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AMAC VE KAPSAM

Mugla Sitki Kogman Universitesi Tip Dergisi, Mugla
Sitk1 Kogman Universitesi Tip Fakiiltesinin siireli yaym
organidir ve Nisan, Agustos ve Aralik aylarinda olmak
iizere yilda 3 say1 yayinlanmaktadir. Derginin yayin dili
Tiirkge ve Ingilizcedir.

Dergide, tibbin her dali ile ilgili prospektif,
retrospektif ve deneysel arastirmalar, olgu sunumu,
editore mektuplar ve derlemeler yaymlanir. Yayinlanan
makalelerde konu ile ilgili en yiiksek etik ve bilimsel
standartlarda olmasi ve ticari kaygilarda olmamasi sartt
gozetilir. Yayin i¢cin gonderilen caligmalar; orijinal, bagka
bir dergide degerlendirme siirecinde olmayan ve daha
once basilmamis olmasi kosullariyla kabul edilir.

Mugla Sitki Kogman Universitesi Tip Dergisi; TR
Dizin, Google Akademik, Tiirkiye Atif Dizini, Academic
Keys, ve Research Bible Index tarafindan
indekslenmektedir.

Dergide yayinlanacak olan yazilar
http://dergipark.gov.tr/muskutd web sayfasi tizerinden
gonderilmelidir. Yazim kurallari, teknik bilgiler ve diger
gerekli formlara bu sayfadan erisilebilir. Gonderilen
yazilardaki tiim igerikler yazarlarin sorumlulugundadir.

Bu dergide yer alan yazi, makale, fotograf ve
illiistrasyonlarin elektronik ortamlarda dahil olmak {izere
kullanma ve ¢ogaltma haklart Mugla Sitki Kogman
Universitesi Tip Dergisi'ne aittir. Yazih 6n izin
olmaksizin materyallerin tamaminin ya da bir béliimiiniin
cogaltilmas1 yasaktir. Her hakki saklidir. Mugla Sitki
Kogman Universitesi Tip Dergisi’nde yaymlanan
icerikler yazar(lar)a aittir. Mugla Sitki Kog¢man
Universitesi Tip Fakiiltesi, dergi editorleri, calisanlar1 ve
yayinci bu yazilar i¢in mali, hukuki ve diger yonlerden
sorumluluk kabul etmemektedir.

AIMS AND SCOPE

Medical Journal of Mugla Sitki Kocman University is
a periodical of Medical School of Mugla Sitki Kocman
University and is published three times per year; in April,
August, and December. The Medical Journal of Mugla
Sitki Kocman University’s publication languages are both
Turkish and English.

The articles which could be prospective or
retrospective on investigational studies, case reports,
letter to the editor and reviews of every aspect of
medicine are published. The studies should have
paramount ethical and scientific standards as well as no
commercial concerns. Articles are accepted for
publication on the condition that they are original, are not
under consideration by another journal, or have not been
previously published.

The Medical Journal of Mugla Sitki Kocman
University is indexed by TR Dizin, Google Scholar,
Tiirkiye Atif Dizini, Academic Keys and Research Bible.

All manuscripts must be submitted electronically on
the http://dergipark.gov.tr/muskutd. Instructions for
authors, technical information, and other necessary forms
can be accessed over this web page. Authors are
responsible for all content of the manuscripts.

Rights to the use and reproduction, including in the
electronic media, of all communications, papers,
photographs and illustrations appearing in this journal
belong to the Medical Journal of Mugla Sitki Kocman
University without prior written permission of part or all
of and material is forbidden. All rights are reserved.
Published content of the journal is in authors’ own
responsibility. Mugla Sitki Kocman University School of
Medicine, editors, employees and the publisher do not
accept any financial, legal or any other liability for the
published material.
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YAZARLARA BILGI
http://dergipark.gov.tr/muskutd/page/4152

Genel Bilgiler

Mugla Sitki Kogman Universitesi Tip Dergisi
Mugla Sitki Kogman Universitesi Tip Fakiiltesinin
stireli yaym organi olup 6zel sayilar hari¢ diizenli
olarak yilda ti¢ say1 olarak yayimlanir. Tibbin her
dali ile ilgili prospektif, retrospektif ve deneysel
aragtirmalar, olgu sunumu, editére mektuplar ve
derlemeler yayinlanmak i¢in degerlendirilmektedir.
Konu ile ilgili etik ve bilimsel standartlar olmasi ve
ticari kaygilarin olmamas1 sart1 gozetilir. Yazarlar
tarafindan, baska bir dergide degerlendirme
stirecinde olmayan ve daha 6nce basilmadigi beyan
edilen yazilar incelemeye almir. Editér onay1
sonrasinda en az yurt ici-yurt dist iki hakem
incelemesinden gecip gerek goriildiigii takdirde
istenen degisiklikler yazarlar tarafindan yapilip
hakemlerce kabul edildikten sonra yayimlanir.
Bilimsel Sorumluluk

Yazar olarak belirtilmis tiim kigiler ¢alismay1
planlamali veya gergeklestirmeli, ¢aligmanin
yazilmasinda, gbzden gegirilmesinde ve son halinin
onaylanmasinda rol almig olmahdir. Kriterleri
karsilayan bir metnin ortaya ¢ikmasi tiim yazarlarin
sorumlulugudur.

Etik Sorumluluk

Mugla Sitk1 Kogman Universitesi Tip Dergisi, etik
ve  bilimsel standartlara  uygun  yazilan
yayimlayarak bilimin dogru bir sekilde ilerlemesine
katki saglamay1 hedeflemektedir. Bu kapsamda,
galigmalarin bilimsel etige uygunlugu o6nemlidir.
Etik ilkeler COPE (Committee on Publication
Ethics) tarafindan hazirlanan yonerge
(https://publicationethics.org/resources/resources-
and-further-reading/international-standards-editors-
and-authors) temel alinarak Mugla Sitki Kogman
Universitesi Tip Dergisi tarafindan benimsenmis ve
yazarlar, hakemler ve editorler tarafindan da
benimsenmesi Onerilmektedir. Bu onerilerin bir
kismi asagida verilmistir.

Yazarlarm Etik Sorumluluklar::

- Calismayla iligkili veri kayitlarii diizenli tutmak
ve olas1t bir talep {izerine bu verilere erisim
verebilmelidir.

- Gonderdigi makalenin bagka bir yerde
yayinlanmadigindan veya kabul edilmediginden
emin olmalidir.

- Insan veya hayvan denek iceren tiim calismalar
icin ulusal ve uluslararasi yasalara ve yonergelere
uygun olmasini saglamak, (6rnegin, WMA Helsinki
Bildirgesi, =~ NIH  Laboratuar = Hayvanlarinin
Kullanimina  fliskin ~ Politika, ~ Hayvanlarin
Kullanimma iliskin AB Direktifi) gerekli onaylarin
alindigim1 onaylamak, denek mahremiyete saygi

gostermek. Calismasma dair ilgili etik kurul
onaylarint ve arastirma detaylarii ¢alismanin
“Gere¢ ve Yontem” kisminda belirtmek.

- Herhangi bir ¢ikar ¢atigmasi durumunda,
makalesiyle ilgili etik bir ihlal tespit ettiginde bunu
editor ve yaymct ile paylagmak, hata beyani,
zeyilname, tazminat bildirimi yayinlamak veya
gerekli goriildigi durumlarda calismayr geri
cekmelidir.

Hakemlerin Etik Sorumluluklar::

- Editoriin karar verme siirecine katkida bulunmak
icin makaleyi objektif olarak zamaninda incelmeli
ve sadece uzmanlik alani ile ilgili c¢alisma
degerlendirmeyi kabul etmelidir.

- Degerlendirmeyi nesnel bir sekilde sadece
calismanin icerigi ile ilgili olarak yapmalidir.

- Dini, siyasi ve ekonomik c¢ikarlar gdzetmeden
calismay1 degerlendirmelidir.

- Yayinlanacak makalenin kalitesini yiikseltmeye
yardimcr olacak yonlendirmelerde bulunmali ve
calismay1 titizlikle incelemelidir. Yorumlarin
yapici ve nazik bir dille yazara iletmelidir.

- Editdor ve yazar tarafindan saglanan bilgilerin
gizliligini korumali, kor hakemlige aykir1 bir durum
varsa editore bildirmeli ve calismay1
degerlendirmemelidir.

- Potansiyel ¢ikar ¢atigmalarmin (mali, kurumsal,
isbirlikci ya da yazar ve yazar arasindaki diger
iligkiler) farkinda olmali ve gerekirse bu yazi icin
yardimlarint  geri ¢ekmek konusunda editorii
uyarmalidir.

Editorlerin Sorumluluklari:

- Cinsiyet, dini veya politik inanglar, yazarlarin
etnik veya cografi kokenleri {izerine ayrim
yapilmaksizin gorevlerini yerine getirirken dengeli,
objektif ve adil bir sekilde hareket etmelidir.

- Dergiye gonderilen galismalart igerigine gore
degerlendirmeli, higbir yazara ayricalik
gostermemelidir.

- Olas1 ¢ikar cgatigmalarini dnlemek adina gerekli
onlemleri almali ve varsa mevcut beyanlar
degerlendirmelidir.

- Etik ihlali niteliginde bir sikayet olmasi
durumunda, derginin politika ve prosediirlerine
bagli kalarak gerekli prosediirleri uygulamalidir.
Yazarlara, gelen sikdyete cevap vermek igin bir
firsat vermeli, ¢alisma kime ait olursa olsun gerekli
yaptirimlar1 uygulamaktan kagmamalidir.

- Derginin ama¢ ve kapsamina uygun olmamasi
durumunda gelen ¢alismay1 reddetmelidir.

Tim arastirma makalelerinde, c¢alisma igin Etik
Kurul Onayr alinmali ve Etik Kurul Onaymin
alindig1 yer, tarih (giin, ay ve yil olarak) ve onay
numarast  Gere¢ ve  Yontem  bolimiinde
belirtilmelidir. Insan ile ilgili tim g¢aligmalarda
Helsinki  Deklarasyonu'na  (World  Medical

v
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Association Declaration of Helsinki
http://www.wma.net/en/30/publications/10policies/
b3/index.html) gore ¢alismanmn yapildigi mutlaka
belirtilmelidir. Olgu sunumlarinda, hastadan (ya da
yasal vasisinden) tibbi verilerinin
yayinlanabilecegine iliskin yazili hasta onam
belgesi alindi climlesinin hasta onam tarihi ile
birlikte belirtilmesi gereklidir. Hayvan deneyleri
icin laboratuvar hayvanlarinin bakim ve kullanimi1
konusunda kurumsal veya ulusal yonergelerin takip
edilmeli ve bildirmelidirler. Yazarlarin
caligmalarinda kullandiklar1 ciimlelerinden editor
ve yaym kurulu sorumlu degildir. Bilimsel, hukuki
ve etik sorumlulugu yazarlara aittir.

Sorumlu yazar, gonderilen ¢aligmanin baska bir
yerde yayimlanmadigini ve ayni anda bir diger
dergide degerlendirilme siirecinde olmadigin
belirtmelidirler. Calismanin bir kismi kongrede
sozlii veya poster bildiri olarak sunuldu ise baslik
sayfasinda kongre adi, yer ve tarih verilerek
belirtilmesi gereklidir.

Kabul edilen yazinin tiim kullanim ve yayin hakki
derginin olur ve izinsiz olarak bagka bir yerde
yayinlanamaz.

Degerlendirme: Tim makaleler cift-kor
degerlendirme yontemi kullanilarak en az iki yerli
veya yabanci hakem tarafindan degerlendirilir.
Makalelerin  degerlendirilmesi, bilimsel 6nemi,
orijinalligi g6z Oniine alinarak yapilir. Yayina kabul
edilen yazilar editorler kurulu tarafindan igerik
degistirilmeden yazarlara haber verilerek yeniden
diizenlenebilir.

Intihal taramasi: Dergiye gonderilen makaleler
format ve intihal agisindan kontrol edilir. Formata
uygun olmayan veya intihal benzerlik orani yiiksek
(%20’den az olmalidir) makaleler
degerlendirilmeden sorumlu yazara geri gonderilir.

Cikar catismasi: Calismalari ile ilgili taraf
olabilecek tiim kisisel, ticari baglanti veya c¢alisma
icin dogrudan veya dolayli olarak maddi destek
veren kurum var ise yazarlar; kullanilan ticari iriin,
ilag, firma ile ticari hicbir iligkisinin olmadigini
veya varsa nasil bir iliskisinin oldugunu (konsiiltan,
diger anlagmalar vs.), editdre sunum sayfasinda
bildirmek  zorundadir. Herhangi bir ¢ikar
catigmasinin olmadigi durumda metin igerisinde
“Yazarlar ¢ikar iligkisi olmadigim1 beyan eder’
seklinde ifade edilmelidir.

Lisan

Derginin yaymn dilleri Tiirke ve Ingilizcedir.
Tirkge metinlerde Tirk Dil Kurumu’nca
(www.tdk.gov.tr) yayinlanan Tiirk¢e sozliik temel
alinmalidir. Gonderilmis makalelerdeki tiim yazim
ve imla hatalari, anlam ve verileri degistirmeksizin
editor tarafindan diizeltilebilir. Metnin kurallara
uygun olarak diizenlenmesi yazarlarin
sorumlulugundadir.

Telif Hakki Bildirimi

Telif hakki devrini bildirmek igin kapak
mektubunda ‘Bu makalenin telif hakki; ¢alisma,
basim i¢in kabul edilmesi kosuluyla Mugla Sitki
Kogman Universitesi Tip Dergisi’ne devredilir’
seklinde belirtilmelidir. Yazarlara ticret 6denmez.
Yaz Tipleri

Derleme: Derlemeler yeni veya tartigmali alanlara
151k tutmalidir. Tiirkce ve Ingilizce bashk ve tek
paragraflik 6zetler ve anahtar kelimeler igermelidir.
Dergi editorii derleme yazimu igin davette bulunur.
Orijinal makaleler: Orijinal makaleler temel veya
klinik  ¢alismalar veya klinik  denemelerin
sonuglarint  bildirir. Makale dili Tirkg¢e veya
Ingilizce fark etmeksizin Tiirkge oOzet, Ingilizce
Ozet, giris, gere¢ ve yontemler, bulgular/sonuclar,
tartigma, tesekkiir (gerekliyse), kaynaklar ve
sekiller ve tablolardan olugsmalidir.

Olgu Sunumu: Tibbin her alanindaki 6énemi olan
olgu sunumlarini yaymnlanir. Tiirkce dzet, Ingilizce
Ozet, giris, olgu, tartisma, kaynaklar ve sekiller ve
tablolardan olusmalidir.

Editore Mektup: Sekil veya tablo olmali
(gerekiyorsa) ve kaynaklar olmahidir (makalelerden
biri hakkinda degerlendirme yapilan yayin

olmalidir).

Yaz1 Gonderimi

Tim yazilar elektronik ortamda
http://dergipark.gov.tr/muskutd adresi iizerinden
gonderilmelidir.

Yazinin Hazirlanmasi

Yazi hazirhigi iki satir aralikli, satir numaralar
verilmis ve Times New Roman 12 punto karakter
biiyikliiginde  yapilmalidir.  Sayfalar  baslik
sayfasindan baslamak {izere, sag alt kosesinden
numaralandirilmalhidir. Makale sistemine
yiiklenen word (*.doc, *.docx) dosyasimin baglik
sayfasinda yazarlara ait isim ve kurum bilgileri yer
almamalidir.

Kapak Mektubu: Kapak mektubu gonderilen
makalenin kategorisini, daha dnce bagka bir dergiye
gonderilmemis oldugunu, ¢ikar iliskisi bildirimini,
yayin hakki devri bildirimini ve varsa ¢aligmay1
maddi olarak destekleyen kisi ve kurumlarin
adlarim mutlaka icermelidir.

Bagslik sayfasi: Bu sayfada calismanin tam Tiirkce
ve Ingilizce ismi ve kisa bashig olmalidir. Katkida
bulunanlarin tiim yazarlarin isimleri, calistiklari
kurumlart ve ORCID numaralar1 listelenmelidir.
Ucretsiz  olarak bireysel ORCID numaralari
http://orcid.org adresinden alinabilmektedir. Basim
siirecinde dergi editorii ile iletisimde bulunacak
olan yazigsma yazari belirtilmelidir.

Ozet ve Anahtar Kelimeler: Ozet 250 kelimeyi
gegmemelidir. Calismanin amacini, yontemi, bulgu
ve sonuglar1 oOzetlemelidir. En fazla 5 anahtar
kelime alfabetik sirayla verilmelidir. Kelimeler
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birbirlerinden virgiil (,) ile ayrilmalidir. Ingilizce
kelimeler Index Medicus’taki Medical Subjects
Headings listesine uygun
olmalidir www.nIlm.nih.gov/mesh/MBrowser.html.
Tiirkge anahtar kelimeler Tiirkiye Bilim Terimleri
(TBT)’ne uygun olarak verilmelidir
www.bilimterimleri.com

Girig: Kisa ve acik olarak ¢aligmanin amaglarini
tartismali, calismanin neden yapildigina dair temel
bilgileri igermeli ve hangi hipotezlerin sinandigin
bildirmelidir.

Gereg ve Yontemler: Agik ve net olarak yontem ve
gerecleri aciklanmalidir. 11k vurgulamada kullanilan
ara¢ ve cihazlarin model numaralari, firma ismi ve
adresi (sehir, tlke) mutlaka belirtilmelidir. Tim
Olglimler metrik birim olarak verilmeli ve ilaglarin
jenerik adlar1 kullanilmalidir.

Istatistiksel ~ Degerlendirme: — Tiim  caligma
makaleleri istatistiksel olarak degerlendirilmeli ve
uygun plan, analiz ve bildirimde bulunmalidir. p
degeri yazi iginde belirtilmelidir. Kullanilan
istatistik yontem agikga belirtilmelidir.

Sonucglar: Sonuglar metin, tablo ve sekiller
kullanilarak ~ sunulmalidir. Tablo ve metinler
tekrarlanmamalidir.

Tartisma: Calismanin farkliliklarina ve sonuglarina
vurgu yapilmalidir. En 6nemli bulgu kisa ve net bir
sekilde  belirtilmeli,  gozlemlerin  gegerliligi
tartisgtlmali, ayni  veya benzer konulardaki
yaymlarin 1s1§inda  bulgular yorumlanmali ve
yapilan c¢aligmanin olasi Onemi belirtilmelidir.
Calismanin esas bulgularinin kisa ve 0zli bir
paragrafla vurgulanmasi onerilir.

Tesekkiir: Yazarlar arastirmaya katkida bulunan
ancak yazar olarak yer almayan kisilere tesekkiir
etmelidir.

Tablo, Sekil ve Grafikler: Tim tablo, sekil, grafik
ve diger gorseller ana metnin i¢inde gegis siralarina
uygun sekilde, ardisik olarak numaralandirilmalidir.
Kullanilan gorsellerde hasta ve doktor kimlikleri
iceren bilgiler ve kurum adlar goriilmeyecek
sekilde hazirlanmalidir. Tablolar ana metin iginde
kaynak listesinin sonrasinda sunulmalidir. Tablolar
JPEG, TIFF veya diger gorsel formatlarda
gonderilmemelidir. Mikroskopik sekillerde
aciklayict bilgilere ek olarak, biiyiitme orani ve
kullanilan boyama teknigi de belirtilmelidir.
Gorseller sisteme minimum 300 DPI ¢oziiniirliikte
ylklenmelidir. Sekil, resim, grafik ve fotograflarin
her biri ayr .jpg veya .gif dosyasi olarak sisteme
eklenmelidir. Sekiller metin iginde kullanim
siralarina  goére Arabik (1, 2, 3, v.b.) rakamla
numaralandirilmali ve metinde parantez iginde
gosterilmelidir.  Grafiklerde kullanilan ¢izgiler
yayin hazirligl asamasinda yeniden boyutlandirma
sirasinda meydana gelecek bozulmalari engellemek
amaciyla yeterli kalinlikta olmalidir. Tablolarda

kullanilan kisaltmalar tablo altlarinda
tanimlanmalidir. Tablo ve sekil basliklarinda ve
tablonun yazi iginde anilmasinda Roma (I, I, II,
v.b.) rakamlar1 kullanilmamalidir.

Kaynaklar: Kaynaklar metin iginde alintilanma
sirasina uygun olarak dogal sayilar kullanilarak
numaralandirtlmali ve climlenin sonunda parantez
icinde verilmelidir. Kaynaklar listesinde yazar
sayisi alt1 veya daha az ise hepsi, daha fazla ise
sadece ilk #i¢ ismi yazilmali ve ‘ve ark.’ ilave
edilmelidir. Kaynak ve kisaltilmis dergi adlar
yazimlart Index Medicus’a veya asagida verilen
orneklere uygun olmalidir. Caligmaya yazilan
kaynaklarin okunmus olmast ve talep edildiginde
sunulmasi gerekmektedir.

Dergi makaleleri i¢cin ornek

Murtaugh TJ, Wright LS, Siegel FL. Calmodulin
plus cyclic AMP-dependent phosphorylation of a
Mr 22,000 pituitary protein. J Biol Chem.
1985;260(29):15932-7.

Komite veya yazar gruplari icin ornek

The Standard Task Force, American Society of
Colon and Rectal Surgeons: Practice parameters for
the treatment of haemorrhoids. Dis Colon Rectum
1993;36:1118-20.

Kitaptan konu icin érnek

Milson JW. Haemorrhoidal disease. In: Beck DE,
Wexner S, eds. Fundamentals of Anorectal Surgery.
11992; 192-214. 1a ed. New York: McGraw-Hill
Kitap icin érnek

Bateson M, Bouchier I. Clinical Investigation and
Function, 2nd edn. Oxford: Blackwell Scientific

Publications Ltd, 1981.

Kontrol Listesi
- Tiirkge ve Ingilizce baslik
- Tiirkge ve Ingilizce 6zet
- Tiirkge ve Ingilizce anahtar sdzciikler (En fazla 5
s0zciik)
iki satir aralikli ve satir numarasi verilerek
yazilmig metin (Times New Roman, 12 punto)
- Kurallara uygun hazirlanmig tablo ve sekiller
- Kurallara uygun yazilmis kaynaklar
- Imzali “Yayin Hakki Devir Formu” (makale yayin
icin kabul edildikten sonra istenmektedir)

VI



Mugla Sitki1 Kogman Universitesi Tip Dergisi
Mugla Tip Dergisi
Medical Journal of Mugla Sitki Kocman University
Mugla Medical Journal

ISSN: 2148-8118

e-ISSN: 2618-6020

INSTRUCTIONS FOR AUTHORS
http://dergipark.gov.tr/muskutd/page/4152

General Information

Medical Journal of Mugla Sitki Kocman University
is a periodical of Medical School of Mugla Sitki
Kocman University. The journal is published
quadmonthly. The articles which could be
prospective or retrospective on investigational
studies, case reports, letter to the editor and reviews
of every aspect of medicine are published. The
studies should have paramount ethical and scientific
standards as well as no commercial concerns
Articles are accepted for publication on the
condition that they are original, are not under
consideration by another journal, or have not been
previously published. The studies that are sent to
the journal provided that the study is appropriate for
formal principles are evaluated by the editor and
two peer reviewers. The study is published once the
approvals of the reviewers have been taken. Hence,
the authors should make the necessary changes in
accordance with the reviewers” comments.
Scientific Responsibility

All authors should have contributed to the article
directly either academically or scientifically. All
persons designated as authors should plan or
perform the study, write the paper or review the
versions, approve the final version. It is the authors’
responsibility to prepare a manuscript that meets
scientific criteria.

Ethical Responsibility

The Medical Journal of Mugla Sitki Kogman
University aims to contribute to the advancement of
science by publishing articles that comply with
ethical and scientific standards. It is important to
adhere to ethical norms in scientific research.
Ethical principles, based on the directive prepared
by COPE (Committee on Publication Ethics)
(https://publicationethics.org/resources/resources-
and-further-reading/international-standards-editors-
and-authors), have been adopted by the Medical
Journal of Mugla Sitki Kogman University and it is
recommended to be adopted by authors, reviewers
and editors. Some of these suggestions are given
below.

Ethical Responsibilities of Authors:

- Authors should be able to keep the data records
related to the research and give access to this data
upon a possible request.

- Make sure that the article is not published or
accepted elsewhere.

- To ensure compliance with national and
international laws and guidelines for all reseach
involving human or animal subjects (for example,
the WMA Helsinki Declaration, the NIH

Laboratory Animal Policy, the EU Directive on
Animal Use), to confirm that the necessary
approvals have been obtained, to respect the
subject's privacy. To specify the relevant ethics
committee approvals and research details regarding
the research in the “Materials and Methods” section
of the study.

- In the event of any conflict of interest, whenever
the author detects an ethical violation related to
article, should share it with the editor and publisher,
publish a bug addendum, compensation notice, or
withdraw the work when deemed necessary.

Ethical Responsibilities of Reviewers:

- To contribute to the decision-making process of
the editor, they should review the article objectively
in time and only accept the evaluation of the
research related to his/her area of expertise.

- Evaluate objectively only on the content of the
study.

- They should consider working without regard to
religious, political and economic interests.

- They should provide guidance to help improve the
quality of the article to be published and scrutinize
the study. Reviewer should convey the comments
constructively and kindly to the author.

-They should protect the confidentiality of the
information provided by the editor and the author.

- Be aware of potential conflicts of interest
(financial, institutional, collaborative, or other
relationship between the author and the author) and,
if necessary, alert the editor to withdraw their help
for this article.

Ethical Duties and Responsibilities of Editors:

- They should act in a balanced, objective and fair
manner while performing their duties, without
discrimination on gender, religious or political
beliefs, and ethnic or geographical origin of the
authors.

- They should evaluate the studies submitted
according to their content and should not show any
privilege to any author.

- Take the necessary precautions to prevent possible
conflicts of interest and evaluate existing
statements.

- In case of an ethical complaint, they should follow
the journal's policies and procedures and follow the
necessary procedures. They should give the authors
an opportunity to respond to the complaint, and
should not avoid applying the necessary sanctions
regardless of whoever the study belongs to.

- If the submitted study is not in line with the
purpose and scope of the journal, it must be
rejected.

In all research articles, Ethics Committee Approval
must be obtained for the study and the location,
date (day, month and year) and approval number of
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the Ethics Committee Approval must be specified
in the Materials and Methods section. It should be
noted that the study was carried out according to
the  Helsinki  Declaration (World Medical
Association Declaration of Helsinki
http://www.wma.net/en/30/publications/10policies/
b3/index.html) in all studies involving human
participants. In case reports, the sentence °’written
informed consent was obtained from the patient (or
from the legal guardian), which indicates that
medical data can be published’” must be stated
together with the informed consent date. For
experimants on animals, institutional or national
guidelines on the care and use of laboratory animals
should be followed and reported. The editor and
editorial board are not responsible for the sentences
used by the authors in their study. Scientific, legal
and ethical responsibility belongs to the authors.
The corresponding author should state that the
submitted manuscript is not published elsewhere
and is not in the process of being evaluated in
another journal at the same time. If part of the study
was presented as an oral or poster presentation in
the congress, the title page should be specified by
giving the name of the congress, place and date.
Accepted manuscripts become the permanent
property of the journal and may not be published
elsewhere without permission.

Evaluation: All articles are evaluated by at least
two reviewers using double-blind evaluation. The
evaluation of the articles is done by considering
their  scientific importance and originality.
Manuscripts accepted for publication can be edited
by the editorial board by informing the authors
without changing the content.

Check for Plagiarism: Articles submitted are
checked for format and plagiarism. Articles that are
not suitable for format or have high plagiarism
similarity rate (should be less than 20%) are sent
back to the responsible author for evaluation.
Conflict of interest: If there is an institution
directly or indirectly providing financial support for
any personal, commercial connection or study that
may be a party to their work, the authors; must
notify the editor on the presentation page of the
commercial  product, drug, or commercial
relationship with the company. If there is no
conflict of interest, the authors should state that
‘Authors declare that there is no conflict of interest'.
Language

The official languages of the Journal are Turkish
and English. Turkish dictionary published by
Turkish Language Institution (www.tdk.gov.tr)
should be predicated on Turkish manuscripts. All
spelling and grammar mistakes in the submitted
articles are corrected by the editor without changing
the data presented. It is the authors’ responsibility

to prepare a manuscript that meets spelling and
grammar rules.

Copyright Statement

A copyright transfer statement indicating that the
‘The copyright to this article is transferred to
Medical Journal of Mugla Sitki Kocman University
and will be effective if and when the article is
accepted for publication’ should be sent in the
content of cover letter. No payment is done to
authors for their articles.

Avrticle Types

Reviews: The reviews highlight or update new
and/or controversial areas. Reviews should include
Turkish and English titles and abstracts. Abstract
should be as one paragraph, include keywords. The
editor of the Journal invites author/authors for
reviews.

Original articles: Original articles describe the
results of basic or clinical studies or clinical trials.
Original articles should follow the basic structure of
an abstract, introduction, materials and methods,
results, discussion, references, and tables and
figures (as appropriate).

Case Reports: The Journal publishes significant
case reports related to the every aspect of medicine.
Case reports should follow the basic structure of an
abstract, introduction, case report, discussion,
references, and tables and figures (as appropriate).
Letter to the Editor: Text should include figure or
table (if necessary) and references (one of them
should be the commenting article). Letters are
selected for their importance, relevance, and
originality; not all letters submitted can be
published.

Manuscript Submission

All manuscripts must be submitted electronically on
the http://dergipark.gov.tr/muskutd

Preparation of Manuscripts

Submissions should be doubled-spaced and typed in
Times New Roman 12 points with line numbers.
All pages should be numbered consecutively in the
bottom right-hand corner, beginning with the title
page. The title page should not include the names
and institutions of the authors. Manuscript must be
prepared as a word file (*.doc, *.docx).

Cover letter: Cover letter should include statements
about manuscript category designation, single-
journal submission affirmation, conflict of interest
statement, copyright transfer statement, sources of
outside funding, equipments (if so).

Title Page: On the title page, provide the complete
title and a running title. List each contributor's
name, institutional affiliation and ORCID number.
The individual ORCID number can be obtained
from http://orcid.org. Corresponding Author is the
contributor responsible for the manuscript and
proofs. This is the person to whom all
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correspondence and reprints will be sent. The
corresponding author is responsible for keeping the
Editorial Office updated with any change in details
until the paper is published.

Abstract and Keywords: The abstract must not
exceed 250 words. It should summarize the aim of
the study and describe the work undertaken, results
and conclusions. In addition, you should list up to
six keywords in alphabetical order. The words
should be separated by comma (,), from each other.
English key words should be appropriate to
“Medical Subject Headings (MESH)”
www.nlm.nih.gov/mesh/MBrowser.html  Turkish
key words should be appropriate to “Tiirkiye Bilim
Terimleri (TBT)” www.bilimterimleri.com
Introduction: The Introduction should briefly
discuss the objectives of the study and provide the
background information to explain why the study
was undertaken, and what hypotheses were tested.
Materials and Methods: Clearly explain the
methods and the materials in detail to allow the
reader to reproduce the results. Equipment and
apparatus should cite the make and model number
and the company name and address (town, county,
and country) at first mention. Give all
measurements in metric units. Use generic names of
drugs.

Statistically  Evaluation: ~ All  retrospective,
prospective and experimental research articles must
be evaluated in terms of biostatics and it must be
stated together with appropriate plan, analysis and
report. p values must be given in the manuscripts.
Results: Results must be presented in a logic
sequence with text, tables and illustrations. Tables
and text should not duplicate each other.
Discussion: This section should be concise.
Emphasize only the new and most important
aspects of the study and their conclusions. The
Discussion should include a brief statement of the
principal findings, a discussion of the validity of the
observations, a discussion of the findings in light of
other published work dealing with the same or
closely related subjects, and a statement of the
possible significance of the work. Authors are
encouraged to conclude with a brief paragraph that
highlights the main findings of the study.
Acknowledgements: Authors must acknowledge
individuals who do not qualify as Authors but who
contributed to the research. Abbreviations: The
abbreviation of a word or word sequence is given in
the first appearance within a bracket after the word
or word sequence. The abbreviation is used through
the main text

Tables, Figures and Graphs: All tables, figures,
graphs and other visual media must be numbered in
order of citation within the text and must not
disclose the names of the patients, doctors or

institutions. Tables must be placed at the end of the
references section in the main document. Tables
should not be submitted in JPEG, TIFF or other
visual ~ formats. In  microscopic  images,
magnification and staining techniques must be
specified in addition to figure captions. All images
should be in high resolution with minimum 300
DPI. All illustrations (including line drawings and
photographs) are classified as figures. Figures must
be added to the system as separate .jpg or .gif files.
Figures should be numbered consecutively in
Arabic numbers and should be cited in parenthesis
in consecutive order in the text. Lines in the graphs
must be in adequate thickness. Therefore, loss of
details would be minimal if reduction is needed
during press. Abbreviations used in tables must be
defined in alphabetical order at the bottom of the
tables. Roman numerals should be avoided while
numbering the Tables and Figures, or while citing
the tables in the text.

References: References in the text must be
numbered in the order of citation and must be given
with natural numbers within a bracket at the end of
the sentence. List all Authors when six or fewer;
when seven or more, list only the first three and add
‘et al’. Journal titles should be cited in full. The
style of references and abbreviated titles of journals
must follow that of Index Medicus or one of the
examples illustrated below:

Format for Journal Articles:

Murtaugh TJ, Wright LS, Siegel FL. Calmodulin
plus cyclic AMP-dependent phosphorylation of a
Mr 22,000 pituitary protein. J Biol Chem.
1985;260(29):15932-7.

Format for Committees and Groups of Authors:
The Standard Task Force, American Society of
Colon and Rectal Surgeons: Practice parameters for
the treatment of haemorrhoids. Dis Colon Rectum
1993;36:1118-20.

Format for Chapter from a Book:

Milson JW. Haemorrhoidal disease. In: Beck DE,
Wexner S, eds. Fundamentals of Anorectal Surgery.
11992; 192-214. 1a ed. New York: McGraw-Hill
Format for Books and Monographs:

Bateson M, Bouchier I. Clinical Investigation and
Function, 2nd edn. Oxford: Blackwell Scientific
Publications Ltd, 1981.
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Akut Iskemik Inmeli Olgularda Troponin Diizeyleri ve
Elektrokardiyografik Degisikliklerin incelenmesi

Examination Of Troponin Levels and Electrocardiographic Changes in
Patients with Acute Ischemic Stroke

Sinan YILDIRIM?, Mehmet Tayfun KASIKCI?

IMehmet Akif ERSOY Devlet Hastanesi Acil Servis, Canakkale
“Mehmet Akif ERSOY Devlet Hastanesi Noroloji Klinigi, Canakkale

Oz

Inme Diinya’da 6liim nedenleri arasinda ikinci sirada yer almakta
olup c¢ogunlukla iskemik nedenlidir. Akut iskemik inmeli
hastalarda kardiyak troponinler primer kardiyak hasar olmaksizin
yiikselebilir. Inme hastalarinda atrial fibrilasyon (AF), QT
uzamasi ve AV bloklari ile hayati tehdit eden ventrikiiler aritmiler
gibi farklt EKG bulgularinin goriilebilecegi bilinmektedir. P dalga
dispersiyonu (Pdis) idiyopatik paroksismal atrial fibrilasyonlu
hastalarda belirgin olarak daha yiiksektir. Akut iskemik inmeli
hastalarda QTC uzamast ve QT dispersiyonunun (QTdis)
goriilebildigi bildirilmistir. Calismamizda kardiyak belirteclerin
ve EKG bulgularinin akut iskemik inme hastalhigindaki roliini
hastalarin laboratuvar bulgulart ve demografik verilerini kontrol
grubu ile karsilastirarak inceledik. Hasta bilgilerinin elde
edilmesinde ge¢mis 1 yillik zaman araliginda hastane otomasyon
sistemi ve hasta dosyalar1 kullanildi. 18 yas tstii akut iskemik
inme tanist norolik muayene ve goriintiileme tetkikleri ile
konulmus, 6zge¢misinde bilinen iskemik kalp hastaligi, ritim
bozukluklari, yapisal kalp hastaliklari, eski inme Oykiisti,
hipertansiyon, diyabetes mellitus, anemi, kronik karaciger
hastaligi, kronik bobrek yetmezligi, hipo-hipertroidi, romatizmal
hastalik olmayan 97 hasta ¢aligmaya dahil edildi. Akut iskemik
inmesi olmayan ve hasta grubu ile ayn1 kriterlere sahip 110 olgu
kontrol grubu olarak alindi. Olgularin EKG, beyaz kiire, glukoz,
iire, kreatinin, sodyum, potasyum, kalsiyum ve kardiyak troponin
T (hs-cTnT) degerleri incelendi. Akut iskemik inme hastalarinin
hs-cTnT degerleri, P dispersiyonu, QT dispersiyonu ve QTc
dispersiyonu ol¢iimleri kontrol grubuna gore istatistiksel olarak
anlamli derecede yiiksek bulundu (p<0.001). Hs-cTnT degerinin
diger parametrelerden bagimsiz olarak anlamlihk kazandig
goriildi (p=0.001). Akut iskemik inme ile hastaneye bagvuran
hastalarda hs-cTnT yiiksekliginin, Pdis, QTdis ve QTc
dispersiyonundan daha degerli bir belirte¢ oldugu sonucuna
vardik.

Anahtar Kelimeler: Akut iskemik inme, High sensitif troponin, P
dispersiyonu, QT-QTc dispersiyonu

Abstract

Stroke ranks second among the causes of death in the world and
is mostly for ischemic reasons. In patients with acute ischemic
stroke, cardiac troponins may increase without primary cardiac
damage. It is known that different ECG findings such as atrial
fibrillation (AF), QT prolongation and AV blocks and life-
threatening ventricular arrhythmias can be seen in stroke patients.
P wave dispersion (Pdis) is significantly higher in patients with
idiopathic paroxysmal atrial fibrillation. QTC prolongation and
QT dispersion (QTdis) have been reported in patients with acute
ischemic stroke. In our study, we examined the role of cardiac
markers and ECG findings in acute ischemic stroke disease by
comparing patients' laboratory findings and demographic data
with the control group. Hospital automation system and patient
files were used to obtain patient information over the past 1 year
period. Patients with acute ischemic stroke diagnosis above 18
years of age, diagnosed with neurological examination and
imaging tests, without of known history of ischemic heart disease,
rhythm disorders, structural heart diseases, previous stroke
history, hypertension, diabetes mellitus, anemia, chronic liver
disease, chronic kidney failure, hypo-hypertrophy, and rheumatic
disease were included in the study. 110 cases without acute
ischemic stroke and with the same criteria as the patient group
were included as the control group. ECG, white blood cell,
glucose, urea, creatinine, sodium, potassium, calcium and cardiac
troponin T (hs-cTnT) values of the cases were examined. The hs-
cTnT values, P dispersion, QT dispersion and QTc dispersion
measurements of the acute ischemic stroke patients were
statistically significantly higher than those of the control group (p
<0.001). It was determined that Hs-cTnT value had significance
independently from other parameters (p = 0.001). We concluded
that increased hs-cTnT value is a more valuable marker than Pdis,
QTdis and QTc dispersion in patients admitted to the hospital
with acute ischemic stroke.

Keywords: Acute ischemic stroke, High sensitive troponin, P
dispersion, QT-QTc dispersion

Giris

Inme, yillik yaklagik 5.5 milyon 6liim oram ile
diinya ¢apinda ikinci 6nde gelen 6liim nedeni olup
serebrovaskiiler hastalik kaynakli ani baslangigli,
norolojik bir sendromdur. Inmelerin biiyiik boliimii
(>% 75) iskemik nedenlidir (1,2).

Kardiyak hasarin spesifik biyobelirteci olan
kardiyak troponinlerin  akut iskemik inmeli
hastalarda yiiksekliginin patofizyolojisi heniiz tam
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olarak aydinlatilmamis olup prognoz iizerine olan
etkisi tartigmalidir (3).

Yapisal kalp hastaliklar1 ve kardiyak aritmilerin
inme etiyolojisinde énemli oldugu bilinmekte olup
atriyal fibrilasyon en sik inme nedenlerindendir.
Standart Elektrokardiyorafi (EKG) ile
saptanamadiginda dahi etiyolojide atrial fibrilasyon
olasilig1 vardir ve tani i¢in daha fazla incelemeye
ihtiya¢ duyulmaktadir (4).

Inme hastalarinda atrial fibrilasyon (AF), QT
uzamast ve AV bloklar1 ile hayati tehdit eden
ventrikiiler aritmiler gibi farkli EKG bulgularinin
goriilebilecegi bilinmektedir. Beynin frontal lob,
insiiler korteks, amigdala, hipotalamus gibi
boliimlerinin  kalp ritminin  diizenlenmesinde
sempatik ve parasempatik sistem yoluyla 6nemli rol
oynamasi nedeniyle bu bdlgeleri etkileyen
lezyonlarin daha fazla kardiyak semptom ve
bulguya neden oldugu bilinmektedir (5).
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P dalga dispersiyonu (Pdis), EKG'deki
maksimum ve minimum P dalga siireleri arasindaki
fark olarak tanimlanir. Pdis idiyopatik paroksismal
atrial fibrilasyonlu hastalarda belirgin olarak daha
yiiksektir. Akut iskemik inmeli hastada ilk bagvuru
EKG’si siniis ritminde olan hastanin 24 saatte
kaydedilen EKG'de Pdis saptanmasinin paroksismal
AF ve tekrarlayan inme riskini tespit etmek icin
kullanilabilecegi belirtilmektedir (6,7).

Akut iskemik inmeli hastalarda QTC uzamasi
ve QT dispersiyonunun (QTdis) goriilebildigi,
bildirilmistir. QT dispersiyonu (QTdis), ventrikiiler
repolarizasyonun heterojenitesinin dolayli olarak
EKG ‘ye yansiyan Olgiisii olarak onerilmekte olup
akut inmede prediktif degeri tartigmalidir. Mevcut
veriler, inmenin muhtemelen artmus QTdis ile
iligkili oldugunu gostermektedir.(8). QTdis akut
norolojik olaylart takiben fonksiyonel seyir ve
mortalite i¢in bagimsiz bir Ongdriicii olup altta
yatan kalp hastaliginin yan1 sira norolojik hasari da
yansitir. (9). Akut inme gegiren ve kardiyovaskiiler
hastaligi olmayan hastalarda QTdis ilk 24 saatte
kontrol grubuna goére artmistir. Bu bulgu
lokalizasyon veya inme tipi yerine lezyonun
biiyikligi ile iligkili gibi goriinse de, 72 saat sonra

spesifik  lezyon lokalizasyonu da  QTdis’i
etkileyebilir (10).

Biz c¢aligmamizda kardiyak belirteclerden
troponinin ve EKG bulgularinin akut iskemik inme
hastaligindaki  roliinii  hastalarin  laboratuvar
bulgular1 ve demografik verileri ile Dbirlikte
inceledik.

Gere¢ ve Yontem

Calismamiz i¢in Canakkale Onsekiz Mart
Universitesi’nden etik kurul onayr alinmistir
(01.07.2020/09). Hasta bilgilerinin elde

edilmesinde hastane otomasyon sistemi ve hasta
dosyalart  kullanildi, gegmis 1 yillik zaman
araligindaki kayitlar incelendi.

Calismaya dahil edilme kriterleri;

+18 yas iistii akut iskemik inme tanisi norolojik
muayene, bilgisayarl tomografi ve difiizyon MR ile
konulan hastalar,

*Hasta dosyasi, EKG kayitlar1 ve laboratuar
tetkiklerine tam olarak ulagilan hastalar,

*Ozgegmisinde bilinen iskemik kalp hastaligi,
her tiirli ritim bozukluklari, yapisal kalp
hastaliklari, eski inme Oykiisii, hipertansiyon,
diyabet, anemi, kronik karaciger hastaligi, kronik
bobrek yetmezligi, hipo-hipertroidi, romatizmal
hastalik olmayan hastalar,

*EKG’si siniis ritminde olan, QT uzamasi basta
olmak iizere EKG’de degisiklige yol agabilecek ilag
kullanmayan hastalar,

eLaboratuvar sonuclarinda karaciger, bdbrek
fonksiyon testleri ve kan elektrolitleri normal
sinirlarda olan hastalar,
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Calismaya dahil edilme kriterlerini tagimayan
hastalar ise ¢alisma digsinda birakildi.

Tim kriterleri karsilayan 97 inme hastasinin
yaninda akut iskemik inmesi olmayan ve hasta
grubu ile aymi kriterlere sahip 110 kontrol grubu
olgu olmak iizere 207 kisinin verileri kaydedildi. 25
mm/sn kagit hizinda ve 10 mm/mV kalibrasyonda
alman standart 12 derivasyonlu EKG’ler bilgisayar
ortamma  aktarildi.  Olgiimler iki bagimsiz
arastirmaci tarafindan ayr1 ayr1 hesaplanarak
ortalama degerler kullanildi. Hastalarin acil servise
bagvuru anindaki beyaz kiire, glukoz, iire, kreatinin,
sodyum, potasyum, kalsiyum ve kardiyak troponin
T (hs-cTnT) degerleri alindi. Hs-cTnT Olgiimleri
UniCel DxI 800 Immunoassay  System
immunoserolojik analiz cihazi ile yapildi (referans
araligi 0-11.6 pg/ml).

Hastalarin diftizyon MR sonuglar1 bir radyoloji
uzmani ve bir nodroloji uzmam tarafindan
yorumlandi. Hasta dosyalarindaki  6zgec¢mis
bilgileri ve kullandig1 ilaglar hastane otomasyon
sisteminden ve eczane kayitlarindan kontrol edildi.

Veriler SPSS 20.0 paket programina kaydedildi.
Siirekli degiskenlerden normal dagilim gosterenler
ortalama + standart sapma, normal dagilim
gostermeyenler ortanca (minimum-maksimum);
kategorik degiskenler ise say1 ve yiizdeler ile ifade
edildi. Siirekli degiskenlerde gruplarin ortalamalari
arasindaki farkin anlamlilifi;; normal dagilim
gostermeyen gruplarda Mann Whitney-U testi,
normal dagilim gdsteren gruplarda ise Student t-
testi kullanildi. Kategorik degiskenler arasindaki
farkin anlamliligini test etmek igin Pearson ki-kare
ve uygun oldugu durumlarda Fisher Kesin Testi
(Fisher’s Exact Test) kullanildi. Tek degiskenli test
sonucunda p degeri <0.001 olan degiskenler igin
Multipl Lojistik Regresyon analizi yapildi. Akut
iskemik inme hastalarinda istatistiksel olarak
anlamli bulunan hs-cTnT degerinin optimal cut-off
degerini belirlemek icin ROC analizi yapildi. P’nin
0.05’den kiigiik oldugu degerler istatistiksel olarak
anlamli kabul edildi.

Bulgular

Calismada yer alan 207 olgunun 97 (%46.9)’si
kadindi. Yas ortalamasi1 66.48+10.08 dagilim aralig:
36-91 idi. 97 (% 46.9) kisi iskemik inme grubu, 110
(% 53.1) kisi ise kontrol grubunda yer aldi. Kontrol
grubu yas ve cinsiyet bakimindan hasta grubu ile
benzer 6zelliklere sahipti. Diglanma kriterleri hem
hasta hem de kontrol grubunda uygulandigindan
yas, cinsiyet, hematoloji ve biyokimyasal
parametreler arasinda anlamli bir fark tespit
edilmedi (Tablo 1).

Akut iskemik inme hastalarinin  hs-cTnT
degerleri, P dispersiyonu, QT dispersiyonu ve QTc
dispersiyonu Ol¢iimleri  kontrol grubuna gore
istatistiksel olarak anlamli derecede yiiksek
bulundu (p<0.001) (Tablo 1).
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Tablo 1. Akut iskemik inme Hastaliginin Tanisinda
Etkili Olan Faktorlerin Karsilastiriimasi

inme grubu Kontrol (n=110)
(n=97) say/yiizde say1/yiizde -
ortalama/standart  ortalama/standart p degeri
sapma sapma
Kadn (n=102) 46 56
Cinsiyet 0.359*
Erkek (n=105) 51 54
67.97+12.04 65.17+18.04 0.501**
Yas
. 11474.09+4462.19  10821.00+3858.64 0.379**
Beyaz kiire
131.40+39.59 129.14+36.31 0.870**
Glukoz
. 37.69+9.34 36.80+11.03 0.540**
Ure
- 0.95+0.32 0.86+0.33 0.057**
Kreatinin
132.18+6.13 131.98+6.95 0.699**
Sodyum
4.77+0.76 4.80+0.76 0.773**
Potasyum
. 11.08+1.75 11.18+1.70 0.663**
Kalsiyum
56.83+£62.37 33.08+20.81 <0.001**
Hs-cTnT (pg/ml)
43.69+3.06 42.15+4.81 <0.001**
P dis (ms)
52.59+3.50 50.8145.01 <0.001**
QT dis (ms)
. 61.62+3.37 59.65+£5.19 <0.001**
QTc dis (ms)

* Ki-kare, ** Mann Whitney u testi, Hs-cTnT: High-sensitif troponin T, Pdis: P
dispersiyonu, QTdis: QT dispersiyonu, QTcdis: QTc dispersiyonu

hs-cTnT  degerleri, P  dispersiyonu, QT
dispersiyonu ve QTc dispersiyonu 6l¢iimleri kendi
arasinda karsilastirildiginda  hs-cTnT degerinin
diger parametrelerden bagimsiz olarak anlamlilik
kazandig1 goriildii (p=0.001) (Tablo 2).

Tablo 2. Coklu Degiskenli Lojistik Regresyon
Analizine Gére Akut Iskemik Inme Hastalar ile
kontrol grubu hastalart Ayt Etmede Etkili
Olabilecek Olas1 Tim Risk Faktorlerinin Birlikte
Etkilerinin incelenmesi

%95 Giiven Arahig

Degiskenler Odds Oram - Wald  p-degeri
Alt Simr Ust Simir

Hs-cTnT 1.024 1.010 1.037 11543  0.001

P dis 1.019 0.907 1.144 0.097 0.756

QT dis 0.981 0.796 1.209 0.032 0.857

QTc dis 1.123 0.895 1.410 1.005 0.316

Hs-cTnT: High-sensitif troponin T. Pdis: P dispersiyonu. QTdis: QT
dispersiyonu. QTcdis: QTc dispersiyonu

Diger parametrelerde anlamli fark olmadigindan
hs-cTnT degerinin gergek bir tanisal belirte¢ olup
olmadigini saptamak amaciyla ROC analizi yapildi
(Sekil 1). Hesaplanan en iyi kesim noktas1 olan 29.5
seviyesine gore hs-cTnT degerinin tanisal
performans degerleri tablo 3’de 6zetlendi. 29.5 cut-
off degerine gore hs-cTnT degerinin inme
hastaligin1 tespit etmekteki dogruluk oranit %63.3
bulundu (Tablo 3).
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Sekil 1. Akut iskemik inme Hastalari ile Kontrol Grubunun
Karsilastirildigt  Troponin (Hs-cTnT) Olglimlerine Iliskin
ROC Egrisi

Tablo 3. Akut Iskemik Inme Hastalar1 ile Kontrol
Grubu  Hastalart Ayt  Etmede  Hs-cTnT
Olgiimlerinin ROC Analizi Sonuglar1 Ve Tanisal
Performans Diizeyleri

Gostergeler Tammlar Hs-cTnT
Egri Altinda Kalan 0.665
Alan

%95 Giiven Arahigi 0.590-0.739
Standart Sapma 0.038

En Iyi Kesim Noktasi >29.5
Olgu Sayisi N 207
Duyarhhk GP/(GP+YN) 71/97 (%73.2)
Secicilik GN/(GN+YP) 60/110 (%54.5)
PTD GP/(GP+YP) 71/121 (%58.7)
NTD GN/(YN+GN) 60/86 (%669.8)
Dogruluk (GP+GN)/(N) 131/207 (%63.3)

P dispersiyonu, QT dispersiyonu ve QTc
dispersiyonu Ol¢iimleri hasta grubunda kontrol
grubuna gore anlamli derecede yiiksek olmasina
ragmen multiple lojistik regresyon analizi
yapildiginda sadece yiiksek hs-cTnT degerlerinin
tanisal belirte¢ olarak anlamli oldugu tespit edildi.

Tartisma

Iskemik inme ile hastaneye basvuran hastalarda
hs-cTnT yiksekliginin, Pdis, QTdis ve QTc
dispersiyonundan daha degerli bir belirte¢ oldugu
sonucuna vardik.

Kardiyak fonksiyonlarin kontroliiniin
katekolamin iligkili sempatomimetik etki ve vagal
stimiilasyon iliskili parasempatomimetik etkiye

bagl oldugu diistintilmektedir.
Elektrokardiyografide otonom sistem
degisikliklerinin bulgulari aritmiler ve
repolarizasyon  degisiklikleri  olarak  ortaya

cikmaktadir. Akut iskemik inme sonrasinda ortaya
c¢ikan aritmiler, kardiyovaskiiler disfonksiyon,
iskemik kalp hasart veya ani Olim gibi
komplikasyonlarin nedeni olabilir. Inme sonras
siklikla karsilasilan elektrokardiyogram
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degisiklikleri ve kardiyak aritmilerin intrakardiyak
sempatik aktivitenin artmasindan kaynaklandigi,
insular korteks (6zellikle sag) ve subkortikal
baglantilarinin hemisferik inme sonrasinda kardiyak
aritmilerin olusumunda rol aldig1 bilinmektedir. Bu
ayrica inme hastalarinda uzun dénemde Oliimiin
kardiyak nedenlerindendir. (11,12).

Pdis diizeyinin paroksismal atrial fibrilasyon
icin bagimsiz bir prediktér degerine sahip oldugu
ifade edilmektedir (7). Akut iskemik inmede Pdis
ile ilgili yapilan ¢aligmalarda yiiksek Pdis degerinin
iskemik inme i¢in anlamli bir belirte¢ olabilecegi
ifade edilmekte olup ¢aliymamizda elde ettigimiz
sonuglar da bununla paralellik géstermektedir (13).

Literatiire bakildiginda akut iskemik inme
hastalarinda yiiksek QTdis ve QTcdis degerlerinin
hastaligin tanis1 ve prognozunda etkili bir parametre
olabilecegini destekleyen yayinlar bulunmaktadir
(10, 14, 15). Bizim c¢alismamizda literatiir ile
uyumlu gekilde QTdis ve QTcdis degerlerinin akut
iskemik inmeli hastalarda anlamli derecede yiiksek
oldugu tespit edildi.

Kandaki kardiyak troponin seviyesi, akut
koroner olaylarmm 6nemli biyobelirteglerindendir.
Ancak eszamanli olarak miyokardiyal hasar
olmadan akut iskemik inmede de kardiyak troponin
yiikselebilir (16). Son yillarda yapilan ¢aligmalarda,
yiiksek troponin diizeylerinin akut iskemik inmeli
hastalarda koroner aterosklerotik plaklarin belirteci
olabilecegi bildirilmistir. Genel olarak katekolamin
salinmma bagli gelisen otonomik disfonksiyonun

kardiyak bozulmaya neden oldugu
degerlendirilmektedir (17-19). Troponin yiikselmesi
ile akut iskemik inme arasindaki iligkiyi

degerlendiren baska bir ¢alismaya gore ise akut
iskemik inme hastalarinda troponin I seviyesinin bir
kalp hastaligindan bagimsiz olarak goriilebilecegi,
ancak genellikle 2 ng/mL'den yiiksek troponin I
seviyeleri saptandiginda koroner arter hastaliginin
kapsamli olarak degerlendirmesi Onerilmektedir
(20). Yiiksek troponin seviyelerinin inme agirligi
ile iligkili oldugunu ve kot prognoza isaret
edebilecegini diislindiiren bir ¢aligmada akut
iskemik inmeli hastalarda rutin tetkiklere serum
troponin tetkikinin eklenmesinin faydali olabilecegi
ifade edilmistir (21). Kardiyak patolojileri
disladigimiz  ¢alismamizda troponin  (hs-cTnT)
diizeylerinin kontrol grubuna gore anlamli derecede
yiikksek bulunmasi literatiir ile uyumlu olarak
degerlendirildi.

Son zamanlarda yiiksek duyarliliga sahip hs-
c¢TnT testinin gelistirilmesi, ¢ok diigiikk seviyelerde
cTnT'nin saptanmasina olanak tanimaktadir. Hs-
cTnT testinin kullanilmasi, akut miyokard
enfarktiisii siiphesi olan hastalarda genel tanisal
dogrulugu arttirirken, negatif sonu¢ ise yiiksek
negatif prediktif degere sahiptir (22). Bizim diger
calismalardan farkli olarak degerlendirdigimiz hs-
cTnT degeri beklentilerimize paralel olarak kontrol
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grubu ile kiyaslandiginda anlamli diizeyde yiiksek
bulundu.

Sonug¢ olarak akut iskemik inme ile basvuran
hastalarda yapisal ve iskemik kalp hastaliklar1 ile
her ftiirli ritim bozuklugu dislansa da yiiksek hs-
c¢TnT degerleri ve EKG degisiklikleri goriilebilir.
Kardiyak etkilenmeyi gosteren bu belirtegleri kendi
aralarinda degerlendirdigimizde hs-cTnT degerinin
akut iskemik inme hastaliginda tanisal bir belirte¢
olarak kullanilabilecegi ancak hs-cTnT, Pdis, QTdis
ve QTcdis degerleri ile ilgili daha fazla klinik
calismaya ihtiyag oldugu sonucuna vardik.
Calismanin tek merkezli ve geriye doniik olarak
yapilmis olmasi, inme hastalarinin takiplerindeki
EKG parametreleri ve hs-cTnT degerlerinin
degisimine bakilmamasinin 6nemli kisitliliklar
oldugunu degerlendirmekteyiz.

Etik Kurul Onayi: Calisma igin Canakkale

Onsekiz Mart Universitesi’'nden etik kurul onay1
alinmustir (01.07.2020/09).
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Kombine Acik Radikal Prostatektomi:
Fonksiyonel ve Onkolojik Degerlendirme

Combined Open Radical Prostatectomy:
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Oz

Prostat kanseri erkeklerde en sik tani konulan kanser tiirlerinden
biridir. Prostat spesifik antijen (PSA) taramasiyla birlikte hastalar
daha erken donemde tani almakta ve daha fazla sayida hasta
radikal prostatektomi (RP) operasyonu gecirmektedir. RP agik,
laparoskopik ve robot yardiml teknikler ile uygulanabilmektedir.
Ayrica agik RP i¢in retrograd ve antegrad teknikler tarif
edilmistir. Biz klinigimizde her iki teknigin karsimi olan kombine
teknigi uygulamaktayiz. Bu c¢alismada kombine agik RP
tekniginin onkolojik ve fonksiyonel sonuglara etkisi arastirildi.
2012-2018 yillar1 arasinda kombine RP uygulanan 89 hastanin
verileri retrospektif olarak degerlendirildi. Kombine teknikte
hastalarin tiimiine denonviller fasyasina kadar retrograde yontem
uygulanirken, bu asamadan sonra antegrad yontem uygulandi. 12
aylik takip sonunda idrar kagirmasi olmayan hastalar kontinan
kabul edildi. Erektil fonksiyon uluslararasi erektil fonksiyon
indeksine gore degerlendirildi; bu deger 19’un {iizerinde ise
hastalar potent kabul edildi. Ortalama operasyon siiresi
125.4+15dk, per-op kan kaybi 350+50ml olarak saptandi.
Operasyon sonrasinda ortalama hastanede yatis siiresi 7+2 giin
bulundu. Hastalar ortalama 18,5 ay takip edildi. Takip siiresince
sadece 1 (%1) hasta kardiyak nedenle ex oldu ve 23 (%25)
hastada PSA niksii saptandi. Hastalarin takiplerinde 24 (%27)
hastada erektil disfonksiyon saptanirken, 26 (%29) hastada {iriner
inkontinans saptandi. Kombine RP’nin diger yontemlerle benzer
onkolojik ve fonksiyonel sonuglari oldugu ortaya konulmustur.
Anahtar Kelimeler: Ac¢ik Radikal Prostatektomi, Kombine
Teknik, Prostat Kanseri

Abstract

Prostate cancer is one of the most common malignancies in
males. Since the widespread use of prostate specific antigen
(PSA) screening, more patients are diagnosed at early stages of
the disease and subsequently underwent radical prostatectomy
(RP). RP may be performed via open, laparoscopic or robot
assisted laparoscopic techniques. Open RP may be performed in
an antegrade or retrograde fashion. In this study, we assessed the
oncologic and functional effects of combined retrograde and
antegrade open RP technique. The data of 89 patients, who
underwent combined RP between 2012 to 2018, were assessed
retrospectively. The combined technique is performed retrograde
way until to the Denonvilliers' fascia dissection and advanced
with antegrade way in the rest of the operation. Urinary
continence and erectile functions were assessed after 12 months
follow-up. Erectile functions were assessed with International
Index of Erectile Function (IIEF). Patients with IIEF scores >19
were considered as potent. Mean operation time, blood loss and
hospital stay were 125.4+15min and 350+50ml, 7+2 days,
respectively. In mean 18.5 months of follow-up, only 1 (1%) of
the patients were died due to a cardiac event and 23 (25%) had
PSA recurrence. Erectile disfunction and urinary incontinence
were detected in 24 (27%) and 26 (29%) patients, respectively.
The combined RP technique has similar oncologic and functional
results with other techniques.

Keywords: Combined Technique, Open Radical Prostatectomy,
Prostate Cancer

Giris

Prostat kanseri, Amerika Birlesik Devletleri
istatistiklerine gbére 2018 yilinda erkeklerde
164.690 (%19) yeni vaka ile en sik tani konulan
kanser tiiriidiir ve kansere bagh oliimlerde akciger
kanserinden sonra ikinci en sik nedendir (1). Prostat
Spesifik Antijen (PSA) taramasinin artan siklikla
uygulanmasi ve PSA kestirim degerinin daha asagi
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diizeylere ¢ekilmesi, artan prostat biyopsi sayilarina
neden olmustur. Artan biyopsi sayilarina paralel
olarak daha fazla prostat kanseri tanist
konulmaktadir. Bunun sonucu olarak prostat
kanserine daha erken evrede tani konulmasina ve
dolayisiyla radikal prostatektomiye (RP) aday olan
hasta sayisinda artisa neden olmaktadir (2).

RP lokal hastaligin tiim risk gruplarinda oldugu
gibi, lokal ileri hastalikta ilk ve en 6nemli tedavi
secenegini  olusturmaktadir (3,4). RP agik,
laparoskopik ve robot yardimli teknikler ile
uygulanabilmektedir. Retropubik RP, Walsh ve
Donker tarafindan ilk kez 1980’li yillarda
tanimlandiktan sonra, lokalize prostat kanseri
tedavisinde altin standart olarak kabul edilmistir
(5). Walsh ve arkadaglarimin tarif ettigi retrograd
yaklagimdan sonra, Carini ve arkadagslari tarafindan
retropubik RP’ye antegrad yaklasim adapte
edilmistir (6). Klinigimizde antegrad ve retrograd
yaklagimi kombine olarak uygulanmaktadir.

Bu calismada, klinigimizde lokal ve lokal ileri
evrede prostat kanserine uygulanan kombine
(antegrad+retrograd) acik RP yapilan 89 hastanin
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verileri retrospektif olarak literatiirle kargilagtirarak
degerlendi, ayrica bu teknigin onkolojik ve
fonksiyonel sonuglara etkisi arastirildi.

Gere¢ ve Yontem

Calisgmamizin etik kurul onayr Mugla Sitki
Kogman Universitesi Insan Arastirmalart Etik
Kurulu tarafindan 06.04.2020 tarih, 42 Kkarar
numarast ile alinmigtir. Ocak 2012 ile Aralik 2018
yillar1 arasinda lokalize ve lokal ileri evre prostat
kanseri tanist ile kombine RP uygulanan 89
hastanin bilgileri retrospektif olarak tarandi.

Tiim vakalara aym ii¢ kisilik cerrahi ekip
tarafindan acik retropubik RP yapildi. Hastalarin
timiinde bu operasyon retrograd ve antegrad
yontemin  kombinasyonu  olarak  uygulandi.
Endopelvik fasya bulunarak insize edildi. Sinir
korunacak hastalarda ilk olarak lateral prostatik
fasya insize edildikten sonra ndrovaskiiler demet
bulunarak posteriorundan diseke edildi. Ardindan
apeks insize edildi ve iiretra bulunarak kesildi.
Daha ileri diseksiyon prostatin posteriorundan
retrograd yolla keskin ve kiint olarak denonviller
fasyasina kadar ilerletildi. Bu noktadan sonra
vezikoprostatik bileske anteriorundan insize edildi.
Mesane boynu agildiktan sonra diseksiyon prostat
posterioruna dogru ilerletilerek vas deferens ve
seminal vezikiiller seviyesine kadar ilerlendi, her
ikisi de kontrol edildikten sonra prostat
posteriorundan antegrad olarak rektumdan tamamen
diseke edildi. Retrograd yontem ile diseke edilmis
olan alana ulagilarak prostatektomi tamamlandi.
Kombine  teknik  kullanildiginda,  retrograd
diseksiyon ile apekste iretranin ve antegrad
diseksiyon ile ise mesane boynunun daha iyi
korunabilmesinin yani sira daha iyi cerrahi alan
goriisli  saglanabildigi  disiiniilmektedir. Tim
hastalara, bilateral obturatuar alan1 ve external iliak
ven lenf nodlarin1 kapsayacak sekilde standart
pelvik lenf nodu diseksiyonu uygulandi. Gleason
grup <3, klinik evresi T3’den daha diisiik olan
hastalara anatomik olarak uygulanabilir oldugu
durumlarda intrafasiyal sinir koruyucu cerrahi
uygulandi.  Prostatatektomi  ve  veziko-iiretral
anastomoz tamamlanmasini takiben her hastaya
retzius alanina bilateral olacak sekilde iki adet
silikon dren konuldu. Drenler drenajin kesilmesine
gore cekildi. Tiim hastalarin operasyon zamani,
intraopertif kanama miktar1 ve komplikasyon
kaydedildi. Komplikasyon goriilmeyen hastalarda
iiretral kateter 10. giinde alindu.

Biitiin vakalarda cerrahi spesimenler Mugla
Sitki Kogman Universitesi Tip Fakiiltesi iiropatoloji
uzmani tarafindan 2017 TNM smiflamasina gore
tekrar siniflandirildi.

Hastalarin takip semas1 Avrupa Uroloji Dernegi
kilavuzlarinda onerildigi sekilde, ilk yil 3., 6. ve 12.
ayda, ardindan 3. yila kadar 6 ayda bir ve daha
sonra yillik PSA takibi ve klinik muayene olacak
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sekilde planlandi. Takip sirasinda art arda iki
6lgtimde PSA >0.2 ng/ ml saptanmasi durumu
biyokimyasal rekiirrens olarak kabul edildi. PSA
rekiirrens zamani, Gleason skoru, cerrahi simif
pozitifligi ve patolojik evreye bagli olarak
biyokimyasal rekiirrensli hastalara hormonoterapi
veya radyoterapi (RT) onerildi.

Hastalarin kontinans ve erektil fonksiyonlari
degerlendirildi. Tiim hastalar en az 12 ay takip
edildikten sonra kontinans agisindan degerlendirme
altma alindi. Ped ya da diger korunma
yontemlerinden  birini  kullanmayan  hastalar
kontinan olarak kabul edildi. Tiim hastalarin erektil
fonksiyonlar1  Uluslararast  Erektil ~Fonksiyon
Indeksine (5 Soruluk International Index of Erectile
Function-l11EF-5) gore degerlendirildi. IIEF-5 skoru
>19 olan hastalar potent olarak kabul edildi.

Verilerin analizinde SPSS 22.0 (SPSS Inc,
Chicago, IL, USA) program kullanildi ve %95
giiven aralifinda p<0.05 degeri istatistiki olarak
anlaml kabul edildi. Devamli degiskenler t-testi ile,
kategorik  degiskenler ise ki-kare testi ile
degerlendirildi. Rekiirrenssiz sagkalim analizlerinde
Kaplan-Meier testi kullanildi.

Bulgular

Hastalarin klinik ve patolojik &zellikleri Tablo
1’de gosterilmistir. Ortalama operasyon siiresi
125.4+15dk, operasyon sirasinda ortalama kan
kayb1 350+50ml idi. Operasyon sonrasi hastanede
ortalama yatig siiresi 7+2 giin olarak bulundu.
Hastalarin higbirinde intra-operatif komplikasyon
gbzlenmedi. Post-operatif komplikasyonlar ise
Tablo 2°de gosterilmistir.

Hastalarin patolojik evrelerine gore dagilimi da
Tablo 1’de verilmistir (p<0.05). Hastalarimizdan
sadece 3 (%3)’linde lenf nodu metastazi saptandi.

Onkolojik Bulgular

Hastalarin ortalama takip siiresi 18.5 ay (min. 5
-maks. 74) idi. Takip donemi igerisinde hicbir
hastada prostat kanserine bagli mortalite gdzlenmez
iken, 1 (%1) hasta kardiyak nedene bagl olarak ex
oldu. Hastalarim 4 (%4)’inde post operatif PSA
degeri nadir seviyesine ulagmadi. Bu hastalarin 2’si
sadece radyoterapi, diger 2’si ise
hormonoradyoterapi kombinasyon tedavisi ald1.
Toplam 23 (%25) hastada PSA niiksii saptandi.
Biyokimyasal rekiirrens olan 15 (%16) hasta
radyoterapi, 4 (%4) hasta hormonoterapi, 4 (%4)
hasta ise radyoterapi ve  hormonoterapi
kombinasyon tedavisi ald1.

Lenf nodu negatif olan hastalar pre-operatif
PSA degerlerine gore 10 ng/dl altinda ve istiinde
olan hastalar olarak ikiye ayrildi. Bu iki grubun
biyokimyasal rekiirrensiz yasam siiresi yiizdeleri
PSA<10 ng/dl olan hastalarda %59.20 iken,
PSA>10 ng/dl olanlarda ise 9%53.80 olarak
saptandi. Gruplar arasinda istatistiksel anlamli
farklilik saptandi (p=0.049) (Sekil 1).
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Tablo 1. Hastalarin diger klinik ve patolojik
Ozellikleri 1wl T I:ji-:]:r;k ‘ﬂzs:\(‘goruplan
PSA>10
Yas (ortalama yas-yil): 69.5+5.9 11 il A psiseb
(47-76) 08 i - P
PSA (ortalama ng/dl): 12.11+8.12 £ ##
(3.55-36.51) g
Preoperatif PSA (ng/dl): a "
Psa <4 3 (%3.3) u
Psa 4-10 54 (%60.6) g ..
Psa >10 32 (%35.9) 2
Patolojik gleason skor (Grup) ®
Grup 1 39 (%43.8) 021
Grup 2 35 (%39.3)
Grup 3 11 (%12.3)
Grup 4 1(%1.12) sy
Grup 5 3(%3.3) 0 20 0 ) 8
Patolojik Evreler Takip Siireleri- Ay
PT2aNOMO 13 (2/014'6) Sekil 1. Preoperatif PSA degerlerine gore Kaplan-Meier
E$§2m8:\\ﬂﬂ 8 43 ong 2372)) biyokimyasal rekiirrensiz yasam siirelerinin karsilastiriimasi.
pT3aNOMO 13 (%14.6)
pT36NOMO 7 (%7.8) wl el e
PT3bN+Mo 3 (%3.3) s ? -2
Perinéral invazyon ““L..m F-T2.cenmored
Var 52 (%58) 05| e
Yok 37 (%42) ” e
Kapsiiler invazyon s
Var 7 (%8) &
Yok 82 (%92) “
Seminal vezikiil invazyonu g )
Var 10 (%11) Ea
Yok 79 (%89) «
Lenfovaskiiler invazyon 024
Var 11 (%12)
Yok 78 (%88)
HGPIN 00
Var 56 (%63) 7 » p ® ®
Yok 33 (%37) Takip Siiresi- Ay
Biyokimyasal Rekiirrens Kl 2. T . . Kaplan-Meier  bivoki |
Var 23 (9%25) Se al 2. evresine g'or.e, aplan-Meier biyokimyasal
Yok 66 (%75) rekiirrensiz yasam siirelerinin karsilastirilmast.

Tablo 2. Post-operatif komplikasyonlar

Postoperatif Komplikasyonlar n (%)
Anastomozda Darlik 1(%1.12)
Postoperatif Kan Transfiizyonu 3 (%3.5)
Derin Ven Trombozu 2 (%2.24)
Sekonder Cilt Enfeksiyonu 5 (%5.61)
Anastomozda Ag¢ilma 1(%1.12)

Lenf nodu negatif olan hastalar patolojik
evrelerine pT2 ve pT3 olarak ayrildi. Bu iki grup
arasinda biyokimyasal rekiirrens acisindan fark
olup olmadigi degerlendirildiginde aralarinda
anlamli farklilik saptand1 (p=0.003) (Sekil 2).

Gleason gruplarina goére hastalarin  dagilimi
diizensiz oldugu i¢in lenf nodu negatif olan hastalar
Gleason skoru 6 ve Gleason skoru >6 iizerinde
olanlar olarak ikiye ayrildi (Tablo 3). Bu sekilde iki
grup biyokimyasal rekiirrenssiz yagam siiresi
acisindan degerlendirildiginde anlamli farklilik
saptandi (p=0.043) (Sekil 3).
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Sekil 3. Gleason dagilimina gére Kaplan-Meier

biyokimyasal rekiirrensiz yagsam siirelerinin karsilastirilmasi.

Tablo 3. Gleason 6 ve Gleason >6 gore hastalarin
dagilim

Gleason Gruplari Rekiirrens (+)
6 (%6.97)

17 (%19.7)

Rekiirrens (-)
30 (%34.8)
33 (%38.3)

Gleason 6

Gleason>6
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Cerrahi smir pozitifligi 14 (%15.7) hastada oranlarmin  %4.8 ve %9.1 arasinda degistigi
saptandi. pT2 evresinde 4 (%4.4) hastada, pT3 goriillmekteydi  (11,12). Ozellikle intraoperatif
(%11.2) hastada cerrahi sinir kanama operatif morbiditeyi artirdigi kadar,

pozitifligi mevcut idi. Lenf nodu negatif hastalarin kanama  kontrolinde  kullanilan  hemostatik

cerrahi sinir pozitifligi agisindan biyokimyasal
rekiirrensiz yasam siireleri arasinda anlamli farklilik
saptand1 (p=0.001) (Sekil 4).

Cerrahi Sinir
—Negatif
. Pozitif
b - Negatif-censored
X Pozitif-censored
b

109 7 Log-rank
P=0,001

o o o
ES @ @
1 1 1

Rekiirrenssiz Sagkalim

o
i
i

0,0+

T T T T
00 20,00 40,00 60,00 80,00 100,00

Siire (Ay)
Sekil 4. Cerrahi sinir pozitifligine gore, Kaplan-Meier
biyokimyasal rekiirrensiz yasam siireleri karsilastirilmasi

Fonksiyonel Bulgular
Potens Bulgulari

On iki aylik takiplerinin sonunda hastalarin
potens durumlart IIEF-5 formu doldurularak
degerlendirildiginde 24 (%27) hastada erektil
disfonksiyon saptanirken, 65 (%73) hastada erektil
disfonksiyon saptanmadi. Erektil disfonksiyon
saptanan iki hastaya penil protez takildi.
Kontinans Bulgulari

Tiim hastalara operasyon sonrasi déonemde kegel
ezgersizi (ginde 4 kere 20x5sn uygulanacak
sekilde) ogretildi ve uygulamalar: 6nerildi. 12 aylik
takip sonucunda 60 (%71) hastanin kontinan, 26
(%29) hastanin ise inkontinan oldugu gozlendi.
Hastalarin higbirine iiriner inkontinansa yonelik
cerrahi tedavi uygulanmadi.

Tartisma

Acik retrograd RP teknigi Walsh ve arkadaslari
tarafindan 1980°de tanimlanmustir (7). Acik
antegrad RP orjinal sekliyle 1959 yilinda Campbell
tarafindan tarif edilmistir (8). Bundan 20 y1l sonra
Mittemeyer ve Cox tarafindan tekrar popiilarize
edilmistir. Bu ekip retrograd yaklasima gore
vizulizasyonun daha iyi ve kanama kaybinin daha
az oldugunu ileri siirmektedirler (9).

Laparoskopik radikal prostatektominin popiiler
olmasiyla antegrad yaklagim tekrar yogun anlamda
kullanilir olmustur (10). Biz vakalarimizda antegrad
ve retrograd yontemleri kombine olarak kullandik.
Kombine yontem ile daha 1iyi anatomik
vizlializasyon saglanirken kanama kontroliiniin de
daha kolay oldugunu diisiinmekteyiz.

Postoperatif transfizyon oranimiz (%3.5) idi.
Diger c¢alismalara baktigimizda transfiizyon
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girisimler norovaskiiler demet ve ¢izgili sfinkter
hasarna da neden olabilmektedir (6). Kan
tranfiizyonu ihtiyacinizin diisiik olmasi kanamasiz
bir alanda calisildiginin bir gostergesi olup, olumlu
onkolojik ve fonksiyonel sonuglara elde edilmesine
katkida bulundugunu diisiinmekteyiz.

Anastomoz darhigt  %2-7 arasina degisen
oranlarda postoperatif komplikasyonlardan biri
olarak tanimlanirken, ¢alismamizda %1.12 bulundu
(6,13). Bu oranin literatiiriin altinda olmasinin hasta
sayisinin azaligindan kaynaklandigini
diisinmekteyiz. Ayrica literatiirde verilen oranlarda
kullanilan cerrahi teknik ya antegrad ya da
retrograd yontemleri igermektedir. Kombine
teknigin sonuglarini igeren bir oran mevcut degildir.

Lokalize prostat kanserinde cerrahi tedavi en
onemli tercih olarak yerini korumaktadir. Burada
amag iyi onkolojik sonuglar elde etmektir (14). RP
sonrasi biyokimyasal progresyon ve cerrahi sinir
pozitifligi onkolojik sonuglarin
degerlendirilmesinde kullanilan kriterlerdir (15).

Cerrahi  smir  pozitifligi  John  Hopkins
hastanesinin 10,446 hastalik radikal retropubik
prostatektomi serisinde organ sinirlt hastalikta %1,3
olarak bulunmustur (16). Bu diisiik orana karsilik
diger genis serilerde klinik ve patolojik 6zelliklere
bagh olarak %8-35 arasinda degismektedir (17).
Coelho ve ark. 250’den fazla olguya sahip serileri
degerlendirdikleri sistemik derlemede retropubik
RP cerrahi smr pozitifligini %24 olarak
bulmuslardir (18). Cerrahi smur pozitifligi ve
patolojik evre arasinda iliski mevcuttur. Evre
artik¢a cerrahi smir pozitifligi de artmaktadir (6,19—
21). Calismamizda cerrahi sinir pozitifligi pT2’de
%4.4, pT3’de %11.2 bulunmustur. Cerrahi sinir
pozitifliginin biyokimyasal rekiirrenssiz sagkalim
oranima etkisi olup olmadigi net degildir (14).
Cerrahi sinir pozitifligi agisindan g¢aligmamizda
literatiirle uygun sonuglar elde edilmistir (Tablo 4).

Post-RP PSA artis1 biyokimyasal progresyonun
ve prostat kanseri rekiirensinin erken belirtisidir
(22). Biyokimyasal rekiirrenssiz yasam siiresinin
karsilagtirilmasinda Tablo 4’de literatiirle uyumlu
sonuclar mevcut idi. Literatiirdeki c¢aligmalara
uygun sekilde biyokimyasal niiks i¢in ardisik
PSA>0.2 ng/ml ¢ikan degerler kabul edilmistir.
Memorial Sloan-Kettering Kanser Merkezinde
biyokimyasal niiks i¢in kabul edilen deger 0.1
ng/ml ve artan PSA olarak tanimlanmistir. Bu
merkezin agik retrograd RP sonrast 5 yillik
biyokimyasal rekiirrenssiz sagkalim oran1 %382
olarak saptanmustir (23).

Verilerin biiyiilk bir c¢ogunlugunun heterojen
olmasi1 ve c¢alismalarda valide edilmis anket
formlarinin kullanilmamasi nedeniyle fonksiyonel
sonuclar1 objektif olarak degerlendirmek oldukga
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gictiir (14). Al-Ali ve ark. fonksiyonel sonuglar oranmi %25 ve %87 arasinda oranlar
degerlendirdikleri ¢aligmalarinda RP  yapilan bildirmislerdir (25). Calismamizin fonksiyonel

hastalar ile saglikli kontrolleri karsilagtirmislardir.
RP sonras: iriner inkontinans orani %39.9 iken,
saglikli kontrollerde %11.3 olarak bulunmugtur
(24). Yine ayni g¢aligmada RP sonrasi ortalama
IIEF-5 skoru <18 olan hasta orami %81 olarak
saptanmustir  (24). Ficarra ve ark. sistemik
derlemelerinde RP sonrasit iiriner inkontinans

Tablo 4. Sonug¢larimizin literatiirle karsilastirilmasi

sonuglarint literatiir verileriyle karsilastirdigimizda
%73 potens ve %71 kontinans oranlarinin literatiir
sonuglartyla uyumlu oldugu gozlenmistir (Tablo 4).

Calismamizdaki en Onemli kisitlamalar1 hasta
sayist azligi, retrospektif olmasi ve takip siiresi
kisalig1 seklinde siralayabiliriz.

Literatiir Teknik Pozitif Cerrahi Sinir Biyokimyasal Kontinans Potens
% Rekiirrenssiz Yasam % % %
Hull. (21) Agcik Retrograd 12.8 78.2 93 86
Han. (20) Agcik Retrograd 11 84 93 76
Chun. (19) Acik Retrorad 215 70 91 44
Carini. (6) Acik Antegrad 12.8 75.4 94 69
Drouin. (26) Agcik Retrograd - 87.8 80 29
Walsh. (5) Agcik Retrograd - - 93 86
Kundu. (27) Acik Retrograd - - 93 76
Stanford. (28) | Agik Retrograd - - 91 44
Coelho. (18) Agik Retrograd - - 80 29
Calismamiz Kombine 15.7 75 73 71
Sonu¢ olarak, retrograd ve anterograd 6. Carini M, Masieri L, Minervini A, Lapini A, Serni S.

yontemlerin kombinasyonu yontemi ile yapilan agik
radikal prostatektomi ile basarili onkolojik ve
fonksiyonel sonuglara ulagmak miimkiindiir ancak
kombine yontemin daha fazla hasta sayisi ile

yapilacak prospektif caligmalar ile
degerlendirilmesine ihtiyag vardir.

Etik Kurul Onayi: Mugla Sitki Kogman
Universitesi Insan Arastirmalart  Etik Kurulu

tarafindan, 06.04.2020 tarih ve 42 karar numarasi
ile onay alinmistir.
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Mugla Ili Adli Tip Polikliniginde Rapor Diizenlenen Kaza Orijinli
Zehirlenme Olgularinin Degerlendirilmesi

Evaluation of Accident Related Poisoning Cases in the Forensic Medicine
Outpatient Clinic in Mugla

Betiil YURURDURMAZ, Umit UNUVAR GOCEOGLU, Muazzez Elgin KIYMET, Yasemin BALCI

Mugla Sitk1 Kogman Universitesi Tip Fakiiltesi Adli Tip Anabilim Dali, Mugla

Oz

Acil servis ve adli tip poliklinik bagvurularinin 6nemli bir kismini
zehirlenme olgulari olugturmaktadir. Bunlarin da 6nemli bir kism1
kaza orijinli zehirlenmelerdir. Calismada Mugla Sitk1 Kogman
Universitesi Egitim ve Aragtirma Hastanesi Adli Tip
Poliklinigi’'nde kaza orijinli zehirlenme Oykiisityle rapor
diizenlenen olgularin degerlendirilmesiyle; olgularin
sosyodemografik o6zelliklerin, maruz kalinan maddelerin, bolgesel
oOzelliklerin ortaya konmasi ve koruyucu oOnlemler agisindan
oneriler gelistirmek amaglanmistir.  01.06.2014-31.12.2018
tarihleri arasinda Adli Tip Poliklinigi’nde kaza nedenli
zehirlenme olgularinin raporlar1 retrospektif degerlendirilerek,
verilerin istatistik analizleri yapilmistir.  Raporlarin %3.9u
(n=294) kaza nedenli zehirlenme olgulariydi. 166’s1 (%56.5)
erkek, 128’si (%43.5) kadind1. Yas araligi 0-89 yil olup, %58.2’si
(n=171) 18 yasn altindaydi. Kadinlarda 19 yas ve alt1 ile 40 yas
tizerinde zehirlenme orani erkeklere gore daha fazla, diger yas
gruplarinda erkeklerde daha fazlaydi. Olay en fazla kig aylarinda
gerceklesmisti. Etken en fazla karbonmonoksit zehirlenmesiydi
(9%25.2), karbonmonoksit nedenli zehirlenmeler kadinlarda daha
fazlaydi. Gida, ilag ve korozif maddelerle zehirlenmeler 19 yas ve
altinda fazlayken karbonmonoksit zehirlenmeleri 40 yas ve
ustiinde daha fazlaydi. Yaralanma agirligi acisindan; olgularin
%]13.3’ti yasamsal tehlike gegirdigi, %84’tiniin basit tibbi
miidahale ile giderilebilecek nitelikte hafif oldugu, % 2.7’sinde
hafif olmadig saptanmusti. Kaza nedenli zehirlenmelerde etken
en fazla karbonmonoksit bulunmustur, bunu gida, ila¢ ve koroziv
madde zehirlenmeleri izlemistir. Karbonmonoksit
zehirlenmelerinde kadinlarin gogunlugu dikkat cekicidir. 18 yas
altinda ilaglar ile zehirlenme sikligi fazla bulunmustur.
Mugla’daki kaza nedenli zehirlenmeler hakkinda elde edilen
verilerin adli ve tibbi yaklasim ile alinabilecek onlemlere 151k
tutacagmi ve ileri caligmalar igin bir veri kaynagi olacagini
diistinmekteyiz.

Anahtar Kelimeler: Adli Rapor, Adli Tip, Kaza, Zehirlenmeler

Abstract

Poisoning cases are an important part of the emergency and
forensic medicine departments. An important part of these is
accident related poisonings. In the study, accident-related
intoxication patients report in Forensic Medicine Outpatient
Clinic were evaluated. The aims of this study were to reveal
sociodemographic characteristics, the frequency of substance
exposed, regional features, put forward recommendations for
preventive measures. The reports were evaluated between
01.06.2014-31.12.2018. 3.9% (n=294) of the reports were
accidental poisoning. 166 (56.5%) were male, 128 (43.5%) were
female. The poisoning rate was higher in females at and the age
of under 19 years, the age of above 40 years than that of males.
The poisoning rate was higher in males. The event was the
highest in winter (37.4%). The most common cause was
carbonmonoxide (25.2%), higher in women. Food poisoning,
drugs, corrosive substances poisoning were higher in under 19-
year, whereas carbonmonoxide intoxication was higher in above
40. 13.3% of the cases had a life-threatening injury, 84% were
mild to be treated with simple medical intervention, and 2.7%
were mild. Carbon monoxide was found to be the most common
cause of accidental poisonings, followed by food, drug and
corrosive substance poisoning. The number of women was higher
in carbon monoxide intoxication. The incidence of poisoning with
drugs under the age of 18 was found to be high. The results of this
study will shed light on the forensic and medical approaches. We
think the results will be a data source for further studies.

Keywords: Accident, Forensic Medicine, Forensic Report,
Poisoning

Giris

Hem intihar hem de kaza sonucu zehirlenmeler
Tiirkiye’de dnemli bir sorun haline gelmektedir (1-
3). Tiirkiye Istatistik Kurumu (TUIK) 6liim nedeni
istatistiklerine gore 2017 yilinda 18.000 {iizerinde
kisinin zehirlenme nedenli 6ldiigii, zehirlenmelerin
O0lim nedenleri arasinda altinct sirada oldugu
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bildirilmigtir  (4). Tirkiye’deki epidemiyolojik
caligmalar, tim acil servis bagvurularinin %0.7—
5’ini zehirlenme vakalarinin olusturdugunu ortaya
koymustur (1,2). Ilaglara bagl zehirlenmelerde
mortalite kismen daha diisiik iken, genellikle intihar
amaciyla alinan maddelerde mortalite orani
artmakta ve diinyada yilda 300.000 kisinin bu
nedenle o6ldiigii tahmin edilmektedir (5,6). ilag
zehirlenmeleri arasinda en yaygin kullanilan
ilaglarin analjezikler oldugu bildirilmektedir (3).
Ulkemizde  zehirlenme nedenli  hastane
bagvurusu olan hastalar hakkinda acil servis ve
yogun bakim initelerinde yapilmis ¢ok sayida
caligma bulunmaktadir(1-3,7-12). Konuyla ilgili
adli tip alaninda yapilan calismalar ise oldukca
kisithidir, yapilan ¢alismalarin daha ¢ok belli bir
etkene yonelik oldugu ya da postmortem
degerlendirmelerde Oliime neden olan etkenler
seklinde calisildigr ya da acil servislere bagvuran
adli olgular arasinda degerlendirmeler yapildigt
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goriilmektedir (13-18). Zehirlenme istatistiklerinin
giincellenmesi, bu konuda diizenli siirelerle yeni
yaymnlarin yapilmasina ihtiyag vardir.

Zehirlenmeye yol acan etkenler iilkeden iilkeye,
ayni iilkede bolgeden bolgeye, ayni bolgede yillar
icinde degisebilmektedir. Zehirlenme etkenleri
yasa, cinsiyete, mevsimlere, ailenin egitim
diizeyine, o bolgenin gelenek-gorenek ve
aligkanliklarina gore degismektedir. Bu nedenle,
her tilkenin kendi zehirlenme profilini belirlemesi,
risklere yonelik Onlemler almasi gerekmektedir
(1,18).

Daha once Mugla ilinde bolgesel o6zellikleri
veren kaza nedenli zehirlenmelere yonelik bir
calisma yapilmamistir. Benzer sekilde adli tip
alaninda da kaza nedenli zehirlenme nedenlerini
calisan bir baska calisma bulunamamistir. Bu
calisma ile adli tip poliklinigine basvuran kaza
nedenli zehirlenme olgularinin verileri irdelenerek;
etken maddelerin tespiti ve adli tibbi ydnden
degerlendirmesi ile bdlgesel ozelliklerin ortaya
konmasi, zehirlenme olgularinda hayati tehlike
kriterlerinin yeniden gbzden gecirilmesi ve 6nleyici
tedbirler ~ agisindan ~ Oneriler  gelistirilmesi
amaglanmistir.

Gere¢ ve Yontem

Calismamiza Mugla Sitki Kogman Universitesi
Insan Arastirmalar1 Etik Kurulu’nun 05.02.2019
tarih ve 180201 numarali karari ile onay alinmistir.
01 Haziran 2014-31 Aralik 2018 tarihleri arasinda
Mugla Sitki Kogman Universitesi Egitim ve
Arastrma Hastanesi Adli Tip Poliklinigi’ne
bagvuran toplam 7556 olgu arasinda kaza orjinli
zehirlenme nedenli adli rapor talebiyle bagvuran
294 olgu ¢alismaya dahil edilmistir.

Calismaya dahil edilme kriterleri; Mugla Sitki

Kogman Universitesi Egitim ve Arastirma
Hastanesi Adli Tip Poliklinigi’ne 01.06.2014-
31.12.2018  tarihleri  arasinda adli  rapor

diizenlenmesi amactyla bagvuran olgular arasindan;
kaza nedenli zehirlenme Oykiisiiyle hastaneye
miiracaat ettirilen ve raporu diizenlenen olgulardir.
Intihar girisimi nedeniyle zehirlenme olgulari
caligmaya dahil edilmemistir.

Olgularin raporlari retrospektif  olarak
degerlendirilmistir. Bir veri toplama formu
olusturularak; olgularin cinsiyet, yas, gonderilen
yer, olay tarihi, sebep oldugu bilinen etken madde,
bu maddelerin uygulanma yolu, yasamsal tehlike
kriterleri, yaralanmanin agirligi, adli tibbi sonuglari
kaydedilmistir.

Veriler SPSS versiyon 22 programi kullanilarak
degerlendirilmis, tanimlayici istatistikler i¢in yiizde,
oran, ortalama ve standart sapma, karsilastirmali
analizlerde ki-kare istatistikleri kullanilmig, p<0.05
anlaml farkliligin gostergesi olarak kabul edilmis
ve veriler tablolar halinde sunulmustur.

77

Bulgular

01 Haziran 2014-31 Aralik 2018 tarihleri
arasindaki 4.5 yillik periyotta Adli Tip
Poliklinigi’nde toplam 7556 adli rapor diizenlenmis
olup bunlarm 294’tinde (%3.9) kaza orijinli
zehirlenme nedeniyle adli rapor diizenlenmistir.
Olgularin  yillara gore dagilimi Tablo 1°de
gosterilmistir. En fazla olgunun %38.4 (n=113)
orantyla 2018 yilinda geldigi goriilmiistir.

Tablo 1. Olgularin yillara gore dagilimi

Yil n %
2014 16 5.4
2015 56 19.0
2016 35 11.9
2017 74 25.3
2018 113 38.4
Toplam 294 100.0

Toplam 294 kaza orijinli zehirlenme olgularinin
166°s1 (%56.5) erkek, 128°si (%43.5) kadindir.

Olgularin yas ortalamast 19.1 yil (SD:20.3)
olup, en kii¢lik olgu bir yasin altinda, en yaslt olgu
89 yasindadir. Kaza orijinli zehirlenme olgularmin
yas gruplarina gore dagilim Tablo 2’de verilmistir.
En fazla olgu %45.9 oramiyla (n=135) 0-9 yas
araliginda oldugu, 18 yas altinda toplam 171 olgu
(% 58.2), 19 yas altinda toplam 178 olgu (%60.6)
oldugu goriilmiistiir. Tablo 3. ise yas gruplarinin
cinsiyete gore dagilimimi vermektedir. Kaza orijinli
zehirlenmelerde yas gruplart agisindan cinsiyete
gore istatistiksel olarak anlamli bir farklilik
saptanmamistir.

Tablo 2. Olgularin yag araliklarina gére dagilimi

Yas araliklar: n %
0-9 135 45.9
10-19 43 14.7
20-29 40 13.6
30-39 25 8.5
40-49 29 9.9
50-59 6 2.0
60 ve iistii 16 5.4
Toplam 294 100.0

Tablo 3. Olgularin yas gruplarinin cinsiyete gore
dagilimu

Yas grubu Cinsiyet n
Erkek Kadin
19 yas alti 105 73 178
20-29 yas 35 30 65
30-39 yas 19 16 35
40 yas 7 9 16
tistii
Toplam 166 128 294

Ki-kare: 1.762; p:0.623
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Olgular1 poliklinige yonlendiren birimlerin
degerlendirilmesinde; en fazla il merkezinden
yonlendirildigi (n=233; %79.3), bunu Ula (n=25;
%8.5) ve Yatagan (n=18; %6.1) ilcelerinin izledigi
goriildil.

Olgular i¢in rapor talebinde bulunan birimlerin
dagilimma bakildiginda; en fazla olgunun Polis
(n=227, %77.3) ve Jandarma (n=60, %20.4)
merkezlerinden yonlendirildigi goriilmiistir (Tablo
4).

Tablo 4. Rapor talebinde bulunan birimlerin
dagilimi

Rapor talep eden birim n %
Polis 227 77.3
Jandarma 60 20.4
Yarg Birimleri 3 1.0
Cezaevi 3 1.0
Diger 1 0.3
Toplam 294 100.0

Zehirlenme olaymin meydana geldigi ay ve
mevsimlere goére dagilima bakildiginda en fazla
olayin Subat ayinda gerceklestigi (n=46, %15.6),
mevsimsel dagilima bakildiginda en fazla olayin
Kis mevsiminde (n=110, %37.4), en az olaym Yaz
mevsiminde (n=51, %17.4) oldugu tespit edilmistir.
Tablo 5. aylara ve mevsimlere gore dagilimi
vermektedir.

Tablo 5. Olgularin ay ve mevsimlere gore dagilimi

Aylar n % Mevsim n %
Aralik 29 9.9 Kis 110 374
Ocak 35 11.9

Subat 46 15.6

Mart 41 13.9 ilkbahar 80 27.2
Nisan 17 5.8

Mayis 22 7.5

Haziran 18 6.1 Yaz 51 17.4

Temmuz 19 6.5
Agustos 14 4.8

Eyliil 6 2.0 Sonbahar 53 18

Ekim 8 2.7

Kasim 39 13.3

Toplam 294 100.0 Toplam 294 100.0
Kaza orijinli ~ zehirlenmelerde, zehirlenme

etkenlerinin dagilimi Tablo 6’da verilmistir. En
fazla olgu ile (n=74, %25.2) Karbonmonoksit
zehirlenmesi ilk sirada yer almaktadir. Bunu ilag
zehirlenmesi (n=66, %22.4) ve gida zehirlenmesi
(n=61, %20.7) takip etmektedir.

Cinsiyete gore zehirlenme etkenlerinin dagilimi
ise Tablo 7’de wverilmistir. Cinsiyete gore
zehirlenme etkenleri agisindan istatistiksel olarak
anlamhi bir iligki saptanmis olup erkeklere gore
kadin olgularda karbonmonoksit zehirlenmesi
nedeniyle daha fazla rapor diizenlendigi
saptanmigtir (p=0.038).
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Tablo 6. Kaza orijinli zehirlenmelerde zehirlenme
etkeni dagilimi

Zehirlenme etkeni n %
Karbon monoksit 74 25.2
ilac 66 224
Gida 61 20.7
Temizlik maddeleri ve koroziv 45 15.4
maddeler

Tarmm ilaci 7 2.4
Diger 41 13.9
Toplam 294  100.0

Tablo 7. Cinsiyete gore zehirlenme etkenlerinin dagilimm

Zehirlenme

ctkeni Erkek Kadin Toplam

n % n % n %
Karbon 32 19.3 42 32.8 74 25.2
monoksit
Gida 37 22.3 24 18.8 61 20.7
ilac 35 21.1 31 24.2 66 22.4
Temizlik ve 31 18.7 14 10.9 45 15.3
koroziv
maddeler
Diger (5’i 31 187 17 133 48 163
tarim ilacr)
Total 166 1000 128 100.0 294 100.0

Pearson Ki-kare: 10.127; p=0.038; df:4

Zehirlenme etkenlerinin yas gruplarina gore
dagilimma bakildiginda (Tablo 8); gida, ilag ve
korozif maddelerle zehirlenmeler 19 yas ve
altindaki grupta fazla iken karbonmonoksit
zehirlenmelerinin 40 yas ve ustiindeki grupta daha
fazla oldugu saptanmustir (p<0.001).

Tablo 8. Yas gruplarina gore zehirlenme etkenlerinin
dagilimi

Zehirlenme 60 ve

ctkeni 0-19  20-39 40-59* st Toplam
Karbon 22 19 18 15 74
monoksit

Gida 34 18 9 0 61
ilag 52 11 2 1 66
Temizlik ve 39 5 1 0 45
koroziv

maddeler

Diger (7’si 31 12 5 0 20
tarim ilact)

Toplam 178 65 35 16 294
Ki-kare: 73.436, p=0.000, df:8, * 40 yas ve istindeki 51
olgunun  32’si  karbonmonoksit  zehirlenmesidir.  Diger

zehirlenme etkenleri rakamlar kiigiik oldugundan test, 19 yas ve
alti grup, 20-39 yas ve 40 yas ve dustiindeki grubun
karsilastirmasi seklinde yapilmistir.

Gida, ilag ve korozif maddelerle zehirlenmeler
19 vyas ve altindaki grupta fazla iken
karbonmonoksit zehirlenmelerinin 40 yas ve
iistiindeki grupta daha fazla oldugu saptanmistir
(p<0.001). Istatistiksel olarak anlamli bir fark
oldugu goriilmiistiir.

Tablo 9 ise olgularin rapor sonuglarinda kayitls;
zehirlenme  sonrast meydana gelen saglik
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durumlarmim agirhgm  vermektedir.
(%13.3) yasamsal tehlike gegirmistir.

39 olgu

Tablo 9. Saglik durumlarmm Tirk Ceza Kanunu
kapsaminda agirlik dereceleri

Agirhk n %
Basit tibbi miidahale ile giderilebilecek 247 84
nitelikte hafif oldugu

Basit tibbi miidahale ile giderilebilecek 8 27
nitelikte hafif olmadig: '
Yasamsal tehlike olusturdugu 39 13.3
Toplam 294  100.0
Tartisma

Zehirlenmeler; kaza ya da 6zkiyim nedenli
olsun acil servis ve adli tip hekimlerinin sik
kargilagtig1, diinyada ve iilkemizde gittikce daha
Onemli hale gelen bir halk sagligi sorunudur.

Zehirlenme; kaza ya da 6zkiyim nedenli ya da
mesleki maruziyet sonucu ya da siirekli alinmasi
gereken ilacin yan etkilerine bagl olarak; maruz
kalinan bir maddenin, organizmanin herhangi bir
fonksiyonunda yan etkiler olusturmasidir (8).
Ulkemizde acil servislere basvuran hastalar
arasinda zehirlenme nedeniyle basvuru orani % 0.4-
12 arasinda bildirilmigtir (1-3,7,8,14). Yavuz ve
ark. calismasinda (15), acil tip poliklinigine
basvuran olgularin % 10.46’s1n1 zehirlenme olgulari
olusturdugu bildirilmis, Cumhuriyet Universitesi
Tip  Fakiiltesine  bagvuran adli  olgularin
degerlendirildigi bir ¢aliymada bu oran %12.3
verilirken (16), Edirne’de yapilan acil servise
bagvuran adli olgularin degerlendirildigi bir baska
caligmada ise Zehirlenme olgularmin % 2’sini
olusturdugu (17), Dal ve ark’nin ¢aligmasinda (1)
hastalarin %86.5’inin 6zkiyim amacgli ile madde
aldigi, %13.5’inin kaza nedenli zehirlendigi
bildirilmistir.

Zehirlenme olgu sayilarindaki bu farklilik
bolgeden bolgeye degiskenlik gdstermesi ile
aciklanabilir. Calismamizda 4.5 yillik siire ig¢inde
poliklinigimize basvuran olgulara toplam 7556 adli
rapor diizenlenmis olup bunlarin 643’0 (%8.5)
zehirlenme nedenli adli rapor diizenlenen olgular
olmustur. Bunlarin da 294’i (tiim olgularin %3.9)
kaza orijinli, 349’u (tim olgularin %4.6) intihar
girigimi nedenli zehirlenme olgularidir.
Sonuglarimiz literatiir ile uyumlu bulunmustur.

Toplam 294 kaza orijinli zehirlenme olgusunun
166’s1 (%56.5) erkek, 128’si (%43.5) kadindir.
Yapilan birgok c¢alismada acil ve yogun bakim
iinitelerine bagvuran olgular arasinda, hem kaza
hem de 6zkiyim nedenli zehirlenme olgularinda
kadin popiilasyonun daha fazla oldugu, bu oranin
%53-77 oraninda degistigi, kadin /erkek oraninin
2’nin dstiinde oldugu bildirilmistir (1-3,7,8-11).
Giincel c¢aligmamiz zehirlenme olgular1 arasinda
sadece kaza nedenli meydana gelen zehirlenmeleri
icerdigi i¢in diger calismalardan farkli olarak kadin
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olgu orani erkek olgulardan daha azdir. Intihar
nedenli zehirlenme olgularinda kadin popiilasyon
daha fazla iken c¢alismamizda kaza nedenli
zehirlenme olgularinda erkek orani daha fazla
bulunmustur.

Kaza nedenli zehirlenme olgularmin biyiik
cogunlugunun %45.9 oraniyla 0-9 yas grubunda
oldugu goriilmiistir (Tablo 2). 19 yas altinda
toplam 178 olgu (%60.6) mevcuttur. Yapilan
caligmalar zehirlenme olgularinda gen¢ ve kadin
populasyonun fazlaligini vurgulamaktadir (1-3,7-
11). Bizim ¢aligmamizda diger ¢alismalardan farkli
olarak 19 yas alt1 cocuk popiilasyon fazlalig1 sadece
kaza nedenli zehirlenmelerin ¢aligmaya dahil
edilmis olmastyla agiklanabilir. Bir ¢aligmada 13-
17 yas grubunda kizlarda zehirlenmelerin daha sik
oldugu wvurgulanmigs bunu da bu yas grubu
kadmlarin zehirlenme ydntemini intihar amagh
kullanimu ile agiklamiglardir (9).

Olgulart poliklinige yonlendiren birimlerin
degerlendirilmesinde; en fazla il merkezinden
yonlendirildigi  (%79.3), bunu Ula (%8.5) ve

Yatagan (%6.1) ilgelerinin izledigi gorilmiistiir.
Bunda Mugla il merkezinde bulunan
Poliklinigimize uzak ilgelerden ulasim zorlugu
nedeniyle daha az olgu yonlendirildigi seklinde
yorumlanmustir.

Rapor talep eden birimlerin dagilimina
bakildiginda en fazla rapor talebinin %77.3 oraniyla
Polis merkezlerinden, %20.4 oramiyla Jandarma
merkezlerinden yapildigr goriilmiistiir (Tablo 4).
Ilimizde mevcut Mugla Adli Tip Sube Miidiirliigii
UYAP sistemi ile galistig1 i¢in ancak mahkemeler
ve Cumhuriyet Savciliklart tarafindan goénderilen
olgulara hizmet verebilirken, iiniversite Adli Tip
Poliklinigi ek olarak; savcilik adina ¢alisan Emniyet
Miidurliikleri, Polis ve Jandarma Karakol
Komutanliklar1 gibi makamlardan yapilan taleplere
de hizmet verilebilmektedir. Bu nedenle polis ve
jandarma merkezlerinden daha fazla rapor talep
edildigi diistinilmistiir.

Zehirlenme olaymin meydana geldigi ay ve
mevsimlere gore dagilima bakildiginda en fazla
olayin Subat aymda gergeklestigi, mevsimsel
dagilima bakildiginda en fazla olayin Kis aylarinda
en az olayin Yaz aylarinda oldugu gorilmiistiir
(Tablo 5). Yapilan c¢aligmalarda zehirlenme
olgularinin bolgeden bolgeye mevsimsel
degiskenlik gosterdigi vurgulamustir (1-3,9,10).
Omegin Siimer ve ark’nin caligmasinda bizim
calismamizdan tamamen farkli olarak; tim
zehirlenme vakalarinin %36.1’1 Yaz aylarinda,

%14.2’si ise Kis aylarinda meydana geldigi
bildirilmistir (9).
Kaza orijinli  zehirlenmelerde, zehirlenme

etkenlerinin dagilimina bakildiginda ilk sirada %
25.2 oramiyla Karbonmonoksit  zehirlenmesi
olmustur (Tablo 6). Bunu ilag gida zehirlenmesi
takip etmistir. Acil ve yogun bakim iinitelerinde
tim zehirlenme olgularinda yapilan c¢aligmalarda
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zehirlenme vakalarinin ¢ogunda ila¢g alimimin ilk
siralarda oldugu bildirilmektedir (1-3,7,9). Intihar
amacli zehirlenmelerde en sik kullanilan yontemin
kimyasal madde alimi, kimyasal maddelerin de
siklikla regete edilen ilaglar oldugu bildirilmistir
(19-21). Calismamizda kaza nedenli en sik
zehirlenmelerin ~ karbonmonoksit  zehirlenmesi
oldugu, bunu ilag ve gida zehirlenmelerinin izledigi

gorilmektedir. Caligmalar kaza nedenli
zehirlenmelerde karbonmonoksit  zehirlenmesini
calismamizla uyumlu olarak ilk siralarda
vermektedir  (1-3,7,9). Ayan ve ark’nin
calismasinda tiim zehirlenmeler icinde

Karbonmonoksit % 22.2, ila¢ zehirlenmesi % 47.2
olarak bildirilmistir (8).

Giincel calismamizda cinsiyete gore zehirlenme
etkenleri agisindan istatistiksel olarak anlamli bir
iligki saptanmis olup erkeklere gore kadin olgularda
karbonmonoksit zehirlenmesi nedeniyle daha fazla
rapor diizenlendigi saptanmistir (Tablo 7). Gida,
ilag ve korozif maddeler gibi etkenlerle meydana
gelen zehirlenmelerin 19 yas ve altindaki grupta
fazla oldugu, karbonmonoksit zehirlenmelerinin 40
yas ve {Ustliindeki grupta daha fazla oldugu
gorilmiistiir (Tablo 8).

Kaza nedenli zehirlenme olgularinda viicutta
meydana gelen hasarin Tiirk Ceza Kanunu (TCK)
86 ve 87. maddeleri g¢ercevesinde agirlik
derecelerinin dagilimina bakildiginda (Tablo 9); 39
olgunun (%13.3) yasamsal tehlike gegirdigi
goriilmiistir. Dal ve ark’nin calismasinda acil
servise bagvuran tiim zehirlenme olgularinin %
8.5’inin yasami tehdit eden saglik durumu oldugu
bildirilmigtir (1). Kaza nedenli zehirlenmelerde
yasamsal tehlike daha az, intihar amacgli madde
kullanimlarinda yasamsal tehlike orani daha fazla
bildirilmistir.

Sonu¢ olarak, kaza nedenli zehirlenme
olgularinin en fazla 19 yas alt1 ergen-¢ocuk grupta
oldugu, cinsiyet dagiliminda anlamli bir fark
olmadigi, kadin ve 40 yas ve TUsti olgularda
karbonmonoksit zehirlenmesinin fazlaligi, gida,
ilag ve koroziv maddelerle zehirlenmelerin 19 yas
ve altindaki grupta fazlaligi calismanin dikkat
¢ekici sonuclar1 olarak; zehirlenmelerin 6nlenebilir
bir halk sagligi sorunu oldugu ve toplumun bu

konuda bilinglendirilmesi  gerektigi  sonucuna
varilmgtir.
Mugla’daki  kaza nedenli  zehirlenmeler

hakkinda elde edilen verilerin adli ve tibbi yaklagim
ile alinabilecek Onlemlere 151k tutacagini ve ileri
calismalar i¢in bir veri kaynagi olacagim
diistinmekteyiz.

Etik Kurul Onay:r: Calisma Mugla Sitki Kogman
Universitesi Insan Arastirmalart Etik Kurulu’nun
05.02.2019 tarih ve 180201 numarali karari ile
yapilmustir.
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Tiirkiye'de Bir Universite Hastanesi Dermatoloji Klinigine Basvuran
Vitiligo Hastalariin Klinik Bulgular

Aynure OZTEKIN

Hitit University, Faculty of Medicine, Department of Dermatology, Corum

Abstract

Vitiligo is a common disorder which affects about 1% of the
world population. The aim of this study was to evaluate the
epidemiological data, comorbid diseases, and several blood
parameters of the vitiligo patients. This study was performed as a
retrospective chart review. Patient records were screened from the
electronic database of the hospital. Descriptive statistics were
given as mean + standard deviation or median and interquartile
ranges according to the distribution of the data. Categorical
variables were summarized as number and percentage. Statistical
analyses were performed with Jamovi program and p<0.05 was
accepted as significance level (p value) in statistical analyses.
This study included 68 individuals, 30 (44.1%) of whom were
males, and 38 (55.9%) of whom were females. Comorbid diseases
were detected in 22 (32.4%) patients. Thyroid diseases were
present in 15 (22.1%) patients, and thyroid autoantibodies were
positive in 12 (17.6%) patients. Exacerbations of disease were
more frequent in females (p=0.025), and history of stress was also
more frequent in females (p=0.011). History of stress related
exacerbations were more frequent in females and patients older
than 18 years of age. Therefore, it is important to evaluate
psychological factors especially in women with vitiligo and to
consult to a psychiatrist when necessary.

Keywords: Stress, Thyroid autoantibodies, Vitiligo

Oz

Vitiligo, diinya niifusunun yaklagik %1'ini etkileyen yaygmn bir
hastaliktir. Bu c¢alijmanin  amact vitiligo hastalarinin
epidemiyolojik verilerini, komorbid hastaliklart ve c¢esitli kan
parametrelerini degerlendirmektir. Bu ¢aligma retrospektif olarak
yapildi. Hasta kayitlari hastanenin elektronik veri tabanindan
tarandi. Verilerin dagilimmma gore tanimlayict istatistikler
ortalama + standart sapma veya ortanca ve g¢eyrekler arasi
degerler olarak verildi. Kategorik degiskenler sayr ve yiizde
olarak dzetlendi. Istatistiksel analizler Jamovi programu ile yapild
ve istatistiksel analizlerde anlamlilik diizeyi (p degeri) olarak p
<0.05 kabul edildi. Calismaya 30'u (%44.1) erkek, 38' (%55.9)
kadin olan 68 kisi katildi. Komorbid hastaliklar 22 (%32,4)
hastada tespit edildi. 15 (%22.1) hastada tiroid hastaligi, 12
(%17.6) hastada tiroid otoantikorlar1 pozitif bulundu. Hastalik
alevlenmeleri (p=0.025) ve stres oOykiisii kadinlarda daha sikti
(p=0.011). Strese bagli alevlenme Oykiisii kadinlarda ve 18
yasindan biiyiik hastalarda daha sik goriildii. Bu nedenle, 6zellikle
vitiligolu kadinlarda psikolojik faktorlerin degerlendirilmesi ve
gerektiginde psikiyatriste danigilmasi dnemlidir.

Anahtar Kelimeler: Stres, Tiroid otoantikorlari, Vitiligo

Introduction

Vitiligo is a common disorder which is
characterized pathologically by the loss of
melanocytes in the epidermis and clinically by
depigmented macules (1). Although the prevalence
rates as high as 8.8% have been reported from
India, about 1% of the world population have been
reported to have vitiligo (2,3). The second and third
decades of life have the greatest incidence although
the disease onset may be at any age (4). Vitiligo
prevalences are similar in both sexes although
females may be represented more in dermatology
clinics due to cosmetic reasons (5).

Classification of vitiligo can be made according
to the pattern of distribution as focal, segmental,
acrofacial, generalized, universal, and mucosal type
(6). It is not easy to predict the disease course; and
the enlargement of existing lesions or the
development of new lesions suggest active vitiligo
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(7). Vitiligo etiology is not clear. In the
pathogenesis of the disease, genetic predisposition,
autoimmunity, neural mechanisms, and toxic
metabolites are thought to be responsible (8).
Despite varying hypotheses, the absence of
functional melanocytes is a common finding agreed
by researchers (3).

Supporting the autoimmune hypothesis, many
autoimmune disorders including type | diabetes,
Addison’s disease, diabetes mellitus, myasthenia
gravis, scleroderma, rheumatoid arthritis, alopecia
areata, and autoimmune thyroid diseases commonly
accompany vitiligo (9). A very high rate of
autoimmune disorders was also reported in a
Turkish study (10).

The aim of our study was to evaluate
epidemiological data, comorbid diseases, and
several blood parameters of the vitiligo patients
admitted to the dermatology clinic of Ministry of
Health Corum Erol Olgok Research and Education
Hospital between December 2016 and October
2018 retrospectively.

Material and Method

This study was performed as a retrospective
chart review. Ethics committee approval; Hitit
University Medical Faculty Clinical Research
Ethics Committee permission was obtained with the



Mugla Sitki Kogman Universitesi Tip Dergisi 2020;7(2):81-85

Medical Journal of Mugla Sitki Kocman University 2020;7(2):81-85

Orijinal Makale/Original Article
Oztekin A.

letter dated 04.01.2019 and numbered 16. Patient
records were screened from the electronic database
of the hospital. All patients diagnosed as vitiligo
between December 2016 and October 2018 were
included. Patients whose records had serious
missing variables were excluded. The study was
approved and the consent was obtained from the
local ethics committee (2019-16). The diagnosis of
vitiligo was made clinically by dermatologists and
for patients with uncertain diagnoses, investigations
such as wood’s lamb examination and fungal skin
scrapings were done to rule out common
differentials.

Age, sex, age of onset of vitiligo disease, family
history of vitiligo, reason for the first attack and

exacerbation, presence of hair and nail
involvement, comorbid diseases, serum iron,
ferritin, vitamin B12, folate, and thyroid

autoantibody levels were obtained from the records.
Vitiligo was classified segmental, focal, vulgaris,
acrofacial and mixed type (3,6).

To summarize the data obtained from the study,
descriptive statistics were given as mean + standard
deviation or median and interquartile range
according to the distribution of the data. Categorical
variables were summarized as number and
percentage. Numerical variables were controlled
with the Kolmogorov-Smirnov test. To compare
two independent groups, Independent Samples t test
was used when numerical variables had a normal
distribution and Mann-Whitney U test was used
when they didn’t have. To make comparisons in
categorical variables, the Pearson Chi-Square test
was used in 2x2 tables and Fisher’s Exact Test was
used in RXC tables. Statistical analyses were
performed with Jamovi program and p<0.05 was
accepted as significance level (p value) in statistical
analyses.

Results

This study included 68 individuals, 30 (44.1%)
of whom were males, and 38 (55.9%) of whom
were females. The mean age of the patients was 35
(+16.66), and 16 (23.5%) individuals were at the
range of 11-20 years of age. The age of the onset of
the disease was below 18 years in 21 (30.9%)
patients. A family history of vitiligo was found in
15 (22.1%) individuals. Hair involvement was
present in 11 (16.2%), and nail involvement was
present in 8 (11.8%) individuals. The reason for the
exacerbation of the disease was history of stress in
42 (61.8%) patients, exercise in 1 patient (1.5%),
and sunburn in 3 (4.4%) patients. The reason for the
first attack was spontaneous in 28 (41.2%)
individuals and history of stress in 40 (58.8%)
individuals (Table 1).

Comorbid diseases were detected in 22 (32.4%)
patients. The most common co-morbidity was
thyroid disease (Table 2).
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We compared sociodemographic and clinical
variables in terms of sex. Acrofacial involvement
was more prevalent in  males (p=0.048).
Exacerbations of disease were more frequent in
females (p=0.025), and stress was also more
frequent in females (p=0.011). Plasma iron and
ferritin levels were lower in females (Table 3).

Table 1. Demographic and clinical data of the
patients

n (%)

Age (mean + SD) 35+ 16.66
Age (%)

11-20 years 16 (23.5)

21-30 years 13 (19.1)

31-40 years 13 (19.1)

41-50 years 15 (22.1)

51-64 years 11 (16.2)
Age (%)

Below 18 years 12 (17.6)

18 years and above 56 (82.4)
Gender (%)

Male 30 (44.1)

Female 38 (55.9)
Family History of Vitiligo (%) 15 (22.1)
Age of onset of vitiligo (%)

Below 18 years 21 (30.9)

18 years and above 47 (69.1)
Vitiligo Types (%)

Segmental 1(1.5)

Focal 16 (23.5)

Vitiligo vulgaris 23 (33.8)

Acrofacial 22 (32.4)

Mixed 6 (8.8)

Hair involvement (%) 11 (16.2)
Nail involvement (%) 8 (11.8)
Reason for exacerbation (%) 45 (66.2)
History of stress (%) 42 (61.8)
Exercise (%) 1(1.5)
History of Sunburn (%) 3(4.4)
Reason for the first attack (%)

Spontaneous 28 (41.2)

History of stress 40 (58.8)

SD, Standard deviation. Descriptive statistics were given as +
standard deviation and number (%).

We also compared sociodemographic and
clinical variables in terms of the age of disease
onset being before or after 18 years of age. Patients
with earlier disease onset were less likely to have
history of stress as a cause of disease exacerbation
(p=0.016), and their first attack was more likely
spontaneous (Table 4).

Discussion

In this retrospective chart review, we
investigated sociodemographic and laboratory
findings of the vitiligo patients admitted to a
university hospital dermatology clinic. In our study,
there were more female patients than male patients.
At least two previous studies also reported female
predominance in their sample (11,12) but many
other studies, including two studies from Turkey,
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reported equal rates in males and females
(10,13,14). We think female predominance in our
sample doesn’t reflect a true prevalence in females.
Instead, it may be attributed to higher cosmetic
worries of women causing more frequent hospital
visits.

Table 2. Comorbid diseases and laboratory findings

n (%)

Presence of comorbidity (%) 22 (32.4)
Allergic rhinitis (%) 1(1.5)
Depression (%) 1(1.5)
Thyroid disease (%) 15 (22.1)
Type 1 DM (%) 1(1.5)
DM (%) 4(5.9)
HT (%) 5(7.4)
Cardiac disease (%) 2(2.9)
Migraine (%) 1(1.5)
Polycystic kidney disease (%) 1(1.5)
Asthma (%) 1(1.5)
Psoriasis (%) 1(1.5)
History of atopia (%) 5(7.4)
Elevated glucose (%) 6 (8.8)
Iron level (%)

Low 23 (33.8)

Normal 43 (63.2)

High 2(2.9)
Ferritin level (%)

Low 15 (22.1)

Normal 53 (77.9)
Vit B12 deficiency (%) 9(13.2)
Folate deficiency (%) 6 (8.8)
Elevated Anti TPO (%) 10 (14.7)
Elevated Anti TG (%) 9(13.2)
Thyroid Autoantibodies (%)

Negative 56 (82.4)

Positive 12 (17.6)

DM, diabetes mellitus; HT, hypertension; n, number; TG,
thyroglobulin; TPO, thyroid peroxidase. Descriptive statistics
were given as number (%).

The onset of vitiligo was below 18 years of age
in 30.9% of our patients. Similar findings were
reported in the literature in previous studies. In
Pradhan et al.’s study, the age of disease onset was
below 25 years in the majority of the patients (4).
Topal et al. found that 20% of their patients had
disease onset before 20 years of age (15). The mean
age of our sample was 35, which was very similar
to the mean age of 34.9 in Topal et al.’s study (15)
and 37.4 in Gonul et al.’s study (5).

Vitiligo is known to have a genetic
predisposition and multiple studies have reported
about the rate of family history of vitiligo in vitiligo
patients. Zhang et al. reported that 30% of their
vitiligo cases were known to have an affected
relative (16). Topal et al. found the familial history
of vitiligo in 27% of their cases (15). The rate in
our study was 22.1% which was similar to previous
studies in Turkey but higher than a Japanese study
which reported a 3.4% rate of family history in
vitiligo patients which may be related to a high rate
of consanguineous marriages in Turkey (17).
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Table 3. Comparison of comorbid diseases and several
laboratory parameters according to the sex of the patients

Sex
Male (n=30) 'Eﬁ:g;) P

Age (mean + SD) 354+185  347+153  0.865
Age (%)

Below 18 years 7(23.3) 5(13.2) 0.440

18 years and above 23 (76.7) 33 (86.8) '
Family history of
vitiligo (%) 5(16.7) 10 (26.3) 0.510
Vitiligo age of onset 31.6+18.2 27.8+16.3 0.381
Vitiligo age of onset (%)

Below 18 years 10 (33.3) 11 (28.9) 0.901

18 years and above 20 (66.7) 27 (71.1) '
Vitiligo Types (%)

Segmental 0(0.0) 1(2.6) 0.999

Focal 4(13.3) 12 (31.6) 0.141

Vitiligo vulgaris 9 (30.0) 14 (36.8) 0.738

Acrofacial 14 (46.7) 8(21.1) 0.048*

Mixed 3(10.0) 3(7.9) 0.999
Comorbidity (%) 8(26.7) 14 (36.8) 0.529
Allergic rhinitis (%) 1(3.3) 0(0.0) 0.441
Depression (%) 0 (0.0) 1(2.6) 0.999
Thyroid disease (%) 3(10.0) 12 (31.6) 0.066
Thyroid Autoantibody
(%)

Negative 27 (90.0) 29 (76.3) 0.250

Positive 3(10.0) 9(23.7) ’
Type 1 DM (%) 1(3.3) 0 (0.0) 0.441
DM (%) 3(10.0) 1(2.6) 0.314
HT (%) 0(0.0) 5(13.2) 0.062
Cardiac disease (%) 1(3.3) 1(2.6) 0.999
Migraine (%) 0(0.0) 1(2.6) 0.999
Policystic Kidney
Disease (%) 0(0.0) 1(2.6) 0.999
Asthma (%) 0(0.0) 1(2.6) 0.999
Psoriasis (%) 1(3.3) 0(0.0) 0.441
History of atopia (%) 1(3.3) 4(10.5) 0.374
Hair involvement (%) 5 (16.7) 6 (15.8) 0.999
Nail involvement (%) 3(10.0) 5(13.2) 0.999
Exacerbation (%) 15 (50.0) 30 (78.9) 0.025
History of stress (%) 13 (43.3) 29 (76.3) 0.011
Exercise (%) 0(0.0) 1(2.6) 0.999
History of Sunburn (%) 2 (6.7) 1(2.6) 0.579
Reason for the first
attack (%)

Spontaneos 14 (46.7) 14 (36.8) 0569

History of stress 16 (53.3) 24 (63.2) ’
Iron 107.7 £ 40.0 62.3+38.0 <0.001
Ferritin (median [IQR]) 56'?35[.35'0 B 13'§6ng8 - <0.001
Elevated Glucose (%) 3(10.0) 3(7.9) 0.999
Iron level (%)

Low 1(3.3) 22 (57.9)

Normal 27 (90.0) 16 (42.1) <0.001

High 2(6.7) 0(0.0)
Ferritin level (%)

Low 0(0.0) 15 (39.5)

Normal 30 (100.0) 23(60.5) <0001
Vit B12 deficiency (%) 6 (20.0) 3(7.9) 0.169
Folate deficiency (%) 3(10.0) 3(7.9) 0.999
Elevated Anti-TPO (%) 2(6.7) 8(21.1) 0.167
Elevated Anti-TG (%) 3(10.0) 6 (15.8) 0.721

DM, diabetes mellitus; HT, hypertension; IQR, interquartile range; n, number; SD,
Standard deviation; TG, thyroglobulin; TPO, thyroid peroxidase. Descriptive
statistics for normally distributed variables were given as mean + SD and
Independent Samples t test was used for comparison. Descriptive statistics for
variables that didn’t have normal distribution were given as median [IQR] and Mann
Whitney U test was used for comparison. Descriptive statistics for categorical
variables were given as number (%) and Pearson Qhi-Square test or Fisher Exact test
was used for comparison. P values in bold were accepted to be statistically significant

(p<0.05).
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Table 4. Comparison of comorbid diseases and
laboratory findings according to the age of onset of
vitiligo

Vitiligo age of onset

Below 18 18 years and

years above
(n=21) (n=47) p

Eé/lot)lllgo family history 5 (23.8) 10 (21.3) 0.999
Vitiligo Types (%0)

Segmental 1(4.8) 0(0.0) 0.309

Focal 8(38.1) 8 (17.0) 0.071

Vitiligo vulgaris 7 (33.3) 16 (34.0) 0.999

Acrofacial 3(14.3) 19 (40.4) 0.065

Mixed 2(9.5) 4 (8.5) 0.999
Presence of
Comorbidity (%) 3(14.3) 19 (40.4) 0.065
Allergic rhinitis (%) 0(0.0) 1(2.1) 0.999
Depression (%) 0 (0.0) 1(2.1) 0.999
Thyroid disease (%) 2(9.5) 13(27.7) 0.122
Thyroid
Autoantibodies (%)

Negative 19 (90.5) 37(78.7) 0317

Positive 2(9.5) 10 (21.3) :
Type 1 DM (%) 0(0.0) 1(2.1) 0.999
DM (%) 0(0.0) 4(8.5) 0.303
HT (%) 0(0.0) 5 (10.6) 0.314
Cardiac Disease (%) 1(4.8) 1(2.1) 0.525
Migraine (%) 0(0.0) 1(2.1) 0.999
Policystic Kidney
Disease (%) 0(0.0) 1(2.1) 0.999
Asthma (%) 1(4.8) 0(0.0) 0.309
Psoriasis (%) 0 (0.0) 1(2.1) 0.999
History of atopia (%) 3(14.3) 2(4.3) 0.167
Hair involvement (%) 5(23.8) 6 (12.8) 0.295
Nail involvement (%) 3(14.3) 5(10.6) 0.695
Reason for
exacerbation (%) 10 (47.6) 35 (74.5) 0.059
History of stress (%) 8(38.1) 34 (72.3) 0.016*
Exercise (%) 0(0.0) 1(2.1) 0.999
History of Sunburn
%) 2(9.5) 1(2.1) 0.223
Reason for the first
attack (%)

Spontaneous 13(61.9) 15 (31.9) 0.020*

History of stress 8 (38.1) 32 (68.1) )

DM, diabetes mellitus; HT, hypertension; n, number. Descriptive statistics
for categorical variables were given as number (%) and Pearson Chi-Square
test or Fisher’s Exact test was used for comparison. p values in bold were
accepted to be statistically significant (p<0.05).

In previous studies, the most common form was
generally vitiligo vulgaris, which is associated with
bilateral, symmetric lesions at limbs and also
through whole body (5,18). This was also true for
our study. This common presentation of vitiligo
vulgaris may be due to a real higher incidence or it
may be a consequence of higher cosmetic
disfigurement caused by such lesions.

The association  between vitiligo and
autoimmune disorders has been frequently
investigated. Zheng et al. found that vitiligo was
commonly associated with autoimmune disorders
such as rheumatoid arthritis, hyper and
hypothyroidism, alopecia areata, and chronic
urticaria (16). Topal et al. found higher rates of
thyroid disorders, essential hypertension, and
alopecia areata (15). In Gonul et al.’s study,
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autoimmune thyroid disease, diabetes mellitus and
hypertension were the most common accompanying
disorders (5). In our study, thyroid diseases,
hypertension and diabetes mellitus were common in
patients with vitiligo. Thyroid autoantibody
positivity was found in different rates in studies
from Turkey (10,15,19). We found thyroid
autoantibodies in 17.6% of our patients. This rate is
higher than the rate of anti-TPO positivity of 7-8%
reported in Onarslan et al.’s study (19). When other
Turkish studies are reviewed, it is seen that anti-
TPO positivity values were found to be 31% in
Akay et al.’s study (10), and 36% in Topal et al.’s
study (15). In our study, thyroid autoantibody
positivity was lower than that of these studies
(10,15). Topal et al. reported that thyroid
autoantibodies were more common in patients with
focal vitiligo (15). The low rate of focal vitiligo in
our study may be the reason of lower thyroid
autoantibodies in our study.

In our study, disease exacerbations were more
frequent in females and history of stress was a more
frequent cause of exacerbations in females. This
difference may reflect both a higher prevalence of
psychiatric disorders like anxiety and depression in
females in this age group and also a higher effect of
vitiligo on females. We also found lower ferritin,
and iron levels in females. Iron deficiency is also
common in females without vitiligo who were at
childbearing age. So these findings in our study
probably don’t reflect a difference due to the effects
of vitiligo but instead reflect the differences found
between genders in normal population. Another
difference between males and females in our study
was the higher frequency of acrofacial involvement
in males. This is consistent with Singh et al.’s (20)
and Gonul et al.’s studies which found higher
incidence of vitiligo on the trunk in females (5).
They have explained this by Koebnerization
phenomenon due to the fact that women wear
tighter clothes and brasseries. Also, sun exposure of
men during going outside and working conditions
may be the reason for increased acrofacial
involvement in males due to Koebnerization.

In our study, the major differences between
patients with disease onset below or above 18 years
of age were the lower rate of stress as a cause of
exacerbation of stress and more common
spontaneous attacks in young patients. Psychiatric
disorders related to stress generally increase in
prevalence with increasing age (21). Therefore,
young vitiligo patients don’t have as many
psychiatric disorders as older patients and stress
plays a less significant role in their lives.

In vitiligo, many factors including genetics and
environment play role in the etiology of the disease.
Association with autoimmunity has been well
established. Stress related exacerbations are more
frequent in females and patients older than 18 years
of age. Therefore, it is important to evaluate
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psychological factors especially in women with
vitiligo and to consult a psychiatrist when
necessary.

Ethics Committee Approval:
Medical

Hitit University

Faculty Clinical Research Ethics

Committee permission was obtained with the letter
dated 04.01.2019 and numbered 16.
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Abstract

Psychiatric disorders obesity, primary headache and eating
disorders share the same clinical context. In this study, we aimed
to investigate the prevalence of the eating disorders and the
possible common pathophysiological association in patients with
primary headache.210 migraine (without aura) and tension type
headache (TTH) (frequent episodic tension type headache)
patients were included. The characteristics of the headaches,
resume/family histories, information about the medications were
recorded. The prevalence of night eating syndrome (NES) was
found to be 53.8% (n=51) in migraine group. Both the frequency
of the diagnosis of NES and (add) NES questionnaire score with
the diagnosis of migraine participants were demonstrated
significantly higher than TTH group (p=0.001). The mean BMI
was significantly higher in the patients with NES than those
without NES (32.87+4.81 vs 27.37+4.59; p= 0.003). In migraine
group, migraine with NES patients were more obese than without
NES (p=0.001). There was a positive correlation between
BMI&BDI score and NES&BDI score (p<0.005). The mean
emotional eating score of DEBQ was significantly higher in
migraine group compared to TTH group [(p<0.01);28.4+3.1 vs
19.7+1.4]. The mean external eating score was significantly
higher in TTH than that of migraine group [(p=0.002); 30.1+2.9
vs 20.7+0.8]. This was the first study, where we investigated the
prevalence of eating behaviors in patients with primary headache.
The diagnosis of night eating syndrome should be questioned in
migraine patients. This comorbidity may be led to determine an
effective and first therapeutic choice for migraine therapy.
Keywords: Anxiety, Eating Disorders, Migraine, Night Eating
Syndrome, Tension Type Headache

Oz

Psikiyatrik hastaliklar, obezite primer bas agrilart ve yeme
bozukluklar ortak klinik igerirler. Biz bu c¢alismada primer bas
agrilarda yeme bozukluklarmin prevelansini ve iligkili olast
patofizyolojik iliskileri arastirmayr amacgladik. Calismaya 210
migren (aurasiz) ve gerilim tipi bas agris1t (GTBA) hastas1 dahil
edildi. Bas agrisi karakterleri, 06z/soygec¢misleri, tedavileri
kaydedildi.%53.8 (n=51) Migrenlide gece yeme sendromu (GYS)
izlendi. Migrenlilerde hem NES klinik-tanis1 hem de NES skoru
GTBA’ya gore anlamli yiiksek saptandi. (p=0.001). GYS
olanlarda olmayanlara gére BMI anlamli daha yiiksekti
(32.87+4.81 vs 27.37+4.59; p=0.003). Migrenlilerde GYS tanisi
olanlarda olmayanlara gore daha obezdi (p=0.001). BMI&BDI
skorlar1 ile GYS&BDI skorlart kendi aralarinda pozitif koreleydi
(p<0.005). Duygusal yeme puani migrenlilerde GTBA’lara gore
anlamli daha yiiksekti [(p<0.01);28.4+3.1 vs 19.7+1.4]. Dissal
yeme puani GBTA’da migrenlilere gore anlamli daha yiiksekti
[(p=0.002); 30.1+2.9 vs 20.7+0.8]. Caligmamiz, primer bas
agrilarinda yeme bozukluklarinin incelendigi ilk arastirmadir.
Gece yeme sendromu migrenlilerde sorgulanmalidir. Bu
komorbidite, migrenin baslangi¢ tedavi segiminde etkili olabilir.

Anahtar Kelimeler: Anksiete, Yeme Bozukluklari, Migren,
Gece Yeme Sendromu, Gerilim Tipi Basagrist

Introduction

As defined in the medical literature, headache or
cephalalgia is the experience of pain sensation
anywhere in the region of the head. Primary
headaches are the most prevalent neurological
disorders which have great impact on quality of life
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and psychosocial functioning. With respect to
etiology, primary headache is considered as not
having an underlying organic origin, while a
secondary headache is due to a causal pathological
lesion. Primary headache is an extremely common
neurological disorder that can be separated as
migraine, tension-type headache, trigemino-
autonomic headaches and other primary headaches
(2). There is no underlying- available organic cause
in their etiology. The prevalence of primary
headache in adult patients is 46% (2). However, the
most prevalent subtypes of primary headaches are
migraine and tension-type headache (TTH) which
affect approximately 11 and 42% of the general
population respectively (3,4). Epidemiological
studies show that a lifetime prevalence of primary
headache including migraine and TTH is 90% (5).
Thus, the psychiatric disorders are also major
disorders in the brain likewise primary headaches,
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the studies support that the mood disorders as
anxiety, depression and primary headaches are
highly comorbid particularly in adult population
with directional or syndromic associations (6).
Feeding and eating disorders are characterized
by a persistent disturbance of eating and or eating-
related behavior that results in the altered
consumption or absorption of food and that
significantly  impairs  physical  health and
psychosocial functioning (DSM 5). Feeding and
eating disorders consist of pica, rumination
disorder, avoidant/restrictive food intake disorder,
anorexia nervosa (AN), bulimia nervosa (BN), and
binge eating disorder (DSM 5). Although the
etiology is unknown, psychological and biological
factors play relevant role in ED (Management of
Eating Disorders (2006) RTI-UNIC Evidence
Based Practice Center, Research Triangle Park, NC.
AHRQ  Publication No. 06-E010  April).
Psychological factors include depression, low self-
esteem, insecure attachment, anxiety, and obsessive
traits, while biological factors include abnormalities
of serotonin (5-HT), noradrenaline (NA), and
dopamine metabolism. Migraine shares with ED the
same metabolic profile and the same psychiatric
and psychological conditions. The high level of
elusive amines such as tyramine and octopamine in
plasma and platelets recently found in migraine
patients suggests that a hypothalamic and limbic
dysfunction contributes to migraine
physiopathology as trace amine associated
receptors (TAARs) are mainly localized in such
brain areas. Indeed, the altered psychological
behavior of ED patients suggests that abnormalities
of these brain centers may also play a role in ED
pathophysiology (7,8). The common pathways of
eating disorders and migraine are that they are both
seen more often in females, there is a high rate of
psychiatric comorbidity and there are changes in
serotonin metabolism in both diseases (9). In a
study investigating the relationship between
migraine and ED, it was shown that the prevalence
of migraine in women affected by AN and BN was
75% (10). However, recent research indicates that
headache frequency and severity of migraine
headache may be related to obesity, and that the
prevalence of migraine attack in obese individuals
is higher than in non- obese migraine patients.
Obesity also contributes to depression and anxiety
disorder in individuals. Obesity related stress and
psychological conditions trigger migraine onset,
pain level and duration, causing chronic migraine.
The findings show that depression and anxiety are
more common in migraineurs who are obese (11).
Night eating syndrome was described by
Stunkard, Grace and Wolff in patients with
treatment-resistant obesity firstly, in 1955 and has
not yet officially been considered an eating disorder
(12,13). Recently, night eating syndrome (NES)
was included into the DSM-5 as an example of
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“Other Specified Feeding and Eating Disorders”
which characterized by “recurrent episodes of night
eating, as manifested by eating after awakening
from sleep or by excessive food consumption after
the evening meal. Awareness and recall of the
eating are required, as are significant distress or
impairment caused by the disorder. Exclusion
criteria are binge eating disorder or another mental
disorder, as well as medical disorders or medication
that might better explain the disordered eating
pattern” (12). The Prevalence of NES in the general
population is estimated at 1.5% and it is reported to
be between 6-16% in obese people (14). However,
NES also can be seen among non-obese persons.
The previous studies show that NES is related with
the patients with psychiatric disorders as life-time
mood and anxiety disorders, depression (12—-35%)
(15,16).

The co-existence of psychiatric comorbidities
with primary headache including migraine is well
known; however, the relationship between eating
disorders as NES and primary headache has not
been shown yet. Psychiatric disorders obesity,
primary headache and eating disorders share the
same clinical context. In this study, we aimed to
investigate the prevalence of the eating disorders
and the possible common pathophysiological
association in patients with primary headache.

Material and Method

Ethics committee approval approval was
obtained from the Ethics Committee of Bakirkdy
Research and Training Hospital for Neurologic and
Psychiatric Diseases on 07.02.2017, number: 641.
This study was conducted on 210 migraine (without
aura) and tension type headache (frequent episodic
tension type headache) patients who applied to
Bakirkoy Research and Training Hospital,
Department of Neurology. The participants were
recruited between 2017-2019. All participants were
between 18 and 74 years of age. Prior to diagnosis,
all cases were screened for complete blood count,
liver function tests, renal function tests,
electrolytes, sedimentation, CRP, thyroid function
tests, vitamin B12, folic acid, ferritin levels,
computerized brain tomography (CT) or brain
magnetic resonance imaging (MRI) and the causes
of secondary headache were excluded. According
to international headache diagnosis criteria, 95 of
210 diagnosed with migraine, 125 of 210 had
tension type headache. Written consent was
obtained to participate in all cases. The
characteristics of the headaches, resume and family
histories, information about the medications were
recorded. The patients have been suggested to keep
a headache diary that includes features such as
headache frequency, severity, duration, symptoms
associated with pain. The study was approved by
the Ethics Committee of Bakirkdy Research and
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Training Hospital for Neurologic and Psychiatric
Diseases.

Sociodemographic  question  form:  The
sociodemographic data include questions on age;
gender; socioeconomic status; marital status,
education, suicide attempt, alcohol-substance use,
and non-psychiatric disease history; and their body
weight. After the participants’ BMI was calculated
during the interview, the ones with BMI 25-29 were
classified as being overweight and the ones with
over 30 were classified as the obese group.

Night Eating Questionnaire (NEQ): NEQ is a
screening questionnaire that was developed to
diagnose NES. This questionnaire includes
questions about hunger, food craving patterns,
number of calories gained after dinner,
sleeplessness and awakening states, presence of
eating behavior at night, and mood. The current
version is created with 14 questions and the alpha
value of the total score has been found to be as .70.
Although, the Turkish validity and reliability study
of this has not been fulfilled, the Turkish
questionnaire form, which received good comment
by Atasoy, had been used for this study. The total
score ranges from 0-52. In original work for
scanning purposes a cut-off score of NES for
research is recommended as 25 point (17,18).

Beck Depression Inventory (BDI): Beck
depression inventory was used to determine the
severity of depression in the patients. The Beck
Depression Scale is a multiple-choice, 21-item,
measure of severity of depression. In addition to
emotional symptoms such as hopelessness and
guilt, physical symptoms such as fatigue and weight
loss are also examined at this scale. The Turkish
validity and reliability study of the Beck
Depression Scale was conducted by Hisli in 1989
and found suitable for use in Turkish society. The
total score ranges from 0 to 63. In the Turkish form
the cut off score was determined as 17 (19).

The Dutch Eating Behavior Questionnaire
(DEBQ): DEBQ contains 33 items to measure
emotional, external, and restrained eating
behaviors. Emotional eating was assessed by 13
items, whereas external and restrained eating
behaviors were assessed by 10 items. Items are
answered according to the Likert scale with a
scoring system identified as follows: 1 = never, 2 =
seldom, 3 = sometimes, 4 = often, and 5 = very
often, with the exception Item 21 'Do you find it
hard to resist eating delicious food?', which requires
reverse scoring (20,21).

All of the statistical analyses were performed by
SPSS 22.0. The normal distribution of data was
assessed  with  Kolmogorov-Smirnov  test.
Frequency levels of sociodemographic features
were reported via descriptive analyses. For
categorical comparisons, Chi-Square test was
applied and for comparisons of continuous
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variables t-test was conducted. Significance level of
p values set as .05 and .01 was also noted.

Results

This study included 210 patients diagnosed as
having migraine (n=95) or tension type headache
(TTH) (n=125). The mean age of the TTH
headache group (n=125) was 42.8411.15 years
(min-max:19-74), with 74.4% being female (n=93).
60% (n=75) were married, 51 of 125 patients were
housewife (40.8%) and 63 of 125 patients (50.4%)
had finished high school or attained education
beyond high school. 83 of 125 subjects had no
illness in their background, 1 had ulcerative colitis
disease, 31 had psychiatric disorder (panic attack,
mild/moderate or severe depressive disorders), 10
had other disorders (hypertension, diabetic,
hypercholesterolemia) in their history.

The mean age of migraine group (n=95) was
38.21748.16 years (min-max: 18-67). 68 of 95 were
female (71.5%), 60 of them were married (63%), 42
of 95 were housewife (44.2%), 48 of 95 had
finished high school or attained education beyond
high school. 56 of 95 had no illness in their
background, 3 had Hashimato thyroiditis, 21 had
psychiatric disorder (panic attack, depression,
obsessive compulsive disorder) 14 had diabetes
mellitus  or/and  hypercholesterolemia  or/and
hypertension also. Although there were more
women than men in all two groups each other, to
compare sociodemographic and clinical features of
the participants in migraine and TTH groups, no
results were found to reach statistical significance
by Chi-Square analysis and independent sample T
test. There was no suicide attempt in the history of
both groups. Thus, 8 people in migraine group and
12 people in tension headache group were social
alcohol drinkers. Substance use was not detected in
any groups.

When patients are evaluated in terms of eating
disorders, NES questionnaire total scores were
significantly higher in those with NES symptoms
than those without NES symptoms.  Results
revealed that 68 of 210 (32.3%) primary headache
patients had NES. According to adjusted p values
of cells with Bonferroni correction, the rate of NES
in the TTH group (n=125) was 13.4% (n=17). The
prevalence of NES was found to be 53.8 % (n=51)
in the patients with migraine. Thus, either the
frequency of the diagnosis of NES or NES
questioner score with the diagnosis of migraine
participants were demonstrated significantly higher
than TTH group (p=0.001) (Table 2). No
statistically significant difference was found
between a positive NES screening result and any of
the socioeconomic parameters (age, sex, marital
status, education, employment status etc.) and
behavioral disorders as smoking, alcohol drinking
(p>0.005).



Mugla Sitki Kogman Universitesi Tip Dergisi 2020;7(2):86-91

Medical Journal of Mugla Sitki Kocman University 2020;7(2):86-91

Orijinal Makale/Original Article
Goziibatik Celik et al.

87 of 210 primary headache patients were
detected as having obesity. 37 of 87 (42.5%) had
migraine and 50 of 87 had TTH also. However,
there was no significance between two groups,
obesity had been shown more frequent in TTH
group than in migraine group (p= 0.021). Besides,
the mean BMI was significantly higher in the
patients with NES than those without NES
(32.874+4.81 vs 27.37+4.59; p= 0.013) (Table 2).

To compare NES and obesity frequency values
of migraine and TTH groups, Chi-Square analysis

was conducted. According to the results of Chi-
Square analysis, obesity frequencies of TTH and
migraine groups were differed significantly, despite
12 TTH patients with NES (%9.6) and 23 migraine
patients with NES (24.2%) had above 30 BMI
Scores [X?(3) = 63.445, p=0.000]. (Table 1). In
migraine group, migraine with NES patients were
more obese than without NES also (p=0.001)
(Table 2).

Table 1. Sociodemographic and Clinical Features of the Participants

Migraine Headache

Tension Type Headache

Group Group -
Features (N=95) (N=125) p
N (%)/Mean (SD) N (%)/Mean (SD)
Age 38.21 (8.16) 42.08 (11.15) 213
Female 68 (71.5%) 93 (74.4%)
Gender Male 27 (28.5%) 32 (25.6%) 139
Married 602 (63%) 75a (60%)
Marital Status Single 354 (37%) 50p (40%) 143
Divorced/Widowed 0a Ob
>Primary School 302 (31.5%) 44 (35.2%)
) Secondary School 1042 (10.5%) 151 (12%)
Education High School 484 (50.5%) 63b (50.4%) 269
University 7a (7.36%) 32 (2.4%)
Employed 53a (55.7%) 715 (56.8%)
Housewife 42, (44.2% 51b (40.8%
Occupation o ‘) b ( ‘) .015
Unemployed Oa Oa
Retired 0a 3a (100%)
Previous Medical History Yes 37 (38.9%) 32 (25.6%)
(Except Psychiatric N 0 241
Disorders) No 37 (38.9%) 62 (49.6%)
Previ Psvchiatric Hist Yes 21, (22.2%) 31p (24.8%) 020
revious Psychiatric History No 744 (77.8%) 94y (75.29%) .

Note 1. Each subscript letter denotes a subset of headache/control categories whose column proportions do not differ significantly from each other
at the ,05 level. Note 2. p*: P values of comparisons; Independent Sample T tests for “Age” feature, Chi-Square Analysis with Bonferroni
correction for other features. Note 3. N: Number, SD: Standard Deviation, BDI*: Beck Depression Inventory with cutoff score of 17.

Table 2. The prevalence of Night Eating Syndrome and
Obesity in Primer Headache Patients

TENSION
MIGRAIN TYPE value
(n=95) HEADACHE P

(n=125)
NES (+) (n) 51 (53.8%) 17 (134%)  0.001*

Obesity (+) (n) 0 o
(BMI230) 37 (42.5%) 50 (57.4%)  0.021

NES (+) and

Obesity (+) 23 (24.2%) 12 (9.6%)  <0.001

(n) (BMI>30)

In all headache patients, the mean score of the
Beck Depression test was 23+12.4 (min-max:0-31).
According to the Beck depression scores, 21 of 210
had mild; 47 of 210 had moderate and 15 of 210
had severe depression scores. To compare between
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migraine and headache patients, there was no
significance between two groups additionally
(p=0.032). However, we already established that
there was a positive correlation either BMI&BDI
score or NES&BDI score (p<0.005). The patients
had not been detected any serious stress factors
likewise substance and alcohol addiction, we
couldn’t reach any conclusion about the effects of
stress factoring about these correlations.

On the other hand, when we evaluated the other
eating scale by DEBQ test between these groups,
results showed that the mean emotional eating score
of DEBQ was significantly higher in migraine
group compared to patients with TTH
[(p<0.01);28.4+3.1 vs 19.7+1.4]. However, the
mean external eating score was significantly higher
in TTH than migraine patient’s [(p=0.002);
30.14+2.9 vs 20.7+0.8].
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Discussion

In our study, the frequency and clinical
properties of NES were examined in patients who
had a diagnosis of primary headache. To the best of
our knowledge, this is the first study that
investigated the relationship and comorbidity
between primary headaches and NES syndrome -
other eating behavior disorders. NES had been
showed 32.3% in primary headache patients. Either
the frequency of the diagnosis of NES or NES
questioner score with the diagnosis of migraine
participants were demonstrated significantly higher
than TTH group (13.4% vs 53.8%) (p=0.001).
Thus, in the migraine group, emotional eating score
was higher, however external eating score was
higher rate in the TTH patients also. As there was
no published paper which searched the subgroup
eating scores of headache patients, we could not
compare these results with the literature.

The prevalence of NES is higher in weight-
related populations than in the general community
(22,29). Studies conducted to date have reported
that late night eating and delated sleep affect
nocturnal peaks of melatonin and leptin which
affect the circadian arrhythmicity of glucocorticoid
and serotonergic systems related with obesity. The
NES-symptoms could be lower with weight-
reduction interventions. In our study, we found that
patients with NES had higher BMI score than
patients without NES. Besides, obesity frequencies
of TTH and migraine groups were differed; results
significantly showed that TTH group had more
obese patients than migraine group (p<0.005).
However, migraine patients with NES had higher
BMI score than migraine without NES patients
(p<0.005). The same comparison for TTH
subgroups (TTH with or without NES) were similar
but no significant (p >0.005).

Studies conducted to date showed that NES was
related to stress factors and depressive mood (21-
26). In Kucukgoncu et al’s study it was revealed
that the frequency of NES was detected to be 15.7%
in the patients with major depression, generalized
anxiety disorder, panic disorder, and obsessive-
compulsive disorders (OCD), and NES was shown
to be significantly more common in patients with
depression likewise other studies (29).

The findings regarding the main objectives of
our research are in accordance with previous
population-based studies concerning the prevalence
of primary headache in depressive mood was
changed from 53%to 70% (27). Thus, the
prevalence of depression in migraine patients and
tension-type headache patients were 47% and
33.3% respectively (28). There are more studies
about the positive relationship co-occurrence
between migraine and depression and/or anxiety
disorders. It can be clarified by same biological
pathways, the serotonergic and dopaminergic
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systems or by shared genetic risk factors; the real
mechanism of this co-morbidity is not well
understood (30-33). It could be explained that these
disorders may have similar pathophysiology as
modular theory and convergent hypothesis of
headache (34,35) Then, the previous studies
showed that the presence of mood disorders is a
risk factor for transformation of migraine into a
chronic form additionally (36). In our results
showing similar characteristics to the studies; we
already established that there was a positive
correlation either BMI&BDI score or NES&BDI
score. (p<0.005).

The relationship between obesity and migraine
is related to several mechanisms, which are
classified into three groups as physiological,
psychological and behavioral. It has been
determined that the prevalence of obesity is
associated with migraine attack in many migraine
patients (37).

In conclusion, it is important to note that it was
the first study, where we investigated the
prevalence of night eating syndrome and other
eating behaviors in patients with primary headache
due to common clinical symptoms that revealed
that migraine patients had been diagnosed with
NES higher prevalence than the TTH which may be
cause or to be comorbidity the other symptoms like
obesity, psychological disease. In case of obesity or
psychiatric disease in primary headache patients,
especially migraine, the diagnosis of NES should be
questioned in patients. This finding- comorbidity
may be led to determine an effective and first
therapeutic choice for migraine therapy.

Ethics Committee Approval: The ethics
committee approval was obtained from the Ethics
Committee of Bakirkoy Research and Training
Hospital for Neurologic and Psychiatric Diseases
on 07.02.2017, number: 641.
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Gestasyonel Diyabetes Mellitus, ilk defa gebelikte baslayan veya
gebelikte tan1 konulan, farkli diizeylerde hiperglisemi ile seyreden
glukoz tolerans bozuklugudur. Kisspeptinler, RF-Amid yapida
KISS-1 geni tarafindan kodlanan bir néropeptid ailesidir.
Kisspeptinlerin gebelikte en fazla plasentadan salgilandig:
distiniilmektedir. Fizyolojik gorevi net olmamakla birlikte
biiyime  hormonuna  benzer davrandigi, trofoblastlarin
implantasyonu ve invazyonunu etkiledigi disiiniilmektedir.
Caligmamizda; Gestasyonel Diyabetes Mellitus olan ve olmayan
gebelerde plazma Kisspeptin-10 diizeyleri karsilagtirilmis ve
etyolojide kisspeptinlerin rolii ve Kisspeptin-10 diizeylerinin
perinatal sonuglara etkisi arastirilmistir. Caligmaya 25-41. gebelik
haftalar1 arasinda olan OGTT ile Gestasyonel diyabet tanist alan
31 ve saglikli 28 gebe kadin dahil edildi. Goniilliilerin plazma
kisspeptin diizeyleri arastirildi.  Verilerin istatistiksel analizi
SPSS 20.0 istatistik programu ile yapildi. Student’s t testi, Mann-
Whitney U testi ve Pearson Korrelasyon Analizi kullanildi.
p<0.05 istatistiksel olarak anlaml kabul edildi. Gestasyonel
Diyabeti olan hastalar ile kontrol grubundaki hastalar arasinda
BMPI’lart haricinde istatistiksel anlamli fark tesbit edilmedi.
Gestasyonel diyabeti olan gebe kadinlarda insiilin ihtiyac1 olanlar
ve olmayanlar, fetal distressi olanlar ve olmayanlar, yenidogan
yogun bakim ihtiyac1 olanlar ve olmayanlar arasinda kisspeptin
dizeyleri agisindan istatistiksel anlamli bir farklilik tespit
edilmemistir. Kisspeptin diizeyi ile olgularin yaglari arasinda
pozitif korrelasyon tesbit edildi (R= 0.259, p=0.048). Kisspeptin
diizeyi ile alinan kilo arasinda negatif korrelasyon tesbit edildi
(R=-0.278, p=0.033).  Gestasyonel Diyabetes  Mellitus
etyopatogenezinde kisspeptinin de diger hormonlar gibi rolii
olabilir. Kisspeptinin Gestasyonel Diyabetes Mellitus’ta tani,
tarama testi ve prognostik belirte¢ olarak kullanilabilmesi i¢in
daha genis ¢aligmalara ihtiya¢ oldugunu diisinmekteyiz.

Anahtar Kelimeler:
Kisspeptin-10, Perinatal

Diyabetes Mellitus, Etyoloji, Gebelik,

Abstract

Gestational Diabetes Mellitus is a glucose tolerance disorder that
first begins in pregnancy or is diagnosed during pregnancy and
progresses with different levels of hyperglycemia. Kisspeptins are
a family of neuropeptides in the RF-Amide structure encoded by
the KISS-1 gene. Kisspeptins are thought to be most secreted
from the placenta during pregnancy. Although its physiological
role is unclear, it is thought to behave similar to growth hormone
and affect the implantation and invasion of trophoblasts. In our
study; Plasma Kisspeptin-10 levels were compared in pregnant
women with and without Gestational Diabetes Mellitus, and the
role of kisspeptin in etiology and the effect of Kisspeptin-10
levels on perinatal outcomes were investigated. 31 pregnant
women who were diagnosed with gestational diabetes by OGTT
between 25 and 41 weeks of gestation and and 28 healthy
pregnant women were included in the study. Plasma Kkisspeptin
levels of volunteers were investigated. Statistical analysis of the
data was made with the SPSS 20.0 statistics program. Student's t
test, Mann-Whitney U test and Pearson Correlation Analysis were
used. p<0.05 was considered statistically significant. There was
no statistically significant difference between patients with
Gestational Diabetes and patients in the control group, except for
their BMI. In pregnant women with gestational diabetes, no
statistically significant difference was found in terms of
kisspeptin levels between those with and without insulin need,
those with and without fetal distress, and those with and without
neonatal intensive care need. A positive correlation was found
between the kisspeptin level and the ages of the patients (R=
0.259, p=0.048). A negative correlation was found between the
kisspeptin level and the weight gained (R= -0.278,
p=0.033).Kisspeptin may have a role in the etiopathogenesis of
Gestational Diabetes Mellitus like other hormones. We think that
larger studies are needed in order to use Kisspeptin as a diagnosis,
screening test and prognostic marker in Gestational Diabetes
Mellitus.

Keywords: Diabetes Mellitus, Etiology, Pregnancy, Kisspeptin-
10, Perinatal

Giris
GDM, ilk defa gebelikte baglayan veya
gebelikte  tan1  konulan, farkli  seviyelerde
hiperglisemi  ile seyreden glukoz tolerans
bozuklugudur (1).
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GDM prevalans: iilkelere, etnik kokene gore
degiskenlik gostermektedir. Buna tani kriterleri ve
esik olarak kabul edilen degerlerinin degiskenligi,
inceleme metodlarinda farkliliklar, popiilasyon
karakterleri (yas, BMI gibi faktorler) etkili
olmaktadir. GDM prevalans: giderek artmaktadir.
Prevalanstaki artisin baslica nedenleri; geng yas
grubunda artan obezite, sedanter yasam ve artmis

maternal yas olarak  gosterilmektedir  (2).
Ulkemizde GDM prevalanst %1.2-9.2 arasinda
saptanmustir (3).

GDM’un anne ve fetlis acisindan ciddi
komplikasyonlar1 mevcuttur. Amag bu
komplikasyonlarin gelismesini Onlemektir.

Preeklampsi, hidroamniozis, makrozomi, maternal
ve infant dogum travmasi, hipertansiyon, solunum
sikintist  ve metabolik  sorunlar  baslica
komplikasyonlardir (4).
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Tiim gebeler ilk prenatal vizitte GDM riski
acisindan sorgulanmalidir. Yiiksek riskli gebeler ilk
prenatal vizitte, diisiik riskli gebeler ise 24-28.
haftada GDM yo6niinden taranmalidir (5).

GDM cogunlukla dogum sonrasi kaybolur ve
kan sekeri normal simirlara iner. Bu hastalarda
postpartum diyabetin kalict olma ihtimali %5
civarindadir.

GDM’un fizyopatolojisinde gebelikte artan
bliyime hormonu, human plasental laktojen,
kortizol, progesteron ve prolaktin hormonlari
oncelikle sorumlu tutulmaktadir. Bu hormonlar
insiilin  direnci  olusturarak insiiline duyarli
hiicrelerin glukoz alimini bozarlar ve diyabetojenik
etki olustururlar. GDM’ta olusan insiilin direncinin

postreseptdr diizeyde oldugu disiiniilmektedir.
Fakat tim  gebelerde @~ GDM  olusmamasi
fizyopatolojide  farkli  mekanizmalarin  rol

oynadigimn diisiindiirmektedir.

Kisspeptinler, RF-Amid yapida KiSS-1 geni
tarafindan kodlanan bir noéropeptid ailesidir.
Kisspeptinlerin santral sinir sistemi, testis, overler,
pankreas, bagirsaklar, karaciger, kalp, akciger, kas,
bobrek ve plasentadan salgilandigi saptanmistir (6).
Pankreas adaciklarinda G protein kapli reseptor 54
(GPR54) ve kisspeptin  yiiksek  seviyede
saptanmustir. Kisspeptin ve GPR54’iin pankreasin
beta hiicreleri {izerine etkileri bulunmustur.
Ratlarda  yapilan  ¢aligmalarda  kisspeptinin
pankreasin beta hiicreleri lizerine direkt etki, alfa ve
delta hiicreleri {izerine parakrin etki gosterdigi
saptanmustir (7,8).

Calismamizda; GDM olan ve GDM olmayan
gebelerde  plazma  Kisspeptin-10  diizeyleri
karsilagtirilmig ve GDM etiyolojisinde
kisspeptinlerin roli ve Kisspeptin-10 diizeylerinin
perinatal  sonuglara etkisinin olup olmadig
arastirilmigtir.

Gere¢ ve Yontem

Bu caligma, Eylil 2015- Mart 2016 tarihleri
arasinda Mugla Sitki Kogman Universitesi Tip
Fakiiltesi (MSKU) Kadin Hastaliklar1 ve Dogum
Anabilim Dali’nda gergeklestirildi. Calisma igin,
MSKU Saghk Bilimleri Etik Kurulu’ndan onay
alind1 (No0:2015/60-57). Hastalar calisma
konusunda bilgilendirilip, yazili aydmlatilmis
onamlari alindi. Caligmaya rutin gebelik takibi i¢in
MSKU Kadin Hastaliklari ve Dogum Klinigine
bagvuran gebeler dahil edildi.

Calismaya 25-41. gebelik haftalar: arasinda olan
gebeler dahil edildi. Olgular iki gruba ayrild.

Calisma Grubu’na dahil edilen 31 gebe 24-28
gebelik haftalar1 arasinda oral glukoz tolerans testi
ile GDM tanist almistt. Kontrol Grubu’na ise
calismaya dahil olmay1 kabul eden 28 saglikli gebe
dahil edildi.

Yapilan incelemelerde pregestasyonel diyabet,
karaciger fonksiyon bozuklugu ve kronik bobrek
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hastalig1, gastro-intestinal cerrahi Oykiisii olanlar,
hematolojik hastalig1 olanlar, son ii¢ ayda herhangi
bir sebeple medikal tedavi alanlar, Cushing
Sendromu, 21 hidroksilaz eksikligi, konjenital
adrenal hiperplazisi gibi endokrin hastalig1 olanlar,
kronik inflamatuar hastalik (Sistemik lupus
eritematozus, romatoid artrit vb.), akut ya da kronik
enfeksiyonu olanlar, ultrasonda fetal biyometrisi
%10-90 persentil disinda olan gebeler caligmaya
dahil edilmedi. Gestasyonel Diyabeti olan ve
kontrol hastalarinin demografik o6zellikleri ve
gebeliklerinin perinatal sonuglart degerlendirildi.

Hasta ve saglikli goniilliilerinden 2 mL maternal
vendz kan Ornekleri alinarak, aprotinin (0.6
TIU/mL) iceren EDTA’ll tiiplere kondu. Plazma
eldesi icin tiipler, 1000 g’de 15 dakika santrifiij
edilerek plazma drnekleri ayrildi ve -70 C’de analiz
giiniine kadar saklandi. Kisspeptin diizeyleri ticari
“enzyme linked immunosorbent assay (ELISA) kiti
((KiSS-1 (112-121) Amide/Kisspeptin-10/Metastin
(45-54) Amide (Human) EIA KIT, Phoenix
Pharmaceuticals Inc., Katalog No:EK-048-56, Lot
No: 604601) ile Mugla Sitki Kogman Universitesi
Saglik Bilimleri Fakiiltesi Beslenme ve Diyetetik
Boliimii Arastirma laboratuvarinda 6l¢iildii. Tim
ornekler c¢ift calisildi. Bu prosediire gore kitin
antikor kapli mikroplaka kuyucuklarina; 50 pl
standart, pozitif kontrol ve numuneler (1:10
dilisyon) kondu ve iizerine sirasiyla 25 pl primer
antikor ve 25 pl biyotinli peptid eklenerek, orbital
karistiric1 lizerinde oda 1sisinda 2 saat inkiibe edildi.
Mikroplakanin tim kuyucuklari 4 kez yikama
soliisyonu ile yikandi. Tim kuyucuklara 100 pl
streptavidin-HRP eklendi ve 1 saat orbital karistirict
iizerinde inkiibe edildi. Inkiibasyon sonrasi
mikroplakanin tiim kuyucuklar1 4 kez yikama
soliisyonu ile yikandi ve kuyucuklara 100 pl TMB
eklendi ve karanlikta 1 saat orbital karistirict
iizerinde inkiibe edildi. Sonrasinda kuyucuklara 100
pl 2N HCl eklenerek reaksiyon sonlandirildi.
Numunelerin ~ optik  dansititesi ~ mikroplaka
okuyucuda 450 nm’de okundu. Numunelerin
konsantrasyonu standart egriye gore hesaplandi.
Sonuglar dilisyon orami ile c¢arpildiktan sonra
ng/mL olarak verildi. Bu kitin sirasiyla sensitivitesi
0.05 ng/mL, 6l¢tim aralig1 0-100 ng/mL; ¢alisma igi
CV’si <%]15; ¢alismalar aras1t CV’si <%10’dur.

Gestasyonel Diyabeti olan hastalar insiilin
ihtiyacinin olmasina, fetal distress gelismesine ve
yenidogan yogun bakim ihtiyacina gore alt gruplara
ayrildi. Bu alt gruplar Kisspeptin diizeyleri
acisindan degerlendirildi. Kisspeptin degerlerine
bagl faktorler (yas, gravida, parite, Eski ve mevcut
BMI, alinan kilo, gestasyonel yas, dogum kilosu)
korrelasyon acisindan analiz edildi.

Verilerin istatistiksel analizi SPSS 20.0 (SPSS
Inc., Chicago, IL, USA) istatistik program ile

yapildi.  Verilerin normal dagilim  gosterip
gOstermedigi Kolmogorov-Smirnov testi
kullanilarak  degerlendirildi. Normal dagilim
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gosteren veriler; ortalama + standart sapma, normal
dagilim gostermeyen veriler ise medyan (minimum-
maksimum) olarak ifade edildi. Kategorik
degiskenler frekans ve yilizde ile gosterildi ve
gruplar arasinda farklilik olup olmadig: ki-kare testi
ile incelendi. Normal dagilim gosteren verilerin
ikili karsilagtirmas1 Student’s t testi, normal dagilim
gostermeyen verilerin ikili karsilagtirmasinda ise
Mann-Whitney U testi ile yapildi. Korrelasyon
analizi olarak Pearson Korrelasyon Analizi
kullanild1. p<0.05 istatistiksel olarak anlamli kabul
edildi.

Bulgular
Calisma ve kontrol grubundaki kadmlarin
demografik ve klinik 6zellikleri Tablo 1’de

sunulmustur.  GDM olan hastalar ile kontrol
grubundaki hastalar arasinda mevcut BMI’lart
haricinde istatistiksel olarak anlamli fark tespit
edilmedi.

Gestasyonel  Diyabeti olan ve  kontrol
grubundaki hastalarin perinatal sonuglar1 Tablo

2’de degerlendirilmistir. Gestasyonel diyabeti olan
ve kontrol grubundaki hastalar dogum sekli
acisindan  degerlendirildiginde vajinal dogum,
primer C/S ve eski C/S oranlarinda istatistiksel
olarak anlamh bir farklilik tespit edilmemistir
(p=0.076). Gestasyonel diyabeti olan ve kontrol

grubundaki hastalar amniyon sivisi agisindan
degerlendirildiginde normal amniyon  sivisi,
oligohidramnios ve polihidramnios oranlarinda

istatistiksel olarak anlamli bir farklilik tespit
edilmemistir (p=0.876). Gestasyonel diyabeti olan
ve kontrol grubundaki hastalar  antenatal
komplikasyon  agisindan  degerlendirildiginde
gestasyonel diyabeti olan gruptaki hastalarda fetal
distres oranit kontrol grubuna gore istatistiksel
acidan anlamlh yiiksek tespit edildi (p=0.007).
Gestasyonel diyabeti olan ve kontrol grubundaki
hastalar arasinda erken dogum tehditi, preeklampsi,
prematur dogum, intrauterin gelisme geriligi ve
yenidogan yogun bakim ihtiyaci agisindan
istatistiksel olarak anlamli fark tespit edilmedi.

Tablo 1. Gestasyonel Diyabeti olan ve kontrol hastalarinin demografik 6zellikleri

- Gestasyonel Kontrol .

Karakteristikler Diyabet (n=32) (n=30) p degeri
Yas (yil) 28.6+5.4 26.7+6.1 0.145
Gravida (n) 2 (1-7) 2 (1-6) 0.881
Parite (n) 1(0-3) 1(0-4) 0.740
Gest Hafta 352+32 36.1 £3.7 0.072
Eski BMI 27.8+7.1 23.1+3.4 0.469
Mevcut BMI 31.5+74 27.1 +4.1 0.007*
Alman Kilo (g) 9.8+£6.6 10.6 £4.1 0.583
Dogum Kilosu (g) 3193.8 £409.2 3015.7 £625.7 0.230
Kisspeptin 1.83 +1.08 1.61 £1.20 0.469

Sonuglar medyan (minimum-maksimum) olarak gosterilen sonuglarin istatistiksel
analizi Student t testi ile, ortalama+ SD olarak verilen sonuglar ise Mann Whitney
U-test ile yapildi. *p< 0.05 istatistiksel olarak anlamli kabul edildi.

Calismaya dahil edilen gestasyonel diyabeti
olan gebe kadmlar insiilin ihtiyac1 olanlar ve
olmayanlar, fetal distressi olanlar ve olmayanlar,
yenidogan yogun bakim ihtiyact olanlar ve
olmayanlar olarak alt1 alt gruba ayrildi. Bu 6 alt
grubun insulin ihtiyaci, fetal distress ve yenidogan
yogun bakim ihtiyaci oranlart Tablo 3’te
sunulmustur. insiilin ihtiyac1 olanlar ve olmayanlar,
fetal distressi olanlar ve olmayanlar, yenidogan
yogun bakim ihtiyact olanlar ve olmayanlar
arasinda kisspeptin diizeyleri agisindan istatistiksel
anlamli bir farklilik tespit edilmemistir.

Pearson Korrelasyon analizi ile Kisspeptin
diizeyi yas, gravida, parite, eski BMI ve mevcut
BMI, gebelikte alinan kilo, gestasyonel yas,
yenidogan dogum kilosu arasindaki muhtemel
iliskiyi tespit etmek iizere yapildi ve sonuglar Tablo
4’te sunuldu. Kisspeptin diizeyi ile olgularin yaslar
arasinda pozitif korrelasyon tespit edildi (R= 0.259,
p=0.048).  Kisspeptin diizeyi ile alman kilo
arasinda negatif korrelasyon tespit edildi (R= -
0.278, p=0.033). Kisspeptin diizeyi ile gravida
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parite, eski BMI ve mevcut BMI, gestasyonel yas,
yenidogan dogum kilosu arasinda korrelasyon tespit
edilmedi.

Tablo 2. Gestasyonel Diyabeti olan ve kontrol
hastalarinin perinatal sonuglari

Gestasyonel Kontrol p
Diyabet n (%) degeri
n (%)

Dogum Sekli
Vajinal Dogum 4(12.9) 10 (35.7) 0.076
Primer C/S 16 (51.6) 8 (28.6) ’
Eski C/S 11 (35.5) 10 (35.7)

Amniyon Sivisi
Normal 25(80.6) 23(82.1)
Oligohidramnios 4(12.9) 4(14.3) 0.876
Polihidramnios 2 (6.5) 1(3.6)

Antenatal komplikasyon
Fetal Distress 18(62.1) 6(23.1) 0.007*
Erken dogum tehditi 11(37.9) 14(50.0) 0.429
Preeklampsi 2(7.4) 1(3.8) 1.000
Prematiir dogum 2(7.4) 5(19.2) 0.250
Intrauterin gelisme geriligi 3(10.7) 6(23.1) 0.286

YDYB ihtiyaci 12(38.7) 7(25.0) 0.282

Sonuglar n (yiizde) olarak verilmistir. Verilerin istatistiksel analizi i¢in
Chi-square (X?) kullanildi. *p< 0.05 istatistiksel olarak anlamli kabul

edildi. C/S:Sezaryen, YDYBI: Yenidogan Yogun Bakim Thtiyaci
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Tablo 3. Gestasyonel Diyabetli grupta insiilin ihtiyaci olmasi, fetal distress geligmesine ve yenidogan yogun
bakim ihtiyacina gore olusturulan alt gruplardaki Kisspeptin diizeyi

Gestasyonel Diyabet

P T p : p Yenidogan Yogun Bakim p
Insiilin Ihtiyac degeri Fetal Distress degeri intiyac1 (YDYBI) degeri
insiilin (+)  Insiilin (-) Dist':rit;' @ Disff;;' 0 YDYBi(+) YDYBI ()
Kisspeptin n=9 n=22 0.274 n=17 n=14 0.349 n=12 n=19 0.604
2.140.84 1.741.2 2.00+1.01 16+12 196+089  1.74+121

Sonuglari mean+ standart deviasyon olarak gosterilen verilerin istatistiksel analizi Student T testi ile yapildi. *p< 0.05 istatistiksel olarak

anlaml kabul edildi.

Tablo 4. Kisspeptin degerlerine bagli faktorlerin
korrelasyon analizi

Kisspeptin

Faktorler R P degeri
Yas (yil) 0.259 0.048*
Gravida (n) 0.071 0.595
Parite (n) -0.098 0.458
Eski BMI -0.016 0.904
Mevcut BMI -0.016 0.904
Alman Kilo (g) -0.278 0.033*
Gestasyonel yas (hafta) -0.073 0.580
Dogum Kilosu (g) -0.048 0.733

*p< 0.05 istatistiksel olarak anlaml kabul edildi.

Tartisma

GDM, ilk kez gebelikte baslayan veya tani
konulan, hiperglisemi ile seyreden glukoz tolerans
bozuklugudur. Maternal ve fetal komplikasyonlara
yol agmasi nedeni ile tanist 6nemlidir. Amag bu
komplikasyonlarin gelismesini onlemektir.
Kisspeptinler olarak adlandirilan proteinler, KiSS-1
geni tarafindan kodlamir. Hipotalamo-hipofizer-
gonadal aksi ve endokrin sistemi etkiledigi
distiniilmektedir.  Calismalarla  kisspeptin ~ ve
GPR54’lin pankreas beta hiicrelerine etkili oldugu
saptanmistir.  Kisspeptinin ~ pankreasin  beta
hiicrelerine direkt, alfa ve delta hiicrelerine parakrin
etkili oldugu ratlarda yapilan ¢aligmalarda tespit
edilmistir. Ratlarda kisspeptin-10" un doza bagimli
olarak insiillin seviyesinde artisa yol agtig1
kisspeptin-13’iin ise insiilin seviyesini azalttigi,
ancak bazal insiilin seviyesini degistirmedigi tespit
edilmistir (9). Gebelikte kisspeptinlerin biiytik
¢ogunlugunun plasentadan salindig1
distiniilmektedir (10). Kisspeptin diizeylerinin
gebelikte gestasyonel yasa paralel arttig1 ve dogum
sonrast S.giinde plazma kisspeptin degerlerinin
normale dondiigii gosterilmistir (11).

Calismamizda; GDM olan ve olmayan
gebelerde  plazma  Kisspeptin-10  diizeyleri
karsilagtirtlmig ve GDM etiyolojisinde

kisspeptinlerin rolii olup olmadig1 ve Kisspeptin-10
diizeylerinin perinatal sonuglara etkisinin olup
olmadig arastirilmustir.

GDM insidanst ile ilgili = caligmalarda
prevalansin anne yasi ile paralel arttig1 bulunmus ve
25 yas riske gore taramada sinir deger olarak
almmustir. Birgok caligmada 25 yas altinda GDM
prevalansi, 25 yas iistiindekilere gore anlamli diisiik
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saptanmistir  (12,13). Aydin ve arkadaslarinin
calismasinda GDM 25 yas altinda %0.54, 25-29 yas
aras1 %1.47, 30-35 yas aras1 %3.45 ve 35 yas Ustii
%10.7  olarak  saptanmistir  (14).  Bizim
calismamizda hasta ve kontrol  grubunun
sosyodemografik ozellikleri benzer tespit edildi.
Ancak diger ¢aligmalardaki gibi hasta grubun yas
ortalamasi kontrol grubuna gore istatiksel olarak
anlaml yiiksek saptanmadi.

Atli ve arkadaglariin ¢alismasinda GDM olan
grup ile kontrol grup karsilagtirildiginda calisma

grubunda gravida ve parite anlamli yiiksek
saptanmistir  (15). Alanbay ve arkadaglarinin
calismasinda GDM’lu grupla kontrol grubu

arasinda gravida ve parite agisindan anlamli fark
saptanmamustir (16). Bizim ¢aligmamizda da GDM
olan grup ile kontrol grubu arasinda gravida ve
parite sayilart agisindan anlamli istatiksel fark
saptanmadi.

Morisset ve arkadaglarinin  ¢alismasinda
gebelikten dnceki BMI yiiksekligi GDM igin risk
faktorii olarak tespit edilmistir (17). Riskin-
Mashiah ve arkadaslarinin ¢aligmasinda gebelikten
onceki BMI ile maternal hipergliseminin anlaml
iligkisi tespit edilmistir (18). Bu ¢aligmalarda GDM
oran1 normal BMI olan gebelerde %2.3 iken, obez
gebelerde %10.7 olarak bulunmustur (18). Bizim
calismamizin sonucunda ise GDM’ lu grup ile
kontrol grubu karsilagtirildiginda gebelikten 6nceki
BMI oranlart agisindan istatiksel olarak anlamli bir
fark saptanmamuistir.

Gebelik esnasinda normalden fazla kilo alan
kadinlarda, normal sinirlarda kilo alan gebelere
gore GDM gelisme riski 3 kat daha fazla
saptanmistir  (19). Alanbay ve arkadaslarinin
caligmasinda GDM’lu grupla kontrol grubu
arasinda kilo almm agisindan anlamli fark
saptanmamustir (16). Bizim ¢alismamizda da hasta
grup ile kontrol grubu ile karsilastirildiginda kilo
alimlar1 agisindan istatiksel olarak anlamli bir fark
tespit edilmemistir.  Bunun nedeninin, diyabet
tanist konulan gebelere daha sik antenatal takip
yapilmasi, diyetisyen ile kontrollii diyet egitimi

verilmesi ve gerekli hallerde endokrinoloji
tarafindan tedavi uygulamasi oldugunu
diisinmekteyiz.

Birgok calismada GDM ile makrozomi iligkili
saptanmustir (20,21). Bebegin dogum agirlhiginin
maternal hiperglisemiden fazla maternal kilo artisi
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ile iliskili oldugu da one siiriilmiistir (22,23).
Ehrenberg ve arkadaslarimin yaptigi ¢aligmada
GDM’lu gebelerde maternal glisemi degeri,
gebelikten 6nceki BMI degeri ve dogum agirhiginin
bagimsiz faktdrler oldugu bulunmustur (24).
Alanbay ve arkadaglarmin calismasinda GDM’lu
grupla kontrol grubu arasinda yenidogan dogum
agirhigr acisindan anlaml fark saptanmamistir (16).
Bizim ¢aligmamizda da hasta grup ile kontrol grubu
karsilastinldiginda gebelik oncesi BMI, gebelikte
alman kilo ve yenidogan dogum agirligi arasinda
istatiksel olarak anlamli bir fark tespit edilmemistir.
Alanbay ve arkadaslarinin g¢aligmasinda GDM’lu
grupla kontrol grubu arasinda test esnasinda mevcut
BMI agisindan anlamli fark saptanmamistir (16).
Bizim ¢alismamizda ise GDM’ lu grupta kontrol
gruba gore mevcut BMI degerleri istatiksel olarak
anlaml yiliksek saptandi.

Diyabetik gebelerde sezaryen ile dogum orani
daha yiiksek saptanmigtir. Gorgal ve arkadaglari
elektif olmayan sezaryen oranlarimi normal
gebelerde %13.5 ve GDM’lu gebelerde %19.5
olarak tespit etmislerdir (25). Bizim ¢aligmamizda
hasta grup ile kontrol grubu karsilastirildiginda
dogum sekli agisindan vajinal dogum, primer
sezaryen ve eski sezaryen oranlarinda istatistiksel
olarak anlamli bir farklilik tespit edilmemistir.
Bunun nedeninin diyabet tanili gebelerimizde yakin
takip yapilmasi nedeni ile makrozomi, intrauterin
geligim geriligi, polihidramnios gibi
komplikasyonlarin daha az olusmasma bagh
olabilecegini, ayn1 zamanda eski sezaryenlere bagl

kontrol grubunda sezaryen oranmin yiiksek
oldugunu diistinmekteyiz.
GDM’Iu gebelerde polihidroamniosun

plasentada artmis metabolik faaliyetler, fetusun kan
glukoz diizeyinde artma ve buna bagl fetal
glukoziiri/poliliri nedeni ile olustugu tahmin
edilmektedir.  Polihidramnios komplikasyonlara
neden olmast agisindan Onemlidir. Kontrolsiiz
diyabeti olan hastalarda polihidramnios 9%6-31
oraninda artmig olarak saptanmistir. Sahan ve
arkadaslarinin ¢aligmasinda amniyotik sivi indeksi
GDM’lu gebelerle, diyabetik olmayan gebeler
arasinda  benzer bulunmustur (26). Bizim
caligmamizda da hasta grup ile kontrol grubu
karsilastirildiginda amniyon stvisi agisindan normal
amniyon sivisi, oligohidramnios ve polihidramnios
oranlarinda istatistiksel olarak anlamli bir farklilik
saptanmamuistir.

Polihidramniosa bagli diyabetik gebelerde erken
dogum riski, plasenta dekolmani, prezentasyon
anomalileri gibi komplikasyonlarin artmasi nedeni
ile spontan ve indiiklenmis prematur dogumlar
artmistir. Buna baglh fetal distress oram1 da
diyabetik anne bebeklerinde daha yiiksektir.
Brudenell ve arkadaslarinin ¢aligmasinda diyabetle
komplike gebeliklerde fetal distress oran1 %21-33
daha  yiiksek saptanmuglardir  (27). Bizim
calisgmamizda GDM’lu grup ile kontrol grubu
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karsilagtirildiginda GDM’lu  olan grupta fetal
distress orant kontrol grubuna gore istatistiksel
olarak anlamli yiiksek tespit edilmistir.

GDM’lu gebelerde spontan ve indiklenmis
prematiir dogumlar daha fazladir (28). Saymn ve
arkadaslarinin caligmasinda Gestasyonel Diyabetli
gebelerde kontrol grubuna goére preterm eylem ve
dogum, erken memran riiptiirii anlamli yiiksek
saptanmistir (29). Bizim c¢alismamizda GDM’lu
grup ile kontrol grubu karsilastirildiginda erken
dogum tehdidi ve prematir dogum agisindan
istatistiksel olarak anlaml fark tespit edilmemistir.

GDM’lu gebelerde preeklampsi ve buna bagl
intrauterin ~ gelisim  geriligi  riskinin  arttig1
diigiiniilmektedir. Montoro ve arkadaslart GDM’lu
gebelerde preeklampsi oranint %19.2 bulmuslardir

(30). Gebelikte olusan insiilin direncinin de
preeklampsi riskini artirdigi  diistiniilmektedir.
Yogev ve Parretti'nin ¢alismalarinda GDM

gelismeyen fakat insiilin direnci olan hastalarda bile
risk artmis olarak saptanmistir (31,32). Bizim
calismamizda Gestasyonel Diyabetli grup ile
kontrol grubu Karsilastirildiginda  preeklampsi
acisindan istatistiksel olarak anlamli fark tespit
edilmemistir.

Gestasyonel yasina gore 10 percentil altinda
dogum agirhigina sahip bebekler diisik dogum
agirlikli (SGA) olarak bilinir. SGA diyabetik
olmayan anne bebeklerinde %210, diyabetle
komplike anne  bebeklerinde %20 olarak
saptanmistir (33). Bizim c¢aligmamizda GDM’lu
grup ile kontrol grubu Kkarsilastirildiginda
intrauterin gelisim geriligi agisindan istatistiksel
olarak anlamli fark tespit edilmemistir.

Makrozomiye bagl artmis dogum travmalari,
polihidramnios,  preeklampsi, spontan  veya
indiiklenmis erken dogumlar, erken membran
riptlirli,  prezentasyon  anomalileri,  kordon
prolapsusu gibi komplikasyonlar nedeni ile
diyabetik annelerin bebeklerinde yenidogan yogun
bakim ihtiyacit artmistir. Brudenell ve arkadaslar
calismalarinda  diyabet ile komplike olmus
gebeliklerde fetal distress orammi %21-33 ve
perinatal mortalite oranin1 %5 olarak bulmuslardir
(27). Bizim c¢aligmamizda Gestasyonel Diyabetli
grup ile kontrol grubu karsilastirildiginda fetal
distress agisindan anlamli olsa da, yenidogan yogun
bakim ihtiyaci agisindan istatiksel olarak anlamli
fark saptanmadi.

Calismaya dahil edilen Gestasyonel Diyabeti
olan gebeler insiilin ihtiyac1 olanlar ve olmayanlar,
fetal distressi olanlar ve olmayanlar, yenidogan
yogun bakim ihtiyact olanlar ve olmayanlar olarak
6 alt gruba ayrildi. Gruplar arasinda kisspeptin
diizeylerine gore anlamli bir iliskisi olup olmadigi
arastirildi. Insiilin ihtiyaci olanlar ve olmayanlar,
fetal distressi olanlar ve olmayanlar, yenidogan
yogun bakim ihtiyac1 olanlar ve olmayanlar
arasinda kisspeptin diizeyleri agisindan istatistiksel
olarak anlamli bir farklilik saptanmadi.
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Kisspeptin diizeyinin yas, gravida, parite, eski 8.
BMI ve mevcut BMI, gebelikte alinan Kkilo,
gestasyonel yas, yenidogan dogum kilosu ile 9.

arasindaki iligki olup olmadigr arastirildi
Kisspeptin diizeyi ile gravida, parite, eski BMI ve
mevcut BMI, gestasyonel yas, yenidogan dogum
kilosu arasinda korrelasyon tespit edilmedi.
Kisspeptin  diizeyi ile yas arasinda pozitif
korrelasyon tespit edildi. Maternal yasin artmasi ile
kisspeptin diizeyinde artis saptandi. Calismamizda
literatlirden farkli olarak maternal yasin artmasi ile
GDM oranmin artmamasinin, artan Kkisspeptin

diizeyi ile iligkili olabilecegini diisiinmekteyiz. 12,

Kisspeptin diizeyi ile alman kilo arasinda ise
negatif korrelasyon tespit edildi. Gebelikte kilo 13
alimi fazla olanlarda kisspeptin diizeyi diisiik
saptandi. Kisspeptin diizeyinin diisiik
saptanmasinin bu gebelerde GDM prevalansinin
artmasi ile iligkili olabilecegini diisiinmekteyiz.
Sonu¢ olarak; GDM  etiyopatogenezinde
kisspeptinin de diger hormonlar gibi rolii olabilir.
Kisspeptinin GDM’ta tani, tarama testi ve
prognostik belirteg olarak kullanilabilmesi i¢in daha

bliyilk hasta gruplarinda yapilacak ¢aligmalara 16.

ihtiya¢ oldugunu diisiinmekteyiz.
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The Effect of Different Energy Devices on Postoperative
Complications in Laparoscopic Sleeve Gastrectomy

Laparoskopik Sleeve Gastrektomide Farkli Enerji Cihazlarinin
Postoperatif Komplikasyonlara Etkisi

Giil BORA MAKAL

Yiiksek Ihtisas University Faculty of Medicine Department of General Surgery, Ankara

Abstract

The aim of this study is to compare the perioperative results and
complication rates of LigaSure ™ and Harmonic® scalpel in
patients undergoing laparoscopic sleeve gastrectomy (LSG). 152
morbidly obese patients who underwent LSG between March
2015 and April 2020 were included in the study. Intraoperative
and postoperative 30-day complications were compared
according to the type of energy device used. Comparisons were
performed using Pearson's y2 or Fisher’s exact test for categorical
variables. Continuous data between two independent groups were
analyzed using the Mann Whitney U test (nonparametric).
Logistic regression analysis was performed to identify risk factors
of postoperative complications. A p value less than 0.05 was
considered statistically significant. A total of 136 patients were
analyzed retrospectively. Statistical analysis did not differ
between the two groups in intraoperative and postoperative
complication rates (p=786 and p=0.966, respectively). Although
the operation time was shorter in Ligasure ™, there was no
statistically significant difference (p=0.412). The determining
factor in the development of postoperative complications was
only body mass index (BMI) (OR = 1.08, p = 0.026). LigaSure ™
and Harmonic® have no effect on the development of
postoperative complications in LSG. The choice of device
depends on the surgeon's personal skill and preference.

Anahtar Kelimeler: Energy Device, Harmonic®, Laparoscopic
Sleeve Gastrectomy, Ligasure ™, Postoperative Complication

Oz

Bu ¢aligmanin amaci, laparoskopik sleeve gastrektomi (LSG)
uygulanan hastalarda LigaSure ™ ve Harmonic® el aletinin
perioperatif ~ sonuglarmi  ve  komplikasyon  oranlarini
karsilastirmaktir. Mart 2015 ile Nisan 2020 arasinda LSG
uygulanan 152 morbid obez hasta calismaya dahil edildi.
Intraoperatif ve postoperatif 30 giinlik komplikasyonlar
kullanilan enerji cihaz1 tipine gore karsilastirildi. Kategorik
degiskenleri kargilagtirmak i¢in Pearson's 2 ve Fisher’s exact test
kullanildi. Siirekli verisi olan iki bagimsiz grubu karsilastirmak
Mann-Whitney U testi (nonparametrik) kullanildi. Postoperatif
komplikasyonlarin risk faktorlerini belirlemek igin Lojistik
regresyon analizi yapildi. 0.05 ten kiigiik p degeri istatistiksel
olarak anlaml kabul edildi. Totalde 136 hasta retrospektif olarak
incelendi. Istatistiksel analiz iki grup arasinda intraoperatif ve
postoperatif komplikasyon oranlarinda farklilk gostermedi
(sirastyla, p=786 ve p=0.966). Ligasure ™ 'de operasyon siiresi
daha kisa olmasina ragmen, istatistiksel olarak anlamli bir fark
yoktu (p=0.412). Postoperatif komplikasyonlarin gelismesinde
belirleyici faktor sadece viicut kitle indeksi (VKI) saptandi (OR =
1.08, p = 0.026). LigaSure ™ ve Harmonic®'in LSG'de
postoperatif komplikasyonlarin gelisimi tizerinde higbir etkisi
yoktur. Cihaz se¢imi cerrahin kisisel becerisine ve tercihine
bagldir.

Keywords: Enerji Cihazi, Harmonic®, Laparoskopik Sleeve
Gastrektomi, Ligasure ™, Postoperatif Komplikasyon

Introduction

In recent years, obesity and related metabolic
conditions have increased globally, and therefore
the popularity of bariatric surgery has increased (1).
Indeed, there are two types of surgical procedure in
bariatric surgery: restrictive and malabsorptive.
LSG is a restrictive, most preferred bariatric
surgery due to it being more physiological and
shorter learning curve, having similar results with
gastric bypass in the weight loss and improvement
in the comorbidities (2-5). Nevertheless, we know
that some complications may appear in the
perioperative period like any operation (2).
Developing technology is for reducing these
complications and increasing the success rate.
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Basically, two types of energy devices are used
in  bariatric surgery: Electrothermal bipolar-
activated devices (LigaSure™) or ultrasonic
systems (Harmonic® scalpel). Both were improved
for the purpose of rapid dissection and bleeding
control and served to the utilization of surgeons.
LigaSure™ (Valleylab, Boulder, CO, USA)
denatures collagen and elastin of vessels and seals
the vessels up to 7 mm using electrothermal energy.
Harmonic Ace® (Ethicon Endo-Surgery, Inc.) uses
ultrasonic vibration for coagulation and cutting the
vessels. It produces minimal thermal injury (6).

The aim of this study is to compare the
perioperative results and complication rates of
LigaSure™ and Harmonic® scalpel in patients
undergoing LSG.

Materials and Methods

152 morbidly obese patients undergoing LSG
between March 2015 and April 2020 were included
in the study. Sixteen patients with an ASA score of
4 and above, incomplete information, and revision
surgery were excluded and remaining 136 patients
were analyzed retrospectively. This study was
approved by Yiiksek Ihtisas University Faculty of
Medicine Ethics Committee (code
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number:2020/05/04). Informed consent forms were
obtained from each individual participating in the
study. Patients were divided into two groups
according to the energy device used. All
demographic, histological, clinical, biochemical,
and operative data were recorded from patient files.
Intraoperative and postoperative 30-day
complications were compared.

Preoperative period; patients were evaluated
with upper gastrointestinal system endoscopy
preoperatively. Low molecular weighted heparin
(LMWH) was given a night before at 22:00
according to BMI (BMI<50 kg/m2 40 mg
enoxaparin, BMI>50 kg/m2 60mg) for prophylaxis
of thrombosis.

Surgical procedure; all operations were
performed by GBM (same surgeon). The dissection
of greater curvature was carried out from 2 cm
away from the pylorus and terminated on the angle
of His by using Ligasure™ and Harmonic®.
Following the preparation of the greater curvature,
a gastric sleeve was tailored using a 60mm linear
stapler (Tri-staple™; Medtronic©, Minneapolis,
MN, USA) and a 36 French bougie. Staple line was
reinforced with oversewing (2.0 V-Loc™ suture,
Medtronic©, Minneapolis, MN, USA) in both
groups. A methylene blue test with 50 mL of saline
solution was routinely performed to evaluate
possible leaks. The stomach was extracted, and the
drainage tube was positioned. Nasogastric tube was
not inserted into the stomach after the operation.

Postoperative period; a possible leak was tested
with upper gastrointestinal contrast studies. Oral
intake was commenced with water. Patients were
discharged on postoperative 4th day if no problems
were observed.

Statistical analysis was performed with the
Statistical Package for Social Sciences (Version
20.0 for Windows; SPSS Inc, Chicago, Ill, USA).
The variables were investigated using visual
(histograms, probability plots) and analytical
methods (Kolmogorov-Smirnov test) to determine
whether they are normally distributed. Categorical
variables are presented as percentages or medians
with ranges. Continuous variables are presented as
mean and standard deviation (SD). Comparisons
were performed using Pearson's 2 or Fisher’s exact
test for categorical variables. Continuous data
between two independent groups were analyzed
using the Mann Whitney U test (nonparametric).
Logistic regression analysis was performed to
identify risk factors of postoperative complications.
A p value less than 0.05 was considered statistically
significant.

Results
A total of 136 patients with a median age of 38

(range, 16-69) years were included in the analysis.
Demographic and clinical characteristics of the
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patients are summarized in Table 1. 32 of them
(23.5%) were men and 104 (76.5%) were women;
82 of them (60.2%) were operated using
Ligasure™, and the other 54 (39.7%) were operated
using  Harmonic®. The most common
complications in  the intraoperative  and
postoperative period were omental injury and
bleeding, respectively (Table 2).

Table 1. Characteristics of study population

Ligasure™  Harmonic® P value
(n=82) (n=54)
_Age 38 39 0285
(median) (years) (16-69) (16-62)
Sex
EM) () 64/18 40/14 0.498
BMI 40 41 0.017*
(median) (kg/m?) (30-60) (32-59) '
Length to stay )
(median) (days) 3(3-9) 3 0.604
Operation time
: . 35 47
(median) (minute) (25-40) (40-55) 0.412
Comorbidities
DM (n) 9 6 0.989
HT (n) 12 8 0.898
HL (n) 34 22 0.899
COPD (n) 3 1 0.193
Hepat(z;t)eatosw 8 24 0.000%
Intrac_)per_atlve 5 3 0786
complication (n)
Postoperative 8 5 0.966

complication (n)

BMI: Body mass index, DM: Diabetes mellitus, HT: Hypertension, HL:
Hyperlipidemia, COPD: Chronic obstructive pulmonary disease *: P
value is statistically significant; Mann Whitney U test, Pearson's y2 test,
Fisher’s exact test

Statistical analysis showed no differences in
terms of age, sex, length of stay, comorbidities
(diabetes and hypertension, etc), and intraoperative
and postoperative complications rates between the
two groups (Table 1). Only the rate of
hepatosteatosis was significantly higher in patients
operated with Harmonic® (Pearson's %2 test,
p=0.000). A significant difference was only found
in BMI (Mann Whitney U test, p=0.017). In logistic
regression analysis, the determinant factor was only
BMI on the development of postoperative
complication (OR=1.08, p=0.026). Intraoperative
bleeding caused by splenic or hepatic injury or
stapling the stomach was observed in 8 patients.
None of them required converting to open surgery.
Intraoperative and postoperative complications are
summarized for each group in Table 2. There was
no significant evidence that there is difference
between the groups in terms of complication rates
(Fisher’s exact test). Although operation time was
shorter in Ligasure™, there was no statistically
significant difference (Mann Whitney U test,
p=0.412) between the two groups.
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Table 2. Intraoperative and perioperative
complications of the patients
Ligasue™ Harmonic® P
value*
Intraoperative
complications (n)
Omental injury 3 1 0.678
Splenic injury 2 1 0.454
Hepatic injury 1 1 0.523
Bleeding from 2 2 0.478
trocar hole
Postoperative
complications (n)
Bleeding 5 0.555
Splenic 2 1 0.578
infarct/abscess
Intraabdominal 0 1 0.249
abscess
Staple line leak 0 1 0.249
Pulmonary 3 0.600
complications
Elevated liver 3 1 0.989
transaminases
Reoperation 3 0.600
Others 3 1 0.989

*: Fisher’s exact test
Discussion

Complications seen in laparoscopic sleeve
gastrectomy depend on many factors such as the
surgeon's experience, the particularity of the patient
(comorbidities, drug usage, genetic background),
technical infrastructure and the quality of the
material used in the operation. All the
developments in surgical experience are to reduce
the complication rates. In addition to traditional
surgical complications in LSG, the most feared
complications are bleeding and leakage. In our
study bleeding and omental injury are the most
common complications observed.

Nowadays, bleeding is controlled with energy
devices, electrocautery, clips, vascular staplers, and
intracorporeal sutures. Electrocautery is an easy-to-
use, but reliability is low due to unsatisfactory
hemostasis. Also, it generates high heat in the
surrounding tissue and may cause thermal injury
especially on bowel wall. (7). Ligasure™ and
Harmonic® are the most used energy devices in
laparoscopic surgeries. In literature, many studies
compared the effectiveness of Ligasure™ and
Harmonic® in many different open surgical
procedures (8, 9). In a study performed in colorectal
surgeries, there was no difference between the
duration of surgery in both devices, but bleeding
was less in LigaSure ™ (6). In another study, two
devices were compared in  laparoscopic
appendectomy and no significant difference in
terms of complications were found (10). In a study
conducted on patients undergoing laparoscopic
colorectal surgery by Rimonda et al., no significant
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differences were observed between the two devices
in terms of operation time and postoperative
morbidity (11). In thyroid surgery, both devices are
deemed to be safe, but LigaSure ™ produces less
heat than Harmonic® (12). These devices were
compared in just a few studies for the postoperative
outcomes after LSG. All of them emphasized that
they are safe for LSG (13, 14). In our study we
found similar results.

Although the vessel sealings of these devices
were different at the beginning, there is no
significant difference between the two devices now
(7mm in LigaSure ™ and 6mm in Harmonic®) (15,
16). Kirmiz1 et al. focused on the number of the
dessuflations due to smoking and found that it was
less in Harmonic®) (7). In our study, we could not
measure the retrospectivity, but it may be related
with excessive dissection.

To the best of our knowledge, this study
involves the second largest series of patients
undergoing LSG in which the differences between
Harmonic® and LigaSure™ use were analyzed.

In conclusion, LigaSure™ and Harmonic® have
no effect on the development of postoperative
complications in LSG. We suggest that LigaSure™
and Harmonic® can be both used safely in bariatric
surgery. The rate of complication depends on the
surgeon's experience, not on the device. Device
selection depends on the surgeon's personal skill
and preference.

Ethics Committee Approval: Yiiksek Ihtisas
University Faculty of Medicine Ethics Committee
Permission was obtained with the letter
dated:2020/05/04.

Kaynaklar

1. Chung AY, Thompson R, Overby DW, et al. Sleeve
Gastrectomy: Surgical Tips. J Laparoendosc Adv Surg Tech
A. 2018;28(8):930-7.

2. Felsenreich DM, Bichler C, Langer FB, et al. Sleeve
Gastrectomy: ~ Surgical ~ Technique, Outcomes, and
Complications. Surg Technol Int. 2020;36:63-9.

3. Felberbauer FX, Langer F, Shakeri-Manesch S, et al.
Laparoscopic sleeve gastrectomy as an isolated bariatric
procedure: Intermediate term results from a large series in
three Austrian centers. Obes Surg. 2008;18:814-8.

4. Baltasar A, Serra C, Pe’rez N, et al. Laparoscopic sleeve
gastrectomy: A multi-purpose bariatric operation. Obes
Surg. 2005;15:1124-8.

5. Ali M, Chaar ME, Ghiassi S, et al. American Society for
Metabolic and Bariatric Surgery updated position statement
on sleeve gastrectomy as a bariatric procedure. Surg Obes
Relat Dis. 2017;13:1652-7.

6. Campagnacci R, de Sanctis A, Baldarelli M, et al.
Electrothermal bipolar vessel sealing device vs. ultrasonic
coagulating shears in laparoscopic colectomies: a
comparative study. Surg Endosc. 2007;21(9):1526-31.

7. Kirmizi S, Kayaalp C, Karagul S, et al. Comparison of
Harmonic scalpel and Ligasure devices in laparoscopic
Rouxen- Y gastric bypass. Wideochir Inne Tech
Maloinwazyjne. 2017;1:28-31.

8. Kendirci M, Sahiner IT, Sahiner Y, et al. Comparison of
effects of vessel-sealing devices and conventional



Mugla Sitki Kogman Universitesi Tip Dergisi 2020;7(2):99-102
Medical Journal of Mugla Sitki Kocman University 2020;7(2):99-102

10.

11

12.

Orijinal Makale/Original Article
Bora Makal G.

hemorrhoidectomy on postoperative pain and quality of life.
Med Sci Monit. 2018;24:2173-9.

Talha A, Bessa S, Wahab MA. Ligasure, harmonic scalpel
Versus conventional diathermy in excisional
hemorrhoidectomy: a randomized controlled trial. ANZ J
Surg. 2017;87(4):252-6.

Yavuz A, Bulus H, Tas A, et al. Evaluation of stump
pressure in three types of appendectomy: harmonic scalpel,
LigaSure, and conventional technique. J Laparoendosc Adv
Surg Tech A. 2016;26(12):950-3.

Rimonda R, Arezzo A, Garrone C, et al. Electrothermal
bipolar vessel sealing system vs. harmonic scalpel in
colorectal laparoscopic surgery: a prospective, randomized
study. Dis Colon Rectum. 2009;52(4):657—61.

Yang X, Cao J, Yan Y, et al. Comparison of the Safety of
Electrotome, Harmonic Scalpel, and LigaSure for

102

13.

14.

15.

16.

Management  of Head  Neck.
2017;39(6):1078-85.

Velotti N, Manigrasso M, Di Lauro K, et al. Comparison
between LigaSure™ and Harmonic® in Laparoscopic
Sleeve Gastrectomy: A Single-Center Experience on 422
Patients. J Obes. 2019;2019:3402137.

Tsamis D, Natoudi M, Arapaki A, et al. Using Ligasure™ or
Harmonic Ace® in Laparoscopic Sleeve Gastrectomies? A
Prospective Randomized Study. Obes Surg.
2015;25(8):1454-7.

Timm R, Asher R, Tellio K, et al. Sealing vessels up to 7
mm in diameter solely with ultrasonic technology. Medical
Devices: Evidence and Research. 2014;7:263-71.

Okhunov Z, Yoon R, Lusch A, et al. Evaluation and
comparison of contemporary energy-based surgical vessel
sealing devices. J Endourol. 2018;32(4):329-37.

Thyroid  Surgery.



Mugla Sitki Kogman Universitesi Tip Dergisi 2020;7(2):103-105

Medical Journal of Mugla Sitki Kocman University 2020;7(2):103-105

Olgu Sunumu/Case Report
Aras et al.

Young Stroke due to Multiple Risk Factors in a Patient with
Rheumotoid Arthritis: A Case Report

Romatoid Artritli Bir Hastada Multipl Risk Faktorleri Sebebiyle Olusan
Gen¢ Inme: Olgu Sunumu

Berke ARAS!, Volkan YILMAZ? Fatma AVSAR ERTURK®

Kastamonu Rehabilitation Centre, Physical Rehabilitation Medicine Clinic, Kastamonu
2Ankara Diskap1 Yildirim Beyazit Training and Research Hospital, Physical Rehabilitation Medicine Clinic, Ankara
3Ankara Diskap1 Yildirim Beyazit Training and Research Hospital, Neurology Clinic, Ankara

Abstract

The risk factors of stroke in young population are associated with
large or small vessel diseases, cardiac diseases, hematologic
disorders and genetic disorders. Rheumatologic disorders such as
rheumatoid arthritis may also be associated with increased stroke
risk. Furthermore, non steroid anti-inflammatory drugs and
steroids which are widely used for the medication of these
disorders may contribute to risk of stroke. In this paper, a 44
years old female patient with stroke and comorbid rheumatoid
arthritis who has additional stroke risk factors including methyl
tetrahydrofolate reductase gene mutation, low vitamin B12 level,
tromobocytosis and methotrexate therapy was investigated.
Keywords: Methotrexate, Methyl Tetrahydrofolate Reductase,
Rheumatoid Arthritis, Stroke

Oz

Geng hastalarda inme ile ilgili risk faktorleri kiiciik ya da biiyiik
damar hastaliklar1, kalp hastaliklari, hematolojik ve genetik
bozukluklardir. Romatoid artrit gibi romatolojik hastaliklar da
ayrica artmis inme riski ile iliskili olabilir. Buna ek olarak, bu
hastaliklarda siklikla kullanilan non-steroid antiinflamatuar ilaglar
ve steroidler de inme risk faktorleri arasinda sayilabilir. Bu
vakada, komorbid romatoid artrite ek olarak metil tetrahidrofolat
reduktaz gen mutasyonu, disiik BI2 vitamin seviyesi,
trombositoz ve metotreksat tedavisi gibi ek inme risk faktorleri
olan 44 yasinda inmeli kadin hasta sunulmustur.

Anahtar Kelimeler: Metotreksat, Metiltetrahidrofolat Reduktaz,
Romatoid Artrit, inme

Introduction

Although stroke is known to be a disease for
elderly, cases under age of 45 years are accepted
young stroke patients. The causes of stroke in
young population are more diverse than elderly and
can be associated with several risk factors including
large or small vessel diseases (dissection, toxic and
infectious vasculopathy, premature atherosclerosis,
vasculitis associated disorders like rheumatoid
arthritis, systemic lupus erythematosus, central
nervous system arteritis and Takayasu arteritis),
cardiac  diseases (congenital heart disease,
rheumatoid valve disease, mitral valve prolapsus,

endocarditis and  arrhythmias), hematologic
disorders  (sickle cell disease, leukemia,
thrombocytosis, polystemia vera, thrombotic

thrombocytopenic purpura, hypercoagulation states
like  antiphospholipid  antibody  syndrome,
deficiency or resistance to antithrombin Il or
protein C or protein S) and genetic disorders
(homocystinuria, Fabry’s disease, pseudoxhantoma
elacticum and MELAS syndrome) (1).
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Rheumatoid arthritis (RA) is known to be
associated with several complications including
cardiovascular and cardiovascular related disease
(2).

In the present paper, we reported a young stroke
patient with multiple risk factors: RA, methyl
tetrahydrofolate  reductase =~ (MTHFR)  gene
mutation, low vitamin B12 level, tromobocytosis
and methotrexate therapy.

Case

The patient was 44 years old female and
consulted to our inpatient clinic suffering from
being unable to use her left leg and arm. The
history of the patient goes back three months ago
when she had suffered from sudden
unconsciousness and weakness at left half of the
body. Brain magnetic resonance imaging (MRI) of
the patient revealed acute perfusion loss in right
middle cerebral artery (MCA) watershed area,
eudema next to temporoparietofrontal lobe and
diagnosed as ischemic cerebrovascular infarct
therefore the patient received thrombolytic
treatment. The platelet level of the patient was
636x103/uL when she was diagnosed as cerebral
infarction. Diagnostic hematological tests of the
patient exhibited homozygous methyl tetra hydro
folate reductase (MTHFR) 1298 gene mutation but
MTHFR 677, prothrombin and factor V leiden
mutation tests were normal. Anticardiolipin and
antiphospholipid Ig G and M levels were negative.
Echocardiography and doppler ultrasound imaging
of vertebral arteries were also normal. The medical
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history of the patient include chronic hepatitis B,
iron deficiency anemia and RA. The patient was
using rituximab, methothoraxate (MTX), folic acid,
acetyl salisilic acid and tenofovir treatment. The
upper extremity was compatible with brunnstrom
stage 2, hand with brunnstrom stage 1 and lower
extremity with stage 5 in her neurological
examination, she had no swollen or tender joint and
the other systematic examinations were normal at
initial  visit. Patient was hospitalised for
rehabilitation programme. Laboratory results after
her hospitalisation were as follows:

Haemoglobin: 10.3 g¢/dl (13.2-17.3), platelet:
484x103, alanine aminotransferase (ALT): 69 1U/L
(3-50), vitamin B12: 183 pg/mL (126.5-505), folic
acid: 11 ng/mL (2.5-24.8), homocysteine: 26.7
pmol/L (0-13), factor 8: 119.7% (0-150), protein S:
49.5% (60-130), protein C: 108% (70-143),
activated protein C resistance ratio: 0.9 (0.65-1.54),
antithrombin 111 activity: 93.9% (75-125), factor 5:
148% (70-120), cyclic cytrulinated protein (CCP):
95 IU/mL anti HBc Ig G was positive. A
rehabilitation procedure including range of motion
and stretching exercises, quadriceps and hamstring
strengthening exercise with isokinetic exercise
device, occupational therapy, walking exercises in
parallel rod, and electrical stimulation for upper and
lower extremities was provided for the patient. The
upper extremity was compatible with brunnstrom
stage 3, hand was compatible with stage 2 and
lower extremity was compatible with stage 5 and
she was walking with a canadian support when she
was discharged from our rehabilitation unit.

Discussion

Young stroke is associated with well defined
risk factors. In our case, the cause of stroke may be
attributed to cumulative effect of several risk
factors.

Firstly a methyl tetrahydrofolate reductase
(MTHFR) gene mutation was demonstrated in our
case. Reduction of MTHFR enzyme activity
increases the pool of 5,10
methylenetetrahydrofolate (5,10-methylene THF) at
the expense of the pool of 5-methyltetrahydrofolate
(5-methyl THF), which is used as a methyl group
donor in the synthesis of methionine from
homocysteine (3). MTHFR gene locus is located in
chromosome 1p36.3 in humans (4) and ischemic
stroke is shown to be associated with C to T
transition at nucleotide 677 (C677T) in exon 4,
which results in an alanine (Ala) to valine (Val)
substitution on MTHFR enzyme (5). Presence of
this substitution results in decreased enzyme
activity and increased homocysteine level which is
an independent risk factor for stroke (6).
Furthermore, we found a low vitamin B12 level in
the patient which is a co-factor for MTHFR,
suggesting high homocysteine levels (7). MTX
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usage may be addressed for hyperhomocysteinemia
(8). Folic acid supplementation has been shown to
alleviate hyperhomocysteinemia for this instance
and our patient was using folic acid treatment (9).

Secondly, our patient had a trombosytosis.
Hematologic disorders are one of the unusual
causes of stroke (6). In young adults, the prevalence
of acute stroke in association with hematologic
disorders varies up to 7% (10). Acute stroke due to
tromobocytosis is unexpected under platelet counts
lower than 1000x109/L (11) but our patient had a
platelet count of 800x103/L suggesting a reactive
trombocytosis to RA.

At least RA is another risk factor for stroke in
our patient. The link between RA and stroke has
been previously discussed from the aspect of
different diverse causes such as aterotrombosis,
thromboembolism, hemorrage and atrial fibrillation
in the literature (12). However, data about the direct
relationship between RA and stroke is still
controversial. Nadreishvili et al (13) have reported
three fold increased risk of stroke in patients with
RA while Holmgvist et al (12) reported lower risk
(1.2 fold). Inflammation has been proposed to be
the the potential factor for atherosclerosis process
leading to stroke and TNF is the key driver of this
process (14). The patient we have presented in this
paper was taking rituximab and MTX combination
therapy. Data about the effect of biological
DMARD:s including TNF inhibitors on stroke is
poor and controversial. No significant association
between stroke and TNF inhibitor treatment was
found in a large cohort (15). Similarly,
Lindhardesen et al (16) have found no difference at
stroke risk in rituximab+MTX treatment versus
placebo+MTX. Non steroidal anti-inflammatory
drugs (NSAID) and steroids have been shown to be
associated with increased stroke risk (17,18). From
medical history of our patient we assigned that she
had previously used several NSAID and steroid

drugs.
In conclusion, young stroke is associated with
several risk factors including hematologic

abnormalities, inflamatuar diseases, vitamin B12
deficiensies, use of DMARDs. RA may contribute
to risk of stroke with several aspects such as
vascular injury regarding to inflammation, reactive
thrombocytosis, NSAID and steroid usage. We
recommend to focus on potential risk factors of
stroke in patients with RA. Especially in young
patients with potential risk factors, patients should
be evaluated carefully and treatment options should
be considered for contribution with stroke risk
factors.

Written Consent: Written consent was taken
from patient on 12.12.2018.
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Abstract

Renal cell carcinoma (RCC) is known to undergo metastasis
during diagnosis and after a period of primary therapy. Although
the lung, liver and spleen are presented as the most metastatic
organs, RCC rarely metastasizes to thescalp. Likewise, ulceration
and infected scalp lesions should be excised with no lesions and
RCC should be evaluated with immunohistochemistry with the
suspicion of RCC. Here we presented a rare case of metastatic
RCC ulceronodular lesion that led to a deep anemia of dense
hemorrhage in the left temporal region 10 years after nephrectomy
and discussed the nature of RCC skin metastasis in the light of
current literature.

Keywords: Metastasis, Renal cell carcinoma, Scalp

Oz

Renal Hiicreli Kanser (RHK) tan1 esnasinda ve primer tedaviden
seneler sonra metastaz yapmasiyla oldukga bilinmektedir. Akciger,
karaciger ve dalak en ¢ok metastaz olan organlar olarak sunulsa da
RHK nadiren skalp iizerine metastaz yapar. Benzer sekilde, iilsere
ve enfekte skalp lezyonlar da lezyonsuz sinirlarla eksize edilmeli
ve RHK siiphesiyle immiinohistokimya ile degerlendirilmelidir. Biz
burada nadir goriilen nefrektomiden 10 sene sonra sol temporal
bolgede yogun kanamaya bagli derin anemiye yol acan bir
metastatik RHK {ilseronodiiler lezyonlu vakayr sunduk ve giincel
literatiir esliginde RHK un cilt metastazinin dogasini tartistik.

Anahtar Kelimeler: Metastaz, Renal hiicreli karsinom, Skalp

Introduction

Cutaneous cancers include both primary
carcinoma and secondary metastases for various
types of carcinomas. Renal cell carcinoma (RCC) is
a cancer originating from the proximal tubule
epithelium of the kidney and is commonly known to
metastasize to the lungs and liver, rarely
metastasizing to the skin, muscle, thyroid or
pancreas (1). Although, skin metastases of RCC to
head and neck are also extremely scarce, the
prognosis of such patients is unfavorable with less
than 10% 5-year survival (2). RCC and its
metastases may also occur with anemia as a
consequence of erythropoietin suppression. If it is
surgically operable, skin metastasis of RCC is
excised. This surgical treatment can be followed by
adjuvant radiotherapy, cytokine therapy, or
immunotherapy. Head and neck metastases of RCC
are often associated with lung metastasis. However,
the differential diagnosis of a symptomatic primary
RCC or RCC without skin lesion may be appropriate
for early diagnosis.
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Here, we presented a rare case of metastatic RCC
represented by ulceronodular lesion in the left
temporal region with severe hemorrhage leading to
deep anemia 10 years after the nephrectomy, and
discussed the nature of RCC skin metastasis in the
light of current literature.

Case

A 75-year-old male patient presented with a
rapidly growing ulceronodular lesion in the left
temporal region with a history of 4 months of
bleeding. Hemoglobin (Hb) level was 5 gr/dl, all
other laboratory tests were within normal limits
when referring to our plastic surgery clinic. The
fragile lesion was 10cmX10cm in diameter with a
firm consistency and necraotic surface (Figure 1).

Figure 1. Preoperative appearance

He had a history of radical nephrectomy 10 years
prior to presentation. No further treatment had been
performed. Since the lesion was actively bleeding,
the ulcerative nodule was completely excised with a
5 mm tumor free edge under general anesthesia. The
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superficial fascia of temporal muscle was also
excised. The surgical border extended to temporal
muscle. The defective area over temporal muscle
was covered with split thickness skin graft detached
from lateral thigh. The postoperative follow up was
uneventful and Hb level increased to normal limits
spontaneously. Microscopic examination revealed a
neoplasm with high mitotic index, with large areas
of necrosis, extending from the epithelium to the
subcutaneous  tissue.  Neoplastic cells had
pleomorphic  nucleus, transparent or pale
eosinophilic cytoplasm and were positive with pan
CK, EMA, CD10, Vimentin but negative for CK7,
S100, HMB45 CEA (Figure 2 A, B, C, D, E). Based

Figure 2. A: Cellular neoplasm superficially and deeply infiltrating the

dermis H&Ex40 B: Tumor cells with transparent and pale eosinophilic

cytoplasm forming trabecular and pseudoglandular structures H&E

%200 C: CD10 positivity in tumorcells IHCx200, D:Vimentin positivity

in tumor cells IHC x200 E: HMB45 negativity in tumor cells IHC x200
on the morphology and immunophenotype primer, a
study of the genitourinary system was first
suggested.

After histopathological confirmation the patient
was referred to an oncologist. Upon further
evaluation several metastatic lesions in the lung and
spleen were detected by CT scan study. The patient
and relatives opted against further interventions and
treatment options. The patient readmitted to our
outpatient clinics with newly developed nodular skin
lesions at postoperative 12th month (Figure 3) and
denied further treatment and so lost to follow-up.

Written Consent: Written consent was taken from
the patient on 02.01.2016.
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Figure 3. Postoperative 12! month appearance
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Endoscopic Endonasal Excision of Intraorbital Dermoid Cyst

Endoskopik Endonazal Yol ile intraorbital Dermoid Kist Eksizyonu
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Abstract

43-year-old male patient was referred to us due to double vision
and orbital deformity. Computerized tomography (CT) and
magnetic resonance imaging (MRI) were performed In CT,
approximately 4 cm cystic intraorbital mass was observed that
was adjacent to lamina paprycea on the orbita medial wall. In the
fat-suppressed examination of MRI, it was stated that the cyst,
with an approximate thickness of 4 cm, may be a dermoid
cyst.Total excision was applied for the discharged mass together
with its capsule via endoscopic endonasal approach. He is still
being followed up and there was no recurrence.

Keywords: Dermoid Cyst, Intraorbital Cyst, Intraorbital Dermoid
Cyst

Oz

43 yasinda erkek hasta ¢ift gorme ve orbital deformite ile
klinigimize refere edildi. BT ve MRG gortntiilemeleri yapildi.
Tomografide orbital medial duvarinda lamina papresea diizeyinde
intraorbital 4 cm kistik kitle goriildii. ~ Yag baskiik MRG
goriintiilemede 4 cm biyiikligiindeki kitlenin dermoid kist
olabilecegi belirtildi. Endoskopik endonazal yol ile kitle kapsiilii ile
birlikte total eksize edild. Hasta 3 yildir takiptedir ve herhangi bir
niiks yoktur.

Anahtar Kelimeler: Dermoid Kist, intraorbital Kist, intraorbital
Dermoid Kist

Introduction

The developmental choristomas that are thought
to be developed from the ectodermal residues
trapped in the suture line as a result of implantation
or separated from the residual ectoderm in surface,
insufficiency in the separation of the tissues under
ectoderm in between the third and fifth gestational
weeks are called as dermoid cysts (1).

Dermoid cysts are surrounded with squamous
epithelium. Keratin and hair are present in the lumen.
Many physiochemical causes, including hormonal
effects, play a role as predisposing factors in its
growth. It can be seen anywhere in the body (2).

Although dermoid cysts are benign lesions, the
treatment varies from observation and follow up to
surgical excision. As well as it is a slowly growing
mass, malignant transformation can rarely develop.
Orbital dermoid cysts can cause aesthetical problems
after excision (3).

Rarely they are seen as intraorbital. Their
adjacency to lamina papyracea is not seen in the
english literature. But in Chinese literature there is
one study which mentioned about a dermoid cyst
case excised via endoscopic endonasal way (4).

In the present case, a dermoid cyst originating
from an ectodermal tissue, that is trapped on the
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suture line of the region adjacent to the lamina
papyracea, will be presented.

Case

A 43-year-old male patient was referred to us due
to double vision and orbital deformity. Displacement
of the orbita towards the lateral side had drawn
attraction in the examination of the patient (Figure
1).

Figure 1. Examination of the patient

Computerized tomography (CT) and magnetic
resonance imaging (MRI) were performed for the
patient who described a double vision complaint. In
CT, approximately 4 cm cystic intraorbital mass was
observed that was adjacent to lamina paprycea on the
orbita medial wall (Figure 2).

In the fat-suppressed examination of MR, it was
stated that the cyst, with an approximate thickness of
4 cm, may be a dermoid cyst (Figure 3).

Because of the proximity of the mass to the
lamina papyracea, it was decided to remove it via an
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endoscopic endonasal route. Maxillary sinus ostium
was found by applying total uncinectomy. Then
anterior ethmoidectomy was applied and the
boundary of lamina paprycea was determined. It was
observed that the mass has tapered the lamina
papyracea. The location of the mass was determined
by visual palpation. Lamina paprycea was opened
and the lesion was reached. Due to the failure of
dissection of the lesion from its capsule, the capsule
was opened, and the mass content was discharged.
At this time, hair follicles were found in the mass and
the preliminary diagnosis was confirmed. Total
excision was applied for the discharged mass
together with its capsule. Surgery site was cleaned
via plenty of irrigation. In the 2-years postop follow-
up, the patient has no proptosis and orbital
deformity. In the control MRI, there is no finding
compatible with relapse and he is still being followed
up (Figure 4).

10.04.1974
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Figure 3. Patient’s magnetic resonance imaging

Discussion

7% of the dermoid cysts are seen in the head and
neck region. 60% of them are seen around the orbita.
It constitutes approximately 3-9% of all the orbital
cysts and approximately 0.04-0.6% of the primary
orbital tumors. The locations are frequently the
superotemporal of the orbita. Depending on the
location and size of the cyst and the abnormalities
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related to the cyst; proptosis, diplopia or limitation
of eye movements can be seen. Although 60% of the
superficial cases is in the upper external quadrant,
25% is originated from the internal and 6% is
originated from the deep temporal fossa (2,5).

It is the most frequently seen orbital tumor of
childhood. It is divided into two as deep and
superficial. While superficial ones can be seen at an
early age, intraorbital ones can be seen at later ages
(6).

1D 2014124942 M43 DOB:10.94.1974

2.12.2017 12:06:58 804510
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ANKARA ATATURK EGITIM’IRMA HASTANES

Figure 4. Patient’s control magnetic resonance imaging

Mostly, they become symptomatic with diplopia
and proptosis. When they are symptomatic, excision
is often preferred by surgical methods.

In 85% of the dermoid cysts, bone changes such
as notches, defect or aneurysm are observed on the
bone wall adjacent to the cyst in the computerized
tomography (CT) (7). Also T1, T2 and fat-
suppressed magnetic resonance imaging (MRI)
ideally reveal the size of the cyst, its elongation,
relationship with intraorbital or extraorbital tissues,
content of the cyst, thickness of the capsule, the
presence of inflammation in the orbita or soft tissues.
It may be confused with epidermoid cysts, but they
are distinguished by the presence of hair follicles,
sweat glands and sebaceous glands (8).

Differential diagnosis ~ was  cavernous
hemangioma, schwannoma or abscess. All
differential diagnosis can be distinguished with the
help of radiology. Both CT and MRI should be used
to make differential diagnosis (4). In our case fat-
suppressed examination of MRI showed us the
possible diagnosis before surgery.

The endoscopic endonasal method (9), which is
a safe, low-morbidity, cosmetic, and safe method
that has been successfully used in recent years due to
the development of imaging techniques and
instruments; despite the fact that one case of dermoid
cysts have been found in the literature, it has been
preferred because of its frequent use in intraorbital
lesions and success has been achieved.

Via the experience obtained in this case, dermoid
cysts close to lamina papyracea can be safely excised
by the endoscopic endonasal method in the cases to
be encountered in the future. The cases to be well-
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prepared with pre-operative imaging modalities can
be successfully operated with less morbidity.

Written Consent: Written consent was taken from
patient on 11.09.2018.
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Abstract

Anterior cruciate ligament (ACL) ruptures in the knee joint are
one of the most frequent injuries; however, problems with
obtaining natural dynamic knee function with current surgical
reconstruction methods are frequently reported. The aim of
anatomic ACL reconstruction is to restore the anatomy and the
kinematics of the knee. The failure to provide full rotational
stability in ACL injured knees, strengthened the idea that
procedures such as extra-articular tenodesis reconstructions,
which aim to strengthen the structures in the lateral region of the
knee, should be added to ACL reconstruction operations.
Anatomically, these clinical observations arouse the interest in
conducting studies which aim to examine the structural content of
the anterolateral part of the knee and its stabilizing contributions.
As a result, some research has been done, which can be called the
rediscovery of the anterolateral ligament (ALL) including its
detailed examinations. In addition, the close relationship between
ACL ruptures and ALL injuries and the association of residual
anterolateral rotational instability in pivot shift test have led to an
increase in the interest of the anatomic and structural features of
ALL. ALL was first mentioned by Segond in 1879 in the study
where he described the extension of the iliotibial band (ITB)
during internal rotation. Segond described this structure as a
pearl-like, fibrous band. But the study, which aroused the main
interest in ALL anatomy, was made by Claes et al., and at that
time, many written and visual media reported "A new connection
was found in the knee".

Keywords: Anterolateral ligament, Knee anatomy, Pivot shift

Oz

Diz ekleminde 6n gapraz bag (OCB) yirtiklari en sik goriilen
yaralanmalarindandir ancak halen giincel cerrahi rekonstriiksiyon
yontemleri ile dogal dinamik diz fonksiyonunu elde etme ile ilgili
sorunlar siklikla bildirilmektedir. Anatomik OCB
rekonstriiksiyonunun amaci dizin normal anatomi ve kinematigini
tekrar saglamaktir. OCB yaralanmali dizlerde tam rotasyonel
stabiliteyi saglamadaki basarisizliklar, dizin lateral bolgesindeki
yapilarin gii¢lendirilmesi amacini tasiyan eklem-disi tenodez
rekonstritksiyonlar1 gibi prosediirlerin, OCB rekonstriiksiyonu
ameliyatlarma eklenmesi gerekliligi fikrini  gii¢lendirmistir.
Anatomik olarak, bu klinik gozlemler dizin anterolateral
bolgesindeki yapilarin yapisal igerik ve stabilize edici katkilarinin
degerlendirilmesi amaglarin1 tasiyan ¢aligmalarin yapilmasina
olan ilgiyi uyandirmustir. Bunun sonucunda anterolateral ligament
(ALL) gibi bir yapinin yeniden kesfi olarak adlandirilabilecek
ayrintili incelemelerini igeren arastirmalar yapilmistir. Ayrica,
OCB yirtiklar ile ALL yaralanmalarinin yakin iliskisi ve pivot
shift testinde rezidiiel anterolateral rotasyonel instabilitenin
birlikteligi, ALL’in anatomik ve yapisal 6zelliklerine olan ilginin
artmasina da sebep olmustur. ALL ilk kez Segond tarafindan
1879 yihinda, Tliotibial bandin (ITB) ig¢ rotasyon sirasinda
gerilmesini tanimladigi ¢alismada belirtilmistir. Bu  yapiy1
Segond, inci benzeri, fibroz bir bant olarak tanimlamistir. Ama
ALL anatomisine esas ilginin artmasini saglayan ¢aligma Claes ve
ark., tarafindan yapilmis ve o donemde bir ¢ok yazili ve gorsel
basinda “’Dizde yeni bir bag bulundu’ seklinde haberler yer
almistir.

Anahtar Kelimeler: Anterolateral ligament, Diz anatomisi, Pivot
shift

Introduction

Anterolateral Ligament

Anterior cruciate ligament (ACL) injury is one
of the most frequent orthopedic problems managed
generally with ACL reconstruction (1). Although
the main target is to restore normal anatomy and
perfect knee kinematics, the surgical procedures
frequently fail to restore rotational stability. To
overcome that rotational instability, some surgeons
recommended extra-articular augmentation
surgeries (2-3). It was reported that 30-40%
positive pivot shift test was noticed after ACL
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reconstructions (4). Initially, cartilage or meniscal
problems were believed to be the reason; some
research has focused on the importance of lateral
anatomical structures (5). After being re-
popularized by Claes et al in 2014, numerous
articles were published about anterolateral ligament
(ALL), which is one of those anatomical structures
(6).

Since first described by Segond as pearly,
resistant fibrous band in 1879, many other articles
were written about that ligament with different
names (7). Segond also noticed that anterolateral
proximal  avulsion  fracture of tibia s
pathognomonic for ACL ruptures (7,8). Hughston
et al. in 1976, Miiller et al. in 1982, Terry et al. in
1993, Campos et al. in 2001, Vieria et al. in 2007
and Vincent et al. in 2012 published their articles
about that anatomical structure (9-13). Different
authors also named that anatomical structure with
various terms like lateral capsular ligament, anterior
oblique band, mid-lateral capsular ligament, mid-
third lateral capsular ligament and retrograde tract
fibers (9-13). Using different names for the same
structure has also led to confusion for
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understanding the nature of the ligament. Most
recently, Vieria was the first researcher to use the
term anterolateral ligament (12). Although Claes et
al.’s anatomical description of the ALL was the
second of the most recent about the topic, because
of the strong social media network of this group, it
was popularized as “’a new ligament discovered in
the knee’’.

Anterolateral Complex Structures and Pivot
Shift Phenomenon

Anterolateral ligament, superficial, deep and
capsulo-osseous layer of iliotibial band (ITB),
middle 1/3 lateral capsular ligament and posterior
root of lateral meniscus are the main restraints
against internal rotation of tibia (14). According to
biomechanical studies, the three layers of ITB are
the primary checkrein of limiting internal rotation
(2). Clinically, the excessive internal rotation of the
knee can be assessed by pivot shift test which was
first described by Galway et al. in 1972 (15). This
test is described as forward subluxation of the
lateral tibial plateau on the femoral condyle in
extension and spontaneous reduction in flexion.
Currently, pivot shift is the most specific and
sensitive clinical test for ACL injury diagnosis, and
it is also accepted as pathognomonic.
Unfortunately, most of the patients experience a
residual pivot shift with different grades after ACL
reconstruction (16). Although this residual pivot
shift phenomenon can be attributed to misdiagnosis
or mistreatment of the injured secondary stabilizers
of the knee (eg, lateral meniscus post root,
meniscectomy), many surgeons reported this
phenomenon in the isolated ACL injured patients
after reconstruction (16). Biomechanical studies
about pivot shift suggest that the primary reducer of
the subluxated knee is ITB (16). In fact, none of
the individuals who have experienced ACL injury
has also had associated ITB injury (16). This
clinical reality has forced researchers to refocus on
further investigations about anterolateral complex
of the knee.

What
Ligament?

Although there are numerous anatomical studies
about the existence and structure of ALL by
different authors, Claes et al. described anatomical
characteristics of ALL extensively (6,8-13). Claes
also documented the relationship between ALL and
Segond fracture (6). In order to identify ALL
accurately in cadavers, the technique which was
described by Daggett can be used (17). ALL lies on
the third layer, with joint capsule at the
anterolateral region of the knee. To identify ALL
using Daggett’s technique, initially reflecting of
ITB until its insertion at Gerdy’s tubercle has to be
performed. Internal rotation of the tibia during
dissection is strongly advised for proper

We Know about Anterolateral
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visualization of ALL. After reflecting biceps
femoris, meticulous dissection must be carried out
for the identification of ALL from adjacent tissues
like ITB, lateral collateral ligament (LCL), capsule
and biceps femoris (17).

Morphometry of ALL

According to the analysis of cadaveric studies, it
is accepted that femoral origin of ALL is generally
found posterior and proximal to the lateral
epicondyle. It predominantly lies anterior to LCL,
but in some articles it was also mentioned as
posterior to LCL, too (6, 9-15). The femoral origin
directly adheres to the bone and has a mean
diameter of 11.85 mm. The ALL runs distally
nearly parallel to LCL. It was also shown that,
when it reaches the joint line, some fibers of the
ALL are attached to lateral meniscus and also to the
capsule. Distal insertion of ALL is more constant
than femoral origin (6). Tibial insertion of ALL is
located in proximal tibia with a width of 11 mm,
approximately 21 mm posterior to Gerdy tubercle
and 4-10 mm below the joint line (Figure-1). The
length (34-59 mm) and thickness (male: 2 mm,
female: 1 mm) of ALL vary with gender. And it is
also accepted that tibial attachment lies between
Gerdy’s tubercle and the fibular head (1, 6, 18).

! L B
Figure 1: ALL runs distally anterior to LCL. (Black star
indicates femoral origin of LCL, and black arrow femoral origin
of ALL, red arrow indicates Gerdy’s tubercle, blue arrow tibial
insertion of ALL and yellow arrow indicates fibular head)

Radiological Anatomy

As the popularity of the ALL reconstruction has
increased, the importance of radiological landmarks
has become a point of interest. For minimally
invasive procedures, the knowledge of these
landmarks is essential for graft positioning. During
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the surgery, fluoroscopic views of these landmarks
are crucial for proper tunnel positioning. There are
four well designed studies which analyzed
radiographic landmarks of ALL (19-22). As
mentioned above, radiological landmarks of
femoral origin of ALL vary like its anatomical
landmarks. On the lateral view, Helito et al.
recommended Blumensaat’s line as a reference
point. According to his radiological study, the
femoral attachment is at approximately halfway
along Blumensaat’s line from the anterior edge of
the femoral condyle (19).

Kennedy et al. used femoral quadrant system
and found that the femoral origin of ALL is the
point between the intersection of femur and
Blumensaat’s line. The femoral attachment was
identified in the postero-inferior quadrant, 8,4 mm
proximal and posterior to the lateral epicondyle
center (20). Rezansoff et al. described the ALL
origin as being along the posterior femoral cortical
line, positioned between Blumensaat’s line and a
line taken from the posterior condylar articular edge
parallel to Blumensaat’s line (21). Heckmann et al.
located the ALL origin at a distance of around 37%
from the posterior edge of the femoral condyle,
measured along Blumensaat’s line (22). According
to ALL Expert Group, Kennedy method is favoured
rather than the others (18).

For tibial insertion, on a lateral view, Kennedy
and Helito recommended slightly posterior to the
center of the tibial plateau (19-20). According to
Rezansoff, this tibial landmark was located more
posteriorly (21). On the contrary of other authors,
Heckmann recommended anterior to the center of
plateau (22).

According to the consensus of ALL Expert
Group, tibial insertion should be close to the center
of the proximal tibial plateau on the lateral view
and approximately 7 mm below the tibial joint line
on the frontal view (18).

Biomechanics

The biomechanical studies of ALL are focused
on the native and reconstructed kinematics.
According to Claes et al., greater pivot shift can be
experienced with both ALL and double bundle
ACL deficient knee (6). Isolated ALL or one
bundle (anteromedial or posterolateral) deficiency
may produce grade 1 pivot shift whereas combined
ruptures of ACL and ALL produce grade 3 pivot
shift in cadaver models (23-24).

After the recent studies about biomechanics of
ALL, its role is now well defined in overall lateral
knee stability. The tensile strength test (20
mm/min) has documented mean ultimate load
values of 189 Newton and stiffness of 31 N/mm.
This test data is important for proper graft choice of
ALL reconstruction clinically (18). Otherwise,
strong and thick grafts may cause over-compression
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at the lateral compartment of the knee, which may
cause premature lateral compartment arthritis.

In vitro robotic assessments of the ALL in the
setting of an ACL injury have defined the ALL as a
significant lateral knee stabilizer (24). Specifically,
the ALL has been demonstrated to act as a
secondary stabilizer during internal rotation torque
and simulated pivot-shift test in the ACL-deficient
state (25).

Oshima et al. showed that, ALL reconstruction
reduces the knee laxity. An important finding of
this study was that, during a simulated pivot-shift
test, ALL reconstruction combined with ACL
reconstruction reduces internal rotation at 30°, 45°
and 60° of knee flexion. This was statistically
significant when compared to the ACL
reconstruction with deficient ALL testing state.
When the isometry of ALL was considered, it was
found that ALL was tight in extension and in
internal rotation at 20° whilst lax at flexion at 120°
and internal rotation at 90° when femoral origin is
preferred at proximal and posterior to the femoral
position. The clinical reflections of these
biomechanical studies are critical for optimization
of femoral location (26).

Imaging of ALL

After the popular anatomical study of Claes,
many radiologists were focused on demonstration
of ALL with different imaging modalities. Firstly,
the radiological basis of Segond fracture has been
well defined in terms of its relationship with ALL.
Currently, the basis of Segond fracture is an
avulsion fracture of ALL, and it is the result of
internal rotation of the knee and possibly varus
stress. These fractures can be visualized on straight,
anteroposterior (AP) radiographs of the knee (6) (
Figure-2). On the lateral view, the deep lateral
femoral notch sign in ACL deficient patients is an
indirect pathological finding of ALL injury.

Figure 2: Segond fracture is avulsion fracture of proximal tibia
and it is pathognomonic for ACL ruptures and can be seen in
direct X-rays
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ALL can also be visualized on coronal MRI
scans with T2-weighted sequences and proton
density fat-suppressed evaluation. According to
MRI findings, ALL is divided into three parts due
to its relationship with lateral meniscus. Femoral
portion has a close relation with insertion of
popliteus tendon whilst the tibial portion is just
above the inferior lateral geniculate arteries. MRI
studies documented that the ALL abnormalities are
frequently located in the tibial part of the ligament
(27). On MRI, an important indication of ALL
injury is the presence of bone bruise as a result of
rotational trauma which can be seen in the lateral
femoral condyle and bilaterally on the posterior
tibial plateau (28-29) (Figure 3A-B).

| Pl
Figure 3: A- Bone bruise indicates Segond fracture (red arrow),
B- Assessment of ALL with MRI (white arrows).

And finally, ultrasound imaging can be a helpful
tool for diagnosing ALL injury directly. The distal
tibial portion of the ALL can be visualized more
accurately than the meniscal and femoral portion of
the ligament. The discontinuity and irregularity of
the ligament with abnormal echoic findings can be
established with ultrasonography rapidly on bed
side clinic. Radiological findings combined with
clinical findings are meaningful for diagnosis of
accurate ALL injury (26).

Conclusion

There is no doubt that ALL is a distinct
anatomical structure at the anterolateral region of
the knee, which exists in the vast majority of the
studied cadavers. The histological feature of this
structure is compatible with ligament distinct from
joint capsule. Recently, the biomechanical basis of
Segond fracture is correlating with ALL avulsion
injury. However, pivot shift phenomenon is more
obvious with patients who have ACL injury with
Segond fracture.

Our knowledge of ALL is solely based on
cadaveric studies. The literature is still lack of the
clinical importance of ALL in vivo. One
unanswered question is the natural history of ALL
rupture. As ALL is an extra articular structure, it
has a potential healing capacity. Therefore, it is still
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a clinical question that which patients are optimal
candidates for ALL reconstruction although it is
diagnosed with imaging modalities in acute phase.

Also, we do not know the alterations of pivot
shift during the time. A common belief is that
chronic patients have great pivot shift test, but this
clinical finding has not been proven with well-
designed studies.

It is clear that, to understand the instability
patterns after ACL reconstruction procedures, more
scientific research is needed. Further anatomical,
biomechanical and radiological studies will clarify
the underlying pathologies.
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