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Degerli arastirmacilar ve bilim insanlart,

Dergimizin yaymn ve indeks cesitliligi artarken gonderdikleri

Hippocrates Medical
Journal 2024
August

caligmalari, atiflar1 ile destek olan siz degerli arastirmacilara bir kez
daha can1 goniilden tesekkiirlerimi ifade etmek istiyorum.

Gelecek sayimmizda goriismek iizere bilim diinyasinin tim
aragtirmacilarina basarilarinin devamini temenni ediyor, keyifli
okumalar diliyorum.

Selam ve saygilarimla.

Prof. Dr. Hayrettin TEKUMIT
Bas Editor

Hipokrat Tip
Dergisi 2024
Agustos
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GENEL BILGILER

Hipokrat Tip Dergisi, Bandirma Onyedi Eyliil
Universitesi Tip Fakiiltesi' nin resmi dergisi olup,
Nisan, Agustos ve Aralik aylarinda olmak iizere
dorder aylik donemler halinde bir cilt halinde
yayimlanan ii¢ sayidir. Amact tibbin her alaninda
yiiksek kalitede 6zgiin klinik ve deneysel ¢aligmalar
yayimlamaktir. Dergiye gonderilecek tiim yazilar ve
ilgili yazigmalar
https://dergipark.org.tr/tr/pub/hmj internet  adresi
iizerinden  yapilmaktadir.  Gegmis  sayilarda
yayimlanan ¢aligmalara da bu adresten ulasilabilir.
Acik Erisim ve Makale Isleme

Dergi, bilimsel yayinlara agik erisim saglar. DOI
numarasinin belirlenmesinin ardindan elektronik
olarak yayimlanan sayiya ve igeriginde yer alan
yazilarin tam metinlerine ticretsiz olarak ulasilabilir.
Yazar(lar)dan yazilarinin yayimmu igin herhangi bir
iicret talep edilmez.

Telif Hakkn

Hipokrat Tip Dergisi, makalelerin Auf-Gayri Ticari-
Ayni Lisansla Paylas 4.0 Uluslararas: (CC BY-NC-
SA 4.0) lisansina uygun bir sekilde paylasilmasina
izin verir. Buna gore yazarlar ve okurlar; uygun
bicimde atif vermek, materyali ticari amagclarla
kullanmamak ve adapte ettiklerini ayni lisansla
paylasmak kosullarina uymalart halinde eserleri
kopyalayabilir, ¢ogaltabilir ve materyalden adapte
edebilirler.

Yaz Dili

Derginin yaz dilleri Tiirkge ve Ingilizcedir. Yazim
dili Tiirkge olan yazilarda Ingilizce, Ingilizce olan
yazilarda Tiirk¢e 6zet gonderilmelidir.

Etik Sorumluluk

Deneysel ve klinik arastirmalar, ilag ¢aligmalari, bazi
olgu sunumlarinda uluslararasi anlagmalar (Helsinki
Bildirgesi, 2013 revize Laboratuvar Hayvanlarinin
Bakimi  ve Kullannmina {liskin  Kilavuz -

https://www.nap.edu/catalog/5140.html/) uyarinca

calisma protokollerinin  Etik Kurul tarafindan

onaylanmasi  gerekmektedir. Makale bagvuru
asamasinda etik kurul onay belgesinin sisteme
yiklenmesi  gerekmektedir. Deneysel ¢aligma
sonuglarmin bildirildigi makalelerde, tiim hastalarin
tedaviler hakkinda ayrintili olarak bilgilendirildigi
ve her hastadan bilgilendirilmis onam alindig
ifadesi yer almalidir. Hastalarin kisisel bilgilerinin
edilmemesi

korunmast  ve ifsa yazarin

sorumlulugundadir.  Hastanin  kimligini  ifsa
edebilecek gorsellerin  kullanilmasi  durumunda,
hastanin kendisinden veya yasal temsilcisinden
imzali belge alinmalidir. Hayvan c¢alismalarinda,
deneklerin ac1 ¢gekmesini 6nlemek amaciyla gerekli
onlemlerin alindig1 agikca belirtilmelidir. Etik Kurul
bilgileri (kurul adi, tarih ve say1 no) yazi icerisinde
belirtilmelidir. Makalelerin etik kurallara uygunlugu
yazarlarin sorumlulugundadir.

Yazimn Bir Baska Yere Yaym Icin
Gonderilmediginin Beyani

Her yazar gonderilen yazinin, basili ya da elektronik
ortamda, kismen veya tamamen baska bir yerde daha
once yaymlanmadigt ya da halen yayin igin
degerlendirmede bulunmadigint beyan etmelidir.
Bu, 250 kelimeye kadar olan o&zetler harig,
sempozyumlar, bilgi aktarimlari, kitaplar, davet
iizerine yazilan makaleler, elektronik formatta
gonderimler ve her tiirden On bildirileri igerir.
Dergide yayimlanan yazilarin her tiirlii sorumlulugu
(etik, bilimsel, yasal, vb.) yazarlara aittir.

Yayimn Hakkinin Devri

Makale gonderimi sirasinda tiim yazarlarin ad,
soyad, ORCID numaralari, tarih ve imzalarini igeren
“Telif Hakki

(https://dergipark.org.tr/tr/pub/hmj/page/13825).

Devir Formu”  yiiklenmelidir

Cikar Catismasi

Caligmalart ile ilgili taraf olabilecek tiim kisisel ve
finansal iliskilerin  bildirilmesinden  yazarlar
sorumludur. Ticari baglant1 veya ¢aligma i¢in maddi
destek veren kurum(lar) varliginda kullanilan ticari

tiriin, ilag, firma vb. ile nasil bir iliskinin oldugu veya
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herhangi bir ¢ikar ¢atismasinin olmadigi Cikar
doldurularak  sisteme
“Cikar

boliimiinde belirtilmelidir. Cikar gatigmasi formu

Catismast  Formu’na

yiklenmeli ve  metinde Catigmas1”
https://icmje.org/disclosure-of-

interest/translations/turkish-2023.pdf

adresinden

edinilmelidir.

intihal Taramas

Dergiye gonderilen tiim yazilar 6n degerlendirme
stirecinde intihal tarama programi (iThenticate ve
benzerleri) ile sorumlu yazar tarafindan en az bir kez
taranmali ve tarama raporu basvuru asamasinda
sisteme yiiklenmelidir. Kabul edilebilir benzerlik
orani %20' nin altidir. Belirlenen oranin {izerinde
benzerlige sahip yazilar degerlendirmeye alinmadan
yazara iade edilir.

Degerlendirme

https://dergipark.org.tr/tr/pub/hmj internet adresi
araciligiyla sisteme yiiklenen tiim makalelerin 6n
degerlendirme islemi, editdr tarafindan
yapilmaktadir. On degerlendirme agamasinda uygun
bulunan calismalar  degerlendirme  asamasina
gececek, dergi yazim kurallarina uygun olmayan ya
da derginin amaci disinda olan makaleler bu
asamada diizeltilmesi i¢in sorumlu yazara iade
edilecek ya da dogrudan reddedilebilecektir. Ayrica
http://www.icmje.org/icmje-recommendations.pdf
web adresinde belirtilen Biyomedikal dergilere
gonderilen yazilar igin gerekli sartlara uygun
olmayan yazilar da reddedilebilecektir. Makaleler
intihal veya duplikasyon agisindan taranir. Bu
hususlarda etik sorun olmasi durumunda, Editoryal
Kurul, Yayin Etigi Kurulu (COPE) ilkelerine gore
islem yapacaktir.

Bu agamay1 gegen makalelere en az iki adet ¢ift kor
hakem ve bir istatistik editérii atanir. Hakemler,
konu ile ilgili uluslararas: literatiirde yayini olan ve
onemli diizeyde atif alan bagimsiz uzmanlar
arasindan segilir. Arastirma makaleleri, sistematik

derlemeler ve meta-analizler de bir istatistik editorii

Vi

tarafindan incelenir. Dergiye makale gonderen
yazarlar, yaniltici ifade ve yazim hatalar1 dahil
olmak tizere, makalenin ana fikri muhafaza edilmek
kosuluyla, editoriin makale {izerinde degisiklik
yapabilecegini kabul eder.

Hipokrat Tip Dergisi’ ne gonderilen makaleler, ¢ift
kor hakem denetimli degerlendirmeye tabi tutulur.
Her makale, tarafsiz bir degerlendirme islemi i¢in,
alaninda uzman en az iki bagimsiz hakem tarafindan
incelenir. Editoryal Kurul, editorler veya derginin
Editéryal Kurul tyeleri tarafindan goénderilen
makalelerin degerlendirilmesinde harici ve bagimsiz
editorlere davet gonderebilir.

Revizyonlar

Revizyonu yapilan makalenin génderim asamasinda,
yazar hakemler tarafindan belirtilen her hususa yanit
iceren  “Hakemlere  Yanit”” dosyasimt da
gondermelidir. Bu dosyada hakemlerin yorumlari,
yazarlarin yanitlari, degisiklik yapilan sayfa, satir
numaralar1 ve ana makalenin ayrintili bir niishasi yer
almalidir. Yazardan istenen revizyon 20 giin ig¢inde
yapilarak dergiye tekrar gonderilmelidir. Bu siire
zarfinda gonderilmeyen makaleler igin revizyon
secenegi iptal edilebilir. Yazar(lar)in ilave siireye
ihtiyact olmasi durumunda, ilk 20 giinliik siire
dolmadan bunu talep etmesi gerekmektedir.

Yayma Kabul

Kabul edilen makaleler dil, noktalama isaretleri ve
bi¢cim acgisindan kontrol edilir. Makalenin yayin
stireci tamamlandiginda, bir sonraki sayidan once
derginin web sayfasinda online olarak yayimlanir.
Kabul edilen makalenin PDF dosyasi sorumlu yazara
gonderilir ve iki gilin i¢inde yayin onayr almr.
Gonderilen makalelerin son durumlar1 ve dergiye
iligkin diger
bilgilere https://dergipark.org.tr/tr/pub/hmj internet

adresinden ulasilabilir. Yaymma kabul edilmeyen
yazilar ve bunlarin ekleri (fotograflar, tablolar,

sekiller vb.), aksi belirtilmemigse geri gonderilmez.


https://icmje.org/disclosure-of-interest/translations/turkish-2023.pdf
https://icmje.org/disclosure-of-interest/translations/turkish-2023.pdf
http://www.icmje.org/icmje-recommendations.pdf
https://dergipark.org.tr/tr/pub/hmj
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GENEL YAZIM KURALLARI
e Yazilar tercihen Microsoft Word programi
kullanilarak yazilmalidir. Yazilar 10 punto,
Times New Roman karakterinde, A4
(21x29.7 cm) formatinda, iki yana yasli,
sayfanin {st, alt, sag ve sol kenarlarindan
2.5 cm bosuk birakilarak yazilmalidir.
e Tim yazi boyunca (baslk, Tirkce ve
1ngi1izce Ozetler, makale, kaynaklar,
tablolar, resimler, grafikler ve altyazilar da
dahil olmak tizere) ¢ift satir aralikli olarak
ve sayfanin tim kenarlarindan dger
santimlik bosluk birakilarak (Kelime
islemcinin sayfa diizeni ayarlarindan)
yazilmalidir.

e  Tiim yazilar (1) baslik sayfasi, (2) 6zet, (3)
makale, (4) tesekkiir yazisi (varsa), (5)
calismay1 destekleyen fon ve kuruluslar
(ifsa durumlarda), (6)

kaynaklar, (7) tablolar, resimler, grafikler

geregi  olan
ve (8) altyazilar olarak belirtilmelidir.

e Tim sayfalar sag {iist koseden sirayla
numaralandirtlmalidir.  Sisteme yiiklenen,
ana metinde (diiz metin) yazar ve merkez
ismi bulunmamalidir.

e Yazar ve merkez isimlerini igeren baglik
sayfasi, sisteme ayri bir dosya olarak

yiiklenmelidir.

YAZI TURLERI

Arastirma makalesi, ¢ift satir aralikli toplam 20
sayfayr ge¢cmemeli, bir baslik sayfasi, bir sayfa
Tiirkge 6zet, bir sayfa ingilizce 6zet, 10 sayfa makale
(en ¢ok 2250 kelime), en fazla ti¢ sayfa kaynaklar ve
varsa bir sayfa sekil altyazilar1 olacak sekilde
diizenlenmelidir. Tablolarin her biri ayr1 sayfalarda
hazirlanarak gonderilmelidir. Birimler, Uluslararasi
Birim Sistemi (SI) uyarinca yazilmalidir.

Olgu Sunumlar1 ve Cerrahi Teknik Yazlari,

bashik sayfasi, Tiirkce ve Ingilizce o6zetler ve

ViI

(" \
kaynaklar harig, toplam sekiz sayfay: (1000 kelime\)/
gecmemelidir. Yazida tablo veya sekil kullaniliyorsa
her tablo veya sekil basina yazi 1/2 sayfa veya 125
kelime kisaltilmalidir. Cerrahi teknik yazilari detayl
gorsel agiklama igermelidir.

Editore Mektup, cift satir aralig1 ile yazilmali,
toplam iki sayfay1 (en g¢ok 500 kelime)
gecmemelidir. Editdre mektup yazilarinda tablo ve
sekillerin basilmalar1 ancak istisnai durumlarda s6z
konusu olabilir.

Tiirkge ve Ingilizce metinlerde kullamlacak olan
kaynaklar icerisinde yerli literatiire yer verilmesi
tercih edilmelidir.

Derleme Yazlari, 4000 kelimeyle, editoryel yazilar
2500 kelimeyle sinirli tutulmalidir.

Bashk Sayfasi

Miimkiin oldugunca kisa bir baslik kullanilmalidir.
Yazinin bagligi arastirma ve inceleme yazilarinda 95
karakteri (her harf ve bosluk bir karakter sayilir),
olgu sunumlari, mektuplar ve cerrahi teknik
yazilarinda ise 80 karakteri gegmemelidir. Baslikta
kisaltma kullanilmamalidir. Baglik Tiirkge ve
Ingilizce olarak yazilmalidir. Bashgin hemen altia
40 karakteri gegmeyecek bir kisa baglik eklenmelidir.
Yazida sadece ¢alismaya dogrudan katkist bulunan
yazarlarin ad ve soyadlari agik olarak yazilmalidir.
Yazarlarin altina ¢alismanin yapildigr kurumun agik
ad1 ve sehir yazilmahdir. Eger birden fazla kurum
(en fazla iki) caligmaya katilmigsa, her yazarin ait
oldugu kurum belirtilmelidir (yazarlar baslik sayfasi
ve makale dahil olmak {izere yazinin hicbir yerinde
unvan kullanmamalidir). Caligmay1 destekleyen fon
ve kuruluglar burada belirtilmeli, ¢alismanin
herhangi bir kongrede sunulmasi planlaniyor ya da
daha 6nce sunulmus ise kongre adi, zaman (giin-ay-
yil) ve yer belirtilerek yazilmalidir. Baglik sayfasinin
en altina iletisim kurulacak yazarin adi, soyadi, agik
adresi, posta kodu, telefon numarasi (verilmek

isteniyorsa cep telefonu), faks numarasi ve mutlaka

A
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e-posta adresi yazilmalidir. Baglik sayfasi, sisteme
ayr1 bir dosya olarak yiiklenmelidir.

Ozetler
Ozetler, arastirma yazilarmnda 250 kelimeyi
gecmemelidir. Ozetlerde baslik kullanilmamalidir
(bashgm Ingilizcesi Baslik sayfasina yazilmalidir).
Tirk¢e (Amag, Gere¢ ve Yontemler, Bulgular,
Sonug) ve Ingilizce 6zetler (Introduction, Materials
and Methods, Results, Conclusion) olmak iizere dort
boliimden olugmalidir. Olgu sunumlari, derlemeler
ve cerrahi teknik yazilarinda ise bu boliimlere gerek
olmayip 6zetler 100 kelimeyi gegmemelidir.
Anahtar Kelimeler

En az 3 en fazla 6 adet, Tiirk¢e ve Ingilizce olarak
yazilmahdir. Kelimeler birbirlerinden virgiil (,) ile
ayrilmalidir. Ingilizce anahtar kelimeler “Medical
Subject Headings (MESH)”e uygun olarak
verilmelidir

(www.nlm.nih.gov/mesh/MBrowser.html). Tiirkge

anahtar kelimeler Tiirkiye Bilim Terimleri’ne uygun
olarak verilmelidir (www.bilimterimleri.com).
Ana Metin

e Yazi, Giris, Gere¢ ve Yontemler, Bulgular,
Sonug boliimlerinden olugmaktadir.

e  Giris boliimiinde konuyu ve ¢aligmanin amacini
aciklayacak bilgilere yer verilmelidir.

e Gere¢ ve Yontem bolimiinde c¢alismanin
gergeklestirildigi yer, zaman, ¢aligmanin plani,
hasta 6zellikleri, cerrahi teknik veya deneysel

verilerin  derlenmesi

calisma  yOntemi,

(toplanmasi1), takip yOntemi, kullanilan
istatistiksel yontemler, vb alt bagliklar seklinde
olmalidir.

e Bulgular boliminde elde edilen veriler,
istatistiksel sonuglari ile beraber verilir.

e Tartigma boliimiinde ¢aligma sonuglari, literatiir
ile kargilastirilarak degerlendirilir.

e Sonu¢ boliimiinde, ¢aligmanin nihai miitalaasi

bir paragraf ile 6zetlenir.

VIl

e Kaynaklar, sekil ve tablolar yazi igerisindeki
gecis sirasina gore numaralandiriimalidir.
miimkiin

e Kisaltmalardan oldugunca

kagmilmali, eger kisaltma kullanilacaksa
ifadenin ilk gectigi yerde agiklanmalidir.

e Metin igindeki tiim 6lgtim birimleri uluslararasi
metrik standartlara uygun olarak verilmelidir.
Tesekkiir yazilari, Odenekler ve finansal
destekler veya teknik yardimlari da igerecek
sekilde yazinin sonunda, referanslardan 6nce
konulmalidir.

Kaynaklar
Kaynaklarin kullanilmasinda segici davranilmali ve
calismayla dogrudan ilgili kaynaklara yer
verilmelidir. Arastirma makalelerinde referans sayisi
en fazla 25, olgu bildirimi ve cerrahi teknik
yazilarinda en fazla 6, derlemelerde en fazla 85 ve
editore mektuplarda en fazla 4'i gegcmemesi
onerilmektedir.  Kisisel  temaslardaki  bilgi-
aligverigleri, hazirlik asamasindaki makaleler ve
diger  basilmamis  veriler  kaynak  olarak
gosterilmemelidir. Kaynaklar iki satir aralikli olarak
ayr1 bir sayfaya yazilmali ve yazi icinde gegis
sirasina gore numaralandiriimalidir.

Kaynak¢a Yazim Tipi:  Vancouver stili

kullanilmalidir. Bu stilde metin iginde kullanilan

kaynaklar numaralandirilarak, metin sonunda bu
numaralara karsilik gelen kaynaklarin detayl
bilgileri verilir.

Kaynaklar Listesi Ornegi

Makale igin;

Yazar(lar)in soyad(lar)1 ve isim(ler)inin
basharf(ler)i, makale ismi, dergi ismi, yil, cilt, sayi,
sayfa no’su belirtilmelidir.

Ormek: Baser A, Eliacik S, Baykam MM, Tan FU.
Clinical Manifestations of Overactive Bladder With
Migraine as a Comorbidity: A Prospective Cross-
Sectional Study. Int Neurourol J. 2020;24(4):375-

381. https://doi. org/10.5213/inj.2040186.093.
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Kitap icin; Yazar(lar)in soyad(lar)1 ve isim(ler)inin
basharf(ler)i, bolim baghigi, editdriin(lerin) ismi,
kitap ismi, kaginct baski oldugu, sehir, yaymevi, yil
ve sayfalar belirtilmelidir.

Ornek:

Yabanci dilde yayimlanan kitaplar i¢in;

Vissers RJ, Abu-Laban RB. Acute and Chronic
Tintinalli  JE, GD,
Stapczynski JS (eds.), Emergency Medicine: A

Pancreatitis.  In: Kelen
comprehensive Study Guide. 6 st ed. New York:
McGraw-Hill Co; 2005. p.573-577.

Tiirkge kitaplar igin; Gokce O. Peptik iilser. Dilek
ON, editér. Mide ve Duedonum. 1. Baski. Ankara:
Anit Matbaasi; 2001. s:265- 276.

On-line yaymlar i¢in format; DOI tek kabul

edilebilir on-line referanstir.

Tablolar

Tablolar iki satir aralikli olarak her biri ayr1 word
sayfasinda hazirlanmali, her tablonun istiinde
numarasi ve basligr olmalidir. Tabloda kisaltmalara
yer verilmisse bu kisaltmalarin agilimi altyazi
seklinde tablonun altinda ve alfabetik siraya gore yer
almalidir. Daha 6nce basilt veya elektronik olarak
yayimlanmig tablolardan yararlanildiginda hem
yazart hem de basimevinden yazili izin alinmali ve
dergi editorliigiine gonderilmelidir. Tablolar yazi

icerisindeki bilginin tekrar1 olmamalidir.

Sekil, Grafik, Resim Altyazilari

Altyazilar iki satir aralikli olarak ayri bir sayfaya
yazilmalidir. Metin icerisindeki siralarma gore
numaralandirilmali ve sekil, grafik ve resimlerde
kisaltmalara yer verilmigse, bu kisaltmalarin agilimi
altyazinin altinda ve alfabetik siraya gore yer
almalidir. Mikroskobik resimlerde biiyiitme oran1 ve
boyama teknigi agiklanmalidir. Daha 6nce basili

veya elektronik olarak yaymlanmis tablolardan

yararlanildiginda hem yazar1 hem de basimevinden

yazili izin alinmali ve dergi editorliigiine
gonderilmelidir. Yiizii saklanmamig ve taniabilir
sekilde goriinen sahislarin resimlerini kullanirken
kendilerinden yazil1 izin alinmalidir.

Sekil, Grafik ve Resimler

Sekil, Grafik ve Resimler ayri1ayr1 dosyalar halinde
sisteme yiiklenir. Her bir sekil, grafik ve resim
dosyast icin verilen numara dosya ismi olarak
kullanilir (6rnegin, Figure 1A). Tiim goriintiiler 300
Dpi ¢oziiniirlikte .JPEG veya .TIFF formatlarinda
teslim edilmelidir. Basili veya elektronik ortamda
daha 6nce yayimlanmis her tirli sekil, grafik ve
fotograf icin hem yazardan hem de yayincidan
(yayin hakki sahibi) yazili izin alinmali ve dergi

editorliigiine gonderilmelidir.
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referees' comments, authors' responses, page, line
numbers where changes were made, and a detailed
copy of the main article. The revision requested from
the author must be made within 20 days and
resubmitted to the journal. The revision option may
be canceled for articles not submitted within this
period. If the author(s) need additional time, they
must request this before the first 20-day period
expires.

Acceptance for Publication

Accepted manuscripts are checked for language,

punctuation and format. When the publication


https://icmje.org/disclosure-of-interest/translations/turkish-2023.pdf
https://icmje.org/disclosure-of-interest/translations/turkish-2023.pdf
http://www.icmje.org/icmje-

m
process of the manuscript is completed, it is
published online on the journal's website before the
next issue. The PDF file of the accepted article is sent
to the corresponding author and publication approval
is received within two days. The latest status of the
submitted a manuscripts and other information about
found at

the journal can be

https://dergipark.org.tr/tr/pub/hmj web site.
Manuscripts that are not accepted for publication and
their attachments (photos, tables, verbal, etc.) will
not be returned unless otherwise stated.
GENERAL FORMAT
e Manuscripts should preferably be written
using Microsoft Word program. The text
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written according to the International System of
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references. If tables or figures are used in the article,
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should contain detailed visual explanations.
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spaced and should not exceed two pages in total
(maximum 500 words). Printing of tables and figures
in letters to the editor may only be possible in
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local literature among the sources to be used in
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and editorial articles to 2500 words.
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Abbreviations should not be used in the title. The
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title not exceeding 40 characters should be added
immediately below the title.

In the manuscript, only the names and surnames of
the authors who directly contributed to the study
should be written clearly. The full name of the
institution where the study was conducted and the

city should be written under the authors. If more than
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should be stated (authors should not use titles
anywhere in the manuscript, including the title page
and the article). The funds and organizations
supporting the study should be stated here, and if the
study is planned to be presented at any congress or
has been presented before, the name of the congress,
time (day-month-year) and place should be stated.
The name, surname, full address, postal code,
telephone number (mobile phone number if desired),
fax number and e-mail address of the author to be
contacted should be written at the bottom of the title
page. The title page must be uploaded to the system
as a separate file.

Abstract

Abstracts should not exceed 250 words in research
papers. Titles should not be used in abstracts (the
English version of the title should be written on the
Title page). It should consist of four sections:
Turkish (Introduction, Materials and Methods,

Results, Conclusion) and English summaries

(Introduction, Materials and Methods, Results,
Conclusion). In case reports, reviews and surgical
technique articles, these sections are not required and
abstracts should not exceed 100 words.

Keywords

At least 3 and at most 6 should be written in Turkish
and English. Words must be separated from each
other with a comma (,). English keywords should be
given in accordance with “Medical Subject Headings
(MESH)”

(www.nIm.nih.gov/mesh/MBrowser.html).

Main Text

+ Manuscript, consists of Introduction, Materials and
Methods,

sections.

Results, Discussion and Conclusion
 In the Introduction section, information that will
explain the subject and the purpose of the study

should be included.
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« In the Materials and Methods section, there should
be subheadings such as the place where the study
was carried out, time, study plan, patient
characteristics, surgical technique or experimental
study method, compilation (collection) of data,
follow-up method, statistical methods used, etc.

« In the Results section, the data obtained are given
with their statistical results.

« In the Discussion section, the study results are
evaluated by comparing them with the literature.

« In the Conclusion section, the final opinion of the
study is summarized in one paragraph.

« References, figures and tables should be numbered
according to the order of their appearance in the text.
+ Abbreviations should be avoided as much as
possible; if an abbreviation is to be used, it should be
explained at the first mention of the expression.

« All units of measurement in the text must be given
in accordance with international metric standards.
Acknowledgments, including grants and financial
support or technical assistance, should be placed at
the end of the article, before references.

References

The use of sources should be selective and sources
directly relevant to the study should be included. It
is recommended that the number of references
should not exceed 25 in research articles, 6 in case
reports and surgical technique articles, 85 in reviews,
and 4 in letters to the editor. Information exchanges
through personal contacts, articles in preparation and
other unpublished data should not be cited as
sources. References should be written on a separate
page, double-spaced, and numbered in the order in
which they appear in the text.

Reference Citation Style: Vancouver style should
be used. In this style, sources cited within the text are
numbered, and detailed information corresponding
to these numbers is provided at the end of the text.

Example of References List
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initial(s), article title, journal name, year, volume,
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Example: Baser A, Eliagik S, Baykam MM, Tan FU.
Clinical Manifestations of Overactive Bladder With
Migraine as a Comorbidity: A Prospective Cross-
Sectional Study. Int Neurourol J. 2020;24(4):375-
381. https://doi. org/10.5213/inj.2040186.093.
Format for books; initials of author’s names and sur-
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edition, city, publisher, date and pages. Example:
Vissers RJ, Abu-Laban RB. Acute and Chronic
JE, GD,
Stapczynski JS (eds.), Emergency Medicine: A

Pancreatitis.  In:  Tintinalli Kelen
comprehensive Study Guide. 6 st ed. New York:
McGraw- Hill Co; 2005. p.573-77.

Format for on-line-only publications; DOI is the
only acceptable on-line reference.

Tables

Tables should be prepared on a separate word page,
double-spaced, and each table should have a number
and title above it. If abbreviations are included in the
table, the expansions of these abbreviations should
be included in the form of subtitles below the table
and in alphabetical order. When using previously
printed or electronically published tables, written
permission must be obtained from both the author
and the printing house and sent to the journal editor.
Tables should not repeat the information in the text.
Figure Legends

Subtitles should be written on a separate page,
double spaced. They should be numbered according
to their order in the text, and if abbreviations are
included in figures, the expansions of these
abbreviations should be placed under the subtitle and
in alphabetical order. In microscopic figures, the
magnification rate and staining technique should be
explained. When using previously printed or
electronically published tables, written permission

must be obtained from both the author and the
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using images of individuals whose faces are not
hidden and are visible in a recognizable manner,
written permission must be obtained from them.
Figures

Figures are uploaded to the system as separate files.
For each image file, the figure number is used as the
file name (for example, Figure 1A). All figures must
be submitted in .JPEG and . TIFF formats at 300 Dpi
resolution. types,

published in print or electronic media, written

For all figures previously
permission must be obtained from both the author
and the publisher (publishing right holder) and sent

to the journal editor.
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Abstract

Aim

Materials and
Methods

Results

Conclusion

Keywords

The aim of our study is to emphasize the importance of epidemiological studies in terms of clinical management of diseases by revealing the
frequency, diagnosis, treatment and clinical course of prolactinomas.

356 prolactinoma patients were included in the study. The patients' information have taken from the hospital information management system
and the endocrine files. Scanned information; patient age, gender, age at diagnosis, follow-up year, complaint at presentation, size and location
of the adenoma, hormone levels of the pituitary adenoma at the time of diagnosis and after treatment, type of medical treatment used, if any,
number and type of operations of the pituitary adenoma, adenoma before and after medical or surgical treatment, size and residual/recurrent
pituitary adenoma size, if any, chiasm compression, postoperative hormone activity, and history of RT for adenoma, if any.

356 prolactinoma cases was examined, it was seen that 305 (85.7%) were female and 51 (14.3%) were male (p<0.001). It was observed that 263
(73.9%) were microadenomas, 63 (17.7%) were macroadenomas and 30 (8.4%) were invasive macroadenomas. 6 (1.6%) of the macroadenomas
were recorded as giant adenomas (>4cm). Microadenomas were seen more frequently in women (80%) (p<0.001). Macroadenoma was seen
in 20% of women and 58% of men (p = 0.015). Adenoma size and prolactin level were found to be positively correlated at diagnosis (r=0.318
p<0.001). Infertility was observed in 14.4% of women and 7.8% of men (p = 0.035). Amenorrhea / oligomenorrhea is observed in 66.9% of
women; also 28.9% had galactorrhea and 10.5% had hirsutism.

The most important results of the study: (1) the incidence of microadenomas is higher than macroadenomas, (2) microadenomas were more
common in women, while macroadenomas were detected more frequently in men, (3) adenoma size and prolactin level were found to be
positively correlated at the time of diagnosis.

Prolactinoma, infertility, microadenom, amenorrhea/oligoamenorrhea

Ozet

Amag

Gereg ve
Yontemler

Bulgular

Sonug

Anahtar

Kelimeler

Clismamuzin amaci prolaktinomalarin sikligy, tan1 ve tedavisi ile klinik seyrini ortaya koyarak epidemiyolojik galigmalarin hastaliklarin klinik
yonetimi agisindan 6nemine vurgu yapmaktir.

356 prolaktinoma hastasi ¢alismaya dahil edildi. Hastalarin hastane bilgi yonetim sistemi ve hastalarin kayitl oldugu endokrin dosyalarindan
bilgileri tarand1. Taranan bilgiler; hasta yag1, cinsiyet, tani yasi, takip yili, bagvuru sikayeti, adenomun boyutu, yerlesimi, hipofiz adenomunun
tan1 aninda ve tedavi sonrast hormon diizeyleri, varsa kullanilan medikal tedavi ¢esidi, hipofiz adenomunun operasyon sayis1 ve sekli, medikal
yada cerrahi tedavi 6ncesi ile sonrasi adenom boyutu ve varsa rezidii/niiks hipofiz adenom boyutu, kiazma basisi, postop hormon aktivitesi,
adenoma yonelik varsa RT ykiistydii.

356 prolaktinoma olgularmnn cinsiyet dagilimina bakildiginda 305’inin (%85.7) kadin, 51’inin  (%14.3) erkek oldugu goriildi (p<0.001).
Radyolojik olarak 263’tiniin (%73.9) mikroadenom, 63’iiniin (%17.7) makroadenom ve 30’unun (%8.4) invaziv makroadenom oldugu izlendi.
Makroadenomlarin 6 (%1.6)’s1 dev adenom (>4cm) olarak kaydedildi. Mikroadenomlar ise kadinlarda daha sik (%80) goriildii(p<0.001).
Makroadenom kadinlarda %20 iken, erkeklerde %58 goriilmekteydi(p=0.015). Tan1 anindaki adenom boyutu ile prolaktin diizeyi pozitif yonde
iliskili bulundu(r=0.318 p<0.001). Kadinlarin %14,4’tinde, erkeklerin ise %7.8’inde infertilite goriildii (p=0.035). Kadinlarin %66.9’'unda
amenore /oligomenore goriiliirken; %28.9 'unda galaktore ve %10.5” inde hirsutizm tablosu vardi.

Calismadan ¢ikan en 6nemli sonuglar: (1) mikroadenomlarin gériilme sikligr makroadenomlardan daha fazladir,(2) kadinlarda mikroadenom
daha sik goriilerken, erkeklerde ise makroadenom daha sik saptands,(3) tan1 anindaki adenom boyutu ile prolaktin diizeyi pozitif yonde iligkili
bulundu.

Prolaktinoma, infertilite, mikroadenomi,amenore/oligoamenore

34



Hippocrates Medical . 2024;4(2): 34-39 <
KESEBI ISGANDEROV ve KEBAPCI: Prolaktinomalarin retrospektif

¥ )

ﬁéd‘H ) \
ln}

GIRiS

Hipofiz adenomlar1 adenohipofizer hiicreden koken alip,
tim primer beyin tiimorlerinin %10-15"ini olustururlar.
Primer beyin tiimoérlerinin olusturdugu grup igerisinde
ticincti sirada yer alan iyi huylu neoplazilerdir (1). Hipofiz
adenomlar1 normal popiilasyonda yaklagtk %20 oranda
gortliir (2-4). Tum hipofiz adenomlu olgularin yaklagik
%25-30 unu prolaktinomalar olusturmaktadir (5). Hipofiz
adenomu olgularinda tanida MR altin standart olup,
adenomun saptanabilirlik oran1 %70 e yakindir. lcm’den
biiyiik adenomlar makro-, kii¢iik olanlar ise mikroadenom
olarak tanimlanir (6).

Mikroprolaktinomalar makroprolaktinomalara gore daha
sik goriilmektedir (7). Prolaktinoma olgularinda adenom
boyutu genellikle prolaktin  diizeyleriyle paralellik
gostermektedir. Buna karsin prolaktinoma ile hipofiz sap1
basisina bagli hiperprolaktinemiden ayirt edecek bir egik
prolaktin degeri bulunmamaktadir. NFHA (Nonfonksiyonel
hipofiz adenomu) {izerinde yapilan bir galiymada; %99
olguda prolaktin degerinin <100 ng/mL oldugu ve bu esik
deger tizerindeki prolaktin olgiimlerinin biiyiik olasilikla
prolaktinomayr dogruladigi gosterilmistir (8). Adenomun
boyutu ve yerlesim yeri ile ilgili olan kitle etkisi bas
agrisindan, fokal nobete kadar uzanan genis bir klinik
yelpaze olusturur. Bas agrisi en sik norolojik semptom
olmakla birlikte ilgili kranyal sinirlerin basisina bagli klinik
basvurular hipofiz adenom stiphesini daha ¢ok destekler (9).
Ureme cagindaki kadinlarda siklikla menstriiel diizensizlik
(oligomenore, amenore) ve/veya infertilite olabilecegi gibi,
buna eglik eden spontan ya da provokasyon (sadece meme

de
goriilmektedir. Prolaktinoma erkeklerde libido kayb, erektil

uclarmim  sikilmasi  tizerine) ileolusan galaktore

disfonksiyon veya infertiliteyi igerebilen klinik tabloya neden
olabilir (10). Genis klinik tablo
prolaktinoma ozellikle geng yaslarda ortaya ciktigindan

ile prezente olan

olumsuz tibbi ve sosyoekonomik sonuglar dogurur. Bu
nedenle erken tani ve tedavi ile bireysel ve toplumsal
etkilenimin minimuma indirilmesi biiyiik 6nem arzediyor.
Erken tani igin esas olan hastaligi akla getirecek kritik
semptomlarin farkindahigini arttiracak caligmalara ihtiyag
vardir.  Buradan hareketle hastaliktan kaynakli gesitli
semptomlari irdeleyerek, taniya gidisi, klinik seyri, tedavi-
yanit iligkisini de iceren kapsamli retrospektif ¢aligmamizi
tasarladik. Biz bu ¢aligmayla 1980-2000 yillar1 arasinda
ESOGU
prolaktinomali olgularin yas, cinsiyet, bagvuru sikayeti,
eslik

endokrinoloji poliklinigine basvuran

adenomun yerlesimi, adenomun boyutu, eden

komorbiditeler,

\“ sy Zj f
5

medikal /cerrahi tedaviye cevabi, adenomun tani aninda ve
tedavi takibindeki hormonal degerleri, rezeksiyon oranlari,
tedavi sonrasi niiks/rezidii adenomlar ve RT tedavisi
gerekliligi goz oniine alinarak kapsamli retrospetif-kesitsel
bir

prolaktinomalarin sikligi, tani ve tedavisi ile klinik seyrini

epidemiyolojik calisma planladik. Amag
ortaya koyarak epidemiyolojik calismalarin hastaliklarin
klinik yonetimi agisindan 6nemine vurgu yapmaktir. Makale

yazarin uzmanlik tezinden tiiretilmistir.

GEREC ve YONTEM
Bu calismada Eskisehir Osmangazi Universitesi Tip Fakiiltesi
Endokrinoloji 1980-2018  yillar
arasinda bagvurusu olan 667 hipofiz adenomu hastasi

Hastanesi béliimiine
retrospektif- gozlemsel olarak degerlendirildi ve 356
prolaktinoma hastasi ¢alismaya dahil edildi.

Hastalarin hastane bilgi yonetim sistemi ve hastalarin kayith
oldugu endokrin dosyalarindan bilgileri tarandi. Taranan
bilgiler; hasta yasi, cinsiyet, tani yagi, takip yili, bagvuru
sikayeti, adenomun boyutu, yerlesimi, hipofiz adenomunun
tan1 aninda ve tedavi sonrast hormon diizeyleri, varsa
kullanilan medikal tedavi c¢esidi, hipofiz adenomunun
operasyon sayisi ve sekli, medikal yada cerrahi tedavi oncesi
ile sonras1 adenom boyutu ve varsa rezidii/niiks hipofiz
adenom boyutu, kiazma basisi, postop hormon aktivitesi,
adenoma yonelik varsa RT oykisiiydi. Calismaya dahil
edilme kriteri 1980-2018 yillar1 arasinda laboratuar ve
goriintilleme ile prolaktinoma tanist almis olgular iken,
diglama kriteri olarak 18 yasindan kiigiik ve gebe olgular
olarak belirlendi. Caligmamizda kontrol grubu yoktu.
Calismaya dahil edilen prolaktinoma olgularinin tanilar
Tirkiye Endokrinoloji ve Metabolizma Derneginin Hipofiz
Hastaliklar1 tani, tedavi ve izlem kilavuzu egliginde
laboratuar ve klinik bulgular ile beraber degerlendirilerek
konuldu. Caligmaya dahil edilen hastalarn bagvuru
semptomu ESOGU endokrinoloji poliklinik takiplerinde
alian anamnezlerden yararlanilarak olusturuldu. Hastalarin
tanidaki, preoperatif ve postoperatif adenom boyutlari,
hipofiz
konuldugunda MR ile saptanan adenom boyutlar1 <10 mm

MR goriintilemesi ile degerlendirildi. Tam
ise mikroadenom, >10 mm ise makroadenom, >40 mm ise
dev adenom olarak kabul edildi. Hipofiz adenomu kavernoz
sinise invazyon gostermigse invaziv adenom olarak
adlandirildi. Istatistik hesabinda adenomdaki en biiyiik
boyutun milimetre cinsinden uzunlugu kullanild.
Istatistiksel Analizler

Degerlendirme istatistikleri;

sonuglarinin  tanimlayici

kategorik degiskenler i¢in say1 ve yiizde (n, %), sayisal
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degiskenler i¢in ortalama (mean), standart sapma (s.s.),
olarak verilmistir. Bu ¢aligmada kategorik degiskenler icin
kikare testi ve oranlar t testi uygulandi. Frekans ve yiizde
seklinde gosterildi. Degiskenler arasindaki iliskiyi test etmek
icin sperman korelasyon analizi uygulandu. Istatistikler IBM
SPSS Statistics 20.0 (SPSS Inc Chicago Minois) programi
kullanildu. Istatistiksel anlamlilik diizeyi p<0.05 olarak alindi.
Calismamiz, Diinya T1p Birligi Helsinki Bildirgesi’ne uygun
olarak dizenlenmis olup ¢alisma protokolil icin Eskisehir

Osmangazi Universitesi Tip Fakiiltesi Girisimsel olmayan
Etik Kurulu'ndan etik kurul onayr alinmigtir (02, 18/09/18 ).

BULGULAR

356 olgularinin
bakildiginda 305’inin (%85.7) kadin, 51’inin (%14.3) erkek
oldugu gorildi (p<0.001). Radyolojik olarak 263’tiniin

(%73.9) mikroadenom, 63’iiniin (%17.7) makroadenom ve

prolaktinoma cinsiyet  dagilimina

30’'unun (%8.4) invaziv makroadenom oldugu izlendi.
Makroadenomlarin 6 (%1.6)’s1 dev adenom (>4cm) olarak
kaydedildi. Mikroadenomlar ise kadinlarda daha sik (%80)
goriildii(p<0.001). Makroadenom kadinlarda %20 iken,
erkeklerde %58 goriilmekteydi(p=0.015). Tani anindaki
adenom boyutu ile prolaktin diizeyi pozitif yonde iliskili
bulundu(r=0.318 p<0.001) (Tablo 1).

Tablo 1. Prolaktinomalarin katekteristik 6zellikleri

N\__

Insidental saptanan prolaktinomalarda %80’ kadin, %20’sini
erkek cinsiyet olusturdu (p<0.001). Mikroadenomlarin
%14.8’inin,

makroadenomlarin %46.2’sinin insidental oldugu saptandi.

makroadenomlarin  %19’unun ve invaziv

Tablo 2 ‘de makroadenom ve invaziv makroadenom ayni

grupta  degerlendirildi. Insidental olarak saptanan
prolaktinoma  olgularma  bakildiginda  insidental
makroadenomlarin  oran: insidental mikroadenomlara

nazaran daha fazla saptandi (%27.9 %14.8, Tablo 2).

Tablo 2. insidental prolaktinomalarda mikro ve makroadenom siklig

Prolaktinomada | Mikroadenom Makroadenom P
insidentaloma n n

Var 39 26 P<0.001
Yok 224 67

Kadinlarin %14,4’tinde, erkeklerin ise %7.8’inde infertilite
(p=0.035). %66.9’unda

/oligomenore goriiliirken; %28.9 'unda galaktore ve %10.5’

gortldi Kadinlarin amenore
inde hirsutizm tablosu vardi. Tablo 3’de gosterildigi gibi
hastalarin ilk gelis semptomlarinda amenore-oligomenore
daha (p<0.001).

semptomunun hirsutizm bulgusu arasinda iliski oldugu

stk gorildi Amenore-oligomenore

(p=0.020), galaktore bulgusu ile arasinda iligki olmadig
saptandi (p=0,131). Galaktore ve hirsutizm arasinda ise iligki

Degiskenler Prolaktinom
a bulunmad: (p=0.350) .
n(%) P Prolaktinoma hastalarinin medikal tedavisine bakildiginda
356 (%53,4) 241 (%80.9) hastaya kabergolin tedavisi, 53 (%17.8) hastaya
Tani yag1 (ort+sd) 35.1912.54 bromokriptin tedavisi verildigi kaydedildi. Opere olgularin
Cinsiyet Kadin 305 (%85.7) <0.001 | 37 (%47.4)’sinde niiks/reziidii kitle izlendi . %4.4 olguda RT
Erkek 51 (%14.3) s M
ihtiyact oldugu saptandi.
Radyolojik Mikroadenom 263 (%73.9) 0.001 I d W
Tiimor Makroadenom | 63 (%17.7) Tablo 3. Prolaktinomada semptomlarin goriilme siklig
Invaziv adenom | 30 (%8.4) Semptomlar Var n(%) Yok n(%)
insidentaloma Var 65 (%18.3) <0.001 Bag agrisi 124(% 34.8) 232 (%65.2)
Yok 291 (%81.7) *ad Kilo artis1 142(% 39.8) 214(% 60.2)
Anatomik Sellar 276 (%77.5) <0.001 Gorme ile iligkili semptomlar 26 (% 7.3) 330(% 92.7)
yerlesim Suprasellar 80 (%22.5) *ad Norolojik semptomlar 40 (%11.2) 316(% 88.8)
Operasyon Semptomatik 42 (%72.4) 0.001 Infertilite 48 (%13.4) 308 (%86.6)
<0.
nedeni Direngli 16 (%27.6) Amenore/Oligomenore 205(% 57.5) 143(% 42.5)
Operasyon sekli Transsfenoidal 51 (%87.9) 0.001 Galaktore 91 (%25.5) 264 (%74.5)
<0.
Transkranyal 7 (%12.1) Hirsutizm 32 (% 8.9) 324(% 91.1)
Postop niiks/kitle 0.463 Libido kayb1 16 (% 4.5) 340(% 95.5)
Var 37 (%47.4)
ad Jinekomasti 6(%1.7) 350 (%98.3)
Akral bitytime 4(%1.1) 352 (%98.9)
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TARTISMA
en 1)
mikroadenomlarin gorilme sikligi makroadenomlardan
daha fazladir,(2) kadinlarda mikroadenom daha sik
erkeklerde sik

saptandi,(3) tani anindaki adenom boyutu ile prolaktin

Calismadan  ¢ikan o6nemli  sonuglar:

goriilerken, ise  makroadenom daha
diizeyi pozitif yonde iliskili bulundu.

Hipofiz adenomlar igerisinde en sik kargilasilan gurup
prolaktinomalardir. Bu oran gesitli ¢aligmalarda yaklagik
%50 olarak rapor edilmistir(11,12). Genellikle 20-50 yas
kadinlarda sik goriilmektedir(13). Literatiir ile benzer olarak
bizim ¢aliygmamizda da hipofiz adenomlar: igerisinde
%53.4’liik oranla prolaktinoma ilk sirada yer aliyor.

Bu oranin nispeten daha fazla olmas: hastanemizin bélgenin
aym1 zamanda esas infertilite merkezi konumunda
olmasindan kaynaklandigini diistintiyoruz. Kadin oraninin
fazla olmasi (%87.7) da yine 6nceki ¢aliymalar1 destekler
mabhiyettedir. Calismamizda prolaktinomanin gortldigi yas
(35.19+12.54)

gostermektedir.

aralig1 yine literatiir ile benzerlik

Colao ve arkadaslar1 (14) makroprolaktinoma oranlarimnin
erkeklerde,
kadinlarda daha sik oldugunu bildirmiglerdir. Bizim
caligmamizda da erkeklerde (%58) kadinlara (%20) kiyasla

mikroprolaktinomanin ise belirgin olarak

makroprolaktinomanin daha sik oldugu saptandi. Yine
literatiir ile benzer sekilde kadinlarda mikroprolaktinoma
orani (%80) daha yiiksek bulundu. Bunun kadmlarin daha
erken amenore ve galaktore gibi semptomlar gostermesine
Erkek

gelen patoloji

bagli oldugunu distniyoruz. infertilitesinde
ilk akla

cogunlukla makroadenom boyutuna ulagarak norolojik

prolaktinoma olmadigindan

semptomlar ile tani almaktadir. Insidental
makroadenomlarin insidental mikroadenomalara nazaran
fazla oranda goriilmesi fikrimizce hastalarda adenom boyutu
arttik¢a olusan nérolojik semptomlarla birlikte ilgili boliime
bagvurulara baghdir. Daha once bir ¢ok ¢aligmada
belirtildigi gibi tiimor boyutu arttika prolaktin diizeyinde de
artis olmaktadir(15). Bizim ¢alijmamizda da tani anindaki
adenom boyutu ile prolaktin diizeyi pozitif yonde iliskili
bulundu (r=0.318 p<0.001).

Prolaktinoma genel olarak amenore /oligomenore, galaktore,

hirsutizm, infertilite, libido kaybi ve erektil disfonksiyon gibi

semptomlar sergilemektedir. Onceki calismalarda amenore
%10-%25, galaktore ve %30

oraninda rapor edilmistir (16,17). Bizim ¢aliyjmamizda ise

/oligomenore infertilite
amenore /oligomenore %66.9, galaktore ve infertilite orani
ise %43.1 olarak saptanmistir. Her iki oranin da literatiire
kiyasla daha fazla saptanmis olmasi fikrimizce yukarida
belirtildigi tizere aktif olarak hizmet veren {ireme saglig
merkezinin etkisine baglidir.

Medikal tedavide genel olarak bromokriptin ve kabergolin
kullanilmakla birlikte diisiik yan etki profili ve daha giigli
etki nedeniyle ¢ogunlukla kabergolin tercih edilmektedir
(13). Nitekim bizim ¢aliyjmamizda da medikal tedavi alan
olgularin %80.9'u kabergolin aliyordu. Medikal tedavi ile
prolaktin diizeyleri kontrol altina alinamayan olgulara
cerrahi tedavi uygulaniyor. Burada da onerilen esas yontem
TS(transsfenoidal) cerrahidir. Ozellikle mikroadenomlarda
cerrahi tedavi uygulanacak ise %65-%85 oranlarda TS
cerrahi tercih ediliyor.

Makroprolaktinomlarda ise TS tercih orani %30-%40 olarak
rapor edilmistir (13). Caligmamizda yaklagik %22.2 oranda
uygulanan cerrahi tedavinin %87.9'u TS cerrahi oldugu
saptanmustir ki, yine bu da 6nceki ¢aligmalara benzer bir
bulgudur. Prolaktinoma tedavisinde medikal ve cerrahi
tedavi esas yontemler olsa da direngli vakalarda radyoterapi
de uygulanmaktadir. Ancak bu oran tim prolaktinoma
vakalarinin yaklagik %5’den azini olusturmaktadir (15,18).
Bizim ¢alismamizda da RT kullanim oram %4.4 olarak
literatiir ile benzerdir. Caligmamizdaki en 6nemli kisitlilik

verilerin geriye doniik toplanmis olmasidir.

SONUC
Sonug olarak ¢aligmamizdan elde edilen bilgilerin genelinin
literatiir ile uyumlu oldugunu saptadik. Prolaktinomaya
bagli gelisen infertilite durumunun literatiire nazaran fazla
olmasi ise aktif infertilite merkezimizin etkisine bagli oldugu
kanaatindeyiz. Geng ve orta yaslarda ortaya ¢ikan bu klinik
tablo toplum i¢in saglk ve is giici kaybina neden
oldugundan erken tani ve tedavisi biiyiik 6neme haizdir.
Dolayisiyla prolaktinomayr akla getirici semptomlarin
irdelenmesi, erken tani ve tedavisinin igerigini olugturan ve
de klinik seyrinin bulundugu ¢ok merkezli ve prospektif

caligmalara ihtiyag vardir.
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Cikar ¢atismasi:

Yazarlar herhangi bir c¢ikar catismasi olmadigini beyan
ederler

Finansman

Yazar(lar), ¢aligmanin finansman destegi olmadigini beyan
eder.

Dipnot:

Bu makale, Eskigehir Osmangazi Universitesinde Duygu
KESEBI ISGANDEROV’un Medine Nur KEBAPCI
danigmanhinda yiiriittiigi " HIPOFIZ ADENOMLARININ
KLINIK, LABORATUAR VE MEDIKAL OLARAK
RETROSPEKTIF DEGERLENDIRILMESI" baglikli yiiksek

lisans/doktora tezinden tiretilmistir

A\
( ~ale )
( )
N7
<

38



: : AN
l []/\ Hippocrates Medical J. 2024;4(2): 34-39 <y} ‘%, ‘,’>
J KESEBI ISGANDERQV ve KEBA PCI: Prolaktinomalarin retrosnektif { )
, N
Kaynaklar
. Kovacs K. Tumors of the pituitary gland. Atlas of Tumor 11. Daly AF, Rixhon M, Adam C, Dempegioti A,
Pathology fascicle 21, 2nd series. 1986:1-269. Tichomirowa MA, Beckers A. High prevalence of pituitary

. Ezzat S, Asa SL, Couldwell WT, Barr CE, Dodge WE, Vance adenomas: a cross-sectional study in the province of Liege,
ML, et al. The prevalence of pituitary adenomas: a Belgium.l The Journal of Clinical Endocrinology ¢
systematic review. Cancer: Interdisciplinary International ~ Metabolism. 2006;,91(12):4769-75.

Journal of the American Cancer Society. 2004;101(3):613- 12. Tjérnstrand A, Gunnarsson K, Evert M, Holmberg E,
9. Ragnarsson O, Rosén T, et al. The incidence rate of pituitary

. Chong BW, Kucharczyk W, Singer W, George S. Pituitary adenomas in western Sweden for the period 2001-2011.
gland MR: a comparative study of healthy volunteers and ~ European Journal of Endocrinology. 2014;171(4):519-26.
patients with microadenomas. American Journal of 13. Gillam MP, Molitch ME, Lombardi G, Colao A. Advances
Neuroradiology. 1994;15(4):675-9. in the treatment of prolactinomas. Endocrine reviews.

. Erbas T. Hipofiz Adenomlarmin  Endokrinolojik — 2006;27(5):485-534.

Degerlendirilmesi. Hipofiz Adenomlari. 2008;1:138-65. 14. Colao A, Di Sarno A, Cappabianca P, Briganti F,

. Glezer A, Bronstein MD. Prolactinoma. Arquivos Pivonello R, Di Somma C, et al. Gender differences in the
Brasileiros  de  Endocrinologia ¢ Metabologia. prevalence, clinical features and response to cabergoline in
2014;58(2):118-23. hyperprolactinemia. European journal of endocrinology.

. Grubu THC. Hipofiz Hastaliklari Tani, Tedavi ve izlem 2003;148(3):325-31. )
Kilavuzu. Ankara, Tiirkiye Endokrinoloji ve Metabolizma 15 Melmed S, Casanueva FF, Hoffman AR, Kleinberg DL,

Dernegi. 2019. Montori VM, Schlechte JA, et al. Diagnosis and treatment of
Yatavelli RKR. Bhusal K. Prolactinoma.  StatPearls hyperprolactinemia: an Endocrine Society clinical practice
' [Internet]: Statlsearls Publisl.zing 2018, ' guideline. The Journal of Clinical Endocrinology ¢

Metabolism. 2011;96(2):273-88.
16. Mancini T,  Casanueva  FF,  Giustina  A.
oSl . . . . Hyperprolactinemia and prolactinomas. Endocrinology and
prolactin in disconnection hyperprolactinaemia need re- : . . ) .
definition? A study of 226 patients with histologically meta.bolzsm.clmzcs of North America. 2008,37('1).67'-99.
verified non-functioning pituitary macroadenoma. Clinical 17- C’“‘f””’ A, Dal.y AF, Beckers A. The epidemiology of
endocrinology. 2006;65(4):524-9. prolactinomas. Pituitary. 2005;8(1):3-6.

. Porta-Etessam ], Ramos-Carrasco A, Berbel-Garcia A, 18 Casanueva FF, Molitch ME, Schlechte JA, Abs R, Bonert
Martinez-Salio A, Benito-Ledn J. Clusterlike headache as V> Bronstez:n MDf et al. Guidelines of the Pituitary.Society
first manifestation of a prolactinoma. Headache: The f""’ 'the dzagn?szs and management of prolactinomas.
Journal of Head and Face Pain. 2001;41(7):723-5. Clinical endocrinology. 2006;65(2):265-73.

. Karavitaki N, Thanabalasingham G, Shore HC, Trifanescu
R, Ansorge O, Meston N, et al. Do the limits of serum

10. Duskin-Bitan H, Shimon I. Prolactinomas in males: and

differences? Pituitary. 2020;23(1):52-7.

39



o

sos0,

RESEARCH ARTICLE / ARASTIRMA MAKALESI

Am

Analysis of Patients Consulted to the Neurosurgery Clinic from

the Emergency Department and Evaluation of Mortality

Acil Servisten Norosirurji Klinigine Konsiilte Edilen Hastalarin

Abstract

Analizi ve Mortalitenin Degerlendirilmesi

Mustafa ALPASLAN!, Sultan OZSELCUK?

'Department of Emergency Medicine, Nevsehir State Hospital, Nevsehir, Turkey
*Department of Internal Medicine, Faculty of Medicine, Nevsehir State Hospital, Nevsehir, Turkey
Yazigma Adresi / Correspondence

Mustafa ALPASLAN

Department of Emergency Medicine, Nevsehir State Hospital, Nevsehir, Turkey

e-mail : mustafalpaslan@gmail.com

Gelis Tarihi / Received : 14.06.2024 Kabul Tarihi / Accepted: 16.07.2024
Mustafa ALPASLAN http://orcid.org/0000-0003-3170-0125 mustafalpaslan@gmail.com

Sultan OZSELGUK http://orcid.org/0000-0002-2168-9818sultanaozselcuk@hotmail.com
Hippocrates Medical Journal / Hippocrates Med ] 2024, 4(2):40-47 DOI: https://doi.org/10.58961/hmj.1501247

Introduction

Materials and
Methods

Results

Conclusion

Keywords

To analyze neurosurgical consultations in emergency department admissions, to reveal the characteristics of patients in need of neurosurgery
and to analyze mortality in patients.

The study was conducted retrospectively in the emergency department of a secondary care hospital. All patients consulted to the neurosurgery
clinic from the adult emergency department between 01.01.2023-31.12.2023 were evaluated in the study. Demographic data, admission and/or
admission complaint, diagnosis, comorbid disease status, anticoagulant use, surgical procedure status, Glasgow Coma Score at the time of
arrival to the emergency department, duration of hospitalization and in-hospital mortality status were analyzed.

595 patients were evaluated in the study. 59.5% of the patients were male and the mean age was 45.17+25.77 years. The most common type of
admission was general body trauma due to fall (48.9%). The most common diagnosis was isolated lumbar vertebral fracture (15%). Intensive
care unit hospitalization, surgical procedures and mortality rates were significantly higher in patients with a lower Glasgow Coma Score at
admission (p<0.05). Anticoagulant use was significantly higher in patients with intracranial hemorrhage (p=0.006). The length of
hospitalization was significantly higher in patients with cranial hemorrhage compared to other cases (p=0.000). Surgical procedures were
performed in 9.4% of the patients (n=56). In total, 45 patients died (7.6%), including three in the emergency department.

Neurosurgical consultations are extremely important in the emergency department and the majority of patients with pathology were found to be
at risk for morbidity and mortality due to intracranial hemorrhage and spinal cord injury.

Emergency Department, Neurosurgery, Head Trauma, Spinal Cord Injury, Mortality.
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Acil servis bagvurulari icerisindeki norosirurji konsiiltasyonlarini analiz ederek norosirurji ihtiyaci olan hastalarin ézelliklerinin ortaya
konulmasi ve hastalarda mortalite analizinin yapilmasidir.

Calisma retrospektif olarak ikinci basamak bir hastanenin acil servisinde yapilmistir. Caligmada 01.01.2023-31.12.2023 tarihleri arasinda
erigkin acil servisten nérosirurji klinigine konsiilte edilen tiim hastalar degerlendirildi. Hastalarda demografik veriler, bagvuru ve/veya kabul
sikayeti, teshis, komorbit hastalik durumu, antikoagiilan kullanimi, cerrahi islem durumu, acil servise gelis anindaki Glaskow Koma Skoru,
hastanede yats siiresi ve hastane i¢i mortalite durumu analiz edildi.

Caligmada 595 hasta degerlendirildi. Hastalarin % 59,5’i erkeklerden olugmakta olup yas ortalamas1 45,17+25,77 oldu. Hastalarda en sik
goriilen kabul sekli diismeye bagli genel viicut travmasi (%48,9) oldu. Hastalarda konulan teshislere bakildiginda en sik izole lomber vertebra
fraktiirii (%15) oldugu goriildii. Kabul aninda Glaskow Koma Skoru diisiik olanlarda yogun bakim yatisi, cerrahi islem yapilma ve mortalite
orani anlamli derecede daha yiiksekti (p<0,05). Antikoagiilan kullaniminin intrakranial kanama olanlarda anlamli oranda yiiksek oldugu
gorildi (p=0,006). Kranial kanama olan hastalarin yatis siiresi diger vakalara gore anlamli oranda daha yiiksekti (p=0,000). Hastalarin
%9,4’tine (n=56) cerrahi islem yapildi. Toplamda acil serviste {i¢ olmak {izere 45 hasta 6liimle (% 7,6) sonland1.

Noérosirurji konsiiltasyonlar: acil servis agisindan son derece 6nemli olup patoloji saptanan hastalarin biyiik ¢ogunlugunun intrakranial
kanama ile spinal kord yaralanmas: gibi durumlara bagli olarak morbidite ve mortalite agisindan riskli hastalar oldugu gorildii.

Acil Servis , Kafa Travmasi, Mortalite , Norosirurji Spinal Kord Yaralanmasi.
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INTRODUCTION
Emergency department (ED)s are units where all patient
groups are evaluated extensively and medical care and
treatment services are provided. Emergency departments
offer the diagnosis and treatment of acute and chronic
diseases, as well as the opportunity to perform emergency
surgical intervention and hospitalization and treatment of
patients when necessary in an organized manner with other
clinics (1,2). The neurosurgery clinic is one of the most
frequently requested clinics for consultation in traumatic
and non-traumatic cases (3). The number of neurosurgeons
is quite low worldwide and it is reported that there is one
neurosurgeon per 80.000 people in developed countries and
one neurosurgeon per one million people in African
countries (4).
Neurosurgical consultations requested from the ED are
most frequently due to head trauma and spinal injuries, and
the majority of patients present a high risk in terms of
mortality and morbidity (4). It has been reported that
traumas are the leading cause of death especially in the
young population in underdeveloped and developing
countries in the world and the majority of these are due to
head trauma (5-7). Prompt treatment of injuries occurring
after head trauma is predicted to be effective in preventing
morbidity and mortality (5-7). Spinal injuries are quite
devastating in terms of individual and social damage and
may cause temporary and permanent loss of motor, sensory
and autonomic functions (8,9).
In this study, we aimed to reveal the characteristics of
patients who needed neurosurgery by analyzing
neurosurgery consultations in ED admissions of a secondary
hospital and to analyze mortality in patients.

MATERIALS AND METHODS

Data Collection and Analysis

This retrospective study was conducted in the ED of a
hospital located in a tourism region and providing
secondary health care services. In the study, all patients
(including pediatric trauma patients) consulted to the
neurosurgery clinic from the adult ED between 01.01.2023-
31.12.2023 were evaluated. We obtained data that 608
patients were consulted to the neurosurgery clinic within the
specified period. Patients who did not generate sufficient
data were excluded from the study and the study was
completed with 595 patients. Demographic data, admission
and/or admission complaint, diagnosis, comorbid disease
status, anticoagulant use, surgical procedure status, Glasgow
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Coma Score (GCS) at the time of arrival to the ED, duration
of hospitalization and in-hospital mortality status were
analyzed. When evaluating the Glasgow Coma Score, patients
were classified into three groups as low risk (13-15), medium
risk (8-12) and high risk (3-8). General comparative analyses
were performed within the scope of the study. Data of
surviving and deceased patients were compared.

Data were collected through the hospital electronic data
system (SISOFT operating system). In the hospital electronic
data system, the list of patients consulted from the ED to the
neurosurgery clinic within the specified time interval was first
filtered. The protocol numbers of the patients were recorded
and then the data of these patients were accessed individually.
Data on comorbid diseases and medication use were accessed
from the demographic data and past examination records of
the patients stored in the data system. Data on patient clinical
findings were accessed with the information recorded in the
system by the relevant physician. Data on the duration of
hospitalization and mortality were obtained from the
patient's data recorded in the electronic system. Patient data
were transferred in the data recording form prepared before
the study.

Ethics Committee Approval

Hacibektag Veli University Non-Interventional Clinical
Research Ethics Committee approval was obtained with
decision number 2024/05 and dated 21/03/2024.

Statistical Analysis

Statistical Package for Social Sciences for Windows 21.0
(SPSS 21.0) was used to analyze the data. The conformity of
the data to normal distribution was evaluated by histogram
and Q-Q graphs and Shapiro-Wilk test. Homogeneity of
variance was tested by Levene's test. Independent two-sample
Student's T test was used for intergroup comparisons.
Pearson 2 analysis and Fisher exact x2 test were used for
comparisons of categorical data. Pearson correlation analysis
test was used to evaluate the data related to mortality. The
results were presented as mean + SD or frequency
(percentage) and the significance level was accepted as p<0.05
with a 95 percent confidence interval.

RESULTS
595 patients were evaluated in the study. 59.5% of the patients
were male and the mean age was 45.17+25.77 years (Table 1).
When the distribution of admissions according to age ranges
was analyzed, it was observed that the highest number of
admissions was in the 61-80 age range (24.4%) (Table 2).
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Table 1. Comparison of general data and mortality

Datas General Distrubition Survival Death p*

Age (Average) 45.17+25.77 43.79+25.40 61.97+24.56 0.000*

Gender

Male 354 (59.5) 328 (59.6) 26 (57.8) 0.875

Woman 241 (40.5) 222 (40.4) 19 (42.2)

Comorbidity

Hypertension 91 (25.3) 65 (71.4) 28 (28.6) 0.000?

Diabetes Mellitus 24 (4) 18 (75) 6 (25) 0.006

Coronary Artery Disease 39 (6.6) 32 (82.1) 7 (17.9) 0.021

Previous Surgery 56 (9.4) 45 (80.4) 11 (19.6) 0.002

Anticoagulant Use

No use 550 (92.4) 512 (93.1) 38 (6.9)

Acetyl Salicylic Acid 15 (2.5) 13 (86.7) 2(13.3)

Warfarin 13 (2.2) 10 (76.9) 3(23.1)

Clopidogrel 2(0.3) 2 (100) 0 (0)

Acetyl Salicylic Acid + 6(1) 5(83.3) 1(16.7) 0.393

Clopidogrel

Rivaroxaban 6(1) 5(83.3) 1(16.7)

Apiksaban 2(0.3) 2 (100) 0(0)

Tikagrelor 1(0.2) 1(100) 0(0)

GCS at the Time of

Application**

Average 13.80+3.09 14.36+2.14 6.95+4.41 0.000?

3-8 (High Risk) 44 (7.4) 17 (38.6) 27 (61.4)

9-12 (Medium Risk) 34 (5.7) 24 (70.6) 10 (29.4) 0.000

13-15 (Low Risk) 517 (86.9) 509 (98.5) 8 (1.5)

Emergency Service Result

Discharged 294 (49.4) 294 (100) 0(0)

Service Hospitalization 66 (11.1) 66 (100) 0(0)

Intensive Care 169 (28.4) 128 (75.7) 41 (24.3) 0.000

Hospitalization

Referral to Another Center 63 (10.6) 62 (98.4) 1(1.6)

Death 3(0.5) 0(0) 3 (100)

Treatment

Conservative Treatment and 539 (90.6) 505 (93.7) 34 (6.3)

Clinical Monitoring 0.002

Surgery 56 (9.4) 45 (80.4) 11 (19.6)

Length of Hospitalization

Minimum-maximum 0-111 0-55 0-111 0.000°

Average day 4.87+11.68 3.60+7.23 20.46+30.35

Total 595 (100) 550 (92.4) 45 (7.6)

**GCS: Glascow Coma Score

Data are expressed as mean+standard deviation and n (%).
*Student's T-test analysis was performed between two independent groups for the comparison of survival and death outcomes.
*Pearson correlation analysis was performed between variables.
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When we analyzed the applicants according to gender in age
ranges, it was observed that there were more male applicants
in general, while there were significantly more female
applicants (57.1%) in the 81-100 age range (p= 0.045). In the
distribution of admissions by month, the highest number of
admissions was in August (11%, n=66) and the lowest
number of admissions was in January (5.9%, n=35). The
most common mode of admission was general body trauma
due to fall (48.9%), headache (18.7%) and impaired
consciousness (10.6%), respectively. Comparative analysis
of admission patterns according to gender showed no
significant difference. However, there was a significant
difference in the acceptance patterns according to age ranges
(p=0.000). As shown in Table 2, cases of falling and being hit
by a falling object were more common in the 0-20 age range,
while cases of impaired consciousness and limb weakness
were more common in older ages. The most common
diagnoses were isolated lumbar vertebral fracture (15%),
intraparenchymal hemorrhage (10.6%) and combination of
thoracic and lumbar vertebral fractures (10.4%). There was
no significant difference in the comparison of diagnoses
according to gender (p=0.364). However, there was a
significant difference between age groups and diagnoses
(p=0.000). As shown in Table 2, skull bone fractures and
intraparenchymal hemorrhage were seen in the 0-20 age
range, vertebral fractures were mostly seen in the 41-60 age
range and subdural hemorrhage was seen in older ages.
Table 1 shows the distribution of general data of the patients.
In general, hypertension (HT) was the most common
comorbid disease (25.3%). The most common anticoagulant
use was acetylsalicylic acid (ASA) (2.5%) and warfarin
(2.2%). The mean GCS at admission was 13.80+3.09.
Regarding the outcome from the ED, 294 patients (49.4%)
were discharged. Surgical procedures were performed in
9.4% of the patients (n=56). The mean duration of
hospitalization was 4.87+£11.68 (0-111) days. In total, 45
patients died (7.6%), including three in the ED. There was a
significant result in the comparison between the GCS
evaluation at the time of admission to the ED and the type
of admission. The most common GCS value was between 3
and 8 in patients admitted with general body trauma and
unconsciousness after a fall. In the comparison between the
diagnosis and the GCS value at the time of admission, it was
seen that the GCS value of patients with skull bone fracture

and intraparenchymal hemorrhage was significantly higher

than the other cases and was in the range of 3 and 8 points
(p=0.000). In terms of clinical outcome, the rate of intensive
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care unit hospitalization was higher in patients with GCS
values between 3 and 8 (79.5%) and 9 and 12 (85.3%)
(p=0.000). The proportion of patients who underwent
surgical procedures was higher in patients with GCS values of
3 and 8 and 9 and 12 than in patients with GCS values of 13
and 15 (p=0.001).

According to the comparison of the length of hospitalization
according to admission status, the length of hospitalization of
patients admitted for general body trauma due to fall was
significantly higher than the other

cases (p=0.000). When the length of hospitalization was
analyzed according to the diagnosis, the length of
hospitalization of patients with cranial hemorrhage was
significantly higher than the other cases (p=0.000). Although
there was no significant correlation between anticoagulant
use and mortality (p=0.393), anticoagulant use was
significantly higher in patients with intracranial hemorrhage
(p=0.006). In the study, a comparison of survivors and cases
that ended in death was made. According to the data, the
mean age of deceased patients was significantly higher
(p=0.000).

Deceased patients had significantly lower GCS at admission
(p=0.000). The mortality rate was significantly higher in
patients hospitalized in intensive care unit (p=0,000). The
mortality rate was higher in patients who underwent surgical
procedures compared to those who underwent conservative
treatment (p= 0.002). When the length of hospitalization was
analyzed, the mean length of hospitalization was significantly
higher in patients who died (p=0.000). There was a significant
difference between the reasons for admission and mortality
(p=0.000). As shown in Table 3, the most common causes of
death were general body trauma due to fall (40%) and
impaired consciousness (31.1%). The mortality rate was
higher in patients admitted with syncope and fainting (50%)
and epileptic seizures (25%). There was also a significant
difference between diagnosis and mortality (p=0.000). As
shown in Table 3, 53.3% of the cases that ended in death were
patients with intraparenchymal hemorrhage. In general,
cranial hemorrhage was predominant in the majority of cases
that ended in death and patients with vertebral fractures had
alower mortality rate. The data are presented in detail in table
1 and table 3. Pearson correlation analysis test was performed
on the mortality of the patients and it was observed that the
mortality rate increased with increasing age and duration of
hospitalization (p=0.000). When comorbid disease status was
analyzed, mortality rate was found to be significantly higher
in patients with HT (p=0.000). In addition, there was a
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significant correlation between low GCS at admission and
mortality (p=0.000) (Table 1).
Table 2. Distribution of the reason for admission and diagnoses
Application / Clinical Gender Range of Age
Finding Female Male P 0-20 21-40 41-60 61-80 81-100 P*
General Body Trauma due 112 (38.5) 179 (61.5) 95 (32.6) 64 (22) 66 (22.7) 50 (17.2) 16 (5.5)
to Fall
Headache 45 (40.5) 66 (59.5) 12 (10.8) 30 (27) 30 (27) 31(27.9) 8(7.2)
Disorder of Consciousness 28 (44.4) 35 (55.6) 7 (11.1) 4(6.3) 12 (19) 27(42.9) | 13
(20.6)
Low Back Pain 20 (47.6) 22 (52.4) 0(0) 16 (38.1) 14 (33.3) 8 (19) 4(9.5)
Being Under a Falling 16 (61.5) | 10(38.5) 8(30.8) | 6(23.1) | 4(15.4) 7(269) | 1(3.8)
Object 0.173 0.000
Limb Weakness 7 (33.3) 14 (66.7) 0(0) 1(4.8) 3(14.3) 11 (52.4) 6 (28.6)
Neck Pain 5(35.7) 9 (64.3) 0(0) 4(28.6) 7 (50) 3(21.4) 0(0)
Battery 0(0) 9 (100) 1(11.1) 6 (66.7) 2(33.3) 0(0) 0(0)
Epileptic Seizure 4 (50) 4 (50) 0(0) 1(12.5) 2 (25) 5(62.5) 0(0)
Syncope and Fainting 3 (50) 3 (50) 0(0) 1(16.7) 2(33.3) 2(33.3) 1(16.7)
Nausea and Vomiting 1 (50) 1 (50) 1 (50) 1 (50) 0 (0) 0 (0) 0(0)
Visual Impairment 0(0) 2 (100) 0(0) 0(0) 1 (50) 1 (50) 0(0)
Diagnosis
Cervical Vertebra Fracture 12 (52.2) 11 (47.8) 2(8.7) 5(21.7) 10 (43.5) 6(26.1) 0(0)
Thoracic Vertebral Fracture | 20 (44.4) 25 (55.6) 4(8.9) 14 (31.1) | 16(35.6) 7 (15.6) 4(8.9)
Lumbar Vertebral Fracture 40 (44.9) 49 (55.1) 6(6.7) 26(29.2) | 34(38.2) 18 (20.2) | 5(5.6)
Cervical + Thoracic 0(0) 2 (100) 0(0) 0(0) 1 (50) 1 (50) 0(0)
Vertebral Fracture
Lumbar + Thoracic 26 (41.9) 36 (58.1) 18 (29) 16 (25.8) 14 (22.6) 11 (17.7) 3(4.8)
Vertebral Fracture
Skull Bone Fracture 25 (42.4) | 34(57.6) 44(74.6) | 11(18.6) | 3(5.1) 1(1.7) 0(0)
Skull Bone Fracture + 5(20.8) 19 (79.2) 11 (45.8) | 11(45.8) | 0(0) 2(8.3) 0(0)
Intracranial Hemorrhage
Intraparenchymal 29 (46) 34 (54) 2(3.2) 3(4.8) 15 (23.8) 31(49.2) | 12(19)
Hemorrhage
Epidural Bleeding 7 (33.3) 14 (66.7) 8(38.1) | 5(23.8) | 3(14.3) 5(23.8) | 0(0) 0.000
Subdural Hemorrhage 19 (40.4) 28 (59.6) 0.364 | 6(12.8) 10 (21.3) | 4(8.5) 15 (31.9) 12
(25.5)
Subarachnoid Hemorrhage 14 (37.8) 23(62.2) 6(16.2) 8(21.6) 12 (32.4) 9(24.3) 2 (5.4)
Intracranial Mass / 18 (40.9) 26 (59.1) 0(0) 4(9.1) 15 (34.1) 20 (45.5) | 5(11.4)
Metastasis
Disc Herniation 6 (50) 6 (50) 1(8.3) 4(33.3) 3(25) 4(33.3) 0(0)
Meningioma 3 (60) 2 (40) 0(0) 1(20) 0(0) 3 (60) 1(20)
Hydrocephalus 1(25) 3(75) 0(0) 0(0) 2 (50) 2 (50) 0(0)
Sinus Vein Thrombosis 1 (100) 0(0) 0(0) 1 (100) 0(0) 0 (0) 0(0)
Ischemic Stroke 1 (100) 0(0) 0(0) 0(0) 0(0) 0(0) 1 (100)
Hypertensive 0 (0) 1 (100) 0(0) 0(0) 0(0) 1 (100) 0(0)
Encephalopathy
No Pathology 14 (25.5) 41 (74.5) 16 (29.1) 14 (25.5) 11 (20) 10 (18.2) | 4(7.3)
241 (40.5) | 354 (59.5) 124 134 143 (24) 145 49 (8.2)
Total (20.8) (22.5) (24.4)

Data are expressed as n (%).

*Pearson X2 analysis and Fisher exact 2 test were used to compare categorical data.

44




| nj

Hippocrates Medical J. 2024;4(2):40-47 < )
ALPASLAN and OZSELGUK. : Analysis of patients consulted to the neurosurgery clinic

AN

Table 3. Comparison of the reason for admission and
diagnoses in patients

Application / Clinical Finding /S(yl.(l)l)‘VlVOI‘ (n Zle/a;)}; p*
General Body Trauma due to 273(93.8) 18 (6.2)
Fall

Headache 106 (95.5) 5(4.5)
Disorder of Consciousness 49 (77.8) 14 (22.2)
Low Back Pain 42 (100) 0(0)
Being Under a Falling Object 25 (96.2) 1(3.8)
Limb Weakness 20 (95.2) 1(4.8) 0.000
Neck Pain 14 (100) 0(0)
Battery 8(88.9) 1(11.1)
Epileptic Seizure 6 (75) 2 (25)
Syncope and Fainting 3 (50) 3 (50)
Nausea and Vomiting 2 (100) 0(0)
Visual Impairment 2 (100) 0(0)
Diagnosis

Cervical Vertebra Fracture 23 (100) 0(0)
Thoracic Vertebral Fracture 44 (97.8) 1(2.2)
Lumbar Vertebral Fracture 89 (100) 0(0)
Cervical + Thoracic Vertebral 1 (50) 1 (50)
Fracture

Lumbar + Thoracic Vertebral 61 (98.4) 1(1.6)
Fracture

Skull Bone Fracture 57 (96.6) 2(3.4)
Skull Bone Fracture + 19 (79.2) 5(20.8)
Intracranial Hemorrhage

Intraparenchymal Hemorrhage 39 (61.9) 24 (38.1)
Epidural Bleeding 19 (90.5) 2(9.5) 0.000
Subdural Hemorrhage 43 (91.5) 4(8.5)
Subarachnoid Hemorrhage 34(91.9) 3(8.1)
Intracranial Mass / Metastasis 42 (95.5) 2 (4.5)
Disc Herniation 12 (100) 0(0)
Meningioma 5(100) 0(0)
Hydrocephalus 4 (100) 0(0)
Sinus Vein Thrombosis 1 (100) 0(0)
Ischemic Stroke 1 (100) 0(0)
Hypertensive Encephalopathy 1 (100) 0(0)

No Pathology 55 (100) 0(0)
Total 550 (92.4) | 45(7.6)
Data are expressed as n (%).

*Pearson X2 analysis and Fisher exact X2 test were used to compare
categorical data.

DISCUSSION
Trauma is one of the most important causes of morbidity and
mortality in the world (10). In a study, it was observed that
the most common trauma-related prehospital and in-
hospital deaths in the first 24 hours were due to injuries in
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the head and neck region (11). Similarly, studies have
reported that the majority of patients consulted to the
neurosurgery clinic from the ED consisted of traumas. Fall,
traffic accident and battery are the most common types of
trauma (12,13). In our study, the most common reason for
admission was fall-related injuries (48.9%). In a similar study
by Senguldur et al. it was observed that the most common
reason for admission was injuries due to falls (35.7%) (3). In
our study, the mean age of the patients was 45.17+25.77
years. In a study evaluating patients admitted to the ED after
head trauma, the mean age was reported to be 34.22+22.2
years (14). In a study in which patients with traumatic spinal
cord injury were analyzed, it was observed that the most
common age range was 18-44 years (15). In a study by
Senguldur et al. similar to our study, the mean age of the
patients was 57 (37-68) years (3). The mean age obtained in
our study is close to the literature data. In fact, in this study,
we found that head trauma-related injuries were more
common in younger ages and spinal cord injuries were more
common in the young and middle age group. We attribute
this to the fact that head injuries due to falls are more
common in trauma-related injuries, especially in children,
and that the young and middle-aged patients are more active
in social life and face more trauma.In a study by Avci et al.
on trauma-related deaths in the ED, 76% of the patients were
male (11). In a study conducted on patients for whom
neurosurgical consultation was requested from the ED, the
rate of male patients was 63.3% (3). In a study on spinal cord
injuries, the rate of male patients was 71.6% (15). In our
study, the rate of male patients was 59.5%, which is
compatible with the literature. We attributed the lower rate
of male patients in our study to the fact that non-traumatic
cases were also evaluated in the study. Varma et al. reported
the order of frequency of vertebral injury as cervical, thoracic
and lumbosacral (16). Similarly, Uras et al. reported the
frequency of injury in the cervical, thoracic and lumbar
regions, respectively (15). In our study, lumbar and
thoracolumbar vertebral fractures were more common.
According to a study by Varma et al. the mortality rate is
higher in cervical and thoracic injuries than in lumbosacral
injuries (16). In the study conducted by Uras, it was observed
that the mortality rate increased 14.2 times in patients with
cervical level injuries compared to those without cervical
level injuries (15). In our study, cervicothoracic, thoracic and
thoracolumbar injuries were observed in three cases that
ended in death. The most commonly used method in terms

45



Hippocrates Medical J. 2024;4(2):40-47 < )
ALPASLAN and OZSELGUK. : Analysis of patients consulted to the neurosurgery clinic

AN

| nj

of determining prognosis and clinical follow-up in the
neurologic examination of patients with head trauma at the
first examination is GCS. Head traumas are graded with this
scoring and it has been reported that the mortality rate
increases when low scores are observed in patients at the first
examination (17,18). Patients with a GCS score between 3
and 8 are classified as having severe head trauma, those with
a score between 9 and 12 are classified as having moderate
head trauma and those with a score between 13 and 15 are
classified as having mild head trauma (19). In our study, it
was observed that the GCS values of the cases that ended in
death were significantly lower at presentation (p=0.000).
When we looked at the relationship between the GCS score
and the clinical outcome of the patients, we found that the
rate of emergency surgery or hospitalization in the
neurosurgery clinic increased as the GCS score of the
patients in our study decreased. In the study by Gomez et al.
the need for hospitalization and surgery was higher in
patients with low GCS scores (18). Similarly, in the study by
Catal, the rate of emergency surgical intervention and
hospitalization increased in patients with low GCS scores
(20). This suggests that the incidence of intracranial
hemorrhage increases in patients with low GCS score.
Anticoagulant or antiplatelet drugs increase bleeding
tendency by inhibiting the coagulation mechanism cascade
or by preventing platelet adhesion and/or aggregation (20).
In our study, the rate of intracranial hemorrhage was
significantly higher in patients using anticoagulants
(p=0.000). When anticoagulant use was analyzed in our
study, it was observed that ASA and warfarin use was the
highest. In a thesis study conducted

by Catal, warfarin and ASA were found to be the most
common drugs causing intracranial hemorrhage (20). In

a study by Swap et al, intracranial hemorrhage was found at
a higher rate in patients using ASA and warfarin (21). In our
study, we found that the most important cause of mortality
in patients consulted to the neurosurgery clinic was
intracranial hemorrhage due to head trauma. Studies in the
literature have reported that the most common cause of
trauma-related mortality is intracranial hemorrhage
occurring after trauma (22-24). Evans et al. reported that
33% of deaths due to high-energy trauma were of central
nervous system origin and 33% of these were due to cranial
hemorrhage (23).
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CONCLUSION
In this study, we found that any pathology was detected in
90.7% (n=540) of the neurosurgical consultations requested
from the ED. We would like to emphasize that the majority
of the patients with pathology were at high risk for morbidity
and mortality due to head trauma, intracranial hemorrhage
and spinal cord injury. There should always be good
coordination between the ED and the neurosurgery clinic for
We think that the number of
neurosurgeons in our country, as in the whole world, is low

early intervention.

compared to the population. We anticipate that the referral
processes experienced especially in secondary care hospitals
with the absence of neurosurgeons from time to time
increase morbidity and mortality for patients. As seen in our
study, we suggest that the number of physicians in such a
clinic with a high risk of mortality and morbidity should be
increased and necessary arrangements should be made to
increase the number of neurosurgeons, especially in
secondary hospitals.
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Study Limitations:

In this study, only the patients consulted to the neurosurgery
clinic from the ED were evaluated and the data of
neurosurgery consultations requested from outpatients and
inpatients of other clinics were excluded. In the mortality
analysis, the evaluation of patients referred to another center
was excluded.
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The effect of comorbid conditions on postoperative morbidity in
COVID-19 test positive patients undergoing emergency surgery,
a descriptive study

Acil cerrahi girisim uygulanan COVID-109 testi pozitif hastalarda komorbid
durumlarin postoperatif morbiditeye etkisi, tanimlayici bir calisma

Yunushan Furkan AYDOGDU', Mustafa ORMECI', Ali Haldun OZCAN', Yesim AKDENiZ?,
Alpaslan Fedai CALTA?, Serhat 0GUZ?

I Bandirma Training and Research Hospital, Department of General Surgery, Balikesir, Turkey
2 Bandirma Onyedi Eyliil University Faculty of Medicine, Department of General Surgery, Balikesir, Turkey

Yazigma Adresi / Correspondence:

Yunushan Furkan AYDOGDU
e-mail : yfaydogdu92@gmail.com

Gelis Tarihi / Received : 16.04.2024 Kabul Tarihi / Accepted: 18.07.2024

Yunushan Furkan AYDOGDU http://orcid.org/0000-0002-2418-2393 yfaydogdu92@gmail.com
Mustafa ORMECI http://orcid.org/0000-0001-5819-8484 musti orme 07@hotmail.com
Ali Haldun OZCAN http://orcid.org/0009-0004-6490-7880 alihozcan@yahoo.com
Yesim AKDENIZ  http://orcid.org/0000-0001-7820-7448 dryesimakdeniz@gmail.com
Alpaslan Fedayi CALTA http://orcid.org/0000-0001-8372-0991 alpaslanfedayicalta@gmail.com
Serhat OGUZ http://orcid.org/0000-0003-0242-3472 soguz@bandirma.edu.tr
Hippocrates Medical Journal / Hippocrates Med ] 2024, 4(2) 48-55 DOI: https://doi.org/10.58961/hmj.1469347

Abstract

Introduction Subjecting COVID-19-positive patients to surgical procedures might heighten the risk of complications and make the treatment process more complex. Our study aims
to investigate the complications following emergency surgical interventions performed in COVID-19-positive patients and to examine the impact of comorbid
conditions on postoperative morbidity in these patients on postoperative morbidity.

Materials and Between April 1, 2020, and December 1, 2022, emergency abdominal surgical interventions performed in our clinics were evaluated. The study examined the impact

Methods of preoperative comorbidities on postoperative mortality in patients who tested positive for COVID-19 positive in the preoperative period was investigated. Hospital
records will be scanned using a retrospective cohort study method to examine the relationship between dependent variables (mortality, morbidity (cerebrovascular
disease, diabetes mellitus, hypertension, cancer, smoking, chronic kidney disease, and chronic heart disease), length of hospital stay) and independent variables (gender,
age, type of anesthesia, ASA assessment class, and preoperative laboratory parameters (hemoglobin, leukocyte count, d-dimer, and C reactive protein)).

Results Diabetes mellitus was significantly associated with postoperative morbidity (p=0.04). However, no statistically significant relationship was found between other
comorbid conditions and postoperative morbidity. There was no significant difference between comorbid conditions and postoperative mortality. Regression analysis
also revealed a statistically significant association between diabetes mellitus and postoperative complications (p=0.024).

Conclusion In our study found that comorbid diabetes mellitus status had an impact on postoperative morbidity in COVID-19 positive patients undergoing emergency surgery. Detailed
preoperative evaluation of these patients before surgery will decrease postoperative morbidity.

Keywords COVID-19, Emergency Surgery, Abdominal Surgery, Comorbidity, Postoperative Morbidity.

Ozet

Amag COVID-19-porzitif hastalarin cerrahi prosediirlere tabi tutulmasi komplikasyon riskini artirabilir ve tedavi siirecini daha karmagik hale getirebilir. Caligmamizin amact
COVID-19-pozitif hastalara uygulanan acil cerrahi girisimler sonrasi komplikasyonlar1 aragtirmak ve bu hastalarda komorbid durumlarin postoperatif morbidite
iizerindeki etkisini incelemektir.

Gereg ve 1 Nisan 2020 ile 1 Aralik 2022 tarihleri arasinda klinigimizde gergeklestirilen acil abdominal cerrahi girisimler degerlendirildi. Calismada, preoperatif donemde

Yontemler COVID-19 testi pozitif ¢ikan hastalarda preoperatif komorbiditelerin postoperatif mortalite iizerindeki etkisi arastirildi. Hastane kayitlari retrospektif kohort ¢aligmasi
yontemiyle taranarak bagiml degiskenler (mortalite, morbidite (serebrovaskiiler hastalik, diabetes mellitus, hipertansiyon, kanser, sigara, kronik bobrek hastahg: ve
kronik kalp hastalig1), hastanede kalis siiresi) ve bagimsiz degiskenler (cinsiyet, yas, anestezi tipi, ASA degerlendirme smifi ve preoperatif laboratuvar parametreleri
(hemoglobin, 16kosit sayisi, d-dimer ve C reaktif protein)) arasindaki iligki incelenecektir.

Bulgular Diabetes mellitus postoperatif morbidite ile anlamli olarak iliskiliydi (p=0.04). Ancak, diger komorbid durumlar ile postoperatif morbidite arasinda istatistiksel olarak
anlamli bir iligki bulunmadi. Komorbid durumlar ile postoperatif mortalite arasinda anlamli bir fark bulunmamugtir. Regresyon analizi ayrica diabetes mellitus ile
postoperatif komplikasyonlar arasinda istatistiksel olarak anlamli bir iliski oldugunu ortaya koydu (p=0.024).

Sonug Galigmamizda, acil cerrahi uygulanan COVID-19 porzitif hastalarda komorbid diabetes mellitus durumunun postoperatif morbidite tizerinde etkili oldugu
bulunmustur. Bu hastalarin ameliyat 6ncesi ayrintili degerlendirilmesi ameliyat sonrasi morbiditeyi azaltacaktir.

Anahtar . . . . L . L

N COVID-19, Acil Cerrahi, Abdominal Cerrahi, Komorbidite, Postoperatif Morbidite.

Kelimeler

48



Hippocrates Medical J. 2024;4(2):48-55
AYDOGDU et al: Emergency Abdominal Surgery in COVID-19

7N
' A

| ‘n}
INTRODUCTION

The COVID-19 pandemic has entered history as a global
health crisis that profoundly impacted healthcare systems and
societies worldwide. Even asymptomatic individuals carried
the potential for transmission, radically transforming
treatment approaches and healthcare practices. COVID-19,
caused by the SARS-CoV-2 virus, can result in severe
lead
complications in many patients, posing several challenges in
dealing with the disease [1,2].

Surgical interventions meet a critical healthcare need beyond

respiratory tract infections and to significant

the medical treatment of the disease. However, under the
COVID-19 pandemic, the risks and outcomes of surgical
procedures have presented new and significant challenges for
both patients and healthcare professionals. Subjecting
COVID-19 positive patients to surgical procedures might
heighten the risk of complications and make the treatment
process more complex [3,4].

SARS-CoV-2, an infectious agent originating from animals,
represents the seventh coronavirus identified in humans. It is
responsible for the illness known as COVID-19, with 80% of
cases exhibiting mild or moderate symptoms such as fever,
dry cough, and fatigue. In its severe form, the disease led to
acute respiratory failure, metabolic acidosis, coagulation
disorders, and multi-organ failure in 50-60% of cases [5].

Its rapid transmission via aerosols led to the global spread of
the disease, prompting the World Health Organization
(WHO) to declare a pandemic in March 2020. Since then,
several modifications have been necessary in standard clinical
practices. The global healthcare systems have been adversely
affected by the pandemic.

Emergency surgery, being an essential procedure that cannot
be delayed, underwent immediate changes. This new
led the
recommendations by various entities like the Spanish

situation to creation of protocols and
Association of Surgeons (Asociacion Espanola de Cirujanos,
AEC) and the World Society of Emergency Surgery (WSES)
[6].

This study aims to examine the implementation of surgical
interventions in COVID-19 positive patients and specifically
focuses on their impact on comorbid conditions and their
effect on postoperative morbidity. The direct and indirect
effects of COVID-19 during surgical procedures could
affect

understanding the potential

significantly patient  outcomes.  Moreover,
effects of comorbid conditions
on post-surgical recovery and morbidity necessitates in-depth

research and understanding.

L

The objective of this study is to associate the potential risk of
postoperative morbidity and mortality, especially in COVID-
19 positive patients, with existing comorbid conditions,
providing guidance on how surgical interventions can be
managed in this particular patient group. This research might
shed light on the factors that need to be considered while
making surgical decisions in clinical practice. Additionally, it
could help develop a general understanding of how health
systems and surgical practices can cope with such
extraordinary situations during the COVID-19 pandemic.
This study could offer a significant contribution to
comprehending and addressing the challenges faced by
patients and healthcare professionals. The COVID-19
outbreak has shaken healthcare systems, transformed surgical
practices and approaches, and significantly changed the
delivery of healthcare services. The challenges that surgical
procedures and interventions face during the pandemic have
provided a unique ground for both patients and healthcare
professionals. While the need for surgical interventions for
patients continues, the effects and outcomes of surgical
procedures in COVID-19 positive individuals bring forth
several factors that can increase the risk of complications and
complicate treatment processes. These factors include the
patient's immune status, infection risk, potential for
and the effects
conditions on surgical outcomes. Assessing the impact of

postoperative recovery, of comorbid
comorbid conditions on morbidity and mortality after
surgery, particularly in COVID-19 positive patients, is
critically important to enhance patient outcomes and draw a
This
requirement calls for understanding and resolving the

more effective roadmap in surgical practices.
challenges faced by patients and healthcare professionals.
This article aims to address the impact of comorbid
conditions on postoperative morbidity in COVID-19 positive
patients undergoing surgical interventions and to develop an
understanding of how health systems and healthcare
professionals can better prepare in such challenging times. It
might guide clinical practices and decision-making processes
and optimize surgical practices under the COVID-19
pandemic, providing a critical step toward better
management of surgical interventions in these patients. By
the

interventions and comorbid conditions

emphasizing importance of addressing surgical
in COVID-19
positive patients, this study might contribute to improving
patient health outcomes and optimizing the capacity of

healthcare systems during the pandemic [7,8,9,10].
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MATERIAL and METHODS

In this study, COVID-19 in the General Surgery Clinic of a
tertiary care medical center The relationship between
comorbid conditions and the development of complications
in emergency surgical operations performed on positive
patients was investigated. Surgery of patients who applied to
our center between April 1, 2020 and December 1, 2022
preoperative comorbid conditions were examined. The study
was conducted in accordance with the Declaration of Helsinki
carried out.
Study Design
The study was planned as a retrospective descriptive study.
Data on emergency surgical operations performed on
COVID-19 positive patients in the General Surgery Clinic of
Bandirma Onyedi Eylul University hospital were obtained
from hospital records between April 1, 2020 and December 1,
2022 and evaluated. Inclusion criteria were patients who
underwent emergency surgical procedures in our clinic and
who and/or patients with a positive COVID-19 test within 72
hours after surgery defined. Data collection was performed
through hospital record systems. All patients are routinely
called for follow-up in our clinic at 1 month after discharge.
Mortality and other morbidity were also evaluated through
the registry systems. Hospital records were also used to
determine overall survival and disease-free survival times.
Patients with a negative COVID-19 test before emergency
surgery and/or within 72 hours after surgery were excluded.
data,
(cerebrovascular disease, diabetes mellitus, hypertension,

Demographic preoperative  comorbid  diseases
cancer, smoking, chronic kidney disease, chronic heart
disease), procedure

complication status, preoperative laboratory parameters

surgical performed, postoperative
(hemoglobin, leukocyte, d-dimer and C reactive protein),
length of hospitalization, mortality and morbidity status were
evaluated. Ethics committee approval was obtained from
Bandirma Onyedi Eyliil University Ethics Committee with
the decision dated 21/11/2023 and numbered 183.

Statistical Analysis

The collected data will be evaluated using SPSS 26.0
statistical analysis package. Descriptive statistics will be
presented as frequency, percentage distribution, mean and
median. Chi-square test, Kruskal-Wallis test and regression
analysis methods were used. Appropriate a simple linear
model to analyze the influence profile of the parameters on
each parameter regression analyses were used. Binary
Logistic Regression analysis was used to determine predictive
factors. p value of 0.05 was considered statistically significant.

Hippocrates Medical J. 2024;4(2):48-55 < s >
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RESULTS
Gender distribution among patients
emergency surgery while COVID-19 positive evaluated. Data
were collected from 58 males (57.43%) and 43 females
(42.57%) in the study group. Male patients are slightly over-
The age
distribution of those who underwent emergency surgery
while COVID-19 positive is 18-30 years old: 9 patients, 31-45
years: 24 patients, 46-60 years: 26 patients 61-75 years: 19

who underwent

represented compared to female patients.

patients, 76 years and over 23 patients. Age-based statistics
show that patients who underwent emergency surgery while
COVID-19 positive shows the variation in age groups. When
the patients were grouped according to anesthesia scores, no
statistically significant difference was found in terms of
postoperative complications. (p = 0.61). When the patients
were evaluated according to the type of anesthesia, surgery
there
postoperative complications (p

was no statistically significant difference in

0.94). There was no
statistically significant difference when the patients were

grouped according to the type of surgical operation (p =
0.102) (Table 1).

Table 1. Clinical characteristics of the patients, surgical procedure
performed, distribution of postoperative complications.

Sex, n
Female 43
Male 58
Age, n, (year)
18-30 9
31-45 24
46-60 26
61-75 19
>76 23

Type of anesthesia, n (%)

General 95 (94.1%) p=0.94
Regional 6 (5.9%)
ASA skore, n (%)
ASA 1E 18 (17.8%) p=0.61
ASA 2E 51 (50.5%)
ASA 3E 30 (29.7%)
ASA 4E 2 (2.0%)
Surgical operation, n
Appendectomy 49 p=0.102
Cholecystectomy 6
Emergency Upper GI Surgery 16
Emergency Lower GI Surgery 19

Trauma Surgery
Perianal Abscess

Postoperatif Komplikasyon, n (%)
Negative 70 (69.3%)
31 (30.6%)

17 (54.8%)

Positive
Wound site infection

Intrabdominal sepsis 9 (29.0%)
Pulmonary infection 11 (35.4%)
Renal failure 6(19.3%)
MODS 3 (9.6%)

n: number, p: value, ASA: American Society of Anesthesiologists,
GI: Gastrointestinal, MODS: Multiple Organ Dysfunction Sydrome
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Preoperative laboratory tests of patients who underwent
emergency surgery while COVID-19 positive in the
examination of their values; Hemoglobin The mean
hemoglobin level is 13.5, with a median value of 13.8, slightly
higher high and the standard deviation is 1.2. WBC (White
Blood Cell): Mean white blood cell count was 8.7, median 8.5
and standard deviation was 2.1. CRP (C-Reactive Protein):
Mean C-reactive protein level was 5.2, median value was 4.9
and standard deviation was 2.8. D-dimer The mean D-dimer
value was 250, median 240 and standard deviation 50 (Table
2).
Table 2. Preoperative laboratory values.

Value Mean Median = Standard
Deviation

Hemoglobin, g/dL 13.5 13.8 1.2

WBC (White Blood Cell), 8.7 8.5 2.1

mcL

CRP (C-Reactive Protein), 52 4.9 2.8

mg/dL

D-Dimer, ng/mL 250 240 50

g: grams, dL: deciliter, mg: milligrams, ng: nanograms, mL: milliliter,
mcL: microliter

Cancer (Morbidity Rate: 55.3%): Postoperative for patients
with comorbid cancer morbidity rate was 55.3% (p=0.55).
Diabetes (Morbidity Rate: 66.7%): Patients with diabetes as a
comorbid condition morbidity rate was 66.7%. The risk of
postoperative complications in these patients means that it is
higher compared to the others (p=0.04). Hypertension
(Morbidity Rate: 52.6%): Hypertension as a comorbid
condition morbidity rate was 52.6% in patients (p=0.91).
Smoking (Morbidity Rate: 40.0%): Smoking as a comorbid
condition morbidity rate was 40.0% in patients (p=0.33).
History of cerebrovascular disease (Morbidity Rate: 57.1%):
The patients  with
cerebrovascular disease was 57.1% (p=0.75). History of
chronic kidney disease (Morbidity Rate: 60.0%): Chronic
kidney disease as a comorbid condition the morbidity rate in
patients was 60.0% (p=0.57). History of chronic lung disease
(Morbidity Rate: 70.0%): The morbidity rate was 70.0% in
patients with chronic lung disease as a comorbid condition
(p=0.21). History of chronic lung disease (Morbidity Rate:
70.0%): The morbidity rate was 70.0% in patients with chronic
lung disease as a comorbid condition (p=0.21). History of
chronic heart disease (Morbidity Rate: 57.9%): The morbidity
rate was 57.9% in patients with chronic heart disease as a
comorbid condition (p=0.53) (Table 3). Separation between
comorbid

morbidity rate in comorbid

conditions for prediction of postoperative

¥ )

complications binary LR analysis was performed and the
predictive properties were analyzed separately. Diabetes
mellitus (B=1.112, p=0.024) in predicting postoperative
complications had a significant predictive value. The presence
of diabetes mellitus has a positive had no effect on the
occurrence of complications. Other comorbid conditions had
no significant predictive value (Table 4). the type of
anesthesia, surgery there was no statistically significant
difference in postoperative complications (p=0.94).

Table 3. The effect of preoperative comorbid diseases on
morbidity, mortality and hospitalization time.

Comorbid Morbi p Mortal | p Hospitalizati
Condition, | dity ity on time
n Rate Rate (day),

(%) (%) median

(range)

Cancer, 55.3 0.55 21.0 0.89 4.0 (1.0-13.0)
(n=38)
Diabetes 66.7 0.04 16.0 0.12 4.0 (1.0-16.0)
Mellitus,
(n=30)
Hypertensi 52.6 0.91 21.0 0.86 4.0 (1.0-15.0)
on, (n=19)
Smoking, 40.0 0.33 13.3 0.64 5.0 (1.0-13.0)
(n=15)
Cerebrovas | 57.1 0.75 4.9 0.81 3.0 (1.0-13.0)
cular
disease,
(n=7)
Chronic 60.0 0.57 10.0 0.92 4.50 (1.0-
kidney 10.0)
disease,
(n=10)
Chronic 70.0 0.21 10.0 0.14 2.0 (1.0-12.0)
lung
disease,
(n=10)
Chronic 57.9 0.53 5.6 0.16 3.0 (1.0-12.0)
heart
disease,
(n=19)

n: number, p: value

There was no statistically significant difference when the
patients were grouped according to the type of surgical
operation (p = 0.102) (Table 1). Preoperative laboratory tests
of patients who underwent emergency surgery while COVID-
19 positive in the examination of their values; Hemoglobin
The mean hemoglobin level is 13.5, with a median value of
13.8, slightly higher high and the standard deviation was 1.2.
WBC (White Blood Cell): Mean white blood cell count was
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8.7, median 8.5 and standard deviation was 2.1. CRP (C-
Reactive Protein): Mean C-reactive protein level was 5.2,
median value was 4.9 and standard deviation was 2.8. D-
dimer The mean D-dimer value was 250, median 240 and
standard deviation 50 (Table 2). Cancer (Morbidity Rate:
55.3%): Postoperative for patients with comorbid cancer
morbidity rate was 55.3% (p=0.55). Diabetes (Morbidity Rate:
66.7%): Patients with diabetes as a comorbid condition
morbidity rate was 66.7%. The risk of postoperative
complications in these patients means that it is higher
compared to the others (p=0.04). Hypertension (Morbidity
Rate: 52.6%): Hypertension as a comorbid condition
morbidity rate was 52.6% in patients (p=0.91). Smoking
(Morbidity Rate: 40.0%): Smoking as a comorbid condition
morbidity rate was 40.0% in patients (p=0.33). History of
cerebrovascular disease (Morbidity Rate: 57.1%): The
morbidity rate in patients with comorbid cerebrovascular
disease was 57.1% (p=0.75).History of chronic kidney disease
(Morbidity Rate: 60.0%): Chronic kidney disease as a
comorbid condition the morbidity rate in patients was 60.0%
(p=0.57).History of chronic lung disease (Morbidity Rate:
70.0%): The morbidity rate was 70.0% in patients with chronic
lung disease as a comorbid condition (p=0.21). History of
chronic lung disease (Morbidity Rate: 70.0%): The morbidity
rate was 70.0% in patients with chronic lung disease as a
comorbid condition (p=0.21).History of chronic heart disease
(Morbidity Rate: 57.9%): The morbidity rate was 57.9% in
patients with chronic heart disease as a comorbid condition
(p=0.53) (Table 3). Separation between comorbid conditions
for prediction of postoperative complications binary LR
analysis was performed and the predictive properties were
analyzed separately. Diabetes mellitus (B=1.112, p=0.024) in
predicting postoperative complications had a significant
predictive value. The presence of diabetes mellitus has a
positive had no effect on the occurrence of complications.
Other comorbid conditions had no significant predictive
value (Table 4).

DISCUSSION

This study addresses a critical aspect of healthcare during the
ongoing COVID-19 pandemic, focusing on the effects of
comorbid conditions on postoperative morbidity among
patients undergoing emergency surgery. This discussion will
provide a comprehensive description of the findings, their
implications and their importance in the context of global
health care [11-14].

¥ )

Table 4. Logistic regression analysis and effect levels of
comorbid conditions that can be used in predicting the

development of postoperative complications at initial
presentation.
Development of postoperative complications
Factor B p Exp(B) 95% CI
Cancer 0.159 0.719 1.173 0.492-2.796
Diabetes Mellitus 1.112 0.024 3.040 1.162-7.955
Hypertension -0.187 0.747 0.829 0.265-2.591
Smoking -0.553 0.361 0.575 0.176-1.885
Cerebrovascular -0.308 | 0.731 0.735 0.127-4.253
disease
Chronic  kidney | 0.754 0.343 2.126 0.447-
disease 10.108
Chronic lung | 1.127 0.181 3.087 0.593-
disease 16.082
Chronic heart | -0.031 0.963 0.970 0.269-3.499
disease

CI: confidence interval, p: value

Patient demographics, including gender, age and distribution
of comorbidities provides a comprehensive overview of the
general population characteristics. Furthermore, the study
descriptive statistics of variables, length of hospital stay and
preoperative contains a detailed analysis of laboratory values
and shows their general trends and distribution of
table of
postoperative complications, surgery, reflecting the types and

postoperative complications. In addition, a
frequency of complications that occur after surgery reflecting
the complexity of outcomes. Finally, postoperative comorbid
the of different

comorbidities on postoperative morbidity potential effects on

conditions evaluations on impact
morbidity. These findings are of significant value in clinical
decision-making and contribute to the understanding of
surgical outcomes and treatment strategies. [7,9]. Gender
distribution among patients who underwent emergency
surgery while COVID-19 positive was evaluated. The data
show that male patients were slightly overrepresented
compared to female patients, with 58 men (57.43%) and 43
women (42.57%) in the study group. Understanding these
gender-based differences could potentially provide insight
into the differential impact of comorbidities on postoperative

morbidity between men and women. Further analyses may
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aim to investigate whether specific comorbid conditions
affect men and women differently in their post-operative
outcomes and may provide valuable information for
individualized care and treatment strategies. [3-5,10]. The
gender distribution of patients who underwent emergency
surgery and were COVID-19 positive was evaluated. The data
showed that male patients were slightly overrepresented. The
mean white blood cell count was 8.7, median 8.5 and standard
deviation 2.1. This means that the white blood cell counts
were relatively consistent with the literature around the mean
and median and showed moderate variability [7-9,15]. The D-
dimer value was 250, median 240 and standard deviation 50.
This suggests that most of the patients had D-dimer levels
close to the median value and showed less variability
compared to other parameters when reviewed in the
literature. [16]. This analysis allows us to understand the
mean levels of important laboratory values among COVID-
19 positive patients admitted to emergency surgery. The
variability shown by the standard deviation for parameters
indicates potential differences in these values between
individuals. A review of the literature suggests that this could
be very important when assessing the impact of laboratory
results on postoperative outcomes and the severity of
COVID-19 infection [11]. The morbidity rate in patients with
comorbid diabetes was 66.7%. This means that the risk of
postoperative complications is higher in diabetic patients
than in others (p=0,04). The morbidity rate was 52.6% in
patients with hypertension. This indicates that patients have a
higher risk of postoperative complications than others
(p=0.91). The morbidity rate in patients with smoking
comorbidity was 40.0%. This means that the risk of
postoperative complications was relatively low. It was higher
in these patients than in others (p=0.33). The morbidity rate
in patients with cerebrovascular disease comorbidity was
57.1%. This that the
complications was higher in these patients than in others

means risk of postoperative
(p=0.75). The morbidity rate in patients with comorbid
chronic kidney disease was 60.0%. This means that the risk of
postoperative complications was higher in these patients than
in others (p=0.57). Paired LR analysis was performed between
comorbid conditions to predict postoperative complications
and the predictive properties were analyzed separately.
Diabetes Mellitus (B=1.112, p=0.024) was found to have a
significant predictive value for postoperative complications.
Other comorbid conditions had no significant predictive
value. No statistical significance was found between mortality
and comorbidities. Our study demonstrated varying degrees

L

of postoperative morbidity associated with different
comorbid conditions. It is clear that each comorbidity group
is associated with a different level of risk for experiencing
immediate postoperative complications, especially in the
context of COVID-19 infection. Therefore, it has been
established in the literature that recognizing and managing
these comorbidities is critical in assessing and addressing the
potential risks in surgical interventions for COVID-19
positive patients [8].

Our study found that comorbid conditions were associated
with increased postoperative morbidity among COVID-19
positive patients undergoing emergency surgery. The analysis
revealed that patients with comorbidities had higher
morbidity rates compared to those without these conditions.
In our study, a statistically significant association was found
between diabetes mellitus and postoperative complications.
This observation emphasizes the importance of considering
the patient's general health status when making surgical
decisions during the COVID-19 pandemic. These findings
may be supported by previous research showing that
comorbid conditions contribute to worse outcomes in
COVID-19 patients [13]. The COVID-19 pandemic has
brought unique challenges in the field of surgery. Our study
highlights that COVID-19 positive patients
surgery are at increased risk of postoperative complications,

undergoing

especially when comorbid conditions are present. This
requires careful preoperative risk assessment and decision-
making by healthcare professionals. The findings highlight
the importance of early diagnosis and management of
COVID-19 as well as optimization of comorbid conditions
before surgery to minimize postoperative morbidity. This
study offers valuable insights into a relatively understudied
area of COVID-19 research. However, there are limitations to
consider. The retrospective design introduces the possibility
of missing or erroneous data. Despite these limitations, the
findings provide a basis for further investigation of the
interaction between comorbid conditions and COVID-19 in
the context of emergency surgery. The literature also supports
this idea [3]. The findings from this study have important
clinical implications. Healthcare providers should conduct
comprehensive preoperative assessments, including COVID-
19 screening and evaluation of comorbid conditions. These
assessments can guide surgical decision-making, inform
patient counseling and improve postoperative outcomes. An
emphasis on timely COVID-19 detection, appropriate
management, and comorbidity optimization may reduce the
impact of these factors on postoperative morbidity. Future
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research should focus on larger patient populations to
support these findings. Prospective studies could provide
more robust evidence and explore more accurately and in
detail the nuances of preoperative and postoperative COVID-
19 in the context of emergency surgery. Furthermore,
investigating specific management strategies that can
minimize postoperative morbidity in COVID-19 positive
patients with comorbid conditions should be a priority [14].
In conclusion, this study analyzed COVID-19, comorbid
conditions and postoperative highlights the multifaceted
relationship between morbidity and mortality. It also
describes this situation in detail. This research contributes to
our understanding of the challenges healthcare professionals
face in the postoperative management of COVID-19 patients
and provides a basis for further research and innovation in the
field of surgery during COVID-19 [17]. A comprehensive
examination of the impact of comorbid conditions on
postoperative morbidity in COVID-19 positive patients
undergoing emergency surgery provides critical insights into
the complexity of surgical care during the ongoing pandemic.
The analysis of our research data highlights some key points
and implications that are valuable for healthcare practitioners
and future research efforts. The findings of our study describe
the correlation between comorbid conditions and increased
postoperative morbidity among COVID-19 positive patients
undergoing emergency surgery. The higher morbidity rates
observed in patients with comorbid conditions highlight the
need for a rigorous assessment of patients' general health
status before surgical interventions. In this evaluation,
diabetes mellitus should be prioritized and necessary
precautions should be taken. The study describes the high
risks faced by COVID-19 positive patients undergoing
surgery, especially in the presence of comorbid conditions.
These results highlight the need for careful preoperative
screening, strategic risk assessment and tailored surgical
planning, which should take into account not only surgical
needs, but also the patient's COVID-19 status and associated
comorbidities.

T3
\h O ﬁ/

CONCLUSION
In the presence of comorbid conditions in COVID-19
positive emergency surgery patients, it is necessary to be
prepared for postoperative complications and to pay attention
to the necessary precautions. Furthermore, our study
demonstrates the need for further investigation of specific
strategies to reduce morbidity in this patient population.
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Ozet

Amag Antenatal donemde yenidoganda ortaya ¢ikan fiziksel yaralanmalar “dogum travmasi” olarak belirtiimektedir. Klavikula kiriklari
yenidoganlarda kemige bagli en sik goriilen dogum travmasidir. Calismamizda yenidogan muayenesinde klavikula kirig saptanan olgularin
degerlendirilmesi amaglandu.

Gereg ve Hastanemizde 1 Ocak 2022 ile 1 Agustos 2024 tarihleri arasinda dogan bebeklerin dosyalar1 retrospektif olarak incelendi. Calismamizda

Yontemler belirtilen 2,5 yillik zaman araliginda hastanemizde dogum sayisinin 2756 oldugu (2022:1185,2023:1044,2024:527) tespit edildi. Bu dogumlarin
igerisinde klavikula kirig1 tespit edilen 31 yenidogan hasta ¢aligmaya dahil edildi.

Bulgular Toplam dogumlarin %42,6’s1 normal spontan vajinal yol ile olurken %57,4iniin sezaryen yontemi ile oldugu tespit edildi. Calismamizda
olgularin kiz/erkek orani 13/18 idi. Olgularin anne yas1 ortalamasi 26,64 + 4,61 gebelik haftasi ortalamasi 39,08 + 1,04 idi. Dogum sekli
degerlendirildiginde normal vajinal dogum ile dogan 29 (%93,5), sezaryen ile dogan 2 (%6,5) olgu saptand1. Calismamizda dogum tartis1 en az
olan olgu 2770 gr iken en fazla dogum tartisina sahip olgu 4640 gr’di. Olgularin dogum agirligi ortalamasi 3462,25 + 453,11 gr saptandu.
Klavikula kirig: saptanan olgularimizin %93,5’i (n:29) vajinal yol ile diinyaya gelirken, %6,5 ‘inin (n:2) ise sezaryen ile dogdugu saptandi.

Sonug Calismamizda tiim dogumlarin %1,1’inde klavikula kirig1 saptandi. Ayrintili yenidogan muayenesinde klavikula kirig: siiphesi olan hastalarda
direk grafi ile tan1 konmaktadir. Genellikle konservatif yaklasim ile sekelsiz iyilesme olmaktadir. Dogum travmasinin siddetine bagl gelisen
sinir hasar1 varhginda uzun dénem takip ve komplikasyonlar goriilebilmektedir.

Anahtar - . P

Kelimeler Yenidogan, Klavikula, Dogum travmasi.

Abstract

Introduction  Physical injuries that occur in newborns during the antenatal period are referred to as “birth trauma”. Clavicle fractures are the most common
bone-related birth trauma in newborns. Our study aimed to evaluate cases in which clavicle fractures were detected during newborn
examinations.

Materials and  The files of babies born in our hospital between January 1, 2022 and August 1, 2024 were retrospectively examined. In the 2.5-year period
Methods specified in our study, it was determined that the number of births in our hospital was 2756 (2022:1185,2023:1044,2024:527). Among these
births, 31 newborn patients with clavicle fractures were included in the study.

Results While 42.6% of the total births were normal spontaneous vaginal delivery, 57.4% were determined to be by cesarean section. The female/male
ratio of the cases in our study was 13/18. The mean maternal age of the cases was 26.64 + 4.61 and the mean gestational week was 39.08 + 1.04.
When the delivery method was evaluated, 29 (93.5%) cases were born by normal vaginal delivery and 2 (6.5%) cases were born by cesarean
section. In our study, the case with the lowest birth weight was 2770 gr, while the case with the highest birth weight was 4640 gr. The mean
birth weight of the cases was 3462.25 + 453.11 gr. While 93.5% (n: 29) of our cases with clavicle fracture were born vaginally, 6.5% (n: 2) were
born by cesarean section.

Conclusion In our study, clavicle fracture was detected in 1.1% of all births. In patients with suspected clavicle fracture during detailed newborn examination,
diagnosis is made with direct radiography. Generally, there is a sequela-free recovery with a conservative approach. Long-term follow-up and
complications can be seen in the presence of nerve damage due to the severity of birth trauma.

Keywords Newborn, Clavicle, Birth trauma.
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Dogum travmasi; dogum siirecinde olusan sikistirma veya

¢ekme gibi mekanik kuvvetlerin etkisine bagli olarak

tahribat  olarak
tanimlanmaktadir. Dogum travmalar1 6nlenebilir olmanin

yenidoganda ortaya ¢kan yapisal
yanisira kaginilmaz da olabilmektedir. Yenidogan dogum
travmalarinin prognozu yaralanmalarin tiiriine ve siddetine
bagli olarak degisiklik gostermektedir. Hafif yenidogan
dogum travmalar1 kendiliginden smirlanirken orta veya
siddetli ciddi

sorunlarina yol acabilmektedir (1-8). Dogum travmasi

dogum travmalar1 yenidoganda saglik
insidans:t literatiirde farkli oranlarda karsimiza c¢ikmakla
beraber 1000 canli dogumda 0,2-41,2 oraninda bildirilmistir
(7). Yenidogan dogum travmasinda en sik etkilenen kemik
klavikula kemigidir. Klavikula kemiginin dogumda kirilma

risk oran1 %0,2-3,5'tir (9,10).

Klavikula  kiriklari
arasinda ileri anne yagi, vajinal dogum sekli, ileri gebelik

olusumunda predispozan faktorler

haftasi, yenidoganin iriligi, fazla dogum tartisi, dogumda
enstriiman kullanimi, uzamis dogum eylemi, yenidoganin
omuz distosisi, primigravida, multipariete, sefalopelvik
uygunsuzluk, maternal pelvik anomaliler ve 39 haftadan
sonraki donemde olan dogumlar sayilabilir (5,9,11). Postnatal
ilk birkag giinde etkilenen tarafta hareket kisithligi, klavikular
bolgede palpe edilen sislik veya moro refleksinin zayif
almmasi veya alinamamasi olarak karsimiza ¢ikabilmektedir.
Klavikula  kiriklar iyilesmektedir,
konservatif yaklagim ve takip ¢ogunlukla iyilesme igin
yeterlidir. (1,2,12). Calismamizda klavikula kirig1 saptanan
yenidogan olgularinin maternal ve fetal Ozelliklerinin

genellikle  sekelsiz

tartisilmasi amaglandi.
GEREC VE YONTEMLER

Caliymamiz Bandirma Egitim ve Arastirma Hastanesinde 1
Ocak 2022 ile 1 Agustos 2024 tarihleri arasinda diinyaya gelen
klavikula saptanan
yenidogan bebeklerin ve annelerinin dosyalari retrospektif

(n:2756) ve muayenesinde kirigt
olarak incelendi. Direk grafi ile osse6z degisiklikleri
gosterilen, ortopedi ve travmatoloji bolimiine konsiilte edilen
yenidoganlar (n:31) ¢aligmaya dahil edildi. Dogum tarihi,
dogum yontemi, anne yasi, gebelik haftasi, dogum seKkli,
dogum sayisi, bebegin cinsiyeti, dogum tartisi, yenidogan
fizik muayene bulgulari, radyolojik bulgular, konsiiltasyon
sonuglari, tedavi planlarina iligkin veriler incelendi. Istatistik
degerlendirme bilgisayar ortaminda tanimlayici analiz
yontemi ile yapildi. Veriler ortalama + standart sapma (SS)
olarak verildi. Etik onay Bandirma Onyedi Eyliil Universitesi
Saghk Bilimleri Girisimsel olmayan arastirmalar Etik

Ekéﬂ
Kurulundan 2024-136 say1 ve 13.06.2024 tarih ile alindu.

BULGULAR

Calismamizda belirtilen 2,5 yillik zaman araliginda
hastanemizde dogum sayisinin 2756 oldugu tespit edildi.
Dogum sayilar1 ve dogum sekli yillara gore incelendiginde
2022 yilinda 522 normal spontan vajinal yol (NSVY), 663
sectio sezaryen abdominalis (C/S abd.) (n:1185), 2023 yilinda
439 NSVY, 605 C/S Abd. (n:1044) ve 2024 yilinin ilk yarisinda
212 NSVY, 315 C/S abd. (n: 527) oldugu saptandi. Olgularin
klavikula kirigi sayilarinin yillara gore dagiliminda fark
saptanmadi. (Sekil.1).
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2023 Yl 2024 Yariyil Toplam
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B NSVY 439 212 173

B (/S Abd 663 605 315 1583
Klavkula Kirngi Sayisi 13 12 6 31

Sekil 1. Olgularin dogum sekli ve klavikula kirig1 sayilarinin
yillara gore dagilimi

500

W Dogum Sayist 2756

Toplam dogumlarin %42,6’s1 (n:1173) NSVY ile olurken
%57,4tintin (n:1583) C/S abd. ile oldugu tespit edildi. Bu
dogumlarin igerisinde klavikula kirigi tespit edilen 31
yenidogan hasta c¢alismaya dahil edildi. Caligmamizda
(n:13) kiz, %581 (n:18) erkek idi.
Calismamizda klavikula kirigi saptanan olgularimiz anne

olgularmn  %42’si

yasinn degerlendirilmesinde en kiigiik anne yag1 18 iken en
biyiik anne yagt 38di. Olgularin anne yast ortalamasi
27,54+4,8 olarak hesaplandi. Olgularin annelerinin gebelik
haftasi medyan degeri 39,2 hafta iken, en diisiik gebelik haftas:
36W6D en biyiik gebelik haftas1 40W6D ve tiin annelerde
gebelik haftasi ortalamasi 39,05+1,02'idi. Calismaya alinan
olgularin dogum sekli degerlendirildiginde NSVY ile dogan
29 (%93,5), C/S Abd. ile dogan 2 (%6,5) olgu saptandi.
Calismamizda dogum tartis1 en az olan olgumuz 2770 gr iken
en fazla dogum tartisina sahip olgumuz 4640 gr olarak
saptand1. Olgularin dogum agirlig: ortalamasi 3462,25 +

453,11 gr saptandi. Calismamizda klavikula kirig1 saptanan
yenidoganlarin annelerinin dosya incelemelerinde %61,3
(n:19) annenin multipar oldugu, %38,7 (n:12) annenin
primipar oldugu saptandi. Yenidogan olgularimizin fetal
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hali

degerlendirilmesinde

saptandi (Tablo.1).

Calismamizda tiim dogumlarin %1,I’inde klavikula kirig:
saptand1. Klavikula kirig1 saptanan higbir olgumuzda eslik

bakilan

eden humerus kemik kirig1 olmadig: gorildi.

¥ )

)

APGAR Klavikula kirigi, 4 olgumuzda da caput sucsadeneum

birlikteligi saptandi. Higbir olguda subgaleal kanama veya

sefal hematoma rastlanmadi. Ayrica brachial plexus hasar1

tedavisine alinarak ciddi dogum travmasi disiintldii.

Calismamizda iki olgumuzda brachial plexus hasar1 ve

Tablo1. Klavikula kir1g1 saptanan olgularin demografik 6zellikleri

saptanan bir olgumuzda es zamanli caput sucsadeneum,
yuzde ekimotik lezyonlar saptandi ve yenidogan yogun bakim

Cinsiyet Gebelik Haftas: Dogum Sayis1 Dogum $ekli Dogum Kilosu Maternal Yas Apgar 1 Apgar 5
1 K 38W4D 2 NSVY 3270 35 8 9
2 E 40W 3 NSVY 3370 30 9 10
3 K 37W4D 2 NSVY 2790 25 8 9
4 E 39W4D 3 C/S Abd. 4060 28 8 10
5 E 39W 1 NSVY 3100 25 8 9
6 K 37W2D 1 NSVY 3560 29 8 9
7 E 40W6D 2 NSVY 4035 30 8 9
8 E 38W 1 NSVY 3750 28 8 9
9 E 39W1D 1 NSVY 3750 33 9 10
10 | E 40W3D 1 NSVY 3780 25 9 10
11 | E 38W4D 1 NSVY 3910 36 8 9
12 K 39W6D 2 NSVY 2800 21 8 9
13 | E 39W 1 NSVY 3600 26 10 10
14 | K 40W5D 3 NSVY 3960 38 8 9
15 E 36W6D 1 NSVY 2810 18 8 9
16 K 38W6D 2 NSVY 3265 28 9 10
17 | K 38W 3 NSVY 2870 28 8 9
18 E 38W 3 NSVY 3270 23 10 10
19 K 40W 1 NSVY 2770 23 8 9
20 | E 38W 2 NSVY 3200 35 8 9
21 E 39W2D 2 NSVY 3215 29 8 9
22 K 39W2D 1 C/S Abd. 4040 25 8 9
23 | E 40W 2 NSVY 3630 28 8 10
24 | K 40W 2 NSVY 4640 23 7 -
25 E 39W5D 1 NSVY 3880 22 9 10
26 | E 40W 2 NSVY 3640 28 8 9
27 | K 39W 1 NSVY 3210 19 8 9
28 K 40W 2 NSVY 3230 25 8 10
29 | E 38W 4 NSVY 3190 26 8 9
30 | E 40W2D 3 NSVY 3865 32 8 9
31 K 39W6D 3 NSVY 3050 33 9 10
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TARTISMA

Yenidogan donemi dogum travmalarinda en sik etkilenen
kemik klavikuladir. Literatiirde yenidogan klavikula kirig
orani %0,2-3,5tiir, fakat farkli ¢alismalarda olgu biiytiklagii,
farklihigr ve klinik durumlarma bagl farkli oranlarda
¢alismalar mevcuttur (1,8,9). Calismamizda tiim dogumlarin
incelenmesinde klavikula kirig1 oran1 %1,1 olarak hesaplandi
ve literatiir ile uyumluydu. Klavikula kirik olusumunda
dogum sekli olarak vajinal dogumlarda riskin daha ytiksek
oldugu bilinmektedir (1,3,13-15). Toplam dogumlarin
%42,6’s1 (n:1173) NSVY ile olurken %57,4’iiniin (n:1583) C/S
abd. ile oldugu calismamizda literatiir ile uyumlu sekilde
sadece iki olgumuz disinda diger tiim olgularimiz vajinal yolla
diinyaya gelmisti.

Dogum agirhigr gebelik yasina gore biyik olan tim
yenidoganlar icin artmig bir dogum travmast riski mevcuttur.
Calismamizda klavikula kirig olan bebeklerin dogum agirlig:
ortalamasi 3462,25 + 453,11 gr saptandi. Klavikula kirig
saptadigimiz olgularimizi biytik gogunlugu dogum haftasina
gore normal aralikta dogum agirhgma (AGA) sahipti.
Calismamizda dogum haftasina gore biiyiik dogum agirligina
(LGA) sahip sadece 4 olgumuz vardi. Literatiirde klavikula
kiriginda gebelik yasina gore biyitk dogum agirhiginin siklig
arttirmadig fakat sinir yaralanmalarinin ozellikle >4000 gr
dogum agirhgna sahip (LGA) bebeklerde artis oldugu
bildirilmistir (1,9,13-17).
klavikular kirikla es zamanli brachial pleksus hasari tespit

Caliymamizda iki olgumuzda

edilmis olup her iki olgumuzun dogum agirlig1 >4000 gr
olarak saptandi. Klavikula kirig1 saptanan yenidogan
olgularimizda es zamanli brachial pleksus hasar1 %6,4 (n:2)
saptanmustir ve bu oran literatiiriin gerisinde olup 6rneklem
biiylikligiimiiziin azlig1, dogum sonrasi yogun bakima alinan
vakalarin ¢alismaya dahil edilmemesi, dogum agirhiginin
>4000 gr tizerinde olan olgu sayimizin azlig1 veya takiplerde
hafif brachial
baglanabilir (9).

pleksus hasarlarin  klinik =~ diizelmesine

Maternal yas arttik¢a yenidogan dogum travma riskinin
arttig literattirde bildirilmistir (1-4,9,18,19). Caligmamizda
olgularimizin anne yas: ortalamasi 27,54+4,8 (en kiigiik anne
yast 18, en bilyiik anne yagt 38) olarak hesaplandi ve
literatiirdeki yenidogan travmasi igin predispozan faktor olan
annelik yas1 (<16yas, >35 yas) ile uyumlu olmadig1 gorildi
(8). Bunun nedeni retrospektif olan ¢aliymamizin vaka sayisi
kasithilig1 olabilecegini diigiinmekteyiz.

Caliygmamizda annelerin gebelik haftalar1 incelendiginde
annelerinin gebelik haftas1 medyan degeri 39,2 hafta iken, en

¥
diigiik gebelik haftast 36W6D en biyik gebelik haftas:
40W6D ve tiin annelerde gebelik haftasi ortalamasi
39,05+1,02'idi.  Klavikula

annelerinden birinin gebelik haftasi diginda term gebelik

kirigir  olan  olgularimizin
oldugu gorildi. Calismamizda %61,3 (n:19) annenin
multipar oldugu, %38,7 (n:12) annenin nullipar oldugu
saptandi. Literatiir verilerinde nulliparietenin klavikular kirik
igin risk teskil ettigi belirtilmis olsa da ¢aligmamizda bu
goriilmedi. Olgularimizin ciddi yenidogan dogum travmali
vakalar olmamasi bunun bir nedeni olabilir. Ayrica
¢alismamizda Kklavikular kirik tanist konan yenidogan
olgularimizin annelerinin multipar oraninin yiiksekligi daha
fazla dogum agirlig, gebelik yasina gore biiyiik olma ve NSVY
ile dogum olmasinin bunda etkili oldugunu disinmekteyiz

(1,2,9,20,21).

Calismamizin retrospektif olmasindan dolayr bazi tibbi
bilgilere ulagsmada kisithliklar yaganmasi, dogum sayimizin
azlig1, hastanemiz diginda bagka bir merkezde diinyaya gelmis
bebeklerin ve bagka bir merkezin yenidogan yogun bakim
tinitesine refere edilerek gonderilen bebeklerin galismaya
dahil edilmemesi ¢aligmamizin kisithiliklar: olarak sayilabilir.

Yenidogan dogum travmasinin azaltmak i¢in iyi bir obstetrik
bakim, diizenli gebelik takipleri ve Onlenebilir risk
faktorlerinin 6ntine gegmek olasi travma riskini biiyiik
oranda azaltacaktir. Dogum travmasi orani hi¢bir zaman
tamamen ortadan kaldirilamayabilir ¢iinkii en iyi obstetrik
bakimda veya higbir risk faktortiniin olmadig1 zamanda dahi
meydana gelebilmektedir (22).Bu baglamda yenidogan
muayeneleri yapilirken olasi dogum travmalar agisindan

dikkatli olunmalidur.
SONUC

Her yenidogan muayenesinde mutlaka olas1 dogum travmasi
agisindan dikkatli olunmali ve yenidogan bebeklerde
klavikular kiriklarin sik gértilmesi sebebiyle fizik muayene
esnasinda bu konunun dikkate alinmas: 6nem arz
etmektedir.

Etik Beyanname:

Etik onay Bandirma Onyedi Eyliil Universitesi Saglik
Bilimleri Girisimsel olmayan aragtirmalar Etik Kurulundan
2024-136 say1 ve 13.06.202 tarih ile alind1.

Cikar Catismast :
Yazarlarin herhangi bir ¢ikar catismasi yoktur.
Finansa Destek:

Yoktur.
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Abstract

Animal bites and animal bite infections continue to be among the frequently encountered health problems in the world. The most common
complication due to animal bites is polymicrobial soft tissue infection. The infection possibility following the cat bites is higher than that of dog bites.
The risk factors of an infection after a cat bite include diabetes, immunosuppression, old age, late going to hospital, or inadequate prophylactic
treatment. It is reccommended to give appropriate antibiotic prophylaxis to the risky patients. In this case, a soft tissue infection developed after a cat
bite in an 80-year-old female patient who did not use prophylactic antibiotics. The patient responded to the parenteral antibiotic therapy clinically
and laboratoryly and any serious infectious complications were not developed in the patient. This case is presented to draw attention that
comprehensive and careful evaluation of all bites and use of antibiotic prophylaxis in risky patients are important even if tissue damage is minimal.

Keywords Cat bite, soft tissue infection, old age, public health, antibiotic prophylaxis

Ozet

Hayvan 1siriklar1 ve hayvan 1siriklarina bagh gelisen enfeksiyonlar diinyada sik kargilagilan saglik sorunlar: igerisinde yer almaya devam etmektedir.
Hayvan 1siriklarindan dolay: en sik goriilen komplikasyon polimikrobiyal yumusak doku enfeksiyonudur. Kedi 1siriklari sonrasinda enfeksiyon gelisme
olasilig1 kopeklere gore daha fazla olmaktadir. Kedi 1sir1g1 sonrasi enfeksiyon igin risk faktorleri arasinda diyabet, immiinsiipresyon, ileri yas, geg bagvuru
veya yetersiz profilaktik tedavi yer almaktadir. Riskli hastalarda uygun antibiyotik profilaksisi verilmesi 6nerilmektedir. Bu olguda, profilaktik antibiyotik
kullanmayan 80 yasinda kadin hastada kedi 1sirmasi sonrasi yumugsak doku enfeksiyonu gelismistir. Hasta parenteral antibiyoterapiye klinik ve
laboratuvar olarak yanit vermis, hastada ciddi bir enfeksiy6z komplikasyon gelismemistir. Bu olgu doku hasar1 minimal bile olsa tiim 1siriklarin kapsamli
ve dikkatli degerlendirilmesinin ve riskli hastalarda antibiyotik profilaksisi kullaniminin 6nemli olduguna dikkat ¢ekmek amaci ile sunulmustur.

Anahtar Kedi 1s1r181, yumusak doku enfeksiyonu, ileri yas, halk sagligi, antibiyotik profilaksisi

Kelimeler
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GIRiS
Hayvan ve insan 1sirik yaralanmalarinin goriilme siklig1 ve
tiirli cografi konuma, sanayilesmeye ve kiiltiirel faktorlere
yaygin
gortilmekte olup bunlarin %60-80'1 képeklerden, %20-30"u

bagli olarak degismektedir. Hayvan 1siriklari
kedilerden kaynaklanmaktadir; diger hayvanlarin (tavsanlar,
kobaylar, hamsterlar, siganlar, fareler) 1siriklar1 ¢ok daha
nadir gorilmektedir. Kopek 1siriklart daha g¢ok erkekleri,
kedi 1siriklari ise daha ¢ok kadinlar: etkilemektedir (1). Kedi
wsiriklart gogunlukla tek bir delik olarak ortaya ¢ikmakta ve
genellikle elde veya kolda (%91) gorillmektedir. Kedi
wsiriklarinin komplikasyonlar: arasinda yara enfeksiyonu,
kuduz enfeksiyonu gelisimi ve lenfadenopati (kedi tirmig:
atesi) yer almaktadir. Kedi 1siriklarindan sonra olugan yara

enfeksiyonu (%30,8) kopeklerden (%8,5) daha sik
goriilmektedir (2). Bu isiriklarin mikrobiyolojisi genel olarak
polimikrobiyal olup aerobik ve anaerobik

mikroorganizmalari igermektedir (2)

Kedi 1sirmasindan sonra goriilen klinik enfeksiyonlarin
%701 ilk yaralanmadan sonraki ilk 24 saat iginde ve %90'1 48
saat icinde meydana gelmekte ve cogunlukla akut baslangiclt
eritem, 6dem ve yogun hassasiyet ile karakterize olmaktadir
(3).

egiliminde olduklar: i¢in enfeksiyon agisindan yiiksek risk

Tim kedi isiriklari, derin yaralara neden olma

olarak kabul edilmektedir (1). Hayvan 1siriklarinda; 6zellikle
kedi 1siriklari, delinme seklindeki yaralanmalar, eldeki
yaralar ve bagisiklik sistemi baskilanmus kisilerde enfeksiyon
riski ~ yiiksek  oldugu
digiintlmelidir (4).

Bu olgu sunumunda, tiim 1siriklarin doku hasari minimal
bile dikkatli
gerekliligine ve riskli hastalarda uygun profilaksi ile
dikkat

icin  antibiyotik  profilaksisi

olsa ayrintilh  ve degerlendirilmesinin
enfeksiy6z komplikasyonlarin  6nlenebilecegine

¢ekilmesi amaglanmugtir.

OLGU SUNUMU
Seksen yaginda kadin hasta sol bacak i¢ yiiziinde kizariklik,
sislik, agri, halsizlik ve ates sikayetleri ile enfeksiyon
hastaliklar poliklinigine bagvurdu.

Anamnezinde on giin 6nce kedi 1sirmasi sebebi ile acil servise
basvurdugu kuduz ve tetanoz profilaksisi baglandigi ve
Isirik
bolgesinde kizariklik, agri sikayeti ile ti¢ giin sonra dis

antibiyotik  profilaksisi  verilmedigi 6grenildi.
merkeze bagvuran hastaya amoksisilin- klavulanat tedavisi
baslanmis olup tedavinin 7. giintinde sikayetleri devam ettigi

i¢in enfeksiyon hastaliklari servisine yatis yapildi. Kronik

‘B

hastalig1 olmayan hastanin fizik muayenesinde ates: 36,7 C
nab1z:78/dk solunum hizi, 20/dak kan basmnc: 110/70
mmHg, sol tibia i¢ yiize yayillan hiperemi, hassasiyet, 1s1

artis, 6dem ve kedi 1sirigina bagl yaklagik 4x3 mm kurutlu
lezyonu mevcut idi (sekil 1). Lenfadenopati saptanmadi.
Bagvuru esnasinda WBC: 9730/mmA3 ; CRP 4,31 mg/L;
sedim 42 mm/sa olarak tespit edildi. Yapilan Arterio-Venoz
(AV) renkli doppler ultrasonografide (USG) vaskiiler
patolojiye rastlanmadi.

Sekil 1. Sol tibia i¢ yiize yayilan hiperemi, 6dem, 1s1 artis1.

Yiizeyel yumusak doku USG’ sinde sol kruriste kutanoz,
subkutanoz fasial planlarda 6dem tespit edilmis olup seliilit
lehine degerlendirildi. Hastaya intravendz piperasilin-
tazobaktam (3x4.5gr) tedavisi baslandi. Yara yerindeki
hiperemi, hassasiyet ve 1s1 artisi sikayetleri gerileyen ve
takiplerinde atesi olmayan hastanin parenteral tedavisi 10
giine tamamlandi, enfeksiyon hastaliklar1 poliklinik kontroli
Onerilerek taburcu edildi.

TARTISMA
Hayvan 1siriklari, ciddi enfeksiy6z komplikasyonlara sebep
olabilen 6nemli bir halk saglig1 sorunudur (5). Hayvan 1sirig1
yaralanmalari, hayvana ve etkilenen anatomik lokasyona
bagli  olarak  yiizeysel
yaralanmalara kadar degisebilmektedir. Hayvan isiriklarinin

yaralanmalardan  6limctl

yasam boyu gorilme sikligt %50'ye kadar c¢ikmaktadir.
Kopekler ve kediler tiim 1sirik yaralarinin %95'inden
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fazlasina neden olmaktadir (6). Hayvan siriklarinin ¢ogu

de,

sonuglanan siriklarin dortte gt kedi 1siriklar: sonrasinda

kopekler tarafindan gerceklestirilse enfeksiyonla
olugsmaktadir (3). Kedi isiriklarinda doku hasarinin minimal
doktorlar

tarafindan 6nemli olmadig diisiiniilmektedir (3,6,7). Ancak,

goriinimde olmasi nedeniyle hastalar ve
kedilerin ince ve keskin digleri, tendon, kemik, eklemler ve
derin dokulara penetre olmakta, olusan delici yaralanmalar
sonucunda tiikiiriikteki mikroorganizmalarin inokiilasyonu
ile enfeksiyonlara sebep olabilmektedir (3,7). Kedi 1sirigina
bagli derin ve dar yara nispeten hizli bir sekilde kapanmakta
ve tikirikten inokiile olan bakteriler i¢in anaerobik bir
ortam olusturmaktadir (6).

Insanlarda hayvan 1siig1  yarast  enfeksiyonlarinin
mikrobiyolojisi siklikla polimikrobiyal olup enfekte 1sirik
yaralarindan izole edilen bakteriler ¢ogunlukla 1siran
hayvanin agiz florasini yansitmaktadir. Bununla birlikte
bakteriler magdurun kendi cildinden veya yaralanma aninda
fiziksel ortamdan da kaynaklanabilmektedir (8).

Kedi 1sirik yaralanmalarinda goriilen Pasteurella multocida,
S.epidermidis, Pasteurella septica, Bacteroides spp., alfa ve
beta hemolitik

Porfhyromonas, Fusobacterium, Francisella tularensis agiz

streptokoklar, Bergeyella  zoohelcum,
flora patojenlerdir (5).Klinik olarak enfekte kedi 1s1r181 yarasi
olan 57 kisi tizerinde yapilan gok merkezli bir ¢alismada,
%5’inde %63'tinde
polimikrobiyal, %32'sinde aerobik iireme saptanmuistir.

yaralarin tireme  saptanmamis,
Calismada %42 ile en sik goriilen enfeksiyon tiirii seliilit,
lenfanjit veya her ikisinin birlikteligi olarak bulunmustur (9).
Yaralanma bolgesi cinsiyete yaga ve 1siran hayvanin tiiriine
gore degisiklik gostermekte olup, kedi isiriklarinin %66’s1 tist
ekstremitede goriilmektedir (5). Kedi ve kopek gibi evcil
hayvanlarin 1sirmast sonrasi ortaya ¢tkan yumusak doku
enfeksiyonlar1 seliilit, lenfadenopati, subkutan apse,
osteomyelit ve tenosinovit gibi klinik tablolara neden
olmaktadir (2,10). Profilaktik antibiyotiklerin kedi veya
kopek 1siriklarindan  sonra olusan enfeksiyon oranini
azalttigina dair bir kanit olmamakla birlikte enfeksiyon risk
tagtyan hastalarda onerilmektedir (5). Hayvan isirmalarinda;
ylizden, elden ve genital bolgeden yaralanmalar, kemik ve
eklem penetrasyonu olasiigt olan isirilmalar, prostetik
ekleme yakin yaralanmalar, splenektomi ve diabet dahil
olmak {izere immiinyetmezlikli kisiler, 6zellikle kedilerin
sebep oldugu derin delinme yaralari, kapatma gerektiren

(11).
Kontrendikasyon yoksa ilk segenek profilaktik antibiyotik

yaralarda antibiyotik profilaksisi 6nerilmektedir
olarak Amoksisilin/klavulanat olup (4,11,12) belirgin kirli
olmayan yaralarda 3 giin, kirli yara durumunda ise 5 giin
olarak 6nerilmektedir (11).

Bir kedi 1sirmasindan sonra ciddi enfeksiyon\ icin Cisk
faktorleri arasinda diyabet, immiinsiipresyon, ileri yas, ge¢
basvuru veya verilen profilaktik tedavinin yetersiz olmasi yer
almaktadir (3). Tedavide gecikme, ciddi enfeksiyonlara ve
hastanede kalis siiresinin uzamasina neden olabilmektedir
(6). Bu olguda kedi 1sirilmasindan sonra alt ekstremitede
seliilit tablosu gelismistir. Hastanin yaginin ileri olmasi ve ilk
basvuruda antibiyotik profilaksisi baglanmamis olmasinin
yumusak doku enfeksiyonu gelisimi ile iligkili olabilecegi
Olguda amoksisilin/klavulanat
rehber
piperasislin/tazobactam tedavisi baglanmistir (12). Hastada

digiintilmistiir. yaniti

almmamis  olup Onerisi  dogrultusunda
subkutan apse, tenosinovit ve osteomyelit gibi ciddi
enfeksiy6z komplikasyon olusmamuis, antibiyoterapiye klinik

ve laboratuvar yaniti alinmistir.

Sonug olarak, hayvan isiriklari diinya ¢apinda yaygin bir halk
saglig1 sorun olmaya devam etmektedir. Bagvuran hastalar,
minimal yaralanmalar goz ard1 edilmeden enfeksiyon riski
agisindan ayrintili degerlendirilmeli, enfeksiyon riski yiiksek
hastalarda antibiyotik profilaksisi Onerilmelidir. Ayrintili
degerlendirme ve riskli hastalarda verilen uygun antibiyotik
profilaksisi ile  ciddi

enfeksiyon ~ komplikasyonlari

onlenebilmektedir.

Etik Beyan

Hastadan bilgilendirilmis goniillii onam formu imzalatilmas
olup ¢alisma uluslararas: deklarasyon, kilavuz vb. uygun
gerceklestirilmistir.

Cikar Catismasi: Yazarlarin herhangi bir ¢ikar ¢atismasi
yoktur.
Finansal Destek: Yoktur
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Abstract

In this case report, we wanted to present the diagnostic and treatment process of a patient who was diagnosed with acute appendicitis in the
preoperative period, was taken to surgery, and was diagnosed with cecum diverticulitis in the perioperative period. A 36-year-old female patient
was admitted to our emergency department with complaints of abdominal pain, nausea, and loss of appetite for 3 days. Abdominal pain started
in the lower right abdomen and gradually increased in severity as the day passed. On physical examination, there was defense and rebound
localized to the lower right quadrant of the abdomen. In the laboratory, the white blood cell count was within normal limits (7.4 10*9 L-1) and
the c-reactive protein (CRP) level was 79 mg L-1 (0-5 mg L-1). On abdominal ultrasonography, the diameter of the appendix vermiformis was
measured as 8.5 mm, and it was observed that there was increased echogenicity in the fatty tissue around the appendix vermiformis. The patient
was taken to emergency surgery. During exploration, the appendix was observed to be oedematous. Additionally, diverticulitis was observed in
the anterior wall of the cecum, close to the ileocecal area. Simultaneous appendectomy and diverticulectomy were performed. The patient was
discharged without complications on the 4th postoperative day.

Appendicitis, Colonic diverticulitis, Operative procedure
Keywords

Ozet Bu olgu sunumunda ameliyat 6ncesi donemde akut apandisit tanisi konularak ameliyata alinan ve perioperatif donemde ¢ekum divertikiliti tanist
konulan bir hastanin tan1 ve tedavi siirecini sunmak istedik. 36 yaginda kadin hasta, 3 giindiir devam eden karin agrisi, bulanty, istahsizlik
sikayetiyle acil servisimize bagvurdu. Karin agrisi sag alt karin bélgesinde baslad: ve giin gegtikge siddeti giderek artti. Fizik muayenesinde batin
sag alt kadranda lokalize defans ve rebound mevcuttu. Laboratuvarda beyaz kiire sayis1 normal sinirlarda (7,4 10*9 L-1), C-reaktif protein (CRP)
diizeyi 79 mg L-1 (0-5 mg L-1) idi. Batin ultrasonografisinde apendiks vermiformis ¢apt 8,5 mm olarak 6l¢iildii ve apendiks vermiformis
cevresindeki yag dokusunda ekojenitenin arttig1 gozlendi. Hasta acil ameliyata alindi. Eksplorasyon sirasinda apendiksin 6demli oldugu goriildii.
Ayrica gekum 6n duvarinda ileogekal bolgeye yakin divertikiilit gozlendi. Es zamanli apendektomi ve divertikiilektomi yapildi. Hasta ameliyat
sonrast 4. giinde komplikasyonsuz olarak taburcu edildi.

Anahtar
Kelimeler Apandisit, Kolon divertikiliti, Ameliyat prosediirii
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INTRODUCTION
Occupational disease is a temporary or permanent illness,
physical or mental disability suffered by the insured due to a
recurring reason due to the nature of the job he/she works or
performs or due to the conditions of work (1,2). They show
a specific or strong relationship with the profession. Its
incidence is higher in people working in the same profession,
and it shows occupational clustering (2).
Pneumoconiosis is one of the occupational diseases that
occurs as a result of dust accumulation in the lungs (such as
silica, coal dust, asbestos) and tissue reaction to these dusts.
Pneumoconiosis is an incurable disease. The disease may be
clinically asymptomatic, or respiratory function losses may
occur. This situation is affected by factors such as the type
and amount of dust exposed, the duration of exposure, and
the person's characteristics (genetic and immunological
characteristics, smoking). It is not possible to predict when it
will happen in which clinic (3).
Dental laboratory technicians are professionally exposed to a
wide variety of chemicals, dust and noise, ergonomic risks
and psychosocial risks (4). In the production of prosthesis, it
may be exposed to substances such as plaster, wax, resin,
ceramic, chrome, cobalt, silica, nickel, methyl mercaptyl and
beryllium (5).
In prosthesis construction, cobalt-chromium and
molybdenum alloys are used to create metal structures and
refractory materials are used to make metal skeletal molds.
Refractory materials consist of quartz, one of the most
common forms of crystalline silica found in nature. It is
exposed through inhalation to mixed mineral dusts
containing respirable crystalline silica particles and metals
produced during production processes (6).
The interstitial lung disease caused by these mixed dusts is
called “dental technician pneumoconiosis”. To prevent
pneumoconiosis in dental technicians, effective measures
should be provided to prevent the employee from being
exposed to dust (7).

CASE REPORT

A 39-year-old male patient, who had been suffering from
shortness of breath and dry cough on exertion for the last few
months, was admitted to the chest diseases outpatient clinic.
Since he was a dental technician by profession, he was
referred to the occupational diseases clinic.

Occupational history was asked. He has been working as a
dental technician in dental laboratories of different
companies for about 19 years. Although he may have been
exposed to intense dust in the years started working, his

exposure to dust has decreased significantly with general and
local ventilation systems. He was using appropriate personal
protective equipment. He was last working in the metal
leveling department at his workplace. He has a 15-pack-year
history of smoking and continues to smoke.

In the physical examination of the patient, who had no
additional complaints, respiratory system and other system
examinations were normal. In the Posterior Anterior Lung
(PA AC) Radiograph, millimetric nodular density increase
was observed in all zones bilaterally (Figure 1a).
Respiratory Function Test (PFT): Fevl: 3.61 1t (98%)Fvc: 4.81
1t (108%) Fevl/Fvc:75% was observed (Figure 1b)

Figure 1a. PA AC Graph

Figure 1b. SFT
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In the requested High Resolution Computerized
Tomography (HRCT), a widespread peribronchovascular
micronodular infiltration image was observed in all lobes
and segments of both lungs (Figure 2a). The recorded images
of the case, taken in previous years, were examined. Thorax
Computed Tomography (CT) with a slice thickness of 5 mm
taken at the emergency clinic admission 3 years ago showed
widespread micronodular density in all lobes of both lungs
(Figure 2b).

Although there may be differences in the images due to
HRCT and Thorax CT shooting techniques, the findings
taken 3 years apart were similar to each other.

Figure 2a. HRCT

Figure 2b. Thorax CT

PA AC ILO((International ~ Labor
Organization) Pneumoconiosis evaluation was evaluated by

Radiography

a pneumoconiosis reader (physician trained in ILO

N
Classification).  ILO
Pneumoconiosis was evaluated as p/p 2/1. When the clinical

International ~ Pneumoconiosis
and imaging examinations of the case were evaluated with
the the  dental
pneumoconiosis was considered.

occupational  history, Technician
He stated that the subject did not have periodic examinations
at the workplace. The case was referred from the SSI (Social
Security Institution) institution for occupational disease and
was evaluated at the health board. It was evaluated by other
branches of the health board and no additional diseases or
pathological findings were observed. He was advised to quit
smoking and stay away from all kinds of air pollutants.
Unfortunately, although we do not know whether they have
periodic inspections or whether the necessary precautions
have been taken to minimize exposure to dust in the
workplace and below the legal limit, the SSI institution will
learn as a result of the necessary examinations and ensure
that the necessary measures are taken.

DISCUSSION
A wide range of materials and construction techniques are
used in the construction of dental prostheses. It is because of
this diversity that; Dental laboratory technicians are also
exposed to a wide variety of chemicals, dust and noise
professionally (4). Additionally, they may be exposed to
ergonomic and psychosocial risks due to the conditions of
work (2).
In dental prosthesis laboratories, there are stages of making
prosthesis such as taking a plaster model, wax modelling,
melting and sandblasting metals, and adjusting the metal to
the model by leveling (8).
It contains chromium, cobalt nickel and small amounts of
molybdenum and iron in dentures. Co-Cr alloys; While it is
used in the construction of skeletal prostheses, Ni-Cr alloys
are used in the construction of fixed prostheses. The most
commonly used silica-containing materials in dental
prosthesis laboratories are dental porcelains, leveling and
polishing materials and investments (4).
During model making, porcelain making, casting, acrylic,
leveling and polishing processes in laboratories, harmful
substances such as metal, silica and acrylic dust mix with the
ambient air. Workers are exposed to substances such as
plaster, wax, resin, ceramics, chrome, cobalt, silica, nickel,
methyl mercaptyl and beryllium, as well as silica dust (8).
Dental technicians are exposed to a very complex dust
mixture due to the procedures they perform, and the
interstitial lung disease caused by these substances is called
"dental technician pneumoconiosis” (7).
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Diagnosis of pneumoconiosis; It is made by occupational
with  the of
pneumoconiosis, radiological appearance compatible with

history ~ compatible development
pneumoconiosis, and the absence of any other disease that
would explain the current radiological appearance in the
differential diagnosis.

Pneumoconioses are preventable lung diseases. In cases
where it cannot be prevented by engineering methods; With
early diagnosis, exposure should be terminated and
progression halted. The most appropriate method for early
diagnosis is "Lung radiography". The ILO classification aims
international for
by

abnormalities with letters and numbers. Lung radiography is

to create a common language

pneumoconiosis  findings coding  radiographic
applied not only in employment examinations but also in
periodic examinations (3).

HRCT is used because standard chest radiographs have low
sensitivity in the diagnosis of pneumoconiosis and the
difference in evaluation between readers is high and it shows
parenchymal findings more clearly (3,9).

The routine protocol of HRCT is to take images from the
lung apex to the costophrenic sinuses, one cm apart and 1-2
mm thick, in deep inspiration and in the prone position.
Additionally, by reducing the number of slices and using
lower beam doses, radiation dose can be reduced without
decreasing resolution (10).

Differences in the prevalence of pneumoconiosis among
dental technicians, differences in working hours, proportion
of smokers, differences in working conditions of individuals,
whether they work freelance or as members of a large
company, use of beryllium, etc. It is caused by many factors
such as (11).

Cases of dental technician pneumoconiosis have been
reported from abroad and in our country (7, 11-13).
Technicians are at serious risk for occupational respiratory
diseases, so primary prevention rules are essential for these
workplaces (11). For protection, a working environment
should be provided in dental laboratories where all contact
with the materials used can be prevented (7).

Factors that cause disease in the workplace environment
should be identified and eliminated from the environment
with appropriate measures, or if it cannot be completely
eliminated, they should be kept under control to prevent
them from being affected by stopping contact with
employees. The employer must work to improve the current
situation, monitor and inspect whether occupational health
and safety measures taken in the workplace are followed, and
pay attention to eliminating non-conformities.

. il .

Employees must fulfill their responsibilities regarding
occupational health and safety (14).

CONCLUSION
Occupational diseases are preventable diseases and reporting

is mandatory. Detection of occupational disease is of great
importance. No matter which polyclinic one applies to,
his/her occupational history should be asked and when there
is a suspicion of occupational disease, one should definitely
be directed to the occupational diseases clinic. When we look
at the retrospective examinations of our case, we see that
there are similar findings in the thorax CT images of the
emergency clinic application 3 years ago. The occupational
history of the patient may not have been taken because
emergency clinics were busy. For this reason, we recommend
that when registering your first patient, your profession
should be recorded as well as your identity, address and
telephone information and that this should be taken into

consideration.
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Abstract

Nikolay Syndrome was first observed in patients who received bismuth injection for the treatment of syphilis. It can be seen after the injection
of various drugs. This condition, which progresses with pain, edema and discoloration at the injection site, can have serious, irreversible
consequences for the patient if not aware of it and not treated appropriately in a timely manner. In our case, it occurred after the intramuscular
use of diclofenac sodium. We wanted to present our case so that is rare and raises awareness.

Keywords . .
Nikolay syndrome, intramuscular injection, diclefenac sodium

Ozet Nikolay Sendromu, ilk olarak sifiliz tedavisi igin bismuth enjeksiyonu yapilan hastalarda gozlemlenmistir. Cesitli ilaglarin enjeksiyonu sonrasinda
goriilebilir. Enjeksiyon yerinde agri, 6dem ve renk degisikligi ile ilerleyen bu durum, farkinda olunmadig1 ve zamaninda uygun sekilde tedavi
edilmedigi takdirde hasta agisindan geri dontsimi olmayan ciddi sonuglar dogurabilir. Olgumuzda diklofenak sodyumun intramuskuler
kullaniminin ardindan gériilmistiir. Nadir goriilmesi ve farkindaligin artirilmast i¢in olgumuzu sunmak istedik.

Anahtar . oo .
Nikolay sendromu, Intramuskiiler enjeksiyon, Diklofenak sodyum

Kelimeler
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Nikolay Sendromu, emboli kutis medikamentosa ya da
livedoid dermatit olarak da bilinen intramuskiiler, subkutan
ya da intraartikiiler ila¢ enjeksiyonu sonrasinda olugan deri
ve subkutan dokuda akut inflamatuar cevapla baslayip
nekroz ve skar olusumuna giden bir durumdur (1).
birlikte
stimiilasyonu, prostoglandin sentez inhibisyonu, embolik

Patogenezi kesin olmamakla sempatik sinir

okliizyon, inflamasyon ve damarlarda fiziksel tikanma gibi
¢ok sayida hipotez ortaya atilmistir.

Damarlarda fibrin trombiis ve ayrica derin dokuda yag
nekrozu varligr da dikkati ¢ekmistir (Figiir 1,2). Hastanin
Oncesine ait damarsal patoloji ykiisii olmamasi, lezyonun
enjeksiyon bolgesine sinirli olmasi, histopatolojik olarak ise

epidermal nekroz ve fibrin trombiise vaskiilit bulgularinin
eslik
degerlendirilmistir.

etmemesiyle olgu Nikolay sendromu olarak

Hastalarda enjeksiyon sonrasinda ciddi agri, deride renk EE

degisimi ve doku nekrozu goriilebilir (2). Patogenezi ile ilgili
¢ mekanizma tzerinde durulmaktadir. Bunlardan ilki;

enjeksiyonun damar cevresine denk gelerek travma ya da &

inflamasyon kaynakli olarak vaskiiler hasara ve boylece de

tromboza ve cilt nekrozuna yol acabilecegidir. Tkincisi; |

enjeksiyonun intraarteriel olmasi durumunda emboliye
neden olabilmesidir. Uglinciisii ise vaskiiler, perivaskiiler ya

da perinoral enjeksiyonun sempatik vazospazma neden |

olarak iskemik nekroza yol agmasidir (3).

Antibiyotik (penisilin tiirevleri), a1 (influenza, difteri-
bogmaca-tetanoz), antihistaminik
hidroksizin), NSAID (diklofenak sodyum, piroksikam), lokal
(lidokain),  kortikosteroid
deksametazon), antipsikotik (klorpromazin, fenobarbital),

anestezik (triamsinolon,
interferon ve bircok bagka ila¢ kullanimi sonrasinda
hastalarda rapor edilmistir (4).

Biz de diklofenak sodyum kullanimi sonrasinda lokal olarak
enjeksiyon bolgesini etkileyen, iyatrojenik deri nekrozuna
neden olan nadir goriilen Nikolay Sendromlu bir olguyu
sunmak istedik.

OLGU SUNUMU

Olgumuz 24 yasinda kadin hasta olup 2021 yillinin Mart |

ayimnda intramuskiiler diklofenak sodyum enjeksiyonu
sonrasinda gluteal bolgede agr1 ve renk degisimi nedeniyle
acil servise bagvurmustur. Hastanin bilinen damar hastalig,

lokal travma, sistemik ya da topikal ila¢ kullanimi oykist -

yoktur. Fizik muayenede deride nekroz ve yiizeyel doku
ultrasonunda sol gluteal bolgede cilt alti dokuda 6dem ile
uyumlu ekojenite tespit edilmistir. Bunun {izerine nekrotik
goriiniimdeki doku eksizyonel biyopsi ile ¢ikarilarak patoloji
laboratuarina gonderilmigtir. Gonderilen doku makroskopik
olarak 4,5x2 cm boyutunda olup nekrotik ozelliktedir.
Mikroskopik olarak ise hematoksilen eozin boyamada
dermal inflamasyonun eslik etmedigi epidermal nekroz
gorilmiistiir.
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Figure 1. Vaskiiler nekroz HEX10

TARTISMA
Nikolay Sendromu, ilk olarak 1925 yilinda sifiliz nedeniyle
bismuth enjeksiyonu yapilan hastalarda doku nekrozu
gortilmesi sonrasinda Nikolau tarafindan tanimlanmistir (1).
Bizim olgumuzda da diklofenak sodyum (dikloron)
kullanimi sonrasinda gorilmiistiir. Diklofenak, steroid
olmayan antiinflamatuar ilaglardandir (5). Bu ilaglar diinya
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genelinde en sik kullanilan ilaglardan olup agri, ates ve
inflamasyon tedavisinde etkilidirler. Etkilerini siklooksijenaz
enzimini geri dontigsiiz sekilde inhibe etmek suretiyle
gosterirler (6). Agr1 tedavisinde hala siklikla tercih edilip
glvenilir ve iyi tolere edilebilir oldugu distiniilmesine
ragmen lokal yan etkileri de goriilmektedir. Lokal yan
stk bakteri
tekniginin yanliy olmasi ve enjeksiyonun hatali bolgeye

etkilere en kontaminasyonu, enjeksiyon
yapilmasi neden olur (7). Yan etkileri azaltabilmek adina
enjeksiyon uygularken; igne boyunun yag dokusu fazla olan
kisilerde 3,8 cm’den uzun segilmesine ve ignenin viicuda dik
olarak sokulmasma dikkat etmek ve ignenin dokuya siki
sikiya saplandigindan (igne kas dokusu icinde iken hareket
etmez) emin olmak gerekir. Ayrica ayni1 bolgeye tekrarlayan
enjeksiyonlardan kaginilmasi da elzemdir (8).

Aktas ve

sendromuna en sik neden olan ajanlarin diklofenak ve

arkadaglarmin  yaptigt ¢alismada nikolay
benzatin penisilin oldugu belirtilmis ve kendi hasta
10 diklofenak

enjeksiyonu sonrasinda cilt nekrozu goriilmistiir. Ayrica

gruplarindaki hastanin  tamaminda
hastalarin tamaminda bizim olgumuzda da oldugu gibi
gluteal bolgeye enjeksiyon yapildigi bu nedenle de nikolay
sendromundan kaginmak amaciyla enjeksiyon igin bagka
alan kullanilmasi 6nerilmistir (9).

Klinik olarak hastalarda enjeksiyon yerinde ciddi agri, eritem
ve Odem vyanisira livedoid retikiller yama ve plaklar
goriilebilir. Ayirici tanisinda yer alan kardiyak kokenli
alt distalinde
semptomlarin olmamasi ve bulgularin enjeksiyon bolgesine

embolilerden, ekstremite iskemik
sinirli olmasiyla ayrilir. Histopatolojik olarak ise etkilenen
dokuda vaskiilitin eslik etmedigi vaskiiler tromboz ve cilt

nekrozu izlenir. Erken donemde yaygin epidermal nekroz ve

hemoroji ~ goriilirken, daha ge¢ donemde reperatif
degisiklikler ve histiosit infiltrasyonu goriiliir. Ayirici tanida
trombotik ya da embolik vazookliizyon kaynakli

vaskiilopatik durumlar g6z 6niinde bulundurulmalidir (4).
Hastalarin kiiltiirlerinde en sik Psédomonas ve Stafilokok
tredigi gorilmustir (10). Standart bir tedavi protokolii
olmamakla birlikte, tanindiginda sistemik antibiyotik ve
erken donemde yara yeri debridmani uygulanmaktadir. Geg
donemde yara yerinde kontraktiir ve deformiteler yanisira
nadir olarak yumusak doku sarkomu da gelisebilir (11). Bu
nedenle hastalarin takibi 6nemlidir, bizim olgumuzda da 6
aylik stire¢ ierisinde herhangi bir komplikasyon gelismemis
olup hasta yasantisina normal sekilde devam etmektedir.

SONUC
Nikolay Sendromu klinik pratikte parenteral uygulamaya

bagli gelisen 6nemli bir durum olsa da ¢ogunlukla tani

almadan ve edilmeden  atlanabilmektedir.

takip
Multidisipliner olarak klinikte karsilasma olasilig1 yiiksek
olan bu sendrom konusunda farkindahigin arttirilmasi ve
gereksiz ilag kullaniminin 6niine gegmek i¢in uyarict olmasi

dolayisiyla olgumuz sunulmaya deger bulunmustur.

Etik Beyanname

Olgu sunumu oldugundan etik kurul onayina gerek yoktur.
Bu olgu sunumu i¢in hastadan bilgilendirilmis onam
almmigstir

Cikar Catigmasi Beyani:

Yazarlar tarafindan herhangi bir ¢ikar catigmasi beyan
edilmemistir.

Finansal agiklama:

Yoktur.

Yazar Katkist:

Tiim yazarlar calismaya esit katki sunmuglardar.
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Keywords

Anomalous aortic origin of the coronary artery from the opposite sinus of Valsalva (AAOCA) is an established risk factor for sudden cardiac
death, particularly in young adults. In this paper, we present a case of 41-years-old male patient with anomalous origin of the right coronary
artery (ARCA) from left sinus of Valsalva.Recent developments in multidetector computed tomography (MDCT) technology have effectively
decreased the duration of imaging, the amount of contrast media required, and the level of radiation exposure. MDCT can serve as an initial
radiological technique for diagnosing coronary anomalies like ARCA.

Anomalous origin, right coronary artery, coronary computed tomography angiography, sudden cardiac death.

Ozet

Anahtar

Kelimeler

Koroner arterlerin kars siniis Valsalva’dan koken alma anomalileri 6zellikle geng hastalarda ani kardiyak 6liime yol agabilen bozukluklardir. Bu
caligmada, sag koroner arterin sol sinus Valsalva’dan koken aldigi (ARCA) 41 yaginda bir erkek hastayr sunuyoruz. Cok kesitli bilgisayarli
tomografi (CKBT) teknolojisinde son donemlerde meydana gelen gelismeler, tetkik siirelerinin kisalmasiny, tetkik bagi ihtiyag duyulan kontrast
madde miktarinin ve radyasyon maruziyetinin azalmasini saglamistir. Bu gelismeler ile birlikte CKBT, ARCA gibi koroner arter anomalileri
tanisinda tercih edilecek ilk radyolojik yontem olarak kullanilabilir.

Anormal orijin, sag koroner arter, koroner bilgisayarli tomografi anjiyografi, ani kardiyak 6lim.
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INTRODUCTION

Coronary artery anomalies belong to a rare group of cardiac
diseases with the most of cases being benign (1,2). Due to
their often-asymptomatic nature, these anomalies are usually
detected incidentally. However, early diagnosis is crucial due
to their potential to cause myocardial ischemia and sudden
death. In young adults, cardiac anomalies are the cause of
approximately half of non-traumatic sudden deaths. In 2/3
of these cases, the underlying cause is a coronary artery
anomaly (3).

The right coronary artery (RCA) arises from the right sinus
of Valsalva, while the left anterior descending and left
circumflex arteries originate as branches of the left mail
coronary artery, which arises from the left sinus of Valsalva
(4). Anomalous aortic origin of the coronary artery from the
opposite sinus of Valsalva (AAOCA) is recognized as a factor
that can lead to sudden cardiac death in especially young
adults. While the most of patients with AAOCA are initially
diagnosed based on symptoms indicating myocardial
to be
asymptomatic. AAOCA is frequently discovered after the

ischemia, it is common for these patients
assessment of additional cardiovascular diseases or non-
specific cardiac symptoms (5). The 2018 America Heart
Association (AHA)/American College of Cardiology (ACC)
Guideline for the Management of Adults with Congenital
Heart Disease states that surgery for AAOCA is typically
recommended for patients experiencing symptoms of
myocardial ischemia and for patients with AAOCA affecting
the left coronary artery (LCA). However, the surgical
recommendation for patients with AAOCA affecting the
right coronary artery (ARCA), especially for asymptomatic
patients, is not well-defined (5,6). An ARCA can either be
hypoplastic or follow the course between the two primary
arterial trunks, namely the pulmonary artery and the aorta,
and is referred to as ARCA-IA. Among the several types of
coronary anomalies, the interarterial course is regarded as
one of the most reliable indicators of sudden cardiac death
(6,7).

CASE REPORT
A 41-year-old male patient with no prior cardiac history,
presented to our emergency department due to 3 days of
intermittent dyspnea and 2 day of chest pain atypical for
angina. The patient denied experiencing any symptoms that
could indicate myocardial ischemia. Blood pressure was
110/60 mmHg, and his pulse rate was 78 beats per minute
with a regular rhythm. The remainder of his vital signs were

also unremarkable. The past medical and surgical history was
data
hyperlipidemia. The physical examination revealed a normal

nonspecific,  while  anamnestic indicated
cardiovascular and respiratory system assessment. The rest
of the physical examination was also normal. The initial
laboratory analysis including troponin levels, and initial
posterior-anterior (P-A) chest radiograph showed no
significant findings. The electrocardiogram (ECG) showed
no signs of ischemia signs or arrhythmias. The patient was
referred to follow up with the pulmonology and cardiology
outpatient clinics and was discharged.

At the patient's follow-up visit to the pulmonology clinic two
days later, no significant findings were observed in the
physical examination and pulmonary function tests. At the
cardiology outpatient clinic follow-up, it was considered that
the chest pain was not consistent with angina. A
transthoracic echocardiography was conducted, revealing an
ejection fraction of 55%-60% and no observed anomalies in
regional wall motion. After giving informed consent, he
underwent coronary computed tomography angiography
(CTA). CTA imaging showed that the left coronary artery
(LCA) had a normal origin, whereas the right coronary artery
(RCA) had an anomalous origin. The RCA emerged from the
left sinus of Valsalva and followed an interarterial course
between the aorta and the pulmonary truncus (Figure). Since
it was considered that the patient’s symptoms were not
related to cardiac causes, the patient was deemed
asymptomatic from a cardiac perspective and regular
cardiology outpatient follow-ups and lifestyle changes were
recommended.

Figure 1. Coronary CTA. Curved multiplanar reformatted
coronary CTA images showing the anomalous origin of the
right coronary artery (white arrow). The left main artery
originates from left sinus of Valsalva (red arrow).

CTA, coronary computed tomography angiography.
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Figure 2. Volume rendered coronary CT demonstrating the

anomalous origin of right coronary artery from left sinus of
Valsalva and follows an interarterial course (white arrow)
between the aorta (red arrow) and pulmonary truncus (blue
arrow).

CT, computed tomography.

DISCUSSION
The classification of coronary artery origins from the
opposing sinus includes four types: interarterial (between the
aorta and the pulmonary artery), retroaortic, prepulmonic,
and septal (subpulmonic) (8). The interarterial type is of
significant clinical importance due to its association with
sudden death and ischemic heart disease (7,8). Various
morphological and pathophysiological characteristics have
been identified as contributing factors to the risk of sudden
death in ARCA-IA (9). Morphological variables encompass
characteristics such as a narrow, slit-shape ostium, a sharp
acute take-off angle, and an intramural course of RCA.
like
vasospasm, increased development of atherosclerosis (3,7-8).

Pathophysiological variables involve conditions
We think that these variables can collectively lead to
myocardial ischemia and sudden death. Nevertheless,
exercise is a persistent physiological occurrence that might
result in sudden death in individuals with ARCA-IA (4,8).
The hypothesized pathophysiological mechanism involves
elevated pressure in the aorta and pulmonary artery, together
with diastolic expansion of the major blood arteries during
exercise. This results in the mechanical compression of the
RCA, resulting to ischemia (8). According to a study on
intravascular ultrasonography, the narrowing of the
coronary artery was entirely caused by the aorta since the
pressure in the pulmonary artery was lower than that in the
aorta (10).

Coronary CT angiography is a highly effective imaging

. i p

method for detecting coronary artery anomalies. Before the
technological advancements in cardiac CT, conventional
angiography was the primary imaging method. However,
several studies have shown that cardiac CT is superior to
conventional angiography in detecting coronary artery
anomalies (1,7-8). In a study involving 1,758 patients who
underwent coronary CT, coronary artery anomalies were
found in 28 patients. When catheter angiography was
performed on 20 of these patients, anomalies were detected
in only 11 of them (11).

In patients with ARCA, the appropriate therapeutic
approach is uncertain as most instances are not life-
threatening, mostly because these patients have a lesser risk
of sudden cardiac death, particularly if the diagnose is not a
high interarterial course. One proposal is that surgical
intervention should be considered for young patients (<35
years old) who are symptomatic. Asymptomatic young
patients are evaluated individually, considering the presence
of high-risk conditions (12).

Here we report a case of ARCA with interarterial course,
detected on coronary CTA. ARCA has been linked to
ischemic heart disease and sudden death. It is crucial to
perform an accurate investigation of the anomalous. Recent
advancements in MDCT technology have successfully
reduced imaging time, contrast medium dosage, and
radiation exposure. MDCT can be utilized as a first-step
radiological method for diagnosing ARCA. Conventional
angiography is limited in the diagnosis of coronary
anomalies by its projectional nature. Therefore, precise
anatomical information is typically obtained through the use
of MDCT. It is anticipated that MDCT will become a
valuable tool for understanding the clinical importance of
this ailment and evaluating the treatment of patients.
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Abstract

Keywords

Coarctation of the aorta is a congenital heart disease defined as a segmental narrowing of the aorta distal to the left subclavian artery. The
condition is usually diagnosed in childhood and rarely in adulthood. Severe coarctation causes high mortality and heart failure in childhood,
whereas adult coarctation is usually asymptomatic. The most common clinical manifestation in adults is systemic hypertension. Coarctation of
the aorta is a rare cause of secondary hypertension and can lead to early death if not treated appropriately. In this case report, we present a 39-
year-old woman with refractory hypertension who was diagnosed with coarctation of the aorta by echocardiography and computed tomography

and underwent successful primary stent implantation.

Coarctation of aorta, Adult, Hypertension

Ozet

Anahtar
Kelimeler

Aort koarktasyonu siklikla sol subklavian arterin distalinde aortun segmental daralmas: olarak tanimlanan, konjenital kalp defektlerinde %8-10
oraninda goriilen, izole veya diger kardiyak defektlerle birlikte olabilen bir konjenital kalp hastaligidir. Aortikelastisite anormallikleri ile
karakterize genis yayilimli bir arteriyopati olarak da tanimlanmaktadir. Durum genellikle cocukluk ¢aginda ve nadiren yetigkinlikte teshis edilir.
Yetiskinlerde en sik goriilen klinik bulgu sistemik arteriyel hipertansiyondur. Bu olgu sunumunda, ekokardiyografi ve bilgisayarli tomografi ile
aort koarktasyonu tanisi konulan ve bagarili primer stent implantasyonu uygulanan, refrakter hipertansiyonu olan 39 yaginda bir kadin hastay:
sunuyoruz.

Aort koarktasyonu, Eriskin, Hipertansiyon
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INTRODUCTION
Coarctation of the aorta is a congenital heart disease defined as
a segmental narrowing of the aorta distal to the left subclavian
artery. The condition is usually diagnosed in childhood and
rarely in adulthood. Severe coarctation causes high mortality
and heart failure in childhood, whereas adult coarctation is
The
manifestation in adults is systemic hypertension. Coarctation

usually asymptomatic. most common clinical
of the aorta is a rare cause of secondary hypertension and can
lead to early death if not treated appropriately. In this case
report, we present a 39-year-old woman with refractory
hypertension who was diagnosed with coarctation of the aorta
by echocardiography and computed tomography and

underwent successful primary stent implantation.

CASE REPORT
A 39-year-old woman suffering from hypertension for five
years admitted to our clinic with resistant hypertension,
headache, and claudicatio intermittent.
The patient had a history of smoking, but her family history
was unremarkable. Blood pressure in the right and left arms
were 170/100 mmHg, and no significant difference was
determined. Fingertip pulse oximetry was 99%. Physical
examination revealed a 3/6 systolic murmur across the
interscapular region, and femoral pulses in the lower extremity
were filiform at palpation. No abnormal finding was
encountered during other system examinations. Complete
blood count and biochemistry values were normal. The
cardiothoracic ratio at chest x-ray was normal, and subcostal
notches were observed. T negativity was observed at V1, V2,
and V3 derivations in the electrocardiography (ECG) sinus
rhythm (80 beats/min).
In transthoracic echocardiography stenosis in the descending
aorta was observed. A maximum gradient of 51 mmHg was
measured in the descending aorta after the subclavian artery.
Thoracoabdominal CT angiography was performed, and
postductal aortic coarctation was diagnosed (Fig. 1).

the
Endovascular intervention was planned on the base of the

Informed consent was obtained from patient.
patient’s age and body surface area, the coarctation
morphology, and the non-recurrent nature of the coarctation.
The patient was taken to the catheter laboratory (Fig.2).

Aortography was performed under local anesthesia with a
pigtail catheter from the right radial artery. A 14F 85mm
sheath was localized to the right femoral artery. The lesion was

passed with a 0.035 hydrophilic guidewire.

Figure 2. Angiography image after percutaneous

A 43-mm stent was inserted into the stenotic segment by
loading a 18X40mm balloon catheter over the guidewire.
Control aortography showed that 95% patency had been
achieved in the coarctation region.After the procedure, the
patient was followed up in the intensive care unit for 1 day
and in the cardiovascular surgery service for 1 day. No
complications were observed.

Echocardiography control was performed postoperative 1*
and 3rd-monththe gradient was between 5-10 mmHg.
observed in cladicatio

Regression  was complaint.

Antihypertensive treatment was discontinued.
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DISCUSSION

Aortic coarctation is a congenital heart disease characterized
by narrowing of the aorta below the left subclavian artery. It
affects 8-10% of congenital heart defect case sand can occural
one or with other cardiac issues (1) . There are two
morphological (preductal/infantile and postductal/adult) and
four anatomical (isthmus, arcus, descending, and abdominal)
classifications (2). It's more prevalent in males, with the
preductal type common in children and postductal type in
adults. Untreated adults have a life expectancy of about 35
years, with an 80% mortality rate in the fifth decade (3).
Common complications include heartfailure, myocardiali
nfarction, and intracranial hemorrhage. It often coexists with
bicuspid aorta and other cardiac conditions like Shone’s
complex, ventricular septal defect, patent ductus arteriosus
(PDA), and intracranial aneurysm (4).

Aortic coarctation, a congenital condition, refers to segmental
narrowing in the aorta. Dr. Bonnet classified it into preductal
and postductal types in the early 20th century (2). Aortic
coarctation is common in infants (preductal) and adults
(postductal), affecting about 4 in 10,000 births, with a higher
prevalence in males. Its exact cause is unknown, but theories
like ductal tissue migration have been proposed.

The flow theory suggests hypoplasia in the transverse arch or
isthmus due to decreased blood flow caused by intracardiac
including NOTCH]1
mutations, have been linked to coarctation, with increased

anomalies. Genetic factors, gene
incidence seen in conditions like Turner syndrome (15-35%).
Family members of affected individuals also have a higher
likelihood of the anomaly (5,6).

Echocardiography and CT angiography are the main
diagnostic tests for coarctation of the aorta. Echocardiography,
especially Doppler examination from the suprasternal region,
confirms the diagnosis by revealing turbulent flow and high
gradients in the coarctated area. Cardiac catheterization is used
to locate the coarctation, measure pressure, assess the distance
the

interventions.

from subclavian artery and plan endovascular
Severe aortic coarctation in newborns can cause high mortality
from heart failure. In adults, it leads to hypertension and
possible claudication. Diagnosis considers high upper limb
blood pressure and low lower limb pressure. The exact cause is
uncertain, possibly related to nervous system imbalance and
vascular issues (7,8).

The recommended treatment for aortic coarctation involves
addressing systemic arterial hypertension and a 2>50%
anatomical stenosis with a >20 mmHg difference in upper and
lower extremity systolic blood pressure. Early intervention is

crucial to prevent coarctation-related cardiovascular events.

. il .

Treatment options include percutaneous interventions or
surgery. The choice between them is debated. According to
the American College of Cardiology (ACC)/American Heart
Association (AHA) guideline, interventions should be
decided by a cardiac team based on patient specifics. Surgica
lintervention is preferred for patients with accompanying
cardiac anomalies, heart valve disease, long coarctation
segment, or isthmus hypoplasia (1).

According to ESC guidelines, interventions (surgical or
endovascular) are recommended for adult patients with a
>20 mmHg blood pressure difference between upper and
lower extremities, upper extremity hypertension (>140/90
mmHg), or severe left ventricular hypertrophy (9).
Intervention may be considered in cases with >50% aortic
stenosis, irrespective of pressure gradient and presence of
hypertension.

The first surgical repair was performed by Crafoord in 1944.
Balloon angioplasty was performed by Lock et al. in 1982,
followed by the first stenting procedure in 1991(10,11).
Surgical techniques for aortic coarctation depend on
segment length and collateral circulation. Approach varies
based on cardiac issues, often using left posterolateral
thoracotomy.

In endovascular treatment, adults with aortic coarctation
often undergo percutaneous balloon angioplasty or stent
placement for recoarctations and aneurysms post-surgery.
Balloon angioplasty may lead to post-procedural aneurysms
due to controlled tearing, and recoarctation risk is higher
compared to surgery (12,13). Stents are preferred in adults
for their appropriate aortic lumen diameter, low residual
gradient, and lower complication rates. Coated stents are
popular, but consensus on their use is lacking (14).

Despite successful surgical or endovascular treatments,
coarctation of the aorta persists in 25-30% of patients during
follow-ups. Post-repair hypertension is more common in
those treated late, especially in patients over nine years old,
as shown in a study by Morgan et al. No specificage-related
timing for treatment has been established (15).

Aortic coarctation, a congenital heart issue, requires surgery
or endovascular procedures for correction. Ongoing
monitoring is vital due to possible complications.
Endovascular methods, such as stenting, reduce blood
pressure, lower drug reliance, and minimize complications,
offering a promising alternative with shorter hospital stays.
Considering that our patient was a 39-year-old woman with
a tight native aortic coarctation (51 mmHg gradient) and
poststenotic dilatation of the descending aorta, closed stent
implantation was the best option in this case because of the
high risk of dissection or rupture with conventional stenting.
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Ozet

Anahtar
Kelimeler

Kronik bagirsak yetmezliginde (KIF) evde parenteral niitrisyon (HPN) hayati 6neme sahiptir. HPN alan hastalarda kateter iliskili kan dolagim1
enfeksiyonlar1 (KIKDE) énemli bir morbidite ve mortalite kaynagidir. HPN hastalarinda KIKDE tedavisinde sistemik antibiyotik tedavisi, Kilit
tedavileri, kateter kurtarma prosediirleri rehberler 1s1g1inda yiiriitiilmelidir. KIKDE ydnetiminde etken ajanlar, antibiyotik direnci, kateterin yapisi
ve kullanma siiresi, HPN tedavi siklig1 6nemli rol oynamaktadir. Ayrica kateterin kurtarilmasi da 6nemli bir yere sahiptir. Ancak bazi durumlarda
kateterin ¢ikarilmasinda gecikme klinigin kotiilesmesine ve metastatik enfeksiyon gelisimine yol acabilmektedir. KIKDE siiphesi durumunda
kateter ve periferik kan kiiltiirleri alinmali ve hemodinamik stabilite durumuna gore antibiyotik segimi yapilarak ampirik antibiyotik baglanmalidir.
Antibiyotik direnci SAT se¢iminde g6zéniine alinmalidir. Kateterin kurtarilmas: prensipleri gozden gecirilmeli ve gerekirse kilit tedavileri
degerlendirilmelidir. Ancak komplike durum varsa ve hemodinamik durum stabil degilse kateter gikarilmas: geciktirilmemelidir. Kiltiir negatifligi
elde edilmeden yeni kateter girisimi uygulanmamalidir. Hijyen ve egitim onlemleri KIKDE gelisimi riskini azaltmak icin gozoniinde
bulundurulmalidir. Bu derleme, son yillarda artan siklikta gorillen HPN hastalarinda KIKDE tedavi yonetimi ile ilgili literatiirii gdzden gecirmeyi
amaglamaktadir.
Evde Parenteral Niitrisyon;, Kateter iligkili Kan Dolagimi Enfeksiyonu;, Tedavi

Abstract

Keyword

Home parenteral nutrition (HPN) has vital significance in chronic intestinal failure (CIF). Catheter-related bloodstream infections (CRBSI) are
an important source of mortality and morbidity in HPN patients. While treating CRBSI in HPN patients, the procedures of systemic
antibiotherapy, lock therapies, and catheter rescue should be done in light of guidelines. Causative microorganisms, antibiotic resistance, the
composition and time of usage of the catheter, and HPN treatment frequency play an important role in CRBSI management. Another point of
importance is rescuing the catheter. But, in some cases, delays in removing the catheter can cause clinical deterioration and the development of
metastatic infections. If CRBSI is suspected, catheter and peripheral blood cultures should be drawn and empirical antibiotherapy should begin
with choosing an antibiotic according to hemodynamic stability. Antibiotic resistance should be considered when choosing an empirical agent.
The principles of catheter rescue should be reviewed, and if necessary, lock therapies should be considered. However, if there is a complicated
situation and the hemodynamic situation is unstable, catheter removal should not be delayed. A new catheter insertion should not be performed
without obtaining a negative culture. Hygiene and educational measures should be considered to reduce the risk of developing CRBSI. This review
aims to overview the literature on the management of CRBSI therapy in HPN patients, which has been increasingly prevalent in recent year

Home Parenteral Nutrition;, Catheter Related Blood Stream Infection;, Therapy
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yerden veya kilavuz teli ile kateter degistirilir ve SAT tedavi

GIRIiS basl
Bagirsak  yetmezligi (IF), ‘"insan saghgmin ve/veya a§.an1r.' ) o
bitytimesinin sirdirilemeyecek  diizeyde bagzrsak Siddetli enfeksiyon; kan kiilttirii alinir, SVK ¢ikartilir, kateter

fonksiyonunun, makro besinlerin ve/veya su ve elektrolitlerin
emilimi i¢in gereken minimum seviyenin altina diigmesi”
olarak tanimlanir (1). Evde parenteral beslenmenin (HPN), tip
III bagirsak yetmezligi olan kisilerin tedavisinde hayati 6nem
tagimaktadir (2).

Santral venoz kateter (SVK) ile iligkili kan dolagimi
enfeksiyonlari (KIKDE), HPN alan IF hastalari i¢in énemli bir
morbidite ve bazen de mortalite kaynagidir. Bu nedenle, HPN
tedavisi alan hastalarda KIKDE tani ve tedavisi onemlidir (3).
Bu derlemede 1976 yilindan itibaren Pubmed ingilizce
kaynakl literatiirler gozden gegirilerek HPN alan IF tanili
hastalarda KIKDE tedavisi ile ilgili verileri gézden gecirmeyi
amagladik.

KIKDE Yénetimi

KIKDE riski tastyan hastalarda, uygun kiiltiirler alindiktan
hemen sonra antibiyotik tedavisine baslanmasi 6nemlidir. En
basit yaklagim, HPN ile iligkili KIKDE igin sistemik antibiyotik
tedavisi (SAT) uygulamak ve ayni zamanda SVK’e antibiyotik
kilidi (AKT) eklemektir. HPN hastalari igin en uygun ampirik
antimikrobiyal rejim, vankomisin, imipenem ve kaspofungin’i
icermektedir. Vankomisin, KoNSmn yaygin oldugu ve
metisiline direncli S. aureus izolatlarnin 6nemli bir oranina
sahip oldugu durumlarda 6nerilirken, imipenem ¢oklu ilaca
direngli Gram-negatif basil tiirlerini kapsamak igin
secilmektedir. Kaspofungin, amfoterisin B'ye gore daha az
toksik bir alternatif olarak kabul edilmekte ve flukonazole
direngli Candida tiirlerini (6zellikle non-albicans) kapsayacak
sekilde secilmektedir (4-9).

Tedavi yaklasimi kisa siireli (<14 giin) ve uzun siireli kateter
(=14 giin) uygulamalarina ve komplike enfeksiyon varligina
gore farklilik gostermektedir. Komplike durum; 72 saat sonra
infeksiyon ve ates varlig, komplikasyon (endokardit,
aktif
malignite ve immin yetmezligi durumu varhigr olarak
tanimlanir (2,7,10,11).

Kisa Siireli Kateter Olan Hastalarda KIKDE Tedavisi
Yakla@ﬁﬁnla

Kisa siireli kateter olan hastalarda KIKDE; Hafif orta siddetli

enfeksiyon (hipotansiyon ve sok olmamasi) ve siddetli

Ostemyelit (OM) vb) ve S.aureus enfeksiyonu icin

enfeksiyon (hipotansiyon, sok ve organ yetmezligi) bulgulari
varligina gore degerlendirilir.

Hafif orta siddetli enfeksiyon durumunda, kan kaltiri alinir
ve SAT tedavi baglanir. Ancak ates kaynagi saptanamiyorsa
SVK kaldirilir ve kateter u¢ kiltiiri alinir ve uygunsa yeni

uc¢ kaltiird almir, yeni yerden veya guide teli ile kateter
degistirilir ve SAT baslanir. Hafif-orta siddetli veya siddetli
infeksiyon bulgular1 varliginda tiim kiltiirler negatif ise
baska ates kaynag1 aramalidir.

Kan kaltari pozitif ve SVK kiltiir >esit 15 cfu ve sonikasyon
metodu ile >esit 10> CFU ise;

Komplike ise kateter ¢ikartilir, 4-6 hafta (osteomyelit varsa
6-8 hafta) SAT verilir.

Komplike degil ise; KoNS igin kateter ¢ikartilir ve 5-7 giin
SAT verilir. Kateteri ¢ikartilmazsa SAT ve AKT 10-14 giin
stire ile devam edilir.

S. Aureus ve Enterekok igin kateter ¢ikartilir ve sirastyla SAT
>esit14 giin ve 7-14 giin devam edilir.

Gram negatif basil ise kateter ¢ikartilir ve SAT 7-14 giin
devam edilir.

Candida varsa kateter ¢ikartilir ve sistemik antifungal
tedavisi kiiltir negatifligi saptanan ilk giinden itibaren >esit
14 giin devam edilir (2,7,10,11).

Uzun Sureli Kateter veya Port Olan Hastalarda KIKDE
Tedavisi Yaklagimi

Tiinel infeksiyonu veya port absesi varsa kateter ¢ikartilir ve
7-10 giin SAT verilir. Metastatik enfeksiyon varsa kateter
cikartilir ve 4-6 hafta (OM; 6-8 hafta) SAT verilir.

Komplike degil ise; KoNS'da kateter ¢ikartilmazsa SAT ve
AKT 10-14 giin uygulanir. Eger klinik bozulma devam
ediyor veya ortaya ¢ikiyorsa veya relaps varsa veya komplike
oluyorsa kateteri ¢ikartilir.

S. aureus ise kateter ¢ikartilir ve SAT 4-6 hafta devam edilir.
Enterokok kateter ¢ikartilmazsa SAT ve AKT 10-14 giin
uygulanir. Eger klinik bozulma devam ediyor veya ortaya
gikiyorsa veya relaps varsa veya komplike oluyorsa kateteri
cikartilir.

Gram negatif basil ise kateter ¢ikartiliyorsa, SAT 7-14 giin
devam edilir.

Kateter ¢ikartilmiyorsa SAT ve AKT 10-14 giin uygulanir.
Eger klinik bozulma devam ediyor veya ortaya ¢ikiyorsa veya
relaps varsa veya komplike oluyorsa kateteri ¢ikartilir.

PATOJENE OZGU TEDAVI ONERILERI

Gram-Pozitif Basil Onerileri

S. aureus i¢in hastanin bagisikligi baskilanmamigsa daha kisa
SAT 14 gunliik tedavi) uygundur.
Transozefageal (TEE) bakteriyeminin
baslamasindan en az 5-7 giin sonra yapilmalidir. Inatci ates

siireli (en az

Ekokardiyografi
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veya kan dolagimi enfeksiyonu belirtileri gosteren hastalarda, Acinetobacter — baumannii, —Pseudomonas  tiirleri  ve

daha o6nce TEE yapilmigsa ve endokardit belirtisi veya
metastatik enfeksiyon yoksa, kateter ¢ekildikten ve uygun
antibiyotik tedavisine baslandiktan >72 saat sonra ek bir TEE
almmalidir. Transtorasik ekokardiyografi sonuglar1 enfektif
endokarditi diglamak i¢in yetersizdir.

Uzun siireli bir kateter iceren S. aureus KIKDE 'li bir hastada,
kateterin ¢ikarilmadigi nadir durumlarda, hasta 4 hafta
boyunca SAT ve AKT’si almalidir. Kilavuz tel ile kateter
degisikligi yapilmalidir ve antienfektif intraluminal ytizeye
sahip kateter degisikligi diisiiniilmelidir. Kateter ucunda S.
aureuys Uremesi olmasmna ragmen ilk periferik kan
kiiltiirlerinde negatif sonug alinirsa, hasta 5-7 giinliik bir
antibiyotik tedavi rejimi almali ve enfeksiyon belirtileri
yakindan izlenmelidir. S. aureus KIKDE nedeniyle bir kateter
¢ikarildiktan sonra, ek kan kiltiirleri negatif oldugunda yeni
bir kateter yerlestirmeye devam edilebilir. Bakteriyemik
olmayan S. aureus ile kolonize olan kateterlere sahip hastalar,
sonraki S. aureus bakteriyemisi igin risk altindadir ve
sonraki 24

antistafilokokal tedavi uygulanmazsa, hastada bakteriyemi

kateterin  ¢ikarilmasindan saat iginde
gelisebilir.

%10'u
enterokoklar tarafindan olusturulur ve bu ¢ogunlukla E
faecium ve E faecalis tiirleriyle iligkilidir. Enterokokal KIKDE

tedavisi i¢in, Ampisilin duyarli enterokoklar igin tercih

Nozokomiyal kan dolagimi enfeksiyonlarinin

edilen ilag ampisilindir; Patojen ampisiline direngli ise
vankomisin kullanilmalidir. Ampisilin ve vankomisine
direngli enterokoklara bagli KIKDE vakalarinda, antibiyotik
duyarlilik sonuglarina gore linezolid veya daptomisin
kullanilabilir (2,7,10,11).

Gram-Negatif Basil Onerileri

Muhtemel KIKDE tanisina bozulmus hemodinamik durum,
sepsis, notropeni ve femoral kateter varlig1 eslik ediyorsa,
gram-negatif basilleri kapsayacak sekilde ampirik antibiyotik
tedavisi almalidirlar. Baslangig tedavisi olarak gram negatif
aktiviteye sahip farkli siniflardan 2 antimikrobiyal ajan
almalidir. Kiltiir ve duyarlilik sonuglari elde edildikten sonra
baslangi¢ rejiminin tek bir uygun antibiyotige diisiiriilmesi
Onerilir.

Son on yilda, ti¢iincii ve dordiincii kusak sefalosporinlere
direngli gram-negatif basil insidansi artmistir. Genisletilmis
eden MDR K
pneumoniae ve E coli, in vitro olarak duyarli goriinse bile,
ile
karbapenemlere direnglidir ve polimiksin (kolistin) tedavisi

spektrumlu  B-laktamazlari  eksprese

sefalosporinler veya piperasilin-tazobaktam

gerektirebilir.

Stenotrophomonas maltophilia gibi biyofilm olusturma
egilimi olan MDR gram-negatif basil KIKDE hastalarinda,
enfekte bir kateterin ¢ikarilmasi nerilmektedir. Antibiyotik
kilidi ve sistemik antibiyotiklerin kullanildig1 son ¢aligmalar,
gram-negatif basil KIKDE' yi tedavi etmek i¢in yiiksek basart
oranlari bildirmistir (2,7,10,11).

Candida Tiir Onerileri

Amfoterisin B ile antifungal kilit tedavisinin, kandidemili
hastalarda kateterin kurtarilmasina yol agabilecegini 6ne
stiren sinirli klinik veri vardir. Kandidemi tedavisi igin
sistemik antifungal tedavi, ilk negatif kan kiltiri
sonuglarinin elde edildikten sonra 14 giin boyunca uygulanir
ve flukonazol, C albicans ve C parapsilosis'e kars: etkilidir.
Ekinokandin (kaspofungin), C glabrata'ya kars: etkilidir ve
ozellikle kritik hastalarda ve c¢ocuklarda etkili olabilir.
Kandidemi durumunda, tedavi bagladiktan sonra giinlitk kan

kiiltiirleri alinmalidir.

Diger Gram Pozitif Mikroorganizmalar Onerileri

Corynebacterium, Bacillus ve Micrococcus tiirlerine bagl
KIKDE tanist igin farkli bélgelerden alinan kan kiiltiirlerinde
2 Bu
mikroorganizmalarin setinden

en az pozitif sonug  alinmasi

tek bir
izolasyonu, gergek kan dolasimi enfeksiyonunu kanitlamaz.

gerekir.
kan kiltara

Micrococcus ve Bacillus tiirlerinin neden oldugu KIKDElerin
enfekte olmus kateter cikarilmadik¢a bagarili bir sekilde
tedavi edilmesi zordur (12).

Diger Tedaviler

Omega-3 intravendz yag emiilsiyonlar1 ve glutamin, Parafilm
uygulamast PN alan hastalarda KIKDEleri azaltmaya
yardimei olabilir.

SVK ile iliskili ven6z trombozun birincil 6nlenmesi olarak
ilaglarla  (heparin, varfarin) rutin tromboprofilaksi
yapilmasini onerilmemektedir (13).

Her 3 ayda bir S aureus (burun ve ¢izgi bolgesi siiriintiileri)
icin tarama ve kolonizasyondan arindirma stratejisinin
sinirli bir degere sahiptir. Nasal S Aureus tasiyicilig
Mupirosin ile dekolonizasyonu ozellikle yiiksek riskli HPN
hastalarinda KIKDE riskini azaltmak igin kullanilabilir
(14,15,16).

HPN hastalarinda antibiyotik, klorheksidin veya giimiis
stlfadiazin gibi anti-enfektif ajanlarla kaplanmis veya
emdirilmis kateterlerin kullanimi uzun siireli HPN

kohortlarinda sinirl etkinlige sahiptir (7,12,17).
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KATETER KURTARMA

Parenteral beslenmeye (PN) ihtiya¢ duyan hastalarda sepsis
semptomlar1 ortaya ¢iktiginda kateterin ¢ikarilmasi karar,
KIKDE 'nin kaynagi, enfekte eden organizmanin dogasi ve
kullanilan kateterin tiirli gibi faktorlere baghdir. Lokal
infeksiyon, tiinel sepsisi, port haznesi enfeksiyonu, agresif
mikroorganizmalarin ~ varligi, metastatik enfeksiyonlar
(endokardit veya osteomiyelit) ve amansiz hemodinamik
dalgalanma gibi faktorler, kateterin ¢ikarilmasi gerektigini
gosterebilir.

Ancak, bilimsel ¢aligmalar, gekilen kateterlerin %70-90'1n1in
aslinda enfekte olmadigini ve bu nedenle gereksiz yere
gikarildigini gostermektedir. Bu nedenle, siipheli enfekte hat
hemen ¢ikarilmamali, aksine kan, hub ve deri kultirleri
alindiktan sonra PN durdurulmali ve kiiltiir sonuglar1 negatif
oldugunda yeniden baslanmalidir (18). Ancak yine de SVK
gecikme
komplikasyonlar gozoniinde tutulmalidir (19,20).

kaldirilmasinda nedeni  ile  olusabilecek

Uzun sireli kateterler i¢in siddetli sepsis Sipuratif
tromboflebit Enfektif endokardit, Organizmanin duyarli
oldugu 72 saatten fazla antibiyotik kullanimindan sonra kalici
olan bakteriyemi S aureus, mantarlar,
Mikobakterilere bagl Kisa

kateterler icin Gram negatif basil, S aureus, Enterococcus,

P aeruginosa,
enfeksiyonlar varsa, stireli
Mantarlar, Mikobakterilere bagli enfeksiyonlar varsa, Hem
uzun siireli kateterler hem de kisa siireli kateterler icin Bacillus
sp, Micrococcus sp ve Propionibacteria gibi yok edilmesi zor
olan daha az virtilan organizmalar nedeniyle, kateterler
genellikle kan kiltiirt kontaminasyonu dislandiktan sonra
¢ikarilmalidir (21).

Periferik SVK'ler (PSVK) gibi kisa siireli kateterlerde kurtarma
isleminin yapilmamas:t onerilir. (22,23). PSVK igin kateter
kaldirma nedenleri; Lokal enfeksiyon, Mekanik neden,
Tromboz, Flebit, Katetere bagli enfeksiyon stiphesi olarak
birlikte, PSVK'si,
enfeksiyonu olan ve damar yolunu tamamen kaybetmek tizere

belirtilmigtir. Bununla kan dolagimi
olan hastalarda, yeni bir giris elde etme olasihigiyla ilgili
bir PSVK'yi kurtarma

implante

endiseler nedeniyle,
Enfekte

nadirdir ve bu cihazlarin ¢ogu ¢ikarilmalidir. Calismalar,

girisimi
diisiiniilebilir. portlarin  kurtarilmasi
kateterin kurtarilmasinin bagari oranlarinin patojene baglh
Ancak, KoNS
enfeksiyonlar1 genellikle daha yiiksek basar1 oranlari ile
iliskilendirilmistir (24).

Bagarili

olarak degisebilecegini gostermektedir.

klinik

semptomlarmin ve bulgularimin ¢oziilmesi, Tedaviden 48 saat

ve strekli kurtarma; Enfeksiyonun

sonra alinan negatif kan kiltirleri ve Tedavi bitiminden 90
giin sonra I¢inde ayirt edilemeyen bir mikroorganizma

¥
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bulunan KIKDE 'nin klinik veya mikrobiyolojik kaniti
seklinde (25,26).
enfeksiyonlarda da durum degerlendirmesi yapilmalidir.

olmamasi tanimlanir Polimikrobiyal
Gram negatif enfeksiyonlarda konservatif yaklagim one
stiriilse de antineoplastik kemoterapinin neden oldugu
noétropeni sirasinda dikkatli olunmalidir (27).

Kurtarma basar1 oranlari ¢aligmalarda farklilik gosterse de en
iyi basar1 KoNS ile bildirilmis olup basar1 oranlar1 %78 ile
%92 arasinda degismektedir. Diger bakterilerde daha az
basar1 elde edilirken, polimikrobiyal enfeksiyonlar da dahil
olmak iizere hem gram-pozitif hem de gram-negatif
bakterilerde degisen basar: oranlar1 olmustur (22,28). Ancak,
kurtarlmig SVK'larda tekrarlayan KIKDE sorun olmaya
devam etmektedir (29,30).

Komplike olmayan enfeksiyonlara sahip hastalar i¢in, tiinel
veya cep enfeksiyonu yoksa ve kateter liimenindeki
enfeksiyon siiphesi varsa, KIKDE tedavisi i¢in standart SAT
ile birlikte iki hafta boyunca AKT kullanilabilir. Uzun siireli
cihazlarin yeniden yerlestirilmesi, SAT baslandiktan sonra ve
kan Orneklerinin tekrarlanan kiltiirleri negatif sonuglar
verene kadar ertelenmelidir (12,31).

ESPEN'in kateter yonetimine iliskin en son tavsiyesi,
sistemik ve lokal antibiyotik kapsami ile konservatif
yaklagimdir (22). Enfeksiyondan stphelenilip kiltiirler
alindiktan sonra, hat en az 24 saat PN i¢in kullanilmamast,
SAT, AKT, trombolitik (iirokinaz) ile tedavi yontemleri
kateteri kurtarmak icin uygulanabilmektedir. 10 yada 15
glnliik IV tedavi kiirti 6nerilmektedir (23,25,26,32).
Merkezi ven kaniilasyonu nedeniyle yiiksek risk altinda olan
secilmis hastalarda antimikrobiyal ytizey tedavili SVK'nin
guide teli ile degistirilmesi, yeni yerlestirilen bir SVK ile
kargilagtirldiginda Bununla
birlikte, SVK'nin siddetli
koagiilopatisi veya elverigsiz anatomisi olan veya diger

avantaj saglamamaktadir.

degistirilmesi ~ gerekiyorsa,
yerlestirme boélgelerinin sinirli oldugu se¢ilmis hastalarda,
antimikrobiyal yiizey islemli kateterler kullanildiginda yeni
bir
degistirilmesi giivenli ve tercih edilen bir yaklasim olabilir
(33).

santral vendz kateterin kilavuz tel degisimiyle

KILIT TEDAVILERI

Ttiinelli ve tamamen implante edilebilir venoz erisim portlar
olan "kateter kolonizasyonu" saptanan hastalarda, Aseptik
teknige optimal maksimum uyuma ragmen ¢oklu KIKDE
Oykiisti ve uzun siireli kateterleri olan hastalarda proflaktik
yada kateter kurtarma tedavisinde antibiyotik, etanol,
taurolidin kilit tedavileri kullanim1 6n planda olmak tzere
bir ¢ok kilit tedavi solusyonlar1 (Antikoagiilanlar, fibrinolitik
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ajanlar, edetat kalsiyum disodyum (EDTA), tetrasodyum
EDTA) kullanilmistir. Bu tedavilerin amaci, kateter liimenini

sterilize etmek ve biyofilm seviyesini azaltmaktir (24,34).

ANTIMIKROBIYAL KiLiT TEDAVISi (AKT)
HPN hastalarinda kateterle iliskili sepsisin tedavisinde

Messing ve arkadaslari tarafindan gelistirilen AKT avantajlary;
yiksek konsantrasyonda antibiyotik verilmesi, diisiik toksisite

ve maliyet, kolay verilim ve evde uygulanabilirlik iken, uzak
bolgelerdeki mikroorganizmalara aktivite eksikligi, yan
etkiler, mikrobiyal direng sorunlari, AKT etkisiz kalirsa kiir
tedavisinde gecikme gibi dezavantajlar1 vardir (35,36). 40-80
kat daha yiiksek olan lokal kateter ici antibiyotik
konsantrasyonlarinin saglanmas etkili olmasimnin nedenidir.
Bu tedavi yonteminin avantajlari, potansiyel olarak zararl
antibiyotiklerin dozunun digtiriilmesi, hastanede kalis
sliresinin ve buna bagl maliyetlerin kisalmasi ve hastalarin 14
gtinliik tedavi siirecini evde tamamlayabilmesidir (31).
Aseptik teknige optimal maksimum uyuma ragmen ¢oklu
KIKDE oykiisit ve uzun siireli kateterleri olan hastalarda
profilaktik AKT kullanilmasi 6nerilmektedir (2,7). AKT nin
ekstraluminal enfeksiyon iizerinde herhangi bir etkisi yoktur
(12).

AKT soliisyonlars, istenen antimikrobiyal konsantrasyonu
ierir ve genellikle kateter liimenini doldurmaya yetecek
hacimde (genellikle 2-5 mL) 50-100 {inite heparin veya
normal salinle karigtirtlir. AKT en az her 48 saatte bir
degistirilmelidir. Femoral kateteri olan ayaktan hastalar icin
her 24 saatte, hemodiyalize giren hastalarda kilit soliisyonu
her diyaliz seansindan sonra yenilenmelidir. AKT nin siiresi,
farkli ¢aligmalar arasinda 6nemli 6l¢iide farklilik gosterse de
(3-30 giin), ¢ogu calismada 2 haftalik bir stire kullanilmigtir.
Tiim antibiyotikler heparin ile karistirildiginda ¢6kelme
olusturabilmesi nedeniyle kombinasyonlarda segici
olunmalidir. KIKDE i¢in AKT tek bagina kullanilmamaly;
SAT ile birlikte kullanilmalidir ve her iki rejim de 7-14 giin
stireyle uygulanmalidir (12). Teikoplanin-kilit, Linezolid kilit
profilaksisi etkili degildir. Kilitleme i¢in vankomisin,
gentamisin, siprofloksasin, minosiklin ve amfoterisin B,
rifampin, solusyonlar1 kullanilmistir.

HPN hastalarinda Mantar enfeksiyonlar igin, %2 taurolidin,
etanol, amfoterisin B, %25 etanol i¢inde minosiklin-EDTA
veya ekinokandin kateter kilit soliisyonlarinin tedavi ve
profilaksi olarak etkili oldugu ¢aligmalarda gosterilsede, kilit
tedavi uygulamalari segici olunmalidir (19). AKT, tiinelli
kateteri olan hastalarda implante cihazli hastalara gére daha
etkilidir (37).

Alkol-antibiyotik kilidi ile tedavi tek basina AKT’ ye gore

¥
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hastalarin hayatta kalmasi, kateter liimeninde kolonize olan
mikroorganizmalarin yok edilmesi ve KIKDE tedavisi igin
kateterin yenisi ile degistirilmesi kadar etkilidir (38).

ETANOL KiLiT TEDAVISi (EKT)
Etanol,
denatiirasyonu yoluyla bakterisidal ve fungisidal etkili bir
EKT,
yapisal degisikliklere (kirilma gibi) ve kateter tikanma
(39-41). Bu
tedavinin amaci, kateter liimenini sterilize etmek ve biyofilm
azaltmaktir (35).
tiriinler, hem etanol (antimikrobiyal madde) hem de sodyum

antimikrobiyal ~direnci artirmadan protein

dezenfektandir. ozellikle poliiiretan kateterlerde

oranlarinda artiga neden olabilmektedir

seviyesini Ticari olarak hazirlanmis
sitrat (antikoagiilan) icerir. Kateterle iligkili trombozu
6nlemek igin daha yiiksek konsantrasyonlarda (%70'e kadar)
etanol kullanilmistir (40).

%70 etanol, 3.5 ml %98 dehidre etanol ile 1.5 ml salin
karigtirilarak yada 3 mL %70 etanol giringalari ile EKT
tedavisi i¢in kullanilir. Terapotik EKT prosediirii; 5 giin sure
ile PN tamamlandiktan sonra kateter 10 mL %0,9 normal
salin ile yitkanmasi, Daha sonra 8-12 saat siiresince 3 mL
farmasotik dereceli %70 etanol ile kateter kilitlenmesi, Etanol
geri gekilip atildiktan sonra PN torbasinin uygulanmasindan
once, kateter tekrar 10 mL %0,9 NS ile yikanmas1 agamalarini
icermektedir. Profilaktik EKT prosediiriinde ise KIKDE
olmayan hastalara poliklinik kontrolleri sirasinda ayda bir 2
kez 2 saat boyunca kilitli kalacak sekilde SVK'ya (0.8 mL)
%70 etanol soliisyonu damlatilir ve daha sonra tiim etanol
soliisyonu kateterden ¢ekilir ve atilir. SVK uygulamadan
once ve sonra 5-10 mL normal salinle yikanir (39,41,42).
HPN tedavisi alan ve tekrarlayan KIKDE &ykiisii olan
hastalarda EKT’SI ve Profilaktik EKT uygulamasi ile Kateter
oklusif bir  degisiklik
insidansinda azalma, hastaneye

materyalinde  yapisal
CRBSI

yeniden yatiglarda azalma, kateter degisim oraninda azalma

veya
gozlenmeden,

saptanan ¢aligmalar vardir (5,35,40,42-45).
EKT tedavisinin etkinligi saptanmayan ¢aligmalarda vardir
(41). Ayrica bazi ¢aligmalarda; tromboz ya da SVK tikanikligt
tespit edilmigtir (40,46,47). EKT basladiktan sonra hi¢ yan
etki gozlemlenemeyecegi gibi, Hafif bas donmesi, mide
bulantisi  kizarma  hissi, alkol tadi yan etkileri
gozlenebilir(35,42). ELT, uygun maliyetli degildir (48,49).
EKT kullanim: sistemik toksisite, kateter tikanmasi ve
kateter hasari ile iliskili oldugundan, KIKDE'yi 6nlemek icin
kateterin %70 etanol ile kilitlenmesini yiiksek kanit diizeyi ile
Oonerilmemektedir (2).
TAUROLIDIN KiLiT TEDAVISI (TKT)

TauroLock (Bio-Implant HealthCare, Winsen, Almanya),
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tiinelli ve tiinelsiz SVK'lar ve port sistemleri igin bir kateter kilit
¢oztimiidir. Taurolidin, dogal olarak olusan aminosiilfonik
asit, taurinamid ve formaldehitten tiiretilir. Bakterisidal etki
mekanizmasi, dontsimi sulu bir ortamda meydana gelen
reaktif metilen iminyum iyonlarina atfedilir. Taurolidin
Gram-pozitif, Gram-negatif ve mantarlara etkili oldugu
kanitlanmis ve bakteriyel direng bildirilmemistir. Taurolidin
ayrica biyofilm olusumunu 6nler ve bu nedenle profilaktik
olarak kateter kolonizasyonunu en aza indirir (34,50-52).

PN infiizyonunu takiben %0,9 salin yikama (10 mL),
intraluminal kalma stiresi 12 saat olan ¢alisma kilitli
instilasyon (2-4 mL), 12 saat sonra solusyonun geri ¢ekilmesi
ve atilmasi, tekrarlanan salin %0,9 yikama (10 mL) ve
miiteakip PS infiizyonu baslatilmas1 seklinde uygulanir.
Optimal damlatma siiresini inceleyen ¢alisma yoktur, ancak
genel olarak kabul edilen uygulama 12 saattir (52-54).
TKTnin KIKDE insidans iizerine etkisini aragtiran ¢ok sayida
calisma da etkinligi ortaya konmustur (5,52,55-58). Mayalarda
daha ytiksek taurolidin konsantrasyonlarinin gereklidir (34).
KIKDE igin vyiiksek riskli HPN popiilasyonunda TKT
onerilmektedir (50,53,59-61). Siki aseptik prosediir, iyi egitimli
IF ekibi ve miimkiin olan en kisa siirede HPN'nin birakilmas:
ile cok diisiik KIKDE oraninin elde edilebilecegi, bu nedenle
KIKDE oraninin ¢ok diisiik oldugu durumlarda, TKT
kullanimi her hastada 6nerilmemektedir (54,62).

TKT de hafif ve tolere edilebilir yan etkiler saptanir. Anormal
veya metalik bir tat hissi, orofaringeal bolgede, ellerde veya
gogiiste kisa stireli karincalanma hissi, bulant1 ve kusma ve bag
donmesi, ¢arpinty, alerjik reaksiyon tespit edilen yan etkilerdir
(34,63).

SODYUM BiKARBONAT

Sodyum bikarbonat Antibakteriyel, antikoagiilandir, yaygin
olarak bulunur ve ucuzdur. Sodyum bikarbonat 9%8,4
konsantrasyonda kullaniminin KIKDE ve diger SVK ile iligkili
komplikasyonlarin azaltimasi igin EKT'ye alternatif bir
secenek olabilir (64).

KIiKDE i¢in Alinmas1 Gereken Onlemler

SVK bakimi ve enfeksiyon onleme konusundaki o6neriler,
hastalarin ve saghk bakim saglayicilari tarafindan dikkate
almmalidir. SVK'ara dokunmadan 6nce ve kateter bakimi
sonrasinda, hasta ve bakicilar tarafindan ellerin yikanmasi ve
dezenfekte edilmesi, miimkiin oldugunda tiinelli tek limenli
kateterlerin  tercith  edilmesi, ¢oklu  miidahalelerden
kaginilmasi, antisepsi i¢in %2 klorheksidin kullanilmasi,

kateter gobegi temizligi ve pansumanlari en az haftada bir kez
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degistirilmelidir. Ostomi cihazlar1 degistirildikten veya
bogaltildiktan kateter
kaginilmalidir. Kateterden rutin kan 6rnegi alinmamalidir
(1,4,7,31,52).

HPN hastalarinda agiz saghiginin iyi olmamasi Candida

hemen  sonra bakimindan

kolonizasyonu riskini artirabilir. Bu nedenle, agiz saghigina
da dikkat edilmelidir (65).

Hasta Egitimi (Kateter Bakim, Giivenli HPN), Hemsire
ekibinin stabilitesi ve egitimi, HPN merkezlerinin kurulmasi
KIKDE  énleme
(1,2,5,26,31,66-71).

agisindan  gozonine  alinmalidir

Sonug olarak KIKDE siiphesi durumunda kateter ve periferik
kan kiiltiirleri alinmali ve hemodinamik stabilite durumuna
gore antibiyotik secimi yapilarak ampirik antibiyotik
baslanmalidir. Antibiyotik direnci SAT se¢iminde gozoniine
alimmalidir. Kateterin kurtarilmasi prensipleri gézden
gecirilmeli ve gerekirse kilit tedavileri degerlendirilmelidir.
Ancak komplike durum varsa ve hemodinamik durum stabil
degilse kateter ¢ikarilmasi geciktirilmemelidir. Kiltir
elde kateter
uygulanmamalidir. Hijyen ve egitim o6nlemleri KIKDE

negatifligi edilmeden  yeni girisimi

gelisimi riskini azaltmak icin gozoéntinde bulundurulmalidir.
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