future studies on
postmenopausal women from Kashmir.
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Pelvic floor muscle strength in different age periods and investigation of the affecting

factors

Cesitli Yas Donemlerinde Pelvik '}’aban Kas Kuvveti ve Etkileyen Faktorlerin
Incelenmesi
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0z

Amag: Bu calisma, gesitli yas donemindeki kadinlarda pelvik
taban kas kuvvetini degerlendirmek ve pelvik taban kas kuvveti
tizerine etkisi olabilecek faktorleri belirlemek amaci ile
gergeklestirilmistir.

Gere¢-Yontem: Kadin Hastaliklar1 ve Dogum Anabilim Dali’na
cesitli jinekolojik problemler nedeniyle basvuran toplam 282 kadin
menstrual ve hormonal durumlari esas alinarak, premenopoz,
(n=194) ve postmenopoz (n=88) olmak iizere iki gruba ayrilmislardir.
Premenopozal donemdeki olgular da yaslarina gore <30 y1l, 31-40
yil ve >41 yil olmak iizere ii¢ alt gruba; postmenopozal donemdeki
olgular ise <49 y1l ve >49 y1l olmak iizere iki alt gruba ayrilmiglardir.
Fiziksel ve demografik ozelliklerin yanisira, pelvik taban {izerinde
etkisi olabilecek obstetrik (gravida, parite, abortus, kiiretaj, yardiml
dogum vs) ve jinekolojik faktorler (menopoz, histerektomi,
inkontinans varlig1) incelenmistir. Olgularin pelvik taban kas kuvveti
6lgiimleri perineometre ile gerceklestirilmistir.

Bulgular: Pelvik taban kas kuvveti degerlerinin tiim yas
gruplarinda benzer oldugu (p>0.05), ve incelenen parametrelerin
hicbirinin kas kuvveti ile iligkili olmadig1 goriilmistiir (p>0.05).

Tartisma: Calismada degerlendirilen risk faktorlerine sahip her
kadinda pelvik taban kas zayifliginin ve pelvik taban fonksiyon
bozuklugunun goriillmemesi, pelvik taban yapilari iizerinde baska
faktorlerin de (kollajen miktarr, morfolojik 6zellikler, pelvisin
yapisal farklilig1 gibi) rol oynadigini diisiindiirmektedir.

Anahtar Kelimeler: Yas, pelvik taban kas kuvveti, risk
faktorleri, inkontinans
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ABSTRACT

Objective: This study was performed to assess the pelvic floor
muscle strength of women in different age periods and investigate the
factors that could have effect on their pelvic floor muscle strength.

Materials-Methods: A total of 282 women who applied to the
Department of Obstetrics and Gynecology for various gynecological
problems were included in the study. Cases were divided into two
main groups based on their hormonal and menstrual status as
premenopause (n=194) and postmenopause (n=88). Cases were also
assigned into subgroups according to their age periods as <30 years,
31-40 years and >41 years for the premenopause group; and <49 years
and >49 years for the postmenopausal ones. Investigated parameters
included physical and sociodemographic properties, obstetrical history
(gravida, parity, abortus and curetage, assisted deliveries, etc) and
gynecological  history  (menopause, hysterectomy,  urinary
incontinence, etc). Perineometer was used to assess the pelvic floor
muscle strength.

Results: Pelvic floor muscle strength was found similar for all age
periods (p>0.05) and none of the parameters seemed to have any
significant effect on the pelvic floor muscle strength (p>0.05).

Discussion: Absence of pelvic floor muscle weakness and pelvic
floor dysfunction in women having the risk factors assessed in this
study leads us to think that different factors (like collagen amount,
morphological characteristics, pelvic construction) may play role on
pelvic floor structures.

Keywords: Age, pelvic floor muscle strength, risk factors,
incontinence
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Giris

Pelviste yer alan genital ve iiriner sisteme
ait organlar, gelisimlerinin en erken
evrelerinden itibaren embriyolojik, anatomik
ve fonksiyonel olarak yakin iligkidedirler.
Pelvis, i¢indeki organlari ¢evreleyip korumakla
birlikte bu organlara ¢ok az destek saglar.
Pelvik organlar baglica pelvik tabanin kas
aktivitesi ve ligamentlerin yardimi ile
desteklenir (1). Pelvik tabanin ¢izgili kaslari,
fasyal baglantilar ile birlikte pelvik organlarin
yer degistirmelerini engellemek, miksiyon ve
defekasyonu kontrol etmek igin calisirlar.
Bunlara ek olarak, karin i¢i basincinin
ayarlanmasinda rol oynarlar ve bele binen
yiikleri azaltmada da etkilidirler (1). Pelvik
taban kaslari, degisen sartlar karsisinda
gerginliklerini ayarlayarak pelvik organlara
dinamik bir destek saglar. Ancak bir takim
mekanik, noral ve hormonal faktorlerin etkisi
ile pelvik taban kaslarmin kuvveti azalmakta
ve destekleyici fonksiyonlar1 bozulmaktadir

).

Dogum, pelvik tabanda travmaya yol acan
baslica nedenler arasinda belirtilmektedir. Bu
travmanin sinir, kas ve konnektif dokunun
kompresyon, gerilme veya yirtilmasi sonucu
gerceklestigi one siiriilmektedir (2-5). ileri yas,
vajinal dogum ve forceps kullanimi pelvik
taban1 olumsuz yonde etkileyen faktorler
arasinda sayilmaktadir (1,5).

Orta ve ileri yastaki kadinlar arasinda
yaygin olarak gorillen pelvik taban kas
zayifligi, lriner ve fekal inkontinans, genital
organ prolapsuslari, bel agrisi ve konstipasyon
gibi problemlere yol agmaktadir (1,4). Uriner
ve fekal inkontinans, kisiyi sosyal ortamdan
izole eden, Ozgiiveni 6nemli Olgiide zedeleyen
ve kisinin giinliik yasamda bagimsiz bir sekilde
hareket etmesini engelleyerek yasam kalitesini
olumsuz yonde etkileyen ciddi bir saglk
sorunu olarak karsimiza ¢ikmaktadir.

Inkontinans  kadinlarda yaygin olarak
goriilmesine ragmen, ¢ogu kadin utanma
duygusu nedeni ile bu problemi saglik
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personeline yansitamamakta ve bu denli ciddi
bir sorunu goz ardi etmektedir. Oysa ki bir¢ok
hastada pelvik taban kas zayifligi ve neden
oldugu bozukluklar, yapilan fiziksel ve
irodinamik  degerlendirmelerin ~ ardindan
uygulanacak olan fizyoterapi ile
diizeltilebilmekte ve cerrahiye olan ihtiyag
azaltilabilmektedir.

Pelvik taban fonksiyon bozukluklari her 10
kadindan birinde cerrahiye ihtiya¢ duyulacak
derecede siddetli goriilmektedir. Her yil
300000 kadina {iriner stres inkontinans ve
pelvik organ prolapsusu nedeni ile hastanede
kalmay1 gerektiren cerrahi uygulanmaktadir.
Bu cerrahilerin % 29 oraninda tekrarlandigi
belirtilmektedir (6,7). Pelvik taban fonksiyon
bozuklugu olan kadin sayismin % 25
azaltilmasi halinde, yilda 90000 cerrahi
elimine edilebilecekken, tedavinin basarili
olmas1 halinde 30000 tekrarlayici cerrahinin
elimine edilebilecegi belirtilmektedir. Dolayist
ile bu sonug, pelvik taban fonksiyon
bozukluguna neden olan faktorlerin
saptanmasinin ve bu bozukluklarin
Onlenmesinin, problemlerin tedavisinden {i¢
kat daha etkili oldugunu géstermektedir (6).

Risk faktorlerinin incelenmesi sonucunda
pelvik taban fonksiyon bozuklugu olabilecek
kimselerin belirlenmesi, iirojinekolojik
fizyoterapi ile ilgilenen fizyoterapistlerin
koruyucu fizyoterapi yaklasimlar1 igerisinde
yer almalidir.

Bu calisma, cesitli yas donemindeki
kadinlarda pelvik taban kas kuvvetini
degerlendirmek ve pelvik taban kaslar
iizerinde etkisi olabilecek obstetrik ve
jinekolojik faktorleri belirlemek amaci ile
gerceklestirilmistir.

Gerec -Yontem
Birey

Bu calismaya, Hacettepe Universitesi Kadin
Hastaliklar1 ve Dogum Anabilim Dali’na
cesitli  jinekolojik  problemler  nedeniyle
bagvuran toplam 289 kadin dahil edilmistir.
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Pelvik taban kas kuvvetini etkileyen
merkezi ve periferik sinir sistemi hastaliklarina
(spinal kord patolojileri, serebrovaskiiler olay,
kauda ekuina sendromu, multiple skleroz gibi)
sahip olan, mental problemi bulunan, kas
gevsetici ilag kullanan ve konjenital veya
edinsel pelvik anomaliye sahip olgular ¢alisma
dist birakilmigtir. Olgularin ¢alismaya dahil
edilip edilmeyecegi, hem hasta dosyalarindan
hem de hastalarla yapilan goériisme sirasinda
alman bilgi dogrultusunda belirlenmistir.
Calisma icin uygun bulunan olgulara ¢alisma
hakkinda bilgi verilmis ve bilgilendirilmig
onamlari temin edilmistir. Arastirma Helsinki
Deklerasyonu’na uygun olarak
gergeklestirilmistir.

Olgular, menstrual ve hormonal durumlari
gdz Oniine alimarak premenopozal ve
postmenopozal olmak iizere iki gruba
ayrilmigtir. Premenopozal donemdeki olgular
yaslarma gore <30 yil, 31-40 yil ve >41 yil
olmak tizere {1i¢ gruba; postmenopozal
donemdeki olgular ise <49 yil ve >49 wil
olmak iizere iki gruba ayrilmislardir. Olgulara
ait  bilgiler, degerlendirme  Oncesinde
kaydedilmis ve dogum ve kadin hastaliklar
uzmani  tarafindan  yapilan  jinekolojik
muayenenin ardindan pelvik taban kas kuvveti
Olctimleri gerceklestirilmistir.

Degerlendirme Parametreleri

Calismaya alinan olgularin fiziksel (yas,
boy, wviicut agirligl) ve sosyo-demografik
ozellikleri (egitim durumu, meslek)
kaydedildikten sonra, pelvik taban kas kuvveti
iizerinde etkisi olabilecek obstetrik ve
jinekolojik faktorleri sorgulamak amaciyla bu
calisma i¢in hazirlanan degerlendirme formu
doldurulmustur. Gebelik, dogum, diisiik ve
kiiretaj sayilart ile dogum sekli (vajinal,
sezaryen ve vajinal+sezaryen) kaydedilmistir.
Ayrica vajinal dogum yapan olgularda
epizyotomi ve/veya perineal yirtik varligi ile
dogum sirasinda bebegi dogum kanalindan
¢ikarmak amaci ile forseps ve/veya vakum
kullanilip  kullanilmadigr  yardimli  dogum
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hikayesi acisindan sorgulanmistir. 4000 gram
(g) agirhigin tizerindeki bebek dogumu, iri
bebek varligi agisindan incelenmistir (8).

Menopozda olan olgularin  menopoz
stireleri (y1l) ve menopoza giris sekilleri (dogal
olarak/dogal olmayan sekilde) sorulmus ve
histerektomi uygulanan olgularda
histerektominin  tipi  (abdominal/vajinal)
kaydedilmistir. Olgularin ayrica hormon
replasman tedavisi (HRT) gorlip gérmedikleri
sorulmus ve siiresi y1l cinsinden not edilmistir.

Olgulara son zamanlarda istem dis1 idrar
kacirip kacirmadiklari  sorulmus ve idrar
kagiran olgularda kacirmanin siiresi (yil)
kaydedilmistir.  Idrar  kagirmanin  hangi
durumlarda ortaya c¢iktig1 inkontinansin tipini
[stres/sikigsma/stres+sikisma (miks tip)]
belirlemek amaci ile incelenmistir. Istem dis1

gaita kagirma durumu “var’ veya “yok”
seklinde kaydedilmistir.

Pelvik taban kas kuvvetinin 6l¢timii

Olgularin pelvik taban kas kuvvetleri
perineometre kullanilarak olgiilmiistiir (PFX,
Neen Healthcare). Perineometrenin gdsterge
degerleri 0-12 kilo Pascal (kPa) arasinda
degismektedir. Olgiim, pelvik taban kaslarim
gevsetebilmek amact ile sirtiistii  yatig
pozisyonunda, dizler 90° fleksiyonda, uyluklar
ve ayaklar yaklasik 30 cm agikken yapilmstir.
Perineometrenin probu olgularin vajinalarina
yerlestirilmis, olgulara
sOylendikten sonra  baslangi¢ degeri
gostergeden okunmustur. Daha sonra probu

gevsemeleri

bes saniye siiresince sikarak iglerine dogru
cekmeleri istenmis, goOstergede ulasilan en
yiiksek deger ile baslangi¢ degeri arasindaki
fark almmustir. Bu 6l¢iim {i¢ kez tekrarlanmis
ve ortalama deger, pelvik taban kas kuvveti
degeri olarak kaydedilmistir (9).

Test sirasinda olgulardan karin, kalga ve
uyluk kaslarim1 kasmamalar1 ve nefeslerini
tutmamalari istenmistir.
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Istatistik
[statistiksel analizlerde SPSS programi
kullanilmastir. Parametrik verilerin

karsilastirilmasinda tek yonlii varyans analizi
ve iki ortalama arasindaki farkin Gnemlilik
testi, parametrik olmayan verilerin
karsilastirilmasinda ki-kare testi, korelasyon

Fiziksel ozellikler

Calismaya dahil edilen 282 olgunun yas
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analizinde ise Pearson korelasyon analizi
uygulanmstir. Istatistiksel anlamhilik diizeyi
p<0.05 olarak alinmistir (10).

Sonuclar

boy uzunlugu 1.61£0.05 m, viicut agirhgi
63.74+£10.70 kg ve wviicut kiitle indeksi
degerleri 24.57+4.11 kg/m?
bulunmustur. Incelenen yas gruplarina gore

olarak

ortalamast 40.67+£10.47 yildir (minimum 21, olgularm fiziksel = Ozellikleri Tablo 1°de
maksimum 81 yil). Tiim olgularin ortalama sunulmustur.
Tablo 1. Olgularin fiziksel 6zellikleri
Gruplar Yas Boy Viicut Agirhign . Viicufc Kiitle
(y1l) Uzunlugu (m) (kg) Indeksi (kg/m?)
Premenopozal
(n=194)
Yas €30 il (n=53)  27.19+2.39° 1.6320.06 60.43£7.59 22.8743.24°
Yas 3140 yil (n=89)  35.47+2.73 1.6210.06™ 62.47+12.36™ 23.79+4.22%
Yas 241yil (n=52)  44.96+3.04° 1.6120.05® 66.62£10.22° 25.73+3.82°
Postmenopozal
(n=88)
Yas <49 yil (n=31)  43.90+4.17° 1.600.06™ 65.48+11.55% 25.70+4.82"
Yas 249 yil (n=57)  55.65+7.00° 1.59+0.06" 65.25+9.47* 25.69+3.77°
p <0.001 0.013 0.016 <0.001

(Ortalama £ SS olarak verilmistir).

Gruplarin fiziksel ozellikler agisindan farkl
oldugu (p<0.05), ancak yapilan korelasyon
analizinde, fiziksel 6zellikler olarak incelenen
yas, boy uzunlugu, viicut agirlig1 ve viicut kitle
indeksi degerleri ile pelvik taban kas kuvveti
arasinda iliski olmadigi bulunmustur (p>0.05)
(Tablo 2).

Tablo 2. Fiziksel Ozellikler ve obstetrik 6yku ile pelvik
taban kas kuvveti iligkisi.

Pelvik Taban Kas Kuvveti

r P
Fiziksel Ozellikler
Yas (yil) 0.004 0.946
Boy uzunlugu (m) 0.005 0.931
Vcut agirhgr (kg) 0.022 0.714
Vicut kitle indeksi
(kg/m?) 0.024 0.282
Obstetrik Hikaye
Gebelik sayisi -0.044 0.466
Dogum sayisi -0.001 0.997
Dustuk sayisi -0.084 0.158
Kiretaj sayisi -0.037 0.532

Pelvik taban kas kuvveti

Tiim olgularin pelvik taban kas kuvveti degeri
ortalama 3.97+2.69 kPa’dir. Gruplarin pelvik
taban kas kuvveti degerlerinin istatistiksel
olarak farkli olmadigi goriilmiistiir (p>0.05)
(Tablo 3).

Tablo 3. Pelvik taban kas kuvveti degderlerinin gruplar arasi karsilastirmasi.

Pelvik Taban
Kas Kuvveti (kPa) p
Xtss
Premenopozal (n=194)
Yas <30 yil (n=53) 3.44£2.53
Yas 31-40 yil (n=89) 4.2842.66
Yas 241 yil (n=52) 4.10£2.78 0.877 0.478
Postmenopozal (n=88)
Yas <49 yil (n=31) 4.08+2.63
Yas 249 yil (n=57) 3.82+2.84
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Sosyodemografik Ozellikler

Egitim  goriilen stirenin ~ ortalama
12.24£3.90 yil oldugu ve egitim siireleri
acisindan gruplar arasinda fark oldugu
belirlenmistir (F=3.057) (p<0.05). Gruplar
arasindaki farklili§a ragmen, egitim siiresi ile
pelvik taban kas kuvveti arasinda iliskiye
rastlanmamistir (r=0.096, p=0.107).

161 olgunun (% 57.1) calisiyor, 121
olgunun ise (% 42.9) calismiyor oldugu
belirlenmistir. Calisma durumu yo6niinden

gruplar  benzer bulunmustur  (x>=3.536,
p=0.060).

Obstetrik Hikaye

Olgularin obstetrik hikayeleri
incelendiginde, premenopoz grubundaki 13 ve
postmenopoz grubundaki iki kadinin hi¢ gebe
kalmadigi; premenopoz grubundaki 51, ve
postmenopoz grubundaki ii¢ kadinin ise hig
dogum yapmadigi belirlenmistir. Gebelik
yasayanlar ile hi¢ gebelik yasamamis olgularin
pelvik taban kas kuvveti degerleri istatistiksel
olarak  farksiz ~ bulunmustur (siras1 ile
3.95+2.68 kPa ve 4.47+2.83 kPa; t=0.730,
p=0.466). Dogum vyapan ve yapmayan
olgularin kas kuvveti degerlerinin de farkl
olmadig1 goriilmiistiir (sirasi ile 3.97+£2.69 kPa
ve 3.9742.69 kPa; t=-0.004, p=0.997).

Olgularm gebelik, dogum, diisiik ve kiiretaj
sayilart gruplar arasinda farkli bulunmustur
(p<0.05) (Tablo 4).

Tablo 4. Olgulann gebelik, dogum, diisik ve kiiretaj sayilan

Gebelik Dogum Diigiik Kiiretaj
Sayisi Sayisi Sayisi Sayisi
(n=282) (n=282) (n=282) (n=282)
Premenopozal
(n=194)

Yas<30yil (n=53)  223+1.77° 0774103  125¢1.59° 0.21:0.66°
Yas 3140yl (n=89)  251#175"  1.27:090° 0.87+168" 0.38:0.76°
Yas 241yl (n=52)  3.27+178%  1.75:093°  0462087°  1.10:1.50°
Postmenopozal
(n=88)
Yag <49yl (n=31) 3774268  223:203°  0.1320.34"  1.42+1.88°
Yag 249yl (n=57)  3.68#242°  221#126°  0309:0.92°  1.09+1.55°
p  <0.001 <0.001 <0.001 <0.001

(Ortalama * SS olarak verilmistir).

Bununla birlikte, korelasyon analizi sonucunda
gebelik, dogum, diisiik ve kiiretaj sayilarinin
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pelvik taban kas kuvveti ile iligkili olmadigi
bulunmustur (p>0.05) (Tablo 2).

Dogum sekli

Dogum yapan toplam 228 olgudan 62’si (%
27.2) sezaryen, 140’1 (% 61.4) vajinal dogum,
26’s1 (% 11.4) hem vajinal dogum hem de
sezaryen deneyimi yasamislardir.

Vajinal dogum yapan ve yapmayan
olgularin pelvik taban kas kuvveti degerlerinin
(stras1 ile 4.00+2.83 kPa ve 3.93+2.48 kPa)
benzer oldugu gorilmiistiir (t=0.211,
p=0.833). Sezaryen olan ve olmayan olgularin
kas kuvvetleri arasinda da belirgin bir fark
bulunmamistir (swras1 ile 4.00+£2.78 kPa ve
3.91+2.49 kPa; t=0.248, p=0.804)

Pelvik taban kas kuvveti tim dogum
sekillerinde benzer bulunmustur (Tablo 5).

Tablo 5. Dogum sekillerine gére pelvik taban kas kuvvetleri

Pelvik Taban Kas Kuvveti

Dogum Sekli
gum & Degeri F p

n X188

Sezaryen 62 40412 48

Vajinal Dogum 140 4,00£2,83

0.210 0.811

Sezaryen + Vajinal

26 3,6512,48

Dogum

Vajinal dogum ve sezaryen sayilari

Olgularm vajinal dogum ve sezaryen
sayilar1 Tablo 6’de gosterilmistir.

Tablo 6. Olgularin vajinal dogum ve sezaryen sayilari. Ortalama + SS olarak verilmistir.

Vajinal Dogum Sayisi Sezaryen Sayisi

Premenopozal (n=194)

Yas =30 yil (n=53) 0.53+0.95° 0.25+0.43°
Yas 31-40 yil (n=89) 0.72+0.89% 0.54+0.66°
Yas 241 yil (n=52) 1.27+1.14% 0.48+0.75%
Postmenopozal (n=88)
Yas <49 yil (n=31) 1.90+2.18% 0.32+0.60*
Yas 249 yil (n=57) 1.96+1.38¢ 0.19+0.48°
p <0.001 0.003

Vajinal dogum saylémm pelvik taban kas
kuvveti ile iligkili olmadig1 goriilmiistiir (r=-
0.028,p=0.639).
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Benzer durum, sezaryen sayist ve pelvik
taban kas kuvveti iliskisi i¢in de tespit
edilmistir (F=1.529,p=0.219).

Perineal Travma, Yardimli Dogum ve Iri
Bebek

Vajinal dogum yapan 166 olgunun 122’inde
(% 73.4) dogum sirasinda epizyotomi ve/veya
perineal yirtik gerceklestigi  belirtilmistir.
Epizyotomi acisindan gruplar farkli
bulunmustur (x>=15,261, p=0.004).

Ancak epizyotomi ve/veya perineal yirtigi
olan ve olmayan olgularin pelvik taban kas
kuvvetlerinin  farkli olmadigi gOriilmiistiir

(p>0.05) (Tablo 7).

Tablo 7. Perineal travma, yardimli dogum ve iri bebek dogumu olan ve olmayan olgularin

pelvik taban kas kuvveti degerleri

Pelvik Taban Kas Kuvveti

n xss -
Epizyotomi ;::‘ 16042 iggg;g 0271 0.787
Perineal Yirtik z::‘ 1:06 zjzizgi 0341 0.734
Forseps Kullanimi z::( 11560 :gzzi?z 1.013 0.313
Vakum Kullanimi z::‘ 11515 gzgzz?i 0.161 0872
iri Bebek Yok M5 AHERS 0839

Var 21 3.83+2.36

Vajinal dogum yapan olgulardan 27’sinde
(% 16.3) dogum sirasinda forseps/vakum gibi
yardime1  alet  kullamildigt  saptanmustir.
Gruplarin yardimli dogum agisindan benzer
oldugu goriilmiistiir (forseps i¢in x°=8.704,
p=0.069, vakum igin x*=3.222, p=0.521).

Forseps ve vakumun kullamildigi ve
kullanilmadigr olgularda pelvik taban kas
kuvveti degerleri benzer bulunmustur (p>0.05)
(Tablo 7).

166 olgudan 21’inde (% 12.7) 4000 gr
tizerinde bebek dogumu oldugu goriilmiistiir.
Gruplar iri bebek dogumu yoniinden benzer
bulunmustur (x>=6.954, p=0.138). Pelvik taban
kas kuvveti degerlerinin iri bebek dogumu
olanlarda ve olmayanlarda benzer oldugu
bulunmustur (p>0.05) (Tablo 7).

Demirturk et al.

Menopoz

Seksen sekiz olgunun ortalama 6.11+6.58
yildir menopozda oldugu (minimum 0.5 yil,
maksimum 25 yil) belirlenmistir. Calismaya
alinan olgularin menopoza giris yas1 ortalama
45.40+£5.50 yil olarak bulunmustur. Menopoz
stiresinin pelvik taban kas kuvveti ile iligkili
olmadigi goriilmiistiir (r=-0.044, p=0.684).

Menopoza giris sekli

88 olgudan 56’s1 (% 63.6) dogal, 32’si (%
36.4) dogal olmayan yollarla menopoza
girdiklerini belirtmislerdir. Pelvik taban kas
kuvvetlerinin menopoza dogal ve dogal
olmayan yoldan giren olgularda benzer oldugu
(siras1 ile 4.2842.76 kPa ve 3.28+2.67 kPa)
goriilmiigtiir (t=-1.658, p=0.103).

Histerektomi

88 olgunun 31'i (% 35.2) histerektomi
operasyonu gecirdigini belirtmigtir. Olgularin
5’ine vajinal, 26’simna abdominal histerektomi
uygulandig1 goriilmiistiir.

Histerektomi  yapilan ve yapilmayan
olgularin pelvik taban kas kuvveti degerleri
(swrast ile 3.26+2.67 kPa ve 4.27+£2.75 kPa)
benzer bulunmustur (t=1.667, p=0.099).

Vajinal histerektomi  uygulanan olgu
sayisinin  az olmasi nedeniyle histerektomi
tipinin pelvik taban kas kuvvetine etkisi
incelenememistir.

Hormon Replasman Tedavisi

Menopozdaki olgulardan 34’4 (% 38.6)
ortalama 4.8443.13 yil siiresince (minimum
0.5 yil, maksimum 14 yil) HRT gordiiklerini
belirtmiglerdir.

Pelvik taban kas kuvveti degerlerinin HRT
gorenlerde (3.9942.67 kPa) ve gérmeyenlerde
(3.87£2.83 kPa) benzer oldugu bulunmustur
(t=0.190, p=0.850).

HRT siiresi ile pelvik taban kas kuvvetinin
iliskili ~ olmadigr  goriilmistir  (r=0.008,
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p=0.942).
Uriner Inkontinans

Toplam 95 olgu (% 33.7) istem dis1 idrar
kacirdigim  belirtmistir. Uriner inkontinans
ortalama 3.96+3.15 yil olarak
bulunmustur. Inkontinans siiresi acisindan
gruplar  benzerdir  (F=0.997; p=0.462).
Premenopozal donemdeki idrar kagiran olgu
sayisinin  postmenopozal donemdeki olgu
sayisindan daha az oldugu gorilmistiir
(p<0.05) (Tablo 8). Idrar kaciran ve
kacirmayan olgularin kas kuvveti degerlerinin
(siras1 ile 4.04+2.71 kPa ve 3.944+2.68 kPa)
benzer oldugu gorilmiistir (t=0.282, p=0.778).

suresi

Ayrica, inkontinans siiresi ile pelvik taban kas

Demirturk et al.

kuvveti arasinda da iliskiye rastlanmamigtir

(r=-0.003, p=0.978).

Tablo 8. istem disi idrar kagirma probleminin gruplar arasi karsilastirmasi.

Istem Digi Idrar Kagirma

Yok Var x? p
n (%) n (%)
Premenopozal (n=194)
Yas =30 yil (n=53) 47 (% 88.7)  6(% 11.3)
Yas 3140yl (n=89)  70(%78.7) 19 (% 21.3)
Yas 241 yil (n=52) 24 (% 46.2) 28 (% 53.8) 38371 <0.001

Postmenopozal (n=88)

Yas <49 yil (n=31) 20 (%0 64.5) 11 (% 35.5)
Yas 249 yil (n=57) 26 (% 45.6)  31(%54.4)
Toplam 187 (% 66.3) 95 (% 33.7)

Idrar kagirmanin tipi

Idrar kagiran 95 olgunun inkontinans tipleri
Tablo 9°da sunulmustur.

Tablo 9. inkontinans tiplerinin gruplara gére dagilimi

Stres Sikigma Tipi Stres+Sikisma 2
. . . . L . Toplam X o]
Inkontinans Inkontinans  Tipi Inkontinans
Premenopozal
Yas =30 yil (n=53) 3 (% 50) 0 (% 0) 3 (% 50) 6 (% 100)
Yas 31-40 yil (n=89) 8 (% 42.1) 5 (% 26.3) 6 (% 31.6) 19 (% 100)
Yas 241 yil (n=52) 14 (% 50) 3 (% 10.7) 11 (% 39.3) 28 (% 100)
6.003 0.647
Postmenopozal
Yas <49 yil (n=31) 6 (% 54.5) 0 (% 0) 5 (% 45.5) 11 (% 100)
Yas 249 yil (n=57) 16 (% 51.6) 4 (% 12.9) 11 (% 33.5) 31 (% 100)

Toplam 47 (% 49.5)

12 (% 12.8)

36 (% 37.9) 95 (% 100)

(Sayi ve % olarak verilmistir).

Inkontinans tipleri yoniinden gruplar benzer
bulunmustur (x?>=6.003, p=0.647).

Pelvik taban kas kuvveti degeri tiim
inkontinans tiplerinde

(p>0.05) (Tablo 10).

benzer bulunmustur

Stres, sikisma ve stres+sikisma inkontinansi
olan ve olmayan olgularin pelvik taban kas
kuvveti degerleri Tablo 11°de gosterilmistir.
Yapilan analizler sonucunda inkontinansi olan
ve olmayan olgularin pelvik taban kas kuvveti
degerleri benzer bulunmustur (p>0.05).

Olgularin hi¢ birinde fekal inkontinans
problemine rastlanmamustir.

Tablo 10. inkontinans tiplerine gore pelvik taban kas kuvveti degerlerinin karsilastirmas

Pelvik taban kas kuvveti

(kPa) P
Stres Inkontinans (n=47) 4.04+2.78
Sikisma Tipi Inkontinans (n=12) 4.67+249 0436 0.648
Stres+Sikisma Tipi Inkontinans (n=36) 381272

(CrtalamazSS olarak verilmistir).
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Tablo 11. Stres, sikisma tip ve stres+sikigma tipi inkontinansi olan ve olmayan olgularir bu]muslardlr_ Bizim (;ah$mamlzda da yas ve

pelvik taban kas kuvveti degerlerinin karsilagtirmasi diger fiziksel ©zelliklerin pelvik taban kas
Pelvik Taban t kuvveti degeri ile iligkili bulunmamasi, fiziksel
Kas Kuvveti (kPa) P ozelliklerin kas kuvvetini etkileyen bir faktor
. Yok (n=235 3981267 5 i ilir.
stres Inkontinans (n=235) i 0911 olmadig1 seklinde yorumlanabilir
Var (n=47) 3.95+2.74
o Yok (n=270) 3.96£2.70 Olgularin  pelvik taban kas kuvveti
Sikigma Tipi Inkontinans 0.163 0.870 . o .
Var (n=12) 4.03t2.66 degerlerinin ortalama 3.93+2.67 kPa oldugu
. Yok (n=246 3.99+2.67 . . .
Stres+Sikisma Tipi inkontinans (( 35)) venian 0367 0714 bulunmustur. Perincometre gegerli ve giivenilir
ar(n= 8212,

bir 6l¢liim araci olmakla birlikte (15) pelvik
taban kas kuvveti smiflandirmasinin, dijital
olmayan perineometre degerleri kullanilarak
gerceklestirildigi calismalar az sayidadir.
Tartisma Sartore ve dig. (16), inkontinansi olan ve
olmayan kadinlarin postpartum pelvik taban
kas fonksiyonunu degerlendirdikleri
calismalarinda, pelvik taban kas kuvvetini
vajinal manometre ile 6lgmiis ve 12 cm H,O
basincindan diisiik degerleri anormal olarak
kabul etmislerdir. 12 cm H,O basincinin 1.18
kPa’a denk geldigi dikkate alindiginda,
caligmamizdaki olgularin bu siniflandirmaya
gore normal kas kuvvetine sahip oldugu
sOylenebilir.

(OrtalamatS$ olarak verilmistir).

Cesitli yag donemindeki kadinlarda pelvik
taban kas kuvvetini degerlendirmek ve pelvik
taban kas kuvveti iizerine etkisi olabilecek
faktorleri belirlemek amaciyla gergeklestirilen
bu calismanin sonucunda, pelvik taban kas
kuvveti degerlerinin tim yas gruplarinda
benzer oldugu, obstetrik faktorlerin ve
menopozun kas kuvveti iizerinde etkili
olmadig ve iiriner inkontinans ile pelvik taban
kas kuvveti arasinda iliski olmadig1

gortlmastir. Olgularin obstetrik hikayeleri

Yaslanma ve yiksek VKi degerlerinin incelendiginde, gebelik, dogum, disik ve

pelvik taban kaslarindaki zayifliga bagli olarak kiiretaj - saytlarminkas kuvveti ile iliskili

gelisen stres inkontinans ve genital organ olmadigi, dogum yapmis olmanin ve dogum

prolapsuslar icin risk faktérii oldugu ifade seklinin kas kuvvetini etkilemedigi ve vajinal

dogum yapanlar ile yapmayanlarin pelvik
taban kas kuvvetlerinin  benzer oldugu
gorilmiistiir.

edilmektedir. Obes kisilerde artan karin ici
basincinin pelvik taban kaslar1 iizerinde kronik
olarak yiik olusturdugu ve mesane basincinda
artisga yol acarak idrar yapmada zorluk, sik
idrara ¢ikma, diziiri, eniirezis noktiiri ve stres

Literatirde  pelvik  taban  kaslarmin
dogumdan sonra zayifladigi, vajinal dogumun
ise pelvik tabanda hasara neden olan en dnemli

belirtilmektedir (11,12).  Calismamizda yer faktor oldugu belirtilmektedir (5). Vajinal
alan olgularin VKI degerleri ortalamalarinin

obesite smirindan (>30 kg/ m?) (13) dislik
oldugu goz Oniinde bulunduruldugunda;
olgularin pelvik tabanlar1 {iizerinde obes

inkontinans gibi problemlere neden olabildigi

dogum yapan kisilerde, pelvik tabanin ¢izgili
kaslarinda  yetmezlik alanlarinin  oldugu
manyetik rezonans gorlintileme (MRG)
teknigi  ile  gosterilmistir  (17).  Insan
kisilerde oldugu kadar stres meydana
gelmedigi diistiniilebilir.

kadavralarinda yapilan histolojik inceleme
sonuglar;, levator ani  kasindaki  lif
yogunlugunda  myojenik  hasart  isaret
etmektedir (18). Ancak bu caligmalarda kas
kuvveti degerlendirilmedigi ic¢in histolojik

Sartori ve arkadaglart (14) farkli yas
gruplarindaki  kontinant kadinlarda pelvik
taban kas kuvvetini degerlendirmis ve yas ile

kas kuvveti arasinda iliski olmadigmi bulgularin kas kuvvetine ne sekilde yansidigi

bilinmemektedir. Ancak Tunn ve dig. (19)’nin,
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dogumdan hemen sonra ve alt1 ay sonra
gerceklestirdikleri MRG sonucunda, levator
ani kasindaki uzamanin ve perineal cisimdeki
¢okmenin hizla normale dondiigi
gosterilmistir.  Sarkomerlerdeki intraselliiler
par¢alanmanin haftalar icerisinde tamir oldugu
ve levator ani kasmin kontraktilitesinin alt1 ay
icerisinde tamamen iyilestigi belirtilmistir
(20,21). Cohort calismalar, c¢ogu kadinda
dogumdan sonraki ilk yil  igerisinde
néromuskiiler hasarin diizeldigini
gostermektedir (22). Calismamizda obstetrik
hikdyedeki parametrelerin (vajinal dogum
yapmis olmak ve sayisi, kiiretaj ve abortus
sayilar1) hicbirinin pelvik taban kas kuvveti ile
iligkili bulunmamasi, bu risk faktorlerinin
pelvik taban kas kuvvetini  olumsuz
etkilemedigi gibi goriinmektedir. Ancak bu
durum, Tunn, Snooks ve Sampselle’nin
calismalarinda da gostermis oldugu iizere,
aslinda meydana gelmis olmasi muhtemel olan
etkilenimlerin, zaman igerisinde diizeldigi
seklinde yorumlanabilir.

Bu c¢alismada vajinal yolla veya sezaryen
ile dogum yapan olgularla, yapmayan olgularin
kas kuvvetleri benzer bulunmustur. Bu
sonucun, pelvik taban kaslarinda vajinal
dogum nedeni ile meydana gelmis olabilecegi
varsayllan hasarlarin zamanla diizelmesine
bagli oldugu diisiiniilebilir. Ancak dogumun ve
dogum seklinin pelvik taban kas kuvvetini
gercekten etkileyip etkilemediginin en saglikli
sekilde yorumlanabilmesi i¢in, olgularin
dogum oOncesi kas kuvveti degerleri ile
yapilacak  karsilastirmaya gerek oldugu
diistintilmektedir.

Calismamizda epizyotomi/perineal yirtik,
yardimli dogum ve iri bebek dogumu ile pelvik
taban kas kuvveti arasinda iligki
bulunmamigtir. Kohort c¢alisma sonuglari,
epizyotominin degil, spontan yirtiklarin ve
forseps kullaniminin pelvik taban bozukluklari
ile iliskili oldugunu ortaya koymaktadir
(23,24). Iri bebek dogumunun iiriner
inkontinansdan ziyade pelvik organ prolapsusu
i¢in bir risk oldugu gosterilmistir (25,26).
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Yukarda sayilan faktorlerin kas kuvveti ile
iliskili bulunmamasi, bu faktorlerin pelvik
taban kaslarinda zayiflia neden olacak bir
travma yaratmadi§ini veya meydana gelen
hasarin uzun donem sonunda iyilesmis
olabilecegi ve kas kuvveti iizerindeki
etkilerinin azalmig olabilecegini
diisiindiirmektedir.

Postmenopozal donemdeki 88 kadinin
pelvik taban kas kuvvetleri menopoz, giris
sekli, siiresi, hormon replasman tedavisi gérme
durumu ve histerektomi hikayesi ile iligkili
bulunmamigtir. Menopoz ile birlikte Gstrojen
seviyesinde meydana gelen azalmanin pelvik
tabanda progresif zayiflamaya yol agtigi ileri
striilmekle birlikte (27,28), son yillarda
sistemik HRT tedavisinin  inkontinansi
olumsuz etkileyebildigine dair  bilgiler
mevcuttur. Buna karsin, Trutnovsky (29),
hormon yetersizliginin olumsuz sonuglara yol
acmadigint  ve lokal ve sistemik HRT
tedavisinin pelvik destek ve levator ani
fonksiyonunu degistirmedigini gostermistir.
Histerektominin pelvik taban inervasyonunu ve
fibromuskiiler yapilari etkileyebilecegi
belirtilmekle birlikte, abdominal
histerektominin  pelvik pleksusta minimal
hasara yol actigt  goOsterilmigtir  (30).
Calismamizda menopoz ve histerektominin
pelvik taban {izerinde etki gdstermedigi
sonucu, ilgili literatiirle ¢eligmektedir.

Calismamizda 95 kadin istem dis1 idrar
kacirdigim  ifade  etmistir.  Inkontinansin
ilerleyen yas ile birlikte arttig1 sdylenmektedir
(31). Bizim c¢alisgmamizda da premenopozal
donemdeki inkontinant olgu sayisl,
postmenopozal donemdeki olgu sayisindan
anlamda,

sonuglarimiz literatiir sonuglari ile uyumludur.

daha az  bulunmustur. Bu

Pelvik  taban  kas
inkontinansin en 6nemli nedenleri arasinda yer
sayilmakta ve pelvik taban kaslarinin
kuvvetlendirilmesi, birinci basamak tedaviyi
olusturmaktadir (32).

zayifligt  stres

Calismamizda idrar  kagiran  ve
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kagirmayan olgularin kas kuvvetleri benzer
bulunmustur. Inkontinans siiresinin ve tipinin
kas kuvvetini etkilemedigi ve stres, sikisma ve
strestsikisma  tip inkontinansi olan ve
olmayanlarin kas kuvvetleri degerlerinin de
benzer oldugu goriilmiistiir. Bununla birlikte,
calismamizda yer alan olgularin kas kuvveti
degerlerinin de normal sinirlar igerisinde
oldugu goéz oOniinde bulunduruldugunda; bu
sonug; inkontinans etyolojisinde kas kuvveti
disinda bagka faktorlerin de rol oynayabilecegi
seklinde yorumlanabilir. Ayrica, inkontinansi
olan olgularin idrar kagigint Onlemek igin
pelvik taban kaslarini refleks olarak kasma
aliskanligt gelistirmis olabilecekleri
varsayilirsa, bu aligkanligin kas kuvvetine
yanstylp yansimadiginin incelenmesi gerektigi
diistintilmektedir.

Sonug¢

Calismamizda incelenen bir¢ok
parametrenin pelvik tabani olumsuz yonde
etkilemesi nedeni ile {iiriner inkontinans ve
pelvik organ prolapsusu icin risk faktorii
oldugu literatiirde belirtilmektedir. Ancak bu
risk faktorlerine sahip her kadinda pelvik taban
ile ilgili problemlerin goriilmemesi, pelvik
taban yapilar1 tizerinde baska faktorlerin de rol
oynadigina isaret etmektedir. Pelvik destegi
saglayan dokulardaki kollajen miktar1 ve
degisen morfolojik ozelliklerinin yani1 sira,
pelvisin yapisal farkliliginin, ortaya ¢ikan
problemlerde rol oynadigi diistiniilebilir

(33,34).  Calismamizda ele  aldigimiz
parametrelerin sadece “kas kuvveti” {lizerine
etkisi incelenmis olup, endurans

degerlendirilmemistir. Ancak pelvik taban
kaslariin “enduranslarinin” da
degerlendirildigi ve farkli {irojinekolojik
problemlere sahip olgularda, kas kuwvveti ile
endurans iligkisinin gosterildigi ¢alismalarin
sonuglari, incelenen parametrelerin etkilerinin
daha saglikli yorumlanmasima 151k tutabilir.
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0oz

Amag¢: Randomizasyonun saglanamadigi durumlarda bireylerin
tedavi kollarma atanmasinda yanliligi minimize etmek igin
propensity skor agirliklandirma yonteminin kullanilmasini ve bu
yontemin genellestirilmis boosted ve ¢ok kategorili lojistik
regresyondan elde edilen bulgulara iligkin performanslarinin
degerlendirmesini amaglamaktadir.

Yontem: Cok kategorili lojistik regresyon (MLR) ve
genellestirilmis boosted modelden (GBM) elde edilen sonuglar bir
benzetim ¢aligmast yardimiyla karsilastirilacaktir.  Benzetim
calismasinda ii¢ kategorili tedavi grubu, siirekli yanit degiskeni ve
stirekli/dikotom ortak degiskenlerin oldugu, yedi farkli senaryo
tizerinde 1000 tekrar kullanilarak, n=500, 1000, 2000 6rneklem
biiyiikliigiine sahip veriler tiiretilecektirr MLR ve GBM’den elde
edilen propensity skorlart yardimiyla propensity agirliklarina
ulagilacak ve bu agirhiklann kullanarak, tedavi etkilerini
degerlendirmede kullanilan, ortalama tedavi etkisi (OTE) kestirimi
ile denge metrikleri kullanilarak, dengenin degerlendirmesi
yapilacaktir. Calismada R programindaki “twang” paketi
kullanilacaktr.

Bulgular: Omeklem sayis1 arttikca denge degerlerinin daha
azaldig1 dolayist ile yanlihgin distiigii goriilmektedir. Senaryolar
daha kompleks hale geldikce GBM’nin daha iyi denge sonuglari
urettigi goriilmektedir. Ana etkilerin oldugu bir modelde MLR igin
daha iyi sonuglar goriilmektedir. MLR regresyon modelden elde
edilen OTE agirliklar kararsiz ve zayif bir denge gostermektedir.
Asirt agirliklarm kirpilmast ya da kaldirilmas: dengenin diizelmesini
saglamaktadir.

Anahtar Kelimeler: Propensity skor agirliklandirma, GBM,
Cok Kategorili Lojistik Regresyon
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ABSTRACT

Objective: In the situation that randomization is not avaliable, to
minimize the biasness in treatment arm assignments, the use of
propensity score weighting method and the assessment of
performances related to results obtained from generalized boosted and
multinomial logistic regression (MLR) of propensity score weighting
are aimed.

Method: Results obtained from MLR and GBM are to compare
with the help of a simulation study. In simulation study, data with
n=500, 1000, 2000 sample size will be derived using 1000 repetitions
on seven scenarios with three categorized treatment group, continuous
outcome variable and continuous/binary covariates. The propensity
weights will be found with the help of Propensity scores obtained
from MLR and GBM and using these weights, the balance will be
assessed using balance metrics with average treatment effect
estimation (ATE). In study, “twang” package in R program is used.

Results: As the number of samples increases, the balance values
decreases more, so it seems that the biasness has fallen. As the
scenarios become more complex, GBM produces better balance
results. There are better results for MLR at main effect model.
Trimming or removing excess weights ensures improving of balance.

Keywords: Propensity score weighting, GBM, Multinomial
Logistic Regression
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Giris

Tedavinin, yanit degisken iizerindeki etkisi
belirlenirken, tedavi kollarina atanan bireylerin
Ozelliklerinden kaynakli bir yanllik ortaya
cikabilmektedir. Bu yanliligin en aza
indirilmesi i¢in kullanilabilecek ¢alisma diizeni
olan deneysel calismalarda amag¢ gruptaki
bireylerin  benzer  Ozelliklerde  olmasim
saglamaktir. Dolayisiyla yamit  degisken
tizerindeki tedavi etkinligi yansiz bir sekilde
degerlendirilebilmektedir (1). Gruplara rasgele
atamanin saglanabildigi ve birbirine benzer
gruplarin olusturulmaya c¢alisilarak tedavilerin
etkilerinin degerlendirildigi calismalar rasgele
kontrollii ¢caligmalar olarak adlandirilir. Burada
bireylerin gruplara atamasinda arastiric1 ya da
hasta  faktdriini en  aza  indirmek
gerekmektedir. Ozellik olarak birbirine benzer
gruplar olusturuldugundan miidahalenin ya da
tedavinin etkinliginin yansiz olarak
degerlendirilmesi miimkiin olabilmektedir. Bu
baglamda, rasgele kontrollii caligmalar bilimsel
olarak sonuglarina giivenirligin en fazla oldugu
ve klinik denemeler igin altin standardin
oldugu denemelerdir (2,3).

Yar1 deneysel ya da  gozlemsel
caligmalardaki gibi rasgelelestirmenin
saglanamadigi durumlarda tedavi kollarina
atamadaki ~ dengesizligi  gidermek  ve
dolayisiyla tedavilerin yanit lizerindeki etkisini
incelemek icin alternatif bir yontem olan
propensity skor teknikleri kullanilmaktadir. Bu
tekniklerin genel amaci; tedaviye atanmadaki
dengesizlikleri kontrol altina alarak sistematik
hatay1 azaltacak sekilde propensity skorunun
kullanimin1 saglamaktadir. Bu ozelligi ile
gozlemsel calisma, rasgelelestirmenin
saglandigt  deneysel c¢alismaya benzerlik
gosterecektir (4). Propensity skoru, tedavi
kollarinda benzer olacak sekilde eslestirme,
tabakalama, ortak degisken diizeltmesi ve
agirliklandirma i¢in kullanilmaktadir (5,6).

Bu c¢aligmada bireylerin tedavi kollarina
atanmasindaki dengesizligi gidermek icin
propensity skor kullanimi  Onerilmektedir.
Bireylerin tedavi gruplarina atanma olasiliklar
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olan propensity skorlariyla agirliklandirarak
olusturulan  dengelenmis yapay gruplar
tizerinden tedavi etkinligini belirlemek bu
calismanin amacini olusturmaktadir. Ikiden
fazla tedavi kolu oldugu durumda ¢ok
kategorili lojistik regresyon ve genellestirilmis
boosted model, propensity skorlarmi elde
etmek icin kullanilacaktir. GBM ve MLR’den
propensity skorlariyla
agirhiklandirma sonrast yontemlerin denge

elde edilen

performanslar1 karsilastirilacaktir. Buna gore
GBM’nin genel olarak denge performanslari
acisindan MLR’ye gore daha basarili sonuglar
gosterecegi ve farkli senaryolar altinda
yontemlerin  tedavi etkinligini  farkli
belirleyecegi  hipotez  edilmektedir. Bu
hipotezleri test edebilmek i¢in farkli veri
senaryolar1 altinda veri tiiretilecek, GBM ve
MLR ile propensity skorlari elde edilerek
agirliklandirma  yapilacak, agirliklandirma
sonrast denge degerleri ve tedavi etkinlikleri

karsilagtirilacaktir.
Nedensel Cikarim

Iki ya da daha fazla degiskenin (olayin)
birbirini  etkilemesi sonucu degiskenler
(olaylar) arast iliskiden ve dolayisiyla
etkileyen ve etkilenen degiskenler olarak
adlandirilan kavramlar ortaya ¢ikmaktadir. Bu
kavramlar  deneysel bilim gercevesinde
olaylarin ya da bireylerin  gozlenebilir
ozelliklerinin tanimlanmasini, olaylar
arasindaki iligkilerin tanimlanmasini ve daha
onemlisi olaylar arasindaki nedensel iliskilerin
gerektirmektedir (7,8).
Degiskenler arasindaki gozlenebilir baglanti

tanimlanmasini

olarak tanimlanabilen iligki i¢in g6z Oniinde
bulundurulmas: gereken nokta, bu iligkiyle
birlikte nedenselligin var olmasidir. Bir
degiskenin baska bir degisken ya da
degiskenler tarafindan etkileniyor olmasi,
degiskenler arasindaki nedenselligin  bir
gostergesi olmayabilir. Dolayisiyla mutlak bir
iligkiden ¢ok, bu iliskinin ilgili alan igerisinde
mantiksal yoruma sahip bir neden-sonug
iliskisi icermesi gereklidir (9). Ornegin
planlanan bir ¢aligma c¢ergevesinde cebinde
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cakmak bulunan kisilerin akciger kanseri
olmasi ile sonuglanan bir etkiye sahip oldugu
gibi iliski bulunabilir. Burada diistiniilmesi
gereken bilgi, cakmagin varligir ile akciger
kanseri olmasi arasinda nedensel olmayan
iligkiden ¢ok c¢akmak tasiyan Kkisilerin bir
sigara icicisi oldugu ve bu durumun akciger
kanseri riskini artirdigi neden-sonug iligkisidir.
Bu oOrnekten de goriildiigii gibi sonuca etki
eden bir neden olmasi ve nedenin sonugtan
once olmas1 gerekmektedir (10).

Nedenselligin =~ oldugu  yerde, sonug
tizerindeki nedensel etkilerin kestirilmesinde
karsiolgusallik (counterfactual) kavrami ortaya
cikmaktadir. Karsiolgusallik calisma
gruplarindaki bireylerin verilen herbir tedavi
icin potansiyel bir yanita sahip olacag ideal
durumunu  igermektedir. Ornegin  tedavi
almayan (Ornegin sigara icen) bir birey i¢in
gozlenebilir yanit degisken (bebegin dogum

agirhig) Y oldugu diisiiniilsiin. Sayet aymn
birey tedaviyi almis (sigara igmeyen) olsaydi

yanit degiskenin Yy oldugu diisiiniiliirse, Y
yanit degiskeni bu birey i¢in karsiolgusaldir
denir. Buradaki problem bireyin asil tedaviyi
aldigr durumda gozlenebilir bir potansiyel
yanita sahip olmasi ve aksi durumda kayip veri
nedensel
¢ikariminin temel sorunu (Rubin’s
fundamental problem of causal inference)
denmektedir (11,12). Bu problemin ¢6ziimii
icin potansiyel yanitlar {lizerinden kestirimde

icermesidir.  Buna;  Rubin’in

bulunacak olan tedavi etkileri kullanilmaktadir
(13).

Tedavi Etkisi

Tedavi etkisi, ilgilenilen bagimli degisken
ya da yamit degisken (6rnegin, sistolik kan
basinci) iizerindeki tedavi kolunun (ilag alma)
etkisi olarak tamimlanabilir. Alan yazinda
tedavi degiskeni genel olarak ikili olarak
calisilmaktadir (14). Bu calismada ise tedavi
degiskeni ii¢ kategorili olarak ele alinmaktadir.
Gruplardaki her bir birey i¢in bu tedavileri alip
almama durumuna gore potansiyel sonuglar
ortaya ¢ikacaktir. Gruplardaki her bir birey i¢in

Demir et al.

potansiyel yanitlar Y(m).k =123 gjarak
diistiniildiigiinde bir birey i¢in aldig1 asil tedavi

¥(m,) iken ayn bireye iliskin karsiolgusallar

Y(m,) ve Y(m3) olacaktir. Dolayisiyla
Y(m,),¥(m,),¥(m;) yanitlart ayni birey
icin potansiyel yanitlar olacaktir. Birey i¢in
nedensel etkiyi ortaya koymak icin tedavi
kollarima karsilik gelen potansiyel yanitlar
arasindaki farkin bulunmasi gereklidir. Burada
bir birey karsilagtirilacak olan tiim tedavi
kollarinda  gdzlemlenemediginden  dolay1
bireylere iligkin nedensel etki
kestirilemeyecektir. Bu etkileri kestirmek i¢in
ortalama tedavi etkisi (OTE) kestiricisi
kullanilmaktadir (13,15).

Ortalama Tedavi Etkisi (OTE)

ikili durumda tedavi ve kontrol grubu icin
gruplar arasindaki yanit iizerinden elde edilen
ortalama farktir. Yani popiilasyondan rasgele
secilen bir birey icin beklenen kazang da
denilebilmektedir (6).

E(F[1,0) =E(Y[1]-¥[o]) (21)

tedavi i¢in dastntldiginde K(K—-1)/2

tane OTE bulunacaktir. Calisma (¢ tedavi

3(3-1) —3
grubu icin disdndldiginde 2 tane
OTE vardir.

Bunlar;
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E(F[my,m,] = E(Y[m,] - Y[m,]) = E(Y[m,]) — E(Y[m,]) = ptpp, — 4,0 (22)

E(F[my,m;] = E(Y[m,] - Y[m;]) = E(Y[m,]) - E(¥[m;]) = n,,,, — 1, (23)

E(Flmjms] = E(Y[m,] —Y[m;]) = E(Y[m,]) — E(Y[m3]) = pp, — 1, (24)

Esitliklerde;

My, k= 1,2,3: Tedayi gruplarini

F: Tedaviler arasi fark
Y[m,]: lgili tedavi grubundaki yanit ve

Py flgili tedavi grubundaki ilgili
degisken icin ortalamay1 temsil etmektedir.

Propensity Skoru

Tedavi etkinligini incelemek i¢in propensity
skorununun kullanimi, ilk olarak Rosenbaum
ve Rubin tarafindan Onerilmektedir (11).
Propensity skoruna dayanan bu yontemler son
yillarda yaygin bir sekilde kullanilmaktadir.
Her bir tedavi grubundaki bireyin propensity
skorunun ve kontrol grubundaki benzer skorla
eslestirilmesi iizerinden yapilan eslestirme,
tim  Orneklemde hesaplanan  propensity
skorlarinin bestebirlikleri hesaplanarak olusan
tabakalar {izerinden yapilan tabakalama, yine
elde edilen propensity skorunun sonug
modelde  bir ortak  degisken olarak
kullanilmasiyla yapilan regresyon diizeltmesi
ve iizerinde durulacak agirliklandirma yaparak
tedavi etkinlikleri bulunmaktadir (6,16).

Rasgelelestirmenin ~ miimkiin ~ olmadig1
durumda kullanilabilecek olan model-tabanli
bir regresyon ¢oziimlemesine gore propensity
skor yontemlerinin avantajlar1 vardir. Tek bir
skor yardimiyla tim degiskenler
Ozetlenebilmektedir. Klasik bir regresyon
tabanli analizde modele ilave edilecek
degisken sayisinda kisithlik vardir. (17,18).

Regresyon c¢oziimlemesinde yanit degiskene
iligkin ortalama modellenirken propensity skor
metotlarinda  bdyle bir durum yoktur.
Dolayisiyla model  belirlemede  yanlilik
yasanmamaktadir. Regresyon tabanli  bir
modelin ileriye doniik kestirim yapmast
miimkiin iken propensity skor ydntemleri
gozlenen veri tlizerinden bunu yapar yani
ileriye doniik bir kestirimi yoktur (6,19).

Bir dengeleme skoru olan propensity skoru;
gozlenen ortak degisken {izerinden bireyin

tedavi grubuna atanma olasihigidir. ™ tedavi
gruplar1 olmak iizere propensity skoru (3.1)
esitligiyle hesaplanir:

m;=e [x}) = Pr (T} = m|Xj) (3.1)

Esitlik (3.1)'de, i

degiskene iligkin vektorii ifade etmektedir.

, C tane gozlenen ortak

Propensity  skoru  gozlenen X; ortak
degiskenlerinin tedavi kollarinda  benzer
dagilim gostermesine yardimei olmaktadir (4).

OTE kestirimlerinin elde edilebilmesi i¢in
gozlenen veri igin aynn Dbir gdsterim

kullamlacaktir, / = L:2s ™ olmak iizere J-

birey i¢in gozlenen tedavi durumu T; ile

mefl, ..

gosterilsin. -, K} tedavi gruplarim

gdstermek iizere / bireyi gergekte ™™ tedavisini
aliyorsa T; = m, seklinde gosterilecektir. Y

ayn1 sekilde asil tedaviyi alan J- bireyi
gostermektedir. Burada dikkat edilmesi
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gereken her bir bireyin K potansiyel sonucu
vardir. Herbir birey igin K tedaviden sadece
biri gozlenebilir yanita sahiptir (13') ve diger

tedaviler altinda go6zlenmis olsalardi ortaya
cikacak yanit degiskenler karsiolgusallar adim

alacaktir. Daha genel olarak I birey icin

T; =m ise Y; = Yi[m,] yanitini
gostermektedir. Popiilasyondaki ortak
degiskenlerin  gdsterimi  i¢in  ise X;
kullanilacaktir (6).

Propensity Skoru ile Agirhklandirma

Propensity skorunu kullanarak verideki
dengesizligi azaltmanin ydntemleri arasinda
propensity skoru eslestirme, tabakalama, ortak
degisken diizeltmesi ve propensity skoru ile
agirliklandirma yontemleri kullanilmaktadir.
Alan yazinda ozellikle propensity skoru ile
agirliklandirmanin -~ kullanimi konusunda
eksikliklerden dolayr bu yontem iizerinde
durulacaktir. Alanyazinda propensity skor
agirliklandirma, ters olasilikli agirliklandirma
ya da ters olasilikli tedavi agirliklandirma
olarak da adlandirilan bu yontemin tabakalama
ya da eslestirmede oldugu gibi benzer
propensity skorlar1 tizerinden herhangi bir alt
gruptaki bireyleri karsilagtirmaya c¢aligmaz.
Kestirilen propensity skorlarin1  bireyleri
agirliklandirmak i¢in kullanmaktadir. Bunu
yaparken ise tedavi kollarindaki ortak
degiskenlerin dengelendigi yapay ya da yalanci
bir popiilasyon olusturmaktadir. Alan ¢aligmasi
analizlerinde oldugu gibi agirliklar kullanarak,
kimi gbzlemlere daha az, kimisine daha fazla
agirlik vererek tedavi etkisini dlger. Propensity
skor degerleri 6zellikle ¢ok kiigiik oldugunda,
bu  degerlerin  ¢arpmaya  gbre  tersi
kullanilacagindan biiyiik agirliklarin
bulunmasina neden olmaktadir. Bunun
iistesinden gelmek icin ise agirliklar icin agirt
degerlerden arindirilmis bir veri seti ile
calisilmast Onerilse de, bu durum tedavi
etkilerinin  kestiriminde  yanliliga neden
olabilmektedir (4,20,21).

Demir et al.

OTE kestirimlerinde her bir ortak degisken
icin propensity skorlar1 kullanilarak elde
edilecek agirliklar yardimiyla yeni ortalamalar
kestirilmektedir.

K tedavi kolunun oldugu bir ¢aligma
diizeninde OTE icin kestirim yapildiginda,

burada & = 3 alindiginda Esitlik 2.2, 2.3 ve
2.4°te verildigi gibi (Fms — Fmg Hm, = Fmg |
Fm, = Hmg) 3(3-1)/2=3 kestirim
yapilabilmektedir. /- bireyin X ortak
degiskenleri i¢in ™  tedavisine atanma
olasihigii Py, (%) propensity  skorunu

gostersin.

P, (X;) = Pr(T, = m, |X;)  (32)

ve tedavi grubundaki bireylerin agirliklari,

1 (3.3)

W[mk] = pmk [X})

7

olmak iizere agirliklandirilmis ortalama,

. ;'E: 1715 [mk]iﬁ“ﬁ'[mk] (3.4)

Tk ?:1 T}[mk]“ﬁ'[mk]

olarak verilmektedir. Burada 7™l j.

bireyin aldig1 tedavi grubu, Y J. bireye iliskin
yanit degisken degeridir. Kontrol grubu olarak
almacak tedavi grubu disindaki grup igin
kullanilacak agirlik

1 4 (35)

W[mk] = 1 — Pmk [:X}) ir.

i
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Agirliklandirma sonrasinda yapay olarak
olusturulan orneklem gruplarinin
biiyiikliiklerini, agirhiklan kullanarak
hesaplamak miimkiindiir.

[E_:l =1 _;l mk] ) (3.6)

N TiImyw,

ESS,,

k gruba iligkin o6rek biiylikligi Esitlik
3.8’deki gibi hesaplanabilir.

Varsayimlar
Kosullu bagimsizhik varsayimi

Bilinmeyen ya da Olgiilemeyen etki
karigtiricinin  olmadigi anlamini1 tasiyan bu
varsayimda, ortak degisken vektorii igin
potansiyel tedavi  yanitlarinin, atama
yonteminden bagimsiz  olmasi  anlamina
gelmektedir.  Kosullu bagimsizliga iliskin

baginti Esitlik 3.9°da verilmektedir. & tedavi
kolu i¢in diigiiniildiigiinde;
¥,

T, !

Vi, oes ¥, LT[ ]| X (39)
Pozitiflik varsayimi

Eslestirme ya da ortiisme olarak da bilinen
bu varsayim da her bir tedaviyi alan bireylerin
olasilik degerlerinin pozitif olmas1 gerektigini
ifade eder (Esitlik 3.10).

0<pr(l;=m|x) <1 (3.10)

Tedavi gruplarindan elde edilen propensity
skorlarina iligkin dagilimin tedavi gruplarina
yakin olmasi ya da oOrtiismesi pozitiflik
varsayiminin saglandigini gostermektedir.

Propensity Skor Kestirim Yontemleri

Propensity skoru, kiimeleme, lojistik,
ayirma analizi gibi klasik istatistiksel
yontemlerle elde edildigi gibi genellestirilmis
boosted, CART (Classification and regression
trees, karar agaclari) gibi makine Ogrenim

Demir et al.

algoritmalariyla da elde edilebilmektedir.
Burada iki yontem genellestirilmis boosted ve
cok kategorili lojistik regresyon yontemleri
kullanilacaktir.

Benzetim Calismasi1 Tasarimi

Analizler, R 3.2.0 programi (22) ile yapildi.
GBM icin “Twang", Cok kategorili Lojistik
regresyon icin “nnet” paketleri kullanildi
(23,24). Veri setlerini benzetim yardimiyla
tiretibilmek i¢cin R  programlama dili
kullanildi. Benzetim c¢alismasinda bilgisayar
islemci ¢ekirdeklerinden yararlanmak igin
paralel hesaplamaya yardimci olmasi igin
ayrica bazi paketleri ¢aligtirmak igin gerekli
“doSNOW”,  “car”, “foreach”, “digest”,
“survey”, “foreign”, “ggplot2”, “reshape2” R
paketlerinden  yararlanildi  (25-31). Yedi

senaryo altinda tiiretilen veri setlerinde GBM

2 (13

ve ¢ok kategorili lojistik  regresyon
yontemlerinin ters olasilikli agirliklandirma
yardimiyla karsilagtirmasinda 1000 tekrarlt
Monte Carlo simiilasyon yontemi kullanildi.
Herbir senaryo i¢in n=500, 1000, 2000
orneklem biiyiikligline sahip veri setleri
tiiretildi. Karsilastirmalarda parametre
kestirimleri, mutlak standartlastirilmis yanlilik
ve Kolmogorov Smirnov testi dlgitleri
kullanildi. Senaryolar Ek 2’de verilmektedir.

Benzetim Algoritmalar:

Propensity skor modellerini olustururken,
karesel ve etkilesim terimlerinin dikkate
almma durumuna gore, dogrusalligin ve
toplamsalligin  farklilagtigit yedi senaryoda
genellestirilmis boosted ve ¢ok kategorili
lojistik regresyon modellerinin performanslari
degerlendirilmistir. Bu modeller ile kestirim
yapilirken ters agirhiklandirma  yontemi
kullanilmaktadir.

Benzetim ¢aligmasi igin veri yapisi,
Setoguchi (2008) vd’nin gercek bir veri
setinden elde ettigi yap1 kullanilmaktadir. Bu
calismada farklilik olarak tedavi degiskeni ii¢
kategori olarak alinmaktadir. Veri yapis1 Sekil
4.1°deki gibi olacaktir.
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A7
Sekil 4.1. Benzetim verisi i¢in degisken yapist
Sekil 4.1’de tedavi ve yamit degisken

iizerinde etkisi dnemli olan degiskenler ok ile
gosterilmektedir. Sekil 4.1°de,

T: iic kategorili tedavi (etken, asil bagimsiz
degisken),

¥ yanit degisken,

Xy —Xsthem etkeni hem de sonucu

etkileyen ortak degiskenler,

Xz — X5: sadece etkenle iligkili kestiriciler,

Xg — X107 sadece yanit degiskenle iligkili
kestiriciler,

Xiy}{E;XErxﬁ.pr’xg‘: iki
degiskenler,

kategorili

Y, X5, X X7 Xyot giirekli degiskenlerdir.

Ilk olarak standart normal dagilim

kullanilarak %1, %2, X X7, Xq9 degiskenleri
Xy kullanilarak

tiiretilecektir. degiskeni

arasindaki korelasyon 0,2 olacak sekilde Xg
degiskeni elde edilecektir. Korelasyon 0,2

olacak sekilde X3 yardimiyla Xy degiskeni
elde edilecektir. Korelasyon 0,9 olacak sekilde

X, yardimiyla Xy degiskeni elde edilecektir.
Son olarak korelasyon 0,9 olacak sekilde Xy

yardimiyla X5 degiskeni elde edilecektir.
X X, X, X, X, X

hale doniistirmek igin herbir degiskenin
gozlemleri ilgili degiskenin ortalamasi ile

% degiskenlerini dikotom

karsilastirilacak ve ilgili degiskenin gozlemi

K10

Demir et al.

degisken ortalamasindan biiyiik ise o gézleme
1 degilse 0 atanarak degisken ikili yapiya
dontstiriilecektir.

Coklu tedavi T degiskeni %: nin bir
fonksiyonu olarak ¢ok kategorili lojistik model
kullanilarak modellenecektir. Bu fonksiyonun
esitligi (gercek propensity skorlar1) asagida
verilen yedi senaryo altinda elde edilecektir.
Senaryolara iliskin kullanilan katsayilar ve
Esitlikler Ek 2 ve Ek 3°de verilmektedir.

Senaryolar

1. Sadece ana etkilerin oldugu toplamsallik
ve dogrusalligin oldugu model

2. Bir Kkaresel terimin oldugu model (hafif
dogrusal olmayan model)

3. Ug karesel terimin oldugu model (1liml1
dogrusal olmayan model)

4. Ug tane iki yonlii etkilesim terimli hafif
toplamsal olmayan model

5. Dort tane iki yonlii etkilesim terimli ve
bir karesel terimin oldugu hafif toplamsal

ve dogrusal olmayan model

6. 10 tane iki yonlii etkilesim terimli 1liml
toplamsal olmayan model

7. 10 tane iki yonlii etkilesim terimli ve ii¢
tane iki yonlii etkilesim terimli 1limli toplamsal
ve dogrusal olmayan modeldir.

¥

fonksiyonu olarak modellenecektir.

Tve Xi nin bir
Yanit
degiskene iliskin kullanilan modeller ve
katsayilar Ek 2 ve Ek 3’de verilmektedir.

yanit degiskeni ise

Ortak Degisken ve Tedavi Degiskeni
Tiiretimi
Ilk olarak

kullanilarak %1:%3: X0 X7, K19 degiskenleri
Xy

standart normal dagilim

tiretilecektir. degiskeni  kullanilarak

arasindaki korelasyon 0.2 olacak sekilde X
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degiskeni elde edilecektir. Korelasyon 0.2

olacak sekilde X3 yardimiyla Xg degiskeni
elde edilecektir. Korelasyon 0.9 olacak sekilde
X, yardimiyla X degiskeni elde edilecektir.
Son olarak korelasyon 0.9 olacak sekilde Xy
yardimiyla Xy degiskeni elde edilecektir.
X1,X3 X, Ko X, X5 degiskenlerini dikotom
hale dontistirmek i¢in herbir degiskenin
gozlemleri ilgili degiskenin ortalamas1 ile
karsilastirilacak ve ilgili degiskenin goézlemi
degisken ortalamasindan biiyiik ise o gbzleme
1 degilse 0 atanarak degisken ikili yapiya
dontistiriilecektir.

Demir et al.

Coklu tedavi T degiskeni X: nin bir
fonksiyonu olarak multinomial lojistik model
kullanilarak modellenecektir. Bu fonksiyonun
esitligi (gercek propensity skorlari) Ek 3°de
verilen yedi senaryo altinda elde edilecektir.

Yanit Degisken Tiiretimi

¥ yanit degiskeni ise Tve X nin bir
fonksiyonu olarak modellenecektir. Esitlik
4.1°deki  kullanilan  katsayilar Ek 3°de
verilmektedir.

Y=a,+a,X, +a,X; +o; X3+ a, X, +aX; +a,Xq+ ;X +T1](4'1)

Veri Setlerinin Tiiretimi

1000 tekrarl 7 farkli senaryo olusturularak
n=500, 1000, 2000 orneklem biiyiikliigiine
sahip veriler tiiretilecektir. Senaryolar Ek 2°de
verilmektedir.

Performans Olgiileri

GBM ve MLR’den elde edilen propensity
kullanilarak bireyler
agirliklandirildiktan  sonra her bir ortak
degisken icin agirliklandirmadan onceki ve

skorlar1

sonraki degerleri iizerinden hesaplanacak iki
performans Ol¢iisii ya da metrik vardir. Bunlar
standartlagtirilmig  yanlilik ve Kolmogorov
Smirnov istatistigidir.

Standartlastirilmis yanhlhik

Bireylerin agirliklandirilmasindan  6nceki
tedavi ve kontrol olarak secilen gruplar
arasindaki mutlak fark ile agirliklandirdiktan
sonraki tedavi ve kontrol olarak secilen gruplar
arasindaki mutlak farkin degisimi incelenir.
Mutlak farkin azalmasi1 gruplarin benzer
oldugunu ve dengenin saglandigim
gostermektedir. OTE i¢in tedavi ve kontrol
grubu i¢in  agirliklandirilmis  ortalamalar

arasindaki farkin ortak standart sapmaya
boliinmesi ile elde edilir. OTE igin
standartlastirilmis  yanlilikliga iliskin  ¢oklu
tedavi i¢in genellestirme Esitlik 4.2°deki
gibidir.

OTE igin mutlak standartlastirilmig yanlilik

(MSB), € = L2, ., € ortak degisken sayisini
ifade etmek tizere

3

MSB., =|X_. —X .
" dir.

"lf )
G?‘J‘lk CTH CT
(3 F

Esitlikte;
ka: c. ortak degisken igin k tedavisini
alanlar i¢in ortalama,
mp’ ¢ ortak degisken i¢in popiilasyona
iligkin ortalama,

Temy® ¢, ortak degisken i¢in popiilasyona
iligkin standart sapmadir.

X oy, tedavi grubu olarak alindiginda

Esitlik 3.5’in gdsterim olarak farkli bir yazinm
ile ilgili ortak degisken i¢in agirlikli ortalama
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— . ?:1 T; [mk]fc_;f“{;f[mk: < (43)
e =1 Ti[my Jw;[my ] dir.
Standartlastirilmis yanlilik degerleri
dengeyi degerlendirmek icin kullanilmaktadir.
Genel olarak, 0,20’den daha  diisiik
standartlastirilmis  ortalama farklar kiigiik

olarak diisiiniiliir, 0,40 orta seviye, 0,60 biiylik
olarak distiniilmektedir (32).

Benzetim g¢aligmasinda her bir yontemde,
1000  farkli setinden elde edilen
standartlastirilmig yanlilik degerlerinin
ortalamalar1 alinmaktadir.

veri

Kolmogorov Smirnov Istatistigi

Demir et al.

Kolmogorov Smirnov (KS) istatistigi tedavi
kollarindaki 6rneklemlerin agirliklandirilmig
deneysel dagilim fonksiyonlarina
dayanmaktadir. Bu test tedavi kollar1 arasinda
ortak degiskenlere iliskin dagilimin Ortiistip
ortiismedigini belirlemeye yardimci1 olmaktadir
(33). Ayrica tim dagilimu
miimkiindiir.

karsilagtirmak

€ ortak degisken ve ™1 tedavi ve ™z
kontrol olarak diisiiniildiigiinde

1, X,=x (45)
— Je
X, = x} - {ﬂ’ X, >x

icin olasilik yogunluk fonksiyonu

o wi[m I, [m J1(X;, < x)  (46)

FF; ?‘J"I.;{ [x:] =

T

=1 Wj [mk]ﬂ' [y ]

olarak tanimlanmaktadir. Ayn1 ortak degisken
icin Kolmogorov Smirnov istatistigi

‘dir.  (4.7)

KS, = sup|YF,, (x) -YF,, (x)
X

Esitlik 4.7°de gosterildigi gibi tedavi kollar
arasindaki en biiyiik fark degeri Kolmogorov
Smirnov istatistigini vermektedir. KS istatistigi
ile denge degerlendirmesinde biiyiik
orneklemlerde 0,10’dan biiyiik KS istatistiginin
dengenin bozuldugunu goéstermektedir. Her bir
yontemde, 1000 farkli veri setinden elde edilen
KS degerlerinin ortalamalar1 alinmaktadir.

Bulgular

Calismada her bir senaryo altinda n=500,
1000 ve 2000 orneklem biiyiikliigline sahip her

biri i¢in 1000 farkli veri seti tiiretilmektedir.
Senaryolardan elde edilen gercek propensity skor
degerleri tedavi degiskenin tiliretimi  igin
kullanilmaktadir. Ozet denge degerleri icin tedavi
kollarindaki 6rneklem biiytikliikleri, 1000 farkl
veri setinden elde edilen herbir tedavi grubundaki

orneklemlerin kendi gruplarindaki 6rneklem
biiyiikliiklerinin ortalamalari almarak
bulunmaktadir. Ayn1 sekilde diger Ozet

istatistikler i¢in de 1000 farkli veri setinden elde
edilen degerlerin ortalamalari kullanilmaktadir.

Benzetim calismasinda, belirlenen senaryolar
altinda olusturulan modellerden propensity skor
kestirim ydntemlerinden GBM ve MLR ile
propensity skorlarii kestirip, propensity skor
agirliklandirma yontemi yardimiyla agirliklarin
elde edilmektedir. Elde edilen
yardimiyla ortak degiskenlere

agirhiklar
iligkin denge
metrikleri degerlendirilmektedir.
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Sekil 3. n=2000 6rneklem i¢in 7 senaryo altinda MLR ve GBM denge metrikleri
Senaryolar kompleks hale geldikce genel belirlenmesi {iizerine durulmaktadir. Tedavi

olarak GBM’nin MLR’den daha iyi sonuglar
ortaya koymaktadir. Ana etkilerin oldugu
modelde ise MLR’nin daha iyi sonuglar ortaya
cikardig1 goriilmektedir. Kompleks modeller
icin esnek bir kestirim yapan GBM ydntemi
MLR’den daha basarilidir. Orneklem sayisi
arttikca GBM ve MLR yontemlerinden elde
edilen metriklerdeki Ol¢im degerleri daha da
diismektedir. Bu da 6rneklem sayisindaki artiga
olarak daha iyi ortaya
koymaktadir.

bagh performans

Sonug¢

Aragtiricilar  tedavi etkilerini belirlerken,
maliyet ve etik nedenlerden ya da geleneksel
istatistiksel kisitliliklarindan
dolayr alternatif yontemlere  gereksinim
duyabilirler. Bu calismada, gozlemsel ya da

yontemlerin

yart deneysel calismalarda gruplar arasindaki
farklilig1 en aza indirmek ya da gidermek i¢in
propensity skor agirliklandirma yardimyla
genellestirilmis  boosted model ve ¢ok
kategorili lojistik regresyon yonteminin tedavi

etkinligini  belirlemedeki performanslarinin

degiskeninin iki kategorili oldugu durumda
propensity skor agirliklandirmasinda yapay
zeka algoritmalarinin, lojistik regresyondan
acisindan daha iyi
sonuglar verdigi ¢aligmalar bulunmaktadir (5).
Tipta ¢esitli nedenlerle calisma diizenlerinin

yanliligin  azaltilmasi

saglikli olarak belirlenememesi ihtimalini de

gdz Oniinde bulundurarak caligmalardaki
yanliliklarnt gidermek biiyilk Onem arz
etmektedir. Bu baglamda propensity skor

agirliklandirma yontemiyle bireysel nedenlerle
grup farkliliklarini en aza indirip, tedavi
siklikla
olabilir.

etkinligini belirlemek uygulamada
kullanilabilecek  bir  yontem

Dolayisiyla klasik istatistiksel yontemlerdeki
kisithiliklar nedeniyle yapilamayan analizler,
propensity skor agirliklandirma ile yapilabilir
(17,18). Her ne kadar gozlemsel galigmalarda
bireysel farkliliklar1 dikkate alarak tedavi
kollarindaki farkliligi en aza indirerek tedavi
etkinligi degerlendirmesinde dnerilse de Olmos
ve ark. bu yontemin kontrollii ¢aligmalarda da
benzer sonuglar trettigi de gosterilmektedir.
Ayrica dagilimda asir1 degerler oldugunda
ozellikle MLR’den elde edilen agirliklar tedavi
etki kestiriminde sorun ortaya
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cikarabilmektedir. Bu da agirliklandirmanin
sirliligini ortaya koymaktadir (34).

Klasik istatistiksel bir metot olan MLR ile
birlikte, CART, pruned CART, bagged CART,
random forest, boosted CART gibi yapay zeka
algoritmalarinin kullanildig1 yontemler
kullanilarak  propensity skor kestirimleri
iizerinden performans Ol¢limleri yapilabilir.
Daha sonrasinda tedavi etkinligi
degerlendirilebilir. Kurulan modeller karmasik
hale geldikce, GBM’nin MLR’den daha
basarili oldugundan, GBM’yi tercih etmek
daha dogru olacaktir (15). Tedavi degiskeni
icin ikiden fazla kategori i¢in bu analiz
yapilabildigi gibi ortak degiskenlerin de ikiden
fazla kategorili olan ortak degisken alinarak bu
yontemin  nasil  performans  gdsterdigi
belirlenebilir. Eksikligi goriilen ve tedavi
gruplar arasindaki farkliligi gidermeye c¢alisan
propensity skoru ile agirliklandirma yontemi,
genis bir uygulama alam1 bulacaktir. R, SAS,
Stata 13 ve sonrasi programlar yardimiyla bu
analizi gergeklestirmek mimkiindiir.
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Risk Factors and Neurologic Outcomes in Childhood Arterial Ischemic Stroke

AKkut Arterial Iskemik inmesi Olan Cocuklarda Risk Faktorleri ve Norolojik
Bulgular

1
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'Department of Pediatric Neurology, Baskent University, School of Medicine, Ankara-Turkey

0z

Amag: Calismamizin amaci arterial iskemik inmesi (AIl) olan
cocuklarda klinik ozellikler, tedavi secenekleri ve prognozun
saptanmasidir.

Materyal ve Metod: Caligmamizda Al tanistyla merkezimizde
2009 ile 2015 yillar1 arasinda takip edilen 102 gocugun ( 62 kiz ve 40
erkek) klinik bulgular retrospektif olarak degerlendirildi. Hastalarin
inme sirasindaki yas ve cinsiyetleri, tibbi ge¢misleri, aile hikayesi,
basvuru anindaki klinik bugulari, epileptik nobet hikayesi varlig1 ve
radyolojik bulgular1 kaydedildi. Merkezimizde All tanisi alan tiim
cocuklara kardiyak inceleme, hematolojik ve immunolojik tesler,
dogumsal metabolik hastaliklar igin taramalar yapilmaktadir.

Sonuglar: Ali'li hastalarda saptanan hastaliklar sirasiyla;
kardiyak hastalik (25 hasta), gegici serebral iskemi (12 hasta), Down
sendromu (11 hasta), Talasemi (9 hasta), Moyomoya hastaligi (7
hasta), homozigot MTHFR mutasyonu (6 hasta), homozigot faktér V
Leiden mutasyonu (4 hasta), protein C eksikligi (3 hasta), orak
hiicreli anemi (1 hasta) ve 24 hastada altta yatan neden saptanamadi.
Birden fazla risk faktorii 16 ¢ocukta ve tekrarlayan inmeler 4 hastada
saptandi. Hemipleji en sik saptanan klinik presentasyon (%88,2)
iken, bunu nobetler (%66,6) ve suur degisikligi (%54,9) takip
ediyordu. Ortalama klinik takip stiresi 32,+5,4 idi. Aii'li 102 hastanin
klinik takip sunuglart su sekilde idi; asemtomatik 57,8%, kalici
norolojik defisit ya da epilepsi 40,2%, olim 2%.

Sonuglar: Caligmamizda All'li gocuklarin %76,5'sinda altta
yatan bir neden saptandi, hastalarin %42.2'si 6ldii ya da motor
ve/veya mental geriligi oldu ve aspirin profilaksisine ragmen 4
hastada tekrarlayan Ail atagi oldu.

Anahtar Kelimeler: Arterial iskemik inme, ¢ocuk
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ABSTRACT

Objective: The aim of this study is to describe clinical
characteristics, treatment modalities and outcomes of children with
arterial ischemic stroke (AIS).

Material and Methods: We retrospectively reviewed the charts
of 102 children (62 girls and 40 boys) with AIS admitted at our
hospital between 2009 and 2015. Age at stroke, sex, medical history,
family history, clinical findings upon admission, history of seizure,
and radiological findings were recorded. Cardiac assessment,
hematological and immunological tests, metabolic screening were all
performed in the patients.

Results: In 25 children stroke occured as a complication of
cardiac disease, 12 had transient cerebral arteriopathy, 11 had Down’s
syndrome, 9 had thalassemia, 7 had moyamoya disease, 6 had MTHFR
mutation, 4 had homozygote for factor V Leiden, 3 had protein C
deficiency, 1 had sickle cell disease, and in 24 children no underlying
cause could be found. Multiple risk factors were found in 16 children
and recurrent stroke was observed in 4 patients. Hemiplegia was the
commonest initial clinical presentation (88.2%) followed by seizure
(66.6%) and decreased level of consciousness (54.9%). The avarage
length of follow-up was 32.145.4 months. The outcome in all 102
stroke patients was as follows: asymptomatic 57.8%; npersistent
neurologic deficit or epilepsy 40.2%; and death 2%.

Conclusion: Our study showed an underlying cause for AIS in
76.5% of the patients; 42.2% of the patients either died or had motor
and/or cognitive sequelae and recurrence occured despite prophylactic
aspirin treatment in 4 patients.

Keywords: Arterial Ischemic Stroke, children
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Introduction

The World Health Organization’s definition
of stroke is a rapidly developing clinical signs
of focal (or global) disturbance of cerebral
function, with symptoms lasting 24 h or
longer, or leading to death.1 The incidence of
pediatric stroke has been estimated at 2-3
cases per 100 000 children each year in North
America and Europe, and has been
increasingly recognized in children in recent
years.2 The diagnosis and management of
stroke are difficult because of the diversity of
underlying risk factors and the absence of a
uniform treatment approach. Stroke is
classified into two major groups including
hemorrhagic or ischemic, with arterial
ischemic stroke (AIS) being slightly more
frequent than hemorrhagic causes.

Pediatric AIS risk factors in children vary
including  congenital  cardiac  diseases,
vasculopathies such as moyamoya disease
(MMD), collagen tissue diseases, inborn errors
of metabolism and inherited or acquired
coagulation abnormalities that predispose to
thrombotic complications.1,3 Recurence of
stroke is higher when two or more risk factors
exists in the same patient.4 Childhood AIS is a
well recognized cause of neurologic morbidity
in children, leading to cerebral palsy, epilepsy,
and cognitive deficits.5,6 The objective of this
study was to assess the risk factors, clinical
presentations, etiologic factors, treatment
modalities and outcomes, in a large,
homogeneous cohort of children with AlS.

Material and Methods

This retrospective trial was conducted in
102 children with AIS who had admitted to
Department of Pediatric Neurology between
2009-2015. A detailed perinatal history and
family history were taken. The investigations
performed on all patients at the time of
diagnosis included: hematological tests
(complete blood count, erythrocyte
sedimentation rate, C-reactive protein, Hb
electrophoresis, PT, aPTT, fibrinogen level,
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protein C, protein S level, and antithrombin 11
level), immunological tests (anticardiolipin,
antinuclear antibody, rheumatoid factor and
complement levels), metabolic screening
(blood glucose level, electrolyte levels, liver
and renal function tests, blood lactate, pyruvate
and ammonia levels, serum amino acid level ,
serum  homocysteine level, lipid and
acylcarnitine profile, and urine organic acids.
If an abnormal result was detected during the
acute phase, the measurement was repeated 3
months later. Cardiac assessment including
electrocardiogram and  transthoracic  or
transesophageal echocardiography was
performed in all patients. In addition, genetic
tests including factor V Leiden, prothrombin
G20210A, and methylenetetrahydrofolate
reductase (MTHFR) C677T mutations were
conducted in 99 patients. In the 102 stroke
patients, neuroimaging included: brain CT scan
alone in 5, brain MR (MR) imaging alone in
75, and both studies in 22. Brain MR
angiography was performed in 98 patients, 15
patients underwent conventional cerebral
angiography. After discharge, neurologic
examinations of the patients were conducted
regularly in the pediatric neurology clinic, at 6-
month intervals.

Exclusian criterias were perinatal stroke,
hemorhagic stroke, transient ischemic attack,
traumatic brain injury and neurological deficit
resulting directly from an infective agent.

The institutional Medical Ethics
Committee approved the study and all patients
and guardians signed informed consent forms
before participating in this clinical trial.
Statistical analysis was performed using SPSS
17.0 for Windows. Summary statistics are
presented as range and mean = SD. All
significant risk factors identified were
reanalysed with multivariate logistic regression
analysis.

279



"7 ) ConTEmP Mep 2017; 7(3): 278-283

Results

Totally 102 children with AIS (62 females
and 40 males) were included in the study. The
mean age at the time of presentation was 6.4 +
2.1 years (range, 3.2 to 11.4 vyears).
Hemiparesia (88.2%) was the most common
presenting symptom, followed by seizure
(66.6%), altered mental status (54.9%) and
cranial nerve palsy (11.7%). Demographic and
clinical symptoms and signs were summarized
in Table 1.

Risk factors were present in 78 patients
(76.5%). Cardiac disease (24.5%) was the most
common reason, followed by transient cerebral
arteriopathy  (TCA) (11.8%), Down’s
syndrome 10.7%), thalassemia (9%), and
MMD (7%) (Table 2). In 16 patients (15.6%)
multiple risk factors were detected. Four
children (4%) had recurrent AIS and the
following combinations of risk factors were
noted in these 4 children: MMD with cardiac
disease (n=1) and talessemia with cardiac
disease (n=1), Down’s syndrome with MTHFR
mutation and cardiac disease (n=1), and
protein C deficiency with cardiac disease
(n=1).

Antiplatelet (aspirin) therapy was used in
30, low-molecular-weight heparin (LMWH)
therapy in 18, and both LMWH and aspirin
was used in 9 patients during acute treatment.
Streptokinase was performed in 1 patient with
talessemia and cardiac disease. Prophylactic
aspirin treatment was performed in 16 and
warfarin in 1 patient.

Our follow-up period averaged 32.1+£5.4
months (range, 23-48 months). One patient
with MMD and 1 patient with cardiac disease
died during acute attack and 59 (57.8%) of the
children recovered completely at the end of 24
months. Twenty-nine (28.4%) children had
varying degrees of hemiparesis and 10 (10%)
children became mentally retarded. Nine of the
65 patients with seizure at the onset of stroke,
later developed epilepsy (Table 1).
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Table 1. Demographic and clinical data of subjects

Sex ( female/male) (62/40)

Age at diagnosis (zSD) 64+21yr

Initial neurologic findings n %
Hemiparesis 90 862
Seizure 68 66.6
Altered mental status 56 549
Cranial neuropathy 12 1.7
Acute therapy n %
Antithrombotic 1 1
Aspirin 30 294
LMWH 19 186
Aspirin+LMWH 9 9
Neurologic outcomes n %
Hemi-/tetraparesis 29 264
Cognitive decline 10 10
Epilepsy 9 9
Full recovery 59 57.8
Death 2 2
Stroke recurrences 4 4

LMWH: low-molecular-weight heparin

Table 2. Etiologic factors

%
245
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Cardiac disease
TCA

Down’s Syndrome

—

—

= e SN O =

Thalassemia major
MMD
MTHFR mutation

Factor V Leiden mutation

Protein C deficiency

Sickle cell anemia
Idiopathic 24

TCA: transient cerebral arteriopathy, MMD: Moyamoya Disease.
MTHFR: methylenetetrahydrofolate reductase.
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Discussion

Stroke in children and adolescents is a rare
and also a complex condition that is associated
with  risk  factors including cardiac,
hematologic, metabolic, infectious, and
inflammatory diseases.3,6,7 Approximately
two-thirds of acute ischemic stroke cases occur
in children with known risk factors. In our
study, predisposing conditions were identified
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in 76,5% of all stroke admissions. Our results
are similar to those of other recent studies.4,8,9

A male predominance has been reported
among pediatric ischemic stroke victims. By
contrast, Kleindorfer et al. reported a male to
female ratio of 0.8.10 Furtermore, Zahuranec
et al. reported equal numbers of males and
females.11 However, studies that corroborate a
slight female predominance for ischemic
stroke did exclude patients with a diagnosis of
trauma.10 Our results of female predominance
(female:male ratio of 1.6:1) may also be
explained by the exclusion of trauma patients.

Risk factors associated with childhood AIS
differ  significantly from adults. The
established vascular risk factors in adults
related to atherosclerotic disease are relatively
rare in children. In previous reports, up to 28%
of ischemic strokes were attributed to cardiac
disorders, frequently to congenital heart
disease and cardiomyopathy.2,3,12 We found a
cardiac risk factor in about 24.5% of patients
with stroke. Therefore, cardiac evaluation
remains essential in the investigation of
childhood AlS.

Vasculopathies such as TCA and MMD
have been identified in 18% to 80% of children
with AlS.14,15 TCA is a monophasic arterial
disease characterized by a unilateral focal or
segmental stenosis involving the distal part of
the internal carotid and the initial segments and
branches of the anterior and/or middle cerebral
artery followed by complete or partial
resolution.15 We identified TCA in 11.8%
and MMD in 7% of our patients with stroke.
These findings underline the importance of
vascular investigation in all arterial ischemic
strokes in children. Although 44% of TCA
cases are associated with varicella zoster
infection, we identified varicella zoster only in
1 patient. A possible explanation for the
pathogenesis of TCA is the inflammatory
changes and thrombosis of cerebral vessels
produced by stimulation of the superior
cervical ganglion triggered by a non-specific
infection of the head and neck. Lefond et al.
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found recent upper respiratory infection as an
only predictor of TCA in children.16 In our
study, a history recent upper respiratory
infection was present in 10 out of 12 cases
with TCA. However, minor infections are
extremely common in young children, and yet
most children do not have strokes. More study
is needed to clarify how infection contributes
to arteriopathies and stroke.

Prothrombotic disorders such as protein C
and protein S deficiency, antithrombin Il
deficiency, factor V Leiden mutation, MTHFR
mutation, factor XII deficiency, factor VIII
deficiency, prothrombin 20210A mutations,
and antiphospholipid antibodies have been
found in approximately one-third of children
with AlS.2-4,7 In the present study, 6 children
had MTHFR mutation, 4 children had factor V
Leiden mutation and 3 children had protein C
deficiency. Detection of acquired and
congenital ~ prothrombotic  disorders s
important because this information can
influence both initial and long-term therapies.
In addition, family studies are indicated if a
child has a congenital prothrombotic disorder.
Affected patients and the family members
require counseling regarding risk factors for
thrombosis, and the need for intermittent
prophylaxis in the presence of acquired risk
factors. Further studies are required to define
the significance of these abnormalities in
childhood AlIS.

The general rate of stroke recurrence is
between 5% and 30%, and is higher among
children  with identified multiple risk
factors.3,7-9 Our stroke recurrence rate was
4%, and lower than the recurrence rate
previously reported. Our relatively shorter
follow-up period and small number of subjects
than other studies might be the reason. In our
series, all the recurrences have been linked to
multiple risk factors. Although, the number of
recurrent strokes in our patients was not
enough to show a relation between cardiac
diseases and recurrent AlS, it is interesting that
cardiac disease was present as a risk factor in

281



J CoNTEMP MED 2017; 7(3): 278-283

all recurrences.

Many of the treatment approaches have
been adapted from studies in adults or from the
results of small, non-randomized pediatric
studies. We administered thrombolytic therapy
only in 1(1%) patient. Other investigators have
also reported low rates of thrombolytic
administration (2-4%) in pediatric stroke
victims.6,9,13 Limited use of thrombolytic
therapy may be explained by delayed diagnosis
and lack of safety and efficacy studies. Aspirin
is frequently used as the treatment of choice
for secondary prevention of AIS in situations
of increased risk of recurrence such as cerebral
arterial stenosis. Major uses of warfarin
treatment in children include congenital or
acquired heart disease, severe hypercoagulable
states and arterial dissection.18 In our study,
most of the children with AIS are placed on
aspirin for prophylaxis in order to minimize
the side effects due to warfarin. However, all
of four patients had recurrent AIS while on
aspirin prophylaxis. Large controlled clinical
trials are required to establish the role of
antithrombotics and other therapies on the role
of prophylaxis.

Assessment of short and long-term
outcomes of infants with AIS shows that
multiple, severe neurologic deficits are
frequent, but the estimated incidence rates vary
widely according to the studied populations.
Goldenberg et al. found that, after AlS, 74% of
patients had neurologic deficits at hospital
discharge.17 In a Swiss study, 65% of the
children with AIS had long-term neurological
impairment.19  Furthermore, the reported
pediatric stroke mortality rates are between 2-
9%.6,7,17,19 However, we found a lower
mortality rate (2%) and a lower neurologic
sequele rate (42.4%) in our study. This may be
due, in part, to different co-morbidities in our
cohort. Another explanation may be the
exclusion of the patients with trauma and CNS
infection.

This study does have limitations. One, this
study was conducted at a single center and
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involved a relatively small sample size.
Second, our study was a prospective trial with
a relatively short observation period. The
possibility cannot be excluded that some
children with hemiplegia in early childhood
may no longer have motor disabilities later,
because of brain plasticity. However, 2 years is
a widely accepted age at which to evaluate
gross motor function in children, and a large
change in motor status is improbable.

In conclusion, the present study confirms
that AIS in children is frequently associated
with a genetic and/or acquired predisposing
conditions and with the presence of multiple
risk factors. As all of the recurrences occured
while on aspirin prophylaxis, cohorts to
determine the optimal treatment of secondary
prevention and risk factor modification are
critically needed.
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Does bariatric surgery affect sexuality? A systematic review

Bariatrik Cerrahi Cinselligi Etkiler Mi? Sistematik Derleme
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Obezite bozulmus viicut imaji, psikolojik bozukluklar ve
hormonal bozukluklar gibi g¢esitli nedenlere bagli olarak cinsel
yasami olumsuz olarak etkilemektedir. Bariatrik cerrahi obezite
tedavisinde sik¢a kullanilmaktir. Kilo kaybina bagl fiziksel
aktivitede artis ve hormonal degisiklikler gibi olumlu etkilerinin
yanisira, bariatrik cerrahinin hizli kilo kaybina bagh gelisen cildin
sarkmas1 ve burusmasi gibi yanetkileri de bulunmaktadir. Bu
¢aligmanin amaci bariatrik cerrahinin cinsel fonksiyonl iizerindeki
etkisini belirlemektir. 2004 ile 2015 yillar1 arasindaki literatiir,
Scopus, Science Direct, PubMed, Ebsco, Coochrane, Medline
Complete, Ovid, Springer Link, Google Scholar, Taylor & Francis,
PsychInfo veri tabanlari, ulusal tez merkezi ve Ulakbim veritabanlari
taranarak gozden gecirildi; kriterlere uygun on ¢alisma galigmaya
dahil edildi. Caligmaya, bariatrik cerrahi uygulanan toplam 524 hasta
(152 erkek) alindi. Tim g¢aligmalarda cinsel iglevin diizeldigi
goriilmistiir. Ayrica her iki cinsiyette de kilo vermenin {ireme
hormonlar1 tizerinde olumlu etkileri oldugu gosterilmistir. Bariatrik
cerrahi, kilo kaybir ve dolayisiyla cinsel fonksiyon ve iireme
hormonlari iizerinde olumlu etkilere sahiptir.

Anahtar Kelimeler: Cinsellik, bariatrik cerrahi, obezite,
morbid
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ABSTRACT

Obesity affects sexual health negatively due to several reasons
such as impaired body image, psychological disorders and hormonal
changes. Bariatric surgery is frequently used in the treatment of
obesity. Besides positive effects such as an increase in physical
activity due to weight loss and hormonal changes after surgery, there
are some adverse effects of bariatric surgery such as sagging and
wrinkling of skin due to rapid weight loss. The purpose of this study is
to determine the effects of bariatric surgery on sexual function. The
literature between 2004 and 2015 was reviewed by searching Scopus,
Science Direct, PubMed, Ebsco, Coochrane, Medline Complete, Ovid,
Springer Link, Google Scholar, Taylor & Francis, Psychinfo
databases, national thesis center and Ulakbim databases; ten studies
appropriate to the criteria were included in the study. A total of 524
patients (152 males) underwent bariatric surgery were included in
study. Sexual function has been found to improve in all the studies.
Also weight loss has been shown to have positive effects on
reproductive hormones in both sexes. Bariatric surgery has positive
effects on weight-loss and consequently on sexual function and
reproductive hormones.

Keywords: sexuality, bariatric surgery, obesity, morbid
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Introduction

Obesity is a serious public health problem
with an increasing prevalence in all around the
world, especially in the developed countries (1,
2). Although obesity can be prevented, it has
increased worldwide approximately two fold
since 1980 (3). More than one-third of people
in the United States are obese (4). Obesity
related diseases such as diabetes mellitus,
chronic hypertension and respiratory diseases
have been developing and distracting the
quality of life (5). About 3 million people die
annually due to obesity-related complications

(6).

Obesity adversely affects sexual function
and quality of life due to reasons such as
deterioration of body image, decreased
capacity of physical activity, psychological
problems and decrease in sex hormone levels
(7, 8). In addition, obesity has also been shown
to affect sexual function adversely by causing
perception of being ugly and dissatisfaction
with the image of the body (9).

It has been shown that only 44% of obese
women have regular and satisfactory sexual
life (10). Levels of sexual dysfunction is
significantly higher and sexual function scores
are significantly low in obese male patients
compared to non-obese men (11).

For the treatment of obesity, exercise, diet,
and medication have been widely used but
desired results could not been obtained,
especially in  morbidly obese patients.
Therefore, in obese and morbidly obese
patients with high risk of complications,
bariatric surgery is the most effective method
(12). 1t is known that many complications of
obesity decline in the long term after bariatric
surgery (13, 14). In the literature it has been
shown in many studies that weight loss has
positive effects on sexual function, after
bariatric surgery (11, 12, 15, 16). In addition
the effects of bariatric surgery on sex
hormones also suggests that sexual function is
affected positively after surgery (7, 8, 17, 18,
19).

Aygin et Acar.

The aim of this review is to review the
studies in the literature, conducted through the
last ten years, investigating changes in sexual
function of obese patients who lost weight
after bariatric surgery, in a systematic way.

Method

The results of the studies, conducted in the
last ten years, investigating the effects of
bariatric surgery on sexual function of obese
patients have been reviewed between
01.02.2015 and 03.01.2015.  Preferred
Reporting Items for Systematic Reviews
protocol and Meta-Analyses (PRISMA)
statement was used as review protocol (20).

Inclusion and Exclusion Criteria

The studies evaluating preoperative and
postoperative sexual function of obese patients
by using scales, published in English or
Turkish, between 01.01.2004 and 01.01.2015,
and full text of those available were included
in the study. Meta-analyzes, reviews and the
studies presenting the results as qualitative
data, not using the scales of sexuality, and not
including sufficient data about sexuality were
excluded from the study.

Research Strategy

The literature including Scopus, Science
Direct, PubMed, Ebsco, Coochrane, Medline
Complete, Ovid, Springer Link, Google
Scholar, Taylor & Francis, Psychinfo
databases and as gray literature national thesis
center and Ulakbim databases were reviewed
by using keywords "bariatric surgery" (obesity
surgery or weight loss surgery or gastric
bypass surgery) and "sexuality" (or sexual*).

Study Selection

The studies available for the review have
been scanned selected by the first author by
reviewing the titles and abstracts of the articles
through the databases. Full texts of the selected
studies examined by two independent
researchers and those do not meet the criteria
were excluded from the study. The remaining
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studies were evaluated by using Mixed
Methods Appraisal Tool (Immature) 2011
version and those meeting the criteria were
included in the review (21).

Data Collection Process

The studies have been examined by the
authors and the data were recorded in a
systematic way by using a template prepared in
advance. The data including the types of scales
used in the studies, the application time of the
scales, preoperative and postoperative scale
scores, type of surgery, the change in weight or
body mass index of the patients, demographic
characteristics of the patients, sex hormone
levels which are considered to indicate or
affect sexuality directly as well as the scales
related to sexuality, quality of life and
psychiatric condition were recorded. Because
the effects of bariatric surgery on depression
are exclusive of the aims of the review, the
results of the depression scales used in the
studies evaluating the psychiatric status of
patients were recorded qualitatively as
increasing or decreasing of depression.
Although sex hormone levels have been
thought to affect sexuality, the numeric
changes in sex hormone levels are outside the
scope of this review.

Results

A total of 2132 studies were scanned by
searching the databases. After the titles and
abstracts have been examined, repeated ones
(the same), those were not related to aims of
the review, and meta-analyzes were excluded.
Full texts of the remaining 37 studies were
read and 27 more studies which do not meet
the criteria for inclusion were excluded.
Finally, ten studies were included in the
review.

Biliopancreatic diversion with Roux-en-Y
reconstruction (12, 15), sleeve gastrectomy (8,
12), laparoscopic adjustable gastric band (8),
and gastric bypass surgery (8, 11, 12, 15, 16,
17,18, 19) have been performed to patients as
bariatric surgery; the types of surgery haven’t
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been specified in two studies (3, 9). A total of
534 (162 males) morbidly obese patients have
been included in the studies. Bariatric surgery
has been performed in 524 patients and ten
patients were included as controls. All of the
studies were prospective cohort studies.

Sexual function of patients were guestioned
on a scale in preoperative and postoperative
periods in all studies and blood tests for
hormone analysis were performed in some
studies (7, 8, 17, 18, 19). Preoperative sexual
functions of patients were assessed using
scales in all of the studies and postoperative
evaluations have been performed in the first
month (12, 17, 19), 3rd month (17, 19), 6"
month (11, 12, 16, 17, 19), first year (7, 8, 15,
17, 19) 2™ year (8, 17) and in one study an
average of 3,15 years later (22).

The average BMI of the patients
undergoing bariatric surgery ranged between
43.1 and 51.4 kg/m?. The comparison of the
average preoperative and  postoperative
measurements of BMI, marital status and age
are shown in table 1.

The scales used in evaluations of sexuality
included The Female Sexual Function Index
(FSFI) (8, 12, 15, 16, 17, 22), International
Index of Erectile Function (IIEF) (7, 12)
International Index of Erectile Function- 5
(IIEF-5) or Sexual Health Inventory for Men
(SHIM) (18, 19), The Brief Male Sexual
Inventory (BSF) (11), Pelvic Organ Prolapse /
Urinary Incontinence Sexual Questionnaire
(PISQ-12) (22).

Results Regarding Sexuality

Preoperative sexual functions of 342
women were evaluated in six studies and mean
FSFI scores were found to be 20.68 + 12.25
(15), 20.3 £10.8 (8),21.2+£9.6 (17), 17.70 £
8.3 (22), 24.0 + 6.3 (16), 21.72 + 10.18 (12)
respectively. In the postoperative evaluation
mean FSFI scores were found to be 29.4 + 4.3
at 6th month (16), 25.02 + 10.28 (15), 23.5 +
10.6 (8), 27.1 + 7.4 (17), 27.72 + 8.06 (12), at
first year, 24.8 + 8.3 (8) at 2" year. FSFI
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scores have been shown to increase after
bariatric surgery in all of the studies in
comparison with the preoperative period (8,
12, 15, 16, 17), except one study (22). In one
study evaluating the patients an average of
3.15 (2.76-3.83) years after the surgery, the

The total records reached by databases (N:
2132)

n: 103 (Scopus)

n: 207(Science Direct )
n:87 (Pubmed )

n:201 (EBSCO)

n: 2 (Cochrane)

n:44 (Medline Complete )
n:115 (Ovid)

n: 114 (Springer Link)

n: 1200 (Google Akademik)

n: 58 (Taylor & Francis)

=

: 1 (Psychinfo)

.
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average preoperative FSFI scores of the
patients were as low as 17.70 + 8.3 and no
significant changes were observed in the
postoperative period. But the PISQ-12 scale
scores have been shown to increase (p =
0.0193) (22).

The total records reached by Grey literature
(N:0)
n:0 (ULAKBIM)

n:0 (National Center of Thesis)

4

The studies included in the study after the titles and abstracts were reviewed (n:37)

4

4

The studies included in the study after
the full texts were examined (n:10)

The studies excluded in the study after the full texts were
examined (n:27)

Reasons of exclusion;

n: 14 (no use of scales)

n:2 (only sex hormones were evaluated)

n:2 (no postoperative evaluation)

n:1 (no preoperative evaluation)

n:1 (Repetition of the same data in the previous study)
n:6:(no use of scales, only quantitative evaluation)

n:1 (no sufficient data about sexuality)

Figurel. Flow diagram of literature scanning
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Table 1. Descriptive information of the studies included

Study and year Aim of the study Sample Size Design/Method Preoperative BMI (kg/mz) Postoperative BMI Age Marital status
(kg/m?)

Sarwer et al. (2014) To investigate the changes of sexual functions, sex 106 females Prospective cohort/ Face to Median BMI=44.5 After one year Postoperatively Median= 41 Marital status is unknown but
(8) hormones, and psychosocial structures in women face interview |QR=41.4-49.7 Women lost a mean 32.7% (95% Range=25-60 has a relationship
undergoing bariatric surgery Cl, 30.7%-34.7%) of preoperative body
weight

After two years Postoperatively
Women lost a mean 33.5% (95% Cl,
31.5%-35.6%) of preoperative body
weight

Olivera et al. (2012) To investigate the effects of bariatric surgery on 44 females Prospective cohort/ Face to Mean BMI=45.76 SD=6.48 After an average of 3,15 years Mean=41.28 Single
(22) pelvic base related quality of life, in morbidly obese face interview, interview by Postoperatively SD=12.28 % 36.11
women telephone or e-mail Delta BMI =-14.21 kg/mz Married
SD=7.31 %41.67
Has a relationship
%22.22

Efthymiou et al. To investigate the effects of bariatric surgery on A total of 80 patients Prospective cohort/ interview Mean BMI=50.66 SD=7.9 BMI significantly decreased over Males Single
(2015) (12) HRQOL and sexual functions and predictors of (50 females) ( type has not been specified) time (p<0.001). Mean=37.3 % 48.8
these effects SD=9.6 Married
Females % 42.5
Mean=37.2 Divorced, separated,
$D=10.7 widowed % 8.8
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Reis et al. (2010) (18) To investigate the effects of lifestyle changes and
bariatric surgery on sexual functions and levels of

sex hormones in morbidly obese men

Dallal et al. (2008) (11) To investigate the effects of bariatric surgery on

sexual functions

20 morbidly obese males
allocated into two groups
Group A: 10 patients
underwent bariatric surgery
after 4 months of lifestyle
change (exercise and diet)
Group B: 10 patients only
follow up

97 males

Prospective cohort/ interview
( type has not been
specified))

Randomized Controlled
Prospective cohort/ interview
( type has not been specified)

For groupA:

Evaluation at the time of
surgery

Mean BMI=43.1

SD=4.7

For group B:

Evaluation at the time of
surgery

Mean BMI=51.9

SD=5.7

Mean BMI=51.4
Range= 36- 89

After  at least 6
Postoperatively

For group A:

After 20 months Postoperatively
Mean BMI= 31.0

SD=5.3

Delta BMI=-12.1 kg/m*

For group B:

After 20 months Postoperatively

Mean BMI= 52.3
SD=5.5
Delta BMI=0.4 kg/m’

months

Mean BMI =31.8
Delta BMI=-19.6

For group A:
Mean=36.7
SD=11.5

For Group B:
Mean=42.2
SD=11.5

Mean=48
Range=19-75

Non-specified

Non-specified

BMI: Body Mass Index, Delta BMI: The difference between the first and last measurements of BMI, HRQOL: health-related quality of life, IQR: Interquartile range, SD: Standard deviation
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Table 2. The results of the included studies related with sexuality

Study and year Applied
surgery

The time of evaluation/
used scale/test related
with sexuality

Scale score

Results

Comments/ Conclusions

Assimakopoulos et BPD-RYR
al. (2011) (15)

RYGB with

long limb

SG

Sarwer et al. (2014) RYGB
(8)
LAGB

Legro et al. (2012) RYGB
(17)

One week before and
one vyear after the
surgery/ FSFI

Preoperatively and 1
and 2 vyears after the
surgery / FSFI, IWQOL-
Lite score,

Blood samples

1 month before and
1,3,6,12,and 24 months
after the surgery/ FSFI,
Fasting blood tests

1 week before
MeantSD
20.68+12.25

1 year after
Mean £SD
25.02+10.28

Baseline
Mean +SD
20.3+10.8

1 year after
MeanzSD
23.5+10.6

2 years after
Mean+SD
24.8+8.3

Baseline
Mean +SD
21.2+9.6

1 year after
Mean+SD
27.1+7.4

A significant increase in sexual function (P = 0.003) was observed together with significant reduction in BMI (p <0.001) and depression (p
<0.001)

After 1 year postoperatively significant increase in desire; (p = 0.005), arousal, (p = 0.001), lubrication; (p = 0.003), and satisfaction (p =
0,012), decrease in pain levels (p = 0.014) were found, no difference in orgasm score was found (p = 0.067).

Married women showed better sexual functioning than singles both preoperatively (23.8 + 10.2 vs. 16.9 + 14.3, p = 0.038) and
postoperatively (27.9+7.1vs.21.2+12.4, p=0.015)

Postoperative FSFI scores were found to be increased in patients with better sexual function and lower BMI initially

Significant increases in total sexual function (P = 0.04) were observed at the end of 1 year, but no significant differences between 1st and
2 years were observed(p = 0.59). But total sexual function was found to be increased significantly at the end of 2™ year compared to
baseline (p = 0.002).

Desire significant increase at the end of 1* and 2 years (p <0.001);

Arousal, significant increase only at the end of 2 year (p <0.01)

Lubrication significant increase only at the end of 2nd year (p = 0.045)

Orgasm increased over time but not statistically significant.

Satisfaction significant increase at the end of 1" and 2" years (p <0.001), no significant differences in the last year (p = 0.98).

Pain no significant differences at the end of 1% year (p <0.54), at the end of 2™ year (p = 0.23) and in the last year (p = 0.81).

According to IWQOL-Lite score sexual life improved significantly at the end of 1% and 2 years (p <0.001). No significant differences were
seen in the last year (p>0.99).

« Estradiol levels significantly decreased at the end of 1" and 2 years (P = 0.01), no significant differences were observed between the 1%
and 2" years

« TT levels significantly decreased at the end of the 1% and 2" years (p <0.001), and between the 1% and 2 years (p = 0.02)

« FSH levels significantly increased at the end of the 1% and 2™ years (p <0.001) and between the 1 and 2" years (p = 0.01)

« LH levels significantly increased at the end of the 1 * year (p = 0.01) and 2" year (p <0.001), no significant differences were seen between
the 1% and 2™ years

« SHBG levels significantly increased at the end of the 1¥ and 2 years (p <0.001), no significant differences were seen between the 1% and
2" years

* DHEA-S levels significantly decreased at the end of the 2 year, no significant differences were seen at the end of the 1% year and between
the 1% and 2™ years

A 28% increase was seen in female sexual function at the end of the 1% year (P = 0.02).
The biggest increases were seen in sexual desire and arousal.

* SHBG increased in the first month (P <0.001)

* Testosterone decreased in the first 3 months (P = 0.002)

 Estrogen decreased only after the 6™ month (P = 0.03)

* No significant differences were seen in progesterone levels

Bariatric surgery is an effective
method for  weight loss,
prevention of depressive
symptoms, and improving sexual
function in obese women.

Significant increases in total
sexual functions, sex hormones
and psychosocial conditions in
women after bariatric surgery.

Bariatric surgery leads to an
increase in sexual functions of
women.
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Olivera et al. (2012)
(22)

Bond et al. (2011)
(16)

Efthymiou et al.
(2015) (12)

Mora et al. (2013)
(7)

Reis et al. (2010)
(18)

LAGB

RYGB

SG

RYGB

BPD-RYR

GB

Preoperatively and an
average of 3,15 years
after the surgery/ FSFI,
PISQ-12

Preoperatively and 6
months after  the
surgery/ FSFI

Preoperatively and, 1
monthh, 6 months, and
1 year after the surgery/
FSFI,

IIEF
Preoperatively and
postoperative first year/
IIEF,

Venous blood test

4 months before and
immediately before the

surgery and
postoperative 20"
month / lIEF-5,

Blood tests

Baseline: Mean+SD
17.70+8.3 (FSFI)
35.78+6.06(P1SQ-12)

3.15 years after( 2.76 —
3.83) MeantSD
16.91+9.7(FSFI)
38.2246.03(PISQ-12)

Baseline
Mean+SD
24.0+6.3

6 months after
Mean + SD
29.4+43

Baseline Meant SD/1 year
after Mean+ SD

FSFI Total

21.72+10.18

/27.7248.06

IIEF Total 43.69/61.28
Erectile function
18.63+9.63/ 24.85+8.17
Orgasm function
8.33+2.64/ 8.59+2.90
Desire 6.29+2.27/

8.18+1.92

Intercourse  satisfaction
5.1545.26 / 11.07+4.51
Total satisfaction

5.29+2.91/ 8.59+1.32
Baseline Mean +SD

54.85 + 16.59
Postoperative rt year
Mean +SD

61.21 + 14.10

Fro group A:

At the time of surgery
MeanzSD

20.1+£5.0

Postoperative 20" month
Mean (SD)

23.0+23

For group B:

At the time of surgery
MeanzSD

17.1+8.0

Postoperative 20th month
MeanzSD

17.3£6.7

Basal FSFI scores were initially low and did not increase despite weight loss

PISQ-12 scores (developed specially for only patients with urinary incontinence and pelvic organ prolapse) increased (p = 0.0193). This
situation was thought to develop secondary to improvement in urinary incontinence considered.

No significant differences were found in the comparison of preoperative and postoperative FSFI, sexual desire, arousal, lubrication, orgasm,
satisfaction, and pain scores (p> 0.05).

FSFI scores <26.55 have been evaluated as sexual dysfunction, according to this 63% of patients had sexual dysfunction in the preoperative
period while this ratio had declined to 22.2% in the postoperative evaluation. Therefore sexual dysfunction improved in 68% of all patients
after the surgery

The degree of sexual dysfunction in women found to be decreased within 6 months.

Being young, being married has been found effective in improvement of postoperative and preoperative sexual function A control group was
formed by using the data in the study of Rosen at al. and was compared to study group. Significant differences were found between all
subscales of FSFI scores in preoperative comparison (p> 0.20) and similar results were found in postoperative comparison except desire and
lubrication (p <0.05).

Means and standard deviations for controls are derived from Rosen et al. (2000).

The increases of sexual function was similar when analyzed according to different types of surgery, although postoperative weight loss was
different

Significant increases have been found in FSFI (p = 0.001)and IIEF (P <0.001) scores after bariatric surgery

Significant increases have been found in total FSFI, sexual desire, arousal, lubrication, orgasm, satisfaction, and pain scores at the end of the
first year postoperatively (p <0.05).

Lubrication: after decreasing during the 1* month postoperatively (p <0.001) started to increase and reached a maximum level 1 year later
(p = 0.04).

Orgasm: similarly after significantly decreasing in the 1% month postoperatively, increased significantly 6 months after the surgery.
Satisfaction: the decrease was not significant in the 1% month postoperatively (p = 0.246), increased in 6" month postoperatively compared
to preoperative scores (p <0.001), whereas it remained stable between 6" and 12" months postoperatively (p = 0.999).

Arousal after decreasing at the end of 1st month postoperatively (p <0.001), increased significantly compared to the preoperative scores (p =
0.02) and it was found to continue increasing in the in the evaluation at the end of the 1% year (p = 0.004).

The IIEF scale, erectile function, desire, intercourse satisfaction and total satisfaction have been found to increase significantly at the end of
the 1% year (p <0.05).

Orgasm decreased significantly after the 1° month postoperatively (p = 0.031), but increased significantly after 6 months (p = 0.024).
However, no significant differences were observed at the end of the first year (p> 0.05).

Bariatric surgery has been found to be effective in improving sexual functions as well as losing weight improvement (p <0.01)

IIEF total score (p = 0.006), erectile function (p = 0.002), overall satisfaction (p = 0.047), and sexual desire (p = 0.013) increased in the 1%
year.

But no significant changes were observed in intercourse satisfaction (p = 0.083) and orgasmic function (p = 0.843).

* Gonadal hormones, TT, SHGB, FT, FSH, and bioavailable testosterone levels increased (p <0.001);

* No significant changes were observed in estrogen levels (p = 0.200)

* Significant decreases in prolactin levels were observed (p = 0.019).

1IEF-5 scores (p = 0.0469) and sexual functions increased significantly 20 months after bariatric surgery compared to preoperative values

* TT and FSH levels increased (p = 0.0349 and 0.0025 respectively)

* PRL levels decreased (p <0.0001)

* In the comparison of groups A and B IIEF-5, TT and FT levels were found to be significantly increased (p = 0.0224, 0.0043 and 0.0149,
respectively), no significant changes were observed in prolactin levels in the 20" month postoperatively

No improvement was seen in
sexual function according to FSFI
scale whereas an increase was
seen according to PISQ-12 scale
after bariatric surgery.

Bariatric surgery increases the
quality of life because it
improves urinary incontinence.

It has been shown that sexual
function disorders improved
significantly in women in six
months postoperatively.

Significant decreases in BMI and
increases in sexual functions
have been observed after
bariatric surgery.

Bariatric surgery has beneficial
effects on sex hormones and
sexual functions.

Bariatric surgery is much more
effective than modification of
lifestyle for losing weight
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Legro et al. (2015) RYGB
(19)

Dallal et al. (2008) GB
(11)

Preoperatively and
1,3,6, and 12 months
after  the  surgery/
SHIM=IIEF-5,

Fasting blood tests

Preoperatively (30- 90
days) and at least 6
months after the
surgery/ BSFI

Baseline Mean+SD
13.5+8.9

Postoperative 12" month
MeanSD
18.0+8.4

Baseline Meant SD/ at
least 6 months after the

surgery Mean+ SD

sexual drive 3.9¢
0.3/5.3£0.3

erectile function
6.410.5/8.9+0.5
ejaculatory function

4.9+0.4/6.310.4

problem assessment 7.4
40.5/9.6 £0.5

sexual satisfaction
1.6£0.2/2.3+0.2

Male erectile function was found to be tending to develop for 12 months after surgery.

* Serum TT levels increased significantly in 1st and 6™ months when compared to the initial values (P = 0.01).
* SHBG levels increased at all time points in postoperative measurements (P <0.01 to P = 0.02).

* No significant differences were observed in postoperative serum estradiol levels

In morbidly obese patients the degree of preoperative sexual dysfunction levels were found to be significantly higher in all subscales when
compared to reference values (normal control group) (p <0.001).

Sexual scores were found to be decreased as body weight increased

In the comparison of the scale scores in the postoperative period with normal control group it has been found that all scores approximate
each other except overall sexual satisfaction and ejaculatory function scores in patients between 60 and 69 years of age.

Significant increases were observed in all subscales (sexual drive, erectile function, ejaculatory function, problem assessment, sexual
satisfaction) in the postoperative evaluation when compared to preoperative values (p <0.01).

Bariatric surgery affects male
sexual hormones and erectile
function positively

Bariatric surgery has a lowering
effect in level of sexual
dysfunction, in men

BPD-RYR: Biliopancreatic diversion with Roux-en-Y reconstruction, FSFI: The Female Sexual Function Index, FSH: follicle-stimulating hormone , FT: Free testosterone, GB: gastric bypass, IIEF: International Index of Erectile Function, IIEF-5:International Index of Erectile Function- 5, IWQOL-

Lite :The

Impact of Weight on

Quality

of Life-Lite, LAGB:

Laparoscopic

adjustable gastric banding, DHEA-S: dehydroepiandrosterone sulfate, LH: luteinizing

hormone,

PISQ-12: Pelvic organ
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Five studies included a total of 192 male
patients, except 10 patients allocated in the
control group 182 patients underwent bariatric
surgery. In one of two studies using IIEF scale
the average total 1IEF score was reported to be
54.85 £ 16:59 (7), the other study did not
reported the total score (12), both studies
reported significant increase in the total 11EF
score at the end of the first year of the surgery
(p = 0.006, p < 0.001, respectively). IIEF-5
scale was used in two studies in the review (18,
19). Mean preoperative IIEF-5 scores were
found to be 20.1 +5.0 (18) and 13.5+ 8.9 (19)
and mean scores in postoperative 20th month
were 23.0 £ 2.3 and 18.0 = 84 (19)
respectively.

In one study, using BSFI scale, it was found
that scores of subscales of sexual drive was 3.9
+ 0.3, erectile function 6.4 + 0.5, ejaculatory
function 4.9 + 0.4, problem assessment 7.4 =+
0.5, and sexual satisfaction 1.6 = 0.2
preoperatively and sexual drive was 5.3 = 0.3,
erectile function 8.9 + (.5, ejaculatory function
6.3 + 0.4, problem assessment 9.6 + 0.5, and
sexual satisfaction 2.3 = 0.2 at least 6 months
after the operation; the scores of all subscales
were found to increase  significantly
postoperatively (p < 0.01). The levels of
preoperative sexual dysfunction in morbidly
obese patients has been compared with
reference values obtained from normal subjects
and were found to be significantly higher (p <
0.001); it has been reported that the sexual
dysfunction increases as body weight
increases. In patients between the ages of 60
and 69, the scores of all subscales except
overall sexual satisfaction and ejaculatory
function have been found to approximate each
other (11).

Results Regarding Hormone Levels

In two studies, hormone levels have been
evaluated in female patients (8, 17). In the
study of Sarwer et al (2014) estradiol, TT (total
testosterone), FSH (follicle-stimulating
hormone), LH (luteinizing hormone), SHBG
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(serum sex hormone-binding globulin), and
DHEA-S (dehydroepiandrosterone  sulfate)
levels of female patients were evaluated. It has
been found that estradiol (p = 0.01) and TT (p
< 0.001) levels decrease significantly at the
end of 1 and 2" years when compared to
preoperative levels; estradiol levels did not
change significantly between the 1st and 2™
years, while TT levels continued decreasing (p
= 0.02). SHBG (p < 0.001), FSH (p < 0.001),
and LH (p = 0.01) levels were found to
increase significantly, FSH levels continued
increasing, and SHBG and LH levels did not
change significantly at the end of the 1% and
2" years. It has been reported that DHEA-S
levels decreased significantly at the end of the
2" year when compared to initial levels and no
significant differences were observerd at the
end of the 1st year and between the first and
second years (8). Legro et al (2012) in their
study, reported that SHBG levels increased
during the first month (p <0.001), testosterone
levels decreased in the 3rd month (p = 0.002),
estrogen levels decreased in 6th month (p =
0.03), and progesterone levels did not change
significantly (17).

In three studies conducted on male patients
investigated hormone levels (3) (18) (19). In
the first study it has been reported that gonadal
hormones TT, SHGB, FT, FSH, and bio-
available testosterone levels increased (p <
0.001), estrogen levels did not change
significantly (p = 0.200), and prolactin levels
decreased significantly (p = 0.019) after
bariatric surgery (3). In the second study it has
been reported that TT and FSH levels
increased (p = 0.0349 and 0.0025 respectively)
and PRL levels decreased significantly in the
20th month postoperatively (p < 0.0001) when
compared to the preoperative levels; in the
comparison of the patients undergoing surgery
and the control group it has been found that
TT and FT levels increased significantly (p =
0.0224, 0.0043 and 0.0149) and there were no
significant changes in prolactin levels in the
20th month postoperatively (18). In the third
study it has been reported that serum TT levels
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increased significantly in the first and sixth
months (p = 0.01), SHBG levels increased at
all time points of postoperative measurement
(p < 0.01 to p = 0.02), there was no significant
change in serum estradiol levels (19).

Discussion

It has been suggested that the changes in
reproductive hormones, as well as co-
morbidities such as physical limitations,
impaired body image, and depression caused
by obesity may lead to sexual dysfunction (23,
24). Several studies supporting that obesity
may lead to sexual dysfunction are available in
the literature (10, 11, 16, 24, 25). Sexual
dysfunction is one of the important factors
which reduce patient's quality of life (11, 25).
Bariatric surgery have often been resorted to
improve  obesity and  obesity-related
complications (8, 10, 26). On the other hand
rapid loss of weight after bariatric surgery may
lead to deteriorated sexual activity due to
nutritional deficiency and physical defects
such as sagging breasts and wrinkled skin (10).
In this review we found that bariatric surgery
affects sexuality and sex hormones positively
both in men and women.

In this review, in one of the five studies
examining woman sexual functions by using
FSFI scale alone, it has been shown that sexual
functions deteriorated in the first month
postoperatively (12); and in one study it has
been shown that sexual function did not
change in an average of 3.15 (2.76-3.83) years
postoperatively, while it has been shown to
increase over time in all evaluations in other
times (8, 12, 15, 11, 17). The increase of
sexuality may be related to resolvement of the
physical problms. Kinzl et al (2001) in their
study found that more than half of obese
women experience problems such as lack of
sexual desire (11.2%), wvery rare sexual
intercourse or escape from sexuality (23.3%),
and constrainment in sexual intercourse due to
physical problems (11.0%) (10). In the study
that used both FSFI and PISQ-12 scales, it is
reported that sexual functions did not change
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according to the FSFI scale but PISQ-12 score
was increased postoperatively. The increase of
PISQ-12 score was suggested to be due to
improvement of urinary incontinence (22). In a
study supporting this opinion, it has been
shown that genital prolapse rate is higher in
patients with higher BMI and these patients
have been staying away from sexual
intercourse due to fear of incontinence during
sexual intercourse (27). Obesity-induced
sexual dysfunction may also occur due to
changes in reproductive hormone levels (23).
Obesity-induced hormonal changes in women
often include increase in androgen hormones
and estradiol and decrease in sex hormone
binding globulin (SHBG) (2, 28). In one study
in this review, it has been shown that estradiol
and TT (total testosterone) levels decreased in
the 1% and 2™  years and
dehydroepiandrosterone  sulfate (DHEA-S)
levels decreased at the end of 2™ year
postoperatively,  while  FSH (follicle
stimulating hormone) and SHBG levels
increased (8). In another study in this review, it
has been shown that SHBG levels increased in
the first month, testosterone levels decreased
in the first 3 months, and estrogen levels
decreased in the 6th month, postoperatively,
whereas progesterone levels did not change
(17). These results indicate that postoperative
hormonal changes in women are in a positive
direction and may affect sexuality positively. It
was shown that patients’ quality of life,
psychological status, body image, and self-
esteem have been improved after bariatric
surgery (29). In this review two of the studies
suggested that depressive symptoms improved
in women after bariatric surgery (8, 15). We
suggest that these changes may affect sexuality
positively. On the other hand rapid loss of
weight after bariatric surgery may lead to both
positive and negative effects on sexuality. In a
study it has been found that in half of female
patients sexual activity improved due to
increased self confidence after bariatric
surgery, increased libido as a result of good
assessment of the body and increased physical
activity and in the other half of the patients
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sexual activity deteriorated due to nutritional
deficiency and physical defects such as
sagging breasts and wrinkled skin (11). In this
review none of the studies evaluated these
negative effects of bariatric surgery.

In this review all studies investigating
sexual functions in men by using different
scales, reported an overall increase in sexual
function (7, 11, 12, 18, 19). Other studies
evaluating sexual life according to quality of
life scale rather than using a sexual function
scale directly, similarly reported that sexual
functions have improved (30, 31). There is a
negative correlation between increased BMI
and testosterone levels and sexual function (2).
Reduction of testosterone and SHBG levels
and increase of estradiol levels are expected,
due to obesity (23, 24). In addition,
suppression of secretion of SHBG in the liver
and conversion of testosterone into estradiol in
adipose tissues as a result of developing
hyperinsulinism due to increase of body weight
also adversely affect the sexual functions (2).
In a meta-analysis it has been found that,
SHBG, LH, FSH, and free and bound
testosterone levels increased, and estrogen
levels decreased due to weight loss in men
after bariatric surgery (6). In another study,
increased prolactin and decreased testosterone
levels have been associated with decreases in
sexual arousal (32). In this review it has been
found that lelves of SHBG (7), TT (7, 18, 19),
FSH (7, 18), and FT (7), increased and levels
of prolactin decreased (7, 18), whereas there
was no significant changes in estrogen levels
(7, 19) after bariatric surgery. These results
indicate that postoperative hormonal changes
in men are in a positive direction.

Conclusion

In this review, investigated the effects of
bariatric surgery on sexual function, we found
that bariatric surgery leads to effective weight
loss as well as improved sexual functions.
Besides physical effects such as improved
body image and increased physical activity,
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also physiological changes like improvement
of reproductive hormone levels are thought to
be the main causes of improvement of sexual
functions and life quality after weight loss.

Limitations

This review has some limitations. Looking
for the studies conducted on both women and
men and limiting time span for the scanning
between 2004 and 2015 has limited the number
of studies for both groups. Therefore, reviews
screening women and men individually and
enlarging the time span will provide access to
more number of studies and will yield more
reliable results.

The availability of different scales for
women and men and many different scales for
each  gender prevented to  produce
homogeneous results. Although the scores of
the scales have been given quantitatively, a
meta-analysis was not possible due to lack of
homogeneity.
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0z

63 yasinda erkek hasta yaklasik bir haftadir olan karin agrisi
sikayeti ile basvurdu.Yapilan fizik muayenede sag alt kadranda
minimal hassasiyet ve laboratuvar incelemesinde I6kosit degeri
normal olarak saptandi. Klinik takibinde problemi olmayan hasta
medikal tedavi ile taburcu edildi. Taburculugu takiben bir hafta
icinde gekilen kontrol bilgisayarli tomografide apendiks duvari
hafif kalin, apendiksin gekuma agildig1 alanda slpheli kalinlagma
izlenmesi lzerine plastrone apandisit suphesi ile sefuroksim
aksetil ve ornidazol antibiyoterapisi diizenlenerek yaklasik alti
hafta sonra laparoskopik apendektomi yapildi. Postoperatif
ikinci guin oral alimi takiben klinik problemi olmamasi lzerine
taburcu edildi. Patoloji néroma, fibroz obliterasyon olarak
bildirildi. Apendiks mukozal bariyeri bir kez bozuldugunda,
apendiks duvarinda sekonder infeksiyona bagl bakteri
invazyonu ve inflamasyonu baslar. Antibiyotiklerin
uygulamasiyla inflamasyon kontrol altina alinabilir, mukoza
tamiri  olur ve apendektomi yapimadan iyilesme ile
sonuglanabilir.

Ayrica plastron gelisimi, organizmanin enflamasyonu kendi
imkanlari ile sinirlandigi gosterir. Gecikmis plastron apandisitli
hastalar yogun antibiyotik ve destek tedavisi ile yakin takipte
tutulabilirler. Akut dénem atlatidiginda 6-8 hafta sonra elektif
kosullarda apendektomi yapilir. Cok nadir olarak, apendiksin
stromasinda bulunan néroendokrin hiicrelerinin proliferasyonu
ve bunun sonucunda da noral dokuda hiperplazinin tetiklendigi
apendiks néromasi olusmaktadir.

Oblitere apendikste,tekrarlayan kuguk iltihabi ataklarin
apendiksin stromasinda bulunan néroendokrin hiicrelerinin
proliferasyonuna neden olarak apandisit tablosuna yol agtig
one slrlilmektedir. Bu olgu sunumu laparoskopik apendektomi
ile tedavi edilen bir apendiks néroma tanimlamaktadir.

Anahtar Kelimeler: plastron apandisit, n6roma, laparoskopi
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ABSTRACT

63-year-old male patient with one week abdominal pain had
minimal tenderness in the right lower quadrant. His complaint
with the laboratory examination had revealed normal leukocyte
value. During the clinical follow-up the patient was discharged
with medical therapy. After a week following discharge computed
tomography was determained that he had a thick appendix and
cecum with clinically suspect of plastron appendicitis. The
ornidazol and cefuroxime axetil were taken around six weeks.
Consequently after the medication, laparoscopic appendectomy
was performed. Postoperatif second day he was discharged on
the lack of clinical problems following oral intake. Pathology
reported neuroma obliteration as fibrosis. Mucosal barrier is
disrupted once again when the appendix wall in secondary
infections due to the bacterial invasion and inflammation.

The inflammation can be controlled with the application of
antibiotics, may result in mucosal healing and repair without an
appendectomy. In addition, development of the plastron shows
inflammation of the organism is limited by their own means.
Delayed plastron appendicitis patients are kept in close follow-up
and support with intensive antibiotic therapy. When the acute
period established the elective appendectomy could be
performed after 6-8 weeks. Very rarely, appendix proliferation of
neuroendocrine cells in the stroma

As a result of the triggering of the appendix , it consists of
neural hyperplasia. Obliterated in the appendix, a small appendix
of recurrent inflammatory attacks causing proliferation of
neuroendocrine cells in the stroma has been suggested to lead to
appendicitis. This case report describes an appendix neuroma
treated with laparoscopic appendectomy.
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Girig

Norojenik apendikopati, apendiks néroma
ya da apendiksin nérojendz hiperplazisi olarak
da adlandirilan patoloji, néral dokunun
proliferasyonu sonucu apendiks |imeninin
obliterasyonuyla karakterize bir durum olarak
Masson ve Maresch tarafindan ilk kez 1921
yilinda tanimlanmistir(1,2). Apendiks néroma,
apendiksin mukoza ve submukozasinda, yamall
kronik inflamasyon ve lenfoid agregatlarla
birlikte  noéral proliferasyonun  olusumu
seklinde histopatolojik bulgular verir(3). Bu
patolojik slreclerin sonucunda ise genellikle
sag alt kadran agrisi gibi akut apendisit klinigini
taklit eden semptomlar ortaya c¢ikar. Ayni
zamanda cerrahi midahale 6ncesi norojenik
apendektomi tanisini dislindlren, belirlenmis
bilgisayarl tomografi (BT) kriterleri yoktur (4).

Biz bu makalede, sag alt kadrana lokalize
minimal hassasiyeti olan ve laparoskopik
apendektomi materyali apendiks néroma (AN)
olarak  sonuclanan  plastrone apandisit
dislindiglimiz olgumuzu bildiriyoruz.

Olgu

64 Yasinda erkek hasta, bir haftadir siiren
karin  agrnisi  sikayetiyle genel cerrahi
poliklinigine basvurdu. Ozgecmisinde koroner
arter hastaligi disinda baska bir tibbi ya da
cerrahi hastalig yoktu.

Yapilan fizik muayenede, sag alt kadranda
minimal hassasiyeti mevcut iken, defansi ve
reboundu yoktu. Laboratuvar incelemesinde,
|6kosit degeri normal sinirda saptandi. Cekilen
abdominal ultrasonografisinde sag bobrek orta
zonda basit kist varhgi disinda herhangi bir
patoloji izlenmedi. Hasta bir sire klinik
gozleme alindi. Takibi siresince bir sikayeti
olmadigl icin medikal tedavi; sefuroksim
aksetil ve ornidazol antibiyoterapisi
duzenlenerek taburcu edildi.

Taburculugu sirasinda bir hafta sonra klinik
durumunun kontrol edilmesi amagli
poliklinigimize ¢agrildi. Geldiginde hastanin
sag alt kadraninda devam eden minimal
hassiyetinin olmasi Uzerine, kontrastl batin
bilgisayarli tomografi (BT) goriintilemesi
istendi. Hastanin radyoloji tarafindan batin BT
gorintilemesi; apendiks duvari hafif kalin ve
apendiksin ¢ekuma acildigi alanda sipheli
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kalinlasma izlendigi, seklinde yorumlanmasi
uzerine hastada ilk olarak neoplazi disinda,
olasi plastrone apendisit hali distnildd.
Hastaya sefuroksim aksetil ve ornidazol
antibiyoterapisi dizenlendi. Yaklasik 6 hafta
sonrasinda laparoskopik apendektomi yapildi.
Postoperatif ikinci glin oral alimi takiben klinik
bir problemi olmamasi lizerine hasta taburcu
edildi.

Hasta  kontrole  c¢agrildiginda  klinik
durumunun tamamen dizeldigi gozlendi.
Spesimen, immunohistokimyasal olarak S-100
pozitif boyanmis ve apendiks néroma (fibroz
obliterasyon) olarak raporlanmistir. Apendiks
enflamasyonu varlginda, apendiks mukozal
bariyeri bir kez bozuldugunda, apendiks
duvarida sekonder enfeksiyona bagli bakteri
invazyonu ve enflamasyon baglar.
Antibiyotiklerin uygulamasiyla enflamasyon
kontrol altina alinabilir, mukoza tamiri olur ve
apendektomi  yapilmadan iyilesme ile
sonuglanabilir.  Ayrica plastrone gelisimi,
organizmanin enflamasyonu kendi imkanlari
ile sinirlandig gosterir. Gecikmis plastrone
apandisitli hastalar yogun antibiyotik ve destek
tedavisi ile yakin takipte tutulabilirler. Akut
donem atlatildiginda 6-8 hafta sonra elektif
kosullarda apendektomi vyapilir. Cok nadir
olarak, apendiksin stromasinda bulunan
néroendokrin hicrelerinin proliferasyonu ve
bunun  sonucunda da noéral dokuda
hiperplazinin tetiklendigi apendiks néromasi
olusmaktadir. Oblitere apendikste, tekrarlayan
klcuk iltihabi ataklarin apendiksin stromasinda
bulunan néroendokrin hiicrelerinin
proliferasyonuna neden olarak apandisit
tablosuna yol actigi 6ne siiriilmektedir. Bu olgu
sunumu laparoskopik apendektomi ile tedavi
edilen plastrone apandisit dusindlen bir
apendiks noroma tanimlamaktadir.

Tartisma ve Sonug

Bu makale, sag alt kadran agrisiyla
basvuran, fizik muayenesinde kesin olarak akut
apendisit klinigi yoniinde dislinlilmeyen ve
plastrone apandisit ilk akla gelen neoplazinin
ekarte edilemedigi bir apendiks noéroma
olgusunu bildirmektedir.

Apendiks néromanin tam olarak patogenezi
anlasilamamistir  (5). Di Sebastiano ve
arkadaslarn apendikste sinir fibrillerinin ve
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immun hicrelerin etkilesimini gostererek bu
durumu  ‘néroimmun  apandisit’  olarak
adlandirmiglar  ve  hastalarinda  spastik
kontraksiyonlara ve agriya neden olan temel
mediyatorlerin  substans P ve vazoaktif
intestinal peptid oldugunu tespit etmislerdir
(6). Partecke ve arkadaslari ise 2013 yilinda
yayinladiklari arastirmalarinda, apendikopati
duslindikleri ve baska bir nedenle
apendektomi yaptiklari hastalarda kontrol
grubuyla karsilastirdiklarinda, bu hastalarin
spesimenlerinde substans P ve vazoaktif
intestinal peptid artisini goésterememislerdir
(7). Literatlire bakildiginda en son 2016 yilinda,
CD34 pozitif stromal hicrelerin/telositlerin
hiperplazisinin apendiks néromalariyla iliskili
oldugu  bulunmustur. Bu hicrelerin
hiperplazisi; bulunduklari dokularda
inflamatuar, dejeneratif, reaktif ve timoral
sireclerde oldugu kadar ayni zamanda miksoid
ve Odematdz degisiklerden de sorumlu
tutulmaktadir (8).

Cerrahi 6ncesinde, apendiks néroma
tanisini koyabilmek igin kesin kriterler yoktur.
Taniya yonelik yapilan goriintlileme sonuclari
da bazen yaniltici olabilmektedir. Tatetawa ve
arkadaslarinin makalelerinde sunmus olduklari
2 olguda da cerrahi 6ncesi BT bulgulariyla
apendicekal kalinlasma ve apendiks duvarinda
trilaminar yapl gbzlenmesi Gzerine
hastalarinda timor olabilecegi  yoniinde
disinmusler; fakat apendektomi sonrasi her
iki hastaya da apendiks noéroma tanisi
koyulmustur.  Apendiks  néromanin BT
bulgularini, anlamli inflamatuvar degisiklik
olmaksizin apendiks duvar kalinlasmasi ve
dilatasyonu olarak raporlamislardir (4).

Klinik olarak apendiks néromalari kronik
intermittan sag alt kadran agrisiyla da gelebilir
hatta bu durumun raporlanan bir hastada
crohn hastaligiyla karisarak ge¢ tani ve
tedaviye neden oldugu gorilmdistar. Bu tip,
sag alt kadranda kronik agrilari olup
actklanamayan hastalara, tani ve tedaviye
yonelik laparotomi yapilmasi sonucunda
hastalarin bulgularinin geriledigi de
bildirilmistir (9).

Apendiks néromanin spesifik bir klinik
semptomu ve apendiks néromayil
tanimlayabilecek goriintlileme kriterleri hentiz
yoktur. O nedenle; rekiirren sag alt kadran
agrisi, plastrone veya akut apendisit bulgulari

Altinel et al.

olan olgularda apendektomi yapilmasini
Oneriyoruz. Ayni zamanda apendektomi
yapiimadigl takdirde dogabilecek sorunlar
bugiin icin bilinmemektedir.
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