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OZET

Giris: Depresif belirtiler sizofreninin hemen tiim evrelerinde goriilmektedir. Sizofreni tedavisinde kullanilan antipsikotik ilaglar
arasinda tedaviye direngli sizofrenide en etkili antipsikotik olan klozapin’in bu hasta grubunda intihar riskini azalttig1 bilinmektedir.
Bu calismanin amaci klozapin kullanan sizofreni hastalarinda depresyon diizeyini saptamak, diger atipik antipsikotik ilaglar1 kullanan
hastalarla kargilagtirmaktir.

Yontem: Bu galisma Aralik 2012-Mayis 2013 tarihleri arasinda DSM-IV-TR’ye gore sizofreni tanili hastalarin degerlendirildigi
kesitsel-tanimlayict bir ¢alismadir. Tiim katilimcilarin demografik ozellikleri ve Kisa Psikiyatrik Degerlendirme Olgegi (KPDO),
Pozitif ve Negatif Sendrom Olgegi (PNSO) ve Calgary Sizofrenide Depresyon Olgegi (CSDO) puanlar degerlendirildi.

Bulgular: Hastalarin %23,6’s1 (n = 13) klozapin, %76,4’i (n = 42) diger antipsikotikleri kullandig1 tespit edildi. Klozapin kullanan
hastalarin %23,1°i (n = 3) kadin, %76,9‘u (n=10) erkekti. Klozapin kullanan hastalarin yas ortalamas1 43,0 + 11,2 idi. Klozapin
kullanan hastalarin depresyon diizeyi %15,4(n = 2) olarak bulundu. Klozapin kullanan ve kullanmayan hastalarin yas, cinsiyet,
medeni durum, egitim siireleri, hastalik baslangi¢ yasi, depresyon varligi, intihar girisimi 6ykiisii degerlendirildiginde her iki grup
arasinda istatistiksel olarak anlaml1 fark saptanmadi.

Sonug: Sizofreni hastalarinda klozapin kullaniminin depresyon diizeylerini etkilemedigi ve diger antipsikotikler ile kiyaslandiginda
depresyon iizerinde farkl: bir etkileri olmadigi tespit edilmistir.

Anahtar kelimeler: atipik antipsikotikler, depresyon, klozapin, sizofreni

ABSTRACT

Introduction: Depressive symptoms may occur in all stages of schizophrenia disorder. Clozapine is the only antipsychotic that has
been demonstrated superior efficacy in schizophrenia and suicidal ideation. The aim of this study is to evaluate depressive symptoms
in patients with schizophrenia treated with clozapine and to compare with treated with other atypical antipsychotics.

Methods: A cross-sectional descriptive study was carried out on patients with schizophrenia according to DSM-IV-TR between
December 2012 and May 2013. All participants were evaluated for demographic characteristics and points of Brief Psychiatric Rating
Scale, Positive, Negative Syndrome Scale, and Calgary Depression Scale for Schizophrenia.

Results: A total 23.6% (n = 13) patients treated with clozapine, while 76.4% (n = 42) patients were treated with other antipsychotic
drugs. 23.1% (n = 3) of patients taking clozapine were women, 76.9% (n = 10) were male. The mean age of patients treated with
clozapine was 43.0 + 11.2. The level of depression of patients treated with clozapine was 15.4% (n = 2). No statistically significant
difference was found between patients between treated with clozapine and other antipsychotics regarding age, sex, marital status,
education years, work history, age at onset of disease, depression and history of suicide attempt

Conclusion: As a result of this study it is found that clozapine did not effect on the level of depression in patients with schizophrenia,
and depression level of patients with schizophrenia treated with clozapine had no difference from patients treated with other
antipsychotics.
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GIRIS

Sizofreni hastalik siiresi boyunca hastalarin %60 kadarinda
goriilen depresif bulgular, hastalifin hemen hemen tiim
evrelerinde goriilmektedir [1]. Depresyon varligi bu hastalarin
yasam kalitesini diistirmekte, hastaneye yatig sayilarini, intihar
riskini, komorbid diger psikiyatrik hastaliklarin goriilme
sikligint arttirmaktir [2, 3] Yapilan caligmalar bu hastalarda
%25-81 oraninda depresyon es tanisi saptamistir [4].

Sizofreni tedavisinde kullanilan antipsikotik ilaglar
arasinda tedaviye direngli sizofrenide en etkili antipsikotik
olan klozapinin bu hasta grubunda intihar riskini azalttig
bilinmektedir [5]. Klozapinin sizofreni hastalarinda depresif
belirtileri diizeltip diizeltmedigini arastiran ¢ok sayida ¢aligma
ve kanit bulunmamaktadir. Yapilan bazi caligmalar klozapinin
depresif belirtileri azaltmada diger antipsikotik ilaglardan daha
etkili oldugunu gosterirken [6, 7] baz1 ¢aligmalar aralarinda
anlamli fark olmadigini [8, 9] bildirmektedir.

Bu baglamda bu c¢aligmanin amaci klozapin kullanan
sizofreni hastalarinda depresyon diizeyini saptamak, diger
antipsikotik ilaglari kullanan hastalarla karsilagtirmaktir.

YONTEM

Bu calisma Konya Egitim ve Arastirma Hastanesi,
Beyhekim  Psikiyatri ~ Klinigi, Psikotik =~ Bozukluklar
Poliklinigine Aralik 2012-Mayis 2013 tarihleri arasinda
basvuran hastalarin  tibbi  kayitlarinin  geriye  doniik
incelenmesi  sonucu yapilmis  kesitsel-tamimlayic1  bir
¢aligmadir.

DSM-IV-TR’ye gore sizofreni tanist olan ve depresyon
tedavisi amaciyla antidepresan ilag tedavisi almayan hastalar
calismaya dahil edildi. Caligmaya dahil edilme kriterleri; 18
yas ve lizeri olma, testleri anlamay1 ve gériismeyi siirdiirmeyi
engelleyecek derecede zihinsel geriligi olmama, bilinen
organik beyin hastaligi 6ykiisii olmama olarak belirlendi.

Tim katilimeilarin  demografik ve klinik 6zelliklerini
belirlemeye yonelik demografik veri formu ile genel
psikopatolojiyi ~ saptamak amaciyla Kisa  Psikiyatrik
Degerlendirme Olgegi (KPDO), Pozitif ve Negatif Sendrom
Olgegi (PNSO) puanlar1 degerlendirildi. Depresif belirtiler
Calgary Sizofrenide Depresyon Olgegi (CSDO) ile yapildi
CSDO 6lgegi-Tiirkge versiyonunun depresif bozuklugun eslik
ettigi sizofreni i¢in kesme puant 11/12 olarak belirlenmistir
[10]. Antipsikotik ilaglarin yan etkilerini degerlendirmek
amactyla Simpson Angus Noroleptiklere Bagli Hareket
Bozukluklarim Degerlendirme Olgegi (SAO) ve Barnes
Akatizi Olgegi (BAO) kullamldi.

Istatistiksel Analiz

Elde edilen veriler SPSS 19.0 for Windows (SPSS, Inc.,
Chicago, IL) programi ile analiz edildi. Demografik verilerin
kategorik olanlarin karsilastirilmasinda ki kare testi, kategorik
olmayan verilerin karsilastirilmasinda student t testi kullanildi.
p degerinin 0.05’ten kiiciik oldugu degerler istatistiksel olarak
anlaml kabul edildi.
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BULGULAR

Klozapin kullanan 13 hasta, kullanmayan 42 hasta
caligmaya alindi. Klozapin kullanan hastalarin %23,1°1 kadin,
%76,9u erkekti. Klozapin kullanan hastalarin yas ortalamasi
43,0 £ 11,2, diger antipsikotikleri kullanan hastalarin yas
ortalamast 41,6 + 10,6 saptandi. Klozapin kullanan ve
kullanmayan hastalarin demografik verilerinin
karsilagtirmasinda iki grup arasinda istatistiksel fark
saptanmadi (Tablo 1).

Tablo 1. Demografik veriler ve depresyon; klozapine karsi
diger antipsikotikler, n %

. Diger
Klozapin antipsikotikler
= 0,
(n=13,%236)  \ _42 0476,4)
Cinsiyet
Kadin 3(23,1) 18 (42,9) 0,32
Erkek 10 (76,9) 24 (57,1)
Yag* 43.0+11,2 40,9 + 10,2 0,52
Hastalik 21,5£5,6 25,3+9,6 0,17
baslangig
yasr*
Medeni
durum
Bekar 5 (38,5) 18 (42,9) 0,68
Evli 5 (38,5) 11 (26,2)
Bosanmig 3 (23,1) 13 (31,0)
Dul 0 0
Egitim 6,8 +3,0 6,7+2,7 0,65
stiresi*
Intihar
girigimi
Var 1(7,7) 12 (28,6) 0,16
Yok 12 (92,3) 30 (71,4)
Hastaneye  6,5+4,7 54+5,7 0,52
yatig
say1s1*
Depresyon
Var 2 (15,4) 6 (14,3) 1,00
Yok 11 (84,6) 36 (85,7)

*;Ortalama + standart sapma
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Ertekin ve ark.

KPDO ve PNSO pozitif, negatif, genel ve toplam puanlari,
CSDO, BAO ve SAO arasinda her iki grup arasinda anlaml
istatistiksel fark saptanmadi (Tablo 2).

Tablo 2. Ol¢ek puanlarimin Kkarsilastirilmasi, ortalama +
standart sapma (ss)

Nezesl R;gt?;sikotikler P

PNSO

Pozitif 125+ 4,6 105+25 0,14

Negatif 17,0+ 5,3 14,8+6,1 0,24

Genel 25,8+5,3 22,4+6,9 0,11

Toplam 53,8+ 10,1 48,6+134 0,20
KPDO 18,2+8,2 16,7+ 7,8 0,53
CSDO 59+ 36 5,6 +3,7 0,57
BAO 0,2+0,4 0,2+0,4 0,53
SAO 1,3+0,8 10+£11 0,42

PNSO; Pozitif ve Negatif Sendrom Olgegi

KPDO; Kisa Psikiyatrik Degerlendirme Olgegi
CCDO; Calgary Sizofreni Depresyon Olgegi

BAO; Barnes Akatizi Olgegi

SAQ; Simpson Angus Néroleptiklere Baglh Hareket
Bozukluklarim Degerlendirme Olgegi

Klozapin kullanan hastalarin ortalama ilag dozu 364,3 +
151,2 mg/giin idi. Bu hastalarin altis1 bagka bir antipsikotikle
klozapini kombine kullaniyordu. Her hastada ek olarak sadece
biri kullanilmak {izere bu ilaglar; olanzapin, risperidon,
aripiprazol, amisiilpirid, paliperidon ve ketiapin seklindeydi.

Klozapin (n=13) ve risperidon kullanan hastalar (n=8)
arasinda depresyon tani oranlart agisindan fark saptanmadi
(%15,4 ve %12,5, sirasiyla, p = 0,525). Klozapin ve risperidon
kullanan hastalar CSDO puanlarma gore kiyaslandiginda
anlaml fark goriilmedi (5,9 = 3,6 ve 6,3 + 3,6, sirastyla, p =
0,200).

Klozapin (n=13) ve olanzapin kullanan hastalar (n=16)
karsilastirildiginda arasinda depresyon tani oranlari agisindan
fark saptanmadi (%15,4; n=2 ve %25,0; n=4, sirasiyla, p =
0,854). CSDO ortalama puanlar karsilastirildiginda olanzapin
ve klozapin kullanan hastalar arasinda istatistiksel fark yoktu
(7,5 3,8 ve 5,9 £ 3,6, sirasiyla, p = 0,265).

TARTISMA

Ozellikle sizofreni gibi tiim evrelerinde depresif belirtilerin
eslik ettigi bir hastalikta, depresif belirtiler i¢in kullanilan
tedavi rejimlerini 6n plana ¢ikarmaktadir. Bu ¢alisma klozapin
kullanan hastalar ile diger antipsikotikleri kullanan hastalari,
CSDO ile depresif belirti sikligin1 degerlendiren iilkemizde
yapilmis ilk ¢aligmalardan biri olmasi agisindan dnemlidir.

Caligmamizda  klozapin  kullanan ve kullanmayan
hastalarin  CSDO’ye gére depresyon diizeylerinde ilgili
calismalarin aksine anlamli fark saptanmadi. Yapilan onceki
caligmalarda  klozapin kullanan hastalarin  depresyon
diizeylerinin azaldig1 bildirilmisken [6, 7], Lindenmayer ve
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ark’larinin yaptig1 bir g¢alismada klozapin, risperidon ve
olanzapin kullanan hastalarin depresyon diizeyleri arasinda
fark saptanmamustir [8]. Yapilan bu caligmalarda kullanilan
Olgekler acisindan fark goriilmektedir. Bu c¢aligmalardan
birinde Hamilton depresyon olcegi, digerinde PNSO ve
otekisinde CSDO kullanilmustir [6-8]. Bu ¢alismalarin
calismamizdan diger bir farki ise takip ¢aligmasi olmalarina
kars1 bizim c¢aligmamizda daha dnceden bilinen depresyonu
olmayan hastalarin anlik degerlendirilmesi sonucu veriler elde
edilmesidir.

Calismamizin sonuglarindan biri de; risperidon veya
olanzapin kullanan hastalarla, klozapin kullanan hastalarin
depresyon puanlar1 ve depresyon durumlari arasinda anlamli
istatistiksel fark saptanmamis olmakla birlikte risperidon ve
olanzapin kullanan hastalarin  CSDO ortalama puanlart
klozapin kullananlardan yiiksekti. Calismamizin sonuglariyla
benzerlik gosteren bir calismada klozapin, risperidon ve
olanzapin kullananlar arasinda fark saptanmamistir [9].
Nakajima ve ark’larinin yaptigi bir diger c¢alismada da
olanzapin kullanan hastalarla klozapin kullanan hastalar
arasinda fark saptanmamustir [11]. Yapilan ¢aligmalarda ve
bizim c¢aligmamizda az sayida hastanin degerlendirilmis
olmasi wverilerin istatistiksel olarak anlamli diizeylere
ulagmasina engel olmus olabilir.

Calismamiz Klozapin kullanimi ile demografik bulgular,
bazi klinik o&zellikler ve depresif belirtilerin iligkisini
incelemesi bakimindan olduk¢a Onemlidir. Ancak bu
calismanin  bazi  kisithliklart  mevcuttur.  Caligmamiz
kisitliliklar1  arasinda; az sayida hastanin  verilerinin
incelenmesi  sonucu elde edilmis olmasi, hastalarin
uzunlamasina takipteki durumlariin incelenmemis olmasi,
klozapin kullanan hasta sayisinin yetersiz olmasi sayilabilir.

Sonug olarak ¢alismamizda sizofreni hastalarinda klozapin
kullaniminin depresyon diizeylerini etkilemedigi ve diger
antipsikotikler ile kiyaslandiginda depresyon iizerinde farkli
bir etkileri olmadig1 tespit edilmistir. Bu konuda gelecekte
yapilacak ¢ok sayida hastanin degerlendirildigi, yiiksek sayida
klozapin  kullanan  hastanin  degerlendirildigi  takip
calismalarina ihtiyag vardir.

Cikar catismasi: Bildirilmedi.

Finansal destek: Bildirilmedi.
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ABSTRACT

Introduction: This study aims to compare sociodemographic characteristics of the patients with bipolar disorder (BD) with and
without comorbid dissociative disorder (DD) and to investigate the eventual effect of the comorbidity on the treatment.

Methods: We enrolled a total of 149 patients diagnosed with BD and treated as inpatients consecutively in Sigli Etfal Hospital,
Psychiatry Clinic between 2010 and 2011. For the patients who were diagnosed with DD using SCID-D and with BD using SCID-I,
sociodemographic characteristics, YMRS, HAM-D, BPRS, DES scores and duration and number of hospital stays were evaluated.
Results: 23 patients (15.4%) had dissociative disorder not otherwise specified (DD-NOS), 4 patients (2.6%) had dissociative identity
disorder (DID) and 1 patient (0.6%) had dissociative amnesia. BD patients with comorbid DD were found to be predominantly female
(p=0.015) and younger (p=0.002) and to have significantly higher DES scores than BD patients without DD (p<0.001). The total
score of DES was correlated with duration hospital stay (p=0.001, Spearman r=0.336) in the total sample. Total HAM-D score at the
time of admission was significantly higher in the comorbidity group (p=0.027), and suicide item was found to be significantly higher
both at admission and at discharge (p<0.001 and p=0.035). Among BPRS scores at admission, hallucinatory behavior item was found
to be higher in the comorbidity group (p=0.019). Among YMRS scores both at admission and at discharge, velocity and amount of
speech item (p=0.027) and insight item at admission (p=0.006) was found to be significantly higher in the pure bipolar group (p=0.018).
Conclusion: In patients with BD, DD comorbidity should be investigated. The BD patients with DD comorbidity tend to be female
and younger, and show higher depression scores, leading to a prolonged hospital stay. In the presence of dissociation comorbidity,
attempts and number of suicides and hallucinatory behaviors seem to be increased.

Keywords: bipolar disorder, dissociative disorder, comorbidity

OZET

Giris: Bu caligmada dissosiyatif bozukluk (DB) estanisi olan ve olmayan bipolar bozukluk (BB) hastalarmin sosyodemografik
karakteristiklerinin karsilagtirilmasi ve estani varligimin tedaviye etkisinin degerlendirilmesi amaglanmistir.

Yontem: BB tanisi ile Sisli Etfal Hastanesi Psikiyatri Klinigi’'nde 2010-2011 yillar1 arasinda yatis1 yapilan ardisik 149 hasta
calismaya almmmustir. Hastalara SCID-D uygulanarak DB tanisi, SCID-I ile BB tanist konmus, sosyodemografik karakteristikleri,
YMDO, HAM-D, KPDO, DYO puanlar1 ve hastanede yatis siire ve sayilar1 incelenmistir.

Bulgular: 23 hastada (%15,4) baska tiirlii adlandirilamayan dissosiyatif bozukluk, 4 hastada (% 2,6) dissosiyatif kimlik bozuklugu, 1
hastada (%0,6) dissosiyatif amnezi tespit edildi. DB estanis1 olan BB hastalarinin daha gen¢ ve daha fazla oranda kadin oldugu
belirlendi (sirastyla p=0,002, p=0,015). DB estamli BB hastalariin DYO toplam puanimin BB hastalarin daha yiiksek oldugu tespit
edildi (p<0,001). Tiim &rmeklemde DYO toplam puam ile hastanede kalis siiresi arasinda korelasyon bulunmustur (p=0,001,
Spearman r=0.336). Basvuru sirasinda toplam HDO puani estanili grupta anlamli olarak daha yiiksek (p=0,027), intihar maddesi hem
basvuru hem taburculukta anlamli olarak yiiksek bulunmustur (p<0,001 ve p=0,035). Basvuru esnasinda KPDO puanlarindan,
haliisinatuar davranis maddesi estanili grupta yiiksek bulunmustur (p=0,019). YMDO puanlarindan konusma hiz ve miktari hem
basvuru hem taburculukta (sirasiyla p=0,027, p=0,006), i¢gérii maddesi ise basvuru esnasinda estaninin olmadigi bipolar hasta
grubunda yiiksek bulunmustur (p=0,018).

Sonug¢: BB hastalarinda DB estanisi sorgulanmalidir. DB estanili hastalarin daha ¢ok kadin cinsiyette ve daha geng yasta oldugu, daha
fazla depresyon puanlarina sahip oldugu; daha uzun siireli hastanede kalis siiresine sahip oldugu bulunmustur. Dissosiyasyon estanisi
varliginda, intihar girisim sayist ve haliisinatuar davranislarda artig gortilebilir.

Anahtar kelimeler: Bipolar bozukluk, disosiyatif bozukluk, komorbidite
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Comparison of the Patient Groups with and Without Dissociative Disorder Comorbidity among the Inpatients with Bipolar Disorder

INTRODUCTION

The prevalence of bipolar disorder (BD) was reported to be
0.4-1.1% (1). However, the lifetime prevalence estimates for
bipolar spectrum disorders are now placed at least 5% of the
general population (2), with some authors yielding even
higher estimates (3). Psychiatric comorbidities are especially
common among patients with bipolar disorder (4). While the
incidence of lifetime comorbidity in bipolar samples is
commonly reported to be above 50%, some authors report the
incidence rates as high as 70% (5).

Dissociative disorders were found in approximately 5-10%
of the general population (6, 7). Dissociative psychopathology
has been linked to traumatic experiences (8, 9). Childhood
trauma has been associated with the development of most
psychiatric disorders, including mood and anxiety disorders,
eating disorders, personality disorders, dissociative disorders,
substance dependence and psychasis (10).

Patients with dissociative disorders frequently have
concurrent Axis | disorders (11, 12). Although comorbidities
are common in dissociative disorders (DD), cases in which
bipolar Disorder (BD) are comorbid with DD are generally
overlooked because dissociative symptoms are obscure and
they impair the individual's self-perception and self-report.
Comorbidity between a wide range of dissociative disorders
and bipolar disorder has not been investigated yet. The
primary goal of the present study was to determine the
differences of comorbid dissociative disorder and bipolar
disorder from bipolar disorder alone.

METHODS

Sample

One hundred and forty nine consecutive patients diagnosed
with bipolar disorder in the psychiatric inpatient clinic of Sisli
Etfal Teaching and Research Hospital between January 2010
and January 2011 were enrolled in this study. Inclusion
criteria were fulfillment of the DSM-IV criteria for bipolar
disorder and being aged between 18 and 65 years-old.
Exclusion criteria were mental retardation,
schizophrenia/psychotic disorder, alcohol/substance addiction
disorders, dementia/other cognitive disorders, personality
traits due to neurological diseases such as epilepsy, migraines,
multiple sclerosis and Parkinson’s disease, the presence of a
systemic disease that causes cognitive impairment or the
presence of physical illness affecting vision, auditory and/or
motor capabilities.

Assessment tools

Sociodemographic form: This questionnaire gathered data
on the age, gender, marital status, education status, the age of
onset of bipolar disorder, number of hospitalizations, previous
suicide attempts and mean hospital stay of patients.

Assessment of bipolar disorder and symptom severity:

Patients were evaluated using Structured Clinical
Interview for DSM-1V Axis | Disorders (SCID-I) developed by
First and colleagues (13). The validity and reliability studies
have been conducted for Turkey (14).

The Hamilton Rating Scale for Depression (HDRS) was
developed by Hamilton and the original scale has 17 items
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measuring the severity of depression (15). The reliability and
validity of the Turkish form has been examined (16).

The Young Mania Rating Scale (YMRS): Young et al. (17)
developed a mania rating scale consisted of eleven items and
five grades of severity specific to each item. The reliability
and validity of the Turkish form has been examined (18).

The Brief Psychotic Rating Scale: The scale was developed
by Overall and Gorham (19) and was translated to Turkish by
Soykan (20).

Assessment of dissociative disorders and dissociative
symptom severity:

Dissociative Event Scale (DES): It has been demonstrated
that the scale differentiates patients with a chronic dissociative
disorder and those with other psychiatric disorders (21). The
Turkish version of the scale has a reliability and validity (22).

The Structured Clinical Interview for DSM-1V Dissociative
Disorders (SCID-D) (23) is a semistructured diagnostic
interview for the assessment of dissociative disorders
according to the DSM-IV criteria. It contains five symptom
areas, including amnesia, depersonalization, derealization,
identity confusion, and identity alteration. The interview was
widely tested in evaluation studies and provided good to
excellent reliability and validity (24).

Statistical analysis

To examine group differences on demographic and clinical
data two-tailed independent samples t-tests or Mann Whitney
U tests were performed, depending on whether data were
normally distributed (as assessed using the ShapiroWilk test
of normality). All data were analyzed in Statistical Package
for Social Sciences (SPSS) for Windows 14.0 using 2-tailed
tests and a=0.05. Possible differences in sociodemographic
characteristics were investigated using chi-square tests.
Intragroup comparisons were performed using Wilcoxon test.
Correlations between duration of hospital stay and DES total
scores were evaluated by Spearman’s rho.

RESULTS

One hundred and forty nine patients with bipolar disorder
were enrolled in the study. 121 patients (81%) had bipolar
disorder without dissociative disorder and 28 patients (18.7%)
had bipolar disorder with dissociative disorder. Twenty-three
patients (15.4%) had dissociative disorder — not otherwise
specified (DD-NQS), four had dissociative identity disorders
(DID) (2.6%), and one had dissociative amnesia (DA) (0.6%).

The mean age of pure bipolar group was 37.01 + 12.74
years, and the mean age of bipolar group with dissociative
disorder comorbidity was 30.64 + 8.69 years. Pure bipolar
group were significantly older than comorbid group (t=3.171;
p=0.002). There were 74 females (61.5%) and 47 males
(38.5%) in the pure bipolar group and 24 females (85.7%) and
4 males (14.3%) in the comorbidity group. There were a
greater number of male patients in the pure bipolar group
compared to comorbidity group (x>=5.963 p=0.015). No
significant difference was found between the groups in terms
of the duration of education, marital status and general
medical status. The groups were found to be similar in terms
of the number of hospitalizations and the hospital stay.
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COMPARISON OF CLINICAL CHARACTERISTICS
(DES SCORE, YMRS, BPRS, HAMILTON SCALE SCORE)

Total DES scores were found to be 22.79 + 18.64 in the
pure bipolar group and 44.60 + 21.23 in the comorbidity
group and this difference was significant (z=-4.24, p<0.001).
A significant correlation was detected between total DES
score and hospital stay and this correlation was found to be
positive (Spearman’s rs=0.336; p=0.001).

When two groups were compared in terms of the total
scores of HAM-D, YMRS ve BPRS at admission and at
discharge, only HAM-D scores at admission was found to be
increased significantly in the comorbidity group compared to
pure bipolar group (z=-2.212, p=0.027) (Table 1). HAM-D
scores for 3rd item (suicide) and 17th item (insight about the
condition) at the time of admission (Table 1) and at the time
of discharge (Table 2) were significantly higher in the
comorbidity group compared to pure bipolar disorder group
(z=4.08, p<0.001; z=2.11, p=0.035; z=2.49, p=0.013; z=2.63,
p=0.009, respectively).

In the pure bipolar group, there was a significant
difference between HAM-D scores at admission and at
discharge, except for 17th item. In the comorbidity group, a
significant difference was detected between the scores at
admission and at discharge, except for 9th (agitation), 11th
(somatic anxiety), 15 (hypochondriasis), 16th (weight loss)
and 17th (insight about the condition) items (Table 1 and 2).

Table 2. HAM-D item scores of patient groups at discharge

Table 1. HAM-D item scores of patient groups at
admission

Pure BD  Comorbidity = Mann-Whitney
n=28 Group n=28 U
Mean +
SD Mean + SD Z p

HAMD1 1.6+1.5 21+15 159 0.113
HAMD?2 1.0+1.1 14+£10 1.89 0.059
HAMD3 1.2+15 25+14 408 <0.001
HAMD4 1.2+1.4 14+£07 133 0.184
HAMD5 09+0.8 1.0£0.7 050 0.615
HAMD6 0.7+0.8 0.7+0.8 0.52 0.604
HAMDY7 1.8+1.3 21+11 097 0.332
HAMDS 0.6+0.8 06+06 0.03 0.978
HAMD9 0.6+0.7 06+0.7 0.89 0.374
HAMD10 15+1.4 19+11 145 0.148
HAMD11 12+£12 15+12 1.36 0.174
HAMD12 0.4+0.6 05+06 0.67 0.504
HAMD13 0.6+0.7 08+08 146 0.145
HAMD14 0.8+0.9 1.1+£09 1.72 0.085
HAMD15 04+09 04+0.9 0.03 0.978
HAMD16 0.5+0.8 03+0.7 157 0.117
HAMD17 0.4+0.7 01+04 249 0.013

HAM-D: Hamilton Rating Scale for Depression. BD: Bipolar
Disorder *p<0.05 SD: Standard Deviation

Comorbidity _ ~ PureBD Cqmorbidity
Pure BD n=28 G _ Mann Whitney intergroup Group intergroup

roup n=28 . .
Wilcoxon Wilcoxon
Mean + SD Mean + SD p p p
HAMD1 0.82 £ 1.08 0.96 +£1.21 0.660 <0.001 0.001
HAMD?2 0.70 + 0.85 1.08 +1.04 0.081 0.001 0.023
HAMD3 0.33+0.77 0.80 £ 1.32 0.035 <0.001 <0.001
HAMD4 0.36 +£0.58 0.36 +0.64 0.854 <0.001 <0.001
HAMDS5 0.35+0.66 0.36 +0.64 0.824 <0.001 0.005
HAMDG6 0.18 £0.50 0.04 +0.20 0.195 <0.001 0.001
HAMD7 0.99 +£0.93 0.88 £1.05 0.451 <0.001 <0.001
HAMDS 0.29 +£0.52 0.16 £ 0.47 0.162 <0.001 0.003
HAMD9 0.28 +0.51 0.44 £+ 0.65 0.236 <0.001 0.187
HAMD10 1.02+1.07 1.28+1.24 0.361 <0.001 0.001
HAMD11 0.82 +1.01 1.16 £ 1.07 0.109 0.003 0.053
HAMD12 0.14+0.38 0.16 +£ 0.37 0.370 <0.001 0.003
HAMD13 0.34+£0.52 048 +0.71 0.670 <0.001 0.008
HAMD14 0.59 +0.84 0.76 £ 0.88 1.060 <0.001 0.022
HAMD15 0.25+0.73 0.28 +£0.84 0.110 0.008 0.180
HAMD16 0.06 +£0.34 0.00 = 0.00 0.860 <0.001 0.059
HAMD17 0.34+0.67 0.00 £ 0.00 2.630 0.291 0.317

HAM-D: Hamilton Rating Scale for Depression. BD: Bipolar Disorder *p<0.05 SD: Standard Deviation

Among BPRS scores at admission, 12th item
(hallucinatory behavior) was found to be 1.27 + 2.10 in the
pure bipolar group and 2.33 £ 2.37 in the comorbidity group,
representing a significant difference (z=2.34, p=0.019) (Table
3). Among the BPRS scores at the time of discharge, 8th item
(grandiosity) was found to be 0.96 + 1.55 in the pure bipolar
group and 0.27 + 0.72 in the comorbidity group, representing
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a significant difference (z=2.33, p=0.020) (Table 4). In the
pure bipolar group, a significant difference was found between
BPRS scores at admission and at discharge, except for 1st
(somatic occupations) and 18th items (disorientation). In the
comorbidity group, a significant difference was found
between BPRS scores at admission and at discharge, except
for 7th (mannerism and posture) and 18th items
(disorientation) (Table 3 and 4).
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Table 3. BPRS item scores of patient groups at admission

Pure BD n=28 Comorbidity Group n=28 Mann-Whitney U

Mean£SD Mean+SD YA p

BPRS1 1.00 = 1.63 0.93+1.49 0.22 0.828
BPRS2 3.02+1.85 3.07 £1.59 0.09 0.930
BPRS3 2.51+1.99 2.67+1.80 0.37 0.709
BPRS4 1.50 +1.88 1.15+ 1.46 0.70 0.485
BPRS5 1.74+1.88 2.19+1.57 1.53 0.125
BPRS6 2.88+£1.79 3.00 + 1.57 0.38 0.705
BPRS7 0.28 + 0.95 0.33+ 0.78 1.03 0.304
BPRS8 1.70 £ 2.18 1.30 £ 2.00 0.93 0.353
BPRS9 2.55+1.98 3.30+£1.92 1.77 0.076
BPRS10 1.57 £2.00 1.89 + 2.04 0.86 0.389
BPRS11 2.19+2.17 1.48 +1.89 1.57 0.116
BPRS12 1.27 £2.10 2.33+2.37 2.34 0.019
BPRS13 1.24+£1.70 1.22+1.40 0.49 0.626
BPRS14 1.05 £ 1.57 0.78 £1.22 0.55 0.579
BPRS15 1.82 £2.07 1.33+1.88 1.05 0.295
BPRS16 1.02+1.47 0.67 +1.04 0.98 0.329
BPRS17 2.07 £2.10 1.96 +1.74 0.18 0.854
BPRS18 0.17 +£0.76 0.26 + 0.86 0.64 0.522

BPRS: Brief Psychotic Rating Scale. BD: Bipolar Disorder *p<0.05 SD: Standard Deviation

Table 4. BPRS item scores of patient groups at discharge

_— Pure BD Comorbidity
Pure BD n=28 Comorbuilty Mann intergroup Group intergroup

Group n=28 Whitney . .
Wilcoxon Wilcoxon
Mean + SD Mean + SD p p p
BPRS1 0.83+ 1.54 0.46 + 0.99 0.395 0.086 0.042
BPRS2 1.79+ 157 2.04+1.34 0.317 <0.001 0.002
BPRS3 1.29+151 1.00+1.44 0.291 <0.001 <0.001
BPRS4 0.71+1.19 0.35+0.85 0.125 <0.001 0.004
BPRS5 1.19+1.55 154 +1.45 0.149 <0.001 0.025
BPRS6 1.11+1.33 0.73 £ 1.04 0.185 <0.001 <0.001
BPRS7 0.13+0.66 0.12+0.43 0.826 0.039 0.084
BPRS8 0.96 + 1.55 0.27 £0.72 0.020 <0.001 0.012
BPRS9 1.37+151 1.38+1.50 0.910 <0.001 <0.001
BPRS10 0.92+3.11 0.69 + 1.05 0.308 <0.001 0.001
BPRS11 0.76 £ 1.30 0.31+0.88 0.059 <0.001 0.002
BPRS12 0.37+1.06 0.73+0.13 0.059 <0.001 0.001
BPRS13 0.72 £ 1.27 0.35+0.75 0.208 <0.001 0.001
BPRS14 0.56 + 1.07 0.19+0.40 0.177 <0.001 0.015
BPRS15 0.87 £ 1.54 0.62+1.24 0.597 <0.001 0.043
BPRS16 0.44 +£0.85 0.23+0.51 0.339 <0.001 0.041
BPRS17 0.92+1.42 0.54 +0.86 0.367 <0.001 0.002
BPRS18 0.12+0.43 0.00 +0.00 0.108 0.330 0.109

BPRS: Brief Psychotic Rating Scale. BD: Bipolar Disorder *p<0.05 SD: Standard Deviation

Among YMRS scores at admission, both 6th item
(velocity and amount of speech) and 11th item (insight) were
significantly higher in the pure BD group compared to
comorbidity group (z=2.22, p=0.027; z=2.73, p=0.006,
respectively) (Table 5). Among YMRS scores at discharge,
6th item score was significantly higher in the pure BD group
compared to comorbidity group (z=2.36, p=0.018) (Table 6).
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In the pure bipolar group, all items were significantly different
between the time of admission and the time of discharge. In
the comorbidity group, a significant difference was found
between the scores at the time of admission and at the time of
discharge, except for 1st (expansive mood), 2nd (increased
movement and energy), 3rd (sexual interest), 9th (disruptive-
aggressive behavior) and 11th (insight) items (Table 5 and 6).
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Table 5. YMRS item scores of patient groups at admission

Pure BD n=28 Comorbidity Group n=28 Mann-Whitney U

Mean + SD Mean + SD Z p

YMRS1 1.28+1.29 0.96+1.10 1.02 0.309
YMRS2 1.45+1.45 1.04 +£1.37 1.39 0.166
YMRS3 0.80 + 1.04 0.36 + 0.64 1.93 0.054
YMRS4 1.91+1.16 2.16 +0.85 0.78 0.433
YMRS5 2.56 +1.90 2.60 +1.47 0.13 0.896
YMRS6 2.53+£2.40 1.28+1.51 2.22 0.027*
YMRS7 0.99 +1.04 0.52 +0.65 1.96 0.050
YMRS8 3.61+3.43 2.96 + 3.66 0.99 0.321
YMRS9 1.03+1.74 0.60 + 1.04 0.69 0.491
YMRS10 0.78 +0.79 0.72+0.74 0.26 0.798
YMRS11 1.03+1.39 0.24 +0.66 2.73 0.006*

YMRS: Young Mania Rating Scale. BD: Bipolar Disorder *p<0.05 SD: Standard Deviation

Table 6. YMRS item scores of patient groups at discharge

Pure BD Comorbidity Grou . Pure BD intergrou Comorbidity Grou

n=28 ¢ nzzg Mann Whitney Wil?:oxoﬁ intergroup Vn\//ilcoxoﬁ

Mean + SD Mean + SD p p p

YMRS1 0.66 + 0.80 0.79+1.02 0.710 <0.001* 0.403
YMRS2 0.65 + 0.95 0.71+£1.00 0.837 <0.001* 0.107
YMRS3 0.46 +0.75 0.21 £0.41 0.182 <0.001* 0.234
YMRS4 0.50 £0.87 0.38 £ 0.58 0.997 <0.001* <0.001*
YMRS5 0.90 + 1.40 0.79+0.98 0.777 <0.001* <0.001*
YMRS6 1.19 +1.47 0.42 +£0.83 0.018* <0.001* 0.010*
YMRS7 0.40 + 0.60 0.13+0.34 0.035 <0.001* 0.029*
YMRS8 1.61+231 1.42 +2.10 0.840 <0.001* 0.018*
YMRS9 0.37 £1.08 0.29 + 0.62 0.544 <0.001* 0.253
YMRS10 0.42 £0.59 0.33+£0.64 0.360 <0.001* 0.008*
YMRS11 0.55+1.04 0.17 £0.38 0.128 <0.001* 0.705

YMRS: Young Mania Rating Scale. BD: Bipolar Disorder *p<0.05 SD: Standard Deviation

DISCUSSION

Among the participants of the study, 18.7% (n=28) had a
dissociative disorder. In randomly selected psychiatric
inpatients, the prevalence of pathological dissociation was
reported to range between 5.4 and 12.7% (25, 26). Some
North American (27, 28) studies and one Turkish study (29)
found the incidence rates higher than 10% for DD. DID was
found to be within the range of 0.4-12% (25, 27). In our study,
it is thought that elevated rates of dissociative disorder could
be related to the performance of the study in the group of BD
population. Severe childhood trauma appears to have occurred
in about half of patients with bipolar disorder, and may lead to
more complex psychopathological manifestations (30).
Patients with dissociative disorders frequently report
childhood abuse and neglect (31).

In the studies that investigated the incidence of depression
in the dissociative disorders, the rates of lifetime depression
was observed to be high (31). In the analysis of the National
Institute of Mental Health Collaborative Depression Study
(CDS) performed at the end of 10 years of follow-up,
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approximately 10% of those with MDD developed bipolar
disorder (32). In another study, it was determined that, after a
mean period of 17.5 years, 12.2% of the patients diagnosed
with depression showed the conversion to bipolar Il disorder
and 7.5% showed the conversion to bipolar | disorder (33). It
is thought that probably due to the sectional nature of the
studies about the depression comorbidities, the cases of
bipolarity were overlooked. Similarly, in the studies about
DID, DID was commonly misdiagnosed as schizophrenia
(34).

The majority of the literature about BD and dissociative
disorder comorbidity mostly comprises of case reports.
Among these publications, Coryell reported in a single case
report that multiple personality may occur as an
epiphenomenon of the affective disorder or of other illnesses
(35). Bliss examined the symptom profiles of a cohort of DID
patients and found that more than half experienced depressive
symptoms, and approximately 38% of patients displayed signs
of mania or hypomania (36). Steingard and Frankel (37)
reported a 17-year-old girl presenting with a diagnosis of
bipolar affective disorder, rapid cycling type, who in fact was
experiencing dissociative episodes manifested as psychotic
states. Two patients from India, one being with bipolar
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affective disorder, were reported to have suffered from a
dissociative loss of consciousness during their psychotic
episodes (38). Giese et al. (39) described three patients with
psychotic mood disorders and prominent dissociative
symptoms that remitted with successful somatic treatment.

When comorbid and pure BD groups were compared in
terms of DES scores, total DES score of the patients included
in the comorbidity group was found to be significantly higher.
A significant correlation was detected between total DES
score and hospital stay. Our results are consistent with the
results of the studies performed by Michelson et al. (40) and
Rufer et al. (41) showing that the presence of the dissociation
decreases the therapeutic response and increases relapse rates.
This may suggest that the presence of dissociation may have
unfavorable effects on the course of the disease. Childhood
abuse and neglect are the risk factors associated with
worsening of clinical course in bipolar disorder (42).
Childhood abuse was associated with suicidal ideation and
suicide attempts in adults with bipolar disorder (43).

Comorbidity group was younger than the pure bipolar
group. Few studies found that pathological dissociation
seemed to be more frequent in younger individuals (26, 44).

HAM-D suicide item was significantly higher in the
comorbidity group compared to pure bipolar group
comparable to the evaluation at discharge. Presence of a
dissociative disorder is strongly associated with all measures
of self-harm and suicidality (45). Self-destructive behavior is
very common in the cases of DID. While their rate of
completed suicide was reported to be 1-2%, the patients with
dissociative disorders both attempt suicide and self-mutilate
without having suicidal intention much more frequently (45).
Of 236 cases, Ross found that 72 percent had attempted
suicide and 2.1 percent committed suicide (46). Another study
from Turkey found that 37.5% of the patients had suicidal
thoughts upon the diagnosis of either dissociative identity
disorder or dissociative disorder not otherwise specified (47).

In the pure bipolar group, HAM-D item scores at
admission and at discharge showed significant differences
except for 17th item. In the comorbidity group, scores
obtained at admission and at discharge showed significant
differences except for 9th (agitation), 11th (somatic anxiety),
15th (hypochondriasis), 16th (weight loss) and 17th (insight
about the condition) items. Dissociative psychopathology
seems to be an important predictor for poor treatment response
and high relapse rates, at least in patients with panic and
obsessive-compulsive disorders (40, 41). A concurrent
dissociative disorder more generally predicted higher
psychiatric comorbidity, including somatization disorder,
dysthymic disorder, major depression, borderline personality
disorder, self-destructive behavior, suicide attempts, and
childhood trauma (48).

Among BPRS scores at admission, hallucinatory
phenomena item was found to be significantly higher in the
comorbidity group compared to pure bipolar group. This is an
expected finding in the dissociative disorders. Ross & Norton
(49) reported that the clinical triad of dissociative identity
disorders included Schneiderian made-impulses, voices in the
head, and suicide attempts. Hallucinatory phenomena are very
common in DID. In about 80% of cases, DID patients
experience voices or conversations within the mind (50).
Visual hallucinations and illusions are quite common in DID
patients. Hypnogogic and hypnopompic imageries are also
common (51). Compared to schizophrenia, DID patients are
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more likely to have voices starting before 18, hear more than 2
voices, have both child and adult voices and experience tactile
and visual hallucinations. Pathological dissociation predicted
several aspects of voice hearing and appears an important
variable in voice hearing (52).

For BPRS scores at discharge, grandiosity was found to be
higher in the pure bipolar group compared to comorbidity
group. In the pure bipolar group, BPRS scores at admission
and at discharge showed significant difference except for
somatic occupations and disorientation. In the comorbidity
group, BPRS scores at admission and at discharge showed
significant difference except for manierism-posture and
disorientation. It is thought that, in the comorbidity group, the
failure of significant improvement in the mannerism-posture
and disorientation items may be associated with natural signs
of the dissociation, such as inner voices, hallucinatory
behaviors and depersonalization or derealization.

YMRS scores including velocity and amount of speech
and insight items were significantly higher in the pure bipolar
group compared to comorbidity group between admission and
discharge. Among YMRS scores at discharge, velocity and
amount of speech was found to be significantly higher in the
in the pure bipolar group compared to comorbidity group. In
the pure bipolar group, all items showed significant
differences between admission and discharge. In the
comorbidity group, significant differences were detected
between admission and discharge, except for expansive mood,
increased movement and energy, sexual interest, disruptive-
aggressive behavior and insight. In the group with dissociation
comorbidity, low scores for sexual interest both at admission
and at discharge suggest that there was no increase of sexual
interest, probably due to eventual previous harassments. In
adult DID, sexual dysfunction is usually present (53). Female
DID patients often have alters who exhibit a form of
secondary leshianism. They experience difficulties in having
normal sexual relations with men because of the past sexual
abuses. The alters are therefore sexually attracted to women,
but primarily as a way of getting physical intimacy, affection,
and warmth. For these alters, sex is a secondary issue in their
sexual activity which forms analogy with male heterosexual
rape, in which the main issues are power, anger, and revenge
rather than sex (46). In the comorbidity group, the stability of
expansive mood, increased movement and energy, disruptive-
aggressive behavior and insight among YMRS items may be
attributable to the presence of high personality disorder
comorbidity in the dissociative disorders. Dissociative
disorders tend to be closely related to a wide range of
personality disorder symptoms (54, 55). Coons et al. (56)
concluded that DID was a “syndrome” that occurred in people
with  disturbed  personalities, particularly  borderline
personality disorder, and that both borderline personality
disorder and DID were on the same character disorder
spectrum, with DID representing its more severe end. They
argued that DID arise from a substrate of borderline traits.

Both epidemiological and clinical studies show that
dissociative disorders were more common than previously
estimated (7, 28, 29, 57), because it is highly likely to
misdiagnose dissociative disorders, especially dissociative
identity disorder, as another psychiatric disorder. This may
result from the facts that these disorders have multiple
symptoms and that the symptoms of this condition may
overlap with the symptoms of other disorders (58).
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Some limitations need to be mentioned. First limitation of
our study was the evaluation of the patients using SCID-II,
leading to an inadequate detection of the effects of personality
disorder comorbidity. Second limitation of our study was the
inability to compare the patients with and without comorbidity
by their clinical characteristics due to small number of male
patients. Therefore, our data need confirmation in larger
samples. Third limitation of the study was childhood trauma
was not evaluated.

Conclusion: The administration of the structured clinical
interviews in a manner to evaluate dissociative disorders (as
SCID-D) may allow determining the dissociative disorder
comorbidity more accurately. Thereby, it is important to
eliminate the risk for suicide and self-harm and to determine
the factors of poor prognosis in advance.
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OZET

Giris: Son yillarda Staphylococcus aureus’ta sinirlt sayida vankomisin direncinin yaninda vankomisine azalmis duyarliliktan da sz
edilmektedir. Caligmamizda ¢esitli klinik 6rneklerden izole edilen Stafilokokus suslarinda vankomisin duyarlilik testi ¢aligilmast
amaglanmustir.

Yontem: Metisiline direngli olan toplam 164 Staphylococcus aureus ve koagiilaz negatif stafilokok susunda vankomisin agar tarama
ve E-test yontemiyle vankomisin duyarliligi ¢alisilmis ve sonuglar Clinical and Laboratory Standart Institute ve Europian Committee
on Antimicrobial Susceptibility Testing kriterlerince irdelenmistir.

Bulgular: Hasta 6rneklerinden izole edilen 164 (93 Metisilin Direngli Staphylococcus aureus ve 71 Metisilin Direngli Koagulaz
Negatif Stafilokok) stafilokok susunun E-Test ile degerlendirmesinde Clinical and Laboratory Standart Institute'ye gore vankomisine
hassasiyeti azalmis ya da direngli susa rastlanmadi. Europian Committee on Antimicrobial Susceptibility Testing'e gére Brain Heart
infiizyon agarda iireyen 6 Metisilin Direngli Staphylococcus aureus susunun 3'd, 7 Metisilin Direngli Koagulaz Negatif Stafilokok
susunun 1'1 Vankomisin'e direngli tespit edilmistir.

Sonug¢: Minimum Inhibitér Konsantrasyon degerindeki kiigiik degisiklikler bile klinik olarak anlamli olabileceginden, Vankomisin
Minimum Inhibitér Konsantrasyon degeri dogru tespit edilmelidir.

Anahtar kelimeler: Stafilokok, vankomisin, antibiyotik direnci.

ABSTRACT

Introduction: Besides the few investigation demonstrating the vancomycin resistance towards Staphylococcus aureus in recent years,
it has been also reported a decreased sensitivity of these bacteria to vancomycin. In the present study, it was aimed to evaluate
sensitivity test in staphylococcus strains isolated from various clinical samples.

Methods: A total of 164 staphylococcus strains consisting of Methicillin Resistant Staphylococcus aureus (n=93), and Methicillin
Resistant Coagulase Negative Staphylococcus (n=71) were included in this study. The vancomycin agar screening and E-test methods
were used to assess vancomycin sensitivity, and results were interpreted to Clinical and Laboratory Standard Institute and European
Committee on Antimicrobial Susceptibility Testing criteria.

Results: After assessing the strains by using E-Test, neither decreased sensitivity, nor resistance to vancomycin was determined
according to Clinical and Laboratory Standard Institute. However, 3 of 6 Methicillin Resistant Staphylococcus aureus, and 1 of 7
Methicillin Resistant Coagulase Negative Staphylococcus reproduced in Brain Heart Infusion Agar were found to be resistant to
vancomycin according to European Committee on Antimicrobial Susceptibility Testing.

Conclusion: Because even small changes can be clinically significant, Minimum Inhibition Concentration value of vancomycin
should be correctly determined.

Keywords: Staphylococcus, vancomycin, antibiotic resistance.
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GIRIS

Staphylococcus aureus (S.aureus)’un en iyi bilinen
ozelliklerinden  birisi  klinik  kullanima  yeni  giren
antibiyotiklere bile kisa siirede farkli mekanizmalarla direng
gelistirebilmesidir. 1980’lerin sonlarina dogru vankomisin
direngli enterokok (VDE)’lar artan oranlarda goriilmeye
baslamigtir. ~ Vankomisinle  ilgili  direng  genlerinin
enterokoklardan stafilokoklara gectigi bilinmekte ve in vivo
kosullarda bu genlerin klinik izolatlara da aktarilabilecegi
ongoriilmektedir. Giinlimiizde rehber olarak kullanilmaya
baglanan Europian Committee on Antimicrobial Susceptibility
Testing (EUCAST)'e gore S.aureus’un vankomisin klinik
Minimum Inhibitér Konsantrasyon (MIK) smir degeri > 2
mg/L oldugunda direng varligindan séz edilir. Onceleri
“intermediate” (orta) olarak tanimlanan grup kaldirilarak,
vankomisin sinir degerleri diisiiriilmiistiir. Glikopeptid direnci
Van A genine bagh yiiksek diizey ve Van A'dan bagimsiz
kodlanan diisiik diizey direng gibi farkli mekanizmalarla
goriilebilmektedir. Bu yiizden Van A dis1 kodlanan diigiik
diizey vankomisin direncini saptayabilmek i¢in glikopeptid
“intermediate” S. aureus (GISA) ve heterodirengli glikopeptid
“intermediate” S. aureus (hGISA) tanimlari korunmustur.
Tedaviye yanit alinamayan durumlarda hGISA arastirilmali,
etkenin S. aureus oldugu durumlarda vankomisin MIK
degerinin belirlenmesi gerekmektedir. (1-4)

Son yillarda goriilen baska bir problem ise vankomisin
MIK degerlerinde goriilen yiikselmedir. MIK degerlerinin
Clinical and Laboratory Standart Institute (CLSI) 'a gore
direngli  olarak  degerlendirilmemesine ragmen bazi
calismalarda MIK degerlerinde yiikselmenin, tedaviye
yanitsizlikla birlikte ortaya c¢iktigi goriilmiistiir. Bu durum
"MIC creeping" olarak adlandirilmaktadir.(5-6). Tim bu
durumlar g6z Oniine alindiginda iilkemizde heniiz
vankomisine diren¢ bildirilmemesine ve vankomisin MIK
duyarliligina ragmen tedavide basarisizlik gibi durumlarin
goriilmesi, hGISA gibi suslarin varligi nedeniyle ¢alismamizin
yapildig1r donemdeki sonuglar, giiniimiize uygun olarak CLSI
ve EUCAST'in her ikisine gore yorumlanmustir.

YONTEM

Caligmamizda aralik 2009-nisan 2011 tarihleri arasinda
Haydarpasa Numune Hastanesi klinik ve poliklinik hastalarina
ait Orneklerden izole edilen 93 Metisilin direngli S.aureus
(MRSA) ve 71 Metisilin direngli koagiilaz negatif stafilokok
(MRKNS) susu incelemeye alinmustir. Klinik &rneklerin
kdiltiir plaklarina ekimi ve 35° C’de inkiibasyon sonrasinda 1-
2 mm g¢apli, diizglin yiizeyli, mat beyaz-sari, hemolizli-
hemolizsiz kolonilerden Gram boyama yapilmistir. Gram
boyama sonucunda Gram pozitif kiime yapan kok seklindeki
bakteriler incelemeye alinmistir. Katalaz, koagiilaz ve DNase
pozitif suslar S.aureus olarak tanimlanmistir. Katalaz pozitif,
koagulaz ve DNase negatif suslar koagiilaz negatif stafilokok
olarak degerlendirilmistir. S.aureus ve koagiilaz negatif
stafilokok suslarinda metisiline direncini saptamak icin disk
difiizyon yontemi uygulanmigtir. 0,5 McFarland bulanikligina
gore ayarlanmug olan koloni siispansiyonu Mueller-Hinton
agar plaklarina yayildiktan sonra 30 pg sefoksitin iceren disk
agar yizeyine yerlestirilmistir. 35° C’de 24 saatlik
inkiibasyondan sonra, sefoksitin diski i¢in inhibisyon zon
¢apmin S.aureus i¢in < 22 mm, koagiilaz negatif stafilokoklar

44

icin < 25 mm oldugu saptanan suslar, metisiline direngli kabul
edilmisir. CLSI M100-S19, MO02-A10, M07-A8 ve EUCAST
kilavuzundan yararlanilmistir (11). Vankomisin direncini
taramak amactyla; iginde 6 pg/ml vankomisin olacak sekilde
Brain-Heart infiizyon (BHI) agar hazirlanmistir. MRSA ve
MRKNS suslarmin tiimii i¢in 0,5 McFarland bulanikliginda
koloni siispansiyonu hazirlandiktan sonra 10-15 mm ¢apinda
bir alana ekimleri yapilmistir. Ekimler 35°C’de 24 saatlik
inkiibasyondan sonra degerlendirilmistir. Agar ylizeyinde
birden fazla koloni iiremesi, vankomisine olast azalmis
duyarlilik gostergesi olarak kabul edilmistir. Tiim suglarin E-
test yontemiyle CLSI ve EUCAST kilavuzlarina gére MiK
degerleri arastirilmistir. Bu testlerin kontroliinde S.aureus
ATCC 29213 (MIK 0,5-2 pg/ml) ve Enterococcus faecalis
ATCC 51299 (vankomisin direngli) standart suslar1
kullanilmaistir.

BULGULAR

Haydarpasa Numune Egitim ve Arastirma Hastanesi
Klinik Mikrobiyoloji Laboratuvari’nda, hasta 6rneklerinden
izole edilen 164 (93 MRSA ve 71 MRKNS) stafilokok
susundan MRSA suslar1 en sik yara orneklerinden (%40);
MRKNS suglart ise en sik kan kiiltiirlerinden (%83) izole
edilmigtir. Klinik 6rneklere gore dagilim Tablo 1°de
gosterilmektedir.

Tablo 1. Stafilokok suslarinin Kklinik o6rneklere gore
dagilimi (n)

('\:"ifgrya' MRSA MRKNS
Kan kiilttirii 15 59
Kateter 0 1
Trakeal aspirat 20 2
BOS 3 5
Yara 37 3
suruntisi

Idrar 4 1
Balgam 2 0
Burun 12 0
surtntisu

TOPLAM 93 71

Calismaya alinan 164 susun 13’ vankomisin tarama
agarda tiremistir (%7,9). Vankomisin tarama agarda tiremeyen
151 susun E-test ile MiK degerleri ikinin altinda bulunmustur.

E-test ile 93 MRSA susunun 87 (%93,5)’sinde MIK degeri
<2 pg/ml, 71 MRKNS susunun 64 (%90,1)’tiinde MiK degeri
< 4 pg/ml bulunmustur. CLSI'ya gore ¢alismamizda
vankomisine hassasiyeti azalmis ya da direngli susa
rastlanmamigken EUCAST'e gore Brain Heart infiizyon
agarda iireyen 6 MRSA susunun 3%, 7 MRKNS susunun 1'i
Vankomisin'e direngli tespit edilmistir. (Tablo 2 ve 3).
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Tablo 2. Olgek puanlarimin karsilastirilmasi, ortalama +
standart sapma (ss)

E-test MiK Degerleri, ug/ml (%)

Suslar
(n)

<2 2 3 4 6
MRSA 87 3 3 0 0
(93) (%93,5) (%3,2) (%3,2)
MRKNS 64 1 3 2 1
(71) (%90,1) (%1,4) (%4,2) (%2,8) (%1,4)

TARTISMA

Stafilokoklar hem toplumdan kazanilmis, hem de hastane
kaynakli enfeksiyon etkenleri arasinda ilk siralarda yer
almaktadir. National Nosocomial Infection Surveillance
verilerine gore 2000 yilinin Aralik ayinda yogun bakim
Uinitelerinde MRKNS’larin %75’inde, S.aureus’larin
%47’sinde vankomisin kullanildigi rapor edilmistir (7).
MRSA iilkemizde de hastane enfeksiyonu etkenleri iginde ilk
siralarda yer almakta ve yillar i¢inde goriilme sikliginda artig
saptanmaktadir (8). Ancak son yillarda Enfeksiyon Kontrol
Komitelerinin  yogun c¢aligmalar1 ile hastane kaynakli
enfeksiyonlar igcinde MRSA oraninin azaldigir goriilmektedir.
(9_10****).

Tablo 3. Vankomisin Tarama agarda iireyen suslarin MiK degerleri ile CLSI ve EUCAST e gire karsilastirilmasi

Sus no 6 ng/ml vankomisin E-test ile CLSI EUCAST
iceren BHI agarda iireme MiK(ug/ml)
1-MRSA + 3 S R
2-MRSA + 2 S S
3-MRSA + 3 S R
4-MRSA + 2 S S
5-MRSA + 2 S S
6-MRSA + 3 5 R
7-MRKNS + 2 5 S
8-MRKNS + 3 5 S
9-MRKNS + 3 S S
10-MRKNS + 3 S S
11-MRKNS + 4 S S
12-MRKNS + 4 S S
13-MRKNS + 6 S R
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Basta yogun bakim {iiniteleri olmak iizere hastanelerin bazi
boliimleri, MRSA ve MRKNS enfeksiyonlar1 agisindan daha
yiiksek risk olusturmaktadir. Altmigbes yasin iistiinde, acik cilt
yaralar1 olan, hastanede uzun siire yatan, operasyon geciren ya
da c¢ok sayida invaziv girisim uygulanan, bobrek yetmezligi
olan ve genis spektrumlu/uzun siire antibiyotik tedavisine
maruz kalan hastalar hem endojen floranin hem de ortam
bakterilerinin tehditi altindadir. Bu kosullar direngli bakteri
suslarinin secilmesine yol agarken, MRSA enfeksiyon ve
kolonizasyonunu da kolaylastirmaktadir. Hastane kaynakli
koagiilaz negatif stafilokoklarin %50°si metisiline direnglidir
(12).

Glikopeptid antibiyotikler MRSA enfeksiyonlarimin
tedavisinde 6zel bir konuma sahipken son yillarda tedavide
klinik basarinin azaldigin1  gosteren caligmalar vardir.
Malloval ve arkadaslart (12) Belgika’da hastanede yatan
hastalarin ¢esitli klinik Orneklerinden izole ettikleri 455
MRSA susunda E-test yontemiyle vankomisin MIiK
degerlerini arastirmiglar, ¢alisma sonucunda GISA suslarina
rastlamadiklarini ancak populasyon analiziyle 3 tane (%0,7) h-
GISA susu bulduklarini bildirmislerdir.

h-GISA suslariin prevalanst Avrupa iilkelerinden italya,
Almanya, Fransa ve Hollanda’dan sirasiyla %1,1, %0,21,
%0,6, %6, Tayland ve Kore’ den ise %1,93 ve %0,54 olarak
bildirilmistir (13-15).

Zohreh ve arkadaglarinin 2014 yilinda E-test yontemi ve
CLSI kriterlerine gore vankomisin MIiK degerlerinde artis ve
mortaliteyle iligkisine yonelik yaptiklari ¢caligmada anlamli bir
fark bulunmamasma ragmen duyarli bile olsa artan MIK
degerleri agisindan glikopeptid kullaniminda dikkatli olunmasi
gerektigine vurgu yapmislardir.(16)

Ulkemizde yapilan calismalarda vankomisine direng heniiz
bildirilmemistir.. Yurdumuzda ilk kez Giilay ve arkadaslarinin
(17) Klinik orneklerden elde ettikleri 95 MRSA kokeninde
vankomisin direncini arastirdiklar1 ¢alismada, mikrodiliisyon
yontemiyle kokenlerin besinde (%5,3) vankomisine azalmis
duyarlilik (MiK 8 pg/ml) bildirilmistir.

Sancak ve arkadaslar1 (18) tarafindan yapilan ¢aligmada,
256 MRSA susunda GISA saptanmamis ancak yapilan
populasyon  analizinde 46 sus  h-GISA  olarak
degerlendirilmistir.

Derbentli ve arkadaglarimin (19) yaptigi bir bagka
¢alismada, stafilokoklarda vankomisin direnci saptanmamis,
fakat MRSA suslarmin %0,3’{inde vankomisine, %0,8’inde
teikoplanine azalmis duyarlilik saptanmigtir. MRKNS
suslarinda bu oranlar sirast ile %0,4 ve %1,3 olarak
bildirilmigtir.

Ding ve arkadaslarinin (20) 2011 yilinda E-test yontemiyle
yaptiklar1 ¢alismada MIK degeri 3 pg/ml olarak saptanan bir
MRSA susun (%]1), mikrodiliisyon yontemi ile de MIK degeri
3ug/ ml olarak bulunmus ve CLSI standartlarina gore
vankomisine orta derecede duyarli (GISA), EUCAST
kriterlerine gore vankomisin diren¢li (VRSA) olarak
degerlendirilmis olup Makro Etest yontemi ile de aym MIK
degeri (3 pg/ml) bulunan susun heterojen GISA olmadig
kabul edilmistir.

Tekin ve arkadaslar1 (21) 2014 yilinda Metisiline direngli
stafilokoklar1 E test yontemiyle ve CLSI kriterlerine gore
degerlendirdikleri g¢aligsmalarinda vankomisine direngli sus
bulmadiklarin bildirmislerdir.
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Ulkemizde Atmaca ve arkadaslarmin (22) yaptigi bir
calismada Vankomisinin duyarli sinirlarda bulunmasina
ragmen artan MIiK degerlerinin mortalite ile yakin iliskili
olabilecegi konusuna dikkat ¢ekilmislerdir.

Diinya ¢apinda h-GISA, GISA, GRSA bildirimlerinin
artmast nedeniyle iilkemizde de bu direngler yoniinden
dikkatli olunmali, tanida antibiyotikler igin daha standart olan
yontemlerle toleransin arastirilmasina 6nem verilmelidir.

Sonug olarak; MIK degerindeki kiigiik degisiklikler bile
klinik olarak anlamli olabileceginden, vankomisin MIK degeri
duyarlilik smirim1  gegtiginde, olas1 tedavi basarisizligimi
onlemek igin Vankomisin MIC degeri dogru tespit edilmelidir.

Not: Bu c¢alisma Tipta Uzmanlik Tezinden yayin haline
getirilmigtir.

Cikar catismasu: Bildirilmedi.

Finansal destek: Bildirilmedi.
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OZET

Giris: Cocukluktan yetigkinlige geciste, saglik aliskanliklarinin ve cinsel davranislarinin sekillenmeye basladigi bir donem olmasi
nedeni ile genglik donemi cinsel saglik/iireme sagligi konularinda dncelikli olarak ele alinmasi gereken bir donemdir. Calismanin
amact tip fakiiltesi Ogrencilerinin cinsel yolla bulasan hastaliklar ve korunma yontemleri konusunda bilgi ve tutumlarini
degerlendirmektir.

Yontem: Arastirmacilar tarafindan uygun literatiir taramasi yapilarak olusturulmus olan 23 basliktan olusan anket formu, Izmir Katip
Celebi Universitesi Tip Fakiiltesi Dénem 3 6grencilerine bir aylik siirede katilimcilarin sézel onami alindiktan sonra yiiz yiize
goriisme teknigi ile uygulandi. Arastirma verileri SPSS 20,0 demo paket programinda analiz edildi. P degerinin 0,05’in altinda
oldugu durumlar istatistiksel olarak anlamli kabul edildi.

Bulgular: Arastirmaya katilan 6grencilerin (n=104) yas ortalamas1 21,88 £ 1,9 y1l olup, yiizde %51,0’1 (n=53) kadin, %49,0’1 (n=51)
erkek idi. Ogrencilerin %92,3’ii gebelikten korunma ydntemleri ile ilgili egitim aldigimi belirtti. Katilimcilar tarafindan en gok bilinen
iki korunma yontemi sirast ile; %99,0 (n=103) kondom ve %95,2 (n=99) oral kontraseptif kullanimi idi. Cinsel yolla bulagan
hastaliklarin risk faktorlerinin tamamina (hayat kadinlari, ¢cok eslilik, escinsellik, aktif cinsel yagam, madde bagimliligi) dogru yanit
verilme oran1 %22,1 (n=23) olarak saptandi.

Sonug¢: Erken donem de genglerin CYBH konusundaki bilgilerinin tespiti ve ne tiir hizmete gereksinimlerinin oldugunun saptanmasi,
internetteki bilgilerin dogrulugunun denetlenmesi igin ilgili birimlerle isbirliginin yapilmasi, genglerin CYBH konusunda egitilmesi
ve bu hastaliklarin 6nlenmesi, ayrica var olan hastaliklarin daha fazla probleme neden olmadan tedavi edilmeleri dnemlidir.

Anahtar kelimeler: Cinsel yolla bulagan hastaliklar, korunma yontemleri, tutum, bilgi, 6grenci

ABSTRACT

Introduction: The passage from childhood to adulthood is the period when health habits and sexual behaviors start to form. Thus, the
topics of sexual health and reproductive health should be approached with priority during this period. The objective of the study is to
evaluate the knowledge and behavior of students of the medical faculty with respect to sexually transmitted diseases and prevention
methods.

Methods: The questionnaire that contains 23 headings created by the researchers after relevant literature reviews was administered to
the third-semester students of the Izmir Katip Celebi University Medical Faculty in face-to-face interviews after obtaining their verbal
consent. The study data was analyzed using the SPSS 20.0 demo software bundle. Conditions in which the p-value was under 0.05
were regarded as statistically significant.

Results: The mean age of the students that participated in the study (n=104) was 21.88 + 1.9 years of age, 51% (n=53) of the students
were female, and 49.0% (n=51) were male. Among the students, 93% stated that they had received education about preventing
pregnancy. Two of the most well-known prevention methods by the participants were condoms in 99.0% (n=103) and oral
contraceptives in 95.2% (n=99). The rate of correct answers given about all of the risk factors for sexually transmitted diseases (sex
workers, polygamy, homosexuality, being sexually active, substance addiction) was 22.1% (n=23).

Conclusion: ldentifying the level of knowledge in the youth about STDs in early periods, determining the services they require,
cooperating with related institutions to review the adequacy of information online, and educating youth about STDs are important in
preventing these diseases and also in the treatment of existing diseases before they lead to more problems.

Keywords: Sexually transmitted disease, prevention methods, attitude, knowledge, student
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GIRIS

Aile planlamasi  hizmetlerinde amag; istenmeyen
gebelikleri ve buna bagli olarak anne ve bebek Oliimlerini
onlemek, bireylerin planladiklar1 zamanda ve bakabilecekleri
sayida cocuk sahibi olabilmeleri i¢in yardim ve danigmanlik
hizmeti sunmaktir. Aile planlamasinin esas hedefi anne ve
cocuk sagligimi korumak ve saglik diizeylerini yiikseltmektir.
Dogurganlik ¢agindaki bireyleri iireme ile ilgili bilgilendirmek
de aile planlamasinin hedefleri arasindadir. Aile planlamasi
hizmetleri, topluma sunulmast gereken “Temel Saglik
Hizmetleri” kapsami iginde 6nemli bir yer tutar (1).

Cinsel yolla bulasan hastaliklar (CYBH); kisiden kisiye
genellikle cinsel temas yolu ile bulagan mikroorganizmalarin
neden oldugu enfeksiyonlardir. Bu enfeksiyonlar kan, semen,
diger viicut sivilart veya enfekte viicut alani ile direkt temas
sonucu bulagmaktadir. Cinsel yolla bulagan hastaliklarin
goriilme siklig1 son yillarda artmustir. Bu artisa cinsel olgunluk
yaginin  kiigilmesi, evlilik  oncesi  cinsel iligkinin
yayginlagsmasi, ulagim imkanlarinin artmasina paralel olarak
evlilik dis1 cinsel iligki ve partner sayisinin artmast onemli
katkida bulunmaktadir (2). Diinya Saglk Orgiitii‘niin
tahminlerine goére her yil her yirmi gengten biri CYBH ile
karsilasmaktadir (3). Cocukluktan yetiskinlige gecis, saglik
aligkanliklarinin - ve cinsel davramiglariin = sekillenmeye
basladigi bir donem olmasi nedeni ile genglik donemi cinsel
saglik/tireme saglig1 konularinda dncelikli olarak ele alinmast
gereken bir donemdir (4).

Toplumumuzun cinsel yolla bulasan hastaliklar ve
korunma yontemleri konusunda yeterli diizeyde bilgi sahibi
olmadig1 goriisiinden yola ¢ikarak egitimli kesim olarak tip
fakiiltesi 6grencilerinin korunma yontemleri ve cinsel yolla
bulasan hastaliklar konusunda bilgi ve tutumlarim
degerlendirmek amaciyla bu ¢aligsma tasarlanmistir.

YONTEM

Tamimlayici-kesitsel tipte tasarlanan arastirma Izmir Katip
Celebi Universitesi Tip Fakiiltesi Dénem 3 6grencilering,
literatiir taramasi yapilarak olusturulmus olan anket formu, bir
aylik siirede katilimcilarin sdzel onami alindiktan sonra yiiz
ylize goriisme teknigi ile uygulanmigtir. Aragtirmanin evrenini
119 Donem 3 Ogrencisi olusturmaktadir. Arastirmada
orneklem secilmemis olup evrenin tamamma (n:119)
ulasilmasi hedeflenmistir ancak aragtirmaya katilmayi kabul
etmeyen (n: 14) ve sorulart eksik yanitlamig olan (n: 1) kisiler
calisma disinda birakilarak arastirmaya %87,3’liik katilim
saglandi.

Istatistiksel Analiz

Aragtirma verileri SPSS 20,0 demo paket programinda
analiz edildi. Aragtirmadan elde edilen veriler tanimlayici
Olgiitlerden say1 (ylizde), ortalama + standart sapma
kullanilarak sunuldu. Gruplar arasi karsilagtirmalarda Ki-kare
ya da Fisher testleri (hiicrelerde gozlenen degerlerin Ki-kare
testi varsayimlarini saglamadigi durumda) ve t testi kullanildi.
P degerinin 0,05’in altinda oldugu durumlar istatistiksel olarak
anlamli kabul edildi.
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BULGULAR

Aragtirmaya katilan 6grencilerin (n=104) yas ortalamasi
21,88 + 1,90 yil olup, yiizde %51,0’1t (n=53) kadin, %49,0’1
(n=51) erkek idi. Katithmcilart %43,3’4 (n=45) evde
arkadaglan ile, %36,5’1 (n=38) evde ailesi ile, %7,7’si (n=8)
ogrenci yurdunda kaldigini belirtti. Katilimeilarin annelerinin
egitim diizeyi incelendiginde; %35,6’smin (n=37) lisenin
altinda, %64,4’tiniin (n=67) lise ve iizeri egitim diizeyine
sahip oldugu, babalarinin egitim diizeyi incelendiginde;
%21,2’sinin (n=22) lisenin altinda, %78,8’inin (n=82) lise ve
iizeri egitim diizeyine sahip oldugu saptandi. Katilimcilarin
%48,5’inin (n=50) gelirinin giderinden fazla, %44,7’sinin
(n=46) gelirinin giderine esit, %06,8’inin (n=7) gelirinin
giderinden az oldugu saptandi.

Ogrencilerin %92,3’ii gebelikten korunma yontemleri ile
ilgili egitim aldigmi belirtti (Bilgi kaynagi;, %77,9; n=81
okuldan, %51,0; n=53 internetten; %51,0; n=53 saglk
personelinden). Katilimcilar tarafindan en ¢ok bilinen
korunma yontemleri sirasi ile; %99,0 (n=103) kondom, %95,2
(n=99) oral kontraseptif, %94,2 (n=98) rahim i¢i arag, %92,3
(n=96) geri ¢cekme idi.

“Hangi korunma yontemleri ayni zamanda cinsel yolla
bulasan hastaliklara karsi etkilidir?” sorusuna katilimcilarin
14’iniin “kondom” ve “diyafram” cevabini vererek soruyu
dogru yanitladiklar1 saptandi. Katilimcilarin %94,2°si (n=98)
CYBH hakkinda daha onceden bilgilendirildigini belirtti
(Bilgi kaynagi; %380,8; n=84 okuldan, %51,0; n=53
internetten, %45,2; n=47 saglik personelinden). CYBH nin
bilinme durumunun dagilimi tablo 1°de, “Cinsel yolla bulagan
hastaliklardan korunmak ic¢in hangi Onlemler alinmalidir?”
sorusuna dogru yanit verilme durumu Tablo 2°de gosterildi.

Tablo 1. Cinsel yolla bulasan hastaliklarin bilinme
durumunun dagilim, % (n)

Hepatit B %75,0 (n=78)
Hepatit C %60,6 (n=63)
Sifiliz (Frengi) %93,3 (n=97)
Kandida %45,2 (n=47)
AIDS/HIV %98,1 (n=102)

Human Papilloma Viriis (HPV)
Gonore (Bel soguklugu)
Klamidya

Herpes Simplex Viriis (HSV)
Trichomonas

%84,6 (n=88)
%85,6 (n=89)
%42,3 (n=44)
%75,0 (n=78)
%44,2 (n=46)

Cinsel yolla bulasan hastaliklarin risk faktorlerinin
tamamina (hayat kadinlar, ¢ok eslilik, escinsellik, aktif cinsel
yasam, madde bagimliligr) dogru yanit verilme oram %22,1
(n=23) olarak saptandi. “CYBH hangi yol/yollarla bulasir?”
sorusuna dogru bulas yollarinin tamamini (vajinal, oral, anal
vb.) isaretleyerek yanmit verenlerin oraninin %40,3 (n=42)
oldugu saptandi.
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Tablo 2. “Cinsel yolla bulagan hastaliklardan korunmak i¢in hangi 6nlemler alinmalidir?” sorusuna dogru yanit verilme
durumu, % (n)

Hastalik bulastirma riski olanlarla iliskiye girmeme (Dogru) %84,6 (n=88)
Tek esli yasam siirdiirme (Dogru) %69,2 (n=72)
Escinsel yagsamdan kaginma (Dogru) %65,4 (n=68)
Hig kimseyle cinsel iliskiye girmeme (Yanlig) %88,5 (n=92)
Kondom kullanma (Dogru) %93,3 (n=97)
Gebeligi 6nleyici hap kullanma (Yanlis) %95,2 (n=99)
Cinsel iliski sonrasi cinsel organ temizligi (Yanlis) %40,4 (n=42)
As1 yaptirma (Yanlis) %54,8 (n=57)
Evlenecek ciftlerin test yaptirmasi (Yanlis) %14,4 (n=15)

Katilimeilarin %67,3°1 (n=70) CYBH ile ilgili egitim verilmesi durumunda egitime katilmak istedigini belirtti. Katilimcilarin bilgi
diizeyini 6lgmeye yonelik sorulan sorulara dogru yanit verme oraninin cinsiyet agisindan dagilimi Tablo 3’te verildi. Katilimcilarin
bilgilerini 6lgmeye yonelik test degerlendirildiginde testin puan ortalamasi 25,20 £ 5,11; kadinlarin puan ortalamasi 24,94 + 5,05 ve
erkeklerin puan ortalamast 25,47 + 5,20 idi. Cinsiyete gore test puan ortalamasinda istatistiksel anlamli bir farklilik saptanmadi
(p=0,602)

Tablo 3. Katimeilarin bilgi diizeyini 6lcmeye yonelik sorulan sorulara dogru yamt verme oranmmn cinsiyet agisindan
dagilimi, % (n)

Sorular Kadin Erkek p
CYBH’ler cinsel iliski diginda da bulagir 45,3 (34) 54,7 (41) 0,080
Saglikl goriinen kisilerden de cinsel hastalik bulasabilir 50,5 (51) 49,5 (50) 0,382
Kap1 kolundan, klozetten veya musluktan CYBH bulasabilir 40,0 (16) 60,0 (24) 0,126
Kondom cinsel yolla bulasan hastaliklardan korur 47,7 (42) 52,3 (46) 0,041
Gebelik 6nleyici haplar cinsel yolla bulagan hastaliklardan korur 48,9 (46) 51,1 (48) 0,318
CYBH agisindan madde bagimlilari risk faktoriidiir 45,3 (29) 54,7 (35) 0,078
Oral seks ile CYBH etkenleri gegmez 46,2 (36) 53,8 (42) 0,120
Partner ve iligki sayisi arttikga CYBH’lerin yayilimi artar 50,0 (45) 50,0 (45) 0,164
CYBH’lerin tedavi edilmemesi kisirliga yol agabilir 49,2 (31) 50,8 (32) 0,731
CYBH belirtisi ortadan kalktiginda bir doktora gitmenize gerek yoktur 53,7 (51) 46,3 (44) 0,095
Belli bir zaman igerisinde yalniz bir CYBH’ye yakalanabilirsiniz 50,6 (42) 49,4 (41) 0,879
CYBH tedavi edilebilmesi i¢in 18 yas ve lizerinde olmaniz gerekir 51,2 (44) 48,8 (42) 0,474
[lk kez cinsel iliskide bulundugunda CYBH’ye yakalanmazsin 50,0 (47) 50,0 (47) 0,560
CYBH’yi tedavi ettirmeniz i¢in ebeveynlerinizin iznine ihtiyaciniz yoktur 48,5 (32) 51,5 (34) 0,631
Her zaman bir kisinin genital organina bakarak onun CYBH’ye sahip olup olmadigin1 50,0 (49) 50,0 (49) 0,190
soyleyebiliriz

Temiz ve titiz insanlar CYBH’ye yakalanmazlar 51,5 (50) 48,5 (47) 0,997
CYBH nedeniyle tedavi gorenlerin cinsel eslerinin de tedavi olmasi gerekir 49,5 (49) 50,5 (50) 0,140
Eger CYBH tedavisini goriiyorsanmiz cinsel iligkide bulundugunuz kisilerin ismini 61,3 (19) 38,7 (12) 0,333
bildirmeniz gerekir

CYBH, bir kadinin sakat bebek dogurmasina neden olabilir 48,7 (37) 51,3 (39) 0,083
Sadece escinsel erkekler HIV ‘e yakalanir 50,0 (48) 50,0 (48) 0,536
CYBH tedavi edilmezse 6limle bile sonuglanabilen ¢ok ciddi sonuglari olabilir 48,4 (46) 51,6 (49) 0,169
HIV ile enfekte olmus bir kisi tamamen saglikli goriinebilir, 52,5 (52) 47,5 (47) 0,338
HIV tedavi edilebilir 57,6 (34) 42,4 (25) 0,166
HIV anneden bebege gegmez 54,2 (45) 45,8 (38) 0,327
Hepatit B sadece kan yolu ile bulasir 47,9 (34) 52,1 (37) 0,318
Hepatit B karaciger yetmezligi ve karaciger kanserine neden olur 51,3 (40) 48,7 (38) 0,058
Hepatit B anneden bebege gebelik ve emzirme ile bulasabilir 52,7 (39) 47,3 (35) 0,405
Hepatit B’nin asis1 vardir 52,6 (51) 47,4 (46) 0,805
Hepatit B cinsel iligski yaninda piercing, havlular, dis fircasi ile de bulasabilir 54,5 (42) 45,5 (35) 0,651
Human papilloma viriis (HPV) sadece cinsel iliski ile bulasir 50,0 (37) 50,0 (37) 0,949
HPV rahim agzi kanserine neden olur 53,1 (43) 46,9 (38) 0,329
HPV ’nin agis1 vardir 50,0 (31) 50,0 (31) 0,869
Sifiliz ve gonore anneden bebege gegebilir 52,6 (30) 47,4 (27) 0,955
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TARTISMA

Varligt ¢ok eski yillardan beri bilinen CYBH, 6zellikle
1980°1li yillarda Insan Immun Yetmezlik Viriisii (HIV)
enfeksiyonunun tanimlanmasiyla yeniden giincellik kazanan
ve tim diinyada gidereck daha fazla Onemsenen
enfeksiyonlardir.  Ozellikle de gelismekte olan iilkelerde
onemli saglik sorunlari olusturmalarmin yami sira, tim
diinyada sosyal ve ekonomik problemlere de neden
olmaktadirlar (5). Bu durum CYBH’yi 6nemli bir halk sagligi
sorunu haline getirmektedir (6, 7). Addlesan - genclik donemi
(10-24 yas grubu), cocukluktan yetiskinlige gegiste saglik
aliskanliklar1 ve cinsel davraniglarinin sekillenmeye basladigi
bir donem olmasi nedeniyle 6nemli olup, bu dénemde
CYBH’ye yakalanma riskinin arttig1 dikkat ¢ekmektedir (8).
Yine bu donemde CYBH ilgili bilgi diizeyinin yiiksek olmasi
hastaliklara yakalanma riskini azaltmaktadir. Erkek ve kiz
ogrencilerin CYBH ile ilgili sorulan sorulara dogru yanit
verme oranlar1 ¢alismalara gore farkliliklar gostermektedir.
Bazi aragtirmalarda kiz ve erkeklerin bilgi diizeyleri arasinda
anlaml fark olmadigi (3, 9, 10), bazilarinda erkeklerin kizlara
gore daha fazla bilgi sahibi oldugu (11, 12), baz
arastirmalarda da CYBH’ler konusunda kizlarin daha fazla
bilgi sahibi oldugu bildirilmistir (13, 14). Bizim ¢alismamizda
sorulara dogru yanit verme oranlari ile cinsiyet arasinda
anlaml iligki saptanmamistir. Sadece “Kondom CYBH’den
korur” sorusuna erkek katilimeilarin dogru yanit verme
oraninin kizlara gore anlamli olarak daha yiiksek oldugu
saptanmuigtir.

Calismamizda katilimecilarin tamamina yakimi CYBH ile
ilgili egitim aldigini, egitim aldig1 kaynak agisindan da en
yiiksek oranda okuldan bu egitimi aldigini belirtti. Artan ve
ark. caligsmasinda da ¢alismamiza benzer olarak &grencilerin
yarisindan fazlasi bilgiyi okuldaki derslerden edindiklerini
belirtmis olmalarina ragmen, en fazla bilgiyi radyo ve
televizyondan aldiklarin1 gésteren ¢aligmalarda mevcuttur (9,
15-18). Baz1 c¢aligmalarda CYBH ile ilgili saglik
calisanlarindan  bilgi alma  oranin  disik  oldugu
belirtilmektedir (12, 18, 19). Calismamizda da katilimcilarin
yarisi konu ile ilgili bilgiyi saglik ¢alisanindan aldigimi ifade
etmistir.

Artan ve ark. c¢alismalarinda; CYBH’den korunma
yontemlerinin ne oldugu sorusuna Ogrencilerin %59,6’s1
kondom kullanimini belirtmistir (15). Benzer sekilde diger
caligmalarda da Ogrencilerin en iyi bildigi korunma ydntemi
kondom olarak belirtilmistir (12, 17, 20, 21). Demir ve
Sahin’in ¢aligmasinda 6grenciler CYBH’den korunmak igin
hastaligi bulastirma ihtimali olan riskli kisilerle iliskiye
girilmemesini (%31,9) kondom kullanilmasini ve tek esliligi
(%31,5) ¢6ziim olarak One siirmiislerdir (16). Aragtirma
bulgularimizda kondomun CYBH’den korunmadaki dneminin
biliniyor olmast O6nemli bir sonugtur. Bu sonug¢ diger
caligmalarla benzerlik gdstermektedir. Ogrencilerin biiyiik bir
kismmin CYBH’den korunma ydntemlerini bilmeleri,
sagliklarin1 korumalar1 agisindan da 6nemli ve olumlu bir
bulgudur.

Diinyada CYBH’nin en ¢ok 20-24 yas gruplar1 arasinda,
daha sonra 15-19 ve 25-29 yas gruplar1 arasinda goéruldigi
bildirilmistir (22). CYBH’nin sik goriildiigii yas doneminin
cinsel aktivite ile paralel oldugunu sdyleyebiliriz. Ulke
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niifusunun %20’sinin genclerden olusmasi, genglerin oldukca
hareketli ve cinsel 6zgiir davranislara agik olmasi, CYBH
hakkinda verilen bilgilerin yetersizligi, turizm sektoriiniin
giderek gelismesi ve iliski kurulan insanlarin artmasi, seks
sektoriinde ¢alisanlar ve bunlarla temasta bulunanlarda artis ve
hayat kadimnlar1 ile cinsel iliskide kondom kullaniminin
yetersizligi CYBH’ye yakalanma riskini artirmaktadir (23).
Bu nedenle, tiniversite dgrencileri risk grubu olarak kabul
edilebilir. Genglerin CYBH konusunda yeterince bilgi sahibi
olmamalari, dogru kaynaklardan bilgi almamalar1 ve birgok
konuda yanlis bilgilenmeleri bu hastaliklarla miicadelede
zorluklara neden olmaktadir (24). Yine yapilan bazi
caligmalarda ogrencilerin  CYBH konusunda bilgilerinin
yetersiz oldugu ve CYBH konusunda bilgi almak istedikleri
belirlenmistir (9, 22, 24). Calismamizda da dgrencilerin bazi
konularda bilgi diizeyinin diisiik oldugu, CYBH ve korunma
yontemleri ile ilgili bilgi almak istedikleri saptanmustir.

Sonug¢ olarak erken donem de genglerin CYBH
konusundaki bilgilerinin tespiti ve ne tiir hizmete
gereksinimlerinin ~ oldugunun  saptanmasi,  internetteki
bilgilerin dogrulugunun denetlenmesi igin ilgili birimlerle
igbirliginin yapilmasi, genglerin CYBH konusunda egitilmesi
ve bu hastaliklarin 6nlenmesi, ayrica var olan hastaliklarin
daha fazla probleme neden olmadan tedavi edilmeleri
onemlidir. Bu nedenle; {iniversitelerin biinyesinde farkli
boliimlerde okuyan goniillii tiniversite 6grencileri ile “akran
egitimi” modeli uygulanmasi, ayrica konularinda uzman
kisilerin iiniversite saglik kurulusunda (doktor, psikolog vb.)
cinsel saglik konusunda hizmet vermesi, konu ile ilgili yazili
ve gorsel materyallerin hazirlatilip tiim  &grencilere
dagitiminin yapilmasi gerekmektedir.

Cikar catismasu: Bildirilmedi.

Finansal destek: Bildirilmedi.
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ABSTRACT

Introduction: Nowadays asthma treatment is focused on control. Asthma control is used as a term to express the reduction of asthma
signs and the goal of treatment. Asthma control is not at the desired level in the world and in our country. The aim of this study is to
assess the level of asthma control in primary care and to raise awareness about asthma.

Methods: The universe of research consists of asthma patients admitted to Karaman Sariveliler State Integrated Hospital. The
researcher conducted face-to-face interview using 19-item questionnaire asking demographic features, Asthma Control Test (ACT)
and the Asthma Control Questionnaire (ACQ). This clinical research is a cross sectional descriptive study and SPSS for Windows
Version 16.0 was used for statistical evaluations. The numerical values indicated in the form of continuous and discrete numeric
values and percentage. Results were evaluated in 95% confidence interval, p<0.05 was accepted as the value for statistical
significance.

Results: The average ACT score was 12.89, and the ACQ score was 14.86. 30% of patients had hypertension with asthma while 18%
of patients had no additional disease. 91% of patients (n= 91) is not under control, and 9% (n= 9) was partially under control. There
was no patient under full control. 94.9% of women and 76.2% of men were not under control. A statistically significant difference
was found between the control status and gender, profession, tobacco use. It was found that other demographic factors had no effect
on the control of asthma.

Conclusion: Asthma is one of the chronic diseases which have high prevalence in our country. So asthma control is very important.
In this regard, patients should be evaluated by a simple test like ACT in the primary care and if necessary they should be referred to
the secondary care by the physician.

Keywords: Asthma, Control, Primary Health Care, Asthma Control Test, Asthma Control Questionnaire

OZET

Giris: Giiniimiizde astim tedavisi kontrol odakli olmakla birlikte astim kontrolii, astim belirtilerinin ne derece azaldig1 ve tedavinin
amacina ulagip ulagsmadigini ifade eden bir terim olarak kullanilmaktadir. Astim kontrolii diinyada ve iilkemizde istenen diizeyde
degildir. Bu calismanin amac1 birinci basamakta astim hastalarmin kontrol diizeyini degerlendirmek ve hastalar1 astim konusunda
bilinglendirmektir.

Yontem: Arastirma kesitsel tanimlayici tipte olup arastirma evreni Karaman Sariveliler ilce Entegre Hastanesine basvuran astim
hastalarindan olugmaktadir. Hastalara arastirmaci tarafindan yiiz yiize goriisme yontemi ile sosyodemografik 6zelliklerin sorgulandigi
19 soruluk bir anket ile birlikte Astim Kontrol Testi (AKT) ve Astim Kontrol Olgegi (ACQ) uygulandi. Calismada elde edilen veriler
SPSS 16,0 programu ile istatistiksel olarak analiz edildi. Sayisal degerler siirekli ve kesikli numerik degerler bigiminde ve yiizdelerle
belirtildi. Sonuglar %95 giiven araliginda, p<0.05 anlamlilik diizeyinde degerlendirildi.

Bulgular: Calismaya katilan hastalarin AKT puani ortalama 12,89, ACQ puani ise 14,86 idi. %30 hastanin astima ek olarak sadece
hipertansiyonu varken %18 hastanin ek baska bir hastalig1 yoktu. Hastalarin %91°1(n=91) kontrol altinda degilken %9’u (n=9) kismi
kontrol altindaydi. Tam kontrol altinda olan hasta yoktu. Kadinlarin %94,9°u, erkeklerin ise %76,2’si kontrol altinda degildi. Cinsiyet,
meslek ve sigara kullanimi ile kontrol durumu arasinda istatistiksel a¢idan fark bulundu. Diger sosyodemografik 6zelliklerin kontrol
durumunu etkilemedigi saptandi.

Sonug: Astim ililkemizde prevalansi yiiksek olan kronik hastaliklardan biri olup hastaligin kontrolii olduk¢a 6nemlidir. Bu agidan
hastalarin ilk goériildiigii yer olan birinci basamakta hastalar hekimler tarafindan basit bir test olan AKT ile degerlendirilmeli ve
gerekli goriiliirse diger basamaklara yonlendirilmelidir.
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INTRODUCTION

Asthma is a chronic inflammatory disease of the airways.
This airway inflammation forms the basis of respiratory
symptoms such as wheezing, coughing, shortness of breath
and tightness in the chest. The strongest identifiable
predisposing factor for developing asthma is the atopy.
Common allergens are house dust mites, cockroaches, cat
dander and pollens. Asthma's nonspecific stimuli are exercise,
cold air, irritants and strong odors. The prevalence of asthma
in our country is around 4% in adults and 8% in children.

The asthma severity was divided into four classes by the
previous international asthma diagnosis and treatment
guidelines, taking into account clinical characteristics,
pulmonary function and the treatment received. These classes
were: intermittent, mild persistent, moderate persistent and
severe persistent asthma. This classification is used when the
patient's initial treatment is planning. But asthma severity and
response to treatment is variable. So, a patient’s initial
classification as a severe persistent asthma because of severe
symptoms and airway obstruction can be classified as
moderate persistent after appropriate therapy. In addition, the
severity of asthma can change after months or years.
"Assessment of asthma control" has been proposed by 2006
revised International Asthma Diagnosis and Treatment Guide
[Global Initiative for Asthma (GINA)] during periodic
monitoring of asthma.

Nowadays although asthma treatment is focused on asthma
control; to what extent reduced asthma symptoms and
treatment success is used as a term for asthma control. Asthma
control is classified in three groups including full control,
partial control and uncontrolled according to the patient's
clinical symptoms and pulmonary function. Surveys approved
for the distortion field are also used for the evaluation of
asthma control in adults and children above the age of 12.
These are ATAQ (Asthma Treatment Assessment
Questionnaire) ACQ (Asthma Control Questionnaire) and
ACT (Asthma Control Test). These surveys help us to
organize treatment by determining the level of asthma control
in clinical practice as soon as possible. Asthma Control Test
(ACT)" is one of these surveys consists of five questions
including daytime symptoms, night symptoms, use frequency
of rescuer beta-2 agonists, limitation level in daily activities
and asthma control according to the patient. 20 points and
above in the survey results are interpreted as a partial or full
control.

Several studies show that the control of asthma is not at a
desired level in the world and in our country. The aim of this
study was to assess the level of asthma control in patients in
primary care and to raise awareness about asthma.

METHODS

A cross-sectional study involving 109 patients with
confirmed asthma who admitted to Karaman Sariveliler State
Integrated Hospital, in the city of Karaman, Middle Anatolia
of Turkey, between September and November of 2013.
Participants were included to the study with any complaint
regarding asthma or any prescription. 109 patients were
enrolled in the study but 9 of them were excluded because of
missing information. 100 patients were included with verbal
informed consent. The researcher conducted face-to-face
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interview using 19-item questionnaire including patients’
demographic data, Asthma Control Test (ACT) and the
Asthma Control Questionnaire (ACQ). Data was entered and
analyzed using SPSS version 16. Results were evaluated in
95% confidence interval and p- value of 0.05 was taken as
standard. The numerical values indicated in the form of
continuous and discrete numeric values and percentage.
Descriptive statistical methods (mean, standard deviation,
frequency, percentage) as well as t test for numerical variables
and the chi-square test for categorical variables were used for
statistical significance.

Asthma Control Test (ACT): ACT is a questionnaire
consisting of five titles that assess asthma symptoms, use of
rescue medication and activity limitation. In this study version
of Turkish validation was administrated. ACT scores were
adopted as 25 points "full control" 20-24 points "partial
control™ and less than 20 points, "not under control”.

Asthma Control Questionnaire (ACQ): ACQ is a survey
comprising seven questions that assess asthma symptoms,
activity limitation, and use of medication and FEV1 levels.
The evaluation scores are between 0 and 6.

RESULTS

The study included 21 (21.0%) males and 79 (79.0%)
females. A total of 100 patients were enrolled. The mean age
was 59.2 + 1.38 (range 27-86) years. Socio-demographic
characteristics of the patients are shown in Table 1.

Table 1. Socio-demographic characteristics, n (%)

Gender
Female 79 (79%)
Male 21 (21%)
Marital status
Married 79 (79%)
Single 3 (3%)
Widow/divorced 18 (18%)
Job
Housewife 75 (75%)
Worker 5 (5%)
Officer 1 (1%)
Retired 19 (19%)
Educational status
Iliterate 36 (36%)
Primary school 61 (61%)
Elementary school 3 (3%)
High school 0 (0%)
University 0 (0%)
Life style
Alone 3 (3%)
With his wife 68 (68%)
With family members 29 (29%)
Income rate
Below the minimum wage 24 (24%)
Minimum wage 62 (62%)
Above the minimum wage 14 (14%)
Health insurance
Have no health insurance 0 (0%)
Social Security Administration 80 (80%)
Green card 20 (20%)
Private insurance 0 (0%)
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30% of patients had hypertension (HT) as comorbid
disease but there was no concomitant disease in 18%. 87% of
patients don’t smoke only 5% of patients were doing
exercises. There was no moisture in 95% of patient's home
and 97% of the patient's home saw the sun. 60% of patients
were feeding the animal at home 97% was heating with stoves
and all patients were using coal (Table 2).

Table 2. Other characteristics, n (%)

Table 3. The status of control according to ACT and ACQ

Not under
control(n/p)

Full Partial
control(n/p) control(n/p)

ACT 0 (0%) 9 (9%) 91 (91%)
ACQ 3 (3%) 17 (17%) 80 (80%)

Chronic diseases

Have no any chronic disease 18 (18%)
Hypertension 30 (30%)
Diabetes Mellitus 4 (4%)
Coronary Artery Disease 2 (2%)
Hyperlipidemia 3 (3%)
Other 7 (7%)
Cigarette
Yes 1 (1%)
No 87 (87%)
Ex-smokers 12 (12%)
Exercise
Yes 5 (5%)
No 95 (95%)
Condition of your house: damp-
clammy? 5 (5%)
Yes 95 (95%)
No
Does the house see the sun?
Yes 97 (97%)
No 3 (3%)
Do you fed animals?
Yes 60 (60%)
No 40 (40%)
For home heating
Stove 97 (97%)
Radiator 3 (3%)
Other 0 (0%)
Used fuel
Coal 100 (100%)
Natural gas 0 (0%)
Electricity 0 (0%)

ACT: >25 point: Full control 20-24 point: Partial control <20
point: Not under control

ACQ :< 0.75: Full control 0.75-1.5: Partial control >1.5: Not
under control

94.9% of women and 76.2% of men were not under
control. Gender, occupation and tobacco use have been found
to affect the state control through socio-demographic
characteristics and this case is also significant in terms of
statistics (Table 4). It was found that asthma is not under
control in women, housewives and nonsmokers (p<0.05).
Especially of illiterate people in the majority asthma was not
under control. But this was not statistically significant.

Table 4. The relationship between sociodemographic
characteristics and status of control

The time for the diagnosis of asthma patients’ average was
6.15 + 5.48 years (1-30), the average number of drugs used
2.27 £ 1.06 (0-6) drug, median ACT score was 12.89 + 4.43
(5-24) points, median ACQ score was 2.4078 + 0.99286. 30
patients had hypertension with asthma but 18 patients had no
additional diseases. According to ACT scores 91% of patients
and according to ACQ scores 80% of patients were not under
control. According to ACT scores 9% of patients and
according to ACQ scores 17% of patients were under partial
control. There was no patient under full control according to
ACT scores while 3 patients were under control according to
ACQ scores (Table 3).
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Characteristics Under Not under control
control (n/p) (n/p)
Gender
Female 4 (4%) 75 (75%)
Male 5 (5%) 16 (16%)
Job
Housewife 3 (3%) 72 (72%)
Retired 4 (4%) 15 (15%)
Worker 1 (1%) 4 (4%)
Self-employed 1 (1%) 0 (0%)
Smoking
No 5 (5%) 82 (82%)
Yes 0 (0%) 1 (1%)
Ex-smoker 4 (4%) 8 (8%)
DISCUSSION

To obtain a positive result from the treatment of asthma is
achieved only in that the control-oriented treatment.
Evaluation of compliance with treatment is not easy in
intensive outpatient conditions. ACT and ACQ are tests
determine the level of asthma control in a short time and allow
us to edit the treatment plan in outpatient conditions.
Therefore, in our study, we chose these tests. Ko FW et al, in a
study conducted in China, ACT with treatment decisions made
by experts, according to spirometry, PEF and FeNO was
shown to be more correlated.

Our study was conducted in primary care and in 91% of
patients asthma was not under control. As a result of the study
assessing asthma control by GINA (Global Initiative for
Asthma) Algorithm in primary care conducted in Sweden; in
2001, 36.6% of patients with asthma were found to be under
control, 23.8% of them were under partial control, while
39.6% were found to be uncontrolled. Similar results revealed
again in 2005 and 40.2% of the asthmatic patients were under
control, 26.8% of them were under partial control and 33%
were identified as uncontrolled. In a study conducted in
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primary care in Saudi Arabia, the proportion of patients with
uncontrolled asthma was found to be 39.8% according to ACT
results. In a comprehensive survey conducted with 2238
people in United States (US) has been identified that
according to ACT scoring 58% of asthma patients in the
primary care are not under the control.

There are big differences between our study and other
studies for the rate of uncontrolled patients. This may be due
to the following reasons; socio-economic and cultural
differences among countries that studies conducted, the
differences in their health care system. In addition, our study
has some limitations, such as made in a particular region and
the small number of patients.

In the literature search we couldn’t reach any research on
asthma control levels in primary care in Turkey. In 2010
Tiirktas and his friends evaluated the level of asthma control
by ACT in asthmatic patients admitted to the third step and
they assessed 1188 people. 51.5% of them were under control
(ACT=20), 48.5% of them were uncontrolled (ACT <20). In a
study conducted at Istanbul University Faculty of Medicine
Diseases clinic by Hayat and his friends in 2010. 50 asthma
patients have been assessed and only 4% of them were under
full control, 32% of them were under partial control and 64%
was found to be uncontrolled based on ACT. In a study by
Bozbas et al it has been concluded that 68% of asthma patients
was not under control. In our study the proportion of people
who are not under the control is higher than these studies. This
may be due to the following reasons; our study has been
conducted in primary care and lower levels of socio-economic
status and education

In our study, poorer asthma control was found to be in the
female sex (94.9%). The same situation observed in most
studies related with asthma control. In Tirktas study
uncontrolled asthma has been associated with female gender
as well as the middle school or lower education level, FEV1
<80%, PEF < 80%, application to ED or hospital at last year,
use of systemic steroids. In a study by Hayat et al there was no
relationship between ACT, AQLQ and such as obesity,
diabetes, hypertension, renal failure, smoking history with
comorbid conditions and they found that no relationship was
between FEV 1 and ACT. In another study conducted in
Turkey ACT had no relationship between age, marital status,
education level and economic status.

In a study conducted in Sweden asthma control was found
to be worse in the female sex as well as the people who use
cigarettes. In a study in South West Ethiopia, the situations
independently associated with asthma control were found that;
the patient's age, untimely visits, use of short-acting beta-
agonists, treatment modality and the perception rate of asthma
control. In a study conducted in Nigeria uncontrolled asthma
has been associated with to have severe asthma symptoms, the
wrong inhaler use, oral corticosteroid use, abnormal
pulmonary function tests, the presence of comorbid
conditions, lack of inhaled corticosteroids adherence. Older
age and no higher education were found to be weakly
correlated with asthma control. In the same study asthma
control had no relationship between gender, marital status,
smoking, socioeconomic status, occupation, income level and
asthma duration.

Conditions affecting the level of asthma control studies
vary in general. The reason for this is different universe of
studies and different health systems. In our study, there was
no relationship between the income level and asthma control.
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Regardless of the income level; patients can access to health
care in our country conditions and can receive regular
treatment services through social security institution. Asthma
control was better in smokers in our study as interesting. The
reason of this may be that smoking rates have been already
very low (1%)

Gastroesophageal reflux, allergic rhinitis and sinusitis are
the most common asthma accompanying and are situated at
the beginning of the disease disrupt the asthma control. In our
study, the most common disease among asthmatic patients HT
is in first place (30%). In this case, if people do not know the
diagnosis of other diseases or mention of chronic illness may
stem from the perception more commonly known diseases
such as hypertension, diabetes and coronary artery disease.

Another missing aspect of our study, the number of drugs
in asthmatic patients were questioned just what drugs are used
and in what way they use unasked. Patients who use inhaled
drugs, especially the various steps of using this drug are
making significant mistakes. The mistakes made inhaled drug
applications, patient’s leads to receive little or no medication.
This would be consequences of insufficient treatment of
patients and lack of control of diseases.

Asthma is a disease that can be controlled. However, our
study has revealed that asthma is not under control. This
situation causes a delay in the treatment of asthma sufferers
and a decrease in quality of life. Doctor assessing a patient, in
people who have failed treatment must assess whether the
asthma is under control and the treatment plan should be
changed if necessary. Therefore, when evaluating patients in
clinical, ACT and ACQ should be used routinely for simple
and easily implemented and shed light therapy.
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A Munchausen Syndrome Case Manifesting As a Need for
Intravenous Fluid Therapy

Serum Taktirmadan Diizelmeyecek Olan Bir Munchausen Sendromu Olgusu
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ABSTRACT

Introduction: In Munchausen Syndrome which is a factitious disorder, the patient can hurt him/herself of another person without
regarding a secondary gain.

Case Presentation: We presented a patient who admitted to our Family Health Center for many times, had everlasting complaints of
nausea and dyspnea, and thought that she could not continue to live without intravenous transfusion every other day.

Conclusion: When evaluating individuals with incompatible anamnesis, physical, and laboratory findings should be aware of this rare
disease. However, the patients should be transferred to the psychiatry clinic for avoiding possible unnecessary interventions.

Keywords: Munchausen Syndrome, Treatment Approach, Factitious Disorder

OZET

Giris: Bir yapay bozukluk olan Munchausen Sendromunda hasta, kendine ya da baskasma ikincil kazan¢ gdzetmeksizin zarar
verebilmektedir.

Vaka Sunumu: Aile Hekimkigi Merkezimize ¢ok sayida bagvurusu mevcut, gegmeyen bulanti ve nefes darligi sikdyeti olan, giinasirt
serum taktirmadan yasamaya devam edemeyecegini bildiren hastay1 sunduk.

Sonu¢: Anamnez, fizik ve laboratuar muayenesi uyumsuz olan kisiler degerlendirilirken bu nadir hastalik i¢in uyanik olunmalidir.
Bununla beraber olasi gereksiz miidahalelerden kaginilarak, bu hastalarin psikiyatri klinigine yonlendirilmelidir.
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INTRODUCTION

Munchausen Syndrome was used for the first time in 1951
by Asher for a group of patients who visited different
hospitals and made up disease stories and accepted the
application of unnecessary surgical interventions to
themselves. In the condition defined as "Munchausen
Syndrome" by Asher and friends, the patient often arrives in
the doctor's office or emergency service with a made-up story
supported by clinical manifestations. The patient leaves the
hospital without taking a result and refers to the hospital with
the same condition again and again. These patients are
individuals who have psychiatric problems which may deceive
even the cleverest observers. The history of the patient is
generally full of lies. It is observed that the patient visits an
incredible number of hospitals and deceives an incredible
number of health professionals. After severe quarrels with
doctors and nurses the patient recovers by him/herself almost
all the time. Characteristics of scar tissues are associated with
some emergency operations. Lying is a significant
characteristic (pseudologia fantastica). They may make up
medical stories and give wrong names during registration.
Commonly complaints such as acute abdominal pain,
hemorrhagic  disorders, rheumatological manifestations,
pseudo-fever and skin wounds are observed. The patients
commonly define deprivation and disorder in the early periods
of life. Prognosis is rather bad and recovering cases were not
reported (1, 2).

Our case didn't recover and in pseudo disorder, patients
don't really know the reasons for their behaviors and they are
not after social gain as in simulation (3).

Pseudo-disorder diagnosis was considered due to the
increase in tendency towards hospital attachment and lack of a
significant secondary gain. Patients acquire secondary gains
and continue to harm their surrounding and the aim of this
article is to draw attention to this syndrome.

CASE PRESENTATION

79-year-old female patient who was admitted to our family
health center with nausea and dyspnea complaints was
admitted to our unit 562 times in total since 09/03/2007. The
patient's husband passed away 10 years ago and she is living
alone. The patient has a low socioeconomic condition and four
children and was living close to her children.

The patient was diagnosed with  hypertension,
hyperlipidemia and unipolar depression.

The drugs she used with a medical report were Losartan
potassium 100 mg + hydrochlorothiazide 25mg 1x1,
Barnidipine HCL 10mg 1x1, Acetylsalicylic acid 100 mg 1x1,
Atorvastatin calcium 10 mg 1x1, Quetiapine 50mg 1x1,
Lansoprazole 30mg 1x1, Duloxetine 30mg 1x1.

Intravenous (1) medication containing 10% Dextrose was
prescribed for the first time on 12.09.2011 to the patient who
claimed IV medication from time to time with nausea and
dyspnea complaints and Dextrose 5% 500mL, 2 ml ampoule
contains Ranitidine HCL 50 mg and 1ml ampoule contains
Hyoscine-N-butyl bromur (Scopolamine bromur) 20 mg was
started to be prescribed regularly starting from 08.10.2012.

The patient who believed that her nausea and dyspnea
complaints would recover only with IV fluid in different
health centers and forced the health professionals for
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delivering IV fluid therapy three days a week for nearly three
and a half years. According to our records, the patient was
given 1V fluid therapy a total of 346 times in three and half
years. Due to everlasting complaints of the patient, her family
and health professionals complained about the patient but
couldn't find a solution.

There were no significant physical and Ilaboratory
examination findings. The most common diagnoses of the
patient were shown in Table 1. Distribution of the frequency
of the prescribed drugs was shown in Table 2.

Table 1. The most common 10 diagnoses of the patient

ICD-10 )

codes Disease n
184 Hemorrhoids 177
R11 Nausea and vomiting 136
K27 Peptic ulcer, site unspecified 135
F41 Other anxiety disorders 89
M79.1 Myalgia 7
F32.8 Other depressive episodes 59
E87 Other disorders of fluid, electrolyte and 57

acid-base balance

110 Essential (primary) hypertension 55
F33 Recurrent depressive disorder 44
K30 Functional dyspepsia 28

Table 2. The most common 10 drugs most commonly
prescribed to the patient

Ruscogenin 1mg+Trimebutine 12mg

Generic Form n
Trimethobenzamide Hydrochloride 200 mg  Tablet 80
Diazepam 5mg Injection 70
5% Dextrose and Electrolyte 500 mL Injection 61
Paracetamol 250mg + Propyphenazone 150 Tablet 54
mg + Caffeine 50 mg

Famotidine 40mg Tablet 77
Dimenhydrinate 50mg Injection 59
Metoclopramide Hydrochloride 10mg Injection 57
Alvera citrate 60mg+Simethicone 300mg Capsule 55

Suppository 44

Oxsolamin Phosphate 10mg Syrup 28

We failed to reach previous hospitalization records of the
patient and it was learned from the related emergency service
staff that she referred to the central district state hospital
emergency service on the days family health center was closed
and she was persistent for IV fluid administration every time
she admitted to these health institutions.
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The patient watched the nurse very carefully every time IV
fluid therapy was being administered and examined the IV
fluid flow in certain intervals. Drug was not added to the
serum when it was observed that the patient was feeling better
even when drug was not added and only 5% Dextrose 500 mL
was started to be given and the patient claimed that she was
feeling better although no drug was present in the 1V fluid
therapy. The patient never left the health institution without
giving her next visiting date.

DISCUSSION

Many doctors come across pseudo disorder cases in their
professional lives. Munchausen Syndrome is the peak of
pseudo disorders. The disorder was included in "“’Diagnostic
and Statistical Manual of Mental Disorders’ (DSM)
classification in 1980 as a disease after the definition by Asher
(1). Pseudo disorder diagnosis criteria in DSM diagnosis
criteria were classified as:

a. Aimed revealing of physical or psychological symptoms
and findings or behaving as if these symptoms or findings are
present,

b. Patient adopting the role of the patient with the motivation
underlying this behavior,

c. Lack of an external factor requiring this kind of behavior
(such as economic gain and legal obligation).

Suspecting from disease as the result of detailed anamnesis
evaluation of the patient is the most important approach in
diagnosing  Munchausen  Syndrome.  Patients  with
incompatible story and physical inspection findings should be
evaluated carefully. During diagnosis, dramatic changes,
atypical symptoms, many previous doctor referrals, using
encyclopedical information on books, working in health
sector, referral to emergency service at times such as public
holidays when experienced staff is limited, substance abuse, la
belle indifference, aggressive, nervous behaviors and also
behaviors for attracting attention may ensure that related
departments suspect of this disease (2, 3). Neglection,
abandonment and bad behavior pattern by parents are
common in the patients. Our case got medical support for
hundreds of times with nausea and dyspnea complaints.

The patient visits surgical clinics with complaints such as
unhealing wounds, repeating infections, foreign bodies and
necrotizing fasciitis. Patients who have this syndrome which
can be seen together with "Borderline" personality disorder
accept many invasive interventions aiming diagnosis and
treatment. With these complaints covered in the field of
plastic surgery, many surgical operations from skin grafts to
microvascular free flaps were applied to the patients (4).

As the result of these operations, the patients may want to be
hospitalized imitating the possible complications or may take
legal actions. The epidemiologic studies on of artificial
disorder are scarce. The prevalence is estimated to be between
0.2% and 1%.The cases are generally males from low
socioeconomic level and the disease is generally seen in early
adulthood (2, 5, 6).

Pseudo disorder should be distinguished from other
medical and psychiatric diseases. In somatoform diseases such
as somatization disorder and conversion, symptoms occur
totally unconsciously and involuntarily. The patient believes
that he/she is ill and there is no simulation. In simulation, the
patient consciously imitates disease symptoms for secondary
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gains such as money and protection. Pseudo disorder is
located between these two conditions in this spectrum.
Symptoms occur consciously with subconscious impulses. In
pseudo disorder, patients don't really know the reasons for
their behaviors and they are not after social gain as in
simulation.

Pathophysiology of the disease is abundant as in many
psychiatric diseases. Many psychological theories were
emphasized. Non-specific electroencephalogram (EEG)
changes may be present. Increased blood flow was reported in
some localizations of the brain in these patients (1, 2).

Atypical complaints of the patient referring to our
outpatient clinic, operation history and the aggressive attitude
she demonstrated when hospitalization in Psychiatry Clinic
was suggested us to Munchausen Syndrome diagnosis.

CONCLUSION

Examinations made for diagnosis of the patients who have
pseudo-disorder, operations and long hospitalization periods
cause waste of energy. When Munchausen Syndrome is
considered, taking a detailed anamnesis from the patient,
examining medical records, taking records him/herself and
making a satisfactory physical examination is important for
the primary care family practitioner. It is also important to
provide information exchange with secondary and tertiary step
health institutions. When there is suspicion about the
diagnosis, unnecessary interventions should be avoided and
the patient should be transferred to psychiatry clinics.
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