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rijinal makale

Afyon Kocatepe Universitesi, Arastirma ve Uygulama Hastanesinde takip
edilen gebelerde Toksoplazma, Rubella, Sitomegalovirus ve Herpes
Simpleks Virus Tip 2 seroprevalansinin incelenmesi

Investigation seroprevalence of Toxoplasma, Rubella, Cytomegalovirus and
Herpes Simplex Virus Type 2 in pregnant women followed in the Application and
Research Hospital, Afyon Kocatepe University

Merih SIMSEK', Recep KESLI', Cengiz DEMIR', Ozgiil CETINKAYA', Dagistan Tolga ARIOZ>
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Gelis Tarihi : 18.09.2015 Kabul Tarihi : 20.12.2015

Ozet

Amag: Afyon bolgesinde yasayan gebelerde Toxoplasma gondii (TOXO), Rubella ve Cytomegalovirus (CMV) i¢in
IgM ve IgG antikor varlig1 ve IgG avidite diizeyleri ile Herpes simpleks viriis 2 (HSV)’a kars1 IgM ve IG antikor
varliginin retrospektif olarak incelenmesi ve seroprevalanslarinin belirlenmesi amaglanmistir.

Yontem ve Geregler: Bu galismaya Afyon Kocatepe Universitesi Tip Fakiiltesi Hastanesinde takip edilen gebe
kadinlarin serumlarinda Toksoplazma, Rubella ve CMV’a kars1 IgG ve IgM antikor varligi Enzyme Immunoassay
(EIA) metodu ile (VIDAS,Biomerieux /France) ¢alisilmigtir. HSV Tip 2 antikorlarina EIA metodu ile (MiniVIDAS
Biomerieux /France) bakilmistir. Ayrica, CMV IgG avidite testi VIDAS / Biomerieux France, TOXO IgG avidite
testi VIDAS/ Biomerieux SA/69280 France, RUB IgG avidite testi ise Dia.Pro Diagnostic Bioprobes Srl./Via G. Italy
ile calisilmistir.

Bulgular: Toplam 1284 gebe kadinin serum 6rneginde Toksoplazma IgG, Rubella IgG, CMV IgG ve HSV Tip 2 IgG
seropozitifligi sirastyla; % 23.4, % 94.5, % 96.0 ve % 7.0 olarak bulunmustur. Toksoplazma, rubella, sitomegalovirus
ve HSV-2’ye kars1 IgM seropozitiflik oranlar1 ise sirastyla % 1.5, % 2.5, % 2.3, ve % 1.7 olarak belirlenmistir.
Caligmaya alinan gebe kadmlarin yas, gravide ve parite sayilar1 degerlendirildiginde yas ortalamasi 29.6+7.65 (16-
45), gebelik sayisi ortalamasi 2.18+0.33 (1-6), dogum sayis1 ortalamasi ise 1.2+0.78 (0-5), olarak hesaplanmustir.

Sonug: Afyon ili ve ¢evresinde yasayan gebelerde toksoplazma, rubella, sitomegolvirus ve herpes tip 2 viruslari igin
bulunan seropozitiflik oranlar1 iilkemizde daha 6nce belirlenmis oranlarla genel olarak uyumludur. Test sonuglarina
gore en yiiksek seropozitiflik orani rubella, en yiiksek seronegatiflik orani ise Toxoplasma gondii i¢in bulunmustur.
Bu taramalarin gebelerde sadece IgM takibi seklinde gerceklestirilmesi 6nerilebilir. Ancak konjenital enfeksiyonlarin
ciddi sonucglar dogurabilmeleri nedeniyle tiim gebeliklerde bu taramalarin yapilmasi riskli dogumlarin vakit
gecirilmeden sonlandirilmasi agisindan bilylik dnem tasimaktadir. CMV seropozitifliginin yiiksek bulunmus olmasi
bolgede diisiik sosyoekonomik diizeyi isaret etmektedir. HSV-2 igin daha onceki ¢alisma sonuglarina gore daha
diisiik bir seropozitiflik oran1 belirlenmistir.

Anahtar Kelimeler: Gebelik, Toksoplazmozis, Rubella, Cytomegalovirus, Herpes simpleks viriis 2.
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Investigation seroprevalence of Toxoplasma, Rubella, Cytomegalovirus and Herpes Simplex Virus Type
2 in pregnant women followed in the Application and Research Hospital, Afyon Kocatepe University

ABSTRACT

Aim: To determine seroprevalence and presence of IgM and IgG antibodies and IgG avidity levels for Toxoplasma
gondii, Cytomegalovirus (CMV), Rubella, Herpes simpleks virus (HSV) 2 and presence of IgM and IgG antibodies
against Herpes simplex virus in pregnant women who live in Afyon region.

Material and Methods: Toxoplasma gondii IgG- IgM, Cytomegalovirus (CMV)IgG-IgM, Rubella IgG-IgM
Herpes simpleks virus2 IgG-IgM antibodies in serum of one 1284 pregnant women who followed by Afyon
Kocatepe University medical faculty hospital were detected by Enzyme Immunoassay (EIA) method using VIDAS
(Biomerieux / France). HSV type 2 antibodies were detected by EIA method using MiniVIDAS (Biomerieux /France).
In addition, CMV IgG avidity tests were measured using VIDAS / Biomerieux France, TOXO IgG avidity tests
were measured using VIDAS/ Biomerieux SA/69280 France, RUB IgG avidity tests were measured using Dia.Pro
Diagnostic Bioprobes Srl./Via G. Italy.

Results: SSeropozitivity of toxoplasma IgG, rubella IgG, CMV IgG, HSV type 2 IgG were detected % 23.4, % 94.5,
% 96.0 ve % 7.0 respectively. Seropozitivity of toxoplasma IgM, rubella IgM, CMV IgM, HSV type 2 IgM were
detected % 1.5, % 2.5, % 2.3, ve % 1.7 respectively. Furthermore, the values of age, gravida and parity of the pregnant
women in the study were calculated as 29.6+7.65 (16-45), 2.18+0.33 (1-6), 1.2+0.78 (0-5) respectively.

Conclusion: In this study, TORCH group seropositivity rates are similar Turkey data in pregnant women living
in Afyon and around. According to test results, the highest seropositivity rate was found for rubella. The highest
seronegativity rate was found to Toxoplasma gondii. IgM follow-up is only advisable for high risk pregnancies due
to economic reasons.

However, making these screening in pregnancy has a great importance in terms of ending the risky birth. CMV
seropositivity was found to be quite high. This status indicates low socioeconomic level in the region. The low

seropositivity rates of HSV-2 is an indicator that polygamy is low in region.

Key words: Pregnancy, Toxoplasmosis, Rubella, Cytomegalovirus, Herpes simpleks virus 2.

Giris

Az gelismis ve gelismekte olan iilkelerde TORCH
etkenleri perinatal morbidite ve mortalitenin en
onemli nedenlerindendir. Gebelikte akut yada latent
enfeksiyonun aktive olmasi ile gegirilen Toksoplazma,
rubella virus, sitomegalovirus ve herpes simplex viriis-2
enfeksiyonlarinin  sonunda konjenital enfeksiyonlar
ortaya c¢ikmaktadir. Bu etkenler plasentayr gecerek
fetusuda enfekte etmektedirler (1,2,3). Bu enfeksiyonlar
abortus, intrauterin 6liim, diisiik agirlikli doguma neden
olabilmektedir. Ayrica bu konjenital enfeksiyonlar
yenidoganda gelisme geriligi, hidrosefali, mikrosefali,
serebral kalsifikasyon, korioretinit, mikroftalmi, sarilik,
hepatosplenomegali gibi agir tablolara ve konjenital
anomalilere neden olmaktadirlar (1,4). TORCH grubunda
yer alan enfeksiyonlar her yas grubunda ve siklikla
asemptomatik olarak goriilebilen enfeksiyonlardir (5).
Fetiisiin enfeksiyondan etkilenme derecesi, enfeksiyonun
meydana gelis zamanina, mikroorganizmanin miktarina
ve cinsine bagli olarak degismektedir. Enfeksiyon tanisi
daha cok ozgiil IgG ve IgM antikorlarmin genellikle
serolojik yoOntemlerle saptanmasina dayanmaktadir (6).

2 = ORTADOGU TIP DERGISi 8 (1): 1-6 2016

Ancak, IgM’in serumda bulunma siiresi degiskenlik
gostermektedir. Bu nedenle, IgM tiiri antikorlarin
serumda gosterilmesi primer enfeksiyon, reenfeksiyon ya
da reaktivasyon tanimi i¢in yetersiz kalabilmektedir (7).
Bu ayrim gebelik sonlandirilma karari i¢in ¢ok 6nemlidir.
Bu problemi ¢ézmeye yonelik uygulanan avidite testleri,
yakin zamanda gecirilmis veya eski bir enfeksiyonun
ayrimint saglayabilmektedir. Gebelik dncesi veya erken
gebelik doneminde bu tarama testlerinin yapilmasi yliksek
maliyetleri nedeniyle tartisma konusu olmaya devam
etmektedir. Bu nedenle enfeksiyon ajanlarina ait 6zellikle
bolgesel seroprevalansin bilinmesi, rutin taramanin yapilip
yapilmayacagina karar vermek i¢in 6nem tagimaktadir. Bu
retrospektif degerlendirmede bolgemizde gebe kadinlarda
TORCH grubu etkenlere karsi antikorlarin bulunma
sikligimin incelenerek bu etkenlere bagl enfeksiyonlarin
seroprevalansinin ~ ve  intrauterin  enfeksiyon risk
diizeylerinin belirlenmesi amaglanmistir (3,8).

Yontem ve Geregler

Bu calismada, 01.0cak.2012 ile 31.Aralik.2014 tarihleri
arasindaki ii¢ y1llik siire iginde Afyon Kocatepe Universitesi
Uygulama ve Arastirma Hastanesi Kadin Hastaliklar1 ve



Afyon Kocatepe Universitesi, Arastirma ve Uygulama Hastanesinde takip edilen gebelerde Tok-
soplazma, Rubella, Sitomegalovirus ve Herpes Simpleks Virus Tip 2 seroprevalansinin incelenmesi

Dogum Poliklinigine gebelik takibi nedeniyle basvuran ve
TORCH etkenleri agisindan serolojik inceleme yapilmig 16-
45 yas arasi 1284 gebe kadinin verileri degerlendirilmistir.
Gebe kadinlardan alinan vendz kan orneklerinden ayrilan
serumlarda Toxoplasma gondii, Rubella, CMV ve Herpes
Simpleks virus Tip 2’ye kars1 [gM ve IgG antikor varligi ile
Toxoplasma gondii, Rubella, CMV IgG avidite test sonuglari
retrospektif olarak incelenmis ayrica gebe kadinlarin yaslari,
gravide ve parite sayilar1 gdzden gegirilmistir.

Bu calismada 1020 Toksoplazma IgM, 1091 Toksoplazma
IgG, 72 Toksoplazma IgG avidite, 1112 Rubella IgM, 1076
Rubella IgG, 53 Rubella IgG avidite, 1284 CMV IgM,
1048 CMV IgG, 84 CMV IgG avidite, 822 HSV Tip 2 Ig
M ve 719 HSV Tip 2 IgG test sonucu degerlendirilmistir.
Kan Ornegi birden fazla olan hastalarda ilk test
degerlendirmeye alinmistir. Gebe kadinlarin serumlarinda
Toksoplazma, Rubella ve CMV’ye karst IgG ve IgM
antikor varligi Enzyme Immunoassay (EIA) metodu ile
(VIDAS,Biomerieux /France) calisilmigtir. HSV Tip 2
antikorlarina EIA metodu ile (MiniVIDAS Biomerieux /
France) bakilmistir. CMV IgG avidite testi VIDAS/IL
Biomerieux France, TOXO IgG avidite testi VIDAS/
Biomerieux SA/69280 France, RUB IgG avidite testi
ise Dia.Pro Diagnostic Bioprobes Srl./Via G. Italy ile
caligilmistir. Testler kit iiretici firma talimatlarina gore
yapilmis ve sonuglandirilmistir.

Arastirmada, istatistiksel analiz SPSS 18.0 for Windows
programi yardimiyla yapilmustir.

Bulgular

Calismaya alinan gebelerin yag ortalamasi, gebelik
sayis1 ortalamasi ve parite ortalama degerleri Tablo 1.’de
gosterilmistir.

Tablo 1. Gebe kadinlarin Yas, Gravide ve Parite ortalamalari

Ort£SS Min Max
Yas 29.6£7.65 16 45
Gravide 2.184+0.33 1
Parite 1.2+0.78 0 5

Ortalama+Standart sapma

Caligmaya dahil edilen gebelerde Toksoplazma IgM igin
% 1.5 (16/1020), Toksoplazma IgG i¢in % 23.4 (256/1091)
Rubella IgM i¢in % 2.5 (28/1112), Rubella IgG icin % 94.5
(1017/1076), Sitomegaloviriis IgM i¢in % 2.3 (30/1284),
Sitomegalovirus IgG igin % 96.0 (1006/1048), HSV-2 IgM
icin % 1.7 (14/822) ve HSV-2 IgG iginde % 7.0 (50/719)
oranlarda seropozitiflik belirlenmistir. Bu veriler Tablo 2.’
de gosterilmistir.

Tablo 2. Gebe Kadinlarda Toksoplazma, Rubella, CMV ve
HSV-2 igin Seropozitiflik oranlart (%)

Testler Pozitif Negatif |Ara deger Toplam Test
n (%) n (%) n (%) Sayis1 n
TOXO IgM | 16 (1.5) 989 (97.0) | 15(1.4) 1020
TOXO IgG | 256(23.4) | 825(75.6) | 10(0.9) 1091
RUB IgM 28(2.5) |1040(93.5)| 44(3.9) 1112
RUB IgG | 1017(94.5)| 45(4.1) 14(1.3) 1076
CMV IgM 30(2.3) 1 1204(93.7)| 50(3.9) 1284
CMV IgG |1006(96.0)| 25(2.4) 16(1.5) 1048
HSV2 IgM 14(1.7) | 788(96.0) | 20(2.4) 822
HSV2 IgG 50(7.0) | 658(91.5) | 11(1.5) 719

Toplam 11 IgM pozitif bulunan olgunun 8’inde yiiksek,
3’iinde ise diisiik avidite degeri bulunurken, 16 Rubella
IgM pozitif olgunun 12’sinde yiiksek, 2’sinde dusiik,
2’sinde sinirda ve 11 CMV IgM pozitif olgunun 7’sinde
yiiksek, 3’iinde diisiik ve 1’inde ise sinirda avidite degerleri
bulunmustur. Toksoplazma, rubella ve CMV igin IgM ve
IgG agisindan seropozitiflik bulunan gebelerde belirlenen
avidite test sonuglar1 Tablo 3.’de gosterilmistir.

Tablo 3. Toksoplazma, Rubella ve CMV IgM ve IgG
acisinda seropozitif olan gebe kadilarda belirlenen avidite
test sonuglari

IgG-avidite | Serolojik Patern Etkenler
TOXO | RUB | CMV
n(%) | n(%) | n (%)
Yiiksek avidite | IgG (+) IgM (+) | 8 (73) | 12(75) | 7 (64)
Diisiik avidite | 1gG (+) IgM (+) | 3 (27) | 2(12,5) | 3 (27)
Simir Deger IgG(+) IgM (+) | 0(0) [2(12.5)| 1(9)
avidite.
Tartisma
Fetal enfeksiyon agisindan risk tasiyan kadilar

genellikle gebelik doneminde konjenital enfeksiyon
acisindan seronegatif bulunurlar (9,10,11). Anneden
bebege enfeksiyon gecisi genellikle annenin gebelik
sirasinda enfeksiyon gegirmesiyle meydana gelir. Gebe
kadinlardaki TORCH taramalarinin biitiin bolgeler igin
gerekliligi tartismalidir. Bu kararin verilmesinde o bolgeye
ait seropozitiflik oranlarmin bilinmesi biiyilk 6nem
tagimaktadir (12,13,14,15) .

Bu calismada Afyon ili bolgesinde TORCH etkenleri
icin seropozitiflik oranlar1 IgG ve IgM antikorlart igin
ayri ayr retrospektif olarak degerlendirilmistir. TORCH
grubu enfeksiyon etkenlerinden rubella igin iilkemizin
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farkli bolgelerinde yapilan arastirmalarda (2000-2014)
% 76.6-99.5 arasinda degisen IgG seropozitiflik oranlar
belirlenmistir (12,16,17). Tirkiye genelinde yapilan bu
caligmalarda rubella i¢in akut enfeksiyonu gosteren IgM
seropozitiflik oranlar1 % 0.1 ile % 1.9 arasinda degisen
oranlarda bulunmustur (5,18). Bu calismada, Afyon ili
bolgesinde anti-rubella IgG pozitifligi %94.5, rubella
IgM seropozitifligi ise %2.5 oldugu belirlenmistir. Bu
degerler iilkemizde yapilmis diger galisma sonuglariyla
ortiismektedir. Gebe kadinlarda ¢ok yiiksek anti-rubella
IgG seropozitifligi belirlenmis olmasi bu bolgedeki
gebelerin - kizamikgik enfeksiyonuna kargi bagisiklik
diizeyinin yiiksek oldugunu gostermektedir.

TORCH grubu enfeksiyon etkenlerinden olan toksoplazma
seroprevalansi, kedilerle temas sikligi, bolgenin cografi
ozellikleri, beslenme aligskanliklar1 ve hijyen kosullarina
gore bolgesel farkliliklar gosterir. 2000-2014  yillar
arasinda Tirkiye’de yapilan farkli c¢alismalara gore
anti-toksoplazma IgG pozitifligi %18.3-%60.4 oranlari
arasinda bulunmustur (19,20). Afyon bolgesinde yapilan
bir ¢alismada da gebe kadinlarda % 30.7 oraninda
toksoplazma seropozitifligi belirlenmistir (21). Bu deger,
bu ¢alismada bulunan % 23.5 seropozitiflik degerinden
daha yiiksektir. Ancak iki degerde Tiirkiye ortalamalari
ile uyumludur. Bu sonuglara gore anti-toksoplazma IgG
pozitifliginin 10 y1lda Afyon ili i¢in % 7.2 oraninda azaldig1
sOylenebilir. Bilgiye erisimin giderek kolaylagmasi,
beslenme aliskanliklar1 ve hijyen kosullarr hakkindaki bilgi
diizeylerinin ve bilinglenmenin artmasi belki de hastaliga
yakalanma konusunda insanlar1 daha dikkatli davranmaya
ve etkenle daha az karsilagsmaya yonlendirmis olabilir. Bu
calismada toksoplazma igin yiiksek seronegatiflik (%75.6)
oranlart belirlenmis olmasi bolgede gebe kadinlarin bu
acidan dikkatle izlenmesi gerektigini gostermektedir.

Genellikle primer enfeksiyonu c¢ocukluk déneminde
gegirilen ve viicutta latent kalan sitomegalovirusa
karsi  gelisen  hiimoral  bagisiklik  reenfeksiyon
gelisimini engelleyememektedir. Gebelik doneminde
gorlilen reaktivasyonlar sonucunda enfeksiyon fetusa
bulasabilmektedir. Ulkemizde 2002-2014 yillar1 arasinda
yapilan farkli calismalarda CMV IgM seropozitifllik
oranlart % 0.1 ve% 3.2 arasinda degisen degerlerde
bulunmustur (18-22). CMV IgG seropozitifligi ise %80.3
- %100.0 araliklarinda bulunmustur. Bu retrospektif
degerlendirmede CMV IgM seropozitifligi % 2.3, IgG
seropozitifligi ise % 96.0 olarak bulunmustur. Van’da
Parlak ve ark. iki y1l 6nce CMV IgM seropozitifligini %
2.6, Amasya’dan Kiling ve ark.lar1 ise bir y1l dnce bu degeri
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% 2.4 olarak bulmuslardir. Bu bulgularla calismamizda
elde edilen degerler uyumludur (23,24). Bu c¢alismada
elde edilen CMV IgG seropozitiflik oranlar iilkemizde
daha oOnce yapilan calisma sonuglariyla biiylik Olciide
ortiismektedir (5,25,26,27,28).

HSV-2 enfeksiyonunun en ¢ok korkulan sonucu neonatal
herpestir. Neonatal enfeksiyon, genellikle genital herpesli
anneden vajinal yoldan dogum sirasinda bulasir. HSV-2
reenfeksiyon orani gebelerde daha yiiksek olup, gebelik
haftalar1 ile birlikte daha da artmaktadir (29). Duran ve
arkadaslar1 gebelerde % 1 HSV-2 IgG ve %2.9 HSV-2 IgM
seropozitifligi bulmuslardir(5). Ozdemir ve arkadaslari
HSV-2 IgM ve IgG seropozitifligini %1.4 ve %8.2 olarak
belirlemiglerdir (30). Cengiz ve arkadaglart HSV-2 IgG
seropozitifligini %62.5, HSV-2 1gM seropozitifligini ise
%11.5 olarak bulmuslardir (31). Arseven ve ark. gebe
kadinlarda HSV-2 IgG seropozitifligini % 42.23, 1gM
seropozitifligini ise % 5.41 olarak bulmuslardir (32).
Bu calismada HSV-2 IgG seropozitifligi %7.0, IgM
seropozitifligi ise %1.7 olarak bulundu. Buldugumuz
bu degerler diger arastiricilarin elde ettigi degerlerden
genel olarak daha disiiktiir. Farklt bolgelerde yapilan
caligmalarda farkli sonuglar alinabilmektedir. Buldugumuz
degerlere gore Afyon Ilinde HSV-2 seroprevalansinin
diger bolgelere gore daha diislik oldugu soylenebilir.

IgG avidite testleri, mevcut veya yakin zamanda
gecirilmis enfeksiyonun eski enfeksiyondan ayrimim
saglamaktadir. Diigiik avidite her zaman yeni kazanilmig
bir enfeksiyonu i¢in kesin kanit degildir. Ama yiiksek
avidite her zaman eski enfeksiyon icin kanit kabul edilir
(33,34,35). Bu degerlendirmede toksoplazma, rubella ve
CMV enfeksiyonlari agisindan IgG ve IgM pozitif bulunan
az sayidaki gebede avidite testi yapildigir goriilmiistiir.
Avidite testi uygulanan gebelerde toksoplazma igin % 73,
rubella i¢in % 75 ve CMV ig¢inde % 64 oranlarinda yiiksek
avidite saptanmis ve bu gebelerdeki enfeksiyonlarm yeni
enfeksiyon olmadigi anlasilmistir. Avidite testlerinin
sinirlt sayida yapilmis olmasi sonuglar hakkinda yorum
yapilmasini  zorlastirmaktadir. Ziver ve arkadaglarn
daha ¢ok sayida gebe ile yaptiklari avidite testlerinde
toksoplazma igin % 60, rubella i¢in % 85 ve CMYV iginde
% 72.5 oranlarinda yiiksek avidite indeksi belirlemislerdir.
Elde ettikleri sonuglar bu calisma sonuglari ile benzerdir.
Maliyet arttiric1 olsa da gebelerden TORCH etkenleri
icin serolojik testler istenirken IgG avidite testlerinin
de istenmesinin gebeligin izlenmesi agisindan yarar
saglayacagi disiiniilmektedir(7).

Bu calisma verilerine gore, Afyon ilindeki gebelerin %
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4.1°1 rubella, % 2.4’ CMV, % 75.6’s1 toksoplazma, i¢in
seronegatif bulunmustur. Bu seronegatif olgular konjenital
enfeksiyon acisindan risk tagimaktadir. Rubella agisindan
bu riskin azaltilmasinda asilamanin 6nemi biiylik olup
gebelik Oncesi ve dogum sonrasi ast uygulamasi ile
konjenital rubella riski ortadan kaldirilabilir. Gebelerde
CMV enfeksiyon riski genellikle yiliksek degildir. Fakat,
bolgesel farkliliklar goriilebilir. Bu calismada elde edilen
diisiik toksoplazma seropozitiflik oranlarina gore gebe
kadinlarin ¢ogu gebelikleri esnasinda bu enfeksiyona
yakalanma riskini tasimaktadirlar.

Sonug olarak, Afyon bolgesinde gebe kadinlarda saptanan
toksoplazma, rubella, CMV ve HSV-2 seroprevalans
degerlerinin iilkemizde ki diger bolgelerle benzer oldugu,
ozellikle rubella ve CMV agisindan yiiksek seropozitiflik
bulundugu ve bu nedenle bu iki etken agisindan
toplumda yiiksek oranda bir bagisiklik diizeyi oldugu
anlagilmaktadir. Rubella i¢in uygulanan as1 programi
ve sitomegalovirus enfeksiyonun ¢ocukluk c¢aginda
kolay kazanilip latent kalmasi bu yiiksek seropozitiflikte
etkili olmaktadir. Bolgemizde HSV-2 ve toksoplazma
seropozitifligi ise diigiik bulunmustur. Toksoplazma
seropozitifligi bolgelere gore degisiklik gdsterebilmektedir.
HSV-2 seropozitifliginin cinsel ¢ok partnerli cinsel
yasamla ilgisi oldugu bilinmektedir. Bolgemizde bu
anlamda cinsel etige uyuldugu disiiniilebilir. Konjenital
enfeksiyonlarin onlenebilmesi {ilke ve birey agisindan
biliyliik 6nem tasimaktadir. Halen iilkemizde konjenital
anomalilerle dogan bebeklerin oldugu bilinmektedir.
Boyle sorunlarin dnlenmesi ailelerin biiyiik acilardan,
iilkenin de agir ekonomik kayiplardan kurtulmasina katk1
saglayacaktir. TORCH etkenleri agisindan gebelik dncesi
ve gebelik sirasinda kadinlarda IgM ve IgG nin eszamanl
bakilmalidir. Her ikisinin de bulunmasi durumunda IgG
avidite testi yapilmalidir (7). TORCH etkenleri konusunda
toplumsal duyarliligin siirdiiriilmesi ve bu enfeksiyonlarin
onlenmesi gerekmektedir. TORCH grubu enfeksiyonlar
konusunda korunma ve tedavi yontemleri hakkinda
halkin bilinglenmesini ve bilgi sahibi olmasini saglayacak
egitim programlarinin planlanmasi 6zellikle gebelerin ve
halkin diizenli olarak halkin bu konuda aydinlatilmasi
daha saglikli ve yasam kalitesi daha yiiksek bir toplum
olusturulmasi agisindan biiyiik yarar saglayacaktir(36).
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ABSTRACT

Aim: The aim of the present study was to compare the seroprevalence of pandemic HIN1 IgG antibodies between
health care workers and patients presenting with upper airway symptoms suggestive of HIN1 influenza infection who
are admitted to the outpatient clinics during pandemic HIN1 influenza infection.

Material and Methods: The present study comprised 82 subjects unvaccinated with influenza A (HINI)
vaccination, including 53 health care workers (33 females, 20 males, 15 doctors; median age: 38 years), 16 nurses
(median age: 26.5 years), 22 auxiliary health care workers (median age: 32 years), and 29 outpatients (14 females, 15
males; median age: 38 years). The presence of symptoms suggestive of pandemic influenza infection was questioned
in the health care providers and outpatients. Serum HIN1 IgG antibody levels were determined in the health care
workers and outpatients using the ELISA method. The statistical analyses were performed using the SPSS software
package. ANOVA (analysis of variance) was used to evaluate the significance of difference between the groups, and
the Kruskal-Wallis test was used to evaluate the significance of difference in terms of median values. The nominal
variables were analyzed using Pearson’s chi-square test or Fisher’s exact test. A p value of < 0.05 was considered
statistically significant.

Results: The seroprevalence of HIN1 IgG antibody positivity for health care workers and outpatients were %43.3
and %6.9, respectively.

HINI IgG antibody seropositivity did not show a significant relation with gender and mean age (p=0.87 and p=0.657,
respectively). There was a statistically significant difference between health care workers and outpatients in terms of
HINT1 IgG antibody seropositivity (p<0.001). The prevalence of HIN1 IgG antibody seropositivity was significantly
higher in health care providers compared to outpatients.

The intra-group comparison of health care workers shows a significant difference in terms of HIN1 IgG antibody
positivity. The prevalence of HIN1 IgG antibody positivity among the doctors was higher compared to nurses and
auxiliary health care workers (p<0.001).

Conclusion: Exposure to the HIN1 virus and the prevalence of the HIN1 antibody positivity among health care
workers during pandemic influenza infection was higher compared to outpatients presenting with upper airway
symptoms suggestive of an influenza infection. Therefore, health care workers who are at risk of acquiring influenza
influenza infection encouraged through training about immunization.

Key words: Healht care workers, outpatients, HIN1, seroprevalance, IgG, ELISA
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Ozet

Amac: Pandemik influenza déneminde saglik galiganlarinda HIN1 influenza viriisii IgG antikor sikligimm HIN1
doneminde iist solunum yolu semptomlari ile miiracat eden ve olast pandemik HIN1 enfeksiyonu olan poliklinik
hastalart ile karsilastirilmast idi.

Gereg ve Yontemler: Calismaya 53 saglik personeli [ 15 doktor (, 16 hemgire , 22 yardimci saglik personeli ile
29 poliklinik hastas1 olmak iizere influenza A (HIN1) asis1 uygulanmamis 82 kisi dahil edildi. Saglik ¢alisanlarinda
ve poliklinik hastalarmda influenzaya yonelik semptomlarin varligi sorgulandi. Saglik personeli ve hasta grubunda
HINI1 IgG antikor diizeyleri ELISA yontemiyle belirlendi. Istatistiksel analizler SPSS programinda yapildi. p<0,05
icin sonuglar istatistiksel olarak anlamli kabul edildi.

Bulgular: Saglik ¢alisanlarinda ve poliklinik hastalarimda HIN1 IgG antikor pozitiflik oranlar sirasiyla; %43.3 ve
%6.9 idi. HIN1 IgG antikor pozitifligi agisindan cinsiyete ve yas ortalamasi agisindan anlamli farklilik saptanmadi (
p degerleri sirastyla cinsiyet i¢in p: 0.87, yas ortalamasi i¢in p: 0.657) HIN1 IgG antikor pozitifligi a¢isindan saglik
personeli ile poliklinik hastalari arasinda istatistiksel olarak anlamli farklilik vardi ( p< 0.001). Saglik ¢alisanlarinda
HINI IgG antikor poizitifligi orant poliklinik hastalarindan daha yiiksekti. Saglik calisanlar1 kendi arasmda
karsilastirildiginda HIN1 IgG antikor pozitifligi agisindan farklilik saptandi. Doktorlarda HIN1 IgG antikor pozitifligi
orani, hemsire ve saglik personelinden daha ytiksekti.

Sonug: Saglik ¢alisanlarinda pandemik influenza déneminde HINT ile karsilasma siklig1 ve antikor pozitifligi orani,
influenza ile uyumlu st solunum yolu semptomlar1 olan poliklinik hastalarindan daha yiiksekti. Saglik ¢alisanlart
influenza enfeksiyonu agisindan risk grubundadir bu nedenle saglik calisanlari asilama konusunda egitim verilerek

tesvik edilmelidir.

Anahtar Kelimeler: Saglik ¢alisanlari, poliklinik hastalari, HIN1, seroprevalans, IgG, ELISA

Introduction

Pandemic influenza A ( HIN1) virus with commonly used
alias was first seen in Mexico in April 2009 and it spread
throughout the world. The World Health Organization
(WHO) raised influenza A ( HINI) pandemic alert
level to 6, caused a great public panic about this virus
infection in the world (1-3). Despite this concern, anxiety
and uncertainty was experienced in the administration
of p HIN1 vaccine developed against the virus all over
the world as well as in our country. Since the healthcare
workers especially became biased against the vaccine,
the vaccination rates among the healthcare workers were
well below the expected in the world and in our country
(1,4-6). However, when the outbreak-related mortality and
morbidity is taken in the consideration, it is a fact that the
side effects of the vaccine can be ignored and this approach
of the medical staff is extremely risky.

According to the Ministry of Health, 207,580 healthcare
workers were vaccinated in the 2009 outbreak in our
country. However the number of healthcare personnel
was 609,900 in 2009 in our country which corresponds to
vaccinated staff numbers of 34% of the total healthcare
personnel (7)

Purpose of this study is to determine the levels of IgG
antibodies againstinfluenza A (HIN1) and epidemiological
data associated with seropositivity in outpatients and
healthcare workers with clinical findings and symptoms
suggestive of influenza A ( HIN1).
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Material and Method

Patient and healthcare worker group: During 2009
influenza A ( HIN1) period, the study included possible
cases with symptoms and clinical findings suggestive
of influenza A ( HINI1) admitted to Infectious Disease
Influenza Outpatient Clinic in Ankara Training and
Research Hospital, 29 outpatients with symptoms and
clinical findings suggestive of the influenza A

( HIN1), and 53 healthcare workers unvaccinated with
influenza A (HIN1) vaccination with the same symptoms
and clinical signs. Consent from patients and ethics
committee approval was obtained for the study. Possible
case was defined with fever above 38 © C degrees (axillary)
or history of fever unexplainable with any other reason,
and presence of at least one of the following complaints:
widespread body pain, sore throat, headache, runny nose,
cough, difficulty breathing.

Outpatients group: Twenty -nine outpatients unvaccinated
with influenza A (HINI1) vaccination with symptoms
and clinical findings suggestive of the influenza A were
included the study.

Demographic characteristics of outpatients and healthcare
personnel are given in Table 1.

Blood samples of outpatients and healthcare personnel
were taken during the period of 4-8 weeks after the
symptoms of HINI started. Voluntary consent form
from patients and healthcare professionals and the ethics
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committee approval for the study from Ankara Hospital
was obtained.

HINI IgG assays in serum samples: Serum samples were
analyzed with influenza A (HIN1) I[gG commercial ELISA
kit (Genzyme VIROTECH, Germany) in accordance with
the manufacturer's recommendations. In the study, IgG
antibody titers of > 11 arbitrary units (AU) was considered
to be positive.

IgG antibody titers of <9 AU was considered as negative, IgG
titers of 9 - 11 AU was considered to be the threshold (8).

Statistical Analysis: Statistical analyzes were recorded in
SPSS program. ANOVA variance analysis was used to
evaluate statistical differences between the groups, where
to Kruskal-Wallis test was used evaluate the differences
in terms of median values. As for the numerical variables,
Pearson's Chi-Square test or Fisher's exact test was
performed. p<0.05 was considered statistically significant.

Results

Influenza A ( HIN1) IgG antibody positivity rates of
healthcare personnel were determined as 73.3% (11/15)
in doctors, 50% (8/16) in nurses, and 16% (4/22) in
auxiliary healthcare staff. The HIN1 IgG positivity rate
in outpatients was 6.9% (2/29). HIN1 IgG seropositivity
rate in entire health care personnel was determined as
43.3% (23/53). This ratio was significantly higher in terms
of statistically than 6.9% rate that found in outpatients
(approximately 7 times).

There was not a significant difference in HINI1 IgG
antibody positivity in terms of gender and mean age (p
values for gender and mean age were p: 0.87 and p: 0.657,
respectively).

HINI IgG antibody positivity rates in healthcare workers
and outpatients are shown in the Table.

Table. HIN1 IgG antibody positivity rates in healthcare
workers and outpatients

HINI HIN1
IgG IgG
Groups Positive (%) Negative (%) | P value
Number Number
Doctor (n: 15) 11 73.3 4 26.7 | p<0.001
Nurse (n:16) 8 50 8 50 | p<0.001
Auxiliary healt-
hcare workers 4 16 18 81.8 | p<0.001
(n: 22)
(Cl’l‘gga)‘“ems 2> 169 27 931 p<0.001
Total (n: 82) 25 30,5 57

Discussion

Clinical signs have a wide spectrum in swine flu, with or
without fever signs ranging from mild viral respiratory tract
infections to exacerbations of underlying clinical picture
can be seen. There is not a specific finding to distinguish
influenza A ( HIN1) from seasonal flu; HINI1 clinical
symptoms are similar to seasonal influenza. Symptoms
such as fever, fatigue, malaise, headache, myalgia, cough,
sore throat are seen. Unlike seasonal influenza, diarrhea,
and vomiting can be seen especially in children. Different
from seasonal influenza, if a patient has leukopenia,
concomitantly relative lymphopenia, / thrombocytopenia
can be also seen (2,3).

Influenza vaccine has the utmost importance in protection
of healthcare personnel during influenza (flu) pandemic
and outbreaks in the winter. In contrast, rates of HIN1
vaccination for both public and healthcare personnel was
found at very low levels during HIN1 pandemic in all over
the world and our country in 2009 (1,4-6)

In a study conducted by Budak et al. (4) in Istanbul,
pandemic influenza A (HIN1) vaccine was administered
to 669 volunteers from a total of 1,185 medical personnel.
When percentages of vaccination that were accepted by
staff analyzed, the rate was found to be 84.3% (291/345)
in physician group, 52.9% (198/374) in nurses group,
and 38.6% (180/466) in auxiliary healthcare personnel.
Personnel were actively tracked for 14 days and 1 year
following the vaccination with passive surveillance based
on reporting. A total of 261 (38.6%) side effects associated
with the vaccine were detected. 62 (9%) of the vaccinated
staff reported only local side effects, where 89 (13.3%)
reported local and systemic reactions. Pain in the site of
the vaccination (17.3%), fatigue (7.6%) and headache
(6.7%) were the most common side effects. None of the
vaccinated personnel has developed life-threatening severe
side effects. As a result, due to the low rate of vaccination
in healthcare personnel, authors came to a conclusion that
preventing prejudice towards the vaccine by advising
and training the healthcare personnel better in case of
an epidemic threatening the public health could raise the
compliance to vaccination.

Ormen et al. (5) 2009 investigated the safety and observed
side effects of the vaccine, and healthcare workers’
opinion about the vaccination after pandemic influenza A (
HINT) vaccination in [zmir Ataturk Training and Research
Hospital. Pandemic influenza vaccination of the hospital
staff was conducted in December 2009 at the location
where the research was done, the rate of vaccination was
observed as 40% (800/2000) in the study. Four months after
vaccination, a survey was conducted about opinions of the
hospital staff who agree to participate in the study (staff
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vaccinated and not vaccinated) regarding vaccination and
the side effects observed after vaccination in vaccinated
group. A total of 332 volunteers participated in the survey;
247 participants (74.4%) were in vaccinated, 85 (25.6%)
of them were in the unvaccinated group. Vaccination rates;
in the older age groups compared to the young adults, in
men compared to women and in patients with children
compared to those without children was found to be
significantly higher.

However, vaccination rates were higher in staff from
non-healthcare professional group (cleaning staff,
administrative staff, etc.) (57.5%) compared to doctors
(%29.1) and nurses (%13.4); and higher in employees of
intensive care unit, emergency service and administrative
department (54.7%) compared to those working in the
internal medicine (22.3%) and surgical clinic (23.1%). It
was observed that "being afraid of the side effects of the
vaccine" (69.4%) and "no confidence in vaccine efficacy”
(56.4%) were the most important reasons for the refusal
to be vaccinated. It was determined that "not to pass on
the disease to one’s family" (60.3%) and "being in the
risk group" (54.3%) were the leading reasons to accept
vaccination. In the vaccinated group, rate of local reactions
observed after vaccination (pain, swelling, redness in
vaccination area) was 43.3% where the rate of systemic
reactions (malaise, fatigue, myalgia, flu-like symptoms
etc.) was determined as 43.7%; there were no vasculitis,
neuritis, encephalomyelitis, Guillain-Barre syndrome, and
serious side effects such as anaphylactic reactions in any
of the case. Study results showed that concerns regarding
safety of the vaccine adversely affect the vaccination

Gurbuz et al. (6) studied the approach of healthcare workers
towards influenza vaccine after 2009 influenza A (HIN1)
pandemic began and causes of rejection were examined. In
the study, a survey was administered to 570 people among
2803 staff working in Diskapi Training and Research
Hospital to determine their approach toward seasonal
influenza vaccine and HIN1 vaccine by sampling using
stratified random sampling method due to the diverseness
of profession and education. While 42.3% of respondents
expressed that they wanted to be vaccinated with seasonal
vaccine, 39.6% of them wanted to be vaccinated with
HINI1 Influenza A (HIN1) vaccine, the percentage of
people who wanted to be vaccinated with both vaccines
was determined as 37.2%. While the most important
causes of the one’s unwillingness to be vaccinated with
seasonal vaccine were not to believe in the necessity of the
vaccine (79.4%) and to prefer other methods of protection
(70.5%); vaccine not being sufficiently tested became
prominent (%83.1) as the cause for unwillingness to be
vaccinated with influenza A ( HIN1) vaccine. The authors
came to the conclusion on there is a need for more training
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activities to persuade hospital staff to be vaccinated with
influenza vaccine.

Pathirana et al. (9) investigated the effectiveness of
the influenza A ( HINI) vaccine containing adjuvant
on healthcare workers in their study in Norway. In the
study, they investigated post-vaccination IgG titers of
15 healthcare workers with low response to vaccine and
25 control group healthcare workers. They detected that
protective hemagglutination inhibition titers were positive
in (> 40) 97% two weeks after the vaccination, but this
was detected as 16% in poor responders and protective
response was not sustained for 90 days in poor responders.

Low IgG levels were reported in poor responders compared
to control group on day 7, while decrease in virus-specific
IgG levels were reported on 21st day. In this study, for
the long-term protection in poor responders, necessity for
booster vaccination with HIN1 was emphasized.

Cifci et al. (10) investigated the frequency of HINI1-Ig G
antibodies in total of 68 healthcare workers including 53
vaccinated and 15 unvaccinated healthcare workers with
the HIN1 vaccine.

In this study, IgG antibody titers were positive in 16 (30%)
of 53 vaccinated healthcare workers (while > 11 arbitrary
units (AU) were detected negative in 17 (32%) and
intermediate values were detected in 20 (37.7%) of them,;
it was positive only in 1 (6.6%) of the 15 unvaccinated
healthcare workers, negative in 11 (73%), and intermediate
values in 3 (20%) of them). There was not a significant
difference detected in antibody positivity in terms of
gender and mean age in unvaccinated and vaccinated
healthcare personnel.

In our study, the rates for HIN1 IgG antibody positivity
in healthcare workers were 73.3% (11/15) in doctors,
50% (8/16) in nurses, 16% (4/22) in auxiliary healthcare
workers. HIN1 IgG positivity rate in outpatients was 6.9%
(2/29). HINI1 IgG seropositivity rate in all healthcare
staff was detected as 43.3% (23/53). This higher rates
were statistically significant than the rate of 6.9% found
in outpatients (approximately 7 times). There was not a
significant difference in HIN1 IgG antibody positivity in
terms of gender and mean age (p values for gender and
mean age were p: 0.87 and p: 0.657, respectively).

This result was in compliance with Cifci ve et al.’s (10)
data. There was a statistically significant difference
between healthcare workers and outpatients in terms
of HIN1 IgG antibody seropositivity (p<0.001). The
prevalence of HIN1 IgG antibody seropositivity was
higher in healthcare workers compared to outpatients.

The intra-group comparison of healthcare workers show
a significant difference in terms of HIN1 IgG antibody
positivity. The prevalence of HIN1 IgG antibody positivity
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among the doctors was higher compared to nurses and
auxiliary health care workers.

As aresult, exposure to the HIN1 virus and the prevalence
of the HIN1 antibody positivity among healthcare workers
during pandemic influenza infection was higher compared
to outpatients presenting with upper airway symptoms and
physical examination findings suggestive of an influenza
infection. Therefore, we believe that healthcare workers
who are at risk of acquiring influenza infection encouraged
through training about immunization.
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3 DiskapiYildinm Beyazit Egitim ve Arastirma Hastanesi Psikiyatri Klinigi- Ankara ~-TURKIYE
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Abstract

Aim: Psychiatric disorders such as anxiety and depression are often associated with diseases that require surgical treat-
ment. Psychiatric disorders negatively affect patient’s compliance to the treatment, quality of life, costs of treatments
and recovery and returning to active life in the early stages. This study aims to determine the anxiety and depression
levels of patients who are intended to undergo surgery for intracranial neoplasm with a benign pathology such as men-
ingiomas and to evaluate the compliance between the surgical treatment with the supportive treatment which is given
to the patients diagnosed with anxiety and depression; and to evaluate the change in the duration of treatment.
Materials and Methods:100 patients who had had surgery due to brain tumor from 2013 to 2015 are included.
Frontal and temporal lobe meningioma are not included in this study to avoid physiological effects of tumors on hu-
man psychology. Beck Anxiety and Depression Scalewas used in patients before the surgery; and after the surgery,
the scale had been repeated within the one-month period. The obtained data were evaluated as percentage statistics.
Results: Anxiety and depression rates of patients included in this study were found higher than those of normal
population.

Conclusion: The most common psychiatric disorders in patients with intracranial neoplasm are depression and
anxiety disorder. There is an increase in these disorders due to physical illnesses. Diagnosing depression and anxiety
on time and taking precautions reduce their negative impacts on recovery. This improves the patients’ quality of life
and speeds up their adaptation period to the treatment.

Keywords: Intracranial neoplasm, anxiety, depression
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Ozet

Amag: Cerrahi tedavi gereken hastaliklara anksiyete ve depresyon gibi psikiyatrik hastaliklar siklikla eslik etmek-
tedir. Psikiyatrik bozukluklar, hastanin tedavi siirecine uyumunu, yasam kalitesini, tedavi maliyetlerini ve erken
donemde iyilesip aktif yasama donmelerini olumsuz etkilemektedir. Bu ¢aligmada temporal ve frontal olmayan me-
nenjiyom tanist alan ve cerrahi planlanan hastalardaki anksiyete ve depresyon diizeylerini saptamak, anksiyete ve
depresyon saptanan hastalara verilen destek tedavileri ile cerrahi tedavi uyumlarinin ve tedavi siiresindeki degisimin
degerlendirilmesi amaglanmistir.

Materyal ve Metot: Bu calismaya 2013-2015 tarihleri arasinda beyin timorii nedeniyle cerrahi planlanan 100
hasta dahil edilmistir. Hastalar cerrahi 6ncesi psikiyatri tarafindan degerlendirilmis, Beck Anksiyete- Depresyon
Olcekleri verilmis ve cerrahi sonrasi bir aylik donem igerisinde dlgekler tekrarlanmistir. Sosyo demografik bilgi for-
mu her hasta i¢in doldurulmustur. 100 adet goniillii birey karsilagtirma gurubu olarak alinmistir. Elde edilen veriler
yiizde istatistik olarak degerlendirilmistir.

Bulgular: Calismaya dahil edilen hastalarda anksiyete ve depresyon oranlar1 normal popiilasyonuna gore yliksek
bulunmustur.
Sonuglar: Menenjiyom tanisi alan hastalarda en sik goriilen psikiyatrik bozukluk anksiyete ve depresyondur. Bu

bozukluklarda fiziksel hastaliga bagl olarak artis gériilmektedir. Anksiyete ve depresyonun zamaninda tespit edile-
rek onlemlerinin alinmasi iyilesme iizerindeki olumsuz etkileri azaltilmigtir. Hastaligin hasta {izerindeki psikolojik

olumsuz etkileri azaltilarak hastanin yasam kalitesi artirilmis ve tedaviye uyum siireci hizlandirilmistir.

Anahtar kelimeler: Beyin tiiméorleri, menenjiyom, anksiyete, depresyon.

Introduction

Being a patient is considered as a life crisis that affects
multiple factors such as biological, psychological, social
and economic scales and results the deterioration of
patients physiological state (1, 2, 3).

In daily life, individuals without health problems take a role
of becoming a patient after encountering with the sudden
illness. In this kind of situation, patients almost always
develop some serious psychological situations (4, 5, 6) such
as fear of death, fear of being dependent on others, fear of
parts of their bodies getting dysfunctional and fear of not
being able to meet the needs financially (4, 7, 8, 9). As a
result of these effects, they depended on a physiological
illness but such emotional reacts such as fear, angry,
agony, mourning against loss of an organ or life, denying
disease or condition, repudiation, helplessness because of
disease and fears remain dependent on others can often be
seen. Under the effects of these reactions, the individuals
often develop psychiatric disorders. These most common
psychiatric disorders are anxiety and depression (8, 9).
Physical illness creates a problem in itself. Pain associated
with the disease and its treatment aggravates the symptoms
of depression and anxiety; and complicates the compliance
and the efficiency of treatment in patients (10).

Depression and anxiety disorders complement to each
other. Depression and anxiety disorders are different, but
people with depression often experience symptoms similar
to those of an anxiety disorder, such as nervousness,
irritability, sleep and concentration problems. Many people

who develop depression have had an anxiety disorder
during their earlier life. There is no evidence of that one
disorder causes the other, but there is a clear evidence
that many people suffer from both disorders (5). These
anxiety symptoms can also be seen in normal individuals.
The incidence is between 5-8% in the general population
(11). However, in individual with physical disorders, these
symptoms occur more often and they affect the patients’
quality of life (4, 5, 12, 13).

Methods and Materials

In this study, 100 patients underlying diagnoses of
meningioma’s and surgical treatment planned in
neurosurgery service from January 2013 to January
2015 were included. To exclude patient with former
psychiatric diagnoses individuals who have previously
psychiatric hospitalizations for any reason or without
willing to work are not included in the study. And also
other psychiatric disorders are excluded in this study not
to affect our judgment on evaluation of patients neuro-
psychological state. The other reason is disorders such as
schizophrenia, obsessive compulsive or bipolar disorder
can easily masquerade depression and anxiety. Frontal and
temporal lobe meningiomas are not included in this study
due to avoid physiological effects of tumors on human
psychology. And last, patient with drug and substance
abuse are exclude from the study for same reason.

Clinical Research Ethics Committee of our hospital approved
this study protocol on 20/09/2013 by the number of 10/35.
All study participants provided written informed consent.
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Socio-demographic information is collected by the patient
history forms (Table 1). Surgery scheduled patients who
were included in the study were evaluated by our psychiatry
clinic with the Beck Anxiety and Depression Scale prior
to surgery (Table 2A, 2B). A month after completing
the treatment, patients were reevaluated with the Beck
Anxiety and Depression Scale by both neurosurgeons and
psychiatrists in our department of neurosurgery. Patients
who are illiterate carefully tested with one of our doctors
by reading and answering questions.

To comparison of the state of anxiety and depression within
the normal population, 100 volunteers with the similar
socio-demographic levels were included in this study. These
100 volunteers are carefully selected from other hospitalized
patients relatives without any known disease.

Results were evaluated between patient and non-patient
groups in similar demographic, cultural and socio-economic
groups. The anxiety and depression status of patients before
the brain tumor treatment and after one-month end of the
period were assessed by a psychiatry clinic.

Table 1: Sociodemographic form for surgery planned
meningioma.

Sociodemographic patients assessment form:
Age:
Gender:
Education Level:
[literate:
Literate:
Primary education:
College:
Job:
Not Work:
Housewife:
Desk staff:
Labor:
Economical situation: (According to the minimum
wage)
Low:
Middle:
High:
Marital status:
Married:
Single:
Divorced:

Table 2A: Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how
much you have been bothered by that symptom during the past month, including today, by circling the number in the

corresponding space in the column next to each symptom.

Not At All | Mildly, it didn’t bother me | Moderately | Severely
Numbness or tingling 0 1 2 3
Feeling hot 0 1 2 3
Wobbliness in legs 0 1 2 3
Unable to relax 0 1 2 3
Fear of worst happening | 0 1 2 3
Dizzy or lightheaded 0 1 2 3
Heart pounding/racing 0 1 2 3
Unsteady 0 1 2 3
Terrified or afraid 0 1 2 3
Nervous 0 1 2 3
Feeling of choking 0 1 2 3
Hands trembling 0 1 2 3
Shaky / unsteady 0 1 2 3
Fear of losing control 0 1 2 3
Difficulty in breathing 0 1 2 3
Fear of dying 0 1 2 3
Scared 0 1 2 3
Indigestion 0 1 2 3
Faint / lightheaded 0 1 2 3
Face flushed 0 1 2 3
Hot/cold sweats 0 1 2 3

Beck Anxiety Scale (This form is used for all the patients who were consulted for all the hospitals).

14 = ORTADOGU MEDICAL JOURNAL 8 (1): 12-19, 2016
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Table 2B: Beck Depression Scale (This formis used for all the
patients who were consulted for all the hospitals).
The Beck Depression Inventory
. Sadness
I do not feel sad.
I feel sad much of the time.
I am sad all of the time.
I am so sad or unhappy that I can’t stand it.

W N — O =

. Pessimism
I am not discouraged about my future.
I feel more discouraged about my future than I used to be.
I do not expect things to work out for me.

W Do = O N

I feel my fortune is hopeless and will get only worse.

. Past Failure
I do not feel like a failure.
I have failed more than I should have.
As I look back I see a lot of failures.
I feel I am a total failure as a person.

W N = O W

Loss of Pleasure

I get as much pleasure as I ever did from the things I enjoy.
I don’t enjoy things as much as I used to.

I get very little pleasure from the things I used to enjoy.

I can’t get any pleasure from the things I used to enjoy.

Guilty Feelings
I don’t feel particularly guilty.
I feel guilty over many things I have done or should have done.
I feel quite guilty most of the time.
I feel guilty most of the time.

. Punishment Feelings
I don’t feel I am being punished.
I feel I may be punished.
I expect to be punished.

W N = O

I feel I am being punished.

Self-Dislike

I feel the same about myself as ever.
I have lost confidence in myself.

I am disappointed in myself.

I dislike myself.

W = O 2

Self-Criticisms

I don’t criticize or blame myself more than usual.
I am more critical of myself than I used to be.

I criticize myself for all of my faults.

I blame myself for everything bad that happens.

9. Suicidal Thoughts or Wishes

0 Idon’t have any thoughts of killing myself.

1 Ihave thoughts of killing myself, but I would not carry them out.
2 I would like to kill myself.

3 I would kill myself if I had the chance.

10. Crying

0 Idon’tcry anymore than I used to.
1 I ecry more than I used to.

2 Tcry over every little thing.

3 I feel like crying, but I can’t.

11. Agitation

0 Iam no more restless or would up than usual.

1 I feel more restless or would up than usual.

2 T am so restless or agitated that it’s hard to stay still.

3 Tamsorestless that I have to keep moving or doing something.

12. Loss of Interest

0 TIhave not lost interest in other people or activities.

1 Tam less interested in other people or things than before.
2 I have lost most of my interest in other people or things.
3 It’s hard to get interested in anything.

13. Indecisiveness

0 Imake decisions about as well as ever.

1 I find it more difficult to make decisions than usual.

2 Thave much greater difficulty in making decisions than usual.
3 I have trouble making any decision.

14. Worthlessness

0 Ido not feel I am worthless.

1 Idon’t consider myself as worthwhile and useful as I used to.
2 I feel more worthless as compared to other people.

3 I feel utterly worthless.

15. Loss of Energy

0 Ihave as much energy as ever.

1 I have less energy than I used to have.

2 Idon’t have enough energy to do very much.
3 Idon’t have enough energy to do anything.

16. Changes in Sleeping Patterns
0 I have not experienced any change in my sleeping pattern.
1 Isleep somewhat more/less than usual.
2 Isleep a lot more/less than usual.
3 Isleep most of the day.
I wake up 1-2 hours early and can’t get back to sleep.

ORTADOGU TIP DERGISI 8 (1):12-19, 2016 = 15



Anxiety and Depression Assessment in Patients With Benign
Intracranial Meningiomas After Tumor Surgery

17. TIrritability

0 I am no more irritable than usual.

1 I am more irritable than usual.

2 I am much more irritable than usual.
3 I amirritable all the time.

18. Changes in Appetite

0 I have not experienced any change in my appetite.
1 My appetite is somewhat greater/lesser than usual.
2 My appetite is much greater/lesser than usual.

3 Icrave food all the time or I have no appetite at all.

19. Concentration Difficulty

0 I can concentrate as well as ever.

1 Ican’t concentrate as well as usual.

2 1It’s hard to keep my mind on anything for very long.
3 Ifind I can’t concentrate on anything.

Results

The demographic data of the patients included in the study
were evaluated with pearson correlation tests according to
their age, sex, education, occupation, marital status and
economic status. (Table 3A, B, C, D, E, F).

Table 3A: Meningioma and control group sex distribution.

Gender  Meningioma group  Control group
Male 50 (fifty) 50 (fifty)
Female 50 (fifty) 50 (fifty)

Table 3B:Meningioma group and control group age
distribution (The age range of control group is selected
according to the meningioma group).

Age groups Meningioma group Control group
10-20 e e

20-30 10 10

30-40 13 13

40-50 35 30

50-60 20 20

60-70 20 20

70-80 2 2

80-90 - e

Table 3C:Meningioma and control group education level.

Education Level Meningioma group Control group

[literate 8 5

Primary Education 25 30
Secondary Education 47 45
College 20 20
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20. Tiredness or Fatigue

0 TIam no more tired or fatigued than usual.

1 I get more tired or fatigued more easily than usual.

2 T am too tired or fatigued to do a lot of the things [ used to do.
3 Tam too tired or fatigued to do most of the things I used to do.

21. Loss of Interest in Sex

0 TIhave not noticed any recent change in my interest in sex.
1 TIam less interested in sex than I used to be.

2 I am much less interested in sex now.

3 Thave lost interest in sex completely.

Table 3D: Meningioma and control group job distribution.

Job Meningioma Control
group group
Not work 5 5
Housewife 25 10
Desk staff 40 55
Labor
(Construction, agriculture, in- 30 30
dustry)

Table 3E: Meningioma and control group economical
situation (economical status are calculated as average
minimum wage on per capita, calculated as minimum
baseline fee per person. This value is the one decelerated
by government every each year).

Economical Situation Meningioma group Control group

Low 10 5
Middle 30 30
High 60 65

Table 3F: Meningioma and control group martial status.

Martial Status Meningioma group  Control group

Single 10 35
Married 65 55
Divorced 25 10

According to Beck Anxiety and Depression Scale
patients’ anxiety and depression levels are 90% positive
in preoperative period (points >35 on this scale considered
as a positive). There was also need for some supportive
treatment of 40% of this group. In 10% of patients there
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were not detected any cases of anxiety and depression.

In the first month assessment after surgery, 95% of the
group with the depression and anxiety symptoms treatment
was successful but 5% of the patients needed further
psychiatric treatment (Table 4).

Within the purpose of comparison, the demographic data
and the results of the Beck Anxiety and Depression Scale
were demonstrated in Table 3 and 4.

Table 4: Anxiety and depression scale patients scheduled
for surgical treatment due to meningioma according to
the results of the evaluation and the comparison group
consisted of healthy individuals.

Pre-operative ~ Pre-operative Group of Group of pa-
Beck Anxiety = meningioma patients not tients given
and depression given any supportive
inventory medication  treatment
Risk group 90 patient 50 patient 40 patient
Found as 10 patient ~  -------  —-mee-
normal
Post-operative ~ Group of pa- The number At the end
first month tients given  of patients of the month
control supportive no lon- the number
treatment ger needs of patients
treatment at  who decided
the end of to continue
month the individu-
al supportive
therapy
90 patient 40 38 2
Control group  Normal Beck Medication  Individual
Anxiety and required by  supportive
depression the Beck therapy
inventory Anxiety and  required by
depression the Beck
inventory Anxiety and
depression
inventory
100 patient 77 - 23

Discussion

Anxiety and depression in patients with physical illnesses
have been reported in common. Anxiety and depression
shown to be together with the rate of 9-40% (14). In the
period prior to surgical treatment anxiety and depression
levels were found in studies at the level of 60- 80% (15,
16,17). The size of surgical procedure and the diagnosis of
disease also affect the physiological rate (18, 19, 20, 21).
Therefore, making studies according to the type of physical
discomfort and surgical risk would be more enlightening.

Anxiety and depression rates in hospitalized patients have been
identified as 9.6 % - 44.6 % (22). In similar studies, these ratios

are found between 19% to 60 (14). In cancer patients 58,3 %,
in diabetes 24 % and in patients with post-stroke neurological
disease this ratio found as 50 % (4, 5, 14, 23).

Nowadays surgical treatments are considered as routine
procedures as a result of developing techniques and
processes. On the other hand, surgeries affect patients as
psychological as it is physical. In general, all human beings
react against diseases as anxiety and fear. It depends on
their knowledge about disease and confidence to team but
still this kind of emotional reacts affects patients healing
process severely (24). The most common psychological
reflection of physical ailments are anxiety and depression
(25, 26). The anxiety levels of the patients are effected by
the lack of sufficient information about the actions to be
taken, the patient's personal characteristics and the type of
surgery to be done. In general situations that cause anxiety
and depression development are fear of unknown, the risk
of organ and tissue lost, the risk of death and anesthesia,
the risk of losing a job, fear of being away from his favorite
surroundings and activities ( 25, 26, 27).

The Crombez et al. study suggests that there is a significant
relationship between physical and inner fear-avoidance
behavior and disability (28, 29). Sions and Higgs, according
to a study on Spanish patients, could not find a significant
relationship between fear-avoidance behavior and disability
(30, 31, 32). Hicks et al stated that the ability of the fear and
avoidance are quite specific for loss (28, 33, 34).

In similar studies the demographic data of patients, it
was found that women more often develop symptoms of
anxiety and depression (15, 18, 35). Likewise in our study,
the risk was higher in the female group (Table 5A).

Table 5A: In patient anxiety and depression at high-risk
sex distribution.

Group of patient given individual suppor- Female Male
tive therapy
40 patient 28 12

In our study, when education levels has been shown,
patients with higher levels of education living mental
problems more frequently (Table 5B). Studies of Couma
at al. and Giiz at al. are support our data (15, 18, 36).While
the level of education increases, patients can better assess
the potential risks and more research about illness that
thought to increase the anxiety level.

Table 5B: In patient anxiety and depression at high-risk
education distribution.

Group of pa- Illiterate Primary Secondary College
tient given Education Education
individual

supportive

therapy

40 patient 6 5 7 22
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In our study patients in low and middle-income economic
group, anxiety and depression levels were higher because
of the concerns to meet economic needs (Table 5C).

Table 5C:In patient anxiety and depression at high-risk
income distribution.

Group of patient given indi- Low Middle High
vidual supportive therapy income income income
40 patient 24 8 8

Conclusion

In hospitalized patients with brain tumors having planned
for surgical treatment anxiety and depression levels are
higher than the normal population. Still it depends on their
socio-economic status and demographic characteristics.
This kind of mental illnesses are adversely affecting
patients’ life expectancy and healing progress (37).

Health stuff'should not evaluate patients with pure psychical
diseases but also they have to consider relationship with
the people and environment of physical illness, changes
in his social life and functionality. They should consider
patients as bio-psychosocial human beings.

Therefore, in order to the need to strengthen patient
adherence to treatment, improve quality of life, return back
to their normal life quickly and reducing treatment costs
we suggest that patient should be evaluated by psychiatrist
before and after surgery.

The results have showed with the aim of improving
quality of life their doctors and psychiatrist should assess
meningioma patients together.
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Abstract

Aim: The aim of this study was to investigate the clinical and hematological findings associated with poor coronary
collateral circulation (CCC) in patients with acute non-ST elevation myocardial infarction (NSTEMI).

Methods: This study included prospectively 224 consecutive patients with NSTEMI admitted to coronary care
unit within 24 hours of symptom onset and had coronary angiography within 48 hours of hospitalization. Coronary
collateral development was graded according to the Cohen-Rentrop method.

Results: Poor (grade 0 and 1) and good (grade 2 and 3) CCC groups consisted of 145 and 79 patients respectively.
Patients with poor CCC had significantly higher WBC count, neutrophil count and neutrophil to lymphocyte ratio
(NLR) compared to those with good CCC (9.01£0.95 vs 7.57+0.35, p<0.001; 7.29+0.81vs 6.00+0.33, p<0.001 and
5.37+1.03 vs 4.31+0.63, p<0.001, respectively). Multivariate logistic regression analyses relived the presence of
diabetes mellitus, WBC count, neutrophil count and NLR as independent positive predictors of poor CCC whereas
age above 70 years old emerged as a negative indicator.

Conclusion: Our study showed that presence of diabetes mellitus, elevated WBC and neutrophil counts and NLR
on admission were independent predictors of poor collateral function in acute NSTEMI, whereas older age emerged
as a negative factor.

Key Words: coronary collateral circulation, non-ST elevation myocardial infarction

Ozet

Amag: Bu calismanin amaci akut non-ST elevasyonlu miyokard infarktiisii (NSTEMI) ge¢irmekte olan hastalarda
kotii koroner koleteral dolagim (KKD) varligiyla iliskili klinik ve hematolojik bulgular1 arastirmaktir.

Metod: Bu ¢alisma prospektif olarak, NSTEMI gecirmekte olan ve semptomlarin baglangicindan itibaren 24 saat
icinde koroner bakim iinitesine basvurmus ve 48 saat iginde koroner anjiyografi yapilan ardisik 224 hastay1 kapsa-
maktadir. Koroner koleteral gelisiminin derecelendirilmesinde Cohen-Rentrop metodu kullanildi.

Bulgular: Kétii (grade 0 ve 1) ve iyi (grade 2 ve 3) KKD gruplar sirasiyla 145 ve 79 hasta icermekteydi. Koti
KKD’I olan hastalar iyi KKD’1 olanlarla karsilastirildiklarinda belirgin derecede yiiksek WBC, nétrofil sayilari
ve notrofil/lenfosit oranina (NLO) sahiptiler (sirasiyla 9.01+0.95 vs 7.57+0.35, p<0.001; 7.29+0.81vs 6.00+0.33,
p<0.001 and 5.37+1.03 vs 4.3140.63, p<0.001). Multivariate lojistik regresyon analizinde, diabetus mellitus varligi,
WBC ve nétrofil sayilari ve NLO kotii KKD’nin bagimsiz positif belirleyicileri olarak goriiliirken, 70 yas {izerinde
olmak negative bir indikator olarak saptandi.

Sonug¢: Calismamiz, akut NSTEM gecirmekte olan hastalarda diabet varlig1, yiiksek WBC ve notrofil diizeyleri ile
artmis NLO’nin kotii koleteral gelisiminin pozitif prediktorleri oldugunu ortaya koymustur.

Anahtar Kelimeler: koroner koleteral dolagim, non-ST elevasyonlu miyokard infarktiisii
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Introduction

Factors influencing the development of coronary collaterals
are still not well identified. The amount of collateralization
differs greatly among patients and is affected my multiple
clinical and biochemical factors. The unproved roles of
age, sex, heart rate and coronary risk factors in collateral
development reported previously may be partly due to the
heterogeneity of study populations and different clinical
conditions. Collateral arteries can reduce infarct size and
risk for post-infarct complications as well as infarct related
mortality in acute myocardial infarction (1, 2). Recent
trends in the incidence of acute myocardial infarction show
that non-ST elevation myocardial infarction (NSTEMI)
have increased by nearly %25 over the past decade while
rates of ST elevation myocardial infarction have decreased
(3). While ST elevation myocardial infarction and
NSTEMI have similar cardiac risk factors, their clinical
presentations and epidemiologic features are distinct and
warrant different management strategies. Thus, identifying
clinical and angiographic features that affect prognosis in
this growing patient population is important. The aim of this
study was to investigate the clinical and laboratory factors
associated with development of poor coronary collateral
circulation (CCC) in patients with acute NSTEMI.

Material and Methods

This study included prospectively 224 consecutive patients
with NSTEMI admitted to coronary care unit within 24
hours of symptom onset and had coronary angiography
within 48 hours of hospitalization. Patients without
significant stenosis (=70%) in at least one of the major
coronary arteries were excluded. Left main coronary artery
narrowing more than 50% was also noted as significant.
We diagnosed NSTEMI in the presence of two following
criteria: (1) an accelerating pattern of or prolonged (lasting
>20 minutes) chest pain or recurrent episodes of angina
either at rest or during minimal exertion within the 48
hours; and (2) increased levels of cardiac isoenzymes
(troponins) above the upper limit of the normal range.
Patients with overt congestive heart failure, history of renal
or hepatic dysfunction, inflammatory rheumatic disease,
recent infection, cancer, pregnancy, any hematological
or immune system disorders were excluded. Those with
a history of coronary artery bypass grafting or stenting
within the prior 3 months were also not included.

Quantitative coronary angiography was performed in all
patients within 48 hours after admission. Interventional
cardiologists decide the revascularization method
according the coronary anatomy. Coronary collateral
grading was performed by two experienced cardiologists
who are not informed of the clinical characteristics of
the study patients. Coronary collateralization was graded

according to the Cohen-Rentrop method (4): grade 0 (no
filling of any collateral vessels); grade 1 (filling of side
branches of the artery to be perfused by collateral vessels
without visualization of the epicardial segment); grade
2 (partial filling of the epicardial segment by collateral
vessels); grade 3 complete filling of the epicardial artery
by collateral vessels). Patients were then divided into two
groups according to their collateral grades; the first group
having poorly developed CCC (grade 0 and 1) and the
second group having well-developed CCC (grade 2 and 3).

In all patients, pharmacological protocol consisted of (1)
unfractionated heparin, initial bolus of 60 U/kg followed
by infusion adjusted to aPTT of 60-80 s fot at least 24 h (in
case of PCI, additional heparin doses were given adjusted
to the activated clotting time (target 200-250 s)); (2) aspirin
initially 300 mg followed by 100-300 mg/d indefinitely;
(3) oral clopidogrel, 600 mg loading dose followed by 75-
150 mg daily for 12 months; and (4) intravenous tirofiban,
initial bolus of 25 microgram/kg followed by continuous
infusion of 0.15 microgram/kg/min for 24 h. Tirofiban
was stopped after coronary angiography in patients
undergoing medical treatment or surgery. For all patients,
follow-up medication included beta-blockers, statins,
angiotensin-converting enzyme inhibitors or angiotensin
II receptor blockers, calcium-blockers, nitrates, etc, at the
investigators’ discretion.

At hospital admission in the emergency room, blood
samples were drawn from the antecubital vein by careful
venipuncture. Hematological parameters measured in
blood collected in dipotassium ethylenediaminetetraacetic
acid (EDTA) containing tubes by flow cytometry in
an automated blood cell counter (Sysmex, XT-2000i)
immediately within 30 minutes after sampling. Neutrophil
to lymphocyte ratio (NLR) was calculated as the mean
value of the ratio of neutrophils to lymphocytes, both
obtained from the same blood sample. Biochemical
markers of myocardial damage, such as troponin and
creatine kinase myocardial band (CK-MB) activity was
measured at hospital admission and every 6 hours for
the first 48 hours. Serum levels of common biochemical
markers such as glucose, creatine, uric acid and lipids were
analyzed by standard methods.

Statistical analysis

Continuous variables were defined as mean + standard
deviation for parametric, and median with minimum
and maximum levels for nonparametric variables. The
categorical variables were shown as numbers of cases
with percentages. Student t-test was used for analysis of
continuous variables that were normally distributed. The
chi-square (x2) test (or Fisher’s Exact test if required
by sample size) was used to compare categorical data.
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The possible factors identified with univariate testing
were further entered into multiple logistic regression
analysis to determine the independent predictors of poor
collateralization. A two tailed P value lower than 0.05 was
considered to be statistically significant. Statistical Package
for Social Sciences (SPSS) version 17.0 (SPSS Inc., Chicago,
[llinois, USA) was used for all statistical calculations.

Results
Univariate analysis

Clinical characteristics and laboratory findings of study
patients at hospital admission were shown in Table 1.
Comparison of these variables in poor and good CCC groups
was also included in this data. This study enrolled a total of
224 patients (146 male and 78 female, mean age, 65+9 years
old). Rentrop collateral grade was distributed as followed
among subjects: 92 (%41.1) with grade 0, 53 (%23.7) with
grade 1, 47 (%21.0) with grade 2 and 32 (%14.3) with
grade 3. Poor and good CCC groups consisted of 145 and
79 patients respectively. There was no difference between
two groups in terms of the presence of hyperlipidemia,
body mass index, medications, left ventricular ejection
fraction and biochemical assessments (serum creatinine,
uric acid, troponin). Poor CCC group included more female
gender and fewer patients above 70 years old compared
to good CCC group (%40.7 vs %24.01, p=0.028 and
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%19.3 vs %43.0, p<0.001 respectively). Hypertension,
diabetes mellitus and smoking were more common in poor
collateralization group compared with good collateralization
(87 vs 24, p<0.001; 71 vs 21, p<0.001 and 94 vs 40, p<0.038
respectively). Among the hematological parameters; red
blood cell, platelet, lymphocyte and monocyte counts and
platelet to lymphocyte ratio did not differ between the two
groups. However patients with poor CCC had significantly
higher WBC count, neutrophil count and NLR compared
to those with good CCC (9.01+0.95 vs 7.57+0.35,
p<0.001; 7.29+0.81vs 6.00+£0.33, p<0.001 and 5.37+1.03
vs 4.31£0.63, p<0.001, respectively). Table 1 also showed
angiographic and procedural characteristics in two groups.
Patients with poor CCC had lower degree of stenosis (% of
luminal diameter) in the culprit vessel compared to those
with good CCC (78.1£8.3 vs 83.6+9.8, p<0.001).

Multivariate analysis

We further entered the possible factors identified in
univariate analysis (age, gender, hypertension, diabetes
mellitus, smoking, WBC count, neutrophil count and
NLR) into logistic regression analysis to determine the
independent predictors of poor collateralization (Table
2). Multivariate testing relived the presence of diabetes
mellitus, WBC count, neutrophil count and NLR as
independent positive predictors of poor CCC whereas age
above 70 years old emerged as a negative indicator.
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Table 1. Clinical and laboratory findings in study patients with poor and good CCC.

All (n=224) Poor CCC (n=145) Good CCC (=79) P
Clinical and Laboratory Findings
Age above 70 years (n,%) 62 (27.7) 28 (19.3) 34 (43.0) <0.001
Female gender (n,%) 78 (34.8) 259 (40.7) 19 (24.01) 0.028
BMI(kg/m2) 32.68+5.58 32.73£5.40 32.65+6.57 0.912
DM (n,%) 92 (41.1) 71 (48.9) 21(26.5) <0.001
Hypertension (n,%) 111 (49.6) 87 (60.0) 24 (30.3) <0.001
Hyperlipidemia (n,%) 94 (42.0) 63 (43.4) 31(39.2) 0.542
Smoking (n,%) 134 (59.8) 94 (64.8) 40 (50.6) 0.038
History of angina pectoris (n,%) 98 (%43.8) 56 (%38.6) 42 (%53.2) 0.13
Left ventricular ejection fraction (%) 51.0+£10.8 50.8+11.5 51.449.6 0.662
Peak troponin I (ng/mL) 6.848.0 6.8 £8.7 6.7+6.5 0.909
Serum creatinine (mg/dl) 1.19£0.5 1.17+0.46 1.2+0.5 0.64
Uric acid (mg/dl) 5.445.1 5.7+6.3 5.1£1.7 0.421
Medications
Aspirin (n,%) 75 (33.5) 45 (32.0) 30 (37.9) 0.453
Statin (n,%) 44 (19.6) 27 (18.6) 17 (21.5) 0.602
Nitrates (n,%) 32 (14.3) 5(10.3) 17 (21.5) 0.82
ACE inhibitors (n,%) 62 (27.7) 42 (28.9) 20(25.3) 0.560
Beta-blockers (n,%) 91 (40.6) 60 (41.3) 31(39.2) 0.755
Angiographic characteristics
Number of diseased vessels 1.7+0.8 1.7+£0.2 1.8+0.4 0.46
Culprit vessel
LM (n,%) 8 (3.6) 7 (4.8) 1 (0.0) 0.559
LAD (n,%) 111 (49.6) 71 (48.9) 40 (50.6)
LCX (n,%) 71 (31.7) 44 (30.3) 27(34.1)
RCA (n,%) 25 (11.2) 18 (12.4) 7 (8.8)
Culprit not clearly identified (n,%) 94) 5(3.4) 4(5.1)
Stenosis of culprit vessel (%) 80.1+£9.2 78.1+£8.3 83.6+£9.8 <0.001
Treatment decision
PCI (n,%) 198 (88.4) 130 (89.6) 75(94.9) 0.519
CABG (n,%) 7(3.1) 6(4.1) 1(1.2)
Conservative (n,%) 12 (5.4) 9(6.2) 33.7)
Rentrop Grade
Rentrop 0 (n,%) 92 (41.1)
Rentrop 1 (n,%) 53 (23.7)
Rentrop 2 (n,%) 47 (21.0)
Rentrop 3 (n,%) 32 (14.3)
Hematological measurements
RBC count (X106/ nuL) 5.20+0.52 5.24+0.51 5.13+0.55 0.139
Platelet count (X103/ uL) 225.42487.52 250.11+£85.44 265.19+90.98 0.219
WBC count (X103/ uL) 8.50+1.05 9.01+0.95 7.57+0.35 <0.001
WBC subtype
Neutrophil (X103/ uL) 6.83+0.92 7.29+0.81 6.00+0.33 <0.001
Lymphocyte (X103/ uL) 1.40+0.24 1.40+0.25 1.42+0.22 0.44
Monocyte (X103/ pL) 0.46+0.20 0.46+0.21 0.45+0.17 0.808
NLR 4.99+1.04 5.37+1.03 4.31+0.63 <0.001
P/L ratio 186.09+69.20 184.18+70.42 189.61+67.21 0.576

CCC, coronary collateral circulation; BMI, body mass index; DM, diabetes mellitus; ACE, angiotensin converting enzyme; RBC, red blood cell;
WBC, white blood cell; NLR, neutrophil to lymphocyte ratio, P/L, platelet to lymphocyte; LM, left main; LAD, left anterior descending; LCX, left
circumflex; RCA, right coronary artery; PCI, percutaneous coronary intervention; CABG, coronary artery bypass graft.
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Table 2. Logistic regression analysis to find the independent predictors of poor collateralization.

95% C.1.for EXP(B)
B S.E. Sig. Exp(B) Lower Upper
Neutrophil (>6.25 X103/ uL) 5279 93,110
NLR (>4.5) 1,400 ,599 ,019 4,056 1,254 13,113
WBC (>7.85 X103/ uL) 2,487 ,691 ,000 12,030 3,106 46,591
Age (>70 years) -1,652 ,621 ,008 ,192 ,057 ,647
Diabetes mellitus 2,757 ,766 ,000 15,748 3,512 70,613
Female ,566 ,568 319 1,761 ,579 5,361
Hypertension ,658 ,546 ,228 1,931 ,662 5,629
Smoking 1,008 ,566 075 2,741 ,903 8,319

B, regression coefficient; CI, confidence interval; NLR, neutrophil to lymphocyte ratio; WBC, white blood cell.

Discussion

Determinants of coronary collateral circulation (CCC) in
human heart are still incompletely identified. Low heart
rate and lack of arterial hypertension were independent
predictors of a well functioning collateral circulation
in healthy individuals (5). There is a high variability in
the degree of coronary collateral formation in patients
with myocardial infarction or significant coronary artery
disease, even when their patterns of coronary lesions are
similar. Angina duration, severity of coronary stenosis,
number of diseased vessels, smoking, lack of exercise,
diabetes mellitus, certain drugs, proximal lesion location
and duration of vessel occlusion were all associated with
poor collateralization (6, 7). Genes encoding pathways
for angiogenesis and inflammatory processes have been
related to collateral formation and deprivation. Some
mediators (such as C-reactive protein (8), uric acid
(9), circulating endothelial progenitor cells (10) etc.)
were investigated but there is no conclusive evidence to
explain a relationship. Collateral circulation can maintain
an alternative blood supply to myocardium jeopardized
by stenosis or occlusion of a coronary vessel. Our study
consists of patients with acute NSTEMI. Some previous
reports showed early evidence of angiographic collateral
vessels in acute ST elevation myocardial infarction and
NSTEMI (11). Angiographically visible collateral vessels
have protective effects in acute setting of infarction
including a reduction in ischemic damage and prevention
of aneurysm formation and fatal arrhythmias (12).
Residual blood flow supplied by collaterals at the time of
acute vessel occlusion is also associated with preserved
myocardial function and positively influenced post infarct
re-modeling (13). Therefore, we considerably interested in
investigating the factors associated with degree of coronary
collateralization in the setting of an acute NSTEMI.

Based on the results of the logistic regression analysis, our
study showed that presence of diabetes mellitus, elevated
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WBC and neutrophil counts and NLR on admission
were independent predictors of poor CCC in patients
with acute NSTEMI, whereas older age emerged as a
negative indicator. Small vessel transformation into larger
conductance vessels equipped with vasomotor capabilities
results coronary collateral growth. This remodeling
process is called arteriogenesis and triggered mainly by
shear stress acting on endothelial cells, as opposed to
the budding of new vessels induced by tissue ischemia.
A step pressure gradient develops across the pre-existing
anastomoses following occlusion or stenosis of a major
epicardial vessel. This pressure gradient is the driving
force for an increase in blood flow through the collateral
arterioles. The shear stress on endothelial cells stimulates
the production of a number of neurohumoral mediators
leading an invitation of monocytes that play a critical role
in organizing collateral remodeling, including attraction
of endothelial progenitor cells. Collateral development is
thus a complex multi-step process. Multiple inflammatory
cell types as well as components of the extracellular matrix
were involved in collateral development. In previous
studies, poor collateralization in coronary artery disease
was related to a low grade inflammation, as evidenced by
increased high sensitive C reactive protein levels (14, 15).
Inflammatory cytokines and acute-phase reactants such as
tumor necrosis factor-a and interleukin-6 have been shown
to be the predictors of poor coronary collaterals (16). These
data have clearly relieved that increased inflammatory
activity was associated with poor collateral development.
White blood cells and its subtypes play a major role in
modulating the inflammatory response. Experimental
studies showed that monocytes were essential elements
for sufficient collateralization (17). In patients with stable
angina, higher circulating monocyte counts were related
to good collateral development (18). On the other hand,
increased leukocyte counts were found to be associated
with poorly developed CCC in chronic total occlusions
in two previous reports (19, 20). Currently, data are
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insufficient regarding the relation between white blood cell
subtypes and coronary collateralization in acute infarction.
Because ischemia during acute vessel occlusion seems
to be a trigger for recruitment of leukocytes, we try to
investigate whether leukocyte subtypes in peripheral blood
are related to the degree of collateral function in patients
with acute infarction. We interested in patients with
acute NSTEMI and found that red blood cell and platelet
counts did not differ between poor and good collateral
groups. Lymphocyte and monocyte counts and platelet to
lymphocyte ratios were also similar. However patients with
poor CCC have significantly increased WBC and neutrophil
counts compared to those with good collaterals.

Patients with acute myocardial infarction commonly have
leukocytosis that reflects the infiltration of WBCs into
damaged tissue in response to ischemia and reperfusion.
Particularly, neutrophils are the first leukocytes to be found
in jeopardized myocardium. Then, monocytes migrate
from capillaries to the extravascular space, transformed
into macrophages and outnumber neutrophils 2-3 days
after the acute event. Absolute and relative lymphocyte
levels are considerably lower in acute cardiac events due
to the physiological stress of such conditions. Previous
investigators have suggested that elevated WBC count
at initial examination has been associated with adverse
clinical outcomes in acute myocardial infarction (21),
but some specific subtypes of leukocytes have higher
predictive value in assessing cardiovascular risk. This
value is even higher when NLR is used. Such possibility
is based on two distinctive mechanisms: neutrophilia
would reflect systemic inflammatory activity, and as a
consequence, higher cardiovascular risk, and lymphopenia
would reflect the acute stress of coronary event and
associated with worse prognosis in coronary artery
disease. Neutrophil to lymphocyte ratio is a combined
determinant of both inflammatory and immune reaction.
Recently, in a few studies, elevated NLR was found to
be associated with impaired collateralization however
patients in these reports had stable coronary artery disease
with chronic total occlusions (20, 22-25). No data are
available investigating the association of NLR with
collateral flow in acute setting of myocardial infarction.
In our study group, patients with poor collateral vessels
had significantly higher NLR compared to those with good
collaterals. Multiple logistic analyses relieved that NLR is
an independent predictor of poor collateral development
in acute NSTEMI. The association between NLR and
poor collateral function may be explained by increased
inflammatory activity and endothelial dysfunction. NLR
can be easily calculated from the differential WBC count,
which is widely available and routinely performed in acute
infarction. Determination of this ratio might be helpful in
detection of high-risk patients.

Consistent with previous data, we found that collateral
growth is impaired in type-2 diabetes and metabolic
syndrome (26, 27). The mechanism by which diabetes
induces poor collateral growth is complex and unclear.
There is a persistent baseline inflammatory state in diabetes
featured by elevated oxidative stress and endothelial
dysfunction. It is characterized by decreased synthesis
of vasodilators including nitric oxide, prostocyclin and
endothelial hyperpolarizing factors and increased synthesis
of endothelial derived vasoconstrictors. Endothelial cell
function is essential for collateral formation. Accordingly,
diabetes mellitus severely impair coronary collateral
circulation. Our data confirmed a negative association
between older age and poor collateralization. In contrast
to other studies, age emerged as a negative predictor of
impaired collateralization. In the setting of an acute
infarction, the human collateral function can be a direct
indicator of ischemic disease severity. Elderly patients
likely have more severe disease which itself positively
effects collateralization.

There are several limitations to the present study. (1)
We could not compare NLR with other inflammatory
markers such as C-reactive protein, intrleukin-6, tumor
necrosis factor-o or myeloperoxidase. (2) Since collateral
flow index was not used, the functionality of collaterals
in NSTEMI is likely to be underestimated by pure
angiographic assessment. Angiographic technique allow us
to demonstrate only vessels of which the luminal diameter
is 100um or larger. In addition angiography delineates
epicardial collateral vessels, whereas the majority of
human collaterals are subendocardial. Angiographic
visualization of collaterals may be too insensitive to
exclude their presence or potential recruitment over
time. The recruitment of visible collaterals is influenced
by pre-existing high grade stenosis and the duration of
acute ischemia. Thus in the acute setting, the timing of
angiographic assessment may be particularly relevant
because collaterals may rapidly develop during ongoing
ischemia. (3) Regular physical exercise improves the
development of coronary collaterals. In our study there
are no data about physical activity of patients. (5) We only
performed all measurements at one point in time. A single
measurement of blood cells may not reflect lifetime status.
However, since we try to explore the predictive value of
them measured at one point in time to detect the relation
with the presence of CCC, our study design reflects routine
daily practice in the majority of cardiology clinics.

Conclusion

Our study showed that presence of diabetes mellitus,
elevated WBC and neutrophil counts and NLR on
admission were independent predictors of poor CCC in
patients with acute NSTEMI, whereas older age emerged
as a negative indicator.
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Ozet

Amag: Kolon adenomlarmda Paneth hiicre goriilme sikligmi ve klinikopatolojik 6zelliklerle iliskisini ortaya koymaktir.

Gerec¢ ve Yontem: Ocak 2013-Eyliil 2014 arasinda boliimiimiizde kolon adenomu tanist alan 203 hastadan ba-
sit rastgele ornekleme yontemi ile segilmis 65 hastaya ait 98 adet adenoma olgusunda Paneth hiicresi varligi g1k
mikroskobunda degerlendirildi. Cinsiyet ve yasa gore dagilim siklig1 arastirildi. Paneth hiicresi i¢ceren adenomlarla
icermeyenler arasinda lokalizasyon, villoz morfoloji, adenoma sayis1 karsilastirildi.

Bulgular: Adenomu olan 65 hastanin kadin/erkek orani 21/44, yas ortalamasi [62,03(SD=12)] idi. Alt1 hastada
ii¢, 21 hastada iki, 38 hastada bir adet olmak {izere toplam 98 adet adenoma incelendi. Adenomlar en sik sigmoid
kolonda %24,5(24/98) ve rektumda %15,3(15/98) izlendi. Adenomlarin %33,7(33/98) sinde Paneth hiicre varligi
saptandi. Erkeklerde Paneth hiicresi gosteren adenom orani(%40,3) kadinlarda Paneth hiicresi gosteren adenoma
oranindan(%15,4) 3,7 kat yiiksek bulundu(%95 GA=1,2-11,9, p=0,029*). Proksimal kolonda Paneth hiicresi gos-
teren adenoma olasilig1(%51,2), distal kolonda Paneth hiicresi i¢eren adenoma olasiligindan(%20) 4,2 kat yiiksek
bulundu(%95 GA=1,7-10,2, p=0,001). Tek adenomlu olgularin %31,6’sinda Paneth hiicresi varken, bu oran iki ve
iizeri adenomu olan olgularda(en az birinde) %55,6 olarak hesaplanmistir(p=0,053). Paneth hiicresi gosteren ade-
nomlarin %3,1(3/98) ‘inde villéz morfoloji izlendi.

Sonug¢: Calismamizda, kolon kanserlerinde premalign lezyon olarak kabul edilen kolon adenomlarmin yaklagik
licte birinde Paneth hiicresi saptanmistir. Paneth hiicresi gosteren adenomlarin erkeklerde ve proksimal kolonda
istatiksel olarak anlamli diizeyde yiiksek oldugu gozlenmistir. Bulgularimiz literatiirle uyumludur. Bununla birlikte
daha genis serilerde arastirma yapmaya gereksinim oldugu diistintildii.

Anahtar Kelimeler: Kolon polibi , adenom, Paneth hiicresi
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Abstract

Aim: The aim of the study was to determine the incidence of Paneth cells and its relationship with the clinicopatho-
logic characteristics in colon adenomas.

Materials and Methods: The presence of Paneth cells were evaluated with light microscope in 98 adenoma
cases from 65 randomly chosen patients out of 203 that were diagnosed with colon adenoma between January
2013 and September 2014. The frequency of Paneth cells were investigated according to gender and age. Paneth
cell-containing and non-Paneth cell-containing adenomas were compared with each other for the location, villous
morphology and the number of adenomas.

Results: The male/female ratio of the 65 patient with tubular adenoma diagnosis was 21/44 and the mean age
was [62.03(SD=12)]. A total of 98 adenomas (6 patients with three adenomas, 21 patients with two adenomas and
38 patients with one adenoma) were examined. Paneth cell presence was determined from 33.7% (33/98) of the
adenomas. Adenomas were mostly seen in sigmoid colon 24.5%(24/98) and rectum 15.3%(15/98). The percentage
of the Paneth cell-containing adenoma in male(40.3%) was 3.7% higher than females(15.4%)(%95 CI=1.2-11.9,
p=0.029%). The probability of Paneth cell-containing adenoma(51.2%) in proximal colon was 4.19 times higher than
distal colon (20%)(95% GA=1.7-10.2, p=0.001). Paneth cells presence was seen 31.6% in cases with one adenomas
while this ratio was determined as 55.6% in cases with two adenomas(at least in one) (p=0,053). Villous morphol-
ogy was seen 3.1%(3/98) of the Paneth cell-containing adenomas.

Conclusion: Paneth cells were determined from one third of the tubular adenomas that were considered as prema-
lignant lesions of colon cancers in the study. Paneth-cell-containing adenomas were found statistically significant in
males and proximal colon. Our findings are concordant with the literature. However, the need of investigations with
larger series is considered.

Key Words: Colon, adenoma, Paneth cells

Giris 2013 ocak ile 2014 yili eylil aylar1 arasinda S.B.
Ankara Atatliirk Egitim ve Arastirma Hastanesi patoloji
boliimiinde kolonda adenoma tanisi alan 203 hasta i¢cinden
basit rastgele drnekleme yontemi ile segilen 65 hastaya
ait 98 adet adenoma olgusunda 151k mikroskobunda iki
patolog tarafindan adenomatdz tubiillerde Paneth hiicre
varlig1 degerlendirildi. Paneth hiicresi varliginin cinsiyet
ve yasa gore dagilim sikligi arastirildi. Paneth hiicresi
gosteren adenomlarla igermeyenler arasinda lokalizasyon,
villéz morfoloji, adenoma sayis1 karsilastirildi. Istatiksel
analiz SPSS 18.0 programi kullanilarak gercgeklestirildi.
Degiskenler arasindaki iligkilerine gore Ki-kare veya
Fisher's exact testleri ile degerlendirildi. Risk ol¢iitii olarak
%095 gliven aralig1 (GA) ile birlikte Odds orani kullanildi.
Istatistiksel anlamlilik diizeyi p<0,05 olarak kabul edildi.
Ikili analizlerde istatiksel olarak anlamli degiskenler
Paneth hiicre varligim etkileyebilecek faktorler olarak

Kolon adenomlart kolorektal kanserler i¢in premalign
lezyonlar olarak kabul edilen lezyonlardir. Kolorektal
karsinogenez  deneylerinde aberan kript odaklar
saptanabilen en erken premalign degisikliklerdir (1).

Paneth hiicreleri ince barsakta immunite yaninda kok
hiicrelere destek olma gorevini goriirler (2). Kriptin
tabaninda kok hiicreler boyunca bulunurlar (2). Paneth
hiicrelerinin genis graniilleri antimikrobial peptidler,
immune modiilatdrler ve trofik faktorlerden zengindirler.
Ayn1i zamanda bu hiicreler biiyiik miktarlarda epidermal
growh faktor, TGF alfa ve WNTS3 f{iretirler (3). Sakai E.
ve arkadaslar1 53 olguluk sporadik kolorektal karsinom
rezeksiyon olgularinda musinden fakir odaklarda diisiik
dereceli displazi, paneth hiicre metaplazisi ve inflamatuar
hiicre infiltrasyonu saptamislardir (1). Musinden fakir,
displastik kriptleri Caderni ve arkadaslan karsinojenik i oo ocvon modeli ile birlikte degerlendirildi.
ajanlara  maruz kalmis rodentlerin  kolonlarinda

preneoplastik lezyon olarak tanimlamislardir (4). Paneth Bulgular

hiicre metaplazisinin kolon karsinogenez basamaklarinda Tubiiler adenoma tanisi alan 65 hastanin cinsiyet
erken evre lezyonlarla iligkili olduguna dair bulgular dagiliminda kadin/erkek orani: 21/44, yas ortalamasi
mevcuttur. [62,03(SD=12)] idi. Adenomlarinda Paneth hiicre
varlig1 gosterenlerin yas ortalamasi ile [63,4(SD=12,4)],
Paneth hiicresi gostermeyenlerin yas ortalamasinin
[61,5(SD=11,9)] arasinda istatiksel olarak anlamli fark
bulunmadi (p=0,519). Adenomlarin higbirinde yiiksek
dereceli displazi saptanmadi. Adenomlar en sik sigmoid

Calismamizda bir grup kolon adenomunda Paneth hiicre
gorlilme sikligr ve goriilme sikligimin klinikopatolojik
ozelliklerle iliskisini arastirdik.

Gereg¢ ve Yontem
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kolonda 24/98 a(%24,5) ve rektumda %15,3 (15/98)
izlendi. Toplam 98 adet adenomun %33,7(33/98) sinde
Paneth hiicre varlig1 saptandi (Figiir 1). Erkeklerde Paneth
hiicresi gosteren adenoma goriilme sikligr %40,3 iken,
kadinlarda % 15,4 dii (%95 GA=1,2-11,9, p=0,029%).
Paneth hiicresi gosteren adenomlarin proksimal kolonda
yerlesim gosterme olasiligi (%51,2), Paneth igermeyen
adenomlarinkinden (%20) 4,2 kat yiiksek bulundu (%95
GA=1,7-10,2, p=0,001). Tek adenomu olan olgularda
%31,6 oraninda Paneth hiicresi igeren adenoma varken, 2
ve Ustii adenomu olan olgularda (en az birinde) bu oran
%55,6 olarak saptanmistir (p=0,053) (Tablo I). Sadece
%3,1 (3/98) hastada Paneth hiicresi gosteren adenomlarda
vill6z morfoloji izlendi.

Fir ‘»‘.:

Figiir 1: Hematoksilen Eozin X40; Tubiiler adenomada
Paneth hiicresi.

Tablo I: Adenomlarin Ozellikleri

Ozellik Paneth hiicre | Odds | %95 Gii- |p de-
varhgi orani | ven arah | geri

Cinsiyet
Kadin 4/26 (%15,4) |3,7 1,2-11,9 0,029*
Erkek 29/72 (%40,3)

Lokalizasyon
Distal kolon | 11/55 (%20) |4,2 1,7-10,2 0,002
Proksimal |22/43 (%51,2)
kolon

Adenom sayisi
<1 12/38 (%31,6) | 2,7 1,0-7,5 0,053
>2 15/27 (%55,6)

*Fisher's exact test kullanilmigtir

Ikili analizlerde istatiksel olarak anlamli bulunan cinsiyet
ve lokalizasyon degiskenleri Paneth hiicre varligini
etkileyebilecek faktorler olarak lojistik regresyon modeli
ile degerlendirilmistir. Buna gore erkek olmak (OR=3,8
%95 GA=1,1-12,7) ve proksimal lokalizasyon (OR=4,2
%95 GA=1,7-10,6) kolon adenomlarinda Paneth hiicre
gOrlilmesini artirmaktadir.,

Tartisma

Paneth hiicreleri normalde ince barsak, apendiks ve
proksimal kolonda gériiliirler. Kolonun diger alanlarinda
goriilmesi Paneth hiicre metaplazisi olarak kabul edilir.
Inflamatuar barsak hastaliklarinda kolonda gériilmesi
kronisite bulgusu olarak kabul edilir.

Joo M. ve arkadaslar1 niikleer beta-catenin ekspresyonu
ile Paneth hiicre diferansiyasyonun yakin topografik
bir beraberlik gosterdiklerini  saptamiglardir  (5).
Paneth hiicreleri gosteren adenomalarin beta-catenin
aktivasyonunu Paneth hiicresi igermeyen adenomalardan
daha sik gosterdikleri saptanmistir (5). Bu bulgular
Paneth hiicreleri igeren adenomlarin APC/Wnt/B-
catenin yolagmin aktivasyonunun histopatolojik bir
gostergesi oldugunu diisiindiirmektedir. Musinden fakir
displastik kript odaklarinda da Paneth hiicre metaplazisi
ve inflamatuar hiicre infiltrasyonu gosterilmistir (1). Bu
odaklarinda kolorektal karsinogenezde erken bir histolojik
degisiklik oldugu diistiniilmektedir.

Wada R. ve arkadagslar1 15/52 Paneth hiicre metaplazisi
gosteren kolon mukoza Orneginde K-RAS mutasyonu
saptamiglardir. Ayn1 grup 21/52 (%40;4) kolon mukoza
orneklerinde mikrosatellit instabilitesi tespit etmiglerdir.
Paneth hiicresi icermeyen kontrol kolon mukozasinda ise
her ikisinin de olmadigini gortiimiislerdir (6). Bu da kolonik
neoplazilerde Paneth hiicre metaplazisinin prencoplazik
bir gelisim oldugunu diistindtirmiistiir (6).

Paneth hiicresi gosteren adenomlarin degerlendirildigi
5778 adenom igeren en genis seride Paneth hiicresi goriilme
orant % 0.2 dir (7). Diger caligmalardan 6zellikle Asya
kokenli olanlarda Paneth hiicresi iceren adenoma sikligi
% 17 ile %39 arasinda bildirilmektedir (8). Pai R. ve
arkadaglariin Amerika Birlesik Devletlerinde yaptiklar
152 adenom igeren bir seride oran %17,1 olarak izlenmistir
(8). Bizim ¢aligmamizda da oran %33.7 olarak izlendi. Pai
R. ve arkadaslarinin da belirttigi gibi hastalarin yasadigi
cografya nedeniyle farkliliklar goziikmektedir. Bunun
nedeninin c¢evresel etkenlerle mi yoksa etnik kdkene mi
bagli oldugu arastirmaya agiktir.

Pai ve arkadaslarinin ¢alismasinda adenoma sayisi arttik¢a
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Paneh hiicresi gosteren adenoma sayisi da artmaktadir (8).
Caligmamizda bir adenomu olan olgularda %3 1,6 oraninda
Paneth hiicresi gosteren adenom varken, iki ve iizeri
adenomu olan olgularda (en az birinde) bu oran %55,6
olarak hesaplanmistir (p=0,053). Bu oran daha yiiksek
olmakla beraber istatiksel anlamliliga ulasmamastir.

Pai ve arkadaslarinin ¢alismasinda da Paneth hiicresi
gosteren adenomlarin erkek hastalarda %88,5 oraniyla
daha sik goriildigi izlenmektedir (8). Bizim ¢aligmamizda
da erkeklerde Paneth hiicresi gosteren adenoma goriilme
sikligt  %40,3 iken, kadmlarda %]15,4 ‘dii(p=0,053)
(OR=0,27, %95 GA=0,08-0,86, p=0,029). Calismamizda
lojistik regresyon analizinde saptandig tizere erkek olmak
Paneth hiicresi gosteren adenom varligmi artirmaktadir.
Pai ve arkadaslarinin ¢alismasinda da bizim ¢alismamizda
oldugu gibi Paneth hiicresi adenomatdz tubiillerde
degerlendirilmistir (8). Diger Iki calismada cinsiyet
farklilig1 bildirilmemistir (9,10). Bu ¢aligmalarda Paneth
hiicresi gosteren adenomalarin nasil tanimlandigr agik
degildir. Bu ¢aligmalarda cinsiyet farkliliginin izlenmeme
nedeni yontem farkliligina da bagl olabilir.

Erkeklerde sik goriilmenin nedeni seks hormonlarinin
etkisi ya da beslenme farkliligina bagl olabilir.

Caligmamizda Paneth hiicresi gosteren adenomlarin
proksimal kolonda yerlesim gosterme olasiligi (%51,2),
Paneth icermeyen adenomlarinkinden (%20) 4,2 kat yiiksek
bulduk. Pai ve arkadaslarinin ¢alismasinda Paneth hiicreli
adenomlarin %384.6 s1 proksimal kolonda izlenmistir (8).
Wada R. ve arkadaslarinin ¢alismalarinda da ¢ekumdan
transvers kolona kadar yerlesen adenomalarda Paneth
hiicresi goriilme orant inen kolondan rektuma kadarki
alanda goriilen Paneth hiicreli adenoma oranindan yiiksek
bulunmustur (9,10). Proksimal kolonda goriilme egiliminin
fazla olmasmin en 6nemli nedeni, normalde de Paneth
hiicrelerinin proksimal kolonda goriiliiyor olmasi olabilir.

Sonu¢: Bu olgularda daha genis serilerde cinsiyet,
lokalizasyon gibi  ozelliklerin  ve beta-catenin
aktivasyonunun da  degerlendirilecegi  calismalarin
planlanmasinin Tiirk popiilasyonuna ait verileri de
artirmast bakimindan degerli olacagi diistinilmiistiir.
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Ozet

Amag: ¢ hastaliklar1 poliklinigine bagvuran hastalarin; bagvuru sebeplerinin, kronik hastalik ve polifarmasi oranla-
rinin belirlenmesi amaglanmistir

Yéntem ve Geregler Calismaya Findikli ilce Devlet Hastanesi I¢ Hastaliklar1 poliklinigine bagvuran hastalar dahil
edildi. Hasta dosyalar1 retrospektif olarak tarandi. Hastalarin yaslari, cinsiyetleri, bagvuru sebepleri, kronik hastalik-
lar, sigara igme Oykdisii, kullanilan ilaglar ve ilag sayilar ile ilgili bilgiler degerlendirilmeye alindi.

Bulgular: Poliklinigimize 01.06.2013-31.07.2013 tarihleri arasinda herhangi bir nedenle bagvuran ve dosyasi olan
1081 hasta (ortalama yas 59+17 yil) calismaya alind1. Hastalarin %67.9’u kadin, %32,1°i erkekti. i¢ Hastaliklari
poliklinik bagvurularinda en sik nedenler kas iskelet sistemi problemleri, kardiyolojik problemler ve endokrinolojik
problemler olarak saptandi. Sigara igme oran1 %9.1 ve erkeklerde bayanlara oranla anlamli yiiksek saptandi. Kronik
hastaliklardan en sik hipertansiyon (HT), hiperlipidemi (HL), diabetes mellitus (DM) ve tiroid hastaliklar1 saptandi.
Hastalarin ila¢ kullanim oranlar1 incelendiginde 350 (%32.3) hastada ilag kullanimi saptanmazken, 731 (%67.7)
hastada en az bir ilag kullanimi oldugu ve 145 (%13,4) hastada 5 ve daha fazla ila¢ kullaniminin oldugu belirlendi.

Sonug: Calismamizda i¢ hastaliklar1 poliklinigine bagvuru sebeplerinin her iki cinsiyette de cok genis yelpazede ol-
dugunu, en sik saptanan kronik hastaliklarin DM, HT ve HL oldugunu, bunun yaninda polifarmasi oraninin oldukca
yiiksek oldugunu belirledik.

Anahtar kelimeler: i¢ hastaliklari poliklinigi, kronik hastaliklar, polifarmasi
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The Reasons of Application to Internal Medicine Clinic; Ratios of
Chronic Diseases and Polypharmacy

Abstract

Aim: In this study, we aimed to determine the ratio of chronic diseases and polypharmacy in the patients admitted
to internal medicine outpatient clinics

Materials & Methods: The patients admitted to internal medicine outpatient clinics of Rize Findikli State Hos-
pital were included to this retrospective study. The patients files were scanned. Informations about Patients' ages,
gender, presenting complaint, chronic diseases, smoking history, drugs, number of drugs were evaluated.

Results: 1081 patients (mean age 59+17 years) admitted to internal medicine outpatient clinics with any reasons
between 01.06.2013-31.07.2013 were included the study. 67.9% of patients were female and 32.1% were male.
Musculoskeletal problems, cardiac problems and hormonal problems were most common admittion reasons. Smok-
ing rate was 9.1% and it was significantly higher in men than in women. Hypertension (HT), hyperlipidemia (HL),
diabetes mellitus (DM) and thyroid disease were detected mostly from chronic diseases. There was no drug use in
350 (32.3%) patients, 731 (67.7%) patients were using at least one drug and 145 patients (13.4%) were found to be
used 5 or more drugs in the drug ratio analysis.

Conclusion: In our study; we have determined that admittion reasons to internal medicine outpatient clinics have a
very wide range in both gender; most frequent chronic diseases are DM, HT, HL and polypharmcy ratio is very high.

Key words: internal medicine outpatient clinics, chronic diseases, polypharmcy

Giris

Kardiyovaskiiler hastaliklar, onkolojik hastaliklar, kronik
solunum yolu hastaliklari ve diyabet giinimiizde tim
toplumlarda goriilen baglica kronik-bulasict  olmayan
hastaliklar1 olusturmaktadir. Bu hastaliklar demografik ve
epidemiyolojik doniisiimiin sonucu olarak zaman gectikge
artmaktadir. Ttim diinyada 6nemli bir saglik sorunu olan kronik
hastaliklarin 2008 yilinda gergeklesen 57 milyon liimiin ylizde
63’iinden sorumlu oldugu bildirilmektedir (1, 2).

Polifarmasi ¢oklu regete ya da fazla sayida ila¢ kullanimi
olarak tanimlanmaktadir. Coklu ila¢ kullanimi tilkemizde
ve diinyada giderek artan saglik problemi olmaktadir (3).

Sigara kullanimu, fiziksel inaktivite, asir1 alkol kullanimi ve
sagliksiz beslenme gibi faktorler kronik-bulasici olmayan
hastaliklarin 6nemli bir sebebi olarak vurgulanmaktadir (2).

Cinsiyete gore de kronik hastaliklarin  sikliklari
degismektedir. Ulkemizde 2010 yilinda yapilan Diyabet,
Hipertansiyon, Obezite ve Endokrinolojik Hastaliklar
Prevalans Caligmasinda (TURDEP II) HT prevalansi
kadinlarda %32.3, erkeklerde %30.9, bilinen diyabet
siklig1 kadinlarda %9, erkeklerde %7 bulunmustur (4).
Sigara i¢imi Kiiresel Yetigkin Tiitlin Arastirmasi verilerine
gore prevalans erkeklerde %47.9, kadinlarda %15.2,
toplam da ise prevalans %31.2 olarak bulunmustur (5).

I¢ hastaliklar1 boliimii klinik branslarin temel taslarindan
biridir. Calismamizda i¢ hastaliklar1 poliklinigine bagvuran
hastalarin; bagvuru sebeplerinin, kronik hastaliklarin,
polifarmasi oraninin belirlenmesi ve cinsiyete gore
farklilik olup olmadiginin belirlenmesi amaglandi.
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Yontem ve Geregler

Retrospektif olarak planlanan bu ¢alismaya Findikli ilce

Devlet Hastanesi I¢ Hastaliklar1 poliklinigine bagvuran
hastalar dahil edildi. Calismamiza poliklinigimize
01.06.2013-31.07.2013 tarihleri arasinda herhangi bir
nedenle bagvuran ve dosyasi olan 1081 hasta alindi. Veriler
hasta dosyalar1 taranarak elde edildi. Hastalarin yaslari,
cinsiyetleri, bagvuru sebepleri, kronik hastaliklari, sigara
icme Oykiisii, kullanilan ilaglar ve ilag sayilart ile ilgili
bilgiler degerlendirilmeye alindi. Bulgularin cinsiyete
gore farkliligi istatistiksel olarak analiz edildi.

istatistiksel Analiz

Hastalarin  verilerinin istatiksel analizi SPSS 18.0
bilgisayar programi kullanilarak yapildi. Kategorik
degiskenler say1 veya yiizde, devamli degiskenler
ise ortalama+ standart sapma scklinde ifade edildi.
Kategorik degiskenlerin karsilastirilmasinda ki-kare testi
kullanildi. Devamli degigkenlerin karsilastirilmasinda
oncelikle parametrelerin normal dagilima uygunluguna
Kolmogorov-Smirnov testiyle bakildi. Normal dagilima
uyan verilerin karsilastirilmasinda bagimsiz 6rneklem t
testi kullanildi. P degerinin 0.05 altinda olmasi istatiksel
olarak anlaml1 kabul edildi.

Calismanin yapilabilmesi i¢in hastane yoneticiliginden
yazili onay alindu.

Bulgular

Poliklinigimize 01.06.2013-31.07.2013 tarihleri arasinda

herhangi bir nedenle basvuran ve dosyasi olan 1081
hasta (ortalama yas 59+17) calismaya alindi. Hastalarin
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%67.9u kadin, %32,1’i erkekti. ¢ Hastaliklar poliklinik
basvurularinda en sik nedenler kas iskelet sistemi
problemleri, kardiyolojik problemler ve endokrinolojik
problemler olarak tespit edildi. Kronik hastaliklardan en
stk HT, HL, DM ve tiroid hastaliklar1 saptandi. Hastalarin
ila¢ kullanim oranlari incelendiginde 350 (%32.3) hastada
ila¢ kullanim1 saptanmazken, 731 (%67.7) hastada en az
bir ilag kullanimi oldugu ve 145 (%13,4) hastada 5 ve daha
fazla ilag kullaniminin oldugu belirlendi. Cinsiyete gore
veriler incelendiginde poliklinik bagvurularinin bayanlarda
anlamli yliksek oldugu, basvuru sikayetlerinin ve
polifarmasi oraninin her iki cinsiyette benzer oldugu tespit
edildi. Sigara igme oran1 %9.1 ve erkeklerde bayanlara
oranla anlamli yiiksek saptandi. Kronik hastalik sikliklar
acisindan incelendiginde tiroid hastaliklarinin, psikiyatrik
hastaliklarin bayanlarda ve koroner arter hastaliklarinin
(KAH) ve kronik obstriiktif akciger hastaliginin (KOAH)
erkeklerde daha yiiksek oranda goriildiigii tespit edildi.
Bulgular Tablo 1,2 ve 3’ de 6zetlendi.

Tablo 1: Cinsiyete Gore Demografik Veriler Ve Bagvuru
Semptomlari

Tiim Kadin Erkek

Parametre P

Hastalar | (o) n (%)
Say1 1081 734 (67.9) 347 (32.1)
Yas Ortalamasi 59+17 66.8+ 14| 61.2£15 | 0.05<
Sigara 99 (9.1) | 47(6.4) | 52(15) |p:0.00
Basvuru Sikayeti
Kas Iskelet Sistemi | 257 (23,7) | 185 (25.2)] 72 (20.7)| 0.05 <
Problemleri
Endokrinolojik 191 (17,6) | 128 (17.4), 63 (18.2) 1 0.05 <
Problemler
Kardiyolojik Prob- | 183 (16,9) | 119 (16.2), 64 (18.4) | 0.05 <
lemler
Solunum Sistemi 113 (10,4)| 67(9.1) | 46 (13.3)]0.05 <
Problemleri
Genel Kontrol 108 (10) | 75(10.2) | 33(9.5) |0.05<
Amagl
Gastrointestinal 86(7,9) | 53(7.2) | 33(9.5) |0.05<
Problemler
Nefrolojik-Urolojik| 67 (6,2) 51(6.9) | 16 (4.6) |0.05<
Problemler
Norolojik-Psikiyat-| 65 (6) 48 (6.5) | 17(4.9) 1 0.05<
rik Problemler
Problemler
Onkolojik- 11 (1) 8 (1.1) 3(09) [0.05<
Hematolojik
Probleml

Tablo 2: Cinsiyete Gore Kronik Hastalik Oranlari

Tiim Kadin Erkek
Parametre P
Hastalar n (%) n (%)
Hipertansiyon 562 (52) 379 (51.6) 183 (52.7) 1 0.05<
Hiperlipidemi 284 (26,3) | 181 (24.7) | 103 (29.7) | 0.05 <
Diyabetes 184 (17) | 114 (15.5) |70 (20.2) |p:0.058
Mellitus
Tiroid 164 (15,2) | 144 (19.6) |20 (5.8) | p:0000
Hastaliklar
Koroner Arter 147 (13,6) | 77 (10.5) |70 (20.2) |p:0.00
Hastalig1
Konjestif Kalp 74 (6,8) |36(4.9) |38(1l) 0.05 <
Yetmezligi
Kanser 57(53) |32(44) 125(7.2) |p:0.051
Kronik Obstruktif |56 (5,2) |25(3.4) 31(8.9) |p:000
Akciger Hastaligi
Psikiyatrik 46 (4,2) |38(5.1) [8(2.3) p: 0.00
Hastalik
Osteoporoz 41 (3,8) 41(5.6) 0(0) 0.05 <
Prostat 23 (2,1) |- 23 (5.6)
Hiperplazisi
Serebrovaskiiler |21 (1,9) [11(1.5) [10(2.9) 10.05<
Olay
Romatizmal 13(1,2) |11(1.5) 12(0.6) 0.05<
Hastalik
Tablo 3: Cinsiyete Gore Polifarmasi Oranlari
Tiim Kadin Erkek
Parametre P
Hastalar n (%) n (%)
0 ilag 350 (32.3) {222 (30.2) |128(36.9) |0.05<
1 Tlag 202 (18,7) 1152 (20.7) |50 (14.4) 10.05<
2 lag 172 (15.9) 1126 (17.2) |46 (13.3) |0.05<
3 flag 117 (10,8) |81 (11) 36 (10.4) 10.05<
4 flag 95 (8,8) 60 (8.2) 35(10.1) 0.05<
5 Ve Uzeri Ilag | 145 (13,4) |93 (12.6) |52(14.9) 0.05<

Tartisma

I¢ hastaliklar1 boliimii klinik branslarin temel taslarindan
biridir. Bu nedenle hastane basvurularinin 6nemli
bir bolimiinii olusturmaktadir. Kas iskelet sistemi
problemlerinden mide barsak sistemi problemlerine,
kardiyolojik, solunumsal ve kanser hastaliklar1 dahil ¢ok
genis yelpazede bagvuru sebepleri icermektedir.

Literatiir taramasinda i¢ hastaliklar1 poliklinigine bagvuru
sebepleri ile ilgili ¢caligmaya rastlanmadi. Acil dahiliye
iinitesi hasta profilinin incelendigi bir calismada en sik
istenen konsiiltasyonun i¢ hastaliklar1 konsiiltasyonu
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oldugu (%41.4) belirlenmistir. Bu ¢caligsmada i¢ hastaliklar
konsiiltasyonu istenen hastalarda en sik gdzlenen major
bagvuru semptomlari; dispne, karin agrisi, halsizlik-
genel durum bozuklugu, bulanti-kusma ve ates olup en
sik konulan tanilar; cesitli enfeksiyonlar, onkolojik ve
hematolojik malignite acilleri, renal yetersizlik acilleri ve
gastrointestinal kanama oldugu belirlenmistir (6). Diger bir
calismada I¢ hastaliklar1 konsiiltasyonu istenen hastalarin
en sik acil servise bagvurma sikayetleri gastrointestinal
sisteme ait sikayetler ve genel durum bozuklugu oldugu
tespit edilmistir. Bu calismada en sik i¢ hastaliklar
konsiiltasyonu isteme sebebi ise nefrolojik, gastrointestinal
ve hematolojik sistem hastaliklar1 oldugu belirtilmistir (7).
Caligmamizda i¢ hastaliklar1 poliklinigine en sik bagvuru
sebepleri kas iskelet sistemi problemleri, endokrinolojik,
kardiyolojik ve solunum yolu problemleri nedeniyle
oldugu saptandi (Tablo 1).

Kardiyovaskiiler hastaliklar, onkolojik hastaliklar, kronik
solunum yolu hastaliklar1 ve diyabet giiniimiizde tiim
toplumlarda goriilen baslica kronik-bulagici olmayan
hastaliklar1 olugturmaktadir. Bu hastaliklar demografik ve
epidemiyolojik doniigiimiin sonucu olarak zaman gegctikce
artmaktadir (1, 2).

Ulkemizde yapilan 2298 hastayi iceren bir calismada (1471
kadin, 827 erkek, ortalama yas 49) anamnez bilgilerinden
hareketle HT sikligt %29, diyabet %12, KAH %6,
KOAH %7, sigara igiciligi %17 ve tiroit ultrasonografi
sonuglara gore guatr sikligr %29 saptanmistir (8). 65
yas ustii hastalarin kronik hastaliklarin1 degerlendiren bir
calismada, 750 hastanin %60.9’unda HT, %19.7’sinde
DM, 9%22.7°sinde KAH siipheli olarak tespit edilmistir.
Bu ¢aligmada HT siklig1 bayanlarda yiiksek saptanirken
diger hastaliklar acisindan fark saptanmamistir (9). Ic
hastaliklar kliniginde yatarak tedavi edilen 65 yas ve lizeri
316 hastada yapilan bir ¢alismada HT %41,3, DM %35 ve
HL %14 tespit edilmistir (10).

Kronik-bulasic1 olmayan hastaliklarin énemli bir bdlimiiniin
sigara kullanimi, fiziksel inaktivite, asir1 alkol kullanimi
ve sagliksiz beslenme gibi risk faktorlerine bagh oldugu
diistiniilmektedir  (2). Kronik hastaliklarin  sikliklar
cinsiyetlere gore de farkliik gostermektedir. Diyabet,
Hipertansiyon, Obezite ve Endokrinolojik Hastaliklar
Prevalans Calismasinda (TURDEP 1II) hipertansiyon
prevalanst kadmlarda %32.3, erkeklerde %.30.9, bilinen
diyabet sikligi kadinlarda %9, erkeklerde %7 bulunmustur
(4). Sigara icimi Kiiresel Yetigkin Tiitlin Arastirmasi verilerine
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gore prevalans erkeklerde %47.9, kadinlarda %15.2, toplam
da ise prevalans %31.2 olarak bulunmustur (5).

Caligmamizda en sik saptanan kronik hastaliklar HT (%52),
hHL (%26,3) ve DM (%17) olarak tespit edildi. Oranlarin
yiiksek olmasi calismaya dahil edilen hasta grubunu
yas ortalamasinin yiiksek olmasindan kaynaklandigi
diisiiniildii. Tiroid hastaliklar1 ve psikiyatrik hastaliklar
bayanlarda; KAH, KOAH erkeklerde daha yiiksek oranda
goriildiigli tespit edildi. Sigara igicilginin ¢alismamizda
erkeklerde daha yiiksek oldugu tespit edildi. Ancak
calismamizda genel olarak sigara iciciliginin literatiire
gore c¢ok diisiik oranda tespit edilmesi, toplumsal olarak
sigaraictigini sOyleyememeye bagli olabilecegi diisiiniildii.
Diger bulgularin literatiirle benzer oldugu diisiiniildi.
Polifarmasi ¢oklu regete ya da fazla sayida ilag kullanimi
olarak tanimlanmaktadir. Coklu ila¢ kullanimi {ilkemizde
ve diinyada giderek artan saglik roblem olmaktadir (3).
Yatan hastalarda polifarmasi oranmin incelendigi bir
caligmada bir aylik periyod igerisinde 2162 hastanin
1611’inde (%74,52) polifarmasi saptanmistir (11). Diger
bir ¢alismada ise 65 yas Ustii hastalarin %91°i en az bir
aydir tic ve daha fazla sayida ila¢ kullanmaktaydi (12).
Calismamizda da hastalarin ila¢ kullanim oranlarinin
yiiksek oldugu belirlendi. 350 (%32.3) hastada ilag
kullanimi saptanmazken, 731 (%67.7) hastada en az bir
ilag kullanim1 oldugu ve 145 (%13,4) hastada 5 ve daha
fazla ila¢ kullaniminin oldugu belirlendi. Cinsiyete gore
polifarmasi oraninda anlamli farklilik saptanmadi.

Calismamizin  Kisithiliklari:  Calismamiz  Ilge Devlet
Hastanesi verileriyle yapilmis olup tek merkezli olmasi ve
retrospektif olmasi kisitlilik olarak diisiiniildd.

Sonu¢

Caligmamizda i¢ hastaliklart poliklinigine basvuru
sebeplerinin ¢ok genis yelpazede oldugunu, en sik saptanan
kronik hastaliklarin DM, HT ve HL oldugunu, bunun
yaninda polifarmasi oranmin olduk¢a yiiksek oldugunu
belirledik. Cinsiyete gore poliklinik bagvuru sebeplerinin
benzer oldugu, kronik hastaliklardan tiroid hastaliklar
ve psikiyatrik hastaliklar bayanlarda; KAH ve KOAH
erkeklerde daha yiliksek oranda goriildiigii tespit edildi.
Verilerimizin tek merkezli ve ilge devlet hastanesi verileri
olmasi nedeniyle, konuyla ilgili ¢gok merkezli ¢aligmalarla
konunun daha ayrintili olarak incelenebilecegini
diisiiniiyoruz.
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Ozet

Amag: Irritable barsak sendromu (IBS) barsagin fonksiyonel bir hastaligidir. Akciger kanseri en sik goriilen kanser
tiirlerinden biridir. IBS sigara i¢iciligi arasindaki iligki tartismalidir. Siagra iciciligi akciger kanserlerinin %90’ 1ndan
sorumludur. Biz bu ¢alismamizda yeni tan1 konmus akciger kanseri hastalarinda IBS goriilme sikligini, sigara i¢imi
ve patolojik alt tipleri iligkili olup olmadigini ortaya koymay1 amagladik.

Yontem ve Gerecler: Sakarya Universitesi I¢ Hastaliklar1 Anabilim Dali Tibbi Onkoloji Klinigine 1 Ocak-31 Ara-
lik 2014 tarihleri arasinda Akciger kanseri tanisi ile ilk kez bagvuran 111 hasta calismaya alindi. Hastalar Gastroen-
teroloji poliklinigine yonlendirildi. Burada I¢ Hastaliklar1 uzmani tarafindan hastalar degerlendirildi. Tiim hastalara
Roma 3 tani1 kriterlerine gore IBS anketi yapildi. 8 Hastaya IBS tanisi kondu.

Bulgular: 111 yeni tanm1 akciger kanserli hastada yapilan degerlendirme sonucunda 8 hastada IBS tespit edildi
(%7,2). IBS tespit edilen hastalarin tamami erkekti. Hastalar birinde diyare dominant, ikisinde mixt tip ve besinde
konstipasyon dominant tip IBS tespit edildi. IBS tanis1 konan 6 hasta yassi hiicreli, 1 hasta kiiciik hiicreli, 1 hasta
adeno kanserdi. IBS ile Diabetes Mellitus (DM), Hipertansiyon (HT), Koroner Arter Hastaligi (KAH), Kronik Obs-
triiktif Akciger Hastaligi (KOAH) ve alkol kullanimi arasinda iliski saptanmadi (p>0,05). IBS ile yalnizca sigara
kullanimi arasinda iliski saptandi (p: 0,02).

Sonug:.Akciger kanseri IBS i¢in bir risk faktorii kabul edilebilir bunun altindaki temel nedende sigara igiciligidir.
Anahtar Kelimeler: 1BS, Akciger kanseri, sigara igiciligi

Abstract

Aim: Irritable bowel syndrome (IBS) is a functional disorder of bowel. Lung cancer is one of the most common
types of cancer. The relationship between IBS and smoking is controversial. Smoking is responsible for about 90%
of all lung cancer. In this study, we aimed to determine the prevalence of IBS in newly diagnosed lung cancer pa-
tients and the association IBS with pathologic subtypes and smoking.

Methods: A total of 111 patients with newly diagnosed lung cancer that refered to medical Oncology Clinic of
Sakarya University for first time were included the study. Patients were referred to the gastroenterology clinic. The
patients were assessed by an internal medicine specialist here. IBS questionnaire based on Roma III criterias were
made to all patients and 8 patients diagnosed with IBS.

Results: § patients diagnosed with IBS (7,2%). after evaluation of 111 patients with newly diagnosed lung cancer.
All patients with IBS were men. One of the patients were diagnosed as diarrhea dominant IBS; two of the patients
were diagnosed as mixed type IBS and five of the patients were diagnosed as constipation dominant IBS. 6 patients
were squamos cell ca, 1 patient was adeno ca and 1 patient was small cell ca. All patients diagnosed as IBS were
smoking but the mean smoking duration is lower than the overall group. The relationship was not find between IBS
and diabetes mellitus (DM), hypertension (HT), Coronary Artery Disease (CAD), Chronic Obstructive Pulmonary
Disease (COPD) (p>0,05). IBS was associated only with the use of smoking (p = 0.02).

Conclusion:. Lung cancer can be considered a risk factor for IBS. Smokins is the main reason under this.
Keywords: IBS, Lung cancer, smoking
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Giris

Irritable barsak sendromu (IBS), karin agrisi, karnda
rahatsizlik hissi ile seyreden bir hastaliktir. Hastalarda
gayta seklinde, diskilama sayisinda degisiklikler
goriilebilir. Hastalar digkilama ile rahatlar. Hastalarin
fizik muayeneleri, laboratuvar ve goriintiileme tetkikleri
normaldir (1). Hastaligin tanis1 semptomlarin ortaya
konmasina dayanmaktadir. En ¢ok kullanilan yontemlerin
basinda Roma III kriterleri adi verilen semptomlarla
ilgili sorulardan olugan yontemdir (Tablo-1). Hastalarin
diskilama sekilleri de bristol digski sekli smiflamasi
adr verilen bir yontemle sorgulanir (Resim-1) (2). IBS
etyolojisi tam olarak aydinlatilmamistir. Alkol, cay, sigara
kullanimu ile iliskisi bir ¢ok caligmada incelemistir (3,4).
Ozellikle sigara kullanimi IBS arasindaki iliski i¢in farkli
sonuclar ortaya konmustur(3-6).

Tablo -1: Roma III kriterleri

En az son 3 aydir devam eden ve her ay en az 3 kez karin
agrisi ataklari ile birlikte asagida belirtilen maddelerden en
az ikisinin olmasi;

» Agrinin defekasyon ile rahatlamasi,
* Defekasyon sikliginda degisimin olmasi,

* Gaita formunda degisiklik olmas1

Bristol Stool Chart

o 9 Separate hard lumps, like nuts

(hard to pass)
Sausage-shaped but lumpy

Like a sausage but with cracks on
Its surface

LUike a sausage or snake, smooth
and soft

Soft blobs with clear-cut edges
(passed easily)

Fluffy pieces with ragged edges. a
mushy stoo

Watery, no solid pleces.
Entirely Liquid

Resim-1: Bristol Diski sekli siniflamasi

Akciger kanseri tiim diinyada kansere bagli mortalitenin
onde gelen nedenidir. Akciger kanseri hem erkekler hem
de kadinlar arasinda en yaygin kanser mortalite nedeni
olmakla birlikte erkeklerde 2 kat daha sik goriilmektedir.
Sigara icilmesi tiim akciger kanserlerinin %90’ mdan
sorumludur ve histolojik tiplerin ¢ogu ile yakin iliskilidir.

Akciger Kanseri Tanili Hastalarda irritable Barsak Sendromu Sikhdi

Yasst epitel hiicreli kanser, adenokarsinom ve kiigiik
hiicreli akciger kanseri direk olarak sigara ile iliskilidir.(7)
Biz bu c¢aligmada; sigara iciciligi ile iliskisi kesin
kanitlanmig akciger kanserli olgularda, sigara igiciligi ile
iligkisi hakkinda farkli goriisler olan IBS’un goriilme
sikligin1 ve Akciger kanserli olgularda IBS ile yas, viicut
kitle indeksi, akciger kanseri patolojik alt tipi, sigara
iciciligi, kronik hastalik varligi arasinda iliski olup
olmadigini ortaya koymay1 amagladik.

Yontem ve Gereg¢

Sakarya Universitesi I¢ Hastaliklar1 Anabilim Dali Tibbi
Onkoloji Klinigine 1 Ocak-31 Aralik 2014 tarihleri
arasinda Akciger kanseri tanisi ile ilk kez basvuran 111
hasta alindi. Hastalar Gastroenteroloji poliklinigine
yonlendirildi. Burada ¢ Hastaliklar1 uzmam tarafindan
hastalar degerlendirildi. Tiim hastalara Roma 3 tani
kriterlerine gore IBS anketi yapildi. 8 Hastaya diyare
dominant tip, konstipasyon dominant tip ve mixt tip IBS
olarak tani kondu. IBS tanis1 konan hastalarda IBS cinsiyet,
yas, viicut kitle indeksi, akciger kanseri patolojik alt tipi,
sigara igiciligi, kronik hastalik varlig1 arasinda iligki olup
olmadigina bakildi. Viicut Kitle indeksleri Tanita BF-350
cihazi ile hesaplandi. Tiim hastalara ¢alisma hakkinda
bilgi verildi. Aydinlatilmig onam formu imzalatildi.

Etik kurul onay1 Sakarya Universitesi Tip Fakiiltesi Etik
Kurulundan alinmistir.

istatistiksel Analiz:

Istatistik spss 17.0 programi kullanilarak yapildi.
Parametrelerin = normal  dagilimlart  Kolmogorov-
Simirnov testi ile degerlendirildi. Normal dagilan siirekli
degiskenler Student t test, normal dagilima uymayanlar ise
Mann-Whitney u test ile karsilastirildi. Devamli olmayan
degiskenlerin karsilastirilmasinda Ki kare testi kullanildi.
Istatistiki anlamlilik sinir1 olarak p <0,05 alindu.

Sonuglar

111 akciger kanseri tanili hastada IBS pozitif olgularda
ortalama sigara kullanim1 54,81 paket/y1l iken IBS olmayan
olgularda 33,4 paket/yil tespit edildi (p:0,002). Her 2
grup arasinda yas ve VKI arasinda da istatistiksel olarak
anlamhi fark yoktu (p>0,05) (Tablo-2). Sekizinde IBS
tespit edildi (%7,2). Hastalarin tamami erkekti. 8 hastanin
besinde konstipasyon dominant tip (%62,5), ikisinde
mixt tip (%25), birinde diyare dominant tip (%12,5) IBS
saptand1 (Tablo-3). IBS tanis1 konan hastalarin patolojik
dagilimlarina baktigimizda 6 hasta yassi hiicreli, 1 hasta
kiigiik hiicreli, 1 hasta adeno kanserdi (Tablo-4). IBS olan
olgularla IBS olmayan olgulan karsilastirdigimizda; IBS
ile yas, VKIi, DM, HT, KAH, KOAH arasinda istatistiksel
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anlamli bir iligki saptanmadi (p>0,05) (Tablo-5). IBS
pozitif olgularda sigara kullanimi anlamli olarak yiiksek
saptandi (p:0,02) (Tablo-5).

Tablo-2: Demografik veriler, Viicut Kitle indeksi (VKI),
Sigara Kullanim Siiresi

IBS (+) IBS (-) P degeri
(Mean +) (Mean +)
Cinsiyet (K/E) 0/8 8/95
Yas (yil) 64 +7,48 65,43 +8,14 | 0,754
VKI (kg/m2) 23+1,99 21,88+ 0,256
Sigara (paket/y1l) | 54,81 £32,06 | 33,4+13,88 0,002

Tablo-3: Hasta Sayilari, Yiizdeleri ve Irritable Barsak
Sendromu (IBS) Subtipleri

IBS (+) N/ (%) Toplam | IBS (-) | TOPLAM
BSM N/ | N/
N/ (%)
Diare Mixt | Konstipe
Dominant Dominant
5 (%62,5) 2 1 (%12,5) 8 103 111
(%25) (%7,2) | (%92,8) | (%100)

Tablo-4: IBS (+) Akciger kanserli hastalarin patolojik alt
tipleri

Yass1 Hiicreli N | Adeno N/ (%) | Kiigiik Hiicreli | Toplam
/(%) N/ (%) N/ (%)
6 (%75) 1 (%12,5) 1 (%12,5) 8 (%100)

Tablo-5: IBS (+) Akciger kanserli hastalarda IBS / kronik
hastaliklar ve aligkanliklar iligkisi

Chi-Square Tests

P degeri
Diabetes Mellitus 0,166
Hipertansiyon 0,569
Kronik Arter Hastalig1 0,704
Kronik Obstriiktif Akciger H. 0,873
Alkol 0,326
Sigara 0,02

Tartisma

Irritable Barsak Sendromu (IBS); etyolojisi tam olarak
aydinlatilmamustir (1). Hastalarin beslenme aligkanliklart ve
yasam tarzlari ile IBS iliskisi bir¢ok arastirmacinin ilgisini
¢ekmistir. Literatlirde ¢ogu insanin yasamindaki en dnemli
aligkanliklarindan biri olan sigara i¢imi ile IBS arasindaki
iliskiyi irdeleyen bir¢ok caligma mevcuttur (3-6).
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Ulkemizde IBS sigara igiciligi iliskinin incelendigi gok
merkezli 7520 hasta ile yapilan bir calismada; sigara
kullanimi ile IBS arasinda iliski saptanmamistir (4).
Sivas ilinde 1250 hasta ile yapilan bir ¢alismada da sigara
kullanim1 ile IBS arasinda iliski saptanmamistir (3).
Istanbul ilinde 1746 emniyet gorevlisi ile yapilan diger bir
caligmada ise IBS ile sigara i¢iciligi arasinda ters yonde
istatistiksel iliski saptanmustir (8).

Japonya’da 2680 hastanin incelendigi bir calismada
sigara iciciligi ile IBS, gastrodzefagial reflii hastalig1 ve
fonksiyonel dispepsi arasinda istatistiksel olarak anlamli
iligki bulunmustur (5). Amerika Birlesik Devletlerinde
214 hasta ile yapilan bir calismada IBS ile alkol ve sigara
kullanim1 arasindaki iliski incelenmis, yalnizca bayan
hastalarda IBS ile sigara kullanimi arasinda anlamli bir
iliski bulunmustur (6).

Caligmamizda 8 hastamizda IBS tespit edilmistir.
Hastalarm hepsi sigara kullanmaktaydi. IBS (+) akciger
kanserli olgularda sigara kullanimi IBS (-) olgulara gore
daha yiiksekti. Bu sigaranin igerdigi yliksek nikotine
bagl olabilir. Yiiksek nikotin barsaklardaki parasempatik
ganglionlarda stimiilasyon yaratarak barsak hareketliligini
degistirebilir (9). Sigara kullanimi1 barsagin florasini da
degistirmektedir. Barsak florasindaki degisim barsak
hareketlerini arttirir (10). Sigaranin barsak iizerindeki
etkilerinden dolay1 IBS patofizyolojisinde rol oynayabilir.

Literatiir incelendiginde IBS sikliginin yasla arttirdigi, 55
yas civarinda pik yaptig1 daha ileri yaslarda ise sikligimin
azalmaya basladig1 tespit edilmistir (4,11-12). IBS 45-55
yas arasinda her 100 kisiden ortalama 20 kiside saptanirken
65 yas civarinda bu oran %10’lara gerilemektedir (4,11-
12). Caligmamizda IBS (+) hastalarin yas ortalamasi 64
yil ¢ikmistir. IBS (-) hastalarin yas ortalamasi 65,6 yil
cikmistir. Hastalik ylizdemiz %7,2 olarak tespit edilmistir.
Bu veri literatiire gore daha diisiik oran olmakla birlikte
yas ile hastaligin azaldig1 hipotezini desteklemektedir.

Irritable barsak sendromu ile viicut kitle indeksi (VKI)
arsindaki iliskiyi calismalarda; yiiksek VKI degerlerinin
IBS ile iliskisi gosterilmistir (13x-14x). Caligmamizda
IBS (+) hastalarin VKI degerleri normal sinirlarda olmakla
birlikte IBS (-) hastalarinkinden yiiksek tespit edilmistir.
Bu yiikseklik istatistiksel olarak anlamli olmamakla
birlikte literatiir ile uyumludur.

IBS kadinlarda daha sik rastlanan bir hastaliktir. Kadinlarda
erkeklerden 1,5-1,2 kat daha fazla goriilmektedir (11-
12,15-16). Calisma grubumuzu olusturan 111 akciger
kanserli olgunun sadece dordii bayan hastaydi. IBS (+)
hastalarimizin tamami erkekti. Hastalik ylizdemizin
ayni yas grubuna gore diisiik ¢ikmasi erkek cinsiyetin
fazlaligiyla da aciklanabilir.



Akciger Kanseri Tanili Hastalarda irritable Barsak Sendromu Siklig

Irritable barsak sendromlu hastalarda kanser sikligini
gosteren bir ¢alismada akciger kanseri IBS (+) hastalarda
en sik goriilen 3. Kanser tiirii olarak saptanmigtir (17).

IBS (+) akciger kanserleri olgularin patolojik alt tipleri
incelendiginde yasst hiicreli (n:6), adeno ca (1) ve kiiciik
hiicreli (1) oldugunu tespit ettik. Tiim bu patolojik alt tipler
sigara kullanimu ile iliskili alt tiplerdir (7).

Calismamizin en biiyiik kisitlilig1 hasta popiilasyonun az
olmasidir. Bu konu ile ilgili daha fazla hastada yapilmis
daha biiyiik 6l¢ekli caligmalara ihtiyag vardir.

Sonu¢

Akciger kanserli hastalarda IBS siklig1 normal popiilasyona
gore hafif diisiik saptandi. Bu ¢alisma yaptigimiz grubun
yasli olmasina baglanabilir fakat IBS (+) akciger kanserli
olgularda sigara igiciligi belirgin yiiksek saptandi. Sigara
iciciligi hem akciger kanseri hem de IBS i¢in bir risk
faktoriidiir. Akciger kanserli hastalar IBS agisindan daha
yliksek riske sahiptir.
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Ozet

Denge; vestibiiler, gorsel ve proprioseptif duyulardan gelen bilginin beyin sap1 diizeyinde biitiinlestirilmesi ile sag-
lanir. Vestibiiler sistemde fonksiyon bozuklugu; algisal, okulomotor ve postural bozukluk ile vertigo, dizziness,
nistagmus, ataksi ve bulant1 gibi bulgularla karakterizedir. Vestibiiler sendromlarin teshisi multidisipliner yaklasim
gerektirir. GOz hareketlerinin, semisirkiiler kanallarin, otolitlerin test edilmesinde ve postural kontroliin degerlendi-
rilmesinde tanisal testler kullanilir. Bu derlemenin amaci, vertigo, dizziness ve dengesizlik sikayeti olan hastalarin
degerlendirilmesinde klinikte yaygin olarak kullanilan tanisal testler konusunu ele almaktir.

Anahtar Kelimeler: Denge, elektronistagmografi, dizziness, posturografi, vertigo, vestibiiler testler

Abstract

Balance is maintained through the integration at the brainstem level of information from the vestibular, and the visual
and proprioceptive sensory modalities. Dysfunction of the vestibular system is commonly characterized by phe-
nomena involving perceptual, ocular motor, postural disorders and vertigo, dizziness, nystagmus, ataxia, and nausea
symptoms. The diagnosis of vestibular syndromes always requires interdisciplinary thinking. Vestibular diagnostic
tests are also used to assess eye movements, semicircular canal and otolith in addition to determine postural control.
The purpose of this review is to provide information about vestibular tests used most commonly in a clinical setting

to assess patients with vertigo, dizziness and imbalance.

Key Words: Balance, dizziness, electronystagmography, posturography, vertigo, vestibular testing.

Giris

Uzaysal oryantasyon ve hareket bilgisi saglayan vestibiiler
sistem; bakis stabilizasyonunda, denge ve postiir kontro-
liinde etkilidir (1). Bas ve viicut pozisyonunun algilanmasi
ve uzayda hareket algisi; isitme, gérme, vestibiiler algi,
eklem pozisyon hissi, dokunma, basing duyusuna ve bu
girdilerin santral sinir sistemi (SSS) diizeyinde biitlinlesti-
rilmesine baglidir. Bu bilgilerde veya biitiinlestirmede her-
hangi bir bozukluk olmasi durumunda, hastalar genellikle
dizziness ve vertigodan sikayet ederler (2, 3, 4).
Vestibiiler hastaliklarin dogru teshisi ve anatomik lokali-
zasyonun belirlenmesi, goz hareketlerinin ve okulomotor
fonksiyonunun giivenilir bir sekilde degerlendirilmesini
gerektirir (5). Dizziness, vertigo ve dengesizlik sikayeti
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olan hastalarin degerlendirilmesinde, gorsel ve somato-
sensOr sistemin yani sira vestibiiler sistemin de degerlen-
dirilmesi gerekmektedir (6).

Vestibiiler testlerin amaci, vestibiiler sistemin objektif
olarak degerlendirilmesidir. Vestibiiler testler; hastanin
semptomlarinin nedeninin saptanmasi, klinik muayene-
de elde edilen bulgularin dogrulanmasi, lezyonun lokali-
zasyonu (santral, periferik) ve lateralizasyonu, tedavinin
planlanmas1 ve tedaviye cevabin takibinde onemli bilgi
saglar. Vestibiiler testlerden elde edilen bulgular, hastadan
alman hikaye ve klinik muayene ile birlikte degerlendi-
rilmelidir (5). Test sonuglarinin dogru yorumlanmasi ve
anlagilabilmesi kadar, uygulanan testlerin limitasyonlari-
nin ve gii¢lii yonlerinin bilinmesi de 6nemlidir. Vestibiiler
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bozuklugu olan hastalarin degerlendirilmesinde kullanilan
yontemlerde son yillarda 6nemli gelismeler olmustur (6).
Bu ¢aligmada; vertigo, dizziness ve dengesizlik sikayeti ile
bagvuran hastalarda tantya yonelik uygulanabilecek testler
uzerinde durulacaktir. Bu testler;

1. Odyolojik degerlendirme
Vestibiilospinal testler
Elektronistagmografi (ENG) ve Videonistagmografi (VNG)

Vestibiiler uyarilmis kas potansiyelleri (Vestibular
Evoked Myogenic Potentials) (VEMP)

Bilgisayarli Dinamik Posturografi (BDP)
Rotasyonel testler

Subjektif viziiel vertikal (SVV) testi
Radyolojik degerlendirme

bl

o N W

9. Laboratuar testleridir.
1-Odyolojik Degerlendirme

Vertigo, dizziness ve denge bozukluguna neden olan bazi
hastaliklar, igitme kaybu ile birlikte goriilebilir. Bu nedenle bu
hastalarda isitme fonksiyonunun degerlendirilmesi 6nemlidir.

Periferik lezyondan siiphelenilen durumlarda yapilacak
odyolojik degerlendirme; saf ses odyometri, konugma od-
yometrisi, otoakustik emisyon Ol¢limii, isitsel beyin sap1
cevabl (Auditory brainstem response) ve immitansmetrik
degerlendirmeyi kapsamalidir. Bu hastalarda rekruitment
testleri, ses lokalizasyon testleri ve isitsel adaptasyon testleri
tamamlayici testlerdir. Beyin sap1 lezyonundan siipheleni-
len durumlarda odyolojik test bataryasi; saf ses odyometri,
isitsel beyin sap1 cevabi ve immitansmetrik degerlendirmeyi
kapsamalidir. Bu lezyonlarda normal konugma testleri ye-
terli olmayabilir. Tamamlayici testler ise; binaural testler,
ses lokalizasyon testleri, dikotik konusma testleridir (7).

Literatiir incelendiginde 50 migren hastasinin degerlendi-
rildigi bir ¢alismada migrende isitsel etkilenimin en erken
bulgusunun, isitsel beyin sap1 cevap anormallikleri oldu-
gu saptanmistir (8). Munaro ve arkadaslari (9) tarafindan;
isitme kayb1 olan (n= 25) ve olmayan (n=31) vertigolu 56
hasta ile normal isiten ve vestibiiler sikayeti olmayan 10
bireyden olusan kontrol grubunda isitsel beyin sap1 bul-
gular1 degerlendirilmistir. Isitme kayb1 olan ve olmayan
vertigolu bireylerde, kontrol grubu ile karsilastirildiginda;
isitsel beyin sap1 cevabu testinde I, 11 ve V. dalgalarin mut-
lak latanslarinda anlamli artis oldugu saptanmistir (9).

2-Vestibulospinal Testler

Vestibulospinal refleks, hareket esnasinda postural stabi-
litenin korunmasini saglar (10). Vestibiilospinal testler,

vestibiiler duyu girdilerine bagli olarak olusan motor re-
aksiyonlar1 degerlendirir (11). Bu grupta yer alan testler;

* Past pointing test

»  Statik postiir testleri (Romberg test, keskinlestirilmis
Romberg test)

*  Yiirime testleridir (Fukuda testi, tandem yiiriime testi).
Past Pointing Test

Bu test, vestibiiler sistemde dengesizlik nedeniyle ekstre-
mitelerin olusturdugu reaktif reaksiyonu ifade eder. Has-
tadan, kollarin1 6ne dogru uzatarak isaret parmaklar ile
klinisyenin isaret parmagina dokunmasi istenir. Sonrasin-
da gozlerini kapatip isaret parmaklarini vertikal pozisyona
getirecek sekilde kollarii kaldirmasi ve klinisyenin isaret
parmagini yeniden bulmasi soylenir. Parmagin bir yone
sapmasi “past pointing” olarak adlandirilir. Akut unilateral
vestibiiler fonksiyon kaybinda, bozuklugun oldugu tarafa
dogru sapma goriilmektedir. Kompansasyon sonucunda
diizelme gozlenebilir (12).

Statik Postiir Testleri

Vestibiiler sistemde bozukluk olan bireylerde gdvde ve alt
ekstremitelerde dengesizlik goriilmektedir.

Romberg Test: Hastadan gozleri kapali ve ayaklari bitisik
pozisyonda iken ayakta durmasi istenir. Dengesizlik ya da
diisme egilimi olup olmadigi degerlendirilir. Vestibiiler
lezyonu olan hastalarda lezyon tarafina diisme gozlenir.
Kronik unilateral vestibiiler bozuklugun saptanmasinda
Romberg testinin duyarliliginin diisiikk oldugu, hastanin
bazen intakt tarafa da diisebilecegi saptanmistir (12, 13).

Keskinlestirilmis Romberg Test: Hastadan bir ayagini di-
gerinin Oniine yerlestirmesi, gozler kapali ve eller gogiis
hizasinda baglanmis pozisyonda iken ayakta dik durusunu
korumasi istenir. Bu test, vestibiiler bozukluklarin tanisin-
da Romberg testinden daha duyarhdir (12).

Yiiriime Testleri

Vestibulospinal ve proprioseptif fonksiyonu normal olan
bireyler, gozler kapali iken bir tarafa sapma olmaksizin
adim atabilir.

Fukuda Testi: Hastadan gozler kapali, kollar 6ne uzatilmis
pozisyonda iken oldugu yerde adim almasi istenir ve rotas-
yon yonil esas alinarak zayif labirentin belirlenmesi sagla-
nir.  Fukuda testinin, kronik denge bozuklugu olan hasta-
larda unilateral vestibiiler fonksiyon bozuklugu konusunda
kesin bir bilgi saglamadig1, akut unilateral labirent hasarmn-
da faydali bilgi saglayabilecegi saptanmustir (11).

Tandem Yiiriime Testi: Gozler kapali iken yapilan tandem
ylriime testi, serebellar, proprioseptif ve vestibiiler fonksi-
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yonun degerlendirilmesini saglar. Akut vestibiiler lezyon-
larda, gozler acik konumda da tandem yiirlime yetenegi
bozulabilir. Akut ve kronik vestibiiler bozuklugu olan has-
talarda diisme goriilmekle birlikte diisme yoni, lezyonun
yeri konusunda giivenilir bilgi saglamamaktadir (12).

3- Elektronistagmografi (Eng) Ve Videonistag-
mografi (Vng)

Elektronistagmografi (ENG)

Dizziness ve vertigo sikayeti olan hastalarm degerlen-
dirilmesinde en yaygin olarak kullanilan tanisal testtir.
ENG’de; goz etrafindaki deriye yerlestirilen elektrotlar
araciligtyla, korneo-retinal potansiyel ol¢iimii ile gdz ha-
reketleri kaydedilir (6, 14). ENG; g6z hareket hizi, dog-
rulugu ve latansinda bozulmalarin saptanmasinda, gorsel
fiksasyon ve supresyon anormalliklerinin belirlenmesinde
ve nistagmusun arastirilmasinda kullanilir. ENG testinde;
nistagmusun morfolojisi, hiz1 ve siiresinin gézlemlenmesi
ile vestibiiler yapilarin fonksiyonu ve santral baglantilar
hakkinda bilgi elde edilir (2).

Elektronistagmografi testinin amaci;

e Vestibiiler sistemde organik patoloji olup olmadigini
saptamak

*  Vestibiiler fonksiyon degisikliklerini kaydetmek

*  Okulomotor sistemi igeren santral vestibulookiiler
yolu ilgilendiren lezyonlarin yerini tanimlamaktir (6).

Videonistagmografi (VNG)

Son yillarda daha popiiler ve tanisal olarak etkili bir kayit
metodudur. VNG, kizilétesi 1sinlara duyarli video kameralar
aracilig1 ile horizontal ve rotatuar g6z hareketlerinin etkili
ve non-invaziv sekilde kaydedilmesini saglar. VNG, teshise
yonelik 6nemli bir test olmakla birlikte bu testten elde edilen
sonucun; hastanin hikayesi, semptomlar1 ve diger testlerden
elde edilen bulgular ile birlikte degerlendirilmesi, testin du-
yarlilig1 ve spesifitesini anlamli sekilde arttirmaktadir.

Spontan nistagmus testinde, istemsiz ve provakasyon ol-
madan kaydedilen nistagmus; periferik veya santral vesti-
biiler sistemde patoloji hakkinda bilgi verir.

Gaze testte, 20 derece ve daha az okiiler yer degisimlerinde
nistagmus kaydedilmesi; beyin sap1 veya serebellar bozuklu-
gu iceren SSS patolojisi veya periferik patoloji bulgusudur.
Sakkad testte, testin %50’sinden fazlasinda gozlenen sak-
kadik hareketin hedefin 6niinde (overshoot, hipermetri) ya
da arkasinda (undershoot, hipometri) odaklanmasi, glis-
sade (sakkadik hareketin sonunda gozde kayma meydana
gelmesi) ve pulsionlar (goziin, vertikal sakkad sonrasinda
sag veya sola ¢ekilmesi); serebral korteks, beyin sap1 veya
serebellumu igeren SSS patolojisini yansitir.
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Pursuit testte takipte bozulma; SSS’yi etkileyen sistemik
bozukluklar, serebellar fonksiyon bozuklugu, nérolojik ve
goérme bozukluklarinda goriiliir.

Optokinetik testte cevap amplitiidiinde asimetri; SSS’yi
etkileyen patoloji veya kompanse olmamis vestibiiler pa-
tolojide 6nemli bir bulgudur.

Bas sallama testinde, 20 saniye bas sallama sonrasinda pe-
riferik ve santral lezyonlarda nistagmus gozlenebilir.

Modifiye Dix Hapike manevrasinda, hastaya pozisyon
verilmesinden yaklasik 10 saniye sonra baslayan ve son-
rasinda azalan rotatuar nistagmus, posterior kanal benign
paroksismal pozisyonel vertigoyu gosterir.

Bitermal kalorik testte, unilateral kanal parezisi (UKP), iki
kulaktan elde edilen nistagmusun yavas faz hiz1 arasinda
% 20-30 ve daha fazla fark olmasidir ve periferik vestibii-
ler lezyonlarda (sinir ve/veya end organ) goriiliir. Yon iis-
tiinliigii, bir yone vuran nistagmusun diger yone vurandan
daha siddetli olmasidir. Yon tstiinliigliinde; UKP varsa %
20 ve tizeri, UKP yoksa % 30 ve tizeri fark anlamlidir. Yon
istiinliigii periferik ve santral vestibiiler anormalliklerde
goriiliir. Bilateral kanal parezisi ise nistagmusun her yone
yavas faz hizinin 12 derece/saniyeden az olmasidir ve SSS
bozuklugunda veya periferik vestibiiler anormalliklerde
gozlemlenir. SSS’nin, kalorik nistagmusu fiksasyon ile
azaltma yeteneginde bozukluk ise, beyin sap1 ve/veya se-
rebellar bozukluklarda goriiliir (14).

Elektronistagmografi ve Videonistagmografi ile, santral ve
periferik vestibiiler fonksiyon hakkinda ve lezyonun yeri
konusunda elde edilen bilgi, vestibiiler sistem bozukluk-
larinin teshisinde fayda saglamaktadir (15). Retrospektif
bir ¢alismada, dizziness ve vertigosu olan 102 hastanin
ENG ve manyetik rezonans goriintiileme (MRI) bulgular
degerlendirilmis; ENG’nin, bu hastalarin 53’tinde (%52)
MRI'm ise 4’linde (%3.9) teshise yonelik bilgi sagladig
saptanmistir. Bu ¢aligmada vertigo sikayeti olan hastalarda
ENG’nin en 6nemli degerlendirme yontemi oldugu, sant-
ral patoloji nedeniyle vertigo ve dizziness goriilme orani-
nin diisiik oldugu (% 3.9) vurgulanmistir (16).

Santral lezyondan siiphelenilen hastalarda okulomotor test
bulgulart MRI sonuglari ile karsilastirildiginda, okulomo-
tor test anormalliklerinin duyarliliginin yiksek oldugu (%
83.3) bulunmustur (17).

4-Vestibiiler Uyarilmis Kas Potansiyelleri
(Vestibular Evoked Myogenic Potentials) (VEMP)

Vestibiiler uyarilmis kas potansiyelleri (VEMP), vestibii-
ler hastaliklarin degerlendirilmesinde kullanilan bir testtir.
Monaural olarak verilen yiiksek siddette tone burst veya
klik uyaran ile ipsilateral sternokleidomastoid kasindan
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kaydedilen servikal VEMP (sVEMP) cevabi, vestibulo-
kollik refleksin gostergesidir. sSVEMP yolunun; sakkiiliin
makulasindan baslayarak vestibiiler sinir, vestibiiler nuk-
leus, vestibiilospinal yol ve spinal motor nukleus boyunca
devam ederek sternokleidomastoid kasinda sonlandigi dii-
siiniilmektedir (18).

Okiiler VEMP (0oVEMP) testi, vestibiiler sistem biitiinliigi-
nii degerlendirmek i¢in kullanilan yeni bir metottur. oVEMP
testinde vestibiilookiiler refleks (VOR) degerlendirilir ve
kontralateral ekstraokiiler kaslardan kayit yapilir (19).

Vestibiller  fonksiyon bozuklugunun tanimlanmasinda
sVEMP testinde cevap elde edilememesinin, 6nemli bir tani-
sal parametre oldugu saptanmistir (20). sSVEMP esigi, superi-
or semisirkiiler kanal dehisansta patolojik olarak azalmaktadir
(19). sVEMP testinde latansta uzama, 6zellikle vestibtiilospi-
nal yolu igeren retrolabirintin lezyonlarin agiklayicisi olabilir
(21). Bilinmeyen veya emin olunmayan hava-kemik aralig
durumlarinda gereksiz orta kulak cerrahisinden kagimmak
amactyla maliyeti yiiksek olan goriintiileme tekniklerinden
once, ayirici tanida VEMP testi kullanilabilir (22).

Okiiler VEMP testinin, belirgin vestibiiler semptomlari olma-
yan migren hastalarida, vestibiiler etkilenimin saptanmasin-
da kolay ve non-invaziv bir metot oldugu saptanmustir (23).

Okiiler VEMP testinden elde edilen cevap utrikiiler fonk-
siyonu, sVEMP testinden elde edilen cevap ise sakkiiler
fonksiyonu yansitir (24). oVEMP ve sVEMP testi; vesti-
biiler lezyonlarin tanimlanmasinda ve tedavinin etkinligi-
nin degerlendirilmesinde faydali bilgi saglamaktadir (25).

5-Bilgisayarli Dinamik Posturografi (Bdp)

Bilgisayarli Dinamik Posturografi (BDP), postural kontrol
esnasinda bireyin gorsel, proprioseptif ve vestibiiler duyu
bilgilerini kullanma yetenegini, bu bilgilerin santral etki-
lesimini ve govde ile alt ekstremitelerin motor cevaplarini
degerlendiren bir metottur (26, 27).

Postural kontrol; bireyin yergekimi merkezini dayanma
ylizeyi iizerinde koruma yetenegidir (28). Denge kontro-
liinde; gorsel, vestibiiler ve somatosensor sistemlerden ge-
len girdiler arasindaki etkilesim 6nemlidir (29).
Bilgisayarli Dinamik Posturografinin 6nemi; ¢esitli lezyonla-
rin statik ve dinamik denge iizerinde olusturdugu fonksiyonel
etkinin belirlenmesini saglamaktir (6). Bu test, denge arastir-
malarinda yaygin olarak kullamlmaktadir. Ozellikle dis fak-
torlere bagli olarak kisinin vestibiiler, gorsel ve proprioseptif
girdileri kullanma yetenegini degerlendirmektedir (29).
Bilgisayarli Dinamik Posturografinin kullanildigi durum-
lar asagida belirtilmistir;

* Diisme hikayesi
* Nedeni bilinmeyen dengesizlik
* Medikal tedaviye cevap vermeyen vertigo

*  ENG/VNG ve rotasyon sandalyesi bulgulari normal
bulunan dengesizlik sikayeti olan hastalar

»  Norolojik muayenesi normal olmakla birlikte ytlirtime
bozuklugu ve postural bozuklugu olan hastalar

» Kemoterapi vb. medikal tedavi sonrasinda olusan den-
gesizlik sikayeti olan hastalar

» Kafa travmasina sekonder gelisen denge bozuklugu
*  Yaslanmaya bagl denge bozukluklart

» Dizziness veya dengesizlik problemini abarttigindan
siiphelenilen hastalar (30).

Bilgisayarli Dinamik Posturografi ile uygulanabilen bag-
lica testler;

- Duyu organizasyon testi
- Motor kontrol testtir.
Duyu Organizasyon testi

Bu test, gorsel, vestibiiler ve somatosensor sistem anor-

malliklerini objektif olarak tanimlar. Duyu organizasyon
testi, postural kontroliin saglanmasinda bireyin hangi du-
yulart kullandigini belirlemeyi amagclar. Platform ve gorsel
cevrenin hareketi ile gorsel ve somatosensor ipuglarinda
olusturulan degisime karsi, bireyin cevaplart kaydedilir.
Tilim test asamalarinda, bireyin 6n-arka yonde saliniminin
degerlendirilmesi sonucunda;
* Denge puani
*  Duyu analizi
*  Agirlik merkezi hizasi
»  Strateji analizi bilgisi elde edilir (30).
Bilgisayarli Dinamik Posturografi, duyarliliginin ve spe-
sifitesinin yiiksek olmasi nedeniyle, periferik vertigonun
tanilanmasinda kullanilan giivenilir ve objektif bir yon-
temdir (31). BDP, akut unilateral periferal vestibulopati
sonrasinda, kronik donemde dengenin degerlendirilme-
sinde faydali bilgi saglayan (32), tekrarlanabilme 6zelligi
ile medikal ve cerrahi girisimler sonrasinda hastanin taki-
binde kullanilabilen bir testtir (6). Kalorik cevabin normal
elde edildigi bazi periferik vertigolu hastalarda, anormalli-
gin saptanmasinda kullanilabilir (31).

Motor kontrol test

Hastanin, dengesini bozan ve dnceden bilinen bir etkiye
karst otomatik postural cevabi ortaya ¢ikarma yetenegini
degerlendirir. Test sirasinda platform ani olarak ileri-geri
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hareket yapar. Agirlik simetrisi, motor cevap bilylkligii
ve latans degerlendirilir. Agirlik simetrisi, platform tizerin-
de hastanin agirlik dagiliminin iki ayak {izerinde esit olup
olmadigim ifade eder. Motor cevabmnin biiytikliigi, plat-
formun hareketine kars1 hastanin cevabini yansitir. Latans
ise platformun hareketini takiben hastanin aktif cevabinin
baglamasi arasinda gegen siiredir (30).

6-Rotasyonel Testler

Rotasyonel testler; SSS' nin vestibiiler bilgiyi islemleme
yetenegi ile gorsel ve vestibiiler bilgiyi biitiinlestirme yete-
negi hakkinda bilgi saglar (33). Rotasyon sandalyesi testi,
cesitli yon ve hizlarda donen sandalyede bireyin goz hare-
ketleri kaydedilerek yapilir. Rotasyon sandalyesi ile yapi-
lan testler;

- Siniizodial harmonik akselerasyon test
- Step testtir (33, 34).
Siniizodial harmonik akselerasyon test

Bu testte, genis frekans araliginda (en az bes frekansta)
vestibiiler cevaplar elde edilir. Hastanin géz hareketleri
kaydedilerek kazang, faz ve simetri degerlendirilir. Perife-
rik vestibiiler bozukluklarda genellikle fazda anormallik,
bilateral kronik vestibiiler lezyonlu hastalarda, kazangta
azalma goriiliir. Akut periferik lezyonlarin erken dénemin-
de anlamli asimetri gozlenebilir. Sinlizoidal harmonik ak-
selerasyon test, vestibiiler bozuklugun tanimlanmasina yo-
nelik 6zellikle yiiksek frekans bilgisi saglayan 6nemli bir
testtir. Kalorik testten farkli olarak dogal uyari kullanilma-
st avantajina ragmen, bilateral uyarim saglamasi nedeniyle
vestibiiler lezyonun lokalizasyonuna ve lateralizasyonuna
yonelik bilgi vermemektedir.

Step test

Hasta, sabit bir hiz kazanana kadar saat yoniinde veya sa-
atin tersi yoniinde dondiiriiliir ve ani olarak yavaslatilarak
durdurulur. Hastanin g6z hareketleri 30-60 saniye siireyle
kaydedilir ve test diger yone tekrarlanir. Kazang, asimetri
ve zaman sabiti bilgisi elde edilir. Cevapta asimetri; uni-
lateral periferik vestibiiler lezyonu, bilateral cevap elde
edilememesi ise bilateral vestibiiler lezyonu ifade eder. Bu
test, sinlizoidal harmonik akselerasyon testinde oldugu
gibi yliksek frekanslarda vestibiiler sistemin degerlendi-
rilmesine olanak saglamaktadir.

Rotasyon sandalyesi, kalorik testte bilateral periferik ves-
tibuler parezi saptanan durumlarda veya kulaklar arasinda
anatomik farklilik nedeniyle kalorik test ile kulaklar arasi
karsilagtirmanin yapilamadig1 durumlarda, bilateral zayif-
ligin tanimlanmasinda kullanilmaktadir (33, 34, 35).

7-Subjektif Viziiel Vertikal (Svv)
Subjektif viziiel vertikal (SVV), otolit sistemi degerlen-
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diren bir testtir. SVV’de hastadan, karanlikta dik oturma
pozisyonunda iken dogrusal bir objeyi dik pozisyona ge-
tirmesi istenir. SVV testinde, dik olarak yerlestirilmesi is-
tenen dogrunun egimli oldugu taraf, diger labirente gore
hipofonksiyonel olan labirenti isaret eder (36). Santral
kompansasyon nedeniyle SVV’de zaman i¢inde degisiklik
gozlenebilir. SVV’de sapma, vestibiiler norektomi ve labi-
rentektomi gibi cerrahilerden sonra da gozlenebilir (37) ve
sapma opere edilen kulaga dogrudur. Vertikal algida go-
rilen bu anormallikler, otolitik organlarda ya da afferent
graviseptif yollarda degisiklikler ile iligkili olabilir (38).
8-Radyolojik Degerlendirme

Vestibiiler bozuklugu olan bireylerde goriintiilemede; bil-
gisayarli tomografi, MRI ve anjiyografi yontemleri kulla-
nilmaktadir (39).

Akut vertigolu hastalarda vestibiiler nérit ile serebellumu
iceren vaskiiler olaylarin ayrimi zordur (40).

Norolojik bulgu ve semptomlari olmayan geng bir hastada,
periferik lezyon ile uyumlu olan nistagmus ve muayene
bulgularinda 48 iginde iyilesme olmast durumunda, goriin-
tileme gerekmemektedir (41). Akut vertigoda, muayene
bulgulariin periferik lezyon ile uyumlu olmadigi, nérolo-
jik bulgu ve semptomlar ile yeni ortaya ¢ikan bas agrismin
vertigoya eslik ettigi durumlarda ve serebrovaskiiler olay
ile ilgili risk faktorlerinin mevcudiyetinde nérogoriintiile-
me gerekmektedir (40).

9-Laboratuvar Testler

Vestibiiler bozukluklarda laboratuar tetkikleri, hastanin bas
donmesi Oykiist, fizik muayenesi, sistemik hastaliklarmin
bulunmasi ve bu hastaliklarm ayirici tanist gdz 6niine alina-
rak yapilir. Laboratuar tetkikleri, tek basina vestibiiler has-
talik tanis1 koymak icin yeterli degildir. Vertigo hastasinin,
onceden bilinen bir sistemik hastaliginin olmasi durumunda
tetkikler daha ¢ok bu sistemik hastaliga yonelik olarak yapi-
lir. Genellikle istenen tetkikler arasinda; tam kan sayimi, ko-
agiilasyon testleri, serum elektrolitleri, karaciger ve bobrek
fonksiyon testleri, kan glikoz diizeyi, serum kolesterol ve
trigliserid diizeyleri, CRP, RF, ANA, serum immunglobu-
linleri, tiroid fonksiyon testleri bulunur. Sifiliz diisiiniiliiyor-
sa VDRL istenebilir. Ayrica BOS arastirmasina gereksinim
duyulabilir. Bu testlerin vestibiiler patolojilerde etyolojiye
yonelik sagladig bilgi simirli diizeydedir (42).

Sonu¢

Vertigo, dizziness veya dengesizlik sikayeti ile bagvuran
hastalarda hikaye ve muayene sonrasinda hastanin semp-
tomlar1 g6z Oniinde bulundurularak istenecek odyoves-
tibiiler tesler, radyolojik ve laboratuar incelemeler, tani
konusunda kulak burun bogaz hekimlerine 6nemli bilgi
saglayabilir.
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Ozet

Prostat kanseri (PKa) tanisi konulan kisilerin 6nemli bir kismi radikal prostatektomi (RP) olmayi tercih ederler. An-
cak RP ile beraber pelvik lenf nod diseksiyonu (PLND) yapilmasi en tartigmali konulardan birisidir. Ciinkii prostat
kanseri olan olgularin tamaminda lenf nodu tutulumu yoktur, dikkatli bir PLND zaman alic1 bir islemdir ve deneyimli
bir iirolog tarafindan yapilmalidir. Uygun kisilerde RP ile beraber PLND yapilmas1 hem dogru evreleme hem de kiir
saglanmasi agisindan ¢ok dnemlidir. Bu nedenle dogru hastalarda RP ile beraber PLND yapilmasi gereklidir. Klinik
bulgulara, radyolojik goriintiileme yontemlerine ve nomogramlara dayali olarak PLND yapma karari verilir. Bu der-
lemede PLND’nun sinirlari, faydasi ve komplikasyonlari anlatilmaktadir.

Anahtar Kelimeler: Prostat kanseri, pelvik lenfadenektomi
Abstract

Important part of the patients with prostate cancer prefer undergoing radical prostatectomy (RP). However, pelvic lymph
node dissection (PLND) along with RP is one of the most controversial issue. Because lymph nod involvement is not
available in all cases with PKa, PLND is a time-consuming procedure and PLND must be perfomed by an experienced
urologist. RP along with PLND in relevant cases is very important to obtain both correct staging and cure. Therefore, RP
along with PLND is required in correct patients. According to clinical findings, radiologic imaging methods and nomo-

grams, decision of PLND is made. Borders, benefits and complications of PLND in this review is explained.

Key Words: Prostate cancer, pelvic lymphadenectomy

Giris

Amerika Birlesik Devletlerinde prostat kanseri erkekler-
deki en sik solid malignitedir ve kansere bagli mortalitenin
ikinci nedenidir (1). Erkeklerin yaklagik % 15’inde prostat
kanseri gelisme olasiligimin oldugu belirtilmektedir (2).
PKa i¢in hala ideal tedavinin ne oldugu konusu net degil-
dir (3). Prostat kanserinin kiiratif tedavisi i¢in radikal pros-
tatektomi veya radyoterapi uygulanmaktadir. PKa tanisi
konulan kisilerin yaklasik %40°1 RP olmay1 tercih ederler
(4, 5). RP, prostatin biitiinliigii bozulmadan seminal kese-
ler ile beraber c¢ikarilmasidir. Eski serilerde klinik loka-
lize prostat kanseri nedeniyle RP yapilmis kisilerin %20
-40’mnda pelvik lenf nodu tutulumu oldugu saptanmistir
(6, 7). PSA’nin klinik kullanima girmesinin ardindan ya-
yimlanmig serilerde bu oran %4-6 diizeylerine inmistir (8,
9). Kawakami ve arkadaslarinin D’ Amico risk siiflama-
st kullanarak yaptig1 ¢calismada lenf nodu tutulumu diigiik
risk grubunda %0.87, orta risk grubunda %2.0 ve yiiksek
risk grubunda %7.1 oraninda saptanmistir (10).

Hangi olgulara RP ile beraber PLND yapalim?

Klinik olarak lokalize PKa olgularinda RP ile beraber
PLND yapilmasi en tartismali konulardan birisidir. Clinkii
prostat kanseri olan olgularin tamaminda lenf nodu tutu-
lumu yoktur, dikkatli bir PLND zaman alic1 bir islemdir
ve deneyimli bir lirolog tarafindan yapilmalidir. Bunlara
ek olarak PLND’nun prostat kanseri olan kisilerde yasam
siiresine katkisi konusunda bilgi eksikligi vardr (11). Uy-
gun kisilerde RP ile beraber PLND yapilmasi hem dogru
evreleme hem de kiir saglanmasi agisindan ¢ok énemlidir.
Bu nedenle hangi hastalara RP ile beraber PLND yapilma-
siin gerekli olduguna karar vermek ¢ok dnemlidir. Boyle
bir karar i¢in kullanilan bazi1 yontemler vardir:

a. Klinik bulgularla risk siniflamasi: Parmakla rektal mu-
ayene, serum PSA diizeyi ve biyopside saptanan Gleason
skoruna dayali olarak prostat kanseri ile ilgili bir risk si-
niflamas1 yapilabilir. Bu amagla kullanilan bir siniflama
D’Amico risk siniflamasidir (12). Bu siniflama aslinda RP
sonrast biyokimyasal rekiirrensi ongérmek igin kullanil-
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masina karsin bazi yazarlar lenf nodu tutulumunu 6ngor-
mede de kullanmaktadirlar. Bir arastirmada D’ Amico risk
siniflamasina gore lenf nodu tutulumu diisiik risk grubun-
da 9%0.87, orta risk grubunda %2.0, yiiksek risk grubunda
%7.1°dir (10). Boorijian ve arkadaslari, RP yaptiklar: 7591
hastada D’ Amico risk siniflamasina gore lenf nodu tutulu-
munu disiik risk i¢in %0.5, orta risk grubu i¢in %3.4, yiik-
sek risk grubu i¢in %9.5 bulmustur (13). Klinik bulgulara
gore bir 6ngoriide bulunmak her zaman dogru olmayabilir.
Ciinkii ayn1 patolog ve fakli patologlar arasindaki biyopsi
Gleason skoru ile cerrahi spesmen Gleason soru arasindaki
%36’a varan farkliligin olmasi klinik risk siniflamasi ile
ilgili sikintili bir konudur (14).

b. Radyolojik inceleme: Preoperatif goriintiileme yontem-
leri yiiksek riskli hastalarda lenf nodu tutulumunu saptama-
da yeterince giivenilir degildir (15). Standart Bilgisayarl
Tomografi (BT) ve Manyetik Rezonans Goriintiileme ‘nin
(MRG) duyarliligi %0-30 civarindadir. Pozitron Emisyon
Tomografisi’nin (PET) duyarlilig1 %80, 6zgiilliigi %96 bu-
lunmustur. Yeni bir yontem yiiksek ¢oziiniirliiklii MRG’dir.
Bu yontemin duyarliligr %90.5, 6zgilliigii % 97.8 bulun-
mustur. PET ve yliksek ¢oziintirliikli MRG yontemleri
umut vaat eden yontemler olmasina karsin halen PLND nun
yerini alacak dogruluk ve giivenilirlikte degildir (16).

c. Nomogram kullanimi: Pek cok arastirici preoperatif
mevcut olan bazi klinik parametrelerin kullanildigi no-
mogramlar gelistirmislerdir (16). Briganti ve arkadasla-
r1 PSA, klinik evre, biyopsideki Gleason skoru ve pozitif
kor yiizdesi gibi parametrelerin kullanildigi nomogram-
da %5’lik smir deger kullanimini 6nerilmektedir. PLND
diistik risk grubundaki kisilerde gerekli degildir. Ciinkii
diisiik risk grubunda pozitif lenf nodu bulunma olasilig1
%5’ten azdir. Orta risk grubundaki kisilerde ise bu risk
%3.7 ile %20.1 arasinda, ytiksek risk grubundaki kisilerde
ise %15 ile %40 arasinda degismektedir. Bu siur deger ile
olgularin 2/3’1 i¢in genigletilmis PLND yapilmasina ge-
rek olmamaktadir. Sadece %1.5’luk olguda lenf nodu in-
vazyonu atlanacaktir (17). Giincellenmis Partin tablosuna
gore sinir deger <2% kabul edilerek, Gleason skoru 6 iken
PSA diizeyi 10 ng/ml iizerinde ve cT2b’nin iizeri olmadik-
ca PLND yapilmamalidir. Gleason skoru 3+4 ve cT1c olan
erkeklerde PSA diizeyleri 10 ng/ml tizeri olmadik¢a PLND
yapilmamalidir. Gleason skoru 3+4 ve palpable hastaligi
olanlarda PLND yapilmalidir. Gleason skoru 4+3 ve iize-
ri olan tiim erkeklere PSA diizeyinden ve klinik evreden
bagimsiz olarak PLND yapilmalidir (18). Avrupa Uroloji
Dernegi’nin 2015 yilina ait prostat kanseri kilavuzunda da
gPLND yapilmasi i¢in Briganti nomogramina dayali ola-
rak %5’1ik smir dnerilmektedir.

Risk smiflamasinin klinik kullanima girmesi ile eskiden RP
yapilan hastalarin tamamina yakiinda PLND yapilir iken
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giiniimiizde oldukga azalmistir. Bu azalma o6zellikle diistik
ve orta risk grubundaki hastalar1 igermektedir. Yiiksek risk
grubundakilere PLND yapilmaya devam edilmektedir (19).

Lenfadenektominin simirlar: ne olmahdir?

PLND tanisal, prognostik ve hatta tedavi amaciyla yapi-
lir. Standart PLND eksternal iliak ven, obtrator sinir ve
pelvik yan duvar arasindaki alani icermektedir (19). PKa
tedavisinde yapilan standart PLND igin iist sinir eksternal
iliak ven, alt sinir olarak obtrator sinirdir. Bu diseksiyon
ile Ozellikle obtrator fossadaki lenfatiklerin ¢ikarilma-
st amaglanmaktadir. Obtrator fossanin smirlar1 medialde
mesane, lateralde eksternal iliak ven, inferiorda Qloquet
nodu, superiorda ana iliak damarlarin bifurkasyonu ve
posteriorda obtaror sinirdir. Standard PLND obtrator fos-
say1 ve obtrator sinirin proksimalini icerir (16). PKa’nde
lenf nodu yayilimi basamakli olarak meydana gelmektedir.
[Ik tutulumun oldugu alan obtrator fossadir ve bu bolgede
lenf nodu pozitifligi olmadan diger alanlara yayilim ol-
mamaktadir (20). Bu nedenle en fazla metastaz olan alan
obtrator fossadir. Ancak giiniimiizde standart PLND ya-
pilmas1 Snerilmemektedir. Cilinkii standart PLND sonrasi
lenf nodu tutulumu olan olgularin en az yarisinin atlandig:
saptanmistir (21). Degisik calismalarda PKa olgularinin
%58-63’1inde standart PLND diseksiyonu alani diginda da
tutulumun oldugu gosterilmistir (22, 23). Bu nedenle PKa
olgularinda eger PLND yapilacak ise genigletilmis sekilde
yapilmasinin daha faydali oldugu diistiniilmektedir. Ancak
hala daha PKa i¢in genisletilmis PLND i¢in kesin sinirlar
tanimlanamamis ve bir goris birligi saglanamamuistir (15,
24). Genisletilmis PLND i¢in eksternal iliak arter ve ve-
nin tizerindeki lenf nodlar1, obtrator fossadaki lenf nodlari,
internal iliak arterin medial ve lateralindeki lenf nodlari-
nin ¢ikarilmasi onerilmektedir. Alt sinir obtrator sinirdir.
Ust smirin ureterin ana iliak arteri caprazladigi nokta ka-
bul edilmesi ile primer lenfatik alanlarin en az %75 inin
cikarilabildigi belirtilmektedir (25). Prostat kanserinde
lenfatik caprazlagma yaygindir ve bu nedenle tek bir sen-
tinal nod mevcut degildir (23). Bu nedenle eksternal iliak,
internal iliak damarlar1 ve obtrator fossay1 tamamen temiz-
lenmelidir. Diseksiyonun iist sinir konusunda tartigma var-
dir. Genel diisiinceye gore tist sinirm iireterin iliak arteri
caprazladigi nokta olarak kabul edilmesine karsin (26, 27)
bazi yazarlar proksimal sinir1 ana iliak damarim bifurkas-
yonu ve aort bifurkasyonu olarak kabul etmektedirler (24,
28-31). Hatta bazi ¢alismalarda presakral lenf nodlarinin
da diseksiyon alanina dahil edilmesinin gerekli oldugu be-
lirtilmektedir (20, 28, 32).

Neden genisletilmis PLND yapilmalidir?

gPLND ile mikrometastatik hastaligin ¢ikarilmasina bagh
yasam siiresinde katki saglandigi saptanmistir (33). Daha
yeni randomize kontrollii bir ¢aligmada standart PLND ile
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genisletilmis PLND’u karsilastirilmigtir. Hastalarin ortala-
ma takip siiresi 74 aydir. Genisletilmis PLND yapilmasinin
standarda gore orta-yiiksek riskli hastalarda biyokimyasal
progresyonsuz yasam siiresini uzattigi saptanmistir (orta
risk grubu: 73.1% vs 85.7%)(yiiksek risk grubu: 51.1% vs
71.4%). Ancak bu faydali etki diisiik risk grubunda goste-
rilmemistir (90.1% and 91.3%) (34).

Genigletilmg PLND ile kag tane lenf nodu ¢ikarilmalidir?

Weingartner ve arkadaglariin bir otopsi ¢alismasinda ye-
terli bir PLND igin en az 20 lenf nodunun ¢ikarilmasinin
gerekli oldugu belirtilmektedir (35). Klinik calismalar-
da da cikarilacak lenf nodu sayisinin 20°den fazla olmasi
gerektigi saptanmistir. En az 20 lenf nodunun ¢ikarilmis
ise dogru sekilde lenf nodu tutulumunu saptama oram
%90’dan fazladir (36). Ancak PLND i¢in belirlenen si-
nirlara uygun olarak yapilmig bir cerrahi daha énemlidir.
Ciinkii kisiden kisiye lenf nodu sayisi degisebilir.

Lenf nodu tutulumu olan PKa olgularinda radikal
prostatektominin yeri nedir?

Lokal ileri veya bolgesel lenf noduna yayilimli prostat
kanseri olgularinda tedavi yaklasimi degisim gostermek-
tedir. Gegmiste peroperatuar frozen kesitlerde pelvik lenf
nodu pozitifligi olan kisilerde siklikla RP yapilmazdi (37).
Ciinkii histopatolojik olarak lenf nodu metastazinin varligi
onkolojik acidan en kotii prognostik gdstergelerden birisi-
dir (38, 39). Tutulan lenf nodu sayis1 arttik¢a prognoz daha
da kotiilesmektedir (40). Ancak giiniimiizde yeni verilere
gore peroperatuar lenf nodu pozitifligi olanlarda RP ile
beraber PLND yapilmasinin gerekliligi diisiiniilmektedir.
Ozellikle sinirli lenf nodu tutulumu olanlarda cerrahinin
faydali oldugu belirtilmektedir (15). Ciinkii bu olgularda
RP ile PLND’nun hastalarin yasam siirelerine katki yapti-
g1 gosterilmistir (41, 42). Smirh lenf nodu tutulumu 2 ve
altinda lenf nodu pozitifligini ifade eder. Iki veya daha az
lenf nodu tutulumu olanlara gore ikiden fazla lenf nodu
tutulumu olanlarda anlamli diizeyde yasam siiresi kisali-
&1 vardir. Briganti ve arkadaslarinin ¢alismasinda tek lenf
nodu pozitifligi olanlarda 15 yillik kansere 6zel yasam
%84 iken 2 ve iizeri lenf nodu pozitifligi olanlarda bu siire
%62 olarak bulunmustur (39).

Giiniimiizde lokal ileri veya bolgesel hastalik varliginda
RP ve gPLND yapilmasinin fayda sagladigi gosterilmistir.
Degisik ¢alismalarda ¢T3b ve T4 PKa hastalarinda RP ve
gPLND sonrast 5 ve 10 yillik kanser spesifik yagam %88-
92 ve %87-92 bulunmustur. 5 ve 10 yillik genel yasam ise
%73-88 ve %65-71 saptanmustir (43, 44, 45). Lokalize
veya bolgesel lenf noduna yayilimli prostat kanseri olgu-
larinda RP ile beraber gPLND yapilmasi cerrahi tedavi
sonrasi sekonder tedavileri de onleyebilmektedir (27). Bir
calismada RP sonrasi yiiksek riskli hastalarin %35-76’sin-
da cerrahiden 10 yil sonraki déonemde sekonder tedavilere
gerek duyulmadigi gosterilmistir (46).

Pelvik lenf nodu diseksiyonunun komplikasyonlari nedir?

Standart PLND i¢in komplikasyon orant %2 ile %20 ara-
sinda degismektedir. gPLND sonrasi komplikasyonlari-
nin %51°e kadar arttig1 bildirilmektedir (11, 18). PLND
sonrasi en yaygin komplikasyonlar lenfosel olusumu,
tromboemboli, vaskiiler hasar, sinir yaralanmasi ve ureter
yaralanmasidir (18, 19). Ayrica ek operasyon siiresi ve pa-
tolojik konsiiltasyon iicreti de konu ile ilgili diger sorun-
lardir. Bu nedenle PLND ile ilgili fayda ve risk orani iyi
belirlenmelidir (47, 48).

a. Lenfosel olusumu: Klinik tablo degiskenlik gosterir.
Hastalarin bir kismi asemptomatik olabilir iken digerle-
rinde agri, ates, genital veya alt ekstremite 6demi, ¢evre
organlara basi etkisiyle {iriner veya gastrointestinal yakin-
malar goriilebilir. Lenfosel olusumu i¢in bazi risk faktorleri
vardir. Onceden radyoterapi yapilmis olmasi, subkutan he-
parin kullanimi, diseksiyonun genigligi (standart veya ge-
nisletilmis) ve diseksiyon esnasinda asir1 diatermi kullani-
mi1 lenfosel olusumu igin bilinen risk faktorleridir (49, 50).
Ozellikle eksternal iliak arterin iizerindeki lenfatiklerin di-
seksiyonu sonrasi lenfosel olasilig1 artmaktadir. Degisik ¢a-
ligmalarda farkli lenfosel goriilme oranlart vardir. Standart
PLND sonrasi lenfosel oran1 %0.8-9 arasinda degisir iken
gPLND sonras1 %0.1-10.6 arasinda degismektedir (19).
Kiiciik lenfoseller konservatif olarak tedavi edilebilir. Isti-
rahat ve antibiyotik kullanimi ile beraber zaman igerisnde
spontan olarak absorbsiyon meydana gelebilir. Daha biiyiik
lenfosellerde perkiitan aspirasyon yapilabilir. Ancak tekrar
toplanma ve enfeksiyon riski vardir. Ayrica povidon iodin,
diatrizoat meglumin ve doksisiklin gibi kimyasal ajanlarla
skleroterapi yapilmasi da bir diger tedavi yontemidir. Bii-
yiik ve tekrarlayan, klinik tablo olusturan lenfoselller i¢in
peritoneal kavite i¢cine marsupializasyonun yapildigi cerra-
hi islemlerin uygulanmasi da miimkiindjir.

b. Tromboembolik olaylar: Derin ven trombozu ve/veya
pulmoner emboli yeni PLND serilerinde %0-8 oraninda bil-
dirilmektedir (28, 51). Bu komplikasyonu engellemek i¢in
yapilan heparin uygulamalar lenfosel olusum riskini arttir-
maktadir. Erken ambulasyon ve kompresyon coraplarinin
kullanim1 bu komplikasyonun olusmamasinda dnemlidir.

c. Ureter yaralanmasi: Oldukga nadir bir komplikasyon-
dur. Genis serilerde %1°den az oranda bildirilmektedir.
Acik veya endoskopik yontem uygulanmasi arasinda bir
fark yoktur. Genelde peroperatuar olarak taniir ve yara-
lanmanin sekline gore tamir yapilir (19).

d. Norolojik yaralanma: En sik yaralanan ndral yap1 obtra-
tor sinirdir. Bu sinir, uyluk i¢ kisminin duyusal innervasyo-
nunu ve uyluk addiiktdr kaslarinin motor innervasyonunu
saglar. Obtrator sinir yaralanmasi eski laparoskopik cerrahi
serilerinde %0 ile 5.1 arasinda degisir iken daha giincel se-
rilerde bu oranlar %0 ile %1.8 arasinda degismektedir. Pe-
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roperatuar obtrator sinir kesilmesi saptandiginda 5-0 veya
6-0 emilmeyen sutur materyalleri ile kesik uclar dikilir ve
postoperatif donemde yogun fizik tedavi uygulanir (19).

e. Damar yaralanmasi: Eksternal ve internal iliak arter ve
ven yaralanmasi olabilir. Ancak oldukca nadirdir. Giincel
serilerde hig bildirilmemistir (19).

Sonug olarak, PKa tedavisinde RP ile beraber gPLND
ozellikle orta-yiiksek risk grubu icin deneyimli kisiler ta-
rafindan yapildiginda ¢ok faydali bir tedavi secenegidir.
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Hellp Sendromlu Hastada Gelisen intrakranial Hemoraji
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Ozet

HELLP sendromu (H=Hemoliz, EL=Karaciger enzimlerinde yiikselme, LP=Platelletlerde azalma) yaygin mikroanjio-
patilere bagli olarak genellikle multipar bayanlarin tiglincii trimestirinde ortaya cikan kotii prognozlu multisistemik bir
hastaliktir. Intraserebral komplikasyonlar sik olmamakla birlikte HELLP sendromunda en sik liim nedenidir. HELLP
sendromunun erken taninmasi ve tedavinin hizli baslanmasi, anne —bebek prognozunun diizeltilmesi i¢in gereklidir. Bu
yazida, HELLP sendromunda gelisen ve basariyla tedavi edilen intraserebral hemoraji olgusu sunulmustur.

Anahtar Kelimeler: HELLP sendromu, intraserebral kanama ,tedavi

Abstract

HELLP syndrome (H=Haemolysis, EL=Elavated Liver Enzymes, LP=Low Platelets) is a multisystemic disorder
that has a poor prognosis and occurring usually in older multiparous women in the third trimester of pregnancy due
to a generalized microangiopathy. Intracerebral complications including hemorrhage and infarct are rare but one of
the most common causes of death in patients with HELLP syndrome. The early recognition of HELLP syndrome
and the rapid initiation of therapy are required for the improvement of materno-fetal prognosis. The present report
describes a case of intracerebral hemorrhage, developed in HELLP syndrome and had been successfully treated.

Keywords: HELLP syndrome, intracerebral haemorrhage, therapy.

Giris

HELLP sendromu agir preeklampsi ve eklampsili hasta-
larin %5-20 sinde laboratuvar sonuglari ile kanitlanan
hemoliz (H=Haemolysis ), ylikselmis karaciger enzimleri
(EL=Elavated Liver Enzymes ) ve diisiik trombosit sayis1
(LP=Low Platelets ) ile karakterize, ilk defa Weinstein ta-
rafindan tanimlanmis bir sendromdur. Ayrica gebeliklerin
%10-20'sinde preecklampsi olmadan da ortaya ¢ikabilece-
ginden gozden kacirilmamasi gereken onemli bir klinik
tablodur. 1

HELLP sendromu tanisi i¢in; bilirubin diizeylerinin 1-2
mg/dl’den yiiksek olmasi, trombositlerin 100.000 mm-3
den az olmasi,aspartat aminotransferaz (AST), alanin ami-
notransferaz (ALT) ve laktat dehydrogenazda (LDH) ar-
tis olmas1 gerekmektedir. Trombositopeni en sik rastlanan
bulgusudur ve artmis trombosit yikimina baghdir.1

Bu sendrom cogunlukla gebeligin 3. trimesterinde, daha
diisiik oranda da dogumu takip eden ilk 6 giin icinde go-
riiliir. Etyolojisi ve patogenezi tam olarak bilinmemektedir.
Genetik yatkinlik, immiinolojik patolojiler, anormal pla-
sentasyon, generalize vazospazm, koagiilasyon sisteminin
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aktivasyonu ile birlikte olan anormal hemostaz ve annenin
vaskiiler endotelyal disfonksiyonu rol oynayabilmektedir.
Bazi teorilere gore anormal plasentasyon, spiral arter trom-
bozlarina bagl plasentada iskemi ile sonuglanir ve dola-
simdaki toksinler endotel hiicre hasarina yol agar. Kapiller
permeabilite artist olur. Trombosit aktivasyonu ile mikro-
vaskiiler yapida trombosit tiiketimi meydana gelir. Bu vas-
kiiler degisiklikler etrafindaki dokularin lokal hipoksisiyle
beraber 6dnce hemorajiye, nekroza ve HELLP sendromunda
gozlenen end-organ degisikliklerine yol acar. HELLP send-
romlu hastalarda akut sikintili solunum sendromu (ARDS),
pulmoner ddem, intraserebral kanama(iSK), akut bobrek
yetersizligi, subkapsiiler karaciger hematomu, hepatik riip-
tiir, yaygm intravaskiiler koagiilasyon (DIC), septik sok gibi
komplikasyonlar gelisebilmekte ve yogun bakim ihtiyaci
ortaya ¢ikabilmektedir.(2,3)

HELLP sendromunda beyine giden kan akiminda ve se-
rebral oksijen metabolizmasinda herhangi bir degisiklik
olmamasina ragmen normal gebelere oranla serebral vas-
kiiler direncte belirgin bir artis olmaktadir. Petesiden genis
hematomlara kadar uzanan serebral kanamalar, beyin 6de-



mi ve enfarkt, maternal morbidite ve mortalitenin en sik
rastlanan nedenlerindendir. Bunun yaninda bas agrisi, bas
donmesi, uyuklama, bilingte degisiklikler meydana gelebi-
lir ve bunlar ISK'nin habercisi olabilir.(4,5) Uygun labo-
ratuar ve radyolojik incelemelerle erken teshis ve gereken
onlemlerin alinmast HELLP sendromunun seyrini hafif-
letmekte ve dolayisiyla maternal-fetal morbidite mortalite
riskini azaltmaktadir. Morbidite ve mortaliteyi azaltmak
icin siklikla gebeligin sonlandirilmasi gerekir. Bu makale-
de, HELLP sendromu komplikasyonu olarak ISK gelisen
ve bagariyla tedavi edilen bir olgu sunduk.

Olgu Sunumu

36 yasinda, preeklampsi nedeniyle kadin dogum klini-
gince izlenen 40 haftalik gebeligi olan multipar hasta
kontraksiyonlarinin baglamasi tizerine kadin dogum hasta-
nesine bagvurmustur. Tam idrar tetkikinde {i¢ pozitif(+++)
proteiniiri ve yaygin viicut 6demi saptanmasi {izerine sid-
detli preeklampsi ve fetal distres tanisiyla genel anestezi
altinda sezeryan yapilmistir. Hastanin arteryal kan basinci:
210/120mmHg saptanmistir. Postpartum doénemde iiclii
oral antihipertansif (amlodipin 10mg 1x1, alfametildopa
250mg 4x2, doksazosin 3x2mg), nitrogliserin inflizyonu
0,4pg/kg/dk ve MGSO4 infiizyonu 2gr/h tedavilerine rag-
men arteryal kan basinci: 190/120 mmHg civarinda sey-
retmistir. Hastanin postpartum dénemde laboratuvar bul-
gularinda sirastyla AST, ALT, LDH 1030IU/L, 476I1U/L,
9720IU/L, total billurubin 2.7mg/dl, direkt billurubin
0.7mg/dl, trombosit 41000/mm3 olarak tespit edilmistir.
Bu bulgularla hastaya HELLP sendromu tanist konulmus-
tur. Postpartum 12. saatte ani gelisen bas agrisi, biling bu-
laniklig1 ve uykuya meyil olmasi lizerine ndroloji yogun
bakima devir alindi. Glaskow koma skalast (GKS) =14
olan hastanin yapilan nérolojik muayenesinde, pupiller
izokorik, 151k refleksi bilateral pozitif, sol {ist- alt extre-
mitede 2/5 dereceden motor gii¢ kaybi, taban cildi refleksi
solda ekstansor diger norolojik bulgulart olagan saptandi.
Yapilan sistemik muayenesinde sag iist kadranda hassa-
siyeti mevcuttu. Cekilen beyin bilgisayarli tomografisin-
de (BT) sag frontoparietalde, lentiform nukleus, klaust-
rum, insular korteksi etkileyen lateral ventrikiile agilmis
27x63mm boyutunda hiperdens hematomla uyumlu lez-
yon ve orta hat yapilarinda yaklagik 7mm sift tespit edildi
(Sekil 1). Kranial manyetik rezonans gortintiileme (MRG)
T1A goriintiilerde hipo-izointens T2 A goriintiilerde ise hi-
perintens sagda lentiform nukleus lokalizasyonunda ve
kaudat nukleus baginda 63x28x45mm boyutlarinda sag
lateral ventrikiile acilan orta hat sifti olan hematom alani
izlenmistir (Sekil 2). Intraserebral kanama tanis1 konulan
hastanin mevcut antihipertansif tedavisine devam edildi.
Arteryal kan basinct: 137/90mmHg olmasi {lizerine yatisi-
nin ikinci giinii MGSO4 inflizyonu kesildi. Hastaya anti6-
dem tedavi olarak deksametazon 4x4mg ve mannitol 2mg/
kg/gilin dozunda verildi. Hasta beyin cerrahisi ile konsiilte
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edildi. GKS'u iyi olmasi iizerine hastaya cerrahi girisim
disiiniilmedi. Hastamizin yogun bakimdaki 4 giinliik ta-
kibi esnasinda trombosit sayisi 3. giinden itibaren yiiksel-
meye basladi. Yine benzer olarak AST, ALT, LDH, total
bilirubin degerleri 3. giinden itibaren diisiis gosterdi. ki
hafta sonraki BT'sinde kanama alaninda kismi rezorbsiyon
oldugu goriilerek kontrollere gelmek tizere antihipertansif
tedavi verilerek taburcu edildi.

/

Sekil 1 BBT sag frontoparietalde, lentiform nukleus, kla-
ustrum, insular korteksi etkileyen 27x63mm boyutunda
hiperdens hematomla uyumlu lezyon.

4 N

N\

Sekil 2A T2A MRG sagda lentiform nukleus lokalizasyo-
nunda ve kaudat nukleus basinda 63x28x45mm boyutla-
rinda sag lateral ventrikiile acilan orta hat sifti olan hipe-
rintens hematom alani.

Sekil 2B T1A MRG sagda lentiform nukleus lokalizas-
yonunda ve kaudat nukleus baginda 63x28x45mm bo-
yutlarinda sag lateral ventrikiile agilan orta hat sifti olan
hipo-izointens hematom alani.
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Tartisma

Tim Amerika Birlesik Devletlerinin obstetrik populas-
yonunu temsil eden 10 yillik arsiv c¢alismasi sonugla-
r1, gebeligin ISK riskini arttirdigini, riskin primer olarak
postpartum doénemle iliskili oldugunu géstermektedir. Ge-
belikle iliskili ISK gelismesinde rol oynayan risk fak-
torleri arasinda hipertansiyon, kaogulopati, 35 yas ve {istii
anne yasi, siyah 1irk ve tiitiin kullanimi1 sayilabilir.6 Nadi-
ren goriilse de, ISK tiim gebelikle iliskili anne dliimlerinin
%7,1’ini olusturmaktadir. Caligmalar preeklampsinin art-
mis serebral perfiizyon basinciyla ve eklampsinin serebral
akim otoregulasyonunun bozulmasiyla iliskili oldugunu
ve serebral hiperperfiizyona neden olduklarini géstermis-
tir. Baz1 ¢aligmalarda preeklampsi varyanti olan HELLP
sendromunda serebral hiperperfiizyon ve trombositopeni-
nin artmus ISK ile iliskili oldugu bildirilmistir.(7,8)
HELLP sendromuyla birliktelik gdsteren ISK, antepar-
tum veya postpartum doénemde gozlenebilir.7-8 Intrase-
rebral kanama %355 oraninda en sik karsilagilan anne 6liim
nedenidir.. Petesiden genis hematomlara kadar uzanan ka-
namalar beyin sapi, bazal ganglionlar, subkortikal beyaz
cevherde izlenmektedir.(7-8) Olgumuzda gelisen ISK’nin
hipertansiyon ile HELLP sendromuna sekonder olarak or-
taya ¢ikan serebral hiperperfiizyon ve trombositopeni ile
iligkili oldugu diistiniilmiistiir.

HELLP sendromu tanisi almig bir gebenin mutlaka yogun
bakim kosullarinda izlemi gerekir. intravaskiiler voliim ve
sistemik kan basincinin kontroliiniin yeterliligini saptamak
acisindan invaziv hemodinamik monitorizasyon gerekir(2).
Gebeligin olusturdugu hipertansiyonun kesin tedavisi do-
gumdur. Dogum disindaki biitiin tedavi ve yaklagimlar
semptomatiktir ve altta yatan patolojiye yonelik degildir.
Dogum anne i¢in iyi bir tedavi secenegi olmasina karsin
azalmis uteroplasental kan akimina bagl yeterli matiirasyon
olmadigindan f6tiis i¢in her zaman uygun olmayabilir.

Hastaligin semptom ve bulgular1 ¢ok iyi bilinmesine rag-
men , etyoloji halen bilinmemektedir ve bu nedenle has-
taligi onlenmesi ve tedavisi ile ilgili bilgiler halen tar-
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tismalidir. Semptomatik tedavinin yapilmasit 6nemlidir.
Hipertansiyon tedavisinde dikkat edilecek husus, maternal
serebrovaskiiler hasar1 ve konjestif kalp yetmezligini 6n-
lemek ve ayrica serebral perflizyonu ve uteroplasental kan
akimimi yeterli diizeyde tutmaktir. Kan basincindaki ani
yiikselme (diastolik > 120 mmHg ), intraserebral kanama,
hipertansif ensefalopati, akut bobrek yetmezligi, konjestif
kalp yetmezligi, ventrikiiler aritmi ve plasenta dekolmani-
na neden olabilir. Preeklampsi tanisi alan gebede sistemik
kan basinct kontrolu i¢in alfa metildopa ilk onerilen ilag
olmaktadir. Acil durumlarda alfa metildopa'nin parenteral
preperati bulunmadigindan magnezyuma ek olarak kal-
siyum kanal blokiirleri, hidralazin ve nitrogliserinin kul-
lanim1 Onerilmektedir.(9) Bizim olgumuza magnezyum
tedavisi ve antihipertansif tedavi yeterli olmadigindan
sistemik kan basincinin kontrolii i¢in ek olarak nitroglise-
rin infiizyonu uygulamak zorunda kaldik.

Martin ve ark., postpartum baslangicli HELLP sendro-
munda maternal deksametazon uygulamasinin prognoz
iizerine olumlu etkileri oldugunu bildirdiler.(10) HELLP
sendromlu gebelerde steroid kullanilarak trombosit sayi-
sindaki diismenin 6nlendigi, LDH ve karaciger fonksi-
yonlarinda diizelmenin saglandigi bildirilmistir.(11) Bizde
olgumuza akut serebral 6dem, ISK ve HELLP sendromu
tedavisi icin steroid tedavisi verdik.

Sonug

Bu yazida HELLP sendromu ile iliskili ISK vakas1 sunul-
mustur. ISK bu sendromun en sik ve 8liimciil komplikas-
yonudur. HELLP sendromunun fizyopatolojik geligimi
kesin olarak agiklanamamis olmasinin yani sira takip ve
tedavisi acisindanda fikir birligi saglanamamigtir. Noro-
loglar 6zel bilgi birikimi ve deneyim gerektiren bu send-
romun tani, tedavi ve takibinde yer almalidir. Herhangi
bir gebede hafif hipertansiyon dahi olsa bag agrisi, biling
bozuklugu ve/veya abdominal agri tariflediginde siipheci
olunmalidir. Uygun laboratuvar ve radyolojik bulgularla
tan1 gecikmeden konulmalidir. HELLP sendromu gelisen
gebelerde gebeligin hemen sonlandirilmasi ve multidisip-
liner yogun bakimlarda dikkatli izlem yapilmasi gereklidir.
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Abstract

Lipomas are one of the most common benign mesenchymal tumors. They; however, are rarely encountered among
parotideal masses. Here we represent a rare case of intraparotideal lipoma which was misinterpreted in the original
fine needle aspiration biopsy due to the lack of appropriate clinical and radiological information.

Keywords: Parotid gland, lipoma, fine needle aspiration

Ozet

Lipomlar tiim viicutta yaygin olarak goriilen benign mezenkimal bir tiimor olmakla birlikte parotiste yerlesen kit-
leler arasinda nadiren kargimiza ¢ikarlar. Burada ince igne aspirasyonunda zorluk olusturan parotis yerlesimli bir

lipom olgusu sunulmustur.

Anahtar Kelimeler: Parotis, lipom, ince igne aspirasyonu

Introduction

Although a very common soft tissue tumor, lipoma consti-
tutes only about 1-4% of all parotid tumors.[1,2] It affects
mostly males in the 5th-6th decades.[1,2] The most com-
mon localization is the superficial lobe.[3] Frequently it is
related to an episode of trauma.[1] Performing a fine nee-
dle aspiration (FNA) preoperatively is a common diagnos-
tic tool for these lesions. Appropriate radiologic and clini-
cal information is mandatory when diagnosing a case as
lipoma in parotid by FNA. In this case, a common tumor
is represented in a rare localization and in a patient with
atypical age and gender. It’s being a common challenge
when FNA is used as a diagnostic tool is also indicated.

Case report

A twenty-year-old woman presented with a painless swell-
ing on the right side of her face. Physical examination re-
vealed a soft, non-tender, slowly growing, rubbery mass in
the right parotideal region. It was present since two years.
There was no history of trauma. Other physical findings and
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laboratory results were normal. Ultrasonography showed
a well-circumscribed, hypoechoic mass in the superficial
lobe of the parotid gland, compatible with lipoma. Surgical
resection was planned due to cosmetic reasons. FNA was
also performed preoperatively to exclude primary salivary
gland neoplasm. Cytological smears only revealed adipose
tissue fragments and the case was reported as ‘inadequate’,
due to the lack of appropriate clinical and ultrasonographi-
cal findings in the pathologic examination request paper-
work. (Figure 1) The patient underwent surgery.

On gross examination, surgical material measured 7x4x2
cm. On cross section, a well encapsulated, yellow color-
ed lesion, located in lobulated salivary gland tissue, was
observed. The lesion measured 3x3 cm in size and had
homogenous appearance. Microscopically, a lesion com-
posed of mature adipocytes and surrounded by a thin fi-
brous capsule was seen in the otherwise normal appear-
ing parotid gland. (Figure 2) No lipoblasts, atypical cells
or inflammation were observed. Patient was free of any
symptoms during a follow up period of 10 months.



ince igne aspirasyonu degerlendirmesinde giicliik olusturabile-

cek nadir bir lezyon: intraparotideal lipom

Figure 2. A well capsulated lipoma in parotid gland. (HE, x10)

Discussion

Lipomas are very common lesions found mainly in soft
tissues rich of fat tissue. They constitute only 1-4 % of the
parotid tumors.(1,2) Being rare, they are not often consid-
ered in the differential diagnosis of parotideal lesions. They
more frequently affect male adults.(1,2) Heredity, obesity,
radiation, endocrine disorders, corticosteroid therapy and
trauma are encountered as possible causes of parotideal
lipomas in the literature.(1) They are located mainly in
the superficial lobe and may rarely reach gigantic sizes.
(3) They are usually slow growing, painless swellings but
clinical presentation can range from mostly asymptomatic

cases to exceptionally facial nerve paralysis.(1,4) FNA
seems not to contribute much to an accurate diagnosis as it
was in our case. Thus, although overall sensitivity, speci-
fity and accuracy of FNA is 86-100 %, 90-100 %, 81-98
% in FNA of salivary gland lesions,(5) these numbers do
not seem to apply to lipoma cases.(1,6) FNA of a lipoma
includes clusters of adipocytes. These cells can not be dis-
tinguished from the surrounding adipose tissue.(7) Nev-
ertheless, because FNA is a common tool used during the
initial work-up, it is important to be aware that unless it is
a part of a combined diagnostic work-up of clinics, radiol-
ogy and pathology, FNA diagnosis can be challenging due
to the high possibility that the cases be misdiagnosed as
inadequate sampling. Furthermore, increased awareness of
lipomatous lesions can reduce the possibility of an errone-
ous "non-diagnostic" reports.(8) In our case, FNA smears
consisted of clusters of adipocytes, but there was still no
exact discrimination among normal surronding adipose
tissue and lipoma.

On the other hand, histopatologic diagnosis is generally
straightforward. Macroscopically, they are well circum-
scribed, yellow colored lesions and are greasy on cross
section. Histologically, they consist of lobules of mature
adipocytes surrounded by a fibrous capsule and seperated
from adjacent parotid tissue. Treatment of choice is surgical
excision. In deeply located or giant lipomas, surgical pro-
cedure can be challenging because of the susceptibility of
facial nerve.(3,6) Recurrence after surgery is very rare.(6)

Conclusion

Although lipomas are rare lesions in parotid, they should
be considered in the differential diagnosis of parotid gland
masses. Particularly, when an FNA of parotid gland com-
posed of mature adipocytes is observed, one should be
careful before reporting a case as inadequate and ask for
detailed information. Although FNA is a sufficient diag-
nostic tool for most of the parotideal lesions, it does not
seem to be the case for the lipomas of parotid and a col-
laborative work-up of clinics, radiology and pathology is
mandatory if the diagnosis is to be made by FNA.
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Ozet

Kronik lenfositik 16semi, kronik lenfoproliferatif hastaliklardan birisidir. KLL, monoklonal olan islevsel olarak yeter-
siz lenfositlerin progresif birikimiyle karakterizedir. KLL hiicreleri herhangi bir organa infiltre olabilir ama tan1 aninda
cilt (leukemia cutis), en yaygin olarak infiltre olan non-lenfoid organdir. KLL tanis1 olup cilt tutulumuyla prezente

olan bir olgu sunulmustur.

Anahtar Kelimeler: Kronik lenfositik 16semi, cilt tutulumu

Abstract

Chronic lymphocytic leukemia is one of the chronic lymphoproliferative disorders. CLL is characterized by monoclo-
nal functionally-inefficient lymphocytes accumulation. Chronic lymphocytic leukemia cells can infiltrate any organ,
but skin is the most commonly infiltrated non-lymphoid organ at the diagnosis (leukemia cutis). Our case is Chronic
Lymphocytic Leukemia, case is presented with skin involvement.

Keywords: Chronic lymphocytic leukemia, skin involment

Giris

Kronik lenfositik 16semi (KLL), kronik lenfoproliferatif has-
taliklardan birisidir. KLL, monoklonal ve islevsel olarak ye-
tersiz lenfositlerin progresif birikimiyle karakterizedir. KLL,
bati iilkelerinde en yaygin olarak goriilen 16semi tlird olup,
ABD'deki tiim l6semilerin yaklasik % 30’nu olusturur (1).

KLL hiicreleri herhangi bir organa infiltre olabilir. Ama tant
aninda cilt (leukemia cutis), en sik infiltre olan non-lenfoid
organdir. Bu lezyonlar ¢ogunlukla yiizii tutar ve makiil,
papiil, nodiil, iilser veya biil olarak prezente olur. Tan1 de-
riden yapilan biyopsi ile konur. Leukemia cutis, vakala-
rin %5'inden daha azinda goriiliir ve Richter doniistimiinii
gostermedigi takdirde sagkalimi anlamli sekilde etkilemez.
Non-spesifik sekonder cilt lezyonlari, enfeksiyon, kanama,
vaskdilit veya paraneoplastik pemfigusa bagli olabilir. Basta
sivrisinek olmak tizere bocek sokmalarina kars1 asir1 reaksi-
yona bagli cilt lezyonlar1 da rapor edilmistir (2).

Olgu Sunumu

Boyun ve koltuk altinda sislik, gece terlemesi, viicutta
yaygin dokiintii yakinmasiyla poliklinige bagvuran 50 ya-
sindaki erkek hastanin yapilan fizik muayenesinde yiizde,
viicudun 6n ve arka kisminda yaygin makulo-papiiler, eri-
temli ve basmakla solmayan lezyonlar izlendi (Resim-1).

Resim 1: Hastanin sirt bolgesinde makiilopapiiler eritemli
cilt lezyonlari

Boyunda bilateral servikal en biiyiigli 8 cm boyutlarinda
olan ¢ok sayida agrisiz lenfadenopati (LAP), aksiller bol-
gede bilateral en biiyligli 5x4 cm boyutlarinda olan ¢ok
sayida LAP, inguinal bolgede en biiyiigli 4x5 cm boyut-
larinda olan ¢ok sayida LAP saptandi. Ayrica palpasyonla
karaciger 10 cm, dalak 6 cm kot kenarin1 geciyordu. Labo-
ratuvar degerlerinden 16kosit sayist (WBC): 36.000/mm3,
hemoglobin (Hb): 10 gr/dl, trombosit (PLT): 150x103
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w/L, laktat dehidrojenaz (LDH) 250 U/L (120-246 U/L)
idi. Direkt ve indirek coombs testleri negatif idi. Retikii-
losit sayisi normal araliktaydi. Yapilan periferik yaymada
%80 oraninda olgun goriiniimlii lenfositoz ve basket hiic-
releri saptandi. Cevre kanindan immiin fenotiplendirme
icin akimsitometri yapildi. CD5+CD19 %69, CD20 %86,
CD22 %78, CD23 %83, CD25 %81, CD19 antikappa %78
pozitif olarak degerlendirildi. KLL ile mantle hiicreli len-
foma ayirici tanist i¢in FISH ile t(11;14) istendi. FISH ile
bakilan t(11;14) negatif olarak geldi. Hastanin yapilan
servikal eksizyonal LAP biopsisinde CD20, CD23 pozitif,
siklin D1 negatifti. KLL tutulumu olarak raporlandi. Yapi-
lan kemik iligi biopsisi; hiperselliiler goriiniimde, yaygin
dar sitoplazmali yuvarlak niikleuslu hiicre infiltrasyonu ve
bu hiicrelerde CD 20 ile yaygin kuvvetli sitoplazmik bo-
yanma, CD23 ve CD5 ile kuvvetli boyanma izlendi. Siklin
D1 ise negatif idi. Hastanin cilt lezyonlarindan yapilan bi-
yopsisinde; CD20, CD23, CD43, bcl-2 ile pozitif olup CD
5 ile zay1f ekspresyon gosterdigi, CD3, CD4, CD8, CD10,
CD30, siklin D1 ile negatif oldugu goriildii ve bu hiicreler-
de perivaskiiler periadneksial lokalize lenfoid infiltrasyon
rapor edildi ve sonu¢ KLL tutulumu olarak degerlendirildi
(Resim-2 ve Resim-3).

Resim-2: Lenfoid hiicrelerin periadneksial infiltrasyonu
(HE, X40).
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Resim-3: Dar sitoplazmali, yuvarlak niikleuslu, kaba kro-
matinli, kiiciik monomorfik hiicreler (HE, X200)

Hastaya RAI evre Il KLL tanst konuldu ve tedavi olarak RFC
(rituksimab, fludarabin, siklofosfamid) kemoterapi protokolii bas-
land1. Hastanin 3 kiir sonrasi yapilan ara degerlendirmede parsiyel
yanit olarak degerlendirildi ve cilt lezyonlar ise tedaviden sonra
tamamen geriledi.

Tartisma

Kronik lenfositik 16semi (KLL), kronik lenfoproliferatif hastalik-
lardan birisidir. KL, monoklonal olan ve islevsel olarak yetersiz
lenfositlerin progresif birikimiyle karakterizedir. KLL, bati tilke-
lerinde ileri yaglarda en yaygmn goriilen 16semi tiirli olup, ABD'de
tiim 16semilerin yaklasik % 30’nu olusturur (1). Hastalik, erkek-
lerde daha sik goriilmektedir. KLL'de kadmn:erkek oran1 yaklasik
olarak 1.7:1'dir. KLL'nin prognozu evresine gore degisim gosterir.
Erken evrede 10-20 yila uzayan bir sagkalim olabilir. Tleri evrede
ise sagkalim 2 yila kadar diisebilir (3, 4).

Agnew ve arkadaslarimin 2004 yilinda yaptiklari calismada 750
KLL olgusunda KLL ye eslik eden deri lezyonlart aragtiriimis ve
125 olguda deri lezyonu gozlenmistir. Bunlar azalan siklik sirasi-
na gore bazal hiicreli karsinoma, skuam6z hiicreli karsinoma, ilag
reaksiyonlari, aktinik keratozis, varisella zoster, graft-versus-host
hastaligi, KLL nin deri tutulumu (leukemia cutis) ve psoriazisdir.
Sadece 3 olguda "leukemia cutis" tespit edilmistir (5).
Literatiirdeki bilgilere dayanarak KLL nin en sik infiltre ettigi non
lenfoid organ, cilt olmasina karsin hastalarm ancak %5’ inden azmn-
da goriilebilmektedir. Klinik pratikte nadir gériilmesi nedeniyle
dikkatten kacabilecek olan cilt tutulumu ayni zamanda tan i¢in cilt
biyopsisi gibi invaziv bir islem gerektiginden tam gecikebilmekte-
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dir. Tan1 konulmasinin yasam siiresine etkisinin olup olmadigina
dair heniiz literatiir bilgisi bulunmamaktadir (6-8).

flerleyen zamanlarda bilgilerin artmas ile KLL de cilt tutulumu-
nun yasam siiresi ve prognoz lizerine etkisinin olup olmadig1 daha
net olarak ortaya ¢ikabilir. Bu olgu sunumu ile KLI de cilt tutulu-
muna dikkat ¢ekilmek istenmistir.
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Abstract

Laryngotracheal traumas are rare conditions and may cause wide spectrum of complications on the laryngeal airway.
According the severity of the trauma laryngeal soft tissue, nerves and cartilage may be affected in varying propor-
tions. Due to the severity of the injury, different treatment modalities from simple observation to urgent surgical
intervention may be necessary.

In this case report a 24 year-old female patient who had a blunt trauma from left lateral side of anterior neck that
resulted in hoarseness and breathiness of the voice with detected left recurrent laryngeal nerve injury is presented.

On videolaryngostroboscopy examination, endolaryngeal soft tissue damage with restricted left vocal fold move-
ment was observed. Partial recurrent larygeal nerve damage showed on electromyography. Injection laryngoplasty
with hyaluronic acid was planned to be used to improve the voice quality during regeneration period.

Recurrent laryngeal nerve palsy due to blunt trauma is a very rare condition and laryngeal electromyography is an
effective tool for diagnosis and for planning the treatment.

Keywords: Neck injuries, recurrent laryngeal nerve palsy, electromyography, dysphonia

Ozet

Laringotrakeal travmalar nadir goriilen yaralanmalar olup laryngeal havayolunda genis bir spektrumu iceren komp-
likasyon serisine yol agabilirler. Travmanin siddetine gore larinks yumusak dokusu, sinirleri ve kartilajlar1 degisen
oranlarda etkilenebilir. Yaralanma diizeyine gore basit gdzlemden acil cerrahi miidahaleye kadar farkli tedavi moda-
liteleriyle miidahaleyi gerektirebilir.

Bu olgu sunumunda boynun sol antero-lateral kismina aldig: kiint travmayi takiben ses kisikligi ve nefes darligi
tarifieyen 24 yasinda bayan hastada tespit edilen sol rekiirren laringeal sinir hasari tartigilmistir.

Hastanin yapilan laringostroboskobik muayenesinde endolaringeal yumusak doku hasar1 ve sol vokal kord hareketlerinde
kisithlik izlenmistir. Yapilan elektromiyografisi parsiyel sol rekiirren laringeal sinir paralizisi ile uyumlu bulunmustur.
Hastaya rejenerasyon siirecinde, ses kalitesinde diizelme saglamak amagl hyaluronik asit enjeksiyonu yapilmustir.

Kiint travmaya bagli rekiirren laryngeal sinir hasar1 son derece nadir goriilmekte olup laryngeal elektromiyografi
tan1 ve tedavinin planlanmasinda etkin bir aragtir.

Anahtar Kelimeler: Boyun yaralanmasi, rekiirren laryngeal sinir paralizisi, elektromiyografi, disfoni
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Introduction

Unilateral vocal fold paralysis (UVFP) causes breathiness,
weakness of voice, swallowing problems due to restrict-
ed vocal fold motion which effects glottal closure. Most
prominent causes of UVFP are idiophatic, iatrogenic in-
jury (thyroidectomy, lung-mediastinum surgery, cervical
spine esophageal, skull base, heart surgery etc.), radiation
to the neck, oncologic diseases and blunt or sharp traumas
to the neck region (1,2).

Blunt neck traumas involving larynx are very rare condi-
tions and different type of injury to the laryngotracheal
framework may result in from a simple soft tissue edema
to life-threatening laryngotracheal separation. On clinical
evaluation, patients may suffer from dyspnea, voice im-
pairment, globus sensation or cough (3). In the acute pe-
riod of the injury airway evaluation is the priority for the
patient. In the case of severe injury due to laryngeal col-
lapse the emergent tracheotomy might be necessary. Com-
plication rates are as high as %40 following neck traumas
and blunt trauma seems to have less severe injury risk than
sharp traumas (4, 5). Following trauma when acute period
is overcame, the most presenting symptom is hoarseness
that could be recurrent laryngeal nerve/superior laryngeal
nerve paralysis, arytenoid subluxation or laryngeal carti-
lage fractures (6).

In the present report we would like to present a rare case
that had blunt trauma to the left side of neck resulted in
dysphonia and breathiness. After resolution of acute la-
ryngeal findings, etiology is distinguished from two major
causes of this condition.

Case Description

A twenty-four years old female who has dysphonia and
globus sensation of throat following blunt injury to her
left lateral side of anterior neck due to accidental car door
crush. Patient applied our otolaryngology clinic two days
after the trauma. There was a mild soft tissue swelling ante-
rior to the left sternocleidomastoid muscle with inspection
and she had tenderness on the same region during palpa-
tion. The videolaryngostroboscopy showed endolaryngeal
soft tissue swelling and ecchymosis on the left arytenoid
mucosa, piriform sinus and restricted left vocal fold move-
ment with 2 mm. opening between folds during phonation
was observed (Picture 1). Considering edema and possible
recurrent laryngeal nerve paralysis she was put on pred-
nisolone treatment 1mg/kg for a week tapered by 20 mg
per day and proton pomp inhibitor (30 mg lansoprazole
daily). After one month follow-up, she still had similar
symptoms and videolaryngostroboscopy (VLS) showed

left vocal fold palsy with better closing defect less than
2 mm. glottal closure with phonation and scar tissue on
the left piriform sinus mucosa (Picture 2). Laryngeal elec-
tromyography (EMG) planned to rule out arytenoid sub-
luxation and design the proper treatment modality (Figure
1). Partial recurrent laryngeal nerve damage was observed
showed on electromyography. Patient was informed about
this temporary situation and injection laryngoplasty with
hyaluronic acid was planned to improve the voice qual-
ity during regeneration period. The patient was included in
the follow-up program.

Picture 2: Two months tis-
sue on the left with restrict-
ed left VF.

Picture 1: Acute period af-
ter trauma. Echymosis on
the after trauma. Scar left

arythenoid and piriform
sinus mucosa with left pi-
riform sinus mucosa laryn-
geal pals movement.

Figure 1: Left thyroarytenoid muscle EMG. Abnormal
spontaneous activity with fibrillation potential which sug-
gests denervation.

Discussion

Glottic incompetence due to UVFP is the major problem
with these patients and full recovery on vocal fold motion
during the first year of the paralysis is required for perma-
nent interventions. Recovery rates following UVFP in pa-
tients reported range from %22 to %39 for different causes
in the literature (7,8). Even specific etiologic causes such
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as cardiovasculer surgery have higher recovery rates (9).
Vocal fold paralysis due to neck traumas related to larynx
have high mortality rates and may be related to a blunt or pen-
etrant injury. Gussack et al. reported over 109 head and neck
injuries in 30,000 trauma victims over the past 5 years(4).

In the acute period of laryngeal trauma, voice associated
dysfunctions are common recurring symptoms which
would occur due to soft tissue edema, hemorrhage, car-
tilage fractures, cricoarytenoid subluxation and recurrent
laryngeal nerve injury. Soft tissue edema, ecchymosis,
vocal fold palsy, laryngeal cartilage dislocations could
be observed using laryngostroboscopy. Following resorp-
tion of edema and hemorrhage if hoarseness and vocal
fold restriction persists in clinical examination two main
conditions are considered. These conditions may be either
recurrent nerve palsy or arytenoid subluxation and very
rarely external brunch of superior laryngeal nerve palsy.
Differentiating one of the three diagnoses is important for
treatment choice. Laryngostroboscopic findings and laryn-
geal EMG are the most common clinical evaluation meth-
ods used to figure out the main underlying pathology (10).
Palpation under suspension laryngoscopy is mandatory for
cricoarytenoid subluxation.

Temporary or permanent voice impairment might be ob-
served due to involvement of laryngeal structures. Mostly
soft tissue damage effecting vocal fold movements re-
solves in weeks and a follow-up with or without a steroid
treatment is sufficient (11). When recurrent nerve palsy is
the diagnosis, partial or complete paralysis of the nerve
should be discriminated by laryngeal EMG. If regeneration
potentials are present, follow-up or injection laryngoplasty
could be offered to the patient to improve voice quality.
Permanent damage to the nerve have similar intervention
in the early stages of trauma, however patient should be
aware of permanent voice disturbance which requires la-
ryngeal framework surgery. Cricoarytenoid subluxation is
the more rare type of hoarseness following injury and early
surgical intervention relocate the joint is useful for resolu-
tion of symptoms (10).

Conclusion

UVFP accompanying blunt trauma is a rare condition and
a careful examination of the neck and glottic region is
important to differentiate the other etiologic factors. La-
ryngeal EMG is a useful method to reveal the improve-
ment expectation with these patients as well as accuracy
of diagnosis. If partial recovery has been detected patient
may put on follow-up without and intervention for early
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period during three month or injection laryngoplasty could
be performed.
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