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INSTRUCTIONS FOR AUTHORS

AIM AND SCOPE

The Journal will not consider manuscripts any that have been
published elsewhere, or manuscripts that are being considered
for another publication, or are in press. Studies previously
announced in the congresses are accepted if this condition
is stated. If any part of a manuscript by the same author(s)
contains any information that was previously published, a
reprint or a copy of the previous article should be submitted to
the Editorial Office with an explanation by the authors

A technical review is performed to confirm that all of the
required documentation has been submitted and to conduct
a preliminary evaluation of the manuscript and supplementary
files to assess suitability for the Journal. The manuscript will be
returned to the Author in the event of any deficiency.

Pediatric Practice and Research Journal operates a blind review
process. Contributions deemed suitable are then typically sent
to a minimum of two independent expert reviewers in the field
of study to assess the scientific quality of the paper.

The Editor/Editors are responsible for the final decision
regarding acceptance or rejection of articles. The Editor's
decision is final. If necessary, author(s) may be invited to submit
a revised version of the manuscript. This invitation does not
imply that the manuscript will be accepted for publication.
Revised manuscripts must be sent to the Editorial Office within
4 (four) weeks, otherwise they will be considered as a new
application. The corresponding author will be notified of the
decision to accept or reject the manuscript for publication.

Statements and suggestions published in manuscripts are the
authors’ responsibility and do not reflect the opinions of the
Editor, Associate Editors and the Editorial Board members.

The manuscript will not be returned to the authors whether
the article is accepted or not. Copyright fee is not paid for the
articles published in the journal. A copy of the journal will be
sent to the corresponding author.

Language of the Journal

The official languages of the Journal are Turkish and English.
The manuscripts that are written in Turkish have abstracts
in English, which makes the abstracts available to a broader
audience.

Pediatric Practice & Research

ISSN: 2147-6470

Journal

Authorship Criteria

After accepted for publication, all the authors will be asked
to sign “Coyright Transfer Form” which states the following: “
This work is not under active consideration for publication, has
not been accepted for publication, nor has it been published,
in full or in part (except in abstract form). | confirm that the
study has been approved by the ethics committee. ” All authors
should agree to the conditions outlined in the form.

Pediatric Practice and Research Journal has agreed to use the
standards of the International Committee of Medical Journal
Editors. The author(s) should meet the criteria for authorship
according to the "Uniform Requirements for Manuscripts
Submitted to Biomedical Journals: Writing and Editing for
Biomedical Publication. It is available at www.icmje.org.

Ethical Responsibility
The protocol of clinical research articles must be approved by
the Ethics Committee.

In all studies conducted on humans, the “Material and Method”
section was approved by the relevant committee or the Helsinki
Declaration of Principles (https://www.wma.net/what-we-do/
medical-ethics/declaration-of-helsinki/).

It should be stated in the text that all persons included in the
study signed the am Informed Consent Form ”.

The articles submitted to the Pediatric Practice and Research
Journal will be deemed to have been conducted in accordance
with the Helsinki Declaration of Principles, and have received
ethical and legal permissions and will not be held responsible.

If the “Animal” item was used in the study, the authors stated
that in the Material and Method section of the article, they
protect the animal rights in their studies in accordance with the
principles of Guide for the Care and Use of Laboratory Animals
(www.nap.edu/catalog/5140.html) and that they have received
approval from the ethics committees of their institutions. must
specify.

In case reports, Informed Consent a should be obtained from
patients regardless of the identity of the patient.

If the article includes the institution (directly or indirectly)
providing financial support for the commercial connection or
work, the authors; the commercial product used, the drug, the
company has no commercial relationship with, or if there is
any relationship (consultant, other agreements, etc.), the editor
must inform the presentation page.

If Ethics Committee Approval is required in the article; the
received document should be sent with the article.
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The manuscript should be submitted to the Academic Plagiarism
Prevention Program by the authors.

It is the authors' responsibility to ensure that the article complies
with the ethical rules.

Policy of Screening for Plagiarism

The manuscripts are scanned by the Journal using the
iThenticate program for determination of plagiarism and non-
ethical situations. Pediatric Practice and Research Journal will
immediately reject manuscripts leading to plagiarism.

TYPES OF MANUSCRIPT

Manuscripts should be submitted online via www.pprjournal.
com

Original Articles should not exceed 3000 words and should
be arranged under the headings of Abstract (not more than
300 words), Introduction, Materials and Methods, Results,
Discussion, Conclusion and References.

Case Reports should not exceed 1000 words and 10 references,
and should be arranged as follows: Abstract, Introduction, Case
Report, Discussion and References. It may be accompanied by
only one figure or table.

Letter to the Editor should not exceed 500 words. Short
relevant comments on medical and scientific issues, particularly
controversies, having no more than five references and one
table or figure are encouraged. Where letters refer to an earlier
published paper, authors will be offered right of reply.

Reviews are not accepted unless written on the invitation of
the Editorial Board.

PREPARATION OF MANUSCRIPTS

All articles submitted to the Journal must comply with the
following instructions:

a) Submissions should be doubled-spaced and typed in Arial 10
points.

b) All pages should be numbered consecutively in the top right-
hand corner, beginning with the title page.

c) The title page should not include the names and institutions
of the authors.

d) The manuscript should be presented in the following order:
Title page, Abstract (English, Turkish), Keywords (English,
Turkish), Introduction, Materials and Methods, Results,
Discussion, Conclusion, Acknowledgements (if present),
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References, Figure Legends, Tables (each table, complete with
title and foot-notes, on a separate page) and Appendices (if
present) presented each on a separate page.

Title
The title should be short, easy to understand and must define
the contents of the article.

Abstract

Abstract should be in both English and Turkish and should
consist “Aim, Materials and Methods, Results and Conclusion”.
The purpose of the study, the setting for the study, the subjects,
the treatment or intervention, principal outcomes measured,
the type of statistical analysis and the outcome of the study
should be stated in this section (up to 300 words). Abstract
should not include reference. No abstract is required for the
letters to the Editor.

Keywords

Not more than five keywords in order ofimportance for indexing
purposes should be supplied below the abstract and should be
selected from Index Medicus Medical Subject Headings (MeSH),
available at www.nlm.nih.gov/meshhome.html.

Text

Authors should use subheadings to divide sections regarding the
type of the manuscript as described above. Statistical methods
used should be specified in the Materials and Methods section.

References

In the text, references should be cited using Arabic numerals in
parenthesis in the order in which they appear. If cited only in
tables or figure legends, they should be numbered according to
the first identification of the table or figure in the text. Names
of the journals should be abbreviated in the style used in Index
Medicus. The names of all authors should be cited when there
are six or fewer; when seven or more, the first three should
be followed by et al. The issue and volume numbers of the
referenced journal should be added.

References should be listed in the following form:

Journal article

Teke Z, Kabay B, Aytekin FO et al. Pyrrolidine dithiocarbamate
prevents 60 minutes of warm mesenteric ischemia/reperfusion
injury in rats. Am ] Surg 2007;194(6):255-62.

Supplement
Solca M. Acute pain management: Unmet needs and new advances
in pain management. Eur | Anaesthesiol 2002; 19(Suppl 25): 3-10.


http://www.nlm.nih.gov/meshhome.html

Online article not yet published in an issue

Butterly §J, Pillans P, Horn B, Miles R, Sturtevant |. Off-label use
of rituximab in a tertiary Queensland hospital. Intern Med ] doi:
[0.1111/j.1445-5994.2009.01988.x

Book
Samplel: Murray PR, Rosenthal KS, Kobayashi GS, Pfaller MA.
Medical microbiology. 4th ed. St. Louis: Mosby; 2002.

Sample 2: Siimbiiloglu K, Akdag B. Regresyon Yéntemleri ve
Korelasyon Analizi. Hatiboglu Yayinevi: Ankara; 2007.

Chapter in a book

Meltzer PS, Kallioniemi A, Trent JM. Chromosome alterations
in human solid tumors. | n: Vogelstein B, Kinzler KW, editors.
The genetic basis of human cancer. New York: McGraw-Hill;
2002. p. 93113.

Journal article on the Internet

Abood S. Quality improvement initiative in nursing homes: The
ANA acts in an advisory role. Am | Nurs [serial on the Internet]
2002 [cited 12 Aug 2002]; 102. Available from:
www.nursingworld.org/AJN/2002/june/wawatch.htm

Website

Cancer-pain.org [homepage on the Internet]. New York:
Association of Cancer Online Resources [updated |6 May
2002; cited 9 Jul 2002]. Available from: www.cancer-pain.org

An organization as an author

The Intensive Care Society of Australia and New Zealand.
Mechanical ventilation strategy in ARDS: Guidelines. Int Care
] Aust 1996;164:282-4.

Acknowledgements
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Tables

Tables should be complementary, but not duplicate information
contained in the text. Tables should be numbered consecutively
in Arabic numbers, with a descriptive, self-explanatory title
above the table. All abbreviations should be explained in a
footnote. Footnotes should be designated by symbols in the
following order: *,1, 1, §, 1.

Figures

All illustrations (including line drawings and photographs) are
classified as figures. Figures must be added to the system as
separate .jpg or .gif files (approximately 500x400 pixels, 8 cm
in width and at least 300 dpi resolution). Figures should be
numbered consecutively in Arabic numbers and should be cited
in parenthesis in consecutive order in the text.
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Figure Legends

Legends should be self-explanatory and positioned on a separate
page. The legend should incorporate definitions of any symbols
used and all abbreviations and units of measurements should
be explained. A letter should be provided stating copyright
authorization if figures have been reproduced from another
source.

Measurements and Abbreviations

All measurements must be given in metric system (Systéme
International d'Unités, Sl). Example: mg/kg, pg/kg, mL, mL/
kg, mL/kg/h, mL/kg/min, L/min, mmHg, etc. Statistics and
measurements should always be given in numerals, except
where the number begins a sentence. When a number does not
refer to a unit of measurement, it is spelt out, except where the
number is greater than nine.

Abbreviations that are used should be defined in parenthesis
where the full word is first mentioned. Some common
abbreviations can be used, such as iv, im, po, and sc.

Drugs should be referred to by their generic names, rather than
brand names.
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YAZARLARA BILGI
AMAC ve KAPSAM

Pediatric Practice and Research Dergisi, dort ayda bir yayimlanir
ve li¢ sayi ile bir cilt tamamlanir. Dergi; pediatri ile ilgili tim
nitelikli klinik ve deneysel arastirmalari, olgu sunumlarini ve
editére mektuplari yayimlar.

Pediatric Practice and Research Dergisi, bilimsel yayinlara agik
erisim saglar. Dergi basimindan hemen sonra, makalelerin tam
metinlerine licretsiz ulasilabilir.

Dergide yayimlanmak iizere génderilen yazilarin daha 6nce bagka
bir yerde yayimlanmamig veya yayimlanmak tizere génderilmemis
olmasi gerekir. Daha &nce kongrelerde sunulmus caligmalar,
bu durum belirtilmek kosuluyla kabul edilir. Makale, yazar(lar)
in daha &énce yayimlanmig bir yazisindaki konularin bir kismini
igeriyorsa bu durum belirtilmeli ve yeni yazi ile birlikte &nceki
makalenin bir kopyasi da Yayin Biirosu’na génderilmelidir.

Gerekli tim belgelerin sunuldugunu teyit etmek ve dergiye
uygunlugunu degerlendirmek icin makale ve ek dosyalarin én
degerlendirmesini yapmak iizere teknik bir inceleme yapilir.
Herhangi bir eksiklik olmasi halinde makale yazara iade
edilecektir. Pediatric Practice and Research Dergisi kor bir
inceleme siireci yiritmektedir. Uygun goriilen yazilar daha
sonra makalenin bilimsel kalitesini degerlendirmek icin galisma
alaninda en az iki bagimsiz uzmana génderilir. Editor / Editorler
makalelerin kabulii veya reddi ile ilgili nihai karardan sorumludur.

Editorin karari kesindir. Gerekli oldugu durumlarda, yazar(lar)
dan diizeltme istenebilir. Yazardan diizeltme istenmesi, yazinin
yayimlanacag anlamina gelmez. Bu diizeltmelerin en geg 21 giin
icinde tamamlanip dergiye gonderilmesi gereklidir. Aksi halde
yeni bagvuru olarak degerlendirilir. Sorumlu yazara yazinin kabul
veya reddedildigine dair bilgi verilir.

Dergide yayimlanan yazilarin etik, bilimsel ve hukuki sorumlulugu
yazar(lar)a ait olup Edit6r, Editor Yardimaisi ve Yayin Kurulu’nun
gorislerini yansitmaz.

Dergide yayimlanmasi kabul edilse de edilmese de, yazi materyali
yazarlara geri verilmez. Dergide yayimlanan yazilar igin telif hakki
6denmez. Bir adet dergi, sorumlu yazara gonderilir.

Derginin Yaz Dili

Derginin yazi dili Tiirkge ve Ingilizcedir. Dili Tiirkge olan yazilar,
ingilizce ozetleri ile yer alir. Yazinin hazirlanmasi sirasinda,
Tiirkge kelimeler igin Tirk Dil Kurumundan (www.tdk.gov.
tr), teknik terimler igin Tirk Tip Terminolojisinden (www.
tipterimleri.com) yararlanilabilir.
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Yazarlk Kriterleri

Dergide yayinlanmasi uygun bulunan tiim yazilarin arastirma ve
yayin etigine uygun hazirlandigi, varsa saglanan fonun kaynaginin
tanimlandigl, bagka yerde yayimlanmadigi veya yayimlanmak
tizere gonderilmedigi, calismaya katilan tiim yazarlar tarafindan
yazinin son halinin onaylandigl, yayimlanacak yaz ile ilgili telif
haklarinin dergiye devredildigi, tim yazarlarin imzalari ile “Yayin
Hakki Devir Formu”nda belirtilmesi gerekir.

Pediatric Practice and Research Dergisi, Uluslararasi Tip
Dergileri Editorleri Kurulu’nun (International Committee of
Medical Journal Editors) “Biyomedikal Dergilere Gonderilen
Makalelerin Uymasi Gereken Standartlar: Biyomedikal Yayinlarin
Yazimi ve Baskiya Hazirlanmasi (Uniform Requirements for
Manuscripts Submitted to Biomedical Journals: Writing and
Editing for Biomedical Publication)” standartlarini kullanmayi
kabul ~etmektedir. Bu konudaki bilgiye www.icmje.org
adresinden ulasilabilir.

Etik Sorumluluk
Etik Sorumluluk / Kurallar: Klinik arastirma makalelerinin
protokolii Etik Komitesi tarafindan onaylanmig olmalidir.

insanlar iizerinde yapilan tim ¢aligmalarda “Gereg ve Yéntem”
bolimiinde caligmanin ilgili komite tarafindan onaylandig veya
galismanin  Helsinki Ilkeler Deklarasyonu'na (https://www.
wma.net/what-we-do/medical-ethics/declaration-of-helsinki/)
uyularak gerceklestirildigine dair bir ciimle yer almalidir.

Calismaya dahil edilen tiim kisilerin Bilgilendirilmis Onam
Formu’'nu imzaladigi metin icinde belirtiimelidir.

Pediatric Practice and Research Dergisi'ne gonderilen
makalelerdeki calismalarin Helsinki ilkeler Deklarasyonu’na
uygun olarak yapildigi, kurumsal etik ve yasal izinlerin alindig
varsayilacak ve bu konuda sorumluluk kabul edilmeyecektir.

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

Olgu sunumlarinda hastanin  kimliginin ortaya ¢ikmasina
bakilmaksizin hastalardan “Bilgilendirilmis riza” alinmalidir.

Makalede ticari baglanti veya calisma icin maddi destek veren
kurum (dogrudan veya dolayl) mevcut ise yazarlar; kullanilan
ticari Urln, ilag, firma ile ticari higbir iliskisinin olmadigini veya
varsa nasil bir iliskisinin oldugunu (konsiiltan, diger anlagmalar
vs.), editore sunum sayfasinda bildirmek zorundadir.

Makalede Etik Kurul Onayr alinmasi gerekli ise; alinan belge
makale ile birlikte gonderilmelidir.


http://www.tdk.gov.tr
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Makale
programindan gegirilmelidir.

yazarlar tarafindan  akademik intihal &nleme

Makalenin etik kurallara uygunlugu yazarlarin sorumlulugundadir.

intihal Taramasi Politikasi

Makaleler, intihal ve etik olmayan durumlarin belirlenmesi igin
iThenticate programi kullanilarak Journal tarafindan taranir.
Pediatric Practice and Research Dergisi intihallere yol agan
makaleleri derhal reddedecektir.

YAZI TURLERI

Yazilar, elektronik ortamda www.pprjournal.com adresine
gonderilir.

Orijinal makaleler, 3000 s6zciik sayisini agmamali, “Oz (en fazla
300 kelime), Giris, Gereg ve Yontem, Bulgular, Tartisma, Sonug,
Kaynaklar” béliimlerinden olusmalidir.

Olgu Sunumu, “Oz, Giris, Olgu Sunumu, Tartisma, Kaynaklar”
seklinde diizenlenmelidir. En fazla 1000 so6zcik ile sinirhdir.
Sadece bir tablo veya sekil ile desteklenebilir.

Editore Mektup, yayimlanan metinlerle veya mesleki konularla
ilgili olarak 500 sozciigli asmayan ve bes kaynak ile bir tablo
veya sekil icerecek sekilde yazilabilir. Ayrica daha 6nce dergide
yayinlanmis metinlerle iliskili mektuplara cevap hakki verilir.

Yayin Kurulu'nun daveti iizerine yazilanlar disinda derleme
kabul edilmez.

MAKALENIN HAZIRLANMASI

Dergide yayinlanmasi istenilen yazi icin asagidaki kurallara
uyulmalidir.

a) Yazi; iki satir aralikh olarak, Arial 10 punto ile yazilmalidir.
b) Sayfalar baslik sayfasindan baglamak uizere, sag st kdsesinde
numaralandiriimalidir.

c) Online makale sistemine yiiklenen word dosyasinin baglk
sayfasinda (makalenin adini iceren baslk sayfasi), yazarlara ait
isim ve kurum bilgileri yer almamaldir.

d) Makale, su bolimleri icermelidir: Her biri ayri sayfada
yazilmak Uizere; Tiirkge ve ingilizce Bashk Sayfasi, Oz, Abstract,
Anahtar Sozciikler, Keywords, Giris, Gereg ve Yontem,
Bulgular, Tartigma, Sonug, Agiklamalar (varsa), Kaynaklar, Sekil
Alt Yazilari, Tablolar (basliklari ve agiklamalariyla beraber), Ekler
(varsa).

Yazinin Bashgi
Kisa, kolay anlagilir ve yazinin igerigini tanimlar o6zellikte
olmalidir.
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Ozetler

Tiirkge (Oz) ve ingilizce (Abstract) olarak yazilmali, Amag,
Gereg ve Yontem, Bulgular ve Sonug (Aim, Materials and
Methods, Results, Conclusion) olmak ilizere dért bolimden
olusmali, en fazla 300 sozciik icermelidir. Aragtirmanin amaci,
yapilan islemler, gézlemsel ve analitik yontemler, temel bulgular
ve ana sonuglar belirtilmelidir. Ozette kaynak kullaniimamalidir.
Editore mektup icin 6zet gerekmemektedir.

Anahtar Sézciikler

Tiirkge Oz ve ingilizce Abstract bdliimiiniin sonunda, Anahtar
Sozciikler ve Keywords baghg altinda, bilimsel yazinin ana
baslklarini yakalayan, Index Medicus Medical Subject Headings
(MeSH)’e uygun olarak yazilmig en fazla bes anahtar sézciik
olmalidir. Anahtar sozciiklerin, Tirkiye Bilim Terimleri'nden
(www.bilimterimleri.com) segilmesine 6zen gosterilmelidir.

Metin

Yazi metni, yazinin tiiriine gére yukarida tanimlanan béliimlerden
olugsmalidir. Uygulanan istatistiksel yontem, Gereg ve Yontem
bélimiinde belirtiimelidir.

Kaynaklar

Pediatric Practice and Research Dergisi, Tiirkge kaynaklardan
yararlanmaya &zel 6nem verdigini belirtir ve yazarlarin bu
konuda duyarli olmasini bekler.

Kaynaklar metinde yer aldiklari sirayla, ciimle iginde atifta
bulunulan ad veya 6zelligi belirten kelimenin hemen bittigi yerde
ya da ciimle bitiminde noktadan dnce parantez iginde Arabik
rakamlarla numaralandiriimalidir. Metinde, tablolarda ve sekil
alt yazilarinda kaynaklar, parantez icinde Arabik numaralarla
nitelendirilir. Sadece tablo veya sekil alt yazilarinda kullanilan
kaynaklar, tablo ya da seklin metindeki ilk yer aldigi siraya uygun
olarak numaralandiriimalidir. Dergi bagliklari, Index Medicus’ta
kullanilan tarza uygun olarak kisaltiimalidir. Kisaltilmig yazar ve
dergi adlarindan sonra nokta olmamalidir. Yazar sayisi alti veya
daha az olan kaynaklarda tiim yazarlarin adi yazilmali, yedi veya
daha fazla olan kaynaklarda ise li¢ yazar adindan sonra et al.
veya ve ark. yazilmalidir. Kaynak gosterilen derginin sayi ve cilt
numarasi mutlaka yazilmalidir.

Kaynaklar, yazinin alindigi dilde ve asagidaki &rneklerde
goriildugi sekilde diizenlenmelidir.

Dergilerdeki yazilar

Teke Z, Kabay B, Aytekin FO et al. Pyrrolidine dithiocarbamate
prevents 60 minutes of warm mesenteric ischemia/reperfusion
injury in rats. Am ] Surg 2007;194(6):255-62.
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Ek sayi1 (Supplement)

Solca M. Acute pain management: Unmet needs and new
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Heniiz yayinlanmamis online makale

Butterly S}, Pillans P, Horn B, Miles R, Sturtevant J. Off-label use
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[0.1111/j.1445-5994.2009.01988.x

Kitap

Ornek I: Murray PR, Rosenthal KS, Kobayashi GS, Pfaller MA.
Medical microbiology. 4th ed. St. Louis: Mosby; 2002.

Ornek 2: Siimbiiloglu K, Akdag B. Regresyon Yéntemleri ve
Korelasyon Analizi. Hatiboglu Yayinevi: Ankara; 2007.

Kitap boliimii

Meltzer PS, Kallioniemi A, Trent JM. Chromosome alterations
in human solid tumors. | n: Vogelstein B, Kinzler KWV, editors.
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Internet makalesi

Abood S. Quality improvement initiative in nursing homes:
The ANA acts in an advisory role. Am ] Nurs [serial on the
Internet] 2002 [cited 12 Aug 2002]; 102. Available from: www.
nursingworld.org/AJN/2002/june/wawatch.htm
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Aciklamalar
Varsa finansal kaynaklar, katki saglayan kurum, kurulus ve kisiler
bu bélimde belirtilmelidir.

Tablolar

Tablolar metni tamamlayici olmali, metin icerisinde tekrarlanan
bilgiler icermemelidir. Metinde yer alma siralarina gére Arabik
sayllarla numaralandirilip tablonun stiine kisa ve agiklayici
bir baslik yazilmalidir. Tabloda yer alan kisaltmalar, tablonun
hemen altinda agiklanmalidir. Dipnotlarda sirasiyla su semboller
kullanilabilir: *, 1, 1, §, 1.

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

Sekil Alt Yazilan

Sekil alt yazilari, her biri ayri bir sayfadan baslayarak, sekillere
karsilik gelen Arabik rakamlarla cift aralikli olarak yazilmaldir.
Seklin belirli boltimlerini isaret eden sembol, ok veya harfler
kullanildiginda bunlar alt yazida agiklanmalidir. Bagka yerde
yayinlanmig olan sekiller kullanildiginda, yazarin bu konuda izin
almis olmasi ve bunu belgelemesi gerekir.

Olciimler ve Kisaltmalar

Tim oSlgiimler metrik sisteme (Uluslararasi Birimler Sistemi,
SI) gore yazilmaldir. Ornek: mg/kg, ug/kg, mL, mlL/kg, mL/
kg/h, mL/kg/min, L/min, mmHg, vb. Olgiimler ve istatistiksel
veriler, ciimle baginda olmadiklari siirece rakamla belirtilmelidir.
Herhangi bir birimi ifade etmeyen ve dokuzdan kiigiik sayilar
yazi ile yazilmalidir.

Metin icindeki kisaltmalar, ilk kullanildiklari yerde parantez
icinde agiklanmalidir. Bazi sik kullanilan kisaltmalar; iv, im, po ve
sc seklinde yazilabilir.

ilalarin yaziminda jenerik isimleri kullanilmalidir.
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- Tiirkge ve Ingilizce baslik,

- Tiirkge ve ingilizce 6zet

- Tiirkge ve ingilizce anahtar sézciikler (En fazla 5 sézciik)

- Iki satir aralikli yazilmig metin (Arial, 10 punto)

- Kurallara uygun hazirlanmis tablo ve sekiller

- Kurallara uygun yazilmis kaynaklar
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ORIJINAL ARASTIRMA

Mothers' Knowledge of Neonatal Danger Signs: A Descriptive

Study

Annelerin Yenidogan Tehlike Isaretleri Hakkinda Bilgisi: Tanimlayici Bir Calisma

Duygu Kemer, @Hulya Karatas

Department of Pediatric Nursing, Faculty of Health Sciences, Harran University, Sanliurfa, Turkey

| ABSTRACT |

Oz

Aim: This study was performed to investigate mothers'
knowledge of neonatal danger signs.

Material and Method: The present research is a
descriptive study. The study was carried out in a
children's hospital in the southeast of Turkey. The study
sample consisted of 214 mothers who had infants aged
between 0-12 months, did not have communication
barriers, and agreed to participate in the study. Data
were collected by the face-to-face interview method
using the Demographic Information Questionnaire and
the Neonatal Danger Signs Information Form.

Results: The mean danger signs knowledge score of
the mothers was found to be 9.78+3.41. The knowledge
of 88.3% of the mothers was at a "good" level. The
mothers reported cough and diarrhea as danger signs at
the highest rate of 81.8%, fever at a rate of 80.4%, and
vomiting and malnutrition at a rate of 79%. The factors
affecting the mothers' knowledge of danger signs
(high/low) were examined by binary logistic regression
analysis, and it was found that income status affected
their knowledge (p<0.05). Although the mothers'
knowledge and experience of danger signs were high,
they presented to health institutions at a low level.

Conclusion: This study found mothers' knowledge
of neonatal danger signs to be quite high. It was
recommended that mothers should be informed about
the things that must be done regarding neonatal danger
signs.

Keywords: Newborn, danger sign, mother, nursing

Amag: Bu calisma annelerin yenidogan tehlike isaretleri

hakkindaki bilgilerinin incelenmesi amaciyla yapilmistir.

Gereg ve Yontem: Tanimlayici tipte bir calismadir. Calisma
Turkiye'nin - glneydogusunda bir cocuk hastanesinde
yapilmistir. Calismanin érneklemini 0-12 ay arasinda bebegi
olan, iletisim engeli olmayan, calismaya katilmayi kabul
eden 214 anne olusturmustur. Veriler Demografik Bilgiler
Soru Formu ve Yenidogan Tehlike Isaretleri Bilgi Formu

kullanilarak ytizytze gérisme yontemiyle elde edilmistir.

Bulgular: Annelerin tehlike isaretleri bilgi puan ortalamasi
9.78+341
"iyi” bilgi duzeyindedir. Anneler en yiksek oranda %81.8'i

olarak bulunmustur. Annelerin = %88.3'Gnln

Okstruk ve ishali, %80.4'G yuksek atesi, %79'u kusma ve
beslenememe durumunu tehlike isareti olarak bildirmistir.
bilgi (yUksek/

disuk) etkileyen faktorler binary lojistik regresyon analizi

Annelerin  tehlike isaretleri durumunu
ile incelenmis, gelir durumunun etkiledigi belirlenmistir
(p<0.05).Annelerintehlikeisaretlerinibilme ve deneyimleme
orani ytksek olmasina ragmen saglk kurumuna basvuru

dUsUk olarak tespit edilmistir.

Sonu¢: Bu calismada annelerin  yenidodan tehlike
isaretlerine iliskin  bilgi  dUzeyleri olduk¢a yUksek
bulunmustur.  Annelerin  yenidogan tehlike isaretleri

konusunda yapilmasi gerekenlere yonelik bilgilendirilmesi

onerilmistir.

Anahtar Kelimeler: Yenidogan, tehlike isareti, anne, hemsirelik
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INTRODUCTION

Newborns are at high risk of developing disease since
their immune system is immature and they experience
physiological changes leading to severe life-threatening
diseases. Therefore, constant monitoring and family care
are required (1). The first 28 days of life, in other words,
the neonatal period, is the most vulnerable period for
a child's survival. UNICEF stated that children face the
highest risk of dying in their first month of life. According
to the United Nations International Children’s Emergency
Fund (UNICEF), 2.3 million newborns died in the first
month of life in 2021 globally, with approximately 6400
neonatal deaths occurring each day (2). Most neonatal
deaths in developing countries occur at home, and two-
thirds of them can be prevented if timely and effective
health measures are taken (3). Most of these deaths occur
due to the late diagnosis of neonatal diseases, delays
in the decision to seek care at the family level, and late
intervention in health institutions (4-6). Especially delays
at the family level are important because if parents fail
to notice danger signs in the newborn, this can lead
to delays in seeking health care, delayed initiation of
appropriate treatment, and delays in referral to a better-
resourced hospital. It is very important for mothers or
caregivers to be aware of danger signs in the newborn to
reduce these delays and preventable deaths (6, 7).

The early diagnosis of neonatal diseases is an important
step toward improving neonatal survival. Therefore,
mothers must be able to identify symptoms that
exacerbate neonatal diseases postpartum. Neonatal
danger signs are danger signs recognized by the World
Health Organization (WHO) in case of severe illness or
local infection (4). Neonatal danger signs for severe
illness have been reported as the inability to feed from
birth or stopping feeding, seizures, fast breathing,
severe chest indrawing (difficulty breathing), fever, low
fever, weakness or lethargy/drowsiness (moving only
when stimulated or not moving even when stimulated),
jaundice, and local infection signs (umbilical redness
or pus drainage, pus drainage from the skin or eyes) (4,
6, 8-10). A study found that the knowledge and care-
seeking behavior of postpartum mothers about neonatal
danger signs were low (11). Another study performed
with 414 postpartum mothers stated that 57.2% of the
mothers were not informed by healthcare professionals
about neonatal danger signs before birth. In this study,
84.5% of mothers knew fewer than three neonatal
danger signs. Fever (74.9%) was determined as the most
common danger sign accepted by mothers after birth,
and neonatal danger signs were reported as difficulty
breathing (46.6%), poor sucking (40.1%), jaundice
(35.3%), convulsions (11.1%), hypothermia (9.7%), and
lethargy/unconsciousness (5.8%), respectively (12).
In their study, Ekwochive et al. (2015) found that the
rate of mothers/caregivers who knew three and more

of the nine danger signs recognized by the WHO was
low (0.0-30.3%). In this study, cough, diarrhea, and
excessive crying were revealed as the most perceived
and experienced symptoms, apart from the WHO danger
signs (6). Similar studies in the literature have found
that mothers' knowledge of neonatal danger signs is
low and the possibility of having good knowledge is
associated with the mother's and father's education
level, receiving prenatal and postnatal care, access to
mass media, income level, the place of birth, and the
source of information (5, 9, 13-16). Therefore, prenatal
care should be encouraged, postnatal care should be
followed up, mothers should be educated on neonatal
danger signs, and community-based health information
should be disseminated (1). The causes and management
of neonatal deaths have been extensively researched
and defined in the literature (17-19). However, mothers'
knowledge of neonatal danger signs and influencing
factors with equal importance have not been adequately
studied. The present study was carried out to examine
mothers' knowledge of neonatal danger signs. The
study also revealed the relationship between the level of
knowledge and sociodemographic variables.

Research questions

1. What is the level of mothers’ knowledge of danger
signs in the neonatal period?

2. What are the factors affecting mothers' knowledge of
danger signs in the neonatal period?

MATERIAL AND METHOD

Ethical Consideration

Prior to the study, the researcher obtained written
permission from the Ethics Committee of Harran
University (Date: 16.10.2023, Decision No: 2023/19/31).
Institutional permission was obtained for the study.
Before the study, the researcher informed the parents
and received their consent.

Research Type
This is a descriptive study.

Study Sample/Participants

The study was conducted in a province in the southeast
of Turkey. According to the power analysis performed
in line with a similar study in the literature (14), the
minimum sample size was determined as 210 mothers at
a medium effect size, with an 80% power and 0.05 type
error. The study was carried out with 214 mothers in total.

The criteria for inclusion in the sample were determined as
volunteering to participate in the study, the absence of a
defined mentalillness, being at least literate, and having an
infant younger than 12 months. The sample of this study
consisted of mothers with infants between 0-12 months
(9, 13, 20, 21), in line with the literature. Considering the
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possibility of not remembering the symptoms in the
neonatal period, mothers with infants over 12 months old
were not included in the study. Mothers not meeting the
inclusion criteria were excluded from the study.

Instruments

Mother information form: The mother information
form consists of a total of 23 open-ended and multiple-
choice questions about the mother's age, education
level, employment status, marital status, family type,
income status, and the number of children.

Neonatal danger signs form: This form is a questionnaire
consisting of open-ended and multiple-choice questions
prepared by the researchers in line with the literature (4, 6,
8-10).The first question included the nine neonatal danger
signs determined by the World Health Organization (WHO).
In the first question, mothers with children younger than
12 months were asked to list the neonatal danger signs
that they regarded as serious health problems and that
could potentially endanger a newborn’s life. In addition
to these symptoms, the most frequently reported signs/
symptoms in the literature, such as excessive crying,
vomiting, diarrhea, and cough, were also asked (6, 9, 10).
The mothers were asked whether they experienced these
symptoms and whether they sought help from the health
institution after these symptoms. This form also included
questions about the reasons for not applying to health
institutions when they did not want help, the status of
receiving education on neonatal danger signs/infant
care and information resources, using social media/the
internet, and finding them reliable.

Neonatal danger signs are danger signs recognized by
the World Health Organization (WHO) in case of a serious
iliness or local infection (4). The "neonatal danger signs"
recognized by the WHO have been reported as follows
(4,6,8-10):

- Not feeding or stopping feeding since birth

« Convulsion

- Respiratory rate of 60 or higher (fast breathing)

- Severe chest indrawing (difficulty breathing)

- Fever (Temperature > 37.5 degrees Celsius)

+ Hypothermia (Temperature < 35.5 degrees Celsius)

+ Weakness or lethargy/drowsiness (Moving only when
stimulated or not moving even when stimulated)

- Signs of jaundice

« Signs of local infection (Umbilical redness or pus
discharge, boils on the skin or pus drainage from the
eyes)

Information: It refers to the awareness level of mothers
of neonatal danger signs. There are 13 danger signs to
assess the mother's knowledge of neonatal danger signs.
The knowledge score was calculated by giving a score of
"1" for the "correct" answer given by the mothers to the
danger signs form and "0" for the "wrong or | have no
idea" answer. In this study, 13 danger signs were created

in line with the literature on danger signs (4, 6, 8-10). The
total score varies between 0 and 13. By taking similar
studies in the literature as a reference (14), the mothers'
knowledge score was evaluated as "good" in those with
equal or above the average total knowledge and as
"poor" in those below the average. In this study, mothers
who knew 6 and more symptoms were evaluated as
having "good" knowledge.

Research Variables

In the present study, the mother's and infant's
demographic data (mother's age, education level, father's
education level, income status, etc.) are the independent
variables of the study, and the neonatal danger signs
knowledge score is the dependent variable.

Data Collection

The research data were collected between April 2022 and
January 2023 in the hospital with a neonatal intensive care
unit, neonatal clinics, and infant clinics using the "Mother
Information Form" and "Neonatal Danger Signs Form.
Mothers who had infants under 12 months of age were
asked whether they knew and experienced danger signs/
symptomsin the neonatal period and whetherthey sought
help from the health institution after these symptoms. The
research data were collected by the face-to-face interview
method, and data collection lasted about 10 minutes.

Data Analysis

The data were evaluated with descriptive statistics and
logistic regression analysis in the IBM SPSS V23 program.
Number, percentage, mean, and standard deviation
were used for the descriptive characteristics of the study
participants. Logistic regression was used to determine
the relationship between the knowledge of danger signs
and demographic variables. The statistical significance
level was accepted as p<.05.

RESULTS

Sociodemographic Characteristics of the Participants

Table 1 contains the participants' demographic data.
The mothers’ mean age was 27.48+5.96 (min 17-max
43), 34.1% were in the 17-24 age range, and 30.8% were
illiterate. It was revealed that the mothers’mean number
of children was 3.4+£2.16 (min 1-max 11), 25.7% had five
and more children, and 82.2% lived in extended families.
Of the mothers, 65.9% received prenatal care.

The fathers’ mean age was 32.78+9.57 (min 17-max 65),
and 34.1% were 35 years old and older. The infants"mean
age was 4.88+3.30 months, 58.9% were boys, 57% were
born in the normal way, 58.9% were born as a result of
a planned pregnancy, and 98.1% were born in a health
institution. Of the infants, 24.8% were the mothers' first
infants. Table 1 contains other descriptive data.
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Table 1. Distribution of the mother's and infant's

demographic information (n=214).
Frequency (n)

Percentage (%)

Mother's Age
17-24
25-29
30-34
35 and older
Mother's Education Level
llliterate
Primary education
High school and above
Mother's Employment Status
Yes
No
Father's Age
17-24
25-29
30-34
35 and older
Father's Education Level
llliterate
Primary education
High school
Income-Expense Status
Good
Medium
Poor
Family Type
Nuclear family
Extended family
Number of Children
1
2
3
4
5 and more
Infant's sex
Female
Male
Mode of delivery
Vaginal delivery
Cesarean section
Infant's birth time
Born preterm (preterm)
Born at term (term)
Born late (postterm)
Is the pregnancy planned?
Yes
No
Is it the mother's first infant?
Yes
No
Did the mother receive prenatal care?
Yes
No
The presence of a person supporting the mother
Yes
No
Did you receive education on danger signs?
Yes
No
From whom did you receive the education?*
Health worker
Family members
Social media
Others (neighbor, friend, etc.)

73
53
46
33

66
124
24

15
199

32
57
52
73

26
135
53

27
146
4

38
176

48
41
33
35
55

88
126

122
92

46
160

126
88

58
161

141
73

136
78

59
155

82
120
87
33

34.1
24.8
215
15.4

30.8
57.9
11.2

93

15
26.6
243
34.1

121
63.1
24.8

12.6
68.2
19.2

17.8
82.2

224
19.2
154
16.4
25.7

41.2
589

57
43

215
74.8
3.7

58.9
41.2

24.8
75.2

65.9
34.1

63.6
36.4

27.6
724

383
56.1
40.6
154

*More than one answer was given.

Mothers' Knowledge of Neonatal Danger Signs

Table 2 contains data on mothers' knowledge and
experience of danger signs and taking their infants to the
health institution. As danger signs, the mothers reported
coughanddiarrheaatthe highestrate of 81.8%, high fever
at 80.4%, vomiting and malnutrition at 79%. Excessive
crying and low fever were reported at the lowest rate of
60.3%. Considering the danger signs experienced by the
mothers in their infants, they experienced vomiting and
high fever most frequently at 60.3%. High fever, cough,
diarrhea, and vomiting were reported as the danger
signs by the mothers at the highest rate as the reasons
for applying to health institutions. Table 2 contains
results for other danger signs (Table 2).

The mean danger signs knowledge score of the mothers
was found to be 9.78+3.41. It was evaluated that the
knowledge of 88.3% was at a "good" level, while the
knowledge of 11.7% was at a "low" level (Table 3).

Table 3. Mothers' knowledge of danger signs (n=214).

Number of symptoms n %

2 symptoms 10 4.7
3 symptoms 8 3.7
4 symptoms 3 1.4
5 symptoms 4 1.9
6 and more symptoms 189 88.3
Total 214 100

Factors Associated with the Maternal Knowledge of
Neonatal Danger Signs

In Table 4, the factors affecting the maternal knowledge
of danger signs (high/low) were examined by binary
logistic regression analysis. According to the analysis
results, the variables of parental age, parental education
level, family type, number of children, receiving
education on danger signs, and the planned status of
pregnancy did not affect maternal knowledge (p>0.05),
but only the family's income status had a statistically
significant effect (p<0.05).

DISCUSSION

This study determined that 81.3% of the mothers had
a good level of knowledge of danger signs and their
mean knowledge score was 9.78+3.41. The maternal
knowledge level in the present research was found to
be higher compared to some studies in the literature
(5-7, 11,12, 22). The meta-analysis by Demis et al. (2020)
reported that there was no standard in the studies
in the literature for determining the knowledge level
of mothers and the knowledge level was evaluated
according to the knowledge of at least 1-6 symptom:s.
In this study, the knowledge of 6 and more symptoms,
which is the average of the total number of symptom:s,
was evaluated as "good. From this point of view, it
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Table 2. Distribution of neonatal danger signs (n=214).

Presenting to a health

Darension Knowledge Experience institution
n % n % n %

The inability to feed since birth or stopping feeding 169 79.0 74 34.6 56 26.2
Seizures/Convulsion 160 74.8 28 13.1 26 12.1
Fast breathing (respiratory rate of 60 or higher) 160 74.8 68 31.8 59 27.6
Severe chest indrawing (difficulty breathing) 163 76.2 90 421 76 355
Fever (temperature > 37.5 degrees) 172 80.4 129 60.3 115 53.7
Low fever (temperature < 35.5 degrees) 129 60.3 35 16.4 24 11.2

Weakness/immobility or lethargy/drowsiness (Moving only
when stimulated or not moving even when stimulated)
Jaundice 167 78.0 83 38.8 68 31.8

Umbilical redness or pus drainage, boils on the skin or pus

159 743 53 24.8 36 16.8

. 165 771 57 26.6 47 22
drainage from the eyes
Diarrhea 175 81.8 125 58.4 107 50
Excessive crying 129 60.3 108 50.5 63 294
Vomiting 169 79.0 129 60.3 106 49.5
Cough 175 81.8 151 70.6 131 61.2

*More than 1 answer was given to this question by the mothers.

Table 4. Logistic regression results.

Good Poor Multivariate (Enter)1
n (%) n (%) OR (95% ClI) P

Mother's age

17-24 years 62 (32.8) 11 (44) 1

25-29 years 47 (24.9) 6 (24) 0.218 (0.014 - 3.295) 0.271

30-34 years 39 (20.6) 7 (28) 0.234 (0.018 - 3.124) 0.272

35 years and older 32(16.9) 1(4) 0.128 (0.012 - 1.331) 0.085
Mother's education level

llliterate 57(30.2) 9 (36.0) 1

Primary education 110 (58.2) 14 (56.0) 1.964 (0.631-6.110) 0.244

High school and above 22(11.6) 2(8.0) 3.734 (0.521- 26.764) 0.190
Father's age

17-24 years 25(13.2) 7(28.0) 1

25-29 years 50 (26.5) 7(28.0) 2.578 (0.628 - 10.579) 0.189

30-34 years 47 (24.9) 5(20.0) 2.469 (0.442 - 13.791) 0.303

35 years and more 67 (35.4) 6(24.0) 2.154 (0.335 - 13.870) 0.419
Father's education level

Illiterate 24(12.7) 2(8.0) 1

Primary education 119 (63.0) 16 (64.0) 0.380 (0.61 - 2.350) 0.298

High school and above 46 (24.3) 7 (28.0) 0.301 (0.037 - 2.433) 0.260
Family type

Nuclear family 31(16.4) 7 (28.0) 1

Extended family 158 (83.6) 18 (72.0) 2.596 (0.759 - 8.881) 0.129
Income status

Good 20 (10.6) 6 (24.0) 1

Medium 132 (69.8) 14 (56.0) 4.103 (1.200 - 14.034) 0.024*

Poor 36 (19.0) 5(20.0) 2.357 (0.551 - 10.868) 0.272
Number of children

1 40 (21.2) 8(32.0) 1

2 36 (19.0) 5(20.0) 1.212 (0.302 - 4.859) 0.786

3 29 (15.3) 4(16.0) 0.992 (0.200 - 4.917) 0.992

4 31(16.4) 4(16.0) 1.122 (0.184 - 6.832) 0.901

5 and more 52(27.5) 3(12.0) 1.553(0.213 - 11.349) 0.664
Receiving education

Yes 50 (26.5) 9 (36.0) 1

No 139 (73.5) 16 (64.0) 1.224 (0.436 - 3.431) 0.701
Is the pregnancy planned?

Yes 111 (58.7) 15 (60.0) 1

No 77 (40.7) 10 (40.0) 1.22 (0.421 - 3.533) 0.714
Constant 3.082 0.535

Cox&Snell R2=0.78; Nagelkerke R2=0.151; Hosmer and Lemeshow Chi-Square=3.553, p=0.895; Accuracy= 88.1%, *p<0.05
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can be said that the knowledge level of mothers was
quite high (16). Similar to this study, a study evaluating
the knowledge of mothers according to six and more
danger signs reported that 11.7% of mothers had good
knowledge (14). A study from Iraq determined that 81%
of mothers (8) and another study reported that 15.5%
of mothers (12) knew three and more danger signs. A
study from Saudi Arabia indicated that 37% of mothers
(4) knew three and more danger signs. This study found
mothers' knowledge of neonatal danger signs to be quite
high, unlike studies in the literature, which is thought to
be associated with the health services provided in the
place where the study was conducted and the countries'
conditions.

As danger signs, the mothers reported cough and
diarrhea at the highest rate of 81.8%, high fever at 80.4%,
vomiting and malnutrition at 79%. Excessive crying and
low fever were reported at the lowest rate of 60.3% (Table
2). The results of this study are similar to the findings of
some studies in the literature. High fever is the danger
sign known at the highest rate in most studies (5, 8, 11,
12, 14, 23). The study conducted by Berhane et al. (2018)
with 422 mothers/caregivers in Ethiopia reported that
mothers knew high fever (74.3%), diarrhea (68.3%),
vomiting (60.5%), and feeding difficulty (49.8%) at the
highest rate among the 13 symptoms asked and knew
jaundice, local infection, altered state of consciousness
and convulsions at the lowest rate, and 65.3% had
insufficient knowledge (5). Another study by Bulto et al.
(2019) revealed that only 20.3% of mothers had good
knowledge and indicated fever, feeding difficulty, and
respiratory distress at the highest rate among the danger
signs (11). In the study by Abdulrida et al. (2018), fever,
feeding difficulty, and jaundice were determined as
symptoms known at the highest rate, while hypothermia
and local infection symptoms were found at the lowest
rate (8). The study by Degefa et al. (2019) indicated
that 40.9% of mothers had good knowledge of the
danger signs and fever (33%) was known at the highest
rate (9). In the study by Awasti et al. (2006), more than
50% of mothers defined fever, irritability, abdominal
distention, slow breathing, and diarrhea as danger signs
at the highest rate (23). The meta-analysis by Demis et al.
(2020) examining studies on danger signs reported that
40.7% of mothers had sufficient knowledge and this rate
was quite low (16). A study from Nigeria indicated that
mothers' knowledge of three and more neonatal danger
signs was 30.3% and their knowledge was insufficient,
and fever was known at the highest rate of 95.2% (6).

Influencing Factors

In this study, considering the effects of the variables
related to the mother, father, and infant on mothers'
knowledge score, no significant difference was found
as a result of the analysis, except for the income status
(Table 4). The study by Jemberia et al. reported that

maternal age, marital status, education level of parents,
and receiving information about danger signs affected
the status (14). The study by Kibaru et al. (2016) indicated
that maternal education and receiving education on
danger signs affected the condition significantly (12).
The study by Bulto et al. (2019) stated that mothers'
knowledge score was significantly affected by the
mother's education level, status of receiving postpartum
education/consultancy on neonatal care, and status of
experiencing danger signs in the infant, but it was not
affected by the mother's place of birth and place of
residence (11). Upon examining the factors affecting
the knowledge level of mothers about danger signs, it
was reported that the education level of parents, their
occupation,income status, and the follow-up statusin the
health center significantly affected the knowledge, while
the mother's age, family size, and the marital status of
the mother did not affect it (5). In their study, Ekwochi et
al. (2015) reported that the mother's sociodemographic
characteristics did not affect the knowledge status (6).
Degefa et al. (2019) indicated that maternal education
status and participation in postnatal care significantly
affected the knowledge level. The education level of
those with secondary school education was found to be
5.6 units higher than those without education, and 2.6
units higher in those who participated in postnatal care
than those who did not (9). Another study revealed that
the mother's knowledge was affected by her education
level, occupation, and visits to the antenatal care unit,
whereas it was not affected by the number of children
and the presence of people supporting the mother (8).
The study by Prajapati et al. (2016) stated that maternal
age and obtaining information about danger signs did
not affect the status (7). The meta-analysis examining
14 studies to determine danger signs and influencing
factors of mothers reported that the high education
level of parents, the access to the media, the number of
receiving prenatal care, giving birth in health institutions,
and the postnatal follow-up status significantly affected
the knowledge of mothers (16).

What do Mothers do in Case of a Danger Sign?

The studies examined mothers' status of taking their
infants to health institutions when they experienced
danger signs. This study found the rate of presenting
to a health institution as low despite the high rate of
mothers experiencing symptoms. However, the study
also found that mothers most commonly presented to
health facilities with symptoms of umbilical redness or
pus drainage, boils on the skin or pus discharge from the
eyes, vomiting and fever (Table 2). Bulto et al. reported
that 60.5% of mothers immediately took their infants
to a health institution in case of a danger sign, whereas
another study (23) indicated that traditional practices
were applied. The study conducted by Ekwochi et al. in
2015 stated that 47.7% of mothers took their infants to
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the hospital, but 23% preferred home care (6). A study
from Iraq reported that 71.7% of mothers preferred to
present to the hospital (8). Although mothers experience
danger signs, the rate of presenting to health institutions
is lower. This is thought to be related to mothers'
insufficient knowledge about what to do in the face
of danger signs. This study, it is thought that mothers
consulted to health institutions more frequently with the
symptom of fever compared to other danger signs due
to the easy recognition of fever in children, its frequent
occurrence and the knowledge of convulsions caused by
fever.

CONCLUSION

This study found mothers' knowledge of neonatal
danger signs to be quite high, unlike studies in the
literature, which is thought to be associated with the
health services provided in the place where the study
was conducted and the countries' conditions. In most
studies, high fever is the most easily recognized danger
sign by mothers. This result may be related to the fact
that fever is more common in children than other danger
signs, the convulsion that will be caused by fever is
known, or the presence of fever is easier to understand.
Although mothers experience danger signs, the rate
of presenting to health institutions is lower. This may
explain the insufficient maternal knowledge of what
to do in case of danger signs. Like most studies in the
literature, this study found no relationship between
maternal knowledge and variables such as parental age,
education level, number of children, receiving prenatal
care, family type, etc., but there was a relationship only
with income status.

Based on the results of this study, it is recommended
to inform mothers about neonatal danger signs and
the practices to be done in every situation (monitoring,
follow-up, treatment, control, etc) encountered by
mothers with childbirth. The mother's awareness and
knowledge and the early diagnosis of problems and
early intervention are important because they positively
affect neonatal health.
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| ABSTRACT |

Oz

Aim: Magnesium oxide (MgO) is a standard treatment for
functional constipation. However, this medication has
not been evaluated extensively for possible alterations of
plasma magnesium (Mg) levels and other electrolytes. This
retrospective study aimed to appraise the effects of serum
magnesium with some other electrolyte levels after oral MgO
treatment in children with functional constipation.

Material and Method: After the approval of the local ethical
committee, archives of the patients who had been admitted to
two different Pediatric Surgery outpatient clinics in different
cities between 2014-2018 were evaluated. The demographic
findings of the patients were recorded. For the diagnosis of
chronic constipation, Rome-lll classification criteria were used.
After complete physical examinations, if there were no possible
organic reasons other than chronic dietary problems, serum
electrolyte levels were obtained and evaluated. Findings were
evaluated statistically and discussed with the literature.

Result: The magnesium value was significantly higher in the
constipation group (p<0.05) compared to the control group. In
generalized linear models (GLM) results, the effects of calcium,
potassium, and sodium levels on serum magnesium levels
were significant (p<0.05). The effect of calcium and potassium
levels on serum magnesium was statistically significant in the
constipation group (p<0.05). In the control group, only the
effect of chlorine level on serum magnesium was statistically
significant (p<0.05).

Conclusion: MgO is a valuable treatment for constipation.
However, especially by taking into account the dose adjustment,
close follow-up of the patients for side effects is necessary to
prevent patients from electrolyte imbalance.

Keywords: Constipation, magnesium, magnesium oxide,
electrolyte

Amag: Magnezyum oksit (MgO) fonksiyonel kabizlik i¢in standart
bir tedavidir. Ancak bu ilag, plazma magnezyum (Mg) diizeyleri
ve diger elektrolitlerdeki olasi degisiklikler acisindan kapsamli
bir sekilde degerlendirilmemistir. Bu retrospektif calisma,
fonksiyonel kabizligi olan ¢ocuklarda oral MgO tedavisi sonrasi
serum magnezyumunun diger bazi elektrolit dizeyleriyle birlikte

etkilerini degerlendirmeyi amacladik.

Gereg ve Yontem: Yerel etik kurul onayr alindiktan sonra 2014-
2018 yillar arasinda farkli sehirlerdeki iki farkli Cocuk Cerrahisi
poliklinigine basvuran hastalarin arsivleri degerlendirildi. Hastalarin
demografik bulgulari kaydedildi. Kronik kabizligin tanisi icin Roma-
Il siniflandirma kriterleri kullanildi. Tam fizik muayene sonrasinda
kronik beslenme sorunlari disinda olasi organik nedenler yoksa
serum elektrolit duzeyleri elde edilerek degerlendirildi. Bulgular
istatistiksel olarak degerlendirildi ve literatdrle tartisildi.

Bulgular: Konstipasyon grubunda magnezyum degeri kontrol
grubuna gore anlamli derecede yuksekti (p<0,05). Genellestirilmis
dogrusal model (GLM) sonuclarinda kalsiyum, potasyum ve
sodyum dlzeylerinin  serum magnezyum duzeylerine etkisi
anlamliydr (p<0,05). Kabizlik grubunda kalsiyum ve potasyum
dlzeylerinin serum magnezyumu Uzerindeki etkisi istatistiksel
olarak anlamliydi (p<0,05). Kontrol grubunda ise sadece klor
dizeyinin serum magnezyumu Uzerindeki etkisi istatistiksel olarak
anlamliydi (p<0,05).

Sonug¢: MgO kabizlik icin dederli bir tedavi yontemidir. Ancak
ozellikle doz ayarlamasi dikkate alinarak hastalarin elektrolit
dengesizliginin 6nlenmesi icin yan etkiler acisindan yakin takip
edilmesi gerekmektedir.

Anahtar Kelimeler: Kabizlik, magnezyum, magnezyum oksit,
elektrolit
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INTRODUCTION

Constipation is a condition that can occur at any age,
generally thought to be due to habitual dietary reasons.
Ninety-five percent of constipations seen in childhood
are functional (1-7). Functional constipation, occasionally,
does not have distinctive signs and/or symptoms (8,9).
Nevertheless, as defined in the literature, constipation was
assumed to be an essential reason for magnesium deficiency
in the body. As a result, magnesium-replaced treatments
were installed in constipation treatments (10-12).

Magnesium Oxide (MgO) is one of the most used
medications to treat constipation (8,13-17). The
recommended dose for this purpose is 0.03 g MgO per
kilogram daily (15).

In the stomach's acidic environment, MgO is converted
to magnesium chloride (MgCl2). After several
subsequent reactions, it undergoes pancreatic secretion
in the duodenum as magnesium carbonate (MgCO3)
(13). MgCO3 increases the osmotic pressure of the
intestinal lumen fluid, which provides water diffusion to
the intestinal lumen, increasing both the water content
and volume of the stool. Increased volume stimulates
the intestinal wall activating intestinal motility (18).
When duodenal secretion in the duodenum interacts
with MgO, side effects may be seen, especially in
patients with intestinal disorders. In addition, since the
use of MgO has consequences, such as effects on smooth
muscle cells, it will be necessary to remember the effects
of hypermagnesemia reflected in the clinic. Therefore,
monitoring changes in serum Mg levels may be clinically
necessary.

MgO studies encountered in the literature are mainly
in the direction of the clinical effects of magnesium,
especially its effects on kidney functions (14, 19).
Although there are studies examining the severe side
effects of magnesium, the effect of MgO treatment on
serum magnesium correlation among magnesium and
other electrolytes for constipation has been investigated
insufficiently. This study aimed to evaluate the in vivo
effects of magnesium oxide (MgO) treatment on serum
magnesium and electrolyte levels in children with
functional constipation.

MATERIAL AND METHOD

Ethics committee approval (2017-KAEK-
189_2018.07.11_09) was obtained from Yozgat Bozok
University Clinical Research Ethics Committee in
accordance with the Declaration of Helsinki. The files
of constipation patients who applied to Yozgat Bozok
University Research and Practice Hospital Pediatric
Surgery Clinic and Hitit University Pediatric Surgery
Clinic between 2014-2018 were retrospectively analyzed.
Patients with chronic constipation who received 1-2 g

of MgO per dose 3 times daily for one week or longer
according to the Rome Il classification were included in
the study. Phosphorus (P), sodium (Na), potassium (K),
chlorine (Cl) and magnesium (Mg), and calcium (Ca) were
evaluated in all (n=128) patients.

The control group (n=74), aged between 0 and 18 years,
was randomly selected among the patients who applied
to the Pediatric Surgery outpatient clinics between July
2016 and January 2018 for inguinal hernia and hydrocele
and had no history of constipation. The patients' files
were reviewed retrospectively, and the data were
transferred to SPSS 17.0. Those with chronic kidney
diseases, congenital heart diseases, endocrine disease-
related electrolyte balance, bowel resection, short bowel
syndrome, and Hirschsprung's disease were excluded
from the study.

Nominal and ordinal parameters of the research were
described with frequency analysis, whereas scale
parameters were described with means and standard
deviations. Kolmogorov Smirnov Test was used for the
normality of scale parameters. Mann Whitney U test was
used for non-normally distributed parameters, whereas
the Independent Samples T-Test was used for normally
distributed parameters. Fischer's Exact Test was used for
differences between categorical parameters. Spearman's
rho correlation was used for relational analysis at the
univariate level, and Generalized Linear Model (GLM)
was used for the multivariate level. All analyses were
performed at SPSS 17.0 for windows at a 95% Confidence
Interval with a 0,05 alpha significance level.

RESULTS

Age, gender, phosphorus, calcium, chlorine, potassium,
and sodium levels between constipation and control
groups were not statistically significant (p>0.05).
The magnesium value was significantly higher in the
constipation group (p<0.05). These distributions are
shown in Table 1.

Table 1. Age, gender and electrolyte levels of patient groups

Control (n=74) Constipation (n=128) p

Age 8.80+4.53 9.11+4.59 0.653a
Gender, n (%)

Male 36 (48.6) 61 (47.7) 0.504b
Female 38(51.4) 67 (52.3)

Phosphorus 4.41£0.60 4.52+0.76 0.267c¢
Glucose 96.64+10.80 94.28+14.30 0.149a
Calcium 9.35+0.47 9.37+0.54 0.798c
Chlorine 105.93+2.87 105.98+3.11 0.906¢
Creatinin 0.57+0.11 0.57+0.11 0.775¢
Magnesium 1.92+0.17 2.00+0.22 0.010a
Potassium 4.19+0.37 4.20+£0.42 0.972c
Sodium 137.86+1.34 137.52+2.02 0.291a

a. Mann Whitney U test, b. Fischer’s Exact Test, c. Independent Samples T-Test.
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The mean value and the range of change of serum
magnesium were higher in the constipation group
(p<0.05). The serum magnesium level distribution in the
constipation group was more scattered (Figure 1).

3,007

2,50 [

Magnesium
g
8
1

1,50

1,00

No Y:es
Constipation

Figure 1. Serum magnesium level differences and ranges for patient
groups

There was a statistical significance and positive
correlation between serum magnesium and calcium
(r=0.351; p<0.01) and potassium (r=0.224; p<0.05) in
the constipation group. In the whole sample, serum
magnesium (r=0.162; p<0.05), calcium (r=0.296;
p<0.01), potassium (r=0.151; p<0.05), sodium (r=0.161;
p<0.05), and There was a statistically significant and

positive correlation between constipation (r=0.182;
p<0.05) (Table 2).

Table 2. Spearman’s rho correlation between serum
magnesium levels and research parameters

Control Constipation Total
(n=74) (n=128) (n=202)
(r) (r) (r)

Age 0.156 -0.098 -0.005
Gender -0.091 -0.028 -0.049
Phosphorus 0.039 0.163 0.130
Glucose -0.101 0.009 -0.049
Calcium 0.191 0.351** 0.296**
Chlorine -0.282* 0.146 -0.001
Creatinin -0.018 -0.009 -0.030
Potassium 0.052 0.224* 0.151*
Sodium 0.243* 0.162 0.161*
Constipation = = 0.182**
#p<0.05 **p<0.01

According to the GLM results, the positive effects of
constipation, calcium, potassium, and sodium levels on
serum magnesium levels were statistically significant
(p<0.05). This means that increased constipation,
calcium, potassium, and sodium levels cause an increase
in serum magnesium levels. In the constipation group, the
contribution of calcium and potassium levels to serum
magnesium was statistically significant (p<0.05). Only
the contribution of chlorine level on serum magnesium
was statistically significant in the control group (p<0.05)
(Table 3).

Table 3. Generalized Linear Model for effects of significant factors on magnesium level

95% Wald Confidence Interval Hypothesis Test

Parameter B Std. Error " p
Lower Upper Wald Chi-Square

All samples (n=202)
(Intercept) -1.487 1.0676 -3.579 0.606 1.940 0.164
[Constipation=No] -0.087 0.0281 -0.142 -0.032 9.719 0.002
[Constipation=Yes] 0° . . . . .
Calcium 0.085 0.0269 0.032 0.138 9.960 0.002
Potassium 0.073 0.0345 0.005 0.140 4476 0.034
Sodium 0.017 0.0078 0.001 0.032 4.571 0.033
(Scale) 0.037° 0.0036 0.030 0.044
Likelihood Ratio Chi-Square: 36.258; p<0.001
Constipation (n=128)
(Intercept) 0.603 0.3417 -0.067 1.272 3.112 0.078
Calcium 0.094 0.0348 0.026 0.162 7.331 0.007
Potassium 0.123 0.0446 0.036 0.211 7.668 0.006
(Scale) 0.0432 0.0054 0.034 0.055
Likelihood Ratio Chi-Square: 17.559; p<0.001
Control (n=74)
(Intercept) 0.572 2.2526 -3.843 4.987 .065 0.799
Sodium 0.020 0.0145 -0.008 0.049 1.980 0.159
Chlorine -0.014 0.0068 -0.027 0.000 4.191 0.041
(Scale) 0.026° 0.0043 0.019 0.036

Likelihood Ratio Chi-Square: 7.279; p<0.05

a. Reference category, b. Maximum likelihood ratio.
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DISCUSSION

Magnesium is the fourth most abundant mineral in the
body, and it is a cofactor of over 300 enzymatic reactions
(12). Clinically, approximately 0.3% of body magnesium
level is found in plasma. Therefore, measuring the
plasma magnesium level is insufficient to show the
whole magnesium level in the body (20).

There are some clinical situations that magnesium-
consisting treatments are performed, such as
constipation. It is known that the therapeutic effect of
MgO in constipation is to increase the osmotic pressure
in the intestinal lumen and to ensure water transfer to
the intestinal lumen. Consequently, the liquid content
and the increased stool volume stimulate the intestinal
wall and run the impulsive motor activity (13).

Although some studies have shown the side effects and
negative aspects of magnesium treatment, MgO is still
widely preferred in the treatment of constipation today.
In addition, as Dupont and Hebert reported, compounds
such as magnesium-rich mineral water are also used to
treat constipation (21).

Mori et al. evaluated the use of traditionally-used
magnesium oxide compounds for laxative purposes
in Central Asia had severe side effects, especially in
patients with kidney failure, in addition to its advantages
in constipation (13). Therefore, there is a possibility of
aggravation of renal or intestinal disorders with MgO as
a side effect after constipation treatment.

Laxatives containing magnesium are widely used to
treat constipation (16, 17). Although rare, iatrogenic
hypermagnesemia with these laxatives has also been
reported in the literature (22, 23). In addition, although
MgO is generally used as a laxative, its effects on serum
magnesium levels have yet to be adequately studied.

Tatsuki et al. reported the serum magnesium level as
2.4 mg/dL in MgO-treated constipation patients aged
1 to 14 years (19). In our study, the mean magnesium
of the control group was 1.92 mg/dL, and the mean of
the constipation group was 2.00 mg/dL. The difference
between the groups was statistically significant. This
result reveals the increase in magnesium levels after
MgO usage for constipation. Secondly, our study shows
that other electrolyte levels were not affected after MgO
usage, even in various gender and age factors.

On the other hand, Generalized Linear Model (GLM)
results showed that the effects of sodium, potassium, and
calcium levels on serum magnesium levels significantly
differ in all constipated patients. Calcium was the
most influential factor in constipation among these
electrolytes. These findings show that the relationship
between serum magnesium level and calcium and
potassium in the constipation group is significant
compared to normal individuals.

Calcium (Ca), magnesium (Mg), phosphorus (P), and
magnesium (Mg) are necessary nutrients for cellular
energy metabolism and human bone growth. Ca, Mg, and
P are essential for bone health and enhancing cardiac,
pulmonary, and neurological function (24, 25). It has
long been reported that in humans, hypomagnesemia
frequently coexists with hypocalcemia and that calcium
intake influences the retention of magnesium and vice
versa. All living cells depend on complex interactions
between magnesium and calcium, some of which are
relatively primitive on the evolutionary scale (26).

In several experimental, clinical, and observational
investigations, micronutrients like calcium, magnesium,
and potassium have been studied for their individual
effects on high blood pressure (27). There is minimal
research on how dietary sodium in combination with
calcium and magnesium consumption affects (28-30).
However, there has yet to be research the relationship
between calcium, magnesium, and potassium in
constipation patients with a direct comparison nature
research design. This increases the originality of our
results.

This study retrospectively examined the relationship
between the use of MgO and other electrolytesin treating
functional constipation in children. Although using MgO
as a laxative is common, it can disrupt the electrolyte
balance in the body at both univariate and multivariate
levels and cause unwanted complications. We thought
that the research makes an essential contribution to
the literature, and we firmly believe that expanded or
repeated studies will support the findings in this study.

Study Limitations

One of the most critical limitations of the study is that
it is not prospective. Results from the study can be
generalized with multicenter and prospective studies on
functional constipation.

CONCLUSION

Using MgO in treating constipation is beneficial,
especially considering dose adjustment and other
electrolyte balances. In addition, it would be appropriate
to follow up with the patients closely regarding side
effects.
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| ABSTRACT |

Oz

Aim: Besides classical disorders of bone metabolism, vitamin
D may explain the pathogenesis of many diseases associated
with inflammation and vitamin D deficiency. Novel Hemogram-
Derived Inflammatory Biomarkers are new and inexpensive
markers of inflammation that can be tested in all centers. The
aim of this study is to investigate the relationship between
25-hydroxyvitamin D (25(0OH)D) and new inflammatory markers
and inflammation.

Material and Method: This study was conducted prospectively
and data from 77 patients treated in the Pediatric Intensive
Care Unit were included. Simultaneous 25(0OH)D3, calcium,
phosphorus and complete blood count results were recorded.
Novel hemogram-derived inflammatory biomarkers, systemic
inflammatory response index (SIRI) and systemic immune
inflammatory index (SlI), were calculated.

Results: New inflammatory biomarkers derived from hemogram,
SII[627552.63 (6000-13572000)-999304.35(21432.43-18600000)]
and SIRI [2013.51 (35-22789.37)-1671.75 (39.25-36000)], did not
show statistically significant differences between groups with
and without vitamin D deficiency (p>0.05 for all).

Conclusion: Our study did not reveal a statistical association
between these inexpensive and universally available
biomarkers and vitamin D levels and inflammation. The validity
of the findings should be confirmed with a larger number of
subjects.

Keywords: Vitamin D, inflammation, pediatric intensive care,
systemic inflammatory index, systemic inflammatory response
index

Amacg: Klasik kemik metabolizmasi bozukluklarinin yani sira
D vitamini, inflamasyon ve D vitamini eksikligi ile iliskili bircok
hastaligin patogenezini agiklayabilir. Hemogramdan Turetilmis
Yeni inflamatuar Biyobelirtecler, tim merkezlerde calisilabilecek
yeni ve ucuz inflamasyon belirtecleridir. Bu ¢alismanin amaci,
25-hidroksi D vitamini (25(0OH)D) ile yeni inflamatuar belirtecler
ile inflamasyon arasindaki iliskiyi arastirmaktir.

Gere¢ ve Yontem: Bu calisma prospektif olarak yaritdldi
ve Cocuk Yogun bakim Unitesinde tedavi géren 77 hastanin
verileri dahil edildi. Es zamanli calgilan 25(0OH)D3, kalsiyum,
fosfor ve tam kan sayimi sonuglari kaydedildi. Hemogramdan
tlretilmis yeni inflamatuar biyobelirtecler, sistemik inflamatuar
yanit indeksi (SIRI) ve sistemik immdn inflamatuar indeks (SlI)
hesaplandi.

Bulgular: D vitamini eksikligi olan ve olmayan gruplar arasinda
hemogramdan turetilmis yeni inflamatuar biyobelirtecler SlI
[627552,63 (6000-13572000)-999304,35 (21432,43-18600000]
ve SIRI'[2013,51 (35-22789,37)-1671,75 (39,25-36000)] agisindan
istatistiksel olarak anlamli fark bulunmadi (tmda icin p>0,05).

Sonug: Calismamiz, bu ucuz ve evrensel olarak bulunabilen
biyobelirtecler ile D vitamini duzeyleri ve inflamasyon arasinda
istatistiksel bir iliski varligini ortaya koymamistir. Daha fazla
sayida denek ile bulgularin gecerligi dogrulanmalidir.

Anahtar Kelimeler: D vitamini, inflamasyon, ¢ocuk yodun
bakim, sistemik inflamatuar indeks, sistemik inflamatuar yanit
indeksi
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INTRODUCTION

The prevalence of vitamin D deficiency is increasingly
becoming a significant public health issue. (1) The effects
of vitamin D on bone and calcium metabolism are
well-known by everyone. However, numerous studies
have indicated that vitamin D deficiency contributes
to the development, increased risks, and worsening of
various diseases. (2-5) Some clinical trials have revealed
that vitamin D plays a crucial role in modulating innate
immune responses against various pathogens. (6)
Furthermore, recent research has associated vitamin
D with a range of diseases such as inflammation,
depression (7), cardiovascular disease (8), diabetes
(9), autoimmune diseases (10), and cancer (11). It has
also been demonstrated that vitamin D may regulate
adaptive immune responses. (12)

Inflammation is characterized by the detection of
high concentrations of inflammatory biomarkers in
circulation and plays a role in the pathophysiology of
many chronic diseases and various infections. (13) During
inflammation, the activation of toll-like receptors and
various cytokines such as IFN-y can upregulate vitamin
D binding receptors in macrophages, thereby promoting
a rapid conversion from 25(0H)D to 1,25(0OH)2D. Other
cytokines like IL-4, on the other hand, can induce the
catabolism of 25(0OH)D into the inactive metabolite
24,25-dihydroxycholecalciferol ~ (24,25(0H)2D)  (13).
Furthermore, some studies also suggest that chronic
inflammation and chronic infections may alter the
concentration of 25(0OH)D. (13)

The relationship between vitamin D and proinflammatory
markers such as soluble tumor necrosis factor-alpha
(TNF-a), C-reactive protein (CRP), interleukin (IL)-6, IL-
10, has been demonstrated. (14-17) Due to the high
cost of these tests, they are not routinely performed in
many centers and are not even available in developing
countries. In this situation, researchers find it more
accessible to investigate the relationship between
vitamin D levels and inflammation using inflammatory
markers derived from easily measurable, repeatable, and
inexpensive hematologic parameters such as neutrophil-
to-lymphocyte ratio (NLR) (17,18), platelet-to-lymphocyte
ratio (PLR) (17,18), platelet distribution width (PDW) (19),
and red cell distribution width (RDW). (18,21,22)

The statistical relationship between neutrophil-to-
lymphocyte ratio and infectious diseases, malignancies,
cardiovascular diseases, metabolic syndrome, end-
stage kidney disease, and other various inflammatory
conditions has been demonstrated (5, 22-24) [28-38].
Additionally, similar relationships have been observed
for platelet-neutrophil ratio (18, 25).

New biomarkers derived from hemogram, such as
the systemic inflammatory response index (SIRI) and
systemic immune-inflammation index (Sll), which utilize

three cell lines (neutrophil, lymphocyte, and platelet),
have been investigated not only in determining the
outcomes of neoplastic diseases but also in cardiological
diseases, autoimmune neurological diseases, and some
correlations have been identified (26-29).

Therefore, we aimed to investigate the relationship
between vitamin D levels and parameters such as NLR,
PLR, LMR, SlI, and SIRI, which are considered inexpensive
and easily accessible systemic inflammation markers, in
individuals under 18 years of age receiving treatment in
the pediatric intensive care unit.

MATERIAL AND METHOD

Our study was a prospective study conducted between
November 1, 2018, and September 30, 2019, at the
Department of Pediatrics, Selcuk University Faculty of
Medicine, Pediatric Intensive care Unit (PICU), involving
80 patients aged between 1 month and 18 years. The
patient group consisted of children admitted to the PICU
who were planned for diagnosis, treatment, and follow-
up for at least 1 day, with no diagnosis of rickets or any
known pathology in calcium/phosphorus metabolism.
Patients with multiple admissions during the study
period were included as separate cases.

Demographic data of patients, admission diagnosis,
presence of underlying diseases, duration of stay in the
PICU and hospital, need for mechanical ventilation (MV)
and vasopressors, PRISM-IIl and PELOD scores, 25(0OH)
Vit-D3, Ca, ionized Ca, P, ALP, magnesium (Mg), and
albumin values were recorded.

Patient demographic and clinical data, including age,
gender, body mass index (BMI) (kg/m2), underlying
disease, reason for admission, season, and history of
vitamin D supplementation, were recorded at the time
of admission to the PICU. Laboratory variables obtained
within the first 24 hours of hospitalization, including
total calcium, ionized calcium, phosphate, magnesium,
and 25(0OH)D serum levels, were analyzed.

Patients with blood 25(OH)Vitamin D3 level <20 ng/
mL were defined as having vitamin D deficiency (30).
Patients were divided into two groups based on their
25(0OH)Vitamin D3 levels. Forty patients with 25(0OH)
Vitamin D3 levels <20 ng/mL were labeled as "Group-1,"
while 37 patients with 25(OH)Vitamin D3 levels >20 ng/
mL were labeled as "Group-2."

To calculate patients' mortality and morbidity, the
Pediatric Risk of Mortality Il (PRISM-III) scoring system,
which is the most used scoring system for patients in
pediatric intensive care, was utilized. Variables used
to measure disease severity include the Pediatric
Risk of Mortality Il (PRISM Ill) score, catecholamine
requirements, mechanical ventilation, length of stay
(LOS) in the PICU, and mortality.
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In our study, clinical and laboratory investigations were
used to diagnose sepsis. The diagnosis of sepsis was made
based on clinical evidence of systemic inflammatory
response syndrome (SIRS) and/or the presence of
microorganisms demonstrated microbiologically.

The NLR was simply calculated by dividing the neutrophil
count by the lymphocyte count. Complete blood count
analyses were performed on the Beckman Coulter LH
780 model automatic analyzer (Beckman Coulter Inc,;
Brea, CA). The manufacturer's original kits were used for
hemogram tests.

Blood samples were collected via cephalic venipuncture
and analyzed in the hospital laboratory within two
hours of collection. SlI, defined as (neutrophil count) x
(platelet count)/(lymphocyte count), and SIRI, defined
as (neutrophil count) x (monocyte count)/(lymphocyte
count), were calculated with data obtained from
complete blood count reports measured using an
automated system .

Serum vitamin D concentrations (1 ng/mL = 25
nmol/L) were assessed with the DiaSorin LIAISON® 25
OH Vitamin D TOTAL Assay (Stillwater, MN, USA). This
chemiluminescence immunoassay (detection range
4-150 ng/mL, sensitivity 5.0% CV, SD of sensitivity 1.2%
[67]) compares well with the Elecsys vitamin D Total
Assay, which was previously approved for clinical use by
Endocrine. It has the power of harmony.

The study protocol was submitted to Selguk University
Faculty of Medicine, Local Ethics Committee and approval
was obtained (decision number: 2018/286).

Statistical analyzes of the study were evaluated as
descriptive, univariate, and multivariate analysis methods.
In these subsections, mean and standard deviation were
used to present numerical data, and percentage values
were used to present categorical data. Normal distribution
criteria for numerical data were evaluated with the
Kolmogorov-Smirnov test. For numerical variables with
normal distribution, t-test was used, for numerical variables
with non-normal distribution, Mann-Whitney U was used
for two-group comparisons, and in the presence of more
than two groups, Kruskall-Wallis non-parametric analysis
of variance was applied. A two-way hypothesis structure
and a 5% Type-1 error level were used in all statistical
evaluations of the study. Analyzes were performed in SPSS
21 (IBM Corp. in Armonk, NY, USA) software.

RESULTS

A total of 77 children, 48 boys and 29 girls, were included
in the study. The mean age of the patients was 54 +64
months (median 16 months). We divided the patients into
two groups according to 25(0OH)D serum levels. 25 OH) D
level was <=20 ng/ml in 40 (52%) patients and >20 ng/
ml in 37 (48%) patients. Demographic characteristics and

laboratory results of these groups are given in Table 1 and
2. Ages were found to be significantly higher in vitamin D
<=20 ng/ml groups (p < 0.001). There was no significant
difference between vitamin D groups in terms of laboratory
results (except calcium and vitamin D) (p>0.05 for all).

Table 1. Demographic characteristics of PICU patients

Vitamin D Vit D
insufficient sufficient pralus
Age(months) 63.5 (2-207) 9(1-216) 0.000
Gender
Male 23 25 0.481
Female 17 12
Weight (kilograms) 17.5 (4-90) 5.5 (2.6-60) 0.000
Height (cm) 99 (54-192) 62 (51-170) 0.000
PRISM 11l Score 16.51£7.24 16.26x+8.53 0.886

PRISM IIl Score: Pediatric Risk of Mortality Il score

Table 2. Vitamin D status, laboratory, and indices values in

PICU patients

.VItamlf‘ e Vit D sufficient p

insufficient value
Calcium
(mo/dL) 8.95 (6.1-10.8) 9.7 (7.1-10.7) 0.005
Hemoglobin
@/dl) 10.95 (5.5-16.7) 10.4(7.1-16.6) 0.251
Platelet 291500 356000 0061
(cells/pL) (6000-645000) (39000-906000) :
e i 7750 (420-73630) 6500 (1300-22650)  0.939
(cells/pL)
Lymphocyte 5150 40-15050) 2900 (200-11100) 0763
(cells/pL)
Monocyte
(cells/ul) 790 (20-3500) 800 (80-2440) 0.951
CRP (mg/L) 9.34 (0.51-684) 5.05 (0.05-502) 0.126
Procalcitonin
(ng/ml) 0.37 (0.03-47.52) 0.32 (0-100) 0.425
PLR 98.73 (6-53857)  148.62(3.51-1550)  0.078
NLR 2.37(0.13-36) 2.39 (0.18-60) 0.980
MLR 0.27 (0.04-1.01) 0.3 (0.02-3) 0.541
LMR 3.75 (0.99-27.03) 3.3(0.33-55.5) 0.541
il 627552.63 999304.35 0343

(6000-13572000)  (21432.43-18600000)
2013.51 1671.75

i (35-22789.37) (39.25-36000) el
Liiull(2 10.67(3-19.69) 3436 (21.73-61.53)  0.000
(ng/mL)

NLR: neutrophil-to-lymphocyte ratio, PLR: platelet-to-lymphocyte ratio, LMR: lymphocyte
-to- monocyte ratio, PDW: platelet distribution width, CRP: C reactive protein SlI: systemic
immune-inflammation index SIRI: systemic inflammatory response index

DISCUSSION

In our study, no significant relationship was found between
25(0OH)D3 deficiency and CRP, NLR, PLR, MLR, LMR, Sl and
SIRI values. Although many publications in the literature
show a relationship between 25(0H)D3 deficiency and
inflammation, there is no definitive association (19, 32-
34). Alrefai et al. reported that 25(0OH)D3 levels decreased,
and hs-CRP levels increased as disease activity increased
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in 201 patients with Crohn's disease (32). Mathur et al.
They revealed that CRP levels decreased in response to
vitamin D supplementation in ulcerative colitis patients
with vitamin D deficiency (33). In the study by Akbas et
al., which retrospectively examined 4120 patients with
25(0OH)D3 deficiency, it was reported that there was a
negative correlation between 25(0OH)D3 deficiency and
CRP,NLR and PLR values (19).They also stated that NLR and
PLR, which are easily calculated, practical, reproducible,
and affordable parameters, can be used as biomarkers for
endothelial dysfunction as well as inflammation (19). In a
study where hs-CRP and NRL levels were evaluated before
and after vitamin D supplementation in 580 healthy
adolescents in Iran, it was reported that hs-CRP and
NRL levels decreased after vitamin D supplementation
(35). According to the study, they said that NLR could
be an inexpensive marker to reveal inflammatory
processes in evaluating the relationship with vitamin D
supplementation. In a study conducted on hemodialysis
patients, it was reported that there was a significant
relationship between 25(0H)D3 and NLR (36). In a study
that included patients who applied to physical medicine
and rehabilitation outpatient clinics with complaints of
non-specific muscle or joint pain, a negative relationship
was found between CRP and 25(0OH)D3 levels, but no
relationship was found between 25(0H)D3 and NLR and
PLR values (18).

There are also studies reporting that there is no
relationship between CRP and 25(0OH)D3 deficiency (37,
38). In a study conducted on patients with and without
chronic kidney disease, it was reported that there was
no relationship between 25(0H)D3 and CRP, ESR and
hemogram values (37). In their study investigating the
relationship between factors underlying cardiovascular
disease and 25(0OH)D3, Kim et al. (38) reported that there
was no connection between 25(0H)D3 and CRP and
interleukin-6 (38). In our study, there was no relationship
between both CRP and hemogram-derived inflammatory
markers and vitamin D deficiency.

Thrombosis may develop due to platelet activation in
response to the inflammatory condition. Chemokines
secreted when platelets are activated play a role in the
immune response by acting as acute phase reactants
(39). It has been reported that platelets with higher MPV
values are found in inflamed tissues. High MPV level has
been found to be associated with various infections,
cardiovascular and cerebrovascular diseases, thrombosis
and diseases with low levels of inflammation (40, 41).
Sobolewska et al. (8) evaluated MPV in the evaluation
of subclinical inflammation and response to biological
treatment in Crohn's patients, and stated that high
MPV was a good marker predicting a good response to
infliximab treatment (42).

In a study conducted on newborns, NLR values were
found to be significantly higher in patients with vitamin

D deficiency. A positive correlation was also found
between the vitamin D status of the mother and the
newborn. Neonatal NLR was negatively correlated with
newborn vitamin D status, this neonatal study revealed
an inverse relationship between non-invasive, easy and
inexpensive markers of inflammation and vitamin D
status. It has been inferred that vitamin D deficiency may
increase susceptibility to infection (43).

Another study conducted in Turkey on adults without
acute inflammation, infection or chronic disease
showed that both NLR and MPV could be markers of the
inflammatory burden in vitamin D deficiency (44).

In a study evaluating hematological parameters and
inflammatory markers in children with COVID-19,
LMR was significantly higher in hospitalized patients;
However, NLR, PLR, d-NLR and MPVLR were found to be
significantly low, and no statistically significant difference
was found in terms of Sll between hospitalized and
outpatient patient groups (45).

In a study evaluating the relationship between serum
vitamin D concentrations and new inflammatory markers
(SIRI and SIl) in patients who underwent coronary
angiography due to suspicion of acute coronary
syndrome, it was shown that patients diagnosed with
ACS had lower serum vitamin D levels. In addition, SIRI
(but not SlIl) was significantly correlated with serum
vitamin D concentration in the entire analyzed group,
with SIRI'and SII both negatively associated with vitamin
D levels in patients with ACS (29).

In a study of children without any acute infection and/
or chronic disease, it was found that vitamin D levels
had a significant negative correlation with NLR, PLR
and PDW, and a positive correlation with LMR and RDW.
They stated that, despite this statistical significance, the
difference between the median values of the vitamin D
groups is very small and the degree of correlation is very
weak, so the clinically expected significant difference in
laboratory results between the vitamin D groups should
also be questioned (46).

The main limitation of the study is that the inflammatory
parameters we examined cannot be compared with
more specific inflammatory parameters such as
procalcitonin, IL-6, IL-10. Since our study was conducted
on patients in intensive care and was not conducted
on healthy children who applied for routine check-
ups, a control group was not created. We believe that
it would be useful to simultaneously evaluate the
relationship between vitamin D and hemogram-derived
inflammatory parameters and specific biomarkers in
prospective studies. Secondly, since it is a single-center
study, its generalizability is limited, and it would be
appropriate to increase the number of samples. Third,
although the study was a prospective study, we could
not evaluate whether vitamin D supplementation
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changed inflammatory markers in those with vitamin D
deficiency, as there was no study examining the effect of
treatment.

CONCLUSION

Although many studies show that vitamin D deficiency
is associated with hemogram-derived inflammatory
markers, we cannot say that there is a statistically
significant relationship. These inflammatory markers are
advantageous because they are simple, inexpensive, and
readily available. However, we think that the validity of
the findings should be confirmed with a larger number
of subjects.
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| ABSTRACT |

Oz

Aim: In this study, we aimed to determine the etiology
of lower respiratory tract infection in patients aged
1 month to 5 years with a clinical, radiological, and
epidemiological study.

Material and Method: We investigated 150 patients
between 1 month to 5 years of age who required
hospitalization and those who were admitted to
pediatrics clinics and pediatric emergency services of our
center who had the clinical diagnosis of lower respiratory
tract infection. Blood samples for acute phase reactants
and nasopharyngeal swap samples for detection of
bacterial etiologies were taken. Initial posteroanterior
chest X-rays of all patients were checked.

Results: The most common pathogens were
Streptococcus pneumoniae in 77 (51.3%) and
Haemophilus influenzae in 71 (47.3%) patients. Three
groups of patients compared with C-reactive protein
values; patients with alveolar pneumonia were
statistically higher than interstitial infiltrates (P=0.008).
Erythrocyte sedimentation rates in patients with alveolar
pneumonia were statistically significantly higher than the
patients with interstitial infiltrates pneumonia (P=0.016).

Conclusion: In patients suspected of lower respiratory
tract infection, the beginning of appropriate antibiotic
treatment should be supported with clinical, radiological,
and laboratory tests. We think laboratory tests of acute
phase reactants should be used with multiplex PCR to
detect viral and bacterial agents. Still, to deal with this
issue, advanced studies are needed.

Keywords: Pneumonia, pediatrics, polymerase chain
reaction

Amag: Bu calismada alt solunum yolu enfeksiyonu klinik
tanisiyla hastaneye vyatirilan 1 ay-5 yas arasi hastalarda
klinik, radyolojik ve epidemiyolojik ¢alisma ile etiyolojinin
belirlenmesi amagland.

Gere¢ ve Yontem: Merkezimizin poliklinikleri ve cocuk
acil servislerine bagvuran, 1 ay-5 yas arasi, ASYE tanisi alan
150 hastayr inceledik. Akut faz reaktanlari igin kan drnekleri
ve bakteriyel etiyolojilerin tespiti icin nazofarengeal swap
ornekleri alindi. Tim hastalarin ilk postero-anterior akciger
grafileri kontrol edildi.

Bulgular: En sik gorilen patojenler 77 (51,3%) hastada
Streptococcus  pneumoniae ve 71 (47,3%) hastada
Haemophilus influenzae idi. iki grup hasta C-reaktif protein
degerleriacisindan karsilastirild; alveolar pnémonili hastalar
interstisyel infiltrasyonu olan hasta grubundan istatistiksel
olarakdahafazlaidi (P=0.008). Alveoler pnémonili hastalarda
eritrosit sedimantasyon hizi, interstisyel infiltrasyonu olan
hastalara gore istatistiksel olarak anlamli derecede yUksekti
(P=0.016).

Sonug: Alt solunum vyolu enfeksiyonu stphesi olan
hastalarda uygun antibiyotik tedavisine baslanmasi klinik,
radyolojik ve laboratuvar tetkikleriyle desteklenmelidir.
Viral ve bakteriyel etkenlerin saptanmasinda laboratuvar
testlerinin - multipleks  polimeraz ~ zincir  reaksiyonu
yontemiyle birlikte kullanilabilecedini ancak bu konuyla
ilgiliileri calismalara ihtiya¢ oldugunu distndyoruz.

Anahtar Kelimeler: Pnémoni, cocuk saghdi, polimeraz
zincir reaksiyonu
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INTRODUCTION

Lower respiratory tract infection (LRTI) is the most critical
disease and mortality caused in infancy, especially in
developing countries. According to the World Health
Organization, LRTI is responsible for about 20% of annual
10 million deaths under the age of 5 (1,2). According
to the Turkey Disease Load Study carried out by the
Ministry of Health of Turkey between the years 2002 and
2004, LRTI is the second most frequent cause of death
in the age group of 0-4 years (13.4%) and those of 5-14
years (6.5%). The same study also shows LRTI is solely
responsible for 14% of total deaths in the 0-14 (3,4).

Determination of the agent in a patient with the
community-acquired LRTI leads to the administration of
correct antibiotics. This is important because it will allow
the selection of narrower-spectrum antibiotics, ultimately
leading to fewer side effects and less development of
resistance. This study aimed to determine the etiology
in patients aged 1 month-5 years hospitalized with the
clinical diagnosis of LRTI with clinical, radiological, acute
phase reactants, blood cultures, and nasopharyngeal
swaps with polymerase chain reaction (PCR).

MATERIAL AND METHOD

Study Groups

A group of 150 patients between the ages of 1 month
and 5 years with clinical LRTI diagnosis were addmission
to the Pediatrics Department of our center. They did not
use any antibiotics at least 48 hours before admission.

The informed consent of the families was also obtained.
The study then carried on for six months between 1
February 2011 and 1 August 2011.

To exclude hospital-acquired pneumonia, the patients
who had stayed in the hospital previously were excluded
if at least two weeks had not passed since their discharge.
Moreover, lower respiratory tract infection patients with
chronic diseases like asthma, congenital heart disease,
and malnutrition were also excluded from the study.

The lower respiratory tract infection was diagnosed upon
clinical signs and symptoms and/or upon detection of
infiltrations in chest x-rays. Clinically, fever and acute
respiratory symptoms were sought in patients. For
diagnosing pneumonia, the tachypnea criteria defined
by WHO by age were used (5).

The information of children included in the study on the
date of their application, age, gender, place of residence,
status of immunization, any previous hospitalization due
to lower respiratory tract infection, exposure to smoking
habits and all symptoms of them were questioned and
recorded. Also, vital findings of the patients at the time of
application, their respiratory rates per minute and other
physical examination findings like chest wall retraction,

rales, and rhonchus were recorded. Blood samples were
collected from all patients for complete blood count,
C-reactive protein (CRP), erythrocyte sedimentation rate
(ESR), procalcitonin (PKT) tests and blood culture. All
blood samples were analyzed in the laboratory of our
center.

Samples

Collection and conservation of samples: The
nasopharyngeal swab samples for PCR analysis for
Streptococcus pneumonia, Mycoplasma pneumonia,
Haemophilus  influenzae, Chlamydia pneumonia,
Bordetella pertussis, Legionella pneumophilia were
collected from patients by averages of nasopharyngeal
swabs. The samples were preserved at -70 C until the PCR
was applied.

Isolation of DNA from samples: For isolating nucleic
acids from nasal swap, a QlAamp DNA Mini Kit (Cat. No.
51304, QIAGEN, Germany) was used.

Interpretation of radiologic inspections: All the
patients included in the study were subjected to
postero-anterior chest radiography at their admission
to the hospital. The radiological findings were classified
as interstitial infiltration, peribronchial thickening, hilar
enlargement, atelectasis, increased aeration, pleural
effusion and alveolar consolidation. The localization
of each finding on the lungs was recorded. The same
radiology specialist interpreted all the graphs.

Statistical Analysis

For analyzing the data, the SPSS 17.0 statistics package
program was used. Average, standard deviation, median,
lower limits and upper limit criteria were defined
for constant variables like age, respiratory rate and
laboratory work values. According to the distribution of
these variables by their comparison with the groups, if
the distribution is normal, a t-test or one-way analysis of
variance in independent groups, and if the distribution
is not normal, Mann Whitney U test or Kruskal Wallis
test was used. For categorical variables like gender or
physical examination findings, counts and percentage
criteria were given. The chi-square test was utilized for
comparing these in groups. In all analyses, the level of
statistical significance was taken as p <0.05.

The study protocol was approved by the Clinical Research
Ethics Committee of our center (Decision dated 26th
January 2011, numbered 402/3357).

RESULTS

Demographic and Clinical Characteristics of Patients

In this study, 150 children patients with LRTI diagnosis
were included. The demographic characteristics of the
patients are shown in Table 1.
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Table 1: Demographical characteristics of patients

Demographical characteristics

Age (mounth)

Mean (+ SD) 18,78 +15,71
Sex (%)

Male 92(61,3)
Female 58 (38.7)
Immunization (%)

Fully immunized by age 148(98.7)
Previus hospitalization for LRTI 46(30)
Smoking in the family 63 (42)

The most frequent symptom of patients was cough 122
(98.9%); then nasal discharge 88 (58.7%), wheezing 84
(56%), nasal congestion 81 (54%), respiratory distress
77 (51%), fever 71 (47.3%), irritability 64 (42.7%), lack
of appetite 73 (49%), vomiting 53 (35.3%), cyanosis 40
(26.7%), chest pain 5 (3.3%) and abdominal pain 13 (8.7%).

The most common findings on physical examination
was tachypnea 123 (82%), rhonchus 109 (72.7%),
retraction 103 (68.7%) and rales 99 (66%).

Microbiological findings detected in patients are listed
in Table 2.

Table 2: Microbiological findings of patients.

Agent Patient n(%)

Bacteria detected in nasopharyngeal swap

M. pneumonia 2(1.3)
L. pneumophilia 0(0)

S. pneumonia 77 (51)
H. influenzae 71 (47)
B. pertussis 6 (4.0)
C. pneumonia 8(5.3)

Detection of several bacteria in nasopharyngeal swap

M. pneumonia+S. pneumonia 1(0.7)
M. pneumonia+H. influenzae 1(0.7)
S. pneumonia +H. influenzae 39 (26)
S. pneumonia+B. pertussis 1(0.7)
S. pneumonia+C. pneumonia 1(0.7)
H. influenzae +B. pertussis 4(2.7)
H. influenzae +C. pneumonia 5(3.3)
B. pertussis+C. pneumonia 3(2)

Radiological Characteristics of Patients

When the PA lung radiographs taken at the time of
admission of the patients included in the study were

evaluated, pneumonia was not detected in 38 patients
(25.3%), alveolar pneumonia was detected in 7 patients
(7%), and interstitial pneumonia was detected in 105
patients. There were signs of interstitial pneumonia
(70%), hilar enlargement in 8 patients (5.3%), and
hyperinflation in 11 patients (7.3%). Neither atelectasis
nor pleural effusion were determined in any of the
patients.

Clinical Characteristics of Patients According to
Etiologic Agents

Among symptoms, lack of appetite (P=0.05) was
more frequent in the patient group that showed
Streptococcus pneumonia, while fever (P=0.03),
chest pain (P=0.02), and respiratory distress (P=0.01)
were a more frequent patient group of Haemophilus
influenzae; and cyanosis (P=0.04) and irritability
(P=0.05) were most frequent in Bordetella pertussis
group.

Among physical examination findings, the rhonchus
was more frequent in the Streptococcus pneumonia
patient group (P=0.04), while fever was more frequent
(P=0.03) in the patient group of Haemophilus
influenzae was detected.

Among acute phase reactants, CRP (P=0.053) and PCT
(P=0.042) were detected highest in the Haemophilus
influenzae patient group. No significant difference was
detected between white blood cell count, absolute
neutrophil count and ESR levels. (Table 3).

Among radiologic findings, interstitial infiltration and
hyper aeration were more frequent in patients with
Haemophilus influenzae (P=0.03, P=0.02).

Clinical and radiological characteristics of patient
groups of no pneumonia, alveolar pneumonia and
interstitial pneumonia

Among symptoms, fever was detected as significantly
higher in the patient group of interstitial infiltration
than in the patient group with normal radiography
results (P=0.031). On the other hand, abdominal pain
(P=0.017, P=0.035), lack of appetite (P=0.005, P=0.029)
and vomiting (P=0.01, P=0.001) in the patient group of
alveolarpneumoniawere determined to be significantly
higher as compared to both the patient group with
normal radiography results and to the patient group in
which interstitial infiltration was detected.

When physical examination findings are compared,
the fever was significantly higher in the alveolar
pneumonia group compared to both the patient
group with normal radiography results and to the
patient group in which interstitial infiltration was
detected (P=0.039, P=0.022).

A comparison of acute phase reactants of three patient
groups is listed in Table 4.
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Table 3: Acute phase reactants according to the agent.

Streptococcus Haemophilus Bordetella Chlamydia
pneumonia influenzae pertussis pneumonia
P P P P
White blood cell count (x10°/L) (average+SD) 13.4+4.7 0.110 134454 0.264 12.9+45 0.867 14.6+6.1  0.389
Median 13.1 12.1 12.7 129
Lower-upper limit 4.8-28.5 3.8-31.3 8-184 8-26.9
Absolute neutrophile count (x10%/L) (averagexSD) 11.2+4.5 0.084 12.3+44 0346 11.1£51.2 0.726 14.3+4 0.123
Median 1 12 11.2 13.1
Lower-upper limit 2.3-20.5 34-21.5 3.7-18.9 9.3-18.9
C-reactive protein (mg/L) 2.55+5.68 0.062 2.83+5.7 0.053 1.83+2.97 0.536 291+4.42 0.880
(averagexSD)
Median 1.36 1.31 0.34 0.74
Lower-upper limit 0.10-46.7 0.1-46.7 0.20-7.73 0.20-11.9
Procalcitonin (ng/ml) (average+SD) 0.30+£0.67 0.729 0.42+0.82 0.042 0.15+0.12 0430 0.21+0.13 0.455
Median 0.10 0.10 0.10 0.10
Lower-upper limit 0.07-4.43 0.10-4.43 0.1-0.41 0.10-0.41
Erythrocyte sedimentation rate (mm/h) (average+SD) 26.45+56 0.630 29.43+26 0.147 32+ 22 0.645 30+17 0.513
Median 21 23 21 25
Lower-upper limit 2-120 2-120 11-75 12-58

Table 4: Acute phase reactants of those patient groups of non-radiologically pneumonia detection, with alveolar pneumonia

and with interstitial pneumonia

With normal radiology  Alveolar pneumonia Interstitial pneumonia P
White blood cell count (x10°/L) 0.359
(Average+SD) 12.6+4.7 14+6.7 12.8+4
median (lower-upper limit) 11.9 (6.1-28.5) 17.2(3.3-22.9) 12.3(3.8-31.3)
Absolute neutrophile count ( x10%/L) 0.517
(Average+SD) 11717555 13.8+3.7 11.9+4.6
median (lower-upper limit) 11.1(3-21.3) 13.4(9.5-18.8) 11.5
C-reactive protein (mg/L) 0.028
(Average+SD) 1.91+ 2.66 6.16+ 5.09 2.17+4.74
median (lower-upper limit) 0.77 (0.1-11.9) 6.41(1.04-14.2) 1.07 (0.1-46.7)
Procalcitonin (ng/ml) 0.452
(Average=SD) 0.38+0.63 0.23+0.15 0.30+ 0.60
median (lower-upper limit) 0.10 (0.10-4.43) 0.14 (0.10-0.45) 0.10 (0.44-3.95)
Erythrocyte sedimentation rate (mm/h) 0.049
(Average+SD) 218+ 171 45.8+ 29.8 26.1+23.2
median (lower-upper limit) 21 (2-64) 35(22-95) 20.5 (2-120)

DISCUSSION

In developing countries, a total of 23% of pediatric age
group patients are treated as outpatients and a total of
29-38% hospitalized pediatric age group patients are
diagnosed with pneumonia (5). According to 2002 data
from Turkish Toraks Association, the LRTI frequency in
Turkey in between 0-1 ages is 30-35% (5). In our study,
a large part of our patients was constituted of patients
under the age of 12 months. In parallel to previous
publications, our research found a relation between the
underage, especially under the age of 12 months, and
the higher hospitalization rates (6).

In our study, the most frequent complaints, in descending
order by frequency, were cough (81.3%), respiratory
distress (63.7%), and nasal congestion (58.7%). The most
frequent symptom detected in our study was fever

(which is in parallel with the literature). However, the
frequency of tachypnea in our study was higher than in
the literature (7-9).

In our study, among a total of 150 patients, rales was
detected in 99 patients (66%); tachypnea in 123 patients
(82%); rhonchus in 109 patients (72.7%), and chest
wall retraction in 103 of patients (68.7%). According to
previous studies, abnormal listening was detected in
most of our study (8, 9, 10).

In previous publications, tachypnoea has been reported
in 50-80% of radiologically confirmed cases of childhood
LRTI (11). The sensitivity of tachypnea existence in
indicating pneumonia is 50-81%, while its selectivity is
54-70% (12,13). On the other hand, the sensitivity of rales
existence for diagnosing pneumonia is 43-76% (14,15).
In a study conducted by Bilkis et al. (16) in 2010, it is
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reported that their sensitivity in indicating pneumonia
for children with both fevers, localized rales, decreased
respiratory sounds, and tachypnea is 93.8%. Similarly,
in our study, the frequency of tachypnea was by the
literature, while the frequency of the rales was higher
than those reported in the literature.

Different methods for determining etiological factors are
employed in such studies in which children hospitalized
with a diagnosis of lower respiratory tract infections are
included. For this reason, the frequency of etiological
factors is reported with different rates. In prospective
studies in which standard diagnostic methods are used,
the factor detection rate of children with LRTI varies
between 42% and 85% (17).

In our study, among 150 patients, at least one bacteria
was found in a nasopharyngeal swap of 106 patients
(70%) and several bacterial factors were found in 55
patients (36.6%) via multiplex PCR method. No factor
was detected in 44 patients (29%) through the multiplex
PCR method. In descending order by frequency,
Haemophilus influenzae in 77 patients (51.3%),
Streptococcus pneumonia in 71 patients (47.3%),
and Chlamydia pneumonia in 8 patients (5.3%) were
detected. In our study, Streptococcus pneumonia is the
most frequent bacterial factor, also in line with many
previous publications (7, 18-24)

No interstitial pneumonia was observed on radiological
examination in 105 patients (70 %), while 38 patients
(25.3 %) had no evidence of pneumonia. However, in
7 patients (4.7%), alveolar pneumonia was detected
radiological. When radiologic findings are analyzed, in
11 patients (7.3%), hyper aeration in 8 patients (5.3%),
hilar enlargement is detected. No pleural effusion and
atelectasis are detected in any patient. In our study,
radiological pneumonia detection rates are higher than
Hazir et al. (25) reported. Virkki et al. (24) determined
22% alveolar changes, 39% interstitial changes, and 39%
combinations of alveolar interstitial changes in their
study. Our study's most consistent radiological finding
in previous publications is interstitial infiltration (24, 26).

When radiological findings of our study are compared
with the factors, interstitial infiltration and hyper
aeration are observed more frequently in patients in
which Haemophilus influenzae is detected. In the past,
in many studies, no finding that proves the existence of
bacterial pneumonia through radiological averages was
determined (24). When Turner et al. (27) radiologically
assessed 37 patients with pneumonia the alveolar
infiltration was observed in 38% of patients with bacterial
pneumonia, while it was kept in 67% of those with
viral pneumonia. Courtoy et al. (28) observed alveolar
infiltration in 67% of 24 patients with viral pneumonia
and 42% of 12 patients with bacterial pneumonia.
There was no difference in the distribution of etiologic
factors between the radiologically confirmed cases of

pneumonia and the groups for which pneumonia was
not detected radiologically (29).

In our study, the procalcitonin and C-reactive proteins
are found in high levels in patients with Haemophilus
influenzae. Madhi et al. (20) also determined that a high
C-reactive protein level alone is more beneficial than a
clinical diagnosis in differentiating bacterial cases of
pneumonia. However, Korppi et al. (29) could not prove
the efficiency of any clinical or radiological data in
determining LRTI etiology.

In our study, Haemophilus influenzae, as a factor
of pneumonia, was detected in 51% of children
vaccinated (98.3%) against type b Haemophilus
influenzae. However, separation of the Haemophilus
influenzae serotype could not be performed. In the
study conducted by Campos et al. (30), it is stated that
the number of type b Haemophilus influenzae invasive
infections is reduced upon effective vaccination yet
that the frequency of diseases of non-type b serotypes
of Haemophilus influenzae is increased as a factor in
otitis media and LRTI.

CONCLUSION

As a result, our study assessed the epidemiological,
clinical, and radiological characteristics and bacterial
factors in children with LRTI diagnosis at the age of 1
month to 5 years. The most frequent bacterial factor was
Streptococcus pneumonia. For patients suspected of LRTI
to start appropriate antibiotic treatment, the diagnosis
must be supported with clinical, laboratory tests and/or
radiological. In our opinion, the multiplex PCR method
must be used in conjunction with acute phase reactants
for laboratory tests. We believe that, regarding this issue,
more advanced-level studies examining both viral and
bacterial factors together are required.
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| ABSTRACT |

Amag: Bu calisma pandemi siirecinde annelerin yasadigi
COVID-19 korkusunun maternal baglanmaya etkilerini
belirlemek amaciyla yapilmistir.

Gere¢ ve Yontem: Tanimlayici ve kesitsel tipteki bu
arastirma 15.03.2022-15.04.2022 tarihleri arasinda bir
devlet hastanesinin kadin dogum servisinde yatan 170
lohusaile ylrittlmustar. Veriler, arastirmacilar tarafindan
olusturulan Kisisel Bilgi Formu, COVID-19 Korku Olcegi
ve Maternal Baglanma Olcegi (MBO) kullanilarak toplan-
mistir.

Bulgular: Arastirma kapsamina alinan lohusalarin
%62,4'U 26-35 yas arasl, %51,8'i lise mezunu, %68,8'i
calismiyor, %47,6's1 asgari Ucretle gecinmektedir. Cok
degiskenli dogrusal regresyon analizine gore; MBO to-
plam puaninin, yas, meslek, gelir durumu ve sosyal
glvence durumunu etkiledigi ve COVID-19 korkusu lzer-
inde anlamli bir yordayicisi oldugu saptanmistir (p<0.05).
MBQ'i toplam puani ile COVID-19 korkusu dlcedi toplam
puani arasinda ¢ok zayif diizeyde, negatif yonli, anlamh
iliski oldugu belirlenmistir (p<0.05).

Sonug: COVID-19'un lohusalarda korku ve anksiyeteyi
artirdigi ve maternal baglanmayi negatif yonde etkiledigi
gorilmektedir. Ozellikle bakimdan primer sorumlu ebe
ve hemsirelerin anksiyeteyi gidermeye yonelik iletisim
becerilerini kullanmasi, maternal baglanmayi gug¢lendi-
recek onerilerde bulunmasi 6nemlidir.

Anahtar Kelimeler: COVID-19 Korkusu, Maternal Bagl-
anma, Lohusa

Aim: This study was conducted to determine the effects
of COVID-19 fear experienced by mothers during the
pandemic on maternal attachment.

Material and Method: This descriptive and cross-sectional
study was conducted between 15.03.2022-15.04.2022
with 170 puerperium hospitalized in the obstetrics and
gynecology department of a state hospital. Data were
collected using the Personal Information Form, COVID-19
Fear Scale and Maternal Attachment Scale (MATS) created
by the researchers.

Results: Among the puerperas included in the study, 62.4%
were between 26-35 years of age, 51.8% were high school
graduates, 68.8% were unemployed, and 47.6% lived on
minimum wage. According to multivariate linear regression
analysis, it was found that the total score of the MATS
affected age, occupation, income status and social security
status and was a significant predictor of fear of COVID-19
(p<0.05). It was determined that there was a very weak,
negative, significant relationship between the total score of
the MATS and the total score of the fear of COVID-19 scale
(p<0.05).

Conclusion: COVID-19 increased fear and anxiety and
negatively affected maternal attachment in puerperium.
It is especially important for midwives and nurses who are
primarily responsible for care to use communication skills
to relieve anxiety and make suggestions to strengthen
maternal attachment

Keywords: Fear of COVID-19, Maternal Attachment,
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GIRIS

Postpartum dénem ebeveynler icin yeni rollerin ortaya
ciktig ve bircok degisikligin ayni anda yasandigi karma-
sik ve farkl bir siirectir. Bu stirecte dnemli unsurlardan
biri olan anne ile bebegin baglanmasi bircok sorunla kar-
silasabilmektedir (1). Baglanma tiirlerinden biri olan ma-
ternal baglanma intrauterin dénemden baslayip, dogum
sonuna kadar siiren, anne ile bebegi arasinda etkilesimi
saglayan baglanma cesididir. Bu donem yiiksek haz ve
benzersiz duygularin yasandigi bir stirectir (2). Maternal
baglanma hayat boyu devam eden kisilik gelisimini ve
sosyal iliskileri etkileyebilen bir kavramdir (3). Maternal
baglanmanin givenli ve etkin olabilmesi icin sadece
bebegin giiven duygusunun artirilmasi degil, annenin
annelik roliine uyumu da 6nemlidir2. Baglanmayi artir-
mak icin dogum sonu ten tene temas, kanguru bakimi ve
dodum sonu ayni odanin paylasilmasi gibi uygulamalar
gereklidir (4). COVID-19 gibi hizli bulasan bir hastaligin
olmasi bu siireci olumsuz etkilemektedir. Bulasi dnlemek
amaciyla COVID-19 doneminde hastaliga yakalanmis,
temasli ya da stipheli anneler ile bebeklerinin farkli oda-
larda kalmasi saglanmistir (5). Boylece anne ile bebegi
arasinda olmasi beklenen maternal baglanma sekteye
ugramis ve emzirme de bu durumdan olumsuz olarak
etkilenmistir (6). izolasyon, mesafe ve rutin islerdeki de-
gisiklikler de kadinlarin destek sistemlerini azaltmis ve
panige neden olmustur. Bu sebeple salginin psikolojik
boyutunun belirlenmesi ve degerlendirilmesi 6nemli-
dir.7 Bebeginden ayri kalan annede anksiyete olusmasi
ve bunu bebege yansimasi da beklenen bir durum olarak
ortaya ¢ikmistir (6). Anne ile bebek baglanmasi kirilgan
bir slirectir ve bu slrecte oldugu icin bu siirecte mey-
dana gelen ayriliklarda 6zellikle bebekte norogelisimsel
bozukluklara neden olabilmektedir (7). Bu sirecin nasil
yonetilecegine dair ¢calismalarin azligi nedeniyle kanita
dayali bilgiler yetersiz kalmaktadir (5).

Maternal baglanmanin gergeklesmesi icin dnemli sorum-
luluklar saghk gruplarindan biri olan ebeler, bu sirecte
meydana gelebilecek sorunlari tanimlamali ve bireysel-
lestirilmis ebelik bakimi ile danismanlik saglamalidir (8).
Maternal baglanmanin etkin olarak saglanabilmesi icin
anne ile bebegin ayni odayi paylagsmasi, bebegin emzi-
rilmesi, ten tene temas gibi uygulamalarin strdirilmesi
gereklidir (9). Bu arastirma postpartum dénemde CO-
VID-19 korkusunun anne-bebek baglanmasina etkisini
belirlemek amaciyla tasarlanmistir.

GEREC VE YONTEM

Arastirmanin Tipi

Bu calisma COVID-19 pandemisinde annelerin yasadigi
korkularin maternal baglanmaya etkilerini belirlemek
amaciyla tanimlayici ve hastane tabanl kesitsel olarak
yapilmistir.

Arastirmanin Evreni ve Orneklemi

Arastirmanin evrenini 15.03.2022-15.04.2022 tarihleri
arasinda bir Devlet Hastanesinin Kadin Dogum Poliklini-
gine basvuran ve Kadin Dogum Servisinde yatan lohu-
salar (N=560) olusturmaktadir. Arastirmanin orneklemi-
ni ise calismaya katilmayr kabul eden 170 lohusa dahil
edilmistir. Arastirmanin 6rnekleminin belirlenmesinde
G*Power 3.1.9.7 programi kullanilmistir (10). Cohen
(1988)'nin orta etki buyukligu onerisi dikkate alinarak
arastirmanin 6rneklemi hesaplanmistir (11,12). Varyans
analizi kullanilarak yapilan hesaplamada orta etki bu-
yukliguinde, gliven araligi %80 ve hata pay1 %5 ile 170
lohusaya ulasiimistir. Arastirma sonunda yapilan post-
hoc analize gore etki blyukligu orta etki buyukligun-
de (f2=0,057) %80 glice ulasiimistir. Arastirmanin verileri
yuz-ylize gorusulerek elde edilmistir.

Arastirmanin bagimli degiskenleri; maternal baglanma
Olcegi puanlari ve koronaviris korku 6lcedi puanlaridir.
Arastirmanin bagimsiz degiskenleri; lohusalarin sosyode-
mografik dzellikleri, yas, egitim durumu, ¢alisma durumu
vb.

Veri Toplama Araclar

Arastirmacilar tarafindan literatlir taranarak olusturul-
mustur (5,13). Formda sosyodemografik 6zellikleri belir-
lemeye yonelik toplam 12 soru yer almaktadir.

Maternal Baglanma Olcegi (MBO): Kavlak ve Sirin tara-
findan 2009 yilinda yapilmistir. Olcek 26 maddelik dértli
likert tipi olup; Her Zaman “4", Hicbir Zaman “1” olacak
sekilde puanlanmaktadir (14). Maternal duygu ve davra-
nislari 6lgen Slgekten elde edilecek en yiiksek puan 104,
en diisiik puan ise 26'dir. Olcek puanlarinin yiiksek olmasi
maternal baglanmanin yiiksek oldugunu gostermektedir
Olcegin Cronbach’s Alpha Degeri bir aylik bebegi olan lo-
husalarda 0,77, dort aylik bebegi olanlarda 0,82 olarak
belirtilmistir. Arastirmamizda 6l¢ek Cronbach’s Alpha De-
geri 0,81 olarak bulunmustur.

Koronaviriis (COVID-19) Korkusu Olcegi: Bakioglu ve
ark. (2020) tarafindan Turkge gecerlilik guivenilirlik cahs-
masi yapilan 6lcek, tek boyut ve 7 maddeden olusmak-
tadir (15). “Kesinlikle katilmiyorum” ifadesi “Bir” puan,
“Kesinlikle Katiliyorum” ifadesi ise “Bes” puandir. Elde
edilebilecek en diisiik puan 7, en ylksek puan ise 35'tir.
Puan ylkseldikce Koronavirlis korku diizeyinin arttigi
kabul edilmektedir. Olcegin Cronbach’s Alpha Degeri
0.88'dir (16). Arastirmamizda Cronbach’s Alpha Degeri
0.90 olarak bulunmustur.

Arastirmanin Etik Boyutu

Bu calisma icin Tokat Gaziosmanpasa Universitesi Sosyal
ve Beseri Bilimler Etik Kurulu'ndan izni alinmistir (Karar
No: 05-24, Karar Tarihi: 27.01.2022). Arastirma Helsinki
Deklerasyonu kurallarina bagl kalinarak yiritalmistir
ve arastirmaya katilmayi kabul eden lohusalardan bilgi-
lendirilmis onam alinmistir.
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istatistiksel Analizler

Verilerin degerlendirilmesinde SPSS 25.0 istatistik pa-
ket programi kullanilmistir. Verilerin normallik analizi
degerlendirilirken arastirmada kullanilan 6lceklere ait
verilerin hangi dagihmdan geldigini belirlemek icin;
Kolmogorov-smirnov testi istatistik degeri, p dedgeri,
carpiklik ve basiklik katsayilari incelenmis, Tabachnick
ve Fidell'in, (2013) 6nerisi dogrultusunda p dederinin
0,05’ten buyik olmasi veya carpiklik ve basikhk kat-
sayllarinin £2 sinirlari icinde bulunmasi durumunda
verilerin dagiliminin normal sinirlar icerisinde oldugu
kabul edilmistir. Normal dagilim gosteren verilerin
tanimlayici istatistikleri, ortalama, standart sapma ve
yuzde ile hesaplanmis, ortalama farklari ise tek yon-
I varyans analizi (ANOVA), iki ortalama arasindaki
farkin 6nemlilik testi (Independent Sample t test) ile
hesaplanmistir. Olcekler arasi iliskiyi belirlemek icin
korelasyon analizi yapilmistir. Olceklerin degiskenler

Uzerindeki etkisini belirlemek icin ¢coklu regresyon uy-
gulanmistir.

BULGULAR

Arastirma toplam n:170 lohusa ile gerceklestirilmistir.
Arastirma kapsaminda alinan lohusalarin %62,4'tG 26-35
yas arasl, %51,8'i lise mezunu, %68,8'i calismiyor, %47,6'si
asgari tcret almakta ve %87,6'sinin sosyal glivencesi bu-
lunmaktadir. Lohusalarin %82,9'unun herhangi bir kronik
hastaligi bulunmamaktadir (Tablo 1).

Lohusalarin yas ve sosyal glivence durumlarina gére CO-
VID-19 korkusu 6lcegi puanlari arasinda anlamli fark sap-
tanmistir (p<0,005) (Tablo 1). Lohusalarin sigara kullan-
ma ve kronik bir hastaliga sahip olma durumlarina gore
MBO 6lcegi puanlari arasinda anlamli bir fark saptanmis-
tir (p<0,05) (Tablo 1).

Tablo 1. Lohusalarin Kisisel Ozellikleri ile COVID-19 Korkusu Olcegi ile Maternal Baglanma Olgegi Toplam Puanlarinin Karsilasti-

rilmasi (N=170)

COVID-19 Korkusu Olcegi Maternal Baglanma Olcegi

Ozellikler = =
n % X £SS X £SS
Yas
18-25 yas 55 324 13,38+6,12 97,38+5,28
26-35 yas 106 62,3 14,60+5,35 97,62+3,45
36 yas ve Uzeri 9 53 18,77+7,64 95,66+3,74
p<0,05* p>0,05*
Egitim durumu
ilkégretim 39 22,9 14,51+5,71 96,12+5,98
Lise 88 51,8 14,36+6,34 97,75+3,75
Lisans ve tzeri 43 25,3 14,48+4,87 98,00+2,32
p>0,05* p>0,05*
Calisma durumu
Calistyor 53 31,2 13,96+5,83 97,334,722
Calismiyor 117 68,8 15,45+5,73 97,67+2,44
p>0,05%* p>0,05%*
Gelir Durumu
Asqari licretten az 9 53 16,44+4,97 96,88+3,14
Asgari Ucret 81 47,6 14,85+6,32 97,24+5,40
Asgari Ucretten fazla 80 47,1 13,77+5,35 97,70+2,45
p>0,05* p>0,05*
Sosyal glivence
Var 149 87,6 14,42+5,49 97,48+4,21
Yok 21 12,4 14,47+7,96 97,09+3,72
p<0,05** p>0,05**
Sigara kullanimi
Evet 17 10,0 14,52+7,35 97,05+£7,28
Hayir 153 90,0 14,41+5,66 97,48+3,67
p>0,05%* p<0,05%*
Alkol kullanimi
Evet 3 1,8 11,66+8,08 96,33+6,35
Hayir 167 98,2 14,47+5,80 97,46+4,12
p>0,05** p>0,05**
Herhangi bir kronik hastalik varlig
Evet 29 171 14,37+5,70 97,13+£6,51
Hayr 141 82,9 14,43£5,87 97,50+3,49
p>0,05** p<0,05**
TOPLAM 170 100,0

*One Way ANOVA, *Independent Sample t Testi,
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Arastirmada kullanilan 6lceklerin toplam puant ile 6l¢ek-
ler arasindaki iliskinin degerlendirildigi Tablo 2'ye gore
MBQ'i toplam puani ile COVID-19 korkusu &lcegdi toplam
puani arasinda ¢ok zayif diizeyde, negatif yonli, anlamh
iliski oldugu saptanmustir. Bir birim MBO puani arttikca
COVID-19 korkusu puaninin azaldigi tespit edilmistir.

Tablo 2. Maternal Baglanma Ol¢egi Toplam, COVID-19 Korku-

su Olcegi Toplam Puan Korelasyonu
X SS 1 2
97,44 4,14 1

1-MBO toplam

2-COVID-19 korkusu 6lcegi toplam 14,42 5,82 -0,240* 1

Not: p<0,01*, Pearson Korelasyon Analizi kullanilmistir, MBO: Maternal Baglanma Olcegi

Maternal baglanma 6lcegi ile COVID-19 Korkusu 6lcegdi
puanlari arasinda cok zayif diizeyde, negatif yonli, an-
lamliiliski oldugu saptanmistir.

Maternal baglanma 0lcedi Gzerinde etkisi oldugu di-
siintilen degiskenlerin maternal baglanma 6l¢egini ne
sekilde yordadigini ortaya koymak icin yapilan coklu
dogrusal regresyon analizi sonucunda, bu yordayici
degiskenlerin maternal baglanma ile anlaml bir ilis-
ki (R2=0,109) sergiledikleri gorilmustir (F=3,297, p
<0,05). Regresyon katsayilarinin anlamhlik testleri goz
onine alindiginda COVID-19 korkusu dlceginin mater-
nal baglanma Uzerinde anlamli bir yordayici oldugu
saptanmistir (p <0,05) (Tablo 3).

Tablo 3. Maternal Baglanma Ol¢egi Toplam Puani Regresyon

Analizi

Bagimsiz Degiskenler B S.E. p* 95%CL
Lower Upper
COVID-19 6lcegi toplam  -0,181 0,057 0,002 -0,293 -0,069
Yas 0,127 0608 0,835 -1,074 1,327
Egitim durumu 0981 0,531 0,066 -0,067 2,029
Meslek 0,193 0,830 0,816 -1,446 1,832
Gelir durumu -0,335 0,647 0,606 -1,612 0,943
Sosyal glivence varligi -0,033 1,000 0,974 -2,008 1,943
Sigara kullanma durumu 0,152 1,161 0,896 -2,140 2,445
Alkol kullanma durumu 1,806 2,628 0,493 -3,385 6,996
Kronik hastalik varhgi 0,156 0,870 0,858 -1,562 1,874

R2=0,109 F=3,297 p=0,000*

Not: Coklu dogrusal regresyon analizi kullaniimistir.

COVID-19 korkusu olcegi lizerinde etkisi oldugu du-
suinulen degiskenlerin COVID-19 korkusu 6l¢egini ne
sekilde yordadigini ortaya koymak icin yapilan coklu
dogrusal regresyon analizi sonucunda, bu yordayici
degiskenlerin COVID-19 korkusu ile anlamli bir ilis-
ki (R2=0,036) sergiledikleri gorilmustir (F=1,693,
p<0,05). Regresyon katsayilarinin anlamlilik testleri
g6z onune alindiginda ise, maternal baglanma olcegi
toplam puanini, yas, meslek ve gelir durumunun, CO-
VID-19 korkusu uzerinde anlamli bir yordayici oldugu
saptanmistir (p <0,05) (Tablo 4).

Tablo 4. COVID-19 Korkusu Olgegi Toplam Puani Regresyon

Analizi

95% CL

Bagimsiz Degiskenler B S.E. p* —

Lower Upper
g’:zzzri”tz'p?:‘g:a"ma 0331 0,104 0002 -0,536 -0,127
Yas 2,175 0804 0,008 0,588 3,762
Egitim durumu 0,334 0,724 0,646 -1,097 1,764
Meslek 2,569 1,103 0,021 0,390 4,748
Gelir durumu -2,541 0,851 0,003 -4,222 -0,860
Sosyal glivence varligi 0,136 1,352 0920 -2,533 2,806
Sigara kullanma durumu  -1,096 1,566 0485 -4,189 1,997
Alkol kullanma durumu 5,010 3,535 0,158 -1,970 11,991
Kronik hastalik varhg 0913 1,173 0437 -1,404 3,231

R2=0,036 F=1,693 p=0,000*

Not: Coklu dogrusal regresyon analizi kullanilmistir.

TARTISMA

Pandemi déneminde COVID-19 korkusunun maternal
baglanmaya etkisini ortaya koymak amaciyla yapilan
arastirmada, korkunun postpartum donemde maternal
baglanmay: etkiledigi belirlenmistir. Bilinmezlik korkusu
her bireyde endisenin artmasina sebep olan birdurumdur
(17). Pandemi doneminde bilinmezlikle birlikte 6zellikle
lohusalar ciddi anksiyete ve stres yasamisdir (18,19). Ca-
lismamizda COVID-19 élcegi toplam puan X=14,42+5,82
olarak bulunmustur. COVID-19 Korkusu Olcegini kulla-
nan calismalarda annelerin COVID-19 Korkusu Olcegi
puan ortalamalarinin 16,90+4,80 ile 22,72+7,07 degerleri
arasinda oldugu gorilmdustur (20,21). Boz (2022) yaptigi
tez calismasinda COVID-19 korkusu 6lcedi toplam puani-
n1 X=18,97+8,68 olarak hesaplamistir (22). Calismamizda
COVID-19 korkusu 6lgegi toplam puaninin literattirdeki
calismalardan farkli olarak daha diistik oldugu gorilmek-
tedir. Calismanin yapildigi tarihlerin pandeminin son za-
manlarina denk gelmesi bdyle bir sonucun elde edilme-
sine neden olabilir.

Calismamizda lohusalarin yas, meslek ve gelir durumu-
na gore COVID-19 korkusu arasinda anlamli bir fark sap-
tanmistir (Tablo 4). Literatuirdeki calismalarda geliri iyi,
yiksek egitim dlizeyine sahip, annenin calismasi, aile tipi
gibi sosyo-demografik degiskenlerine goére COVID-19
Korkusu Olgegi puanlari arasinda anlamli fark oldugu
gorilmistir (20,21,23). Boz (2022) sosyo-demografik
ozellikler ile COVID-19 korkusu arasinda anlamli bir fark
saptanmadigini belirtmistir (22). Calismamizin sonucu
literatiirle benzer olup 6zellikle yas, ekonomik durum
ve gelir durumu gibi faktorlerin anlamli bir bicimde CO-
VID-19 korkusunu arttirdigi gértilmustir. Calisma sonu-
cumuza gore yas arttikca ve sosyal glivencesi olmadigin-
da COVID-19 korkusunun arttigi gérilmektedir. Bu sonug
yaslanma ve sosyal giivencenin olmamasinin hastaligin
seyrini etkileyecegi ve tedavi kaygisini arttirdigini diistin-
dirmektedir.
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Calisma grubunda Maternal Baglanma Olcegi puani
X=97,44+4 olarak diisik bulunmustur. Pandemi 6én-
cesi maternal baglanmay! inceleyen bir arastirmada
bu oran X=97,92+65,93 olarak yiiksek oldugu gériil-
mustir (22). Pandemide yapilan bir arastirmada Ma-
ternal Baglanma Olcedi puani X=102,47+4,12 olarak
hesaplanmistir (23). Yine pandemide yapilan bagka
bir calismada dogum sonu annelerin toplam Maternal
Baglanma Olcegi puani (X=98.78+7.46) diisiik bulun-
mus ve COVID-19 korkusu ile anlamh bir iliski oldugu
belirlenmistir (24). Bu sonug bize pandeminin mater-
nal baglanmaya olumsuz bir etkisi oldugunu goster-
mektedir.

Calismada COVID-19 korkusu ile maternal baglanma
arasinda negatif yonld, anlamli iliski oldugu saptan-
mistir. Sabanci Baransel ve ark (2021) ¢alismalarinda
maternal baglanmanin pandemi ile birlikte arttigini
belirtmislerdir (1). Kurt ve Celikay Soyler (2022) ca-
lismalarinda pandemide anksiyeteninmaternal bag-
lanmay etkiledigini belirtmisdir (26). Mirzaki ve ark.
(2022) gebelikte COVID-19 kaygisinin anne-bebek
baglanmasini negatif yonde etkiledigini belirlemis-
dir (25). Literattir COVID-19 korkusunun anne-bebek
baglanmasi (zerinde negatif etkisinin olduguna dik-
kat cekmektedir (25,26). Calismamiz literattirle benzer
olup; bu duruma pandemi sirecindeki belirsizliklerin
ve bebegi korumaya cabasinin baglanmayi olumsuz
etkiledigi dustiniilmektedir.

Mevcut sonuclarla birlikte calismanin bazi sinirliliklari
bulunmaktadir. ilk olarak bu calismanin kesitsel olma-
si, nedensellik, etki bakimindan herhangi bir sonucun
belirlenmesini engelledigi gibi prospektif bir kohort
calismasi yapilmasi etki ile nedenlerin ortaya konma-
sinda daha giivenilir sonuclar sunabilirdi. ikinci olarak,
arastirma sadece tek bir ilde yapildigi ve kiguk bir
grubu kapsadigi icin sonuclarin genellestirilmesi ola-
st olmayabilir. Daha genis alani kapsayan calismalara
ihtiyac vardir.

SONUC

COVID-19 korkusu anne-bebek baglanmasini negatif
yonde etkilemektedir. Maternal baglanma 6l¢egdi top-
lam puani, yas, meslek ve gelir durumunun COVID-19
korkusu tzerinde anlaml bir yordayicisi oldugu sap-
tanmistir. COVID-19 lohusalarda korku ve anksiyete
dizeyini artirmaktadir.

COVID-19 gibi pandemilerde maternal baglanma di-
zeyini artirmaya yonelik 6nleyici miidahalelerin uygu-
lanmasi énemlidir. Ozellikle bakimdan primer sorumlu
ebe ve hemsirelerin nitelikli dogum 6ncesi bakim hiz-
metlerini gergeklestirmesi, dogum sonu tene temasi
saglamasi, bebegin bakimina iliskin danismanlik ve
sosyal destek bu siirecin en iyi sekilde atlatilabilmesi
icin 6nemli uygulamalardir.
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