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Use of natural herbal products in Kirikkale, Turkey
Kirkkale, Tiirkiye'de dogal bitkisel (irtinlerin kullanimi

Selda Fatma BULBUL', Gaye ASIK', Nuray BAYAR MULUK?

'Kirikkale University, Faculty of Medicine, Department of Pediatrics, Kirikkale
2Kirikkale University, Faculty of Medicine, Department of Otolaryngology, Kirikkale, TURKEY

ABSTRACT

Aim: Although herbal products are widely used for different reasons in the community, knowledge on the diversity and side
effects are not well known. In this study we evaluated the approaches and practices of adults for natural herbal products.

Material and Methods: The study group of this cross-sectional study was consisted of the mothers/fathers of the children
admitted to the Kirikkale University Pediatrics Department. The data was collected by the self-filled questionnaires
consisting of 55 questions.

Results: A total of 409 persons, 108 (26.4%) male and 301 (73.6%) female were attended. The mean age of the participants
was 35.35 (min 20, max 82) years and the average number of children they have was 2.29 and 70.7% had schooling for
more than 8 years. Among all, 37.3% stated that they know at least one natural herbal product (herbal tea/natural drug).
The most well-known among them were sideritis (55.1%) and green tea (29.7%). Over the last year 28.4% (14.3% more
than one product) used herbals for themselves and 24% (8.7% more than one product) for their children. Cough was
the most common complaint for herbal usage for themselves and their children. The usage of these products showed
no difference according to sex, age and literacy levels (P > 0.05). Only a few of the participants stated that they had many
benefits from these herbal products (21.2% for themselves and 22.4% for their children respectively).

Conclusion: Many of these applications, including the side effects, can change the effectiveness of traditional usage. We
want to emphasize the importance of creating an awareness on potential benefits and/or harms of the herbal products
not only for community but also among medical personnel.

Keywords: Children, parents, herbal medicine, health benefit

0z
Amag: Bitkisel Uriinler toplumda farkli nedenlerle yaygin olarak kullaniimalarina ragmen, bu Uriinlerin cesitliligi ve yan etkileri
bilgisi yeterli degildir. Bu calismada, eriskinlerin dogal bitkisel triinlere yaklasimlari ve bu konudaki pratikleri degerlendirilmistir.

Gerec ve Yontemler: Bu kesitsel calismada, calisma grubu, Kirikkale Universitesi Cocuk Saglhgi ve Hastaliklar BSlimi'ne bagvuran
hastalarin anne/babalardan (n=409) olusmustur. Veriler, kendilerinin doldurdugu ankette sorulan 55 sorudan elde edilmistir.

Bulgular: Tumui icinde, %37,3'U, en az bir bitkisel GrlinG (bitkisel cay/dogal ilag) bildigini belirtmistir. En iyi bilinen Grlinler adagayi
(%55,1) ve yesil caydir (%29,7). Gegen yil %28,4't kendileri icin (%714,3'l birden fazla Girlin) ve %24't ¢ocuklari icin (% 8,7'si birden
fazla trtin) bitkisel Grtin kullanmistir. Kendileri ve cocuklarinda bitkisel Griin kullanimi icin en yaygin nedenler 6kstirtik idi. Bu
Urlinlerin kullanimi, cinsiyet, yas ve okuryazarlik dlizeylerine gore farkliik géstermemistir (P > 0,05). Katiimcilarin sadece bir
kismi, bu bitkisel Girtinlerden ¢ok fayda gordiiklerini belirtmislerdir (sirasiyla kendileri icin % 21,2 ve ¢ocuklari igin % 22,4).

Sonuclar: Bu uygulamalarin bir¢ogu, insanlara zarar vermek de dahil olmak tzere, geleneksel tedavinin etkinligini
degistirebilir. Biz, bitkisel Grinlerin kullanimi, potansiyel yararlar ve/veya zararlari konusunda, sadece toplumda degil,
ayni zamanda saglik calisanlari arasinda farkindalik yaratmanin énemini vurgulamak istiyoruz.

Anahtar kelimeler: Cocuklar, ebeveynler, bitkisel tip, saglik yararlilig.
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Introduction

Herbal
complementary and alternative medicine (CAM). Herbal product

natural products are confronted as a part of
is termed as the whole or components of (leaf, root, stem etc.)
one herb or a product that forms from multiple herbs, meanwhile
herbal drug is defined as medical product and ready-made drug
that comprise of herbal drug extracts as the sovereign and
produced via good manufacturing product rules [1].

Usage of phytotherapy was confronted as a part of medicine in
ancienthistory, especially in shamanism. In reports, it was realized
that the first western-style herbal products were being used in
3000 BC (Bronze age) and also bay leaf, cumin and thyme were
used as a treatment material in Sumerians. First known medical
herbs book was published in Chinese at 2700 BC and it could also
be seen as early as 300 BC, on Hippocrates'’s suggestions about
the necessity of the protection of health which was based on
relaxation, proper diet and simple herbs [2,3]. Nowadays, herbal
products help million people on protection and promotion of
health all around the world. Moreover, in some countries they
are the only source of the health system. Reports of World Health
Organization (WHO) show that 70-80% of the world population,
where developing countries and native societies (Africa) are
especially included, use or benefit from this products of the
primary health care applications [4-6]. Hospital-based studies
conducted inTurkey showed thata considerable amount of these
products were being used. For instance, a study held in Uludag
University revealed that 42.2% of the mothers whose kids were
suffering from a kind of chronic diseases, used at least one CAM
method and herbal products were on the first line [7]. Another
study which is conducted in South-East Anatolia, showed that
the rate of CAM usage was 58.6% (among all methods herbal
product usage was 82.7%) [8].

Utilization of herbal products that have uncorroborated
health effect/risks, may result in unsolicited status. In terms
of pharmacognosy, proper collection of the herb, detection of
an active substance, surveillance of heavy metal and microbes
and proper information about to use are so important
and if a failure to comply these procedure occurs, there
will be loads of health risks, as notified. Because of having
phytochemical substances, direct damage of herbal products
are hypertension, prolonged bleeding time and potential
drug/product interactions [9]. However, many families use
these products in their children treatments just because they
don't want to use medical drugs or they have beliefs that
herbal products are useful than the medical drugs.
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Utilization of these products are common in population,
however population has no sufficient information about
diversity, side effects and damages of these products.
Therefore, the aim of this study was to evaluate the approaches
and practices of adults for natural herbal products.

Material and Methods

This cross-sectional study was conducted between August
2013 and February 2014 according to the rules outlined in the
Declaration of Helsinki. Participants of the study were mother/
fathers and/or the person whom were accompanied with the
children, those applied to the Kirikkale University Hospital,
Pediatrics Policlinics. Data were collected by a self-filled
questionnaire containing 55 questions. An information about
this study was given to the parents, and those who accepted to
participate, filled the form with the guidance of researchers. The
questionnaire was consisted of 22 questions about the socio-
demographic status, 12 questions about the vitamin usage
and 21 questions about CAM. Data were evaluated in SPSS 16.0
programme. Descriptive statistics and chi-square tests were used
for the analyses and limit of significance was accepted as P < 0.05.

Results
Demographic features

Four hundred and nine participants, 108 (26.4%) male and
301 (73.6%) female were attended to this study. Average age

of the participants was 35.35 (range: 20-82) and the average
number of children they had was 2.29 (Table 1). 82% of the
group can satisfy their daily needs. Among all, 49.1% had 8
years and under schooling.

69.2% of the group members indicate that they don't have any
health problems, moreover, 68.2% of the group members also
indicate that their children don’t have any health problems.

Status of herbal products usage and influencing factors

62.5% of the group members were accepting themselves as
normal weighted, 9.7% as thin and %27 as overweight/obese.
Among all, 53.7% were satisfied with their body image. 6.2%
of the members were using herbal products to lose weight.
There was no significant difference between the parent’s
acceptance of their body image.
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In the recent year, 28.4% of the research group members
(14.3% for >1 product) used a herbal product for themselves
and %24 (%8.7 for >1 product) for their children. Cough was
the main cause for using herbal products both for themselves
and their children (Table 2). There were no significant
differences between the usage of herbal products and
variables such as age group, sex and education level (P > 0.05).
Mothers and/or mother in laws were the group who advised
to use these products mostly (23.8% and 32.1% respectively).
These products were recommended by the doctors in 16.4%
of participants for their children and in 14.7% for themselves.
Among those who used the herbal products for themselves
only 29.3% mentioned this to their doctors. When only the
health workers taken into account, 26.2 % of them used
herbal products once or twice for themselves and 15.5% for
their children. There was no significant relationship between
the usages of herbal products and being a health worker or
not (Table 3). Only a few of the participants stated that they
had great benefit from these herbal products (21.2% for

themselves and 22.4% for their children respectively) (Table 4).

w

37.3% of research group indicated that there was a natural/
herbal drug/product/tea that would be beneficial for health. The
most known herbal products were sage (55.1%) and green tea
(29.7%). However, majority of the study group answered the
questions related to the knowledge as “I do not know” or
mentioned the unexpected answers (Table 5). Among all, 53%
stated that these products might have side-effects, whereas only
8.5% apprize that these products would have no side effects.

Majority of the group (58.1%) answered the question “Do
the herbal products interfere with medical drugs?” as “I don't
know"”26.1% as yes and 15.8% as no.

Discussion

It has been thought that there is an increased tendency in using
herbal products in recent years. Individual factors such as tendency
in“individual problem solving”[10], increase in the perception that
“the herbal products would not give harm to health as they are
natural”[11] are the factors effecting the usage to these products.
However, within the changing world the increase of investing
in CAM area including herbal products, may have influence the
growing use of these yields [12]. United States of America (USA)
spends 60 billion dollars for this sector every year [13]. Herbal
products are used as medicament (drug) and they are offered to
the society by people and/or foundations which have no well-
described “competence”. As the mass-media found this topic
very attractive and separate huge place for it, the interest of the
community increases. Promotion and sale campaigning on the
radios, exaggerated natural/harmless expression on the TVs and
nearly “prescribed’, articles which are published on the newspaper
supplements may help people to use these products.



Frequencies of usage for these products may vary across
populations. A study from Malaysia with 1601 subjects,
showed that 33.9% of the participants were using these
products [14]. In a research in Turkey among 120 cancer
patient under-18 years of age, the rate of using a method
of CAM at least once was 73.3% [15]. According to the WHO
2013-2014 strategy plan, there was no significant difference
in utilization of traditional methods between the countries,
where the reason for the usage differed [6]. For instance,
traditional methods were the only health system option for
African countries, whereas, countries like Singapore and South
Korea that the western approach is well-established, 76-86%
of the population were still using traditional methods [6].

Heuschkel, et al [16] showed that, 41% of the children and
adolescents in USA and United Kingdom (UK) were using
supplementary and alternative products which are mostly
megavitamins, diet supplementary and herbal products. In
Saudi Arabia, it was shown that, 65% of the women participants
were using these products for themselves and 42% for their
children [17]. Unlike from the others, consumption of herbal
products in our study group was lower 28.4% (14.3% more
than one product) for themselves and %24 (%8.7 more than
one product) for their children, respectively.

In a study performed in USA, with 45,748 participants aged
50-75 years, found out that, most of the herbal product users
were women in old ages, with higher state of education and
with normal body mass index (BMI) compared to the others
[18].In our study, there was no significant differences between
usage of herbal products and confounders like age group, sex
and education level (P > 0,05).

A considerable amount of herbal products are being used
in communities. The most common reasons to use these
products in children were as follows; teething and colic
problems of babies, menstrual and behavioral disorders
in puberty, nutrition disorders such as obesity/anorexia,
respiratory tract disorders, sleeping disorders, mood disorders
such as depression and hyperactivity and allergic problems
such as eczema and asthma [1]. A study from Italy conducted
among 4 to16 years old children demonstrated that for 76%
of the children with head-ache alternative methods were
used, especially herbal products (64%) [19]. Our results
revealed that, 29.6% (%10.3 more than one product) of the
group members used natural products for their children,
where cough and constipation were the main causes both for
adults and children (Table 2). Headache compromised only
0.6% of the reasons in our study. Unlikely our results, another
study from Turkey revealed that 87% of the families from low
socioeconomic areas use CAM for healing and the main cause
for usage was constipation like our results [20].

Utilization of herbal products that have uncorroborated health
effect/risks, may result in unsolicited status. Herbal products
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can lead to toxicity, if it would interfere with the drugs used.
It is declared that, approximately 100,000 deaths/year are
caused because of this reason [21,22]. Clinical trials which
is related with a well-known herbal product, St. John’s Wort
(Hpericum perforatum in Latin, named as tutsan, blood root,
klammathweed in populations), emphasized the interference
of this product with many drugs, such as alprazolam,
amitriptyline, atorvastatine, chlorzoxazone, cyclosporine,
debrisoquine, digoxin and erythromycin (could decrease
the plasma concentration and/or increase the clearance). In
accordance with this statement, a Taiwan study conducted
with 424 patients who had renal disease showed the increased
risk by chronic usage of herbal products [23].

Although side effects of herbal products are proven in various
studies, people have no sufficient information about this topic.
When the answers of the question “Do the herbal products
interfere with medical drugs?” were analyzed, overwhelming
majority of the research group (58.1%) gave the response of “I
don’t know”; where 15.8% answered as “No”. These results led
us to emphasize the importance of consulting an expert before
using any of the herbal products to be protected its potentially
harmful effects, and to raise awareness among community
(health workers included) to restrain auto-treatment.
Moreover, modern medicine performers should also take into
consideration this situation while assessing their patient.

Although there are some reports about the herbal drugs'negative
effect on health, there was no difference between health workers
and the other study attendants in using these product (Table
2). 26.2 % of the health workers used them once or twice for
themselves and 15.5% for their children in their life time. In
accordance with our result a study in USA among doctors and
nurses (HCP Impact Study), demonstrated the chronic usage of
these products in 72% of the doctors and 59% of the nurses [24].

The increased usage of the herbal products that are believed
to be therapeutic traditionally in the western world and
putting them into the market as a drug preparation, has led
the attention of professionals working in the field of preventive
health care on this issue. Despite the potential benefits and
toxic effects of these products, as a rapidly developing sector,
their widely usage was highlighted by different authors not
only in our country but also other parts of the world [25].
People from every walk of society use these products for their
children or themselves, however, when they apply to a health
center for any reason, they usually do not mention using them
and moreover, health workers do not question it.

Limitations of the Study: Our study was performed in one of the
cities of Turkey and a question may arise that just one city could
not to reflect the whole Turkey. However, Kirikkale city has the
biggest oil refinery in Turkey, many factories and industrial
centers so has receiving many immigrants from other cities in
Anatolia for years, which might be an homogenous sample.
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As consequences, majority of CAM practices are not investigated
sufficiently and the amount of herbal products used for children
are generally unknown. While the options of CAM increase, we
have to know more information about these treatment methods
for guiding properly both families and health workers.

Declaration of conflicting interests

The authors declared no conflicts of interest with respect to
the authorship and/or publication of this article.

Funding

The authors received no financial support for the research
and/or authorship of this article.

References

1.  Mosihuzzaman M. Herbal medicine in healthcare an overview.
Nat Prod Commun 2012; 7: 807-12.

2. Wilt TJ, Ishani A, Stark G, et al. Saw palmetto extracts for
treatment of benign prostatic hyperplasia: a systematic review.
JAMA 1998; 280: 1604-9.

3. The ABC Clinical Guide to Herbs, Blumenthal M (Ed), American
Botanical Council / Thieme, New York, 2003. pp: 9 http://
abc.herbalgram.org/site/DocServer/LookinsideTheGuide.
pdf?doclD=341 (Accessed date: 5.4.2016)

4. WHO traditional medicine strategy 2002-2005. Geneva: WHO;
2002. pp: 23 http:// www. wpro. who.int / health_technology
/ book_who_traditional_medicine_strategy_2002_2005.pdf
(Accessed date: 5.4.2016)

5.  Willcox ML, Bodeker G. Traditional herbal medicines for malaria.
BMJ 2004; 329: 11569.

6. WHO traditional medicine strategy: 2014-2023.pp:26-30. http://
apps.who.int / iris/bitstream / 10665/92455/1/9789241506090_
eng.pdf?ua=1 (Accessed at March19, 2015).

7. Ozyazicioglu N, Ogur P, Tanriverdi G, Vural P.Use of complementary
and alternative medicine and the anxiety levels of mothers of
children with chronic diseases. Jpn J Nurs Sci 2012; 9: 19-27.

8. ArazN,BulbulS. Use of complementary and alternative medicine
in a pediatric population in southern Turkey. Clin Invest Med
2011; 34: E21-9.

9. Messina BA. Herbal supplements: Facts and myths-talking to
your patients about herbal supplements. J Perianesth Nurs 2006;
21:268-78; quiz 279-81.

10. Stasio MJ, Curry K, Sutton KM, Glassman DM. Over-the-counter
medication and herbal or dietary supplement use in college:

Dose frequency and relationship to self-reported distress. J Am
Coll Health. 2008; 56: 535-47.

20.

21.

22.

23.

24.

25.

Ruparel P, Lockwood B. The quality of commercially available
herbal products. Nat Prod Commun 2011; 6: 733-44.

Traditional Medicine. WHO web site. http:// www.who.int/
mediacentre/ factsheets/ fs134/en/ indexhtml. (Accessed
September 2, 2015).

De Smet PA. Herbal medicine in Europe-relaxing regulatory
standards. N Engl J Med 2005; 352: 1176-8.

Aziz Z, Tey NP. Herbal medicines: prevalence and predictors of use
among Malaysian adults Complement Ther Med 2009; 17: 44-50.

Karali Y, Demirkaya M, Sevinir B. Use of complementary and
alternative medicine in children with cancer: effect on survival.
Pediatr Hematol Oncol 2012; 29: 335-44.

Heuschkel R, Afzal N, Wuerth A, et al. Complementary medicine
use in children and young adults with inflammatory bowel
disease. Am J Gastroenterol 2002; 97: 382-8.

Allam S, Moharam M, Alarfaj G. Assessing patients' preference for
integrating herbal medicine within primary care services in Saudi
Arabia. J Evid Based Complementary Altern Med 2014; 19: 205-10.

Satia-Abouta J, Kristal AR, Patterson RE, Littman AJ, Stratton KL,
White E. Dietary supplement and medical conditions the VITAL
study. Am J Prev Med 2003; 24: 43-51.

. Tasar A, Potur D, Kara N, Bostanci, DallarY. Diisiik gelir diizeyine sahip

ailelerin ¢ocuklarina tamamlayici veya alternatif tip uygulamalari:
Ankara Hastanesi verileri. Trkiye Cocuk Hast Derg 2011; 5: 81-8.

Dalla Libera D, Colombo B, Pavan G, Comi G. Complementary and
alternative medicine (CAM) use in an ltalian cohort of pediatric
headache patients: the tip of the iceberg. Neurol Sci 2014; 35: 145-8.

Ohnishi N, YokoyamaT. Interactions between medicines and functional
foods or dietary supplements. Keio J Med. 2004; 53: 137-50.

Sparreboom A, Cox MC, Acharya MR, Figg WD. Herbal remedies in
the United States: Potential adverse interactions with anticancer
agents. J Clin Oncol 2004; 22: 2489-503.

Hsieh CF, Huang SL, Chen CL, et al. Increased risk of chronic
kidney disease among users of non-prescribed Chinese herbal
medicine in Taiwan. Prev Med 2012; 55: 155-9.

Dickinson A, Boyonand N, Shao A. Physicians and nurses use and
recommend dietary supplements: Report of a survey. Nutr J 2009; 8: 29.
Lee MY, Benn R, Wimsatt L, et al. Integrating complementary
and alternative medicine instruction into health professions
education: organizational and instructional strategies. Acad
Med 2007; 82: 939-45.



Turkish Journal of Clinics and Laboratory

‘ To cite this article: Atik F, Sanli C, Torel Erguir A, Alpcan A. Impact of childhood obesity on cardiac structure and functions. Turk J Clin Lab 2017; 8(1): 6-10.

1 Original Article

Impact of childhood obesity on cardiac structure and functions

Cocukluk ¢cagi obezitesinin kardiyak yapi ve fonksiyonlara etkisi
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ABSTRACT

Aim: The aim of this study was to compare the left ventricle structure and its functions in obese children without established
complications and none obese children.

Material and Methods: Anthropometric and conventional echocardiographic parameters of cardiac geometry and left
ventricular function were obtained in 40 obese children without any other disease and complication of obesity like hypertension,
hypercholesterolemia, and a control group of 40 healthy lean. Fasting plasma glucose, insulin levels were obtained and
homeostatic model assessment of insulin resistance (HOMA-IR) were calculated.

Results: Height, weight, body surface area and body mass index (BMI), were found significantly higher in the obese group (P
< 0.001). Insulin and HOMA-IR scores were higher in obese group. No significant differences were observed for left ventricular
systolic and diastolic diameter (P > 0.05). Left ventricular mass (LVM), LVM/ht, LVM/BMI and relative wall thickness (RWT) were
significantly increased in obese children than the controls (P < 0.001) and most of them had eccentric left ventricular (LV)
hypertrophy. Ejection fraction was significantly decreased seen obese group. A positive correlation was seen between BMI and
LV posterior wall thickness and interventricular septal thickness (R > 0.45, P < 0.05). Both types of hypertrophy were seen in
insulin resistant obese group.

Conclusion: The known causes are altered homeostatic and neurohumoral mechanisms and compensation of higher metabolic
demands and increased left ventricular mass, reduced myocardial performance due to hemodynamic load associated with
higher cardiovascular morbidity and mortality rates.

Keywords: Pediatric obesity, ventricular dysfunction, echocardiography
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Amag: Bu calismada nonkomplike obez ve obez olmayan cocuklarda sol ventrikil yapi ve fonksiyonlarin karsilastiriimasi
amaclandi.

Gereg ve Yontemler: 40 saglikli obez olmayan ve obezitenin komplikasyonu (hipertansiyon, hiperkolesterolemi vs) veya
baska bir hastalii olmayan 40 obez cocukta kardiyak geometrinin antropometik ve konvansiyonel ekokardiyografik
parametreleri ve sol ventrikil fonksiyonu elde edildi. Aclik plazma glukozu ve insulini bakilip insilin direng parametresi
(HOMA-IR) hesaplandi.

Bulgular: Boy, agirlik, viicut yuzey alani, viicut kitle indeksi obez grupta anlamli olarak yiiksek tespit edildi (P < 0,001).
insiilin ve HOMA-IR obez grupta yiiksekti. Sol ventrikiil sistolik ve diyastolik caplari arasinda fark tespit edilmedi (P ¥ 0,05). Sol
ventrikl kitlesi (LVM), LVM/ht, LVM/BMI, rolatif duvar kalinhigi (RWT), obez cocuklarda kontrol grubuna gore oldukca artmisti
(P <0,001) ve bunlarin da en 6nemli olani ekzantrik sol ventrikdl hipertrofisiydi. Ejeksiyon fraksiyon belirgin olarak azalmisti.
BMI, LV posterior duvar kalinligi ve interventrikller septal kalinlik arasinda belirgin korelasyon goérildi (R > 0,45, P < 0,05).
insiilin rezistan obez grupta hipertrofinin her iki tipi de gérild.

Sonuglar: Degisen homeostatik ve nérohumoral mekanizmalarin, yiksek metabolik ihtiyacin kompansasyonunun artmis
sol ventrikdl kitlesi, azalmis myokardiyal performans hemodinamik yiik sebebi oldugu, bunun da yiiksek kardiyovaskuler
morbidite ve mortalite oranlari ile iliskili oldugu biliniyor. Degismis homeostatik ve nérohumoral mekanizmalar, artmis
metabolik gereksinimler, artmis ventrikiler kitle, azalmis myokardiyal performans hemodinamik yol ile iliskili olarak
kardiyovaskiler morbidite ve mortalite oranlarini artirmaktadir.

Introduction

Childhood obesity is recognized as a global health care problem
especially in developed countries [1,2]. The American Heart
Association stresses the importance of obesity as an independent
but modifiable risk factor for coronary artery disease, ventricular
dysfunction, congestive heart failure and cardiac arrhythmias [3,4].
There is an increasing prevalence of childhood obesity which is in
association with left ventricular dysfunction in adults [5-7].

Several studies revealed that obesity, when complicated with
hypertension, hyperlipidemia and insulin resistance results in
cardiac dysfunction due to ventricular hypertrophy and chamber
enlargement increase cardiovascular mortality and morbidity [8-10].

The aim of this study is to investigate the impact of
uncomplicated obesity on ventricular morphology and
functions in pediatric age group.

Materials and Methods
Study Group

The investigation was performed on 40 obese children (19
females, 21 males, mean age 12.21 + 1.14 years) and a control
group of 40 healthy children (18 females, 22 males, age
11.67 £ 1.63 years). This prospective study was conducted in
accordance with the principles of the Declaration of Helsinki
(1975). Exclusion criteria included patients with congenital
or acquired heart disease, obesity complicated with obvious
hypertension, hyperlipidemia and obesity caused by
secondary reasons. The study protocol was approved by the
local research ethics committee and an informed consent was
taken from all subjects.

Assesment

A wall mounted stadiometer and a mechanic scale used to
measure heights and weights. Body mass index (BMI) was
calculated using the formula; BMI = weight(kg)/height(m2). BMI

Anahtar kelimeler: Cocukluk cagi, venrikiler disfonksiyon, ekokardiyografi

for age percentile charts for Turkish Children were used [11].

Children above %95 percentile for sex and age were accepted
as obese according to the National Center for Health Statistics
[12]. Serum fasting glucose and fasting plasma insulin were
obtained from all objects. HOMA-IR was calculated for
assessing the insulin resistance by the formula; HOMA-IR=
[fasting insulin (uU/ml) x fasting glucose (mmol/L) /22,51 [13].

Echocardiographic Examination

All subjects underwent two dimensional and M-mode
echocardiographic examination using a VIVID 7 machine (GE,
Vingmed, Norway) equipped with 3and 5 Mhz Sector probes.The
dimensions of left ventricle (LV) were obtained at end-diastole
and systole, from M-mode traces, using the recommendations
of the American Society of Echocardiography [14].

Measurements of LV dimensions and wall thicknesses
were made on 2D parasternal long-axis views according to
American Society of Echocardiography standards. LV mass was
calculated using an autopsy-validated formula and indexed for
height2.7 [2,15-17]. Left ventricular mass was calculated using
the Devereux Formula as LVM=0.8 [1.04(IVSd+LVDd+LVPWd)3-
(LvDd)3] + 0.6)15. LVM was divided to body surface area (BSA)
to obtain LVM index (LVMI) [16-18].

The relative wall thickness (RWT) was calculated as:
RWT=[2xLPWth]/[LVED] where PWth=posterior wall thickness
at end diastole, LVED: LV end diastole diameter [18].

Statistical Analyses

Statistical analyses were performed using statistical package
for social sciences software (SPSS inc., Chicago, lllinois, USA) for
Microsoft Windows Operating system. Data are presented as
mean = standart deviation (SD) for variables. A P value smaller
than 0.05 was considered statistically significant. A pearson
linear regression analysis was used to corralate multiple echo
variables and independent variables.



Results

Forty obese children with a mean age of 12.21 + 1.14 years and
40 healthy children with a mean age of 11.67 + 1.63 years were
recruited in the study. Body mass index in the obese group
(24.87 + 2.78) was evidently higher than the control group
(15.41 + 1.89). Furthermore, compared to the control group,
height, weight, and body surface area were found significantly
higher in the obese group (p<0.001). Mean fasting plasma
insulin was 18.32 + 4.67 mIU/ml and mean HOMA-IR was 2.73
+ 1.25 in obese group (Table 1).

According to M-mode echocardiography results, the difference
between systolic and diastolic thicknesses of IVS and LVID and
LVPW diastolic thickness in the obese group was seen at an
advanced level compared to the control group (P < 0.001).

No difference was observed between both groups for LVID
systolic and diastolic diameter and LVPW systolic thickness (P
> 0.05). LVM, LVM/ht2.7, LVM/BSA and RWT were significantly
greater in obese children than the controls (P < 0.001) (Table 2).
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Fractional shortening (FS) value was 32.24 + 5.57 in the obese
group, and 41.23 + 4.43 in the control group. The difference was
found significant (P < 0.001). Ejection fraction in obese children
was significantly decreased compared to the control group
(Table 2). Only eighteen of 40 obese children had RWT > 0.41,
thus most of them had eccentric LV hypertrophy. Although the
RWT in obese subjects were higher than in the control group, it
was below the critical level reported for concentric remodeling.
LVM, LVM/ht2.7 and RWT were correlated with BMI (R = 0.60, P
<0.001,R=0.49,P <0.01,R=0.46, P < 0.01, respectively). Also
a positive correlation was seen between BMI and LVPWd, IVSs,
and IVSd (R > 0.45, P < 0.05) (Table 2). There were no correlation
found between the types of hypertrophy and insulin resistance
in the obese group.

Discussion

Obesity is becoming a major metabolic health problem
especially in industrialized and developing countries in
last two decades (19). The excessive adipose tissue, the
major determinant of obesity in which accepted as an
endocrine tissue, alters hemodynamic balances and increases
cardiovascular morbidity and mortality by disturbing systemic
resistance was highlighted by several investigators [3,4,20-24].

Inarecentstudyabout childhood obesity, Zeybekal [5] showed
that LVM and LVMI increase, eccentric type of ventricular
hypertrophy and diastolic dysfunction which are the major
sequela of altered hemodynamics caused by increased
systemic resistance and preload pressure. Many metabolic
disturbances like dyslipidemia and insulin resistance worsen
the clinical outcome. Nearly a great majority population of
investigations about obesity and cardiovascular changes
include obese people complicated with hypertension and
dyslipidemia. Some papers conclude that obesity itself alone
is not a cause of cardiovascular changes either functional or
geometric [2,5,10,21-24].

Obesity, increasing left ventricular filling pressure and volume,
negatively impacts left ventricular functions, and causes to
dilation of the ventricles. Left ventricular volume proportionally
increases with the stress on the ventricle wall. Consequently,
myocardium adapts to obesity by increasing its mass. The end
of this procedure results in left ventricular hypertrophy.

Researches indicated that there was a significant correlation
between obesity and left ventricular mass. After weight
loss, they showed that left ventricular wall thickness and
left ventricular mass decreased. They suggested that,
independent from blood pressure, weight lost by mild
exercise and low-calorie diet decreased left ventricular mass
in obese people [5]. In the present study left ventricular mass
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in obese patient group was evidently higher than control
group despite the evidence of obesity complications such as
obvious hypertension, dyslipidemia (P < 0.001) (Table 1, 2).
The correlation between BMI, LVM and left ventricular mass
index were significant. Moreover, the correlations between
body mass index and left ventricular mass, and left ventricular
mass corrected for height were determined to be significant.

As in our study, echocardiographic studies showed that left
ventricular end diastole diameter and septal and posterior
wall diameters were higher in obese people [3,17,18]. The
adaptation of heart to obesity is concentric and eccentric
type hypertrophies. When the blood pressure remains normal,
obesity causes eccentric type hypertrophy in left ventricle
[17,21,30]. As seen in literature, in our study, RWT of the obese
group was detected significantly higher than the control group
(P = 0.001). In addition, children with eccentric hypertrophy
findings in left ventricle were seen in the obese group.

This may partially be explained by the effects of hemodynamic
load which causes increase in ventricular wall thickness
and diastolic dysfunction [22,25-27]. Some investigators
showed that macrophage recruitment in the adipose tissue
enhance the release of adipokins and further derangement
of metabolic - neurohumoral homeostasis such as water and
electrolyte imbalance, sodium retention, insulin resistance
and growth stimulation of insulin resulting in cardiovascular
geometric and functional remodeling [22,25-27].

In our study the obvious signs of pressure effects, metabolic
changes like dyslipidemia and electrolyte imbalance was
eliminated from the obese group. Thereby the geometric and
functional alterations suggested us different mechanisms such
as the oxidative stress triggerring obesity related cardiovascular
injury for these changes [25,27]. Insulin resistance, high insulin
levels and growth stimulating effect may be the explanation
but limited data showed that insulin resistance in normotensive
and non - diabetic people was directly associated with an
increase in left ventricular mass [13,20,25].

Obese hypertensive patients mostly have eccentric LV
hypertrophy and the ventricular chamber sizes change in
between high-normal to mild dilated. In normotensive obese
patients, eccentric type of LV hypertrophy was the principal LV
geometric abnormality and present findings are compatible
withthe presenceof cardiacvolumeoverload[22,27].Incontrast,
concentric left ventricular hypertrophy, a result of increased
afterload were more common in non-obese hypertensive
patients (Table 2). In logistic analysis, body mass index (BMI)
was the most potent predictor of increased LV mass/height 2.7
in both sexes exceeding the effect of blood pressure [22]. Our

findings in concordance to other investigations suggesting
the relationship between obesity and abnormalities in cardiac
structure, but we could not exactly clarify why some of the
subject had concentric remodeling without hypertension. The
explanation can be the misdiagnosis of hypertension or the
effect of high plasma insulin levels.

Framingham Heart Study points out the risk of heart failure
in obese individuals was increased approximately two fold.
They follow-up a cohort of 13,643 patients for 19 years and
found out that overweight is an independent risk factor for
the heart failure [28]. In contrast of the previous knowledge,
some recent studies reported no correlation between obesity
and LV systolic dysfunction [29,30]. In our study the results
related with LV systolic dysfunction in some obese patients
are compatible with the studies identifying mild LV systolic
dysfunction. This may be related with the echocardiographic
assessment technique and more sensitive manners need to
detect the LV functions [31].

In this study, obese children both have eccentric and concentric
remodeling and decreased systolic and diastolic function. These
abnormalities in LV structure and function may have important
implications in explaining the myocardial dysfunction
associated with obesity and increased cardiovascular sequela.
In conclusion, childhood obesity is of great importance for its
negative impacts extends to future ages and lays a ground for
cardiovascular complications in future life.

Limitations of our study are no complete data for cytokines,
leptin, sympathetic nervous system, renin-angiotensin—-
aldosterone system activity and long term blood pressure
measurements.

These data can give us useful information about the underlying

causes of alterations related with obesity discussed above.

Thus, further investigations designed with larger number

of patients will be essential confirming and explaining the

clinical implications of the findings in this study.
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The relationship between physical performance and oral and dental
health in child athletes

Cocuk sporcularda fiziksel performans ile agiz ve dis sagligi arasindaki
iliskinin degerlendirilmesi
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ABSTRACT

Aim: Poor oral hygenia status affects nutrition and sleep in children and it is reported to have a negative influence on
growth and development. Therefore, similarly it may negatively affect young athletes’ performance in sports activities. The

aim of this study is to evaluate the relationship between oral hygenia and athletic performance in child athletes from the
Sports Academy of Kirikkale University.

Material and Methods: Decayed Missing Filled Teeth index (DMFT) scores were recorded for each subject and sports
performance tests were performed.

Results: The agility (Tdrill, Zigzag, 505, LCDT) and short sprint (10m, 20m, 30m best) tests conducted in this research showed
that athletes whose DMFT values were over 3 were more successful than athletes whose DMFT values were equal or more
than 3 (P <0.01). Moreover, the results from Bosco test revealed that athletes whose DMFT values less than 3 were significantly
more successful (P < 0.01). Also a correlation between DMFT values and results of the performance tests were found.

Conclusion: These results highlight the importance of informing young athletes regarding oral health.

Keywords: Oral hygenia, DMFT index, child athletes, agility tests, physical performance
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arasindaki bir iliski olup olmadiginin degerlendirlmesidir.

kaydedilmis ve spor performans testleri uygulanmistir.

Introduction

Muscle power and strength are of primary importance for
athletes and proper nutrition as the source of energy is crucial,
thus optimal dental health is necessary for these individuals
[1-3]. In recent years, a negative relationship between
nutritional status and oral health in children was reported by
several studies [4-6]. It was reported that severe dental caries
negatively affects the quality of life in children [7] and children
with severely decayed teeth had lower weight and height,
indicating malnutrition and growth retardation [5-6]. Pain
caused by severe dental caries can affect eating in children
and can cause inadequate nutrition while disturbed sleep due
to pain may affect secretion of growth hormones [7-9].

Dental cariesis a multifactorial chronic disease anditis strongly
associated with consumption of fermentable carbohydrates
[10-11], which is also recommended as an energy source for
exercise [12-13], therefore the risk for dental caries increases
in individuals that are engaged in sports activities. Moreover,
sports drinks that are frequently consumed during these
activities may increase the risk for caries due to their sugar and
acid contents [14]. Considering that plaque accumulation and
gingival inflammation is significantly higher in adolescents
when compared to adults and age is an important factor for
oral hygiene [15-16], it can be assumed that child athletes
have a higher risk for dental caries.

Since poor oral health status affects growth and development
in children, it may also negatively affect young athletes’
performance in sports activities. Athletic performance is
affected and can be measured by speed, power, strength,
flexibility and agility. Performance tests such as Bosco, speed
and agility tests are used to evaluate relationship between

these factors and athletic performance [17-19].
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Amag: Kotu agiz hijyeninin ¢ocuklarda beslenme ve uykuyu etkiledigi ve bliylime-gelisim Uzerinde olumsuz etkileri
oldugu bildirilmistir. Bu durum cocuk sporcularin sportif aktiviteler sirasindaki basarisini da olumsuz yénde etkileyebilir.
Calismamizin amaci Kirikkale Universitesi Spor Akademisindeki cocuk hastalarin atletik performanslari ile agiz saghg

Gere¢ ve Yontemler: Arastirmaya katilan tim cocuklara ait “Decayed Missing Filled Teeth index” (DMFT) skorlari

Bulgular: Uygulanan ceviklik (Tdrill, Zigzag, 505, LCDT) ve“short sprint”(10m, 20m, 30m best) testleri, DMFT degerleri 3'ten diislik
olan sporcularin, DMFT degerleri 3 ve daha yiksek olan sporculara gore istatistiksel olarak daha basarili oldugunu gostermistir
(P <0,01). Bosco testi sonuglarina gére de DMFT dederi 3'ten daha az olan sporcularin istatistiksel olarak daha basarili oldugunu
gostermistir (P < 0,01). Ayrica, DMFT skorlari ve performans testi sonuglari arasinda korelasyon varligi tespit edilmistir.

Sonuglar: Bu sonuclar cocuk sporcularin agiz saghgr konusunda bilgilendirilmelerinin dnemini ortaya koymaktadir.

Anahtar kelimeler: Agiz sagligi, DMFT indeksi, cocuk sporcular, ceviklik testleri, fiziksel performans

The aim of this study is to evaluate the relationship between
oral health and athletic performance in child athletes from the
Sports Academy of Kirikkale University.

Material and Methods

Eighty-six 12 year-old male child athletes from the School
of Physical Education and Sports of Kirikkale University in
November during the 2011-2012 term were included in this
study. The study protocol and method were approved by the
Ethics Committee of the University of Kirikkale (2012/08). The
athletes and their parents were informed about the study and
informed consents were obtained from each participant and
parent. Oral examinations were conducted using diagnostic
dental equipment and performed in accordance with the
criteria of the World Health Organization (WHO). For the
assessment of caries prevalence, the DMFT index was used
[20-22]. In order to eliminate inter-examiner variability, all
clinical examinations and interviews were carried out at the
Kirikkale University (Faculty of Dentistry, Clinics of Operative
Dentistry) and were carried out by the same experienced
dentist. Determination of the athletes’ physical characteristics
(age, height, weight, body fat, and years of experience in the
sport) and the performance tests (the Bosco test and the
speed and agility tests) [23] were performed in the Kirikkale
University gym. The calibration and linearity settings of the
instruments used in the measurements were completed
before the performance tests. Each test was performed three
times with the best result recorded.

To prevent unnecessary fatigue, athletes were instructed to
avoid intense exercise for the 24-hour period before the testing
session. Allathletes were familiarized with the testing procedures
through practice in the gymnasium the week before the final
tests. Height, weight and body composition measurements

12



(/!\)
>

Volume 8 Number 1 p: 11-15

were performed using a Tanita body composition analyzer
(Tanita Body Composition Analyzer BC 418 professional model,
USA) between morning and noon on the test day.

Statistical Analysis

The obtained data was analysed using version Statisti—cal
Package for the Social Sciences version 18.0 (SPSS; SPSS Inc.
Chicago. USA). Data obtained from the performance tests
presented as mean * standard deviation. Also Shapiro-Wilk
test was used for testing normality of these test results on
groups DMTF < 3 and DMTF = 3. Independent samples t-Test
(for normal distributed variables) was used for comparison
of the test results on groups DMTF<3 and DMTF=3. Also to
determine the relationship between DMTF and different
performance tests, Pearson correlation test (r) was used. A p
value of <0.05 considered statistically significant.

Results

Forallathleteswho participated in the survey theage was 12 years,
mean body weight was 35.6 kg and the mean height was 147.4
cm. The participants had been active sportsmen for an average of
2.2 years and trained 3-4 times a week (for a total of 6-8 hours a
week). Fifteen (17.4%) were regularly seen by dentists. Seventeen
(19.7%) brushed their teeth two or more times a day. However,
only six (6.9%) used dental floss or mouth rinses. The mean DMFT
was 2.1 based on the following component measures: mean
active caries (1.0), filled (0.7), and missing (0.3). The mean Pl score
was 0.9 + 0.4. According to the results of Shapiro-Wilk tests the
variables were normally distributed (P > 0.05).

Findings revealed that there was no significant difference
between DMFT = 3 and less than 3 regarding height and weight
(P> 0.05), except sport years. Athletes having higher DMFT values
had shorter sport years. Therefore, considering that all children
were in the same age, it could be said that the groups were similar
in terms of given variables except sport years (Table 1).

The agility (Tdrill, Zigzag, 505, LCDT) and short sprint (10m,
20m, 30m best) tests conducted in this research showed that
athletes whose DMFT values were over 3 were more successful
than athletes whose DMFT values were equal or more than 3
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(P < 0.01). Moreover, the results from Bosco test revealed that
athletes whose DMFT values less than 3 were significantly
more successful (P < 0.01) (Table 2).

Table 3 shows Pearson correlations between DMFT and eight
performance tests. The biggest correlation observed at Zig Zag
Agility Test (r=0.741,P < 0.01). Moreover The Pearson correlations
analyses () yielded a significant negative correlation between
the DMFT and Bosco Test (R =-0.449, P < 0.01) (Table 3).

Discussion

Proper nutrition is very important for child and adolescent
athletes to maintain proper growth and show optimal
performance in sports [24]. On the other hand, several studies
have reported that children with high number of caries tend
to show growth retardation and usually underweight. [4-6-
25]. Since poor nutritional status may affect performance
negatively, the present study evaluated the effect of oral
health on the performance of child athletes.



According to the results of the present study, children with
higher DMFT scores showed poorer performance in all of
performance tests when compared to athletes that had lower
DMFT scores. Also there was correlation between the DMFT
scores and performance tests. These results indicate that not
only growth is affected by oral health; but also performance
of child athletes is negatively affected by severe caries status.
A possible reason for this negative effect can be malnutrition
that can be a result of poor oral hygiene. Van Gemert-Schricks
et al [4] evaluated influence of dental caries on body growth in
prepubertal children and reported that untreated caries and
caries experience in children negatively effects body growth.
Similarly, Ngoenwiwatkul et al [26] observed a relationship
between dental health status and body weight in children.
They stated that dental caries is an important risk factor for
malnutrition in children. Thus, poor performance in child
athletes that had higher DMFT scores in our study may be
a result of malnutrition. Another possible cause of poor
performance in children with poor oral hygiene is the lack of
adequate sleep. Dujister et al reported that one of the most
important factors that influenced weight gain and growth in
children was the impact of oral health on sleeping [27]. It was
suggested that since chronic pain negatively affects sleeping,
disturbance in production of growth hormones can lead to
retardation of growth [9-27]. Therefore poor sleeping due
to pain may have also affected performance of the athletes
in the present study. A third reason may be the systemic
effect of severe caries since it was theorized that growth
can be suppressed by pulpally involved teeth by depressing
erythrocyte production and reducing hemoglobin levels [28].

The literature regarding oral health status of child athletes
is very limited and since there are no studies evaluating the
relationship between oral health and performancefor children,
making a comparison of our results is impossible. The studies
regarding oral health status of child athletes mainly focus on
children with intellectual disabilities [29-32]. Thriandini et
al [29] screened child athletes with a mean age of 13.4 and
observed that almost 70% of the athletes had visible untreated
caries. Oredugba et al [30) conducted a similar study in Nigeria
and reported that 22.4% of the child athletes had untreated
caries lesions. Bissar et al [31) evaluated child athletes
between 12-17 years in the Special Olympics in Germany and
observed a caries prevalence of 58% and a mean DMFT of 2.3.
In a study where Puerto Rican athletes were included [32], it
was reported that almost 45% of the athletes had untreated
dental caries. Although these results are from a special group
of children they are concordant with our results showing high
DMFT scores. Published studies regarding nutritional habits of
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child athletes show that, there is a tendency of consumption
of soft drinks and refined sugars [33, 34] that can result with
poorer oral health condition in these individuals.

There are a few studies investigating the effect of oral health
on performance that were carried out in adults. In a study
evaluating the relationship between dental condition and
hand strength and maximum bite force, it was reported that
carries and missing teeth negatively affected bite force [35].
This result is in line with our study since it can be assumed that
muscle strength can be lower by severe decay conditions where
nutrition is adversely affected. Also, inadequate bite force can
result with difficulty in chewing function and influence nutrition.

The present study hypothesized that the oral health status
of child athletes affects performance. Our results showed
that athletes with DMFT < 3 performed significantly better
than those with DMFT = 3 and there was a correlation
between DMFT scores and results of the performance tests.
Further clinical research on the subject may confirm and
reveal possible reasons behind this difference. Also these
results highlight the importance of informing young athletes
regarding oral health.
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The evaluation of general knowledge of emergency care providers
about child abuse and neglect

Acil saglik calisanlarinin cocuk istismari ve ihmali hakkinda genel
bilgilerinin degerlendirilmesi
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ABSTRACT

Aim:Childabuseandneglectisapublichealthcare problemwith medical, legal, developmentaland psychosocial comprehension,
having complex causes and tragic consequences. The incidence of it in societies is not fully detected. We aimed to measure
the knowledge levels of doctors and allied healthcare personnel in emergency departments (ED) about child maltreatment,
compare with non-healthcare control group and find out the altering factors.

Material and Methods: In our study, a group of 400 consisted of ED doctors, pediatricians and other healthcare providers who
were working in Teaching, University and General Hospital ED in Ankara and 105 subjects as a control group were included. A
survey consisting of the demographic questions which also had myth part about child abuse and neglect was configured.

Results: Among the demographics and myth beliefs, it was found that the institutions where the doctors and allied staff work
affect their belief in myths, the experience duration is a variable between healthcare staff, receiving training about child abuse
is an altering factor for success rate and having children of own doesn't affect the accuracy significantly (P > 0.05). The success
rates of the control group showed similarity with allied personnel to each myth (P > 0.05). However, the control group had low
accuracy on myths 7,18, 19, 22, 25, 27, 30, and 35 than doctors.

Conclusion: All the healthcare providers who work in pediatric and emergency medicine clinics where pediatric patients are
encountered mostly should know signs and symptoms of child abuse and neglect, in addition have responsibilities for reporting
them to the legal departments. Furthermore, regular training programs should be applied both to community and healthcare
system to disprove the myths on this topic.
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0z
Amag: Cocuk istismari ve ihmali, karmasik nedenleri ve trajik sonuclari sebebiyle tibbi, yasal, gelisimsel ve psikososyal bir halk
saghgi sorunudur. Toplum icindeki gercek insidansi tam olarak bilinmemektedir. Calismamizda acil servislerde calisan hekimler

ve yardimai saglik personelinin cocuk istismari ve ihmali hakkinda bilgi diizeylerini 6lcmeyi; elde edilen sonuglari saglik calisani
olmayan kontrol grubuyla karsilastirmayr amacladik.

Gereg ve Yontemler: Calismamiza Ankara ilindeki Egitim Arastirma, Universite ve Devlet hastanelerinde calisan acil doktorlari,
pediatri hekimleri ve diger saglik calisanlarindan olusan 400 kisilik bir calisma grubu ve 105 katilimcidan olusan kontrol grubu
dahil edilerek yapilmistir. Katilimcilara hem demografik sorulardan olusan hem de cocuk istismari ve ihmali konusunda genel
olarak inanilan mitleri iceren birer anket uygulanmistir.

Bulgular: Demografik sorular ve mitler iceren ankette, doktorlar ve yardimci saglik calisanlarinin ¢alistiklari kurumlarin mitlere
bakis acisini etkiledigi, deneyim siresinin saglik calisanlari icin bir degisken oldugu, ¢ocuk istismari konusunda egitim almig
olmanin belirleyici oldugu fakat ¢ocuk sahibi olmanin cevaplardaki dogrulugu anlaml sekilde etkilemedigi tespit edilmistir
(p>0,05). Kontrol grubunun basari oranlar her mit icin yardimci saglik personeli ile benzerlik gostermistir (p> 0,05). Ancak
kontrol grubunun 7, 18, 19, 22, 25, 27, 30 ve 35 numarali mitlerde doktorlara gore diistik dogruluk oranlar tespit edilmistir.

Sonuglar: Acil servislerinde ve cogunlukla ¢ocuk yas grubunun bakildigi pediatrik acil servislerinde calisan tim saglk
calisanlarinin ¢cocuk istismari ve ihmaline dair belirti ve bulgularini bilmeleri gerekmektedir. Ayrica yasal birimlere bildirmeye
yonelik sorumluluklari mevcuttur. Bu konudaki mitleri ctiriitmeye yonelik diizenli egitim programlari hem saglik sisteminde

hem de toplum diizeyinde uygulanmalidir.

Anahtar kelimeler: Cocuk istismari, ihmal, cinsel istismar

Introduction

Child abuse and neglect is a public healthcare problem
with medical, legal, developmental and psychosocial
comprehension, having complex causes and tragic
consequences. The incidence in societies is not fully detected.
The description of child abuses and neglect (sometimes
referred to as child maltreatment) by the World Health
Organization (WHO) includes all forms of physical and
emotionalill-treatment, sexual abuse, neglect and exploitation
that results in actual or potential harm to the child’s health,
development or dignity [1]. According to WHO, it's estimated
that 57 thousand children suffered death because of child
abuse and neglect in the year 2000. However, it's believed that
the data on mortality are incomplete and the true numbers
are estimated to be higher than the calculated figures [2].

From the time that human beings came into existence, cases of
child abuse have occurred in every different society and culture.
Some groups have worked for the prevention of violence against
children from the very ancient times. However, for a long time
these studies didn't take attention of the public until finally in
1962, the violence and abuse against children gained importance
after the publication of “Battered Child", an article by Kempe et al
[3]. Since then, the literature dealing with child abuse and neglect
has been increasing with high quality work being done and
reported on the many dimensions related to the epidemiology,
mechanism, treatment, and prognosis of child maltreatment.
Efforts are being directed toward developing an evidence-based
approach to the prevention of child abuse and neglect but
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it’s still a fact that the number of abused children is increasing
although the efforts to prevent child abuse all over the world
with each passing day. Child maltreatment is underreported in all
countries mostly despite mandatory reporting policies. Several
studies indicated that the main causes are unawareness of legal
written protocols regarding reporting of child maltreatment,
incorrect reporting knowledge, recognizing deficiency of abuse
and interviewing techniques [4-7]. Therefore, there has been lots
of studies regarding the level of knowledge and perspectives
of different health provider groups to identify and to spot the
problematic steps (prehospital providers, physicians, nurses,
allied health workers, team directors) [6-13].

In the society in which it is told, a “myth”is a way of mysterious
storytelling usually regarded as a true account of the remote
past. It consists of excerpt thoughts and stories that are not
certain to be true. Although the definition of child maltreatment
is constant, still it is considered to be exploited by the socio-
cultural beliefs, and myths vary according to the conditions in the
affected communities [14]. The real incidence of child abuse is
still controversial due to differing social beliefs. The role of health
care providers in the detection, treatment and prevention of
child abuse is undeniable. They should not be affected by cultural
myths and should work toward using scientific definitions to
disprove these myths. Emergency medicine physicians, nurses,
allied health care staff and social workers have an important role
as much as pediatricians in this regard.

In our study, we aimed to investigate the myths and the level
of knowledge of the physicians and the other health care staff
working in the emergency department regarding child abuse.



Material and Methods

This multicenter and descriptive study was based on a
questionnaire distributed in our capital city, Ankara, between
April and June 2012. Volunteer physicians and allied health staff
working in the emergency departments of our city (nurses and
health technicians) were included. The study was carried out with
both pediatric and adult emergency department staff due to the
management of pediatric trauma patients in many centers by
emergency medicine specialist and residents in our country.

The questionnaire forms were sent to 3 universities, 5 teaching
and 3 state hospitals. All the filled-in forms were randomly
evaluated by 200 physicians and 200 allied healthcare staff.
In the control group, a total of 105 people were selected
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randomly among at least college graduated non-healthcare
professionals with similar demographic status of study group.
The questionnaire form consists of 2 parts. In the first section,
demographic information of the participants was collected;
in the second section, the myths about child abuse were
explored using questions about 37 common but incorrect
beliefs. Information on previous training of child abuse was
also collected. The myths in the form were a collection of
the most frequent child abuse and neglect issues and wrong
beliefs which confront the medical and health professionals
which are investigated and discussed by many national and
international organizations like ASCA (Adult Surviving Child
Abuse) and UNICEF [15-25]. The participants were asked to
answer “right” or “wrong” to the myths (Table 1).
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Results were based on descriptive statistics. During the
second part of the survey, an exploration of 37 myth belief
items, if the participant chose “right’, it was interpreted
labeled as “1". Likewise, indication of “wrong” labeled as “2". We
chose to calculate a “success score” for each group according
to this labeling based on the number of correct answers.
The number of groups forming the data among physicians
and allied healthcare staff were equal. Therefore, in order to
accurately compare success scores, the contribution of the
number of data to obtained score was projected. In this way,
the contribution of each participant was emphasized in the
calculation of the success score. The aim was to be able to
have comparable obtained data results with (0, 1) interval.

In the case of all myths being believed by the study group, the
lowest obtained group score is equal to data number of the
group and this score is referred to as base score. For example,
when evaluating a group of 104 male doctors, if a single myth
is found to be believed by the whole group, they receive a
base score of 104, indicating the worst scenario for this item
of evaluation. When the obtained score of a group is greater
than the base score, it indicates well-informed disbelief as
success using the same ratio. For example, if the male doctor
group has obtained a total score of 174, 104 of this score will
be the base score. We find the success score by subtracting the
base score from the total score; for this example, the success
score is 70 (174-104=70). When we are projecting the sample
number to the success score, we can formalize it in the way of
myth = (Total score-base score)/sample number (m=success
score of a group, n=myth score of the group). For example, for
the first myth in the male physician group, the success score is
calculated by: Myth 1 Male Physician = (174-104) / 104 = 0.67.
We have used Microsoft Excel 2010 throughout the study.

Results

Of the 200 participant physicians in our study, 146 (73%) are
emergency medicine specialists, 42 (21%) are emergency
medicine residents and 12 (6%) general practitioners. The
figure of 200 allied healthcare staff includes 162 (81%) adult
emergency department nurses and 38 (19%) pediatric
emergency department nurses. In the control group, 68
(64.7%) subjects have a university license, 32 (30.4%) have
a master license and 5 (4.7%) just have a college education.
The professional fields of the control group include university
faculty, police, teachers and engineers.

The overall mean age of the participants was 29.54 (min: 18,
max 58), the overall mean age of physicians was 30.92 (min
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24, max 51) and the average age of allied health staff was
26.85 (min 18, max 58). The control group had an average age
of 32.05 (min 19, max 50). Gender subgroups were equally
distributed in physician and control group (male/female
ratio; 104/96, 48/57) but significant female intention in allied
health staff were noticed (46/154). Experience durations were
equally distributed for physician and allied staff in year base.
Physician reported receiving more professional educational
opportunities than and allied staff (Training programs +
congress / symposium; 93+20, 85+6). For control group, these
numbers were quite low (4+2). All three groups were mainly
parents (Having child of own/no child; 133/67 for physicians,
149/51 for allied staff and 68/37 for control group). The
demographic data of 200 physicians, 200 allied health staff

and 105 control group subjects is summarized in Table 2.

A total of 505 participants were asked to complete the
questionnaire about child abuse. The questionnaire included
37 myths. The beliefs on these myths were evaluated. The
correct answer rates between 80-100% were considered
successful. The myths which the physicians, staff and control
groups all answered successfully were numbers 3, 5, 8, 10, 12,
13,16 and 31.In general, all groups failed in number 2, 18, 25,
34, and 35 (Figure 1), widely believing the myths.
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Figure 1: The rates of beliefs in myths by all groups
Itisinvestigated whether the institutions where physicians work
affect their belief in myths or not. The results from physicians
practicing in Teaching Hospitals and University Hospitals
showed similar rates of accuracy, but the results collected from
State Hospitals showed the lowest rate of accuracy (P < 0.05)
(Figure 2). In the results collected from the allied medical staff,
the results from State and Teaching hospitals showed similar
rates of accuracy but they showed lower success rate compared
to University hospitals colleagues (P < 0.05) (Figure 3).
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Figure 2: The rates of beliefs among doctors according to their institutions
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Figure 3: The rates of beliefs among allied healthcare staff according
to their institutions

It was evaluated during the study that if the duration of
work in emergency departments by participating physicians
and allied health staff is a variable factor in beliefs on myths
about child abuse. Physicians with less than three years of
experience had lower accuracy rate identifying myths about
child abuse compared to physicians with more than three

years of experience (P < 0.05) (Figures 4,5).
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Figure 4: The rates of beliefs among doctors according to their
working durations
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Figure 5: The rates of beliefs among allied healthcare staff according

to their working durations

It is also assessed by enquiring about the education history
of physicians and allied staff that whether receiving training
about child abuse is altering belief in myths or not. It was found
that the educated physicians and allied health staff group had
higher rates of accuracy to the queried myths (P < 0.05).

No significant difference on myth beliefs was detected
between physicians and other healthcare staff with children
of their own and those without any children (P > 0.05). In our
study, the difference in beliefs among emergency department
medical staff and the control group was examined. The
success rates of the control group who were not members of
healthcare showed similarity with allied health staff to each
myth (P > 0.05). However, the control group had higher belief
rates on myths 7,18, 19, 22, 25, 27, 30, and 35 than emergency
physicians. It was noticed that the control group had a
particularly significant high belief in the wrong myth of “The
concept of child abuse varies according to the culture” The
most widely wrong beliefs for each of the three occupational
groups were myths number 2, 34 and 35. In our study, more
than 90% in all groups stated that they do not believe in 5, 8,
12,13 and 37 numbered myths (Figure 1).
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Discussion

The high rates of incorrect belief in the description of abuse
as “physical violence against children” may be explained by
incomplete and inadequate information on the true definition.
Physical violence is more prevalent than other kinds of
abuse, so sexual abuse and neglect are often forgotten when
identifying child maltreatment. In terms of knowledge among
the participants in our study and all over world, emotional
abuse of children is underestimated or disregarded.

In our study, we have investigated physicians from different
institutions if the beliefs in the myths about child abuse are
changing. The results from the physicians practicing in Teaching
Hospitals and University Hospitals showed similar rates of
accuracy, but the results collected from State Hospitals showed
the lowest rate of accuracy. In the results collected from the
allied staff, the results from State and Teaching hospitals showed
similarly low rates of accuracy compared to the results of high
accuracy collected from University hospitals. It was detected
in our study that physicians and allied health staff who had
received an education in child maltreatment more frequently
answered questions correctly. The difference in the rates of
accuracy may come as a result of academic healthcare staff’s
opportunity to access more scientific publications, to participate
in scientific meetings and the extra attention given to post-
graduate education by University and Teaching hospitals.

It was found that among the participant physicians and allied
health staff, physicians with less than three years of experience
had a lower success score compared to physicians with more than
three years of experience. This finding confirms that obtaining
education and experience contribute to altering belief in myths.

In our study, the ratios of belief in myths of both men and women
in the physicians and allied medical staff were almost parallel
with each other, but women had a slightly higher accuracy rate.

It is also detected that physicians and allied staff with
children of their own had more accurate answers but it is not
statistically significant. In the same way, in a study of Akcay
et al conducted in istanbul University; factors of expertise,
gender, state of having kids and duration of training of the
physicians do not cause statistically significant difference
in approaches to child abuse [26]. The most correct answers
were given from the Departments of Emergency Surgery and
Trauma and Pediatrics. Physicians with female gender and
specialty education duration with more than four years were
more successful than most. In the study of Al-Moosa et al,
young female physicians were more successful in recognizing
child abuse compared to other demographics [7]. Also there
was no difference in results due to having children [8-9].
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In our study we searched for any difference between healthcare
providers and the control group. The ratio of accuracy for
the myths in the control group was similar to that of allied
healthcare staff, but the control group had more belief in myths
than emergency medicine physicians. The control group had a
high belief in the myth “the concept of child abuse may vary
between cultures”. At the same time, the control group had less
belief than physicians and allied staff in the myth that “Abuse is
defined as physical violence against children”.

In both diagnosis and treatment of child abuse and neglect, a
multidisciplinary approach is necessary. Physicians, especially
those in pediatric and emergency care who are commonly faced
with cases of abuse, have an unavoidable ethical, moral and
legal responsibility to recognize signs and symptoms of child
maltreatment and notify legal units. Child abuse has a specific
definition and should no longer be tolerated due to outdated
cultural mentalities [14]. Regular community education programs
should be applied in our society to correct the wrong belief in myths
regarding child maltreatment as many studies suggest [27-30].

Limitations of the study: This study may not generalize to all
emergency health providers in Turkey, especially considering that
most of the centers in Ankara, pediatricians have a more active
role on these patients in emergency departments. Probably,
pediatricians may have better knowledge about child abuse and
better results than the other health allied staff and control group.

As a conclusion, our study shows significant deficiencies in
several critical knowledge areas, including identification of child
maltreatment. These findings highlight the need for increased
education in the realm of emergency care. National legal
protocols regarding reporting suspected cases of maltreatment
must be well designed and more applicable. Therefore, the
inclusion of programs in child abuse mythology in periodic
post-graduate training programs and the curriculum of medical
and nursing schools should be considered.

More extensive studies to examine child abuse and neglect
are needed in our country. Further studies are vital not only
for the collection of medical statistical data, but also for the
awareness and prevention of child abuse in Turkey.
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Vertigonun medikal tedavisi

Medical treatment of vertigo
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oz

Vertigo (bas donmesi), sadece kulak burun bogaz degil, aile hekimligi pratiginde de sik rastlanan bir hastalik grubunu
olusturmaktadir. Etyolojisinde ¢ok cesitli hastaliklarin bulundugu bu patolojinin kesin tanisi her zaman mimkin
olamamaktadir.Tedavide 6ncelikliamac, akut vertigo atagi ile gelen hastanin semptomlarinin azaltilmasi olmalidir. Vertigonun
medikal tedavisinin anlatilacagi bu bolimde tlkemizdeki mevcut ilaglar ve tedavi dozlarindan da bahsedilecektir.

Anahtar kelimeler:Vertigo, medikal tedavi

ABSTRACT

UVertigo (dizziness), constitutes a common group of diseases not only in the practice of otolaryngology, also in the practice
of family physicians. There are various diseases in the etiology of this pathology and definitive diagnosis is not always
possible. The primary objective in the treatment should be reduction of symptoms in the patients with acute attacks of
vertigo. In this section, medical treatment of vertigo will be described with mentioning of the current medications and their
therapeutic doses available dosage in our country.

Keywords: : Vertigo, medical therapy
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Giris

Vertigo kisaca hareket
haltsinasyonu olarak tarif edilir. Vertigonun etyolojisinde
periferik veya santral vestibller patolojiler, viziiel bozukluklar,
serebellar, piramidal, kardiyak veya metabolik hastaliklar rol
oynayabilir [1]. Bu nedenle vertigolu hastalarin ¢ok dikkatle

incelenmesi gerekmektedir.

(bag donmesi), illizyonu veya

Anamnez vertigolu hastalarda ¢ok Onemlidir. Vertigonun
birlikte bulunan diger semptomlar, 6zgeg¢mis
arastinlmalidir. Daha sonraki asamada kulak burun bogaz
muayenesini de iceren fizik muayene yapilmaldir. Hastada
aktif bir kulak enfeksiyonu varsa ya da norosirujik ameliyat,
kaza ya da aminoglikozid kullanimina bagh otolojik travma
Oykusu mevcutsa vertigonun nedeni anlasilabilir [1]. TUmor ya
da infarkt gibi santral bir patoloji varsa, beraberinde goriilen
norolojik bulgular ve radyolojik yontemlerle tani konulmasi
mumkiin olur. Kronik orta kulak iltihabina bagl uzun stredir
akan kulaklarda ani baslangicli vertigo, perilenfatik fistdl gibi
ciddi bir komplikasyonun gelistigini distinduriir ve bu durum
acil girisim gerektirdiginden ilgili uzmanlik alanina sevki 6nerilir.

ozellikleri,

Vertigo otitis media, serebellum timdru gibi bilinen bir etiyolojik
faktore bagliise tani konulan hastaligin tedavisi yapilir [1]. Ancak
genellikle vertigoya neden olan hastaliklar kolay ve kesin olarak
teshis edilemez. Vertigonun kesin tani koyulabilen bir hastaliga
bagli olmadigi ve spesifik tedavi imkaninin mimkiin olmadigi
bu gibi durumlarda ampirik tedavi uygulanir.

Vertigo nedeniyle hekime basvuran hastalarda en onemli
asamalardan biri de var olan rahatsizligin bas dénmesi mi
yoksa dengesizlik mi oldugunu anlamaktir [2]. Eger sorun
dengesizlik ise medikal tedavide yeni bir ilag vermektense
uygun tani ve tedaviyi belirlemekicin alinan tim ilaglari kesmek
ve hastayi ilagsiz bir slire gézlemek daha dogru bir yaklasim
olacaktir. Yine, vertigo ve dengesizlik yakinmalari en ¢ok ileri
yash hastalarda gorilir. Bu yas populasyonunda dengesizlik
periferik kaynakh olmaktan ¢ok yaslanma ile olusan santral
nedenlerle gelisir. Ayrica bu hastalar cok cesitli ve farkl ilag
kullanmaktadirlar. Bu ilaglar dengesizligi ortadan kaldirici degil,
ortaya ¢ikaran 6zellikler gosterir. Coklu ilac kullanan hastalarda
kullanilan ilag sayisi ile artan ve kontroli gliclesen yan etki
ve komplikasyonlarin baginda vertigo ve benzeri sikayetler
yer almaktadir. Bu durum da zaten yasa bagli denge sistemi
disfonksiyonu olan hastalarda klinik tabloyu agirlastirmaktadir.
Bu sebeple 6zellikle yashlara yeni ilag recete etmek yerine
alinan ilag sayisini azaltmak daha isabetli bir yaklasnm olacaktir.

Vertigo beraberinde eslik eden belirtiler siklikla bulanti ve
kusmadir. Tedavide kullanilan ilaglar sunlardir [3]:

1-Vestibliler supresanlar,
2- Antiemetik ilaglar,

3- Diger ilaclar
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Vestibiiler supresanlar antihistaminikler, antikolinerjikler ve
benzodiazepinler olmak {izere 3 gruptur. Vestibliler supresanlar
vestibller uyarlirhgr azaltmak yaninda bulanti ve kusmada
etkilidirler. Antiemetikler ise daha secici olup bulanti ve kusmayi
engellerler. Bunlar disinda uzerinde hala calismalar yapilan ve
gelecek vadeden degisik ilaclar mevcuttur. Asadida vertigo
tedavisinde kullanilan ilaglar etki mekanizmasi, yan etkiler, doz,
pozoloji ve llkemizde kullanilan jenerik isimleri ile ele alinacaktir.

1. Vestibiiler Supresanlar

1.1.Antihistaminikler: Histaminin santral vestibiiler iletideki
rolticokacikolmamaklaberaberhareket hastaligive basdonmesi
siddetini semptomlarin baglamasindan sonra bile basar ile
azalttigr saptanmistir [4]. Vertigo tedavisinde kullanilan tim
antihistaminiklerin ayni zamanda antikolinerjik yan etkileri (agiz
kurulugu, pupil dilatasyonu, sedasyon gibi) de bulunmaktadir.
Astemizol disindaki tim antihistaminikler kan beyin bariyerini
gecerek bas donmesini hafifletirler. Antihistaminiklerin etkisinin
baslamasiicin gegen stire 20-30 dakikadir. Tepe plazma diizeyleri
1-2 saatte olusur ve yari Smurleri yaklasik 8 saattir. Bu nedenle
siklikla 2x1 pozolojide kullanilirlar [5].

1.1.1.Dimenhidrinat (Dramamine®, Anti-em®): Akut atak
sirasinda ilk tercih edilecek ilag bir antihistaminik olan
dimenhidrinattir. Bulanti ve kusmalar Ustline de oldukca
etkilidir. Hafif derecede karincalanma ve uyku hali meydana
getirir. Ulkemizde 50 mg'lik ampul ve tablet formlari
bulunmaktadir. Tablet olan formlar: Anti-em 12 tablet®,
Anti-em 20 tb®, Dramamine 12 tablettir®. Ampul formu ise
Dramamine ampul® olarak mevcuttur. Akut atak sirasinda
hizli rehabilitasyon ihtiyacindan parenteral kullanim tercih
edili. Dramamine ampul®, parenteral uygulanir. idame
tedavide agiz yolu ile 50 mg'lik tabletlerinden ¢ ve—ya dort
tane alinir [5]. Ancak vestibiiler kompanzasyona firsat vermek
icin Thaftadan fazla kullanimi 6nerilmez. Profilakside aylarca
kullanim kompanzasyonu baskiladigindan tavsiye edilmez.
Vertigo atagi sonrasi uzun slire dimenhidrinat kullanan ve hala
sikayetleri olan hastalarin ilk olarak ilaci kesilmelidir.

1.1.2.Difenhidramin (Benison®, Allenik®, Metorfan®):
Antihistaminik grubunda yer alan bir ilactir ancak vertigonun
spesifik ilaci degildir. Ancak profilakside, tasit tutmasinda,
bulan—ti ve kusmalarda kullaniimaktadir. Etkisi 4-6 saat siirer
ve tedavi dozlarinda uyuklama ¢ok sik gorilur. Gunlik doz
baslangi¢ta 50 mg'dir [5].

1.1.3.Meklizin  (Antivert®): Vestibller kaynakli  bas
donmeleri ile birlikte olan bulanti ve kusmalara karsi etkili bir
antihistaminik ajandir. Yavas etki yapar fakat etkisi uzundur ve
24 saat surer. Uyuklama, gérmede bu-laniklik, agiz kurulugu
ve yorgunluk onemli yan etkileridir. Glinlik doz hastalidin
siddetine gore 25-100 mg arasinda dedisir [5].

1.1.4.Prometazin: Diger ayni grup fenotiazinlere gore ¢ok
kuvvetli antihistaminik etki gosterir ve ayrica kuvvetli santral
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kolinerjik etkiye sahiptir. Bu ylizden tasit tutmalarinda ve bas
doénmele-rinde tercih edilen bir ilagtir. Bulanti ve kusmalarda
baslangic dozu 25 mg'dir ve her 6 saatte bu dozun vyarisi
klinik tabloya gore verilebilir. Rektal yolla da etkilidir. Tedavi
dozlarinda yan et-kileri cok azdir [4]. Ulkemizde tek basina
bulunmamaktadir.

1.2.Antikolinerjikler (Skopolamin®, Buscopan®, Butopan®,
Spazmol®): Antikolinerjikler muskarinik reseptorleri etkiler ve
harekete baglihassasiyet ve dengesizligi azaltirlar [6]. Vestibuler
kompanzasyon saglandiktan sonra uygulandiklarinda geriye
dondurdlebilir bir agin kompanzasyon haline neden olabilir
[5]. Bu durumdaki hastalar dengelerini koruyabilmek icin
gorsel ve proprioseptif uyarilara normalden fazla bagimhdirlar.
Vertigo tedavisinde santral etkili antikolinerjikler kullanihr.
Kan beyin bariyerini gecemeyen ilaglarin vertigo tedavisinde
yeri yoktur. Hepsinin ortak yan etkileri agizda kuruluk, gérme
bozukluklari ve sedasyondur. Prostat hipertrofisi veya glokomu
olan hastalarda kullanilmaz. Bu amacla kullanilan Skopolamin®
ve Buscopan® mevcuttur. Ozellikle Transdermal Skopolamin®
yavas da olsa da etkilidir [7]. Yetigkin dozu: 0,5 mg PO/IM/SC [5].

Zaman icinde muskarinik reseptorlere spesifik ajanlarin
gelistirilmesi ile yan etkisi minimal, etki profili maksimal
antivertigindz ajanlarin kullanimi glindeme gelebilir.

1.3.Benzodiazepinler: Bu
gosterir. Gama amino butirik asit (GABA) sistemin etkisini
arttirdigr sanilmaktadir. Bu sekilde beyin sapinin vestibuler
cekirdekler Ustline yaptidi inhibisyon etkisi kuvvetlenir [8].
Bu ilaglar dusiik dozlarda bas donmesi kontroliinde ¢ok etkili
olmasina ragmen bagimlilik yapici etkileri nedeniyle hasta
tarafindan suistimal edilebilir. Bunun yaninda hafiza kayiplar,
disme ve yaralanma riski, vestibliler kompanzasyonda
gecikme diger yan etkilerdir. Lorazepam, klonazepam ve
diazepam disiik dozlarda kullanilabilir ancak ¢ok kuvvetli
bir cekilme sendromuna neden oldugu icin bu gruptan
alprazolam vertigo tedavisinde tercih edilmez.

ilaclar vestibiilodepresan etki

1.3.1.Diazepam (Diazem®, Diapam®, Lizan®, Nervium®):
Genel sedatif etkisi vertigoya bagh olusan anksiyete ve stres
olusumuna engel olarak vertigoyu arttiran kisir dénguyu
kirar. Bunun yaninda antivertigindz etkisi de olmasi bu ajani
ozellikle akut vertigo ataginda yararli hale getirmektedir [9].
Vertigo noébetlerinde eriskinlerde baslangic dozu olarak 5
mg'la baslanir. Hastada bulanti ve kusma varsa bu miktar
parenteral olarak da verilir. Her Ug¢ saatte bir 5 mg'lik doz agiz
yolu ile tekrarlanir. Bu sekilde tiim gline yayilan bir sedasyon
elde edilir. Parenteral kullanim sirasinda solunum sistemini
deprese edici etki gosterir. Bu ylizden KOAH (kronik obstriktif
akciger hastaliklan)’li hastalarda kullanilmasi kontraendikedir.
Ayrica uyku apnesi olan hastalarda da apne siresi ve sikligini
arttirabilceginden 6nerilmez. Hipotansif etkisi nedeniyle ila¢
uygulamasi dncesi tansiyon kontréll yapilmasi nerilir.
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Yukarida bahsedilen tim vestibiler supresanlar vestibiler
kompanzasyon surecini geciktirir. Akut vertigo atagindan
sonraki ilk glinlerde hastanin sikayetleri cok yogundur ve bu
dénemde vestibller supresanlarin kullanimi gereklidir. Ancak
ilaclar en kisa stirede (ortalama 1 hafta) azaltilarak kesilmeli ve
kompanzasyon gelisimine firsat taninmalidir. Hastanin atak
sonrasi bas dénmesi sikayeti yoksa uzun siire antivertigindz
tedavi almasina da gerek yoktur.

2.Antiemetikler

Bulanti ve kusmanin baskilanmasinda kullanilan ajanlardir [8].
Beyinde emezise neden olan ana bolgeler area postremada
lokalize kemoreseptor trigger zon ve beyin sapindaki
retikiler formasyondur. Antiemetiklerin blylk cogunlugu bu
bolgeler lzerinden etki eder. Vestibiler supresan grubundaki
ajanlarin hepsi ayni zamanda antiemetik o6zelliklere de
sahiptir. Bu grupta antidopaminerjik ilaclar yer almaktadirlar.
Droperidol, metoklopramid, ondansetron, proklorperazin,
trimetobenzamid antidopaminerjik ajanlarin basinda gelir [10].

2.1.Droperidol (Dehidrobenzperidol): Bulanti ve kusmayi
onlemekicinagizyoluile 2,5-10 mg dozundakullanilir.Parenteral
olarak 5 mg dozunda kullanilir. Ancak hipotansiyon, sedasyon
gibi ekstrapiramidal yan etkilerine dikkat etmek gerekir [5].

2.2.Proklorperazin: Antiemetik, analjezik ve sedatif etkileri
vardir. Dozu agiz yoluyla ya da parenteral olarak her 6 saatte
10 mg'dir. Antiemetik etkisi kuvvetlidir. Hipotansiyon ve
karincalanma gibi yan etkiler sik gorilir. Tedavi dozlarinda
bile ekstrapiramidal belirtiler ortaya cikabilir. Bunlar Parkinson
benzeri titremeler, ylizde ve ensede spazmodik kontraksiyonlar,
karpopedal spazm ve motor zayiflik olabilir. EKG 'de QRS uzamasi
ve ventrikdler aritmi gibi bazi bozukluklar ortaya ¢ikarabilir [5].

Vestibiler supresan ve antiemetiklerin temel kullanim

endikasyonlarini 6zetlemek gerekirse:
«  Akut periferik vestibulopati: bulantiicin ilk 1 hafta.

«  Akut beyin sapi ya da serebellar lezyonlar: eslik eden
bas donmesi ve bulanti icin

«  Sik tekrarlayan vertigo ataklar
«  Tasit tutmasi
3.Vertigo tedavisinde kullanilan diger ilaclar

3.1.Betahistin (Betaserc®, Vasoserc®, Vestibo®, Rotastin®):
Vertigo tedavisinde siklikla kullanilan santral etkili bir histamin
analogudur. Merkezi sinir sisteminde postsinaptik H1 agonisti,
presinaptik H3 antagonistidir. Hem histamin analogunun hem
de antagonistinin denge sistemi Uzerinde etkili olmasi tam
olarak aydinlatilamamistir ancak son etkinin histaminerjik
uyarinin artmasi oldugu disinilmektedir [11]. ic kulakta
vazodilatasyon yaparak mikro dolasimi arttirir ayrica beyin
sapinda vestibller cekirdekler Uzerinde dizenleyici etkisi
Uzun siire kullaniminda dahi yan etki profili
acisindan oldukga glivenlidir. Bu 6zelligi nedeni ile Meniere

mevcuttur.



hastaliginda uzun zamandir yaygin olarak kullaniimaktadir.
Yakin zamanda yapilan bir meta-analizde Meniere hastaliginda
ve vestibuler vertigo tedavisinde betahistinin, plaseboya iki
kat Ustln etkinlikte oldugu saptanmistir [12]. Ayrica kulak
cerrahisi sonrasi betahistinin postoperatif bulanti, kusma ve
bas donmesi sikayetlerini azalttigi bildirilmistir [13].

Feokromasitomada kullanimi sakincalidir. Astim ve peptik tlserde
dikkatli kullaniimahdir. Etkisi az sayida da olsa kaliteli bilimsel
calismalarla gosterilmis nadir ilaglardandir. Siklikla hatali olarak
disuk dozlarda kullanilir ve bu dozlarda etkisi goriilmeyebilir.
Baslangi¢ dozu glinde en az 2 sefere bélinecek sekilde 48 mg
olmalidir. Ulkemizde 8, 16 ve 24 mg'lik formlari mevcuttur [5].

3.2.Pirasetam (Nootropil®): Demans ya da bilissel
bozuklugu olan hastalarda klinik iyilesme saglayan nootropik
ajanlardan biridir. Vaskdler etkisi ile yaygin olarak serebral
mikrosirkllasyonu arttirmak amaci ile kullanilan pirasetamin
beyinde norotransmisyonu ve hicresel enerji miktarini
diizenleyerek santral sistemdeki dengesizlikleri giderici etkisi
vardir. Ozellikle membran iletiminde kolinerjik ve eksitator
(NMDA) reseptorlerinin  sayisini ve fonksiyonunu
dlzenler. Kafa travmasi, vertebrobasiler yetmezlik gibi santral
nedenlerde ve periferik hastaliklarda vertigonun siddetini
azalttigi, tekrarlayici hastaliklarda hem vertigo siddetini
azalttig
[14]. Pirasetam ayrica trombosit agregasyonunu azaltarak,
antitrombotik etki gostermektedir. Yash hastalarda o6zellikle
etkiliolduguraporedilmistir. Gebelikte ve agirrenal yetmezlikte

amin

hem de atak sikhigini dusirdagi bildirilmistir

kullanilmamaldir. Antioksidan etkileri de mevcuttur ancak bu
etki terapotik dozlarda degil, bu dozun 10 kat fazlasinda ortaya
cikmaktadir [14]. Ulkemizde pirasetam Nootropil ampul® ve
tablet® formlarinda bulunmaktadir. Ozellikle akut vertigo
atagi sirasinda Nootropil ampul; hafiza sorunlar yasayan
yasli hastalardaki vertigonun idame tedavisinde ise Nootropil
tablet® formu 3x1 pozolojide kullanilabilmektedir [5].

3.3.Trimetazidine (Vastarel®, Vasofix®, Triplus®, Sitorel®,
Picadil®):Etki mekanizmasitam olarakaydinlatilamamisolsada
antioksidan ozelligi ile serbest oksijen radikallerinin Gretimini
inhibe eder. Sitoprotektif bir ajan olup vazodilatasyon etkisi ile
kanlanmayi arttirir. Ozellikle iskemik ve toksik stresS ortaminda
kokleovestibiiler sistemi noéronal hasardan korur. Etkisini
gosteren klinik calismalar vardir. Vertigo ve tinnitus tzerinde
plaseboya gore daha etkili bulunmustur [15]. Trimetazidine
ve betahistin periferik vertigolu hastalarda karsilastirildiginda
esdeger derecede etkili bulunmus, Meniere hastaliginda
ise etkinliginin biraz daha fazla oldugu gozlenmistir [16].
Gebe ve cocuklarda kullanilmaz. Monoamin oksidaz (MAO)
inhibitérleri ile kullanilmamalidir. Ulkemizde 3x1 pozolojide
kullanilan 20mg tablet formu ile 2x1 pozolojide kullanilan
35mg modifiye saliml tablet formlari bulunmaktadir [5].

3.4.Sinnerazin: Bir antihistaminik olan sinnerazin zayif sedatif
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ve antikolinerjik etki yaninda antiemetik etkisi vardir. Klasik
antihistaminiklere ait uyku, sersemlik hali, dikkatsizlik, kilo artisi
gibi yan etkileri vardir. Tasit tutmasinda 6zellikle tercih edilir
ancakaraba kullanmak gibi dikkat gerektiren islerde ¢alisanlarda
kullanilmasi sakincali olabilir. Glinltik doz 50-225 mg'dir [5].

3.5.Fluarizin: Merkezi sinir sitemine etklili bir kalsiyum
antagonistidir. Sinnerazine benzeyen ancak daha kuvvetli etki
ve yan etkileri vardir. Uzun sureli kullaniminda ekstrapiramidal
etkileri de ortaya cikabilir. Fonksiyonel vertigo hastalarinda
ozellikle tercih edilir [17]. Glnlik doz 5 mg'dir [5].

3.6.Gingo glikozidleri: Gingo biloba agacinin yapraklarinin
kuru ekstresinden elde edilen ekstre, hem antioksidan hem de
platelet aktive adici faktor (PAF) antagonisti olarak etki gosterir.
Bitki yapisinda dogal olarak bulunan antioksidanlar serbest
radikalleri baglar. Ayrica ilacin serebrovaskiiler duzenleyici
etkisi, vertigo kontroli ve iskemik néron hasarini 6nleme
gibi etkileri oldugunu gosteren calismalar vardir. Yapilan
karsilastirmali calismalarda semptomlar (izerine betahistin
kadar etkili oldgu saptanmistir [18]. Daha c¢ok vaskiiler
yetmezlik, algisal bozukluk ve santral denge bozukluklarinda
etkili olabilecegi dislintlmekle beraber, periferik vertigolu
hastalarda rehabilitasyona eklendiginde kompanzasyonu
hizlandirdigi bildirilmistir [19]. Vaskdler vestibuler hastaliklarda
betahistin  vestibulookiiler refleksi baskilarken Gingko
bilobanin duzelttigi gorilmustir [18]. Hayvan calismalarinda
Ginkgo biloba ekstresinin tek tarafli vestibiler hasar sonrasi
kompanzasyonda etkili oldugu, spontan okiler nistagmus

gibi belirtilerin diizelmesini hizlandirdidi bildirilmistir [20].
Pozoloji 3x1 seklinde ve glinlik doz 120-240mg kadardir.
Kanama diyatezi olan hastalarin kullanmasi 6nerilmez [5].

3.7.Steroidler:
hayvan calismalarda vetigonun sik nedenlerinden biri olan

Yapilan epidemiyolojik, histopatolojik ve

vestibller norinitin viral inflamasyon nedeniyle olustuguna
dair gucli kanitlar mevcuttur [21-23]. Sadece vestibuler
norinitde degil, henliz tanisi konulmamis “akut vestibuler
vertigo’da da steroidlerin etkinligi belirtilmistir. Ariyasu
ve ark/nin yaptigi calismada metilprednizolon 16mg 2x1
pozolojide 3 giin kullanilan hastalarda vertigo ve nistagmus
semptomlarinda erken donemde azalma saptanmistir [24].
Steroidlerin bir etkisi de vertigoda tek tarafli vestibuler hasar
sonrasl ortaya ¢ikan stres yanitlarini etkilemesi ve vestibiler

kompanzasyonu hizlandirmasidir [25].
Pediatrik vertigoda tedavi

Pediatrik vakalarda gorilen vertigo, oldukca cesitli etyolojik
faktorlere dayanir. Hastaligin nadir goriilmesi ve anamnez
almadaki zorluklar nedeniyle tedavide standart protokoller
bulunmamaktadir [26]. Pediatrik vertigonun altinda yatan
nedenin aydinlatiimasi ve buna yoénelik tedavi uygulanmasi
esastir. Vertigo c¢ocukluk caginda en sik siklik kusma

ve migren ile karnigir [27]. Bu sebeple kusma sikayeti ile
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basvuran hastalarda altta vertigo hastaliginin yatabilecegi
unutulmamalidir. Pediatrik vertigo tedavisinde semptomatik
tedaviden ayri olaran dilretikler, 6zellikle pediatrik Meniere
hastaliginda ilk secilecek ilactir [28]. Dihidroergotamin,
izosorbit uygulanabilecek diger tedavi secenekleridir [29].
Tedaviye direncli vertigo vakalarinda, sistemik yan etkilerden
kacinmak icin intratimpanik gentamisin tedavisini Oneren
yayinlar bulunmaktadir [30].

Sonug olarak vertigo medikal tedavisinde kullanilan ilaglar
cesitlilik gostermektedir. Hastanin dncelikle klinik ve tani testleri
ile olarak degerlendirilmesi, daha sonra gerek gorildiugi
takdirde uygun medikal tedavinin baglanmasi gerekmektedir.

Maddi Destek ve Cikar iliskisi

Calismayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin ¢ikara dayali bir iliskisi yoktur.
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» Case Report

Diagnosis and treatment of keratocystic odontogenic tumor mimicking
a dentigerous cyst in panaromic radiography

Panaromik radyografide dentigerdz kiste benzeyen keratokistik odontojenik
timortn teshis ve tedavisi

Alime OKKESIM', Mehmet Zahit ADISEN', Melda MISIRLIOGLU?, Umut TEKIN2

'Kirikkale University, Faculty of Dentistry, Department of Oral and Maxillofacial Radiology, Kirikkale,
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ABSTRACT

Keratocystic odontogenic tumor (KCOT) is a cystic lesion of odontogenic origin, which is classified as a developmental
tumor derived from the dental lamina. KCOT may occur in any part of both maxillaries, most commonly in the angle
and the ramus region of the mandible. It has an aggressive behavior and high recurrence rate. Radiographically, lesions
may appear as round or ovoid in shape, often with a scalloped, multilocular appearance that may involve an impacted
tooth. In this case report, a unilocular radiolucent large lesion with relatively well-circumscribed margins involving the
left mandibular impacted third molar was detected incidentally on panoramic radiographic examination. Cone beam
computed tomography (CBCT) was used for advanced imaging. The radiographic appearance of the lesion resembled
a dentigerous cyst. Patient was consulted to Oral and Maxillofacial Surgery Department for possible treatment options.
Initially an intraoral surgical operation with marsupialization was made under local anesthesia. After four months, the
dimension of the lesion was reduced, previous marsupialization followed by surgical enucleation. The histopathological
report revealed a parakeratinized epitel surrounding the lesion that means a KCOT.

Key words: Keratocyst, dentigerous cyst, cone-beam computed tomography.

0z

Keratokistik odontojenik timor (KKOT) odontojenik kaynakli, dental laminadan gelisen ve timor olarak siniflandirilan
kistik bir lezyondur. KKOT orofasiyal bélgede maxilla ve mandibulada, siklikla da mandibulanin ramus ve angulus
bolgelerinde gorulir. Agresif davranis gosteren ve niiksetme orani yliksek benign bir neoplazmdir. Radyografik olarak
lezyonlar yuvarlak veya oval sekilli, bazen de tarak seklinde multilokiler gériinti sergiler ve gomiili bir dis ile iliskili olabilir.
Bu vaka raporunda, sol alt gomili tGglinct molar dis ile iliskili, iyi sinirl ve genis unilokiler radyollsent bir lezyon rutin
panoramik radyografik incelemede tesadiifen tespit edildi. ileri gériintiileme amaciyla bélgeden konik isinli bilgisayarli
tomografi (KIBT) goriintileri alindi. Lezyonun radyografik 6zelliklerine gore dentigerdz kist 6n tanisi kondu. Hasta olasi
tedavi secenekleri icin Agiz Dis ve Cene Cerrahisi Anabilim Dali'na konstlte edildi. Tedavide ilk olarak lokal anestezi altinda
marsupializasyon islemi gerceklestirildi. ilk operasyondan 4 ay sonra lezyon boyutlan kiicildiigiinde, cerrahi olarak
entkleasyon yapildi. Histopatolojik incelemede lezyonun parakeratinize epitel ile cevrili olmasindan dolayi kesin teshis
olarak KKOT oldugu rapor edildi.

Anahtar kelimeler: Keratokist, dentigerdz kist, konik isinli bilgisayarl tomografi.

Corresponding Author®: Alime OKKESIM, Kirkkale Universitesi Dis Hekimligi Fakdiltesi, Oral ve Maksillofasiyal Radyoloji Departmani, Kirkkale, TURKEY
Phone:: +90 318 2244927-2243618

e-mail: dt.alimeeraslan@gmail.com

Received 17.03.2016, accepted 07.04.2016

Doi: 10.18663/tjcl.298239

28



Volume 8 Number 1 p: 28-31

Introduction

The odontogenickeratocystis a cystic lesion of odontogenic origin,
derived from the dental lamina [1]. The World Health Organization
(WHO) recent classification of head and neck tumors reclassified
the keratocyst as a benign neoplasm recommending the term
keratocystic odontogenic tumor (KCOT) [2]. The incidence of
keratocysts varied from 3%-12% (mean 7%) of all odontogenic
cysts [3]. KCOT may occur in any part of both maxillaries, most
commonly in the angle and the ramus region of the mandible
[4]. It has an aggressive behavior and high recurrence rate.
Clinical features includes swelling and/or pain. Even though some
asymptomatic cases have also been reported [5].

Radiographic evaluation isimportant in the diagnosis to detect
the size of the lesion and define its anatomical relationships.
It is also useful in assessing the borders to ascertain the
aggressiveness of the lesion. These lesions may appear as
round or ovoid in shape, often with a scalloped, multilocular
appearance that may involve an impacted tooth. Multiple
keratocysts are typically associated with basal cell nevus
syndrome (Gorlin Syndrome) [4]. The treatment options remains
controversial and includes enucleation, marsupialization,
chemical curettage with Carnoy’s solution, and resection [5].

In this case report, incidental diagnosis and treatment of a
large KCOT involving the left mandibular impacted left third
molar tooth was presented.

Case Report

A 23-year old female patient referred to our Maxillofacial
Radiology Department with toothache. On routine panoramic
radiographic examination, a large unilocular radiolucent
lesion with relatively well-circumscribed margins involving
the left mandibular impacted third molar tooth was detected
incidentally (Figure 1). On clinical examination, there was
no extraoral and intraoral findings including swelling or pus
drainage related to lesion (Figure 2), additionally no root
resorption and teeth replacement were observed. All teeth
were vital related the lesion area. For advanced imaging of the
area; PaxUni 3D was used to capture Cone-beam computed
tomography (CBCT) images at the following settings: 50-90
kVp,4-10 mA, and 10 seconds exposure time, and a 50x50 mm
field of view (FOV) size. Due to the radiographic appearance
and clinical findings of the lesion; a preliminary diagnosis
of dentigerous cyst was thought. The patient was consulted
to Maxillofacial Surgery Department for possible treatment
options. Before surgical operation, signed informed consent
form was taken from patient. An initial surgical intervention
performed with marsupialization followed by decompression.
The aim of this approach is to protect the bone and other vital
structures, as well as to reduce pathologic fracture risk. During
this procedure specimen was taken for histopathologic
examination. First histopathologic report suggested a
dentigerous cyst. However, four months after the first surgery,
when the dimension of the lesion was reduced (Figures 3,4),
the cyst was totally excised and secondary histopathological
report revealed a parakeratinized epithelial lining surrounding
the lesion that means a KCOT.
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Figure 1.Preoperative panoramic radiograph showing alarge unilocular
radiolucent lesion with relatively well-circumscribed margins.

Figure 2. Preoperative intraoral picture of the lesion area. There was
no intraoral findings including swelling or pus drainage.

Figure 3. Showing the reduction of lesion dimensions four months

after marsupialization followed by decompression. Preoperative and
postoperative CBCT scans.



Figure 4. Panoramic radiograph of the patient four months after

marsupialization.
Discussion

KCOT, formerly known as the odontogenic keratocyst, is a
benign developmental odontogenic tumor with many unique
clinical and histological features [4]. KCOT has wide age range,
but mainly seen in the 2nd and 4th decades of life [6]. The
lesions are more common in males [7]. Above 70 percent of
cases involve the mandible, especially in the molar, angle and
ramus regions. Other locations such as the anterior portion of
the maxilla, the maxillary sinus and the maxillary third molar
area have also been reported [3]. Approximately 20-40% of
KCOTs are associated with impacted teeth. On the other hand,
this feature is also identical for dentigerous cysts. The main
difference between keratocysts and other jaw cysts is insidious
growth of the KCOT into the medullary bone, causing no clinical
symptoms [8]. Additionally KCOT has an aggressive behavior
and higher recurrence rate than other type of jaw cysts [3].

Clinically symptoms may be present, especially with larger
lesions [8]. Occasional pain, swelling, and drainage which is
suggestive of a secondary infection of the cyst [4]. KCOTs are
usually detected incidentally during routine radiographic
examinations. Radiographically lesions are identified as
unilocular radyolucencies with well-demarcated thin corticated
margins. Larger lesions may become multilocular with scalloped

borders. Root resorption is relatively uncommon [6].

Although panoramic and periapical radiography plays a
fundamental role, as they are the most frequently employed
dental radiographic methods, spatial information in all 3
dimensions was critical in establishing a diagnosis [5]. The serial
images provided by a computed tomography (CT) scan make
it possible to identify the relationship between the lesion and
the surrounding anatomical structures. CT has lower space
resolution but is more sensitive in revealing bone shape than
plain radiographs which can display trabecular bone pattern
clearly. Magnetic resonance (MR) images provides good contrast
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between different tissues and more detailed information than
CT images, especially for the soft tissues. However, MRI is
inferior to CT in demonstrating early bone changes, therefore,
CT scan may be considered in some cases when bone changes
was suspected [9]. Recently, CBCT with high-level spatial
resolution has been used for diagnostic imaging of the oral and
maxillofacial regions and various anatomical structures. Owing
to its lower radiation exposure, low cost and higher speed
relative to conventional CT and MRI has made CBCT a valuable
tool for diagnosis of various bone lesions [10].

Histopathologically, diagnostic findings involve a uniform
cyst lining, hyperchromatic and palisaded basal cells, wavy
parakeratin production and a flat interface between the
epithelium and connective tissue wall [8,11]. Importantly,
these classic histopathologic features are often lost if the cyst
is inflamed, which can guide to an incorrect diagnosis [8].

Treatment approaches in different cases have varied from
marsupialization and enucleation, which may be combined
with adjuvant therapy, such as cryotherapy and Carnoy’s
solution, to marginal or radical resection [7,12]. Many authors
agree that simple enucleation is sufficient, provided that
patients are closely followed up both clinical and radiologically
for several years. On the other hand, many authors recommend
the application of Carnoy’s solution, a tissue fixative to bony
cavity following enucleation and curettage [3].

The present study concentrated on clinical imaging and
histological diagnosis, as well as on the therapy of the KCOT.
We support the notion that marsupialization is significant in
preserving bone and other vital structures, as well as reducing
of pathologic fracture risk in large cystic lesions.
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» Case Report

Metronidazol tedavisine bagli olarak Iokopeni ve trombositopeni
gelisen akut gastroenterit olgusu

Leukopenia and thrombocytopenia due to metronidazole treatment
in a case with acute gastroenteritis

Ozlem OZEL, Salih CESUR?, Cigdem ATAMAN HATIPOGLU, Serife ALTUN DEMIRCAN, Esra KAYA KILIC,
Sami KINIKLI, Ali Pekcan DEMIROZ

Ankara Egitim ve Arastirma Hastanesi, infeksiyon Hastaliklari ve Klinik Mikrobiyoloji Klinigi, Ankara, TURKIYE

0z

Akut gastroenteritlerde tedavinin esasi sivi-elektrolit replasmanidir. Bakteriyel veya paraziter etken disunilen olgularda
ise antibiyotik veya antiparaziter tedavi uygulanabilir. Gaitanin parazitolojik yonden incelemesi yapilmadan ampirik olarak
metronidazol tedavisi baglanmamalidir. Metronidazol antianaerobik ve antiprotozoal etkili bir ilactir, iyi tolere edilmesine
ragmen bazi hastalarda hematolojik ve norolojik yan etkilere neden olabilmektedir.

Bu yazida akut gastroenterit tanisiyla metronidazol tedavisi baslanan ve metronidazole bagli yan etki olarak 16kopeni
ve trombositopeni gelisen 84 yasinda bir olgu sunulmustur. Metronidazol tedavisi sirasinda veya sonrasinda I6kopeni,
trombositopeni gibi ilaca bagll hematolojik yan etkilerin gelisebilecedi akilda tutulmali ve yan etki gelisen hastalar
yakindan takip edilmelidir.

Anahtar kelimeler: Akut gastroenterit, metronidazol, yan etki, I6kopeni, trombositopeni

ABSTRACT

In cases with gastroenteritis, the treatment is based on fluid and electrolyte replacement. Antibacterial or antiparasite therapy
could be given in cases where bacterial or parasite microorganism is possible. However metronidazole therapy should not
be initiated empirically without parasitological evaluation of the feces. Metronidazole is an antianaerobic and antiprotozoal
effective drug and although it is well tolerated, it can cause hematological and neurological adverse effects in some patients.

Herein, we report an 84 years old male who has given metronidazole therapy with the diagnosis of acute gastroenteritis
and developed leukopenia and thrombocytopenia as side effects of the therapy. It must be kept in mind that hematologic
side effects such as neutropenia and thrombocytopenia could occur during or after the metronidazole therapy and those
patients should be followed closely.

Key words: Acute gastroenteritis, metronidazole, adverse effect, leukopenia, thrombocytopenia

Corresponding Author®: Dr. Salih CESUR. Ankara Egitim ve Arastirma Hastanesi, infeksiyon Hastaliklari ve Klinik Mikrobiyoloji Klinigi, Ankara, TURKEY
Phone:00905362592229

e-mail: scesur89@gmail.com

Received 30.06.2016, accepted 07.09.2016

Doi. 10.18663/tjcl.298245

32



VRN

Volume 8 Number 1 p: 32-34

Giris

Akut gastroenteritler 6zellikle yaz aylarinda en sik karsilasgilan
Akut
gastroenteritler inflamatuvar (invaziv) ve noninflmatuvar
gruba ayrilabilir. Akut
gastroenterite neden olan baslica etkenler bakteriler, parazitler

infeksiyon  hastaliklarinin ~ basinda  gelmektedir.

(noninvaziv) ishaller olarak iki
ve virtslerdir. inflamatuvar ishallerde diskida |6kosit ve eritrosit

saptanirken, noninflamatuvar ishallerde ise saptanmaz [1].

Entamoeba histolyticanin neden oldugu amipli dizanteri
inflamatuvar bir ishal tablosu olup tanisi diski mikroskopisinde
direkt bakida veya diskinin trikrom boyamasinda trofozoid
formlarin gorilmesi ile konmaktadir. Amipli dizanteri tedavisinde
tercih edilen antiprotozoal ilaclar 5-nitroimidazol tiirevi olan
metronidazol, ornidazol veya seknidazoldiir. Metronidazole bagli
olarak sik bildirilen yan etkilerin baslcalar bulanti, diyare, kuru
agiz, dilde metalik tat, stomatit, periferik néropati ve alkolle birlikte
alindiginda distlfiram benzeri yan etkidir [2-5] .Bu yan etkiler
olgularin %2-10'unda gorilir [4]. Metronidazole bagh olarak
hematolojik yan etkiler ise I16kopeni, nétropeni, trombositopeni,
pansitopeni ve Hemolitik Uremik Sendromu icerir [6-12]. Nadir
gorilen yan etkileri icerisinde ise Stevens-Johnson Sendromu,
pankreatit, oftalmik toksisite ve ototoksisite yer alir [4].

Bu yazida akut gastroenterit tanisiyla acil servise bagvuran ve
ampirik olarak baglanan metronidazol tedavisi sonrasinda I6kopeni
ve trombositopeni gelisen 84 yasinda bir erkek hasta sunulmustur.

Olgu Sunumu

Seksen dort yasinda erkek hasta ates, karin agnsi, ishal
sikayeti ile acil servise basvurmus ve akut gastroenterit tanisi
ile metronidazol tedavisi 3x500 mg dozda baslanmisti. Bes
glin metronidazol tedavisi alan, ancak ates, ishal yakinmalari
devam eden ve oral alim bozuklugu olan hasta klinigimize
yatirildi. Fizik muayenesinde atesi: 36,5°C, TA: 100/60 mm/Hg,
nabiz: 74/dk idi, dilde hafif kuruluk mevcuttu. Diger sistem
muayeneleri normaldi. Laboratuvar incelemesinde Hb: 11,5 g/
dL, PLT: 65.000/pL, I6kosit sayisi: 2400/uL, C-reaktif protein: 2,4
mg/dL, kreatinin: 1,3 mg/dL saptandi. Gaita mikroskobisinde
nadir |0kosit gorild, eritrosit ve parazit saptanmadi. Gaita
kaltariinde salmonella ve shigella tirleri Gremedi.

Hastanin metronidazol disinda aldigi baska bir ila¢ tedavisi,
I6kopeni ve trombositopeniye neden olabilecek baska bir
hastaligi ve infeksiyonu yoktu. Hastanin metronidazol tedavisi
oncesindeki 16kosit, trombosit dederleri normal sinirlarda
iken, hemoglobin degeri diistiktii (Hb:11,8 gr/dL). Bu nedenle
hastada saptanan I6kopeni ve trombositopeni metronidazole
baglandi ve metronidazol tedavisi kesildi. ishal yakinmasi
devam eden hastaya ringer laktat ile sivi-elektrolit replasmani
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yapildi. Lokosit ve trombosit degerleri takip edildi. Yatisinin
Uguncl gliniinde PLT: 100.000/uL, I6kosit sayisi: 5400/uLe
yikseldi, kreatin degeri ise 1,08 mg/dLe geriledi. Hastanin
yattigi stirece atesi olmadi, ishal sikayeti ve oral alimi diizelen
hasta yatisinin 5. giiniinde taburcu edildi.

Tartisma

Metronidazol 5-imidazol tiirevi kemoterapotik bir ilactir. En sik
kullanildigi endikasyonlar; anaerobik infeksiyonlar, Entamoeba
histolytica'nin neden oldugu amipli dizanteri, karaciger amip
apsesi ve diger protozoon infeksiyonlaridir [3,4].

Metronidazole bagl olarak tedavi sirasinda veya tedavi
sonrasinda cesitli yan etkiler gorilebilir. Metronidazole bagl
olarak en sik gorilen yan etkiler; bulanti, diyare, kuru agiz ve
dilde metalik tat gelisimidir. Alkolle birlikte alindiginda disilfiram
benzeri reaksiyona (ylizde kizariklik, tasikardi, dispne) neden
olur. Yiiksek dozda ve uzun siire kullanimda periferik ve optik
noropatiye neden olabilir. Aseptik menenijit, ensefalopati, nobet
gelisimi, reversibl serebral sendrom diger yan etkileridir [2-5].

Metronidazole bagh olarak gelisen hematolojik yan etkiler
nispeten nadir olup, I6kopeni, trombositopeni, pansitopeni ve
Hemolitik Uremik Sendromu icerir [4,6-12]. Metronidazol, normal
tedavi edici dozda kullanilirken yan etkilere neden olabilir. Bu yan
etkilerden notropeninin sikhigi %2-4 arasinda degisir [8].

Metronidazolin hematolojik yan etkilerini irdeleyen pek
¢ok yayin mevcuttur. Yirmi tG¢ gln sireyle subakut barsak
obstriiksiyonu ve amibiyazis tanilariyla oral ve intravenoz
yolla yiksek dozda metronidazol tedavisi alan 53 yasinda bir
kadin hastada metronidazole bagli olarak gelisen nétropeni
bildirilmistir. Olguda metronidazol tedavisi kesildikten sonra
asamali olarak nétropeni diizelmistir [8].

Martin ve ark. [9] 43 yasinda Guillain-Barré sendromu olan bir
hastada aspirasyon pndmonisi nedeniyle tedaviye eklenen
metronidazol tedavisi sonrasinda agrantlositoz gelistigini
ve metronidazol kesildikten 3 glin sonra agranilositozun
diizeldigini rapor etmislerdir.

White ve ark. [10] sag kolon kanseri nedeniyle hemikolektomi
uygulanan 74 yasinda kadin hastaya ameliyattan 7 giin
Oonce ve ameliyattan 10 glin sonra metronidazol tedavisi
uygulandigini, ameliyattan sonraki 16. giinde I6kopeni
iligi
incelemesinde granilositopoez ve eritropoez saptandigi,

gelistigini  bildirmislerdir. Hastanin yapilan kemik
hastada notropeniye neden olabilecek metronidazol disinda

bir ilag veya viral infeksiyon olmadidi rapor edilmistir.

McKendrick ve Geddes [11] 66 yasinda bir erkek hastada
anaerobik cilt infeksiyonu tanisiyla baslanan metronidazol
tedavisinden iki hafta sonra I6kopeni gelistigini bildirmislerdir.



Gutiérrez ve ark.[12] tedavi edici dozda intravendz metronidazol
tedavisi bir olguda ilaca bagh olarak nétropeni bildirmislerdir.

Sundugumuzolgudalékopenivetrombositopeniyiaciklayacak
metronidazol disinda bir ilag kullanimi ya da hematolojik veya
infeksiyoz bir hastalik mevcut degildi. Olgumuz metronidazole
bagl olarak gelisen [6kopeni ve trombositopeni olarak
Metronidazol tedavisi

degerlendirildi ve izleme alind.

kesildikten 3 gln sonra lokopeni ve trombositopenisi
kendiliginden duzeldi. Olgumuzda metronidazol tedavisine
bagli olarak I6kopeni ile birlikte trombositopeninin gorilmesi
dikkat cekiciydi. Literatlirde siklikla metronidazole bagli
olarak I6kopeni veya notropeni olgulari bildirilmistir [8,10-
12]. Nadiren metronidazole bagl ilaca bagh antikorlar
aracihgi ile gelisen reversibl trombositopeni gorilebilir.
ilaca bagh antikorlar araciligi ile gelisen trombositopenide
temel mekanizma ¢ozinebilir ilag varhginda ilag
membran proteinlerine baglanan antikorlar indikleyerek
trombositopeniye neden olur. ilaca bagh antikorlar araciligi ile
gelisen trombositopeniye enden olan baslica antibiyotikler;
beta-laktam antibiyotikler (ampisilin, amoksisislin, sefazolin,
sefadroksil, sefepim, sefpodoksim, seftazidim, seftizoksim,
cefazolin, cefadroxil, cefepime, cefpodoxime, ceftazidime,
piperasilin-tazobaktam, lorakarbef vb.), metronidazol,siproflok
sasin, nitrofurantoin, etambutoldiir [13]. Sundugumuz olguda
trombositopeniye neden olabilecek baska bir ila¢ kullanimi ve
hastalik yoktu, bu nedenle trombositopeni de metronidazol
tedavisine baglandi. Metronidazol tedavisi kesildikten sonra

hastanin trombositopenisi diizeldi.

Sonu¢ olarak, akut gastroenterit ile basvuran olgulara
diskida parazitolojik inceleme yapilmadan metronidazol
tedavisi baslanilmamali, metronidazole bagli olarak I6kopeni
ve trombositopeni gibi ciddi yan etkilerin gorilebilecegi
unutulmamalidir.

Maddi Destek ve Cikar iliskisi

Calismayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin ¢ikara dayali bir iligkisi yoktur.
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yazar isimleri altina eklenmelidir.

Bu sayfada“sorumlu yazar” belirtilmeli isim, acik adres, telefon ve e-posta bilgileri eklenmelidir.

Kongrelerde sunulan sézlii veya poster bildirilerin, bashk sayfasinda kongre adl, yer ve tarih verilerek belirtilmesi gereklidir.

3. Makale dosyasi: (Yazar ve kurum isimleri bu dosyada bulunmamalidir)

Baslik: Kisa ve net bir baslik olmalidir. Kisaltma icermemelidir. Tiirkce ve ingilizce yazilmali ve kisa baslik (runing title) Tiirkce ve ingilizce olarak ek-
lenmelidir.

Ozet: Tiirkce ve ingilizce yazilmalidir.

Orijinal calismalarda 6zetler, Amac (Aim), Gereg ve Yontemler (Material and Methods), Bulgular (Results) ve Sonuglar (Conclusion) boltiimlerine ayril-
mali ve 250 s6zcligi gegmemelidir. Olgu sunumlari ve benzerlerinde 6zetler, kisa ve tek paragraflik olmalidir (150 kelime), Derlemelerde 300 kelimeyi
gecmemelidir.

Anahtar kelimeler: Tiirkce ve ingilizce 6zetlerin sonlarinda bulunmalidir. En az 3 en fazla 6 adet yazilmalidir. Kelimeler birbirlerinden noktali virgdil
ile ayriimalidir. ingilizce anahtar kelimeler “Medical Subject Headings (MESH)” e uygun olarak verilmelidir. (www.nlm.nih.gov/mesh/MBrowser.html).
Turkce anahtar kelimeler “Turkiye Bilim Terimleri’ ne uygun olarak verilmelidir (www.bilimterimleri.com). Bulunamamasi durumunda birebir Tiirkce
terciimesi verilmelidir.
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Metin béliimleri: Orijinal makaleler; Giris (Introduction), Gereg ve Yontemler (Material and Methods), Bulgular (Results), Tartisma (Discussion), Kay-
naklar (References) olarak diizenlenmelidir. Olgu sunumlari; Giris (Introduction), Olgu sunumu (Case Report), Tartisma (Discussion), Kaynaklar (Re-
ferences) olarak diizenlenmelidir. Sekil, fotograf, tablo ve grafiklerin metin icinde gectigi yerler ilgili cimlenin sonunda belirtilmeli metin icine
yerlestirilmemelidir. Kullanilan kisaltmalar altindaki agiklamada belirtilmelidir. Daha énce basilmis sekil, resim, tablo ve grafik kullaniimis ise yazili izin
alinmalidir ve bu izin aciklama olarak sekil, resim, tablo ve grafik aciklamasinda belirtiimelidir. Tablolar metin sonuna eklenmelidir. Resimler/fotograf
kalitesi en az 300dpi olmalidir.

Etik kurallar: Klinik arastirmalarin protokolii etik komitesi tarafindan onaylanmis olmalidir. insanlar tizerinde yapilan tiim calismalarda, "Yéntem
ve Gerecler" bolimiinde calismanin ilgili komite tarafindan onaylandigi veya calismanin Helsinki ilkeler Deklerasyonuna (www.wma.net/e/policy/
b3.htm) uyularak gerceklestirildigine dair bir cimle yer almalidir. Calismaya dahil edilen tiim insanlarin bilgilendirilmis onam formunu imzaladigi
metin icinde belirtilmelidir.

Calismada “Hayvan” 6gesi kullanilmis ise yazarlar, makalenin Gereg ve Yontemler bolimiinde Guide for the Care and Use of Laboratory Animals
(www. nap.edu/ catalog/ 5140.html) prensipleri dogrultusunda calismalarinda hayvan haklarini koruduklarini ve kurumlarinin etik kurullarindan
onay aldiklarini belirtmek zorundadir.

Tesekkiir yazisi: Varsa kaynaklardan 6nce yazilmaldir.

Maddi destek ve cikar iliskisi: Makale sonunda varsa calismayi maddi olarak destekleyen kisi ve kuruluslar ve varsa bu kuruluslarin yazarlarla olan
cikar iliskileri belirtilmelidir. (Olmamasi durumu da “Calismayr maddi olarak destekleyen kisi/kurulus yoktur ve yazarlarin herhangi bir ¢ikar dayali
iliskisi yoktur” seklinde yazilmalidir.

Kaynaklar: Kaynaklar makalede gelis sirasina gore yazilmalidir. Kaynaktaki yazar sayisi 6 veya daha az ise tiim yazarlar belirtiimeli, 7 veya daha fazla
ise ilk 3 isim yazilip ve ark. (“et al”) eklenmelidir. Kaynak yazimi icin kullanilan format Index Medicus'ta belirtilen sekilde olmalidir (www.icmje.org).
Kaynak listesinde yalnizca yayinlanmis ya da yayinlanmasi kabul edilmis veya DOI numarasi almis ¢alismalar yer almalidir. Dergi kisaltmalari “Cumu-
lated Index Medicus” ta kullanilan stile uymalidir. Kaynak sayisinin aragtirmalarda 25 ve derlemelerde 60, olgu sunumlarinda 10, editdre mektupta
5 ile sinirlandinimasina 6zen gosterilmelidir. Kaynaklar metinde climle sonunda nokta isaretinden hemen 6nce koseli parantez kullanilarak
belirtilmelidir. Ornegin [4,5]. Kaynaklarin dogrulugundan yazar(lar) sorumludur. Yerli ve yabanci kaynaklarin sentezine énem verilmelidir.

Sekil ve tablo baslhklari: Baslklar kaynaklardan sonra yaziimalidir.
4, Sekiller: Her biri ayri bir goriintl dosyasi (jpg) olarak yiiklenerek gdnderilmelidir.

Makalenin basima kabullinden sonra “Dizginin ilk diizeltme niishasi” sorumlu yazara e-mail yoluyla gonderilecektir. Bu metinde sadece yazim hatalari
dizeltilecek, ekleme ¢ikartma yapilmayacaktir. Sorumlu yazar diizeltmeleri 2 giin icinde bir dosya halinde e-mail ile yayin idare merkezine bildirecektir.
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Kitaptan yapilan alinti;
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Coklu yazar ve editori olan kitaptan alinti;
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Eger editdr ayni zamanda kitap icinde bolim yazari ise;

Diener HC, Wilkinson M (editors). Drug-induced headache. In: Headache. First ed., New York: Springer-Verlag;1988:45-67.

Doktora/Lisans Tezinden alinti;
Kilig C. General Health Survey: A Study of Reliability and Validity. phD Thesis, Hacettepe University Faculty of Medicine, Department of Psychiatrics, Ankara; 1992.

Bir internet sitesinden alinti;
Sitenin adi, URL adresi, yazar adlari, ulasim tarihi detayli olarak verilmelidir.

DOI numarasi vermek;

Joos S, Musselmann B, Szecsenyi J. Integration of Complementary and Alternative Medicine into Family Practice in Germany: Result of National Sur-
vey. Evid Based Complement Alternat Med 2011 (doi: 10.1093/ecam/nep019).

Diger referans stilleri icin “ICMJE Uniform Requirements for Manuscripts Submitted to Biomedical Journals: Sample References” sayfasini ziyaret ediniz.
Kontrol listesi:
1. Editore sunum sayfasi (Sorumlu yazar tarafindan yazilmis olmahdir).

2. Baslik sayfasi (Makale baghgi/kisa baglk Tiirkce ve ingilizce, Yazarlar, kurumlari, sorumlu yazar posta adresi, tiim yazarlarin e-mail adresleri, so-
rumlu yazarin telefon numarasi).

3. Makalenin metin sayfasi (Makale bashgi/kisa baslik Tiirkce ve ingilizce, Ozet/anahtar kelimeler, Summary/keywords, makale metni, kaynaklar,
tablo ve sekil baslklari, tablolar, sekiller).

4.  Tablo ve grafikler metin icinde olmalidir.
5. Sekiller (En az 300 dpi ¢ozundirlikte olmalidir) ayri bir veya daha fazla dosya halinde génderilmelidir.






