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Sevgili okurlarimiz,
Baharin basladigi su glinlerde dergimizin ikinci sayisi ile karsinizdayiz.
Bu sayida farkli alanlardan 4 makaleyi sizinle bulusturacagiz.
Endobronsiyal igne aspirasyonu, diger geleneksel tani teknikleriyle
karsilastirildiginda akciger kanseri tanisinda cok 6nemli bir yere
sahiptir. Patil ve arkadaslari bu calismalarinda endobronsiyal igne
biyopsilerinin givenli bir ydntem olmasinin yani sira patolojik agidan
da iyi sonuclar verdigini bizlerle paylasiyorlar.
Diger calismamiz beslenme ve diyetetik bdéliminden ve
diyabetiklerde gece yeme sendromu sikligini arastiriyor. Gece yeme
sendromu glnlik kalorinin yaridan fazlasinin aksam yemedinden
sonra atistirma seklinde alindigi bir bozukluktur. Soykan ve
arkadaslar calismalarinda diyabetik ve nondiyabetikler arasinda bir
farkhlik olmadigini ancak beden kitle indeksine gore farkhlik
olustugunu gdstermisler. ilgi ile okunacagini distiniyoruz. Giinliik
pratiklerimiz igindeki uygulamalarin zaman zaman derlenmesi bizlere
ilerleyen donemlerde yol gosterici olabiliyor. Oriici ve arkadaslari
verilen silrlcl saglik raporlarini bu agidan irdelemisler ve bulgularini
bizlerle paylasiyorlar. Bu arastirma makalelerinin yani sira bir tanede
olgu sunumu bu sayimizda yer almakta. Bu olgu sunumu veterinerlik
béliminden geliyor ve bir kodpekteki visseral leismanya olgusunu
guncel literatdr ile tartisiyor.
Keyifli okumalar diliyorum, sonbaharda gérismek lzere...

Prof Dr Berrin Telatar

Baseditor
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" MIMSR Medical College, Latur Ind

ABSTRACT

Objective: In present study, various conventional diagnostic techniques (CDTs) such as endobronchial forcep
biopsy (FB), bronchial washing (BW) and endobronchial needle aspiration cytology (EBNA) are employed
during fiber-optic bronchoscopy for diagnosis of exophytic endobronchial lesions (EEL) and special emphasis
is given to EBNA.

Material and method: Prospective, observational study, screened 1280 cases with suspected lung malignancy
on clinical and radiological basis. Bronchoscopy guided techniques such as EBNA, BW, FB is used in exophytic
endobronchial lesions (EEL) in confirming the diagnosis of lung cancer and to find additive yield over other
techniques such as BW and FB. Rapid on-site evaluation (ROSE) analysis of all EBNA samples done in pathology
lab allied center. Finally, histopathology proven 810 lung malighancy cases are included in study. Statistical
analysis is done by using chi-test.

Results: In present study, 810 diagnosed lung cancer patients between 29-85 age group predominant males
59.25% (480/810) and smokers by addiction in 63.20% (512/810) cases. Presented with cough in 82.09%
(665/810), clubbing in 56.17% (455/810) cases & mass lesion in chest radiograph in 42.22% (342/810) cases.
Anatomical location is documented on right side of tracheobronchial in 59.01% (478/810) cases during
bronchoscopy. Yield of forcep biopsy & forcep biopsy plus bronchial wash in EEL is 89.25% (723/810) & 93.08
% (754/810) respectively. Yield of EBNA, EBNA plus bronchial wash & EBNA plus forcep biopsy in EEL is 64.56%
(523/810), 67.28% (545/810) & 97.65% (791/810) respectively. Total yield of all fiberoptic bronchoscopy
guided procedures (EBNA+FB+BW) in EEL is 100%. Additional yield of EBNA in EEL over other CDTs is 6.92%.
Sensitivity of forcep biopsy & EBNA in diagnosing lung malignancy in EEL is 89.25% & 64.56% respectively.
Forcep biopsy is more sensitive technique than EBNA in EEL. (p <0.00001). Sensitivity of forcep biopsy plus
bronchial wash in EEL is 93.08% (754/810). Sensitivity of EBNA plus bronchial wash in EEL is 67.28% (545/810).
Sensitivity of EBNA plus forcep biopsy in EEL is 97.65% (791/810) (p<0.00001)

Conclusion: Endobronchial needle aspiration has documented very crucial role in diagnosing lung cancer in
comparison to other conventional diagnostic techniques. Although Forcep biopsy is more sensitive test then
EBNA in EEL in diagnosing disease, we have documented EBNA has significant additive yield in proportionate
number of cases. EBNA is safe, sensitive and cytology samples can give comparable results to histopathology.

Key Words: EBNA, Bronchoscopy, bronchial wash, forcep biopsy, cytology
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INTRODUCTION

Lung cancer is the most often diagnosed cancer and
leading cause of cancer-related deaths worldwide. In
India, lung cancer accounts for 5.9% of all cancers and
8.1% of all cancer-related deaths.[' Bronchoscopy
dates back to the late 18th century where rigid
illuminating tubes were used to examine the
tracheobronchial tree.lZl Subsequently, with the
introduction of the fiberoptic bronchoscope by lkeda
et al.,BBIbronchoscopy has revolutionized the practice
of pulmonary medicine. In lung cancer, because of
advances in real-time imaging and catheter-based
techniques, bronchoscopy not only remains pivotal in
diagnosis and staging but also allows therapeutic
intervention for airway restoration in patients with
central airway obstruction and treatment of early
detected central airway cancers.™

Conventional bronchial washing, brushing, and
endobronchial and transbronchial biopsy have variable
yields depending on tumor location and accessibility.
For endobronchial tumor, forceps biopsy gives the
highest yield (74%) compared with brushing (59%) and
washing (48%). The yield is increased further to 88%
when these modalities are combined.™ Addition of
needle aspiration for endobronchial, submucosal,
peripheral pulmonary lesion, or Peribronchial lymph
node has been demonstrated to enhance diagnostic
yield and is cost effective by obviating further need of
invasive interventions.™

Transbronchial needle aspiration via flexible
bronchoscopy is a well-established sampling tool for
diagnosis of lung malignancies.?® TBNA is superior to
all other sampling modalities in peribronchial and
submucosal lesions and is on par with bronchoscopic
forcep biopsy in endobronchial tumor with an average
diagnostic yield of 80 %.!! Dasgupta et al.[’! & Govert
et al [® used flexible bronchoscopy and TBNA to
diagnose carcinoma of the bronchus in endobronchial
lesions, which may manifest as exophytic masses. They
concluded that the diagnostic yield appeared to be
further enhanced when this technique was combined
with other conventional methods.

TBNA improves the yield of FOB when added to
bronchial washing, brushing and forcep biopsy. "8
Despite all these positive aspects, however, TBNA is
underutilized.” This has been ascribed to lack of
formal training, difficulties with needle handling, poor
success rate and insufficient cytological laboratory
support.l' Although a combination of all these
techniques has been shown to increase the diagnostic
yield, it is not always possible to perform all these
sampling techniques in the same patient.'% In present

study, we have utilized all fiberoptic
bronchoscopy guided all conventional diagnostic
modalities including EBNA in diagnosing lung
malignancies.

METHOD

Prospective, observational study conducted
during January 2016 to December 2021 in chest
diseases department in Venkatesh chest hospital
& MIMSR Medical College Latur to find the role of
EBNA in exophytic endobronchial lesions (EEL) in
confirming the diagnosis of lung cancer and to
find additive yield over other techniques such as
BW and FB. Total 1280 suspected lung malignancy
on clinical and radiological basis are screened
and finally 810 confirmed lung cancer cases were
included in study after hospital’s ethical
committee approval and written informed
consent of patient (Figure 1).

Screening of cases 1280 suspected lung malignancy cases done at Venkatesh
chest hospital and MIMSR Medical College

1180 cases are excluded

1200 cases are undergone bronchoscopy with all necessary workup in

bronchoscopy unit

280 cases excluded due to Peribronchial
Pathology & 80 cases submucosal type

840 cases are documented biomicroscopically visible Endobronchial growth, all
cases subjected to EBNA, FB, and BW

Histopathology workup sent to experts in
Oncopathology

30 samples diagnosed with benign pathology (14 cases with tuberculosis, 12 cases
with benign mucosal hypertrophy, 2 with sarcoidosis & 2 with benign polyp)

l

Finally. 810 confirmed lung cancer cases are inchuded in study by bronchoscopy
guided techniques as EBNA, BW. FB

(EBNA- endobronchial needle aspiration cytology, BW-bronchial wash, FB-forcep biopsy) |

Figure 1: Flow of study

26
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All of the cases with unexplained paralysis of vocal
cord (hoarseness of voice) or stridor, chest X-ray with
radiological features of malignancy (coin lesions, mass
lesions, mediastinal widening, unilateral high
hemidiaphragm, segmental/complete lung collapse
and non-resolving pneumonia). Normal chest X-ray
with high clinical suspicion, localized monophonic
wheeze, endobronchial disease or growth symptoms
such as hemoptysis, persistent cough, cases with
suspected recurrent post-obstructive pneumonia,
suspicious sputum cytology, unexplained and
recurrent pleural effusion were included to the study.

Patients with coagulopathy which cannot be corrected
and platelets 3, mechanical ventilation with high
PEEP, refractory hypoxemia, recent myocardial
infarction or unstable angina, significant dysrhythmia
and hemodynamic instability, poor ability to
cooperate with procedure were excluded.

The Fiber-optic Video Bronchoscope FUJINON EPX
201H is used during procedures in all patients enrolled
in study and procedure performed by two operators.
The upper airway is anesthetized with 2 ml of 10 %
lignocaine solution. An additional small quantity of 1
% lignocaine is instilled through the bronchoscope for
topical bronchial anesthesia, as needed. Patients if he
or she is apprehensive are sedated with intravenous
midazolam. Bronchoscope is inserted transnasally in
about 85 % of cases, while in the remaining cases, the
transoral route is used. Fluoroscopy facility is also
available in our unit. During bronchoscopy we
observed characteristic features of exophytic
endobronchial lesions such as cauliflower like,
polypoidal-like  or nodular or  multinodular
endobronchial growth. In order to avoid
contamination, EBNA is performed prior to other
procedures such as bronchial brush, forcep biopsy and
bronchial wash. EBNA procedure is done first to avoid
false positive, and then, other techniques are
performed. EBNA and forcep biopsy performed in most
of the cases and other conventional diagnostic
techniques such as bronchial wash and bronchial brush
decision taken by operator doing bronchoscopy.
Transbronchial needle aspiration is performed using
MW 522 needle catheters (Mill-Rose Laboratories).
During bronchoscopy, the catheter is passed through
the biopsy channel with the needle retracted. Under
direct vision, the needle is advanced into the
endobronchial lesion; once the needle is appropriately
placed within the lesion, it is minimally advanced, so

that the entire length of the needle will be in the
tissue. Then, the inner 22-gauge needle is
retracted and locked in position. The needle is
moved to and fro, under applied suction from a
20-ml syringe. The pressure is released before
the needle is taken out from the tissue, to avoid
false-positive aspirates. The aspirated material is
blown into four or five slides, smeared, fixed
with 95 % alcohol and sent for cytological
examination at Pathology Department (Figure 2).
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athih ;’ el
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Figure 2: EBNA Cytology images

The statistical analysis is done using single
proportion test (Chi test) in R-3.4 software.
Significant values of x2 are seen from the
probability table for different degrees of
freedom required. A value of p is considered
significant if it is below 0.05 and highly
significant in case it is less than 0.001.

RESULTS

In present study, 810 diagnosed lung cancer
patients between 29-85 age group, male are
59.25% (480/810) and females are 40.74%
(330/810). In addiction history, we have
observed 63.20% (512/810) cases are smoker and
43.25% cases with smoking index more than 20
pack years. Commoner symptoms are cough in
82.09% (665/810), Shortness of breath in 46.91%
(380/810), hemoptysis in 30.37% (246/810) &
chest pain in 16.79% (136/810) cases.
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Clubbing on general physical examination is
documented in 56.17% (455/810) cases. Commoner
radiological presenting features are mass lesion in
42.22% (342/810) cases, Hilar opacity in 34.07%
(276/810) cases & collapse segmental/lobar in 12.09%
(98/810) cases. During bronchoscopy, anatomical
location is documented on right side of
tracheobronchial in 59.01% (478/810) cases as
compared to left side of tracheobronchial wall 32.46%
(263/810) & growth at carina documented in 8.51%
cases (69/810) cases. Upper lobe bronchi are
commoner site on both the sides as compared to other
segmental bronchi (Table1).

Table 1 Clinical Evaluation, radiological patterns &anatomicall
sites during bronchoscopy

Symptoms/signs N %
Cough 665 82.09
SOB 380 46.91
Hemoptysis 246 30.37
Chest Pain 136 16.79
Weight loss 123 15.18
Hoarseness of voice 1 5.06
Clubbing 455 56.17
SVC Syndrome 40 4.93
Lymphadenopathy 32 3.95
Radiological feature

Mass lesion 342 42.22
Hilar Opacity 276 34.07
Collapse (lobar/segmental)| 98 12.09
Consolidation 88 10.86
Pleural effusion 72 8.88
Mediastinal Widening 70 8.64
Site of Lesion

Right side 478 59.01
Left side 263 32.46
Carina 69 8.51

In present study, yield of forcep biopsy & forcep
biopsy plus bronchial wash in EEL is 89.25% (723/810)
& 93.08 % (754/810) respectively. Yield of EBNA,
EBNA plus bronchial wash & EBNA plus forcep biopsy
in EEL is 64.56% (523/810), 67.28% (545/810) &
97.65% (791/810) respectively. Total yield of all
fiberoptic  bronchoscopy guided  procedures
(EBNA+FB+BW) in EEL is 100%. Additional yield of
EBNA in EEL over other CDTs (Conventional
Diagnostic Techniques such as forcep biopsy plus
bronchial wash) is 6.92% (Table 2) Sensitivity of
forcep biopsy & EBNA in diagnosing lung malignancy
in EEL is 89.25% & 64.56% respectively. Forcep biopsy
is more sensitive technique than EBNA in EEL. (p
<0.00001)(Table 3).

Table 2 Diagnostic yield of fiberoptic bronchoscopy guided
procedures in exophytic endobronchial lesions

No. of Patients of Exophytic Positive Yield
Lesions (n=810) results (%)
(n=810)

EBNA positive only 523 64.56
FB positive only 723 89.25
Both EBNA and Forcep Biopsy 791 97.65
EBNA+BW 545 67.28
FB+BW 754 93.08
EBNA+FB+BW 810 100

FB: Forcep Biopsy, BW-Bronchial Wash

Table 3 Sensitivity of EBNA and forcep biopsy in exophytic
lesions during bronchoscopy

Procedure Positive Negative Total
yield yield Diagnosed
cases
FB 723 87 810
EBNA 523 287 810

FB: Forcep Biopsy , p < 0.00001
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Sensitivity of forcep biopsy plus bronchial wash in EEL
is 93.08% (754/810). Sensitivity of EBNA plus bronchial
wash in EEL is 67.28% (545/810). Sensitivity of EBNA
plus forcep biopsy in EEL is 97.65% (791/810)
(p<0.00001)(Table 4).

Table 4 Sensitivity of EBNA Plus Bronchial Wash and Forcep
Biopsy in Exophytic Lesions during Bronchoscopy

Procedure Positive Negative Total
yield yield Diagnosed

Forcep Biopsy plus 754 56 810

Bronchial wash

EBNA plus 545 265 810

Bronchial wash

Both EBNA and 791 19 810

Forcep Biopsy

DISCUSSION

Diagnostic yield of EBNA & EBNA plus techniques in
endobronchial lesions:

Total yield of EBNA in exophytic endobronchial
lesions is 64.56% (523/810). In our previous published
studies we have documented 62.60% and 60.66%
respectively in small sample size.['"'2] Kacar et al
observed yield in 77.9% cases.['* Overall diagnostic
yield of EBNA central lesions suspected to be
bronchogenic carcinoma is between 70-96%.[>14-16]

Yield of EBNA, EBNA plus bronchial wash & EBNA plus
forcep biopsy in EEL is 64.56% (523/810), 67.28%
(545/810) & 97.65% (791/810) respectively. Thus,
EBNA has documented complimentary role to other
conventional diagnostic tests bronchial wash and
forcep biopsy in increasing significant yield. Study
conducted by Salathe et al. reported combination of
TBNA with CDT increase yield from 65 to 79 %.['"]
Gullon et al. concluded that addition of TBNA to CDT
increases diagnostic yield of exophytic endobronchial
lesions. ['8 Caglayan et al. reported increase in yield
from 79 to 91 % after addition of TBNA to CDTs (p <
0.001). " Gellert et al. and Hapomik et al.
concluded that addition of TBNA to routine diagnostic
technique improves the diagnostic yield. [10:20]
Inadequate tissue sampling due to the presence of
necrosis, a blood clot on the lesion or formation of

crush artifacts by forcep biopsy makes TBNA an
indispensable tool in these lesions.

Dasgupta et al. and guidelines from the
American College of Chest Physicians (ACCP)
stated that in endobronchial lesions that are
either necrotic in appearance or highly
vascular, TBNA may be used to obtain a sample
by altering the technique in order to directly
place the needle into the endobronchial
lesion.>?'1  Contradictory to  mentioned
inference, Karahalli et al. reported no
significant improvement in yield by adding TBNA
to CDT. (22

Yield of Forcep biopsy & forcep biopsy plus
techniques in exophytic endobronchial lesions:

Total yield of forcep biopsy in exophytic
endobronchial lesions is 89.25% (723/810). In
our previous published studies we have
documented 79.67% and 88.18% respectively in
small sample size. ['""21 Kacar et al observed
yield in 86.4% cases. ['31 Due to the high yield of
forceps biopsy for diagnosing endobronchial
lesions (67-100%) suspicious for lung cancer,
role of TBNA may be limited. ['®]

Sensitivity of Forcep biopsy & EBNA in exophytic
endobronchial lesions:

Sensitivity of forcep biopsy & EBNA in diagnosing
lung malignancy in EEL is 89.25% & 64.56%
respectively. Forcep biopsy is more sensitive
technique than EBNA in EEL. In our previous
published studies we have documented 79.67%
& 62.60%, 88.18% & 71.65% respectively in small
sample size. ['""2] Kacar et al observed yield in
86.4% & 77.9% respectively. [ Forcep biopsy is
considered as gold standard for diagnosis of
malignancy in exophytic endobronchial lesions.
Siddiqui et al. reported sensitivity of EBNA and
forcep biopsy 69.2 and 88.3 %, respectively. (3!
Dasgupta et al. concluded sensitivity of EBNA 85
% and of forcep biopsy 76 % in their studies in
exophytic endobronchial lesions. B! Karahalli et
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al. reported 82.7 % sensitivity for forcep biopsy and
68.6 % for EBNA. 221 Other studies by SK Verma et
al., Funhasi A et al., Kulpati D et al., Zavala DC et al.
and Martin M et al. reported sensitivity of forcep
biopsy 81.6%, 83%, 85.7%, 97% and 98 %, respectively
in endobronchial lesions. 4 Contradictory to
mentioned sensitivity patterns, Caglayan et al.
reported higher sensitivity of TBNA over forcep
biopsy, i.e., 92 versus 85 %, respectively.['’]

Additional yield of EBN A over other methods:

Additional yield of EBNA in Exophytic lesions over
other CDTs (Conventional Diagnostic Techniques such
as forcep biopsy plus bronchial wash) is 6.92%. In our
previous published studies we have documented
4.19% and 4.87% respectively in small sample size.
(11,121 Roth et al.reported that additional yield of
EBNA is 8.04 % in their study. ! Gullon et al.
reported 9.5 % additional yield of EBNA in their study.
['8] Kacar et al. reported that additional yield is not
satisfactory by EBNA over FB and other CDTs. ['3]
Karahalli et al. reported that additional yield of EBNA
was 1 % in their study. 21 Lundgren et al. did not
report an increase in sensitivity of bronchoscopy by
adding EBNA to conventional diagnostic methods, but
their results were later reversed in other studies. 261
Shure and Fedullo showed that the addition of needle
aspiration to FB raised the diagnostic yield from 55 to
87%, and this increase was statistically significant. (7]
Moreover, two other trials demonstrated that the
combination of EBNA and conventional diagnostic
methods increased the sensitivity compared to
conventional methods alone. B>

Sole yield of EBNA in exophytic endobronchial lesions
& importance of ROSE in increasing yield:

Transbronchial needle aspiration is the only positive
test in 52 cases out of 810 diagnosed cases. Although
forcep biopsy has diagnosed 723/810 (89.25%) cases
& EBNA 523/810 (64.56%) cases, only EBNA is the
positive test in 52 cases. In 52 cases diagnosed by
cytopathologist in EBNA samples are further
processed to immunohistochemistry analysis. All
EBNA samples are processed on site as we are having
ROSE facility in our center. Govert et al.firstly

described the utilization of ROSE-EBNA in
sampling central neoplasms; however, this
study was not randomized. [

Mondoni M et al done RCT and specially
documented that addition of needle aspiration
to conventional methods will increase the
sensitivity of bronchoscopy. 8  They also
mentioned that the rate of improvement in
sensitivity was significantly higher in the ROSE-
EBNA arm, suggesting the importance of ROSE in
elevating the sensitivity of EBNA.

Other important observations in present study:

Histopathology type in present study: We have
documented adenocarcinoma in  36.79%
(298/810) cases, Squamous cell carcinoma in
38.51% (312/810) cases, non-small cell
carcinoma in 12.71% (103//810) cases, small
cell carcinoma in 8.88% (72/810) cases, and
large cell carcinoma in 3.4% (25/810) cases.
Adenocarcinoma trends are equally observed
histological type as compared to Squamous cell
type irrespective of smoking trends in study
cases. We have documented that EBNA samples
have given satisfactory results with
histopathology = specimens subjected to
immunohistochemistry. In adenocarcinoma, 61%
cases are EGFR positive, 18% ALK positive, and
12% ROS positive and 9% are all negative.

Complications during bronchoscopy procedures
and  techniques: bronchoscopy  related
hypoxemia documented in thirty-six cases and
minor bleeding in forty-two cases. Other
complications such as significant bleeding,
pneumothorax and death were not seen. Minor
bleeding was seen with forcep biopsy mainly in
5.18 % (42/810) cases. Shure et al Bollinger et
al. Jin F et al. and ACCP Guidelines on
Interventional Pulmonology reported mortality
rate of 0.01 % and complication rate 0.7 % in
their study. Other potentially life-threatening
complications such as respiratory depression,
airway obstruction, arrhythmias and infections
were also not observed in our study. [21.27:29,30]

In present study predominant gender is male are
59.25% (480/810), smoking addiction in 63.20%
(512/810) of which 43.25% cases having smoking
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index more than 20 pack years. In spite of higher
trends of tobacco exposure, adenocarcinoma
histology has been documented in significant number
with undifferentiated or non-small cell type.

Rationale for same findings would be processed
tobacco or tobacco with added mixtures of nitrous
compounds resulting into predisposition to
adenocarcinoma.

Commoner radiological presenting features are mass
lesion in 42.22% (342/810) cases, Hilar opacity in
34.07% (276/810).  Bronchscopically,anatomical
location of lesion documented on right side of
tracheobronchial in 59.01% (478/810) cases as
compared to left side of tracheobronchial wall 32.46%
(263/810) & growth at carina documented in 8.51%
cases (69/810) cases. Upper lobe bronchi are
commoner site on both the sides as compared to
other segmental bronchi.

CONCLUSIONS

Endobronchial needle aspiration has documented
very crucial role in diagnosing lung cancer in
comparison to other conventional diagnostic
techniques. Endobronchial needle aspiration was
found complimentary to conventional diagnostic
techniques in diagnosing lung malignancy in
exophytic endobronchial lesions. Importantly, EBNA
samples can give rapid results, decrease chance for
repeat procedure and guides adequacy of samples
before end of bronchoscopy procedure.

Although Forcep biopsy is more sensitive test then
EBNA in EEL in diagnosing disease, we have
documented EBNA has significant additive yield in
proportionate number of cases. Inadequate tissue
sampling due to the presence of necrosis, blood clot
over the lesion and formation of crush artifacts by
forcep biopsy make EBNA a valuable technique in
these lesions.

EBNA considered safe, especially when fleshy
vascular endobronchial growth is present and risk of
bleeding is high with forcep biopsy. EBNA cytology
samples can give comparable results to
histopathology. EBNA samples are equally processed
for immunohistochemistry analysis as histopathology
samples. Thus, EBNA is a beneficial, safe and
minimally invasive bronchoscopic technique with
insignificant side effect in the diagnosis bronchogenic
carcinoma.
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ABSTRACT

Objective:The aim of this study was to investigate the relationship between diabetes and
night eating syndrome in obese individuals.

Material and method: This cross sectional study was conducted with 113 (94 female, 19
male) obese individuals between 01.10.2018 and 31.10.2018. Measurements of body weight
and height of individuals were made according to the anthropometric measurement
technique. Socio-demographic data form was applied by face-to-face survey method. The
diagnostic criteria for nighttime eating disorder, which has been validated in Turkish, were
used in the evaluation of night eating syndrome.

Results: It was seen that the mean for nighttime eating disorder scale of the group with
diabetes was 24,68+8,60 and the mean for nighttime eating disorder scale score of the non-
diabetic group was 24,25+10,46 (p=0,112). On the other hand according to body weight there
was a significant difference between two group according to presence of night eating
syndrome (p=0,112).

Conclusion: It was found that the presence of night eating syndrome do not differ according
to diabetes, but body weight.

Key words: Eating disorders, Medical diet treatment in eating disorders, Night eating
syndrome, Obesity, Diabetes
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GIRIS

Gece yeme sendromu Stunkard ve arkadaslan
tarafindan sabah yemek yeme ihtiyaci duymama,
aksam yemeginden sonra fazla yemek yeme ve
uyuyamama hastaligr olciitlerinden  olusan  bir
sendrom olarak tanimlanmistir.['  Gece yeme
sendromunun Amerika Birlesik Devletleri’nde genel
populasyonda gorulme oranm %1,5, bariatrik cerrahi
uygulananlarda gorulme oram %8-4 ve obezite
kliniklerinde gorilme  oram %6-14 olarak
bildirilmektedir.” Ulkemizde yapilan calismalarda
obezlerde 21.85%, saglikli genc bireylerde 10.6 % gibi
oranlar  bildirilmistir.>4Siklikla ilgili bu genis
farkliklar tanmsal kriterlerin standardize olmamsindan
kaynaklanmaktadir.

Genel toplumla karsilastirildiginda, kilolu ve obez
bireylerde gece yeme sendromunun daha yaygin
oldugu gorilmektedir.PlObez bireylerde yapilan
calismalarda kilo kontroli tedavi programlarina
direncli olan katilimcilarda gorilme dizeyinin cok
daha yiiksek oldugu saptanmis ve %51-64 arasinda
degisen oranlar bildirilmistir.[®!  Literatiirde gece
yeme aliskanliginin obezite ile baglantii olmadig,
aslinda kilo alimindan once baslayip, obeziteye de yol
acabilecegi ile ilgili yayinlar mevcuttur.!

Gece yeme sendromunun sik oldugu gruplardan birisi
de tip 2 diyabettir. Tip 2 Diyabetli hastalarda
prevalansin %3,8 ile %12,4 arasinda oldugu tespit
edilmistir. Daha da o©nemlisi, diyabetli hastalarda
gece yeme sendromu koti glisemik kontrol ile
iliskilidir. Gece yeme sendromu semptomlarinin da
zayif metabolik kontrol ile iliskili olduguna dair
kamtlar vardir.®l  Diyabetli hastalarin glisemik
kontroliinde gece yeme roluniin daha iyi anlasilmasi
icin bu iliskiyi hem sendrom diizeyi hem de belirti
seviyesi (beslenme, uyku ve ruhsal belirtileri tek tek
incelemek; bunlarin her biri, tek tek glisemik islevler
Uzerinde etkisi) dizeyinde inceleyen daha ileri
calismalara ihtiyac vardir. Bu calismanin amaci; obez
bireylerde diyabetin gece yeme sendromu ile iliskisi
incelemektir.

YONTEM

Kesitsel desende yapilan bu calisma Istanbul’da bir
o0zel hastanenin Beslenme ve Diyet Poliklinigine
01.10.2018- 01.11.2018 doneminde basvuran toplam
113 katilimar ile yuritulmastir. 18 yasindan kicuk
olanlar, Beden Kiitle indeksi 30 kg/m2’dan kiiciik
olanlar ve sekonder obezitesi olanlar calisma disi
tutulmuslardir.

Katilimcilarin antropometrik 6l¢cumleri arastirmacilar
tarafindan alinmistir. Katibmcilarin kilo ve boy
degerlendirmeleri icin katiimcilarin ayakkabisiz ve
ince giysi ile olmalan istenmis, kalibrasyonu diizenli
yapilan baskul+ stadiometre (JAWON XC-Contact
Marka) ile Frankfort diizlemde iken boy uzunlugu ve
viicut agirligr tespiti yapilmistir. BKi degerleri viicut
agirigt ve boy uzunluklann kullanilarak asagidaki
formil ile hesaplanmistir.

BKi (kg/m?) = Viicut Agirigr (kg) / Boy Uzunlugu (m?)

BKi degerleri <18,50 kg/m2, zayif, 18,50-24,99
kg/m2 normal kilolu, 25,00-29,99 kg/m2 fazla kilolu,
30,00-34,99kg/m2 sisman (1. Derece obez), 35,00-
39,99 kg/m2 sisman (2. Derece obez), >40,00 kg/m2
ileri derecede obez (morbit-3. Derece obez) olarak
siniflandirtmistar.

Calismaya katilan tum bireylere gece yeme anketi,
sosyodemografik veri formu yiiz yilize goriisme teknigi
ile uygulanmistir. Sosyodemografik veri formu ile
katiimcilarin cinsiyet, yas, egitim durumu, calisma,
sigara kullanim durumu gibi sosyodemografik bilgileri
sorgulayan coktan secmeli ve acik uclu sorular ile
toplanmistir.

Katiimcilarin gece yeme sendromu durumu Allison ve
arkadaslan tarafindan gelistirilen, 14 sorudan olusan
bir tarama anketi ile degerlendirilmistir. Anketin
gecerlilik ve giivenirlik calismast yapilmistir.l’!Olcegin
givenilirlik dizeyini belirlemek amaciyla Cronbach
alfa i¢c tutarlillk katsayis1 ve test tekrar test
glivenilirlik katsayis1 hesaplanmistir. Hastalarin GYA ic
tutarlilk analizinde Olcege ait 16 alt soru arasinda
Cronbach alfa kat sayist 0,69 olarak bulunmustur.
Anket sabah istahi ve giinin ilk besin alimi, aksam ve
gece yemeleri, aksam yemeginden sonra besin alimi
orani, asermeler, gece yeme davramsi Uzerindeki
kontrol, uykuya dalma giicliigli, gece uyanarak yeme
sikligl, gece yemeleri sirasinda farkindalik ve duygu
durum ile ilgili sorulan icermektedir. Anketteki ilk
dokuz soru tim katilimcilar tarafindan
doldurulmaktadir. Sonraki sorularda gece uyanmayan
veya atistirmast olmayan katiimcilarin  devam
etmemesi icin uyart vardir. Soru 10-12’yi gece
uyanmalar olan, soru 13 ve 14’l ise gece atistirmalan
olan katiimcilarin doldurmasi gerekir. Anketteki 7.
Madde disindaki maddeler besli Likert tipi ol¢cimle 0-4
arasinda puanlanmaktadir. 7. Madde giin ici duygu
durum degisikligi sorgulanmakta ve giin ici degisiklik
olmayanlar 0 puan almaktadir. Madde 1, 4 ve 14 ters
puanlanmaktadir. Gece vyaris1 atistirmalarinin  ne
kadar farkinda oldugunu soran madde 13, GYS’ nin
uyku ile iliskili yeme bozuklugundan ayirt edilebilmesi
icin sorulmakta, ancak puanlamaya katilmamaktadir.

3R



Soykan S et al. Obez bireylerde diyabetin gece yeme sendromu ile iliskisi. DOI: 10.5281/zenodo.7890404

Toplam alinacak puan 0-52 arasindadir. Ankette yer
alan 15. ve 16. sorularin ise ek soru olarak kullanilmasi
onerilmis ama puanlamaya katilmamstir. Ozgiin
calismada 25 ve lzerindeki puan icin GYS-1’in var
oldugu, oldugu belirtilmistir.[*

Calisma icin Okan Universitesi Tip Fakiiltesi Klinik
Arastirmalar Etik Kurulundan gerekli izinler alinmistir(
12.12.2018/17).Arastirmaya dahil edilen tim bireyler
calisma  oncesinde sozli ve vyazii  olarak
bilgilendirilmis ve bilgilendirmis gonilli onam formu
alinmistir.

Tum istatistiksel degerlendirmeler icin SPSS versiyon
18.0 yazilimi kullamlmistir. Elde edilen siirekli
degiskenler (nicel degiskenler) ortalama (X), standart
sapma (ss) degerleri ile sunulmus ve gruplarin
karsilastinlmasinda  normal  dagiim  gosteren
parametrelerde iki Ortalama Arasindaki Farkin
Anlamlilik Testi (bagimsiz gruplar t testi), normal
dagiim gostermeyen parametrelerde ise Mann-
Whitney U testi kullamlmistir.

Tablo 1.Katilimcilarin genel ozellikleri

Kategorik degiskenlerin sunumu icin ise say1 (S) ve
ylizde (%) degerleri kullanmilmis Pearson Ki-kare testi
ve Fisher Exact testi ile degerlendirilmistir.
Onemlilik diizeyi p<0,05 olarak kabul edilmistir.

SONUCLAR

Calismaya 70 diyabetli, 43 diyabeti olmayan grup
olmak Uzere toplam 113 birey katilmistir.
Katiimcilarin genel 6zellikleri tablo 1’de verilmistir.
Anket icin kesme degeri 25 olarak kabul edildiginde
diyabetli grupta Gece yeme sendromu olanlarin orani
%44,3 iken diyabeti olmayan grupta %27,9
bulunmustur (p=0,082). Diyabeti olan ve diyabeti
olmayan BKi simflarina gore anlamli bir farkliik
gosterilememistir (Tablo 2). Katilimcilara gece yeme
sendromunun  hayatlarim  ne kadar etkiledigi
sorulmustur. Diyabetik olsun veya olmasin gece yeme
sendromu varliginin bireylerin hayatlarini
etkilemedigi gortilmustiir.

Diyabeti Diyabeti
Toplam
Olan Olmayan
% (n) %(n) % (n)

Yas (y1l) 41,0+14 39,012 40,0£13,0

Erkek 16,0 (11) 19,0 (8) 16,8 (19)
Cinsiyet

Kadin 84,0 (59) 81,0 (35) 83,2 (94)

8 yil ve alti 16,6 (12) 18,6 (8) 17,7 (20)
Egitim durumu Lise 37,5 (27) 20,9 (9) 31,8 (36)

Universite ve Ustii 45,9 (33) 60,5 (26) 50,5 (59)

Calisan 88,9 (62) 83,7 (36) 86,7 (98)
Meslek

Calismayan 11,1 (8) 16,3 (7) 13,3 (15)

Igmiyor 68,0 (49) 60,4 (26) 66,3 (75)
Sigara

Iciyor 32,0 (21) 39,6 (17) 33,7 (38)
BKi (kg/m2) 33,9+3,5 31,9£2,5 32,9+3,0
Boy Uzunlugu(m) 1,61+0,08 1,62+0,07 1,61+0,07
Viicut Agirigi(kg) 88,6+12,9 84+8,9 88,3+10,1
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Tablo 2: Gece yeme sendromunun BKI ile iliskisi

Diyabetik Non-diyabetik
BKI GYS var GYSyok | GYSvar | GYSyok
% (n) % (n) % (n) % (n)
30-34,9kg/m? | 61.3 (19) | 66.6 (26) | 100 (12) | 87.2 (27)
35-39,9kg/m? | 38.7 (12) | 25.6 (10) | 0 (0) 6.4 (2)
>40kg/m? 0 (0) 7.8 (3) 0 (0) 6.4(2)
P 0.183 0.426
TARTISMA

Calisma sonucunda gece yeme sendromu sikliginin
diyabeti olan ve olmayan gruplar arasinda anlamli
olarak farkliik gostermedigi gorilmustiir. Gece Yeme
Bozuklugu ve diyabet arasindaki iliskiyi aciklayan az
sayida calisma vardir. Literatlirdeki bilgilere gore
GYS’nin diyabetli hastalarda %3,8-%12,4 oraninda
oldugu tahmin edilmektedir (10-12). Daha Once
diyabetli hastalar arasinda yapilmis calismalarin
sonuclarina gore; GYS ve glisemik kontrol arasindaki
ilisknin ~ karmasik oldugu bulunmustur. Ayrica,
diyabetli hastalarda, gece yeme bozuklugunun
basarisiz diyet kontrolu, kotu glikoz izlemi ve obezite
ile iliskili oldugunu gosteren baz1 bulgular da vardir.
Diyabet ve GYS’si olan hastalarda, yalmizca diyabet
olan hastalara gore daha yuksek HbA1c seviyesi
oldugunu gostermistir (11). Fakat, diger gruplar
arasinda HbA1c seviyelerinde farklilik gorilmemistir.
Kisaca bu kansik sonuclar GYS ve diyabet arasinda
iliski kurulmasina olanak saglayamamistir (13). GYS,
obez olmayanlarda da goriilmesine ragmen, obezlerde
GYS’nin gorulme oraninin ozellikle zayiflama tedavisi
icin basvuranlarda daha fazla oldugu bulunmustur
(14-16). GYS’nin zayiflama programlarina basvuran
obez bireylerde, obez olmayan bireylere oranla
prevalanslar daha yuksek goriilmistir (17). Bununla
birlikte, calismalarda GYS ve obezite arasinda anlaml
bir iliski oldugu sonucu bulunamamistir (18). Gece
yeme bozuklugu ve diyabet arasindaki iliskiyi
aciklayan az sayida calisma vardir.

Gece yemek yeme aliskanlig1 diyabeti olan grupta GYS
puanlamalarina gore hayati anlamli derecede
etkiledigi saptanmistir (p=<0,01) (Tablo 26, Tablo
27).  GYS’si olan yatan hastalarda gece tiketilen
yiyeceklerin cogunu karbonhidratlar olustururken
sabahlar1 karbonhidrat tiiketiminin daha dusiik oldugu
belirtilmistir. Hastalarin yarisindan fazlasinin geceleri
ekmek, sekerlemeler gibi besinleri tlikettikleri ve
aksam tiiketilen vyiyeceklerin protein iceriginin,
karbonhidratlara gore diisiik oldugu belirtilmistir (19).

Yapilan bir uyku calismasinda, Amerikali GYS olan
bireyler (Ortalama BKI 36 kg/m2) normal uyku-
uyanma davranisi gostermesine karsin, 2. Faz ve 3.
Faz uykuda GYS olmayan bireylere gore, daha az
normal davrams gostermistir. Sonuc¢ olarak, daha az
toplam uyku siresi ve uyku kalitesinde azalma
gorulmustur (20).

Sonuc olarak gece yeme sendromunun sikliginin
diayebt varligi ile anlamli olarak farklilik
gostermedigi; obez bireylerde diyabetik durumun
GYS lizerinde farklilik yaratmadigi goriilmektedir. Bu
acidan GYS tedavisinin multidisipliner bir yaklasimla,
diyetisyen, doktor ve psikologtan olusan bir ekip
icerisinde degerlendirilmesi ve hastada farklilik
yaratmasi faydali olacaktir.
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ABSTRACT

Objective: The aim of this study is to determine the characteristics of the people who are given a driver’s
health report and to reveal the problems that may be encountered in the reporting processes and the
points to be considered.

Material and method:Driver health reports prepared in Kartal Dr. Litfi Kirdar City Hospital Education FHCs
in the years 2020-2022 were reviewed retrospectively.The sociodemographic and health characteristics of
300 people who were given a driver’s health report were determined.Data were analyzed with SPSS 17
(Statistical Package for the Social Sciences-IBM) program.

Results:55%(n=165) of the participants were female and 45%(n=135) were male.The mean age is 35.9+12.2
years.66.7%(n=200) of the participants are universary graduates.18.0%(n=54) of the participants had a
limitation.There was no significant difference between the disability status and gender,year of application
level.While 49.3%(n=148)
time,50.7%(n=152) applied for renewal.18.0% (n=54) of the participants had an additional disease;
3.3%(n=10) had diabetes and 5.0% (n=15) had hypertension. 13.0% (n=39) of the participants had an

additional disease other than diabetes and hypertension.

and education of the participants applied for a license for the first

Conclusion:Additional diseases, drug use status and limitations of the participants applying for a driver’s
license health report should be screened, the driver’s health reports should be prepared in accordance with
the regulation, and they should be referred to an additional branch or higher level health institutions when
necessary.

Keywords: driver license health report, family medicine, family health center
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INTRODUCTION

It is obligated for driver candidates and the ones who
want to renew their driving licenses to verify with a
doctor’s report that the health condititons are
suitable for driving and traffic in Tirkiye. In this
study it was aimed to determine the characteristics
and related factors of people who had driver’s
licence health report (DLHR) in E-FHCs (Educational-
Family Health Centers) affiliated to Kartal Dr.Lutfi
Kirdar City Hospital.

METHOD

In this cross-sectional, descriptive study the DLHRs
which were prepared for the drivers aged 18 and
over, between 2020 and 2022 at Health Sciences
University E-FHCs of Kartal Dr. LutfiKirdar City
Hospital were retrospectivly scanned. Some
participans were invited face to face and some of
them were called by phone. Age, gender, application
date, eduacation status, first time to apply for a
driver’s license or for renewal, whether there is a
restriction code, co-morbidities, chronic drug use,
referral status, disability status, regular health
service utilization from E-FHCs, smoking status were
recorded of the 300 people who accept to be
participant in the data collection form prepared by
the researchers.

The data obtained were analyzed with the SPSS 17.0
package program (Statistical Package for the Social
Sciences - IBM®). Frequency, percentage, mean,
median, minimum, maximum value and standard
deviation were used as descriptive statistics. The
assumption of normal distribution of all variables
was evaluated with the Shapiro-Wilk test, and
Student’s t test, ANOVA test, and Pearson correlation
analysis were used for continuous variables with
normal distribution. Chi-Square test was used in the
evaluation of categorical variables. P values of <0,05
were accepted as statistically significant for all
analyses. Ethics commitee approval was obtained
from the local clinical research ethics committee
before starting the study (date: 22/06/2021, number:
2021/514/204/15)

RESULTS

45% (n=135) of the participants were male and
55% (n=165) were female, with a mean age of
35.9 + 12.2 vyears. Considering the age
categories, 54.7% (n=164) of the participants
were between the ages of 18-34, 42.3% (n=127)
were between the ages of 35-64, and 3% (n=9)
were 65 years and older.

It was determined that 6.7% of the participants
were primary school graduates, 5.7% were
secondary school graduates, 21% were high
school graduates and 66.7% were university
graduates. It was observed that 11.9% of the
male participants were primary school
graduates, 8.1% were secondary school
graduates, 28.9% were high school graduates
and 51.1% were university graduates. It was
determined that 2.4% of the female participants
were primary school graduates, 3.6% were
secondary school graduates, 14.5% were high
school graduates, and 79.4% were university
graduates.

There was a significant difference between age
groups in terms of the gender of the
participants. 45.2% (n=61) of the male
participants were in the 18-34 age range, 50.4%
(n=68) were in the 35-64 age range, and 4.4%
(n=6) were in the 65 and over age range. 62.4%
(n=103) of the female participants were in the
18-34 age range, 35.8% (n=59) were in the 35-64
age range, 1.8% (n=3) were 65 years and older
(p=0.009). When the relationship between
gender and educational status was examined,
there was a significant difference between male
and female participants (p=0.000). It was
observed that 78.8% (n=130) of the male
participants did not smoke, and 53.0% (n=71) of
the female participants did not smoke. A
statistically significant difference was found
between the gender of the participants and
their smoking status (p=0.000) (Table 1).
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Table 1: General characteristics of participants

When the application years of the participants are
examined, 28% (n=84) applied for DLHR in 2020,
42.7% (n=128) in 2021 and 29.3% (n=88) in 2022.
While 21.5% (n=29) of male participants applied in
2020, 33.4% (n=55) of female participants applied for
DLHR in 2020. There was a significant difference
between the application years of male and female
participants (p:0.012) (Table 2).

Table 2: Years of application by gender of applicants

Man Woman Total P
% (n) % (n) % (n)
Age 37.8+13.5 34.3+10.9 35.9+12.2 0.016
18-34 years | 45.2(n=61) 62.4(n=103) | 54.7(n=164)
35-64 years 50.4(n=68) 35.8(n=59) | 42.3(n=127)| 0,009
265 years 4.4(n=6) 1.8(n=3) 3.0(n=9)
zlrlmaryscho 11.9(n=16) 2.4(n=4) 6.7(n=20)
Education Middleschool | 8.1(n=11) 3.6(n=6) 5.6(n=17) 0,000
High school 28.9(n=39) 14.4(n=24) | 21(n=63)
University 51.1(n=69) 79.6(n=131) | 66.7(n=200)
Smoking Yes 21.2(n=35) 47.0(n=63) | 32.8(n=98) 0.000
status No 78.8(n=130) | 53.0(n=71) | 67.2(n=201)|
When the relationship between the year of

application for DLHR and the level of education was
examined, a significant difference was found.
While 79.8% (n=67) of those who applied for DLHR
in 2020 were university graduates, this rate
decreased to 74.2% (n=95) in 2021 and to 43.2%
(n=38) in 2022. DLHR Applications being on the
other education levels increased (p=0.000) (Table
3).

Table 3:Distribution of DLHR applicants of education levels

Man Woman Total P
% (n) % (n) % (n)
Years 2020 | 21.5(n=29) | 33.4(n=55) | 28(n=84) 0,012
2021 | 41.5(n=56) | 43.6(n=72) | 42.7(n=128)
2022 | 37(n=50) 23(n=38) 29.3(n=88)

2020 2021 2022

% (n) % (n) % (n)
Primaryschool 0.0 (0) 7.8 (10) 11.4 (10)
Educationl Middleschool 1.2 (1) 3.2 (4) 13.6 (12)
evel High school 19 (16) | 14.8 (19) |31.8 (28)
University 79.8 (67) | 74.2 (95) |43.2 (38)
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While 49.3% (n=148) of the participants applied for
DLHR for the first time, 50.7% (n=152) applied for
renewal. While the mean age of the participants
who applied for DLHR for the first time was 28.1+6.8
years, the average age of those who applied for
renewal was 43.5+11.6 years. While 32.4% (n=48) of
those who applied for DLHR for the first time were
male, 67.6% (n=100) were female. (p=0.000). While
applications to receive DLHR for the first time
decreased over the years, renewal applications
increased significantly (p=0.000), there was no
significant difference between the type of DLHR
application and education level (p=0.304) (Table 4).

While 5.6%(n=3) of the participants with
limitations were primary school graduates,
5.6% (n=3) were secondary school graduates,
18.5% (n=10 high school graduates, 70.4%
(n=38) university graduates. While 6.9% (n=17)
of the participants without limitations were
primary school graduates, 5.7% (n=14) were
secondary school graduates, 21.5% (n=53) were
high school graduates, and 65.9% (n=162) were
university graduates (Table 5).

Table 5: Relationships between referral status of
applicants for DLHR and other variables

Table 4: Relationships between DLHR application type and

general features

First Renewal P
application % (n)
% (n)
| Age 28.1 +6.8 43.5 +11.6 | 0,000
Gender Woman 67.6 (100) 42.8 (65) 0,000
Man 32.4 (48) 57.2 (87)
Year 2020 37.1 (55) 19.1 (29) 0,000
2021 45.3 (67) 40.1 (61)
2022 17.6 (26) 40.8 (62)
Education | Primary 4.7 (7) 8.6 (13) 0,304
level school
Middle 4.1 (6) 7.2 (11)
school
High school 23.0 (34) 19.1 (29)
University 68.2 (101) 65.1 (99)

18.0% (n=54) of the participants had a limitation.
Considering the limitations, it was seen that 98.1%
(n=53) used glasses and/or contact lenses due to
refractive error, and 1.9% (n=1) had an orthopedic
limitation. There was no significant difference
between the presence of limitation and gender,
year of application and education level. While 59.3%
(n=32) of the participants with limitations were
female, 40.7% (n=22) were male. While 54.1%
(n=133) of the participants without limitations
were female, 45.9% (n=113) were male. It was seen
that 29.6% (n=16) of the participants with
limitations applied for DLHR in 2020, 46.3% (n=25) in
2021, and 24.1% (n=13) in 2022. Of the participants
without limitations, 27.6% (n=68) applied for DLHR
in 2020, 41.9% (n=103) in 2021, and 30.5% (n=75) in
2022.

Referred Non- P
% (n) referred
% (n)

Age 32.5+10.9 | 36.4+12.3 | 0,052
Gender Woman 77.5 (31) 51.5 (134) | 0,002

Man 22.5 (9) 48.5 (126)
Year 2020 47.5 (19) 25.0 (65) 0.000

2021 47.5 (19) 41.9 (109)

2022 5(2) 33.1 (86)
Education Primary 2.5(1) 7.3 (19) 0,417

school

Middle 5.0 (2) 5.8 (15)

school

High 15.0 (6) 21.9 (57)

school

University | 77.5 (31) 65.0(169)
Chronic Yes 22.5 (9) 17.3 (45) 0.506
diseases No 77.5 (31) 82.7 (215)
Limitations Yes 10.0 (4) 19.2 (50) 0.189

No 90.0 (36) 80.8 (210)
Application Renewal 22.5 (9) 55.0 (143) | 0.000

First time | 77.5 (31) 45.0 (117)

18.0% (n=54) of the participants had at least
one additional disease. 3.3% (n=10) had
diabetes and 5.0% (n=15) had hypertension.
13% (n=39) of the participants had an
additional disease other than diabetes and
hypertension. 8.8% (n=13) of the first-time
applicants for DLHR and 27.0% (n=41) of the
applicants for renewal had additional disease
(p=0.000). While there was a limitation in
17.6% (n=26) of those applying for DLHR for the
first time, this rate was 18.4% (n=28) in those
applying for renewal (p=0.881).

42




Journal of One Health Research

14.3% (n=43) of the participants had a history of
medical drug use. While 23.3% (n=10) of those with
a history of medical drug use applied for DLHR for
the first time, 76.7% (n=33) applied for renewal
examination (p=0.000).

13.3% (n=40) of the participants were referred to a
higher institution. A statistically significant
difference was shown between referral status and
gender, year of application, and first-time and
renewal application. While 77.5% (n=31) of the
referred participants were female, 22.5% (n=9) were
male. Of the non-referred participants, 51.5%
(n=134) were female, while 48.5% (n=126) were
male. While 47.5% (n=19) of the referred
participants applied for DLHR in 2020, 47.5% (n=19)
applied in 2021 and 5% (n=2) in 2022. While 25%
(n=65) of the non-referred participants applied for
DLHR in 2020, 41.9% (n=109) applied in 2021 and
33.1% (n=86) in 2022. Of the referred participants,
2.5% (n=1) were primary school graduates, 5% (n=2)
were secondary school graduates, 15% (n=6) were
high school graduates, and 77.5% (n=31) were
university graduates. On the other hand, 7.3% (n=19)
of the participants who were not referred were
primary school graduates, 5.8% (n=15) were
secondary school graduates, 21.9% (n=57) were high
school graduates, and 65% (n=169) were university
graduates.

While 22.5% (n=9) of the referred participants had
an additional disease, 77.5% (n=31) did not have any
additional disease. On the other hand, 17.3% (n=45)
of the participants who were not referred had an
additional disease, and 82.7% (n=215) did not have
any additional disease. 10%(n=4) of the referred
participants had limitations, 90% (n=36) had no
limitations. While 19.2% (n=50) of the non-referred
participants had limitations, 80.8% (n=210) had no
limitations. While 22.5% (n=9) of the referred
participants applied for renewal, 77.5% (n=31)
applied for the first time. While 55% (n=143) of the
non-referred participants applied for license
renewal, 45% (n=117) applied for DLHR for the first
time

59.0% (n=177) of the participants had used E-FHC at
least once before applying for DLHR. While 56.5%
(n=100) of the participants using E-FHC were
female, 43.5% (n=77) were male.

While 52.8% (n=65) of the participants who did
not use E-FHC were female, 47.2% (n=58) were
male. While 32.2% (n=57) of the participants
using E-FHC applied in 2020, 36.2% (n=64)
applied in 2021 and 31.6% (n=6) in 2022. While
22% (n=27) of the participants who did not use
E-FHC applied in 2020, 52% (n=64) applied in
2021 and 26% (n=32) in 2022. While 7.3% (n=13)
of the participants using E-FHC were primary
school graduates, 6.8% (n=12) were secondary
school graduates, 20.9% (n=37) were high
school graduates, 65% (n=115) were a
university graduate. While 5.7% (n=7) of the
participants who did not use E-FHC were
primary school graduates, 4.1% (n=5) were
secondary school graduates, 21.1% (n=26) high
school graduates, and 69.1% (n=85) university
graduates. While 18.6% (n=33) of the
participants who used E-FHC had an additional
disease, 81.4% (n=144) did not have any
additional disease. While 17.1% (n=21) of the
participants who did not use ASM had an
additional disease, 82.9% (n=102) did not have
any additional disease. 17.5% (n=31) Of the
participants using E-FHC, had limitations,
82.5% (n=146) had no limitation status. 18.7%
(n=23) Of the participants who did not use E-
FHC, had limitations, 81.3% (n=100) had no
limitations. While 49.7% (n=88) of the
participants with E-FHC use applied for license
renewal, 50.3% (n=89) applied for the first
time. While 52% (n=64) of the participants who
did not use E-FHC applied for renewal, 48%
(n=59) applied for the first time. While 13.6%
(n=24) of the participants with E-FHC use were
referred, 86.4% (n=153) were not referred.
While 13%(n=16) of the participants who did
not use E-FHC were referred, 87%(n=107) were
not referred.

While there was a significant difference
between E-FHC use and the year of admission,
there was no significant difference in terms of
other variables.
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DISCUSSION

In our study, it was aimed to determine the points
that the family physicians should pay attention
when issuing DLHR by evaluating the medical and
socio-demographic characteristics of the
driver/driver candidates in order to prevent or
minimize traffic accidents related to the medical
conditions of drivers, which are among the leading
causes of death.

It was determined that a high percentage of female
participants were university graduates, which is
thought to mean that as the level of education in
women increases, the rate of driving increases.
Although it is seen that the participants mostly
apply for DLHR in 2021, it is seen that there is a high
demand for DLHR in the first 6 months of 2022. We
think that this is due to the fact that Turkey will
switch to new types of driver's licenses in 2023. It is
seen that the application rate of university
graduates has decreased over the years. It can be
concluded that over the years, people with a low
level of education have applied for a driver's license
report at a high rate. We think that these
applications caused by who wants to get a new type
of driver's license.

It was determined that the participants who applied
for a driver's license for the first time were women
with a high percentage and those who applied for
renewal were mostly men. It was observed that the
highest rate of participants with limitations was in
2021. It was found that those with a history of
medical drug use applied for renewal at a high rate,
and those who applied for their driver's license for
the first time had a low rate of medical drug use. It
can be thought that this situation is due to the older
age of the applicants for renewal.

In a study conducted by Siimer, the personal health
declaration forms and examination results of 3215
people who applied to the family medicine
outpatient clinic to obtain a drivers’s health report
were compared. When the forms were examined,
2172 people (67.6%) declared that did not have any
disease, while 1043 people (32.3%) declared that
they had at least one health problem. As a result of
the examinations, normal examination findings were
found in 1907 people (59.3%), and at least one
abnormal examination finding was found in 1308
people (40.7%). The most common health problems
were visual impairment in 832 people (25.9%), joint

disorders in 269 people (8.4%), cardiovascular
disease in 171 people (5.3%), nervous system
disease in 118 people (4.9%) and Diabetes
mellitus in 113 people (3.5%) respectively (2).
In our study, 18.0% (n=54) of the participants
had a health problem; 3.3% (n=10) had
diabetes and 5.0% (n=15) had hypertension.
13% (n=39) of the participants had an
additional disease other than diabetes and
hypertension. 14.3% (n=43) of the participants
had a history of medical drug use. Considering
the limitations of the participants, it was
observed that 98.1% (n=53) wore glasses for
visual impairments and 1.9% (n=1) had
orthopedic limitations. Visual impairment is
the most common problem in drivers and
driver candidates. This is the common result
with this study and our study. Similar results
were found for visual impairment in both
study.

Traffic accidents are one of the the most
important reasons of injury In Turkiye, its
frequency increases and causes mortality and
morbidity. After traffic accidents the severity
of the injury will occur in people affects
morbidity and therefore disability rates (3).
The rate of traffic accidents due to medical
reasons is unknown. As a result of a study
conducted in Canada and the USA, it is shown
that less than 5% of commercial vehicle
accidents are due to cardiovascular diseases.
According to studies conducted in Europe, it
has been reported that approximately 0.1% of
traffic accidents are due to medical reasons,
and 10-25% of this is due to cardiac conditions
(4). According to accident statistics, vehicle
users have the biggest error rate with a rate of
95%. The main error factors related to the
user; speed, alcohol and substance exposure,
insomnia and fatigue, and no use of seat belts,
child car seats and helmets. Relevant
legislation has been advanced in Turkiye, but is
not being followed properly (5).

In a study conducted by Delice in 2012, a
significant relationship was found between the
rate of female drivers and the number of
traffic accidents per driver. It has ben
determined that as the rate of female drivers
in the provinces

44



Journal of One Health Research

increases, the total number of accidents per driver
increases (6). In a study conducted by Balkan Bilgin,
the effects of personality traits and attitudes on
risky behaviors in traffic were examined. In the
study, it was found that personality traits have
direct or indirect effects on risky driving. It has
been observed that drivers who score high on the
evaluated personality traits of anxiety, aggression,
and impulsivity have a higher rate of risky driving
(7).

Some studies have investigated the risks of old age
in terms of driving and accidents. The possible risks
of advanced age have been revealed and it has been
seen that it causes traffic accidents to a
considerable extent. In order to renew the driver's
license of an elderly driver, that person must
undergo a detailed medical and psychological
examination for eligibility to drive. People over the
age of 65 should be evaluated with intermittent
examinations in terms of health problems that will
affect their driving characteristics, and the
necessary regulations for the renewal of their
licenses should be included in the legislation (8). In
a study conducted by Ivers et al., it was stated that
the risk of having an accident increases after the
age of 80, the frequency of fatal accidents
increases, and they are more judged for causing an
accident (9). Doctors examining elderly patients
should question whether their patients drive and
manage possible risks by making detailed
assessments. It is important to tell patients about
the possibility of the patient’s current diseases and
the drugs they are using to create a risky situation
in driving. In case of a problem, it is necessary to
discuss possible solutions with the patient (10).

In the study conducted by Aran et al., it was stated
the elderly drivers safe driving skills problems have
been identified, such as signal markers, use of the
rear view mirror, regulation of vehicle operational
parts according to the individual. These deficiencies
in skills are thought to affect individual vehicle
compliance and safe driving (11). In the study
conducted by Diker et al., socioeconomic level,
education level and quality of life were found to be
directly related to worsening cognitive abilities. As
the ratio of the geriatric population to the general
population increases, the importance of preserving
cognitive capacity also increases (12). In the study

conducted by Bernardelli et al., the
importance of gender, education and age with
a lesser extent was associated with predicting
cognitive function in the oldest elderly
population, so the importance of cognitive
reserve and successful aging was emphasized
when evaluating the elderly population who
can still drive (13). In the study conducted by
Horikawa et al., a clear relationship between
cognitive function tests, cognitive function
performance, driver conditions and behaviors
was not demonstrated, and it was emphasized
that a more reliable system should be
developed (14).

In the study conducted by Jovanovi et al.,
cardiovascular  diseases were  detected
frequently in drivers, and people with diseases
such as arterial hypertension, coronary artery
disease, rhythm disorders, thromboangiitis
obliterans cause traffic accidents more than
healthy ones. These results again remind the
importance of better health controls and
periodic examination (15).

In the study conducted by Erim et al. , the
effects of psychiatric drugs on the ability to
drive were examined, and it was emphasized
that pedestrians and drivers should be
considered when prescribing drugs in the
clinic, and that the driving skills of those who
use psychiatric drugs periodically should be
evaluated (16). In the study conducted by
Cushman et al.,, it was emphasized that
psychiatric patients did not cause a higher rate
of single-vehicle accidents, did not violate the
rules, and did not exceed the speed limits (17).

In the study conducted by Pek and Pinarcy, it is
recommended that other substances that can
be used by people other than alcohol should be
examined in blood and urine tests in traffic
accidents, and it is believed that the
deterrence of the use of these substances will
increase (18). In the study conducted by Aktas
et al., it was stated that As in many studies
with drivers in the literature, the most
common use other than alcohol substance is
marijuana (19). In the study conducted by
Pascali et al., the use of cocaine and
cannabinoids was determined the
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most as psychotropic substances, it was emphasized
that benzodiazepines were the most prescribed
drugs, and the status of these drugs in terms of
driving risk was evaluated and it was noted that this
situation was not included in the legislation (20).

In a study conducted by Ozdilek and Uc, it was
stated in a study that a single physician's opinion
was not sufficient in terms of driver's ability in
parkinson’s disease, it was stated that motor, visual
and cognitive functions were important, and it was
emphasized that patients could be evaluated by a
driving rehabilitation specialist (21). In the study
conducted by Papageorgiou et al., it was
emphasized that a personalized approach should be
applied by neurology and neuropsychology branches
when making a decision about driving competency in
Alzheimer's disease (22). In the study conducted by
Topcuoglu, the current situation of epilepsy patients
in terms of driver's license in many countries was
examined. It was stated that epileptics could not
obtain a driver's license in many countries, including
Turkey, and it was emphasized that this situation
should be stated in the epileptic patient's certificate
who applied for a driver's license (23). In the study
conducted by Taylor et al. it wasn’t suggested that
taking antiepileptic drugs in any way increases the
risks of any form of accident in a population of
drivers with a history of epilepsy (24).

In the study conducted by Firat, it was emphasized

that the driver's license was temporarily withdrawn
in diseases such as narcolepsy, which affect the
consciousness state, and it was stated that decision
to obtain a permanent driver's license could be
made in those with chronic conditions and the
response to some treatment is low (25). In the study
conducted by Fattouch et al., a large number of
epilepsy patients were examined with ambulatory
EEG, and it was stated that this evaluation could be
used in driver report applications (26). In the study
conducted by Kurt et al., since approximately half
of those over the age of 50 developed senile
cataract the importance of performing periodic
ophthalmological examinations in this age group was
emphasized (27).

In the study conducted by Gislason et al. , it was
emphasized that while single-vehicle accidents were
detected more frequently in young people and men,

they occurred in cases of alcoholism and falling
a sleep (28). In a study conducted by Findley
et al., it was emphasized in the study that
individuals with obstructive sleep apnea
syndrome cause too many preventable
accidents due to falling asleep while driving
(29). In the study conducted by Waller et al. ,
it was determined that alcohol, contrary to
what is known, does not protect against injury
in collisions and increases the risk of injury
(30).

In the study conducted by Prasad et al. ,
among disabled drivers who returned to
driving, those who used unusual practices
instead of familiar ones found lower success
and higher accident rates (31). In the study
conducted by Sumer, it was pointed out that
social norms should be formed for traffic
safety culture which could be provided by
education and transportation policies
strengthened with effective control and
intervention practices (32).

In the study conducted by Honkasalo et al. , it
was stated that two-thirds of diabetics who use
insulin, who occasionally show signs of
hypoglycemia, have a driver's license, and it
was added that this situation is incompatible
with the legislation (33). In the study
conducted by Broz et al., it was stated that
patients using insulin or using a combination of
insulin and OAD did not report serious
hypoglycemia to the physician due to the high
rate of fear of revocation of license, and it was
emphasized that this situation led to
insufficient information of the physician and
thus inadequate treatment of the patient (34).

In a study conducted by Martin and Estevez, it
was suggested that drivers can be divided into
two profiles as those with high practical
intelligence and fewer errors, high motor and
cognitive performance, and those with more
errors, low practical intelligence and low
motor and cognitive performance. According to
the study, the number and type of accidents
during their first years of driving are related to
the cognitive profiles of drivers assessed
before they obtained their driving license (35).

In the study conducted by Hansotia and Broste,
it was stated that the risk of traffic accidents
is
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higher for diabetics and epileptics than unaffected
individuals, the risk increase was found to be less
than in previous studies, and it was not large enough
to require more restrictions (36).

In our study, it was determined that the participants
who were referred to the upper branch were women
with a high rate. The reason for this is thought that
female participants applying for a medical report
for driver's license may have a higher rate of
additional diseases and thus a higher referral
indication. While a low rate of restriction was
observed among those who were referred, a higher
rate and number of restrictions were observed
among those who were not referred, and it is
thought that the reason for this is related to this
situation is stated in the driver's license health
report without being referred by the physician in
those who are found to be limited.

In our study, it was revealed that the number of
people with additional disease among those who use
ASM is relatively higher than the number of people
with additional disease among those who do not use
ASM. From this point of view, it can be thought that
the participants with ASM use have repeated ASM
applications due to chronic disease.

In our study, it was observed that the high rate of
people applying for DLHR was between the ages of
18-34 and a high rate of university graduates. The
rate of limitation was 18% in those who applied for
DLHR, 18% had an additional disease, and nearly 15%
had a history of medical drug use. These results
draw attention to the health problems that may be
encountered while preparing DLHR.

Since the study was single-centered and was
conducted in a certain period, the results are
limited to the characteristics of the region and the
period, and cannot be reflected in general. It is
possible to obtain more meaningful results with
studies to be carried out in other centers, and it
would be beneficial to deepen the anamnesis and to
carry out more comprehensive studies that take into
account the existing diseases in those who apply for
DLHR.

CONCLUSION

Family Physicians should carefully evaluate the
comorbidities and limitations of individuals
when issuing DLHR. While some people
applying for DLHR may prefer not to mention
their additional diseases, others do not know
about their current disease. The health
problems declared in the Personal Health
Declaration forms of the people applying for
DLHR should be evaluated in detail, but the
examinations should not be limited to these, a
detailed anamnesis should be taken, the past
medical records of the applicant should be
examined, a detailed physical
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Dogo Argentino Irki Bir Kopekte
Gorilen Viseral Leishmaniasisin
Patolojik Bulgularn

Canine Visceral Leishmaniasis,
Pathological Findings in a Dogo Argentino Dog

Aybars Akar’ Zafer Ozyildiz Leyla Elif Ozgii Ayozger?

Yusuf Sinan Sirin® Go6zde Okuyucu® Melike Altintas*

'Burdur Mehmet Akif Ersoy University, Faculty of Veterinary Medicine, Department of Internal
Medicine, Burdur, TURKEY

2Burdur Mehmet Akif Ersoy University, Faculty of Veterinary Medicine, Department of Pathology, Burdur,
TURKEY

3 Burdur Mehmet Akif Ersoy University, Faculty of Veterinary Medicine, Department of Surgery, Burdur,
TURKEY

4Burdur Mehmet Akif Ersoy University Health Sciences Institute, Burdur, TURKEY

ABSTRACT

A six-year-old, Dogo Argentino male dog, which had been treated for Leishmaniasis for 6
months, was brought to Burdur Mehmet Akif Ersoy University Veterinary Faculty clinics with
complaints of partial paralysis, vomiting, lethargy, anorexia and deterioration in general
condition. Due to the death of the dog during the treatment, it was sent to the Department of
Pathology for necropsy. Macroscopically; The live rand spleen was enlarged and had a
granular surface. In the kidney, uroliths were found in the calyx renalis. Microscopically,
multi focal granulomatous hepatitis, splenitis, focal myelitis and multifocal nonsuppurative
glomerulonephritis were observed. Leishmania spp. Were detected cytoplasm of macrophages
in the liver kidney,spleen and medulla spinalis with Giemsa staining. Biochemical analyzes of
urolites were determined to be of xanthine origin. In this study, a case of visceral
Leishmaniasis associated with Xanthine Urolithiasis in a Dog oargentino dog was examined
with its clinical, macroscopic and microscopical findings in detail.

Keywords: Canine Leishmaniasis, Dogo Argentino, Pathology
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GIRIS

Leishmaniasis insan ve kopekler basta olmak uzere
bircok memeli hayvanda Leishmania tirlerinin neden
oldugu protozoal bir hastaliktir.1 Bulasma basta
tatarcik turleri olmak uzere phlebotomus turleri ve
Rhipicephalus turu keneler yardimi ile olur.2 Etken
makrofajlarin  icerisine vyerlesir. Genel olarak
makrofaj yikim etkenlerin cogalmasi ve hareketleri
ile olur. Parcalanan makrofajlardan cikan etkenler
dokulara yayilir.1

Kopeklerde hastaligin deri ve viseral formlan
tamimlanmistir.  Deri  formunda kronik ulserler
sekillenir. Visceral formda karaciger simetrik olarak
buyumis olup koyu kirmizi-kahve renklidir ve
yuzeyinde cok sayida granulomlar bulunur.3 En
belirgin lezyonlar dalakta gozlenir. Dalak 2-3 misli
buyumis olup kapsulast koyu kirmizi-siyah renklidir.
Histopatolojik olarak bircok organda fokalgranulomlar
sekillenir. Etkilenen organlarda, hiicresel
infiltrasyonlarla sonuc¢lanan vyangisal proliferatif
degisiklikler gozlenir.4 Tam dalak, lenf dugiimi ve

kemik iliginden alinan sitolojik Ornekler ile
histopatolojik  orneklerde etkenin  goriilmesiyle
yapilir.1

OLGU SUNUMU

Burdur Mehmet Akif Ersoy Universitesi Veteriner
Fakiltesi  Kliniklerine  Leishmaniasis  suphesiyle
getirilen Dogo Argentino 1rki erkek bir kopekte, arka
ayaklarda parsiyel paraliz, kusma, letarji ve anoreksi
mevcuttu. Yapilan laboratuvar muayenelerinde
belirgin anemi, metabolik asidozis ve idrarda
proteiniiri goriildii. idrar kesesine yapilan sondalama
sonrasinda idrarda tortulara rastlandi. Biyokimyasal
analizlerde bu tortularin ksantin irolithiasis oldugu
saptandi. Tedavi sirasinda hayvanin olmesi Uzerine
Patoloji Anabilim dalina gonderildi. Nekropside
dalagin blyiik oldugu ve margokraniyalisinde
yuzeyden taskin nodiiler goriinumde bir yapiya
rastlandi. Bobregin kesit yiiziinde pelvisrenalise
yerlesen 0,3 cm den 0,5 cm caplarnna degisen
sanimtirak renkli Urolitlere rastlandi. Bu taslarin
temas ettikleri bolgelerde 1 cm ¢apina varan sarimsi
yesil renkli etrafi hiperemik nekrotik alanlara
rastlandi. Son iki lumbal vertebra bolgesindeki
medullaspinalis kismi1  hiperemik ve odemliydi.
Nekropside alinan doku ornekleri %10’luk formaldehit
solisyonunda tespit edildi. Rutin doku takibinden
gecirilerek parafin bloklara gomiuildu. Bloklardan 5 ym
kaliniginda kesitler

alinarak rutin hematoksilen&eozin ve May-Grinwald

Giemsa boyama  yontemleri ile boyand.
Histopatolojik incelemede karacigerde
multifokalgranulomatoz  hepatitis ve  hidropik

dejenerasyon (Figiir 1A), kronik diffuz nonsuppuratif
glomerulonephritis (Figiir 1B), splenitis (Figur 1C),
fokal myelitis (Figir 1D) ve enteritis gozlendi.
Bobrek, karaciger, dalak, bagirsak, lenf folikiilleri ve
medulla spinalisteki yangisal alanlarda makrofajlarin
icerisinde koyu mavi-siyah renkli yuvarlak veya ipliksi
sekilli cisimciklere rastlandi (Figlir 1E). Yapilan May-
Grinwald Giemsa boyamasinda bu cisimciklerin
Leismaniasis’e ait gelisim formlan ile iliskili oldugu
belirlendi (Figur 1F).

. <
b
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Figir 1. Lezyonlarin histopatolojik goriinimi, H&E. A) Karaciger,
multfokalgranulomlar (Oklar) ve hidropikdejenerasyon (Yildizlar), X40, 200 pm.
B) Bobrek, Glomeruluslardamezengialproliferasyon ve bowman kapsillerinde
kalinlasma (Kalin ok), bowman boslugunda genisleme (ince ok), tubul
limenlerinde dokiilmiis epitel hiicreleri ve proteindz kitleler (Ylldizlar), X100,
100 pm. C) Dalak, Follikiil periferinde karakteristik hyalinize alanlar (Yildizlar),
X40, 200 pm. D) Medullaspinalis, Fokalnonsuppuratifmyelitis (Ok) ve
demyelinizasyon  (Yildizlar) X100, 100 pm. E) Bobrek, makrofaj

sitoplazmalarindaki etkenler (Oklar), X600, 10 pm. F) Medullaspinalis, makrofaj
sitoplazmalarindaki etkenler (Oklar), May-GriinwaldGiemsa, X600, 10 ym.
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TARTISMA VE SONUC

Canine leishmaniasis insan ve kopeklerde endemik
olarak goriilen zoonotik bir hastaliktir.1 Ulkemizde
Akdeniz, Dogu ve Giineydogu Anadolu bdlgesinde
bildirilen vakalar mevcuttur.5 Sunulan olguda
hayvanin  Antalya’da yasamasi cografik acidan
literatiir verileriyle uyumluydu. Ayn1 zamanda bu olgu
hala endemik vakalar halinde iilkemizde goriildiigiini
belgeleyen bir rapordur.

Visceral Leishmaniasis’in karaciger, dalak, bdbrek,
lenf diigimii ve kemik iligi gibi organlan etkiledigi
bircok kaynakta bildirilmektedir. Son yillarda yapilan
calismalarda santral ve periferal sinir sistemini de
etkiledigi rapor edilmistir. 6,7Bu olgularin ¢ogunda
molekiiler teknikler yardimi ile L. Infantum’ un
sorumlu oldugu tespit edilmistir.8 Sunulan olguda
bahsi gecen organlar haricinde lumbal bodlgedeki
medullaspinalis kisminda da Leishmaniasise ait
lezyonlarnin tespit edilmesi ilgi cekicidir. Ancak tir
tayini yapilamadigindan bu olgudaki etkenin L.
Infantum olup olmadig1 belirlenememistir.
Leismaniasis’te bobrek lezyonlan intersitiyumdaki
multifokal mononiiklear hiicre infiltrasyonlan ile
baslayip uzun siiren olgularda fibrozis ve kronik
bobrek yetmezligi ile sonuclanabilmektedir.9 Bazi
kaynaklarda tedavi sirasinda kullanmilan allopurinolun
ksantin taslarinin  olusumuna neden olabilecegi
belirtilmistir10. Sunulan olguda bobrek korteksi ve
medullasinda makroskobik olarak basin¢c nekrozlar
olusturan ksantin taslarinin enfeksiyona bagli bobrek
yetmezligi yoksa visceral leishmaniasis tedavisi
nedeniyle mi oldugu konusunda net bulgulara
ulasilamamstir.

Sonuc olarak 6 yasli dogo argentino bir kopekte
canine visceral leishmaniasis klinik, makroskobik ve
mikroskobik  bulgular esliginde aynintii  olarak
sunulmustur.
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