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Ozet

Amag: Bu calismada farkli markalarda total diz protezi uygulanmis hastalarin
ameliyat sonrasi hareket acikiginin degerlendiriimesi ve cesitlilik goésteren
protez tiplerinden hangisi ya da hangilerinin en iyi sonucu verdiginin tespit
edilmesi amaclandi. Gereg ve Yontem: Nisan 2005 ile eyliil 2007 yillari ara-
sinda gonartroz tanisi primer total diz artroplastisi uygulanan 225 hastadan
takibi yapilan 180 tanesi (139 kadin, 41erkek. Ort. Yas: 65 dagilim 51-82) ca-
lismaya alindi. Biitiin hastalarda gonartroz nedeni primer osteoartrit idi. Se-
konder osteoartriti olan hastalar calismaya alinmadi. Biitiin hastalar ayni
cerrahi teknik ile ameliyat edildi ve ayni rehabilitasyon protokolii uygulan-
di. Patella hicbir hastada degistirilmedi. Arka ¢apraz bag olgularin bir kismin-
da korundu bir kisminda kesildi. Hastalarda toplam 7 farkli protez 16 alt grup
kullanildi. Biitiin él¢timler ayni cerrah tarafindan yapildi. Ortalama takip stire-
si 31 ay (24-49ay) idi. Bulgular: Hastalar ameliyat éncesi ve sonrasi hareket
acikliklar alt gruplara ayrilmadan ana ticari markalara gore degerlendirildi-
ginde, rotaglide® ve LCS® diz protezlerinde ameliyat sonrasi hareket acikli-
ginda azalma gozlenirken, maxim ve kinemax protezlerde hareket acikhigi de-
gismemis olup diger incelenen markalarda hareket acikligi artmistir.istatis-
tiksel olarak nexgen ve scorpio protezlerde ameliyat sonrasi fleksiyon dere-
cesinde artis anlaml olarak degerlendirilmistir (p<0.001). Hastalar; protezin
mekanik 6zelliklerine gore siniflandirildiginda ise bagkesen protezler ve mo-
bil protezlerde ameliyat sonrasi hareket acikliginda anlamlh artis bulunmus-
tur (p<0.001).Hiperflex, fix ve bag koruyan protezlerde ise hareket acikliginda
anlamli artis saptanmamustir ( p>0.001). Tartisma: Sonug olarak farkli protez
tipleri arasinda fleksiyon dereceleri farkl ¢iksada en yiiksek degerlere sahip
olan son (i¢ protez ile en diisiik degerlere sahip protezler arasinda 10 ° fark
oldugu saptandi. Hareket acikligindaki degisiklikler istatiksel olarak fark ya-
ratsada alinan sonuglar klinik olarak anlamsiz gériinmektedir.

Anahtar Kelimeler
Total Diz Protezi; Hareket Acikligi; Protez Tipi

Abstract

Aim: The aim of this study is to determine the effectiveness and range of
motion of different type of knee prosthesis. Material and Method: This study
includes 180 of 225 patients (139 F, 41 M, average age: 65, range of age:
51-82) between April 2005 and September 2007 with the diagnosis of gon-
arthrosis. All patients underwent to primary total knee arthroplasty. Primary
osteoartrhritis is the reason of gonarthrosis. The patients with secondary
osteoartrhritis were excluded from the study. All the patients were oper-
ated by the same surgical team and rehabilitated after surgery. Patella didnt
change any patient. PCL was protected in some of the patients and cut some
of patients. Totally seven type prosthesis in 16 subgroup were applied to the
patients. All measurement were done by the same surgeon. Average follow up
period was 31 months (24-49 months). Results: Patients without subgroup-
ing were tested according to the range of motion before and after surgery to
the type of the prosthesis trademark. Range of motion was decreased with
the usage of Rotaglide and LCS® type of prosthesis. Range of motion didnt
change with the usage of Maxim and Kinemax type. The range of motion
increased in the other trademark of prosthesis. Flexion angle was increased
statistically significant with nexgen® and scorpio® prosthesis (p<0.01). Ac-
cording to the mechanical features of the prosthesis PCL cutter and mo-
bile types gone with significant increase range of motion (p<0.01). Hiperflex,
fixed and pcl retaining prosthesis do not cause an increase in ROM statisti-
cally significant (p>0.01). Discussion: As a result 10 degrees difference was
found between different type of prosthesis. The changes of range of mo-
tion was statistically significant but this significance seems to be clinically
meaningless.
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Giris

Modern total diz artroplastisi ticiincti on yilini doldururken mil-
yonlarca insana agrisiz ve fonksiyonel birer diz kazandirmistir.
Total diz artroplastisi uygulamalarinda ilk yaklasimlar patolo-
jik eklem ytiizeylerinin rezeksiyonu ve bu yiizeylerin kismen veya
tamamen baska materyallerle degistirilmesi seklinde baslamis
ve uzun bir tarihi siirecten sonra glinimiziin modern trikom-
partmantal total diz protezlerine kadar gelinmistir [1, 2]. To-
tal diz protezi sonrasi eklem sertligi erken ve gec donemde ha-
len 6nemli bir sorun olarak karsimiza ¢cikmaktadir [3, 4]. Protez-
lerden beklentiler arttikca gelismeler devam etmis ve protezler
de kendi icinde yapisal olarak farkllasmaya baslamis (sabit in-
sertli, hareketli insertli, posterior femoral kesinin fazla yapildigi
protezler, arka capraz bag kesen, koruyan protezler) ve pazar-
da yer bulma sansi cok farkli ticari markalarda protezler orta-
ya ¢cikmistir [5, 6].

Bu calismadaki amag;farkh markalarda total diz protezi uygu-
lanmis hastalarin ameliyat sonrasi hareket acikliginin degerlen-
dirilmesi ve cesitlilik gosteren protez tiplerinden hangisi ya da
hangilerinin en iyi sonucu verdiginin tespit edilmesidir. Boyle-
ce hasta memnuniyetinde 6nemli yer sahibi olan hareket acikli-
gini en fazla veren protezler belirli hasta gruplarinda tercih se-
bebi olabilir.

Gerec ve Yontem

Nisan 2005 ile eylil 2007 yillari arasinda gonartroz tanisiyla
primer total diz artroplastisi uygulanan hastalardan 225 tanesi
calismaya alinmak icin davet edildi. Hasta seciminde hangi pro-
tez cesidi-modelinin uygulanmis oldugu dikkate alinmakla bir-
likte calismanin givenilirligi ve hasta katilimini arttirmak icin,
hastalarin;primer osteoartritli olmasi, norolojik yada hareketi
engelleyici osteoartrit diginda hastaliginin bulunmamasi, has-
tanin ulasilabilir uzaklikta olmasi dikkate alindi.

Kontrole cagrilan 225 hastadan takibi yapilan 180 tanesi (139
kadin, 41erkek. Ort. yas:65 dagihm 51-82) calismaya alindi.Bu-
tin hastalarda etiyoloji primer osteoartrit idi.Tum hastalar 3
cerrah tarafindan ameliyat edildiler ve cerrahlarin higbirinin 6zel
bir implant tasarim tercihi yoktu.

Tum protezler diz anterioru orta hattan 10-12 cm lik cilt ke-
sisi ile baslanmig;parapatellar kesi ile patella laterale devrile-
rek ekleme ulasilmistir. Tum hastalarda 6n capraz bag kesilmis,
arka capraz bag bir kisminda kesilmis bir kisminda korunmus-
tur. Tibial eklem yiizii en hasarl bélgenin 2 mm asagidan kesil-
mistir. Femoral kondilden posteriordan bir grup hastada (Nex-
gen hiperflex kullanilanlar) 2 mm rezeksiyon fazladan yapilmis-
tir. Diger distal ve anterior femoral kesiler her hastada benzer-
di. Patella hastalarin hicbirinde degistirilmedi. Biitiin hastalara
ayni rehabilitasyon protokoli uygulandi. Ameliyattan sonra ilk
iki glin icinde devamli pasif hareket cihazi ile pasif diz fleksiyon
ekstansiyon egzersizlerine baslandi. Birinci giinde ayak bilegi
dorsifleksiyon-plantar fleksiyon, kuadriseps kasi icin izometrik
egzersizler, diiz bacak kaldirma; diz eklemi icin aktif fleksiyon-
ekstansiyon; kalca kaslari icin izometrik ve aktif egzersizler 68-
retildi. Ikinci giin yatak kenarina oturtulup aktif diz fleksiyon-
ekstansiyon egzersizleri yaptirildi ve yiriitec destegi ile yuriti-
len hastalara oturma kalkma egitimi verildi. Besinci giinde mer-
diven inip ¢ikma 6gretilen hastalar altinci giinde ev egzersizi
onerileri ile taburcu edildi

Hastalar klinik olarak uluslararasi diz cemiyetinin énerdigi art-
roplasti sonrasi fonksiyonel diz degerlendirme sistemine goére
degerlendirilip veri tabani olusturuldu. Bu sistemin avantaji, diz
skoru ve fonksiyonel skorun ayri ayri degerlendirilmesi, boylece
cok sayida eklemin tutuldugu basarili artroplasti olgularinda so-
nucun olumsuz ¢ikmasinin engellenmesidir. Diz skoru;agri, hare-
ket acikhg ve stabilite ile ilgili ic parametre ile degerlendirilir.
Fleksiyon kontraktiirti, ekstansiyon kisithhgir ve uyum bozuklu-
gu varsa diz skoru duser. Bu sekilde uyumu iyi, agrisiz, 125° ha-
reketi ve ihmal edilebilir dizeyde 6n-arka ve medio-lateral ins-
tabilitesi olan bir diz 100 puan alir. 85-100 puan mikemmel,
70-84 puan iyi, 60-69 puan orta, 60 puan ve alti kétl olarak
degerlendirilir. Fonksiyon skoru;yiirime mesafesi ve merdiven
inip cikmayi icerir. Hastanin kullandigi yardimei cihazlar merdi-
ven inip cikmay! icermektedir. Hastanin kullandigi yardimc ci-
hazlar skoru distiren parametrelerdir. Sinirsiz yirtyip merdiven
inip cikabiliyor ve yardimci cihaz kullanmiyor ise 100 puan ola-
rak hesaplanir.

Kontrole gelen hastalar kendilerine uygulanan protez tasarim-
larina gére 7 gruba ayrildi, markalarda kendi iclerinde alt grup-
lara ayrildi (tablo1). Hastalar sirtiistli yatar pozisyonda dizleri-

Tablo 1. Kullanilan protez tasarimlari ve hasta dagilhmlari

Marka Alt grup diz sayisi Toplam diz
NexGen® Bag kesen fixed bearing 12
Bag koruyan fixed bearing 10 (n:49)
Hiperflex fixed bearing 12
Hiperflex mobil bearing 15
Scorpio® Bag kesen mobil bearing 10
Bag koruyan mobil bearing 7 (n:44)
Sementsiz bag koruyan 9
Sementsiz bag kesen 10
Bag kesen fixed bearing 8
Sigma® Bag koruyan 18 (n:33)
Bag kesen 15
LCS® Bag kesen mobil bearing 8 (n:8)
Maxim® Bag koruyan fixed bearing 14 (n:14)
Kinemax® Bag kesen 12 (n:21)
Bag koruyan 9
Rotaglide® Bag kesen 11 (n:11)
Toplam 7 marka 16 alt grup n:180

ni biikkerek ve goniometre ile dlciilerek degerler kaydedildi. Diz
fleksiyonu 6lcmede bilgisayar destekli radyografik 6lcim en iyi
yontem olarak belirtilsede poliklinik sartlarinda goniometre ile
6lctim altin standarttir [7]. Biitiin 6lcimler ayni hekim tarafin-
dan yapildi. Hastalar diz cemiyeti tarafindan 6nerilen protokol-
lere gore;ameliyat 6ncesi ve sonrasi dénemde hareket acikhgi,
Knee society artroplasti degerlendirme sistemine gore hareket
acikhgr yaninda diz ve fonksiyon skorlarida dikkate alindi. Has-
talarin ameliyat sonrasi dénemde diz ve fonksiyon skorlari, esas
olarak hareket acikliklari bakilarak her protez markasi birbiriyle
karsilastirildi. Ortalama takip siresi 31 ay (24-49ay) idi.

istatistiksel analiz
Verilerin analizi SPSS 11.5 paket programinda yapildi.Surekli
degiskenler ortanca(min-max) biciminde gosterilirken katego-
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rik degiskenler gozlem sayisi (%) seklinde ifade edildi.Ameliyat
oncesi ve sonrasi fleksiyon degerleri arasinda fark olup olmadi-
g1 Wilcoxon isaret testi ile degerlendirildi. Gruplar arasi karsilas-
tirmalarda ise Mann Whitney U ve Kruskal Wallis varyans ana-
lizi testleri kullanildi. Gruplar arasi farkin ortaya ciktigi durum-
larda Kruskal Wallis coklu karsilastirma testleri yapilarak farka
neden olan grup yada gruplar tespit edildi. Kategorik karsilas-
tirmalar icin ki-kare testi kullanildi. P<0.005 istatistiksel olarak
anlaml kabul edildi.

Sonuclar

Hastalarin ameliyat dncesi hareket acikliklart 100 ile 110 dere-
ce arasinda degismekte ve homojen bir dagilima sahipti. Ame-
liyat 6ncesi protez markalarina gore hareket acikligi yoniinden
istatistiksel fark yoktu (p>0.05). Hastalarin ameliyat sirasinda
yas ortalamasinin 65 oldugu ve farkl protez uygulanan gruplar
arasinda yas yoninden fark olmadigi gorildi (p=0.068). Has-
talarin ameliyat éncesi ve sonrasi hareket acikliklari alt grup-
lara ayrilmadan ana ticari markalara gore degerlendirildiginde,
rotaglide® ve LCS® diz protezlerinde ameliyat sonrasi hareket
acikliginda azalma gozlenirken, maxim® ve Kinemax® protezler-
de hareket acikhgr degismemis olup diger incelenen markalarda
hareket acikigi artmistir. istatistiksel olarak nexgen® ve scor-
pio® protezlerde ameliyat sonrasi fleksiyon derecesinde artis
anlaml olarak degerlendirilmistir (p<0.001). (tablo2)

Tablo 2. Hastalarin pre-op ve post-op hareket acikliklari, post-op diz ve fonk-
siyon skorlari

marka pre-op post-op diz fonksiyon
hareket hareket skoru  skoru

NexGen Bag Kesen 105 115 90 80
NexGen Bag Koruyan 110 110 92 75
NexGen Hiperflex Fix 100 105 88 85
NexGen Hiperflex Mobil 110 119 95 80
Scorpio Bag Kesen Mobil 100 115 94 83
Scorpio Bag Koruyan Mobil 100 120 95 100
Scorpio Sementsiz Bag Koruyan 100 106 82 80
Scorpio Sementsiz Bag Kesen 105 120 87 78
Scorpio Bag Kesen Fix 110 108 75 65
Sigma Bag koruyan 100 103 83 65
Sigma Bag kesen 100 115 87 70
LCS Bag Kesen Mobil 110 108 84 60
Maxim Bag Koruyan 100 100 90 80
Kinemax Bag Kesen 100 107 91 70
Kinemax Bag Koruyan 100 95 73 70
Rotaglide Bag Kesen 110 100 90 70
Total 100 110 90 80

Hastalar protezin mekanik 6zelliklerine siniflandirildiginda ise
bagkesen protezler ve mobil protezlerde ameliyat sonrasi ha-
reket acikhiginda anlamli artis bulunmustur (p<0.001). Hiperflex,
fix ve bag koruyan protezlerdeki artis anlamli degildi (p>0.001).
Bes grup kendi icinde degerlendirildiginde farki yaratan grup en
dusik hareket acikligiyla bag koruyan protezlerdi.(tablo 3)( se-
kil 1)

En cok alt gruba sahip nexgen® ve scorpio® protezleri kendi
icinde ameliyat sonrasi hareket acikligi yoninden degerlendi-
rildiginde grup icinde bagkesen ve mobil protezlerin digerlerine

Ustunltgiu mevcuttu (sekil 2-3).

Tablo 3. Ozelliklerine gére protezlerin hareket acikliklari

Preop Fleksiyon Postop Fleksiyon P Degeri
Ortanca Min. Maks. Ortanca Min. Maks.

Bag 100 40 130 102,5 60 132 0,379
Koruyan
Bag 100 60 135 110 60 132 <0,001
Kesen
Hiperflex 100 90 130 104,5 82 136 0,398
Fix
Hiperflex 110 90 130 119 92 160 0,018
Mobil
Mobil 100 90 140 112 88 133 0,002
P Degeri 0,940 0,009
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Sekil 1. Grafik olarak protezlerin hareket acikliklari pre-op ve post-op degerlen-
dirilmesi
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Sekil 2. NexGen® grubu protezlerin kendi icinde post op hareket agikhginin kar-
silastirilmasi
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Sekil 3. Scorpio® grubu protezlerin kendi icinde post op hareket acikhginin kar-
silastiriimasi

Tartisma

Diz artroplastisinde eklem hareket acikligi hasta memnuniye-
ti ve klinik sonucun degerlendirilmesinde de ameliyat kararin-
da oldugu gibi énemli bir faktordur. Ginlik yasantida merdiven
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ctkmak icin 83 derece fleksiyona, oturmak icin 93 derece fleksi-
yona ve ayakkabi giymek icin 106 derece fleksiyona ihtiyag var-
dir [8]. Calismamizda yas, ameliyat 6ncesi hareket acikligl, oste-
oartrit etiyolojisi, gibi faktorleri sabitledigimizi farz ederek ha-
rekete etkisi olup olmadigini arastirmak icin protez tasarimlari-
ni ve markalarin bagkesen, koruyan, hiperfleks, sabit yiiklenme-
li veya mobil yiiklenmeli olarak birbirinden farkli ézelliklerini kar-
silastirmak istedik.

Total diz protezi sonrasi hareket ac¢ikligini etkileyen unsurlar ce-
sitli arastiricilar tarafindan incelenmistir. Harwey ve arkadasla-
ri 229 hastanin 386 total diz protezi lzerinde yaptiklari ¢cahs-
mada ameliyat sonrasi ddnemde diz hareket acikhgini etkileyen
faktorleri arastirmislar ve ameliyat 6ncesi fleksiyon kontraktii-
ri olan dizlerde ve romatoid artritli hastalarda ameliyat sonra-
si kazanci fazla bulmuslardir. Ayni yazarlar primer osteoartritli
hastalarda hareket acikliginin ameliyat sonrasi daha az yiksel-
digini bildirmislerdir [9].

Schurman [10] ise ameliyat sonrasi hareket acikligi izerine ya-
sin, viicut kitle indeksinin (VKI), sement kullaniminin, cinsiyetin,
primer tani ve ameliyat 6ncesi hareket acikliginin etkisini aras-
tirmislar ve en 6nemli unsurun ameliyat éncesi hareket acikligi
oldugunu belirtmislerdir. Bizim calismamizda da cinsiyet ve se-
ment kullaniminin ameliyat sonrasi hareket acikhgina etki etme-
digi gorulmustar.

Ritter ve ark.ameliyat sonrasi diz hareket ac¢ikliginda, yas, ame-
liyat 6ncesi diz hareket acikliginin, ameliyat sirasinda posteri-
or kapsitler gevsetmenin énemli oldugunu belirtmislerdir. Ame-
liyat sonrasi dénemde gecen zamanin fleksiyon derecesi iize-
rine 1.yildan itibaren etkisinin olmadigi 6zellikle ilk 6 ayda ka-
zanilan hareket acikhginin 6nemli oldugunu belirtmislerdir [11].
Bizim calismamizda ameliyat 6ncesi hareket acikhig 100-110
derece arasinda olup marka ve protez cesitleri arasinda ame-
liyat 6ncesi hareket acikligl yoniinden istatistiksel bir fark yok-
tu (p=0.051).

Total diz artroplastisinde arka ¢apraz bagin (ACB) kesilmesi
veya korunmasi konusunda giincel literatiirde halen tartismalar
devam etmektedir. Her iki protez tipininde birbirine gore avantaj
ve dezavantajlar mevcuttur. Birbirlerine Gstunlikleri konusunda
literaturde fikir birligi yoktur (12-14). Lombardi ve arkadasla-
ri [12] 120 hastanin 171 dizine ACB koruyan, 120 hastanin 180
dizine ACB kesen diz protezi uygulamislar;ortalama 5 yillik izlem
sonucunda hastalarin komplikasyon ve kinematik olarak arala-
rinda istatistiksel olarak anlamli sonu¢ bulamamuglardir. Banks
ve arkadaslarinin [13] yaptigi calismada bileteral diz protezi uy-
gulanan 16 hastanin bir dizine ACB kesen diger dizine ACB ko-
ruyan protez uygulanmis ve bag kesen protezin daha fazla flek-
siyon yaptigl gozlenmis (bag kesen 121° bagkoruyan 114°). Yine
Maruyama ve arkadaslarinin [15] calismasinda bilateral total diz
protezi uygulanan 20 hastanin; bir dizine arka capraz bag kesen,
diger dize bagkoruyan protez uygulanmis;ameliyat sonrasi 30
ayda yapilan kontrollerde bagkesen protezlerin hareket acikligi
yoninden daha iyi oldugu bildirilmistir.

Bizim calismamizda 67 dize ACB koruyan, 113 dize ACB kesen
tip protez uygulanmis; koruyanlarin fleksiyonu 102°, kesenlerin
fleksiyonu 110° bulunmustur. (p=0, 032). ACB kesenlerin fleksi-
yonu koruyana gore daha iyi olmasina ragmen istatistiksel ola-
rak anlamli fark bulunamamistir.

Protez markalari arasindaki diger bir farki olusturan, nexgen®

grubu icinde yer alan ve hiperflex yani posterior femoral kon-
dilden 2 mm fazla alinan protezlerin sonuclar incelenmistir. Hi-
perflex protezlerde femur posterior kondilinden fazla kesi yapi-
larak diz fleksiyonu esnasinda, zorlu fleksiyonda tibianin femur
posterior kondiline takilmasi engellenmeye caligiimistir [16, 17].
Young Hoo ve arkadaslarinin [16] yaptigi calismada 50 hastanin
bir dizine bag kesen sabit yiklenmeli nexgen LPS® diger dizi-
ne Nexgen LPS flex® yapilmis ve sirasiyla 135K ve 138K flexiyon
bulunmus;aralarinda fark olmadigi belirtilmistir. Keza Enders ve
ark [17] da 57 hastaya hiperflex mobil yiiklenmeki protez yap-
mislar ancak fonksiyonel olarak konvansiyonel protezlerden is-
tatistiksel olarak farkli sonu¢ olmadigini belirtmislerdir.

Bizim sonuclarimiz arasinda hiperflex sabit yiiklenmeli protez-
lerde flexiyon 104K hiper flex mobil yiklenmeli olan hastalar-
da 119X bulunmustur. Standart sabit yiklenmeli protezlerde
ameliyat sonrasi hareket acikligr 115K bulunmustur. Sonuglari-
miz bagkesen sabit yiklenmeli hastalarda diz fleksiyonu litera-
tir degerlerinden disuk ¢ikmistir. Sasirtici olarak nexgen® gru-
bu icinde en diisiik fleksiyon derecesi sabit yiiklenmeli hiperflex
proteze aitti. Ancak mobil yiiklenmeli hiperflex protezde ise aksi-
ne, hem nexgen® grubu icinde hemde toplam diz protezleri icin-
de en yiiksek hareket acgikligina sahipti. Hiperflex mobil yiiklen-
meli protezler ile standart sabit yiklenmeli protezlerin hareket
acikligi birbirine yakin ve daha 6nce yapilan calismayi destekler
gortinmekle birlikte hiperflex sabit yiiklenmeli protezlerin sonug-
larinin kotl cikmasi agiklanamamaktadir. Her iki hiperflex protez
arasindaki farki hareketli insertin yarattigini distindiirmektedir.
Protezler arasindaki diger bir yapisal fark polietilen insertin mo-
bil (6ne-arkaya veya rotasyonel) ya da sabit olmasidir. ilk iire-
tilen protez yapilar sabit insertli olsada mobil insertlerin hem
femoral roll back mekanizmasina yardimci olarak, hemde fleksi-
yon esnasinda tibial platonun i¢ rotasyonuna izin vererek diz ha-
reketlerini kolaylastiracigi ve fleksiyonu arttiracagi distincesiyle
protez piyasasina girmistir [18-19].

Price ve arkadaslarinin [20] calismasinda mobil bag koruyan ve
sabit insertli bag koruyan protezlerin hareket acikligr yoninden
ameliyat sonrasi sonuclarinda fark olmadigi gézlenmistir. Aig-
ner ve arkadaglarinin [21] yaptiklar calismada 6n arka hareket-
li ve rotasyonel hareketli mobil protezleri kendi icinde degerlen-
dirmis ve rotasyonel platformlu mobil insertli protezlerde 111°
hareket acikhigr 6n arka kaymal mobil protezlerde 113° hareket
acikhgr cikmis arada fark olmadigini belirtmislerdir.

Bizim ¢alismamizda mobil platformlu hastalarda hareket genis-
ligi 112° derece bulundu. Arka capraz bagi kesen standart sa-
bit platformlu protezler 110° olan hareket acikhigi ile aralarinda
fark olmamakla beraber sabit platformlu bag koruyanlarda 102°
olan hareket acikligr arasinda fark mevcut olup bu fark bag ko-
ruyan protezlerde elde ettigimiz kéti sonuca bagh olustugu di-
sundlmastdr.

Total gunimiizde olduk¢a sik
uygulanmakta;hastalara agrilarindan kurtulma ve yeniden sos-
yal yasantisini siirdiirme imkani vermektedir. Gonartrozda yeni
tedaviler bulununcaya kadar da hizla artan yash popiilasyon-
la birlikte total diz protezi uygulamalari da artacaktir. Total diz
protezi uygulanirken hangi ozelliklere sahip protezi secilecegi
kafa karistirsa da geng hastalarda sementsiz protez, sert diz-
lerde bagkesen protez yapmak gibi secimde bize yol gosteren

diz protezi uygulamalan

bazi parametreler vardir. Sayilan hasta guruplari disinda kalan-

190 | Journal of Clinical and Analytical Medicine



Comparison of Range of Motion After Total Knee Prosthesis

lar icin markette yine bircok secenek vardir hepsi birbirine ben-
zeyen degisik firmalarin trettigi degisik 6zellikte protezlerdir.
Sonug olarak fleksiyon dereceleri farkli ¢iksada en yiiksek de-
gerlere sahip olan son li¢ protez ile en diisiik degerlere sahip
protezler arasinda 10 derece fark vardir. Hareket acikligindaki
degisiklikler istatistiksel olarak fark yaratsada alinan sonuclar
klinik olarak anlamsiz gériinmektedir. Tim hastalarin gunlik is-
leri icin ideal hareket acikligina ve agrisiz dize kavustugu gortil-
mektedir. Ancak mobil platformlu protez kullanimi ayrica mobil
platformlu hiperflex protezlerin kullanimi ile k6t sonuclar aldi-
gimiz protezlere gore 20° - 25° dereceye yaklasan fark gozlen-
mekte buda oldukca dikkate deger gorilmektedir. Daha kesin
cikarimlarda bulabilmek icin prospektif, cok merkezli, daha cok
hasta sayili calismalara ihtiyag vardir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Acik kalp cerrahisi sonrasi gériilen komplikasyonlar ¢cogunlukla kardi-
yopulmoner baypas sirasinda gelisen iskemi reperfiizyon hasari ile iliskilidir.
Lidokain iskemi ve reperfiizyon donemlerinde hiicre ici sodyum ve kalsiyum
kanallarini bloke eder ve hiicre membranini reaktif oksijen metabolitlerine
karsi korumaktadir. Bu calismada, kardiyopleji soliisyonuna lidokain eklene-
rek miyokardiyal iskemi reperfiizyon hasarina etkisi arastirildi. Gereg ve Yon-
tem: Eylil 2005 ve Nisan 2006 tarihleri arasinda klinigimizde elektif koroner
arter baypas cerrahisi uygulanan 36 hasta arastirildi. Hastalar iki gruba ayril-
di. Aortik kros klemp stiresi boyunca kullanilan kan kardiyoplejisi icine calisma
grubundaki hastalarda (Grup 1) 2 mg/kg lidokain eklenirken, kontrol grubunda-
ki hastalarda (Grup II) ise standart kan kardiyoplejisi kullanild. iki grup hasta-
da postop 6. ve 24. saatteki kardiyak enzim seviyeleri, inotropik destek ihti-
yaci ve postoperatif atriyal fibrilasyon insidansi karsilastirildi. Bulgular: Calis-
maya yas ortalamasi 63(+5,5), yas dagilimi 50-70 yil olan ve ventrikiil fonk-
siyonlari bozulmamis (EF>%40) 36 hasta (13’l kadin, 23U erkek) dahil edildi.
iki grup arasinda demografik veriler acisindan anlamli farklilik yoktu. iki grup
arasinda postop 6. ve 24. saatteki troponin | ve CK-MB degerleri, inotropik
destek veya defibrilasyon ihtiyaci ve postoperatif atrial fibrilasyon insidansi
bakimindan anlamli fark tespit edilemedi. Tartisma: Kardiyopleji solusyonuna
2 mg/kg dozunda lidokain ilave edilmesinin kardiyak enzim seviyeleri, inotro-
pik destek ihtiyaci ve postoperatif atrial fibrilasyon insidansini etkilemez ve
iskemi-reperflizyon hasarinin 6nlenmesinde katkisi yoktur.

Anahtar Kelimeler
Lidokain; iskemi-Reperfiizyon Hasari; Koroner Arter Baypas Cerrahisi

Abstract

Aim: Most of the complications after open heart surgery is usually associ-
ated with ischemia reperfusion injury that develops during cardiopulmoner
bypass. In ischemia and reperfusion periods lidocaine blocks intracelluler so-
dium and calcium channels and protect cell membrane against reactive oxy-
gen metabolites. In this study, lidocaine added to cardioplegia solution and
its effects on myocardial ischemia-reperfusion injury was examined. Mate-
rial and Method: 36 patients who underwent elective coronary artery bypass
surgery in our clinic between September 2005 and April 2006 was studied.
Patients included into two groups. In study group patients (groupe 1) 2 mg/
kg lidocaine was added into cardioplegia solution that is used during aortic
cross clamp period; standart cardioplegia solution was used in control group
patients (group Il). Postoperative 6. and 24. hours cardiac enzyme levels, ino-
tropic support requirement and atrial fibrilation incidence were compared in
both groups. Results: In this study, 36 patients (13 women, 23 man) whose
average age was 63(+5,5), age range 50-70 years and ventriculer functions
were not deformed (EF>40%) were involved. There were no significantly dif-
ferences in demographic datas between towo groups. There were no signifi-
cantly differences in postoperative 6. and 24. hours troponin-lI and CK-MB
levels, inotropic support or defibrilation requirement and postoperative atrial
fibrilation incidence between two groups. Discussion: Addition of 2 mg/kg
dosage lidocaine into cardioplegia solution dont effect cardiac enzyme levels,
inotropic support requirement and postoperative atrial fibrilation insidence
and it doesnt prevent ischemia-reperfusion injury.
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Giris

Acik kalp cerrahisi sonrasi gelisen organ yetmezlikleri ve bunu
onlemeye yonelik calismalar gincelligini korumaktadir [1]. Bu
konuda en cok dikkat ¢ceken ve tim olaylardan sorumlu tutulan
olay, kardiyopulmoner baypas (KPB) sirasinda, hipotansif - hi-
potermik periyodu takiben normotansif - normotermik kosulun
saglanmasi ile gelisen iskemi - reperfiizyon hasari (iRH) ve kan
ve kanin sekilli elemanlarinin yabanci bir yiizeyle temas etme-
leri sonucu olusan sistemik inflamasyondur [2]. IRH'min artmis
serbest radikal olusumu ve hiicre ici asir kalsiyum yiklenme-
siyle iliskili oldugu kabul edilmektedir. KPB sirasinda olusan bu
olumsuz etkileri en aza indirmek icin, kardiyopleji soliisyonlari-
na cesitli maddeler eklenerek zenginlestirilmekte ve bu madde-
lerin IRH (izerine etkileri arastirlmaktadir. Antiaritmik bir ilac
olan lidokain, iskemi ve reperfiizyon sirecinde hiicre i¢i sodyum
ve kalsiyum konsantrasyonlarini etkileyerek ve hiicre membrani-
ni uzun zincirli acilkarnitin ve reaktif oksijen metabolitlerine kar-
si savunarak miyokardiyal iRH'ni énlemektedir [3]. Bu prospek-
tif calismada kardiyopleji soltisyonuna 2mg/kg dozunda lidokain
ilave edilerek miyokardiyal IRH iizerine etkisi arastirildi.

Gereg¢ ve Yontem

Calisma prospektif olarak planlandi. Lokal etik kurulu onayi
(2005/108) alind. Klinigimizde Eyliil 2005 - Nisan 2006 tarihle-
ri arasinda elektif koroner arter baypas cerrahisi uygulanan 36
hasta calismaya dahil edildi. Kronik bobrek yetmezligi, kronik
obstriiktif akciger hastaligi, hipotiroidi veya hipertiroidisi bulu-
nan hastalar calisma disi birakildi. Hastalara operasyon dnce-
sinde detayl bilgi verildi, onaylari alindi ve aydinlatilmis onam
formlari imzalatildi. Hastalar esit sayida hasta iceren iki gru-
ba ayrildi. Tim hastalara operasyon oncesi standart 12 deri-
vasyonlu EKG cekildi ve troponin-I ve CK-MB degerlerinin nor-
mal sinirlarda oldugu kontrol edildi. Preoperatif antibiyotik prof-
laksisi icin bitiin hastalarda ayni antibiyotik (cefazolin) kulla-
nildi. Butiin hastalara ayni anestezi protokoli (indiiksiyon icin
15mcg/kg fentanyl, 2 mg/kg propofol, 0.1 mg/kg pankuronyum
bromiir intravendz; idame olarak ise 2 mg/kg/saat propofol ve
10 mcg/kg/saat dozunda fentanil inflizyonu) uygulandi. Biitiin
hastalara ayni ekip tarafindan, ayni cerrahi prosedir ile koro-
ner baypas cerrahisi uygulandi. Tim hastalarda median sterno-
tomi uygulandi. Sol internal torasik arter ve safen ven grefti ha-
zirlandi. Aktive pihtilasma zamani (ACT) >480 sn olacak sekil-
de sistemik heparinizasyon uygulandi. Asendan aortadan arteri-
yel ve sag atriyum apendajindan venoz kaniilasyon yapildi, orta
derece (28-32 °C) hipotermi esliginde kardiyopulmoner baypas
uygulandi. Calisma grubundaki hastalarda (Grup ) aortik kros
klemp peryodu boyunca kullanilan intermittan kan kardiopleji-
si (22,5 mEq potasyum kloriir, 10 mEq sodyum bikarbonat, %15
magnesyum siilfat 10 ml) icine 2 mg/kg lidokain eklendi. Kont-
rol grubundaki hastalarda (Grup Il) ise kros klemp siresi bo-
yunca standart intermittan kan kardioplejisi (22,5 mEq potas-
yum kloriir, 10 mEq sodyum bikarbonat, %15 magnesyum siil-
fat 10 ml) kullanildi. Tim hastalarin postoperatif 6 ve 24. saatte
alinan kan 6rneklerinde CK-MB ve Troponin-I degerlerine bakil-
di, defibrilasyon ve inotropik destek gereksinimleri kaydedildi ve
atriyal fibrilasyon (AF) acgisindan postopertatif 1 ve 3. gtindeki
EKG 6rnekleri incelendi. iki grup hastada postop 6. ve 24.saat-
teki kardiyak enzim seviyeleri, inotropik destek ihtiyaci ve pos-

toperatif atrial fibrilasyon insidansi karsilastirildi. Istatistiksel
analiz icin elde edilen sonuclar bilgisayar ortamina aktarilarak
ortalama + standart sapma degerleri hesaplandi. Surekli degis-
kenlerde iki grupta ‘Bagimsiz T testi’ ve ‘Mann Whitney U testi’
kullanildi. Kategorik degiskenlerde ‘Ki-Kare testi’ kullanildi. So-
nuclar ortalama + standart sapma olarak verildi ve istatistiksel
analamlilik diizeyi olarak a=0.05 olarak alind.

Bulgular

Calismaya yas ortalamasi 63(+5,5), yas dagilimi 50-70 olan ve
ventrikil fonksiyonlari bozulmamis (EF>%40) 36 hasta (13’ ka-
din, 23'ti erkek) dahil edildi. iki grup arasinda demografik veriler
acisindan anlamh farklilik yoktu (Tablo 1).

Perioperatif degiskenlere bakildiginda distal koroner anasto-
moz sayisi, kardiopleji sayisi, total pompa siresi, aortik kros
klemp stiresi, kalbin spontan veya defibrilasyonla calismasi aci-
sindan iki grup arasinda anlamh farkhlk gézlenmedi (Tablo 2).
Postoperatif donemde 6 ve 24. saatteki CK-MB ve Troponin-I
degerleri, pozitif inotropik destek gereksinimi ve AF gorilme
sikligr acisindan iki grup arasinda anlamli farklilik gézlenmedi
(Tablo 3).

Tablo 1. Demografik veriler

Parametre Kontrol grubu GCalisma grubu P degeri

Cinsiyet ~ Kadin 5 (%27.8) 8 (%44.4) P>0.05
Erkek 13 (%72.2) 10 (%55.6) P>0.05

Vicut agirhg (kg) 67.44(+ 10.02) 71.0 (+ 8.25) P>0.05

DM 6 (%33.3) 6 (%33.3)

EF (%) 5717 (+ 5.22) 54.7 (+ 6) P>0.05

Tablo 2. Perioperatif degiskenler

Parametere Kontrol gurubu Calisma gurubu P
Distal anastomoz sayisi  2.44 (+ 0.51) 2.5(+0.62) P>0.05
Kardiopleji sayisi 2.67 (+ 0.69) 2.61 (+ 0.78) P>0.05
Kros klemp siiresi (dk) 54.44 (+ 13.24) 57.17 (+ 14.9) P>0.05
Total pompa siresi (dk)  90.22 (+ 17.88) 94.67 (+ 17.16) P>0.05
Spontan calisma 15 15

Defibrilasyonla caisma 3 3

Tablo 3. Postoperatif degiskenler

Degisken Kontrol gurubu Calisma gurubu P degeri
Postoperatif 6. saat 23.84 (+ 6.59) 19.88 (+ 11.86) P>0.05
CKMB degeri 24.saat  11.415(+12.43) 955(+539)  P>0.05
Postoperatif 6. saat 5.52 (+ 10.58) 3.72 (+ 3.66) P>0.05
Troponin I degeri 5, caat 3.5 (+ 7.05) 173(£147)  P>005
inotropik destek gereksinimi 4 (%22.2) 5 (%27.8) P>0.05
Postoperatif AF insidansi 5 (%27.8) 6 (%33.3) P>0.05

Tartisma

KPB viicutta pek ¢ok organ sistemini etkileyen, inflamatuvar yo-
laklari tetikleyen, fizyolojik olmayan bir tekniktir. inflamatuvar
mediyatérlerin salinimi sonucunda organizmada sivi birikimi,
kapiller gecirgenlik artisi, pihtilasma bozuklugu ve ¢oklu organ
yetmezligi sendromu gelisebilir. Ayrica KPB sirasinda aortik kros
klemp periyodunda miyokardin oksijensiz kalmasini takiben IRH
gelisir [4]. IRH sirasinda hiicre ici kalsiyum yiikselir, serbest oksi-
jen radikalleri olusur ve yiiksek enerjili fosfat depolarinin tiiketi-
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mi artar [5]. Miyokard hiicrelerinde iskemi sirasinda olusan tok-
sik hasar, oksijenin dokulara tekrar verilmesiyle daha da siddet-
lenmektedir. Bu nedenle dokuya oksijen sunulmasi sonucu olu-
san bu duruma oksijen paradoksu denir. iskemik sahaya oksi-
jen sunulmasi ile burada olusan toksik maddelerden en 6nem-
lisi serbest oksijen radikalleridir (SOR) [6]. iskemi-reperfiizyona
bagl hasara hidroksil ve siiperoksit anyonlari gibi SOR’lerinin
DNA, protein ve lipidler ile reaksiyona girip, hiicrenin yapisal ve
fonksiyonel ozelliklerine zarar vererek neden oldugu dusundl-
mektedir [7]. Normal aerobik kosullarda SOR ¢ok az miktarda
meydana gelir ve viicut savunma sistemleri tarafindan yok edi-
lirler. iskemi sonrasi reperfiizyon safhasinda olusan SOR diize-
yi viicut savunma sistemlerini astigi icin lokal ve sistemik etki
olusmasina neden olur.

Acik kalp cerrahisinde cesitli miyokard koruma teknikleri uygu-
lanir. Bu iskemik durumu azaltmak icin kabul edilen temel yak-
lasimlar hipotermi ve kardiopleji ile olusturulan farmakolojik ar-
resttir. KPB sirasinda olugsan miyokard hasarinin bu dénemde
salinan SOR’lerinin hiicre membraninda lipid peroksidasyonunu
baslatarak membran gecirgenligini degistirmesi ve sonucta int-
raselliler kalsiyumun asiri birikimi ile olustugu belirtilmektedir
[8]. Olusan hasarda kaybedilen kan miktari ve aort klemp siire-
sinin de énemli oldugu bilinmektedir. Cesitli kardiyoplejik rejim-
lerin iskemi ve reperfiizyon sirasinda Na-K-ATPaz aktivitesinin
bozulmasi sonucu olusan IRH'Inda, yiiksek enerijili fosfatlarin tii-
ketimini énleyerek koruyucu olduklari dustinilmektedir [9]. Ope-
rasyon sirasinda verilen lidokainin IRH'na karsi miyokardda sod-
yum kanallarini bloke ederek etkili oldugu bilinmektedir. Lidoka-
in sodyum ve kalsiyum akimini engeller, hiicre zarinin elektriksel
potansiyelini stabilize eder ve hiicre icinde asiri kalsiyum yiklen-
mesini 6nleyerek miyokardi IRH'na karsi miyokardi korur [10,11].
Lidokain (xylocaine) hem acik kalp cerrahisinde, hem de miyo-
kard infarktiisiinde sik kullanilan 1B sinifi bir antiaritmik ilactir.
IB sinifi ilaglar sodyum kanallarina hizli baglanir ve hizli ayri-
lirlar. Bu nedenle IB sinifi ilaglarin etkileri, kalp kaslari depola-
rize olduklarinda yada hizli uyar c¢ikardiklarinda daha belirgin-
dir. Kas gevsetici ve zayif antihistaminik etkisi mevcuttur. Doza
bagli olarak bulanti, kusma ve tremor gibi gecici yan etkileri go-
rilebilir. Kardiyak yan etkileri ise PR ve QRS intervali uzamasi ve
QT intervali kisalmasidir. Eger hasta atrial fibrillasyonda ise li-
dokain ventrikiiler hizi artirir. Bolus seklinde hizli verilirse hipo-
tansiyona neden olabilir. Lidokain sinir membranlarinda Na+ ka-
nal reseptorlerine baglanarak sinirsel uyarinin iletimini inhibe
eder ve depolarizasyonu yavaslatarak aksiyon potansiyelinin ile-
timini engeller. Daha spesifik olarak, hasarli miyokard hiicrele-
rinde faz O depolarizasyon hizi ve kondiiksiyon velositeyi azalt-
ma ozelligi ile diger antiaritmiklerden farklidir. Bu etkisini Na+
kanallarina baglanarak gosterir ve sinif I1A antiaritmiklere kiyas-
la aksiyon potansiyelinin stiresine ve refraktor peryota etkisi mi-
nimaldir. Lidokain'in bu tip Na+ kanallarina baglanma etkisi kalp
ve beyinde IRH'nI engellemede cok 6nemlidir [12].

Son zamanlarda cesitli hayvan modellerindeki IRH iizerinde ya-
pilan calismalarda lidokain'in ROS formasyonu ve lipid peroksi-
dasyonunu engelleme 6zelligi ile ilgili spesifik biyokimyasal bil-
giler elde edilmistir. Lidokain bu etkisini asagidaki mekanizma-
larla g6stermektedir:

i. Iskemide Na+/Ca2+ degis tokusu ve Ca2+ birikmesini inhibe
eder.

ii. Hidroksil radikallerini yakalar.

iii. Granulositlerden stiperoksit salinimini azaltir.

iv. Polimorf nikleuslu l6kositlerin iskemik dokudaki aktivasyo-
nu ve migrasyonunu engelleyerek endotel disfonksiyonunu azal-
tir [13].

Koroner arter baypas cerrahisinde aortik kros klemp sonrasi ge-
lisen miyokardiyal iskemide intraselliiler sodyum konsantrasyo-
nu da artmaktadir. Sodyumun sodyum kanallari ile intraselliler
alana girmesi hipoksik sodyum yiiklenmesinde 6énemli bir yol-
dur ve lidokain’in bu yolu bloke etmesi iskemik sodyum artmasi-
ni azaltmakta veya geciktirmektedir. Lidokain'in bu koruma etki-
si iki yolla gerceklesir;

1. Lidokain sodyum yiiklenmesinden dolayi hasar géren intrasel-
liler ortamda enerji tilketen Na+/K+-ATPase aktivitesini azalta-
rak ATP prezervasyonuna neden olur.

2. intraselliiler Na+ artiginin Na+/Ca2+ degis tokus yolu ile intra-
celliler Ca2+ artisi ile baglantili oldugu bilinmekte ve lidokain'in
iskemik Ca2+ yiiklenmesini azaltigi da bilinmektedir. Ca2+ yiik-
lenmesi reperfiizyon hasarinda en énemli faktordir ve lidokain
intraselliler sodyum yiikiint azaltarak kalsiyum overload’u 6nle-
mektedir [14].

Kalsiyum kanal blokerlerinin iIRHnI azaltigi bilinmektedir ve
lidokain'in kalsiyum kanallari bloke ettigine dair kanitlar vardir
ve bu da lidokain'in asiri kalsiyum yiiklenmesini azaltmasindaki
bir baska mekanizmadir [9]. izole rat kalbi tizerinde, farkli doz-
larda lidokain kullanilarak yapilan bir calismada, lidokain'in mi-
yokardi iRH'na kars! korudugu, reperfiizyon siiresince sol ventri-
kiler basingta geri donus saglandigl, kreatin kinaz saliniminda
onemli azalma gorildigi ve miyokardiyal oksijen tiiketiminde
azalma oldugu tespit edilmistir [15].

Klinikte IRH’nin en 6nemli belirtecleri ventrikiiler tasikardi (VT)
ve ventrikiler fibrilasyon (VF) gibi hayati tehdit eden aritmiler-
dir. Daha siklikla ise orta derecede inotrop destek veya after-
load azaltici medikal tedavi gerektiren venrikiiler pompa fonk-
siyon bozukluklari gorilmektedir. Kisa stireli iskemilerden son-
ra kalp fonksiyonel ve histopatolojik olarak toparlanir ve sade-
ce ¢ok ufak alanlarda subendokardiyal skarlar kalir. Daha uzun
sureli iskemilerden sonra reperfiizyon daha ciddi histolojik degi-
sikliklere yol acar [16]. Miyokard hasarini gésteren en 6nemli la-
boratuar belirtecleri ise kardiyak enzim (CK-MB ve Troponin) se-
viyeleridir. Acik kalp cerrahisi sonrasi hastalarda en 6nemli mor-
talite ve morbidite nedenleri arasinda sistemik inflamatuvar ya-
nit sendromunun geldigi bildiriimekte ve sitokinler en cok aras-
tirilan belirtegler arasinda yer almaktadir. Yapilan bir calismada,
koroner baypas cerrahisi uygulanan hastalara operasyon éncesi,
intraoperatif ve postoperatif donemde oral ve intraven6z olarak
N-asetil sistein verilmis, klinik ve biyokimyasal etkileri arastirl-
mis ve kardiyak hasar belirtecleri (cTl, CK-MB) ile IL-6 seviye-
leri arasinda anlamh herhangi bir fark bulunamaistir [17]. Yine,
kardiyopleji soltisyonuna N-asetil sistein ilave edilerek yapilan
bir calismada, IL-6 ve IL-10 seviyelerinde belirgin azalma sag-
landig1 ve mortalite ve morbiditeyi azaltabilecegi belirtilmekte-
dir [18].

Lidokain, hem lokal anestezik hem de Class IB antiaritmik ilac-
tir. Ventrikiler aritmilerin kontrol edilmesinde amiodarona alter-
natif olarak kullanilmaktadir. Ayrica digoksin, siklik antidepre-
sanlar, stimilanlar ve teofilin zehirlenmelerine bagh olarak ge-
lisen ventrikiiler aritmilerde de kullanilir. Ventrikiiler tasikardi
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veya fibrilasyona (VT/VF) bagli kalp durmasinda baslangi¢c dozu
1-1,5 mg/kg IV'dir. Refrakter VF'de ek doz 0,5 - 0,75 mg/kg IV
bolus yapilabilir, 5-10 dakikada bir tekrarlanabilir, maksimum
total dozu 3 mg/kg'dir. Stabil VT'de dozu 1-1,5 mg/kg IV bolus-
tur. 5-10 dakikada bir 0,5 - 0,75 mg/kg IV bolus, toplam 3 mg/
kg’a kadar yapilabilir. infiizyon tedavisi klinik gereksinim ve plaz-
ma lidokain diizeyine gére 1- 4 mg/ dakika (30-50 pg/kg/dakika)
dozunda titre edilebilir [19]. Calismamizda lidokain sadece klinik
tedavi dozunda (2mg/kg) kullanilmistir.

Troponin kardiyospesifik bir proteindir. Miyokard hiicre nekro-
zunu gosteren CK, CK-MB, LDH gibi serum enzimlerinden daha
spesifik oldugu bildirilmektedir. Yapilan bir calismada, elektif ko-
roner bypass cerrahisi geciren 100 hastaya bolus ve inflizyon
seklinde lidokain uygulanmis, CK-MB ve troponin-T seviyelerinin
bu grupta daha diisiik oldugu saptanmistir [10]. izole rat kalbi
lizerinde yapilan bir baska calismada ise lidokain dozunun nor-
mal tedavi dozunun 10 katina kadar artirlabilecegi ileri srl-
mistdr [15]. Bizim calismamizda postoperatif 6. ve 24. saatte-
ki troponin-I ve CK-MB degerleri calisma grubunda kontrol gru-
buna gore daha diisiik olmasina ragmen istatistiksel olarak an-
lamli degildi. Bu sonucun ¢alismamizda kullanilan lidokain dozu
ile iliskili oldugunu diistinmekteyiz.

Yapilan bir calismaya gore, postoperatif inotropik ihtiyacinin
hastanin yasi, total pompa siiresi, toplam ameliyat siiresi, aortik
kros klemp siiresi ve reperfiizyon siiresi ile iliskili oldugu belirtil-
mektedir [20]. Bir baska calismada ise, daha énce gecirmis mi-
yokard infarktisu, koroner arterlerdeki lezyonlarin 6zelligi, kadin
cinsiyet, diabetes mellitus, hipertansiyon, diuretik tedavi, sigara
kullanimi, dislipidemi, kronik obstriiktif akciger hastahgi ve eslik
eden diger hastaliklarin postoperatif inotropik ihtiyaci ile iliskili
oldugu 6ne sirilmistdr [21]. Literatirde lidokain'in koroner ar-
ter baypas cerrahisi uygulanan hastalarda postoperatif donem-
de inotropik destek gereksinimini azalttigina dair calisma bu-
lunmamaktadir. Calismamizda kontrol grubu ile calisma grubun-
daki hastalarda inotropik ihtiyag ve defibrilasyon agisindan fark
bulunmamistir.

Atriyal fibrilasyon koroner arter bypass cerrahisi sonrasi en sik
gortlen aritmi olup, en sik postoperatif 3. giinde ortya ¢ikmak-
ta ve insidansinin %20 ile % 40 arasinda oldugu bildirilmekte-
dir [22]. Cerrahi teknik, anestezi yontemleri ve miyokard koru-
masindaki gelismelere ragmen AF sikli§inda énemli bir azalma
saglanamamistir ve bu klinik problem halen énemli bir morbidi-
te sebebi olmaya devam etmektedir. Literatiirde atriyal fibrilas-
yonun, hemodinamik instabilite, artmis stroke riski, uzamis has-
tanede kahm siresi, artmis antiaritmik ajan ve pacemaker kul-
lanimi ve artmis tedavi maliyetleri ile iliskili oldugu gosterilmis-
tir [22]. Koroner arter baypas cerrahisi sonrasi goriilen AF eti-
yolojisi tam olarak bilinmemesine ragmen, pek cok predispozan
faktor ve tetikleyici olaylar 6ne surtlmisttr. Etiyolojideki 6nem-
li sebepler arasinda revaskilarizasyona bagh reperfiizyon hasa-
r1, kardiyak cerrahi girisime baglh kalbin cesitli bélgelerinin ma-
niptlasyonu, postoperatif perikardiyal effiizyon, elektrolit imba-
lansi, perioperatif katekolamin desarji, aritmojenik ajanlarin kul-
laninmi, emosyonel stres ve yasa bagl olarak atrium dokusun-
daki dejeneratif degisiklikler sayilabilir [12]. Fiore ve arkadasla-
rinin yatigl calismada, kofroner arter baypas cerrahisi uygula-
nan hastalarda lidokain kullanimi ile AF sikhginda bir azalma go-
rilmedigi bildirilmistir [23]. Bizim calismamizda, toplam 11 has-

tada (%30,5) AF gelisti, ancak iki grup arasinda AF sikligi acisin-
dan istatistiksel olarak anlamh fark gorilmedi. Atriyal fibrilas-
yon gelisen tim hastalarda amiodarone tedavisi ile normal si-
nis ritmine doniis sagland.

Sonug

Bu calismada 2mg/kg dozunda lidokain ile zenginlestirilmis kar-
diyoplejinin koroner arter baypas cerrahisi uygulanan hastalar-
da IRH iizerine etkisinin olmadig|, postoperatif AF ve inotropik
destek ihtiyacini azaltmadigi gorilmastir. Ancak, daha yiiksek
dozlarda lidokain kullanilarak farkli sonuclar elde edilebilir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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The Effects of Obesity in Cholelithiasis

Sahin Kaymak, Emin Lapsekili, Sezai Demirbag

Guilhane Askeri Tip Akademisi Tip Fakiiltesi, Genel Cerrahi Anabilimdali, Ankara, Turkiye

Ozet

Amag: Calismamizin amaci popiilasyonda sik gortilen kolelitiazis (safra ke-
sesi tasl), umbilikal herni (UH) ve metabolik sendrom (MS) hastaliginin be-
raber bulunma oranlarini incelemek, kilo ve kolesterol yiiksekliklerinin belirti-
len hastaliklarin bulunma oranlarini degistirip degistirmeyecegini gozlemle-
mektir. Gereg ve Yontem: Klinigimizde kolelitiazis nedeniyle Laparoskopik Ko-
lesistektomi (LK) uygulanan hastalarin verileri retrospektif olarak incelendi.
Hastalar, Diinya saglik 6rgitii (WHO) tarafindan tanimlanan viicut kitle in-
deksi (VKi) kriterlerine gore (i¢ gruba ayrildi. Ayrica hastalar Ulusal Koleste-
rol Egitim Programi (NCEP) Eriskin Tedavi Panelinin (ATP-IIl) tglnci versi-
yonuna gore yiiksek ve normal kolesterol seviyeleri olan hastalar olarak iki
gruba ayrildi. Gruplarda metabolik sendrom ve umbilikal herni sikhigi aras-
tirldi.Bulgular: Calismaya dahil edilen 78 hastanin 11’inde (%14,1) umbili-
kal herni saptanmigken, 39’unda (%50) metabolik sendrom saptandi. Hasta-
larin 8’inde (%10,2) metabolik sendrom ve umbilikal herni birlikteligi saptan-
di. VKine gore siniflandirildiginda 23 hasta normal kilolu, 41 hasta asiri kilo-
lu ve 14 hasta obez olarak saptandi. Bu gruplara gére UH dagilimi 1 (%4,3),
5 (%12,2) ve 5 (%35,7) kisi (p=0,026), MS dagilimi 6 (%26,1), 22 (%53) ve
11 (%78,6) kisi (p=0,007), MS+UH olanlarin dagilimi 1 (%4,3), 2 (%4.,8) ve 5
(%35,7) kisi (p=0,002) olarak saptandi ve istatistiksel acidan olduk¢a anlam-
I olarak bulundu. Tartisma: Kolelitiazis nedeniyle LK ameliyati planlanan has-
talardan yiiksek VKI'i olanlarda bir cok postoperatif komplikasyonun yanin-
da peroperatuar komplikasyon yaratabilecek UH sikliginin arttigini soyleye-
biliriz. Ayni sekilde, yiiksek VKi'i olan kolelitiazisli hastalarda tas olusmasin-
da MS bir risk faktérii olarak séylenilebilir. Yiiksek VKI'li kolelitiazis olan has-
talarda MS ve UH birlikteligi artmakla beraber genis vaka calismalariyla des-
teklenmesi gerekmektedir.

Anahtar Kelimeler
Safra Kesesi Tasi; Metabolik Sendrom; Umblikal Herni

Abstract

Aim: The aim of our study is to assess the co-existence ratios of cholelithia-
sis, umbilical hernia (UH) and metabolic syndrome (MS), which are commonly
seen in population, and also is to research whether high cholesterol levels
and body weight can change the co-existence ratio of these illnesses. Mate-
rial and Method: Data of patients who underwent laparoscopic cholecystec-
tomy (LC) due to cholelithiasis in our clinic were retrospectively reviewed.
Patients were divided into three groups according to body mass index (BMI)
criteria defined by the World Health Organization (WHO). Moreover, patients
were divided into two groups as patients with high and normal cholesterol
levels according to the third version of the National Cholesterol Education
Program (NCEP) Adult Treatment Panel (ATP-III). The prevalence of metabolic
syndrome and umbilical hernia were investigated in the groups. Results: Of
the 78 patients included in the study, 11 (14.1%) patients were detected
to have umbilical hernia, 39 (50%) patients were detected to have meta-
bolic syndrome. Co-existence of the metabolic syndrome and umbilical hernia
were detected in 8 (10.2%) patients. When patients were classified according
to body mass index, 23 patients were detected as normal weight, 41 patients
as overweight and 14 patients as obese. According to these groups, distri-
bution of patients was determined to be 1 (4.3%), 5 (12.2%) and 5 (35.7%)
patients for UH (p = 0.026), 6 (26.1%), 22 (53%) and 11 (78.6%) patients for
MS (p = 0.007), 1 (4.3%), 2 (4.8%) and 5 (35.7%) patients for MS+UH (p =
0.002), respectively, and statistically significant differences were determined
among groups. Discussion: We can say that both many postoperative com-
plications and perioperative complications resulting from frequency of UH
have increased in high BMI with patients among planned laparoscopic chole-
cystectomy operation due to cholelithiasis. Likewise, it can be said that MS
is a risk factor for formation of gallstone in patients with both cholelithiasis
and high BMI. Co-existence of UH and MS has increased in patients with
both cholelithiasis and high BMI, but it should be supported with extensive
case studies.
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Giris

Kolelitiazis (safra kesesi tasi) dinya tzerinde 6zellikle bati tl-
kelerinde siklikla gorilen hastaliklardan biridir. Gastrointesti-
nal sikayetler nedeniyle hastaneye yapilan yatislarin yaklasik
%21’ini safra kesesi hastaliklari olusturur [1]. Yapilan postmor-
tem calismalarda insidansi %11-36 olarak belirtilmektedir [2].
Bircok epidemiyolojik calisma safra kesesi taslari, obezite ve hi-
perinsulineminin baglantisini aciklamistir [3-4]. Kolelitiazis icin
diger iliskili risk faktorleri ise; kadin cinsiyet, yas, obezite, diya-
bet, hiperlipidemi, hizli kilo kaybi, hepatit c, siroz ve yiksek kalo-
rili diyet ile beslenme olarak belirtilmistir [5].

Metabolik sendrom, insiilin direnciyle baslayan abdominal obe-
zite, glukoz intoleransi veya diabetes mellitus (DM), dislipide-
mi, hipertansiyon ve koroner arter hastaligi (KAH) gibi sistemik
bozukluklarin birbirine eklendigi 6liimciil bir rahatsizliktir [6]. ilk
olarak 1921 yilinda hastalarin fiziksel gérinimleri ile tanimla-
nan metabolik sendrom (MS) [7], diinya tizerinde obezite ve se-
danter yasantinin yayilmasiyla daha sik gériilmeye baslamistir.
Metabolik Sendrom 6zellikle obezite, kardiyovaskiiler problem-
ler, kanser, DM, hipertansiyon ve kolelitiazise bagl morbidite ve
mortalite oranlarini her gecen yil artirmaktadir [8]. Ulkemizde
MS goriilme sikhigi, erkeklerde %28, kadinlarda ise %40 gibi ol-
dukca yiiksek degerlerdedir [3]. Calismalar MS'yi kolelitiazis icin
bir risk faktori olarak éngormektedir [9-11].

Umbilikal herniler, paraumbilikal herniler ve epigastrik herniler
tlim karin duvari hernilerinin %10’luk kismini olusturur [12]. in-
guinal hernilerden sonra ikinci siklikta gorilen umbilikal herni-
ler, kolelitiazis ile beraber olarak ayni hastada saptanabilmek-
tedir [13]. Umbilikal herniler %90 oraninda edinsel bir defekt-
ten gelisirler ve risk faktorleri olarak, obezite, multiparite ve si-
roz sayilabilir [14].

Calismamizin amaci gesitli calisma ve kaynaklarda birlikteligin-
den sikca soz edilen kolelitiazis ve metabolik sendrom ile kole-
litiazis ve umbilikal herni beraberliginin ortak bir paydada bulu-
sup bulusmayacagini incelemektir. Kolelitiazis olan hastalarda
yiiksek kolesterol ve VKi'nin umbilikal herni ve metabolik send-
rom icin bir risk faktori olup olmadigini degerlendirmektir.

Gerec ve Yontem

Calismaya GATA Etik Kurulunun 04.11.2014 tarihinde 46. otu-
rumunda onay alinarak baslanmistir. Klinigimizde 2012 yili Ni-
san ve Kasim aylari arasinda 6 ay stire ile kolelitiazis nedeniy-
le ameliyat edilen hastalar ardisik olarak calismaya alindi. Ca-
lismaya standardizasyon saglamak amaciyla laparoskopik kole-
sistektomi (LK) yapilan hastalar alindi. Acik kolesistektomi ka-
rari ile ameliyata baslanan vakalar calismaya dahil edilmedi.
Hastalar retrospektif olarak dosya bilgileri ve kayitlar tizerin-
den tarandi. Hastalarin rutin olarak yapilan fiziksel incelemele-
ri, yas, boy, kilo, tansiyon degerleri ile bel cevresi 6lciimleri, rutin
kan biyokimyasi sonuclari kaydedildi. Fizik muayene esnasinda
umbilikal herni bulgusu olanlar ve kolelitiazis tanisi icin yapilan
Ust batin ultrasonografi sonuclari kaydedildi. MS degerlendiri-
lirken, Uluslararasi Kolesterol Egitim Programinin 3. Versiyonu-
nun (NCEP ATP Ill) kriterleri dikkate alindi ve 6nerilen bes kriter-
den tctinin olmasi MS varligi olarak kabul edildi (Tablo 1) [15].
Hastalara klinige kabullerinden sonra standart operasyon ha-
zirhgini takiben LK ameliyati yapildi. Hastalarda kamera portu
Gett’ in calismasindaki teknik ile yerlestirildi [16], LK'den sonra

Tablo 1. National Cholesterol Education Program (NCEP) Adult Treatment Pa-
nel Il (ATP 111)-2001, Metabolik Sendrom Tani Kriterleri

Asagidakilerden en az {igii:

- Abdominal obezite (bel cevresi: erkeklerde > 102 cm, kadinlarda > 88 cm)
« Hipertrigliseridemi ( =150 mg/dI)

- Duistik HDL (erkeklerde < 40 mg/dl, kadinlarda < 50 mg/dI)

« Hipertansiyon (kan basinci = 130/85 mmHg)

- Hiperglisemi (aglk kan glukozu = 110 mg/dI)

herni tamiri ayni kesiden yapildi.

Hastalar viicut kitle indeksi (VKi) ve kolesterol diizeyine gére
gruplara ayrilarak karsilastirildi.

VKi, WHO siniflamasina gére normal, asiri kilolu ve obez olarak
gruplandirildi. Bu gruplarda umbilikal herni ve metabolik send-
rom siklig1 degerlendirildi [17].

Ulusal Kolesterol Egitim Programi (NCEP) Eriskin Tedavi Pane-
li (ATP 111)-2001 kriterlerine gore 240 mg/dl kolesterol diizeyle-
ri g6z online alinarak hastalar iki gruba ayrildi, yiksek ve nor-
mal kolesterol seviyeleri tizerinden umbilikal herni ve metabolik
sendrom sikligi arastirldi.

istatistik hesaplamalari icin standart SPSS (version 15.0, SPSS
Inc., Chicago, IL) programi kullanildi. Gruplarinin ortalamalari ve
standart sapmalari tanimlayici istatistik yontemler kullanilarak
hesapland:. Umbilikal herni ve metabolik sendromun VKi ile kar-
silastirimasinda ve ayni sekilde kolesterol diizeylerinin umbi-
likal herni ve metabolik sendrom varligi ile karsilastiriimasin-
da Pearson Ki kare testi kullanildi. P< 0,05 anlamli olarak ka-
bul edildi.

Sonuclar

Toplam 78 hasta calismaya dahil edildi. Hastalarin ortalama
yasi 45,5 olarak hesaplandi (23-93), 31 hasta erkek 47 has-
ta kadindi, 78 hasta semptomatik kolelitiazis tanisiyla ameliyat
edildi. Bunlardan 4t acil olarak ameliyata alindi. Tum hastalarin
11’inde (%14,1) umbilikal herni, 39’unda (%50) metabolik send-
rom ve 8’inde (%10,2) metabolik sendrom ile umbilikal herni bir-
likteligi tespit edildi.

Bu sonuclara gére; VKi normal olan 23 hastanin sadece 1’inde
(%4,3), 41 asiri kilolu hastanin 5’'inde (%12,2) ve yine 14 obez
hastanin 5’inde (%35,7) umbilikal herni saptandi. UH gériilme
orani VKi'ne gére degerlendirildiginde istatistiksel olarak anlam-
i fark tespit edildi (p=0,026). Metabolik sendrom VKI kriterleri-
ne gore degerlendirildiginde, normal kilolularin 6’sinda (%26,1),
asirt kilolularin 22’sinde (%53,7) ve obezlerin 11’inde (%78,6)
metabolik sendrom saptandi. Sonuclar karsilastirildiginda ista-
tistiksel olarak yiiksek oranda anlamli bulundu (p=0,007). Meta-
bolik sendrom ve umbilikal herni birlikteligi, VKi kriterlerine gére
degerlendirildiginde sirasiyla 1 (%4,3), 2 (%4,8) ve 5 hastada
(%35,7) saptandi. Sonuglar karsilastirildiginda istatistiksel ola-
rak yiiksek oranda anlamli bulundu (p=0,002) (Tablo 2).
Kolesterol diizeyine gore 2 gruba ayrilan hastalar incelendi. Ko-
lesterol diizeyi normal olan 63 hastanin 28’inde (%44,4) meta-

Tablo 2. BMI ve metabolik sendrom, umblikal herni varlig karsilastiriimasi

BMI Toplam MS UH MS+UH
<25 kg/m2 23 6 1 1
25-30kg/m2 41 22 5 2
>30 kg/m2 14 1 5 5

78 39 1 8
p degeri 0.007 0.026 0.002

198 | Journal of Clinical and Analytical Medicine



The Effects of Obesity in Cholelithiasis

bolik sendrom, 8’inde (%12,7) umbilikal herni saptandi. Koles-
terol diizeyi yiiksek olan gruptaki 15 hastanin, 11’inde meta-
bolik sendrom saptanmis (%73,3), 3’inde umbilikal herni sap-
tandi. Gruplara goére UH ve MS gériilme oranlar istatistiksel
olarak degerlendirildi ve anlamh bulunmadi(sirasiyla p=0.083,
p=0,434) (Tablo 3).

Tablo 3. National Cholesterol Education Program (NCEP) Adult Treatment Pa-
nel 1l (ATP I11)-2001 kriterlerine gore Kolesterol diizeyleri ile metabolik send-
rom, umblikal herni varligi karsilagtiriimasi

Kolesterol diizeyi ~ Toplam MS UH UH+MS  p degeri

<240 mg/dl 63 28 8 8 0.083

>240 mg/dl 15 11 3 0 0.434
78 39 11 8

Tartisma

Calismalar metabolik sendromu, kolelitiazis olusumu icin ba-
gimsiz risk faktori olarak tanimlamistir. Chang calismasinda
kolelitiazis olanlarda ozellikle abdominal obezite ve metabo-
lik sendrom yiizdesinin olmayanlara goére daha fazla oldugunu
belirtmistir [9]. Obezite kolesteroliin hepatik sekresyonunu ar-
tirabilecegi icin kolelitiazis olusumunda major risk faktoéri ola-
rak belirtilmistir [18]. Cojocaru ¢calismasinda bel cevresi 6l¢ctimii
ile VKI'nin her ikisinin birden kolesterol taglari olusumu icin ayri
ayri risk faktéri oldugunu bildirmislerdir [10]. Calismamizda VKi
arttikca MS goriilme sikhigininda arttigi ve bu durumun litera-
tlrle uyumlu oldugunu tespit ettik (p=0,007).

Yiksek trigliserid diizeylerine sahip bircok hastada asiri kilo ve
insdlin rezistansi vardir. Bununla baglantil olarak kolelitiazis
olusumuna katkida bulunan iki faktor olan stpersatire safra ve
azalmis safra kesesi motilitesi gozlenir [4]. Kolelitiazis olusumu
ile metabolik sendromun bir tyesi olan hipertansiyon arasinda-
ki iliski hentiz netlesmemistir. Arastirmacilar hipertansiyon da
insdlin aktivitesinin nasil oldugunun aciklanmasiyla bu sorunun
cevabinin bulunabilecegini distiinmektedirler.

Kolelitiazis ile aglik glukozu arasinda siki bir iliski vardir. Yik-
sek aclik glukoz diizeyleri hem karacigerden safra asidi salgi-
lanmasini hem de safra kesesinin safra sekresyonu icin gerek-
li kontraksiyonunu inhibe etmektedir. Boylece kolesterol tasi nii-
vesi olusmakta veya olusan niveler tizerinde kolesterol ve saf-
ra asitleri tabakasi artmaktadir [11]. Hiperglisemi safra kese-
si motilitesini etkiledigi gibi kolelitiazis olusumunu ve safra ke-
sesi mukus sekresyonunu da etkilemektedir [19-20]. Sadece ka-
racigere spesifik insilin reseptorleri inhibe edilerek izole insu-
lin rezistansi olusturulmus LIRKO (Liver insulin receptor knocko-
ut) fareleri ile yapilan hayvan calismalarinda litojenik diyet ile
beslenen hayvanlarin %36’sinda bir hafta sonra safra tasi olu-
surken, 12 hafta sonra tim farelerde safra tasi olusmustur [21].
Ulkemizde metabolik sendromun gériilme sikhginin erkeklerde
%28 ve kadinlarda %40 gibi oranlarda olmasina karsin calis-
ma yaptigimiz kolelitiazis olan hastalarda %50 gibi yiiksek bir
oranda gorilmesi ozellikle erkek hastalarda metabolik sendro-
mun kolelitiazis olusumunda ne kadar 6nemli bir risk faktéri ol-
dugunu gostermektedir.

Kolelitiazis ve umbilikal herni icin ortak risk faktorleri kadin cin-
siyet, obezite ve multiparite olarak bildirilmistir [22]. Bu (¢ du-
rum her iki hastaligin toplumda goériilme oranlarini oldukca ar-
tirmaktadir. Umbilikal herni olan hastalarda yapilan laparosko-

pik girisimler sirasinda trokarin girisinde teknik sorunlar ve giri-
sim sonrasinda komplikasyonlar gorilebilmektedir [23]. Bu yiiz-
den operasyon oncesi umbilikal herni varligini bilmek operas-
yona baslarken giivenli girisimin temelini olusturur. Nassar ca-
lismasinda laparoskopik kolesistektomi yapilan hastalarda ope-
rasyon éncesinde var olan umbilikal ve paraumbilikal defektlerin
insidansini %12 olarak bildirmistir [23]. Kamer ve arkadaslari
kendi serilerinde laparoskopik kolesistektomi uygulanan hasta-
larinin %10,5’inde ayni seansta umbilikal herni onarimi yaptik-
larini bildirmistir [24]. Diger bir calismada ise laparoskopik kole-
sistektomi yapilan hastalarda umbilikal herni orani %4,7 olarak
bildirilmistir [25]. Bizim calismamizda literatiirle paralel olarak
kolelitiazis ve umbilikal herni birlikteligi %10,2 oraninda tespit
edildi. Calismalarda yiiksek VKI'nin ayni hastada kolelitiazis ile
birlikte umbilikal herni goérilme olasiligini artirdigi belirtilmekte-
dir. Calismamizda, normal kilolu 23 hastadan yalnizca 1’inde UH
saptanirken, kilosu normalin tizerindeki 55 hastanin 10’unda UH
saptanmasi ile obezitenin kolelitiazis olan hastalarda UH riskini
artirdigini séylemek mimkiin olmaktadir.

Kolelitiazis olan hastalarin % 10’unda tespit ettigimiz umbili-
kal herni ve metabolik sendrom birlikteliginin bir sendrom ola-
rak tanimlanamasa da azimsanmamasi gereken bir durum ol-
dugunu diistinmekteyiz. ileride yapilacak olan calismalarla ortak
risk faktorleri barindiran bu tic hastaligin belirli bir gen defekti
sonucu mu olustugu yoksa birbirini takip eden hastaliklar mi ol-
dugu daha iyi anlasilacaktir. Kolelitiazis nedeniyle laparoskopik
kolesistektomi planlanan hastalarda, yiiksek VKi'nin perioperatif
ve postoperatif komplikasyon yaratabilen umbilikal herni sikligi-
ni arttirdigini sdyleyebiliriz. Ayni zamanda yiiksek VKi olan kole-
litiazis hastalarinda kolelitiazis olusumunda metabolik sendro-
mu da suclamak yanlis olmayacaktir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Prostat hacminin (PH) dogru tahmini tedavi seciminde, tedavi etkileri-
nin tahmininde, akut idrar retansiyon riski(AiR) ve cerrahi tedavi ihtiyaci aci-
sindan 6nemlidir. Bu ¢alismanin amaci benign prostat hiperplazisi (BPH)'si
histolojik olarak kanitlanmis hastalardaki PH ve PSA arasindaki iliskiyi de-
gerlendirmektir. Gere¢ ve Yontem: Calismaya alt triner sistem semptomlar
ile basvuran ve transrektal ultrasonografi (TRUS) esliginde 14 kadran biyopsi
sonuclari patolojik olarak BPH olan 248 hasta alindi. PH, TRUS esliginde el-
lipsoid (PH= anterior-posteror ¢cap x transverse ¢ap x saggital cap x n/6) yon-
temle hesaplandi. Serum PSA diizeyi Beckman Coulter DX 1800 cihazi kulla-
nilarak One-Step Sandwich (Dual Mono) yontemi ile 6l¢iildi. Hastalar PH'ya
gore ui¢ gruba ayrildi. (PH<30 ml, PH=30-60 ml, PH>60 ml). Prostat hacmi ve
PSA diizeyi arasindaki iliski yasin bu parametreler etkisi inceledi. Gruplar ara-
sindaki farkliligi tespit etmek icin One Way Analiz yontemi kullanildi. P degeri
0, 05’ten kiictik ise anlamli olarak kabul edildi. Bulgular: Ortalama yas 66,97
(£1), ortalama PH 57,58 (+4), ortalama PSA 6,89 (+0,4) ng/ml idi. Hastalarin
%57’sinde serum PSA diizeyi 4 ng/ml'den yiiksekti. PH gruplari ile ortalama
PSA degerleri sirasiyla; PH<30 ml, PH:30-60 ml ve PH>60 ml; 2,69+0,2 ng/ml,
6,72+0,5 ng/ml ve 9,84+0,9 ng/ml olarak ol¢iildi (P<0,01, P<0,001). 70 yas
tstti hastalar (grup 4) disindaki 3 grupta yasin ilerlemesi ile birlikte hem PSA
diizeyi hem prostat hacminin arttig1 goriilmektedir (P<0,05). Tartisma: Pros-
tat hacmi ve yas artisina paralel olarak serum PSA diizeyinin arttigi gorild.
Elde edilen bulgular PSA diizeyinin esas olarak PH ile iliskili oldugunu, ancak
yas faktoriinin de bunu etkiledigini géstermektedir.

Anahtar Kelimeler
Benign Prostat Hiperplazisi; Prostat Hacmi; Prostat Spesifik Antijen
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Abstract

Aim: An accurate estimation of the degree of prostate volume (PV) enlarge-
ment is important for the choice of treatment, and for prediction of treat-
ment effect, the risk of acute urinary retention and the need for surgery.The
purpose of this study was to evaluate the relationship PSA and PV in patients
with histologically proven BPH. Material and Method: 248 men presented to
lower urinary tract symptoms and were patologically proved to have benign
prostatic hyperplasia by transrectal ultrasoun (TRUS) guided 14-core biopsy
were evaluated in this study. Prostat volume was calculated by TRUS with
the formula of an ellipsoid (PV= height x with x lenght x 0,52). Measurements
of PSA (ng/ml). Serum PSA level was measured by One-Step Sandwich (Dual
Mono) method using Beckman Coulter DX 1800 device. The patients evalu-
ated in three groups according to their PV range (cohort of PV) (PV < 30 ml,
PV: 30-60 ml, PV > 60 ml). The relationship between age and prostate volume
and PSA levels were investigated the affact on these parameters. One way
analyses of variance were used to test the difference among groups. The
P value less than 0,05 was considered statistically significant. Results: The
mean age was 66,97(x1), mean PV was 57,58(+4) ml, and mean serum PSA
was 6,89(+0,4) ng/ml. Fifty-seven percent of the patients have a serum PSA
value greater than 4 ng/ml. Mean PSA and PV increased with each advanc-
ing cohort of age. The mean PSA values in the cohort of PV; PV < 30 ml, PV:
30-60 ml, and > 60 ml, were 2,69+0,2 ng/ml, 6,72+0,5 ng/ml, and 9,84+0,9
ng/ml, respectively (p< 0,01, p< 0,001). Discussion: There is no cut-off value
of PSA in the estimation of prostate volume. In the absence of reliable direct
measurement of PV or when it is not necessary to measure the exact volume
of prostate, serum PSA determination may be used to designe of medical
management for patients with BPH.
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Giris

Benign prostat hiperplazisi (BPH) prostat dokusunun iyi huy-
lu buyumesidir. Bu blyime alt Griner sistem semptomlarina
(AUSS) yol agcmakta ve yasam kalitesini etkilemektedir. Yasin
artmasiyla gorilme sikligi artar. Bu hastalarin yarisindan fazla-
sinda AUSS’ na rastlanmaktadir. BPH'ya bagl AUSS obstriiktif
ve irritatif olmak uzere ikiye ayrilir. Obstriktif semptomlar ke-
sik idrar yapma , idrar akim hizinda yavaslama, mesaneyi tam
bosaltamama, damlama seklinde idrar yapmayi kapsar. irrita-
tif semptomlar urgency, noktiiri ve pollakiriyi icerir. BPH tedavi
edilmezse akut iriner retansiyon, bébrek yetmezligi, triner sis-
tem enfeksiyonu ve mesane tasi gibi komplikasyonlar olustu-
rabilir. Bu sebepler yiiziinden BPH tedavi edilmesi gereken bir
hastaliktir.[1]

Prostat hacminin bilinmesi BPH' in tedavi yonteminin secilme-
sinde 6nem arz etmektedir [1]. Ozellikle medikal tedavide 5-a
rediiktaz inhibitorlerinin (5-ARI) kullanimi prostat hacminin 30-
40 mililitreye ulastigr durumda &nerilmektedir [2,3]. Bazen cer-
rahi tedavi yonteminin secilmesinde de prostat hacmi belirleyi-
ci olabilmektedir.

Prostat hacminin élctilmesinde en dogru yontem transrektal ult-
rasonografidir (TRUS) [4,5]. Ancak biitiin hastalara TRUS yapil-
masi mumkin degildir. Prostat hacminin tespitinde abdominal
ultrasonografi ve parmakla rektal muayene (PRM) diger yon-
temlerdir [6]. Bu yontemlerle prostat hacmi tam olarak hesap-
lanamaz.

Bu konuda diger bir yaklasim da serum prostat spesifik antijen
(PSA) diizeyini 6lcerek prostat hacmi hakkinda bir 6ngériide bu-
lunmaktir [7]. Zira serum PSA diizeyi prostat hacmi ile korelas-
yon gostermektedir [8,9,10]. Boyle bir yontemle prostat hacmi-
nin tespiti hasta ve hekim acisindan oldukca pratiktir. Ancak bu-
rada dogru sonuca ulasilmasi BPH disinda serum PSA diizeyi-
ni etkileyen bircok nedenin ekarte edilmesiyle miimkiin olabilir.
Calismamizda alt triner sistem semptomlari (AUSS) ile klinigi-
mize basvuran prostat biyopsisi ile BPH tespit hastalarda pros-
tat hacmi ile biyopsi dncesinde 6lciilen serum total PSA diizeyi
arasindaki iliskiyi ve hasta yasinin bu parametreler tizerine olan
etkisini arastirilmasi amacland.

Gerec ve Yontem

Bu calismada 2007-2011 yillar arasinda AUSS nedeniyle bas-
vuran prostat biyopsi sonuclari BPH olan hastalar incelendi. Pa-
tolojik sonuglari prostatit, yilksek dereceli prostatik intraepitel-
yal neoplazi, atipik kiiciik asiner proliferasyon veya prostat kan-
seri olarak rapor edilen, idrar retansiyonu ile gelen ve 5-ARI alan
hastalar calisma kapsamina alinmadi. Ayrica serum PSA diize-
yinin 6lciilmesi icin kan érneklerinin alinmasindan hemen &énce
yapilmis prostat manipilasyonlari, kateter ve endoskopik islem-
leri yapilan hastalar da calisma kapsami disinda tutuldu.
Serum PSA diizeyi Beckman Coulter DX 1800 cihazi kullanilarak
One-Step Sandwich (Dual Mono) yontemi ile 6lcildd.

TRUS islemi, periprostatik alana %71 jetokain tatbikinden 10
dakika sonra sol lateral dekiibit pozisyonunda, General Elect-
ric LOGIQ P5 marka USG cihazinin 6,5 MHz transrektal probu
kullanilarak yapildi. Transvers ve sagital planlarda boyut 6lcim-
leri yapilip, elipsoid yontemle prostat hacmi hesaplandi. Pros-
tat haminin élciilmeside prostat hacmi= anterior-posteror cap
X transverse cap x saggital cap x n/6 formulu kullanildi. TRUS

ile PH hesaplandiktan sonra biitlin hastalardan 14 kor prostat
biyopsisi alindi. Prostat hacminin <30 ml, 30-60 ml ve >60 ml
olmasina ve bu hacimlere tekabul eden PSA diizeylerine gore
3 grup olusturuldu. Ayrica hastalar yas gruplarina gore <50,
50-60, 60-70 ve >70 olarak 4 gruba ayrildi ve bu gruplar PSA
ve prostat hacmi acgisindan degerlendirildi. Elde edilen sonug-
lar oneway yontemleri ile istatistiksel olarak degerlendirildi.
P<0,05 ise anlamli, p<0,01 ise ¢ok anlamli, p<0,001 ise ileri de-
recede anlamli, p> 0,05 ise anlamsiz olarak kabul edildi.

Bulgular

Calismaya alinan 248 hastanin yas ortalamasi 66.97+1 (40-86),
ortalama PSA diizeyi 6,89 (+0,4) ng/ml ve ortalama prostat hac-
mi 57,58(+4) ml olarak hesaplandi. TRUS ile élciilen en kiigiik
prostat hacmi 11 ml, buna tekabul eden PSA diizeyi 0,9 ng/ml,
en yiiksek prostat hacmi 336 ml ve buna tekabul eden PSA dii-
zeyi 13 ng/ml olarak tespit edildi. Serum total PSA diizeyi en
diisiik 0.3 ng/ml, buna tekabul eden PH 19 ml, PSA diizeyi en
yiksek 55 ng/ml ve buna tekabul eden PH 83 ml olarak bulun-
du. Hastalarin %57’sinde (143/248) serum PSA dizeyi 4 ng/
ml’den buyuiktd.

Hastalar prostat hacmine gore 3 gruba ayrilarak gruplar ara-
sinda PSA ve yas acisindan istatiksel olarak fark olup olmadi-
g1 arastirildi. (tablo 1, tablo 2) Prostat hacmi ve yas artisina pa-

Tablo 1. Prostat hacim gruplarina gére ortalama PSA ve ortalama yas

Prostat hacmi n (%) Ortalama PSA  Ortalama yas
(ng/ml)

Tum hastalar 248 6,89(+0,4) 66,9(+1)

Prostat hacmi <30 (grup 1) 55 (% 2,69(+0,2) 64,5(+0,8)

Prostat hacmi 30-60 arasi(grup 2) 109 6,72(+0,5) 66,9(+0,7)

Prostat hacmi >60 (grup 3) 84 9,84(+0,9) 68,6(+0,5)

Tablo 2. Prostat hacim gruplari arasi PSA ve yas acisindan anlamlilik diizeyi.

Bagiml degisken Grup Anlamlilik diizeyi
PSA 1 2 p<0,05
3 p<0,05
2 1 p<0,05
3 p<0,05
3 1 p<0,05
2 p<0,05
Yas 1 2 p>0,05
3 p<0,05
2 1 p>0,05
3 p>0,05
3 1 p<0,05
2 p>0,05

ralel olarak serum PSA dizeyinin arttigl gorilmektedir. Pros-
tat hacimleri ile PSA karsilastirildiginda grup 1 ile grup 2 ve
grup 3 arasindaki fark istatiksel olarak ileri derecede anlamli-
dir (p<0,001). grup 2 ile grup 3 arasindaki fark istatiksel olarak
cok anlamhdir (p<0,01).
diginda grup 1 ile grup 2 arasinda anlaml fark bulunmaz iken
(p>0,05); grup 1 ile grup 3 arasindaki fark istatiksel olarak an-
lamlidir (p<0,05). Grup 2 ile diger gruplar arasindaki fark ista-
tiksel olarak anlamsizdir (p>0,05).

Prostat hacimleri ile yas karsilastiril-
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Yaslara gore gruplar arasinda PSA ve prostat hacim degisiklik-
leri tablo 3'de gorilmektedir.

Tablo 3. Yas gruplarina gére ortalama PSA ve Prostat hacimleri

Yas n Ortalama PSA Ortalama prostat
(ng/ml) hacim (ml)

Tim hastalar 248 6,89(+0,4) 57,58(+4)

50 yas alti (grup 1) 11 2,35(+0,7) 30,18(+4)

50-60 arasi (grup 2) 41 6,23(+0,6) 43,12(3)

60-70 aras! (grup 3) 108 7,87(+0,7) 62,62(+5)

70 yas Ustii (grup 4) 88 6,55(+0,8) 61,57(+2)

70 yas Ustl hastalar (grup 4) disindaki 3 grupta yasin ilerlemesi
ile birlikte hem PSA diizeyi hem prostat hacminin arttigi gortl-
mektedir (P<0,05). PH ile yas gruplari karsilastirildiginda grup 1
ile grup 2 arasinda anlamh fark bulunmaz iken (p>0,05) ; grup
1 ile grup 3 ve grup 4 arasindaki fark istatiksel olarak anlamli-
dir (p<0,05). Grup 2 grup 3 ile grup 4 arasindaki fark istatiksel
olarak anlamlidir (p<0,05). grup 3 ile grup 4 arasindaki fark is-
tatiksel olarak anlamsizdir (p>0,05). ).PSA ile yas gruplari karsi-
lastinldiginda grup 1 ile grup 2 arasinda anlaml fark bulunmaz
iken (p>0,05) ; grup 1 ile grup 3 ve grup 4 arasindaki fark ista-
tiksel olarak anlamhidir (p<0,05). Grup 2 ile diger gruplar arasin-
daki fark istatiksel olarak anlamsizdir (p>0,05). grup 3 ile grup
4 arasindaki fark istatiksel olarak anlamsizdir (p>0,05).(tablo 4)

Tablo 4. Yas gruplari arasi PSA ve prostat hacimlerinin anlamlilik diizeyi

Bagiml degisken Yas kod Anlamlilik diizeyi
Prostat hacmi 1,00 2,00 p>0,05
3,00 P<0,05
4,00 P<0,05
2,00 1,00 P>0,05
3,00 P<0,05
4,00 P<0,05
3,00 1,00 P<0,05
2,00 P<0,05
4,00 P>0,05
4,00 1,00 P<0,05
2,00 P<0,05
3,00 P>0,05
PSA 1,00 2,00 P>0,05
3,00 P<0,05
4,00 P>0,05
2,00 1,00 P>0,05
3,00 P>0,05
4,00 P>0,05
3,00 1,00 P<0,05
2,00 P>0,05
4,00 P>0,05
4,00 1,00 P>0,05
2,00 P>0,05
3,00 P>0,05

Tartisma

Benign prostat hiperplazisi progresif bir hastaliktir. BPH prog-
resyonu; semptomlarin ilerlemesi, hayat kalitesinin bozulma-
si, idrar akim hizinda azalma, AR gelismesi ve BPH iliskili cer-

rahi islemlere ihtiya¢ duyulmasi gibi klinik durumlarin kétiles-
mesi seklinde tanimlanabilir. Prostat buyikliginin semptom-
lar ve idrar akim hiziyla iliskili olmadigi kabul edilmektedir. Bu-
nunla birlikte baslangic prostat hacminin BPH progresyonunda,
tedavi planlanmasinda ve &zellikle AiR ve cerrahi tedavi riskinin
olusmasinda énemli bir faktor oldugu calismalarda ortaya ko-
nulmustur [11]. SCARP (Scandinavian Reduction of the Prosta-
te Study), PROSPECT (The Proscar Safety Plus EfficacyCanadi-
an Trial) ve PROWESS (Proscar Worldwide Efficacy and Safety
Study) calismalari biiyiik prostat hacminin AIR riskini arttirdigi-
ni gostermistir.

Prostat hacminin 6ngorilmesinde parmakla rektal muayene
(PRM) [12] abdominal ultrasonografi (AUSG) [11,13] MR goriin-
tlileme [14] ve TRUS [4,15] basvurulan yontemlerdir. PRM yon-
temi ile yapilan ongoriilerde ozellikle kiiciik prostatlarin hacim-
lerinin tespiti zorluk arz etmektedir [12]. MR ve TRUS ile ilgili
teknik ekipman bircok saglk tnitesinde bulunmadigindan AUSG
non-invazif olmasi bakimindan driner sistemin goruntilenme-
sinde ve prostat hacminin 6ngoérilmesinde yaygin olarak kulla-
nilmaktadir.

in vivo kosullarda TRUS ile élciilen prostat hacimleri, radikal
prostatektomi ile cikarilan prostat hacimleri ile en iyi uyumu
gostermistir. Bundan dolayi prostat hacminin hesaplanmasin-
da TRUS (planimetric step sectionTRUS) Ustiin dogruluk ora-
ni ile altin standart olarak distnulmektedir [4,14,16]. Wang'in
1979 yilinda PSAnin prostata spesifik oldugunu kesfinden son-
ra bu timor belirteci prostat kanserinin tanisinda ve takibinde
bir devrim olusturmustur [17]. Tanmisal dogruluktaki iyilesmeyi
saglamak amaciyla PSA ve prostat hacmi arasindaki korelasyon
incelenmistir [3, 18]. Daha sonra prostat kanserinin erken tani-
sinda bir yontem olarak PSAnin istatistiksel olarak performan-
sinin arttirmak icin prostat hacmi ile PSA orani (PSA-dansitesi,
PSAD) kullanilmistir.

Klinik calisma verileri BPH'nin progresyon riskinin belirlenme-
sinde PSA diizeyinin kullanilabilirligini teyit etmistir. Baslangic-
taki serum PSA diizeyinin, baslangic prostat hacmi gibi, daha
sonraki prostat biylimesini gosterdigine dair kuvvetli deliller
bulunmaktadir [7,8].

TRUS'un tetkik olarak uygulanamadigi durumlarda prostat hac-
mini 6ngérmede TRUS yerine gecebilecek yontem olarak serum
PSA duzeyinin élctilmesi 6nemli bir alternatif olarak giindeme
gelmistir.

Yapilan bazi calismalarda prostat hacminin > 30 ml olmasi du-
rumunda daha kiiciik hacimlere gore AiR gelismesi olasiliginin
3-4 kat daha fazla oldugu rapor edilmistir [22,23] Ortalama
prostat biiyiimesi yilda %1,9'dur. Baslangic prostat hacmi 30 ml
veya altinda ise yillik biiylime %?1,7 iken, baslangi¢ hacim 30 ml
lzerinde ise yillik biiyime %?2,2 olmaktadir [20].

Maalesef, BPH'li hastalarin tedavisinde kullanilan a-blokérlerin
baslangic PH ve PSA diizeyi lizerine olan etkisini ortaya koyan
veriler mevcut degildir. Bu durum a-blokérlerin etkisinin PH ve
belki de PSA diizeyinden bagimsiz oldugunu distundirmekte-
dir [21]. Ancak a-blokér tedavisi BPH progresyonunu, AiR ris-
kini ve BPH iliskili cerrahi tedavi risklerini ortadan kaldirmaz.
Bu risklerin engellenmesi prostat hacminde kiiciilmeye yol acan
5-ARI'nin tedaviye eklenmesiyle miimkiin olabilir 5-ARI'nin teda-
viye ilave edilmesi icin PH'nin belli diizeyde olmasi gerekir. An-
cak bu tedaviye baslamak icin hangi PSA diizeyinin ya da hangi

Journal of Clinical and Analytical Medicine | 203



Relationship Between Prostate Volume and Serum Prostate Specific Antigen Level

PHnin esas alinacagi konusu tartismalidir.

Biyiik PH olarak > 30 ml'yi [20,22,23] ve > 40 ml'yi [7,21] kabul
eden calismalar bulunmaktadir. Basawaraj ve ark. PH ve PSA
iliskisini arastirdiklari calismalarinda PH’ya gére: 21-30 ml, 31-
50 ml, 51-80 ml ve 80 ml istii olmak Ulizere dért grup olustur-
muslardir. [8]. Gortildigl gibi hangi hacmi kiiciik, hangi hacmi
veya hacim araligini biiyiik prostat olarak degerlendirmemiz ge-
rektigi konusu acik degildir.

Kaplan ve ark.nin [24] yaptigi bir calismada prostat hacmi > 25
ml olan BPH’ll hastalarda doksazosin ve finasterid kombine te-
davisinden oldukca fayda saglandigi belirtilmistir.

Bizim sonuclarimiz PH ile PSA diizeyi arasindaki korelasyonun
istatistiksel acidan oldukca anlamli olmasi bakimindan bir cok
calismayla [6,8,9,10] uyumludur. Yas gruplarinda buldugumuz
ortalama PH ve PSA diizeyleri Hochberg ve ark.nin[5] elde etti-
gi degerlerden disuk , diger bir cok calismaya [1,2,6,8] gore ise
yiiksektir. Bu durum diglama kriterleriyle izah edilebilir. Bir ¢ok
calismada [1,2,6,8] PSA diizeyi > 10 ng/ml olan hastalar, 80 yas
lstli hastalar [6] ve 200 ml lizerinde PH olan hastalar [2] calis-
ma kapsamina alinmamistir. Bizim calismamizda ise PSA, yas
ve PH ile ilgili dislama kriterleri uygulanmadi.. Histolojik olarak
BPH oldugu dogrulanan hastalarin %28’inde serum PSA diizeyi
4 ng/ml'den yiiksektir [25]. Bizim calismamizda ise bu oran %57
olarak bulunmustur. Collins ve ark.’nin [3] calismalarinda has-
talarin sadece %15’inde PSA diizeyi 4 ng/ml'den yiiksektir. Do-
laysiyla yiksek buldugumuz ortalama PH ve PSA degerleri bas-
langic PSA diizeyi ile iliskili goziikmektedir. Bizim calismamizda
TRUS isleminin surekli degisen bir ekip tarafindan yapilmis ol-
mas! da sonuclar etkilemis olabilir. Ayrica PSA‘si yiiksek olan
hastalarin uzun sireli takip edilememis ve rebiyopsi alinama-
mis olmasida bu hastalarin BPH olarak kabul edilmesine yol ag-
mistir. Buda yliksek PSA oranina neden olabilir. Bu iki durum ca-
lismada ki en biyik kisitlamalar olarak karsimiza ¢cikmaktadir.

Sonug

Bu calismada PH ile PSA diizeyi arasinda istatistiksel olarak an-
lamhlik derecesi yiksek olan bir korelasyon bulunmustur. Elde
edilen bulgular PSA diizeyinin esas olarak PH ile iliskili oldugu-
nu, ancak yas faktorinin de bunu etkiledigini gostermektedir.
Bu konuda yapilan calismalarda hangi serum PSA diizeyinin
hangi PH'ya tekabul ettigi konusunda farkli bulgular elde edil-
mistir. Farkh sonuclarin elde edilmesinde; etnik 6zellikler, epitel-
yal doku-stromal doku orani, diglama kriterlerinin farkli olusu,
hastalarin biyopsi sonucuna veya sadece klinik bulgulara goére
degerlendirilmesi ve TRUS icin farkl ekipmanlarin kullaniima-
si gibi bircok etken séz konusu olabilir. Bu farkli bulgulara rag-
men, prostat hacminin tam olarak &lciilmesine gerek olmadigi
veya givenilir yéntemlerin bulunmadigr durumlarda serum PSA
diizeyi BPH'nin medikal tedavisinin diizenlenmesinde bir kriter
olarak kullanilabilir. Genel olarak literatir bilgileri dikkate alin-
diginda 1,5 ng/ml ila 2 ng/ml arasi veya lzeri PSA degerlerinde
prostat hacminin 30 ml lizerinde oldugu varsayilabilir ve 5-ARI
tedavi programina ilave edilebilir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Wrong Antibiotic Prophlaxis in
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Our Wrong in Surgical Antibiotic Prophlaxis

Ayvaz Ulas Urganci', Erkan Oymaci?, Omer Engin', Cem Karaali®

'Buca Seyfi Demirsoy Devlet Hastanesi, Genel Cerrahi,

?izmir Bozyaka Egitim ve Arastirma Hastanesi, Gastroenteroloji Cerrahisi,
*Izmir Tepecik Egitim ve Arastirma Hastanesi, Genel Cerrahi, izmir, Tiirkiye

Ozet

Amag: Antibiyotik proflaksisi cerrahi alan enfeksiyonlarini 6nlemeye yéne-
lik bir uygulamadir. Genel olarak standartlari belirlenmesine ragmen pratik-
te farkh uygulamalarin yapildigi bir gercektir. Literatiirde bu konuyu irdeleyen
hastane bazli calismalar olsa da su ana kadar yeterli kayitlar olmamasi ne-
deni ile cerrahi geciren hastalara, taburcu olurken verilen oral antibiyotikler
bu calismalarda degerlendirilmemistir. Ulkemizde saglikta doniisiim progra-
mi ile elektronik recete (e-recete) kullanimi baglamis ve bu uygulama ile has-
ta taburcu receteleri ulasilabilir hale gelmistir. Biz cerrahi antibiyotik profi-
laksisi a¢isindan hastane uygulamalarinin yani sira taburcu recetelerini de in-
celeyerek daha &énce giindeme gelmeyen bir soruna dikkat ¢ekmeyi amag-
ladik. Gereg ve Yontem: 2014 yil Eylil, Ekim, Kasim aylarina ait hasta dos-
yalari retrospektif olarak incelenerek, temiz ve temiz-kontamine operasyon-
lar (laparoskopik kolesistektomi, kolesistektomi, umblikal herniorafi, inguinal
herniorafi, tiroidektomi) calisma kapsamina alindi. Olgular cerrahi antibiyotik
profilaksi uygulamalari ve e-recete sistemi lizerinden taburcu regeteleri agi-
sindan incelendi. Bulgular: Calisma kapsaminda incelenen 400 hastanin or-
talama postoperatif hastanede yatis stresi 1,5+0,9 giin, uygulanan ortala-
ma intravenoz profilaksi dozu 3,2+1.9 olarak bulundu. intravenéz profilaksi-
nin 223(%54) olguda ilk 24 saat icinde sonlandirildigi, 177(%46) olguda 24
saati gectigi saptandi.intravenéz profilaksi stiresi ortalama 37,71 saat ola-
rak bulundu. 354(%88,5) olguda oral antibiyoitik ile propfilaksiye devam edil-
digi, 46(%11,5) olguda oral antibiyotik verilimedigi saptandi. Tartisma: Cer-
rahi antibiyotik profilaksisinde, klavuzlara uygun antibiyotik secimi yapildig
ancak profilaksi stiresinin klavuzlara uymadigl, olgularin biiyiik cogunlugunda
oral antibiyotik ile profilaksiye devam edildigi saptand.

Anahtar Kelimeler
Antibiyotik Profilakisisi; Cerrahi Profilaksi; Cerrahi Alan Enfeksiyonu

Abstract

Aim: Antibiotic prophylaxis is a practice for the prevention of surgical site
infections. Its overall standards are determined, while different applications
are performed in practice. Although there are hospital-based studies in lit-
erature conducted on this subject, oral antibiotics prescribed to patients, who
have undergone surgery upon discharge, are not evaluated in this study, since
there are no sufficient records yet. With the health transformation program
in our country, electronic prescription (e-prescription) use has started and
patient discharge prescriptions have become accessible with this application.
Our purpose was to draw attention to a previously unrecognized problem by
examining discharge prescriptions, in addition to hospital applications for
surgical antibiotic prophylaxis. Material and Method: Patient files belonging
to the months September, October, November of the year 2014 were exam-
ined retrospectively, and clean and clean-contaminated operations (laparo-
scopic cholecystectomy, cholecystectomy, umbilical herniorrhaphy, inguinal
herniorrhaphy, thyroidectomy) were taken into the scope of the study. Cases
were examined with regard to surgical antibiotic prophylactic administra-
tions and discharge prescriptions on e-prescription system. Results: For the
400 patients who were examined in scope of the study, average postopera-
tive hospitalization period was found to be 1,5+0,9 days, and average admin-
istered intravenous prophylactic dose was 3,2+1,9. It was determined that
intravenous prophylaxis was discontinued in the first 24 hours for 223(%54)
cases, and that it surpassed 24 hours for 177(%46) cases. Average intrave-
nous prophylaxis period was found to be 37,71 hours. It was detected that
prophylaxis was continued in 354(%88,5) cases with oral antibiotics, and that
oral antibiotics were not prescribed in 46(%11,5) cases. Discussion: For sur-
gical antibiotic prophylaxis, it was determined that selection of antibiotics
were performed pursuant to the guidelines, however prophylaxis period was
not in accordance with the guidelines, and prophylaxis was continued with
oral antibiotics for the majority of cases.
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Giris

Hastane kaynakl enfeksiyonlarin en sik nedenlerinden biri olan
cerrahi alan enfeksiyonlari (CAE), hastanede yatis siiresini, mor-
talite ve morbiditeyi arttirmasiin yaninda, tedavi maliyeti-
ni arttirmasi ve medikolegal sorunlarin eklenmesi ile gtiniimiiz-
de halen 6nemini korumaktadir [1]. Cerrahi girisimleri takiben
operasyon bélgesinde, implant kullaniimayan hastalarda 30 giin
icinde, implant kullanilan hastalarda bir yil icinde gelisen enfek-
siyonlar CAE olarak kabul edilirler [2]. Profilaksi amacli antibi-
yotik kullanimi CAE’ni 6nlemek icin kullanilan yontemlerden biri-
dir[3]. Proflaktik antibiyotik kullaniminin amaci operasyon saha-
sini kontamine eden bakterilerin enfeksiyon olusturmasini en-
gellemektir [4]. Kontaminasyonun kaynagi hastaya ait endojen
nedenler ve ya saglik personeli ve saglik tesisine ait eksojen ne-
denler olabilir [4].

Cerrahi alanin kontaminasyon derecesi CAE gérilme olasiligi ile
korelasyon gdosterir. Buna gore cerrahi yaralar, enfeksiyon go-
rilme olasiliklar agisindan kontaminasyon derecesine gére si-
niflandirilirlar[5]. Enfeksiyon orani temiz yaralarda %1-3, temiz
kontamine yaralarda %3-10, Kontamine yaralarda %5-15, Kirli
yaralarda %?7-40 arasinda bulunmustur [6]. Enfeksiyon riskinin
%S5’in Ustinde oldugu durumlarda antibiyotik profilaksisi 6neri-
lir. Buna gore temiz kontamine ve kontamine yaralarda profilak-
si yapilmahdir{7, 8]. Temiz yaralarda ise obezite, yas, beslenme
durumu, sigara kullanimi, diabet gibi hastaya ait risk faktorleri,
dren ve ya protez kullanimi degerlendirilmelidir [4]. Temiz yara-
larda antibiyorik profilaksisi uygulanmasi halen tartismalidir [1].
Uygulanan antibiyotik hedef organ florasina karsi etkili olma-
I ancak olasi etkenlere karsi en dar spekturuma sahip olmalidir.
Genis spekturumlu antibiyotiklerin profilakside kullanimi mikro-
organizmalarda direng¢ gelisimine neden olmaktadir [9]. Kulla-
nilan antibiyotik az maliyetli ve yan etki insidansi disiik olma-
Il ayrica operasyon sirasinda hedef organda minimal inhibitor
konsantrasyonda olmalidir. Bu etmenler g6z 6ntine alindiginda,
uygun antibiyotik operasyondan 30-60 dakika 6nce intraveno6z
yol ile verilmeli, antibiyotigin yarilanma émriine gére operasyon
3-4 saatten uzun siirecek ise ek doz uygulanmalidir [7, 8]. Oral
ve intramuskiiler antibiyotik kullaniminda, antibiyotigin hedef
organda gerekli konsantrasyona ulasma siiresi ilag emilimi ve
dagilimi acisindan kisisel farkliliklar gosterdigi icin, mevcut de-
neyimlere gore intravendz yol tercih edilmelidir [10]. Proflaktik
antibiyotik kullanimi 24 saati gecmemelidir [1, 7, 8]. Bu amacla
en sik kulllanilan gurup 1. kusak sefalosporinlerdir [1, 8, 11]. Kla-
vuzlarda organ sistemleri ve ameliyat prosediirlerine gore uy-
gun antibiyotik 6nerileri mevcuttur [5, 12-14].

Gerec ve Yontem

13 genel cerrahi hekiminin cahstigl, 65 yatak kapasiteli Buca
Seyfi Demirsoy Devlet Hastanesi Genel Cerrahi servisinde, 2014
yil Eylal, Ekim, Kasim aylarina ait hasta dosyalari retrospek-
tif olarak incelendi. Kolesistektomi, umblikal herniorafi, ingui-
nal herniorafi ve tiroidektomi yapilan olgular calisma kapsami-
na alindi. Akut tasl kolesistit nedeni ile opere edilen hastalar,
safra yolu yaralanmasi ve ya safra fistili gibi komplikasyon ge-
lisen hastalar, etrangulasyon nedeni ile acil opere edilen umbli-
kal ve inguinal herni olgulari ¢calisma disinda birakildi. Calisma-
ya temiz ve temiz kontamine olarak degerlendirilen olgular alin-
di. Hasta dosyalari araciligi ile profilaksi amach antibiyotik uy-

Sekil 1. Postoperatif yatis giini

Sekil 2. Uygulanan antibiyotik profilaksi dozu

gulamalari ve e-recete kayitlari incelendi.
Calismanin verilerinin istatistiksel degerlendirilmesi SPSS 21.0
programi ile gerceklestirildi.

Bulgular

Calismaya 218 (%54,5) erkek, 182 (%45,5) kadin 400 hasta da-
hil edildi. Hasta yasi ortalama 50,6 +14,3 idi. 158(%39,5) hasta-
ya laparoskopik kolesistektomi, 12(%3) hastaya kolesistektomi,
142(%35,5) hastaya inguinal herniorafi, 54(13,5) hastaya tiro-
idektomi, 34(%8,5) hastaya umblikal herniorafi operasyonu uy-
gulandi. Postoperatif hastanede kalis siresi ortalama 1,5:0,9
glin olarak bulundu.

388(%97) hastaya sefazolin ile, penisilin allerjisi dykisi bildi-
ren 4(%1) hastaya siproflaksosin ile, enfektif endokardit profi-
laksisi 6nerilen 7(%2) hastanin 4’tine ampisilin-sulbaktam 3’line
gentamisin ile cerrahi antibiyotik profilaksisi uygulandi. Profi-
laksi uygulama streleri incelendiginde: profilaksi ugulamasinin
223(%56) hastada 24 saat icinde sonlandirildigi, 40(%10) has-
tada 36 saat, 87(%22) hastada 48 saat, 6(%1,5) hastada 60
saat, 30(%7) hastada 72 saat, 1(%0,2) hastada 84 saat, 8(%?2)
hastada 96 saat, 2(%0,5) hastada 5 giin, 1(%0,2) hastada 6
glin, 1(%0,2) hastada 7 giin, 1(%0,2) hastada 8 giin uygulamaya
devam edildigi saptand. intravensz antibiyotik profilaksisi uy-
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gulama stresi ortalama 37,71 saat olarak bulundu.

Operasyon bazinda degerlendirildiginde: kolesistektomi ope-
rasyonu yapilan hastalarda ortalama hastanede yatis sire-
si 1,5+0,8 giin, uygulanan antibiyotik profilaksi doz ortalama-
si 3,2+1,6; umblikal herniorafi uygulanan hastalarda ortalama
hastanede yatis siiresi 1,3+0,6 giin, uygulanan antibiyotik profi-
laksi doz ortalamasi 2,8+1,4; tiroidektomi uygulanan hastalarda
ortalama hastanede yatis siresi 1,9+1,7 giin, uygulanan antibi-
yotik profilaksi doz ortalamasi 3,8+2,8; inguinal herniorafi uygu-
lanan hastalarda ortalama hastanede yatis siiresi 1,3+0,7 giin,
uygulanan antibiyotik profilaksi doz ortalamasi 2,7+1,4 olarak
saptandi. Opere edilen tiim olgularda ortalama proflaksi uygula-
ma dozu 3,2+1,8 olarak saptandi.

Tiroidektomi ve laparoskopik kolesistektomi uygulanan hasta-
larda ortalama antibiyotik profilaksi dozu, inguinal ve umblikal
herniorafi uygulanan hastalardaki profilaksi dozundan istatistik-
sel anlaml olarak yiiksek bulundu (p<0,05).

Hasta bazli incelendiginde 6, 7 ve 8 giin siiresince intavendz an-
tibiyotik verilen olgularin tiroidektomi operasyonu sonrasi hipo-
kalsemi komplikasyonu nedeni ile hastanede yatis siiresi uzayan
olgular oldugu, 5 giin intravenéz antibiyotik verilen iki olgunun
postoperatif agri nedeni hastanede yatis siiresi uzayan olgular
oldugunu saptadik.

Hastalarin taburcu receteleri incelendiginde 354(%88,5) has-
taya oral antibiyotik verilerek profilaksiye devam edildigi,
46(%11,5) hastaya oral antibiyotik verilmedigi gortldi. Tabur-
cu olurken 354 hastanin 107’ine 10 giin, 104’tine 7 glin, 195’ine
5 giin kullanmak tizere oral antibiyotik verildigi gorildi. Taburcu
olan hastalarda ortalama 6,78 giin oral antibiyotige devam edil-
digi saptandi. 1 hastaya 1. kusak sefalosporin, 184 hastaya 2.
kusak sefalosporin, 100 hastaya 3. kusak sefalosporin, 37 has-
taya kinolon, 28 hastaya fucidik asit, 2 hastaya penisilin gurubu
antibiyotik verildigi saptand.

Tartisma ve Sonucg

Cerrahide antibiyotik profilaksisi, yan etkisi az, cerrahi alan flo-
rasina bakterisidal etkili en dar spekturumlu, az maliyetli bir an-
tibiyotigin operasyondan 30-60 dakika énce intravenoz yol veril-
mesi ve operasyon siresince etkin doku ve serum diizeyinin ida-
mesi olarak taminlanabilir [1, 4, 8].

CAE'ni 6nlemde antibiyotik kullaniminin etkisi en iyi randomi-
ze kontrolli calismalar ile arastirlabilir [1]. Bu konuda yapil-
mis randomize kontrollii calismalar dahi, hastaya ait risk fak-
torlerini (obezite, diabet, beslenme durumu vs.) degerlendirme-
digi icin tartisma konusu olmustur [1, 15, 16]. Hastaya ait fak-
torlerin yani sira enfeksiyon gelisiminde etkisi olabilecek cer-
rahi teknik, operasyon sirasinda kullanilan materyaller, posto-
peratif yara bakimi, hastanede kalis siresi gibi bir cok faktor
oldugu unutulmamahdir [17]. Calismamiz retrospektif bir calis-
ma olup, antibiyotik profilaksi gerekliligini ve enfeksiyon orani-
ni arastirmaya yonelik bir calisma degildir. Gelistirilen klavuz-
larda profilaksi endikasyonu, antibiyotik secimi ve uygulanma-
si belirlenmistir [12-14]. Bu klavuzlarda profilaksi uygulamasi-
nin 24 saati gecmemesi o6nerilir. Calismamizda intravensz an-
tibiyotik profilaksisi uygulama siiresi ortalama 37,71 saat ola-
rak bulundu. Ayrica oral olarak antibiyotik kullanimina ortalama
6,78 giin devam edildigini saptadik. Cerrahi operasyon sonrasin-
da antibiyotik kullanimina devam etmenin bilimsel olarak yara-

ri olmadig belirlenmistir [8, 17, 18]. Bunun yaninda uzamis pro-
filaksi uygulamalari direncli bakterilerin gelisimine katki sagla-
maktadir [19].

Calismamizda hekimlerin hastanin postoperatif yatisi siiresince
profilaksiye devam ettiklerini, postoperatif yatis siresi ile pro-
filaktik antibiyotik uygulama suresinin korelasyon gosterdigini
saptadik [sekil 1-2].

2013 yilinda American Society of Healt-System Pharmacist (
ASHP), the Infection Disease Society of America (IDSA), the Sur-
gical Infection Society (SIS) ve Society for Healtcare Epidemi-
ology of America (SHEA)’ nin katilimi ile olusan komite cerra-
hi antibiyotik profilaksisi icin bir kalvuz yayinladi [12]. Bu kla-
vuzda antibiyotik profilaksisine, cerrahi dren ve kataterler ali-
nincaya kadar devam etmenin bilimsel bir gecerliliginin olma-
digi, aksine stiperenfeksiyon ve direng gelisimine neden olabile-
cegi belirtilmistir. Klavuz cerrahi dren ve katater varliginda pro-
filaksi uygulamalarinin 24 saati gegmemesini 6nermistir. Calis-
mamizda olgular dren ve katater kullanimi acisindan incelenme-
mis ancak 24 saati gecen profilaksi uygulamalari uygunsuz ola-
rak kabul edilmistir.

Erdem ve ark. [20] prospektif calismalarinda 88’i temiz, 110’u
temiz kontamine operasyon geciren 200 hastayi goézlemlemis-
ler toplam 8 hastada CAE’nu gelistigini ve bu hastalarin 7’sinin
uzamis profilaksi uygulanan gurupta oldugunu bildirmislerdi. Ca-
lismalarinda uzun siireli antibiyotik kullaniminin enfeksiyon ora-
ninin azaltmadig ve maliyeti arttirdigini bulmuslardir. Tuna ve
ark [17] temiz ve temiz kontamine operasyon geciren 80 hasta-
yI retrospektif olarak degerlendirmisler cerrahi antibiyotik pro-
fikalsisi icin uygun antibiyotikler kullaniimadigini genis spektru-
mulu antibiyotiklerin kullanilarak maliyetin arttigini saptamis-
lardir. Biz calismamizda tiim hastalar icin uygun intravendz an-
tibiyotik seciminin yapildiginin ancak profilaksi stresinin klavuz-
lara uymadigini; hasta taburcu olurken %88,5 oraninda oral an-
tibiyotik ile profilaksiye devam edildigini saptadi. Calismamiz-
da, olgularimiz CAE’nu gelisiminde etkili endojen ve eksojen risk
faktorleri acisindan degerlendirilemedigi icin maksimum prof-
laksi siiresi olarak belirlenen 24 saatlik uygulama baz alinmis-
tir. Boylece profilaksi icin 24 saatten uzun siire antibiyotik kul-
laniminin getirdigi ek maliyet 2220,28 TL, gereksiz kullanilan
oral antibiyotiklerin getirdigi ek maliyet ise 9465.22TL olarak
bulunmustur. Profilaksiye oral antibiyotik ile devam edilmesinin
hastanedeki uygunsuz kullanimlardan daha fazla maliyet getir-
digi saptanmistir. Ayrica, hastanede proflaksi icin intavenoz uy-
gulanan antibiyotiklerden daha genis spekturumlu antibiyotik-
ler kullanildigr icin direng gelisiminde daha etkili oldugunu dii-
siinmekteyiz.

Sonug olarak, calismamizda profilaksi uygulamasinda intrave-
noz antibiyotik seciminin klavuzlara uygun oldugu, ancak profi-
laksi suresinin uygun olmadigini saptadik. Ayrica cerrahi sonrasi
taburcu olan hastalarin cogunda oral antibiyotik ile profilaksiye
devam edildigi gézlenmistir.Hastanin tedavisini stlenen hekim-
lerin bu konuda dikkatli olmalarini ve antibiyotik profilaksi uygu-
lamalarini buna benzer calismalar i1siginda tekrar degerlendir-
melerini 6nermekteyiz.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Approach to Malign Melanoma in Anorectal Area

Anorectal Malign Melanoma
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Ozet

Amag: Anorektal malign melanomlar, tim malign melanomlarin %0.2-1"ini
olustururlar. Son derecede agresif seyirlidirler. Cogu hasta, tedavi edileme-
yen sistemik hastalik nedeniyle kaybedilmektedir. Calismamizda anorek-
tal malign melanom nedeni ile opere ettigimiz hastalarimizin cerrahi ve on-
kolojik takip sonuglarini degerlendirmeyi amagladik. Gereg ve Yontem: Ekim
2008-Nisan 2013 arasi anorektal malign melanom nedeni ile opere ettigimiz
4 hasta analiz edildi. Hastalar, demografik veriler, sikayet ve siresi, fizik mu-
ayene ve gorintileme bulgulari, tedavi prosediird, lokal niiks veya metastaz
varligi ve takip sonuglari ile analiz edildi. Bulgular: Calisma grubu; 2 erkek, 2
kadin olmak Uizere toplam 4 hastadan olustu. Ortalama yas 64.2 idi. Baslca
yakinma rektal kanama olup; ortalama sikayet siiresi 7.5 aydi. Fizik muaye-
ne ve gorintileme tetkikleri sonrasi tim hastalarda anorektal kitle saptan-
du. Kitleden yapilan biyopsiler, malign melanom ile uyumlu olarak raporland.
ileri tetkiklerde bir hastada karacigerde metastaz saptandi. Bir hastaya ge-
nis lokal eksizyon sonrasi, 3 hastaya ise ilk basvuru sirasinda abdominope-
rineal rezeksiyon uygulandi. Postoperatif komplikasyonlar konservatif olarak
tedavi edildi. Ortalama takip stiremiz 19.2 ay olup, ortalama timér ¢api 3.9
cm idi. Bir hastada iliak bolgedeki niiks nedeniyle lenf nodu diseksiyonu uy-
gulandi. Postoperatif problem gelismeyen hastalarin ortalama hastanede ka-
lis stiresi 9.7 guindu. Takip stiresinde 3 hasta yaygin metastaz nedeni ile kay-
bedildi. Diizenli takibi yapilan 1 hastamiz, postoperatif 22. ayinda halen has-
taliksiz yasamini siirdiirmektedir. Tartisma: Anorektal malign melanom; nadir
gorilen, prognozu kotii olan ve klinik semptomlar agisindan anorektal bélge-
de sik rastlanan benign hastaliklara benzerlik gosterdiginden dolayi geg tani
alan bir antitedir. Hastaligin prognozunu diizeltmek icin, erken tani sonrasi en
kisa stirede uygun cerrahi ve adjuvan tedavi planlanmalidir.

Anahtar Kelimeler
Anal Kanal; Malign Melanom; Rektum; Cerrahi

Abstract

Aim: Anorectal malign melanoma comprise 0.2-1 % of all malign melanoma.
They are extremely aggressive. Most patients are lost beacuse of incurable
systemic illness. In our study, we aim to evaluate the results of surgical and
oncological follow-up of our patients that we operated because of anorectal
malign melanoma. Material and Method: Our 4 patients operated because
of anorectal malign melanoma between October 2008 and April 2013 were
analysed. The patients were analysed in terms of demographic datas, com-
plaint and its time, physical examination and imaging findings, treatment
procedure, local recurrence or presence of metastasis and follow-up results.
Results: Our study group comprised 4 people (2 men and 2 women) with
the mean age of 64,2 years. The main complaint was rectal bleeding. The
avarage complaint duration was 7.5 months. In all patients, anorectal mass
was detected after physical examination and imaging studies. Biopsies of
the mass were reported to be consistent with malign melanoma. With the
further studies, one patient was detected to have metastasis in liver. Ab-
dominoperineal resection was applied to one patient after wide local excision
and to three patients during the first aplication. The avarage follow-up time
was 19,25 months. The avarage diameter of tumor was 3,9 cm. One patient
was applied lymph node dissection because of recurrence in iliac region. The
avarage stay time at hospital of the patients who had no postoperative prob-
lems was 9,7 days. During follow-up time, three of the patients died because
of common metastasis. A patient followed regularly is still continuing his
life without illness in his postoperative 22nd month. Discussion: Anorectal
malign melanoma is a rare, with a bad prognosis and a late diagnosed entity
as it has a similarity with benign illnesses which are mostly seen in anorectal
area in terms of clinical symptoma. To correct the prognosis of the illness,
the suitable surgery and adjuvant treatment must be planned after early di-
agnosis as soon as possible.
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Giris

Anorektal malign melanom (AMM), anal bélgenin tiim invaziv
timorlerinin %1’inden azini olusturur [1]. Bu timérlerin olduk-
ca agresif seyirli olmalari ve tanilarinin genellikle ge¢ konulma-
si nedeniyle prognozlar oldukca kétudir. Cerrahi; standart te-
davi yontemi olup, abdominoperineal rezeksiyon (APR) veya ge-
nisletilmis lokal eksizyon (GLE), en sik tercih edilen yontemlerdir
[2,3]. Radyoterapi (RT), kemoterapi (KT) ve immiinoterapi, cer-
rahi 6ncesi tedavide ek bir avantaj saglamaz iken cerrahi sonra-
si lokal niiks ve uzak metastazlari 6nleme agisindan tercih edi-
lebilecek tedavi yontemleridir. Cerrahinin genisliginden bagim-
siz olarak lokal ve uzak organ yayihmi, halen yiiksek olup toplam
5 yillik yasam siiresi %10-20 arasinda bildirilmektedir [4]. Ca-
lismamizda; AMM nedeni ile cerrahi olarak tedavi edilen hasta-
larimizin tedavi ve takip sonuclarini degerlendirmeyi amacladik.

Gerec ve Yéntem

Ekim 2008-Nisan 2013 tarihleri arasinda klinigimizde AMM ta-
nisi ile cerrahi tedavi géren 4 hastanin verileri geriye doniik ola-
rak degerlendirildi. Bu calismada hastalar, demografik veriler,
sikayet ve suresi, fizik muayene ve gériintiileme bulgulari, teda-
vi proseddird, lokal niiks veya metastaz varligi ve takip sonucla-
ri agisindan incelendi.

Bulgular

Hastalarin 2’si (%50) erkek, 2’si (%50) kadin olup yas ortalama-
s1 64.2 (9-74) idi. Hastalarin timiinde rektal kanama sikayeti, 2
hastada kabizlik, agri, 1 hastada ise kilo kaybi vardi (Tablo 1).
Hastalarda ilk sikayet ile tani konulmasi arasinda gegen siire or-
talama 7.5 (2-24) ay idi. Fizik muayene ve gérintileme tetkikle-
ri sonrasi tim hastalarda anorektal kitle saptandi. Kitleden ya-
pilan biyopsiler, malign melanom (MM) ile uyumlu olarak rapor-
land. ileri tetkiklerde 4 hastanin birinde (%25) ilk basvuru sira-
sinda karaciger metastazi vardi. Hastalarin timinde ameliyat
spensmeninin patolojik incelenmesi ile bolgesel lenf bezlerinde
metastatik yayilim saptandi (Tablo 2). Hastalarin timine APR
uygulandi. Bu hastalardan birisi, ilk basta APR’yi kabul etmedi-
gi icin 3 ay kadar 6nce kendisine transanal genis rezeksiyon uy-
gulanmisti. Karaciger metastazi saptanan hastaya ayni seansta
metastazektomi uygulandi. Postoperatif donemde major komp-
likasyon olmadi. Gelisen minér komplikasyonlar ise konservatif
olarak tedavi edildi. Patolojik makroskopik incelemede ortalama
timor capi 3.9 (alt-tst sinir: 1-6.5) cm olarak saptandi. Hastala-
rin timiinde timor, anal girimden 2-4 cm proksimalde saptan-
di. Piyeslere, immiinohistokimyasal boyama uygulandi. immiino-
histokimyasal boyamada malign hiicreler, S-100 ve HMB-45 ile

Tablo 1. Hastalarimiza ait demografik ve klinik veriler.

Tablo 2. Tumérlerin patolojik 6zellikleri.

Hasta Anal girimden Timér ilk tanida immiinohistokimyasal
uzaklik (cm) capl (cm) metastaz veya boyamada pozitif

metastatik lenf  reaktivite
bezi

1 4 1 Metastatik lenf ~ S-100, HMB-45
bezi

2 2 4 Metastatik lenf ~ S-100, HMB-45,
bezi Vimentin

3 25 6.5 Metastatik lenf ~ S-100, HMB-45,
bezi Vimentin

4 3 4.2 Metastatik lenf ~ S-100, HMB-45

bezi
ve karaciger

pozitif reaksiyon verdi.

ilk basta radikal cerrahiyi kabul etmeyip GLE uygulanan hastaya
APR sonrasi evre 2 AMM oldugundan interferon tedavisini sa-
dece 4 ay kullanmis. RT tedavisini ise reddetti. Daha sonra has-
tada multiple akciger, karaciger ve sag adrenal bezde metastaz
saptanmasi tizerine 2 kiir temozolamid verildi. Tedavisinin 3. kii-
rine gelmeyen hasta takibinin 21. ayinda solunum yetersizligi
nedeniyle kaybedildi. Hala yasayan hasta, evre 3 AMM olup has-
taya interferon ve RT planlandi. Tedavileri reddeden hastanin
daha sonra yapilan tetkiklerinde sag internal iliak alanda niiks
saptanmasi (zerine 6 kiir temozolamid verildi. Radyolojik tet-
kiklerinde jejunal ansta metastaz saptanan hastaya operasyon
planland:. Ugiincii hastanin ameliyatindan 2 ay sonra sol inter-
nal iliak alanda lenf nodu saptanmasi lzerine diseksiyon uygu-
landi. Pelvis bélgesine RT uygulanip ve eszamanl interferon ve-
rildi. Karaciger ve akcigerde metastaz saptanan hastaya 3 kiir
temozolamid verildi. Sol adrenal bezde de metastaz saptanma-
si Uzerine 2 kir karboplatin + paklitaksel verildi. Beyin metasta-
zi saptanmasi Uzerine kraniyal RT uygulandi. Takibinin 13. ayin-
da multiorgan yetersizligi nedeniyle kaybedildi. Metastazektomi
uygulanan 4. hastaya adjuvan kemoradyoterapi planlandi. Te-
daviyi reddeden hastanin yapilan tetkiklerinde lokal niiks, kara-
ciger ve akcigerde metastaz saptanmasi tizerine 9 kiir temozo-
lamid verildi. Takiplerinde progresyon saptanan hastaya 6 kiir
karboplatin + paklitaksel verildi. Takibinin 21. ayinda multiorgan
yetersizligi nedeniyle kaybedildi.

Tartisma ve Sonucg

AMM’ler, olduk¢a nadir gorilen; fakat agresif seyreden mu-
kozal tiimorlerdir [5]. Mukozal melanomlar; tiim melanomlarin
%1.2’sini olusturmakla birlikte, bu oranin %’tni AMM meydana
getirmektedir [6]. Anorektal bolge, tiim gastrointestinal sistem-
de en sik tutulan yer olmakla birlikte bu bélgenin malign timor-
lerinin sadece %0.5’'inde MM saptanmaktadir [2]. AMM’ler, her

Hasta Yas (yil) Cinsiyet Sikayeti ilk sikayeti ile tani Tedavi Hastanede kalis  Takipte lokal niiks, Sonlanim
arasinda gecen siire (ay) siiresi (gtin) uzak metastaz

1 74 Kadin Rektal 2 Once transanal genis 7 Akciger, karaciger, sag Exitus
kanama, agri eksizyon, 3 ay sonra APR adrenal bez (21. ay)

2 61 Kadin Rektal 2 APR 8 Sag internal iliak alan, Yastyor
kanama jejunal ans (22. ay)

3 59 Erkek Kabizlik, rektal 2 APR 11 Sol internal iliak alan, Exitus
kanama, agri, kilo karaciger, akciger, sol (13.ay)
kaybi adrenal bez, beyin

4 63 Erkek Kabizlik, rektal 24 APR 13 Lokal niiks, karaciger, Exitus
kanama akciger (21. ay)
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yas grubunda goriilse de genellikle 60-80 yaslarinda ve kadin
cinsiyette daha sik (%54-76) gordlir [1,6,7]. Literatirle uyum-
lu olarak hastalarimiz ileri yas grubunda bulunmaktaydi. Hasta-
larin yas ortalamasi 64.2 yil idi. Ancak cinsiyet acisindan fark
gorilmedi.

En sik gorilen yakinma, tim hastalarimizda oldugu gibi rektal
kanamadir. Tumortin hizli seyri nedeniyle siddeti degisen oran-
da agn olabilir ve bu agr diger bu bélgedeki tiimoérlere naza-
ran daha siddetli seyredebilir [8]. AMM, her ne kadar tikaniklik
yapmasa da (genellikle longitudinal olarak buyudiiklerinden) bi-
zim bir hastamizda oldugu gibi kabizliga neden olabilir. Anorek-
tal kitle, prolapsus ve tenesmus ender olarak ifade edilen diger
yakinmalardir. Klinik yakinmalar, diistinildiigiinde semptomlarin
hastaliga 6zgu olmadigi ve ayirici taninin ¢ok dikkatli ve 6zen-
li bir sekilde yapilmasi gerektigi ifade edilebilir. Hastaligin er-
ken doneminde belirtilen bu semptomlar, anorektal bélgede sik
rastlanan hemoroidal hastalik, mukozal prolapsus, anal fissir
gibi selim anorektal hastaliklarin semptomlariyla benzerlik gos-
termektedir. Bu nedenle fizik muayenin ayrintili yapilamamasi,
taninin kolaylikla atlanmasina neden olmaktadir [2,6,9].
Gecikmis veya yanlis tani, %57 gibi cok yiiksek bir oranda bildi-
rilmektedir [10]. Bununla birlikte, sikayetlerin baslamasi ile tani
arasinda gecen sire 4-6 ay olarak rapor edilmektedir [2]. Has-
talarimizda bu sirenin ortalamasi, 7.5 ay idi. Bu vurgular sunun
icin 6nemlidir: Hastalarin prognozunu belirleyen en 6nemli fak-
tor, erken tani ve tedavidir.

Hastalarin %40-70’inde ilk tanida uzak ya da yerel lenf nodlari-
na metastaz saptanir [1,6,7]. Bolgenin lenf akiminin yogunlugu
ve kompleksligi nedeniyle inguinal, iliak ve mezenterik lenf bez-
lerine de olabilir. Mezenterik lenf nodlarina yayihm, daha sik go-
ralir. En sik uzak metastaz; akcigerler, karaciger, kemikler ve
beyine olmaktadir. Bizim 4 olguluk kiiciik serimizde de daha ilk
tanida olgularin timiinde bélgesel lenf nodu, birinde de (%25)
uzak organ (karaciger) metastazi vardi. Serimizin dikkat ceken
bir diger 6zelligi de timor capinin biyik olmasi idi (Tablo 2).
Anorektal bolge, pektinat cizgideki gecis zonu ve distal rektumu-
da icine alan farkl epitelyal doku icerir. AMM, pektinat cizginin
altindaki keratinize olmayan ¢ok katli yassi epitel ya da transiz-
yonel epiteldeki melanositlerden gelisebilmektedir. Primer rek-
tum mukozasindaki melanositlerden koken alan MM ise ¢ok en-
derdir [11]. Kitlenin anal girimden uzaklig|, hastalain %90’inda 2
cm olarak bildirilmekle birlikte calismamizdaki kitleler 2.5-4 cm
arasindaki mesafede saptanmistir [2,5,6]. Brady ve ark.nin ya-
yinladiklari 85 olguluk en genis seride AMM olgularinin 7’sinin
(%8) rektal, 78’inin (%92) ise anal kanal veya sinirda yerlestigi
bildirilmistir [12]. Mason ve ark. primer rektal MM tanisi icin tii-
moriin anal girimden en az 4 cm proksimalde yerlesmesinin ge-
rekli oldugunu ifade etmistir [13]. Bu nedenle erken tanida rek-
tal muayene ve rektoskopi 6nem arz etmektedir. Ozellikle rek-
tal muayene ile kitlenin boyutu ve cevre dokulara yayihmi gibi
evreleme acisindan énemli bilgiler elde edilebilir. Bununla birlik-
te, rektal kanama nedeni ile bagvuran hastalara rektal muayene
yapllmadan sadece semptomatik tedavi verilmesi ve cogu mer-
kezde rektoskopi olanaginin kisitl olmasi, tanida gecikmeye yol
acabilir. Bu nedenle semptomatik her hastaya rektal muayene
ve uygun sartlarda rektoskopi yapilmasinin, siphenildiginde de
biyopsi alinmasinin hem tanida gecikmeyi 6nleyebilecegi hem
de uygulanacak cerrahi karari etkileyebilecegini diisiinmekteyiz.

Tani konulan olgularin sonlanimini saptayan en énemli fakto-
riin timorin evresi oldugundan 6nceden biyopsi ile tani konul-
mus olgularin iyi bir 6yki ve fizik muayene ile degerlendirilmesi
yaninda bilgisayarli abdominopelvik tomografi, endoluminal ult-
rasonografi, pelvisin manyetik rezonans gorintilenmesi ve tim
viicut pozitron emisyon tomografisi kullanihr [14]. Hastalarimi-
zin ameliyat 6ncesi ve sonrasi goriintileme yéntemlerinin so-
nuclari, uyguladigimiz cerrahi tedaviyi belirlemede ve lokal niks
ve uzak metastaz takibinde bize yol géstermistir.
Histopatolojik incelemede timdr hiicrelerinin S-100 proteini, vi-
mentin, HMB-45 ve melanin A ile imminoreaktivite gostergesi
arastirlmaktadir [12]. Hastalarimizin tamaminda S-100 protei-
ni ve HMB-45 pozitif iken; vimentin iki hastada pozitifti.
Guniimizde hasta sayisinin az olmasi sebebiyle AMM'nin stan-
dartlastinimis bir tedavi algoritmasi hentiz yoktur [1,6,7]. Has-
talar; tani aninda genellikle organ metastazi oldugu icin radi-
kal cerrahi sansini yitirirler [7]. Kuratif cerrahi, hastanin tek te-
davi secenegidir. Erken dénemde metastaz yapmadan yakala-
nan hastalara GLE, low anterior rezeksiyon veya APR yapila-
bilir. Neoadjuvan KT ve imminoterapiden fayda géren hasta-
lar bildirilmistir [3,4]. Adjuvan tedavilerin yetersizligi nedeniy-
le cerrahi girisimler, kuratif tedavi yontemi olma 6zelligini de-
vam ettirmektedir. Bunun yaninda optimum cerrahi yontem ko-
nusundaki tartismalar devam etmekte olup literatiirde bu konu
hakkinda hentiiz net bir fikir birligi de yoktur. APR ve GLE, en
cok tercih edilen cerrahi yontemlerdir [3]. Olgu sunumu seklinde
sunulmus endoskopik mukozal rezeksiyon ve laparoskopik APR
gibi daha az invaziv metotlar da vardir [15]. Ameliyat tipinin
hastaliksiz ve toplam yasam strelerini etkilemedigi bildirilmis-
tir [4,7,16]. Buna karsilik APR ve GLE sonrasi lokal niks, sirasi
ile %21-25 ve %26-58 arasinda degisen oranlarda rapor edil-
mektedir [9]. Bu verilere ragmen ciddi yandas hastaliklara sahip
ileri yastaki hastalar disinda APR’nin onkolojik prensiplere daha
uygun bir cerrahi secenek oldugu ifade edilmistir [17]. Hastala-
rimizin 3’tine timor biylk ve/veya tikayici oldugu icin APR uy-
gulandi. APR’yi kabul etmeyen bir hastaya genis lokal eksizyonu
takiben 3 ay sonra APR uyguland.

Literatiirde RT ve KT’ye yanitin kéti oldugu ifade edilmek-
te olup, uygulanacak adjuvan tedavi konusunda kesin bir uzla-
si yoktur [4,16]. AMM'nin prognozu, ayni bolgede yerlesen diger
kanserlere gore belirgin 6lciide daha kot seyreder. Agresif se-
yirli bir timér olan MM'nin 5 yillik survisi, yaklasik %5’tir. Hasta-
larin cogu, ilk 2 yil icinde kaybedilirler [11,18]. Uzun dénem sag
kalim, MM olgularinda nadirdir.

Mayo Kliniginden Thibault ve ark. tarafindan bildirilen 50 olgu-
luk seride ilk tanida uzak metastaz orani %26 olarak bildirilmis
olup, bu hastalar ilk 12 ay icinde kaybedilmistir (ortalama 6.3
ay) [1]. Bu seride tiim olgular birlikte degerlendirildiginde 5 yil-
Ik yagam %22 hastaliksiz sag kalim ise %16 olarak bildirilmis-
tir. Uludag Universitesinden Aytag ve ark.nin 14 olguluk serile-
rinde, ilk tani aninda 11 olguda bolgesel lenf bezi metastazi, ol-
gularin timiinde ise uzak metastaz saptanmistir. Ortalama ya-
sam siresi ise 8.7 ay (en uzun 29 ay) olarak bildirilmistir [19].
Prognozu belirleyen faktérler; timér invazyonunun derinligi ve
tani sirasinda bolgesel lenf bezi ve uzak metastazlarin varligidir
[7]. Hastalarin cogu, metastazlar nedeni ile kaybedilmektedir.
Bes yillik yasam oranina ulasan hastamiz su anda yoktur. Ancak
lokal niiksii olan 22. ayini dolduran bir hastamiz mevcuttur. Lenf
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nodu invazyonu saptanan hastalarda, lenf nodu diseksiyonunun
prognoza olumlu bir etkisi bildirilmemektedir [9]. Anodermin kan
ve lenf dolagimi yoninden zengin bir bélge olmasi ve timorin
ciddi oranda invaziv 6zellige sahip olmasi nedeni ile postope-
ratif lenf nodu veya uzak organ metastazi, %80 gibi yiiksek bir
oranda gordlur [17]. Bu nedenle postoperatif donemde adjuvan
KT, imminoterapi ve RT gereklidir. Bununla birlikte tam remis-
yon orani, %11 olarak rapor edilmektedir. Sitotoksik KT pro-
tokollerine ek olarak (sisplatin, temozolamid, dakarbazin), im-
munomodiilatorlerin eklenmesi, bazi hastalarin yasam siresini
uzatabilmektedir [20]. Adjuvan RT ise 6zellikle metastaz saptan-
mayan hastalarda, lokal niiksti 6nlemek icin kabul edilir bir te-
davi yontemi olmaya baslamistir. Bullard ve ark.nin yaptigi kar-
silastirmali bir calismada 5 yillik takip stiresinde adjuvan RT uy-
gulananlarda sadece eksizyon uygulananlara gore lokal niiksiin
anlaml olarak azaldigi belirtilmektedir [21]. Metastatik hasta-
da ise palyatif cerrahi ve sistemik KT, tercih edilen yontemdir.
Sonug olarak; 6zgiil olmayan belirtiler veren ve hizli ilerleyen bir
hastalik olan MM, anorektal hastaliklar icinde akla gelmelidir.
Clnki prognozu oldukca kéti olup, tlkemiz kosullarinda has-
talar doktora ge¢ basvurmakta ve cogu hasta ilk tani aninda
gec evrelerde olmaktadir. Tedavi sansinin sadece erken tani ile
mumkin oldugu unutulmamahdir. Bununla birlikte, tani sonrasi
en kisa suirede uygun cerrahi ve adjuvan tedavinin planlanmasi
hastaligi kontrol etmede &nem tasir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Klinigimizde 6 yil stresince perkiitan nefrostomi (PKN) uygulamalari-
mizi ve komplikasyonlarimizi modifiye Clavien siniflamasina gére raporlama-
yi amacladik. Gereg ve Yontem: Klinigimizde 722 hastaya (538 erkek ve 184
kadin) 814 PKN uygulandi. PKN uygulamasi dilate sistemlerde ultrason esli-
ginde, dilate olmayan sistemlerde ise ultrason/fluroskopi esliginde yapildi.Ka-
teterden spontan idrar gelisi basarili olarak kabul edildi. Komplikasyon sayi-
lari tescil edildi. Bulgular: PKN takilan 814 sistemin 770’inde (94.5%) basa-
ri saglanmistir. Dilate olmayan ve dilate sistemler icin basari oranlarimiz si-
rasiyla % 71.1, % 97.7 ve toplam komplikasyon oranimiz %17.3 idi. Modifi-
ye Clavien siniflamasina gére komplikasyonlarimiz derece |, II, IlI, IV ve V icin
sirasiyla % 9, % 1.2, % 6.2, % 0.3, % 0.3, % 0.4 ve % 0.1idi. Hasta yasl, hid-
ronefroz derecesi, serum kreatinin seviyesi ve ortalama hemoglobin diizeyi
komplikasyon gelisimi agisindan anlamli risk faktorleri olarak saptandi. Ayri-
ca dilate olmayan sistemin komplikasyon oranlarini anlamli sekilde etkiledi-
8i goriildu. Tartisma: Perkiitan nefrostomi obstriiksiyona bagli dilate sistem-
lerin gecici ve kalic1 tedavisinde iyi bilinen bir yéntemdir. Uygulamalara bagli
komplikasyonlarin tanimlanmasi klinik karsilagtirmalarin cok daha dogru ya-
pilmasi icin ¢cok 6nemlidir. . Modifiye Clavien siniflamasi PKN komplikasyon-
larinin degerlendirilmesi icin kullanilabilir bir sistemdir.

Anahtar Kelimeler
Perkiitan Nefrostomi; Sonuclar; Clavien; Komplikasyonlar

Abstract

Aim: To report our results on percutaneous nephrostomy (PCN) and classify
our complications with the modified Clavien Classification System (CCS) in
6 years. Material and Method: Eight hundred fourteen PCN insertions were
performed in 722 patients (538 men and 184 women) at our institution. PCN
insertion was performed under ultrasound for dilated pelvicalyceal system
and ultrasound/fluoroscopy for nondilated system. PCN was considered suc-
cessful if the catheter was drained urine spontaneously. Number of complica-
tions was registered. Results: Primary successful PCN insertion was achieved
in 770 of the 814 procedures (94.5%). The success rates for nondilated and
dilated systems were 71.1% and 97.7%, respectively. Our overall complica-
tion rate was 17.3%. According to the modified CCS grades I, II, llI, IV, and V
were 9%, 1.2%, 6.2%, 0.3%, 0.3%, 0.4% and 0.1%, respectively. Age, grade
of the hydronephrosis, serum creatinine levels, and mean hemoglobin levels
were statistically significant parameters for the occurrence of complications.
The nondilated system has statistically significant parameter affecting the
complication rates. Discussion: Percutaneous nephrostomy is a well-known
procedure in the treatment of temporary or permanent drainage of an ob-
structed system. It is very important to define the complications related to
interventions for interpretation of clinical comparisons more accurately.
Modified CCS is a reproducible system to evaluate the complications of PCN.
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Giris

Perkiitan nefrostomi (PKN) toplayici sistem obstriksiyonlarin-
da kalici veya gecici drenajin saglanmasi icin kullanilan gtiveni-
lir bir tekniktir. Obstriktif tiropatide drenaj ile toplayici sistemin
basincinin disdrilmesi bébrek fonksiyonlarinin korunmasi aci-
sindan ¢ok 6nemlidir. Zhang S ve ark. tireteropelvik darliga bagl
ciddi hidronefrozu ve bélinmis renal fonksiyonu %10’un altin-
da olan 53 hastaya PKN takmislar ve 29 genc eriskinin 24’tinde
(9%82.8) boliinmiis bobrek fonksiyonlarinda diizelme gérmiisler
[1]. Diger taraftan toplayici sistem disina idrar kacagi ile birlik-
te olan non-obstriiktif Gropatiler enfekte tirinom, retroperitone-
al abse, pyelonefrit, peritonit ve trosepsis gibi ciddi komplikas-
yonlara yol acabilir [1]. PKN bu durumlarin hepsinde hem agrinin
giderilmesi hem de enfeksiyonun 6nlenmesi icin ideal girisimdir.
Perkitan girisimlerin trologlar tarafindan siklikla uygulanmasi-
na ragmen cogu Urologun PKN yerlestirme konusunda tecriibe-
si sinirhdir [2]. Biz bu ¢alismada bir troloji kliniginde uygulanan
PKN girisimlerinin sonuclarini genel literatiir esliginde sunmayi
ve komplikasyonlarimizi modifiye Clavien siniflamasina gore ra-
porlamayi amacladik.

Gerec ve Yontem

2008-2014 yillari arasinda klinigimizde 722 hastaya 814 PKN
uygulandi. Veriler hasta kayitlarindan retrospektif olarak elde
edildi. Hastalarin 538'i erkek 184’ ise kadindi. Pyonefroz siip-
hesi veya bobrek tasi varliginda rutin olarak profilaktik antibiyo-
tik uygulandi. Daha 6nce bilinen kultiir antibiyogram sonucu ol-
mayan hastalarda profilaksi olarak genis spektrumlu bir antibi-
yotik kullanildi. Her hastada pihtilasma profili ve trombosit sayi-
si kontrol edildi. Solunum sikintisi olan veya yeni gecirilmis karin
cerrahisi olan hastalarda islem flank pozisyonunda gerceklesti-
rildi. Butiin islemler lokal anestezi altinda gerceklestirildi (%2
prilokain). Ajitasyonu olan hastalarda sedasyon icin 50mg in-
taramuskiler meperidin uygulandi. Dilate toplayici sistemi olan
hastalarda PKN uygulamasi bir tiroloji uzmani veya uzman esli-
ginde kidemli asistan tarafindan yapilirken, dilate olmayan sis-
temlerde islem yalniz deneyimli uzman tarafindan uyguland.

Teknik

PKN takilacak olan bobrek ultrason ile degerlendirildi. Dilate ol-
mayan sistem toplayici sistemde hi¢ dilatasyon olmamasi ola-
rak tanimlanirken, herhangi bir hidronefroz varliginda (derece
1-4) sistem dilate olarak kabul edildi [3]. Renal kalikse giriste
3.5 MHz konveks probu ile General Electric 200 Logiq a siste-
mi kullanildi. PKN uygulamasi 8 ya da 10 Fr katater kullanilarak
Seldinger teknigi ile yapildi. Bu teknikte toplayici sisteme ultra-
son esliginde 19 G igne ile girilir. Idrar gelisi gézlendikten sonra
kilavuz tel yerlestirilerek seri dilatasyon yapilir (8 Fr nefrostomi
katateri icin 6-10 Fr, 10 Fr icin 8-12 Fr). Dilatatériin ilerlemesi
ve toplayici sisteme girisi ultrason ile kontrol edilir. Basarili PKN
uygulamasi serbest idrar gelisi ile teyit edildi, siipheli durumlar-
da antegrad pyelografi cekildi.

Dilate olmayan sistemlerde PKN uygulamasi floroskopi (Sie-
mens Siremobil Compact L) altinda yapildi. Toplayici sistemi
goruntilemek icin 1 mL/kg intravendz kontrast madde (Ultra-
vist 300 mg/mL) uygulamasini takiben 10 dk sonra ilk gorinti
ahnd. Yeterli goriintii elde edilemedigi durumlarda ultrason ve
floroskopi birlikte kullanildi.

Komplikasyonlar modifiye Clavien-Dindo siniflandirmasina goére
kaydedildi [4]. PKN takilma sebebi (benign veya malign), dene-
nen giris sayisl, kanama miktari, girisim sonrasi enfeksiyon,
katater boyutu, PKN kataterinin ¢ikmasi veya calismamasi ve
komsu organ yaralanmasi degerlendirildi. Sepsis tanimi Avrupa
Uroloji Kilavuzlarina gére yapildi [5].

istatistiksel analiz

Tanimlayici hesaplamalar ve istatiksel analizler SPSS 21.0
(SPSS versiyon 21.0, Chicago, IL) paket programi kullanilarak
yapildi. Komplikasyon gelisen ve gelismeyen hasta gruplari ara-
sindaki karsilastirmalar ki-kare testi ve bagimsiz érnek t testi
kullanilarak yapildi. p<0.05 degeri istatiksel olarak anlaml ka-
bul edildi.

Bulgular

Hastalarin ortanca yasi 47 (18-82) idi. 328 hastaya sag, 302
hastaya sol ve 92 hastaya bilateral nefrostomi katateri yerles-
tirildi. 717 PKN dilate sisteme takilirken, 97 katater dilate ol-
mayan sisteme yerlestirildi. PKN takilan 814 sistemin 770’inde
(94.5%) basar saglanmistir. Toplayici sistem dilatasyonu
olan ve olmayan hastalardaki basari oranlar sirasiyla %97.7
(701/717) ve %71.1 (69/97) olarak saptandi. Hastalarin 6zellik-
leri ve perkiitan nefrostomi endikasyonlari tablo 1 ‘de gosteril-

Tablo 1. Hastalarin ézellikleri ve perkiitan nefrostomi endikasyonlari

Endikasyonlar Hasta Kadin/  Sag/Sol  iki Dilate
sayist  Erkek tarafli  olmayan/

olan

Benign hastaliklar

Tas hastaligi 278 68/210 138/122 18 0/296

Tek bobrekte tas has- 62 13/49 30/32 0 4/58

tahig

Urosepsis/pyonefroz 29 1217 17/ 1 0/30

BPH ve (reter tas! 7 0/7 5/2 0 0/7

Ureter veya iireteropel- 58 15/43 26/30 2 0/60

vik darlik

iyatrojenik tireter trav- 16 11/5 13/3 0 0/16

masi nedeniyle i.d.*

Veziko vajinal fistiil 19 19/0 11 17 36/0

BPH* 12 0/12 6/5 1 0/13

Malign hastaliklar

Mesane kanseri 119 9/110 49/54 16 19/116

Neobladder anastomo- 13 0/13 0/0 13 26/0

zundan kagak

Prostat kanseri 41 0/41 16/14 11 4/48

Mesane ve prostat kan- 7 0/7 1N 5 0/12

seri

Kolon ve rektum kanseri 36 12/24 18/14 4 8/32

Jinekolojik kanserler 25 25/0 8/13 4 0/29

BPH benign prostat hipertrofisi
*{i.d. Uriner diversiyon

mistir. En sik basarisizlik nedenleri sirasiyla kilavuz teli veya nef-
rostomi kataterinin yerlestirilememesi, masif kanama, toplayi-
c1 sistemin net olarak goértintiilenememesi, idi. Nefrostomi takil-
ma endikasyonlari en sik sirasiyla obstriiktif tas hastaligi, uri-
ner malignensiye sekonder obstriiksiyon, triner sistem disi ma-
lignensi basisina ikincil obstriiksiyon, treter ve veya U-P darlik
ve diger nadir nedenlerdi. Toplam komplikasyon oranimiz %17.3
idi. Clavien'e gore komplikasyon oranlari tablo 2’de gosterilmis-
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Tablo 2. Clavien-Dindo siniflamasina gére komplikasyonlar

Table 3. Komplikasyon oranlarini etkileyen parametreler

Hastalar (n*) (%**) Parametreler Komplikasyon (-)  Komplikasyon (+) P degeri
DI 65 (9%) Yas (ortalama=+SD) 55+14,9 64+13,2 0,012*
Gecici makroskopik hemattiri Benign hastalik 47+11,1 58+15,0 0,132*
DIl 9 (1.2%) Malign hastalik 63+13,8 64+9,7 0,341*
Hemattri sonrasi transfiizyon Non dilate sistem (n) 24 39 0,008**
D llla 45 (6.2%) Benign hastalik(23) 9 14 0.074**
Sekonder PKN (kateterin yanls yerlestirilmesi) 23 Malign hastalik(40) 15 25 0,006**
Renal ven ponksiyonu 6 Dilate sistem (n) 571 88 0,001**
Sekonder PKN (hematiiri sonrasi kateter tikan- 8 Benign hastalik(458) 426 32 <0.001**
masi) Malign hastalik(201) 135 66 0.004**
Urinomanin perkitan drenaji (pelvik travma) 5 Serum kreatinin degeri, mg/dl
Perirenal hematomun perkiitan drenaji 3 (ortalamasSD) 2.0:08 27213 0033
D llib 2 (0.3%) Benign hastalik 2,0+1,2 2,6+0,9 0,052*
;eartrz: eksplorasyon* gerektiren perirenal he- 2 Malign hastalik 21411 27415 0,054*
D IVa 2 (0.3%) S:;'s":} :Iem"g'(’bi”
Nefrektomi (renal ven laserasyonu) 1 (ortalama=SD) 114419 10118 0,038*
Komsu organ yaralanmasi (kolon) ! Benign hastalik 11,5¢1,3 10,3+1,1 0,066*
D Ivb 5 (0.4%) Malign hastalik 11,2+0,9 10,0£0,8 0,068*
Urosepsis 3 *, bagimsiz 6rnek t testi
DV 1 (0.1%) ** ki-kare testi
Olim 1

*hasta sayisi
**komplikasyon aranlari
D derece

PKN perkitan nefrostomi

tir. En sik saptanan komplikasyonlar sirasiyla kan transfiizyonu
gerektirmeyen gecici kanama ve katater yer degistirmesi nede-
niyle ikinci nefrostomi katateri takilmasi idi. Hasta yasinin veya
PKN yerlestirme endikasyonunun (benign veya malign hastalik)
basari oranlarini etkilemedigi saptandi (p>0.05). Dilate sistem-
lerde basari oranlari acisindan PKN islemini gerceklestiren cer-
rahin tecriibeli olmasi ve olmamasi arasinda anlamli bir fark iz-
lenmedi (Basari oranlari sirasiyla %98 vs %97,4, p>0.05). Has-
ta yasi, non-dilate sistem varligi, serum kreatinin seviyesi ve or-
talama hemoglobin diizeyi komplikasyon gelisimi acisindan an-
lamli risk faktorleri olarak saptandi (Tablo 3). Nefrostomi takil-
masini gerektiren etiyolojik nedenler benign ve malign olarak
ayrildiginda ise yas, serum kreatinin degeri ve hemoglobin dii-
zeyi ac¢isindan anlaml fark izlenmedi. Dilate sistemlere benign
veya malign nedenlere bagl olarak nefrostomi kateteri takil-
masi sirasinda komplikasyon olasiliginin anlamli olarak azaldi-
g1 izlendi. Bununla birlikte non-dilate sistem varliginda malign
hastalik nedeniyle PKN gerceklestirilen hastalarda komplikas-
yon oraninin anlamli olarak arttigi izlendi (Tablo 3).

Tartisma

Guntumiizde PKN takilmasi icin tercih edilen gorintileme sis-
temi ultrasonografidir [6]. Gorlintiileme sistemine bagli olarak
PKN icin basari orani ultrasonografi ve floroskopi esliginde si-
rasiyla %90-100 ve %98-100 olarak rapor edilmistir [7]. Floros-
kopi esliginde PKN takilirken kilavuz tel ilerletilmesi, dilatasyon
ve katater yerlestirilmesi icin fluoroskopi kullanilir. Bu yéntemin
dezavantaji perirenal anatominin goriintiilenememesi nedeniyle
komsu organ yaralanma riskidir [8]. Fluoroskopi sirasinda top-
layici sistemin gorintilenmesi icin intravendz veya retrograd
kontrast madde verilmesi gerekir [9]. Ultrasonografi kullanimi

radyasyon maruziyetini ve kontrast maddeye bagli muhtemel
komplikasyonlari énler. Gercek zamanh gérintiileme sayesinde
komsu organlar tanimlanarak muhtemel iyatrojenik travmanin
onune gecilir [10].

Bizim serimizde tek girisimde PKN takilma basari oranimiz %94
idi. Bu oran drologlar ve radyologlar tarafindan yayinlamis ca-
lismalarda rapor edilen %90-100 basari oranlari ile uyumludur
[2,6,11-13]. Mevcut calismada komplikasyonlarin siniflandiril-
masi icin Clavien-Dindo sistemi kullanilmistir. Onceki ¢alisma-
larda komplikasyonlarin siniflandiriimasinda standart sistem-
ler kullanilmadigi icin karsilastirma yapmak glic olsa da, nef-
rostomi katateri yer degistirmesi veya cikmasi gibi en sik rast-
lanan komplikasyonlardaki oranlarimiz literatiirdekiler ile ben-
zerdi [2,6,11-13]. Onceki calismalar PKN sirasinda gelisebilecek
komplikasyonlarin éngérilmesinde hastaya ait bireysel klinik
ozelliklerinin dikkate alinmasi gerektigini gostermistir [2,14,15].
Bizim calismamizda hasta yasi, non-dilate sistem varligi, serum
kreatinin seviyesi ve ortalama hemoglobin diizeyi komplikasyon
gelisimi acisindan anlamli risk faktorleri olarak saptandi. Nef-
rostomi takilmasini gerektiren etiyolojik nedenler benign ve ma-
lign olarak ayrildiginda ise yas, serum kreatinin degeri ve he-
moglobin diizeyi agisindan anlamli fark izlenmezken non-dilate
sistem varliginda malign hastalik nedeniyle PKN gerceklestiri-
len hastalarda komplikasyon oraninin anlamli olarak arttig iz-
lendi. Dilate sistemlere benign veya malign nedenlere bagli ola-
rak nefrostomi kateteri takilmasi sirasinda komplikasyon olasi-
iginin anlamli olarak azaldigi izlendi. Tim bu bulgular énceki ca-
lismalarin sonuglarini desteklemekte ve PKN isleminde kompli-
kasyon gelisimi acisindan hastanin klinik durumunun kritik 6ne-
me sahip oldugunu ortaya koymaktadir.

PKN uygulamalarinda transfiizyon gereken kanama genis seri-
lerde %1-4.3 arasinda bildirilmistir [2,6,12,13,16]. Bizim seri-
mizde transfiizyon gereken kanama %71.2 oraninda saptandi, bu
oran diger arastirmacilar tarafindan rapor edilen oranlarla ben-
zerdi. Ciddi kanamanin sebepleri; giris yerinin daha medialden
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secilmesi, renal hiluma yakin giris yapilmasi ve/veya toplayici
sistem dilatasyonunun olmamasi olarak belirlendi. Lewis ve Pa-
tel ciddi kanamayi énlemek icin islem 6ncesi koagtilasyon para-
metrelerinin calisilmasini, giriste medial bélgeden kaginilmasini
ve hedeflenen kalikse giris yapilmasini 6nermislerdir [17]. Sko-
larikos ve ark. siklikla yapilan diger bir hatanin da dilatasyon si-
rasinda ultrason kontrolii yapilmamasi nedeniyle kataterin pel-
visi delip biylik damar yaralanmasina yol agmasi olarak belirt-
mislerdir [2]. Yazarlar serilerindeki bir olguda da ayni sebepten
dolayi bir safra kesesi yaralanmasi oldugunu bildirmislerdir [2].
PKN islemi sonrasi sepsis %3’e varan oranlarda gortlebilir [2,
6, 12, 13, 16, 17]. Bu komplikasyon ozellikle malign hastahgi
olanlarda kétii sonuglara yol acabilir. Pyonefroz, antibiyotik pro-
filaksisi kullaniimamasi, kontrast madde enjeksiyonu ve islem
sirasinda intrapelvik basincin artmasinin sepsis riskini arttirdi-
g1 bildirilmistir [2]. Bizim serimizde sepsis %0.6 oraninda sap-
tandi. Fakat islem sonrasi gelisen enfeksiy6z komplikasyonla-
rin tanimlamalarindaki farkliliktan dolayi (sepsis, girisim sonra-
si ates, septik sok vb.) karsilastirmanin uygun olmayacagini di-
stintiyoruz.

Perkitan nefrolitotripsinin yayginlasmasi tirologlarin goérintiile-
me sistemleri altinda bobrek girisimleri konusundaki tecriibele-
rini oldukca artirmistir. Bircok yayinda perkiitan renal girisimle-
rin Urologlar tarafindan giivenli ve etkin bir sekilde gerceklesti-
rildigi bildirilmistir [2, 13, 16-18]. Skolarikos ve ark. 650 PKN uy-
gulamasinda %94.6 basari ve radyologlarinkine benzer kompli-
kasyon oranlari bildirmislerdir [2]. Yine Mahaffey ve ark. ultra-
son kilavuzlugunda PKN uygulanan 100 hastada komplikasyon
oranlarinin radyologlar tarafindan bildirilenlere benzer oldugu-
nu rapor etmislerdir [13]. Montarini ve ark. ultrason ve fluoros-
kopi kilavuzlugunda yapilan 330 PKN uygulamasinda %98 gibi
yiiksek basari orani bildirmislerdir [18].

Skolarikos ve ark. ultrason kilavuzlugunda PKN uygulamasinda
operatdr tecriibesinin basari ve komplikasyon oranlarini etkile-
medigini bildirmislerdir [2]. Radyoloji kliniklerinde yapilan calis-
malarda ise operator tecriibesinin teknik basariyi, mindr ve ma-
jor komplikasyon prevalansini, floroskopi ve islem surelerini et-
kiledigi savunulmaktadir [6, 21]. Lee ve ark. yetkinligin devami
icin bir operatoriin yilda 10-20 PKN uygulamasi gerektigini bil-
dirmistir [21]. Bizim calismamizda operatér tecriibesinin top-
layici sistem dilatasyonu olan olgularda PKN basari oranlarini
etkilemedigini gosterdik. Bunun nedenini drologlarin asistanhk
egitimi siirecinde de yogun bir sekilde ultrasonografi ve floros-
kopi altinda perkitan bobrek girisimlerini yapma imkani bulabil-
mesi oldugunu dustintyoruz.

Sonucg

Alti yilhk tecriibemiz PKN uygulamasinin trologlar tarafindan
guvenli ve etkin bir sekilde uygulanabilecegini gostermistir. G-
niimizde perkitan renal girisimlerin troloji pratigindeki yeri ve
onemi gittikce artmaktadir. Perkiitan renal girisimlerin 6grenil-
me asamasinda PKN uygulamasinin yeri tartisiimaz, bu nedenle
PKN uygulamasinin uiroloji asistan egitim siirecinin vazgecilmez
bir parcasi olmasi gerektigini dustntyoruz. Girisimsel radyolo-
ji uygulamalarinin belirli merkezlerle sinirli oldugu tilkemizde bu
egitimin 6nemi daha da artmaktadir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Bu calismada klinigimizde cesitli diyafragma patolojileri nedeniyle
operasyon uygulanan hastalarda klinik bulgularin, radyolojik yontemlerin in-
celenmesi ve postoperatif sonuclarin gézden gecirilmesi amaclandi. Gereg ve
Yontem: Ocak 2007 - Haziran 2014 tarihleri arasinda benign diyafragma pa-
tolojileri nedeniyle opere edilen 35 hasta retrospektif olarak incelendi. Has-
talar preoperatif donemde dncelikle lateral ve posteroanterior akciger grafi-
si ile degerlendirildi. Gerekli gorildiiginde uygulanan diger inceleme yontem-
leri ise bilgisayarli tomografi, ultrasonografi ve manyetik rezonansdi. Hasta-
lar; 10’u (%28,6) konjenital diyafragma hernisi, 16’si (%45,7) travmatik di-
yafragma yaralanmasi ve 9'u (%25,7) diyafragma evantrasyonu olmak tize-
re 3 gruba ayrildi. Bulgular: Hastalarin yas ortalamalari 40,9+13,8 (14 - 66
yas arasl) olup, 24'u erkek, 11'i (%) kadindi. Alti hastaya (%17,1) acil sartlar-
da torakotomi uygulandi, diger hastalar elektif sartlarda degerlendirildikten
sonra operasyona alindi. Hicbir hastada defekt onariminda yama kullanimi-
na gerek duyulmadi. Bilgisayarl tomografi cekilen 27 hastadan 13’inde, ult-
rasonografi yapilan 22 hastadan 14’inde ve manyetik rezonans istenen 18
hastadan tgtinde tani saptanamadi. Gruplar incelendiginde; konjenital diyaf-
ragma herni teshisinde manyetik rezonans, diyafragma evantrasyonunda ult-
rasonografi ve travmatik diyafragma laserasyonunda bilgisayarli tomogra-
fi, patolojiyi daha yiiksek oranda dogru tahmin etti. Ug hastada (%8,5) post
operatif kanama nedeniyle retorakotomi uygulandi. Kesici alet yaralanma-
si sonrasi diyafragma, akciger ve dalakta laserayon nedeniyle acil torako-
tomi ile opere edilen bir hasta erken donemde kaybedildi (operatif mortalite
%2,9). Tartisma: Radyolojik incelemelerdeki tim gelismelere ragmen diyaf-
ragma patolojisi diistiniilen olgularda radyolojik yéntemlerin tanisal verimli-
ligi istenen élciilerde olamamaktadir. Bu ¢alismadaki, cerrahi ile dogrulanan
verilerde, MRI'In diger yontemlere gore daha degerli sonuclar verdigi izlen-
mistir. Bu agidan klinik ve radyolojik verilerin bir biitiin olarak degerlendiril-
mesi gerektigi kanisindayiz.

Anahtar Kelimeler
Diyafragma; Herni; Travmatik; Evantrasyon

Abstract

Aim: The aim of the present study was to review clinical findings, radio-
logical methods, and postoperative outcomes in patients who underwent an
operation at our clinic due to diaphragmatic hernia. Material and Method:
The medical records of 35 patients, who were operated on due to benign
diaphragmatic hernia between January 2007 and June 2014, were retrospec-
tively reviewed. The patients had been particularly evaluated using lateral
and posteroanterior chest radiographies in the preoperative period. Other
imaging modalities that were employed when required were computerized
tomography, ultrasonography, and magnetic resonance imaging. The pa-
tients were divided into three groups: 10 (28.6%) had congenital diaphrag-
matic hernia, 16 (45.7%) had traumatic diaphragmatic hernia, and 9 (25.7%)
had diaphragmatic eventration. Results: The mean age of the patients was
40.9+13.8 years (range 14 - 66 years). Of the patients, 24 were males and
11 were females. Six patients (17.1%) underwent emergency thoracotomy
procedure, and the remaining patients underwent an operation under elec-
tive conditions after preoperative assessment. None of the patients required
the use of patch in the repair of defects. The imaging method was unable
to establish a diagnosis in 13 of 27 patients who underwent computerized
tomography, 14 of 22 patients who underwent ultrasonography, and 3 of
18 patients who underwent magnetic resonance imaging. When the groups
were evaluated, magnetic resonance imaging was superior in diagnosing
congenital diaphragmatic hernia, ultrasonography was superior in diagnos-
ing diaphragmatic eventration, and computerized tomography was superior
in diagnosing traumatic diaphragmatic laceration. A re-thoracotomy was
required in three patients (8.5%) due to postoperative hemorrhage. One pa-
tient, who underwent emergency thoracotomy due to diaphragmatic, pulmo-
nary and splenic laceration after sustaining a stab wound, died in the early
period (operative mortality was 2.9%). Discussion: Despite the advances in
radiological methods, the efficiency of radiological methods has not reached
desired level in cases that are suspected to have a diaphragmatic pathology.
In the present study, MR imaging yielded more valuable results compared to
other imaging modalities in surgically confirmed cases. We therefore sug-
gest that a holistic approach should be adopted while evaluating clinical and
radiological data.
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Giris

Muskilotendinoz bir kilif olan diyafragma, toraksi abdomenden
ayiran kubbe seklindeki anatomik yapi ve solunumun temel ka-
sidir. Sag hemidiyafragma soldan hafif yukarida olmasina rag-
men genelde benzer ve diizgiin konturludur. Diyafragmadaki bir
defekt sonucu abdominal organlar toraks icine dogru yer de-
gistirdiginde solunum fonksiyonlarinda hayati tehdit edici prob-
lemler meydana gelebilir [1].

Bu calismada, cesitli diyafragma patolojileri nedeniyle operas-
yon uygulanan hastalarda direkt grafiden sonra kullanilan go-
rintiileme yontemlerinin taniya katkisi, operatif bulgularla kar-
silastirilarak arastirildi ve postoperatif sonuclarin gézden geci-
rilmesi amaclandi.

Gerec ve Yontem

Ocak 2007 - Haziran 2014 tarihleri arasinda benign diyafrag-
ma patolojileri nedeniyle opere edilen 35 hasta retrospektif ola-
rak incelendi. Hastalar preoperatif donemde éncelikle lateral ve
posteroanterior akciger grafisi ile degerlendirildi. Ultrasonog-
rafi (USG) incelemeleri Mindray DP8500 cihazi, 3.5 mHz kon-
veks ve 7.5 mHz lineer prob ile yapildi. inceleme transabdominal
ve transtorasik olarak longittidinal ve transvers planlarda, ila-
ve olarak ksifoid tizerinden transvers planda yapildi. Bilgisayar-
I Tomografi (BT) inceleme Philips - FBC724A spiral tomografi
aleti ile yapildi. Standart ¢ekim parametreleri olan 120 kVP, 100
mA, 200 mAs ve 512X512 matriks, kolimasyon; 10 mm pitch 5
kullanildi. Manyetik rezonans (MRG) incelemeleri TOSHIBA Ex-
celart cihazi (1,5 Tesla) ile yapildi. Hastalar supin pozisyonda
iken cekimler yapildi. Aksiyel, koronal ve sagittal planlarda T1A
ve T2A SE sekanslarda kesitler alindi. FOV:350, 256x256 mat-
riks, acqusition time 4sn ve 10 mm kesit kalinhgi kullanildi.

Bulgular

Hastalarin yas ortalamalari 40,9+13,8 (14 - 66 yas arasi) olup,
24’0 erkek (%68,6), 11'i kadindi (%31,4). Hastalar; 10’u (%28,6)
konjenital diyafragma hernisi, 16’si (%45,7) travmatik diyafrag-
ma yaralanmasi ve 9’u (%25,7) diyafragma evantrasyonu olmak
lizere 3 gruba ayrildi (Tablo 1). Hastalarin 7’si (%20) asempto-
matikti. En sik semptom ise agri ve nefes darligi idi. Alti has-
taya (%17,1) acil sartlarda torakotomi uygulandi, diger hasta-
lar elektif sartlarda degerlendirildikten sonra operasyona alindi.
On u¢ hastaya (%37,1) sag, yirmi iki hastaya (%62,9) sol tora-
kotomi uygulandi. Hicbir hastada defekt onariminda yama kul-
lanimina gerek duyulmadi.

Tablo 1. Saptanan diyafragma patolojileri demografik dagilimi

Tani Erkek Kadin Yas (Yil) Toplam %
Konjenital diyafragma hernisi 6 4 25-66 10 28,6
Travmatik diyafragma 12 4 14-58 16 45,7
yaralanmasi

Diyaframa evantrasyonu 6 3 23-62 9 25,7
Toplam 24 11 14-66 35 100

Gériintiileme bulgular

-Konjenital diyafragma hernisi tanisi alan hastalarin 9'u Mor-
gagni, 1'i ise Bochdalek hernisiydi. MRG ile tetkik edilen hasta-
larda tani, diyafram buttnltginin izlenmemesi, abdominal yag

dokusu yada organlarinin herniasyonunun gériilmesi ile yorum-
landi. Hastalar, lezyonlarin yerlesim yeri, anamnez, fizik muaye-
ne bulgulari g6z éniine alinarak konjenital herni 6n tanisini aldi-
lar (Resim 1). Cerrahi olarak eksplore edilen bu hastalarda MRG

Resim 1. Morgagni hernisi, PA, lateral akciger grafisi ve MRG goriintiilemesinde;
sag diyafragma anterior medialindeki goriilen defektif alandan sagda daha ge-
nis alan kaplamak uizere her iki hemitoraks anterioruna yag dokusu ve barsak seg-
mentlerinin yer degisimi

pre operatif olarak hastalarin % 60’ inda dogru taniyi verdigi
saptandi. Bu oran pre operatif BT tetkiklerinde %50, USG’ de
ise ancak %?20 oraninda bulundu (Tablo 2).

Tablo 2. Goriintiileme yéntemlerinin diyafragma patolojilerini dogru saptama
ylzdeleri

Tani MRG* BT** USG***
Konjenital diyafragma hernisi %60 %50 %20
Travmatik diyafragma yaralanmasi %25 %37,5 %12,5
Diyaframa evantrasyonu %44 %22 %55

* Manyetik Rezonans Gértintiileme
** Bilgisayarli Tomografi
*** Ultrasonografi

-Travmatik diyafragma yaralanmasi olan hastalarin yedisi 6n-
ceden gecirilmis kiint travma tariflemekteydi. Diger dokuz has-
tadan ikisi son 24 saat icinde kiint, yedisi penetran toraks trav-
masina maruz kalmisti. Akut donemdeki hastalarin timiinde he-
motoraks mevcut idi ve ek patolojiler nedeniyle acil olarak ope-
rasyona alinmis ve MRG inceleme yapiimamisti. BT ise toraks
ici diger organ yaralanmalarini géstermesi agisindan tim has-
talarda avantaj sagladi (Resim 2,3,4). USG, daha ziyade batin
organlari degerlendirilmesinde yonlendirici oldu.

-Diyafragma evantrasyonu nedeniyle dokuz hasta opere edildi.
USG degerlendirmesinde alti hastada solunumsal paradoks iz-
lendi. MRG ve BT tetkiklerinde evantrasyonun net ayrimi rapor-
lanamadi (Resim 5). Cerrahi eksplorasyonda evantrasyon tanila-
ri kesinlestirildi. USG'nin hastalarin %55 de evantrasyonu dogru
olarak teshis ettigi saptandi.

Gruplar incelendiginde; konjenital diyafragma herni teshisinde
manyetik rezonans, diyafragma evantrasyonunda ultrasonogra-
fi ve travmatik diyafragma laserasyonunda bilgisayarli tomog-
rafinin patolojiyi daha yiiksek oranda dogru tahmin ettigi sap-
tandi (Tablo 2). Ortalama yatis siiresi 5+1,6(3-9 arasi) gin ve
ortalama takip suresi 37,8 (1-89 arasi) ay olup kontrolleri halen
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Resim 2. Kesici delici alet yaralanmasi sonrasi PA akciger grafisi ve toraks BT’ de
sol alt lobda kompresif atelektazi ve hemotoraksla golgelenmis diyafragma kon-
turlar

Resim 3. Arag ici trafik kazasi sonrasi sagda kot fraktiirlerinin eslik ettigi sag di-
yafragma riptdrtnin PA akciger grafisi ve toraks BT gérunimu

Resim 4. 3 ay once arac i¢i trafik kazasi geciren hastanin diyafragma posteriorun-
daki defektten sag hemitoraksa dogru yer degistirmis karaciger ve plevral efiizyo-
nun PA akciger grafisi ve toraks BT goriinimii

devam etmektedir. U¢ hastada (%8,5) post operatif kanama ne-
deniyle retorakotomi uygulandi. Kesici alet yaralanmasi sonrasi
diyafragma, akciger ve dalakta laserayon nedeniyle acil torako-
tomi ile opere edilen bir hasta erken donemde kaybedildi (ope-
ratif mortalite %2,9).

Resim 5. Solda abdominal organlarin, arkus aorta komsuluguna kadar uzandigi ve
diyafragma buttnluginin bozulmadig diyafragma evantrasyonu ile uyumlu gé-
riindm

Tartisma

Diyafragmadaki konjenital
(Bochdalek) yada parasternal (Morgagni) hiatustan herniasyon
gorilebilir. Eriskin yasa ulasmis hastalar genelde asemptoma-
tiktir ancak bizim hastalarimizdaki gibi gégiis agrisi yada non
spesifik gastrointestinal sistem semptomlarindan yakinabilirler
[2]. MRG'In yumusak dokularin gérintilenmesi icin degerli bir
yontem oldugu bildirilmektedir. Diyafragma, T1 A gorintilerde,

mediastinal ve adominal yag dokusunun yiiksek sinyal intensi-

defekt yoluyla pléroperitoneal

tesi nedeniyle ince hipointens bir bant olarak gértlir [3]. Koro-
nal ve sagittal planlarda direkt gériinti elde edilmesi nedeniy-
le MRG, diyafragmanin biitiiniin gériintilenmesinde diger yon-
temlere gore daha avantajli bir yéntem olarak ortaya ¢ikmak-
tadir. Ancak diger yontemlerin ulasilabilirligi ve kullanilabilirligi
goz onune alindignda MRG’in acil sartlarda daha az kullanildi-
g1 da bir gercektir. Hastalarimizda MRG elektif sartlarda kulla-
nilmis ve cerrahi eksplorasyon bulgularr ile korele edildiginde di-
ger yontemlere kiyasla en yiiksek tanisal dogrulugu (%60) sag-
lamistir (Tablo 2).

Hastalarimizda tanisi en zor olan ve akut dénemde tani kona-
mayan durumlarda mortalite ve morbiditesi yiiksek grubu di-
yafragmanin travmatik riptiri olusturmaktaydi. Akciger gra-
fileri hemidiyafragmalarin butinligini degerlendirmek icin ilk
ve en yaygin kullanilan gérintileme calismalandir. Cekilen ilk
akciger grafileri hastalarin cogunda normal olabilir veya sade-
ce nonspesifik anormallikler ortaya cikabilir. Yandas organ ya-
ralanmalarinin bulgular diyafragmatik yirtiklarin fiziksel bulgu-
larini maskeleyebilir. Siklikla acil midahale gerektiren yandas
organ yaralanmalarinin eksplorasyonu sirasinda diyafragma-
da laserasyon saptanir. Travmaya bagli hemotoraks, atelekta-
zi, plevral effiizyon, pulmoner kontiizyon ve laserasyon, aspiras-
yon veya frenik sinir felci gibi pulmoner patolojiler diyafragma-
tik hasarlarin radyolojik tanisini taklit edebilir [4]. Acil sartlarda
opere edilen dokuz hastamizda da hemotoraks nedeniyle tora-
kotomi karari alinmisti.

USG degerlendirilmesinde diyafragmanin tizerinde barsak ans-
larinin bulunmasi ile sol hemidiyafragmatik yirtiklarin real-time
USG ile gosterilmeleri mimkin olabilir. Ancak; kot fraktdirdi, cilt
alti amfizemi veya ilgili bélgedeki pnomo peritoneum gibi ek
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patolojiler taniya ulasmada bazi potansiyel zorluklar olustura-
bilmektedir [5].

BT, anormal akciger grafili hastalarda diyafragmatik riptir ta-
nisinda yaygin kullanilmaktadir. Spiral BT ile koronal ve sagittal
goriuntilerde diyafragma kontur diizensizliklerinin elde edilmesi
hem subakut, hem de gecikmis hastalarda diafragmatik yirtik-
lari degerlendirmede en 6nemli yontemdir. BT de, sagda karaci-
gerin kostalarin posterioru ile bitisik olmasi, solda mide ve bar-
saklarin kotlarin posterioru ile temas etmesi (bagiml organ isa-
reti bulgusu), diyafragma devamsizhihgi, batinici organlarin to-
raksa herniasyonu ve organlarin defektte fokal sikismasi (yaka
isareti bulgusu) diyafragma riipturiinde tespit edilen bulgulardir
[6]. MRG ile karsilastinldiginda, BT akut travma durumlarinda
daha kolay uygulanabilir ve akut kiint travmali hastalarin ince-
lemesinde daha yaygin bir sekilde kullanilir. Travmal hastalari-
mizin hepsinde (16 hasta) BT uygulanmasina ve en yiiksek oran-
da taniya yonlendirici olmasina ragmen ancak %37,5 (6 hasta)’
sinde diyafragma yaralanmasi agisindan uyarici oldu (Tablo 2).
Ayrica, invaziv bir islem dahi olsa diagnostik pnémoperitoneum
da radyolojik gérintilemelerle beraber tanida akilda tutulmasi
gerekli bir yontemdir [7].

Evantrasyon, fonksiyonel diyafragma kasinin konjenital olarak
yoklugu, yetiskinlerde ise diyafragmanin tam yada kismi para-
lizisine bagl olustugu disunilmektedir. BT ve MRG ile batin or-
ganlari yiiksek yerlesimli olarak izlenmekteyken, USG ile para-
doksal hareketin goriilmesi taniyi koymada oldukca yardimcidir.
Degerlendirmenin parasagittal ve transvers pozisyonlarda, ye-
terli solunum sirasinda yapilmasinin tani agisindan degerli ol-
dugu bildirilmektedir [8]. Hastalarimizda da USG diger incele-
me yontemleri ile kiyaslandiginda evantrasyon tanisini en yik-
sek oranda (%55) veren yontemdi (Tablo 2).

Sonug olarak, radyolojik yontemlerdeki tiim gelismelere ragmen
anatomik yapisindan dolayi ince yay gibi seyreden ve fizyolo-
jik islevi nedeniyle solunuma katilarak hareketli bir yapi olan di-
yafragmayi her zaman buttintyle gérintilemek mimkiin olma-
maktadir. Hastalarin biytik bir kisminda direkt grafilerden sonra
tani icin ek gorintileme yontemlerine ihtiyac duyulmaktadir. Bu
calismadaki, cerrahi ile dogrulanan verilerde, MRI'in diger yon-
temlere goére daha degerli sonuclar verdigi izlenmistir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: ikiz - ikiz transfiizyon sendromu (iiTS) tanisi konulan olgularda amni-
yorediiksiyon yapilmasinin perinatal sonuglarla iliskisini belirlemek. Gereg ve
Yontem: iiTS tanisi alan 42 hasta calismaya dahil edildi. Bu hastalardan am-
niorediiksiyon yapilan 14 hasta calisma grubunu, amniorediiksiyon yapilma-
yan 28 hasta kontrol grubunu olusturdu. Amniyoreduksiyonun ikizler tizerin-
de dogum haftasi, dogum agirligi, yenidogan yogun bakim ihtiyaci ve perina-
tal mortalite Uzerine etkileri retrospektif olarak medikal kayitlardan elde edil-
di. P degeri 0.05 degerinin altinda anlamli kabul edildi. Bulgular: Amniyore-
diiksiyon yapilan hastalarda dogum haftasi 28.7 + 4.1 iken kontrol grubun-
da 31.8 + 4.9 olarak bulundu. Amniyorediiksiyon yapilan hastalarda, 32 hafta
alti 12 (%85.7) ve 28 hafta alti 10 (%71.4) hastada dogum goriiltrken kont-
rol grubunda, 32 hafta alti 12 (%43.1) ve 28 hafta alti 9 (%32.1) hastada
dogum gergeklesti (P<0.05). Amniyorediiksiyon yapilan hastalarda alici ikizin
dogum agirligr 1385 + 711 gr iken kontrol grubunda 2104 + 741 gr olarak
bulundu (P<0.05). Amniyorediiksiyon yapilan hastalarda yenidoganlarin 24°G
(%92.3) yenidogan yogun bakim ihtiyaci duyarken kontrol grubu yenidoganla-
rinin 40’ inin (% 71.4) yenidogan yogun bakim ihtiyaci olmustur (p=0.11). Tar-
tisma: Calismamizda amniyorediiksiyon IiTS olgularinda perinatal sonuclar
tizerine olumlu bir etkisi bulunamamustir.

Anahtar Kelimeler
ikiz - ikiz Transfiizyon Sendromu; Amniyorediiksiyon; Maternal Sonug; Peri-
natal Sonug

Abstract

Aim: To assess the effect of amnioreduction on perinatal outcomes in pa-
tients with twin - twin transfusion syndrome (TTTS). Material and Method:
42 patients with TTTS were enrolled into this study. 14 of 42 patients who
underwent amnioreduction formed the study group and 28 of 42 patients
who did not undergo amnioreduction formed the control group. Effects of
amnioreduction on average week of birth, birth weight, need of neonatal
intensive care and perinatal mortality were gathered from medical records
retrospectively. P score under 0.05 was accepted as significant. Results: Av-
erage week of birth of women who underwent amnioreduction was 28.7 +
4.1 however it was 31.8 + 4.9 on control group. Although number of births
under 32 weeks is 12 (85.7%) and under 28 weeks is 10 (71.4%) on patients
who underwent amnioreduction, it was 12 (43.1%) for under 32 weeks and 9
(32.1%) for under 28 weeks in control group (P<0.05). Birth weight of recipi-
ent twin was 1385 + 711 gr in amnioreduction group and 2104 + 741 gr in
control group (P<0.05). 40 newborns (71.4%) of the control group needed
neonatal intensive care however 24 newborns (92.3%) of the amnioreduction
group needed neonatal intensive care (p=0.11). Discussion: In this study, we
did not find any positive effect of amnioreduction on perinatal outcomes in
pregnant women with TTTS.
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Twin - Twin Transfusion Syndrome; Amnioreduction; Maternal Outcomes;
Perinatal Outcomes
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Giris

Monozigotik gebelik toplumda 1/320 sikhginda gérilmektedir
ve embriyonun implantasyon zamanlamasina goére dikoryonik
diamniyotik, monokoryonik diamniyotik ve monokoryonik mono-
amniyotik olabilir. Monozigotik ikizlerin %75’i monokoryonik di-
amniyotiktir [1].

iITS monokoryonik gebeliklerin bir komplikasyonudur ve ultraso-
nografik olarak monokoryonik ikiz gebelikte bir fetusta polihid-
ramnios, diger fetusta oligohidramnios olmasi ve fetuslari ayi-
ran amniyotik zarin olmasiyla tani konulur. Tedavi edilmedigin-
de %100’e varan mortaliteye [2], 6l dogum, erken dogum, int-
rauterin gelisme geriligi, preterm prematiir membran riptiri
gibi komplikasyonlara neden olmakta, yenidoganda nérolojik ve
kardiyak kot sonuclarda artis goriilmektedir [3-5].

iITS’nun siniflandirimasi Quintero siniflama sistemine gore ya-
piimaktadir [6]. Bu siniflama sistemine goére Evre 1°de anormal
amniyotik sivi diizeyleri, Evre 2’de donor ikizde kollabe mesane,
Evre 3’te ikizlerden birinde umbilikal arter veya duktus venosus-
ta bozulmus Doppler kan akimi, Evre 4’te ikizlerden birinde hid-
rops ve Evre 5'te ikizlerden birinde fetal 6liim mevcuttur. izlem
ve tedavi sekline bu siniflama sistemine gore karar verilmekte-
dir. Yapilan uluslararasi bir calismada Evre 1 [iTS’'unda agirlik-
Il olarak izlem yapilmasi énerilmistir [7]. Evre 1 ve evre 2'de seri
amniyorediksiyonla iyi sonuclar elde edilen calismalar mevcut-
tur [8] ve en sik bagvurulan tedavi yontemi seri amniyorediiksi-
yondur [1].

Calismamizda gebeliklerinde IITS saptanmis amniorediiksiyon
yapilmis ve yapilmamis olgularin perinatal komplikasyonlar aci-
sindan karsilastiriimasi amaclanmistir.

Gerec ve Yontem

Bu retrospektif calisma Zekai Tahir Burak Kadin Saghg Egitim
ve Arastirma Hastanesine basvuran ve iiTS tanisi konan 20 haf-
ta lzeri toplam 42 hastayi icermektedir. Amniorediiksiyon yapi-
lan 14 hasta calisma grubunu ve amniorediksiyon yapilmayan
28 hasta kontrol grubunu olusturdu.

iITS tanisi monokoryonik diamniyotik ikiz gebeliklerde bir fetus-
ta polihidramnios [9] ve diger fetusta oligohidramnios/anhid-
ramnios varligiyla konuldu. Tani sonrasi bu olgular Quintero si-
niflamasina goére evrelendi [6]. Tim hastalara fetal biyometri,
amniyotik sivi degerlendirmesi, duktus venosus ve umbilikal ar-
ter Doppler incelemesi ve detayl ultrasonografik anomali ta-
ramasi Voluson 730 PRO 4D ultrason cihazi kullanilarak yapildi
(General Electric Medical Systems, Milwaukee, WI, USA). Has-
talara amniyorediiksiyon ve izlem secenekleri 6nerildi ve has-
talarin secimlerine gore on dort hastaya ultrasonografi esligin-
de 18 - 20 gauge igneyle amniyorediksiyon ve 28 hastaya iz-
lem yapildi. Hastalar yas, boy, gebelik 6ncesi viicut kitle indeksi,
parite, yardimla tireme teknigi kullanihp kullanilmamasi, tanida
gestasyonel yas, dogum haftasi, tanidan doguma kadar gecen
siire, Quintero Evresi, intrauterin fetal 6lim olup olmamasi, ah-
ci ve verici ikizin dogum agirligi ve perinatal mortalite acisindan
degerlendirildi. Veriler SPSS 15 (Statistical Package for Social
Sciences, SPSS Inc., Chicago, IL, USA) programi ile istatistiksel
olarak hesaplandi Gruplar arasinda sikliklar bakimindan fark bu-
lunup bulunmadigi yerine gore Student t testi, Ki-kare testi ya
da Fisher testleri (hiicrelerde gozlenen degerlerin Ki-kare testi
varsayimlarini saglamadigi durumda) kullanilarak kargilastirildi.

P degeri 0.05 in alti sonuclar anlamh kabul edildi.

Bulgular

Calismada, Zekai Tahir Burak Kadin Saghgi Egitim ve Arastirma
Hastanesi Perinatoloji Klinigine basvuran ve IiTS tanisi konan
42 hasta takip edildi. 14 hastaya (%33.3) amniyorediiksiyon ya-
pildi, kalan 28 hastaya ( % 66.7 ) izlem yapildi. Tani aninda orta-
lama maternal yas amniyorediiksiyon yapilan grupta 28.8 + 4.1
yil, kontrol grubunda 28.8 + 5.3 yil, gebelik 6ncesi viicut kitle in-
deksi amniyorediiksiyon yapilan grupta 24.6 + 5.0 kg/m2, kont-
rol grubunda 27.1 + 4.9 kg/m2 olarak bulundu. Hastalarin pari-
tesi (medyan) amniyorediiksiyon yapilan grupta 1, kontrol gru-
bunda 2 idi.

Amniyorediiksiyon yapilan grupta tim gebelikler spontan olus-
mustu ancak kontrol grubunda 5 hastada (% 17.9) yardimla re-
me teknikleri kullanimi mevcuttu (Tablo 1). Tani aninda gestas-

Tablo 1. Her iki grupta maternal ézelliklerin kargilastiriimasi

Amniyorediiksiyon Kontrol Grubu p

Grubu (n = 14) (n=28)
Yas (yil) 288 + 4.1 288+53 0.98
Gebelik éncesi VKi (kg/m2)  24.6 +5.0 271 +49 0.25
Parite (medyan (min-max)) 1(0-3) 2 (0-4) 0.06
Yardimla treme 0 5(17.9 %) 0.15

Degerler, ortalama + SD, ortanca (min-max) veya n (%) seklinde verildi, p <0.05
istatistiksel olarak anlamli kabul edildi. VKi (viicut kitle indeksi, kg/m2),

yonel yas amniyorediiksiyon yapilan grupta 21.1 + 5.4 hafta,
kontrol grubunda 27.7 + 3.5 haftaydi (p <0.01). Tanidan dogu-
ma kadar gecen siire amniyorediiksiyon yapilan grupta 7.2 + 5.5
hafta, kontrol grubunda 3.8 + 4.7 hafta (p=0.09), dogumda ges-
tasyonel yas amniyorediiksiyon yapilan grupta 28.7 + 4.1 hafta,
kontrol grubunda 31.8 + 4.9 haftaydi (p=0.06).

Tani aninda Quintero Evrelemesinde amniyorediiksiyon ve kont-
rol grubunun hi¢ birinde Evre 5 hasta gorilmemistir. Amniyo-
rediiksiyon grubunda 7 hasta (%50), kontrol grubunda da 10
hasta (%35.7) Evre 1'de tan almistir (Tablo 2). Quintero evre-
si progresyonu, amnireduksiyon grubunda 1 (O - 2) iken, kontrol
grubunda 0 (0-2); p< 002) olarak bulundu.

Tablo 2. Her iki grupta perinatal 6zelliklerin karsilastiriimasi

Amniyorediksiyon  Kontrol Grubu p

Grubu (n = 14) (n=28)
28 hafta alti dogum 10 (71.4 %) 9 (32.1 %) 0.04
32 hafta alti dogum 12 (85.7 %) 12 (43.1 %) <0.01
Alici ikizin dogum agirhgi (gram) 1385 + 711 2104 + 741 <0.01
Verici ikizin dogum agirh- 1143 + 750 1416 + 628 0.30
g (gram)
Alici ikiz Dogum agirligi <2500 13 (92.8 %) 21 (75 %) 0.33
Verici ikiz Dogum agirligi <2500 14 (100 %) 28 (100 %) 1.0
ikizler arasinda > 30 % dogum 5 (37.5 %) 14 (50) % 0.65
kilosu diskonkordansi
Yenidogan yogun bakim 24 (92.3 %) 40 (71.4 %) 0.11
Perinatal mortalite 8 (28.5 %) 9 (16.1 %) 0.29

Degerler, ortalama + SD, ortanca (min-max) veya n (%) seklinde verildi, p <0.05
istatistiksel olarak anlamh kabul edildi

Amniyorediksiyon yapilan hastalarda 28 hafta alti 10 hasta-
da (% 71.4) ve 32 hafta alti 12 hastada (% 85.7) dogum olur-
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ken kontrol grubunda 28 hafta alti 9 hastada (%32.1) ve 32 haf-
ta alti 12 hastada (%43.1) dogum olmustu (p=0.04 ve p<0.01).
Dogumda alici ikizin dogum araligr amniyorediksiyon yapilan
grupta 1385 = 711 gr, kontrol grubunda 2104 + 741 gramdi
(p<0.01). Ikizler arasinda %30'dan fazla dogum kilosu diskor-
dansi amniyorediiksiyon yapilan grupta 5 hastada (%37.5) mev-
cutken kontrol grubunda 14 hastada (% 50) mevcuttu (p=0.65).
Amniyorediiksiyon grubundaki 24 yenidogan (%92.3) yogun ba-
kim ihtiyaci duyarken kontrol grubunda 40 yenidogan (%71.4)
yogun bakim ihtiyaci duymustu (p=0.11). Perinatal mortalite
amniyorediiksiyon grubunda 8 hastada (%28.5), kontrol grubun-
da 9 hastada (%16.1) gerceklesmistir (p=0.29) (Tablo 3).

Tablo 3. Her iki grupta tani anindaki ve dogumdaki 6zelliklerin karsilastiriimasi

Amniyorediiksiyon  Kontrol Grubu p

Grubu (n = 14) (n=28)
Tanida gestasyonel yas (hafta) 21.1+5.4 27.7 £35 <0.01
Tanida alici ikizin tahmini 1163 + 865 1940 + 645 <0.01
dogum agirligi (gram)
Tanida verici ikizin tahmini 780 + 436 1245 + 630 0.03
dogum agirligr (gram)
Tani - dogum araligi (hafta) 72 +55 38+47 0.09
Dogumda gestasyonel yas 28.7 +4.1 31.8+49 0.06
(hafta)
Tanida Quintero Evresi
1 7 (50 %) 10 (35.7%)  0.59
2 2 (14.3 %) 5 (17.9 %) 0.77
3 2 (14.3 %) 6 (21.4 %) 0.89
4 3 (21.4 %) 7 (25 %) 0.80
Dogumda Quintero Evresi
1 1 (7.1 %) 6 (21.4 %) 0.24
2 4 (28.6 %) 5 (17.9 %) 0.43
3 5 (35.7 %) 10 (35.7 %) 1.0
4 2 (14.3 %) 7 (25 %) 0.43
5 2 (14.3 %) 0 0.04
Quintero evresi progresyonu 1(0-2) 0(0-2) 0.02

(medyan (min-max))

Degerler, ortalama + SD, ortanca (min-max) veya n (%) seklinde verildi, p <0.05
istatistiksel olarak anlaml kabul edildi.

Tartisma

Calismamizda tedavi secenekleri hastalarin amniyorediiksiyon
veya izlem kararina gore verilmistir ve amniyorediiksiyon ka-
bul eden hasta grubu daha erken gebelik haftasindadir ve tani-
dan doguma kadar gecen siire amniyorediiksiyon yapilan grup-
ta daha uzundur. Bu verilere gore lITS'unda daha erken hafta-
da amniyorediiksiyon yapilsa dahi amniyorediiksiyonun dogu-
ma kadar gecen sireyi uzattig ancak kontrol grubuyla anlam-
I fark olmadigr anlasilmistir. Bir derlemede de amniyorediiksi-
yonun gebelik stiresini uzattigi belirtilmistir [1]. Amniyorediiksi-
yon, septostomi, fetoskopik lazer okliizyon tedavileri ve kontrol
grubunun karsilastinldigr bir calismada tanidan doguma kadar
gecen siire arasinda bir fark olmadigi gériilmiistiir [10]. iki yiiz
yirmi tic agir lITS’ lu hasta (izerinde yapilan bir baska calisma-
ya gore, yapilan son amniyorediksiyondan doguma kadar ge-
cen siire O ile 138 giin arasinda degismektedir ( medyan 17.5
giin ) [12]. Bu sire calismamizda daha uzundur ancak amniyo-
rediiksiyonun bu siireye etki edip etmediginin daha iyi anlasila-
bilmesi icin daha fazla sayida hasta ile yapilan daha cok calis-

maya ihtiyac vardir.

Literatiirde amniorediiksiyonun faydasi hakkinda fikir birli-
gi tam olarak olusmamistir. Bir calismada amniyorediiksiyo-
nun, perinatal mortaliteyi azaltmadig [13] gosterilse de yapilan
daha yeni bir calismada ikizlerden birinin 28 hafta civarinda do-
gumuyla sirvi oranlarini %50’ye kadar arttirdigl gosterilmistir
[14]. Quintero siniflamasina gore, Evre 1 ve evre 2’de amniyore-
diiksiyonun degerlendirildigi bir calismada hastalarin % 41’inde
diizelme saglanmistir [12]. Bir calismada da Quintero siniflama-
sina gore evre 1 olan hastalarda % 33. 3, evre 2 olan hastalar-
da % 52.8 progresyon gorilmistir. Kag hastaya izlem, amniyo-
rediiksiyon ya da selektif fetoskopik lazer fotokoagtilasyon ya-
pildigi belirtilmemistir ancak progresyon gésteren 80 hastanin
% 13.8 ine izlem, % 32.5 ine amniyorediksiyon tedavisi uygu-
lanmistir [15]. Bizim ¢alismamizda da tani aninda evreler ara-
sinda fark olmasa da amniyorediiksiyon yapilan grupta, Quinte-
ro siniflamasinda anlamli progresyon tespit edilmistir. IiTS da
tani aninda erken gestasyonel haftada bulunmanin, progresyon
icin risk faktori oldugu [16] dusunildugunde bizim calismamiz-
da evre | ve Il hasta sayisi amniyoreduksiyon yapilan grupta 9 (
% 64. 3 ), kontrol grubunda 15 ( % 53. 6) tir.
Amniyorediiksiyon yapilan grupta 28 hafta ve 32 hafta altinda
dogum orani kontrol grubuna gére anlamli olarak yiiksek sap-
tanmistir. Amniyorediiksiyonun [iTS’'unda % 41 oraninda diizel-
me sagladigini gésteren bulgular [11] mevcut olsa da iiTS olan
hastalarda seri amniyorediiksiyonun arastirildigi bir ¢calismada
tim hastalarin preterm dogum yaptig1 gosterilmistir [17]. Has-
talarin % 82.1 ine amniyorediiksiyon yapilan bir calismada da
ortalama dogum haftasi 29 hafta olarak bulunmustur [18]. Bi-
zim calismamizda da 28 ve 32 haftadan énce dogumlar, am-
niyorediksiyon grubunda kontrol grubuna gére anlamh olarak
yiksek bulunmustur. Komplike olmayan monokoryonik ikiz ge-
belik, /TS ve selektif intrauterin gelisme geriliginin karsilagti-
rildigr bir calismada dogum anindaki gestasyonel yas, kompli-
ke olmayan monokoryonik gebeliklere gore anlamli olarak daha
disik ve 30 hafta olarak bulunmustur [19]. Hastalarda sadece
IITS olmasi dahi preterm eylem riskini arttirirken mevcut bulgu-
larimizi desteklemek icin amniyorediiksiyonun bu orana etkisi
lizerine daha cok calisma yapilmasi gerektigini diisiinmekteyiz.
Calismamizda, ikizler arasinda %30’dan fazla dogum kilosu dis-
kordansi kontrol grubunda amniyorediksiyon yapilan gruba
gore daha yiksek bulunmustur ancak bu fark istatistiksel ola-
rak anlamh degildir. Bir calismada olumsuz sonuclara sahip tim
monokoryonik ikiz gebeliklerde %25 veya daha fazla dogum ki-
losu diskordansi oldugu gosterilmistir [20]. Yine bir calisma-
da, lITS lu ikizler arasindaki >%25 biiyiime diskordansi komp-
like olmamis monokoryonik ikiz gebeliklere gére anlamli olarak
daha yiiksek bulunmustur [19]. Amniyorediiksiyon, anlamli olma-
sa dahi fetuslar arasindaki agirlik diskordansini azaltmis gozuik-
mekteyse de aradaki iliskiyi aciklamak icin daha ileri calismala-
ra gerek vardir.

Yenidogan yogun bakim ihtiyaci her iki grupta da yiiksek bu-
lunmustur ancak amniyorediiksiyon yapilan grupta biraz daha
yiiksektir. Dogum aninda gestasyonel yas artisiyla yenidogan
komplikasyonlarinin ve yenidogan yogun bakim ihtiyacinin azal-
dig1 bilinmektedir ve amniyorediksiyon yapilan gruptaki daha
disiik gestayonel yas nedeniyle biraz daha fazla yenidogan yo-
gun bakima ihtiya¢ duyulmasi normal gérinmektedir. Yine peri-
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natal mortalitenin amniyorediiksiyon yapilan grupta biraz daha
yiiksek olmasi da bu nedenle olabilir. Ayrica liTS’u olan olgularda
konjenital anomalilere rastlanma ihtimali oldugu g6z ardi edil-
memelidir. Bir vaka sunumunda alt ekstremitelerin nekrozu ra-
por edilmistir [21]. Bizim ¢alismamizda herhangi bir konjenital
anomaliye rastlanmamistir.

Yapilan bir calismada amniyorediiksiyonla norolojik olumsuz so-
nuclarin lazer ablasyona gore daha yiiksek oldugu [3] gosteril-
mistir ve lazer ablasyonun her evredeki [iTS’unda bir tedavi se-
cenegi olarak degerlendirilmesi, mimkiinse lazer ablasyon ya-
pilamayan durumlarda, daha ileri bir merkeze sevk 6ncesi ya da
26 hafta sonrasi tani kondugunda uygulanmasi énerilmistir [1].

Sonug
Calismamizda iiTSu olan olgularda, amniorediiksiyonun perina-
tal sonuglar tizerinde olumlu bir etkisi bulunamamustir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Duygusal ve fiziksel belirtilere neden olan premenstriiel sendrom
(PMS), treme cagindaki kadinlarda sik gorilen bir sorundur. Cesitli tedavi
yontemleri PMS de kullanilmistir. Ancak tedavisinde farkli sonuglar gozlen-
mistir. Bu calisma, PMS tedavisinde Vitex agnus castus ve etinil estradiol-
drospirenon etkinliginin karsilastirlmasi amaciyla yapilmistir. Gereg ve Yon-
tem: Klinigimizde yuritilen bir prospektif, randomize, plasebo-kontrollii bir
calismadir. Calismaya 120 hasta dahil edildi ve rastgele EE-Drs, VAC gru-
bu veya plasebo grubuna ayrildi. Uygun hastalarda birbirini takip eden i sik-
lus EE-Dr, VAC ve plasebo ile tedavi edildi. Belirtiler PMS giinltigiine kayde-
dildi. Ana etkinlik degerlendirmesi, ticlincii tedavi siklusun luteal fazinda PMS
de belgelenen 15 semptom icin skorlamada degisim olarak degerlendirildi.
PMS semptomlara degerlendirilmesinde Visual Anolog Skala (VAS) kullanil-
di. Bulgular: Tedavi sonrasi anksiyete (p<0,001), aglama ataklari (p<0,001),
siskinlik (p<0,001), halsizlik (p<0,001), istah artisi (p<0,001), uykusuzluk
(p<0,001), bulanti (p<0,001), koordinasyon kaybi (p<0,001), meme hassasiye-
ti (p=0,003), azalmis cinsel istek (p=0,007) icin gruplar arasinda istatistiksel
olarak anlamh farklik saptanmistir. Aglama ataklarinda en etkin tedavi se-
cenegi EE-Drs iken koordinasyon kaybinda en etkin tedavi secenegi VAC'dir.
Tartisma: PMS tedavisinde EE-Drs ve VAC etkindir. Tedavi secenekleri deger-
lendirilirken hasta sikayetlerine gore bireysellestirilmelidir.

Anahtar Kelimeler
Prementruel Sendrom; Vitex Agnus Castus; Etinil Ostradiol-Drospirenon; Te-
davi

Abstract

Aim: The premenstrual syndrome (PMS), which causes emotional and physi-
cal symptoms, is a common problem in reproductive age women. Several
treatment modalities has been used in PMS. But controversial results has
been observed in treatment . The present study was performed to compare
vitex agnus castus (VAC) and ethinyl estradiol-drospirenone (EE-Drs) in the
treatment of PMS. Material ve Method: It was a prospective, randomised,
placebo-controlled study carried out in our clinic. A total of 120 patients
were enrolled and randomly assigned to EE-Drs, VAC group or placebo group.
Eligible patients were treated with EE-Drs, VAC extract and placebo for con-
secutive three cycles. Symptoms were documented with PMS diary (PMSD).
Main efficacy variable was the reduction percentage of 15 symptom score
documented in PMSD during the luteal phase of the third treatment cycle. Vi-
sual Anolog Scale (VAS) was used in assessment of PMS semptoms. Results:
After the treatment, there was statistically significant difference between
the groups for anxiety (p<0,001), crying attack (p<0,001), bloating (p<0,001),
fatique (p<0,001), increased appetite (p<0,001), insomia (p<0,001), nausing
(p<0,001), decreased coordination (p<0,001), breast tenderness (p=0,003),
drop in sexual desire (p=0,007). VAC was more effective for decreased co-
ordination while EE-Drs was more effective for crying attact. Discussion:
VAC and EE-Drs are effective option in the treatment of PMS. The treatment
should be individualized according to the patient’s complaint.
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Giris

Premenstruel Sendrom (PMS), reprodiktif cagdaki kadinlarin
yaklasik %80’inde degisik derecelerde gozlenen ve kadinlarin
hayat kalitelerini bozan énemli bir saglik problemidir. Subjektif
sikayetlerin genis bir yelpazede olmasi, hastalara gére semp-
tom tipleri ve yogunluklarinin farklilik géstermesi ve nedeninin
halen tam olarak acikliga kavusmamasi, etkin bir tedavi progra-
minin gelistirilmesini engellemektedir [1,2]. Etiyolojide ovulas-
yon ile beraber hizli artan progesteronun tetikleyici etkisi oldu-
gu genellikle kabul edilir. Cerrahi veya medikal olarak ovulasyo-
nun baskilanmasinin PMS semptomlarinda azalmaya neden ola-
cag disiinilmektedir [3,4].

PMS’lu kadinlarin yaklasik %35 tedaviye ihtiya¢ duymakta ve
hayatlarinin herhangi bir déneminde tedavi seceneklerinden en
az birisini kullanmaktadir. Bircok calismada, kombine oral kont-
raseptifler (COC) ve bitkisel bir triin olan vitex agnus-castus
(VAC)’'un PMS semptomlarinin tedavideki etkinlikleri arastirilmis
ve degisen oranlarda basari elde edilmistir [5-9].

Ancak literatiirde, VAC ile disiik doz COC olan etinil 6stradiol
drospirenon (EE-Drs)’un plasebo kontrolli etkinligini karsilasti-
ran yeterli sayida prospektif, randomize calismaya rastlanma-
mistir. Calismamizda, DSM-IV kriterlerine gére PMS tanisi alan
hastalarda, VAC ve EE-Drs’un etkinliklerinin plasebo ile karsilas-
tirnlmasi amaclanmistir.

Gerec ve Yontem
Calisma Dizayni: Calisma tek merkezce takip edilen, prospek-
tif, randomize, plasebo kontrollli olarak planlandi ve takip edil-
di. Calisma baslangicinda hasta ve ilgili birim etik kurul ona-
yi alindu.

Calisma Gruplar: Cahsmaya premenstruel donemde olan
sikayetler nedeni ile poliklinigimize basvuran ve DSM-IV e gére
PMS tanisi alan 18 - 40 yas arasi 120 hasta dahil edildi. Has-
talarin basvuruda sosyal ve demografik verileri kaydedildi. Has-
talarin ilk basvuru aninda tam kan sayimi, tam idrar tahlili, se-
rum biyokimyasi, gebelik testi ve troid fonksiyon testleri istendi
ve her hastaya jinekolojik muayene yapilarak benzer sikdyetlere
sebep olabilecek patolojiler ekarte edildi. Bu incelemeler es-
nasinda hastalardan adetin 21. giini serumlarinda progeste-
ron bakilarak ovulasyonlari degerlendirildi. ilave olarak hasta-
lar depresyon, panik atak bozuklugu gibi PMS ile karisabilecek
psikiyatrik hastaliklarin dislanmasi amaci ile psikiyatri poliklini-
gi tarafindan degerlendirildi.

Hastalarin ¢calismaya dahil edilmeme veya calismadan cikaril-
ma kriterleri ise ek medikal hastaliginin olmasi, diizensiz adet
gorme, gebelik, siit verme déneminde olma, es zamanl herhan-
gi bir hormonal tedavi kullanma, kullanilan ilagla-
ra karsi asiri duyarlilik, histerektomi veya over cer-

mak Uzere 21 giin alip 7 giin ilagsiz ara dénem olacak sekilde
3 ay kullanmalari énerildi. VAC ise 30 adet tablet icermektey-
di ve adetin ilk glini baslamak tizere kesinti vermeden 3 ay bo-
yunca almasi 6nerildi. Plasebo grubuna adetin birinci giini bas-
lanarak giinde bir kez 10 damla/giin steril su kullanildi ve cals-
ma boyunca devam edildi.

Calismada takip ve degerlendirme: DSM-IV tani kriterlerine
gore PMS tanisi alan hastalarda PMS nin siddetinin degerlendi-
rilmesi icin Visuel Anolog Skala (VAS) degerlendirme formu kul-
lanildi. Calismaya dahil edilmeden &nce her hastada PMS tani-
si, 2 ay izlem ile dogrulandi. Calisma 2 ay tedavi 6ncesi, 3 ayda
tedavi suresi olmak tizere toplam 5 ay olarak planlandi. Hasta-
larin degerlendirilmesi, mevcut daha énce yapilan calismalarda
kullanilan ve PMS hastalarinin en fazla sikayet ettigi 15 semp-
tom icin sikayetlerinin en yogun oldugu dénemde yapildi. Has-
talar verilen 3 aylk tedavi bitiminden sonraki ilk mestruasyon
déneminin baslangicinda tekrar degerlendirilmek lzere cagril-
di ve veriler kaydedildi.

[statistiksel Analiz:

Hastalarin demografik o6zelliklerin gruplar arasi degerlendiril-
mesinde Kruskal-Wallis Testlerinden yararlanilmistir. Analizin ilk
asamasinda grup ici degisimi incelemek amaciyla Wilcoxon Sig-
ned Ranks Testi analizin ikinci asamasinda elde edilen bu deger-
lerin VAC, EE-Drs, plasebo gruplar arasindaki farkhiligini ince-
lemek amaci ile ¢coklu bagimsiz grup karsilastirma testlerinden
Kruskal-Wallis Testlerinden yararlaniimistir. istatistiksel analiz-
ler SPSS 11.5 ve Statistica 6.1 paket programlarinda yapilmis-
tir. Analiz sonucunda P < 0.05 ise sonug anlamli kabul edilmistir.

Sonuclar

VAC, EE-Drs ve plasebo grubu olarak planlanan ve toplam 120
hastanin dahil edildigi calismaya hasta gruplarinin uyumu ve
devami tamdi. Hastalarin demografik verilerinden icin gruplar
arasi istatistiksel olarak anlaml farklilik saptanmadi. (p>0,05)
(Tablo ). Hastalarin tedaviye olan yanitlarinin degerlendirilmesi
2 asamada yapildi. ilk asamada her grup kendi icerisinde belir-
lenen semptomlar iizerine tedavi etkinligi agisindan anlamllig
incelendi. Degerlendirmenin ikinci asamasinda ise her semptom
icin gruplarin tedavi etkinlikleri birbiri ile karsilastirildi ve her
semptom icin en etkin tedavi seceneginin saptanmasi amacg-
landi. (Tablo I1)

Grup ici etkinlik; VAC grubunda belirlenen semptomlar icerisin-
de aglama ataklari (p=0,527) EE-Drs grubunda ise abdominal
kramplar (p=0,069) disinda kalan semptomda istatistiksel ola-
rak anlaml diizelme saptandi. Plasebo grubunda ise anksiye-

Tablo I. Gruplarin demografik 6zellikleri

rahisi gecirmis olma, tedaviyi uygun sekilde kullan- VAC EE-Drs Plasebo P degeri*
. . n=40 n=40 n=40

mama olarak belirlendi.

. . Yas (ortalama + SD) 24,5+4,2 27,7+6,2 28,953 P> 0,05
Calisma Tedavi Secenekleri: Calismaya alinan has-
talardan 40 hastaya EE 30 Hg ve 3 mg Drs. 40 has- Boyu (cm) (ortalama + 164,4+54 161,8+4,7 1651+49 P>0,05
taya VAC 20 mg 40 hastaya plasebo verilecegi Viicud agirhgi(kg) (ortalama + SD) 62,9452 62,8442 60,3+5,2 P> 0,05
planlandl. Hastalarin dagltllma siralamasi belli bir Ik adet yasi (yil) (ortalama + SD) 11,2+2,2 10,8+1,5 10,4+2,3 P> 0,05
amaca yonelik olmayan poliklinik basvurusu sirasi- ~ Allesinde PMS olan(%) 82,5 787 851 P>005
na gt’)re VAC. EE-Drs ve plasebo siralamasi ile belir- Siklus suresi (gtin)(ortalama + SD) 28,2+2,5 27+2.2 27,3+1,65 P> 0,05

Menstruasyon siresi (gtin) (ortalama + SD)  4,1+0,8 4,3+1,1 4,5+1,0 P> 0,05

lendi. EE-Drs iceren preparat toplam 21 adet tab-
let icermekteydi ve hastalar adetin ilk giini basla-

*, Kruskal-Wallis testinde istatistiksel anlamhhgi gosterir P< 0,05; SD, Standart deviation
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Tablo 2.
VAC EE-Drs Plasebo
(n=40) (n=40) (n=40)

Tedavi Tedavi p degeri  Tedavi Tedavi p degeri  Tedavi Tedavi p degeri  Gruplararasi

oncesi sonrasl oncesi sonrasl oncesi sonrasi

VAS VAS VAS VAS VAS VAS p degeri
Depresif duygu durumu 4,35+1,18 2,10+0.54 <0.001 5,12+1,06 3,42+0,87 <0.001 4,75+1,12 3,07+0,47  <0.001 0.054
Gerginlik 4,42+1,10 2,65+0,62 <0.001 4,85+1,13 2,62+0,58 <0.001 4,92+0,94 3,12+0,64  <0.001 0.357
Anksiyete 4,37£1,16  2,85+0,69 <0.001 4,25+1,21 2,52+0,50 0.004 3,87+1,13  3,42:0,54 0.051 <0.001
Aglama ataklari 2,22:069  2,17:0,67 0.527 4,32+£1,09  2,62:0,66 <0.001 3,27+0,67  2,57+0,54  <0.001 <0.001
Siskinlik 6,12+1,26  3,70+1,06 <0.001 4,15+1,18  2,55:0,84 <0.001 4,50+1,03  3,00+0,55 <0.001 <0.001
Abdominal Kramp 3,10+0,81 2,40+0,63 <0.001 3,42+1,15 3,05+0,78 0.069 3,02+0,99 2,27+0,67  <0.001 0.147
Halsizlik 4,55+1,13 2,75+0,74 <0.001 4,65+1,44 2,52+0,59  <0.001 4,02+1,04 3,15+0,42 <0.001 <0.001
istah artisi 597+1,27  3,22+0,86 <0.001 557+1,50  3,27:0,45 <0.001 5,95+1,31 4,77+0,89  <0.001 <0.001
Tatli yeme isteginde artis 6,02+1,52  3,70+0,93 <0.001 5,70+1,36  3,00+0,50 <0.001 587+1,18  3,82:0,67 <0.001 0.109
Uykusuzluk 4,40£1,10  2,80+0,68 <0.001 4,20+1,09  2,90:0,63 <0.001 3,50+1,10  3,12:0,68 0.048 <0.001
Bas dénmesi 2,90+0,87 2,17+0,67 <0.001 3,55+0,84 2,67+0,61 <0.001 3,07+1,20 2,60+0,63 0.002 0.272
Bulanti 3,05£090  2,62+0,80 0.012 422+1,18  3,82:0,54 0.047 4,20+£1,15  2,80+0,51  <0.001 <0.001
Koordinasyon kaybi 4,35+1,05 ,65+0,83 <0.001 4,07+1,04 3,35+0,53  <0.001 4,70+1,22 3,17+£0,50 <0.001 <0.001
Meme hassasiyeti 6,15+1,31 3,50+0,93 <0.001 5,75+1,25  3,10:0,63 <0.001 5,62+1,31 4,10+0,74  <0.001 0.003
Cinsel istek kaybi 1,62+0,54  2,05:0,59 <0.001 1,82 +0,63 2,25:0,58 0.006 2,42+ 095 2,22:x042 0.196 0.007

te (p=0,051), cinsel isteksizlik (p=0,196) sikayeti disinda kalan
semptomlarda istatistiksel olarak anlamli diizelme oldugu sap-
tandi.

Gruplar arasi etkinlik; anksiyete (p<0,001), aglama atakla-
ri (p<0,001), siskinlik (p<0,001), halsizlik (p<0,001), istah artisi
(p<0,001), uykusuzluk (p<0,001), bulanti (p<0,001), koordinas-
yon kaybi (p<0,001), meme hassasiyeti (p=0,003), cinsel istek
kaybi (p=0,007) tedavi baslangic ve sonu VAS degerlerinin ince-
lenmesinde, gruplar arasinda tedavinin etkinligi acisindan ista-
tistiksel olarak anlamli fark oldugu saptandi. Bu farklilik; anksi-
ete, halsizlik, istah artmasi, uykusuzluk, meme sikayetleri ve sis-
kinlik sikayetlerinin tedavisi tizerine olan etkileri VAC ve EE-Drs
grubunda esit oldugu ve her iki grubun tedavi etkinlilerinin pla-
sebo grubuna oranla istatistiksel anlamda daha iyi oldugu sap-
tandi. Aglama ataklari sikayeti lizerine en etkin tedavi secene-
gi EE-Drs grubu olarak saptandi (39,35% VAS skorunda azal-
ma). Etkinlik bakimindan bu grubu plasebo grubu izlemistir. VAC
ise aglama ataklar sikayeti lizerine en az etkinlikte tedavi se-
cenegi olarak belirlendi. Bulanti sikayeti tizerine en etkin teda-
vi yaniti plasebo grubunda alindi. EE-Drs ve VAC gruplari teda-
vi etkinligi bakimindan plasebo’dan daha disuk etkinlik giict-
ne sahip ancak aralarinda belirgin etkinlik farki olmadigi sap-
tandi. Koordinasyon kaybi sikayeti lizerine en etkin tedavi sece-
negi VAC olarak saptandi. Bunu plasebo grubu izlemistir. Cinsel
isteksizlik sikayetinde ise VAC ve EE-Drs gruplarinda sikayet-
te artma saptanirken plasebo grubunda istatistiksel olarak an-
lamli olmayan azalma saptanmistir (Tablo 1) (sirasiyla -26,54%,
-23,62% ve 0,82%).

Tartisma

Guntmiize kadar ¢ok sayida calismada EE-Drs veya VAC’ un
PMS semptomlari tizerine etkinlikleri gerek plasebo gerekse de
farkl tedavi secenekleri ile karsilastiriimali olarak degerlendi-
rilmistir. Hasta degerlendirmesinde VAS, Hamilton Depression
Rating skala, Clinical global-improvement skala, Women's He-

alth Assessment Questionnarie skala gibi pek cok degerlendir-
me metodu kullanilmistir [8-12]. Sunulan calismamizda hasta
degerlendirmesinde O ile 10 arasinda deger verilebilen ve en
siddetli semptoma 10 puan verilen VAS kullaniimistir.

Mevcut COC’ler icerisinde farkh ozelliklere sahip progesteron
cesitleri kullanilmaktadir. Drospirenon giiniimiizde en 6ne ¢ikan
tyesidir. COC’ler icerisinde yer alan &strojen uyarisi ile aktive
olan renin-anjiotensin-aldosteron sistemi sodyum ve su tutulu-
mu yaparak PMS semptomlarindan memede hassasiyet ve karin
sisligi gibi sivi tutulumu ile iliskili bulgulara sebep olabilir. Diger
yandan, drospirenon aldosteron reseptériine baglanarak bob-
reklerde aldosteron etkisini bloke eden sentetik bir progestindir.
Renal etki ile sodyum ve su atiliminin arttirip ve potasyum re-
tansiyonuna neden olur. Drospirenon iceren COC de drospirenon
ostrojenin bu etkisine karsi koymaktadir [10,11]. Sonug olarak,
PMS ile iliskili olarak 6zellikle sivi tutulumuna bagh semptomlar-
da EE-DRS iceren COC’lerin etkin oldugu saptanmistir [12,13].
Drospirenon iceren COC ile yapilan degerlendirmelerde hasta-
lar tarafindan iyi tolere edildigi bildirilmistir. Ancak tedavi de-
vamini etkileyen yan etkiler de saptanmistir. En sik izlenen yan
etkiler bas agrisi, intermenstruel kanama, meme hassasiyeti ve
bulantidir [14,15]. Giinimizde drospirenon iceren COC’ler icin
en o6nemli tartisma ilacin alinmadigi 7 giinlik dénemde semp-
tomlarin yeteri kadar rahatlamayacagidir. Bu nedenle diisiik doz
ostrojen iceren 24/4 rejiminin PMS tedavisinde 6ne ¢ikaran ca-
lismalar bulunmaktadir. Ancak sunulan calismamizda PMS te-
davisinde 7 giinliik ara verilen rejimin olduk¢a basarili oldugu
saptanmistir.

VAC yapisal olarak seks hormonlarina benzeyen bir bitkisel tiriin-
dur. Etki mekanizmasinin dopamin aracihgi ile prolaktin salini-
mini stres karsisinda dizenledigi iddia edilmektedir [15]. Etkisi-
ni ozellikle 6n hipofizde bulunan dopamin reseptorlerine bagla-
narak yapar. Bunun yaninda kolinerjik reseptorler, 6strojen re-
septorleri ve opioid reseptorlere baglandigi gosterilmistir ancak
bunlarin PMS etkinligindeki rolii halen sorgulanmaktadir [15].
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Opioid reseptorleri araciligi ile olan etkisi, GnRH salinimi inhi-
be ederek dolayli yoldan gonadotropin ve seks steroidlerinin sik-
lus icerisinde olan dalgalanmalarini azaltmak olarak agiklanabi-
lir [15]. Daha 6nce yapilan cesitli calismalarda PMS semptom-
lari tizerine olan etkinligi sikayetlerde %46,5 ile % 55,5 arasin-
da diizelme ile bildirilmistir [16,17]. Ozellikle PRL (izerine olan
muhtemel etkisi nedeni ile mastodini sikayeti olan hastalarda %
50’ye yakin oranda rahatlama saglamasi tercih sebebi iken iler-
leyen zamanda PMS’un pek cok semptomu Uzerine etkili oldugu-
nun saptanmasi bu driiniin yaygin kullanim alani bulmasina ne-
den olmustur [18]. VAC ile cok sayida ¢alisma literatiirde bulun-
maktadir ve genel anlamda depresyon, anksiyete, sinirlilik, ba-
sagrisi gibi sikayetlerde etkin oldugu saptanmistir [19,20]. Gii-
niimiizde pek cok calismada VAC ve drospirenon iceren COC’un
PMS’de etkinligi degerlendirilmistir. Ancak iki tedavi secenegi-
ninin plasebo kontrolli degerlendirildigi calisma sayisinin litera-
tlr taramasi yapildiginda ¢ok az oldugu gorulmustdr.
Calismamizda, EE-Drs icin literatiir verilerine paralel olarak sis-
kinlik, memelerde dolgunluk ve hassasiyet gibi sivi tutulumu ile
iliskili olabilecek semptomlarda belirgin rahatlama saglamis-
tir. Genel semptomlarda tedavi 6ncesi VAS degerlerine gore %
33,48 azalma saptanmistir. VAC, PMS’de oldukca fazla cahsil-
mistir. Plasebo ile etkinliginin karsilastirildigi calismalarda 6zel-
likle sivi tutulumuna bagh semptomlarda ve PMS negatif semp-
tomlarinda anlaml diizelme saptanmigtir [21-23]. Calismamiz-
da PMS semptomlarinda literatiirle uyumlu olarak tedavi sonra-
st VAS degerlerinde aglama ataklari disinda énemli diizelmeler
saptanmistir. Genel semptomlarda tedavi dncesi VAS degerleri-
ne gore % 34,9 azalma saptanmistir.

Calismamizda diger bir basamak, tedavi rejimlerinin belirlenen
semptomlar iizerine etkinliklerinin karsilastirimasidir. iki gru-
bun karsilastirilmasinda genel olarak benzer etkinlik saptan-
masina ragmen aglama ataklarinda EE-DRS, koordinasyon kay-
bi sikayetleri lzerine belirgin VAC ustinlugu dikkat cekmekte-
dir. Bu sonuclar pek ¢ok calisma ile uyumludur [16]. EE-Drs gru-
bunda beklenebilen ara kanama sikayeti hicbir hastada tedavi-
yi birakacak boyuta ulasmamistir. ilave olarak pek cok calisma-
da o6zellikle EE-Drs ile bildirilen meme sikayetlerinde bu grupta
% 46,08 oraninda rahatlama izlenmistir. Diger yandan bulanti
sikayetleri tizerine pek cok calismada da gozlendigi lizere hem
VAC hem de EE-Drs grubunda etkinlik sinirlidir. PMS’de baskin
sikayet bulanti olan hastalarda bu iki tedavi secenegi de dikkat-
li kullaniimalidir.

Sonug olarak, PMS tedavisi kisisel semptomlar ve hasta seci-
mi temel alinarak bireysellestirilmelidir. Genel etkinlik bakimin-
dan, VAC ve EE-Drs, plasebodan daha etkin saptansa da arala-
rinda semptomlara etki bakimindan belirgin fark bulunmamak-
tadir. Koordinasyon kaybi sikayeti daha 6n planda olan hasta-
larda, VAC'In daha etkin olmasi nedeni ile tedavide ilk tercih ola-
rak VAC denenebilir. EE-Drs, aglama ataklar tizerine daha etki-
li olmasi nedeni ile bu semptomun belirgin oldugu hastalarda ilk
tercih olarak denenebilir. Ancak hastalara bu tedavi secenekleri
sunulurken yan etki profili dikkate alinmalidir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Sizofreni hastalarinda serum prolaktin (PRL) diizeyinin psikopatoloji,
hastaligin tekrar etme riski, semptom siddeti, antipsikotige karsi gelisecek
yan etkiler ve sizofreni alt tipleri ile iliski olabilecegi bilinmektedir. Bu calis-
manin amacl, daha énce tedavi almamis ilk epizot sizofreni hastalari ile sag-
lam kontrol grubu ve sizofreni tanisal alt tiplerinin serum PRL diizeyleri ara-
sindaki olasi iliskinin arastiriimasidir. Gereg ve Yéntem: Ankara Numune Egi-
tim ve Arastirma Hastanesi Psikiyatri Klinigine yatarak veya ayaktan teda-
vi i¢in basvurmus, daha 6nce herhangi bir antipsikotik ilag kullanimi olma-
mis, DSM IV-TR tani siniflamasina gore sizofreni tanisi alan 18 - 55 yas ara-
si 45 tedavisiz gonillu sizofreni hastalari katilimci olarak alinmistir. Katilim-
cilara sosyodemografik bilgi formu, Eksen-I Tanilari icin Yari Yapilandiriimis
Klinik Gériisme Formu, Pozitif ve Negatif Sendrom Olcegi (PANSS) ve islev-
selligin Genel Degerlendirilmesi Olcegi (IGD) &lcekleri uygulanmis bunun yani
sira biyokimyasal 6lciimler yapilmistir. Bulgular: Tedavisiz sizofreni hastala-
rinda ortalama serum PRL duzeyinin kontrol grubuna gére daha yiiksek bu-
lunmustur (p=0,004). Sizofreni hastalari “paranoid” ve “paranoid olmayan” ol-
mak Uzere iki alt gruba ayrildigi zaman da bu gruplarin ortalama serum PRL
seviyeleri arasinda anlamli bir fark bulunmaktadir (p=0,000). Sizofreni hasta-
larinin serum PRL diizeyleri ile iGD puanlari (P=0.116) ve PANSS toplam skor-
lari (P=0,676) arasinda anlamli bir iliski bulunamamistir. Tartisma: Tedavi-
siz sizofreni hastalarinda ortalama serum PRL diizeyinin sizofreni alt grup-
larinda farkllik gostermesi literatiirdeki calismalarla uyumlu olup PRL diize-
yinin klinikte bir belirteg olarak kullanilabilmesi icin daha ileri calismalara ih-
tiyag vardir.

Anahtar Kelimeler
Sizofreni; Paranoid Sizofreni; Prolaktin

Abstract

Aim: The relationship between serum prolactin (PRL) levels in patients with
schizophrenia and the psychopathology, risk of relapse, symptom severity,
the side effects after antipsychotics and schizophrenia subtypes are known.
The aim of this study is to examine the serum PRL level difference between
drug naive schizophrenia patients and healthy control group and between
schizophrenia subtypes. Material and Method: 45 untreated volunteer partici-
pant between the ages of 18-55 who applied to Ankara Numune Training and
Research Hospital, in patient and outpatient departments of Psychiatry, di-
agnosed with schizophrenia with the DSM IV-TR classification were included
to study before getting treated. Participants were given sociodemographic
information form; Axis-Il for definitions Semi-Structured Clinical Interview,
the Positive and Negative Syndrome Scale (PANSS) and Global Assessment
of Functioning Scale (GAF) and biochemical measurements were made. Re-
sults: The mean serum PRL levels in drug naive patients with schizophrenia
were higher compared to the control group (p = 0.004). When patients with
schizophrenia divided in to two groups as “paranoid” and “non-paranoid”, the
mean serum prolactin levels among these groups were significantly different
(p = 0.000). There was no significant relationship between serum PRL levels
and GAF scores (P = 0.116) or PANSS total scores (P = 0.676) in patients with
drug naive schizophrenia. Discussion: The difference between mean serum
PRL levels in drug naive schizophrenia patients and schizophrenia subtypes
are consistent with studies in the literature. As to use PRL levels as a marker
in the clinic, further studies are needed.
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Giris

Sizofreni; baslangic, klinik gériinim, tedaviye yanit [1] ve gidi-
si [2] hastadan hastaya ve siirec icinde degiskenlik gosteren,
onemli 6lclide yeti yitimine yol acan bir hastaliktir [3-5]. Sizofre-
ninin neden otaya ¢iktigl konusunda bircok hipotez olsa da gii-
niimizde gecerli olanlardan biri dopamin hipotezidir. Dopamin
hipotezi, sizofreninin asiri dopaminerjik aktiviteden dolayi orta-
ya ciktigini varsayar [6].

Sizofreni hastalarinda dopamin hipotezi lzerine yapilan cals-
malarin biyik bir kisminda merkezi sinir sistemindeki dopamin
fonksiyonunun bir gostergesi olarak kabul edildiginden serum
prolaktin (PRL) dlizeyleri arastirilmistir [6-9]. Serum PRL dizeyi,
merkezi dopamin fonksiyonunun bir belirteci olarak gorilebilir
[6, 7]. Daha 6nce yapilan calismalarda prolaktinin sizofreni has-
talarinda psikopatolojiyle [10, 11], hastaligin tekrar etme riskiy-
le [12], semptom siddetiyle [13, 14], antipsikotige karsi gelise-
cek yan etkilerle [13] ve sizofreni alt tipleriyle serum prolaktin
diizeyi arasinda bir iliski olabilecegi (2) ele alinmistir [9].

Bu calismanin amaci, daha 6nce tedavi almamis ilk epizot sizof-
reni hastalari ile saglam kontrol grubu ve sizofreni tanisal alt
tiplerinin serum PRL dizeyleri arasindaki olasi iliskinin arasti-
rilmasidir.

Gerec ve Yontem

Katilimcilar

Prospektif olarak planlanan bu analitik, vaka-kontrol calismasi-
nin érneklem grubu Ankara Numune Egitim ve Arastirma Hasta-
nesi Psikiyatri Klinigine yatarak veya ayaktan tedavi icin basvur-
mus, daha dnce herhangi bir antipsikotik ilag kullanimi olmamis,
DSM IV-TR tani siniflamasina gére sizofreni tanisi alan 18 - 55
yas arasi tedavisiz sizofreni hastalarindan olusturulmustur. Bir
yil icerisinde ¢alisma icin uygun bulunan 58 hastanin 45'i calis-
maya katilmak icin gonillii olmustur. 45 olgu calismaya alinmis-
tir. Calismaya kabul edilen hastalar ve yakinlari bilgilendirilerek
onaylari alinmistir.

Mental retardasyonu olmak ve fiziksel hastaligi olmak, baska bir
eksen | tanisi almis olmanin yani sira serum PRL dizeylerini et-
kileyebilmesi bakimindan gebe olmak, serebral bir hastaligi ol-
mak, alkol ve madde kétiye kullanimi olmak, herhangi bir ne-
denle baska medikasyon aliyor olmak (antidepresan, duygudu-
rum diizenleyici, tiroid hormonu, kortikosteroid), herhangi bir en-
dokrinolojik hastaligin isaretlerini gostermek, endokrinolojik bir
hastaliga bagl anormal menstriiasyonu olmak dislama kriterle-
ri olarak belirlenmistir.

Kontrol grubu ise; yas ve cinsiyet olarak eslestirilmis yukarida
bahsedilen calismaya alinma ve calismadan dislanma kriterleri-
ne gore kar topu yontemiyle secilen saglikli goniillilerden olus-
turulmustur.

Olcekler

Sosyodemografik Bilgi Formu: Calismaya katilan olgularin ve
kontrol grubu bireylerinin sosyodemografik 6zelliklerini kaydet-
mek icin kullanilan arastirmacilar tarafindan hazirlanmis yari
yapilandirilmig bir formdur.

Eksen-l Tanilari icin Yari Yapilandirilmis Klinik Gériisme For-
mu (Structured Clinical Interview for DSM-IV Axis-I Disorder)
(SCID-I): SCID-I First ve arkadaslari tarafindan DSM-IV Eksen
| bozukluklari icin yapilandiriimis bir klinik gériisme formudur

[15]. SCID | tanisal degerlendirmenin standart bir bicimde uygu-
lanmasini saglayarak taninin givenilirliginin ve DSM-IV tani 6l-
cutlerinin taranmasini kolaylastirarak tanilarin gecerliginin art-
tinlmasi, belirtilerin sistematik olarak arastirilmasi icin gelisti-
rilmistir. Bu calismada 6lcegin, Ozkiirk¢iigil ve arkadaglari tara-
findan Turkceye uyarlanmis, gecerlik ve giivenirligi yapiimis sek-
li kullanilmistir [16].

Pozitif ve Negatif Sendrom Olcegi (The Positive and Negative
Syndrome Scale-PANSS): Kay ve arkadaslari tarafindan gelis-
tirilen 30 maddelik ve yedi puanh siddet degerlendirilmesi ice-
ren yari yapilandiriimis bir gériisme 6lcegidir [17]. 30 psikiyat-
rik parametreden yedisi pozitif belirtiler alt dlcegine, yedisi ne-
gatif belirtiler alt 6lcegine ve geri kalan on altisi genel psikopa-
toloji alt dlcegine aittir. Olcegin Tirkce giivenilirlik ve gecerlik
calismasi Kostakoglu ve arkadaslari tarafindan yapilmistir [18].
islevselligin Genel Degerlendirilmesi Olcegi (IGD): islevselligin
Genel Degerlendirilmesi Olcegi kullanilarak hastalarin iglevsel-
likleri degerlendirildi [19].

Biyokimyasal Olciimler: Serum PRL seviyesi, Architect kiti kul-
lanilarak Luminesan Immun Assay yontemi ile 6lcilmustir. Ca-
lismaya alinan olgularin ve kontrol grubunun venéz kan 6rnek-
leri sabah 08.00-09.00 saatleri arasinda, ayni kosullar altinda
alinmistir.

istatistiksel Analiz

Elde edilen tim veriler sayisal sekilde kodlanip SPSS 11.0 (Sta-
tistical Program for Social Sciences 11.0 for Windows) prog-
rami ile degerlendirilmistir. Tanimlayici istatistikler icin frekans
dagihimlari, surekli degiskenler icin aritmetik ortalama ve stan-
dart sapma degerleri hesaplanmustir. ikili gruplarin karsilastiril-
masinda parametrik dagilim gésteren gruplarda Student’s t tes-
ti kullanilmistir. Tkiden fazla grubun degerlerinin karsilastiriima-
sina ANOVA kullanilmistir. Bu analizin sonuclarina gére anlam-
I cikan gruplar icin Post-hoc Scheffe Testi kullanilarak gruplar
arasi farkhliklar ikili olarak test edilmistir. Degiskenler arasi ilis-
kilerin degerlendirilmesinde Pearson korelasyon analizi ve OLS
regresyon yontemiyle tahmin edilen Beta katsayisi kullanildi. Ya-
nilma diizeyi olarak a=0.05 secildi ve bu degere esit ya da kii-
ciik p degerleri icin “istatistiksel olarak anlamli farkhiligin oldu-
gu” yorumu yapiimistir.

Sonuclar

Calismaya DSM-IV tani sistemine gore “Sizofreni” tani kriterle-
rine uyan ve daha 6nce herhangi bir antipsikotik tedavi almamis
olan 58 hasta alinmistir. 6 hasta madde kotiiye kullanim 6ykdisd,
5 hasta ek tibbi hastalik dykiisii ve 2 hastada daha 6nce kisa su-
reli antipsikotik tedavisi olmasi nedeniyle toplamda 13 olgu ca-
lisma diglama 6lciitleri nedeniyle calisma disi kalmis ve 45 has-
ta tizerinden devam edilmistir.

Calismaya kabul edilen 45 hastanin 22’si erkek (%48,9), 23’li ka-
dindir (%51,1). Erkeklerin yas ortalamalari 32,45 (+9,605), ka-
dinlarin yas ortalamalari ise 32,61 (+8,178) olarak saptanmistir.
45 hastanin 15’i (%33,3) evli, 23’ti bekar (%51,1) 7’si (%15,6) ise
bosanmistir. Hastalarin 28’inde (%62,2) ailede psikiyatrik has-
talik 6ykist mevcut olup, 26’sinda (%57,8) da sigara kullanimi
mevcuttu. Belirti baslangicindan itibaren hastaneye basvurula-
rina kadar gecen siirelere bakildiginda hastalarin 13t (%28,9)
6-12 ay, 9'u (%20) 1-2 yil, 4’l (%8,9) 2-3 yil, 5'i (%11,1) 3-4 vl
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4’0 (%8,9) 4-5 yil ve 10°u (%22,2) 5 yildan sonra hastaneye bas-
vurmuslardir.

Calismaya alinan 45 hastaya SCID-I uygulanarak, DSM-IV’ e
gore “sizofreni” tanisi konulmustur. Ayrica SCID-I ile hastala-
rin sizofreni alt tipleri belirlenmistir. Hastalarin 17’sine (%37,8)
Paranoid Sizofreni, 11'ine (%24,4) Farkhlasmamis Sizofreni,
17’sine (%37,8) Dezorganize $izofreni alt tip tanisi konulmus-
tur. Katatonik ve Rezidiel Sizofreni alt tip tani kriterlerine uyan
hasta saptanmamistir.

Hastalar sizofreni alt tiplerine gore gruplandirilmis ve her has-
taya PANSS uygulanmis ve IGD puanlamasi yapilmistir. Her si-
zofreni alt grubunun PANSS toplam skorlari ve PANSS alt skor-
lari birbirleriyle karsilastirilmis, ancak gruplar arasinda anlam-

Tablo 1. Sizofreni Alt Tiplerine Gore Ortalama PANSS* ve iGD** Degerleri (Stan-
dard Sapma) ve ANOVA Test Istatistikleri

PANSS PANSS PANSS PANSS iGD
Pozitif Negatif Genel Toplam skoru
Paranoid 33,47+ 18,24+ 40,53+ 91,65+ 47,88+
9,77 9,34 7,92 14,93 10,43
Farkhlagmamis 30,09+ 26,36+ 38,64+ 96,27+ 48,64+
9,428 10,472 7,145 14,616 8,394
Dezorganize 28,59+ 21,71+ 45,94+ 96,29+ 40,88+
9,076 10,53 14,29 19,96 13,26
TOPLAM 30,80+ 21,53+ 42,11+ 94,53+ -
9,467 10,34 10,88 16,72
ANOVA F(2,44) 1,181 2,177 1,864 0,396 (P=0,116)
(P=0,317) (P=0,126) (P=0,168) (P=0,676)

*PANSS: Pozitif ve Negatif Sendrom Olcegi , **IGD: islevsellik Genel Degerleri

I bir fark saptanmamistir (Tablo 1). Benzer sekilde sizofreni alt
gruplarinin iGD puanlarinin karsilastinimasi sonucunda da an-
lamli bir fark saptanmamistir (P= 0,116).

Tum hastalarin serum PRL diizeyleri saptanmis ve cinsiyete
gore ortalama serum PRL degerleri karsilastirilmistir. Kadin-
lar (25,83 +19,04) ve erkekler (23,55 + 10,75) arasinda serum
PRL diizeyi agisindan anlamli bir fark bulunmamistir (t=0,491,
P=0,626). Sizofreni alt tipleri ve kontrol grubuna ait olgularin

Tablo 2. Sizofreni, Kontrol Grubu ile Sizofreni Alt Tiplerinin Ortalama Serum
PRL Diizeyleriyle (ng/ml)

Ortalama PRL (standart sapma) ng/ml

Kontrol Grubu 16,46+10,35
Sizofreni Hastalari 24.72+9,64
Paranoid Tip 13,15+7,97
Farkhlasmamis Tip 25,23+11,26
DezorganizeTip 35,95+25,32
Paranoid Olmayan Tip* 31,74+14,65

* |statistiksel analizlerin ayrintili yapilmasi icin farklilasmamis ve dezorgani-
ze tip sizofreni “paranoid olmayan tip sizofreni” olarak tekrar bir grup kabul
edilmistir.

ortalama serum PRL degerleri hesaplanmistir (Tablo 2).

Sizofreni olgulari ile kontrol grubunun ortalama serum PRL dii-
zeyleri analiz edildiginde istatistiksel olarak anlamli bir fark gos-
termektedir (t=-2,980, P=0,004) ve bu fark sizofreni hastalarin-
da ortalama serum PRL diizeyinin kontrol grubuna gére daha
yiksek olduguna isaret etmektedir (Sekil 1). Sizofreni alt tip-
lerinin ortalama serum PRL diizeylerine iliskin yurttilen ANO-
VA testinin sonuclari (F[2, 44]=15,364, P=0,000) paranoid, fark-
lilasmamis ve dezorganize sizofreni alt tiplerinin ortalama se-

Sekil 1. Sizofreni Olgulari ile Kontrol Grubunun Serum PRL Dtizeyleri (ng/ml)

rum PRL diizeyleri arasinda anlamli bir fark olduguna isaret et-
mektedir. Post-hoc Scheffe testleri ise, paranoid-farklilasmamis
(P=0,043) ve paranoid-dezorganize (P=0,000) sizofreni alt tip-
leri arasinda farkli ortalama serum PRL dizeylerine ulasir-
ken, farklilasmamis-dezorganize sizofreni alt tipleri arasinda
(P=0,081) anlamli bir fark gostermemektedir. Sizofreni hastala-
ri “paranoid” ve “paranoid olmayan” (dezorganize veya farklilas-
mamis) olmak (zere iki alt gruba ayrildigi zaman da bu grupla-
rin ortalama serum PRL seviyeleri arasinda anlamli bir fark bu-
lunmaktadir (t=4,804, P=0,000) ve bu fark paranoid hastalarin
ortalama serum PRL seviyesinin (13,15+/-7,97), dezorganize ve
farklilasmamis hastalara oranla (31,74+/-14,65) daha diisik ol-
dugunu ortaya koymaktadir.

Diger yandan, sizofreni alt gruplari ile kontrol grubuna ait se-
rum PRL dizeyleri arasinda ydiritilen ikili testler ise parano-
id (t=-1,190, P=0,239) hasta alt grubu ile kontrol alt grubu ara-
sinda bir fark géstermezken; farklilasmamis (t=2,351, P=0,033)
ve dezorganize (t=4,841, P=0,00) gruplarin serum PRL diizeyleri

Sekil 2. Sizofreni Alt Tipleri ile Kontrol Grubunun Serum PRL Diizeyleri (ng/ml)

kontrol grubundan anlamh sekilde yiiksek bulunmustur (Sekil 2).
Hem dogrusal korelasyon (R=-0.147, P=0.334) hem de OLS
dogrusal regresyon modelinde elde edilen Beta katsayisi icin
yirdtilen t-testi (t=-0.977, P=0.334) sonuclari, sizofreni hasta-
larinin serum PRL diizeyleri ile IGD puanlari arasinda anlamli
bir iliski bulunamamistir. Benzer sekilde serum PRL duzeyi ile
PANSS alt skorlari ve toplam skorlari arasinda anlamli bir ilis-
ki bulunamamistir.

Hastalarin hastaneye basvurma siiresi ile hastalik alt tipi ara-
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sinda iliski olup olmadigi incelendiginde, gruplara goére ortalama
basvurma sureleri arasinda anlamli bir farklilik saptanmamistir.
Hastaneye basvurma sireleri ile serum PRL diizeyleri arasinda
da anlamli bir iliski saptanmamistir (R=-0.036, P=0.814).

Tartisma

Sizofreni hastalarinda ortalama serum PRL diizeyinin kontrol
grubuna gore daha yiiksek olduguna isaret eden calisma sonug-
larimiz Albayrak ve arkadaslarinin calismasiyla uyumlu gérin-
mektedir [20]. Birbirini dogrulayan bu sonucglara ragmen PRL
diizeyinin klinikte bir belirte¢ olarak kullanilabilmesi icin daha
fazla calismaya ihtiya¢ duyulmaktadir.

Sizofreni hastalar “paranoid” ve “paranoid olmayan” seklinde
ikiye ayrildiklarinda bu gruplarin ortalama serum PRL seviyeleri
arasinda anlamli bir fark saptanmis olmakla birlikte, bu fark pa-
ranoid grubun ortalama serum PRL seviyesinin, paranoid olma-
yan gruba oranla daha dusiik oldugunu ortaya koymustur. Calis-
ma sonuclarimiz Segal ve ark. yapmis olduklari iki farkli cahs-
mayla da uyumlu olarak yorumlanmistir [6, 14].

Literatlirde PRL dizeyleriyle negatif belirtiler arasinda pozitif
korelasyon gosterilmisse de calismamizda PANSS puanlari ile
serum PRL duzeyleri arasinda anlaml bir iliski saptanmamistir
[21]. PANSS puanlari ve alt puanlari agisindan sizofreni alt grup-
lar arasinda da anlamli bir fark saptanmamistir. Bu sonuglar
Segal ve ark.nin calismasiyla uyumlu olmakla birlikte [6] halusi-
nasyon, paranoid ve depresif belirtilerin ayrintili incelendigi di-
ger calismadan fakl olarak yorumlanmistir [22]. Bu farkhlk; ca-
lismamizda 6rneklem biyuklGguniin kiiciik olmasi, haltisinasyon
ve diger belirli semptomlar tizerinden ayrintili olarak planlama-
nin yapiimamasina baglanmistir.

Son zamanlarda sizofrenide PRL diizeyleri ile ilgili yapilan aras-
tirmalarin cogunlugu, serum PRL diizeylerinin antipsikotik teda-
viye cevabini irdelemek uzerinedir [23-25]. Antipsikotik ilaclar
ile tedavi edilen hastalarda serum PRL diizeyinin yiikseldigi (hi-
perprolaktinemi) ve PRL yiikselmesine bagh ortaya cikan belir-
tiler bircok calismada tespit edilmis olmakla birlikte, serum PRL
diizeyinin ilaca verilen klinik cevaplarla iligkisini kurmaya calisan
yayinlar birbiriyle celisen sonuclar vermektedir [9, 26-28]. Calis-
mamizda hastalarin tedavi yanitlari incelenmemisse de PRL dii-
zeyleri ile hastalarin IGD puanlari arasinda iliski olup olmadigi-
na bakilmis ve herhangi bir iliski saptanmamustir.

Ancak bu hipotezlerin dogrulanabilmesi icin diger alt tiplerin de
dahil edildigi genis hasta gruplariyla calismalar yapilmahdir.
Calismanin en biytk kisithhgr érneklemin kiiciik olmasi ve bu
nedenle reziduel ve katatonik sizofreni hastalarinin érneklemde
temsil edilmemis olmalaridir.

Sonug olarak, yapti§imiz bu calisma, sizofreninin sendrom ola-
rak tanimlanmasina neden olan alt tiplerdeki olasi mekanizma-
larin tekrar gézden gecirmemizi saglamistir. Dopamin hipotezi-
nin yeniden gozden gecirilmesiyle birlikte artan calismalara ek-
lenen calismamiz, “klasik” sizofreni alt tiplerinin hepsinde do-
pamin hipotezinin gecerligi olmadigini ve alt tiplerin semptom
farkhliklarinin sebebinin altinda yatan mekanizmanin ayni olma-
digini gostermistir (29). Bu sonuclarimiz, Crow tarafindan bas-
latilmis olan sizofreni ayrimini desteklemektedir. Crow’a gore;
tipik antipsikotik ajanlarin tip 1 sizofrenide daha etkili olduk-
lari ve bu alt grupta DA hiperaktivasyonunun bulundugu, tip 2
alt grubundaki hastalarda ise tipik antipsikotik ajanlarin belir-

tileri agirlastirdig ve bunlarda DA hiperaktivasyonundan bulun-
mamaktadir [29]. Benzer sekilde, paranoid olmayan hasta gru-
bunda saptadigimiz serum PRL diizeyinin dopamin hipotezinin
tam tersi seklinde sonuclanmasi, bu hasta grubunda hastala-
rin tipik D2 reseptér antagonistlerine yani tipik antipsikotikle-
re yanitlarinda daha farkli olabilecegini ve yan etki acisindan bu
grubun daha hassas olabilecegini ortaya koymaktadir. Kisaca-
sI, paranoid hastalara D2 reseptdr blokaji yapan tipik antipsiko-
tiklerin daha etkili olacagi ve diger grup hastalara ikinci kusak
ve daha az dopaminerjik blokaj ajanlar kullanilacak ve hastala-
rin hiperprolaktinemiye bagli yan etkilerden kurtulmasi saglana-
caktir. Boylelikle hastalarin hiperprolaktinemi nedeniyle rahat-
siz olduklari bircok yan etkiden kurtulmalari saglanacak ve has-
talarin yan etkisi olmayan daha efektif tedavileri mimkin ola-
bilecektir. Ancak tim bunlarin yapilabilmesi icin daha kapsamli
calismalar ve hasta gruplarinin tedaviye olan yanitlari daha ay-
rintili olarak degerlendirilmelidir.

Ek olarak serum prolaktinin kolay elde edilebilen bir marker ol-
masi, akut psikoz ile basvurmus olan hastalarla yapilan goris-
melere ek bilgi saglayabilir. Bu konu ile ilgili daha genis calis-
malar yapildigi takdirde prolaktin ile dopamin arasindaki iliski,
sizofreni alt tipleri arasindan daha ayrintili ortaya konulabile-
cektir. Bu durum, belki de ileride, psikiyatride laboratuvar orta-
minda tani konulabilmesini ve hatta hastaligin tani konmasi si-
rasinda klinisyene birakilan siibjektiviteden uzaklasilarak objek-
tif bir kanit saglayabilecektir.

Tesekkiir

Yazarlar calismaya genel desteginden &tirii Erol Goka ve Cig-
dem Aydemir’e, istatistiksel hesaplamalari icin ilker Dalgar’a te-
sekkdir ederler.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Oral yoldan beslenemeyen ancak gastrointestinal sistem fonksiyonla-
ri normal olan yasli hastalarda perkiitan endoskopik gastrostomi (PEQG) isle-
minin giivenilirligini degerlendirmek, hastalarin viicut kitle indeksi (VKI) ile is-
lem siiresi ve komplikasyon oranlari arasindaki iliskiyi belirlemektir. Gereg ve
Yontem: 2011 Subat ve 2014 Aralik aylari arasinda ¢cekme yontemi ile yii-
zeyel anestezi altinda PEG yerlestirilen, 65 yasin tstiindeki 97 hastanin kli-
nik verileri ve komplikasyon oranlari retrospektif olarak incelendi. Tiim hasta-
lar yas, cins, PEG endikasyonlari, komplikasyonlar, islem siireleri, antibiyotik
profilaksi uygulanmas, viicut kitle indeksi (VKI) ve takip stireleri acisindan de-
gerlendirildi. Bulgular: Calismamizda 51'i (%52,6) kadin, 46's1(%47,4) erkek
toplam 97 hasta mevcuttu. Yas ortalamasi 72 + 4 idi. PEG endikasyonu ola-
rak 41(%42) olguda serebrovaskiiler hastaliklar, 19(%19,5) olguda obstriik-
siyon yapan malign hastaliklar, 16(%16,5) olguda demans ve 21(%22) olgu-
da diger hastaliklar saptandi. Viicut kitle indeksi ortalama 25+3(17-32)kg/m?
olarak hesaplandi. Ortalama islem stiresi 8,6+1,6 dakika idi. VKi 25'in tizerin-
de olanlarda islem siirelerinde istatistiksel anlamli artis saptandi (p<0,05).
Toplam 10(%10,2) hastada minor komplikasyon saptandi. 8(%8) olguda anti-
biyotik tedavisi gerektirecek yara cevresi enfeksiyonu, 2(%2) olguda kateter
kenarindan hafif sizdirma goriildii. VKi 25'in iistiinde olanlarda komplikasyon
oraninin istatistiksel anlamli yiiksek oldugu saptandi (p<0,05). Hastalarin ta-
kip stresi 224(68- 660) giin olup isleme ait mortalite saptanmamistir. Tar-
tisma: PEG, cesitli nedenlerle oral yoldan beslenemeyen olgularda uzun siire-
li ve en uygun beslenme destegi saglayan giivenli bir yontemdir. VKI yiiksek
hastalarda, islem sirasinda komplikasyon riski acisindan daha 6zenli uygula-
ma gerekebilmektedir.

Anahtar Kelimeler
Gastrostomi; Enteral Beslenme; Endoskopi; Viicut Kitle indeksi; Geriatrik

Abstract

Aim: We aimed to assess the reliability of percutaneous endoscopic gastros-
tomy (PEG) applications and to investigate the relationship between body
mass index and duration of the procedure and complication rates of geriatric
patients. Material and Method: Between 2011 February and 2014 Decem-
ber, we retrospectively analyzed the clinical data and complication rates of
97 geriatric patients to whom PEG was applied by the pull method under
superficial anesthesia. All patients were evaluated in terms of age, sex, PEG
indications, and complications, time of procedure, body mass index (BMI),
antibiotic prophylaxis and follow up period. Results: 51(53%) of our patients
were female and 46(47%) were male with a mean age of 72 + 4. Cerebro-
vasculer disease was seen in 41(42%) cases, malign disease which cause
an obstruction in 19(19,5%) cases, dementia in 16(16,5%) cases and other
disease in 21(22%) cases as etiologic causes. The BMI of the patients were
25+3(17-32)kg/m?. The mean time of duration of the procedure was 8,6+1,6
minute. It was found statistically significance between BMI (up to 25 kg/m?)
and prolonged duration of procedure (p<0,05). In 10(10,2%) cases it occurred
minor complications and antibiotherapy was needed in 8 patients. A small
amount of leakage was seen in 2(2%) cases. There was statistically signifi-
cant between rate of complications and BMI greater than 25 kg/m?(p<0,05).
No mortality occurred due to the procedure and follow up time were 224 (68-
660) days. Discussion: PEG is easy to handle, effective and safe in patients
who can not feed orally. It should be required more rigorous application in
terms of complications, especially in patients with high BMI.
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Giris

Perkiitan endoskopik gastrostomi (PEG) altta yatan farkl has-
taliklar nedeniyle 4 haftadan daha uzun sire oral beslenme-
nin saglanamayacagi hastalarda, enteral beslenmesinin deva-
mi icin 1980 yilinda cerrahi gastrostomiye alternatif olarak ge-
listirilen bir ydntemdir [1]. 1980 ve 1981 yillarinda sirasiyla Ga-
uderer ve Ponsky ile defa bu yontemi kullanmislardir [1, 2]. Altta
yatan hastalik ne olursa olsun hastanin gastrointestinal bozuk-
lugun olmadigi durumlarda, kalici ya da gecici olarak uzun sureli
beslenme icin kullanilabilen bir enteral beslenme yoludur [3]. Co-
gunlukla serebrovaskiiler olay sonrasi oral beslenme saglana-
mayan norolojik hastalarda uygulanmakla beraber, operasyon-
lara sekonder ciddi disfajisi olan, 6zofagusa distan ya da icten
basi yaparak gida gecisi saglanamayan, uzun sireli entiibas-
yonda kalan, aspirasyon pnémonisi riski yiiksek olan hasta gru-
buna da uygulanmaktadir [4-6]. islem esnasinda minér ve major
komplikasyonlarla karsilasilabilir. Peritonit, kolon perforasyo-
nu, mide perforasyonu, kan transfiizyonu gerektiren kanamalar,
gastrokolonik fistil ve aspirasyon pnémonisi, gémilmis tam-
pon sendromu major komplikasyonlar grubunda yer alir. Dren
kenarinda enfeksiyon ve sizdirma, PEG takildiktan sonra olu-
san ve beslenmeyi engelleyen gecici kusmalar ise minér kompli-
kasyonlardir [7]. PEG’e alternatif olan cerrahi gastrostomi, PEG
ile karsilastirildiginda genel anestezi gerektirmesi, bakim zorlu-
gu, kacak riskinin daha fazla olmasi gibi nedenlerle daha yiiksek
mortalite ve morbiditeye sahiptir. Bundan dolayi PEG giiniimtiz-
de her yasta beslenme problemli hastalar icin cerrahi gastros-
tomiden daha giivenli bir yontemdir [8]. Bu calismamizda ama-
camiz, oral yoldan beslenemeyen ancak gastrointestinal sistem
fonksiyonlari normal olan yasli hastalarda perkiitan endoskopik
gastrostomi isleminin giivenilirligini degerlendirmek, hastalarin
viicut kitle indeksi (VKI) ile islem siiresi ve komplikasyon oranla-
ri arasindaki iliskiyi belirlemektir.

Gerec ve Yontem

Calismamiza 2011 Subat ve 2014 Aralik aylar arasinda, alt-
ta yatan hastaliklari nedeniyle en az 4 hafta siireyle oral besle-
nemeyecegi dngoriilen ve 6 aylik yasam beklentisi olup PEG uy-
gulanan hastalar dahil edildi. PEG katateri yerlestirilen 65 ya-
sin Ustiindeki 97 olgu retrospektif olarak incelendi. Olgularimi-
zin boy(metre) ve kilo (kilogram) dlctimleri kullanilarak kilo/bo-
yun karesi formiilii ile viicut kitle indeksi (VKI) hesaplanmistir.
Karin 6n duvarinda ve epigastriumda girisime engel olabilecek
lezyonu, gecirilmis operasyonu olan, endoskopik girisime uygun
olmayan mide-duodenum {ilseri, intestinal obstriiksiyonu veya
batinda asidi olan hastalara PEG takilmamistir. Girisim &nce-
si tim hastalarin kanama, pihtilasma testleri, hemoglobin ve
trombosit sayilari degerlendirilip, kanama, pihtilasma problemi
olan hastalara da islem yapilmamistir.

Primer hastaligl nedeniyle antibiyotik alan hastalar disindaki
tlim hastalara, islemden 2 saat 6nce 2 gr sefazolin sodyum pro-
filaktik antibiyotik olarak intravensz yol ile uygulanmistir. Tim
PEG islemleri sirasinda hastalarin oksijen saturasyon dlciimle-
ri ve kardiak monitorizasyonu gerceklestirilmistir. Anestezi uz-
mani tarafindan yiizeyel sedasyon saglayacak sekilde Midazo-
lam ve gereginde Dipirivan ile tim hastalara sedasyon ve lo-
kal lidokain sprey oral yoldan uygulandi. Tum hastalarin endos-
kopik ve perkutan girisimi tek hekim tarafindan gerceklestiril-

di. islem 6ncesinde biitiin hastalara PEG takilmasina engel ola-
bilecek bir durumu ekarte etmek amaci ile diagnostik gastros-
kopi yapildi. PEG takilmasi planlanan abdominal bdlge asepsi
ve antisepsi kurallarina uygun olarak temizlendi ve steril 6rtiy-
le ortiildi. Agiz yoluyla gastroskopi uygulanan hastalara gast-
roskopi 1s1ginin yardimi ile saptanan abdominal bélgeden PEG
kiti (Flocare-PEG set 18 CH, Nutricia Healthcare S.A. CH-1618
Chatel St-Denis, Switzerland) kullanilarak gastrostomi tiipl uy-
gulandi ve tip cilde tespit edildi. Bitiin islemler endoskopi tini-
tesinde, 12 saatlik achgi takiben cekme yontemi ile Fujinon EG
450 WL5 ve Pentax EG-2980 K video gastroskopi cihazlari esli-
ginde yapild. islem sonrasi beslenme hemsiresi tarafindan has-
ta yakinlarina beslenme, tiip temizligi, cevre doku temizligi ko-
nusunda bilgi verildi. Beslenmeye islemden 2 saat sonra 20-30
cc su ile baslanarak, PEG katater kenarindan sizdirma olmadigi
kontrol edildikten sonra, hastanin tolere edebilmesine gére sivi
mamalar tedrici olarak artirilarak beslenmeye baslandi.
Calisma hazirlanirken PEG katateri yerlestirilen hastalarin son
durumlar ile ilgili bilgilerine hasta ya da yakinlar telefon ile
aranarak ulasiimis, ulasilamayan hastalar calisma disi birakil-
mistir.

istatistiksel analizler SPSS 21.0 programi kullanilarak gercek-
lestirildi. Hastalarin demografik ve klinik 6zellikleri ortalama +
standart sapma (SD), ortanca ve yiizde degerleri ile ifade edildi.
Parametrik veriler Student’s t testi ile parametrik olmayan veri-
ler ise Mann-Whitney U ve x2 testleri ile degerlendirildi. P<0.05
istatistiksel olarak anlaml kabul edildi.

Bulgular
Calismamizda 51'i (%52,6) kadin, 46’s1(%47,4) erkek toplam 97

Tablo 1. PEG uygulanan hastalarin demografik verileri ve klinik 6zellikleri

Yas 7114 (65-84)
Cinsiyet (M/F) 46/51
Klinikler n(%)
Yogun bakim 40 (%41.2)
Evde bakim 39 (%40.2)
Beyin cerrahisi 2 (%2.1)
KBB 1 (%1.0)
Dahiliye 1 (%1.0)
Gogus 8 (%8.3)
Néroloji 6 (%6.2)
Endikasyon n(%)
Serebro vaskdler hastalik 41 (%42.3)
Demans 16 (%16.5)
Alzheimer 6 (%6.2)
Aspirasyon pnémonisi 7 (%7.2)
Uzamis ventilasyon 8 (%8.3)
Malign hastaliklar 19 (%19.5)
Uygulama yeri n(%)
Endoskopi 87 (%89.7)
Yogun bakim 10 (%10.3)
Entiibe hasta n(%)

Evet 8 (%8.2)
Hayir 89 (%91.8)
Ortalama islem siiresi (dakika) 8.6+1.6
Katater kalma stresi (median giin) 100 (10-102)
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hasta mevcuttu. Yas ortalamasi 72 + 4 idi. PEG endikasyonu
olarak 41(%42) olguda serebrovaskiiler hastaliklar, 19(%19,5)
olguda obstriiksiyon yapan malign hastaliklar (bas-boyun, 6zo-
fagus ve akciger kanserleri), 16(%16,5) olguda demans ve
21(%22) olguda diger hastaliklar saptandi. Hastalarin viicut kit-
le indeksi ortalama 25+3 (17-32)kg/m? olarak hesaplandi. Or-
talama islem siiresi 8,6 + 1,6 dakika olarak olciildii ve VKi 25'in
tizerinde olanlarda islem stirelerinin arttigi goriildii. VKi ve islem
suresi arasindaki iliski istatistiksel olarak anlamli idi (p<0,05).
Serimizde 8(%8,2) olguda antibiyotik tedavisi gerektirecek yara
cevresi enfeksiyonu, 2(%2,1) olguda kateter kenarindan hafif
sizdirma gériildi. Minr komplikasyon gelismis hastalar VKI y6-
niinden degerlendirildiginde, VKi 25'in iistiinde olanlarda komp-
likasyon sayisi 8(%15,7), 25’in altinda olanlarda 2(%4,3) olarak
belirlenmis ve aralarindaki iliski istatistiksel anlamli bulunmus-
tur (p=0.01). Viicut kitle indeksine gore islem siresi ve kompli-
kasyon sayilari arasindaki iliski Tablo 2’de gérilmektedir.

Tablo 2. Viicut kitle indeksine gére islem siiresi ve komplikasyon sayilari

VKi<25n=46  VKi>25n=51 p
Major komplikasyon 0 0 p>0,05
Minor komplikasyon 2 (% 4.3) 8 (% 15.7) p<0,05
islem siiresi (dakika) 815+ 1.2 9.1+1.8 P=0.01

Toplam 7 hasta (%7.14) islem sonrasi ilk 30 giinden sonra, PEG
isleminden bagimsiz olarak primer hastaliklari nedeniyle kay-
bedilmistir. 49(%50,5) olgu calismanin sonlandig gin itibariy-
le (Aralik 2014) ortalama olarak 224(68- 660) gtindir takip al-
tindadir. Toplam minér komplikasyon orani %10,2 olarak sapta-
nirken, majoér komplikasyon ve isleme bagl mortalite gérilme-
mistir. Takiplerinde oral alimi baslayan bu nedenle PEG katate-
rini ¢cektigimiz 65 yas Ustii hastamiz olmamistir.

Tartisma

PEG cogunlukla yogun bakim tnitelerinde yatan, oral beslenme-
si degisik sebeplerle yapilamayan ve uzun dénem enteral bes-
lenme gerektirecegi icin nazogastrik tiip ile beslenen hastalar-
da kullaniimaktadir. Guniimuzde 6zellikle bazi nérolojik hastalik-
lar nedeniyle agizdan beslenmeyen, ancak aktif yasama devam
eden hastalar icin de konfor ve kozmetik acidan kabul edilebilir
bir yontemdir [9, 10].

Genel anestezi gerektirmeden hafif ve kisa sireli sedasyonla
yapilabilmesi, islem sonrasi hastanin hastane yatisini gerektir-
memesi, ameliyathane yerine endoskopi Unitesinde rahathkla
yapilabilmesi ve ortalama islem siiresinin cerrahi yénteme gore
cok daha kisa olmasi bu yontemi daha da cazip kilmistir. Cerrahi
gastrostominin maliyeti de PEG takilmasina gore oldukca faz-
la olabilmektedir. Nazogastrik tiip ile beslenmeye gére daha az
aspirasyon riskinin olmasi, hasta uyumunun daha iyi olmasi, ti-
kanma ve yerinden ¢cikma ihtimalinin daha az olmasi nedeni ile
tercih edilmektedir [11]. Total parenteral nitrisyonla karsilas-
tirldiginda ise genel enfeksiyon komplikasyonlarinin az olma-
sI, santral vendéz yol gerektirmemesi, daha ucuz olmasi ve has-
ta uyumunun daha iyi olmasi 6nemli avantajlaridir [12]. Cogun-
lukla oral beslenme saglanamayan nérolojik hastalarda uygu-
lanmakla beraber sebep oldugu obstriiksiyon nedeniyle gida ge-
cisine izin vermeyen kanserlerde, uzamis entiibasyonda ve as-
pirasyon pnomonisi riski yiksek olan hasta grubunda uygulan-

maktadir [13, 14]. Bizim hastalarimizin da %60’dan fazlasini n6-
rolojik hasta grubu olusturmaktadir. Bundan sonra ikinci siklik-
ta literatiir ile uyumlu olarak 6zofagusa basi yapan malignite-
ler gériilmektedir. PEG kullaniminin ender bir diger endikasyonu
da ilerlemis abdominal malignite ya da gastrointestinal sistem
fonksiyonunun yetersiz olmasina bagh kronik alt gastrointesti-
nal tikanikliklarda dekompresyon saglamaktir [12]. Hastalarimiz
arasinda bu endikasyonlarla PEG takilan hastamiz olmamistir.
Hastalarimizin % 41,2'si yogun bakim unitesinde yatan has-
talardir. Bunlarin bir kismi uzamis ventilasyonda olan hasta-
lar olmakla beraber, cogunlugunu serebral iskemi ya da kana-
ma olusturmaktadir. Evde bakima muhtag hasta orani % 40 ola-
rak karsimiza ¢cikmistir. Bunlarin da cogunlugu literatirle uyum-
lu olarak norolojik problemi olan hastalardir.

Yapilan calismalarin bir kisminda, islem siresi anestezi bas-
langicindan itibaren ortalama 34 dakika olarak verilirken di-
ger calismalarda bu siire 7,5 dakika ile 13,2 dakika olarak bil-
dirilmektedir [15-17]. Bizim calismamizda ortalama islem siire-
si 8,6+1,6 dakika (6-13 dakika) hesaplanmistir. islem siiresinde-
ki bu farkliklar anestezi ekibine, islem yapan hekim ve yardim-
c1 personelin tecriibesine gore degisebilecegi gibi, hastaya bag-
I olarak da uzayabilmektedir. Calismamizda uzun siiren nérolo-
jik problemi olan hastalarda gelisen kontraktirlere bagli hasta-
ya pozisyon verilememesi, boyun hareketlerinin zorlugu ve has-
ta agzinin agilamamasi gibi nedenler islem siiremizi uzatmistir.
islem stiresine viicut kitle indeksinin etkili olabilecegini diistine-
rek yaptigimiz degerlendirmede yiiksek VKi olan hastalarda is-
lem siiresinin uzadigini tespit ettik (p<0.05). VKI arttikca perkii-
tan olarak igne yardimi ile mideye ulagmanin zorlagmasi ve en-
doskopun 1siginin cilt yiizeyinden gérilmesinin daha zor olma-
si islem siresinin uzamasinda etkili olmustur. Ancak PEG takil-
mas! planlanan tiim hastalarda islem basariyla uygulanmis ve
VKi'nin yiiksekligi PEG takilmasini engelleyen bir durum olma-
digi gorulmistar.

PEG islemi sirasinda veya islem sonrasinda islem ile iliski-
li komplikasyonlar goriilebilmektedir. PEG islemi ile ilgili komp-
likasyonlar yas, altta yatan hastalik, obesite, PEG kataterinin
boyutu ve malzemesi, yapan ekibin tecriibesi gibi bircok fakto-
re bagl olarak degisebilir. islem sirasinda gériilebilecek kompli-
kasyonlar abdominal duvar kanamasi, pnémoperitonyum, kolon
ya da ince barsak yaralanmasi, karaciger ya da dalak laserasyo-
nu, intra ya da retroperitoneal kanamalardir. Majoér komplikas-
yonlar olarak gortilen bu komplikasyonlarin hicbiri bizim vakala-
rimizda gelismemistir. Blum ve ark.[18] 722 vakalik serilerinde,
bizim calismamizla uyumlu olarak hicbir majér komplikasyona
rastlamamislardir. Alper ve ark.[19] calismalarinda da mortali-
te ve major komplikasyon belirtmemislerdir. Bir baska calisma-
da ise 595 hastaya PEG takilmis ve gorilen major komplikasyon
%4,9 olarak bildirilmistir [20].

i§lem sonrasinda gorilen komplikasyonlar ise peristomal agri,
yara yeri enfeksiyonu ya da abse, aspirasyon ve diyaredir. Mi-
nor komplikasyonlar olarak kabul edilen bu grup icinde en sik
gorilenler yara yeri enfeksiyonu ve katater kenarindan sizdir-
madir. Bizim calismamizda enfeksiyon en sik gérilen kompli-
kasyondur ve bazi durumlarda kateterin ¢ekilmesini gerektirebi-
lir [21]. Calismamizda 8(%8,2) hastada lokal yara yeri enfeksi-
yonu ve 2(%2,1) hastamizda tiip kenarindan sizdirma olmus ve
basit antibiyotik tedavisi ile kontrol altina alinarak tiipiin cekil-
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mesini gerektirecek bir durum izlenmemistir. Antibiyotik profi-
laksisi ile ilgili yapilan prospektif bir calismada profilaksi yapil-
madiginda %?33,6 oraninda peristomal enfeksiyon gelistigi go-
ralmistur [22]. Bir baska calismada bu oran %18 olup, profilak-
si yapildiginda bu oran %3’e gerilemistir [23]. Bir bagka pros-
pektif, randomize, cift kér ve plasebo kontrollt calismada sefa-
zolin ile antibiyotik profilaksisi ile peristomal enfeksiyonda di-
sus gorulmustar [24]. Jafri ve ark.[25] yaptiklari meta analizde
antibiyotik profilaksisinin enfeksiyonu azalttigini géstermisler-
dir. Biz cahsmamizda yattigi klinikte antibiyotik tedavisi alma-
yan her hastaya islemden 2 saat 6nce 2 gr sefazolin ile antibi-
yotik profilaksisi uyguladik. Sizdirma olan hastalarda PEG kate-
terinin kenari bir siitir ile sabitlenmis ve islem sonrasi sizdirma-
nin iki hastada da durdugu gérulmistir.

Minor komplikasyon gelismis hastalar VKI yoniinden degerlen-
dirildiginde, VKi 25’in iistiinde olanlarda komplikasyon sayisi
8(%15,7), 25’in altinda olanlarda 2(%4,3) olarak belirlenmis ve
aralarindaki iliski istatistiksel anlaml bulunmustur (p=0.01). Cilt
alti yag dokusu arttikca yara iyilesmesinin gecikmesi bilinen bir
durumdur. Yara yeri enfeksiyonunun VKi ile dogru orantili olarak
artmasi bu iliskiyi desteklemektedir.

Calismamizda PEG ile iligkili 6lim gorilmemis olup, 7 hasta
(%7,1) PEG islemi sonrasinda ilk 30 giinde kaybedilmistir. Ora-
nimizin daha az olmasi, hasta seciminde yasam beklentisinin
en az 6 ay olmasi kosulu olabilir. Kaybedilen hastalar incelendi-
ginde hepsinin VKi 25’in altinda oldugu, dérdiiniin uzamis ven-
tilasyondaki hastalar ve iiciinin de malignitesi olan hastalar ol-
dugu gorilmus, eksitus nedenleri PEG isleminden bagimsiz de-
gerlendirilmistir.

Sonug olarak PEG, tek endoskopist ile kisa siirede takilabilen ce-
sitli nedenlerle oral yoldan beslenemeyen olgularda uzun siire-
li ve en uygun beslenme destegi saglayan giivenilir bir besleme
yontemidir. VKi yiiksek hastalarda, islem siiresinin uzamas ve
komplikasyon gelisme riski acisindan daha dikkatli davraniima-
si ve 6zenli uygulama gerekebilmektedir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada ¢ikar ¢akismasi ve finansman destek alindigi be-
yan edilmemistir.
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Ozet

Amag: Son yillarda meme kanseri tedavisinde yasanan gelismelerin sonucu
olarak hastalarda hayat beklentisi uzamis ve buna bagli olarak mastektomi-
nin olumsuz fiziksel ve psikolojik etkileri daha dikkat cekici bir hal almistir.
Bu kapsamda mastektomi sonrasi meme onariminin 6nemi artmistir. Yalniz
onarim cerrahilerinin yayginlasmasi ancak hastalarda farkindalik yaratarak
mumkiin olacaktadir. Buradan yola ¢ikarak, calismamizda tniversite 6grenci-
lerinde meme onarimi farkindalik diizeylerini tayin etmeyi amacladik. Gereg
ve Yontem: Calismanin evrenini saglik bilimleri ile iliskisi olmayan Tiirk ka-
din tniversite 6grencileri olusturmaktadir. Tum katihmcilardan meme kanseri
ve onarimi ile ilgili farkindalik durumunu degerlendirmeyi amaclayan anket-
leri doldurmalari istenmistir. Bulgular: Calismaya ortalama yaslari 20.5 olan
462 kadin 6grenci dahil olmustur. Meme kanseri ile ilgili uyarici bulgular, er-
ken tani yontemleri ve tedavi secenekleri ile ilgili degerlendirmede farkinda-
lik seviyeleri oldukca yiiksek saptanmistir. Diger taraftan, katiimcilarin sade-
ce %35.9'u meme onarimi seceneginin varhgi ile ilgili bilgiye sahipti. Bu grup-
ta onarim ameliyatlari ile ilgili temel bilgi kaynaginin televizyon oldugu tespit
edildi. Bu 6grencilerin %74.1’i protez ile meme onarimi hakkinda bilgiye sa-
hipken, 6z doku ile meme onarimi hakkinda katilimcilarin sadece %31.3’li bil-
gi sahibiydi. Ogrencilerin sadece iicte biri meme onarimi ameliyatlarinin ge-
nel saglik sigortasi kapsaminda oldugunu bilmekteydi. Katilimcilarin %62.6’si
meme onarimi ameliyatlarinin hastanin fiziksel ve psikolojik iyilik durumu icin
6nemli oldugunu diisinmekteydi. Tartisma: Katilimcilarin meme kanseri ile il-
gili yiksek farkindalik diizeyleri ile karsilastirildiginda, meme onarimi ile ilgili
farkindalik diizeylerinin géreceli olarak diisiik oldugunu séyleyebiliriz. Bu du-
rum Tirkiye'de diisiik meme onarimi oranlarini agiklamaya yardimci olmakta-
dir. Bu nedenle, meme onarimi ile ilgili farkindaligi arttirmaya yonelik calis-
ma ve planlamalara agirlik verilmesi oldukca énemlidir.

Anahtar Kelimeler
Meme; Meme Kanseri; Meme Onarimi; Farkindalik; Protez; Meme Rekonstriik-
siyonu

Abstract

Aim: Because advances in breast cancer treatment methods have resulted
in dramatic increases in survival rates, the consequences of mastectomy on
physical and psychological well-being of breast cancer patients have gained
in importance. In this context, breast reconstruction is a viable option nowa-
days. However, public awareness is a prerequisite for the utilization of this
option. This study has attempted to assess awareness among Turkish female
university students about breast reconstruction. Material and Method: The
participants of this cross-sectional study were Turkish female university stu-
dents. We evaluated awareness of breast cancer and reconstruction using a
set of questionnaires designed for the study. Results: 462 students with an
average age of 20.5 agreed to participate in the study. High knowledge rates
of warning signs, detection methods, and treatment options for breast can-
cer were observed. However, only 35.9% of the participants were aware of
the possibility of breast reconstruction. Of this group, mass media was iden-
tified as the major source of information. While implant-based reconstruc-
tion was familiar for 74.1% of participants who were aware of breast recon-
struction, only 31.3% knew about autologous reconstructions. One third of
these participants knew that reconstructive surgeries are covered by health
insurance. 62.6% of these participants stated that breast reconstruction is
important for the well-being of cancer patients. Discussion: In comparison
with participants’ high knowledge of breast cancer, the level of awareness
about breast reconstruction can be considered relatively low. This imperfect
knowledge is among the main reasons behind low rates of reconstruction.
Therefore, all efforts should be made to disseminate awareness of breast
reconstruction.
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Introduction

Excluding cancers of the skin, breast cancer is the most com-
monly diagnosed cancer among women [1]. In 2016, an esti-
mated 300,000 new cases of invasive and non-invasive breast
cancer are expected to be diagnosed in women in the US. It is
also the second leading cause of cancer deaths among women
after lung cancer. An estimated 40,000 breast cancer deaths
are expected among U.S. women in 2016 [2]. In Turkey, breast
cancer incidence is 33.7 per hundred thousand and each year
approximately 17,000 women are diagnosed with breast cancer
[3]. However, the incidence rate is expected to grow rapidly in
the next few years simply due to the aging of the population
and the greater adoption of a Western lifestyle by the Turkish
population [4].

Along with their function in feeding infants, female breasts
permanently impact a woman'’s perception of her body image
[5]. Mastectomy, as a breast removal, is commonly associated
with loss of this worthy image because it involves the removal
of an organ that women consider symbolic of their femininity
and sexuality [6]. These patients may experience critical psy-
chological sequels such as poor self-esteem [7], loss of feminin-
ity [8], embarrassment in exposing their body [9], altered sexual
function [10], loss of libido [11], and relationship problems [12].
Coping with these concerns has been considered important in
terms of making a full recovery. Consequently, conservative
breast surgery has become more and more popular in recent
years [13]. Many studies have reported equivalent survival
rates for breast cancer treatment with mastectomy and breast
conserving surgery in women with early stage breast cancer
[14,15]. However, breast conserving surgery does not complete-
ly eliminate the use of mastectomies because of incomplete
resection margins and local recurrences [16]. In Turkey, the rate
of breast conserving surgery is thought to be 34% of patients
[17]. Breast reconstruction may, therefore, be required in a sig-
nificant proportion of breast cancer patients [18].

Different techniques of breast reconstruction are becoming
a new standard of care in the management of breast cancer
patients [19]. The options for reconstruction include implant-
based and autologous tissue transfers. These surgeries can ei-
ther be carried out at the same time as the mastectomy or as a
delayed operation [20]. The aim of these surgeries is to restore
a breast to near normal shape, appearance, and size by replac-
ing tissue loss after mastectomy. Besides cosmetic advantages,
it has been shown that women who have undergone breast re-
construction are highly satisfied with the quality of their lives
as well as the psychological and social aspects [21]. Although
reported rates of breast reconstruction vary widely, it is evident
that most patients undergoing mastectomy for breast cancer
do not undergo breast reconstruction. Despite health insur-
ance coverage, breast reconstruction rates in the United States
ranged from 25% to 35% from 2003-2007 [22].

Although not yet empirically documented, it is obvious that the
overall rate of breast reconstruction has increased in Turkey in
the recent few years. However, the number of women who un-
dergo breast reconstruction after mastectomy remains low in
comparison with the developed countries. This fact influenced
the design of our study and our search for knowledge about why
Turkish breast cancer patients are not opting for breast recon-

struction. We hypothesized potential factors that may act as
barrier to breast reconstruction. The post-mastectomy patient
may not be aware of (1) reconstructive breast surgery being
possible after mastectomy; (2) the different options for timing
and technique of breast reconstruction; (3) that the benefits of
breast reconstruction extend beyond cosmetics; (4) that there
is no clinical evidence that breast reconstruction hinders the
detection of breast cancer recurrence; or (5) that reconstructive
procedures are covered by health insurance. All of these issues
have been evaluated in the current study.

Material and Method

Ethical consideration

This study was approved by Ahi Evran University Institution-
al Review Board and Ethics Committee (Kirsehir, Turkey). All
procedures performed in studies involving human participants
were in accordance with the ethical standards of the institu-
tional and/or national research committee and with the 1964
Helsinki declaration and its later amendments or comparable
ethical standards.

Study design and participants

We conducted a descriptive cross-sectional study in order to
evaluate breast reconstruction awareness. The participants
were 481 Turkish female university students in non-health-re-
lated disciplines. There were no incentives provided for partici-
pants. The university from which the participants were recruit-
ed has a very large cohort of students. Students were required
to be 18 years of age or older. 19 students did not complete
the questionnaire, giving a completion rate of 96%. Prior to
completing the questionnaire, all students were provided with
instructions regarding the nature and duration of the study and
the informed consent process. All participants provided writ-
ten informed consent and the questionnaire took 10 minutes
to complete.

Data collection

A descriptive cross-sectional study was conducted with the
purpose of evaluating the level of awareness about breast
reconstruction among Turkish female university students. A
self-administered questionnaire in the Turkish language was
designed with an appropriate heading indicating the content.
The questionnaire was pilot tested on 15 students (not included
in the sample of the study) to check the clarity of the questions.
The questionnaire consisted of three sections:

1. Socio-demographic data.

a. Age

b. Faculty year (student’s year of study—e.g., first-year)

c. Marital status

d. Personal history of breast cancer

e. Family/friend history of breast cancer

2. Knowledge about breast cancer.

a. Knowledge of breast cancer warning signs.

b. Knowledge of breast cancer early detection methods.

c. Knowledge of breast cancer treatment options.

3. Knowledge about breast reconstruction.

a. Awareness about the possibility of reconstructing the
breast(s) after removal of one or both breasts in the context of
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breast cancer treatment.

b. Sources of information about breast reconstruction.

c. Knowledge of breast reconstruction methods.

d. Knowledge of timing options for breast reconstruction.

e. Knowledge of financial issues related to breast reconstruc-
tion.

f. Attitudes toward breast reconstruction.

Results

Characteristics of the participants

The age of participants in this study ranged from 18 to 24 years
with a mean of 20.5 (SD=1.9). 42.4% of the participants were
third-year students, 28.3% were second-year, and 21.9% were
fourth-year; only 7.4% were first-year students. All of the par-
ticipants were single. None had a history of breast cancer. Only
6.9% of students reported a family or friend history of breast
cancer. Characteristics of our sample are shown in Table 1.

Table 1. Sample characteristics

Characteristics N =462
N %

Faculty year

First 34 7.4

Second 131 283

Third 196 42.4

Fourth 101 219

Social status

Single 462 100

Married 0 0

Personal history of breast cancer

Yes 0 0

No 462 100

Family/friend history of breast cancer

Yes 32 6.9

No 430 93.1

Knowledge of breast cancer

In the evaluation of knowledge about warning signs of breast
cancer, breast mass and breast pain were the most-known
symptoms for breast cancer, accounting for 88.1% and 84.2%
of the participants, respectively. On the other hand, other symp-
toms such as bloody nipple discharge, changes in breast and
nipple shapes, and redness of breast skin were relatively less
known (Table 2). Most of the students (73.2%) identified breast
self-examination as an early detection method of breast cancer.
More than half of the participants were aware of other mea-
sures such as mammography (61.9%) and breast ultrasonog-
raphy (65.3%) (Table 3). 92.4% of the participants were aware
of surgery as a treatment method for breast cancer. On the
other hand, relatively smaller proportions of the participants
were aware of chemotherapy (38.1%), radiotherapy (31.4%), or
hormonal therapy (8.2%) (Table 4).

Knowledge of breast reconstruction

The major goal of this study was to evaluate awareness of
breast reconstruction. 35.9% of the participants were aware
of the possibility of breast reconstruction after mastectomy

(Table 5). Of this group, mass media such as television and ra-
dio was identified as the major source of information about
breast reconstruction by 92.7% of participants, followed by
print media such as magazines and newspapers (46.9%) (Table
6). Implant-based breast reconstruction was a familiar option
for 74.1% of the participants who had knowledge of breast re-
construction. On the other hand, only 31.3% of these women
knew about autologous reconstructions (Table 7). In the assess-
ment of knowledge of reconstruction timing, only 40.9% of the
students who knew about reconstructive surgeries were aware
that these surgeries can be performed simultaneously with the
mastectomy, whereas delayed reconstruction was familiar to
67.4% (Table 8). Only 53 participants (31.9% of 166) knew that
reconstructive surgeries are covered by health insurance (Table
9). In the evaluation of attitudes towards breast reconstruction,

Table 2. Knowledge of warning breast cancer signs.

Which of the following do you think is a warning sign of breast N = 462
cancer?

N %
Breast lump 407  88.1
Bloody nipple discharge 337 729
Breast pain 389 842
Changes in breast shape or size 328 709
Redness of breast skin 354 766
Retraction of the nipple 373 807
Table 3. Knowledge of breast cancer early detection methods.
Which of the following do you think is a method for early breast N = 462
cancer detection?

N %
Breast self-examination 338 732
Mammography 286 619
Breast ultrasonography 302 653
Table 4. Knowledge of breast cancer treatment methods.
Which of the following do you think is a method of breast can- N = 462
cer treatment?

N %
Surgery 427 924
Chemotherapy 176 38.1
Radiotherapy 146 316
Hormonal therapy 38 8.2

Table 5. Knowledge about the possibility of breast reconstruction after
mastectomy.

Do you know that it is possible to reconstruct the breast(s) after N =462
removal of one or both breasts in the context of breast cancer
treatment?
N %

Yes 166 359
No 296 641
Table 6. Sources of participants’ information.
What is your source of information about breast reconstruc- N =166
tion?

N %
Television or radio 154 92.7
Magazines/books/newspapers 78 46.9
Friends/relatives 23 13.8
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Table 7. Knowledge of breast reconstruction methods.

What are breast reconstruction options you know? N =166

N %
Breast reconstruction with implants 123 741
Breast reconstruction with patient’s own tissue 52 313
Table 8. Knowledge of timing options for breast reconstruction.
When do you think that breast reconstruction can be per- N =166
formed?

N %
Simultaneously with the surgical removal of the affected 68 40.9

breast(s).

In a separate operation after the surgical removal of the af- 112 67.4
fected breast(s)?

Table 9. Knowledge of financial issues related to breast reconstruction.

Do you think that health insurances cover breast reconstruc- N = 166
tion surgeries?

N %
Yes 53 31.9
No 113 68.1

62.6% of the participants who were aware of breast recon-
struction stated that breast reconstruction after mastectomy
is important for the physical and psychological well-being of
breast cancer patients (Table 10).

Discussion

In the first part of the current study, awareness about breast
cancer was evaluated. Taken together, the knowledge rates of
warning symptoms, early detection measures, and treatment
options can be considered to be high. We think that this high
rate of awareness is related to the participants’ level of educa-
tion, since it has been shown that the educational qualification
is a significant predictor for high awareness level about breast
cancer [23]. In addition, the effective long-running national can-
cer control program held in Turkey may have contributed to this
high level of knowledge.

In spite of the high knowledge about mastectomy as a treat-
ment option for breast cancer, approximately two-thirds of the
participants were not aware that reconstruction was a viable
option after mastectomy. This is despite the fact that facili-
ties of cancer detection, treatment, and reconstruction all were
available in the city in which this study was conducted. If such
is the condition among university students, the situation of
non-educated women is therefore hard to imagine. Spreading
awareness among this population is a really difficult task. We
think that this lack of awareness represents the main reason
behind the low rates of breast reconstruction in Turkey. Devel-
oping public educational programs such as breast reconstruc-
tion awareness (BRA) day is fundamental in order to achieve
progress in this problem by promoting education and aware-
ness about breast reconstruction after mastectomy. Unfortu-
nately, such awareness campaigns are held only occasionally in
Turkey because there is no strategic media plan. For this rea-
son, the target population has not been reached at the desired
level.

It has been shown that media plays an effective role in influenc-
ing an individual’s behavior to deal with health-related issues
[24,25]. The great majority of our sample identified mass and

print media as the major source of information about breast re-
construction. In this context, celebrity announcements of breast
cancer-related treatment has been shown to have a significant
impact on public awareness regarding treatment methods [24].
For example, Angelina Jolie’s breast surgery dramatically in-
creased Austrian women’s awareness of reconstructive breast
surgery options [26]. We think that the media can be used more
effectively in Turkey regarding this issue.

Educational initiatives and media aimed at increased individual
and public awareness can only be a supplement—by no means
a substitute—for the role of the physician in promoting this
awareness. We think that it is the referring surgeon’s respon-
sibility to give patients information regarding breast recon-
struction and to include plastic surgeons in the decision-mak-
ing process. The option for breast reconstruction may not be
presented to some breast cancer patients simply because their
surgeons are still biased against reconstruction. It has been
shown that many surgeons have concerns about compromis-
ing surgical resection for reconstruction and the possibility of
hindering detection of local recurrences, despite the fact that
clinical evidence does not support these viewpoints [27]. Breast
reconstruction should be regarded as an integral part of breast
cancer treatment with positive effect on patients’ quality of life
after mastectomy.

Another interesting finding of our study is that a significant pro-
portion of participants who were aware of breast reconstruction
had inadequate knowledge about important aspects of breast
reconstruction such as reconstruction methods, timing options,
surgical safety, and financial issues. We believe that this imper-
fect knowledge can also act as a barrier to breast reconstruc-
tion. For example, approximately two-thirds of the participants
who were aware of breast reconstruction stated that these op-
erations are not covered by insurance. This is despite the fact
that breast reconstruction procedures are covered by health
insurance in Turkey, whether they are done in conjunction with
mastectomy, soon after mastectomy, or years later. We believe
that this is because people generally tend to perceive plastic
surgery as “cosmetic surgery.” This situation has been proposed
as the reason for low utilization of breast reconstruction among
breast cancer patients in the United States [28].

We think that one of the main reasons that may deter patients
from undergoing breast reconstruction is lack of knowledge
about reconstruction methods. Of the participants who were
aware of breast reconstruction, only a small proportion had
knowledge about autologous tissue transfers as an option; the
majority knew only about implants as a reconstructive option.
Widening the knowledge about autologous options is important
because many women would choose not to have breast recon-
struction after mastectomy if that meant having an implant or
foreign object in their body.

Some breast cancer patients may choose not to have breast re-
construction because they do not want another surgical opera-
tion which they feel is unnecessary. More than half of the par-
ticipants with knowledge about breast reconstruction thought
that breast reconstruction after mastectomy is not worth the
risks and efforts. Previous studies have shown that patients’
feelings that restoration of the breast was not important at the
time of cancer diagnosis was a fundamental reason for not un-
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dergoing reconstruction [29]. We believe that more information
about the psychosocial and quality-of-life benefits of breast
reconstruction should be disseminated in more detail through
physicians and through the media. Perceptions of patients
should then evolve away from viewing breast reconstruction as
a “cosmetic procedure.”

One of the major limitations of our study is that the sample
included only university students, so the results of the study
cannot be generalized to the larger population in Turkey. An-
other limitation of this study is that our population was rela-
tively homogenous as a group. This did not allow us to evaluate
the effects of various socio-demographic variables such as age,
race, social status, and educational background on the degree
of awareness about breast reconstruction. These factors have
been cited in the literature as predictors of breast reconstruc-
tion utilization [30,31].

Conclusion

In comparison with participants’ high knowledge of breast can-
cer, the level of awareness about breast reconstruction can be
considered to be relatively low. This imperfect knowledge is
among the main reasons for low rates of breast reconstruc-
tion. As with breast cancer detection, all efforts should be made
for disseminating awareness among the population of breast
reconstruction.

Acknowledgment

The author declares that he has no conflict of interest and has
no financial interest or other relationship with the manufactur-
ers of any products or providers of any service mentioned in
this article. None of the tables have been published previously
and no company or publisher owns the copyright on them.

Ethical Consideration

All procedures performed in studies involving human partici-
pants were in accordance with the ethical standards of the
institutional and/or national research committee and with the
1964 Helsinki declaration and its later amendments or com-
parable ethical standards. Informed consent was given by all
participants who were included in this study.

Competing interests
The authors declare that they have no competing interests.

References

1. Alikanoglu AS, Yildirnm M, Stiren D, Kargi A, Yildiz M, Sezer C et al. Bcl-2 and Ki-67
Expression in Young Women with Breast Cancer. J Clin Anal Med 2013;4(5):386-9.
2. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2016. CA Cancer J Clin
2016;66(1):7-30.

3. Eser S, Yakut C, Ozdemir R, Karakilinc H, Ozalan S, Marshall SF et al. Cancer
incidence rates in Turkey in 2006: a detailed registry based estimation. Asian Pac
J Cancer Prev 2010;11(6):1731-9.

4. Yilmaz S, Atak N. The evaluation of risk of breast cancer from the perspective
of nutritional factors. Turk J Public Health 2014;12(1):51-60.

5. de Morais FD, Freitas-Junior R, Rahal RM, Gonzaga CM. Sociodemographic and
clinical factors affecting body image, sexual function and sexual satisfaction in
women with breast cancer. J Clin Nurs 2016;25(11-12):1557-65.

6. Arroyo JM, Lopez ML. Psychological problems derived from mastectomy: a qual-
itative study. Int ) Surg Oncol 2011;2011:132461.

7. Cohen MZ, Kahn DL, Steeves RH. Beyond body image: the experience of breast
cancer. Oncol Nurs Forum 1998;25(5):835-41.

8. Ganz PA, Rowland JH, Desmond K, Meyerowitz BE, Wyatt GE. Life after breast
cancer: understanding women’s health-related quality of life and sexual function-
ing. J Clin Oncol 1998;16(2):501-14.

9. Wolberg WH, Tanner MA, Romsaas EP, Trump DL, Malec JF. Factors influencing

options in primary breast cancer treatment. ) Clin Oncol 1987;5(1):68-74.

10. Steginga S, Occhipinti S, Wilson K, Dunn J. Domains of distress: the experience
of breast cancer in Australia. Oncol Nurs Forum 1998;25(6):1063-70.

11. Lindley C, Vasa S, Sawyer WT, Winer EP. Quality of life and preferences for
treatment following systemic adjuvant therapy for early-stage breast cancer. )
Clin Oncol 1998;16(4):1380-7.

12. Kemeny MM, Wellisch DK, Schain WS. Psychosocial outcome in a randomized
surgical trial for treatment of primary breast cancer. Cancer 1988;62(6):1231-7.
13. Rancati A, Gonzalez E, Angrigiani C, Gercovich G, Deza EG, Dorr J. Oncoplastic
options in breast conservative surgery. Gland Surg 2013;2(3):163-9.

14. Bland Kl, Menck HR, Scott-Conner CE, Morrow M, Winchester D), Winchester
DP. The National Cancer Data Base 10-year survey of breast carcinoma treatment
at hospitals in the United States. Cancer 1998;83(6):1262-73.

15. Fisher B, Anderson S, Redmond CK, Wolmark N, Wickerham DL, Cronin WM.
Reanalysis and results after 12 years of follow-up in a randomized clinical trial
comparing total mastectomy with lumpectomy with or without irradiation in the
treatment of breast cancer. N Engl ) Med 1995;333(22):1456-61.

16. Nelson MC, Norton HJ, Greene FL. Breast conservation therapy versus mastec-
tomy in the community-based setting: can this rate be used as a benchmark for
cancer care? Surg Oncol Clin N Am 2011;20(3):427-37, vii.

17. Karanlik H, Ozmen V, Asoglu O. Long term results of surgical treatment for
breast cancer. The Journal of Breast Health 2006;2(2):89-95.

18. Ang BK. Increasing breast reconstruction rates by offering more women a
choice. ANZ J Surg 2014;84(9):693.

19. Fang SY, Shu BC, Chang YJ. The effect of breast reconstruction surgery on
body image among women after mastectomy: a meta-analysis. Breast Cancer Res
Treat 2013;137(1):13-21.

20. D'Souza N, Darmanin G, Fedorowicz Z. Immediate versus delayed reconstruc-
tion following surgery for breast cancer. Cochrane Database Syst Rev 2011, DOI:
10.1002/14651858.CD008674.pub2(7):CD008674.

21. Pittermann A, Giunta RE, Kamolz L. [Psychological aspects of breast recon-
struction after breast cancer]. Handchir Mikrochir Plast Chir 2013;45(4):235-9.
22. Kruper L, Holt A, Xu XX, Duan L, Henderson K, Bernstein L et al. Disparities
in reconstruction rates after mastectomy: patterns of care and factors associ-
ated with the use of breast reconstruction in Southern California. Ann Surg Oncol
2011;18(8):2158-65.

23. Montazeri A, Vahdaninia M, Harirchi I, Harirchi AM, Sajadian A, Khaleghi F et
al. Breast cancer in Iran: need for greater women awareness of warning signs and
effective screening methods. Asia Pac Fam Med 2008;7(1):6.

24. Evans DG, Barwell J, Eccles DM, Collins A, Izatt L, Jacobs C et al. The Angelina
Jolie effect: how high celebrity profile can have a major impact on provision of
cancer related services. Breast Cancer Res 2014;16(5):442.

25. Raphael J, Verma S, Hewitt P, Eisen A. The Impact of Angelina Jolie (AJ)’s Story
on Genetic Referral and Testing at an Academic Cancer Centre in Canada. ) Genet
Couns 2016, DOI: 10.1007/s10897-016-9973-6

26. Lebo PB, Quehenberger F, Kamolz LP, Lumenta DB. The Angelina ef-
fect revisited: Exploring a media-related impact on public awareness. Cancer
2015;121(22):3959-64.

27. Lester LJ. A critical viewpoint by a general surgeon toward reconstructive
surgery after mastectomy. Clin Plast Surg 1979;6(1):15-7.

28. Wilkins EG, Alderman AK. Breast reconstruction practices in north america:
current trends and future priorities. Semin Plast Surg 2004;18(2):149-55.

29. Kaplan CP, Karliner LS, Hwang ES, Bloom J, Stewart S, Nickleach D et al. The
effect of system-level access factors on receipt of reconstruction among Latina
and white women with DCIS. Breast Cancer Res Treat 2011;129(3):909-17.

30. Christian CK, Niland J, Edge SB, Ottesen RA, Hughes ME, Theriault R et al.
A multi-institutional analysis of the socioeconomic determinants of breast re-
construction: a study of the National Comprehensive Cancer Network. Ann Surg
2006;243(2):241-9.

31. Morrow M, Scott SK, Menck HR, Mustoe TA, Winchester DP. Factors influencing
the use of breast reconstruction postmastectomy: a National Cancer Database
study. ] Am Coll Surg 2001;192(1):1-8.

How to cite this article:
Abbas OL. Breast Reconstruction Awareness Among Turkish University Students:
A Cross-Sectional Study. ) Clin Anal Med 2016;7(suppl 3): 238-42.

242 | Journal of Clinical and Analytical Medicine



Efficiency of Problem-Based Learning in Medical

Education: Views of Tutors and Students

Efficiency of Problem Based Learning

Erol Giirpinar, M. Kemal Alimoglu, Yesim Senol, Stimer Mamakli

Akdeniz University Faculty of Medicine Department of Medical Education Antalya, Turkey

Ozet

Amag: Bu calismanin amaci, Probleme Dayali Ogrenime (PDO) katilan egitim
yénlendiricisi ve 6grencilerin, belirli becerilerin gelistirilmesi konusunda PDO
ve klasik egitimin katkisi hakkindaki gériislerini ve PDO egitiminden duyulan
memnuniyeti belirlemektir. Gere¢ ve Yontem: Arastirma Grubu, 2012-2013
egitim 6gretim déneminde PDO oturumlarina katilan 228 egitim yénlendiri-
cisi ve 195 tip 6grencisinden olusmaktadir. Mayis 2013 tarihinde tim kati-
limcilara bir anket uygulanarak arastirma gerceklestirilmistir. Bulgular: Egi-
tim yonlendiricilerinin %78’i (n=178) ve 6grencilerin %80.5’i (n=157) anket
sorularina yanit vermistir. Egitim yénlendiricilerinin %89.8'i “PDO &égrenciler
icin genel anlamda yararli bir uygulama midir?” sorusuna ve %65.9'u “PDO
den memnun musunuz?” sorusuna evet yaniti vermistir. Ogrencilerde bu soru-
ya evet yaniti %82.5'dir. Egitim yonlendiricisi ve 6grencilerin goruslerini sap-
tamak amaci ile ankette yer alan ve PDO'niin belirli konu basliklarindaki kat-
kisini saptamayi amaglayan kapali uclu sorulardan, “katki saglamistir” seklin-
de en fazla yanit verilen baslik egitim yénlendiricilerinde “PDO bilgilerin kar-
sidakine aktarmaya katki sagliyor” 6grencilerde ise “iletisim becerisin gelis-
tiriyor” seklinde olmustur. Tartisma: Egitim yénlendiricilerinin ve 6grencile-
rin cogunlugunun PDO uygulamasindan memnun olduklari ve PDO'niin belir-
li konu basliklarinda klasik egitime gore olumlu yénde katkisi olduklarini di-
stindiikleri belirlenmistir.

Anahtar Kelimeler
Probleme Dayali Ogrenme; Egitim Yonlendiricisi; Tip Ogrencisi; Tip Egitimi

Abstract

Aim: The aim of the study was to determine the opinions of tutors and stu-
dents participating in Problem-Based Learning sessions regarding the extent
to which PBL contributed to certain skills in comparison with the traditional
curriculum and to clarify whether they are satisfied with PBL or not. Material
and Method: The research population consists of the 228 tutors and 195
medical students participating in PBL sessions during the 2012-2013 aca-
demic years. A questionnaire was sent to the participants in May 2013. Re-
sults: Seventy-eight percent of the tutors (n=178) and 80.5% of the students
(n=157) completed the questionnaire. Of the tutors, 68.8% answered “yes”
to the question, “In general, is PBL beneficial to the student?” and 65.9% of
the tutors answered “yes” to the question, “Are you satisfied with PBL?” This
question was answered “yes” by 82.5% of the students. Among the closed-
ended questions aimed at determining the opinions of the tutors and stu-
dents about the extent of PBL’s contribution in certain subject headings, the
tutors marked the option “it contributed” for the subject headings of “PBL
helps pass knowledge to other people,” while the students marked this option
for the subject heading of “developing communication skills”. Discussion: A
majority of the tutors and students were satisfied with PBL and indicated
that PBL considerably contributed to the students in the areas in which PBL
is regarded as superior to the traditional curriculum.
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Introduction
Problem-based learning (PBL) was introduced into medical
school curricula by McMaster University in Canada in 1969
and has since been adopted by many medical schools world-
wide [1]. The benefits provided by PBL are one of the prominent
reasons for its popularity in medical education [2]. This edu-
cation method furnishes students with skills including logical
problem-solving, analyzing, synthesizing, accessing informa-
tion, and interpretation. It ensures that the student develops
his/her knowledge and skills simultaneously, synthesizes and
analyzes information, and acquires the skill of continuous, self-
directed learning [3-5]. It also gives hints to the students about
the use of the acquired information in real life. The student
learns how to learn effectively through discussions and by ask-
ing questions, and appreciates the importance of team work
[6-10]. PBL ensures that the student relinquishes his/her pas-
sive receptor role and instead learns actively through asking
questions, researching, and feeding their curiosity. It helps the
student acquire skills that are vital for medical education, such
as problem-solving, producing alternative hypotheses in the
face of problems, accessing new information in order to explain
those hypotheses, searching information resources to access
new information, using and evaluating the accessed informa-
tion, and teamwork and communication skills [11-12]. Because
of all these benefits, PBL is becoming more and more wide-
spread in medical education.

Faculty members (tutors) and students are the two most impor-
tant stakeholders in PBL [14-15]. Therefore, determining the
opinions of both the tutors and the students regarding PBL may
be beneficial both in evaluating PBL and also in detecting and
subsequently improving deficits in medical education programs.
In the literature, there are many studies of PBL; however, there
are a limited number of studies investigating the opinions and
thoughts of both the tutors and the students [16-20].

The aim of this study was to determine opinions of the tutors
and students participating in PBL sessions about the ex-
tent of the contribution of PBL to certain skills in com-

tributed to the students in the subject headings mentioned be-
low?” and to the students under the main question, “To what
extent has PBL contributed to you in the subject headings men-
tioned below?” In both questionnaires, the participants were
asked to answer the questions using a 5-point Likert scale (it
never contributed, it did not contribute enough, | am indecisive,
it contributed, it contributed well enough). During the statistical
analyses, the choices, “it never contributed” and “it did not con-
tribute enough” were combined into “it did not contribute” and
the choices, “it contributed” and “it contributed well enough”
were combined into “it contributed”.

Results

78% of the tutors (178 tutors) and 80.5% of the students (157
students) responded to the questionnaire. 68.8% of the tutors
gave the answer “yes” to the question, “In general, is PBL ben-
eficial to the student?” It was determined that this answer was
most frequently given by the tutors employed in departments of
basic sciences (78%) (Table 1).

As for the question, “Are you satisfied with PBL?” 65.9% of the
tutors responded “yes.” The ratio of these respondents was the
highest in the departments of basic sciences (80.5%) (Table
2). Of the students, 82.5% gave the answer “yes” to the same
question (Table 3).

The tutors from the departments of surgical sciences are least
satisfied with PBL. In their responses to the open-ended ques-
tion regarding opinions and suggestions about PBL, this group
mentioned several problems: the time-consuming nature of
PBL, the difficulty of allocating time for PBL while being busy
with routine work, the burden of acting as tutors in a topic in
which they are not competent, and not believing in the benefit
of PBL. In this open-ended question, the tutors requested iden-
tification of topics that are suited to self-directed learning and
appropriate for comprehensive discussion and for better con-
struction of PBL scenarios. The students requested the tutors

Table 1. Answers of tutors to the question “Is PBL a beneficial practice for the students

in general?” according to their department

parison with the traditional curriculum and to clarify their

Department of
tutors

level of satisfaction with PBL.

Is PBL a beneficial practice for the students in general?

Yes | am indeci- No Total

Material and Method sive
This is a cross-sectional and descriptive study. The re- Num- % Num- % Num- % Num- %
search population consisted of the 228 tutors in charge ber ber ber ber
of PBL sessions during the academic year of 2012-2013 Basic sciences 32 7805 1224 o8 41 1000
and all of the first-year medical students (n=195) in Ak- Medical sciences 54 7201 14710 15373 1000
deniz University School of Medicine Surgical sciences 35 583 13 217 12 200 60 100.0

Total 121 688 29 165 26 148 176* 1000

A questionnaire was sent to the study population in May

2013, the final month of the academic term. Questions
included in the questionnaire ascertained the depart-

Table 2. Answers of tutors to the question “Are you satisfied with PBL?” according to
their department

ment where the tutor is employed, whether he/she thinks

Department of tutors

Are you satisfied with PBL?

that PBL is a beneficial application for the students, and

Yes lam No Total

whether he/she is satisfied with PBL. Additionally, a lit- indecisive
erature review identified the areas that are generally ac- Num- % Num- % Num- % Num- %
cepted to be better served by PBL than by the traditional ber ber ber ber
curriculum. Twelve subject headings were identified and ~ B3sic sciences 35 805 4 o8 4 o8 4 100.0
questions related to these were included in the question- ~ Medical sciences 49 645 14 184 13 171 76 1000
naire [21]. These questions were directed to the tutors  Surgical sciences 4 576 16 271 9 153 59 1000

Total 116 659 27 153 33 188 176" 1000

under the main question, “To what extent has PBL con-
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Table 3. Answers of both tutors and students to the question “Are you satis-
fied with PBL?”

Table 5. The mean scores obtained from the responses of both tutors and the
students to the suggestions of PBL's contribution in certain subject headings

Research Are you content with PBL? Subject heading Tutors Students Statistical
population Yes I am indeci- No Total analyses
sive Mean SD Mean SD p t*
Num- % Num- % Num- % Num- % Skill of telling the information 3.95 092 4.22 0.79 000 -292
ber ber ber ber gained to the others
Tutors 116 659 27 153 33 188 176 100.0 Self-directed learning and use  3.90 1.00 4.024 085 000 -4.22
Students 127 825 18 117 9 58 154 1000 of learning resources

to attend the classes well-prepared and have a participation
standard (the students mentioned that some tutors participat-
ed more and some participated less in the sessions) and better
selection of topics.

Among the closed-ended questions aimed at determining the
opinions of the tutors and the students about the extent of PBL’s
contribution in certain subject headings, the tutors marked the
option “it contributed” most frequently for the statements cov-
ering the subject headings of “skill of telling the information
gained to the others,” “using information sources like library
and the internet to access information,” and “interpersonal re-
lationships, adaptation to teamwork,” while the students most
frequently marked this option for the statements covering the
subject headings of “developing communication skills,” “using
information sources such as library and internet to access in-
formation,” and “skill of telling the information gained to oth-
ers” (Table 4).

When the mean scores obtained from the responses to the
above-mentioned questions were compared, a significant dif-
ference was observed between the mean scores given by the
tutors and the students to the items rating the contribution
of PBL to the skills of decision-making, integrating obtained
knowledge, increasing the motivation for learning, problem-
solving, critical thinking, and development of the skill of ap-
proaching the patient as a biopsychosocial whole. The students
gave higher scores to these items except for the skills of com-
munication and self-directed learning (Table 5).

When mean scores obtained from responses to 11 items that
were included in both of the student and tutor questionnaires
were compared, the students gave significantly higher scores to

Table 4. The percentage of the tutors and the students who say “I agree” with
PBL’s contribution in certain subject headings

Subject heading Tutors Students
Number % Number %

Skill of telling the information gained to 135 763 132 84.6

the others

Using the information sources like library 123 69.4 96 61.1

and internet to access information

Self-directed learning and use of learning 121 684 135 85.9

resources

Developing critical thinking skills 121 683 129 82.7

Increasing motivation for learning 17 66.1 126 81.3

Developing communication skills 113 639 141 90.4

Problem-solving skill 113 639 127 81.4

Integrating obtained knowledge 104 59.1 121 77.5

Developing decision-taking skills 98 556 128 82.0

The development of the skill of approach- 89 506 118 75.7

ing the patient as a biopsychosocial whole

PBL helps life-time learning 83 469 112 71.4

Using the information sources  3.87 099 3.61 124 004 205
like library and internet to ac-

cess information

Problem-solving skill 3.71 098 417 0.88 0.00 -453
Developing critical thinking 3.69 096 420 087 000 -501
skills

Developing ~ communication 3.68 1.06 4.64 113 000 -2.99
skills

Increasing the motivation for 3.64 1.01 409 093 000 -4.15
learning

Integrating obtained knowl- 3.55 1.01  4.07 093 0.00 -488
edge

Developing  decision-taking 3.49 1.04 416 086 000 -6.29
skills

PBL helps life-time learning 3.36 1.06 394 092 000 -534
The development of the skill 3.35 110 4.07 093 0.00 -299

of approaching the patient as
a biopsychosocial whole

all items except for “using resources such as library or internet
to access information”.

Discussion and Conclusion

Similar results have been obtained in the studies found in the
literature aimed at determining the opinions of tutors and stu-
dents about PBL in medical education. In a study performed
with faculty members employed in faculties of medicine who
were tutors in charge of PBL sessions between 1992 and 1993,
it was determined that the majority of the tutors thought that
PBL’s contribution to the students was greater than that of the
traditional curriculum [16]. Similar results have been obtained in
the faculties of medicine in different countries and it has been
determined that both the students and tutors were satisfied
with PBL [17-19].

Similarly, we determined that the majority of tutors in charge of
PBL sessions think that PBL is a beneficial application for the
students and are satisfied with PBL. Additionally, the majority
of tutors think that PBL offers a significant contribution to the
students in the areas in which PBL is regarded as superior to
the traditional curriculum.

It is a striking finding that the numbers of tutors who are satis-
fied with PBL and think that PBL is beneficial to the student
are higher in the departments of basic sciences compared to
the other departments. This finding is especially important
since PBL is a model used in medical education. Additionally,
the high rate of students (74.5%) who are satisfied with PBL is
an eminently important finding to ensure that the PBL method
continues to be used. Regarding skills that are better acquired
through PBL than through the traditional curriculum, the mean
scores given by the students were higher for eight items. This
finding shows that the students think that PBL makes positive
contributions in terms of the skills mentioned in those items. In
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light of these findings, it may be concluded that PBL is espe-
cially useful in teaching basic sciences in medical education. It
helps the students acquire skills such as problem-solving, com-
munication, critical thinking, decision-making, approaching the
patient as a whole, integrating basic and clinical knowledge,
self-directed learning, and increasing the motivation for learn-
ing, all of which are crucial components of medical education.
We think that the preparation of a suitable scenario for the
selected topic, characteristics of the faculty members who pre-
viously had followed PBL curricula and who are still involved in
PBL sessions, the adoption of PBL by the students and tutors,
the gradual improvement of the students’ access to information
and the infrastructure (the library, the number of computers,
internet connections etc.) all positively impacted the opinions
of the participants.

Some attempts were made to solve the problems identified
in the responses to the open-ended question. For example we
assign the tutors to PBL sessions only once in every term to
decrease workload. Also, we assign them to modules that are
closely relevant to their fields to decrease preparation time and
effort. In order to better select the topics and build better sce-
narios, a committee was assigned to check and advise for the
scenarios. We acknowledge that the duration of PBL sessions
can vary substantially depending on the tutor. In order to cope
with this problem, we decided to give short “refresher” courses
to faculty members.

All of the suggestions are being taken into consideration as we
continue the process of planning and developing educational
and instructional activities in our school of medicine.
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Ozet

Akcigerin primer pulmoner leiomiyomu benin natirlidir ve en nadir mezodermal
kokenli timérlerdendir. Rutin gégis réntgeni cekimlerinin artmasi ile birlikte bu
lezyonlarla daha siklikla karsilasiimaga baglanmistir. Tedavisi parankim koruyucu
rezeksiyondur ve prognozu oldukga iyidir. Otuz yasinda, 6ksiirik, balgam cikarma
ve gece terlemesi sikayetleri ile bagvuran bir erkek hastanin gorintiileme tetkikle-
rinde sol alt lobda kitle saptanmasi tizerine yapilan rezeksiyon sonucu primer pul-

moner leiomiyom tanisi alan olguyu sunduk.
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Abstract

Primary pulmonary leiomyoma of the lung is benign in nature and is one of the
rarest tumors of mesodermal origin. Because of the increasing number of rou-
tine chest roentgenograms, these lesions are being discovered more frequently.
Treatment is by conservative surgical resection and carries a favorable prognosis.
We presented a 30-year-old patient with expectoration cough and night sweats
who undergone resection due to a mass in left lower lobe and diagnosed primary

pulmonary leiomyoma.
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Introduction

A lung tumor may manifest as a solitary nodule, as a mass,
or as an endobronchial obstructing lesion. A variety of uncom-
mon primary tumors and pseudotumors may sporadically af-
fect the lung, although they represent less than 1% of all lung
neoplasms. These rare pulmonary tumors can be either benign
or malignant and have a broad spectrum of mesenchymal, epi-
thelial, lymphoreticular, and vascular causes [1-3].

Primary leiomyoma of the lung is benign in nature and is one of
the rarest tumors of mesodermal origin [4]. Primary pulmonary
leiomyoma (PPL) is thought to arise from the smooth muscle of
the bronchi, bronchioles, or bronchial arterioles. Leiomyomas
were first described by Forkel in 1910 [5]. About one third of
these lesions are of endobronchial origin [6,7]. Because of the
increasing number of routine chest roentgenograms, these le-
sions are being discovered more frequently. On occasions, this
type of tumor has been followed roentgenographically over an
interval of several years and definite growth has been observed.
Exploratory thoracotomy with removal and definitive diagnosis
is certanly advisable [4]. We aim to report an additional pulmo-
nary leiomyoma case and to review the literature.

Case Report

A 30-year-old smoker male was admitted to our clinic with com-
plaints of productive cough and night sweating for two months.
At physical examination, breath sounds were slightly decreased
in the left base. Body temperature was 37.6 °C with a pulse rate
of 89 beats/minute and a respiratory rate of 20/minute. Blood
count examination, routine biochemical tests and urine analysis
were within normal values. Erythrocyte sedimentation rate was
13 mm in the first hour. The patient’s chest radiograph showed
a 36 mm nodular lesion with smooth contours (Figure 1).

Figure 1. PA graph demonstrating a 36 mm nodular lesion with smooth contours.

For detailed characterization of the lesion, computed tomog-
raphy (CT) of the thorax was performed. CT demonstrated a
homogenous nodular lesion in the posterior segment of the left
lung with a smooth, slightly lobulated contours. The attenuation
value of the lesion was 45 HU and was isodense with muscu-
lar tissue. The lesion had no calcification foci. There was no
mediastinal or hilar lymphadenomegaly. To delineate the en-
dobronchial anatomy a fiberoptic bronchoscopy was performed
and revealed no lesion. A transthoracic needle aspiration biopsy

was performed and yielded no diagnosis. The size, slightly lobu-
lated contour, absence of benign calcification the natures of the
lesion, the smoking history of the patient all indicated a referral
to surgery. Before surgery, positron emission tomography was
performed. It found that the lesion had a standard uptake value
(SUV-max) of 1.5 and subcarinal lymph nodes had 1.3 SUV-max.
An exploratory left thoracotomy was performed and a smooth-
lobulated solid mass was found in the posterior segment of the
lower lobe. A needle biopsy was taken for frozen section analy-
sis and it was found to be a benign spindle cell mesenchymal
tumor. A wedge resection was performed to remove the lesion.
Macroscopic examination showed a grey-white, smooth con-
toured lesion, measured at 5x3x3cm. Microscopic examination
with Hemotoxylin-Eosin (H&E) showed uniform, nonpleomor-
phic spindle cells with elongated nuclei which are characteristic
of smooth muscle cells, no mitosis, necrosis or pleomorphism
was detected. An immunohistochemical study was positive for
desmin and smooth muscle actin (SMA) (Figure 2). In light of
these findings the lesion was diagnosed as primary pulmonary
leiomyoma. The patient attends follow-up at an outpatient
clinic and has continued doing well 6 years following surgery.

Figure 2. Immunohistochemical study demonstrating positive reaction for desmin
and smooth muscle actin (SMA)

Discussion

Leiomyoma accounts for fewer than 1% of all lung neoplasms
[7]. Primary leiomyomas can present as parenchymal, endo-
bronchial, or tracheal. Over half of these lesions arise from
the pulmonary parenchyma, one-third from bronchi, and fewer
from trachea [8]. There is general agreement that endobron-
chial leiomyomas originate in the smooth muscle fibers of the
bronchial wall [9,10].

In our case, the patient was a 30-year-old male with parenchy-
mal leiomyoma. Leiomyomas are predominantly tumors of the
young and middle aged with a mean age of 39.1 years [10].
In adults, while parenchymal leiomyoma occurs twice as often
in females as males, endobronchial leiomyoma occurs equally
in both sexes [6]. One-third of pulmonary leiomyomas are as-
ymptomatic [8]. Parenchymal lesions rarely cause symptoms.
92.9% of patients with endobronchial leiomyoma have respira-
tory symptoms due to a partial or total obstruction of a bron-
chus and superimposing infections resulting from atelectasis
or bronchiectasis, distal to the obstruction [10]. Our patient
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was suffering from productive cough and night sweating with
parenchymal form, there were no parenchymal infiltrative shad-
ows, atelectasis, or air trapping found by chest radiography and
CT examination.

Magnetic resonance imaging (MRI) is the most useful imaging
modality for characterizing these tumors, because, regardless
of their anatomic location, classic leiomyomas have signal in-
tensity similar to that of smooth muscle on images obtained
with any MR pulse sequence. However, histopathologic analysis
is usually required to confirm the diagnosis [11].

Different surgical and anesthesiologic strategies are used, ac-
cording to the location of the lesion. But the main principle is to
save as much parenchyme as possible. For tracheal tumors and
main bronchial lesions that required carinal reconstruction, the
operation is performed using an anterior approach via median
sternotomy. For tumors located at the lobar bronchus the usual
segmentectomy or lobectomy, and for more distal locations a
wedge resection should performed with a lateral decubitus po-
sition [12]. We preferred wedge resection because the pathol-
ogy report was a benign lesion at frozen section.

PPL is very rare, and may sometimes arouse suspicion of ma-
lignancy in the differential diagnosis nodules or masses in the
lung, whilst it carries excellent prognosis with complete resec-
tion.
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Ozet

intra-abdominal yerlesimli bronkojenik kistler son derece nadirdir. Cogunlukla int-
ratorasik yerlesimli olmalarina ragmen, diyafragma altinda da nadiren yerlesim
gosterirler. Bu calismada diyafragma altinda saptanan ve cerrahi eksizyon yapilan

2 olgu literatiir bilgileri 1s1ginda sunuldu.
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Abstract

An intra-abdominal tumor originating from a bronchogenic cyst is an extremely
rare entity. Although commonly located in the thoracic cavity, these cysts are
occasionally present underneath and even within the diaphragm. We report two
cases of bronchogenic cysts localized in the extra-thoracic region and treated

with surgical therapy, in light of the current literature.
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Introduction

Bronchogenic cysts are rare congenital developmental anoma-
lies of the foregut. They are usually localized in the mediasti-
num. Rarely, bronchogenic cysts are reported in extra-thoracic
regions such as the sub-diaphragmatic area or cervical region
[1-3]. When these cysts are localized in an intra-abdominal re-
gion, their radiological and clinical diagnosis is difficult because
they may resemble gastrointestinal stromal tumors, neuroen-
docrine tumors, leiomyoma, and pancreatic pseudocysts [4-6].
In this study, we will present two cases of sub-diaphragmatic
bronchogenic cysts treated with surgical resection.

Case Report 1

A 35-year-old woman presented with epigastric pain during
menstruation periods for 1 year. Clinical examination revealed
epigastric tenderness; her laboratory tests were within nor-
mal limits except for a mild increase in CA 125 with a level of
64.97 U/ml (reference range 0-35 U/ml). An ultrasound scan
and computed tomography of the abdomen revealed a tubular
thin walled cystic lesion, approximately 8x7x4 mm, connected
to the antrum of the stomach, right lobe lateral segment of the
liver and the corpus of the pancreas with nodular components.
(Figure 1A). She underwent an operation via laparotomy with
the pre-diagnosis of mesenteric cyst, pancreatic cyst, or dupli-
cation cyst. At operation, the cystic lesion was identified and
excision was performed totally with its capsule. Histological ex-
amination showed an 8.5x5x5 cystic lesion with 2-3 mm of wall
thickness and a mucoid content. The cyst was lined ciliated co-
lumnar respiratory epithelium containing smooth muscle tissue
and sero-mucinous acini on the wall. The pathological diagnosis
was a bronchogenic cyst.

Case Report 2

A 54-year-old male patient was admitted to the hospital with
chest pain. Computed tomography revealed a regular bordered,
oval lesion of 9x7x5cm in diameter on the postero-medial part
of the diaphragm medial to the spleen, surrounded by calcifica-
tions (Figure 1B). Left posterolateral thoraco-phrenotomy was
performed. Exploration found a regular bordered, encapsulated
lesion with thick wall that was attached to the peritoneal sur-
face of the diaphragm in a small region, lying through the left
crus of the diaphragm without any invasion of the surround-
ing structures, and containing gelatinous fluid. The lesion was
explored thoroughly. The pathology report was a cystic lesion
lined with stratified ciliated epithelium containing a broncho-
genic wall with sero-mucinous glands surrounded by cartilage

Figure 1. Findings from computed tomography - a 9.5x4cm tumor lesion of the
posterior side of antrum of the stomach (A). Computed tomographic scan showing
a 9x7x5 cm in diameter regular bordered mass on the left postero-medial part of
the diaphragm (B).

areas. These findings were compatible with bronchogenic cyst
(Figure 2A,B).

Figure 2. This photomicrograph shows cystic tissue lined by respiratory epithelium
(A). There was cartilage and lymphoid tissue in the wall of the cyst (B).

Discussion

Bronchogenic cysts are rare malformations of the ventral fore-
gut due to the abnormal budding of the tracheobronchial tree
on the 5th week of fetal development. They are usually reported
in the mediastinum and inside the lung parenchyma; rarely, they
are reported in extra-thoracic regions including the retroperito-
neal region, stomach, pancreas, and gall bladder [1,4,5].

As described by Sumiyoshi et al. in 1985, between the 3rd and
7th weeks of embryonic development, in the presence of delay
or insufficiency in pericardioperitoneal canal closure, the ele-
ments of the tracheobronchial tree may go through the abdom-
inal cavity. This theory may describe the development of intra-
abdominal bronchogenic cysts [1]. These cysts are commonly
confused with duplication cysts of the gastrointestinal tract.
However, these are lined with ciliated pseudostratified colum-
nar epithelium. Some authors also describe the gastric duplica-
tion cysts in the foregut as cystic malformations. Cartilage and
glandular tissue is present on the wall of bronchogenic cysts;
however, gastric duplication cysts are lined with gastric mucosa
[2,4,7]. In both of our cases, the cyst was lined with respiratory
epithelium and smooth muscle tissue and sero-mucinous acini
were present on the cyst wall. Moreover, in our second case,
cartilage tissue was also present on the cyst wall.

Generally, a sub-diaphragmatic bronchogenic cyst is an asymp-
tomatic disease and easily diagnosed. Rarely, it may cause non-
specific symptoms such as abdominal pain, nausea-vomiting,
and epigastric mass. The exact radiological diagnosis of these
cysts is not easy [2-5]. The findings on a CT may resemble gas-
trointestinal stromal tumors, pancreas cysts, or neurogenic
tumors. Retroperitoneal cysts are often confused with lymph-
angioma, mucinous cyst adenoma, and epidermoid cysts. They
are also confused with mucinous carcinoma and retroperitoneal
pseudomyxoma due to their cystic and solid components. En-
doscopic ultrasound or fine needle aspiration do not give exact
results every time. Moreover, aspiration-associated complica-
tions such as fistula formation and bleeding have been reported
in the literature [5-8]. For that reason, exact diagnosis is made
with the histopathological evaluation of resection material, as
in our cases.
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Surgical excision is recommended in symptomatic cases. Since
these cysts have the potential of malignant degeneration, sur-
gery should be considered for a definitive diagnosis. For that
reason, in asymptomatic cases, surgery is controversial. How-
ever, since preoperative diagnosis is difficult and there are
some complications due to percutaneous or endoscopic aspira-
tions, surgery may be an option for both diagnosis and treat-
ment [2,4,7,8].

In conclusion, as in both of our cases, clinical and radiological
diagnosis and treatment of extra-thoracic bronchogenic cysts
is difficult in the preoperative period. Complete resection is ad-
vised in symptomatic cases. In asymptomatic cases, surgery
still may be a treatment option for diagnosis, because of pos-
sible complications of aspiration and because surgery enables
exact histopathological diagnosis. =
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Ozet

Gastrik kacak , tedavi zorlugu nedeniyle laparoskopik sleeve gastrektomi operas-
yonunun en korkulan komplikasyonudur. Gastrik kagak, cerrahi sonrasi genellikle
kendiliginden genisleyen metal stent esliginde drenaj kateterleri kullanilarak yapi-
lir iken, double pigtail kateter yardimiyla endoskopik internal drenaj son zamanlar-
da o6nerilen bir yaklasim haline gelmistir. Bu yazimizda, laparoskopik sleeve gast-
rektomi operasyonu sonrasi distal gastrik kagak gelisen bir olgunun double pigta-

il kateter yardimiyla tedavisini ve sonuclarini sunmaktayiz.
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Abstract

Gastric leakage postsurgery is the most feared complication of laparoscopic
sleeve gastrectomy due to the difficulty of its management. While gastric leak-
agemanagement postsurgery is often performed using internal drainage cath-
eters accompanied by self-expandable metal stents, endoscopic internal drainage
by double pigtail catheter has recently become a recommended approach. Here
we describe our treatment of a patient who experienced distal gastric leakage
after undergoing laparoscopic sleeve gastrectomy using double pigtail catheter

and our treatment recommendations based on the patient outcome.
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Introduction

Gastric leakage (GL) postsurgery is the most feared complica-
tion of laparoscopic sleeve gastrectomy (LSG) due to the dif-
ficulty of its management and the high morbidity and mortality
associated with it [1]. According to a recent systematic analy-
sis, the incidence of GLafter LSG is 2.4%, with 89% of leaks
occurring from the proximal third of the stomach [2]. Manage-
ment of GL frequently requires use of internal drainage cath-
eters accompanied by self-expandable metal stents (SEMS) [1].
Recently, endoscopic internal drainage by double pigtail cath-
eter (DPC) has become a recommended approach after several
studies found it to be better tolerated as well as requiring fewer
procedures and a shorter healing time compared to endoscopic
internal drainage by SEMS[1,3]. In this report we describe our
treatment of a patient who experienced distal GL after under-
going LSG using DPC.

Case Report

A 28-year-old female patient who had undergone LSG 40 days
previously was referred to our clinic for treatment of postoper-
ative GL that had been unsuccessfully managed by conservative
treatment. Despite experiencing30cc/day of purulent drainage
from her drain side, the patient’s general condition was good,
and her vital signs were stable and within normal limits.Up-
per gastrointestinal (Gl) series and computed tomography (CT)
scanning showed a perigastric distal leak and a 61x51 mm ab-
scess at the gastrosplenic region (Figurel). Endoscopic exami-

Figure 1. CT scans showing gastrosplenic abscess formation

nation revealed a 5 mm fistula orifice from the starting point
of the staple line and that the guide wasdelivered across the
orifice emerging from the skin from the drain side (Figure 2).

We began our treatment by expanding the fistula orifice using
endoscopic electrocautery and then placing a 6¢cm long 10 Fr
DPC (Erdamed Biliary Stent, Istanbul, Turkey) under fluoroscop-
ic guidance(Figure 3). On postoperative day 1, we initiated soft
food ingestion, and then progressed to normal food ingestion
on postoperative day 3. At postoperative week 4, we observed
complete closure ofthe orificcand mucosal growth over the

Figure 2. Emergence of the guide delivered across the orifice from the skin

Figure 3. Placement of double pigtail catheter

catheter. We removed the DPC, which was standing freely in-
side the gastric antrum, using endoscopic snare. At the second-
month follow up, the patient neither presented nor complained
of any symptoms and we observed no collection on imaging
studies.

Discussion

Gastric leakage is defined as early, intermediate, or late accord-
ing to its timing postsurgery. Early GL occurs 1 to 4 days post-
surgery, intermediate GL 5 to 9 days, and late GL 10 or more
days [4]. There is no standard treatment protocol for manage-
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ment of GL, and the role of surgical treatment for GL after LSG
is limited to two aims: adequate drainage in order to prevent
abdominal sepsis in case of acute post-operative leak and as a
definitive surgery for chronic fistulas that have been unsuccess-
fully treated using a conservative approach [5]. On the other
hand, nonsurgical treatment of GL using SEMS, clips, and en-
doscopic- and percutaneous-placed drains or tissue sealantsis
believed appropriate for stable patients [5].

Use of SEMS to treat postsurgical GL has become generally
recommended due to research findings indicating that it is as-
sociated with a high rate of success.Nevertheless, migration
and poor tolerance of the prosthesis arerelatively common
and multiple endoscopies for replacements or adjustments are
often required when using this approach [5, 6]. To overcome
these challenges, extra-long, covered,self-expandable endo-
luminal stents have been developed whose use may decrease
theincidence of stent-specific complications[7].Use of over-the-
scope clip (OTSC) is another approach that appears promising
in bariatric surgery. In a recent case series, Keren et al.foundan
80.7% success rate using OTSC[8]. However, theyreported that
26.9% of the patients examined needed additional endoscopic
treatment and that only 2 out of 4 patients with antral leaks
were treated.

Inspired by the success of endoscopic internal drainage for the
management of pseudocysts in chronic pancreatitis, Pequignot
et al. became the first researchers to explore the use of DPC
for GL management after LSG [3]. In a study of the efficacy of
endoscopic internal drainage coupled with enteral nutrition via
nasojejunal catheter,Donatelli et al.reported a 95.2% success
rate (20/21 patients)in GL management after LSG[9]. However,
66% (14/21) of the patients needed repeated endoscopic ses-
sions and 42.8% (9/21) needed additional OTSCs. In a study of
enternal drainage by DPC, Donatelli et al. reported that 78.2%
(50/64) of patients were cured and 52% (26/50) of the cured
patients did not need additional endoscopic sessions [1].In their
study, all patients were kept nil by mouth and provided with en-
teral nutrition, with the exception of 11 patients who were pro-
vided with a normal diet due to complete blockage of a small
leak after placement of the stent.Based on the long-term re-
sults of their study of DPC, Donatelli et al. concluded that enter-
nal drainage by DPC is a valid, curative, and safe method that
should be considered the primary approach toward manage-
ment ofGL in the absence of diffuse peritonitis or multiorgan
failure. In support of this conclusion,an algorithm developed by
Nedelcu et al. to assist in the choice of treatment based on GL
size and presence of gastric stenos (GS) identified use of DPC
as the treatment of choice in patients with gastric leaks<1 cm
in the absence of GS [6].

Conclusion

Use of DPC in the treatment of GL after LGS provides complete
drainage of perigastric collections and induces mucosal growth
over the catheter, making it a safe and effective means of GL
management.
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Ozet

Koroner arterin anormal orjini nadirdir, genellikle myokard infarktiisiine ve ventri-
kiler tasikardiye neden olmaz. Biz sol siniis valsalvadan koken olan ventrikiiler ta-
sikardi ve myokard infarktiisu ile birliktelik gésteren, nadir bir vaka olan anormal
orjinli sag koroner arteri sunduk. Kirk iki yasinda erkek hasta dis merkezden sen-
kop ve senkop éncesinde belgelenmis ventrikiiler tasikardi atagi ile transfer edil-
di. MPS’ de inferior bolgede kiiciik iskemik alan saptandi. Koroner BT anjiyogra-
fide sag koroner arterin, LMCA’ dan ayri bir ostiumla sol koroner aortik siniisten
kaynaklandigi, aorta ve pulmoner trunk arasinda seyrettigi izlendi. Kardiyovas-
kiiler cerrahiyle konsiiltasyondan sonra, diizeltme cerrahisine karar verildi. Cer-
rahlar tarafindan basarili bir diizeltme cerrahisi yapildi ve hasta cerrahiden son-

ra asemptomatikti.
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Abstract

Anomalous origin of the coronary artery is a rare anomaly and does not gener-
ally lead to myocardial infarction and ventricular tachycardia. We report an un-
common case of anomalous origin of the right coronary artery originating from
the left sinus of Valsalva with ventricular tachycardia and myocardial ischemia.
A 42-year-old male was transferred from an external facility due to syncope and
documented episodes of ventricular tachycardia preceding syncope. MPS showed
small ischemic area in the inferior wall. Coronary CT angiography confirmed that
RCA was originating from the left coronary aortic sinus with a separate ostium
from the LMCA and coursing between the aorta and the pulmonary trunk. After
consulting with cardiothoracic surgeons, the decision to perform corrective sur-
gery was made. A successful correction surgery was performed by the surgeons,
and the patient was asymptomatic after surgery.
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Introduction

The literature shows that approximately 1% of patients un-
dergoing coronary angiography have coronary arterial anoma-
lies[1]. The right coronary artery originating from the left sinus
of Valsalva is a rare anomaly, and it is observed in approxi-
mately 0.1% of the patients undergoing coronary angiography
[2]. This may lead to myocardial ischemia, syncope, and sudden
cardiac death, and they often have a silent clinical course [1].

Case Report

A 42-year-old male was referred from an external facility due
to syncope and documented episodes of ventricular tachycar-
dia preceding syncope. The patient had sustained ten episodes
of syncope within the past 3 years. Six months ago, exercise
treadmill test was negative; echocardiography and ECG were all
normal. Non-sustained ventricular tachycardia episodes were
detected in Holter monitoring. The patient had undergone elec-
trophysiological study three months before, but no sustained
ventricular tachycardia was induced. Metoprolol and aspirin
have been prescribed by the electrophysiologist, and he was
taking his medications regularly. On admission, physical exami-
nation, ECG, and echocardiography showed normal findings. The
patient was scheduled for exercise myocardial perfusion imag-
ing study. MPS showedsmall ischemic area in the inferior wall.
Thus, coronary angiography was performed. LMCA, LAD, and
LCx all appeared normal (Figure 1). Attempts to cannulate the

Figure 1. The LMCA, LAD, and LCx were normal in the coronary angiography.

RCA were unsuccessful at the right coronary aortic sinus. The
RCA could be cannulated at the left coronary aortic sinus with
MP1 catheter, and it had a separate ostium from the LMCA.
RCA angiography showed normal findings (Figure 2). This cor-

Figure 2. The RCA was normal in the coronary angiography.

onary anomaly was very rare affecting 0.024% to 0.044% of
the population. Because of the possibility of coursing between
the aorta and the pulmonary trunk, the patient was scheduled
for coronary multislice CT angiography. RCA was found to be
originating from the left coronary aortic sinus with a separete

ostium from the LMCA and coursing between the aorta and the
pulmonary trunk (Malignant type 3 coronary anomaly) (Figure
3). After consulting with cardiothoracic surgeons, the decision

Figure 3. In the coronary CT angiography, the RCA was observed to originate from
the left sinus of Valsalva with a separete ostium from the LMCA, and to course
between the aorta and pulmonary artery (a,b).

to perform corrective surgery was made. The ostium of the RCA
was ligated and detached from the left sinus. Then, the ostium
of the RCA was successfully reattached to the proximal RCA
using an end-to-side aortocoronary anastomosis to the right si-
nus of Valsalva.A successful correction surgery was performed
by the surgeons, and the patient was asymptomatic after sur-

gery.

Discussion

Coronary artery anomalies account for the most common sec-
ond-order causes of sudden cardiac deaths associated with
exercise, following hypertrophic cardiomyopathy [3]. An abnor-
mally originating RCA is observed in 92% of the general popu-
lation, and it is detected more frequently than an anomalous
origin of the LMCA[3].

If a coronary anomaly would cause complaints, the symptoms
most frequently appear before the age of 30 years, and there
is a strong correlation with exercise [3].The clinical signs vary
from syncope to angina, myocardial infarction, and sudden car-
diac death [4]. Sudden cardiac death is more commonly ob-
served in the LMCA anomalies compared to anomalous origin
of the RCA [4].Sudden deaths due to coronary artery anomalies
may be caused by various mechanisms. The primary ischemic
mechanism associated with ACAOS is related to the compres-
sion and collapse of the proximal segment of the RCA that
courses between the main pulmonary artery and the aorta due
to increased intra-aortic pressure during strenuous exercise [5].
Other possible mechanisms include acute takeoff of the orifice
of the RCA from the left sinus of Valsalva (acute takeoff), dis-
tension or severe angulation of the RCA, and coronary arterial
spasm [5]. The presence of an abnormal slit-like ostium in the
aortic wall and acute angulation of the RCA may lead to limi-
tations in coronary blood flow [4].Narrow-angle takeoff of the
abnormal coronary artery from the aorta and a tortious course
of its proximal segment accelerate atherosclerosis [4]. Intus-
susception of the initial segment of the RCA into the aortic wall
is called an intramural part, and the enlarged aorta during in-
creased cardiac output leads to its compression [4].

An evaluation of the anomalous origination of the coronary
artery can be made by angiography, intravascular ultrasound,
transthoracic and transesophageal echocardiography, coronary
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CT angiography, and MRI [6]. The use of coronary angiogra-
phy is limited in the evaluation of coronary anomalies, since
it is sometimes difficult to cannulate the orifice and visualize
complex three-dimensional structure of the artery in the two-
dimensional plane. Coronary CT angiography is the preferred
non-invasive imaging method, because it permits three-dimen-
sional imaging and it has a high spatial resolution [6]. In the
present study, a narrow-angle takeoff of the RCA from the left
sinus of Valsalva was determined in the coronary CT angiog-
raphy, and this finding was considered to explain the episodes
ofsyncope the patient has experienced during exercise and the
mechanisms of ischemia.

The choices of treatment in ACAOS include the following: 1-
limitation of a high level of physical exercise, in combination
with medical therapy, 2- stent placement into the compressed
vessel or 3- surgical treatment. Medical therapy is effective and
less invasive; however, a high level of physical exercise must be
avoided, since it has a potential risk for sudden cardiac death
[7]. Various cases have been reported that underwent stent im-
plantation for a compressed proximal RCA [7]. However, there is
an insufficient data on the long-term clinical outcomes and the
duration of the stent patency following percutaneous coronary
intervention [7].

Surgical treatment is recommended in cases with aberrant RCA
showing an interarterial course, if they have signs of cardiac
ischemia (class 1, level B evidence) [8]. The choices of surgical
treatment recommended for ACAOS are as follows: unroofing
procedure for the coronary artery, reimplantation of the coro-
nary ostium, and coronary artery bypass graft (CABG) [8]. In the
presence of an intramural segment in the abnormal coronary
artery, the intramural segment of the coronary artery is dissect-
ed, and reimplantation is performed to the proper sinus of Val-
salva. The unroofing procedure is a well-known technique, and
it is a safe approach to correct the anomaly [8]. The unroofing
technique can also be used in abnormal arteries with a slit-like
ostium and with a supracommissural intramural course. Vessel
translocation or reimplantation is recommended as a choice of
treatment in patients without an intramural segment [8].

The current report presents a case withanomalous origin of the
right coronary artery originating from the left sinus of Valsalva
that was diagnosed with CT angiography and was successfully
treated with RCA reimplantation.

Conclusion

Coronary CT angiography is a helpful, precise, and practical
tool, and it is complementary to coronary angiography. It is a
non-invasive modality that can be used to reveal relationship
between the coronary arteries and large vessels and ventricles,
and cases with anomalous origin of the coronary arteries. The
signs of various coronary arterial anomalies on CT and under-
standing of the clinical importance of these anomalies are es-
sential for an accurate diagnosis and treatment planning of the
patient.
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Ozet

Ailevi akdeniz atesi (AAA) otozomal resesif bir hastalik olup, genelde periyodik
ates, karin, gogis, eklem agrisi, eritem benzeri deri lezyonlari ile kendisini goste-
rir. Eriskinlerde goriilebilse de, esas olarak genellikle 5-15 yaslari arasinda semp-
tom veren bir cocukluk ¢ag hastaligidir. Bu calismada tekrarlayan ates, karin ag-
risi, bacak agrisi ataklari olan, AAA tanisi alan 3 cocugundan sonra kendisi de AAA

tanisi alan hastadan bahsedilecektir.

Anahtar Kelimeler

AAA; Anne; M680I

Abstract

Familial Mediterranean fever (FMF) is an autosomal recessive disease that mani-
fests itself with periodic fever, stomach ache, chest pain, and skin lesions such
as erythema. Although it can be seen in adults, it is most often a childhood dis-
ease with symptoms generally occurring between 5-15 years of age. This study
discusses a patient who had repeating fever, stomach ache, and leg pain attacks
and was also diagnosed with FMF after her three children had received the same

diagnosis.
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Introduction

Familial Mediterranean fever (FMF) is an autosomal recessive
disease that manifests itself with periodic fever, stomach ache,
chest pain, and skin lesions such as erythema. But the disease
may manifest itself with very different clinical presentations. It
is more common in males. The average onset age is reported
as 9.6 years and average age at diagnosis as 16.4 years. The
occurrence rate of FMF in Turkey is known to be 1/1000. Vari-
ous studies have reported occurrence rates ranging from 15-
34%. FMF is common in the Middle East. It is especially seen in
Jews, Turks, Arabians, Armenians, and Kurds, and less common-
ly in Jews of European origin [1]. Many mutations have been
detected in the MEFV gene held responsible for the disease.
The diagnosis is rather difficult since there are no significant
pathognomonic symptoms and the tests made with biochemi-
cal or other methods are not definitively diagnostic. This study
discusses a patient who had been experiencing repeating fever,
stomach ache, and leg pain attacks for years and who referred
to the Family Healthcare Center. She was diagnosed with FMF;
her three children had received the same diagnosis earlier.

Case Report

Our 35-year-old patient is married and has three children. She
came to the Family Healthcare Center complaining of diffuse
stomach ache, left leg pain, and fever in August 2015. In her
anamnesis, it was learned that these complaints occurred three
or four times per month as attacks; they did not respond to
analgesic and antipyretic treatment satisfactorily and ended
spontaneously. She did not experience other complaints such as
headache and sore throat, cough with mucus, diarrhea, or burn-
ing sensation during urination. She said that she had had the
complaints for years but had been unwilling to visit a doctor.
There were no significant findings from systemic examination.
Among the vital findings, her fever was 38.2° C and blood pres-
sure, pulse, and respiratory rate were normal. The patient did
not have any chronic diagnosis or drug use. She did not smoke
or consume alcohol. She did not have any surgeries or aller-
gies. It was learned that all her children previously had been
diagnosed with FMF and received colchicine treatment and also
that the children of her brother and sister have this disease. Her
husband is not an FMF patient.

Her first child is male, now 15 years old. When he was 7 years
old, suspicion of FMF prompted a genotype analysis that re-
vealed a heterozygote M680I(G/C) and heterozygote M694V
mutation among MEFV gene mutations. Her second child is fe-
male, now 13 years old. When she was suspected of FMF at
the age of 12, FMF fragment analysis was performed. Using
the hybridization (primary + probe) based SNP analysis method,
which is the only nucleotide change detector, the MEFV gene
Exon 2,3,5 and Exon 10 were examined and M680I(G/C) hetero-
zygote mutation was detected. The third child, a female now 9
years old, underwent the same testing at the age of 8, with the
same finding.

In the examinations made on the patient, complete blood count,
liver and kidney function tests, complete urine analysis, and
posteroanterior lung graphy were normal. Erythrocyte sedimen-
tation rate (ESR) was 21 mm/h (0-20), fibrinogen 3.08 g/dl (1.8-
3.5), and C-reactive protein (CRP) 0.297 mg/dl (0-0.35). The

patient was transferred for genetic examination with FMF pre-
diagnosis. In FMF sequence analysis, the bilateral florescent
DNA serial analysis method was used. The MEFV gene Exon
2,3,5 and Exon 10 were examined and M680I(G/C) homozygote
mutation was detected. After the patient was given colchicine
treatment (2mg/day), the number of attacks decreased to one
per month and the severity also decreased. Following diagnosis,
she did not delay the treatment of her children or herself.

Discussion

Although typically children’s FMF diagnosis follows diagnosis of
the parent, in this case the mother was diagnosed with FMF
after the diagnosis of her children. FMF is a genetic and auto-
inflammatory disease [2]. Although it can be seen in adults, it
is most often a childhood disease, with symptoms generally
occurring between 5-15 years of age. There are no diagnostic
physical examination findings or specific laboratory tests for
FMF. Findings of leucocytosis, serum amyloid A level, ESR in-
crease, fibrinogen, and CRP increase during attack aid in di-
agnosis but are not specific. Although definition of the disease
gene is helpful for diagnosis, the anamnesis is primarily de-
pended on for clinical progress. While there were no significant
findings in the laboratory values of our patient, the detection
of M680I(G/C) homozygote mutation in genetic analysis made
the diagnosis of the disease easier. The MEFV gene was lo-
calized in the shorter arm of the chromosome (16p13.3) and
codes a protein with 781 amino acids (pyrine). It is stated that
pyrine protein plays a role in inflammation inhibition and neu-
rophil activity in the inflammation location during FMF attacks
[3]. MEFV gene related mutations were examined in 197 cases
referred with FMF pre-diagnosis in the study by Yesilada et al.
The most common homozygote mutations were M694V (n=12)
and M680I(G/C) (n=3) and the most common heterozygote mu-
tations were M694V (n=22) and E148Q (n=12) [4]. Different
criteria have been developed for diagnosis; the most common
among these are the Tel-Hashomer criteria. According to Tel-
Hashomer, a major criterion for FMF is recurrent fever attacks
occurring with polyserositis with AA type amyloidosis for which
no other explanations are found and that respond well to ongo-
ing colchicine treatment. Recurrent fever attacks, rashes similar
to erysipelas, and the presence of FMF in first-degree relatives
are minor criteria. Definitive FMF diagnosis is made with the
combination of two major or one major and two minor criteria
[5].

Amyloidosis has been defined as the most serious complication
of FMF. But no connection has been demonstrated between the
occurrence of amyloidosis and FMF starting age, frequency of
attacks, and duration [6]. Colchicine treatment plays a signifi-
cant role in preventing amyloidosis development [7]. Anakinra,
rilonacept, canakinumab, and tocilizumab are recommended in
the 5-10% of patients resistant to colchicine [8].

FMF is a common disease in Turkey and its diagnosis is prob-
lematic. It can be seen both in children and adults. The people
who are known FMF carriers and are planning to marry should
be evaluated for FMF. It is important to support the diagnosis
with genetic testing in situations where FMF is suspected.
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Large Nabothian Cyst: Manifestation with
Pelvic Organ Prolapse in a Nulliparous Patient

Nabothian Cyst Caused Pop

Tayfur Cift, Engin Korkmazer, Rampia Nizam, Merve Olgun, Beril Senkutlu

Department of Gynecology and Obstetrics, Bursa Yiiksek Ihtisas Training and Research Hospital, Bursa, Turkey

Ozet

Pelvik organ prolapsusu(POP) pelvik organlarin herniasyonu olarak tanimlanmak-
tir. POP genellikle postmenapozal dénemde olusmaktadir. Multiparite, agir yik
kaldirma, obezite, ileri yas, menopoz, uzamis dogum eylemi ve sigara POP icin
risk faktortnu olusturabilmektedir.Nullipar kadinlarda seyrek olarak gériilmekte-
dir. Nullipar kadinlarda ana risk faktori pelvik taban desteginde kalitimsal defekt-
lerdir. Nabothi kistleri iyi huylu olusumlardir. Genelde kendiliginden kaybolur ve ru-
tin pratikte klinik bulgu vermezler. POP’a neden olan nabothi kisti klinik pratikte
¢ok nadir gorilir. Yaptigimiz olgu sunumunda 20 yasinda virgo hastada prolapsu-

sa neden olan nabothi kisti ve tedavisi sunulmaktadir.
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Abstract

Pelvic organ prolapse (POP) is described as the herniation of pelvic organs. POP
generally occurs at postmenopausal age. Multiparity, increased intraabdominal
pressure (e.g., bearing heavy weights, exerting physical effort), obesity, advanced
age, menopause, prolonged labor, and smoking constitute prevailing risk factors
of POP. It is seen rarely in nulliparous women. The main risk factors in nulliparous
women are inherent defects in pelvic support. Nabothian cysts are benign entities
in nature. They usually dissolve spontaneously and do not cause any clinical symp-
toms in routine practice. Nabothian cysts that cause POP are very rare in clinical
practice. In this case report, we present the management of a large nabothian

cyst causing POP in a 20-year-old patient without any prior intercourse.
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Introduction

Pelvic organ prolapse (POP) is the herniation of pelvic organs to
or beyond the vaginal wall and generally occurs at postmeno-
pausal age (1,2). Weakness of pelvic muscles, connective tis-
sues, and pelvic fascia may cause the prolapse. In apical com-
partment prolapse, the apex of the vagina descends into the
lower vagina. Pelvic masses might be a reason for prolapse as
well (3). Multiparity, increased intraabdominal pressure (e.g.,
bearing heavy weights, exerting physical effort), obesity, ad-
vanced age, menopause, past hysterectomies, crouching at la-
bor, prolonged labor, and smoking are risk factors for POP(1,4).
In the nulliparous young age population, prevalence is about
2%. The main risk factors are inherent defects in pelvic support
(Ehler-Danlos syndrome, congenital shortness of vagina, and
deep uterovesical and uterorectal pouches) (5). Additionally, a
nabothian cyst might rarely lead to prolapse of genital organs
in nulliparous women.

In this report, we describe the excision of a large nabothian cyst
in a 20-year-old patient without any prior intercourse.

Case Report

A 21-year-old female patient without any prior intercourse pre-
sented with a complaint of a smooth-surfaced mass protruding
out of her vagina (Figure 1). The first time she discovered a

Figure 1. Clinical presentation of cervical mass

mass protruding out of the vagina was around 2 years previ-
ously. She had no medical conditions in her medical history and
no problem in her family history. General physical and systemic
examinations were normal. During the inspection of genitals at
the lithotomy position, the cervix was detected to pass 1 cm
beyond the hymeneal line and there was a cystic mass with
dimensions approximately 5x4 cm which originated from the
cervix (Figure 2). Ultrasound exam showed that the uterus and

Figure 2. Cervical External Os and Nabothian Cyst

ovaries were normal. After the initial assessment, the patient
gave her consent for surgical removal.

The large cystic mass was excised from the cervix under spinal
anesthesia (Picture 3). Inside, the mass was completely filled
with a white mucinous substance (Picture 4). After the cystecto-
my the cervix was elevated 2 cm up from the hymen so prolapse
surgery was no longer needed. After the procedure, the patient
was discharged at postoperative 1st day. Prolapse in the pelvic
organs was not observed at the follow-up visit 4 weeks after
the surgery. Histopathological examination revealed a nabo-
thian cyst.

Figure 3. Mucus filled cystic mass

Figure 4. Cyst wall after excision

Discussion

A nabothian cyst is a benign, mucus filled cyst of the cervix
and generally occurs at reproductive age. The size of the cysts
may vary from microscopic dimensions to several centimeters.
Most of them are asymptomatic and may appear translucent
or opaque (5,6).

Nabothian cysts usually disappear without intervention. The
main indications for surgery are size-related symptoms such as
pain, feeling of pressure in the vagina, and prolapse.

The most common period to encounter a nabothian cyst in a
woman is menopausal age. It may be seen rarely in nulliparous
or women with an intact hymen. Non-obstetric risk factors in
young women for symptomatic pelvic organ prolapse: deficient
connective tissue, high body mass index (BMI), family history
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of prolapse, asthma and chronic cough, chronic constipation,
straining in defecation, variations of anatomy, and collagen
synthesis and structure(7).

Large nabothian cysts may cause prolapse and as their size
grows, they require histopathological evaluation to rule out any
malign process (8).

Additionally, uterine prolapse may lead to urinary retention and
subsequently this may lead to obstruction during labor or hy-
dronephrosis(9).

In nulliparous women and in women with an intact hymen, POP
is seen quite rarely. There is one other case in the literature (5).
As this study and our report suggest, cystectomy should be the
first step and a decision for a sling operation might be made
according to the degree of POP after the cystectomy surgery.
In patients presenting with pelvic organ prolapse, it should be
kept in mind that a benign or malignant cervical mass might
accompany the situation and the decision to perform a surgical
intervention with the purpose of correcting the prolapse should
only be made after the cervical mass is totally removed.
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tained from the patient for publication of this case report with
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Late Onset Spinal Epidural Abscess After Spinal Anesthesia
in a Patient With Anklosing Spondylitis: A Case Report

Spinal Epidural Abscess
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Ozet

Calismamizda sirt, bel agrisi ve birkag giindiir gelisen bacaklarda gticsiizlik ya-
kinmalari ile acil servise bagvuran 61 yasindaki bir kadin hastayr sunduk. Hasta-
nin hikayesinde travma éykiisii yoktu. Ozgecmisinde 35 yildir ankilozan spondilit
hastasi oldugu 6grenildi. Buna ek olarak yaklasik 2 ay 6nce spinal anesteziyle to-
tal kalca protezi operasyonu gecirdigi 6grenildi. Manyetik rezonans gértinttileme-
de T11-T12 seviyelerinde spinal epidural alani tutan kitle mevcuttu. Hastanin n6-
rolojik bulgular acil yapilan cerrahi dekompresyon sonrasi belirgin olarak topar-
ladi. Spinal epidural abseler spinal anestezinin nadir komplikasyonlarindan biridir
ve ozellikle torakal bolgede goriilme sikligi cok nadirdir. Bu tiir vakalarda birincil
tedavi cerrahi dekompresyon ve antibiyotik tedavisidir. Norolojik prognoz 72 saa-

ti gecen vakalarda genellikle umut verici degildir.
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Abstract

In this study we present a 61-year-old female patient who was admitted to the
hospital with dorsal and lower back pain and recent paraparesis. There was no
history of trauma. She was admitted to the hospital due to suffering from anky-
losing spondylitis for the past 35 years. Moreover, she had undergone a total hip
replacement 2 months prior under spinal anesthesia. Magnetic resonance imag-
ing revealed spinal cord compression due to a mass lesion involving the spinal
epidural region at the T11 to T12 level. There were also some imaging findings
attributable to discitis. The patient’s neurological condition required an urgent
surgical decompression. Spinal epidural abscess is an uncommon complication
of spinal anesthesia and invovement of the thoracic region is even rarer. Surgi-
cal decompression and antibiotherapy are the treatments of choice for patients
with spinal epidural abscesses. Neurological prognosis is generally not promising,
particularly when treatment is not begun within the first 72 hours.
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Introduction

Spinal infections can manifest in various clinical conditions
such as vertebral osteomyelitis, epidural empyema, discitis,
and intramedullary abscess [1]. Clinical findings vary accord-
ing to infection site, extent, chronicity, or pathologic agent [1].
Infections may spread either by hematogenous dissemination
or direct extension [2]. Comorbidities such as diabetes mellitus,
chronic alcoholism, intravenous drug abuse, chronic renal fail-
ure, recent spinal or epidural procedures, recent spinal trauma
or surgery, and chronic corticosteroid use are potential risk fac-
tors for spinal infections [3]. The peak incidence occurs in the
sixth and seventh decades of life [4].

We describe a rare case of late onset spinal epidural abscess
(SEA) after spinal anesthesia in a patient with ankylosing spon-
dylitis.

Case Report

A 61-year-old female patient was admitted with dorsal and
lower back pain and paraparesis, which had started a week pri-
or and progressed. She had a history of ankylosing spondylitis
for 35 years; her medical treatment included corticosteroids.
She also reported a surgery for total hip replacement 2 months
prior that was performed under spinal anesthesia, at the L4-5
level according to hospital records. The records also revealed
that the induction of spinal anesthesia was difficult and spinal
puncture had to be repeated three times. Neurological exami-
nation of the patient, who did not have a personal history of
trauma, revealed a Medical Research Council Scale for Muscle
Strength grade 0/5 motor strength in the right, 2/5 in the left
lower extremity muscle groups and complete numbness below
the T11 sensory level. There was hyperreflexia in deep tendon
reflexes, such as the knee and ankle jerk tests. There were no
dermatological signs on the skin where spinal anesthesia was
performed.

The patient was not febrile at the time of admission. The eryth-
rocyte sedimentation rate (ESR) was 56 mm/h (normal range,
0-26 mm/h), and highly sensitive C- reactive protein (CRP) was
94.3 mg/L (normal range, <8.0mg/L). All other blood test results
were within normal limits.

X-rays showed the classical bamboo spine appearance of anky-
losing spondylitis and sclerosis (Figure 1). Magnetic resonance
imaging (MRI) of the whole spine revealed a ventral spinal epi-
dural mass extending from T11 to T12 vertebrae causing sig-

Figure 1. Dorso-lumbar antero-posterior and lateral radiographs show complete
fusion of the lumbar vertebral bodies (Bamboo spine appearance).

nificant compression of the spinal cord in the thoracic region
(Figure 2). Discitis at the T11-12 disc level was also present
(Figure 3).

Due to the patient’s neurological condition, urgent surgical de-
compression was performed. The patient underwent total lami-
nectomy of T11. Both of the T11 nerve roots were surrounded
by a solid granulomatous lesion. The epidural space was ex-
plored and the lesion was totally removed, while the nerve roots
were protected. Contrary to our expectation of pyogenic ab-
scess, a thick soft tissue of rubber consistency was observed
and removed.

Microbiological cultures including Mycobacterium tuberculosis
and brucellosis were negative. Antibiotherapy with ceftriaxone
was started and continued for 6 weeks. There were 100X: 15-
16 leucocytes (%90 PMNL) in color microscope. Histopathology
revealed fibrosis and chronic lymphohistiocytic inflammatory
cell infiltration in the soft tissues consistent with infection.
The postoperative period was uneventful and after nearly six
months of rehabilitation the patient was able to walk indepen-
dently. Medical Research Council Scale for Muscle Strength
grade was 4/5 motor strength bilaterally in the lower extremity
muscle groups.

Discussion

SEA is an uncommon complication of spinal anesthesia [5]. His-
torical rates of SEA range from 0.2 to 1.2 cases per 10,000
hospital admissions [5]. Pathogenic microorganisms can be in-
troduced into the epidural space through hematogenous seed-
ing, direct spread from contiguous structures, or through direct

Figure 2. T2-weighted sagittal MRl demonstrates findings consistent with discitis
at T11 and T12 disc level and associated subligamentous abscess extending into
the spinal canal at T11 and T12 with cord compression and severe central canal
stenosis at these levels.

Figure 3. T2-weighted axial MR images at T11 and T12 show an epidural abscess
extending into the spinal canal with cord compression and sever central canal
stenosis.
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inoculation from invasive procedures. In this case, since the lo-
cation of the spinal anesthesia needle entry point was not close
to the epidural abscess, hematogenous seeding seems to be a
more probable route.

Diabetes, malignancy, dialysis-dependent chronic renal disease,
AIDS, and corticosteroid use are well-established causes of im-
munosuppression that are associated with spinal epidural ab-
scess as well as other systemic and local infections. We believe
that the autoimmune spondyloarthropathy was the predispos-
ing factor in this case.

SEA is classified as acute, sub-acute, or chronic form [5]. Mi-
croorganisms that cause the chronic form of SEA are generally
less virulent. In this form, as was the case in our patient, fever,
leukocytosis, or spinal tenderness usually are not present but
back pain always is [5]. Staphylococcus aureus is the most com-
mon infectious agent responsible for spinal epidural abscesses
[6]. However culture results can be negative in nearly 10% of all
the cases [6].

Spinal epidural abscesses most often occur at the lumbar level
(48%), followed by the thoracic (31%) and cervical levels (21%)
[7]. In our case, the abscess occurred in the thoracic spinal epi-
dural space. Panagiotopoulos et al. have found that 69% of spi-
nal epidural abscesses were located anterior, 17% posterior,
and 14% anteroposterior to the cord [8]. The abscess in our
case was located anterior to the spinal cord.

The most sensitive method of diagnosis of a spinal epidural
abscess is contrast-enhanced MRI with gadolinium [6]. In ad-
dition to its ability to depict soft tissues, MRI is superior at
identifying alternative pathologies such as neoplasms. In the
MRI, the contrast-enhancing pattern of spinal epidural abscess
can be either homogeneous or peripheral. The typical MRI ap-
pearance is a dense homogenous contrast-enhancing pattern,
as observed in our case. MRl myelogram shows equal sensitiv-
ity in diagnosis of spinal epidural abscesses (91-92%). In our
case, MRl myelogram showed a total block on the T11-12 level
(Figure 4).

Figure 4. MRI myelogram shows total block on the T11-12 level.

Surgical decompression and antibiotherapy are the treatments
of choice for patients with spinal epidural abscesses. Empirical
antibiotherapy should be started immediately after surgical de-
compression until the culture results are obtained. Neurological
prognosis is significantly poor in patients who are not treated
within the first 72 hours. The mortality rate is 5-10% because
of delay; early detection of the pathology significantly reduces
morbidity and mortality rates.

Our patient was operated on immediately after she was admit-
ted to the hospital and empirical antibiotherapy was started
immediately after the decompression.

Spinal epidural abscesses should be included in the differential
diagnosis in patients with severe dorsal or lower back pain who
have predisposing risk factors such as diabetes mellitus, chron-
ic renal failure, or autoimmune diseases, and who have had spi-
nal anesthesia. In such cases, diagnosis should be carried out
promptly and appropriate treatment should be initiated without
any delay. The gold standard of treatment is a combination of
decompression surgery and antibiotherapy.
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Ozet

Transplante renal arter stenozu (TRAS) renal arter limen ¢apinda % 50’den faz-
la daralma, bébrek parankiminde hipoperfiizyon, glomertiler filtrasyonda azal-
ma ve plazma kreatinin konsantrasyonlarinda yiikselmeye olarak tanimlanmak-
tadir. Giincel tedavisinde endovaskiiler-balon-anjiyoplasti ve stent yerlestiriime-
si gibi islemler daha ¢ok uygulanmaktadir. Bu yazida renovaskiiler hipertansiyon-
la birlikte assiti olan ve basarili endovaskiiler balon dilatasyonu ile diizelen olgu il-
ging bulundugu icin sunuldu. Bobrek naklinden bes ay sonra kan basinci180/110
mmHg, karinda assit, kreatinin: 1.69 mg / dL, ayrica akciger grafisinde pulmo-
ner 6dem bulgusu olmayan ve diger laboratuvar testleri normal olan 52 yasinda-
ki kadin hastada renal arter anostmoz hattinda % 80 darlik tesbit edildi. Darlik
endovaskiiler-balon dilatasyon ile % 10’a diisiirldii. islemi takiben, arteriyel kan
basinci normal sinirlara déndii ve ultrasonda assitin tamamen kayboldugu gortil-
di. Transplante renal arter stenozu (TRAS) gelisen olgularda minimal invaziv bir
girisim olan endovaskiiler-balon-dilatasyonu giincel, basarili ve kolay uygulanabil-
mesi bakimindan gecerli bir tedavi yontemidir.

Anahtar Kelimeler
Renovaskiiler Hipertansiyon; Renal Arter Darligi; Balon Dilatasyonu
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Abstract

Transplante renal artery stenosis (TRAS) is defined as renal artery diameter reduc-
tion of more than 50%, which causes a reduction in glomerular filtration rate and
a rise in plasma creatinine concentration. Current treatments are endovascular-
balloon-angioplasty and stent implantation. We present the case with renal artery
stenosis and ascites was treated with endovascular-balloon-dilatation. A 52-year-
old female patient who was admitted to the nephrology clinic five months after
the transplantation with blood pressure: 180/110 mmHg, ascites , and the chest
radiograph did not show a pulmonary oedema, creatinine: 1.69 mg/dL other labo-
ratory tests were normal. An occlusion of 80 % in a segment and the stenosis was
reduced to 10 % by endovascular-balloon dilation. Following endovascular-balloon
dilation, arterial blood pressure were normal and no ascites. Endovascular balloon
dilation is minimally invasive method that is also successful, contemporary and
valid procedures with easy applicability for the management of TRAS.

Keywords
Renovascular Hypertension; Renal Artery Stenosis; Balloon Dilation

DOI: 10.4328/JCAM.4787

Received: 17.08.2016  Accepted: 29.08.2016  Printed: 01.06.2016

J Clin Anal Med 2016;7(suppl 3): 268-70

Corresponding Author: ihsan Yildiz, Department of General Surgery, Suleyman Demirel University School of Medicine, 32260 Isparta, Turkey.

T.: +90 2462119248 F.: +90 2462112830 E-Mail: drihsanyildiz@gmail.com

268 | Journal of Clinical and Analytical Medicine



The Treatment of Hypertension with Endovascular Balloon Dilatation in a Renal Transplant Patient

Introduction

Renal artery stenosis (RAS) is defined as renal artery diameter
reduction of more than 50%, and accounts for 10% of all cases
of hypertension [6]. RAS leads to a critical decline in renal perfu-
sion pressure and results in hypoperfusion in renal parenchyma,
and activation of the renin-angiotensin-aldosterone system
(RAAS). It causes a reduction in glomerular filtration rate (GFR)
and a rise in plasma creatinine concentration (>1.5 g/dl) [1].
The prevalence of transplant renal artery stenosis (TRAS) cur-
rently increases along with the raise in rate of renal transplan-
tations. TRAS is a vascular complication that most frequently
occurs within the first 6 months after kidney transplantation.
Stenoses most commonly occur at the anastomotic site, proxi-
mal or distal to the anastomosis, and may happen due to twist-
ing. It is among the significant causes of graft dysfunction or
loss in transplant recipients [2]. TRAS may also lead to hyper-
volemia (oedema, ascites), refractory hypertension, and Picker-
ing syndrome known as flash pulmonary oedema [9]. Although
conventional angiography is the gold standard, doppler ultra-
sound is a commonly preferred tool for early diagnosis [3, 4, 5].
Early diagnosis and treatment of TRAS is important for preven-
tion of graft damage and the systemic effects of hypertension.
As a consequence of the developments in interventional radiol-
ogy, operations including endovascular-balloon-angioplasty and
stent implantation are more commonly performed treatment
modalities [4,5,6,7,8].

Herein, we report an interesting case with transplant reno-
vascular hypertension and ascites, both problems of whom re-
solved with a successful intervention of renal angioplasty.

Case Report

A 52-year-old female patient receiving hemodialysis three times
a week for 7 years due to polycystic kidney disease was per-
formed a cadaveric renal transplantation on August 23, 2015.
The patient was admitted to the nephrology clinic five months
after the transplantation with complaints of headache and ab-
dominal distention. Physical examination revealed blood pres-
sure: 180/110 mmHg, heart rate: 92 /min, body temperature:
36.70C, ascites in abdomen, and bilateral 1+ pretibial oedema.
Pulmonary examination was normal, and the chest radiograph
did not show signs of pulmonary oedema. Antihypertensive
therapy was gradually regulated as carvedilol 2x12.5 mg/d,
furosemide 80 mg/d, indapamide 2.5 mg/d and lercanidipine
20mg/d. Immunosupressive therapy included mycophenolate
mofetil (2 gr/d), tacrolimus (8 mg/d), and prednisolone (5 mg/d).
Laboratory results were as follows; total blood count: normal,
BUN: 29.3 mg/dL, creatinine: 1.69 mg/dL, Na: 137 mmol/L, K:
3.7 mmol/L, urinalysis: urine density: 1.019, protein:- , leuko-
cyte: 2, erythrocyte: 9, C-reactive protein: 25.2mg/dL, erythro-
cyte sedimentation rate: 8 mm/h. Other laboratory tests were
within normal limits. Portal doppler ultrasound performed in
order to enlighten ascites aetiology revealed cysts in the spleen
and liver, and normal diameter (1.8 cm) and flow of the portal
vein. Blood and urine cultures and the culture from peritoneal
fluid were negative. The acid-fast stain of the ascites fluid with
transudate features was negative, and the cytologic examina-
tion of the fluid was benign. PCR for BK virus was negative.
Decoy cells were negative in urine cytology. The patient was

anergic for PPD.

The ultrasound revealed multiple septated cysts of 15x18 mm
in the right and 31x35mm in the left native kidneys. In the right
iliac fossa, infero-anterior to the transplant kidney, an anecho-
ic image of 96x45x40 mm in size with irregular margins was
observed. There was no hydro nephrosis, a urine leak or renal
rupture. Creatinine in ascites fluid was normaly. Also the ultra-
sound revealed free fluid with a maximum depth of about 7 cm
(ascites ?) in the perihepatic region, around intestinal loops, the
pelvic area and prominent stenosis in the anastomotic site of
the renal artery. (Image1)

Contrast-enhanced MR angiography showed high degree nar-
rowness at the anastomotic site of the iliac branch of renal
artery. An occlusion of 80 % in a segment of 1 cm at the end to
side anastomosis area of the right iliac artery was detected by
renal angiography performed by interventional radiology. The
stenosis was reduced to 10 % with endovascular-balloon dila-
tion. (Image 2)

Following the balloon dilation arterial blood pressure turned
to normal limits, and antihypertensive treatment was discon-
tinued. In patient’s follow up two weeks after the operation,
complaint of abdominal distention had dissolved, blood pres-
sure was within normal limits, and no ascites was observed on
ultrasound.

Discussion

While RAS is defined as the narrowing of the renal artery of
more than 50%, even stenosis greater than 50% may occa-
sionally remain asymptomatic. However, the narrowing of more
than 70% is generally symptomatic, and leads to refractory hy-
pertension [7]. Our patient had resistant hypertension and asci-

Image 1. Renal artery stenosis before the procedure
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Image 2. Renal artery after the procedure

tes, and arterial blood pressure remained above 140/90 mmHg
despite quadruple antihypertensive therapy. Ascites may occur
due to technical complications of the transplant surgery as well
as hepatic causes, cardiac diseases and malignancies. However,
none of these reasons were detected in our patient. The ascites
related to renal transplantation is usually a massive transuda-
tive accumulation due to renal vein stenosis [8]. The difference
of our patient was development of massive transudate due to
renal artery stenosis five months after the renal transolanta-
tion. In the literature, it is reported that flash pulmonary oe-
dema may ensue owing to renal artery stenosis, particularly in
case of bilateral stenosis [8]. Nonetheless, we did not detect
any signs of pulmonary oedema in clinical or radiological ex-
amination of the patient.

TRAS is a vascular complication following renal transplantation,
current treatment of which includes approaches of endovascu-
lar-balloon-dilation and stent implantation [2,4,7]. Salsamendi
et al. reported good outcome with endovascular balloon dilation
on three patients with TRAS [1]. Braga et al. achieved a success
of 93.7 % on 16 patients with TRAS using endovascular balloon
dilation [2]. In a literature review of 32 studies by Ngo et al.,
success rate of 65.5 % to 94 % was remarked for treatments of
endovascular balloon dilation and stent implantation in TRAS.
However, they noted that no consensus existed for the appro-
priate intervention [3]. Biederman et al compared drug eluting
stents and bare metal stents in endovascular balloon dilation
on 45 patients, and indicated that long term outcomes of drug
eluting stents were superior [7]. In our patient the stenotic seg-
ment was widened by 90%, and ascites and hypertension com-
pletely resolved.

How can we explain the existence of severe ascites without
pulmonary oedema? We considered that ascites formation in
the abdomen may have been facilitated by supervening RAS on
grounds of pre-existing compansated portal hypertension due
to liver cysts.

Consequently, endovascular balloon dilation and stent place-
ment are minimally invasive methods that are also successful,
contemporary and valid procedures with easy applicability for
the management of TRAS.
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Ozet

Larenksin kiictik hticreli néroendokrin karsinomu ¢ok nadir gértiliir ve agresif se-
yirli timorlerdendir. N6roendokrin karsinomlar en sik olarak akcigerde gortilurdler.
Bas boyun bolgesinde ise en sik olarak larenkste goriilirler. Primer larenks kiigiik
hiicreli néroendokrin karsinomu tiim laringeal neoplazmlarin %0.5'den azini tes-
kil eder. Az diferansiye larenks néroendokrin karsinom tanisi konulup kemoradyo-

terapi tedavisi uygulanan 41 yasinda erkek hasta literatiir esliginde sunulmustur.
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Abstract

A small cell neuroendocrine neoplasm of the larynx is a very rare and aggres-
sive type of malignancy. Neuroendocrine carcinomas are most frequently seen
in the lungs. The larynx is the most frequently involved site in the head and neck.
Primary small cell neuroendocrine carcinoma of the larynx constitutes less than
0.5% of all laryngeal cancers. This paper reports a case of a 41-year-old-male
patient who presented with a poorly differentiated neuroendocrine carcinoma of

the supraglottic larynx.
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Introduction

Squamous cell carcinomas constitute more than 90% of all
laryngeal cancers. Non-squamous cell cancers account for 5%
and are composed of salivary gland tumors, sarcomas, and neu-
roendocrine tumors.

Neuroendocrine cancers can affect all organs including the
larynx, with a prevalence of 1%. They are subdivided into four
subgroups: well differentiated (carcinoid), moderately differen-
tiated (atypical carcinoid), poorly differentiated (small cell) neu-
roendocrine carcinomas, and paragangliomas. Small cell neuro-
endocrine carcinoma is the most aggressive form; to date, 180
cases have been reported in the literature [1,2].

Small cell neuroendocrine carcinoma is most frequently seen in
the lungs. The larynx is the most frequently involved site in the
head and neck. Primary small cell neuroendocrine carcinoma
(SCNC) of the larynx constitutes less than 0.5% of all laryngeal
cancers. Primary laryngeal neuroendocrine carcinomas metas-
tasize frequently. Cervical lymph nodes are the most frequently
involved sites. Chemoradiotherapy is the first choice of treat-
ment, as surgery has been shown to be unsuccessful [2].

Case Report

A 41-year-old male applied with complaints of neck swelling
and hoarseness which had been present for two months. His
endoscopic laryngeal examination revealed a bluish-purple exo-
phytic and ulcerative mass at the laryngeal side of the epiglot-
tis, starting 1 cm inferior to the tip of the epiglottis, invading
the left false cord. The distance between the tumor and the an-
terior commissure was 3 mm (Figure 1). During the neck exami-

Figure 1. Endoscopic view of bluish-purple exophytic and ulcerative mass at the
laryngeal side of the epiglottis, starting 1 cm inferior to the tip of epiglottis, in-
vading left false cord. (white arrow: mass, asterisk: laryngeal side of the epiglottis)

nation, a 3x3 cm, smooth-surfaced and semi-mobile mass was
palpated at the left upper - middle jugular region. Computerized
tomography (CT) of the neck revealed a lobulated, irregular soft
tissue mass that involved laryngeal surface of the epiglottis,
preepiglottic space, left paraglottic space, vallecula (predomi-
nantly right side), and left aryepiglottic fold. In addition, there
was a 37x28 mm mass lesion located between thyroid cartilage
and sternocleidomastoid muscle with a hypodense central part
(Figure 2). A direct laryngoscopy and biopsy was performed.

Figure 2. In CT scan of the neck, soft tissue mass that involved laryngeal surface
of the epiglottis, preepiglottic space, left paraglottic space, vallecula and left ary-
epiglottic fold is seen. In addition, there is a 37x28 mm mass lesion located be-
tween thyroid cartilage and sternocleidomastoid muscle with a hypodense central
part. (white arrow: laryngeal mass, asterisk: neck mass)

The result of histopathologic examination was “poorly differ-
entiated neuroendocrine carcinoma (small cell).” Fine needle
aspiration biopsy of the neck mass also revealed “metastasis of
neuroendocrine carcinoma.” The patient consulted with medi-
cal oncology and radiation oncology departments and it was
decided to administer chemotherapy and radiotherapy first, and
later consider surgery. The patient was administered 6 cycles
of 130 mg cisplatin and 200 mg etoposide with concomitant
neck radiotherapy (6500 cGy). The patient had cardiac and re-
spiratory arrest six months after chemoradiotherapy. He was
resuscitated after endotracheal intubation and admitted to the
intensive care unit. The patient, intubated and connected to the
respiratory support volume equipment, stayed in the intensive
care unit for 30 days. He started to breathe spontaneously after
30 days and he was extubated. He was discharged from the
intensive care unit but died ten days thereafter.

Discussion

Epithelial tumors with neuroendocrine differentiation can occur
in any organ of the body. Laryngeal neuroendocrine carcinomas
constitute less than 1% of all laryngeal neoplasms. To date, 436
laryngeal neuroendocrine carcinomas (LNC) have been reported
in the literature [3].

Laryngeal neuroendocrine carcinomas are also divided into
three subgroups according to their degree of differentiation:
differentiated LNC (carcinoid), moderately differentiated LNC
(atypical carcinoid) and poorly differentiated LNC (small cell)
[4,5].

Small cell neuroendocrine carcinoma (SCNC) is an extremely
aggressive tumor and is most frequently seen in the lungs. Its
most common extrapulmonary site is the esophagus. It is most
frequently seen in the larynx in the head and neck region. It has
been given a number of names in the literature: small cell carci-
noma, oat cell carcinoma, anaplastic cell carcinoma, anaplastic
small cell carcinoma, endocrine carcinoma, poorly differentiat-
ed neuroendocrine carcinoma, neuroendocrine carcinoma with
exocrine differentiation, Kultschitzky cell carcinoma, apudoma,
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reserve cell carcinoma, microcytoma, and small cell neuroendo-
crine carcinoma [2].

Primary small cell neuroendocrine carcinomas constitute less
than 0.5% of all laryngeal cancers. Ferlito et al. [6] reported a
total of 180 cases in their literature review in 2006.

Laryngeal SCNC is more frequently seen in males in their 6th-
7th decades and patients usually have a history of smoking.
While tumors can appear anywhere in the larynx, the supraglot-
tis was involved in most of the published cases. Patients usually
apply with hoarseness and a neck mass. Approximately half of
the published cases reported neck metastasis [2]. In accordance
with the literature, our patient was a 41-year-old male whose
complaints were hoarseness and a neck mass, and whose tumor
was supraglottic.

More than 90% of laryngeal SCNC metastasize, most frequent-
ly to cervical lymph nodes, the liver, lungs, bones, and bone
marrow. SCNC that metastasized to the central nervous system
have also been reported in the literature [2,7].

The tumor may present macroscopically as a polypoid mass or
ulcerated submucosal nodules and its size may range between
0.5 and 4 cm. Necrosis and nuclear hyperchromasia are promi-
nent in small cell neuroendocrine carcinomas. There is a typi-
cal crush artefact. The tumor strongly stains with cytokeratin,
epithelial membrane antigen, chromogranin, synapthopysin,
and somatostatin. There is no necrosis in atypical carcinoid [8].
There were tumor nests in the lamina propria in our case (Fig-
ure 3). In addition, the tumor cells were round with prominent

Figure 3. Tumor nests in the lamina propria. H&E x 100. (black arrow: tumor nests,
asterisk: lamina propria)

nuclei and there was necrosis in patches with frequent mitotic
figures (Figure 4). The tumor cells stained strongly with chro-
mogranin A (Figure 5). The tumor was negative for synaptophy-
sin and CK 5/6.

Radiological imaging does not give us information about the
nature of the tumor, but it may help us to determine the exten-
sion of the tumor. The most helpful imaging modality is CT. In
radiology, necrosis or cavitation is seen less frequently in small
cell carcinomas when compared to squamous cell carcinomas
[9]. In our patient, necrosis was seen at the center of the laryn-
geal mass and in the lymphadenopathy located at the upper-
middle cervical region (Figure 2).

Review of the reported cases indicates that radical surgical
procedures (total laryngectomy and radical neck dissection)

Figure 4: Round tumor cells with prominent nuclei. There is necrosis in patches
with frequent mitotic figures. H&E x 400

Figure 5. Tumor cells stained strongly with chromogranin A x 200. (asterisk : tu-
mor nests)

have been unsuccessful in laryngeal SCNC. Thus, radical sur-
gical procedures must be avoided and concomitant chemora-
diotherapy must be considered. Ferlito et al. [2] reported more
than 5-year survival in 3 of their 14 patients who had chemo-
radiotherapy.

Barker et al. [10] reported that head and neck non-sinonasal
neuroendocrine carcinomas responded well to etoposide and
cisplatin at a high rate. In line with the literature, we did not
plan surgery at first, and instead considered chemoradiothera-
py. We administered 3 cycles of a cisplatin and etoposide com-
bination with concomitant 6500 cGy radiotherapy.

Laryngeal SCNC are the most aggressive laryngeal tumors.
Mean survival is 9.8 months (range 1-26 months). Death is usu-
ally due to widespread metastases. We did not determine any
metastasis in our patient other than cervical metastasis and
progression of the lesion.

Conclusion

Neuroendocrine carcinomas are rare tumors of the larynx; the
small cell variant is a subgroup with an exceedingly poor prog-
nosis. Immunohistochemical staining has an important role in
the diagnosis. The treatment options for these tumors are dif-
ferent than for squamous cell carcinoma, the most frequently
seen tumor of the larynx. Chemoradiotherapy is the treatment
of choice.
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Ozet

Yazimizda Etlik Zibeyde Hanim Kadin Hastaliklari Egitim Arastirma Hastanesin-
de tani alan konjenital tek tarafli tuba ve ovaryan yokluk ile karakterize dort va-
kayi sunduk: 23 yasinda adnexal kitle varligi ile basvuran hasta, 21 yasinda adne-
xal mass ve kronik pelvik agri ile bagvuran hasta, 25 yasinda adnexal kitle nede-
ni ile basvuran hasta ve 36 yasinda, 18 aylik primer infertilite nedeni ile basvuran
hasta. Hastalarin hepsine laparoskopi yapildi: Ayni tarafli komplet tubal ve ovari-
an yokluk, karsi taraf overde kitle saptandi: Bu durum nekroz ve rezorpsiyonla so-
nuglanabilen asemptomatik adnexal torsion, vaskuler problemler veya konjenital

malformasyonlar nedenlerinden kaynaklanabilir.
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Abstract

We present four rare cases of congenital unilateral tubal and ovarian absence
that were diagnosed in and admitted to the Etlik Zubeyde Hanim Women’s Health
Teaching and Research Hospital. The patients were a 23-year-old female with
an adnexal mass, a 21-year-old female with chronic pelvic pain with an adnexal
mass, a 25-year-old female with an adnexal mass, and a 36-year-old female with
primary infertility for 18 months. All patients were evaluated by laparoscopy. The
cases showed complete tubal and ovarian absence with a contralateral adnexal
mass. The absence of one ovary and tube may be explained by three possible
etiopathogenic causes: asymptomatic adnexial torsion that leads to necrosis and

resorption, vascular problems, or congenital malformation.
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Introduction

Asymptomatic unilateral absence of a fallopian tube with or
without ovarian involvement is a very rare condition. The true
incidence is unknown; Sivanesaratnam estimates it as 1 in
11,241 women [1]. This rare condition can be related to three
etiologic causes. The segmental torsion of the uterine tube and/
or ovarian pedicle may occur for undetermined reasons during
intrauterine fetal life, childhood, or adult life. Consequently, tor-
sion may give rise to necrosis and auto-amputation. Tubal and
ovarian maldevelopment secondary to ischemia due to a vascu-
lar accident may be another etiological factor. Alternatively, the
absence of these organs may be congenital, associated with
developmental alterations of the mesonephric and parameso-
nephric ducts.

In this study four cases diagnosed as the absence of ovary and
fallopian tube will be presented and compared to the cases
published in the literature.

Case Report

Case 1

A 23-year-old nulliparous single woman with acute pain in the
left lower quadrant and dysmenorrhea was admitted to our
clinic. She had menarche at the age of 11 and continued to
have regular menstrual periods at 30-day intervals. The patient
did not complain of nausea, vomiting, or fever. On pelvic ex-
amination, a left adnexal cystic mass of approximately 10 cm
diameter was palpated. Transabdominal sonography revealed a
10x8x6 cm hypoechogenic uniloculated cystic mass in the left
ovarian location. No vascularity was detected by doppler ultra-
sonography. The left and right ovary could not be visualized
separately. Serum Ca 125 level was 35 IU/ ml. She had no
history of abdominopelvic surgery. Laparoscopic surgery was
planned for diagnosis and treatment of the adnexal mass. On
laparoscopic evaluation, the uterus and Pouch of Douglas had a
normal appearance, but there was a typical endometriotic le-
sion with a diameter of 1 cm on the serosal surface of the blad-
der. The right ovary and fallopian tube were absent. There was
a thick and fibrotic band on the right side of the round ligament
close to the uterus. On the left side there was a pseudocytic
mass of 10 cm within a conglomerated tubo-ovarian complex.
The content of the pseudocyst was drained and an excisional
biopsy was carried out from the cystic component of the mass
and was sent for histopathological evaluation. The endometri-
otic implant was biopsied and cauterized. The histopathological
analysis of the biopsy specimen from the cystic mass reported
normal ovarian tissue.

Case 2

A 21-year-old nulliparous single woman who applied to our clin-
ic with chronic pelvic pain with a simple ovarian cyst of 32x30
mm that had been diagnosed 4 months earlier. Her menarche
had occured spontoneously at the age of 12 and she had regu-
lar menstrual periods at 28-day intervals since then. She had
no history of any gynaecological complaint and no previous op-
eration. On pelvic examination, bilateral adnexal fullness was
palpated. Transabdominal sonography revealed a 29x26mm
hypoechogenic cyst with mural solid component in the left ad-
nexal location. The right ovary was not detected by ultrasonog-

raphy. Serum Ca 125 level was 71.9 IU/ml. She was diagnosed
as having a persistent left adnexal mass and a laparoscopy was
planned. During laparoscopy, the right round ligament was not
observed, while a free avascular fibrous band extended between
the uterus and the small intestine. This fibrous band ended
on the serosal surface of the intestine with tissue mimicking
the fimbrial end of the tube. Under this band a remnant white
opaque ovarian tissue of 0.5cmx0.5cm was detected. On the
left adnexal region there was a 2 cm ovarian haemorrhagic cyst.
The cyst was aspirated and a punch biopsy was performed from
the cyst wall. The histopathology was benign.

Case 3

A 25-year-old nulliparous single woman with irregular menses
was admitted to our clinic with an adnexal mass. The patient
had no other complaint and no history of previous pelvic or
abdominal surgery. Her menarche had occurred at the age of
12 and she had regular menstrual periods at 30-day intervals
until 7 months prior to her admission. She had used oral con-
traceptives for treatment of irregular menses for 7 months. A
right adnexal cystic mass approximately 6-7 cm diameter was
palpated. Transvaginal sonography revealed a 65x35mm hy-
poechogenic biloculated cystic mass in the right ovarian site.
No vascularity was noted on doppler ultrasonography. The left
ovary could not be visualized separately. Serum Cal125 level
was 15 [U/ ml. She was diagnosed as having a benign right ad-
nexal mass and a laparoscopic approach was planned. On lapa-
roscopic evaluation there was a saggital sulcus on the fundal
part of uterus. The left ovary and fallopian tube were absent.
On the right ovary there was a cytic mass of 7 cm. Laparo-
scopic cystectomy was performed and the specimen was sent
for histopathologic evaluation. The histopathological report of
the specimen was benign cyst adenoma.

Case 4

A 36-year-old nulliparous woman with regular menses applied
to our clinic for infertility. She had been trying to conceive for
the last 18 months and had no other complaint. Her menarche
had occured at the age of 13 and she continued to have regular
menstrual periods at 25-day intervals. She had no history of
abdominal and pelvic surgery or pelvic inflammatory disease.
During pelvic examination a cystic mass was palpated on the
right side. Basal infertility investigations of the couple were
normal, except for hysterosalpingography (HSG). The left fal-
lopian tube was not visualized and the right tube showed hydro-
salpenx, while the uterine cavity had a unicorn shape by HSG.
The right ovary was not visualized by ultrasonography whereas
there was a 69x29 mm cyctic mass on the right adnexal side.
A laparoscopy with concomitant hysteroscopy surgery was
planned. On laparoscopic evaluation a right unicorn uterus was
detected. The right tube was hydropic and was about 5x6 cm;
it was twisted twice. The right ovary was absent. On the left
side a rudimentary non-communicant nonfunctional horn was
detected. The left ovary and tube were normal. There was no
communication between the rudimentary uterine horn and the
left tube. The right tube was detorsioned and laparoscopic fim-
brioplasty was performed. When the patency of the right tube
was evaluated by laparoscopic dye pertubation, methylene blue
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failed to pass through the right tube. Laparoscopic salpengec-
tomy was performed and the right tube was sent for histopath-
ologic evaluation. On hysteroscopic evaluation only the right
ostium was seen.

Only laparoscopy was performed in the first three cases as all
three patients were single and refused to have a hysteroscopy
as they were virgins. All patients had complete evaluation of the
urinary system via ultrasonography and intravenous pylography
after laparoscopy. No urinary tract anomaly was detected.

Discussion

Complete absence of bilateral or unilateral ovarian and tubal
structures with a normal uterus is rare, as shown in Table [1-
16]. There are three hypotheses for the etiology of these rare

cases. The first is the mechanical hypothesis that involves as-
ymptomatic torsion of one or both adnexa or tube/ovary during
adult life or childhood, or even in the fetal stage, that results
in auto-amputation and necrosis secondary to related ischmia
[1,14]. Adnexal torsion can involve either the tube, the ovary, or
the adnexa.

The second cause is thought to be congenital. The uterus and
fallopian tubes develop from the Mullerian duct whereas ova-
ries develop mainly from the mesenchymal elements of the
urogenital ridge, the coelomic epithelium, and the germ cells
arising from the yolk sac. The unilateral congenital absence
may originate from a defect in the development of the Mul-
lerian system on one side [14] or a defect of the caudal end
of the Mullerian duct and the genital ridge. Paternoster et al.

Table 1. Absence of fallopian tube and/or ovary with uterus, urinary tract, other system anomalies: Literature Review

Authors Absence of fallopian tube and/or ovary Uterine anomaly Urinary Other Indications for the surgery
(reference) tract
anomaly
Sivanesaranam Absent left fallopian tube and left ovary Nm* Nm* Nm* Tubal ligation
V(1) Absent right fallopian tube and right ovary Nm* Nm* Nm* Infertility
Case 1
Case 2
Georgy FM et Absence of left fallopian tube and ovary Nm* Nm* Nm* Menorrhagia
al. (2)
Lashgari M. (3) Absence of left ovary Nm* Nm* Nm* Sterilisation
Sirisena LA. (4) Absence of left fallopian tube and ovary No No No Right ovarian cyst
Zaitoon MM. Absence of left fallopian tube and ovary No Renal No Tubal ligation
(5) ectopia
Sinha MR. ( 6) Absence of right fallopian tube and ovary Nm* Nm* Nm* Torsion of one left ovarian
cyst
Silva PD et al .(7)  Absent right fallopian tube and ovary Nm* Nm* Nm* Cystic mass
Mylonas et al. (8)  Absent right tube, right ovary No Nm* No Diffuse lower abdominal pain
Case 1 Absent right tube, right ovary No Nm* Endometriosis Diffuse lower abdominal pain
Case 2 Right adnexial aplasia, left ovarian agenesis, No Nm* No Diffuse lower abdominal pain
Case 3 left adherent tube
Mulayim et al(9).  Complete absence of left tube and ovary Unicornuate Pelvic No Infertility
uterus kidney
Haydardedeoglu  Absent right ovary Unicornuate Ipsilateral Nm* Menometrorrhagia,
et al.(10) uterus with renal pedunculated submucous
noncommunicated  agenesis leimyoma
horn
Demir et al. (11)  Absent Left tube and left ovary Unicornuate No No Incidental at cesarean delivery
uterus
Muppala et al. Absent right ovary, tube and round ligament No Right renal  Pyloric stenosis, Infertility
(12) agenesis Endometriosis
Suh et al. (13) Absent left distal tubal segment and left Uterine septum Nm* No Infertility
ovary
Uckuyu et al.(14)  Absent left distal tubal segment, streak left No No Separeted tissue in the Infertility
Case 1 ovary No No fossa ovarica Infertility
Case 2 Absent right distal tubal segment, normal No No Separeted tissue in the Infertility
Case 3 right ovary No No lateral pelvic wall Infertility
Case 4 Twisted left tube, absent right ovary Separeted tissue in the
Left ovarian agenesis, normal left tube omentum
No
Rapisarda et al. Absent Left tube and left ovary No Nm No Infertility
(15)
Pabuccu et al. Complete absence of left tube and ovary No No No Infertility
(16)
Presented Cases, Complete absence of the right tube and No No Endometriosis Ovarian cyst
Etlik ZH ovary No No Endometriosis Adnexal mass
Case 1 Complete absence of the right tube and No No No Adnexal mass
Case 2 ovary Unicorn uterus No No Infertility
Case3 Complete absence of the left tube and ovary
Case 4 Complete absence of the right ovary

* Nm:not mentioned
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presented 2 cases with absence of fallopian tubes and pointed
out the possibility of incomplete tubal development due to in-
adequate blood supply during the pelvic descent of the caudal
part of the Mullerian duct [18]. Absence of the fallopian tube
may be related to the development of a unicornuate uterus. In
the presence of any described anatomic malformation of the
uterus or urinary tract, the hypothesis of the congenital defect
is rather strong. Unilateral absence of the right ovary with a
unicornuate uterus was observed in the presented case-4, sug-
gesting an incomplete development of the uterovaginal canal.
In our series none of the patients had an accompanying urinary
tract abnormality.

The third hypothesis is that the tubal and ovarian maldevelop-
ment is secondary to ischemia due to a vascular accident [1, 8,
10, 14]. Duelholm and Praest [20] have pointed out that adnexal
torsion might be related to the presence of adnexal masses,
hemodynamic abnormalities, sudden body position changes,
trauma, surgery, or disease. Torsion of the ovarian pedicle or
mesosalpinx can lead to avascular necrosis, separation of those
tissues, and resorption [17]. Adnexal torsion can be related to
either the tube or the ovary or to both. Although it is thought
to be rare before menarche and after menapause, Jamieson
and Soboleski [21] and Goktolga et al. [22] reported adnexal
torsion in prepuberty. Torsion most likely manifests itself with
acute abdominal pain, nausea, and vomiting, but it can also be
asymptomatic and therefore diagnosed only in operations per-
formed for other reasons. In the cases reported by Sivanesarat-
nam [1], Dueck et al. [23] and Guvenc et al. [24], they were also
asymptomatic, suggesting that the event had occurred during
the fetal stage.

Laparoscopy provides a definitive diagnosis of unilateral ovar-
ian and/or tubal absence. The patients may be operated on for
a variety of indications (Table 1). In the presented cases none of
the patients had a previous surgery or an acute pelvic pain epi-
sode. However, the previous-torsion hypothesis is not easy to
prove. The differential diagnosis between congenital agenesis
of the tubes and/or ovaries and auto-amputation secondary to
silent torsion can only be made by previous radiologic or occult
observation of both tubes and ovaries followed by a later failure
to detect them. The other sign that implies auto-amputation
secondary to torsion is detection of histologically-proven rem-
nants of the ovary and/or the tube in the abdominal cavity [17
]. In the second case in our series, remnants of the ovary were
observed on the right round ligament and pelvic wall.

The true etiology of unilateral ovarian absence with or without
the fallopian tube is unclear in most of the reported cases but
this possibility should be considered even in asymptomatic pa-
tients with no significant medical history. The absence of any
other anatomical structures (such as uterine or renal abnor-
malities) together with histologically-proven remnant tissues
on the ipsilateral side would support the hypothesis of vascu-
lar ischemia secondary to torsion rather than a developmental
anomaly [18].
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Derginizde yayinlanmak dilegi ile géndermis oldugumuz yazimiz 31. Plastik ve Rekonstriiktif ve Estetik Cerrahi Ulusal kongresinde poster olarak sunulmustur.

Ozet

Mukormikozis akut fulminant fungal enfeksiyondur. Mukormikozis c¢ogunlukla
kontrolstiz diabet [6zellikle ketoasidozlu hastalar], lenfoma ve I6semi gibi malig-
nensiler, renal yetmezlik, organ transplantasyonlari, uzun dénem kortikosteroit ve
immunsiipresif tedavi alimi, yanik, siroz, protein-enerji malniitriisyonu ve AiDS gibi
hastaliklar ile beraber goriilse de saglikh kisilerde de rastlanabili.21 yasinda erkek
hasta damak yarigi ve burunda sekil bozuklugu sikayeti ile klinigimize basvurdu.
Hastanin hikayesinden, 10 yasinda iken lenfoma tanisi konuldugu, lenfoma teda-
visi gortirken damak ve burnunda enfeksiyon gelistigi 6grenildi. Klinigimizde has-
ta opere edilerek damak yarigi ve burun deformitesi diizeltildi. Burada mukormi-
kozis enfeksiyonuna bagli gelisen nasal deformite ve inkomplet damak yaragi ol-

gusu sunulmustur.

Anahtar Kelimeler

Mukormikozis; Damak Yarigi; Nasal Deformite

Abstract

Mucormycosis is an acute fulminant fungal infection. Mucormycosis usually ac-
companies uncontrolled diabetes [in particular, patients with ketoacidosis],
malignancies like lymphoma or leukemia, renal failure, organ transplantations,
long-term corticosteroid or immunosuppressant therapy, and conditions including
burns, cirrhosis, protein-energy malnutrition or AIDS, though it also may be seen
in healthy individuals. A 21-year-old male patient applied to our clinic with cleft
lip and nasal deformity. It was understood from his medical history that he was
diagnosed with lymphoma at age 10 and he developed an infection in his palate
and nose during the treatment course. His cleft palate and nasal deformity was
repaired by surgery in our clinic. Herein we reported a case of nasal deformity and

incomplete cleft palate caused by mucormycosis infection.
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Introduction

Zygomycosis, also known as mucormycosis, is an acute fulmi-
nant fungal infection originally described by Paultauf in 1885
[1] and caused by the spores of Mucorales belonging to the
order of Zygomycetes. These spores exist in the earth, in rotten
vegetables, and in the respiratory and gastrointestinal tracts of
healthy subjects [2]. The infection is contracted via the inhala-
tion, ingestion, and incubation of the spores [3].

Although mucormycosis mostly occurs in association with con-
ditions such as uncontrolled diabetes [particularly patients with
ketoacidosis], malignancies such as lymphoma or leukemia,
organ transplantation, long-term corticosteroid or immunosup-
pressive use, protein-energy malnutrition, and AIDS, it may also
occur in healthy individuals [4, 5]. In particular, contact with
contaminated water or waste after trauma may lead to the de-
velopment of mucormycosis [6].

Mucormycosis is subdivided into several types based on its
clinical manifestations and the involved anatomical location,
such as rhinocerebral, pulmonary, cutaneous, gastrointestinal,
or disseminated [7]. Of these, rhinocerebral mucormycosis is
the most frequent form, responsible for one-third of all cases
[1]. It is characterized by the progressive fungal invasion of the
paranasal sinuses, palate, orbita, and the cranium [2].

In this case report, we describe a case of cleft palate and nasal
deformity developing after mucormycosis.

Case Report

A 21-year-old male patient presented to our unit with cleft pal-
ate and nasal deformity. Medical history revealed a diagnosis of
lymphoma at the age of 10, in conjunction with an infection of
the palate and the nose during lymphoma treatment. Physical
examination showed the presence of incomplete cleft palate,
with left-sided deviation of the nose, wider right nostril, short-
ening in the left side of the columella, right-sided deviation of
the columella base, and more posteriorly located left dome as
compared to the right. These nasal deformities resembled those
of the cleft lip nasal deformity [Figures 1-2]. An examination
of past medical records and discharge notes revealed a histo-
pathologically confirmed diagnosis of mucormycosis, treatment
with high dose amphotericin B, and intensive care unit admis-
sion, as well as the surgical debridement of the necrotic tissues
at the time of palate infection. The patient was operated on in
our unit for the correction of the cleft palate nasal deformity.

Discussion

Nasal deformities associated with congenital cleft lip are as-
sociated with significant cosmetic and functional problems and
are referred to as cleft lip nasal deformity [8]. In this deformity
the base of the nose appears longer on the side of the cleft
lip, the dome of the cleft side is displaced posteriorly, the base
of the columella is deviated toward the non-cleft side, and the
nostril on the cleft side is widened and rotates posteriorly. Our
patient had similar deformities after contracting rhinocerebral
MuCcormycosis.

In rhinocerebral mucormycosis, the spores of Mucorales invade
the vascular endothelium after inhalation and attach to the in-
ternal elastic lamina of the blood vessels. Fungal growth occurs
along the elastic lamina of the vasculature, separating lamina

Figure 1. incomplete cleft palate

Figure 2. nasal deformity

from the media. The direct invasion and dissection caused by
these fungi result in severe endothelial injury with subsequent
thrombus formation and ischemia in the surrounding tissues [9].
Palatal and maxillary necrosis may develop due to the thrombo-
sis caused by spores in the internal maxillary artery or descend-
ing palatine arteries [4]. We believe that our patient also proba-
bly had impaired circulation in the territories of the descending
palatine and internal maxillary arteries, leading to necrosis in
the medial wall of the maxillary bone, at the base of the nasal
cavity, and in the palate with subsequent deformities closely
resembling the cleft lip nasal deformity.

The key components of the management of rhinocerebral mu-
cormycosis include early diagnosis, anti-fungal agents, and ag-
gressive debridement. For anti-fungal treatment, parenteral
amphotericin B at a dose of 1 to 1.5 mg/kg or oral amphotericin
B at a dose of 10 to 15 mg/kg/day may be administered [10].
Our patient had also received treatment with amphotericin B
and had undergone surgical debridement of the necrotic tissues
of the palate.
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Ozet
Bu olgu sunumunda, 19 yasinda, sag goégtis yan duvarda sislik, yan agrisi, geceleri

yiikselen ates sikayetiyle tetkik edilen erkek bir hasta aktarilmaktadir. Gégiis bil-
gisayarl tomografisinde; sag akcigerde alt lob lateral bazal segmentte atelekta-
zi ile uyumlu periferik konsolidasyon ve bu seviyeden baslayan ve inferiora dogru
devam eden plevra ve gogus duvari yerlesimli irregiler sinirli bir lezyon saptana-
rak gogls duvar timoru on tanisiyla klinigimize yonlendirildi. Enfeksiyon bulgu-
larinin olmasi nedeniyle antibiyotik baslandi ve es-zamanli olarak ince igne aspi-
rasyon biyopsisi yapildi. Biyopsi sonucu “kuskulu sitoloji” olarak bildirildi. Antibiyo-
tik tedavisine klinik ve radyolojik olarak yanit veren hasta, izlem sirasinda yaban-
c1 bir cisim ekspektore etti. Ekspektore edilen bu yabanci cismin patolojik incele-
me sonucu “bitkisel nitelikte, pisi pisi otu” oldugu rapor edildi. Literatiirde pisi pisi
otu aspirasyonu sonrasl, bu otun dogasi geregi distale dogru migrasyonla gogtis
duvarindan disari ¢iktigi olgular yer almaktadir. Fakat olgumuzda oldugu gibi pisi
pisi otunun gogus duvari timorind taklit eden enflamasyona neden olup sonrasin-
da ters yonde hareket ederek ekspektore edildigi bir yayina rastlanmadigindan, il-
ging oldugu dusiinilen bu olgu sunulmaktadir.
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Abstract

In this case presentation, a 19-year-old male patient was examined because of
complaints of right lateral chest swelling, lateral pain, and high fever at night.
After a chest CT, the patient was directed to our clinic with a pre-diagnosis of
chest wall tumor following the detection of peripheral consolidation concurrent
with atelectasis in the lower lobe lateral basal segment in the right lung and
a lesion with irregular contour in pleura and the thoracic wall, starting at this
level and descending to the inferior. Because the symptoms pointed to infection,
antibiotic therapy was started and a fine-needle aspiration biopsy was concur-
rently performed. Results of the biopsy were reported as “suspicious cytology.”
The patient, who responded to antibiotic therapy both clinically and radiologi-
cally, expectorated a foreign body during monitoring. Pathological examination
reported “in herbal quality, grass inflorescence” as the traits of the expectorated
body. In the literature there are cases in which grass inflorescence, in accordance
with its nature, passed distally out of the chest wall with migration following the
aspiration. However, no other publication has reported an intriguing case such as
ours, in which the grass inflorescence caused inflammation that mimicked a chest
wall tumor and then was expectorated moving in the opposite direction.
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Expectoration of Tracheobronchial Grass Inflorescence

Introduction

It is known that if a foreign body that has aspirated into the
tracheobronchial system remains there too long, intrathoracic
pathology may occur. There are publications that report pul-
monary foreign body aspirations causing a number of diseas-
es such as bronchiectasis, obstructive emphysema, recurrent
pneumonia, bronchial stenosis, lung apnea, pleural effusion, em-
physema, bronchopleural fistula, endobronchial polyp, and rib
osteomyelitis [1,2]. The patient who was directed to our clinic
with the diagnosis of chest wall tumor demonstrated a bizarre
incident with his unexpected diagnosis.

Case Report

A 19-year-old male patient had a chest CT after his admission
to the hospital with complaints of fatigue, right lateral pain,
high fever at nights, and lateral right chest wall swelling. The
patient was directed to our clinic after the detection of pe-
ripheral consolidation concurrent with atelectasis in the lower
right lobe at lateral basal segment level and hypodensity with
limited contour in the pleura and chest wall, starting from this
level and descending to the inferior (Image 1). Patient had no
relevant occurrences in his medical background; his family his-
tory showed hypertension in the mother and lung cancer in the
grandfather. Physical examination showed decreased breathing
sounds in the lower right zone and a fixed, stiff mass lesion on
the right lateral chest about 5 cm in diameter. The lab workup
resulted in pathological values of CRP: 9.78 mg/dL, leukocyte:
11.490/mm3.

Figure 1. CT image at the initial hospital admission. (a) Mass lesion with irregular
contour that suggests chest wall tumor, (b) lower lobe lateral basal segment level
atelectasia concurrent image .

Ultrasound-assisted fine-needle aspiration biopsy was per-
formed on the swollen spot upon the chest wall. Pus fluid was
aspired and the samples were sent to microbiology and pathol-
ogy for examination. Microbiologic examination revealed no
generative activity and found ARB (-). Pathological examination,
on the other hand, reported “suspicious pathology” (Dyskary-
otic cell assembly was observed between assembly of leuko-
cyte with suspicion of polymorph nuclei.) The patient was again
evaluated by CT following ten days of antibiotic therapy. In the
controls, the following were monitored: endobronchial soft tis-
sue in the subsegmental area in right lung lower lobe anterior
basal segment level and consolidation and atelectasis in the
distal; neighboring pleural thickening; asymmetric thickening in
chest wall muscle planes in the right 10th costa lateral contour
level and 10th intercostal space compared to the left lobe. This
thickening demonstrated dimensional regression when com-
pared with the chest CT prior to antibiotic therapy and monitor-
ing of low-density collection regions inside the lesion showed
regression (Image 2).

The patient was discussed in the bone council and was chosen

Figure 2. Control CT. (a) Monitored mass in the chest wall and (b) apparent dimen-
sional regression in atelectatic area in lower lobe lateral segment .

for evaluation by chest magnetic resonance (MRG) imaging of
the aspect of chest wall invasion. In the MRG, within the right
hemitorax inferolateral wall, posterior, intercostal soft tissues,
and the neighboring subcutaneous tissues, symptoms were
identified that are compatible with inflammation, with unde-
fined contours, 5x3 cm in size, and with focal fluid collection,
beginning from this localization, pleural thickening regions in
intrathoracic extrapleural distance (Image 3).

Figure 3. Chest magnetic resonance imaging. Inflammation symptoms monitored
in subcutaneous tissues inside and neighboring intercostal soft tissues.

Tru-cut biopsy was performed because of the symptoms and
the results were reported: “fibrosis and perivascular lymphocyte
population between striated muscle tissues observed in skin
and subcutaneous tissues.”

During this period, the patient expectorated a foreign body.
Pathological examination classified this substance as being
of “herbal quality.” A bronchoscopic examination observed no
endobronchiallesions, reporting all as usual for the bronchial
system.

With regressed infection parameters, normal body tempera-
ture, and pathological controls showing regression, the patient
was discharged with oral antibiotics treatment and moved into
follow-up.

Discussion: Any foreign body that is aspirated into the tracheo-
bronchial system has, in the early periods, the ability to lead
to complications such as acute dyspnea, asphyxia, hemoptysis,
pneumothorax, laryngeal edema, and cardiac arrest.

In a study that examined 65 patients with a foreign body pres-
ence detected through flexible bronchoscopy, 30.6% of the
patients reported delayed resolution pneumonia and 18.4% re-
ported segmental bronchial collapse, as radiology results [3].
Another study that retrospectively evaluated 30 patients with
foreign body aspiration diagnoses reported that five patients
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without any history of foreign body aspiration who were oper-
ated on with pre-diagnoses of bronchiectasis and solitary pul-
monary nodule, later received a foreign body aspiration diag-
nosis following the postoperative pathological examination [4].
The patient who was examined in our clinic with a pre-diag-
nosis of a chest wall tumor and accompanying pulmonary at-
electasis and embolism was started on antibiotic therapy due
to increased infection parameters, and subsequently responded
well to the treatment. The infectious process that developed in
the distal area in association with the endobronchial foreign
body and that had reached the chest wall caused us to suspect
malignity. The result of the fine-needle biopsy, “suspicious,”
supported this pre-diagnosis. However, the incident was shown
to have developed in conjunction with tracheobronchial foreign
body aspiration when the foreign body expectorated by the pa-
tient was examined during monitoring.

Substances with herbal origins rank high among aspirated for-
eign bodies. Among these, in our country, aspiration of water-
melon pips, roasted chickpeas, sunflower seeds, hazelnuts, pea-
nuts, and beans are frequently encountered. Metal and plastic
objects rank second in the most frequently aspirated foreign
bodies. Commonly aspirated metal objects are pins, sewing
needles, and safety pins, along with push pins and nails. Com-
monly aspirated plastic objects are beads and pen lids [5]. Grass
inflorescence and other herbs aspirated into the lung have been
reported in the literature; however, most of these are either re-
moved in the early period or diagnosed once complications like
pneumonia, bronchiectasis, and emphysema develop. There are
several publications reporting that grass inflorescence, by its
nature, passes from the lungs to the chest wall, moving distally
and then to outside the chest wall [6-8]. However, no publica-
tion reports a grass inflorescence that first caused inflamma-
tion mimicking a chest wall tumor, then unexpectedly moved in
the opposite direction and was expectorated.
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Bariatric Surgery-Related Stone Disease

Cevahir Ozer, Tulga Egilmez
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Onemli bir halk saghg problemi olan obezitenin uriner sistem tas hastaligi
etyolojisinde rol oynadigi ileri siiriilmektedir. Bununla birlikte, obezitenin te-
davisinde kullanimi giderek yayginlasan obezite cerrahisi de triner sistem
tas hastaligl ile iliskili gérinmektedir. Ginliik pratikte, obezite cerrahisi plan-
lanan veya uygulanmis hastalar daha sik karsimiza ¢ikmaktadir. Derleme bu

hasta grubunun yonetiminin rrolojik agidan degerlendirilmesini amaclamistir.

Uriner Tas Hastaligi; Obezite Cerrahisi

Obesity is a major public health problem and has been suggested to play a
role in the etiology of urinary tract stone disease. Furthermore, the increas-
ingly widespread use of surgery in the treatment of obesity also is related
with urinary stone disease. In daily practice, patients to whom obesity sur-
gery has been planned or who have undergone obesity surgery are seen more
frequently. This review aims to highlight the urological evaluation and man-

agement of this patient group.
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Giris

Uriner sistem tas hastaligi yaygin olarak gériilen bir hastalik-
tir ve diinya niifusunun yaklasik %5-15’ini etkilemektedir [1, 2].
Uriner sistem tas hastaliginin olusumunda hem genetik hem de
cevresel bircok faktor rol oynamaktadir [3]. Obezitenin de uri-
ner sistem tas hastaligi ile iliskili oldugu iddia edilmektedir [4].
Genel popilasyondaki ortalama viicut kitle indeksindeki arti-
sin bir sonucu olarak driner sistem tas hastaliginin yayginligi-
nin son yillarda artmasi bu goériist desteklemektedir [4-6]. Bu
durum, hem driner sistem tas hastaliginda hem de obezitede
ortak bir patofizyolojik mekanizmanin rol oynadigini distindiir-
mektedir [7, 8].

Obezite 6nemli bir halk saghgi problemidir ve yayginhgi din-
ya capinda artmaktadir [9, 10]. Viicut kitle indeksinin 30 kg/m2
ve lizerinde olmasi obezite, 40 kg/m2 lizerinde olmasi ise mor-
bid obezite olarak kabul edilmektedir [10]. Amerika Birlesik Dev-
letleri nifusunun yaklasik %20’si obez olarak kabul edilmekte-
dir. Yaklasik 11.5 milyon Amerikal ise morbid obezdir [11]. Mor-
bid obez hastalarda diyet degisiklikleri, farmakolojik tedavi ve
yasam tarzi modifikasyonlari gibi konservatif yontemler nadi-
ren anlamli ve kalici kilo kaybina neden olurlar [12]. Bu nedenle,
etkili kilo kaybi, obezite ile iliskili hastaliklarda diizelme ve uzun
dénem mortalitede azalma saglayan obezite cerrahisinin kulla-
nimi giderek yayginlagmaktadir [13, 14]. Bununla birlikte, obe-
zite gibi, obezite cerrahisi de iriner sistem tas hastaligi icin bir
risk faktort gibi gérinmektedir [14].

Bu derlemede modern obezite cerrahisi yontemleri ile triner sis-
tem tas hastaligi arasindaki iliski ve obezite cerrahisi sonra-
si tas olusumu gozlenen hastalarin degerlendirme sireci tarti-
simustir.

Obezite Tedavisinin Cerrahi Secenekleri
Obezite cerrahisi fonksiyon bakimindan 3 ana grupta toplana-
bilir [15, 16]:

1. Malabsorbsiyon yapan ameliyatlar:

Bu gruptaki ameliyatlar gida ile temas eden ince barsak boyunu
kisaltip gida emilimini azaltarak kilo kaybi saglarlar [16].
Primer olarak malabsorbsiyon yaparak etki gésteren jejunoile-
al by-pass obezite tedavisinde yaygin olarak kullanilan ilk cer-
rahi prosedirdiir [17]. Zaman icinde, bu yéntemle iligkili bob-
rek tasi, bobrek yetmezligi ve yasami tehdit eden karaciger yet-
mezligi gibi komplikasyonlarin ortaya cikmasi tizerine jejunoile-
al by-pass terk edilmistir [6, 18].

Biliopankreatik diversiyon ameliyati ise uzmanlasmis merkez-
lerde yapilan, ameliyat sonrasi besin eksikliklerine neden olabi-
len bir yontemdir. Jejunoileal by-pass’in bir modifikasyonu olan
bu yontemde goriilen dumping semptomlari ve anastomoz ilse-
ri sikhgini azaltmak icin duodenal switch modifikasyonu gelisti-
rilmistir [16, 17].

2. Gida alimini kisitlayan ameliyatlar:

Bu yontemde hastanin bir defada yiyebilecegi gida miktarini ki-
sitlayicr kiiciik bir mide posu ve dar bir mide cikisi olusturulur
[16]. Vertikal bant gastroplasti, laparoskopik ayarlanabilir gast-
rik bantlama ve sleeve gastrektomi en sik uygulanan kisitlayici
yontemlerdir [8, 16]. Laparoskopik gastrik bantlama Avrupa’da
en sik uygulanan obezite cerrahisi yontemidir [8].

3. Kombine (hem malabsorbsiyon yapan hem de gida ali-
mini kisitlayan) ameliyatlar:
Her iki mekanizmanin da kullanildigi bu ameliyatlardan biri-

si olan Roux-en-Y gastrik by-pass ameliyati Amerika Birlesik
Devletlerinde %80 gibi yiiksek bir oranla en yaygin uygulanan
obezite cerrahisi yontemidir [16].

Obezite Cerrahisi ve Uriner Sistem Tasi Olusumu

Tarihsel olarak, driner sistemde tas olusumu obezite cerrahisi-
nin (6zellikle jejunoileal by-pass ameliyatinin) iyi tanimlanmis
bir komplikasyonudur [18]. Jejunoileal by-pass uygulanan hasta-
larda operasyondan 15 yil sonra bobrek tasi goriilme riski yakla-
stk %29'dur [18, 19]. Obezite cerrahisi sonrasi olusan taslar ¢co-
gunlukla kalsiyum okzalat tasidir. Tas olusumundaki temel me-
kanizma ise yag malabsorbsiyonuna bagl gelisen enterik hipe-
rokzaliiri gibi goriinmektedir [18]. Bununla birlikte, dusuk idrar
hacmi ve hipositratiiri de tas olusumunda etkili diger risk fak-
torleridir [6, 20]. Normalde kalsiyum barsak liimeninde okzala-
t1 baglar. Ancak, obezite cerrahisi sonrasi absorbe edilemeyen
yag kalsiyum ile baglanarak sabunlastigi icin kolona gecen ok-
zalat yuki artar. Buna ek olarak, emilimi bozulan safra tuzlari-
nin da kolona gecisi artar ve artmis safra tuzlar kolonda okza-
lat emilimini arttirir [12]. insanlar tarafindan metabolize edile-
meyen bir molekiil olan okzalat bébrekler araciligiyla atilir [21].
Artmis renal okzalat yiki idrardan okzalat atiliminin artmasiy-
la sonuglanir. Bu nedenle, hastalarin hemen hemen tamami kal-
siyum okzalat tasi tretir. intestinal okzalat diizeyindeki artis ile
ilgili alternatif bir mekanizma da barsak florasinda bulunan ve
tek enerji kaynagi okzalat olan Oxalobacter formigenes tarafin-
dan gerceklestirilen okzalat yikiminin azalmasi olabilir [18, 22].
Bu durum ise obezite cerrahisi sonrasi Oxalobacter formigenes
kolonizasyonunun azalmasi ile aciklanabilir. Jejunoileal by-pass
geciren hastalarda Oxalobacter formigenes kolonizasyonunun
azaldig gosterilmistir[23].

Su anda en yaygin uygulanan obezite cerrahisi yontemlerinden
biri olan Roux-en-Y ameliyatinin Uriner sistem tas hastaligi ris-
kine etkisi hakkinda ¢ok az bilgi mevcuttur. Obezite ve insiilin di-
renci, basta urik asit tasi olmak tzere Uriner sistem tas hasta-
g1 icin risk faktorleri olarak kabul edildigi icin Roux-en-Y ame-
livatinin tas riskini iyilestirdigi makul bir varsayim olabilir [18].
Ayrica, Roux bacaginin 150 cm'nin altinda oldugu bir Roux-en-Y
ameliyatinin enterik hiperozaliiride kritik rol oynayan yag emi-
lim bozukluguna neden olmadigina inaniimaktadir [24]. Ancak,
calismalar Roux-en-Y sonrasi hiperokzaliiri ve kalsiyum okzalat
tasi gortlme riskinin arttigini gostermektedir [21, 25].

Su anda, hastaya uygulanan obezite cerrahisi yontemi ile uri-
ner sistem tas hastaligi arasinda goreceli potansiyel risk deger-
lendirmesinde kullanilabilecek bir bilgi mevcut degildir. Bununla
birlikte, uygulanan cerrahi islem sonrasi gelisen yag emilim bo-
zuklugu derecesi bu konuda yardimci olabilir. Obezite cerrahisi
sonrasi genel yag emilim oranlarina baktigimizda jejunoileal by-
pass ameliyatinda bu oranin %15, biliopankreatik diversiyonda
(duodenal switch olsun veya olmasin) %19, Roux-en-Y ameliya-
tinda %67, vertikal bant gastroplastisi ve laparoskopik ayarla-
nabilir gastrik bantlamada %97 oldugunu goriyoruz [26]. Bu bil-
giye dayanarak, enterik hiperokzalliri gelisme riskinin en fazla
biliopankreatik diversiyon sonrasi, en az vertikal bant gastrop-
lastisi ve laparoskopik ayarlanabilir bant gastroplastisinde ol-
dugunu sdyleyebiliriz. Roux-en-Y ameliyati sonrasi ise orta de-
recede bir risk mevcuttur [18].

Diger yontemlerin aksine, kisitlayici yontemlerde herhangi bir
barsak segmentinin by-pass edilmesine bagli malabsorbsiyon
komponenti olmadigindan dolay! enterik hiperokzaliiri beklen-
memektedir. Bu nedenle, kisitlayici yontemler Griner sistem tas
hastaligi riskinde artisla iliskili gérinmemektedir [12, 27]. Ayri-
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ca, kisitlayici yontemlerle tedavi edilen obez hastalarda tas olu-
sumu acisindan anlamh risk faktérleri olan idrar hacmi, sitrat,
kalsiyum, pH ve urik asit seviyelerinde de farkhlk gézlenmemek-
tedir [12].

Obezite Cerrahisi Uygulanan Hastalarda Uriner Sistem
Tas Hastahigina Yaklasim

Kisitlayici yontemle obezite cerrahisi geciren hastalarin driner
sistem tas olusum riskinde artis gortilmemektedir. Bu nedenle,
obezite cerrahisi planlanan morbid obez tas hastalarinda kisitla-
yici yontemler tercih edilebilir [8]. Kisitlayici tipte olmayan obe-
zite cerrahisi sonrasi tas olusumu gozlenen hastalarda ise hizla
metabolik degerlendirme yapilarak onleyici tedaviye baslanma-
lidir [18]. Bu hasta grubunda tas olusumunu tetikleyen en 6nem-
li faktor ise enterik hiperokzaluridir.

Enterik hiperokzaliiri tedavisini disiik yag ve dusiik okzalatl di-
yet, bol sivi alimi, kalsiyum gibi oral okzalat baglayici kullani-
mi ve bir kristalizasyon inhibitori olan potasyum sitrat kullani-
mi olusturmaktadir [3, 18]. Bir diger okzalat baglayici ajan olan
kolestiramin kullaniminin da faydasi olabilir [3]. Ispanak gibi ye-
sil yaprakli sebzeler, cikolata, findik, cay, cilek, pancar, bugday
kepegi, ravent ve soya Urlnleri okzalattan zengin oldugunu bil-
digimiz gidalardir [18, 28]. Bununla birlikte, gidalardaki okza-
lat icerigi hakkinda dogru bilgiye ulasmak zordur. Ciinki, gida-
lardaki okzalat icerigi hem rutin olarak 6lciilmemektedir hem de
her zaman uriin etiketinde belirtiimemektedir. Ek olarak, okzalat
iceriginin bitkinin biylimesi ve lretimi sirasindaki kosullardan
etkilenmesinden dolayi yayinlanan degerler genel tahminlerdir.
Bu nedenle, yiiksek okzalat ahmindan kacinmak kapsamli hasta
egitimini ve yiiksek hasta motivasyonunu gerektirir [18]. Ayrica,
gunlik uygulamada diyet degisikliklerini uygulamak zor olabil-
mektedir. Ciinkii, Roux-en-Y uygulanan hastalar dumping semp-
tomlarini énlemek icin sik ve kiiciik 6gun veya atistirmalik tiiket-
mektedirler. Bu durum okzalat baglayicilarin kullamimini zorlas-
tirmaktadir [18].

Okzalatin endojen barsak florasi tarafindan metabolize edilebil-
digi bilinmektedir [29]. Endojen okzalat yikiminda rol oynayan
Oxalobacter formigenes tek enerji kaynagi olarak okzalat kul-
lanan zorunlu anaerop Gram-negatif bir bakteridir [30, 31]. Je-
junoileal by-pass ve antibiyotik kullanimi gibi Oxalobacter for-
migenes kolonizasyonunda kayba yol acan durumlar idrar okza-
lat diizeyini arttirabilirler [29, 31, 32]. Hiperokzalirrili hastalar-
da oral Oxalobacter formigenes kullanimi yeni bir tedavi strate-
jisi olarak karsimiza ¢cikmaktadir [30, 32]. Primer hiperokzalirili
kiictk bir hasta grubunda oral Oxalobacter formigenes verilerek
yapilan giincel bir calismada hem plazma hem de idrar okzalat
konsantrasyonlarinin distiigiiniin gosterilmesi bu tedavi strate-
jisinin potansiyel yararini desteklemektedir [33]. Tabi ki, daha
buyik ve daha cesitli hasta popilasyonlari ile yapilan calisma-
larla bu calismanin sonuclarinin dogrulanmasi gerekmektedir.

Sonug

Kisitlayici yontemle obezite cerrahisi geciren hastalarin driner
sistem tas olusum riskinde artis goriilmediginden, obezite cer-
rahisi planlanan morbid obez tas hastalarinda bu yéntemler ter-
cih edilebilir [8].

Onleyici tedavi stratejileri kisitlayici yéntem disi tekniklerle ya-
pilan obezite cerrahisi uygulamalarindan sonra tiim hastalar icin
planlanabilir. En azindan bu tip cerrahi sonrasi tas olusumu goz-
lenen hastalarda hizla metabolik degerlendirme yapilarak 6n-
leyici tedaviye baslanmalidir [18]. Bu hasta grubunda, okzalat
diizeyini disurmeye yonelik stratejiler gelistirmek icin yeni ca-

lismalara ihtiyac¢ oldugu aciktir. Okzalat yikimi yapan bakteriler
gibi, yag malabsorbsiyonu disindaki faktorler belirlenmeli ve bu
faktorlere yonelik bilinen veya yeni gelistirilecek ajanlarla teda-
viler gelistirilmelidir. Okzalat yikan bakterilerin oral uygulama-
si, saflastirllmis enzimler ve yeni gelistirilen okzalat baglayici
recineler potansiyel tedavi secenekleri gibi gérinmektedir [18].
Genel kanitlar obezite cerrahisinin morbid obez bireylerde fayda
sagladigini gostermektedir [34]. Hiperokzaliri ve Uriner sistem
tas hastaligi riski obezite cerrahisi icin kontrendikasyon gibi go-
rinmemektedir. Ancak, giderek daha yaygin uygulanan bu cer-
rahinin potansiyel trolojik komplikasyonlarin farkinda olmak ve
bu hasta grubunu postoperatif degerlendirerek riskli hastalarda
onleyici tedaviye baslamak gereklidir.

Cikar Cakismasi ve Finansman Beyani
Bu calismada cikar cakismasi ve finansman destek alindigi be-
yan edilmemistir.
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Gelisim sinavi, 6zellikle probleme dayali 6gretim sisteminde egitim géren tiim
tip 6grencilerinin egitim boyunca tibbin tim alanlarinda kazandiklari bilgi dii-
zeyini yansitan kapsamli bir test 6rnegidir. Gelisim sinavi, egitim yili boyun-
ca belirli araliklarla tim siniflarin ayni anda ayni sorularla sinava oturdukla-
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bankasindan rastgele secilen coktan se¢meli, kisa yanitl, agik uglu sorulardan
olusabilen ve miifredat boyunca 6grencilerin kisisel gelisimlerinin gozlemle-
nerek 6grencilere geribildirim verildigi, tim 6grenme siirecini degerlendiren
bir testtir. Gelisim sinavlari egitim programinin degerlendirilimesinde prog-

ram degerlendiricilerine esssiz firsatlar sunan kapsamli, boylamsal bir testtir.
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Introduction

Progress testing

In the 1960s medical faculties in North America, the Nether-
lands, and Australia started using curricula that adopt, as an
alternative to the conventional curriculum, a number of meth-
ods such as problem-based learning, self-directed learning,
critical thinking, and self-assessment. These methods promote
deep learning rather than rote learning [1-3]. The new curricula
incorporate the central concepts of Malcolm Knowles’s adult
learning theory and humanistic approaches into medical edu-
cation, and promote new strategies and convenient evaluation
methods for knowledge testing [4]. Progress testing is a type of
testing that measures the level of knowledge gained by medical
students, especially those whose curricula incorporate problem-
based learning system. Developed concurrently by the Univer-
sity of Missouri Kansas City School of Medicine and Limburg-
Maastricht University, progress testing is a useful, exhaustive,
and longitudinal knowledge testing approach that offers both
formative and summative assessment of the knowledge gained
by the student throughout an entire academic year. Progress
testing is becoming increasingly popular throughout the world
[5-6]. It has also been employed at some medical faculties
where the problem-based learning method cannot be used [7].
With progress testing, the progress of each student is observed
throughout their undergraduate medical education program.
They receive feedback and the entire learning process is evalu-
ated. This comprehensive type of testing offers unique opportu-
nities for those evaluating educational programs [5]. Progress
tests, especially those employing multiple-choice questions,
have in recent years been in use in all continents except Ant-
arctica. They are used in South Africa, Asia, various countries
in Europe, the Middle East, North and South America, New Zea-
land and Australia [8]. The evidence obtained from countries
such as the United Kingdom, Canada, and the Netherlands has
revealed that progress testing offers unrivalled opportunities in
measuring the increase in knowledge and the effectiveness of
this knowledge gained by students throughout their educational
program [9].

Progress testing examines functional knowledge and assesses
objectives at the conclusion of medical education

Progress testing is an extensive assessment tool for analyz-
ing not only progress with respect to learning objectives at the
end of an undergraduate medical education, but also their func-
tional knowledge of all medical disciplines and the entire learn-
ing process. Progress tests are administered throughout the
students’ medical education at certain intervals (2 to 4 times)
throughout a year; all students in all classes take the test si-
multaneously [10]. Progress tests record the increase in student
knowledge and personal development, thus offering feedback to
program evaluators [11]. Progress testing is a comprehensive
type of testing that consists of random questions from an ex-
haustive question bank (multiple-choice, true-false, open-ended
questions), intended to evaluate the entire learning process.
Questions are also specifically designed to measure functional
knowledge, in line with the learning objectives that are required
for medical students to complete the undergraduate program.
Functional knowledge refers to the knowledge that students
can both use in their medical practices and associate with such
practices after their undergraduate education [12]. In progress
tests, students are responsible for the learning process up to
the date of test; they are expected to increase their success
rates every year. Progress testing is a versatile type of testing

whereby levels of students in different stages are compared to
each other (cross-sectional) and the performance of individuals
can be observed at regular intervals (longitudinal) [8,13].
The information regarding progress testing in various countries
and universities around the world is given in Table 1 [8].

The effect of progress testing on learning

The learning approach employed can be a motivation factor in
students’ achievement of desired learning objectives, and also
a qualitative and quantitative determinant of learning. The
learning approach is affected by the content of the education
program, the teaching strategies, and the assessment/evalua-
tion methods [14]. There are three distinct approaches to stu-
dent learning. [15]. The surface learning approach stems from
extrinsic motivations. Features include students’ rote learning
excessive workload, time pressure, and fear of failure. Using
this approach, students have difficulty in understanding and
making sense of new information. They have no strategy other
than memorizing the information in order to fulfill the require-
ments of the course, and their learning experience is hampered
by stress and anxiety [16]. In surface learning, students try to
learn without understanding [14,17]. By contrast, when using
the deep learning approach, students endeavor to create a
meaningful whole from individual concepts. Students try to es-
tablish a meaningful link between old and new information, and
scrutinize the relationship between evidence and results from
a critical perspective [18,19]. The strategic learning approach
is another approach in which students’ motivations in learning
are determined by their desire to become more successful [20].
Available evidence supports the undisputed positive impact of
progress tests on the deep learning of students [12]. Progress
testing at McMaster University has allowed students who are
preparing for the national licensing examinations to create a
continuous study strategy and to achieve a better level of knowl-
edge [13]. In addition to its positive effect on gaining medical
knowledge, progress testing also contributes to the growth of
functional knowledge as compared to a baseline of the first
year of medical education [21]. Progress testing also increases
medical knowledge when applied as a formative assessment at
some medical faculties where problem-based learning and an
integrated education program are not available [22].

How is a progress test prepared?

A progress test can be prepared by using the table of specifica-
tions in accordance with the competencies expected at the end
of an education program and with all the learning objectives.
Organ systems are taken as the basis in the design phase of the
test [23]. At another stage in the preparation of the test, tables
can be used to prevent representation of different disciplines
(Internal Medicine, Pathology, Physiology, Anatomy, Pediatrics,
etc.). This also facilitates evaluation and suitable feedback for
conventional education programs [24]. Additionally, a classi-
fication table for predetermined content can be used to pre-
pare each test. The table columns may include organ systems
(respiratory, musculoskeletal, circulatory, etc.) and/or a variety
of skills (diagnosis, treatment, etc.) with the table rows corre-
sponding to different medical disciplines (surgery, physiology,
pharmacology, etc.) or processes (the foundation of medicine,
virulence, etc.) [23]. Also, the number of questions can be de-
termined on the basis of the row-column combinations of test
content in each cell of the table, so that it can be seen from the
table how many questions were asked about which organ sys-
tem and which discipline. Such a table can help determine repre-
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Table 1. Progress testing at various medical schools across the world

Country Medical School Number of Type of questions in Number of questions ~ Duration
progress tests  progress tests in progress tests of tests
The Groningen, Leiden, Maastricht, Nijmegen, VU Amsterdam, 4 times a year Single best answer with 200 4 hours
Netherlands Ghent correction for guessing
and Belgium
Canada McMaster, Limerick 3 times ayear  Single best answer with 180 3 hours
correction for guessing
Germany and Berlin Regel, Berlin reform, Witten, Aachen, Bochum, 2 times a year Single best answer with 200 3 hours
Austria LMU Munich, Koln, Munster, Hannover, correction for guessing
Mannheim, Regensburg, Graz,
Innsbruck
National Board ~ Barts, St. George’s London, Leeds and Queens University, 2 times ayear  Single best answer withno 120 3 hours
of Medical Belfast correction for guessing
Examiners 1
National Board  University of South Florida and Case Western Reserve 4 times a year  Single best answer withno 230 5 hours
of Medical University correction for guessing
Examiners 2
United States Southern lllinois University, Vanderbilt, University of 1timesayear  Single best answer withno 70 -
New Mexico, Penn State, Texas Tech, Medical College of correction for guessing
Georgia, University of Minnesota
Mozambique Mozambique 4 times ayear  Single best answer with 200 4 hours
correction for guessing
United Manchester 2 times ayear  Single best answer withno 125 21/2 hours
Kingdom correction for guessing
Peninsula College of Medicine 4 times ayear  Single best answer with a 125 3 hours
correction for guessing
Finland Tampere 3timesayear  True-false format 224 3 hours
Turkey Ondokuz Mayis University 2 times ayear  Single best answer 200 3 hours
Ege University 3 times ayear  Single best answer 180 3 hours
Ankara University 1 times ayear  Single best answer 200 3 hours

sentation and weight ratios of each cell (discipline, department,
organ system) in terms of learning objectives of the education
program. Table 2 shows an exemplary table of specifications
containing the department-organ systems for progress test-
ing. Ondokuz Mayis University Medical Faculty, Ege University
Medical Faculty, and Ankara University Medical Faculty employ
progress testing. Ondokuz Mayis University Medical Faculty ap-
plies progress tests twice a year at minimum, consisting of 200
multiple-choice questions. Ege University applies progress tests
three times a year with 180 multiple-choice questions.

Advantages of progress testing [8,12,25,26]

- Progress testing focuses on learning: One of the most remark-
able advantages of progress testing is that it breaks the det-
rimental association of learning as something done only when
studying for exams.

- Progress testing contributes to deep learning and long-term
gain of knowledge: The comprehensive information network
that is essential for meeting the required objectives at the end
of the undergraduate medical education is assessed by repeat-
ed progress tests. Students are not required to specially pre-
pare for a single test. This instead enables them to acquire new
knowledge by continually combining the knowledge they have
gained throughout their prior undergraduate medical education
with new knowledge. This helps students adopt studying strate-
gies to become successful at exams, that is, employing the deep
learning strategy rather than surface learning. Thus, a contribu-
tion will be made to the long-term accumulation of knowledge.
Figures 1 and 2 show a comparison of correct answers given by
medical students in progress tests.

-Progress testing provides a rich source of knowledge: Prog-
ress tests are a way to provide unique, rich and comprehensive
sources of knowledge both for students and program evalua-

tors in undergraduate medical education. Tables of specifica-
tions used in the preparation of tests (organ system, discipline-
based) and computer-aided software that can be used in the
evaluation of the tests provide students with detailed feedback
regarding what they need to learn and in which subject areas
they can improve.

- Progress testing offers an opportunity for comparison: Prog-
ress testing offers unique opportunities to compare different
medical schools and curricula.

- Progress testing eliminates the need for make-up examina-
tions: Each progress test applied provides an opportunity to
record the gradual increase of knowledge.

- Progress testing helps identify students with high perfor-
mance: Progress testing gives students opportunities to improve
their performance in the undergraduate medical education pro-
gram. In addition, progress tests can show the performance of

Figure 1. A comparison of the net number of answers (obtained by subtracting
1/4 of the number of incorrect answers from the number of correct answers)
given by 1st, 2nd and 3rd grade medical students
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Table 2. Exemplary table of specifications prepared for progress testing (The table does not include all disciplines)

Number of questions in organ system (N)
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Emergency
Medicine

Family Practice
Anatomy

Pediatrics

Infectious
Diseases

Physical
Medicine and
Rehabilitation

General
Surgery

Ophthalmology

Physiology
Public Health
Histology and
Embryology

Internal
Medicine

Obstetrics and
Gynecology

Cardiology
ENT
Neurology

Total number
of questions

a student relative both to his/her own grade and to all grades
(Figure 3).

Disadvantages of progress testing [27,28,29,30]

The disadvantages of progress testing include the requirement
to create a source for preparation, grading of progress tests,
for creation of outputs, and the requirement to ensure security
during test administration. For progress tests, it is more com-

Figure 2. A comparison of the net number of answers (obtained by subtracting
1/4 of the number of incorrect answers from the number of correct answers)
given by 4th, 5th and 6th grade medical students

plicated to set the standards of tests and to reduce fluctua-
tions in the degree of difficulty of test questions. The process
of planning, creating, and evaluating the progress tests entails
a systematic structure. It requires considerable effort to cre-
ate and regularly update question banks accordingly. Progress
tests are found to be difficult, especially by first year medical
students. Also, difficulties may arise in comparisons between
such students.

Figure 3. A comparison of the net number of answers given by a 5th grade
medical student in his/her own class and in the entire medical school
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Conclusion

Progress tests offer a way to test the influence area of the
knowledge, which is a requirement for medical students to
complete their courses in an undergraduate medical educa-
tion program. Progress testing records changes in students’
increasing levels of knowledge throughout the course of their
undergraduate medical education and gives feedback to both
program evaluators and students, thus providing a detailed
analysis of their individual progress. In addition to providing a
rich source of information, progress tests also offer a unique
opportunity to evaluate undergraduate medical education, due
to their cross-sectional and longitudinal design. With succes-
sive tests applied, students are encouraged to maintain their
acquired knowledge for a long period of time. Progress tests
are an opportunity to have discussions with students about the
courses in which they have shown progress and those in which
they may have insufficient knowledge.
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Mucosal healing is one of the main aims of therapy in Crohn’s disease
[1].Mucosal healing with Azathioprine has been reported in some
previous studies, although with low rates. Anti-tumor necrosis factor
(TNF)antibodies are more commonly associated with mucosal healing
[2]. However, it is clear that anti-TNF antibodies are more expensive,
with more common adverse events, and with a lack of long-term results
[3]. Here we present a case of endoscopic and mucosal healing in a
2-year period with Azathioprine treatment in a young patient with
Crohn’s disease.

A 27-year-old woman was admitted to the hospital with diarrhea, oral
aphthae, and skin eruptions for 6 months. Her laboratory examinations
results were a sedimentation rate: 40 mm/h, C-reactive protein: 30 mg/
dl and hemoglobin:11.2mg/dl. She did not have any genital ulcers and
her pathergy and HLA B5 tests were negative for Behcet'’s disease. In
gaitamicroscopy, leucocytes were present without any erythrocytes.
She was going to the toilet with abdominal pain 2-3 times during the
day and 1-2 times during the night. Abdominal ultrasound revealed a
wall thickening on the hepatic flexural level reaching 8.5 mm. Fecal
calprotectin level was determined as 250 p/ggaita. Total colonoscopy
revealed an ulcerated-fragile mass with approximately 3-3.5 cm
diameter that did not allow passage through the terminal ileum(Figure
Ta,b,c). Multiple biopsies for tuberculosis (TBC),polymerase chain
reaction (PCR), and histological evaluation were obtained and all other
parts of the colon were normal. The histopathological evaluation
revealed focal active chronic inflammation with condensed lymphoid
aggregates on crypt basal areas supporting the diagnosis of Crohn's
disease (CD). Postero-anterior lung graph was normal and TBC, PCR,
and sputum acid resistant bacteria evaluations were negative. MR-
enterography was obtained to evaluate the small intestine and reported
an increased wall thickness with a decrease in calibration in the terminal
ileum. On the basis ofthese findings, the patient was diagnosed with CD
and prescribed Deltacortril 40 mg/day, Azathioprine (AZA) 100mg/day,
and 5-aminosalicylic acid(ASA) 3x1000 mg/day. At the end of the fourth
month of treatment, her diarrhea and skin eruptions were resolved. In
control colonoscopies at the end of the first year, the lesion was smaller
and at the end of the second year, the terminal ileum was reached
by intubation of the ileocecal valve;the previously-observed mass was
completely absent in the cecum and all other colon segments were
normal (Figure 2a,b,c). The histopathological evaluation of ileum and
cecum biopsies revealed a mild inflammation with a high degree of
mucosal healing.

AZA, an immunosuppressant drug, has been evaluated as being highly
useful in the management of patients with CD [4]. In the treatment of
CD, alleviation of the symptoms and signs of inflammation is often used
as the goal of treatment. Evaluation of the responses of CD patients to
treatment is thus based on the treatment’s effect on the symptoms and
the signs of inflammation. However, for CD, using these criteria does

not seem to accuratelyreflectthe state of the intestinal mucosa [2].
Murakami et al. [2] evaluated the efficacy of AZA in patients with active
and relapsing CD and the usefulness of endoscopy in theirevaluation.
AZA was shown to cause endoscopic mucosal healing as well as having
clinical efficacy in 53 patients. In the study, it was inferred that the
efficacy of AZA therapy in CD patients is manifested clinically first and
that mucosal healing is an effect that occurs later. Among 53 patients,
treatment was rated as having induced complete remission in 22.6%,
and as being effective in 41.5%.0ur patient had complete remission
with AZA for a 2-year period.Currently, AZA remains widely applied
for the treatment of active and moderate CD to achieve or maintain
remission, especially in developing countries, although its therapeutic
effects appear slowly [5,6].

Although the rates of mucosal healing have not been high in previous
studies with AZA, given its lower cost and fewer adverse events
compared with anti-TNF antibodies, it should be considered as a first
line therapy topromote mucosal healing in Crohn’s disease. Therapy
should be individualized for this chronic disease.

Figure 1. Endoscopic images of ileocecal valve before treatment (a,b,c)

Figure 2. Endoscopic images of ileocecal valve after treatment (a,b,c)
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