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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 g¢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 igin 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 kaynagmin 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.
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Etik Sorumluluk

Hastalarin  gizlilik haklarma saygi gosterilmeli,
aydmlatilmis onamlart mutlaka alinmali, aydinlatilmis
onam ile Etik Kurul onay1 alindig1 bilimsel yazinin ig¢inde
belirtilmelidir. Fotograflarda yiizii belli olan hastalardan
yazili izin almmali ve Dergi Editorliigline 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 {iriin,
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
http://my.ejmanager.com/jcm/adresine génderilir.

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

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 soézciigii agsmayan ve bes
kaynak ile bir tablo veya sekil igerecek 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 yayinlanmasi istenilen yazi igin asagidaki
kurallara uyulmalidir.

a) Yazi; iki satir aralikli olarak, Arial 10 punto ile
yazilmalidir. b) Sayfalar baglik sayfasindan baglamak
iizere, sag list kdsesinde numaralandirilmalidir.

¢) Online makale sistemine yiiklenen word dosyasinin
baslik sayfasinda (makalenin adini 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 Bashk
Sayfasi, Oz, Abstract, Anahtar Sozciikler, Keywords,
Girig, Gere¢ ve Yontem, Bulgular, Tartisma, Sonug,
Aciklamalar (varsa), Kaynaklar, Sekil Alt Yazilari,
Tablolar (bagliklar1 ve agiklamalartyla beraber), Ekler
(varsa).

Yazinin Bashgi

Kisa, kolay anlagilir ve yazmmin 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 kullanilmamalidur.
Editore mektup igin 6zet gerekmemektedir.

Anahtar Soézciikler

Tiitkge Oz ve Ingilizce Abstract béliimiiniin sonunda,
Anahtar Sozciikler ve Keywords basligr altinda, bilimsel
yazinin ana bagliklarin1 yakalayan, Index Medicus



http://dergipark.gov.tr/uploads/files/6da6/237c/bd9a/570b4a89e63be.pdf
http://www.icmje.org/
http://my.ejmanager.com/jcm/

<> cNGDNAS TIP DERGISI

% Journal of Contemporary
Medicine

ISSN: 2146-4189

Medical Subject Headings (MeSH)’e uygun olarak
yazilmis en fazla bes anahtar sozciik olmalidir. Anahtar

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

Metin

Yazi metni, yazinin tiiriine 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 olmasin1 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 numaralandirilmalidir.
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. Kisaltilmis
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 numarasi mutlaka
yazilmalidir.

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

Dergilerdeki yazilar:

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 say1 (Supplement:

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

Heniiz yayinlanmamis 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

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

Ornek 2: Siimbiiloglu K, Akdag B. Regresyon Yontemleri
ve Korelasyon Analizi. Hatiboglu Yaymevi: 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/AJN/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]. Awvailable from: www.cancer-
pain.org

Yazar olarak bir kurulus:

The Intensive Care Society of Australia and New Zealand.
Mechanical ventilation strategy in ARDS: Guidelines. Int

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

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 ayri birer .jpg veya .gif dosyas: 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 icinde
gosterilmelidir.

Sekil Alt Yazilar:

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

Olciimler ve Kisaltmalar

Tim oOl¢imler metrik sisteme (Uluslararast Birimler
Sistemi, SI) gore yazilmalidir. Ornek: mg/kg, pg/kg, mL,
mL/kg, mL/kg/h, mL/kg/min, L/min, mmHg, vb.
Olgiimler ve istatistiksel veriler, ciimle basinda
olmadiklart siirece rakamla belirtilmelidir. Herhangi bir
birimi ifade etmeyen ve dokuzdan kiigiik sayilar yaz ile
yazilmalidir.

Metin icindeki kisaltmalar, ilk kullanildiklar1 yerde
parantez iginde acgiklanmalidir. Bazi sik kullanilan
kisaltmalar; iv, im, po ve sc seklinde yazilabilir.

flaglarin yaziminda jenerik isimleri kullanilmahdir.

iletisim

Dog. Dr. Resul YILMAZ

Gaziosmanpasa Universitesi, Tip Fakiiltesi Saglik
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
- Tiirkge ve Ingilizce bashk , - Tiirkce ve Ingilizce 6zet
- Tiirkge ve Ingilizce anahtar szciikler (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
requires acknowledgement of any potential conflicts of
interest. This should involve acknowledgement of grants
and other sources of funds that support reported research
and a declaration of any relevant industrial links or
affiliations that the authors may have.

TYPES OF MANUSCRIPT

Manuscripts  should be submitted online via
http://my.ejmanager.com/jcm/

Original Articles should not exceed 3000 words and
should be arranged under the headings of Abstract (not
more than 250 words), Introduction, Materials and
Methods, Results, Discussion, Conclusion and
References.

Case Reports should not exceed 1000 words and 10
references, and should be arranged as follows: Abstract,
Introduction, Case Report, Discussion and References. It
may be accompanied by only one figure or table.

Letter to the Editor should not exceed 500 words. Short
relevant comments on medical and scientific issues,
particularly controversies, having no more than five
references and one table or figure are encouraged. Where
letters refer to an earlier published paper, authors will be
offered right of reply.

Reviews are not accepted unless written on the
invitation of the Editorial Board.

PREPARATION OF MANUSCRIPTS

All articles submitted to the Journal must comply with
the following instructions:

a) Submissions should be doubled-spaced and typed in
Arial 10 points.

b) All pages should be numbered consecutively in the
top right-hand corner, beginning with the title page.

c) The title page should not include the names and
institutions of the authors.

d) The manuscript should be presented in the following
order: Title page, Abstract (English, Turkish), Keywords
(English, Turkish), Introduction, Materials and Methods,
Results, Discussion, Conclusion, Acknowledgements (if
present), References, Figure Legends, Tables (each table,
complete with title and foot-notes, on a separate page)
and Appendices (if present) presented each on a separate

page.

Title
The title should be short, easy to understand and must
define the contents of the article.

Abstract

Abstract should be in both English and Turkish and
should consist “Aim, Materials and Methods, Results and
Conclusion”. The purpose of the study, the setting for the
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Low plasminogen activator inhibitor-1 levels in thyroid carcinoma: uPA/PAI-1
paradox in cancer proggression

Tiroid kanserinde diisiik plazminojen aktivator inhibitor-1 diizeyleri: Kanser
gelisiminde uPA/PAI-1 paradoksu
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Amag: Plazminojen aktivator inhibitor-1 (PAI-1) hiicre migrasyon
ve apoptozisinin glgli inhibitérudir. Cogu kanser tirinde ylksek
PAI-1 dizeyleri tespit edilmistir. Bir ¢ok ¢alismada tiroid
kanserlerinde artmis PAI-1 ekspresyonu ve bunun koétu klinik
sonuglarla iligkili oldugu gosterilmistir. Bu ¢alismada papiller tiroid
kanserlerinde(PTK) serum PAI-1 diizeylerini ve bunun PTK gelisimi ve
boyutu lzerine etkisini arastirmak amaglanmigstir.

Materyal ve Metod: Elli dort papiller tiroid kanser hastasi (7
erkek, 47 kadin) ve 24 saghkl kontrol (6 erkek, 18 kadin) galismaya
dahil  edilmistir. Gruplar  dermografik, antropometrik ve
biyokimyasal veriler ile serum PAI-1 dizeyleri agisindan
karsilagtiriimistir. Serum PAI-1 enzim-bagl
immiinabsorban kit (ELIZA) ile galisiimistir.

Results: Ortalama yas PTK ve kontrol grubunda benzerdi (42.4 +
10.1 ile 42.5 + 8.9, p:0.794). Serum PAI-1 duzeyleri saghkl
kontrollerle karsilastirildiginda PTK hastalarinda distuk olarak
saptandi (241.34 + 107.82 ile 327.24 + 138.51, p:0.011). Vicut kitle
indeksi (VKi), Homa-IR, TSH, sT4, anti-TPO, anti-Tg, total kolesterol,
trigliserid, HDL-kolesterol, LDL-kolesterol, kalsiyum, fosfor, 25-OH-
VitD, parathormon, glukoz, insilin diizeyleri gruplar arasinda benzer
olarak bulundu (p>0.05). PTK hastalarinda PAI-1 duzeyleri ile
parathormon(PTH) disinda klinik, biyokimyasal ve hormonal
parametreler arasinda korelasyon bulunamadi (r:-0.446, p:0.0027).

Conclusions: Papiller tiroid kanserli hastalarda serum PAI-1

dizeyleri

dizeyleri disuk olarak bulunmustur. Bizim sonuglarimiz trokinaz
plazminojen aktivatér aktivitesini inhibisyon kapasitesinden dolayi
kanser ilerlemesini baskilamasi beklentisi tezini destekleyebilir.

Anahtar Kelimeler: Plazminojen aktivator inhibitor-1,
papiller tiroid kanseri, lirokinaz plazminojen aktivatoriu

Corresponding Author: Bekir Ucan, MD
Address Diskapi Hospital, irfan Bastug Caddesi, Ankara - Turkey.
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ABSTRACT

Aim: Plasminogen activator inhibitor-1 (PAI-1) potently inhibits
cell migration and apoptosis. Increased levels of PAI-1 were
demonstrated in a great variety of cancers. Many studies
demonstrated increased expression of PAI-1 in thyroid cancer and its
relation to unfavorable clinical outcome. In this study, we aimed to
investigate serum PAI-1 levels in patients with papillary thyroid
carcinoma (PTC) as well as its effect in development and size of PTC.

Material and methods: Fifty-four papillary thyroid cancer patients
(7 male, 47 female) and 24 healthy controls (6 male, 18 female) were
enrolled in the study. Groups were compared by demographic,
anthropometric, biochemical data, and by serum ghrelin levels.
Serum PAI-1 levels were measured by enzyme-linked immunosorbent
assay (ELISA).

Results: Mean age were similar between PTC and control group
(42.4 + 10.1 to 42.5 * 8.9, p:0.794). Serum PAI-1 levels were lower in
patients with PTC when compared to healthy controls (241.34 +
107.82 to 327.24 + 138.51, p:0.011). BMI, Homa-IR and TSH, FT4, anti-
TPO, anti-Tg, total cholesterol, triglyceride, HDL-Cholesterol, LDL-
Cholesterol, calcium, phosphorus, 25-OH-VitD, parathormone,
glucose, instlin concentrations were similar between groups (p>0.05).
PAI-1 concentrations were not correlated with clinical, biochemical
and hormonal parameters except parathormone (PTH) concentrations
in PTC group (r:-0.446, p:0.0027).

Conclusions: Serum PAI-1 levels were lower in patients with
papillary thyroid carcinoma. Our results might support the thesis of
PAI-1 is expected to suppress cancer progression due to its ability to
inhibit urokinase plasminogen activator activity.

Keywords: Plasminogen activator inhibitor-1, papillary thyroid
carcinoma, urokinase plasminogen activator
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Introduction

The main urokinase plasminogen activating
system (UPAS) be composed of the urokinase
plasminogen activator (uPA), its cognate
receptor (UPAR), and two main plasminogen
activator inhibitors, PAI-1 and PAI-2. uPA
converts plasminogen into the  serine
protease plasmin that play role in several
pathophysiological processes including
angiogenesis,  tumor  progression  and
dissemination (1). PAI-1 potently inhibits cell
migration (2,3) and apoptosis (4). However,
tumor growth and vascularization were
discovered to decrease in PAI-1 knockout mice
(5) and increased levels of PAI-1 were
demonstrated to predict poorer rather than
better clinical outcome in a great variety of
cancers including gastric (6), colorectal (7),
breast (8), ovarian (9), and lung cancer (10). In
contrary to these findings, Chen et al observed
that both tumor growth and angiogenesis were
inhibited in PAI-1 overexpressed prostate
carcinoma cells (11). Eitzman DT et al
demonstrated that growth of murine melanoma
tumors' metastasis was unaffected by the
presence of PAI-1 expression (12). Almholt K
et al demonstrated PAI-1 status did not
influence tumor growth and vascularization in
transgenic mice (13). Adenovirus-mediated
PAI-1 gene expression was discovered to
decrease the tumor growth, migration and
metastasis in vivo (14-16). Thyroid carcinoma
cell lines and papillary thyroid carcinoma
(PTC) tissues overexpress PAI-1 both mRNA
and protein levels (17). Ito et al demonstrated
that most thyroid carcinomas diffusely express
plasminogen activator inhibitor type 1 (PAI-1)
however no association with prognosis was
observed (18). PAI-I evaluated by ELISA were
demonstrated to be higher in the cytosolic
fraction of malignant thyroid tumor tissues
when compared to benign thyroid tumor
tissues (19). PAI-1 evaluated by ELISA was
shown to be higher in paired cytosol samples
of malignant thyroid tumors and associated
with worse prognosis (20). However, to our
knowledge no studies evaluated serum PAI-1
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levels in thyroid cancer. In this study, we
aimed to investigate serum plasminogen
activator inhibitor-1 (PAI-1) levels in patients
with papillary thyroid carcinoma (PTC) as well
as its effect in development and size of PTC.

Material and Methods
Study population

54 patients (7 male, 47 female) with
papillary thyroid cancer (PTC) and 24 age, sex,
and BMI-matched controls (6 male, 18 female)
were included in the study. Ethics committee
approval and written informed consent of
participants were obtained prior to the study.
The diagnosis of PTC was confirmed by
histopathologic  documents.  Blood  was
collected from patients before surgery and
from healthy individuals as the normal
controls. Subjects with other cancers and
autoimmune disorder, hypertension, hepatic or
renal dysfunction, diabetes mellitus, or any
other inflammatory or medical condition were
excluded.

Clinical, biochemical and hormonal
measurements

Weight, height, waist circumference (WC),
hip circumference (HC) and systolic and
diastolic blood pressure (BP) were measured.
WC was determined by measuring the
narrowest point between the costal margin and
iliac crest at the end of a normal expiration.
The BMI was calculated as weight (kg)/height
(m)?. After an 8-12 hour overnight fast, the
venipuncture was performed between 8:00 am
and 9:00 am and blood samples were collected
into plain tubes. Blood samples were
centrifuged at 2.500 g for 15 min within 30
min of collection, and serum samples were
stored at —80 °C until analysis. Serum levels of
glucose, low-density lipoprotein cholesterol
(LDL-C), high-density lipoprotein cholesterol
(HDL-C), creatinine, thyroid stimulating
hormone (TSH), free T4 (fT4) were also
measured.
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Measurement of plasminogen activator
inhibitor-1

Measurements of PAIL (eBioscience, USA)
were performed in an ELISA reader EPOCH
system (BioTek Instruments, Inc, USA) using
the commercially available ELISA kit in
accordance with the manufacturers'
instructions.

Statistical Analysis

The descriptive values for the data obtained
are expressed in mean + SD, numbers, and
percentage frequencies. Kolmogorov-Smirnov
test was used to review whether the numerical
measurements exhibit a normal distribution
and it has been determined that the numerical
variables are distributed normally. Student's t-
test and Mann-Whitney U-test were used to
compare differences between two independent
groups with normal and non-normal
distributions, respectively. The relationships
between individual numerical properties were
reviewed by Pearson correlation analysis in the
patient and control groups. p < 0.05 was used
as the statistical significance level and
IBM SPSS 20.0 was  processed  for  the
calculations.

Results

Mean age was similar between PTC and
control group (42.4 + 10.1 to 42.5 + 8.9,
p:0.794). Serum PAI-1 levels were lower in
patients with PTC when compared to healthy
controls (241.34 + 107.82 to 327.24 + 138.51,
p:0.011) (Figure 1). BMI, Homa-IR and TSH,

FT4, anti-TPO, anti-Tg, total cholesterol,
triglyceride, HDL-Cholesterol, LDL-
Cholesterol, calcium, phosphorus, 25-OH-
VitD,  parathormone,  glucose, insiilin

concentrations were similar between groups
(p>0.05). Mean HsCRP concentration was
higher in PTC group when compared with
control group (p: 0.021). Waist circumference
was higher in PTC group when compared to
control group (94.10 = 12.34 to 86.31 £ 9.63,
p:0.0094) (Table 1). PAI-1 concentrations
were not correlated with BMI, TSH, FT4, anti-
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TPO, anti-Tg, total cholesterol, triglyceride,
HDL-Cholesterol, LDL-Cholesterol, calcium,
phosphorus, 25-OH-VitD, glucose, insiilin,
Homa-IR in PTC group (p>0.05).
Parathormone concentrations were negatively
correlated with PAI-1 concentrations (r:-0.446,
p:0.0027) (Table 2).

Table 1.
PTC Group Control
Group
Mean SD Mean SD p-value

Age (years) 4237 10.15 | 4175 9.41 0.794
Height (cm) 161.13 7.05 162.83 8.50 0.654
Weight (kg) 75.57 15.00 76.80 11.10 0.829
BMI (kg/m?) 29.14 5.69 28.14 2.80 0.526
Waist 94.10 12.34 86.31 9.63 0.0094
circumference
(cm)
TSH 231 4.20 1.84 0.99 0.457
(uIU/mL)
FT4 (ng/dL) 1.17 0.30 1.08 0.16 0.086
Anti-TPO 104.25 = 26024 | 139.39 | 32441 0.695
(1U/mL)
Anti-Tg 44,97 81.96 46.80 72.06 0.934
(U/mL)
Total 207.62 41.85 191.17 39.21 0.141
cholesterol
(mg/dL)
Triglyceride 145.55 77.68 128.71 80.46 0.418
(mg/dL)
HDL- 52.58 11.74 48.41 10.19 0.130
Cholesterol
(mg/dL)
LDL- 120.72 39.01 117.00 33.20 0.673
Cholesterol
(mg/dL)
Calcium 9.36 0.58 9.58 0.46 0.100
(mg/dL)
Phosphorus 3.60 0.86 3.38 0.33 0.113
(mg/dL)
25-OH-VitD 14.29 7.53 15.95 5158 0.307
(ng/mL)
Parathormon 44.86 20.86 50.88 28.53 0.436
(pg/ml)
Glucose 87.26 24.57 85.79 10.07 0.710
(mg/dL)
Insulin 11.32 5.25 13.15 14.33 0.611
(mlU/L)
Homa-IR 2.53 1.25 2.98 3.99 0.652
HsCRP (mg/l) | 4.36 491 1.92 2.78 0.021
PAI-1 241.34 = 107.82 | 327.24 | 138.51 0.011
(ng/mL)

Discussion

PAI-1 is the main physiological inhibitor of
plasminogen activation by uPA and tPA. uPA
is considered to initiate releasing of proteolytic
enzymes in tumors, thus facilitates cancer-cell
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invasion into the surrounding normal tissue via
degradation of basement membranes and
extracellular matrix (21). uPA is causally
involved in promoting cancer invasion and
metastasis (22).

Table 2. The correlation between PAI-1 concentrations and
clinical, biochemical and hormonal parameters in PTC group

Variable Correlation p-value
coeficient

Age (years) -0.2201 0.1169
BMI (kg/m?) 0.0954 0.5331
TSH (nIU/mL) 0.0341 0.8163
FT4 (ng/dL) -0.0429 0.7698
Anti-TPO (1U/mL) 0.1796 0.2675
Anti-Tg (U/mL) 0.2436 0.0883
Total cholesterol (mg/dL) -0.0372 0.7958
Triglyceride (mg/dL) 0.0827 0.5642
HDL-Cholesterol -0.0421 0.7693
(mg/dL)

LDL-Cholesterol (mg/dL) -0.0619 0.6659
Calcium (mg/dL) -0.2456 0.0793
Phosphorus (mg/dL) 0.2584 0.0672
25-OH-VitaminD 0.0474 0.7387
(ng/mL)

Parathormon (pg/ml) -0.4457 0.0027
Glucose (mg/dL) -0.0906 0.5232
Insulin (mIU/L) 0.2623 0.0658
Homa-IR 0.0861 0.5519
Homocysteine 0.1546 0.4063
HsCRP(mg/l) 0.1127 0.4828
Waist circumference -0.0414 0.7896

500

400

300

200

100

Control

Figure 1: Plasma levels of PAI-1 in study groups

PAI-1 is expected to suppress cancer
progression due to its ability to inhibit uPA
activity however, PAI-1 were found to
independent prognostic factors. There are
conflicting results about the effect of PAI-1 on
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tumor growth and metastasis. High PAI-1
levels predict adverse outcome in multiple
cancer types including breast, ovary, cervix,
endometrium, stomach, colon, lung, bladder,
kidney, brain, and soft-tissue (23,24).
Regulation of plasmin-mediated proteolysis
(25,26) and/or cell migration (27) by PAI-1 is
considered to be the reason of PAI-1 induced
angiogenesis. In contrary to these findings,
PAI-1 overexpression in prostate carcinoma
cells inhibits both tumor growth and
angiogenesis (11). Moreover, some studies
demonstrated that PAI-1 status did not effect
tumor (12,13). Administration of
pharmacological level of PAI-1 was
demonstrated to prevent the angiogenesis,
tumor growth, and dissemination (28,29).
Stefansson et al demonstrated that exogenously
added PAI-1 at therapeutic concentrations was
a potent inhibitor of angiogenesis (30) In vivo
studies demonstrated that adenovirus-mediated
PAI-1 gene expression decreased the tumor
growth, migration, and metastasis (14-16).

Ulisse S et al compared the expression
analysis of uPA, uPAR and PAI-1 in human
PTC specimens compared to those of normal
matched tissues using quantitative RT-PCR
and Western blot. They found that higher
expression of UPA, UPAR, and PAI-1, at both
mRNA and protein levels, correspond to
malignant transformation of the human
thyrocyte (17). The highest cytosolic level of
PAI-1 was observed in samples with thyroid
cancer compared to benign thyroid diseases
(19). These findings were supported by
Horvatic Herceg G et al that reported cytosolic
PAI-1 levels were significantly higher in
differentiated thyroid tumors compared to
normal tissues and patients with higher PAI-1
have a poorer prognosis (31). Ulisse S et
reported that the uPA, uPAR, and PAI-1
MRNA levels were significantly higher in
patients with papillary, medullary, follicular
and anaplastic thyroid cancer compared with
normal matched tissues (32). Another study
reported most thyroid carcinomas diffusely
express PAI-1, but no relation with
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clinicopathological parameters was observed
(18). Altogether, these studies demonstrated
increased expression of UPAS components in
thyroid cancer and the degree of
overexpression positively correlates with
prognostic factors including tumor size, lymph
node, or distant metastases (1). It was
demonstrated that inhibition of uPA and uPAR
reduces proliferation, migration and invasive
capacity of thyroid cancer cells (33). In
contrary to these results, we found that PAI-1
concentrations were lower in our patient group.

PAI-1 is an inhibitor of uPA and both uPA
and PAI-1 appears to be markers of tumor
aggressiveness. This apparent paradox could
be due to the multiple and complex pathways
in which uPA, uPAR and particularly PAI-1
affects tumor biology (34,35). Although
inhibition of uPA, uPAR or PAI-1 by several
approaches has demonstrated to decrease the
growth and metastasis of experimental tumors
in animals, this inhibition has not been able to
show any effect on human cancers (36). In
light of this information, we still don't know
for sure how PAI-1 affect tumor behavior in
cancer which might partly explain our on the
contrary results in this particular study.

In conclusion, serum PAI-1 levels are
demonstrated to be significantly lower in
thyroid cancer patients compared to healthy
controls. Our findings were not consistent with
the results of other studies that evaluate the
effect of PAI-1 in thyroid cancer. However,
our results might support the concept of PAI-1
is expected to suppress cancer progression due
to its ability to inhibit uPA activity.
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0z

Amag: Bu arastirma Tirkiye'de Universite hastanelerinin en
onemli 6deme sistemlerinden biri olan performansa dayal ek
ddeme (PDEQ) sisteminin avantajlari ve dezavantajlarini
degerlendirmeyi amaglamaktadir.

Yontem: Bu arastirmada 2011 yihindan beri kullaniimakta
olan PDEQ sisteminin avantaj ve dezavantajlarini hakkinda
hekim algilarini agiklamak igin nitel arastirma yontemi
kullanilmistir. Veriler, yari yapilandiriimis nitel gorismeler ile
deneyimli hekimlerden toplanmistir. Arastirma bir Universite
hastanesinde yuritilmustar.

Bulgular: Analiz sonucunda PDEO sistemlerinin finansal
tesvik alacak hekimler agisindan motive edici oldugu tespit
edilmistir. PDEQ sistemi bireysel performansi desteklemekte,
bekleme sirelerini azaltmakta, gelirleri artirmakta, giderleri
azaltmakta, is doyumunu ve hasta tatminini artirmakta,
verimliligi artirmaktadir. Ancak bu 6deme sistemi uygulama
sayisini, is yukind artirmakta ve personel arasinda gatismayi
zemin hazirlamaktadir.

Sonug: Universite hastaneleri arastirma, tip egitimi ve saghk
hizmetleri sunumu gibi énemli misyonlari icra eden akademik
kurumlardir. Universite hastanesinde bu misyonu tesvik edecek
sekilde yiritebilmek igin, PDEQ sisteminin revize edilmesi
gerekmektedir. Ayrica lniversite hastanelerinde finansal kaynak
sikintisi bulunmaktadir. Bu durum hekimlere daha az ek édeme
yapilmasina neden olmaktadir.

Anahtar Kelimeler: Hekim Odeme Modeli, Performans,
Motivasyon, Universite Hastanesi

Corresponding Author: Vahit Yigit

Address: Department of Health Care Management, Faculty of
Economics and Administrative Sciences, University of Stileyman
Demirel, Isparta, Turkey

E-mail: yigitv@hotmail.com

ABSTRACT

Objective: This study aims to evaluate the advantages and
disadvantages of the performance-based supplementary payment
(PBSP) system which is one of the foremost payment systems of
university hospitals in Turkey.

Method: In this study it is used qualitative analysis methods
to explore experienced physicians’ perceptions about the
advantages and the disadvantages of PBSP payment system which
has been implemented at university hospitals since 2011. The
study was carried out by using qualitative research method. Data
were collected from semi-structured qualitative interviews with
experienced. The study was conducted at a university hospital.

Results: The result of the analysis has revealed that PBSP
system encourage physicians who would like to receive financial
incentives. PBSP system supports the individual performance,
reduces waiting times in patients, increases revenues and
decreases expenditures and increases in efficiency of department.
However, this payment system increases work load, number of
examinations and provokes the conflict among personals.

Conclusions: University hospitals are academic institutions
that perform important missions such as research, medical
education and health services provision. Therefore, PBSP system
should be revised so as to encourage performing these missions
at university hospitals. There is also shortage of financial
resources at the university hospitals. This situation leads to less
additional payments to physicians.

Key Words: Physicians Payment Model, Performance,
Motivation, University Hospitals.
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INTRODUCTION

One of the most concerning issues in
today's hospital organizations is to enhance
the performance of health professionals at
hospital. Because of technological
improvements, it is a must to know about how
to encourage the physicians to contribute to
the hospital in accordance with their
maximum capabilities and skills and to
increase quality based output of health care
services (1). For this goal, health policy makers
and hospital managers have proposed
changes to physician rational payment system.
This payment system improves the quality of
health care and reduces hospital costs (3).

The design of remuneration methods is a
priority in health care policy (4). There are
three commonly used main methods of
remunerating at health care professionals: pay
for performance or fee-for-service (payment is
made for every item of care provided,
capitation (payment is made for every patient
for whom care is provided) and salary (5-6-7).
Different countries use one or another of
these three payment models of compensation
for health care professionals(8). Perhaps the
most common system of physician
remuneration is salaries (9). However a major
problem with salary-based remuneration
systems is that there are no incentives for
physicians. Capitation, which is a lump-sum
payment per patient managed for a given
period of time (8). One increasingly popular
mechanism for stimulating quality
improvements is pay-for- performance(10).

Pay-for-performance has been widely
adopted by health care providers as an
incentive to improve health care quality
improvement and safety (11-12-13). This
basic concept of this payment systems | is
simple: rather than paying for care by the
piecework method (fee for service),
reimbursement should be linked at least in
part to adherence to safety and quality
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measures(14). In contrast, most physician
payment systems simply use a fee-for-service
approach, paying providers based on the
volume, frequency. Performance based
payment system adjusts the fee-for-service
model to include higher payments for higher-
quality care(11) and it might crowd out the
intrinsic motivation to care for patients (15).
For this reason, performance based payment
system is that the quality of care will improve
if physicians can earn bonuses for providing
high-quality care (16).

Traditionally, physicians are paid for each
service that they perform for health care
provision(2). Payment methods of physicians
effect healthcare service providing positively
or negatively in different forms (17). Because
of physicians own contributions they receive
rewards compared to other physicians in
terms of payment (18). In the world many
countries have linked the remuneration
problem with concerns about health care
quality and performance, focusing new
attention on payment for performance
payment systems (19). Also to accelerate
quality improvement, many private and public
health care organizations have begun to offer
financial incentives to physicians and hospitals
based on their performance on clinical and
service quality measures(20).

There is a growing interest in using
performance based payment mechanisms in
developing and developed countries in order
to improve the performance of hospital
organizations(21). For example, physicians in
the United States have been affected by
significant changes in the payment modeling.
These changes include new measures to a)
curb increasing costs, b) increase access to
patient care, c) improve quality of healthcare,
and d) pay for prescription drugs (22).
Although performance payment systems may
provide a tool policy-makers and hospital
administrators to encourage high-quality and
appropriate care, it is unlikely that it can be
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sufficiently powerful to encourage an efficient
level and quality of care without
challenges(23).

The Turkish health care system has been
undergoing a significant transformation with
the Health Transformation Program (HTP)
since 2003 (24-25). Turkey has implemented
major health care reforms to develop easily
accessible, high-quality, efficient, and effective
healthcare services for the population(26-27).
This program has been made according to the
ultimate performance goals of a health care
system, such as improvement in health status,
long-term fiscal sustainability of the health
care system and provider satisfaction with
health care (28). However, major structural
changes in the health care PBSP system(29)
has been done at all Turkish university
hospital since 2011. This payment system is
taken into consideration which staff title, its
role, working conditions and the time period,
the training and education and research
activities, professional applications, medical
performance and contribution to health care.
In this system, there are five categories about
scores of remunerating health care
professionals: score of enterprise contribution
(A ), score of physicians individual income
generating activity (B), score of training and
education activity (C ), score of scientific
activity (D), score of other activities (E).
University hospital organizations conduct
performance of monthly appraisals. At
university hospitals, PBSP is performed
according to the following formula(30);

Individual Net Contribution Score (INCC) =
A + [(B1+B2+C+D) x CK] +E,

Period Additional Payment Coefficient:
(Money that can be distribution/Unit
Individual Net Contribution Score)

The Additional Payment Amount= Period
Additional Payment Coefficient x Individual
Net Contribution Score

Calibration Factor (CK): (0.2-0,9)

Vahit Yigit

MATERIALS AND METHODS

In this study it is used qualitative analysis
methods to explore experienced physicians’
perceptions about the advantages and the
disadvantages of PBSP payment system which
has been implemented at university hospitals
since 2011. The study was carried out at the
university hospitals from 20 December 2015
to 15 January 2016. Data were collected from
semi-structured qualitative interviews with
experienced  physicians. The interview
guestions have been prepared following a
thorough literature survey and based on the
experiences of the researcher as a hospital
manager. The interview questions were tested
on two healthcare professionals. The
interviews lasted almost half hour and were
recorded. Afterwards major themes and
relations among performance based payment
were refined by using selective coding.

RESULTS AND DISCUSSION

Pay for performance has become a popular
approach to performance improvement in
health care (31). Performance payment
system for physicians may affect the efficiency
and effectiveness of health care service
provision(32). For this reason, health policy
makers and hospital managers in many
countries have used performance based
payment systems to influence the clinical,
scientific, training and medical education
activity of behavior of specialist physicians.

This study analyses the perceptions of
physicians about the PBSP system at the
university  hospitals in  Turkey. The
demographic profile of the physicians is
presented in Table 1. With regard to the
specialty of the physicians, 56 per cent of the
respondents are from surgical medical
sciences specialty, in other hand 44 per cent
of them are internal medical sciences
physicians. The highest response rates at 92.0
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% were at the experience of 5-9 years and
above with males (60%).

Table 1. Demographic Profile of the Physicians

Variable | N | Percentage
Gender

Female 10 40,00
Male 15 60,00
Specialty

Surgical medical sciences 14 56,00
Internal medical sciences 11 44,00
Experience

0-4 2 8,00
5-9 8 32,00
10-14 6 24,00
15-19 6 24,00
20+ 3 12,00

Understanding how health care
professionals respond to incentives from
payment models is a central concern in health
economics research(7). Physician payment
systems contain different financial incentives
that could influence both patient and
physicians’ decisions (33). Performance based
payment systems are intended to accelerate
improvements in health care, yet little is
known about the benefits of these methods of
providing incentives for improving care (34).
Health care is essential for the effective and
efficient functioning of health care delivery
systems, yet there is an impending crisis in the
field due to in part a dysfunctional payment
system(35). Each method generates a number
of favorable and a number of adverse
incentives for physicians, high or low
administrative costs for the payers and
favorable or adverse effects for the
patients(9). An effective payment system has
to align financial incentives with the best
medical  practice(36). Performance-based
payment is increasingly advocated as a way to
improve the performance of health systems in
low-income  countries (37). Pay for
performance has become a central strategy in
the drive to improve health care (38). But pay
for performance is no panacea and has a lot of

Vahit Yigit

challenges in implementation so pay for
performance is the best worst choice (14)

Table 2: Advantages of Performance-Based
Supplementary Payment System

Frequency

No | Themes
Occurrence | Percentage

PBSP encourages physicians
1 | to be more eager to work and 22
increases earning 88,00

PBSP supports the individual

performance, scientific,
L - 16

training and  education

activity (B,C, D, E Scores) 64,00

PBSP reduces waiting times
3 | in patients (inpatient, 15
outpatient) 60,00

PBSP provides high
4 | performance of healthcare 14
provision 56,00

PBSP increases revenues and
decreases expenditures 52,00

PBSP improves job
satisfaction, increases work

6 motivation and patient 12

satisfaction 48,00
7 PBSP increases in efficiency 10

of department 40,00
8 PBSP reinforces a sense of 6

ownership 24,00
9 PBSP improves 4

organizational culture 16,00

The physicians were asked about the
advantages of PBP systems. The responses in
this study related to the advantages of PBPS
are summarized in Table 2. The great majority
of physicians expressed PBSP that encourages
physicians to be more eager to work and
increases earning (88%), supports the
individual performance, scientific, training and
education activity (B,C, D, E Scores) (64 %),
reduces waiting times in patient (60%),
provides high performance of healthcare
provision (56%), increases revenues and
decreases expenditures (52%), PBSP improves
job satisfaction, increases work motivation
and patient satisfaction (48%), increases in
efficiency of department (40%), PBSP
reinforces a sense of ownership (24%),
improves organizational culture (16%) .
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Table 3: Disadvantages of Performance-Based Supplementary Payment System
No Themes Frequency
Occurrence Percentage
1 PBSP increases the number of examinations, test, visit, interventions due to more 23
earning 92,00
2 PBSP increases conflicts among the physicians 22 88,00
3 PBSB increases using of drugs and medical material 20 80,00
4 PBSB increases work load 18 72,00
5 PBSB affects health workers’ holiday activities 15 60,00
6 PBSB’ B score application does not support teamwork. 14 56,00
8 PBSB is a preference of low risk case and earning easily points services 13 52,00
9 PBSB is avoidance of the necessary diagnostic tests for the services that are within 10
the scope of the package. 4000
10 PBSB reduces co-operation among physicians 9 36,00
11 PBSB reduces the importance of preventive services. 7 28,00
12 PBSB is difficult to measure in each medical practice. Thus, this system cannot 6
measure performance precisely. 24.00
The main objective of performance-based
payment systems, the staff is to promote work
motivation and productivity. However there CONCLUSION
are disadvantages in this system. To
University  hospitals are  academic

determine the disadvantages of this system,
physicians were asked about the PBP systems.
The responses in this study related to the
advantage of PBPS are summarized in Table 3.
The great majority of physicians expressed
PBSP that increases the number of
examinations, test, visit, interventions due to
more earning (92%), increases conflicts among
the physicians (88%), increases using of drugs
and medical material (80%), increases work
load (72%), affects health workers’ holiday
activities (60%), B score application does not
support teamwork (56%), is a preference of
low risk case and earning easily points
services(%52), is avoidance of the necessary
diagnostic tests for the services that are within
the scope of the package (40%), reduces co-
operation among physicians (36%), reduces
the importance of preventive services (28%),
is difficult to measure in each medical
practice. Thus, this system cannot measure
performance precisely (24%).

institutions that perform important missions
such as research, medical education and
health services provision. Therefore, PBSP
system should be revised so as to encourage
performing these missions at university
hospitals. Physicians have proposed changes
for PBSB system because of the disadvantages
as a way to improve the quality of health care
and reduce costs. There is shortage of
financial resources at the university hospitals.
This situation leads to less additional
payments to physicians. To improve quality
and efficiency, physician payment systems
should be improved and financial difficulties
should be eliminated at university hospitals.
To encourage physicians, if health policy
makers and hospital managers improve PBSB
system, physicians may affect the efficiency
and effectiveness of health care service
provision.
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Dyslipidemia Pattern in Rheumatoid Arthritis Patients with Correlation
of Disease Activity

Romatoid Artritli Hastalarda Dislipidemi Paterni ve Hastalik Aktivitesi
ile iliskisi
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Amag: Romatoid artrit (RA), bagisiklik sistemini ve nihayetinde
orta yaslh bireyleri etkileyen viicudun gesitli dokularini etkileyen ¢ok
faktorlii bir hastaliktir. Orta Hindistan'daki RA hastalarinda
dislipidemi prevalansini ve paternini degerlendirmek ve dislipidemi
ile hastalik aktivitesini iliskilendirmek amaglandi.

Materyal ve Metod: Kesitsel tipteki bu ¢aligma, Ocak 2014 ile
Aralik 2015 tarihleri arasinda, Indore'da (MP) Sri Aurobindo Tip
Bilimleri Enstitiisii ve Yiiksek Lisans Enstitiisii'nde RA hastalarinda
gerceklestirildi. Lipid profilleri 12 saatlik bir aglik sonrasi belirlendi
ve lipit profilleri ile hastalik aktivitesi iligkisi saptanmigtir.

Bulgular: Yas gruplarinda sunulan olgularin maksimum sayisi
41-50 (% 36) idi. Hastalik kadin niifusta daha yaygindir. Maksimum
hasta sayist (34 hasta) hastalik siiresi 1 ila 10 yil arasinda
degisiyordu. Hastalarin ¢ogunda hastalik aktivitesi yiiksekti (% 90).
Toplam kolesterol diizeyi, kadin olgularda kontrol grubuna gore
anlamli derecede yiiksekti. Toplam kolestrol benzer sekilde diisiik
yogunluklu lipoprotein (LDL) kolestrol kadinlarda kontrollerden
daha yiiksekti. Olgular ve kontroller arasinda Yiiksek dansiteli
lipoprotein (HDL), Cok diisiik dansiteli lipoprotein (VLDL) ve
Trigliserid (TG) arasinda anlamli fark yoktu. Erkek olgularda ve
kontrollerde ortalama lipid profili degerleri benzerdi. Hastalik
aktivite skorunun (DAS)-28 ve eritrosit sedimentasyon hizi (ESR)
yalnizca kadin hastalarda total kolesterol ve LDL diizeyleri ile pozitif
korelasyonu gozlendi. DAS-28 ve ESR hem kadin hem de erkek
hastalarda HDL, LDL ve trigliserid arasinda bir korelasyon
gozlenmedi.

Sonug: Lipid profilleri hem naif hem de tedavi edilen hastalarda
benzerdi. Ortalama lipid profili degerlerinde anlamli fark yok RAF
faktoriine dayali olarak olusturulan iki grupta HDL'min beklendigi
beklendi. Bir lipid profili degeri hastaligin siiresi ile pozitif veya
negatif korelasyon gostermez.

Anahtar Kelimeler: Dislipidemi, Romatoid Artrit, Hastalik
Siddeti
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ABSTRACT

Aim: Rheumatoid arthritis (RA) is a multi-factorial disease which
affects the immune system and ultimately various tissues in the body
that typically affects middle-aged individuals. Our objectives were to
evaluate prevalence of dyslipidemias and its pattern in RA patients in
Central India and correlate dyslipidemia with disease activity.

Material and methods: This cross-sectional study was conducted
on RA patients at Sri Aurobindo Institute of Medical Sciences and
Post Graduate Institute, Indore (M.P.) between January 2014 and
December 2015. Lipid profiles were determined following 12-hour
overnight fasting, and the association of lipid profiles with and disease
activity was determined.

Results: The maximum number of cases presented in the age
group was 41-50(36%). Disease is more prevalent in female
population. Maximum number of pateints (34 patients) had duration
of illness ranged between 1 to 10 years. Most of the patients presented
with high disease activity (90%). Total cholesterol levels were
significantly higher in female cases as compared to controls. Similar to
total cholesterol, Low density lipoprotein (LDL) cholesterol was
significantly higher in female cases as compared to controls. There
was no significant difference of High density lipoprotein(HDL), Very
low density lipoprotein(VLDL) and Triglyceride(TG) between cases
and controls. Mean lipid profile values were similar in male cases and
controls. Positive correlation of Disease activity score (DAS)-28
Erythrocyte sedimentation rate (ESR) was observed with total
cholesterol and LDL levels in female patients only. No correlation of
HDL, LDL and triglyceride were observed with DAS- 28 and ESR in
both male and female patients.

Conclusions: Lipid profiles were similar in both treatment naive
and on treatment patients. No significant difference in mean lipid
profile values expect HDL was observed in two groups created on the
basis of RA factor. A lipid profile value has no positive or negative
correlation with duration of illness.

Keywords: Dyslipidemia, Rheumatoid Arthritis, Disease
Severity
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Introduction

Rheumatoid arthritis (RA) is a systemic
inflammatory disorder of unknown etiology
which today is considered as clinical syndrome
encompassing several disease subtypes rather
than a single disease. It is characterized by
chronic, symmetrical polyarthritis which
evolves to different degrees of joint damage
and joint deformities, together with functional
limitations and loss of quality of life and
sometimes increased mortality occurring with
a female: male ratio of 3:1 and has a peak age
of onset between 14 and 17 years of age [1] .
In a significant proportion of patients, extra-
articular features also occur (rheumatoid
disease) [1,2]. Being a systemic disease, it
involves number of extra-articular
manifestations like rheumatoid nodules,
vasculitis, heart or lung disease, anemia of
chronic disease and entrapment neuropathies.
Current  evidences suggest that lipid
metabolism is altered in RA due to
inflammation [3,4]. Epidemiological studies
have observed an increased risk of premature
atherosclerosis and an increased mortality due
to cardiovascular disease (CVD) in patients
with RA [5-7].

CVD in RA may result from accelerated
atherosclerosis  caused by clinical or
subclinical vasculitis. The main determinants
of cardiovascular risk are concentrations of
serum low density lipoproteins (LDL), high
density lipoproteins (HDL) and triglycerides.
RA-related inflammation may be responsible
for synovial lesions which may be implicated
in the development of accelerated
atherosclerosis, leading to increased risk of
CVD.[8,9] Furthermore, the magnitude and
chronicity of inflammation strongly correlated
with  the  emergence  of  premature
atherosclerosis in RA [10,11]. Data regarding
Total cholesterol(TC) and LDL levels in RA
patients have been conflicting, with reports
indicating increased [12], decreased [13] or
similar [14] levels compared with controls.
Regarding HDL-cholesterol, it has been
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reported that patients with active RA
consistently demonstrate reduced levels [15].
Therefore this study was planned to evaluate
prevalence of dyslipidemias and its pattern in
RA and to correlate dyslipidemia with disease
activity.

Material and Method

In  this  cross-sectional  prospective
observational study were includes 50 RA
patients and 50 subjects will be healthy
controls coming to out patient department of
General Medicine of Sri Aurobindo Institute of
Medical Sciences and Post Graduate Institute,
Indore (M.P.) from January 2014 to Dec 2015.
All the patients were over the 16 years and
satisfying with 2010 ACR/EULAR(American
college of rheumatology/European league
against rheumatoid arthritis) classification
were inclusion criteria. Obesity
(BMI>35kg/m2), Diabetes mellitus,
Hypertension  (>140/90mmHg), Malignant
diseases, Thyroid disorder, Other dyslipidemic
disorder, Patient on lipid lowering drugs and
Family  history of Coronary artery
disease(CAD),Diabetes mellitus(DM) ,
Hypertension, Thyroid disorders, kidney and
liver disease were exclusion criteria.

Clinical assessment includes demographic
data: age, sex, weight, height, blood pressure
and duration of the disease obtained at a single
time point. The patient global assessment and
tender and swollen joint counts (of 28)
performed. Patient global assessments of
disease activity was recorded independently
using the standard 100 mm visual analogue
scale (VAS) in which 0 = no activity and 100
is maximal activity.DAS-28 was calculated
using swollen and tender joint counts, the
patient global assessment and ESR (DAS-28-
ESR). After an overnight fasting, 3 ml of
peripheral venous blood samples were
collected under aseptic condition.. Total
cholesterol, low density lipoprotein
cholesterol,  high  density lipoprotein
cholesterol, and triglyceride were measured on
an automated biochemical analyser .ESR was
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measured using wintrobe method. In the RA
group, serum IgM rheumatoid factor was
assessed by quantitative nephlometry. A
concentration of IgM RF >20 1U/ml were
considered positive. Data was statistically
analysed the Mann Whitney U test was applied
to see the difference in continuous variables in
two groups. Chi Square test was applied to see
the difference in frequency of discrete
variables in two groups. A p value <0.05 was
considered significant.

Results

A total of 100 patients were included in this
study out of which 50 were cases and 50 were
controls. The maximum number of cases
presented in the age group was 41-50(36%).
There was no significant difference of age
between cases and controls (p=0.200).
Amongst 50 cases, 46 patients were female and
4 were male, thus suggestive of disease is more
prevalent in female population.

Maximum number of patients in this study
were presented with high disease activity
(90%). The mean ESR amongst female
patients was 19.22+14.80 mm/hour and in
control was 14.29+4.5 mm/hour whereas in
male patients, it was 16.0+5.41 mm/hour and
in control was 12.88+3.52 mm/hour. The p
value was not significant.

Although the total cholesterol among
female patients as well as controls were in
normal limit yet total cholesterol level were

Table 1: Lipid Profile in Cases and Controls
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significantly higher in female cases as
compared to controls. Similar to total
cholesterol, LDL cholesterol was significantly
higher in female cases as compared to controls.
There was no significant difference of HDL,
VLDL and TG Dbetween cases and
controls(Table 1). The total cholesterol, LDL,
HDL and VLDL and triglyceride were in
normal range in both cases and controls and
there was no significant difference in mean
lipid profile values in male cases and controls.

Positive correlation of DAS-28 (ESR) was
observed with total cholesterol and LDL levels
in female patients only(Table 2). No
correlation of HDL, LDL and triglyceride were
observed with DAS- 28 (ESR) in both male
and female patients. Lipid profile was similar
in both treatment naive and on treatment
patients (Table 3)that shows Disease-
modifying anti rheumatic drug(DMARD)
treatment does not alter the lipid profile in
rheumatoid arthritis patients.

IgM-Rheumatoid factor was found >20
IU/ml in 17 females and 1 male patient. No
significant association of gender with IgM-
Rheumatoid factor was observed(Table 4). No
significant difference in mean lipid profile
values expect HDL was observed in two
groups created on the basis of IgM-
Rheumatoid factor. Lipid profile values have
no positive or negative correlation with
duration of illness(Table 5).

Total cholesterol LDL HDL VLDL TG
Case | 175.20+30.77 102.04+24.05 40.28+9.54 20.70+12.93 143.57+65.0
Female |“control | 157.29+37.4 88.95+28.41 41.95+11.49 25.69+12.18 127.64+60.84
Pvalue | 0.016 0.022 0.459 0.266 0.240
Case | 171.50+£70.56 122.25+65.59 43.25+12.99 20.0 £8.6 100.0 £43.78
Male | control | 173.13+38.83 105.60+ 35.38 39.00+ 11.92 2830+ 13.29 | 142.25+66.90
Pvalue | 0.959 0578 0.584 0.284 0.284
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Table 2: Correlation of Lipid Profile with DAS - 28

Total
LDL HDL VLDL TG
cholesterol

r| 0.310 0.347 -0.026 -0.011 | -0.018

Female
P| 0.036 0.018 0.861 0.943 0.905
r| -0.638 -0.612 -0.577 -0.697 -0.700

Male
P| 0.362 0.388 0.423 0.303 0.300

Table 3: Lipid Profile in Treatment Naive and on-Treatment

Patients
Total
LDL HDL VLDL TG
cholesterol
178.52+33. 107.07 40.04+ | 30.48+1 | 152.52+
Naive
47 +29.91 9.61 5.15 76.08
On 171.81+£35. 100.07 4093+ | 25.89+1 129.48+
Treatment | 29 +27.7 9.99 0.22 51.58
P value 0.496 0.344 0.753 0.210 0.211
Table 4: Lipid Profile and Rheumatoid Factor
Rheumatoid Total
LDL HDL VLDL TG
Factor cholesterol
104.
<20 1U/ml 175.88+34. 5943 4331+ | 27.22+ 135.94+
+
(n=32) 39 9.68 11.58 73.27
0.74
102.
>20 1U/ml 173.17+35. 0042 35.56+ | 29.39+ 147.44+
+
(n=18) 00 7.83 9.02 45.46
551
0.76
P value 0.792 3 0.006 0.570 0.550

Table 5: Correlation of Lipid Profile and Duration of Iliness

Total
LDL HDL VLDL TG
cholesterol
r 0.086 0.104 0.213 -0.082 | -0.086
P 0.554 0.472 0.137 0.550 0.554
Discussion

In present study we observed high level of
total cholesterol and LDL cholesterol in female
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RA patients suggesting RA may synergies
dyslipidemia in female patients.

Rizzo et al [16] in 2009 reported that RA
patients had higher levels of plasma
triglycerides and lower levels of HDL-
cholesterol concentrations as compared to
controls, while total cholesterol and LDL-
cholesterol concentrations were similar and
about 1/3 of patients showed the complete
atherogenic-lipoprotein  phenotype. Ghosh et
al [17] found LDL cholesterol was commonest
abnormality seen in 37.2% of RA patients and
concluded that lipid abnormalities are common
in Indian patients with RA and low HDL-
Cholesterol being the commonest abnormality.
In support of the relationship between
dyslipidemia and RA, Jick et al [18] found that
statins may be protective against the
development of RA in patients with
hyperlipidemia. Toms et al [19] documented
that depending on the risk stratification
method, 2% to 26% of patients with RA
without CVD were dyslipidemic and have
sufficiently high risk to require statin therapy,
and attributed altered lipid metabolism in RA
to systemic inflammation, environmental
lifestyle factors, drug therapy and several
genetic factors and concluded that these factors
may result in changes in overall lipid levels, as
well as modifications of lipid/lipoprotein
structure and function.

Deswal et al [20] observed an increase in
lipids and lipoproteins in rheumatoid arthritis
patients as compared to healthy subjects. The
lipid pattern observed in RA in their study is
atherogenic lipid profile. Similar atherogenic
lipid profile was observed by Mullick et al [21]
in early cases of RA. In present study, we
found a positive correlation of total cholesterol
with DAS - 28 ESR in female patients. None
of the other parameter of lipid profile i.e,;
HDL, LDL, VLDL and triglyceride were
having any correlation with DAS - 28 (ESR).
Our study also found that lipid profile were
similar in treatment naive and on-treatment
patients suggesting no significant effect of
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DMARD's on lipid profile of RA patients.
Among RA patients not receiving lipid-
lowering medications, Curtis et al [22]
observed that treatment with TNFi(Tumor
necrosis factor inhibitor) was associated with
modest increases in TC and LDL levels. This
is consistent with results from other studies
that observed increase in lipid levels after
treatment with biological agents.

In a study done by Lakator [23] among 129
patients of RA who received treatment for 1
year (77 received glucocorticoids and 52
received Non steroidal anti-inflammatory
drugs) showed increased level of triglyceride,
LDL and decreased level of HDL and total
cholesterol. A research done by Hafstrom et al
[24] in 2007 on 67 diagnosed cases of RA who
were on DMARD's and glucocorticoids
showed an increased level of Total cholesterol
after 5 year follow up. Sevenson et al [25]
studied the effect of treatment on 33 RA
patients for 9 months demonstrated increased
level of total Cholesterol, Triglyceride and
HDL.

Conclusion

Total cholesterol and LDL  were
significantly higher in female RA patients as
compared to normal healthy females of similar
age group. There was no effect of drug on lipid
profile in RA patients. Total cholesterol was
found to be positively correlated with disease
activity. Our findings emphasize the need to
raise awareness among healthcare
professionals regarding the development of
hyperlipidemia in RA patients. Screening for
hyperlipidemia may be particularly important
in patients with active RA to prevent
cardiovascular related morbidity and mortality.
Longitudinal studies are further needed for
evaluating the effect of DMARD'S on Lipid
Level in a dose dependent manner in RA
patients. Our study has small sample size and it
doesn't include the apolipoprotein levels.
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study of 43 cases
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6z

Amag: Klinigimizde 3 yillik bir siire boyunca yiiksek plazma ALP
duzeylerinin prevalansini ve klinik 6zelliklerini tanimlamak.

Gereg ve Yontem: artmis ALP diizeyleri olan 5 yasin altindaki
533 gocugunu geriye donuk olarak taradik ve frekans, mevsimsel
dalgalanma, yas dagilimi ve cinsiyet farkhliklarini arastirdik.

Bulgular: Yirmi d6rt hasta (% 55.8) kizdi ve yas ortalamasi 7.48
12.77 (1-60) ay idi. Ortalama alkalin fosfataz (ALP) duizeyi 1402.23 +
440.4 U /L (1038-3135 U / L) ve Ust araliktan 3.33 + 1.04 (2.47-7.46)
kat daha yuksekti. ALP seviyeleri, ortalama 2.5 + 1.1 (1-5) aylik bir
slire iginde normale dénda.

Sonug: Bu iyi huylu antitenin erken taninmasi, gereksiz
testlerden kaginmaya yardimci ollabilir.

Anahtar Kelimeler: hiperfosfatazemi, bebeklik, gocuklar
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ABSTRACT

Objective: To describe the prevalence and clinical characteristics
of elevated plasma ALP levels during a period of 3 years at our clinic.

Material and Methods: We reviewed 533 children,
retrospectively, to investigate the frequency, seasonal fluctuation,
age distribution, and sex differences of the patients with the elevated
ALP levels in younger than 5 years old children.

Results: Twenty-four of the patients were girls (55.8%), and the
mean age of the patients was 7.48+12.77 (1-60) months. The mean
serum alkaline phosphatase (ALP) level was 1402.23 + 440.4 U/L
(1038-3135 U/L) and it was 3.33+1.04 (2.47-7.46) fold above upper
range. Their ALP levels returned to normal in a mean period of 2.5 *
1.1 (1 to 5) months.

Conclusion: Early recognition of this benign entity, should help to
avoid unnecessary tests.

Keywords: hyperphosphatasemia, infancy, children
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Introduction

Transient hyperphosphatasemia (TH) is a
benign condition, characterized by transiently
increased serum alkaline phosphatase (ALP)
[1]. Elevated serum ALP levels occasionally has
been occurred with different clinical disorders
as gastrointestinal diseases, respiratory
infections, congenital anomalies and inborn
errors of metabolism, anemia, malignancies,
and neurological disorders [2]. Characteristic
features of TH previously have been described
by Kraut et al [3], include; a) elevation of
serum ALP b) no signs of liver, metabolic or
bone disease c) age of less than 5 years d)
return to normal serum ALP levels within 4
months. The prevalence of TH ranged 1.5 to
5.1 % in infancy, so recognition of this entity is
important to avoid unnecessary tests [3-8].

The aim of this study is to describe the
prevalence and clinical characteristics of TH,
and to review the published literature.

Material and Methods

Between January 2011 and January 2014,
in our well-child clinic, we studied children
who had been taken blood samples for
routine screening or minor conditions,
retrospectively, to reveal elevated ALP levels
in younger than 5 years old children. Serum
ALP activity was evaluated by using the age-
and gender-specific reference ranges [9].
Children who had any chronic disease (such as
chronic liver disease, chronic renal
insufficiency, chronic diarrhea, celiac disease,
metabolic disease, bone disease ..), using
medications which may affect serum ALP
levels, did not have follow up measurements
were excluded from the study. Children who
had no signs of liver, metabolic or bone
disease, and return to normal serum ALP
levels within 4 months were diagnosed
transient hyperphosphatasemia according to
Kraut et al [3] definition. A total of 43 patients
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were recruited to study according to defined
criteria.

We investigated seasonal fluctuation, age
distribution, and sex differences of the
patients with the elevated ALP levels. To
analyze the seasonal fluctuation, we arranged
the number of cases detected month by
month during the study. The definition of the
seasons in the Northern hemisphere is; Winter
(December-February), Spring (March-May),
Summer

(July-August) and Autumn

(September-November).

The study was approved by Ethics
Committee of Ankara Child Diseases
Hematology Oncology Training and Research
Hospital, Ankara, Turkey.

Statistical Analysis

All statistical analyses were performed
using the SPSS statistical package, version 17.0
for Windows. If the the variables exhibited
normal distribution, they were presented by
mean and standard deviation (SD), if did not
exhibite normal distribution they were
presented by median with minimum and
maximum levels. Student’s t-test was used to
compare continuous variables and x’-test was
used to compare categorical variables
between two or more groups. If the groups
did not exhibit normal distribution, they were
analyzed using the Mann-Whitney U test or
Kruskal-Wallis test as appropriate. A p-value
<0.05 was considered statistically significant.

Results

A total of 43 patients [24 (55.8%) girls]
were identified with TH. The median age of
the patients was 3 (1-60) months. There was
not any significant difference between gender
(p=0.58) and age of boys and girls (8.9+13.9
months, 6.3+11.9 months, respectively)
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(p=0.51). All patients was found to be in
normal weight and height according to their
gender and age with normal physical
examinations. All patients had unremarkable
medical and family history.

Alanine aminotransferase (ALT), aspartate
aminotransferase  (AST), calcium (Ca),
phosphorus (P), urea and creatinin were in
normal range in all children (Table 1). Serum
25-hydroxy vitamin D level was measured in
22 patients (51.1%), and was found in normal
limits  (38.2t10.6 ng/ml)  (22.3-61.5).
Parathyroid hormone (PTH) was measured in
four patients (9.3%), all of them were in

normal ranges (29.8+19.1 pg/L).

Table 1. Laboratory details of patients
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We observed a seasonal clustering of cases
during winter (34.9%), and the lowest
incidence was in spring (14%) (p=0.54).

There wasn’t any significant difference in
median levels of ALP among seasons (p=0.7)
(Table 2).

Table 2. Seasonal variations of ALP levels of patients

Season (n of patients) ALP level (U/L)*

Winter (15) 1244 (1041-1993)

Spring (6) 1176 (1049-2062)

Summer (10) 1248 (1038-3135)
Autumn (12) 1285 (1090-2478)
p 0.7

Laboratory tests
Calcium (mg/dL)* 10.6 (9.1-11.1)
Phosphorus (mg/dL)** 6+0.8

Alkaline phosphatase (U/L)* 1230 (1038-3135)

Aspartate aminotransferase (IU/L)** | 37.3 +11.1

Alanine aminotransferase (IU/L)** 23.3+9.6
Urea (mg/dL)* 17 (3-94)
Creatinine (mg/dL)* 0.2 (0.05-0.6)

*: Median (Min-Max levels)
**: Mean £ SD

The median serum ALP level was 1230
(Min-Max:1038-3135) U/L and it was
3.3341.04 (2.47-7.46) fold above upper range.
Boys’ median ALP level was significantly
higher than girls’ median ALP level (1305 IU/L
[Min-Max:1090-2177], 1172 IU/L  [Min-
Max:1038-3135]), respectively) (p=0.02).

The ALP levels returned to within normal
limits in mean 2.5 £ 1.1 months.

Transient hyperphosphatasemia was
mostly seen in children younger than 1-year
old (90.7%), and only 4 patients were older
than 1-year old (13, 27, 36 and 60 months-old,

respectively).

*: Median (Min-Max levels)

Discussion

Transient hyperphosphatasemia (TH) is a
benign disorder, characterized by transiently
elevated of 3-50 times upper normal value
serum ALP levels, with no evidence for bone
or liver diseases, in children younger than five
years old [7,10]. The prevalence of TH is
reported to be 1.5% up to 5.1% during infancy
but the real incidence of TH is not known
certainly, because ALP levels is not routinely
determined in benign conditions [5,7,8,11].
Although, in most of studies, TH affects both
sexes equally [8,11], similar like our study,
Carroll et al documented a significant male
predominance [6]. In previous studies,
majority of the TH were seen in children
younger than 2 years old [4,6]. Gualco et al
revealed, that only 18% of the cases were
older than 37 months, and the median age of
their cases was 18 months with ranged from 2
months to 17 years [8].

Serum ALP elevation was mostly 3-5 times
higher than the upper reference ranges (12).
Gualco et al found, the highest ALP ratio
median was 9 with ranges from 2.0-71 fold
above upper range [8]. In our study, we found
3.33 fold above upper range.
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Serum ALP is produced in the liver, bone,
intestine and the placenta [8,10,13]. In
pediatric patients [14], the bone and liver
fractions of ALP contribute 85% and 15%,
respectively [13]. The serum ALP levels change
with age (12). Because of higher rates of
osteoblastic activity in children, serum ALP
levels are higher than adults [14,15]. In
infancy, ALP levels are threefold the upper
reference limit for adults, by the 2-years of
age, serum ALP levels begin to fall and during
puberty, ALP levels increase again [1,7,8,13].
Gualco et al, indicated that, ALP isoenzyme
studies are not useful in clinical practice to
evaluate subjects with TH [8, 15].

The etiology of TH seems to be
multifactorial. Although it is in high
concentrations in growing bone and in bile,
ALP is a marker of hepatic and metabolic bone
disorders [10]. We found, the levels of Ca, P
and PTH (four patients) in normal ranges, thus
ruling out increased bone turnover.
Respiratory and gastrointestinal infections,
mostly viral, seem to be important triggering
factors in TH without any underlying chronic
disease [8,10,13,16]. Although an association
between TH and failure to thrive was found in
previous studies [6,7], but we did not observe
it.

However it has occurred in association with
some clinical conditions, including liver
diseases, malignancy, rickets and other
metabolic osseous diseases, drugs as co-
trimaxazole, albumin, cyclosporin A,
anticonvulsants and  following  organ
transplantation [7,8,13,15]. Although, failure
to thrive was the one of the possible cause of
TH [6], in our study we did not observe it. But
mostly, TH has been seen without any

underlying condition (87%) [8].

A seasonal peak was observed during the
winter in our study. This seasonal predilection
may be associated with frequency of
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infections during fall and winter as shown
previous studies [6,8,16]. Although, in another
study, 2 peaks were shown in spring and fall
[17], some authors were not found seasonal
variation [4,6].

The duration of TH may be associated the
duration of bone resorption cycle, which takes
4 months [10]. Although, most of the ALP
levels return to normal earlier than 4-6
months [8,13], in one study, authors revealed
that, the duration of the elevation ranged
from 2 weeks to 4 years with median 10
weeks [8]. Also, 20% of the cases persist for
longer than 17 weeks [8]. We found the mean
duration of TH was shorter than previous
studies (2.5%1.1 months). Unfortunately, exact
maximal ALP levels and the duration of TH are
difficult to determine because of the
incidental detection of this state.

Our study had some limitations. Because of
this is a retrospective study, in most patients,
we could not assess, 25-hydroxy vitamin D,
PTH and alkaline phosphatase isoenzymes.

In conclusion; TH is a transient, benign and
self-limited condition. The diagnosis of TH was
based on normalization of serum ALP levels
within 4-6 months and no evidence for bone
or liver diseases on physical examination and
laboratory findings may be useful clinically.
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Results of the treatment with intravitreal bevacizumab injection in branch
retinal vein occlusion

Retinal ven dal tikanikliginda intravitreal bevacizumab enjeksiyonu ile
tedavi sonuglari
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Amag: Retina ven dal tikanikligina sekonder makila 6demi
tedavisinde uygulanan intravitreal bevacizumab enjeksiyonun gérme
keskinligi ve makula kalinligi tizerine etkisini aragtirmak.

Gereg ve Yontem: Retina ven dal tikanikligina bagh makiler
6demi bulunan ve intravitreal bevacizumab enjeksiyonu uygulanan
hastalarin  dosyalari retrospektif olarak incelendi. Hastalarin
enjeksiyon o©ncesi ve enjeksiyon sonrasi takiplerindeki gérme
keskinligi (logMAR) ve tikanikligin bulundugu kadrandaki makuler
kalinlik degerleri kaydedilerek intravitreal bevacizumabin bu
parametreler Gzerindeki etkisi incelendi.

Bulgular: 17’si erkek, 7’si kadin toplam 24 hastanin 24 gozl
calismaya dahil edildi. Hastalarin yas ortalamasi 59.1%7.7 idi.
Enjeksiyon Oncesi gorme keskinligi ortalama 0.7+0.5 logMAR,
makiler kalinlik degeri ortalama 489.7+129.6 um olarak tespit
edildi. Uygulanan ortalama enjeksiyon sayisi 1.5+0.7 idi. Enjeksiyon
sonrasi ortalama takip stresi 3.5+£2.7 aydi. 1. Ayda gorme keskinligi
0.5+0.1 logMAR, makila kalinligi 393.1+5.7 um olarak tespit edildi.
Hastalarin son takiplerindeki gérme keskinligi ortalama 0.26+0.28
logMAR, makiler kalinhk degeri ortalama 317.4+71.5 pm idi.
Enjeksiyon sonucunda, ilk ve son kontroller arasi goérme
keskinligindeki artis ve makiila kalinhgindaki azalma istatistiksel
olarak anlamh bulundu. (p<0.001).

Sonug: Retina ven dal tikanikhgina sekonder makiler 6demde
uygulanan intravitreal bevacizumab enjeksiyonu gérme keskinligini
arttirmakta ve makdler kalinhgi azaltmaktadir.

Anahtar Kelimeler: intravitreal bevacizumab, makila 6demi,
retinal ven tikanikhgi
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ABSTRACT

Objective: The aim was to study the effect of intravitreal
bevacizumab injection (IVB), which is applied in macular edema
treatment secondary to branch retinal vein occlusion (BRVO), on
visual acuity and macular thickness.

Material and method: The files of patients who has macular
edema caused by branch retinal vein occlusion and who were applied
intravitreal bevacizumab injection were studied retrospectively.
Visual acuity (logMAR) in follow-ups of the patients before and after
the injection and the macular thickness values of the quadrant of the
occlusion were recorded and the effect of intravitreal bevacizumab
on these parameters were analyzed.

Results: 24 eyes of 24 patients, 17 of which are male and 7 of
which are female, were included in the study. The mean age of the
patients were 59.1+7.7. The mean visual acuity prior to the injection
was determined to be 0.7+0.5 logMAR, and the mean macular
thickness value 489.7+129.6um. The mean injection number applied
was 1.5+0.7. The mean follow-up time after the injection was 3.5+2.7
months. The mean macular thickness was determined to be
393.1+5.7um and mean visual acuity was 0.5+0.1 logMAR in the 1st
month. In the last follow-ups of the patients, the mean visual acuity
was 0.2610.28 logMAR and the mean macular thickness value was
317.4+71.5 um. The increase in visual acuity and the decrease
between first and last control after the injection was found
statistically significant (p<0.001).

Conclusion: The intravitreal bevacizumab injection used in
macular edema secondary to BRVO increases visual acuity and
decreases macular thickness.

Keywords: intravitreal injection, macular edema, retinal vein
occlusion
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GIRIS

Retina ven  tikanikligi, diyabetik
retinopatiden sonra gérme kaybina sebep olan
en sik ikinci retinal vaskiiler hastaliktir.
Tikanikligin tutulum bolgesine goére santral,
hemisantral ya da dal tikamkligi seklinde
ortaya cikabilir. 40 yas iistiinde goriilme siklig1
%1-2 olarak bildirilmistir.1-3 Retina ven dal
tikanikligi (RVDT) daha sik izlenirken (%0.6-
1.1), santral retinal ven tikanikligi daha nadir
goriilmektedir (%0.1-0.4).4 Retina ven dal
tikanikliginda patoloji, arter ven g¢aprazlagsma
bolgesinde arterin ven {lizerinde yaptigi basi ile
aciklanmaktadir. Bas1 sonucu olusan tiirbiilans
ven duvarinda endotel hasarina neden olmakta
bu da tromboz ile sonu¢lanmaktadir. Siklikla
alt ve iist temporal arkadlar tutulum gosterir ve
venin trasesinde hemoraji ve eksudasyona

neden olmaktadir.5,6

Retinal  vaskiiler  tikaniklik  sonucu
¢ogunlukla orta ya da ciddi gérme kayiplari
olusmaktadir. Neden oldugu makiila 6demi
gorme kaybinin en sik nedeni olup olgularin
%60’1inda rapor edilmistir.7 Kapiller endotel
hiicre harabiyeti, iskemik retinadan salinan
vaskiiler endotelyal biiylime faktorii (VEGF)
ve interlokin-6 (IL-6) gibi mediatorler makiiler
O0demle sonuglanan kan retina bariyerinin
bozulmasina neden olmaktadir.8 Giiniimiizde
retinal vaskiiler tikanikliga sekonder makiila
O0deminde; lazer fotokogiilasyon,9 intravitreal
deksametazon ve triamsinolon (IVTA) gibi
steroidler,10,11 intravitreal bevacizumab12,13
(Avastin; Genentech Inc., South San
Franscisco, Calif., USA) ve ranibizumab14,15
(Lucentis; Novartis Inc. Basel, Switzerland)
gibi anti-VEGF ajanlar kullanilmaktadir. Bir
monoklonal antikor olan bevacizumab’in
RVDT’ye sekonder makiila 6deminde gdérme
keskinligi ve makiila kalinhig1 iizerine olan
olumlu etkileri birgok caligmada

gosterilmistir.16,17

Caliymamizda, RVDT’ye bagli makiila
O0demi  tedavisinde =~ VEGF inhibitorii
bevacizumab’in

intravitreal ~ enjeksiyonu
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sonrast gorme keskinligi ve anatomik
sonuglarin degerlendirilmesi amaglandi.

GEREC VE YONTEM

Ondokuz Mayis Universitesi Tip Fakiiltesi
GOz Hastaliklar1 Anabilim Dali’nda ¢ekilen
fundus flurosein anjiografi (FFA) ve optik
koherens tomografi (OKT) sonrasinda retina
ven dal tikanikligina sekonder makiila 6demi
tanist alan ve intravitreal bevaciumab
(Avastin®) tedavisi uygulanan 24 hastanin 24
gbzii retrospektif olarak incelendi. Takibi 3
aydan kisa olan, iris/disk ve retinal
neovaskiilarizasyonu olan, epiretinal membram
olan, daha Once makiila 6demi nedeni ile
intravitreal anti-VEGF, triamsinolon,
deksametazon tedavisi veya lazer
fotokoagiilasyon uygulanan, diyabet veya
bagka bir sistemik hastaligi bulunan olgular
calismaya dahil edilmedi. Makiila 6demi OKT
ile Olgiilen makiila kalinligr >250 um olmasi
olarak degerlendirildi.

Tim hastalardan aydinlatilmis  onam
alindiktan sonra bevacizumab steril sartlarda
1.25 mg/0.05 ml dozunda intravitreal olarak
uygulandi.  Enjeksiyon %0.5 proparakain
hidrokloriir ve  %5’lik  povidon iodiir
damlatilmasini takiben 30 G igne kullanilarak
limbusun 3-3.5 mm gerisinden alt temporal
kadrandan  yapildi.  Enjeksiyon  sonrasi
hastalara yedi giin siire ile kinolon grubu bir
antibiyotik giinde 5 kez kullanilmak {izere
verildi. Intravitreal tedavi PRN (pro re nata,
gerektiginde) protokoliine gore uygulandi. Bu
protokolde  enjeksiyon  sonrast  mevcut
bulgularn  devam etmesi veya daha
kotiilesmesi  goriildiigli takdirde enjeksiyona
devam edildi. OKT’de makiila 6deminin
(santral makiila kalinlig1 >250 um) eslik ettigi
durumda, mevcut goérme keskinligi 0.3
logMAR ya da altinda tespit edilmisse
intravitreal tedavi uygulandi. OKT’de makiila
O0deminin devam etmesi ya da artmasi ve
gorme keskinliginde azalma olmasi1 durumunda
ise tedavi tekrarlandi. Hastalar enjeksiyona
bagli komplikasyonlar acisindan izlendi ve
enjeksiyon sonrast aylik olarak kontrole
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cagirildi. Enjeksiyon sonrast 1. ay ve son
kontrolde hastalarm en iyi gérme keskinligi
snellen eseli ile Olgilildi ve ETDRS harf
skorlamasina ¢evrildi. Bunun yaminda her
kontrolde biyomikroskop ile on segment ve
fundus muayenesi, goldmann aplanasyon
tonometrisi ile goz i¢i basinglari, OKT ile

makiila kalinliklar1 degerlendirildi.

Tedavi Oncesi ve sonras1 géorme keskinligi
ve makiila kalinliklar1 karsilastirilmasinda
Wilcoxon testi kullanildi. Toplanan verileri
analiz icin SPSS 15.0 programi kullanildi ve
p<0.05 degeri istatistiksel olarak anlamli kabul
edildi.

BULGULAR

Calismaya RVDT tanis1 konan en az 3 ay
takip edilmis 24 hastanin 24 gozii dahil edildi.
Hastalarin 17’si erkek (%70.2) 7’si bayan
(%29.2) olup ortalama yas 59.1+7.7 olarak
tespit edildi (Tablo 1). Olgularin tamam
enjeksiyonlar ve sonrasinda birer ay araliklarla
kontrollere c¢agirildi ve OKT ile ¢ekilen
makiila filmlerinde ©6demin devam etmesi
ve/veya gorme keskinliginde azalma olmasi
durumunda ilave enjeksiyon  yapilmasi
planlandi. Ortalama takip siiresi 3.5+2.7 (3-10
ay) aydi Ortalama 3.5 aylik izlem siiresi
boyunca 13 hastaya 1, 10 hastaya 2 ve 1
hastaya dort enjeksiyon yapildi. Ortalama
enjeksiyon sayis1 1.5+0.7 idi. Hastalara takip
siiresi i¢inde argon lazer fotokoagiilasyon
tedavisi uygulanmadi.

Son takipler incelendiginde 24 hastanin
18’inde gorme keskinliginde > 2 sira artis
tespit edilirken 3 hastada < 2 sira artig tespit
edildi. 1 hastada gorme keskinligi degismez
iken 2 hastada birer sira kayp goriildii. Son
kontrolde makiila kalinlig1 degerlendirildiginde
24 hastanin 22’sinde makiila kalinliginda
azalma oldugu goriildii. Sadece 2 hastanin
makiila kalinhiginda artis izlendi. Makiila
kalinliginda artis olan hastalarin birinde 1 sira,
digerinde 2 swa gorme keskinliginde artis
gdzlendi.

Sayin et al.

Enjeksiyon Oncesi hastalarin  baslangic
gorme keskinligi ortalama 0.7+0.5 logMAR,
santral makiiller kalinlik degeri ortalama
489.7+£129.6 edildi.
Enjeksiyon sonrasi 1. Ayda goérme keskinligi
0.5£0.1 logMAR, son kontrolde 0.26+0.28
logMAR idi. Ortalama goérme keskinliginde

pm olarak tespit

tedavi Oncesine kiyasla enjeksiyon sonrasi 1.
ayda istatistiksel olarak anlamli fark bulunmaz
iken (p=0.074), son kontrolde fark anlaml
olarak tespit edildi (p<<0.001). Santral makiiler
kalinlik ortalamasi enjeksiyon sonrasi 1. ayda
393.1+5.7 um, son kontrolde 317.4+£71.5 pm
olarak saptandi. Santral makiila kalinliginda
tedavi dncesi doneme gore tedavi sonrasi 1. ay
ve son kontrolde istatistiksel olarak anlamli
azalma tespit edildi (swrasiyla p=0.021,
p<0.001) (Tablo 2).

Tablo 1. Olgularin epidemiyolojik dzellikleri

Olgularin ozellikleri

Hasta/goz sayist 24/24
Ortalama yas 59.1+7.7
Kadimn/erkek 7117
Ortalama izlem siiresi(ay) 3.5+2.7
Sag gbz/sol goz 13/11

Tablo 2. Enjeksiyon 6ncesi ve sonrasi kontrollerde gérme keskinligi ve

makiila kalinlik degerleri

Tedavi lay p Son p
oncesi degeri vizit degeri
Gorme 0.7+0.5 0.074  0.26+0.28 <0.001
(logMAR) 0.5+0.1
SMK (nm) 489.7£129.6 0.021 317.4+71.5 <0.001
393.1+£5.7

SMK: santral makiiler kalinlik

Hastalara yapilan 37 enjeksiyon sonucunda
hicbir hastada endoftalmi, retina dekolmani
gibi uygulamaya bagh komplikasyonlar ya da
bevacizumaba bagh sistemik yan etki
izlenmedi.
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TARTISMA

RVDT sik goriilen ve gbérmeyi tehdit eden
bir hastaliktir. RVDT olan olgularin bir
kisminda makiila 6demi spontan olarak
gerilerken diger bir kisminda makiila 6demine
bagli gérme kayb1 hala 6nemli bir sorun olarak
karsimizda durmaktadir. Giliniimiizde mevcut
makiila 6demi tedavisinde kullanabilecegimiz
etkinligi  kanitlanmug  ¢esitli  alternatifler
bulunmakla birlikte heniiz kanitlanmis altin
standart bir tedavi bulunmamaktadir. Grid
lazer fotokoagiilasyon, intravitreal steroidler
(IVTA, implant) ve intravitreal anti-VEGF
ajanlarin birbirine {stiinliikkleri ve kombine
kullammlar1 ile ilgili literatiirde ¢ok fazla
sayida calisma bulunmaktadir.

Vaskiiler endotelyal growth faktoriin
anjiogenezdeki roliiniin anlagilmas1 ve makiila
dejeneresansinda kullamm onayr almasindan
sonra RVDT, santral retinal ven okliizyonu ve
diyabetik makiiler 6dem gibi VEGF ile iliskili
diger hastaliklarin tedavisinde de kullanilmaya
baglanmustir. Bevacizumab VEGF’in tiim
izoformlarina  baglanip  nétralize  etme
Ozelligine sahip insanlastirilmis monoklonal
antikordur.18 Bir¢ok calismada intravitreal
bevacizumab enjeksiyonlarinin RVDT
olgularmda makiila kalinliginda azalma ve
gérme keskinliginde artig sagladigi
gosterilmistir.19,20 Go6z i¢in endikasyon dist
olarak kullanilan intravitreal bevacizumab
enjeksiyonunun kalp krizi, kanama,
teratotoksisite, serebrovaskiiler olay,
nefrotoksisite gibi sistemik komplikasyonlar1
nadir de olsa goriilmektedir.21

Uygulanan  doz  agisindan  RVDT
olgularinda tedavi amaciyla 1.25 mg, 2.0 mg
ve 2.5 mg gibi farkli dozlarda intravitreal
uygulamalar yapilmis, iki yil sonunda makiila
kalinlig1 ve goérme keskinligi agisindan anlamli
fark bulunmamistir.22 Pai ve ark. Santral
retinal ven ve retinal dal tikanikligina bagh
makiila 6demi olan hastalara intravitreal 1.25
mg bevacizumab tedavisi uygulams, 3. Ayda
gorme keskinliginde anlamh artis ve makiila
kalinligimda azalma tespit etmislerdir.23

Sayin et al.

Rabena ve ark. ise RVDT’si olan 27 hastalik
olgu grubunda intravitreal bevacizumab
uygulamis, ortalama 5.3 hafta sonunda makiila
kalinhiginda azalma ve gorme keskinliginde
anlamli artig tespit etmistir.17 Biz de
calismamizda literatiire benzer sekilde 1. ay ve
3. ay sonunda baglangica goére gdérme
keskinliginde artis ve makiila kalinliginda
azalma gozledik.

RVDT’ de en yaygin kullanilan intravitreal
bevacizumab protokolii ilk 5-6 aylik siiregte 2-
3 enjeksiyon seklindedir.24 Ilac etkinliginin
non-vitrektomize gozlerde ortalama 6-8 hafta
sirdiigli ve intravitreal yarilanma Omriiniin
9.82 giin oldugu bildirilmistir. 25 Rabena ve
ark.’lar1  ¢alismalarmda RVDT olgularina
ortalama 2 enjeksiyon, iilkemizden Kiisbeci ve
ark.26 ortalama 2.3 enjeksiyon uygulayarak
stabilizasyon saglamislardir. Calismamizda
ortalama 3.5 aylik takip siirecinde olgularimiza
ortalama 1.5 intravitreal enjeksiyon uygulandi.
Calismamizin eksik yonlerinden biri tim
olgular i¢in sabit bir son kontrol noktasmin
bulunmamasi ve takip siiresinin kisaligidir ve
bu durum nihai enjeksiyon  sayisini
etkilemektedir.

Enjeksiyon endikasyonu PRN protokoliine
gore uygulandi. Ito ve ark.27 ilk dozun
ardindan PRN protokolii uygulanan hastalar ile
3 doz yiikleme yapilan ve ardindan PRN’ye
gegcilen olgular arasinda 12 ay sonunda makiila
kalinligi ve gorme keskinligi agisindan fark
olmadigimi bildirmistir. Bunun yaninda ayni
calismada daha az enjeksiyonun endoftalmi ve
enjeksiyona sekonder komplikasyonlar1 da
azaltabilecegi  vurgulanmistir.  Biz  de
calismamizda ilk enjeksiyonun ardindan
gerektiginde enjeksiyon yapmayi tercih ettik.

Gorme keskinligi ve makiila kalinlig
arasindaki 1iliski incelendiginde 2 olguda
makiila kalinliginda artis olurken gdérme
keskinliginde de artis izlenmesi, makiila
kalinliginda azalma olan 2 olguda ise gorme
diizeyinde azalma olmast daha Onceki
caligmalar ile benzer sekilde makiila kalinlig
ile gorme diizeyi arasinda korelasyon
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olmadigim gostermektedir. Santral makiilar
kalinlik azalirken gérme diizeyinin artmadig 2
olguda en dikkat ¢ekici nokta FFA’da tespit
edilen foveal avaskiiller zondaki (FAZ)
bozulmadir. Rouvas ve ark. caligmalarinda
FAZ’da bozulma olan hastalarda goérme
artiginin saglanamadigimi bildirmislerdir.28

Calismaya dahil edilen higbir hastada
katarakt, sekonder glokom, enflamasyon,
endoftalmi, retina yirtigi, retina dekolman,
vitreus kanamasi gibi ciddi g0z
komplikasyonlar1 veya sistemik bir yan etki
izlenmedi.

SONUC

RVDT’ye bagli makiila 6demi tedavisinde
intravitreal bevacizumabin etkinligi
kanitlanmisg olmakla birlikte halen

cevaplanmay1 bekleyen sorular bulunmaktadir.
Anatomik  ve  fonksiyonel  diizelmenin
stirekliliginin saglanmasi i¢in daha uzun siireli
calismalara ihtiya¢ duyulmaktadir.
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Risk Factors Of Low Birth Weight; Case-Control Study

Diisiik Dogum Agirhgi Risk Faktorleri; Olgu-Kontrol Calismasi
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0z

Amag: Dusuk dogum agirligi (2500 gr'den dusuk) (DDA) fetal ve
neonatal morbidite ve mortalite, biligsel gelisimin yavaslamasi ve
yasamin ilerleyen doénemlerinde kronik hastaliklarin meydana
gelmesi ile iliskilidir. DlUnya’da DDA insidansi yaklasik %15,5
sikligindadir. Arastirmanin amaci Denizli ili merkez ilgesinde dusuk
dogum agirhigi risk faktorlerini saptamaktir

Materyal ve Metod: Olgu-kontrol tipi dizayn edilen bu
arastirmaya, Denizli ili Merkez ilgesinde Temmuz 2009-Haziran 2010
tarihleri arasinda 1500-2499 gr arasinda agirligi bulunan 295, 2500-
4000 gr arasinda agirhgi bulunan 302 yeni dogan annesi dahil edildi.
Bebegin dogum boyu ve agirligi, annenin son gebelik ve dogum
bilgilerini, 6zgegmisini, anne ve babanin antropometrik dlgiimlerini,
yasam stili ve bagimhliklarini, sosyo-demografik ve sosyo-ekonomik
degiskenleri iceren anket ylz ylze gorusme teknigi ile annelere
uygulandi. Analiz siklik ve yiizde dagilimlari ve ortalama, standart
sapmalar icermektedir. DDA ile risk faktorleri arasindaki iliskiyi
saptamak igin ki kare analizi ve tahmini rélatif risk orani kullanildi.
Risk faktorlerinin birlikte degerlendirilmesi igin lojistik regresyon
analizi yapildi. p<0,05 anlamli olarak kabul edildi. Analizde SPSS 10
paket programi kullanildi.

Bulgular: Lojistik regresyon sonucuna goére DDA’yl g¢ogul
gebeligin 18,50 (%95GA; 8,54-40-39) kat, VKi 20kg/m2’den diisiik
olmasinin 1,98 (%95GA; 1,23-3,19) kat, gebelikte agirlik kazancinin 7
kg ve altinda olmasi 2,49 (%95GA; 1,56-3,96) kat, DDAB dogurma
oykustnun 3,44 (%95GA; 1,69-7,02) kat, birinci ve ikinci derece
akraba’da DDAB dogurma o6ykisunin 4,28 (%95GA; 2,61-6,94) kat,
gebelikten 6nceki Ug¢ ay ve gebelik siiresince X 1sini maruziyetinin
3,35 (%95GA; 1,26-8,91) kat, tetanos eksik asili olmanin 4,83
(%95GA; 2,32-10,08) kat, ilk canhh dogumu olmasinin 3,43 (%95GA;
2,15- 5,49) kat, gebelikte agir yasam olaylari gegirmesinin 1,60
(%95GA; 1,01-2,55) kat, herhangi bir iste ¢alismamanin 1,69
(%95GA; 1,06-2,70) kat ve enformel galismanin 2,44 (%95GA; 1,03-
5,82) kat arttirdig1 saptandi.

Sonug: Arastirmada saptanan risk faktorlerini 6nlemeye yonelik
calismalar DDA goérilme sikhigini da dastrecektir.

Anahtar Kelimeler: Diisiik Dogum Agirligi, Dogum Oncesi
Bakim, Bebek

Corresponding Author: Ozgiir Onal
Address Burdur Merkez Toplum Sagligi Merkezi. .Burdur, Turkiye

E-mail: ozgurional@hotmail.com

ABSTRACT

Aim: Low birth weight (LBW) (defined as a birth weight of less
than 2500 grams) is associated with fetal and neonatal morbidity and
mortality, impaired cognitive development, and the advent of chronic
diseases in later life. The global incidence of LBW is around 15,5%.
The aim of this study was to identify risk factors for low birthweight
in the centre of Denizli province.

Materials and methods: A case-control study was carried out and
mothers of 295 newborns with birthweight between 1500-2499 g
(cases) and 302 newborns with birthweight between 2500-4000 g
(controls) were analyzed. The questionnare was applied to women
using face to face technics between July,2009 and June,2010 . The
questionnare included birth weight and birth lenght of newborn, the
date of last pregnacy and type of last delivery, profile of mother,
anthropometric  measures, life styles, habits, addictions,
sociodemographic and socioeconomic characteristics of mother and
father of newborn. Analysis included frequency and percent
distributions, means, standart deviations. In group comparisions for
categorical variable, chi square test and odds ratio (OR) was used.
Logistic regression model was performed for some selected risk
factors. P<0.05 was considered statistically significant. Statistical
Package for Social Sciences (SPSS) program, Version 10 was used for
data entry and analysis.

Results: When backward logistic regression model was performed
for some selected factors in relation to low birth weight, there was a
positive relationship between multiple pregnancy [OR(95%Cl) 18.50
(8.54, 40.39)], BMI lower than 20 kg/m2 of mother before pregnancy
andemployment status [OR(95%Cl) 1.98 (1.23, 3.19)], weight gain of 7
kg and under during pregnanacy [OR(95%Cl) 2.49 (1.56, 3.96)], a
history of giving birth to low birth weight infant [OR(95%Cl) 3.44
(1.69, 7.02)], first- degree and second- degree relative’s histories of
giving birth to low birth weight infant [OR(95%CI) 4.28 (2.61, 6.94)],
X- ray exposure in the three months before and during pregnancy
[OR(95%CI) 3.35 (1.26, 8.91)], to be incomplete tetanus vaccinated
[OR(95%Cl) 4.83 (2.32, 10.08)], first live births [OR(95%CI) 3.43 (2.15,
5.49)], severe life experiences during pregnancy [OR(95%CI) 1.60
(1.01, 2.55)], unemployed [OR(95%Cl) 1.69 (1.06, 2.70)], working in
the informal labor [OR(95%Cl) 2.44 (1.03, 5.82)].

Conclusion: Efforts to prevent risk factors determined in this
study also reduce the incidence of LBW.

Keywords: Low birthweight, Prenatal Care, Baby
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GIRIS

Dogum agirhigmin 2500 gr.’in altinda
olmasi, Diinya Saglhk Orgiitii (DSO) tarafindan
disik dogum agirhgt (DDA) olarak
tanimlanmustir(1). DDA 6nemli bir halk sagligi
sorunudur. DSO verilerine gére 2000-2008
yillar1 arasinda diinyada diisiik dogum agirlikl
bebek (DDAB) insidanst %15,5’tir. DDA,
gelismis  llkelere gore gelismekte olan
tilkelerde daha fazla siklikta goriilmektedir.
Gelismekte olan {ilkelerde her yil 20
milyondan fazla DDA’ bebek
dogmaktadir(1). TNSA 2008 verilerine gore
Tirkiye’”de  DDAB  sikligt  %11,0°dir  (2).
Dogum agirligr bebegin biiylimesinin ve sag
kaliminin giiclii bir belirleyicisidir. DDAB
hayata dogum anindan itibaren dezavantajli
baslar ve koti sag kalim oranlari ile karsi
karsiyadir. Epidemiyolojik gozlemlere gore
DDAB’ler normal dogum agirlikli bebeklere
(NDAB) gore dogumdan sonra 20 kat daha
fazla olasilikta 6lme riski ile kars1 karsiyadir.
Bu risk neonatal dénemde (ilk 28 giin ) 40 kata
kadar  ¢ikar(3). Bu sonu¢ DDA’nin
Onlenmesinin, bebek Olimlerinin azalmasina
katkida bulunacagr acgikca gostermektedir.
Ayrica DDA fetal ve neonatal morbidite,
biliylime ve biligsel gelisimin inhibe olmasi,
yasamin ileri donemlerinde kronik hastalik
gecirme olasiliginin artmasiyla da yakindan
iliskilidir(1).

DDAB’ler NDAB’lere gore, yasamlarinin
ilk ii¢ yilinda, 2-4 kat daha fazla siklikta akut
ishale, 2 kat daha fazla siklikta akut
solunumsal enfeksiyonlara maruz
kalmaktadirlar. Bes yas ve altt bebeklerde
malnutrisyonun 6nemli bir nedeni DDA’dir
(4). Yasamin anneye ait degistirilebilen risk
faktorlerinin bilinmesi ve bunlar1 Onlemeye
yonelik girisimlerde bulunulmasi, yeni dogan
saglhigt ve gelisimi agisindan biiyiikk Onem
tagimaktadir. Uluslararas1 diizeyde DDA risk
faktorleri, ¢ok fazla incelenmesine ragmen
iilkemizde bu konuda yapilmis aragtirma smirlt
saylda bulunmaktadir. Ayrica DDA’nin tibbi
nedenleri daha fazla arastirllmig, saglik

Onal et Zencir.

hizmetlerinin, ailenin sosyo-ekonomik
ozelliklerinin ve sosyo demografik 6zelliklerin
DDA’ya etkisi daha az ilgi ¢ekmistir. Bu
konuda yapilan bazi c¢aligmalarda annenin
riskli yas gruplarinda olmasi, antenatal bakim
eksikligi, 6nceden DDAB dogurma oykiisi,
cok sayida dogum ve egitim diizeyi diisiik anne
vb. gibi faktorlerin DDA i¢in &nemli risk
olduklart  bildirilmektedir(5-9).
Bulundugumuz toplum iginde yapilacak
calismalar ile DDA icin risk faktorlerinin

faktorleri

saptanmast  ve bunlardan  6nlenebilmesi
miimkiin olanlar konusunda egitim ve basin
yolu ile toplumun bilgilendirilmesi disiik
dogum agirligi ve dolayisiyla da neonatal 6liim
ve morbiditede azalma saglayabilir.

Bu  bilgiler dogrultusunda ¢alismanin
amaci, DDA’y1 etkileyen faktorleri (sosyo-
demografik, fiziksel ve alinan DOB bakim
hizmeti vb.) arastirmaktir.

GEREC VE YONTEM

ARASTIRMANIN TIPI

Denizli ili merkez ilgesinde yapilan bu
arastrma  01.06.2010 ve 01.12.2010
tarihleri arasinda yiiriitiilmiis olgu kontrol
tipinde bir arastirmadir.

ARASTIRMANIN
ORNEKLEM SECIMI

Arastirmaya olgu grubu olarak Denizli
ili Merkez ilgesinde aile hekimligi birimine
kayitlt olan 01 Haziran 2009 — 31 Mayis
2010 tarihleri arasinda 2500 gr’dan diisiik
dogum agirligma sahip tiim bebekler
alind1i. Kontrol grubu olarak ayni tarihler
icinde 2500- 4000 gr aras1 bebekler
arasindan rastgele Orneklem yontemi ile
secilmis olgu grubu kadar kisi alindi
Kisilerin ~kayitlar1 Denizli 11 Saghk
Miidiirliigiinden elektronik ortamda temin
edilmistir. Olgu grubu 310 kisiydi,
kontrol grubu 7392 kisi arasindan segilen
310 kisiydi. Olgu grubundan 295 (%95,1)
kisiye, kontrol grubundan 302 (%97,4)
kisiye ulasildi. Ankete katilmak istemeyen
olgu grubundan 4 (%1,3) kisi, kontrol
grubundan 3 (%1,0) kisi, ve aile hekimine
kayitlt olup anketin uygulandigi dénemde

EVRENI  VE
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gb¢ etmis olan olgu grubundan 11 (%3,6),
kontrol grubundan 5 (%1,6) kisiye anket
uygulanmamustir. Bilgiler bebek
annelerinden alindi. Arastirmaya katilan

Onal et Zencir.

kadmlarin TSM’lere gore dagilimi Tablo
1°de gosterilmistir.

Tablo 1. Toplam ve ulasilan DDAB VE NDAB’lerin kayith olduklar1 toplum saghigi merkezlerine (TSM) gore

dagilim
EVREN UL,\“I‘SILA
Kayith DDAB DDAB
oldugu
TSM n (%) n (%)
1 nolu 59 (19,1) 57 (19.3)
TSM ' '
2 nolu
Y 120 (38,7) 117 (39,7)
3 nolu
by 76 (24,5) 73 (24,7)
4 nolu
TSM 55 (17,7) 48 (16,3)
Toplam 310 (100,0) 295 (100,0)
ANKET ICERIGI VE
DEGISKENLERIN

SINIFLANDIRILMASI

Ankette en son dogan bebegin dogum
bilgileri, kadin ve esinin sosyo demografik
ozellikleri, kadinin dogum 06zgegmisi,
kadinin son gebelik bilgileri, dogum 6ncesi
bakim hizmetleri bilgileri, kadmm ve
esinin ¢aligma yasami bilgileri, hane i¢inde
yasam ile ilgili bilgiler ve aligkanliklar
sorgulandi.

ARASTIRMANIN DEGIiSKENLERI

Bu kisimda arastrmada kullanilan
bagimli ve bagimsiz degiskenlere ve
degiskenlerinin nasil siniflandirildigma yer
verilmistir.

Arastirmanin Bagimh Degiskeni

v' Bebek dogum agirhg:

e  Dusuk dogum agirlikh bebek: 2500 gr
alti dogmus olan bebek:

e Normal dogum agirlikli bebek: 2500 gr
-4000 gr arasi dogmus olan bebek

Arastirmanin Bagimsiz Degiskenleri

v Anne ile llgili Dodum Bilgileri

e Dogum sekli, doguma yardim eden
kisi, dogumun gerceklestigi yer ve mevsim,
bebegin cinsiyeti.

EVREN ORNEKLEM ULASILAN

NDAB NDAB NDAB

n (%) n (%) n (%)
1724 (23,3) 73(23,5) 72(23,8)
1851 (251) 93(30,0) 93(30,8)
1821 (24,6) 81(26,1) 79(26,2)
1996 (27,0) 63 (20,4) 58 (19,2)
7392 (100,0) 310(100,0) 302 (100,0)

v' Annenin Son Gebelik Bilgileri

e  Gebelik siiresi, anne gestasyonel yasi,
bir onceki dogumla son gebelik arasi gecen
slire, anne ve baba gebeligi isteme durumu,
anne genel saglik kosullari ( uterus, serviks,
plasentaya bagl degiskenler, hipertansiyon,
diyabet, tiroid hastaliklari ve diger kronik
hastalik gecirme durumu), gebelikte travma ve
agir yasam olaylari gecirme, demir, kalsiyum,
folik asit alma durumu: kutu sayisi, genito
Uriner semptom gecirme durumu, c¢ogul
gebelik, dogum 6ncesi bakim hizmeti yeterlilik
durumu (gebeligin tespit zamani ilk oniki hafta
olmasi ile dort ve daha fazla sayida gebelikte
izlenme) ve nitelik durumu (yapilmasi gereken
fizik muayene, egitimlerin yapilma durumu,
tetanos asllanma durumu), rontgen,
bilgisayarli tomografi (BT) ¢ektirme.

v Annenin Ozgecmisi

e ik evlenme ve gebelik yasi, istemli
veya istemsiz dlsik, 6l dogum, bebek 6limu
sayisi, toplam gebelik, canli dogum sayisi,
yasayan cocuk sayisi, disik dogum agirlkli
bebek dogurma oykusa.

v' Anne Ve  Baba __Antropometrik
Olciimleri

e Anne ve baba boylari, agirliklar, viicut
kiitle indeksleri (VKi), annenin gebelikte agirlik
kazanci.
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v' Anne __ve Baba _ Yasam __ Stili,
Bagimliliklari

e Anne ve baba sigara kullanma
durumu, anne alkol veya kahve kullanma
durumu.

v’ Anne _ve Baba _Sosyo-Demografik
Ozellikleri

e Anne ve baba sosyal- saglk giivence
varligl, egitim durumu, ¢alisma yasami, ev igi
tretim, anne medeni hali, oda basina disen
kisi sayisi, akrabalik durumu, hanede fiziksel,
mental 0zirll sayisi, gd¢ etme durumu ve aile
tipi.

VERI TOPLAMA

13-20-27 Ekim 2010 tarihlerinde,
Denizli ili Saglik Miidiirliigiinde, Denizli
ili Aile ve Toplum Saghg1 Sube Miidiiri,
Denizli ili merkez il¢esinde c¢alisan 4
Toplum Sagligi Merkezi’nin(TSM)
sorumlu hekimleri, TSM’de hemsire olarak
gbrev yapan ve anket yapmak igin
gorevlendirilen dort anketor ile toplanti
yapilarak, anket sorular1 incelenmis ve
sorularla ilgili gerekli bulunan degisiklikler
yapilmis ve anket uygulamasi ile ilgili plan
yapilmistir. Anketorler Kasim ve Aralik
2010 tarihleri arasinda arastrmaya dahil
edilen kisileri mesai saatleri i¢inde Aile
Saghgit  Merkezlerine  cagirarak  ve
gelmeyen kisileri evlerinde ziyaret ederek
yiiz ylze goOrlisme teknigiyle anketi
doldurmuslardir.

ARASTIRMANIN VAL VE
DESTEKLERI

Pamukkale Universitesi Tip Fakiiltesi
Tibbi Etik Kurulu tarafindan 30.06.2010
tarth ve 02 sayili karar1 ile ¢aligmanin
yapilmasma etik acidan sakinca olmadigi
onaylandi. Calisma 15.09.2010 tarih ve 06
sayill karar ile Pamukkale Universitesi
Bilimsel Arastirma Projeleri komisyonu

tarafindan  desteklenmistir. ~ Yapilacak
arastrmanin icerigi hakkinda Denizli 11
Saglik Midiirligi yetkilileri

bilgilendirildi. Arastirmanin yapilabilmesi
icin 08.06.2010 tarih ve B1041 sayili yazi
karar1 ile Denizli i1 Saglik
Midiirligii’nden 01.06.2008- 31.12.2010
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tarihleri arasinda gegcerliligi olan Arastirma
izin Belgesi alindu.

ISTATISTIKSEL ANALIZ

Aragtirmaya dahil edilen kisilere ait
verilerin kaydedildigi formdaki bilgiler
Statistical Package for the Social Science
(SPSS) for Windows 10 paket programi
kullanilarak  degerlendirildi. Olgu ve
kontrol  grubunun karsilastirilmasinda,
onemlilik testi olarak Ki-kare testi ve
Students t testi kullanildi. Degerler n (%)
ve ortalamatstandart sapma olarak verildi.
Epidemiyolojik 0Ol¢iit olarak %95 giiven
simirlart icinde Odds Ratio (OR) ayrica
belirtildi. Istatistiksel analizlerin tiimiinde
p<0.05 degeri anlamli kabul edildi. Ayrica,
tekli analiz yontemleri ile bulunan risk
faktorlerinin birlikte bulundugu kosullarda
DDA’y1 nasil etkiledigini saptamak icin
coklu lojistik regresyon analizi yapildi.

BULGULAR

Aragtirmaya 295 (%95,1) DDAB, 302
(%97,4) NDAB annesi katilmigtir. Tekli analiz
yontemleri yukarida bahsi gegen tiim bagimsiz
degiskenlerin diisik dogum agirligina etkisi
incelendi ve ¢oklu lojistik regresyon analizi
yapildi. DDA igcin tekli analiz sonucunda risk
faktorii olarak bulunan degiskenler ve risk
faktorii olarak bulunmayip literatiirde etkisi
gosterilmis olan degiskenlerden, cogul gebelik
(OR(%95 GA),p; 7,93 (3,98-15,79),0,001),
gebeligin  yardimci  ireme  teknigi ile
gerceklesmesi (OR(%95 GA), p; 3,79 (1,95-
7,38), 0,001), gebelik siiresince 7 kg ve altinda
agirlik kazanci (OR(%95 GA), p; 1,62 (1,12-
2,35), 0,011), gebelikten 6nce ameliyat oykiisii
(OR(%95 GA), p; 2,03 (1,26-3,28), 0,003),
sezaryen Oykiisli (p>0,005), DDAB dogurma
oykisii  (OR(%95 GA), p; 3,19 (1,64-6,19),
0,001), birinci ve ikinci derece akrabalarinda
DDAB dogurma oykiisii (OR(%95 GA), p;
4,44 (2,88-6,85), 0,001), sadece 1 canli dogum
oykiisit (OR(%95 GA), p; 1,66 (1,20-2,29),
0,006), gebelikten onceki li¢ ay ve gebelik
stiresince x 151n1 maruziyeti (OR(%95 GA), p;
2,80 (0,99-7,96), 0,027), gebelikten once veya
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gebelik stiresince herhangi bir hastalik tanisi
alma durumu (OR(%95 GA), p; 2,34 (1,59-
3,45), 0,001, tetanos eksik asili olma durumu
(OR(%95 GA), p; 3,41 (1,82-6,40) 0,0001),
dogum oOncesi bakim egitimlerinin tamamini
almama (OR(%95 GA), p; 1.79 (1.18-2.72),
0,006), hipertansiyon (OR(%95 GA), p; 2,69
(1,41-5,12), 0,001), gebelik siiresince genital
problemler ~ (OR(%95 GA), p; 6,01 (1,77-
21,02), 0,001), agir yasam olaylar1 gegirme
durumu (p>0,05) ve idrar yolunda yanma
agrima (OR(%95 GA), p; 1,46 (1,05-2,04),
0,025) veya cinsel iligki sirasinda agrima
yakinmasi ile doktora bagvurma durumu
(OR(%95 GA),p; 1,63 (0,99-2,67) 0,050),
gebelik baslangig agirhigt  (p>0,05), boyu
(p>0,05) ve viicut kitle indeksi 20 kg’m2 alt1
olmak (OR(%95 GA),p; 1,50 (1,01-2,21),
0,042), genis aile tipi (OR(%95 GA),p; 1,83
(1,14-3,04), 0,018), ¢alisma (p>0,05) , egitim
(p>0,05) ve sosyal giivence durumu (p>0,05)
modele sokuldu.

Analizin yapilan teknik
degerlendirmesinde, vyalnizca a  sabitine
dayanan -2 Log Likelihood degeri 827,536
iken bagimsiz degiskenlerin katilmasiyla -2
Log Likelihood degeri 613,368 diismiistiir. Bu
azalma ki-kare analizi sonucuna gore anlaml
derecede olup (p=0,000), model uyumunun
bagimsiz degiskenlerinde katilimi ile ¢ok
anlamli  diizeyde arttigt  goriilmektedir.
Modelin nagelkerke R kare degeri 0,402
saptanmis olup bu model bagimli degiskenin
nedenlerini %40,2 oraninda
aciklayabilmektedir. On  gdrme  oram
sonuclarma  gére  kurdugumuz  model
popiilasyonumuzun DDA olma durumlarini
%75,2 oraninda dogru Ongdrmektedir. Analiz
sonucuna goére, DDA olma riskini; c¢ogul
gebeligin, ilk gebeligin VKI 20kg/m2’den
diisiik olmasinin, gebelikte agirlik kazancinin 7
kg ve altinda olmasimnin ve gebelikte agir
yasam olaylar1 gecirmenin, ilk canli dogumu
olmasinin, DDAB dogurma, ameliyat,
sezaryen Oykiisiiniin, birinci ve ikinci derece
akraba’da  DDAB dogurma  Oykiisiiniin,
gebelikten Onceki ii¢ ay ve gebelik siiresince X

Onal et Zencir.

1$1n1 maruziyetinin, tetanos eksik asili olmanin,
herhangi bir iste c¢aligmama ve enformel
caligmanin  arttirdit  saptandi.  Analiz
sonucunda anlamli bulunan degiskenler Tablo
2’de gosterilmistir.

TARTISMA

DDA risk faktorlerinin incelendigi bu
arastirmada; Yukaridaki ve literatiirde etkisi
oldugu diisiiniilen etmenler modele
sokuldugunda DDA olma riskini; ¢ogul
gebeligin, canli dogum sayisinin 1 olmasinin,
agir yasam olaylar1 gecirmenin, gebelikten
onceki {i¢ ay ve gebelik siiresince X 1sin1
maruziyetinin, tetanos eksik asili olmanin, VKIi
20kg/m2’den diisiik olmasmin, ve DDAB
dogurma, ameliyat, sezaryen Oykislniin,
birinci ve ikinci derece akrabada DDAB
dogurma Oykiisiiniin, herhangi bir iste
calismama ve enformel galigmanin arttirdigi
saptandi.

Aragtirmada ¢ogul gebelik DDA’nm 6nemli
bir nedeni olarak saptanmustir. Ugar‘m. (10)
yapmis oldugu calismada benzer sekilde ¢ogul
gebelik DDA acisindan riskli bulunmustur.
Cogul gebelikler muhtemelen myometriumda
kasilmay1 arttirarak preterm doguma yol
acarlar. Schenker ve ark. (11) yaptiklar
calismada ikiz gebeliklerin % 58,01 37.
gebelik  haftas;; % 11,9°'u  34. gebelik
haftasindan oOnce dogduklar1 bulunmustur.
Preterm  dogumlarin  biiyiik  ¢ogunlugu
kaginilmaz olarak DDA’11 olacaktir. Cassell ve
ark. (12) Kanada’da 1980-2001 yillar1 arasinda
116.785 bebek iizerinde yapmus olduklar:
retrospektif calismada cogul gebeliklerin
%51,4’ti  tremeye yardimci yontem ile
meydana gelmis, tekil gebeliklere gore daha
erken zamanda dogmuslar ve dogum agirliklar1
da tekil gebeliklere gore daha diisiik
bulunmustur.

Arastirmada gebelikten Onceki ti¢ aylik
donem ve gebelik siiresince X 1s1mm1
maruziyetinin DDAB dogurmay:1 etkiledigi
bulunmustur. X 1s1n1 maruziyeti gebelik 6ncesi
donem ve  gebelik  siiresince  ¢esitli
olumsuzluklara neden olur. Radyasyon
implantasyonu engelleyebilir veya embriyonik
6lim nedeni olabilir(13). X 1sinmin konjenital
defektlere, diisiiklere sebep oldugu bilinmesine
ragmen dogum agirhigina etkisi kanitlanmig
degildir. Ugar’in (10) yapmus oldugu calismada
gebelikte X 1smmina maruz kalmanm dogum

153



J CoNTEmMP MED 2017; 7(2): 149-159

agirligina  etkisi  olmadigt  bulunmustur.
Arastirmamizda X 1gin1 maruziyeti DDA igin
risk faktori olarak bulunmus olmasiyla
birlikte, maruziyetin sorgulanmasinda, bilginin
annelerden  direk  alinmasindan  dolay1
hatirlama faktérii ve maruz kalinan dozun
etkisinin ~ sorgulanmadigi g6z  Oniinde
bulundurulmalidir. X 1511 maruziyetinin
dogum agirligina etkisini incelemeye yonelik
daha fazla arastirmaya ihtiya¢ vardir.

Tablo 2. Olgularin lojistik regresyon sonuclari

Onal et Zencir.

Gebelik siiresince yakmini kaybetme, es
veya akrabalarla problemler, finansal sorunlar
vb. gibi agir yasam olaylarina maruz kalmanin
DDAB  dogurma risk faktorii  oldugu
saptanmistir. Gebelikte gegirilen agir yasam
olaylarmin, strese yol agarak dogum agirligini

etkiledigi diistiniilmektedir.

%95 GA
B p OR
Enalt En iist

Degiskenler
Cogul gebelik 2,92 0,00 18,58 8,54 40,39
Ameliyat oykiisii 0,58 0,04 1,79 1,01 3,22
Sezaryen oyKkiisii 0,63 0,03 1,87 1,06 3,29
Gebelikte agirhk
kazanci 7 kg ve altinda 0,91 0,00 2,49 1,56 3,96
olmasi
VKi 20 kg/m2’den

0,68 0,00 1,98 1,23 3,19
diigiik olmasi
DDAB dogurma oyKkiisii 1,23 0,00 3,44 1,69 7,02
Akraba’da DDAB

1,46 0,00 428 2,61 6,939
dogurma oyksiisii
X 1511 maruziyeti 1,21 0,02 3,35 1,26 8,91
Tetanos eksik asili 1,58 0,00 483 2,32 10,08
i1k canlh dogumu 1,23 0,00 3,43 2,15 5,49
Agir yasam olaylari 0,47 0,04 1,60 1,01 2,55
Gebelikte hastalik tanisi

0,63 0,01 1,87 1,17 2,99
alma
Formel ¢calisan
Enformel ¢alisan 0,89 0,04 2,44 1,03 5,82
Calismayan 0,53 0,03 1,69 1,06 2,70
Sabit -2,088 0,00 0,06

Gebelikteki maternal stres ve olgularindaki stres oranindan (% 13,8) anlaml
sosyoekonomik  faktorler fetal gelisimi diizeyde yiiksektir (p<0.01). Yapilan diger

olumsuz etkileyerek erken doguma neden
olmakta ve fetal malformasyon oranimi
artirmaktadir (14, 15). Ucar’'m (10) yapmis
oldugu caligmada DDA gruptaki olgulardaki
stres orant (% 47,5); kontrol grubu

calismalarda da, psikososyal stresin erken
dogum ve DDAB dogurmada risk faktorii
oldugunu ve bebegin en ¢ok 15. embriyonal
giin ile dogum aras1 zamanda etkilendigi ifade
edilmigtir (16, 17).
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Gebelik siirecinde herhangi bir hastalik
tanis1 almak da DDA risk faktorii olarak
saptanmigtir. Bu hastaliklar1 akut ve kronik
olarak smiflandirabiliriz. Akut hastaliklardan
genito-iiriner bolgeyle iliskili olanlar, kronik
hastaliklardan hipertansiyon dikkat
cekmektedir. Genital problem gegirdigini
bildirenler, DDAB annelerinde NDAB
annelerine gore 6,01 (%95GA; 1,77-21,02)
kat daha fazladir. Ayrica DDAB annelerinin
gebelik siiresince daha fazla siklikta herhangi
bir  genitoliriner semptomdan  doktora
bagvurma veya idrarda yanma, agrima
sikayetiyle veya cinsel iliski sirasinda agrima
sikayetiyle doktora bagvurduklar
saptanmistir. Annenin gebeliginde bakteriyel,
paraziter ve viral bircok etkenle enfekte
olmasi DDAB dogurmasina yol agmaktadir.
Ilk  trimesterde gegirilen  enfeksiyonlar
simetrik SGA  gelisimine ve yapisal
malformasyonlara  neden  olurlar.  Bu
enfeksiyonlardan en sik rastlamlan TORCH
grubu  enfeksiyonlardir. 3.  trimesterde
gecirilen fetal enfeksiyonlarda ise
malformasyon ve DDA gelisimi
beklenmemektedir (18). Bu konuda yapilan
diger arastirmalarda bakteriyel vajinozis (19),
trikomonas (20), neiserya (21) vb. etkenlerin
DDA’ya yol actig1 saptanmistir.
Enfeksiyonlar  (6zellikle  genita-iiriner),
gebelikte olusan oksidatif stresi arttirarak,
cogunlugu anaeorobik olduklarindan ve
fibroblast inhibitérii olan yag asiti tuzlar
salgilayarak fetal zarlar1 zayiflatarak, bazi
etkenlerin sialidaz ve proteaz gibi enzimler
salgilaylp serviks mukus bariyeri pargalayip
erken doguma neden olarak dogum agirliginin
diismesine yol agabilirler (22-23).

Gebelik hipertansiyonu DDA icin tekli
analizde istatistiksel ac¢idan anlamli ¢oklu
analizde anlamsiz olarak  bulunmustur.
Annelerde goriilen gebeligin  indiikledigi
hipertansiyon plasental infarkt ve utero-
plasental yetmezligin en 6nemli nedelerinden
birisidir. Villrar ve ark. (24) 39,615 kadmn
iizerinde yapmis olduklar1 ¢alismada herhangi
bir kan basmci problemi olmayan kadmlara
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gore gestasyonel hipertansiyon olan kadinlar
1,2 (%95GA; 1,1-1,4) kat, preeklamsi olan
kadinlar 3,8 (%95GA; 3,3-4,5) kat daha fazla
oranda DDAB
Aragtirmamizda hipertansiyonlu anne
sikliginin  diger ¢aligmalara gore diisiik

dogurmaktadir.

c¢ikmasi ve modele konuldugunda dogum
agirligini etkilemedigi bulunmasinin nedeni
tam  konulmamig veya  asemptomatik
hipertansiyon  geciren annelerin  tespiti
arastirmamizda  miimkiin  olmamasindan
kaynaklanmaktadir. Gebelikten once
hipertansiyon tanis1 alan anne sikhigi iki

grupta da %1,7 sikligindadir.

Caligmada oOnceki gebeliklerde DDAB
dogurma Oykiisi son gebelikte DDAB
dogurmayi etkileyen onemli faktorlerden biri
olarak saptanmustir. DDAB dogurma &ykiisii,
bir¢cok arastirmada benzer sekilde dnemli bir
risk faktorii olarak bulunmustur (25-29).
Bakewell ve ark. (25) populasyon tabanli
yaptig1 ¢alismada kadinlardan birinci ¢ocugu
term ve NDA doganlara gore birinci ¢ocugu
preterm ve DDA doganlar 10,1 (%95GA; 8,8-
11,6) kat, birinci ¢ocugu preterm ve NDA
doganlar 7,9 (%95GA; 7,2-8,7) kat, birinci
cocugu term ve DDA doganlar 6,3 (%95GA;
5,4-6,9) kat daha fazla oranda son
dogumlarinda DDAB dogurmaktadirlar. Ugar
ve ark. (10) yapmis oldugu calismada DDA
grubundaki olgularin % 20,2’sinde Onceki
dogumlarda DDA  goriiliirken;  kontrol
grubundaki hi¢bir olguda goriilmemistir
(p<0,01). Annelerin onceki gebeliklerinde
DDAB dogurmasina neden olan tibbi ve tibbi
olmayan faktorler, annelerin daha sonraki
gebeliklerinde de risk faktorii olmay1r devam
ettirebilirler. Arastrmammzda bu nedenle
onceden DDAB dogurma oykiisii 6nemli bir
risk faktorii olarak goriilmektedir.

Caligmada bolgesel olarak tetanos eksik
asili olmanin DDA ig¢in risk faktorii oldugu ve
dogum oncesi bakim hizmetlerinin dogum
agirhigma etkisi olmadigl saptandi. Tetanos
eksik asili veya hi¢ asilanmamis anne sikligi
DDAB annelerinde %14,3 iken bu oran
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NDAB annelerinde %4,7°dir. Beser ve ark.
(30) Aydin’da yapmis oldugu calismada
gebeligini  tamamlamis annelerde tetanos
asilanmamig anne sikligt  %13,0 olup
aragtirmamiza benzerdir. Ongun ve ark. (31)
yapmis oldugu ¢aligmada, arastirmaya alinan
DDAB ve NDAB annelerinin tetanos asisi
olma durumuna gore bakildiginda DDAB
annelerinin %56,0°1 hi¢ ag1 olmamus, %18,0’1
1 kez, NDAB annelerinde ise bu oranlar
sirasiyla %55,8, %16,7 bulunmustur (p>0,05).
Tetanos asis1 ile bagisiklanmis olanlarin
siklig1 arastirmamizda Ongun ve ark.’nin (31)
Gaziantep’te yaptiklar1 ¢alismaya gore daha
yiitksek olmasinin nedeni saglik
hizmetlerinden faydalanma, sosyoekonomik
diizey ve egitim diizeyinde olusan bolgesel
farkliliklarindan ~ veya tetanos asilanma
durumu ile olusturulmus kriter farkliligindan
kaynaklanabilir.

Akrabalarinda DDA kisi olmasit DDA
acisindan risk faktorii olarak saptanmustir.
DDA olarak dogmus olan anneler diger
annelere gore Selling ve arkadaslarinin yaptigi
calismada 2,68 (%95GA; 2,11-3,41) Kat,
Magnus ve arkadaslarinin yaptig1 ¢alismada
ise 3,03, (%95GA; 1,79-5,11) kat, Simon ve
arkadaslarinin yaptigi calismada 1,8 (%95GA;
1,7-2,0) kat daha fazla oranda diisiik dogum
agirlikli bebek dogurmaktadir (32-34). Ucar
ve ark. (10) yapmis oldugu calismada DDA
olgularin % 12,1’inde aile oykiisii goriiliirken;
kontrol grubundaki hicbir olguda aile oykiisii
gorlilmemistir. Ailede diisiik dogum agirlikli
bebek dogurma Oykiisii arastirmamizda DDA
icin  Onemli bir risk faktérii olarak
goriilmektedir.

Calismada ameliyat (6zellikle sezaryen ve
diger genital bolgeye olan) Oykiisii dogum
agirhigini etkileyen onemli bir faktor olarak
gorlilmektedir. Literatiirde bu risk faktoriiyle
ilgili arastirmaya rastlanmadi. Gebelikten
once genitoliriner bolgeye yapilan ameliyatlar,
zigotun  uterusa  yerlesimi,  plasental
perfuzyonu azaltma vb. riskleri artirmasindan
dolayi, annenin gebeligi baslangicindan
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dogum anina kadar problemlere maruz
kalmasma sebep olabilir. Bu konuyla ilgili
daha fazla arastirmaya ihtiya¢ vardir.

[lk canli dogumun digerlerine gore daha
fazla ~oranda DDA  olma ihtimali
bulunmaktadir. Frisbie ve ark. (35) benzer
sekilde gebeler arasinda yaptigi arastirmada
ilk gebeligi olanlarin daha once gebeligi
olanlara gore 1,71 kat (%95GA; 1,4-1,9) daha
fazla oranda DDAB dogurduklari
kaydedilmistir. Tlk dogumlar sonrakilere gore
daha risklidir. Parite ile dogum agirhig:
arasinda dogrudan bir iliski oldugu ve parite
artttkca dogum kilosunun arttigi, ancak
dogum sayisi besin istiine c¢iktiktan sonra
bebek dogum agirhiginin  aksine diisme
gosterdigi belirlenmistir (36). Parite arttik¢a
dogum kilosunun artmasi anne
organizmasinin gebelige adaptasyonu ile
aciklanabilir.

Gebelik baslangicinda VKI 20 kg/m2
altinda olma kisi DDA igin risk faktoridiir.
Wataba ve ark.’nin (37) 21718 anne {izerinde
yapmis olduklar1 ¢alismada, viicut kiitle
indeksleri 18 kg/m2 altinda olanlar, 20-21,9
kg/m2 olanlara gore 2,48 (%95GA; 1,94-3,16
) kat daha fazla oranda DDAB
dogurmaktadirlar. Bu arastirmada gebelik
sonucundaki komplikasyonlar agisindan en az
riskli grup viicut kiitle indeksi 18 ile 23,9
kg/m?2 arasinda olan grup olusturmaktadir.

Gebelik siiresince 7 kg ve altinda olan
agirlik kazanci DDA igin riskli bulunmustur.
Bu konuda yapilan sistematik bir derleme
bulunmamakla birlikte Stotland ve ark. (38)
20.465 kadin tzerinde yaptigi caligmada,
kadinlarin gebelik siiresince agirlik kazancinin
7,0 kg ve altinda olmasi DDAB dogurma
riskini 2,26 (%95GA,; 1,76-2,90) kat arttirdig1
bulunmustur. Gebelikte agirhik kazancinmm
dogum agirhigina etkisini inceleyen daha fazla
arastirmaya ihtiyag vardir.

Caligmada enformel iste c¢alisma ve
calismamanin DDAB  dogurma riskini
arttirdig1 saptanmugstir. Virji ve Talbot’un (39)
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beyaz yakali ve mavi yakali ¢alisan kadinlar
tizerinde yapmus oldugu kesitsel tipteki
calismada kadin mavi yakal isgiyse %16,2
siklikta, beyaz yakal is¢i ise % 13,2 siklikta
DDAB dogurmaktadir (p<0.05).
Calismamizda beyaz yakali ve mavi yakali
anne  sikhign  iki  grupta  benzerdir
populasyonumuz i¢in bir risk faktorii olarak
goriilmemektedir.

Calismaya gore genis ailede yasama DDA
icin risk faktoridir. Yurteri ve ark. (40)
yapmis oldugu calismada genis aile tipinde
yasayan kadinlarin daha fazla oranda preterm
bebek dogurduklarini bulmuglardir. Giiler ve
ark. (41) yapmis oldugu c¢alismada genis
ailede yasayan kadinlarin gebelikte daha fazla
siddete ugradigi, Omag ve ark. (42) yapmis
oldugu ¢aligmada ise dogum 6ncesi bakimdan
daha az faydalandigi bulunmus ve bu gibi
faktorler sonucu kadinin gebelik siiresince
stresini arttiran ortamlar

Oongoriilmektedir.

olustugu

Calismamizda anneler dogum sekline gore
karsilastirildiginda, DDAB  annelerinin,
NDAB annelerine gore 2,77 (%95GA; 1,72-
4,45) kat daha fazla oranda, dogumlar
sezaryen ile gerceklestigi saptandi. Sezaryen
ile yapilan dogumlar, Dogu bolgesi (%16)
haric tiim bdlgelerde %40 ve {izeridir.
Sezaryen ile dogum hizi, egitim ve refah
diizeyiyle birlikte artmaktadir. En yiiksek
egitim ve refah diizeyinde %60 veya iizeri
olan sezaryen orani, en diisiik egitim ve refah
diizeyinde sezaryenle gerceklesen dogumlarin
ii¢ katindan daha fazladir (2).

ARASTIRMANIN KISITLILIKLARI

Bu aragtirmada, anket ¢alismalarinin genel
kisithlig1 olarak verilen bilgiler oOl¢timlerle
teyit edilmemistir ve kisilerin yanitlarina
giivenilmistir. Hipertansiyon, diabet, tiroid
bozukluklar1 ve diger hastalikla ilgili bilgiler
sadece kisi tam1 aldigim1  hatirhiyorsa
kaydedilmistir. Bu nedenden dolay1r bu
hastaliklarm siklig1 olmasi gerekenden daha
diisiik bulunmus olabilir. Is yerinde maruz

Onal et Zencir.

kalinan giiriiltii, toz vb. gibi etmenler, ¢aligma
yerlerinde  incelenerek  degil  kisilerin
maruziyeti algiladig1 oranda anketimize dahil
edilmigtir.  Arastrma  Denizli  Merkez
ilcesindeki kayith tiim diisiik dogum agirlikli
anneleri kapsadigi i¢in sadece li¢ tane normal
dogum agirlikli anne iizerinde anketin pilot

caligmas1 yapilmustir.
SONUC VE ONERILER

Caligmadan  elde  edilen  sonuglar
dogrultusunda bir bebegin DDA’li dogmasini

engellemek igin;

v Cogul gebelikler anne-babaya ve
gelecekteki cocuklarina fiziksel, emosyonel
ve maddi ciddi yiikler yiiklerken topluma da
benzer yiikler getirmektedir. Ozellikle ¢ogul
gebelikle sonuglanan anneler riskli gebelik
kabul edilerek gebelik siiresince izlem sikligi
arttirilmalidir.

v Ik dogumlarini gerceklestiren
anneler, DDAB acisindan daha dikkatli
incelenerek bu konuda bilgilendirilmelidir.
Aileler evlenmenin baslangicinda ve gebelik
diisiindiikleri  donemde  diisik  dogum
agirliginin - 6nlenmesine yonelik egitimler
verilmesi ve diger risk faktorlerinin erken tan
ile 6nlenmesi ¢alisilmalidir.

v" Gebelikten 6nceki li¢ aylik donem ve
gebelik siiresince X 1511 maruziyetinden
kadinlar korunmalidirlar. Saglik birimlerinde
rontgen, BT c¢ekilmesi sirasinda kadinlara
gebelikleri bulunup bulunmadigi sorgulanmali
ve DDA riski ile ilgili uyarilmali, eger gebe
degillerse en az iic aylik donemde gebe
kalmamalar1 i¢in uyarilmalidir.

v' Gebelik siiresince kan basinci takip
sikligr  arttirilmali.  Hipertansiyon  tanisi
kondugunda ise DDA icin dikkatli olmali,
erken teshis ve tedavinin gergeklestirilmesi,
fetiisiin bliylime ve gelismesinin takibinin
sikliginin arttirilmasi gerekmektedir.

v Kadnlarin gebelik baslangic VKI’si
20 kg/m2 altinda olmas1 ve gebelikleri
stiresince agirlik kazanc1 7 kg altinda olmasi
DDA igin dikkat edilmesi gereken noktalardir.
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Bu kadinlar bilgilendirilip yakm takibe
alinmalidir.

v' Tetanos agsis1 eksik olma ve dogum
oncesi bakim hizmetlerinden egitimin tam
olarak alinmamasinin DDA’ya neden olmast
dogum oncesi bakimin niteliginin arttirtlmast
gerektigini gostermektedir.

v' Genig ailelilere DDA ile ilgili
egitimler diizenlenmeli ve risk olugturan
etmenler incelenmelidir.

v' DDA i¢in dikkatli olunmas1 gereken
diger nokta annenin Onceki dogumlarinda
DDA’l1 bebek dogurmus olmasi veya birinci
derece akrabalarinda DDA dogurma G&ykiisii
olmasi ve gebelik 6ncesi herhangi bir ameliyat
olmasidir. Bu kadinlar dogum &ncesi bakim
hizmeti kapsaminda aile hekimleri tarafindan
DDA riski ile ilgili bilgilendirilmelidir.

KAYNAKLAR

1.  WHO mortality database: tables. Geneva,
World Health Organization,
(www.who.int/healthinfo/morttables). Erisim tarihi: 9
Temmuz 2011

2.  Hacettepe Universitesi  Niifus  Etiitleri
Enstitiisti, Saglik Bakanligi Ana Cocuk Sagligi ve Aile
Planlamasi1 Genel Miidiirliigi, Basbakanlik Devlet
Planlama Teskilat1 Miistesarligt ve TUBITAK, Tiirkiye
Nifus ve Saglk Arastirmast 2008, Hacettepe
Universitesi Niifus Etiitleri Enstitiisii Ankara 2009.

3. Brown T, Sarah S. Can low birth weight be
prevented?. Family planning perspectives, 1985; 112-8.

4.  Strufaldi MW, Puccini RF, Pedroso GC, Da
Silva EM, Da Silva NN. Prevalence of malnutrition
among children in Embu, Sao Paulo State, Brazil, 1996-
1997. Cad Saude Publica. 2003; Mar-Apr;19(2):421-8.

5.  Cetinkaya F, Aydin T, Giinay O. Maternal yas
ve paritenin perinatal etkileri: Bir dogumevi deneyimi.
Jinekoloji ve Obstetrik Biilteni: 1998;1547-8.

6. Diaz LM, Dinsmoor MJ, Lin PY. Preventable
risk factors for the delivery of very low birth weight
infants in Richmond, Virginia. Prim Care Update/Gyns
2001; 8-14.

7. Oztirk A, Giinay O. Kayseri Dogumevi
Hastanesi'nde dogan bebeklerde diisiik dogum agirlig
siklig1 ve etkileyen faktorler. Erciyes Universitesi Saglik
Bilimleri Derg 2000;9:237.

8.  Arif MA, Qureshi A, Jafarey SN, Alam SE,
Ariff K. Maternal social-cultural status: a novel
assessment of risk for the birth of small for gestational
age, low birth weight infants. J Obstret Gynaecol Res
1998; 24(3):215-22.

9. Mansour E, Eissa AN, Nofal LM, Kharboush
I, Wagida A, Sallam 1. Incidence and Factors Leading
toLow Birth Weight in Egypt. International Pediatrics
2002; vol.17,No.4; 223-9.

Onal et Zencir.

10. Ugar F, Hastanemizde dogan sga bebeklerin
annelerindeki obstetrik risk faktdrleri (Uzmanlik Tezi).
Bakirkéy Dr. Sadi Konuk Egitim ve Arastirma
Hastanesi; 2007.

11. Schenker JG, Yarkoni S, Granat M. Multiple
pregnancies following induction of owvulation. Fertil
Steril. 1981;35(2):105-23.

12. Cassell KA, O’Connell CM, Baskett TF. The
origins and outcomes of triplet and quadruplet
pregnancies in Nova Scotia: 1980 to 2001. American
Journal of Perinatology 2004;21(8):439-45.

13. National Council on Radiation Protection and
Measurement. Considerations regarding the unintended
radiation exposure of the embryo, fetus or nursing child.
NRCP Commentary 1994; 9.

14. Blomberg S. Influence of maternal distress
during pregnancy on postnatal development. Acta
Psychiatr Scand. 1980;62(5):405-17.

15. Ko YL, Wu YC, Chang PC. Physical and
social predictors for preterm births and low birth weight
infants in Taiwan. J Nurs Res, 2002:10-839.

16. Peacock JL, Bland JM, Anderson HR. Preterm
delivery: effects of socioeconomic factors, psychological
stress, smoking, alcohol, and caffeine. BMJ. 1995,
26;311(7004):531-5.

17. Dewith SJ, Sparks JW, Swark PB. Physical
growth of low birthweight infants in the first year of life;
Impact of maternal behaviours. Early Hum Dev. 1997
Jan 3; 47(1):19-34.

18. Cebeci DS, Kalayci G, Cali S, Kalaca S,
Hayran O. Prematiirite ve gestasyonel yasa gore diisiik
dogum agirlikligini etkileyen faktorler. PTT Hastanesi
Tip Derg 1997;19: 58.

19. Krohn MA, Hillier SL, Eschenbach DA.
Comparison of methods for diagnosing bacterial
vaginosis among pregnant women. Journal of Clinical
Microbiology 1989;27(6):1266-71.

20. Cotch MF, Pastorek JG, Nugent RP, Hillier
SL, Gibbs RS, Martin DH, et al. Trichomonas vaginalis
associated with low birth weight and preterm delivery.
The Vaginal Infections and Prematurity Study Group.
Sexually Transmitted Diseases 1997;24(6):353-60.

21. Elliott B, Brunham RC, Laga M, Piot P,
Ndinya-Achola JO, Maitha G, et al. Maternal
gonococcal infection as a preventable risk factor for low
birth weight. The Journal of Infectious Diseases
1990;161(3):531-6.

22. Moodley P, Sturm AW. Sexually transmitted
infections, adverse pregnancy outcome and neonatal
infection. Seminars in Neonatology: SN 2000;5(3):255-
69.

23. Yost NP, Cox SM. Infection and preterm
labor.  Clinical  Obstetrics and  Gynecology
2000;43(4):759-67.

24. Villar J, Carroli G, Wojdyla D, Abalos E,
Giordano D, Ba’aqgeel H, et al. Preeclampsia, gestational
hypertension and intrauterine growth restriction, related
or independent conditions (American Journal of
Obstetrics and Gynecology). 2006;194(4):921-31.

25. Bakewell JM, Stockbauer JW, Schramm WF.
Factors associated with repetition of low birthweight:
Missouri longitudinal study. Paediatric and Perinatal
Epidemiology 1997;11(1):119-29.

26. Bloom SL, Yost NP, Mclintire DD, Leveno KJ.
Recurrence of preterm birth in singleton and twin
pregnancies. Obstetrics and Gynecology
2001;98(3):379-85.

158



| ConNTEMP MED 2017; 7(2): 149-159

27. Carr-Hill RA, Hall MH. The repetition of
spontaneous preterm labour. British Journal of
Obstetrics and Gynaecology 1985;92(9):921-8.

28. Mercer BM, Goldenberg RL, Moawad AH,
Meis PJ, lams JD, Das AF, et al. The preterm prediction
study: effect of gestational age and cause of preterm
birth on subsequent obstetric outcome. National Institute
of Child Health and Human Development Maternal
Fetal Medicine Units Network. American Journal of
Obstetrics and Gynecology 1999;181(5):1216-21.

29. Bratton SL, Shoultz DA, Williams MA.
Recurrence risk of low birthweight deliveries among
women with a prior very low birthweight delivery.
American Journal of Perinatology 1996;13(3):147-50.

30. Beser E, Ergin F, Sonmez A, Aydin il
merkezinde dogum o&ncesi bakim hizmetleri, TSK
Koruyucu Hekimlik Biilteni: 2007;6(2).

31. Ongun C, Gaziantep 75. Y1l Kadin Hastaliklar1
Ve Dogum Hastanesi’nde dogan diisiik dogum agirlikli
ve normal dogum agirlikli bebeklerin annelerinin dogum
oncesi bakim alma Ozelliklerine gore karsilastirilmasi
(Yiiksek Lisans Tezi). Gaziantep: GU Saglik Bilimleri
Enstitiisti; 2006.

32. Selling KE, Carstensen J, Finnstrom O, Sydsjo
G. Intergenerational effects of preterm birth and reduced
intrauterine growth: a population-based study of
Swedish mother-offspring pairs. BJOG: an International
Journal of Obstetrics and Gynaecology
2006;113(4):430-40.

33. Simon DM, Vyas S, Prachand NG, David RJ,
Collins JW, Jr. Relation of maternal low birth weight to
infant growth retardation and prematurity. Maternal and
Child Health Journal 2006;10(4):321-7.

34. Magnus P, Bakketeig LS, Skjaerven R.
Correlations of birth weight and gestational age across
generations. Annals of Human Biology 1993;20(3):231-
8.

35. Frishie WP, Biegler M, de Turk P, Forbes D,
Pullum SG. Racial and ethnic differences in
determinants of intrauterine growth retardation and other
compromised birth outcomes. American Journal of
Public Health 1997;87(12):1977-83.

36. Aliyu MH, Jolly PE, Ehiri JE, Salihu HM.
High parity and adverse birth outcomes: exploring the
maze. Birth 2005;32(1):45-59.

37. Wataba K, Mizutani T, Wasada K, Morine M,
Sugiyama T, Suehara N. Impact of prepregnant body
mass index and maternal weight gain on the risk of
pregnancy complications in Japanese women. Acta
Obstetricia et Gynecologica Scandinavica
2006;85(3):269-76.

38. Stotland NE, Cheng YW, Hopkins LM,
Caughey AB. Gestational weight gain and adverse
neonatal outcome among term infants. Obstetrics and
Gynecology 2006;108(3 Pt 1):635-43.

39. Virji SK, Talbott EO. The relationship
between occupational classification and low birth weight
in a national sample of white married mothers.
International ~ Archives  of  Occupational  and
Environmental Health 1990;62(5):351-6.

40. Yurteri HT, Demirci H. Preterm dogum yapan
logusalarda retrospektif risk faktorlerinin incelenmesi,
Perinatoloji Derg 2011;19(5):111-111.

41. Giiler N. Gebelikte esi tarafindan kadina
uygulanan fiziksel, duygusal, cinsel ve ekonomik siddet
ve iligkili faktérler, DEUHYO ED 2010;3(2),72-77.

Onal et Zencir.

42. Omag¢ M, Giines G, Karaoglu L, Pehlivan E.
Arapgir Devlet Hastanesine bagvuran gebelerin dogum
oncesi bakim hizmetlerinden yararlanma durumlar1 ve
etkileyen faktorlerin degerlendirilmesi (Haziran 2004-
2005), Firat Tip Derg 2009;14(2):115-119.

159



<1 5.] Contemp Med 2017; 7(2): 160-167
FaE]

“* Dol 10.16899/gopctd.326623

ORIGINAL ARTICLE
ORIJINAL ARASTIRMA

The Frequency of Rectovaginal Group B Streptococci in Third Trimester
Pregnant Women and Affecting Factors

Son Trimester Gebelerin Rektovajinal Grup B Streptokok Koloni Sikhigi ve
Etkileyen Faktorler

Pinar Kalpakgr®, Ali Ramazan Benli?, Selman Erturhan®, Yeltekin Demirel*

1Cekerek Aile Sagligi Merkezi, Cekerek, Yozgat, Turkiye

Karabiik Universitesi, Tip Fakiiltesi, Aile Hekimligi A.D., Karabiik, Tirkiye.

*Yildizeli Aile Saghgi Merkezi, Yildizeli, Sivas, Turkiye.

4Cumhuriyet Universitesi, Tip Fakiiltesi, Aile Hekimligi A.D., Sivas, Tiirkiye

0z

Amag: Gebelikte rektovajinal Grup B streptokoklar (GBS)
morbidite ve mortaliteye neden olan etkenlerden biridir. Genellikle
asemptomatik seyreder ancak idrar yolu enfeksiyonlarindan sepsise
kadar genis enfeksiyonlara neden olabilir. Bu calismada da son
trimester gebelerinin GBS sikhgi ve iliskili durumlar arastiriimistir.

Materyal ve Metod: Tip Fakiltesi Hastanesi Kadin Hastaliklar
ve Dogum Anabilim Dali Poliklinigi’'ne basvuran ve gestasyonel
haftasi 30 hafta ve Uzeri olan gebelerden vajinal ve anorektal
struntl ornekleri alinarak kiltir antibiyogramlari bakildi. Verilerin
analizinde tanimlayici istatistikler, ki- kare, t-student ve Mann
Whitney U testleri kullanildi. p<0,05 istatistiksel olarak 6nemli kabul
edildi.

Bulgular: Calismaya alinan 214 gebenin 17’sinde (%7.9) grup B
streptokok Uremesi oldu. Gebelerde GBS kolonizasyon sikligi ile yas
gruplari, egitim durumlari, ikamet yerleri, sosyo-ekonomik dizey,
gestasyonel 6ykii, hipertansiyon ve diyabet 6ykiisii, sigara ve RiA
kullanimi karsilastirildiginda anlamli bir fark bulunamadi. incelenen
gebelerde menstriel sikluslari diizensiz olanlarda, gebelik &ncesi
herhangi bir dogum kontrol yontemini kullananlarda ve ilk gebelik
yasi yiksek olanlarda, GBS’lerin rekto-vajinal Greme sikhgi ylksek
bulundu. Alinan kiltir o6rneklerinde grup B streptokok disinda
%27.5'inde Stafilokokus epidermidis, %25.7’sinde Enterococcus
faecalis, %$20.9’unda Candida albicans uredi.

Sonug: ilk gebelik yasi yiiksek olan, menstriiel siklus diizensizligi
yasayan ve dogum kontrol yontemi kullanan kadinlarda grup B
Streptokok Uremesinde artis gozlemlenmesi sebebiyle; bu
parametreleri esas alan daha genis kapsamli g¢alismalara ihtiyag
vardir. Yenidoganda erken baslangi¢ch enfeksiyonlari dnlemek igin
gebe tarama programlari arasinda yer alan grup B streptokok
taramasinin  rutin gebe izlem programina dahil edilmesi
gerekmektedir.

Anahtar Kelimeler: Streptokokus agalactia, 3. trimester,
Gebe tarama programi
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ABSTRACT

Aim: Rectovaginal Group B Streptococci (GBS) colonization is one
of the reasons of the mortality and morbidity in pregnancy. It
generally seems asymptomatic but cause to wide infection from
urinary infection to sepsis. GBS frequency was investigated in third
trimester of pregnant women in this study.

Materials and methods: The study was done in the autpatient
clinic of medical faculty gynecology and obstetric department. Vaginal
and anorectal swab was taken from pregnant women who are 30
weeks or more gestational age. Descriptive statistics, chi-square,
student-t and Mann-Whitney U test was used in the analyzing the
data and p<0.05 was considered statistically significant.

Results: In the study of 214 pregnant women, 17 (7.9%) of GBS
was reproduction. There was no significance the incidence of GBS
colonization in pregnant women with educational status, living space,
socio-economic status, gestational history, hypertension, diabetes,
smoking and use of intrauterin device. We found higher incidence of
GBS colonization in pregnants with irregular menstrual cycles, using
any method of birth control before pregnancy and higher age of first
pregnancy. It produced 27.5% of Staphylococcus epidermidis, 25.7%
of Enterococcus faecalis, 20.9% of Candida albicans in samples
except GBS in the microbial culture.

Conclusion: Because of GBS colonization increase in pregnant
women whose age of first pregnancy is high, menstruel cycles are
irregular and using birth control methods, comprehensive studies are
needed with these parameters. GBS screening should be incorporated
into routine prenatal follow the program for avoid newborn infection.

Keywords: Streptococci agalactiae, Third trimester, Pregnant
screening program
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GIRiS

Grup B streptokoklar (GBS) neonatal
donemde morbidite ve mortaliteye neden olan
etkenlerden biridir. Genellikle asemptomatik
seyredebilen GBS, gebe kadindalarda rekto-
vajinal kolonizasyon sonrasi koryoamniyonit,
idrar yolu enfeksiyonu, bakteriyemi gibi
degisik klinik formlarda enfeksiyonlara neden
olmaktadir. Dogum sirasinda yenidogana
bulasabilmekte ve yenidoganda menenyjit,
osteomyelit, sepsis gibi yiiksek oranda
mortalite ve morbidite ile seyreden ciddi
enfeksiyonlara yol agabilmektedir (1).

Amerika  Birlesik  Devletlerinde
GBS neonatal mortalite ve morbiditenin
baslica sebeplerinden biri olmasi tizerine 2010
yilinda, CDC (Centers for Disease Control and
Prevention) ACOG (American College of
Obstetricians and Gynecologists) ve AAP (
American Academy of Pediatrics) birlikte
hastaligin 6nlenmesine yonelik bir kilavuz
yayimlamigtir ~ (2). AAFP  (Association
American Family Physicion) 2012 yilinda
CDC kilavuzunu yeniden diizenlemistir.
Revize edilen kilavuza gore; 35-37 haftalik
gebe kadinlarin rekto-vajinal GBS tasiyicilig
acisindan taranmasi gerektigi vurgulanmis ve
kiiltiir sonucu olumlu bulunan veya niikleik
asit testin pozitif olan gebelere antibiyotik
profilaksisi  onerilmistir. Erken membran
riptiirii ve erken dogum olgularinin diger
normal gebelerden ayrilmasi gerektigi de
vurgulanmistir (3). Bu ¢alismada; son trimester
gebe kadinlarda vajinal ve anorektal grup B
streptokok (Streptococcus agalactiae, GBS)
kolonizasyon  sikliginin  sosyodemografik
ozellikler, menstriiel siklus, sigara kullanimi,
rahim i¢i ara¢ (RIA)  kullanimi, gebelik
Oykiisii ile karsilastirilmas1 amaglanmistir.

GEREC VE YONTEM

Bu c¢alisma tanimlayici ve Kkesitsel bir
calismadir. Cumhuriyet Universitesi  Tip
Fakiiltesi Hastanesi Kadin Hastaliklart ve
Dogum Anabilim Dali Poliklinigi’ne Kasim
2013 - Nisan 2014 tarihleri arasinda herhangi

Kalpakci et al.

bir nedenle bagvuran ve gestasyonel haftas1 30
hafta ve iizeri olan gebelere sosyodemografik
anket uygulandi.  Gebelerden muayene
masasinda litotomi pozisyonunda iki ayr steril
ekiivyon c¢ubugu (transport swab) ile vajinal
ve anorektal siiriintli 6rnekleri alindi. Vajinal
ornekler vajinanin alt 1/3’iinden, anorektal
ornekler ise anal sfinkterden 2 cm rektuma
dogru ilerletilerek ve 360 derece cevrilerek
alindi. Siiriinti  Ornekleri, 1 ml’de 0.8
mikrogram gentamisin ve 1 ml’de 15
mikrogram nalidiksik asit igeren secici Todd-
Hewitt s1v1 besiyerinde 35°C’de aerop ortamda
18-24 saat inkiibe edildi. Ureyen bakterilerin
kanli agara subkiiltiirleri yapildi. Kanli agarda
beta hemolitik olan veya GBS oldugundan
stiphelenilen koloniler ileri testlere tabi tutuldu.
Gram boyama, katalaz reaksiyonu, siklik
adenozin monofosfat (C-AMP) reaksiyonu,
basitrasin ve trimetoprim sulfometaksazole
duyarlilik, hipiirat hidrolizi, safrali eskiilinli
agarda lireme 6zelliklerine bakildi. GBS lateks
agliitinasyon testi ile sonug teyit edildi.

Verilerin  analizinde SPSS (Statistical
Package for Social Sciences for Windows) 20
yazilim  programu  kullanildi.
degerlendirilmesinde tanimlayici istatistikler

Verilerin

yiizde ve frekans olarak verildi. Parametrelerin
karsilastirilmasinda ki- kare, student-t ve Mann
Whitney U testleri kullamildi.  P<0,05
istatistiksel olarak dnemli kabul edildi.

Bu c¢alisma, Cumhuriyet Universitesi Klinik
Arastirmalar Etik Kurulu’ nun 03.09.2013 tarih
ve 2013-09/01 sayili karari ile yapilmistir.

BULGULAR

Calismaya gestasyonel haftas1 30 ve iizeri
olan 214 gebe dahil edildi. Gebelerin %7.9°
unda (n=17) grup B streptokok iiremesi oldu.

Olgularin demografik ozellikleri Tablo 1.
de gosterilmistir.

Arastirmaya katilan 214 gebenin sosyal
ozellikleri ve bu dzelliklere gére GBS iiremesi
arasindaki iligski Tablo 2. de gosterilmistir.
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Gebelerin ikiz gebelik durumlari, son on
giin i¢inde antibiyotik kullanim Oykiileri, Rh
uygunsuzlugu durumlari, sigara kullanma,
rahim i¢i ara¢ kullanim durumlar1 ve &nceki
gebeliklerinde erken dogum Oykiisti varligi ile
GBS arasindaki iligki Tablo 3. de
gosterilmistir.

Tablo 1. Gebelerin Demografik Ozelliklerinin Dagilim

Degisken n Min. | Max | Ortalama | Ortanc SD
a

Yas 214 18 47 29,48 29 5,584
Evlendigi 214 14 36 21,27 20 4,403
yas
Evlilik 214 1 27 7.85 7 6,014
siiresi
Menars 214 10 18 13,32 13 1,160
yasi
Gebelik 214 30 40 35,23 35,5 2,717
haftasi
Gravida 214 1 12 2,98 3 1,779
Parite 214 0 8 1.47 1 1,277
Yasayan 214 0 8 1,36 1 1,232
Abortus 214 0 7 0,46 0 1,033
Intrauterin | 214 0 2 0,14 0 0,369
Ex
Ik gebelik | 214 15 37 22,39 21 4,404
yasi

SD: Standart Deviasyon

Kalpakci et al.

Gebelerin %9,3” linde (n=20) hipertansiyon
mevcutken, %13,1° inde ise (n=28)
gestasyonel  diyabet  vardi.  Kadinlarin
hipertansiyon dykiileri ile GBS {ireme
durumlar arasinda istatistiksel olarak anlaml
bir iliski yoktu (Fisher’in Kesin Testi, p=
0,378). Calismamizda, gestasyonel diyabeti
olan gebelerin GBS kolonizasyonu, diyabeti
olmayan gebelere gore 2,21 kat yiiksek
bulunmustur. Fakat GBS
gestasyonel diyabet arasinda istatistiksel olarak
anlamli bir iligki saptanamadi (Fisher’in Kesin
Testi, p= 0,250) (Tablo 3).

uremesi 1ile

Ornek alman gebelerin %55,1> i (n=118)
gebeliklerini planlamadan 6nce dogum kontrol
yontemi kullanmaktaydi. Bunlarin %10,2” si
(n=22) oral kontraseptif, %11,7° si (n=25)
RIA, %33.2° si (n=71) diger ydntemleri
kullantyordu (Tablo 4). Gebelerin %44,9° s1
(n=96) ise herhangi bir dogum kontrol yontemi
kullanmriyordu.

Tablo 2. Gebelerin Sosyal ve Medikal Ozelliklerinin GBS Uremesi ile Karsilastirilmas

Degisken GBS iiremesi Toplam p degeri*
Var Yok
ikamet Sehir 12 (%5,6) 130 (%60,7) 142 (%66,3)
flce 4 (%1.,9) 38 (%17.8) 42 (%19,7) 0,587
Koy 1 (%0,5) 29 (%13.5) 30 (%14,0)
Egitim Okuryazar degil 0 (%0,0) 8 (%3.7) 8 (%3.7)
Okuryazar 1 (%0,5) 5 (%2.3) 6 (%2.8)
Ilkokul mezunu 7 (%3,3) 63 (%29,5) 70 (%32,8)
Ortaokul 3 (%1,4) 48 (%22.4) 51(%23,8)
mezunu
Lise mezunu 2 (%0.,9) 40 (%18.7) 42 (%19,6) 0,698
Universite 4 (%1,9) 33 (%l15.4) 37 (%17.3)
mezunu
Meslek Calisiyor 4(%1,9) 31 (%14.5) 35(16,4) 0.490
Calismiyor 13 (%6,1) 166 (%77.5) 179 (%83.6) ’
Ayhk toplam | <804 TL 2 (%0,9) 61 (%28.5) 63 (%29,4)
gelir 804-2000 TL 10 (%4,7) 99 (%46,3) 109 (%51) 0,214
>2000 TL 5 (%2,3) 37 (%17,3) 42 (%19,6)
Menstriiel Diizenli 11 (%5,2) 167 (%78,0) 178 (%83.2) 0.045
siklus Diizensiz 6 (%2.8) 30 (%14,0) 36 (%16,8) ’
infertilite IVF 1 (%0,5) 3 (%14 4 (%1.9) *ok
tedavisi Catlatma ignesi 0 (%0,0) 1 (%0,5) 1 (%0.,5)
(HCG)
Agsilama 1 (%0,5) 0 (%0,0) 1 (%0.5)

*Ki kare testi ** Yetersiz veri
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Kadinlarn  dogum  kontrol  ydntemi
kullanma durumlariyla GBS iireme durumlari
arasinda istatistiksel olarak anlamli diizeyde
fark vardi (p= 0,019) (Tablo 5). Dogum
kontrol yontemi kullanan kadinlarda GBS

iireme durumu daha yiiksekti.

Kalpakci et al.

Ornek alinan 214 gebenin %7,9 unda (n=17)
GBS iiredi. GBS iireyen gebelerin 8’inde
(%47,1) sadece vajinada, 2’sinde (%11,7)
sadece anorektal bolgede iireme olurken, 7
(%41,2) gebede ise her iki bolgede de tireme
oldu.

Tablo 3. Gebelerin Komorbid Durumlarimin GBS Uremesi ile Karsilastiriimasi

Degisken GBS iireme Toplam p degeri*
Var Yok
Coklu gebelik Var 0 (%0,0) 6 (%2.,8) 6 (%2.,8) 1.00
Yok 17 (%7,9) 191 (%89,3) 208 (%97,2) ’
Son 10 giin icinde | Var 1 (%0,5) 21 (%9,8) 22 (%10,3)
antibiyotik
kullanimm 1,00
Yok 16 (%7,5) 176 (%82,2) 192 (%8&9,7)
Rh uygunsuzlugu Var 1 (%0,5) 15 (%7) 16 (%7,5) 1.00
Yok 16 (%7.5) 182 (%85) 198 (%92,5) ’
Sigara kullaninm Kullaniyor 1 (%0,5) 18 (%08,4) 19 (%8,9)
Kullanmiyor 13 (%6,1) 166 (%77,5) 179 (%83,6) 0,240
Birakmis 3 (%1.4) 13 (%6,1) 16 (%7,5)
RIA kullammm Var 3 (%1.4) 22 (%10,3) 25 (%11.,7) 0.428
Yok 14 (%6,5) 175 (%81,8) 189 (%88,3) ’
Erken dogum | Var 1 (%0,5) 31 (%14,5) 32 (%15) 0.479
oykiisii Yok 16 (%7.5) 166 (%77.5) 182 (%85) ’
Hipertansiyon Var 0 (%0,0) 20 (%9.,3) 20(%9.3) 0378
oykiisii Yok 17 (%8) 177 (%82,7) 194 (%90,7) ’
Gestasyonel Var 4 (%1,8) 24 (%11.3) 28 (%13,1) 0.250
diyabet Yok 13 (%06,1) 172 (%80,8) 185 (%86,9) ’
GBS enfeksiyonlu | Var 0 (%0.,0) 0 (%0.,0) 0 (%0,0)
bebek dykiisii Yok 17 (%7.9) 194 (%90,7) 211 (%98,6) 1,00
Bilinmiyor 0 (%0,0) 3 (%14 3 (%l 4)
*Ki kare testi
Tablo 4. Gebelerin Kullandiklari Dogum Kontrol Yontemlerinin GBS Uremesi ile Karsilastirilmasi
Degisken GBS iireme Toplam p degeri*
Var Yok
Dogum  kontrol | OKS 1(%0,4) 21 (%9,8) 22 (%10,2)
yontemi
RiA 3(%1.4) 22 (%10,3) 25 (%11,7)
0,055
Diger 10 (%4,7) 61 (%28.5) 71 (%33,2)
Kullanmiyor 3(%14) 93 (%43,5) 96 (%44,9)

*Ki kare testi

Siirlintii  6rrneklerinde GBS iireyen ve

iiremeyen kadinlarin ozelliklerinin

karsilastirilmasi Tablo 6 da gosterilmistir.

Olgularm ilk gebelikteki yaslar1 ile GBS
iremesi arasinda istatistiksel olarak anlamli bir
fark saptandi (p= 0,042). ilk gebelik yasi

yiilksek olan gebelerde GBS iiremesi daha
fazlaydi. GBS fiiremesi ile yas, evlendigi yas,
evlilik siiresi, menars yasi, gebelik haftasi ve
gestasyonel Oykiileri (gravida, parite, yasayan
cocuk, olen cocuk ve kiiretaj) arasinda iligki
saptanmadi (p>0.05).
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Tablo 5. Gebelerin Dogum Kontrol Yintemi Kullanma Durumlarimin GBS Uremesi ile Karsilastirilmas:

Degisken GBS iireme Toplam p degeri*
Var Yok
Dogum kontrol | Kullaniyor 14 (%6.,5) 104 (%48,6) 118 (%55,1)
yontemi kullanim _
Kullanmiyor 3(%1,4) 93 (%43.5) 96 (%44.9) 0,019
Toplam 17 (%7,9) 197 (%92,1) 214 (%100)

*Ki kare testi

Tablo 6. Gebelerin Vajinal ve Anorektal Bélgelerinde GBS Disinda Ureven Mikroorganizmalarm Dagilim

Mikroorganizma Sayi Yiizde
Candida spesies 17 97,94
Candida albicans * 43 9620,9
Lactobasillus spesies™* 18 268,41
Basillus spesies * 2 %0,93
E.coli * 32 %14,95
Enterococcus aerogenes 2 240,93
Enteroccus faecalis 55 %25,70
Staf. Epidermidis * 59 %27,57
Staf. Aureus * 6 92,80
Kagiilaz negatif stafilakok * 12 95,60
Lactobasillus basillus * 1 %0,46
Klamidya pnémoni 4 %]1,86
Streptokokus spesies * 2 950,93
Beta hemolitik streptokok * 1 %0,46
Sakromiges spesies | %0,46

* Normal vajinal flora bakterileri

Gebelerin vajinal ve anorektal bolgelerinde
GBS disinda iireyen mikroorganizmalar Tablo
6 da gosterilmistir.

TARTISMA

GBS tasiyicihigr 1wk, yasanilan cografi
bolge, sosyokiiltiirel aliskanliklara bagli olarak
oldukca farkliliklar gosterir. Stoll BJ ve
Schuchat, 1998’de yaptig1 bir metaanalizde;

gelismekte olan lkelerde yapilmis 34
calismay1 incelenmigler ve genel
kolonizasyonun %17.8 oldugunu

saptamiglardir. Ayrica Ortadogu ve Kuzey
Afrika’da %22’sinde,
(Pasifik)  %19’unda, Giiney  Afrika’da
%19’unda, Hindistan  ve  Pakistan’da
%12’sinde ve Giiney Amerika’da %14’linde
4).

Ulkemizde yapilan ¢alismalarda ise; Kirecci ve

gebelerin Asya’da

kolonizasyon oldugunu bulmusglardir
ark. Kahramanmaras’da 97 gebe {lizerinde
yaptigi aragtirmada, GBS
kolonizasyonunu %33 bulmuslardir (5). Giil ve
ark. 2005 yilinda 150 gebe iizerinde yaptigi
calismada GBS kolonizasyonu %3 saptamuslar
(6). Karadeniz ve ark. 1996 yilinda,
Istanbul’da, 200 dogum eylemi baslamis gebe
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tizerinde yaptig1 ¢alismada GBS kolonizasyonu
%38 bulmuslardir (7). Bizim ¢alismamizda ise
bu oran %7.9 idi. Calismamizdaki GBS iireme
orani iilkemizdeki diger calismalarla paralellik
gostermektedir.

Hammoud ve ark. yaptig1 ¢alismada, GBS
ireyen gebelerin yas ortalamasi 289 £+ 5.9
olarak izlenmis ve yas ile kolonizasyon
arasinda iliski saptanmamistir  (8). Ayni
sekilde, 2009 yilinda Matee ve ark.
Tanzanya’da yaptigi ¢alismada da GBS
kolonizasyonu ve yas arasinda iligki
bulunamamigtir (9). Calismamizda gebelerin
yas ortalamasi 29,48 + 5,58’di ve yas ile GBS
kolonizasyonu arasinda bir iligki saptanmadi.
Bu calismadaki bulgularda da yas ile GBS
kolonizasyonu arasinda iligki bulunamamis
olup, bu sonug literatiir ile uyumlu idi.

Calismamizda, ilk gebelik yas1 yiiksek olan
kadinlarda GBS iiremesi anlamli bir sekilde
daha yiiksekti (p<0.05). Literatiirde ilk gebelik
yast ile ilgili ¢aligmalara rastlanamadi. Bu
konuda calismalar yapilmasi  gerekliligi
gozlenmektedir.

Calismamizda gebelerin ~ gestasyonel
Oykiileri (gravida, parite vs.) ile GBS iireme
durumlar1 arasinda iliski saptanmadi. Bizim
calismamiza paralel olarak; Dechen ve ark.
Hindistan’da 524 gebe lizerinde yaptiklari
calismada gravida ve GBS kolonizasyonu
arasinda iligki bulunmamisgtir (10). Giil ve ark.
GBS kolonizasyonu ile gebelerin dogum
sayilar arasinda iligki saptanmamustir (6). Bu
calismanin aksine, Kim ve ark. yaptigi 2624
gebeyi kapsayan caligmada, GBS
kolonizasyonunun ilk gebelikte (Gravida:1,
Parite:0) anlamli derecede yiiksek oldugu
gozlenmistir (11). Hammoud ve ark. 1120 gebe
tizerinde yaptiklari arastirmada ise 2’den fazla
pariteye sahip kadinlarda GBS kolonizasyonu
anlaml1 oranda yliksek saptanmustir (8).

Calismamizda gebelerin  sosyoekonomik
diizeyleri ile GBS kolonizasyonu arasinda bir
iligki bulunamadi. Bizim ¢aligmamizi destekler
nitelikte; Karakus ve arkadaslar1 yaptiklari

Kalpakci et al.

calismada, sosyo-ekonomik diizey ile GBS
kolonizasyonu arasinda bir iligki
bulamamiglardir (12). Mavenyengwa ve ark.
yaptigl bir calisgmada ise sosyo-ekonomik
diizey ile kolonizasyon arasinda iligki
bulunmazken; kirda yasayanlarda (%66.7)
sehirde yasayanlara (%47.7) oranla anlamli bir
bicimde  yiksek GBS  kolonizasyonu
goriilmiistiir (13). Calismamizin aksine; Regan
ve arkadaslar1 yaptiklar1 kapsamli c¢alismada,
sosyoekonomik diizey ile GBS kolonizasyonu
acisindan zayif bir iligkinin séz konusu
oldugunu belirtmiglerdir (14). Eren ve
arkadaslar1 ise orta diizeyde sosyoekonomik
seviyeye sahip olanlarda, anlamli bigimde
yiiksek kolonizasyon saptamiglardir (15). Bu
konuda kapsamli ¢aligmalara ihtiya¢ vardir.

Calismamizda gebelerin = %83.2°  sinin
(n=178) menstriiel sikluslarinin  diizenli,
%16.8” smin (n=36) diizensiz oldugu izlendi.
Kadinlarin siklus diizenleriyle GBS {ireme
durumlar1 arasinda istatistiksel olarak anlamli
diizeyde fark vardi (p<0.05). Menstriiel
sikluslar1 diizensiz olan kadinlarda GBS iireme
durumu (%20), diizenli olanlara gore (%6.5)
daha ytiksekti. Literatiirde GBS kolonizasyonu
ile menstiriiel siklus arasinda iliski bildiren
calisgma bulunamadi. Caligmamiz, gebelik
oncesi mentriiel siklus diizensizligi ile GBS
kolonizasyonu arasindaki iliskiyi bildiren ilk
calisma olmasi agisindan 6nemlidir.

Calismamizda, gebelerin %91.1° 1 sigara
kullanmiyordu ve sigara i¢me durumlariyla
GBS iireme durumlar1 arasinda istatistiksel
olarak anlamli bir iligki yoktu. Bizim
calismamiza paralel olarak; Kim ve ark. 2624
gebe lizerinde yaptiklari calismada sigara
kullanimi  ile GBS kolonizasyon siklig1
arasinda bir iligki bulunamamistir (11). Bizim
calismamizin aksine; Terry ve arkadaslari 543
gebede yaptiklar1 calismada, sigara kullanan
gebelerde GBS kolonizasyonunu  %33.1
bulmuslardir (16). Sigara kullanimmin GBS
kolonizasyonuna etkisi konusunda daha genis
calismalara ihtiyag oldugu goériilmektedir.
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Calismamizda gebelerin %55,1° i (n=118)
gebelik oncesi dogum kontrol yontemlerinden
birini kullanmaktaydi. Bunlarin %10.2> si
(n=22) yontem olarak oral kontraseptif, %11.7’
i (n=25) RIA, %33.2° si (n=71) diger
yontemleri  kullaniyordu. Dogum  kontrol
yontemi kullanan gebelerin %11.8” inde GBS
irerken, kullanmayanlarda bu oran %3.1 idi.
Dogum kontrol yontemi kullanan kadinlarda
GBS tireme durumu istatistiksel olarak anlaml
bigimde daha yiiksekti (p<0.05). Morris ve ark.
291 kadin iizerinde yaptig1 calismada; oral
kontraseptif ve tampon kullaniminin GBS
kolonizasyonu iizerinde etkisi olmadig1
saptanmistir (17). Eren ve ark. yanisira, Giil ve
ark. yaptig1 arastirmada da RIA kullaniminin
GBS kolonizasyonuna etkisi saptanamamustir.
Bu konuda genis kapsamli ¢aligmalara ihtiyag
duyulmaktadir (6, 15).

Hipertansiyonu mevcut olan gebelerimizin
higbirinde GBS {iremesi olmazken (%0),
diyabetli gebelerimizin %14.2” sinde GBS
tiremesi saptandi. Kadmlarin hipertansiyon
Oykiileri ile GBS iireme durumlar1 arasinda
istatistiksel olarak anlamli bir iliski yoktu.
Calismamizda, gestasyonel diyabeti olan
gebelerin GBS  kolonizasyonu, diyabeti
olmayan gebelere gore 2,21 kat yiiksek
bulunmustur. Fakat GBS iiremesi ile
gestasyonel diyabet arasinda istatistiksel olarak
anlamli bir iligki bulunamamigtir (p=0,25).
Bizim bulgularimizin aksine; Bey ve ark.
gestasyonel diyabet ve GBS kolonizasyonu
arasinda anlamli bir iliski saptamislardir.
Gestasyonel diyabetlilerde %31.7
kolonizasyon saptarken, kontrol grubunda bu
orani %19.0 bulmuslardir (18). Akhlaghi ve
ark., 93 (50’ si diyabetli, 43’ {niin diyabeti
yok) gebeyi kapsayan caligmada, gestasyonel
diyabetli gebelerin %20’sinde GBS iiremistir.
Gestasyonel diyabeti olan kadinlar
olmayanlara gore rektal GBS kolonizasyonu
agisindan daha yiiksek riskli bulunmustur (19).
Hammoud ve ark. 1120 gebeyi kapsayan
calismasinda ise, diyabet ve hipertansiyonun
GBS kolonizasyonu ile iliskisi saptanmamistir
(8). Baz1 calismalarda diyabetes mellitus ile
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GBS kolonizasyonu arasinda iliski istatistiksel
olarak anlamli bulunmasa da genellikle
diyabetli gebelerde daha fazla bulunmustur. Bu
durum diyabetin immiin sistemi
baskilamasindan kaynaklanabilir. Son yillarda
yeni aragtirmalar yenidogan GBS sepsisinin
Onlenmesi i¢in anne asilanmasina yonelik
ilerlemektedir (20).

Sonug olarak, 214 gebenin 17’ sinde
(%7.9) GBS iiredi; 8 gebede (%47.1) sadece
vajinada, 2 (%11.7) gebede sadece anorektal
bolgede iireme olurken, 7 (%41.2) gebede ise
her iki bolgede de tireme oldu. Gebelerimizden
alman kiiltiir 6rneklerinde GBS disinda %27.5’
inde stafilokokkus epidermidis, %25.7" sinde
enterococcus faecalis, %20.9° unda candida
albicans iiredi. Menstriiel sikluslar1 diizensiz
olan kadmlarin %20’ sinde GBS iirerken,
menstriiel siklusu diizenli olanlarin %6.5” inde
GBS tiiremistir. Gebelik 6ncesi dogum kontrol
yontemi kullanan kadinlarda GBS iiremesi
istatistiksel olarak anlamli diizeyde yiiksekti
(%11.8). 1k gebelik yas1 yiiksek olan
kadinlarda GBS iireme oram1 daha yiiksekti. flk
gebelik yas1 yiiksek olan, menstriiel siklus
diizensizligi yasayan ve dogum kontrol
yontemi kullanan kadinlarda GBS iiremesinde
artis gézlemledik. Bu nedenle bu parametreleri
esas alan daha genis kapsamli caligmalara
ihtiya¢ vardir.

Ulkemizde CDC tavsiyelerine uyulmasi ve
geligmis bir¢ok iilkede uygulanan yenidoganin
erken baslangich enfeksiyonlarini 6nlemek igin
gebe tarama programlari arasinda yer alan
GBS taramasinin rutin gebe izlem programina
dahil edilmesi gerekmektedir.

Calismanin ~ kisithiliklari:  Uremesi  olan
gebelerin dogum
belirlenmemesidir.

sonuclarinin
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Amag: Bu c¢alisma, ebelik meslegine aday son smif
ogrencilerin hasta bakim uygulamalarinda etik, etik kodlar ve
etik ikilemlere yonelik algilarini igeren etik duyarliliklarini
incelemek amaciyla yapilmistir.

Yontem: Tanimlayict olarak planlanan arastirma, Ocak—
Subat 2016 tarihleri arasinda bir kamu tiniversitesinin Saglik
Yiiksekokulu Ebelik Bolimi'nde 06grenim goren, calismaya
katilmaya goniillii 52 son sinifogrencisi ile yiiriitiilmustiir.
Verilerin toplanmasinda, ogrencilerin tanimlayic1 6zelliklerini
igeren soru formu ile “Ahlaki Duyarlilik Anketi” kullanilmistir.

Bulgular: Ogrencilerin yas ortalamasi 22.36x1.75'dir.
Ogrencilerin ~ %48.1'inin  mesleki etik kodlar1 bilmedigi,
%40.4'iniin egitim miifredatinda etik egitiminin yeterli olmadig,
%63.5'inin ise etik egitimine gereksinim duydugu saptanmistir.
Ogrencilerin %57.7’si staj yaptiklari siire boyunca etik sorunlar
yasadiklarini, etik sorunlar yasayanlarin %46’s1 ise yasadiklar
etik sorunu ¢Ozemediklerini ifade etmistir. Calismada
ogrencilerin etik duyarlilik anketi toplam puaninin 86.81+20.86
oldugu saptanmustir.

Sonug: Ebelik o&grencilerinin etik duyarliliklarinin  orta
diizeyde oldugu saptanmistir. Ebelik meslegine aday 6grencilerin
hasta bakim uygulamalarinda etik duyarlihigin artirilmasi ile etik
sorunlaritanima ve ¢6ziim saglamada mezuniyet oncesi egitim
programlarinin giiclendirilmesi onerilebilir.
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ABSTRACT

Objective: Objective of this research is examining last grade
students’ ethical susceptibility includes their susceptibility
towards ethics, ethical codes and ethical dilemmas who are
candidates to midwifery profession.

Method: The research which is planned as descriptive one
was carried out with intern students who study atHealth College
Midwifery Department of a public university between January-
February 2016. Sample of the research contains 52 volunteer
students. Questionnaire form which comprise of two parts was
used in order to collect data. Students’ characteristics and
opinions about ethics are asked in the first part. “Ethical
Susceptibility Questionnaire”

Findings: Students’ average age is 22.36+1.75. That are
detected that 48.1 percent of students do not know occupational
ethic codes, and 40.4 percent of students stated that ethics
education does not suffice in curriculum, and 63.5 percent of
students need ethics education. 57.7 percent of students stated that
they experienced ethical problems during internship, and 46
percent of students who experienced ethical problems stated that
they could not solve the ethical problems that they have faced. It
is detected that students’ total point of ethical susceptibility is
86.81+20.86.

Results and Suggestions: It is found out that midwifery
students’ ethical susceptibility is at medium level. It can be
suggested that their curriculum before graduation should be
enhanced in terms of augmentation of candidate midwifery
students’ ethical susceptibility and recognition and providing a
solution of ethical problems.

Keywords: Ethic, Ethical Susceptibility, Midwifery Student,
Ethical Codes
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GIRiS

Toplumsal degismelerin hizli yasandigi
giiniimiizde, her alanda belirli deger ilkelerine
ihtiya¢ duyulmaktadir. Bilim ve teknolojideki
ilerlemelerin bir takim deger sorunlarmin
ortaya ¢cikmasina neden olmasi saglik alaninda
etigin O6nemini artirmaktadir(1).Saghik bakim
etiginin kapsaminda, saglik bakim saglayicilari
tarafindan duyulan ahlaki sorumluluklarin ve
etik yargilarin analizi ile hasta bakim
uygulamalarinda dogru diistinmenin incelemesi
yer almaktadir (2). Bu nedenle, etik ilkeler ve
kodlarin ¢ok iyi bilinmesi ve bu dogrultuda
tutum ve davranis gelistirilmesi Onemlidir.
Saglik bakim sisteminin bir pargasi olan ebelik
ve hemsirelik meslegi, uygulama alaninda
birgok konuda hasta i¢in en dogru karari
vermeyi gerektirir. Ebe ve hemsireler
genisleyen rol ve fonksiyonlar1 ile geg¢mise
gore daha karmasik kararlar vermek ve bu
kararlarin sorumlulugunu istlenmek
durumundadirlar (3).

Hemsirelik bakim ve  uygulamalari
sirasinda, hastanin degerleri ve beklentileri ile
hemsirenin  degerlerinin ve kendisinden
beklenenlerin gatistig1 bir ortam olusabilir (4).
Bu durumda ortaya ¢ikan etik ikilemler,
hemsirelerin karar verme stirecinde
geleneklerden ve diger smirlamalardan
etkilenmesiyle olusabilir (5). Yapilan bir meta-
analiz ¢alismasinda, hemsirelerin etik karar
verme siirecini ve etik davraniglarini arastiran
caligmalar incelenmis, etik karar verme
siirecinin ve kararlarinhemsirelik
uygulamalarina gegirmenin zor bir siireg
oldugu, kisisel ve durumsal faktorlerden
etkilendigini saptamistir (6).  Bu baglamda
etik karar vermede, bireyin mesleki bilgisi, etik
kodlar, elestirel anlayis, klinik deneyim ve
sonuglart  Ongorebilme  becerisi  oldukga

etkilidir (7).

Ebe ve hemsirelerin siklikla karsilagtiklar
etik sorunlarin; hastalarin bakimi ve tedavisi
konusunda ekibin diger tiyeleri ve kurum ile
farkli  yaklasimlarin ~ bulunmasi,  hasta
haklarmmin korunmasi, aydimnlatilmis onam
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alma, fetiis cerrahisi, kiirtaj uygulamasi, sinirl
kaynaklarin paylastirilmast, hastanin
mahremiyeti, tedaviye uyum saglamayan hasta
bakimi, narkotik ilag uygulamasi, bagimh
hasta bakimi, meslektaslarin etik disi tutumlart
vb. oldugu belirtilmistir (8,9). Uygulama
sirasinda etik ikilemlerle karsi karsiya kalan
ebe ve hemsirelerin, evrensel etik ilkeler
rehberliginde  ¢oziim  yollar1  iiretmek
sorumlulugu bulunmaktadir (10).Bu nedenle
etik duyarlilik kavrami, etik sorunlari ¢ézme,
sorunlara agiklik getirme ve yapilan eylemi
hakli c¢ikartmay1 saglayan en onemli faktor
olarak karsimiza ¢ikmaktadir (10,11).

Profesyonel  ebelik  ve  hemsirelik
uygulamalarinda, hasta bakiminda etik
duyarliligin artirilmasi igin, ebelik egitiminde
etik konulara ©Onem verilmesi gerektigi
diistintilmektedir. Hemsire ve ebelerin etik
problemleri tanimasi1 ve dogru kararlar1 almasi
icin etik duyarlilik diizeylerinin yiiksek olmasi
gerekmektedir. Bu nedenle ebe ve hemsirelerin
etik duyarliliklarinin  incelenmesi ve etik
duyarliliklarin1 etkileyen farkli degiskenlerin
belirlenmesi son derece énemlidir. Ulkemizde
ebelik  Ggrencilerinin  etik  duyarliliginin
incelendigi arastirmalara rastlanmamustir. Etik
duyarliliga iligkin c¢alismalar daha ¢ok
hemsireler ve hemsirelik 6grencileri iizerinde
yurltilmistir  (1,8,9,10).  Ancak  saglk
hizmetlerinin sunumunda &zellikle ebelerin ve
ebelik 6grencilerinin insan ve iireme haklari
icinde mahremiyete saygi goOstermesi basta
jinekolojik muayene, dogum, tedavi ve tanisal
islemler olmak tiizere hizmet verilen tim
alanlarda  etik ilkelere duyarli olmas1
onemlidir. Nitekim, ICM ( International
Conferderation of Midwives) ebelik felsefesine
gore ebeden, kadmin saglik gelisimine katki
vermesi, gerekli konularda bilgilendirme
yaparak kadinlarin kendi kararlarini vermesini
saglamasi, liremeyi desteklemesi ve normal
dogumlarin savunucusu olmasi
beklenmektedir. Bunlar yerine getirirken ise,
kiiltiirel ve etik degerlere saygi duyarak anne-
bebek sagligin1 desteklemesi beklenmektedir.
Ayrica insan hayatinda en 6nemli olaylardan
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biri olan dogumun hatiralarda gilizel bir am
olarak kalmasi, bir kadinin en temel hakkidir
(12). Bu deneyimlerin kadin agisindan olumlu
olmasi; ebenin ilgisi, ortamin temizligi ve
konforu, saygili hizmet, mahremiyete saygi
gosterilmesi  dolayisiyla  ebelerin  etik
duyarliliklarina baghidir. Bu baglamda ebelik
meslegine aday son sinif ebelik 6grencilerin
hasta bakim uygulamalarinda etik, etik kodlar
ve etik ikilemlere yonelik algilarinin
belirlenmesi literatiire katki saglayacaktir.

GEREC ve YONTEM

Arastirmanin Evreni ve Orneklemi

Tanimlayict ve kesitsel olarak planlanan
arastirmanin evrenini,1-30 Nisan 2016 tarihleri
arasindabir kamu {iniversitesinin = Saglik
Yiiksekokulu Ebelik Bolim'nde 6grenim goren
son smif 65 Ogrenci  olusturmustur.
Aragtirmada oOrneklem secimine gidilmemis
olup, arastirmaya goniillii olan ebelik son sinif
Ogrencileri  arastirmaya dahil  edilmistir.
Caligmanin 6rneklemini, aragtirmaya katilmaya
goniillii 52 6grenci olusturmustur

Veri Toplama Araclari

Verilerin  toplanmasindaiki ~ bdliimden
olusan anket formu kullanilmistir. ilk bliimde
arastirmacilar tarafindan literatlir taranarak
gelistirilen, 6grencilerin tanimlayici 6zellikleri
ile etik konusundaki goriiglerini iceren sorular
yer almustir. Ikinci bolimde ise “Ahlaki
Duyarlilik Anketi” kullanilmigtir. Arastirmanin
verileri, c¢aligmay1 yiirliten arastirmacilar
tarafindan, c¢aligmaya katilmayr kabul eden
Ogrencilerle yiiz yiize goriisme teknigi
uygulanarak toplanmistir. Anket formunun
uygulanmasi yaklasik 15 dakika siirmiistiir.

Ahlaki Duyarlilik Anketi: Bu anket,
hemgirelerin  etik  duyarliliklarim1 ~ 6lgmek
amaciyla Kim Liitzen tarafindan gelistirilmis,
ilkemizde gegerlik ve giivenirlik g¢aligmasi
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2005 yilinda Tosun tarafindan yapilmistir
(10,13). Anket toplam 30 maddeden ve alt1 alt
boyuttan olugmaktadir. Anketin otonomi
(10,12,15,16,21,24 ve 27. maddeler), yarar
saglama (2,5,8 ve 25. maddeler), biitiinciil
yaklasim (1,6,18,29 ve 30. maddeler), catisma
(9,11 ve 14. maddeler), uygulama (4,17,20 ve
28. maddeler) ve oryantasyon (7,13,19 ve 22.
maddeler) olmak iizere alti1 alt boyutu vardir
(Aksu ve Akyol 2011; Basak ve ark. 2010;
Tosun 2005). Likert tipte 1 ile 7 arasinda
puanlamanin yapildigi ankette; “1 puan”
tamamen katilma yoniinde yiiksek duyarliligi,
“7 puan” hi¢ katilmama yoniinde diisiik
duyarliligt  ifade  etmektedir.  Anketten
alinabilecek toplam puan 30-210 arasinda
degismektedir. Puanin yiiksek olmasi etik
acidan diisiik duyarlilik, puanin diisiik olmasi
ise etik agidan yiiksek duyarlilik seklinde
degerlendirilmektedir.  Olgegin  iilkemize
uyarlama caligmasinda Cronbach alfa degeri
0.84 olarak bildirilmistir (10). Bu ¢alismanin
orneklemi icin Olgegin toplam Cronbach alfa
degeri 0.90 olarak bulunmustur.

Verilerin Degerlendirilmesi:

Verilerin degerlendirilmesinde SPSS 17.0
paket programi kullanilarak  tanimlayici
istatistiksel ~ analizlerinden  sayi, yiizde,
ortalama ve standart sapma hesaplanmustir.

Arastirmanin Etik Yonii:

Aragtirmanin  uygulamasina baslamadan
once tniversitenin Saglik Yiiksekokulu Ebelik
Bolim Bagkanlhigi’'ndan yazili izin ve
arastirmaya katilan Ogrencilerden soézel izin
almmustir.

Arastirmanmin Smirhliklar:

Calismanin siirliligt sadece bir
tiniversitede Ogrenim goren ebelik
ogrencilerinde yiiriitilmesidir. Bu nedenle bu
bulgular Tiirkiye’deki tiim ebelik 6grencilerine
genellenemez. Ayrica bu c¢aligmada veri
toplamak amaciyla bir olgegin kullanilmasi,
Ogrencilerin yanitlarmi Olgeklerde yer alan

ifadeler ile smurlamigtir.  Bu  nedenle
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arastirmada kullanilan nicel arastirma yontemi
ve elde edilen bulgular bakimindan sinirlilik

gostermektedir.

BULGULAR

Ogrencilerin yas ortalamas1 22.36+1.75
olup, %61.53’niin klasik lise mezunu oldugu

belirlenmistir.

Ogrencilerin

%48,1’1nin

mesleki etik kodlart bilmedigi, %40.,4’iniin
egitim miifredatinda etik egitiminin yeterli

Aydin et al.

(30-210 puan arasi)oldugu saptanmustir.
Anketin alt boyutlar1 degerlendirildiginde;
otonomi alt boyutu 13.24+5.68, yarar saglama
alt boyutu 11.14+4.56, biitiinciil yaklagim
10.65+6.02, catisma alt boyutu 11.80£5.20,
uygulama alt boyutu 7.76+£3.47ve oryantasyon
alt boyutu ise 7.83+2.34 olarak bulunmustur
(Tablo 2).

Tablo 2.Ahlaki Duyarhhk Anketi ve Alt Boyut Puan
Ortalamalar

olmadigini, %63,5’inin ise etik egitimine Ahlaki _
.. o Duyarhlik Min Max. X +SD
gereksinim duydugunu saptanmigtir. Anketi ve Alt _
. . Boyutlar
Tablo 1. Ogrencilerin Tamtic1 Ozellikleri ve Mesleki Otonomi 9.00 43.00 13.24+
Etik Konusundaki Goriisleri 5.68
_ Yarar saglama 4.00 27.00 11.14+
X +SD Min_max 4.56
Yas 22.36%1.75 21-32 Biitiinciil 5.00 35.00 10.65+
n % yaklagim 6.02
Catisma 6.00 20.00 11.80+
Mezun olunan lise 5.20
Saglik meslek lisesi 7 13.46 Uygulama 3.00 16.00 7~7467i3
Anadolu lisesi 13 25 Oryantasyon 4.00 27.00 7.83+2
— 34
Klasik lise 32 6153 Ahlaki 280 | 1030 | 8681
Mesleki Etik Kodlar: Duyarhlik 0 0 20.86
Bilme Durumu Anketi toplam
Biliyorum 27 51.9 puant
Bilmiyorum 25 48.1
Ebelik egitim
miifredatinda etik TARTISMA
egitiminin yeterli olma
durumu . .. .. .
Yeterli 31 59.6 Saglik hizmetlerinin sunumunda o&zellikle
Yetersiz 21 40.4 ebelerin ve ebelik Ogrencilerinin insan ve
zgftliumr;:l},eetg::eclfs;n?::lk tireme haklar1 iginde mahremiyete saygi
duyma gostermesi basta jinekolojik muayene, dogum,
Evet 33 63.5 tedavi ve tanisal islemler olmak {izere hizmet
Hayir _ 19 365 verilen tiim alanlarda etik ilkelere duyarli
Etik ikilem yasama . o . . .
Evet 30 57.7 olmast Onemlidir. Ancak literatiirde ebelik
Hayir 22 42.3 ogrencilerin etik duyarliliklarin1 degerlendiren
Etik ikilemi ¢6zme .
Evet 9 559 bir ¢alismaya rastlanmam1§t1r. Bu neden%e l?u
Hayir 23 46.1 calismanin bulgulart hemsireler ve hemsirelik
TOPLAM 52 100.0

Ogrencilerin %57.7’si staj yaptiklar1 siire

boyunca etik

sorunlar

yasadiklarim, etik
sorunlar yasayanlarin %46’s1 ise yasadiklari

etik sorunu ¢ozemediklerini ifade etmistir

(Tablo 1).

Calismada Ggrencilerin

etik duyarhilik

anketi toplam puan ortalamasi 86.81+£20.86

Ogrencileri ile yiiriitillen ¢alisma sonuglar ile
tartisilmustir.

Ebelik meslegine aday son smf ebelik
Ogrencilerin hasta bakim uygulamalarinda etik
duyarliliklarinin belirlenmesi amaciyla yapilan
bu calismada, ebelik son smif &grencilerinin
yaklagik yarisinin etik sorun ve ikilemler
yasadiklar1 (%57.7), etik sorun yasayanlarin
%46.11 ise bu sorunu c¢ozemedikleri
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belirlenmistir.  Etik  ikilemler bir eylem
sirasinda ya da karar verilmesi gereken bir
durumda iki deger arasindaki karmagandan
kaynaklanir. 1ki deger catistiginda, ahlaki
ilkeler goz Oniine alinarak bir se¢im yapilip,
karar verilmesi gerekir (7,9). Klinikte ¢aligan
hemsirelerle yiiriitiilen bir c¢alismada da,
hemsirelerin %54.9 nun etik ikilemlere yonelik
dogru karar verebilme konusunda sorun
yasadiklar1 belirtilmektedir (1). Dikmen’in
(2013) yogun bakim hemsireleri ile yiiriittiigi
bir calismada, hemsirelerin  %62’sinin
yasadiklar1 etik sorunlar kargisinda ¢6ziim
iretme  konusunda  sorun  yasadiklari
bildirilmistir (14). Giil ve arkadaglarinin (2013)
Ogrenci hemsirelerle yaptiklar bir
calismada,ogrencilerin  klinik deneyimlerinin
az olmasina bagh olarak yasadiklar ikilemler
karsisinda  etik  ilkeler
dogrultusunda karar veremedikleri
bildirilmistir (7). Nitekim, etik ilkeler
dogrultusunda karar verebilme ve yasanilan
ikilemleri ¢6ziim saglayabilme Dbecerisi,
mesleki deneyimle ve karsilagilan vaka sayisi
ile iligkili olarak gelismektedir. Ayrica etik
karar verebilmeyi etkileyen faktorler arasinda,

ve sorunlar

farkli  diizeylerde olan ebelik egitimi,
ilkemizde iyi tanmimlanmamig bir disiplin
olmasi, ekip iligkilerinde catismalarin varligi,
bir otoriteye itaat etmek zorunda olduklarini
hissetmeleri ve bagimli rollerinin bagimsiz
rollerinden fazla olmasi yer almaktadir.

Calisma sonuglarina gore ebelik
Ogrencilerinin  etik  duyarliliklarinin  orta
diizeyde (86.81+£20.86) oldugu saptanmustir.
Literatiirde, c¢alismamiza benzer sekilde
hemsirelik ogrencileri ile yiiriitlilen
calismalarda, Ogrenci  hemsirelerin  etik
duyarliliklar1  orta diizeyde bulunmustur
(15,16,17). Dolayisiyla bu sonug, literatiirle

uyumlu olarak yorumlanmistir.

Calismada son sif ebelik Ogrencilerinin
etik duyarlilik anketinin otonomi, catigma ve
yarar saglama alt boyutlarindan yiiksek puan
almasi,bu boyutlarda etik duyarliligin diisiik
diizeyde oldugunu gostermektedir. Benzer
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bicimde, Selcuk ve Demir’in c¢alismasinda da
(2015), hemsire Ogrencilerde otonomi, yarar
saglama ve catisma boyutlarin da etik
duyarliligin diisiik oldugu
bildirilmistir(16).Otonomi, bireyin 0Ozgiir ve
bagimsiz olarak kendi basina diigiinebilme,
kendi hakkinda karar verebilme ve bu karara
dayanan herhangi bir eylemde bulunabilme
yeterlilik ve yetenegidir (18). Ancak iilkemizde
tedavi  hizmetlerin  agirhk  kazanmaya
baslamas1 ve istihdam sorunun giin gegtikce
artmasi nedeniyle ebeler, bagimsiz rollerinden
uzaklagarak daha c¢ok hemsirelik iglevlerini
uygular hale gelmislerdir. Bu durum, ebelik
mesleginin  profesyonel  degerlerini  ve
felsefesini olumsuz yonde etkilemistir. Oysa
ana-cocuk sagligl hizmetlerinin
yiiriitiilmesinde Diinya Saglik Orgiitii ebelik
mesleginin 6nemine dikkat cekmektedir.

Ayrica, otonomi ve g¢atisma boyutlarinda
becerisinin kazanilmasinda klinik deneyim
stiiresi onemli bir etkendir. Nitekim Basak ve
arkadaslarinin yogun bakim hemsirelerinde
yaptiklari ¢caligmada (2010), geng ve deneyimi
az olan hemsirelerin etik duyarliliklarinin
deneyimli hemsirelere gore daha diisiik oldugu,
ozellikle otonomi ve uygulama becerisinin
genc hemsirelerde daha diisik oldugu
bildirilmistir (19). Catisma alt boyutunun
icerigine bakildiginda, hemsirelerin-ebelerin
etik olarak dogru eylemin ne olduguna karar
vermede zorlandigimi ve hastaya nasil
yaklasmalar1 gerektigi konusunda siklikla
celigkiler yasadiklarini gdstermektedir. Bu
durum etik egitimin ve deneyimin yetersiz
olmasini gosterebilir. Ayica egitim konusunun
iceriginin teorik konulardan olusmas1 ve
uygulamalari igermemesi, problemi
belirlemede sorun yasanmasina neden olmakta
ve karar vermede zorlanmaya yol agmaktadir
(20). Bir c¢ok iniversitede oldugu gibi
calismanin yapildig1 tiniversitede de mesleki
etik dersinin farkli alanlardan olan Ogretim
elemanlar tarafindan verilmesi, ders igeriginin
uygulamalar ve  olgu
pekistirilmemesi gibi faktorler ebelik miifredati
ile mesleki etik dersinin entegrasyonunda

sunumlari ile
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yetersizliklere neden oldugunu
diisiindiirmektedir. Nitekim bu c¢alismada

%40.4%  egitim
egitiminin  yeterli

ebelik  Ogrencilerinin
miifredatinda etik

olmadigini, %63.5'nin ise mezuniyet sonrasi
etik egitimine ihtiya¢ duydugunu belirtmistir
(Tablo 1). Gorgiilii ve Ding (2007) tarafindan
yapilan aragtirmada Tirkiye’deki hemsirelik
okullarinda etik egitiminin bu alanda uzman
olmayan hemsire dgretim elemanlar tarafindan
verildigi, etik dersi igeriginin ¢ogunlukla diger
teorik hemsirelik derslerine entegre edildigi ve
cogunlukla literatiire uygun oldugu sonucuna
vartlmistir  (21). Aydin (2012) tarafindan
Ogrenci hemsireler {izerinde yapilan bir
arastirmada da, hemsirelikte etik egitimin hasta
haklarina iligkin baz1 tutumlar1 yeterince
gelistiremedigi belirlenmistir (22). Bu sonuglar
birlikte  degerlendirildiginde, ebelik ve
hemsirelik miifredatinda uygulamali dersler ve
klinik uygulamalar sirasinda ele alinan
konularm etik boyutuyla ele alinmasinin,
vakalar hakkinda etik degerlendirmeler
yapilmasinin ve vakalarin tartigilmasi-analiz
edilmesinin 6nemli oldugu diistiniilmektedir.

Savagkan’in g¢aligmasinda (2006) deneyim
yili ile etik duyarlilik arasinda farklilik
saptanmazken, Pekcan’in ¢alismasinda (2007)
deneyim yili ile ¢atigma alt boyutu arasinda
anlamh iligki saptanmigtir (8,23). Bunun
yaninda Bagak ve arkadaslarinin g¢aligmasinda
(2010), ¢alismamizdan farkli olarak geng yasta
olan hemgirelerin ¢atisma ile daha az
karsilastiklar1 bildirilmistir (19). Bu arastirma
sonucunun, orneklem grubunun farkliligindan
dolayisiyla arasgtirmanin 6rneklemini olusturan
Ogrencilerin etik sorunu algilamasi ile ilgili
olabilecegi diisiiniilmiistiir.

Bu ¢alismada deneyimsiz olan 6grencilerin
anketin  yarar saglama boyutunda etik
duyarliligin diistik oldugu
bulunmustur.Tosun’un ¢alismasinda (2005),
yasin ilerlemesi ve deneyim siiresinin artmast
ile birlikte hemsirelerde biitiinciil yaklagim ve
yarar saglama ilkesinde etik duyarliligin
gelistigi belirtilmektedir (10). Dolayisiyla bu
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sonug, calismamiz ile uyumludur. Bu
sonuclara gore, etik duyarlilifin yas ve
deneyim siiresi ile birlikte arttig1 sdylenebilir.

SONUC

Bu arastirma sonucuna gore, ebelik son
simif dgrencilerinin etik duyarhiliklarinin orta
diizeyde oldugu, 0&grencilerin 6nemli bir
boliimiiniin egitim miifredatinda etik egitimini
yetersiz buldugu ve mezuniyet sonrasi etik
egitimine  ihtiyag duydugu saptanmustir.
Goriildigii gibi ebelik uygulamalarinda etik
bilincin ve duyarliligin gelismesinde etik
egitiminin, igerik, siire, verilis bi¢imi, dgretim
yontemleri ve egitimcinin etik bilgi ve
tutumlari, 6grencileri, meslektaslar1 ve diger
caligsanlarla iligkilerinin etik boyutu da son
derece Onemlidir. Bu nedenle ebelik egitim
miifredatinda mesleki etik egitiminin gozden
gecirilerek, ebelerin  klinik karar verme,
elestirel diisiinme ve problem ¢ézme becerisini
saglayacak igerik ve yontemlerle verilmesi
onerilmektedir. Ozellikle ders miifredatina
uygulama ve olgu sunumlar1 dahil edilerek,
etik duyarliligin  ve etik Kkarar verme
becerisinin gelistirilmesi Onerilebilir. Ayrica
ebelik okullarinda etik egitimin alaninda
uzman kisiler tarafindan verilmesi, profesyonel
ve mesleki degerlerin kazanilmasi ve etik
kodlarin  benimsenmesinde  biiyilk  katki
saglayacagini diigiindiirmektedir.

Gelecek ¢alismalarda bu arastirmanin daha
genis bir Orneklemde yapilmasi, daha fazla
bilgiyi agiklayacaktir. Ayrica yapilacak nitel
caligmalarla bu konuda daha fazla 6grencinin
goriis ve tutumlart da incelenerek, ebelik
ogrencilerinin etik duyarliliklarin1 gelistirecek
mezuniyet Oncesi egitim programlar1 (panel,
workshop. vb) diizenlenebilir.
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Regarding the Breastfeeding Coaching

Annelerin Emzirme Koc¢lugu Hakkindaki Bilgi, Goriis ve Tutumlarimin
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Amag: Bu arastirma, erken postpartum doénemdeki annelerin
emzirme kog¢lugu hakkindaki bilgi, goriis ve tutumlarini
degerlendirmek amaciyla yapilmistir.

Gere¢ ve Yontem: Arastirma, Erzurum'da Kadin Dogum
Hastanesinde Aralik 2014-Subat 2015 tarihleri arasinda
tanimlayici ve kesitsel tipte 275 anne ile tamamlanmistir.
Veriler, aragtirmacilar tarafindan konu ile ilgili literatiirden
yararlanilarak hazirlanan Kisisel Bilgi Formu ile toplanmigtir.
Verilerin degerlendirilmesinde; yiizdelik dagilimlar
kullanilmistir.

Bulgular: Annelerin %33.1’inin 20-24 yas grubunda oldugu,
%37.1’inin il merkezinde yasadigi, %87.6’sinin calismadigl,
%43.3’1intin ilkokul mezunu oldugu, %58.5’inin son gebelikleri
siresince emzirme ile ilgili egitim almadigi, %52.4{iniin
bebeklerini ilk yarim saatte emzirdigi ve “emzirme siklig1 nasil
olmalidir” sorusuna % 81.1’inin “bebek her istediginde emzirme
yapilmalidir” seklinde cevap verdikleri saptanmistir. Annelerin
%94.5’1 emzirme kogu kavramini duymadigini, ancak emzirme
kogu hakkinda verilen bilgilerden sonra %98.2’si emzirme kogu
uygulamasinin  emzirmenin  basarisin1  arttiracagim  ifade
etmislerdir. Annelerin %81.1’inin emzirme kogu istedikleri ve
%61.1’inin  de  emzirme koglugu yapmak istedikleri
belirlenmistir. Annelerin 6zellikle ilk dogumunu yapan annelerin
%99.3’1inlin, emzirme koguna ihtiyac1 oldugu belirlenmistir.

Sonug: Annelerin emzirme koglugu hakkinda bilgi sahibi
olmadiklari, ancak verilen bilgiler dogrultusunda emzirme
sirasinda kendisine destek olmasi i¢in emzirme kogu istedikleri
ve kendilerinin de emzirme koglugu yapmak istedikleri
belirlenmistir.

Anahtar Kelimeler: Anne siitii, emzirme, emzirme koglugu
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ABSTRACT

Objective: This study was conducted in order to evaluate the
knowledge, opinions, and attitudes of mothers in the early
postpartum period regarding the breastfeeding coaching.

Material and Method: This descriptive and sectional study
was completed with 275 mothers at a Maternity Hospital in
Erzurum between December 2014 and February 2015. The data
were collected through the Personal Information Form that was
prepared by researchers using the relevant literature. The data
were assessed by using the percentage distributions.

Results: It was determined that 33.1% of the mothers were in
the age group of 20-24 years, 37.1% resided in the city center,
87.6% were unemployed, 43.3% were primary school graduates,
58.5% did not take training about breastfeeding throughout their
last pregnancy, 52.4% breastfed their infants within the first half
hour and 81.1% gave the answer “every time the infant wants” to
the question “how frequently should the infant be breast-fed?”.
94.5% of the mothers stated that they had no idea about the
concept of breastfeeding coach; however, 98.2% thought that the
practice of breastfeeding coaching would increase the
breastfeeding success after being informed about the breastfeeding
coach. It was determined that 81.1% of the mothers required a
breast-feeding coach and 61.1% wanted to be a breastfeeding
coach. 99.3% of mothers, especially primipar mothers are
determined have a need to get breastfeeding coach.

Conclusion: It was determined that mothers were not
informed about breast-feeding coaching, but they required a
breastfeeding coach for support during breastfeeding and wanted
to be a breast-feeding coach themselves in accordance with the
information provided.

Keywords: Breast milk,
coaching

breastfeeding, breastfeeding
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GIRiS

Kadin, yasami boyunca kadinlik rollerini
gerceklestirirken, bir dizi fizyolojik evreden
gecer. Kadinin 6nemli yasam donemlerinden
birisi de dogurganlik cagi icinde yer alan
laktasyon donemidir(1,2). Laktasyon, annenin
meme dokusunda fizyolojik degisikliklerin
oldugu, yenidoganin emmesi ile biiyiime ve
gelismesinin saglandigi ve anne bebek arasinda
etkilesimin kuruldugu bir dénemdir(3). Anne
siiti  bebegin  gelismesini tam  olarak
destekleyecek oOzelliklere sahip ve bebekler
igin essiz  bir besin maddesidir(1,2).
Cocuklarda saglikli biiyiime ve gelismenin
saglanmasinda, anne siitiiniin énemli oldugu
bilinen bir gergektir(4). Biitiin caglarda ve
kiiltiirlerde, yenidoganin/bebegin
beslenmesinde essiz bir gida 6zelligini tasiyan
anne siitiiniin bebeklere en saglikli ulagma
yontemi emzirme olmustur(5,6).

Emzirmenin bebek sagligina oldugu kadar
anne sagligmma da onemli katkilar1 vardir(7).
Emzirme siklig1 saatlere gore degil, bebegin
istegine gore ayarlanmalidir. Bebegin aglamasi
emzirme igin geg bir bulgudur. Bebegin emme
hareketleri yapmasi, elini agzina gotiirmesi,
kol ve bacaklarmi germesi gibi davraniglar
sergilemesi onun emmek icin hazir oldugunun
isaretleridir(8-11).

Emzirmenin baglamasi ve siirdiiriilmesi pek
cok faktérden etkilenir. Agrili meme basi,
bebegin memeyi 1iyi kavrayamamasi ve
annenin bebegini besleyememe endisesi ilk
aylarda emzirmeyi birakmada 6nemli nedenler
olarak belirlenmistir. Ayrica annenin ¢aligmasi,
annenin bebeginden uzun siire ayr1 kalmasi ve
sosyokiiltiirel etmenler gibi annenin bebegini
emzirmesinin Oniinde cesitli engeller olabilir.
Tim bu engellerle annenin tek basina
miicadele etmesi ¢ogu zaman miimkiin
olmamaktadir. Saglik calisanlarinin anneye
destek olmalar1 6nemlidir. Emzirme ile ilgili
sorunlarm bu konuda 6zel egitim almis uzman
kisiler  tarafindan  ¢Oziilmesi “emzirme
danismanhgr” ile gerceklesmektedir.
Emzirmenin stirdiiriilmesinde ve
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desteklenmesinde ebe ve hemsirelere biiyiik
gorevler diismektedir. Saglik kuruluslarina
basvurma nedenleri ne olursa olsun, bebegin
beslenme durumu mutlaka degerlendirilmeli,
emziren annelere emzirme danismanlig
yapilmali, emzirme goézlenmeli ve ebeveynler
emzirmenin siirdiiriilmesi yoniinde tesvik
edilmelidir(12,13).

Ulkemizde anne siiti ile beslenme
yaygindir ancak ilk 6 ay tek basina anne siitii
ile beslenme oranlar1 istenilen diizeyde
degildir(14). Bu acidan annelerin
desteklenmesi ve emzirme danismanligi énem
tagimaktadir. Emzirme danmismanligi erken
postpartum donemde hastanelerde
verilmektedir(1). Fakat taburculuk sonrasi
donemde de emzirmenin etkin sekilde devam
edebilmesi, anne siti ile beslenmenin
stirdiiriilmesi, yayginlastirilmasi ve
desteklenmesi i¢in emzirme kog¢lugunun
onemli oldugu disiiniilmektedir. Emzirmenin
devamliligt ve emzirme ile ilgili sorunlarin
azaltilmasinda destek verebilen O6zel egitim
almis  kisiler “emzirme Kkogu” olarak
adlandirilmaktadir. Postpartum dénem
boyunca evde annenin bagarili ve etkili
emzirmeyi saglamasi i¢in emzirme deneyimi
olan ve aile ile iligkileri iyi olan bireyler anneyi
bu konuda destekleyerek emzirme koglugu
yapabilirler. Emzirme kogu deneyimli bir aile
iiyesi olabilecegi gibi saglik calisanlar1 da bu
konuda anneyi desteklemek igin emzirme
koglugu yapabilir(15).

Bu arastirma, erken postpartum dénemdeki
annelerin emzirme koglugu hakkindaki bilgi ve

goriislerini degerlendirmek amaciyla
yapilmistir.
GEREC ve YONTEM

Aragtirma, Erzurum'da Kadin Dogum
Hastanesinde Aralik 2014-Subat 2015 tarihleri
arasinda tanmimlayict  ve kesitsel olarak
yapilmigtir. Minimum 6rneklem biiyiikligiini
hesaplamak i¢in evrendeki eleman sayisinin
bilindigi  durumlardaki Orneklem seg¢me
formiilii sonucunda 226 annenin arastirmaya
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almmas1 gerektigi bulunmustur. Orneklemin
evreni temsil etme giicli diisliniilerek, belirtilen
tarihler arasinda 275 anne ile arastirma
tamamlanmustir. Arastirma
toplanmasinda;  arastirmacilar

verilerinin
tarafindan
hazirlanan Kisisel Bilgi Formu kullanilmistir.
Erken postpartum dénemdeki kadinlarin sosyo-
demografik ozelliklerini, obstetrik
ozelliklerini, emzirme ve emzirme kog¢lugu ile
ilgili bilgi durumlarini igeren sorulardan olusan
bu form konuya uygun literatiir bilgilerinden
yararlanilarak hazirlanmustir. Veriler,
aragtirmacilar tarafindan yiliz yiize goriisme
yontemi  ile  toplanmustir.  Arastirmaya
baslamadan once, Erzurum Atatiirk
Universitesi Saglik Bilimleri Fakiiltesi Etik
Kurulu’'ndan onay ve arastirmanin yapilacagi
hastaneden izin alinmistir. Anneler arastirmaya
katilmalar1 i¢in davet edilirken Goniillii Olur
Formundaki bilgiler okunmus, sézIlii onamlari
almmis ve wuygulamadan Once annelere
arastirma konusu hakkinda bilgi verilmis ve
emzirme koglugu hakkinda bilgilendirme
yapilmigtir.  Veriler, yiizdelik dagilimlar ile
degerlendirilmistir.

BULGULAR

Annelerin  sosyo-demografik  6zellikleri
incelendiginde; annelerin %33.1’inin 20-24
yas grubunda oldugu, %37.1’inin ilde yasadigi,
%43.3’1iniin ilkokul mezunu oldugu, babalarin
%32’sinin  lise mezunu oldugu, annelerin
%87.6’sm1n calismadigi, belirlenmistir.
Annelerin %68.4’liniin gelirinin giderine denk
oldugu, %62.2’sinin ¢ekirdek aile yapisinda
oldugu saptanmustir. (Tablo 1)

obstetrik ozellikleri

incelendiginde; gebeliklerin %81.1’inin planh

Annelerin

gebelik oldugu, %62.5’inin vajinal dogum
yaptigl, %54.5’inin bebeklerinin cinsiyetinin
erkek oldugu, %34.9’unun 2 c¢ocuk sahibi
oldugu, bebeklerin %89.8’inin miyadinda
dogdugu belirlenmistir. Annelerin daha onceki
cocuk ya da cocuklarinin %71.6’sinin anne
sitii aldigi, %31.6’sinin 12 ay siireyle anne
siitii aldig1 saptanmistir. Annelerin %58.5’inin
son gebelikleri siiresince emzirme ile ilgili
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egitim almadigi, %52.4’liniin bebeklerini ilk
yarim saatte emzirdigi ve % 81.1’inin
“emzirme siklig1 nasil olmalidir?” sorusuna
“bebek her istediginde” seklinde cevap
verdikleri saptanmistir. (Tablo 2)

Tablo 1. Annelerin Sosyo-Demografik Ozelliklerinin

Dagilim

Demografik n %
Ozellikler

Anne Yas1

19 yas ve alt1 16 5.8
20-24 yas 91 33.1
25-29 yas 62 225
30-34 69 25.1
35 ve st 37 135
Yasadig yer

Koy 83 30.2
Ilge 90 32.7
il 102 37.1
Anne egitimi

Ilkokul 119 433
Ortaokul 79 28.7
Lise 52 18.9
Universite 25 9.1
Es egitimi

Ilkokul 74 26.9
Ortaokul 68 24.7
Lise 88 32.0
Universite 45 16.4
Annenin

calisma durumu

Caligtyor 34 12.4
Calismiyor 241 87.6
Gelir diizeyi

Gelirim 62 225
giderimden az

Gelirim giderime 188 68.4
denk

Gelirim 25 9.1
giderimden fazla

Aile tipi

Cekirdek aile 171 62.2
Genis aile 104 37.8
Toplam 275 100

Emzirme kog¢lugu kavramma iligkin
goriislerinin dagilimi incelendiginde; annelerin
%94.5’1 “emzirme kogu” kavramini

duymadigimi belirtmistir.
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Tablo 2. Annelerin Obstetrik Ozellikleri ve Emzirme
Ile Ilgili Bilgilerinin Dagihm

Obstetrik Ozellikleri n %
Gebeliginiz planh miyd1?

Planl 223 81.1
Planli degil 52 18.9
Dogum sekli

Vajinal dogum 172 62.5
Sezaryenle dogum 103 375
Bebegin cinsiyeti

Kiz 125 455
Erkek 150 54.5
Cocuk Sayis1

1 77 28.1
2 96 34.9
3 73 26.5
4 ve tizeri 29 10.5
Bebeginiz zamaninda dogdu mu?

Evet 247 89.8
Hayir 28 10.2

Daha onceki cocuk/ya da ¢cocuklarin anne siitii alma
durumu nedir?

Evet aldilar 197 71.6
Hayir almadilar 3 11
Daha 6nce ¢ocugu yok 75 27.3

Daha onceki cocuk/ya da ¢ocuklarimzi ne kadar siire
emzirdiniz? (ay olarak)

3ay 10 3.6
6 ay 48 175
12 ay 87 31.6
24 ay 53 19.3
Daha 6nce ¢ocugu yok ya 77 28.0
da emmedi*

Son gebeliginiz siiresince emzirme ile ilgili bilgi
aldimiz mi1?

Aldim 114 415
Almadim 161 58.5
Dogumdan sonraki emzirme zamanimiz

Ilk yarim saat 144 52.4
1.saat 70 255
2.saat 61 221
Emzirme sikhig1 nasil olmalidir?

Bebek her istediginde 223 81.1
Saatte bir 40 145
iki saate bir ve iizeri 12 4.4
Toplam 275 100

*75 annenin g¢ocugu yok + 2 annenin ¢ocugu daha 6nce
emmemis.
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Emzirme koglugu hakkinda verilen bilgiler
dogrultusunda  “Kimler emzirme kogu
olabilir?” sorusuna % 63.3’{iniin
ebe/hemsireler %40.7’sinin anneler olabilir
cevabini verdikleri belirlenmistir. Annelerin
%97.1’1 emzirme koc¢u olmanin ¢ok sabur,
empati ve sevgi gerektiren bir is oldugunu,
%92.4’1i emzirme kogu uygulamasinin annenin
emzirme hakkindaki olumsuz diisiincelerinde
azalma saglayacagini, %98.2’si emzirme kogu
uygulamasinin emzirmenin
arttiracagini, %98.5’i  emzirme  kogu
uygulamasinin annenin kendine olan giivenini
arttiracagini, %74.9’u emzirme koglugu icin
06zel bir egitimin  gerekli

basarisini

oldugunu
belirtmislerdir. Annelerin %81.1°1 emzirme
kocu istedigini, %61.1°1 kendisinin de emzirme
koclugu yapmak istedigini ifade etmislerdir.
(Tablo 3)

Annelerin  emzirme koglugu yapacak
kigilerin gorevleri hakkindaki bilgilerinin
dagilimi incelendiginde; %97.1°i emzirme
kocunun anneye ruhsal ve fiziksel destek verip
onu cesaretlendirdigini, %99.3’1 ozellikle ilk
dogumu olan annelere emzirme egitimi
verdigini, %99.3’ii anneye dogru emzirme
teknikleri hakkinda bilgi verdigini, %97.5’1
anneye bebegi igin anne siitiiniin ve ilk siitiin
faydalarin1  anlattigini, %96.0’1  anneye
emzirmenin anne i¢in olan faydalarim
anlattigini, %88’1 emzirme sirasinda her seyin
yolunda gittigini annenin fark etmesini
sagladigini, %74.5’1 emzirme hastanede
gerceklesiyorsa annenin ve bebegin
mahremiyetini  sagladigini, %96.0’1  bu
emzirme deneyimi icerisinde annenin kendine
olan giivenini arttirdigin1  ifade etmistir.
Annelerin  bilgilenme diizeylerinin yiiksek
olmas1 konuya gosterdikleri ilgiyi ortaya
koymaktadir. Bu sonuglar annelerin emzirme
kocundan beklentilerini ve bilginin
oztimsendiginin gostergesidir. (Tablo 4)
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Tablo 3. Annelerin Emzirme Ko¢lugu Kavramina
Iliskin Goriislerinin Dagilin

n %
Emzirme kocu kavramini duydunuz mu?
Evet 15 5.5
Hayir 260 94.5
Kimler emzirme koc¢u olabilir?*
Ebe/Hemsire 174 63.3
Anneler 112 40.7
Kogluk egitimi 35 12.7
alanlar
Doktorlar 25 9.1
Saglikeilar 21 7.6

Emzirme kocu olmak ¢ok sabir, empati ve sevgi
isteyen bir is midir?

Evet 267 97.1
Hayir 8 2.9
Emzirme kocu uygulamasi annenin emzirme
hakkindaki olumsuz diisiincelerinde azalma saglar

m?

Saglar 254 92.4
Saglamaz 21 7.6
Emzirme kocu uygulamasi emzirmenin basarisini
arttirabilir mi?

Arttirabilir 270 98.2
Arttiramaz 5 18
Emzirme kogu uygulamasi annenin kendine giivenini
arttirabilir mi?

Arttirabilir 271 98.5
Arttiramaz 4 1.5
Emzirme ko¢lugu icin 6zel bir egitim gerekli midir?
Gereklidir 206 74.9
Gerekli degildir 69 25.1
Emzirme kocu ister misiniz?

Isterim 223 81.1
Istemem 52 18.9
Siz emzirme ko¢lugu yapmak ister misiniz?

Evet 168 61.1
Hayir 107 38.9

*Birden fazla cevap verildi.

TARTISMA

Bu arastirmaya katilan annelerin %81.1°1
gebeliklerinin planli oldugunu ifade etmistir.
Emzirme sadece bireysel bir davranis degil,
ayni zaman da bircok faktoriin etkiledigi
kompleks bir sonugtur. Emzirme davranigini
etkileyen en Onemli faktorlerden biri de
gebeligin planli olup olmadigidir(16). Planh
gebeligi olan annelerin bebeklerini emzirme de
daha istekli oldugu diistiniilmektedir.

Arastirmada annelerin %62.5’inin vajinal
dogum  yapmus  oldugu  bulunmustur.
Istanbul’da yapilan bir calismada; dogum
seklinin emzirmeye baslamada etkili oldugu ve
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sezaryenle dogum yapan annelerin %28.9°u,
normal dogum yapanlarin %61.0‘1 dogum
sonrast ilk iki saatte emzirmeye
baglamistir(17).

Tablo 4. Emzirme Kocunun Gérevlerine Iliskin
Annelerin Goriislerinin Dagilimi

n %
Anneye ruhsal ve fiziksel destek verip onu
cesaretlendirir
Evet 267 97.1
Hayir 8 2.9
Ozellikle ilk dogumu olan annelere emzirme egitimi
verir
Evet 273 99.3
Hayir 2 0.7
Anneye dogru emzirme teknikleri hakkinda bilgi
verir
Evet 273 99.3
Hayir 2 0.7
Anneye bebegi icin anne siitiiniin ve ilk siitiin
(kolostrumun) faydalarini anlatir
Evet 268 97.5
Hayir 7 2.5
Anneye emzirmenin anne icin olan faydalarim
anlatir
Evet 264 96.0
Hayir 11 4.0
Emzirme sirasinda her seyin yolunda gittigini
annenin fark etmesini saglar
Evet 242 88.0
Hayir 33 12.0
Emzirme eger hastanede gerceklesiyorsa annenin ve
bebegin mahremiyetini saglar
Evet 205 745
Hayir 70 25.5
Bu emzirme deneyimi icerisinde kadinin kendine
olan giivenini arttirir

Evet 264 96.0
Hayir 11 4.0
Toplam 275 100

Bu aragtirmaya alman annelerin

bebeklerinin % 54.5’inin cinsiyetinin erkek
oldugu ve dogan kiz ve erkek bebeklerin
oranlarimin birbirine yakin oldugu
belirlenmistir. Gergeklesen dogumlarin
oranlarina gore annelerin emzirme durumlari
TNSA 2013
gostermektedir(14).

sonuglart  ile  benzerlik

Annelerin daha onceki cocuk ya da
¢ocuklarmin %71.6’sinin  anne siti  almig
olmasi iilkemizde emzirmenin geleneksel
olarak yaygin bir davramig olarak devam
etmesinden ve emzirmeyi destekleme ve
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gelistirmeye yonelik saglik politikalarinin
basarisindan kaynaklandig: diisiiniilebilir(18).

Arastirmada daha once c¢ocuklarina anne
stitli verenlerin = %31.6’smin 12 ay siireyle
anne siitli aldig1 belirlenmistir. TNSA (2013)
verileri, bebeklerin %57.9’unun yagsamun ilk iki
ayinda sadece anne siitii ile beslendigini
gostermektedir. Bu oranin cocugun yasiyla
birlikte hizla azaldigi, 2-3 aylik bebeklerde
%35.4, 4-5 aylik bebeklerde %9.5’e kadar
geriledigi ve TNSA 2013’ten onceki ii¢ yil
icinde dogan tim c¢ocuklar igin ortalama
emzirme  siiresinin  16.7 ay  oldugu
belirtilmistir(14). UNICEF ve Diinya Saglik
Orgiitii (DSO) tavsiyelerine gére ¢ocuklar
yasamlariin ilk 6 ayinda sadece anne siitii ile
beslenmeli; kat1 ve lapa ek gidalar 6 aydan
sonra verilmelidir(19). Bu gidalara ek olarak,
emzirmeye iki yasina kadar devam edilmesi
onerilmektedir(14,20,21). Cocuklarm ilk 6 ay
sadece anne siitii alma ve iki yasina kadar
emzirilme  oranlarimin  istenilen  diizeye
gelebilmesi i¢in emzirme koglugunun faydal
olacag diistinlilmektedir.

Annelerin %58.5°1 son gebelikleri siiresince
emzirme ile ilgili egitim almadiklarini
belirtmigleridir. Yapilan aragtirmalarda
ozellikle dogum oOncesi izlemler sirasinda
annelere saglik personeli tarafindan anne siitii
ve emzirme konusunda egitim verilmesinin
emzirmede basariy1 arttirdigl
belirtilmektedir(16,21-23). Saglik c¢alisanlar
dogum Oncesi donemden baglayarak emzirme
konusunda etkin egitimden sorumlu olmalarina
ragmen sonuc¢lar emzirme egitimine yeterince
onem verilmedigini gostermektedir(15,24,25).

Emzirmeye erken baslanmasi hem anne,
hem de bebek sagligi acisindan oldukga faydali
bir davranistir(26,27). Tiirkiye’de emzirmenin
yaygin oldugu ve tiim ¢ocuklarin %96’sinin bir
siire emzirilmis oldugu Dbilinmektedir(14).
Aragtirmada annelerin %52.4° linlin
bebeklerini ilk yarim saatte emzirdigi
bulunmustur. Bu ¢alismanin  bulgularimi
destekler nitelikte TNSA-2013 verilerinde de,

cocuklarin %50’sinin dogumdan sonraki ilk bir
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saat icinde emzirilmeye baslandigi

bildirilmistir(14).

Annelerin % 81.1’i emzirme siklig1 nasil
olmalidir sorusuna ‘bebek her istediginde’
seklinde cevap vermislerdir. Literatiirde de
emzirme siklif1 icin “bebek her istediginde
emzirilmelidir”  (19,26,28)  ifadesi  yer
almaktadir. Arastirma sonucu literatiir ile
benzerlik gdstermektedir.

Annelerin = %94.5’inin  “emzirme kogu”
duymadiklar belirlenmistir.
Emzirmenin evrensel bir davranis olmasi ve

kavramin

onemliligi agisindan iilkemizde ve diinyada
emzirmenin etkinligi i¢in erken postpartum
sirecte  saglik  kuruluslarinda  emzirme
danigsmanligi hizmeti sunulmaktadir(18). Bu
hizmet annelerin emzirmeye baglamasini
saglamakta ancak postpartum dénem boyunca
yeterli olmamaktadir. Bu nedenle annelerin
emzirme kogu kavramini duymamalar1 normal
bir durumdur.

Annelere, emzirme koclugu ile ilgili
bilgilendirme  yaptiktan  sonra  sorular
cevaplamalar istenmistir. Annelerin %63.3’i
ebe/hemsireler, %40.7’si  ise  annelerin
emzirme  kogu  olabileceklerini ifade
etmislerdir. Bu sonug¢ annelerin egitimli ve
tecriibeli kisileri ko¢ olarak algilamalarindan

kaynaklanabilir.

Annelerin = %97.1’inin  emzirme kogu
olmanin sabir, empati ve sevgi isteyen bir is
oldugunu sdylemeleri emzirme isini yaparken
karsilastiklar: sikintilarin farkinda olduklarin
diisiindiirebilir. Ozellikle ilk dogumunu yapan
anneler dogum sonrasi siirecte emzirme ve
emzirme tekniklerini uygulamada yasadiklarn
giicliikler nedeniyle yardim ve sosyal destek
ihtiyaci igindedirler. Bu bilgi, emzirmenin hem
anne hem de destekleyici Kisinin sabirli
davranmasi ile basarilabilecegini
gostermektedir(29,30).

Annelerin  %92.4’linlin emzirme kogu
uygulamasinin annenin emzirme hakkindaki

olumsuz diisiincelerinde azalma
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saglayabilecegini ifade etmeleri, emzirme
sirasinda hastanede aldiklar1 destegin faydasini
gormiis olduklarimi ve taburcu olduklarinda
emzirme kocgu ile emzirmeyi devam ettirmenin
onemli  olabilecegini  diigiindiirmektedir.
Yapilan bazi c¢aligmalar; birgok {ilkede
annelerin biiylik cogunlugunun erken donemde
anne siitd ile beslemeyi kestiklerini
gostermistir. Dogum sonrasi siirecte annelere
emzirmeyi tesvik edici Ozgiliven/yeterlilik
olusturmak ve olabilecek olumsuzluklari en
aza indirmek i¢in anneyi desteklemek
6nemlidir(29-32).

Anneler  hastanede  ebe/hemsirelerden
emzirme danigmanligi almalart sonucunda
emzirmede basarili olabilmektedirler(18). Bu
basarinin aynen hastanede oldugu gibi evde de
devam etmesi bilgili ve egitimli bir kisinin
destegi ile saglanabilir. Annelerin %98.2’sinin
emzirme kog¢lugu uygulamasinin emzirmenin
basarisim1  arttirabilecegini  ifade etmeleri;
emzirirken onlar1 destekleyecek, emzirme ile
ilgili dogru uygulamalar1 gosterecek ve
boylece daha etkili emzirmeyi
saglayabileceklerini diisiinmelerinden

kaynaklanabilir.

Emzirme kogu uygulamasi annenin kendine
olan gilivenini arttirabilir mi?  sorusuna
annelerin %98.5’1 “evet” cevabini vermistir.
Ozellikle ilk dogumunu yapan annelerin
emzirmeyi gergeklestirmek ve siirdiirmek igin
Ozgiiven eksikligi  yasadiklari literatiirde
vurgulanmaktadir(18,31-34). Dogum sonunda
taburcu olan anneye emzirme kogunun evde
saglayacag1 sosyal destek annenin bu konudaki
Ozglivenini arttirabilir.

Emzirme kog¢lugu yapmak igin 6zel bir
egitim gerekli midir? sorusuna annelerin
%74.9’u “gereklidir” cevabini vermislerdir. Bu
sonu¢ emzirme sirasinda annelerin kendilerine
destek olmasini bekledikleri kisinin emzirme
konusunda egitimli ve tecriibeli olmasini
istemelerinden kaynaklanmig olabilir. Basarili
bir emzirmenin baslatilmasi ve siirdiiriilmesi
icin bu konuda 0&zel egitim almis saglik
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calisanlar1 veya tecriibeli Kkisilerin yapacagi
emzirme koc¢lugu 6nem tasimaktadir(1).

Annelerin  %81.1°inin  “emzirme kogu”
istedigi, %61.1’inin ise kendisinin de emzirme
koclugu yapmak istedigi belirlenmistir.
Peregrin’in calismasinda, emzirme hakkinda
yeterli egitimin verilmemesi yetersiz emzirme
nedeni olarak belirtilmektedir. Basarili bir
emzirme i¢in; egitim, akran danigsmanligi ve
baba desteginin onemli oldugu
vurgulanmaktadir(35). Ozellikle akran
danigsmanligi emzirme konusunda tecriibeli
yani emzirme kogu niteli§i tasiyan bireyi
diisiindiirmektedir.

Emzirme kogunun gorevlerine iliskin
annelerin verdigi cevaplar kendilerine aktarilan
bilgiyi ~ Ogrendiklerini  gostermekte  ve
sonuglarin oldukga yiiksek olmasi annelerin
emzirme koguna olumlu  baktiklarmi
gostermektedir. Bu sonuglar dogum sonu
siirecte  basarili emzirme i¢in emzirme
koclarmin gerekliligini diisiindiirmektedir.

SONUC ve ONERILER

Aragtirma sonucunda annelerin %50’den
fazlasinin ilk yarim saat ig¢inde bebeklerini
emzirdikleri ve biiyik c¢ogunlugunun da
emzirme sikligi ile ilgili bilgi diizeylerinin iyi
diizeyde oldugu bulunmustur. Bu oranlarin
daha da arttirilmasi hastanelerde yapilacak
olan birebir egitimler ile saglanabilir. Ancak
hastanelerdeki yogunluk ve saglik calisani
sayisinin hasta sayisina oranla yetersiz olmasi
nedeniyle herzaman birebir egitimin miimkiin
olmadigimi ve annelere dogum sonu donemde

sadece hastanede yapilan emzirme
danismanliginin yetersiz kaldigim
diisiindiirmektedir.

Annelerin, verilen bilgiler dogrultusunda
emzirme sirasinda kendisine destek olmasi i¢in
emzirme kogu istedikleri ve kendilerinin de
emzirme  koglugu  yapmak  istedikleri
belirlenmistir. Emzirme egitimi ve uygulamasi
erken postpartum donemde hastanelerde
verilmektedir. Ancak taburculuk sonrasi
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donemde emzirmenin etkin bir sekilde devam
etmedigi bilinmektedir. Bu nedenle
emzirmenin siirdiirilmesi, yayginlagtirilmasi
ve desteklenmesi icin emzirme kog¢lugunun

onem tasidigt  disiinilmektedir.  Etkin

emzirmenin saglanmasi i¢in emzirme kog¢lugu
yapabilecek kisilerin yetistirilmesi ve bu
hizmeti verecek birimlerin  olusturulmasi
gerekmektedir.
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Amag¢:  Yenidogan hemsirelerinin  oksijen  tedavisi
hakkindaki gorisleri ve bilgilerini belirlemektir.

Gere¢ ve Yontem: Tanimlayic1 ¢alisma Tiirkiye Konya’da
bulunan dért yenidogan yogun bakim {initesinde (YYBU)
yuritildi. Arastirmayt kabul eden 80 hemsire calismaya dahil
edildi. Veriler anket kullanilarak toplandi. Anket 30 sorudan
olusmaktaydi.

Bulgular: YYBU’lerinde oksijen tedavi yéntemlerine iliskin
protocol yoktu. Calismada SpO2 ve kan gazi degerleri,
yenidaganlarda solunum sikintisi, dolasimin degerlendirilmesi ve
hekim istemi olmasi oksijen tedavisi i¢in hemsireler tarafindan
o6nemli oldugu bulunmustur. “Endotrakeal aspirasyon o&ncesi
oksijen verilmesi”, “oksijen tadavisinin durdurulmasinda oksijen
akis hizinin yavas yavas azaltilarak sonlandirilmasi” ve “oksijen
nemlendirilmesinde  kullanilan hemsireler
tarafindan en ¢ok bilinen sorulardir.

Sonug: Yenidogan hemsirelerinin oksijen tadavisinin bazi
yonleri hakkinda yeterli bilgiye sahip oldugu ancak bazi
konularda ise 6nemli bilgi eksiklikleri vardi.
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ABSTRACT

Aim: To determine neonatal intensive care nurses’ opinion on
oxygen therapy and their knowledge about it.

Methods: This descriptive study was conducted at five
neonatal intensive care units (NICUs) in Konya, Turkey. 80
nurses, who agreed to participate, were included in study. Data
were collected using a questionnaire. The questionnaire consisted
of 30 questions.

Results: There wasn’t any protocol that indicates methods for
oxygen therapy in these NICUs. Values of SpO2 and blood gas,
neonates’ respiratory distress, circulatory assessment for neonates
and physician’s request were found important for nurses for
oxygen therapy. “Performing pre-oxygenation before endotracheal
aspiration”, “reducing gradually flow rate of oxygen while
stopping oxygen therapy”, “the type of fluid for humidifying the
oxygen” were the most known questions by nurses.

Conclusion: Neonatal nurses had adequate knowledge on
some aspects of oxygen therapy, but they also had incomplete
knowledge in some vital issues for oxygen therapy.

Keywords: NICU, oxygen therapy, neonatal nurse
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INTRODUCTION

Oxygen therapy, which is a routine
treatment procedure in Neonatal Intensive Care
Units (NICUs), has principal objectives like
reducing the patient's respiratory and cardiac
workload, increasing cardiac output,
hemodynamic efficiency and alveolar pressure,
preventing tissue hypoxia and mortality (1-4).
In order to achieve all these objectives for
neonates, oxygen therapy must be performed
after having evaluated the efficacy, risks and
pulmonary effects (5). In the process of this
evolution, decisions to initiate oxygen therapy
for respiratory distress is influenced by
different situations such as abnormal blood gas
measurements, increased respiratory workload,
blood pressure, respiratory rate changes,
anemia and falling oxygen saturation-SpO,
(6,7).Furthermore, oxygen therapy methods for
neonates must be more effective and less
invasive (8-10).However, factors such as the
patient's general condition, unit routines,
physician’s preferences and the nurses'
familiarity with oxygen delivery devices
influence methods of oxygen administration
(11). For example, Eastwood et al. (2012)
found that nurses had huge influence in the
process of choosing methods of oxygen
administration. In the same study, it was found
that nurses made their decisions according to
patient’s comfort (98.1%) and treatment costs
(1.9%) (8).

Processes of evaluation and decision
making must be completed as soon as possible.
Because errors and delays in the decisions of
oxygen therapy may cause a progression of
hypoxemia and respiratory dysfunction, which
lead to death of neonate (12).However,
inappropriate oxygen therapy may cause health
problems such as retinopathy of prematurity
(ROP), transporting less oxygen to tissues,
hypoxia, pulmonary vasoconstriction,
atelectasis and release of free oxygen radicals
(8 -10).

Even though effective oxygen therapy for
neonates remains a primary duty for all health
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care professionals, significance and
responsibilities of nurses in this process cannot
be ignored (7). Therefore, neonatal intensive
care nurses have the duty of possessing the
necessary knowledge and skills for oxygen
therapy in the interest of neonates’ safety. Due
to uncertain legal framework, various
questions (such as “Who is going to decide the
oxygen therapy?”, “ Which criteria must be
used for decision?” “What level of training and
qualification for oxygen administration do
nurses need?”’) remain unanswered in NICUs.
Furthermore, studies about neonatal intensive
care nurses’ current state are limited in number
not only in national level, but also in
worldwide (13,14). Moreover, these studies are
generally focused on specialized questions like
comparisons between two oxygen delivery
devices efficacy. There is a need for studies
which investigate the current level of
knowledge and skill from a more general
perspective. Therefore, this study aims to
describe neonatal intensive care nurses’
opinion and their current knowledge on oxygen
therapy.

MATERIAL AND METHODS
Population and Sampling

This descriptive study was conducted at
five neonatal intensive care units in Konya,
Turkey. The population of study is 118 nurses
who were working in these neonatal intensive
care units (NICUs). Without sample selection,
80 nurses (67.8%), who agreed to participate,
were included in the study sample.

Data Collection

Data were collected through interviews
with the nurses wusing a questionnaire
developed by the researchers on the basis of
published literature (8,12, 15-18). The
questionnaire consisted of 30 questions and it
was divided in two parts: socio-demographic
characteristics (total eight questions such as;
age, educational level, years worked in nursing
etc.); and opinions on the oxygen
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administration  for neonates (total 22
guestions). Opinions parts of questionnaire
included several open-ended questions. Some
of these were:

- What are the most common
complications for neonates in the process of
oxygen administration?

- Which liquid is used for
humidification of oxygen?

Opinion of experts of the survey
questionnaire was assessed by three nurse
educators (PhD degree in pediatric nursing)
and two neonatal intensive care nurses working
in field. The questionnaire form was revised
according to their feedback.

Before beginning the study, participants
were informed about the purpose of this study
and their participation was voluntary. From
118 neonatal intensive care nurses, while 80
agreed to participate, 38 either did not agree to
participate or could not be reached. Data
collection form was delivered to NICU nurses
and it was collected from them via face-to-face
interview technique. The questionnaire was
answered in 10 to 15 minutes by the nurses.

Evaluation of Data

Descriptive evaluation of the collected data
was performed by computer and consisted of
number, percentiles, mean and standard
deviation for each characteristic.

Ethics

A letter of approval from the Ethics
Committee of the Selcuk University Faculty of
Health Sciences was obtained before starting to
the study. The participants of the study gave
their verbal consent, after they were informed
the purpose of study.

RESULTS

The characteristics of the participants were
distributed as follows: 41.3% were aged 32 and
over (average age of all subjects 29.23+£6.01);
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65.0% had a baccalaureate degree, 45.0% had
6 years or longer professional experience (with
a general average of 8.08+6.55); 50.0% had
already worked in the neonatal intensive care
unit for 2-5 years (general average 4.03+4.57).
Also, 28.7% of participants had a neonatal
nursing certificate, while 60.0% had attended a
neonatal resuscitation program. The study
showed that these neonatal intensive care units
had no protocol to indicate the methods of
oxygen administration. The need for an
accurate protocol about oxygen administration
was indicated by 93.8% of nurses. Also they
stated that the following health professionals
could take part in the development of protocol:
physicians (n=54, 67.5%); nurses (n=24,
30.0%); administration nurses (n=9, 11.3%)
and academic scientists in nursing division
(n=9, 11.3%) (Table 1).

The most frequently used methods of
oxygen therapy were found to be as follows:
directly via the incubator (n=52, 65.0%),
through a nasal cannula (n=15, 19.0%) and by
nasal continuous positive airway pressure
(nCPAP) (n=8, 10.0%). The order of
precedence in the neonatal nurses’ choice
about devices of oxygen therapy was “nasal
cannula or nCPAP” (n=36, 45.0%), “oxygen
hood”  (n=36, 45.0%), and  “direct
administration via incubator” (n=6, 7.5%).
SpO, level (57.5%), neonatal respiratory
distress (40.0%) and the physician's request
(37.5%) were the factors which influenced the
decision to initiate oxygen therapy. Nurses
considered primarily SpOjvalue (65.0%),
physician’s written or verbal request (38.8%)
and cardiovascular status of neonate (5.0%) in
the process of determining  oxygen
concentration and flow rate. When a neonate’s
SpO, level decreased; 71.1% of participants
started oxygen therapy with their own decision
and only 5.0% of participants gave information
to physician about situation. In the study, also,
the efficacy of oxygen therapy for neonate was
characterized by SpO, level (78.8%) and blood
gases (52.5%). It was determined that during
oxygen  therapy, 43.8% of nurses paid
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attention to the amount of oxygen
administered, 11.2% to the humidification
level and another 11.2% to the SpO,
measurement (Table 2).
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correctly 71.2% of nurses. Questions about
oxygen flow rate (L/min) were asked and
correct answers changed 1.3% for high flow
rate and 5.0% for low flow rate oxygen
therapy.

Table 2. Nurses’ practices and opinions about oxygen
therapy

Table 1. Information  about  demographic
characteristics of participants and NICU (n=80)
Characteristics %
Age (Mean +s.d.=29.23 £ 6.01)

20-25years 29 36.3

26-31years 18 225

32 and more years 33 413
Education

Vocational high schools 17 213

Two years associated agree nursing 11 137
programs

Baccalaureate degree 52 65.0

Year of Practice as a Nurse (Mean +
sd= 8.08+6.55)

1 year or less 20 25.0
2-5 years 24 30.0
6 years and more 36 45.0

Years of Practice in Neonatal Intensive Care Units
(Mean + sd=4.034+4.57)

1 year or Less 25 313

2-5 years 40 50.0

6 years and more 15 187
Having Neonatal Nursing Certificate

Yes 23 287

No 57 713
Attending to NRP Course *

Yes 48 60.0

No 32 400

Having a Protocol to Indicate the
Methods of Oxygen Administration in

NICU
Yes 0 0
No 80 100

Needing a Protocol to Indicate the
Methods of Oxygen Administration in

NICU
Yes 75 938
No 5 52

Health Professionals who could take
part in development of protocol **

Physician 54 675
Nurse 24 30.0
Administration Nurse 9 113
Academic Scientists in Nursing Division 9 113

* Neonatal Resuscitation Program (NRP)
**This question is marked more than one option.

A few nurses (8.8%) knew the correct answer
guestion about approximate amount of oxygen
that was given to neonate at 1 L/ min a flow
rate. Changing in the oxygen amount received
by the neonate according to using different
devices for oxygen therapy was responded

n %
Used Methods for Oxygen Therapy
Directly via the incubator 52 65.0
Nasal Cannula 15 19.0
Nasal Continous positive airway pressure 8 100
(nCPAP)
No answer 5 6.0

Nurses Choices’ About Devices of

Oxygen Therapy

Nasal canula or Nasal Continous Positive 36 45.0
Airway Pressure (n\CPAP)

Oxygen Hood 36 450
Directly via the Incubator 6 75
No answer 2 25

Factors Influencing the Decision to
Initiate Oxygen Therapy*

Fall in the value ofSpO, 46 575
Respiratory distress 32 400
Physician’s request 30 375
Factors to Determine Concentration and Flow Rate of
Oxygen Therapy*
Value of SpO, 52  65.0
Physician’s request 31 388
Cardiovascular status of the baby 4 5.0
Factors to Determine Efficacy of Oxygen Therapy*
Value of SpO, 63 788
Blood gases 42 525

First Practices When a Fall in the Value of SpO, in
the Neonates*
Administration of oxygen therapy 57 711
Ensure air way patency and give position 32  39.9
for neonatale’s safety

Tactile stimulus 16 199

To inform the physician 4 5.0
The Most Important Thing During Neonatal Oxygen
Therapy

The amount of oxygen 35 438

The value of SpO, 9 112

Humidification 9 112

No answer 27 336

*This question is marked more than one option.
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Table 3. Nurses’ levels of knowledge about administration of oxygen therapy

Questions Correct Incorrect Not Answered
Answers Answers

n (%) n (%) n (%)
How much oxygen is received by the neonates when administered 7 (8.8) 53 (66.2) 20 (25.0)
oxygen therapy at a flow rate of 1 L/min?
Is there any changing in the oxygen amount received by the neonate 57 (71.2) 11 (13.8) 12 (15.0)
according to using different devices for oxygen therapy?
What is the oxygen flow rate L/min for administration high flow 1(1.3) 66 (82.5) 13 (16.2)
oxygen therapy?
What is the oxygen flow rate L/min for administration low flow 4 (5.0) 64 (80.0) 12 (15.0)
oxygen therapy?
What is normal SpO,value range for term neonates? 18 (22.5) 58 (72.5) 4(5.0)
What is normal SpO,value range for preterm neonates? 10 (12.4) 67 (83.8) 3(3.8)
Which fluid is used for humidifying the oxygen? 76 (95.0) 3(3.8) 1(1.2)
What is the frequency for checking of humidifier? 11 (13.8) 58 (72.4) 11 (13.8)
How often rate of oxygen flow is checked? 40 (50.0) 22 (27.5) 18 (22.5)
Is there any need to raise the neonates’ heads during oxygen therapy? 57 (71.3) 17 (21.3) 6 (7.4)
Is pre-oxygenation performed before endotracheal aspiration? 62 (77.5) 18 (22.5) -()
Is flow rate of oxygen gradually reduced while finishing oxygen 79 (98.8) 1(1.2) -()

therapy?

When the amount of oxygen changing for
gestational age was asked, the correct answers
for term neonates oxygen saturation amount
were 225% and 12.4% for premature
neonates. Type of fluid used for humidifying
the oxygen (95.0%), the frequency for
checking humidifiers (13.8%) and checking
oxygen flow (50.0%) was known correctly.
The question concerning the need to raise the
neonates’ heads during oxygen therapy was
answered correctly by 71.3% of participants.
Questions about “performing pre-oxygenation
before endotracheal aspiration” and “reducing
gradually flow rate of oxygen while stopping
oxygen therapy” were correctly answered by,
respectively, 77.5% and 98.8% of nurses
(Table 3).

When the most frequent complications for
neonatal oxygen therapy were asked, nurses
identified ROP (90.1%) and respiratory
depression (7.6%). Also five nurses were
unable to answer this question. Complications
related to oxygen therapy that occurred in their
units were asked; 39 nurses indicated ROP
(48.8%) and 4 nurses (5.0%) reported that
there were not seen any complication in their

units. Furthermore, 37 nurses (46.3%) said
they didn’t know anything about this issue.

DISCUSSION

The extent and quality of neonatal services
has a vital importance with regard to neonatal
morbidity and mortality. Neonatal mortality
rate in our country is 7 per thousand (19). Even
though this index has been seriously reduced
over the years, the desired level has not been
reached yet. Developing of neonatal services
(in term s of patient care, infrastructure
development, quality and numbers of
personnel) is of paramount importance in this
respect (20). Neonatal nurses, who carry a
heavy responsibility in providing these
services, need to have the special knowledge
and skills required in this particular field
alongside their basic professional capabilities.
But in our country, special division of nursing
training like neonatal nursing is not fully
developed. The only step taken in this area is
the neonatal certificate program of the Ministry
of Health with limited number of participants.
This is supported by the data obtained from
this study. Similarly, it is found that a few
nurses participated in the neonatal nursing
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certificate program. More than a half of nurses
had attended in the neonatal resuscitation
program.

Oxygen therapy is one of the common
neonatal care acts. In order to provide proper
care and ensure high quality in neonatal
oxygen therapy, it is necessary to codify it in
relevant protocols, spread awareness of
existing protocols and periodically conduct
departmental programs (18).Written protocols
about oxygen therapy should include target
saturation values, situations that need oxygen
therapy and appropriate methods of oxygen
therapy according to neonates' clinical
situation. Also related issues like recording and
finishing of oxygen therapy must be mentioned
in the protocols. On the subject, most of
developed  countries  have  protocols,
procedures and periodic revisions about them.
Health  care  professionals such  as
neonatologists, neonatal nurses, physical
therapists, academic practitioners may take
part in drafting and reviewing these protocols
in these countries. Appropriate protocols must
allow the development and reinforcement of
neonatal health services, unfortunately there is
no generally accepted formal protocol about
oxygen therapy in  Turkey. Hospital
management is responsible for creating
protocol or procedure about oxygen therapy
according to their vision and mission.
Similarly, such a protocol was not encountered
in the NICUs included in our study. The nurses
in our study expressed a similar view, and a
majority expressed the thought of including
physicians in this process.

Different methods such as direct
administration in the incubator and nasal
cannula are used to provide oxygen support in
neonatal units (11,13).The neonate’s condition,
physician’s preferences, accessibility of the
method, economics, familiarity to devices of
oxygen therapy for health care profession have
an influence on choosing the method of
oxygen therapy. For example, in a study of
decision making with regard to the equipment
needed for oxygen transport, 98.1% of nurses
expressed paying primarily attention to the
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patient's comfort and 1.9% to the cost of
therapy (8). The mentioned study indicated
that oxygen delivery into the incubator was
widely used, while nurses more frequently
preferred to use nasal cannula, nCPAP and
oxygen hood as a method. When examining
the published reports on methods preferred in
neonatal intensive care units, data are found to
indicate that using humidified high-flow nasal
cannula (HHFNC) is preferred over nCPAP as
a result of being ease of handling and of
nursing care (11). For example, in a study, the
preference for HHFNC as an oxygen delivery
system found among neonatologists was
attributed to ease of administration in the
newborn (86.0%), easier adaptation on the part
of the newborn (84.0%), reduced nasal trauma
(73.0%), nurse satisfaction (70.0%), support of
mother-child bonding (68.0%) and patient
satisfaction (53.0%) (13).

SpO,, which is called “the fifth vital sign”,
is very important in the process of decision and
evaluating oxygen therapy (7). In most of the
studies showed that SpO, levels affect decision
process of starting oxygen therapy and efficacy
of it (12,13, 21).For example, Eastwood et al.
(2009) found that adult intensive care units
nurses used the SpO, (SpO, >95%) and arterial
blood gas levels, which were determined by
the physician, to evaluate effectiveness of
oxygen administration. Another study showed
that when there was an absence of physician's
order, 93.5% of nurses decided to start oxygen
therapy, to adjust flow rate and inspired
oxygen concentration by themselves according
to the basis of SpO, or the partial oxygen
pressure in the blood (PaO2) (8). However,
oxygenation of the patient should not be taken
only on the basis of SpO, in these processes,
because SpO;levels cannot inform us patient's
blood pH or partial pressure of carbon dioxide
(PCO,) (7).

This study also indicated that in case of a
fall in oxygen saturation, nurses first start
oxygen therapy to neonates by their own
decision and only a few participants started it
after informing the physicians. These findings
indicate that while neonatal intensive care
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nurses do give precedence to doctors' orders in
routine situations, they decide autonomously in
emergencies like decreasing in the levels of
SpO,. Data of our study conform to published
studies (7,8).To sum up, well-trained neonatal
intensive care nurses can properly manage the
process of oxygen therapy which contains
decision  making, implementation  and
recording in nursing notes.

In our study, nurses gave importance to the
amount of oxygen supplied to neonate,
concentration of oxygen, humidification level
and SpO, values during the process of oxygen
therapy. Our results also indicated that
neonatal nurses had certain insufficiencies
about oxygen administration and associated
nursing care of it. Lack of experience and
awareness in the medical and nursing aspects
of oxygen therapy may lead to several
undesirable effects, especially in the premature
newborn. For example; using inappropriate
nasal prongs and stabilizing devices can cause
problems to neonates such as granulation,
ulceration, necrosis, nasal vestibular stenosis
and nasal deviation (11, 13, 14, 22). All these
undesirable effects may be prevented by
appropriate and thoughtful nursing care.
Neonatal intensive care nurses should be more
professional. Also they should focus on
oxygen administration from a broader
perspective.

This  study showed  wide-ranging
differences in the level of knowledge of the
nurses concerning devices for oxygen therapy
and administration of it. Only a small
proportion of the participants had answered the
questions about “approximate amount of
oxygen given to the neonate at 1 L/min rate”,
“ranges of high and low flow rates (L/min) for
oxygen therapy” and “frequency of controlling
humidified systems” correctly. Most of them
ignored the changings in amount of oxygen
saturation according to gestational age. A
majority answered correctly about variability
of the oxygen dose according to administration
system, type of the humidifier fluid, frequency
of checking flow rate and stepwise reduction
for weaning the patient off oxygen. This
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knowledge is  essential to  oxygen
administration and supported by published
evidence. For example, considering that
hypoxemia is the most frequent complication
of endotracheal aspiration, hyperoxygenation
must be performed before and after such
aspiration (23). A study indicated that 56.1%
of nurses did administer oxygen before
performing endotracheal aspiration (8).
Preoxygenation for most NICU patient, but the
level of preoxygenation required is not known.
It is suggested that the amount of oxygen
required to prevent hypoxemia be assessed on
a case-by-case basis (24). Also, oxygen
administered to the newborn without using
humidified systems may cause dryness of the
nasal mucosa and other related problems
(17).Thickening of secretions and nasal
irritation are prevented by warming and
humidifying through humidified systems,
which prevent the loss of moisture in the
airways (25). A high percentage of the nurses
in our study reported knowledge of ROP as a
complication of neonatal oxygen therapy, and
the fact that ROP was the most frequent
complication in their own units. Literature
showed that apart from prematurity and low
birth weight, oxygen therapy also carries
significant risk for ROP (26). All these
findings show insufficient knowledge on
oxygen concentration and treatment follow-up
in neonatal units. They also show a need for
written, evidence-based guidance for oxygen
administration and related care.

Conclusion

Neonatal intensive care nurse has the duty
of possessing the necessary knowledge and
skills for oxygen administration, in the interest
of patient safety. This study showed that
neonatal nurses had adequate knowledge on
some aspects of oxygen therapy like pre-
oxygenation before endotracheal aspiration or
reducing gradually flow rate of oxygen while
stopping oxygen therapy. But they also had
incomplete knowledge in some vital issues
such as ranges of high or low flow rate for
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oxygen therapy. These results indicate a need
education program about neonatal oxygen
administration for nurses. In addition to this,
we found that adequate protocols were needed
to avoid errors during oxygen therapy. We
recommend studies with larger samples
depending on limitation of our study. Relevant
investigations must be conducted to determine
the current situation and identify the aspects
that should be developed. Furthermore, the
results of these studies should be shared with
the Ministry of Health and the neonatal nurse
associations in order to ensure handling of the
topic in certificate and training programs. In
addition we suggested an education for NICU
nurses about oxygen therapy could be prepared
in these hospitals.
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CASE REPORT
OLGU SUNUMU

Case of elderly abuse and violence against women: nose amputation

Yasl istismari ve Kadina Siddet Olgusu: Burun Amputasyonu

Ilhan Halil Aydogdul, Guven Seckin Kirci', Hasan Okumus’, Mehmet Askayl, Erdal Ozer', Ismail Birincioglu1

'Karadeniz Technical University, Faculty of Medicine, Department of Forensic Medicine, Trabzon/Turkey.
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Burun, solunum ve koku organi olmasinin yani sira anatomik
olarak yuzin orta hattinda o6nemli bir estetik unsurdur ve
travmalara agik bir organdir. Bu nedenle o6zellikle siddet
olaylarinda burun yaralanmalari ile sik karsilasmaktayiz. Aile igi
siddeti, kadina siddeti ve yagl istismarini nadir gorilen bir olgu
Uzerinden tartisarak, ileri yas grubunda da siddetin degisik
boyutlarda karsimiza g¢ikabilecegini hatirlatmayl amagladik.
Siddet eylemleri igerisinde anatomik yapisi itibariyle gikintili
organlara ya da estetik organlara saldiri egilimleri de mevcuttur.
Tarihte zina ve hirsizlik sugunun cezasi olarak nazal piramidin
amputasyonu eski uygarhklarda hukuki bir yaptirrm olarak
karsimiza ¢ikmaktadir. Ylziin 6nemli bir estetik unsuru olan
burnun, kiskanghk ya da intikam alma amaciyla da bilingli olarak
saldirlya ugramasi mumkiindir. Olgumuzda oldugu gibi yash
istismarinin ve kadina siddetin bir tiri olarak karsimiza
¢tkabilmektedir. Diinya Saglik Orgiitii Toronto Deklarasyonu’na
gore yagli istismari: “gliven beklentisi olan herhangi bir iliskide,
yasliya zarar veren veya onu strese sokan bir defa ya da
tekrarlayan uygunsuz davraniglarda bulunulmasi”dir. Glinimiuz
tibbi imkanlarinda her ne kadar basarili burun replantasyon ve
rekonstriksiyon uygulamalari yapilabiliyor olsa da maruz kalinan
ruhsal travmanin izlerinin silinmesi hi¢ de kolay degildir. Bu
sebeple tim yas gruplarinda, siddet ve istismari 6nlemede yasal
dizenlemeler vyapilmali, egitici programlar ve sivil toplum
faaliyetleri planlanarak farkindalik yaratilmasi amaglanmalidir.
Tum koruyucu Onlemlere ragmen meydana gelmis istismar
olgularinda erken dénemde olgunun tibbi ve sosyal destek
saglanmasi, ilerleyen donemde takiplerinin yapilmasi ikincil ve
Giclincll koruma kapsaminda oldukga 6nemlidir.

Anahtar Kelimeler: Yash istismari, Siddet, Travma,
Amputasyon, Burun
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ABSTRACT

Nose is an organ for breathing and smelling and an important
aesthetic factor in the middle of the face and it is vulnerable to
traumas. Thus, we encounter nosebleeds frequently particularly
in violence cases. We aim to remember that violence can come
across clinicians in different formats in elderly patients by
discussing domestic violence, violence to women and elderly
abuse on a rare case. In act of violence, there is also a tendency
of attacking aesthetic organs and protruding organs due to their
anatomic forms. We encounter the amputation of nasal pyramid
in history as a punishment of adultery and thievery in ancient
civilizations as law enforcements. Nose as an important aesthetic
factor of face, is possible to be attacked on purpose in order to
take revenge or is jealousy cases. Similar to our case, we might
encounter it as a type of elderly abuse and violence against
women. According to World Health Organization Toronto
Declaration, elderly abuse is: “acts of one or multiple
inconvenient behaviors that harm the elders or distress them in a
relationship with expectations of trust” Although nose
replantation and reconstruction can be performed successfully
with modern medical possibilities, erasing the marks of mental
trauma is not easy at all. Therefore, in all age groups, legal acts
must be done, educational programs and social society activities
must be planned and creating awareness must be aimed in order
to prevent violence and abuse. In abuse cases despite all
protective measures, as a part of secondary and tertiary
protection, it is significant to provide social and medical support
and fallow-up in oncoming periods.

Keywords: elderly abuse, violence, trauma, amputation, nose
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Introduction

Violence, except defence and counter
claim, described in dictionary as “vulgar
power”; is considering the presence of others
as a threat in order to provide dominance and
a phsychological pattern of behavior intended
to harm others and it can be seen in people
and wild animals (1).

Nose is an organ for breathing and smelling
and an important aesthetic factor in the
middle of the face. In its structure, muscle and
skin is on bone and cartilage. When we
examine its anatomy; nasal root, nasal wing
and nasal apex forms the external nose.
Vascularization of this area is provided by
subsections of a.facialis, a.labialis superior, a.
ophtalmica and a.maxillaris. nasal cavity
(cavitas nasale) is split in half by septum nasi
and it opens to nasopharynx in the back. Nose
is split in three functionally. Vestibulum nasi is
the slightly wide part of the nasal cavity and
hair named vibrissae can be found here in
order to prevent the passing of foreign bodies
to the respiratory tract. The area named regio
respiratoria is the vascular rich area behind
vestibulum and it is related to respiration. In
regio olfactoria, scent cells and their extension
exist (2,3). Nose is vulnerably to trauma as a
very important aesthetic = component.
Therefore, we encounter nose injuries
frequently particularly in violence cases.

Old age; is a process that has unstoppable
biological, chronological and social sides.
Individuals usually lost their social standings in
old age and become more dependent (4)
According to World Health Organization
Toronto Declaration, elderly abuse is: “acts of
one or multiple inconvenient behaviors that
harm the elders or distress them in a
relationship with expectations of trust” (5).
Violence against women, which is related
closely to elderly abuse, is described as “in
both public and private areas, an act which
depends on gender that might/will give
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physical, sexual or psychological pain to
women or threatening them with these kind
of acts or forcing them or denying their
independence arbitrarily” (6). We might
encounter this in different forms like physical,
emotional and economical violence.

Emotional violence is thought to be the
most common violence against women and it
is a type of gender apartheid. Correctly
reporting the violence findings in these cases
in terms of forensic medicine might prevent
repetitive violence and providing social and
psychiatric support to victims of violence
might minimize the damage of trauma. We
aim to remember that violence can come
across clinicians in different formats in elderly
patients by discussing domestic violence,
violence to women and elderly abuse on a rare
case.

CASE:

It is recorded that, an 83 years old female
patient was brought to the emergency room
of our hospital by 112 teams, her general
situation was fine, she was conscious, oriented
and cooperated, her vital findings were
stabilized. In her physical examination
performed by plastic surgery department; it
was recorded that a total amputation that
includes alar layers with columella and ranges
from rinio on the tip of the nose to alar base
was found, there were no malar asymmetry,
bilateral frontal area, upper rims, lower rims
and zygomatic arcs were natural with
palpation, there were no step deformity,
maxilla drawer test was negative, mandibular
continuity was natural, temporomandibular
joint examination was natural, sensory
examination was natural, eye movements
couldn’t be examined due to periorbital
oedema. In the tomography performed in our
hospital, it was recorded that displaced
fractures in nasal and ethmoid bones were
determined and that it was suggested to
hospitalize the patient in order to operate. The
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nose reconstruction was done with the
person's forehead flap.

In our evaluation due to the consultation
requested in terms of judicial reporting; the
history of the incident was gathered from the
patient’s  daughter due to lack of
communication with the patient who has low
hearing. She stated that, her parents argue
frequently, they had fights before but injuries
were mild, first her father beat her mother
then tear off her mother’s nose with a knife,
she found out about the incident from her
brothers, there were nobody near her parents
while the incident was happening. Also she
said that; ampute nose piece was not found in
there. In the examination of the patient; her
general situation was fine, she was conscious,
her vital findings were stabilized, in her
external examination; there was a 2xlcm?
purple colored ecchymose in midline of frontal
area, 2x2cm? dark-colored ecchymose in the
left side of her forehead and oedema around

right orbita and concomitant extensive
ecchymose (fig 1).

A i o L ‘,}
Figure 1- Ecchymoses of face
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It was determined that nose was cut full-
thickness starting from the nasal dorsum and
including bilateral upper and lower cartilage
tissue and amputated, the wound lips were
smooth (fig 2),

Figure 2- Total nose amputation

there was no other traumatic lesion except her
face, motor, sensory and neurologic
examination was natural, there were no other
pathologies. In the evaluation of the patient
file, it was determined that her hemoglobin
was 11.5 g/dl and haematocrit was 33.8% at
the outer center, in the examination in our
hospital, her hemoglobin was 11.7 g/dl and
her haematocrit was 34.5%, patient had no
severe blood loss.
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Figure 3 - Nose cutting Penalty in history
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DISCUSSION:

Nose traumas usually occur in childhood
and due to an accident. Rarely, animal bites
might also cause injuries that include
amputation of nose (7). In act of violence,
there is also a tendency of attacking aesthetic
organs and protruding organs due to their
anatomic forms. While a boxing match in
1997, a boxer biting his opponent’s ear and
causing a subtotal amputation in an example
for this. In history of humanity; we observe
injuries of protruding parts of bodies (lips,
tongue, chest, hands, genitals, nose, ears) due
to judicial punishments (fig 3%). We encounter
the amputation of particularly nasal pyramid
as a law enforcement in ancient civilizations.
There is evidence of performing this
amputation in several civilizations as a
punishment of adultery and thievery.
Mummies that belong to ancient Egypt
civilization that were examined also supports
the other evidences. We can see that this
punishment is also performed on some
political dissidents. We can also see that
women in 9" century interestingly performed
these injuries on themselves; it was stated
that a priestess cut her own nose in order to
look ugly and prevent the occupying soldiers
to rape her (8). In today's world, in some
societies, cutting of aesthetic organs such as
nose is applied as a punishment method. In
the recent past, a 12-year-old forced marriage
bride, a famous magazine cover issue, is also
the victim of this punishment system (9).

In literature, behaviors like self-mutilation
and eating the ruptured limb parts are
observed in patients with psychotic disorder
(10). Nose as an important aesthetic factor of
face, is possible to be attacked on purpose in
order to take revenge or is jealousy cases.
Similar to our case, we might encounter it as a
type of elderly abuse and violence to women.
Although nose replantation and

reconstruction can be performed successfully
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with modern medical possibilities, erasing the
marks of mental trauma is not easy at all
(11,12).

Population aged 60 and above which is
11.7% of the society in 2013 is predicted to
pass beyond 21% and 2 billion in numbers in
2050 (13). Thus, elderly abuse is treated as an
important public health problem recently.
Elderly abuse has 5 types; physical, verbal or
psychological, economical, sexual abuse and
omission (14). It is shown that more than half
of the elderly abuse, which is seen frequently
in many societies but hard to reveal, is
performed by partners. Risk factors for abuse
are just like they are in youth; poor
socioeconomic circumstances of partners,
unemployment and drug abuse. In all age
groups, legal acts must be done, educational
programs and social society activities must be
planned and creating awareness must be
aimed in order to prevent violence and abuse.

Despite all the protective measures, in
abuse cases, it is significant for patient to get
medical and social support in early periods.
Recording all kinds of abuse findings despite
seeming simple and unimportant, reporting as
a judicial case and preparing a correct judicial
medical report by medical service providers
has a big role on preventing the occurrence of
bigger traumas. Reporting people with
repetitive or severe trauma findings to
ministry in order to provide social protection,
providing rehabilitation and consultancy
services might prevent abuses and minimize
the trauma findings.
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Puberfoni ve Tedavisi

Puberphonia and Treatments
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Puberfoni (Mutasyonel falsetto) , yiiksek perdeli
preadolesan sesinin, diisiikk perdeli yetiskin sesine
doniismesinde meydana gelen bozukluktur. Bu hastalik
kadinlarda da gozlemlenmesine ragmen, genellikle
erkeklere 6zgii bir durum olarak kabul edilir. Puberfoni,
fonksiyonel bir ses bozuklugudur. Genellikle ses terapisi
ile etkili bir sekilde tedavi edilir. Larinks maniiplasyonu,
larinks bastirma egzersizleri ve vejetatif ses iiretimi gibi
ses terapi teknikleri tedavide uygulanabilir. Ses tedavisi
basarisiz oldugunda, diger girisimsel tedavi segenekleri
g6z Oniinde bulundurulmalidir.

Anahtar Kelimeler: Puberfoni, adolesan, akustik
analiz, ses terapisi
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ABSTRACT

Puberphonia (Mutational falcetto) is the failure of the
high-pitched preadolescence voice to change to the low-
pitched adult voice. It is usually considered a condition
unique to men, although the disorder has been observed in
women. Puberphonia is a functional voice disorder. It is
usually effectively treated with voice therapy. For
mutational falsetto, intervention was applied by modifying
voice therapy techniques, such as larynx manipulation,
larynx-depressing exercise, and producing vegetative voice.
When voice therapy is unsuccessful, other interventional
treatment options should be considered.
acoustic

Key words: Puberphonia, adolescence,

analysis, voice therapy
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Giris

Puberfoni, puberte doneminde ortaya ¢ikan,
ses perdesinin anormal derecede ince olmasi ve
ses kirilmas1 ile karakterize bir ses perde
bozuklugudur. Adolesan falsetto, inkomplent
mutasyon, mutasyonel falsetto, literatiirde
kullanilan  diger isimleridir. Organik bir
bozukluk degildir, fonksiyonel bir bozukluktur.
Toplumda sik  karsilasilmasina  ragmen
hastalarin ¢ok azinda rahatsizlik hissi yarattigi
i¢in tanist az konulan bir hastaliktir.

Epidemiyoloji

Puberfoninin toplumda yayginligi
konusunda kesin bir bilgi olmamakla birlikte,
Hammarberg (1), ses bozuklugu olan hastalarin
%2-3’linde puberfoni oldugunu bildirmistir.
Yapilan diger bir ¢alismada, Tatlipinar ve ark.
(2), disfonili 1946 hasta takip etmis ve bunlarin
36’sinda  (%1.8) puberfoni saptamislardir.
Fonksiyonel ses  bozukluklar1  genelde
bayanlarda stk goriilirken,  puberfoni
cogunlukla erkeklerin hastaligidir (3,4).

Etiyoloji

Cocukluktan ergenlige gecerken seste
olmasi gereken degisiklikler tam olarak
gerceklesemez. Puberte donemi sonunda
hormonal olgunlagma tamamlanmis olmasina
ragmen seste olgunlagma saglanmamistir.
Puberte ile birlikte ortaya ¢ikan kalin sesi hasta
kabullenemez ve ¢ocukluktan kalma eski ince
sesine benzer bir seste konugmaya calisir.
Erkek ¢ocuklarda puberte ile ses perdesindeki
degisim fazla oldugu icin erkek g¢ocuklarin
sorunu olarak goriiliir (5). Kiz cocuklarda
puberte ile birlikte ses perdesindeki degisim
daha az oldugu i¢in bu  durum
farkedilmeyebilir. Bu  nedenle aslinda
kadinlarda da goriilebilen bu patoloji, bayan
hastalarda daha az rahatsizlik yaratir. Ozellikle
erkeklerin, psikolojik ve kisilik 6zelliklerinin
etkili oldugu ve sosyal faktorlerinde etkiledigi
bu patolojinin gelisimindeki nedenler halen
tam anlagilamamustir.

Guzelsoy Sagiroglu

Klinik Ozellikler

Puberte ile birlikte gelisimsel ve hormonal
bir takim degisiklikler meydana gelir.
Bebeklerde vokal kord uzunlugu her iki cinste
de aynidir. Bebeklerde, 2 mm olan membrandz
vokal kord uzunlugu, yasla birlikte artar.
Erkeklerde yasamin ilk 20 yilinda 0.7 mm/yil,
kizlarda 0.4 mm/y1l uzar. Kizlarda ses
mutasyonu 12-14 yas arasinda, erkeklerde 13-
15 yas arasinda gelisimini tamamlar. Ozellikle
erkek cocuklarda testosteron ve biiylime
hormonu, vokal kordlarda ve larinkste hizl
biliylimeye neden olur ve larenks Ozellikle
anteroposterior yonde gelisir. Adem elmasit
olarak bilinen tiroit ¢ikinti ortaya ¢ikar. Erigkin
erkekte, vokal kord wuzunlugu 2.5 cm,
kadinlarda 1.7 cm olur (4,6,7). Pupertedeki ses
degisimi 3 doneme ayrilir: premutasyon, sesin
en degisken oldugu mutasyon ve postmutasyon
(8). Bu dbénem ortalama 3-6 ayda
tamamlanirken en fazla 1 yil siirer.

Adolesan donemindeki biiyiimeye bagl
olarak endokrin sistemde ortaya ¢ikan
degisimler, larinksin biiyiimesine bagli olarak
seste perde degisimine neden olur. Normal
gelisim sirasinda erkeklerde ortalama 1 octav,
kadinlarda 1/3 veya 1/4 octav kadar perde
azalir (5,9) Puberte doneminde sesteki
fizyolojik kalinlasma disinda perde ve ses
kirilmalari, seste diizensizlik ve ses kisikligt
gibi problemlerde goriilebilir. Erkeklerde
puberte doneminde ses boguk kalitede ve
perdesi degiskendir, farkli frekanslar arasinda
gidip gelir. Perde, giinliik inip ¢iksa da, gidisat
inmesi yoniindedir. Zamanla yiiksek tonlar
kaliciligin1 kaybeder ve diisiik ton kalic1 hale
gelir (6). Puberfonide ses perde degisimi
geligimini tamamlayamaz ve farkli
frekanslarda konusma ortaya ¢ikar. Perde
kirilmalari siktir ve ses kontrolii yoktur.

Hastalarda, birtakim psikolojik sorunlar da
bu patolojiye eslik eder. Hizli biiyiimeye bagl
olarak  akranlar1  tarafindan reddedilme,
Ozgiiven  eksikligi, hastalarin  erigkinlige
erismesi ile sosyal sorumluluklardan kaginma
gibi bir takim sorunlar vardir. Ozellikle
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erkeklerin hizli ses degisimine bagli olarak
utan¢g duygusu vardir ve olayin ne oldugunu
anlayamadiklar1 icinde bu utang duygusu
giderek artar. Bu degisime reaksiyonel olarak
eski cocukluk sesini tutmaya calisirlar.
Cocukluk sesini korumaya c¢aligarak, kontrol
edemedikleri hizli  biliylimenin  getirdigi
degisimin kontroliinii ele gecirmeye c¢aligirlar

@)
Ayiricr Tam

Hasta oykiisii tanida ¢cok 6nemlidir ve tant
koydurucudur. Puberfonide mutlaka organik
sebepler dislanmalidir. Laringeal biiyiimenin
yeterli olup olmadig1 tespit edilmeli ve
potansiyel endokrinolojik problemler ekarte
edilmelidir. Gecikmis puberte ve endokrin
bozukluklara bagli olarak ortaya c¢ikan ses
bozukluklari ile karigtirlmamalidir. Cok nadir
vakalarda yetersiz endokrinolojik gelisime
bagli olarak feminen bir tiroid kartilaj gelisimi
olabilir. Agir isitme kaybina sahip, kendi sesini
duyamayan,  norolojik  veya  sistemik
hastaliklara baglh olarak glottisi zayif olan bazi
vakalar ile subglottik basing yetersizligi
nedeniyle solunum hacmi diismiis olan
hastaliklar ile ayirici tanmisinin iyi yapilmasi
gerekir (6). Anatomik olarak kiiclik larinks,
krikotiroid kasin hiperfonksiyonu ve anterior
glottik web, skar dokusu gibi yapisal laringeal
patolojiler ekarte edilmelidir. Her iki troid
laminanin birlesme kusuru da, yiiksek perdeli
konugsmaya neden olur. Bu nedenle bu
patolojide ayIrict tanida mutlaka
disiiniilmelidir(6).

Muayene Bulgulart ve Ses Analiz
Sonuglari

Fizik muayenede, larinks ve diger rezonator
organlar hastanin yasi ile uyumludur. Ancak
laringeal hipertonisite vardir ve genellikle
larinks, yerlesim olarak boyunda yiiksek
lokalizasyonda  olup, tirohyoid  mesafe
daralmg, hyoid kemige ve dil kokiine
yaklasmistir.  Krikotiroid kasin  kasilmasi
nedeniyle vokal kordlar incelmis ve
gerginlesmistir. Subglottik basing diisiik olup,
ses Uretimi 1i¢in gerekli olan solunum
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yiizeyeldir. Stroboskopik muayenede vokal
kordlar gergin ve kapanisi tam degildir, bazen
hafif bir hiperemi de olabilir. Stroboskopik
muayenede vokal kordlarin mukoza dalgalari
azalmisg ya da yoktur (6).

Siit ¢cocugunun aglamasinin temel frekansi
(F0) 500 Hz iken, oyun ¢ocuklugu déneminde
300 Hz kadardir. FO hem kiz hem de erkek
cocuklarda puperte Oncesine kadar %50
diiserek 250 Hz’e kadar iner. Yetiskin bir
kadinda yaklasik FO degeri 210 Hz, erkek de
125 Hz civarnindadir  (10,11).  Perde
bozuklugunda 3 sorunla karsilasilir: Ses
perdesi istenmeyen diizeyde incedir, hastalar
tek perdeden konusurlar ve perde kirilmalar
vardir.  Mutasyonel  disfonili  hastalarin
bircogunda ses, zayif ve solukludur. Diisiik
subglottik basing ve intraoral basing sonucunda
yilksek perdeli ses ortaya c¢ikar (1). FO,
mutasyonel disfoniyi teshis etmede kullanilan
onemli bir parametredir. Eriskin erkekte
yaklasik 125 Hz civarinda olmasi gereken FO,
mutasyonel falsetto da 200-220 Hz diizeyinde,
hatta daha yiiksektir (Resim 1). Kilig ve
ark.nin yaptig1 calismada, ses terapisi Oncesi
puberfonili hastalarda FO’1 262 Hz olarak
saptamis, ses terapisi sonrast 128 Hz olarak
Olemiistiir (5).

1]

FO (Hz)
g

b7 3] L1 E3 2 123 11 I aw [i3 5

- Time (s)

= -

Resim 1. Tedavi Oncesi

Pes pese gelen periyotlar arasinda istem dig1
ortaya ¢ikan frekans farkliliklarimi ortaya
koyan parametre, jitter olarak tanmimlanir. Pes
pese gelen periyotlar arasinda istem dig1 ortaya
cikan amplitiit degisikligi ise shimmer olarak
tanimlanir.  Puberfonili  hastalarda, vokal
kordlarin gergin kullanimina bagli olarak ses
kalitesi bozulur ve bu nedenle jitter, shimmer
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gibi sesin pertiirbasyon parametrelerinde artis
gozlenebilir.

™ TS 2

0 - Time (s)

e I R

Resim 2. Tedavi sonrasi

L

Tedavi

Ses terapisi, puberfoni gibi tim
fonksiyonel ses bozukluklarinda gecerli olan
bir tedavi modelidir. Tedavisi  diger
fonksiyonel bozukluklara gore daha kolay ve
tedavi siliresi daha kisadir. Bazen tek seansta
bile sonu¢ alinabilir. Ses terapisinin amaci,
hastaya dogru ve diizgiin ses TUretimini
ogretmek ve hastanin bu ses iiretim teknigini
konugma sirasinda kullanmasini saglamaktir.
Terapi de tercihen Oksiirme sesi gibi vejetatif
sesler cikartilarak habituel perde bulunur ve
stabilize edilir (5). Daha sonra ses araligini
genisletme calismalar ile devam edilir. El ile
laringeal kompresyon ve larinks depresyon
egzersizleri uygulanabilir (12,13). Hastalarin
cogu ortalama 4 haftada ses terapisi ile diizelir.
Diizelmeyen hastalar, genellikle laringeal
hiperfonksiyonu olan hastalardir. Bu hasta
grubunda terapi siiresini daha uzun tutmak
gerekir (14). Vokal aerodinamik inceleme, ses
terapisinin etkisini dnceden tahmin etmede ve
puberfoni hastalar1 i¢in tedavi planina karar
(Resim?2).
Tedaviden sonra vokal kivrimlarin temas

vermede  yardimcit  olabilir
alaninin  genisledigi, solunum paterninin
iyilestigi ve ses kalitesinin  diizeldigi
bildirilmistir (1). Literatiirde, klinisyenin tek
basma uyguladigi ses terapi tekniklerinin,
terapide kullanilan objektif analiz
tekniklerinden daha ¢ok etkili oldugunu
gosteren caligmalar da vardir (12,15) .

Ses terapisine cevap vermeyen vakalara
cerrahi miidahale yapilabilir. Isshiki ve

Guzelsoy Sagiroglu

ark.(16), en az {i¢ ay ses terapisi uygulandiktan
sonra, terapiye cevap vermeyen hastalarda
cerrahiye  karar  verilmesinin  Onemini
vurgulamiglardir. Relaksasyon tiroplastiden
olugan bir takim miidahaleler, suprahiyoid
veya krikotiroid kasa bilateral uygulanan
botulinum  toksin  enjeksiyonu, bilateral
injeksiyon  laringoplasti  ve  laringoskop
kullanilarak vokal kordlarin gerilmesi gibi
yapilan cesitli miidahalelerden hangisinin
kullanilmas1 gerektigi klinisyenin kararina
baghdir (17). Manuel maniiplasyona cevap
vermeyen hastalara ~ minimal invaziv
yontemlerden biri olan botoks uygulamasi
yapilabilir (18). Botulinum toksin enjeksiyonu
3-6 ayda bir tekrarlanir. Ofislerde de
krikotiroid kasa botoks uygulamasini Oneren
calismalar mevcuttur (18,19 ). Tedaviye cevap
vermeyen bazi vakalara Tip 3 tiroplasti veya
suprahyoid serbestlestirme cerrahileri
uygulanabilir (17,20). Remacle ve ark.(21),
konugma terapisinin basarisiz oldugu hasta
grubuna, medial yaklasimla tiroplasti kisaltma
operasyonu uygulamig ve hastalarin ortalama
temel frekansinin 187 Hz’den 104 Hz’e
distiigiinii  gostermistir. Bununla  birlikte,
cerrahi tedavilerin, hastada yarattig1 psikolojik
etki, cerrahi komplikasyonlar, iyilesme siiresi,
ton kalitesinde sorunlar ve ameliyat sonrasi
perdenin kusurlu olarak diisiiriilmesi gibi
olumsuz taraflar1 bulunmaktadir.

Tedavi sonrasi hasta yeni sesini kullanmaya
basladiktan sonra evde veya okulda cesitli
tepkilerle karsilasirlar ve bu durum bazen
problem haline gelebilir. Bu nedenle terapi
programin1  okul aralarinda veya yaz
tatillerinde yapmakta fayda vardir. Ayrica,
¢ocugun yeni sesi duyuldugunda, tepkisel
hareketler i¢ine girmemeleri gerektigi ve yeni
sesini olumlu karsilamalari konusunda terapi
oncesi aile bilgilendirilmelidir.

Sonuc¢

Puberfoni, stroboskopik ve akustik analiz
cihazlar1 olmadan da tedavi edilebilen bir
hastaliktir. Ancak yine de pahali olmayan ve
0zel donamim gerektirmeyen ses analiz
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programlarin klinik
kullanilmasinin ~ daha  yararh olacagi

uygulamada

kanaatindeyiz. Tedavi segeneklerinin iyi
degerlendirilmesi ~ ve  asir1  cerrahiden
kacinilmas1 ve terapi yOntemlerine agirlik
verilmesi gerektigini diisiinmekteyiz.
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