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PPoossttmmeennooppoozzaall  KKaadd››nnllaarrddaa  VVüüccuutt  KKiittllee  ‹‹nnddeekkssiinniinn  
KKeemmiikk  MMiinneerraall  YYoo¤¤uunnlluu¤¤uu  ‹‹llee  ‹‹lliiflflkkiissii

HHaakkaann  NNuurr,,  KKaaddiirr  GGööddee,, FFüüssuunn  TToorraammaann

Antalya E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Antalya

AAMMAAÇÇ:: Bu çal›flman›n amac› postmenopozal kad›nlarda vücut kitle indeksi (VK‹) ile kemik min-
eral yo¤unlu¤u (KMY) aras›ndaki iliflkiyi araflt›rmakt›.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  222 postmenopozal kad›n olgu çal›flmaya al›nd›. Yafl ve menopoz süreleri
kaydedildi. Boy ve kilolar› ölçülerek vücut kitle indeksleri hesapland›. Tüm hastalar›n lomber
omurga (L1-L4) ve femur (boyun ve total) bölgelerinden dual enerji X-ray absorbsiyometri
(DEXA) kullan›larak kemik mineral yo¤unluklar› ölçüldü. 
BBUULLGGUULLAARR:: Olgular›n yafllar› 46-81 aras›nda de¤iflmekte olup ortalama 59,91±7,43 y›l,
menopoz süreleri 1 ile 45 y›l aras›nda de¤iflmekte olup ortalama 14,15±8,90 y›ld›. VK‹ düzey-
leri 19,09 ile 45,13 kg/mÇ aras›nda de¤iflmekte olup ortalama 28,71±4,66 kg/mÇ idi. VK‹
düzeylerine göre olgular›n %22,5’u (n=50) ideal kilolu, %43,7’si (n=97) fazla kilolu ve
%33,8’u (n=75) obez olarak bulundu. KMY de¤erleri lomber (L1-L4) bölgede 0,47-1,08 gr/cm2

aras›nda de¤iflmekte olup ortalama 0,75±0,09 gr/cm2, femur boynunda 0,37±1,09 gr/cm2

aras›nda de¤iflmekte olup ortalama 0,66±0,11 gr/cm2, femur totalde 0,52±1,09 gr/cm2

aras›nda de¤iflmekte olup ortalama 0,78±0,11 gr/cm2 idi. Olgular›n %73’ü (n=162) osteo-
porotik, %24,8’i (n=55) osteopenik ve %2,3’ü (n=5) normal kemik mineral yo¤unlu¤u
de¤erlerine sahipti. Yafl ve menopoz süresi de¤iflkenleri düzeltilerek yap›lan de¤erlendirmede
VK‹ ile lomber omurga KMY ve t skorlar› aras›nda (s›ras›yla r: 0,281, p: 0,001, r: 0,281, p: 0,001),
femur boynu KMY ve t skorlar› aras›nda (r:0,288, p: 0,001, r: 0,304, p: 0,001) ve femur total
KMY ve t skorlar› aras›nda (r:0.422, p:0.001, r:0,416, p: 0,001) ayn› yönde anlaml› iliflki tespit
edildi. 
SSOONNUUÇÇ:: Vücut kitle indeksi ile lomber ve femur bölgesi kemik mineral yo¤unluklar› aras›nda
anlaml› iliflki mevcuttur. Bu sonuç postmenopozal kad›nlarda vücut a¤›rl›¤›n›n osteoporozdan
koruyucu bir faktör oldu¤unu düflündürmektedir.

AAnnaahhttaarr  KKeelliimmeelleerr::  Kemik mineral yo¤unlu¤u, osteoporoz, vücut kitle indeksi

PP--229999

PPoossttmmeennooppoozzaall  OOsstteeooppoorroozzlluu  KKaadd››nnllaarrddaa  VVeerrtteebbrraall  KK››rr››kkllaarr››nn  
YYaaflflaamm  KKaalliitteessiinnee  EEttkkiissii

HHaakkaann  NNuurr,,  TTüüllaayy  EErrççaall››kk,,  FFüüssuunn  TToorraammaann

Antalya E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Antalya

AAMMAAÇÇ:: Bu çal›flman›n amac› postmenopozal osteoporozlu kad›nlarda vertebral k›r›klar›n
yaflam kalitesi üzerine etkisini araflt›rmakt›. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya 158 postmenopozal kad›n hasta al›nd›. Lomber bölge ve proksi-
mal femurdan dual enerji X-ray absorbsiyometri (DEXA) yöntemi kullan›larak kemik mineral
yo¤unluk ölçümleri yap›ld›. Vertebral k›r›k de¤erlendirilmesi için dorsal ve lumbosakral later-
al grafiler çekildi. Tüm vertebralarda ön, orta ve arka yükseklikler ölçülerek komflu vertebraya
göre %20 yükseklik kayb› gösteren vertebralar k›r›k olarak adland›r›ld›. Yaflam kalitesi Quality
of Life Questionnaire of the European Foundation of Osteoporosis (QUALEFFO) anketi kul-
lan›larak de¤erlendirildi. Hastalar kemik mineral yo¤unluklar› ve vertebral k›r›k durumlar›na
göre osteopeni,vertebral k›r›¤› bulunmayan osteoporoz ve vertebral k›r›¤› bulunan osteo-
poroz olmak üzere 3 gruba ayr›ld›.
BBUULLGGUULLAARR:: Osteopeni tan›s› alan 41 hasta Grup 1’i, osteoporoz tan›s› alan ve vertebral k›r›¤›
bulunmayan 99 hasta Grup 2’yi, osteoporoz ile birlikte vertebral k›r›¤› bulunan 18 hasta Grup
3’ü oluflturdu. Vertebral k›r›¤› olan grubun yafl ve menopoz süreleri di¤er gruplardan anlaml›
düzeyde yüksekti (p: 0,001). Lomber omurga, femur boyun ve total t skorlar› osteoporoz
grubunda ve vertebral k›r›¤› olan osteoporoz grubunda osteopeni grubundan daha düflüktü
(p: 0,001). Yaflam kalitesi de¤erlendirmesinde vertebral k›r›¤› olan grubun fiziksel fonksiyon,
genel sa¤l›k, mental fonksiyon ve toplam QUALEFFO de¤erleri osteopeni grubundan, genel
sa¤l›k ve toplam QUALEFFO de¤erleri vertebral k›r›¤› bulunmayan osteoporoz grubundan
anlaml› düzeyde yüksek bulundu (p<0,05). 
SSOONNUUÇÇ:: Postmenopozal kad›nlar aras›nda QUALEFFO anketi kullan›larak yap›lan yaflam
kalitesi de¤erlendirmesinde vertebral k›r›¤› bulunan osteoporozlu hastalar›n yaflam
kalitesinin vertebral k›r›¤› olmayan osteoporozlu ve osteopenili hastalardan anlaml› düzeyde
düflük oldu¤u tesbit edildi. Vertebral k›r›klar postmenopozal osteoporozlu kad›nlarda yaflam
kalitesini olumsuz yönde etkilemektedir.
AAnnaahhttaarr  KKeelliimmeelleerr::  Postmenopozal osteoporoz, vertebral k›r›k, yaflam kalitesi
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TThhee  RReellaattiioonnsshhiipp  bbeettwweeeenn  BBooddyy  MMaassss  IInnddeexx  aanndd  BBoonnee  
MMiinneerraall  DDeennssiittyy  iinn  PPoossttmmeennooppaauussaall  WWoommeenn

HHaakkaann  NNuurr,,  KKaaddiirr  GGööddee,, FFüüssuunn  TToorraammaann

Antalya Education and Research Hospital Department of Physical Medicine and
Rehabilitation, Antalya

OOBBJJEECCTTIIVVEE::  The purpose of this study was to investigate the relationship between body
mass index (BMI) and bone mineral density (BMD).
MMAATTEERRIIAALLSS  --  MMEETTHHOODDSS::  222 postmenopausal women were included in the study. The ages
and durations of menopause were recorded. Body weights and heights were measured and
body mass indexes were calculated. Bone mineral density of lumbar spine (L1-L4) and femur
(neck and total) were measured by dual X-ray absorptiometry (DEXA).
RREESSUULLTTSS:: The ages of the cases ranged between 46 and 81 years of age, with a mean of
59,91±7,43; durations of menopause ranged between 1 and 45 years, with a mean of
14,15±8,90 years; BMIs ranged between 19.09 kg/mÇ and 45.13 kg/m2, with a mean of
28,71±4,66 kg/m2. 22.5% (n=50), 43.7% (n=97) and 33.8% (n=75) of the cases were found
to be of ideal weight, overweight and obese based on BMIs, respectively. Bone mineral 
densities in lumbar spine (L1-L4) ranged between 0.47 and1. 08 g/cm2, with a mean of
0.75±0.09 g/cm2; in the femoral neck between 0.37 and 1.09 g/cm2, with a mean of 0.66±0.11
g/cm2; in total femur between 0.52 and 1.09 g/cm2, with a mean of 0.78±0.11 g/cm2. 73%
(n=162), 24,8% (n=55) and 2,3% (n=5) of the cases had osteoporotic, osteopenic and normal
bone mineral density values, respectively. After adjustment for age and duration of
menopause, a positive and significant relationship was detected between BMI, lumbar spine
BMD and t scores (r:0.281, p:0.001, r:0.281, p:0.001,in respective order); femoral neck BMD and
t scores (r:0.288,p:0.001, r:0.304, p:0.001); total femoral BMD and t scores (r:0.422, p:0.001,
r:0.416, p:0.001).
CCOONNCCLLUUSSIIOONN:: There is a significant relationship between body mass index and bone miner-
al density in lumbar spine and femur. This result leads to the suggestion that body weight is
a protective factor from osteoporosis.
KKeeyywwoorrddss::  Bone mineral density, osteoporosis, body mass index
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TThhee  EEffffeeccttss  ooff  VVeerrtteebbrraall  FFrraaccttuurreess  oonn  QQuuaalliittyy  OOff  LLiiffee  ooff  
PPoossttmmeennooppaauussaall  OOsstteeooppoorroottiicc  WWoommeenn
HHaakkaann  NNuurr,,  TTüüllaayy  EErrççaall››kk,,  FFüüssuunn  TToorraammaann

Antalya Education and Research Hospital Department of Physical Medicine and
Rehabilitation, Antalya

OOBBJJEECCTTIIVVEE::  The purpose of this study was to investigate the effects of vertebral fractures
on the quality of life of postmenopausal osteoporotic women.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: 158 postmenopausal women were included in the study. 
Lumbar spine and proximal femur bone mineral density were measured by dual X-ray 
absorptiometry (DEXA). Dorsal and lumbosacral lateral X-rays were taken in order to evalu-
ate vertebral fractures. The anterior, middle and posterior segment heights were measured
and the vertebra having height loss by 20% compared to the neighboring vertebra was
accepted to be fractured. Quality of life was evaluated using the Quality of Life Questionnaire
of the European Foundation of Osteoporosis (QUALEFFO). The patients were divided into
three subgroups as osteopenia, osteoporosis without vertebral fracture and osteoporosis
with vertebral fracture based on bone mineral density and vertebral fracture status.
RREESSUULLTTSS::  41 patients diagnosed as osteopenia, 99 patients diagnosed as osteoporosis 
without vertebral fracture and 18 patients diagnosed as osteoporosis with vertebral fracture
comprised Group 1, Group 2 and Group 3, respectively. Ages and durations of the menopause
of the group with vertebral fracture were significantly higher than those of the other 
groups (p: 0.001). Lumbar spine, femoral neck and total t scores in the osteoporosis and
osteoporosis with vertebral fracture groups were lower than those in the osteopenia group
(p: 0.001). On the assessment of quality of life, physical function, general health perception,
mental function and total QUALEFFO score in the group with vertebral fracture were 
significantly higher than those in the osteopenia group, while the general health perception
and total QUALEFFO score of the same group were significantly higher than those in 
osteoporosis group without vertebral fracture (p<0.05). 
CCOONNCCLLUUSSIIOONN:: The quality of life of postmenopausal women, assessed by the QUALEFFO
questionnaire, was significantly lower in osteoporotic patients with vertebral fracture than
those of osteoporotic patients without vertebral fracture and osteopenic patients. Vertebral
fractures negatively affects the quality of life in postmenopausal osteoporotic women.
KKeeyywwoorrddss:: Postmenopausal osteoporosis, vertebral fracture, quality of life
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DDiizz  OOsstteeooaarrttrriittiinnddee  KKoollflfliissiinn  TTeeddaavviissiinniinn  MMaalloonniillddiiaallddeehhiidd,,  
AAnnttiiookkssiiddaann  KKaappaassiittee  vvee  HHaassttaall››kk  AAkkttiivviitteessii  ÜÜzzeerriinnee  EEttkkiissii::  

PPrroossppeekkttiiff  RRaannddoommiizzee  KKoonnttrroollllüü  KKlliinniikk  ÇÇaall››flflmmaa
MMeettiinn  EErrddeenn11,,  ÖÖzzccaann  HH››zz11,,  LLeevveenntt  EEddiizz11,,  HHaalliill  ÖÖzzkkooll11,,  YYaassiinn  TTüüllüüccee22

1Yüzüncü Y›l Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Van
2Yüzüncü Y›l Üniversitesi T›p Fakültesi T›bbi Biyoloji Anabilim Dal›, Van

AAMMAAÇÇ:: Bu çal›flmada, osteoartrit(OA) hastalar›nda oksidan/antioksidan de¤iflimini ortaya
koymak, kolflisinin OA hastal›¤› üzerindeki etkisini hem oksidan/antioksidan sistemleri üzerin-
deki hem de hastal›k aktivitesi üzerindeki etkileri yoluyla görmek amaçland›.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya diz osteoartritli 60 hasta al›nd›. Ayr›ca benzer demografik özel-
likleri olan 50 sa¤l›kl› gönüllü kontrol grubu olarak al›nd›. Gruplarda serumda total antioksi-
dan kapasite, süperoksid dismutaz, katalaz, redükte glutatyon ve malondialdehid düzeylerine
bak›ld›. Osteoartrit grubu randomize olarak iki gruba ayr›ld›. Birinci gruba kolflisin 1500
mg/gün ve parasetamol 3 g/gün, ikinci gruba sadece parasetamol 3 g/gün tedavisi baflland›
ve hastalar 4 haftada bir kontrole ça¤r›ld›. On hafta sonra hastalardan tekrar kan al›narak ça-
l›flma sonland›r›ld›. Hastal›k aktivitesi ile ilgili olarak tedavinin bafl›nda ve sonunda VAS ve WO-
MAC skalalar› dolduruldu.
BBUULLGGUULLAARR:: Ostaoartritli hastalarda malonildialdehid seviyeleri kontrol grubuna göre anlam-
l› olarak artm›flt›, ancak süperoksit dismutaz, katalaz, redükte glutatyon ve total antioksidan
kapasite düzeyleri aç›s›ndan kontrol grubu ile karfl›laflt›r›ld›¤›nda fark yoktu. Osteoartritli has-
talarda malonildialdehit seviyelerinde sadece kolflisin alan grupta tedavi sonras› anlaml› azal-
ma, total antioksidan kapasite seviyelerinde ise sadece kolflisin alan grupta tedavi sonras› an-
laml› art›fl saptand›. Süperoksid dismutaz, katalaz ve redükte glutatyon düzeylerinde iki grup-
ta da anlaml› de¤ifliklik saptanmad›. Kolflisin verilen hasta grubunda VAS de¤erlerinde anlam-
l› azalma saptand›. WOMAC-a¤r› skorunda hem parasetamol grubunda hemde kolflisin gru-
bunda anlaml› azalma varken, WOMAC-sabah sertli¤i ve WOMAC-fiziksel aktivite skorlar›nda
sadece kolflisin grubunda anlaml› azalma vard›. WOMAC-toplam skorda hem parasetamol
hemde kolflisin alan grupta anlaml› azalma vard›.
SSOONNUUÇÇ:: Kolflisinin oksidan/antioksidan sistemler üzerindeki etkisi osteoartrit tedavisine fay-
dal› katk›larda bulunabilir.

AAnnaahhttaarr  KKeelliimmeelleerr:: Osteoartrit, oksidatif stres, antioksidan kapasite, hastal›k aktivitesi
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WWiillssoonn  HHaassttaall››¤¤››nnaa  BBaa¤¤ll››  ‹‹lleerrii  DDeerreecceeddee  OOsstteeooppoorroozz  vvee  
OOmmuurrggaaddaa  ÇÇöökkmmee  KK››rr››kkllaarr››::  OOllgguu  SSuunnuummuu

KKuuttaayy  TTeezzeell,,  MMeehhmmeett  AAllii  TTaasskkaayynnaattaann,,  ‹‹ssmmaaiill  SSaaffaazz,,  KKoorraayy  AAyyddeemmiirr,,  AArriiff  KKeennaann  TTaann

Gata TSK Rehabilitasyon Merkezi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara

Wilson hastal›¤› (WH) vücuttan bak›r at›l›m›n›n yetersizli¤i ile karakterize otozomal resesif bir
hastal›kt›r. WH’nin klasik triad›; karaci¤er tutulumu, nörolojik semptomlar ve kornea’daki Kay-
ser–Fleischer halkas›d›r. WH’de iskelet sistemi de¤ifliklikleri nadirdir. 26 yafl›nda erkek hasta,
poliklini¤imize 3 y›ld›r devam eden bel ve s›rt a¤r›s›, kamburluk, sol elde flekil bozuklu¤u ve
kavrama fonksiyonlar›nda azalma flikayetleri ile konsulte edildi. Hasta 5 y›l önce mide bulan-
t›s›, kusma, kilo kayb›, sar›l›k flikayetleri ile hastaneye baflvurmufl, yap›lan tetkikler sonucun-
da; WH teflhisi konmufltur. Hastaya d-penisilamin ve propranolol tedavisi bafllanm›fl. Siroz ne-
deniyle Nisan 2009’da karaci¤er transplantasyonu uygulanm›fl, bir y›l boyunca 10 mg/gün
prednizolon tedavisi verilmifl. Muayenesinde disartri, her iki elinde tremor, sa¤da palmar fa-
siyas›nda kal›nlaflma saptand›. ‹nspeksiyonda dorsal kifoz art›fl› Parkinson benzeri yürüyüfl
paterni görüldü. Radyolojik incelemede torakolomber grafide osteoporotik kompresyon k›r›k-
lar› saptand› ve kifoskolyoz nedeni ile yap›lan lomber kemik mineral yo¤unlu¤u (KMY) ölçüm
de¤erleri (L1:-3,6, L2:-4,6, L3:-4,4, L4:-3,7 ile total: -4,0 ve kalça total KMY de¤erleri:-3,1) ileri
derecede osteoporotik idi. Medikal tedavi olarak ibandronate 150 mg/ay, kalsiyum 1000
mg/gün ve D vitamini 880 IU/gün baflland›. Osteoporoz egzersizleri, kifoskolyoz egzersizleri,
denge-koordinasyon ve postur egzersizleri ile birlikte bel ve s›rt bölgesine TENS, US ve hot
pack tedavisini içeren 15 seans fizik tedavi ve rehabilitasyon program› uyguland›. Torakolom-
ber spinal korse reçete edildi. WH’de nadir de olsa iskelet sistemine ait de¤ifliklikler de ortaya
ç›kabilir. WH tan›s› konulan hastalarda, osteoartiküler de¤ifliklikler olarak özellikle büyük ek-
lemleri ilgilendiren premature osteoartrit, kondrokalsinozis, kondromalazi patella, osteopo-
roz, osteomalazi, rastlanabilmektedir. WH’de iskelet sisteminde tespit edilen en s›k patolojiler-
den biri olan osteoporozda; Hegedus ve ark.’n›n belirtti¤i gibi hastal›k süresi ile KMY de¤erle-
ri aras›nda tam bir korelasyon olmad›¤› gösterilmifltir. Benzer flekilde; Selimo¤lu ve ark.’› bir
çal›flmalar›nda ortalama yafl› 9,0±3,2 y›l olan 31 hastaya WH teflhisi koymufllar, çocuklar›n KMY
incelemifller ve osteopeni prevalans›n› (%22,6), osteoporoz prevalans›n› ise %67,7 olarak tes-
pit etmifllerdir. WH’nin erken dönemlerde bile hastal›¤a ba¤l› olarak dokularda bak›r birikimi-
ne ve di¤er organ sistemlerinin (karaci¤er, böbrek) etkisiyle beraber kullan›lan ilaçlara ba¤l›
olarak kas iskelet sistemine ait, önlem al›nmad›¤›nda geri dönüflümsüz deformitelere ve
komplikasyonlara yol açabilir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Wilson hastal›¤›, osteoporoz, çökme k›r›¤›
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TThhee  EEffffeecctt  ooff  CCoollcchhiicciinnee  TTrreeaattmmeenntt  iinn  KKnneeee  OOsstteeooaarrtthhrriittiiss  oonn  
MMaalloonnddiiaallddeehhyyddee,,  AAnnttiiooxxiiddaanntt  CCaappaacciittyy  aanndd  DDiisseeaasseeAAaaccttiivviittyy::  

AA  PPrroossppeeccttiivvee  RRaannddoommiizzeedd  CCoonnttrroolllleedd  CClliinniiccaall  TTrriiaall
MMeettiinn  EErrddeenn11,,  ÖÖzzccaann  HH››zz11,,  LLeevveenntt  EEddiizz11,,  HHaalliill  ÖÖzzkkooll22,,  YYaassiinn  TTüüllüüccee22

11Yuzuncu Yil University, Medical School Department of 
Physical Medicine and Rehabilitation, Van

2Yuzuncu Yil University Medical School Department of Medical Biology, Van

OOBBJJEECCTTIIVVEE::  In this study, we aimed to reveal the oxidant/antioxidant changes in 
osteoarthritis and the effect of colchicine in this disease on the oxidant / antioxidant systems,
as well as its effects on disease activity.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  The study included 60 patients with knee osteoarthritis. In addition,
50 healthy with similar demographic characteristics were included as a control group. 
Total antioxidant capacity, superoxide dismutase, catalase, reduced glutathione and 
malondialdehyde levels were measured in sera of the groups. Osteoarthritis patients were 
divided randomly into two groups. The patients were treated with colchicine 1500 mg / day
and paracetamol 3 g / day in the first group, and only paracetamol 3 g / day in the second
group. All subjects were called to control examinations once every 4 week. Blood samples 
were obtained again ten weeks later from the beginning of the study, then the study was 
discontinued. Disease activity was assessed by VAS and WOMAC scales at the beginning and
end of the treatment.
RREESSUULLTTSS:: In baseline measurements, malondialdehyde levels were significantly higher in 
patients with osteoarthritis than the control group. But there were no significant differences
in terms of superoxide dismutase, catalase, reduced glutathione and total antioxidant 
capacity levels between the groups. In osteoarthritis patients, Malondialdehyde levels were
significantly decreased and total antioxidant capacity levels were significantly increased only
in colchicine treated group at the end of the treatment. Superoxide dismutase, catalase, and
reduced glutathione levels did not change significantly in either group. VAS values were 
significantly decreased in patients given colchicine. WOMAC-pain score decreased 
significantly in both groups, while WOMAC-morning stiffness and WOMAC-physical activity
scores were decreased significantly only in the colchicine group. WOMAC-total scores were
significantly decreased in both groups.
CCOONNCCLLUUSSIIOONN:: Colchicine may contribute to beneficial effects in the treatment of 
osteoarthritis via oxidant / antioxidant systems.

KKeeyywwoorrddss:: Osteoarthritis, oxidative stress, antioxidant capacity, disease activity
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SSeevveerree  OOsstteeooppoorroossiiss  aanndd  VVeerrtteebbrraall  CCoommpprreessssiioonn  FFrraaccttuurreess  iinn  
WWiillssoonn  DDiisseeaassee::  AA  CCaassee  RReeppoorrtt

KKuuttaayy  TTeezzeell,,  MMeehhmmeett  AAllii  TTaasskkaayynnaattaann,,  ‹‹ssmmaaiill  SSaaffaazz,,  KKoorraayy  AAyyddeemmiirr,,  AArriiff  KKeennaann  TTaann

Gata TSK Rehabilitation Center Department of Physical Medicine and Rehabilitation, Ankara

Wilson disease (WD) is an autosomal recessive hereditary disease of insufficient copper 
clearance from the body. The classic triad of the disease is liver involvement, neurological
symptoms and Kayser–Fleischer's ring on the cornea. Musculoskeletal changes are rare in
WD. 26 years old man  consulted to our outpatient clinic with the complaint of  low back pa-
in, kyphosis, deformity of the left hand and disability in grasping function for the last 3 years.
Initially (five years ago) the patient had applied to a hospital with the complaints of nausea,
weight loss, jaundice and after laboratory examinations, he was diagnosed with WD. 
D-penisilamin and propranolol treatment was prescribed. In consequence of cirrhosis liver
transplantation performed in 2009, and he was on 10 mg/day of prednisolone treatment for
a year after the operation. In his examination, dysarthria, tremor in both hands, palmar 
fascia pachynsis on right hand observed. Dorsal kyphosis, Parkinsonian walking patern were
inspected. In radiologic examination,  thoracolomber radiography showed osteoporotic 
compression fractures. A severe osteoporosis was seen on the bone mineral densitometric
measurement (L1:-3.6, L2:-4.6, L3:-4.4, L4:-3.7 and total L1-4: -4.0 and hip total BMD was:-3.1).
As a medical treatment; ibandronate 150 mg/monthly, calsium1000 mg/day and D vitamin
880 IU/day were prescribed. 15 sessions of physical treatment and rehabilitation program
including osteoporosis exercises, kyphoscoliosis exercises, balance-coordination exercises,
posture exercises and for low back and dorsal pain TENS, ultrasound, and hot pack were 
applied. A thoracolumbar spinal orthosis was prescribed. Rarely, skeletal system may also be
involved in WD. In WD, some osteoarthricular changes such as premature osteoarthritis in
large joints, chondrocalsinosis, chondromalasia patella, osteoporosis, osteomalasia may 
occur. Osteoporosis one of the common pathology may be detected in skleletal system as 
Hegedus and co. concluled, duration of illness and BMD scores uncorrelated. Conformably, in
Selimoglu and co. Study mean age was 9.0±3.2 years in 31 patients diagnosed with WD, 
prevalence of osteopenia and osteoporosis in children with WD was found as 22.6% 
and 67.7%, respectively. In WD even in the early course of the disease, either copper 
accumulation in organ systems such as liver and kidney and/or the drugs used for the 
disease may cause irreversible deformities and complications.
KKeeyywwoorrddss:: Wilson Disease, osteoporosis, compression fracture
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PPoossttmmeennooppoozzaall  KKaadd››nnllaarrddaa  EEll  OOsstteeooaarrttrriittii  iillee  KKeemmiikk  MMiinneerraall  
YYoo¤¤uunnlluu¤¤uu  AArraass››nnddaakkii  ‹‹lliiflflkkiinniinn  DDee¤¤eerrlleennddiirriillmmeessii

GGüüllbbüüzz  SSaammuutt11,,  OOyyaa  ÖÖzzddeemmiirr22,,  FFiittnnaatt  DDiinnççeerr11

1Hacettepe Üniversitesi T›p Fakültesi, Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara
2Hacettepe Üniversitesi Kastamonu T›p Fakültesi Fiziksel T›p ve Rehabilitasyon 

Anabilim Dal›, Ankara
AAMMAAÇÇ:: Osteoartrit (OA) ve osteoporoz (OP) yaflla birlikte prevelans› art›fl gösteren ve hasta-
larda disabiliteye yol açabilen iki önemli kas iskelet sistemi hastal›¤›d›r. Yak›n dönemde yap›l-
m›fl olan baz› çal›flmalarda el OA ile OP aras›nda iliflki oldu¤u yönünde bulgular elde edilmifl-
tir. Bu çal›flman›n amac› klinik olarak el OA tan›s› konulan postmenopozal kad›n hastalar›n ke-
mik mineral yo¤unlu¤u (KMY) de¤erlerini kontrol grubuyla karfl›laflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya poliklini¤imize ard› s›ra baflvurmufl olan ve ACR kriterlerine gö-
re el OA tan›s› konulan 24 postmenopozal dönemdeki kad›n hasta ile yafl, cinsiyet, menopo-
zal durum ve el tercihi bak›m›ndan efllefltirilmifl 12 gönüllü dahil edildi. ‹kincil OP nedeni olan-
lar ile halen OP tedavisine yönelik ilaç kullananlar çal›flma d›fl› b›rak›ld›. Bireylerin KMY’si DXA
yöntemi ile radius distal ucu, femur ve lumbar vertebralardan olmak üzere 3 bölgeden de¤er-
lendirildi. Ayr›ca hastalar›n el kavrama kuvvetleri Jamar dinamometresi, parmak lateral kav-
rama kuvvetleri ise pinçmetre kullan›larak ölçüldü. Ölçümler üçer kez tekrarlanarak elde edi-
len ortalama de¤erler hesaplamalara al›nd›.
BBUULLGGUULLAARR:: Yafl ortalamas› 58,8±5,8 y›l olan hastalar›n %83,3’ü sa¤ ellerini dominant ola-
rak kullan›yordu. Hastalar›n T-skoru ortalamalar› lumbar vertebra (total), femur boynu ve ra-
dius distal ucu (sa¤) için s›ras›yla -0,6±1,4, -0.9±0,7 ve -1,4±1,3 idi; kontrol grubunda ise bu de-
¤erler -0,4±1,1, -0,8±0,7 ve -0,5±1,1 olarak saptand›. Her 3 bölgede de, hasta ve kontrol grubu
aras›nda istatistiksel olarak anlaml› bir fark gözlenmedi. Sa¤ el kavrama kuvveti hastalarda
21,4±6,3 kg, kontrollerde 16,9±6,2 kg iken parmak lateral kavrama kuvveti hastalarda 5,1±1,9
kg, kontrollerde 5,7±1,7 kg olarak belirlendi. Her 2 grupta parmak lateral kavrama kuvvetleri
birbirine benzerken hastalar›n el kavrama kuvveti daha yüksek bulundu. 
SSOONNUUÇÇ:: Bu konuda yap›lm›fl baz› çal›flmalarda el OA olan hastalar›n olmayanlara k›yasla da-
ha düflük KMY’ye sahip olduklar› belirtilmifltir. Fakat bu çal›flman›n sonucunda el OA ile OP
aras›nda herhangi bir iliflki aç›¤a ç›kar›lamam›flt›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  El, osteoartrit, osteoporoz, postmenopozal kad›
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RRaaddyyoolloojjiikk  ‹‹nncceelleemmee  SSoonnuuccuu  GGöözzaarrdd››  EEddiilliirrssee,,  FFRRAAXX  AAnnaalliizzii  KK››rr››kk  RRiisskkii  
ÖÖnnggöörrüüssüü  SSaa¤¤llaammaakk  ‹‹ççiinn  YYeetteerrllii  OOllaabbiilliirr  mmii??

DDeerryyaa  DDeemmiirrbbaa¤¤  KKaabbaayyeell11,,  MMiinnee  UUzzuunnaallii11,,  FFeerrddaa  ÖÖzzddeemmiirr11,,  NNeeccddeett  SSüütt22

1Trakya Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Edirne
2Trakya Üniversitesi T›p Fakültesi Biyoistatistik Anabilim Dal›, Edirne 

AAMMAAÇÇ:: Birçok osteoporotik k›r›k sessiz seyreder ve hasta k›r›¤›n›n fark›nda de¤ildir. Bu çal›fl-
mada amaç, radyolojik inceleme olmadan, öykü baz al›narak yap›lan FRAX analizinin k›r›k ris-
kini belirlemede do¤ru yönlendirme yap›p yapmayaca¤›n› araflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmam›za 300 olgu al›nd›. DXA ve torakolomber grafiler incelendi. FRAX
analizi yap›l›rken olgular; öyküde ve radyolojik de¤erlendirmede k›r›k varl›¤›na göre gruplan-
d›r›ld›: Grup 1: Öyküsünde geçirilmifl osteoporotik k›r›k bildirmeyen ve radyolojik olarak da ver-
tebral k›r›k saptanmayan olgular (FRAX-1), Grup 2: Öyküsünde geçirilmifl osteoporotik k›r›k bil-
dirmeyen fakat radyolojik olarak vertebral k›r›k saptad›¤›m›z olgular (k›r›k varl›¤›ndan haber-
siz olgular) (FRAX-2), Grup 3: Öyküsünde geçirilmifl osteoporotik k›r›k bildiren olgulardan
(FRAX-3) olufltu. Grup 2’nin FRAX analizi 2 kez yap›ld›. ‹lk analizde; “geçirilmifl k›r›k varl›¤›” so-
rusu olgunun öyküsünde k›r›k olmad›¤› için “hay›r” olarak cevaplan›rken (FRAX-2.1), ikinci
analizde radyolojik olarak k›r›k saptand›¤› için soru “evet” olarak cevapland› (FRAX-2.2).
Gruplar aras›nda FRAX analiz sonuçlar› karfl›laflt›r›ld›. 
BBUULLGGUULLAARR::  Olgular›n 65’inde k›r›k saptand›. Bunlar›n 38’inde osteoporotik k›r›k öyküsü var-
d› (Grup 3). 27 olguda ise, k›r›k öyküsü olmamas›na ra¤men, radyografide vertebral osteopo-
rotik k›r›k varl›¤› belirlendi (Grup 2). 235 olgunun ise k›r›¤› yoktu (Grup 1). FRAX analizleri
gruplar aras›nda karfl›laflt›r›ld›¤›nda; FRAX-3 sonuçlar›, FRAX-1 ve FRAX-2.1 ile anlaml› fark gös-
terdi. FRAX-1 ile FRAX-2.1 aras›nda fark yokken, FRAX-2.2 aras›nda fark bulundu. Yani k›r›¤› ol-
mayan bireyler ile, k›r›¤› oldu¤u halde bilmeyen bireylerin FRAX analizleri farks›zd›. FRAX-2.2
sonuçlar›, FRAX-3 sonuçlar› ile farks›zd›. 
SSOONNUUÇÇ::  Çal›flmam›z›n sonucunda; FRAX analizinin, k›r›¤›n›n fark›nda olmayan bireyleri, k›r›k-
s›z bireylerden daha riskli göstermede yetersiz oldu¤u saptand›. Yüksek risk bildirmesi için
ancak olgunun öyküsünde k›r›k oldu¤unu bildirmesi gerekmekteydi. Bu yönü ile FRAX anali-
zinin yap›lmas›n›n öyküye üstünlü¤ü yoktu. Bireyler; k›r›klar› oldu¤u halde, bunu bilmiyorlar-
sa, FRAX analizi bu kiflileri daha riskli diye tan›mlamamaktad›r. FRAX analiz sisteminde rad-
yolojik inceleme sonucu zorunlu olmal›d›r. Aksi taktirde, sessiz k›r›klar› olan bireylerde, risk
analizi sonucu yanl›fl yönlendirmeye neden olacakt›r düflüncesindeyiz.
AAnnaahhttaarr  KKeelliimmeelleerr:: Osteoporoz, FRAX, radyografi
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TThhee  EEvvaalluuaattiioonn  ooff  TThhee  RReellaattiioonnsshhiipp  BBeettwweeeenn  HHaanndd  OOsstteeooaarrtthhrriittiiss  aanndd  
BBoonnee  MMiinneerraall  DDeennssiittyy  iinn  PPoossttmmeennooppaauussaall  WWoommeenn

GGüüllbbüüzz  SSaammuutt11,,  OOyyaa  ÖÖzzddeemmiirr22,,  FFiittnnaatt  DDiinnççeerr11

1Hacettepe University Medical School, 
Department of Physical Medicine and Rehabilitation, Ankara

2Hacettepe University Kastamonu Medical School, 
Department of Physical Medicine and Rehabilitation, Ankara

OOBBJJEECCTTIIVVEE:: The prevalence of osteoarthritis (OA) and osteoporosis (OP) increases with age
and these musculoskeletal diseases are the leading causes of disability in elderly people. 
Recently, in several studies the results indicating a relationship between OP and OA have 
been reported. The aim of this study is to compare the bone mineral density (BMD) values in
postmenopausal women with the diagnosis of clinical hand osteoarthritis and in the control
group.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Twenty four consecutive postmenopausal women with a diagnosis
of hand OA according to ACR criteria and 12 volunteers matched for age, gender, menopausal
status and hand dominance were included in this study. Patients with secondary OP and 
who were currently on OP medication were excluded. BMD was measured from three 
different regions (femur neck, distal radius, lumbar vertebra) using dual-energy X-ray 
absorptiometry. Jamar dynamometer and pinchmeter were used to measure the 
participants’ grip strength and lateral pinch strength, respectively. The mean value of three
repeated measurements was taken for statistical analysis.
RREESSUULLTTSS::  The average age of the patients was 58.8±5.8 years and 83.3% of them were right
handed. T-scores for lumbar vertebra, femur neck and distal radius (right) were respectively
-0.6±1.4, -0.9±0.7 and -1.4±1.3 in the patients with hand OA and -0.4±1.1, -0.8±0.7 and -0.5±1.1
in the control group. No statistically significant difference was present between the groups in
terms of T-scores in each of three regions. The average grip strength of the patient group and
the control group was determined as 21.4±6.3 kg and 16.9±6.2 kg, respectively. The average
scores for the lateral pinch strength were 5.1±1.9 kg in the patient group and 5.7±1.7 kg in the
control group. There was no significant difference between the groups in terms of lateral
pinch strength, however grip strength was significantly higher in the patients with hand OA
compared to the control group.
CCOONNCCLLUUSSIIOONN:: In several previous studies investigating this issue, it has been reported that
the patients with hand OA have less BMD values than the ones without OA. Nevertheless, in
the present study we did not find any relationship between OP and hand OA.
KKeeyywwoorrddss:: Hand, osteoarthritis, osteoporosis, postmenopausal women
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CCoouulldd  FFRRAAXX  AAnnaallyyssiiss  BBee  EEnnoouugghh  ttoo  CCaallccuullaattee  tthhee  FFrraaccttuurree  RRiisskk  iiff  tthhee  
RRaaddiioollooggiiccaall  EExxaammiinnaattiioonn  RReessuullttss  aarree  IIggnnoorreedd??

DDeerryyaa  DDeemmiirrbbaa¤¤  KKaabbaayyeell11,,  MMiinnee  UUzzuunnaallii11,,  FFeerrddaa  ÖÖzzddeemmiirr11,,  NNeeccddeett  SSüütt22

1Trakya University Faculty of Medicine, Department of 
Physical Medicine and Rehabilitation, Edirne

2Trakya University Faculty of Medicine Department of Biostatistics, Edirne

OOBBJJEECCTTIIVVEE:: A lot of patients with osteoporotic fracture are “silent” and are unaware of 
their fractures. In this study, our aim was whether FRAX analysis is accurate in terms of 
determining the fracture risk based on the history without the radiological examination.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Three hundred cases were taken. DXA and thoracolomber 
radiographs were examined. When performing FRAX analysis, the cases were grouped 
according to the presence of fracture while taking the history and examining the radiographs:
Group 1: The cases without the history of osteoporotic fracture and vertebral fracture in the
radiologic examination (FRAX-1), Group 2: The cases without the history of osteoporotic 
fracture however with an osteoporotic fracture in the radiological examination (patients who
were unaware of their fracture) (FRAX-2), Group 3: The cases with the history of osteoporotic
fracture (FRAX-3). FRAX analysis were performed twice. At the first analysis, “the question
of fracture history” were answered as “no” (FRAX-2.1), and answered as “yes” at the second
analysis because an osteoporotic fracture was determined radiologicaly (FRAX-2.2). 
RREESSUULLTTSS::  There were fractures in 65 of the cases. There was a history of osteoporotic 
fracture in 38 of cases (Grup 3). In 27 of the cases, there were vertebral osteoporotic 
fractures on the radiograph although there was no fracture history (Grup 2). There was no
fracture in 235 of the cases (Grup 1). When FRAX groups were analyzed, the results of 
FRAX-3 were significantly different from the results of FRAX -1 and FRAX-2.1. There was no
difference between the results of FRAX-1 and FRAX-2.1, although the results of FRAX-1 were
significantly different from FRAX-2.2. In other words, the FRAX analysis was not different 
between the cases without any fracture and cases who were unaware of their fractures. The
results of FRAX-2.2 were not different from the results of FRAX-3.
CCOONNCCLLUUSSIIOONN:: In our study, it was found that FRAX analysis is not sufficient at demonstrating
the cases unaware of their fractures at higher risk than the cases without any fracture. The
report of higher risk is dependent on the report of fracture by the case. By this way, FRAX is
not superior to the history.
KKeeyywwoorrddss:: Osteoporosis, FRAX, radiography
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PPoossttmmeennooppoozzaall  KKaadd››nnllaarrddaa  OOsstteeooppoorroozz  RRiisskk  FFaakkttöörrlleerriinniinn  ‹‹nncceelleennmmeessii
SSiibbeell  MMaanndd››rroo¤¤lluu,,  GGöözzddee  TTüürrkkoo¤¤lluu,,  EEbbrruu  AAlleemmddaarroo¤¤lluu,,  HHaalliill  UUççaann,,  CCaannaann  ÇÇeelliikk

T.C. Sa¤l›k Bakanl›¤› Ankara Fizik Tedavi ve Rehabilitasyon E¤itim ve Araflt›rma Hastanesi, 
2. Fiziksel T›p ve Rehabilitasyon Klini¤i, Ankara

AAMMAAÇÇ::  Osteoporoz, kemik kitlesinde azalma, kemik mikro-mimarisinde bozulma ve k›r›k ris-
kinin artmas› ile karakterizedir. Postmenopozal kad›nlarda osteoporoz e¤ilimi mevcuttur. Bu
çal›flmada postmenopozal kad›nlarda kemik mineral yo¤unlu¤u (KMY) ve T skorlar› ile iliflkili
risk faktörlerini belirlemeyi amaçlad›k.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Kemik mineral yo¤unlu¤u ölçümlerine göre osteoporozu olan 100 postme-
nopozal kad›n (yafl ortalamas› ± SD, 63,66 ± 8,99) ve osteoporozu olmayan 50 postmenopo-
zal kad›n (yafl ortalamas› ± SD, 63,66 ± 8,99) çal›flmaya dahil edildi. Yafl, menopoz yafl›, me-
narfl yafl›, hormon tedavisi öyküsü, giyim tarz›, hamilelik ve çocuk say›s›, emzirme süresi, ai-
lede osteoporoz öyküsü, sigara kullan›m›, alkol kullan›m›, egzersiz s›kl›¤›, süt, yo¤urt, sebze,
kahve, çay tüketim s›kl›¤› ve bal›k tüketimi bir anketle sorguland›. 
BBUULLGGUULLAARR:: Lomber KMY ve T skorlar› ile yafl aras›nda negatif korelasyon mevcuttu (s›ras›y-
la r=-0,363, r=-0,403; p<0,01). Menopoz yafl› ile lomber KMY aras›nda pozitif korelasyon mev-
cuttu (p<0,001). Haftada en az bir gün egzersiz yapanlarda lomber KMY daha yüksek(p<0,01),
e¤itim düzeyi düflük postmenopozal kad›nlarda, geleneksel giyim tarz› olan postmenopozal
kad›nlarda ise lomber KMY aksi duruma göre daha düflüktü (p<0,05). Gebelik say›s›, emzirme
süresi, hormon tedavisi öyküsü, menarfl yafl›, ailede osteoporoz öyküsü, sigara kullan›m› lom-
ber KMY ile ilgili bulunmad›. Lineer regresyon analizinde yafl, menopoz yafl›, egzersiz al›flkan-
l›¤› olmamak, BMI ba¤›ms›z risk faktörleri olarak bulundu. Yafl 1 artt›kça L2-4 KMY 0.007 kat
azalmakta, menopoz yafl› 1 artt›kça L2-4 KMY 0,144 kat artmakta, BMI 1kg/m2 artt›kça L2-4
KMY 0,009 kat artmaktayd›. Egzersiz yapm›yor olmak L2-4 KMY’nu 0,151 kat azaltmaktayd›. 
SSOONNUUÇÇ::  Yafl ve menopoz yafl› gibi de¤ifltirilemez risk faktörleri ile egzersiz al›flkanl›¤› gibi de¤ifl-
tirilebilir risk faktörleri postmenopozal dönemde kemik mineral yo¤unlu¤u üzerine etkili olmak-
tad›r. Osteoporozun önlenmesinde ve tedavisinde bu risk faktörleri göz önüne al›nmal›d›r.

AAnnaahhttaarr  KKeelliimmeelleerr:: Kemik mineral yo¤unlu¤u, postmenopozal osteoporosis, risk faktörleri
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BBiiffoossffoonnaattllaarr  EEttkkiinnlliikk  AAçç››ss››nnddaann  FFeemmuurruunn  AAlltt  BBööllüümmlleerriinnddee  HHeeddeeff  mmii  SSeeççiiyyoorr??
NNuurreettttiinn  TTaaflfltteekkiinn11,,  NNeeflflee  TToorruunn22,,  GGüüllaayy  DDuurrmmuuflfl  AAllttuunn22,,  SSeellççuukk  YYaavvuuzz11,,  

FFeerrddaa  ÖÖzzddeemmiirr11,,  DDeerryyaa  DDeemmiirrbbaa¤¤  KKaabbaayyeell 11

1Trakya Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Edirne
2Trakya Üniversitesi T›p Fakültesi Nükleer T›p Anabilim Dal›, Edirne

AAMMAAÇÇ:: Çal›flmam›zda uzun süreli bifosfonat kullan›m›n›n subtrokanterik bölge kemik mineral
yo¤unlu¤u üzerine etkisini tespit etmeyi amaçlad›k.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Osteoporoz tan›l› ile kay›tl› 2500 hastas›n›n dosyas› geriye dönük olarak ta-
rand›. 5 y›l ve üzeri bifosfonat kullanan 40 hastan›n demografik verileri kaydedildi. Nükleer
T›p Anabilim Dal›nda kay›tl› olan kemik yo¤unluklar› de¤erlendirmeye al›nd›. Hastalar›n bafl-
lang›ç ve tedavi sonras› kemik mineral ölçümleri yeniden analiz yap›larak, standart alanlara
ilave olarak k›r›k riski tafl›yan alanlardan kemik mineral ölçümleri eklendi [subtrokanterik alan
(trabeküler ve kortikal), femur diafiz orta hatt› (kortikal)]. Hastalar›n ilk DXA de¤erleri (kemik
mineral yo¤unlu¤u, kemik mineral içeri¤i, T ve Z skorlar›, ilave k›r›k riski bölge analizleri) ile 5
y›l sonraki DEXA de¤erleri istatistiksel yöntemler ile karfl›laflt›r›ld›.
BBUULLGGUULLAARR:: DXA sonuçlar› de¤erlendirildi¤inde 1. ve 2. de¤erlendirme aras›; global de¤erlen-
dirme, lomber bölge de¤erlendirmesi ve femur boyun bölgesi de¤erlendirmesinde kemik mi-
neral içeri¤i, yo¤unluk ve T skorlar›nda anlaml› iyileflme gözlenmifltir (p<0,05). Subtrokante-
rik alan ve femur diafiz orta hatt› bölgesinde bafllang›ç ve 2.de¤erlendirme aras› kemik mine-
ral içeri¤i ve yo¤unlu¤unda anlaml› bir de¤ifliklik görülmemifltir(p>0,05). 
SSOONNUUÇÇ:: Çal›flmam›zda elde etti¤imiz sonuç, uzun süreli bifosfanat tedavisi alan hastalarda
görülen subtrokanterik k›r›klar ilac›n etki etti¤i alanlardaki farkl›l›klardan oluflabilir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Kemik mineral yo¤unlu¤u, bifosfonat, subtrokanterik bölge
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AAsssseessssmmeenntt  ooff  tthhee  RRiisskk  FFaaccttoorrss  ffoorr  OOsstteeooppoorroossiiss  iinn  PPoossttmmeennooppaauussaall  WWoommeenn
SSiibbeell  MMaanndd››rroo¤¤lluu,,  GGöözzddee  TTüürrkkoo¤¤lluu,,  EEbbrruu  AAlleemmddaarroo¤¤lluu,,  HHaalliill  UUççaann,,  CCaannaann  ÇÇeelliikk

Turkish Ministry of Health Ankara Physical Medicine Education and 
Training Hospital, Ankara

Second Department of Physical Medicine and Rehabilitation, Ankara

OOBBJJEECCTTIIVVEE::  Osteoporosis is characterized by a decrease in bone mass, deterioration of 
bone microstructure, and increase of the fracture risk. Post menopausal women are prone to
osteoporosis. We aimed to determine the risk factors related to bone mineral density (BMD)
and T-scores in Turkish postmenopausal women. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  One hundred post menopausal women who had osteoporosis 
(mean age± SD,63.66±8.99) and fifty postmenopausal women who did not have osteoporo-
sis (mean age±SD, 63.66±8.99) according to dualX-ray absorptiometry, were included in the
study. Age, menopause age, menarche age, history of hormonal therapy, dressing style, 
number of pregnancies/children, length of nursing, family history of osteoporosis, smoking,
alcohol use, frequency of exercise and frequencies of milk, cheese, yogurt, vegetable, 
coffee, tea and fish consumption were recorded. 
RREESSUULLTTSS:: There was a negative correlation between the age and lumbar BMD, and T-score
(r=-0.363, r=-0.403 respectively). Menopausal age was positively correlated with lumbar
BMD results (p<0.001). Lumbar BMD of the patients with exercise habit (>1day/week) were 
higher (p<0.01); while lumbar BMD of the patients with lower education level and with 
traditional dressing style were lower (p<0.05) when compared to the opposite condition. 
The number of pregnancies/children, length of nursing, menarche age, family history of 
osteoporosis, hormonal therapy, smoking habit were not related with lumbar BMD. Age, 
menopause age, not to do exercise, BMI was found to be as independent the risk factors for 
osteoporosis in linear regression analysis. L2-4 BMD decreased 0.007 fold with an increase of 1
year; L2-4 BMD increased 0.144 fold with an increase of 1 year of menopausal age, L2-4 BMD
increased 0.009 fold with 1 kg/m2 increase in BMI.L2-4 BMD decreased 0.151 fold in women did
not exercise. 
CCOONNCCLLUUSSIIOONN::  The un-modifiable risk factors like age, menopausal age and modifiable risk
factors like lack of exercice habit are effective on bone mineral density in postmenopausal
period and should be considered in prevention and treatment of osteoporosis.

KKeeyywwoorrddss::  Bone mineral density, postmenopausal osteoporosis, risk factors

PP--330055

DDoo  bbiisspphhoosspphhoonnaatteess  TTaarrggeett  VVaarriioouuss  SSuubbsseeccttiioonnss  ooff  FFeemmuurr  iinn  TTeerrmm  ooff  EEffffiiccaaccyy??
NNuurreettttiinn  TTaaflfltteekkiinn11,,  NNeeflflee  TToorruunn22,,  GGüüllaayy  DDuurrmmuuflfl  AAllttuunn22,,  SSeellççuukk  YYaavvuuzz11,,  

FFeerrddaa  ÖÖzzddeemmiirr11,,  DDeerryyaa  DDeemmiirrbbaa¤¤  KKaabbaayyeell11

1Trakya University School of Medicine, Department of Physical 
Medicine and Rehabilitation, Edirne

2Trakya University, School of Medicine Department of Nuclear Medicine, Edirne

OOBBJJEECCTTIIVVEE:: The purpose of this study was to determine the effect of the long-term use of
bisphosphonates on bone mineral density of subtrochanteric region. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: The records of 2500 women with the diagnosis of osteoporosis 
were reviewed retrospectively. The demographic data of 40 patients who had used 
bisphosphonate therapy over than 5 years were recorded. The bone mineral densities of 
the patients registered at the Department of Nuclear Medicine were evaluated. Re-analysis
of baseline and after-treatment values of bone mineral density was performed. Moreover 
bone mineral density of the areas at the risk of fracture were added to the analysis of BMD
of standard fields [subtrochanteric region (trabecular and cortical), the middle line of the 
femoral diaphysis (cortical)]. DXA values (bone mineral density, bone mineral content, the T
and Z scores, further analysis of fracture risk region) in the first and 5 years later visits 
were compared by using statistical methods. 
RREESSUULLTTSS:: In a comparison of DXA results between first and second visit; global assessment,
lumbar spine and femoral neck bone mineral content, bone mineral density were significantly
improved (p<0.05). There was no significant change in bone mineral content and density of
subtrochanteric region and the middle line of the femoral diaphysis (p>0.05).
CCOONNCCLLUUSSIIOONN:: Subtrochanteric fractures in patients treated with long-term bisphosphanate
may be resulted from the differences between the areas of action of this drug.
KKeeyywwoorrddss:: Bone mineral density, bisphosphonate, subtrochanteric region
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HHeekkiimmlleerriinn  OOsstteeooaarrttrriitt  TTeeddaavviissiinnddeekkii  RReeççeetteelleemmee  
PPeerrffoorrmmaannssllaarr››nn››nn  DDee¤¤eerrlleennddiirriillmmeessii

SSaalliihh  MMoollllaahhaalliilloo¤¤lluu11,,  AAllii  AAllkkaann11,,  BBaaflflaakk  DDöönneerrttaaflfl22,,  fifieennaayy  ÖÖzzggüüllccüü11,,  AAhhmmeett  AAkk››cc››22

1Refik Saydam H›fz›ss›hha Merkezi Baflkanl›¤› H›fz›ss›hha Mektebi Müdürlü¤ü, Ankara
2Marmara Üniversitesi T›p Fakültesi T›bbi Farmakoloji Anabilim Dal›, ‹stanbul

AAMMAAÇÇ:: Osteoartrit (OA), tedavisinde yaz›lan reçetelerin içeri¤inin incelenmesi, ak›lc› ilaç kul-
lan›m› (A‹K) ilkelerinin yayg›nlaflt›r›lmas› bak›m›ndan önemlidir. Bu araflt›rmada, birinci basa-
mak (BB) düzeyinde (aile sa¤l›¤› merkezleri, sa¤l›k ocaklar›) ve hastaneler (H) düzeyinde (dev-
let, özel ve üniversite hastanelerinde) çal›flan hekimlerin OA’da yazd›klar› reçetelerin incelen-
mesi amaçland›.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Türkiye’nin 10 ilinde, 2009 Kas›m-Aral›k aylar›nda yaz›lm›fl OA tan›l› toplam
139 reçetenin (50’si BB’de, 89’u H’de yaz›lm›fl) fotokopisi eczanelerden topland›. BB ve H’de
yaz›lm›fl olan bu reçeteler, içeri¤inde s›k yaz›lm›fl ilaçlar, reçete bafl›na düflen ilaç say›s›
(RBD‹S), reçete bafl›na düflen tedavi maliyeti (RBDTM), analjezik/antiinflamatuvar, enjekte
edilebilen preparat (EP) ve gastroprotektif ilaç yaz›lma göstergeleri aç›s›ndan de¤erlendirildi. 
BBUULLGGUULLAARR:: RBD‹S’nin 2,97±0,99 (BB=2,98±1,12, H=2,97±0,92) oldu¤u, RBDTM’nin ise
42,38±56,13 TL (BB=44,64±65,11, H=41,11±50,75) oldu¤u saptand›. Reçetelere analjezik/anti-
inflamatuvarlar›n %53,5; EP’nin %3,9; gastroprotektiflerin %6,1 oran›nda yaz›ld›¤› saptand›.
BB ve H’de gastroprotektiflerin genel olarak birbirine yak›n oranda yaz›ld›¤› (s›ras›yla %6,7 ve
%5,7) ancak H’de BB’ye göre analjezik/antiinflamatuvar ilaçlar›n (H=%61,4 ve BB=%39,6) ve
EP’nin (H=%5,7 ve BB=%0,7) daha yüksek oranda yaz›ld›¤› saptand›. Reçetelere en s›k yaz›l-
m›fl ilk 5 ilac›n diklofenak (%8,5); tiyokolflikosid (%7,0); flurbiprofen (%5,1); etodolak (%4,4);
parasetamol (%3,6) oldu¤u saptand›. BB’de ve H’de reçetelere en s›k yaz›lm›fl ilac›n birbirine
benzer flekilde (s›ras›yla %8,7 ve 8,3) diklofenak olmas›na karfl›n; 2. s›k yaz›lan ilaçlardan iti-
baren s›ralaman›n gruplar aras›nda de¤iflkenlik gösterdi¤i saptand›. Örne¤in “parasetamolün
tek bafl›na kullan›ld›¤› preparat”›n›n H’de 5. s›rada yaz›lm›fl olmas›na karfl›n, BB’de ilk 10 s›ra-
lamas›na girmedi¤i saptand›.
SSOONNUUÇÇ:: OA reçetelerinde ilaç say›s›, maliyeti ve gastroprotektif ilaç yazma oranlar› bak›m›n-
dan BB’de ve H’de yaz›lan reçetelerin benzerlik gösterdi¤i, enjekte edilebilen preparat kulla-
n›m›n›n ise H’de daha yayg›n oldu¤u söylenebilir. Hekimlerin OA tedavisinde en s›k “diklofe-
nak”› tercih etmesi, parasetamolün (tek bafl›na) BB’de s›k kullan›lan ilaçlar aras›nda bulunma-
mas›, H’de ise 5. s›rada yer almas› dikkat çekicidir. OA tedavisinin A‹K ilkeleri do¤rultusunda
gelifltirilmesinde bu tespitlerden yararlan›lmal›d›r.
AAnnaahhttaarr  KKeelliimmeelleerr:: Ak›lc› ilaç kullan›m›, osteoartrit, reçete

PP--330077

PPeellvviikk  ‹‹sskkiioonn--PPuubbiiss  KKooll  SSttrreess  KK››rr››¤¤››::  OOllgguu  SSuunnuummuu
EEccee  AAyyddoo¤¤,,  GGüüllccaann  ÖÖzzttüürrkk,,  DDuuyygguu  GGeelleerr  KKüüllccüü

Yeditepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, ‹stanbul

Kemiklerin al›fl›k olmad›¤› tekrarlay›c› ve uzun süren egzersiz sonucu oluflan k›r›klar›na stres
k›r›¤› denir. Yorgunluk ve yetmezlik k›r›¤› olmak üzere iki tür stres k›r›¤› mevcuttur. Yetmezlik
k›r›¤› genellikle yafll› ve osteoporotik bireylerde ortaya ç›kar ve s›kl›kla pelvis kemiklerini etki-
ler. Yorgunluk k›r›¤› ise al›fl›lmad›k mekanik yüklenmeye ba¤l› olarak sa¤l›kl› kemikte oluflur.
Genellikle genç eriflkinlerde ve sporcularda görülür. Ço¤unlukla tibia, metatars, fibula etkile-
nir. Biz burada 63 yafl›nda osteopenisi olan bayan hastada sol kalkaneal spur nedeni ile 6 haf-
ta boyunca sürekli sa¤ tarafa yük verme sonucu sa¤ inferior pubik rami ve sa¤ süperior iski-
al rami düzeyinde meydana gelen fraktürü sunduk ve literatürle iliflkisini gözden geçirdik.
AAnnaahhttaarr  KKeelliimmeelleerr::  Stres k›r›¤›, osteopeni, manyetik rezonans görüntüleme

PP--330066

EEvvaalluuaattiioonn  ooff  tthhee  PPrreessccrriibbiinngg  PPeerrffoorrmmaannccee  ooff  tthhee  
PPhhyyssiicciiaannss  iinn  OOsstteeooaarrtthhrriittiiss  TTrreeaattmmeenntt

SSaalliihh  MMoollllaahhaalliilloo¤¤lluu11,,  AAllii  AAllkkaann11,,  BBaaflflaakk  DDöönneerrttaaflfl22,,  fifieennaayy  ÖÖzzggüüllccüü11,,  AAhhmmeett  AAkk››cc››22

1Turkish Ministry of Health School of Public Health, Ankara
2Marmara University School of Medicine Department of Pharmacology, Istanbul

OOBBJJEECCTTIIVVEE:: Prescription analysis is important in the extension of rational pharmacotherapy
principles (RPP) for osteoarthritis (OA). This study, aims to evaluate OA diagnosed 
prescriptions, which were written by physicians practicing at primary care (PC), (family 
health centers, health centers) and hospital (H) level (public, private and university hospitals).
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  Total 139 scripts’ photocopies (89 of them from H), written in 10 
provinces of Turkey in 2009 November-December, were collected in pharmacies. The most
frequently prescribed medicines, number of medicines per prescription (NMPP), treatment
cost per prescription (TCPP), percentage of analgesic/anti-inflammatory drugs (PAD), 
injection preparations (IP) and gastroprotectives were assessed. 
RREESSUULLTTSS:: NMPP was 2.97±0.99 (PC=2.98±1.12, H=2.97±0.92) and TCPP was 42.38±56.13 TL
(PC=44.64±65.11, H=41.11±50.75). PAD was 53.5%, IP was 3.9%, gastroprotectives was 6.1%.
The percentage of gastroprotectives was similar in PC and H (6.7% and 5.7% respectively)
but analgesic/anti-inflammatory drugs (H=61.4% and PC=39.6%) and IP (H=5.7% and
PC=0.7%) were prescribed more commonly in H than PC. The most frequently prescribed 5
medicines were diclofenac (8.5%), thiocolchicoside (7.0%), flurbiprofen (5.1%), etodolac
(4.4%) and paracetamol (3.6%). Diclofenac was the most frequently prescribed medicine
both in PC and H (8.7% and 8.3%) but there were variations between the groups from the
second frequently prescribed medicine. For instance, “paracetamol” was fifth in H for ten
most prescribed medicines, but it wasn’t seen in PC.
CCOONNCCLLUUSSIIOONN:: It can be deduced that the prescriptions written in PC and H showed 
similarity regarding the number of medicines, cost and proportion of gastroprotectives but
IP use was more common in H. Physicians’ preference of “diclofenac” as the first drug 
choice in OA treatment, and absence of paracetamol (uncombined) among commonly 
prescribed medicines in PC and being in H at the fifth place were also notable. These findings
should be taken into consideration for the improvement of OA treatment within RPP.
KKeeyywwoorrddss::  Rational drug use, osteoarthritis, prescription

PP--330077

SSttrreessss  FFrraaccttuurree  ooff  tthhee  IIsscchhiioonn  aanndd  PPuubbiicc  RRaammuuss
EEccee  AAyyddoo¤¤,,  GGüüllccaann  ÖÖzzttüürrkk,,  DDuuyygguu  GGeelleerr  KKüüllccüü

Yeditepe University Medical Faculty Department ofPhysical Medicine and Rehabilitation, Istanbul

Fracture resulting from unusual long term exercise and repetitive mechanical overloading is
called a stress fracture. There are two kinds of stress fracture: insufficiency fracture and 
fatigue fracture. ‹nsufficiency fracture most often affects pelvic bones and this type of 
fracture is seen particularly in elder and osteoporotic persons. Fatigue fracture appears in he-
althy bone which sustained by unusual mechanical stress. This type of fracture, appears in
young persons and athletes and mostly affects tibia, metatarsals, fibula. Herein, we report a
case 63 years old osteopenic women who had right inferior pubic rami and right superior 
ischial rami fracture. From her medical history it is learned that she had calcaneal spur on the
left side and she loaded her right lower extremity for 6 weeks. In this respect we reviewed 
literature about the stress fracture.
KKeeyywwoorrddss:: Stress fracture, osteopenia, magnetic resonance imaging
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DDiizz  OOsstteeooaarrttrriittii  ‹‹llee  KKeemmiikk  MMiinneerraall  YYoo¤¤uunnlluu¤¤uu  AArraass››nnddaakkii  ‹‹lliiflflkkii
HHaakkaann  NNuurr11,,  ÖÖzzggüürr  NNaallbbaanntt22,,  FFüüssuunn  TToorraammaann11

1Antalya E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Antalya
2Akdeniz Üniversitesi Beden E¤itimi ve Spor Yüksekokulu, Antalya

AAMMAAÇÇ:: Bu çal›flman›n amac› diz osteoartriti ile lomber ve femur kemik mineral yo¤unluklar›
aras›ndaki iliflkiyi incelemekti. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya Amerikan Romatoloji Birli¤i kriterlerine göre diz osteoartrit ta-
n›s› konulan 91 kad›n hasta al›nd›. Hastalar›n demografik bilgileri kaydedildi, ayakta a¤›rl›k ve-
rilerek çekilen ön-arka diz grafileri Kellgren-Lawrence kriterlerine göre de¤erlendirilerek 0 ile
4 aras›nda evrelendirildi. Lomber omurga (L1-L4) ve femoral boyun bölgelerinden dual ener-
ji x-ray absorbsiyometri yöntemi ile kemik mineral yo¤unluk (KMY) ölçümleri yap›ld›. Anam-
nezinde, fizik muayene ve radyolojik incelemelerinde sekonder osteoartrit ve sekonder oste-
oporoz flüphesi olan hastalar çal›flma d›fl› b›rak›ld›. Radyolojik evre de¤erleri ve kemik mine-
ral yo¤unlu¤u de¤erleri aras›nda iliflki incelendi. 
BBUULLGGUULLAARR::  Hastalar›n yafl ortalamas› 60,42±8,68 y›l, vücut kitle indeksi ortalamas› 32,1±4,4
kg/m2 idi. Kellgren-Lawrence radyografik evreleme kriterlerine göre 7 hasta (%7,7) evre 0, 23
hasta (%25,3) evre 1, 23 hasta (%25,3) evre 2, 25 hasta (%27,5) evre 3 ve 13 hasta (%14,3)
evre 4 bulundu. Lomber omurgada KMY ortalamas› 0,887±0,124 gr/cm2, femoral boyun böl-
gesinde KMY ortalamas› 0,777±0,146 gr/cm2 tespit edildi. Hastalar›n diz osteoartrit evreleri
ile lomber omurga ve femoral boyun bölgesi KMY de¤erleri aras›nda anlaml› iliflki bulunma-
d›. Yafl ve vücut kitle indeksi etkileri düzeltilerek yap›lan de¤erlendirmede ise radyografik ev-
re ile lomber omurga (r=0,284, p=0,007) ve femoral boyun bölgesi (r=0,279, p=0,008) KMY
de¤erleri aras›nda pozitif anlaml› iliflki tespit edildi. 
SSOONNUUÇÇ:: Diz osteoartrit ile lomber omurga ve femoral boyun bölgesi KMY de¤erleri aras›nda
anlaml› iliflki mevcut olup radyografik evre artt›kça KMY de¤erlerinde art›fl meydana gelmek-
teydi. Bu sonuç osteoartritin kemik mineral yo¤unluk kayb›n› engelledi¤i ve yafll› popülasyon-
da s›k görülen iki hastal›k olan osteoartrit ve osteoporoz aras›nda ters yönde oran oldu¤u yö-
nündeki görüflü desteklemektedir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Diz osteoartriti, kemik mineral yo¤unlu¤u, osteoporoz

PP--330099

PPoossttmmeennooppoozzaall  KKaadd››nnllaarrddaa  DDeennggeenniinn  YYaaflfl,,  
KKeemmiikk  MMiinneerraall  YYoo¤¤uunnlluu¤¤uu  vvee  VVüüccuutt  KKiittllee  ‹‹nnddeekkssii  ‹‹llee  ‹‹lliiflflkkiissii

HHaakkaann  NNuurr,,  TTuunnccaayy  ÇÇaakk››rr,,  FFüüssuunn  TToorraammaann

Antalya E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Antalya

AAMMAAÇÇ::  Postmenopozal dönemde kemik mineral yo¤unlu¤unda azalma ile birlikte denge ka-
y›plar›da görülmektedir. Denge kay›plar› neticesi görülen düflme e¤ilimi bu dönemde kemik
gücündeki azalma ile birlikte k›r›k riskini artt›rmaktad›r. Bu çal›flman›n amac› postmenopozal
dönemde bulunan sa¤l›kl› kad›nlarda dengenin yafl, kemik mineral yo¤unlu¤u ve vücut kitle
indeksi ile iliflkisini araflt›rmakt›. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya 215 postmenopozal kad›n olgu dahil edildi. Denge kayb›na neden
olabilecek öyküsü olanlar çal›flmadan ç›kar›ld›. Olgular›n demografik özellikleri kaydedildi, boy
ve kilolar› ölçülerek vücut kitle indeksleri hesapland›. Dual enerji x-ray absorbsiyometri (DXA)
ile lomber (L1-L4) bölge ve femoral boyun bölgesinden kemik mineral yo¤unluk ölçümleri ya-
p›ld›. Denge de¤erlendirmesi için tek ayak üzerinde durma süresi (sn) ölçüldü.
BBUULLGGUULLAARR:: Denge süresi ile yafl ve vücut kitle indeksi aras›nda negatif korelasyon saptand›
( s›ras›yla r=-0,376, p=0,001, r=-0,200, p=0,003). Denge süresi ile lomber ve femur boynu ke-
mik mineral yo¤unluk de¤erleri aras›nda ise anlaml› iliflki tespit edilmedi (p>0,05).Yafl, vücut
kitle indeksi ve lomber ile femoral boyun kemik mineral yo¤unluklar›n›n denge süresi üzerine
etkinli¤ini incelemek için yap›lan çoklu regresyon analizi sonucunda da denge süresine en
önemli etkiyi yafl ve vücut kitle indeksi gösterirken (p<0,001), kemik mineral yo¤unluk de¤er-
lerinin denge üzerine anlaml› etkisi bulunmad› (p>0,05). 
SSOONNUUÇÇ:: Bu çal›flma sonucunda postmenopozal dönemde yafl ve vücut kitle indeksinin denge
üzerine etkin faktörler oldu¤u, yafl ve vücut kitle indeksindeki art›fl›n denge süresinde azalmaya
neden oldu¤u tespit edildi. Denge ile kemik mineral yo¤unlu¤u aras›nda ise anlaml› iliflki yoktu.
AAnnaahhttaarr  KKeelliimmeelleerr:: Denge, kemik mineral yo¤unlu¤u, vücut kitle indeksi, yafl

PP--330088

TThhee  RReellaattiioonnsshhiipp  BBeettwweeeenn  KKnneeee  OOsstteeooaarrtthhrriittiiss  aanndd  BBoonnee  MMiinneerraall  DDeennssiittyy
HHaakkaann  NNuurr11,,  ÖÖzzggüürr  NNaallbbaanntt22,,  FFüüssuunn  TToorraammaann11

1Antalya Education and Research Hospital Department of 
Physical Medicine and Rehabilitation, Antalya

2Akdeniz University School of Physical Education and Sports, Antalya

OOBBJJEECCTTIIVVEE::  The purpose of this study was to investigate the relationship between knee os-
teoarthritis and bone mineral density of lumbar spine and femur.
MMAATTEERRIIAALLSS  --  MMEETTHHOODDSS:: 91 female patients diagnosed as knee osteoarthritis according to
the American Collage of Rheumatology criteria were included in the study. Demographic 
characteristics of the patients were recorded. Weight bearing anterior-posterior knee 
radiographs were evaluated according to Kellgren-Lawrence criteria and staged from 0 to 4.
Bone mineral density (BMD) of lumbar spine (L1-L4) and femoral neck was measured using
dual X-ray absorptiometry (DXA). The patients suspected of having secondary osteoarthritis
and secondary osteoporosis according to their medical history, physical and radiological 
examinations were excluded from the study. The relationship between radiologic stage and
bone mineral densities was examined.
RREESSUULLTTSS:: The mean age of the patients was 60.42±8.68, while the mean body mass index
was 32.1±4.4 kg/m2. According to Kellgren-Lawrence radiologic staging criteria, 7 (7.7%), 23
(25.3%), 23 (25.3%), 25 (27.5%) and 13 (14.3%) patients were found to be in stages 1,2,3 and
4, respectively. The mean BMD of lumbar spine (L1-L4) was 0.887±0.124 gr/cm2, while it was
0.777±0.146 gr/cm2 in the femoral neck. There was no significant relationship between 
knee osteoarthritis and bone mineral density of lumbar spine and femoral neck. After the 
adjustment for age and body mass index, on the other side, a positive, significant relationship
was observed between radiologic stage and lumbar spine (r=0.284, p=0.007) and femoral
neck (r=0.279, p=0.008) BMD.
CCOONNCCLLUUSS‹‹OONN::  There was a significant relationship between knee osteoarthritis and bone 
mineral density of lumbar spine and femoral neck, and BMD values showed an increase as
the radiologic stage increased. This result supports the suggestion that osteoarthritis 
prevents loss of bone mineral density and there is an inverse relationship between 
osteoarthritis and osteoporosis, two commonly encountered diseases in the elderly population.
KKeeyywwoorrddss:: Knee osteoarthritis, bone mineral density, osteoporosis

PP--330099

TThhee  RReellaattiioonnsshhiipp  ooff  BBaallaannccee  wwiitthh  AAggee,,  BBoonnee  MMiinneerraall  DDeennssiittyy  aanndd  BBooddyy
MMaassss  IInnddeexx  iinn  PPoossttmmeennooppaauussaall  WWoommeenn
HHaakkaann  NNuurr,,  TTuunnccaayy  ÇÇaakk››rr,,  FFüüssuunn  TToorraammaann

Antalya Education and Research Hospital Department of Physical 
Medicine and Rehabilitation, Antalya

OOBBJJEECCTTIIVVEE:: Loss of balance can be seen in the postmenopausal period in addition to the
decrease of bone mineral density. The increase of the predisposition to fall due to loss of 
balance along with the decrease of the strength of bones, increases the risk of fracture. The
purpose of this study was to investigate the relationship of the balance with age, bone 
mineral density and body mass index.
MMAATTEERRIIAALLSS  --MMEETTHHOODDSS::  215 postmenopausal women were included in the study. Those with
any possible history that could explain the loss of balance were excluded from the study. 
Demographic characteristics of the cases were recorded. The heights and body weights 
were measured and body mass indexes were calculated. Bone mineral density of lumbar 
spine (L1-L4) and femoral neck was measured using dual X-ray absorptiometry (DXA). In 
order to evaluate the balance, single-leg standing time (in seconds) was measured.
RREESSUULLTTSS::  Negative correlation was detected between balance duration, age and body mass
index(r=-0.376, p=0.001, r=-0.200, p=0.003, respectively). No significant relationship was 
detected between the balance duration and bone mineral density of lumbar spine and 
femoral neck (p>0.05). The results obtained from multiple regression analysis to investigate
the effects of the age, body mass index and bone mineral density of lumbar spine and 
femoral neck on the balance duration, showed that the most important effect on balance 
duration came from age and body mass index (p<0.001) while bone mineral density had no
significant effect on balance (p>0.05). 
CCOONNCCLLUUSSIIOONN:: This study showed that the age and the body mass index had significant 
effects on balance; and an increase in age and body mass index caused a decrease in 
balance duration. There was no significant relationship between balance and bone mineral
density.
KKeeyywwoorrddss:: Balance, bone mineral density, body mass index, age
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GGeennçç  YYaaflflllaarrddaa  GGeelliiflfleenn  NNooddaall  OOsstteeooaarrttrriitt::  BBiirr  OOllgguu  SSuunnuummuu
ZZeeyynneepp  SSaarruuhhaann11,,  HHuuyyaa  UUzzkkeesseerr22,,  KKaaddiirr  YYiillddiirriimm11

1Atatürk üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Erzurum
2Numune Hastanesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Erzurum

Bu olgu sunumunda genç yafllarda geliflen, Heberden nodülleriyle karekterize osteoartrit ol-
gusu sunulmaktad›r. 29 yafl›ndaki kad›n hasta 4 y›l önce bafllayan el, ayak ve diz a¤r›lar›yla
klini¤imize bafl vurdu. Hastan›n anemnezinde 4 y›l önce el, ayak ve dizlerde a¤r›, yanma fli-
kayetlerinin bafllad›¤› ö¤renildi. Daha sonra el parmaklar›nda a¤r›l›, sert fliflliklerin olufltu¤u
ifade edildi. 5-10 dakika süren sabah tutuklu¤u oldu¤u ö¤renildi. Hastan›n muayenesinde el-
lerde sa¤ 2. ve 3. DIF ve sol 3. DIF eklemlerinde Heberden nodülleri belirlendi. Bu eklemlerin
hareketleri de a¤r›l›yd›. Her iki diz hareketleri minimal a¤r›l›, eklem hareket aç›kl›klar› nor-
maldi. Laboratuvar analizde rutin tetkikler normal olarak bulundu. Hastan›n soy geçmiflinde
de annesinde benzer a¤r› ve fliflliklerin oldu¤u ö¤renildi. Hastam›za nodal osteoartrit tan›s›y-
la parasetamol tedavisi baflland›. 1 ay sonraki kontrolde rahatlamas› oldu¤u ö¤renildi. Bu ol-
gu sunumunda nodal osteoartritin genç yafllarda da bulgu verebilece¤i vurgulanmaktad›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Osteoartrit, heberden nodülleri, nodal osteoartrit

PP--331111

‹‹lleerrii  DDeerreeccee  DDiizz  OOsstteeooaarrttrriittllii  HHaassttaallaarrddaa  AArrttrrooppllaassttii  KKoorrkkuussuu
EErrkkaann  ÖÖzzggüüççllüü

Haymana Devlet Hastanesi Fizik Tedavi ve Rehabilitasyon Klini¤i,  Haymana, Ankara

AAMMAAÇÇ:: ‹leri derece diz osteoartriti olan hastalarda tedavi yaklafl›mlar›n›n de¤erlendirilmesi.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya Kallgren-Lawrence diz osteoartrit evrelemesine göre dördüncü
derece olan toplam 30 hasta al›nd›. Çal›flmada a¤r›n›n sorgulamas›nda 0-10 aras› puanland›-
r›lan VAS kullan›ld›. Hastal›¤a spesifik sa¤l›k durum ölçütü olan WOMAC kullan›larak son 24
saatteki a¤r›, sertlik ve fiziksel aktiviteleri sorguland›. Tüm hastalara ileri derecede diz oste-
oartriti olduklar›, konservatif ve cerrahi tedavi seçeneklerinin oldu¤u anlat›ld›. Hangi tedaviyi
neden seçtikleri veya reddeddikleri soruldu. 
BBUULLGGUULLAARR::  Hastalar›n yafllar› 66-74 aras›ndad›r (ortalama yafllar› 68±4). Bu hastalar›n 18'i
kad›n, 12'si erkekti. VAS skorlar› ortalama 8.3'tü. Toplam WOMAC puanlar› ortalama
48,13±2,1'di. Tüm hastalar fizik tedavi, lokal ve/veya oral analjezik tedavilerini tercih ettikleri-
ni belirtti. Hiçbir hasta daha önce de kendilerine cerrahi tedavi önerildi¤i halde artroplasti ol-
mak istemedi¤ini belirtti. En s›k cerrahi tedavi red nedeni olarak %96 hastada ameliyat son-
ras›nda daha kötü durumda olaca¤› korkusu ve hiç yürüyememe olarak tespit edildi. 
SSOONNUUÇÇ:: ‹leri derece osteoartrit sebebiyle fliddetli a¤r›, sertlik ve fonksiyon k›s›tl›l›¤› olan has-
talar endifle ve korkular› nedeniyle cerrahi tedaviye s›cak bakmamaktad›r. Hastalar›n hayat
kalitelerinin ve fonksiyonelliklerinin korunmas› ad›na hastalar tedavi yöntemleri hakk›nda ob-
jektif ve hasta örnekli yaklafl›mlarla bilgilendirilmelidir.

AAnnaahhttaarr  KKeelliimmeelleerr:: Analjezikler, artroplasti, diz osteoartrit, fizik tedavi

PP--331100

DDeevveellooppmmeenntt  ooff  NNooddaall  OOsstteeooaarrtthhrriittiiss  AAtt  YYoouunngg  AAggee::  AA  CCaassee  RReeppoorrtt
ZZeeyynneepp  SSaarruuhhaann11,,  HHuuyyaa  UUzzkkeesseerr11,,  KKaaddiirr  YYiillddiirriimm11

1Ataturk University Medical Faculty Department of Physical Medicine and Rehabilitation, Erzurum
2Numune Hospital Department of Physical Medicine and Rehabilitation, Erzurum

A young case of osteoarthritis characterized by Heberden nodules is presented in this report.
A twenty nine years old woman was admitted to our clinic with  the complaint of pain in the
hands, knees and feet. From the medical history, we learned that pain and burning sensation
complaints had started four years ago in her hands, knees and feet.  Following these 
complaints, painful and palpable nodules appeared in her fingers. Morning stiffness had 
been lasting for 5-10 minutes. In her examination Heberden nodules were determined on the
second and third DIF in right and also third DIF in the left hand. Arthralgia with movement
was obvious in these joints. Examination of the knees revealed full range of motion but with
minimal pain. Laboratory analysises were normal. Similar nodules and pain on her mother’s
hand was reported in her family history. Paracetamol treatment was started to the patient
with the diagnosis of nodal osteoarthritis. Improvements were reported one month later. In
this case we emphasize that nodal osteoarthritis may also occur at a young age.
KKeeyywwoorrddss:: Osteoarthritis, heberden nodule, nodal osteoarthritis

PP--331111

FFeeaarr  ooff  AArrtthhrrooppllaassttyy  iinn  HHiigghh  GGrraaddee  KKnneeee  OOsstteeooaarrtthhrriittiiss  PPaattiieennttss
EErrkkaann  ÖÖzzggüüççllüü

Haymana State Hospital Department of Physical Medicine and Rehabilitation Haymana, Ankara

OOBBJJEECCTTIIVVEE::  The aim of this study is to evaluate the treatment approaches of high grade 
knee osteoarthritis patients.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  30 patients diagnosed with knee osteoarthritis grade 4 according to
Kallgren-Lawrence osteoarthritis index were included in our study. Visual analogue scale
(VAS) with 0-10 points was applied to the patients for pain questioning. Disease specified 
health status instrument WOMAC (Western Ontario and McMaster Universities) index was
applied to assess pain, stiffness and physical activity in the last 24 hours. All patients were in-
formed about their disease that they have high grade knee osteoarthritis, and conservative
and surgical treatment options existed. Patients’ opinion on refusing or accepting the 
treatment option was questioned. 
RREESSUULLTTSS:: 18 female and 12 male patients, aged between 66 and 74 years (mean age 68±4)
are included in our study. Mean VAS score was 8.3. Mean total WOMAC score was 48.13±2.1.
All of the patients  preferred physical therapy, local and/or oral analgesic treatments and 
none of  them  preferred surgical treatment despite previous surgical treatment suggestion.
The most frequent reason for surgery rejection was the fear of being in a worse condition
and unable to walk after the operation.
CCOONNCCLLUUSSIIOONN:: High grade knee osteoarthritis patients with severe pain, stiffness and 
functional limitation  refuse surgery because of the fear and anxiety. Patients should be 
informed about treatment modalities objectively and with patient samples to improve their
quality of life and functionality.

KKeeyywwoorrddss:: Analgesics, arthroplasty, knee osteoarthritis, physical therapy
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PP--331122

MMeemmee  KKaannsseerrii  OOppeerraassyyoonnuu  GGeeççiirreenn  HHaassttaallaarrddaa  ÜÜsstt  EEkkssttrreemmiittee  ‹‹sskkeelleett  
SSiisstteemmii  PPrroobblleemmlleerrii,,  DDiissaabbiilliittee,,  YYaaflflaamm  KKaalliitteessii  vvee  DDeepprreessyyoonn  DDüüzzeeyyii

ÖÖzzlleemm  BBüüyyüükkaakk››nnccaakk11,,  YYeeflfliimm  AAkkyyooll11,,  NNeeccaattii  ÖÖzzeenn22,,  YYaasseemmiinn  UUlluuss11,,  
FFeerrhhaann  CCaannttüürrkk11,,  AAyyhhaann  BBiillggiiccii11,,  ÖÖmmeerr  KKuurruu11

1Ondokuz May›s Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Samsun
2Ondokuz May›s Üniversitesi T›p Fakültesi Genel Cerrahi Anabilim Dal›, Samsun

AAMMAAÇÇ:: Çal›flmam›zda, meme kanseri (Ca) nedeni ile opere olan hastalarda a¤r›, omuz eklem
hareket aç›kl›¤› (EHA) ve kas gücü (KG), el kavrama gücü, lenfödem, disabilite, yaflam kalitesi
ve depresyon düzeyini araflt›rmak ve bunlar›n uygulanan cerrahi müdahale yöntemi ve rad-
yoterapi (RT) ile iliflkili olup olmad›¤›n› belirlemek amaçland›. 
GGEERREEÇÇ  VVEE  YYÖÖNNTTEEMM:: Çal›flmaya 2007-2009 tarihleri aras›nda meme Ca nedeni ile opere olan
(modifiye radikal mastektomi, MRM veya meme koruyucu cerrahi, MKC) yafllar› 29-65 aras›n-
da de¤iflen 93 kad›n hasta dahil edildi. Hastalar›n a¤r›s› (istirahat, hareket) vizüel analog ska-
la (VAS), aktif omuz EHA goniyometre, omuz KG ve el kavrama gücü el dinamometresi, len-
födemi kol çevre ölçümü, disabilitesi Omuz A¤r› Özürlülük ‹ndeksi (OAÖ‹) ve Omuz Özürlülük
Sorgulamas› (OÖS), yaflam kalitesi K›sa Form-36 (SF36), depresyon düzeyi Beck Depresyon
Ölçe¤i (BDÖ) ile de¤erlendirildi. 
BBUULLGGUULLAARR:: Hastalarda en s›k görülen üst ekstremite problemleri s›ras›yla hareket s›ras›nda
omuz a¤r›s› (%76.3), el kavrama gücü kayb› (%59), bir veya daha fazla yönde omuz EHA k›-
s›tl›l›¤› (%48) ve kol’da lenfödem (%23.7) idi. Hastalar›n % 32’sinde depresyon mevcuttu.
Opere edilen tarafta omuz EHA ve KG, el kavrama gücü anlaml› derecede düflüktü (p<0.05).
MRM yap›lan grupta hareket a¤r› VAS, OAÖ‹ ve OÖS skorlar› daha yüksek saptand› (p<0.05).
RT alanlarda omuz EHA k›s›tl›l›¤› (fleksiyon ve abdüksiyon) anlaml› derecede fazla bulundu
(p<0.05). A¤r› düzeyi ile disabilite aras›nda pozitif yönde, yaflam kalitesinin alt gruplar› ile ara-
s›nda ise negatif yönde anlaml› iliflki bulundu (p<0.05). 
SSOONNUUÇÇ::  Çal›flmam›zda, meme Ca cerrahisi sonras› en s›k gözlenen üst ekstremite problemi
artm›fl disabilite ve azalm›fl yaflam kalitesi ile iliflkili bulunan omuz a¤r›s›yd›. MRM operasyonu
a¤r› ve disabiliteyi, RT uygulamas› omuz EHA k›s›tl›l›¤›n› art›ran bir faktör olarak saptand›.
AAnnaahhttaarr  KKeelliimmeelleerr::  Meme kanseri, a¤r›, disabilite, kas gücü, yaflam kalitesi, depresyon

PP--331133

PPrriimmeerr  DDiizz  OOsstteeooaarrttrriittllii  HHaassttaallaarrddaa  DDiizz  ‹‹nncciinnmmee  vvee  OOsstteeooaarrttrriitt  SSoonnuuçç  
SSkkoorruu--FFiizziikksseell  FFoonnkkssiiyyoonn  KK››ssaa  FFoorrmm  ((KKOOOOSS--PPSS))''uunnuunn  TTüürrkkççeeyyee  

AAddaappttaassyyoonnuu  iillee  GGeeççeerrlliilliikk  vvee  GGüüvveenniilliirrllii¤¤iinniinn  TTeesstt  EEddiillmmeessii
EEbbrruu  DDeemmiirr  GGüüll,,  ÖÖzzlleemm  YY››llmmaazz,,  HHaattiiccee  BBoodduurr

Ankara Numune E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Ankara

AAMMAAÇÇ:: Knee Injury and Osteoarthritis Outcome Score-Physical Function Short form(KOOS-
PS) diz osteoartritli hastalarda fiziksel fonksiyonlar› de¤erlendirmek amac›yla kullan›lan has-
tal›¤a özgül bir ölçektir. Hastal›¤a özgül ve diz problemlerinde sa¤l›k durumunu de¤erlendi-
ren KOOS’dan fiziksel fonksiyonu en iyi de¤erlendirdi¤i düflünülen 7 soru ile Rasch analiz yön-
temiyle 2008’de oluflturulmufltur. Bu çal›flman›n amac› KOOS-PS’nin dilimize uyarlanarak ge-
çerlilik ve güvenilirli¤ini test etmektir.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Ölçe¤in Türkçeye uyarlanmas› temel olarak Amerikan Ortopedik Cerrahlar
Birli¤i (AAOS) rehberinde önerilen kaynak dilden hedef dile çeviri, sentez, geri çeviri, gözden
geçirme ve pre-test aflamalar› izlenerek yap›ld›. Oluflturulan Türkçe form 80 hastada(71 ka-
d›n, 9 erkek) test edildi. Türkçe versiyonunun güvenilirli¤i Cronbach-alfa katsay›s› (içsel tutar-
l›l›¤› gösterir) ve intraklas korelasyon katsay›s› (araflt›rmac›-içi güvenilirli¤i gösterir) hesapla-
narak araflt›r›ld›. Yap›sal geçerlili¤i “ölçek geçerlili¤i” yöntemi ile test edildi. Bu amaçla KO-
OS_PS’nin WOMAC OA ve Lequesne diz OA indeksleri, flikayet süreleri, diz grafilerinin radyolo-
jik fliddeti (Kellgren-Lawrence skoru) ve pasif diz fleksiyon aç›kl›¤› ile korelasyonu test edildi.
BBUULLGGUULLAARR::  Chronbach alfa katsay›s› 0,904(>0,7) ve ICC (intra-class correlation coefficent)
de 0,839 (>0,7) olarak bulundu. Bu de¤erler Türkçe KOOS_PS’nin güvenilir oldu¤unu göster-
mektedir. Ortalama KOOS-PS skoru WOMAC total, a¤r› ve fiziksel fonksiyon alt gruplar› ile ve
Lequesne total, a¤r› ve günlük yaflam aktiviteleri alt gruplar› ile pozitif güçlü korele bulundu
(r>0,6). Ayr›ca WOMAC ve Lequesne’nin di¤er alt gruplar› ile de orta derecede pozitif korele
idi. Ek olarak fonksiyonellikle iliflkili oldu¤u bildirilen flikayet süresi, radyolojik fliddet ile pozitif
korele iken pasif fleksiyon hareket aç›kl›¤› ile de negatif korele idi. Bu sonuçlar Türkçe versi-
yonun yap›sal geçerlili¤ini kan›tlamaktad›r.
SSOONNUUÇÇ:: Sonuç olarak KOOS-PS’nin Türkçe versiyonu araflt›rmac›lar›n çal›flmalar›nda kullana-
bilecekleri geçerli ve güvenilir bir ölçektir. De¤iflimlere duyarl›l›¤›n›n test edilmesi için yeni ça-
l›flmalara ihtiyaç vard›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Geçerlilik, güvenilirlik, KOOS-PS, türkçe

PP--331122

UUppppeerr  EExxttrreemmiittyy  SSkkeelleettaall  SSyysstteemm  PPrroobblleemmss,,  DDiissaabbiilliittyy,,  QQuuaalliittyy  ooff  LLiiffee  aanndd
DDeepprreessssiioonn  iinn  PPaattiieennttss  TTrreeaatteedd  SSuurrggiiccaallllyy  FFoorr  BBrreeaasstt  CCaanncceerr

ÖÖzzlleemm  BBüüyyüükkaakk››nnccaakk11,,  YYeeflfliimm  AAkkyyooll11,,  NNeeccaattii  ÖÖzzeenn22,,  YYaasseemmiinn  UUlluuss11,,  
FFeerrhhaann  CCaannttüürrkk11,,  AAyyhhaann  BBiillggiiccii11,,  ÖÖmmeerr  KKuurruu11

1Ondokuz Mayis University Medical Faculty Department of Physical 
Medicine and Rehabilitation, Samsun

2Ondokuz Mayis University Medical Faculty Department of General Surgery, Samsun

OOBBJJEECCTT‹‹VVEE::  The aim of this study was to investigate pain, shoulder range of motion (ROM)
and muscle strength (MS), handgrip strength, lymphedema, disability, quality of life (QOL)
and depression in the patients with breast cancer (Ca) operation and to determine either 
these were related to the applied surgical intervention procedure and radiotherapy (RT). 
MMAATTEERR‹‹AALLSS--  MMEETTHHOODDSS::  Ninety three female who had been operated for the reason of 
breast Ca (modified radical mastectomy, MRM or breast conversing surgery, BCS) between
2007 and 2009, aged between 26-65 years were included in the study. The intensity of pain
(rest, movement) was evaluated by visual analogue scale (VAS), active shoulder ROM by 
goniometer, shoulder MS and handgrip strength by hand dynamometer, lymphedema by
arm-forearm circumference measurement, disability by Shoulder Pain and Disability Index
(SPDI) and Shoulder Disability Questionnaire (SDQ), QOL with Short Form 36, depression 
level was evaluated by Beck Depression Inventory (BDI).
RREESSUULLTTSS:: In the patients with breast Ca operation, shoulder pain during movement (76.3%),
loss of hand grip strength (59%), shoulder ROM limitation in one or more direction (48%),
and lymphedema in arm (23.7%) were determined as the most common seen upper 
extremity problems.  Depression existed in 32% of the patients. Shoulder ROM and MS, 
handgrip strength were significantly lower in the operated shoulder (p<0.05). Pain VAS 
(movement), SPDI and SDQ scores were determined higher in MRM group (p<0.05). ROM 
limitation (flexion-abduction) was found significantly higher in patients who received 
RT (p<0.05). Whereas a positive correlation was found between pain level and disability, 
a negative correlation was determined with various subgroups of QOL (p<0.05).
CCOONNCCLLUUSS‹‹OONN:: In our study, following the breast Ca surgery, the most common problem 
observed in the upper extremity was shoulder pain which was correlated with increased 
disability and decreased QOL. We also found that, MRM increased pain and disability while RT
increased shoulder ROM limitation.
KKeeyywwoorrddss:: Breast cancer, pain, disability, muscle strength, quality of life, depression

PP--331133

AAddaappttaattiioonn  ooff  ““KKnneeee  IInnjjuurryy  aanndd  OOsstteeooaarrtthhrriittiiss  OOuuttccoommee  SSccoorree--PPhhyyssiiccaall
FFuunnccttiioonn  SShhoorrtt  FFoorrmm  ((KKOOOOSS--PPSS))””  iinnttoo  TTuurrkkiisshh  aanndd  TTeessttiinngg  iittss  

RReelliiaabbiilliittyy  aanndd  VVaalliiddiittyy
EEbbrruu  DDeemmiirr  GGüüll,, ÖÖzzlleemm  YY››llmmaazz,,  HHaattiiccee  BBoodduurr

Ankara Numune Training and Research Hospital Department of 
Physical Medicine and Rehabilitation, Ankara

OOBBJJEECCTTIIVVEE:: Knee Injury and Osteoarthritis Outcome Score-Physical Function Short form
(KOOS-PS) is a disease specific test that is used to evaluate of physical functions of patients
with knee osteoarthritis. It derived with seven questions of KOOS thought as the best 
questions to evaluate physical functions by Rasch analysis. The aim of this study is to adapt
KOOS-PS into Turkish and to test its reliability and validity. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  Translation into Turkish was done based on the Association of 
American Orthopedic Surgeons (AAOS) guideline and translation to target language from
the main language, synthesis, back-translation, revision and pre-test stages were followed as
suggested. Reliability was tested by calculation of Cronbach-alpha coefficient (shows internal
consistency) and intraclass-correlation coefficient (ICC; shows intra-observer reliability).
Construct validity was tested by criterion validity method. Correlations between KOOS-PS
and WOMAC, Lequesne indexes, duration of complaints, Kellgren-Lawrence radiologic scores
and range of motion of passive flexion were investigated to test its validity. 
RREESSUULLTTSS::  Cronbach-alpha coefficient was found 0.904 (>0.7) and ICC was found 0.839 (>0.7).
These values showed good reliability of Turkish version. KOOS-PS was found strongly 
correlated with total WOMAC, WOMAC pain, WOMAC physical function, total Lequesne, 
Lequesne pain and Lequesne daily living activities scores. (r>0.6). In addition moderate 
correlation was found between KOOS-PS and other subscales of WOMAC and Lequesne 
indexes. Furthermore it was found positively correlated with duration of complaints, 
radiologic severity and negatively correlated with range of motion of passive flexion. These
results prove the validity of Turkish KOOS-PS. 
CCOONNCCLLUUSS‹‹OONN:: Turkish version of KOOS-PS is a reliable and valid index that can be used by
investigators. New studies are needed to test its sensibility to changes.
KKeeyywwoorrddss:: Reliability, validity, KOOS-PS, turkish
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PP--331144

HHaassttaanneemmiizz  SSaa¤¤ll››kk  KKuurruulluunnaa  BBaaflflvvuurraann  ÖÖzzüürrllüülleerriinn  PPrrooffiillii
HHüüllyyaa  fifiiirrzzaaii,,  BBeerriill  DDoo¤¤uu,,  FFiiggeenn  YY››llmmaazz,,  GGüüllggüünn  DDuurrllaann››kk,,  JJüülliiddee  ÖÖnnccüü,, BBaannuu  KKuurraann

fiiflli Etfal E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, ‹stanbul

AAMMAAÇÇ::  Dünya nüfusunun önemli bir oran›n› oluflturan özürlülerin sorunlar›n›n çok yönlü, kap-
saml› ve ça¤dafl bir yaklafl›mla ele al›n›p çözümlenmesi gerekmektedir. Çal›flmam›z›n amac›
hastanemiz sa¤l›k kurulana özürlülükleri nedeniyle baflvuran hastalar›n profili ›fl›¤› alt›nda ül-
kemizdeki özürlülerin durumlar›n› irdelemektir. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çeflitli özürlülük nedenleriyle Ocak 2010-Aral›k 2010 tarihleri aras›nda fiiflli
Etfal E¤itim ve Araflt›rma Hastanesi sa¤l›k kurulu fizik tedavi poliklini¤ine baflvuran hastalar ret-
rospektif olarak incelendi. Tan›lar›, hangi amaçla baflvurdu¤u, özürlülük oranlar› kaydedildi. 
BBUULLGGUULLAARR:: Ocak 2010-Aral›k 2010 tarihleri aras›nda baflvuran toplam 1941 hasta de¤erlen-
dirmeye al›nd›. Verilerin de¤erlendirilmesinde tan›mlay›c› istatistiksel metotlar› ortalama,
standart sapma, s›kl›k da¤›l›mlar›, yüzde da¤›l›mlar› kullan›ld›. Sa¤l›k kuruluna baflvuranlar›n
%8.29’nu sa¤ hemipleji, %7.93 nü parapleji, %7.73nü poliomyelit, %6.29 nu serebral palsi
oluflturmaktayd›. Sa¤l›k kuruluna % 21.9 ile evde bak›mdan faydalanmak, %16.28’i özürlü kim-
lik kart›n› almak, %10.51 ve %10.30’u 2022 olarak bilinen özürlü maafl›ndan ve vergi indirimin-
den faydalanmak için baflvuru yapt›klar› saptanm›flt›r. Toplam 122 serebral palsili hastalar›n
59’u özel fizik tedavi merkezlerinden yararlanmak için baflvurmufllard›r. 
SSOONNUUÇÇ::  Çal›flmam›zda da görüldü¤ü üzere özürlülerin fiziksel ve psiko-sosyal yap›lar›n›n top-
lumda serbestçe geliflmesine uygun ortam yaratmak, çesitli desteklerle onlar›n yar›nlar›n› gü-
vence alt›na almak, toplumun üzerinde durmas› gereken en önemli konulardan birisidir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Evde bak›m, özürlülük, sa¤l›k kurulu

PP--331155

HHeemmooddiiyyaalliizz  HHaassttaallaarr››nn››nn  EEnnggeelllliilliikk  DDuurruummuunnuunn  SSppiinnaall  KKoorrdd  YYaarraallaannmmaall››
HHaassttaallaarrllaa  KKaarrflfl››llaaflfltt››rr››llmmaass››

EEvvrriimm  CCooflflkkuunn  ÇÇeelliikk,,  DDeemmeett  OOfflluuoo¤¤lluu,,  MMeettiinn  KKaarraattaaflfl

Baflkent Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Ankara

AAMMAAÇÇ:: Hemodiyaliz hastalar›nda görülen fiziksel ve emosyonel sorunlara ba¤l› rol güçlükleri
ve sa¤l›k alg›lamas›nda bozulmayla birlikte kiflide engellilik oluflmaktad›r. Bu çal›flmada, he-
modiyaliz hastalar›n›n engellilik durumunu, engellilik durumu bilinen ve kabul gören spinal
kord yaralanmal› paraplejik hasta grubu ile karfl›laflt›rmay› amaçlad›k.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmam›zda Baflkent Üniversitesi ‹stanbul Uygulama ve Araflt›rma Hasta-
nesi Hemodiyaliz Ünitesi’nde en az 6 ayd›r düzenli hemodiyaliz tedavisi alan 18 yafl›ndan bü-
yük 53’ü bayan ve 70’i erkek 123 hasta ile Omurilik Felçliler Derne¤ine davetli 21’i bayan ve 8’i
erkek 29 paraplejik hasta de¤erlendirilmeye al›nd›. Hemodiyaliz ve paraplejik hastalar›n, sos-
yodemografik özellikleri, k›sa öz geçmiflleri kay›t edildi. Her iki grubun engellilik durumlar›
CHART-sf ile de¤erlendirildi. 
BBUULLGGUULLAARR::  Hemodiyaliz hastalar›n›n yafl ortalamas› 60,6±15,1, paraplejik grubun yafl ortala-
mas› 35,5±10,4 idi. Her iki grubun yafl ortalamas› ve cinsiyet da¤›l›m› istatistiksel olarak an-
laml› oranda farkl› bulundu. E¤itim durumu ve medeni durum de¤erlendirildi¤inde her iki
grubta istatistik olarak anlaml› fark bulunmad›. Hemodiyaliz hastalar› 81,15±72,42, ayd›r he-
modiyaliz tedavisi görüyordu. Paraplejik hastalar›n yaralanma süreleri 162,5±112,18 ay idi.
CHART-sf ile yap›lan engellilik de¤erlendirmesinde fiziksel ba¤›ms›zl›k düzeyi hemodiyaliz
grubunda 69,04±41,33, paraplejik grupta 79,31±32,86; kognitif de¤erlendirme hemodiyaliz
grubunda 76,26±30,80, paraplejik grubta78,66±27,72; mobilite hemodiyaliz grubunda
77,87±11,27, paraplejik grupta 70,28±23,65; ifl durumu hemodiyaliz grubunda 14,17±24,68, pa-
raplejik grupta 39,18±40,80; sosyal entegrasyon hemodiyaliz grubunda 66,99±21,32, parap-
lejik grupta 66,03±22,39 idi. Gruplar aras›nda CHART-sf ile de¤erlendirilen fiziksel ba¤›ms›z-
l›k, kognitif, mobilite ve sosyal entegrasyon de¤erlendirmesinde istatistiksel farkl›l›k görülmez
iken, ifl durumu de¤erlendirilmesinde paraplejiklerin, hemodiyaliz hastalar›na göre anlaml›
olarak daha iyi oldu¤u (p<0,05), tespit edilmifltir. 
SSOONNUUÇÇ:: Hemodiyaliz hastalar›nda, fiziksel engellilik durumu olmamas›na ra¤men, uygulanan
tedavi flekli ve kronik hastal›¤a ba¤l› komorbid durumun efllik etmesi nedeniyle engellilik du-
rumunun paraplejik hastalardaki kadar artt›¤› tespit edilmifltir.
AAnnaahhttaarr  KKeelliimmeelleerr::  Hemodiyaliz, parapleji, engellilik

PP--331144

TThhee  PPrrooffiillee  ooff  PPeeooppllee  wwiitthh  DDiissaabbiilliittyy  wwhhoo  AApppplliieedd  ttoo  OOuurr  HHoossppiittaall
HHüüllyyaa  fifiiirrzzaaii,,  BBeerriill  DDoo¤¤uu,,  FFiiggeenn  YY››llmmaazz,,  GGüüllggüünn  DDuurrllaann››kk,,  JJüülliiddee  ÖÖnnccüü,, BBaannuu  KKuurraann

Sisli Etfal Training and Research Hospital
Department of Physical and Rehabilitation Medicine, Istanbul

OOBBJJEECCTTIIVVEE::  The problems of disabled people who account for a significant proportion of the
world's population should be handled and resolved by a comprehensive and contemporary
approach. The aim of our study is to explicate the status of disabled people in our country in
the light of profile of patients who applied to health board of our hospital because of their 
disabilities.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Patients who applied to health board of Sisli Etfal Training and 
Research Hospital for various causes of disability were retrospectively examined. They 
applied to Physical Medicine and Rehabilitation clinic between January 2010 -December
2010. Diagnosis, the purpose of application, disability rates were recorded.
RREESSUULLTTSS:: 1941 patients who applied between January 2010-December 2010 were 
included in the study. Descriptive statistical methods (mean, standard deviation, frequency
distributions, and percentage distributions) were used to assess the data. Patients who 
applied to the health board had right hemiplegia (8.29%), paraplegia (7.93%), poliomyelitis
(7.73%), and cerebral palsy (6.29%). The reason of the applications ascertained as follows:
To take advantage of health care at home (21.90%), to get disability identity card (16.28%),
and to benefit from disability pay (10.51%) and tax allowance (10.30%) known as 2022. 59 of
122 patients with cerebral palsy applied to take advantage of special physical therapy centers.
CCOONNCCLLUUSSIIOONN:: In order to create a suitable environment to the freely development of the
physical and psycho-social structures of disabled people in society, and to secure their 
future by various supports is one of the most important issues to which the society must 
attach importance.
KKeeyywwoorrddss::  Home care, disability, health board

PP--331155

CCoommppaarriinngg  DDiissaabbiilliittyy  ooff  HHeemmooddiiaallyyssiiss  PPaattiieennttss  WWiitthh  SSppiinnaall  CCoorrdd  IInnjjuurryy  PPaattiieennttss
EEvvrriimm  CCooflflkkuunn  ÇÇeelliikk,,  DDeemmeett  OOfflluuoo¤¤lluu,,  MMeettiinn  KKaarraattaaflfl

Baskent University Faculty of Medicine Physical Medicine and Rehabilitation Department,Istanbul

OOBBJJEECCTTIIVVEE:: Deterioration of the health perception together with role difficulties resulting
from physical and emotional problems arising in hemodialysis patients are the causes of 
disabilities in these individuals. In this study the aim was to compare the state of disability of
hemodialysis patients, with the state of paraplegic patients due to spinal cord injuries that
are already known and accepted disable by the society.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: In our study 123 patients – 53 women and 70 men over age of 
18- who have been receiving regular hemodialysis treatment at Baskent University Istanbul
Application and Research Hospital Hemodialysis Section and 29 paraplegic patients 
-21 women and 8 men- who were invited to the Spinal Cord Injury Associaton were evaluated.
Sociodemographical characteristics of and short personal information about the 
hemodialysis and paraplegic patients were recorded. The state of disability of the both 
groups was analyzed by CHART-sf.
RREESSUULLTTSS:: The mean age of the hemodialysis patients was 60.6±15.1 years and it was
35.5±10.4 years for the paraplegic patients. Hemodialysis patients were receiving treatment
for 81.15±72.42 months and  mean injury period for the paraplegic patients was 162.5±112.18
months. According to the disability evaluation made with the CHART –sf physical 
independence level was 69.04±41.33 for the hemodialysis group and 79.31±32.86 for the 
paraplegic group; cognitive evaluation was 76.26±30.80 for the hemodialysis group 
and 78.66±27.72 for the paraplegic group; mobility was 77.87±11.27 for the hemodialysis 
group and 70.28±23.65 for the paraplegic group; employment status was 14.17±24.68 for the
hemodialysis group and 39.18±40.80 for the paraplegic group; social integration 
was 66.99±21.32 for the hemodialysis group and 66.03±22.39 for the paraplegic group. 
Although there was no statistically meaningful difference between the groups in physical 
independence, cognitive evaluation, mobility and social integration after CHART –sf 
evaluation, it was observed that employment status evaluation was meaningfully better
(p<0.05), in the paraplegic patients than in the hemodialysis patients. 
CCOONNCCLLUUSSIIOONN:: Although there is no condition of physical handicap in hemodialysis patients,
due to the treatment method conducted and existence of commodity due to chronically
illness, the state of disability  is increasing as much as paraplegic patients.
KKeeyywwoorrddss::  Hemodialysis, paraplegia, disability
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PP--331166

DDüüflflüükk  AAyyaa¤¤››  OOllaann  OOllgguullaarr››mm››zz››nn  KKlliinniikk  ÖÖzzeelllliikklleerrii  vvee  AAyyaakk  
FFoonnkkssiiyyoonneell  ‹‹nnddeekkssii  iillee  DDee¤¤eerrlleennddiirriillmmeessii

HHüürrrriiyyeett  YY››llmmaazz11,,  CCooflflkkuunn  ZZaatteerrii11,,  CCooflflkkuunn  BBaakkaarr22

1Çanakkale Onsekiz Mart Üniversitesi T›p Fakültesi
Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Çanakkale

2Çanakkale Onsekiz Mart Üniversitesi T›p Fakültesi Halk Sa¤l›¤› Anabilim Dal›, Çanakkale

AAMMAAÇÇ::  Bu çal›flmada, klini¤imizde takip etmekte oldu¤umuz düflük aya¤› olan olgular›m›z›n,
klinik özelliklerinin bildirilmesi ve bu klinik özelliklerin ayak fonksiyonel indeksi (AF‹) ile iliflki-
sinin de¤erlendirilmesi amaçland›. 
GGEERREEÇÇ  VVEE  YYÖÖNNTTEEMM:: Çal›flmam›za 2010 y›l› boyunca poliklini¤imize baflvuran ve düflük ayak
problemi olan olgular› ald›k. Baflka bir nedene ba¤l› ayak deformitesi veya a¤r›s› olan olgular
d›flland›. Olgular›n demografik özellikleri, tutulan ayak taraf›, süresi ve düflük aya¤a neden
olan patolojileri, ortez ve yard›mc› cihaz kullan›mlar›, düflük aya¤›n kiflide oluflturdu¤u en
önemli sorunu kaydedildi. Olgular›n ayak fonksiyonlar› AF‹ ile de¤erlendirildi. ‹statistiksel ana-
liz olarak Mann-Whitney U testi ve Spearman korelasyon analizi kullan›ld›. 
SSOONNUUÇÇLLAARR::  Olgular›m›z›n 14’ü (%60,9) erkek, 9’u (%39,1) kad›n cinsiyet idi. Yafl ortalamas›
41,39±18,62 olarak saptand›. 14 olguda tek tarafl›, 9 olguda çift tarafl› düflük ayak mevcuttu.
Olgular›m›z›n 2’sinde birinci motor nöron, 21’inde ikinci motor nöron kaynakl› düflük ayak var-
d›. 14 (%60,9) olgu ayak-ayak bile¤i ortezi kullan›rken, 9 (39,1) olgu kullanmamaktayd›. Orta-
lama düflük ayak süresi 61,04±90,56 (minimum: 1, maksimum: 300) ay olarak hesapland›. Ol-
gular›n düflük aya¤a ba¤l› en temel yak›nmas› sorgulamas›nda %47,8 (11 olgu) ile düflme kay-
g›s›, %21,7 (5 olgu) ile aktivite azalmas›, %13 (3 olgu) ile denge problemi ve %8,7 (2 olgu) ile
a¤r› oldu¤u anlafl›ld›. Tüm olgular›n AF‹ ortalama a¤r› skoru 3,54±3,28, disabilite skoru
5,98±2,58, aktivite skoru 4,35±3,01 ve total skoru 4,83±2,60 olarak hesapland›. AF‹ skorlar›
bak›m›ndan erkek-kad›n fark›, ortez kullanan ve kullanmayan aras›nda, tek tarafl› düflük aya-
¤› olan ve iki tarafl› düflük aya¤› olanlar aras›nda anlaml› fark saptanmad› (p>0,05). Düflük
ayak süresi ile AF‹ skorlar› aras›nda anlaml› bir iliflki saptanmad›.
TTAARRTTIIfifiMMAA::  Düflük ayak yürümeyi ve fonksiyonel durumu olumsuz etkileyen önemli bir sorun-
dur. Çal›flmam›zda düflük aya¤› olan olgular›m›z›n klinik özelliklerini sunduk. Ayak fonksiyonel
indeksi ile klinik bulgular aras›nda anlaml› iliflki saptanmad›.
AAnnaahhttaarr  KKeelliimmeelleerr::  Ayak fonksiyonel indeksi, düflük ayak, klinik özellikler

PP--331177

TTeekk  TTaarraaffll››  RRSS33PPEE''llii  GGeennçç  BBaaflflllaanngg››ççll››  RRoommaattooiidd  AArrttrriitt  OOllgguussuu
MMuussttaaffaa  ÖÖzzflflaahhiinn11,,  SSaaffiinnaazz  AAttaaoo¤¤lluu11,,  HHaakkaann  TTuurraann22

1Düzce Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Düzce
2Düzce Üniversitesi T›p Fakültesi Dermatoloji Anabilim Dal›, Düzce

48 yafl›nda erkek hasta ani bafllayan sa¤ el, el bile¤i ve parmaklar›nda flifllik, a¤r› ve hareket
k›s›tl›l›¤› flikâyetleri ile baflvurdu¤u hastanenin acil klini¤inde selülit tan›s› konarak 10 gün bo-
yunca sefazolin IM 2x1 kullanmas›na ra¤men yak›nmalar› geçmedi¤i için poliklini¤imize bafl-
vurmufl. Hastan›n fizik muayenesinde sa¤ el, el bile¤i ve parmaklar›nda ileri derece gode b›-
rakan ödem mevcuttu. Travma hikâyesi olmayan hastan›n daha önce elinde bu flekilde bir flifl-
lik hiç olmam›fl. Hastan›n ayr›nt›l› anamnezi al›nd›¤›nda 10 y›ld›r dönem dönem her iki el bile-
¤i dirsek ve dizlerde a¤r› ve flifllik yak›nmas›n›n oldu¤u ve baflvurdu¤u romatolog taraf›ndan
8 y›l önce seronegatif romatoid artrit tan›s›yla MTX, SLZ ve NSAI baflland›¤›n› ö¤rendik. Has-
ta 5 y›l düzenli kulland›¤› ilaçlar›n› 3 y›l önce kendisine zararl› olabilece¤i ve yak›nmalar›n› ge-
çirmedi¤ini düflünerek kendi iste¤i ile b›rakm›fl ve sadece a¤r›s› oldu¤unda NSA-
I kullanm›fl. Bizim sistemik neoplastik ve di¤er romatolojik hastal›klara yönelik yapt›¤›m›z ay-
r›nt›l› tetkiklerde hafif eritrosit sedimantasyon yüksekli¤i haricinde anormallik yoktu. Bunun
üzerine tek tarafl› RS3PE tan›s›yla düflük doz kortikosteroid (15 mg prednisolon) bafllad›¤›m›z
hastada tedaviye dramatik cevap ald›k. RS3PE (Remitting Seronegative, Symmetric Synovi-
tis with Pitting Edema), akut olarak ortaya ç›kan, tekrarlay›c›, simetrik ve s›kl›kla el ve ayak bi-
le¤ini tutan sinovit, el ve ayak dorsal yüzünde gode b›rakan ödem ile seyreden, seronegatif,
benign karakterli bir sendromdur. Romatolojik ve neoplastik hastalara efllik edebilen bu sen-
dromda genellikle simetrik tutulum olsa da literatürde tek tarafl› tutulumunda oldu¤una dair va-
kalar da sunulmufltur. Tek tarafl› tutulum daha çok geç bafllang›çl› romatoid artritli hastalarda
bildirilmifltir. Bizim olgumuz erken bafllang›çl› RA’li hastada tek tarafl› RS3PE varl›¤›n› rapor eden
ilk vakad›r. Sonuç olarak RS3PE sendromu simetrik tutulumun oldu¤u bir sendrom olmakla bir-
likte bizim vakam›zda oldu¤u gibi tek tarafl› tutulumunda olabilece¤i hat›rlanmal›d›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Ödem, genç bafllang›çl› romatoid artrit, RS3PE sendromu

PP--331166

CClliinniiccaall  FFeeaattuurreess  ooff  PPaattiieennttss  wwiitthh  FFoooott  DDrroopp  aanndd  AAsssseessssmmeenntt  wwiitthh  
FFoooott  FFuunnccttiioonnaall  IInnddeexx

HHüürrrriiyyeett  YY››llmmaazz11,,  CCooflflkkuunn  ZZaatteerrii11,,  CCooflflkkuunn  BBaakkaarr22

1Canakkale Onsekiz Mart University Faculty of Medicine Physical Medicine and 
Rehabilitation Department, Canakkale

2Canakkale Onsekiz Mart University Faculty of Medicine Public Health Department, Canakkale

OOBBJJEECCTTIIVVEE:: In this study, we aimed to report the clinical features of foot-drop patients and
to investigate the relationship between foot functional index (FFI) and clinical features. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: The patients with foot-drop who were admitted to our outpatient 
clinic in 2010 were included in this study. The patients who have a foot deformity, or pain 
due to another reason were excluded. All the demographic characteristics, side of the 
involved foot, duration and cause of foot-drop, orthotics and assistive device use, the most
important problem caused by foot-drop were noted. Foot function was assessed with FFI. All
the data were analyzed with Mann-Whitney U test and Spearman’s correlation test. 
RREESSUULLTTSS:: Of the 23 patients with foot-drop, 14 (60.9%) were male, 9 (39.1) were female. The
mean age of the patients was 41.39±18.62. 14 patients had unilateral, 9 patients had bilateral
foot-drop. 2 patients had foot-drop caused by central nervous system pathologies, 21 patients
had a foot-drop caused by peripheral nervous system pathologies. 14 (60.9%) patients had
used ankle-foot orthosis. The average duration of foot-drop was 61.04±90.56 (minimum: 1,
maximum: 300) months. When asked the most important problem caused by foot-drop of the
patients it was learned that was the fear of falling in 11 (47.8) patients, decrease in activity in
5 (21.7%) patients, balance problems in 3 (13.3%) patients, pain in 2 (8.7%) patients. We 
found that the average of the FFI pain score, disability score, activity score and total score
were calculated to be 3.54±3.28, 5.98±2.58, 4.35±3.01 and 4.83±2.60, respectively. There
was no significant difference in FFI scores between male and female, using orthosis and not, 
patients who have unilateral foot-drop and bilateral foot-drop (p>0.05). 
CCOONNCCLLUUSSIIOONN:: Foot-drop is an important problem affecting walking and function. We 
reported the clinical features of our patients with foot-drop. We didn’t find any correlation
between FFI and clinical features.
KKeeyywwoorrddss:: Foot functional index, foot drop, clinical features

PP--331177

AA  CCaassee  ooff  YYoouunngg--OOnnsseett  RRhheeuummaattooiidd  AArrtthhrriittiiss  wwiitthh  UUnniillaatteerraall  RRSS33PPEE
MMuussttaaffaa  ÖÖzzflflaahhiinn11,,  SSaaffiinnaazz  AAttaaoo¤¤lluu11,,  HHaakkaann  TTuurraann22

1Duzce University Medical School Department of Physical Medicine and Rehabilitation, Duzce
2Duzce University Medical School Department of Dermatology, Duzce

A 48-year-old man had been admitted to a medical center due to acute onset swelling, 
pain and stiffness of the right hand and wrist. Despite a regular 10 day sefazoline therapy 
due to initial diagnosis of cellulitis, he did not recover and referred to our clinic. In his 
physical examination pitting edema on right hand, wrist and fingers was revealed. In his 
history, he had had temporary pain and swelling in both hands, elbows and knees for 10 
years and underwent methotrexate, sulfasalazine and NSAID treatment with a diagnosis of
seronegative rheumatoid arthritis (RA) made by a rheumatologist 8 years ago. He had never
had such a swelling on his hand. He had been on the treatment regularly for 5 years and 
gave up the prescription 3 years ago since he believed that his complaints did not get well.
Our investigations for systemic, neoplastic and rheumatologic diseases were negative 
except mildly elevated erythrocyte sedimentation rate. So we started to give low dose 
corticosteroid (15 mg prednisolone) and got a dramatic response. RS3PE (Remitting 
Seronegative, Symmetric Synovitis with Pitting Edema), is a seronegative syndrome with 
benign character that manifests itself acutely and develops with remitting, symmetric 
synovitis that is frequently observed at wrists and ankles and with pitting edema on the 
dorsal surfaces of hands and feet. While symmetric involvement is observed in this 
syndrome, which can accompany rheumatologic and neoplastic patients, there are some 
cases with unilateral involvement presented in the literature. Unilateral involvement is 
usually reported with late-onset rheumatoid arthritis. Our case is the first case reported 
where the existence of unilateral RS3PE is observed with young-onset RA. To conclude, it
needs to be highlighted that, while the RS3PE syndrome is a syndrome with symmetric 
involvement, unilateral involvement can also be observed in some patients, as in our case.
KKeeyywwoorrddss:: Edema, young-onset rheumatoid arthritis, RS3PE syndrome
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RRoommaattooiidd  AArrttiirriitt  vvee  LLiikkeenn  AAmmiillooiiddoozziiss  BBiirrlliikktteellii¤¤ii::  BBiirr  OOllgguu  SSuunnuummuu
ZZeehhrraa  KKooccaaaa¤¤aa11,,  NNeessiibbee  DDeerreenn  ÖÖzzccaann22,,  ÖÖzzlleemm  GGüüll  UUttkkuu33,,  

AAhhmmeett  BBüülleenntt  DDoo¤¤rruull44,,  FFiilliizz  ÇÇeevvlliikk  AAyyddoo¤¤aann55

1Mufl Devlet Hastanesi, Fiziksel T›p ve Rehabilitasyon Bölümü, Mufl
2Mufl Devlet Hastanesi Dermatoloji Bölümü, Mufl

3Mufl Devlet Hastanesi, Dahiliye Bölümü, Mufl
4Mufl Devlet Hastanesi Genel Cerrahi Bölümü, Mufl

5Mufl Devlet Hastanesi Patoloji Bölümü, Mufl

GG‹‹RR‹‹fifi:: Romatoid artirit (RA) artiküler ve extraartiküler bulgular› olan kronik inflamatuvar bir
hastal›kt›r. Ekstraartiküler manifestasyonlar yayg›nd›r ve hemen hemen her organ sistemin-
de görülebilir. RA’ in kutanöz manifestasyonlar› extraartiküler manifestasyonlar içerisinde yer
almaktad›r. Sayah ve arkadafllar› RA de görülen kutanöz manifestasyonlar› 2 bafll›k alt›nda
toplam›fllard›r: 1-) genel kutanöz manifestasyonlar: cilt atrofisi, palmar eritem, clubbing, splin-
ter hemoraji gibi RA’ da da görülen nonspesifik cilt de¤ifliklikleri. 2-) spesifik kutanöz manifes-
tasyonlar: klasik romatoid nodül, accelerated rheumatoid nodulosis, rheumatoid nodulosis,
rheumatoid vasculitis, felty syndrome, pyoderma gangrenosum, granulomatous dermatitis.
Daha önce literatürde RA ile ilflkili kutanöz manifestasyonlar içerisinde lokal veya generalize
lichen amyloidosis tan›mlanmam›flt›r. Bu olgu sunumunda lokal lichen amyloidosis saptad›¤›-
m›z RA’ li bir hastay› sunmay› amaçlad›k. 
OOLLGGUU::  Yaklafl›k 3 ayd›r el küçük eklemlerinde a¤r› ve flifllik yak›nmas› olan 28 yafl›nda bayan
hasta poliklini¤imize baflvurdu. Hastan›n yap›lan fizik muayenesinde her iki el bile¤i, metakar-
pofalangeal eklem, proksimal falingeal eklemlerde flifllik ve hassasiyet saptand›. Sabah tutuk-
lu¤unun 3-4 saat sürdü¤ü ö¤renildi. Hastan›n dirseklerinde, dizlerinde ve lateral malleol ya-
k›nlar›nda koyu renkli, deriden kabar›k cilt lezyonlar› gözlendi. Hastada saç dökülmesi, foto-
sensivite, oral aft yoktu, atefl, purpura, petefli, öksürük, bafla¤r›s›, balgam, dispne, terleme, uy-
ku hali, titreme yoktu ve genel sistemik muayenesi ola¤and›. Yap›lan laboratuar de¤erlendi-
rilmesinde tam kan say›m› ve biyokimyas› ola¤an olan hastan›n sedimentasyonu 120 mm/sa-
at, CRP 6,05 mg/dL, Rf negatifdi. Hasta RA tan›s› konularak medikal tedaviye baflland›. Has-
tan›n deri lezyonlar› için dermatolojiye dan›fl›ld›, dermatoloji liken amiloidozis ön tan›s› ile bi-
yopsi ald›. Hastan›n biyopsi sonucu liken amiloidozis ile uyumlu geldi. Liken Amiloidozisin mul-
tiple endokrin neoplazi tip 2 (MEN-2) ile beraberlik gösterebilmesi nedeni ile hasta bu aç›dan ta-
rand›. MEN-2 ile iliflkili herhangi bir patoloji saptanmad›. Hastan›n verilen medikal tedavi ile ya-
k›nmalar›nda azalma oldu, artiritleri geriledi. Hasta poliklinik takibine al›narak taburcu edildi. 
SSOONNUUÇÇ:: Nadir rastlanan bir durum olsa da Liken amiloidozis RA ile birlikteli¤i ak›lda 
tutulmal›d›r.

AAnnaahhttaarr  KKeelliimmeelleerr::  Romatoid artirit, liken amiloidozis, extraartiküler tutulum
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RRoommaattooiidd  AArrttrriittttee  EEll  KKeemmiikk  MMiinneerraall  YYoo¤¤uunnlluu¤¤uu  iillee  RRaaddyyoolloojjiikk  
TTuuttuulluumm  AArraass››nnddaakkii  ‹‹lliiflflkkii

BBeerriill  DDoo¤¤uu,,  BBaannuu  KKuurraann,,  FFiiggeenn  YY››llmmaazz,,  BBiillggee  BBaaflfleerrddeemm OOffllaazz,,  HHüüllyyaa  fifiiirrzzaaii

fiiflli Etfal E¤itim ve Araflt›rma Hastanesi Fizik Tedavi ve Rehabilitasyon Klini¤i, ‹stanbul

AAMMAAÇÇ::  Dual enerji X-Ray absorbsiyometri ile tespit edilen el kemik mineral yo¤unluk kayb›n›n,
radyolojik tutulum ile iliflkisini irdelemek.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya en az 1 y›ld›r RA tan›s› olan toplam 35 hasta al›nd›. Tüm hastala-
r›n her iki el KMY’leri ve radyolojik görüntülemeleri yap›ld›. Radyolojik hasar modifiye Sharp-
van der Heijde yöntemine göre de¤erlendirildi.
BBUULLGGUULLAARR::  Hastalar›m›z›n yafl ortalamalar› 50,83 ± 10,5 y›l olup, hastal›k süresi 73,14 ± 61,07
ayd›. Tüm hastalar›m›z kad›n ve dominant elleri sa¤d›. Dominant ve non-dominant ellerin
KMY ortalamalar› s›ras›yla 0,36±0,08 ve 0,35 ± 0,08 gr/cm2 idi. Modifiye Sharp-van der Heij-
de skorlar› ise dominant el için 14,64±14,33, non-dominant el için 13,11 ± 11,86, toplam skor or-
talamas› ise 27,77±25,83 idi. Modifiye Sharp-van der Heijde dominat el skorlar› ile, dominant
ve non-dominant DXA sonuçlar› aras›nda (r=-0,458 p=0,006, r=-0,351 p=0,048), non-domi-
nant el skorlar› ile dominant ve non-dominant el DXA sonuçlar› aras›nda (r=-0,485 p=0,003,
r=-0,357 p=0,035) ve toplam skor ile dominant ve non-dominant el DXA sonuçlar› aras›nda
(r=-0,476 p=0,004, r=-0,355 p=0,047) negatif yönde istatistiksel olarak anlaml› iliflki gözlen-
di (p<0,05). 
SSOONNUUÇÇ::  Çal›flmam›z elden DXA ile yap›lan KMY ölçümünün radyolojik progresyonu göstere-
bilece¤ini düflündürmektedir. Ayr›ca hastal›¤›n en çok eklem tutulumu yapt›¤› ellerin KMY öl-
çümü ileride tedaviye yan›t› de¤erlendirmede de bir gösterge olabilir.
AAnnaahhttaarr  KKeelliimmeelleerr:: El kemik mineral yo¤unlu¤u, radyolojik de¤erlendirme, romatoid artrit
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TThhee  AAssssoocciiaattiioonn  ooff  RRhheeuummaattooiidd  AArrtthhrriittiiss  wwiitthh  LLiicchheenn  AAmmyyllooiiddoossiiss::  
AA  CCaassee  RReeppoorrtt

ZZeehhrraa  KKooccaaaa¤¤aa11,,  NNeessiibbee  DDeerreenn  ÖÖzzccaann22,,  ÖÖzzlleemm  GGüüll  UUttkkuu33,,  
AAhhmmeett  BBüülleenntt  DDoo¤¤rruull44,,  FFiilliizz  ÇÇeevvlliikk  AAyyddoo¤¤aann55

1Mus State Hospital, Physical Medicine and Rehabilitation, Mus
2Mus State Hospital, Dermatology, Mus

3Mus State Hospital, Internal Medicine, Mus
4Mus State Hospital, General Surgery, Mus

5Mus, State Hospital Pathology, Mus

IINNTTRROODDUUCCTTIIOONN:: Rheumatoid arthritis (RA) is a chronic inflammatory disorder with 
articular and extra-articular manifestations. Extra-articular manifestations are common and
occur in almost every organ system. The cutaneous findings of RA are considered as 
extra-articular manifestations. Sayah et al. divided cutaneous manifestations of RA into two
groups: 1) General cutaneous manifestations which are nonspecific skin changes including
cutaneous atrophy, palmar erythema, clubbing, and splinter hemorrhages. 2) Specific 
cutaneous manifestations, namely classic rheumatoid nodules, accelerated rheumatoid 
nodulosis, rheumatoid nodulosis, rheumatoid vasculitis, felty syndrome, pyoderma 
gangrenosum, and granulomatous dermatitis. Among the RA related cutaneous 
manifestations, localized or generalized amyloidosis had not been reported in the literature
before. Herein, we present a case of RA associated with lichen amyloidosis.
CCAASSEE::  A 28-year-old woman presented to our clinic with a 3-month history of swelling and
pain of small joints of the hands. On physical examination, swelling and tenderness involving
bilaterally the wrist, metacarpophalangeal, and proximal phalangeal joints were noted. 
Dermatological examination revealed hyperpigmented and hyperkeratotic plaques on both
elbows, knees, and lateral malleolus. She had a history of morning stiffness lasting for 3-4 
hours. She did not report associated alopecia, photosensitivity, oral aphtous ulcers, fever, 
purpura, petechiae, cough, headache, sputum, dispnea, hyperhidrosis, sleepiness, and chills.
Laboratory investigations including complete blood cell count and blood chemistry were 
within normal limits. C-reactive protein was 6,05 mg/dL, erythrocyte sedimentation rate was
120 mm/hour, and rheumatoid factor was negative. The patient was diagnosed with RA and
was started on medical treatment. She was referred to the dermatology department for the
evaluation of skin lesions. A punch biopsy specimen was obtained and histopathologic 
examination disclosed findings consistent with lichen amyloidosis. As lichen amyloidosis can
be associated with multiple endocrine neoplasia type 2 (MEN-2), the patient was reevaulated
for the presence of MEN-2, however, no pathology was detected. On follow-up, the symptoms
of arthritis subsided and the patient was discharged from the hospital.
CCOONNCCLLUUSSIIOONN:: It should be kept in mind that, in addition to the most widely recognized skin
lesions, lichen amyloidosis can also develop in association with RA.

KKeeyywwoorrddss::  Rheumatoid arthritis, lichen amyloidosis, extra-articular involvement

PP--331199

CCoorrrreellaattiioonn  BBeettwweeeenn  HHaanndd  BBMMDD  aanndd  RRaaddiioollooggiicc  IInnvvoollvveemmeenntt  iinn  
RRhheeuummaattooiidd  AArrtthhrriittiiss

BBeerriill  DDoo¤¤uu,,  BBaannuu  KKuurraann,,  FFiiggeenn  YY››llmmaazz,,  BBiillggee  BBaaflfleerrddeemm OOffllaazz,,  HHüüllyyaa  fifiiirrzzaaii

Sisli Etfal Education and Research Hospital Department of Physical 
Medicine and Rehabilitation, Istanbul

OOBBJJEECCTTIIVVEE:: To investigate the correlation between the decrease of bone mineral density
(BMD) in hand identified via dual energy x-Ray absorptiometry and radiologic involvement in
rheumatoid arthritis (RA).
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: A total of 35 patients with the diagnoses of RA for at least 1 year 
were included in the study. BMDs of both hands of all the patients were estimated and 
radiologic examinations of their hands were performed. Radiologically detected damaged
areas were assessed using modified Sharp-van der Heijde method.
RREESSUULLTTSS:: Mean age of our patients was 50.83±10.5 years, and mean duration of their RA
was 73.14±61.07 months. All of our patients were female with right dominant hand. Mean
BMDs of dominant, and non-dominant hands were 0.36±0.08, and 0.35±0.08 gr/cm2, 
respectively. Modified Sharp-van der Heijde scores were 14.64±14,33, and 13.11±11.86 for 
dominant, and non-dominant hands, respectively with a mean total score of 27.77±25.83. A
statistically significant negative correlation was observed between modified Sharp-van der
Heijde scores of dominant hands, and DXA results of dominant, and non-dominant hands 
(r=-0.458 p=0.006, r=-0.351 p=0.048). The same significant negative correlation was noted
between non-dominant hand scores, and DXA results of dominant and non-dominant hands
(r=-0.485 p=0.003, r=-0.357 p=0.035), and also between total score, and DXA results of 
dominant, and non-dominant hands (r=-0.476 p=0.004, r=-0.355 p=0.047) (p<0.05). 
CCOONNCCLLUUSSIIOONN:: Our study suggests that BMD measurements with DXA might indicate 
radiologic progression. Besides, BMD measurements of hands whose joints are mostly 
affected by RA, might guide future evaluation of treatment response.
KKeeyywwoorrddss::  Hand bone mineral density, radiographic assessment, rheumatoid arthritis
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RRoommaattooiidd  AArrttrriittttee  EEll  KKeemmiikk  MMiinneerraall  YYoo¤¤uunnlluu¤¤uu  EEll  FFoonnkkssiiyyoonnllaarr››  
‹‹ççiinn  BBiirr  BBeelliirrtteeçç  OOllaabbiilliirr  mmii??

BBeerriill  DDoo¤¤uu,,  BBaannuu  KKuurraann,,  FFiiggeenn  YY››llmmaazz,,  FFaattmmaa  BBaaflfloo¤¤lluu,,  GGüüllggüünn  DDuurrllaann››kk

fiiflli Etfal E¤itim ve Araflt›rma Hastanesi Fizik Tedavi ve Rehabilitasyon Klini¤i, ‹stanbul

GG‹‹RR‹‹fifi:: Romatoid artrit (RA) erken dönemde ellerde osteoporoza, kronik dönemde deformite-
lere yol açan bir hastal›kt›r. Elde geliflen deformiteler, hastalar›n günlük yaflam aktivitelerini
etkileyerek yaflam kalitelerini azalt›r.
AAMMAAÇÇ:: El kemik mineral yo¤unluk (KMY) ölçümü ile el fonksiyonlar› aras›ndaki iliflkiyi irdelemek.
MMAATTEERRYYAALLvvee  MMEETTOODD::  Çal›flmaya 35 kad›n hasta al›nd›. El KMY ölçümleri dual enerji X-Ray
absorsiyometri (DXA) ile yap›ld›. Dominant ve non-dominant el kavrama gücü (KG), tutma
(pinch) ise yan tutma, üçlü tutma ve uçuca tutma olarak de¤erlendirildi. Hastalar›n istirahat
ve hareket s›ras›ndaki a¤r›lar› görsel analog skala (GAS) ile sorguland›. Radyolojik de¤erlen-
dirme için modifiye Sharp-van der Heijde yöntemi, el fonksiyonlar›n› de¤erlendirmek için Du-
ruöz el indeksi (DE‹) ve kol, omuz ve el sorunlar› anketi (DASH) kullan›ld›.
BBUULLGGUULLAARR::  Hastalar›m›z›n yafl ortalamalar› 50,83±10,5 y›l olup, hastal›k süresi 73,14±61,07
ayd›. Her iki el KG, tüm tutma tipleri, istirahat ve hareket GAS de¤erleri ile DXA ölçümleri ara-
s›nda anlaml› iliflki saptanmad› (p>0,05). Dominat elin KG’si ile DE‹ ve DASH aras›nda negatif
yönde istatistiksel olarak anlaml› iliflki gözlenirken (p<0,01), non-dominant el KG ile her iki ska-
la için anlaml› iliflki bulunamad› (p>0,05). Her iki elin tüm tutma tipleri ile DE‹ ve DASH aras›n-
da negatif yönde istatistiksel olarak anlaml› iliflki saptand› (p<0,01). Modifiye Sharp-van der
Hejide skorlar› ile DE‹ ve DASH aras›nda anlaml› iliflki bulunmad›. Dominant ve non-dominant
elin DXA de¤erleri ile DE‹’nin giyim ve temizlik alt gruplar› aras›nda negatif yönde anlaml› ilifl-
ki varken (p<0,05) di¤er alt gruplar ve toplam skor aras›nda anlaml› iliflki gözlenmedi (p>0,05).
Dominant ve non-dominant DXA de¤erleri ile DASH aras›nda ise negatif yönde anlaml› iliflki
bulundu (p<0,05).
SSOONNUUÇÇ::  Hipotezimizde öne sürdü¤ümüz gibi DXA ile el fonksiyonlar›n›n sadece baz›lar› ara-
s›nda iliflki varken, bu iliflki radyolojik olarak bulunamam›flt›r. Çal›flmam›z el fonksiyonlar›n› be-
lirlemede elin ve parmaklar›n kuvvetinin daha belirleyici oldu¤unu göstermektedir.
AAnnaahhttaarr  KKeelliimmeelleerr::  El fonksiyonlar›, el kemik mineral yo¤unlu¤u, kavrama gücü, romatoid artrit
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SSppoonnttaann  OOddoonnttooiidd  FFrraakkttüürrüü  OOllaann  RRoommaattooiidd  AArrttrriittllii  BBiirr  OOllgguu  SSuunnuummuu
GGüülliinn  FF››nndd››kkoo¤¤lluu11,,  NNuurraayy  AAkkkkaayyaa11,,  BBaayyrraamm  ÇÇ››rraakk22,,  NNuurraann  SSaabbiirr33,,  FFuussüünn  fifiaahhiinn 11

1Pamukkale Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Denizli
2Pamukkale Üniversitesi T›p Fakültesi, Beyin Cerrahi Anabilim Dal›, Denizli

3Pamukkale Üniversitesi T›p Fakültesi, Radyoloji Anabilim Dal›, Denizli

Romatoid artritin(RA) nadir bir komplikasyonu olarak geliflen non-travmatik odontoid fraktü-
rü olan, myelopatili bir vaka sunulmufltur. 47 yafl›nda RA’l› erkek hasta kollar›nda ve bacakla-
r›nda 10ay önce bafllayan güçsüzlük ve hissizlik flikayeti ile müracaat etti. Sabah saatlerinde
bafla¤r›s› flikayeti olan hastan›n travma hikayesi yoktu. Beyin cerrahisi taraf›ndan boyun
omurgas›nda k›r›k oldu¤u söylenerek takibi önerildi. Kuvvet kayb› mevcut olan hasta rehabi-
litasyon amac›yla poliklini¤imize yönlendirildi. 4 y›ld›r RA ve DM olan hasta MTX, SZN, hidrok-
lorokin, deflazakort, folic acid, oral anti-diyabetikler al›yormufl. 2009’da sol total kalça prote-
zi uygulanm›fl. Boyunda, sol omuzda daha belirgin olmak üzere bütün eklemlerinde her yön-
de k›s›tl›l›klar› vard›. Procesuss spinousus hassasiyeti yoktu. DAS28 skoru 5,84’dü. Omuz ele-
vasyonu (sa¤/sol) 4+/4+, dirsek fleksiyonu 3+/3+, elbilek ekstansiyonu4/3+, parmak fleksiyo-
nu4/4, parmak abduksiyonu 3+/3+idi. Kalça fleksiyonu4+/4+, ayakbile¤i dorsifleksiyonu5/4+,
ayakbaflparmak dorsifleksiyonu 5/4-idi. Duyular› normaldi. Bulbokavernöz refleksi mevcuttu.
Brakioradialis ve triceps refleksi: hipoaktif/hipoaktif, patella ve aflil refleksi: hiperaktif/hiperaktif-
di. Patolojik refleks ve klonusu yoktu. Ranawat s›n›fland›rmas›na göre tip3A olan hasta bir çift ka-
nadien ile düz zeminde ambuleydi (Fonksiyonel ambulasyon skoru:4). Anormal laboratuar bul-
gular› WBC:11800K/μL, Plt:307000K/μL, CRP:5,069mg/dL, ESR:73mm/saat, RF:23,3 idi.
RRAADDYYOOLLOOJJ‹‹KK  ‹‹NNCCEELLEEMMEE::  Anteroposterior a¤z› aç›k ve fleksiyon-ekstansiyonda çekilen late-
ral servikal grafilerinde erozyon ve osteolize sekonder dejeneratif de¤iflikliklere ba¤l› olarak
fraktür izlenmedi. Servikal tomografisinde C2 proçeste erozyon, skleroz ve dejenerasyonun
efllik etti¤i eski fraktür hatt›(tip2) ve kord içinde serbest parças› olmayan fragmente kemik ve
anteroposterior dislokasyon tespit edildi. Servikal MRI’›nda C2’de eski fraktür hatt› ve myelo-
malazi görüldü.
SSOONNUUÇÇ:: Beyin cerrahisi taraf›ndan takibi önerilen hastan›n ambulasyon, denge ve koordinas-
yon amaçl› rehabilitasyonuna baflland›. RA’n›n bir komplikasyonu olarak spontan atlantoaksi-
yel fraktürü literatürde çok az say›da vakada bildirilmifltir. Tan› için kapsaml› bir radyolojik in-
celeme gereklidir. Efllik eden dejenerasyon ve osteopeni gibi durumlardan dolay› fraktür rad-
yografilerde görülmeyebilir. RA’da odontoid fraktürü multifaktörieldir. Sinovyal pannusun di-
rekt bas›s› suçlanmaktad›r. Destruktif sinovit, ligamantoz laksite, kemik erozyonlar›na yol aça-
bilir, instabiliteye ve subluksasyona neden olabilir. Tüm bunlar minor travmalarda ve hatta
normal kuvvetlerle bile yaralanmalara sebep olabilir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Romatoid artrit, odontoid, fraktür, non-travmatik
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CCaann  BBoonnee  MMiinneerraall  DDeennssiittyy  ooff  tthhee  HHaanndd  BBeeccoommee  aa  PPrreeddiiccttoorr  ooff  HHaanndd  
FFuunnccttiioonnss  iinn  RRhheeuummaattooiidd  AArrtthhrriittiiss??

BBeerriill  DDoo¤¤uu,,  BBaannuu  KKuurraann,,  FFiiggeenn  YY››llmmaazz,,  FFaattmmaa  BBaaflfloo¤¤lluu,,  GGüüllggüünn  DDuurrllaann››kk

Sisli Etfal Education and Research Hospital Department of Physical 
Medicine and Rehabilitation, Istanbul

OOBBJJEECCTTIIVVEE:: To analyze the correlation between bone mineral density (BMD) measurements
and hand functions.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  35 women were enrolled in the study. Hand BMD measurements 
were performed using dual energy X-Ray absorptiometry (DXA). Hand grip strength, 
lateral pinch, chuck pinch, and tip to tip pinch of dominant, and non-dominant hands were
evaluated. Pain perception of the patients during rest, and daily activities was questioned
using visual analogue scale (VAS) questionnaire. We have used modified Sharp-van der 
Heijde methodology for radyologic assesment, and used Duruoz Hand Index (DHI) and 
Disability Arm, Shoulder and Hand (DASH) scales for the functions of the hand.
RREESSUULLTTSS:: Mean age of our patients was 50.83±10.5 years, and mean duration of RA was
73.14±61.07 months. A significant correlation was not detected between hand grip strength,
all types of pinch, rest, and exercise VAS scores, and DXA measurements of both hands
(p>0.05). A negative, but statistically significant correlation between the hand grip strength
of the dominant hand, and DHI, and DASH scores was observed (p<0.01), while any significant
correlation was not found between non-dominant hand grip strength, and scores of both 
scales (p>0.05). A statistically significant negative correlation was noted between all types of
pinch of both hands, and DHI, and DASH scores. (p<0.01). The correlations among modified
Sharp-van der Hejide, DHI, and DASH scale scores were not meaningful. (p<0.01), (p<0.01). 
A negative but significant correlation was detected between DXA values for dominant and
non-dominant, and self-care items of DHI such as self-cleaning, and self-attire (p<0.05), 
however any significant correlation between other subgroup, and total scores was not 
observed. (p>0.05). A negative, but significant correlation existed between DXA values of 
dominant and non-dominant hands (p<0.05).
CCOONNCCLLUUSSIIOONN:: As we have proposed in our hypothesis, a correlation exists between DXA 
measurements and some of hand functions, however this correlation could not be 
demonstrated radiologically. Our study indicates that grip strength of hands and fingers is a
better indicator of hand functions.
KKeeyywwoorrddss:: Hand function, hand bone mineral density, grip strength, rheumatoid arthritis
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AA  RRhheeuummaattooiidd  AArrtthhrriittiiss  CCaassee  WWiitthh  SSppoonnttaanneeoouuss  OOddoonnttooiidd  FFrraaccttuurree
GGüülliinn  FF››nndd››kkoo¤¤lluu11,,  NNuurraayy  AAkkkkaayyaa11,,  BBaayyrraamm  ÇÇ››rraakk22,,  NNuurraann  SSaabbiirr33,,  FFuussüünn  fifiaahhiinn11

1University of Pamukkale, Faculty of Medicine, Physical Medicine and Rehabilitation 
Department, Denizli 

2University of Pamukkale, Faculty of Medicine, Neurosurgery, Department, Denizli 
3University of Pamukkale, Faculty of Medicine, Radiology Department, Denizli

SSUUMMMMAARRYY::  A case with non-traumatic odontoid fracture, developed as a rare complication
of rheumatoid arthritis (RA) accompanied by myelopathy is presented here. A 47 year old
male patient with RA presented with the complaints of hypoesthesia and weakness in his legs
and arms for 10 months. He had no history of trauma but complained of morning headaches.
Neurosurgery clinic had informed him of a fracture in the cervical vertebrae and advised to 
follow-up. Patient was consulted by our department for rehabilitation due to muscle weakness.
He had RA and diabetes for 4 years and took MTX, SZN, hydrochloroquine, deflazacort, folic
acid, oral anti-diabetics. He had total hip prosthesis on the left side since 2009. He had 
diffuse limitations of movements in all planes and all joints, predominantly in the cervical 
vertebrae and shoulders. There was no tenderness of spinal processes. DAS28score was
5,84. His muscle power was (right/left) 4+/4+ in shoulder elevation, 3+/3+ in elbow flexion,
4/3+ in wrist extension, 4/4 in digital flexion, 3+/3+ in digital abduction, 4+/4+in hip flexion,
5/4+ in ankle dorsiflexion, 5/4- in toe dorsiflexion. Sensory exam was normal. He had 
bulbocavernosus reflex. Brachioradialis and triceps reflexes were hypoactive/hypoactive
whereas patella and Achilles reflexes were hyperactive/hyperactive. He had no pathological
reflexes and clonus. The patient was considered as type3A according to Ranawat classification
and was able to ambulate with a pair of crutches (Functional Ambulation Score: 4).
Abnormal laboratory findings were WBC:11800 K/μL, Plt: 307000K/μL, CRP:5.069mg/dL,
ESR:73mm/hr, RF:23.3. Radiologic examination: cervical radiographs taken in open-mouth 
anterior posterior and in flexion and extension lateral position did not reveal a fracture line
due to degenerative changes secondary to erosions and osteolysisosteolysis. Erosion in the
process of C2, old fracture line (type 2) accompanied by sclerosis and degeneration, fragmented
bone without free body in the spinal cord in addition to anterior posterior dislocation detected
in the cervical tomography. cervical MRI revealed old fracture line in C2 and myelomalasia.
CCOONNCCLLUUSSIIOONN::  Rehabilitation program for ambulation, balance and coordination was 
initiated for the patient who was followed-up by neurosurgery clinics. There are very few 
cases with spontaneous atlantoaxial fracture in the literature. An extensive radiologic 
examination is required for the diagnosis. The fracture may not be visible on the radiographs
due to accompanying degeneration and ostepenia. Odontoid fracture in RA is multifactorial.
Direct compression of synovial pannus may be involved. Destructive synovitis, ligamentous
laxity may lead to bone erosions and cause instability and subluxation. All of these might end
up with injuries after minor trauma or even normal forces.
KKeeyywwoorrddss::  Rheumatoid arthritis, odontoid, fracture, non-traumatic
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RRoommaattooiidd  AArrttrriittllii  HHaassttaallaarrddaa  MMiicchhiiggaann  EEll  DDee¤¤eerrlleennddiirrmmee  AAnnkkeettiinniinn  ((MMHHQQ))
HHaassttaall››kk  AAkkttiivviitteessii,,  YYaaflflaamm  KKaalliitteessii  ööllççeekklleerrii  vvee  KKaass  GGüüccüü  iillee  ‹‹lliiflflkkiissii
DDiilleekk  DDuurrmmuuflfl,,  BBoorraa  UUzzuunneerr,,  YYuunnuuss  DDuurrmmaazz,,  AAyyhhaann  BBiillggiiccii,,  ÖÖmmeerr  KKuurruu

Ondokuz May›s Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Samsun

AAMMAAÇÇ:: Romatoid Artrit (RA), özürlülü¤e ve yaflam kalitesinde azalmaya neden olan inflama-
tuvar bir hastal›kt›r. Özürlülük ve yaflam kalitesi RA’l› hastalarda tedavi ve takip de¤erlendir-
mesinde kullan›lan parametrelerdir. Michigan El De¤erlendirme Anketi (MHQ), ele spesifik her
iki elin fonksiyonlar›n› ayr› ayr› de¤erlendirebilmek için gelifltirilmifl bir ankettir. Bu çal›flman›n
amac›; RA’l› hastalarda yaflam kalitesi ve hastal›k aktivitesi aras›ndaki iliflkiyi ve MHQ’nun bu
hastalardaki el fonksiyonlar›n› de¤erlendirebilmedeki klinik kullan›labilirli¤ini araflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya Fiziksel T›p ve Rehabilitasyon Bölümüne baflvuran klinik ve-veya
radyolojik olarak RA tan›s› alm›fl 80 (62 kad›n, 18 erkek) hasta dahil edilmifltir. Hastalar›n a¤-
r›s›; istirahat ve aktivite halindeyken visual anolog skalayla (VASist, VASh a¤r›), hastal›k akti-
vitesi; hastal›k aktivite skoru (DAS28) ile, yaflam kalitesi sa¤l›k de¤erlendirme anketi (HAQ) ve
k›sa form 36 (SF-36) ile de¤erlendirildi. Hastalar›n el kavrama güçleri dinamometre ile ölçüle-
rek kaydedildi. Ayr›ca hastalar taraf›ndan hem MHQ anketi hem de üst ekstremite fonksiyon-
lar›n› de¤erlendirme için gelifltirilmifl kol omuz el de¤erlendirme anketi (DASH) dolduruldu.
BBUULLGGUULLAARR:: Hastalar›n demografik ve tüm ölçüm de¤erleri tablo 1’de görülmektedir. MHQ to-
tal skorlar›yla VASist, VASh, DAS28, flifl eklem say›s› ve hassas eklem say›s› aras›nda negatif
orta derecede anlaml› iliflki tespit edildi (s›ras›yla, r=-0,566, r=-0,564, r=-0,615, r=-0,537, 
r=-0,610). DAS28’e göre düflük (<3,2, n=27), orta (= ve > 3,2, < ve =5,1, n=40) ve yüksek hasta-
l›k ( = ve > 5,1, n=13) aktivitesi bulunan hastalar› gruplad›¤›m›zda hem MHQ hem de DASH de-
¤erlerinin gruplar aras›nda istatistiksel olarak anlaml› farkl› oldu¤u tespit edildi (p<0,0001,
p<0,0001). MHQ ve DASH anketi ile HAQ, SF-36 alt gruplar›n›n birço¤unda ve el kavrama gü-
cü aras›nda anlaml› orta dereceli iliflki tespit edildi. 
SSOONNUUÇÇ:: Bu anket RA’l› Türk hastalarda kullan›labilir. Çünkü anlafl›l›r ve uygulanabilir bir an-
kettir, her iki eli ayr› ayr› de¤erlendirebilmesinin yan›nda hasta memnuniyetini de de¤erlendi-
rebilir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Romatoid artrit, DASH, MHQ, SF-36, hastal›k aktivitesi, HAQ
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MMeettoottrreekkssaatt  TTeeddaavviissii  GGöörreenn  RRoommaattooiidd  AArrttrriittllii  HHaassttaallaarrddaa  ‹‹llaaçç  
YYaann  EEttkkiissii  ‹‹llee  MMeettiilleenntteettrraahhiiddrrooffoollaatt  RReeddüükkttaazz  GGeenn  PPoolliimmoorrffiizzmmii  

AArraass››nnddaakkii  ‹‹lliiflflkkiinniinn  DDee¤¤eerrlleennddiirriillmmeessii

fifiuuaayybb  SSeevviiççkkaann11,,  HHaassaann  EEllddeenn11,,  SSaammii  HHiizzmmeettllii11,,  EEccee  KKaappttaannoo¤¤lluu11,,  ÖÖzzlleemm  fifiaahhii 11,,
EEmmrruullllaahh  HHaayyttaa11,,  EEssrraa  AAyydd››nnkkaall  SSeemmiizz11,,  HHaalliill  PPeekkflfleenn11,,  fifieennooll  ÇÇiittllii 22

1Cumhuriyet Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Sivas
2Cumhuriyet Üniversitesi T›p Fakültesi T›bbi Genetik Anabilim Dal›, Sivas

AAMMAAÇÇ::  Romatoid Artrit (RA) etyolojisi bilinmeyen, simetrik eroziv sinovitle karakterize, baz›
ekstra artiküler tutulumlar yapan, otoimmün bir hastal›kt›r. Metotreksat (MTX) RA tedavisin-
de 1980’den itibaren kullan›lmaya bafllanm›flt›r. Folik asit antigonisti olan MTX’›n kullan›m›n-
da, çevresel nedenler yan›nda bireyin genetik yap›s›ndaki de¤iflkenliklerin etki ve toksisite ge-
liflimine neden olabilece¤i bildirilmektedir. Folat metabolizmas›nda yer alan enzimlerde mey-
dana gelen polimorfizmler, farkl› etkilerle iliflkili olabilir. Metilentetrahidrofolat Redüktaz
(MTHFR), MTX ile tedaviye yan›tta yer ald›¤› için, MTX’ ›n etkilerini düzenlemek için kuvvetli
bir adayd›r. Biz bu çal›flmada, MTX kullan›m›na ba¤l› olarak ilaç kaynakl› toksisite ve yan etki
oluflumunda, MTHFR C677T ve A1298C gen polimorfizmlerinin risk faktörü olup olmad›¤›n›
araflt›rd›k.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Bu çal›flmaya yan etki gözlenen ve yan etki gözlenmeyen gruplarda Ame-
rikan Romatoloji Cemiyetinin (ACR) 1987 y›l›nda yeniledi¤i RA s›n›flama kriterlerine göre be-
lirlenmifl olan 52 RA’li hasta al›nd›. Olgular 2 grupta topland›. Birinci grupta, MTX ilaç yan et-
kisi görülen 22’si bayan, 8’i erkek toplam 30 RA’li hasta, ikinci grupta MTX ilaç yan etkisi gö-
rülmeyen 16’s› bayan, 6’s› erkek 22 RA’li hasta kontrol grubu olarak çal›flmaya al›nd›. Toplam
52 hastadan periferik kan örnekleri ald›k. Bu örneklerden DNA izole edildi. MTHFR C677T ve
A1298C varyant allelleri polimeraz zincir reaksiyonu (PCR) yöntemiyle belirlendi.
BBUULLGGUULLAARR::  Çal›flmam›zda yan etki gözlenen ve yan etki gözlenmeyen gruplarda s›ras›yla
MTHFR C677T (% 40 CC, % 46,7 CT % 13,3 TT), (% 40 CC, % 45,7 CT, % 14,3 TT) ve A1298C
(% 40 AA, % 53,3 CT % 6,7 TT), (% 42,9 AA, % 48.6 AC, % 8,6 CC) genotipleri aç›s›ndan
analiz edildi¤inde aralar›nda istatistiksel bir farkl›l›k gözlenmemifltir ( p>0,05 ).
SSOONNUUÇÇ::  Çal›flmam›zda MTHFR A1298C ve C677T gen polimorfizmlerinin MTX tedavisi gören
Romatoid Artrit hastalar›nda yan etki geliflimi için risk faktörü oluflturmad›¤› saptanm›flt›r. An-
cak kesin sonuçlara var›labilmesi için daha genifl hasta gruplar›n›n incelendi¤i kapsaml› çal›fl-
malara ihtiyaç oldu¤unu düflünmekteyiz.
AAnnaahhttaarr  KKeelliimmeelleerr::  Romatoid artrit, metotreksat, metilentetrahidrofolat redüktaz
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MMiicchhiiggaann  HHaanndd  OOuuttccoommeess  QQuueessttiioonnnnaaiirree  iinn  RRhheeuummaattooiidd  AArrtthhrriittiiss  PPaattiieennttss::
RReellaattiioonnsshhiipp  wwiitthh  DDiisseeaassee  AAccttiivviittyy,,  QQuuaalliittyy  ooff  LLiiffee  aanndd  MMuussccllee  SSttrreennggtthh

DDiilleekk  DDuurrmmuuflfl,,  BBoorraa  UUzzuunneerr,,  YYuunnuuss  DDuurrmmaazz,,  AAyyhhaann  BBiillggiiccii,,  ÖÖmmeerr  KKuurruu

Ondokuz Mayis University Medical Facult, 
Department of Physical Medicine and Rehabilitation, Samsun

OOBBJJEECCTTIIVVEE:: Rheumatoid arthritis (RA) is a systemic disease that causes disability. Disability
and quality of life indexes are used in the assessment and treatment of patients with RA. 
Michigan Hand Outcomes Questionnaire (MHQ) is a questionnaire evaluating the hand 
disorders in different diseases. The aim of this study was to investigate the clinical relevance
of MHQ in RA patients and the relationship between disease activity, quality of life and 
muscle strength measurements.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Eighty consecutive patients with RA ( 62 female, 18 male) according
to the American College of Rheumatology were included in the study. Disease activity was
measured by Disease Activity Score 28 (DAS28). Pain was measured by Visual Analogue 
Scale (VAS). The DASH (Disabilities of Arm, Shoulder and Hand) questionnaire, MHQ 
questionnaire, Short-Form 36 (SF-36), and Health Assessment Questionnaire (HAQ) were
completed by all patients. Hand muscle strength (HMS) was measured with a hand-held 
dynamometer.
RREESSUULLTTSS:: The MHQ total score moderately correlated with DAS28 (r = -0.615), When the 
patients were grouped according to the activity obtained using the three disease activity 
measurements, MHQ total score and DASH score was statistically significantly higher with
higher disease activity (P\0.001, P\0.001). A high correlation was found between MHQ total
and HAQ(r = -0.732). The SF-36 scores and HMS were correlated with MHQ. DASH scores 
correlate with disease activity, quality of life and HMS.
CCOONNCCLLUUSSIIOONN:: This questionnaire can be used in Turkish patients with RA because it is 
comprehensible and practicable, it evaluates both hands separately and also evaluates 
patients’ satisfaction.
KKeeyywwoorrddss::  Rheumatoid arthritis, DASH, MHQ, SF-36, HAQ, disease activitiy
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EEvvaalluuaattiioonn  ooff  tthhee  RReellaattiioonnsshhiipp  BBeettwweeeenn  MMeetthhyylleenneetteettrraahhyyddrrooffoollaattee  
RReedduuccttaassee  GGeennee  PPoollyymmoorrpphhiissmm  aanndd  MMeetthhoottrreexxaattee  DDrruugg  

SSiiddee  EEffffeeccttss  IInn  RRhheeuummaattooiidd  AArrtthhrriittiiss
fifiuuaayybb  SSeevviiççkkaann11,,  HHaassaann  EEllddeenn11,,  SSaammii  HHiizzmmeettllii11,,  EEccee  KKaappttaannoo¤¤lluu11,,  ÖÖzzlleemm  fifiaahhiinn11,,

EEmmrruullllaahh  HHaayyttaa11,,  EEssrraa  AAyydd››nnkkaall  SSeemmiizz11,,  HHaalliill  PPeekkflfleenn11,,  fifieennooll  ÇÇiittllii22

1Cumhuriyet University Faculty of Medicine, Department of 
Physical Medicine and Rehabilitation, Sivas

2Cumhuriyet University Faculty of Medicine Department of Medical Genetic, Sivas

OOBBJJEECCTTIIVVEE:: Rheumatoid arthritis is an autoimmune disease that is characterized by
symmetric erosive synovitis with some extra-articular involvements and its etiology is 
unknown. Since 1980 MTX, one of the most widely used disease modifying antirheumatic
drugs, has been used for treatment of RA. It is announced that during treatment with 
MTX which is a folic acid antagonist, with the environmental factors, variabilities in the 
structure of individuals can contribute developing efficacy and toxicity. It is possible that 
polymorphisms in enzymes involved in folate metabolisms may be related to these variable
effects. MTHFR is a strong candidate for mediating the effects of MTX, because it is involved
in the response to treatment with MTX. To determine whether the MTHFR C677T and
A1298C gene polymorphisms are the risk factor for the Methotrexate induced toxicity and 
side effects, we genotyped MTHFRC677T and A1298C polymorphisms.
MMAATTEERRIIAALL--MMEETTHHOODDSS:: In occurred side effect and didn’t occur side effect groups fifty two RA
patients who fulfilled 1987 American College of Rheumatology (ACR) criteria were enrolled
in the study. We obtained peripheral blood samples from fifty two patients. DNA was 
extracted from these samples. MTHFR C677T and A1298C variant alleles were determined by
PCR (polymerase chain reaction). The cases were collected in 2 groups. In the first group, 
medication side effects of MTX in the 22 female and 8 male, total 30 patients with RA, in the
second group, medication no side effect of MTX in the 16 female, 6 male total 22 RA patients
were studied as a control group.
RREESSUULLTT::  In our study in occurred side effect and didn't occur side effect groups in order
MTHFR C677T (66.7% CC, 26. 7% CT 6.7% TT), (77.3% CC, 22.7CT%, 0.0% TT) and A1298C
(56. 7 %AA, 30% AC, 13.3% CC ), (63. 6% AA, 27.3% AC, 9.1%CC) analyzed in terms of 
genotypes, no statistical difference was observed (p>0.05 ).
CCOONNCCLLUUSSIIOONN::  In conclusion, MTHFR A1298C and C677T polymorphisms were not found as
a risk factor for developing side effects in patients with rheumatoid arthritis who were 
treated with MTX. But we need further investigations including higher numbers of patients
to obtain more accurate results.
KKeeyywwoorrddss::  Rheumatoid arthritis, methotrexate, methylenetetrahydrofolate reductase
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RRoommaattooiidd  AArrttrriitt  ((RRAA))  HHaassttaallaarr››nnddaa  ‹‹nntteerrllöökkiinn  DDüüzzeeyylleerrii  vvee  HHüüccrree  
YYüüzzeeyy  BBeelliirrtteeççlleerriinniinn  DDee¤¤eerrlleennddiirriillmmeessii

SSüülleeyymmaann  CCeennkk  AAkkflfliitt11,,  ÖÖzzlleemm  BBööllggeenn  ÇÇiimmeenn22,,  GGüüllççiinn  EEsskkaannddaarrii33,,  
MMeehhmmeett  BBuurraakk  YY..  ÇÇiimmeenn33

1Adana Özel Fizik Tedavi ve Rehabilitasyon Merkezi (AF‹TEM), Adana
2Mersin Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Mersin

3Mersin Üniversitesi T›p Fakültesi Biyokimya Anabilim Dal›, Mersin

AAMMAAÇÇ:: Romatoid artrit (RA) eklemlerin sinovyal membranlar›nda kronik enflamasyonla ka-
rakterize bir hastal›kt›r. Bu çal›flma hastal›¤›n etyopatogenezinde önemli rol oynayan T hücre
yüzey belirteçlerinin düzeylerini saptamay›, bunlar›n hastal›k aktivitesi ile olan iliflkisini sapta-
may› amaçlamaktad›r.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Mersin Üniversitesi T›p Fakültesi Hastanesi Fiziksel T›p ve Rehabilitasyon
poliklini¤inde izlenen, 1987 ARA tan› kriterlerine göre RA tan›s› alm›fl, ortalama yafllar›
52,00±7,8 olan RA’li 45 kad›n hasta çal›flmaya al›nd›. ‹nflamatuvar hastal›¤› olmayan ortala-
ma yafllar› 48,21±7,8 olan 38 kad›ndan kontrol grubu oluflturuldu. Ayr›nt›l› anamnez ve klinik
muayenenin ard›ndan hastalara a¤r› düzeylerini belirlemek için Vizüel Analog Skala (VAS),
hastal›k aktivitesi için Disease Activity Score (DAS 28) ölçümleri uyguland›. Hasta ve kontrol-
lerin ESH, CRP, RF, anti-CCP, TNF-α, IL–2, IL–6, IL–8, IL–10, CD45, CD14, CD19, CD3, CD4, CD8,
CD25, CD40, CD69 de¤erleri analiz edildi. 
BBUULLGGUULLAARR:: RA’lilerde TNF-α, IL6 ve IL10 düzeyleri istatistiksel olarak anlaml› ölçüde yüksek
(p<0,05, p<0,001; p=0,003) olarak tespit edildi. Hasta grubunda, CD19 düzeyleri istatistiksel
olarak anlaml› derecede düflük (p<0,05), CD25 düzeyleri ise anlaml› derecede yüksek bulun-
mufltur (p=0,001). Çal›flmam›zda anti-CCP düzeyleri ile IL düzeyleri aras›nda anlam› bir iliflki
belirlenmemifltir.
SSOONNUUÇÇ:: RA’de proinflamatuvar sitokinlerde art›fl olurken, antiinflamatuvar bir sitokin olan IL-
10 düzeyinde de art›fl olmaktad›r. Otoimmün hastal›klarda immünsüpresif rol oynayan CD25
düzeyinin hastalar›m›zda yüksek olmas› negatif feedback mekan›zmas›n›n etkisi olarak de-
¤erlendirilebilir. CD 19 düzeylerinin düflük olmas› ise hastalar›n uzun süreli DMARD kullan›m-
lar› ile iliflkili olabilir.
AAnnaahhttaarr  KKeelliimmeelleerr::  Romatoid artrit, interlökin, hücre yüzey belirteçleri
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RRoommaattooiidd  AArrttrriitt  iillee  BBiirrlliikkttee  OOrrttaayyaa  ÇÇ››kkaann  TTooffüüssllüü  GGuutt  OOllgguussuu
HHiiddaayyeett  SSaarr››,,  HHaammzzaa  SSuuccuuoo¤¤lluu,,  TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu,,  

MMuurraatt  UUlluuddaa¤¤,,  ÜÜllkküü  AAkkaarr››rrmmaakk

‹stanbul Üniversitesi Cerrahpafla T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, ‹stanbul

Gut ve romatoid artrit (RA) nadiren birlikte görülen etyopatogenezleri ve klinik bulgular› ta-
mamen ayr› olan iki romatizmal eklem hastal›¤›d›r. RA toplumun %2-3’ünde ortaya ç›kan ve
kad›n erkek oran› 3:1 olan bir hastal›k iken, gut hastal›¤› toplumun %0.2’sini etkiler ve kad›n
erkek oran› 1:9’dur. Bizim bu olgumuzda 6 y›ld›r RA teflhisi ile tetkik ve tedavi gören 55 yafl›n-
da kad›n hastada her iki el palmar yüzeylerinde kalsinozis kütisi and›ran cilt lezyonlar›yla bafl-
vurmas› sonucunda yap›lan laboratuvar tetkikinde ürik asit yüksekli¤i saptanm›flt›r. Hastaya
yap›lan cilt lezyonu biopsisinde bu lezyonlar›n gut tofüsü oldu¤u anlafl›lm›fl, hastaya RA teda-
visi d›fl›nda gut tedavisine bafllanm›flt›r. RA tan›s› ile takip etti¤imiz bu hastam›zda tan› ancak
cilt lezyonlar› olufltuktan sonra koyulmufltur. Bunun nedeni RA’n›n klinik bulgular›n›n tekrarla-
yan gut ataklar›n› örterek RA alevlenmesi gibi kendini göstermesi olabilir. Bu nedenle RA’l›
hastalarda eklem flikayetlerinin fliddetlenmesinde hastal›¤›n alevlenmesini de¤il altta bir gut
hastal›¤›n›n yat›p yatmad›¤›n› da araflt›rmak gerekmektedir.
AAnnaahhttaarr  KKeelliimmeelleerr:: Gut, romatoid artrit, tofüs

PP--332244

TThhee  AAnnaallyyssiiss  ooff  IInntteerrlleeuukkiinn  LLeevveellss  aanndd  TT  CCeellll  SSuurrffaaccee  MMaarrkkeerrss  iinn  
RRhheeuummaattooiidd  AArrtthhrriittiiss  PPaattiieennttss

SSüülleeyymmaann  CCeennkk  AAkkflfliitt11,,  ÖÖzzlleemm  BBööllggeenn  ÇÇiimmeenn22,,  GGüüllççiinn  EEsskkaannddaarrii33,,  
MMeehhmmeett  BBuurraakk  YY..  ÇÇiimmeenn33

1AFITEM, Adana
2Mersin University Medical School Department PMR, Mersin

3Mersin University Medical School Department Biochemistry, Mersin

OOBBJJEECCTTIIVVEE::  Rheumatoid Arthritis (RA) is a disease characterized by chronic inflammation in
synovial joints. This study aims to investigate the levels of T cell surface markers which have
important roles in the etiopathogenesis of the disease and also the relation of these parame-
ters with disease activity parameters.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Forty five female RA patients (mean age=52.00±7.8) admitted to
Physical Medicine and Rehabilitation Outpatient Clinics who were diagnosed according to
1987 ARA diagnosis criteria were included in this study. Thirty eight female subjects without
any inflammatory diseases (mean age 48.21±7.8) formed the control group. Clinical history
and examination results, Visual Analogue Scale (VAS), Disease Activity Score (DAS 28) 
parameters of RA patients were recorded. ESR, CRP, RF, anti-CCP, TNF-α, IL–2, IL–6, IL–8, IL–10,
CD45, CD14, CD19, CD3, CD4, CD8, CD25, CD40, CD69 values of patients and control subjects
were evaluated.
RREESSUULLTTSS:: TNF-α, IL6 and IL10 levels were statistically significantly higher in RA patients
(p<0.05, p<0.001; p=0.003). CD19 levels were significantly lower (p<0,05), but CD25 levels 
were significantly higher (p=0.001). There was no significant correlation between anti-CCP
and interleukin levels.
CCOONNCCLLUUSSIIOONN::  Proinflammatory cytokines increase in RA, however levels of anti-inflammatory
cytokines as IL-10 increase. The increased level of immunosuppressive marker; CD25 may be
a result of negative feedback mechanism in inflammation. The lower values of CD19 marker
may be related to DMARD treatment of our patients.
KKeeyywwoorrddss:: Rheumatoid arthritis, interleukin, T cell surface markers

PP--332255

AA  CCaassee  ooff  TToopphhaacceeoouuss  GGoouutt  wwiitthh  RRhheeuummaattooiidd  AArrtthhrriittiiss
HHiiddaayyeett  SSaarr››,, HHaammzzaa  SSuuccuuoo¤¤lluu,,  TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu,,  

MMuurraatt  UUlluuddaa¤¤,,  ÜÜllkküü  AAkkaarr››rrmmaakk

Istanbul University Cerrahpasa School Medicine Department of Physical Medicine and 
Rehabilitation, Istanbul

Gout and rheumatoid arthritis (RA), which are rarely seen together, are two rheumatic joint
diseases that have different etiopathogenesis and clinical manifestations. While RA affects 
2-3% of the population and has male: female ratio of 3:1, gout effects 0.2% of the 
population and has male: female ratio 1:9. A 55 years old woman who had been diagnosed
and treated as RA for 6 years was admitted to our clinic with calcinosis cutis-like skin lesions
in palmar surfaces of both of her hands. She had an increased level of uric acid in her 
laboratory findings. Biopsy result of her skin lesions was compatible with gout tophi, so we
started treatment of gout besides RA. In this patient the diagnosis of gout was established
only after skin lesions appeared. This is because the clinical symptoms of RA may cover the 
recurrent attacks of gout. Therefore, in RA cases when there is an increase in the intensity of 
joint symptoms, we should consider not only exacerbation of RA but also an underlying 
disease like gout.
KKeeyywwoorrddss::  Gout, reumatoid arthritis, tophi
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RRoommaattooiidd  AArrttrriittllii  HHaassttaallaarrddaa  YYoorrgguunnlluukk  DDüüzzeeyyii::  AA¤¤rr››  fifiiiddddeettii,,  HHaassttaall››kk  
AAkkttiivviitteessii  vvee  FFoonnkkssiiyyoonneell  DDuurruumm  iillee  ‹‹lliiflflkkiissii

YYeeflfliimm  GGaarriipp,,  FFiilliizz  EEsseerr,,  LLaallee  AAkkbbuulluutt  AAkktteekkiinn,,  HHaattiiccee  BBoodduurr

Ankara Numune E¤itim ve Araflt›rma Hastanesi, Ankara

AAMMAAÇÇ::  Romatoid artritin (RA) en önemli semptomlar›ndan biri de yorgunluktur. Bu çal›flma-
n›n amac›, RA’l› hastalarda yorgunlu¤un hastal›¤a spesifik de¤iflkenlerle (a¤r› fliddeti, hastal›k
aktivitesi ve fonksiyonel durum) iliflkisini de¤erlendirmektir. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Ankara Numune E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitas-
yon Klini¤i Romatoloji izlem poliklini¤inde, Eylül 2008 ile fiubat 2009 tarihleri aras›nda takip
edilen ACR tan› kriterlerini karfl›layan RA’l› 160 hasta çal›flmaya dahil edildi. Hastalar›n a¤r› dü-
zeyi görsel analog skala (VAS-a¤r›) ile, fonksiyonel durum Stanford Sa¤l›k De¤erlendirme An-
keti [Health Assessment Questionnaire (HAQ)] ile, hastal›k aktivitesi ise Hastal›k Aktivite Sko-
ru [Disease Activity Score-28 (DAS28)] ile de¤erlendirildi. Yorgunlu¤u de¤erlendirmede ise
Yorgunluk Semptom Envanteri [Fatigue Symptom Inventory (FSI)] kullan›ld›. 
BBUULLGGUULLAARR:: Çal›flmaya 160 hasta (132 kad›n, 28 erkek) al›nd›. Hastalar›n yafl ortalamas›
53,16±11,98 (24-79) y›ld›. Ortalama hastal›k süresi 142,3±98,88 (4-480) ayd›. FSI’n›n tüm sub-
gruplar› ile VAS-a¤r›, DAS28 ve HAQ aras›nda yüksek düzeyde do¤rusal iliflki saptand›
(P=0,00). Korelasyon katsay›lar› analiz edildi¤inde en güçlü korelasyon; FSI ’n›n ‘mevcut yor-
gunluk’ subgrubu ile VAS-a¤r› aras›ndayd› (r=0,96) Bunu s›ras›yla DAS28 ve HAQ takip etmek-
teydi (r=0,77,  0,70) (P=0,00). Yorgunluk subgruplar› ile hastal›k süresi aras›nda anlaml› bir ilifl-
ki saptanmad›. Yorgunlu¤un diurnal de¤iflimini de¤erlendirdi¤imizde, hastalar›n % 57,5’I (92
hasta) yorgunlu¤u en fazla sabah saatlerinde tarifliyordu. %6,25’i ö¤leden sonra, %1,25’i (10
hasta) akflamlar› daha fazla yorgunluk hissediyordu. Hastalar›n %15’inde (24 hasta) yorgun-
luk günün saatine göre de¤iflim göstermemekteydi. %20’si (32 hasta) ise hiç yorgunluk his-
setmiyordu.
SSOONNUUÇÇ::  Yorgunluk ile a¤r› fliddeti, hastal›k aktivitesi ve fonksiyonel durum aras›nda güçlü
do¤rusal iliflki mevcuttur. Yorgunluk, RA’n›n en önemli semptomlar›ndan biridir ve RA de¤er-
lendirme ölçütü olarak klinik pratikte ve klinik çal›flmalarda yer almal›d›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Romatoid artrit, yorgunluk, yorgunluk semptom envanteri, FSI, hastal›k
aktivitesi, fonksiyonel durum

PP--332277

RRoommaattooiidd  AArrttrriitt  vvee  AArr››  SSookkmmaass››::  OOllgguu  SSuunnuummuu
ZZeerrrriinn  fifiaahhiinn,,  SSeemmrraa  YYii¤¤iitt

Haydarpafla Numune E¤itim ve Araflt›rma hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, ‹stanbul

OOLLGGUU:: 61 yafl›nda bayan hasta. 1981 y›l›nda sa¤ ayak baflparma¤›nda a¤r›s› olan ve bir y›l ka-
dar a¤r› kesiciler kullanan hastan›n bir y›l sonra el, el bile¤i, dirsek, omuz, diz, ayak bile¤i ve
ayak eklemlerinde a¤r› ve flifllikleri olmufl. Salazopirin, kortizon kullanmaya bafllam›fl ama fli-
kayetlerinde hemen hemen hiç de¤ifliklik olmam›fl. Klorokin eklenmifl a¤r› ve flifllikleri hafif
azalm›fl. 2000 y›l›nda metotreksat (Mtx) 10mg/hafta, prednisolon 5mg/gün kullanmaya bafl-
lam›fl. A¤r› ve fliflliklerinde azalma olmufl ama tamamen geçmemifl. ‹laçlar› kullanmas›na ra¤-
men bir y›l içinde iki kez yataktan kalkamayacak derecede flikayetlerinde artmalar olmaktay-
m›fl. 2009 temmuz ay›nda kolundan ar› sokmas› (muhtemelen sar› yaban ar›s›) sonras› flika-
yetleri hafiflemeye bafllam›fl, bir ay kadar sonra a¤r› ve flifllikleri hiç kalmam›fl. ‘Art›k kendimi
normal hissediyordum’ diyor. Ama yataktan kalkamayacak derecede a¤›r olan önceki krizler
yine olabilir diye doktoruna sormadan haftada bir 5mg Mtx, haftada bir- iki kez 5mg predni-
solon olmak üzere ilaçlar›na devam etmifl. Bir y›ldan beri bu flekilde ilaçlar›na devam eden ve
tamamen normal oldu¤unu belirten hasta bize ‘ne yapmal›y›m, ilaçlar›m› kesmeli miyim?’ di-
ye baflvurdu. Fizik muayenesinde sa¤ ve sol 2.metakarpofalengeal(mkf) eklemlerindeki hafif
ulnar deviasyon d›fl›nda eklem muayeneleri normal ve a¤r›s›zd›. Sedimentasyon:17mm/h,
CRP:0.4 mg/dl RF: 721 ‹Ü/ml ( <20), hemogram ve karaci¤er fonksiyon testleri normaldi. Has-
tan›n ilaçlar›n› keserek izlemeye karar verdik. fiikayetlerinin bafllamas› halinde hemen baflvur-
mas› hastaya söylendi. Alt› hafta sonra sa¤ 2.. 5.mkf eklem ve sa¤ omuz a¤r›s›n›n bafllamas›
üzerine hasta bize tekrar baflvurdu. Muayenesinde metakarpofalengeal eklemler presyonla
a¤r›l›, omuz eklem hareketleri aç›k, hafif a¤r›l›yd›, flifllik yoktu. Sedimentasyon: 40mm/h, CRP:
0.85 idi. Haftada bir 10 mg Mtx, 5mg gün prednisolon baflland›. Alt› hafta sonra a¤r›lar› tama-
men geçti ve tedavisine 5 mg/ hafta Mtx, haftada iki kez 5 mg prednisolon ile devam edildi.
Geçen alt› ay süresince herhangi bir flikayeti olmayan hasta halen bu flekilde takip edilmekte.
AAnnaahhttaarr  KKeelliimmeelleerr:: Romatoid artrit, ar›, tedavi

PP--332266

FFaattiigguuee  iinn  RRhheeuummaattooiidd  AArrtthhrriittiiss::  AAssssoocciiaattiioonn  wwiitthh  tthhee  SSeevveerriittyy  ooff  PPaaiinn,,  
DDiisseeaassee  AAccttiivviittyy,,  aanndd  FFuunnccttiioonnaall  SSttaattuuss

YYeeflfliimm  GGaarriipp,,  FFiilliizz  EEsseerr,,  LLaallee  AAkkbbuulluutt  AAkktteekkiinn,,  HHaattiiccee  BBoodduurr

Ankara Numune Training and Research Hospital, Ankara

OOBBJJEECCTTIIVVEE:: One of the major symptoms of rheumatoid arthritis (RA) is fatigue. The aim of
this study is to assess fatigue and its association with disease-specific variables (severity of
pain, disease activity, and functional status) in patients with RA.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  A total of 160 RA patients who visited Rheumatology outpatient 
clinic, Department of Physical Medicine and Rehabilitation, Ankara Numune Training and 
Research Hospital between September 2008 and February 2009 and fulfilled the diagnostic
criteria of the American College of Rheumatology (ACR) were included in the study. Severity
of pain was evaluated by using 10 cm Visual Analogue Scale-Pain (VAS-pain), functional 
status by Stanford Health Assessment Questionnaire (HAQ), and disease activity by Disease
Activity Score-28 (DAS28). Fatigue Symptom Inventory (FSI) was used for assessing fatigue. 
RREESSUULLTTSS:: A hundred and sixtyRA patients (132 females, 28 males) were included in the study.
Mean age of patients was 53.16±11.98 (24-79) years. Mean disease duration was 142.3±98.88
(4-480) months. All subgroups of FSI were significantly correlated with VAS pain, DAS28, 
and HAQ (p=0.000). When the correlation coefficients were analyzed, current fatigue 
showed the highest correlation with VAS-pain (r=0.96). This was followed by DAS28 and HAQ,
respectively (r=0.77 and 0.70) (p=0.000). None of FSI subgroups showed statistically 
significant correlation with disease duration. When diurnal variation of fatigue was assessed,
of the patients, 57.5% (92 patients) were fatigued in the morning and 6.25% (2 patients) 
were fatigued in the afternoon, and 1.25% (10 patients) were fatigued in the evening. 15% of
them (24 patients) did not declare any consistency in the daily pattern of fatigue. 20% 
(32 patients) were not at all fatigued. 
CCOONNCCLLUUSSIIOONN::  Fatigue is strongly associated with severity of pain, disease activity and 
functional status. Fatigue is one of the major symptoms of RA and should be included in 
clinical practice and trials as an RA outcome measure.
KKeeyywwoorrddss::  Rheumatoid arthritis, fatigue, fatigue symptom ›nventory, FSI, disease activity,
functional status

PP--332277

RRhheeuummaattooiidd  AArrtthhrriittiiss  aanndd  BBeeee  SSttiinngg::  AA  CCaassee  RReeppoorrtt
ZZeerrrriinn  fifiaahhiinn,,  SSeemmrraa  YYii¤¤iitt

Haydarpasa Numune Training and Research Hospital Department of 
Physical Medicine and Rehabilitation, Istanbul

CCAASSEE:: 61 years old female patient. In 1981 she had pain in her right foot toe and used 
analgesics for about one year. One year later she had pain and swelling in her hands, wrists,
feet, ankles, knees and shoulder joints. She had used salazopirin and cortisone but almost
nothing changed about her complaints. After the addition of Chloroquin to the treatment,
swelling and pain had decreased. In 2000 she began to take methotrexate (Mtx) 10 mg a 
week and prednisolon 5 mg a day. Even though pain and swelling reduced, were not 
completely resolved. Despite of the medications, twice in a year her complaints were 
increasing, she was barely moving and staying in bed for a period of time. In July 2009, 
after a bee stung her (probably yellow wasp), the complaints had begun to decrease and one
month later pain and swelling were gone.”I feel well” she said. But in order to prevent the 
crisis she had (forcing her to stay in bed ), she kept using drugs on her own, without a 
doctor’s advice; 5 mg Mtx per week and 5 mg prednisolon twice a week. Believing that 
she had completely healed, the patient applied to us and asked if she could stop the 
drugs. In her physical examination except the slight ulnar deviation on the right and left 
2. Metacarpophalangeal joints, the joint examinations were normal and painless.
Sedimentation: 17 mm/h, CRP: 0.4 mg/dl RF: 721 ‹Ü/ml (<20) hemogram and hepatic function
tests were normal. We decided to stop drugs and observe the patient. And she was told to
apply to us in case of her complaints began. Six weeks later the patient came to us with a
right 2.,5 metacarpophalangeal joints pain and right shoulder pain. In her examination; 
there was pain in the metacarpophalangeal joints under pressure, shoulder joint range of
motion were normal, slightly painful and there was no swelling. Sedimentation: 40 mm/h,
CRP: 0.85.10 mg Mtx per week and 5 mg prednisolon per day were given. Six months later
pain was completely resolved and treatment continued as; 5 mg Mtx per week and 5 mg
prednisolon twice a week. The patient who had no complaints during the last six months is
still being observed.
KKeeyywwoorrddss::  Rheumatoid arthritis, bee, treatment
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RRoommaattooiidd  VVaasskküülliittllee  KKaarr››flflaann  SSttaazz  DDeerrmmaattiittii  vvee  OOnniikkooggrraaffiizzmm::  
BBiirr  OOllgguu  SSuunnuummuu

HHüüllyyaa  UUzzkkeesseerr11,,  AAyysseegguull  TTaannaass22,,  NNeeccmmeettttiinn  AAkkddeenniizz33

1Numune Hastanesi Fziksel T›p ve Rehabilitasyon Anabilim Dal›, Erzurum
2Atatürk üniversitesi, T›p Fakültesi, Fziksel T›p ve Rehabilitasyon Anabilim Dal›, Erzurum

3Atatürk üniversitesi T›p Fakültesi Fziksel T›p ve Rehabilitasyon Dermatoloji Anabilim Dal›, Erzurum

Bu olgu sunumunda alt ekstremitelerdeki renk de¤ifliklikleri nedeniyle romatoid vaskülit dü-
flünülmüfl bir olgu sunulmaktad›r. 75 yafl›ndaki erkek hasta 2 y›l önce bafllayan el bile¤i, diz,
ayak a¤r›s›yla klini¤imize baflvurdu. Hastan›n anemnezinde 6 y›ld›r kronik böbrek hastal›¤› ol-
du¤u, diyalize girmedi¤i, 5 ay önce de diz alt›nda flifllik, k›zar›kl›k geliflti¤i ve selülit tan›s› ko-
nuldu¤u ö¤renildi. Gitti¤i baflka bir hastanede ellerine ve bacaklar›ndaki renk de¤iflikliklerine
bak›larak iltihapl› romatizma oldu¤u söylenmiflti. Hastan›n muayenesinde el bile¤i ve diz ha-
reketleri minimal a¤r›l›, eklem hareket aç›kl›klar› normaldi. Artrit görünümü yoktu. Ön kol eks-
tansör yüzlerinde 3 adet sert flifllik farkedildi. Kulak sayvan›nda da 2 adet tofüs tespit edildi.
Her iki bacak da siyanoze görünümdeydi. T›rnaklarda kal›nlaflma, diskolorasyon ve flekil de¤i-
fliklikleri görüldü. Tetkiklerde ESH: 57 mm/saat, CRP: 3,8 mg/dl, RF (-), anti-CCP: (-), serum
ürik asit: 13,7 mg/dl olarak bulundu. Direk grafilerde tofüslere ait görüntüler tespit edildi. Has-
tan›n vaskülit san›lan alt ekstremite görünümü staz dermatiti ve onikografizm olarak de¤er-
lendirildi. Gut tan›s›yla 300 mg/gün allopurinol baflland›.
AAnnaahhttaarr  KKeelliimmeelleerr::  Gut, romatoid artrit, vaskülit

PP--332299

RRoommaattooiidd  AArrttrriitt’’ll‹‹  HHaassttaallaarrddaa  SSeerruumm  AANNTT‹‹--RRAA3333  TTaayyiinnii  iillee  BBuu  HHaassttaallaarrddaa
GGöörrüüllmmee  SS››kkll››¤¤››  vvee  RRFF  iillee  BBiirrlliikkttee  DDee¤¤eerrlleennddiirriillmmeessii

MMeehhmmeett  TTüürrkkmmeenn11,,  EEmmrruullllaahh  HHaayyttaa22,,  HHaassaann  EEllddeenn22,,  ÖÖzzlleemm  fifiaahhiinn22,,  EEccee  KKaappttaannoo¤¤lluu22

1Fizik Tedavi ve Rehabilitasyon Hastanesi, Samsun
2Cumhuriyet Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Sivas

Romatoid artrit (RA) etyolojisi belli olmayan, dünya nüfusunun yaklafl›k %1’ni etkileyen, tüm
sinovyal eklemleri simetrik olarak tutabilen, kronik enflamasyonla seyreden ileri dönemlerde
fonksiyon kayb›na ve mortaliteye neden olan en yayg›n otoimmun hastal›kt›r. RA tan›s›n›n er-
ken konulmas›, tedavi ile eklem dokusundaki hasar›n önüne geçilebilmesi aç›s›ndan çok
önemlidir. Laboratuar testleri, RA aktivitesinin izlenmesinde ve tedaviye yan›t›n de¤erlendiril-
mesinde oldukça önemlidir. RA flüphesi olan vakalarda bugüne kadar en yayg›n kullan›lan test
romatoid faktördür, RA’ya duyarl› olmas›na ra¤men özgül olmayan bir parametredir. Birçok
hastal›kla birlikte olmas› ve sa¤l›kl› bireylerde görülmesi nedeniyle tan›sal de¤eri tart›fl›lan bir
parametredir. RA’ l› hastalar›n tan›s›nda daha özgül ve duyarl› bir parametre aray›fl›, ilgiyi otoan-
tikorlara yöneltmifltir. Özellikle RF titresi düflük yada tan›n›n flüpheli oldu¤u durumlarda di¤er
otoantikorlar›n ölçümleri tan›da yard›mc› olabilir. RA'da saptanan otoantikorlar›n ço¤u, di¤er oto-
immün hastal›klarda da görülebildi¤i için, RA'ya özgün de¤ildir. Bu grupta; romatoid faktör RF,
anti-RA33, anti-calpastatin, ANA, anti-kollajen tip II, anti-fibronektin ve anti-GPI antikorlar› bulu-
nur.Anti-RA33 RA’da % 35 (+) bulunur. Sero (-) RA’da oran daha yüksektir ve hastal›¤›n daha a¤›r
seyredece¤ini gösterir. Erken RA’da hatta hastal›k bulgular› bafllamadan (+) olur. American Col-
lege of Rheumatology (ACR) 1987 y›l›nda yeniledi¤i RA klasifikasyon kriterlerine göre belir-
lenmifl hastal›k süresi en az iki y›l olan 28 i bayan, 12’si erkek toplam 40 RA’li hasta ile ayn› sa-
y›da kontrol grubu sa¤l›kl› kifliler çal›flmaya al›nd› RA’li hasta grubunda AntiRA-33 düzeyi
12,47±49,76 U/ml, sa¤l›kl› kontrol grubunda AntiRA-33 düzeyi 1,96±1,82 U/ml olup gruplar ara-
s› istatiksel olarak bir fark bulunmad›. Sonuç olarak çal›flmam›zda RA’l› hastalarda AntiRA-33
düzeyi ölçülmüfl tan›da sa¤l›kl› kontrol grubuyla aras›ndabir fark bulunamam›flt›r. Bu çal›flma-
da; ülkemizde en s›k görülen otoimmün hastal›klardan olan, tan› ve tedavide geç kal›nmas› du-
rumunda ciddi komplikasyonlara yol açan RA’n›n daha iyi anlafl›labilmesi için RA’ l› hasta grup-
lar›ndan ve kontrol grubundan elde edilen serum örneklerinde Anti-RA33 ve RF seviyelerini
saptamay› ve hastal›kla olan iliflkilerini araflt›rmay› amaçlad›k.
AAnnaahhttaarr  KKeelliimmeelleerr::  Romatoid artrit, RF, Anti-RA33

PP--332288

SSttaassiiss  DDeerrmmaattiittiiss  AAnndd  OOnniiccooggrraapphhyyssmm  CCoonnffuusseedd  WWiitthh  
RRhheeuummaattooiidd  VVaassccuulliittiiss::  AA  CCaassee  RReeppoorrtt

HHüüllyyaa  UUzzkkeesseerr11,,  AAyysseegguull  TTaannaass22,,  NNeeccmmeettttiinn  AAkkddeenniizz33

1Erzurum Numune Hospital Department of Physical Medicine and Rehabilitation, Erzurum
2Ataturk University Medical Faculty Department of Physical Medicine and Rehabilitation, Erzurum

3Ataturk University Medical Faculty Department of Dermatology, Erzurum

Here we presented a case which was thought to be rheumatoid vasculitis due to the color 
changes on the lower extremities. A 75- year old male patient was admitted to our clinic with
pain in the wrist, knee and foot which had started 2 years ago. In his medical history, he had
chronic kidney disease for 6 years and he was not on dialysis. 5 months ago he was diagnosed
with cellulitis because of the swelling and hyperemia below the knee. He was diagnosis as 
rheumatism in another hospital because of the the color changes in his hands and legs. His wrist
and knee range of motions were full with minimal pain. Arthritis was not observed. Three hard
nodules were present in the extensor region of the forearm. Two tophus were determined at the
ear pinna. Cyanosis was presented on both legs. Nails were thickened, discolored and deformed.
Laboratory analysis showed, ESR: 57 mm/h, serum CRP: 3.8 mg/dl, RF (-), anti-CCP (-), serum
uric acid: 13.7 mg/dl. Images of tophus were determined at the radiograph. Stasis dermatitis and
onicographysm diagnosed on the lower extremities which was thought to be a vasculitis 
before. Allopurinol 300 mg/day was started due to the diagnosis of gout.
KKeeyywwoorrddss::  Gout, rheumatoid arthritis, vasculitis

PP--332299

TThhee  eevvaalluuaattiioonn  ooff  tthhee  DDeetteerrmmiinnaattiioonn  ooff  SSeerruumm  AAnnttii--RRAA3333    FFiinn  
PPaattiieennttss  wwiitthh  RRhheeuummaattooiidd  AArrtthhrriittiiss  aanndd    ‹‹ttss  ‹‹nncciiddeennccee    iinn  TThheessee  

PPaattiieennttss  CCoonnccuurrrreennttllyy  wwiitthh    RRFF
MMeehhmmeett  TTüürrkkmmeenn11,,  EEmmrruullllaahh  HHaayyttaa22,,  HHaassaann  EEllddeenn22,,  ÖÖzzlleemm  fifiaahhiinn22,,  EEccee  KKaappttaannoo¤¤lluu22

1Physical Medicine and Rehabilitation Hospital, Samsun
2Cumhuriyet University Faculty of Medicine Department of Physical Medicine and 

Rehabilitation, Sivas

Rheumatoid Arthritis is the most common autoimmune disease with unknown etiology, that
affects the 1% of the world population, which can symmetrically affects synovial joints, 
causes chronic inflammation,  loss of function and mortality in the late period. Its etiology is
not fully understood but genetic, hormonal, and infectious agents are considered as risk 
factors. There is a strong correlation between HLA-DR4 and class II DR 1 tissue group. Early
diagnosis of the disease is important in order to prevent the joint damage with the treatment.
Laboratory tests are very important for tracking RA activity and evaluating the response to
the treatment. Until now, most frequent test used for patients with RA doubt is rheumatoid
factor which is sensitive for RA but not specific for it. Due to Its existence in many diseases
and positivity in healthy individuals its diagnostic value is being argued. The search for a 
more specific and sensitive parameter for diagnosis of RA patients, drew attention to auto
antibodies. Especially in the case when RF titer is low or diagnosis is suspicious, evaluation
of other auto antibodies may help with diagnosis. Most auto antibodies as they are seen in
other autoimmune diseases as well, are not specific to RA. This group contains antibodies
such as, rheumatoid factor (RF), anti-RA33, anti-calpastatin, ANA, anti-collagen type II, anti
fibronectin, and anti-GPI. Anti-RA33 is 35% positive in RA. The percentage is higher in 
Seronegative RA and indicates that disease is going to be severe. Additionally, in early RA it
is positive before the symptoms. In this study; we aimed to determine Anti-RA33 and RF 
levels in the sera obtained from RA patient group and control group and their relationship
with the disease for better understanding of RA which is one of the most frequent 
autoimmune disease in our country and may cause severe complications in case when 
diagnosis and treatment is delayed.  As a result AntiRA-33 level was evaluated in RA patients
and no difference was found compared to control group.
KKeeyywwoorrddss::  Rheumatoid arthritis, rheumatoid factor
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SSeerreebbrraall  PPaallssiillii  ÇÇooccuukkllaarrddaa  SSaannaall  GGeerrççeekklliikk  TTeerraappiissiinniinn  RRuuhhssaall  UUyyuummaa  EEttkkiissii
BBuurrccuu  MMeettiinn  ÖÖkkmmeenn11,,  MMeerryyeemm  DDoo¤¤aann  AAssllaann22,,  GGüüllddaall  FFuunnddaa  NNaakkiippoo¤¤lluu  YYüüzzeerr22,,

BBuurrccuu  KKöössee  DDöönnmmeezz33,,  FFüüssuunn  ÇÇuuhhaaddaarroo¤¤lluu  ÇÇeettiinn44,,  NNeeflflee  ÖÖzzggiirrggiinn22

1Bolu Fizik Tedavi ve Rehabilitasyon Hastanesi, Bolu
2Ankara Fizik Tedavi ve Rehabilitasyon E¤itim ve Araflt›rma Hastanesi,  Ankara

3Ni¤de Devlet Hastanesi, Ni¤de
4Hacettepe Üniversitesi Çocuk ve Ergen Ruh Sa¤l›¤› ve Hastal›klar› Anabilimdal›, Ankara

AAMMAAÇÇ:: Serebral Palsi’deki(SP) motor bozukluklara ço¤unlukla duyusal ve alg›sal problemler,
kognitif bozuluklar, iletiflimsel ve davran›flsal problemler efllik eder. Çal›flmam›zda serebral pal-
sili çocuklarda sanal gerçeklik terapisinin ruhsal uyuma etkisini araflt›rmay› amaçlad›k.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya serebral palsili 41 çocuk al›nd›. Çal›flma grubuna 21,kontrol gru-
buna 20 hasta olmak üzere randomize olarak 2 gruba ayr›ld›. Hastalar›n yafl, cinsiyet, tonus
bozuklu¤una ve tutulan vücut k›sm›na göre SP tipleri kaydedildi. Tüm hastalara nörofizyolo-
jik, konvansiyonel tedavi yöntemleri ve ifl u¤rafl› terapisi uyguland›. Ayr›ca çal›flma grubuna
bu tedavilere ek olarak haftada 3 gün 1’er saatten 4 hafta boyunca toplam 12 seans Sony Play
Station 2 Eye Toy sistemi ile Sanal gerçeklik terapisi uyguland›. Hastalar›n ruhsal uyum dü-
zeyleri Hacettepe Ünversitesi Çocuk Psikiyatrisi Ruhsal Uyum Ölçe¤i içe dönüklük düzeyleri,
d›fla dönüklük düzeyleri, belirti düzeyleri, toplam düzeylerini ölçen alt skalalar ile ölçüldü. Ve-
rilerin analizi SPSS 15,0 istatistik paket program› ile tan›mlay›c› analizler, Student’s T testi,
Mann Whitney U testi, Wilcoxon t test, Ki-Kare ve Fisher’in Kesin testi kullan›larak yap›ld›.
BBUULLGGUULLAARR::  Çal›flma ve kontrol grubu aras›nda yafl, cinsiyet, tonus bozuklu¤una ve tutulan
vücut k›sm›na göre SP tipi yönünden istatistiksel olarak anlaml› bir fark yoktu (p>0,05). Çal›fl-
ma ve kontrol grubunun tedavi öncesi Hacettepe Ruhsal Uyum Ölçe¤i içe dönüklük düzeyle-
ri, d›fla dönüklük düzeyleri, belirti düzeyleri, toplam düzeyleri aras›nda istatistiksel olarak an-
laml› bir fark yoktu (p>0,05). Tedavi öncesine göre tedavi sonras› Hacettepe Ruhsal Uyum Öl-
çe¤i içe dönüklük düzeyleri, d›fla dönüklük düzeyleri, belirti düzeyleri, toplam düzeylerinde
meydana gelen de¤iflim miktarlar› karfl›laflt›r›ld›¤›nda, gruplar aras›nda istatistiksel olarak an-
laml› fark saptand›(p<0,05). Çal›flma grubunda tedavi sonras› Hacettepe Ruhsal Uyum Ölçe¤i
içe dönüklük düzeyleri, d›fla dönüklük düzeyleri, belirti düzeyleri, toplam düzeyleri de¤erleri-
nin daha iyi oldu¤u bulunmufltur. 
SSOONNUUÇÇ:: Sanal gerçeklik terapisi SP rehabilitasyonunda kullan›labilecek ve ruhsal uyumu iyi-
lefltirecek çok faydal› bir tedavi metodudur ve konvansiyonel rehabilitasyon tekniklerine ek-
lenmesinin tedavinin baflar›s›n› önemli oranda artt›raca¤› görüflündeyiz.
AAnnaahhttaarr  KKeelliimmeelleerr::  Sanal gerçeklik terapisi, serebral palsi, ruhsal uyum

PP--333311

SSeerreebbrraall  PPaallssiiddee  KKuullllaann››llaann  AAlltt  EEkkssttrreemmiittee  OOrrtteezzlleerriinniinn  
EEnneerrjjii  TTüükkeettiimmiinnee  EEttkkiissii

AAssll››  ÇÇaall››flflkkaann  UUççkkuunn,,  CCaannaann  ÇÇeelliikk,,  HHaalliill  UUççaann,,  NNiillüüffeerr  KKuuttaayy  OOrrdduu  GGöökkkkaayyaa

Ankara Fizik Tedavi ve Rehabilitasyon E¤itim ve Araflt›rma Hastanesi, 
Fizik Tedavi ve Rehabilitasyon, Ankara

AAMMAAÇÇ::  Serebral palsili çocuklarda kullan›lan alt ekstremite ortezlerinin yürüme mesafesi, 
yürüme h›z› ve enerji tüketimine etkisini araflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya yafllar› 4-13 yafl aras›nda de¤iflen ve kas güçsüzlü¤ü, dengesizlik
ve deformite gibi nedenlerle alt ekstremite ortezi kullanan 48 serebral palsili hasta dahil edil-
di. Hastalar›n kulland›klar› ortez tiplerine göre da¤›l›mlar› yap›ld› (solid PAFO (“polyethylene
ankle foot orthosis”),eklemli PAFO, GRAFO (“Ground Reaction Foot Orthosis”),UYO (uzun yü-
rüme ortezi), KYO (k›sa yürüme ortezi)). Ortezsiz-ortezli yürüyüfl ve farkl› ortez tipleri ile el-
de edilen yürüme mesafesi, yürüme h›z› ve kalp h›z›na göre ölçülen ET‹ (enerji tüketim indek-
si) de¤erleri karfl›laflt›r›ld›. 
BBUULLGGUULLAARR:: Her ortez grubunda ortezsiz ve ortezli yürüyüflteki ET‹ de¤erlerine bakt›¤›m›zda;
solid PAFO daha anlaml› olmak üzere (p=0,008), plastik ortezlerin yürüme s›ras›nda enerji ve-
rimlili¤i sa¤lad›¤› bulunmufltur. UYO ve KYO’nun ise, ET‹ aç›s›ndan serebral palsili çocuklarda
yürüme s›ras›nda enerji verimsizli¤i sa¤lad›¤› görülmüfltür. Bu durum UYO'de, KYO'ne göre
daha belirgindir. KYO, di¤er plastik ortezlerle karfl›laflt›r›ld›¤›nda yürüme mesafesi ve h›z› aç›-
s›ndan anlaml› bir fark yaratmamas›na ra¤men, enerji tüketimi aç›s›ndan istatistiksel olarak
anlaml› bir dezavantaj ve yürüme verimsizli¤i sa¤lamaktad›r.
SSOONNUUÇÇ:: Serebral palsili çocuklarda yürüme s›ras›nda kullan›lan tüm plastik ortezler (solid PA-
FO, eklemli PAFO, GRAFO) ile enerji verimlili¤i sa¤lanmaktad›r. En fazla enerji verimlili¤inin so-
lid PAFO ile sa¤land›¤› dikkati çekmifltir. KYO ve UYO ise, yürüme s›ras›nda enerji tüketimini
art›rmaktad›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Enerji tüketimi, ortez, serebral palsi

PP--333300

TThhee  EEffffeecctt  OOff  VViirrttuuaall  RReeaalliittyy  TThheerraappyy  OOnn  PPssyycchhoollooggiiccaall  
AAddaappttaattiioonn  ‹‹nn  CChhiillddrreenn  WWiitthh  CCeerreebbrraall  PPaallssyy

BBuurrccuu  MMeettiinn  ÖÖkkmmeenn11,,  MMeerryyeemm  DDoo¤¤aann  AAssllaann22,,  GGüüllddaall  FFuunnddaa  NNaakkiippoo¤¤lluu  YYüüzzeerr22,,
BBuurrccuu  KKöössee  DDöönnmmeezz33,,  FFüüssuunn  ÇÇuuhhaaddaarroo¤¤lluu  ÇÇeettiinn44,,  NNeeflflee  ÖÖzzggiirrggiinn22

1Bolu Physical Medicine and Rehabilitation Hospital, Bolu
2Ankara Physical Medicine and Rehabilitation Education and Research Hospital, Ankara

3Nigde State Hospital, Ni¤de
4The Department of Child and Adolescent Psychiatry at Hacettepe University, Ankara

OOBBJJEECCTT‹‹VVEE:: The motor disturbances in cerebral palsy (CP) are usually accompanied by sen-
sory and perceptive problems, cognitive disorders, communication and behavioral problems.
The aim of this study was to evaluate the effect of virtual reality therapy on psychological
adaptation in children with cerebral palsy.
MMAATTEERR‹‹AALLSS  AANNDDMMEETTHHOODDSS:: Forty one  patients were enrolled in the study. The patients 
were randomized into two groups. There were 21 patients in the study group and 20 patients
in the control group. The age, gender and type of CP according to tonus disorder and the 
affected part of the body were recorded for the patients. Neurophysiological, conventional
treatment methods and occupational therapy were used for all patients. A total of 12.1-
hour-long sessions of VR therapy with Sony PlayStation Eye Toy System was also administe-
red 3 days a week for four weeks to the study group in addition to these treatments. Patient
psychological adaptation levels were measured with the introversion, extroversion, symptom
and total sub-scales of Psychological adjustment scale of Hacettepe University Department
of Child Psychiatry, both before and after treatment. The statistical analysis was performed
using descriptive analysis, Student’s t-test, Mann-Whitney U-test and Wilcoxon Signed Ranks
test, Chi-square and Fisher's Exact tests of SPSS 15.0.
RREESSUULLTTSS:: There was no statistically significant difference between the groups for age, 
gender and type of CP according to tonus disorder and affected part of the body. There was
no statistically significant difference between the groups in Hacettepe Psychological 
Adaptation Scale introversion, extroversion, symptom and total levels before treatment
(p>0.05). We found a significant increase in Hacettepe Psychological Adaptation Scale 
introversion, extroversion, symptom and total levels after treatment compared to before 
treatment in the study group (p<0.05). Comparison of the change in Hacettepe Psychological
Adaptation Scale extroversion, introversion, symptom and total levels after treatment 
compared to before treatment showed a significant difference between the groups, with higher
levels in the study group. 
CCOONNCCLLUUSSIIOONN::  Virtual reality therapy is a very beneficial treatment method that can be used
in CP rehabilitation and can improve the psychological adaptation. The addition of this 
method to the conventional rehabilitation techniques will have a significant impact on 
treatment success.
KKeeyywwoorrddss:: Virtual reality therapy, cerebral palsy, psychological adaptation

PP--333311

TThhee  EEffffeeccttss  ooff  LLoowweerr  EExxttrreemmiittyy  OOrrtthhoossiiss  UUsseedd  iinn  CCeerreebbrraall  PPaallssyy  
OOnn  EEnneerrggyy  EExxppeennddiittuurree

AAssll››  ÇÇaall››flflkkaann  UUççkkuunn,,  CCaannaann  ÇÇeelliikk,,  HHaalliill  UUççaann,,  NNiillüüffeerr  KKuuttaayy  OOrrdduu  GGöökkkkaayyaa

Ankara Physical Medicine and Rehabilitation Education and Research Hospital 
Physical Medicine and Rehabilitation, Ankara

OOBBJJEECCTTIIVVEE:: The aim of this study was to investigate the effects of lower extremity orthosis on
walking distance, walking speed and energy expenditure in the patients with cerebral palsy.
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: In this study, 48 patients with cerebral palsy, between the ages of 
4-13, using lower extremity orthosis due to various reasons such as muscle weakness, 
imbalance and deformity, were included. The distribution of the patients was performed 
according to the type of orthosis they used (solid polyethylene ankle foot orthosis (PAFO), 
jointed PAFO, ground reaction foot orthosis (GRAFO), long walking orthosis (LWO), short 
walking orthosis (SWO). The walking distances, energy expenditure indexes (EEI) which were
measured according to the heart rate and walking speeds evaluated with different types of
orthosises and with walking with/without orthosis were compared.
RREESSUULLTTSS:: When we compared the EEI values during walking with and without orthosis for
each of orthosis group, plastic orthosises were found to increase energy efficiency during
walking, and this finding was more significant in solid PAFO group (p=0.008). However, LWO
and SWO caused increased energy consumption during walking according to EEI values in the
patients with cerebral palsy. This data was more prominent in LWO group than in SWO 
group. When compared with the plastic orthosis, SWO caused significant disadvantages and
walking inefficiency in terms of energy consumption, but it did not provide a significant 
difference in walking distance and walking speed. 
CCOONNCCLLUUSSIIOONN:: All of the plastic orthosises (solid PAFO, jointed PAFO, GRAFO) provide 
energy efficiency during walking in the patients with cerebral palsy. The highest energy 
efficiency is provided by solid PAFO. LWO and SWO increase energy consumption during 
walking.
KKeeyywwoorrddss::  Energy expenditure, orthosis, cerebral palsy
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SSppaassttiikk  DDiipplleejjiikk  SSeerreebbrraall  PPaallssiillii  ÇÇooccuukkllaarrddaa  BBoottuulliinnuumm  TTookkssiinn  
EEnnjjeekkssiiyyoonnuu  SSoonnrraass››  EElleekkttrriikk  SSttiimmuullaassyyoonnuunnuunn  EEttkkiinnllii¤¤ii

PPeemmbbee  HHaarree  YYii¤¤iittoo¤¤lluu,, EErrkkaann  KKoozzaannoo¤¤lluu

Çukurova Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Adana

AAMMAAÇÇ::  Bu çal›flmada, spastik diplejik serebral palsili çocuklarda botulinum toksin enjeksiyonu
sonras›nda uygulanan elektrik stimulasyonunun botulinum toksininin etkinli¤ine ek katk›s›
olup olmad›¤›n› de¤erlendirmek amaçlanm›flt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Spastik diplejik serebral palsili, gastrosoleus kas grubunda spastisitesi Mo-
difiye Ashworth Skalas› (MAS) 1+ ile 3 aras›nda olan ve parmak ucunda yürüyen 4-10 yafl ara-
s›ndaki çocuklar de¤erlendirildi. Hastalar randomize olarak iki gruba ayr›ld›. Her iki gruptaki
hastalar›n gastroknemius ve soleus kaslar›na 10 IU/kg botulinum toksin enjeksiyonu yap›ld› ve
ev egzersiz program› verildi. Grup I’de, bilateral gastroknemiusa elektrik stimulasyonu yap›l-
d›. Stimulasyona enjeksiyonun yap›ld›¤› gün baflland› ve günde bir kez, 20 dakika süresince 10
ifl günü uyguland›. Hastalar tedavi öncesi, botulinum toksin enjeksiyonu sonras› 2. haftada ve
3. ayda Penn Spazm S›kl›k Skoru, Modifiye Ashworth Skalas›, GMFM-88 (Kaba Motor Fonksi-
yon Ölçütü) (Evre D ve E) ve yürüme h›z› ile de¤erlendirildiler. 
BBUULLGGUULLAARR::  Grup I ve Grup II’de tedavi öncesi ile 2. hafta ölçümlerinde sa¤ ve sol alt ekstre-
mite MAS, Penn Spazm S›kl›k Skoru, GMFM-88 Evre D ve E’de anlaml› fark saptand›. Tedavi
öncesi ile 3. ay ölçümlerinde ise sa¤ ve sol alt ekstremite MAS, GMFM-88 Evre D ve E ile yü-
rüme h›z›nda anlaml› iyileflme bulundu. Spastisitedeki azalma erken dönemde her iki grupta
da belirginken (p=0,0001) sol alt ekstremitede tedavi öncesi ile 3. ay de¤erlendiriminde Grup
I’de azalma daha anlaml›yd› (p=0,0001). Spazm s›kl›¤›ndaki azalma geç dönemde sadece
Grup I’de devam etmekteydi (p=0,011). Tedavi öncesi ile 3. ay de¤erleri incelendi¤inde Grup I’de
GMFM-88 Evre D de¤erlerinde düzelme (p=0,0001) Grup II’ye göre (p=0,001) daha anlaml›yd›;
Grup II’de ise 2. hafta ile 3. ay aras›ndaki düzelme istatistiksel olarak anlaml› de¤ildi (p=0,239).
Her iki grup aras›nda tüm parametrelerde istatistiksel anlaml› farkl›l›k saptanmad›. 
SSOONNUUÇÇ:: Her iki gruptaki hastalar uygulamadan genel olarak fayda görmekle birlikte, gastro-
soleus kas grubunda spastisitesi olan diplejik serebral palsili çocuklarda bu kaslara botulinum
toksin enjeksiyonu sonras›nda gastroknemius motor noktalar›na elektrik stimulasyonu uygu-
laman›n ek bir iyilefltirici etkisi saptanmam›flt›r.
AAnnaahhttaarr  KKeelliimmeelleerr::  Botulinum toksin, elektrik stimulasyonu, serebral palsi, spastisite

PP--333333

SSeerreebbrraall  PPaallssiiddee  FFoonnkkssiiyyoonneell  DDuurruumm  vvee  KKaallççaa  ÇÇ››kk››¤¤››  ‹‹lliiflflkkiissii
HHaalluukk  BBeerrkk11,,  MMeelltteemm  BBaayyddaarr22,,  ÖÖzzlleemm  EEll22,,  CCaann  KKooflflaayy22,,  ÖÖzzlleenn  PPeekkeerr22

1Dokuz Eylül Üniversitesi T›p Fakültesi Ortopedi ve Travmatoloji Anabilim Dal›, ‹zmir
2Dokuz Eylül Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, ‹zmir

AAMMAAÇÇ:: Kalça ç›k›¤›, serebral palsi hastalar›n›n fonksiyonel durumlar›n› do¤rudan etkiler. Bu
çal›flmada multidisipliner poliklinli¤imizde kay›tlar› olan hastalar›m›zda Kaba Motor Fonksiyon
S›n›fland›rma Sistemi (KMFSS) ile hastal›k tipi ve kalça durumlar›n›n iliflkisinin araflt›r›lmas›
amaçland›. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Dokuz Eylül Üniversitesi T›p Fakültesi Serebral Palsi multidispliner poliklini-
¤inde izlenen hastalardan KMFSS skoru ve pelvis grafileri olan, ameliyat olmam›fl hastalar de-
¤erlendirmeye al›nd›. Yafl ortalamas› 6,47±3,68 (1-17yafl) olan 39 erkek 26 k›z toplam 65 has-
ta KMFSS’ye göre incelendi. 
BBUULLGGUULLAARR:: KMFSS-1 9 hasta, KMFSS-2 8 hasta, KMFSS-3 11 hasta, KMFSS-4 16 hasta ve
KMFSS-5 21 hasta saptand›. 65 hastan›n 127 kalças› incelendi¤inde Asetabular indeks 
22,06±4,79 derece, Reimer taflma indeksi %29, 14±17,8 ve femur boynu valgus aç›s› 161,8±7,6
derece olarak bulundu. Kalçalar Robins’e göre s›n›fland›¤›nda 13 Evre I (%10,2), 11 Evre II
(%8,7), 57 Evre II (%44,9), 44 Evre IV (%34,6), 2 Evre V (%1,6) oldu¤u görüldü. Taflman›n az
oldu¤u (%15 ve alt›) Evre I ve II ile taflman›n fazla oldu¤u Evre IV-V ile KMFSS 1-2 ve KMFSS
4-5 aras›nda anlaml› iliflki oldu¤u saptand› (p=0,018). KMFSS ile kalça tipi, dolay›s›yla taflma
indeksi aras›nda do¤rusal iliflki vard› (r =0,317, p=0,01). Benzer flekilde KMFSS 1-2 ve KMFSS 
4-5 ile Reimer taflma indeksi karfl›laflt›r›ld›¤›nda Reimer indeksinin KMFSS 4-5 de anlaml› ola-
rak fazla oldu¤u (p=0,002) ancak valgus aç›s› (p=0,316) ve asetabular indeks (p=0,961) ara-
s›nda anlaml› fark olmad›¤› bulundu. 
SSOONNUUÇÇ::  KMFSS hastan›n kapasitesini de¤erlendirmede güvenilirli¤i s›nanm›fl bir ölçektir. Ça-
l›flmam›zda KMFSS skorunun kötüleflmesi ile taflma indeksinin artt›¤› ve kalça ç›k›klar›n›n da-
ha fazla görüldü¤ünü gösterildi. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Serebral palsi, kalça, ç›k›¤›
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EEffffiiccaaccyy  ooff  EElleeccttrriiccaall  SSttiimmuullaattiioonn  AAfftteerr  tthhee  AAddmmiinniissttrraattiioonn  ooff  BBoottuulliinnuumm  
TTooxxiinn  iinn  CChhiillddrreenn  WWiitthh  SSppaassttiicc  DDiipplleeggiicc  CCeerreebbrraall  PPaallssyy

PPeemmbbee  HHaarree  YYii¤¤iittoo¤¤lluu,,  EErrkkaann  KKoozzaannoo¤¤lluu

Cukurova University Faculty of Medicine Department of PMR, Adana

OOBBJJEECCTTIIVVEE:: The aim of this study was to investigate the effectiveness of electrical 
stimulation after administration of botulinum toxin in children with spastic diplegic cerebral
palsy. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Children aged between 4-10 years with spastic diplegic cerebral
palsy who had gastrosoleus spasticity between 1+ and 3 measured with Modified Ashworth
Scale were determined and randomized into two groups. For both groups, 10 IU/kg botulinum
toxin were injected into  the gastrosoleus muscles and a home exercise program was given.
Electrical stimulation was applied to the gastrocnemius muscle once a day, for 20 minutes,
for 10 working days in Group I. Patients were evaluated before treatment, at 2nd week and
3rd month after injection with Penn Spasm Frequency Score, Modified Ashworth Scale,
GMFM-88 (Gross Motor Function Measure) (Dimension D and E) and walking velocity.
RREESSUULLTTSS::  There were statistically significant differences for spasticity, Penn score, GMFM-88
Dimension D and E in before treatment and 2nd week period; and for spasticity, GMFM-88 
Dimension D and E and walking velocity in before treatment and 3rd month period for both
extremities in two groups. Decrease in spasticity was prominent for both groups in early 
period (p=0. 0001) but for left lower extremity the decrease in spasticity was more significant
for Group I in before the treatment and 3rd month period (p=0.0001). Decrease in spasm 
frequency was significant for only Group I in late period (p=0.011). Improvement in GMFM-88
Dimension D was more significant in Group I (p=0.0001) than Group II (p=0.001) in before 
treatment and 3rd month period; and was not statistically significant for Group II in 2nd 
week and 3rd month period (p=0.239). There were no statistically significant differences 
between two groups for all parameters.
CCOONNCCLLUUSSIIOONN::  Patients in both groups generally had benefited from the treatment. No 
additional effect of electrical stimulation was determined after botulinum toxin injection into
gastrocnemius and soleus muscles applied to the children with diplegic cerebral palsy who
have gastrosoleus spasticity.
KKeeyywwoorrddss::  Botulinum toxin, electrical stimulation, cerebral palsy, spasticity
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HHiipp  DDiissllooccaattiioonn  aanndd  FFuunnccttiioonnaall  OOuuttccoommee  RReellaattiioonnsshhiipp  iinn  CCeerreebbrraall  PPaallssyy
HHaalluukk  BBeerrkk11,,  MMeelltteemm  BBaayyddaarr22,,  ÖÖzzlleemm  EEll22,,  CCaann  KKooflflaayy22,,  ÖÖzzlleenn  PPeekkeerr22

1Dokuz Eylul University Faculty of Medicine, Department of 
Orthopedics and Traumatology, Izmir

2Dokuz Eylul University Faculty of Medicine, Department of 
Physical Medicine and Rehabilitation, Izmir

OOBBJJEECCTTIIVVEE::  Hip dislocation affects the functional outcome directly in cerebral palsy patients,
and usually the reverse is also true. In this study we aimed to outline the relationship 
between Gross Motor Functional Classification system (GMFCS) subtypes and the status of
the hips. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Cerebral Palsy patients that were followed prospectively at the 
multidisciplinary outpatient clinic in our institution were considered. Patients who were not
operated, who has a pelvis X-ray and GMFCS known were included in the study. Average age
6. 47±3.68 (1-17 years) A total of 65 patients (39 males and 26 females) were grouped 
according to GMFCS. 
RREESSUULLTTSS::  There were GMFCS-1 9 patients, GMFCS-2 8 patients, GMFCS-3 11 patients, 
GMFCS-4 16 patients and GMFCS-5 21 patients. Acetabular index, Reimer’s index and Femur
valgus angle measurements in 127 hips of 65 patients were respectively 22.06±4,79 degre-
es, 29.14%±17.8 and 161.8±7.6 degrees. There were 13 Grade I (10.2%), 11 Grade II (8.7%), 57 
Grade III (44.9%), 44 Grade IV (34.6%), 2 Grade V (1.6%) hips according to Robin’s 
classification. When hips were grouped as GMFCS 1-2 and GMFCS 4-5 there was a significant
difference between Grade I and II and Grade IV-V hips (p=0.018).A significant correlation was
seen between GMFCS and Hip type and Reimer’s index (r =0.317, p=0.01). Similarly, Reimer 
index is significantly high in GMFCS 4-5 when compared with GMFCS 1-2 (p=0.002), however
differences were insignificant with femoral valgus (p=0.316) and acetabular index (p=0.961). 
CCOONNCCLLUUSSIIOONN::  Reliability of GMFCS has been tested in evaluating the functional outcome.
Our study revealed that there is a correlation between GMFCS and Reimer index, thus hip 
dislocation. 
KKeeyywwoorrddss::  Cerebral palsy, hip dislocation
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KKaabbaa  MMoottoorr  FFoonnkkssiiyyoonn  SS››nn››ffllaanndd››rrmmaa  SSiisstteemmii''nniinn  ""GGeenniiflfllleettiillmmiiflfl  vvee  YYeenniiddeenn
DDüüzzeennlleennmmiiflfl  fifieekkllii""  nniinn  TTüürrkkççee  VVeerrssiiyyoonnuunnuunn  GGüüvveenniilliirrllii¤¤ii

ÖÖzzlleemm  EEll11,,  MMeelltteemm  BBaayyddaarr11,,  HHaalluukk  BBeerrkk22,,  ÖÖzzlleenn  PPeekkeerr11,,  CCaann  KKooflflaayy22,,  YYüücceell  DDeemmiirraall33

1Dokuz Eylül Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, ‹zmir
2Dokuz Eylül Üniversitesi T›p Fakültesi Ortopedi ve Travmatoloji Anabilim Dal›, ‹zmir

3Dokuz Eylül Üniversitesi T›p Fakültesi Halk Sa¤l›¤› Anabili Dal›, ‹zmir

AAMMAAÇÇ:: Serebral palsi (SP)’li hastalarda fonksiyonel de¤erlendirmenin yap›lmas› tedavinin
planlanmas› ve etkinli¤inin anlafl›lmas› için önemlidir. 1997 y›l›nda gelifltirilen “Kaba Motor S›-
n›rland›rma Sistemi” (KMFSS) rehabilitasyon alan›nda giderek daha yayg›n kullan›lmaya bafl-
lanm›flt›r. Bu sistem 2007 y›l›nda yeniden gözden geçirilerek 12-18 yafl aral›¤›ndaki genç po-
pulasyon de¤erlendirmeleri eklenmifl ve bu yeniden gözden geçirilmifl formda Dünya Sa¤l›k
Örgütü’nün uluslararas› fonksiyon, özürlülük ve sa¤l›k s›n›flamas›na özgü kavramlar› vurgu-
lanm›flt›r. Bu çal›flmada KMFSS’nin geniflletilmifl ve yeniden düzenlenmifl fleklinin Türkçe ver-
siyonun gözlemciler aras› güvenilirli¤i araflt›r›lm›flt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya Dokuz Eylül Üniversitesi T›p Fakültesi multidisipliner SP poliklini-
¤inde düzenli olarak izlenen 136 olgu kat›ld›. KMFSS’nin gözlemciler aras› güvenilirli¤in arafl-
t›r›lmas› için olgular iki fiziksel t›p ve rehabilitasyon uzman› taraf›ndan birbirlerinden ayr› ola-
rak klinik de¤erlendirme ve aileden bilgi alma yöntemi ile de¤erlendirilip s›n›fland›r›ld›. Ayr›ca
test-retest güvenilirli¤inin araflt›r›lmas› için bir hekim taraf›ndan 48 olgunun tekrar s›n›flan-
d›rmas› yap›ld›. Olgular›n yafl, cins, SP klinik tipi ve efllik eden görme sorunu ve epilepsi olup
olmad›¤› sorguland›. Güvenilirli¤in de¤erlendirmesinde intracass corelation coefficient (ICC)
ve Kappa istatistikleri kullan›ld›. KMFSS ve görme bozuklu¤u ve epilepsi aras›ndaki iliflki ise
Spearmen korelasyon analizi kullan›larak araflt›r›ld›. 
BBUULLGGUULLAARR:: 127 (%93,6) olgu spastik tip SP olarak de¤erlendirildi. Bunlar›n 28’i (%20,6)
spastik hemiplejik, 63’ü (%46,3) spastik diplejik ve 35’i (%25,7)spastik quadriplejik olarak s›-
n›fland›r›ld›. Ayr›ca 10 (%7,4) olgu diskinetik tipte yer ald›. Avrupa SP çal›flma grubunun s›n›f-
land›rmas›na göre 31 (%22,8) olgu spastik unilateral, 95 (%69,9) olgu spastik bilateral ve 10
(%7,4) u disknetik tipte idi. Olgular›n yafl ortalamas› 7,4±4,21 y›l olarak bulundu. ‹ki hekim ara-
s›ndaki de¤erlendirmelerde ICC 0,97 (%95 güven aral›¤›) ve Kappa de¤eri 0,86 bulundu.
Test-retest güvenilirli¤in de¤erlendirildi¤i 48 olguda ise ICC 0,94 (%95 güven aral›¤›) saptan-
d›. Görme bozuklu¤u ve KMFSS aras›nda (r=0,250, p=0,003) ve epilepsi ile KMFSS aras›nda
(r=0,359, p=0,000) anlaml› korelasyon saptand›. 
SSOONNUUÇÇ:: KMFSS'nin geniflletilmifl ve yeniden gözden geçirilmifl fleklinin Türkçe versiyonu he-
kimler aras› ve test-retest de¤erlendirmede yüksek güvenilirli¤e sahip olarak bulunmufltur. 
AAnnaahhttaarr  KKeelliimmeelleerr:: Kaba motor fonksiyon s›n›fland›rma sistemi, serebral palsi, güvenilirlik
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SSppaassttiissiitteeyyee  BBaa¤¤ll››  KKlloonnuussuunn  YYüürrüümmee  vvee  AAyyaakkttaa  
DDuurrmmaa  ÜÜzzeerriinnee  OOlluummssuuzz  EEttkkiissii

MMuurraatt  EErrssöözz,, SSeellççuukk  SSaayy››ll››rr,,  ‹‹llkkaayy  KKaarraabbaayy,,  SSeellaammii  AAkkkkuuflfl

Ankara Fizik Tedavi ve Rehabilitasyon E¤itim ve Araflt›rma Hastanesi
6. Fizik Tedavi ve Rehabilitasyon Klini¤i, Ankara

Klinik pratikte spastisitenin ayakta durma ve yürüme üzerine olan olumlu etkisine s›kl›kla
vurgu yap›l›r. Buna karfl›l›k spastisiteye ba¤l› ortaya ç›kan Achilles klonusunun ayakta durma
ve yürüme s›ras›nda stabiliteyi bozucu etkisi klinikte s›k yaflanan bir sorundur. Bu olgu
sunumunda bu konuya dikkat çekilmek istenmifltir. Otuzyedi yafl›nda erkek hasta kollar ve
bacaklarda güçsüzlük ve kas›lma flikayetleri ile baflvurdu. Yaklafl›k 15 y›l önce bafllayan den-
gesizlik flikayetlerinden sonra servikal vertebralara yönelik operasyon geçiren, operasyondan
sonra flikayetleri gerilemeyen, Nisan 2010’da kollar ve bacaklarda güçsüzlük, kas›lma flikayet-
leri ile beyin cerrahi poliklini¤ine baflvuran hastan›n bu dönemde çekilen servikal BT sinde C1
vertebra kesitlerde izlenmemifl (operasyona sekonder), odontoid proses normalden yukar›da
yerleflimli ve posteriora yer de¤ifltirmifl olarak izlenmifl, bu düzeyde aç›lanma ve beyin sap›na
bas› gözlenmifl, foramen magnumda sklerotik de¤ifliklikler ve bu düzeyde miyelomalazi sap-
tanm›flt›. Hastaya beyin cerrahi klini¤i taraf›ndan transoral odontoidektomi yap›lm›fl,
operasyondan sonra k›smen kollar ve bacaklardaki kas›lma ve güçsüzlük flikayetleri
gerilemiflti. Hastan›n klini¤imize operasyondan 8 ay sonraki baflvurusunda yap›lan muayen-
esinde bilateral üst ve alt ekstremitlerde 3/5 motor kuvveti, her iki ayak bile¤inde 5-6 at›ml›k
klonus ve bilateral alt ve üst eksremitelerde Ashworth 3 spastisite saptand›. Hasta bir kiflinin
daimi deste¤inde gövde hafif öne fleksiyonda, bilateral topuk vurufllar›n› tam yapamadan
küçük ad›mlarla ve her ad›mda dengeyi olumsuz etkileyen 2-3 at›ml›k klonuslar ortaya ç›karak
yaklafl›k 10 m oldukça yavafl bir h›zda yürüyebiliyordu. Hasta rehabilitasyon program›na
al›narak Tizanidin HCl baflland› ve kademeli olarak 8 mg /güne ç›k›ld›. ‹zlemde hastan›n
spastisitesinde belirgin gerileme sa¤land›, yürüme s›ras›nda ortaya ç›kan klonus kayboldu ve
hasta bir adet walker ile yaklafl›k 30 m rahat ve eskisine göre oldukça h›zl› olarak ba¤›ms›z
ambule hale geldi. Spastisteye ba¤l› ortaya ç›kan klonusun ayakta durma ve yürüme s›ras›nda
stabiliteyi bozabilece¤i buna karfl›l›k spastisiteye yönelik uygun medikal ve rehabilitatif
yaklafl›mlarla bu sorunda belirgin düzelme sa¤lanabilece¤i ak›lda tutulmal›d›r. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Spastisite, klonus, ambulasyon
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IInntteerroobbsseerrvveerr  RReelliiaabbiilliittyy  ooff  tthhee  TTuurrkkiisshh  VVeerrssiioonn  ooff  tthhee  EExxppaannddeedd  aanndd
RReevviisseedd  GGrroossss  MMoottoorr  FFuunnccttiioonn  CCllaassssiiffiiccaattiioonn  SSyysstteemm

ÖÖzzlleemm  EEll11,,  MMeelltteemm  BBaayyddaarr11,,  HHaalluukk  BBeerrkk22,,  ÖÖzzlleenn  PPeekkeerr11,,  CCaann  KKooflflaayy22,,  YYüücceell  DDeemmiirraall33

1Dokuz Eylul University Department of Physical and Rehabilitation Medicine, Izmir
2Dokuz Eylül University Faculty of Medicine Department of Orthopaedics, Izmir
3Dokuz Eylül University Faculty of Medicine Department of Public Health, Izmir

OOBBJJEECCTTIIVVEE:: Functional assessment of cerebral palsy patients has a great importance for
planning and assessing the effectiveness of treatment. Gross motor function classification
system (GMFCS) was developed in 1997 and used increasingly common in rehabilitation set-
tings. Expanded and revised (E&R) version of GMFCS which includes age band for youth 12 to
18 years of age was developed in 2007. This version emphasizes the concepts inherent in the
World Health Organization’s International Classification of Functioning, Disability and Health.
The aim of this study was to evaluate the reliability of Turkish version of E&R GMFCS
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: A total of 136 children with CP participated in the study. All patients
were regularly assessed and managed in our multidiciplinary CP outpatient unit. Two 
physical medicine and rehabilitation specialists separately classified the patients by obtaining
information from patients and also according to clinical assessment. The test–retest 
reliability was investigated by re-classifying a total of 48 patients. ICC and Kappa statistics
were used to evaluate interobserver reliability of the Turkish version of GMFCS E&R form.
Spearman’s rank correlation coefficient was used to assess the correlation between the
GMFCS and visual impairments and epilepsy. 
RREESSUULLTTSS:: Of the 127 (93.6%) children with spastic type, 28 (20.6%) had spastic hemiplegia,
63 (46.3%) had spastic diplegia, 35 (25.7%) had spastic quadriplegia, and 10 (7.4%) had
dyskinetic type. According to the SCPE classification system, of the total sample of 136 
children, 31 (22.8%) were spastic unilateral, 95 (69.9%) were spastic bilateral, 10 (7.4%) 
were dyskinetic CP. The mean age of children was 7.4±4.21 years. The ICC between two 
physicians was 0.97 and the total agreement was 89%. Test-retest reliability was assessed
for 48 patients High test-retest reliability was found (ICC:0.94 95 % confidence interval). The
correlation between the number of children with visual impairments and GMFC level was
r=0.250, p=0.003 and epilepsy and the GMFC level was r=0.359, p=0.000. 
CCOONNCCLLUUSSIIOONN::  The Turkish version of the GMFCS E&R form has high interrater and 
intrarater reliability. 
KKeeyywwoorrddss::  Gross motor function classification system, cerebral palsy, reliability
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TThhee  NNeeggaattiivvee  EEffffeeccttss  ooff  CClloonnuuss  OOccccuurrrreennccee  DDuuee  ttoo  
SSppaassttiicciittyy  oonn  WWaallkkiinngg  aanndd  SSttaannddiinngg

MMuurraatt  EErrssöözz,, SSeellççuukk  SSaayy››ll››rr,,  ‹‹llkkaayy  KKaarraabbaayy,,  SSeellaammii  AAkkkkuuflfl

Ankara Physical Medicine and Rehabilitation Education and 
Research Hospital, 6th PMR Clinic, Ankara

In clinical practice, the positive effects of spasticity on standing and walking are frequently
emphasized. However, the negative effect of the Achilles clonus due to spasticity on the 
stability during standing and walking is a frequently encountered problem. In this case report,
we aimed to call attention to this problem. Thirty-seven years old male patient applied to our
outpatient clinic due to weakness and spasm on the arms and legs. The patient underwent a
cervical vertebrae operation due to the complaint of imbalance 15 years ago and his 
complaints did not regress after that operation. The patient consulted the neurosurgery 
clinic due to the complaints of weakness and spasm in arms and legs in April 2010 and his
cervical CT was taken: C1 vertebrae was not visualized (secondary to operation), the odontoid
process was placed more superiorly than normal and moved posteriorly and at this level,
angulation and compression on the spinal cord, sclerotic changes on foramen magnum 
and myelomalacia were detected. Transoral odontoidectomy was performed by the 
neurosurgeons and weakness and spasm in arms and legs regressed. 8 months after the
operation in his physical examination, the muscle strengths of upper and lower extremities
were 3/5, 5-6 beats clonus on both ankles and Ashworth 3 spasticity on upper and lower
extremities were found. The patient was able to walk approximately 10 meters without heel
beat on both feet and with small steps; 2-3 beats clonus appeared on each step and 
negatively affected the balance. The trunk was in mild flexion and the patient needed a
constant support of one person. The patient was taken to a rehabilitation program and
Tizanidine HCL was given and the dose was gradually increased to 8 mg/day. Significant
improvement was achieved in spasticity and clonus occurrence on walking disappeared
and the patient became ambulatory with walker support for 30 meters more easily and
faster. It has to be kept in mind that clonus occurrence due to spasticity may interfere with
stability on standing and walking, however, this problem can be improved significantly by
appropriate medical and rehabilitative approach against spastisity. 
KKeeyywwoorrddss:: Spasticity, clonus, ambulation
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OOttoozzoommaall  DDoommiinnaanntt  AAiilleevvii  SSppaassttiikk  PPaarraapplleejjiillii  ‹‹kkii  OOllgguuyyaa  
BBoottuulliinnuumm  TTookkssiinn  UUyygguullaammaass››

RRaaiiffee  fifiiirriinn  AAttll››¤¤,,  SSeelliinn  TTuurraann  TTuurrgguutt,,  EEssrraa  SSeelliimmoo¤¤lluu,,  AAffiittaapp  ‹‹ççaa¤¤aass››oo¤¤lluu,,  
SSeemmaa  HHaalliilloo¤¤lluu,,  SSiibbeell  TToossllaall››,,  YYaasseemmiinn  YYuummuuflflaakkhhuuyylluu

Göztepe E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve Rehabilitasyon Bölümü, ‹stanbul

GG‹‹RR‹‹fifi::  Herediter spastik parapleji (HSP) (Familyal spastik parapleji, Strumpell-Lorrain sendro-
mu): Bacaklarda çok yavafl ilerleyen simetrik spastisite ve kuvvetsizlik, yürüme güçlü¤ü,
artm›fl tendon refleksleri ve ekstensör taban derisi refleksinden oluflan bir klinik tablo söz
konusudur. HSP’nin genetik geçifli ileri derecede heterojendir. Dominant geçiflli formlar resesi-
flere göre daha s›kt›r. 
OOLLGGUU::  4 ve 6 yafllar›ndaki iki kardefl poliklini¤imize parmak ucu yürüme flikayetiyle baflvurdu.
Kardefllerden 4 yafl›ndaki erkek 6 yafl›ndaki k›zd›. Hikayelerinde; k›z kardeflin 2 yafl›nda erkek
kardeflin 3 yafl›nda flikayetlerinin bafllad›¤› belirtildi. Benzer flikayetlerin akrabalar›nda da
oldu¤u ö¤renildi. Özgeçmifllerinde özellik yoktu. Daha önce baflvurduklar› merkezde istenen
moleküler analiz raporunda her iki olguda da; SPG3A geninde ekson 8’de yap›lan dizi anal-
izinde p. S259Y(TCC>TAC) mutasyonu heterozigot formda saptanm›fl. Yap›lan
muayenelerinde; Modifiye Ashworth Skalas›na (MAS) göre k›z kardeflin gastroknemius
kaslar›nda bilateral 2 de¤erinde, erkek kardeflin ise gastroknemiuslar›nda bilateral 2 ve
adduktörlerinde ise bilateral 1 de¤erinde spastisite saptand›. Hastalar›n daha önce fizyoterapi
almad›klar›, herhangi bir ortez kullanmad›klar› ve botulinum toksin uygulamas› yap›lmad›¤›
ö¤renildi. Hastalar›n spastik kaslar›na 8Ü/kg olacak flekilde botulinum toksin A enjeksiyonu
yap›ld›. ‹fllem s›ras›nda ve sonras›nda komplikasyon geliflmedi. Hastalara agonist kaslar›
germe, antagonist kaslar› güçlendirme fleklinde ev egzersiz program› ve her ikisine de bilat-
eral DAFO (Dynamic ankle foot orthosis) verildi. Hastalar›n 1. Ay kontrollerinde; her ikisinin de
parmak ucu yürüme flikayetlerinin düzeldi¤i gözlendi. K›z hastan›n gastroknemiuslar›nda
MAS’ a göre bilateral 1 de¤erinde, erkek hastan›n ise adduktörlerinde sa¤da 0 solda 1, gas-
troknemiuslar›nda da bilateral 1 de¤erinde spastisite saptand›. 3. ay kontrollerinde MAS’ a
göre k›z hastan›n sa¤ gastroknemiusunda 1, sol gastroknemiusunda 2, erkek hastan›n ise sa¤
gastroknemiusunda 1, adduktörlerinde 0 de¤erinde spastisite saptand›. 
SSOONNUUÇÇ:: Otozomal dominant ailevi spastik parapleji, prevalans› 2-10/100.000 olarak bildirilme-
sine ra¤men, spastisite ile gelen hastalarda ak›lda bulundurulmas› gereken bir tan›d›r. Bu
hastal›¤›n klinik tablolar›ndan biri olan spastisitenin tedavisinde egzersiz ve cihazlamayla bir-
likte botulinum toksin tip A enjeksiyonunun yararl› olabilece¤i kan›s›nday›z. 

AAnnaahhttaarr  KKeelliimmeelleerr::  Botulinum toksin, otozomal dominant ailevi spastik parapleji, spastisite

PP--333377

AAsshhwwoorrtthh  SSkkaallaass››nn››nn  ‹‹nnmmee  HHaassttaallaarr››nnddaa  YYaatt››flfl  SSüürreessiinnee  EEttkkiissii
BBeerrnnaa  ÇÇeelliikk,,  KKaaddrriiyyee  ÖÖnneeflfl,,  HHaalliill  HHaarrmmaann,,  ZZeelliihhaa  TTaaflflddoo¤¤aann

‹stanbul Fizik Tedavi Rehabilitasyon E¤itim ve Araflt›rma Hastanesi
Fiziksel T›p ve Rehabilitasyon 3. Klinik, ‹stanbul

AAMMAAÇÇ:: Bu çal›flmada amaç yatarak tedavi gören inme geçirmifl hastalarda yat›fl süresi ile
giriflte ve ç›k›flta üst ekstremite ve alt ekstremite Aschworth skalas› de¤erleri aras›ndaki kore-
lasyonu araflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: 228 inme geçirmifl kifli retrospektif olarak çal›flmaya al›nd›. Hastalar›n yafl,
cinsiyet, üst ekstremite ve alt ekstremite Ashworth skalas› girifl ve ç›k›fl de¤erleri, toplam yat›fl
süreleri gün say›s› olarak de¤erlendirildi. 
BBUULLGGUULLAARR:: Çal›flmaya al›nan kiflilerin (111 erkek, 118 kad›n) yafl ortalamalar› 61,27±12,05 y›l
olarak bulundu. Ashworth skalas› üst ekstremite girifl ve ç›k›fl de¤erleri s›ras›yla 1,32±1,09,
1,06±0,96 olarak; Ashworth skalas› alt ekstremite girifl ve ç›k›fl de¤erleri ise s›ras›yla 0,82±1,10,
0,58±0,98 olarak bulundu. Yat›fl süresi 35,03±16,0 gün olarak bulundu. Yat›fl süresi ile üst
ekstremite girifl skalas› aras›nda anlaml› pozitif korelasyon bulundu (p<0,05). Yat›fl süresi ile
üst ekstremite ç›k›fl ve alt ekstremite girifl ve ç›k›fl Aschworth skalas› de¤erleri aras›nda
anlaml› korelasyon bulunmad› (p>0,05). 
SSOONNUUÇÇ:: Bu çal›flma sonuçlar› üst ekstremite Ashworth girifl skalas› de¤erlerinin yat›fl
süresini etkiledi¤ini, üst ekstremitede artan spastisite ile yat›fl sürelerinin uzad›¤›n›
desteklemektedir. 

AAnnaahhttaarr  KKeelliimmeelleerr::  Ashworth skalas›, inme, yat›fl süresi

PP--333366

BBoottuulliinnuumm  TTooxxiinn  IInnjjeeccttiioonn  iinn  TTwwoo  CCaasseess  wwiitthh  AAuuttoossoommaall  
DDoommiinnaanntt  FFaammiilliiaall  SSppaassttiicc  PPaarraapplleeggiiaa

RRaaiiffee  fifiiirriinn  AAttll››¤¤,,  SSeelliinn  TTuurraann  TTuurrgguutt,,  EEssrraa  SSeelliimmoo¤¤lluu,,  AAffiittaapp  ‹‹ççaa¤¤aass››oo¤¤lluu,,  
SSeemmaa  HHaalliilloo¤¤lluu,,  SSiibbeell  TToossllaall››,,  YYaasseemmiinn  YYuummuuflflaakkhhuuyylluu

Goztepe Education and Research Hospital Physical Medicine and 
Rehabilitation Department, Istanbul

SSUUMMMMAARRYY:: Hereditary spastic paraplegia; the disease is characterized by slowly progressive
spasticity and bilateral lower limb weakness, difficulty of walking, increased deep tendon
reflexes. It is a genetically heterogeneous disease. Dominant forms of the disease is more 
frequent than the recessive forms. Two siblings aged 4 and 6 years attended to our 
outpatient clinic with the complaint of walking on finger tips. 4 year old sibling was male, 6
year old was female. ‹n their clinical history; complaints of the girl started at 2 years old, the
boy’s complaints started at 3 years old. The other members of the family had similar 
complaints. There was no significant feature in their personal histories. Their genetic 
analysis showed SPG3A gene exon 8 p. S259Y(TCC>TAC) heterozygote mutation. In the 
clinical examination: female sibling’s gastrocnemius muscle’s spasticity score was bilateral 2,
male sibling’ gastrocnemius muscle’s spasticity score was bilateral 2 and adductor muscle’s
spasticity score was bilateral 1 according to Modified Ashworth Scale (MAS). The patients had
never been applied a physiotherapy program, had never used an orthosis and had never been
injected botulinum toxin before. 8U/kg botulinum toxin injected to the patients’ spastic 
muscles. No complication observed during and after the injection. A home exercise program
consisted of stretching the agonist muscles and strengthening of antagonist muscles was
given to the patients DAFO (Dynamic Ankle Foot Orthosis) was recommended to the patients.
Complaints of the patients were recovered and female patients gastrocnemius muscle 
spasticity score was bilateral 1, male patient gastrocnemius muscle spasticity score was 
bilateral 1 and adductor muscles spasticity score was 0 in the right and 1 in the left according
to MAS in their first month control. The female patient’s gastrocnemius muscle spasticity
score was 1 in the right and 2 in the left, male patient’s gastrocnemius muscle spasticity score
was 1 in the right and adductor muscles spasticity score was bilateral 0 according to MAS in
their third month control. Although the prevalence of autosomal dominant familial 
spastic paraplegia 2-10/100 000, its a diagnosis that must be thought of in the patients with
spasticity. We suppose that botulinum toxin tip A injection with exercise and orthosis can be
beneficial in spasticity which is one of the clinical forms of the disease. 

KKeeyywwoorrddss::  Botulinum toxin, autosomal dominant familial spastic paraplegia, spasticity

PP--333377

TThhee  EEffffeeccttss  ooff  AAsshhwwoorrtthh  SSccaallee  oonn  HHoossppiittaall  SSttaayy  iinn  SSttrrookkee  PPaattiieennttss
BBeerrnnaa  ÇÇeelliikk,,  KKaaddrriiyyee  ÖÖnneeflfl,,  HHaalliill  HHaarrmmaann,,  ZZeelliihhaa  TTaaflflddoo¤¤aann

Istanbul Physical Medicine Rehabilitation Training and Research Hospital, 
Physical Medicine&Rehabilitation, Istanbul

OOBBJJEECCTTIIVVEE:: The aim of this study was to evaluate the correlation between the hospital stay and
Ashworth scale at admission and discharge in stroke patients attending the inpatient unit. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  228 stroke patients were included in the study retrospectively. A
datafile evaluation including age, gender, Ashworth scale of the upper and lower extremities
at admission and discharge, hospital stay in terms of day was performed. 
RREESSUULLTTSS::  The mean age and standard deviation of the patients (111 males, 118 females) was
61.27±12.05 yrs. While Ashworth scale of the upper extremities at admission and discharge
were found to be 1.32±1.09 and 1.06±0.96 respectively; Ashworth scale of the lower 
extremities at admission and discharge were 0.82±1.10, 0.58±0.98, respectively. Mean
Hospital stay was 35.03±16. 0 days. A positive significant correlation was found between the
hospital stay and Ashworth scale at admission (p<0.05). No significant correlation was found
between the hospital stay and the lower extremity Ashworth scale at admission and dis-
charge (p>0.05). 
CCOONNCCLLUUSSIIOONN:: In conclusion, Ashworth scale at admission might affect the hospital stay.
Hospital stay increases with increasing Ashworth scale according to the results of this study. 

KKeeyywwoorrddss::  Ashworth scale, stroke, hospital stay
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PP--333388

‹‹nnmmeellii  BBiirr  OOllgguuddaa  SSppooaannttaann  BBiisseeppss  RRüüppttüürrüü??  BBiisseeppss  SSppaassttiissiitteessii  
AAttiippiikk GGöörrüünnüümmüü??  DDee¤¤eerrlleennddiirrmmeeddee  UUllttrraassoonnooggrraaffiikk  YYaakkllaaflfl››mm

BBeerrrriinn  GGüünnddüüzz11,,  BBeellggiinn  EErrhhaann11,,  AAyyflflee  NNuurr  BBaarrddaakk11,,  SSeeddaa  ÖÖzzccaann11,,  LLeevveenntt  ÖÖzzççaakkaarr22

1‹stanbul Fizik Tedavi Rehabilitasyon E¤itim ve Araflt›rma Hastanesi 
1. Fiziksel T›p ve Rehabilitasyon Klini¤i, ‹stanbul

2Hacettepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, ‹stanbul

Bu olgu sunumunda, 9 y›l önce inme geçirmifl ve üst ekstremite spastisite tedavisi için reha-
bilitasyon klini¤ine tekrar yat›r›lm›fl bir hastan›n sol biceps brachiails kas›nda tespit edilen
atipik flifllik irdelenmifltir. Kas iskelet sistemi ultrasonografisi ile biseps rüptürü, biseps kas›nda
spastisite aç›s›ndan ay›r›c› tan› yap›lm›fl ve ultrasonografinin tan›daki yeri gözden geçirilmifltir. 

AAnnaahhttaarr  KKeelliimmeelleerr::  Spastiste, biceps brachii, tendon rüptürü, ultrasonografik inceleme

PP--333399

PPssoorriiaattiikk  AArrttrriittllii  HHaassttaallaarrddaa  AAnnttii--CCCCPP  DDüüzzeeyylleerriiyyllee  KKlliinniikk  vvee  
YYaaflflaamm  KKaalliitteessii AArraass››nnddaakkii  ‹‹lliiflflkkii

RReemmzziiyyee  AAkkççaall››,, MMeehhttaapp  BBoozzkkuurrtt,,  KKeemmaall  NNaass,,  ‹‹bbrraahhiimm  YYaarrdd››mm  EEddeenn

Dicle Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal› Diyarbak›r, ‹stanbul

AAMMAAÇÇ::  Psoriatik artrit (PsA); psoriasis ile iliflkili, aksial ve periferal eklem tutulumunun oldu¤u
kronik inflamatuar eklem hastal›¤›d›r. PsA hem Romatoid artrit (RA) hem de
spondiloartropatilerin (SpA) özelliklerini paylafl›r. PsA hastalar›n yaflam kalitelerini olumsuz
etkiler. Bu çal›flmada PsA’l› hastalarda Anti-siklik sitrülenmifl protein (anti-ccp) düzeyi ile klinik
aktivite ve yaflam kalitesi aras›ndaki iliflki araflt›rd›k. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya 42 PsA hastas› ve 38 sa¤l›kl› kifli kontrol grubu al›nd›.
Demografik ve karakteristik klinik özellikler; yafl, cinsiyet, hastal›k süresi, Eritrosit sedimanta-
syon h›z› (ESH), C-reaktif protein (CRP), anti-CCP antikorlar›, RF ve vizual a¤r› skalas› (VAS) ile
periferal eklem a¤r›s› de¤erlendirildi. Nottingham Sa¤l›k Profile (NHP) ve short form-36 
(SF-36) her iki grupta yaflam kalitesini de¤erlendirmek için kullan›ld›. 
BBUULLGGUULLAARR::  Gruplar aras›ndaki demografik özellikler farkl› de¤ildi. Anti-CCP antikor düzeyleri
PsA hastalar›nda (56,3±73,0) kontrol grubuyla (0,9±0,5) karfl›laflt›r›ld›¤›nda anlaml› yüksek
bulundu (p=0,01). Anti-CCP antikoru pozitif birey say›s› PsA’li hasta grubunda kontrol grubuna
göre anlaml› olarak yüksekti (% 33,3 hastaya karfl›l›k % 0) (p<0,001). NHP’nin sosyal izolasy-
on (s›ras›yla, 23,5±34,9 ve 8,7±20,6 (p=0,022), emasyonel durum (s›ras›yla, 27,2±33,1 ve
9,2±17,9, p=0,003) ve a¤r› subskorlar› (s›ras›yla, 35,3±33,1 ve 15,3±25,3, p=0,003) PsA hasta-
lar›nda kontrol grubundan anlaml› yüksekti. NHP’nin özellikle fiziksel komponentleri (yorgun-
luk, fiziksel fonksiyon ve uyku) PsA hastalar›nda istatistiksel olarak anlaml› de¤ildi. Anti-CCP,
ESH ve CRP düzeyleri ile NHP ve SF-36 skorlar› aras›nda istatistiksel olarak anlaml› korelasy-
on saptanmad›. 
SSOONNUUÇÇ:: Anti-CCP antikor pozitifli¤i PsA’li hastalarda anlaml› olarak yüksek bulunurken, anti-
CCP titresi ile yaflam kalitesi ölçütleri aras›nda anlaml› bir iliflki saptanmad›. 

AAnnaahhttaarr  KKeelliimmeelleerr:: Anti-ccp, psöriatik artrit, yaflam kalitasi

PP--334400

AAnnkkiilloozzaann  SSppooddiilliittllii  BBiirr  HHaassttaaddaa  KK››ssaa  55..  MMeettaakkaarrppaall  KKeemmiikklleerr  vvee  
KKoommpplleekkss  BBööllggeesseell  AA¤¤rr››  SSeennddrroommuu  TTiipp  11  BBiirrlliikktteellii¤¤ii
ÖÖzzggee  GGöökkssuu11,,  AAllii  BBiiççeerr11,,  EEmmeell  GGüünnaayy22,,  MMüüggee  SSaarr››kkaayyaa11

1Mersin Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Mersin
2Mersin Üniversitesi T›p Fakültesi Nükleer T›p Anabilim Dal›, Mersin

K›sa parmaklar, metatarsal ve metakarpal kemikler epifiz pla¤›n›n erken kapanmas›n›n bir
sonucu olarak ortaya ç›kabilmektedir. Klinik uygulamalarda izole olgular fleklinde veya birçok
genetik ve edinsel hastal›klar›n klinik bulgusu olarak görülebilmektedirler. Literatürde k›sa 5.
metakarpal kemikler ile ilgili bir kaç vaka tarif edilmifltir. Bu olgu sunumunda, sa¤ elinde kom-
pleks bölgesel a¤r› sendromu-tip 1 ile bilateral k›sa metakarpal kemikleri olan ankilozan
spondilitli bir kad›n hasta bildirilmektedir. Olguda ankilozan spondilit, kompleks bölgesel a¤r›
sendromu ve bilateral k›sa 5. metakarp birlikteli¤i izole bir klinik durum olarak kabul edilmek-
le birlikte, etyolojide baz› inflamatuar faktörlerin rol oynad›¤› düflünülmüfltür. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, k›sa 5. metakarpal kemikler, kompleks bölgesel a¤r›
sendromu, spondiloartropati

PP--333388

SSppoonnttaanneeoouuss  BBiicceeppss  RRuuppttuurree  ??  AAttyyppiiccaall  AAppppeeaarraannccee  ooff  BBiicceeppss  SSppaassttiicciittyy  ooff  aa
PPaattiieenntt  wwiitthh  SSttrrookkee??  UUllttrraassoonnooggrraapphhiicc  AApppprrooaacchh  iinn  EEvvaalluuaattiioonn

BBeerrrriinn  GGüünnddüüzz11,,  BBeellggiinn  EErrhhaann11,,  AAyyflflee  NNuurr  BBaarrddaakk11,,  SSeeddaa  ÖÖzzccaann11,,  
LLeevveenntt  ÖÖzzççaakkaarr22

1Istanbul Physical Therapy and Rehabilitation Training Hospital 1st PMR Clinic, ‹stanbul
1Hacettepe University Medical School Department of PMR , ‹stanbul

Herein, a 56-year-old hemiplegic male with a mass on right arm is reported. The differential
diagnosis between biceps rupture and atypical biceps spasticity sign was made by 
ultrasonographic examination and the role of ultrasonography for the diagnosis is discussed
in the light of the relevant literature. 

KKeeyywwoorrddss::  Spasticity, biceps brachii, tendon rupture, ultrasonographic evaluation

PP--333399

TThhee  RReellaattiioonnsshhiipp  BBeettwweeeenn  tthhee  LLeevveell  OOff  AAnnttii--CCCCPP,,  CClliinniiccaall  AAccttiivviittyy  
aanndd  QQuuaalliittyy  ooff  LLiiffee  iinn  PPaattiieennttss  WWiitthh  PPssoorriiaattiicc  AArrtthhrriittiiss

RReemmzziiyyee  AAkkççaall››,, MMeehhttaapp  BBoozzkkuurrtt,,  KKeemmaall  NNaass,,  ‹‹bbrraahhiimm  YYaarrdd››mm  EEddeenn

Dicle University School of Medicine Department of Physical 
Medicine and Rehabilitation, Diyarbakir

OOBBJJEECCTTIIVVEESS::  Psoriatic arthritis (PsA) is a type of inflammatory joint disease in which axial
or peripheral arthritis is associated with psoriasis. Psoriatic arthritis shares the features of
spondyloarthropathies and rheumatoid arthritis. PsA have a negative impact on patients’
quality of life (QOL). The aim of this study was to investigate the titers of Anti-cyclic 
citrullinated protein (anti-CCP antibodies) in PsA and assess their associations with clinical
characteristics and quality of life. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  Forty two patients with PsA and 38 healthy control subjects were
included in the study. Demographic data and clinical characteristics including age, sex, 
disease duration, erythrocyte sedimentation rate (ESR), C-reactive protein (CRP), anti-CCP
antibodies, RF, peripheral pain assessed by visual analogue scale (VAS). Nottingham Health
Profile (NHP), short form-36 (SF-36) was used to evaluate QOL in both groups. 
RREESSUULLTTSS::  The demographic data of the subjects were not different between the groups. The
scores of NHP social isolation (5±34.9 and 8.7±20.6 (p=0.022), emotional reaction (27.2±33.1
and 9.2±17.9, p=0.003) and pain subscales (35.3±33.1 and 15.3±25.3, p=0.003) were 
significantly higher in PsA patients than in control subjects. The scores of physical domains
of NHP (such as energy, sleep, physical mobility) were not statistically higher in PsA patients.
Thirteen (33.3%) patients with PsA were positive for anti-CCP antibodies, compared with 0%
of controls (p<0.001). There was no statistically significant correlation between the NHP or
the SF-36 scores with ESR or CRP levels in the PsA group. SF-36 and NHP were significantly
correlated with VAS and fatigue. 
CCOONNCCLLUUSSIIOONN::  Anti-CCP antibody positivity was significantly higher in patients with PsA,
anti-CCP titers were not related to quality of life measures. 

KKeeyywwoorrddss::  Anti-CCP antibodies, psoriatic arthritis, quality of life

PP--334400

CCooeexxiisstteennccee  ooff  SShhoorrtt  55..  MMeettaaccaarrppaallss  aanndd  CCoommpplleexx  RReeggiioonnaall  PPaaiinn  
SSyynnddrroommee  TTyyppee--11  iinn  aa  PPaattiieenntt  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss

ÖÖzzggee  GGöökkssuu11,,  AAllii  BBiiççeerr11,,  EEmmeell  GGüünnaayy22,,  MMüüggee  SSaarr››kkaayyaa11

1Mersin University School of Medicine Department of 
Physical Medicine and Rehabilitation, Mersin

2Mersin University School of Medicine Department of Nuclear Medicine, Mersin

Short digits, metatarsal and metacarpal bones may occur as a result of the premature 
closure of the epiphyseal plate. They may be seen as isolated cases or as a clinical finding of
several genetic and acquired disorders in clinical practices. A few cases related to short fifth
metacarpal bones had been described in the literature. In this case presentation, a female
patient with ankylosing spondylitis, having complex regional pain syndrome-type 1 on 
her right hand with bilateral short fifth metacarpals is reported. While the association of
ankylosing spondylitis, complex regional pain syndrome-type 1 and bilateral short 
fifth metacarpals in the subject was accepted as an isolated clinical condition, some 
inflammatory factors have been thought to play a role in the etiology. 
KKeeyywwoorrddss::  Ankylosing spondylitis, complex regional pain syndrome, short 5. metacarpal
bones, spondyloarthropathy
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PP--334411

‹‹ddiiooppaattiikk  ‹‹sskkeelleett  HHiippeerroossttoozzuunnaa  BBaa¤¤ll››  GGeelliiflfleenn  DDiissffaajjii::  OOllgguu  SSuunnuummuu
DDeerryyaa  MMeemmiiflfl11,,  FFiilliizz  KKooçç22,,  MMeelltteemm  DDeemmiirrkk››rraann22,,  ÇÇii¤¤ddeemm  YYaallçç››nn33,,  KKeennaann  BB››ççaakkcc››33

1Çukurova Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Adana
2Çukurova Üniversitesi T›p Fakültesi Nöroloji Anabilim Dal›, Adana

3Çukurova Üniversitesi T›p Fakültesi Radyoloji Anabilim Dal›, Adana

Diffüz idiyopatik iskelet hiperostoz hastal›¤› (DISH), Forestier Hastal›¤› olarak da bilinir ve
aksiyel ve apendiküler iskeleti tutan, tendon, ligaman ve fasialarda kalsifikasyonlar ile karak-
terize bir hastal›kt›r. Klinik bulgular› de¤iflkendir. Servikal vertebra tutulumunda hipertrofik
kemik proliferasyonu mekanik kompresyon sonucu disfajiye neden olacak kadar genifl olabilir.
Etyolojisi bilinmemekte olup hastal›k insidansi yafl ile birlikte artmaktad›r. Erkeklerde 2 kat
daha s›k görülmekte olup, a¤›r radyolojik bulgular daha çok erkeklerde tan›mlanm›flt›r. 77
yafl›nda erkek hasta 2 y›ld›r süren disfaji nedeniyle baflvurdu. Nazofarinks muayenesinde
hipofarinks seviyesinde hipofarinksi öne do¤ru iten düzgün s›n›rl› kitle saptand›. Nörolojik
muayenede ise nasone konuflma ve dört ekstremitede vibrasyon duyusunda azalma mevcut-
tu. Hastan›n servikal bölgeye yönelik Bilgisayarl› Tomografi ve direk grafileri çekildi. C3-C4
seviyesinde hipofarinksi öne iten genifl osteofit ve DISH ile uyumlu di¤er bulgular izlendi.
Klinik ve radyolojik bulgulara göre vaka DISH olarak de¤erlendirildi. 
AAnnaahhttaarr  KKeelliimmeelleerr:: Hiperostoz, servikal, nazofarenks, disfaji

PP--334422

AAnnkkiilloozzaann  SSppoonnddiilliitt  vvee  AAiilleesseell  AAkkddeenniizz  AAtteeflflii  BBiirrlliikktteellii¤¤ii::  OOllgguu  SSuunnuummuu
BBuurrccuu  ÖÖnnddeerr,,  AAyyflfleeggüüll  BBaallttaacc››,,  BBaarr››nn  SSeellççuukk,,  AAyyddaann  KKuurrttaarraann,,  EElliiff  YYaallçç››nn,,  MMüüffiitt AAkkyyüüzz

Ankara Fizik Tedavi ve Rehabilitasyon E¤itim Araflt›rma Hastanesi, Ankara

Ankilozan spondilit (AS) ve ailesel Akdeniz atefli (AAA) benzer yafl grubunda, benzer klinik
bulgularla seyreden iki hastal›k grubudur. Burada AS ve AAA birlikteli¤i olan vaka
sunulmufltur. Otuz üç yafl›nda erkek hasta, klini¤imize bel ve boyun a¤r›s› flikayeti ile
baflvurdu. Hastan›n öyküsünden ilk olarak 13 yafl›nda topuklar›nda a¤r› flikayeti oldu¤u daha
sonra 18 yafl›ndayken sa¤ kalçada a¤r› ve sabah tutuklu¤u flikayeti nedeniyle ankilozan
spondilit tan›s› konuldu¤u ö¤renildi. Sülfasalazin 2000 mg/gün ve metilprednizolon 32
mg/gün bafllanm›fl, hasta 8 y›l boyunca metilprednizolonu düzensiz dozlarda (16-32 mg) kul-
lanm›fl. Bu arada s›k s›k ataklar halinde kar›n a¤r›s› ve atefl flikayetleri geliflen hastada MEFV
gen mutasyonu saptanm›fl ve AAA tan›s› konulup kolflisin bafllanm›fl. Hasta klini¤imize
baflvurdu¤unda 16 mg/gün metil prednizolon ve 1 gr/gün kolflisin kullanmaktayd›. Yap›lan
muayenede bel EHA her yöne limitli, servikal bölgede ekstansiyon, sa¤ kalçada ise ekstansiy-
on ve rotasyonlar limitliydi. Hastan›n gö¤üs ekspansiyonu 2 cm, lomber ve torakal schober 2
cm, tragus duvar 16 cm, el zemin 53 cm, lomber lateral fleksiyon 7 cm, intermalleolar mesafe
50 cm idi. HLA-B 27 pozitif olarak saptand›. Hastan›n sakroiliak grafisinde bilateral grade 2-3
sakroiliit, lomber grafilerindeyse sindesmofitleri mevcuttu fakat hastal›¤›n süresi, düzensiz
takibi ve hastan›n muayenesine göre grafileri beklenenden ›l›ml›yd›. Hastan›n tedavisine
indometazin 75 mg/gün eklendi, metilprednizolon azalt›larak kesildi, sülfasalazin ve kolflisine
devam edildi. A¤r›, sabah tutuklu¤u ve akut faz reaktanlar›nda azalma saptanan hasta öner-
ilerle klini¤imizden taburcu edildi. Burada sunulan vakada AS ve AAA beraberli¤i
düflünülmüfltür. MEFV mutasyonu ile birlikte AS ateflle beraber gelen peritonit ataklar›n›
aç›klamada yetersiz kalmaktad›r. Literatürde sunulan vakalarda AS ve AAA birlikteli¤inde
genellikle HLA-B27 negatif bulunurken, iki hastal›¤›n beraberli¤inde AS’nin fliddetinde art›fl
oldu¤u bildirilmifltir. Bizim vakam›zdaki HLA-B 27 pozitifli¤i ve lomber grafilerin ›l›ml› tutulumu
bu verilerle çeliflmektedir. Bunun yan› s›ra belki de hastan›n düzensiz ve uzun süreli sistemik
steroid kullan›m› lomber grafi tutulumundaki beklenmeyen ›l›ml›l›¤a sebep olmufl olabilir.
AAnnaahhttaarr  KKeelliimmeelleerr::  Ailesel akdeniz atefli, ankilozan spondilit, kortikosteroid

PP--334411

DDyysspphhaaggiiaa  RReellaatteedd  wwiitthh  IIddiiooppaatthhiicc  SSkklleettaall  HHyyppeerroossttoossiiss::  CCaassee  RReeppoorrtt
DDeerryyaa  MMeemmiiflfl11,,  FFiilliizz  KKooçç22,,  MMeelltteemm  DDeemmiirrkk››rraann22,,  ÇÇii¤¤ddeemm  YYaallçç››nn33,,  KKeennaann  BB››ççaakkcc››33

1Çukurova University Medical Faculty Department of Physical 
Medicine and Rehabilitation, Adana

2Çukurova University Medical Faculty Department of Neurology, Adana
3Çukurova University Medical Faculty Department of Radiology, Adana

AABBSSTTRRAACCTT::  Diffuse idiopathic skletal hyperostosis (DISH), also known as Forestier’s disease
is a noninflammatory condition characterized by diffuse ossification and calcification of 
tendons, ligaments, and fasciae in both axial and the appendicular skeleton. The clinical 
manifestations are variable. Hypertrophic bone proliferations seen in cervical involvement
may be as extensive as they may cause dysphagia because of mechanical compression. The
etiology is unknown and the incidence increases with age. There is 2:1 male predominance
and severe radiological changes reported more commonly in males. An 77 year old male
patient was admitted with the complaint of dysphagia for 2 years. On nasopharyngeal 
examination, a mass with a smooth border was detected at hypopharyngeal level. Rhinolalia
and lowered vibration sense in four extremity were revealed in neurological examination.
Radiographs of the cervical spine and computed tomography images (CT) of the neck were
obtained. At C3-C4 level, an osteophyte which displaced hypopharynx to anteriorly and 
the other features compatible with DISH were detected. According to the clinical and 
radiological findings, the case was diagnosed as DISH. 
KKeeyywwoorrddss:: Hyperostosis, cervical, nasopharynx, dysphagiaThe Coexistence of Ankylosing 

PP--334422

SSppoonnddyylliittiiss  aanndd  FFaammiilliiaall  MMeeddiitteerrrraanneeaann  FFeevveerr::  AA CCaassee  RReeppoorrtt
BBuurrccuu  ÖÖnnddeerr,,  AAyyflfleeggüüll  BBaallttaacc››,,  BBaarr››nn  SSeellççuukk,,  AAyyddaann  KKuurrttaarraann,,  EElliiff  YYaallçç››nn,,  MMüüffiitt AAkkyyüüzz

Ankara Physical Medicine and Rehabilitation Education and Research Hospital, Ankara

Ankylosing Spondylitis (AS) and familial Mediterranean fever (FMF) are two groups of 
disorders characterized by overlapping clinical findings. A 33-year old man with the 
complaints of low back and cervical pain was admitted to our clinic. He had been diagnosed
as AS at the age of 18 because of right hip pain and morning stiffness. He had been 
administered sulfasalazine 2000 mg/day and methyl prednisolone 32mg/day, he had used
methyl prednisolone irregularly (16-32 mg) for 8 years. In the meantime he was diagnosed
with FMF according to the periodic abdominal pain and fever and the mutation of MEFV gene.
Colchicine was added to the treatment. Physical examination revealed the limitation of 
movements of lumbar spine in all directions, extension of cervical spine and rotation of the
right hip. His chest expansion was 2 cm, lumbar and thoracic Schober was 2 cm, tragus-wall
16 cm, lateral flexion of the lumbar spine was 7 cm, intermalleolar distance was 50 cm. The
patient was positive for HLA-B27. X-rays showed grade 2-3 sacroiliitis and syndesmophytes in
the lumbar spine. But these radiological findings were less severe than expected considering
the physical examination findings. His treatment was changed to indometacin, sulfasalazine
and colchicine. Methyl prednisolone was discontinued. During the follow up his pain, morning
stiffness diminished and serum acute phase reactants decreased. Here we present a case
with coexistence of AS and FMF. After the diagnosed of AS although the patient had 
recurrent attacks of abdominal pain and fever, the diagnosis of FMF was overlooked. AS and
FMF coexistence is usually associated with negative HLA-B27 and severe outcome. In this
case the patient was HLA-B27 positive and lumbar spine was mildly affected contradicted the
common literature. The reason might be irregular and long term corticosteroid usage. 
KKeeyywwoorrddss:: Familial mediterranean fever, ankylosing spondylitis, corticosteroid
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AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaallaarrddaa  EEggzzeerrssiizz  TTeeddaavviissiinniinn  SSoolluunnuumm
FFoonnkkssiiyyoonnllaarr››nnaa  vvee  YYaaflflaamm  KKaalliitteessiinnee  EEttkkiissii

MMeerryyeemm  ÖÖzzbbaaflfl  GGüünnaayy,,  SSeerrppiill  BBaall,, KKoorrhhaann  BBaarr››flfl  BBaayyrraamm,,  HHiikkmmeett  KKooççyyii¤¤iitt,, AAlleevv  GGüürrggaann

Atatürk E¤itim Araflt›rma Hastanesi 2. Fizik Tedavi ve Rehabilitasyon Klini¤i, ‹zmir

AAmmaaçç::  Ankilozan Spondilit´li (AS) hastalarda önerilen egzersiz tedavisi; kolay uygulanabilir ve
ucuz bir yöntemdir. Bununla birlikte, egzersiz tedavisi hastalar›n normal yaflamlar›n› idame
ettirmelerinde ve tedavinin uzun dönem baflar›s›nda çok önemli yer tutmaktad›r. Bu
çal›flman›n amac› AS´li hastalarda egzersiz tedavisinin a¤r›, fonksiyon, hastal›k aktivitesi,
yaflam kalitesi ve solunum fonksiyonlar› üzerine olan etkinli¤ini araflt›rmakt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya Modifiye New York kriterlerine göre AS tan›s› alm›fl 40 hasta
dahil edildi. Hastalar›n baz› demografik ve klinik özellikleri kaydedildi. A¤r› düzeyleri vizüel
analog skala (VAS) ile sorguland›. Hastalar›n hastal›k aktivite düzeyleri BASDAI ölçe¤i,
fonksiyonel durumlar› BASFI ölçe¤i ve spinal ölçümleri ise BASMI ölçe¤i kullan›larak belirlen-
di. Hastal›kla iliflkili yaflam kalitesi ölçe¤i olarak AsQol kullan›ld›. Solunum fonksiyonlar› Zan
spirometre cihaz› ile test edildi. Hastalar 3 ayr› tedavi grubuna randomize edildi. Birinci gruba
solunum ve postür egzersizleri, ikinci gruba sadece postür egzersizleri içeren ev egzersiz pro-
gram› verildi. Kontrol grubuna herhangi bir ev egzersiz program› verilmedi, medikal tedavi ve
yaflam aktivitelerine ayn› flekilde devam etmeleri söylendi. Ev egzersiz program› önerilen ilk
2 gruptaki hastalar egzersizlerini haftada 5 kez 30 dk süreyle uygulad›. Üç ay sonra her 3
gruptaki hastalar tekrar de¤erlendirildi. 
BBUULLGGUULLAARR::  Solunum ve postür egzersizleri grubunda tedavi sonras›nda VAS, BASDAI,
BASFI, BASMI, gö¤üs ekspansiyonu, solunum fonksiyon testi sonuçlar› ve AsQol de¤erlerinde
anlaml› düzelme saptand› (p<0,005). Bunun yan›nda sadece postür egzersizleri uygulayan
gruptaki hastalarda sadece aktivite s›ras›ndaki VAS de¤erlerinde anlaml› düzelme saptand›
(p<0,005). Kontrol grubunda ise bu de¤erlerde anlaml› de¤iflme yoktu. Her üç grupta tedavi
sonras› de¤erlendirme parametreleri karfl›laflt›r›ld›¤›nda ise gö¤üs ekspansiyonu, FEV1/FVC
oranlar›n›n grup 1’de grup 2’ye göre daha anlaml› oranda iyileflti¤i görüldü (p<0,005). Yine
grup 1’de grup 2 ve kontrol grubuna göre BASFI, AsQol, aktivite s›ras›ndaki a¤r› (VAS aktivite)
de¤erleri anlaml› oranda düzelmiflti. 
SSOONNUUÇÇ::  Solunum egzersizleri AS´li hastalarda a¤r› düzeyi, klinik durum ve solunum fonksiy-
onlar› üzerine olumlu etkiler göstermekte ve hastalar›n fonksiyonel durum ve yaflam
kalitelerinde iyileflme sa¤lamaktad›r. 
AAnnaahhttaarr  KKeelliimmeelleerr:: Ankilozan ppondilit, tedavi edici egzersiz, solunum egzersizi

PP--334444

AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaallaarrddaa  EEnntteezziitt  SSkkoorruu  iillee  HHaassttaall››kk  AAkkttiivviitteessii  vvee
YYaaflflaamm  KKaalliitteessii  AArraass››nnddaakkii  ‹‹lliiflflkkii

AAyyhhaann  MMaannssuurroo¤¤lluu,, HHaayyaall  GGüülleerr,,  AAyyflflee  DDiiccllee  TTuurrhhaannoo¤¤lluu,,  NNiillggüüll  ÜÜssttüünn,,  VVeellii  EEnneess  BBoollaaç

Mustafa Kemal Üniversitesi T›p fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Hatay

AAMMAAÇÇ::  Ankilozan spondilit(AS) kronik inflamatuvar bir hastal›kt›r. Bu hastal›¤›n ana özelli¤i
bafll›ca disk bölgeleri ve sakroiliak eklemler olmak üzere, ligament tendon ve kapsüllerin
kemi¤e insersiyonlar›n›n (entezis bölgeleri) fibrosis ve ossifikasyonudur. Bu çal›flmada,
Ankilozan Spondilitli hastalarda entezit skoru ile hastal›k aktivitesi ve yaflam kalitesi
aras›ndaki iliflkinin de¤erlendirilmesi amaçland›. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: 40 AS hastas›(16K, 24E) çal›flmaya al›nd›.. Hasatal›k süresi, sabah
tutuklu¤u, Schober testi, Eritrosit sedimentasyon h›z›(ESH) ve C Reaktif Protein(CRP)
de¤erleri kaydedildi. Hastal›k aktivitesi, Bath Ankylosing Spondylitis Disease Activity Index
(BASDAI) ile de¤erlendirildi. Yaflam kalitesi, Health Asssesment Questionnaire
Spondyloarthropaties (HAQ-S) kullan›larak ölçüldü. Entezit skoru, Maastricht Ankilozan
Spondilit entezit skoru (MASES) ile de¤erlendirildi
BBUULLGGUULLAARR::  Hastalar›n ortalama hastal›k süresi 5,83±5,88 olarak belirlendi. Entezit skoru ile
ESH ve BASDAI de¤erleri aras›nda korelasyon saptand›(r=0,448, p=0,004 ve r=0,465,
p=0,002). Bununla birlikte, entezit skoru ile CRP ve HAQ-S de¤erleri aras›nda korelasyon sap-
tanmad›(r=0,268, p=0,094 ve r=0,305, p=0,056). 
SSOONNUUÇÇ:: Bu bulgular, AS’li hastalarda entezit skorunun, hastal›k aktivitesi ile iliflkili
olabilece¤ini göstermektedir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, entezit skoru, hastal›k aktivitesi, yaflam kalitesi

PP--334433

TThhee  IImmppaacctt  ooff  tthhee  EExxeerrcciissee  TThheerraappyy  oonn  tthhee  QQuuaalliittyy  ooff  LLiiffee  aanndd  tthhee
RReessppiirraattoorryy  FFuunnccttiioonnss  iinn  PPaattiieennttss  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss

MMeerryyeemm  ÖÖzzbbaaflfl  GGüünnaayy,,  SSeerrppiill  BBaall,, KKoorrhhaann  BBaarr››flfl  BBaayyrraamm,,  HHiikkmmeett  KKooççyyii¤¤iitt,, AAlleevv  GGüürrggaann

Atatürk Training and Research Hospital 2nd PMR Clinic,Izmir

OOBBJJEECCTTIIVVEE::  The exercise therapy recommended for the patients with ankylosing spondylitis
is a convenient and inexpensive method. This trial is designed to investigate the efficacy of
the exercise therapy in the pain, function, disease activity, quality of life and the respiratory
functions in patients with AS. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Forty patients diagnosed with AS based on the Modified New York
Criteria were included in the trial. Certain demographic and clinical characteristics of the
patients were recorded. The pain level was surveyed on the VAS. The disease activity levels
of the patients were determined using the BASDAI scale and the functional status was 
determined using the BASFI scale and the spinal measurements by the BASMI scale. 
Disease-related quality of life was measured by AsQoL scale. The respiratory functions were
tested by the Zan spirometer device. The patients were randomized into 3 groups.
Respiratory and posture exercises were scheduled for the first group, while home exercise
program consisting of only the posture exercises were scheduled for the second group. The
control group was not prescribed any home exercise program but instructed to continue their
current medication and life activities in the same way. The patients in the first 2 groups, who
were recommended a home exercise program practiced their exercises 5 times weekly for
30 minutes. After 3 months, the patients in each 3 group were re-evaluated. 
RREESSUULLTTSS::  Following the therapy, a significant improvement was detected in the VAS, 
BASDAI, BASFI, BASMI, chest expansion, respiratory function test results and the AsQoL 
values in the respiratory and posture exercise group. In addition, a significant improvement
was observed in the VAS values only during activity in the group that was practicing the 
posture exercises only. There was no significant change in these values in the control group.
The comparison of the assessment parameters between the three groups following the 
treatment revealed a more significant improvement in the FEV1/FVC rates in Group 1 relative
to Group 2. Similarly, group 1 had significantly improved BASFI, AsQol and pain during 
activity levels relative to Group 2 and the control group. 
CCOONNCCLLUUSSIIOONN::  The respiratory exercises improve the functional status and the quality of life
in patients with AS. 
KKeeyywwoorrddss::  Ankylosing spondylitis, respiratory exercise, therapeutic exercise

PP--334444

TThhee  RReellaattiioonn  BBeettwweeeenn  EEnntthheessiittiiss  SSccoorree  aanndd  DDiisseeaassee  AAccttiivviittyy  aanndd  
QQuuaalliittyy  ooff  LLiiffee  iinn  PPaattiieenntt  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss

AAyyhhaann  MMaannssuurroo¤¤lluu,,  HHaayyaall  GGüülleerr,,  AAyyflflee  DDiiccllee  TTuurrhhaannoo¤¤lluu,,  NNiillggüüll  ÜÜssttüünn,,  VVeellii  EEnneess  BBoollaaçç

Mustafa Kemal University of Medicine Physical Medicine and Rehabilitation, Hatay

OOBBJJEECCTTIIVVEE::  Ankylosing Spondylitis is a chronic inflammatory disease characterized by 
fibrosis and ossification at the insertions of ligaments, tendons and joint capsules (enthesitis
sites) particularly in sacroiliac joint and intervertebral discs. In this study, we aimed to 
evaluate the relation between enthesitis score, the disease activity and quality of life in 
ankylosing spondylitis patients. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Total 40 patients (16 women and 24 men) with ankylosing 
spondylitis were included in this study. Duration of disease, morning stiffness, Schober's test,
erythrocyte sedimentation rate (ESR) and C reactive protein (CRP) were recorded. Disease
activity was evaluated with Bath Ankylosing Spondylitis Disease Activity Index (BASDA‹).
Quality of life was measured with Health Assessment Questionnaire Spondyloarthropaties
(HAQ-S). Enthesitis score was evaluated with Maastricht Ankylosing Spondylitis Enthesitis
Score (MASES). 
RREESSUULLTTSS::  The mean duration disease was 5.83±5.88 years. There was correlation between
enthesitis score, ESR and BASDAI. (r:0.448, p:0.004 and r:0.465, p:0.002). However there
was no correlation between CRP and HAQ-S score (r:0.268, p:0.094 and r:0.305, p:0.056)
CCOONNCCLLUUSSIIOONN::  These findings show that enthesitis score might be related with disease activity. 
KKeeyywwoorrddss::  Ankylosing spondylitis, enthesitis score, disease activity, quality of life
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AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaallaarrddaa  SSppiinnaall  ‹‹nnffllaammaassyyoonnuunn  MMaannyyeettiikk  RReezzoonnaannss
GGöörrüünnttüülleemmee  BBuullgguullaarr››,,  HHaassttaall››kk  AAkkttiivviitteessii  vvee  KKlliinniikk  PPaarraammeettrreelleerriinn  ‹‹lliiflflkkiissii

fifieeffiikkaa  KKoonnccaa11,,  DDiilleekk  KKeesskkiinn11,,  DDeenniizz  CC››ll››zz22,,  HHaattiiccee  BBoodduurr11,,  BBüülleenntt  SSaakkmmaann22

1Ankara Numune E¤itim Araflt›rma Hastanesi Fizik Tedavi ve Rehabilitasyon Klini¤i, Ankara
2Ankara Numune E¤itim Araflt›rma Hastanesi Radyoloji Klini¤i, Ankara

AAMMAAÇÇ::  Son y›llarda manyetik rezonans görüntüleme (MRI) çal›flmalar›n›n, ankilozan spondil-
itli (AS)’li hastalar›n erken tan›s›nda ve hastal›¤›n progresyonunun belirlenmesinde önemli
katk›lar› olmufltur, bu nedenlerle MRI objektif bir ölçüm parametresi olarak kullan›lmaktad›r.
Bu çal›flman›n amac› AS’li hastalarda spinal MRI bulgular›n›n hastal›k aktivite ve klinik para-
metreler ile iliflkisini de¤erlendirmekti. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Modifiye New York Kriterlerine göre AS tan›s› konmufl 50 hasta çal›flmaya
al›nd›. Tüm hastalar Bath AS Hastal›k Aktivite ‹ndeksi (BASDAI), AS Hastal›k Aktivite Skoru
(ASDAS), Bath AS Fonksiyonel Indeks (BASFI), Bath AS Metroloji Indeksi (BASMI), Bath AS
Radyoloji Indeksi (BASRI) ile de¤erlendirildi. Hastalar›n yaflam kalitesi ASQoL ile ölçüldü.
Laboratuvar parametrelerinden eritrosit sedimentasyon h›z› (ESH) ve C-reaktif protein (CRP)
düzeyleri belirlendi. Spinal inflamatuar de¤ifliklikleri saptamak için spinal MRI ile ASspiMr
skoru hesapland›. 
BBUULLGGUULLAARR::  Spinal segmentlerde spinal enflamasyon de¤erlendirildi ve en yüksek ortalama
ASspiMR-a düzeyinin (3,1± 5,94) torakal segmentlerde oldu¤u tespit edildi. Servikal ve lomber
ASspiMR skoru BASRI, Total ASspiMRI skoru BASRI, BASMI ve CRP ile korele idi. ASspiMR-a
torakal skorunun ise hasta ve doktorun global de¤erlendirmesi, BASMI, BASFI, BASRI, ASDAS
A, B, C, D, ESH ve CRP ile korele oldu¤u tespit edildi (P< 0,05). 
SSOONNUUÇÇ::  Çal›flmam›zda, torakal spinal MRI bulgular›n›n hastal›k aktivitesi ile en çok iliflkili para-
metre oldu¤unu tespit ettik. AS’li hastalarda, hastal›k aktivitesini belirlemek ve tedavi planla-
mas› için rutin torakal MRI tetkiki yap›lmas›n› öneriyoruz. 
AAnnaahhttaarr  KKeelliimmeelleerr::  MRI, ankilozan spondilit, hastal›k aktivitesi

PP--334466

AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaallaarrddaa  AAkkuuaattiikk  EEggzzeerrssiizzlleerriinn  EEttkkiinnllii¤¤ii
ÜÜmmiitt  DDüünnddaarr11,,  ÖÖzzlleemm  SSoollaakk11,,  HHaassaann  TTookkttaaflfl11,,  ÜÜmmiitt  SSeeççiill  DDeemmiirrddaall11,,  

VVoollkkaann  SSuubbaaflfl››11,,  VVuurraall  KKaavvuunnccuu11,,  DDeenniizz  EEvvcciikk22

1Kocatepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Afyonkarahisar
2Ufuk Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara

AAMMAAÇÇ:: Akuatik egzersizlerin(su içi egzersizler) bir çok kas iskelet sistemi probleminde faydal›
oldu¤u bilinmektedir. Bu çal›flman›n amac› ankilozan spondilitli hastalarda akuatik egzersizler
ile kara egzersizlerinin a¤r›, hastal›k aktivitesi ve yaflam kalitesi üzerine etkilerinin
karfl›laflt›r›lmas›d›r.
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya ankilozan spondilit tan›s› olan toplam 55 hasta dahil edildi.
Hastalar rastgele iki gruba ayr›ld›. Birinci gruptaki hastalar (n=28) 4 hafta süresince (haftada
5 seans) toplam 20 seans ve her seansta bir saat süre ile akuatik egzersiz program› ald›lar.
‹kinci gruptaki hastalar (n=27) ise 4 hafta süre ile toplam 20 seans kara egzersizi uygulad›lar.
Her iki gruptaki hastalar çal›flman›n bafllang›c›nda, dördüncü hafta sonunda ve üçüncü ay›n
sonunda spinal mobilite (lomber schober, thorakal schober ve aktif eklem hareket aç›kl›¤›),
a¤r› (VAS), fonksiyonel kapasite (BASF‹), hastal›k aktivitesi (BASDA‹) ve yaflam kalitesi (SF-36)
aç›s›ndan de¤erlendirildi.
BBUULLGGUULLAARR::  Akuatik egzersiz grubunda dördüncü hafta sonunda VAS skorlar›, aktif lomber
hareket aç›kl›¤› ölçüm de¤erleri, BASDA‹ ve BASF‹ skorlar› ve SF-36’n›n a¤r›, fiziksel ifllevler,
fiziksel problemlere ba¤l› olarak rollerde engellenme, genel sa¤l›k alg›s›, yaflam enerjisi, duy-
gusal sorunlara ba¤l› olarak rollerde engellenme ve ruhsal sa¤l›k alt parametrelerinde anlaml›
iyileflmeler görüldü ve bu iyileflmelerin çal›flman›n bafllang›c›ndan üç ay sonra da devam etti¤i
görüldü. Kara egzersizi grubunda ise VAS skorlar›, aktif lomber hareket aç›kl›¤› ölçüm
de¤erleri, BASDA‹ ve BASF‹ skorlar› ve SF-36’n›n a¤r›, fiziksel ifllevler ve fiziksel problemlere
ba¤l› olarak rollerde engellenme alt gruplar›nda anlaml› düzelmeler dördüncü haftada ve
üçüncü ay sonunda tespit edildi. Ayr›ca her iki grubun de¤erlendirme parametrelerinde elde
edilen iyileflmelerin yüzde de¤iflim farklar› karfl›laflt›r›ld›¤›nda akuatik egzersiz grubunun VAS
skorlar›, SF-36’n›n a¤r›, yaflam enerjisi, genel sa¤l›k alg›s›, duygusal sorunlara ba¤l› olarak
rollerde engellenme ve ruhsal sa¤l›k alt parametrelerindeki iyileflmelerin kara egzersizi
grubuna göre daha iyi oldu¤u bulundu.
SSOONNUUÇÇ:: Bu çal›flma akuatik egzersizlerinin ankilozan spondilitli hastalar›n tedavisinde kara
egzersizlerine göre, hastalar›n a¤r› skorlar›nda ve yaflam kalitesinde anlaml› iyileflmeler
sa¤lad›¤›n› ve faydal› olabilece¤ini göstermifltir.
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, akuatik egzersiz, kara egzersizi

PP--334455

MMaaggnneettiicc  RReessoonnaannccee  IImmaaggiinngg  FFiinnddiinnggss  ooff  SSppiinnaall  IInnffllaammmmaattiioonn  iinn  
PPaattiieennttss  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss::  AAssssoocciiaattiioonn  wwiitthh  tthhee  DDiisseeaassee  

AAccttiivviittyy  aanndd  OOuuttccoommee  PPaarraammeetteerrss
fifieeffiikkaa  KKoonnccaa11,,  DDiilleekk  KKeesskkiinn11,,  DDeenniizz  CC››ll››zz22,,  HHaattiiccee  BBoodduurr11,,  BBüülleenntt  SSaakkmmaann22

1Ankara Numune Training and Research Hospital Physical Medicine 
and Rehabilitation Clinic, Ankara

2Ankara Numune Training and Research Hospital Radiology Department, Ankara

OOBBJJEECCTTIIVVEE::  Magnetic resonance imaging (MRI) studies in the last decade have major 
contribution in early diagnosis of ankylosing spondylitis (AS), and advanced our understanding
in disease progression. Also in patients with AS, it is difficult to determine disease activity
owing to the lack of close relation between laboratory tests, clinical findings and imaging.
Therefore MRI has been used as an objective outcome measure. The aim of this study is to
investigate the relation between spinal MRI findings and disease activity and other outcome
measures. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Fifty patients fulfilling modified New-York criteria for AS were
enrolled in the study. All the patients were evaluated with Bath AS Disease Activity Index
(BASDAI), AS Disease Activity Score (ASDAS). Bath AS Functional Index (BASFI), Bath AS
Metrology Index (BASMI), Bath AS Radiology Index (BASRI), As Quality of Life (ASQoL).
Erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) were measured as 
laboratory parameters and ASspiMR scores were determined by spinal MRI
RREESSUULLTTSS::  The median total ASspiMR–a score was 5.2. Spinal inflammation was evaluated in
spinal segments and thoracic segments had the highest mean ASspiMR-a level (3.1±5.94).
Thoracic 8-9 vertebral unit was the most involved segment of the spine and involvement was
detected in 11 (22%) of the patients. Cervical and lumbar ASspiMR were correlated with only
BASRI, Total ASspiMR score was correlated with BASRI, BASMI and CRP. Thoracic ASspiMR
score was correlated with patient's and doctor’s global assessments, BASFI, BASMI, BASRI,
ASDAS A, ASDAS B, ASDAS C, ASDAS D, ESR and CRP (P<0.05). 
CCOONNCCLLUUSSIIOONN::  According to our results thoracic spinal MRI was the most related parameter
with disease activity and clinical outcome parameters. We suggest routine thoracic spine MRI
to determine the disease activity and to plan the treatment. 
KKeeyywwoorrddss::  MRI, ankylosing spondylitis, disease activity

PP--334466

EEffffeeccttiivveenneessss  ooff  AAqquuaattiicc  EExxeerrcciissee  iinn  tthhee  PPaattiieennttss  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss
ÜÜmmiitt  DDüünnddaarr11,,  ÖÖzzlleemm  SSoollaakk11,,  HHaassaann  TTookkttaaflfl11,,  ÜÜmmiitt  SSeeççiill  DDeemmiirrddaall11,,  

VVoollkkaann  SSuubbaaflfl››11,,  VVuurraall  KKaavvuunnccuu11,,  DDeenniizz  EEvvcciikk22

1Kocatepe University Faculty of Medicine Department of 
Physical Medicine and Rehabilitation, Afyonkarahisar

2Department of Physical Medicine and Rehabilitation, Faculty of Medicine, 
Ufuk University, Ankara

OOBBJJEECCTTIIVVEE::  Aquatic exercise may have beneficial effects on various musculoskeletal 
conditions. The aim of this study was to compare the effects of aquatic exercise with 
land-based exercise over pain, disease activity and quality of life in the patients with 
ankylosing spondylitis (AS). 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: A total of 55 patients with AS were included in this study. Patients
were randomly assigned into two groups. In the first group, the patients received aquatic
exercise once a day for 20 days during a period of 4 weeks and 1 hour in each session. The
patients in the second group received land-based exercise program. The patients were
assessed for spinal mobility, pain (VAS), functional capacity (BASFI), disease activity 
(BASDAI) and quality of life (SF-36). Evaluations were performed before treatment and after
4 weeks and 3 months. 
RREESSUULLTTSS:: In the aquatic exercise group, after 4 weeks and 3 months, statistically significant
improvements were detected in VAS scores, active lumbar range of motion, BASDAI and
BASFI scores, pain, physical function, role limitations due to physical functioning, general
health, vitality, role limitations due to emotional problems and social functioning subparts of
SF -36. In the second group, after 4 weeks and 3 months, statistically significant 
improvements were detected in VAS scores, active lumbar range of motion, BASDAI and
BASFI scores, pain, physical function, role limitations due to physical functioning subparts of
SF-36. However, when we compared the percentage of changes of parameters both at week
4 and after 3 months relative to pretreatment values, improvement in VAS scores and pain,
vitality, general health, role limitations due to emotional problems and social functioning 
subparts of SF -36 were better in aquatic exercise group. 
CCOONNCCLLUUSSIIOONN::  Aquatic exercises produced significants improvements in pain scores and
quality of life of the patients with AS compared to land-based exercise. Aquatic exercises may
be beneficial in the treatment of the patients with AS. 
KKeeyywwoorrddss::  Ankylosing spondylitis, aquatic exercises, land-based exercise
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MMuullttiippll  SSkklleerroozzlluu  HHaassttaaddaa  GGeelliiflfleenn  AAnnkkiilloozzaann  SSppoonnddiilliitt  HHaassttaall››¤¤››::  OOllgguu  SSuunnuummuu
EEbbrruu  AAyytteekkiinn,,  NNiill  ÇÇaaggllaarr,,  LLeevveenntt  ÖÖzzggöönneenneell,,  fifiuullee  TTüüttüünn,,  FFaattmmaa  AAtteeflfl

Sa¤l›k Bakanl›¤› ‹stanbul E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve 
Rehabilitasyon Klini¤i, ‹stanbul

Ankilozan Spondilitli (AS) hastalarda nörolojik semptom ve bulgulara nadiren
rastlanmaktad›r. Altta yatan nedenler genellikle ilerleyici araknoidit, kauda ekina sendromu,
atlantoaksiyel subluksasyon ve spinal k›r›klar fleklindedir. Multipl Skleroz (MS) ile birlikteli¤i
izole vakalar olarak bildirilmifltir. Bu olgu sunumunda hem MS hem de AS tan›s› olan 40
yafl›ndaki erkek hasta sunulmufltur. 40 yafl›ndaki herhangi bir ifli olmayan erkek hasta polik-
lini¤imize 6 y›ld›r mevcut olan inflamatuar karakterde bel a¤r›s› flikayeti ile baflvurdu. Sabah
tutuklu¤u 20dk idi. Özgeçmiflinde 16 y›l önce tan› konmufl olan MS hastal›¤› mevcuttu.
Hastan›n kas- iskelet sistem muayenesinde bel ve sa¤ kalça hareketleri tüm yönlere k›s›tl› idi.
Tragus duvar mesafesi 25 cm, modifiye schober 2,5 cm, el-parmak zemin mesafesi 20cm,
gö¤üs ekspansiyonu 3 cm idi. Nörolojik muayenesinde tüm ekstremitelerde de¤iflen derecel-
erde kas gücü kayb› vard›. Derin tendon refleksleri normoaktif, patolojik refleksi yoktu.
Yürümesi ataksik ve kanedyen yard›m›yla yürüyordu. Oftalmolojik muayanesinde patoloji
yoktu. Sakroiliak eklem manyetik rezonans görüntülemesinde bilateral sakroiliak eklemlerde
daralma, düzensizlik, sklerotik de¤ifliklikler ve kemik ili¤i ödemi izlendi. Hastaya bu bulgular-
la Ankilozan Spondilit tan›s› kondu. Literatürde AS ve MS birlikteli¤i desteklenmifltir. Bu birlik-
telik daha çok benzer T hücre arac›l› immunogenetik defektlere sahip olmalar›na
ba¤lanm›flt›r. Hangi hastal›¤›n bir di¤erinin komplikasyonu oldu¤u bilinmemektedir. Erken tan›
her iki hastal›¤›n prognozu aç›s›ndan çok önemli oldu¤undan hastalar›m›za kas iskelet siste-
mi muayenesi yan›nda ayr›nt›l› bir nörolojik muayene yapmam›z gerekti¤i kan›s›nday›z. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan Spondilit, inflamatuar bel a¤r›s›, multipl Skleroz

PP--334488

AAnnkkiilloozzaann  SSppoonnddiilliittee  BBaa¤¤ll››  TTeemmppoorroommaannddiibbuulleerr  EEkklleemm  vvee  
DDiiflfl  TTuuttuulluummuu::  OOllgguu  SSuunnuummuu

‹‹llkknnuurr  AAkkttaaflfl11,,  FFeeyyzzaa  ÜÜnnllüü  ÖÖzzkkaann11,,  EEzzggii  TTuunnaaddoorr 22,,  SSeerrppiill  KKaappllaann  YYaallçç››nnkkaayyaa33,,
MMeerryyeemm  YY››llmmaazz11,,  DDuuyygguu  fifiiillttee11,,  NNiillggüünn  fifieennooll  GGüülleerr11,,  TTuurraann  UUsslluu11

1Fatih Sultan Mehmet E¤itim ve Araflt›rma Hastanesi, Fiziksel T›p ve Rehabilitasyon Klini¤i, ‹stanbul
2Kad›köy A¤›z ve Difl Sa¤l›¤› Merkezi, ‹stanbul

3Ba¤c›lar E¤itim ve Araflt›rma Hastanesi Difl Klini¤i, ‹stanbul

Otuz iki yafl›ndaki erkek hasta onbefl y›ld›r ankilozan spondilit (AS) nedeniyle romatoloji
taraf›ndan takip edilmektedir. Tedavi sürecinde metotreksat, non-steroid antienflamatuar
ilaçlar, kalsiyum ve D vitamini preparatlar› ve osteoporoz için bifosfonatlar kullanan hasta son
6 ayd›r infliximab almaktad›r. Klini¤imize temporomandibuler eklem (TME) a¤r›s› ile baflvuran
hasta, daha önce difl a¤r›s› nedeniyle difl hekimine müracat etti¤ini ve yirmi yafl difl çekimi
s›ras›nda diflinin k›r›ld›¤›n› ifade etmekteydi. Difl hekiminden al›nan hikayede; cerrahi olarak
diflin ç›kar›lmaya çal›fl›ld›¤› ancak baflar›l› olunamad›¤›, bunun üzerine çekilen panoromik çene
ve difl grafisinde giriflim yap›lan diflin yan› s›ra di¤er difllerin de çene kemi¤i ile tam ankiloze
oldu¤unun görüldü¤ü, ileri cerrahi müdahalenin mandibula k›r›¤›na neden olabilece¤i
düflünülerek diflin kalan k›sm› a¤›zda b›rak›larak tedavinin sonland›r›ld›¤› ö¤renildi. Olgu
klini¤imizde de¤erlendirildi¤inde; Lomber Modifiye Schober: 0 cm, gö¤üs ekspansiyonu: 0
cm, BASDAI:1. 6, BASFI: 8,5, lateral lomber fleksiyon: 44 cm, oksiput duvar mesafesi 26 cm
olarak ölçüldü. Postur öne e¤ikti ve bastonla zorlukla yürüyordu. Dizler 90 derece fleksiyon-
da ankiloze, el parmaklar›nda deformite olusturmufl periferik eklem tutulumlar› da vard›.
Hastan›n a¤›z aç›kl›¤› 2 cm idi. TME’ler palpasyonla ileri derecede hassast›. Bu durum AS’nin
TM eklem tutulumuna ba¤land›. AS’li olgularda difl ve TME’lerin de tutulabilece¤i ve ankiloze
olabilece¤i düflünülerek mutlaka panaromik çene grafileri ile olgular de¤erlendirilmeli ve
tedavi plan› ona göre düzenlenmelidir. Ayr›ca bu tutulum bölgeleri için olgular mutlaka bil-
gilendirilmeli, difl hekimlerine hastal›klar› ile ilgili uyar›da bulunmalar› hat›rlat›lmal›d›r. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, difl, temporomandibuler eklem

PP--334477

OOccccuurrrreennccee  ooff  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  iinn  aa  PPaattiieenntt  wwiitthh  MMuullttiippllee  
SScclleerroossiiss::  CCaassee  RReeppoorrtt

EEbbrruu  AAyytteekkiinn,,  NNiill  ÇÇaaggllaarr,,  LLeevveenntt  ÖÖzzggöönneenneell,,  fifiuullee  TTüüttüünn,,  FFaattmmaa  AAtteeflfl

Research and Training Hospital Ministry of Health Istanbul  Physical Medicine and
Rehabilitation Clinic, Istanbul

In patients with Ankylosing Spondylitis (AS) neurological signs and symptoms are rarely
encountered. Underlying reasons usually include progressive arachnoidit, cauda equina 
syndrom, atlanto-axiel subluxation and spinal fractures. Occurrence with multiple Sclerosis
(MS) had been reported in isolated cases. In this case report, a male patient, who was 
diagnosed as AS and MS was presented. A 40 year old unemployed male patient applied to
our outpatient clinic with a history of back pain with inflammatory character, presented for
6 years. Morning stiffness was 20 minutes. In his history, he was diagnosed as MS 16 years
ago. ‹n his musculoskeletal examination back and right hip movements were limited in all
directions. Tragus-wall distance was 25cm, modified Schober was 2,5 cm, finger floor 
distance was 20 cm and chest expansion was 3 cm. ‹n his neurological examination, varying
degrees of muscle power loss was detected in all extremities Deep tendon reflexes were 
normoactive pathological reflexes were absent. He had an ataxic gait pattern and he was
using a cane. There was no prominent feature in his opthalmologic examination. Bilateral
sacroiliac narrowing, ›rregularity, increased sclerosis and bone marrow edema were 
radiologic findings in his sacroiliac magnetic resonance imaging. The patient was diagnosed
as AS with these findings. MS and AS association has been supported in the literature. This
association is possibly due to similar T cell mediated immunological defect. ‹t is unknown that
which disease causes the other one or both occurs together. Because of the importance 
of early diagnosis for the prognosis of both diseases; we have to performe detailed 
neurological and musculoskeletal examinations of our patients. 
KKeeyywwoorrddss::  Ankylosing spondylitis, inflammatory back pain, multipl sclerosis

PP--334488

TTeemmppoorroommaannddiibbuulleerr  JJooiinntt  aanndd  TTooootthh  IInnvvoollvveemmeenntt  DDuuee  ttoo  
AAnnkkyylloossiinngg  SSppoonnddyylliittiiss::  CCaassee  RReeppoorrtt

‹‹llkknnuurr  AAkkttaaflfl11,,  FFeeyyzzaa  ÜÜnnllüü  ÖÖzzkkaann11,,  EEzzggii  TTuunnaaddoorr22,,  SSeerrppiill  KKaappllaann  YYaallçç››nnkkaayyaa33,,
MMeerryyeemm  YY››llmmaazz11,,  DDuuyygguu  fifiiillttee11,,  NNiillggüünn  fifieennooll  GGüülleerr11,,  TTuurraann  UUsslluu11

1Fatih Sultan Mehmet Research and Education Hospital Physical Therapy and 
Rehabilitation Clinic, Istanbul

2Kad›köy Oral and Dental Care Center, Istanbul
3Ba¤c›lar Research and Education Hospital Dental Clinic, Istanbul

A 32 years old male had been followed by the rheumatology clinic with the diagnosis of 
ankylosing spondylitis (AS) for about 15 years. His medical treatment included metotrexate,
non-steroidal anti-inflammatory drugs, calcium, vitamin D and biphosphonates for 
osteoporosis. He was on infliximab therapy for six months. The patient was referred to our
clinic with severe temporomandibular joint (TMJ) pain. He stated that he had consulted a
dentist before with toothache and his wisdom tooth had been fractured during the tooth
extraction. Medical histoy taken from the dentist informed that upon unsuccessful attempt
of surgical extraction of the tooth, panaromic jaw and teeth x-ray was ordered which revealed
total ankylosis of all teeth with mandibula along with the fractured tooth. Further surgical
intervention was avoided because of the risk of mandibular fracture, and treatment was
ended with the remaining portions of the fractured tooth left in the mouth. Assessment of
the patient in our clinic, showed that lumbar modified Schober was 0 cm, thoracic expansion
was 0 cm, BASDAI score was 1.6, BASFI score was 8.5 cm, lumbar lateral flexion was 44 cm,
occiput-to-wall distance was 26 cm. His posture was flexed and he was walking with 
difficulty with the aid of a crutch. He had severe peripheral joint involvement leading to knee
ankylosis in 90 degree flexion and deformities of fingers. The mouth opening of the patient
was 2 cm and TMJ was severely painful with palpation. This was related with the TMJ 
involvement of AS. TMJ and teeth can be involved in AS leading to total ankylosis. For this
reason panaromic jaw x-ray should be included in the evaluation in case of a dental problem
and treatment should be planned according to the outcome. All patients should be informed
about this involvement of AS and advised for warning and informing their dentist about the
situation.
KKeeyywwoorrddss::  Ankylosing spondylitis, tooth, temporomandibular joint
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AAnnkkiilloozzaann  SSppoonnddiilliitt  vvee  PPeerriiooddoonnttaall  HHaassttaall››kk::  OOllgguu  SSuunnuummuu
‹‹llkknnuurr  AAkkttaaflfl11,,  FFeeyyzzaa  ÜÜnnllüü  ÖÖzzkkaann11,,  EEzzggii  TTuunnaaddoorr22,,  SSeerrppiill  KKaappllaann  YYaallçç››nnkkaayyaa33,,

DDuuyygguu  fifiiillttee11,,  MMeerryyeemm  YY››llmmaazz11,,  TTuurraann  UUsslluu11

1Fatih Sultan Mehmet E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve 
Rehabilitasyon Klini¤i, ‹stanbul

2Kad›köy A¤›z ve Difl Sa¤l›¤› Merkezi, ‹stanbul
3Ba¤c›lar E¤itim ve Araflt›rma Hastanesi Difl Klini¤i, ‹stanbul

Ankilozan spondilit tan›s› ile yirmi dört yafl›nda kad›n olgu de¤erlendirildi. Fizik muayene bul-
gular›nda; BASMI:1, BASDAI:3,1, BASF‹:3. 1olarak de¤erlendirildi. Kemik mineral yo¤unlu¤u
ölçümünde L1-L4 lomber bölge T skoru:-2,2, kalça boyun T skoru:-2,9 idi. Periferik eklem tutu-
lumu olmayan hasta, flu anda nonsteroid antienflamatuar ilaçlar kullanmaktad›r. ‹ki y›ld›r
difllerinde a¤r›, hassasiyet ve difl etlerinde kanama flikayeti olan hasta difl klini¤ine yönlendiril-
di. Difl hekimi taraf›ndan yap›lan a¤›z içi muayenede difl eti renginde ve fleklinde bozulmalar
gözlendi. Silness ve Loe’nun plak ve gingival indeksi periodontal hastal›kta tutulumun flidde-
tini belirlemek için kullan›lmaktad›r. Bu olguda alt sol 1. keser diflte, alt sol 2. premolar diflte ve
alt sa¤ 2. premolar difl etinde çekilme, kanama ve orta derecede plak birikimi gözlendi. Silness
ve Loe‘ye göre plak indeksi 2 ve gingival indeks 2 olarak ölçüldü. Hastadan ileri tetkik
amac›yla çekilen panaromik filmde, bahsedilen difllerde lamina durada geniflleme, tüm
difllerde kemik kusuru ve periodontal ligament aral›¤›nda de¤iflimler oldu¤u görüldü. Olguya
periodontal tedavi uyguland› ve a¤›z hijyeni e¤itimi verildi. Ankilozan spondilit periodontal
bölge tutulumu da yapabilen bir hastal›kt›r. Olgular›n takipleri yap›l›rken bu aç›dan da incelen-
meli ve de¤erlendirilmelidir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, difl, periodontal hastal›k

PP--335500

YYuummrruukk  DDaarrbbeessii  SSoonnuuccuu  SSeerrvviikkaall  SSppiinnaall  KKoorrdd  YYaarraallaannmmaass››  GGeelliiflfleenn
AAnnkkiilloozzaann  SSppoonnddiilliittllii  BBiirr  OOllgguu  SSuunnuummuu

HHaakkaann  AAllkkaann,,  ÖÖzzlleemm  EErrcciiddoo¤¤aann,,  NNeeccmmeettttiinn  YY››lldd››zz,,  NNuurraayy  AAkkkkaayyaa,,  FFüüssuunn  AArrdd››çç

Pamukkale Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Denizli

AAMMAAÇÇ:: Ankilozan spondilit (AS) ço¤unlukla aksiyel iskeleti etkileyen; disk, eklem ve ligament-
lerin ossifikasyonu ile karakterize, omurgada progresif rijidite ve bozulmufl biyomekani¤e
sebep olan romatolojik bir hastal›kt›r. AS’li hastalarda travmatik servikal spinal kord yaralan-
mas› (SKY) geliflme riski normal populasyona göre üç kat artm›flt›r. Bu olgu sunumunda,
servikal bölgeye yumruk darbesi sonras› servikal k›r›k ve servikal SKY geliflen AS tan›l› has-
tam›z›n, befl y›ll›k takip sonuçlar›n› sunmay› amaçlad›k. 
OOLLGGUU:: K›rk y›ld›r AS tan›s› olan 51 yafl›nda erkek hasta, befl y›l önce u¤rad›¤› darp sonucu
boyun bölgesine ald›¤› yumruk darbesi nedeniyle geliflen kol ve bacaklar›nda güçsüzlük
yak›nmas› ile acil serviste de¤erlendirilmifl, çekilen servikal bilgisayarl› tomografi sonucunda
C5-6 dislokasyon fraktürü saptanan hastaya Beyin Cerrahisi Klini¤i taraf›ndan akut SKY
tan›s›yla yüksek doz steroid tedavisi bafllan›p servikal traksiyona al›nm›fl. Traksiyon ve steroid
tedavisi ile nörolojik muayenesinde düzelme olmas› üzerine operasyon önerilmeyerek has-
tan›n Halo ortez ile stabilize edilerek takip edilmesi planlanm›fl. Rehabilitasyon amac› ile
klini¤imize kabul edilen hastaya, nörolojik muayenesine göre C5 American Spinal Injury
Association (ASIA) C tetrapleji tan›s› konuldu. Kapsaml› rehabilitasyon program› süresince
hasta tedrici olarak nörolojik geliflme kaydetmifl ve taburculu¤unda C5 ASIA D’ye ilerlemiflti.
Taburculu¤undan önceki romatolojik muayenesinde Bath AS Disease Activity Index (BASDAI)
ile de¤erlendirilen hastal›k aktivite skoru 2,2, Bath AS Functional Index (BASFI) ile
de¤erlendirilen fonksiyonel skoru 4,8, Bath AS Meterology Index (BASMI) ile de¤erlendirilen
mobilite skoru 7, AS Quality of Life (ASQoL) ile de¤erlendirilen yaflam kalitesi skoru ise 10
olarak saptand›. Befl y›ll›k takip sürecinde, nörolojik kötüleflmesi olmayan, nöropatik a¤r›
d›fl›nda SKY ba¤l› komplikasyon geliflmeyen ve BASDAI, BASFI, BASMI ve ASQoL skorlar›nda
kötüleflme göstermeyen hasta iyi prognoz gösterdi. 
SSOONNUUÇÇ::  AS tan›s› olan hastalarda omurga yaralanmas› sonras› nörolojik defisit ve mortalite
normal populasyona göre daha yüksek oranda görülmekle birlikte, erken rehabilitasyon ve
yak›n klinik gözlem ile uzun dönemde iyi sonuçlar al›nabilir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, spinal kord yaralanmas›, konservatif tedavi

PP--334499

AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  aanndd  PPeerriiooddoonnttaall  DDiisseeaassee::  CCaassee  RReeppoorrtt
‹‹llkknnuurr  AAkkttaaflfl11,,  FFeeyyzzaa  ÜÜnnllüü  ÖÖzzkkaann11,,  EEzzggii  TTuunnaaddoorr22,,  SSeerrppiill  KKaappllaann  YYaallçç››nnkkaayyaa33,,

DDuuyygguu  fifiiillttee11,,  MMeerryyeemm  YY››llmmaazz11,,  TTuurraann  UUsslluu11

1Fatih Sultan Mehmet Research and Education Hospital Physical Therapy and 
Rehabilitation Clinic, Istanbul

2Kad›koy Oral and Dental Care Center, Istanbul
3Ba¤c›lar Research and Education Hospital Dental Clinic, Istanbul

A 24 year old female with a diagnosis of ankylosing spondylitis has been assessed. Physical
examination findings were BASDAI: 3.1, BASMI: 1 and BASFI: 3.1. Bone mineral density of total
lumbar spine T score was -2,2 and femoral neck was -2.9. She had no peripheral joint 
involvement and she was on daily non-steroidal anti-inflammatory medication. Patient who
had dental pain, sensitivity and gingival bleeding for two years referred to a dental clinic.
Deformation and discoloration of gums were observed by the dentist on oral examination.
Silness and Loe‘s plaque and gingival index is an index used for the assessment of 
periodontal involvement. In this case, gingival recession, bleeding and medium degree plague
formation were observed on the first left inferior incisor, on the second left inferior premolar
and the second right inferior premolar teeth. According to Silness and Loe it was measured
as plaque index 2 and gingival index 2. A dental panoramic X-ray was taken for further 
examination and it revealed expansion in the lamina of the teeth mentioned above, bone
defects and alteration in periodontal ligament portions of all teeth. Periodontal treatment
was applied and patient was informed about oral hygiene. Ankylosing spondylitis is a disease
that can be involved in periodontal region. During follow-up of the cases should be examined
and evaluated in this regard. 
KKeeyywwoorrddss::  Ankylosing spondylitis, teeth, periodontal disease

PP--335500

CCaassee  PPrreesseennttaattiioonn  ooff  aann  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  PPaattiieenntt  PPrreesseennttiinngg  wwiitthh
CCeerrvviiccaall  SSppiinnaall  CCoorrdd  IInnjjuurryy  DDuuee  TToo  aa  PPuunncchh

HHaakkaann  AAllkkaann,,  ÖÖzzlleemm  EErrcciiddoo¤¤aann,,  NNeeccmmeettttiinn  YY››lldd››zz,,  NNuurraayy  AAkkkkaayyaa,,  FFüüssuunn  AArrdd››çç

Pamukkale University Faculty of Medicine Physical Therapy and 
Rehabilitation Department, Denizli

PPUURRPPOOSSEE::  Ankylosing spondylitis (AS) is a rheumatologic disease affecting mainly the axial
skeleton and is characterized by ossification of the spinal discs, joints and ligaments leading
to progressive rigidity and altered biomechanical properties of the spine. The risk of cervical
spinal cord injury (SCI) development in AS patients is increased to three times of the normal
population. In this case presentation, we represent results of 5 years follow up of a patient
with AS presenting with a cervical fracture and cervical SCI due to a punch. 
CCAASSEE::  Fifty one years old male patient, diagnosed with AS for 40 years, had presented 5
years ago with weakness in arms and legs after having a punch on his neck. He had been
evaluated in the emergency department, computerized tomography was performed 
which revealed C5-6 dislocation fracture and treated with high dose steroid and cervical 
traction for acute SCI by the neurosurgery department. Due to improvement of neurologic
examination findings with steroid and traction, surgery was not advised and it was planned
to follow up the patient after stabilizing with halo orthosis. The patient applied to our 
clinic for rehabilitation and diagnosed as C5 American spinal injury association (ASIA) C
tetraplegia according to the neurologic examination. During comprehensive rehabilitation
process, the patient exhibited gradual improvement and progressed to C5 ASIA D at 
discharge. On rheumatologic examination before discharge, disease activity score evaluated
with Bath AS Disease Activity Index (BASDAI) was 2.2, functional score evaluated with Bath
AS Functional Index (BASFI) was 4.8, mobility score evaluated with Bath AS Metrology Index
(BASMI) was 7, quality of life score evaluated with AS Quality of Life (ASQoL) was 10. Patient
exhibited good prognosis, as neither neurologic deterioration took place nor complication
related to SCI besides neuropathic pain and no regression was seen in BASDAI, BASFI, BASMI
and ASQoL scores during 5 years follow up. 
CCOONNCCLLUUSSIIOONN::  Although neurologic deficit and mortality was encountered higher than 
normal population in patients with ankylosing spondylitis, with early rehabilitation and close
clinical observation good results might be obtained in the long term. 
KKeeyywwoorrddss::  Ankylosing spondylitis, spinal cord injury, conservative treatment
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AAnnkkiilloozzaann  SSppoonnddiilliittttee  DDoorrssaall  SSppoonnddiillooddiisskkiittiinn  OOrrttooppeeddiikk  CCeerrrraahhii  GGiirriiflfliimm  
SSoonnrraass››  UUzzuunn  DDöönneemm  TTaakkiibbii::  OOllgguu  SSuunnuummuu

HHiiddaayyeett  SSaarr››11,,  KKeerreemm  GGüünn11,,  TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu11,,  ÖÖnnddeerr  AAyydd››nnggöözz22

1‹stanbul Üniversitesi Cerrahpafla T›p Fakültesi Fiziksel T›p ve 
Rehabilitasyon Anabilim Dal›, ‹stanbul

2‹stanbul Üniversitesi Cerrahpafla T›p Fakültesi Ortopedi ve 
Travmatoloji Anabilim Dal›, ‹stanbul

Ankilozan spondilitte (AS) spondilodiskit (SD) geliflimi fliddetli s›rt ve bel a¤r›s›n›n önemli
sebeplerinden biridir ve omurga k›r›klar› ile enflamatuvar diskitlerle kar›flabilmektedir.
Konservatif tedavi s›kl›kla yeterli olmakla birlikte, baz› olgularda cerrahi müdahaleye ihtiyaç
duyulabilir. Biz bu olgu sunumunuzda ani fliddetli s›rt a¤r›s› ile baflvuran, dorsal SD tan›s›
koydu¤umuz ve konservatif tedaviye cevap vermeyen bir AS olgumuzu sunmak istiyoruz.
Oniki y›ld›r AS tan›s› ile takip edilen 35 yafl›nda erkek hasta 2 sene önce bafllayan, son 3 ayd›r
fliddetlenen s›rt a¤r›s› flikayetiyle baflvurdu. Bilinen bir travmas› olmayan hastan›n a¤r›s› özel-
likle hareketle art›yor, a¤r› kesicilere yan›t vermiyordu. Fizik muayenesinde dorsal kifoz
artm›flt›. D5-D10 dorsal vertebralar› presyonla a¤r›l›, vertebral kolon hareketleri her yöne ileri
derecede k›s›tl› ve a¤r›l›yd›. Hastan›n laboratuvar tetkiklerinde ESH 2mm/sa, CRP 3,1 idi.
Hastan›n dorsal MRG’sinde D7-8, D8-D9, D9-10 disklerde ve komflu end platelerde T1’de hipo,
T2’de hiperintens izlenen, kontrast tutulumu gösteren SD ile uyumlu görünüm mevcuttu.
Hastada enfeksiyöz SD ay›r›c› tan›s› yap›ld›ktan sonra hastaya AS’ye ba¤l› SD tan›s› konularak
torako-lumbo-sakral ortez (TLSO) verildi. Öncesinde indometasin 150 mg/gün, sülfasalazin
2000 mg/gün kullanan hastaya infliksimab tedavisi baflland›. Yaklafl›k 2 ay bu tedavi ile takip
edilen hastada klinik ve radyolojik olarak anlaml› bir de¤ifliklik izlenmeyince hasta operasyon
amac›yla ortopedi klini¤ine yönlendirildi. Hastaya D2-L2 aras› posterior enstrümentasyon ile
tespit operasyonu uyguland›. Operasyon sonras› erken dönemde de¤erlendirilen hastan›n
fliddetli s›rt a¤r›s› dramatik bir flekilde azald›. Yedi y›l boyunca takip edilen hastan›n flikayet-
lerindeki iyilik hali süreklilik arz ederken ileri dönemlerde SD seviyelerinde füzyon geliflti¤i
saptand›. Sonuç olarak AS’ye ba¤l› SD’li konservatif tedaviye cevap vermeyen olgularda cer-
rahi giriflimin a¤r› ve enflamasyonu kontrol alt›na alarak k›sa dönemde faydal› oldu¤u, uzun
dönemde de dorsal kifoz geliflimini engelleyerek postürü korudu¤u ve fonksiyonlar›n
kayb›nda önleyici oldu¤u sonucuna var›lm›flt›r. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, posterior enstrümentasyon, spondilodiskit

PP--335522

AAnnkkiilloozzaann  SSppoonnddiilliitt  mmii,,  DDiiffffüüzz  ‹‹ddiiooppaattiikk  ‹‹sskkeelleettaall  HHiippeerroossttoozz  mmuu??  KKaarraarr››nn››zz  NNeeddiirr??
TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu,,  HHiiddaayyeett  SSaarr››,,  NNuurreettttiinn  ‹‹rreemm  ÖÖrrnneekk,,  ÜÜllkküü  AAkkaarr››rrmmaakk

‹stanbul Üniversitesi Cerrahpafla T›p Fakültesi Fiziksel T›p ve 
Rehabilitasyon Anabilim Dal›, ‹stanbul

Ankilozan spondilit (AS) özellikle gençlerde ortaya ç›kan ve omurgay› tutan, sistemik, kronik,
iltihabi bir romatizmal hastal›k olmas›na ra¤men diffüz idiopatik iskeletal hiperostoz (D‹SH)
ileri yafllarda ortaya ç›kan yayg›n, dejeneratif bir eklem hastal›¤›d›r. Bu iki hastal›¤›n flikayet ve
klinik bulgular› tamamen ayr› olmas›na ra¤men radyolojik bulgular›nda benzerlikler nedeniyle
kar›flabilir, yanl›fl teflhis ve tedavilere yol açabilir. Özellikle sessiz seyreden AS’li hastalar
teflhiste gecikmeler nedeniyle ileri yafllarda dejeneratif omurga hastal›klar›yla kar›flabilir.
Ayr›ca, D‹SH hastal›¤›ndaki radyolojik bulgular nedeniyle ileri yaflta karfl›m›za gelen olgularda
AS mi yoksa D‹SH mi karar› vermek zorlaflabilir. Biz bu olgu sunumuzda 40 senedir boyun,
s›rt, bel ve her iki kalçada a¤r› flikayetleri olan 73 yafl›nda erkek hastay› ele al›yoruz. Hastan›n
radyolojik incelemesinde dorsal ve lomber omurgada bambu kam›fl› manzaras›, dorsal ve
lomber ön ligaman kalsifikasyonu geliflimi ile tipik bir AS görünümü mevcuttu. Sakroiliak
eklemin incelemesinde iliolumbar ligaman kalsifikasyonu, BT incelemesinde ise dejeneratif
sakroiliak eklem görünümü tespit edildi. Hastan›n HLA-B27 antijeni negatifti. Akut fazlar› nor-
mal bulundu. AS ve D‹SH ileri yafllarda klinik ve radyolojik olarak birbirleri ile kar›flabilir.
Bu nedenle erken yafllarda sessiz seyreden AS olgular›n›n ileri yafllarda D‹SH bulgular› ile
karfl›m›za ç›kmas› mümkündür. Bu olgumuzun AS mi, D‹SH mi oldu¤una siz karar verin
diyoruz. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, diffüz idiopatik iskeletal hiperostoz, sakroiliit

PP--335511  

LLoonngg  TTeerrmm  FFoollllooww--UUpp  ooff  DDoorrssaall  SSppoonnddyyllooddiisscciittiiss  iinn  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss
AAfftteerr  OOrrtthhooppeeddiicc  SSuurrggeerryy::  CCaassee  RReeppoorrtt

HHiiddaayyeett  SSaarr››11,,  KKeerreemm  GGüünn11,,  TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu11,,  ÖÖnnddeerr  AAyydd››nnggöözz22

1Istanbul University Cerrahpasa School of Medicine Department of Physical 
Medicine and Rehabilitation, Istanbul

2Istanbul University Cerrahpasa School of Medicine Department of 
Orthopedics Surgery,  Istanbul

Spondylodiscitis (SD) in ankylosing spondylitis (AS) is an important cause of severe back and
low back pain and can be confused with fractures of spine and inflammatory discitis.
Although conservative treatment is often sufficient, surgery is needed in some cases. In this
case report, we present you a patient with AS who was diagnosed as SD after admitting to
our clinics with sudden severe back pain but did not relieve after the conservative treatment.
A 35 years old man, known to have AS, admitted to our clinics with severe back pain which
had started two years ago but had been increasing gradually for the last three months. The
pain, without a history of preceding trauma, was increasing during movement and was not
relieving with nonsteroidal anti-inflammatory drugs. In his physical examination dorsal
kyphosis was increased. The pression of D5-10 vertebrae were painful and movements of 
vertebral column were limited and painful. In his laboratory examination, ESR was 2mm/hr
and CRP was 3.1. His dorsal MRI was compatible with SD at D7-8, D8-9, D9-10 end-plate and
disc levels which showed hypointensity in T1-, hyperintensity on T2-weighted images and
increased contrast enhancement. After infectious SD was eliminated and the patient was
diagnosed as SD caused by AS, thoraco-lumbo-sacral orthesis (TLSO) was given. Using
indomethasin of 150 mg/day and sulphasalasin of 2000 mg/day beforehand, we started
infliximab treatment. Since there was not a significant improvement both clinically and 
radiologically after 2 months of follow-up, the patient was referred to orthopedics for 
surgery. A stabilization operation with posterior instrumentation was performed between the
levels of D2-L2. There was a dramatic relief of his severe dorsal pain in early periods 
postoperatively. While wellness of the patient continued for the last seven years of follow-up,
fusions at the levels of severe SD were observed. In conclusion, we came into the result that
when conservative treatment fails, surgical operation is helpful in patients with SD caused by
AS by taking pain and inflammation under control in the early period and preventing from
development of dorsal kyphosis and loss of function in the late period. 
KKeeyywwoorrddss::  Ankylosing spondylitis, posterior instrumentation, spondylodiscitis

PP--335522

DDoo  YYoouu  TThhiinnkk  iitt  iiss  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  oorr  DDiiffffuussee  SSkkeelleettaall  HHyyppeerroossttoossiiss??
WWhhaatt  iiss  YYoouurr  DDeecciissiioonn??

TTuu¤¤ççee  ÖÖzzeekkllii  MM››ss››rrll››oo¤¤lluu,,  HHiiddaayyeett  SSaarr››,,  NNuurreettttiinn  ‹‹rreemm  ÖÖrrnneekk,,  ÜÜllkküü  AAkkaarr››rrmmaakk

Istanbul University Cerrahpasa School of Medicine Department of Physical 
Medicine and Rehabilitation, Istanbul

Ankylosing spondylitis (AS) is a chronic systemic rheumatologic disease of spine mostly
affecting young people. On the other hand, diffuse skeletal hyperostosis (DISH) is a 
degenerative joint disease mostly affecting people of old age. Although both of the diseases
have different symptoms and clinical signs, their radiological findings are common, so they
can be easily confused with each other and this can cause mistakes in diagnosis and 
treatment. Because of the delay in diagnoses, especially in silent forms of AS can be confused
with degenerative spine diseases at the old ages. Besides when a patient with DISH admits
to us at old ages, because of the radiological findings, it can be difficult to decide whether the
patient has AS or DISH. In this case report, we represent you a 73 years old man 
complaining of neck, back and hip pain for 40 years. He seemed to have a typical AS with
bamboo spine and anterior ligament calcification of dorsal and lumbar spine. In the 
radiological examination of sacroiliac joints, there was iliolumbar ligament calcification in 
x-ray and degeneration in CT. His HLA-B27 antigen was negative and acute phase reactants
were normal. In conclusion, AS and DISH can be easily confused both clinically and 
radiologically at the old ages. Therefore, it is possible for AS cases that are silent in young
ages to be present with the signs of DISH in when they are old. For this case, we are leaving
the decision to you: Is our case AS or DISH?
KKeeyywwoorrddss::  Ankylosing spondylitis, diffuse idiopathic skeletal hyperostosis, sacroileitis
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PP--335533

AAnnkkiilloozzaann  SSppoonnddiilliittllii  BBiirr  HHaassttaaddaa  SSeerrvviikkaall  TTrraakkssiiyyoonnllaa  GGeelliiflfleenn  OOmmuurriilliikk
YYaarraallaannmmaass››::  OOllgguu  SSuunnuummuu

EEmmrruullllaahh  HHaayyttaa,,  ÖÖzzlleemm  fifiaahhiinn,,  HHaassaann  EEllddeenn,,  EEccee  KKaappttaannoo¤¤lluu,,  
SSaammii  HHiizzmmeettllii,,  HHaalliill  PPeekkflfleenn

Cumhuriyet Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Sivas

AS’de, omurlar aras› diskler, anterior ve posterior ba¤lardaki kemikleflme, AS’ye sekonder
geliflen osteoporoz ve rijit omurga sonucu omurga elastikiyetini ve darbeyi karfl›lama
yetene¤ini kaybeder. En ufak bir yüklenme bile omurgada kolayl›kla k›r›k oluflturabilir.
Konvansiyonel radyolojik incelemede servikal omurlardaki patolojinin görülemeyebilmesi
teflhiste gecikmeye neden olur. 62 yafl›nda erkek hasta yürüyeme ve her iki el parmaklar›nda
güçsüzlük flikayeti ile baflvurdu. Araç içi trafik kazas› sonucu geliflen sa¤ el parmaklarda
güçsüzlük flikayeti ile Denizli Devlet Hastanesi beyin cerrahisi servisinde iki gün takip edilen
hastaya, çekilen CT sonucunda C7 vertebra korpusunda k›r›k, C6 spinöz proçesde nondeplese
fraktür hatt› tespit edilmifl. Hasta iste¤i üzerine Cumhuriyet Üniversitesi T›p Fakültesi Beyin
Cerrahisi Anabilim Dal›na sevk edilmifl. Buraya baflvurdu¤unda hastan›n sadece sa¤ el par-
maklar›nda güçsüzlük flikayeti varm›fl. Hastaya yat›fl›n›n ikinci günü 2 saat traksiyon tedavisi
uygulanm›fl ve hastaya Halo ortez önerilmifl. Traksiyon tedavisinden dört gün sonra her iki üst
ekstremite parmaklarda ve bilateral alt ekstremitede güçsüzlük geliflmifl. Yap›lan nörolojik
muayenede sa¤da parmak fleksiyonu 2/5, solda parmak fleksiyonu 3/5, sa¤da parmak
abduksiyonu 2/5, solda parmak abduksiyonu 4/5, bilateral alt ekstremite 0/5 gücünde idi. Üst
ekstremitelerde C7 dermatomundan itibaren hipoestezisi mevcuttu. Hasta, American Spinal
Cord Injury Association (ASIA) bozukluk skalas›na göre inkomplet BC-7 parapleji olarak
de¤erlendirildi. Fonksiyonel Ba¤›ms›zl›k Ölçe¤i (FIM) skoru 55 idi. Hastan›n yap›lan servikal
manyetik rezonans görüntülemesinde (MRG) C7 vertebra korpusunda nondeplesa fraktür
hatt›, C6 spinöz proçesde nondeplesa fraktür hatt›, C6-7 vertebra faset eklem düzeyinde non-
deplesa fraktür hatt› omurilik bas›s› ve ödem sinyali izlendi Bu olgu sunumunda araç içi trafik
kazas› sonucu servikal omurilik yaralanmas› olan ve tedavi amaçl› traksiyon yap›lan, bunun
sonucunda spinal kord yaralanmas› (SKY) geliflen AS’li bir olgumuz sunulmufltur. Amac›m›z,
AS’li hastalarda basit travmalar sonucu geliflen nörolojik komplikasyonlara, traksiyon gibi
kemi¤e binen stresi art›r›c› tedavi yöntemlerinin çok ciddi nörolojik yaralanmalara neden ola-
bilece¤i vurgulamakt›r. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, spinal kord yaralanmas›, servikal traksiyon

PP--335544

AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaaddaa  AAkkuuaajjeenniikk  SSiirriinnggeeaall  AAkkrrookkeerraattooddeerrmmaa,,  
OOrraall  AAfftt,,  BBeecckkeerr  NNeevvuuss  vvee  NNeevvooiidd  HHiippeerrttrriikkoozz::  SSeeyyrreekk  DDeerrmmaattoolloojjiikk

DDuurruummllaarr››nn  ‹‹llggiinnçç  BBiirrlliikktteellii¤¤ii::  OOllgguu  SSuunnuummuu
ÖÖzzggüürr  GGüünnddüüzz11,,  DDeerryyaa  ÖÖzzmmeenn  AAllpptteekkiinn22,,  KK››vv››llcc››mm  ÇÇ››nnkk››rr  ÖÖzzssaarraaçç11

1K›r›kkale Üniversitesi T›p Fakültesi Dermatoloji Anabilim Dal›, K›r›kkale
2K›r›kkale Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, K›r›kkale

19 yafl›ndaki erkek hasta 1 y›ld›r süren sa¤ kalça ve bel a¤r›s› ile baflvurdu. Sabah tutuklu¤u
yar›m saat sürüyor, steroid olmayan antiinflamatuar (SOA‹) ilaçlarla k›smen rahatl›yordu.
Muayene ve tetkikler sonucunda inflamatuar spinal a¤r›n›n yan›s›ra, manyetik rezonans
görüntülemede; sakroiliak eklemlerde erozyon, subkondral skleroz ve sa¤da daha belirgin
olmak üzere bilateral aktif sakroileit saptand›. HLA B27 pozitifli¤i ile birlikte hastaya ESSG
(European Spondyloarthropathy Study Group) ve Amor kriterlerine göre seronegatif
spondiloartropati-ankilozan spondilit (AS) tan›s› konularak salazoprin (2 gr/gün) ve
indometazin (75 mg/gün) tedavisi baflland›. Takipte her iki palmar deride suyla temas sonras›
beliren sert, beyaz lezyonlar izlendi (Resim). Dermatoloji bölümünce yap›lan muayenede;
ayr›ca birkaç oral aftöz ülser ve abdominal deride sa¤ alt kadranda, kahverengi yama
tarz›nda, hipertrikotik lezyon saptand›. Punch biyopsinin hiperkeratoz, akantoz ve epidermal
ekrin kanallarda dilatasyon ile uyumlu gelmesi üzerine hastaya akuajenik siringeal akrokera-
toderma (ASA) tan›s› konuldu ve %19'luk aliminyum hidroksiklorid içeren topikal tedavi
baflland›. Behçet veya inflamatuar ba¤›rsak hastal›¤› gibi altta yatan bir baflka patoloji saptan-
mad›. Literatürde ASA ile ilgili az say›daki olgu incelendi¤inde; kistik fibrosis, hiperhidrozis ve
Behçet hastal›¤› ile birlikte olan olgu raporlar›na ra¤men, hastalar›n ço¤unda ASA tek bafl›na
bir klinik antite olarak bildirilmifltir. ASA ve AS birlikteli¤i daha önce bildirilmemifltir. Nevoid
hipertrikoz, normal deri üzerinde, düzgün s›n›rl›, nadir lokalize bir formdur. Becker nevus ise
temelde hamartomatöz bir tablo olup, etiyolojisinde genetik mozaisizmden flüphelenilmekte-
dir. Tek bafl›na bile oldukça az rastlanan bu dermatolojik lezyonlar›n ayn› olgudaki beraberli¤i
de, bildi¤imiz kadar›yla bir ilktir. Hiperhidrozis ve ter ile afl›r› sodium ekskresyonu gibi hipote-
zlere ra¤men, ASA'n›n patogenezi henüz aç›kl›¤a kavuflmam›flt›r. Literatürde SOA‹ ilaç kul-
lan›m› sonras›nda geliflen ASA olgusuna benzer flekilde, bu olguda da ilaç kullan›m› etiyolo-
jide rol oynayabilir. Öte yandan, Becker nevus ve ASA gibi muhtemel genetik predispozisyon
ile iliflkili tablolar›n, AS gibi patogenezinde genetik faktörlerin rolü kesin olan bir hastal›kla bir-
likte görülmesi, ortak bir genetik yap› olas›l›¤›n› akla getirmektedir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, aquajenik siringeal akrokeratoderma, becker nevus,
nevoid hipertrikoz, oral aft

PP--335533

SSppiinnaall  CCoorrdd  IInnjjuurryy  iinn  aa  PPaattiieenntt  wwiitthh  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  CCaauusseedd  bbyy  
CCeerrvviiccaall  TTrraaccttiioonn::  AA  CCaassee  RReeppoorrtt

EEmmrruullllaahh  HHaayyttaa,,  ÖÖzzlleemm  fifiaahhiinn,,  HHaassaann  EEllddeenn,,  EEccee  KKaappttaannoo¤¤lluu,,  
SSaammii  HHiizzmmeettllii,,  HHaalliill  PPeekkflfleenn

Cumhuriyet University Faculty of Medicine Department of Physical Medicine and
Rehabilitation, Sivas

In AS, the spine loses its flexibility and ability to stand against impacts as a result of the 
ossification of the intervertebral disks, anterior and posterior ligaments and the 
osteoporosis and rigid spine developing secondary to AS. Even the slightest loading can
cause a fracture in the spine. The failure of the conventional radiographic examination to
detect the pathology in the vertebrae can cause delays in diagnosis. The sixty-two years old
male presented with inability to walk and weakness of fingers on both sides. He was followed
in Denizli State Hospital with weakness in the fingers of the right hand after being involved
in a traffic accident as a passenger, and in the CT examination a fracture in the body of the
C7 and a non-displaced fracture line in the spinous process of the C6 were detected.. He was
referred to the Neurosurgery Department of the Medicine School, Cumhuriyet University
upon the request of the patient. He had a weakness only in the fingers of the right hand when
he applied here. Traction treatment was applied to the patient on the second day of his 
hospitalization and Halo orthesis was offered. Following the traction treatment, the weakness
appeared in the fingers of both upper extremities and in the lower extremities bilaterally. ‹n
the neurological examination the strength of finger flexion on the right was 2/5, strength of
finger flexion on the left was 3/5, finger abduction on the right was 2/5, finger abduction on
the left was 4/5, and 0/5 in the lower extremities bilaterally. There was hypoesthesia in the
upper extremities starting from the C7 dermatome. The patient was evaluated as incomplete
BC-7 paraplegia according to the American Spinal Cord Injury Association (ASIA) disorder
scale. The Functional Independency Measurement (FIM) score was 55. In the cervical 
magnetic resonance imaging (MRI) it was seen that there was a non-displaced fracture line
in the C7 vertebral body, a non-displaced fracture line in the C6 spinous process, spinal cord
compression in the C6-7 at the vertebral facet articulation level related to the non-displaced
fracture line and signals consistent with edema were taken. 
KKeeyywwoorrddss::  Ankylosing spondylitis, spinal cord ›njury, cervical traction

PP--335544

AAqquuaaggeenniicc  SSyyrriinnggeeaall  AAccrrookkeerraattooddeerrmmaa,,  OOrraall  AApphhtthhaaee,,  BBeecckkeerr  NNeevvuuss,,
NNeevvooiidd  HHyyppeerrttrriicchhoossiiss  ooff  aann  AAnnkkyylloossiinngg  SSppoonnddyylliittiiss  PPaattiieenntt::  AA  PPeeccuulliiaarr

CCooeexxiisstteennccee  ooff  RRaarree  DDeerrmmaattoollooggiiccaall  CCoonnddiittiioonnss::  CCaassee  RReeppoorrtt
ÖÖzzggüürr  GGüünnddüüzz11,,  DDeerryyaa  ÖÖzzmmeenn  AAllpptteekkiinn22,,  KK››vv››llcc››mm  ÇÇ››nnkk››rr  ÖÖzzssaarraaçç11

1Kirikkale University Medical Faculty, Department of Dermatology, Kirikkale
2Kirikkale University Medical Faculty, Department of Physical Medicine and 

Rehabilitation, Kirikkale

A 19-years-old male patient referred with one-year-long history of localized pain behind the
right hip, low back pain and morning stiffness lasting about 30 minutes. Nonsteroidal 
antiinflammatory (NSAI) drugs alleviated pain partially. Magnetic resonance imaging stated
active sacroileitis (more pronounced on the right side), bilateral sacroiliac joint erosions and
subchondral sclerosis. Additionally to inflammatory spinal pain and HLA B27 positivity, he
had met the criteria for “Seronegative spondyloarthropathy-Ankylosing spondylitis (AS)”
according to the ESSG (European Spondyloarthropathy Study Group) and the Amor criteria.
Salazopyrin (2000 mg/d) and indomethacin (75 mg/d) treatment was started. During follow
up; he had dermatological complaints including recurrent oral aphthae and the hard, whitish
thickening of his palms when exposed to water. Dermatologist’s examination revealed 
several aphtous ulcers on gingival mucosa, hypertrichotic, brown patch on the right 
abdominal lower quadrant and whitish, flat papules which began to appear on both palms
right after immersion in tap water. A punch biopsy revealed hyperkeratosis, 
acanthosis, dilated ecrine ducts in epidermis and aquagenic syringeal acrokeratoderma
(ASA) was diagnosed. Further evaluation for oral aphthae revealed no underlying disease,
such as Behçet’s or inflammatory bowel disease. Topical therapy with aluminiumhydroxychlorid
19% cream was started. Although there were some case reports of ASA with cystic fibrosis,
hyperhydrosis and Behçet’s disease, the majority of the patients were diagnosed as a solitary
condition. To our knowledge, this is the first case report of an ASA patient with coexistent AS,
recurrent oral aphtae, Becker nevus and nevoid hypertrichosis. Nevoid hypertrichosis is a
rare localized form, uniformly bounded on normal skin. Becker nevus is basically a 
hamartamatous lesion that may be resulted from genetic mosaicism. The exact 
pathogenesis of ASA wasn’t clarified yet, despite the hypothesis including excess sodium
excretion by sweating and hyperhydrosis. NSAI drug intake might have played a role in the
etiology of our case too, as it has been reported about another patient in literature. On the
other hand; a common genetic structure may be responsible for the coexistence of these
clinical entities like Becker nevus and ASA with AS which is accurately related to genetic 
factors. 
KKeeyywwoorrddss::  Ankylosing spondylitis, aquagenic syringeal acrokeratoderma, becker nevus,
nevoid hypertrichosis, oral aphthae
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PP--335555

‹‹ssoottrreettiinnooiinn  TTeeddaavviissii  SSoonnrraass››  OOrrttaayyaa  ÇÇ››kkaann  BBiillaatteerraall  SSaakkrrooiilleeiittiiss::  
OOllgguu  SSuunnuummuu

EEccee  AAyyddoo¤¤,,  GGüüllccaann  ÖÖzzttüürrkk,,  NNeesslliihhaann  TTaaflflddeelleenn,,  AAssuummaann  CCöömmeerrtt  EErrkk››ll››nnçç,,
DDuuyygguu  GGeelleerr  KKüüllccüü

Yeditepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilimdal›, ‹stanbul

A vitamini derivesi olan isotretinoin standart tedaviye yan›t vermeyen ciddi akne tedavisinde
kullan›lan ve bir çok yan etkiye sahip olan bir ilaçt›r. Yan etkilerinden biri de kas iskelet siste-
mi üzerine olup bu yan etkiler aras›nda sakroileit, demiyelinizan polinöröpati, myalji, artraljiyi
sayabiliriz. Burada üniversitemizin voleybol tak›m›nda oynayan, 4 ayl›k isotretinoin tedavisi
sonras› bilateral sakroileit geliflen ve ilac› b›rakt›ktan 2 hafta sonra a¤r›lar› azalan bir bayan
olguyu sunduk ve literatürü gözden geçirdik. 

AAnnaahhttaarr  KKeelliimmeelleerr::  ‹sotretinoin, akne, sakroileitis

PP--335566

AAnnttii--TTNNFF  aallffaa  kkuullllaannmmaakkttaa  oollaann  AAnnkkiilloozzaann  SSppoonnddiilliittllii  HHaassttaallaarrddaa  
EEvv  EEggzzeerrssiizz  TTeeddaavviissiinniinn  EEttkkiissii

SSeemmrraa  YYii¤¤iitt11,,  ZZeerrrriinn  fifiaahhiinn11,,  SSaalliihhaa  DDeemmiirr22,,  DDeenniizz  HHaattuunn  AAyyttaaçç11

1Haydarpafla Numune E¤itim ve Araflt›rma Hastanesi Fiziksel T›p ve 
Rehabilitasyon Klini¤i, ‹stanbul

2Bezmialem Vak›f Üniversitesi T›p Fakültesi Hastanesi, Fizik Tedavi ve 
Rehabilitasyon Anabilim Dal›, ‹stanbul

AAMMAAÇÇ:: Ankilozan Spondilitin temel klinik özellikleri azalm›fl fiziksel aktivite, a¤r›, tutukluk ve
azalm›fl spinal mobilitedir. Ankilozan spondilitte tedavinin amac› sabah tutuklu¤u ve a¤r›y›
azaltmak, radyolojik progresyon ve ankilozu önlemek ve mobiliteyi artt›rmakt›r. Bu çal›flman›n
amac› anti-TNF alfa tedavisi alan Ankilozan Spondilitli(AS) hastalarda ev egzersiz program›n›n
a¤r›, mobilite, fonksiyon, hastal›k aktivitesi, yorgunluk, emosyonel durum ve yaflam kalitesi
üzerine olan etkisini belirlemekti. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya 18-65 yafl aras› daha önce egzersiz uygulamam›fl ve en az 3
aydan beri anti-TNF alfa kullanmakta olan 40 AS’li hasta al›nd›. Egzersiz grubunda(grup
I,n=20), 10 hafta boyunca haftada en az 5 kez 30 dakika yap›lmak üzere eklem hareket
aç›kl›¤›, germe, güçlendirme, postür ve solunum egzersizleri gösterildi. Ayr›ca hastalara
haz›rlanan e¤itim ve egzersiz kitapç›¤› ve CD’si verildi. Egzersiz gösterilen ama uygulamayan
hastalar kontrol grubu olarak al›nd› (grup II, n=20). De¤erlendirmeler ve muayene çal›flma
bafllang›c›nda ve 10. haftada Bath AS Functional Index (BASFI), Bath AS Disease Activity
Index (BASDAI), Multidimensional Assessment Fatigue Scale (MAF), Bath AS Metroloji Index
(BASM‹), Beck Depresyon Ölçe¤i ve SF-36 kullan›larak yap›ld› 
BBUULLGGUULLAARR::  On hafta sonra egzersiz grubunda BASDAI, BASFI, BASMI, MAF ve Beck
Depresyon skorlar› istatiksel olarak anlaml› derecede düflüktü (s›ras›yla P:0,0001, P:0,001, P:
0,003, P: 0,003, P:0,003). Egzersiz grubunun kontrol grubuna göre tedavi sonras› BASFI,
BASMI, MAF de¤erlerindeki farkl›l›k istatistiksel olarak anlaml›yd› (s›ras›yla P:0,026, P:0,046,
P:0,044). Egzersiz grubunda kontrol grubuna göre SF-36’n›n genel sa¤l›k, fiziksel fonksiyon
k›s›tl›l›klar›, sosyal fonksiyon, vücut a¤r›s›, mental sa¤l›k, vitalite subskalalar›nda de¤ifliklik ista-
tistiksel olarak anlaml›yd›(s›ras›yla P:0,008, P:0,034, P:0,009, P:0,011, P:0,009, P:0,021). 
SSOONNUUÇÇ::  Düzenli egzersizin Anti-TNF kullanan hastalarda klinik semptom, fonksiyonel durum,
yaflam kalitesi, yorgunluk üzerine olumlu etkileri oldu¤unu saptad›k. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, egzersiz, anti-TNF tedavi

PP--335555

BBiillaatteerraall  SSaaccrrooiilliiiittiiss  FFoolllloowwiinngg  IIssoottrreettiinnooiinn  TTrreeaattmmeenntt
EEccee  AAyyddoo¤¤,,  GGüüllccaann  ÖÖzzttüürrkk,,  NNeesslliihhaann  TTaaflflddeelleenn,,  AAssuummaann  CCöömmeerrtt  EErrkk››ll››nnçç,,

DDuuyygguu  GGeelleerr  KKüüllccüü

Yeditepe University Medical Faculty Department of Physical Medicine and 
Rehabilitation, Istanbul

Isotretinoin, a vitamin A derivative, is a medical therapy for patients with severe acne 
not responding to standard therapy and has a variety of side effects. One of the side 
effects of isotretinoin is on the musculoskeletal system such as sacroiliitis, demyelinating
polyneuropathy, myalgia, arthralgia. We report a case of a young, female volleyball player on
Yeditepe University Volleyball team suffering from bilateral sacroiliitis induted by systemic
isotretinoin treatment for 4 months. In our case pain gradually resolved after two weeks of
the discontinuation of the isotretinoin therapy. We reviewed the literature relevant to the
relationship between sacroiliitis and istretinoin treatment. 

KKeeyywwoorrddss::  Isotretinoin, acne, sacroiliitis

PP--335566

Thhee  EEffffeecctt  ooff  EExxeerrcciissee  TThheerraappyy  iinn  PPaattiieennttss  wwiitthh  AAnnkkyylloossiinngg  
SSppoonnddyylliittiiss  RReecceeiivviinngg  AAnnttii--  TTNNFF

SSeemmrraa  YYii¤¤iitt11,,  ZZeerrrriinn  fifiaahhiinn11,,  SSaalliihhaa  DDeemmiirr22,,  DDeenniizz  HHaattuunn  AAyyttaaçç11

1Haydarpasa Numune Training and Research Hospital
Department of Physical Medicine and Rehabilitation  Istanbul

2Bezmialem Foundation University Medical School Hospital Department of Physical
Medicine and Rehabilitation, Istanbul

OOBBJJEECCTTIIVVEE:: The main clinical characteristics of Ankylosing Spondylitis (AS) are reduced
physical activity, pain, stiffness and reduced spinal mobility. The aim of the treatment in AS
is to reduce symptoms like morning stiffness and pain, to prevent radiologic progression and
ankylosis and increase mobility. The objective of this study is to assess the effect of home
exercise therapy on pain, mobility, function, disease activity, fatigue, emotional state and
quality of life in patients with AS who are receiving anti-TNF treatment
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  Forty patients with AS aged 18-65 who were receiving anti-TNF
treatment for at least 3 months and had never been exercising regularly in the past were
enrolled in this study. Patients in group 1 (n=20) were shown range of motion exercises,
stretching exercises, respiratory exercises, posture exercises and strengthening exercises 30
minutes at least 5 times a week for 10 weeks. Additionally, A CD-ROM and an exercise
brochure which includes information about the illness and all exercises were given these
patients. Patients (n=20) who attended this education program but disobeyed these 
exercises were taken as control group. Bath AS Functional Index (BASFI), Bath AS Disease
Activity Index (BASDAI), Multidimensional Assessment Fatigue Scale (MAF), Bath AS
Metroloji Index (BASM‹), Beck Depression scale and Short Form 36 (SF-36) were performed
before the study and 10 weeks later in addition to a detailed examination. 
RREESSUULLTTSS::  Ten weeks later, there was a statistically significant decrease in BASDAI, BASFI,
BASMI, MAF and Beck Depression scores in the exercise group (respectively P:0.0001,
P:0.001, P: 0.003, P:0.003, P:0.003). There was a statistically significant difference between
groups after the exercise treatment for BASFI, BASMI and MAF (respectively P:0.026,
P:0.046, P:0.044). A significant improvement was observed some subscales of SF-36 
(general health perceptions, social functioning, role limitations due to physical problems,
vitality, bodily pain, emotional well-being) in the exercise group (respectively P:0.008,
P:0.034, P:0.009, P:0.011, P:0.009, P:0.021).
CCOONNCCLLUUSSIIOONN::  Regular exercise has beneficial effects on the clinical symptoms the quality of
life, functional status and fatigue in patients receiving anti TNF therapy. 
KKeeyywwoorrddss::  Ankylosing spondylitis, exercise, anti-TNF treatment
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PP--335577

AAnnttaallyyaa  ‹‹ll  ÖÖllççee¤¤iinnddee;;  EErriiflflkkiinn,,  NNoorrmmaall  PPooppuullaassyyoonnddaa  GGöö¤¤üüss  
EEkkssppaannssiiyyoonnuu  vvee  MMooddiiffiiyyee  LLoommbbeerr  SScchhoobbeerr  ÖÖllççüümm  DDee¤¤eerrlleerrii

ÖÖzzggee  ‹‹lllleeeezz MMeemmeettoo¤¤lluu11,,  BBüülleenntt  BBüüttüünn22,,  ‹‹llhhaann  SSeezzeerr33

1Gümüflhane Devlet Hastanesi Fiziksel T›p ve Rehabilitasyon Bölümü, Gümüflhane
2Akdeniz Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Antalya

3Antalya E¤itim Araflt›rma Hastanesi Romatoloji Klini¤i, Antalya

AAMMAAÇÇ:: Ankilozan Spondilit; primer olarak sakroiliak eklemleri ve omurgay› tutan kronik,
enflamatuar bir hastal›kt›r. Fizik muayenede gö¤üs ekspansiyonunun azalmas› ve spinal
mobilitenin kaybolmas› tan› koydurucu özelliklerindendir. Mobilite kayb›na karar vermek için,
kullan›lan baz› ölçüm de¤erleri olmakla birlikte, buna referans teflkil eden çal›flma say›s› çok
az ve tart›flmaya aç›kt›r. Çal›flmam›z 15 yafl ve üzeri kad›n ve erkek normal populasyonda,
gö¤üs ekspansiyonu ve modifiye lomber Schober (MLS) metodu ile lomber mobilite ölçüm
de¤erlerinin belirlenmesini amaçlam›flt›r. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya poliklini¤imize baflvuran 275 erkek- 288 kad›n toplam 563
kat›l›mc› dahil edildi. Kat›l›mc›lar 10 yafl aral›kla 7 gruba ayr›ld›. 1. grup 15-24 yafl, 2. grup 25-
34 yafl, 3. grup 35-44 yafl, 4. grup 45-54 yafl, 5. grup 55-64 yafl, 6. grup 65-74 yafl, 7. grup 75
yafl ve üstü olarak belirlendi. Mezro ile çevresel, kaliper ile anteroposterior (AP) ve transvers
ölçümler yap›ld›. Lomber mobilite MLS metodu kullan›larak ölçüldü. 
BBUULLGGUULLAARR:: Çevresel ölçümün yafl art›fl› ile azald›¤› ancak 3.-4. ve 5.-6. gruplar›n ortalama
de¤erlerinin çok yak›n seyretti¤i tespit edildi. En yüksek ortalama de¤er 8,08 cm ile 1. grup-
ta, en düflük ortalama de¤er 5,89 cm ile 7. grupta idi. AP ölçümde de yafl art›fl›na ba¤l› azal-
ma olmakla birlikte ard›fl›k yafl gruplar›n›n ortalama de¤erlerinin çok yak›n seyretti¤i görüldü.
En yüksek ortalama 1. grupta 4. 04cm, en düflük ortalama 7. grupta 2,75 cm idi. Transvers
ölçümde ise 6. gruba kadar gruplar›n ortalama de¤erlerinin yak›n gitti¤i, 6. grupta azalman›n
bafllay›p 7. grupta azalman›n belirginleflti¤i görüldü. En yüksek ortalama 1. grupta 4,37 cm, en
düflük ortalama 7. grupta 3,47 cm idi. MLS ölçümünde 5. gruba kadar de¤erler ortalama
olarak yak›n seyrederken 5. gruptan itibaren azalma oldu¤u tespit edildi. En yüksek ortalama
2. grupta 22,01 cm, en düflük ortalama 7. grupta 20,61 cm’di. 
SSOONNUUÇÇ::  Referans gö¤üs ekspansiyon de¤erleri için flimdiye kadar yap›lan en de¤erli çal›flma
Moll ve Wright’›n çal›flmas› (1) olup çal›flmam›zla benzer sonuçlara sahiptir. Ancak bizim
çal›flmam›z bu çal›flman›n yaklafl›k iki kat› kat›l›mc› ile daha genifl bir populasyonda
gerçeklefltirilmifltir. Sonuç olarak gö¤üs ekspansiyonu ve MLS için referans ölçümlerde yafl
gruplar› ve cinsiyete göre olan de¤ifliklikler dikkate al›nmal›d›r. 1) Moll JMH, Wright V. An
objective clinical study of chest expansion. Ann Rheum Dis 1972;31:1-8
AAnnaahhttaarr  KKeelliimmeelleerr::  Ankilozan spondilit, gö¤üs ekspansiyonu, modifiye lomber schober

PP--335588

PPoossttuurrooggrraaffii  iillee  YYüükksseekk  DDüüflflmmee  RRiisskkii  SSaappttaannaann  MMaarrffaann  SSeennddrroommlluu
BBaasskkeettbbooll  OOyyuunnccuussuu

NNuurraayy  AAkkkkaayyaa11,,  GGüülliinn  FF››nndd››kkoo¤¤lluu11,,  SSeemmiihh  AAkkkkaayyaa22,,  BBiillaall  UUttkkuu  AAlleemmddaarroo¤¤lluu33

1Pamukkale Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, Denizli
2Pamukkale Üniversitesi T›p Fakültesi Ortopedi ve Travmatoloji Anabilim Dal›, Denizli

3Pamukkale Üniversitesi T›p Fakültesi Spor Bilimleri ve Teknolojisi Yüksekokulu, Denizli

GG‹‹RR‹‹fifi::  Marfan sendromu, çeflitli organlar› etkileyen, ba¤ dokunun kal›tsal bir bozuklu¤udur.
Literatürde Marfan sendromu olan sporculara ait denge problemi veya düflme riski ile ilgili bir
bilgi bulunmamaktad›r. Vakam›zda statik postürografi ile saptanan yüksek düflme riskini
tan›mlayarak, atletik yap›lar› nedeniyle s›kl›kla sporcu olan Marfan sendromlu hastalara
yaklafl›mda yeni bir bak›fl aç›s› oluflturulmas› amaçlanm›flt›r. 
VVAAKKAA:: Sporcular›n y›ll›k rutin takipleri s›ras›nda lokomotor sistem muayenesi, izokinetik
cihaz› (‹somed 2000® D&R, Germany) ile kas gücü de¤erlendirmesi ve statik postürografi
cihaz› (Tetrax®,Sunlight Medical Ltd Israel) ile düflme riski ve postüral performans›
de¤erlendirilen, 24 yafl›nda, erkek, 3 y›ld›r profesyonel basketbol oyuncusu olan Marfan
sendromulu hastada postürografi ile saptanan yüksek düflme riski ve kötü postüral perfor-
mans sunulmaktad›r. Elde edilen kas gücü de¤erleri bir basketbol oyuncusu için normal
s›n›rlarda izokinetik kas gücü ölçümleri olarak de¤erlendirildi. Vakan›n postürografisinde,
yaz›l›m taraf›ndan sal›n›m oranlar› dikkate al›narak hesaplanan düflme riski ve stabilite indek-
si(S‹) verileri de¤erlendirildi. Statik postürografi ile elde edilen düflme riski bilgisayar ç›kt›s›
fleklinde 0-100 aras›nda bir grafi ile gösterilir; 0-35, az düflme riski, 36-57, orta düflme riski,
58-100 ise, yüksek düflme riskini iflaret eder. Sekiz pozisyondan elde edilen S‹’lerinin toplan-
mas›yla elde edilen toplam S‹’nin yüksek de¤erleri ise daha kötü bir postüral performans› gös-
terir. Vakan›n postürografik de¤erlendirmesi sonucunda; düflme riskinin 94 ve toplam S‹’nin
233,6 oldu¤u ve tak›mdaki di¤er oyunculardan oldukça yüksek bir düflme riskine ve kötü bir
postüral performansa sahip oldu¤u saptand›. Bunun üzerine vakan›n postürografik ölçümü
20 dakika sonra tekrar yap›ld› ve 2. ölçümde ise düflme riski daha yüksek (100) ve postüral
performans› daha kötü (toplam S‹=236,6) olarak saptand›. 
SSOONNUUÇÇ:: Denge ile kas kuvveti aras›ndaki güçlü korelasyon nedeniyle özellikle sporcularda
denge bozuklu¤u beklenen bir durum de¤ildir. Spor hekimleri ve sporcu e¤itmenleri Marfan
Sendromlu sporcularda gerekli tedbirlerin al›nmas› aç›s›ndan bu vakalara karfl› uyan›k
olmal›d›r. Düflme riski verisi, Marfan sendromlu sporcular›n egzersiz program›n›n yeniden
düzenlenmesinde, sporcunun düflme sonucu olabilecek travmalardan korunmas› aç›s›ndan
yararl› olacakt›r. 
AAnnaahhttaarr  KKeelliimmeelleerr:: Basketbol oyuncusu, kas gücü, marfan sendromu, statik denge
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CChheesstt  EExxppaannssiioonn  aanndd  MMooddiiffiieedd  LLuummbbaarr  SScchhoobbeerr  MMeeaassuurreemmeenntt  VVaalluueess  iinn
AAdduulltt,,  NNoorrmmaall  PPooppuullaattiioonn  iinn  AAnnttaallyyaa  CCiittyy  EEnnvviirroonnmmeenntt

ÖÖzzggee  ‹‹lllleeeezz MMeemmeettoo¤¤lluu11,,  BBüülleenntt  BBüüttüünn22,,  ‹‹llhhaann  SSeezzeerr33

1Gümüshane State Hospital Physical Medicine and Rehabilitation Department, Gümüshane
2Akdeniz University Faculty of Medicine Department of Physical 

Medicine and Rehabilitation, Antalya
3Antalya Training Research Hospital, Rheumatology Clinic, Antalya

OOBBJJEECCTTIIVVEE:: Ankylosing Spondylitis is a chronic and inflammatory disease. The lessening of
chest expansion and the loss of spinal mobility are the diagnosing features in physical 
examination. Though there are some measurement values to be used to decide the loss of
mobility, the number of studies to be taken as reference is very few and in dispute. This study
aims at determining the lumbar mobility measurement values by means of chest expansion
and modified lumbar schober (MLS) method in the normal male and female population 15
years old and over. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: Totally 563 participants comprising 275 males and 288 females who
referred to our clinic were included in the study. Participants were divided into the groups
ranged according to the intervals of 10 years of age. Peripheral measurements were made
with a tape measurement, and anteriorposterior (AP) and transverse measurements were
made with a caliper. Lumbar mobility was measured by using MLS method. 
RREESSUULLTTSS:: It was observed that peripheral measurement decreases parallel to aging,
although the mean values in groups 3rd-4th and groups 5th-6th were very close. Although
there was a lessening in AP measurement due to aging, it was observed that the mean 
values of successive age groups were very close to each other. It was seen that in transverse
measurement that the mean values of groups were close to each other up to 6th group, and
that the lessening started at the 6th group, and became obvious in the 7th group. Although
mean values were close up to 5th group in MLS measurement, a lessening was also observed
beginning from 5th group. 
CCOONNCCLLUUSSIIOONN::  The most reliable study about the reference chest expansion values has been
that of Moll and Wright’s (1) up to now, and it has close results with ours. However, our study
was realized within two times more participants than their study. As a result, the changes
according to age and sex should be taken into account for the reference measurement of
chest expansion and MLS. 1)Moll JMH, Wright V. An objective clinical study of chest 
expansion. Ann Rheum Dis 1972;31:1-8
KKeeyywwoorrddss:: Ankylosing spondylitis, chest expansion, modified lumbar schober
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AA  BBaasskkeettbbaallll  PPllaayyeerr  wwiitthh  MMaarrffaann  SSyynnddrroommee  aanndd  HHiigghh  RRiisskk  ooff  FFaallll  
DDeetteecctteedd  bbyy  PPoossttuurrooggrraapphhyy

NNuurraayy  AAkkkkaayyaa11,,  GGüülliinn  FF››nndd››kkoo¤¤lluu11,,  SSeemmiihh  AAkkkkaayyaa22,,  BBiillaall  UUttkkuu  AAlleemmddaarroo¤¤lluu33

1University of Pamukkale Faculty of Medicine Department of Physical Therapy and
Rehabilitation, Denizli

2University of Pamukkale Faculty of Medicine Department of Orthopedics and
Traumatology, Denizli

3University of Pamukkale School of Sport Sciences and Technology, Denizli

IINNTTRROODDUUCCTTIIOONN::  Marfan syndrome is an inherited disorder of connective tissue involving 
various organs. There is not any information about the balance disturbance or fall risk for
sportsmen with Marfan Syndrome. In our case, a high fall index detected by static 
posturography is defined and it is aimed to make a new perspective for the patients with
Marfan syndrome who tend to be sportsmen due to their athletic morphology. 
CCaassee  pprreesseennttaattiioonn::  During annual routine follow-up of sportsmen composed of locomotor
system examination, muscular performance with isokinetic machine (‹somed 2000® D&R,
Germany) and fall index and postural performance with static posturography, a high risk of
fall and low postural performance which were detected by static posturography in a 24 years
old male professional basketball player, playing for 10 years and playing in the first league for
three years with Marfan syndrome is presented in this study. The muscle strengths were in
normal ranges of isokinetic muscle powers for a basketball player. Stability index (S‹) and fall
risk were calculated by the posturographic software according to sway patterns. Fall risk
derived from static posturography is represented with a graphic ranging between 0-100; 
0-35 indicates low fall risk, 36-57 indicates modarate fall risk, 58-100 indicates high fall risk.
Total SI calculated from addition of SIs of eigth different positions and higher value indicates
worse postural performance. In the posturographic evaluation of the case, fall risk was 94
and total SI was 233.6, and it was detected that the fall risk of the case was much more 
higher and postural performance was worse than other sportsmen. Whereupon the 
posturographic test of the case was repeated after 20 minutes, and the fall risk was detected
higher (100) and postural performance was detected worse (total SI=236.6) than the first test. 
CCOONNCCLLUUSSIIOONN::  Due to the strong correlation between balance and muscle power, imbalance
is not an expected situation in sportman. Sport physiologists or trainers must notice to take
necessary precautions in sportsman with Marfan Syndrome. Data for fall index can help to
rearrange exercise program and prevent from traumas that can occur following a fall. 
KKeeyywwoorrddss::  Basketball player, muscle power, marfan syndrome, static balance
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UUzzuunn  DDöönneemm  SSttaattiinn  KKuullllaann››mm››  SSoonnrraass››nnddaa  EEflflzzaammaannll››,,  SSppoonnttaann,,  BBiillaatteerraall
KKuuaaddrriicceeppss  TTeennddoonn  RRüüppttüürrüü,,  TTaammiirr  vvee  RReehhaabbiilliittaassyyoonnuu::  OOllgguu  SSuunnuummuu

EEvvrriimm  CCooflflkkuunn  ÇÇeelliikk11,,  MMeehhmmeett  UU¤¤uurr  ÖÖzzbbaayyddaarr22,,  DDeemmeett  OOfflluuoo¤¤lluu11,,  
EEmmrree  DDeemmiirrççaayy22

1Baflkent Üniversitesi T›p Fakültesi ‹stanbul Sa¤l›k Uygulama ve Araflt›rma Merkezi  
Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara

2Baflkent Üniversitesi T›p Fakültesi ‹stanbul Sa¤l›k Uygulama ve 
Araflt›rma Merkezi Ortopedi Anabilim Dal›, Ankara

Eflzamanl›, spontan bilateral kuadriceps tendon rüptürü, s›kl›kla kronik bir hastal›¤a efllik eden
(kronik böbrek yetmezli¤i, hiperparatirodizm, diyabetes mellitus, gut gibi.. ) veya baz› ilaçlar›n
(anabolik steroid, steroid, siprofloksasin, quinolone gibi) kullan›m› sonucu oluflan nadir bir
yaralanma türüdür. 
OOLLGGUU:: Merdiven ç›karken ikinci basamakta aniden dizlerinde bir gevfleme ile yere düflen 56
yafl›nda erkek hasta, her iki dizinde a¤r› ve yürüyememe yak›nmas› ile hastanemize baflvurdu.
Yap›lan muayenesinde her iki suprapatellar bölgede boflluk görüldü. Dizlerini aktif ekstansiy-
ona getiremedi¤i tespit edildi. Çekilen MR da her iki dizde kuadriceps tendon y›rt›¤› tespit edil-
di. Özgeçmiflinde Hipertansiyon ve 14 y›l önce olan abdominal anevrizma rüptürü operasyonu
oldu¤u ö¤renildi. Antihipertansif ilaç d›fl›nda profilaksi amaçl› 14 y›ld›r statin kullanmaktayd›.
Yaralanman›n 3. günü hasta operasyona al›nd›. Operasyon sonras› her iki diz ekstansiyonda
aç› ayarl› diz breysi uyguland›. ‹kinci hafta a¤›rl›k vermeden breys tam ekstansiyonda mobi-
lizasyona baflland›. Breysin aç›lar› fleksiyonda 10 derece ve ekstansiyonda 0 derece olarak
ayarland›. Üçüncü hafta pasif diz ekstansiyonu ve aktif diz fleksiyon egzersizlerine baflland›
Alt›nc› hafta tam a¤›rl›k verilerek breysle yürüme baflland› ve quadriceps güçlendirme egzer-
sizlerine geçildi. ‹kinci ay›n sonunda breys kullan›m› b›rak›ld›. Sol diz 100, sa¤ diz 110 derece
fleksiyon ve tam ekstansiyon sa¤lanarak hastaya ev egzersiz program› düzenlendi. 
SSOONNUUÇÇ::  Bilateral eflzamanl›, spontan kuadriseps tendon rüptürü mobilizasyonu, günlük
yaflam aktiviteleri ve yaflam kalitesini olumsuz etkileyen, nadir rastlanan bir durumdur. Bu
vakada uzun süreli statin kullan›m› öyküsü olup, bilateral eflzamanl›, spontan kuadriseps ten-
don rüptürünün bu durum ile iliflkili¤i oldu¤unu düflünmekteyiz. 

AAnnaahhttaarr  KKeelliimmeelleerr:: Eflzamanl› spontan bilateral kuadriseps tendon rüptürü, rehabilitasyon,
statin

PP--336600

TTrraavvmmaattiikk  BBeeyyiinn  YYaarraallaannmmaass››  iillee  BBeeyyiinn  TTüümmöörrüü  oollaann  HHaassttaallaarr››nn
RReehhaabbiilliittaassyyoonn  SSoonnuuççllaarr››nn››nn  KKaarrflfl››llaaflfltt››rr››llmmaass›

GGüüllbbüüzz  SSaammuutt11,,  OOyyaa  ÖÖzzddeemmiirr22,,  EEmmrree  EEsseenn11,,  FFaattmmaa  ‹‹nnaann››cc››11,,  ZZaaffeerr  HHaassççeelliikk11

1Hacettepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara
2Hacettepe Üniversitesi Kastamonu T›p Fakültesi Fiziksel T›p ve Rehabilitasyon 

Anabilim Dal›, Ankara

AAMMAAÇÇ::  Travmatik beyin yaralanmas› (TBY) edinsel beyin hasar›n›n en s›k karfl›lafl›lan sebep-
lerinden biridir ve bafla gelen herhangi bir darbe sonucu oluflan beyin hasar› olarak tan›mlan-
maktad›r. Beyin tümörleri de edinsel beyin hasarlar›ndan biri olup semptom ve bulgular ile
prognoz aç›s›ndan TBY ile benzerlik gösterebilir. Biz bu çal›flmada TBY ve primer beyin
tümörü olan hastalar›n fonksiyonel durumlar›n› ve yat›fl sürelerini karfl›laflt›rmay› amaçlad›k. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya 2005-2010 y›llar› aras›nda servisimizde yatarak rehabilitasyon
uygulanm›fl olan 19 TBY geçiren hasta ile 16 primer beyin tümörü olan hasta al›nd›. Hastalar›n
fonksiyonel durumu karfl›laflt›rmak amac›yla fonksiyonel ba¤›ms›zl›k ölçe¤i (FBÖ) kullan›ld›. 
BBUULLGGUULLAARR:: TBY geçiren hastalar›n yafl ortalamas› 37,1±18,4 y›l olarak belirlendi ve sadece 2’si
kad›nd›. Beyin tümörü olan hastalar›n ortalama yafl› ise 50,8±16,7 y›l olup TBY geçirenlere
göre belirgin yüksekti (p=0,022). Beyin tümörü olanlar 6 kad›n, 10 erkek hastadan oluflmak-
tayd›. Tan› tarihinden yat›fla kadar geçen ortalama süre TBY grubu için 15,0±19,8 (medyan,
10,0) ay, beyin tümörü grubu için 16,7±27,5 (medyan, 5,5) ay olarak saptand›. Ortalama yat›fl
süreleri ise TBY ve beyin tümörü hastalar›nda s›ras›yla 29,5±15,2 ve 27,2±19,4 gündü. ‹ki grup
aras›nda hastal›k süresi ve hastanede yat›fl süresi bak›m›ndan istatistiksel olarak anlaml› bir
fark mevcut de¤ildi. Yat›fl ve ç›k›fl s›ras›nda, TBY ve beyin tümörü olan hastalar›n FBÖ motor
ve kognitif skorlar› birbirine benzerdi. Rehabilitasyon program› sonucunda toplam FBÖ skor-
lar›nda oluflan farklar; TBY grubunda 8,8±12,8 (medyan, 6,0), beyin tümörü grubunda
12,2±19,3 (medyan, 3,5) olarak hesapland›. Her iki grubun fonksiyonel kazan›m› aras›nda belir-
gin bir fark gözlenmedi (p=0,987). Ayr›ca, hastalar›n yat›fl-ç›k›fl toplam FBÖ skorlardaki fark
ile hastalar›n yafl›, hastal›k süresi ve yat›fl FBÖ kognitif skorlar› aras›nda herhangi bir iliflki
olmad›¤› tespit edildi. 
SSOONNUUÇÇ::  Bu çal›flman›n sonucunda, her ne kadar farkl› prognozlara sahip görünseler de,
tedavinin bafllang›c›nda benzer motor ve kognitif fonksiyonlara sahip olan bu iki hasta
grubunun, rehabilitasyon klini¤inde benzer yat›fl sürelerinde elde ettikleri kazan›mlar›n bir-
birine benzer oldu¤u gözlenmifltir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Travmatik beyin yaralanmas›, beyin tümörü, rehabilitasyon,
fonksiyonel sonuç
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SSiimmuullttaanneeoouuss  aanndd  SSppoonnttaanneeoouuss  BBiillaatteerraall  QQuuaaddrriicceeppss  TTeennddoonnss  
RRuuppttuurree  RReellaatteedd  wwiitthh  LLoonngg--TTeerrmm  SSttaattiinn  UUssee,,  TTrreeaattmmeenntt  aanndd  

RReehhaabbiilliittaattiioonn::  CCaassee  RReeppoorrtt
EEvvrriimm  CCooflflkkuunn  ÇÇeelliikk11,,  MMeehhmmeett  UU¤¤uurr  ÖÖzzbbaayyddaarr22,,  DDeemmeett  OOfflluuoo¤¤lluu11,,  

EEmmrree  DDeemmiirrççaayy22

1Baskent Universit Faculty of Medicine Physical Medicine and Rehabilitation Department,
Istanbul Application and Research Hospital, Ankara

2Baskent University Faculty of Medicine Department of Orthopedics and Traumatology
Istanbul Application and Research Hospital, Ankara

Simultaneous and spontaneous bilateral quadriceps tendons rupture is an uncommon injury
mostly seen in patients with chronic diseases such as renal failure, hyperparathyroidism, 
diabetes mellitus, gout, or after usage of some drugs such as corticosteroids, anabolic
steroids, ciprofloxacin, quinolone. 
CCAASSEE:: A 56 year-old healthy man suddenly felt both knees give way on the second step while
climbing the stairs and collapsed suddenly. He was admitted to the hospital with the 
complaints of pain and inability to walk. In the physical examination, gaps in the both 
suprapatellar areas were seen. He was unable to extend his legs actively. Magnetic resonance
images of both knees revealed complete rupture of quadriceps tendons. In his medical 
history, he reported hypertension and an abdominal aorta aneurysm operation 14 years ago.
He has been using statins for prophylaxis of atherosclerosis since this operation. Also he had
been using an antihypertensive drug. Surgical treatment of both quadriceps tendons was
performed 3 days after the injury. After the operation, braces were performed while knees
were at full extension. Fort he next two weeks after the operation, the patient remained 
non-weight bearing while knees were at full extension into the casts, the degree of the braces
were adjusted 10 degrees in flexion and 0 degree in extension. In the third week, active knee
flexion exercises and passive knee extension exercises were done. At the sixth week after the
operation, the patient could walk with full weight-bearing and started the quadriceps
strengthening exercises. In the second month of operation he stopped using braces. When
100 degree flexion for the left knee, 110 degree flexion for the right knee and full extension
were achieved, an exercise program at home was set for the patient. 

CCOONNCCLLUUSSIIOONN::  Bilateral simultaneous and spontaneous quadriceps tendon rupture which
negatively affect mobility, daily activity and quality of life is a rare condition. We suggest that
long term statin use should be taken into consideration as a risk factor for spontaneous and
simultaneous bilateral quadriceps tendons rupture. 
KKeeyywwoorrddss::  Simultaneous and spontaneous bilateral quadriceps tendons rupture, 
rehabilitation, statin
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CCoommppaarriissoonn  ooff  RReehhaabbiilliittaattiioonn  OOuuttccoommeess  iinn  PPaattiieennttss  wwiitthh  TTrraauummaattiicc  
BBrraaiinn  IInnjjuurryy  aanndd  BBrraaiinn  TTuummoorr

GGüüllbbüüzz  SSaammuutt11,,  OOyyaa  ÖÖzzddeemmiirr22,,  EEmmrree  EEsseenn11,,  FFaattmmaa  ‹‹nnaann››cc››11,,  ZZaaffeerr  HHaassççeelliikk11

1Hacettepe University Medical School Department of Physical Medicine and 
Rehabilitation, Ankara

2Hacettepe University Kastamonu Medical School Department of Physical 
Medicine and Rehabilitation, Ankara

OOBBJJEECCTTIIVVEE::  Traumatic brain injury (TBI) is one of the most common causes of acquired brain
injury and defined as the damage of the brain caused by external forces applied to the head.
Brain tumor -another cause of acquired brain injury- may lead to similar symptoms, clinical
findings and prognosis with TBI. In this study, we aimed to compare the functional status and
length of stay in patients with TBI and primary brain tumor. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS::  Nineteen patients with TBI and 16 patients with a primary brain
tumor who received inpatient rehabilitation between 2005 and 2010 were included in the
study. Functional Independence Measure (FIM) scale was used for the comparison of the
patients’ functional status. 
RREESSUULLTTSS::  The mean age of the patients with TBI was 37.1±18.4 years and only two of them
were female. The mean age of the patients with a brain tumor was 50.8±16.7 years which was
significantly higher than the TBI group (p=0.022). Six of the patients with a brain tumor were
female and 10 were male. The interval between the date of diagnosis and hospitalization was
determined as 15.0±19.8 months (median, 10.0) in the TBI group and 16.7±27.5 months 
(median, 5.5) in the brain tumor group. The mean of length of stay for the TBI and brain
tumor groups were 29.5±15.2 and 27.2±19.4 days, respectively. There was no statistically 
significant difference between two groups in disease duration and length of stay. At 
admission and at discharge, motor and cognitive FIM scores were similar in both groups. The
change in total FIM scores after the rehabilitation program were calculated as 8.8±12.8 
(median, 6.0) for the TBI group and 12.2±19.3 (median, 3.5) for the brain tumor group. Any 
significant differences in functional gain between the two groups were not found (p=0.987).
Furthermore, it was demonstrated that there were no relationships between the change in
total FIM scores and age, disease duration and admission cognitive FIM scores. 
CCOONNCCLLUUSSIIOONN:: Although it seems like they have different prognosis, the patients with TBI and
brain tumor who had similar motor and cognitive function at the beginning of rehabilitation
program have shown similar functional gain in similar periods of hospitalization. 
KKeeyywwoorrddss::  Traumatic brain injury, brain tumor, rehabilitation, functional outcome
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OObbeezziitteenniinn  YYüürrüümmee  ÜÜzzeerriinnddeekkii  EEttkkiissii::  BBiillggiissaayyaarrll››  SSiisstteemmaattiikk  YYüürrüümmee
AAnnaalliizzii  iillee  3300--4455  YYaaflfl  GGrruubbuu  SSaa¤¤ll››kkll››  KKaadd››nnllaarrddaa  SSppaattiiootteemmppoorraall,,  

KKiinneemmaattiikk  vvee  KKiinneettiikk  PPaarraammeettrreelleerriinn  KKaarrflfl››llaaflfltt››rr››llmmaass››
EErrkkaann  KK››ll››çç,,  FFaattmmaa  ‹‹nnaann››cc››,,  ZZaaffeerr  HHaassççeelliikk

Hacettepe Üniversitesi T›p Fakültesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Ankara

AAMMAAÇÇ:: Obezitenin yürüme biyomekani¤i ve alt ekstremite eklem momentlerini nas›l
etkiledi¤ini araflt›rmak ve diz osteoartriti geliflimi ile iliflkisini irdelemek. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flmaya beden kitle indeksi(BK‹) 30-40 kg/m2 olan 30-45 yafl aral›¤›nda
31 obez ve 31 sa¤l›kl› kad›n al›nd›. Olgular›n vücut a¤›rl›klar›(VA), boy uzunluklar›,
bel/kalça/uyluk çevresi gibi antropometrik ölçümleri yap›ld›. Vücut sa¤ yar›s›ndan Cilt k›vr›m
kal›nl›klar›(CKK) ölçüldü. ‹zokinetik diz fleksör/ekstansor kas kuvvetleri biodex dinamometre-
si kullan›larak 60°/sn aç›sal h›zda 0-90° eklen hareket aç›kl›¤›nda 5 tekrar olacak flekilde
kaydedildi. Vücut kompozisyon ölçümleri Tanita cihaz› kullan›larak sabah saatlerinde aç
olarak yap›ld›. Hastalar›n yürüme kay›tlar› Vicon 612 yürüme analizi sistemi kullan›larak olgu-
lar›n kendi belirledikleri normal h›zda al›nd›. 
BBUULLGGUULLAARR:: Obez grubun yafl ortalamas› 39,42(±3.63) kontrol grubun 35.81(±3.81) y›ld›. Çevre
ölçümleri ve CKK’lar›, vücut ya¤ oran›, ya¤s›z vücut kitlesi(YVK) obezite grubunda daha 
yüksek olarak bulundu(p<0.001) ve ya¤ oran› ile BK‹(r: 0.89), çevre ölçümleri(r: 0.85) ve
CKK(r: 0.83) aras›nda güçlü bir iliflki saptand›. Diz fleksör ve ekstansör pik tork ölçümleri kon-
trol grubuna göre yüksek olmas›na karfl›n VA’na göre düzeltildi¤inde anlaml› olarak düflük
bulundu(p<0.001). Korelasyon analizi ile diz fleksör pik tork ile YVK(r: 0.514) ile pozitif kore-
lasyon saptand›. VA’na göre düzeltilmifl diz fleksör pik tork ile BK‹(r:-0.519 ), CKK(r:-0.554 ) ve
vücut ya¤ oran› (r:-0.555) aras›nda negatif korrelasyon saptand›. Obezite grubunda kon-
trollere göre; yürüme h›z›, tek destek süresi, ad›m uzunlu¤u ve çift ad›m uzunlu¤undaki azal-
ma, basma faz› süresi, çift destek süresi ve ad›m geniflli¤indeki art›fl saptand›(p<0.001). Obez
grupta total eklem hareket geniflli¤inde istatistiksel olarak anlaml› art›fl; pelvik tilt aç›s›nda,
azalma ise; pelvik obliklik, kalça rotasyonu ve diz fleksiyon/ekstansiyon aç›s›nda gözlendi(p:
0.001). Kalça fleksiyon ve ayakbile¤i dorsifleksiyon momentinde istatistiksel olarak
anlaml›(p<0.001) azalma, diz varus momentinde art›fl(p<0.05) saptand›. Vertikal yer reaksiy-
on kuvveti 2. pik obezlerde kontrol gruba göre artm›flt›r(p<0.001). 
SSOONNUUÇÇ::  Vücut ya¤ oran› ile BK‹, çevre ölçümleri ve CKK aras›nda güçlü bir korelasyon vard›r.
Obez bireylerde vücut a¤›rl›¤›na oranland›¤›nda izokinetik kuadriseps ve hamstring kas gücü
azalm›flt›r. Yürüme s›rs›nda, çift destek süresi uzam›fl, ad›m geniflli¤i artm›fl, diz ve kalça eklem
hareket geniflili¤i daralm›fl ve yürüme yavafllam›flt›r. Ayr›ca diz pik varus momenti ve basma
sonunda vertikal yer reaksiyon kuvveti art›fl› obezitenin diz osteoartrit geliflimi için risk
oluflturdu¤u yönünde oldukça anlaml› kan›t oluflturmaktad›r.

AAnnaahhttaarr  KKeelliimmeelleerr:: Diz osteoartriti, izokinetik diz kuvvet ölçümü, obezite, yürüme analizi
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AAkkuutt  OOmmuuzz  KKaallssiiffiikk  TTeennddiinniittiinnddee  EESSWWTT  TTeeddaavviissiinniinn  EErrkkeenn  SSoonnuuççllaarr››
ZZeeyynneepp  GGüüvveenn,,  RReeyyhhaann  ÇÇeelliikkeerr,,  AAyyççee  AAttaallaayy,,  SSeellddaa  BBaa¤¤››flfl

Ac›badem Üniversitesi T›p Fakültesi Fizik Tedavi ve Rehabilitasyon Anabilim Dal›, ‹stanbul

AAMMAAÇÇ:: Omuz kalsifik tendiniti, omuzun tendonlar›, peritendinöz dokular›, ligamentleri veya
bursalar›nda hidroksiapatit çökmesi ile karakterize bir hastal›kt›r. Semptomatik olgularda,
bazen çok fliddetli olabilen akut a¤r› ile birlikte omuz hareketlerinde aktif ve pasif k›s›tlan-
maya ve fonksiyonel kay›plara yol açabilir. ESWT olarak adland›r›lan “Vücut d›fl›ndan uygu-
lanan flok dalga tedavisi” son y›llarda kalsifik tendinit tedavisinde kullan›m› giderek artan non-
invazif bir tedavi yöntemidir. Bu çal›flmada ESWT nin omuz kalsifik tendinitinin akut döne-
mindeki etkinli¤i araflt›r›lm›flt›r.
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Omuz radyografisi ile kalsifik tendinit tan›s› konan ve MRI ile kalsifikasy-
onun yeri lokalize edilen, akut dönemde 8 olguya (5 kad›n, 3 erkek) ESWT
uygulanm›flt›r.Olgular›n 6’s›nda supraspinatus, 1 tanesinde supraspinatus ve infraspinatus
tendonlar› birlikte ve 1 tanesinde subskapularis tendon çevresinde kalsifikasyon
saptanm›flt›r.Tüm olgulara semptomlar bafllad›ktan 8 gün içinde tedavi bafllanm›fl, nonsteroid
anti enflamatuar ve basit analjezik ilaç tedavisine ek olarak haftada 1 gün, toplam 5 seans
Shockmaster ESWT cihaz› ile 2000 at›m, 10 Hz., 2-2,5 bar flok dalga uygulanm›flt›r.Tedavi
öncesi ve tedavi sonras› fonksiyonel de¤erlendirme için Basit Omuz Testi (Simple Shoulder
Test), a¤r› için vizüel analog skala (VAS) kullan›lm›flt›r.
BBUULLGGUULLAARR::  Tedavi öncesi Basit Omuz Testi ortamalas› 53,75 (33-75), vizüel analog skala
ortalamas› 7,75 (6-9) iken, 5.nci haftada tedavi sonras› s›ras›yla 7 (0-16) ve 1,25 (0-3) sap-
tanm›flt›r. Tedavi öncesi hastalar›n 2/3 sinde fliddetli a¤r›s›n›n yol açt›¤› e aktif omuz haraket-
lerini yapmada zorluk nedeniyle pasif ROM ölçümü yap›lamam›flt›r. Beflinci hafta sonunda
tüm hastalarda aktif ve pasif ROM lar tam aç›k bulunmufl, 3 hastada pasif öne elevasyon ve
abdüksiyon s›ras›nda VAS 2-3 de¤erinde a¤r› saptanm›flt›r. Hastalar›n hiçbirinde ESWT
tedavisi nedeniyle tedavi s›ras›nda veya sonras›nda komplikasyon olmam›flt›r. Analjezik ilaç
kullan›m› tedavi bafllang›c›ndan itibaren ortalama 9,8 gün (5-19) olarak gerçeklefltirilmifltir.
SSOONNUUÇÇ:: ESWT omuz kalsifik tendinitinin akut dönem tedavisinde non invazif, rahat tolere
edilebilen, her seans için uygulama süresi çok k›sa olan etkin bir non invazif bir tedavi
seçene¤idir.
AAnnaahhttaarr  KKeelliimmeelleerr::  ESWT, omuz kalsifik tendiniti, konservatif tedavi
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TThhee  EEffffeecctt  ooff  OObbeessiittyy  oonn  WWaallkkiinngg::  CCoommppaarriissoonn  ooff  tthhee  SSppaattiiootteemmppoorraall,,
KKiinneemmaattiicc  aanndd  KKiinneettiicc  PPaarraammeetteerrss  ooff  OObbeessee  aanndd  NNoonn--OObbeessee  

3300  ttoo  4455  YYeeaarrss  OOlldd  HHeeaalltthhyy  WWoommeenn  wwiitthh  CCoommppuutteerriizzeedd  
SSyysstteemmaattiicc  GGaaiitt  AAnnaallyyssiiss  SSyysstteemm

EErrkkaann  KK››ll››çç,,  FFaattmmaa  ‹‹nnaann››cc››,,  ZZaaffeerr  HHaassççeelliikk

Physical Medicine and Rehabilitation Hacettepe University Medical School, Ankara

OOBBJJEECCTTIIVVEE::  To investigate the effect of obesity on gait biomechanics; the relationship
between obesity and occurrence of knee osteoarthritis. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: 31 healthy normal weighed and 31 obese women aged between 
30-45 years and body mass indexes (BMI) between 30-40 kg/m2 were included in our study.
Anthropometric measurements like body weight (BW), height, waist/hip ratios were 
measured. Skinfold thickness (SFT) was measured from right side of the body. Isokinetic
quadricesps and hamstring muscle strengths were measured at 60°/s angular velocity and
0-90° joint range of motion. Body composition analyses were determined before breakfast.
Gait analyses were performed by Vicon 612 gait analyses system with the subjects’ 
comfortable walking speed. 
RREESSUULLTTSS:: Mean age of obese group was 39,42 years and control group was 35.81 years.
Circumferences and SFT, body fat ratio, fat free mass (FFM) found higher in obese group 
(p<0. 001) and there was a strong relation between fat ratio and circumferences (r:0.89), 
BMI (r:0.85) and SFT (r:0.83). When peak torque were normalized to BW, torque were 
significantly lower in obese individuals (p<0.001). Walking speed, single support time, step
length and stride length were lower and stance phase, double support time and step width
was higher in obese individuals(p<0.001). In obese group we found that total excursion of
pelvic obliquity, hip rotation and knee flexion/extension angle was lower(p<0.001), knee varus
moment (p<0.05) and second peak of vertical ground reaction force was higher in obese
group(p<0.001). 
CCOONNCCLLUUSSIIOONN:: There was a significant correlation between body fat ratio and BMI, 
circumferences and SFT. In obese subjects, isokinetic quadriceps and hamstring muscles
strengths were lower when peak torque was normalized to BW. Knee and hip joint range of
motion was diminished. Knee peak varus moment and vertical ground reaction force at the
end of stance phase were significantly higher in obese group, to make prove that obesity is
a risk factor for the development of knee osteoartritis. 

KKeeyywwoorrddss:: Gait analysis, isokinetic knee force, knee osteoartritis, obesity
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EEaarrllyy  RReessuullttss  ooff  EExxttrraaccoorrppoorreeaall  SShhoocckk  WWaavvee  TThheerraappyy  FFoorr  AAccuuttee  
CCaallcciiffiicc  TTeennddiinniittiiss  ooff  tthhee  SShhoouullddeerr

ZZeeyynneepp  GGüüvveenn,,  RReeyyhhaann  ÇÇeelliikkeerr,,  AAyyççee  AAttaallaayy,,  SSeellddaa  BBaa¤¤››flfl

Acibadem University Faculty of Medicine Department of Physical Medicine and
Rehabilitation, Istanbul

OOBBJJEECCTTIIVVEE::  Calcific tendinitis of the shoulder is characterized by hydroxyapatite deposition
in tendons, peritendinious tissues, ligaments or bursas of the shoulder. In symptomatic cases,
sometimes severe pain accompanied with active and passive limitation of shoulder motion
and functional loss might be encountered. Extracorporeal Shock Wave Therapy (ESWT) is a
noninvasive treatment modality that is increasingly being used for calcific tendinitis of the
shoulder recently. In this study, we aimed to investigate the effectiveness of ESWT for the
acute phase of shoulder calcific tendinitis. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: 8 patients (5 women and 3 men) diagnosed as calcific tendinitis in
the acute phase with shoulder X-ray and calcification localized using Magnetic Resonance
Imaging received ESWT. Calcification was localized in supraspinatus in six patients,
supraspinatus and infraspinatus in one patient and subscapularis in one patient. All patients
were treated within eight days from the onset of symptoms, in addition to nonsteroidal anti-
inflammatory medications and simple analgesics, a total of 5 sessions of Shockmaster ESWT
treatment (2000 pulses, 10 Hz, 2-2.5 bar shock wave) was applied once every week. For 
functional evaluation simple shoulder test and Visual Analogue Scale (VAS) for pain were
used before and after treatment. 
RREESSUULLTTSS:: Mean simple shoulder test score was 53.75 (33-75) and VAS 7.75 (6-9) before 
treatment and at the end of five week therapy scores were 7 (0-16) and 1.25 (0-3) 
respectively. In 2/3 of the patients passive shoulder Range of Motion (ROM) measurements
could not be evaluated due to severe pain leading to restriction of the active movements. At
the end of the fifth week both passive and active ROM measurements were normal and three
patients reported pain (VAS 2-3) on passive forward elevation and abduction. We did not
encounter any complications during or after ESWT. Mean number of days with analgesic
intake was 9.8 days (5-19) from the onset of treatment.
CCOONNCCLLUUSSIIOONN:: ESWT is noninvasive, can be easily tolerated and requires short application
time. It is an effective choice for the treatment of calcific tendinitis of the shoulder.
KKeeyywwoorrddss:: ESWT, shoulder calcific tendinitis, conservative treatment
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KKlliippppeell--FFeeiill  SSeennddrroommuu::  OOllgguu  SSuunnuummuu
‹‹ssmmaaiill  DDeeddee11,,  ÖÖzzlleemm  KKaarraassiimmaavv22,,  AAhhmmeett  SSaalliimm  GGöökktteeppee11,,  AArriiff  KKeennaann  TTaann 11

1Gülhane Askeri T›p Akademisi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, 
TSK Rehabilitasyon ve Bak›m Merkezi, Ankara

2Gülhane Askeri T›p Akademisi Spor Hekimli¤i Anabilim Dal›, Ankara

Klippel-Feil sendromu (KFS) en az 2 servikal vertebrada konjenital füzyonla karekterize, ilave
spinal veya ekstraspinal klinik bulgularla birlikte olabilen nadir bir durumdur. KFS’nun klinik
triad› k›sa boyun, düflük ense saç hatt›, bafl ve boyun hareketlerinde k›s›tl›l›kt›r. Ayr›ca skoly-
oz, kifoz, sprengel deformitesi, tortikolis, fasial asimetri, renal anomaliler, konjenital kalp
hastal›¤›, iflitme kayb›, sinkinezis veya ayna hareketleri gibi sistemik bulgularda görülebilir.
KFS’lu bir erkek hastaya dikkat çekmeyi ve KFS’nu literatür ›fl›¤›nda gözden geçirmeyi
amaçlad›k. 30 yafl›nda erkek hasta boyunda e¤rilik, a¤r›, boyun hareketlerinde k›s›tl›l›k
flikayeti ile baflvurdu. 1 y›l önce geçirdi¤i araç içi kaza sonras› boyun a¤r›s› bafllam›fl, bafl, omuz
ve kollara yay›lm›fl. Boyun a¤r›s› devaml› olmakla birlikte ayakta durma ve yürüyüfl ile artmak-
taym›fl. Hastan›n fizik muayenesinde fasial asimetri, tortikolis, k›sa boyun, ensede
yayvanlaflma, düflük ense saç hatt›, sprengel deformitesi ve servikotorakal skolyoz saptand›.
Servikal paravertebral kas spazm› sol (++)/sa¤ (+) idi. Servikal eklem hareketlerinde fleksiy-
on 20, ekstansiyon 15, sa¤a rotasyon 35, sola rotasyon 35, sa¤a lateral fleksiyon 20, sola lat-
eral fleksiyon 25 derece k›s›tl›yd›. Kas gücü, refleks muayene normal, duyu muayenesinde sol
C5 dermatomunda hipoestezi mevcuttu. Radyografilerde C2-C3 ile C5-C6 vertebralar
aras›nda füzyon, C3-C4 ile C6-C7 intervertebral disk aral›¤›nda daralma, C7 ve T2 procesus
spinosus füzyon defekti, servikotorakal bölgede 15 derecelik skolyoz ile dejeneratif de¤ifliklik-
ler saptand›. Magnetik rezonans görüntülemede C2-C3 ile C5-C6 vertebralar aras›nda füzyon,
C3-C4 ile C6-C7 intervertebral disk aral›¤›nda daralma, C2-3 sol parasantral protrüzyon izlen-
di. Yap›lan tüm bat›n ultrasonografi, odiometrik testler normal s›n›rlardayd›. Ekokardiografide
minimal triküspit yetmezli¤i belirlendi. KFS’lu ço¤u hasta asemptomatik olmas›na ra¤men ya-
flam›n ileri dönemlerinde semptomlar geliflebilir. KFS’lu olgular servikal vertebra füzyonu d›-
fl›nda di¤er sistem patolojileri aç›s›ndan da de¤erlendirilmelidir. KFS’lu hastalar minör veya
major travmay› takiben spinal kord hasar›na kadar varabilen artm›fl riske sahiptirler. KFS ve
artm›fl spinal yaralanma riski predispozisyonuna neden olabilen faktörlerin varl›¤› ayr›nt›l› bir
servikal muayene ile tan›mlanabilir. 
AAnnaahhttaarr  KKeelliimmeelleerr:: Füzyon, Klippel-Feil, servikal
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BBeeddeenn  EE¤¤iittiimmii  vvee  SSppoorr  YYüükksseekkookkuulluu  ÖÖ¤¤rreenncciilleerriinnddee  AAyyaakk  BBiiyyoommeekkaannii¤¤ii  vvee
EEggzzeerrssiizziinn  AAyyaakk  BBiiyyoommeekkaannii¤¤ii  ÜÜzzeerriinnee  EEttkkiissii

EErrkkaann  YYaallçç››nnssooyy11,,  LLaallee  CCeerrrraahhoo¤¤lluu22

1Van Devlet Hastanesi Fiziksel T›p ve Rehabilitasyon Klini¤i, Van
2Celal Bayar Üniversitesi Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, Manisa

GG‹‹RR‹‹fifi--AAMMAAÇÇ:: Beden E¤itimi Spor Yüksekokulu ö¤rencilerinin ayak biyomekani¤inin 
pedobarografik ve radyografik olarak egzersiz öncesi ve sonras› de¤erlendirilmesi. 
GGEERREEÇÇ--YYÖÖNNTTEEMM:: Çal›flmaya, American Orthopaedic Foot and Ankle Society(AOFAS)' nin
ayak bile¤i ve ayak klinik de¤erlendirme sistemiyle sa¤l›kl› aya¤a sahip olduklar› belirlenen 60
gönüllü (futbol ve basketbol grubuna 15 kad›n,15 erkek) (ortalama yafl 20,80±2,35) al›nd›.
Tüm olgular›n statik ve dinamik ayak bas›nçlar› RsScan pedobarografi cihaz› kullan›larak ve
radyografik aç› ölçümleri ayak direkt lateral grafisinde ölçüldü. Olgular›n koflu band›nda 30
dakika koflu sonras›, ayak aç› ölçüm, statik ve dinamik pedobarografik de¤erlendirmeleri
yap›ld›. 
BBUULLGGUULLAARR::  Statik ölçümlerde; Egzersiz sonras› sa¤ ayak maksimum arka ayak bas›nc›
(MAAB), egzersiz öncesi ve sonras› sa¤ ayak topuk iç k›s›m, egzersiz öncesi sol ayak topuk d›fl
k›s›m, egzersiz sonras› sa¤ ve sol ayak topuk d›fl k›s›m statik bas›nç de¤erleri futbol grubun-
da basketbol grubuna göre yüksekti (p<0,05). Dinamik ölçümlerde; egzersiz sonras› sa¤ ön
ayak iç bas›nc› futbol grubunda basketbol grubuna göre yüksekti (p<0,05). Egzersiz öncesi
sa¤ ayak kalkaneal e¤im aç›s›; egzersiz öncesi sa¤ ve sol ayak, egzersiz sonras› sa¤ ayak
talokalkaneal aç›; egzersiz öncesi sa¤ ayak talohorizontal aç› futbol grubunda basketbol
grubuna göre düflüktü (p<0,05). Egzersiz öncesi sa¤ ayak talohorizontal aç›, egzersiz öncesi
ve sonras› sa¤ ayak medial longitudinal ark aç›s› futbol grubunda basketbol grubuna göre
yüksekti (p<0,05). Egzersiz öncesi ve egzersiz sonras› sa¤ ve sol ayak dinamik maksimum
ayak temas alanlar›, boy ve kilo ile olumlu yönde güçlü (0,70<= r <=0,89); VK‹ ile olumlu yönde
zay›f bir iliflki (0,26<= r <=0,49) bulundu ve iliflkileri anlaml›yd› (p<0,05). 
SSOONNUUÇÇ:: Futbolcular›n ve basketbolcular›n ayak biyomekani¤inin pedobarografik bas›nç
de¤erleriyle ve radyografik aç› ölçümleriyle de¤erlendirilip egzersizin ayak biyomekani¤i
üzerine olan etkisinin bilinmesi ve bu veriler eflli¤inde yap›lacak olan ayakkab› ve tabanl›k
modifikasyonlar› ile spor yaralanmalar›n›n engellenebilece¤ini ve sportif baflar›n›n elde
edilebilece¤ini düflünmekteyiz. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Ayak, statik ve dinamik pedobarografi, egzersiz, futbol, basketbol
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KKlliippppeell--FFeeiill  SSyynnddrroommee::  CCaassee  RReeppoorrtt
‹‹ssmmaaiill  DDeeddee11,,  ÖÖzzlleemm  KKaarraassiimmaavv22,,  AAhhmmeett  SSaalliimm  GGöökktteeppee11,,  AArriiff  KKeennaann  TTaann11

1Gülhane Military Medical Academy Department of Physical Medicine and Rehabilitation
TAF Rehabilitation Center, Ankara

2Gülhane Military Medical Academy Department of Sport Medicine, Ankara

Klippel-Feil syndrome (KFS) is an uncommon condition, characterized as congenital fusion of
at least 2 cervical vertebrae with or without additional spinal or extraspinal manifestations.
Classical clinical triad of KFS is a short neck, lower neckline and restriction of head and neck
movements. Scoliosis, kyphosis, Sprengel’s deformity, torticollis, facial asymmetry, renal
anomalies, congenital heart diseases, loss of hearing, synkinesis or mirror movements may
be seen with KFS. We aimed to review the KFS and draw attention to a male patient with KFS.
A 30-year-old man presented to our department with the complaint of crooked neck, 
limitation of the neck motion and pain. His neck pain that spread out to head, shoulder and
arms, began after a car accident a year ago. ‹n addition to unceasing neck pain, pain was
increasing while standing and walking. Facial asymmetry, torticollis, short neck, flattening of
neck, lower neckline, Sprengel's deformity and cervicothoracal scoliosis were determined by
physical examination. Cervical paravertebral muscle spasm was left (++) /right (+).
Restriction of head and neck movements were 20 degrees of flexion and right lateral flexion,
15 degrees of extension, 35 degrees of right and left rotation, 25 degrees of left lateral 
flexion. Whole manual muscle testing and deep tendon reflex testing were normal. Pinprick
sensation testing exposed hypoesthesia of the left C5 dermatome. Plain radiographs 
displayed fusion of C2-C3 and C5-C6, narrowing of C3-C4 and C6-C7 disc space, fusion defect
of C7 and T2 processus spinosus, 15 degrees of cervicothoracal scoliosis and degenerative
changes. Magnetic resonance imaging of the cervical spine confirmed fusion of C2-C3 and
C5-C6, narrowing of C3-C4 and C6-C7 disc space and displayed C2-C3 left paracentral 
protrusion. Abdominal ultrasonography and otorhinolaryngological examination was normal.
Echocardiography determined minimal tricuspid regurgitation. Although most patients with
KFS are asymptomatic, problems may develop later in life. Patients with KFS should be
assessed for associated systemic abnormalities associated with cervical fusion. KFS patients
possess an increased risk of spinal cord injury following minor or major trauma. The presence
of KFS and factors that may predispose the patient to an increase risk of spinal injury can be
identified with a thorough cervical spine examination. 

KKeeyywwoorrddss:: Fusion, Klippel-Feil, cervical
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FFoooott  BBiioommeecchhaanniiccss  aanndd  tthhee  EEffffeecctt  ooff  EExxeerrcciissee  oonn  FFoooott  BBiioommeecchhaanniiccss  iinn
PPhhyyssiiccaall  EEdduuccaattiioonn  aanndd  SSppoorrttss  SScchhooooll  SSttuuddeennttss

EErrkkaann  YYaallçç››nnssooyy11,,  LLaallee  CCeerrrraahhoo¤¤lluu22

1Van Hospital Department of Physical Medicine and Rehabilitation, Van 
2Celal Bayar Üvivercity Physical Medicine and Rehabilitation Department, Manisa

OOBBJJEECCTTIIVVEE::  To examine Physical Education and Sports School students foot biomechanics
by pedobarography and radiology before and after exercise. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: In this study, 60 voluntary subjects (football group 15 women, 15
men; basketball group 15 women, 15 men) (mean age 20.80±2.35) who were identified to
have healthy feet according to AOFAS ankle and foot clinical assessments were included. In
all cases, before and after 30 minutes of jogging on the treadmill device, radiographic angle
measurements in direct lateral foot radiography and static, dynamic pedobarographic 
measurements were examined. 
RREESSUULLTTSS:: In static measurements, right foot maximum rearfoot pressure (MAAB) after 
exercise, the inside of right foot heel before and after exercise, the outside of the left foot
heel before exercise, the outside of the right and left foot heel static pressure values after
exercise were found higher in football group compared to basketball group (p<0.05). In
dynamic measurements, after exercising the inside of the right forefoot pressure was 
higher in football group than in basketball group (p <0.05). In football group calcaneal 
inclination angle of the right foot before exercising, talocalceneal angle before exercise in the
right and left foot, after exercise in the right foot and right foot talohorizontal angle before
exercise were lower than in basketball group (p<0.05). Right foot talohorizontal angle before
exercise, before and after exercise right foot medial longitudinal arch angle in the football
group was higher than basketball players (p <0.05). Before and after exercise, it is found that
the right and left foot dynamic maximum foot contact area has a positive and strong 
(0.70 <= r <= 0.89) association with height and weight, and a positive weak correlation 
(0.26 <= r <= 0.49) with BMI and the relationship (p <0.05) was significant. 
CCOONNCCLLUUSSIIOONN::  We think that sports injuries can be prevented and sporting success can be
achieved by evaluating the foot biomechanics of football and basketball players with 
pedobarographic pressure values and radiographic angle measurements, the knowledge of
the effect of exercise on foot biomechanics and modifications of the shoes and insoles
according to these data. 
KKeeyywwoorrddss:: Foot, static and dynamic pedobarography, exercise, football, basketball
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OOsstteeooaarrttrriittttee  YYaattaarraakk  FFiizziikk  TTeeddaavvii  UUyygguullaammaallaarr››nn››nn  EEttkkiinnllii¤¤ii
KKoozzaa  AAyyddoosseellii,, BBeeyyhhaann  EErreenn,,  HHaakkaann  GGüünnddüüzz

Marmara Üniversitesi T›p Fakültesi Hastanesi, Fiziksel T›p ve Rehabilitasyon Anabilim Dal›, ‹stanbul

AAMMAAÇÇ:: Osteoartrit (OA) Fiziksel T›p ve Rehabilitasyon (FTR) uzmanl›¤›n›n temel u¤rafl› alan-
lar›ndan biridir. Bu çal›flman›n amac› FTR uygulamalar›n›n OA kaynakl› a¤r› üzerindeki etkile-
rini incelemektir. 
GGEERREEÇÇ--YYÖÖNNTTEEMM::  Çal›flma fiubat-Ekim 2010 tarihleri aras›nda Karaman Devlet Hastanesi FTR
poliklini¤ine baflvuran hastalardan yat›fl endikasyonu saptanan 81 hastadan; servikal spondi-
loz (n=7), lomber spondiloz (n=25), veya diz OA (n=25) tan›l› 57 hasta ile yap›ld›. Yat›r›larak
FTR uygulamalar› yap›lan subakromial impingement sendromu, lomber disk hernisi, menis-
kopati tan›s› olan 24 hasta çal›flmaya dahil edilmedi. Hastalar›n ilk baflvuruda, hospitalizasyon
s›ras›nda (tedavi öncesi) ve taburculukta (tedavi sonras›) görsel analog skala (VAS) ile a¤r›la-
r› de¤erlendirildi. Her hastaya ilk baflvurular›nda lokal ve oral nonsteroid antiinflamatuar ilaç
tedavisi baflland›. Hastalara 14 seans tedavi verildi. ‹lgili bölgeye s›cak paket (20 dk.), modu-
lasyon modunda TENS (20 dk.) ve ultrason 1,7 Watt/cm2 (5 dk.) uyguland›. Tedavi verilen böl-
geye yönelik güçlendirme egzersizleri verildi. 
BBUULLGGUULLAARR:: Çal›flmaya al›nan hastalar›n %77’si (44) kad›n, %23’ü (13) erkek idi. Hastalar›n
yafl ortalamas› 64±11 y›l idi. ‹lk muayene s›ras›nda ölçülen VAS skoru (7,8±1,4), medikal tedavi
ile istatistiksel olarak anlaml› azalma göstermedi (p>0,05). Tüm hastalar incelendi¤inde yata-
rak FTR uygulamalar› öncesi kaydedilen VAS skoru (VAS 7,1±1,4) ile tedavi sonras› kaydedilen
VAS skorunda (VAS 2,2±1,4) tespit edilen azalma istatistiksel olarak anlaml›yd› (p=0,00). Ya-
tarak tedavi sonras› VAS skorunda saptanan azalma ile bekleme süresi (ort=48 gün) aras›n-
da oldukça düflük düzeyde pozitif korelasyon oldu¤u gözlendi. Tedavi bölgesi ve tedaviden
fayda görme (VAS skorunda azalma) aras›nda istatistiksel olarak anlaml› iliflki saptanmad›
(p>0,05). 
SSOONNUUÇÇ::  Osteoartritte medikal tedavi yararl›d›r; ancak yeterli olmayabilir. Medikal tedaviye ek-
lenen FTR uygulamalar› ile a¤r› tedavisindeki baflar› belirgin düzeyde yükselmektedir. 
AAnnaahhttaarr  KKeelliimmeelleerr::  Osteoartrit, a¤r›, görsel analog skala, fiziksel t›p ve rehabilitasyon uygulamalar›

PP--336655

EEffffeeccttiivveenneessss  ooff  PPhhyyssiiccaall  MMeeddiicciinnee  MMooddaalliittiieess  iinn  OOsstteeooaarrtthhrriittiiss  IInndduucceedd  PPaaiinn
KKoozzaa  AAyyddoosseellii,, BBeeyyhhaann  EErreenn,,  HHaakkaann  GGüünnddüüzz

Marmara University Faculty of Medicine Department of 
Physical Medicine and Rehabilitation, ‹stanbul

OOBBJJEECCTTIIVVEE:: Osteoarthritis (OA) is one of the main areas in Physical Medicine &
Rehabilitation (PMR). The aim of this study is to analyze the effectiveness of PMR modalities
on pain due to OA. 
MMAATTEERRIIAALLSS--MMEETTHHOODDSS:: This study was performed among the patients who applied to PMR
clinic in Karaman State Hospital between February-October 2010. Among 81 patients 
who were admitted to the inpatient clinic; patients with cervical spondylosis (n=7); lumbar
spondylosis (n=25); and knee OA (n=25), a total of 57 patients were included. Twenty-four
patients with subacromial impingement syndrome, acute lumbar disc herniations, and 
meniscopathy were excluded from this study. Patients were evaluated for their pain with 
visual analogue scale (VAS) on the first visit to the outpatient clinic, on the first day of 
hospitalization and at the discharge. Oral and local nonsteroidal antiinflammatory drugs were
prescribed to each patient on the first visit. Patients received a total of 14 sessions of 
physical therapy including hotpack (20 min), modulation mode TENS (20 min), and 
ultrasound 1,7 Watt/cm2 (5 min) and strengthening exercise program to the related region. 
RREESSUULLTTSS:: Of the patients, 44 (77%) were females, and 13 (23%) were males. Mean age was
64±11 years. Initial VAS score was 7.8±14. When VAS scores for medical treatment are 
analyzed; No statistically significant decrease was observed in VAS scores for medical 
treatment (p>0.05). VAS scores before and after physical therapy were 7.1±1.4 and 2.2±1.4,
respectively. The decrease was statistically significant (p=0.00). There was a poor positive
correlation between VAS score noted after physical therapy and mean duration time on the
waiting list (48 days). No statistically significant difference was noted when efficacy of the
physical therapy was analyzed among regions (neck, low back or knee) (p>0.05). 
CCOONNCCLLUUSSIIOONN:: Medical management of OA is beneficial, but not always satisfactory. PMR
modalities combined with medical treatment significantly reinforces the success of pain 
management in OA. 
KKeeyywwoorrddss:: Osteoarthritis, pain, visual analog scale, physical therapy
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