: HM]

Hitit Medical
Journal

Hitit Universitesi Tip Fakiiltesi Dergisi

VOLUME: 4 ISSUE: 3

OCTOBER 2022

E-ISSN: 2687-4717




A%

DN

S
M

Hitit Universitesi Tip Fakiiltesi adina
Derginin Sahibi
(Owner on behalf of Hitit University
Medical Faculty)

Prof. Dr. Mesut SEZIiKLIi
Hitit Universitesi Tip Fakultesi Dekan
Vekili

Editor / Editor
Doc. Dr. Abdulkerim YILDIZ

Editoryal Kurul / Editorial Board
Dog. Dr. Ozgiir KOCAK
Doc Dr. Selcuk KAYIR

istatistik Editoryal Kurul Uyesi / The
member of Statistical Editorial Board
Doc. Dr. Emre DEMIR

Teknik ve Dil Editorleri / Technical and
Language Editors
Dr. Ogr. Uyesi Giilce GOKGOZ OZISIK
Dr. Ogr. Uyesi Sertan OZYALCIN
Dr. Ogr. Uyesi Guiven AKCAY

Tasarim / Design
Doc. Dr. Abdulkerim YILDIZ

Basim Tarihi / Date of Issue
29.10.2022

Hitit Universitesi Tip Fakiiltesi Dergisi
yilda U¢ sayi olarak (Subat, Haziran ve
Ekim) yayimlanan, cift-kér hakemlik
degerlendirmesi yapan bir tip dergisidir.
Yazilar yayinci kurulustan izin alinmadan
kismen veya tamamen bir baska ortamda
yayinlanamaz.

Hitit Medical Journal is a double blind
peer-reviewed medical journal which

is published thrice per year (February,
Jun, October). Manuscripts may not be
published partially or totally on other media

without permission from the publisher.

iletisim Adresi / Contact info
Hitit Universitesi Erol Olgok Egitim ve
Arastirma Hastanesi 2. Kat. Cepni Mah.
inéni Caddesi No:176 Merkez CORUM
hmj@nhitit.edu.tr

Hitit Medical Journal
Hitit Universitesi Tip Fakiiltesi Dergisi

DANISMA KURULU

A.Cem ibis Genel Cerrahi ISTANBUL
Abdullah Ozkaya Goz Hastaliklari ISTANBUL
Adem Ozkara Aile Hekimligi ANKARA
Adnan Yalcinkaya Kalp ve Damar Cerrahisi ANTALYA
Ali Kemal Erenler Acil Tip CORUM
Allister Gibbons immiinoloji Hong Kong
Arda Isik Genel Cerrahi ERZINCAN
Arif Arisoy Kardiyoloji TOKAT
Akin Yilmaz Tibbi Biyoloji CORUM
Asuman Birinci Mikrobiyoloji SAMSUN
Atif Aksekili Ortopedi ANKARA
Aysel Kocagll Celikbas Enfeksiyon Hastaliklari ve Klinik Mikrobiyoloji CORUM
Ayse Yiimaz Gogus Hastaliklar CORUM
Aysen Gunel Ozcan Tibbi Biyoloji ANKARA
Ayse Feyda Nursal Tibbi Genetik CORUM
Bahar Cuhadar Cakir Cocuk Sagligi ve Hastaliklar ANKARA
Banuhan SAHIN Kadin Hastaliklar ve Dogum AMASYA
Berrin Esen Tibbi Mikrobiyoloji ANKARA
Betul Bozkurt Genel Cerrahi ANKARA
Burak Gimus Adli Tip CORUM
Cesur Eroglu Dahiliye ALMANYA
Cihan Togrul Kadin Hastaliklari ve Dogum CORUM
Cuneyt Ylicesoy Radyoloji ANKARA
Coskun Oztekin Aile Hekimligi CORUM
Cagatay Evrim Afsarlar Cocuk Cerrahi CORUM
Demet Cansaran Duman Tibbi Mikrobiyoloji ANKARA
Dogan Uncu Onkoloji ANKARA
Ebru Arhan Cocuk Noroloji ANKARA
Ece Yazla Asafov Ruh Saglig| ve Hastaliklari CORUM
Emel Timbay Tibbi Mikrobiyoloji iZMiR
Emine Dibek Misirlioglu Cocuk Alerji ANKARA
Emrah Ruh Tibbi Mikrobiyoloji KIBRIS
Ercan Ayaz Histoloji ve Embriyoloji CORUM
Ersin GUnay GOgus Hastaliklari AFYON
Esin Kibar Gul Cocuk Kardiyoloji ANKARA
Faruk Pehlivanh Genel Cerrahi KIRIKKALE
Fatih Ozdogan Kulak Burun Bogaz Hastaliklari KOCAELI
Fatmagul Basarslan Cocuk Saglig ve Hastaliklar CORUM
Ferit Kerim Kucukler Endokrinoloji ISTANBUL
Feza Ekiz Genel Cerrahi ISTANBUL
Fikri Ozdemir Anatomi CORUM
Funda Dogruman Al Tibbi Mikrobiyoloji ANKARA
Funda Uysal Tan Néroloji CORUM
Halil Ozdemir Kulak Burun Bogaz AVUSTRALYA
Hasan Basri Cakmak GOz Hastaliklar ANKARA
Huseyin Kayadibi Biyokimya ESKISEHIR
Gulsiim Ozkan Nefroloji TEKIRDAG
ihsan Ates ic Hastaliklan ANKARA
ilker Solmaz Beyin ve Sinir Cerrahisi DENiZLi
ilker ilhanli Fizik Tedavi ve Rehabilitasyon SAMSUN
Ismail Ceyhan Tibbi Mikrobiyoloji BALIKESIR
Jose Karam Uroloji ABD
Kibriya Fidan Nefroloji ANKARA
Kosta Y Mumcuoglu Mikrobiyoloji ISRAIL
Kirsat Derici Farmakoloji KIRIKKALE
Lawrence Pui Leung lu Goz Hastaliklari HONKKONG
Mehmet Omer Bostanci Fizyoloji CORUM
Melek Karakurt Onkoloji KONYA
Meral Gilhan GOgus Hastaliklari ANKARA
Mesut Sezikli Gastroenteroloji CORUM
Mete Dolapgi Genel Cerrahi ANKARA
Moazzem Hossain immiinoloji BANGLADES
Muhammed Onur Hanedan KvC TRABZON
Murat Baykam Uroloji CORUM
Murat Calbiyik Ortopedi ve Travmatoloji CORUM
Murat Kekilli Gasroenteroloji ANKARA
Murat Kendirci Genel Cerrahi CORUM
Neziha Yilmaz Enfeksiyon Hastaliklari ve Klinik Mikrobiyoloji YOZGAT
Nilay Coplu Tibbi Mikrobiyoloji KASTAMONU
Nurcan Baykam Enfeksiyon Hastaliklari ve Klinik Mikrobiyoloji CORUM
0Oguzhan Ozcan Tibbi Biyokimya HATAY
Oktay Aydin Genel Cerrahi KIRIKKALE
ng[)r Yagan Anesteziyoloji ve Reanimasyon CORUM
Ozlem Ergen Diken Gogus Hastaliklar ADANA
Pinar Altiaylik Ozer GOz Hastaliklar ANKARA
Rauf Oguzhan Kum Kulak Burun Bogaz Hastaliklari ANKARA
Remzi Kiziltan Genel Cerrahi VAN

Sabri Késeoglu Kulak Burun Bogaz Hastaliklari MUGLA o
Sanushka Moodley GOz Hastaliklar GUNEY AFRIKA CUMHURIYETI
Settar Bostanoglu Genel Cerrahi CORUM
Sevda Lafgl Fahrioglu Anatomi KIBRIS
Sevim Unal Cocuk Yenidogan ANKARA
Sevim Aslan Felek Kulak, Burun, Bogaz Hastaliklari CORUM
Sinan Zehir Ortopedi ve Travmatoloji CORUM
Talih Ozdas Kulak Burun Bogaz Hastaliklari ADANA
Tekin Yasar GOz Hastaliklar ISTANBUL
Theodore G. Troupis Genel Cerrahi YUNANISTAN
Umut Gazi Tibbi Mikrobiyoloji KIBRIS
Umit Gérkem Kadin Hastaliklar ve Dogum CORUM
Umran Muslu Plastik, Rekonstriiktif ve Estetik Cerrahi ISTANBUL
Yaprak Dilber Simay Tibbi Farmakoloji ANKARA
Yavuz Selim Intepe Gogus Hastaliklar YOZGAT
Yilmaz Bas Tibbi patoloji CORUM
Yusuf Karavelioglu Kardiyoloji CORUM



Kiymetli okuyucular;

Hitit Universitesi Tip Fakiltesi Dergimizin yeni sayisi ile
karsinizdayiz.

Dergimizin kurullarindaki tiim arkadaslarimizla beraber yogun caba
sarfederek akademik dinyaya katkimizi ve dergimizin yazar/
okuyucu Kitlesini arttirmaya calisiyoruz. Dergimize ilginin son
glnlerde daha da arttigini gormekten mutluluk duyuyoruz. Bu
saylda da akademik dinyaya katkida bulunmasini umdugumuz 6
adet orjinal/arastirma olmak Uzere farkli alanlarda toplam 11
makaleyi bilim dlinyasina sunuyoruz.

TUim okuyucularimiza keyifli ve yararli okumalar diliyoruz.

Saygilar...

Dog. Dr. Abdulkerim YILDIZ
HMJ Editéryal Kurul adina



[CINDEKILER, - INDEX

ORIJINAL MAKALELER / ORIGINAL ARTICLES

Effect of the SARS-CoV-2 Pandemic on Treatment Processes of Patients with Severe Asthma Who Were Receiving
Monoclonal Antibody Treatment

Monoklonal Antikor Tedavisi Verilen Agir Astimli Hastalarin Astim Kontroliine ve Tedavi Stireclerine SARS-CoV-2
Pandemisinin Etkisi

Emel Atayik, Gokhan Aytekin 78-83

Comparison of SARS-CoV-2 RT-PCR Positive and Negative Patients with COVID-19 Pneumonia in Intensive Care Unit
Yogun bakimda COVID-19 Pnémonisi olan SARS-COV-2 RT-PCR Pozitif ve Negatif Hastalarin Karsilastiriimasi

Duygu Kayar Calili, Nurten Arslan, ismail Tiirkéz, Gilman Tugce Tutkun, Emine Gencer, Murat Altuntas, Fadime Ozge Aygiin
Kas, Umit Gemici 84 -88

Factors Predicting Inaccuracy Between Frozen Section Analysis and Postoperative Pathology Results: A Tertiary Center
Experience

Frozen/Section Sonuglari ile Postoperatif Patoloji Sonuclar Arasindaki Uyumsuzlugu Ongéren Faktérler: Tersiyer Merkez
Sonuclan

Utkan Sagir, Cigdem Kilig, Dogukan Ozkan, Fatih Kilic, Mehmet Unsal, Okan Aytekin, Cigdem Giiler Mesci, Giinsu Kimyon
Comert, Taner Turan 89-97

Evaluation of Percutaneous Nephrolithotomy Results and Their Potential Factors Among Local Population and Refugees

Yerli Popllasyon ve Miilteciler Arasi Perkiitan Nefrolitotomi Sonuglarinin ve Etkileyen Olasi Faktérlerin Degerlendirilmesi

Mesut Berkan Duran, Yalcin Kizilkan, Taha Numan Yikilmaz, Murat Demiray, Abdulmecit Yavuz, Soner Akcin, Serdar Toksoz
98- 103

COViD-19 Pandemisi Kosullan Dikkat Eksikligi Hiperaktivite Bozuklugu ve Otizm Spektrum Bozuklugu Tanisi Olan
Cocuklarin Annelerini Etkiledi mi?

Have Coronavirus Pandemic Conditions Affected Mothers of Children Diagnosed with Attention Deficit Hyperactivity Disorder
and Autism Spectrum Disorder?

Ece Yazla, Azad Asafov, Funda Oguz 104 - 110

Ailelerin Cocuklarindaki Ates Hakkinda Bilgi, Tutum ve Davraniglari
Knowledge, Attitudes and Behaviors of Families About Fever in Their Children
Hakan Salman, Zeliha Salman, Mustafa Akgam 111- 117

DERLEME / REVIEW ARTICLE

Koroner Arter Hastalarinda Egzersiz Recetesi ve Fiziksel Aktivite Danigsmanhgi
Exercise Prescription and Physical Activity Counseling in Coronary Artery Patients
Zehra Can Karahan 118-122

Giincel Bilgiler Isiginda Taktik Muharebe Yarali Bakimi
Tactical Combat Casualty Care in the Light of Current Information
Ecem Kalemoglu, Murat Kalemog|u 123-128

OLGU SUNUMU / CASE REPORT

A Case of SARS-CoV-2 Associated Pediatric Encephalitis
SARS-CoV-2 iligkili Pediatrik Ensefalit Olgusu
Erkut Etcioglu, Muhammet Rasit Aydin, Hilya Yasar, Esin Gizem Olgun, Hasan Apaydin 129-131

Cocuklarda Konvulsiyonun Nadir Bir Nedeni Akut Intermittan Porfiria

A Rare Cause of Convulsions in Children Acute Intermittent Porphyria
Aysen Tiredi Yildinm, Arzu Caliskan Polat, Havva Yazici, Ozlem Acar 132-134

EDITOR’E MEKTUP / LETTER to EDITOR

Tele - Tip Uygulamalan
Serdar Ozdemir 135




sHM

HIiTiT UNIVERSITESi TIP FAKULTESi DERGISi

EKiM - 2022
OCTOBER - 2022

ELEKTRONIK DERGI
ELECTRONICAL JOURNAL



0ZGUN ARASTIRMA /ORIGINAL ARTICLE

Effect of the SARS-CoV-2 Pandemic on Treatment Processes of Patients with
Severe Asthma Who Were Receiving Monoclonal Antibody Treatment
Monoklonal Antikor Tedavisi Verilen Agir Astimli Hastalarin Astim Kontrollne ve
Tedavi Sureclerine SARS-CoV-2 Pandemisinin Etkisi

Emel Atayik®, Gokhan Aytekin*

1 University of Health Science, Konya City Hospital, Department of Allergy and Clinical Immunology, Konya, Turkey

Gelis Tarihi/Received: 02.06.2022
Kabul Tarihi/Accepted: 07.08.2022
Yazisma Adresi/Address for
Correspondence:

Emel Atayik

University of Health Science, Konya City
Hospital, Konya, Turkey

Department of Allergy and Clinical Immu-
nology Konya, TURKEY

E-posta: emelakinci@yahoo.com

Anahtar Sozciikler
SARS-CoV-2
Omalizumab
Mepolizumab

Keywords
SARS-CoV-2
Omalizumab
Mepolizumab

Orcid No

EA? :0000-0002-7011-7752
GA? :0000-0002-9089-5914

Abstract

Objective: Patients with severe asthma are at particularly higher risk for SARS-CoV-2
infection and disease severity due to exacerbations of asthma caused by viral infe-
ctions, SARS-CoV-2 viral load at hospitals and challenges in access to health-care
facilities due to some restrictions. Thus, we aimed to investigate effect of the SARS-
CoV-2 pandemic on treatment and control of asthma in patients receiving monoclo-
nal antibody (MAb) treatment.

Material and method: The patients, who were using MADb for treatment of for severe
persistent asthma, were enrolled. Each patient was asked to fill in a validated Coro-
navirus anxiety scale and a mini survey.

Results: Sixty-two patients (Female: 44; Male: 18), who were given MAb therapy for
asthma, were enrolled. Patients’ treat-ment compliance was 56.5% in March-Ap-
ril-May 2020. Curfew was the most common government-related factors that have
influenced patients’ compliance to treatment (35.5%). The most common individual
factor was fear of contracting SARS-CoV-2 (40.3%). Exacerbated symptoms and need
for additional treatment for asthma were significantly more common in patients, who
were not compliant to treatment, compared to the patients adherent to MAb treat-
ment (p= 0.034 and p= 0.013)

Conclusion: Treatment compliance has reduced in patients, who take MAb treat-
ment, due to both governmental and individual reasons. This has led to more com-
mon admissions to emergency department with complaints of asthma and need for
an additional treatment. All these findings indicate that patients should maintain the-
ir MAb treatments despite the pandemic and that they should minimize the risk of

SARS-CoV-2 infection by following the recommendations published in the guidelines.

0z

Amag: A8Ir astimi olan hastalar, viral enfeksiyonlarin neden oldugu astim alevlen-
meleri, hastanelerdeki SARS-CoV-2 viral yuku ve bazi kisitlamalar nedeniyle saghk
tesislerine erisimdeki zorluklar ve tedavilerindeki aksamalar nedeniyle 6zellikle
SARS-CoV-2 enfeksiyonu ve hastaligin siddeti agisindan daha ylksek risk altindadir.
Bundan dolayi monoklonal antikor (MAb) tedavisi alan hastalarda SARS-CoV-2 pande-
misinin astim tedavisi ve kontroll Uzerindeki etkisinin arastirilmasi amaclandi.
Gerec ve Yontemler: Agir persistan astim tedavisi icin MAb kullanan hastalar galis-
maya dahil edildi. Her hastadan onaylanmis bir Coronavirtis kaygi 6lcegi ve mini bir
anket doldurmasi istendi.

Bulgular: Agir astim nedeniyle MAb tedavisi alan 62 hasta (Kadin: 44; Erkek: 18) ca-
lismaya alindi. Mart-Nisan-Mayis 2020’de hastalarin tedaviye uyumu %56.5 idi. Soka-
ga cikma yasag), hastalarin tedaviye uyumunu (%35.5) etkileyen en yaygin hiikiimetle
ilgili faktor olarak saptandi. En yaygin bireysel faktor, SARS-CoV-2 kapma korkusuydu
(%40.3). Tedaviye uyum saglamayan hastalarda, MAb tedavisine uyan hastalara gore,
semptomlarda artis ve astim icin ek tedavi gereksinimi anlaml olarak daha fazlaydi
(p=0.034 ve p= 0.013)

Sonuc: MAb tedavisi alan hastalarda hem resmi hem de bireysel nedenlerle tedaviye
uyum azalmistir. Bu durum acil servise astim sikayetleri ve ek tedavi ihtiyaci ile daha
sik basvurulara neden olmustur. Tim bu bulgular, hastalarin pandemiye ragmen MAb
tedavilerini slrdurmeleri gerektigini ve kilavuzlarda yayinlanan tavsiyelere uyarak
SARS-CoV-2 enfeksiyon riskini en aza indirmeleri gerektigini gostermektedir.

Atayik E, Aytekin G. Effect of the SARS-CoV-2 pandemic on treatment processes of patients with severe asthma who were receiving monoclonal anti-
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Introduction

Following the initial identification on December 2019
in Wuhan, China, severe acute respiratory syndrome coro-
na virus-2 (SARS-CoV-2) has spread to the world, resulting
with one of the most catastrophic pandemics in the history
of mankind (1, 2). During approximately 1 year following the
initial identification, it has caused death of approximately
1.900.000 people worldwide (3). The principle factor respon-
sible for mortality in SARS-CoV-2 is the cytokine storm caused
by abnormally activated immune system and resultant respi-
ratory failure (2). Although some vaccines have been intro-
duced for protection against the disease, vaccination of all
people and achievement of an effective public immunity do
not seem possible in the near future. Moreover, due to lack of
a definitive treat-ment for the disease, the best way for pro-
tection against SARS-CoV-2 includes hand washing, wearing
a mask, social distancing and isolation of infected individu-
als (4). Due to very high infectivity of the disease, all count-
ries have had to take some protective measures, particularly
including curfew, as well as intercity- and international travel
restrictions in order to prevent spread of the disease. Alt-
hough these measures protect high-risk patients from SARS-
CoV-2 infection to some extent, they have led to problems in
their follow-up at hospital and access of the patients to he-
althcare facilities for inpatient treatment institutions as well
as increased anxiety (5). Furthermore, these factors have led
to SARS-CoV-2-related fear, worry and anxiety in patients (6).
Patients with severe asthma are at particularly higher risk for
SARS-CoV-2 infection due to exacerbations of asthma caused
by viral infections, increased SARS-CoV-2 viral load at hos-
pitals and challenges in access to healthcare facilities due
to several restric-tions (7-9). However, it has been revealed
out that many patients hindered their treatments or did not
present asthma outpatient clinics and that they, therefore,
did not receive particularly their monoclonal antibody therapy
due to the restrictions imposed during this period and fear of
SARS-CoV-2 infection.

Thus, we aimed, in this study, to investigate effect of the
SARS-CoV-2 pandemic on treatment and control of asthma in
patients receiving monoclonal antibody therapy due to severe
asthma and to demonstrate government- and/or patient-rela-
ted reasons by determining patients’ reasons for presenting
late or not presenting for treatment. In addition, we planned
to investigate effects of a delay in monoclonal antibody the-
rapy on symptoms, asthma control and admission to emer-
gency department to due asthmatic complaints and to exa-
mine effect of the SARS-CoV-2 pandemic on anxiety levels of
these patients.

Material and Methods

The study enrolled the patients, who were being fol-
lowed-up in our clinic between January 2015 and June 2020
for severe persistent asthma and using monoclonal antibody
therapy, such as omalizumab or mepolizumab, for asthma
control. Of these patients -admitted to outpatient clinic during
March-April-May 2020, when the first case of SARS-CoV-2

Atayik E, Aytekin G. Effect of the SARS-CoV-2 pandemic on treatment processes of patients with severe asthma who were receiving monoclonal anti-
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from Turkey was reported and some restrictions were impo-
sed in order to reduce the risk of transmission- a mini survey
was applied that we have developed particularly for this exa-
mination. The mini survey was applied face-to-face in baseline
outpatient clinic visit or by phone calls since June 2020 when
the normalization process started in Turkey. The mini survey
addressed demographics, including patients’ age, gender,
education status, history of comorbid diseases, presence of
atopy, name and dosing frequency of the biological agent and
whether an allergen-specific immunotherapy was administe-
red. In addition, we also investigated whether they visited the
hospital for monoclonal antibody treatment and whether they
presented late or did not present on March-April-May 2020.
Government-related reasons (curfew, intercity travel restri-
ction, failure to schedule an outpatient clinic appointment,
status of disability and pregnancy etc.) and patient-related
factors (fear of viral infection, fear of transmitting the virus
to family members, possibility of supplying the drug directly
from pharmacies during this period, feeling no need for tre-
atment in this period, Coronavirus disease 2019 (COVID-19)
infection or COVID-19 quarantine etc.) were addressed. The
patients, who did not present for outpatient clinic control visit
at least once on March, April or May 2020 were considered
non-compliant to monoclonal antibody therapy. Each patient
was also asked to fill in a validated coronavirus anxiety scale
(Annex-1) (10).

Annex . Coronavirus Anxiety Scale (10)

1. | felt dizzy and dull or was about to faint when | read or
heard news about coronavirus.
a. Always  b. Usually

d. Seldom

c. Sometimes
e. Never

2. | had problems with falling asleep or staying asleep
because | thought about coronavirus.
a. Always  b. Usually c. Sometimes
d. Seldom e. Never

3. | felt like having a stroke or petrified when | thought
about coronavirus or was subject to these issues.
a. Always b. Usually c. Sometimes
d. Seldom e. Never

4.1 lost my appetite when | thought about coronavirus or
| was subject to these issues.
a. Always  b. Usually
d. Seldom

c. Sometimes
e. Never

5. | had nausea or stomach discomfort when | thought
about coronavirus or | was subject to these issues.
a. Always  b. Usually c. Sometimes
d. Seldom e. Never
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We also investigated their need for an additional treat-
ment (systemic steroids, long-acting beta agonists, short-ac-
ting beta agonists, leukotrien receptor antibody, inhaled an-
ticholinergic drug etc.) when they did not receive or received
late the monoclonal antibody treatment; admissions to emer-
gency department to due exacerbations of asthma; additio-
nal asthmatic complaints (shortness of breath, productive
cough, severe expectoration etc.)); and use of a drug, food or
herbal supplement during this period.

Study data was analyzed using IBM SPSS Statistics Ver-
sion 22 software package (New York, United States). Para-
meters with normal distribution were expressed as mean
+ standard deviation, while the parameters without normal
distribution were expressed as median (interquartile range:
minimum-maximum). Descriptive data were presented as
frequencies and percentages and compared using Chi-squ-
are test. Baseline characteristics were compared using inde-
pendent Student t, Mann-Whitney rank-sum, Fisher exact or
Chi-square tests, where appropriate.

The study was approved by Scientific Research Platform
of Turkish Ministry of Health. In addition, an ethics committee
approval was obtained from the Ethics Committee of Karatay
University (Decision Nr. 2020/018 dated 15.12.2020, and
numbered 41901325-050.99). The study was carried out in
accordance with the principles of the Helsinki Declaration.
Informed consent form was obtained from the patients.

Results

Sixty-two patients (Female: 44 (71%); Male: 18 (29%)),
who were receiving monoclonal antibody for asthma, were
enrolled. Mean age of the study population was 46.52 +
14.50. Patients’ demographics and clinical characteristics
are summarized in Table 1.

Patients’ compliance to treatment was 56.5% in Mar-
ch-April-May 2020. April was characterized with poorest
compliance (59.7%; 80.6% in March; and 71% in May). The
most common government-related factors that have influen-
ced treatment compliance were curfew (35.5%) and travel
restrictions (32.3%). The most common individual factors
were fear of SARS-CoV-2 infection (40.3%) and transmitting
SARS-CoV-2 to family members (32.3%) (Table 2). There was
no significant difference between patients compliant and
non-compliant to monoclonal antibody therapy during Mar-
ch-April-May 2020 in terms of answers given to the anxiety
survey (Table 3). Compliant and non-compliant patients did
not differ significantly in terms of age, gender, education sta-
tus and type of the monoclonal antibody (Table 2). Rate of ad-
mission to emergency department on March-April-May 2020
due to symptoms of asthma during the pandemic was higher
in non-compliant patients than the compliant ones. Howe-
ver, this difference was not statistically significant (p=0.077).
Moreover, fear of SARS-CoV-2 infection and transmitting the
virus to others was significantly more common in this patient
group compared to the patients, who complied with the mo-
noclonal antibody treatment (p=0.001 and p=0.001, respe-
ctively). Furthermore, exacerbated symptoms of asthma and
need for additional treatment for asthma during the pandemic
were significantly more common in non-compliant patients that
compliant ones (p=0.034 and p=0.013, respectively, Table 2).
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Table I. Demographics parameters of patients

Parameters Results

Age, year,mean(SD) 46.52 + 14.50
¢ Female 46.12 + 14.35
e Male 4750 £+ 15.25
Gender, female, n (%) 44 (71%)
Education, n (%)
e |llliterate 10 (16.1)
e Primary School 30 (48.4)
*  High School 9 (14.5)
e University 13 (21)
Diagnosis, n (%)
e Allergic asthma 42 (67.7)
* Non-allergic asthma 20 (32.3)
Atopy, n (%)
*  Non atopic 20 (32.3)
*  House dust mite allergy 28 (45.2)
e Mold allergy 7 (11.3)
e Pollen allergy 4 (6.5)
* Animal dander allergy 3(4.8)
Duration of the disease, year 10 (2-40)
Injections of monoclonal antibody (number) 8 (3-54)
¢ Omalizumab: 8 (3-54)
¢ Mepolizumab: 6 (4-10)
Monoclonal antibody, n (%)
Omalizumab / 4 weeks,mg: 44 (71)
e 150 mg 6(9.7)
e 300mg 21 (33.9)
e 450 mg 9 (14.5)
e  600mg 8(12.9)
Mepolizumab / 4 weeks: 18 (29)
e 100 mg 18 (29)
Immunotherapy, n (%) 3(4.8)
Treatment compliance, n (%) 5 (56.5)
e March 0 (80.6)
e April 37 (59.7)
e May 4 (71.0)
Government-related reasons, n (%)
e Curfew 22 (35.5)
e Travel restriction 20 (32.3)
e COVID-19 disease 5(8.1)
¢ COVID-19 quarantine 2(3.2)
*  Pregnancy / disability 1(1.6)
Individual reasons, n (%)
¢  Fear of SARS-CoV-2 infection 25 (40.3)
e Fear of transmitting SARS-CoV-2 to 23(37.1)

family
e Supplying drugs directly from 7(11.3)

pharmacies
* Not feeling need for treatment 3(4.8)
e Administration of drug in another

medical center 2(3.2)
Need for additional treatment, n (%) 20 (32.2)
¢ Inhale steroid + SABA 13 (21)
e Systemic steroids 7 (11.3)
¢ Admission to emergency department, n (%) 3(4.8)
e Exacerbation of symptoms, n (%) 38 (61.3)

Atayik E, Aytekin G. Effect of the SARS-CoV-2 pandemic on treatment processes of patients with severe asthma who were receiving monoclonal anti-
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Table Il. Comparison of patients, who comply or do not comply with monoclonal antibody treatment

Parameters Compliant Non-compliant P
Patients (n: 35) | Patients (n: 27)
Age, year 4520 + 13.23 | 48.31 + 16.16 0.412
Gender, female, n (%) 24 (68.6) 20 (74.1) 0.636
Education, n (%) 0.125
e llliterate 3(8.6) 7 (25.9)
e Primary School 18 (51.4) 12 (44.4)
e High School 4 (11.4) 5 (18.5)
e University 10 (28.6) 3(11.12)
Atopy, n (%) 0.100
¢ Non atopic 16 (45.7) 4 (14.8)
¢ House dust mite allergy 14 (40) 14 (51.9)
e Mold allergy 3(8.6) 4 (14.8)
e Pollen allergy 1(2.9) 3(11.1)
¢ Animal dander allergy 1(2.9) 2(7.4)
Duration of the disease, n (%) 5 (1-35) 4 (1-30) 0.078
Injections of monoclonal antibody (number) 7 (3-36) 9 (3-54) 0.198
Treatment, n (%) 0.927
e Omalizumab 25 (71.4) 19 (70.4)
e Mepolizumab 10 (28.6) 8 (29.6)
Immunotherapy, n % 2 (5.7) 1(3.7) 0.715
Fear of SARS-CoV-2 infection 0 25 (92.6) 0.001
Fear of transmitting SARS-CoV-2 to family members 0 23 (85.2) 0.001
Need for additional treatment during pandemic, n (%) 6 (17.1%) 13 (48.1) 0.013
Admission to emergency department, n (%) 0 3(11.1) 0.077
Exacerbation of symptoms, n (%) 17 (48.6%) 21 (77.8) 0.034
COVID-19: Coronavirus disease 2019, SARS-CoV-2:Severe acute respiratory syndrome coronavirus-2
Table lll. Answers of patients using monoclonal antibodies to the COVID-19 anxiety questionnaire
Questi- Answers Compliant Non-compliant P
ons Patients (n: 35) | Patients (n: 27)
Always 0 0 0.163
) Usually 4(11.4) 4 (14.8)
Q“eStLO” Sometimes 2(5.7) 4(14.8)
L.n (%) | seldom 2 (5.7) 5 (18.5)
Never 27 (77.1) 14 (51.9)
Always 0 0 0.506
_ Usually 4 (11.4) 3(11.1)
Question [ sometimes 3(8.6) 6 (22.2)
2,n (%) |Seldom 5 (14.3) 3(11.1)
Never 23 (65.7) 15 (55.6)
Always 0 0 0.196
Usually 4 (11.4) 2(7.4)
Question | Sometimes 2 (5.7) 5 (18.5)
3,n(%) |Seldom 1(2.9) 3(11.1)
Never 28 (80) 17 (63)
Always 1(2.9) 0 0.362
Question | Usually 3(8.6) 4 (14.8)
4,n (%) Sometimes 2 (5.7) 5 (18.5)
Seldom 6 (17.1) 5 (18.5)
Never 23 (65.7) 13 (48.1)
Always 0 0 0.213
. Usually 4(11.4) 3(11.1)
%uest:;n Sometimes 3(8.6) 6 (22.2)
1 (%) Seldom 3(8.6) 5 (18.5)
Never 25 (71.4) 13 (48.1)
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Discussion

The SARS-CoV-2 pandemic has become a global public he-
alth issue that has influenced the whole world. Imposed rest-
rictions and fear of contracting/transmitting SARS-CoV-2 have
reduced admissions to medical centers, resulting with a major
effect on physician-patient interaction. Due to pandemic-rela-
ted reasons, the patients refrain from hospital visits, leading to
loss of control for chronic diseases and/or delays in patients’
access to appropriate treatments. Our study also found that
patients’ compliance to treatment reduced during the pan-
demic and, compared to the patients, who were compliant to
monoclonal antibody treatment, the non-compliant patients
suffered from asthma-related symptoms and needed an ad-
ditional treatment more commonly and they were also more
commonly admitted to emergency department, although the
difference was not statistically significant. Furthermore, the
non-compliant patients were determined to have higher fear of
viral infection or transmitting the virus to others compared to
compliant patients.

Reduction in hospital admissions and adherence to treat-
ment during the COVID pandemic is unsurprising. In countries
with higher prevalence of COVID-19, such as Italy and United
States of America (USA), physical consultations reduced by
80% along with number of open offices (11). Similarly, Jeffrey
et al. reported that admissions to emergency departments due
to non-COVID conditions have been by 41.5-63.5% in 5 states
of the U.S. (Colorado, Connecticut, Massachusetts, New York,
and North Carolina) in first 4 months of the pandemic (12). In a
study by Ozturk et al., they reported that they have terminated
monoclonal antibody therapy due to allergic diseases in 25%
of the patients (11). In our current study, rate of outpatient cli-
nic admissions was 56% on March-April-May 2020, with lowest
rate in April (59.7%). The most common government-related
reasons for the reduction in hospital admissions were curfew
and travel restrictions (35.5% and 32.3%, respectively), while
the most common patient-related factors were fear of SARS-
CoV-2 infection and transmitting the virus to family members
(40.3% and 37.1%, respectively). Thus, exemptions for curfew
or travel restrictions later during the pandemic for patients with
asthma, who need visit a hospital for monoclonal antibody the-
rapy, may be beneficial for easier access to medical centers.

Monoclonal antibodies used for treatment of asthma, such
as omalizumab and mepolizumab, have been shown to have
some antiviral effects in various studies (13-17). Omalizumab
downregulates high-affinity IgE receptors on plasmocytoid
dendritic cells; reduces expression of TLR7, a receptor that re-
cognizes virus and induces innate immunity; leads to an incre-
ase in levels of other immunoglobulins; and reduces synthesis
of IL-6, IL-13 and TNF-a and level of periostin in bronchoalveolar
lavage as well as lipopolysaccharide-induced acute lung injury
(13-16, 18). Mepolizumab, however, inhibits entry of SARS-
CoV-2 virus into epithelial cells, leads to an increase in NK cell
counts and local IgA levels, and reduces SARS-CoV-2-induced
epithelial injury by decreasing eosinophil counts and eosinop-
hil-derived cytokines and chemokines (17). Due to cumulative
antiviral effectiveness of omalizumab, many guidelines on ast-
hma, especially The European Respiratory Society (ERS),

The European Academy of Allergy and Clinical Immunology
(EAACI) and The Allergic Rhinitis and its Impact on Asthma
Foundation (ARIA) guidelines, have reported that treatment for
asthma should not be terminated or switched due to SARS-
CoV-2-related concerns, or otherwise, asthma control may be
lost or systemic steroids may be required for asthma control,
and continuation of anti-IgE and anti-IL-5 treatments may re-
duce virus-induced exacerbations of asthma (7, 19, 20). Our
results support the recommendations by the aforementioned
guidelines. In our study, asthmatic patients with complete ad-
herence to monoclonal antibody treatment had no admission
to emergency department due to asthma during the pande-
mic. In addition, compared to those with poorer adherence,
they had less asthma-related symptoms and needed an additi-
onal treatment less commonly during the pandemic. Although
home-use of omalizumab has not yet been approved in Turkey,
Timmerman et al. reported that 47% of the patients receiving
omalizumab for severe asthma would prefer self-administra-
tion at home and this rate was 77.6% among teenagers and
young adults (21). In similar studies, it has been revealed out
that omalizumab can be self-administered at home after ap-
propriate training and it is both cost-effective and time-saving
(22, 23). Therefore, especially for Turkey, home-use of omalizu-
mab may be an appropriate treatment option in the future for
reduction of adherence to treatment due to some restrictions
and individual reasons.

Rapid spread of COVID-19 infection all over the world has
influenced both physical and mental health (24). Social distan-
cing, curfews, periods of isolation and quarantine, fear of cont-
racting or transmitting SARS-CoV-2 to loved ones and future
concerns affect patients’ mental health (5). Vindegaard et al.
found a significant increase in depressive and posttraumatic
stress symptoms in COVID-19 patients. In the same study, inc-
reased depression/depressive symptoms, anxiety and impa-
ired sleep quality were reported in healthcare professionals,
and increased anxiety and depression scores in general po-
pulation (25). In a previous Chinese study, anxiety scores of
students with Covid-19 positive relatives, friends and loved
ones were higher (26). In our study, anxiety levels regarding
the fear of contracting or transmitting the virus to others were
lower in patients, who were compliant to monoclonal antibody
therapy, than non-compliant patients, indicating potential be-
nefits of the treatment. Furthermore, increased anxiety and
fear of transmitting the virus in non-compliant patients may
have caused avoidance from environments with higher risk of
COVID-19, such as hospitals, leading to a reduction in their ad-
herence to treatment.

The limitation of our study was to evaluate the treatment
progress of patients who received monoclonal antibody the-
rapy, it was not compared with patients with severe asthma
who did not receive this therapy.
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Conclusion

In conclusion, patients’ compliance to monoclonal anti-
body therapy has reduced because of both governmental and
individual reasons. This has led to more common admissions
to emergency departments with complaints of asthma and
need for an additional treatment. In addition, concerns about
transmitting the virus were higher in non-compliant patients
compared to compliant ones. All these indicate that patients
should continue their monoclonal antibody treatments des-
pite the pandemic, while the risk of transmitting SARS-CoV-2
should be minimized by following the recommendations by
the guidelines and science committees.
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Abstract

Objective: We aimed to compare RT-PCR positive and RT-PCR negative patients with
radiologically confirmed COVID-19 pneumonia admitted to the intensive care unit in
terms of outcome and laboratory results in the inflammation process.

Material and method: Patients who were admitted to the intensive care unit due to
respiratory failure and had typical COVID-19 pneumonia findings on thorax tomograp-
hy were included in the study. Patients were grouped as RT-PCR negative and RT-PCR
positive. Groups were compared for descriptive and laboratory characteristics, treat-
ments, length of stay and outcome.

Results: Lactate, D-dimer levels, and leukocyte, neutrophil counts of the RT-PCR
positive group were lower than the other group (p<0.05). Ferritin and CRP values were
higher in the RT-PCR positive group (p<0.01). The duration between symptom onset
and admission to intensive care unit was longer in the PCR-positive group(p=0.016).
Pa0,/FiO, ratio was 193.58+60.26 in RT-PCR negative group, and 111.16+58.51
in RT-PCR positive group (p=0.01). There was no statistically significant difference
between the groups in terms of length of stay, respiratory therapies or outcome
(p>0.05).

Conclusion: We may say that RT-PCR negative and RT-PCR positive patients were in
different inflammation period in admission. We concluded that there was no differen-
ce between groups in terms of outcome.

0z

Amag: Yogun bakima kabul edilen RT-PCR pozitif ve toraks tomografisinde Corona-
virliis-19 pnémonisi bulgulari olan RT-PCR negatif hastalari sagkalim ve laboratuvar
sonuglari acisindan karsilastirmayr amagcladik.

Gereg ve Yontemler: Solunum yetmezligi ile kabul edilen, goriintiilemede tipik pno-
moni bulgular olan hastalar calismaya alindi. Hastalar RT-PCR negatif ve RT-PCR po-
zitif olarak gruplandi. Gruplar tanimlayici 6zellikler, sagkalim, laboratuvar, tedaviler,
yatis sureleri acisindan karsilastirildi.

Bulgular: RT-PCR pozitif grubun Laktat, D-dimer, I16kosit, notrofil sayilari diger grup-
tan dislk (p<0,05), Ferritin ve CRP degerleri yliksekti (p<0,01). Semptom baslan-
gicl ve kabul arasindaki sure PCR-pozitif grupta yuksekti (p=0,016). RT-PCR negatif
grupta Pa0,/Fi0, orani 193,58+60,26, RT-PCR pozitif grupta 111,16+58,51 bulundu
(p=0,01). Gruplar arasinda yatis sureleri, solunum tedavileri ve sagkalim agisindan
fark yoktu (p>0,05).

Sonug: Gruplarin yogun bakima kabullerinde farkli inflamasyon fazlarinda olabile-
ceklerini distinmekteyiz ancak sagkalim agisindan gruplar arasi farklilik olmadigini
gorduk.

Calill Kayar D, Arslan N, Tirkéz i, Tutkun GT, Gencer E, Altuntas M, Kas FOA, Gemici U. Comparison of SARS-CoV-2 RT-PCR Positive and Negative
Patients with COVID-19 Pneumonia in Intensive Care Unit. Hitit Med J 2022;4(3): 84 - 88 DOI: 10.52827/hititmedj.1125430



Introduction

The coronavirus disease 2019 (COVID-19) has spread all
over the world and has resulted in an important health crisis.
It has been known that the clinical spectrum of COVID-19 is
quite wide, varying from asymptomatic course to severe res-
piratory failure and death due to organ damage. In the case
of severe respiratory involvement, patients experience severe
dyspnea, tachypnea, hypoxia, and the Pa0,/FiO, ratio may
decrease below 300 mmHg (1). Intensive care unit (ICU) ad-
mission rate of COVID-19 patients is high due to the need for
respiratory support, organ failure, and frequent complicati-
ons. Advanced age and the presence of chronic comorbidities
frequently result in a severe clinical picture, and the need for
follow-up in the ICU is higher in those COVID-19 patients (2).

The definitive diagnosis of COVID-19 is made by a posi-
tive SARS-CoV-2 reverse transcriptase-polymerase chain re-
action (RT-PCR). In patients with pulmonary involvement of
COVID-19, thorax computed tomography (CT) findings are
also considered an important guide in the diagnosis and in
the management of COVID-19, particularly in RT-PCR nega-
tive ones (2-4). In case of low viral load, particularly in the
early phase of infection, or in cases where sampling is not
performed properly, RT-PCR test may result in false negative
results, and CT guides cohorting and treatment in those ca-
ses (3,4). Appearance of characteristic thorax CT findings in
those patients suggests COVID-19 diagnosis, and are valuab-
le in terms of planning the area of hospitalization (for the iso-
lation of infected patients) as well as starting their treatment
in the early symptom period.

Although the laboratory values may change in different
clinical periods, infection and inflammatory response mar-
kers increase, and high CRP, fibrinogen, and ferritin levels
are expected. High D-dimer level, which is an indicator of the
pro-coagulation process is also expected, as well as a high
LDH level, which increases in parallel with lung damage and
organ failure. In the complete blood count, leukocyte count
is normal or low, lymphocyte count is low, and platelet count
is normal in the early period of the disease. In the advanced
inflammatory phase, thrombocytopenia, leucocytosis, and
increase in neutrophil count are common, in line with the
worsening of the inflammatory process. With further lympho-
penia, an increased neutrophil/lymphocyte ratio is observed,
and a higher neutrophil/lymphocyte ratio may indicate a poor
prognosis and mortality (5).

Data about diagnostic and clinical processes related to
covid-19 disease were insufficient at the beginning of the
pandemic of COVID-19. Also, how to evaluate RT-PCR nega-
tive patients that have characteristic CT findings were indefi-
nite and there were no efficient studies that compare RT-PCR
negative and positive patients in the literature. We aimed to
compare RT-PCR positive and RT-PCR negative patients with
radiologically confirmed COVID-19 pneumonia admitted to
the ICU in terms of outcome and laboratory results in the inf-
lammation process.

Material and Methods

Our study has a retrospective design and was carried out
by the physicians caring for patients in the COVID-ICU of Zon-
guldak State Hospital,
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between March and June 2020. The permission for resear-
ch was obtained from the Ministry of Health, and the study
protocol was approved by the local Ethics Committee (Bulent
Ecevit University, Turkey, Dec 02, 2020, no: 2020/23-7). Con-
fidentiality of patient identity and patient information were
ensured during the collection and analysis of the data.

The population of the study consisted of patients with
tachypnea (respiratory rate> 30/min), hypoxia (oxygen satu-
ration <90% despite 5 L/min inhaled oxygen), and patients
with COVID-19 pneumonia who were admitted to the adult
ICU due to hemodynamic instability or organ failure between
March and June 2020. Admissions to our ICU were from two
different clinics (emergency medicine and infectious disea-
ses). Patients were in different clinical pictures although their
conditions met criteria of ICU admission. Although radiologi-
cally confirmed CT images of patients helped to support the
diagnose, negative test result of SARS-CoV-2 RT-PCR indica-
ted that the diagnose was suspicious. This situation caused
positive patients to be admitted to the infectious diseases
service primarily but patients who need intensive care were
immediately admitted to the ICU.

Patients with thorax CT findings compatible with COVID-19
were divided into two groups as PCR-Positive (PCR-Pos) and
PCR-Negative (PCR-Neg). Patients who had missing data were
excluded from the study. In order to prevent false negative
results, patients with at least two consecutive negative PCR
test results after symptom onset were included in PCR-Neg
group. The patients were treated in accordance with the CO-
VID-19 treatment guideline of the Turkish Ministry of Health.

The patients’ history and observation charts, discharge
reports, and medication orders were examined retrospecti-
vely. The duration between symptom onset and admission to
the ICU, consulted clinic (emergency medicine or infectious
disease), the length of stay in the ICU and hospital, outcome,
the severity of Acute Physiology and Chronic Health Evalua-
tion (APACHE II) score, sequential organ failure assessment
(SOFA) score were evaluated. The ratio of partial arterial oxy-
gen pressure to fractionated oxygen in the inspired air (Pa0,/
FiO, ratio), whether they received vasopressor therapy, whet-
her there was an additional organ failure, respiratory therapy
applied, [(nasal cannula, oxygen mask, high flow nasal can-
nula, non-invasive mechanical ventilation (NIMV), invasive
mechanical ventilation (IMV)] and pharmacologic treatments
were recorded. Also, laboratory findings at admission [(D-di-
mer, ferritin, C-reactive protein (CRP), leukocyte, lymphocyte,
platelet and neutrophil counts, lactate dehydrogenase (LDH),
lactate and fibrinogen levels) were enrolled. Acute phase re-
actants (CRP, ferritin, fibrinogen) and blood cell levels (leuko-
cyte, lymphocyte, platelet, and neutrophil) were evaluated as
markers of inflammation period.

Number Cruncher Statistical System (NCSS) software was
used for the statistical analysis. Descriptive statistical met-
hods (mean, standard deviation, median, frequency, percen-
tage, minimum, maximum) were used while evaluating the
study data. The conformity of the quantitative data to the
normal distribution was tested with the Shapiro-Wilk test and
graphical examinations. Levene’s test was used to test ho-
mogeneity. Two-group comparisons of normally distributed
quantitative variables were done with Student-t test, and two-
group comparisons of non-normally distributed quantitative
variables were analyzed with Mann-Whitney U test and Wil-
coxon t-test. Pearson Chi-square test, Fisher’s exact test, and
Fisher-Freeman-Halton test were used for the comparison of
qualitative data. Statistical significance was set at p<0.05.



Results

In this period, 144 patients who met the criteria were
found. 30 patients were excluded from the study due to mis-
sing data. 45 patients were PCR-Pos and 69 patients were
PCR-Neg of the remaining 114 patients. In order to ensure
age, gender, and comorbidity homogeneity between these
two groups, a preliminary matching (1-n matching) was done
and 45 PCR-Neg patients were selected among 69 PCR-Neg
patients with CT findings compatible with COVID-19 pneumo-
nia. As a result, total of 90 patients were selected which 45
(50%) were PCR-Pos, 45 (50%) were PCR-Neg.

66.7% (n=30) of PCR-Pos patients were referred from the
infectious disease clinic, 80% (n=36) of PCR-Neg patients
were referred from the emergency medical clinic, there was
a difference between the groups in terms of clinics they were
consulted (p=0.001). The duration between symptom onset
and admission to ICU was 9.55+6.39 days in PCR-Pos, and
6.97+3.01 days in PCR-Neg patients (p=0.016) (Table 1).

There were no differences between the groups for length
of ICU or hospital stay, outcome, APACHE Il and SOFA scores,
need for vasopressor therapy, organ failure, or respiratory
therapies applied (p>0.05) (Table 1). PaO,/FiO, ratio was
111.16+£58.51 in PCR-Pos group and 193.58+60.26 in PC-
R-Neg (p=0.001) (Table 1). Favipiravir, intravenous immune
globulin (IVIG) and tocilizumab treatments were more used in
PCR-Pos group (p<0.05).

The comparison of the groups in relation with the labora-
tory data is presented in Table 2. PCR-Pos group had lower
D-Dimer (p=0.016), higher ferritin (p=0.001), higher CRP
(p=0.001), and lower leukocyte (p=0.003) and neutrophil
(p=0.009) counts compared to PCR-Neg group. The lactate
level was lower in PCR-Pos group (p=0.011). Lymphocyte and
thrombocyte counts, and LDH and fibrinogen levels of two
study groups were similar (p>0.05) (Table 2).

Table Il. Comparison of Laboratory data by RT-PCR result.

RT - PCR P
Table I. Comparisons by RT-PCR result VARIABLE Negative Positive VALUE
RT - PCR P N=45 N=45
VARIABLE - — VALUE D-Dimer (0-500 ng/ml (FEU) °0.016
Nﬁgjg © Pﬁi'fl';e Min-Max (Median) 1809530 (1772) | 190-9500 (1057)
Mean+SD 3357.80+3193.77 | 1847.13+2145.22
Consulted clinic, n (%) 20.001 —
- Ferritin (30-400 pg/L) °0.001
Emergency medicine 36 (80.0 15 (33.3 : .
Infect%ous)::liseases 9 ((20 O)) 30 266 7; Min-Max (Median) 27-2000 (280) 115-2000 (530)
. . MeanSD 484.00+539.59 809.64+629.26
i - + + 50.
aD;:i’Zgir;:itjv;;s)n’\:g;npigrg onset: 6.97+3.01 9.55+6.39 0.016 CRP (05 mg/L) 0.001
- Min-Max (Median) 3-384 (37) 11-506 (166)
Length of stay in ICU (days) Mean+SD | 12.58:10.89 | 13.04x10.17 | 0.677 Mean+SD 96.64+10568 | 182.584109.41
- - N Leucocyte (4-10 109/L) °0.003
Length of stay in hospital (days) 17.02+12.14 19.62+12.56 0.340 Min-Max (Median) 3.70-70 (13) 0.25-32 (10)
MeanSD Mean+SD 16.53+11.79 10.56+5.79
Outcome n (%) 20.527 Lymphocyte (0.8-4 109/1) °0.302
Died 20 (44.4) 23 (51.1) Min-Max (Median) 0.15-3.70 (0.8) 0.2-2.1(0.8)
Discharged 25 (55.6) 22 (48.9) Mean+SD 1.08+0.79 0.84+0.50
APACHE Il 10.214 Platelet (150-400 109/L) 90.410
Min-Max (Median) 7-34 (22) 11-42 (22) Min-Max (Median) 61-551 (243) 65-607 (269)
Mean+SD 20.78+7.24 22.64+6.91 Mean+SD 251.56+109.40 271.07+114.02
SOFA ¢0.361 Neutrophil (2-7 109/L) °0.009
Min-Max (Median) 2-10 (5) 2-14 (5) Min-Max (Median) 2.1-70 (11.6) 0.01-29 (8)
Mean+SD 5.47+2.57 6.20+3.12 Mean+SD 14.41+11.84 9.10+5.41
Pa0,/Fi0, ¢0.001 LDH (120-246 U/L) °0.366
Min-Max (Median) 85-315 (185) 45-340 (95) Min-Max (Median) 123-3290 (290) 100-790 (330)
Mean+SD 193.58+60.26 | 111.16+58.51 Mean+SD 467.76+543.88 | 361.36+146.07
Vasopressor therapy n (%) 8(17.8) 14 (31.1) 20,141 Lactate (0.5-1.6 mmol/L) °0.011
Min-Max (Median) 0.6-13 (1.60) 0.6-8 (1.3)
Organ failure n (%) 14 (31.1) 7 (15.6) 20.081 Mean+SD 2.39+2.12 1.69+1.40
Respiratory therapy n (%) °0.589 Fibrinogen (200-400 mg/dL) °0.136
Nasal + Mask 8(17.8) 5(11.2) Min-Max (Median) 122-863 (397) 190-779 (460)
NIMV 3(6.7) 1(2.2) Mean+SD 430.98+160.73 457.84+130.28
High-flow 13 (28.9) 14 (31.1)
MV 21 (46.7) 25 (55.6) CRP: C reactive protein, LDH: lactate dehydrogenase
°Mann Whitney U Test “Student-t Test
Pharmacologic treatment* n (%)
Favipiravir 26 (57.8) 37 (82.2) 20.011
Hydroxychloroquine 43 (95.6) 45 (100.0) 0.494
Methylprednisolone 15 (33.3) 20 (44.4) 20.280
IVIG 3(6.7) 12 (26.7) 20.011
C.Plasma 7 (15.6) 9 (20.0) a0.581
Tocilizumab 1(2.2) 11 (24.4) 20.002
Azithromycin 19 (42.2) 22 (48.9) 20.525

APACHE II: Acute Physiology and Chronic Health Evaluation Il, SOFA: sequential organ
failure assessment score, Pa0,/FiO,: The ratio of partial arterial oxygen pressure to
fractionated oxygen in the inspired air, NIMV: non-invasive mechanical ventilation, IMV:
invasive mechanical ventilation, IVIG: intravenous immune globulin, C.Plasma: conva-
lescent plasma * The patients were administered combination of pharmacologic agent
2Pearson Chi-Square Test °Levene’s Test ‘Mann Whitney U Test dStudent-t Test
°Fisher Freeman Halton Test  'Fisher’s Exact Test
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Discussion

According to our results, there was no difference betwe-
en PCR-Pos and PCR-Neg groups in terms of outcome. In the
PCR-Pos group; ferritin and CRP values were higher, D-Dimer
and neutrophil counts were lower than PCR-Neg group. Althou-
gh SARS-CoV-2 PCR test is used for the definitive diagnosis of
COVID-19, thorax CT has an important role in detecting and
following up COVID pneumonia in patients presenting with res-
piratory distress (3,4).

Thorax CT aided us in the diagnosis before the RT-PCR re-
sults are available. According to our results, PCR-Neg patients
with thorax CT findings compatible with COVID-19 pneumonia
were mostly referred to ICU from the emergency medical clinic.
We investigated PCR-Neg patients’ laboratory results and par-
ticularly CT findings into account in order to minimize their stay
in the emergency room and to start treatments in ICU as soon
as possible.

Literature data indicate that worsening of respiratory failu-
re can be observed approximately 7-9 days after symptom on-
set (6-8). Our patients’ mean duration between symptom onset
and admission was compatible with worsening of respiratory
failure period that was referred in the literature. However, the
duration between symptom onset and admission to the ICU
was longer in the PCR-Pos group. We can attribute this to the
higher rate of PCR-Pos patients being admitted from the infec-
tion clinic. The fact that they received medical and respiratory
support treatments in the infection clinic may have delayed
their admission to the intensive care unit. And also, the reason
of lower Pa0,/Fi0, ratio found in the PCR-Pos group compared
to the PCR-Neg group may be considered as worsening res-
piratory failure with longer duration of symptoms. There were
no differences between ICU scores of groups. Considering the
differences in Pa0,/FiO, ratios between the groups, the clinical
picture of PCR-Pos patients seemed worse than PCR-Neg pa-
tients, but clinical severity was not compared at the time of ad-
mission to the ICU, since clinical severity grading was not per-
formed. Besides, we did not consider the quantities of lesions
related to COVID-19 pneumonia in thorax CT. An evaluation of
severity on CT could reflect the clinical severity (mild, severe, or
critical) of patients (4). Despite differences between two study
groups for the time between symptom onset and ICU admissi-
on and Pa0,/Fi0, ratios, there was no difference between the
two groups in terms of respiratory therapies administered and
the need for mechanical ventilation.

Lymphopenia was dominant in our patients, as mentioned
in a number of previous studies (5-7,9). A study indicated a
markedly decreased contribution of cytotoxic T lymphocytes in
severe cases compared with moderate cases (10). However,
there was no difference between two study groups for the lym-
phocyte counts. We are of the opinion that plasma and steroid
treatments may have affected the lymphocyte level. Although
usually a normal leukocyte count is expected for COVID-19 in
the early period, leucocytosis may be seen in the period of
progressive infection. Apart from a secondary bacterial infec-
tion, an increase in leukocyte and neutrophil counts may be
observed in the hyper-inflammatory phase or cytokine storm
period of viral infections (5,11-14). In parallel with the litera-
ture, the mean leukocyte and neutrophil counts were high in
our study population, however, they were higher in PCR-Neg pa-
tients compared to the PCR-Pos ones. The shorter time betwe-
en symptom onset and admission to the intensive care unit in
the PCR-Neg group suggests that these patients were admitted
to the intensive care unit before the lymphopenia deepened.
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We did not perform routine bacterial cultures in admission to
the ICU, for this reason bacterial seconder infections could not
be ruled out. Symptoms related to infection were attributed to
COVID-19. We think that the alterations of inflammatory para-
meters and complete blood count may be affected from secon-
der infections.

Thrombocytopenia can be observed in the severe inflam-
mation process of COVID-19 (15); however, the mean platelet
counts of our study population were within normal limits, and
the platelet counts were similar in two study groups. An increa-
se in LDH, fibrinogen, D Dimer, ferritin, and CRP levels are also
expected in COVID-19 (16, 17). Although the laboratory results
of our study patients were compatible with the literature, there
was no difference between the groups for LDH or fibrinogen
levels. In the PCR-Pos group, ferritin and CRP levels were hi-
gher, however, the D-Dimer level was lower compared to the
PCR-Neg group. Acute phase reactants are used for the early
diagnosis and they are critical for evaluation of the response to
treatments (18). Their levels may be affected by other nonin-
fectious inflammatory situations and may change in different
clinical periods. Although the treatments administered were
not homogeneous in two study groups and those treatments
may had anti-inflammatory effect, we think that these diffe-
rences in laboratory values may indicate that the groups were
in different inflammation phases when they were admitted to
the ICU. However, we are of the opinion that more studies with
homogenous groups are needed to assess the inflammatory
process of patients.

Hyperlactatemia is recognized as one of the signs of tissue
hypoxia, particularly due to infections and in case of increa-
sed anaerobic tissue metabolism, therefore high lactate levels
are expected in COVID-19 (19). Although the time between sy-
mptom onset and admission to the ICU was shorter and the
Pa0,/Fi0, ratio was higher in PCR-Neg group compared to the
PCR-Pos group, contrary to our expectation, lactate level was
higher in the PCR-Pos group. We think that this may be due to
the high lactate levels of patients in the PCR-Neg group with
additional clinical complications.

This study was conducted with patients admitted to the in-
tensive care unit in the early period of the pandemic. PCR-Neg
patients were most likely admitted to the ICU in the early stages
of the disease, mostly from the emergency department and
considering the date of symptom onset. PCR-Pos patients were
admitted to the intensive care unit when more severe clinical
manifestations occurred during treatment in the infection cli-
nic. We think that it may be possible to explain the differences
in symptom duration, oxygenation status (Pa0O,/FiO, ratio) and
heterogeneous treatment during admission to the intensive
care unit, with the admission site of the patients. Indeed, there
was no difference between PCR-Neg and PCR-Pos patients in
terms of length of stay in ICU or hospital, APACHE I, SOFA sco-
res, organ failure or vasopressor requirement, and mortality.
The mortality rate in our study was similar to previous studies,
and we could not find any difference in outcome between the
two study groups (20, 21).

This study has several limitations. Our study was retrospec-
tive and low number of patients were included. Also, we did not
classify patients clinically in intensive care admission whether

they were moderate, severe, or critical.
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Conclusions

Based on our data, we suppose that the PCR-Neg and
PCR-Pos groups may be in different inflammation or disease
phases. However, the groups were similar in terms of outco-
me and length of stay. Patients’” PCR result and phases of
inflammation do not seem to affect the outcome. Therefore,
immediate care should be initiated in all patients, regardless
of PCR test result and disease progress. We consider that
prospective studies on larger number of homogenous groups
of patients are needed to assess which inflammation phase
they are in.
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Abstract

Objective: To evaluate the diagnostic accuracy and to identify the factors determining
the inaccuracy between Frozen/Section analysis and postoperative pathology results
in our hospital.

Material and method: A total of 1435 patients who were operated on for a pelvic
mass and underwent Frozen/Section consultation between January 2013 and Janu-
ary 2018 were included in this study.

Results: On univariate analysis, menopausal state, abnormal uterine bleeding, pre-
operative serum Cal25 level, preoperative leukocyte value, preoperative neutrophil
value, tumor size, presence of cystic component, pathological findings in Doppler
USG, ascites and cell type were found to have statistical significance for benign/bor-
derline/malign discrimination. Menopausal state (p<0.0001), preoperative serum
Cal25 level (p<0.0001), and tumor size (p<0.0001) were identified as independent
predictors for determining inaccuracy between intraoperative and postoperative pat-
hological evaluation. Inconsistency increased 2.5 times with a serum Ca125 > 35 |U/
ml, 3.8 times with tumor size> 79 mm and 5 times in postmenopausal patients. For
the discrimination of benign/borderline/malign definitions, Frozen/Section results
and final pathology results were compatible in 1250 (87%) patients while it was not
in 185 (13%) patients.

Conclusion: Increased preoperative serum Cal25 level was a predictor for
inaccuracy between Frozen/Section examination and postoperative patho-
logy results. Also, tumor size 280 mm and menopausal state were related to
misdiagnosis in Frozen/Section results. Maximal effort should be done to mi-
nimize preventable errors during intraoperative Frozen/Section analysis.

0z

Amacg: Bu calismada, intraoperatif Frozen/Section sonuclari ile postoperatif patolo-
ji sonuclar arasindaki tanisal dogrulugu degerlendirmek ve uyumsuzlugu belirleyen
faktorleri belirlemek amaclanmistir.

Gerec ve Yontemler: Bu calismaya Ocak 2013-Ocak 2018 yillari arasinda pelvik kitle
nedeniyle opere olan ve Frozen/Section konsultasyonu uygulanan 1435 hasta dahil
edildi.

Bulgular: Tek degiskenli analizde Benign/Borderline/Malign tanilarinin ayiriminda;
menopoz durumu, anormal uterin kanama, ameliyat dncesi serum Cal25 seviyesi,
ameliyat 6ncesi I6kosit degeri, ameliyat 6ncesi nétrofil degeri, timor boyutu, kistik
komponent varligl, Doppler USG’de patolojik bulgular, asit ve hiicre tipi istatistiksel
olarak anlamli bulundu.

Menopoz durumu (p<0,0001), preoperatif serum Cal125 dizeyi (p<0,0001) ve tumor
boyutu (p<0,0001), intraoperatif ve postoperatif patolojik degerlendirme arasindaki
yanlisligl belirlemede bagimsiz faktorler olarak belirlendi. Uyumsuzluk serum Ca125
> 35 IU/ml oldugunda 2,5 kat, timdér boyutu > 79 mm oldugunda 3,8 kat ve post-
menopozal hastalarda 5 kat artti. Benign/borderline /malign tanilarinin ayriminda
Frozen/Section sonuclari ile nihai patoloji sonuclarn 1250 (%87) hastada uyumluyken
185 (%13) hastada uyumlu degildi.

Sonug: Artmis preoperatif serum Cal25 seviyesi, Frozen/Section sonuglari ile posto-
peratif patoloji sonuglari arasindaki yanlishg predikte eden bir faktordur. Ayrica Fro-
zen/Section sonugclarinda timér boyutu 280 mm oldugunda ve menopozal durum
yanlis tani ile iliskiliydi. intraoperatif Frozen/Section analizi sirasinda énlenebilir ha-

talari en aza indirmek icin azami ¢caba gosterilmelidir.



Introduction

Pelvic masses are one of the most frequent conditions
that can be seen in all ages among women worldwide. The
majority of cases are thought to be benign, but malignancy
should be ruled out (1). The main symptoms are pelvic pain,
abnormal uterine bleeding, dysmenorrhea, and pelvic pres-
sure. However, they may be detected incidentally during pel-
vic examination (2). Adnexal masses generally tend to be cys-
tic in nature and 85% of them are benign (3). Gynecological
pelvic masses include physiological cysts, ectopic pregnancy,
tubo-ovarian abscess, hydrosalpinx, endometriotic cysts, be-
nign and malign neoplasms (1).

In women under age of 20, 64% of pelvic masses are
non-neoplastic, functional, and benign cysts. The incidence
of epithelial ovarian cancer is 0.4-8.9/100.000 under age of
40 while it increases to 60/100.000 between ages 60 and
80 (4). For the diagnosis of ovarian tumors, gynecological
examination, imaging modalities and tumor markers are used
for preoperative assessment (5). Ultrasonography (USG) is a
useful and feasible method for discrimination of benign and
malign masses. Tumor size, solitary-cystic nature, bilatera-
lity, presence of papillary formations, thickness of septations
and abdominal ascites can be detected with ultrasonograp-
hic examination (1). Also, Doppler USG can be performed for
differential diagnosis of benign or malign lesions. Pulsatility
index (Pl) <1 and Resistance index (RI) <0.4 are considered
high risk features of malignancy (6). However, exact diagnosis
of ovarian masses is made by intraoperative or postoperative
pathological evaluation (7). Intraoperative frozen section (FS)
evaluation is essential for choosing proper treatment options
for the patient. Sensitivity and specificity rates of FS analysis
were reported as 65-97% and 97-100% in different studies
(8). In addition, consistency between FS analysis and final
pathology results are of paramount importance. Thus the ac-
curacy rates should be established retrospectively for quality
assessment of healthcare system. Inaccuracy rates between
intraoperative and final pathology results were reported as
1.8%-3.7%. Irrepressible errors are caused by focal disease
in tissues and misinterpretation (9). Insufficient or excessive
tissue sample, necrosis within the tumoral lesion or misdiag-
nosis may lead to avoidable errors. Also, unclear capsular and
vascular invasion, freezing artifacts, heterogeneous tumors
(soft tissue sarcoma, hemangiopericytoma), mixed tumors,
biphasic tumors (teratoma, synovial sarcoma, mesothelioma)
and differentiated tumors (glioma, chondrosarcoma) are ot-
her reasons for misinterpretation in FS analysis (10).

The aim of this study is to evaluate the diagnostic accu-
racy and to identify the factors determining the inaccuracy
between FS analysis and postoperative pathology results in
our hospital.

Material and Methods

Data related to patients with pelvic masses who un-
derwent surgical intervention and FS consultation between
January 2013 and January 2018 were obtained from retros-
pective research in Gynecology Clinic’'s and Gynecologic

Oncology Clinic’s electronic database system, patients’ files
and pathology reports. Patients who were not diagnosed as
benign or malign with the use of FS analysis were excluded.
As a result, a study cohort composed of 1435 patients was
obtained. Local Ethics Committee approval was obtained
before the study (90057706-900).

The patients with pelvic masses are assessed by perfor-
ming pelvic examination and by the use of abdominal and
transvaginal USG, serum tumor marker screening before
the initiation of treatment in our institution. All pathologic
specimens were evaluated by gyneco-pathologists. The
patients were classified according to symptoms (asympto-
matic detected incidentally on pelvic examination, and sy-
mptomatic vaginal bleeding, abdominal pain, urinary incon-
tinence and abdominal swelling) and USG reports.

During ultrasonographic examination; laterality of pel-
vic mass (uni-/bilateral), mass size (height and width),
structure of pelvic mass (cystic/solid; presence of papil-
lary formation; presence of septation formation; presence
of multilocularity) and presence of ascites were recorded.
Pelvic masses were divided into simple or complex cystic
subgroups according to USG examination. Cysts without
septation formation, solid component, pathological Dopp-
ler USG report and ascites were described as simple cyst.
Pathological Doppler USG report was admitted as Pl <1 and
RI <0.4. On preoperative period; serum cancer antigen 125
(CA125), carbohydrate antigen 19-9 (CA19-9), carbohydra-
te antigen 15-3 (CA15-3), carcinoembriyonic antigen (CEA),
human chorionic gonadotropin (B-hCG) ve alfa fetoprotein
(ax-FP) levels were detected as serum tumor markers; leuko-
cyte, neutrophil, platelet and hemoglobin levels were dete-
cted as inflammatory markers in complete blood count just
one week before surgery. Adolescent period with specific
physical, social, psychological and reproductive features
was defined as years between 10 and 19 (11).

For FS analysis, pathologic examination of the material
was performed with cutout sections containing at least 10
mm width and a total number of 2 and 5 pieces. Solid are-
as were described macroscopically. Tissue samples were
frozen up to -25 centigrade degrees and cut into 8 y sec-
tions. These sections were stained with hematoxylin and
eosin (H&E) and microscopic evaluation was carried out.
According to intraoperative pathology consultation reports;
FS results were classified as benign / rule out borderline
/ borderline / at least borderline / malign; final pathology
reports were classified as benign / malign / borderline.
For the decision of surgery type to be performed, rule out
borderline tumors in FS analysis were admitted as benign;
whereas at least borderline tumors were admitted as ma-
lign intraoperatively. The reason for this type of classifica-
tion can be explained by treating rule out borderline and
benign tumors reported by intraoperative pathological con-
sultation with the same surgical procedures. Likewise at
least borderline and malign tumors were treated with the
same surgical procedures intraoperatively. Finally; FS eva-
luation and postoperative pathology reports were compa-
red to detect the accuracy performance of FS analysis with
the use of benign/ borderline/ malign tumor definitions.
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Cell type was classified as epithelial (serous, mucinous,
clear cell, endometrioid type, brenner) and non-epithelial
(sex cord stromal tumors, granulosa cell tumors and uterine
mesenchymal tumors) according to paraffin-embedded block
results.

Parameters were determined by using the Shapiro Wilk
test. On univariate analysis, quantitative parameters betwe-
en two groups were calculated with Student T-Test and Mann
Whitney U test, while qualitative parameters were calculated
with Chi-Square test. Multivariate analysis was performed
using a Cox’s proportional hazards models. Variables identi-
fied as risk factors in univariate analysis (p < 0.25) were used
to create an exact logistic regression model. Odds ratios with
95% confidence intervals were calculated. A p-value of less
than 0.05 was considered as statistically significant. Statisti-
cal analyses were performed using SPSS (SPSS Inc, Chicago
IL, USA) version 22.0.

Results

The mean age of study cohort was 40.5 years and ran-
ged between 13 and 84 years. Seventy patients (7.4%) were
adolescent, 1003 (69.9%) were premenopausal and 432
(30.1%) were postmenopausal. One hundred and seventy
nine (12.5%) patients had bilateral pelvic masses and 123
(8.6%) patients had abnormal Doppler USG findings. Pelvic
mass was cystic in 819 (57.1%) patients, solid in 225 (15.7%)
patients and solid and cystic in 204 (14.2%) patients. Sep-
tation formation was detected in 236 (16.4%) patients. Int-
raoperatively, ascites was positive in 76 (5.3%) patients and
mean ascites volume was 2329 cc (range: 40-9000). Mean
preoperative serum Cal25 level was 148 IU/ml (range: 0.9-
21.841 1U/ml). Mean pelvic mass size was 91.5 mm and
ranged between 10 and 500 mm. Tumor type was epithelial
in 1145 (79.8%) patients. Clinical, surgical and pathological
features of study population were summarized in Table 1 and
2.

Histopathological diagnosis of FS analysis was reported
as benign in 1073 (74.8%) patients, rule out borderline in
125 (8.7%), borderline in 50 (3.5%), at least borderline in 28
(2%) and malign in 159 (11.1%) patients. However, it was re-
ported as benign in 1064 (74.1%) patients, borderline in 222
(15.5%) patients and malign in 149 (10.4%) patients on final
pathology reports. For the discrimination of benign / borderli-
ne / malign definitions, FS results and final pathology results
were compatible in 1250 (87%) patients while it was not in
185 (13%) patients. (Table 3).

88.7% of benign cases according to FS analysis (benign
+ rule out borderline) were identified as benign and 96% of
borderline in FS analysis were identified as borderline in fi-
nal pathology results. Intraoperative malignancy diagnosis
(at least borderline + malign) was confirmed as malign by fi-
nal pathology results with a rate of 74.3% (p<0.001) (Table
4). However, remaining 25.7% (n: 48) of these patients un-
derwent unnecessary surgical staging procedures. Only ten
of 1248 (0.8%) patients diagnosed as benign + rule out bor-
derline + borderline in FS analysis were assessed as malign
in final pathology reports. Additionally,
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126 (10.5%) of 1198 patients diagnosed as benign + rule
out borderline in FS analysis were reported as borderline in
final pathology reports. Finally 3.4% of patients (n: 48/1435)
underwent unnecessary surgery and 9.4% of patients (n:
136/1435) underwent incomplete surgery in entire cohort.

On univariate analysis, menopausal state, abnormal
uterine bleeding, preoperative serum Cal25 level, preope-
rative leukocyte value, preoperative neutrophil value, tumor
size, presence of cystic component, pathological findings
in Doppler USG, ascites and cell type were found to have
statistical significance for benign / borderline / malign
discrimination (Table 5). For multivariate analysis, a model
was created by using the factors with statistical significan-
ce on univariate analysis. These factors were adjusted for
this new model and menopausal state (p<0.0001), preo-
perative serum Cal25 level (p<0.0001) and tumor size
(p<0.0001) were identified as independent predictors for
determining inaccuracy between intraoperative and pos-
toperative pathological evaluation (Table 6). Inconsistency
increased 2.5 times with a serum Cal125 > 35 IU/ml, 3.8
times with tumor size> 79 mm and 5 times in postmeno-
pausal patients.

Sensitivity, specificity, positive predictive value (PPV)
and negative predictive value (NPV) were 99.9%, 63.6%,
88.7% and 99.5%, respectively for benign tumors; these
rates were 27%, 99%, 96% and 87.4%, respectively for bor-
derline tumors and they were 93.2%, 96.2%, 74.3% and
99.1%, respectively for malign tumors. Tumors reported as
‘rule out borderline’ and ‘at least borderline’ in FS analysis
were confirmed as borderline for most of the cases in final
pathology reports. This could be the reason for lack of sen-
sitivity in borderline tumors. When borderline and malign
tumors assessed together, total sensitivity was 58%, speci-
ficity was 95.5%, PPV was 78.9% and NPV was 88.7%.



Table I. Clinical and Demographical Features

$HM]

Features Mean+SD Median (Range)
Age (year) 40.5+£13.93 40 (13-84)
Body Mass Index (kg/m?) 27.245.58 27 (15-48)
Gravida 3.442.23 3 (1-15)

Alive Child 2.4+1.35 2 (1-10)
Preoperative Leukocyte (n/mm3) 7301+2283 6840 (1000-67.400)
Preoperative Neutrophil (n/mm3) 4661+2111 4255 (730-21.230)
Preoperative Hemoglobin (gr/dl) 12.6+1.43 12.8 (6.7-16)

Preoperative Platelet (n/mm§2)

288.105+89.138

273.000 (49.000-951.000)

Time period from initial surgery(month) 107.6+94.1 84 (2-480)
n %
No (age >19 years) 1319 91.9
Adolescent Group Yes (age <19 years) 70 4.9
Not reported 46 3.2
Menopausal State Premenopausal 1003 69.9
Menopausal 432 30.1
No 319 22.3
Gravida Yes 929 64.7
Not reported 187 13
No 649 45.2
Abortus Yes 280 19.5
Not reported 506 35.3
Abnormal Uterine No 1132 78.9
Bleeding Yes 303 21.1
No 822 57.3
Contraception Use Yes 426 29.7
Not reported 187 13
No 971 67.7
Comorbidity Yes 277 19.3
Not reported 187 13
No 781 54.4
Previous Surgery Yes 467 32,5
Not reported 187 13
Negative 1182 82.4
Familial Cancer History | positive 66 4.6
Not reported 187 13
No 948 66.1
Tobacco Use Yes 300 20.9
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Table Il. Clinical, Imaging and Pathological Features of Pelvic Masses

Features Mean+SD Median (Range)
Tumor Size (mm) 91.5+54.54 79 (10-500)
Ascites Volume (cc) 232912735 1100 (40-9000)
Preoperative CA 125 (IU/ml) 148.4+806.90 19 (0.9-21.841)
n %
Epithelial 1145 79.8
Tumor type Non-epithelial 285 19.9
Not reported 5 0.3
Unilateral 1256 87.5
Laterality Bilateral 179 12.5
Cystic 819 57.1
Tumor structure Solid 225 15.7
Cystic and solid 204 14.2
Not reported 187 13
Negative 1012 70.5
Septation Positive 236 16.4
Not reported 187 13
. ) Negative 1205 84
Preoperative Ascites —
Diagnosis Positive 43 3
Not reported 187 13
Negative 1172 81.7
Intraoperative Ascites Positive 76 53
Diagnosis
Not reported 187 13
Preoperative CA 125 <35 876 61
(1U/ml) >35 437 30.5
Not reported 122 8.5
Doppler Normal 1125 78.4
Ultrasonography Pathologic 123 8.6
Not reported 187 13
No 641 447
Simple Cyst Yes 607 42.3
Not reported 187 13

Pathologic Doppler Ultrasonography: Pulsatility index <1 and Resistance index <0.4

Simple Cyst: No ascites and No septation and No solid area and No pathologic Doppler ultrasonography

Table lll. Frozen Section and Paraffin Block Results

Features n %
Benign 1073 74.8
Rule out borderline 125 8.7
Frozen Section Results Borderline 50 3.5
At least borderline 28 2
Malign 159 111
Benign 1064 74.1
Paraffin Block Results Borderline 299 15.5
Malign 149 10.4
Frozen Section - Paraffin | Inconsistent 185 13
Block Results Consistency | Consistent 1250 87
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Table IV. Frozen Section and Paraffin Block Consistency

$HM]

Definition Paraffin Block Results
P Value
Benign Borderline Malign
n (%) n (%) n (%)
Benign 1061 (98.9) 4(0.4) 8(0.7)
Rule out borderline 2 (1.6) 122 (97.6) 1(0.8)
Frozen/Section g teriine 1(2) 48 (96) 1(2) <0.0004
Results
At least borderline 0(0) 23(82.1) 5(17.9)
Malign 0(0) 25 (15.7) 134 (84.3)
Benign + rule out 1063 (88.7) 126 (10.5) 9(0.8)
Frozen/Section | borderline
Results Borderline 1(2) 48 (96) 1(2) <0.0001
Malign + at least bor- 0) 48 (25.7) 139 (74.3)
derline
Table V. Frozen Section and Paraffin Block Consistency
Factor Inconsis- | Consis- P value
tency (%) | tency (%)
Age (year) t <40 8.5 91.5 0.066
>40 11.5 88.5
Adolescent Group Yes (age <19 yil) 71 92.9
No (age >19yil) | 1041 go9 | 0423
Menopausal State Premenopause 6.2 93.8 <0.0001
Menopause 27.3 72.7
Body Mass Index (kg/m2) t <27 1.8 98.2
>27 1 99 | 9232
Gravida T <3 1.9 98.1 0.373
>3 2.8 97.2
Abnormal Uterine Bleeding Negative 14.4 85.6
Positive 5.6 94.4 | <0:0001
Weigth Loss Negative 12.8 87.2 0.113
Positive 4.7 95.3
Kontraception Use No 1.6 98.4
Yes 0.9 991 | 933
Comorbidity Negative 1.6 8.4 0.103
Positive 0.4 99.6
Previous Surgery Negative 1.3 98.7
Positive 1.5 98.5 0.747
Previous Surgery Count t <1 1.3 98.7 0.605
>1 1.9 98.1
Time Period from Previous Sur- <84 2 98
gery (month) >84 0.9 991 | 936°
Familial Cancer History Negative 1.4 98.6 0.327
Positive 0 100
Tobacco Use No 1.2 98.8
Yes > 98 0.274
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Preoperative CA 125 Level (IU/ <19 7.3 92.7 <0.0001
ml) t >19 15.1 84.9
Preoperative CA 125 Level (IU/ <35 8 92 <0.0001
ml) >35 17.8 82.2
Preoperative Leukocyte Value (n/ | <6830 1.5 98.5 0.804
mm3) t >6830 1.3 98.7
Preoperative Leukocyte Value (n/ | <10.000 1.1 98.9 0.016
mm3) >10.000 3.6 96.4
Preoperative Neutrophil Value (n/ | <4200 1.2 98.8 0.557
mm3) T >4200 1.6 98.4
Preoperative Neutrophil Value (n/ | <7000 1 99
0.001
mm3) >7000 4.5 95.5
Preoperative Hemoglobin Value <12.8 1.7 98.3 0.266
(g/dl) T >12.8 1 99
Preoperative Hemoglobin Value <14 1.5 98.5
0.335
(g/dl) >14 0.6 99.4
Preoperative Platelet Value (n/ <273.000 1.3 98.7 0.804
mm3) t >273.000 15 95.5
Preoperative Platelet Value (n/ <400.000 1.3 98.7 0.522
mm3) >400.000 21 97.9
Preoperative Tumor Size t <79 mm 6 94 <0.0001
>79 mm 18.1 81.9
Simple Cystic Structure Negative 2.2 97.8 0.010
Positive 0.5 99.5
Laterality Unilateral 12.2 87.8 0.273
Bilateral 15.1 84.9
Cystic 1 99
Mass Structure Solid 1.8 08.2 0.224
Solid and cystic 2.5 97.5
Negative 1 99
Solid Patten Positive 51 979 0.105
Septation Negative 1.2 98.8 0.266
Positive 2.1 97.1
Normal 1 99
Doppler Ultrasonography Pathologic 29 95.1 <0.0001
Presence of Ascitest Negative 11 989 |0.002
Positive 5.3 94.7
<1100 5.3 94.7
Ascites Volume (cc) T >1100 54 64.6 0.978
Cell Type § Epithelial 15.5 84.5 | <0.0001
Non-epithelial q 1.1 98.9

T: Median value

t: intraoperative finding

§: Paraffin block result

9: Sex cord stromal tumors, germ cell tumors, uterine mesenchymal tumors

Simple Cyst: No ascites and No septation and No solid area and No pathologic Doppler ultrasonography
Pathologic Doppler Ultrasonography: Pulsatility index <1 and Resistance index <0.4
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Table VI. Factors Predicting Inaccuracy in Frozen Section
Analysis, Multivariate Analysis

Factor 0dds 95% P Value

Ratio Confidence

Interval

CA 125 Level (>35 2.570 | 1.769-3.732 | <0.0001
IU/ml vs. <35 1U/ml)
Preoperatifve Tumor 3.806 | 2.501-5.792 | <0.0001
Size (>79 mm vs.
<79 mm) t
Menopausal State 5.055 | 3.473-7.356 | <0.0001
(Menopause vs.
Premenopause)

1: Median Value

Discussion

FS analysis is accepted as an essential option for deci-
ding proper surgical treatment of pelvic masses. However,
false positivity and false negativity can cause incomplete or
unnecessary surgical procedures. Complementary surgery
is related to increased morbidity and mortality (12). In our
study, 3.4% of patients underwent unnecessary surgery and
9.4% of patients underwent incomplete surgery. In another
study by Huang et al. incomplete surgery rate was 14.2% and
excessive surgery rate was 3.9% (13). In FS analysis results
of benign tumors, sensitivity, specificity, NPV and PPV rates
were reported as 99.2%, 96.5%, 99.1% and 96.7%, respe-
ctively (12). For diagnosis of borderline tumors, they were
found as 88.4%, 93.2%, 98.4% and 62.1%, respectively. In
addition, for malign tumors they were 82.9%, 99.3%, 90.5%
and 98.6%, respectively. Geomini et al. stated that FS analy-
sis sensitivity was 65-97% for benign tumors and 71-100%
for malign tumors (8). Additionally, specificity was 90-100%
for benign tumors and 98.3-100% for malign tumors in this
meta-analysis. In a review article, the investigators concluded
sensitivity of FS analysis was 71.1% and positive PPV was
84.3% in borderline ovarian tumors (14). Ismiil et al. compa-
red FS examination and postoperative pathology results and
found 89.7% consistency between them (15). In presented
study, we found an accuracy rate of 87%. In addition, sensiti-
vity, specificity, PPV and NPV were 99.9%, 63.6%, 88.7% and
99.5%, respectively for benign tumors; these rates were 27%,
99%, 96% and 87.4%, respectively for borderline tumors and
93.2%, 96.2%, 74.3% and 99.1%, respectively for malign tu-
mors.

Some investigators concluded sensitivity of FS analy-
sis was found to have superiority in benign and malign tu-
mors than borderline tumors (16). They also demonstrated
that discrimination between benign and borderline tumors
was performed more accurately than between malign and
borderline tumors. Histological cell type (mucinous), tumor
size, presence of borderline component less than 10% and
experience of pathologist were established as main causes
of inaccuracy in borderline tumors. On multivariate analysis,
menopausal state (premenopause vs. postmenopause), pre-
operative serum Ca125 level (£35 IU/ml vs. >35 IU/ml) and

tumor size (£79 mm vs. >79 mm) were independent fa-
ctors for benign/borderline/malign discrimination in our
study group. Zhang et al. stated that increased preoperati-
ve Cal25, CEA and Cal9-9 levels, bilateral adnexal masses
and presence of specific histopathological features effect the
inaccuracy between FS and postoperative pathology results
on univariate analysis (17). But on multivariate analysis, only
presence of specific histopathological features was an inde-
pendent factor for determining inaccuracy rates. Unlikely, in
a study by Huang et al. tumor size (<10 cm vs. >10 cm) and
type of surgical procedure (laparotomy vs. laparoscopy) had
statistical significance (13). Furthermore, mucinous cell type
and unilateral adnexal masses were factors effecting incon-
sistency in borderline tumors.

The most important limitation of this study is its retros-
pective design. But in prospective studies evaluating FS
analysis, there may be a tendency to minimize preventable
errors. Pathologists could behave more carefully during int-
raoperative FS consultation. Therefore we prefer not to ad-
mit this situation as an exact limitation. On the other hand
high number of patients is an advantage. In addition; entire
cohort was evaluated by experienced gyneco-pathologists
working at the same institution for a long period of time.
Besides, there are different studies reporting the accuracy
rates between FS analysis and postoperative pathology re-
sults of our institution (18,19).

In conclusion; increased preoperative serum Cal25 le-
vel was a predictor for inaccuracy between FS examination
and postoperative pathology results. Also, tumor size >80
mm and menopausal state were related to misdiagnosis in
FS results. Maximal effort should be done to minimize pre-
ventable errors during intraoperative FS analysis. For more
accurate results more studies are needed.
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Tas yiiki Results: The stone burden was signif.icantly.higher in refugee population (466.8 mm?2
Orolitiazis & 1107.4 mm2, p<0.01). On evaluation of time in terms of fluoroscopy, operation, pe-
riod until the removal of nephrostomy tube, and hospitalization, the patients of local
Keywords population had significantly lower values.
Percutaneous nephrolithotomy Conclusion: The size of kld.ne)./ ;tones and s_tone burden were_observed to be larger
Refugees and the success rate was significantly lower in the refugee patient group.
Stone burden .
Urolithiasis 0z
Amac: Ulkelerindeki mevcut gelismeler nedeniyle bes milyondan fazla miilteci Tiirki-
Orcid No ye'ye goc etmistir. Multeci nifusundaki dil sorunlari, kayit disi multeci sayisinin fazla-
g1, ekonomik nedenler ve issizlik kaliteli saglik hizmeti almalarini zorlastirmakta ve
MBD?* :0000-0002-8597-2081 hastalarin daha komplike hastaliklarla hastaneye basvurmasina neden olabilmek-
YK?  :0000-0002-4729-0100 tedir. Bu calismada, perkUtan nefrolitotomi uygulanan yerel populasyon ile multeci
TNY® :0000-0001-8410-2474 hastalar arasindaki cerrahi sonuglar ve komplikasyonlarin degerlendirmesi amagclan-
MD* :0000-0002-8176-3573 mistir.
Ay®  :0000-0001-6141-3931 Gerec ve Yontemler: iki farkli saglik merkezinde 1 Ocak 2018 ile 31 Aralik 2019 ta-
ST*  :0000-0002-2649-1157 rihleri arasinda perkitan nefrolitotomi uygulanan hastalar retrospektif olarak deger-
lendirildi. Hastalar “Yerel Nufus” ve “Multeciler” olarak iki gruba ayrilarak birbirleriyle
karsilastirild.

Bulgular: Multeci nifusunda tas yuku yerel populasyona goére énemli élciide daha
yuksekti (466,8 mm2 & 1107,4 mm2, p<0,01). Floroskopi ve operasyon suresi,
nefrostomi tiplndn ¢ikarilmasina kadar gecen sure ve hastaneye yatis suresi agisin-
dan degerlendirildiginde, yerel popllasyondaki hastalar anlamli olarak daha disuk
degerlere sahipti.

Sonuc: Mlteci hasta grubunda bdbrek taslarinin boyutu ve tas yukinin daha fazla
oldugu ve basari oraninin anlamli olarak daha disuk oldugu gozlendi.
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Introduction

Urolithiasis is a common disease around the world, with
incidence rates varying between 7-13% in North America,
5-9% in Europe, and 1-5% in Asia (1). Minimally invasive tre-
atment methods are available in the treatment of kidney sto-
ne, including extracorporeal shock wave lithotripsy (ESWL),
percutaneous nephrolithotomy (PNL), retrograde intrarenal
surgery (RIRS), and laparoscopic stone surgery. Localization
and type of the stone, stone burden, patient’s anatomy, and
patient’'s accompanying comorbidities are the factors that
should be considered in selecting the most appropriate met-
hod in the treatment of nephrolithiasis. Current guidelines of
the European Association of Urology define PNL as a surgical
treatment option for kidney stones larger than 2 cm (2). For
smaller kidney stones, the guidelines leave the choice betwe-
en PNL, ESWL, and RIRS to the preference of the patient and
the surgeon

With the introduction of optical fibers and miniaturized
endoscopes in the market in the last 10 years, despite the
terminology that is not yet to be standardized, the procedu-
res performed using large devices with a sheath diameter of
24-30 Fr are called standard PNL (sPNL) and those using
devices with a sheath diameter of 14-22 Fr are called mi-
ni-PNL (mPNL) (3). The conflicting results with regards to the
outcomes of stone-freeness and complications are obtained
due to the different classification of the devices between the
sPNL and mPNL treatment methods and studies conducted
in different populations (4).

Although bleeding during or after PNL is the most com-
mon complication, peripheral organ damages, such as on
pleura and colon, as well as sepsis, hypothermia, and death
may also be observed (5). Many factors, such as operative
time, enterance, multiple accesses, canal dilatation method,
number of canals, size and location of the calculi, staghorn
calculi, preexisting comorbidity of diabetes mellitus, and the
experience of the surgeon may affect complications during or
after PNL (6).

Over five million refugees have been migrated from neigh-
boring countries to Turkey due to the current developments
there, and this number is projected to increase in the future
as well (7). Language problems, high number of unregistered
refugees, economic reasons, and unemployment in the refu-
gee population makes it difficult for them to receive quality
health care and may cause patients to apply to the hospital
with more complicated diseases (8, 9).

This study aims to evaluate retrospectively the local popu-
lation and the refugee patients who underwent PNL, to com-
pare the surgical results and complications, and to evaluate
the factors related to the variance, if any.

Material and Methods

Selection and Description of Participants

In this study, we retrospectively evaluated adult patients
aged =18 who underwent PNL for nephrolithiasis in two dif-
ferent healthcare centers consisting of secondary and terti-
ary hospitals between January 1, 2018 and December 31,
2019. This study was approved by the Ondokuz Mayis Uni-
versity Clinical Research Ethics Committee (Approval number:
2021/770). The data of the patients including age, gender,
racial demographic data, body mass index (BMI), preopera-
tive American Society of Anesthesiology (ASA) score, side of
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kidney that underwent PNL, location, size and opacity of the
stone, applied PNL method, location of kidney access and
number of accesses, dilatation type, duration of fluoroscopy
and operation, peroperative and postoperative complicati-
ons, blood transfusion - if applied, the time of removal of the
nephrostomy tube - if placed, status of the residual calculi in
the postoperative 1st month according to kidney, ureter, and
bladder (KUB) X-ray and late postoperative complications was
recorded. Stone burden was calculated by cumulative diame-
ter (cm) of the calculi on the KUB X-ray and the total volume
of the calculi (cm3) was calculated from the axial images with
coronal reconstructions of computerized tomography (CT)
scan using the length x height x width x m x 1/6 formulas.
Complications were classified according to the Modified Cla-
vien System (10). The patients were divided into two groups
as “Local Population (Group 1)” and “Refugees (Group 2)”
and were compared in terms of the characteristics recorded.
Patients aged below 18, pregnant women, patients with ble-
eding disorders and urinary system anomalies were not inc-
luded in the study.

All patients were evaluated preoperatively and in the
postoperative 1st month, if symptomatic, with non-contrast
abdominal CT. Asymptomatic patients were evaluated with
KUB X-ray in the postoperative first month. The procedures
of all patients were performed in prone position, under gene-
ral anesthesia with appropriate antibiotic prophylaxis, after
a sterile urine culture was detected before surgery. Opera-
tions were performed by five different surgeons with similar
backgrounds of experience in percutaneous nephrolithotomy.
Success was defined as the absence of stones or the presen-
ce of asymptomatic residual stones of 4 mm or less on the
operated side (11).

Statistical Analysis

SPSS version 21 (SPSS Inc., Chicago, IL, USA) package
program was used for statistical analysis. For these analyzes,
Fisher's Exact test, Chi-square test, Independent Sample T
test, One Way ANNOVA tests were used. Ratio was used in vi-
tal variables as descriptive statistics. For quantitative variab-
les, the median (minimum-maximum) for the nonparametric
test results and mean + standard deviation for the paramet-
ric test results were given. Statistical significance was accep-
ted as p < 0.05.

Results

We retrospectively analyzed the data of 150 patients who
underwent PNL for renal calculi. Between January 2018 and
December 2019, we had 98 cases in Group 1 and 52 cases
in Group 2. The mean age of all the patients was 42.3 + 6.1
years (19-82), whereas the male/female ratio was 98/52.
While the mean age was 39.1 + 4.3 years (18-67) in Group 1
and 48.6 + 5.9 years (19-72) in Group 2, no statistical diffe-
rence was observed between them (p=0.32). Similar results
were observed between two groups when the BMI was com-
pared (p=0.5) (Table 1). While the preoperative ASA scores
were higher in Group 1, there was no statistically significant
difference (p=0.41). Preoperative hemoglobin and creatinine
levels of the patients were similar between the groups.
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(p=0.2, p=0.1, respectively). Patients’ past PNL or open
kidney surgery histories and previous ESWL sessions were re-
corded and compared, and there was no difference between
the groups (p=0.3, p=0.4, respectively).

On evaluation of the characteristics of renal calculi, it was
observed that the stone burden was significantly higher in
Group 2 (466.8 mm2 & 1107.4 mm2, p<0.01). The location
and number of calculi were similar in both groups, whereas
the presence of staghorn calculi was significantly higher in
Group 2 patients when compared with Group 1 (3 (3%) & 8
(15%), p<0.02) (Table 1).

Table I. Comparison of demographic data between groups

Group 1 Group 2
(n=98) (n=52) p
Local Refugee value
population | population
Gender Male 59 (60%) 39 (75%) 0.5
Female 39 (40%) 13 (25%)

Age (years) 39.1+4.3 48.6 £5.9 0.32
BMI (kg/m2) 28 + 3.6 26.8 £+ 3.8 0.5
ASA (mean) 2.1 1.42 0.41
Stone burden 466.8 1107.4 0.01~*
(mm2) (200-1100) | (200-3200)
Stone location (Ri- 50/48 25/27 0.8
ght/Left)
Number of calculi 54/44 25/27 0.1
(single/multiple)
Presence of Sta- 3 (3%) 8 (15%) 0.02*
ghorn calculi
Mean preoperative 13.82 + 13.61+1.16| 0.2
Hb (g/1) 1.99
Mean preoperative | 0.86 +0.32 | 0.99 + 0.31 0.1
serum Creatinine
(mg/dl)
Previous kidney 15 (%15.2) | 16 (%31.7) 0.3
surgery
The past ESWL story | 11 (%11.3) 6 (%11.6) 0.4

BMI: Body Mass Index, ASA: American Society of Anesthesiology. Hb: Hemoglobin

On evaluation of the operation data, the mean number of
accesses in Group 1 patients was 1.01 (1-2), whereas it was
1.55 (1-3) in Group 2 patients and the difference between
them was found to be significant (p<0.03) (Table 2). PNL was
applied in the prone position in all patients and mPNL (17.5F)
was preferred in 31 patients (20.6%). While mPNL was app-
lied to 28 (28.5%) of cases in Group 1; mPNL was performed
in only 3 patients (5%) in Group 2 (p<0.01). On evaluation of
time in terms of fluoroscopy, operation, period until the remo-
val of nephrostomy tube, and hospitalization, it was observed
that the patients in Group 1 had significantly lower values in
all these four categories of time data (68.2 sec. (22-180),
95.7 min (75-150), 2.41 days (1-6), 2.68 days (1-12) ver-
sus 83.1 sec.

(25-360), 113.2 min (70-180), 2.89 days (1-5), 3.71 days
(1-11), p<0.002, p<0.001, p<0.02, p<0.02, respectively)
(Table 2).

Results of PNL surgery were observed to be significantly
more successful in Group 1 patients than in Group 2 (83% &
59%, p<0.02). While 29.2% of the patients in Group 1 had
the operation terminated without a tube, this rate remained
at 5.8% in Group 2 (p<0.001) (Table 2).

On the evaluation of complications made by grading ac-
cording to Modified Clavien classification system, complicati-
ons were observed in 7% of Group 1 patients and 19% of the
patients in Group 2. In Group 1, additional antibiotic treat-
ment was administered for fever and suspected urinary tract
infection (Grade 1) in 3 cases, there was bleeding requiring
blood transfusion in 2 cases (Grade 2) and bleeding thou-
ght to have caused by arteriovenous fistula in 2 cases, that
angioembolization procedure under local anesthesia was
performed by interventional radiologists (Grade 3a). In Group
2, antibiotic treatment for fever (Grade 1) was required in 2
cases, blood transfusion was required in 6 cases due to ble-
eding (Grade 2), whereas in 2 cases, placement of double J
stent under local anesthesia was required due to prolonged
urine leakage from the nephrostomy tract during the postope-
rative period (Grade 3a). Statistically, there was no difference
in complication rates between the groups according to the
Modified Clavien Classification (Table 2).

Discussion

In this study, the operation findings and the preoperative
demographic data were compared between the patients from
the local and the refugee population who underwent PNL
operation for renal calculi, and some important findings were
obtained as a result of the comparisons. To the best of our
knowledge, this is the first study to investigate the results of
PNL operation and preoperative stone characteristics of pa-
tients from the local and the refugee population. Stone bur-
den was higher in the refugee patient group when compared
with the local patient group. Secondly, the duration of opera-
tion, hospitalization and fluoroscopy, period until the removal
of nephrostomy tube, and the number of accesses to kidney
were found to be significantly higher in the refugee patient
group. Furthermore, the success rate was significantly lower
in the refugee patient group when compared with the local
population group. With the development of technology over
time, percutaneous surgery has become a successful surgi-
cal treatment option applied in many clinics in the 2000s.
However, the definition of successful surgery has varied over
time. Today, the presence of stones less than 4 mm, which
is called clinically insignificant residual stone, is considered
to be a successful surgery; however, there are some other
studies that this cut off value varies (12, 13). The criterias
that affect the success depend on size and location of the
stone, grade of hydronephrosis, kidney anatomy, chemical
composition of the stone, and the surgeon’s level of expe-
rience; however, it also varies according to the patient chara-
cteristics, such as patients’ age, gender, anatomical features,
and BMI (14).
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Table Il. Comparison of operation data between groups

Group 1 (n=98) Group 2 (n=52) p value
Local population Refugee population
Number of accesses to kidney 1.01 (1-2) 1.55 (1-3) 0.03*
Method 0.01*
17.5 Fr Mini-PNL 28 (28.5%) 3 (5%)
28/30 Fr Standard PNL 70 (71.5%) 49 (95%)
Fluoroscopy time (sec) 68.2 (22-180) 83.1 (25-360) 0.002*
Duration of operation (min) 95.7 (75-150) 113.2 (70-180) 0.001~*
Nephrostomy removal time (days) 2.41 (1-6) 2.89 (1-5) 0.02*
Hospitalization time (days) 2.68 (1-12) 3.71 (1-11) 0.02*
Success rate 83 (83%) 30 (59%) 0.02*
Tubeless surgery 29 (29.2%) 3 (5.8%) 0.01*
Modified Clavien complication 7 (7T%) 10 (19%) 0.2
Grade 1 3 2
Grade 2 2 6
Grade 3a 2 2

The most important parameter determining the presence
of residual stone, which is the most important indicator of
surgical success, is considered to be the stone size. Margel
et al. compared PNL results in two patient groups with similar
stone size and found similar results in terms of stone-free
rate and complications in the two groups (15). And also, in a
similar study conducted on 125 cases in Turkey, it was shown
that there was a significant relationship between stone size
and stone-freeness (16). In our study, it was shown that the
stone burden in the refugee patient group was significantly
larger than the local population, and consequently, the surgi-
cal success was higher in the local population. With the incre-
ase in stone size, the duration of the operation, the duration
of the fluoroscopy used during the operation, and the risk of
complications also increases. In our cases, these periods
were observed to be longer in the refugee group; however,
the rate of complications was similar in both groups. Due to
the prolonged operative time in the refugee group, bleeding
was observed in more cases during the procedure and the
nephrostomy removal time was thus prolonged. This resulted
a significantly longer hospital stay in Group 2.

In a study conducted by Muslumanoglu et al., in which the
cases that resulted in failure were examined, all cases that
resulted failure were found to have pelvic stones accompan-
ying staghorn or multiple calyceal stones (17). In this study,
it was shown that the staghorn stone burden was higher in
the refugee group, and when the subgroup analysis is perfor-
med, the presence of residual stones and complications was
more common in patients with staghorn calculi. In the same
study, it was also stated that 75.4% of the cases with a lar-
ge calculus size had multiple accesses to the kidney and the
success rate was 89.2% in those cases, while those with a
single access to the kidney had a success rate of 96.7% (17).
Although increased number of accesses may not contribute
to stone-freeness, it is estimated that multiple accesses may
increase the duration of operation and complication rates.
Martin et al. also suggests single access instead of multiple
accesses in many peripheral stones (18).
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However, in the study conducted by Aron, it is reported
that PNL treatment with multiple accesses is safer in large
staghorn calculi and should be the first choice of treatment
even in cases of large staghorn calculi (19). In this study, the
high stone burden, the high presence of staghorn calculi, and
consequently the higher number of accesses and complica-
tions in the refugee population were as expected. However,
in the subgroup evaluation, the statistical significance of the
failure and complications could not be found with multiple
accesses.

In a study conducted by Skolarikos in 2005, blood trans-
fusion rates were reported between 0-14% and it has been
shown that the need for blood transfusion increases especi-
ally in staghorn and multiple calyceal calculi (20). When we
examined 10 cases in need of blood transfusion, we showed
the presence of staghorn calculi in 6 of them and multiple
kidney stones in 3 of them. However, no significant relations-
hip was found between the number of stones and the rate of
failure.

Another factor that affects surgical success is the size of
the instruments. With the advancement of technology, mini-
mally invasive surgeries have become widespread and neph-
roscopes with smaller diameters are widely being used. Due
to the large size of the instruments used in the sPNL that
may cause bleeding, thinning of dilatations and small diame-
ter instruments were required over time. Although mPNL is
thought to be more advantageous in terms of complications,
there is no difference between them in terms of success. The
biggest disadvantage of mPNL is the long operation time (4).
In this study, mPNL (17.5 Fr) was preferred more in Group 1
patients. Examination of the cases with mPNL revealed that
the operative time was longer and the rate of complications
was lower in this study, similar to the the literature. However,
it was thought that these cases were more successful in sto-
ne-freeness than the sPNL cases because of the application
of this surgery in selected patients.

There are many studies investigating the effect of previous
surgeries on the success of percutaneous nephrolithotomy,



and it is reported that there is no relationship between them
as a common result (21, 22). When we evaluated 31 cases
with a history of previous surgery, we were not able to show
that failure was related to the history of previous surgeries;
however, it was observed that these patients had higher rates
of complications, although not statistically significant.

Many studies have been conducted, comparing the refu-
gee patient group with the patients in the local population
(8, 23-25). In a study evaluating bladder tumor surgery and
success rates between the two groups, it was found that both
groups had similar characteristics of the disease, the detru-
sor muscle could be sampled more in the refugee patient
group and the surgical success rate was higher in this group.
It has been stated that the reason for this success rate was
that the surgeon’s success increased in the refugee patient
group because of the lack of surgical stress, and the compli-
cations were similar in both groups (23). In a study evaluating
peptic ulcer disease in refugee population, it was stated that
the rates of peptic ulcers in these groups were observed to
be higher than in the local population due to stress, malnutri-
tion, poor hygiene, and difficulty in accessing physicians; mo-
reover, the peptic ulcers in this group had a bleeding course
(24). Post traumatic stress disorder, depression, and anxiety,
which are common features of refugee communities in diffe-
rent parts of the world, have been shown to increase these
diseases (25). Similarly, it has been shown that smoking and
imbalanced nutrition increases the risk of coronary artery di-
sease in the refugee patient group, and wound infection and
complications are observed more frequently due to poor hy-
giene and lack of care after the bypass surgery in this group
(8). Our study is the first study in the literature to examine the
differences in renal calculi disease and treatment in refugee
and local populations. Similar to other studies, renal calculi
disease was found at advanced stages in refugee patients
due to reasons, such as nutritional disorders, insufficient flu-
id intake, low socioeconomic conditions, and difficulty in ac-
cessing healthcare, and consequently, the success of surgery
was lower.

There are some limitations of this study such as its ret-
rospective nature and insufficient number of patients. Other
limitations include that the operations were performed by 5
different surgeons although they have similar backgrounds
of experience in percutaneous nephrolithotomy, and the pa-
tients who underwent mPNL were only selected cases.

Conclusion

The size of kidney stones was observed to be larger in the
refugee group due to reasons, such as malnutrition, insuffi-
cient fluid intake, difficulties in accessing the health care, and
low socioeconomic level. The local population was found to be
younger and overweight, but less stone burdened. It has been
shown that surgical success is high in terms of low stone bur-
den and easy accessibility to health care and mPNL is more
successful in selected cases. In these cases, it was observed
that the low stone burden also led to a shortened duration of
operation, reduction in complications, completion of surgery
without a tube, and thus early discharge. Stone burden, dura-
tion of operation, nephrostomy insertion rates, and discharge
times were observed to be higher in refugee population group.
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Oz

Giris: Cocuklarin dikkat eksikligi hiperaktivite bozuklugu ya da otizm spektrum bo-
zuklugu hastaliklar oldugunda annelerinin yasam kalitelerinin azaldigl, bakim veren
yUklerinin arttig bildirilmistir. Biz calismamizda koronavirtis pandemisi boyunca otizm
spektrum bozuklugu ve dikkat eksikligi hiperaktivite bozuklugu tanil cocuklar ile ruh-
sal acidan saglikli cocuklarin annelerindeki psikososyal etkilenme, yasam kalitesi ve
bakim veren yiku degisikliklerini arastirmayr amacladik.

Gerec ve Yontemler: Dahil edilme kriterlerine uygun annelere, arastirmacilar tarafin-
dan hazirlanmis olan veri ve anket formlari https://docs.google.com/forms linki ile
gonderildi.

Bulgular: Calismamiza 139 anne dabhil edildi. Bunlardan 59’u saglikli, 32 si dikkat
eksikligi hiperaktivite bozuklugu tanili ve 48'i otizm spektrum bozuklugu tanili cocuga
sahipti. Uc grupta da pandemi siirecinde yaklasik her tic anneden biri cocuklarinin
bakimlari ile iliskili kendisini daha fazla ylik altinda ve her bes anneden biri cocuklari
ile birlikte iken kendisini daha fazla kisitlanmis hissettigini bildirmistir. TUm gruplarin
yasam kalitelerinin énemli oranlarda (%44,1, %46,9 ve %37,5) azaldigl bulunmustur.
Sonug: Biz pandemi déneminde otizm spektrum bozuklugu ve dikkat eksikligi hipe-
raktivite bozuklugu tanili cocuklarin annelerinin saglkli cocuk annelerinden daha
fazla etkilenmemis olmalarini, pandemi éncesi maruz kaldiklari stresin olusturmus
olabilecegi sistemik duyarsizlastirmaya bagli olabilecegini disunduik. Bulgularimiz
yasamlari daima pandemidekine benzer kisitliliklar ve izolasyon ile gegen, psikiyatrik
hastaligl olan ¢ocuk annelerinin yasadiklari zorluklara dikkat ¢cekerek, cocuklarin te-
davileri asamasinda annelere de destek verilmesinin gerekliligini ortaya koymaktadir.

Abstract

Objective: It has been reported that when children have attention deficit hyperactivity
disorder or autism spectrum disorder, their mothers’ quality of life decreases and the-
ir caregiver burden increases. We aimed to investigate the changes in psychosocial
effects, quality of life and caregiver burden of mothers whose children are mentally
healthy and diagnosed with autism spectrum disorder and attention deficit hyperacti-
vity disorder during Coronavirus pandemic.

Material and method: The data and questionnaire forms prepared by the researc-
hers were sent to the mothers who meet the inclusion criteria via the link https://
docs.google.com/forms.

Results: 139 mothers were included in our study. 59 of them had healthy children,
32 had children with attention deficit hyperactivity disorder diagnosis and 48 had
children with autism spectrum disorder diagnosis. In all three groups, approximately
one in three mothers reported that they felt more burdened with the care of their
children during the pandemic process, and one out of every five mothers felt more
restricted when they were with their children. It was found that the quality of life of all
groups decreased significantly (44.1%, 46.9% and 37.5%).

Conclusion: We thought that mothers of children diagnosed with autism spectrum
disorder and attention deficit hyperactivity disorder were not affected more than he-
althy mothers of children during the pandemic period, due to the systemic desensiti-
zation that may have been caused by the stress they had been exposed to before the
pandemic. Our findings draw attention to the difficulties experienced by the mothers
of children with psychiatric diseases whose lives are always similar to those in the
pandemic and in isolation, revealing the necessity of supporting mothers during the
treatment of their children.
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Giris

Yeni SARS-CoV-2 enfeksiyonunun (COVID-19) Dinya Sag-
hk Orgiti (DSO) tarafindan pandemi olarak ilan edilmesi
ve Turkiye’de COVID-19 vakalarinin bildirilmesinin ardindan
2020 yili Ulkemiz ve tim insanlik i¢in zorlu bir yil olarak ta-
rihe gecmistir (1, 2). 26 Mart 2020'de, Turkiye genelinde
COVID-19'un topluma yayillmasini kontrol etmek igin, hareket-
liligin kisitlanmasi, temel gida ve tibbi ihtiyaclar disinda tiim
ihtiyaclarin askiya alinmasi ve karantina énlemleri olarak da
bilinen toplumsal 6nlemler alinmistir (3).

Otizm spektrum bozukluklarn (OSB) sosyal iletisimde zor-
luklar ve tekrarlayan davranislar ile karakterize olan norogeli-
simsel bozukluklardir (4). O0SB’nin gelismis Ulkelerde 110 co-
cuktan 1’inde bu goruldugu bilinmektedir (5). Bircok calisma,
OSB’si olmayan ¢ocuklarin ailelerinin Gyeleriyle karsilastirildi-
ginda, OSB’li ¢cocuklari olanlarin yogun stres, depresyon ve/
veya anksiyeteden muzdarip olma olasiliklarinin daha yuksek
oldugunu gostermistir (6, 7).

Dikkat eksikligi hiperaktivite bozuklugu (DEHB) ise %60-
85’ ergenlige ve %60’ yetiskinlige kadar devam eden, okul
cagindaki cocuklarin %5-8'ini etkileyen, bir dizi ruh saghgl,
norokognitif ve fonksiyonel problemler ile iliskili yaygin bir
norogelisimsel bozukluktur (8, 9). DEHB’li ¢ocuk anneleri
kontrol grubu anneleri ile karsilastinidiginda, DEHB grubunun
annelerinde daha ylksek ebeveynlik stresi, nevrotik durum
ve daha dusuk uyumluluk dlizeyi saptanmistir (10).

Kanitlar COVID-19 sebepli okullarin kapanma dénemle-
rinde ¢ocuklarin siddet ve incinebilirlik egilimlerinin arttigini,
cocuklarin ve ebeveynlerin artmis stres ve korkuya maruz kal-
digini, bir de ekonomik kriz durumunun katkisi ile ebeveynlik
stresinin arttigini géstermektedir (11). Normal sartlarda ¢o-
cuklarin DEHB ya da OSB gibi engellilik durumlari oldugunda
bakim veren ebeveynlerin 6zellikle annelerin yasam kalitele-
rinin azaldigl, bakim veren yuklerinin arttig) bildirilmistir (12,
13). Bu bilgilerden yola cikarak pandemi sebebiyle evde kal-
mak zorunda olduklari su dénemde de DEHB’li, OSB’li ve sag-
likh cocuklu annelerin bakim verme yukil ya da yasam kalite-
leri ile iliskili bazi faktorlerinde artis olmasi ve yasamlarinin
zorlasmis olmasi beklenebilir. Biz de ¢alismamizda COVID-19
pandemisi surecinde, sosyal izolasyonun belirgin hale geldigi
ve karantina kurallarinin artinldigr déonemde, OSB ve DEHB
tanili cocuklar ile ruhsal acidan hastaligl olmadig bildirilmis
cocuklarin annelerinde psikososyal etkilenme, hayat kalitesi
ve bu surecin anneler Gzerinde olusturdugu yuk durumunu
degerlendiriimeyi amacladik.

Gerec ve Yontem

Arastirma icin etik kurul onayr 17/06/2020 tarihinde Hitit
Universitesi Tip Fakiiltesi Klinik Arastirmalar Etik Kurulu'ndan
alindi (Karar No: 256). Dahil edilme kriterleri; 18 yasin altinda
olan saglikli ya da otizm tanili ya da dikkat eksikligi hiperak-
tivite bozuklugu tanili cocugunun olmasi, annenin kendisinin
18-60 yaslarl arasinda olmasi, olgekleri okuyup anlayabile-
cek duzeyde okuma yazma (en az ilk6gretim duzeyinde) bil-
gisinin olmasi ve 6lcekleri saglikli bir sekilde doldurmasina
engel teskil edecek, gercegi degerlendirme yetisini bozacak
zeka geriligi, psikotik bozukluk gibi bir hastaliginin olmamasi
olarak belirlendi.
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Calismaya 01.07.2020 ve 01.10.2020 tarihleri arasinda
Elazig Medikal Park Hastanesi cocuk psikiyatrisi poliklinigine
basvuruda bulunmus, ¢alismaya katilmaya s6zlt onay veren,
dahil edilme kriterlerini karsilayan ilk 60 OSB tanili ve 60
DEHB tanili gocugun anneleri ile ayni hastanenin cocuk sag-
g1 ve hastaliklari bélimuUne basvuruda bulunmus psikiyatrik
acidan saglikl 60 cocugun ayni kriterleri karsilayan anneleri-
ne veri ve anket formu https://docs.google.com/forms linki
ile gonderildi. Annelerden bu formu uygun sekilde yanitlama-
lari istendi. Bu formu eksiksiz olarak dolduran annelerden
yas ortalamasi, ¢cocuk sayisi ve medeni durumlari benzer olan
48 OSB’li, 32 DEHB’li ve 59 saglikli cocuk annesi calismaya
dahil edildi.

Veri ve Anket Formu

Bu form psikiyatri uzmani arastirmaci tarafindan hazir-
lanmistir. Formun baslangic kisminda calismaya dahil edilen
annelerin dogum tarihi, medeni durumlari, egitim durumlari,
calisma durumlari, cocuk sayilari ve ¢ocuklarinin ruh saghgi
ile iliskili hastaliklarinin olup olmadig temel bilgileri sorgulan-
maktadir. Ayni formun devaminda annelerin pandemi sebepli
izolasyon sureclerinde yasam kalitelerinde ve cocuklari ile
iliskili bakici yuki dizeylerindeki degisiklikleri sorgulayan 10
soruluk anket yer almaktadir.

Anket sorularindan ilk dért soru Zarit Bakici Yiikii Olgegi-
nin sirasiyla 3, 7, 8 ve 19 numaral sorularindan esinlenerek
hazirlanmistir (14). Anketin 5 ten 10’a kadar numaralarla de-
vam eden sorular Diinya Saglik Orgiitli Yasam Kalite Olcegi
Kisa Formunun sirasiyla 1, 5, 8, 9, 12 ve 14 numarali soru-
larindan esinlenerek hazirlanmistir (15). Tim bu 6lceklerden
esinlenerek sorumlu arastirmaci tarafindan olusturulan 10
soruluk anketin gecerlilik ve guvenilirlik calismasi yapiima-
mistir.

Anket sorularinin yanitlan Uc¢ secenekten olusmaktadir.
Annelerin kendilerine uygun gelen secenekleri secmeleri is-
tenmistir. Secenekler O ile 2 arasinda puanlanmistir.

istatistiksel Analiz

Degiskenlerin analizinde SPSS 27,0 (IBM Corporation,
Armonk, New York, United States) programi kullanildi. Tek
degiskenli verilerin normal dagilima uygunlugu Shapiro-Wilk
francia testi ile degerlendirilirken varyans homojenligi Leve-
ne testi ile degerlendirildi. ikiden fazla grubun nicel verilere
gore birbiriyle karsilastiriimasinda One-Way Anova (Robust
Test:Brown-Forsythe) ve Kruskal-Wallis H Testleri kullanildi.
Kategorik degiskenlerin birbiri ile karsilastirimasinda ise Pe-
arson Chi-Square ve Fisher-Freeman-Holton testleri Monte
Carlo Simulasyon teknigi ile test edildi ve sttun oranlarin bir-
biri ile karsilastiriip Benjamini-Hochberg diizeltmeli p degeri
sonuclarina gore ifade edildi. Nicel degiskenler tablolarda
ortalama (standart sapma) ve Median (Percentile 25 / Per-
centile 75) seklinde ifade edilirken kategorik degiskenler ise
n (%) olarak gosterildi. Degiskenler %95 guiven dlzeyinde in-
celenmis olup p degeri 0,05 ten kuguk anlamli kabul edildi.

Bulgular

Calismamiza yas ortalamalari, ¢cocuk sayilari ve medeni
durumlari benzer olan toplam 139 anne dahil edildi (59 sag-
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likli, 32 DEHB tanili ve 48 OSB tanih). OSB tanili cocuklari olan
annelerin DEHB tanili ve psikiyatrik agidan saglikh ¢cocuklarin
annelerine gore daha sik oranda ilkokul diizeyinde egitim al-
dig1 saptandi (siraslyla; p=0,013 ve p=0,006). Annelerin ya-
ridan fazlasinin ev hanimi oldugu, saglikli cocuk annelerinin
6 (%10,2)’sinin COVID-19 pandemisi nedeni ile calisamadig
saptandi. Saglikli cocuklari olan annelerin ise OSB tanili ¢co-
cuklarin annelerine gore daha sik Universite diuzeyinde egitim
gordigu saptandi (p<0,001) (Tablo 1).

Anneler saglikl, DEHB tanili ve OSB tanili ¢cocuklarin an-
neleri olarak U¢ gruba ayrilarak 10 soruluk ankete gore de-
gerlendirildi. Saglkli cocuk annelerinin 36 (%61)'sinda pan-
demi 6ncesinde sinirlilik olmadigl ve bu durumun pandemi
surecinde de degismedigi saptandi (p=0,047). OSB tanili ¢co-
cuk annelerinin ise 22 (%45,8)'sinde pandemi dncesinde de
sinirlilik durumu oldugu ve bu durumun pandemide devam
ettigi saptandi (p=0,002). Tim gruplarda pandemi surecinde
sinirlilik oranlarinda benzer oranlarda artis saptandi (sirasiyla
%23,7, %31,3 ve %16,7) (Tablo 2).

Pandemi dénemi dncesinde saglikli cocuklarin annelerin-
de (%25,4), DEHB tanili cocuk annelerinde (%40,6) ve OSB
tanili cocuk annelerinde (%41,7) kisitlanmis hissetme duru-
mu mevcuttu. Pandemi surecinde de tim gruplarda her bes
anneden birinde kendini kisitlanmis hissetme durumunda
artis saptandi (Tablo 2).

Saglikl cocuk annelerinde DEHB ve OSB tanili cocuk an-
nelerine gore dnemli bir saglkta koétllesme dislincesi olus-
madigl saptandi (sirasiyla; p=0,033 ve p=0,001). Bununla
birlikte OSB tanili gocuk annelerinin 20 (%41,7)’'si pandemi
oncesinde de saglik durumlarinin olumsuz etkilendigini ve bu
durumun pandemi surecinde degismedigini belirtti (p=0,027)
(Tablo 2).

Anneler ¢cocuklarinin bakimi agisindan degerlendirildigin-
de ise en yuksek oranda OSB tanili cocuk annelerinin yuk al-
tinda hissettigi, t¢ grupta da pandemi slrecinde yaklasik her
Uc anneden birinde yik artisinin hissedildigi saptandi.

Her G¢ grupta da annelerin yasam Kkalitesinin 6nemli
oranlarda (siraslyla; %44,1, %46,9 ve %37,5) disuk oldugu
saptandi. OSB tanili cocuk annelerinin %35,4’nun pande-
mi dncesinde yasam kalitesinin iyi dizeyde oldugu ve pan-
demi surecinde de belirgin sekilde etkilenmedigi saptandi
(p=0,012).

Annelerin pandemi Oncesinde yasamdan aldiklarn keyif
durumu degerlendirildiginde ise tum gruplarin yasamdan
keyif alma oranlarn benzer olup OSB tanili cocuklarin anne-
lerinde yasamdan keyif alma durumunun daha az degistigi
saptandi. Annelerin gunlik yasamda kendilerini ve bakim ver-
digi cocuklarini giivende hissetme durumu ile bos zamanlari
degerlendirme ugras o6zellikleri benzerdi (Tablo 2).

Saglikl cocuk annelerinin fiziksel gevrelerinin %74,6’sin-
da saglikh olmadigl ve bu oranin diger gruplardan belirgin
yUksek oldugu saptandi (p=0,007). DEHB ve OSB tanil co-
cuklarin annelerinin pandemi sirecinde fiziksel ¢evre saglig
durumlarinin benzer oldugu ve degisim gostermedigi saptan-
di.

Saglikli cocuk annelerinin %74,6’sinda pandemi déncesin-
de ve pandemi surecinde OSB tanili cocuklarin annelerine
gore parasal olarak yetersiz oldugu saptandi (p=0,003). OSB
tanili cocuklarin annelerinde ise parasal durumun diger

gruplara gore daha iyi dizeyde oldugu saptandi (sirasiyla;
p=0,005 ve p=0,034) (Tablo 2).

Tartisma

Calismamizda COVID-19 pandemisinin OSB ve DEHB tani-
I cocuklari olan annelerin psikososyal parametreleri ve hayat
kalitesi Uzerindeki etkilerini degerlendirmeyi amagcladik. Bu
calismadaki tim annelerde pandemi déneminde énemli de-
gisimler izlendigi halde OSB ve DEHB tanili cocuklarin annele-
rinde saglikli cocuk anneleri ile karsilastirildiginda psikosos-
yal ve hayat kalitesi parametreleri acisindan anlamli diizeyde
farkhhk saptanmadi.

OSB i¢in kanita dayal tedaviler her zaman bir ebeveyn bi-
leseni icermez ve bu tedavilere erisim, 6zellikle dusuk gelirli
aileler icin maliyet ve yeterli sayida terapist mevcudiyeti nede-
niyle sinirh olabilir (16, 17). Bu durum ¢ocugun semptomlarini
ve ailenin stresi ve igleyisini ele alan ucuz, mevcut tedavile-
re artan bir ihtiyaci artirmaktadir. Pandemiden kaynaklanan
olumsuz ekonomik etkiler, issizlik, gida guvensizligi ve/veya
barinma istikrarsizligl nedeniyle ailesinin temel ihtiyaclari-
ni karsilamakta zorlanan bircok birey icin psikolojik ve dav-
ranissal islevleri daha da karmasik hale getirebilir (18). Bu
bilgiden yola ¢ikarak daha ylksek egitim duzeyi ve/veya sos-
yoekonomik statliye sahip ebeveynlerin, saglk sorunlari ile
ilgili bilgilere ve tedavi stratejilerine daha iyi erisebileceklerini
ongorduk. Calismamizda ise OSB tanili ¢cocuklari olan anne-
lerin DEHB tanili ve psikiyatrik acidan saglikh ¢ocuklarin an-
nelerine gére daha sik oranda ilkokul duzeyinde egitim 6yku-
su oldugu saptandi (siraslyla; p=0,013 ve p=0,006). Saglikli
cocuklari olan annelerin ise OSB tanili cocuklarin annelerine
gore daha sik Universite mezunu oldugu saptandi (p<0,001).
Ayrica calismamizdaki tUm annelerin yaridan fazlasinin ev
hanimi oldugu, saglikh cocuk annelerinin 6 (%10,2)’sInin
COVID-19 pandemisi nedeni ile calisamadigl ve gruplar ara-
sinda anlamh farkliik olmadigl saptandi (p>0,05). Saglikli
cocuk annelerin %74,6’sinda pandemi slrecinde OSB tani-
Il cocuklarin annelerine gore parasal olarak yetersiz oldugu
(p=0,003) ve OSB tanili cocuklarin annelerinde ise parasal
durumun diger gruplara gore daha iyi diizeyde oldugu sap-
tandi (sirasiyla; p=0,005 ve p=0,034). Baska bir soruda bul-
dugumuz OSB tanili cocuk annelerinin %35,4’Unln pandemi
oncesinde yasam kalitesinin iyi dizeyde oldugu ve pandemi
surecinde de belirgin sekilde etkilenmedigi (p=0,012) sonu-
cunun da parasal durum degerlendirilerek verilen yanittan
kaynaklanmis olabilecegi kanaatine vardik. Bu durumun OSB
tanih cocuklarin bakimi sirasinda ihtiya¢ duyulan psikiyatrik
destege ve rehabilitasyona ulasim imkanlarini kolaylastirmis
olabilecegini distiindik. OSB’li cocuklar nadiren annelerine
tipik bir sekilde yanit verdiginden, bu anneler gun i¢inde su-
rekli olarak ebeveynlik iligkili zorluklar yasamaktadirlar. Bu
nedenle, ebeveyn stresi zamanla yogunlasir ve sonug olarak
anne-gocuk etkilesimi giderek daha zor hale gelir. Bu tur fak-
torler, OSB’li cocuklarin annelerinde, cocuklari OSB olmayan-
lara gore daha yuksek depresyon insidansini aciklayabilir (19,
20). Biz de calismamizda OSB’li cocuk annelerinin ¢ocuklari
saglikli olan annelere gore pandemi 6ncesi sinirlilik sikayet-
lerinin anlamh olarak ylksek oldugunu bulduk (p=0,002).
Annelerin belirtmis olduklari bu sinirlilik sikayetinin depresif
duygudurumlari ile de baglantili olabilecegini disunduk.
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Tablo I. Sosyodemografik Degiskenlikler

Kontrol (A) | DEHB Annesi 0SB Annesi P Pairwise Comparsion
(B) (C)
(n=59) (n=32) (n=48) A-B A-C B-C
Mean (SD.) Mean (SD.) Mean (SD.)
Yas 39,56 40,25 (5,94) | 38,08 (7,38) 0,345° ns. ns. ns.
(7,56)
Median Median (Q1/ | Median (Q1/
(Q1/Q3) Q3) Q3)
Cocuk 2(1/3) 2(1/2) 2(1/2) 0,157 * ns. ns. ns.
sayisl
n (%) n (%) n (%)
Medeni 0,316
durum
Bekar 1(4,7) 2 (6,3) 4 (8,3) ns. ns. ns.
Dul (1, (3,2) (6,3) ns. ns. ns.
Evli 57 (96,6) 29 (90,6) 41 (85,4) ns. ns. ns.
Egitim 0,001 ¢
Durumu
ilkogretim 8 (13,6) 4 (12,5) 19 (39,6) “& ns. 0,006 0,013
Lise 11 (18,6) 11 (34,4) 13 (27,1) ns. ns. ns.
Universite | 40 (67,8)°¢ 17 (53,1) 16 (33,3) ns. 0,001 ns.
Calisma 0,240 ¢
durumu
Covid-19 6 (10,2) 1(3,1) 1(2,1) ns. ns. ns.
sebebiyle
calismiyor
Calisiyor 23 (39,0) 9(28,1) 17 (35,4) ns. ns. ns.
Ev Hanimi 30 (50,8) 22 (68,8) 30 (62,5) ns. ns. ns.

° OneWay ANOVA (Robuts Statistic:Brown-Forsythe), ¥ Kruskal Wallis Test(Monte Carlo), Post Hoc Test :

Dunn’s Test,  Fisher Freeman Halton (Monte Carlo),
Test: Benjamini-Hochberg correction

Yine bu bulgu ve ¢ikarim ile uyumlu olarak baska bir anket
sorusu sonucunda OSB tanili cocuk annelerinin 20 (%41,7)’si
pandemi 6ncesinde de ¢ocuklari ile ugrasmaktan dolayi sag-
ik durumlarinin olumsuz etkilendigini ve pandemi siirecinde
degismedigini belirtti (p=0,027). DEHB’li cocuk annelerini
kontrol grubu anneleri ile karsilastirdiklari bir calismada ise,
DEHB grubunun annelerinde daha yuksek ebeveynlik stresi,
nevrotik durum ve daha dusik uyumluluk duzeyi saptanmis-
tir (10). Bizim calismamizda ise bu bulgularin aksine DEHB’li
cocuk annelerinin saglikli cocuk annelerine gére pandemi
oncesi sinirlilik sikayetlerinde istatistiksel olarak anlaml yuk-
seklik olmadigl bulundu. Galismamizda tiim gruplarda pan-
demi surecinde sinirlilik oranlarinda benzer oranlarda artis
saptandi (siraslyla %23,7, %31,3 ve %16,7). Saghkli cocuk
annelerinin 36 (%61)'sinda pandemi 6ncesinde sinirlilik ol-
madigl ve bu durumun pandemi surecinde de degismedigi
saptandi (p=0,047). Bu bulgu ile uyumlu olarak saglikh co-
cuk annelerinin 42 (%71,2)'si pandemi 6ncesinde cocuklari
ile ugrasmaktan dolayi saglk durumlarinin daha fazla bozul-
ma hissetmediklerini ve bu durumun pandemi surecinde de
degismedigini belirtmislerdir. Bu sayl OSB’li ve DEHB’li gocuk
annelerine gore istatistiksel olarak anlamli sekilde yUksektir
(p=0,001 ve p=0,033).

Bircok calisma, OSB’si olmayan ¢ocuklarin ailelerinin Gye-
leriyle karsilastirildiginda, OSB’li cocuklari olanlarin
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¢ Pearson Chi Square Test(Monte Carlo); Post Hoc

yogun stres ve depresyon ve / veya anksiyete hissetme ola-
siliklarinin daha yuksek oldugunu gostermistir (6, 7). Calis-
mamizda pandemi 6ncesinde saglikli cocuklarin annelerinde
(%25,4), DEHB tanilh cocuk annelerinde (%40,6) ve OSB ta-
nili gocuk annelerinde (%41,7) kisitlanmis hissetme durumu
mevcuttu. Ayrica OSB tanili cocuk annelerinin yuk altinda his-
settigi, Uc grupta da pandemi stirecinde yaklasik her (ic anne-
den birinde bu yUk artisinin hissedildigi saptandi.

DSM-5’e gore, OSB’nin temel 6zelliklerinden birinin es-
neklik zorluklari ve dolayisiyla karantina gibi yeni durumlara
adapte olmanin zorlugu oldugu bilinmektedir (21, 22). Ayrica,
OSPB'li cocuklarin ebeveynlerinde, tipik olarak gelismekte olan
cocuklarin ebeveynlerinden daha yuksek ebeveynlik stresi
bildirilmistir (23). OSB ve DEHB tanili cocuklarin ebeveynleri,
refahlarini olumsuz etkileyecek ¢ok sayida zorluk ve taleple
karsi karsiyadirlar. Ozellikle, tipik olarak gelisme caginda olan
cocuklarin veya diger engelleri olan cocuklarin ebeveynleri-
ne gore daha yuksek dlzeyde stres, anksiyete ve depresyon
yasadiklar bildirilmistir (24-27). Calismamizdaki annelerin
pandemi dncesinde yasamdan aldiklar keyif durumu deger-
lendirildiginde ise tim gruplarin yasamdan keyif alma oran-
lan benzer olup OSB tanili cocuklarin annelerinde yasamdan
keyif alma durumunun daha az degistigi saptandi. Bu sonucu
baska bir soruda pandemi dénemi éncesinde saglikli gocuk-

larin annelerinde (%25,4),
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Tablo Il. Anket sorularinin yanitlarinin gruplar arasindaki farkliliklar agisindan degerlendirilmesi

Kontrol (A) | DEHB Annesi | 0SB Annesi P Pairwise Comparsion
(B) (C)
(n=59) (n=32) (n=48) A-B A-C B-C
Mean (SD.) Mean (SD.) Mean (SD.)
1- Cocugunuz ile birlikteyken sinirlilik
durumunuzu nasil degerlendiriyorsunuz? 0, 006
Pandemi dncesi yoktu ve degismedi 36 (61,0)C 14 (43,8) 18 (37,5) ns. 0,047 ns.
Pandemi 6ncesi vardi ve degismedi 9 (15,3) 8 (25,0) 22 (45,8)* ns. 0,002 ns.
Pandemi sonrasinda belirgin artti 14 (23,7) 10 (31,3) 8 (16,7) ns. ns. ns.
2- Cocugunuz ile birlikteyken kendinizi daha 0.096¢
fazla kisitlanmis hissediyor musunuz?
Pandemi dncesi yoktu ve degismedi 28 (47,5) 11 (34,4) 11 (22,9) ns. ns. ns.
Pandemi dncesi vardi ve degismedi 15 (25,4) 13 (40,6) 20 (41,7) ns. ns. ns.
Pandemi sonrasinda kisitlilik belirgin artti 16 (27,1) 8(25,0) 17 (35,4) ns. ns. ns.
3- Cocugunuz ile ugrasmaktan dolayi saghginizin
daha fazla bozuldugunu hissediyor musunuz? 0,009°
Pandemi dncesi yoktu ve degismedi 42 (71,2) B¢ 15 (46,9) 18 (37,5) 0,033 0,001 ns.
Pandemi dncesi vardi ve degismedi 11 (18,6) 10 (31,3) 20 (41,7)A ns. 0,027 ns.
Pandemi sonrasinda saglhigim belirgin bozuldu 6 (10,2) 7(21,9) 10 (20,8) ns. ns. ns.
4- Tiimiiyle degerlendirdiginizde oglunuzun ya da 6 (10,2) 1(3,1) 1(2,1) ns. ns. ns.
kizimzin bakimi ile ilgili kendinizi ne kadar yiik
altinda hissediyorsunuz?
Pandemi 6ncesi yoktu ve degismedi 15 (25,4) 11 (34,4) 11 (22,9) ns. ns. ns.
Pandemi dncesi vardi ve degismedi 21 (35,6) 7 (21,9) 25 (52,1) ns. ns. ns.
Pandemi sonrasinda ylikim belirgin artti 23 (39,0) 14 (43,8) 12 (25,0) ns. ns. ns.
5- Yasam kalitenizi nasil buluyorsunuz? 0.017¢
Pandemi dncesi dliistktl ve degismedi 26 (44,1) 15 (46,9) 18 (37,5) ns. 0,005 ns.
Pandemi 6ncesi iyiydi ve degismedi 6(10,2) 5(15,6) 17354 A ns. ns. ns.
Pandemi sonrasinda yasam kalitem belirgin artti 27 (45,8) 12 (37,5) 13 (27,1) ns. ns. ns.
6- Yasamaktan ne kadar keyif alirsiniz? 0.049¢
Pandemi 6ncesi azdi ve degismedi 24 (40,7) 12 (37,5) 11 (22,9) ns. ns. ns.
Pandemi dncesi iyiydi ve degismedi 8 (13,6) 9(28,1) 18 (37,5) A ns. 0,012 ns.
Pandemi sonrasinda belirgin artti 27 (45,8) 11 (34,4) 19 (39,6) ns. ns. ns.
7- Giinliik yasaminizda kendinizi ve bakim verdiginiz
cocugunuzu ne kadar giivende hissediyorsunuz? 0,309"
Pandemi dncesi dlisuk dlzeydeydi ve degismedi 22 (37,3) 11 (34,4) 12 (25,0) ns. ns. ns.
Pandemi 6ncesi iyiydi ve degismedi 4 (6,8) 5(15,6) 9 (18,8) ns. ns. ns.
Pandemi sonrasinda belirgin artti 33(55,9) 16 (50,0) 27 (56,3) ns. ns. ns.
8- Fiziksel cevreniz ne olciide saghkhdir? <0,001"
Pandemi dncesi saglikli degildi ve degismedi 44 (74,6) BC 15 (46,9) 22 (45,8) 0,012 0,007 ns.
Pandemi 6ncesi sagliklikliydi ve degismedi 0(0,0) 5(15,6) A 10 (20,8) A 0,048 0,015 ns.
Pandemi sonrasinda belirgin diizeldi 15 (25,4) 12 (37,5) 16 (33,3) ns. ns. ns.
9- intiyaclannizi karsilamaya yeterli paraniz var mi? 0.004¢
Pandemi dncesi yetersizdi ve degismedi 44 (74,6) C 20 (62,5) 21 (43,8) ns. 0,003 ns.
Pandemi dncesi yeterliydi ve degismedi 6 (10,2) 4 (12,5) 17 (35,4) AB ns. 0,005 0,034
Pandemi sonrasinda belirgin dizeldi 9 (15,3) 8 (25,0) 10 (20,8) ns. ns. ns.
10- Bos zamanlari degerlendirme ugraslari i¢in 0.109¢
ne olciide firsatiniz olur?
Pandemi dncesi yetersizdi ve degismedi 22 (37,3) 12 (37,5) 8(16,7) ns. ns. ns.
Pandemi dncesi yetersizdi ve degismedi 16 (27,1) 8(25,0) 21 (43,8) ns. ns. ns.
Pandemi sonrasinda belirgin iyilesti 21 (35,6) 12 (37,5) 19 (39,6) ns. ns. ns.

° OneWay ANOVA (Robuts Statistic:Brown-Forsythe), * Kruskal Wallis Test(Monte Carlo), Post Hoc Test : Dunn’s Test, ™ Fisher
Freeman Halton (Monte Carlo), ¢ Pearson Chi Square Test(Monte Carlo); Post Hoc Test: Benjamini-Hochberg correction
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DEHB tanili cocuk annelerinde (%40,6) ve OSB tanili ¢o-
cuk annelerinde (%41,7) kisitlanmis hissetme durumu bul-
mus olmamiz sonucu ile birlestirirsek, pandemi 6ncesinde
de izolasyon gibi pek cok zorluga maruz kalan OSB’li cocuk
annelerinin, pandemi ile ortaya cikan zorluklara zaten aliskin
olmalari ve yogun bakim veren stresine karsi sistemik duyar-
sizlasma yasamis olma ihtimalleri 6nem kazanmaktadir.

Calismamizda kacginilmaz bazi kisitliliklar bulunmaktadir.
Calismamizin yapildigi donemde COVID-19 pandemisi nedeni
ile ylz yuze anket uygulamasi ve standart prosedurler esli-
ginde (uzun sureli yluz ylze goérisme, 6n test-son test uygu-
lamasi, aile gorismeleri) degerlendirme yapilamamistir. Ay-
rica ¢alismamizda kullandigimiz 10 soruluk anket formunun
gecerlilik ve guvenirlilik 6lcimu yapiilmamistir. Calismamizda
sadece anneleri degerlendirdigimiz icin cocuklarin babala-
ri konusunda yeterli ¢ikarim yapmak guctur. Annelerin has-
taneye basvuran cocuklarin ebeveynleri olmasi ¢calismadaki
kontrol grubunun kacinilmaz yanh secimine neden olmakla
birlikte norogelisimsel bozukluk olmayan ve 6zel bakima ihti-
yacl olmayan ¢ocuklarin annelerinin calismaya alinmasi ile bu
durumun Ustesinden gelinmeye calisiimistir.

Sonuc¢

Uc grupta da pandemi siirecinde yaklasik her tic anneden
birinin ¢ocuklarinin bakimlari ile iligkili kendisini daha fazla
yUk altinda ve her bes anneden birinin ¢ocuklari ile birlikte
iken kendisini daha fazla kisitlanmis hissettigini bildirmis ol-
masi ile tim gruplarin yasam kalitelerinin 6nemli oranlarda
(%44,1, %46,9 ve %37,5) azaldiginin bulunmus olmasi, tim
annelerin yasaminda pandemi déneminde 6nemli degisik-
likler oldugunu gostermektedir. Ancak OSB ve DEHB tanili
cocuklarin annelerinde pandemi doneminde psikososyal
degisiklikler ve hayat kalitesi degiskenlerinde saglkli cocuk
annelerine gore anlamli farkhhk saptanmamistir. Bu konuda
pandemi surecinde anne ve babalarin birlikte degerlendiril-
digi, OSB ve DEHB tanili cocuklarin ise hastalik siddetlerinin
Olcekler ile ortaya konuldugu ¢calismalara ihtiyac vardir. Mev-
cut bulgularimizin pandemi 6ncesinde de yasamlari tipki pan-
demi déneminde oldugu gibi ¢esitli kisithliklar ve izolasyon ile
gecen ruhsal engelli cocuk annelerinin yasadiklari zorluklara
dikkat cekerek, cocuklarinin tedavileri asamasinda annelere
de destek verilmesi gerektigini vurguladigini disinmekteyiz
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zeylerini ve atesi distrmek icin izledikleri yontemleri arastirmayi amacladik.

Gerec ve Yontem: Mart-Nisan 2022 tarihleri arasinda cocuklarini herhangi bir sikayetle
hastanemiz acil servisine getiren ebeveynlere yuz ylize gorusme yontemi ile 27 sorudan
olusan anket uygulandi.

Bulgular: Toplam 221 ebeveyn ile gorusuldi. Aileler en sik (%34,8) 38 0° ve Ustlinl ates
olarak kabul ediyordu. Ebeveynlerin 207’si (%93,7) ates derecesinin hastaligin ciddiyeti ile
iliskili oldugunu dusuniyordu. Ailelerin 196’sinda (%88,7) cocugu ateslendiginde korkma,
199’unda (%90) gocugu igin atesin zararli olduguna inanma ve 164’lnde (%74,2) atese
bagli nobet gecirecegi inanci vardi. Cocuklar ateslendiginde 173'U (%78,3) bir saatten
once tekrar ates olctiginu belirtti. Ailelerin 108’i (%48,9) 4 saat arayla, 109'u da (%49,3)
dontstimli ates disurlc ilag verdigini ifade etti. Ebeveynlerin 172'si (%77,8) ates disuU-
rici ilag vermek igin gocugunu gece uyandirdigini ve 157’si (%71) ¢cocuguyla gece ayni
odada kalip sik ates takibi yaptigini belirtti. Ailelerin 27’si (%12,2) cocugu her ateslendi-
ginde antibiyotik kullaniyor ve 13’0 de (%5,9) evde acilmamis antibiyotik bulunduruyordu.
Ailelerin 187’si (%84,6) ates dustricl uygulamalari doktorlardan 6grendigini ifade etti.
Ebeveynlerin egitim durumuna gore bakildiginda; lisans egitim grubunda atesin enfeksi-
yona bagl oldugunu distinme orani, ates duslrici yontemleri kitaptan ve akademik ya-
yinlardan 68renme orani, temel egitim grubuna gore istatistiksel olarak ylksekti (sirasiyla,
p=0,019, p=0,010, p=0,005).

Sonug: Ebeveynlerin biylk boliminde atesin ¢ocuklarinda olumsuz tablolara yol agacagi
ve ates derecesi ile hastaligin ciddiyeti arasinda iliski oldugu inanci vardi. Bu inanislarin
yanls davranislara yol actigi goruldua. Ailelerin egitim dlzeyi arttikca ates ile ilgili bilgileri
dogru kaynaklardan 6grenme orani ve enfeksiyon bilinci arttigl icin egitim dizeyi dislk
ailelerin bu konuda bilgilendirilmesi 6nem arz etmektedir.

Abstract

Objective: We aimed to investigate how families feel when their children have a fever, their
level of knowledge about fever, and the methods they follow to reduce fever.

Material and Method: A questionnaire consisting of 27 questions was applied to the parents
who brought their children to the emergency department of our hospital with any complaints
between March and April 2022, using the face-to-face interview method.

Results: A total of 221 parents were interviewed. Families most often (34.8%) considered
38 °C and above to be fever. 207 (93.7%) of the parents thought that the degree of fever
was related to the severity of the disease. Of the families, 196 (88.7%) stated that they
were afraid of their child’s fever, 199 (90%) believed that the fever was harmful to their
child, and 164 (74.2%) had a belief that they would have a fever induced seizure. When
their children had a fever, 173 (78.3%) said they had taken their temperature again be-
fore an hour. Of the families, 108 (48.9%) stated that they gave antipyretic drugs every
4 hours, and 109 (49.3%) gave antipyretic drugs alternately. 172 (77.8%) of the parents
stated that they woke their child up at night to give antipyretic medicine, and 157 (71%)
stated that they stayed in the same room with their child at night and followed up on their
temperature frequently. Of the families, 27 (12.2%) took antibiotics every time when their
children had a fever, and 13 (5.9%) stated that they had unopened antibiotics at home.
187 of the families (84.6%) stated that they learned antipyretic practices from doctors.
Considering the education level of the families; in the undergraduate education group, the
rate of thinking that fever is due to infection and the rate of learning antipyretic methods
from books and academic publications were statistically higher than in the basic educati-
on group (p=0,019, p=0,010, p=0,005, respectively).

Conclusion: Most parents believed that fever would lead to negative pictures in their child-
ren and that there was a relationship between the degree of fever and the severity of the
disease. It is shown that these beliefs lead to wrong behaviors. As the level of education
level of families increased, the rate of learning information about fever from the right sour-
ces and awareness of infection increased. Therefore, it is important to inform families with
low education levels on this issue.



Giris

Ates, merkezi sinir sisteminde hipotalamus termoregula-
t0r merkezi tarafindan kontrol edilen ve vucuttaki gesitli olay-
lara biyolojik cevap olarak ortaya cikan vicut sicakligindaki
anormal bir yukselmedir (1). Ates periferik olarak interlokin
(IL)-1, 16, timor nekroz faktord, interferon-alfa ve diger
endojen pirojenik sitokinlerin fagositik hucreler tarafindan
sentezlenmesi ve salinmasi ile baslayan yuksek duizeyde ko-
ordineli bir dizi olayin sonucudur. Ates, inflamatuar yanitin ay-
rilmaz bir parcasidir ve enfeksiyonla mucadelede rol oynar.
Bazi bakteri ve virlslerin blylmesinin ve ¢cogalmasinin ge-
cikmesine neden olur ayrica belli sicakliklarda immunolojik
fonksiyonun artmasini saglar (2). Sokta, pulmoner veya kar-
diyak anormalligi olanlarda artan metabolik hiz, oksijen tike-
timi, karbondioksit Uretimi dengeyi olumsuz etkileyip atesin
dezavantajlarinin ortaya cikmasina neden olur (3).

Atesli cocuk kotu gorlnuyorsa veya ates uzun surlyorsa
altta yatan ciddi bir hastaligin belirtisi olabilir. Buna ragmen
ates nedeninin bilinmesi ve sivi kaybinin yerine konmasi ko-
suluyla ¢cogu durumda kendi kendini sinirlayan iyi huylu bir
olaydir. Ates yonetiminde ilk adim atesin nedenini belirlemek-
tir (4).

Farkli etnik kdken ve inanislarda atese yaklasim degis-
mektedir (5). Acil servis basvurularin énemli bir kismini olus-
turan ates organizmanin fizyolojik bir tepkisidir. Ancak aileler-
de endiseye, hatali uygulamalar yapilmasina, cogunlukla acil
servislere gereksiz basvurulara ve uygun olmayan tedaviler
verilmesine yol acar (6). Dahasi, bazi ailelerde santral sinir
sistemi hasari, nébetler ve 6lium gibi olumsuz durumlara yol
acacagl endisesi vardir (7). Atesli durumlarda hekimlerin do-
nusumlu ates dusUrlcu ilac 6nermeleri de ailelerin bu konu-
daki endiselerinin artmasina sebep olmaktadir (8).

Bu calismada, herhangi bir nedenle ¢ocuk acil servisine
gelen ailelerin, cocuklari ateslendiginde tutum ve davranisla-
rinin neler oldugu, ates ile ilgili bilgi ve inanislari, ates korku-
sunun nedenleri ve atesi dustrmek icin izledikleri ydntemler
arastirildi. Bu calismanin sonugclariyla ates konusunda ailele-
rin dogru bilinclendirilmesi, atesle ilgili endiselerin azaltilarak
yanls uygulamalarin 6nune gecilmesi amaclandi.

Gerec ve Yontem

Mart-Nisan 2022 tarihleri arasinda herhangi bir sikayet
ile cocuklarini hastanemiz ¢ocuk acil servisine getiren ebe-
veynlere yuz ylze gorisme yontemi ile 27 sorudan olusan
anket uygulandi. Cocuklarin gerekli tetkik ve tedavileri ya-
pildiktan sonra calismaya katilmayi kabul eden ve bilgilen-
dirilmis olurlari alinan aileler ¢alismaya dahil edildi. Anket
formu ailelerin sosyo-demografik Ozelliklerini, ailelerin ates
tanimini,ates 6lcme metotlarini ve kullanilan termometre
tiplerini, atesi duslrmek icin yapilan uygulamalar ve atesle
ilgili diistincelerini belirleyen sorulari iceriyordu. Anne egitim
durumu ilkokuldan lise sonuna kadar olanlar temel egitim
grubu, Universite ve Uizeri egitim alanlar ise lisans egitim gru-
bu olacak sekilde 2 gruba ayrilarak degerlendirildi. Calisma,
hastanemiz Klinik Arastirmalar Etik Kurulu’dan etik onam ali-
narak (Tarih:11/02/2022, No:50) ve ‘Helsinki Deklerasyonu

Prensipleri’ne uygun olarak yapildi. Calismada arastirma ve
yayin etigi kurallarina uyuldu.

istatistiksel Analiz

Anket verileri SPSS for Windows, Version 26.0. (SPSS Inc.
Chicago, USA. Released 2007) programinda degerlendiril-
di. Verilerin ylzdelik degerleri, ortalama * standart sapma,
ortanca degerleri hesaplandi. Kategorik Olgiimlerin gruplar
arasinda karsilastiriimasinda ki-kare testi kullanildi, p degeri
<0,05 istatistiksel olarak anlamli kabul edildi.

Bulgular

Calismamizda toplam 221 ebeveyn ile gorusuldi. Co-
cuklarin 108'i (%48,9) kiz, yas ortalamalari 6,92+4,97 yil
(1 ay-17 yas) idi. Calismaya katilan ailelerin 183’0 (%82,8)
sehir merkezinde yasiyordu, evde yasayan Kisi sayl ortala-
mas! 3,93+1,09 (2-11), cocuk sayl ortalamasi 1,95+0,85
(1-5) idi. Annelerin yas ortalamasi 34,91+7,31 yil, babalarin
38,47+7,38 idi. Anneler egitim dlzeylerine gore degerlen-
dirildiginde; %38’ lisans ve Ustl, %34,8’i lise mezunuydu.
Anneler mesleklerine gore degerlendirildiginde %68,3'i ev
hanimi, %8,1’i 68retmendi. Babalar egitim dlzeylerine gore
degerlendirildiginde; %47,1’i lisans ve Ustl, %29,4°0 lise me-
zunu olup meslek olarak %26,2’si esnaf ve %16,3’U isciydi.

Ailelere kac¢ derece ustlinl ates kabul ettikleri sorusuna
en sik verilen cevap; 38 °C ve Ustlydi (%34,8). Kag derece
ve Ustl olunca hekime gittikleri sorusuna en sik verilen ce-
vap; 38 °C ve Ustlydi (%38,5). Ailelerin ¢ocuklarinda tespit
ettigi en ylksek ates sorusuna en sik verilen cevap; 39 °C idi
(%29,9). Katihmcilarin 207’si (%93,7) ates derecesinin has-
taligin ciddiyeti ile iliskili oldugunu dislndyordu. Aileler en sik
39 °C ve Ustini ciddi ates olarak kabul ediyordu (%32,6).
Atesle ilgili veriler Tablo I’de verildi.

Cocugunuz ateslendiginde korkar misiniz? sorusuna aile-
lerin 196’sI (%88,7) “evet” cevabini verdi. Ailelerin 17’sinde
(%7,7) cocuklarinda dnceden atesli nébet gecirme oykusu
vardi. Ailelerin 203’Unln (%91,9) evinde termometre vardi.
Ailelerin hangi termometreyi kullandiklari sorusuna en sik ver-
dikleri cevap (120’si, %54,3) koltuk alti dijital termometreydi.
Elle dokunarak atesini hissetme, en sik kullanilan(%27,6) ge-
leneksel yontemdi. Ailelerin verdigi diger cevaplar Tablo II'de
verildi. Cocuklari ateslendiginde ailelerin 90’1 (%40,7) yarim
ile bir saat arasi ve 83’1 de (%37,6) yarim saatten daha kisa
surede atesini tekrar ol¢tigund belirtti.

Ates dusUrmek icin ailelerin 186’sI (%84,2) ates dusUrlcu
surup, 153’0 (%69,2) 1k dus aldirma ve 131’i de (%59,3) ¢o-
cugunun Ustinld acma yontemini uyguluyordu. Cocugu sirkeli
su ile silme en sik (%22) kullanilan geleneksel yontemdi. Ai-
lelerin uyguladigl ates dustirme yontemleri Tablo II'de verildi.
Ailelerin 200’tGnde (%90,5) evinde ates dusurucu ila¢ vardi,
70’i de (%31,7) recetesiz ates dusurtcl temin ediyordu. Ates
dUsurlcu surubu ailelerin 148’i (%67) kilo hesabina gore ve-
riyordu. Ailelerin ates dusUrlcu surubu ne kadar verdikleri
Tablo 1I'de verildi. Ailelerin 108’i (%48,9) 4 saat ara ile, 39'u
(%17,6) 6 saat ara ile ates dusurlcl ilag verdigini, 109'u
(%49,3’0) donlsumli ates dlsUricU ilag kullandigini
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Tablo I. Ailelerin Ates DUzeyleri Hakkindaki Bilgileri

Yiiksek ates kac derece | Hekime kac derece iis- | Cocugunuzun en yiiksek Ciddi ates kag derece
ustiidiir? tiinde basvuruyorsunuz? atesi kag dereceydi? ustiidiir?

°c n % n % n % n %
37 alt 34 15,4 13 59 17 7,7 9 4,1
375 43 19,5 13 59 6 2,7 1,8
38 77 34,8 87 39,4 35 15,8 51 231
38.5 28 12,7 29 131 18 8,1 26 11,8
39 26 11,8 67 30,3 70 31,7 73 334

39.5 7 3,2 6 2,7 38 17,1 20 9
40 st 2,7 6 2,7 27 12,2 31 17,2

ifade etti. Ailelerin 89'u (%40,3) ates dusUrlcu surubun geri
kalanini saklayip bitene kadar kullandigini, 65’i (%29,4) en
fazla 1 ay kullandigini ve 35’i de (%15,8) sadece o hastalik
doénemi kullanip attigini belirtti. Ates disUrucu uygulamalar
ile ilgili bilgileri aileler en sik (%84,6) doktorlardan 6grendigini
bildirdi. Ailelerin ates dusurucu uygulamalar ile ilgili bilgileri
nereden 6grendikleri Tablo II'de verildi.

Aileler cocuklarindaki ates nedenini en sik (194’0, %87,8)
enfeksiyon olarak dusunuyordu. Ailelere gore cocuklarindaki
atesin nedenleri Tablo IlI'te verildi. Ailelerin 199’u (%90) atesi
cocuklari icin zararl olarak géruyordu. Ailelerde atesin zarari
olarak en sik nobet gecirecegi dustincesi vardi (%74,2). Atesi
zararli olarak goren ailelerin sebepleri Tablo Ill'te verildi. Aile-
lerin 172’si (%77,8) ates dusurlcu ilagc vermek igin cocugunu
gece uyandirdigini ve 157’si de (%71) gocuguyla gece ayni
odada kalip sik sik ates takibi icin uyandigini ifade etti. Atesi
dusurmenin faydasi olarak aileler en sik atesli ndbeti 6nledi-
gini distnlyordu (%78,7)

Ailelere gore atesi dusUrmenin faydalar Tablo llI'te verildi.
Cocuklarin 6’sinda (%2,7) ates dusurlcu ilaclara baglh yan
etki gelistigi bildirildi. Gastrointestinal sistem kanamasi, bob-
rek ve karaciger yetmezligi gibi ciddi yan etki gbézlenmedi.
Ailelerin 27’si (%12,2) cocugu her ateslendiginde antibiyotik
kullandigini, 13’0 de (%5,9) evde acilmamis antibiyotik bu-
lundurdugunu bildirdi. Anne egitim durumuna gore; lisans
egitim grubunda evde termometre bulundurma, alindan te-
massiz infrared termometre, koltuk alti dijital termometre
ve kulaktan infrared termometre bulundurma oranlari temel
egitim grubuna gore ylksekti. Fark istatistiksel olarak an-
lamhydi (sirasiyla, p=0,002, p=0,004, p=0,017, p=0,007).
Lisans egitim grubunda atesin enfeksiyona bagh oldugunu
dusunme orani, ates dusurucu bilgileri kitaptan ve akademik
yayinlardan 6grenme orani temel egitim grubuna gore istatis-
tiksel olarak anlamli yluksekti (sirasiyla, p=0,019, p=0,010,
p=0,005). Temel egitim grubunda her ateste antibiyotik bas-
lanmasi gerektigi dislncesi ve ates dustricu uygulamalari
blylUklerinden 6grenme orani lisans grubuna gére anlamli
yuksekti (sirasiyla, p=0,019, p=0,030). Calismayan annelerin
cocugu ateslendiginde doktora gitme orani ve ates dusUru-
cu bilgileri sosyal medyadan 6grenme orani ¢alisan annelere
gore yuksek olup fark istatistiksel olarak anlamliydi (sirasiyla,
p=0,002, p=0,032). Atesin zararh oldugunu duslnen ailele-
rin dénUsumli ates dUsUrtcl verme orani zararsiz oldugunu
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dusunenlere gore anlamli olarak yUksekti (p=0,004).

Tartisma”

Bircok ailede korku kaynagl olan ates, panikle ailelerin go-
cuklarina zarar verebilecek hatali uygulamalar yapmalarina
neden olabilmektedir. Calismamiz, 6nemli bir endise kaynag|
olan yuksek ates hakkinda ailelerin bilgi, tutum ve davranis-
larini sorgulamaktadir.

Kilig ve ark.’nin yaptigi calismada katilimcilarin %98'i il
merkezinde yasarken calismamizda da benzer sekilde kati-
limcilarin ¢ogu (%82,8) il merkezinde yasamaktaydi (9). Ner-
kiz ve ark.’nin yaptigl ¢alismada annelerin %37,5’i, babala-
rin %63,3'0 Universite mezunu iken, calisan annelerin orani
%28,9 bulunmustur (10). Esenay ve ark.’nin calismasinda
calisan annelerin orani %18,3 saptanmistir (11). Calismamiz-
da annelerin %38’i, babalarin %47,1’i lisans mezunu olup,
annelerin %31,7’si calismaktaydi.

Kili¢ ve ark.’nin yaptigl calismada atesi dogru tanimlama
orani %58, atesi dlcerek belirleme orani %47,5 olarak sap-
tanmistir (9). Cesitli calismalarda 37 °C ve altini ates olarak
kabul eden ailelerin orani %16-35,8 bulunmustur (9,11-13).
Calismamizda ise bu oran daha dusuk (%15,4) saptandi. Bu
sonugclardan ailelerin ates derecesini yorumlama konusunda
onceki calismalara gore bilgi dizeyinin arttigl séylenebilir.
Calismalarda ailelerin %82-98,9’u atesin zararli oldugunu be-
lirtmektedir (10-12,14,15). Calismamizda bu oran literaturle
uyumlu olarak %90 oraninda tespit edildi. Ulkemizde yapilan
2 calismada ailelerin atesin zararlari olarak belirtigi neden-
ler arasinda; atesli nébet gecirecegi disluncesi %82,6-90,4,
beyin hasari olacagl disuncesi %37 ve Olebilecegi dusun-
cesi %7,7-12,1 oraninda saptanmistir (10,11). Yurt disinda
yapilan calismalarda ise atesli nobet gecirecegi disuncesi
%19, beyin hasari olacagl disuncesi %21-24 ve olebilecegi
dusincesi %5-14 oraninda bildirilmistir (14,15). Bu veriler
iIsiginda Turk ailelerde daha yaygin olan ve panige yol acan
“ates zararlidir” algisinin kiriimasi gerektigi aciktir. Toplumlar
arasindaki sosyokulturel farkliliklar ve Glkemizde atesli nébet
gecirmeye karsi duyulan endise, yabanci calismalar ile ara-
mizdaki farki agiklayabilir. Literatirde ates anindaki morbidi-
te ve mortalite cogunlukla alttaki hastalikla ilgili olup atesli
havalenin de antipiretiklerle engellenemedigi gosterilmistir.
Ates dUsUrlcU ilac verme ve atesi tedavi etme ile atesli n6bet



Tablo 1. Ailelerin Ates Olgcme ve Diisiirme Hakkindaki Bilgileri

Cocugunuzun atesini nasil anlarsiniz? n %
Koltuk alti dijital termometre ile 120 | 54.3
Temassiz alindan infrared termometre ile 94 42.5
Elle dokunarak hissederim 61 27.6
Civali termometre ile 40 18.1
Dudakla hissederim 35 15.8
Kulaktan infrared termometre ile 12 5.4
Cocugunuz ateslendiginde ne siklikta atesini 6lcersiniz?
Yarim saatten kisa 83 37.6
Yarim-bir saat arasi 90 40.7
Saatte bir 37 16.7
Bir saatten uzun 11 5
Cocugunuz ateslendiginde ne yaparsiniz?
Rutin Uygulamalar
Ates dUsUrucU surup veririm 186 | 84.2
Ihk dus aldirirnm 153 | 69.3
Ustiinli acar ve kiyafetlerini azaltirm 131 | 59.3
Koltuk altina ihk kompres uygularim 88 39.8
Bol sivi igiririm 53 24
Pencere ve kaplilari acip ortam isisini azaltirm 31 14
Ates dusurucu fitil uygularim 27 12.2
Ates dUsUrUcU hap veririm 13 5.9
Geleneksel Uygulamalar
Sirkeli su uygularim 49 22.2
Soguk dus aldiririm 26 11.8
GUl suyu uygularim 21 9.5
Antibiyotik veririm 11 5
Alkol veya kolonya uygularim 6 2.7
Dogrudan doktora giderim 46 20.8
Ates diisiiriicii surubu ne kadar verirsiniz?
Kilo 6lcegine gore 148 67
Bir mama kasigl 23 10.4
Bir cay kasigl 20 9
Goz karari 17 7.2
Ates dusiiriicii uygulamalari nereden 6grendiniz?
Doktorlardan 187 84.6
Hemsire ve yardimci saglik personelinden 88 39.8
Aile bayUklerinden 32 14.5
Eczacidan 31 14
Sosyal medyadan 19 8.6
Akademik yayinlardan 17 7.7
Kitaplardan 16 7.2
Komsulardan 16 7.2
Televizyondan 4 1.8
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Tablo lll. Ailelerin Ates Hakkindaki Dusunceleri

Cocugunuzun atesinin yiilkselme sebebi sizce nedir? n %
Enfeksiyon 194 | 87,8
Dis cikarma 92 41,6
Asiya bagl 66 29,9
Hava degisikligi 54 24,4
Atesin zararh oldugunu diisiiniiyorsaniz sebepleri nelerdir?

Atesli nébet gecirme 164 74,2
Beynine zarar verecegi duslincesi 96 43,4
Kotu bir durumla iliskili olabilecegi dislUncesi 77 34,8
Halsizlik 73 33
ic organlarina zarar verecegi diisiincesi 52 23,5
Solunum guclugu 44 19,9
Olebilecegi disiincesi 24 10,9
Kisirhk 18 81
Ates diisurmenin faydalarn sizce nedir?

Atesli n6beti onler 174 78,7
Kendini iyi hisseder 159 71,9
Kolay uyur 87 39,4
lyilesmesi daha hizl olur 85 38,6
Tedavi eder 58 26,2
istahi acilir 56 | 25,3
Organlarini korur 53 24

gecirme riskinde azalma olmadig gérilmaustir (16). Epi-
lepsi hastaligl tanisi igin 2 veya daha fazla tetiklenmemis
nodbet gerektiginden epilepsi hastaliginin gelismesi de atesle
iliskili degildir (17). Ulkemizde yaygin olan atesli ndbet geci-
recegi ve beyin hasari gelisecegi disincesinin yanls oldugu
konusunda ailelere bilgilendirme yapiimasi gerektigi sdylene-
bilir.

Ulkemizde yapilan calismalarda cocuklar ateslendiginde
yarim saatten dnce tekrarlayan ates Olcimu yapan ailelerin
orani %28,8-69,2 iken, Crocetti ve ark.’nin (14) calismasinda
bir saatten 6nce tekrar ates dlgen ailelerin orani %52, Cohee
ve ark.’nin (18) calismasinda ise saatlik ates dlcen ailelerin
oraninin %67 oldugu tespit edilmistir. Calismamizda ise ¢o-
cuklari ateslendiginde ailelerin %40,7’sinin yarim ile bir saat
arasl, %37,6’sinin ise yarim saatten dnce ates 6lcimu yaptig
saptandi. Ailelerin %78,3’UnUn bir saatten dnce tekrarlayan
ates Olcimu yaptigl gortldi. Bu verilerden ailelerin ates ko-
nusundaki endiselerinin yliksek oldugu ve cocuklarinda ates
ylkselmesinin aileleri panige sevk ettigi sdylenebilir. Yine, bu
panik ve endisenin bir sonucu olarak aileler gereginden sik
ates dUsUr0cU ila¢ kullanmaktadirlar. Calismalarda 4 saatten
sik ates dUsuricu ilag kullanma orani %24-33,9 arasinda de-
gismektedir (10,15,19). Calismamizda ise 4 saatten 6nce ates
dusuracu ilagc verme orani %19,1 olarak saptandi. Buradan,
sik ates dusuruct surup verilmemesi gerektigi konusunda ca-
ismamiza katilan ailelerin daha bilin¢li olduklari sylenebilir.

Yurt disinda yapilan ¢alismalarda evde termometre bulun-
durma orani %35-76 arasinda degismektedir (18,20).
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Ulkemizde yapilan calismalarda ise bu oran (%84,5-88) daha
yUuksek bulunmustur (9,12). Calismamizda ise bu oran %91,9
gibi daha ylUksek bir degerdi. Bu sonuca gore ailelerin termo-
metre temini ve termometre ile ates 6lcme konusunda daha
bilincli olduklari sdylenebilir. Ayrica ailelerdeki panik ve endi-
senin devam ettigi de asikardir. Calismalarda atesi dokuna-
rak algilamaya calisan ailelerin orani %43-82,2 arasinda bil-
dirilmistir (11,21,22). Galismamizda ise atesi elle dokunarak
olcme orani duslUk (%27,6) saptandi. Bu dusuklik ailelerin
ates 6lcme konusunda deneyim kazanmalarina, termometre
temin etme oranlarinin yiilksek olmasina baglanabilir.
Calismalarda ates ile ilgili bilgileri saglik personelinden
68renme oraninin %62,5-78 arasinda degistigi bildirilmistir
(9,11). Saz ve ark.’nin yaptigl calismada ates ile ilgili bilginin
blytk ¢ogunlugunun kaynaginin hekimler oldugu belirtiimis-
tir (12). Calismamizda ise ates dusuricu uygulamalar ile ilgili
bilgileri ailelerin %84,6’sinin doktordan, %39,8'i hemsire ve
yardimci saglik personelinden 8grendigi saptandi. Ulkemizde
yapilan gesitli calismalarda okur-yazar olmayan annelerin, lise
ve Ustl egitimi olan annelere gbre ates yonetimi konusunda
daha fazla yanlis ve geleneksel uygulamalar yaptiklar belir-
lenmistir (23,24). Ayni zamanda, ebeveynlerin egitim dizeyi
arttikca ates kavramini dogru algiladiklari ve evde termomet-
re bulundurma oraninin arttigi bulunmustur (22,25). Diger bir
calismada egitim diizeylerinden bagimsiz olarak ebeveynler,
ilaclarin gocugun kendisini iyi hissetmesini saglama, atesli
ndbeti 6nleme ve iyilesmeyi hizlandirma gibi yararlar oldugu-

na inandiklarini belirtilmislerdir (9).



Bizim calismamizda da calismayan annelerin cocugu ates-
lendiginde doktora goétlirme orani ve ates dusurlcu bilgileri
sosyal medyadan 6grenme oraninin c¢alisan annelere gore
yUksek olmasini calismayan annelerin egitim eksikligine veya
sosyal medyadan atese yaklasimla alakali yanhs bilgi edinme-
lerine bagl oldugunu disunmekteyiz. Sosyal medyadaki bilgi
kirliligi ve sosyal medya gruplarinda dolasan kulaktan dolma
bilgiler annelerde atesle ilgili endiselerin artmasina neden
olmaktadir. Boylece evde takip edilebilecek durumlarda bile
hemen doktora basvurmalarina ve tekrarlayan-yanlis ates du-
surlcl uygulamalara neden oldugu kanaatindeyiz. Galisma-
mizda lisans egitim grubunda evde termometre bulundurma
orani, atesin enfeksiyona bagh oldugunu dustnme orani ve
ates dusUricu bilgileri kitaptan ve akademik yayinlardan 6g-
renme oranlari yuksekti. Buradan, ates yonetimi konusunda
ebeveyn egitim dizeyinin 6nemli oldugu, egitim duzeyi disik
ailelerin bu konuda daha fazla bilgilendirilmesi gerektigi orta-
ya ¢cikmaktadir.

Sonug olarak ebeveynlerin cogunda ates derecesi ile has-
taligin ciddiyeti arasinda iliski oldugu ve atesin cocugunda
olumsuz durumlara yol agacagl inanci vardi. Bu inanislarin sik
ates 6lgme, gece ates 6lcme icin cocugu uyandirma ve ates
takibi icin yaninda kalma gibi yanlis davranislara yol actig go-
ruldd. Egitim dlzeyi arttikca ates ile ilgili bilgileri dogru kay-
naklardan 6grenme orani artiyordu. Ailelere doktor ve yardim-
c1 saglik personeli tarafindan verilen ates 6lcme ve miidahale
bilgileri en fazla tercih edildiginden bu meslek gruplarinin
ailelerin ates konusunda bilinclenmesine katkilari arttiriimal
ve ayrica aileleri bilgilendirici brosurler basilip dagitiimahdir.
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Gelisen diinyadaki en 6nemli saglik problemlerinin basinda yer alan koroner arter
hastaligl her yil milyonlarca kisinin 6limUne yol agmaktadir. Koroner arter hastaligi
gelisimi icin pek cok risk faktéri bulunmaktadir. Teknolojik gelismelerle birlikte in-
sanlar daha hareketsiz bir yasam stirmekte bu da fiziksel inaktivite risk faktérinu
on siralara gikarmaktadir. Fiziksel inaktivite koroner arter hastaligl igin 6nlenebilir
risk faktorlerinden biridir. Birincil ve ikincil koruma programlarinda fiziksel aktivite ve
egzersiz egitimine yer verilerek koroner arter hastaligl ile micadele edilebilir. Bu der-
lemede koroner arter hastalarinda fiziksel aktivite danismanhg| ve egzersiz programi
olusturmak ile ilgili gincel bilgiler sunulacaktir.

Abstract

Coronary artery disease, which is one of the most important health problems in the
developing world, causes the death of millions of people every year. There are many
risk factors for the development of coronary artery disease. With technological deve-
lopments, people lead a more sedentary life, which brings the risk factor of physical
inactivity to the fore. Physical inactivity is one of the preventable risk factors for coro-
nary artery disease. Coronary artery disease can be combated by including physical
activity and exercise training in primary and secondary prevention programs. In this
review, up-to-date information on physical activity counseling and exercise program in
coronary artery patients will be presented.

Dlnyada her yil milyonlarca insan koroner arter hastaligindan (KAH) haya-
tini kaybetmektedir. Ulkemizde de bu durum farkli degildir. 2019 yili verileri-
ne gore %36,8 orani ile dolasim sistemi hastaliklar 6lum sebepleri arasinda
birinci sirada yer almistir. Dolasim sistemi hastaliklarindan kaynakli élimlerin
%39,1’inin iskemik kalp hastaligindan kaynaklandig belirlenmistir (1). KAH ile
iliskili morbiditeye yol acan ana patolojik streclerden biri, cocuklukta yagh lez-
yonlar olarak baslayan ve daha sonra buyuk epikardiyal koroner arterlerin kan
akisini sinirlayici stenozuna dogru ilerleyebilen ve nihayetinde anjina ve/veya
miyokard infarktiisiine (Mi) yol acan aterosklerozdur. KAH’a bagli 6liimlerin yak-
lasik %80'i fiziksel inaktivite gibi degistirilebilir davranislara atfedilebilir. Dlzenli
egzersiz egitimi, olusturdugu sistemik ve kardiyak adaptasyonlar yoluyla KAH
morbiditesini ve mortalitesini azaltir. Egzersiz egitiminin sistemik ve kardiyak
etkileri Tablo 1'de verilmistir.

Egzersiz egitimi koroner kan akisini ve dolayisiyla miyokard oksijen arzini
artirmak icin bir uyarici olarak hareket ederek miyokard oksijen ihtiyacini artirir,
bu da Mi ve anjinay! azaltir (2). Egzersiz egitimi, endotelyal ve koroner diiz kas
fonksiyonunu iyilestirerek koroner vazodilatasyon yoluyla koroner kan akisini
artinr. Ayrica egzersiz egitimi kollateralizasyonu saglar, bdylece iskemik miyo-
kardiyuma kan akisini artirir ve aterosklerotik lezyonlarin stabilizasyonu yoluyla
koroner ateroskleroz ve restenozun ilerlemesini azaltarak KAH'1 tedavi eder (3).
Ozetle, egzersiz egitimi, KAH'I dnlemek ve tedavi etmek icin nispeten glivenli ve
ucuz bir yol olarak kullanilabilir.

Kardiyak Rehabilitasyon

KAH’da fiziksel aktivite (FA) ve egzersiz egitimi kardiyak rehabilitasyon (KR)
kapsaminda ele alinmaktadir. KR, kardiyovaskuler hastaligi olan hastalarin ihti-
yaclarina gore bireysel olarak hazirlanmis kapsamli, multidisipliner bir program-
dir. KR, gunluk islevi iyilestirmeye ve kardiyovaskuler risk faktorlerini azaltmaya
odaklanir.
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Tablo I. Fiziksel Aktivitenin Kalbi Koruma Mekanizmalari

Psikolojik Anti - Aritmik

Anti - Trombotik

Anti- Aterosklerotik Hemodinamik

Sosyal etkilesim 1 Kalp Hizi degiskenligi 1
Psikososyal stres | Adrenerjik aktivite |
Depresyon | Vagal tonus 1

Fibrinoliz 1

Platelet Adezyonu |
Fibrinojen |
Kan viskozitesi |

insiliin duyarlihg |
HDL 1/ LDL |
Trigliseritler |
Kan Basinci |

Kardiyak remodeling
Koroner akis 1
Miyokardin O, ihtiyaci |
Endotelyal disfonksi-

Adipozite | yon |

inflamasyon | Endotel Progenitor
Hucreler 1
Nitrik oksit 1

Amerikan Kardiyovaskuler ve Pulmoner Rehabilitasyon Der-
negi ve Amerikan Kalp Dernegi, KR'nin kardiyovaskuler has-
talik (KVH) surecini yavaslatirken veya tersine cevirirken fizik-
sel, psikolojik, mesleki ve sosyal isleyisi optimize etmek igin
tasarlandigini vurgulamaktadir (4). Randomize kontrolll ¢a-
lismalardan elde edilen veriler, hem Mi hem de kalp yetmez-
ligi sonrasi egzersiz egitimi tabanli KR’nin, Mi’nin tekrarlama
oranlarinda azalma, uygun ventriktler yeniden sekillenme ve
hem KVH hem de tim nedenlere bagl mortalitede azalma ile
iliskili oldugunu gostermistir (5). KR kardiyovaskiler hastalik-
lar icin klinik uygulama kilavuzlarinda sinif 1 seviye A éneri-
sindedir (6).

KR genel olarak klinik donem, taburculuktan sonraki do6-
nem ve KR sonrasi dénem olmak Uzere 3 fazda ele alinmak-
tadrr.

1. Klinik Donem

Bu asama, bir kardiyovaskuler olaydan veya Koroner Arter
Bypass Greft (KABG) cerrahisi, Perkutan Transluminal Koro-
ner Anjioplasti (PTKA) gibi bir revaskllarizasyon yonteminden
hemen sonra, hastane evresinde baslar (7). Egzersiz egitimi-
ne infarktUstn ciddiyetine ve olasi kontraendikasyonlara bag-
I olarak 12-48 saatlik yatak istirahatinden sonra baslanabilir.
Oncelikle hastalarin kaba kas kuvveti, esneklik ve 6z-bakim
becerileri degerlendirilir. Egzersizden 6nce mutlaka kalp hizi,
kan basinci ve kalp ritmi kayit altina ahinmahdir.

Klinik fazdaki egzersiz egitimi daha cok ginlik yasamda-
ki aktiviteleri iceren solunum egzersizleri, gevseme egzersiz-
leri, aktif eklem hareketleri, oturma, ayaga kalkma, yirime,
merdiven ¢ikma gibi ilerleyici fonksiyonel egzersizlerden olus-
malidir. Hastada gogis agrisi, nefes darlig, aritmiler, kan ba-
sincinda anormal degisiklikler, asiri yorgunluk, bas dénmesi,
bayginlik gibi belirtiler aciga cikarsa egzersizin siddeti dusu-
rdlmelidir ya da egzersize devam edilmemelidir. Tablo 2‘de
ACSM’nin (American College of Sports Medicine) klinik fazda
egzersiz recetelendirilmesi icin dnerileri yer almaktadir (8).
Bu fazin sonunda hastanin >3-4 MET efor seviyesine sahip
olmasi hedeflenir (9).

2. Taburculuktan sonraki donem

Faz Il olarak da ifade edilen taburculuktan sonraki donem
genellikle 6 ila 12 haftalik bir sire boyunca haftada iki kez
ayakta tedavi goren, hastane tabanh bir programa katilan
hastalar icerir ancak daha genis bir hasta yelpazesinin ge-
reksinimlerini karsilamak icin esnek hizmet sunum bicimleri
de mevcuttur (bir merkez veya ev tabanli hizmetlerin yani sira
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Tablo Il. ACSM’nin Faz 1 KR programi icin egzersiz recetesi
Onerileri

- Efor algi seviyesi Borg Skalasina gore 13’Un
altinda

- Akut MI'dan sonra: Kalp hizi 120 atim/
dk’nin altinda olmali veya istirahat kalp hizi
+ 20 atim/dk olmal (istege bagh alt sinir)

- Cerrahiden sonra: istirahat kalp hizi + 30
atim/dk (istege bagh Ust sinir)

- Semptomsuz kisilerde toleransa gore

- 3ila 5 dakika suren aralikli seanslar

- Dinlenme sureleri: Hastanin istedigi gibi 1
ila 2 dakika slrer

Dinlenme suresi egzersizin seans slresin-
den daha kisa olmahdir

- Toplam 20 dakikalik sure

- Erken mobilizasyon: gunde 3 ila 4 kez
(1. ila 3. gunler)

- Sonraki mobilizasyon: giinde 2 kez
(4. gunden itibaren)

Baslangicta sUreyi 10 ila 15 dakikaya kadar
artirin sonra yogunlugu artirin

Yogunluk

Siire
(Durasyon) | -

Frekans

ilerleme |-

telefon, mobil ve internet tabanli hizmetleri igerir) (10). Faz Il
programlari, gunlik yasamdaki islere donusu kolaylastirmak
icin ilk olarak fiziksel, psikolojik ve sosyal degerlendirmeler
ve kardiyovaskuler hastaliga ait risk faktorleri ile ilgili egitimi
ve sonrasinda uzun vadeli olarak kalbi korumaya yodnelik eg-
zersiz ve yasam tarzi degisikliklerini icerir (11).

Degerlendirme

KAH hastalari, bir egzersiz programina sevk edilmeden
Once baslangic seviyesini olusturmak, maksimum kalp hizi-
ni belirlemek ve tedavi yaklasimi degistirecek énemli iskemi,
semptomlar veya aritmileri dislamak icin semptom limitli eg-
zersiz testinden gecmelidir (12). Yuksek riskli hastalar (de-
kompanse kalp yetmezligi, kontrol edilemeyen aritmileri olan-
lar, istirahatte veya minimum eforla angina yasayanlar) veya
yUksek yogunluklu bir egzersiz programina katilmak isteyen
hastalar (>%75 maksimum kalp hizi) icin EKG ile izlenen bir
egzersiz stres testi yapiimalidir (13) .

Egzersiz testi hastaya 6zel egzersiz receteleri olusturmak
icin kullanilan dogru hemodinamik bilgileri verir. Ornegin,
mutlak zirve kalp hizi ve is yUku verileri, egzersiz yogunlugu-
nun zirve degerlerin bir yizdesine (6rn., kalp hizi rezervi %’si

veya %V02maks) dayali olmasina izin verir (13).
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Bu yaklasim KR’de egzersiz programlamasinda altin stan-
dart olmasina ragmen, Amerika Birlesik Devletleri'ndeki KR
klinikleri arasinda yapilan bir anket ¢calismasinda, Kliniklerin
sadece %33’Unun baslangic egzersiz testi uyguladig bildiril-
mistir. Egzersiz testi uygulamamanin olasi nedenleri arasin-
da geri 6deme eksikligi, hasta guvenligi endiseleri, yetersiz
ekipman ve genel fizibilite endiseleri yer almaktaydi (14).
Tum bu nedenlerden dolayl 6 dakika yurume testi, Shuttle
yurime testi gibi saha testleri de aerobik egzersiz recetesi
olusturmak icin kullanilabilir. 6 dakika yurime testi ve semp-
tom limitli egzersiz testi ile elde edilen metabolik esitliklerin
(METs) ve maksimal kalp hizlarinin iyi korelasyon gosterdikleri
bulunmustur (15) .

Egzersiz Recetesi Olusturma

KAH olan hastalarda egzersiz recetesinde mutlaka aero-
bik endurans egzersizleri, kuvvetlendirme ve esneklik egzer-
sizleri yer almahdir.

a. Aerobik Egzersizler

Aerobik egzersizler bulylk kas gruplarinin calistirildig
yurume, kosma, bisiklete binme, yuzme gibi aktivitelerden
olusan aerobik metabolizmayla karbonhidratlar, aminoasit
ve yaglarin enerji elde etmek icin kullanildig| egzersiz egitim
cesididir (16). Aerobik egzersiz tavsiyesi, tum uluslararasi
kilavuzlarda yer almaktadir. Aerobik egzersiz egitimi ile kan
basinci ve istirahat kalp hizinda disus meydana gelir, iskelet
kasl! kapiller yogunlugunda artis, laktat esiginde artis, serum
HDL-C ve trigliserid seviyesinde disuUs, total viicut agiriginda
azalma ve glukoz toleransinda iyilesme aciga cikar. Tim bu
etkiler KAH’da mortalite ve morbidite oranlarinda ve non-fatal
rekiirrent akut Mi sayisinda azalmayi saglar.

Aerobik egzersiz yogunlugunu belirlemek icin pek ¢ok yon-
tem kullanilmaktadir. Bunlardan biri Karvonen formualtdur.
Karvonen formulinde kalp hizi (KH) rezervi ylzdesi ile istira-
hat kalp hizi toplanarak hedef kalp hizi hesaplanir.

Hedef Kalp hizi = (KH__ - KH

X istirahat) X (

%50_60) + I'<Hi5'(iralhalt

Egzersiz testi yapiimis ise, elde edilen tepe VO2, VO2 re-
zervi yuzdesi, anaerobik esik kalp hizi veya Watt'a dénustu-
ralerek belirlenir. Kilavuzlar orta siddetli aerobik egzersizden
yUksek siddetli egzersize dogru ilerlemeyi dnermektedir. Mak-
simal oksijen tiketimi veya maksimal kalp hizinin %80’ine
kadar artis dnerilmektedir. Ancak Japonya ve Avustralya’da
yayinlanan kilavuzlar kalp hizi rezervi veya maksimal oksijen
tiketiminin % 60’'Ina kadar olan hafif-orta siddetli aerobik
egzersizi Onermektedirler (13). Aerobik egzersiz egitimi belirli
bir egzersiz siddetinde uzun stire yapilabildigi gibi (sirekli eg-
zersiz egitimi), egzersiz periyodlarinin dinlenme araliklariyla
ayrildigl interval (aralikh) egitim seklinde de yapilabilir. Elliot
ve arkadaslarinin yapmis oldugu bir meta-analizde aralikli
aerobik egzersiz egitiminin slrekli aerobik egzersiz egitimine
gore aerobik kapasitede daha fazla gelisme olustugunu gos-
terilmistir (17).SAINTEX-CAD calismasinda ise KAH'da surekli
ve aralikli aerobik egzersiz egitimlerinin benzer aerobik gelis-
melere yol actigl belirtilmistir (18).

Aralikh egitim, hastalarin kisa calisma sirelerini daha yuk-
sek yogunluklarda tamamlamasini mimkin kilan, goreceli
dinlenme periyotlari ile donisimli olarak ylksek yogunluklu
egzersiz periyotlarindan olusur. Fizyolojik bir bakis acisindan,
yUksek yogunluklu aralikli antrenman, kardiyak kontraktiliteyi
uyarir ve orta yogunlukta slrekli antrenmana kiyasla endotel
ve iskelet kasi mitokondriyal fonksiyonu Gzerinde daha blyuk
bir etki yaratir, bu da zirve VO2 lzerinde daha olumlu bir etki
olusturur (19) . Yiksek yogunluklu aralikh egzersiz egitimi
kardiyak arrest ve Mi riskini arttirabilecegi icin cok dikkatli ve
kontrollt yapilmalidir. Aralikli aerobik egzersizde, egzersiz ve
dinlenme periyodlari ile ilgili bir fikir birligi bulunmamaktadir.
Egzersiz egitimi periyodu zirve VO2'nin yaklasik % 85-90’inda
yada zirve kalp hizinin %90-95’inde, veya Borg skalasina gore
15-17 degerinde yogunlukta 4 dakika yapilip, arkasindan zir-
ve VO2'nin %50-60'Inda, zirve kalp hizinin %60-70’inde, veya
Borg skalasina gore 11-13 degerinde yogunlukta 3 dakikalik
aktif dinlenme periyodlarindan olusabilir (18, 20). Aralikh eg-
zersiz egitimini genellikle egzersiz icin vakit problemi yasayan
hastalar tercih etmektedirler. Aerobik egzersiz egitiminin fre-
kansi haftanin 3 gunu veya daha fazla, suresi 20-30 dakika
olarak planlanmalidir (13).

b. Kuvvetlendirme Egzersizleri

KAH egzersiz programinda kuvvetlendirme egzersizleri
de yer almalidir cinkU kas kuvveti ve enduransindaki artisla
birlikte hastanin fonksiyonel kapasitesinde de artis gorualar,
gunlik yasam aktivitelerini daha rahat yapabilir. Kuvvetlen-
dirme egzersizlerine baslamadan énce mutlaka kalp hizi, kan
basinci ve elektrokardiyografi (EKG) degerlendirmesi yapiima-
lidir. Hastanin baslangicta kaldiracagl agirhgl saptamak icin
1 maksimum tekrar degerlendirmesinden ziyade daha az
abdominal basing ve kan basinci artisina neden olacagl icin
10 maksimum tekrar yontemi kullanilir. Kisinin baslangictaki
egzersiz yogunlugu, bir agirligi rahatlikla 10-15 tekrarli ola-
rak kaldirabilecek sekilde olmalidir. Bu da Ust ekstremite icin
bir maksimum tekrarin yaklasik %30-40'1, alt ekstremite icin
%50-60'1 olmalidir. Kuvvetlendirme egzersizleri haftanin 2-3
gunu, gunde 2-3 set, her sette major kas gruplariniiceren 6-8
egzersizi, 8-12 tekrarli yapilacak sekilde planlanmalidir (13,
21). Agirhk kaldirma esnasinda abdominal basing ve kan ba-
sincinda artisa neden olmamak icin hastayi nefes tutmamasi
ve agirhg cok siki kavramamasi konusunda egitmek gerekir.

c. Esneklik Egzersizleri

KR icin 6zellesmis bir esneklik egzersizi programi bu-
lunmamaktadir. Bazi klavuzlar egzersiz programi icerisinde
haftanin 2-3 gunu esneklik egzersizlerine yer verilmesi ge-
rektigini sdylemektedir (13). Diinya saglik 6rgitu kilavuzu da
esneklik egzersizlerini dneri olarak sunmaktadir ancak tam
bir recete bilgisi bulunmamaktadir. Bazi kilavuzlar haftanin
2-3 gunu egzersiz programinda esneklik egzersizlerine yer
verilmesi gerektigini sdylemektedirler. Esneklik egzersizleri 4
veya daha fazla sayida statik germeyi icerebilir ve gerginligin
hissedildigi son noktada 15-60 saniye germe yapilacak sekil-
de gerceklestirilebilir (13).
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3. KR sonrasi donem

Faz Il olarak da adlandirilan bu faz toplum temellidir ve egzer-
sizin uzun vadeli faydalarini saglamayi ve ikincil olay riskini en
aza indirmek icin subakut bakim suresinin 6tesinde aktiviteyi
surdurmeyi amaclar (ikincil dnleme). Mevcut kanitlar, Faz lll'e
katihmin major kardiyak olaylari azaltmada olduk¢a faydah
oldugunu gostermektedir. Erken rehabilitasyon sirasinda kar-
diyorespiratuar kondisyon, hemodinamik ve kas fonksiyonla-
rindaki gelismeler acik olsa da bu faydalarin timu antrenma-
nin kesilmesinden sonraki 3 ay icinde kayboldugu icin yasam
boyu egzersiz egitimine devam etmek esastir (10). Bunun igin
de KAH olan bireyler igin FA danismanligi cok énemlidir.

Fiziksel Aktivite Danismanhgi

Fiziksel aktivite “iskelet kaslar tarafindan dretilen ve
enerji harcamasi gerektiren herhangi bir bedensel hareket”
olarak tanimlamistir (22). Duzenli olarak yapilan fiziksel ak-
tivitenin, KAH hastalarinda semptomlari azalttigl, miyokard
perflzyonunu iyilestirdigi ve en dnemlisi mortaliteyi azalttig
kanitlanmistir (23). FA danismanligl hastane evresinde, akut
donemi gecirdikten hemen sonra baslanabilir. FA danisman-
iginda genel olarak sigara birakmada kullanilan 5 A modeli
(Ask, Advice, Assess, Assist, Arrange) kullanilabilir.

Tablo Ill. Farkl klinik durumlarda FA danismanhgi (24)

Degerlendirme (Ask): FA danismanliginda objektif veya
sUbjektif yontemlerle hastanin FA dlzeyi belirlenmelidir. Ev
ici, mesleki ve rekreasyonel ihtiyaclari; yas, cinsiyet ve gunluk
yasamla ilgili faaliyetler; davranisi degistirmeye hazir olma;
O0zguven; fiziksel aktiviteyi artirmanin dntndeki engeller de-
gerlendirilmelidir.

Oner (Advice): Hastanin yasina, gecmis aliskanliklarina,
eslik eden hastaliklarina, tercihlerine ve hedeflerine gore kisi-
sellestirilmis fiziksel aktivite tavsiye edilmelidir. Haftanin cogu
gunu veya haftada en az Ug¢ ila dort kez en az 30 dakika/
seans orta siddetli aerobik aktivite ve gunluk yasam aktivite-
lerinde kademeli artislar dnerilmelidir.

Olc (Assess): Hastalarin degisim asamasina gére karar
olusturulur. Hasta disliinme 6ncesi evredeyse hastaya ileride
FA aktivite hakkinda konusup konusmak istemedigi sorulur.
Dlstnme evresindeyse hasta degisim icin hazirdir ve bir son-
raki asamalar icin karara varilir. Hazirlik evresindeyse hastaya
bir plan yapmakta ve FA'ya baslamak igin bir giin belirlemek
konusunda yardimci olunur. Yapma/koruma evresinde ise
hasta tebrik edilmelidir.

Onderlik et (Assist): Hastaya yazili bir egzersiz recetesi
olusturulmalhdir. Yazih destek materyalleri, pedometre, akti-
vite takvimi gibi kendi kendini gozlem araclari veya internet
tabanh kaynaklar saglanmalidir. Hastalar zamanla eski se-
danter aliskanliklarina geri dénme egiliminde olduklarindan,
bos zaman aktivitelerine, eglenceli ve grup programlarina ka-
tilmalari tesvik edilmelidirler.

Klinik Durum FA Danismanhgi Kanit .
Derecesi
FA recetesini olusturmak igin FA gecmisi ve egzersiz testi degerlendirilmelidir. 1(B)
Klinik olarak stabil hale geldikten sonra semptom-limitli egzersiz testi ve secilmis vakalarda sub-
maksimal egzersiz stres testi yapilabilir.
AKut Koroner Komplike olmayan prosedlrden sonra, ertesi gun FA baslayabilir. BuyUuk ve/veya komplike bir miyo- | I(C)
sendrom kard hasarindan sonra, FA klinik olarak stabil hale geldikten sonra baslamali ve semptomlara gore
. yavas yavas artiriimalidir.
(AKS) ve pri- Semptomsuz egzersiz kapasitesi korunmus hastalarda, hasta ginlik aktivitelerde rutin fiziksel I(A)
mer PTKA | aktiviteye 30-60 dakika devam edebilir (iste yiirlylis molalari, bahce isleri veya ev isleri gibi); aksi
takdirde, hasta maksimum egzersiz kapasitesinin %50’sinde fiziksel aktiviteye devam etmeli ve
kademeli olarak arttirmalidir.
FA, yarume, merdiven ¢ikma, bisiklete binme gibi aktivitelerin bir kombinasyonu olmalidir. 1(B)
Stabil KAH ve | Egzersiz kapasitesi ve iskemi esigi semptom sinirl egzersiz stres testi ile degerlendirilir. 1(B)
elektif PTKA Oneri: “AKS sonrasi ve birincil PTKA sonrasi” prosediiriine bakin.
Egzersiz regetesini olusturmak icin egzersiz kapasitesini degerlendirin. I(C)
KABG cerrahi- | MUmkun olan en kisa surede submaksimal egzersiz stres testi yapin.
si sonrasl Qerrahi yara stabil hale geldikten sonra maksimum egzersiz testi yapilabilir.
Oneri: Yara iyilesmesi ve egzersiz kapasitesine gore FA danismanlgl,
ayrica ‘AKS sonrasi ve birincil PTKA sonrasli’ prosedurlere bakin.
Maksimum semptom sinirli kardiyopulmoner egzersiz testi yapin. Test protokolu icin, bisiklet 1(B)
Kronik kalp | ergometresi basina 5-10 W’lik kuiclik artislar veya kosu bandinda modifiye Bruce veya Naughton
yetmezligi Qrotokolleri belirtilmistir (8-12 dakikada maksimum egzersiz kapasitesine ulasmak icin).
Oneri: en az 30-60 dk/glin orta yogunlukta FA, I(A)
ayrica ‘AKS sonrasi ve birincil PTKA sonrasi’ prosedurlere bakin.
Egzersiz kapasitesini degerlendirin. Ayrica “Kalp ameliyati sonrasi” ve “Kronik kalp Yetmezligi” bolu-
mune de bakin.
imminsupresif tedavinin yan etkisini 6nlemek icin uzun sireli dinamik ve direncli egzersizleri 6ner.
Kalp Nakli Egzersiz yogunlugu, belirli bir kalp atis hizindan ¢ok "algllanan efora (Borg oOlcegine gore yaklasik
12-14 degeri) veya anaerobik esige (varsa) dayanir. Ornegin; hastalara, Borg 6lgeginde 12-14’10k
bir efor algisi ile sonuglanan bir tempoda haftada bes kez 1,5 km ylrimeye baslamalarini sdyleyin.
Nordik yurlyus icin tempo zaman iginde yavasca artirilmalidir.
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Orgiitle (Arrange): Hastalar icin bir FA takip cizelgesi olus-
turulmalidir. Telefon veya elektronik posta hatirlatmasi yapila-

bilir. Fiziksel kondisyonun yasam boyu slrdirilmesi gerektigi
konusunda egitim verilmelidir. Fiziksel inaktivite geri donls
olursa, katihmin énltndeki fiziksel, sosyal ve psikolojik engel-
ler arastirilmali ve alternatif yaklasimlar 6nerilmelidir(24).

KAH olan kisilerde farkh klinik durumlarda uygulanacak
fiziksel aktivite danismanligi 6nerileri ve kanit diizeyleri Tablo
3’de verilmistir (24).

Hastanin fiziksel aktivite dlizeyine gore guinlik yasaminda
yapmasi daha kolay, ilgisine yonelik fiziksel aktivite yonlendir-
meleri yapiimalidir ki programin surdurdlebilirligi daha kolay
olsun. Ayrica fiziksel inaktivitenin énindeki bariyerler belirle-
nip, bunlar asmak icin pratik yollar gelistirmek gerekir (25).

Sonug¢

Gelisen teknolojiyle birlikte cagimizin en énemli problem-
lerinden biri olan fiziksel inaktivite koroner arter hastalikla-
ri gibi pek cok hastalik icin zemin olusturmaktadir. Koroner
arter hastaliginda birincil ve ikincil koruma programlarinda
mutlaka fiziksel aktivite danismanhgina ve bireysel olarak ya-
pilandiriimis egzersiz programlarina ihtiyac vardir

Yazarhk katkisi: Fikir/Hipotez: ZK Tasarim: ZK Veritopla-
ma/Veriisleme: ZK Veri Analizi: ZK Makalenin hazirlanmasi:
ZK

Etik Kurul Onay:: Gerekli degildir.

Hasta Onay:: Gerekli degildir.

Hakem Degerlendirmesi: ilgili alan editdrii tarafindan
atanan iki farkl kurumda calisan bagimsiz hakemler tarafin-
dan degerlendirilmistir.

Cikar Catismasi: Yazarlar tarafindan cikar catismasi bil-
dirilmemistir.

Finansal Destek: Yazarlar tarafindan finansal destek al-
madiklari bildirilmistir
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Ozet: Taktik Muharebe Yarali Bakimi, 1996 yilinda ilk ele alinan ve sivil tibbi miida-
hale algoritmalarindan oldukca 6nemli farkhhklar gosteren bir tibbi mudahale sek-
lidir. Silahli ¢gatisma alanlarinda yapiliyor olmasi, bu algoritma degisikliklerini hem
0zel hem de gerekli kilar. Harp sartlari ve yerel imkanlardaki sinirliliklar ile tahliyede
yasanabilecek aksakliklar, yapilabilecek tedavi se¢eneklerini sivil yaralanma algorit-
malarinin disina ¢ikarmistir. Taktik Muharebe Yarali Bakimi Algoritmalari 1996 yili
sonrasi 2003, 2015 ve 2021 yillari arasinda her yil guincellenmistir. Vietnam, Irak ve
Afganistan savaslarinda elde edilen veriler i1siginda diizenlenen bu glincellemeler sa-
hadaki personelin egitilmesi suretiyle hayata gegmektedir. Catisma altinda 6lumlerin
onemli bir kisminin bu algoritmalarin uygulanmasi ile 6nlenebilecegi gosterilmistir.
Askeri hastanelerin artik faal olmadig| Ulkemizde askeri hekim sayisi da son yillarda
artis gostermesine ragmen, istenilen sayida degildir. Yurdumuzda karsilasilan saglik
hadiselerinde sivil saglik personeli ile desteklenmekte ise de harp alanlarinda bu
hekimlerden faydalanma oranlari kisitlidir. Saglik personeli olmayan silahli persone-
lin tibbi midahaleleri uygulamalari ile ilgili olan hukuki ve idari bosluk 22.03.2016
tarih ve 29661 sayill Resmi Gazetede yayinlanan “Saglik Meslek Mensubu Olmayan
Personelin Saglik Personeli Yoklugunda Yapmaya Yetkili Olduklar Acil Tibbi Miidaha-
leler Hakkinda Yonetmelik” ile giderilmistir. Bu personelin “Taktik Muharebe Yarali
Bakimi” egitimi, catisma alanindaki 61um riskini azaltmada en énemli etken olacaktir.
Ayrica Askeri Hasar Kontrol ResUsitasyonunu da iceren tibbi ilac ve malzemelerdeki
gelisim ve ilerlemeler, yaralanma sonrasi 6lim insidansini azaltmada daha da etkin
rol oynayacaktir.

Abstract

Tactical Combat Casualty Care is a medical intervention that was first addressed in
1996 and differed significantly from civilian medical response algorithms. The fact
that it is done in armed conflict areas makes this algorithm changes necessary. Both
the war environment with the limitations in local facilities and the possible problems
in evacuation has taken out possible treatment options from civilian injury algorit-
hms. Tactical Combat Casualty Care Algorithms were updated at 1996, 2003, and
2015-2021. These updates, organized in the light of the data obtained from the Viet-
nam, Iraq and Afghanistan Wars, are announced by training the personnel in the field.
It has been shown that many deaths under conflict could be prevented by applying
these algorithms. In our country where military hospitals are no longer active, the
number of military physicians is not at the desired number. Although it is suppor-
ted by civilian health personnel, the rate of benefiting from them in warfare areas
is limited. The legal and administrative gap related to the medical interventions of
non-healthcare personnel was eliminated with the “Regulation on Emergency Medi-
cal Interventions Authorized by Non-Healthcare Personnel to Perform in the Absence
of Health Personnel” published in the Official Gazette dated 22.03.2016 and num-
bered 29661. “Tactical Combat Casualty Care” training of this personnel will be the
most important factor in reducing the risk of death in the conflict area. In addition,
developments and advances in Military Damage Control Resuscitation medical drugs
and supplies will play an even more effective role in reducing the incidence of death
after injury.
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Taktik Muharebe Yarali Bakimi (TMYB), 1996 yilinda
catisma alanlarindaki 6lum olaylarinin bilimsel arastirmalar
IsI8l altinda incelenmesi sonucu ilk ortaya cikmistir. 1996
yillinda yayinlanan kilavuzlari 2003 yili guincellenmesi takip
etmistir. 2014 yilinda ise kanita dayal tip olarak TMYB konu-
sunda standartlar ve énermelerde bulunulmustur. 2017 yili
kilavuz glincellenmesini 01 Agustos 2018, 01 Agustos 2019
ve 05 Kasim 2020 guncellenmeleri takip etmistir. Bir yil gibi
kisa bir sirede olan bu guncellenme konuya ne kadar 6nem
verildiginin bir gostergesidir (1). Sivil Travmalara bagl yara-
lanmalarda acil saglik teknisyenleri, miidahalelerde bulunu-
lurken, catisma sahasinda sadece bu silahli savasan ekip
personelince ilk yardim mudahalesi gerceklestirilir. Sivil trav-
malarda “Temel ve ileri Travma Yasam Destegi Algoritmalar”
ile “Hastane Oncesi Travma Yasam Destegi Algoritmalari” Acil
Tip Teknisyenlerince uygulanmasi arzu edilen unsurlardir. Si-
lahli catisma bolgesinde ise TMYB Algoritmalarinin uygulan-
masi gerekir. Rutin travma yonetimi ile TMYB arasindaki fark,
hastanin tibbi degerlendirmesi ile baslar. TMYB unsurlarinda
birincil degerlendirmede, hava yolu, solunum ve dolasimin
(ABC) degerlendiriimesine baslamadan 6nce erken ve agresif
kanama kontrolline, cok daha fazla énem verilmektedir (1-
5). Taktik Muharebe Yarali Bakiminda ilk amag yaraliyi tedavi
etmektir. ikinci amac, yarallyi ek yaralanmalardan korumak
ve son amac ise askeri gorevi yerine getirmeye devam etmek-
tir (1,2,4,5). Zaman, yer ve malzeme sikintisi ydnunden sivil
travma unsurlar ile karsilastirildiginda TMYB de olumsuz
yonde pek cok farkhliklar bulunur. Kisith sartlarda mudaha-
leler yapilir. Keza yer, iklim, cografi kosul ve silahli catisma
siddeti ile ilgili olarak yaralinin tahliyesinde de ek zorluklar
yasanir. Sivil travma olgularinda var olan “iyi Tip Olcitlerinin”
Taktik Muharebe Yarali Bakiminda kullaniimasi ¢ok kotu bir
strateji olacaktir. Personelin 6lumune bile neden olabilecek
ilave yaralanmalar ve icra edilen muharebe goérevini basari-
sizliga gotlrecek sonuglar olusturabilir (1,2).

Taktik Muharebe Yarali Bakimi Safhalari
TMYB Safhalan uc¢ adettir. Bunlar:

1. Ates Altinda Bakim

2. Taktik Sahra Bakimi

3. Savas Yaralisi Tahliyesinde Bakim

Bu safhalar esnasinda olusabilecek Taktik Muharebe Ya-
rall Bakimindaki penetran bas ve boyun yaralanmalarinda,
boyun omurgasi stabilizasyonu gerekmez. Vietnam Savasin-
da, boyun travmasi ile yaralananlarda yapilan calismalarda,
sadece % 1,4’0 servikal stabilizasyonundan faydalanmistir
(2,4-6). Boyunluk uygulamasi deneyimli saglik personeli i¢in
bile 5-6 dakika surer. Bu Ates Alti Bakimda, gerekli oldugu
kanitlanmayan bir mtudahaleye harcanmak icin ¢ok fazla bir
suredir. Kint Travmalarda ise tedavi yaklasimi ile ilgili kural-
lar farkhdir. Dusmeler, halattan hizla inis yaralanmalar veya
motorlu tasit kazalari nedeniyle boyun veya omurga yara-
lanmalar boyun stabilizasyonu gerektirebilir. Ancak sadece
disman atesi tehlikesi daha blytk bir tehdit olusturmadigi
durumlarda uygulamak gerekir (1,2).

Ates Altinda Bakim

“Ates ya da Ates Tehdidi Altinda Bakim”, TMYB safhalari-
nin ilkini olusturur. Disman atesinin baskisi altinda devam
eden surectir. Yaralilara mudahale ayr bir strateji gerektirir.
Uyulmadig| takdirde yarali, ek yaralanmalara maruz kalabilir.
Ayrica kurtaricida 6lumcul yaralar alarak, onun icinde isten-
meyen bir sonug dogabilir. Ayni zamanda emredilen askeri go-
revde basarisizlikla sonuglanacaktir. Catisma alaninda vuru-
lan bir personele yardim etmek zorunda kalindiginda, TMYB
uygulamak icin bazi hususlara dikkat etmek gerekir (2). Eger
bir yarallyl ates hattindan uzaklastirmak zorundaysaniz, sun-
lar yapiimalidir; Oncelikle mesafesini hesapladiginiz en yakin
korunagi belirleyin ve en iyi sekilde yarallyi oraya nasil nakle-
deceginizi disunin. Sonrasi size olabilecek, yani kurtariciya
olan riskleri belirleyin ve yarali ve kurtaricinin tahmini agirlik-
larini degerlendirin. Son olarak mimklnse yaralinin silahini
da yaniniza alarak baskin ates glicu ya da duman kullanarak
avantaj elde edip korunaga gecin.

Yarali, disman atesinden etkilenmeyecek siper gibi bir ko-
runaga alindiginda, Ates Altindaki Baki Algoritmasina uygun
davranilir. Sivil yaralanmalarda Travma Merkezlerinde asagi-
daki unsurlar sirasiyla yapilir.

A - Hava yolunun degerlendiriimesi ve desteklenmesi

B - Solunumun Degerlendiriimesi ve desteklenmesi

C - Dolasimin Degerlendiriimesi ve desteklenmesi, Dis
kanamalarin kontrolU

D - Norolojik Durumun Degerlendiriimesi

E - Maruziyet ve cevresel degerlendirme

Ates Altinda Harekat alaninda yapilacak algoritma ise su
siralamadadir:

A - Kendinizi koruyun, kollayin

B - Disman Atesinden korunun

C - Dolasim (Kanamayi kontrol edin)

D - Norolojik durum (Sadece kisaca degerlendirin)

E - Maruziyet nedenini ortaya koyun

Yaral Bakiminda, devam eden “Askeri Gérevin” ifasi daha
onceliklidir. Aksi durumda tim ekibin yaralanma ve hayati
tehlike riski ortaya cikabilir. Ayrica standart yarali bakimina
ait sorunlar o ortamda ¢ogunlukla bulunur. Ates Baskisi Alti
Bakim Algoritmasinda asagida yazilan hususlara riayet edilir.
Klasik A, B, C, D ve E algoritmasi uygulanamaz (1,2,5-7).

Yarali savasmak istiyorsa ve saghgl buna uygunsa devam
edebilir. Bu sirada acilan atese karsilik verilir ve acilan ates-
ten kendinizi korumall ayrica yarallyl ek yaralanmalardan
korumaya gayret gosteriimelidir. Onemli farkliliklardan birisi
de Havayolu yonetiminin “Taktiksel Sahra Bakim Safhasina”

kadar ertelemek en iyisidir.
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Hayati tehdit eden dis kanamalar durdurulur (Ekstremite
kanamalarinda turnike kullanilir, ekstremite disi yaralanma-
larda, basin¢ uygulanir ve/veya Hem Con Dressing ya da Qu-
ikClot kullanilir [Ates ya da tehdidi altinda yaraya basin¢ uygu-
lanmasi ancak guvenli ortam varsa yapilr, yoksa Taktik Saha
Bakimina ertelenir]) (1,2,4-7). MimkuUnse yarali ile iletisime
gecilir. Yaraliya guvence verilir ve cesaretlendirilir. Kendisine
uygulanan ilk yardim mudahalelerine ait bilgiler verilir.

Ates Alti Bakimda havayolu mudahalesi yapiimaz. Yogun
ates baskisi altindayken havayolunu saglamaya calisiimama-
lidir. Yaraliyl bir korunaga, sipere goétirliinceye kadar ertelen-
melidir (7). Harp yaralanmalarinin havayolu tehlikesi nede-
niyle 6lime neden olmasi ¢cok nadirdir. Ayrica Ates altindaki
alanda eger yaralinin havayolu problemi varsa yasam sansi
minimaldir.

Ates Alti Bakimda yarali bir yangin ortaminda ise yanan
aractan veya binadan cikarilir ve korunaga tasinir. Hazirda
varsa yangin, alev almayan sivilarla ya da alevin hava ile te-
masi kesilerek ya da kazazede yerde yuvarlanarak sondiru-
IGr. Yanmaya karsi dayanikli eldiven ve gémleklerin kullanil-
masi en idealidir (2,5,0).

Ates Alti bakimda yapilacak en énemli unsurlardan birisi
O6lumcul kanamalarin erken kontroludur. Gecmiste, ekstremi-
te yaralanmasi nedenli 6lumler, énlenebilir harp yaralanma-
larinin en sik nedenini olusturmaktaydi. Vietham Savasinda
2500 kisi ekstremite yaralanmasi nedenli kanama ile kaybe-
dilmistir (2). Buyuk damar yaralanmalari kisa stirede soka so-
kar ve 6lume neden olur. Sadece 6lum riski tasiyan kanama-
lara, Ates Alti Bakimda mudahale edilir. Kanama asagidaki
durumlarda élumcualdar:

¢ Yaradan nabizla senkronize ya da surekli olan kanama-
lar.

¢ Kan yerde gollenme olusturmussa.

« Ustlindeki kiyafetler ya da Uiniformasi kanla islanmis ise

e Yarayl kapatmak icin kullanilan bandajlar veya derme
catma sargilar etkisizse ve yeni yapilanlar strekli olarak kan-
la 1slaniyorsa.

¢ Kol ve bacagin travmatik amputasyonu varsa.

» Onceden bir kanama dykiisi olan hastanin, sok tablo-
suna girmesi (bilingsiz, konflize, soluk)

Turnike Uygulanisi

Yaralanmis bir femoral arter veya venden olan kanama
ile Uc dakika icinde 6lum gerceklesir. Bu nedenle catisma-
lara girecek olan tum personel kendi turnikelerine kolayca
ulasabilecekleri standart bir yerde tasimalidirlar. Turnikeler,
sirt ¢cantalarinin en dibine atilmamalidir. Ates altinda iken
yaralanma nedeniyle 6lumden korunmada en énemli unsur,
turnike uygulamasidir (1,2,5-7). Turnike uygularken bazi hu-
suslara dikkat edilmelidir. Turnikeyi ekstremitedeki kanama
durana kadar sikilmalidir. ilk turnike kanamay! durdurmakta
yetersiz kaldi ise, ilkinin hemen Ustune (proksimaline) ikinci-
sini uygulanir. Turnike diz ve dirsek bolgelerine uygulanmaz.
Dogrudan hantal 6geleri iceren bir malzeme ya da bir kargo
cebi Uzerine de turnike konulmaz.

Cesitli tiplerde turnikeler vardir. GinimuUzde en cok ter-
cih edilen ticari Urtnlere 6rnek olarak CAT (Combat Applica-
tion Tourniquet), SOTTT-W (SOF Tactical Tourniquet) ve SWAT
(Strecht Wrap And Tourniquet) turnikeleri siralanir

Kaliteli malzemelerden yapili turnike kullanimi énemlidir.
Turnikenin guvenli oldugu ile ilgili pek cok literattrde vardir.
20086 yilinda Bagdat Ibn Sina Hastanesinde Acil Servis Once-
si Turnike uygulanmasi olan bir calismada 31 kisinin hayatta
kalmasi saglanmistir. Yayin, “Turnikeler savas alanlarinda ha-
yat kurtarir”, sloganini kullanmaktadir. Soka girmeden 6nce
turnike uygulanisi hayatta kalma oranini arttirdigini ortaya
koymustur (8). Yine Kragh turnike kullaniminin givenligini
gostermek amaciyla Bagdat Sahra Hastanesindeki 232 turni-
keli hasta (309 ekstremitede) ile yaptigl bir calismada turnike
uygulamasi nedenli herhangi bir amputasyon vakasi olmadi-
ginI ve sadece %3 gegici sinir paralizisi oldugunu bildirmistir
(9).

Turnike uygulanmasinda kacinilmasi gereken konular asa-
gida siralanmistir (2);

* Kullanmaniz gereken yerde kullanmamaniniz ya da uy-
gulamak icin uzun sure beklenilmemelidir.

e Turnikeyi sikistirmadan 6nce tim gevseklik giderilme-
lidir.

* Minimal kanamalarda kullaniimamalidir.

e Kanama sahasi géziikmesine ragmen cok proksimalde
turnike uygulanmamalidir.

* Kazazede sok oldugunda ya da hastaneye sadece kisa
bir nakil stresi oldugunda turnike cikarilmamalidir.

* Yeteri kadar siki olmamasi (Turnike hem kanamay! hem
de distaldeki nabzi durdurmalidir).

* Gerekli degilse ikinci turnikenin uygulanmasi.

* Yarali ekstremiteye kan akisini saglamak igin turnikenin
periyodik olarak gevsetilmesi. Bu, sadece savasta 0n saflarda
yaralinin daha fazla kan kaybetmesine neden olacak eski bir
uygulamadir (2).

Turnike iyi uygulandiginda can aciticidir. Turnike yerinde
agri, uygulama hatasini gostermez. Ayrica agri bulgusu, tur-
nikeyi ¢ikartmaniz gerektigini géstermez. Agri, sahrada anal-
jezik kullanma kriterleri gozetilerek yonetilmelidir. Turnike
uygulandiktan sonra yaraliyi yakin izleme alin ve turnikenin
sikiigini ve kanamayi durdurdugunu surekli olarak kontrol
edilmelidir (2).

Boyun, koltuk alti ve kasik gibi bazi alanlar turnike uygu-
lamasi igin uygun olmayabilir. Bu gibi yerlerde Hemostatik
(Kitosan gibi) icerikli malzemeler kullanilir. Harp Paketi gibi
hemostatik bir maddenin kullanimi, lic dakika boyunca dog-
rudan basing altinda tutma geregi nedeniyle, Ates Alti Bakim
safhasinda kullanimi, taktiksel olarak uygun degildir. Yine
ates alti bakimda havayolu mudahalesi yapiimaz (1,2,5,6).
Ates baskisi altindayken havayolunu saglamaya calisiimama-
lidir. Yarahy! givenli bir korunaga, sipere goétirinceye kadar
havayolu mudahalesi ertelenir. Harp yaralanmalarinin hava-
yolu tehlikesi nedeniyle 6lime neden olmasi ¢cok nadirdir.
Ayrica ates altindaki alanda eger yaralinin havayolu problemi
varsa yasam sansi minimaldir (1,2).

Taktik Saha Bakimi

Taktik saha bakimi, aktif disman atesi olmayan ancak her
an dusman atesine maruz kalma ihtimali olan safhadir. Yara-
lilya bakim daha uygun sartlarda yapilir. Burada dikkat edile-
cek husus mental durumu etkilenmis yaralilar, ivedi silahsiz-
landirimahdir. Aksi takdirde hos olmayan sonuglar olusabilir.
Bu safhadaki bakima, ertelenmis olan havayolu yonetimi ile
baslanir (1,2,4-6).
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1. Hava Yolu Yonetimi

A: Hava yolu tikanikligl olmayan bilingsiz yaralida cene kal-
dirma veya cene itme manevrasi yapilir, Nazofarengeal airway
takilir ve yarallyl recovery (kurtarma) pozisyonuna alinir

B: Hava yolu tikali ya da ttkanmak Uzere olan yaraliya ise
cene kaldirma veya ¢cene itme manevrasi yapilir. Nazofaren-
geal airway uygulanir. Yarallyi recovery pozisyonuna alinir.
Bunlarda basarili olunamazsa cerrahi krikotiroidotomi dene-
nir (Suuru aciklarda lidokain ile).

2. Solunum

Solunum degerlendirilir. Tansiyon pndmotoraks arastirilir.
Govdeye travma ve/veya solunum giicligu varsa “igne Tora-
kostomi” uygulanir. G6glis yarasinin aspirasyonunda vazeline
gazli bez ile ekspriumda pansuman altina alinir. Harp paketi
ile 6rtlur ve oturma pozisyonunda tutularak tansiyon pnémo-
toraks icin izlem yapllir.

3. Kanama Kontrolii ve Sivi Replasmani

Kanama kontroll ve takibi icin tanimlanmamis kanamala-
ri degerlendirin ve tim kanama kaynaklarini kontrol edilmeli-
dir. Turnikeyi sonlandirmayi degerlendirin. Pansumana basing
uygulayin. Ekstremite disinda Hemostatik pansuman (Hem
Con) veya Hemostatik pansuman (Quik Clot) kullanin.

A: IV yol acimi icin 18 gauge ile IV damar yolu acilir ve
eger endike ise salin baglanir. Damar yolu elde edilemiyorsa,
intra-osseos (kemik yolu) girisim uygulanir.

B: Sivi reslsitasyonu icin hemorajik soku degerlendir.
Mental durum degerlendirilmesi veya periferik nabiz alinama-
masi sokun en iyi sahra sartlarinda belirtecleridir (kafa trav-
masl yok ise).

1. Sokta degilse: IV sivi gereksinimi yoktur. Suuru acik
ise oral sivi alabilir

2. Sokta ise: Hextend 500 mL IV bolus (Hespan) uygu-
lanir. Sok devam ediyorsa 30 dk sonra tekrarlanir. Bir litreden
den fazla Hextend verilmez. Hemorajik sokta sivi replasma-
ninda asagidakiler kullanihr:
(1) Soguk depolanmis distk titre Rh O tam kan
(2) Onceden taranan diisiik titre Rh O taze tam kan
(3) 1:1:1 oraninda plazma, kirmizi kan hucreleri (RB-

trombositler

(4) 1:1 oraninda plazma ve RBC’ler
(5) Plazma veya RBC’ler tek basina

Hastayl hayatta tutmak icin hayati tehdit eden kanamadan
sonra mumkiin olan en kisa slrede transflizyon yapilmalidir.
Rh negatif kan trlnleri hemen bulunamiyorsa hemorajik sok-
ta Rh pozitif kan Urlnleri kullaniimalidir. Sistolik kan basinci-
nin 100-110 mmHg olmasi amaclanir. (1,9,10) Burada dikkat
edilmesi gereken nokta sivi resusitasyonu gerceklestirilirken
hipotermiye karsin 6nlemler baslatiimahdir.

C'ler) ve

4.Lojistik ve taktiksel arastirmalar yapiimahdir.

Daha fazla zayiat riskine karsi énlem alinir ve Travmatik
Beyin Yaralanmali bilingsiz yaralida periferik nabazan yoksa
alinana kadar resusitasyona devam edilir. Eger yaralida klint
ya da blastik yaralanmalara bagli 6nemli travmatik beyin

hasari bulgu ya da belirtileri varsa 2 gr Tranexamic Asidi IV
yavasca /10 puse olarak ilk U¢ saatte verilir (1).

5. Hipoterminin Onlenmesi

A: Yaralinin soguk zemin, riizgar ve hava sicakliklarina ma-
ruz kalmasini en aza indirilmelidir. Yalitim malzemesini kaza-
zede ile herhangi bir soguk ylizey arasina mimkuln olan en
kisa surede yerlestirilmelidir. KapuUsonlu bir uyku tulumu veya
muhafaza cantasi/harici buhar bariyeri kilifinin icinde kolayca
bulunabilen baska bir yalitim malzemesi kullanarak, hipoter-
mi muhafaza sistemini iyi izole edilmis bir muhafaza sistemi-
ne yukseltilir. Yalitimsiz hipotermi muhafaza sistemlerinden
gecis icin harici aktif 1sitmali yalitimli bir hipotermi muhafaza
sistemini 6n asamaya getirilir; mimkidn oldugunda mevcut
muhafaza sistemini devreye alinir.

B: Mevcut “Committee on Tactical Combat Casualty Care
(CoTCCC)” yonergelerine uygun olarak, 38°C cikis sicakhgin-
da 150 ml/dk’ya kadar akis hizinda IV/10 resusitasyon sivila-
ri vermek icin pille calisan bir i1sitma cihazi kullanilir. Yaralyi
herhangi bir tahliye platformunda rlzgara ve yagisa maruz
kalmaktan korunulur (1,3).

6. Bilinen yaralari arastirlir ve pansuman altina alinir.
7. Gerekirse analjezik verilir.

i. Hafif agrilarda, yarall tekrar savasabilir ise sersemletici
ve uyku hali vermeyecek olan Asetaminofen 500 mg PO 3x2
verilir veya Meloxicam - 15 mg PO 1x1.

ii. Orta siddette agrilarda, Fentanyl 50 mcg IV/I0 0,5-1
mcg/kg verilir.

iii. Orta ve agir siddette agrilarda ise Ketamine 30 mg
(veya 0,3 mg/kg) IV yavas veya |0 puse olarak her 20 dakika-
da IV veya |0 tekrarlanarak ve doz limiti olarak agrinin bitme-
si veya asirl nistagmus gelismesi (ritmik olarak 6n ve arkaya
gozlerin hareketi) gozetilerek uygulanir.

iv. Savasamaz durumda ise Morfin 5 mg IV/10 verilir ve
10 dk sonra tekrarlanabilir. Ancak Solunum depresyonunu
izlenmesi gerekir. Prometazin’de 25 mg IV/10/IM 4 saate bir
verilir. Sedasyon gerekliliginde, hasta glivenligi veya gorev ba-
sarisl icin veya bir yaraliya invaziv bir prosedur gerektirdiginde
ve disosiyasyonu gerektiren cok ciddi yaralanmalarda; hava
yolunu guvenceye almak gereklidir. Ketamin 1-2 mg/kg yavas
IV/10 baslangic dozudur. Ketamin 300 mg IM (veya 2-3 mg/
kg IM) baslangic dozu, verilen toplam dozun son nokta limiti:
prosedurel (dissosiyatif) anestezinin olusmasi durumudur. Bir
acil durum meydana gelirse 0,5-2 mg IV/I0 Midazolam ver-
meyi distnUldr. Doz limiti sinirflamasi, agrinin bitmesi veya
asikar nistagmus (ritmik olarak 6n ve arkaya gozlerin hareke-
ti) gelismesi durumudur (1,2,5,6).

Agri kesiminde dnemli bir konuda oral transmukozal Fen-
tanyl citrate, IV/10 Fentanil, Ketamin veya Midazolam verildik-
ten sonra yaralilarin silahsizlandiriimasi gerekir. Analjezinin
amacl agriyl tolere edilebilir bir dlizeye indirmek ve ayni za-
manda solunum yollarini ve zihinsel faaliyetleri korumaktir.
Sedasyonun amaci, agrili prosedurlerin farkindaligini durdur-
maktir. Oncesinde AVPU yéntemini kullanarak bir zihinsel du-
rum muayenesini belgelenmesi gerekir. (1,5,6)
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8. Ek Yaralanmalarin Arastiriimasi

Abdominal eviserasyon varsa kanamalari kontrol altina
aldiktan sonra yara kontaminasyonunu azaltmak icin steril
temiz sivi ile yikanilr.

Kanama kontroll yapilmali; kontrolsiiz kanamaya karsi
gazl bez veya “CoTCCC” onayl hemostatik pansuman uygu-
lanmalidir. Acikta kalan bagirsagi nemli, steril bir pansuman
veya steril su gecirmeyen bir ortu ile ortilmelidir (7,10).

Rediksiyon; evisere olan abdominal icerigi degistirmek/
azaltmak icin tek bir kisa girisimde bulunulabilir. Basarih olur-
sa, mevcut malzemeyi, tercinen gogls contasi gibi yapiskan
bir pansuman kullanarak cildin tamirini yapin (diger érnekler
cerrahi dikis, zimba telleri, yara kapatma cihazlarini icerir).

Azaltamiyorsa; ici bosaltiimis organlari su gecirmeyen ya-
piskan olmayan malzeme ile 6rtiin (devam eden kanamayi
yeniden degerlendirmeye olanak saglamak icin seffaf tercih
edilir); 6rnekler arasinda bir bagirsak torbasi, IV torbasi (Bo-
gota Bag), seffaf gida sargisi vb. yer alir ve gecirimsiz sarglyi
yapiskan pansuman kullanarak hastaya sabitlenir (6rnekler:
loban, gégls pansumani).

Hipotermi - maruz kalan karin icerigi daha hizl i1si kaybi-
na neden olacagindan yakindan izlenilir (1,6,10).

9. Yaniklar

Yaraliyl yanikli olarak degil, yanikli bir travma yaralisi gibi
degerlendirilerek tedavi edilir. YUz yaniklari, 6zellikle kapali
alanlarda meydana gelenler, inhalasyon yaralanmasi ile ilis-
kili olabilir. Bu tlr hastalarda hava yolu durumunu ve oksijen
satlrasyonunu agresif bir sekilde izlenir ve solunum sikintisi
veya oksijen desatlirasyonu icin erken cerrahi hava yolunu
dusunlar (1,5,6). Dokuzlar Kuralini kullanarak %10’a kadar
yanmis “Toplam Vlcut Ylzey Alanini” tahmin edilir. Yanik bol-
gesini kuru, steril pansumanlarla 6rtulir. Genis yaniklar icin
(>%20), hem yanmis alanlarn kapatmak hem de hipotermiyi
dnlemek icin yaraliyr Hipotermi Onleme Kitinden Isi Yansitici
Ortl veya Blizzard Hayatta Kalma Battaniyesi icine yerlestir-
meyi disuanalar.

Sivi resusitasyonu icin olusan yaniklar, vicut yanik ala-
ni %20’den fazlaysa, IV/IO erisimi saglanir saglanmaz sivi
reslsitasyonu baslatiimalidir. Resusitasyon Laktatli Ringer,
normal Salin veya Hextend ile baslatiimalidir. Hextend kulla-
niliyorsa, 1000 ml’den fazla verilmemeli, ardindan Laktath
Ringer veya gerektiginde normal salin verilmelidir. Baslangic
IV/10 sivi orani, 40-80 kg arasi yetiskinler icin % vicut yanik
alani x 10 mi/saat olarak hesaplanir. Yaralinin bilinci aciksa
ve yutabiliyorsa, yaniklar icin %30 yanik alanina kadar oral
sivi verimini dasunulur (1).

10. Kiriklar atellenir ve nabizlar kontrol edilir.

11. Antibiyotikler: Tim harp yaralanmalarinda, Gatifloxa-
cin 400 mg PO giinde bir kez verilir, oral alamayanlara 12
saatte bir 3-5 dakika slrecek infuzyon hizi ile Cefotetan 2 g
IV/IM uygulanir.

12. Yaral ile iletisim kur, yaraliyl cesaretlendir ve given
ver. Tedaviler hakkinda bilgi aktarilr.

Bir diger 6nemli konu, Taktik Saha Yarali Bakiminda trav-
matik yaralanmalara bagli arrestlerde, resusitasyon (CPR) ya-
pilmaz. Basarili olmayacaktir, yapiimamalidir (2).

Tahliyede Bakim

Tahliye Esnasinda Bakim kara, deniz ve hava nakil aracla-
rinin olanaklarina uygun olarak surdurulir. Gecikmeli tahliye-
ler olabilir. Keza cografi ve iklim kosulari tahliyeyi gliclestirebi-
lir. Tahliye esnasinda Bakim standartlari asagidaki unsurlari
tasir (1,2,6).

1. Hava Yolu Yonetimi

Hava yolu tikanikligl olmayan bilingsiz yaralida, ¢ene kal-
dirma veya cene itme manevrasi ve Nazofarengeal airway uy-
gulanir. Sonrasi yarallyi recovery pozisyonuna alinir.

Hava yolu tikal ya da tikanmak Uzere olan yaralida ise,
cene kaldirma veya cene itme manevrasi ile Nazofarengeal
airway uygulanimi sonrasl recovery pozisyonuna yarall alinir.
Endikasyon dahilinde yukaridakiler basarisizsa, Larengeal
Mask Airway veya Combitube veya cerrahi krikotiroidotomi
(Suuru aciklarda lidokain kullanilarak) yapilir. Penetran trav-
ma nedenli yaralanmalarda spinal immobilizasyon gerekli de-
gildir. Larengeal Mask Airway havayolu ile nakillerde yliksek
irtifada yeterli hava ile sisirilmesi ile cevre dokulara ilave ba-
sing yapacagl hususuna dikkat etmek gerekir (1,2,6).

2. Solunumun saglanmasi

Tansiyon pnomotoraks arastiriir. Govde de travma/ So-
lunum glicliglu varsa igne Torakostomi uygulanir. iyilesme
olmamasi ve / veya uzun nakil beklentisi halinde gégis tu-
pinin takilmasi degerlendirilmelidir. Cogu Harp yaralanmasi
vakasinda Oksijen verilmesi gerekmez. Ancak istisna olarak
saturasyonda dusuklik (Pulse Oksimetre), bilingsizlik ve trav-
matik beyin yaralanmasi akla getirilmelidir. G6gls yarasinin
aspirasyonu varsa vazeline gazl bez ile ekspriumda pansu-
man altina alinir. Harp paketi ile 6rtiinerek oturma pozisyo-
nunda tutulur. Tansiyon pnémotoraks icin izleme devam edilir
(1,2,6).

3) Kanama, IV uygulamalar ve Sivi resusitasyonu ile ilgili
hususlar Taktik Saha Bakimi ile aynidir.

4) Monitorize etme; eger endikasyon varsa ECG, Pulse ok-
simetre ve vital bulgular takibi yapilr.

5) Saptanmamis ve pansuman altina alinmamis yaralari
orttlmeli, Ek yaralanmalar var mi kontrol edilmelidir. Gerekir-
se analjezik uygulanir. Savasabilecek ve Savasamayacaklar-
da Taktik Saha Bakimi ile ayni hususlar gecerlidir.

6) Kiriklar tekrar degerlendirilmeli ve tekrar nabiz kontrol{
yapilmaldir,

7) Antibiyotikler, tim harp yaralanmalarinda Taktik Saha
Bakimi ile ayni kriterler cercevesinde kullantlir.

8) Pneumatic Anti-Shock Garment (PASG) pelvik kiriklarda
ve abdominal kanamalarda faydal olabilir. Uzamis kullanim-
larda hasta moniterize edilmelidir. Ayrica torasik ve beyin ya-
ralanmalarinda kullaniimasi kontrendikedir (1,2,6).
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Sonug

Ulkemiz jeopolitik ve cevre Ulkelerdeki savas alanlari ne-
deniyle risk altindadir. Ayrica teror riski de bunu artirmaktadir.
Taktiksel tipta hekimin rollt degisebilmesine ragmen her za-
man koruyucu hekimlik, egitim ve tibbi yardim saglama rol-
leri devam eder. Bu nedenle 6zellikle bu konuda ek olarak
egitilen askeri doktorlar harekat alani taktiksel tip ekibinin
vazgecilmez bir parcasi halinde oldugu icin en kisa zamanda
daha cok sayida olmalarinda fayda vardir. Ayrica travma son-
rasi ddnemde altin saatler icinde hayat kurtarici mudahalenin
hizli ve etkin yapilabilmesinin cepheye en yakin yerde yapil-
masi ile mimkun olabilecegi ve bunun da ancak askeri saglik
sisteminin glclendiriimesi, askeri hastanelerin yeniden kurul-
masli ve harp cerrahisi egitiminin verilmesi ve harp cerrahla-
rinin gorevlendirilmesi ile mimkun olacagini dusinmekteyiz.
Ancak gecis donemindeki bu zaman diliminde strede tim
hekimlerin ve saglik personelinin gincel “Taktik Muharebe
Yarali Bakim” kriter ve prensiplerini 6grenmeleri gerektigini
degerlendirmekteyiz.

Yazarhk katkisi: Fikir/Hipotez: E.K., M.K.

Tasarim: E.K., M.K. Makalenin hazirlanmasi: E.K., M.K.

Etik Kurul Onayi: Gerekli degildir.

Hasta Onayi: Gerekli degildir.

Hakem Degerlendirmesi: ilgili alan editérii tarafindan
atanan iki farkl kurumda calisan bagimsiz hakemler
tarafindan degerlendirilmistir.

Cikar Catismasi: Yazarlar tarafindan cikar catismasi
bildirilmemistir.

Finansal Destek: Yazarlar tarafindan finansal destek
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A Case of SARS-CoV-2 Associated Pediatric Encephalitis
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Anahtar Sozciikler

COVID-19 0z

Ensefalit COVID-19’ a neden olan SARS-CoV-2, insan hiicrelerini enfekte etmek icin anjiyoten-
Norotrofik sin donustiriict enzim 2 reseptoriine baglanir. Beyindeki glial hiicreler ve noronlar;
SARS-CoV-2 anjiyotensin donuUstlriicl enzim 2 reseptori icerdiginden dolayli SARS-CoV-2'nin po-

tansiyel hedeflerindendir. Bu durum SARS-CoV-2’ye nérotrofik bir 6zellik saglar. Ense-

Keywords falit ise viral enfeksiyonun veya otoimmun nedenlerin yol actigl beyin parankiminin
COvID-19 inflamasyonu olarak tanimlanir. Bu yazida degerlendirmeler sonucunda SARS-CoV-2
Encephalitis ile iliskili olabilecegi distinilen, biling kaybi ve tepkisizlik ile getirilen ensefalit olgusu
Neurotrophic sunuldu.

SARS-CoV-2

Orcid No

Introduction
EE!  :0000-0002-8117-7929

MRA? :0000-0002-4202-0099 : .
HY  -0000-0003-3004-885X The COVID-19 pandemic, caused by the SARS-CoV-2, remains a global threat. A

EGO* :0000-0002-1279-8510 new one is added to the clinical manifestation of COVID-19 every day. In addition,

HA5  :0000-0003-1367-1850 it has been stated that the transmission and spread of the virus increase as new
variants emerge (1). To eliminate this threat, research aimed at unraveling the mec-
hanism of action of the virus continues.

SARS-CoV-2 binds to the angiotensin-converting enzyme 2 (ACE-2) receptor in
order to infect human cells, as in SARS-CoV. Therefore, cells expressing ACE-2 are
targets for the virus. In addition to endothelial and arterial smooth muscle cells in the
brain, glial cells and neurons have been reported to contain ACE-2 receptors, making
them potential targets of SARS-CoV-2 (2). The fact that cells in the nervous system
have this receptor indicates that one of the targets of the virus is the nervous system.
This provides neurotrophic properties to the SARS-CoV-2 virus (3).

Encephalitis is defined as inflammation of the brain parenchyma caused by a
viral infection or autoimmune causes. Cerebrospinal fluid (CSF) pleocytosis, imaging
changes, or focal abnormalities on electroencephalogram (EEG) are considered cli-
nical evidence of brain inflammation (4).

In this article, we present a case of encephalitis, brought by loss of conscious-
ness and decreased response, which may be associated with SARS-CoV-2 as a result
of the evaluations.

Etcioglu E, Aydin MR, Yasar H, Olgun EG, Apaydin H. A Case of SARS-CoV-2 Associated Pediatric Encephalitis. Hitit Med J 2022;4(3): 129 - 131 DOI:
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Case Report

A 15-year-old male patient was brought to the emergen-
cy department with cognitive impairment and decreased
responsiveness. He was brought by ambulance to the emer-
gency department, where he was found to be stuporous with
stable vital signs.

It was learned that his current complaints started two
days ago. His family stated that the patient had a mild fever
for two days and that he started to lose consciousness after
vomiting.

He was not taking any drugs, family and social histories
were unremarkable. In vital signs; body temperature 37.8 C,
heart rate 101 beats/minute, respiratory rate 24, blood pres-
sure 130/85 mm/Hg. In his neurological examination, Glas-
gow Coma Scale score was seven points (E:2, V:2, M:3), it was
found that he opened his eyes to pain, made meaningless
sounds, and had abnormal flexion with pain, and decreased
his level of consciousness. Kernig’s sign, Brudzinski’'s sign,
and nuchal rigidity were negative. Pupils were isochoric and
light reaction was present. Respiratory system examination
revealed rales in the lung bases, other system examinations
were unremarkable.

The test results revealed as sodium (Na): 136 (135-145)
milliequivalents per liter (mEq / L), potassium (K): 4.7 (3.5-
5.5) millimoles per liter (mmol/L), alanine aminotransferase
(ALT) : 14 (0-50) international units per milliliter (IU / ml), as-
partate aminotransferase (AST) : 41 (0-50) IU / ml, leukocyte
:16.100 (4600-10200) / mm3, C reactive protein (CRP) : 53
(0-5) milligrams per liter (mg / L), ferritin: 1102 (20- 500) na-
nograms per milliliter (hg/mL) and D-Dimer: 1200 (69-243)
ng/mL.

Due to the high fever among the patient’s current symp-
toms, a nasopharyngeal swab sample was taken and a PCR
evaluation was sent.

In the brain diffusion magnetic resonance imaging; in the
bilateral insular cortex, acute infarct areas with diffusion rest-
riction extending to the amygdala, left superior temporal gy-
rus, inferior frontal gyri, frontal and parietal operculum, stra-
ight gyri, superior frontal gyri, and cingulate gyri were noted.
(Figure-1)

Figure I. Hyperintense areas on diffusion-weighted magnetic
resonance imaging (left side) and hypointense areas on ADC
map (right side)

10.52827/hititmedj.986612

In thorax computed tomography imaging; slight ground
glass appearances were detected in the lower lobes of the
lung. (Figure-2)

The patient was intubated and referred to the intensive
care unit with a pre-diagnosis of SARS-CoV-2-associated en-
cephalitis. After a short time; SARS-CoV-2 polymerase chain
reaction (PCR) examination of the patient’s nasopharyngeal
swab sample was also positive.

Lumbar puncture (LP) could not be performed due to the
development of cerebral edema in the intensive care fol-
low-ups. The patient who had cardiac arrest in the intensive
care unit was accepted as exitus as there was no response to
cardiopulmonary resuscitation.

Figure Il. Ground glass appearances in thorax computed
tomography imaging

|

Discussion

Neurological manifestations caused by SARS-CoV-2 inclu-
de loss of taste and smell, encephalitis, dementia, ischemic
stroke, Guillain Barre Syndrome, and psychosis (5).

Jordan et al. stated that the main clinical symptoms of
encephalitis/meningitis associated with SARS-CoV-2 were
impaired consciousness (59.38%), seizure (21.88%), deliri-
um (18.75%), and headache (18.75%) (6).

Our case was brought to the emergency room with cogniti-
ve impairment and decreased responsiveness.

Researchers have probably identified two ways for SARS-
CoV-2 to cause central nervous system (CNS) involvement.
The first is hematogenous spread and the second is retrogra-
de dissemination of neurons via indirect routes. In addition,
the neurotropic mechanism of SARS-CoV-2 has not yet been
elucidated (7).

Rothan et al. stated that SARS-CoV-2 also has the ability
to directly invade the nervous system. Considering the known
neurotropism of SARS-CoV strains, it has been stated that
SARS-CoV-2 can spread directly to the central nervous sys-
tem (CNS) causing meningitis and encephalitis (8). Netland
et al. stated in their study that SARS-CoV-2 infection may
cause an increase in the secretion of inflammatory factors
such as TNF-alpha, IL-1, and IL-6, which may be the cause of
neuropsychiatric symptoms (9).
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It has been stated that SARS-CoV-2 can be directly shown
to be neuroinvasive in cerebrospinal fluid examination (10).
Huo et al. reported that CSF evaluation was reported as normal
in most of the patients with COVID-19-related encephalopathy
in their systematic review study. In the same review, it was em-
phasized that detailed nervous system physical examination
and positive SARS-CoV-2 detection rate in CSF are very impor-
tant to provide direct neurotropic evidence of SARS-CoV-2 (11).
CSF evaluation could not be performed in our case because
there was cerebral edema.

In SARS-CoV-2-associated encephalitis, infection or inflam-
mation can involve any part of the brain; it has been shown
that it can involve the temporal lobe (15.63%), white matter
(12.5%), anterior lobe (9.38%), and corpus callosum (9.38%)
(11). Neuroimaging abnormalities in SARS-CoV-2-associated
encephalitis were reported to occur with high T2/FLAIR signal
hyperintensity, usually in the subcortical white matter or other
parts of the brain injury, and there were many COVID-19 pa-
tients (38.71%) without significant neuroimaging changes in
encephalitis (12). In our case, brain diffusion magnetic reso-
nance imaging revealed acute infarct areas showing diffusion
restriction extending to the bilateral insular cortex, amygdala,
left superior temporal gyrus, inferior frontal gyri, frontal and
parietal operculum, straight gyrus, superior frontal gyrus, and
cingulate gyri.

Almost all patients with SARS-CoV-2 associated encep-
halitis have been shown to have lung abnormalities (13). In
our case; ground glass areas that may be associated with CO-
VID-19 were detected in the patient’s thorax computed tomog-
raphy imaging.

It has been reported that the presence of neurological di-
sease in COVID-19 patients is associated with higher mortality,
impaired consciousness, resistant epilepsy, and severe physi-
cal disability (11). Our case deteriorated rapidly and resulted
in death.

As a result, neurological manifestations can be seen in CO-
VID-19 symptoms. Patients with neurological symptoms should
also be evaluated for COVID-19. In the suspicion or presence of
neurological pathologies, the diagnosis of COVID-19 should be
kept in mind by clinicians. Neuroinvasive studies to be condu-
cted will contribute to the elucidation of the neurological invol-
vement mechanism of SARS-CoV-2.
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Cocuklarda Konvulsiyonun Nadir Bir Nedeni Akut intermittan Porfiria
A Rare Cause of Convulsions in Children Acute Intermittent Porphyria
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0z

Porfiriler hem biyosentezinde gorevli enzimlerin dogustan ya da kazanilmis bozuk-
lugu, ya da eksikligi sonucu olusan, periferik ve santral sinir sistemini etkileyebilen,
farkl alt tipleri olan, nadir gérilen metabolik hastaliklardir. Akut intermittan porfiri,
porfirilerin en yaygin gorulen tipidir ve néropsikiyatrik belirtilerle birlikte agiklanama-
yan karin agrisi olan hastalarda ayirici tanida dustnulmelidir. Posterior reversible en-
sefalopati sendromu ise bas agrisi, mental durum degisiklikleri, gorme bozukluklari,
mide bulantisi, parezi ve yaygin nobetler gibi semptomlara hipertansiyonun eslik et-
tigi klinik ve radyolojik bir durumdur. Bu yazida karin agrisi ve konvtlsiyon nedeni ile
acil servise basvuran, sonrasinda akut intermittan porfiri ve akut intermittan porfiri ile
iliskili posterior reversible ensefalopati sendromu tanisi alan hasta, nadir gorilmesi
nedeni ile sunulmustur.

Abstract

Porphyrias are rarely seen in metabolic diseases with different subtypes which are
formed during the changes in enzyme activities during heme biosynthesis and which
can affect peripheral and central nervous systems. Acute intermittent porphyria is
the most common type of porphyria. Porphyria is an important differential diagnosis
in patients with unexplained abdominal pain along with neuropsychiatric manifesta-
tions. Posterior reversible encephalopathy syndrome is a clinical and radiologic case
that has symptoms of headache, altered mental status, visual disorders, paresis,
nausea, and extensive seizures next to hypertension. In this article, a patient who was
admitted to the emergency department with convulsion and abdominal pain and was
diagnosed with Posterior reversible encephalopathy syndrome associated with acute
intermittent porphyria and is presented because of its rare occurrence.

Giris

Porfiriler hem biyosentezinde gorevli enzimlerin aktivitelerindeki degisiklikler
sonucu olusan, otonomik, periferik ve santral sinir sistemini etkileyebilen, farkli alt
tipleri olan, nadir gérulen metabolik hastaliklardir. Akut intermitan porfiri (AIP), oto-
zomal dominant kalitilir ve en sik gorulen porfiria tipidir. Porfobilinojen (PBG) deami-
naz enzimindeki kismi defektler sonucunda olusur (1). Tipik akut intermitan porfiri
ataklar; akut karin agrisi ile birlikte kusma, kas glcsizlUgu, periferik noropati ile
ortaya c¢ikan noérolojik bulgular, tasikardi ve hipertansiyon gibi sempatik aktivite artisi
bulgulari ve psikolojik belirtiler ile ortaya c¢ikabilmektedir (2). Atak aninda tani koy-
mak zordur, ¢linkii AIP nadir goriilen bir hastalik olmakla birlikte hastalarin ylizde
%90’ akut atak gecirmemektedir (3). Akut intermitan porfiri vakalarinda santral sinir
sistemi disfonksiyonuna bagl afebril ndbet gorulebilir. Bu makalede afebril nébet ile
basvuran ve sonrasinda posterior reversible ensefalopati sendromu (PRES) ve AiP
tanisi alan ¢ocuk olgu nadir gérilmesi nedeni ile sunulmustur.
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Olgu Sunumu

Biling bulanikhg| ve ylzeyel solunumu olan on bir yasin-
da erkek olgu acil servise kabul edildi. Bir gin 6ncesinde
uykuya egiliminin basladig|, jeneralize tonik klonik tarzinda
konvulsiyonunun olmasi Uzerine géturuldigu saglik merke-
zinde benzodiazepin ile midahale edilmesi sonucu solunum
depresyonu gelistigi ve bu nedenle tarafimiza sevk edildigi
dgrenildi. Oykisiinden; 10 gindir devam eden idrar rengin-
de koyulasma sikayeti ile yerel saglik merkezine basvurdugu,
son bir haftadir karin agrisi, konstipasyon, eklem agrilar ve
kas glicsiizIUgU sikayetlerinin mevcut oldugu ve bu bulgulara
son U¢ gundir kusma sikayetinin de eklendigi bilgisine ula-
sildi. Ozgegmisinden son bir yildir agiz kenarinda iyilesmeyen
kutandz bir lezyonunun oldugu, soy gecmisinden ise motor
mental retarde bir kardesinin oldugu, anne ve baba arasinda
akrabalik olmadigl 6grenildi. Fizik muayenesinde transkutan
Olcllen vicut i1sis1 35,3 °C, nabiz 167/dk ritmik, kan basin-
¢l 144/100 mmHg bulundu. Agiz kenarinda Ulseratif lezyonu
mevcuttu. Bilincin kapali, solunumun ylzeyel olmasi ve kan
gazinda pH:7,16, pC02:76, p02:42, HCO3:20, laktat:4,8
olmasi Uzerine olgu entlibe edildi, mekanik ventilatére bag-
landi. Hastaya idrar ¢ikisi takibi icin sonda takildi. Sondadan
gelen idrarin renginin cay rengi oldugu gorildi. Laboratuvar
incelemelerinde hemoglobin 14,1gr/dl, hematokrit %42,7,
I6kosit sayisi 23500/mm3, trombosit 352000/mm? idi. idrar
incelemesinde protein negatif, glukoz (+), keton negatif, biliru-
bin (++), Grobilinojen (++), dansite 1017, idrar sedimentinde
3 I0kosit, 1 eritrosit saptandi. Kan sekeri 104 mg/dl, ure 50,4
mg/dl, AST 61 U/L saptandi. Diger biyokimyasal tetkikler nor-
maldi. Akciger grafisinde, karin ultrasonografik incelemesin-
de ve ayakta direk batin grafisinde patolojik bulgu yoktu. izle-
minde spontan solunumu baslayan, ajitasyonu gelisen hasta,
kan gazi kontrolinde pH:7,39, pC02:47, HCO3:27, laktat:1,8
saptanmasi Uzerine extlbe edildi. Afebril konvulsiyona sem-
patik hiperaktivitenin (tasikardi, hipertansiyon ve hipotermi)
eslik etmesi, karin agrisinin, nefrolojik bir patoloji ile agikla-
namayan ¢ay rengi idrarinin olmasi Uzerine olguda 6n planda
akut intermitan porfiri atagl distinldi. Hastaya sempatik hi-
peraktiviteye karsi 1 mg/kg/dozdan iki dozda propranolol ve
0,2 mg/kg/dozdan tek dozda enalapril baslandi. Hiperkalorik
destek saglamak amaciyla 250 gr/gln glukoz iceren mayi
destegi saglandi. Baslanan tedaviler ile birlikte izleminde
tasikardisi ve hipertansiyonu geriledi. Dis merkezde c¢ekilen
kranial BT de, her iki parietal lob verteks dizeyinde gri-beyaz
cevher bileskesinde lineer hipodens alan ve oksipital lobda 2
cm’lik gri-beyaz cevher bileskesinde hipodens alan mevcuttu.
Kranial magnetik rezonans gorunttilemede ise, her iki sereb-
ral hemisfer parietooccipital bolgede kortikal yapilarda, T2 ve
FLAIR sekanslarda hiperintens sinyal artis alanlari gozlendi
(Sekil 1). Bulgular Posterior reversible ensefalopati sendromu
(PRES) ile uyumlu olarak yorumlandi. PRES ile birlikte Akut
intermitan porfiri (AIP) akut atagl 6n tanisi ile yogun bakimi
ve cocuk metabolizma klinigi olan bir merkeze sevk edildi.
Hastanin hem biyosentezindeki ara metabolitlerin dlzeyinin
idrar drneginde yiiksek saptandig) (Tablo 1) ve AP tanisinin
kesinlestigi 6grenildi. Verilerinin kullanimi igin hasta velisin-
den yazili onam alindi.
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Tablo I. Hem biyosentezindeki ara metabolitlerin idrar
ornegindeki diizeyleri

Hem biosentezindeki ara Hastadaki [ Normal
metabolitler Duzey Duzey
Total Porfirin (nmol/mmol kreatin) 327 <35
ALA (umol/mmol kreatin) 168 <5
PGB (umol/mmol kreatin) 134 <1,5

ALA: Aminolevinik asit, PGB: Porfobilinojen

Sekil I. Kranial MR; her iki serebral hemisfer parietooccipital
bolgede kortikal yapilarda, T2 ve FLAIR sekanslarda
hiperintens sinyal artis alanlari (kirmizi ok).

Tartisma

Porfiriler hem biyosentezindeki kalitsal bozukluklar sonu-
cu olusan, porfirin ve éncullerin asiri artmasiyla sonuglanan
hastaliklardir. Sekiz farkl tipi vardir. Akut intermitan porifiri
en sik gorulen porfiri tipi olup hepatik Porfobilinojen deami-
naz deaminidaz eksikligi sonucu ortaya cikar. Aminolevinik
asit (ALA) ve PBG asiri Gretimi sdz konusudur. Hastalar en sik
siddetli karin agrisi ile bagvurur. Karin agrisi ile birlike bulanti,
kusma, konstipasyon, periferik néropati, kas glgsizlUgu ve
yaygin parestezi gorulebilir. Akut intermittan porfira olgula-
rinin %70’inde sempatik sistemin aktivasyonuna bagh tasi-
kardi ve hipertansiyon olusabilir (4). Olgumuzda bahsedilen
¢cogu semptom mevcuttu. Tasikardisi ve hipertansiyonu prop-
ranolol ve enapril tedavisi ile kontrol altina alindi. Bu hasta-
larda atak esnasinda gorulen afebril nébetlere midahale et-
mek icin kullanilan antikonvilzanlar hayati tehlike yaratabilir
(5). Zaten respiratuar kas gugsizIUgu olan porfiria olgularinin
antikonvilzan ile solunumu deprese olup, gelisen solunum
yetmezligi 6lum nedeni olabilir. Bizim olgumuzun da, dis mer-
kezde nobet sirasinda uygulanan benzodiazepin ile solunu-
mu deprese olmus ve acil serviste hasta entlibe edilmek zo-
runda kalinmisti. Tedavide katabolik sureci engellemek igin
kalorisi yuksek diyet, bulbar tutulumu olan ilerleyici néropati
varliginda ve siddetli ataklarda hem preperati 6nerilmektedir
(6). Olgumuza hiperkalorik destek saglamak amacli, 250 gr/
gun glukoz intravendz yolla verildi. Atagi kontrol alindigl igin,
hem preparati uygulanmasina gerek kalmadi.

ilk olarak 1996'da tanimlanan PRES, tipik olarak bilateral
parieto-oksipital beyaz cevherde artmis vazojenik 6dem so-
nucunda, akut norolojik semptomlari olan hastalarda yapilan
radyolojik ve klinik bir tanidir. Posterior reversible ensefalo-
pati sendromu klinik, nérolojik ve radyolojik olarak tani ko-
nan gecici bir durumdur. Genellikle hizli ilerleyen bas agrisi,
mental durum degisiklikleri, gérme bozukluklari, parezi, mide
bulantisi, yaygin nébetler gibi semptomlara, hipertansiyon
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eslik eder (7, 8). Yaygin tetikleyici faktorler arasinda kan ba-
sinci dalgalanmalari, bébrek yetmezligi, eklampsi, immino-
supresif veya sitotoksik ajanlara maruz kalma ve otoimmin
bozukluklar bulunur. Tetikleyici faktori saptamak hizl iyiles-
me i¢in 6nemlidir. Agir vakalarda yogun bakim destegi gere-
kebilir (9). Porfiriada gorulen ndbet genellikle PRES ile iliskili-
dir ve tani kranial géruntileme yéntemleri ile desteklenir. Bu
hastalarin takibinde tekrarlayan anti-konvilzan kullanimina
gerek olmaz (10). Olgumuzun kranial gérlintileme tetkik-
lerinde de her iki serebral hemisfer parietooccipital bélgede
kortikal yapilarda izlenen T2 FLAIR sinyal intensite artim alan-
lar PRES radyolojik géorunamu acisindan uyumlu bulunmustu.
Sundugumuz olguda PRES’in olasi etyolojik nedeninin akut in-
termitan porfiria oldugu dusunildu.

Sonug olarak; acil servise jeneralize nébet, mental degi-
siklikler ile basvuran olgularda, karin agrisi ve idrar renginde
koyuluk mutlaka sorgulanmali, bu bulgularin mevcudiyetinde
porfiriler ayirici tanida dusunutlmelidir. Yine bu olgularda hiper-
tansiyon mevcutsa PRES nadir bir durum olmakla birlikte, ayiri-
cl tanilar arasinda ele almali ve PRES’in etiyolojisinde AlP’inde
olabilecegi unutulmamalidir.

Yazarlik katkisi: Fikir/Hipotez: ATY, ACP, HY, OA; Tasarim:
ATY, ACP, HY, OA; Veri toplama/Veri isleme: ATY, ACP, OA;
Makalenin hazirlanmasi: ATY, ACP, HY, oA

Etik Kurul Onay:: Gerekli degildir.

Hasta Onayr: Olgu sunumu icin hastanin yakinlarindan
onam alinmistir.

Hakem Degerlendirmesi: ilgili alan editorii tarafindan
atanan iki farkli kurumda calisan bagmsiz hakemler
tarafindan degerlendirilmistir.

Cikar Catismasi: Yazarlar tarafindan cikar catismasi
bildirilmemistir.

Finansal Destek: Yazarlar tarafindan finansal destek
almadiklari bildirilmistir
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Sayin Editor

Derginizin 2022 yili ikinci sayisinda yayinlanan, Ozyildinm
ve arkadaslar tarafindan hazirlanan “Koronaviriis Hastalig
2019 (COVID-19) Nedenli Evde izole Olan Bir Saglik Kurulusu
Calisanlarinin Gunluk Semptom Takibi” baslikh yaziyi buyik
bir ilgi ile okuduk (1). Yazarlara ve editérlere pandemi done-
mindeki tecribeleri paylasan bu bilgilendirici yazi icin tesek-
kur ederiz. Bununla birlikte yazinin tartismasina katki suna-
bilecek tele-saglik uygulamalari ilgili birka¢ noktayi belirtmek
isteriz.

Tele-tip teknolojisinin kullanimi hem hasta merkezli hem
de hastalari, hekimleri ve digerlerini koruyan giincel yakla-
simdir. Tele-tip, gecerli ve dogru bilgi alisverisi icin bilgi ve ile-
tisim teknolojilerini kullanarak, mesafenin kritik bir faktér ol-
dugu durumlarda saglik hizmetleri profesyonelleri tarafindan
saglik hizmeti sunumudur (2). Tele-tip hizmetleri, gercek za-
manli veya depola ve ilet teknikleri kullanilarak verilmektedir.
Tasinabilir elektronik cihazlarn hizl gelisimi ve ki¢Ulmesiyle
birlikte, artik cogu ailenin, hasta ile saglik hizmeti saglayicisi
arasinda iletisim saglayan akilli telefonlar ve web kameralari
gibi en az bir dijital cihazi mevcuttur. Pandemi déneminde vi-
deo konferans ve benzeri goriintl transfer sistemleri, hasta-
neye kaldirilan veya karantinaya alinan kisilere ve calisanlara
maruz kalma riskini azaltmak icin saglk programlari sagla-
mak icin de kullaniimaktadir. Bu dénemde hastanede yatan
hastalarin hastane iginde saglik calisani ile telefon ile iletisim
kurmasi, COVID-19 disi nedenlerle saglik hizmeti alacak has-
talarin konutlarindan hastanedeki saglik calisani ile iletisime
gecerek kronik hastaliklar nedeniyle aldiklar tedavilerin de-
gerlendirilmesi guncellenmesi tele-tip uygulamalarinin diinya
genelindeki 6rnekleridir. Ote yandan pandemide saglik siste-
minin Uzerindeki ylkun arttigl ve saglik kaynaklarinin efektif
kullanmanin éneminin arttigl dénemlerde pozitif sonuglanan
testleri nedeniyle karantina olan doktor veya diger saglik ca-
lisanlarinin, hastalariyla uzaktan ilgilenmek ve Klinik igleyiste
devamliligl saglamak igin tele-saghk uygulamalarindan yarar-
lanildi (3).

Pandemi disi tele-tip uygulamalari igin 6zellikle acil olma-
yan/rutin bakimda ve hizmetlerin dogrudan hasta-saglayici
etkilesimi gerektirmedigi durumlarda tele-saglik teknolojisi-
nin kullanilmasinin gesitli faydalari vardir. Ornegin tele-tibbin
bir alt kimesi olan tele-psikiyatri, psikiyatrik degerlendirme,
terapi (bireysel terapi, grup terapisi, aile terapisi), hasta egi-
timi ve ilag yonetimi dahil olmak Uzere bir dizi hizmettir ve
pandemi déneminde daha da yayginlasmistir.
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Psikiyatrik destek almak sosyal damgalanmaya neden ola-
bileceginden, hastalar fiziksel olarak bir ruh saglgl klinigine
gitmekten ziyade 6zel bir tele-psikiyatri seansindan yardim
aramaya daha istekli olabilmektedir.

Uzaktan bakim, saglik merkezlerinde kaynaklarin kullani-
mini azaltir, bakima erisimi iyilestirir ve bulasici ajanin Kisi-
den kisiye dogrudan bulasma riskini en aza indirir. Bununla
birlikte, tele-tip uygulamalarinin saglik hizmeti sunucularinin
hizmet sirasinda siddete ugramasinda azalma, siddet nede-
niyle olusan is gucl kaybinda azalmaya ve is glcl yipranma-
sinda azalma saglayabilecegi raporlanmistir (4). Bir diger
Onemli avantaj da bakim verenlere genis erisim saglamaktir
ve hastalar genellikle tele-saglik uygulamalarini kullanmaya
heveslidir (4). Pandemi donemi toplumun sagligin korunmasi,
koruyucu saglik uygulamalari ve saglik hizmeti alma davranisi
Uzerinde degisime neden olmustur (5). Tum bu nedenlerle te-
le-saglik teknolojisi, ¢ekici, etkili ve uygun fiyath bir segenek-
tir. Bununla birlikte tele-tip uygulanmalarinin 6niindeki engel-
ler bUyuk 6lcude hizmetin akreditasyonu, 6deme ve sigorta
sistemleri ile iliskilidir. Ayrica, hastalarin ve hekimlerin teknik
ve klinik kalite, givenlik, mahremiyet ve hesap verebilirlik ile
ilgili endiseleri mevcuttur (4). Tele-tip uygulamalari ile ilgili ya-
sal mevzuatin gelistirilmesi ve standartlarin tanimlanmasi bu
kaygilarin giderilmesi icin gereklidir.
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