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EDITOR’DEN FROM THE EDITOR

Sayin Meslektasim;

Ege Klinikleri Tip Dergisi olarak ikinci yilimizi
doldurmus bulunuyoruz. Hem basili hem de
intermet ortaminda Ucretsiz erisim olanaginin
oldugu ender tip dergilerinden birisiyiz.

Turk Tip Dizini'ne girmeye yonelik faaliyetlerimiz
devam etmektedir.
Dergimize gosterdiginiz
desteklerinizi bekleriz.
Yeni yilin saghkl ve basarili olmasini temenni ederiz.
Gelecek sayida bulusmak dilegiyle...

ilgiye tesekkir eder,

Dog.Dr.A.Akin SiVASLIOGLU
Editor

Dear Colleague;

We have already finished our second year as the
‘Medical Journal Of Aegean Clinics’. We are one of
the rarest medical journal which is printed as well
as has free access in the internet.

Our efforts for being a part of the Turkish Medical
Index has been continuing.

We would like to thank all of you for your kind
attention tou our journal and your supports are
highly wellcome.

We wish a healthy and prosperous new year.
Hoping to meet you at the next issue.

Stay healthy...

Assoc.Prof.Dr.A.Akin SiVASLIOGLU
The Editor
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YAZARLARA YONERGELER
B

GENEL BILGILER

Ege Klinikleri Tip Dergisi, izmir Hastanelerine Yardim
ve Bilimsel Arastirmalari Tesvik Dernegi’nin siireli ya-
yin organidir. Yilda (g sayi olarak yayimlanir. Dergide,
tibbin her dali ile ilgili prospektif, retrospektif ve de-
neysel arastirmalar, olgu sunumu, editére mektup-
lar ve derlemeler yayinlanir. Yayinlanan makalelerde
konu ile ilgili en yiksek etik ve bilimsel standartlarda
olmasi ve ticari kaygilarda olmamasi sart gozetilir. Ya-
yin icin gonderilen ¢alismalar; orijinal, baska bir der-
gide degerlendirme siirecinde olmayan ve daha 6nce
basilmamis olmasi kosullariyla kabul edilir.

Dergiye gonderilen makale bicimsel esaslara uygun
ise, editor ve en az yurt igi-yurt disi iki danisman ince-
lemesinden gecip gerek gorildigi takdirde istenen
degisiklikler yazarlar tarafindan yapilip hakemlerce
kabul edildikten sonra yayimlanir.

BiLIMSEL SORUMLULUK

Tam yazarlar calismaya direkt olarak katkida bulun-
mahidir. Yazar olarak tanimlanmis tim kisiler calis-
may! planlamali veya gerceklestirmeli, g¢alismanin
yazilmasinda, gozden gegirilmesinde ve son halin
onaylanmasinda rol almalidir. Bilimsel kriterleri kar-
silayan bir metnin ortaya ¢ikmasi tiim yazarlarin so-
rumlulugudur.

ETIKSEL SORUMLULUK

insan calismalari ile ilgili tim makalelerde ‘ya-
zih - onamim’ alindigini, ¢alismanin  Helsinki
Deklarasyonu’na (World Medical Association Dec-
laration of Helsinki http://www.wma.net/en/30/
publications/10policies/b3/index.html) gore yapil-
dig1 ve lokal etik komite tarafindan onayin alindigini
bildiren cimleler mutlaka yer almalidir.

Hayvanlar (izerinde yapilan deneyleri bildirirken ya-
zarlar; labaratuvar hayvanlarinin bakim ve kullanimi
konusunda kurumsal veya ulusal yonergelerin takip
edilip edilmedigini mutlaka bildirmelidiler.

Ege Klinikleri Tip Dergisi yazarlarin cimlelerinden so-
rumlu degildir. Makale bir kez kabul edildikten sonra
derginin mali olur ve dergiden izinsiz olarak baska bir
yerde yayinlanamaz.

ISTATIKSEL DEGERLENDIRME

Tum retrospektif, prospektif ve deneysel calisma ma-
kaleleri bioistatiksel olarak degerlendirilmeli ve uy-
gun plan, analiz ve bildirimde bulunmalidir. p degeri
yazi icinde net olarak belirtiimelidir (6rn, p=0.014).

YAZIM DiLi

Derginin resmi dilleri Tiirkge ve ingilizce’dir. Tiirkce
metinlerde Turk Dil Kurumu’nca (www.tdk.gov.tr)
www.tdk.gov.tr yayinlanan Tirkce sozliik temel alin-
malidir. Gonderilmis makalelerdeki tiim yazim ve gra-
mer hatalari sunulan verileri degistirmeksizin editor
tarafindan diizeltilir. Yazim ve gramer kurallarina me-
tin yazimi yazarlarin sorumlulugundadir.

TELIF HAKKI BILDIRIMI

Telif hakki devrini bildirmek igin kapak mektubunda
‘Bu makalenin telif hakki; calisma, basim icin kabul
edilmesi kosuluyla Ege Klinikleri Tip Dergisi'ne devre-
dilir’ seklinde belirtilmelidir. Makaleler icin yazarlara
herhangi bir icret 6denmez.

YAZI TiPLERI

Derleme: Derlemeler yeni veya tartismali alanla-
ra 1sik tutar. Dergi editéri derleme yazimi igin yazar
veya yazarlardan istekte bulunur.

Orijinal makaleler: Orijinal makaleler temel veya kli-
nik calismalar veya klinik denemelerin sonuglarini bil-
dirir”. Orijinal makaleler 2500 kelime ve 25 kaynaktan
fazla olmamalidir.

Olgu Sunumlari: Dergi, tibbin her alanindaki belirgin
Oneme haiz olgu sunumlarini yayinlar. Yazar sayisi
3’0, kaynak sayisi ise %’i gegmemelidir.

Editér'e Mektup: Metin 400 kelimeyi gecmemeli ve
kaynak sayisi ise en fazla 3 olmalidir (kaynaklardan
biri hakkinda degerlendirme yapilan yayin olmalidir)

YAZI GONDERIMI

Tum vyazilar elektronik ortamda www.idhdergi@ya-
hoo.comwww.idhdergi@yahoo.com adresine gon-
derilmelidir.

Kapak mektubu: Kapak mektubu gonderilen makale-
nin kategorisini, daha dnce baska bir dergiye gonde-
rilmemis oldugunu, gikar iliskisi bildirimini, yayin hak-
ki devri bildirimini ve varsa ¢alismayl maddi olarak
destekleyen kisi ve kurumlarin adlarini icermelidir.

Baslik sayfasi: Bu sayfada g¢alismanin tam ismi ve kisa
baslig (karakter sayisi ve bosluklar toplami 55’i gegme-
melidir) olmalidir. Katkida bulunanlarin adlarini ve ¢alis-
tiklari kurumlari listeleyin. Yazismalarin yapilacagi yazar
(yazisma yazari) belirtilmelidir. Bu yazar yayinin basim
surecinde dergi editoru ile iletisimde bulunacaktir.




Ozet ve Anahtar Kelimeler: Ozet 250 kelimeyi geg-
memelidir. Calismanin amacini, ydntemi, bulgu ve so-
nuclar 6zetlemelidir. ilaveten 3 adet anahtar kelime
alfabetik sirayla verilmelidir.

Girig: Giris bolimi kisa ve agik olarak ¢alismanin
amaglarini tartismali, ¢alismanin neden yapildigina
yonelik temel bilgileri icermeli ve hangi hipotezlerin
sinandigini bildirmelidir.

Gereg ve yontemler: Okuyucunun sonuglari yeniden
elde edebilmesi icin agik ve net olarak yéntem ve ge-
recleri aciklayin. ilk vurgulamada kullanilan arag ve
cihazlarin model numaralarini, firma ismini ve adre-
sini (sehir, Ulke) belirtin. Tim 6l¢limleri metrik birim
olarak verin. ilaglarin jenerik adlarini kullanin.

Sonuglar: Sonuclar mantikh bir sirayla metin, tablo ve
gorintuler kullanilarak sunulmalidir. Cok 6nemli goz-
lemlerin altini gizin veya 6zetleyin. Tablo ve metinleri
tekrarlamayin.

Tartigma: Calismanin yeni ve ¢cok dnemli yonlerine,
sonuglarina vurgu yapin. Tartisma bolim ¢alismanin
en 6nemli bulgusunu kisa ve net bir sekilde icermeli,
gozlemlerin gecerliligi tartisiimali, ayni veya benzer
konulardaki yayinlarin 1siginda bulgular yorumlan-
mali ve yapilan ¢alismanin olasi dnemi belirtilmelidir.
Yazarlara, calismanin esas bulgularini kisa ve 6zli bir
paragrafla vurgu yapmalari 6nerilir.

Tesekkiir: Yazarlar arastirmaya katkida bulunan ancak
yazar olarak atanmayan kisilere tesekkiir etmelidir.

Kisaltmalar: Kelime veya s6z dizinini ilk gectigi yerde
parantez icinde verilir. TUm metin boyunca o kisaltma
kullanihr.

Tablolar: Metin icinde tablolar ardisik olarak numa-
ralandirilmalidir. Her bir tabloya bir numara ve bas-
lik yazin. Tablolar fotograf veya grafik dosyasi olarak
gonderilmemelidir.

Kaynaklar: Kaynaklar metin icinde alintilanma sira-
sina uygun olarak dogal sayilar kullanilarak numa-
ralandirimali ve climlenin sonunda parantez icinde
verilmelidir. “ Uniform Requirements for Manuscript
Submitted to Biomedical Journals” formatini kul-
lanin. Yazar sayisi alti veya daha az ise hepsini, yedi
veya daha fazla ise sadece ilk ti¢ ismi yazin ve ‘ve ark.’|
ilave edin. Dergi isimleri tam olarak verilmelidir. Kay-
nak ve kisaltilmis dergi adlari yazimlari Cumulated In-
dex Medicus’a veya asagida verilen 6rneklere uygun
olmaldir.

Dergi makaleleri igin 6rnek

Sigel B, Machi J, Beitler JC, Justin JR. Red cell aggrega-
tion as a cause of blood-flow echogenicity. Radiology
1983;148(2):799-802.

Komite veya yazar gruplari igin 6rnek

The Standard Task Force, American Society of Colon
and Rectal Surgeons: Practice parameters for the tre-
atment of haemorrhoids. Dis Colon Rectum 1993; 36:
1118-20.

Kitaptan konu icin 6rnek

Milson JW. Haemorrhoidal disease. In: Beck DE, Wex-
ner S, eds. Fundamentals of Anorectal Surgery. 1
1992; 192-214. 1a ed. New York: McGraw-Hill

Kitap icin 6rnek

Bateson M, Bouchier I. Clinical Investigation and
Function, 2nd edn. Oxford: Blackwell Scientific Pub-
lications Ltd, 1981.

ILETiSIM

Dog.Dr. A.Akin SIVASLIOGLU

Editor

izmir Hastanelerine Yardim ve Bilimsel
Arastirmalari Tesvik Dernegi

Yesilyurt/ iZMIR

Tel: 0232 244 34 38

e-mail. idhdergi@yahoo.com
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INSTRUCTIONS FOR AUTHORS
B

GENERAL INFORMATION

The Medical Journal of Aegean Clinics is a periodical
of the Society of Aid to Hospitals of izmir and Foste-
rage of Scientific investigations. The journal is publis-
hed quadmonthly. The articles which could be pros-
pective or retrospective on investigaional studies,
case reports, letter to the editor and reviews of every
aspect of medicine are published. The studies should
have paramount ethical and scientific standards as
well as no commercial concerns

Articles are accepted for publication on the condition
that they are original, are not under consideration by
another journal, or have not been previously publis-
hed. The studies that are sent to the journal provided
that the study is appropriate for formal principles are
evaluated by the editor and two peer reviewers. The
study is published once the approval of the reviewers
have been taken. Hence, the authors should make
the necessary changes in accordance with the revi-
ewers comments.

SCIENTIFIC RESPONSIBILITY

All authors should have contributed to the article di-
rectly either academically or scientifically. All persons
designated as authors should plan or perform the
study, write the paper or review the versions, appro-
ve the final version. Itis the authors’ responsibility to
prepare a manuscript that meets scientific criterias.

ETHICAL RESPONSIBILITY

Manuscripts concerned with human studies must
contain statements indicating that informed, written
consent has been obtained, that studies have been
performed according to the World Medical Associ-
ation Declaration of Helsinki http://www.wma.net/
en/30/publications/10policies/b3/index.html) and
that the procedures have been approved by a local
ethics committee. When reporting experiments on
animals, authors should indicate whether the institu-
tional and national guide for the care and use of labo-
ratory animals was followed. All Authors are respon-
sible for the quality, accuracy, and ethics of the work.
The Medical Journal of Aegean Clinics takes no res-
ponsibility for the Authors’ statements. The manusc-
ripts, once accepted, become property of the journal
and cannot be published elsewhere without the writ-
ten permission of the Journal.

STATISTICALLY EVALUATION
All retrospective, prospective and experimental rese-
arch articles must be evaluated in terms of biostatics

and it must be stated together with appropriate plan,
analysis and report. p values must be given clearly in
the manuscripts (e.g. p=0.014).

LANGUAGE

The official languages of the Journal are Turkish and
English.

Turkish dictionary published by Turkish Language Ins-
titution (www.tdk.gov.tr ) should be predicated on
Turkish manuscripts.

All spelling and grammar mistakes in the submitted
articles, are corrected by the editor without changing
the data presented.

It is the authors’ responsibility to prepare a manusc-
ript that meets spelling and grammar rules.

COPYRIGHT STATEMENT

A copyright transfer statement indicating that the ‘
The copyright to this article is transferred to The Me-
dical Journal of Aegean Clinics and will be effective if
and when the article is accepted for publication’ sho-
uld be sent in the content of cover letter. No payment
is done to authors for their articles.

ARTICLE TYPES

Reviews: The reviews highlight or update new and/
or controversial areas. The editor of the Journal invi-
tes author/authors for reviews.

Original articles: Original articles describe the results
of basic or clinical studies or clinical trials. Original
articles should not exceed 2500 words and 25 refe-
rences.

Case Reports: The Journal publishes significant case
reports related to the every aspect of medicine. The-
re would only be 3 author names and the reference
number should not exceed 5.

Letter to the Editor: Text should not exceed 400
words, and include no more than 3 references (one
of them should be the commenting article). Letters
are selected for their importance, relevance, and ori-
ginality; not all letters submitted can be published.

MANUSCRIPT SUBMISSION

All manuscripts must be submitted electronically to
the www.idhdergi @yahoo.com.

Cover letter: Cover letter should include statements
about manuscript category designation, single-jour-
nal submission affirmation, conflict of interest state-
ment, copyright transfer statement, sources of outsi-
de funding, equipments (if so).

Title Page: On the title page provide the complete




title and a running title (not to exceed 55 characters
and spaces). List each contributor’s name and institu-
tional affiliation. Corresponding Author is the cont-
ributor responsible for the manuscript and proofs.
This is the person to whom all correspondence and
reprints will be sent. The corresponding author is res-
ponsible for keeping the Editorial office updated with
any change in details until the paper is published.
Abstract and Key Words: The abstract must not ex-
ceed 250 words. It should summarize the aim of the
study and describe the work undertaken, results and
conclusions. In addition, you should list up to three
key words in alphabetical order.

Introduction: The Introduction should briefly discuss
the objectives of the study and provide the backgro-
und information to explain why the study was under-
taken, and what hypotheses were tested.

Materials and methods: Clearly explain the methods
and the materials in detail to allow the reader to rep-
roduce the results. Equipment and apparatus should
cite the make and model number and the company
name and address (town, county, country) at first
mention. Give all measurements in metric units. Use
generic names of drugs.

Results: Results must be presented in a logic sequ-
ence with text, tables and illustrations. Underline
or summarize only the most important observati-
on. Tables and text should not duplicate each other.
Discussion: This section should be concise. Empha-
size only the new and most important aspects of the
study and their conclusions. The Discussion should
include a brief statement of the principal findings, a
discussion of the validity of the observations, a dis-
cussion of the findings in light of other published
work dealing with the same or closely related sub-
jects, and a statement of the possible significance of
the work. Authors are encouraged to conclude with
a brief paragraph that highlights the main findings of
the study.

Acknowledgements: Authors must acknowledge
individuals who do not qualify as Authors but who
contributed to the research.

Abbreviations: The abbrevation of a word or word
sequence is given in the first appearance within a
bracket after the word or word sequence. The abbre-
vation is used through the main text

Tables: Tables should be numbered consecutively
within the text. Provide a number and title for each
table.. Tables should not be submitted as photog-

raphs or graphics files.

Figure and table legends: Cite all tables and figures
in the text, numbering them sequentially as they are
cited. Each figure must have a corresponding legend.
The legend must be numbered with a natural num-
ber.

References: References in the text must be numbe-
red in the order of citation and must be given with
natural numbers within a bracket at the end of the
sentence. Use of the form of the “Uniform require-
ments for manuscript submitted to biomedical jour-
nals” List all Authors when six or fewer; when seven
or more, list only the first three and add ‘et al’. Journal
titles should be cited in full. The style of references
and abbreviated titles of journals must follow that of
cumulated Index Medicus or one of the examples il-
lustrated below:

Format for journal articles:

Sigel B, Machi J, Beitler JC, Justin JR. Red cell aggrega-
tion as a cause of blood-flow echogenicity. Radiology
1983;148(2):799-802.

Format for Committees and Groups of Authors:

The Standard Task Force, American Society of Colon
and Rectal Surgeons: Practice parameters for the tre-
atment of haemorrhoids. Dis Colon Rectum 1993; 36:
1118-20.

Format for Chapter from a book:

Milson JW. Haemorrhoidal disease. In: Beck DE, Wex-
ner S, eds. Fundamentals of Anorectal Surgery. 1
1992; 192-214. 1a ed. New York: McGraw-Hill

Format for Books and Monographs:

Bateson M, Bouchier I. Clinical Investigation and
Function, 2nd edn. Oxford: Blackwell Scientific Pub-
lications Ltd, 1981.

COMMUNICATION

Associate Prof. A. Akin SIVASLIOGLU
Editor

Izmir Hastanelerine Yardim ve Bilimsel
Arastirmalari Tesvik Dernegi

Yesilyurt, lzmir/TURKEY

Tel: 0 232 244 34 38

e-mail: idhdergi@yahoo.com
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Memede telle isaretleme yontemiyle siipheli lez-
yonlarin Eksizyonu

Wire - guided desection of suspicious lesion in the
breast

Oz

Amag: Glinlimiizde, palpe edilemeyen meme lezyon-
larinin sikliginda, meme goérintileme yontemlerinin
gelismesiyle bir artis olmustur. Palpe edilemeyen
meme lezyonlarinin eksizyonel biyopsisi icin bircok
teknik tarif edilmistir. Dinya genelinde en ¢ok kul-
lanilan standart teknik, tel rehberliginde eksizyonel
biyopsidir.

Material ve Metod: izmir Katip Celebi Universitesi
Atatlirk Egitim ve Arastirma Hastanesi Genel Cerrahi
Kliniginde 1 Ocak 2005 - 1 Haziran 2013 tarihleri ara-
sinda, 67 hasta calismamiza dabhil edildi.

Bulgular: Hastalarin yas ortalamasi 56,34 (34-82 yas)
idi. Mamografik degerlendirmede hastalarin 2’sinde
(%2,98) benign lezyon, 8'inde (%11,94) diizgiin kon-
turlu kitlesel lezyon, 29’unde (%43,29) sinirlari belirsiz
kuskulu lezyon, 8'inde (%11,94) mikrokalsifikasyonla
uyumlu lezyon, 1’inde (%1,49) asimetrik dansite ve-
ren lezyon, 18’inde (%26,87) malign gorinimla spi-
kiler lezyon, 1'inde de (%1,49) malign lezyon rapor
edildi. Histopatolojik degerlendirmede; 42 hastada
(% 62,69) benign, 25 hastada (%37,31) malign lezyon
tespit edildi. Benign lezyonlarin 32’si (%76,2) duktal
ektazi ve/veya fibrokistik lezyon, 7’si (%16,66) fibro-
adenom, 3 ‘U (%7,14) intraduktal papillom olarak
bulundu. Malign olanlarin 14°G (%56) invaziv duktal
karsinom, 7 “ si (%28) duktal karsinoma in situ, 1 ‘i
(%4) invaziv lobdler karsinom, 1'i (%4) mikroinvaziv
duktal karsinom, 1'i (%4) lobiler karsinoma in situ,
1’i de (%4) mikst karsinom (invaziv duktal + invaziv
lobiler karsinom) olarak saptandi.

Sonug: Tarama mamografisinde saptanan nonpal-
pabl meme lezyonlarinin telle isaretleme sonrasi cer-
rahi eksizyonu, erken evre meme kanserinin tespit
edilmesinde degerli bir yontemdir.

Anahtar Kelimeler: Telle eksizyon, meme kanseri,
mamagrofi esliginde isaretleme

Abstract

Aim of Study: There has been a noticable increase
in the frequency of nonpalpable breast lesions, after
the development in breast imaging methods. At the
present time, the most commonly used worldwide
technique is hook wire localization excisional biopsy.
Material and Method: izmir Katip Celebi University,
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Atatirk Training and Research Hospital General Sur-
gery Department January 1, 2005 - June 1, 2013 Date
of 67 patients were included in the study.

Results: Mean age of 56,34 were included in this
study. In mammographical examination 2 patients
( 2.98%) were reported as benign, 8 (11.94%) as
well-defined mass, 29 (43.29%) as ill-defined shady
lesion, 8 (11.94%) as microcalcification, 1 (1.49%)
as asymmetric density lesion, 18 (26.87%) as malign
spiculated lesion, 1 (1.49%) as malign lesion. On his-
topathological examination, 42 cases (62,69%) were
reported as benign, 25 cases (37,31%) as malign.
Among benign lesions, 32 cases (76,2%) were diag-
nosed as ductal ectasia and/or fibrocystic changes, 7
(16,66%) as fibroadenoma, 3 (7.14%) as intraductal
papilloma. Malign lesions were classified; 14 cases
(56%) as invasive ductal carcinoma, 7 (28%) as ductal
carcinoma in situ, 1(4%) as lobular carcinoma, 1 (4%)
as microinvasive ductal carcinoma, 1 (4%) as lobular
carcinoma in situ, 1 (4%) as mixt invasive ductal and
lobular carcinoma.

Conclusion: Hook wire localization excisional biopsiy
for nonplapable breast lesions detected on screening
mammography, is a precious method for diagnosing
early stage breast cancer.

Keywords: wire excision, breast cancer, marking with
mamagrofi

Giris

Meme kanseri; kadinlarda en sik gorilen malign ti-
mordir ve 40-44 yas arasinda ki kadinlarda, kansere
bagl olimlerinde en sik etkenidir. Bu nedenle erken
teshis yontemleri sagkalimi artirmak adina 6nem ka-
zanmistir. Erken tanida periyodik fizik muayene ve ult-
rasonografi, mamografi gibi temel tani ydontemlerinin
etkin kullaniimasinin 6nemi tartisilmazdir (1- 3). Fizik
muayene ile tespit edilemeyen, ancak goriintiileme
yontemleri ile ortaya konulan mikrokalsifikasyonlar,
asimetri, distorsiyon gibi meme yogunlugundaki ar-
tislar palpe edilemeyen meme lezyonlari olarak ta-
nimlanmaktadir (4). Palpe edilemeyen meme lezyon-
larinin insidensi %17 ile %58 arasinda degismektedir
ve gorintileme yontemlerindeki gelismelere bagl
olarak son 10 yilda yaklasik iki katina ¢tkmistir (5, 6).
Palpe edilemeyen lezyonlarin tel rehberliginde ¢ika-
rilmasi, Kopans ve ark. (7) tarafindan tarif edilmistir
ve glinlimuzde bircok merkezde bu tip lezyonlarin gi-
karilmasi igin kullanilan standart tekniktir (8, 9). Calis-
mamizda nonpalpabl meme lezyonlarinin tel isaret-
leme yardimiyla yapilan biyopsi sonuglarinin geriye
donik olarak incelenmesini amagladik.

Yontemler ve Geregler

izmir Katip Celebi Universitesi Atatiirk Egitim ve Aras-
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tirma Hastanesi Genel Cerrahi Kliniginde 1 Ocak 2005
- 1 Haziran 2013 tarihleri arasinda; sipheli meme lez-
yonu olan ve lezyonun niteligine gére ‘mamagrofi
veya ultrasonografi esliginde telle isaretleme yonte-
mi’ yapilan, aydinlatilmis onam formu alinan 67 hasta
calismamiza dahil edildi (Resim 1a/ 1b).

Resim 1a: Koordinatlari belirlenen lezyonun mamogrofi esliginde tel ile
isaretlenmesi
1b: Eksizyon sonrasi kontrol mamogrofisi

Olgulara ameliyathane ortaminda lokal veya genel

Resim 2: Tel rehberliginde lezyonun eksizyonu

anestezi altinda cerrahi eksizyon uygulandi (Resim 2).
Spesimen grafisi alinarak lezyonun tam olarak ¢ika-
nildigi goriildiikten sonra ameliyata son verildi. islem
ortalama 40-50 dk siird{i. Patoloji sonucuyla bazi ol-
gular reoperasyona alindi. Hastalarin radyolojik ve
histopatolojik sonuglari degerlendirilerek elde edilen
veriler ‘SPSS for Windows 16.0° istatistik programi
kullanilarak analiz edildi. izmir Katip Celebi Universi-
tesi Atatlirk Egitim ve Arastirma Hastanesi etik kuru-
lundan onay alindi (Say! no: B.30.2.iKC.0.05.06.00 /
152; Tarih: 12.07.2013).

Bulgular

Calismamiz timi kadin 67 hasta lzerinde yapildi.
Calismaya alinan 67 hastanin yas ortalamasi 56,34
(34- 82 yas) idi. Mamografik degerlendirmede hasta-
larin 2'sinde (%2,98) benign lezyon, 8’inde (%11,94)
dizgiin konturlu kitlesel lezyon, 29’unda (%43,29)
sinirlari belirsiz kuskulu lezyon, 8’inde (%11,94) mik-
rokalsifikasyonla uyumlu lezyon, 1’inde (%1,49) asi-
metrik dansite veren lezyon, 18’inde (%26,87) malign
gorinliimli spikiler lezyon, 1’inde de (%1,49) malign
lezyon rapor edildi.

Hastalardan 16 (%23,88) tanesine preop ince igne
aspirasyon biyopsisi (IiAB) yapildi. Bunlardan 10’u
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(%62,5) kuskulu sitoloji, 5'i (%31,25) nondiagnostik
ve 1’i de (%6,25) benign olarak saptand. iAB sonucu
kuskulu sitolojilerin 2’si (%20) malign olarak yorum-
lanirken, nondiagnostik ve benign olarak raporlanan
hastalarin hepsinin histopatolojisi benign olarak sap-
tandi. Histopatolojik degerlendirmede; 42 hastada
(% 62,69) benign, 25 hastada (%37,31) malign lezyon
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m

Duktslkarsinoms T 2R
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witm

Mikxiicsrasnom 1 4

Hastalare ait radyolojik ve histopatolojik Srellkier Tablo | de verilmigtis

tespit edildi (Tablo1).

Benign lezyonlarin 32’si (%76,2) duktal ektazi ve/
veya fibrokistik lezyon, 7’si (%16,66) fibroadenom,
3‘0(%7,14) intraduktal papillom olarak bulundu. Ma-
lign olanlarin 14’0 (%56) invaziv duktal karsinom, 7°si
(%28) duktal karsinoma in situ (DKIS), 1 ‘i (%4) invaziv
lobiler karsinom, 1’i (%4) mikroinvaziv duktal karsi-
nom, 1’i (%4) lobiiler karsinoma in sitii (LKIS), 1’i de
(%4) mikst karsinom (invaziv duktal + invaziv lobuler
karsinom) olarak saptandi.

Hastalardan 49’una (%73,14) yapilan telle eksizyon
yeterli olurken, 15’ine (%22,38) Meme Koruyucu
Cerrahi (MKC), 2'sine (%2,98) segmental mastektomi
+ sentinal lenf nodu diseksiyonu ve 1’ine de (%1,49)
modifiye radikal mastektomi (MRM) yapildi. Ameli-
yat sonrasi donemde herhangi bir komplikasyon sap-
tanmadi.

Tartisma

Mamografi (MMG) veya Ultrasonografi(USG) ile go-
rintilenen lezyonlarin %25’inden fazlasi klinik olarak
palpe edilemeyen meme lezyonlaridir (10). Ginu-
miuizde bircok merkezde palpe edilemeyen lezyonlara
tani konulmasinda siklikla goriintiileme esliginde telle

Wire — guided desection of suspicious lesion in the breast

isarteleme biyopsisi uygulanmaktadir. Lezyon isaret-
lemesi MMG veya USG esliginde yapilir. USG ile gori-
lebilen tiim lezyonlar USG esliginde isaretlenmelidir.
iyonize radyasyon kullanilmamasi, ayrintili ekipmana
ihtiyac gostermemesi ve hastalarin yatar pozisyonda
olmalart MMG esliginde isaretlemeye gore avantajla-
ridir. USG ile tespit edilemeyen mikrokalsifikasyonlar
ve yapisal parankimal distorsiyonlara sahip lezyonlar
MMG esliginde isaretlenmelidir. Tel lokalizasyonunu
takiben eksizyonel biyopsi planlandiginda, basarili bir
eksizyon icin, radyolog ve cerrah arasinda detayla-
rin gbzden gecirilmesi ve hastaya prosedir hakkinda
bilgi verilmesi gerekmektedir. Ayrica bu yontemlerle
yapilan eksizyonlarda lezyonun tamamen gikarilmasi
ve cerrahi sinirlarin malignite yoniinden temiz olma-
st saglanmalidir (11- 13). Cunkii MMG ile saptanmis
nonpalpabl lezyonlarm eksizyonu herzaman basarili
olmayabilir ve serilerde basarisizlik orani %1 - %10
olarak bildirilmektedir (l14). Cerrahi eksizyon yapi-
lan mikrokalsifikasyonlu lezyonlar ve c¢ikarildigindan
emin olunamayan kitle veya distorsiyonlarda spes-
men grafisi mutlaka yapilmalidir. Bizim ¢alismamizda
mamografik olarak isaretlenen tiim lezyonlara spesi-
men grafisi cekilmis boylece lezyonlarin basariyla ek-
size edilmesi saglanmistir.

Palpe edilemeyen meme lezyonlarinin cerrahisinde
telile isaretleme teknigi diinya genelinde kabul géren
ve en sik kullanilan standart tekniktir. Telle isarteleme
ile biyopsi uygulanan olgularda invaziv meme kan-
seri saptama sikligl %10-36 arasinda degismektedir
(15, 16). Yapilan calismalardan Marrow ve ark. %24,
Denning (100 olgu) ve Scwartz (469 olgu) ise %19 ile
%32,2 malignite orani bildirmistir (17- 19). Bu yon-
temle ayni zamanda in situ kanser saptama orani da
artmaktadir ve bu oran cesitli calismalarda %18- 34
arasinda verilmektedir (19-21). Bizim ¢alismamizda
da literatirlere parelel olarak, telle eksizyon yapilan
67 hastadan 17 ‘inde (%25,4) invaziv meme kanseri-
ne, 8 ‘inde (%11,9) ise karsinoma in situ ya rastlan-
di. in situ kanser oranimizin diisiik olmasinin nedeni,
kuvvetle kuskulu mikrokalsifikasyonlarin sayisinin ge-
nel hasta populasyonuna goére az olmasina baglandi.
Breast Imaging Reporting and Data System (BI-RADS),
tarama MMG’ leri icin gelistirilmis bir sistem olmakla
birlikte USG ile yapilan incelemelerde de kullaniima-
ya baslanmistir (22). Calismamizdaki hastalarda tim
lezyonlar BI-RADS ile kategorize edilmistir. Yapilan
calismalarda BI-RADS 1l lezyonlarda malignite orani-
nin %2’den az oldugu, BI-RADS IV lezyonlarda malig-
nite orani %4-34, BI-RADS V grubunda ise malignite
orani %54-97 arasinda degismektedir (23, 24). Calis-
mamizda BI-RADS llI, IV ve V kategorisi igin sirasiy-
la %12,5, % 41,8, % 100 olarak bulunmustur. Bizim
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¢alismamizda BIARDS 3 lezyonlarda ki oranlar higde
goz ardi edilmeyecek diizeylerdedir. Bu yiizden BI-
RADS Il kategorisindeki lezyonlarda hastanin endise-
si, tercihi ve risk faktorleri gibi durumlar gézéniinde
bulundurularak biyopsi yapilmasi énerilir. Eger biyop-
si yaptlmamissa da 3-6 aylik periodlarla yakin takip
onerilmelidir. BIARDS 4 ve BIARDS 5 kategorisine da-
hil olanlarda ise mutlaka biyopsi yapilmasi gerekmek-
tedir.

Meme kanserinin gelisiminde énemli risk faktori ola-
rak yas, aile hikayesi, endojen ve eksojen hormonal
faktorler, obezite, diyet, alkol, sigara, benign meme
hastaligi, gegirilmis meme kanseri, cevresel faktorler
tanimlanmaktadir. Bunlardan yas, en énemli bagim-
siz risk faktorldir (16). Yasla insidans artmaktadir.
Bizim ¢alismamizda da 50 yasin lzerindeki olgularda,
50 yasin altindaki olgulara gore, belirgin olarak daha
yuksek oranda malignite saptanmistir. Malignite tani-
st alan 25 hastadan 21 tanesi (%84 ) 50 yasin lzerin-
de, 4 tanesi (%16) 50 yasin altindadir. Onceden yayin-
lanmis bazi calismalarda da yas faktori ile malignite
sikhgi incelendiginde, benzer sekilde, 50 yasin tizerin-
deki kadinlarda malignite daha ytksektir(25, 26).
Literatlirde en sik biyopsi endikasyonu koyduran rad-
yomorfolojik kriter olarak mikrokalsifikasyonlar bildi-
rilmektedir. Hasselgreen ve ark. (27) yaptigi bir calis-
mada bu oran % 51, Hall ve ark. (28) serisinde ise %
53’ tir. Bizim ¢alismamizda en sik endikasyon kriteri
siniri belirsiz lezyonlar (% 43,29) idi. isaretlenen siniri
belirsiz lezyonlarin sadece % 10,3’ inde (3/29) malig-
nite tespit edildi. isaretleme yapilan lezyonlardan en
cok malign spikiler lezyonlarin histopatolojik sonucu,

Acar et al.

% 72,2 oraninda, malign olarak geldi (18 hastada 13
hastanin ki malign, 13/18). Radyolojik bulgusu mik-
rokalsifikasyon olan 8 hastadan da 3 ‘Unin (%37,5)
histopatolojik sonucu malign olarak geldi.
Nonpalpabl meme lezyonlarinin telle isaretleme ile
lokalizasyonu sirasindaki komplikasyonlar gercekten
¢ok nadirdir. Bazi serilerde minér komplikasyonlar
%1,3 olarak belirtilmistir. Nadir gorilen bu kompli-
kasyonlar isaretleme esnasinda degilde cerrahi ek-
sizyon sirasinda oldugu belirtilmistir (29). Parker ve
ark. yayinladigi 3765 hastal bir calismada sadece 6
hastada komplikasyon gérilmis (30). Bu 6 hastalar-
dan 3’linde hematom gorilmiis ve drenaj yapilmis,
3’Uinde de enfeksiyon olmus, drenaj ve antibiyoterapi
uygulanmis. Ayni calismada 1 hastada da timor ekili-
mi (seeding) gorilmis. Bizim hastalarda ise herhangi
bir komplikasyona rastlamadik.

Sonug

Tarama mamografisinde saptanan nonpalpabl meme
lezyonlarinin telle isaretleme sonrasi cerrahi eksizyo-
nu, erken evre meme kanserinin tespit edilmesinde
degerli bir yontemdir. MMG ve USG ile saptanan,
palpe edilemeyen meme lezyonlarinin BIRADS ile
kategorize edildikten sonra biyopsi karari verilecek
ise, 50 yasin Ustlindeki hastalarda saptanan BI-RADS
IV veya V kategorisindeki lezyonlara mutlaka tel ile
isaretleme sonrasi biyopsi yapilmahdir. BI-RADS llI
ve altindaki kategorideki lezyonlarda ise hastaya ait
faktorler gbz oniline alinarak biyopsi karari verilme-
lidir. BI-RADS Il - Ill kategorisindeki lezyonlarda aile
hikayesi pozitif olan, kanser fobisi olan hastalarda tel
isaretleme ile biopsisi acisindan degerlendirilmelidir.
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Gegici iskemik atak olusumunda ortalama trombosit
hacminin etkisi

Abstract

Transient ischemic attack (TIA) is known to develop
due to insufficient blood flow. TIA has a high risk for
cardiovascular disease and ischemic stroke and has
to be considered as a true medical emergency. In
TIA patients, the risk of stroke increases significantly.
Platelets are known to play an important role in the
pathogenesis of atherosclerotic complications. The
mean platelet volume (MPV) is considered a good
indicator of platelet (PLT) function. In this study, we
examined MPV levels and platelet counts of TIA pa-
tients and investigated the relationship of TIA with
MPV levels and PLT counts.

This is a retrospective cross-sectional study conduc-
ted in the Emergency Department (ED) of a level 3
University Education and Research Hospital. Obser-
vation of the differences of the MPV and PLT values
between TIA and control groups established the basis
for this study.The gender, MPV and PLT values of the
TIA and control groups with the same age and gender
distribution were determined.Confidence interval of
the results were evaluated and p <0.05 was accep-
ted as statistically significant. There was a statistically
significant difference between two groups in terms
of mean MPV values and this difference was occur-
red in the same way when the genders are compared
separately. The PLT values were also significantly dif-
ferent. This study shows that patients with high MPV
have a greater risk of developing TIA compared to
patients with normal/low MPV.

Keywords: Emergency medicine, mean platelet volu-
me, transient ischemic attack.

Oz

Gegici iskemik atak (GIA), yetersiz kan akimina bagh
olarak gelisir. GIA, kardiovaskiler hastaliklar ve is-
kemik inme igin blyuk bir risk dogurur ve gergek bir
acil durum olarak Kabul edilir. GIA hastalarin da inme
riski anlamli olarak artar. Trombositlerin ateroskle-
rotik komplikasyonlarin olusmasinda 6nemli bir rol
oynadiklari bilinmektedir. Ortalama trombosit hacmi
(MPV), trombosit fonksiyonlarinin iyi bir belirteci ola-
rak Kabul edilir. Bu g¢alismada, GIA hastalarinin MPV
dizeyleri ve trombosit sayilari incelendi, GIA ile MPV
Diizeyleri ve trombosit sayilari arasindaki iliski aras-
tinldi. Bu calisma, retrospektif kesitsel bir ¢alisma-
dir ve bir 3.basamak Universite egitim ve arastirma
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hastanesinin acil servisinde yurutilmastir. GIA ve
control gruplari arasindaki MPV ve trombosit sayisi
degerleri arasindaki farklarin gézlenmesi, bu ¢alisma-
nin temelini olusturmustur.

Benzer yas ve cinsiyet dagilimina sahip GIA ve control
gruplarinin cinsiyet, MPV degerleri ve trombosit sayi-
lari belirlendi. Sonuglar igin gliven araligl degerlendi-
rildi ve p<0.05 istatistiksel olarak anlamli Kabul edildi.
iki grubun ortalama MPV degerleri arasinda istatistik-
sel olarak anlamli bir fark mevcuttu ve cinsiyetler ayri
ayri degerlendirildiginde de ayni farkin oldugu gorul-
di. Ayrica, trombosit sayilari arasinda da anlaml fark
mevcuttu. Bu ¢alisma, yliksek MPV degerlerine sahip
olan hastalarin, GIA gelisimi acisindan normal veya
disliik MPV degerlerine sahip hastalara gore daha
ylksek riske sahip olduklarini gostermektedir.
Anahtar Kelimeler: Acil tip, gegiciiskemikatak, ortala-
matrombosithacmi

introduction

Transient ischemic attack (TIA) is an acute, focal ce-
rebral or monocular dysfunction characterized by
short-term symptoms and is known to develop due
to insufficient blood flow to the areas fed by the ca-
rotid or vertebrobasilar arteries [1-3]. The duration
of TIA symptoms is less than one hour and usually is
resolved within 30 minutes [4, 5]. TIA has a high risk
for cardiovascular disease and ischemic stroke and
has to be considered as a true medical emergency.
Therefore, emergency physicians have an important
role in the management of these patients [6].
Approximately 15% of stroke patients have a history
of TIA. It has been reported that, in TIA patients, the
risk of stroke increases significantly in the first week
[7]. Ten percent of patients with a history of TIA had a
stroke within three months, and nearly half of these
strokes were within the first 48 hours [8]. In addition,
the risk of stroke in patients with TIA is increased 50-
fold within three months compared to the same age
non-TIA group [7].

Currently, many biochemical markers for neuronal or
glial damage are insufficient to show damage and the
extent of the damage.

Platelets are known to play an important role in the
pathogenesis of atherosclerotic complications. The
mean platelet volume (MPV), which is considered a
good indicator of platelet (PLT) function, has been
shown to be elevated in atherosclerosis-based disea-
ses such as myocardial infarction and ischemic stroke
[9].

If TIA is considered as the forerunner of stroke, it co-
uld be used for early diagnosis and might be able to
reduce morbidity and mortality due to stroke. MPV
levels and platelet counts can be measured with a
complete hemogram, which is known as a cheap and
reliable method as well as being fast, accessible and
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reproducible.

In this study, we examined MPV levels and platelet
counts of TIA patients and investigated the relations-
hip of TIA with MPV levels and platelet counts.

Methods

This is a retrospective cross-sectional study. Pati-
ents aged 18 and older who presented to the Emer-
gency Department (ED) of a level 3 University Edu-
cation and Research Hospital with clinical symptoms
of transient ischemic attack between 01.01.2011
- 30.06.2012 were included in the study. These pa-
tients were assigned G45.0 — G45.9 ICD-10 diagno-
sis codes and entered into the hospital automation
system. Healthy individuals of similar age and gender
distribution who came to the hospital around the
same dates were included as the control group. The
gender, MPVand PLT values of the TIA patients and
control patients were determined. The researchers
that collected the data were blind to the study. Exclu-
sion criterias of this study included being intubated,
pregnancy, being under 18 years old at the time of
admittance to the ED, concomitant acute coronary
syndrome, pulmonary thromboembolism, acute re-
nal failure, chronic renal failure, known thyroid di-
sease, presenting to the ED with cardiopulmonary
arrest, known hematologic disease and known or
newly detected cardiac thrombus. 420 patients were
included to the study. 18 of them were excluded
from final analysis. Total 402 patients were included
to the final analysis, 201 to the TIA group and 201 to
the control group. These groups were similar in the
terms of age and gender (Figure 1).

Fipae |- Study and proup design

Factors such as weakness, incompetence, parest-
hesia, hypoesthesia or concurrence of all of these
symptoms in one or two limbs simultaneously, spe-
ech disorder (sensory, motor or global aphasia),
amaurosisfugax, homonymous hemianopia, ataxia
or combination of these situations were used for the
diagnosis of TIA [10].

In EDs immediately after patients were taken into the
exam room, blood was taken from peripheral veins
and put into EDTA-containing tubes (BD Vacutainer
® Plastic K3 EDTA). The blood tests were performed
in the Biochemistry Laboratory of the ED at izmir Ka-
tip Celebi University Atatlirk Training and Research
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Hospital. All samples were tested with an automated
hematological analyzer (Mindray BC-800®, Mindray
Bio-Medical Co., Shenzen, China). Although, Grei-
senegg et al. divided patients’ MPV values into five
equal categories [9], there is no consensus on the lo-
wer and upper boundaries for MPV. Therefore, in this
study we presented MPV values in femtoliters (fl).
Patients’ results were obtained from the hospital’s
data system.

Statistical Analyses

The Minitab 16.0® (Minitab Inc., PA, USA) program
was used for statistical analysis of data obtained in
the study. The descriptive statistical methods (mean,
standard deviation, minimum value, maximum va-
lue) were used for data evaluation. Chi-square test
was used for analysis of qualitative data, while t-test
was used for analysis of quantitative data. Confiden-
ce interval of the results were evaluated and p <0.05
was accepted as statistically significant.

Results

Observation of the differences of the MPV and PLT
values between TIA and control groups established
the basis for this study. Prior to statistical analysis
the data was examined in a method that we called
pre-process. The pre-process is shown graphically in
(Figure 2).
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The difference between MPV values of TIA and cont-
rol groups observed in Figure 2 was determined to be
statistically significant. The comparison of MPV valu-
es of TIA group and control group are summarized in

(Table 1).

Table 1: Two-sided t-test results of MPV values for TIA and control groups
Sample Mean Standard Mean difference
number deviation

Coearol groap 200 179 0640 D043
TIA groap 201 2091 1423 0000
Dnfferences 2m -1913 1636 ons”
2 el

The p-values in Table 1 were found to be less than
0.05. Therefore, it was concluded that there was a
difference between the two populations in terms of
mean MPV values. This difference between TIA gro-
up and control group can be interpreted as the link
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between elevated MPV values and the disease.

The same data were examined between TIA and cont-
rol groups and for women and men and the results of
these analyses are shown in (Figure 3 and Figure 4).
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The differences observed in Figure 3 and Figure 4 are
compared and tested whether there was a difference
in mean MPV values between women and men from
the TIA group and the control group, and the results
of this test are summarized in (Table 2 and Table 3).

Table 2: Two-sided t-test results of MPV values for TIA and control groups

(women)
) Sample  Mean Standard  Mean difference
nuenher deviation
Contral group Women L1 T.254 ] LGS
TIA group Women 87 9161 1.317 0141
Thiferences ar =1.907 1,543 68"
P el

Table 2: Two-sided t-test results of MPV values for TIA and control groups

(men)
Sample Mean Standand Mian difference
number deviation
Control groep men 14 T.108 [ 0.059
T1A group men 114 S067 1300 0142
Differences 114 =1.9%9 1.681 0136
7z el

The results of these two tests performed with 87 fe-
male and 114 male patients showed that the p-value
was smaller than 0.05, which suggested that the dif-
ferences in MPV values were not related to gender
and that the change in the MPV values was an impor-
tant factor in the development of the disease.

The PLT values of patients were also recorded du-
ring the data collection. These values were thought
to vary between TIA and control groups. Changes in
PLT values of both TIA and control groups are given
in (Figure 5).
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Figure 5 shows the PLT values of TIA group and control
group where the PLT values of the TIA group are hig-
her than those of the control group. However, when
this figure is compared with Figure 2, the magnitude
of the difference between the PLT values appears to
be much less for some individuals. Therefore, it was
considered to be worth examining whether TIA leads
to changes in PLT cell volume or PLT count.The diffe-
rences in PLT values that observed in Figure 5 betwe-
en the TIA group and the control group without the
gender distinction are compared. The results of the
statistical test are shown in (Table 4).

Table 4: Two-sided t-test results of PLT values for TIA and control groups

Sample Mean Sundand Mean difference
number deviation
Conirel group PLT 201 282.41 [T [
TIA group PLT 201 260.35 108.57 7.66
Differences 201 221 146.1 .3
Vo peelh0s

The p-values in Table 4 were less than 0.05. These re-
sults show that the PLT values of the TIA group were
significantly higher compared to the control group.
Here, a major point that should be considered is a
comparison between p-values from Table 1 and Table
4. While the p-value from the first test is very small
(close to zero), the p-value from the third test is rela-
tively large (0.033) and is closer to the critical value
(0.05). These results can be interpreted as follows: in
the development of the disease, the increase in the
MPV values is more influential than the increase in
the PLT.

Discussion

Every day many patients in the ED are diagnosed
with ischemic cerebrovascular disease and transient
ischemic attacks. Although there are conflicting re-
sults in the literature regarding the treatment and
management of TIA, it is clear that patients with
TIA should be treated as seriously as patients with
ischemic stroke. It is known that patients with high
MPV have a greater risk of developing TIA compared
to patients with normal/low MPV. Early initiation of
preventive measures and treatments may prevent or
delay development of TIA/ischemic cerebrovascular
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diseases in these patients.

The study by Malley et al. published in 1995 is known
as the first comprehensive study that showed a re-
lationship between MPV and ischemic stroke [11].
They reported that an increase in platelet volume
was independently associated with the risk of stroke.
Bancroft et al. evaluated 223 healthy people and re-
ported their mean MPV value as 7.43fl [12].

In this study, the mean MPV value of the control
group that included 201 individuals was 7.18 fl, while
the mean MPV value of the TIA group with the same
number of participants was 9.42 fl. This result might
suggest a significant relationship between the TIA
and the increase in MPV values. The statistical analy-
sis done with the TIA group and the control group
demonstrated that this hypothesis is correct (Table
1). This hypothesis was tested for gender specificity.
The mean MPV value of the women from the control
group was 7.25fl, while that of the women from the
study group was 9.16 fl. This difference between wo-
men from two groups was shown to be statistically
significant (p <0.05) (Table 2). The mean MPV values
of men from the control group and the study gro-
up that included 114 patients each were 7.11fl and
9.07fl, respectively. The two-sided t-test comparison
of the MPV values showed that the difference betwe-
en these two groups was statistically significant (p <
0.05) (Table 3).

In this study, the same hypothesis was tested using
PLT values. The mean PLT value of the control gro-
up was 282.41, while that of the study group was
260.35. Statistical analysis showed that there was a
significant difference between the control group and
the TIA group in terms of values (Table 4).

The comparisons of the two different tests (MPV and
PLT) that were done using the same two populations
are summarized in Table 1 and Table 4. Results of the
change in the MPV values between two populations
are shown in Table 1, while the results of the change
of PLT values are given in Table 4. When the p-value
of these two tables are compared, the p-value from
Table 1 is very small (close to zero), while the p-value
from Table 4 is relatively large (0.033) and closer to
the critical value (0.05). These results can be interp-
reted as follows: the increase in the MPV values is
more influential in the development of the disease
than the change in the PLT values.

TIA has been shown to be a precursor of possible
future stroke and is recognized as a real emergency.
Stroke constitutes one of the most important health
problems worldwide. Despite rapid developments
in imaging methods, the introduction of thromboly-
tic therapy and noticeable improvements in patient
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care quality, ischemic stroke is still one of the major
causes of permanent disability and is the third most
common cause of mortality worldwide.

One of the most important reasons for not seeing a
decline in the mortality and morbidity rates despite
the aforementioned improvements in diagnosis and
treatment of stroke is not considering the TIA to be
a real emergency situation. Many physicians are not
aware of TIA as being the precursor of ischemic stro-
ke and that TIA needs to be treated as an emergency.
It is very important to foresee stroke in patients that

Ataman et al.

had developed TIA and to take the necessary preca-
utions before the stroke. Although measuring the
mean platelet volume does not show neuronal and
glial damages directly as do other biochemical mar-
kers, it may still be valuable in terms of indicating the
risk of development of TIA.

Knowing the risks and taking preventive measures
before patients experience TIA and stroke creates an
opportunity for treatment prior to development of
this disease and is seen as a promising development.
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Chronic anticoagulation prescription in patient ad-
mitted through emergency department with conco-
mitant atrial fibrillation

Acil servise basvuran atrial fibrilasyonlu hastalarda
kronik antikoagulasyon regetelendirilmesi

Abstract

Background: We investigated prescription of oral an-
ticoagulation during discharge, in patients admitted
through the emergency department (ED) with conco-
mitant non-valvular atrial fibrillation (AF).

Methods: In this retrospective, observational study,
patients admitted through ED with concomitant AF
were screened. Detailed patient data including de-
mographic parameters, comorbidities, echocardi-
ographic parameters, and medications at discharge
were recorded from electronic patient database. Pa-
tients with non-valvular AF were included. Patients
with acute coronary syndrome, recent (<1 month)
cardiovascular surgery and valvular AF, AF due to a re-
versible cause, conditions other than AF that required
anticoagulation, stroke within the previous 7 days,
and renal insufficiency were excluded.

Results: We included 160 patients with non-valvular
atrial fibrillation in this study. Patients were categori-
zed according to their individual CHA2DS2 VASc score.
A score of 0 was found in 24 (16%) patients. In 15 pa-
tients (9%), CHA2DS2 VASc score was calculated as 1.
Finally a CHA2DS2 VASc score 22 was found in 121 pa-
tients (75%). In patient groups with low, intermediate
and high risk for thromboembolic complications, vita-
min K antagonists (VKAs) were prescribed approxima-
tely in equal percentages (33%, 27%, and 37% respec-
tively). In the high risk group, comparison of patients
with and without VKA at discharge was comparable
(except higher stroke-TIA prevalence in patient group
with VKA prescription).

Conclusions: VKA prescription is greatly influenced by
other factors in addition to thrombotic risk of indivi-
dual patients. The next generation of oral anticoagu-
lants that do not require anticoagulation monitoring
and have less drug-drug and drug-food interactions
may help to increase this compliance.

Keywords: Atrial Fibrillation, anticoagulation, stroke.

0z

Girig: Atriyal fibrilasyon(AF) en yaygin goérulen, klinik
olarak anlamli kardiyak aritmidir ve artmis trombolik
olaylarla iligkilidir. Warfarin gibi vitamin K antogonist-
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telendiriimesi

leri (VKAs), klinik pratikte AF deki tromboembolik
komplikasyonlarin 6nlenmesinde antikoagulasyon
icin major terapotik secenek olmaya devam etmek-
tedir.

Amaglar: Kapak disi AF si olan acil servise basvuran
hastalarda taburculuk sirasinda oral antikoagulasyon
recetelerini degerlendirdik.

Materyal ve Metotlar: Retrospektif, gbzlemsel ¢a-
lismamizda, AF si olan acil servise basvuran hastalar
degerlendirildi. Demografik veriler, komorbiditeler,
ekokardiyografik parametreler ve taburculuktaki ilag-
lariiceren detayh hasta verileri, elektronik hasta veri-
tabanina kaydedildi. Kapak disi AF hastalari calismaya
dahil edildi. Akut koroner sendromlu, son 1 ay iginde
kardiyovaskiiler cerrahi geciren ve valvuler AF si olan,
AF si geri dondurulebilir nedenlere bagli olan, AF di-
sinda antikoagulasyon gerektiren durumlari olan, son
7 gin icinde inme gegiren ve bobrek yetmezligi olan
hastalar calisma disi birakildi.

Bulgular: Calismaya 160 kapak disi AF li hastayi dahil
ettik. Hastalar CHA2DS2 VASc skorlarina gore katego-
rize edildi. 24 hastada (%16) CHA2DS2 VASc skoru 0;
15 hastada (%9) 1 ve 121 hastada (%75) 22 hesap-
landi. Tromboembolik komplikasyonlar agisindan di-
sik, orta ve yuksek riskli hasta gruplarinda, vitamin
K antogonistleri (VKA s) neredeyse esit ylizdelerde
recete edildi (sirasiyla %33, %27 ve %37).Yiksek risk
grubunda, taburculukta VKA alan ve almayan hasta-
larin karsilastirilmasi kiyaslanabilirdi(VKA kullanan
hasta grubundaki daha yiiksek inme-gegici iskemik
atak prevelansi olan grup harig).

Sonug: VKA recete edilmesi, hastalarin kisisel trom-
botik riskine ek olarak diger faktérlerden de oldukga
etkilenmektedir. Antikoagulasyon gozlemi gerektir-
meyen ve daha az ilag-ila¢ ve ilag-besin etkilesimi
olan yeni jenerasyon oral antikoagulanlar, uyumu art-
tirmaya yardimci olabilirler.

Anahtar Kelimeler: Atriyal fibrilasyon, antikoagulas-
yon, inme.

Introduction

Atrial fibrillation (AF) is the most common, clinically
significant cardiac arrhythmia. This arrhythmia af-
fects 1-2% of the population, and this figure is likely
to increase in the next 50 years.1, 2 Atrial fibrillati-
on is associated with increased thrombo-embolic
events. It is a potent risk factor for ischemic stroke.
Atrial fibrillation confers a 5-fold risk of stroke, and
20% of all strokes are attributed to this arrhythmia.2,
3

Vitamin K antagonists (VKAs) such as warfarin have
traditionally been the major therapeutic option for
anticoagulation in clinical practice. Warfarin is ef-

Cronic anticoagulation prescription in patient admitted through emergency de-
partment with concomitant atrial fibrillation

fective and extensively recommended for preventi-
on of arterial thromboembolism in AF.4 Despite its
effectiveness, warfarin is limited by several factors
such as a narrow therapeutic window, drug-drug and
drug-food interactions, slow onset-offset of action,
hemorrhagic complications, and routine anticoagu-
lation monitoring to maintain therapeutic internati-
onal normalized ratio (INR). These limitations have
prompted interest in the development of newer oral
anticoagulants. During the last two decades, the
number of available anticoagulant compounds with
additional targets within the anticoagulation path-
way has expanded. Novel anticoagulants targeting
inhibition of factor Xa and thrombin (factor Ila) have
now been incorporated into clinical practice based
on the results of large randomized clinical trials, with
the recent FDA approval.4-7 Although these new
medications offer several potential therapeutic ad-
vantages, they are substantially more expensive than
warfarin. Thus despite several limitations of warfarin,
and despite addition of novel oral anticoagulants to
the armamentarium of drugs available for the mana-
gement of thromboembolic risk, oral anticoagulati-
on with warfarin have remained standard therapy for
prevention of thromboembolic complications in AF.
In this study, we investigated prescription of oral an-
ticoagulation during discharge, in patients admitted
through the emergency department (ED) with con-
comitant non-valvular AF.

Methods
In this retrospective, observational study, patients
admitted through ED with concomitant AF were
screened. Between December 2011, and December
2012, we screened patient files with ICD codes of 148,
149, ROO, and RO6 to detect as much patient with AF
as possible. Detailed patient data including demog-
raphic parameters, comorbidities, echocardiographic
parameters, and medications at discharge were re-
corded from electronic patient database of our hos-
pital (Probel®). Patients with non-valvular AF were
included. Patients with acute coronary syndrome, re-
cent (<1 month) cardiovascular surgery and valvular
AF were excluded. Other exclusion criteria were atrial
fibrillation due to a reversible cause, conditions other
than atrial fibrillation that required anticoagulation
(e.g., a prosthetic heart valve), stroke or TIA within
the previous 7 days, and renal insufficiency (serum
creatinine level of >1.2 mg per deciliter or calculated
creatinine clearance of <60 ml per minute).

In each patient, thromboembolic risk was calcu-
lated with widely accepted CHA2DS2 VASc score.8
CHA2DS2 VASc score is based on a point system,
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where two points are assigned to a history of stroke
or TIA and Age>75. One point each is assigned for
congestive heart failure, hypertension, diabetes, vas-
cular disease, age 64-74, and sex category (female).
A CHA2DS2 VASc score of 0 corresponds to low risk,
a score of 1 to intermediate risk and >2to high risk.
Bleeding risk of patients were evaluated with HAS-
BLED score.9 Local ethics committee has approved
the study.

Statistical Analysis

Categorical data are reported as frequency percent
and continuous data are expressed as Mean + SD.
The Mann-Whitney rank sum test was applied to
compare mean differences between the continuous
data of the groups and the Chi-square test was app-
lied to compare the categorical data when approp-
riate. The level of significance was taken as p< 0.05.

Results

We included 160 patients with nonvalvular atrial fib-
rillation in this retrospective, observational study. All
patients had admitted through the ED. Clinical cha-
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Table 2: Patient categories with low, intermediate,
and high risk for thromboembolism and anticoagulation
status of each group (VKA:Vitamin K antagonist, w/o:Without).

Patients Patients Total
CHA;DS,VASe score

with VKA | wio VKA N (%)
categories
0 (low risk) 8 16 24 (16)
1 {intermediate rsk) 4 11 15 (9)
=2 (High risk) 45 76 121 {75)

In the high risk group (n:121), oral anticoagulation
was contraindicated in 5 patients (4%). Fourteen pa-
tients (11%) did not prefer to use oral anticoagulant.
In the remaining 57 patients, no clear data was found
in patient files for avoidance from anticoagulation. In
the high risk group, comparison of patients with and
without oral anticoagulant medication at discharge is
shown in (Table 3).

Table 3. Comparison of patient subgroups with and without oral anticoagula-
tion in patient group with high thromboembolic risk (CHA2DS2 VASc score of
>2) (CAD: Coronary artery disease, PAD:Peripheral artery disease,TIA:Transient
ischemic attack,VKA:

Vitamin K antagonist, w/o:Without).

Patients
racteristics and comorbidities of patients are presen- | characte | wim "“:‘:A —
ted in (Table 1). rsties  (wvga |
_ _In % s  [% ]
Table 1: Clinical characteristics of the study population Gender k_'m"" 14 L.l z 29
(CAD:Coronary artery diseasePAD:Peripheral artery disease, TIA:Transient Female | 31 569 cl g7.] P
ischemic attack). Age 7693280 | TATsM |
5 | 06 ’ )
Variable l o ] = Age =75 25 556 43 6.6
Male P T 65-T4 17 378 17 224
_ <65 |3 &7 16 |21 034
Female ) L Heart Failure 2 s1.1 |40 26 087
=85 55 34 Hiperiension 35 778 57 75.0 0.72
Ape 65-T4 17 X! Diiabetes Mellins 10 222 | 20 263 L]
] P pr} Stroke or TIA a 0 3 79 005
Fheart Failure oy r KAH i 44 19 3.0 0.94
Hyperenssan o 55 PAH ] 4.4 |1 13 0.5%
Diabet P - Renal Failure 6 133 T [T 054
in s Mellmus k1] 19 CHA.DS.
Seroke or TIA 1% ™ X
VASe 441167 | 4012164 | D29
CAlvar PAD 15 %3
- SO06E
Renal Failure 13 ® HAS-
BLED | 3.09:0.57 | 2932096 | 0.7
. . . 7 So0ee
Following calculation of patients” CHA2DS2 VASc sco- [HAS |z
re, patients were categorized according to their in- | BLED n 7Ll 5 0.5 .
dividual score. A score of 0 was found in 24 (16%) = 5 =3 = e '
patients. In 15 patients (9%), CHA2DS2 VASc score [Py Major Bleeding 4 BE 3 [E] 066
was calculated as 1. Finally a CHA2DS2 VASC score >2 | Fre Systemic Emboll |3 67 |4 3 o7

was found in 121 patients (75%). Distribution of pa-
tients with low, intermediate and high risk of throm-
boembolism according to CHA2DS2 VASc score cate-
gories are shown in Table 2. Eight patients received
VKA with a CHA2DS2 VASc score of 0. Oral VKA was
prescribed in 4 patients with a score of 1. Finally, oral
anticoagulation was given only in 48 patients with
CHA2DS2 VASc score of 22 (Table 2).

As shown in Table 3, only 45 patients (37%) recei-
ved VKA. There was no statistical difference betwe-
en patient subgroups with and without VKA except
stroke-TIA prevalence. Patients, who received VKA,
had higher stroke-TIA prevalence with a borderline
significance (p=0.05). CHA2DS2 VASc and HAS-BLED
scores were also comparable between patient subg-
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roups with and without VKA.

We also perform logistic regression analysis to disc-
lose predictors of VKA prescription in patients with
high thromboembolic risk. This analysis did not reve-
al any predictors.

Discussion

In this study, patients admitted to a teaching hos-
pital through ED with concomitant non-valvular AF
were evaluated. The results of this study have reve-
aled that management of AF in the real life settings
deviates from recommendations. Guidelines for an-
ticoagulation in non-valvular AF patients were not
optimally implemented. Compliance with guidelines
is low. In patient groups with low, intermediate and
high risk for thromboembolic complications, VKAs
were prescribed approximately in equal percentages
(33%, 27%, and 37% respectively). CHA2DS2 VASc
and HAS-BLED scores were found comparable bet-
ween patient subgroups with and without VKA in
high risk patients. Patients, who received VKA, were
slightly higher history of stroke or TIA compared with
nonusers.

Stroke prevention is one of the main treatment
targets in patients with AF. In this study, we used
CHA2DS2 VASc score system as risk stratification in-
dex for stroke in non-valvular AF patients. According
to this score, patients with a CHA2DS2 VASc score of
0 are classified as at low risk of stroke and antico-
agulation is not indicated. Patients with a CHA2DS2
VASc score of 1 are classified as at intermediate risk
of stroke and aspirin or oral anticoagulant may be gi-
ven. Patients with a CHA2DS2 VASc score of >2 are
classified as at high risk of stroke and anticoagulati-
on is indicated. In our study cohort, 24 patient (16%)
were included in low risk group (score=0), and 15 pa-
tients (9%) in intermediated risk group (score=1). Fi-
nally a CHA2DS2 VASc score 22 was found in most of
patients (121 patients, 75%). Study population had a
high risk of stroke with a mean CHA2DS2 VASc score
of 4.23+1.62. Prevalence of VKA prescription rema-
ined below 40% in spite of this high risk level. On
the other hand, in the same percentage of patents
were given oral VKA with a CHA2DS2 VASc score of
0. All these data are suggesting a continuous need
for medical education for optimal implementation of
guidelines.

There is a consensus that oral anticoagulation offers
a better stroke protection in high risk AF patients.10,
11 Management of anticoagulation in patients with
AF is a complex problem.12 For VKA prescripti-
on, there are a number of factors to be evaluated.
Stratification of thromboembolic risk is the starting

Cronic anticoagulation prescription in patient admitted through emergency de-
partment with concomitant atrial fibrillation

point of this consideration and treatment with VKA
is recommended in patients with high thromboem-
bolic risk. We used CHA2DS2 VASc score system for
risk estimation and VKA prescription rate were fo-
und quite similar in different risk categories. Our fin-
dings are very similar to earlier studies. In the study
of Buccelletti at al, anticoagulation management
among emergency department patients presenting
with recent onset AF was assessed.13 They found
90 patients (11%) classified as at low risk of stroke
(CHA2DS2 VASc score=0) were taking VKA at the
time of emergency department visit. Furthermore,
only 217 patients (17%) classified as at high risk of
stroke (CHA2DS2 VASc score>2) were taking VKA at
the time of emergency department visit. This type of
distribution is called as “mismatch phenomenon”.10,
11 In “The Atrial Fibrillation in Turkey (AFTER)” study,
VKA prescription percentages in patients groups with
low, intermediate and high risk of stroke were fo-
und as 23%, 29%, and 42% respectively.14 Gussoni
at al, evaluated decision making for oral anticoagu-
lants in AF. Among patients with high risk of stroke
(score 22) and high risk of bleeding (score=3), VKA
were prescribed in 28% of patients. In patients with
high risk of stroke (score 22) and low risk of bleeding
(score<3), VKA were prescribed in 73% of patients.15
Conversely in our study, mean bleeding score were
comparable between users and non-users in high risk
group. We could not find high bleeding score as a ne-
gative predictor of VKA prescription.

In real life settings, VKA prescription is greatly influ-
enced by other factors in addition to thrombotic risk
of individual patients. Clarification of these factors
may increase compliance between international gui-
delines and real-life practices. The next generation of
oral anticoagulants that do not require anticoagulati-
on monitoring and have less drug-drug and drug-food
interactions may help to increase this compliance.
Limitations

There are several limitations of this study. First, we
did not have information on the diagnostic criteria of
AF diagnosis. Second, important variables not recor-
ded by the physicians might have missed. Third, this
study included only patients admitted through ED.
This inclusion criterion results in a significant selec-
tion bias, and may not reflect anticoagulation prac-
tices among patients admitted with a non-emergent
setting. Finally in logistic regression analysis we could
not find any positive or negative predictor of antico-
agulation prescription. Small sample size might have
affected the results.
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Conclusion

Thrombotic risk of the individual paitent is not the
novel determinant for VKA prescription. Clarification
of these factors may increase the compliance bet-
ween international guidelines and real life practice
in different patient populations. These determinants
must be prospectively studied in larger and different
populations in the future studies to increase this
compliance.
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The effectiveness of the hyaluronic acid (Hyacyst®)
in the prevention of the de novo overactive bladder
symptoms after the anterior vaginal wall repair: a pilot
study

On vajen duvar onarimini takiben ortaya ¢ikan de novo
asir1 aktif mesane semptomlarini engellenmesine hiya-
luronik asit’in (Hyacyst®) etkinligi: pilot ¢alisma

Abstract

Objective

The purpose of this prospective observational pre-
liminary study was to examine the efficacy of intra-
vesical instillation of HA to prevent the development
of de novo OAB symptoms in the early postoperative
period after anterior compartment surgery.
Materials and methods

The study was carried out in Division of Urogynecology
of Ankara Training and Research Hospital between
the dates of January 2009 to January 2011. Fiftyfour
women out of 148 women were enrolled to the study
and anterior vaginal wall repair has been carried out
either with mesh or without mesh. The cases were
randomized preoperatively into two groups according
to a computer-based program either to intravesical
instillation of hyaluronic acid (HA) (study group) or
intravesical instillation of 0.9% sodium chloride (sa-
line solution) (control group) after the operation. All
of the patients were interviewed preoperatively re-
garding lower urinary tract symptoms (urgency, fre-
guency, nocturia, urge urinary incontinence) in order
to diagnose overactive bladder syndrome (OAB). The
rate of de novo OAB syndrome in both groups was
compared in order to evaluate the effect of HA on
OAB syndrome.

Results

The results of a total of 34 women who underwent
transvaginal surgery for advanced anterior vaginal
wall prolapse during the study period were analyzed.
The study (intravesical HA instillation) group consists
of 18 cases, while the control group consists of 16
cases. The demographic features (age, year after me-
nopause, parity and BMI) of the groups were similar
(p>0.05).

We diagnosed markedly higher rate of ‘de novo OAB
symptoms’ in control group with respect to study gro-
up (50% vs 16.3%, p=0.038).
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Conclusion

The results of our study are limited by the fact that it
is a pilot study with a small sample size. Despite the
limitations of the study, our results suggest that intra-
vesical instillation of HA following the anterior vaginal
wall repair reduces significantly the development of
the postoperative de novo OAB and increases the qu-
ality of life.

Keywords: Hyaluronic acid, over active bladder, ante-
rior vaginal wall repair
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Amag

Bu prospektif randomize galismanin amaci 6n kom-
partman cerrahi sonrasi de novo asiri aktif mesane
semptomlarinin gelisimini engellemek igin intrave-
zikal instile edilen hiyaluronik asid’in (HA) etkinligini
arastirmak.

Materyal ve metotlar

Calisma Ocak 2009-Ocak 2011 tarihleri arasinda An-
kara Egitim ve Arastirma Hastanesi Urojinekoloji Bolu-
miinde gerceklestirildi. Ylzkirksekiz kadindan 54°G bu
calismaya kaydedildi ve olgulara yama veya yamasiz
on duvar onarimi yapildi. Olgular bir bilgisayar prog-
ram araciligiyla operasyonlardan sonra intravezikal
HA kullanimina (¢alisma grubu) veya intravezikal %0.9
sodyum klorid kullanimina (kontrol grubu) atandu.
Tum hastalarla asiri aktif mesane (AAM) tanisi icin alt
Uriner system semptomlari (ani iseme hissi, sik idrara
¢tkma, noktiiri, ani iseme hisli inkontinans) agisindan
goristlda. Her iki grupta de novo AAM oranlari HA'in
AAM {Uzerine etkisini degerlendirmek icin karsilast-
rildi. Verilerin istatistiksel analizinde gerekli yerlerde
Mann-Whitney testi, Wilcoxon signed rank testi ve
chi-square testi kullanildi. istatistiksel anlamlilik icin p
degeri < 0.05 olarak kabul edildi.

Bulgular

ileri ever &n vajen duvar prolapsusu nedeniyle calis-
ma suresinde transvajinal cerrahi uygulanilan toplam
34 kadindan alinan veriler analiz edildi. Calisma grubu
18 olgudan, control grubu ise 16 olgudan olusmaktay-
di. Her iki grubun demeografik 6zellikleri ( yas, mena-
pozdan sonraki sure, parite, viicut kitle endeksi) ben-
zerdi (p>0.05). Calisma grubu ile karsilastirdigimizda
kontrol grubunda belirgin olarak yliksek de novo AAM
sendromu tesbit ettik (50% vs 16.3%, p=0.038).
Sonug

Calismamizin sonuglari; kiiguk bir 6rneklemli dnciil
¢alisma olmasi nedeniyle sinirhdir. Buna ragmen; so-
nuglarimiz, 6n vajen duvar onarimini takiben HA’in
intravezikal instilasyonunun postoperatif de novo
AAM gelisimini belirgin sekilde azalttigl ve yasam kali-
tesini arttirdigini géstermektedir.

The effectiveness of the hyaluronic acid ( Hyacyst) in the prevention of the de novo

overactive bladder symptoms after the anterior vaginal wall repair: a pilot study
Anahtar Kelimeler: Hiyaluronik asit, asiri aktif mesa-
ne, 6n vajen duvar onarimi

Introduction

Pelvic organ prolapse (POP) is not a life-threatening
disorder, whereas it is a condition which lowers the
quality of life. The women will undergo the repair of
the anterior vaginal wall for prolapse or urinary incon-
tinence. In the last decade, the surgical procedures
for repair of the anterior compartment are site-spe-
cific repair, paravaginal repair and mesh application
(1, 2).

Considering that POP has a low morbidity and mor-
tality, in the majority of cases the indication for sur-
gery is based on patients’ symptoms and the possible
effect of surgery on quality of life. The realistic ex-
pectations about surgical outcomes would improve a
patient’s satisfaction with their surgical procedure (3).
Anterior compartment surgery can relief the urge uri-
nary incontinence (UUI) or overactive bladder (OAB)
symptoms (4), nonetheless, de novo urge incontinen-
ce and de novo OAB symptoms are known risk fac-
tors of prolapse surgery or anti-incontinence proce-
dures, that they may have an even worse effect on a
woman'’s life. Very few studies have paid attention to
the de novo OAB symptoms and de novo urge incon-
tinence after the POP surgery.

OAB syndrome was defined by the International Con-
tinence Society (ICS) in 2002 as urinary urgency with
and without urge incontinence, usually with urinary
frequency, and nocturia (5). There is currently no uni-
form diagnosis of urge incontinence. Traditionally, the
symptom of urge incontinence was defined as the in-
voluntary loss of urine associated with a strong desire
to void (urgency).

Higher percentages of women with de novo OAB
symptoms (21.6%) and de novo UUI (44%) after POP
surgery have been reported (2,6). De novo UUI rates
of 3-27% have been reported in patients following
anti-incontinence procedures (7). De novo detrusor
overactivity is reported to occur in 0-30% of patients
after anti-incontinence surgery (8). Not surprisingly,
patients who develop de novo postoperative urge in-
continence or overactive bladder symptoms, report
extremely low satisfaction after the surgery.

The etiology and pathological mechanism behind
OAB symptoms are complicated, making it hard to
determine the relationship between de novo OAB
symptoms and pelvic prolapse surgery. There are
some possible mechanisms for de novo postoperative
urge urinary incontinence.

The theories are; a) pathologically enhanced cell co-
upling between the smooth muscle in the bladder,
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which can mediate the spontaneous tone and teta-
nic contractions with both phasic and tonic compo-
nents of relatively high tension abnormally high filling
pressures (9,10), b) the dissection performed during
the surgical procedure may cause denervation of the
detrusor, which can lead to enhanced excitability and
increased spread of activity between cells resulting in
spontaneous coordinated myogenic contractions of
the detrusor muscle (11), c) bladder outlet obstruc-
tion may cause an increase in detrusor contraction
strength resulting in urge urinary incontinence (12),
d) A damaged glycosaminoglycan layer during and af-
ter the prolapse and/or antiincontinence surgery may
lead to direct exposure of urothelium cells and free
nerve endings to the components of urine and this
damage is proposed to be a causative factor in the
development of OAB symptoms, interstitial cystitis/
painful bladder, common urinary tract infections and
hemorrhagic cystitis (13,14).

HA is considered a good candidate for glycosami-
noglycan substitution. Hyaluronic acid is a major
mucopolysaccharide found widely in the connective,
epithelial, and neural tissues. HA in the urothelium
constitutes a protective barrier (15). It exhibits a va-
riety of properties that may contribute to its proph-
ylactic mechanism. Among them are inhibition of ad-
herence of immune complexes to polymorphonuclear
cells; marked inhibition of leucocyte migration and
aggregation, depending on viscosity; regulation of
fibroblast and endothelial cell proliferation; and en-
hancement of connective tissue healing. (16-18)

HA is used in clinical practice as an alternative met-
hod in the treatment of aforementioned conditions
interstitial cystitis, recurrent urinary tract infections
(13,14) and vesicoureteral reflux (19), however the
available clinical data regarding the effectiveness of
HA as a potential treatment of patients with that di-
sorders are limited.(13-15,20)

The purpose of this prospective observational pre-
liminary study was to examine the efficacy of intra-
vesical instillation of HA to prevent the development
of de novo OAB symptoms in the early postoperative
period after anterior compartment surgery.

Methods

This preliminary study was designed prospectively
in a tertiary center for urogynecology field and the
subjects were enrolled randomly to the study arms.
Patients signed an informed consent before participi-
tating to the study and the ethics committee of the
hospital accepted the study.

The subject group (n= 148) consists of consecuti-
ve women who suffered from symptomatic anterior
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compartment prolapse in the Division of Urogyne-
cology from January 2009 to January 2011. Sympto-
matic prolapse was defined as mechanical symptoms
such as feeling of vaginal bulge and discomfort (21).
A predefined protocol constructed for the study was
used for all subjects prior to surgery and included
questions about obstetric and medical history, stress
urinary incontinence, urge urinary incontinence, dif-
ficulty in bladder emptying, bowel function (fecal or
gas incontinence, constipation) chronic pelvic pain,
nocturia, urinary infections, and antimuscarinics and
estrogens using.

After a comprehensive urogynecologic (stress test,
Q-tip test, stress cough pad test) and neurological (cli-
toral reflex, anal reflex, and cough test) examination,
the prolapse in each vaginal segment for the subject
was measured according to the pelvic organ prolapse
quantization system (POP-Q) on maximum Valsalva
effort in the lithotomy position, and the patients with
anterior wall prolapse of grade 3 or above were enrol-
led. The POP-Q examination was documented during
preoperative pelvic examination.

Preoperative evaluation included urinanalysis and uri-
ne culture, fasting blood glucose and calcium testing,
urodynamic studies, and pelvic ultrasonography. No
significant increase in size of uterus or pelvic mass
revealed in sonographic examination. Patients with
pathological conditions, such as urinary tract infecti-
on, urogenital tract infection, urinary tract stone his-
tory, or intravesical lesion were excluded. In addition,
those on medication that would affect their bladder
function, or with hypertension, diabetes mellitus, ne-
urological disorders, or psychological problems were
excluded.

Conventional urodynamic study was performed befo-
re the operations.

Patients who had stress urinary incontinence, mixt
urinary incontinence, detrussor instability in urodyna-
mics or concomitant rectocoele or enterocoele equal
or more than grade 2 were also excluded from the
study.

All of the patients were interviewed preoperatively
regarding lower urinary tract symptoms (urgency,
frequency, nocturia, urge urinary incontinence). De-
finitions of these symptoms and conditions that were
used in the study are described by the International
Continence Society in 2002 (5). Urgency was defined
as ‘the complaint of a sudden compelling desire to by
the patient who considers that she voids too often by
day (voiding eight times or more in a 24-hour peri-
od)’. Nocturia was defined as ‘the complaint that the
individual has to wake up at night one or more times
to void.” The symptom of urge urinary incontinence
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was defined as a complaint of involuntary leakage of
urine accompanied by or immediately preceded by
urgency. The diagnosis of OAB was made when the
woman answered ‘yes’ to the urgency questioning.
Fiftyfour women out of 148 women were enrolled to
the study and anterior vaginal wall repair has been
carried out either with mesh or without mesh. The
cases were randomized preoperatively into two gro-
ups according to a computer-based program either to
intravesical instillation of hyaluronic acid or intravesi-
cal instillation of 0.9% sodium chloride (saline soluti-
on) after the operation.

All subjects were operated by the vaginal route. Se-
venteen patients were operated with the polypropy-
lene mesh surgery. Thirty-seven patients has under-
went site specific repair (colporrhaphy) without mesh.
The surgical interventions were performed according
to the techniques reported in the paper published by
Sivaslioglu et al (22). All procedures were performed
or supervised by senior (uro) gynecologists (author
AAS) and were carried out under general or spinal
anesthesia in the dorsolithotomic Trendelenburg po-
sition.

All patients were given preoperatively antibiotic
prophylaxy with 1 g cefazolin sodium IM and posto-
peratively with levofloxacin 500 mg once a day during
7 days.

At postoperative 12th hours, 27 patients received int-
ravesical installation of HA (Hyacyst®) at a dose of 40
mg in a volume of 50 ml of phosphate-buffered saline
solution (study group) and 27 patients received int-
ravesical instillation of 0.9% sodium chloride (saline
solution) (control group) via hydrophilic Foley cathe-
ter after the operation randomly. The randomisation
had been done according to a computer programme.
The Foley catheter has been removed after the instil-
lations.

The patients retained the intravesical HA or saline for
a minimum of 2 hours. After one week HA solution
or saline instillation was repeated. The patients did
not go to toilet for emptying their bladder at least 2
hours.

All participants were invited for a postoperative fol-
low up at 2nd week and 6th week after surgery. All
women underwent again a complete urogynecologi-
cal examination including the POP-Q quantification,
urine analysis, urine culture and urodynamics when
it was necessary. None of the patients used antimus-
carinics during the follow-up. Moreover all patients
were interviewed postoperatively by another author
(HLK) who did not participate in the operations regar-
ding lower urinary tract symptoms. The author was
also blinded to the agents applied intravesically.

De novo OAB symptoms and urge urinary incontinen-

The efffectiveness of the hyaluronic acid ( Hyacyst) in the prevention of the de novo
overactive bladder symptoms after the anterior vaginal wall repair: a pilot study

ce was defined as the development of the symptoms
and urge urinary incontinence postoperatively in sub-
jects who did not report symptoms of urge urinary
incontinence preoperatively, and who did not de-
monstrate detrusor overactivity on their preoperative
conventional urodynamic evaluation.

Women were also asked about the time at onset of
OAB, making sure that it was not present before sur-
gery.

The sample size dropped down to 34 because of lost
follow ups and the results of 34 subjects were analy-
zed (18 cases in the study group and 16 cases in the
control group).

Statistical analyses were performed with SPSS ver.
14.0 database for Windows. Data are presented as
number of women (percentage), mean (SD) or medi-
an (range) as appropriate. Because of data of the vari-
ables were not distributed normally, non-parametric
tests were used pass urine, which is difficult to de-
fer’. Increased daytime frequency was defined as ‘the
complaint to compare the differences between gro-
ups. Mann-Whitney test was used to test the continu-
ity data in independent samples, and Wilcoxon signed
rank test for related samples. Chi-square was used to
test the categorical variables. A p-value £0.05 was re-
garded as statistically significant.

Results

The results of a total of 34 women who underwent
transvaginal surgery for advanced anterior vaginal
wall prolapse during the study period were analyzed.
The study (intravesical HA instillation) group consists
of 18 cases, while the control group consists of 16
cases. The demographic features (age, year after me-
nopause, parity and BMI) of the groups were similar
(p>0.05) (Tablel).

Table 1: The demographic features of the groups

F
Coatrel groap (n=16) Stedy group (8=15)
value

0412

313257 |j'i' 3 3R
Median (range)
S0{1L0; 15.0)
3.0(L0; 3.0
88 (23,1 ; 33.4)

53,1 58 (40 1 6h)
Median (range)
TO(L0; 20.0)
2.5 (1.0 4.0)
29,0 (21,5 ; 33,1}

_Age (years) (Mean £510) (range)

Years afler menopause
Parity
Body mass Index (kg/m®)

U620
0,435
0.972

The 68.8% of the women in the control group were
postmenopausal, while this rate was 72.2% in the
study group. No bacterial cystitis was reported.

The preoperative and postoperative POP-Q points
of cases were similar between two groups however
we found a statistically significant anatomical imp-
rovement at points Aa, Ba and C after the operati-
on in both groups (p< 0.05) (Table 2) No significant
improvement was noticed at point D, Ap, Bp and the
lengths of genital hiatus, perineal body and total vagi-
nal length (p>0.05) (Table2).
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Table 2: The preoperative and postoperative POP-Q points
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The participants were evaluated at 6 weeks after sur-
gery (median 5.3; range 4.5 — 8). None of the patients
whose results were analyzed used antimuscarinics
postoperatively and their urine analyses were normal
and also urine culture testing of all the subjects were
normal.

We diagnosed markedly higher rate of ‘de novo OAB
symptoms’ in control group with respect to study gro-
up (50% vs 16.3%, p=0.038).

Discussion

OAB is defined as urgency with or without urge in-
continence, usually with frequency and nocturia. This
term can only be used if there is no proven infection
or obvious pathology (5).

OAB is a significant problem among adult women. It
is generally accepted that OAB has a profound impact
on quality of life. The presence of the OAB symptoms
in the women with POP is a clear condition, and a
transvaginal prolapse surgery provide a significant
impact on the reduction of OAB symptoms (23). Ne-
vertheless in women who underwent POP and/or an-
ti-incontinence surgery de novo OAB symptoms can
be seen after the surgery.

Different rates have been reported about the de novo
OAB symptoms after prolapse and/or incontinence
surgery. These rates vary from 4.3 to 21% after in-
continence surgery and 5.3 to 44% after POP surgery
(2,4,6,24).

Diez-Itza et al have found nearly 20% of women ope-
rated on for POP developed de novo OAB very soon
after surgery (25). The rate of new-onset urinary ur-
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gency in the subjects in whom mesh had been applied
in the anterior compartment was 26% (26). This rate
is far higher than the subjects in whom only conven-
tional POP surgery had been performed (15.8%) (27).
In another study, women with no Ul preoperatively
were diagnosed as having de novo Ul in 22.6% of pa-
tients at the end of 1-year follow-up (28).

The risk of de novo OAB increases when antiincon-
tinence and POP surgery were performed concomi-
tantly (25).

There is a lack of knowledge regarding the develop-
ment of OAB syndrome, however based on the theory
that the damaged glycosaminoglican layer may trig-
ger the OAB symptoms; we applied intravesical HA
aiming that it would help to the reparation process of
glycosaminoglican layer that must have been dama-
ged due to curled bladder.

We identified that the OAB symptoms and detrusor
overactivity rates were significantly lower in the HA
instillation group. In addition the quality of life was
significantly better in HA instillation group.

In general the use of HA is usually well tolerated (30-
32); for this reason high compliance with the treat-
ment is achieved. No serious local or systemic adverse
events were mentioned, except mild bladder irritati-
on. No bacterial cystitis was reported. In our study all
the subjects tolerated the HA well except only mild
irritation developed in 3 patients, however none of
them stopped the therapy.

The results of our study are limited by the fact that it
is a pilot study with a small sample size. Despite the
limitations of the study, our results suggest that intra-
vesical instillation of HA following the anterior vagi-
nal wall repair reduces significantly the development
of the postoperative de novo OAB and increases the
quality of life. We conclude that intravesical sodium
hyaluronate indicates its effect by covering the inner
layer of the bladder completely and hence to prevent
the chemical effects of urine on that layer.

HA may be considered for further studies, including
randomized controlled trials with adequate power.
Until such studies are available, the effectiveness of
intravesical instillation of HA as a potential prophylac-
tic agent on de novo OAB symptoms remains contro-
versial.
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Negatif apendektomilerimizde saptanan jinekolojik
patolojiler

Gynecological pathologys detected in negative ap-
pendectomy

Oz

Amag: Akut apandisit her yas grubunda gorilebi-
len, eriskin akut karin karin hastaliklarinin yarisindan
fazlasini olusturan bir hastaliktir. Bu ¢alismada, akut
apandisit 6n tanisiyla ameliyat edilen ve normal apan-
diks saptadigimiz kadin hastalarda tespit ettigimiz ji-
nekolojik patolojilerin tedavi yaklasimlarini ve oranla-
rini sunmayi amacladik.

Gereg ve Yontem: Klinigimize 2007-2012 yillar ara-
sinda basvuran ve akut apandisit 6n tanisiyla opere
edilen 510 hasta retrospektif olarak incelendi.
Bulgular: Klinigimize 2007-2012 yillar1 arasinda bas-
vuran ve akut apandisit 6n tanisiyla opere edilen 510
hasta retrospektif olarak incelendi. 510 hastanin 300’
(%58,8) erkek, 210’u (%41,2) kadindi. Kadin hastalarin
40’inda (%19) normal apendiks tespit edilmistir. Nor-
mal apendiks tespit edilen 40 hastanin 31’inde(%77,5)
herhangi bir patoloji ile karsilasilmamistir.

Sonug: Karin agrisi ile basvuran bayan hastalarda dik-
katli bir jinekolojik muayenenin dnemli oldugunu di-
sinmekteyiz.

Anahtar Kelimeler: Negatif apendektomi; Jinekolojik
patolojiler

Abstract

Objective: The rate of acute appendicitis is rather
than half of the acute abdominal pain. In this study,
we aimed to present the rates and the treatment of
gynecological pathologies in women who were ope-
rated with diagnosis of acute appendicitis bu having
normal appendix.

Material and Metods: Between January 2007-and
2012, we retrospectively evaluated 510 patients who
were operated with the preoperative diagnosis of
acute appendicitis.

Results: There were 300 (58.8%) male and 210
(41.2%) female patients. There were normal appendi-
ces in 40(19%) patients peroperativly.

Conclusions: As a result, physicans must be more ca-
reful in female patients with abdominal pain, we sho-
uld remember that gyncological can be presented as
acute appendicitis clinics.

Keywords: Negative appendectomy; Gynecological
patologies




Peskersoy ve ark.

Giris

Akut apandisit, en sik akut batin sebebidir. Pek ¢ok
hastalik akut apandisit klinigi gostererek negatif apen-
dektomilere sebep olmaktadir. Ozellikle kiigiik cocuk-
larda, geng kizlarda, gebelerde ve yaslilarda tanidaki
zorluklara bagli olarak negatif apendektomi ve perfo-
rasyon oranlari yiksek seyretmektedir (1,2).
Mudahalede ge¢ kalindiginda basit apandisit klini-
gi perforasyon ile sonuglanmakta ve gecikme siireci
morbidite ile mortaliteyi arttirmaktadir. Bu nedenle
genel egilim bulgular tamamen oturmadan hastala-
ri ameliyat etme yonindedir. Bu yaklasim nedeniyle
negatif apendektomi oranlari litaratiirde % 9 ile %
20 arasinda degismektedir (3-5).Karin agrisi ile ge-
len bayan hastalarda ektopik gebelik,abortus, myom
dejenerasyonu, over torsiyonu, kist rlptirl, pelvik
inflamatuar hastalik gibi jinekolojik patolojilerin klini-
gi akut apandisit ile karisabilmektedir. Ozellikle gebe
hastalarda karin agrisi negatif laparotomilere neden
olabilmektedir.

Gebelikte akut karin agrisi 6zel problemler olusturur.
Ozellikle gebeligin son trimestrinde genislemis uterus
diger karin i¢i organlarinin yerlerini degistirerek me-
kanik agri yapabilir. Akut apandisit gebelik boyunca
ortaya ¢ikan en yaygin nonobstetrik cerrahi durum-
dur. Sikligi gebe olmayan kadinlardan farkh degildir.
Gebelikte akut apandisit tanisi zordur. Clinki klinik
belirti ve bulgular gebeligin fizyolojik degisiklikleri ka-
ristirilabilir. Perforasyon riski 6zellikle son trimesterde
daha yiksektir (6). Gebelikte akut apandisitten siip-
heleniliyorsa cerrahi tedavi geciktiriimemelidir. Nega-
tif laparotominin verecegi zarar, perfore apandisitin ki
ile kiyaslanmayacak derecede dusliktir.

Biz bu calismamizda karin agrisi ile gelen bayan hasta-
larin jinekolojik patoloji agisindan da degerlendirme-
sinin 6nemine dikkat cekmegi amacladik.

Gereg ve Yontem

Klinigimize 2007-2012 yillari arasinda bagvuran ve
akut apandisit 6n tanisiyla opere edilen 510 hasta ret-
rospektif olarak incelendi. Hastalarin tanilari fizik mu-
ayene, laboratuar ve radyolojik yontemler kullanilarak
konmustur. Hastalarimizin timiine kadin hastaliklari
konsiiltasyonu istenmistir. Apandisit ve jinekolojik pa-
toloji tanilari peroperatif makroskobik olarak deger-
lendirilmistir.

Bulgular

Klinigimize 2007-2012 vyillari arasinda basvuran ve
akut apandisit 6n tanisiyla opere edilen 510 hasta ret-
rospektif olarak incelendi. Bu hastalarin 300°U (%58,8)
erkek, 210°u (%41,2) kadindi. Kadin
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hastalarin 40'inda (%19) normal apendiks tespit edil-
mistir. Normal apendiks tespit edilen 40 hastanin
31’inde (%77,5) herhangi bir patoloji ile karsilasil-
mamistr. Jinekopatoloji saptanan 9 (%22,5) hastanin
4’inde (%44.4) korpus hemorajikum kist rlptdrd,
2’sinde (%22.2) over kisti, 2’sinde (%22.2) over torsi-
yonu, 1 (%11.1) tanesinde de tubaovarian apse tespit
edilmistir (Tablo-1).

Tablo 1: Negatif apendektomili kadin hastalarda saptadigimiz jinekolojik

patolojilerin oranlari

TANI n Yo
P Y
Korpus hemorajikum kist|
a . Ii P
Ovwer kisti 2 22.2
Owver torsiyonu 2 22.2
Tubaovarian apse 1 11.1

Korpus hemorajikum kist rupture tespit edilen hasta-
lara kist eksizyonu, kanama kontroli, over kist ruptu-
re tespit edilen hastalara kist eksizyonu, tuboovarian
abse tespit edilen hastaya drenaj ve antibiyoterapi,
over torsiyonu tespit edilen hastalara ooferektomi uy-
gulanmistir.

Tartisma

Akut karin agrisi ile basvuran hastalarda anamnez ve
fizik muayene tanida en 6nemli basamaklardir. Klinik
bulgular ve I6kosit sayisi ile hesaplanan bir skorlama
sistemi olan Alvarado skorlamasi akut apandisit 6n ta-
nisinda sik basvurulan bir yontemdir. Akut apandisiti
taklit edip negatif apendektomiye sebep olacak hasta-
liklari, jinekolojik nedenler ve jinekoloji disi nedenler
olarak iki grupra inceleyebiliriz. Jinekolojik nedenler;
Taninin net olmadigi olgularda goriintiileme yontem-
lerine basvurulmaktadir. En sik kullanilan goriintile-
me yontemi olan ultrasonografinin subjektif olmasi
ve tecriibe gerektirmesi sorun olusturmaktadir. Ultra-
sonografinin glvenilirligi %71-95 arasinda rapor edil-
mistir(7). BT ve MR gibi ileri goriintileme yontemleri-
nin tanida faydasi olmakla beraber maliyeti arttirdigi
disinidlmektedir (7).

3540 hastayi kapsayan bir ¢calismada hicbir goriinti-
me yontemi yapilmayan olgularda negatif apendek-
tomi oranlari %9.8,USG yapilanlarda %8.6,BT cekilen
olgularda %4.5 olarak saptanmis. Ayni arastirmada
gorintileme yontemleri ile patoloji uyumlulugu USG
icin %82.4,BT icin %92.3 olarak hesaplanmis(8).

Tanidaki gecikme perfore apandisit, peritonit ve sep-
sis gibi sonuglara yol agabilecegi icin ¢ogu kez klinik
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tablonun oturmasi beklenmez. Bu durum negatif
apendektomi oranini artirmaktadir. Ozellikle kiigiik
¢ocuklarda, genc kizlarda, gebelerde ve yasllarda ta-
nidaki zorluklara bagl olarak negatif apendektomi ve
perforasyon oranlari yiiksek seyretmektedir (1,2). Ka-
rin agrisi ile gelen bayan hastalarda ektopik gebelik,
abortus, myom dejenerasyonu, over torsiyonu, kist
raptdrd, pelvik inflamatuar hastalik gibi jinekolojik pa-
tolojilerin klinigi akut apandisit ile karisabilmektedir.
Ayrica gebelikte meydana gelen fizyolojik degisiklikle-
re bagh agrilar akut apandisit klinigi ile karisabilmek-
tedir. Gebelikte atlanabilecek akut apandisite bagli
komplikasyonlar hem anne hem de bebegin yasamini
tehdit edebilir.Bu nedenle gebe hastalarda ¢ogu kez
negatif apendektomi, perfore apandisit olasiligina ter-
cih edilir.

Nakhgevery ve arkadaslarinin yaptiklari calismada
108 bayan hastanin 52’sinde (%48) negatif apendek-
tomi yapilmis, bu hastalarin 23’inde (%44) normal
apendiks, 20’sinde (%38) pelvik inflamatuar hastalik,
9’unda (%18) over patolojileri ile karsilagilmigtir (9).

Gynecological pathologys detected in negative appendectomy

Onuray ve arkadaslarinin yaptiklari calismada 38 nega-
tif apendektomi uygulanan hastanin 21’inde (%55,2)
normal apendiks ile, 15 inde (% 39,5) over patolojisi
ile 2’sinde de (% 5,3) pelvik inflamatuar hastalik ile
karsilagiimistir. Bu hastalarin 6’sinda (%35) korpus he-
morajikum kist rlptird, 6’sinda (%35) over kisti riip-
tird, 2’sinde (%12) pelvik inflamatuar hastalik(PID),
2’sinde (%12) over torsiyonu, 1 (%6) tanesinde de
ektopik gebelik, sol tuba riiptlri tespit edilmistir(10).
Bizim calismamizda normal apendiks tespit edilen
40 hastanin 31’inde(%77,5) herhangi bir patoloji ile
karsilasilmamistir.Jinekopatoloji saptanan 9(%22,5)
hastanin 4’linde(%44.4) korpus hemorajikum kist riip-
tlrd, 2'sinde(%22.2) over kisti,2’sinde(%22.2) over
torsiyonu,1(%11.1) tanesinde de tubaovarian apse
tespit edilmistir.

Sonug olarak, genc bayan hastalarda pek cok jineko-
lojik patoloji akut apandisit klinigi gbsterebilmektedir.
Karin agrisi ile basvuran bayan hastalarda dikkatli bir
jinekolojik muayenenin énemli oldugunu disinmek-
teyiz.
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Pierre robin sendrom’lu bir olguda anestezi
yonetimi

Anesthetic managament of a case with pierre
robin syndrome

Oz

Yenidoganda ve pediatrik hastalarda anatomik ve
fizyolojik farkliliklar nedeniyle endotrakeal entiibas-
yon, laringoskopi ve ventilasyonla ilgili glcliklere
daha sik rastlanilmaktadir. Bunlarin yani sira pediat-
rik hastalarda konjenital kraniyofasiyal anomalilerin
ve sendromlarin varligi havayolu ydénetimini daha da
komplike hale getirmekte ve daha planli bir anestezik
yaklasim gerektirmektedir. Bu olgu sunumunda; pa-
tent duktus arteriosus nedeniyle tam dizeltim ope-
rasyonu planlanan ve genel anestezi uyguladigimiz
14 aylik Pierre Robin Sendrom’ lu bir olguda anestezi
yonetimimizi ve havayolu yonetiminde olusabilecek
guglikleri tartismayi planladik.

Anahtar Kelimeler: Anestezi, Pierre Robin Sendro-
mu, zor havayolu yonetimi

Abstract

Endotracheal entubation, laringoscopy and ventila-
tion problems are frequently seen in newborn and
pediatric patient population because of their diffe-
rence at anatomy and phsyology. Additionaly cranio-
facial anomaly included syndroms seen in newborns
are more complicated airway issues and needs plan-
ned anesthetic managment protocols. We report a
14 mounth old infant with Pierre Robin Syndrome
who's operated for patent ductus arteriosus with the
aim of general anesthesia and we discussed the air-
way managment difficulties in these patient groups.
Keywords: Anesthesia, difficult airway management,
Pierre Robin Syndrome

Giris

Yenidogan ve pediatrik hastalarda, anatomik ve fiz-
yolojik farkhliklar nedeniyle endotrakeal entlibasyon,
laringoskopi ve ventilasyonla ilgili gligliklere daha sik
rastlaniimaktadir. Bu yas gurubunda agiz kigik, bo-
yun kisa, dil ve oksiput bliylk, epiglot hareketli olup
Ust havayolu obstriiksiyonu sik gérilir ve bu nedenle
anestezi riski daha yuksek olarak degerlendirilmekte-
dir (1). Bunlarin yani sira sendromik pediatrik hasta-
larda kraniyofasiyal anomalilerin birlikteligi havayolu
yonetimini daha da komplike hale getirmekte ve daha
planli bir anestezik yaklasim gerektirmektedir (2).
Pierre Robin Sendromu (PRS); mikrognati, glosso-
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pitozis ve yarik damak ile karakterize konjenital bir
anomalidir. Olgularin %40 ‘I izole, %601 ise diger
sendromlarla birlikte goralir. Olgularin % 20’sinde
ventrikller septal defekt, patent duktus arteriosus,
atriyal septal defekt ve aort koarktasyonu gibi kon-
jenital kalp hastaliklari goralmektedir (3, 4). Klinik
prezentasyonu ve siddeti olgular arasinda degiskenlik
gostermekle birlikte gogunda solunumsal ve beslen-
me ile ilgili bozukluklar gortlmektedir (5). Tim bun-
larin sonucunda PRS’lu hastalarda, genel anestezi uy-
gulamalari sirasinda havayolu acikligini saglamak gtic
olabilmektedir.

Bu olgu sunumunda patent duktus arterisus (PDA)
nedeniyle tam dizeltim operasyonu planlanan ve
genel anestezi uyguladigimiz 14 aylik PRS’lu hastada
anestezi yonetimimizi ve havayolu yonetiminde olu-
sabilecek glglikleri tartismayi planladik.

Olgu Sunumu

Termde sezaryan ile (3100 g, 48 cm) dogan 14 ay-
Itk (9800 g, 76 cm) kiz hasta, yapilan muayenesinde
PRS tanisi almis. Hastanemiz pediatri kliniginde takip
edilmekte olan olguda, patent duktus arterisus (PDA)
tespit edilmis ve girisimsel radyoloji tarafindan PDA
ligasyonu planlanmis ancak yapilan preoperatif fizik
muayenesinde zor havayolu olabilecegi disinilerek
ameliyathane kosullarinda agik cerrahi planlanmis.
Hasta elektif operasyon 6ncesi tarafimizca degerlen-
dirildi. Preoperatif fizik muayenesinde; bilin¢g acik,
koopere olan hastada gelisme geriligi, mikrognati ve
yarik damak disinda bir anomaliye rastlanmadi. Has-
ta yarik damak nedeniyle nazogastrik sonda ile bes-
lenmekteydi. Kan laboratuar degerleri normal sinirlar
icindeydi. Entlibasyon ve ventilasyon gli¢ligi olabile-
cegi dusuinilerek trakeostomi agisindan kulak-burun-
bogaz (KBB) konsultasyonu istendi. Hastanin yakin-
larina anestezist, kalp damar cerrahi ve KBB uzmani
tarafindan anestezi, ameliyat teknigi, solunum yolu
sorunlari ve uygulanacak yontemler hakkinda ayrinti-
I bilgi verildi. Aydinlatilmis onam formlari imzalatildi
ve operasyon planlandi.

Hasta ameliyathane salonuna alinmadan 6nce meka-
nik ventilator kontrol edildi, uygun boyda airway, yiiz
maskesi, laringeal maske (Larengeal Mask Airway:
LMA), endotrakeal entlibasyon tipleri, degisik boy ve
tipte laringoskop bleydleri (diiz ve egri), pediatrik tip
degisim kateteri (GUM Elastik Buji), stile, aspirasyon
kateteri ve ilaglar hazirlandi.  Ameliyathanemizde
hastaya uygun boyutta fiberoptik laringoskop ya da
video laringoskop bulunmadigindan hazirlanamadi.
Acil trakeostomi gerekliligi acisindan KBB ekibi ope-
rasyon salonunda hazir bulundu. Hasta operasyon sa-
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lonuna alindiktan sonra, kalp atim hizi (elektrokardi-
yografi: EKG), periferik oksijen satlirasyonu (Sp02) ve
kan basinci monitérize edildi. Baglangic SpO2: % 95,
tansiyon arteriyel: 90/60 mmHg, kalp atim hizi: 120
dk-1 olarak kaydedilen hasta, 5 L dk-1 02 ile yaklasik
5 dakika preoksijenize edildi. Anestezi indiksiyonu
%100 02 icinde % 8 sevofluran ile yapildi ve sevoflu-
ran orani kademeli olarak azaltildi. Hastanin spontan
solunumu baskilanmadan, sag el dorsal yliziinden 24
Gauge brantil ile periferik damar yolu erisimi saglandi
ve % 0.9 izotonik NaCl inflizyonu (3-5 mL kg-1) bas-
landi. Hastanin maske ile ventilasyonunda glgliik ol-
mamasi Uzerine spontan solunum, kontrole solunum
ile baskilandi ve intravenéz yoldan 1 mcg kg-1 fenta-
nil uygulandi, kas gevsetici kullanilmadan Macintosh
egri bleyd ile laringoskopi yapildi, Cormack Lehane
siniflamasina gore kord vokallerin goriintisi; grade
4 olarak degerlendirildi. Hasta, i¢ ¢apt 4.0 mm olan
kafli endotrakeal tip (ETT) ile entibe edildi, oskil-
tasyonda midede yaygin havalanma saptanmasi lize-
rine hasta hizla ekstiibe edildi ve %100 O2 ile mas-
ke ventilasyonuna gegcildi. Bu donemde goriilen en
diistik SpO2 degeri % 90 olarak o6lguldi. Hasta %100
02 ile ventile edildikten sonra tekrar laringoskopi
yapildi ve entiibasyon denemesinin basarisiz olmasi
Uzerine Uglncil kez laringoskopi Miller diiz bleyd ile
gerceklestirildi. Pediatrik tlip degisim kateteri (Gum
elastik buji, Murat Saghk Uriinleri LTD. STi. Ankara)
kor olarak ilerletildi ve tizerinden i¢ ¢capi 4.5 mm olan
kafli endotrakeal tip kaydirildi, daha sonra buji ge-
riye cekilerek hastanin entiibasyonu gerceklestirildi.
Oskdltasyonla ve kapnograf ile tliplin yeri dogrulan-
di, kaf uygun basingta sisirildi. ETT sabitlendi ve has-
ta 1 mg kg-1 rokiironyum bromiir ile kiirarize edildi.
Sag lateral dekubit poizsyonu verilmesinin ardindan
sol posterolateral mini torakotomi ile PDA ligasyonu
gerceklestirildi. Peroperatif herhangi bir sorun ile
karsilasiimayan hasta, orotrakeal entlibe, sedatize
kiirarize olarak postoperatif yogun bakim Unitesine
transfer edildi.

Hasta postoperatif yogun bakim (nitesinde, biling
acik koopere, vital bulgular stabil olarak izlenirken
spontan solunumun vyeterli olmasiyla postoperatif
6. saatte, entlibasyon kosullari saglanarak sorunsuz
ekstlibe edildi. Maske ile oksijen destegine alindi
ve izlemi sirasinda solunumsal herhangi bir sorunla
karsilasilmadi. Sorunsuz gecen bir iyilesme periyodu
ardindan hasta postoperatif 4. glinde sifa ile taburcu
edildi.

Tartisma
Konjenital anomalisi olan yenidogan ve ¢ocuklarda
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havayolu yonetimi anestezistler igin oldukg¢a zordur.
Cunki bu olgularda genellikle yasami tehdit eden so-
lunumsal problemler ve entiibasyon glicligi sik kar-
silasilan sorunlardir (6).

Pierre Robin Sendromu, en 6nemli kraniyofasiyal
anomalilerden biridir. Klinigi genellikle yarik damak,
mikrognati, glossopitozis ve havayolu obstriiksiiyonu
seklindedir. Cogu olguda Ust havayolu obstriikstiyonu
orta derecededir ve genellikle hasta lateral veya pron
poz isyona alinarak havayolu acikligi saglanabilir. Bazi
olgularda ise havayolu obstriiksiiyonu ve beraberin-
de entilibasyon glic¢ligl; solunum yetmezligi ve 6lim
ile sonuglanabilir (6).

PRS’ lu ¢ocuklari, 6zellikle supin pozisyonda, mik-
rognati ve retrognati nedeniyle yliz maskesi ile ven-
tile etmek ve havayolu acikligini korumak genellikle
glictlir. BazI durumlarda nazal airway Ust havayolu
obstriiksiyonunu 6nleyebilir ancak her zaman pozitif
havayolu basincina olanak vermeyebilir. Bu nedenle,
bu olgularda zor olsa da fiberoptik bronkoskop (FOB)
ile veya uyanik kor entlibasyon 6nerilmektedir. Hatta
kor nazal entlibasyonun pron pozisyonda yapilmasini
Oneren yayinlar mevcuttur (7, 8). Havayolu givenli-
ginin saglanmasinda uyanik entiibasyon, en givenli
yontem olabilir. Yenidoganlarda bu yontemi uygula-
mak mimkin olabilir ancak daha biyilk ¢ocuklarda
uyanik entlibasyonu gerceklestirmek daha zordur.
Spontan solunumu olan ¢ocukta solunum sesleri ve
farinksteki hava kabarcigl hareketi endotrakeal enti-
basyon icin yol gosterici olabilir. Néromuskiiler bloker
(NMB) kullanimi ile yumusak dokularda gevseme ola-
cagindan ve Ust havayolu obstriiksiiyonu artacagin-
dan bu olgularda NMB kullanimindan kaginmak ge-
rekir (9). Olgumuzda supin pozisyonda ventilasyonda
herhangi bir sorunla karsilasmadigimizdan, nazal
airway gibi aparatlari kullanmaya gereksinim kalma-
mistir. Ayrica klinigimizde olgumuza uygun boyutta
FOB bulunmadigindan, uyanik ya da genel anestezi
altinda entiibasyon ic¢in tim hazirliklarimizi yaptik.
Acil trakeostomi gerekebilecegi disundldigiinden,
KBB hekimi, acil trakeostomi ekipmani ile operasyon
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salonunda hazir bulundu. inhalasyon anestezisi altin-
da ylz maskesi ile ventilasyonda herhangi bir sorun-
la karsilasmadik ve NMB ajan kullanmadan hastada
endotrakeal entiibasyon denendi. iki kez geleneksel
laringoskopi ile entlibasyon denemesinin basarisiz
olmasi lizerine, lglinci kez laringoskopi Miller diiz
bleyd ile yapildi ve pediatrik tip degisim kateteri
(Gum elastik buji) yardimiyla hastanin entiibasyonu
gerceklestirildi.

Kardiyak kateterizasyon icin genel anestezi alan 1 ve
16 yasinda PRS’ lu iki olguda endotrakeal entiibasyon
gerceklestirilememis ve havayolu LMA ile saglanabil-
mistir (10, 11). Olgumuzda operasyon siiresince derin
kas gevsemesi gerektiginden ve peroperatif donem-
de havayoluna midahale sansimiz kisitl olacagindan,
oncelikli olarak LMA kullanmay! tercih etmedik.

PRS ‘lu olgularin ekstiibasyonu da en az entilibasyo-
nu kadar dikkat ve 6zen gerektirir. Dell’ Oste ve ark.
yarik damak onarimi igin genel anestezi uyguladiklari
8 aylik PRS ‘lu bir olguda entlibasyon ve ekstiibasyon-
da herhangi bir sorunla karsilasmamislar, ancak pos-
toperatif donemde hastada sublingual 6deme bagh
solunum yetmezligi gelistigini ve reentiibasyonun
glgliikle gerceklestigini bildirmislerdir (12). Bizim ol-
gumuz sedatize ve kirarize olarak postoperatif yogun
bakim initesine transfer edildi. izleminde herhangi
bir sorunla karsilasiimayan hasta spontan solunumu-
nun yeterli olmasi lzerine postoperatif 6. saatte en-
tlbasyon kosullari saglanarak uyanik ekstiibe edildi.
Daha sonraki izleminde de herhangi bir sorunla kar-
silagilmadi.

Sonug olarak PRS’ lu hastada havayolu ve anestezi
yonetimi dikkat gerektirir. Zor havayolu beklenen bu
tur olgularda, tliim zor havayolu ekipmanlari hazirda
bulundurulmali, hasta dikkatli monitérize edilmeli ve
gereginde cerrahi olarak trakeostomi gerekebilecegi
daima akilda tutulmalidir. Ayrica bu hastalarda eks-
tibasyon ve sonrasinda solunumsal komplkasyonlar
acisindan dikkatli olunmali ve monitorize postopera-
tif bakim uygulanmalidir.
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Normal vajinal dogumu takiben gelisen uterin
riiptiir olgusu

Case of uterine rupture after vaginal delivery

Oz

Uterin raptdr (UR) ender gorilen, ciddi sonuglara yol
acan acil obstetrik bir durumdur. UR i¢in bir¢cok pre-
dispozan faktor bilinmektedir, bunlardan en énemli-
leri sezaryen ve myomektomi gibi uterusta skar olu-
sumuna neden olan cerrahi islemlerdir. Skarsiz UR
daha yikici olan bir rptir seklidir, genellikle multi-
par gebelerde ve dogum esnasinda olusur. Erken tani
hem anne hemde fetus i¢in olusabilecek olumsuz so-
nuglari azaltacaktir. UR klinik bulgulari ani baslayan
siddetli karin agrisi, hemodinaminin bozulmasi, fetal
bradikardi ve kanamadir. UR kesin tedavisi cerrahidir.
Cerrahi tedavi hastanin ¢ocuk arzusuna ve hemadi-
namik durumuna goére histerektomi yada UR’lin ona-
rimidir. Bu calismamiz da 33 yasinda dogum sonrasi
baslayan ani karin agrisi ve vaginal kanama sikayeti
ile klinigimize basvuran olgu sunuldu. Hastada uterin
raptir distndldi ve acil laparatomi yapildi. Uterin
riptlr tanisi dogrulandiktan sonra histerektomi uy-
gulandi.

Anahtar Kelimeler: Uterin Riptir, Gebelik, Maternal
Mortalite

Abstract

Uterine rupture (UR) is a rare obstetric emergency
which leads to serious consequences. There are
many predisposing factor that have known, most im-
portant of these factor are like caesarean and myo-
mectomy surgery procedures that cause scar in the
uterine tissue. Unscarred UR is more catastrophic
than scarred UR, it generally occurs in multiparous
patient and during labour. Earlier diagnosis will redu-
ce adverse outcome for both mother and fetuses. Cli-
nic signs of UR are suddenly intense abdominal pain,
hemodynamic instability, fetal bradycardia and he-
morrhage. Definitive treatment of UR is surgery. Sur-
gery is either hysterectomy or repair of uterine rup-
tur depends on desire of fertility and hemodynamic
state of patient. it was reported in our study that 33
year old age case who admitted our clinic with sud-
denly intense abdominal pain and vaginal bleeding
after delivery. We considered as uterine ruptur and
emergency laparatomy was decided. Hysterectomy
was performed after confirming diagnosis of UR.
Keywords: Uterine ruptur, Pregnancy, Maternal Mor-
tality

Giris




Gengdal ve ark.

Uterin rlptlir, maternal ve fetal 6lime yol agan acil
obstetrik ve cerrahi bir durum olarak tanimlanir (1).
Uterin riptur genellikle dogum esnasinda olusur, an-
cak gebelik siiresince de olusabilmektedir (2). Ute-
rin rlptir icin en 6nemli risk faktorleri; uterin ska-
ra neden olan daha dnceden gegirilmis sezaryen ve
myomektomi operasyonudur. Uterin skarla iliskili ol-
mayan riptir olduk¢a nadir olup, goérilme sikliginin
1/8000 ile 1/15000 arasinda oldugu tahmin edilmek-
tedir (3). Uterin rlptiriin erken tanisi hem maternal
hem de fetal mortalite ve morbiditeyi 6nlemesi agI-
sindan olduk¢a 6nemlidir. Bu ¢alismamizda 39 hafta
gebeligi mevcut olan, dogum esnasinda uterin riptur
gelisen ve tanisi gecikme yasanilan bir vakayi sunma-
yl amacladik.

Olgu

33 yasinda, G5P4Y4, 39 hafta gebe, dis merkezde
3200 gr, 1. dk APGAR"1 5, 5.dk APGAR’1 7 olan erkek
¢ocugu bas gelis ile vaginal yolla dogurduktan son-
ra ani gelisen siddetli karin agrisi ve vaginal kanama
sikayeti ile 112 acil servis ambulansi esliginde hasta-
nemize getirildi. Hastanin hikayesinden daha 6nceki
gebeliklerinde ve bu gebelik takiplerinde sorun ya-
samadigl, herhangi bir sistemik hastaliginin olmadigi
anlasildi. Klinik muayenede hastanin genel durumu
orta, soluk gérinimli, kan basinci 90/60 mm/hg, na-
biz tasikardik (105 atim/dk), ates 36,8 C idi. Batinda
yaygin hassasiyet, pelvis fundus uzunlugu 22 cm ve
yetersiz uterin tonus tespit edildi. Pelvik muayene-
de vulva dogal, vagende 3 adet gazli bez goérildi ve
¢ikarildi. Vajenden sizinti tarzinda miktari fazla olan
kanama izlendi. Sag lateral vajinal duvarda yaklasik 2
cm boyutunda laserasyon mevcuttu. Serviks poste-
riorundan vagene kadar uzanan yaklasik 4-5 cm ka-
namali, sttire edilmis yirtik tespit edildi. Abdominal
ultrasonografi incelemesinde uterus posterioru di-
zensiz sinirli, endometrial kalinlik 22 mm idi. Overler
net izlenmedi. Batinda yaygin serbest mayi izlendi.
Hastanin laboratuar incelemesinde anemi (7,2 mg/
dl) disinda anormallik yoktu. Hastaya mevcut klinik
bulgular esliginde uterin rlptir 6n tanisi ile acil lapa-
rotomi karari alindi. Batindan yaklasik 2400 cc kan ve
pihti bosaltildi. Gozlemde uterus arka duvarindan va-
jene kadar uzanan yaklasik 10 cm kanamali, komplet
rliptir tespit edildi (Resim 1).

Resim 1: Uterus arka duvarindan vajene kadar uzanan yaklasik 10 cmu-

uterin riptir.

Gengdal et al.

Adneksler dogal izlendi. Hastaya fertilite arzusunun
olmamasi ve genel durumunun kotl olmasi nedeniy-
le total abdominal histerektomi yapildi (Resim 2).

Resim 2: Histerektomi Materyali.

intraoperatif dért Uinite eritrosit siispansiyonu ve iki
Unite taze donmus plazma verildi. Postoperatif takip-
lerinde herhangi bir sorun yasamayan hasta yatisinin
4.guninde sifa ile taburcu edildi.

Tartisma

Skarsiz uterin riptir (SUR) olduk¢a nadir gorialdr,
SUR skarli uterin riptirden daha vaskiler oldugu
icin sonuglari daha yikicidir (3). Uterin rlptlrin ke-
sin nedeni bilinmemekle birlikte, skarsiz uterin riip-
tire neden olan risk faktorleri arasinda; multiparite,
ileri anne yasi, iri fetlis, malprezentasyon, kontrakte
pelvis, oksitosik ilaglarin yanlis kullanimi, internal ve
external podolik versiyon gibi obstetrik manevralar
ve operatif dogum sayilabilir (4). Bizim vakamizda
hastane kayitlarindan ve sozel olarak edinilen bilgiye
dayanarak hastada multiparite, augmentasyon amac-
Il oksitosin uygulanmasi ve fundal basi gibi uterin riip-
tire neden olabilecek birkag risk faktori tespit edildi.
Multipar gebelerde uterin riptir genellikle dogum
esnasinda olusur. Bunun nedeninin multiparitenin
myometriumda olusturdugu incelme ve zayiflamanin
olabilecegi dusiiniilmektedir (5). Ozellikle yiiksek pa-
riteli gebelerde oksitosin uygulamasi uterin riiptir ile
iliskili bulunmustur(6). Fundal basi yada kristaller ma-
nevrasl uterus ruptirine neden olabilecek faktorler
arasinda olup modern obstetrik uygulamalarda kulla-
nilmamaktadir. Literatlirde hicbir predispozan faktor
olmadan da uterin riptdr vakalari bildirilmistir. Ute-
rin rlptlr tanisi ne kadar erken konulursa hem anne
hemde fetus icin mortalite ve morbidite agisindan o
kadar faydah olacaktir. Cogu obstetrisyen icin uterin
rdptdr tanisi zordur, tanida sliphe oldukga 6nemlidir.
Bizim vakamizda dogum esnasinda uterin riptir fark
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edilmemistir. Uterin rlptirin klasik klinik bulgulari
abdominal agri ve hipovolemi olarak siralanabilir.(7)
Bizim vakamizda klinik bulgulardan, abdominal agri
ve aktif vajinal kanama mevcuttu. ilk etapta aktif va-
ginal kanama ile birlikte yetersiz uterin tonus, uterin
atoniyi diisiindiirse de belirgin karin agrisi ve hassa-
siyetin olmasi ayni zamanda batinda yaygin serbest
mayinin varhgi uterus riiptlrina disindirdi. Uterus
rlptiridnde tedavi yontemi cerrahidir. Uterin ripti-
rin cerrahi tedavi sekli hastanin hemodinamik duru-
muna, ¢ocuk arzusuna ve riptirin genisligine bagl
olarak degismektedir (5). Ancak hemodinamik agidan
stabil olmayan veya riiptir hatt asiri genis olan ol-
gularda acil histerektomi tercih edilmelidir (8). Bizim
vakamizda acil olarak laparatomi yapildi ve batindan
yaklasik 2400 cc kan ve pihti bosaltildi. Uterus riip-

Case of uterine rupture after vaginal delivery

tir hatt yaklasik 10 cm boyutunda ve vajene dogru
uzanmaktaydi. Hastanin ¢ocuk arzusunun olmamasi
ve rliptlr hattinin genis olmasi, ayni zamanda hemo-
dinamisinin stabil olmamasi nedeniyle acil histerek-
tomi tercih edildi.

Sonug olarak, skarsiz uterin rliptlr nadir gériilmesine
ragmen halen anne ve fetus hayatini tehdit eden cid-
di bir durumdur. Multipar gebelerin 6zellikle travay
takibinde daha dikkatli olunmasi, oksitosik ajanlarin
travay esnasinda kullaniminin kisitlanmasi ve fundal
basi gibi dogumu kolaylastirdigi diistinilen yontem-
lerin kullanilmamasinin riptir riskini azaltacagini
diisinmekteyiz. Ayrica siddetli karin agrisinin ozellik-
le rptlr lehine yorumlanmasi erken tani agisindan
obstetrisyenlere kolaylik saglayacagi kanaatindeyiz.
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Kiigiik hiicreli akciger karsinomu ile iliskili
dermatomiyozit: olgu sunumu

Dermatomyositis associated with small cell-
lung cancer: case report

Oz

Dermatomiyozit simetrik proksimal kas glicstizlUgl
ve karakteristik deri dokiintiisii ile seyreden enflama-
tuar miyopatidir. Hastalik temel olarak kaslari, deriyi
tutar ve sistemik belirtiler gosterir. idiyopatik miyo-
zitler ile malignite iliskisi iyi bilinmektedir. Ozellikle
dermatomiyozitli hastalar malignite agisindan yiiksek
riske sahiptir. En sik rastlanan maligniteler akciger,
meme, mide, over ve kolorektal kanserlerdir. Burada
dermatolojik bulgularla klinigimize basvurarak der-
matomyozit tanisi alan ve malignite taramasinda me-
tastatik kiiclik hicreli akciger karsinomu saptanan bir
hasta sunulmaktadir.

Anahtar Kelimeler: Dermatomiyozit, Kiiglik Hicreli
Akciger Kanseri

Abstract

Dermatomyositis is an inflammatory myopathy which
is characterized by symmetrical progressive proximal
muscle weakness and specific skin manifestations. It
primarily involves muscles, skin and is usually asso-
ciated with systemic involvement. The relationship
between idiopathic myositis with malignancy is well
known. Particularly patients with dermatomyositis
carry the highest risk. The most frequently encounte-
red malignancies are, lung, breast, stomach, ovarian
and colorectal cancer. We present a patient with der-
matomyositis who is diagnosed small cell lung cancer
by cancer screening.

Keywords: Dermatomyositis, Small Cell Lung Carci-
noma

Giris
Dermatomyozit (DM) temel olarak iskelet kasini et-
kileyen enflamasyon ve deri bulgulari ile karakterize
idiopatik enflamatuar bir miyopatidir (1,2). ilk kez
1975 yilinda Bohan ve Peter DM tanisi i¢in gerekli
olan 5 kriter tanimlamistir (3).
Bunlar;1. Progresif seyirli olup simetrik tutulum gos
teren proksimal kas glicstizIUgd,
2. Kas enzimlerinin serum seviyelerinde ylk
seklik,
3. Elektromiyografide (EMG) miyozit bulgulari
4. Kas biyopsisinde miyozit bulgulari
5. Karakteristik deri lezyonlarinin varligidir.




Duran ve ark.

Tani, deri bulgularina ek olarak kas tutulumunu gos-
teren 3 kriterin varligi ile konur (3). DM ile gesitli kan-
ser tilrlerinin birlikteligini arastiran bir cok ¢alismada
malignite riskinin genel populasyona gore 3-6 kat
arthigr ve gorilme sikliginin %6-60 arasinda degistigi
saptanmistir (4,5,6). Yaygin ve siddetli deri tutulumu,
nekrotik deri lezyonlari, hizl ilerleyen kas gligstizlu-
gu, serum kreatin kinaz seviyesindeki yiikseklikler ve
ileri yas, malignite gérilme riskini artirmaktadir. Ma-
lignite siklikla 50-60 yaslarinda gorulir. DM ile en sik
birliktelik gbsteren maligniteler basta over karsinomu
olmak (zere jinekolojik kanserlerdir. Ayrica akciger,
meme, mide, pankreas, kolorektal kanser ve Hodg-
kin disi lenfoma sikligl da artmistir (4,5,6,7). Derma-
tomyozit tanisi alarak malignite taramasi sirasinda
metastatik kiictik hiicreli akciger karsinomu saptanan
hastamizi dermatomyozitte malignite taramasinin
Onemini vurgulamak amaciyla sunmaktayiz.

Olgu Sunumu

66 yasinda erkek hasta yaklasik 1 aydir ellerinde ve
ylziinde morumsu dokintiler halsizlik ve 6zellikle
kollarini yukari kaldirarak yapilan islerde zorlanma
sikayetleri ile basvurdu. Anamnezde hipertansiyon
disinda ek hastaligi olmadigi ve bunun igin uzun si-
redir ayni antihipertansif ilaci aldigi 6grenildi. Gegi-
rilmis enfeksiyon ve ek ila¢ kullanimi yoktu. Derma-
tolojik muayenede g6z kapagi ve cevresinde eritem,
6dem (Resim1),

Resim 1: GOz kapagi ve gevresinde eritem ve 6dem,

ylzde ve boyunda sal benzeri yayilm gosteren eritem
proksimal ve distal interfalengeal eklemlerde, par-
maklarin dorsal yizlerinde, diz ve dirseklerde diffiiz
morumsu eritem, ve papiller (Resim 2,3),

Resim 2,3: Diz ve dirsek eklemleri, metakarpofalengeal, proksimal inter-
falengeal ve distal interfalengeal eklemler tizerinde mor renkli papdller
ve diffuz morumsu eritem

Duran et al.

ellerde parmak yan ylzlerinde hiperkeratoz, tirnak
yataginda telenjiektaziler mevcuttu (Resim 4).

Resim 4: Proksimal tirnak kivrimlarinda hiperkeratoz,
tirnak yataginda telenjiektaziler

Kol ve omuz eklemlerinde muayenede kas giliclinde
azalma, laboratuar tetkiklerinde kreatin kinaz (CK),
aspartat aminotransferaz (AST) ve alanin aminotrans-
feraz (ALT) ylksekligi saptandi. Yapilan EMG de prok-
simal kaslarda (deltoid ve iliopsoas) denervasyon
bulgusu olmaksizin miyopatik motor Unite potansi-
yel degisiklikleri ve polifazi artisi gbzlendi. Hastanin
el sirtindaki paptler lezyonlardan alinan biyopside
epidermal bazal tabaka hiicrelerinde likefaksiyon de-
jenerasyonu, papiller dermada melanofajlar, perivas-
kiiler lenfosit infiltrasyonu gozlendi ve bulgular DM
deri bulgulari ile uyumlu olarak yorumlandi(Resim 5).

Resim 5: Epidermal bazal tabaka hiicrelerinde likefaksiyon dejenerasyo-
nu, papiller dermada melanofajlar, perivaskiler lenfosit infiltrasyonu

Tani kriterlerini karsilayan hastaya dermatomiyozit
tanisiyla 60 mg/gin prednizolon baslandi. Tarama
amach toraks bilgisayarli tomografisi cekildi ve sol
akciger Ust lob anterior segmentde dizensiz sinirl
kitlesel lezyon malignite agisindan kuskulu olarak de-
gerlendirildi (Resim 6).

Resim 6: Sol akciger Ust lob anterior segmentte malignite agisindan kus-
kulu dizensiz sinirh kitlesel lezyon

Ayrica her iki akcigerde nodiler lezyonlar, sol hiler
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ve mediastinal patolojik karakterde lenfadenopati-
ler saptandi. Sol klavikular lenfadenopatiden yapi-
lan eksizyonel biyopsi sonucu kiiclik hiicreli akciger
karsinomu ile uyumlu bulundu. Beyin tomografsinde
serebral ve serebellar daginik multipl metastaz ola-
rak kabul edilen kitlesel lezyonlar saptandi. Hastaya
metastatik kiiglik hiicreli akciger karsinomu tanisiyla
kemoterapi baslandi.

Tartisma

DM deri bulgulari ile karakterize idiopatik enflama-
tuar miyopatidir (1,2). ilk kez 1975 yilinda Bohan ve
Peter tarafindan 5 tani kriteri tanimlanmistir. Hasta-
miz gbz gevresi, boyun, el dorsumlari, diz ve dirsek
eklemleri Gzerinde gorilen tipik deri bulgularina ek
olarak, simetrik proksimal kas gli¢stzlugl, CK, AST
ve ALT yuksekligi saptanmasi ve tipik EMG bulgulari
gozlenmesiyle 5 tani kriterinden 4 (nl karsilayarak
dermatomiyozit tanisi aldi.

Klasik DM’de karakteristik deri lezyonlari ve miyozit
bulgulari birlikte gorilir, hastalik eriskin veya jlve-
nil dénemde baslayabilir (1,4). Jivenil tipte sistemik
vaskiilit bulgulari, kiitanoz tlserler ve distrofik kalsifi-
kasyon daha sik izlenirken, eriskin baslangigli tipte in-
terstisyel akciger hastaligi ve maligniteler ile birlikte-
lik daha siktir (4,5). Kas bulgulari hastalarin %60’inda
deri lezyonlari ile es zamanli olarak, %30’unda deri
lezyonlarini takiben ve %10’unda ise daha 6nce or-
taya cikar (4). Hastamizin anamnezinde kas gli¢siiz-
[Ggunin deri dokiintileri ile es zamanli ortaya ¢iktigl
ogrenildi.

DM de patognomik deri bulgulari; Gottron papiille-
ri ve Gottron bulgusudur (2). Gottron papdilleri, en
stk metakarpofalengeal, proksimal interfalengeal ve
distal interfalengeal eklemler (zerinde goériilen, mor
renkli paptl ve plaklardir (1,2,4,6). Gottron bulgusu
ise ayni bolgelerde goriilebilen mor renkli makdller-
dir (1). Simetrik olarak periorbital bolgeye yerlesen,
bazen 6dem ve deskuamasyonun da eslik ettigi, mor
veya koyu kirmizi gériniimli renk degisimi olan heli-
otrop dokiintl, periungual telanjiektaziler ve tzerin-
de kiicik hemorajik enfarktlarin bulundugu kitikular
hipertrofi, omuz kavsagl kollar ve boyunda 6dem,
eritem ve pullanma (sal belirtisi) dermatomiyozitte
gorilen karakteristik belirtilerdir (1,2). Hastamizda
Gottron papulleri, Gotron bulgusu, heliotrop dokiin-
tl, periungal telenjiektaziler ve sal belirtisi mevcuttu.
Poikiloderma vaskilare atrofikans ve kalsinozis cutis
ise dermatomiyozitle uyumlu diger bulgulardir (2).
Deri lezyonlarinin histopatolojisinde, epidermal at-
rofi, hiperkeratoz, retelerde silinme, bazal keratino-
sitlerde vakuolar dejenerasyon, sliperfisyel yama ya
da bant tarzinda lenfositik infiltrasyon, bazal memb-
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randa kalinlasma, pigment inkontinansi ve dermiste
mdisin birikimi gozlenir (4). Hastamizin el sirtindaki
papller dokintilerden alinan biyopside benzer bul-
gular gozlenerek DM deri bulgulari ile uyumlu olarak
degerlendirildi.

DM de progresif tarzda simetrik tutulum gosteren
proksimal kas glicstizlGgl gelisimi tipiktir (1,4). Mer-
diven ¢ikmak, oturma pozisyonundan ayaga kalkmak
ve kollari omuz seviyesinden yukari kaldirmak gibi
aktiviteleri yapmak ¢ok zorlasir (7). Hastamizin ana-
mezinde kollarini yukari dogru uzatmada zorlandigl
ogrenildi. DM de igne EMG ile fonksiyonel kas hasari
gosterilebilir. istirahatte bile fibrilasyon potansiyelin-
de spontan artislar, karmasik tekrarlayan desarijlar,
yuksek frekansli tekrarlayan bosalimlar, ufak, kisa,
disik amplitlidli polifazik motor Unit potansiyelle-
ri EMG’de gozlenen anormalliklerdir (2). Hastamizin
EMG’sinde proksimal kaslarda (deltoid ve iliopsoas)
denervasyon bulgusu olmaksizin miyopatik motor
Unite potansiyel degisiklikleri ve polifazi artisi gbzlen-
di. Farenks ve Uist 6zofagus cizgili kaslarinin tutulumu
durumunda disfaji ve aspirasyon gorilebilir (1). Dis-
faji ve disfoni gelisimi hizli ilerleyen hastaligin ve kot
prognozun gostergesidir (1,4). Hastamizda disfaji ya
da disfoni belirtileri mevcut degildi.

DM de malignite riskinin genel populasyona gore 3-6
kat arttigl ve gorilme sikliginin %6-60 arasinda de-
gistigi saptanmistir (4,8). Risk, ozellikle klasik DMl
eriskin hastalarda yliksektir, juvenil tipte ise artis gos-
terilememistir (4,8). Amiyopatik DM’deki malignite
sikhgini arastiran az sayidaki calismaya gore de bu
hasta grubunda da risk artisi s6z konusudur (9,10).
Malignite siklikla 50-60 yaslarinda goriliir. DM ile en
sik birliktelik gbsteren maligniteler basta over karsi-
nomu olmak (izere jinekolojik kanserlerdir (8). Ayri-
ca akciger, meme, mide, pankreas, kolorektal kanser
ve Hodgkin disi lenfoma sikhgi da artmistir (8). ileri
yas, yaygin ve siddetli deri tutulumu, nekrotik deri
lezyonlari, deri lezyonlarinin patolojisinde eslik eden
vaskilit bulgular, hizli ilerleyen siddetli kas glgsiiz-
lGg, tedaviye direng ve serum kreatin kinaz seviye-
sindeki ytkseklik kanser gérilme riskini artirmaktadir
(1) Hastamizda ileri yas, hizli ilerleyen kas gligstzIGg,
serum kreatin kinaz seviyelerinde yikseklik gibi risk
faktorleri mevcuttu. DM ile malignite gelisimi arasin-
daki iliskinin patogenezi net degildir (10). Eslik eden
sistemik malignitesi olan hastalarda cerrahi veya far-
makolojik tedavi sonrasinda DM bulgularinin gerile-
mesi, timoriin tekrarlamasi durumunda DM bulgula-
rinin da aktiflesmesi, malignitenin DM ile es zamanli,
daha 6nce ya da DM’den sonraki ilk 1 yil icinde en sik
olarak ortaya ¢ikmasi, altta yatan paraneoplastik bir
mekanizmaya isaret etmektedir (11-13). Son yillarda-
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ki calismalarda, timor hiicrelerindeki otoantijenlerin,
miyoblastlarin Grettigi miyozit-spesifik antijenler ve
endomisyal kapiller endotelyal antijenleri ile benzer
oldugu gosterilmistir. Timore karsi gelisen immiin ya-
nitin kendilerini yenileyen kas hticreleri veya endotel
hiicreleriile capraz reaksiyon gostererek, genetik yat-
kinligi olan kisilerde DM’in ortaya ¢ikmasini tetikleye-
bilecegi 6ne surtlmistir (8). Olgularin %26-70’inde
miyozit tanisindan sonraki ilk 1 yil icinde malignite
gelisimi gortlse de, riskin ilk 3 yilda en yiksek oldugu
ve 5 yil boyunca da devam ettigi bildirilmistir.Bu ne-
denle, DM tanisi alan hastalara ozellikle ilk 5 yil i¢in-
de, yilda bir kez kanser varligi agisindan tarama yapil-
masl 6nerilmektedir (8). Olgumuzda dermatomiyozit
tanisiyla es zamanl malignite tespit edilmistir.

Tedavide ilk tercih sistemik kortikosteroidlerdir (2,4).
Prednizon 1-2 mg/kg/glin dozunda baslanip 2-4 hafta
devam edilir, doz klinik cevaba gére azaltilir (2). Diger
secenekler arasinda metotreksat, azatiyopdrin, siklo-
fosfamid, mikofenolat mofetil, klorambusil ve siklos-
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porin yer alir (1,2,4). Hastamiza tedavi amacli 60 mg/
gin prednizolon baslandi. Deri lezyonlari genellikle
tedaviye direnglidir (1,8). Bunlarin tedavisinde giines
koruyucular, topikal kortikosteroidler, antimalaryal-
ler, metotreksat ve/veya intraven6z imminoglobulin
kullanilabilmektedir (1,8).

Hastanin yasi, miyozitin siddeti, disfaji varhgi, kar-
diyopulmoner tutulum, eslik eden malignite varligi,
uzun sdreli imminosupresif tedaviye bagh firsatcl
enfeksiyonlar ve kortikosteroid tedavisine yanit prog-
nozu belirleyen en 6nemli faktorlerdir (1,8). Mortali-
tenin en sik nedeni eriskinlerde kardiyak ve pulmo-
ner komplikasyonlar ile eslik eden maligniteler iken,
juvenil DM’de vaskilopati komplikasyonlaridir (4,8).
DM tanisi alan hastalarda malignite taramasinin 6ne-
mini ve bu hasta grubunun takibinde klinisyenlerin
eslik eden malignite acisindan dikkatli olmalarinin
gerekliligini vurgulamak igin olgumuzu sunmayi uy-
gun bulduk.
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Diabetes mellitus tip 2 ve hiperandroje-
nizmin eglik ettigi konfluen ve retikiler
papillomatoz’lu bir olgu sunumu ve litera-
tiirin gézden gecirilmesi

Confluent and reticulated papillomatosis in
diabetes mellitus type 2 and hyperandro-
genism: A case report and review the lite-
rature

Oz

Konfluen ve retikiiler papillomatoz diger adiyla Go-
ugreot Carteaud hastalig etiyolojisi bilinmeyen, sik-
likla ergenlik donemindeki kadinlari etkileyen nadir
gorilen bir hastaliktir. Deri bulgulari kahverengi yassi
paplllerle bu papiillerin birlesip ¢cevreye dogru ya-
yilmasiyla olusan retikiler plaklarla karekterizedir.
18 yasinda son 2 yildir boynunda sirtinda ve gégsiin-
de kahverengi lekeler sikdyetiyle basvuran hastamiz
klinik ve histopatolojik bulgularla konfluen retikiler
papillomatoz tanisi aldi. Hastamizda yapilan tetkikler
sonucu Tip 2 Diabetes Mellitus ve hiperandrojenizm
saptandi. Bu makalede nadir gorilen olgumuzu sun-
may! ve konfluen retikller papillomatoz ile ilgili liter-
tlrd gézden gecirmeyi amacladik.

Anahtar Kelimeler: Konfluen ve retikiler papilloma-
toz, Diabetes Mellitus Tip 2, Hiperandrojenizm

Abstract

Confluent and reticulated papillomatosis also known
as Gougerot-Carteaud syndrome, is a rare disorder
of unknown etiology mostly affecting young females
in adolescence. The eruption consists of confluent,
flat, brown papules forming a pigmented reticulated
pattern. An 18-year old female patient came to our
clinic seeking medical attention for hyperpigmen-
ted, velvety, reticulated, plaques and papules on her
neck, trunk and chest for approximately two years.
We diagnosed the patient confluent and reticulated
papillomatosis with clinical and histopathologic fin-
dings. Patient also was diagnosed diabetes mellitus
Type 2 and hyperandrogenizm. We aimed to present
this rare case and review the literature about conflu-
ent and reticulated papillomatosis.

Keywords: Confluent and reticulated papillomatosis,
Diabetes Mellitus Type 2 and Hyperandrogenizm.

Giris

Konfluen retikiiler papillomatoz (KRP) ilk olarak 1927
yilinda Gougerot ve Carteaud tarafindan tanimlan-
mis, etiyopatogenezi tam olarak bilinmeyen ve nadir
gorilen bir dermatozdur(l).Kadinlarda erkeklerden
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daha sik goriltr( 1.4/1), en sik puberta sonrasi do-
nemde 18.5 -21.5 yaslari arasinda baslar(2,3,4,5).
Fotosensitivite, endokrinopatiler ,kutan6z amiloidoz
ve genetik faktorlerde hastaligin ortaya cikmasinda
rol oynayabilir. Diabetes mellitus ve tiroid hastalik-
lari, hirsutizm, konfluen ve retikiiler papillomatoz ile
birlikte bildirilen endokrinopatiler arasindadir(2). Bu
makalede diabetes mellitus(DM) Tip 2 ve hiperandro-
jenizmin eslik ettigi, KRP tanisi koydugumuz hastami-
z1 literatdr bilgileri 1siginda sunmaktayiz.

Olgu Sunumu

18 yasinda son 2 yildir viicudunda kahverengi lekeler
sikayetiyle basvuran hastanin, obesitesive amenoresi
mevcuttu. G6gls, boyun, ense, interscapular bolge
ve sirtta grimsi renkte hiperkeratotik retikller gori-
nimli papdil ve plaklar saptandi (Resim 1,2,3)

Resim 1: Sirtta goriilen pigmente yassi papiller ve
bunlarin birlesmesiyle ortaya ¢ikmis retikiler plaklar

Resim 2: Boyun, gégus ve omuzlarda pigmente retikiiler gérinimla
makilopapdl ve plakla

Resim 3: Pigmente retikller plaklarin yakindan goérinimu

Alinan deri kazintisindan bakilan direkt mantar ba-
kisi negatifti. Lezyonlar wood 15181 bakisinda refle
vermedi. Hastanin body mass indeksi 37.8 olarak
saptandi( normal deger <25). Hasta daha 6nce kul-
landigl antimikotik tedaviye yanitsizdi. Endokrino-
loji tarafindan konsiilte edilen hastada Tip 2 DM ve
hiperandrojenizm(serbest testesteron dizeyi 225
mg/dL)saptandi. Sirttaki lezyonlardan akantozis nig-
rikans ve konfluen ve retikiler papillomatoz 6ntani-
lariyla deri biyopsisi alindi. Histopatolojik incelemede
hiperkeratoz, papillomatoz ve akantoz ve mantar hif-
leri saptandi (Resim 4,5,6).

HEx40

Resim 5: Ortokeratoz tabakasi iginde mantar sporlari, papillomatoz ve
fokal akantoz HEx100

Resim 6: Ortokeratoz tabakasi igsinde mantar sporlari HEx400

Klinik ve histopatolojik bulgularla hasta konfluen re-
tikiiler papillomatoz tanisi aldi. Endokrin tarafindan
oral antidiyabetik ve oral kontraseptif baslanan has-
tanin tedavisine 40 mg/giin oral izotretinoin ve topi-
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kal antifungal ekledik. Tedavinin 6. ayinda hastanin
lezyonlarinda tama yakin iyilesme saptandi.

Tartisma

Konfluent ve retikiiler papillomatoz (KRP) hiperkera-
totik, yassi ve pigmente paplillerin birleserek perifere
dogru yayilmasi ile retikiler bir gériiniim olusturmasi
ile karakterize nadir gorilen bir dermatozdur(2,4,5).
Lezyonlar siklikla interskapular, intermamaryal ve
epigastrik bolgelerde lokalize olur(6). Atipik ve sid-
detli formlarda abdominal, yanak ve pubik bolge
tutulumu olabilirken, oral mukoza ve palmoplantar
bolge tutulmaz. Genellikle asemptomatik olan do6-
kiintller hastalarda kozmetik kaygilara yol agar (5,6).
Klasik dokiintii disinda farkh klinik formlar da tanim-
lanmistir. Hastalik belirgin bir sekilde kserozisin eslik
edebildigi sigara kagidini andiran atrofik plaklar sek-
linde gorilebilir (5). Hudacek ve arkadaslari biyopsi
sonugclari ile KRP oldugu dogrulanan ve minoksiklin
ile tedavi edilen hipopigmente dokintisi olan dort
olgu bildirmislerdir(4).

Hastamizin dermatolojik bulgulari KRP da tanimlanan
dermatolojik bulgularla uyumlu olarak, intermamar-
yal bolge, boyun, ense, interskapular bolge ve sirtta
grimsi kahverengi hiperkeratotik yassi papiller ve
bunlarin birlesmesiyle olusan retikller plaklarla ka-
rakterizeydi.

KRP tiim diinyada ve irklarda rapor edilmis olup he-
men her yasta gorilebilmekle beraber daha cok pu-
berte caginda ve hemen sonrasinda gorilmektedir.
En sik gorildugu yas 18,5-21’dir (5). Hastalik beyaz
olmayan irkta, fazla kilolu ve seboreik deri yapisina
sahip bireylerde daha sik olarak gozlenir (2,3). Cinsi-
yet olarak, daha ¢ok kadinlarda géraldigu bildirilme-
sine ragmen Japonya’da erkeklerde daha sik gorildi-
gl rapor edilmistir (5). Hastamiz 18 yasinda puberte
doneminde ve obez gérinimliydi. Body mass in-
deksi 37.8 olarak saptandi.

Hastaligin etiyopatogenezinde endokrin hastalikla-
ri, keratinizasyon bozuklugu, bakteriyel yada fungal
ajanlara karsi gelisen anormal bir konak yaniti, UV
15181 ve genetik bozukluklar suglanmistir (5). Uzerinde
en ¢ok durulan hipotez keratinizasyon bozuklugudur
(4). Histopatolojik incelemede epidermiste transis-
yonel hiicre tabakasinda kalinlasma, stratum granu-
losumda lamellar grandillerin artisi, involukrin eks-
presyonunda artis gibi bulgular hastaligin anormal
keratinizasyon, diferansiasyon ve maturasyondan
kaynaklanabilecegini desteklemektedir. Pigmenter
degisikliklerin stratum korneumda melanozom sayisi-
nin artisina bagh oldugu dislintlmustir. Ayrica teda-
visinde retinoidler ve D vitamini derivelerinin basarih
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olmasida hastaligin keratinizasyon bozuklugundan
kaynaklanabilecegini diisiindirmektedir (5). Bazi ¢a-
lismalarda hastalarin lezyonlarindan yapilan kazinti-
larin potasyum hidroksit ile yapilan incelemesinde
maya hcreleri tespit edilmesi ve hastalarin lezyon-
larinin topikal antifungallerle tedaviye yanit vermesi
etiyopatogenezde pitrosporyumun etkili olabilecegi-
ni disinddrmistir. Ancak Malassezia saptanmayan
ya da antifungal tedaviye yanit alinamayan pek ¢ok
olgu bildirildiginden, bunlarin bazilarinin KRP ve ti-
nea versicolorun ayirici tanisinin dogru yapilamama-
sina bagl olabilecegi distnilmektedir (7,8).KRP de
bazi lezyonlarda malessezia furfur saptanmasi nede-
niyle hastalik mantara karsi 6zel bir reaksiyon olarak
olarak da degerlendirilmektedir(5). Hastamizin histo-
patolojisinde mantar hifleri saptanmasina karsi anti-
mikotik tedaviden fayda gérmemisti lezyonlarin kli-
nik gérinimi ve histopatolojik bulgulari ise KRP ile
uyumluydu. Tedavide cesitli antibakteriyel ajanlarin
etkili olmasi bakteriyel enfeksiyonlarin KRP ile iliski-
li oldugunu dusindlirmistir (9). Natarajan ve arka-
daslari KRP kazintilarindan izole ettikleri Dietziaceae
tlrd olan yeni bir bakteri tanimlamislardir ancak KRP
lezyonlarindan rutinde kiltir yapilmadigini, yapildi-
ginda ise bakterilerin yavas (iremesi nedeniyle goz-
den kacgabilecegini veya Rhodococcusspp. ile karistiri-
labildigi icin etiyopatogenezde yer bulamadigini 6ne
sirmuslerdir (10). Hastaligin DM, tiroid hastaliklari,
Cushing hastaligi, pitliter bez hastaliklar gibi endok-
rin anormalliklerle birlikte sik olarak gorilmesi pato-
genezinde endokrinopatileri glindeme getirmistir (5)
Hastamizda obesite, Tip 2 DM ve hiperandrojenizm
saptandi .

UV isigini suglayan bir raporda 16 yasinda kadin hasta-
da yaz tatili sonrasinda glinese maruz kalan alanlarda
koyu gri, hiperkeratotik konfluen papdller gelistigi bil-
dirilmis ancak bu izole bir olgu sunumu olarak kabul
edilmistir (11). Groh ve Schnyder KRP tanili {i¢ has-
tanin deri lezyonlarinda amiloid tespit etmis ancak
benzer baska olgu bildirilmemistir(12). Patogenezde
genetik faktorlerin roll ailesel olgularin bildirilme-
siyle tartisiilmaya baslanmistir. Ancak literatlirde az
sayida yayin bulunmaktadir. Stein ve arkadaslarinin
bildirdikleri 3 kardeslik seri literatlirdeki en genis seri
olup, etkilenen aile bireylerinin hepsinde KRP ve Ma-
lassezia birlikteligi olmasiyla 6nem tasimaktadir(13).
Ayiricl tanida akantozis nigrikans, prurigo pigmento-
za, eritema diskromikum perstans, pigmente kontakt
dermatit, liken pigmentozus, amiloidoz, diskeratozis
konjenita, epidermal neviis sendromu, mikozis fun-
goides, Darier hastaligi, pitriasis rubra pliaris, sebo-
reik keratoz ve tinea versicolor dislnilmelidir(5).
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Obez ve koyu tenli kisilerde biraz daha sik gortlmesi
KRP ile akantzis nigrikansin ortak 6zelligidir. Tani his-
topatolojik bulgu ve klinige dayanilarak konur. Davis
ve arkadaslari KRP igin bazi tani kriterleri 6nermistir.
Bunlar (7);

-Retikiilerpaternde yerlesen kahverengi papillama-
tozpapil ve plaklar

-Ust gévde ve boyun tutulumu

-Negatif fungal testler

-Antifungal tedaviye yanitsizlik

-Minosikline dramatik yanittir.

Histopatolojisinde hiperkeratoz, irregliler papilloma-
toz, interpapillar bolgelerde dominant olmak tzere
akantoz ve hipograniiloz gériliir. Strozum spinozum-
da fokal atrofi, bazal tabakada melanosit sayisinda
artis olmadan melanin artisi izlenebilir (2). Dermiste
perivaskiler lenfosit infiltrasyonu, stiperfisyal dermal
damarlarda ilimh genisleme gozlenebilir. Histolojik
kesitlerde bakteri identifiye edilmemistir. Elektron
mikroskobisi ¢alismalarinda keratinizasyon defekti
bulgulari izlenebilir. Stratum granulosum ve stratum
korneum arasinda transitional hiicrelerin arttigini
tespit edilmistir(14).

Konfluen ve retikiiler papillomatoz’'un standart bir
tedavisi yoktur. Salisilik asit, hidrokinon ve Ure ice-
ren topikal ajanlar tedavide genellikle basarisizdir.
Malesezia spp. bulunan olgularda antifungal teda-
viler etkili olabilir (15). Hastalikla ilgili mevcut lite-
ratlir gozden gecirildiginde tedavide en etkili ajanin
minosiklinin oldugu goriilmektedir ve bazi yazarlar
tarafindan standart tedavi olarak kabul edilmektedir
(14). ilk olarak 1965 te Carteaud minosiklin ile ba-
sarili olarak tedavi edilmis bir olgu bildirmistir (16).
Bundan sonra minosiklinin tedavide etkili oldugu ¢ok
sayida makale yayinlanmistir. Onerilen tedavi 6 hafta
boyunca giinde iki kez 50-100 mg oral minosiklindir
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(4). Minosiklin dermatolojide yaygin olarak kullani-
lan antibiyotik ve antienflamatuar 6zellikleri olan
bir ajandir. Fototoksisitesinin az olmasi ve yiksek
absorbsiyon avantajlariyla diger tetrasiklinlere Us-
tunlik saglar. Minosiklinin KRP’ de etki mekanizmasi
tam olarak bilinmemektedir. Antibakteriyel etkisine
ek olarak lenfosit transformasyonunu inhibe ettigi,
antikor Gretimini baskiladigi, n6trofil kemotaksisini,
kompleman aktivasyonunu, lipaz ve kollajenaz akti-
vitesini baskiladig1 6ne sirialmustir (17). KRP tedavi-
sinde minoksilin disinda cesitli oral antibiyoterapi se-
cenekleri mevcuttur. Fusidik asit 1000 mg/gtin birkag
hafta, klaritromisin 500 mg/glin 5 hafta, eritromisin
1000 mg/glin 6 hafta, azitromisin 500 mg/gin hafta-
da Ug giin 3 hafta olarak kullanilabilir (5). KRP patoge-
nezinde keratinizasyon bozuklugu hipotezini destek-
ler bicimde retinoidler hastaligin tedavisinde etkili
olmaktadir. Hastalik ylksek doz izotretinoin tedavisi-
ne yanit vermekte olup disik dozada yanit alinabil-
mektedir. Diger bir retinoid olan etretinat da tedavi-
de etkilidir. Ancak bu ilaglar yan etkilerinden dolayi
kullanimi kisithdir. Topikal tazoraten ve tretinoinin de
tedavide etkili oldugunu belirten yayinlar mevcuttur
(5). D vitamini turevleri de tedavide kullaniimaktadir.
Kalsipotriol %0,005 kremin glinde iki kez uygulanma-
si tedavide etkili bulunmustur (19). Hastamizin oral
minosiklini temin edememesi nedeniyle literatiir bil-
gileri 1s18inda hastamiza 40 mg/glin izotretinoin bas-
ladik ve 6. Ayin sonunda hastamizin lezyonlari tama
yakin silindi ancak hasta kontrollerine gelmedigi icin
rekirrens agisindan takip edilemedi.

GoOgliste boyunda ve sirtta uzun siireli asemptomatik
verrikdz pigmente paptl ve plaklari olan hastalarda
konfluen ve retikiiler papillomatoz ayirici tanida akla
gelmeli ve hasta eslik edebilecek endokrinolojik has-
taliklar agisindan dikkatlice taranmahdir.
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Vaginoplasty by using the full-thickness
skin graftin vaginal agenesis associated
with Mayer - Rokitansky - Kuster - Haser
Syndrome

Mayer-Rokitansky-Kiistner-Hauser Send-
romuna eslik eden vajinal agenezide tam
kat deri grefti kullanilarak vajinoplasti

Abstract

Mayer Rokitansky Kuster Hauser (MRKH) syndrome is
a congenital malformation characterisedby an absen-
ce of the vagina associated with a variable abnorma-
lity of the uterus and the urinary tract but functional
ovaries. Patients with MRKH syndrome and vaginal
agenesis are phenotypically and genotypically female
with a 46XX karyotype. MRKH syndrome can be tre-
ated by different methods, both surgical and nonsur-
gical.We present a case of creation of neovagina by
modified Abbe Mcindoe method using full-thickness
skin grafts were harvested from both inguinal region
on inguinal ligaments in a 23-year-old women with
MRKH syndrome.

Keywords: Fullthickness skin graft kitansky Kuster
Hauster syndrome, vaginal gnesis, vaginoplast

Oz

Mayer-Rokitansky-Kistner-Hauser (MRKH) sendro-
mu, uterus ve Uriner sistemin ¢esitli anomalileriyle
fakat fonksiyonel overlerle iliskili vajinanin yoklugu
ile karakterizedir. MRKH sendromlu ve vajinal agene-
zili hastalar, 46 XX karyotip ile fenotipik ve genotipik
olarak disidirler. MRKH sendromu cerrahi ve cerrahi
olmayan cesitli yontemlerle tedavi edilebilir. Biz 23
yasinda MRKH sendromlu kadin hastada bilateral in-
guinal bolgeden alinan tam kat deri grefti kullanilarak
modifiye Abbe Mcindoe metodu ile vajen olusturu-
lan bir olgu sunacagiz.

Anahtar Kelimeler: Tam kat deri grefti, MayerRoki-
tansky-Kiinster-Hauser Sendromu,Vajinal agenezi,
Vajinoplasti

Introduction

Mayer Rokitansky Kuster Hauser (MRKH) syndrome
is a congenital malformation characterised by an ab-
sence of the vagina associated with a variable abnor-
mality of the uterus and the urinary tract but functi-
onal ovaries[1].

The most commonly cited incidence for vaginal age-
nesis is 1 in 5000 (range 1 per 4000 to 10,000 fema-
les) [2]. Patients with MRKH syndrome and vaginal
agenesis are phenotypically and genotypically fema-
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le with a 46XX karyotype[5]. Patients with vaginal
agenesis present primary amenorrhea so that the
patients are often diagnosed late. In addition, these
patients often have extragenital anomalies. Appro-
ximately 25 to 50 percent have urologic anomalies,
such as unilateral renal agenesis, pelvic or horses-
hoe kidneys, or irregularities of the collecting system
[3-4]. MRKH syndrome can be treated by different
methods, both surgical and nonsurgical.We present
a case of creation of neovagina by modified Abbe
Mclndoe method using full-thickness skin grafts in a
patient with MRKH syndrome.

Case report

A 23year-old woman was referred to our department
for primary amenorrhea. The patient exhibited nor-
mal secondary sexual characteristics, D3 hormonal
tests were within normal ranges and her karyotype
was 46, XX. Pelvic examination revealed a vaginal age-
nesis. Ultrasound examination and MRI revealed the
agenesis of the uterus as well. The intravenous pye-
logram (IVP) showed a normal urinary tract. Based
on these clinical and radiological findings a diagno-
sis of MRKH syndrome was made. After interviewing
with the patient regarding the operation techniques,
as well as possible complications, a modified Abbe —
MclIndoe operation with full thickness skin graft was
decided. The operation started in the supin position
under general anesthesia. An urinary catheter was
inserted into the bladder to avoid urethral injury.
Full-thickness skin grafts were harvested from both
inguinal region on inguinal ligaments (Picture 1).

Picture 1: Full thickness skin grafts harvested
from inguinal region

The incisions were closed with monofilament, non-
absorbable polypropylene suture material(Picture2 ).

Picture 2: The incisions on both sides were sutured
with a monofilament, non-absorbable polypropylene suture material.

Seyhanli et al.

These grafts were in ellipsoid shape and the dimen
sions were 10 cm in length and 6 cm in width at the
centre. The full-thickness skin grafts were placed in a
sterile saline solution.

A fake penis was used in order to create a vagina by
suturing the skin grafts on it. The full-thickness skin
grafts were placed over it and the margins were su-
tured together with synthetic absorbable suture (Pic-
ture 3-5)

Picture 4: Vagina creation.

X

Picture 5: Vagina creation.

Once the creation of vagina was finished, the dimple
in the introital area was identified . The labias were
retracted with Allis clamps and ‘V” incision was per-
formed in the introitus .A potential space was crea-
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ted in between the bladder and rectum by blunt dis-
section (Picture 6).

Picture 6: Evaluation of the vaginal depth after the suturation of newly
created vagina

Hemostasis was maintained throughout the cavity.
The full-thickness skin graft-covered stent (fake pe-
nis) was inserted into the newly formed cavity. The
free edges of the grafts were sutured to the vaginal
mucosa .

The labia majoras were then sutured in the midline
in order to hold the vaginal mold in place ( Picture 7).

Picture 7: Labia majoras were stured in the midline.

The vaginal mold was removed on the 7th postope-
rative day. The neovaginal cavity was inspected and
irrigated with normal saline solution. Vaginal mold
application was continued for another 4 days and
the patient was discharged from the hospital on the
11th postoperative day. The patient and her caregi-
ver were counselled about the technique of vaginal
mold placement, removal and washing the mold. For
the first postoperative three weeks, wound care was
done by irrigation of the neovagina with saline solu-
tion (0.09%) and application of nitrofurantione (Fu-
racine®) cream . The vaginal mold kept in the neova-
gina all day and night for 3 months with a Tbandage.
The cleansing was carried out once in a week by the
medical staff. After 3 months we observed that the
the neovaginal depht was 6 cm and the neovaginal

Vaginoplasty by using the full-thickness skin graftin vaginal agenesis associated
with mayer-rokitansky-kuster-hauser syndrome

width was 4 cm .There was no infection, fistula or
stricture. She has been sexually active without any
problem. She has been followed up for 12 months
and no complication has been seen so far.

Discussion

Vaginal agenesis is associated most commonly with
Mayer-Rokitansky -Kiister-Hauser (MRKH) syndro-
me. Hauser and Schreiner in 1961 first described the
Mayer- Rokitansky -Klster-Hauser syndrome after
reviewing the autopsy reports described by Mayer in
1829, Rokitansky in 1838 and Kuster in 1910[9].
Vaginal agenesis, refers to congenital absence of the
vagina with variable uterine development. It results
from agenesis or hypoplasia of the millerian duct
system, although the underlying etiology remains
unknown. Animal models have demonstrated that
the WNT4 gene suppresses male sexual differentia-
tion and ovarian androgen production [6].The inci-
dence of MRKH syndrome has been estimated as 1 in
4500 female births [7].The clinical picture is typically
that of a girl with well developed secondary sexual
characteristics with no androgen excess, normal kar-
yotype and primary amenorrhea with the vagina re-
duced more or less to a dimple [10].

Diagnostic imaging includes USG and MRI, the lat-
ter being a gold standard [11]. Treatment consisting
of creating a neovagina must be offered to patients
only when they are ready to start sexual activity. Our
patient was married and an ideal candidate for the
operation. Of the two main types of procedures, the
first one consists of the creation of a new cavity and
can be nonsurgical or surgical. The second is vaginal
replacement with a pre-existing canal lined with a
mucous membrane like bowel [8].

The Frank’s technique involves sequential dilatation
of the vaginal remnant. The Frank’s method is non-
surgical however its success has proven variable and
unpredictable[12].

The various techniques described are Abbe—Moclin-
doe, McIndoe and Bannister procedure, constructing
neovagina from bowel segments, pudendal-thigh
flaps, fasciocutaneous flaps, gracilis myocutaneous
flaps, labia minora flaps, flaps raised following tissue
expansion of the labial pocket, peritoneum and blad-
der mucosa, amnion, the interceed absorbable adhe-
sion barrier and autologous buccal mucosa graft[14].
Vecchietti’'s method aims to create a neovagina by
invagination by using an acrylic olive mould that is
placed against the vaginal dimple. The olive is attac-
hed to a traction device mounted on the abdomen
with laparoscopically placed sub peritoneal sutures.
Then, traction is applied to the olive to produce 1.0-
1.5 cm of invagination per day, creating a neovagina
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in approximately 7-9 days. Though noninvasive lapa-
roscopic surgery seems promising, additional data is
required for it to gain general acceptance [15].

The surgical management of vaginal agenesis cons-
titutes a significant reconstructive challenge for the
surgeons, the outcome of which affects both the
physical and psychological health of the patients[13].
Although numerous methods of vaginoplasty have
evolved over the years using laparoscopic approach
and by use of different materials as graft, but in va-
ginoplasty, the Abbe Mcindoe procedure is still the
most popular and the safest technique for treatment
of vaginal agenesis The original surgery used split
skin or full thickness skin grafts to line the newly cre-
ated vagina.

In McIndoe operation, split-thickness skin grafts are
used to line the neovagina. The main advantage is its
simplicity and low morbidity. However, contraction
of the split-thickness skin graft can lead to closure
of the neovagina within a short period of time after
the operation. On the other hand; the full-thickness

Seyhanli et al.

skin graft technique has some advantages. It is a
simple surgical technique which does not include
laparotomy and intestinal surgery. It has very low
morbidity and no mortality and allows neovaginal
construction at an earlier age (13-14 years) because
the full-thickness skin graft can grow with the pati-
ent. It requires only short-term vaginal molding (3—6
months). It ensures satisfactory sexual intercourse
[16] .Complications, which occur in 5 to 10 percent
of procedures, include graft failure, post-operative
hematoma, rectal perforation, and fistula formation.
Several authors have documented satisfactory sexual
relationships using Mclndoes method in over 75 % of
the patients. Our patient has satisfactory sexual rela-
tionship after this technique.

No consensus has been reached regarding the ideal
method for creating a functional vagina but the full-
thickness skin graft is common and efficient techni-
que in vaginal agenesis associated with Mayer-Roki-
tansky-Kuster-Hauser Syndrome .
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Total laparaskopik histerektomi
Total laparoscopic hysterectomy

Oz

Laparaskopideki ilerlemeler sayesinde son yillarda
neredeyse her jinekolojik operasyon laparaskopik
yontemle yapilir olmustur.Laparaskopik histerekto-
minin daha az hastanede yats siresi, daha az intrao-
peratif kan kaybi, daha hizli iyilesme zamani, daha az
postoperatif analjezi gibi abdominal histerektomiye
Ustlinlikleri olmasina ragmen, laparatomik yakla-
sima kiyasla daha uzun operasyon zamani, yliksek
Urinertrakt hasarlari basta olmak lizere daha fazla
komplikasyon oranlarive uzun 6grenme egrisi oldu-
guda akilda tutulmalidir. Bu sebeple total laparasko-
pik histerektominin yeterli cerrahi deneyim kazanil-
diktan sonra yapilmasi basari oranlarini artiracaktr.
Bu derlemede, laparaskopik histerektomi endikas-
yonlari ve yontemleri, total laparaskopik cerrahi tek-
nigi, laparaskopinin avantajlari ve dezavantajlari de-
gerlendirilecektir.

Anahtar kelimeler: Laparoskopi, histerektomi, robo-
tik histerektomi

Abstract

By the advances in laparoscopic surgery in recent ye-
ars, almost every gynecologic operation is now be-
ing performed laparoscopically. Altough laparoscopic
hysterectomy has the advantages of less hospitaliza-
tion time, less intraoperative blood loss, faster reco-
very time, less postoperative analgesia requirement,
it should be kept in mindthat it has longer operation
time, higher urinary tract damage, more complica-
tions and has a longer learning curve compared to
abdominal hysterectomy. Therefore, the success rate
of surgery will increase if it is performed after acqui-
sition of sufficient experience. In this review, indicati-
ons and methods of laparoscopic hysterectomy, total
laparoscopic surgical technique, advantages and di-
sadvantages of laparoscopy will be evaluated.
Keywords: Laparoscopy, hysterectomy, robotic hyste-
rectomy

Giris

Histerektomi, en sik uygulanan major jinekolojik
cerrahi islemdir ve 2010 yilinda Amerika Birlesik
Devletleri’'nde(ABD) yaklasik 430.000 histerektomi
operasyonu yapildigi bildirilmistir(1). Histerektomi
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operasyonu ilk defa 19.ylizyilda vajinal yada abdo-
minal insizyon kullanilarak gerceklestirilmistir (2).
Laparaskopik histerektomi ise ilk kez Harry Reich
ve ark.tarafindan 1989 yilinda tanimlandigindan
beri histerektomiye yeni bir yaklasim olarak geti-
rilmis, laparoskopistler tarafindan vyillar icinde ar-
tan bir sekilde uygulanmis ve artik bugiin jinekoloji
pratiginin vazgecilmez bir pargasi haline gelmistir
(3). 2009 yilinda ABD’de benign nedenlerle yapilan
histerektomilerin % 56’ sinin abdominal, %20’sinin
laparoskopik,%19’unun vajinal ve%5’inin robotik
yontemlerle yapildigi bildirilmistir(4). Laparaskopik
cerrahinin daha kiiglk insizyon, daha iyi goriintile-
me, daha az agri ve agri kesici ihtiyaci, hastanede kalis
stresinin kisa olmasi,ise donislin hizlandirilmasi gibi
bircok avantaji olmasina ragmen, laparaskopik sabit
olmayan kamera platformu, laparaskopik enstriiman-
larin sinirli hareketi ve tremor iletmeleri, iki boyutlu
gorlintli, cerrah icin kot ergonomik pozisyon,daha
uzun 6grenme egrisi ve yiksek komplikasyon oran-
lari gibi dezavantajlari da mevcuttur(5). Nezhat ve
ark. yeterli laparoskopik yetenegin kazanilabilme-
sinin, 4 ila 7 yil arasinda, islemlerin zorluk derecesi
her basamakta artmak kosulu ile her hafta birbirin-
den farkh operasyon yaparak mimkiin olabilecegi-
ni savunmustur.(6) Amerikan Jinekolojik ve Obstet-
ri Dernegi (ACOG) histerektomi secimini etkileyen
faktorlerin, basta klinisyenin tecriibesi olmak Gzere,
hastanin anatomisi ve hastanenin teknolojik altya-
pisinin dnemli oldugunu ifade etmektedir. ACOG’un
444 no’lu komite raporunda belirtildigi gibi, benign
nedenlerle yapilan histerektomi yonteminin seci-
minde, eger vajinal histerektomi endikasyonu yoksa
yada vajinal histerektomi uygun degilse laparaskopik
histerektomi, abdominal histerektomiye bir alterna-
tif olabilir. Laparoskopik histerektomi, konvansiyonel
laparoskopik aletler yada bilgisayar yardimli robotik
ekipman ve aletlerle, total (uterus ve serviksin ¢ika-
rildig1), subtotal (uterusun gikarildig serviksin korun-
dugu) yada laparaskopik yardimli vajinal histerektomi
seklinde de yapilabilmektedir.

Histerektomi Endikasyonlari

En sik histerektomi endikasyonlari arasinda, uterinle-
iomyomlar, adenomyozis, idiyopatik anormal uterin
kanama, endometriozis ve uterinprolapsus bulun-
maktadir. Ancak uterin, ovaryen ve serviks kanseri
nedeniyle de histerektomi yapilmaktadir.

Laparoskopik Histerektomi Tipleri

Histerektomide cesitli laparoskopik yaklasimlar ve si-
niflamalar mevcuttur ve bunlarin birbirleri arasindaki
ayrimda temel mantik, uterusun damarsal ve destek

Total laparoscopic hysterectomy

dokularinin ne kadarinin laparoskopik yaklasimla ¢i-
karildig Gzerine kurulmustur (7).

Total Laparoskopik Histerektomide(TLH), uterus ve
serviks cikarilr, giris islemleri ve vajinal kaffn kapatil-
masi dahil bitlin islemler laparaskopik olarak yapilir.
Bazi cerrahlar alternatif olarak vajinal kaffivajinal yol-
la kapatirlar. Uterinspesimen vajinal kafftan ya intakt
bir sekilde yada morselator yardimiyla cikarilir. Lapa
roskopiksubtotal(supraservikal) histerektomide, ute-
rus cikarilir ancak serviks korunur. Uterinspesimen,
morselatér yardimiyla abdominal portlardan yada
abdominalinsizyondan ¢ikarilir.

Laparoskopik yardimli vajinal histerektomide, aslin-
da total histerektomi yapilir. Laparaskopik yaklasim
ise, herhangi bir adneksiyal cerrahi gerekliliginde ad-
neksiyal kan akimi saglayicilarini kesmede kullanilir.
(6rnegin overler korunacaksa utero-ovarianligament
yada overler alinacaksa infindibulopelvikligament
kan akimi laparaskopik olarak kesilir) daha sonraki
batin islemler vajinal yolla yapilir (peritoneal kavite-
ye girme islemi dedahil olmak lizere).

Laparaskopik Cerrahide Bazal Gerekli Olan Enstrii-
manlar

Laparoskopik histerektomi icin gerekli aletler; moni-
tor, kamera ve kamera sistemi Unitesi, I1sik kaynagi ve
insuflasyon sistemi, laparoskoplar (cerrahin tecriibesi-
ne bagh olarak 5 ve 10mm caplarinda, Ove 30 derece
lens acisinda), veres ignesi (genisligi 14G, uzunlugu
12-15 cm arasinda), trokarlar (farkh ¢aplarda 2-15mm
tek yada ¢ok kullanimli bigakli yada bigaksiz olabilirler),
grasping(tutucu), dissection/cutting(kesici) ve mono-
polar yada bipolar elektro cerrahi aletler(Ligasure®, Co-
vidien Company, MA, USA veya Enseal®, Ethicon Com-
pany, NJ, USA), ultrasonik kesiciler (Harmonic®) ve ileri
damar mihdrleyiciler gibi hemostatik aletler ve RUMI
uterin manipulator(Cooper-surgical) VCareuterinema-
nipulator/elevator (conmedendosurgery) gibi uterin
manipllatorlerdir.

Preoperatif Degerlendirme ve Hazirlik

Total laparaskopik histerektomi dncesi hasta ile teda-
vi alternatifleri ve operatif riskler tartisiimali, bilgilen-
dirilmis onam mutlaka alinmalidir. Preoperatif testler
medikal, cerrahi, jinekolojik ve obstetrik hikayeyi kap-
samalidir. Jinekolojik kanser siiphesi olan hastalardan
servikalsmear ve endometriyal 6rnekleme mutlaka
alinmalidir. Antibiyotik profilaksisi tlim hastalara cer-
rahi islem o©ncesi verilmeli, venéztromboemboli igin
mekanik yada farmakolojik olarak tromboprofilaksi
uygulanmali, ancak mekanik barsak temizligi ise 6ne-
rilmemektedir (8).
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Laparaskopik histerektomi siklikla genel anestezi altin-
da uygulanir. Operasyon igin hastalara dorsallitotomi
pozisyonu verilir, bu arada sinir hasarindan kaginmak
icin dikkatli olmakta fayda vardir. Dorsallitotomi pozis-
yonu ergonomik cerrahi pozisyon ve yeterli vajen girisi-
ne izin verdigi icin tercih edilir. Uterin boyut, pozisyon,
mobiliteve ayni zamanda adnekslerin degerlendiril-
mesi icin genel anestezi altinda muayene mutlaka ya-
pilmalidir. Cerrahi islem 6ncesi tim hastalara mesane
sonda uygulanmasi 6nerilir. Uterin manipulatér cerrahi
islem oncesi yeterli cerrahi alanin gorilmesi ve uterus
mobilizasyonunu saglamak icin uterus icine yerlestiri-
lir. Multiport laparaskopik histerektomide ana trokari-
numblikusa, diger iki yardimci trokarinbilateral alt kad-
rana insersiyonu yapilir. Yardimci trokarlarinabdominal
duvar sinir ve damar hasarina neden olmamasi icin
stperioriliacspinanin 2 cm mediali ve 2 cm yukarisina,
lateralrektus sinirina dogru yerlestirilmesi 6nemlidir
(9). Genisletilmis cerrahi yada intrakorporealsitir atil-
masi durumunda dordiinci trokar yerlestirilmesi bazen
gerekebilir. Her laparaskopik operasyon abdominal ve
pelvik kavitenin degerlendirilmesi ile baslar, hastaligin
yayginhgl ve 6nemli anatomik yapilarin durumu not
edilir. ince barsak ve omentum olasi veres ve trokar
hasari nedeniyle dikkatli bir sekilde incelenmelidir. Pel-
vik yada intraabdominal adezyon durumunda 6nemli
pelvik yapilarin (Ureter,damarlar)viziializasyonuve ayni
zamanda normal anatominin restorasyonu icin adez-
yolizis yapilmalidir. Histerektomiye baslamadan 6nce
bilaterallireterlerin tanimlanmasi 6nemlidir. Roundli-
gamentelektrocerrahi enstriman vasitaslyla koterize
edilerek kesilir, broadligamentinanterior ve posterior
periton yapraklari ayirilarak acilir. Acgik histerektomi-
deroundligamentin agilmasi ilk basamak islemdir. Bu
islemin aynisi laparaskopik yontemde de uygulanir
(6zellikle genis ve fikseuteruslardamobiliteye yardimci
olmasi icin). Adnekslerin cerrahisi, overlerin ve tubala-
rin korunup korunmamasina baglidir. Eger overler ve
tubalar korunacaksa utero-ovarianligamentelektrocer-
rahientriiman vasitasiyla koterize edilerek kesilir. Eger
salpingoooferektomi yapilacaksa infindibulopelvikliga-
mentelektrocerrahientriiman vasitasiyla koterize edile-
rek kesilir. Bu islem 6ncesi olasi Ureter yaralanmasindan
kacinmak icin Ureter ya transperitoneal olarak yada
retroperitondisseke edilerek tanimlanmalidir. Mesane,
uterus alt segmentinden laparaskopik aletler yardimiy-
la keskin ve kintdisseksiyon yapilarak uterusun am-
pltasyonuna hazirlik igin uzaklastirilir. Bunun igin bro-
adligamentinanterior duvari veziko-uterinperitoneal
katlantiya kadar kesilir. Posteriorbroadligament kesile-
rek uterin arter tanimlanir ve skelitize edilir. Ureterlerin
pozisyonundan emin olunduktan sonra uterin arterler,
internalservikalos seviyesinde elektrocerrahi aletler va-
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sitaslyla ligate edilir ve kesilir. Bu islem esnasinda uteru-
sunmanipdlatér yardimiyla yukariya dogru traksiyonu,
Ureterlerin elektrocerrahi aletten uzaklasmasini sagla-
yarak Ureter hasarini minimuma indirmesi agisindan ol-
dukga yararlidir. Parametrial dokularda ayni sekilde dis-
seke edildikten sonra total laparoskopik histerektomi
icin kolpotomi asamasina gegcilir. Serviks etrafinda da-
iresel bir sekilde kesi yapilr, bunun icin ultrasonikscal-
pel yada monopolar aletler kullanilabilir.Servikal baslkli
uterin manipulatorler,hem kolpotomi islemini kolaylas-
tirir hemde Ureter hasarini azaltir. Vajinal kaffin hizli bir
sekilde iyilesmesi icin kolpotomi islemi esnasinda asiri
termal hasardan kaginilmalidir. Uterusspesimenitrans-
vajinal yada vajinal yoldan ¢cikmayacak kadar genisse
scalpel yada powermorcelatorler yardimiyla abdominal
olarak disari gikarilir. Vajinal gaz gikisi uterin manipila-
torlere sabit pneumo-occluder aletlerle yada vajinaya
icine gazl bez konulmus cerrahi eldiven yerlestirilerek
engellenebilir. Vajinal kaff cerrahin tercihine gore cesitli
tekniklerle sitilre edilerek kapatilir. Bazi cerrahlar vaji-
nal kaffitransvajinal olarak kapatirlar. Total laparaskopik
histerektomide, vajinal kaffintransvajinal olarak sitire
edilmesinin laparaskopik olarak sitire edilmesiyle kar-
silastirildigl genis retrospektif ¢alismalarda, trans vaji-
nal sltiirasyonun vajinal kaffdehissensini azalttigl gos-
terilmistir (10). Vajinal kaff kapatildiktan sonra disik
intraperitonel basing altinda cerrahi alan hemostaz aclI-
sindan yeniden incelenir. 10mm Uzerindeki abdominal
duvar fasyadefekti varliginda port-siteherniasyonunu
onlemek icin defekt sttire edilir ve cilt insizyonu ka-
patilir.

Komplikasyonlar

Total laparaskopik histerektominin komplikasyonlari
ve bunlarin yénetimi abdominal histerektomiyle ben-
zerdir. Genis Olcekli calismalarda gosterilmis laparas-
kopik histerektomilerdeki komplikasyon oranlari su
sekildedir; laparatomiye doniis(%2.7-3.9), hemora-
ji(%2-5.1), Urinertract hasari(%1.2-3), vajinal kaffdehis-
sensi(%1-2), barsak hasari(%0.2-0.4) (11,12). Vajinal ve
abdominal histerektomi ile kiyaslandiginda total lapa-
raskopik histerektomide Uriner trakt hasari ve vajinal
kaffdehissens riski daha fazla gibi gériinmektedir.(13)
Uriner trakt hasarindan kaginmak igin, titiz bir cerrahi
teknik ve iyi anatomi bilgisi gerekir. Daha 6nceden de
bahsedildigi gibi Greterlerin islem 6ncesi tanimlanma-
st olasi Ureter hasarini engellemek agisindan faydaldir.
Bazi cerrahlar total laparaskopi histerektomide Ureter-
leri degerlendirmek icin rutin olarak sistoskopi islemi
yapmaktadirlar. Bazi cerrahlar ise daha secici davra-
narak bu yontemi kompleks vakalarda tercih ederler
(14). Amerikan Jinekolojik Laparaskopi Dernegi (AAGL),
laparaskopi histerektomide sistoskopinin liberal olarak
kullanilmasini tavsiye eder. Vajinal kaffdehissensi, total
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laparaskopi histerektominin sik gériilmeyen bir kompli-
kasyonudur. 12000 histerektominin raporlandigi retros-
pektif bir calismada vajinal kaffdehissensi; abdominal
histerektomide (%0.38), vajinal histerektomide(%0.11)
velaparaskopik histerektomide(%0.75) olarak bildiril-
mistir (15).

Alternatif Cerrahi Teknikler

RobotikCerrahi

Robotik cerrahi, geleneksel laparaskopik cerrahiden
daha maliyetli ve sonuclari geleneksel laparaskopik
yada vajinal histerektomi ile karsilastirilabilir diizeyde-
dir(16). Cerraha ¢ok iyi ergonomik kosullar saglayan
robotik sistem, U¢ boyutlu goriintisi ile operasyonun
kalitesini artirir. ACOG, robotik histerektominin, olagan
disi ya da kompleks klinik durumlarda minimal invaziv
yaklasimlarin gosterdigi sonuglari diizelttigi icin hastala-
ra en iyi yontem olarak sunulmasini 6nermektedir(17).
AAGL ise; robotik cerrahinin benign jinekolojik hasta-
liklar icin yapilan laparaskopik ve vajinal prosediirlerin
yerini almamasini 6nermektedir(18).

LaparoendoskopikSingle-Site Surgery(LESS)
Laparoendoskopik Single-Site Surgery tek insizyonda-
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nozellikle deumblikustan yapilan bir cerrahi islemdir.
Geleneksel laparaskopik histerektomi ile karsilastirildi-
ginda LESS’ te benzer sonuglar bulunmustur (19). An-
cak LESS’in baslica yarari multiinsiziyondan ziyade tek
insizyonun kullaniimasidir.

Sonug ve Yorum

Son yillarda laparaskopinin teknolojik ilerlemelere pa-
ralel olarak ve de artan bir popilarite ile modern Tip’ta
olmazsa olmazlar arasinda yerini almis olmasi, nerdey-
se her jinekolojik cerrahi operasyonun laparaskopik
yontemle yapiliyor olmasini miimkin kilmistir. Bugiin
artik bircok merkezde laparaskopik histerektomi ope-
rasyonun yapiliyor olmasi, biz jinekologlari bu cerrahi
islemi 6grenmeye iten bir dinamik olmustur. Total lapa-
raskopik histerektominin sagladigi konforun hastalarda
yarattigl farkindalik, bu yontemin hastalar tarafindan
da talep edilmesinde gecerli nedenlerden biridir. Ancak
laparaskopik cerrahinin uzun bir 6grenme egrisioldugu,
Ustelik komplikasyonlarinin yonetiminin daha zor oldu-
gu akilda tutularak, laparaskopiye baslangicta daha az
komplike vakalarla baslanarak yeterli deneyim kazan-
diktan sonra total laparaskopik histerektomiye gecil-
mesi basari sansini artiracak ve daha az komplikasyon
oranlarina neden olacaktir.
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