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vasisinden) tibbi verilerinin yayinlanabilecegine iligkin yazili onam belgesi alindi” climlesi, makale metninde yer almalidir.

Ege Tip Bilimleri Dergisi, deney hayvanlari ile yapilan ¢alismalarda, genel kabul géren ilgili etik kurallara uyulmasi zorunlulugunu hatirlatir.
Alinmis Etik Kurul Onayi, makale ile birlikte sisteme yliklenmelidir.

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

Yaz Tiirleri
Yazilar, elektronik ortamda http://dergipark.gov.tr/egetbd adresine gonderilir.

Orijinal makaleler , 3000 sézciik sayisini asmamali, “Ozet (250 sozciikten fazla olmamali), Giris, Gere¢ ve Yoéntem, Bulgular, Tartisma, Sonuc,
Kaynaklar” bélimlerinden olusmalidir.

Olgu Sunumu , “Ozet, Giris, Olgu Sunumu, Tartisma, Kaynaklar” seklinde diizenlenmelidir. En fazla 1000 sézcik ve 15 kaynak ile sinirlidir.
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Yayin Kurulu’nun daveti lizerine yazilanlar disinda derleme kabul edilmez.

Makalenin Hazirlanmasi
Dergide yayinlanmasi istenilen yazi igin asagidaki kurallara uyulmalidir.

a) Yazi; iki satir aralikli olarak, Arial 10 punto ile yazilmalidir. b) Sayfalar baslik sayfasindan baslamak uzere, sag ust kosesinde
numaralandiritmalidir.

¢) Online makale sistemine yiiklenen word dosyasinin baslik sayfasinda (makalenin adini iceren baslik sayfasi), yazarlara ait isim ve
kurum bilgileri yer almamalidir.
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Metin
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bélimiinde belirtilmelidir.

Kaynaklar
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Aciklamalar
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Tablolar

Tablolar metni tamamlayici olmali, metin igerisinde tekrarlanan bilgiler icermemelidir. Metinde yer alma siralarina gore Arabik
sayilarla numaralandirilip tablonun Ustiine kisa ve agiklayici bir baslik yazilmalidir. Tabloda yer alan kisaltmalar, tablonun hemen
altinda agiklanmalidir. Dipnotlarda sirasiyla su semboller kullanilabilir: *, 1, %, &, 1.

Sekiller

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

Sekil Alt Yazilar

Sekil alt yazilari, her biri ayri bir sayfadan baslayarak, sekillere karsilik gelen Arabik rakamlarla ¢ift aralikli olarak yazilmalidir. Seklin
belirli bolumlerini isaret eden sembol, ok veya harfler kullanildiinda bunlar alt yazida agiklanmalidir. Baska yerde yayinlanmis olan
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Olgiimler Ve Kisaltmalar
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ilaglarin yaziminda jenerik isimleri kullanilmalidir.
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Marching towards personalized surgery, fewer complications, higher
survival rates

Yasir Gulzar Malik! “*/, Dejan Ignjatovic?

1 Department of Digestive Surgery, Akershus University Hospital, University of Oslo, Lorenskog, Norway

2 Institute of Clinical Medicine, University of Oslo, Oslo, Norway

The past 15 years have resulted in dramatic changes in the treatment of colon cancer. The most significant development, since
the work of Werner Hohenberger (1), lies in the fact that the Norwegian cancer registry demonstrates a steady improvement in 5-
year survival rates within this same period. What is most astonishing is the fact that the chemotherapy regimen has been stable
within the whole period. The conclusion drawn therefore is: it is possible to achieve better long-term survival rates through ‘just
performing better surgery”. If correct, such a trend could in turn, lead to the decline of chemotherapy use in the treatment of colon
cancer. Never the less, ‘just better surgery” does require a definition.

When analyzed, the history of surgical education has focused on the surgeon, his apprentice, the surgical procedure and has
seldom shown any interest in the individuality of or the variability in the patient. As has been successfully demonstrated through
the work of Spasojevic (2) and Naesgaard (3), this individuality and variability can and should lead to the individualization and
personalization of surgery.

Allow us to simplify the case. Drawing lines where the surgeon should divide the tissue will not be sufficient for all patients.
Modern radiology allows for the preoperative awareness of the anatomy (through segmentation and 3D reconstruction (4)) that
will in turn allow the surgeon to approach anatomical structures in a more responsible manner, from outside the lymphatic flow.
Thus, the definition of ‘just better surgery” entails preoperative anatomical awareness than enables us to approach vessel origins
(perform the lymphadenectomy) from outside the lymphatic flow (5). Personalized surgery should improve survival rates, reduce
complications and the need for chemotherapy in most patients treated for localized colon cancer.

reduces variability of operating time, estimated blood loss, and
lymph node yield in right colectomy with extended D3
Yazarlar arasinda cikar catismasi yoktur. mesenterectomy for cancer. Int ] Colorectal Dis. 2018 Nov 1.
Funding : none / Finansal Destek: yoktur doi: 10.1007/s00384-018-3177-5. [Epub ahead of print].

The author declares no conflict of interest.

doi: https://dx.doi.org/10.33713/egetbd.506686
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Duzenli Pilates €gzersizi Yapan Kadinlar ile Sedanter Kadinlarda VY
Denge Testi Performansinin Karsilastiriilmasi
Comparison of Y Balance Test Performance in Women with Regular Pilates Exercise and Sedentary Women

Bahar Ates! =, Mehmet Ali Oztiirk?
1 Usak Universitesi, Spor Bilimleri Fakiiltesi, Usak/Tirkiye

2 Karabiik Universitesi, Hasan Dogan Beden Egitimi ve Spor Yiiksekokulu, Karabiik/Tirkiye

Ozer

AMAC: Bu ¢alisma ile diizenli olarak pilates egzersizi yapan kadinlar ile diizenli bir egzersiz programina katilmayan kadinlarin Y
Denge Testi (YBT) performanslarinin karsilastirilmasi amaglandi.

GEREC VE YONTEM: Calismada, en az 1 yil diizenli olarak pilates egzersizi yapan 28 kadin, Pilates Grubunu (PG) ve diizenli olarak
bir egzersiz programina katilmayan 34 kadin ise Kontrol Grubunu (KG) olusturdu. Her katilimcinin yas, boy, kilo, baskin bacak ve
bacak uzunluklarr élciimleri alindi. Y Denge Test (YBT) platformu kullanilarak katilimcilarin, anterior (ANT), posteromedial (PM) ve
posteriolateral (PM) olmak lizere 3 yénde uzanma mesafeleri ol¢lildii. Elde edilen puanlarin her yén icin (ANT, PM ve PL) ortalama
degerleri ve bacak uzunluk degerlerine gére normalize degerlerine ulasildi ve ANT, PM ve PL puanlarin ortalamasi alinarak
ortalama puan degeri (COMP) hesaplandi..

BULGULAR: PG’nin ANT, PM ve PL yidnlerde KG'ye oranla daha yiiksek puanlara sahip olduklari belirlendi. Bu farkliliklar ozellikle
ANT ve PM yénlerde p<0,005 diizeyinde istatistiksel agcindan anlamlilik olusturdu. COMP puanlarinda PG'nin KG'ye oranla daha
yliksek puanlara sahip oldugu ancak sadece sag bacak uzanma degerinde bu farkin anlamlilik olusturdugu gézlemlendi. Sag ve
sol bacak uzanma dederleri ortalama farklarinin ise KG'de PG'ye oranla daha fazla oldugu gériildii. Ozellikle PM yéniinde 5,2 *
4,9 gibi yiiksek bir deger gozlemlendi..

SONUC: Sonug olarak, diizenli yapilan pilates egzersizlerinin kadinlarda dinamik postiiral kontrol lizerine olumlu etkileri oldugu
soylenebilir. Ayrica, elde edilen veriler ve ilgili literatiir kapsaminda, spor yapan kadinlarda uygulanan YBT ¢alismalarinin diizenli
egzersiz yapmayan kadinlarda da egzersiz programlarina katilim oncesi tarama, yaralanma tahmini gibi amaglarla uygulanmasi
oOnerilmektedir.

Anahtar Kelimeler: kadinlar, dinamik postiiral kontrol, tarama

ABSTRACT

OBJECTIVE: The aim of this study is to compare the performances of "Y Balance Test" of women who perform pilates exercises
regularly and those who do not regularly exercise..

MATERIALS AND METHODS: In the study, 28 women who regularly performed pilates at least one year, the Pilates Group (PG) and
34 women who did not participate in an exercise program regularly formed the Control Group (CG). Age, height, weight, dominant
leg and limb lengths of each participant were measured. Y BalanceTest (YBT) platform was used to measure the distance of the
participants in 3 directions, anterior (ANT), posteromedial (PM) and posteriolateral (PL). Mean values for each direction (ANT, PM
and PL) and normalized values for limb length values were calculated. Then, the average score value (COMP) was calculated by
taking the average of ANT, PM and PL scores.

RESULTS: PG had higher scores in ANT, PM, and PL than CG. These differences were statistically significant at the p<0.005 level
especially in the ANT and PM directions. In the COMP scores, it was observed that PG had higher scores than CG, but this
difference was significant only for right limb extension. The mean difference between right and left leg extension values was
found to be higher than that of PG. In particular, a high value of 5.2 £ 4.9 was observed in the PM direction.

CONCLUSION: In conclusion, it can be said that regular pilates exercises have positive effects on dynamic postural control in
women. In addition, the data obtained and related literature; It is recommended that the YBT studies performed in women who
do sports do not apply to the exercise programs in the women who do not exercise regularly.

Key Words: women, dynamic postural control, screening
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GIRI

Son fnllarda, denge yeteneginin yasam kalitesini ve atletik
performansi artirmak icin son derece gerekli bir parametre
oldugu belirtiimektedir. Ayni zamanda denge
performansindaki bozulmalarin sakatliklar icin de bir risk
faktord olusturdugu bilinmektedir (1, 3). Yaralanma
risklerini ve bir yaralanmaya mudahaleden sonra iyilesme
suresini degerlendirmek icin sikhkla postiral kontrol
degerlendirmeleri (4), gelistiriimesi ve bu gelisim icin
yapilmasi gereken egzersizleri iceren cok fazla calisma
bulunmaktadir (1, 5, 6, 7, 8). Yapilan ¢alismalar, dinamik
postiral kontrol performansinin arttinlmasi ile alt
ekstremite sakatlik risklerinin dnlenebilecegini gdstermistir
(9, 10). Ayrica Huxham ver ark. insanin denge saglamadaki
yeteneginin, diger motor sistemlerin gelismesinde de
belirleyici bir faktor olacagini belirtmistir (11).

Dinamik dengenin; tum yaslarda énemli bir beceri oldugu
disunUlmektedir ve dinamik hareketlerin  kontrolU
gerektiren normal gunlik gorevler icin de gerekli oldugu
belirtiimektedir (3, 11). Dinamik postural kontrol, bir destek
temeli etrafinda istemli hareket seviyelerini kapsamaktadir
(4). Kas dengesizligi, azalmis kore stabilitesi ve anormal
hareket modelleri olan bireylerde, kullanilacak olan bir
tarama sisteminin, gelecekte olusabilecek sakatliklarin
onlenmesinde faydali olabilecegi belirtiimektedir (12). Klinik
olarak yaralanma tahmini igin kullanilan tarama araclari;
Fonksiyonel Hareket Analizi (FMS) ve Y Denge Testi (YBT)dir.
YBT sag ve sol ayak Uzerinde, anterior (ANT) posteriolateral
(PL) ve posteriomedial (PM) olmak Uzere Ug farkli yondeki
dinamik dengeyi Ol¢mektedir ve kuvvet, propriyosepsiyon
ve esneklik gerektirmektedir. Ol¢imlerin analizinde her iki
bacagin ulastigl mesafeler karsilastirildiginda, her yon icin 4
cm'den daha az fark olmasi beklenmektedir. Lehr ve ark.
Universiteli sporcularda yaptiklari ¢alismada, YBT'nin
ortalama erisim performansina bagh gelecekti alt
ekstremite  yaralanmalarinin ~ tahmin  edilebilecegini
bildirmislerdir (13). Plisky ve ark. liseli basketbolcularda
yaptiklari calismalarinda, 4 cm'den bulyik anterior sag / sol
uzanma mesafesi farkinin alt ekstremite yaralanmasini
olasiligl 2,5 kat daha fazla oldugunu tespit etmislerdir (14).
Sportif egzersizlerin bransa 6zgu postural adaptasyonlari
gelistirdigi belirtiimektedir (15). Uzmanlar bu sistem
Gzerinde ortak bir kanit olmasa da yapilan calismalar hem
duyusal hem de motor sistemlerdeki degisiklerin denge

performansini etkiledigini gdstermektedir (16).

Pilates alti temel prensibe (konsantrasyon, hareketlerin tim
yonlerinin kontroll, merkezleme, akici hareket, kesinlik ve
nefes alma) dayanarak kusursuz bir zihin ve beden dengesi
gelistirme ve korumayl hedefleyen, jimnastik, doévis
sanatlari, yoga ve dansin hareket tarzlari ve felsefesinin
birlesimi olan bir egzersiz taraddr (17, 18). Pilates
egzersizleri ile fiziksel agidan kas kuvveti ve dayaniklihgin
artmasl, esneklik ve dengenin gelistirilmesi
amaclanmaktadir (19). Pilates egzersizleri kosma, sicrama
gibi aktiviteler olmadan oturma, ayakta durma gibi statik
egzersiz programlari ile yapilmaktadir (20). Ayni zamanda
pilates egzersiz programlari arasinda germe, kuvvet,
odaklanma, nefes egzersizleri gibi cesitli aktiviteler yer
almaktadir.

LiteratUr incelendiginde, saglkl genc yetiskinlerde &zellikle
egzersiz yapmayan bireylerde, dinamik postural kontrolin
degerlendiriimesine iliskin calismalar ¢ok azdir. Bu
kapsamdan yola c¢ikarak, bu calismanin amaci, dizenli
olarak pilates egzersizi yapan ve duzenli bir egzersiz
programina katlmayan kadinlarda YBT performans
degerinin karsilastiriimasidir. Yapilan bu giincel ¢alismada,
dizenli olarak pilates yapan grupta, YBT uzanma ve
ortalama performans degerlerinin daha iyi olacagl hipotezi

varsayllmistir.

GEREG VE YONTEM

Calismaya, 6zel bir spor salonunda dizenli olarak en az 1 yil
mat ve reformerdan olusan pilates egzersizleri yapan, 28
kadin ve duzenli olarak bir egzersiz programina katilmamis
34 kadin dahil edildi. Katiimcilara géndlld onam formu
imzalatildi ve calisma Helsinki Deklarasyonu ilkelerince
ydratdlda. Calismaya katihm kriterleri; bilinen bir norolojik,
mental, ortopedik, vestibuler ve sistemik gibi hastalk
olmamasi, denge testini tamamlamayi engelleyen herhangi
bir problemin olmamasi, calismadan o©nce siddetli bir
egzersiz yapllmamis olmasi ve gonulld olunmasi olarak
belirlendi. Her katihma igin kisisel bilgiler, boy, kilo
Olcimleri alinip kaydedildikten sonra, spor kiyafetiyle 5
dakika hafif kosu ile 1sindiktan sonra ve dinamik hareketleri
iceren esnetme yaptiktan sonra YBT her iki bacak igin

uygulandi.

Veri Toplama Yontemi
Boy ve vicut agirhgi; katihmcilar 20 grama kadar hassas bir

kantarda (Angel marka) ciplak ayak ve sadece sort ve tisort
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giydirilerek tartildi. Uzunluk (boy) 6lcimleri Holtain marka
kayan kaliper ile ayakta dik pozisyonda dururken skalanin
Uzerinde kayan kaliper baslarinin Uzerine dokunacak
sekilde ayarlandi ve uzunluk Tmm hassasiyetle okundu.

Vicut Kitle indeksi (VKIi); viicut agirhgr (kg) / boy (m)2

formulu kullanilarak tespit edildi.

Y Denge Testi (YBT); Sporcularin denge parametrelerini
Olgmek icin “Y BalanceTest” platformu kullanildi. Her
katihmcinin - bacak uzunlugu; santimetre olarak supin
pozisyonunda cift tarafli bir sekilde anterior superioriliak
noktadan medial malleolin distal kismina kadar 6lculerek
kaydedildi. ANT wuzanma katilimcnin merkezdeki ayak
parmak ucundan, PL ile PM ise ayak topugundan
uzanabildigi en uzak nokta arasindaki mesafe olarak test
edildi. Test, katihmcilarin bir ayaklari kesisme noktasinda
iken, serbest olan ayaklarini  maksimum uzakliga
uzatabilmeleri i¢in ayakkabisiz olmalarini gerektirmektedir.
Deneme suresince, katihmcilardan ellerini iliyak Uzerinde
topuklarini ise zemin Uzerinde tutmalari ve uzanma
ayaginin parmak ucuyla en uzak noktaya hafif bir dokunus
yapmalari istendi. Olcimden énce testin nasil uygulanacag
ile ilgili deneyimli arastirmaci tarafindan kisa bir gdsterim
yapildi ve katihmcilarin en az 6 kere, her yone, deneme
yapmalari saglandi (12). Test denemelerinin
tamamlanmasindan sonra, her katihmciya 2 dakikalik bir
dinlenme suresi verildi ve daha sonra her yénde 3 test
denemesi vyapildi. Olgim sirasinda; katiimailar  vicut
agirhgini uzanma ayagina aktardiklarinda, durus ayaginin
topugunu zeminden ayirdiginda, ya da ellerini kalgadan
ayirdiginda deneme kabul edilmedi ve katilimcinin bir daha
hata yapmamasi igin s6zlu olarak bilgilendirildikten sonra
deneme tekrarlandi. Batin uzanma mesafeleri santimetre
cinsinden kaydedildi. Veriler elde edildikten sonra, her yén
icin en iyi uzanma puanlari bacak uzunluk degerlerine gére
“en iyi uzanma mesafesi/bacak uzunlugu) x 100 = %Maks”
formuUll kullanilarak normalize edildi (22). Normalize edilen
puanlar durus bacak uzunlugunun (%LL) bir ylzdesi olarak
gosterildi. Normalize edilmis ANT, PL ve PM puanlarinin

ortalamasi alinarak ortalama puan degeri (COMP) bulundu.

istatistiksel Degerlendirme

Calismada elde edilen veriler, SPSS 23 istatistiksel paket
programinda analiz edildi. Calismaya katilan tim
katihmcilar yas, boy, vicut agirhg, ANT, PL ve PM

degerlerinin  ortalamalari, standart sapma degerleri

hesaplanarak yorumlandi. Verilerin normal dagilima uygun
olup olmadigini ortaya koymak amaciyla skewness ve
kurtosis ve Shapiro-Wilk degerlerine bakildi. Normallik testi
sonucunda verilerin dagiliminin normal dagildig tespit
edildi ve gruplarin ikili olmasi nedeniyle gruplar arasi ANT,
PL, PM ve COMP skorlari arasindaki farkhliklarin
karsilastinlmasinda  parametrik  testlerden  Bagimsiz
Orneklem-T Testi kullanildi. Bacak uzunlugu ve vicut kitle
indeksi (BKi) ile COMP uzanma mesafeleri arasindaki iliski,
Pearson Korelasyon Analizi ile degerlendirildi. Calismada
glven araligl (Cl) %95 ve anlamlilik seviyesi p<0,05 olarak

belirlendi.

BULGULAR

Katilimcilarin yas, boy, kilo, viicut kitle indeksi (VKI) ve bacak
uzunluklari ortalama degerleri Tablo 1'de gdsterilmektedir.
Bacak uzunluklar ve VKi harig, yas, boy ve kilo degerleri PG
ve KG grubunda benzer olarak tespit edildi. Tercih edilen
bacak agisindan bakildiginda, PG katilimcilarindan sadece 2
(%7,1) kisinin baskin bacaginin sol bacak oldugu buna
mukabil KG katiimcilarindan toplam 10 (%29,4) kisinin

baskin bacaginin sol bacak oldugu tespit edildi.

Tablo 1. Arastrmada yer alan katilimcilarin  demografik
ozellikleri

PG KG
(n=28) (n=34) p
(X£SS) (X£SS)
Yas (yil) 348+73 31,6+78 0,108
Boy (cm) 166,4 + 5,4 163,5+7,4 0,092
Kilo (kg) 56,6 + 4,2 61,0123 0,060
Bacak Uzunlugu (cm) 89,7+39 86,4+4,6 0,004*
VKi (kg/mz) 204+1,3 231+47 0,004*
Baskin Bacak N (%) N (%)
Sag Bacak 26(92,9) 24(70,6)
Sol Bacak 2(7,1) 10(29,4)

SS = Standart Sapma; VKI = Viicut Kitle indeksi; * p<0,05; PG= Pilates
Grubu; KG= Kontrol Grubu; x= Ortalama Puan

YBT'nin uzanma mesafelerinin analizinde, ANT, PM ve
COMP uzanma mesafelerinde, sag ve sol bacak ortalama
degerlerinde PG ve KG arasinda anlamli istatistiksel farka
rastlandi (ANT [sag bacak: p=0,000, sol bacak: p=0,000,
toplam: p=0,000], PM [sag bacak: p=0,000, sol bacak:
p=0,027, toplam: p=0,003]). PL uzanma mesafesinin, PG
grubunda KG grubuna gore sag bacak, sol bacak ve
toplamda daha ytksek olmasina ragmen bu farkliliklarin iki
grup arasinda istatistiksel agidan anlamlilik olusturmadig
goruldu (p<0,05). Sag ve sol bacak ortalama farklarinin ANT,

PM ve PL yonlerin tuminde, KG'de daha yuksek oldugu
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gozlemlendi ancak PG ile karsilastirildiginda herhangi bir
anlamlilik tespit edilmedi (p<0,05) (Tablo 2).

Tablo 2. Katiimcilarin ANT, PM ve PL puanlarinin

karsilastiriimasi

(n l;st) (n '2634) p c[’,,/:;: cs Is],

(X SS) (X SS)
Anterior uzanma mesafesi (cm)
SagBacak 558+4  48,0+54 0,000% 7,7+1,2[52-10,2]
SolBacak  54,8+6,6 50,4t54 0,001* 44+12[1,9-69]
Toplam 553+3,6 492+52 0,000% 6,1+1,1[3,7 - 8,4]
OF 2,6+2 3£23 0,431 -0,4+0,5[-1,5-0,6]

Posteromedial uzanma mesafesi (cm)

Sag Bacak  92,2+55 824+121 0,000* 9,7 +£2,4[4,7-14,7]
Sol Bacak 905+73 838+14 0,027* 6,6+2,9[0,7-12,5]
Toplam 91,36 83,1+126 0,003* 8,2+2,6(3,0-134]
OF 39+32 52+4,9 0,225 -1,3+1,0[-3,5-0,8]

Posteriolateral uzanma mesafesi (cm)

SagBacak 90,0+7,8 846+133 0,061 54+28[-0,2-11,2]
Sol Bacak 89,6 +9 852+132 0,139 4,4+£29[-1,4-10,2]
Toplam 898+82 849+13 0,088 49+28[-0,7-10,6]
OF 29+33 36+3 0,346 -0,7+-0,9[-21-0,7]

OF = Sag ve sol bacak ortalama farki; OPF= Pilates grubu ve kontrol grubu ortalama
puan farklari; SS= Standart Sapma; * p<0,05; Cl = Giiven Araligi; PG= Pilates Grubu;
KG= Kontrol Grubu; x= Ortalama Puan

Katihmcilarin  bacak uzunluguna gére normalize COMP
puanlarina gore degerlendirildigi Tablo 3 incelendiginde,
sag bacak uzanma degerinde (p=0,009) PG lehine anlaml
farkhhk gorildd (p<0,05) . Sol bacak ve toplam puanlarda

gruplar arasinda anlamhlik tespit edilmedi (p>0,05).

Tablo 3. Katihmcilarin sag bacak, sol bacak ve toplam COMP
normalize puanlarinin karsilastirimasi

PG KG

OPF
COMP Puanlari (n=28) (n=34) p
(X £SS) (X £5SS) SBEEBE]
0/ -
Sag Bacak 88,5% +57% 82,9%+9,7% 0,009* 56% £ 2,0%[1,4
9,7%]
0 0 -
Sol Bacak 96,4% £55% 954% +9,5% 0,638 S t;é%ﬁ (.9
Toplam 92,4% £52%  89,1% + 9,2% 0,1 6.1% igtil/n/; 37-
, 4%

OPF= Pilates grubu ve kontrol grubu ortalama puan farklari; SS= Standart Sapma; *
p<0,05; CI = Giiven Araligi; % = Bacak uzunluguna gére normalize edilmis uzanma
degerleri; PG= Pilates Grubu; KG= Kontrol Grubu; x= Ortalama Puan

Bacak uzunlugu ve VKi ile COMP uzanma mesafesi arasinda
ise anlamh bir iliskiye rastlaniimadi (sirasiyla: r= 0.16, p=

0.22; r=-0,15, p=0,258) (Sekil 1).

TARTISMA

Bu calisma, duzenli pilates egzersizi yapan kadinlar ile
dizenli egzersiz yapmayan kadinlarin, YBT o6l¢imundeki
performans farkhgnin olup olmadigini ortay koymak
amaciyla, pilates egzersizi yapan grupta YBT uzanma ve
toplam uzanma mesafesinin daha yuksek olacagl hipotezi

Uzerine tasarlandi. Elde edilen bulgular, c¢alismanin

hipotezini destekler sekilde, YBT o&lcumleri sonucunda
duzenli pilates egzersizi yapan kadinlarla sedanter kadinlar
arasinda Ozellikle ANT ve PM uzanma puanlarina gore

anlamli farkhliklar oldugunu gosterdi.

Sekil 1. Biitin katiimcilarin bacak uzuniugu VKi degerleri ile
COMP uzanma mesafeleri arasindaki iliski (n=62).
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Sportif egzersizlerin bransa 6zgl postural adaptasyonlari
gelistirdigi (15) daha o©nce bildirilmisti. Haksever ve ark.
saghkh bireylerin denge parametrelerini gelistirmeyi
amagladiklari  calismalarinda  YBTnin PM ve PL
parametrelerinde istatistiksel yonden anlamli bir gelisme
tespit ederken, ANT parametresinde herhangi bir anlamli
gelisme tespit edememisler ve arastirma sonucuna gore
denge egitiminin fonksiyonel testler ve tek bacak durma
performansi Uzerine  olumlu etkileri oldugunu

belirtmislerdir (23). Thorpe ve Ebersole tarafindan kadin
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futbolcularda yapilan bir ¢alismada, Yildiz Denge Testi'nin
antrenman yasina gore degistigini ve futbol yapan
Universiteli kadinlarda, Yildiz Denge Testi (SEBT)'nin serbest
zaman amagh futbol oynayan, futbolcu olmayan kadin
Ogrencilere gore, anlamli derecede daha yuksek oldugunu
tespit etmislerdir (24). Ayrica calismada, kadin futbolcularin
futbolcu olmayan katilimcilardan anlamli derecede daha
yuksek ekstremite kuvvetine sahip oldugunu ve ANT ve PL
yonlerde onemli 6lciide daha uzaga ulastigini gdstermistir
ve bu durumun ekstremiteler yoluyla daha buyUk
néromuskuler  kontrol  saglanmasindan  olabilecegi
vurgulanmistir. Ates 12-14 yas grubu, voleybol oynayan ve
herhangi bir bransla ilgilenmeyen kiz ¢ocuklarda dinamik
postlral kontrolu Yildiz Denge Testi ile degerlendirmistir.
Calisma sonunda voleybol oynayan grupta her iki bacak PL
ve COMP dinamik denge performansi skorlari herhangi bir
sporla ilgilenmeyen gruba gdre daha ylksek bulunmustur

(2).

Freund ve ark. 50-79 yas arasi saglikh kadinlar Gzerine
yaptiklari bir ¢alismada 50-59 yas arasi kadinlarin COMP
puanlarinin daha yuksek oldugunu tespit etmislerdir (5).
Arastirmamizda PGnin sag bacak COMP puaninin KG'ye
gore anlamh farkliik olacak sekilde yiksek oldugu
belirlenirken, sol bacak ve toplamda COMP puanlarinin iki
grup arasinda herhangi bir anlamlilik olusturmadig

gozlemlendi.

Cruz-Ferreira ve ark. pilates egzersizlerin saglkl bireylerde
etkisini inceleyen derleme calismada, dinamik dengeyi
gelistirmek icin pilates egzersizlerinin kullaniminin etkili
oldugunu gosteren guglu kanitlar oldugunu bildirmislerdir
(25). Johnson ve ark. 5 hafta ve haftanin 7 ginu 40 saglikli
birey Gzerinde uyguladiklari pilates egzersizlerinin postur,
dinamik denge gibi parametrelerde olumlu gelismelere

katkida bulundugunu belirtmislerdir (21).

Onceki arastirmalar, saglikli bireylerde SEBT performansinin
her iki bacakta benzer oldugunu bildirmistir. Plisky ve ark.
saghkh basketbolcular Uzerine yaptiklari calisma sonucunda
SEBT performansi sonucu elde edilen degerlerin gelecekte
olusabilecek bacak sakathklari ile ilgili bilgiler verebilecegini
belirtmislerdir (14). Yapilan bu guncel calismanin gugli
yonlerinden biri ise, saglikli bireylerin sag ve sol bacak
ortalama fark degerleri (OF) incelenerek ileride olusabilecek
sakatlk riskinin belirlenerek ortaya c¢ikabilecek risklerin

onune gecilebilecek 6nerilerin verilmesi olarak sdylenebilir.

OF farkinin >=4cm olmasi durumunda ileride sakathk
gecirme riskinin daha fazla oldugu calismalar mevcuttur
(26). Arastirmamizda KG'nin ANT, PM ve PL yonlerinin OF
farklari PG'ye gore daha yiiksek bulundu. Ozellikle PM yénii
OF farkinin >4cm (5,2 + 4,9) olarak tespit edildi. Smith ve
ark. lise ogrencisi 51 erkek ve 59 kadin katilima ile
gerceklestirdikleri YBT performansi degerlendirmesine
yonelik calismalarinda erkeklerin %54,9'u, kadinlarin ise
%50,8'inin  PM yoénlerinin farkini arastirmamizla paralel

olarak >4cm olarak bulmuslardir (27).

Sonug olarak, bu ¢alismanin bulgular pilates yapan saglikli
kadinlarda YBT'nin 3 yéndeki uzanma degerleri ve toplam
puanlarinin sedanter gruba gére daha yuksek oldugunu
gostermektedir. Bu durumda, egzersiz yapan bireylerde
uygulanan YBT uygulamalari sedanter bireylere referans
olarak alinmamali. Ayrica sedanter bireylerde YBT ile ilgili
norm degerler olusturulabilmesi icin daha genis 6rneklem

sayilari ile daha fazla uygulama yapilmasi énerilmektedir.
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Geriatrik Olgularda Kronik Hastaliklarin ve Polifarmasinin Olim Kaygisi
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The Effect of Chronic Diseases and Polypharmacy on Anxiety and Death Anxiety in Geriatric Patients
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Ozer

AMAC: Bu ¢alismada geriatrik yas grubunda kronik hastaligi olan ve olmayan bireylerin 6liim kaygisi ve geriatrik anksiyete
diizeyleri agisindan karsilastirilmasi amaclanmistir. Ayrica kronik hastalik ve kullanilan ilag sayisi ile 6lim kaygisi ve geriatrik
anksiyete puanlari arasindaki iliski incelenmistir.

GEREC VE YONTEM: Calisma evreni 65 yas ve lizerinde olan hastalardan olusmaktadir. Arastirmaya giinliik yasam aktivitelerinde
baskasina bagimli olmayan, hipertansiyon, diyabetes mellitus, tiroit hastaliklari, osteoporoz, osteodejeneratif eklem hastaliklari,
romatolojik hastaliklar, Alzheimer, Parkinson, astim, gastrointestinal sistem hastaliklari ve kronik bobrek yetmezligi gibi
hastaliklardan en az li¢ kronik hastaligi bulunan 30 kisi alinmistir. Ayrica kronik hastaligi ve ilag kullanimi olmayan 30 geriatrik
birey kontrol grubu olarak alinmistir. Her iki gruptaki katilimcilar; Oliim Kaygisi Olcegi (OKO), Geriatrik Anksiyete Olcegi (GAD) ve
Nottingham Saglik Profili (NSP) ile degerlendirildi.

BULGULAR: Kronik hastaligi olan olgularin ortalama yasi 70,34%4.92 iken kontrol grubunda ortalama yas 71,42+5,08 idi. Kronik
hastaligi olan ve siirekli ila¢ kullanan geriatrik bireylerde OKO ve GAO puanlari istatistiksel olarak kronik hastaligi olmayan ve
ilac kullanmayan geriatrik bireylerin OKO ve GAO puanlarindan daha yiiksek diizeyde bulundu (sirasiyla p degerleri: p=0.021,
p=0.017). Ayrica kronik hastaligi olan ve stirekli ila¢ kullanan geriatrik bireylerde kronik hastalik sayisi ve kullanilan ilag sayisi ile
OKO ve GAO puanlari arasinda dogrusal bir iliski bulunmustur (sirastyla r = 0.87, r = 0.81).

SONUC: Bu ¢alismada kronik hastalik varligi ve coklu ilag¢ kullanimi yasli olgularda anksiyete ve 6liim kaygisini arttiran etkenler
olarak goze c¢arpmaktadir. Ayrica kullanilan ila¢ sayisindaki artis ile incelenen saglik parametrelerinin olumsuz etkilenmesi
siklikla gozden kacan “polifarmasi” ye dikkat cekmektedir.

Anahtar Kelimeler: geriatri, kaygi, oliim kaygisi, polifarmasi, kronik hastalik

ABSTRACT

OBJECTIVE: In this study, the aim is to examine the comparison between the death anxiety and geriatric anxiety levels among the
older people who have a chronic disease and not. Also, the relationship between chronic disease, the number of used drugs and
the scores of death anxiety and geriatric anxiety.

MATERIALS AND METHODS: The study sample is consisting of the patients who are 65 and above. The 30 participants can live
without anyone else’s help and have at least 3 chronic diseases such as hypertension, diabetes mellitus, thyroid diseases,
osteoporosis, osteodegenerative joint diseases, rheumatic diseases, Alzheimer's, Parkinson's, asthma, gastrointestinal system
diseases and chronic renal failure. Additionally, 30 older people joined in the control group and they have no chronic disease and
they use no drug. These two groups were evaluated via Death Anxiety Scale (DAS), Geriatric Anxiety Scale (GAS) and Nottingham
Health Profile (NHP).

RESULTS: The average age of the participants with chronic diseases was 70,34t4.92 when the average age of the control group
was 71,42%5,08. The DAS and GAS scores of the test group were higher than the control group’s scores (respectively p values:
p=0.021, p=0.017). Moreover, it was found out that there was a linear relationship between the number of chronic disease and
used drugs and the scores of DAS and GAS (respectively; r=0.87, r = 0.81).

CONCLUSION: This research shows that chronic diseases and polypharmacy can increase the geriatric anxiety and death anxiety.
On the other hand, the number of used drugs may negatively affect some health parameters and these points out the
polypharmacy.

Key Words: geriatrics, anxiety, death anxiety, polypharmacy, chronic disease
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GIRI

Dt‘jnjada yash nifusun arttigr gibi Tirkiye'de de TUIK
(Turkiye Istatistik Kurumuy) verilerine gére yaslh nifus (65 ve
daha yukari yas) 2012 yilinda 5 milyon 682 bin 3 kisi iken
son bes yilda %17.1 artarak 2016 yilinda 6 milyon 651 bin
503 kisi oldu. Yasli nufusun toplam nufus i¢indeki orani ise
2012 yilinda %7.5 iken, 2016 yilinda %8.3'e yukseldi. Yasli
nudfusun 2012 yilinda %60.3'0 65-74 yas grubunda, %32.5'i
75-84 yas grubunda ve %7.1'i 85 ve daha yukar yas
grubunda iken; 2016 yilinda %61.5'i 65-74 yas grubunda,
%30.2'si 75-84 yas grubunda ve %8.2'si 85 ve daha yukari
yas grubunda yer aldi (1). Olim nedeni istatistiklerine gore,
2015 yilinda olen yashlarin %46.3'G  dolasim sistemi
hastaliklari nedeniyle hayatini kaybetti. Bu hastahg ikinci
sirada %16.5 ile iyi huylu ve kotd huylu timérler, Gglncu
sirada ise %13 ile solunum sistemi hastaliklari takip etti (1).
GOruldugu tzere, ginimuzde dlumlerin baslica nedenleri
arasinda genelde kalp-damar hastaliklari ve kanser gibi
kronik hastaliklar vardir. Kronik hastalik ifadesinden hemen
daima uzun suren bir hastalik anlasilir. Ancak kronik
hastaliklarin uzun suireli olmaktan baska nitelikleri de
vardir. Kronik hastalik tanimi; ABD'de kronik hastaliklar
komisyonu tarafindan ginimuzden 50 yil kadar o6nce
yapilmistir. Komisyon tarafindan kronik hastalik “genellikle
tam iyilesmesi mUmkun olmayan, surekli, yavas ilerleyen,
¢ogu kez kalicr sakathga yol acan, olusmasinda sosyo-
ekonomik, kisisel ve genetik etkenlerin rol oynadigl,
¢ogunlukla non-enfeksiydz karakterde hastaliklar” olarak
tanimlanmaktadir (2; 3; 4). Dinya Saglik Orgitl verilerine
gore Avrupa'da 2005 yilindaki hastalik yukiniun %77'sini
kronik hastaliklar olusturmustur. Kronik hastaliklarin zaman
icinde artmasi toplumda yash nifusun artmasi ile paralel
gitmektedir. Ulkemizde yapilan calismalara goére vyasli
bireylerin  %70-90'nda en az bir kronik hastalik
yasanmaktadir (5; 6). Kronik hastaliklarin gérilme sikhginin
artmasi sonucu yasl bireyler saglik hizmetlerine daha fazla

ihtiya¢c duymakta ve daha fazla ilag kullanmaktadir (7; 8).

“Polifarmasi” yash bireylerde birden fazla komorbid
hastaligin tedavisinde sik goérilen bir durumdur. Genel
anlamda cok sayida ve farkl ilacin ayni anda kullanimi
olarak tanimlanabilir. Bu tanim kapsaminda, “polifarmasi”,
¢ok sayida klinik olarak gerekli olmayan ya da ¢ok sayida
kullanimi uygun olmayan ilacin ayni anda kullanimini da

ifade etmektedir. Ayrica, polifarmasi kavraminda receteli

ve/veya regetesiz olarak satilan tum ilaglar, tamamlayici ve
alternatif Urlnler ve besin takviyelerinin de birlikte
degerlendiriimesi  gerektigi unutulmamahdir (9; 10).
Polifarmasi taniminda, ilkesel olarak iki ya da daha ¢ok; g
ya da daha ¢ok; dort ya da daha ¢ok; bes ya da daha ¢ok
gibi degisik sinirlamalar 6nemli olabilmektedir (11). Genel
bir kavram olarak bu alandaki arastirmalarin buyuk
¢ogunlugunda bes ya da daha fazla ilacin kullaniimasi
polifarmasi olarak degerlendirilmekte ve bu kapsamda esik
rakam olarak 5 ila¢c olarak kabul edilmektedir. Ulkemizde
yapilan arastirmalarda, 75 ve Uzeri yas bireylerin blyuk
¢ogunlugunda, dort, bes veya daha fazla sayida ilag
kullanildigina iliskin veriler s6z konusudur (6; 12; 10; 13).
Polifarmasi kullaniminin yaslilarda ilac-ilag, ilag-hastalik
etkilesimlerine ve advers ilag reaksiyonlarina neden oldugu
bilinmektedir. Diger yandan ¢ok sayida ila¢ kullaniminin yol
actigl karisik tedavi semasinin yash bireyin tedaviye
uyumunu guglestirdigi dustntlmektedir. Genel anlamda,
Ulkemizde yapilan arastirmalarin sonuclari yash bireylerin
tedavisinde polifarmasinin bir sorun oldugunu ortaya
koymaktadir (6; 10). Cok sayida ila¢ kullanimi da ilag yan
etkilerinin artmasina ve istenmeyen ilag etkilesimlerine
neden olur (14). ilaglarin yan etki ve toksik etkileri yashlarda
daha fazla gériulmektedir. Ozellikle antikoagtilan, antibiyotik
ve kardiyovaskuler sistem ilaglarina iliskin komplikasyonlar,
yaslilarda 6lime yol agabilmektedir (15; 4;16). Dolayisiyla;
hem polifarmasisi hem de kronik hastaligi olan yash
bireylerde ruhsal bozukluklar daha siktir. Anksiyete ve 6lim
kaygisi gibi ruhsal durum degisikliklerinin, kronik hastaliklar
ve polifarmasi ile iliskisi glincel arastirma konularindan
birisidir.  Olim  duslincesinin  insan  hayatina  etkisi
kacinilmazdir. Ancak asiri, 6l¢lstz, patolojik sekilde ortaya
¢tkan 6lum dustncesi insanin  psikolojisini  olumsuz
etkileyebilir. Insanin dengesini korumasi agisindan &lim
dusutncesinin sinirlarini belirlemek 6nemlidir. Bu denge ve
uyum bozulduk¢a insandaki kaygi duzeyi artmakta ve

yasadigl cevreye uyum saglamasi glclesebilmektedir (17).

Olim kaygisi; dogumdan itibaren var olan, hayat boyu
devam eden, butin korkularin temelinde yatan, karakter
yapisinin gelisiminde Onem tasiyan, insanin artik var
olmayacaginin, kendisini ve dinyayi kaybedebileceginin, bir
hi¢ olabileceginin farkindaligi sonrasi gelisen bir duygudur
(18). Yash bir birey, kendini 6lume daha yakin hisseder.

Fiziki gicinde azalma olan, Uretkenlikten yoksun ve gesitli
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hastaliklarla micadele eden, 6élumun farkinda olan bu yasli
birey kendini daha zayif goérur. Her gun, her saat, onu
O0lime biraz daha yaklastirmaktadir (19). Literaturdeki
arastirmalar 6lum kaygisinin ¢ok boyutlu bir kavram

oldugunu ortaya koymustur. Bu boyutlardan bazilari (20):

[JBedeni kaybetme ve yok olma korkusu: Olimle birlikte
batun bir bedenin yok olacagini distunen birey icin, 6lim

kaygi yaratan bir durumdur.

[JAc duyma korkusu: Bazi kronik hastaliklarin olimle
sonuglanmasi insanlarda hastalik ve 6lum arasinda siki bir

iliski oldugunu dusundurdr.

O Yalnizlik korkusu: Olimcil olan ve hastanede bakimi
gereken hastaliklarda, birey ailesinden uzaklastigl icin

kendini soyutlanmis ve yalniz birakilmis hissedebilir.

[ Denetimi kaybetme korkusu: Bazi hastaliklarda veya
Olumcul bir hastaligin ileri evrelerinde kisinin beden
denetiminin azalmasi ego tarafindan tehdit olarak

algilandigindan kiside kaygi ve korkuya neden olur.

O Kimlik duygusunu kaybetme korkusu: Yakinlarini ve
dostlarini kaybetmek, onlarla iliskilerinden yoksun kalmak

insanin kimlik duygusunu sarsabilir.

Anksiyete ise ‘tetikte olunmasl’ icin gelen bir uyaridir.
Bilinmeyen, icten gelen, belirsiz ya da kokeni i¢ catismaya
dayali olan bir tehdide karsi gosterilen bir tepkidir.
Anksiyete tanimlanmasi zor bir korku ve endise
duygusudur. Bu duyguya vicutta bir takim duyumlar eslik
edebilir. Goguste sikisma hissi, kalp carpintisi, terleme, bas
agrisi, midede bosluk duygusu ve hemen tuvalete gitme
gereksiniminin  dogmasi gibi duyumlar &rnek olarak
verilebilir.  Huzursuzluk, dolanip durma istegi de
anksiyetenin sik gorllen belirtilerdendir. Anksiyetenin
ortada somut bir tehlike olmaksizin yasanmasi, sik ve
siddetli bir bicimde ortaya ¢ikmasi ve kisinin olagan
yasamini etkilemeye baslamasi bireyde bir anksiyete

bozuklugu oldugunu dusundurur (21; 22)

Bu calismada kronik hastaligi olan geriatrik bireylerle kronik
hastaligi olmayan geriatrik bireylerin 6lim kaygisi, geriatrik
anksiyeteleri arasinda anlamli duzeyde fark olup
olmadiginin  belirlenmesi amaclanmistir. Ayrica kronik
hastalik ve kullanilan ilag sayisi ile 6lim kaygisi ve geriatrik
anksiyete puanlari arasinda anlamli duzeyde iliski olup

olmadigl incelenmistir.

GEREG VE YONTEM
Calisma Evreni
Arastirmanin calisma evreni Konya ili Beyhekim Devlet
Hastanesine 2013 yili Nisan ila Eylul aylari icerisinde gesitli
sikayetler ile basvuran 65 yas ve Uzerinde olan hastalardan
olusmaktadir. Calismanin 6ncesinde gerekli kurum izini ve
bolgesel etik kurul onayr alindi. Calismaya katilan
olgulardan yazili gonulli onam formu alindi. Calisma grubu
calisma evreninden tesadufi olarak segilen ve calismaya
katilmaya gonulld olan bireylerden secilmistir. Arastirmaya
65 yas ve Uzeri olan gunlik yasam aktivitelerinde baskasina
bagimli olmayan, hipertansiyon, diyabetes mellitus, tiroit
hastaliklari, osteoporoz, osteodejeneratif eklem hastaliklari,
romatolojik hastaliklar, Alzheimer, Parkinson, astim,
gastrointestinal sistem hastaliklari ve kronik bobrek
yetmezligi gibi hastaliklardan en az Ug¢ kronik hastalig
bulunan 30 kisi alinmistir. Ayrica kronik hastaligi ve ilag
kullanimi olmayan 30 geriatrik birey kontrol grubu olarak
alinmistir.
* Calismadan diglama kriterleri

[Kanser,

[drerminal dénemde kronik hastalik,

[XCiddi duzeyde kalp yetmezligi,

[ICiddi depresyon,

Clleri duizey Parkinson ve Alzheimer hastalig

gibi gunluk yasam aktivitelerinde bagiml kilan bir hastaliga

sahip bireyler calismaya alinmadi.

Olgme Araclar
Her iki gruptaki katilimcilar

[0Olum Kaygisi Olcegi (OKO),
[Geriatrik Anksiyete Olcegi (GAQO) ve
[Nottingham Saglik Profili (NSP) ile degerlendirildi.

Olim Kaygisi Olgegi (OKO)

Sarikaya ve Baloglu tarafindan gelistiriimis 20 maddelik bir
dlcektir (23). Ug alt boyutu vardir: Olumiin belirsizligi, slimii
distinme ve taniklik, aci cekme. OKO maddeleri 5'li Likert
formda hazirlanmistir. Her bir maddeye verilen ‘hicbir
zaman' cevabi icin sifir puan, ‘nadiren’ cevabi icin bir puan,
‘ara sira’ cevabi icin iki puan, ‘sik sik’ cevabi igin U¢ puan ve
‘her zaman'’ cevabi icin dért puan verilmektedir. Olcek, 0-80
arasinda puanlanirken yiksek puanlar yuksek 6lum
kaygisina isaret etmektedir. 0-29 arasi puanlarin dusuk
seviyede olim kaygisina, 30-59 arasi puanlarin orta
seviyede o6lum kaygisina ve 60-80 arasi puanlarin yuksek

seviyede 6lim kaygisina isaret eder.
Geriatrik Anksiyete Ol¢egi (GAO)
10
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Yashlar icin  gelistirilmis, anksiyete  semptomlarini
gbzlemleyen, somatik, biligsel ve duygulanim alt dlgekleri
bulunan, bireyin kendisinin doldurdugu otuz maddelik bir
olcektir. Olgegin orijinalinde toplam puani ilk 25 maddeye
dayanir. ilave 5 madde (26.-30. Maddeler arasi)
klinisyenlerin kayginin alanini belirlemek icin kullandig
maddelerdir. Bu maddeler bu Ol¢cegin ve alt dlceklerin
toplam puanina dahil edilemez (24). Turkce forma Segal,
Sanal-Karahan, Hamarta ve Karahan (25) ve Sanal-Karahan,
Hamarta, Karahan (26, 27) tarafindan cevrilen 6l¢ek toplam
28 madde olusmaktadir. ilk 23 madde puanlanabilir
maddelerdir. Her bir madde 0 ile 3 arasi bir puan
almaktadir. 24.-28. Maddeler arasi klinisyenlerin kayginin
alanini belirlemek igin kullandigi maddelerdir. Bu maddeler
bu 6lcegin ve alt dlgeklerin toplam puanina dahil edilemez.
Ters puanlama yoktur. 41U likert tipi dlcektir. Asla -0, Bazen-
1, ¢ogu zaman-2, her zaman-3; toplam puan:1-23
maddelerin toplamidir. Maddelere verilen cevaplarin
puanlarin  toplamidir.  Somatik (fiziksel) alt dlcegi-
1,6,7,15,19,20,21 (9 madde); bilissel alt  0dlcegi
2,3,10,14,16,17,22,23 (8 madde); duygu durum alt Olcegi-
4,589,11,12,13,18 (8 madde) . Katihmclara gecen hafta
boyunca her bir semptomu ne kadar siklikta yasadiklar
sorulur. Toplam puan 0-75 arasinda degismektedir. Yiksek

puan yuksek duzeyde anksiyeteye isaret eder.

Nottingham Saglik Profili

Kisinin algiladigl saglik problemlerini ve bu problemlerin
normal gunluk aktiviteleri etkileme duzeyini 6l¢en bir genel
yasam kalitesi anketidir. Tirkge formu Durademir-Badir
tarafindan uyarlanan anket, 38 maddeden olusur ve saghk
statusu ile ilgili altt boyutu degerlendirir (28): Enerji (3
madde), agri (8 madde), emosyonel reaksiyonlar (9 madde),
uyku (5 madde), sosyal izolasyon (5 madde) ve fiziksel
aktivite (8 madde). Sorulara evet veya hayir seklinde cevap
verilir. Her bir bolime 0-100 arasi puanlama yapilr. 0 en iyi

saghk durumunu, 100 en kétl saghk durumunu gosterir.

Verilerin Analizleri

Kronik hastaligi ve kronik ila¢ kullanimi olan geriatrik
bireyler ile kronik hastaligi olmayan geriatrik bireylerin
6lum kaygisi ve geriatrik anksiyeteleri arasinda anlamli
diizeyde farkin olup olmadig t testi ile test edilmistir. Olim
kaygisi ve geriatrik anksiyete puanlari arasinda anlamli

dizeyde iliski olup olmadigina Pearson momentler carpim

korelasyon katsayisi teknigi ile bakilmistir. Veriler analiz

edilirken SPSS for Windows 11.0 programi kullanilmistir.

BULGULAR

Kronik hastaligl olan olgularin ortalama yasi 70,34+4.92 iken
kontrol grubunda ortalama yas 71,42+5,08 idi. Her iki
grupta da olgularin %30 (n=9)u kadin idi. Gruplarin
demografik bilgileri Tablo 1" de verilmistir. Gruplar arasinda
yas, cinsiyet, vlicut kitle indeksi, egitim duzeyi ve medeni
durum acisindan istatistiksel olarak anlaml bir fark yoktu
(Tablo 1).

Tablo 1. Calisma ve kontrol grubundaki hastalarin ézellikleri

Calisma grubu Kontrol grubu p
n:30 n:30
Cinsiyet n(%) 0.451
Kadin 9 9
Erkek 21 21
Yas Ort+SS 70.34£4.92 71.4215.08 0.219
VKI(kg/m?) Ort+SS 29.47+6.87 27.84+7.59 0.761
Egitim (%) 0.278
Okuryazar degil 5(%) 6(%)
Okuryazar 21(%) 21(%)
Lise ve Gzeri egitim 4(%) 3(%)
Medeni durum
Evli 22 (%) 21 (%)
Bekar/Dul 8 (%) 9 (%)
Yardimci cihaz 20 (%) 19(%) 0.309
(gorme)
Yardimci cihaz 4 (%) 4 (%) 0.547
(duyma)
Yardimci cihaz 6 (%) 7 (%) 0.254
(yUrime)

Kronik hastaligi olan ve surekli ilag kullanan geriatrik
bireylerde OKO ve GAO puanlari istatistiksel olarak kronik
hastaligl olmayan ve ila¢ kullanmayan geriatrik bireylerin
OKO ve GAO puanlarindan daha yiiksek diizeyde bulundu
(sirasiyla p degerleri: p=0.021, p=0.017). Toplam NSP puani
kronik hastaligi olan ve surekli ilag kullanan geriatrik
bireylerde 187,45+114,51 iken kronik hastaligi olmayan ve
ilac kullanmayan geriatrik bireylerde ise 111,59+81,74
olarak belirlenmistir (p=0.001) (Tablo 2). Ayrica kronik
hastaligl olan ve surekli ila¢ kullanan geriatrik bireylerde
kronik hastalik sayisi ve kullanilan ilag sayisi ile OKO ve GAO
puanlari arasinda dogrusal bir iliski bulunmustur (sirasiyla r

=0.87, r = 0.81) (Grafik 1).

Tablo 2. Calisma ve kontrol grubundaki hastalarin 6lim
kaygisi, anksiyete ve saglik profili verileri

Calisma grubu Kontrol grubu p
(n:30) (n:30)

Olum Kaygisi Olcegi 62.03£17.2 17.05£5.31 0.021
Ort+SS

Geriatrik Anksiyete 48.54+15.34 10.74+6.57 0.017
Olgegi Ort+SS
Nottingham Saglik
Profili Ort+SS

Enerji 54.52+16.34 39.11+£13.90 0.001

Agri 31.64£11.02 12.91+6.05 0.001
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Emosyonel 19.33£9.71 10.17+4.21 0.001
reaksiyonlar

Uyku 34.95£10.22 22.37+8.76 0.027

Sosyal izolasyon 25.47+9.00 16.01+6.51 0.029

Fiziksel aktivite 21.54+8.98 11.02+4.01 0.012

Toplam 187.45+£114.51 111.59481.74 0.001

Grafik 1. Calisma grubundaki hastalar icin kullanilan ilag
sayisi ile 6liim korkusu dtizeyleri arasindaki iliski. (r=0.87)
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Yasla birlikte, Kardiyovaskdler, solunum, gastrointestinal,
Uriner, hematopoetik, endokrin, kas-iskelet, sinir sisteminde
ve deride degisiklikler, gérme ve isitme duyularinda azalma
olur (29). Bu degisikler ve kronik hastaliklar psikolojik
sorunlari da beraberinde getirir. Yash bireylerin ¢ogu
O0lmeye hazir degilken ayni zamanda “6lumun kaginiimaz
olmasi” gercegi ile de yuzlesmek durumundadir (29). Olim
kaygisina neden olan 6limden ¢ok, 6lumle ilgili duygular,
6lume verilen anlamdir.  Olimin  deneyimlenemez
olmasindan kaynaklanan bilgisizlik, varhgni varligina
bagladigl her seyden kopus, ¢ldikten sonra ne olacagina
dair belirsizlik, 6lum aninda aci ¢ekme, mezarda ¢lrime,
bedensel dagilma, bozulma ve yok olma gibi korkular 6lGm
kaygisinin  temelinde yatan asil  korkular  olarak
tanimlayabiliriz (30; 29). Yaslilarda 6lum kaygisinin saglik
durumu (31) ile yakindan iliskili olduklari goérilmektedir.
Sayin- Kasar ve arkadaslarinin yaptigl bir calismada 6lum
kaygisi ile kronik hastalik arasinda anlamli bir fark
bulunamamisken bizim calismamizda sonug¢ tam tersini
gostermistir (32). Kronik hastahgl ve coklu ilag kullanimi
olan yash bireyler ile kronik hastaligi olmayan yasl
bireylerin OKO, GAO ve NSP degerlendirmelerinde anlamli
farklarin bulundugunu gosterilmistir. Yapilan calismalarda
hastalarda kronik hastaliklarin bulunmasinin her zaman
olum kaygisini attirmadigr 6ngérulmektedir (32). Ancak

calismamizin  sonuglari fakli bir tablo gdéstermektedir.

Calismamizda en az U¢ kronik hastaligi olan hastalarda
artmis OKO ve GAO puanlari, yasllarda cok sayida kronik
hastalik varhginin saglkla ilgili yasam kalitesini azaltacak
dlizeyde olUm kaygisi ve anksiyete ile birlikteligini

gostermektedir.

Yasli bireylerin ila¢ tedavisine uyumunu saglamak icin
kognitif durumun degerlendirilmesi, tedavinin yararina ikna
edilmesi  ve ilaglar konusunda egitim  verilmesi
gerekmektedir (33; 34). Saghkhh bir yasam tarzinin
olusturulmasi, hareket ve denge bozukluklarinin énlenmesi,
sik goérilen hastaliklarin erken saptanip ilagla dnlenmesi ve
de coklu ilag tedavilerinden mumkin oldugunca kaginilmasi
gibi mudahaleler ile yaslilarin yasam kaliteleri artirilabilir
(35).Yaslilarin 6lum sureciyle ilgili ne kadar ¢ok bilgisi olursa
olumu, o kadar kolay anlarlar. Anlamak yaslinin hem
korkuyu yenmesini ve kayginin 6nlenmesini, hem de dlim
kabullenmesini saglar. Yasllik déneminin en o6nemli
sorunlarindan olan ve yashnin yasamini olumsuz
etkileyerek yasam kalitesini azaltan 6lim kaygisi konusunda
yaslilar egitilmelidir. Yasllik dénemi sorunlari ile bas
edebilmenin yollar ve yashlikta genel saglk sorunlari ile
ilgili bilgilendirilmelidir. Ayrica yaslilarin bos zamanlarini
degerlendirebilmeleri icin farkli ugraslar gelistirilmeli ve
aktif katilimlari saglanmalidir. Yashlari yasama baglayacak
gezilerin duzenlenmesi, yakinlari ile iletisimlerini saglayacak
sekilde ziyaretlerin siklastiriimasi ve onlara yonelik eglence
programlarinin veya el sanatlari ile ilgili aktivitelerin
gerceklestirilmesi gerekmektedir. En 6nemlisi de yasamin
her seye deger oldugu ve her doéneminin gerektirdigi
sekilde en guzel bigimde yasanmasi gerektigi ifade
edilmelidir. Tim bunlar vyashhkta 6lim kaygisinin
azalmasina ve bireyin daha aktif bir yashhk dénemi

gecirmesine katki saglayacaktir (36).

Bu yazi 8. Akademik Geriatri Kongresi, 16-19 Nisan 2015,
Antalya Turkiye, S6zLi Bildiri olarak sunulmustur.

Yazarlar arasinda gikar catismasi yoktur.

The author declares no conflict of interest.

Finansal Destek: yoktur / Funding : none

doi: https.//dx.doi.org/10.33713/egetbd.463608

KAYNAKLAR

1. www.tuik.gov.tr/PdfGetir.do?id=24644 (indirilme ve alinti
yapilan tarih: 25.01.2018)

2. Arslan GG, Eser I. Yaglilarin kendi kendine ila¢ kullanimina

12



Aegean J Med Sci
2019;1:08-13

Karahan ve Hamarta
Geriatrik Olgularda Polifarmasi

uyumu ve hemsirenin roli. Ege Universitesi Hemsirelik
Yuksekokulu Dergisi 2005; 21:147-57.

3. Bilir N, Paksoy NS. Bulasici olmayan hastaliklarin kontroli ve
yaslilik sorunlari, icinde Halk Sagligi Temel Bilgiler. Hacettepe
Universitesi Yayini, 2006 s1019-1044.

4. Unsal A, Demir G, Coban-Ozkan A, Gurol Arslan G 2011.
Huzurevindeki yaslilarda kronik hastalik sikhgr ve ilag
kullanimlari. ADU Tip Fakdiltesi Dergisi 2011; 12(3): 5-10.

5. Gulbayrak C, Agik Y, Oguzdncul AF, Deveci SE, Ozan AT.
Yenimahalle egitim arastirma saglk ocagina basvuran
yashlardaki kronik hastaliklarin sikligi ve maliyeti. Eurasion |
Medicine, 2003; 35:7-12.

6. Kutsal YG. Yaslilarda ¢oklu ilag kullanimi. Turk J Geriatr 2006;
9: 37-44.

7. Dolu iG; Bilgili N: Ankara'da yasayan bir grup yasli bireyde ilag
kullanim uygulamalari ve ilag bilgi dizeylerinin belirlenmesi.
TAF Preventive Mecdicine Bulletin, 2010; 9:37-44.

8. Arslan §, Atalay A, Kutsal YG. Yaslilarda ilag tuketimi, Turk J.
Geriatr 2000; 3: 56-60.

9. Hovstadius B, Petersson G. Factors leading to excessive
polypharmacy. Clin Geriatr Med 2012;28(2):59-72.

10. Kerry, Z. Yasllarda Dogru ila¢c Kullanimi. Ege tip dergisi,
2015, 54: eksay1:62-73.

11. Karahan YA, Basaran A, Ordahan B, ve ark. Osteropoz
hastalarinda ¢oklu ilag kullanimi.  Turk ] Osteoporos
2015;21(1):5-9.

12. Akicr A. Akilar ilag kullanimi ilkeleri dogrultusunda yaslilarda
recete yazma ve Turkiye'de yashlarda ilag kullaniminin boyutlari.
Turkish J Geriatrics 2006;9(Supplement):19-27.

13. Onar E, Kapucu S. Yashlarda Coklu ilag Kullanimi:
Polifarmasi. Akat Geriatri 2011;3:22-28.

14. Esengen S, Seckin U, Borman P, Bodur H, Kutsal YG, Yiicel M.
Huzur evinde yasayan bir grup yash da fonksiyonel- kognitif
degerlendirme ve ilag kullanimi. Turk J Geriatr 2000;3:6-10.

15. Barre E, Bisseux |, Chiadmi F, Toledano A, Cisternino S,
Schlatter J, Champault G, Ratiney R, Fontan JE. Drug interactions
in an elderly population. Prospective assessment of thier
frequency and seriousness among 56 patients. Presse Med
2005; 34:837-41.

16. Goéger S, Gunay O, Polat T, Ulutabanca RO, incedal-Sonkaya
Z. Polypharmacy and associated factors in people living in a
nursing home in Kayseri Turkey. Medicine Science 2017; 6(4):
646-52.

17. Bilir N. Degisen Saglk Oruntilerinde Halk Saghg
Cahsanlarinin RolG: Kronik Hastaliklar ve Yashhk Sorunlar.
TOPLUM HEKIMLIGI BULTENI, 2006;25(3):1-6.

18. Ayten A. Universite Ogrencilerinde Olim Kaygisi: Turk ve
Urdiinla Ogrenciler Uzerine Karsilagtirmali Bir Arastirma. Din
bilimleri Akademik Arastirma Dergisi, IX, 2009, say: 4 85-108.

19. Ustliner Top F, Sara¢ A, Yasar G. Huzurevinde Yasayan
Bireylerde Depresyon Diizeyi, Olim Kaygisi ve Gunlik Yasam
i§levlerinin Belirlenmesi Klinik Psikiyatri; 2010,13:14-22

20. Karakus G, Oztiirk Z, Tamam L. Olum ve Olim Kaygisi. Arsiv
Kaynak Tarama Dergisi (Archives Medical Review Journal); 2012,
21(1):42-79.

21. Turkgapar H. Anksiyete Bozuklugu ve Depresyonun Tanisal
iliskileri. Klinik Psikiyatri; 2004; Ek 4:12-16.

22. Sanal- Karahan F. Universite égrencilerinde ¢6zim odakli
distinmenin depresyon, anksiyete, stres ve psikolojik iyi olus ile
iliskisi. Yayimlanmamis Doktora Tezi. Necmettin Erbakan
Universitesi, Egitim Bilimleri ABD, Rehberlik ve Psikolojik
Danismanlik Bilim Dali, 2016, Konya.

23. Sarikaya Y, Baloglu M. The development and psychometric
properties of the Turkish Death Anxiety Scale (TDAS). Death
Studies, 2016, 40(7), 419-431.

24. Segal DL, June A, Payne M, Coolidge, FL, Yochim B.
Development and initial validation of a self-report assessment
tool for anxiety amaong older adults: The geriatric anxiety scale.
Journal of anxiety disorders, 2010, 24, 709-714.

25. Segal DL, Sanal-Karahan F, Hamarta E, Karahan AY. The
Turkish Adaptation and Psychometric Properties of the Geriatric
Anxiety Scale. 67. Annual Meeting of The Gerontological Society
of America, The Gerontologist 2014; 54(52): P167.

26. Sanal-Karahan F, Hamarta E, Karahan AY. Geriatrik
Anksiyete Olcegi'nin  Tirkce Uyarlamasi ve Psikometrik
Ozellikleri. 7. Akademik Geriatri Kongresi, Antalya, 28-31 Mayis
2014, Bildiri Ozet Kitapgigi s. 170, P-06.

27. Sanal-Karahan F, Hamarta E, Karahan AY. The Turkish
Adaptation and Psychometric Properties of the Geriatric Anxiety
Scale. Mental lliness, 2018: 10:1-5.

28. Durademir- Badir A. Kronik kalp yetmezlikli hastalarin
yasam kaliteleri ve 6z-bakim davraniglari (Doktora tezi). istanbul
Universitesi Saglik Bilimleri Enstitiist, istanbul, 1998.

29. Kagan-Softa H, Ugukoglu H, Ulas-Karaahmetoglu G, Esen D.
Yashlarda o©lum kaygisi duzeyini etkileyen bazi faktorlerin
incelenmesi. Yasl Sorunlari Aras. dergisi,2013;(1-2): 67-79.

30. Oztiirk, ZK. Yash Bireylerde Olim Kaygisi, Uzmanlik Tezi,
Cukurova Universitesi, Adana, 2010.

31. Bilir N. Yaslanan Toplum icinde. (Ed: Gékge-Kutsal Y.) Saglikli
ve basarill yaslanma. Hacettepe Universitesi Hastaneleri
Basimevi, Ankara, 2004, s:1-9.

32. Sayin-Kasar K, Karaman E, Sahin DS, Yildirm Y, Aykar FS.
Yagh Bireylerin Yasadiklari Olim Kaygisi ile Yasam Kalitesi
Arasindaki iligki, 2016;5 (2); 48-55.

33. Ozer UHE, Ozdemir OGDL. Yash Bireyde Akilci ila¢ Kullanimi
ve Hemsirenin  Sorumluluklari.  Hacettepe  Universitesi
Hemsirelik Fakultesi Dergisi, 2009, 16(2), 042-051.

34. Dedeli O, Karadakovan A. Yasl bireylerde ila¢ kullanimi,
tamamlayici ve alternatif tedavi uygulamalarinin incelenmesi.
Spatula DD, 2011, 1(1), 23-32.

35. Yesil Y, Cankurtaran M, Kuyumcu ME. Polifarmasi. Klinik
Gelisim, 2012, 25(3), 18-23.

36. Arpaci F, Avdas E, Dogrudz O, Saridogan T. Yashlarda 6lim
kaygisinin incelenmesi. Yaslh Sorunlari Arastirma Dergisi, 2011,
4(1-2), 53-66..

13



Orrijinal Arastirma / Original Investigation
Aegean J Med Sci 2019;1:14-18

Yogun Bakim Unitesinde Akut Intoksikasyon Vakalarinin Incelenmesi
Analysis of Acute Intoxication Cases in Intensive Care Unit
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OZ€eT

AMAC: Bu calismada, periferde yer alan yeni kurulan eriskin yogun bakim iinitesinde (YBU) bir yil icerisinde takip edilen
zehirlenme vakalarinin demografik ve etiyolojik ézelliklerini, yogun bakim kalis siirelerini retrospektif olarak sunmayi amagladik
GEREC VE YONTEM: Calismamizda 1 Ocak 2017- 31 Aralik 2017 tarihleri arasinda YBU’ ye kabul edilen 44 akut zehirlenme
olgusunun yas, cinsiyet dagilimlari, zehirlenme nedenleri, komplikasyonlari, yogun bakim- hastane kalis siireleri ve sag kalim
durumlari retrospektif olarak degerlendirildi.

BULGULAR: On besi erkek, 44 eriskin hasta geriye ddniik olarak degerlendirildi. Hastalarin yas ortalamasi 28,07%10,2 yil idi.
Hastalarin %84’ niin intihar amacli ilag ve/veya kimyasal madde aldiklari, %13,6” sinin yanlislikla veya kaza sonucu, 1 hastanin
ise asirt alima bagli maruziyetinin oldugu saptandi. Hastalarin %59,1° i medikal ilag intoksikasyonu, %11,4’ i tarim ilaci, %9,1’i
fare zehiri gibi nedenlerden dolayi akut intoksikasyon tarusi ile YBU'ye kabul edildi. Uc hastada (%6,8) karaciger fonksiyon
testlerinde artis ve nérolojik tutulum, 1 hastada ise koagiilopati saptandi. Vakalarin YBU’ de ortalama yatis siiresi 2,5%0,95 giindii.
intoksikasyona bagli éliim gozlenmedi.

SONUC: Akut intoksikasyon vakalari ciddi bir klinik tablo olusturabilecedi icin YBU’ de takip edilmesi gereken hasta grubudur. Bu
hastalarda zehirlenmeye neden olabilecek ila¢c ve maddeler en kisa stirede saptanmali, olusabilecek yan etkilere karsi dikkatli
olunmali ve hizlica tedaviye baslanmalidir.

Anahtar Kelimeler: intoksikasyon, yogun bakim, mortalite

ABSTRACT

OBJECTIVE: In this study, we aimed to present retrospectively demographic and etiological features, length of intensive care unit
(ICU) stay of poisoning cases followed in one year at ICU newly established in a rural city.

MATERIALS AND METHODS: Forty-four intoxicated patients who were admitted to the ICU between January 1, 2017 and
December 31, 2017 were analyzed retrospectively. The patients were evaluated for age, gender, drug or substance that causes
intoxication, complications, length of ICU stay and hospitalization and mortality.

RESULTS: Total of 44 as 15 male, patients were examined. The mean age was 28.07+10.2 years. 84% of the cases admitted in ICU
were attempted suicide, 13.6% of them were accidental intoxication cases and 1 patient was exposed to excessive intake. 59.1%
of the patients were intoxicated with medicine, 11.4% with insecticides, 9.1% with rat poison. We observed elevation in liver
function tests and neurological involvement in three patients (6.8%) and coagulopathy in 1 patient. The mean number of days in
ICU was 2.5%0.95 days. There was no mortality due to intoxication.

CONCLUSION: Acute intoxication is a serious clinical condition, thus cases with acute intoxication should be followed in the ICU.
In these patients, drugs and substances that may cause toxicities should be detected as soon as possible, medical care should be
taken against possible side effects and treatment should be started quickly.

Key Words: intoxication, intensive care, mortality

GiRiS suikastlerden modern dénemde gorulen cevre sagligina
“Zehir" sézciigu literattrde ilk kez M.O. 1230 yilinda 8limcl kadar yizyllar boyu insanligin tarihinde &nemli rol
maddelerden hazirlanan ilag ve iksir olarak tanimlanmustir. oynamistir (1).

Ancak, zehir ve zehirlenmenin tarihgesi binlerce yil éncesine Zehirlenmeler, intihar amacli ilac ya da madde alinmasi,
dayanmaktadir. Roma doneminde meydana gelen siyasi farkinda olmadan ylksek dozda ilag kullanimasi ya da
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istenmeyen ilag reaksiyonlari olarak ortaya cikabilmektedir.
Zehirlenmeler; alinan ilag¢/maddeye, hastaneye basvuru
sliresine bagh olarak ciddi sonuglar dogurabilmektedir.
ilaclara bagh meydana gelen zehirlenmelerde mortalite
daha dusuk iken, intihar amaciyla alinan pestisitlerde
mortalite artmaktadir. Diinya Saglik Orgiti'ne gére her yil
cesitli zehir maddelerinin alimi ile 300 bin kisinin 6ldUgu
tahmin edilmektedir (2).

Zehirlenme olgularinin sikliginda son yillarda dramatik artis
gorulmektedir  (3). Ulkemizde acil servise basvuran
zehirlenme olgularinin sayisinin, tim olgularin  %0.46-
1.57'sini olusturdugu bilinmektedir (4). Acil servise basvuran
bu hastalardan bir kisminin takip ve tedavisi yogun bakim
Unitelerinde (YBU) yapilmaktadir. Yogun bakim (niteleri
yataklarinin  %5-14 kadari zehirlenme olgulari icin
kullanilmaktadir (5).

Calismamizda, periferde yer alan bir egitim ve arastirma
hastanesinde yeni kurulan eriskin yogun bakim Unitesi
tarafindan bir yil icinde takip edilen zehirlenme olgularinin;
demografik 0Ozellikleri, intoksikasyon nedeni ve prognozu
acisindan retrospektif olarak degerlendirilmesi

amagclanmistir.

GEREC VE YONTEM

01 Ocak 2017-31 Aralik 2017 tarihleri arasinda egitim ve
arastirma hastanesi eriskin YBU' de takip ve tedavisini
yaptigimiz 44 (15 erkek, 29 kadin) hastanin kayit ve
dosyalari geriye donUk olarak incelendi. Hastalarin birinci
derece yakinlarindan bilgilendirilmis yazi onam alindi.
Hastalar yas, cinsiyet, zehirlenmeye neden olan ilag veya
madde, maruz kalma sekli (intihar, kaza veya asiri kullanim),
Akut Fizyoloji ve Kronik Saglik Degerlendirmesi (APACHE 1),
Glasgow Koma Skalasi (GKS) skorlar, psikiyatrik
hastaliklarinin olup olmadigi, yogun bakimda ve hastanede
yattig  gln sayisi, olusan komplikasyonlar, organ
tutulumlari, prognoz ve mortalite acisindan degerlendirildi.
Karaciger fonksiyon testlerinde 2 kat ve uzeri artis
saptanmasi karaciger organ tutulumu, ensefalopati ve/veya
epileptik nébet gérilmesi norolojik tutulum ve International
Normalized Ratio (INR) dizeyinin = 1,5 olmasi koagulopati
olarak degerlendirildi.

Verilerin analizi Statistical Package for Social Science (SPSS)
25.0 paket programinda yapildi. Veriler sayi (n), yizde (%)

veya ortalama + standart sapma (SS) biciminde sunuldu.

BULGULAR

Hastalarin demografik verileri, yogun bakimda-hastanede
yatis sUreleri ve yogun bakimdan ¢ikis durumlari Tablo 1 ve
2'de gosterilmistir. intoksikasyona neden olan etkenlerin
dagihmi Grafik-1" de sunulmustur. Hastalarin %84’ iGnun
intihar amach ilag ve/veya kimyasal madde aldiklari, %13,6'
sinin yanhslikla veya kaza sonucu, 1 hastada ise asiri alima
bagl maruziyet oldugu saptandi. Hastalarin %90,9" u
Psikiyatri boluma ile konsulte edildi, bu hastalarin %34,1
inde psikiyatrik hastalik, %13,6' sinda intihar amacli benzer
girisim oldugu saptandi. Acil serviste hastalarin %77,3" Gine
(n: 34 hasta) gastrik lavaj yapilip %86,4' Gne (n:38 hasta)
aktif kdmur uygulandi. YBU' de takibinde 2 hastaya antidot
(N- asetil sistein) uygulamasi yapildi. Hicbir hastanin
mekanik ventilator ve inotrop- vazopressor ihtiyaci olmadi.
Bir olguda madde bagimliligi ve karaciger yetmezligi nedeni
ile sevk planlanirken hasta kendi istegiyle yogun bakimdan
ayrildi.  intoksikasyon nedeni ile gorilen sistemik
tutulumlarin ~ dagilimi Tablo-3' de  gosterilmistir.
intoksikasyonlara en cok medikal ilaglardan
antidepresanlarin (%22,7) neden oldugu saptandi. Bu grup
icinde, en sik sitalopram turindn (%30) kullanimina bagl
intoksikasyon gozlendi (Grafik-2, Tablo-4). intoksikasyona

bagh 6lum gorulmedi.

Tablo-1. Demografik veriler ve YBU- hastane kalis siireleri

Minimum Maksimum OrtalamazSD
Yas (yil) 18 63 28,07+£10,2
GKS 13 15 14,8+0,5
APACHE Il 5 9 5,8+1,3
YBU yatis gind (giin) 1 6 2,5+0,95
Hastane yatis gund 1 10 3,641,8
(gdn)

GKS: Glaskow Koma Skalas, APACHE-Il: Akut Fizyoloji ve Kronik Saglk
Degerlendirmesi, YBU: Yogun Bakim Unitesi, SD: Standart deviasyon

Tablo 2. Cinsiyet dagilimi ve yogun bakim sonuglari

Cinsiyet Sayi (n) Yuzde (%)
Erkek 15 341

Kadin 29 65,9
Yogun Bakim Sonucu

Servise nakil 30 68,2

YBU den taburcu 10 22,7
Kendi istegiyle ayrilis 4 9,1

ileri merkeze sevk 0 0

YBU: Yogun bakim Unitesi

Tablo 3. Sistemik komplikasyonlarin dagilimi

Organ tutulumu Sayi (n) Yizde (%)
Solunum yetmezligi 0 0
Karaciger yetmezligi 3 6,8

Akut bébrek yetmezIigi 0 0
Nérolojik tutulum 3 6,8
Kardiyak tutulum 0 0
Koagulopati 1 2,3
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Tablo 4. Antidepresan tirtii ilaclarin dagilimi

Antidepresan tipi Sayi (n) Yiizde (%)
Sitalopram 3 30
Amitriptilin 2 20
Trazodone 1 10
Duloksetin 2 20
Fluoksetin 1 10
Trisiklik antidepresan 1 10

Grafik 1. intoksikasyona neden olan etkenlerin dagilimi

B Medikal ilaglar

H Tarim ilacl

Fare zehiri

Protein tozu

B Karbonmonoksit

Grafik 2. Zehirlenmeye neden olan medikal ilaclarin dagilimi
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TARTISMA

GCalismamizda intihar amagh zehirlenme orani %84 olarak
literatrle uyumlu bulunmustur. Yapilan diger calismalarda
da intihar amagh zehirlenmelerin toplam zehirlenmelere

orani yiksek bulunmustur (6-11).

Toksik madde intihar amaciyla alinabilecegi gibi kaza
sonucu da maruz kalinabilir. Lee ve arkadaslarinin
calismasinda, intihar nedenli intoksikasyonlarin tum
intoksikasyonlara orani  %66,1dir (12). Calismamizda
olgularin %13,6' sinin yanhslkla veya kaza sonucu, 1

hastada ise asirt alima bagh maruziyetin oldugu saptandi.

GCalismamizda zehirlenme olgulari kadinlarda (%65,9) fazla
goérulmektedir. Literatlrde yer alan calismalarda da kadin
sayisi daha fazla saptanmistir (8, 9, 10). Calismamizda yas
ortalamasi (28,07) literatiire benzer sekilde bulundu. Ozayar
ve arkadaslarinin calismasinda yas ortalamasi 27,9 ve
kadinlarin orani % 70,4 olarak saptanmistir (8). Bir diger
calismada yas ortalamasi 27,45 ve kadinlarin orani %65,9
olarak verilmistir (13). Dagl ve ark. tarafindan yas
ortalamasi 27,56 iken kadinlarin orani %72,4 bulunmustur

(11).

Farkli  Ulkelerde  zehirlenme  etkenleri  degisiklik
gosterebilmekle beraber siklikla medikal ila¢ kullanimina
baghdir (14). Ulkemizde siklikla antidepresanlar ve
analjezikler zehirlenmede ilk siradadir (8-11). Calismamizda
da zehirlenme nedeni olarak en sik medikal ilaglar (%59,1)
ve bu grup icinde en sik antidepresanlar (%22,7) bulundu.
Ozdemir ve arkadaslarinin calismasinda da antidepresan
grubu (%34,7) yuksek orana sahipti (6). Kése ve arkadaslari
tarafindan da benzer oran (%35,3) bulunmustur (9).
Zehirlenme vakalarinda bu oranin yiksek olmasi tlkemizde
analjezik - antiinflamatuvar ajanlar ile antidepresanlarin
recetesiz ve yaygin kullanimi sonucunda daha kolay
ulasilabilir ~ olmalart  nedeniyledir. Ayrica; hastalarin
psikiyatrik ~ sorunlari  nedeniyle  antipsikotik  veya
antidepresan ilag kullanimlarinin olmasinin, intihar girisimi
amaciyla bu ilaglari  kullanmalarini - midmkin  kildigi

kanisindayiz.

Dianat ve arkadasinin yaptigl calismada karbon
monoksitten zehirlenen 1005 vakada 6ldirict olmayan
semptomlarin  gordldugu, 90 vakanin ise oldUgu
bildirilmistir.  Karbon  monoksit zehirlenmeleri  tim
zehirlenme vakalarinin %17,6'sini teskil etmektedir (15).
Literatlrde, Yilmaz ve ark. (16) tarafindan %9, Akkose ve
ark. (4) tarafindan %6,9, Yagan ve ark. (17) tarafindan
%19,25 olarak belirtilirken bizim ¢alismamizda bu oran %4,5
olarak bulunmustur. Olgularda hafif zehirlenme bulgulari

olup oksijen tedavisi sonrasi taburcu edildi.

Ulkemizde tarim ilaclarinin bilingsiz kullanimi pestisitlerle
zehirlenmenin sk goérilmesine neden olmaktadir (3).
Calismamizda 5 olguda tarim ilaci, 4 olguda fare zehiri ve 2
olguda hayvansal zehir ile zehirlenme saptandi. Ozayar ve
arkadaslarinin calismasinda 108 intoksikasyon vakasindan
3'0 (%2,7), diger bir caismada %0.64, bir digerinde %3,2'si

ve baska bir calismada da % 1,15’ i organofosfat nedenlidir
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(8, 11, 4, 17). Calismamizda, tarim ilaci icen olgularda maruz
kalinan dozun az olmasi nedeniyle mortalite gdzlenmedigini

dustinmekteyiz.

Calismamizda hastalarin %34,1" inde psikiyatrik hastalik,
%713,6'sinda suisid amach benzer girisim oldugu saptandi.
Kbése ve arkadaslarinin ¢alismasinda da olgularin %35,3
inin o6zgecmisinde psikiyatrik hastalik saptanmis (9).
intihar olasiigl yiksek olan hastalarin, daha énce yapilan
psikiyatrik degerlendirme esnasinda psikiyatri uzmanlari
tarafindan tespit edilip ila¢ tedavisine dikkat edilmesi

gerektigini dustnUyoruz.

Antidotlar, ciddi zehirlenmeler sonucu meydana gelen
hastalik ve 6lum oranini azaltmalari nedeni ile hayati
Oneme sahiptir. Lokal bir antidot olan aktif kdmur en sik
kullanilan antidottur. Yogun bakimimiza kabul edilen
olgularin %86,4' Une aktif kdmur uygulamasi yapilmistir.
Parasetamol zehirlenmesi olan 2 olguya da N-asetilsistein
verildi. Ozayar ve arkadaslari tarafindan 108 hastanin

100'Gne aktif kdmdur uygulamasi yapilmistir (8).

Calismamizda, olgularin %68,2" si servise devir edilirken
%22,7" si taburcu edildi ve %9,1" i kendi istegiyle yazil
onamlari  alinarak  hastaneden ayrildi. Dagh ve
arkadaslarinin  calismasinda hastalarin  %64,4'G  servise
devredilmis, %33,3'U saglikli olarak taburcu edilmistir (11).

Verilerimiz literattrle uyumlu bulunmustur.

Calismamizda hastalarin yogun bakimda kalis streleri
ortalama 2,5+0,95 giindii. Bu stire, Ozdemir ve arkadaslari
tarafindan 4,6 giin, Ozayar ve arkadaslar tarafindan 2,7 giin
ve Duran ve ark. tarafindan 2,02 giin olarak bulundu (6, 8,

10). Ortalama yatis glind sayimiz literattrle uyumluydu.

Calismamizda zehirlenmeye bagli hi¢ 6lim gdzlenmedi. Tas
ve ark. 'nin (18) calismasinda da calismamizla benzer sekilde
mortalite orani sifirdi. Bu oran, Ozayar ve ark. nin (8)
calismasinda % 0,92, Yagan ve ark.’nin (17) calismasinda
%0,31, Akkose ve ark. (4) tarafindan %10 olarak
bildirilmistir. Calismamizdaki oranlarin dusik olmasinin
nedeninin, genel durumu koétu olan intoksikasyon
olgularinin  Universite  hastanesine  basvurmasindan

kaynaklandigini distinmekteyiz.

Calismanin retrospektif olmasi, hastalarin aldiklari ilag
dozlarinin net belirlenememis olmasi, c¢alismaya dahil
edilen hasta sayisinin az olmasi ¢alismanin baslica

kisitliliklaridir.

SONUC:

Calismamizda elde edilen verilere gore, diger calismalara
benzer ve intoksikasyon ile ilgili literatlr bilgilerine uygun
olarak, vakalarin ¢ogunlugunu kadinlarin olusturdugunu,
medikal ilag ile zehirlenmenin en yaygin zehirlenme tird
oldugu ve antidepresan ve analjezik grubunun ila¢ grubu
icinde ilk iki sirada yer aldigi sonucuna variimistir.
Zehirlenmeler 6nemli bir toplum saghg sorunudur.
Gereginden fazla ilag recete edilmesi ve ilaglarin hastalar
tarafindan  kolaylikla ~ temin edilmesi tum  saghk

calisanlarinin sorgulamasi gereken bir durumdur.
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Axillary Nerve Involvement in Hemiplegia
Hemiplejide Aksiller Sinir Tutulumu
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Ozer

AMAC: Hemiplejik omuz subluksasyonuna bagli brakiyal pleksus ve periferik sinir hasari gériilebilir. Calismamizda omuz
subluksasyonu ile aksiler sinir hasari arasindaki iliskiyi arastirmayr amacladik

GEREC VE YONTEM: Calismaya, inmeli 60 hasta alindi. Brunnstrom Skalasi ve Ashworth Skalasi sirasiyla motor ve kas tonusunu
degerlendirmek icin kullanildi. Fonksiyonel degerlendirme Fugl-Meyer Olcegi ve inme Bozuklugu Dederlendirme Seti ile yapildi.
On-arka omuz grafisinde omuz subluksasyonunu derecelendirmek icin Van Langenberghe yéntemi kullanildi. Normal ve
hemiplejik taraflarin aksiller sinir hasari elektromiyografi kullanilarak aragstirildi.

BULGULAR: Hemiplejik tarafin aksiller sinir latansi (4.2 = 0.75 msn), normal taraf latansi (3.7* 0,7 msn)' na kiyasla uzamis tespit
edildi. Bulgular istatistiksel olarak anlamliydi (p<0.001)..

SONUC: Omuz subluksasyonu olan hastalarda periferik sinirler ve brakiyal pleksus gibi aksiller sinir de hasar gérebilir. Omuz
subluksasyonu ve ek aksiller sinir hasarinin tespiti, uygun bir rehabilitasyon programinin planlanmasina yardimci olabilir ve
komplikasyonlari 6nleyerek fonksiyonel iyilesmeye katkida bulunabilir.

Anahtar Kelimeler: inme, aksiller sinir, rehabilitasyon, omuz subluksasyonu

ABSTRACT

OBJECTIVE: Brachial plexus and peripheric nerves of the upper extremities can be damaged in hemiplegic shoulder subluxation.
This study aimed to determine the relationship between shoulder subluxation and axillary nerve injury.

MATERIALS AND METHODS: Sixty patients with stroke were included in the study. The Brunnstrom Scale and the Ashworth Scale
were used to evaluate the motor and muscle tone, respectively. Functional evaluation was performed with the Fugl-Meyer Scale
and the Stroke Impairment Assessment Set. The Van Langenberghe method was used to grade shoulder subluxation on anterior-
posterior shoulder X-ray. Latencies and amplitudes of the axillary nerves of the unaffected and hemiplegic sides were compared
using electromyography.

RESULTS: The latency of the axillary nerves of the hemiplegic sides (4,2%0,75 msn) was prolonged when compared to that of the
healthy sides (3,7£0,7 msn), and this difference was statistically significant (P<0.,001). The amplitudes of the compound muscle
action potential of the hemiplegic sides (4,1%4,22 mv) lower than that of the healthy sides (6,1%6,57 mv) (P<0,001). .

CONCLUSION: Shoulder subluxation may cause injury not only to the axillary nerve but also to other peripheric nerves and the
brachial plexus. Detecting shoulder subluxation and additional axillary nerve injury could in help planning an appropriate
rehabilitation program and contribute to functional recovery by preventing complications.

Key Words: stroke, axillary nerve, rehabilitation, shoulder subluxation

Introduction )
After Stroke loss of muscle control, abnormal motion

Stroke is a severe health problem, with negative effects on . )
patterns, spasticity, and soft tissue changes that block

a person’s quality of life. The socio-economic importance of ) ) )
movement are the main causes of impaired shoulder

stroke, that leads to longtime disability, is increasing (1). ) . . . . .
& Y g (1) biomechanics. Disruption of the shoulder biomechanics has

While the chances of surviving stroke patients to walk
g P been shown to be the cause of the majority of

independently are 82%, the chances of functional use of L ) . ) )
complications seen in the hemiplegic upper extremity (3).

their upper limbs are 50% (2).
PP 5 2) Shoulder lesions and glenohumeral subluxation are
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frequently observed in stroke (2-4). Shoulder subluxation
results in deterioration of biomechanics (3). Complications
of shoulder subluxation (SS) include complex regional pain
syndrome, lesions of the rotator cuff, adhesive capsulitis,
rupture of tendons, tendinitis, brachial plexus and

peripheral nerve lesions and shoulder pain (2-4).

While several investigations have reported on the
dysfunction of brachial plexus and other peripheral nerves
in patients with SS (5), other studies have found no such
evidence (6). Depression of the paralytic shoulder due to
gravity, can cause peripheric nerve lesions or rotator cuff
rupture. Atzmon et al. reported that SS causes axillary
nerve injury due to the traction effect (7). Chino also
suggested that SS can cause traction of the brachial plexus
(5).

In stroke rehabilitation, it is aimed to bring the patient to
the maximal functional capacity as soon as possible and to
bring it as independent and productive as possible (2). The
functional independence level after stroke is associated
with the motor impairment, and the predictor of the
functional prognosis of the upper limb is related with the
severity of the initial motor involvement (8). Shoulder
subluxation and axillary nerve injury are two complications
that can cause prolongation in the rehabilitation program.
Thus, careful physical examination of the shoulder and/or
radiographic examination are routinely performed for
hemiplegic individuals with stroke who are undergoing
rehabilitation. However, it is difficult to recognize the
sensory or motor symptoms of peripheric nerve
involvement in stroke patients during their first motor
neuron clinic follow up. Additional cognitive and
communication problems must also be considered.
Although several studies have discussed this issue, there is
still a gap regarding the involvement of the axillary nerve at
the hemiplegic side individuals with stroke. The aim of the
present study was to investigate the presence of
underdiagnosed  axillary nerve involvement  with
electromyography (EMG) in individuals with stroke, as well
as determine the relationship between factors like SS,

spasticity, motor functions and nerve involvement..

Materials and Methods

Between October 2011 and July 2012, 60 consecutive stroke
patients in Ankara Physical Medicine and Rehabilitation

Education and Research Hospital were recruited for this

study. The study was approved by the local ethics
committee, and consent was obtained from the patients or

their relatives at the beginning of the study.

Inclusion criteria; 1) history of stroke 2) history of both

flaccid and spastic paralysis 3) sufficient cooperation

Exclusion criteria: Those who 1) were unconscious, 2) had
bilateral stroke, 3) had cardiac pacemaker, 4) had known
axillary nerve or brachial plexus lesions 5) had known

previous shoulder trauma.

As muscle tone of patients in the early stage is more prone
to be flaccid (6, 9, 10) and SS is associated with flaccid
periods (11); no restriction was applied to the duration of
hemiplegia of the patients included in this study. This is

because spasticity itself may also provoke SS (11,12).

All consecutive subjects underwent a physical examination
conducted by N.Y. The age, sex, poststroke duration, stroke
etiology (ischemic or hemorrhagic), side of stroke, family
history presence of comorbid diseases, and smoking status
were recorded. Following  physical  examination,
radiographs of the shoulder were taken. The degree of SS
(DSS) in anteroposterior radiography was assessed
according to the classification developed by Van

Langenberghe et all (13) (Figure 1).

Figure 1. Shoulder x-ray of a patient with stage 3 shoulder
subluxation according to Van Langenberghe method
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Electrophysiological assessment was performed by a
researcher who did not know the radiologic DSS of a
patient. The Medtronic Keypoint 4C EMG equipment was
used. Motor conduction study of the axillary nerves was
performed with the patient in a supine position in a quiet
and well-lit room with a constant temperature of 22-24°C.
Patients’ skin temperature was not allowed to drop below
31°C. The axillary nerves in the hemiplegic and normal
extremity of each patient were stimulated at Erb’s point. A
needle electrode was used to record EMG signals from the
posterior deltoid muscle. The electrophysiological study
was repeated three times for each axillary nerve. The
average of the latencies and the compound muscle action

potentials (CMAPs) were recorded (Fig. 2-3).

Figure 2. Right axillary nerve compound muscle action

potential of a patient with left hemiplegia
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Figure 3. Left axillary nerve compound muscle action potential
of the same patient
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The Brunnstrom neurophysiological assessment, Fugl-
Meyer method, and Stroke Impairment Assessment Set
(SIAS) were used to evaluate the patients’ hemiplegic upper
extremities and hand motor functions (2,14-16). The Fugl-
Meyer method evaluates motor function recovery. The SIAS
estimates motor function, tonus, sense, range of motion,
pain, trunk function, visuospatial function, speech, and the
healthy side. We used only the upper extremity part of the
test for hemiplegic upper extremity. The Ashworth Scale

(AS) was used to assess muscle tone (17).

Statistical analysis

Analysis of data was performed using the IBM SPSS
Statistics 17.0 package program (IBM Corporation, Armonk,
NY, USA). The Shapiro-Wilk test was used to determine

whether the distribution of continuous variable was near
normal. Descriptive statistics for continuous variables are
shown as the mean + standard deviation, and the median
or interquartile range is shown as the minimum-maximum.
Categorical variables are shown as the number of cases and

percent value.

The Wilcoxon-signed rank test was used to determine
whether there were significant differences in the level of
latency and the amplitude between the hemiplegic and
normal sides. The significance of the difference in the mean
values between the groups was investigated with a Mann-
Whitney U Test. Categorical variables were evaluated using
Pearson’s chi-square or Fisher's exact test. The presence of
significant differences among the amplitudes, latencies, and
DSS and differences between these and other clinical
variables were evaluated using Spearman’s correlation test.
Axillary neuropathy was investigated based on reference
values. Reference cut of value for latency is 5,5 ms and
reference cut of value for amplitude is 10,8 mVolt. During
the evaluation of axillary nerve EMG findings and SS, the
values over 55 ms for latencies were considered as
pathologic and the values lower than 10.8 mVolt for
amplitudes were considered as abnormal. A P value <0.05

was accepted as statistically significant.

Results

Sixty patients (27 males, 33 females) were included in the
present study. The mean age of the patients was 61.5 years.
The mean duration of stroke was 1.2 years. Thirty-two
patients had comorbid disease; 20 had diabetes mellitus, 41
had hypertension, 18 had hyperlipidemia, and 6 had
chronic heart disease. Twenty-three (38%) of the patients

had a history of smoking.

The mean of the axillary nerve latency was 4.2+0.75 ms,
and the mean of the amplitude was 4.1+4.22 mVolt. The
axillary nerve latencies (4.2+0.75 ms) of the hemiplegic
sides were longer (in 38 case) when compared with those of
the normal sides (3.7+0.7 ms) (P<0.001). The CMAP of the
hemiplegic sides (4.1+4.22 mVolt) was decreased (in 45
case) when compared with the CMAP of the normal sides
(6.1£6.57 mVolt). These findings were statistically significant
(P<0.001). Needle EMG of the deltoid muscle of the normal
and hemiplegic sides revealed no spontaneous activity

(Table1).
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Table 1. Latency and amplitude measurements of axillary
nerves at the hemiplegic and normal sides

Hemiplegic Normal side P*
side
Latency (msn) 4,2 (0,75) 3,7(0,70) <0,001
Amplitude (mV) 4,1(4,22) 6,1(6,57) <0,001

*p<0,05 Wilcoxon sign test

The axillary nerve conduction velocity is not calculated
because the present study included women and men,
whose body sizes are different. Thus, standardization of
axillary nerve conduction velocity would have been

impossible.

According to radiographic evaluation, 19 patients had stage
1 DSS, 12 had stage 2, and 6 had stage 3. None of the
patients had stage 4 DSS. Twenty-eight (38%) patients had
normal DSS. In the present study, the frequency of SS was
71.7%. Of the patients with SS, 31.7% cases had grade 1,
20% had grade 2, and 10% had grade 3 (Table 2).

Table 2. Distribution of cases with shoulder subluxation
according to muscle tone

DSS Flaccid Normotonic Spastic p*
Normal 1(11,1%) 10 (52,6%) 12 (37,5%) 0,107
Abnormal 8 (88,9%) 9 (47,4%) 20 (62,5%)

DSS: Degree of shoulder subluxation

Since normal values fort the axillary nerve latency and
amplitude were not generated in our EMG lab, axillary
nerve electrophysiological changes and DSS were evaluated
based on reference values. These findings were not
statistically significant however there was a moderate
correlation in the negative direction between amplitude

and SS (P=0,041) (Table3).

Table 3. Correlation Coefficients and Significance Levels
between Demographic and Clinical Features with Latency and
Amplitude Measurements in Hemiplegic and Counterparts

Hemiplegic Side Normal Side
Latency Amplitude Latency Amplitude
r- p- r- p- r- p- r- p-
value value value value value value value value

Age 0,006 0961 -0021 0875 -0029 0828 -0,128 0328
Strolfe 0,056 0668 0018 0890 -0,163 0213 0,134 0,309
Duration
DSS 0,066 0617 -0264 0041 0024 0855 -0,141 0,281
Upper 0,122 0354 0075 0568 -0072 0584 0,113 0388
Brunnstrom
Hand 0070 0597 0,189 0147 -0,123 0350 0,135 0,304
Brunnstrom
AS 0249 0055 -0,009 0945 0055 0675 0061 0,641
FUGL 0,104 0427 0,095 0468 -0069 0598 0,080 0,543
SIAS 0,084 0526 0,118 0369 -0083 0526 0072 0587

Spearman's Correlation test. AS: Ashworth Scale, DSS: Degree of shoulder
subluxation. * p<0,05 p<0,05 Pearson’s Chi-square test

Statistical analysis showed that 66.7% of patients had
simultaneous prolonged axillary nerve latency and SS. In
addition, 60.7% of the patients showed simultaneous SS

and decreased axillary nerve amplitudes.

We evaluated whether comorbid disease had any effect on
the amplitudes and the latencies of the axillary nerve. There
was no statistically significant relation between the
amplitudes (P=0,619) and the latencies (P=0,336) of the
axillary nerve (P=1) between the patients with and without
comorbid diseases (Table 4).

Table 4. Latency and Amplitude Measurements According to

Hemiplegic and Normal Side in Comorbid Disease and
Distribution of DSS

. Comorbid Disease C.omorbld p-
Variables ) (n:11) Disease (+) value
(n:49)
Hemiplegic side
Latency 4,2 (0,30) 4,2 (0,70) 0,336
Amplitude 3,6 (4,10) 4,2 (4,10) 0,619
Normal side
Latency 3,7 (0,50) 3,8 (0,80) 0,788
Amplitude 7,9 (13,00) 6,1(6,65) 0,260
DSS 1,000
Normal 4 (%36,4) 19 (%38,8)
Abnormal 7 (%63,6) 30 (%61,2)

Data; as shown Median (width between quarters), + Man Whitney U test DSS: Degree
of shoulder subluxation

Examination of the muscle tone of the patients revealed 9
with flaccid muscle tone, 19 with normotonic muscle tone,
and 32 with spasticity. When we evaluated the spasticity,
the findings were as follows: 5 patients were at stage 1, 19
at stage 2, and 8 at stage 3. None of the patients were at

stage 4 spasticity.

Comparison of the DSS and muscle tone values of patients
revealed that among flaccid patients DSS was normal in
only 1 of 9 cases. Eight patients had SS. The muscle tone of
19 patients was normal, and 20 patients with spasticity had
SS. When muscle tone and axillary nerve values were
evaluated, the findings were not statistically significant
(p=0,055 andp=0,675).

The results of the Brunnstrom evaluation of the upper
extremities of the patients were as follows: There were 27
(45%) patients at stage 1, 12 (20%) patients at stage 2, five
(8.3%) patients at stage 3, five (8.3%) patients at stage 4, 10
patients at stage 5 (16.7%), and one patient at stage 1
(1.7%). The results of the Brunnstrom evaluation of the
hand were as follows: There were 32 (53.3%) patients at
stage 1, eight (13.3%) patients at stage 2, five (8.3%) patients
at stage 3, four (6.7%) patients at stage 4, 10 (16.7%)
patients at stage 5, and one (1.7%) patient at stage 6.

The mean score for the Fugl-Meyer test was 6.5 out of 36,

and the mean score for the SIAS was 2 out of 10.

Analysis of the potential relationship between age, post

stroke duration, Brunnstrom value, and spasticity revealed
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a statistically significant relationship between The
Brunnstrom Scale and the DSS, the Fugl-Meyer scale and
the DSS, and the SIAS and the DSS (r: 0.35, P<0.006; r: -0.40,
P<0.001; and r: -0.33, P<0.009, respectively) (Table 3).

Discussion

Under tension, peripheral nerve undergoes strain and
glides within its interfacing tissue (19). Persistent traction of
the axillary nerve may cause demyelination. We can
visualize this as a prolonged latency on EMG. Axonopathy
may also occur as demonstrated by low amplitudes on

EMG.

The humoral head usually displaces inferiorly during the
flaccid stage (11) this may cause nerve traction (7). in
addition the weight of the paralyzed arm may cause
traction damage to the axillary nerve. Ring et al
recommended that downward subluxation is able to
produce traction on the axillary nerve as it wings around

the surgical neck of the humoral shaft (20).

In a study of 21 hemiplegic cases with SS, Chino showed
that when compared with previously notified normal
values, there are considerably delay in the latency of the
suprascapular, axillary, musculocutaneous, and radial
nerves with denervation findings on needle EMG. Chino
further suggested that SS can cause traction of the brachial
plexus (5). In their case series of 8 patients, Kallio et al.
emphasized on the importance of EMG in the diagnosis of
patients with teres minor damage which could not

diagnosed clinically (21).

In the present study the axillary nerve latencies (4.2+0.75
ms) of the hemiplegic sides were longer when compared
with those of the normal sides (3.7+0.7 ms) (P<0.001). The
CMAP of the hemiplegic sides (4.1+4.22 mVolt) was
decreased when compared with the CMAP of the normal
sides (6.1+6.57 mVolt) (P<0.001). These results were in
agreement with those reported in the literatire (5,7).
Atzmon et al. indicated that SS caused axillary nerve injury
because of the traction effect in 22 patients with 25-87 days
poststroke duration (7). These patients had flaccid or
atrophic shoulder muscle; as well as SS. When axillary nerve
motor conduction studies of the hemiplegic sides of stroke
patients were compared with studies of the normal sides,
the latency of the axillary motor nerves of the hemiplegic

sides were increased significantly. The same studies

detected a statistically significant decrease in the amplitude
of the axillary motor nerves of the hemiplegic sides as

compared with those of the normal sides (7).

Kingery et al (22) and Enam et al (23) also studied axillary
nerve electrophysiology similar with Tsur et all in early
stage poststroke patients who have SS. However, in all
three studies hemiplegic patients without shoulder
subluxation were not included in the study. When axillary
nerve motor conduction studies of the hemiplegic sides of
stroke patients were compared with studies of the normal
sides, the latency of the axillary motor nerves of the
hemiplegic sides were increased significantly. The same
studies detected a statistically significant decrease in the
amplitude of the axillary motor nerves of the hemiplegic

sides as compared with those of the normal sides.

We believe that the inclusion of patients without shoulder
subluxation with stroke should be more meaningful in
order to evaluate the effect of SS on axillary nerve
neuropathy more effectively. By this reason when the
patients included the study the present study did not
assess the presence of shoulder subluxation. EMG and
physical examination were done by different researchers.

Results assessed in the statistics phase.

When it was evaluated the relationship between axillary
nerve and shoulder subluxation, it was found that there
were no statistically significant results. But there was a
moderate correlation in the negative direction between
amplitude and SS. When the research was carried out, it
was decided based on the reference values in the book
whether axillary nerve damage was present. Because the
normal values for the axillary nerve were not established in
the present EMG lab. It may have affected these results.
When compared to the healthy side, more patients had

axillary nerve damage than using the reference values.

Although the room temperature was well controlled by a
standard thermometer, temperatures of patients'
hemiplegic side may be lower than normal side (due to

reduced circulation) and EMG results might be affected.

In the present study among sixty patients, 37patient (88.9%)
had SS. There were 32 cases with spasticity and of these,
74% had SS. Nine patients had flaccid muscle tone and of
these 8 (%88.9) patient had SS. The detection of SS in both

flaccid and spastic cases supports the two opinions in
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literature (11,12). According to the literature, both spastic
and flaccid periods contribute to SS in hemiplegic patients.
Several studies have suggested that in the spastic period,
an increase in scapular rotation causes SS because the
pectoralis major, pectoralis minor, rhomboideus, levator
scapula, and latissimus dorsi muscles are hypertrophic. In
contrast, during the flaccid period, inferior displacement of
the humeral head with the loss of normal muscle activity of

the supraspinatus and deltoid muscles lead to SS (11,12).

Unlike the literature the present study investigated the
parameters like age, sex, stroke duration, stroke etiology,
motor function level, tone of muscles and comorbid
diseases which may affect the axillary nerve
electrophysiology in hemiplegic patients. There was no
statistically ~ significant  relationship  between these

parameters and axillary nerve EMG results. (Table 3)

Chang et al. and Daviet et al. suggested that an increased
Brunnstrom stage and recovery of motor function reduced
SS. Zorowitz detected reduced SS in stroke patients, with
marked motor recovery (24). In this research, the
relationships among SS, axillary nerve and functional status
were also investigated. Similar to the literature it was found
that the SS decreased as the functional status improved.
However, there was no significant relationship between

axillary neuropathy and functional recovery.

In conclusion, axillary nerve electrophysiology in hemiplegic
patients investigated in the present study. In hemiplegic
patients, shoulder problems are common in daily practice.
When the patients were seen for the first time without
notice, either early or late, spastic tonus or flask tonus,
presence of shoulder subluxation and axillary nerve
damage should be assessed with a good examination. If
necessary, routine EMG should be performed for axillary
nerve and other peripheral nerves if circumstances permit.
Thus, good and comprehensive rehabilitation practice is
provided. However, the axillary nerve has a rather
complicated course through several soft tissue
compartments of the shoulder and axilla. Therefore,
imaging of the nerve with sonography is not troublesome
for experienced sonographer (25). Thus, sonographic
assessment of axillary nerve nicely suggested for pre-
surgery exploration (25). In our study ultrasound imagining
of the peripheral nerves is absent. This lack can be seen as

the limitation of the study.

In summary, SS in hemiplegic patients may damage the
axillary nerves, which may delay the healing process.
Detecting SS and additional axillary nerve injury could help
in planning an appropriate rehabilitation program and
contribute to functional recovery by preventing

complications.
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OzZeT

AMAC: Bu ¢alismanin amaci, endometriyal patolojilerin tanisinda histeroskopik endometriyal biyopsi (H / S) ve prob kiirtajinin (P /
C) tanisal performansini karsilastirmaktir.

GEREC VE YONTEM: Calismamiz Aralik 2010-Temmuz 2011 tarihleri arasinda iiciincii basamak dogum ve jinekoloji kliniginde
yapildi. Prospektif ¢alismalarimizda, degerlendirmeler icin klinigimize basvuran 83 hastaya H / S ve P / C biyopsilerinin
histopatolojik sonuglari Endometriyum incelendi ve kombine prosediirle (H/ S ve P / C) karsilastirild.

BULGULAR: Histopatolojik sonuglar; endometriyal polipler (% 48), endometriyal hiperplazi (%13,2), submiikéz miyoma (%4,8),
endometriyal kanser (%4,8) ve normal endometriyal doku (%28,9) idi. Endometriyal polip, submiikoz miyom, endometriyal
hiperplazi ve endometriyal kanser icin H / S biyopsisi ile biyopsi ve biyopsi ile biyopsi duyarlilik degerleri %97,5 vs. %54,6 % 100
vs. %25, %75 olarak bulundu. Sirasiyla %100 ve %63,6 ve %100.

SONUC: H / S, endometriyal polip ve submiikéz miyoma gibi fokal lezyonlarin tanisinda P / C'den daha (stiindiir. Endometriyal
hiperplazi ve endometriyal kanser gibi yaygin lezyonlarin teshisi igin hicbir miidahalenin digerinden istatistiksel olarak (istiin
olmadigini saptadik.

Anahtar Kelimeler: endometriyal patoloji, histeroskopi, prob kiirtaji

ABSTRACT

OBJECTIVE: The purpose of this study is to compare the diagnostic performance of hysteroscopic endometrial biopsy (H/S) and
probe curettage (P/C) in the diagnosis of endometrial pathologies.

MATERIALS AND METHODS: Our study was conducted at a tertiary obstetrics and gynecology clinic between December 2010 and
July 2011. In our prospective study, histopathological results of both biopsies with H/S and P/C applied to 83 patients admitted to
our clinic for evaluation of endometrium, were examined and compared with combine procedure (H/S and P/C).

RESULTS: Histopathological results were as follows: endometrial polyps (48%), endometrial hyperplasia (13.2%), submucous
myoma (4.8%), endometrial cancer (4.8%), and normal endometrial tissue (28.9%). Sensitivity values of biopsy with H/S versus
biopsy with P/C for the endometrial polyp, submucous myoma, endometrial hyperplasia and endometrial cancer were found as
97.5% vs. %54,6, 100% vs.%25 , 75% vs. %100 and 63.6% vs. %100, respectively.

CONCLUSION: H/S was apparently superior to P/C in diagnosis of focal lesions such as endometrial polyps and submucous
myoma. We determined none of the interventions to be statistically superior to the other in diagnosis of diffuse lesions such as
endometrial hyperplasia and endometrial cancer.

Key Words: endometrial pathology, hysteroscopy, probe currettage

. Endometrium, the inner lining of the uterus, is a layer
Introduction

undergoing several histological and physiological changes

at the reproductive age depending on the menstrual cycle
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periods (1). Such changes in the endometrium are based on
hormonal effects. However, several neoplastic and/or non-
neoplastic pathologies may occur in the inner lining of the
uterus due to many factors apart from these normal
changes (2). Due to the effects of these pathologies some
symptoms like abnormal uterine bleeding,
oligo/polymenorrhoea, menorrhagia, metrorraghia, pre-
menopausal or post-menopausal bleeding may occur (3).
Under such circumstances, various diagnostic methods are
required not only to distinguish endometrial pathologies
from dysfunctional endometrial changes but also to
determine the exact endometrial pathology beneath the
clinical presentation. Transvaginal ultrasound (TVUSG),
saline-infused sonography (SIS), probe curettage (P/C),
hysterosalpingography (HSG) and hysteroscopy (H/S) are
the frequently used diagnostic methods for the assessment
of endometrial pathologies (4). Although many diagnostic
methods are listed here, only utility of endometrial biopsy
methods like H/S and P/C have a potential to reach

pathological diagnosis.

There should be some kind of superiority between these
diagnostic methods in terms of assumed or proposed
diagnosis based on symptomatology of the patients or
clinical presentation. We aimed to demonstrate whether
there was superiority existing between the diagnostic
methods based on clinical diagnosis. For this purpose, we
have implemented hysteroscopic endometrial biopsy and
dilatation curettage for evaluation of endometrial
pathologies and compared these two methods in terms of
diagnostic performances of obtaining accurate pathological
diagnosis. In this sense, the accuracy rates and efficiencies
of these diagnostic methods were compared and analyzed
for each individual histopathological diagnosis of the

obtained tissues.

Materials and methods

This study was conducted at a tertiary hospital obstetrics
and gynecology clinic between December 2010 and July
2011. This study included a total of 83 patients at various
ages (28-77 years of age) and various life periods
(reproductive, premenopausal and post-menopausal
periods) from a cohort of women applied to the out-patient
clinic for evaluation of endometrium. The entire patients
underwent detailed anamnesis. Any use of intrauterine

devices and oral contraceptives, past gynecological

operations and procedures were recorded. All patients
were subjected to systematic physical examination as well

as gynecological examination.

Hysteroscopy procedure was performed under general
anesthesia at the conditions of operating room with an
office hysteroscope. Patients were placed in gynecologic
lithotomy position at the operating table. Cervical ostium
could be seen by distention of vagina by fluid with the help
of the hysteroscope inserted into the vagina. The procedure
was deemed sufficient if the endocervical canal, the whole
cavity and both tubal ostia could be clearly monitored; and
such facts have thus been included in this study.
Hysteroscopy was preferably performed during the
follicular phase of the cycle for those patients at
reproductive and premenopausal periods. Hegar uterine
dilators were used for the cases requiring dilatation. This
process was performed with the 5 mm rigid hysteroscope
(Karl Storz, Tuttlingen, Germany), and 1.5% glycine solution
was used for uterine distention. Biopsy was taken from the

doubtful regions.

During the same session, following the speculum
examination, the patients were applied cervicovaginal
antisepsis. Curettage was performed with 4 mm aspiration
cannula after the cervix was held with tenaculum and
uterus is retained in steady position. The taken samples
were kept in a formaldehyde solution of 10% and sent to
the pathology laboratory. The entire samples were
assessed and reported by the same pathologist. While
hyperplasia, myoma, polyp and cancer results were
considered pathological, the secretory endometrium,
proliferative  endometrium, menstrual endometrium,
endometrial atrophy and non-neoplastic endometrium

results were considered normal.

Statistics

Combine use of H/S and P/C (combine procedure) was
considered as “gold standard” for detection of endometrial
pathologies. The histopathologic findings of combine
procedure were compared with histopathologic findings
which were obtained from H/S and P/C, separately.
Microsoft Excel and SPSS 15.0 Statistical Software were
used for the analysis of the data collected as a result of this
prospective study. Sensitivity, specificity, positive predictive
values (PPV), negative predictive values (NPV) were

calculated separately. Chi-square and Fisher's exact tests
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were used for the comparison of the dependent variables.

p<0.05 values were considered significant for the results.

Results

The distribution of the indications of the patients included
into the study on the suspicion of endometrial pathology is
described as 19 with postmenopausal bleeding, 18 with
postmenopausal increased echo thickness, 14 submucosal
myoma, 16 with endometrial polyps, 6 with endometrial
echo irregularities, 5 with intrauterine fluid accumulation, 5
with other endometrial pathologies (positive endometrial
cells in cervical screening, hypomenorrhea, low ovarian

reserve, etc.)

The histopathological diagnoses obtained by considering
the entire diagnostic methods of biopsy with H/S, P/C, and
combine procedure are shown in Table 1. Based on the
results of our study, biopsy with H/S was found statistically
significant superior to P/C for the detection of endometrial
polyps and submucous myomas (p=0.045 and p=0.048,
respectively). P/C was apparently superior in detection of
endometrial hyperplasia and cases of cancer; yet such this
superiority is not statistically significant (p=0.318 and
p=0.99, respectively).

Table 1. The comparison of histopathological findings of
biopsy with H/S and biopsy directed with P/C

Histopathological Carmlzine H/S P/C
findings (/> and P/C) n (%) n (%) P
& n (%)

Normal histology 24 (28.9) 30(36.3) 45(54.1)  0.019
Endometrial polyp 40 (48.0) 39 (46.9) 22(26.5) 0.045

Endometrial
hyperplasia 11(13.2) 7(8.4) 11(13.2) 0318
Submucous fibroid 4(4.8) 4(4.8) 1(1.2) 0.048
Endometrial cancer 4(4.8) 3(3.6) 4(4.8) 0.699

H/S: hysteroscopy, P/C: probe curettage

Considering the effectiveness of biopsy with H/S in
detection of endometrial pathologies, sensitivity was found
as 90.1%; while specificity was 100%, NPV 78.5%, PPV 100%,
and accuracy rate is presented as 92.7%. The same
diagnostic performance criteria values for displaying
effectiveness of P/C in the detection of endometrial
pathologies were found 67.2%, 34.9%, 52.3%, 100% and
75.9% for sensitivity, specificity, NPV, PPV and accuracy

rates, respectively.

The sensitivity, specificity, PPV, NPV and accuracy rate in the
detection of various endometrial pathologies like

endometrial polyp, submucous myoma, endometrial

hyperplasia and endometrium cancer are shown in Table 2

for biopsy with H/S, and in Table 3 for P/C.

Table 2: Diagnostic accuracy tests of biopsy with hysteroscopy

Finding Sensitivity  Specificity PPV NPV Accuracy
% % % % Rate %
Polyp 97.5 100 100 97.7 98.7
Fibroid 100 100 100 100 100
Cancer 75.0 100 100 98.7 98.7
Hyperplasia 63.6 100 100 94.7 95.1

PPV: positive predictive values, NPV: negative predictive values.

Table 3. Diagnostic accuracy tests of probe curettage

Pathology Sensitivity  Specificity PPV NPV Accuracy
% % % % Rate %
Polyp 56.4 100 100 721 79.5
Fibroid 25 100 100 96.3 96.3
Cancer 100 100 100 100 100
Hyperplasia 100 100 100 100 95.1
Discussion

Endometrial pathologies are one of the most frequently
encountered problems in gynecology practice. Abnormal
uterine bleeding (AUB) is reported by gynecologists as the
most common complaint beside vaginal infections (5). Such
pathologies are most commonly observed as abnormal
uterine bleeding in clinical practice. Considering the
perimenopausal and postmenopausal age groups, 69% of
the complaints requiring a gynecological application for
admission to clinics, correspond to AUB (6). Endometrial
carcinoma corresponds to 3-14.2% of the reported reasons
of AUB observed particularly in the postmenopausal age.
Hence, this fact entails a meticulous study of these
bleedings (7,8). The incidence of anatomic reasons of AUB
may vary in medical literature. In the study conducted by
Motashaw et al. to show the role of hysteroscopy in
management of women with AUB whose ages range from
22 to 82; normal endometrial cavity was reported as 33.5%;
while endometrial polyp was reported as; submucous
myoma; endometrial hyperplasia; endometrial hyperplasia;
atrophic endometrium and adenocarcinoma as 21.5%,
11.3%, 22.9%, 1.6%, 5.6% and 1.3%, respectively (6). Given
the histopathological diagnoses of the 83 patients included
in our study, endometrial polyp ranks the first with an
incidence of 48%. Endometrial polyp was followed by
endometrial  hyperplasia, submucous myoma and
endometrial cancer by 13.4%, 4.8% and 4.8%, respectively.
We have encountered normal endometrial histology in

28.9% of our patients.

Recently, the number of diagnostic tests in clinical practice

has steadily risen. The treatment of a disease may be
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conducted in an accurate manner only by the combination
of the individual characteristics and clinical examination of
the patient with the laboratory tests. However, the
implementation of the tests with poor efficiency may not
only increase the costs, but may also cause harms to the
patients, as seen in certain invasive tests. Endometrial
polyps have been detected in 40 of the 83 patients included
in our study. Eighteen (45%) of these cases could not be
detected by dilatation and curettage. That's why we strongly
propose that P/C may not alone be a definitive diagnostic
method for the diagnosis of AUB. The taken samples may
not be adequate and 10 to 35% of the endometrial lesions

may not be truly diagnosed (9).

The comparative studies conducted on hysterectomy or
hysteroscopy following curettage have shown that almost
half of the pediculate abnormalities (polyp, submucous
myoma) were not detected by curettage. According to
certain medical literature, diagnostic insufficiency of P/C
varies between 10 to 35% (10). Endometrial hyperplasia has
been detected in 11 of the 83 patients included in our
study. The frequent observation of hyperplasia during the
premenopausal age is a direct result of hormonal
dysfunction which is commonly observed during this age.
However, since uterine bleeding and functional bleeding
are more frequent particularly in premenopausal patients,
the use of hysteroscopy may mostly lead to wrong
diagnosis due to the thick and polypoid structure of
secretory endometrium (11). In the study conducted by
Garutti et al, the sensitivity of hysteroscopy was reported as
67.6% for the determination of hyperplasia (12). Similarly in
our study, this value was found 63.6% in consistency with

the literature.

Endometrial carcinoma is the most important, albeit a rare
cause of AUBs. 20-25% of the entire endometrial carcinoma
cases are observed during the premenopausal age. Such
cases are most frequently observed during the
postmenopausal age between the ages of 50-75 (13). Four
patients diagnosed with endometrial carcinoma in our
study were at the postmenopausal age. Three of these 4
cases were diagnosed with cancer by hysteroscopy with
directed biopsy; whereas 1 of these cases was reported as
complex hyperplasia. In the study conducted by Garutti et

al., the sensitivity of hysteroscopy in determination of

cancer was reported as 78.9% (12). This value was 75% in

our study in consistency with literature.

In the actual literature, hysteroscopy is presented as a
highly sensitive method in the detection of endometrial
pathologies (14). Its sensitivity is reported to vary between
85-98%. In their study on 419 postmenopausal cases,
Garutti et al. have reported the sensitivity of hysteroscopy
in detection of endometrial pathologies as 96.5%; while
they have reported the specificity and positive predictive
value as 93.6% and 92.9%, respectively (12). It was shown
that hysteroscopy yields highly accurate results for the
diagnosis of endometrial diseases (15,16). Compared to P/C
alone, endometrial polyps and submucous myomas may be
more accurately diagnosed (17-19). Several studies have
shown that hysteroscopy is more valuable than curettage

for the diagnosis of AUB (16).

Madan et al. found that hysteroscopy was more sensitive
than P/C for the diagnosis of endometrial polyps and
submucous fibroids; yet it was less sensitive for the
diagnosis of endometrial hyperplasia and endometrial
carcinomas (20). Svirsky et al. have compared the blind
biopsy and hysteroscopy results, in detecting focal
intrauterine pathologies. The sensitivity of the blind biopsy
for endometrial polyp and submucsous myoma was
detected too low (8.4% and 1.4%, respectively) (21). Even
though in our study, the sensitivity of P/C for detection of
endometrial polyps and submucous myomas was found
higher than Svirsky et al. as (56.4% and 25%, respectively),
this level was still much more lower than hysteroscopy

(97.5% and 100%, respectively).

Endometrial pathologies are one of the most commonly
encountered problems in gynecology practice. H/S and P/C
are among the methods used for the detection of such
pathologies. None of these two methods are 100 per cent
sensitive on their own. Our results demonstrated that H/S
was apparently superior to P/C in the diagnosis and
treatment of focal lesions like endometrial polyps and
submucous myomas. Even though P/C was seemed to be
superior to H/S in pathologies as endometrial hyperplasia
and endometrium cancer, this superiority could not be
acknowledged by statistical analyzes. In conclusion, highest
diagnosis rates may be obtained when H/S and P/C are

used together in the detection of endometrial pathologies.
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Ozer

Primer dalak anjiosarkom nadir gériilen , sik metastaz yapabilen ,kéti prognozlu, agresif bir neoplazidir. Ttimor hiicreleri
endotelyal markerlar (CD31, CD34, and faktér VIII) ile gliclii pozitiflik gostermektedir. Erken dénemde asemptomatik oldugu icin
hastalar ancak rastlantisal olarak veya karin i¢ci kanama bulgulari gibi nedenlerle ge¢ dénemde tani alabilmektedir. Erken tani ve
cerrahi girisim en etkili tedavi yontemidir. Kabul edilen tedavi yontemi splenektomidir. Bu ¢alismada klinigimize karin agrisi ile
basvuran ve primer dalak anjiosarkom tanisi alan hasta literatiir esliginde degerlendirilmistir.

Anahtar Kelimeler: dalak, dalak anjiosarkom , splenektomi

ABSTRACT

Primary splenic angiosarcoma is a very aggressive neoplasm with poor prognosis due to its very high frequency of metastasis. The
tumor cells exhibit a strong positivity for at least one of the endothelial markers (CD31, CD34, and factor VIl|). The diagnosis is
usually difficult and late because the patient remains asymptomatic till the onset of massive intra-abdominal bleeding. Early
diagnosis and surgical management is the only potentially long —-term therapeutic option. The current and accepted therapy is
splenectomy. Herein, we report a case of primary splenic angiosarcoma that presented with abdominal pain, along with a review
of the current literature..

Key Words: spleen ,splenic angiosarcoma , splenectomy

Introduction

Primary splenic angiosarcoma (PSA) is among the most
unusual types of malignancies . It is thought to originate
from splenic sinusoidal vascular endothelium. PSA was first
reported by Langhans in 1879. To date, no more than 200
cases of splenic angiosarcoma have been reported in
literature (1). The outcome of splenic angiosarcoma is
typically dismal; only 20% of patients survive for 6 months
(2). The clinical presentation of this disease is variable.
Abdominal pain, abdominal masses, weight loss, and
spontaneous splenic ruptures are common symptoms.
Surgical treatment with splenectomy is considered the only
curative intervention for potential long-term disease-free
survival. Early diagnosis and treatment are very important.
Herein, we report a case of primary splenic angiosarcoma

that presented with abdominal pain.

Case
A 65 year old female who was referred with a complaint of

abdominal pain of three month's duration. The pain was

located in her left upper quadrant. There was no history of
trauma and no association between pain and food
ingestion or change in bowel habits. She had no
constitutional symptoms such as fever, fatigue or weight
loss. She had no history of smoking or alcohol. Physical
examination was normal. She had no clinical signs of

peritoneal irritation.

Laboratory tests showed the following: hemoglobin 13.7
g/dl; white blood cell count 6.18 x 103/pL; platelets 196 x
103/pL; serum total protein 7.4 g/dL; serum albumin 4.3
g/dL; total bilirubin 1.48 mg/dL; aspartate aminotransferase
20 IU/L; alanine aminotransferase 24 1U/L; alkaline
phosphatase 291 IU/L; and serum glutamyltransferase 10
IU/I. ; Carcinoembryonic antigen (CEA) 0.96 ng/MI and
carbohydrate antigen 19-9 (CA 19-9) 11.2 U/ML was within

normal limits.

An ultrasound performed at the referral hospital showed a
solid, hypoechoic 17 mm mass in the spleen.This was

confirmed by computerized tomography (CT). Abdominal
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computed tomography (CT) showed an isodense splenic
mass .Contrast- enhanced CT showed heterogeneous
enhancement of the mass in the arterial phase .The mass
was isodense compared to normal splenic parenchyma in
the portal phase. There was no hepatomegaly or

lymphadenopathy.

Splenectomy was performed. The spleen weighted 315 gr
and measured 14 x 9 x 5 cm Immunohistochemical staining
identified that the large atypical cells were vascular in
origin, being positive for vascular markers CD31, CD34, and
factor VIII. Ki-67 showed a proliferation index of 10-20% .
The neoplastic cells were negative for numerous
hematolymphoid markers: CD3, CD20, CD8, CD45, CD61,
CD138, lysozyme, and myeloperoxidase (MPO). Following
the confirmed diagnosis, the patient decided to seek
further management with oncology. The patient underwent
chemotherapy regiment of paclitaxel for ten cycles and
tolerated the subsequent treatment. She is alive over 2

years from diagnosis and tolerating therapy well..

Discussion

Angiosarcoma of the spleen is a very rare malignancy and
this term is used to report a primary tumor of the spleen
with an annual incidence of 0.14-0.25 per million (3).
Angiosarcomas correspond to less than 1% of soft-tissue
sarcomas, and a smallest fraction occurs in the spleen (4).
The diagnosis is usually difficult and late because the
patient remains asymptomatic till the onset of massive
intra-abdominal bleeding (5). It may arise in any age group,
as cases reported are from 14 months to 89 years of age
with a slight male predominence but no genetic

predisposition (2).

Currently, the pathogenesis of splenic angiosarcoma
remains unknown. Some authors have hypothesized that
splenic angiosarcomas develop from previously existing
benign counterparts, such as hemangiomas and
hemangioendotheliomas (6). For every type of
angiosarcoma, thorium dioxide, vinyl chloride, arsenic and
chemotherapy for lymphoma or radiation therapy for other
malignancies have been considered as causative factors (2).
However, no clear relationship between these factors and

splenic angiosarcoma has been established.

Clinical presentation is nonspecific and may range from

asymptomatic disease revealed by investigations for

unrelated reasons to splenic rupture and lethal
hemorrhage (7). Symptoms are usually non-specific
including left upper abdominal discomfort (75-83%),
dizziness and weight loss (10-40%), as well as anaemia (75-
81%) and thrombocytopaenia (14-55%). Furthermore, fever
was also seen in 10% of the patients with angiosarcoma
(2,8). A life threatening manifestation of PSA is splenic
rupture, resulting in acute abdomen and hemoperitoneum,
which is reported as clinical presentation in 30% of patients
(8).

Definitive pre-operative diagnosis of splenic angiosarcoma
remains challenging, as the radiologists cannot differentiate
angiosarcoma from other benign and malignant splenic
tumours using different imaging modalities. Specifically,
ultrasound, CT and MRI all display supportive evidence of
splenomegaly; the most common findings on ultrasound
are solitary or multiple, solid and cystic mass lesions with
heterogeneous echotexture. On CT imaging, splenic
enlargement in the presence of a heterogeneous mass is
observed in 60% of cases (9,10). On MRI, both T1-weighted
and T2-weighted images show ill-defined nodular lesions
with increased or decreased signal intensity, related to
necrosis and the presence of hemorrhage or fibrosis within
the tumor, respectively (9). The definitive diagnosis could be
made by pathological analysis of diagnostic splenectomy or
by biopsy. Recent studies have reported success rates of
splenic biopsy ranging from 63 to 89%, with complication
rates ranging from 1.5 to 13% (11). Preoperative biopsies
are contraindicated in splenic angiosarcoma due to the high

risks of hemorrhage and dissemination (3).

The histologic appearance and immunochistochemical
analysis of splenic angiosarcoma may be the gold standard
for diagnosing the tumor. Macroscopically, the spleen may
be replaced entirely with malignant diffuse infiltrate. Areas
of hemorrhage and necrosis are often detectable
macroscopically. On the other hand, splenic angiosarcomas
consist of disorganized anastomosing vascular channels
lined with atypical endothelial cells with significantly
irregular hyperchromatic nuclei. The tumor cells exhibit a
strong positivity for at least one of the endothelial markers
(CD31, CD34, and factor VIII) and may also display
histiocytic differentiation markers, such as lysozyme and/or

CD68 (12).
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Primary splenic angiosarcoma is a very rare and aggressive
neoplasm with a high metastasis rate and a poor prognosis.
The rate of metastasis is reported to be 69-100%. The main
metastatic sites are the liver (89%), lung (78%), lymph nodes
(56%), and bone (22%) (13). Montemayor and Caggiano
indicated that splenectomy prior to rupture and
dissemination of the disease is of paramount importance
and median survival is 14.4 months versus 4.4 months after
that incident (14). Naka et al conducted a multivariate
analysis of 55 angiosarcoma cases and found that tumor
size, mode of treatment, and mitotic count were

independent prognostic factors (15).

Nevertheless, due to the rarity of splenic angiosarcoma,
there is no standard chemotherapy regimen. Neuhauser et
al. reported a study of 28 patients who were treated with
splenectomy, and a small part of them received adjuvant
chemotherapy. One patient survived with the disease for 8
years and another was disease free for 10 years. Except for
these 2 cases, the median survival rate was 5 months for
the remaining 26 patients (2).Single agent chemotherapy
such as paclitaxel or docetaxel is recommended for
management of angiosarcoma, while combination
regimens with anthracycline based chemotherapy are used
for soft tissue sarcoma subtypes with nonspecific
histologies (16,17). Hara et al reported the use of
autologous peripheral blood stem cell transplantation
combined with high-dose chemotherapy in splenic

angiosarcoma (13).

Conclusion

In summary primary angiosarcoma of the spleen is a rare
neoplasm arising from endothelial cells. It is an aggressive
neoplasm with a poor prognosis. The current and accepted
therapy is splenectomy. While there are some studies using
chemotherapy and radiation, there is no specific treatment
for splenic angiosarcoma. Early diagnosis and surgical

management is the only potentially long -term therapeutic .
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Triple A Sendromlu Bir Olgu Sunumu
Triple A Syndrome; a Case Report
Cevdet Duran!, Zelal Adibelli2 '/, Ufuk Kutluana? , Aykut Sahin? 2/, Omer Karahan?
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ozer

Triple A veya Allgrove sendromu, kalitsal gecisli bir sendrom olup, baslica akalazya, alakrima ve adrenokortikotropin (ACTH)
direnci-addisoniyanizm ile karakterizedir. Bu yazimizda baslangicta Addison hastaligi tanisi konulan, ancak takiplerinde ACTH
direnci-addisoniyanizmi ve akalazyasi saptanan, akalazya i¢in dnce buji dilatasyonu, devaminda Heller’s miyotomi yapilan, ayrica
yine takiplerinde alakrima ve vokal kord paralizisi gelisen Triple A sendromlu, 48 yasindaki bir erkek bir olguyu sunduk. Triple A
sendromunda ACTH direncine bagli adrenal yetersizlik gelismekte ve hastaligin diger komponentleri baslangicta ortaya
ctkmayabilmektedir. Ayrica bazi olgularda nérolojik bozukluklarda gériilebilmektedir. Ozellikle mineralokortikoid ihtiyaci olmayan
adrenal yetersizligi olan olgular addisoniyanizm ve sendromun dider spesifik iki bulgusu olan akalazya ve alakrima gelisimi
yéniinden takip edilmelidir.

Anahtar Kelimeler: Triple A sendromu, Allgrove sendromu, addisoniyanizm, akalazya, alakrima

ABSTRACT

Triple A or Allgrove syndrome is a hereditary syndrome primarily characterized by achalasia, alacrima and adrenocorticotropin
(ACTH) resistance-addisonianism. In this report, we presented a 48-year-old man with Triple A syndrome that had been initially
diagnosed with Addison’s disease, then determined with ACTH resistance-addisonianism and achalasia during the follow-ups, for
whom first bougie dilatation and then Heller's myotomy were performed due to the achalasia, and alacrima and vocal cord
paralysis also developed in the follow-ups. In Triple A syndrome, adrenal insufficiency due to ACTH resistance is to develop, and
other components of the disease may not be develop at initial. In addition, neurological disorders may also be observed in some
cases. The cases with adrenal insufficiency, especially those who do not need mineralocorticoids, should be followed for the
development of achalasia and alacrima, two other specific components of Allgrove syndrome.

Keywords: Triple A syndrome, Allgrove syndrome, addisonianism, achalasia, alacrima

GiRiS OLGU

Triple A, diger adiyla Allgrove sendromu, kalitsal gegisli bir 48 yasinda, erkek, son zamanlarda olan Oksurlk ve balgam

sendrom  olup baslica  akalazya alakrima  ve yakinmasi ile basvurdu. Hikayesinde yaklasik 30 yil 6nce,

adrenokortikotropin  (ACTH) direnci-addisoniyanizm ile askerlik gorevi esnasinda istahsizlik, halsizlik, kilo kaybi,

karekterizedir (1-5). Akalazya ya bagli yutma ve beslenme dermansizlik, renkte koyulasma olmasi nedeniyle baska bir

problemleri, addisoniyanizme bagli yorgunluk, istah kaybr, merkezde hastaneye yatirilmis ve hastaya Addison hastalig

hipotansiyon ve ciltte koyulasma, alakrimaya bagli gozlerde tanisi konularak oral steroid tedavisi (Prednizolon 7.5

yanma, batma, kuru géz gérilebilir (3). Bazi olgularda mg/guin, bolunmis dozlarda) baslanmis. Takiplerinde

norolojik belirtilerde eslik etmektedir (6-8). Olgularin sikayetlerinin blytk kismi gerilemis, ancak devam eden

cogunda bu tic major ézellik birlikte olsa da bazi olgularda sirecte yutma problemleri ve konusma problemleri

iki 6zellik beraberdir (9). Bu yazimizda uzun yillar Addison
hastaligi tanisiyla takip olan ve devaminda Triple A
sendromu tanisi alan; akalazya, addisoniyanizm, alakrima

ve bazi norolojik belirtileri olan bir erkek olgu sunduk.

baslamis. Yutma problemi kati ve sivi gidalara karsi benzer
sekildeymis. Daha dnceden bakilan plazma ACTH duzeyleri
785 pg/mL ve 317 pg/mL (N=0-46 pg/mL) bulunmus ve
serum potasyum duzeyleri normal sinirlarda imis. Addison

hastaligl tanisi olmasina ragmen mineralokortikoid ihtiyaci
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olmayan hastada, yutma problemi de olmasi nedeniyle
tarafimizca daha oOnceden Triple A sendromu tanisi
konulmus. Hastaya tarafimizca hidrokortizon 3x10 mg
baslanmis, disfajisi oldugu icin baryum 06zofagus grafisi
cekilmis ve gorintl akalazya icin tipik olmamakla beraber,
0zofagokardiya bileskesinde kontrastin kint sonlanim
gosterdigi ve 6zofagus alt ucunda darlik oldugu saptanmis
(Resim 1), bunun Uzerine kitle ekartasyonu amach Ust
gastrointestinal sistem (GIS) endoskopisi yapilmis ve kesici
dislerden itibaren yaklasik 38-40. cm civarinda Z cizgisi
Gzerinde darlik oldugu ve bunun Oncesinde 6zofagusta
genislik oldugu saptanmis, gérunumun oOncelikle akalazya
ile uyumlu dusunulerek Nifedipin 1-3x30 mg dozunda
baglanmisti. Bu tedavi ile baslangicta disfaji yakinmasinda
gerileme olmasina ragmen devam eden surecte disfaji
ilerlemis ve odinofaji yakinmasi eklenmis. Bunun Uzerine
hastaya tarafimizca buiji dilatasyonu yapilmis, dilatasyondan
baslangicta kismen fayda gormus, ancak devam eden
surecte yeniden yakinmalari baslamasi tzerine 2018 yilinda
dis merkezde Heller's myotomi operasyonu yapilmis,
cerrahi sonrasi yutma yakinmasi biyuk oranda gerilemisti.
Daha 6nceden kuru géz yakinmasi olmayan hastanin son
aylarda gozlerde batma yakinmasi baglamis. Son
zamanlarda da oksuruk ve purdlan karakterde balgam

yakinmasi olan hasta yeniden hastaneye yatirildi.

Resim 1. Olgunun baryumlu ézofagus grafisi. Baryumlu
ozofagus grafisi akalazya icin tipik olmamakla beraber,
6zofagus icindeki baryumlu kontrast 6zofagokardiyak bileskede
kiint olarak sonlanmakta, bu dizeyde darlik (kitleye bagli
goriiniim?) ve darlik sonrasi mide ile uyumlu mukozal kontrast
sivanmasi izlenmekte. Darlik dncesi 6zofagusda dilatasyon ve
tersiyer kontraksiyonlar izlenmektedir.

M/12-Eki-1970

0Oz ve soy gecmisinde ozellik yoktu, sigara, alkol veya

herhangi bir bagimlilik yapacak ilag-madde kullanmiyordu.

Fizik muayenede; kasektik gorinimde, cilt hafif koyu, 165
cm, 50 kg, BMI 18.3 kg/m2, kan basinci 100/50 mmHg idi ve
ortostatik degisiklik yoktu. Konusma dizartrik ve nazone idi.
Kas gucu alt ekstremitelerde 4/5 olarak saptandi. Diger

sistem muayenelerinde &zellik yoktu.

Biyokimyasal incelemede kan sekeri 80 mg/dL (N=70-105
mg/dL), kreatinin 1.05 mg/dL (N=0.7-1.3 mg/dL), sodyum
144 mmol/L (N=136-146 mmol/L), potasyum 4 mmol/L
(N=3.5-5.1 mmol/L), plazma ACTH duzeyleri ise 14.4 ile 62.9
pg/mL (N=0.46 pg/mL) arasinda saptandi.

Hastanin 6ksurik ve balgam yakinmasi nedeniyle gogus
hastaliklari ve kulak burun bogaz tarafindan degerlendirildi.
Erdostein ve nazal steroidli spray verildi ve yakinmalari
geriledi. Sag vokal kord paralizisi saptandi ve cekilen larinks
BT normal saptandi. Kontrol Ust GIS endoskopide kronik
superfisial ~gastrit ve akalazya ile uyumlu olarak
degerlendirildi, proton pompa inhibitord tedavisi baslandi.
Nérolojik yakinmalar icin beyin difizyon MR c¢ekildi,
mikroiskemik alanlar saptandi ve klopidogrel 75 mg
baslandi. Kuru goéz agisindan gdz hastaliklari tarafindan
degerlendirilen hastada Schirmer's testi 5 dk. da 5 mm den
kicuk olculdu ve kuru goz olarak degerlendirildi, suni goz
yasi damlasi ve konjuktivit icin deksametazon ve
tobramisinli damla verildi. Yakinmalari gerileyen hasta

poliklinik kontrollerine gelmek Uzere taburcu edildi.

SONUC

Triple A sendromu, diger adlariyla AAA sendromu veya
Allgrove sendromu, sikligi tam olarak bilinmeyen, akalazya,
ACTH direnci-addisoniyanizm ve alakrima ile seyreden, bazi
olgularda nérolojik belirti ve bulgularinda eslik ettigi,
otozomal resesif gecisli kaltimsal bir hastaliktir (1-5).
Olgularin cogunda U¢ komponent olsa da bazi olgularda
baslica iki komponent gérulebilir (9).

islevi tam anlagilmamis olan ALADIN adli proteini kodlayan
AAAS genindeki mutasyon bu sendroma sebep olur (10-12).
ALADIN nukleer zarfta bulunur ve onu hiicrenin geri kalan
kismindan ayirir. ALADIN eksikliginde nikleer tamir
proteinlerinin ¢ekirdege giremeyecegi ve hasara neden
olacagl, onarilmayan DNA'nin da hucrenin dengesi hale

gelmesine ve 6limine sebep olacagl iddia edilmistir.
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ACTH direncine bagl adrenal yetersizlik triple A
sendromunun 6nemli Ozelliklerindendir (1,13). Primer
adrenokortikal yetersizlik olgularin %71'inden azinda sebep
triple A sendromudur (14). ACTH direnci ve buna bagl
kortizol eksikligine bagl yorgunluk, istah kaybi, kilo kaybi,
kan basinc dusuklugu ve ciltte koyulasma olabilir. Hem
adrenal yetersizlik hem de akalazya ya bagli beslenme
kusurlari bu hastalardaki kilo kaybinin 6nemli etmenidir.
Triple A sendromlu hastalarda genelde ACTH direnci oldugu
icin mineralokortikoid salinimi korunmustur ve bu nedenle
de mineralokortikoid ihtiyaci olmaz. Ozellikle
mineralokortikoid ihtiyaci olmayan addison hastalari triple
A sendromu gelisimi agisindan takip edilmelidirler. Triple A
sendromlu hastalar mutlaka steroid tedavisine devam
etmeli, ayrica adrenal yetersizlik agisindan bilgilendirilmeli
ve gerektiginde ylksek doz steroid replasmani yapiimalidir.
Akalazya; 6zofagus peristalizm yoklugu ve alt 6zofagus
sfinkterinde gevseme kusuruyla seyreden, ilerleyici disfaji
ve kilo kaybi ile seyreden bir hastalik olup, triple A
sendromunun &nemli bir komponentidir (2). Akalazya tanisi
icin erken asamada endoskopik ve 6zofagus baryum grafisi
ile degerlendirme yetersiz kalabilir. Diger motilite
bozukluklarindan ayirmak icin en énemli yontem sUphesiz
manometridir (15). Bizim hastamizda baryum grafisindeki
goérinim akalazya icin tipik olmayip ©n planda kitle
dustndurdd. Ancak ust GIS endoskopisi yapildiginda Z
cizgisi Uzerinde endoskopun gegcisine izin veren bir darlik
oldugu ve bu seviyenin Uzerinde 6zofagusta genisleme
oldugu saptandi.  Teknik yetersizlikler  nedeniyle
manometrik inceleme yapilamadi. Hasta énceden kalsiyum
kanal blokeri tedavisinden fayda goérmesine ragmen,
ilerleyen dénemde bu tedavi yetersiz kalmisti ve hastaya
buji dilatasyonu yapilmisti. Buji dilatasyonundan da
baslangicta fayda gorse de devaminda disfajinin artmasi ve
agrili hal almasi Uzerine hastaya dis merkezde Heller's
myotomi yapildi ve cerrahiden oldukca fayda gorda.

Alakrima her ne kadar triple A sendromlu olgularda ilk
gorulen belirti ve bulgulardan olsa da bizim olguda en son
gelisen komponenti oldu (1,3). Alakrima olan c¢ocuklar
agladiklari zaman ¢ok az veya hig gdz yasi Uretemezler. Her
ne kadar hastanin daha 6ncedeki yillarda gozlerinde yanma
ve batma gibi yakinmalari olsa da Schirmer’s testi normal
idi. En son yapilan kontrollerinde ise Schirmer's testi 5. dk
da 5 mm in altinda idi ve kuru goz kabul edildi. Hastaya

sunni goz yas! baslandi, ayrica kuru goze bagl gelisen

konjuktivit icin deksametazon ve tobramisinli damla
baslandi ve yakinmalari geriledi.

Triple A sendromlu olgularda gelisme geriligi, entelektiel
yetersizlik, dizartri, mikrosefali, kas glg¢suzlugl, hareket
kusurlari, periferik néropati ve optik atrofi gibi norolojik
belirtiler bulunabilir ve zamanla daha da kotulesebilir
(6,8,7). Bazi olgularda ise otonom disfonksiyona bagh
anizokori, anormal terleme, viucut 1si regulasyon bozuklugu
ve kan basinca degisiklikleri olabilir (6,16,17). Bizim
olgumuzda alt ekstremitlerde kas guci 4/5 idi ve dizartri
mevcuttu. Hastanin daha onceki klinigini de bildigimiz icin
dizartisinde belirgin ilerleme mevcuttu. Ayrica daha
onceden olmayan vokal kord paralizisi de saptandi. MR da
da mikroiskemik degisiklikler oldugu icin asetil salisilik asit
ve klopidogrel baslanmasi onerildi. Ancak gastriti olmasi
nedeniyle aspirin baslanmadi ve klopidogrel tedavisi takip
planlandi.

Sonug olarak, triple A sendromunda akalazya ve alakrimayla
ek olarak ACTH direncine bagl adrenal yetersizlik
gelismekte ve hastaligin tim komponentleri baslangicta
birarada ortaya c¢ikmayabilmektedir. Adrenal yetersizlik
tedavisinde tek basina glukokortikoid yeterli olmakta,
mineralokortikoid ihtiyaci genelde olmamaktadir. Bazi
olgularda norolojik  bozukluklarda gorulebilmektedir.
Ozellikle mineralokortikoid ihtiyaci olmayan adrenal
yetersizligi olan olgular addisoniyanizm ve sendromun diger
spesifik iki bulgusu olan akalazya ve alakrima gelisimi

yoniinden takip edilmelidir.
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Respiratory Distress in Newborn
Yenidoganda Respiratuvar Distress

Selguk Gurel

Department of Pediatrics, Bahcesehir University, School of Medicine

Ozer

Solunum zorlugu, bir bebegin yenidogan yogun bakim (initesine kabul edilmesinin en yaygin nedenlerinden biridir. Biitiin dénem
yenidoganlarin % 7'sini etkileyen, premattiirelerde daha yaygin ve yliksek oranda gériilen bir durumdur. Yenidogan yogun bakim
tinitesine basvuran bebeklerin% 15'inde ve ge¢ preterm bebeklerin% 29'unda énemli solunum yolu morbiditesi gelismektedir.
Yenidoganda solunum sikintisi, takipne, burun akintisi, ¢ekilme veya inleme gibi artan solunum eforunda bir veya daha fazlasinda
artis olarak kabul edilir.

Yenidoganda solunum sikintisi nedenleri ¢esitli ve multisistemiktir. Pulmoner nedenler normal akciger gelisimi veya ekstrauterin
hayata gecgis sirasinda degisiklikler ile iliskili olabilir. Yenidoganda solunum sikintisinin altta yatan nedeni degismektedir ve her
zaman akciger kaynakli degildir. Bu nedenle, ilk restisitasyon ve stabilizasyondan sonra, daha spesifik bir tani ve uygun yénetimi
belirlemek icin ayrintili bir éykd, fizik muayene, radyografik ve laboratuvar bulgularinin kullanilmasi énemlidir.

Yenidoganda solunum sikintisini kolayca tanimay! ve cesitli nedenlerin her biri ile iliskili fizyolojik anormallikleri anlamayi
dgrenmek optimal yonetime rehberlik edecektir..

Anahtar Kelimeler: yenidogan, premattire, solunum sikintisi,

ABSTRACT

Respiratory distress is one of the most common causes of neonatal intensive care unit admittance. In the whole newborn period
the incidence is 7%, but is becoming more common and is even more common in premature babies. Fifteen percent of babies
admitted to neonatal intensive care unit and 29% of late preterm infants develop significant airway morbidity. Respiratory
distress in newborn is considered as an increase in one or more following factors designating increased respiratory effort;
tachypnea, runny nose, nasal flaring, retraction or grunting.

The causes of respiratory distress in the newborn are diverse and multi-systemic. Pulmonary causes may be associated with
changes in normal lung development or during extra uterine life. The underlying cause of respiratory distress varies in the
newborn and is not always caused by respiratory system. It is therefore important to use a detailed history, physical examination,
radiographic and laboratory findings to determine a more specific diagnosis and appropriate management after initial
resuscitation and stabilization.

Understanding respiratory distress in newborn is easy and understanding physiological abnormalities associated with each of the
various causes will guide the optimal management.

Key Words: newborn, premature, respiratory distress

INTRODUCTION prematurity, meconium stained amniotic fluid (MAS),

Respiratory distress is one of the most common causes of cesarean  delivery, ~gestational ~diabetes, maternal

neonatal intensive care unit admittance. In the whole chorioamnionitis and presence of prenatal

newborn period the incidence is 7%, but is becoming more ultrasonographic findings such as oligohydramnios or

common and is even more common in premature babies structural lung abnormalities (3). However, it is not always

(1). Fifteen percent of babies admitted to neonatal intensive possible to predict who will become symptomatic.

care unit and 29% of late preterm infants develop Respiratory distress can lead to respiratory failure and

significant airway morbidity. This risk is higher for babies cardiopulmonary arrest if unnoticed and not managed

born before 34th gestational week (2). Some risk factors properly, regardless of the cause. Therefore any healthcare

increase the likelihood of neonatal respiratory disease; proffesional who cares for newborn babies should easily
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recognize the symptoms and signs of respiratory distress,
distinguish  between various causes and initiate
management strategies to prevent significant complications

or death (4).

Failure to diagnose symptoms in newborn and treatment of
underlying respiratory distress can lead to short and long-
term complications such as chronic lung disease,
respiratory failure, and even death. The downe score can
be used as a simple assessment tool in healthcare
institutions in the periphery, making a decision whether to
continue treatment with CPAP (Continuous Positive Airway
Pressure) in the same center or to be referred to an
advanced neonatal unit early, until a more sophisticated

test / prediction model is available.

Table 1. Downe Scoring System

0 1 2
Cyanosis None Room air 40% FiO,
Retraction None mild severe
) Audible with  Audible without
Grunting None
Stethoscope stethoscope

Air entry-make baby cry
and listen breath sounds Clear
while baby cries
Respiration rate <60 60-80 >80
Assessment; >4: Clinical respiratory distress , Check blood gases , >8: Risk of

Decreased or

Delayed Barely audible

Respiratory Failure

DEFINITION AND SYMPTOMS

Respiratory distress in newborn is considered as an
increase in one or more following factors designating
increased respiratory effort; tachypnea, runny nose,
retraction or grunting.(6) Normally, the respiratory rate of
the newborn is 30 to 60 breaths per minute. Tachypnea is
defined as a respiratory rate greater than 60.(6) Tachypnea
is actually a stabilizing mechanism for hypercarbia,
hypoxemia or acidosis (both metabolic and respiratory),
making it a common but non-specific finding in a wide
variety of respiratory, cardiovascular, metabolic or systemic
diseases.(7) Pulmonary disease can trigger tachypnea
especially in newborns. Natural elastic properties of lungs
provide expansion. A functional residual capacity (FRC)
occurs at the end of expiration to prevent collapse of the
alveoli. The newborn chest wall is more flexible due to its
cartilage nature and the neonatal lungs are prone to
atelectasis and decreased FRC (7). If the lung compliance is
reduced in diseases such as Transient Tachypnea of the
Newborn (TTN), Respiratory Distress Syndrome (RDS),
Pneumonia or Pulmonary Edema, there is a decrease in

tidal volume. To achieve adequate minute ventilation, the

respiratory rate increases. Hypoxemia increases tachypnea
further (7). Therefore, affected newborns have prominent
tachypnea. Additional clinical findings help to diagnose the
causes of respiratory distress, as tachypnea is a non-
specific symptom. Increased respiratory distress arises
from increased airway resistance, reduced lung compliance,
or pulmonary mechanisms that are independent of both.
Airflow resistance increases when there is congestion in the
airflow. The critical importance of the airway radius is
indicated in the R14 V (8lh/pr) equation, where R is the
resistance, V is flow, L is length, h is viscosity and the r is
radius (8). If the airway radius is halved, the resistance

increases by 16 times.

Nasal flaring is a compensatory symptom that increases the
upper airway diameter and reduces resistance and
breathing work. Retractions are caused by use of accessory
muscles in neck, rib cage, sternum or abdomen, when lung
compliance is poor or airway resistance is high. Wheezing
may indicate increased airway resistance. A high-pitched,
monophonic breath sound, stridor shows obstruction of
larynx, glottis or subglottic area. Wheezing may also be
high-pitched, but is typically polyphonic, expiratory, and
shows tracheobronchial obstruction. Grunting is an
expiratory sound caused by the sudden closure of glottis
during expiration to protect FRC and prevent alveolar
atelectasis. It is important to maintain and retain
physiological FRC in poorly compatible respiratory
disorders, such as RDS or TTN due to poor lung compliance
in very low or very high FRCs. Meconium aspiration
syndrome (MAS) at the other end of the spectrum is an
example of lower airway obstruction with air trapping.
These neonates often have high lung volumes adversely
affecting lung compliance. Regardless of the cause, it is vital
to recognize symptoms and act quickly. If the newborn
cannot maintain breathing work to meet respiratory needs,
he develops respiratory failure. This failure may occur as
impaired oxygenation (cyanosis) or ventilation (respiratory
acidosis). Without immediate intervention, the respiratory

arrest is close (4).

PATHOGENESIS

The causes of respiratory distress in the newborn are
diverse and multi-systemic. Pulmonary causes may be
associated with changes in normal lung development or

during extra uterine life. Normal lung development occurs
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in 5 phases (9). Respiratory disease may be caused by
developmental abnormalities that occur before or after the
birth. Early developmental malformations include
tracheoesophageal fistula, bronchopulmonary
sequestration (abnormal pulmonary tissue mass not
associated  with  tracheobronchial network), and
bronchogenic  cysts (abnormal branching of the
tracheobronchial tree). Parenchymal lung malformations
such as congenital cystic adenomatoid malformation,
congenital diaphragmatic hernia or severe oligohydramnios
lead to pulmonary hypoplasia that develops later in
pregnancy. More common respiratory diseases such as
TTN, RDS, neonatal pneumonia, and persistent pulmonary
hypertension of the newborn (PPHN) are due to
complications in the postnatal transition period. Although
mature alveoli are present at 36 weeks of gestation, a large
alveolar septation and microvascular maturation occur in
the postpartum period. The lungs are not fully developed
until 2 to 5 years of age (9). Therefore, postnatal
developmental lung disease may also  occur.
Bronchopulmonary dysplasia (BPD) is an important lung
disease that complicates premature alveolarization during
alveolar development when exposed to mechanical
ventilation, oxygen, and other inflammatory mediators
prior to normal development. As defined, BPD affects 32%
of premature infants and 50% of low birth weight infants

(10).

DIFFERENTIAL DIAGNOSIS

The underlying cause of respiratory distress varies in the
newborn and is not always caused by respiratory system
(6). It is therefore important to use a detailed history,
physical examination, radiographic and laboratory findings
to determine a more specific diagnosis and appropriate
management after initial resuscitation and stabilization. A
detailed physical examination should focus beyond the
lungs to identify the non-pulmonary causes such as airway
obstruction, chest wall abnormalities, cardiovascular
disease, or neuromuscular disease of which may initially
occur as respiratory distress in  newborn infant.
Radiographic findings may identify diaphragmatic paralysis,
congenital pulmonary malformations, and intrathoracic
lesions, such as pneumothorax, mediastinal mass and
congenital diaphragmatic hernia which compromise lung

expansion. Significant tachypnea without difficulty in

breathing requires additional laboratory research to
identify metabolic acidosis or sepsis. Hypoglycemia,
hypomagnesemia, and hematological abnormalities may
result in suppressed respiration or may prevent oxygen
transport to the peripheral tissues, therfore laboratory
evaluation should be considered with these clinical findings.
Hypermagnesemia may contribute to respiratory distress
and may affect the ability of the newborn to respond to
resuscitation due to hypotonia and suppressed airway or

apnea (4).

It may be difficult to differentiate cardiovascular diseases
from pulmonary causes of respiratory distress. Most
congenital heart defects are associated with cyanosis,
tachypnea, or respiratory distress due to heart failure.
Timing can be an important clue to differentiate, because
there are very few congenital heart defects which appear
immediately after birth, but rather they become evident
few hours to days after birth when the ductus arteriosus
closes(2). Pulmonary hypertension should be considered in
any infant with respiratory distress and cyanosis. This
occurs when there is a failure of transition from the
uteroplasental circulation to the postnatal pulmonary
circulation after birth. Pulmonary vascular resistance
remains high; disruption of pulmonary blood flow cause
cyanosis and persistence of foramen ovale and ductus
arteriosus cause blood flow from right to left. Respiratory
distress associated with PPHN can be primary or secondary
due to specifically presence of congenital diaphragmatic
hernia, MAS or RDS. When PPHN occurs without concurrent
pulmonary disease, it is difficult to distinguish it from
cyanotic heart disease. Response to ventilation with 100%
oxygen (hyperoxia testing) can help to differentiate two. In
some newborns with PPHN, PaO2 will increase above 100
mm Hg, but not more than 45 mm Hg in infants with

cyanotic heart defects with right to left shunt (11).

CONCLUSION

Understanding respiratory distress in newborn is easy and
understanding physiological abnormalities associated with
each of the various causes will guide the optimal
management. While it is ideal to reduce the incidence with
preventive measures, early recognition and treatment of
common neonatal respiratory diseases reduces both short
and long-term complications and associated mortality of

babies at risk.
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Ust Ekstremite Tuzak Noropatileri
Peripheral nerve entrapment in the upper extremity
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Ozer

Tuzak noropatiler periferik sinirlerin lizerindeki akut, intermittant, tekrarlayici veya devamli baski altinda kalmasi sonucunda belli
noktalarda ortaya ¢ikan, motor, duyu ve otonom bozukluklarin eslik ettigi tablodur. Tuzak noropatiler, daha ¢ok list ekstremitede
gortillir; bunlar arasinda da en sik goriilenleri, median sinirin bilek seviyesinde sikismasi olan karpal tiinel sendromudur. Tanida
dogru bir oOyki, fizik muayene, 6zel testler(Tinel testi, Phalen testi), radyolojik incelemeler ve elektrofizyolojik incelemeler
destekleyici yontemler olarak kullanilmaktadir. Tuzak néropati olusumunda travma, vaskiiler patolojiler, inflamatuar ve otoimmiin
hastaliklar, endokrin ve metabolik bozukluklar, hormonal ve tiiméral nedenler etkilidir. Tuzak noropatilerde sinirin duysal alanina
lokalize parestezi olmasi, yanma, karincalanma, batma, kasinti, kas agrisi bulunmasi, ozellikle gece agrisinin fazla olmasi, kronik
basida kas glicsiizliigli ve atrofisinin olmasi gibi klinik dzellikleri bulunabilir. Tedavide splintleme, enjeksiyonlar, fizik tedavi
modaliteleri ve cerrahi uygulamalar yer almaktadir.

Anahtar Kelimeler: karpal tiinel sendromu, (ist ekstremite, median sinir, ulnar sinir

ABSTRACT

Trap neuropathies are accompanied by motor, sensory and autonomic disorders that occur at certain points as a result of acute,
intermittent, repetitive or sustained pressure on the peripheral nerve. Trap neuropathies are more common in the upper
extremity; the most common of these is carpal tunnel syndrome which is the compression of the median nerve at the wrist. A
correct history, physical examination, special tests(Tinel test, Phalen test), radiological examinations and electrophysiological
investigations supporting the findings are used as supportive methods. Trauma, vascular pathologies, inflammatory and
autoimmune diseases, endocrine and metabolic disorders, hormonal and tumoral factors are effective in the formation of trap
neuropathy. In trap neuropathies, there may be localized paresthesias to the sensory area of the nerve, burning, tingling, stinging,
itching, muscle pain, especially night pain, the presence of muscle weakness and atrophy in chronic press. Treatment includes
splinting, injections, physical therapy modalities and surgical applications.

Key Words: carpal tunnel syndrome, upper extremity, median nerve, ulnar nerve

Tanim ve Genel Bilgiler konur ve genellikle sinir iletim ¢alismalarindan

Tuzak néropatiler, periferik sinirin anatomik seyri boyunca
belli noktalarda farkli nedenlerden dolayi sikismasi sonucu
ortaya ¢itkan, motor, duyu ve otonom defisitlerle karakterize
tablodur. Tuzak noropatiler, Ust ekstremitede en sik
karsilasilan problemlerdendir. Genel anlamda, 25-40 yas
arasindaki aktif calisan genc/orta yash bireylerde, ozellikle
mesleki faktorlere bagl olarak; 40-60 yas arasindaki
bireylerde ise metabolik/hormonal faktorler nedeniyle
ortaya ¢iktigl disunulmektedir. “Tuzak”, “kompresyon” veya
benzeri terimler, sorunun baslangicinin sinir kaynakli
olmadigini, dis mekanik etkilere ikincil olarak gelistigini
belirtmek amaci ile kullanilir (1,2). Ozellikle geng bireylerde
daha sik gorilmesi nedeniyle, is glcl kaybina da neden

olmaktadir (3,4). Tuzak ndropatilerinde tani klinik olarak

(Elektrondromyografi-ENMG) da yararlanilir (5,6). Sikisma
sonrasinda ilgili periferik sinirin innerve ettigi alanda,
motor, duyu ve otonom problemler ortaya cikar. Akut
tuzaklanmalarda gecici iskemik blok nedeniyle, epinéral kan
akimi ve aksonal transport azalir, gegici iletim problemleri
ile karsilasilir ve konservatif tedaviden yarar gorlr. Basi
zamani arttik¢a, sinirde meydana gelen hasarin miktari da
artar ve morfolojik degisiklikler olusmaya baslar. Orta
dereceli basi sonucunda, intrandronal mikrosirkilasyon
bozulur, epindral ve intrafasikiler ©&dem olusur;
intrandronal fibrozis meydana gelebilir. Bu d&énemde,
provokatif testler pozitiftir. Vibrasyon duyusunda azalma ve
tenar kaslarda zayifik séz konusudur. Hasta, genellikle

anormal olan bir duyudan bahseder. Ciddi dereceli basi
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sonrasinda ise, uzun sure devam eden epindral 6demi
endondral 6dem ve fibrozis takip eder ve segmental
demiyelinizasyon daha da kroniklesirse ~ Wallerian
dejenerasyon baslar. ENMG bu dénemde sinir tarafindan
innerve edilen kaslarda denervasyonu gosterir. Duyu
problemleri (iki nokta ayrimi >2 mm) ve kaslarda atrofi séz
konusudur (2,7). Tuzak noropatilerdeki ilk semptom,
genellikle periferik sinirin  otonom ve duyu liflerinin
etkilenmesine bagli, ilgili sinirin dermatom alaninda ortaya
¢tkan, yanma, uyusma ve karincalanma hissidir. Bu his,
Ozellikle geceleri ve istirahat halindeyken daha da artar.
Eger periferik sinirin motor liflerinde de etkilenme s6z
konusu ise, kaslarda glgsuzluk, ileri donemde atrofi ve
beraberinde gelen fonksiyonel yetersizlikler (beceri kaybi,
glnlUk yasam aktivitelerini yerine getirmede problemler)
tabloya eslik eder (8,9). Tuzak ndropatiler Seddon ve

Sunderland tarafindan siniflandiriimistir (Tablo-1).

Seddon Sunderland
Noropraksi Evrel iletim blogu
Aksonotmezis Evre Il Akson etkilenmis, epinérium saglam
Akson ve endondéral tip devamliligi
Evre Il bozulmus, perindrium ve funikuluslar
saglam
Aksonlar, endondral tipler, perinérium ve
Evre IV funikuluslarin devamliligi bozulmus,
epindrium saglam
. . Tuam sinir trunkuslarin devamhlig
Nérotmezis Evre V
bozulmus

Ust Ekstremite Tuzak Néropatileri

Boyun Seviyesindeki Kompresyon Noropatileri

Servikal Kosta Sendromu

Servikal kostanin veya C7 transvers uzantisinin, brakial
pleksusun C8 ve T1 koklerine baski yapip, elde duyusal ve
motor kayiplara neden olmasidir. Genelde dnkol i¢ yizinde
ve son iki parmakta (yuzik ve kiguk parmaklar) duyu
kusuru olur. Ust ekstremitede agri, elde intrinsik kaslarda
atrofi, vazomotor degisiklikler olabilir. Konservatif tedavi
basarisiz olursa cerrahi tedavi yapilir (3).

Scalenius Anterior Sendromu

Brakial pleksusun, m.scalenius arasindan gecerken
sikismasiyla gelisir. O taraf ekstremitede vaskuler yetersizlik

ve kladikasyo olusur (3).

Torasik Outlet Sendromu

Ust ekstremitenin nérovaskiler yapisinin sikismasina baglh
gelisen kompleks durumdur. Brakial pleksus, ¢zellikle alt
trunkus, subklavian arter ve ven, klavikula ve 1. kosta

arasinda sikismaktadirlar (Sekil-1). %25 oraninda kadinlarda

daha sik gorulir. ik sikdyet agr olabilir ve boyun ve
omuzdan ele kadar yayilabilir. Onkolun ve elin i¢ yiziinde
parestezi eslik eder. Sikayetler, el omuzun Ustinde iken
calismayi gerektiren durumlarda artar. Agri siklikla gece
uykudan uyandirir. Soguk entolerans, renk degisliklikleri
veya Raynaud fenomeni olabilir. Konservatif tedavi basarisiz

oldugunda cerrahi tedaviye gidilmelidir (4,5).

sekil 1.

Shalarius anticus k.

HKilavikula

2 xot Subklavyan Subkiavyan arer
ven

Median Sinir Tuzak Néropatileri
C6-T1 spinal sinir koklerinden innerve olan median sinir

brakiyal pleksusun Ust-orta-alt trunkusundan olusur.

Karpal Tiinel Sendromu (KTS)

Median sinirin el bilegi seviyesinde karpal transvers bag
altinda sikismasidir (Sekil-2). KTS en sik gorilen tuzak
noropatidir. Populasyonun genelinde %3, endustrilesmis
toplumlarda %5-15, 40-60 yas arasi kadinlarda, erkeklere
oranla daha sik rastlanan bir sendromdur. Baslica sikayetler
elin ilk Ug parmaginda agr, karincalanma ve uyusukluktur.
Daha ¢ok bilateral olarak ortaya ¢ikar. Hastalar daha ¢ok
geceleri yada sabah ellerinde uyusma sikayeti ile
uyandiklarini séylerler. Eli sallama ile sikayetlerin azaldig
rapor edilmistir. Bu hastalarda tablo genellikle idiyopatik
olarak olussa da, diyabet, tiroid gibi baz sistemik
hastaliklar, hamilelik ve mesleki kosullar da KTS nedenleri
arasinda sayilabilir. Karpal tunel sendromu tanisi klinik
olarak konur ve genellikle ENMG de yararli olur (3,5,6).
Semptomlari siddetli olmayan erken evredeki hastalarda
elektofizyolojik testler normal olabilir. Tani koymaya
yardimci Phalen ve Tinel testleri gibi bazi provakatif testler
bulunmaktadir (Sekil-3). Phalen testi, 1dk suresince el
bileginin fleksiyonda tutulmasiyla parestezi gelismesidir.
Tinel testi ise, el bilegi ekstansiyonda iken karpal tunel
Uzerine yapilan baski ile parestezi olusmasidir. KTS'de
zamanla motor liflerin de etkilenmeye baslamasiyla, 2. ve 3.

parmagin lumbrikal kaslarinda atrofi olusmaya baslar ve
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hastada, elde glgsuzlik, beceriksizlik (elden bir seyler
dusturme, ince el becerilerini yapamama) sikayetleri de
gelismeye baglar. Ozellikle, el bileginin uzun streli fleksiyon
veya ekstansiyon pozisyonunda kullaniimasi, semptomlari
daha da arttinr (3). KTS'de, konservatif yaklasimlar veya
cerrahi tedavi uygulanabilir. Tedavide amag, median sinir
Uzerindeki kompresyon kuvvetini azaltmaktir. Konservatif
yaklasimlar, fleksér tendon sinoviyumundaki inflamasyonu
azaltmayi hedefler. Konservatif tedavinin ilk basamag, irrite
olmus dokulari dinlendirmek icin uygulanacak splint
tedavisidir. Hastalardan, 3-4 hafta slreyle ve o&zellikle
geceleri, el bilegini ve metakarpofalangeal (MCP) eklemi
nétral pozisyonda tutan bu splintleri hi¢ ¢karmadan
kullanmasi istenir (3,9). Diger konservatif tedavi yontemleri
olarak splintleme disinda, non steroid antiinflamatuvar
ilaclar, steroid enjeksiyonu, fizik tedavi modaliteleri (en sik
ultrason, parafin, iyontoforez, TENS, lazer, masaj, tendon ve
sinir kaydirma egzersizleri), el terapisi uygulamalari ve is
yeri modifikasyonlari, en yaygin kullanilan yontemlerdir
(3,410,11). Semptomlar azalmaya basladigl an, splint
¢ikarilabilir ve programa, el bilegi ve parmaklari icine alan
germe egzersizleri eklenir. Yine, zayiflk olan kaslara
kuvvetlendirme  egzersizleri  verilmelidir.  Konservatif
tedavilere ragmen 8-12 hafta sonra belirgin bir iyilesme

gorulmuyorsa, cerrahi tedavi endikedir (3,9).

sekil 2.

karpal bag

= 4
4 Tramsyers

¥ Medan vinir

Konservatif tedavi ile dizelmeyen durumlarda cerrahi
tedavi dusunUlmelidir. Cerrahi tedavide karpal tlnel
gevsetme ameliyatlar yapilmaktadir. Karpal tinel gevsetme
ameliyati, transvers karpal bagin gevsetilerek, median sinir
icin karpal tinelde daha fazla yer agmak ve basinc
azaltmak amaciyla, agik ve endoskopik olmak Uzere iki farkli
sekilde uygulanir. Her iki ameliyatin da, birbirine gore
avantaj ve dezavantajlari vardir. El rehabilitasyonu
yéninden baktigimizda, endoskopik cerrahilerin, daha az
skar olusumu ve karpal tlinel Uzerinde insizyon
olusturmamasi  nedeniyle, daha avantajli  oldugu
soylenebilir. Ayni zamanda, yapilan ¢alismalar, endoskopik
cerrahi sonrasi ise geri donlUs suresinin ¢ok daha kisa
oldugunu gostermektedir (11,12,13). Cerrahi sonrasi el
terapisi uygulamalari, mumkidn olan en erken dénemde
baslamalidir. Gerek agik gerekse endoskopik olarak yapilan
karpal tUnel gevsetme ameliyatlari sonrasinda, parmak
hareketlerine ilk gun icerisinde baslanirken, el bilegi
hareketlerine genellikle 5-7 giin icerisinde baglanir. ise geri
doénus, acik cerrahi sonrasi 4.-6. haftalar arasinda
gerceklesirken, endoskopik cerrahiyi takiben ¢ hafta

sonrasinda gerceklestigi belirtiimektedir (14).

Anterior interossedz Sendrom:

Median sinirin motor dali olan anterior interosseous'un
baslangi¢c noktasinda sikismasidir. Onkolun proksimalinde,
aktivite ile artan bir agri vardir. Hastalar fleksér pollisis
longus ve 2. parmak fleksér dijitorum profundus kaslarinin
calismamasi nedeniyle, pinch kavrama sirasinda, bu iki
parmak distal interfalangeal ekleminde fleksiyon hareketini
gerceklestiremez. Martin-Gruber anastomozu nedeniyle,
elin intrensek kaslarinda da paralizi tablosu olusabilir (3,8).
Tedavisi konservatiftir, fizik tedavi uygulamalari, tekrarlayan
on kol hareketlerinden kaginma, splintleme, enjeksiyonlar

onerilir.

Pronator teres Sendromu:

Median sinirin, pronator teres kasinin iki basi arasinda
sikismasiyla veya fibréz bantlarin baskisi sonucunda olusur.
Direngli el bilegi fleksiyon ve ©nkol pronasyonu ile
semptomlar artar. Agri 6nkolun medialine lokalizedir.
Median sinirin dermatom sahasi olan elin ilk g
parmaginda, parestezi ve duyu problemleri gorulir (8).
Tedavisinde genellikle konservatif tedavi tercih edilir (3).
Konservatif tedavinin ilk basamag, irrite olmus dokular

dinlendirmek icin uygulanacak dirsegi 90° fleksiyonda ve
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onkolu nétral pozisyonda tutan uzun kol splint
uygulamasidir. Hastadan, 3-4 hafta sureyle ve gin
icerisinde, bu splinti hi¢ ¢itkarmadan kullanmasi istenir (9).
Agri tedavisi icin, farkl elektriksel modaliteler, masaj,
yumusak doku mobilizasyonu ve soguk uygulamasi
kullanilabilir. Semptomlar dinlenme sirasinda azalmaya
bagladigl an, splint ¢ikarilir ve programa, dirsek ve el bilegini
iceren germe egzersizleri eklenir. Yine, zayiflik olan kaslara
kuvvetlendirme egzersizleri verilmelidir (3). Konservatif
tedaviden 8-12 hafta sonra iyilesme yoksa, cerrahi tedavi
endikedir. Dekompresyon cerrahisini takiben, mudmkun
olan en erken dénemde aktif normal eklem hareketlerine
baglanmali  ve  7.-10.  glnlerde  kuvvetlendirme

egzersizlerine gecilmelidir (3,9).

Suprakondiler Proses Sendromu:

Median sinirin Struthers bagl ve distal humerusta olan
kemiksi cikinti arasinda sikismasiyla olusur. Klinik olarak
asimetrik ve nadir olan tuzak noéropatidir. Tanida direk
radyografilerde  humerus distalde kemik cikintinin
gorulmesi ve klinikte humerus distalden ele dogru yayilan
agri olmasi 6nemlidir. Konservatif tedavi ile rahatlama

olmayanlara cerrahi énerilebilir (9).
Ulnar Sinir Tuzak Noropatileri

Kubital Tiinel Sendromu:

Kubital tinel sendromu, karpal tinel sendromundan sonra
ikinci en sik gorulen sikisma sendromudur. Ulnar sinirin
dirsek seviyesinde tuzaklanmasi sonucunda gelisir (Sekil-4).
Sebepleri arasinda, sistemik hastaliklar, uzun sureli turnike
uygulamasi, mediyal epikondil king,, kubitus valgus
deformitesi, tekrarl dirsek fleksiyon-ekstansiyonunu veya
dirsegin uzun sire bir yere dayanmasini gerektiren
aktiviteleri iceren meslekler ve dirsek fleksiyonda uyuma
gibi, farkl nedenleri olabilir. Dirsek tam fleksiyonda iken,
kibital tunel en dar konumdadir; bu da, sinirin
kompresyona ugramasina neden olur. Sikayet genellikle
Oonkolun mediyaline yayilan agri, elin dorsal ve palmar
yuzunde duyu anormallikleri ve elin intrensek adalelerinde
motor zayiflik seklindedir (15,16). ilerlemis dénemlerde,
pence el deformitesi (4. ve 5. parmaklarin MP eklemlerinin
hiperekstansiyona, PIP ve DIP eklemlerin ekstrensik
fleksorlerin etkisi ile fleksiyona gitmesi) meydana gelebilir.
Hafif ve orta dereceli basi olan bltin hastalara, konservatif
tedavi onerilir. Literaturde, hafif kibital tinel basisi olan

hastalarda konservatif tedavinin basari orani %58 olarak

bildirilmistir (17). Kabital tinel sendromunun konservatif
tedavisinde, dirsek fleksiyonunu limitleyerek kubital
tlneldeki ulnar sinir Gzerinde daha fazla kompresyon
olusmasina engel olmak icin, statik uzun kol splinti
onemlidir. Splint, dirsegi 45-60° arasinda fleksiyonda, el
bilegini noétralde tutan, parmaklarin serbest oldugu bir
splinttir. Bu splint, gece gindlz Ug¢ hafta boyunca kullanilir
(9,18). Uc-alti haftalik konservatif tedavi sonrasi
semptomlarda azalma meydana gelmemesi durumunda,
cerrahi yontemler dusundlebilir (10,11). Kubital titnel
dekompresyon cerrahisi sonrasi rehabilitasyon programi
karpal tunel sendromundaki gibi koruma yontemleri,
splintleme,  fizik tedavi programlar, germe ve
kuvvetlendirme  egzersizleri  seklinde  rehabilitasyon

programina baglanmaldir.

sekil 4.

Biseps

ig Epikondil

~— Trise ps

Ulnar Sinir

" Kubital Tiinel

Basi Altindaki
Ulnar Sinir

Guyon kanali sendromu

El bileginde ulnar sinirin icte hamatumun c¢ikintisi ve
psiform’dan kanal catisinin palmar fasya ve palmaris
brevis'den olusan Guyon kanali icinde sikismasi ile olusur.
Ganglion kisti, inflamatuar hastaliklar sikisma nedeni
olabilir. Tedavi konservatiftir (19).

Radial Sinir Tuzak Noropatileri

Radial sinir, C5-T1 brachial pleksus posterior kokinden

innerve oliur.

Aksiller bélgede sikisma

Koltuk degneginin yanlis kullaniimasi sonucu radial sinirin
aksiller bdlgede baskiya ugramasi sonucu olusur. Triceps ve
distal kaslarda gugsuzlik olusur. Timoral sebepler ve
travma da sikismada etkilidir (19).

Ust kolda sikisma
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Radial sinirin humerus basinda donerek seyretmesi
sirasinda baskiya maruz kalmasiyla olusur. Alkol veya uyku
sirasinda kolun kotu pozisyonda kalmasi sonucu olusur.
Humerustaki kiriklar, timoral nedenler ve triceps kasinin
asirt kullanimi sonucu da gelisebilir. Konservatif tedavi
tercih edilir (19,20).

Posterior interosseéz Sinir (PiS) Sendromu:

Radial sinir, radius basi hizasinda, ylzeyel superfisiyel duyu
dali ve posterior interossedz motor dal olmak lzere ikiye
ayrilir. PIS sendromunda sinir, énkol proksimalinde, dirsek
kapsulinin énunde veya supinatdr kas icerisinde sikisabilir.
Bu noktalarda radial sinirin tuzaklanmasinin nedeni, radius
bas kiriklari, tumorler, tekrarli pronasyon-supinasyon
hareketi gibi nedenlerdir. PiS sendromunda bilek
ekstansorleri intaktir, c¢inkl bu kaslarin innervasyonu
dirsek eklemi seviyesindedir. PiS sendromunda, parmak
ekstansorlerinde, bagsparmak ekstansoér ve abduktorlerinde
paralizi gelisir. Duyu defisiti yoktur. Klinik muayenede,
lateral epikondilit ile karistirilabilir. Lateral epikondilit
sendromunda, lateral epikondil Uzerinde yogunlasan ve el
bileginin direncli ekstansiyonu ile artan bir agr vardir. PIS
sendromunda ise, agr Gg¢lnct parmagin  direngli
ekstansiyonu ile siddetlenir olur ve kolun lateraline dogru
yayilir. Ayrica, direngli supinasyon hareketi de agriya neden
olur (1,3). Konservatif tedavide agri ve inflamasyonu
azaltmak icin, dirsek fleksiyonda, énkol supinasyonda, bilek
nétral pozisyonda, uzun kol splinti tercih edilebilir. Splint, 4-
6 hafta boyunca, agri azalana kadar, glin icerisinde
mumkun oldugu kadar ¢ok kullanilmalidir. Dirsek cevresine
uygulanacak klasik masaj, 6demi ve agriyl azaltmak icin
etkili bir ydntemdir. Ayrica, agriyr azaltmak igin tens cihaz
gibi diger klasik fizik tedavi ajanlarindan da yararlanilabilir.
Radial sinir kaydirma egzersizlerine, olabilecek en erken
doénemde, kontrollu olarak baslanmaldir. Semptomlar
hafifledikce, = programa  kuvvetlendirme  egzersizleri
eklenmelidir (3,9,12,13). Konservatif tedaviden basari elde
edilemezse, dekompresyon cerrahisine gidilir. Cerrahi
sonrasi da yine splintleme, fizik tedavi modaliteleri ve

egzersizlere baslanmalidir (3,9,13).

Yiizeyel kutanéz radial sinir sikismasi (keraljiya
parestetika- Wartenberg sendromu
Radial sinirin ylzeyel ve duyu dalinin baski altinda kalmasi

ile olusur. Sinirin 6n koldaki seyri sirasinda herhangi bir

bolgede baskiya maruz kalabilir. Dirsekte eflizyon, timoral
nedenlerle, 6n kolda brakiyoradiyal kasin tendonu
tarafindan daha distalde siki bilek bandajlar, saat kayisi,
bilezik ve radius kiriklari sonucu kallus olusumu radiyal
sinirin tuzaklanmasina neden olur. El sirtinda ve radial
kesimde agr ve parestezi olusur. Tedavi konservatiftir,

nadiren cerrahi gerekir (19).
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