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OZET

Giris: Diinya Saghk Orgiitii (WHO) ve Birlesmis Milletler Cocuklara Yardim Fonu (UNICEF), 6. ayda ek besinlere baslayarak
emzirmenin 2 yasina kadar siirdiriilmesini Onermektedir. Calismamizdaki amacimiz 0-2 yas arast g¢ocuklardaki beslenme
aliskanliklarini ve annelerinin beslenme konusundaki bilgi diizeylerini degerlendirmektir.

Yontem: Tanimlayici nitelikteki bu c¢alismaya 0-2 yas bebegi olan toplam 250 anne dahil edildi. Annelere, sosyodemografik
ozelliklerin, anne siitiiniin, ek besinlerin ve bu konularda annelerin bilgi diizeyinin degerlendirildigi bir anket formu verildi. Ardindan
bebeklerin boy-kilo 6l¢iimleri yapildi. Arastirmadan elde edilen veriler SPSS 16,0 istatistik programi kullanilarak degerlendirildi,
istatistiksel analizlerde tanimlayici analizler ve Ki-kare testi kullanildi. p<0,05 anlamlilik sinir1 olarak kabul edildi.

Bulgular: Bebeklerin %84,3°1 ilk 1 saat iginde anne siitii almistir. %41.3’{i 3-6 ay aras1 anne siitii alirken, %16,5’inde 6 aydan 6nce
anne siitli kesilmistir. Bebeklerin %50,8’i mama ile beslenmis, %49,2’sine ise biberon verilmistir. Bebeklerin %25,6’sina 6 aydan 6nce,
%51,2’sine ise 6 aydan sonra ek gida baglanmistir. Anne egitimi ile anne siitii hakkinda bilgi, ek gida hakkinda bilgi, anne siitii kesilme
zamani ve bebek kilo persentili arasinda fark bulunmustur.

Sonug¢: Annelerin anne siitli ve tamamlayici beslenme konusundaki bilgi diizeyleri ne kadar iyi olursa toplumun da bilgi diizeyi o kadar
artig gosterecek ve davraniglarina yansiyacaktir.

Anahtar kelimeler: Beslenme, anne siitii, emzirme

ABSTRACT

Introduction: The World Health Organization (WHO) and United Nations Children's Fund (UNICEF) proposes that complementary
food must be given starting from the 6th month and breastfeeding must continue until the age of 2. The objective of our study was to
assess dietary habits in children aged between 0 and 2 years and to assess the knowledge level about nutrition in their mothers.
Methods: 250 mothers who have children between the age of 0 and 2 were included in this descriptive study. Questionnaires which
evaluate sociodemographic factors, breastfeeding, complementary nutrition and the knowledge level of mothers about these issues were
given to the participants. Then length and weight measurements of infants were done. The data obtained from this study were analyzed
using SPSS 16.0 statistical software. Descriptive analysis and chi-square test was used for statistical analysis. Statistical significance
level was accepted as p<0.05.

Results: 84.3% of babies were breastfed within the first hour. While 41.3% of them were breastfed between 3 and 6 months,
breastfeeding was stopped in 16.5% of babies before 6th months. 50.8% of infants were fed with Formula and 49.2% of infants were
fed with baby bottle. Supplementary food was started in the first six months to the 25.6% of babies and to 51.2% of them supplementary
food was started after 6 months. Difference was found between training of mother and the knowledge about breastfeeding, knowledge
about supplementary food, time for breastfeeding stop and infant weight percentile.

Conclusion: Society’s knowledge level should increase and together with the increasing knowledge level of mothers on breast milk
and complementary nutrition, a behavior oriented change would be observed.
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0-2 yas ¢ocuklarda beslenme aligkanliklarinin degerlendirilmesi: Cok merkezli ¢caligma

GIRIS

Saglikli yasamin temellerinin atildigi donem olan hayatin
ilk bir kag y1li ¢ok 6nemli bir dénem olmakla beraber bu kritik
dénemde cocugun yasami ve saglikli gelisimi i¢in bazi
biyolojik ve psikososyal gereksinimleri karsilanmalidir. Bu
acidan ¢ocugun tiim gereksinimlerini karsilayan anne siitii en
uygun besindir (1). Diinya Saglik Orgiitii (WHO) ve Birlesmis
Milletler Cocuklara Yardim Fonu (UNICEF), 6. ayda ek
besinlere baglayarak emzirmenin 2 yasina kadar siirdiiriilmesini
onermektedir (2). Alti aydan sonra bebegin besin 0gesi
gereksinimlerini  kargilama konusunda anne siitii yetersiz
kalmakta olup bazi ek gidalar yavas yavas eklenerek bebegin
anne siitii ile beslenmeden erigkin tip beslenme doénemine
sorunsuz olarak gecmesi saglanmalidir. Bebege verilen
besinler, anne siitiiniin yaninda destekleyici olarak verilmelidir
(3). Yani anne siitiiniin yerine verilmesi amaglanmaz. Altinct
ayda uygun ve yeterli ek gidanin yaninda anne siitiine devam
etmek; alt1 ayindan sonra ¢ocuk i¢in énemli bir besin, sivi ve
immiinolojik koruma kaynagi olmasi agisindan dnemlidir (4,
5). Ek gidalara erken basglanmasi anne siitiiniin giderek
azalmasina ve ¢ocugun kendisini enfeksiyonlardan koruyan bu
dogal besinden yoksun kalmasina ve ishal olusumunun
kolaylagsmasina sebep olur (6, 7). Tamamlayict besinlere
zamaninda gecilmesi ile 1sirma, ¢igneme becerilerinin
gelisiminin saglanmasi, farkli tat ve yapida besine alistirilmasi
miimkiin olur. Beslenme ¢ocugun immiin sistem, santral sinir
sistemi ve endokrin sistem gibi tiim sistemlerin gelisiminde rol
oynar (8).

Caligmamizdaki amacimiz 0-2 yas arast c¢ocuklardaki
beslenme aligkanliklarini ve annelerinin beslenme konusundaki
bilgi diizeylerini degerlendirmektir.

YONTEM

Kesitsel tanimlayici tipte olan arastirmanin etik kurulu
Karaman Halk Saghgi Midirligi’nden (12.05.2014
tarihli/3715 say1 numarali) alinmis olup arastirma evreni 2014
yili Agustos ve Eyliil aylar1 arasinda Tiirkiye’nin 5 farkli
ilindeki (Sakarya, Hatay, Karaman, Ordu, Rize) Aile Saglig:
Merkezlerine ¢esitli nedenlerle bagvuran 0-2 yas bebegi olan
toplam 250 anneyi kapsamaktadir.

Omneklem hesaplama yontemiyle her aile hekiminin
niifusunda kayithh 100 bebegi oldugu diisiiniilerek %5 hata
payyla ve %95 giiven araliginda evren biyikligi 500,
orneklem biiyilikliigii ise 218 kisi olarak hesaplanmis olup
toplanacak hasta sayis1 250 olarak ongoriildii. Verileri eksik
olan 8 bebek calisma dis1 birakildi.

Caligmaya katilmayr kabul eden annelere, 37 sorudan
olusan sosyodemografik o6zelliklerin, anne siitiiniin, ek
besinlerin ve bu konularda annelerin bilgi diizeyinin
degerlendirildigi bir anket formu verildi. Anketlerin bir kismini
annelerin  kendisi doldurdu, sorular1 anlamakta zorlanan
annelere ise yardimci saglik personeli tarafindan formun
doldurulmasinda yardimer olundu. Ardindan bebeklerin boy-
kilo 6l¢iimleri yapildi. Boy-kilo 6l¢timleri ¢aligmaya katilan her
aile saglig1 merkezinin kendi malzemeleriyle yapildi ve belli bir
standardizasyon uygulanmadi.

Istatistiksel Analiz

Arastirmadan elde edilen veriler SPSS 16,0 (SPSS Inc,
Chicago, Illinois)  istatistik ~ programi  kullamilarak
degerlendirildi. Istatistiksel analizlerde tanimlayici 6zellikler,
Ki-kare testi ve Bonferonni diizeltmeli one way ANOVA
kullanildi. Sayisal degerler siirekli ve kesikli numerik degerler
biciminde ve yiizdelerle belirtildi. Sonuglar %95 giiven
araliginda, p<0,05 anlamlilik diizeyinde degerlendirildi.

BULGULAR

Verilerimizin tamami normal dagilima uymakla birlikte
arastirmaya katilmay1 kabul eden 242 annenin yas ortalamasi
28,9 + 5,8 (17-46 yas) yil olup sosyodemografik 6zelliklerin
dagilimi Tablo 1’de verilmistir.

Tablo 1. Sosyodemografik 6zelliklerin dagilimi

Sosyodemografik ozellikler n (%)

Anne egitimi

flkokul 73 (%30,2)

Ortaokul 44 (%18,2)

Lise 66 (%27,3)

Universite 57 (%23,6)

Okuma-yazma yok 2 (%0,8)
Anne meslegi

Ev hanim 184 (%76,0)

Memur 44 (%18,2)

Serbest meslek
Baba meslegi
Serbest meslek

14 (%5,8)

90 (%37,2)

Is¢i 78 (%32,2)

Memur 62 (%25,6)

Issiz 8 (%3,3)

Ciftci 2 (%0,8)

Emekli 2 (%0,8)
Akraba evliligi

Evet 17 (%7,0)

Hayir 225 (%93,0)
Aile tipi

Cekirdek 205 (%84,7)

Genis 37 (%15,3)
Annenin sigara kullanma durumu

Hig igmemis 216 (%89,3)

Halen i¢iyor 10 (%4,1)

Gebelikte icmemis su an i¢iyor 14 (%5,8)

Gebelikte i¢mis su an igmiyor 2 (%0,8)
Annenin alkol kullanma durumu

Evet 3 (%1,2)

Hayir 239 (%98,8)

Gelir diizeyi
1000 TL. ve alt1
1000 TL. istd
Sosyal giivence
SGK 200 (%82,6)

102 (%42,1)
140 (%57,9)

Yesilkart 30 (%12,4)
Yok 7 (%2,9)
Ozel sigorta 5 (%2,1)
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Anneler gebelik sayilarina gore degerlendirildiginde 2,1 +
1,2 (1-8 gebelik arasi) olarak bulundu. Gestasyon yagina gore
bebeklerin 30’u prematiire (%12,4), 212’si (%87,6) ise
zamaninda dogmus veya postmatiirdiir. Dogumlarimin %50,4’1
normal spontan vajinal yolla (NSVD), %49,6’s1 ise sezeryan
yontemi (C/S) ile gergeklesmistir.

Bebeklerin yas ortalamasi 11,2 £ 7,3 aydir. Bebeklerin
%46,7’si (113) kiz, %53,3’0 (129) erkek olarak diinyaya
gelmistir. Bebeklerin yas dagilim araligt 5 giin ile 24 ay
arasinda degismektedir. Bebeklerin boy ortalamasi 72,3 £+ 10,1;

Tablo 2. Bebeklerin su anki beslenme durumlari

agirlik ortalamasi ise 9023,4 +2572,8°dir. Bebeklerin %44,2’si
(107) ilk bebek iken, %84,3’i (204) ilk 1 saat i¢inde anne siitii
almigtir. 100 bebek (%41,3) 3-6 ay arasi anne siitii alirken, 40
bebegin (%16,5) 6 aydan dnce anne siitii kesilmistir. Bebeklerin
%50,8’1 (123) mama ile beslenmis, 119 (%49,2) bebege ise
biberon verilmistir. Bebeklerin %25,6’sina (62) 6 aydan once,
%351,2’sine (124) ise 6 aydan sonra ek gida baslanmistir. 100
(%41,3)bebek ek gidaya yogurt ile, 36 (%14,9) bebek ¢orba
suyu ile, 31 (%12,8) bebek ise meyve piiresi ile baglamistir.
Bebeklerin ¢aligmanin yiiriitiildiigii andaki beslenme durumlari
Tablo 2°de goriilmektedir.

Anne siitii Anne siitii. Anne siitiic.  Mama Mama Ek gida Anne siitii Toplam
Yas + + + + Ek gida
Mama Ek gida Ek gida + Mama

0-6 ay 52 11 12 2 8 1 0 86

7-12 ay 2 3 43 0 16 1 0 65
13-18 ay 0 1 30 0 18 3 1 53
19-24 ay 0 1 15 0 13 9 0 38
Toplam 54 16 100 2 55 14 1 242

Anneler anne siiti hakkindaki bilgilerini %66,9 (162)
oraninda, ek gida hakkindaki bilgilerini ise %62,4 (151)
oraninda saglik calisanlarindan almislardir. Bebeklerin
%90,1’inin (218) anne ve babasinda kronik bir hastalik yok
iken %9,9’unda (24) kronik bir hastalik mevcuttur. Bebeklerin
%21,5’1 (52) solunum yolu enfeksiyonu, %12,4’i (30) ishal,
%3,7°si (9) orta kulak enfeksiyonu, %0,8’i(2) idrar yolu
enfeksiyonu, %2,9°u (7) ise mikst enfeksiyon gegirmistir.

Anne egitimi ile anne siiti hakkinda bilgi (¥2=35,536;
p=0,017), ek gida hakkinda bilgi (¥2=42,263; p=0,003), anne
sitii kesilme zamani (¥2=13,206; p=0,04) ve bebek kilo
persentili (y2=49,777; p=0,007) arasinda fark bulunmustur.
Annenin egitim durumu arttikga bebek kilo persentili de
artmaktadir. Universite mezunu annelerin %60°1 6 aydan &nce
anne siitiinii kesmektedir. Annenin egitim durumu arttik¢a anne
siitii ve ek gida hakkindaki bilgileri saglik ¢calisanlarindan alma
oran1 artmaktadir. Universite mezunu annelerde bu oran
%75’ler diizeyindedir. ANOVA testiyle farklarin hangi gruptan
kaynaklandigina bakildiginda ise anne egitimi ile ek gida
hakkinda bilgi aliman yerlerde gruplar arasi anlamli fark
bulunmustur (F=5,896; p<0,001). Anne egitimi ile anne siitii
hakkinda bilgi alinan yerlere bakildiginda yine gruplar arasi
fark bulunmus (F=3,295; p=0,007) olup bu farkin saglik
caliganlari+basin ve saglik ¢alisanlari+¢evre gruplarindan
kaynaklandig1 tespit edilmistir. Anne egitimi ile anne siitii
kesilme zamani arasinda gruplar arasinda anlamli fark
bulunamamigtir (F=2,626; p=0,078). Bebek kilo persentilinde
ise fark yaratan gruplarin ilkokul ve {niversite mezunlari
oldugu gozlenmistir (F=4,100; p<0,001).

Mama kullanimi, biberon kullanimi, anne goriisii, ek gida
baslama sekli, ek gida zamani1 ve bebeklerin enfeksiyon durumu
ile anne egitimi arasinda fark bulunamadi (p>0,05).

Bebeklerin boy-kilo persentillerine bakildiginda (Tablo 3)
kilo acgisindan %27,3’tniin  50-75 ve %24,8’inin 25-50
persentiller arasinda, boy acisindan ise %20,7 oraninda 25-50
ve 50-75 persentiller arasinda ve normal sinirlarda oldugu
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gozlendi. 3 persentilin altinda kilo agisindan 7 bebek var iken
boy acisindan 18 bebegimiz bulunmaktadir. 97 persentil
tistiinde ise boy agisindan 5, kilo agisindan 10 bebek vardi.

Tablo 3. Bebeklerin boy ve Kilo persentil degerleri

Boy Kilo
3 persentil ve altt ~ %7,4 (18) %2,9 (7)
3-10 persentil %10,3 (25) %6,2 (15)
10-25 persentil %19 (46) %17,8 (43)
25-50 persentil %20,7 (50) %24,8 (60)
50-75 persentil %20,7 (50) %27,3 (66)
75-90 persentil %13,2 (32) %14 (34)
90-97 persentil %6,6 (16) %2,9 (7)
97 persentil ve %2,1 (5) %4,1 (10)

ustii

Persentillerin cinsiyete gore dagilimina baktigimizda
(Tablo 4) ise 3 persentil altindaki bebeklerin boy ag¢isindan
daha ¢ok kiz cinsiyette, kilo agisindan ise erkek cinsiyette daha
fazla oldugu gorilmektedir. 97 persentil dstiindekilere
bakildiginda ise boy acisindan kizlarmn, kilo agisindan ise
erkeklerin dnde oldugu goézlenmektedir.

Annelerin beslenme konusundaki goriisleri ile gocuklarin
kilo persentil degerleri arasindaki iliski Tablo 5’te gosterildi.
Bebeginin normal yedigini diigiinen 164 annenin 87°sinin
(%53) bebegi 50 persentilin iistiindedir. Bebegi 3 persentilin
altinda olan 7 annenin 6’s1 ise (%85,7) bebeginin normal
beslendigini, 97 persentilin iistiinde bebegi olan 10 annenin ise
sadece 1’1 (%10) bebeginin ¢ok yedigini diisiinmektedir.
Bebegi 50 persentilin iistiinde olan 107 annenin 15’1 (%14)
bebeginin az yedigini diisinmekte olup boy persentillerine
bakildiginda bu deger %18,4’tiir (103/18).

Annelere gore bebeklerin yemek tercihlerine bakildiginda
ise ek gida da alan 188 bebegin %251 (47) gorba ve yemek
sularini, %19,7’si (37) siit/siit {rlnlerini, %11,7’si (22)
et/balik/tavuk/yumurta grubunu, %6,9’u (13) ise meyve
pliresi/sularini tercih ettigi goriilmektedir.
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Tablo 4. Bebeklerin boy ve kilo persentillerinin cinsiyete
gore dagilim

Boy Kilo

Kiz Erkek Kiz Erkek
3 persentil
ve alti 10(55,5) 8(44,5)  3(428)  4(57.2)
3-10
persentil 10(40)  15(60)  9(60) 6(40)
10-25
persentil 18(39,1) 28(60,9) 15(34,9) 28(65,1)
25-50
cersentil | 2040 3060)  30(50)  30(50)
50-75
persentil 24(48)  26(52) 29(43,9) 37(56,1)
75-90
persentil 21(63,6) 11(33,3) 19(55,9) 15(44,1)
oo 6(37,5) 10(62,5) 4(57,1)  3(42)9)
persentil ' ' ) ,
97

persentil ve  4(80) 1(20) 4(40) 6(60)
tistii

TARTISMA

Diinya Saglk Orgiitii tarafindan ilk 6 ay sadece anne siitii
onerilmekte olup (4) ilk 6 aydaki anne siitii ile bagisiklik sistemi
uyarilmakta, asilara daha iyi yanit verilmesine yardimci
olunmakta ve gelismekte olan iilkelerde bebek Sliimlerinin iki
ana nedeni olan ishal ve solunum yolu enfeksiyonlarina karsi
korunma saglanmaktadir (2). Anne siitii ile beslenen bebeklere
eksik kalan besin gereksinimini tamamlamak {izere 6 aydan
itibaren tamamlayici besinler baglanmali ve 2 yasina kadar anne
stitiine devam edilmelidir (3).

ik 6 ay sadece emzirilen cocuk oranim % 80'e ¢ikartmak,
6.aydan sonra bebeklerin %100'ine uygun ek gida baslanryor
olmasimi saglamak, ilk 3 ay ek gida baslanan ¢ocuk oranini
%10'un altna indirmek, uygun ek gida almakta olan 6 ay
tizerindeki ¢ocuklarin %90'min iki yasma dek emziriliyor
olmasini saglamak ve birinci basamakta gorevli personelin
%100'tine emzirmenin desteklenmesi ve siirdiiriilmesi igin
uygulamaya yonelik egitim vermek Tiirkiye Cumbhuriyeti
(T.C.) Hiikimeti-UNICEF 2001-2005 ana uygulama planinda
hedefler arasinda yer almistir (9).

Tablo 5. Annelerin beslenme konusundaki goriisleri ile cocuklarin kilo persentil degerleri arasindaki iliski

Kilo persentil
<3 3-10 10-25 25-50 50-75 75-90 90-97 >97
Anne Bilmiyorum 0 1 0 4 1 3 0 1
goriisii Az yer 1 3 18 11 9 6 1 0
Normal 6 9 24 38 50 24 5 8
Cok yer 0 2 1 7 6 1 1 1
Toplam 7 15 43 60 66 34 7 10

Yapilan galisma ve sistematik derlemeleri &zetleyen bir
¢alismada ilk 5 ay bebeklerin %90 nin sadece anne siitii almasi
ve %99’unun 12. aya kadar emzirilmeye devam edilmesi
durumunda diinyada 5 yas alti gocuk Oliimlerinin %13
azalacagi tahmin edilmektedir(10).

Norveg, Amerika Birlesik Devletleri, Meksika, Italya ve
Avustralya’da yapilan ¢aligmalarda altinci ayda tek basina anne
stitiiyle beslenme siklig1 sirasiyla %7,0; %14,0; %24,0; %42,3
ve %50,0 olarak bildirilmistir (11-15). TNSA-2008 verilerine
(16) gore bizim iilkemizde altinci ayda tek basina anne siitiiyle
beslenme sikligt  %41,6 olarak bulunmus olup bizim
caligmamizda ise %60,4 ‘tir ve 2008 verilerinden daha
yiiksektir. Bu da bize tilkemizde anne siitiiniin 6neminin yillar
gectikce daha net anlasildigini ancak daha kat etmemiz gereken
¢ok yolumuz oldugunu gostermektedir.

Biilbiil ve arkadaglarinin yaptig1 ¢alismada anne siitii alma
orant 0-3 ay arasinda %32 iken 3-6 ay arasinda %20 olarak
tespit edilmistir(17). Bag ve arkadaslarinin ¢alismasinda 1,3 ve
6. aylarda ise %51, %28,7 ve %17,3 olarak bulunmustur (18).
Ulkemizde yapilan 5003 annenin katildig1 bebekleri besleme
uygulamalar1 ve bu konudaki inaniglarin degerlendirildigi bir
caligmada dogumdan sonra sadece anne siitii alan bebekler %97
iken, ikinci ayda bu degerin %81,5’e, dordiincii ayda %46,2’ye
diistiigii, altinc1 ayda ise annelerin sadece %8,7’sinin anne siitii
vermeye devam ettigi goriilmistir (19). Calismamizdaki
bebeklerin ise sadece %41,3’1i 3-6 ay arasi anne siitii alirken,
bebeklerin %16,5’inde 6 aydan Once anne siitii kesilmistir.
Siitten kesme nedenlerinin basinda siitiin yetmemesi (n=34),
bebegin emmek istememesi, ek besine gegme (n=8) ve birakma

yasinin gelmesi (n=7) gibi nedenler yer almaktadir. Bebek yasi
ile sadece anne siiti alma, anne siiti kesilme zamani ve
emzirmeme nedeni arasinda anlamli iligki bulunmustur
(p=0,004; p=0,017; p<0,001). Literatiir ile kiyaslandiginda
anne siitlii alma siiresi bizim ¢alismamizda diger ¢alismalara
gore daha yiiksek olarak bulunmustur. Ancak bu degerler yine
de istenen diizeyde degildir.

Calismamizdaki annelerin %84,3’ii dogumdan sonra ilk bir
saat i¢inde bebeklerini emzirmislerdir. Dogumdan sonra ilk bir
saat i¢inde emzirme oramni Ozeng (20) %55,4; Tas (21) %44,
Yigitbas ve arkadaslari (22) %58,9; Eker ve arkadaslari (23) ise
%69,9 olarak aciklamislardir. Kayseri’de 19 saglik ocaginda
yapilan bir ¢alismada ise annelerin %80,5°1 ilk bir saat iginde
bebeklerini emzirmis olup bizim degerlerimiz bu ¢alismadan da
yiiksek olmakla birlikte benzerlik gostermektedir. Bizim
calismamizdaki degerin yiiksek olmasi devletin yaptigir kamu
spotlar1 ve reklamlar sayesinde halkin anne siitii konusunda
daha ¢ok bilinglenmesinden kaynaklaniyor olabilir.

62 bebegimiz (%25,6) 6 aydan once ek besine gegis
yaparken, 123 bebegimiz (%50,8) ek besine 6 aydan sonra
geemistir. Kiiciik ve Gogmen tarafindan yapilan ¢alismada ek
gidalara baglama zamani ortalama 5,8 + 0,85 ay olarak
bulunmus ve bebeklerin %23,2’si ek gidaya altinct aydan dnce
baglamistir. Ayn1 ¢alismada 6-12 ay arasi bebeklerin %72’si,
13-18 ay arasi ¢ocuklarin %56°s1, 19-24 ay arasi ¢ocuklarin ise
%33,3’1 anne siitli almaya devam etmektedir (24). Kayseri’de
2005 yilinda yapilan bir ¢aligmada alti ay ve daha kii¢iik
bebeklerin %50,2’sinin sadece anne siitii ile beslenmis olup,
bebeklerin %80,3’line alti aydan once ek besin baglandigi
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bulunmustur (25). TNSA-2008 verilerine gore bebeklerin %81
6 aydan Once anne siitii yaninda ek besin alirken, 6-9 aylar
arasinda bu deger %67,5’tir (16). Bizim calismamizda ise 6
aydan 6nce anne siitii+ek besin alma siklig1 %13,9; 7-12 aylar
arasinda ise %66,1°dir. Bu durumu TNSA-2008 verileriyle
kiyaslayacak olursak 6.aydan 6nce ek besine gegme sikliginda
artis oldugunu sdyleyebiliriz. Elimizdeki veriler 1518inda ek
besine gegme zamani konusunda halkin bilgilendirilmeye daha
¢ok ihtiyact oldugu sdylenebilir.

Burdur’da 2009 yilinda Catak ve arkadaslari tarafindan
yapilan c¢aligmada toplamda alti aydan kiigiik bebeklerin
%52,9’unun sadece anne siitii almakta iken, %6,7’sinin
emzirilmeden kesilmis oldugu, bebegin yasmna gore
degerlendirildiginde ise iki aydan kiiciik bebeklerin
%96,3’tinlin, 2-3 aylik bebeklerin %67,9’unun, 4-5 aylik
bebeklerin ise %26,1’inin sadece anne siitii ile beslendikleri
tespit edilmistir. Aynmi calismada 4-5 aylik bebeklerin
%52,3’tine anne siitline ilaveten ek besin baglandig1
bulunmustur (18). Unalan ve arkadaslarmin ¢ahsmasinda ek
besine 6.aydan dnce gegme orant %58 olarak bulunmustur (26).
Bizim g¢alismamizda 6.aydan 6nce ek besine ge¢cme oranlari
diger ¢aligmalara gore daha diisiik oldugu igin annelerin bu
konuda da bilinglendigini s6yleyebiliriz.

Aragtirmalarda ilk 6 ay tek basina anne siitii alan bebeklerde
ilk 3-4 ay tek basina anne siitii alan bebeklere oranla daha az
diyare ve solunum hastaliklar1 goriildiigii bildirilmektedir (27,
28). Gelismis iilkelerde tamamlayici besine 4-6 ayda
baslanmasint 6nerenler ile 6. aydan sonra baglanmasini 6neren
iilkelerdeki bebeklerin saglik durumlari arasinda bir kiyaslama
yapildiginda 6 ay tek basina anne siitii alan bebeklerin solunum
yolu enfeksiyonuna yakalanma oranlart 4-6 ay arasinda
tamamlayict besinlere baslayan bebeklere gore daha diisiik
bulunmustur (28). Bizim ¢alismamizda da bebeklerdeki
enfeksiyon gegirme oranlari ile anne siitii kesilme zamani, ek
gidaya baslama zamani, mama ve biberon kullanma oranlari
kargilagtirildiginda  istatistiksel ~ olarak  anlamli  fark
bulunamamis olup (p>0,05) 6 aydan Once anne siitii
kesilenlerde enfeksiyon oranlart daha yiiksek tespit edilmistir.
6 aydan Once anne siitii kesilen bebeklerin %64,2’sinde ishal,
%35’inde solunum yolu enfeksiyonu, %33,3’tinde mikst
enfeksiyon, %100’tinde de idrar yolu enfeksiyonu goriillmiistiir.
Anne siiti bebekte gelisebilecek diyare, solunum yolu
enfeksiyonlari, astim, orta kulak iltihabi gibi saglik
problemlerinin goriilme sikligini ve siddetini azaltmaktadir.
Calisgmamizda 6 aydan Once anne siitii kesilen bebeklerdeki
enfeksiyon oranlar1 da bu goriisti desteklemektedir.

Iyi bir tamamlayici besin enerji, protein, vitamin ve
minerallerce zengin olmali, temiz ve giivenli olmali, ¢ok fazla
sicak ya da soguk olmamali, ¢ok tuzlu ve baharatli olmamali,
bebek tarafindan kolay yenebilmeli ve sevilmeli, bdlgesel
olarak ulasilabilir olmali, satin alinabilir olmali, hazirlanmasi
kolay ve kivami1 uygun olmalidir (29). Motee ve arkadagslarmin
yaptig1 ¢alismada annelerin %69,2’si beslenme doneminde hem
ev yapimi yemegi hem de satin alinabilir misir gevregi veya
hazir konserve, %66,9’u beslenmeye meyve veya sebze
piiresiyle bagladiklarini belirtmislerdir. Calismaya katilanlarin
%93,5’1 ev yapimu yiyeceklerin daha taze ve hijyenik olmasi
nedeniyle bu gidalarin daha fazla tercih edildigini
belirtmiglerdir. %86,4’4 ev yapmmu gidalarin  besleyici
ozelliginin daha fazla oldugunu, %84,9’u ise ev yapim
gidalarla daha dengeli beslenildigini belirtmislerdir (30).
Isvigre’de yapilan bir calismada anneler ev yapimi gidalari taze,
besleyici ve hijyenik oldugu igin daha ¢ok tercih ettiklerini
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belirtmiglerdir (31). Catak’in ¢alismasinda ise yas1 6 aydan
kiigiik olup halen emzirilmekte olan bebeklere en fazla verilen
ek besinler sirastyla meyve suyu (%55,1), siit (%48,7) ve hazir
mama (%40,3) iken yas1 6 aydan kiigiik olup emzirilmeyen
bebeklere en fazla verilen ek besinler ise sirastyla hazir mama
(%92,3), tahilli yiyecekler (%61,5) ve siit (%30,8) olarak
belirtilmigtir (18). Calismamizda bebeklerin %41,31 ek gidaya
yogurt ile, %14,9°u gorba suyu ile, %12,8’1 ise meyve piiresi
ile baglamistir. Tiirkiye’de anneler daha ¢ok bebeklerini kendi
mayaladiklar1 yogurt ile beslemektedirler.

Ludvigsson tarafindan yapilan c¢alismada anneye dogum
oncesi ve sonrasinda saglik profesyonelleri tarafindan verilen
egitimin anne siitli ile beslenme oranini arttirdig1 ve erken ek
gida baslanmasindan kaginilmay1 sagladigi ortaya konulmustur
(33). Eker ve Yurdakul’un Mersin’de bebek dostu hastanelerde
yaptiklar1 ¢alismada ise annelerin gebelik doneminde bebek
beslenmesi ve emzirme konusunda bilgi alma oraninin %55,4;
postpartum donemde ise %68,5 oldugu gozlenmistir. Anneler
bu bilgiyi %47,8 ebe/hemsirelerden almaktadirlar (23). Unsal
ve arkadaglarinin 5003 anne iizerinde yaptiklari bir ¢aligmada
annelerin % 62,2’sinin saglik personeli, % 13,8’inin
ebeveynleri, % 11,5’inin medya ve % 7,5’inin arkadaslari
tarafindan  bilgilendirildikleri  belirtilmistir  (19). Bizim
calismamizda anneler anne siitii hakkindaki bilgilerini %66,9;
ek gida hakkindaki bilgilerini ise %62,4 saglik ¢alisanlarindan
almig olup sonuglarimiz diger caligmalarla benzerdir. Saglik
profesyonelleri tarafindan emzirme konusunda anneye
saglanan destek, annenin bebegini sadece anne siitii ile besleme
siiresini dnemli oranda arttirmaktadir (32). Bizim ¢aligmamizda
annenin egitim diizeyi ile anne siitii hakkinda bilgi, ek gida
hakkinda bilgi, anne siitii kesilme zamani ve bebek kilo
persentili arasinda fark bulunmustur (p<0,05). Annenin egitim
durumu arttik¢a saglik g¢alisanlarindan bilgi alma oranlar1 ve
bebeklerin kilo persentilleri artmis ancak egitimli annelerin
anne siitiinii kesme zamanlar azalmistir. Universite mezunu
annelerin %60°’1 6 aydan dnce anne siitiinii kesmislerdir. Bunun
nedeni de egitimli kesimin daha ¢ok ig yasaminda olmas1 ve
nispeten dogumdan sonra calismaya daha erken baslamasi
olabilir. Bu konuda devletimiz tarafindan ¢alisan ve emziren
annelere destek olunmali, kolayliklar saglanmali ve bu durumla
ilgili yasalar ¢ikarilarak anne siitii, calisan annelerde de tegvik
edilmelidir. Literatiirde de goriildiigii iizere saglik personeline
anneleri  bilgilendirme  konusunda  6nemli  gorevler
diismektedir.

Anne-baba meslegi, gelir diizeyi, sosyal giivence, akraba
evliligi, annenin sigara kullanmasi gibi etkenler de
calismamizda ailenin sosyoekonomik diizeyini belirleyerek bu
diizeyin de beslenme aligkanliklari {izerine yansimasini
incelemek acisindan sorgulanmis ancak istatistiksel olarak
anlamli  bir fark bulunamamigtir (p>0,05). Ailenin
sosyoekonomik diizeyi ve annenin sigara kullanma durumunun
bebegin beslenme aligkanliklar1 iizerinde olumlu veya olumsuz
katkis1 yoktur.

Calismada dikkat c¢eken bir diger nokta ise annelerin
bebeklerinin beslenme durumlarini degerlendirme konusunda
dogru degerlendirme yapamamalari olmustur. Bebegi 3
persentilin altinda olan annelerin %85,7’sinin bebeginin normal
beslendigini, 97 persentilin {istlinde bebegi olan annelerin ise
sadece %10’unun bebeginin ¢ok yedigini diisiinmesi bu
goriistimiizii desteklemektedir. Bu sonug da Tiirk toplumunun
yapisina baglanabilir.
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SONUC

Annelerin anne siitii ve tamamlayici beslenme konusundaki
bilgi diizeyleri ne kadar iyi olursa toplumun da bilgi diizeyi o
kadar artis gosterecek ve davranislarina yanstyacaktir. Saglikli
nesiller igin saglikli beslenmenin temelleri kiigiik yaslarda
atilmalidir. Bunun i¢indir ki, anneyi gebeliginden bu yana
izleyen ve bebegi de ilk goéren yerlerden biri olan birinci
basamaga anne siiti ve ek gida hakkinda annelerin
bilgilendirilmesi ve bilinglendirilmesi konularinda 6nemli
gorevler diismektedir. Caligmamizda egitimli annelerin
emzirmeyi daha erken donemde kestikleri gozlenmis olup,
egitimli annelerin anne siitii vermeleri gereken donemde ise
basladiklar1 sonucuna varilmistir. Bu yiizden de devletimiz
tarafindan ¢alisan ve emziren annelere destek olunmali,
kolayliklar saglanmali ve bu durumla ilgili yasalar ¢ikarilarak,
mesai saatlerinde diizenlemeler yapilarak anne siitii, ¢alisan
annelerde de tegvik edilmelidir.
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EK: Beslenme Anketi

2-Anne egitimi: 1.ilkokul 2.ortaokul 3.lise 4.iniversite  5.okuma-yazma yok
3-Anne meslegi: 1.ev hanimi  2.memur 3.serbest meslek

4-Gestasyon yasi: 1.preterm 2.term/postterm

6-Gebelikte veya dogumda problem olma durumu: l.evet  2.hayir
7-Dogum sekli: 1.normal dogum  2.sezaryan

8-Annenin sigara kullanma durumu: 1.gebelikte icmis halen igiyor  2.gebelikte igmis su an birakmis 3.hi¢ icmemis
4.gebelikte icmemis su an i¢iyor

9-Annenin alkol kullanma durumu: 1.evet 2.hayir

10-Gelir durumu: 1.1000 TL.ve alt: 2.1000 TL.iistii

11-Sosyal giivence: 1.SGK  2.yesilkart ~ 3.yok  4.06zel sigorta
12-Akraba evliligi mi?: 1.evet 2.hayir

13-Aile tipi: 1.¢ekirdek 2.genis

14-Babanin meslegi : l.isgi 2.memur 3.ciftgi  4.issiz 5.serbest meslek

16-Bebegin cinsiyeti : 1.kiz 2.erkek

19-Bebegin ilk bebek olma durumu: 1.evet 2.hayir
20-11k anne siitiiniin ne zaman verildigi: 1.ilk 1 saat iginde 2.ilk 1 saatten sonra
21-Tek bagina anne siitiiniin ne kadar siire ile kullanildigi: 1.3 aydanaz 2.3-6ay 3.6 aydan fazla

22-Emzirmeme nedeni?: 1.siitiin yetmemesi  2.bebegin emmek istememesi  3.bebegin hastaligi 4.annenin hastalig 5.ek
besine gegme  6.gebelik  7.ige baslama  8.meme ucu/gégiis sorunu 9.birakma yasinin gelmesi

23-Anne siitiiniin ne zaman kesildigi: 1.6 aydan 6nce  2.6-12 ay arasi 3.12-24 ay arasi

24-Emzirmenin bebege yarari olup olmadigi: 1.var 2.yok  3.bilmiyorum

25-Su anda ne ile beslendigi?: 1.sadece anne siitii ~ 2.anne siitii+mama 3.anne siitii+ek besin 4.mama-+ek besin
26-Mama verildi mi?: l.evet  2.hayir

27-Mama verilme nedeni?: 1.bebegin doymamas:1 2. bebegin sik uyanmast  3.annenin ilag kullanmas1 ~ 4.annenin hamile
kalmast 5.¢evre baskisi

28-Ek gidalara baglama zamani: 1. 6 aydan dnce 2. 6.aydan sonra
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29-Ek gidalara ilk ne ile baslandigt: 1.yogurt 2.corba suyu  3.meyve piiresi

30-Bebege biberon verildi mi?: 1.evet 2.hayir

31-Anne siitii ile ilgili bilgi alinan kaynak: 1.saglik calisanlar1 ~ 2.akraba ve gevre  3.yazili ve gorsel basin
32-Ek gidalar ile ilgili bilgi alinan kaynak: 1.saglik ¢alisanlar1 ~ 2.akraba ve ¢evre  3.yazili ve gorsel basin

33-Cocuklarin yemek tercihleri: 1.siit/siit iirlinleri ~ 2.et,balik,tavuk,yumurta  3.meyve piiresi/sular1 4.¢orba/yemek suyu ve
yemek  5.tahilli yiyecek 6.tatl1 yiyecekler

34-Annenin ¢ocuk hakkindaki goriisii: 1.az yiyor = 2.normal yiyor  3.¢ok yiyor
35-Bebegin enfeksiyon gecirme durumu: 1.ishal  2.solunum yolu enf. 3. orta kulak enf.  4.yok

36-Anne ve babada ila¢ kullanmay1 gerektiren sistemik hastalik oykiisii: 1.var 2.yok
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ABSTRACT

Introduction: To evaluate the effect of surgery type and adjuvant radiotherapy (RT) on voice quality and quality of life in patients with
larynx cancer.

Methods: 38 patients with larynx cancer (37 males, 1 female; mean age 63.6 + 9.63 years) were included in this study. The parameters
including tumor localization, TNM staging, and type of surgery performed, adjuvant/primary RT intake and recurrence were recorded.
All participants filled voice handicap index (VHI-10) and University of Washington Quality of Life Questionnaire version-1V
(UWQOL-4). Voice analysis was performed by Xion Endo Strop-DX system. Questionnaire scores and voice parameters were
compared between groups.

Results: There was a statistically significant low mean values of VHI detected within the group of stripping/cordectomy compared to
groups of partial or total laryngectomy. In the group without RT, the mean values of SPLmin, MPT, pain, appearance, swallowing and
chewing subgroups of UWQOL scale were higher than the group treated with RT. There was a negative correlation identified between
VHI and QOL parameters.

Conclusion: In advanced stage larynx cancer, increased surgical manipulation and adjuvant RT requirements decrease QOL. As a result
early diagnosis of disease and treatment is very important. As subjective voice quality increases QOL scores rise, indicating the
importance of referring patients for voice therapy and psychotherapy after treatment.

Keywords: Laryngeal Neoplasms; Radiotherapy, Adjuvant; Quality of Life; University of Washington Quality of Life Questionnaire
version-1V; Voice quality; VHI-10

OZET

Giris: Bu caligmanin amaci larenks kanserli hastalarda ameliyat tipi ve adjuvant radyoterapinin (RT) hastalarin ses ve yasam kalitesi
iizerindeki etkisini arastirmaktir.

Yontem: Larenks kanseri nedeni ile ameliyat edilen 38 hasta (37 erkek, 1 kadin; ort. yas 63,6 £ 9,63 yil) bu ¢alismaya dahil edildi.
Tani esnasindaki timor lokalizasyonu, TNM evrelemesi, uygulanan ameliyat tipi, adjuvant/primer RT alimi, niiks varlig1 ve postoperatif
takip siiresi kaydedildi. Tiim katilimcilarin 6znel ses handikap indeksi (VHI-10) ve Washington Universitesi Yasam Kalitesi Anketi
versiyon-1V (UWQOL-4) ile ses ve yasam kalitesi skorlar1 hesaplandi. Ses analizi Xion Endo Strop-DX sistemi ile gerceklestirildi.
Anket skorlar1 ve ses parametreleri gruplar arasinda karsilastirildi.

Bulgular: VHI ortalamalar: stripping/kordektomi grubunda, parsiyel veya total larenjektomi gruplarina gore istatistiksel olarak daha
diistiktii. ortalama SPLmin, MFZ ve UWQOL’1n agr1, goriiniis, yutma ve ¢igneme puan ortalamalari1 RT almayan grupta RT alan gruptan
daha yiiksek idi. VHI ve yasam kalitesi parametreleri arasinda bir negatif yonlii bir korelasyon saptandi.

Sonug: fleri evre larenks kanserlerinde artan cerrahi maniipiilasyonlar ve adjuvant RT ihtiyac1 hastalarin agri, ses, konusma, yutma,
¢igneme fonksiyonlarim etkileyerek yasam kalitesini diisiirmektedir. Bu nedenle hastaligin erken taninip tedavisinin planlanmasi
oldukga 6nemlidir. Oznel ses kalitesi arttik¢a yasam kalitesi skorlariin da artmis olmasi hastalarin tedavi sonrasi ses terapisine ve
psikoterapiye yonlendirilmelerinin 6nemini bir kez daha gostermektedir.

Anahtar kelimeler: Larenks Kanseri; Adjuvan Radyoterapi; Yasam Kalitesi; Washington Universitesi Yasam Kalitesi Anketi, Ses
Kalitesi, Ses Handikap Indeksi-10.
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INTRODUCTION

Quality of life (QOL) assesses the effects of disease and
treatment on the patient’s functional, psychological and social
health. As new treatment methods have not significantly
affected survival after head and neck squamous cell
carcinomas, assessing the QOL of patients with head-neck
cancers has become an important parameter.® Head and neck
squamous cell carcinomas which are identified 540,000 new
cases on the world annually and comprise 5-10% of all cancers,
are an important reason of morbidity and mortality.? Treatment
of head-neck cancers may negatively affect cosmetic
appearance due to the region’s anatomical characteristics and
may cause problems with speaking, swallowing and respiration
to varying degrees.®

Just as measuring QOL is considerable to assess the effects
of head and neck cancer treatment, more effective treatment
strategies may be developed based on these parameters.t3>
Many QOL questionnaires have been developed specific to this
region for head-neck cancer patients, however each
questionnaire has advantages and disadvantages.6® The
University of Washington Quality of Life Questionnaire
(UWQOL) is one of the surveys specific to the head-neck
region commonly used globally.3® Prepared in English and
validity and reliability of the questionnaire for Turkish-
speaking patients has been proven.10 In this study we
investigated the effect of type of surgery and adjuvant
radiotherapy (RT) on the voice and QOL in patients with larynx
cancer by used UWQOL-4 and the Turkish versions of Voice
Handicap Index-10 VHI-10).

METHODS

This study was conducted with ethics committee approve
(number: 2014-08, date: 30.04.2014). In this study 38 patients
were included with the diagnosis and treatment of larynx cancer
who agreed to participate out of 103 patients came for regular
check-ups between 2009 and 2015. As control group 38 healthy
individuals (38-84 years) with no history of voice problems,
previous laryngeal surgery or respiratory tract problems were
participated. Patient files were retrospectively scanned to
record age at diagnosis, sex, tumor localization, indirect
laryngoscopy, direct laryngoscopy and computed tomography
results accompanying stage according to AJCC-2012
(American Joint Committee on Cancer) staging system and
TNM classification, surgery performed, adjuvant/primary RT
intake, postoperative recurrence and time since treatment.
Patients were divided into those with alone surgery as group-1,
those with both surgery and adjuvant RT as group-2.

Acoustic voice analysis

Voice recording was conducted in a quiet room. The voice
samples were obtained as follows: the subjects were requested
to phonate “a” three times lasting, in the standing position after
a deep breath. Voice samples were analyzed with the Xion
Endo Strop-DX program and maximum phonation time (MPT),
minimum and maximum fundamental frequency (FOmax and
FOmin), Jitter%, minimum and maximum sound pressure level
(SPLmax, SPLmin) and dysphonia severity index (DSI) values
were automatically calculated using the computer program.

10

Voice evaluation form

The Turkish version of the Voice Handicap Index 10 (VHI-
10) was used to asses perceptual voice analysis.11 Scoring
according to answers given by patients (never 0; rarely 1;
sometimes 2; mostly 3; always 4) ranged from a total of 0 for
no handicap to 47 points for highest handicap.

Quiality of Life Scale

At the last postoperative check-up of patients, after
explaining the aim and targets of the study, patients were
informed about the treatment and signed informed consent
forms. UWQOL-4 was filled by patients with clinician. The
survey included 12 questions with answers given points from 0
to 100. Apart from the 12 survey questions, these patients were
also asked three general questions. These questions compared
current QOL related to health to that before cancer (general
question 1), definition of QOL related to health in the last seven
days (general question 2) and assessment of general QOL in the
last seven days (general questions 3).

Statistical analysis

Data related to study and control groups were analyzed
using SPSS 19.0 for Windows (SPSS Inc., Chicago, IL, USA).
Descriptive data are given as mean, standard deviation,
minimum, maximum, frequency and percentage values.
Normal distribution of variables was investigated with the
Kolmogorov-Smirnov test. Univariate analysis for dependent
and independent variables was completed with the chi-square
test. Two-way comparison of groups used the Mann Whitney U
test for variables without normal distribution. For comparison
of means of more than two numbers groups, the Kruskal Wallis
variance analysis was used for those without normal
distribution. The Bonferroni correction was applied to identify
which group caused the difference in two-way comparisons.
The relationship between continuous variables in the case
group was investigated with Spearman’s correlation test. The
level of statistical significance was accepted as p<0.05.

RESULTS

A total of 38 patients with larynx cancer accepted
participation in the study with 37 male (97.4%) and 1 female
(2.6%). The control group was 34 males (97.8%) and 4 females
(2.2%). The mean age of the study group was 63.6 + 9.63 (44-
85) years, while this was 61.6 + 13.4 (38-84) in the control
group.

Twelve of the cases (31.6%) had supraglottic, 16 (42.1%)

had glottic and 10 (26.4%) had subglottic localized tumors.
Twelve cases (31.6%) were T1, 17 cases (44.8%) were T2, 4
cases (10.5%) were T3 and 5 cases (13.1%) were T4. Thirty
patients (78.9%) were NO, 3 patients (7.9%) were N1, and 5
patients (13.2%) were N2. As no patients with distant
metastasis or coincident cancer in other organs were included
in the study, all cases were MO.
Stripping and/or cordectomy was performed in 17 cases
(44.7%), supraglottic laryngectomy was performed 6 cases
(15.8%), frontolateral/frontoanterior hemilaryngectomy was
performed 10 cases (26.3%) and total laryngectomy was
performed 5 cases (13.2%).
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Surgery+adjuvant RCT was performed 17 patients (44.7
%), while 21 patients (55.3 %) had alone surgery. During
postoperative routine check-ups, recurrence was detected in 9
cases (23.7%), and neck lymph’s node metastasis was detected
in 2 cases (5.3%). The mean duration after surgery was 34.5 +
27.2 (10-132) months.

Assessment of acoustic and aerodynamic voice parameters
in patient and control group are presented in the Table 1. The
mean SPLmin of the group-lwas statistically higher than
group-2 and the control group (p=0.007; p=0.001,

respectively). The mean jitter% and DSI of group-1 were
statistically higher than control group (p<0.001; p=0.001,
respectively). The mean MPT of group-2 was statistically lower
than group-1 and the control group (p=0.036; p=0.002,
respectively). The mean FOmax of group-2 was lower than the
others group (p>0.05), but there was statistically significant
difference between group-2 and the control group (p=0.001).
There was no statistically significant difference between
surgery types and acoustic voice analysis parameters (Table 2).

Table 1. Assessment of acoustic and aerodynamic voice parameters in patient and control group

Group 1 (n=21) Group 2 (n=17) Control Group (n=38) p

MPT 10.5+7.1 7.0+3.6 12.0+6.3 0.006*
FOmax 246.6 = 111.1 204.8 +133.4 247.2 £ 69.6 0.011*
FOmin 189.4 £ 97.9 147.7 £ 63.1 156.1 £ 57.6 0.228
SPLmax 84.9+6.7 83.4+8.1 87.7+8.4 0.277
SPLmin 79.2+85 70.9 £ 8.5 674+ 134 0.001*
Jitter 1.7+1.2 18+1.4 0.8+0.5 <0.001*
DSI 7.4+2.4 6.0+£2.4 4.8£2.7 0.004*

SD: standard deviation, MPT: maximum phonation time, FO: fundamental frequency, SPL: sound pressure level, DSI: dysphonia
severity index.* Statistically significant differences; significance level p < 0.05

Table 2. Assessment of acoustic and aerodynamic voice parameters according performed surgery types in patient

Stripping/ Supraglottic Hemilaryngectomy Total laryngectomy p

Cordectomy laryngectomy (frontolateral/ frontoanterior)
MPT 12.1+7.8 8.9+43 6.0+£3.2 9.4+55 0.387
FOmax 220.5+72.0 177.6 + 30.3 303.5+ 186.6 250.4 £ 175.9 0.862
FOmin 1755+ 51.5 154.21 +35.1 188.4 £ 131.5 2435+ 185.6 0.587
SPLmax 87.7+7.2 80.4+3.3 82.0+8.3 87.5+9.7 0.128
SPLmin 80.4+75 72.6£6.2 74.1+9.5 84.6 +13.7 0.049
Jitter 1.1+0.6 16+1.4 27+15 21+13 0.158
DSI 71+26 78+1.8 7.2+1.80 72+16 0.078

SD: standard deviation, MPT: maximum phonation time, FO: fundamental frequency, SPL: sound pressure level, DSI: dysphonia
severity index.* Statistically significant differences; significance level p < 0.05

The mean VHI in the patients with larynx cancer was
significantly higher than in the control group (p<0.001).
According to preoperative tumor localization and treatment
type, there was no significant difference between the patients in
terms of VHI points of the groups (p>0.05); however in all
groups the VHI values were higher than the control group.
According to treatment type, there was no significant difference
between VHI points (p>0.05), however all groups had higher
VHI values than the control group. When mean VHI was
compared according to operation type, there was a statistically
significant low mean VHI group of stripping/cordectomy
compared to groups of partial or total laryngectomy (p=0.016;
p=0.004, respectively) (Table 3).

Quiality of Life analysis

When QOL is assessed according to age group of patients (the
cut-off value is 65 year), there was no statistical difference
identified between the groups (p>0.05). In the group without
RT the mean points for pain, appearance, swallowing and
chewing subcategories of the QOL scale were statistically
higher than in the group-2, while there was no statistical
difference between the groups for other categories (p=0.034,
p=0.012, p=0.002, p=0.022, respectively) (Table-4).
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Table 3. Assessment of VHI mean according to preoperative
tumor localization, treatment type and operation type in
patients

VHI total point p

Patient group 13.6 +12.4 <0.001*
Control group 03=+0.7

Preoperative tumor localization

Glottic 9.8+9.2 0.317
Supraglottic 14.2+10.8

Subglottic 18.8+17.3

Treatment type

Alone surgery 10.5+10.9 <0.001*
Surgery+adjuvant 172 +13.5
radiochemotherapy

Control 03£0.7

Operation type

Stripping/cordectomy 6.5 + 6.1 <0.001*

Supraglottic 10.6 +£10.9
laryngectomy

Hemilaryngectomy 17.8 £12.1
Total laryngectomy 25.8+16.3

SD: standard deviation, VHI: Voice Handicap Index. p:
Statistically significant differences; significance level p < 0.05
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Table 4. Assessment of Quality of Life analysis according to whether or not treated radiotherapy

Group-1 (n=21) Group-2 (n=17) p Group-1n=21) Group-2 p
n (%) n (%) n (%) (n=17) n (%)
Pain Speech
0 0 (0.0) 2 (100.0) 0 0 (0.0 1 (100.0)
25 0 (0.0) 1 (100.0) 30 3 (50.0) 3 (50.0) 0.064
50 1 (50.0) 1 (50.0) 0.034 60 0 (0.0) 1 (100.0)
75 2 (40.0) 3(60.0) 70 4 (36.4) 7 (63.6)
100 18 (64.3) 10 (35.7) 100 14 (73.7) 5 (26.3)
Appearance Shoulder
0 0 (0.0 1 (100.0) 0 0 (0.0) 0 (0.0)
25 0 (0.0 2 (100.0) 70 4 (50.0) 4 (50.0) 0.147
50 1 (50.0) 1 (50.0) 0.012 100 17 (56.7) 13 (43.3)
75 3(33.3) 6 (66.7) Taste
100 17 (70.8) 7 (29.2) 0 0 (0.0) 0 (0.0
Activity 70 2 (40.0) 3 (60.0) 0.396
0 1 (100.0) 0 (0.0) 100 19 (57.6) 14 (42.4)
25 0 (0.0) 1 (100.0) 0.570 Saliva
50 3 (60.0) 2 (40.0) 0 1 (100.0) 0 (0.0
75 5(71.4) 2 (28.6) 30 0 (0.0) 3(100.0) 0.348
100 12 (50.0) 12 (50.0) 60 1 (100.0) 0 (0.0)
Recreation 70 1(33.3) 2 (66.7)
0 1 (100.0) 0(0.0) 100 18 (60.0) 12 (40.0)
25 1(33.3) 2 (66.7) Mood
50 0 (0.0) 2 (100.0) 0.493 0 0 (0.0 1 (100.0)
75 4 (57.1) 3 (42.9) 25 1 (50.0) 1 (50.0) 0.329
100 15 (60.0) 10 (40.0) 50 1(25.0) 3 (75.0)
Swallowing 75 4 (100.0) 0 (0.0
0 0 (0.0) 1 (100.0) 100 15 (55.6) 12 (44.4)
30 0 (0.0) 0 (0.0) 0.002 Anxiety
70 2 (16.7) 10 (83.3) 0 1 (100.0) 0 (0.0)
100 19 (76.0) 6 (24.0) 30 1(25.0) 3(75.0)
Chewing 60 0 (0.0) 1 (100.0) 0.912
0 0 (0.0) 0(0.0) 70 9 (75.0) 3(25.0)
50 1(14.3) 6 (85.7) 0.022 100 10 (50.0) 10 (50.0)
100 20 (64.5) 17 (44.7)
General question 1 General question 2
0 0 (0.0) 1 (100.0) 0 0 (0.0) 0 (0.0
25 3(37.5) 5 (62.5) 20 0 (0.0) 1 (100.0)
50 6 (54.5) 5 (45.5) 0.137 40 1(20.0) 4 (80.0) 0.620
75 7 (70.0) 3 (30.0) 60 11 (68.8) 5(31.2)
100 5 (62.5) 3(37.5) 80 6 (75.0) 2 (25.0)
100 3(37.5) 5 (62.5)
General question 3
0 0 (0.0) 0 (0.0)
20 0 (0.0 0 (0.0)
40 0 (0.0 6 (100.0) 0.305
60 13 (72.2) 5 (27.8)
80 4 (66.7) 2 (33.3)
100 4 (50.0) 4 (50.0)

n: number, %: percentage line, RCT: radiochemotherapy, p: Statistically significant differences (chi-square test)

According to median VHI when QOL is assessed, the scores
for the parameters of activity, recreation, speech, and QOL in
the last seven days and in general, were found to be statistically
higher in the group with low VHI (p=0.006, p=0.012, p<0.001,
p=0.002, p<0.001, respectively) (Table 5).

There was a negative power correlation between VHI and
the QOL parameters of activity, recreation, chewing and speech

12

(p=0.001, r=-0.504; p<0.001; r=-0.551; p=0.001; r=-0.509;
p=0.001; r=-0.714; respectively). There was a negative
moderate correlation between VHI and the QOL parameters of
mood, general question 1, 2 and 3 (p=0.006; r=-0.439, p=0.018;
r=-0.381; p<0.001, r=-0.555; p<0.001; r=-0.708; respectively)
(Table 6).
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Table 5. Assessment of Quality of Life analysis according to median VHI point
VHI<10 (n=18) VHI>10 (n=20) p VHI<10 (n=18) VHI>10 (n=20) p
Pain n (%) n (%) Taste n (%) n (%)
0 0 (0.0) 2 (100.0) 0 0 (0.0) 0 (0.0)
25 0 (0.0) 1 (100.0) 70 2 (40.0) 3 (60.0) 0.552
50 2 (100.0) 0 (0.0) 0.458 100 16 (48.5) 17 (51.5)
75 3 (60.0) 2 (40.0) Saliva
100 13 (46.4) 15 (53.6) 0 0 (0.0) 1 (100.0)
Appearance 30 2 (66.7) 1(33.3) 0.623
0 0 (0.0) 1 (100.0) 60 0 (0.0) 1 (100.0)
25 0 (0.0) 2 (100.0) 70 1(33.3) 2 (66.7)
50 0 (0.0) 2 (100.0) 0.137 100 10 (50.0) 10 (50.0)
75 4 (44.4) 5 (55.6) Mood
100 14 (58.3) 10 (41.7) 0 0 (0.0) 1 (100.0)
Activity 25 1 (50.0) 1 (50.0) 0.095
0 0 (0.0) 1 (100.0) 50 0 (0.0) 4 (100.0)
25 0 (0.0) 1 (100.0) 0.006* 75 2 (50.0) 2 (50.0)
50 1(20.0) 4 (80.0) 100 15 (55.6) 12 (44.4)
75 1(14.3) 6 (85.7) Anxiety
100 16 (66.7) 8(33.3) 0 1 (100.0) 0 (0.0)
Recreation 30 0 (0.0) 4 (100.0)
0 0 (0.0) 1 (100.0) 60 0 (0.0) 1 (100.0) 0.273
25 0 (0.0) 3(100.0) 70 6 (50.0) 6 (50.0)
50 1 (50.0) 1 (50.0) 0.012* 100 11 (55.0) 9 (45.0)
75 1(14.3) 6 (85.7) General question 1
100 16 (64.0) 9 (36.0) 0 0 (0.0) 1 (100.0)
Swallowing 25 1(12.5) 7 (87.5)
0 0 (0.0) 1 (100.0) 50 7 (63.6) 4 (36.4) 0.119
30 0(0.0) 0.277 75 6 (60.0) 4 (40.0)
0 (0.0
70 5 (41.7) 7 (58.3) 100 4 (50.0) 4 (50.0)
100 13 (52.0) 12 (48.0) General question 2
Chewing 0 0 (0.0) 0 (0.0
0 0 (0.0) 0 (0.0) 20 0 (0.0) 1 (100.0)
50 1(14.3) 6 (85.7) 0.061 40 0 (0.0) 5 (100.0) 0.002*
100 17 (54.8) 14 (45.2) 60 6 (37.5) 10 (62.5)
Speech 80 6 (75.0) 2 (25.0)
0 0 (0.0) 1 (100.0) 100 6 (75.0) 2 (25.0)
30 0 (0.0) 6 (100.0) <0.001 General question 3
60 0 (0.0) 1 (100.0) 0 0 (0.0) 0 (0.0)
70 3(27.3) 8 (72.7) 20 0 (0.0) 0 (0.0)
100 15 (78.9) 4 (21.1) 40 0 (0.0) 6 (100.0) <0.001
Shoulder 60 7 (38.9) 11 (61.1)
0 0 (0.0) 0 (0.0) 80 4 (66.7) 2 (33.3)
70 5 (62.5) 3(37.5) 0.286 100 7 (87.5) 1(12.5)
100 13 (43.3) 17 (56.7)
n: number, %: percentage line, VHI: voice handicap index, p: Statistically significant differences (chi-square test)
Table 6. The correlation between VHI and the quality of life parameters
Pain Appearance Activity Recreation  Swallowing Chewing Speech Shoulder
VHI p 0.705 0.055 0.001 <0.001 0.124 0.001 <0.001 0.738
r -0.064  -0.314 -0.504 -0.551 -0.254 -0.509 -0.714 0.056
Taste Saliva Mood Anxiety General General General
question 1 question 2 question 3
VHI p 0.443 0.327 0.006 0.435 0.018 <0.001 <0.001
r -0.128  -0.163 -0.439 -0.131 -0.381 -0.555 -0.708
VHI: voice handicap index, p: Spearman’s correlation, r: correlation coefficient
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DISCUSSION

A variety of studies have researched factors affecting QOL
in head-neck cancer patients,®*>14 the effect of radiotherapy on
QOL,*>'7 and the effect of protecting accessory nerves on
shoulder functions.*'82' However, best of our knowledge,
there was no study assessed the correlation between voice
quality and QOL in patients with larynx cancer. In our study we
evaluated QOL in larynx cancer patients according to treatment
type, surgery type, administration of RT and voice changes.

The satisfaction of the quality of a person's voice is one of
the most important factors affecting social relations. As voice
quality is one of the parameters that affects QOL, in this study
we aimed to research how satisfaction with a person’s voice
changes or voice quality affect QOL. In this study we found that
quality of voice in the patients with larynx cancer by assessing
self-reported VHI and acoustic and aerodynamic voice
parameters were disrupted. Additionally a negative correlation
was found between VHI and QOL scores.

In our study of larynx cancer patients, the mean MPT values
were 10.5 + 7.05 (group-1) and 7.0 + 3.6 (group-2). Group 1
and 2 had lower mean MPT values compared to the control
group (12.0 £ 6.3). Timmermans et al. reported that the use of
MPT is a simple method for aerodynamic evaluation of voice.
MPT is shorten in situations where glottic closure is
insufficient.?? In our study, in the group-1, values were obtained
close to the control group, while very low values were obtained
for the groups with adjuvant RT. The fall of MPT may cause a
difficulty on control of voice intensity and tone in patients with
RT.

In our study the jitter% in group-1 and group-2 were
statistically significantly higher than the control group. Increase
in jitter% shows that voice quality is rough or dysphonic.?®
Sanal et al.?* reported that mean FO was 137 Hz, jitter% was
16.30, shimmer% was 14.51 and MFT was 5.08 in patients with
frontolateral laryngectomy; while these values were mean FO
155 Hz, Jitter% 19.05, Shimmer% 15.45 and MFT 3.3 s in
cricohyoidopexy cases and mean FO 147 Hz, Jitter% 15.40,
Shimmer% 21.73 and MFT 7.05 s for cordectomy cases. MPT
was very low in all partial laryngectomy patients and jitter%
and shimmer% values appeared to be much increased. In our
study in patients with surgical treatment jitter% was high;
however there was no statistical difference between surgical
groups.

Sound pressure level (SPL) is a marker of voice intensity
and is affected by subglottic pressure, closure duration of vocal
cords, glottal resistance, air flow and sound spectrum. As the
closure duration of the vocal cords increases, the intensity of
the sound produced increases.?® In our study, the SPLmin of
group-1 was statistically significantly higher compared to the
group-2 and the control group.

Perceptual assessment of voice quality is very important.
The dysphonia severity index (DSI) was found by researching
the relationship between “grade” parameter of perceptual
assessment according to a variety of acoustic parameters in the
GRBAS system.? DSI values vary from +5 to -5. DSI
comprises a formulation of four variables related to voice
(DSI= 0.13xMPT+0.0053xFo (high)-0.26xI (low)-1.18x jitter
(%)+12.4) and is considered an objective parameter showing
voice quality.?® Sanal et al.>* did not find a difference in
subjective voice evaluation and DSI scores in groups of partial
laryngectomy patients. In our study mean DSI in group-1 was
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statistically significantly higher than the control group. In
patient groups the DSI parameter was above 5 showing that the
grade parameter (G) of the perceptual evaluation according to
the GRBAS system was disrupted.

In our study, the mean VHI (13.6 = 12.4) in the patient
groups were statistically significantly higher than the control
group (0.3 £+ 0.7). Patients who  underwent
stripping/cordectomy were found to have statistically
significantly lower mean VHI values compared to those
performed partial or total laryngectomy. The mean VHI in
group-1 was 10.2 + 11.1 and group-2 was 17.4 + 13.5 but there
was no statistically significant difference (p>0.05). In other
words, the groups treated with RT appeared to assess their
voices as subjectively worse. This situation shows that in
patients with advanced stage laryngeal cancer, voice quality is
both objectively and subjectively disrupted.

UWQOL is a short and easily applied scale to evaluate
general QOL, symptoms and functions in head-neck cancer
patients. In recent years the UWQOL has been used to
evaluated QOL of head-neck cancer patients.!* Karabulut et al.*
obtained low scores in terms of activity, recreation, appearance
and shoulder functions in patients with total/near total
laryngectomy compared to patients administrated partial
laryngectomy. Additionally they identified a significant
correlation between surgery type and speaking and found that a
large portion of patients with partial larynx surgery had normal
or near-normal speech. Eadie et al.?’ found a weak correlation
between perceptual voice quality which was evaluated by
listeners and life scores which were evaluated by total
laryngectomy patients themselves. Polat et al.®® reported
increase in QOL scores after voice prosthesis applied to total
laryngectomy patients. In our study, those who self-reported
voice quality assessed as bad had lower QOL scores for
activity, recreation, speech, last seven days and general QOL
(second and third general question).

Karabulut et al.! found that the scores of QOL of patients
who underwent aggressive surgery were very low compared to
those who underwent partial laryngectomy regarding first
general question -comparing before cancer diagnosis and the
present moment- and third general question about general QOL
in the last seven days. These findings have been found to be
important in terms of revealing the psychotrauma caused to
patients by surgery. As propounded by Gritz et al.*® the addition
of psychological assist to the treatment of patients with head-
neck cancer, our study have supported the psychological assist.
Weymuller et al.*? did not identify a difference in total QOL
scores before surgery and after laryngectomy in patients with
advanced stage larynx cancer. In all QOL areas, 50% or more
of patients reported that they had the same or better function 20
years after surgery. Additionally the majority of patients
reported the same or better general QOL scores as one year
before cancer diagnosis. Hanna et al.?® did not find a significant
difference in QOL scores depending on whether total
laryngectomy patients were given concomitant RCT or not.
Karabulut et al.* identified lower QOL scores for the parameters
of appearance, saliva, swallowing, speech, mood and worry in
patients given adjuvant RT after surgery. In our study the
patients given adjuvant RT had statistically lower points for the
parameters of pain, appearance, swallowing and chewing.
Tuomi et al.*® divided larynx cancer patients treated with RT
according to whether they were given voice therapy or not.
They reported that in the group given voice therapy, six months
after RT Voice Range Profile results had improved while the
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group without voice therapy had worsened. Additionally they
evaluated S-SECEL of larynx cancer patients after surgery and
identified clinical and statistical improvements in environment,
attitude and total areas in the group given voice therapy.
Similarly in the voice therapy group the social and global areas
of EORTC QLQ-C30 also had clinical and statistical significant
improvement. On both scales the largest improvement was
identified in the first 6 months.

In conclusion, in patients given adjuvant RT and in patients
with low voice quality (VHI) assessed low QOL scores were
obtained, emphasizing one more time the importance of both
early diagnosis and treatment of disease and voice therapy after
surgery. Increased surgical manipulation in advanced stage
larynx cancers and adjuvant RT requirements affect pain, voice,
speech, swallowing and chewing functions of patients,
lowering QOL. In larynx cancer patients, after treatment, QOL
is becoming more important. As a result early diagnosis and
planning of treatment of disease is very important. As
subjective voice quality increases, QOL scores increase
showing once more the importance of referring patients for
voice therapy and psychotherapy after treatment.
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ABSTRACT

Evidence based medicine (EBM) is the transparent and rational use of the best evidence available to make decisions about patient care.
Today, health care has become more complicated and expensive, patient demands have increased and EBM is needed to obtain optimal
results, to reduce the differences across clinical practices, to provide high quality services and to promote an efficient and cost-effective
health care culture. Evidence based medicine practices concern the health policy makers as well as clinicians. As evidence based
medicine gained importance in the field of health policy making the concept of “Evidence Based Health Policy” has emerged. This
intent of this concept is for health politicians to moderate the purposes, methods and contents of health care offered to the public, to
make decisions between alternatives considering up-to-date information and considering the setting, and to identify and announce
political goals that benefit the public. Today it serves as an important means of identifying evidence based health policies and assessing
health technologies.

In this review, the definition, components, and grounds for evidence based medicine will be discussed, and health technology assessment
which is one of the most important instruments of evidence based health policies will be examined.

Keywords: Evidence based medicine; health technology assessment; health policy

OZET

Kanita Dayali Tip (KDT) hasta bakimu ile ilgili alinan kararlarda mevcut en iyi kanitlarin dikkatli, seffaf ve akile1 kullanimidir. Saglik
bakiminin daha karmasik ve daha pahali oldugu ve hasta beklentilerinin arttii gliniimiizde optimal sonug¢ elde etmek, klinik
uygulamalardaki farkliliklar1 azaltmak, daha kaliteli hizmet verebilmek ve etkin ve maliyet etkin bir saglik hizmet kiiltiiriinii tesvik
etmek i¢cin KDT’a gereksinim vardir. Kanita dayali tip uygulamalarinin sadece klinisyenleri degil ayn1 zamanda saglik politikacilarini
da yakindan ilgilendirmektedir. Kanita dayali tibbin dneminin artmasi ile birlikta saglik politikasi alaninda “Kanita Dayali Saglik
Politikas1” kavrami ortaya ¢ikmustir. Bu kavram, saglik politikacilarinin topluma sunacagi saglik hizmetinin amag, yontem ve igerik
olarak diizenlenmesini, alternatifler arasindan giincel veriler 15181 altinda ortam kosullarmin goézeterek karar vermesini ve toplum
yararina politik hedefler belirleme ve agiklamasi” anlamina gelmektedir. Giiniimiizde kanita dayali saglik politikalarinin belirlenmesinde
saglik teknolojilerinin degerlendirilmesi 6nemli bir ara¢ olmustur.

Bu derlemede kanita dayali tibbin tanimi, unsurlari ve bu uygulamaya neden ihtiya¢ duyuldugundan bahsedilerek, kanita dayali saglik
politikalariin en 6nemli araglarindan biri olan saglik teknolojilerinin degerlendirilmesi ele alinacaktir.

Anahtar kelimeler: kanita dayali tip; saglik teknolojilerinin degerlendirilmesi; saglik politikast
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INTRODUCTION

Our modern days present us with more complex and more
expensive healthcare and higher expectations among patients
and the best approach to obtaining the optimal result,
minimizing discrepancies in clinical practices, offering higher-
quality services, and encouraging an efficient and cost-effective
culture in healthcare service; and providing a number of people
with qualified care is to utilize evidence-based medical
practices (1, 2). Sackett et al. defines evidence-based medicine
as the use of the best evidence in a careful, open and logical
manner while formulating decisions concerning patient care.
Evidence-based medical practices are only possible through the
integration of the clinical experience of an individual with the
best evidence achievable through systematic research (3).

The recent rapid development observed in evidence-based
medicine led to the emergence of an evidence-based health
policy field in the general area of healthcare policy. Evidence-
based healthcare policies require the organization of healthcare
services for the public in terms of objectives, methodologies,
and content; the formulation of decisions among alternatives in
the light of current data and by taking into consideration the
applicable conditions; and the designation and announcement
of political goals for the society by healthcare politicians. The
“Health Technology Assessments” that allows for health
technologies to guide healthcare politicians in their decisions in
terms of medical, economic, legal, and sociocultural aspects,
etc. has become one of the most important tools of evidence-
based healthcare policies. The Health Technology Assessment
being developed at a rapid pace in North America and Western
Europe in the past 20 years is also an area attracting more
attention every day in Turkey.

The present review will address the Health Technology
Assessment as one of the most important tools of evidence-
based healthcare policies with a mention of the definition of
evidence-based medicine and the reasons why evidence-based
medical practices are necessary.

EVIDENCE-BASED MEDICINE

The origins of evidence-based medical practices in the field
of healthcare data back to rather old times; however, its
conceptualization into its current meaning coincided with the
last 20 years of the 20th Century (5).

Three English scientists, i.e. Sir Ronald Fisher, Sir Austin
Bradford Hill, and Archie Cochrane, laid the foundations of
evidence-based medicine and contributed to its development.
Sir Ronald Fisher is acknowledged to be the father of statistics
by reason of his development of the theoretical foundations of
modern statistical tests in early 1990s. Sir Austin Bradford Hill
is quite a famous biostatistics expert who published on the
availability of biostatistical methods for medical research in
Lancet Magazine in 1937. In addition, the modern “randomized
trial with control group” he organized allowed him to
demonstrate the superiority of streptomycin to standard
treatment for pulmonary tuberculosis. Archie Cochrane is a
general practitioner who conducted a number of
epidemiological research studies pertaining to the diseases of
the respiratory system with an epic publication on evidence of
treatment in perinatal care in the 1970s. Furthermore, he
published the book entitled “Effectiveness and Efficiency”
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providing logical discussions on evidence-based medical
training and practices in clinical matters in 1971 (6).

Evidence-based medical practices were put into
implementation in clinical problem-solving at McMaster
University in Canada and Oxford University in England in the
1990s (7). The term 'Evidence-Based Medicine’ was used for
the first time by those attending McMaster Medical School in
Canada to define a clinical learning method in the 1980s (8).
The term ‘Evidence-Based Medicine’ was used for the first
time in an article authored by Guyatt et al. in 1992 (9).
Evidence-based practices add further strength to the bond
between knowledge and decision-making and further science
and professionalism to the processes of diagnosis, treatment,
and patient care. In addition, increased error rates in diagnosis
and treatment and growing requests for information and loss of
trust in healthcare professionals among patients contribute to
the rise in the importance of evidence-based practices (1).

Evidence-based medicine helps healthcare professionals in
finding, reaching, and evaluating evidence and guides them in
undertaking diagnosis- and treatment-related procedures for
patients to offer more benefits (7).

The demand for transparency in decisions formulated in the
field of healthcare also directs decision-makers to evidence-
based medicine as one of the tools that will allow them to make
verifiable, reliable, and explainable decisions (4).

Evidence-based medicine shows us the analysis of research
studies that brings us to the result in the presence of conflicting
data in scientific literature and points out to the more significant
result (10).

Evidence-based medicine requires not conventional
knowledge, but the best knowledge available and the
combination of the values and preferences held by the
individual patient with clinical experience and expertise (11).

Evidence-based medicine incorporates the following
elements of importance:

1. Knowledge and Skills of the Clinician

The clinician should demonstrate their experience, skills,
and judgment in diagnosing a patient and making decisions
concerning the procedures to be undertaken by taking into
consideration the identity, conditions, rights, and preferences of
the patient.

2. Best Clinical Evidence Available

High-quality and valid clinical research studies pertaining
to the matter at hand should be utilized. Such clinical evidence
may render an accepted diagnostic test or treatment modality
worthless and bring to the agenda new and stronger, more
accurate, more effective and more reliable pieces of evidence.

3. Strength of Available Evidence

The clinician applies a critical review on any evidence they
have reached through guidance forms developed for this
purpose.

4. Patient’s Individual Values

Clinical decisions should take into consideration the
preferences, interests and concerns, and topical expectations of
the patient.

5. Patient’s Pertinent Conditions

Clinical decisions should take into consideration the
symptoms and findings of the patient’s clinical situation (7).
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EVIDENCE-BASED HEALTHCARE POLICY

As evidence-based medical practices have occupied their
place in discussions concerning healthcare policies, evidence-
based healthcare policy has also taken its due item on the
current agenda. Healthcare policies feature a variety of
application areas including evidence-based medicine,
evidence-based healthcare, and evaluation of evidence-based
technologies (5). Evidence-based healthcare policy refers to
“the organization of healthcare services for the public in terms
of objectives, methodologies, and content; the formulation of
decisions among alternatives in the light of current knowledge
and environmental conditions; and the designation and
announcement of political goals for public benefit by healthcare
politicians (4).

As experience and expert opinions are easily affected by
individual personality traits and political skills, the best
approach to political dilemmas is to have recourse to evidence
(5).

Evidence should be reached through the use of the most
logical and strong findings (4). Therefore, this important
process also includes a step to evaluate the systematically
obtained results of modern research studies and their
integration with the preferences and experience of decision-
makers (5).

Today, the emphasis is on the aim to provide high-quality,
qualified, and cost-effective healthcare services and this has led
to the emergence of a need for tools that will offer guidance in
political decision-making processes in healthcare and can be
employed in evidence-based practices. The most important one
of these tools is the Health Technology Assessment (HTA) (4).

HEALTH TECHNOLOGY ASSESSMENTS
(HTA)

Today, rapid developments in technology not only leads to
significant changes and developments in many sectors, but also
created an important impact on the healthcare sector. As is the
case in other sectors, these developments may bring forth a
number of benefits or rather high costs to the healthcare sector
(12).

Developing technologies and increased healthcare needs
have given way to such issues as the financing of healthcare
services and increased costs with limited resources (13).
Therefore, decision-making mechanisms in healthcare systems
should take into consideration medicine, medical materials and
devices, analyses and examinations, and medical procedures
and therapies used or needed in healthcare in terms of efficacy,
efficiency, economy, law, and ethics (14). During this
evaluation, HT A becomes one of the most important tools that
support the use of evidence, the integration of cost-
effectiveness calculations into the process, and decision-
making in political terms (4).

HTA is a field of scientific research that aims to shed light
on relevant policy- and decision-making mechanisms
pertaining to the promotion and utilization of healthcare
technologies. Healthcare technologies include medicine,
medical devices, diagnostics, procedures, and clinical, public
health, and organizational interventions.

HTA is a multidisciplinary area that evaluates the clinical,
economic, organizational, social, legal, and ethical effects
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individual healthcare technologies by considering both its
specific healthcare content and currently available alternatives.
The scope of and methodologies employed by HTA may be
adapted to healthcare needs; however, HTA processes and
methodologies should be transparent, meticulous, and
systematic in nature.

HTA is a process that is instrumental in enabling decision-
making mechanisms in healthcare systems to provide evidence-
based and scientific responses to such questions as whether
healthcare systems do satisfy the needs; how great a financial
burden healthcare services entail; and which methods to use
with available technologies (14). HTA plays an important role
in terms of its support to decision-making in healthcare
systems. In short, HTA is quite an important tool that
establishes the balance between countries deriving benefits
from technological developments and changes and the current
budgetary balance being maintained (12).

European Network for Health Technology Assessment
(EUnetHTA) defines HTA as “a multidisciplinary process that
summarizes information about the medical, social, economic
and ethical issues related to the use of a health technology in a
systematic, transparent, unbiased, robust manner” and it aims
to inform the formulation of safe, effective, health policies that
are patient focused and seek to achieve best value (15).

HTA aims to encourage the use of cost-effective new
technologies; to prevent the use of technologies that are not
reliable for the healthcare system; and to slow down the
commissioning of technologies presenting uncertainties (16). In
line with this aim, HTA offers alternative practices to health
politicians upon assessing the same from all medical,
economic, legal, ethical, and sociocultural aspects (4).

HEALTH TECHNOLOGY ASSESSMENT
PROCESS AND PRINCIPLES

A number of health technology assessment processes
implemented in Europe follow similar steps. However, there
may be distinctive differences among institutions in terms of
the commencement of assessments, identification of priorities,
authorization of reports, and methods used in further
dissemination. Even though report preparation processes
demonstrate regional differences, most of the steps therein are
of a similar nature (17).

Brusee et al. cascaded the steps necessary for the
preparation of an HTA report. Following the authorization
established for a report, the first step is to define the political
question unless the same has been clearly formulated during the
prioritization or authorization process. The second step is to
collect background information (a part of which may have
already been collected in the prioritization process). During the
collection of background data, a decision can be formulated by
the researcher as to the areas where they need to deepen their
studies (efficacy, ethical concerns, etc.) through contact with
the authorizer, if possible. Thus, short research questions will
be asked and the methodology summarized (17).

Once the research question has been identified, the result
should be assessed in parallel with its efficacy/efficiency, as
well as psychological/ ethical/ social, organizational/
professional, and economic aspects. However, it seems
reasonable to assess reliability first and foremost among these
areas. This is followed by efficacy. If a negative result has been
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obtained in previous assessments, follow-up of such assessment
may not be required. Considering the process in further detail,
if a technology is observed to be suffering from a security gap
or overestimated efficacy, it will be more appropriate to refrain
from further research studies thereon (17).

Sub-group EUR-ASSESS, on the other hand, proposed a
framework specifying the elements to be included in HTA
reports. These are policy question; research questions; findings
and methodology (including safety, efficacy/effectiveness,
psychological, social and ethical considerations, organizational
and professional implications, economic issues). It is important
to clearly identify data source, research and collection methods,
and data synthesis in every field of HTA. If there is an area that
has not been addressed, the reason why this area has been
disregarded should also be included in the report (e.g. other
HTA reports providing sufficient information on the matter)
(17).

On the basis of the significant body of experience in HTAs
around the world, a number of groups defined good and bad
practices and offered recommendations for the smooth
implementation of HT As. The set of fifteen principles proposed
by Drummond et al. to implement HTA better or to commence
new HTA activities in their resource allocation decisions on the
basis of previous studies have been widely accepted by HTA
experts around the world. HTA activities relating to or
incorporating a specific resource allocation decision represent
the most important focal point of this set. It is of critical
importance in the context of these HTAs to take into
consideration both costs and benefits in terms of economic
assessment. The principles are grouped under four headings,
i.e. organizational structure of HTA practices, HTA methods,
HTA processes, and the use of HTA in decision-making (Table
1) (18).

HEALTH TECHNOLOGY ASSESSMENTS IN
TURKEY

Along with the efficient dissemination of healthcare
services within the framework of the Health Transformation
Project, the accessibility of healthcare services has increased
and in consequence, spending in healthcare is on a constantly
increasing trend. Around the world and specifically in
developed countries, support is provided through HTA to
decision-making mechanisms aimed at the accurate calculation
of cost-effectiveness for healthcare technologies (medicine,
medical devices, etc.) with evidence-based scientific
information (14).

Medicine was the first area where Health Technology
Assessment or economic assessment methodologies were
brought to the agenda in Turkey. In this period, medicinal
pricing and refund policies were amended due to the intense
pressure applied by IMF for the restriction of public spending;
the share of medicine in the total healthcare spending being
rather high; and medicinal spending being the most easily
forecast spending among other items in healthcare
spending(13).

In Turkey, the HTA structure was established less than five
years ago along with the official reconstruction of the Ministry
of Health on the basis of the decree law dated 11.10.2011 and
No. 663 on the Organization and Duties of the Ministry of
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Health and Affiliated Institutions (19). Thus, Turkey took the
first step towards the establishment of an HTA process.

Initially, Ankara Numune Hospital Health Technology
Assessment Unit (ANHTA) was established in February 2012.
ANHTA offers services as a hospital-based HTA unit aiming to
shed light on decisions pertaining to healthcare investments
under Ankara Numune Training and Research Hospital (ANH)
(20).

Table 1. Principles of HTA

Structure of HTA programs
1. The goal and scope of the HTA should be explicit and
relevant to its use
2. HTA should be an unbiased and transparent exercise
3. HTA should include all relevant technologies
4. A clear system for setting priorities for HTA should
exist
Methods of HTA
5.HTA should incorporate appropriate methods for
assessing costs and benefits
6. HTAs should consider a wide range of evidence and
outcomes
7. A full societal perspective should be considered when
undertaking HTAs
8.HTAs should explicitly characterize uncertainty
surrounding estimates
9.HTAs should consider and address issues of
generalizability and transferability
Processes for conducting HTA
10. Those conducting HT As should actively engage all key
stakeholder groups
11. Those undertaking HTAs should actively seek all
available data
12. The implementation of HTA findings needs to be
monitored
Use of HTA in decision-making
13. HTA should be timely
14. HTA findings need to be communicated appropriately
to different decision makers
15. The link between HTA findings and decision-making
processes needs to be transparent and clearly defined

The first HTA structure established at the national level is
the Health Technology Assessment Department under the
General Directorate of Health Research under the Ministry of
Health. Even though the law was approved at the end of 2011,
the organization could only enter into service in the middle of
2012. In the same year, an HTA unit was established by Turkish
Medicines and Medical Devices Agency (TITCK) under the
Economic Assessments Department. A unit was established
under the Social Security Institution (SSI) as an extension of
the General Directorate of General Health Insurance in 2013.
(20)

A number of initiatives have been put forth with respect to
HTA and Evidence-Based Medicine (EBM) at Non-
Governmental Organizations and universities apart from the
developments implemented at the Ministry of Health.
Conferences and training events were organized in this field.
The Evidence-Based Medicine Association of Turkey (KDTD)
became the first NGO established in this field with a main focus
on HTA and EBM in 2007. In Turkey, KDTD organized the
first HTA conference in 2008 (20). A “Eurasian HTA
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Initiative” was rolled out in the leadership of KDTD, with the
membership of eight members (Albania, Azerbaijan, Bosnia-
and-Herzegovina, Kazakhstan, Kyrgyzstan, Macedonia,
Montenegro, and Turkey) and the inclusion of Tunisia acting as
an observing country. This initiative organizes regular meetings
and conducts joint research studies to identify action plans
through the exchange of information and experience and
addresses common problems (21).

The transition to HTA was possible through the active role
assumed by not only KDTD, but also such universities and non-
governmental organizations including ISPOR Turkish Chapter,
Association of Health Economy and Policies, Hacettepe
University, Baskent University, and TUSSIDE (Turkish
Institute of Management Sciences).

INTERNATIONAL COOPERATION IN
HEALTH TECHNOLOGY ASSESSMENT

Health Technology Assessments International (HTAI)

HTAI is global scientific and professional community for
everyone who generates, uses, or encounters HTA. HTAI acts
as an impartial forum for all stakeholders including researchers,
institutions, policy-makers, the industry and academia,
healthcare providers, and patients/consumers to cooperate and
share knowledge and experience with each other. HTAI has
more than 1200 members in 59 countries (16).

HTAi’s mission is to inform decision-makers from a
multidisciplinary perspective with respect to scientifically
based and effective innovations and to support and encourage
the development, communication, and understanding of HTA
in the context of the efficient utilization of resources in
healthcare services (14).

International Network of Agencies for Health Technology
Assessment (INAHTA)

The International Network of Agencies for Health
Technology Assessment (INAHTA) was established in 1993
and is a non-profit organization reaching 52 members from 26
countries in 2010. All members are non-profit organizations
generating HTAs and affiliated with regional and national
governments. Most of INAHTA’s activities are coordinated by
a secretariat. The members convene annually and take part in
various working groups throughout the year. The annual
meeting is held along with HT Ai Conference. The members of
the Board of Directors and other boards are elected for a term
of 2 years. INAHTA provides information on on-going
activities and HTA reports and publishes summaries on its
website regularly (16).

EUnetHTA (European Network for Health Technology
Assessment) is the facilitator of choice for high-quality HTA
cooperation. HTA institutions consider EUnetHTA as an
effective tool for cooperation. The duty of EUnetHTA is to
support cooperation among HTA institutions that add value to
European, national and regional healthcare systems. SAGEM,
KDTD and TUSSIDE from Turkey are participating partners of
EUnetHTA (22).
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CONCLUSION

Evidence-based practices are methods to reach, assess and
act upon scientific knowledge. The main aim is to make the
right decision by combining scientific evidence, medical
experience, and the patient’s wishes (3).

Along with such issues as need for new information,
insufficiency of resources, and limited time, the rapid
developments in methods to access information and improved
public access to information in the field of healthcare
stimulated a notion of interest in and need for HTA.
Considering the current conditions, HTA has gained further
importance for the minimization of errors with respect to
patients; reduction of costs of analyses, treatment and
diagnosis; and improvement of quality. The institutionalization
of evidence-based decision-making processes also contributed
to the emergence of HTA as a strong paradigm. Appropriate
and right HTA practices make it possible for developing
countries to disseminate global knowledge, to support
transparent and reliable decision-making processes, and to
encourage efficient quality in healthcare (16).

HTA must be for the benefit of patients and encourage
innovation. It must pursue an objective that is wider than cost
reduction by itself. 1t should be valid for all care practices and
interventions and not only for medicine. If health politicians
utilize health technology assessment in their political decision-
making processes, this will improve healthcare services further
and allow for the making of decisions that will ensure the
delivery of better healthcare services (4).

These practices, when designated for the right technologies,
are met with a larger number of fields of application every day
by reason of their impact in reducing the budgetary burden on
institutions and providing for early access to new technologies
and cost-effective pricing. In Turkey, any increase in HTA
practices can be considered to provide significant contributions
to the budget of the Social Security Institution prospectively
(12). The development of HTA will become more effective and
be supported through active steps to be taken by WHO and
other global health organizations.
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Siyah kilh dil: vaka serisi

Black hairy tongue: a case series
Yasemin Korkut!, Nazli Dizen Namdar?

! Aile Hekimligi Ana Bilim Dali, T1p Fakiiltesi, Dumlupinar Universitesi, Kiitahya, Tirkiye
2 Deri ve Ziihrevi Hastaliklar Ana Bilim Dali, T1p Fakiiltesi, Dumlupinar Universitesi, Kiitahya, Tiirkiye

OZET

Girig: Siyah killi dil; filiform papillalarin dil dorsumunda deskuame olamamasi ve hipertrofisi sonucu kadifemsi plak olusturmasi
durumudur.

Vaka Sunumu: Poliklinigimize farkli sikdyetlerle bagvuran siyah killi dil tespit edilen dort hasta vaka olarak sunulmustur.

Tartisma: Siyah killi dilin etyopatogenezi tam olarak bilinmemekle birlikte pek ¢ok predispozan faktor ileri stiriilmiistiir. Tanis1 klinik
bulgular ve 6ykiiye dayali olan siyah killi dil tedavisinde tetikleyici faktorlerin onlenmesi, gida ve su alimimin diizenlenmesi, dilin
mekanik temizligi dnemlidir. Antiseptik soliisyonlar, topikal tretinoin diger tedaviler arasindadir.

Sonug: Aile hekimleri birinci basamakta sigara icen hastalarinda nadiren de olsa siyah killi dil gelisebilecegini g6z Oniinde
bulundurmalidir.

Anahtar kelimeler: Siyah killi dil; kill1 dil/tani; filiform papilla; hiperkeratoz

ABSTRACT

Introduction: Black hairy tongue occurs as a result of inability desquamation and hyperthrophy of filiforme papilla on the dorsum of
the tongue which also cause as the creation of velvety plaques.

Case Presentation: Four patients with black hairy tongue who were referred to our clinic with different complaints were presented as
cases.

Discussion: Although the etiopathogenesis of the black hairy louse is not completely known, many predisposing factors have been
proposed. Prevention of triggering factors, the regulation of food and water, mechanical cleaning of the language is important in the
treatment of black hairy tongue. Medical treatment includes antiseptic solutions, topical tretinoin.

Conclusion: Family physicians should consider that in first-stage smokers patients may rarely develop black hairy language.
Keywords: Black hairy tongue; Tongue, Hairy/diagnosis; filiform papilla; hyperkeratosis

Basvuru / Submission: Ocak / Jan 03, 2017 Kabul / Acceptance: Nisan/ Apr 18, 2017

Yazisma / Correspondence: Yrd. Dog. Dr. Yasemin Korkut, Tavsanli yolu 10. Km Dumlupinar Universitesi Tip Fakiiltesi Aile
Hekimligi A.D. Kiitahya, Tiirkiye

E-mail: ykorkut95@yahoo.com

Atf / Cite: Korkut Y, Namdar ND. Siyah kill1 dil: Vaka serisi. Fam Pract Palliat Care. 2017;2(1):23-25

Fam Pract Palliat Care. 2017 Apr;2(1):23-25 23




Siyah killi dil: vaka serisi

GIRIS

Siyah killi dil, dilin dorsal yilizeyinde bulunan filiform
papillalarin hiperplazi ve hiperkeratozu ile karakterize benign,
kazanilmus bir hastaliktir. Dordiincii dekat ve sonrasinda daha
sik goriiliir'2, Etyopatogenez tam olarak bilinmemekle birlikte,
asir1 sigara-alkol tiikketimi, oral hijyen bozuklugu, bazi ilaclarin
kullanimi, erkek cinsiyet etyolojide suglanmustir. Genellikle
asemptomatik olmakla beraber estetik kaygilara neden olabilir.
Bazi hastalarda bulanti, 6giirme hissi, agiz kokusu, tat
duyusunda azalma gozlenebilir®*S,

Olgu sunumlarimizda, siyah killi dil tanis1 koydugumuz
dort erkek hasta giincel literatiir bilgileri esliginde sunulmus
olup bu vasitayla, hastaligin hatirlatilmasi, koruyucu tedavide
oral hijyene dikkat etmenin Onemi ve hastalarin
bilinglendirilmesi amaclanmustir?,

OLGU SUNUMU

Olgu 1

22 yaginda erkek hasta, dilinde ortaya ¢ikan kahverengi
lezyon sebebi ile aile hekimligi poliklinigine basvurdu.
Hikayesinde yakinmalarinin bir aydir oldugu ve son 4 giindiir
giderek arttigi, alt solunum yolu enfenksiyonu tanisiyla bir
haftadir antibiyotik tedavisi altinda oldugu 6grenildi. Oral
hijyeni kotii olan hastanin dil dorsumunda yaygin sari-
kahverengi hipertrofiye olmus filiform papillalar gdzlendi
(Resim 1).

Resim 2. Kahverengi hiperkeratozik plak lezyon

Olgu 3

33 yasinda erkek hasta tat almada azalma, Oksiiriik, ates
yiksekligi sikayeti ile poliklinigimize basvurdu. Fizik
muayenesinde atesi 39°C, tonsiller hiperemik ve hipertrofik, dil
iizerinde yaygin sari-kahverengi hipertrofik plak lezyon
iizerinde saga benzer filiform papillalar mevcuttu (Resim 3).

Resim 1. Foremen ceacum’dan baslayan kilh dil olgusu

Olgu 2

17 yasinda erkek hasta, dilinde renk degisikligi, ates ile
poliklinigine bagvurdu. 2-3 giindiir ates, bogaz agrist oldugunu
sOyleyen hastanin muayenesinde, {ist solunum yolu
enfeksiyonu tanist konuldu. 2 yildir 15 adet/giin sigara kullanim
hikayesi olan hastanin dil iizerinde uzamig filiform papillarin
bulundugu kahverengi hiperkeratozik plak lezyon saptandi
(Resim 2).

24

Resim 3. Yaygin sari-kahverengi hipertrofik plak lezyon

Olgu 4

58 yasinda bulanti sikayeti nedeniyle gelen erkek hastanin
30 yildir 1 paket/giin sigara igme Oykiisii mevcuttu. Dil
iizerinde yaygin sari-kahverengi plak lezyon ve dil
papillalarinda hipertrofi mevcuttu (Resim 4).
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Resim 4. Dil iizerinde yaygin sar1-kahverengi plak lezyon
ve dil papillalarinda hipertrofi

Bu bulgular esliginde hastalara, siyah killi dil tanist
konulduktan sonra sigara igmeme, hijyen gibi hastaliktan
koruyucu faktorlerin 6neminden 6zellikle bahsedildi ve tedavi
edici olarak da mekanik temizlik, bikarbonatli oral bakim
soliisyonlart verildi. Oral hijyen icin antiseptik gargara
baslandi. Yaklasik bir ay sonraki kontrollerinde, sikayetlerinde
iyilesme ve lezyonlarda belirgin diizelme gozlendi.

TARTISMA

Siyah Killi Dil, dilin dorsal yiizeyinde uzun saga benzer
hipertrofik ve uzamis filiform papaillalarla karakterize iyi
huylu, edinsel bir durumdur®”. Killi dil siyah, kahverengi, sar1,
mavimsi veya gri renkli olabilir, genellikle kendi kendini
sinirlayan iyi prognozlu bir hastaliktir®®,

Siyah killi dil genellikle asemptomatiktir fakat tat
duyusunda azalma, halitozis, 6giirme hissi ve estetik goriiniimle
ilgili sikayetler olabilir.

Etyolojisi tam olarak bilinmese de tetikleyici pek ¢ok ajan
tizerinde durulmustur. Siyah killi dilli hastalarda sigara, ileri
yas, erkek cinsiyet, kotli agiz hijyeni, genellikle antibiyotik,
antipsikotik, antiasit gibi ilaglarn kullanimi, kserostomi,
kanser, trigeminal nevralji, bazi maddelerin kétiiye kullanimi
(kokain vb.), oksitleyici ajan igeren agiz gargaralar1 (sodyum
peroksit, hidrojen peroksit), edinsel immun yetmezlik
sendromu tetikleyici durumlardir 451014,

Yapilan bazi caligmalar, sigara kullanimindaki artigla
dogru orantili olarak siyah killi dil sikliginda da artis oldugunu
gostermistir'>!®, Bizim dort hastammzin yaslari, bir vaka harig
goriilme dekatina gore daha geng donemde idi. Hastalarimiz, 3-
30 y1l arasinda degisen siirelerde ortalama 18 adet /giin sigara
kullanim Oykiisii ve oral hijyen bozuklugu olan erkek
hastalardi. Ek olarak hastalarimizin Gigiinde enfeksiyon ve iki
hastamizda da antibiyotik kullanma dykiisii mevcuttu.

Siyah killi dilin tedavisinde topikal veya oral retinoidler,
salisilik asit, vitamin B kompleksi, %40 iire soliisyonlar1
kullanilmaktadir®. Hastanin dilini fircalayarak yapilan
mekanik temizlikte tedavide etkilidir®181°,

Bu olgu sunumlarinda, iist solunum yolu enfeksiyonu,
bulanti ya da estetik kaygilar gibi farkli nedenlerle aile
hekimligi poliklinigimize bagvuran dort farkli vakayr sunmak
istedik.
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Hastalar tarafindan her zaman direkt bagvuru sebebi olmasa
da orofarenks muayenesi sirasinda dikkat edilmesi ve tedavi
edilmesi agisindan killi dil aklimiza gelmesi gereken ve cogu
zaman tanisi atlanabilen bir durumdur.

SONUC

Gerek aile hekimleri gerekse diger brang hekimlerinin
poliklinige bagvuran her hastada sigara igme durumunu,
hastalarin kullandig1 ilaglar1 sorgulayip, gerekli davrams ve
destek tedavisini vermesi, gelisebilecek diger hastaliklart ve
komplikasyonlari 6nleyecektir.

Cikar iligkisi: Yoktur.
Finansal destek: Yoktur.
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