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BOLUM I

Cocukluk Caginda Hipertansiyon

Esra ENSARI!

Giris

Hipertansiyon (HT) eriskinlerde g¢ocuklara gore daha sik
goriilmektedir. Ancak son yillarda ¢ocuklarda goriilme orani giderek
artmaktadir. Diinya genelinde %35 oraninda gorildugi
bildirilmektedir. Tiirkiye’de 6-15 yas arasindaki ¢ocuklarda HT
siklig1 %8,5-15 arasinda bildirilmektedir. Cocuk ¢aginda primer HT
riski zamanla artmaktadir ve bu durum, ¢cocukluk ¢ag1 obezitesindeki
artis, yiiksek tuz icerigine sahip hazir gida tiiketimi ve sedanter
yasamin artigtyla iliskilendirilmektedir (Basaran & Demir, 2021).

Cocukluk cagindaki HT, eriskin HT ve erken yaslarda
kardiyovaskiiler hastalik (KVH) icin 6nemli bir risk faktoriidiir.
Cocuklarda kan basinci (KB) yiiksekliginin tespiti ve primer HT'nin

1 Uzm. Dr., Antalya Schir Hastanesi, Cocuk Nefroloji Bolimi, Antalya/Tiirkiye, Orcid: 0000-0002-9475-
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basaril1 bir sekilde tedavi edilmesinin, uzun vadeli KVH sonuglari
iizerinde onemli bir etkisi oldugu yoniinde gii¢lii kanitlar vardir.
Klinik caligmalar, HT'li ¢ocuklarda kardiyovaskiiler yapisal ve
fonksiyonel degisiklikleri gostermekte, otopsi ¢caligmalari ise KB ile
cocuklarda aort ve koroner arterlerdeki aterosklerotik degisiklikler
arasinda bir iligki oldugunu ortaya koymaktadir. Primer HT'li
cocuklar, biiylik olasilikla yetiskinlikte de HT'ye sahip olmaya
devam edeceklerdir ve yetiskinlerde yapilan klinik g¢alismalar,
antihipertansif tedavinin kardiyovaskiiler morbidite ve mortaliteyi
azaltigim1  gostermistir. Sekonder HT'li hastalarda ise klinik
sonuclar, altta yatan etiyolojiye ve bu altta yatan nedenin tedavi
edilebilir olup olmamasina bagh olarak degisiklik gostermektedir.
Cocukluk ¢ag1 hipertansiyonunun basarili bir sekilde yonetilmesinin
en Onemli bilesenlerinden biri, primer ve sekonder hipertansiyon
arasinda ayrim yapmak ve varsa sekonder hipertansiyonun nedenini
belirlemektir (Flynn & ark., 2017; Weaver, 2019).

KB Ol¢iim Yontemleri

Risk faktorii olmayan saglikli ¢ocuklarda 3 yasindan itibaren
yilda bir kez KB 6l¢limii 6nerilir. Obezite, renal hastalik, diyabet
mellitus (DM), aort koarktasyonu (AK), diizenli ila¢ kullanimi gibi
hipertansiyona yol acgabilecek risk faktorleri olan 3 yas {stii
cocuklarda ise her hastane bagvurusunda KB dlgiilmesi
onerilmektedir. Ug yas altinda olan cocuklarda ise prematiirite,
diisik dogum agirligi, umblikal kateterizasyonu, yogun bakim
oyktist, tekrarlayan idrar yolu enfeksiyonu, proteiniiri, hematiiri,
konjenital renal anomali, organ transplantasyonu &ykiisii gibi risk
faktorlerinin var olmasi durumunda her hastane basvurusunda KB
Olgtimleri yapilmalidir. KB deneyimli personel tarafindan dogru
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teknikle dlgiilmelidir. Olgiim sirasinda uygun bir ortam saglanmal,
cocuk oturur veya yatar pozisyonda, en az bes dakika dinlendikten
sonra Ol¢iilmelidir. Oturur pozisyonda Ol¢iim yapilirken, hastanin
rahat bir pozisyonda sandalyede oturmasi, sirtin1 yaslamasi ve
ayaklarinin yere tam olarak temas etmesi saglanmalidir. Kiigiik
cocuklarin sakin kalmasi i¢in 6l¢iim annenin kucaginda yapilabilir.
Standart tablolara uygunluk saglanmasi i¢in Glgiimlerin sag {ist
koldan yapilmasi &nerilir. Olgiim sirasinda antekubital fossa kalp
hizasinda desteklenmelidir. Steteskopun cani, brakiyal arter lizerine
yerlestirilmeli ve mangonun alt ucu, antekubital fossanin 2-3 cm
yukarisinda olacak sekilde konulmalidir. Olgiim esnasinda hasta
konugsmamalidir (Mourad & ark., 2003). Manson boyutunun, iist
kolun ¢evresinin yaklasik %40 kadar bir balon genisligine sahip
olmasi gerekir. Kol ¢evresi, olekranon ile akromiyon arasindaki orta
noktada Ol¢lilmelidir. Mangon uzunlugu, iist kol ¢evresinin %80-
100'nii ¢evirmelidir. Balon genisligi ve uzunlugu orani en az 1:2
olmalidir (Flynn & ark., 2017). Her iki koldan ve alt
ekstremitelerden KB ol¢iilerek AK dislanmalidir.

KB oskiiltasyon veya osilometrik yontem kullanilarak
oOlciilebilir. En giiveniliri oskiiltasyon yontemidir, ancak dogrulugu
Olclim yapan kisiye baghdir. Civa zehirlenme riski nedeniyle civali
sfingomanometreler artik kullanilmamaktadir, anedorid
sfingomanometreler tercih edilmektedir. Osilometrik ydntemi
kullanan cihazlar, damar duvarindaki titresimleri algilayarak
ortalama arter basincint 6lger ve belirli algoritmalar kullanarak
sistolik kan basincin1 (SKB) ve diyastolik kan basincint (DKB)
hesaplar. Bu cihazlarin kullanimi kolaydir ancak kullanilan
algoritmalar cihazlar arasinda degisebilir. Osilometrik 6lciimlerde,
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SKB genellikle oskiiltasyon yontemine gore yaklasik 10 mmHg,
DKB ise yaklasik 5 mmHg daha yiiksektir. Normal KB egrileri,
oskiiltasyon yontemi kullanilarak elde edilen verilere dayanir.
Yenidoganlarda, osilometrik cihazlar yaygin olarak kullanilirken,
yogun bakim {iinitelerindeki hastalar i¢in genellikle intra-arteriyel
KB olgiimii yapilir (Pickering & ark., 2005). Eger bir osilometrik
cihazla yiiksek KB 6l¢iimii elde edilirse, oskiiltasyon olgiimii ile
onaylanmas1 gereklidir. Aneroid sfingomanometre, beklenen SKB
degerinin 20-30 mmHg iistiine kadar sisirilmeli, kalp atis1 bagina 2-
3 mmHg indirilmelidir. I. Korotkoff sesi SKB, duyulabilen IV ya da
V. Korotkoff sesi de DKB olarak alinmalidir. Siirekli yiikksek KB
tespit edilen hastalarda, giin boyunca normal aktiviteler sirasinda
KB’yi izlemek igin yasam i¢i kan basinci izlemi (YIKBI)
yapilmalidir.

Tanimlamalar

Cocuklarda HT, SKB’nin veya DKB’nin en az ii¢ farkli
zamanda, yas, cinsiyet ve boya gore >95 persantil listiinde olmasi
olarak tanimlanir (Flynn & ark., 2017; Lurbe & ark., 2016).

Avrupa Hipertansiyon Dernegi (European Society of
Hypertension (ESH)), 2016 yilinda pediatrik hipertansiyon rehberini
giincellemistir (Lurbe & ark., 2016) (Tablo 1). 2017 yilinda ise
Amerikan Pediatri Akademisi (American Academy of Pediatrics
(AAP)), 2004 yilinda yayinlanan "Cocuklar ve Ergenlerde Yiiksek
KB Tani, Degerlendirme ve Tedavisi Uzerine Dordiincii Rapor"un
giincellenmis halini yayimlamistir (Flynn & ark., 2017) (Tablo 2).
Bu iki rehber arasinda, 6zellikle AAP’nin yeni rehberindeki persantil
degerleri ve tanimlamalardaki degisiklikler nedeniyle farkliliklar

ortaya c¢ikmustir. 2017 yilinda AAP, KB persantil egrilerini
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yenilemis, obez ve fazla kilolu c¢ocuklar bu egrilerin
olusturulmasinda dahil edilmemistir. Eski persantil egrileri ile
karsilagtirildiginda, yeni persantil degerlerinin yaklasik 2-3 mmHg
daha diislik oldugu goriilmiistiir (Genovesi & ark., 2020; Stabouli &
ark., 2020). Yeni egrilerin kullanilmasiyla HT prevalansi daha

yiiksek saptanmustir.
Tablo 1: 2016 ESH pediatrik KB kategorileri icin giincellenmis
tamimlar

1 ile <16 yas arast >16 yas tistii cocuklar
cocuklar

Normal KB | <90 p <130/ <85 mmHg

Yiiksek- 90p-95p 130/< 85-139/< 90 mmHg

Normal KB

Evre 1 HT 95p-99p+5 mmHg 140/90-159/99 mmHg

Evre 2 HT >99p +5 mmHg 160/100-179/109 mmHg

Kaynak: Lurbe, E.& ark. (2016). 2016 European Society of Hypertension Guidelines for
the Managment of High Blood Pressure in Children and Adolescents.Journal of
hypertension34(10): 1887-1920.

Tablo 2: 2017 AAP pediatrik KB kategorileri icin giincellenmis

tammlar

1 ile <13 yas arasi ¢cocuklar >13 vyas iistii cocuklar
Normal | <90 p <120/ <80 mmHg
KB
Yiiksek | 90p-95p, 120/80- 95p (hangisi 120/< 80-129/< 80
KB daha diisiikse) mmHg
Evre 1 95p-95p+12 mmHg, 130/80— 130/80-139/89 mmHg
HT 139/89 mmHg (hangisi daha

diisiikse)
Evre 2 | 295p +12 mmHg, >140/90 mmHg | >140/90 mmHg
HT (hangisi daha diisiikse)

Kaynak: Flynn, JT. & ark. (2017). Clinical Practice Guideline for Screening and
Management of High Blood Pressure in Children and Adolescents. Pediatrics, 140(3).
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90-95 p arasindaki degerler ESH rehberinde yiiksek-normal
KB olarak simiflanirken, AAP rehberinde yiliksek KB olarak
smiflandirilir. Her iki rehber de belirli bir yas iizerinde erigkin
referanslarina gore degerlendirilebilecegini belirtmistir. ESH rehberi
16 yastan biiyiikk c¢ocuklarda 140/90 mmHg iizerine HT olarak
tanimlarken, AAP rehberi 13 yas iizeri ¢ocuklarda 130/80 mmHg
iizerindeki degerleri HT olarak tanimlamistir (Genovesi & ark.,
2020; Lurbe & ark., 2016)

HT altta yatan bir nedenin belirlenip belirlenememesine bagli

olarak iki kategoriye ayrilir.

Primer (Esansiyel) HT: Tanimlanabilir bir neden bulunamaz.
Primer HT’si olan cocuklar genellikle 6 yasindan biiyiik, fazla
kilolu/obez, pozitif aile dykiistine sahip olup genellikle sistolik KB
yiiksekligine sahiptirler (Flynn & ark., 2012).

Sekonder HT: Tanimlanabilir bir nedeni vardir. Genellikle 6
yastan kiiclik ¢ocuklarda goriiliir ve bu ¢ocuklarda genellikle DKB
yiiksekligi vardir (Flynn & ark., 2012).

YIKBI, 20-30 dakikalik araliklarla gerceklestirilen gece-
giindiiz KB ol¢iimlerinden olusur. YIKBI’nin HT tanis1 ve
takibindeki yeri 2017-AAP kilavuzunda artirilmistir. YIKBI ile
degerlendirme, teshis sirasinda hipertansif oldugu tespit edilen
hastalarda, bir y1l ve {izerinde yiiksek KB’ye sahip olan ¢ocuklarda,
antihipertansif tedavi baslanmadan yapilmalidir. Yiiksek riskli
gruplarda; obezite, DM, prematiire, kronik bobrek hastaligi (KBH),
uyku apne sendromu ve solid organ nakli gibi durumlarda siddetle
onerilmektedir (Flynn & ark., 2017). YIKBI degerlendirilmesinde,
SKB ve DKB degerlerinin 95 p’in altinda olmasi, SKB ve DKB
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yiikiinlin  %25'in altinda olmasi, normal kan basinct olarak
degerlendirilir (Wiihl & ark., 2002).

YIKBI maskeli HT ve beyaz 6nliik HT teshisinde dnem tasir.

Beyaz onliik HT: Klinik 6lgtimler 95 p veya lizerinde, ancak
YIKBI degerleri normal araliktadir. Cocukluk déneminde ug organ
hasart ile iligkisi gosterilememistir. Yetiskinlerde, beyaz onliik HT,
artmis sol ventrikiil kiitlesi ve siirekli HT'ye ilerleme ile iliskili bir
prehipertansif durum gibi goriinmektedir. Cocuklarda yapilan sinirl
veriler de beyaz oOnliik HT'li bazi ¢ocuklarin siirekli HT'ye
ilerledigini gostermektedir (Goknar & Caliskan, 2020).

Maskeli HT: Klinik &l¢iimlerin normal oldugu, ancak YIKBI
Ol¢iimlerinin yiiksek bulundugu durumlari kapsar. Prevalansin %5,8
oldugu tahmin edilmektedir. Maskeli HT, u¢ organ hasarina yol agar
ve obezite, KBH ve diizeltilmis AK ile birlikte gortilebilir (Stabouli
& ark., 2005).

Kan Basincini Etkileyen Parametreler

Kan Basinci, Kardiyak Debi ve Periferik Diren¢: Kan
basinci, kardiyak debi ve periferik direngle dogru orantilidir.

e Kardiyak Debi: Kalp hiz1 ve atim voliimiiyle
belirlenir.

e Periferik Diren¢: Damarlarin elastikiyeti ve ¢ap1 bu
direnci etkiler.

Sempatik Aktivite ve Kan Basinci: Sempatik sinir sistemi
aktivitesi, ekstraseliiler sivi voliimii, damar elastisitesi, kardiyak
kontraktilite gibi faktorler kan basincini etkiler.
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Demografik Faktorler:
e Yas ve Boy: Yas ve boy arttik¢a kan basinci ytikselir.

e Cinsiyet: Erkeklerde genellikle kan basinci daha
yuksektir.

e Genetik ve Irksal Faktorler: Aile oykiisii, genetik
yapilar ve irksal 6zellikler hipertansiyona yatkinlik

yaratabilir.

Risk Faktorleri:

e Tuz Alimi: Artan tuz tilketimi kan basincin ytikseltir
(Yang & ark., 2012).

e Diisiik Dogum Agirhig: ve Azalan Nefron Sayisi: Bu

durumlar hipertansiyon riskini artirabilir.

e Fiziksel Aktivite ve Obezite: Azalan fiziksel aktivite
ve obezite onemli risk faktorleridir.

Anne Siitii ve Hipertansiyon: Anne siitli, diisiik sodyum ve
yiiksek uzun zincirli poliansatiire yag igerir, bu da insiilin direncini

azaltarak ileriki yasamda hipertansiyondan koruyabilir.

Obezite ve insiilin Direnci:

e Obezite: Obezite siklig1 son zamanlarda ciddi oranda
artis gostermektedir. Bu artista etkili olan sebepler ise
beslenme aligkanliklarindaki  degisiklikler, tuz
aliminda artma, fiziksel aktivitede azalma olmasi
gosterilebilir. Yapilan calismalar, cocukluk doneminde
gelisen obezitenin gelecekteki HT gelisimi ile iligkili
oldugunu gostermistir. Bebeklik doneminde yiiksek

-11--



VKI sahip olmanin gelecekteki daha yiiksek KB ile
iligkili oldugu gosterilmistir.

e Insiilin Direnci ve Hiperinsiilinemi: Sempatik sinir
sistemi aktivasyonunu artirir, vaskiiler diiz kas
proliferasyonuna ve renin-anjiyotensin-aldosteron

sisteminin artisina neden olabilir.

e Hiperleptinemi: Yag dokusu artisiyla iligkili olup,
sempatik sinir sistemi ve renal aktiviteyi artirarak
hipertansiyona yol acabilir (Kit & ark., 2015).

Etiyoloji

Yasa gore HT nedenleri degisir. Tablo 3’te nedenler
gosterilmistir. 10 yas altinda mutlaka vaskiiller nedenler
dislanmalidir. Tiim sekonder nedenler dislandiktan sonra esansiyel
HT tanis1 konulur. 12 yas alti, non dipper HT, gece HT, DKB
yiiksekligi 6n planda olanlarda ve ultrasonografide iki bobrek boyutu
arasinda Smm’den fazla boyut farki olanlarda sekonder HT
aragtirilmalidir. Hipokalemi yada hiperkalemi monogenik HT
nedenlerini diistindiirtir (Flynn & ark., 2012).

Tablo 3: Cocuklarda HT nin yaslara gére nedenleri

Yenidogan Renal arter trombozu veya embolisi, renal ven trombozu, renal arter stenozu,
konjenital renal anomali, AK, umblikal arter kataterizasyonuna bagl renal
parankimal infarkt, bronkopulmoner displazi

Infantil dénem AK, renovaskiiler hastalik, renal parankimal hastalik

1-6 yas Renal parankimal hastalik, renovaskiiler hastalik, AK, endokrinolojik sebepler

6-12 yas Renal parankimal hastalik, renovaskiiler hastalik, primer HT, AK,
endokrinolojik sebepler, iatrojenik

>12 yas Primer HT, iatrojenik, renal parankimal hastalik, AK, endokrinolojik sebepler

Kaynak: Flynn, J. & ark. (2012) Clinical and Demographic Characteristics of Children
with Hypertension. Hypertension 60(4): 1047-54.
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Hipertansif Hastanin Degerlendirilmesi

Bir ¢ocukta KB yiiksek saptandiginda ayrintili bir sekilde
degerlendirilmelidir. Bu degerlendirmedeki amag; HT nin varligini
dogrulamak (gerek olursa YIKBI), sebeplerini belirlemek, primer ve
sekonder HT ayrimimi yapabilmek, sekonder HT saptanmasi
durumunda tedavi edilebilir sebepleri diizeltmek, eslik eden
herhangi bir hastalik olup olmadigini arastirmak, u¢ organ hasari
varsa belirlemek son olarak tedavi yaklasimini ve prognozun
belirlenmesini etkileyecek risk faktorleri ve klinigi belirlemektir.
HT’yi degerlendirirken; yas, hipertansiyonun yiikii, u¢ organ hasari
ve risk faktorlerinin varlig1 géz 6niine alinmalidir.

Anamnez

Perinatal oykii, onceki tedaviler, mevcut kullandigi ilaglar,
beslenme Oykiisii, fiziksel aktivite dykiisii, psikososyal dykii ve aile
oykiisiinii iceren detayli 6ykii alinmalidir. Annenin gebelik sirasinda
yasadig1 komplikasyonlar, gestasyonel yas, dogum agirhigi ve
yenidogan yogun bakim iinitesinde hastanede yatis dykiisii varsa,
ozellikle de miidahale Oykiisi (umblikal katater dahil)
sorgulanmalidir. Beslenme aligkanliklar1 detayli bir sekilde
sorgulanmalidir. Artmis tuz tiikketiminin ¢ocukluk HT’na ve sol
ventrikiil kiitle indeksinde artisa yol agtig1 bilinmektedir. Artmis yag
tiketimi ise adipozite ve santral obezite ile iliskilidir. Evde
hazirlanan yiyeceklerin ve paketlenmis gidalarin tliketimi
sorgulanmalidir.  Fiziksel aktivite durumlart hakkinda bilgi

edinilmelidir.
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Fizik muayene

Basvuruda viicut agirligi, boy, viicut kitle indeksi (VKI)
persantilleri ile degerlendirilmelidir. HT tanis1 konulan ¢ocuklarda,
KB dort ekstremiteden dl¢iilmelidir. Normalde bacak ol¢limlerinde
kan basinci, kol 6lgiimlerine gore 10-20 mm Hg daha yiiksektir. Aksi
bulunursa, AK acisindan degerlendirme yapilmalidir (Gakidou &
ark., 2017; Sun & ark., 2007). Detayl fiziksel muayenelerle hem
HT’nin ikincil nedenleri teshis edilebilir hem de ug¢ organ hasariyla
ilgili bulgular tanimlanabilir. HT nedeniyle degerlendirilen
hastalarda dikkate alinmas1 gereken fiziksel muayene bulgulari;

e Genel muayene: 6dem, cushingoid goriiniim, biiyiime
geriligi
e Antropometrik dl¢iimler: viicut agirhg, boy, VKI

e Batin muayenesi: Yer kaplayan olusum (Wilms
timorii, noroblastom, feokromositoma, polikistik
bobrek hastaligi), hepatosplenomegali (otozomal
resesif polikistik bobrek hastaligi)

e Kardiyovaskiiler sistem muayenesi: Her iki kolda ve
bir bacakta nabiz ve kan basinci dl¢iimii, tifiiriimler:
kalp, karin, boyun, sirt, sol ventrikiil hipertrofisi veya
kalp yetmezligi bulgulari

e Hipertansiyonun gozlemlendigi
sendromlar/durumlarla ilgili 6zellikler: Norokutandz
hastaliklar, genetik (Turner sendromu, Williams

sendromu, Marfan sendromu), endokrin (Cushing
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sendromu, hipertiroidi, konjenital adrenal hiperplazi),
romatizmal (SLE, vaskiilit)

e Santral sinir sistem muayenesi: fundoskopik muayene,
fasiyal paralizi, diger (inme)

Laboratuvar testleri

Laboratuvar testlerinin amaci, altta yatan sekonder nedenleri
arastirmaktir. Oncelikli olarak basit tarama testleri (tam kan sayimu,
bobrek fonksiyon testleri, elektrolitler, lipid paneli, iiriner
ultrasonografi (USG) ve renal doppler USG) yapilmalidir. 2016 ESH
Kilavuzu ekokardiyografi (EKO), mikroalbuminiiri takibi ve
semptomatik olgularda goz dibi incelemesini 6nermektedir (Lurbe
& ark., 2016). 2017 AAP kilavuzunda ise ilk bagvuruda bu
degerlendirmelerden sadece EKO’nun yapilmasi Onerilmektedir.
Eger Oykii, fizik muayene ve ilk testler siiphe uyandiriyorsa ileri
tetkikler yapilmalidir. Plazma renin aktivitesi baskilanmis veya
aldosteron/renin orani artmis ise, erken yasta hipertansiyon tanisi
almig bir aile liyesi varsa veya hipokalemi mevcutsa, monogenik
hipertansiyon acisindan genetik analiz yapilmalidir.
Mikroalbuminiiri ve kan {irik asit seviyeleri ile ilgili yeterli veri
bulunmadig: i¢in, bu testlerin rutin kullanimi 6nerilmemektedir
(Flynn & ark., 2017).

Tedavi

Pediatrik HT i¢in hedefler, optimal KB korumanin yani sira ug
organ hasarmin Onlenmesi ve yetigkin donem HT’nin ortaya
c¢ikmasinin engellenmesini icermelidir. Tedavi yaklasimi ikiye
ayrilir; non farmakolojik ve farmakolojik tedavi. Diyetle
Hipertansiyonu Durdurma Yaklagimi (Dietary Approaches to Stop
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HT (DASH)) diyeti (Damasceno & ark., 2011) ve haftada 3 ile 5 giin
40 dakikalik iyi bir fiziksel aktivitenin (Torrance & ark., 2007)
baslatilmasi ve ila¢ tedavisine baslamadan once devam ettirilmesi
gerektigi kanitlanmigtir. DASH diyeti, taze sebze ve meyvelerin, tam
tahillarin, kuruyemislerin ve baklagillerin birden fazla porsiyonunu;
sodyum, seker ve yag orani yiiksek yiyeceklerin sinirlanmasini ve
makul miktarda yagsiz protein iiriinlerinin alinmasini igerir. HT nin
diizenlenmesinde bir sonraki adim, yasam tarzi degisikliklerine
ragmen basarisiz olan, KBH ve/veya DM ile birlikte hipertansiyonu
olan, u¢ organ hasar1 olan, semptomatik hipertansiyonu olan ve evre
2 hipertansiyonu olan hastalara farmakolojik tedavi uygulanmasidir.
Mevcut uygulama kilavuzlari, tek bir antihipertansif ilacin en diisiik
dozla baglatilmasini ve kan basinci 90 persantilin altina veya KBH
hastalarinda 50 persantilin altina inene kadar 2-4 haftadan sonra doz
artis1 veya ikinci bir ilacin eklenmesini énermektedir. ilk baslanan
ilag en etkin dozuna ¢ikarilmalidir, ikinci ilag farklt mekanizmaya
etki eden ila¢ seg¢ilmelidir. KBH, proteiniiri veya DM olan
hipertansif cocuklar i¢in, baslangi¢ tedavisi olarak anjiyotensin
doniistiiriicii enzim inhibitérii (ACEI) veya anjiyotensin reseptor
blokerleri (ARB), aksi halde kontrendikasyon yoksa tercih
edilmelidir. Kontrendikasyon durumunda ilk tercih kalsiyum kanal
blokerleridir (KKB). ACEI, ARB, uzun etkili KKB ve tiazid
diiiretikleri uygun baglangi¢ ajanlaridir (Ashraf, Irshad & Parry,
2020). Beta bloker tedavi yan etkilerinden (insiilin direncini arttirir,
astimlilarda bronkospazma neden olur, atletiklerde performansi
olumsuz etkiler) dolay1 ¢cocuklarda ilk tercih tedavi olarak se¢ilmez.

--16--



Hipertansif kriz ve yonetimi

Cocuklarda hipertansif oncelikli durum (urgency) ve
hipertansif acil durum (emergency) olarak ikiye ayrilir. Hipertansif
urgency; siddetli HT (>95p + 30 mmHg) veya kan basincinda hizl
artis olup, u¢ organ hasari1 veya major semptomlar yoktur. Hizl etkili
oral ya da IV antihipertansifler kullanilabilir. Hipertansif
emergency; semptomatik siddetli HT veya kan basincinda hizli artis
olup, bir veya daha fazla u¢ organ hasari tutulumu olmasidir. Bas
agrisi, bulanti, kusma, goérme bozukluklari, biling bozukluklari,
papilodem, retinal hemoraji, kalp yetmezligi, akciger 6demi, akut
bobrek zedelenmesi gibi durumlar eslik edebilir. Hastaneye
yatirilarak hizli etkili parenteral antihipertansiflerle tedavi edilir.
Hedeflenen kan basinci diisiisiiniin 1/3°1 ilk 12-24 saatte, geri kalan1

2-3 giinde saglanmalidir (Seeman, Hamdani & Mitsnefes 2019).

-17--



Kaynaklar

Basaran, C. & Demir, BK. (2021). Comparison of Childhood
Hypertension  Guidelines.  Giincel  Pediatri,19(3):393—405.
DOI: 10.4274/jcp.2021.24482

Flynn, JT. & ark. (2017). Clinical Practice Guideline for
Screening and Management of High Blood Pressure in Children and
Adolescents. Pediatrics, 140(3). DOI: 10.1542/peds.2017-1904

Weaver, DJ. (2019). Pediatric Hypertension: Review of
Updated Guidelines. Pediatr Rev., 40(7):354-8.
DOI: 10.1542/pir.2018-0014

Mourad, A. & ark. (2003). Arm Position and Blood Pressure:
A Risk Factor for Hypertension? Journal of human hypertension,
17(6): 389-95. DOI: 10.1038/sj.jhh.1001563

Pickering, TG. & ark. (2005). Recommendations for Blood
Pressure Measurement in Humans and Experimental Animals: Part
1: Blood Pressure Measurement in Humans: A Statement for
Professionals from the Subcommittee of Professional and Public
Education of the American Heart Association Council on High
Blood Pressure Research. Circulation 111(5): 697-716. DOI:
10.1161/01.CIR.0000154900.76284.F6

Lurbe, E. & ark. (2016). 2016 European Society of
Hypertension Guidelines for the Management of High Blood

Pressure in Children and Adolescents. Journal of hypertension
34(10): 1887—-1920. DOI: 10.1097/HJH.0000000000001039

Genovesi, S. & ark. (2020) How to Apply European and
American Guidelines on High Blood Pressure in Children and

--18--


https://doi.org/10.4274/jcp.2021.24482
https://doi.org/10.1542/pir.2018-0014

Adolescents. A Position Paper Endorsed by the Italian Society of
Hypertension and the Italian Society of Pediatrics. High blood
pressure & cardiovascular prevention: the official journal of the
Italian  Society of Hypertension 27(3): 183-93 DOL:
10.1007/s40292-020-00369-y

Stabouli, S. & ark. (2020) Redefining Hypertension in
Children and Adolescents: A Review of the Evidence Considered by
the European Society of Hypertension and American Academy of
Pediatrics Guidelines. Journal of hypertension 38(2): 196-200.
DOI: 10.1097/HJH.0000000000002247

Flynn, J. & ark. (2012) Clinical and Demographic
Characteristics of Children with Hypertension. Hypertension 60(4):
1047-54. DOI: 10.1161/HYPERTENSIONAHA.112.197525

Wiihl, E. & ark. (2002) Distribution of 24-h Ambulatory Blood
Pressure in Children: Normalized Reference Values and Role of
Body Dimensions. Journal of hypertension 20(10): 1995-2007.
DOI: 10.1097/00004872-200210000-00019

Goknar, N. & Caliskan, S. (2020) New Guidelines for the
Diagnosis, Evaluation, and Treatment of Pediatric Hypertension.
Tiirk Pediatri Arsivi 55(1): 11-22. DOIL:
10.14744/TurkPediatriArs.2020.92679

Stabouli, S. & ark. (2005) White-Coat and Masked
Hypertension in Children: Association with Target-Organ Damage.”
Pediatric Nephrology 20(8): 1151-55. DOI: 10.1007/s00467-005-
1979-5

--19--


https://doi.org/10.1097/hjh.0000000000002247
https://doi.org/10.1161/hypertensionaha.112.197525
https://doi.org/10.1097/00004872-200210000-00019
https://doi.org/10.14744%2FTurkPediatriArs.2020.92679
https://doi.org/10.1007/s00467-005-1979-5
https://doi.org/10.1007/s00467-005-1979-5

Yang, Q. & ark. (2012). Sodium Intake and Blood Pressure
among US Children and Adolescents.” Pediatrics 130(4): 611-19.
DOI: 10.1542/peds.2011-3870

Kit, BK. & ark. (2015). Prevalence of and Trends in
Dyslipidemia and Blood Pressure among US Children and
Adolescents, 1999-2012.” JAMA pediatrics 169(3): 272-79.
DOI: 10.1001/jamapediatrics.2014.3216

Gakidou, E. & ark. (2017). Global, Regional, and National
Comparative Risk Assessment of 84 Behavioural, Environmental
and Occupational, and Metabolic Risks or Clusters of Risks, 1990-
2016: A Systematic Analysis for the Global Burden of Disease Study
2016. The Lancet 390(10100): 1345-1422. DOI: 10.1016/S0140-
6736(17)32366-8

Sun, SS. & ark. (2007). Systolic Blood Pressure in Childhood
Predicts Hypertension and Metabolic Syndrome Later in Life.”
Pediatrics 119(2): 237-46. DOI: 10.1542/peds.2006-2543

Damasceno, MMC. & ark. (2011) The Association between
Blood Pressure in Adolescents and the Consumption of Fruits,
Vegetables and Fruit Juice- an Exploratory Study. Journal of clinical
nursing 20(11-12): 1553-60. DOI: 10.1111/5.1365-
2702.2010.03608.x

Torrance, BK. & ark. (2007) Overweight, Physical Activity
and High Blood Pressure in Children: A Review of the Literature.
Vascular Health and Risk Management 3(1): 139. PMID: 17583184

--20--


https://doi.org/10.1542/peds.2011-3870
https://doi.org/10.1001/jamapediatrics.2014.3216
https://doi.org/10.1016/s0140-6736(17)32366-8
https://doi.org/10.1016/s0140-6736(17)32366-8
https://doi.org/10.1542/peds.2006-2543
https://doi.org/10.1111/j.1365-2702.2010.03608.x
https://doi.org/10.1111/j.1365-2702.2010.03608.x
https://pubmed.ncbi.nlm.nih.gov/17583184

Ashraf, M., Irshad, M., Parry, NA. (2020) Pediatric
Hypertension: An Updated Review.” Clinical Hypertension 26(1).
DOI: 10.1186/s40885-020-00156-w

Seeman, T., Hamdani, G., Mitsnefes, M. (2019) Hypertensive
Crisis in Children and Adolescents.” Pediatric nephrology 34(12):
2523-37. DOI: 10.1007/s00467-018-4092-2

-21--


https://doi.org/10.1186/s40885-020-00156-w
https://doi.org/10.1007/s00467-018-4092-2

BOLUM II

Cocuk Gelisimi Perspektifinden Kronik Hastahk
Tamis1 Alan Cocuklar ve Aileleri: Zorluklar, Destek ve
Uyum Siireci

Burcu GULEY!

Giris

Kronik hastaliklar, tedavi edilemeyen veya yonetilmesi
gereken uzun siireli hastaliklar ifade eder ve ¢ocuklar arasinda ciddi
saglik sorunlarina yol agabilmektedir. Diinya Saghik Orgiitii’ne
(WHO) gore, kronik hastaliklar, cocuklarin hem fiziksel hem de
psikolojik gelisimlerini etkilemekle kalmaz, ayn1 zamanda ailelerin
sosyal yapisin1 ve ekonomik durumunu da zorlamaktadir (WHO,
2020). Bu boliimde ¢ocuk gelisimi perspektifinden kronik hastalik
tanist almis c¢ocuklar ve ailelerinin karsilastigi  zorluklara

' Ogr. Gor. Dr. Mus Alparslan Universitesi, Saglik Hizmetleri Meslek Yiiksekokulu, ORCID:
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odaklanilarak tedavi siirecinde yasanan psikolojik, sosyal ve
ekonomik etkileri incelenecek, ayrica bu siiregcte uygulanabilecek
etkili destek ve bakim stratejileri tartigilacaktir.

Kronik hastaliklar, her yastan bireyi etkileyebilse de
cocuklarda farkli yasamsal ve gelisimsel etkiler yaratir. Cocuklar,
fiziksel ve psikolojik olarak en hizli gelisen yas grubunu
olusturduklarindan, hastaliklarla miicadeleleri, onlarin genel yasam
kalitesini ve sosyal etkilesimlerini derinden etkilemektedir. Ayni
zamanda, ailelerin bu siiregte karsilastigr zorluklar, cocuklarin
hastalikla miicadelelerini dolayli yoldan etkiler. Bu yazinin amaci
hem ¢ocuklar hem de aileler i¢in bu zorluklar1 anlamak ve ¢6ziim

Onerileri sunmaktir.

Kronik Hastaliklarin Cocuklar Uzerindeki Etkisi

Cocuklar, kronik hastaliklarla miicadele ederken, bu
hastaliklarin fizyolojik ve psikolojik etkileriyle basa ¢ikmak zorunda
kalmaktadirlar. Bu etkiler, hastaligin tiiriine, cocugun yas1 ve gelisim
diizeyine, tedavi siirecinin yonetimine gore farklilik gosterse de
genelde ¢ok yonlii ve uzun vadeli olabilmektedir.

Fiziksel Etkiler: Kronik hastaliklar, cocugun fiziksel sagligini
onemli lgiide etkileyen hastaliklardandir. Ozellikle diyabet, astim,
kanser ve kalp hastaliklar1 gibi hastaliklar, cocugun bagisiklik
sistemini zayiflatabilir, biiylime siireclerini yavaslatabilir ve fiziksel
aktivitelerde sinirlamalara neden olabilmektedir (Nelson et al.,
2017). Cocugun diizenli olarak tedavi almasi, hastaneye yatmasi ve
ilag kullanmasi, onun fiziksel giiciinii zayiflatmaktadir. Ornegin,
kanser tedavisi goren bir cocuk, kemoterapi siirecinin yan etkileri
olan sa¢ dokiilmesi, mide bulantis1 ve halsizlik gibi durumlarla
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miicadele etmek zorunda kalmasi ayrica siirekli tedavi ve hastaneye
yatiglar, cocugun normal yasamsal aktivitelerini ve sosyal
etkilesimlerini kisitlayabilmektedir.

Psikolojik Etkiler: Kronik hastaliklarin, ¢ocuklar iizerinde
psikolojik etkileri de oldukga biiyiiktiir. Tedavi siirecinde yasanan
belirsizlik, hastaligin siirekli bir tehdit olusturmasi ve hastalikla ilgili
yasanan fiziksel zorluklar, ¢ocugun kaygi, depresyon ve travma
sonras1 stres bozuklugu (TSSB) gibi psikolojik sorunlar yasamasina
neden olmaktadir (Jaser & White, 2017). Cocuklar, hastaliklariyla
basa ¢ikarken, genellikle normal gelisim siireclerinden geri
kalabilirler. Okula gidememek, arkadaslarindan uzak kalmak ve
hastalik nedeniyle 6z giiven kaybi, psikolojik sorunlarin temel
nedenleri arasinda yer alir. Bu sorunlar, 6zellikle sosyal baglarini
giiclendirmeye calistigi donemde cocugun kimlik gelisimini de
etkileyebilmektedir.

Cocugun hastaligi, aile liyeleriyle olan iliskileri tizerinde de
psikolojik etkiler yaratabilir. Ebeveynler, c¢ocuklarmmin tedavi
stirecinde yasadiklar1 sikintilar1 ve endiseleri derinden hissederler,
bu da ebeveynlerin psikolojik sagliklarint olumsuz yonde
etkileyebilir.

Aileler Uzerindeki Etkiler

Kronik hastalik, sadece cocugu degil, ayn1 zamanda tiim aileyi
etkileyen bir durumdur. Aile tyeleri, ¢ocuklarinin tedavi siirecine
katilim saglamak ve onlara siirekli bakim sunmak zorunda
olduklarindan, bu durum ailede psikolojik, sosyal ve ekonomik
baskilara yol agabilir.
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Duygusal Etkiler: Ebeveynler, c¢ocuklarinin hastaliklar
hakkinda derin bir kaygi ve sugluluk duygusu yasayabilmektedir.
Ebeveynlerin ¢ogu, ¢ocuklarinin hastaligina dair sorumluluk
hissettikleri i¢in sucluluk duymakta bununla birlikte, ¢ocugun
hastaligina dair siirekli endiseler ve belirsizlikler, ebeveynlerin
depresyon, stres ve tikenmislik gibi duygusal sorunlar
yasamaktadirlar (Haas et al.,, 2015). Ebeveynler, tedavi siireci
boyunca hem ¢ocuga hem de kendilerine psikolojik destek saglamak
zorunda kalabilmektedirler.

Sosyal Etkiler: Aileler i¢in sosyal etkiler de Onemli bir
konudur. Cocugun hastaligr nedeniyle aileler, sosyal etkinliklere
katilamayabilir, seyahat ve tatil planlart gibi normal yasam
aktiviteleri kisitlanabilir. Ebeveynler, cocugun tedavi siirecini
yonetmek i¢in siirekli hastane ziyaretlerinde bulunacaklarindan,
sosyal hayatlar1 biiyliik dl¢liide daralmaktadir (Gao et al., 2019).
Ayrica, bazi aileler, toplumdaki kronik hastalikla ilgili bilgi
eksiklikleri nedeniyle dislanmighik hissi yasayabilir. Bu durum,
ozellikle toplumda farkindalik yaratilmadiginda daha da
belirginlesebilmektedir.

Ekonomik Etkiler: Kronik hastaliklarin tedavi siirecleri
genellikle pahalidir bu nedenle uzun siireli tedavi, ilag kullanimi ve
hastaneye yatiglar, ailelerin ekonomik durumunu zorlamaktadir
(Shields et al., 2016). Ailelerin bir kismi, tedavi masraflarini
kargilamak i¢in ek isler yapmak zorunda kalabilir veya bir ebeveyn
cocugun ihtiyaclarin1 giderebilmek ve bakimini saglayabilmek icin
isten ayrilmak zorunda kalabilir. Ozellikle diisiik gelirli ailelerde,
cocuklarmin  tedavi masraflarim1  karsilamak i¢cin  yasam
standartlarinda belirgin bir diisiis olabilmektedir.
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Kronik Hastaliga Yonelik Bakim ve Destek

Kronik hastaliklarla miicadele eden ¢ocuklar ve aileleri i¢in
kapsaml1 bir bakim ve destek siireci gereklidir. Bu siireg, sadece tibbi
bakimi kapsamakla kalmaz psikolojik, sosyal ve egitimsel destek de
biiyiik 6nem tasir.

Tibbi Destek: Kronik hastaliklarin yonetimi, multidisipliner
bir yaklasim gerektirir. Cocugun tedavi plani, uzman hekimler,
hemsireler ve diger saglik profesyonelleri tarafindan dikkatlice
izlenmelidir. Tedavi silirecinin yonetilmesi, ¢ocugun fiziksel
durumunun 1iyilestirilmesi ve yan etkilerin en aza indirilmesi i¢in
bliylikk 6nem tasimaktadir. Ayrica, erken teshis ve miidahale,
hastaligin ilerlemesini O6nlemeye yardimci olabilir (Bauer et al.,
2016). T1bbi destek, cocugun tedavi siirecindeki yan etkilerini en aza
indirgemek ve hastaligin yonetimini daha etkin hale getirmek icin

kritik bir rol oynamaktadir.

Psikolojik Destek: Cocuklar ve aileler, psikolojik destek alarak
hastalikla basa ¢ikma stratejilerini 6grenebilmektedirler. Aile
terapisi, ebeveynlerin duygusal zorluklarla basa c¢ikmalarina
yardime1 olarak ¢ocuklarin hastaliklariyla daha iyi basa ¢ikmalarina
olanak tamimaktadir. Ayrica, c¢ocuklar i¢in 06zel psikolojik
danigmanlik hizmetleri sunmak, onlarin duygusal iyilesmelerini
desteklemektedir. Psikolojik destek, hastaligin getirdigi psikolojik
yiikleri hafifletebilir ve ¢ocugun yasam kalitesini artirabilir (Jaser &
White, 2017).

Sosyal Destek: Sosyal destek, ailelerin bu siire¢le basa
c¢ikmalarina yardimci olabilir. Hastalikla ilgili sosyal hizmetler,
ailelerin ekonomik yiiklerini hafifletebilir ve destek gruplar

--26--



araciligiyla aileler, benzer durumu yasayan diger Kkisilerle
deneyimlerini  paylasabilirler. ~ Ayrica, okullarda  yapilan
diizenlemeler, cocuklarin egitim hayatina devam etmelerini saglar ve
cocuklarin sosyal iliskilerini giiclendirir (Spector, 2015).

Cocuk Gelisimi Perspektifinden Kronik Hastaliklarin Etkileri

Cocukluk donemi, bir bireyin en hizli gelisim gosterdigi,
fiziksel, biligsel, sosyal ve duygusal becerilerin temellerinin atildigi
onemli bir donemdir. Bu donemde yasanan her tiir deneyim,
cocugun gelisimini dogrudan etkileyebilir. Kronik hastaliklar, bu
kritik donemde ¢ocuklarin gelisimini hem engelleyebilir hem de
degistirici etkiler yaratabilir.

Fiziksel Gelisim: Kronik hastaliklar, c¢ocugun fiziksel
gelisimini dogrudan etkileyebilir. Ozellikle biiyiime hormonu,
kemik gelisimi ve kas-iskelet sistemi iizerinde kalic1 etkiler
birakabilir (Nelson et al., 2017). Cocuk gelisimciler, bu tiir
hastaliklarin ¢ocuklarin motor becerilerini, kas giiciinii ve genel
fiziksel aktivitelerini nasil smirladigini goézlemlerler. Ornegin,
tedavi stlirecinde kullanilan bazi ilaglar, ¢ocugun kas tonusunu
etkileyebilir veya fiziksel aktivitelerini kisitlayabilir. Bu durum,
cocugun dzgiivenini ve benlik saygisini olumsuz etkileyebilir.

Biligsel Gelisim: Kronik hastaliklar, cocugun biligsel gelisimi
izerinde de belirgin etkiler yaratabilir. Uzun siireli hastaliklar,
cocugun dikkatini, 6grenme yetenegini ve akademik basarisini
engelleyebilir (Lau et al., 2016). Okula gidememek, sosyal izolasyon
ve tedavi siirecinin stresi, ¢ocuklarin biligsel becerilerini
gelistirmelerini  engelleyebilir. Cocuk gelisimciler, c¢ocuklarin
hastalik nedeniyle okulda yasadiklar1 kesintilerin bilissel gelisim
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iizerindeki uzun vadeli etkilerini inceleyebilirler. Bu durum,
ozellikle okul c¢agindaki cocuklarda akademik geriliklere yol
acabilir.

Duygusal ve Sosyal Gelisim: Cocuk gelisimi agisindan belki
de en oOnemli alanlardan biri, ¢ocugun duygusal ve sosyal
gelisimidir. Kronik hastaliklar, c¢ocuklarin normal gelisim
stireglerini, arkadaslik iliskilerini ve duygusal dengeyi 6nemli 6l¢lide
etkileyebilir. Bu sliregte, ¢cocuklarin duygusal yanitlari, hastaligin
tiiriine ve tedavi slirecine gore degisiklik gosterebilir. Baz1 ¢ocuklar
kaygi, depresyon ve korku gibi duygusal sorunlar yasarken, digerleri
ise asir1 bagimli hale gelebilir (Jaser & White, 2017). Cocuk
gelisimciler, bu noktada ¢ocugun sosyal becerilerini ve duygusal
dayanikliligini giiclendirmek i¢in ailelerin nasil bir ortam yaratmasi
gerektigine dair rehberlik yapabilirler.

Kronik Hastaliklarin Aile Dinamikleri Uzerindeki Etkisi

Aileler, ¢ocuklarinin sagligini iyilestirmek i¢in yogun bir ¢aba
sarf ederken, cocuk gelisimciler de aile i¢indeki etkilesimleri,
cocukla ebeveyn arasindaki iliskiyi ve genel aile dinamiklerini
inceleyerek, bu siirecin ¢ocuk gelisimi lizerindeki etkilerine dikkat
cekerler. Ailelerin, ¢ocugun hastaliina nasil yamt verdikleri,
cocugun duygusal ve psikolojik gelisimini etkileyebilir.

Ebeveynlerin Rolii: Ebeveynler, ¢cocuklarin tedavi siirecinde
onemli bir rol oynar. Cocuk gelisimciler, ebeveynlerin ¢ocuklarina
nasil yaklasmasi gerektigine dair rehberlik sunarak hem ebeveynin
hem de c¢ocugun psikolojik saghgmi iyilestirebilirler. Ozellikle
duygusal zorluklar yasayan ¢ocuklar i¢in ebeveynlerin tutumlari,
cocugun hastalikla nasil baga ¢ikacagini belirlemede kritik rol oynar.
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Ebeveynlerin destekleyici ve empatik tutumlari, ¢cocugun duygusal
yilesmesini kolaylastirabilir (Haas et al., 2015).

Aile I¢i lletisim: Aile icindeki iletisim, cocugun hastalik
sirecine uyum saglamasinda Onemli bir faktordiir. Kronik
hastaliklar, aile iiyeleri arasinda stres ve ¢atisma yaratabilir. Cocuk
gelisimciler, aile i¢indeki ¢atismalarin ¢éziilmesi, ebeveynler arasi
uyum ve duygusal destek i¢in aile terapisi gibi yontemleri dnererek,
aile dinamiklerini gii¢clendirebilirler. Ayrica, ¢ocugun tedavi
stirecinde aktif bir rol almasi saglanarak, ¢ocugun sorumluluk
duygusunun artmasi ve psikolojik dayanikliligmmin giliglenmesi
saglanabilir.

Kardes iliskileri: Kronik hastaliga sahip bir ¢ocuk, ailedeki
diger kardesler tlizerinde de etkiler yaratabilir. Kardesler, siklikla
"thmal edilmis" veya "goriinmeyen" hissedebilirler, ¢linkii hasta
cocuga daha fazla ilgi gosterilir. Bu durum, kardesler arasinda
kiskanma, yalmzlik ve diglanmislik duygulari yaratabilir. Cocuk
gelisimciler, kardesler arasindaki saglikli etkilesimi tesvik etmek,
her ¢cocugun kendini degerli ve 6nemli hissetmesini saglamak icin
ailelere rehberlik yapabilirler.

Egitimsel Destek ve Cocuk Gelisimcilerin Rolii

Kronik hastaliklar1 olan g¢ocuklar, egitim siireclerinde ciddi
zorluklarla karsilasabilirler. Egitimdeki aksakliklar, gocugun biligsel
gelisimi tlizerinde kalict etkiler birakabilir. Cocuk gelisimciler,
egitimsel destegin Onemini vurgularlar ve 0Ozel egitim
gereksinimlerini géz oniinde bulundururlar. Okullarda uygulanacak
esnek egitim programlari, hastalik nedeniyle uzun siire okuldan uzak
kalan ¢ocuklarin egitsel geriliklerini engelleyebilir.
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Okul ve Sosyal Etkilesim: Kronik hastaligi olan c¢ocuklar,
okulda ya da sosyal ¢evrelerinde zorluklarla karsilasabilirler. Cocuk
gelisimciler, bu ¢ocuklarin okuldaki sosyal etkilesimlerini artirmak
icin oOnerilerde bulunabilirler. Ornegin, 6zel egitim hizmetleri,
cocuklarin egitimdeki firsatlarini artirabilir ve arkadaslariyla daha
saglikli iligkiler kurmalarima yardimer olabilir. Ayn1 zamanda,
ogretmenler ve okul personeli ile is birligi yaparak, c¢ocuklarin
hastaliklariyla ilgili farkindalik yaratilabilir ve okulda destekleyici
bir ortam saglanabilir (Spector, 2015).

Cocuk Gelisimi Perspektifinden Coziim Onerileri

Cocuk gelisimciler, kronik hastaliklara sahip g¢ocuklar ve
aileleri i¢in ¢esitli ¢ozlim Onerileri gelistirebilirler. Bu Oneriler,
tedavi siirecindeki psikolojik ve duygusal destekten, egitimsel ve

sosyal uyum siireclerine kadar genis bir yelpazeyi kapsar:

Psikolojik Destek: Cocuklarin hastalik siireci ile basa
cikabilmesi i¢in psikolojik destek onemlidir. Cocuk gelisimciler,
cocuklar i¢in terapotik miidahaleler ve aileler i¢in rehberlik
programlar1  Onererek, duygusal iyilesme siireglerine katki
saglayabilirler.

Aile Egitimi: Ebeveynlere yonelik rehberlik ve egitim
programlari, ¢cocuklarin tedavi siireglerinde daha etkili bir sekilde
destek olabilmelerini saglar. Ailelerin bilinglendirilmesi, cocuklarin
sosyal ve duygusal gelisimlerinin iyilestirilmesine yardimci olabilir.

Okul Destegi: Okulda egitimsel ve sosyal destegin artirilmast,
cocuklarin akademik gelisimlerinin desteklenmesine olanak tanir.
Okulda 0Ogretmenlerin  bilinglendirilmesi, ¢ocuklarin  sosyal

etkilesimlerini artirabilir.
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Cocuklarin Sosyal Becerilerini Gelistirme: Sosyal etkilesimi
simirlt olan ¢ocuklar i¢in grup terapileri, sosyal beceri gelisim
programlari ve oyun terapileri, ¢ocuklarin arkadaghik iliskileri
kurmalarina yardimer olabilir.

Psikolojik Destek ve Terapotik Miidahaleler: Kronik
hastaliklarla miicadele eden c¢ocuklarin psikolojik destek almasi,
hastalikla  basa ¢ikmalarmmi  kolaylastiracaktir.  Psikolojik
danismanlik ve terapiler, cocuklarin hastaliklariyla yilizlesmelerine,

duygusal zorluklariyla bas etmelerine yardimci olabilir (Jaser &
White, 2017).

e Bireysel Terapiler: Cocuklarin hastaliklar ile ilgili
kaygi, depresyon, korku ve sucluluk gibi duygusal
yiiklerini hafifletmek icin bireysel psikoterapi dnemli
bir aractir. Ozellikle bilissel-davranis¢1 terapi (CBT),
cocuklarin olumsuz diistince kaliplarini
degistirmelerine ve duygusal zorluklarla basa
cikmalarina yardimci olabilir (Haas, Aroian, &
McManus, 2015).

o Aile Terapisi: Aile terapisi, ebeveynlerin ve
cocuklarin, hastaligin getirdigi stres ve zorluklarla bas
etmelerini  kolaylastirabilir.  Ailelerin  birbirlerine
duygusal destek sunarak, saglikli iletisim kurmalarini
saglayacak stratejiler gelistirilmelidir (Gao et al.,
2019).

e Oyun Terapisi: Cocuk gelisimciler, hastalikla
miicadele eden cocuklar i¢in oyun terapisi gibi yaratici
terapotik yontemleri Onerebilirler. Oyun, ¢ocuklarin
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duygusal ifadelerini ve sosyal becerilerini
gelistirmelerine yardimer olabilir, 6zellikle de kiigiik
yas gruplarinda (Shields et al., 2016).

Egitimsel Destek ve Okul Destegi: Kronik hastaliklar
nedeniyle okula devam edemeyen veya smirli katilim gosteren
cocuklar, egitimde geri kalabilirler. Bu durumu oOnlemek igin,
egitimcilere yonelik farkindalik programlari ve okullarda saglanan

esnek egitim destekleri 6nemlidir (Nelson et al., 2017).

e Esnek Egitim Modelleri: Kronik hastaligi olan
cocuklar i¢in okullarda bireysellestirilmis egitim
planlar1 (BEP) hazirlanabilir. Bu planlar, ¢ocugun
hastalik durumu g6z 6niinde bulundurularak, okulda
egitim alirken yasadigi zorluklari minimize etmeye
yonelik diizenlemeler icerir. Evde egitim destegi, video

konferansla derslere katilim gibi se¢cenekler sunulabilir
(Bauer et al., 2016).

e Ozel Egitim Destegi: Cocuklarin hastalik siire¢lerinde
akademik gerilik yasamamalar1 i¢in 0Ozel egitim
hizmetlerine  yonlendirilmeleri  gerekir.  Okulda
ogrenme giicliikkleri yasayan cocuklar i¢in rehberlik
servisleri, 0Ozel Ogretmen destegi veya ek siif
etkinlikleri 6nerilebilir (Spector, 2015).

e Sosyal Destek ve Akran Iliskileri: Cocuk
gelisimciler, okulda ¢ocuklarin sosyal becerilerini
gelistirmelerine yonelik programlar tasarlayabilir. Bu,
cocuklarin arkadaslik iliskilerini giliclendirmeleri ve
okuldaki sosyal etkilesimlerde daha fazla yer
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alabilmeleri i¢in 6nemlidir. Akran destek gruplari veya
grup terapileri, ¢ocuklarin duygusal ve sosyal
gelisimlerini tesvik edebilir (Shields et al., 2016).

Aile Egitimi ve Destek: Ailelerin ¢ocuklarinin kronik
hastaliklariyla bagsa ¢ikarken yasadigi psikolojik yiikii hafifletmek
icin ¢esitli destek programlari olusturulmalidir (Jaser & White,
2017).

e Aile Egitimi Programlari: Ebeveynler, ¢ocuklarinin
hastaliklariyla ilgili bilgi sahibi olmal1 ve dogru bakim
yontemlerini  dgrenmelidirler.  Ailelere  yonelik
diizenlenecek seminerler, egitimler ve rehberlik
programlari hem ¢ocugun hem de ailenin siirecle basa
cikmalarin1  kolaylastirabilir (Bauer et al., 2016).
Ebeveynlerin stresle basa ¢ikma yontemleri, zaman
yonetimi ve c¢ocugun psikolojik ihtiyaglarini
anlamalar1 adna egitilmeleri gerekir.

e Duygusal Destek Gruplari: Kronik hastaliklarla
miicadele eden c¢ocuklarin ebeveynleri, benzer
deneyimler yasayan diger ailelerle bir araya
gelebilecegi destek gruplarina katilabilirler. Bu tiir
gruplar, ailelerin birbirlerine duygusal destek
sunmalarmi saglayarak, izolasyonu ve tlikenmisligi
engelleyebilir (Haas et al., 2015).

Sosyal Destek ve Toplumsal Farkindalik: Toplumda kronik
hastaliklarin farkindaliginin artirilmasi, hastalikla miicadele eden
cocuklar ve ailelerine daha fazla destek sunulmasina yardimci
olabilir (WHO, 2020).
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Toplumsal Farkindahk Kampanyalari: Kronik
hastaliklarin ¢ocuklar {izerindeki etkilerine dair
farkindalik olusturmak, toplumun bu ailelere yonelik
duyarhiligmmi  artirabilir.  Okullarda  ve  yerel
topluluklarda diizenlenecek egitim kampanyalari,
kronik hastaliklarla yasayan c¢ocuklarin daha 1yi
anlasilmasina olanak tanir (Spector, 2015).

Toplumsal Destek Agi: Sosyal hizmet saglayicilari,
saglik profesyonelleri ve goniillii kuruluslar, ailelere
yonelik cesitli destek aglar1 olusturabilir. Yardim
kuruluslari, finansal destek saglama, ulasim hizmetleri
ve psikolojik destek gibi alanlarda ailelere yardimeci
olabilir (Shields et al., 2016).

Cocugun Kendilik Gelisimi ve Bagimsizhk: Cocuklarin

hastalik siirecinde, kendilik duygularim1  koruyabilmesi ve

bagimsizliklarini siirdiirebilmesi biiyiik 6nem tasir (Jaser & White,

2017).

Bagimsizhk ve Sorumluluk: Cocuklarin tedavi
stirecine aktif katilimini tegvik etmek, onlar1 giiglii ve
bagimsiz bireyler olarak yetistirmek i¢in dnemlidir.
Ebeveynler, cocuklariyla birlikte kararlar almali ve
hastalik yonetiminde onlara sorumluluk vermelidir. Bu
slireg,  ¢ocugun  Ozgilivenini  ve  Ozsaygisini
giiclendirebilir (Nelson et al., 2017).

Kendi Kendine Yardim Becerileri: Kronik
hastaliklarin getirdigi sinirlamalar iginde ¢ocuklara,
kendine yardim becerileri kazandirmak Onemlidir.
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Ozellikle geng yastaki cocuklar icin, hastalik yonetimi
konusunda bilgi saglamak ve onlara kendilerini daha
bagimsiz hissettirecek yontemler 6gretmek, duygusal
iyilik halleri iizerinde olumlu etkiler yaratabilir (Bauer
et al., 2016).

Sonuglar

Kronik hastaliklar, cocuklarin fizyolojik, psikolojik ve sosyal
gelisimlerini derinden etkileyebilir. Cocuk gelisimi perspektifinden
bakildiginda, kronik hastalik tanisi, gocugun genel yasam kalitesini,
egitim hayatini, sosyal iligkilerini ve duygusal iyilik halini olumsuz
yonde etkileyebilir. Hastalik siirecinin, sadece ¢ocugu degil, ayni
zamanda tiim aileyi etkileyen ¢ok boyutlu bir olgu oldugunu goz
onlinde bulundurursak, aile icindeki dinamikler, ebeveyn-¢ocuk
iligkileri ve okulda saglanan destek, ¢cocugun iyilesme siirecinde
belirleyici faktorlerdir. Cocuk gelisimciler, bu siiregte ¢ocugun
gelisimsel ihtiyaclarint g6z Oniinde bulundurarak, ailelere,
egitimcilere ve saglik profesyonellerine yonelik 6nemli stratejiler
gelistirebilir (Gao, Y1, & Smith, 2019).

Kronik hastaliklarin ¢ocuk iizerindeki etkileri, genellikle
fiziksel smirlamalarla baslar, ancak zamanla psikolojik ve sosyal
sorunlara doniisebilir. Cocuklar, hastaliklariyla ilgili stirekli kaygi,
depresyon ve travma sonrasi stres bozuklugu (TSSB) gibi sorunlarla
karsilasabilir (Shields, McLeod, & Dawes, 2016). Ayrica, tedavi
stireci nedeniyle okuldan ve arkadaslardan uzak kalan ¢ocuklar,
biligsel gerilik ve sosyal izolasyon gibi ikinci dereceden sorunlarla
da karsilasabilirler (Nelson, Fisher, & Jones, 2017). Cocuk
gelisimciler, bu etkileri anlamali ve c¢ocuklarin gelisimsel

ihtiyaclarina uygun miidahaleler tasarlamalidir.
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Aileler i¢inse, kronik hastaliklar genellikle sosyal, duygusal ve
ekonomik anlamda biiyiik bir yiik olusturur. Ebeveynler,
cocuklariin saglik durumu konusunda stirekli bir kaygi ve stres
yasarken, ayn1 zamanda aile i¢indeki diger ¢ocuklarla da dengeli
iligkiler kurmaya calisirlar (Jaser & White, 2017). Aile icindeki
destekleyici bir ortamin saglanmasi hem ¢ocugun hem de ailenin bu
stiregten daha az olumsuz etkilenmesini saglayabilir (Bauer, Brown,
& McCaskill, 2016).

Sonug¢ olarak, cocuklarin fiziksel, psikolojik ve sosyal
gelisimlerinin desteklenmesi, sadece tibbi tedaviye odaklanmanin
otesine gecmelidir. Cocuk gelisimciler, bu siiregte hem ¢ocuga hem
de aileye yonelik biitlinciil bir yaklasim benimsemeli ve her iki
tarafin da desteklenmesini saglamalidir.
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BOLUM I1I

Hair loss and psychological effects after accidents and
operations in children

Servet TERZILER!

Introduction

One of the most important characteristics of childhood is the
process of individuals separating from their families and socializing
within society. The inability of a child or, more generally, an
individual to establish social relationships within society is
considered a psychiatric illness in itself (James, 2022; Hajal and
Paley, 2020). Therefore, it is possible to argue that the relationship
between individuals and the social structure is an important factor in
all stages, including modern medicine, that may affect the health
levels of individuals, disease factors, participation in the health
system and self-care, and active participation in treatment processes,

and that this is related to psychological well-being.
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During childhood, individuals' physiological development,
psychological structures and well-being, which are effective in the
management of their illnesses and the success of the treatment
process, are actually determined by the relationships that individuals
establish with the social structure (Highlander et al, 2022; Smit et al,
2022; Tonarely et al, 2021). The child, who enters the social
structure after the family, adapts to the new environment on the one
hand, while individualization and personality development gain

importance on the other.

As a social being, individuals need to be accepted within a
society in order to continue their existence. According to this
phenomenon, which Giddens refers to as social identity, individuals
need to feel that they belong to that society in order to be accepted
within a society (Giddens, 2023; Kinnvall and Mitzen, 2020). The
most important indicators of this are the concepts of physical
appearance and body image. Especially during childhood, the effect
of body appearance and image on individuals who compare
themselves with other children after the family reaches its maximum
level during adolescence and becomes the main determinant in the
relationship of individuals with society. During this process, many
physical body parameters such as height, weight, skin color, teeth,
eye color, hair develop in a way that has important effects on the
individualization and socialization process of children.

In studies conducted on body image and image, hair in
particular has an important place. Although hair was a gender
template in the past due to the patriarchal structure within the social
structure, today it increasingly has a more similar feeling and
importance in girls and boys (Lisse and Milan, 2024; Rodgers et al.,
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2023). Hair is an important accessory that not only shapes children's
body image but also shapes their own style and style, and is an
important visual value of childhood. In girls' efforts to resemble their
mothers or female teachers as role models, and in boys' efforts to
resemble their fathers, a famous phenomenon or an adult role model
around them, hair plays an important role, and serves to bring
individuals closer to different identities and personalities in social
life.

During this entire process, hair loss may occur in children
due to some unwanted medical operations or accidents. During this
process, the child will struggle with the medical condition that
causes hair loss, while at the same time, he/she will lose an accessory
that has contributed significantly to the socialization process. At this
point, it is necessary to better understand the psychological effects
of hair loss on children and to offer solutions for these. In this regard,
the aim of this section is to examine the effects of hair loss in

children due to various reasons.

Body Image Perception and Psychological Effects in Childhood

Although there are many definitions regarding body image
perception, the most agreed upon and most general definition is the
level of perception of an individual towards their own body or how
the individual feels their body. Therefore, body image perception is
a cognitive concept and is related to how the body is perceived rather
than how its physical condition is (Rodgers et al, 2023; Jeronimo and
Carraca, 2022; Vandenbosch et al, 2022). Based on this, it is possible
to state that individuals with the same body characteristics may not
have the same body image perceptions.
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Since body image perception is cognitive, qualitative
concepts play an important role in body image perception, perhaps
even more so than quantitative parameters. These include the
environment in which the individual lives, the social perceptions of
individuals within this environment, and the relationships between
individuals (Alleva and Tylka, 2021; Ataria et al., 2021). In other
words, it is not how the body is and how it looks, but how it is
perceived in the social environment that is important. For example,
in Anatolia, it is considered good for people or more young people
to have body types defined as overweight or “chunky,” while thin
people are described as “frail,” “weak.” However, in cities, having a
fit body is more important. Therefore, it is possible to say that the
same body parameters are evaluated differently in different
environments and societies, and body image perception is shaped in
this way. On the other hand, some basic generally accepted body
image perception types such as hairlessness, crooked teeth, and short
stature are commonly described as negative body image perceptions
by most societies. In other words, although characteristics such as
being overweight or having dark skin may differ in some societies,
hair loss corresponds to a negative body image in most societies.
Although this evaluation is more ambiguous in adults due to social

rules, it can be much more obvious in children.

The most important transition process and the biggest change
experienced by individuals during childhood after the family is the
socialization process. Since individuals will strive to establish
themselves as individuals within society or adapt to that social
structure during this process, all factors affecting this process will
affect the socialization of individuals and therefore their
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psychological development (Khojanazarova, 2022; LeBaron and
Kelley, 2021; Simon, 2021). From this point of view, the perception
of body image, especially in children, will directly affect the child's
social psychological development and social structure.

In children, not only the perception of body image is
important for them, but also the perception of body image that others
have. Not only do individuals who think that there is a problem with
their appearance, such as hair or teeth, tend to be antisocial, but also
children who have not received sufficient social norms in their
family environment can develop peer bullying against these
individuals. A child who has not learned how and in what way to
react to such a situation within the family can cause psychological
pressure on the other child, even with just their constant and direct
gaze.

Another importance of body image in childhood is that body
structure is seen as a tool in resembling role models. As individuals
in childhood experience the most tendency to take role models, the
easiest way to resemble role models will be to physically imitate
them. Clothing, clothing, hairstyle, haircut similar to mother, father,
teacher, femme or a celebrity, all of these can be expressed as
psychological reflections of body image and appearance in
childhood. Problems and troubles experienced in these appearance
elements can cause antisocial personality disorder in children,
psychogenic disorders in the first stages, and neurotic disorders later

on.
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Causes of Hair Loss in Children

It is possible to examine hair loss in childhood under two
headings as hair loss and hair loss caused by trauma, surgery or
illness. In addition, it is possible to classify hair loss as temporary
hair loss and permanent hair loss. Therefore, since the body
continues to produce hair during childhood, it is possible to address
hair loss according to its causes and duration.

The causes of hair loss are mostly physiological and
biological, and include many reasons such as nutrition, vitamin
deficiency, stress, exposure to a certain stimulus, family and genetic
reasons. Also, diseases such as cancer, thyroid diseases, goiter and
their treatment processes are factors that cause hair loss. In addition,
hair loss can be seen in children due to reasons such as trauma,

accidents, injuries.

In dermatologically occurring hair loss, it is possible to stop
hair loss with treatment processes and to regain hair to a certain
extent, but permanent hair loss may occur in some diseases. A
similar situation is valid for hereditary diseases, and the type and
severity of the disease and changes in the treatment process play an

important determining role in this regard.

Kaptanoglu and Aygiin (2003) examined hair examination in
healthy child follow-up studies and evaluated hair loss in children as
intrinsic, familial and racial causes. These include local traumas,
drugs, hamartomas and nevi, endocrine causes, congenital and
genetic disorders. Dogan et al (2014) stated in their study on alopecia
areata in childhood that thyroid functions and genetic causes cause
significant hair loss in childhood. Tanridver et al (1992) indicated
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psychiatric disorders among the causes of hair loss in childhood, but
reported that in fact both are related and that hair loss also triggers
psychological disorders. Kagar et al (2014) reported in their study
that hair loss in children is mostly disease-related and that hair loss
in children is important at all ages due to cosmetic reasons. In
conclusion, hair loss in children is a health condition that can occur
for one or more reasons, temporary or permanent, but is a significant

problem in the psychological and psychiatric process for every child.

Psychological Effects of Hair Loss in Children

The fact that the social and psychological developments of
childhood coincide with physiological developments, and that
individuals are separated from their families and enter new
environments, all occur simultaneously. This process already brings
a psychological burden on individuals. In addition to this, hair loss
will cause a deficiency in the body image of children and will make
the child an open target for psychological harassment and peer
bullying by their peers.

A large part of the concepts such as respect and empathy that
individuals show towards each other in social life are learned
through living and experiencing within social life. Although some
rules of social and societal life are given to the child in advance
within the family, these essentially need to be experienced by the
child in order for them to be acquired and transformed into
acquisition. In other words, the child adopts the social rules that he
has learned the basics of from the family through experience.

This situation can actually be caused by children not fully
adopting the basic rules and regulations in social life, and can cause
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them to make negative comments about each other's appearance and
physical features, and to alienate the child. Hair loss can cause
psychological and sociological pressure on children, especially as a
reason for exclusion or at least partial alienation. Even in children
who have learned to suppress these feelings, even if there is no direct
mockery or exclusion of the child with hair loss, there can be
avoidance.

According the psychological disorders or negativities caused
by hair loss in general, it is possible to classify them as psychological
problems related to body image and social integration. In addition,
there are medical conditions such as illness or trauma that cause hair
loss and the psychological effects of their treatment process.
However, while it is possible to solve or intervene in medical
conditions that cause hair loss in the short term, intervening in the
psychological burden brought by body image and socialization and
struggling with its negative consequences is a longer and more
difficult process. Moreover, it is possible to state that the progressive
nature of psychotic disorders and their transformation into neurotic
disorders in later periods, hair loss, which seems like a simple
difference, can cause lifelong problems in children.

Conclusion

In all clinical and psychological studies conducted on
childhood, the main issues that emerge are the psychological
development of individuals and their integration within the social
structure. The development of psychological structure and body
image play an important role in the development of children's self-
care skills, in seeing themselves as a part of that structure within a

society with their peers, and in determining their roles. One of the
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most important parts of body image is hair. Unlike body image issues
that are the subject of plastic surgery or other surgical units, hair loss
is an issue that can actually be solved with less invasive procedures
and less medical intervention, and can yield more benefits compared
to other body image components.

Although hair transplantation is actually evaluated under
medical aesthetics and is seen as an elective procedure, in today's
limited number of studies, it is revealed that hair transplantation is
not an elective procedure but a mandatory procedure in terms of
psychological health. In order for individuals to feel that they belong
to that society, getting rid of their different appearance or at least
getting rid of that feeling is of great importance in terms of
preventing asocial personality disorder, which is a psychiatric
disease. In this respect, hair transplantation actually represents a
useful medical process in terms of preventing individuals from
feeling this discomfort, even if the society does not react as much as
they think. When we generally describe the surgical methods and
drugs used in medical treatment processes as "more beneficial than
harmful", hair transplantation actually represents an extremely
important treatment component and process in this respect.

The effects of hair loss in children are greater compared to
adults, and hair loss in children can lead to extremely important
health problems from a psychological and psychiatric perspective.
During childhood, hair is not only a matter of children evaluating
themselves and their appearance, but also of children around them
not being able to adjust their approach to children with hair loss,
which can lead to serious psychological and psychiatric problems in
the future. In other words, children with hair loss can be ostracized
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in society for purposes such as “having fun” and “making fun” more
than adults. This situation will bring about significant and effective
negativities that cannot be compared to the invasive effect of hair

transplantation in childhood.

In conclusion, hair is one of the most important parts of body
image development in children in terms of socialization and
psychological development. It is a subject where the child will
internally shape himself and resemble his role models, and
externally, the child may be subject to psychological bullying by his
peers. In this respect, hair loss in children should be eliminated to
the extent possible. For this, interdisciplinary studies are needed,
including not only medical aesthetics but also all branches of
psychiatry, psychology and pediatrics. Presenting the subject not
only conceptually but also theoretically, with quantitative data and
clinical applications, can help children who have experienced hair
loss and their families make decisions on this issue. Therefore, hair
transplantation in childhood can be described as a medical process
that provides a much more positive contribution than is thought.
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BOLUM IV

Cryptorchidism

Senay Kurtulus

Cryptorchidism, also known as undescended testis (UDT) is
the most common congenital defect of the male genitalia, is the
condition where one or both testes are not in the scrotum at birth. In
full-term male infants, the incidence is approximately 2-5%, and a
spontaneous testicular descent will occur in 80% of neonates by the
age of three months. Preterm infants have a significantly higher
incidence of cryptorchidism compared to full-term. Studies suggest
that up to 30% of preterm male infants are born with undescended
testes. For testicles that remain undescended at 6 months of age or
later, surgery is recommended. The American, European and British
scientific societies agree that orchidopexy should be performed
between 6 to 12 months of age to reduce the risk of testicular cancer
and protect spermatogenesis'~.
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Cryptorchidism can be unilateral or bilateral (10%), in
unilateral cryptorchidism, the left side is involved more often.
Around 70% of undescended testes are palpable, with 90%
identifiable in the inguinal canal. More than 90% of patients with
cryptorchidism will also have a concomitant patent processus
vaginalis or indirect inguinal hernias. Long-term issues with
untreated cryptorchidism include reduced male fertility (especially
with bilateral cryptorchidism), testis atrophy, testicular torsion,
increased risk of traumatic injury, and a higher risk of testicular
cancer. Although the exact cause is unknown, the most important
factor is prematurity and maternal factors such as smoking, genetics,
hormonal changes, and toxic environmental exposures have also
been suggested to be effective® .

EMBRYOLOGY AND TESTICULAR VASCULAR
ANATOMY

Testicular descent of the scrotum is a complex multiple-stage
process. Up to the time of sexual differentiation in the fetus at 7 to 8
weeks gestation, the fetal testis is held by the cranial suspensory
ligament and the gubernaculum in its lower pole. The cranial
suspensory ligament regresses, and the gubernaculum shortens,
pulling the testis towards the internal ring, accomplished by the 28th
week of gestation. Migration of the testis from the inguinal region to
the scrotum is under androgenic control, under the complete
androgen resistance or gonadotropin deficiency, inguinoscrotal
migration is absent.

At gestational week 28, the gubernaculum contracts, pulling
the testicle through the inguinal canal to the scrotum. Migration of
the gubernaculum and the testis to the scrotum is complete by 35

--52--



weeks. After migration, the processus vaginalis becomes secondarily
attached to the bottom of the scrotum. If the testis remains
undescended, the processus vaginalis remains patent as an indirect

hernia®”’.

The testicles are supplied primarily by the testicular artery,
which comes directly from the aorta, as well as the vasal and
cremasteric arteries which can generally maintain the viability of the
testis if the testicular artery is damaged or ligated. Preserving the
vessels supplying the testis during orchiopexy is crucial for
successful orchiopexy to ensure normal testicular size and texture.
In the management of intra-abdominal testes, laparoscopic
transection of the testicular vessels by dividing the spermatic vessels
(Fowler-Stephens orchiopexy) can be performed with a high success
rate due to the large collateral vascular supply between the testis,
vassal and cremasteric arteries'”.

DIAGNOSIS AND CLASSIFICATION

A thorough external genital examination aims to identify the
presence or absence of a palpable gonad and to determine the lowest
position in which it will sit comfortably without undue tension,
which is sufficient to diagnose UDT. First, the genitalia should be
inspected for the appearance of the scrotum and any inguinal
swelling suggesting a high testis or an associated hernia. The testis
lying within the scrotum is usually visible through the thin scrotal
skin (figure 1). Hypoplasia of the ipsilateral scrotum suggests that
the testis has never been within it, but the normal size is more likely
if the testis is retractile or ascending. A retractile testicle moves
easily from the scrotum to the inguinal canal under the cremasteric

reflex.
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Figure 1: In a 3-year-old male patient who presented with a
complaint of swelling in the right groin, a right inguinal hernia

(arrow) and testicles can be noticed in both scrotums.

The UDT is commonly classified as a palpable or non-palpable
testis to guide treatment better. Suppose the testicle cannot be
palpated in the scrotum. In that case, it is usually felt in the groin
area or can be removed, and intra-abdominal or intracanalicular
testes that cannot be delivered outside the external ring are
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uncommon. Sometimes, the UDT is located intra-abdominally, just
at the entrance of the internal inguinal ring. This condition is called
a "peeping testicle," which can be palpated when it slides into the
inguinal canal; however, it is not always palpable.

Once the mobile testis has been identified in the groin, one
hand of the examiner attempts to push the testis toward the scrotum
while the other hand attempts to grasp it through the thin scrotal skin.
This maneuver aims to determine the lowest level to which the testis
can be manipulated without undue tension. A retractile testis can be
easily moved back into the scrotum without any tension and will stay
there until the cremasteric reflex is triggered. While this condition is
not considered pathological, it requires careful monitoring. In some
cases, if the testicle remains mostly outside the scrotum,
orchidopexy may be necessary to correct the issue.

This is a true undescended testicle, which will immediately
rise out of the scrotum when released by the examiner. In addition,
unlike a true undescended testicle, a retractable testicle can be easily
found and pulled out from outside the scrotum and placed into the
scrotum without tension.The clinical difference between a normally
retractile testis and an undescended testis can be challenging to
identify.

An ectopic testis is a less common finding that is located
outside the normal path of descent. It most frequently presents as a
supraaponeurotic inguinal pouch, but it can also be found in other
areas, such as the suprapubic, perineal, or femoral regions, or even
in the contralateral scrotum.
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Truly nonpalpable testes occur in 5% to 28% of cases
involving undescended testes'!. These nonpalpable testes are
typically in the abdomen or the inguinal canal. The testis may be
absent altogether, a 'vanishing testis' condition. This absence is often
attributed to intrauterine torsion, which can lead to secondary
atrophy of the testis. Suppose the testis cannot be felt in its usual
position in the groin near the external inguinal ring. In that case,
other possible locations for an ectopic testis should be examined,
such as the femoral region, perineum, transverse scrotum and radix

penis.

MANAGEMENT UNDESCENDED TESTES
Hormone Treatment To Induce Descent

Based on the assumption that the testicle cannot complete its
descent due to a deficiency in the hypothalamic-pituitary-gonadal
axis, it has been tried with the idea that the necessary migration of
the gubernaculum can be achieved with the support of hCG,
gonadotropin-releasing Hormone (GnRH) and luteinizing hormone-
releasing hormone (LHRH). It is not considered a standard treatment
to achieve testicular descent because of its very low success rate;
however, the latest guideline published by the European Association
of Paediatric Urology in 2013 stated that medical treatment with
orchidopexy may be beneficial in terms of increasing the fertility
index. The adjunctive hormonal therapy to surgery, particularly the
GnRH is assumed to increase testicular germ cell maturity by
simulating the neonatal gonadotropin surge thereby elevating the
testicular testosterone level; which is believed to improve future
fertility!>14,
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Preoperative Management

Orchiopexy is the surgical repositioning of the testicle into the
scrotal sac and is the current standard surgical treatment. The key
factor affecting the outcome of surgical treatment for undescended
testes is the timing of the operation'>!®. Therefore, in the absence of
spontaneous testicular descent by six months it is recommended that
orchidopexy be performed between 6 months and two years of age,
preferably before the first year, to improve testicular growth and
prevent morphological changes. However, the successful scrotal
repositioning of the testis may reduce but not avoid the potential
long-term issues of infertility and testis cancer, so appropriate

counselling and follow-up are essential'*!"+!8,

A careful physical examination by an experienced
clinician can usually find cryptorchid testes in 70% of patients with

undescended testicles'>'.

Ultrasonography helps identify
nonpalpable testis in the inguinal canal. However, its diagnostic
sensitivity for intro-abdominal testis is less than 50%, with
specificity not exceeding 78%%°. There is a consensus in the
American and European Urological Association guidelines that
imaging should not be used to evaluate cryptorchidism because it is
inconsistent with physical examination findings and does not
contribute to the decision to operate. However, ultrasound is
recommended to assess unilateral or bilateral nonpalpable testes
because the location of the testis may alter the surgical approach or
obviate the need for diagnostic laparoscopy and may help assess

testicular size and viability?!2,
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Surgical Treatment

The surgical principle during orchiopexy is to mobilize the
testicle while preserving its vascularization, bring it into the scrotum,
and place it there. Orchiopexy can be performed in different ways
depending on the location of the testicle. The standard inguinal
approach is generally preferred and is the most common technique,
after the incision is made on the inguinal canal, the undescended
testicle, spermatic cord and, if present, the processus vaginalis
anteromedial to the spermatic cord are identified and dissected, the
testicle is lowered into the prepared dartos pouch and fixed
according to the surgeon's preference (figure 2 a,b). In the scrotal
approach, the above procedures are performed with an incision in the
ipsilateral scrotum up to the dartos fascia. Although both methods
are recommended, the incidence of atrophy is lower, surgery time is
shorter, and testicular retraction rates are similar in the scrotal
approach to the standard inguinal approach***4, The testis cannot be
mobilized sufficiently to pass from the inguinal canal into the
scrotum without tension. In that case, orchidopexy can be performed
by separating the inferior epigastric (Prentiss maneuver) or by
dividing it and preserving the transverse fascia (modified Prentiss
maneuver), allowing the spermatic vessels to reach the scrotum by a

shorter and more direct route?>%°,
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Figure 2: a. The hernia sac (blue arrow) is wrapped around the

vessels anteriorly with the vas deferens posteromedial (black
arrow), b. the standard inguinal approach involves locating the
testis, separating the normally positioned gubernaculum, opening
the tunica vaginalis, and evaluating the testicular anatomy, which
includes assessing the volume and confirming the presence of

testicular-epididymal separation.

Laparoscopic Approach
Approximately 15-20% of UDTs cannot be palpated; in this

case, the non-palpable testicle may be inguinal, intra-abdominal, or
atrophic due to intrauterine testicular torsion and is called a
vanishing testicle. Management of nonpalpable testis usually begins
with an examination under anesthesia and, if a testis can be
identified, orchiopexy is completed via an inguinal approach, if not
an exploratory laparoscopy should be performed. If the testis cannot
be visualized during diagnostic laparoscopy, it is important to
identify blind-ended vessels and the vas or testicular remnants; if the
blood vessels are seen to enter a closed internal ring, a testicular
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tissue can usually be detected; if t