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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 gegcmemeli 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 ¢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 igin agik ve net olarak yontem ve ge-
recleri aciklayin. ilk vurgulamada kullanilan arag ve
cihazlarin model numaralarini, firma ismini ve adre-
sini (sehir, Ulke) belirtin. Tim 6lglimleri 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 Ozetleyin. Tablo ve metinleri
tekrarlamayin.

Tartigma: Calismanin yeni ve ¢cok dnemli yonlerine,
sonuglarina vurgu yapin. Tartisma bolimi ¢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 6zIi 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
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Arastirmalari Tesvik Dernegi

Yesilyurt/ iZMIR
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e-mail. idhdergi@yahoo.com



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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KLINiK CALISMA / CLINICAL TRIAL

¢ A randomized controlled trial comparing transobturator tape with.......ccccccceiiierncieinnrecenranane.
extracorporeal magnetic innervation in the treatment of stress urinary incontinence

Stres liriner inkontinans tedavisinde transobturator bant ile ekstrakorporal manyetik inervasyon’un
randomize kontrollii karsilastiriimasi

Nilufer AKGUN, Ahmet Akin SIVASLIOGLU, Emine CELEN, Hiiseyin Levent KESKIN, Ayse Filiz AVSA

e Gebeligin son ii¢ ayinda is hayatina devam etmenin dogum sonu depresyona etkisi................
The effect of continuation to occupatinal activity in the last trimester of pregnancy on postpartum
depression

Esra Bahar GUR, Giiliizar Arzu TURAN, Sultan BUGDAY, Esin KASAP, Esma Burcak ZENGIN, Siimeyra
TATAR, irem HEPYILMAZ, Serkan GUCLU

OLGU SUNUMU / CASE REPORT

oA quite rare cause of Rhabdomyolysis: Parkinson’s DiS@ase ......ccceceeeerencencenrerreniesrensessecsacsacannss
Rabdomiyolizin ¢ok nadir bir nedeni: Parkinson Hastaligi
Eylem KUDAY KAYKISIZ, Erden Erol UNLUER, Pinar Yesim AKYOL, Fatih Esad TOPAL, Giizin iLHAN

e Emergency diagnosis of sialolithiasis by bedside ultrasound in ED......cccceceutenieniaianienieninnnannes
Acil serviste yatak basi ultrason ile tiikriik bezi tasinin acil tanisi
Pinar Yesim AKYOL, Erden Erol UNLUER, Fatih Esad TOPAL, Umut PAYZA

e Staghorn tash bobrekte renal pelvisin skuamé6z hiicreli karsinomu: Olgu SunumMU....cccoieeiiancanns

Squamous cell carcinoma of the renal pelvis associated with staghorn stone: A case report
Ozan HORSANALI, Sacit Nuri GORGEL, Osman KOSE, Ahmet Selcuk DINDAR, Ugur BALCI, Kutan
OZER

e Testis kanserini taklit eden idiopatik granulomatoz orsit: Olgu SUNUMU......ccceeverenrecnnrecenrecanne

Idiopathic granulomatous orchitis mimicking testicular cancer: A case report
Sacit Nuri GORGEL, Osman KOSE, Ersoy UYSAL, Ozan HORSANALI, Ugur BALCI, Kutan OZER

e Hematiiri nedeniyle bagvuran hastada renal hiicreli kanser ve es zamanl karsi taraf adrenal
metastazi: Olgu sunumu
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A randomized controlled trial comparing transob-
turator tape with extracorporeal magnetic innerva-
tion in the treatment of stress urinary incontinence

Stres lriner inkontinans tedavisinde transobtura-
tor bant ile ekstrakorporal manyetik inervasyon’un
randomize kontrollii karsilagtiriimasi

Abstract

Aim: The purpose of this study is to compare the
efficiency of transobturator tape with extracorpo-
real magnetic innervation in thetreatment of stres
urinary incontinence with a randomised controlled
single blind study.

Materials and methods: Fifty six women were inclu-
ded in the study for analysis. After the randomization
25 women have had TOT operation and 29 women
have had ExMI therapy. Tot operation was performed
with in-out technique and ExMI application proto-
col was as follows: pelvic floor muscle stimulation in
each session was started with 10 Hz frequency and
thereafter the frequency was increased by 10 Hz
with 3 minutes intervals reaching to 100 Hz (maxi-
mum) frequency and the stimulation duration was 30
minutes. A total of 15 sessions were given at alterna-
te days within 5 weeks.

Results: The cure rates in TOT group and ExMI group
were 85.2% (n=23) and 58.6% (n=17) at the end of
3rd month (p=0.028), 70.4% (n=19), 41.4% (n=12) at
the end of 6th month, (p=0.029) and 66.7% (n=18)
and 34.5% (n=10) at the end of 1st year (p=0.016),
respectively.

Conclusion: Our study showed that the TOT operati-
on is significantly superior to ExMI in the treatment
of SUI. Nevertheless, it should also be stressed that
ExMI shows high efficiency shortly after the index
application but this efficiency dramatically decreased
after 3 months. Therefore ExMI applications with 3
months intervals would increase the success rate.
Keywords: TOT, ExMI, urinary incontinence, pelvic
floor training

Oz

Amag: Bu calismanin amaci stres Uriner inkonti-
nans (SUi) tedavisinde ekstrakorporal manyetik
inervasyon’u (ExMIi) transobtuirator aski (TOT) ope-
rasyonu ile randomize kontrolli tek kor galisma ile
karsilastirmakdr.

Gereg¢ ve yontem: Analiz i¢in calismaya 56 kadin
dahil edildi. Randomizasyondan sonra 25 kadina
TOT operasyonu 29 kadina ise ExMi uygulanildi. TOT
operasyonunda dis-i¢ teknik kullanildi. ExMI tedavi
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protokoli ise pelvik taban kaslarinin uyarisi her bir
seansa 10 Hz frekansinda baslanildi ve daha sonra
frekans 3’er dakika aralarla arttirilarak 100 Hz (mak-
simum) ulastinldi. Toplam uyari siresi 30 dakika idi.
5 hafta icinde glinasiri olmak Uzere toplam 15 seans
uygulama yapild.

Bulgular: TOT ve ExMi gruplarindaki kiir oranlari
3.ay, 6.ay ve l.yil sonunda sirasi ile %85.2 (n=23) ve
%58.6 (n=17) (p=0.028), %70.4 (n=19), %41.4 (n=12)
(p=0.029) ve %66.7 (n=18) %34.5 (n=10) (p=0.016)
idi.

Sonug: Sonuclarimiz SUI tedavisinde TOT operas-
yonunun bariz sekilde ExMi karsi Ustiin oldugunu
gdstermektedir. Bununla birlikte, ExMi’nin ilk uygu-
lamadan sonra yiksek etkinik gosterdigi ancak bu
etkinligin 3 ay sonra dramatik bir sekilde azaldig vur-
gulaniimaldir. Dolayisiyla, ExMI uygulamalarinin 3’er
ay aralarla yapilmasi basari oranini arttirabilecektir.
Anahtar Kelimeler: TOT, ExMI, uriner inkontinans,
pelvik taban kas egitimi

introduction

SUl is a severe health disorder leading to social, emo-
tional and sexual problems. Surgical interventions,
particularly suburethral sling techniques have beco-
me the ‘gold standard’ treatment modality. However,
technologic advencements have also led the conser-
vatife modalities to be helpful in the treatment of
SUI. As a matter of fact, the Cochrane incontinence
group has suggested the pelvic floor muscle exerci-
ses (PFME) as a first line  treatment modality for
SUI [1]. PFME is the sequential contraction of pelvic
floor muscles voluntarily. When the PFM are contrac-
ted the urethra pressurised against to the pubic bone
and the downward movement is restricted. The se-
condary muscle hypertrophy in respect to PFME inc-
reases intraurehtral pressure and the structural sup-
port of pelvic organs so that incontinence is hindered
[2]. It has been shown that ExMI could be helpful in
the treatment of SUI[3].

In this study we aimed to compare the efficieny of
ExMI with TOT by a prospective, randomized, single
blind study in the treatment of SUI.

Materials and methods:

The study was carried out in the Ankara Atatlirk Re-
search and Training Hospital between the dates of 1
June 2009 — 1 July 2011. The study was accepted by
the local ethics committee of the hospital and all par-
ticipants signed an informed consent form. The pati-
ents were evaluated with a full clinical history, pelvic
and urogynecologic examination, pelvic ultrasound

Akgiin et al.

and urodynamics.

Ninety-eight consecutive women whose urinary in-
continence were shown objectively (urodynamics
and stress test) were enrolled in this study. Nevert-
heless, 20 cases were excluded. The exclusion criteria
were having any kind of pelvic organ prolapse, recur-
rent urinary incontinence, intrauterine device, usage
of heart pacemaker, metallic prosthesis, history of
cardiac arrhythmia and pelvic floor surgery. The rest
of the patients (n=78) were randomly allocated for
TOT (group 1) or ExMI therapy (group Il) according
to a computer programme. TOT operation (out-in
technique) was performed on 39 patients, however,
6 patients lost follow up, 4 patients moved to other
location and 2 patients had pregnancy during follow
ups, therefore 25 patients were analysed regarding
the TOT group.

ExMI therapy was given to 39 patients, however, 8
patients lost follow up and 2 patients did not want to
have ExMI therapy; therefore 29 patients were analy-
sed regarding the ExMI group. The study flow chart is
given in Figure 1.

The patients who were allocated to the TOT group
were operated with the out-in transobturator techni-
que for the surgical treatment of SUI. The mesh used
was a precut mesh (I-STOP ®). The patients of this
group were scrutinized regarding intraoperative and
postoperative complications and complaints. On the
other hand, the patients who were allocated to the
ExMI group has had their treatment as follows: The
patient was positioned in a chair which had a magne-
tic field generator that was powered and controlled
by an external power unit (EMD Medical-Ankara).
The patients were seated to the centre of the chair
with their dress on aiming that the magnetic waves
would extend through the perineal tissues with their
dresses on. Our application protocol of ExMI to pati-
ents was as follows: The pelvic floor muscle stimula-
tion in each session was started with 10 Hz frequency
and thereafter the frequency was increased by 10 Hz
with 3 minutes intervals reaching to 100 Hz (maxi-
mum) frequency and the stimulation duration was 30
minutes. A total of 15 sessions were given at alterna-
te days within 5 weeks. The metallic equipments (e.g
ear rings, wrist watch, bracelets, etc) were taken out
from patients during the sessions.

The postoperative and postinterventional follow ups
of the patients were done by the clinic doctors who
did not take part either in the TOT operation or in the
ExMI therapy at 3rd, 6th and 12th months. The pati-
ents were evaluated in terms of quality of life scores,
stres test and postoperational/postinterventional
complaints during the follow ups. The patients who
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had stres urinary incontinence were examined and
if a leakage was seen during straining then the pati-
ent regarded as failure. These patients also have had
cystometric evaluation.

The declared cure rates after TOT operation and
ExMI therapy for SUI after 1 year follow up are 84%
and 38%, respectively (62, 49). In order to identify
this difference with 80% confidence and to limit the
chance of type | error to 5%, the minimum number of
patients for each group was calculated to be 23. We
decided to add approximately 15% to this concerning
loss to follow up. Therefore, the total sample size was
calculated to be 52 patients (26 in each arm) (a=0.1).
Nevertheless, the addition of sequential cases who
meet the inclusion criteria to the groups was appro-
ved.

The data were analysed with the Statistical Package
for Social Sciences ver.17.0 (SPSS Inc, Chicago,lllinois,
USA). Before analysing the data, the distribution of
the data were controlled with the Shapiro-Wilk nor-
mality test. Pearson chi-square, Mann-Whitney U
and independent sample test were used where app-
ropriate. The p value was set at <0.05 for statistical
significance.

Results

Twenty five women have had TOT operation and 29
women have had ExMI therapy in the study popula-
tion. The mean of age, parity, body mass index and
the duration of SUI complaint in group 1 were 50.9+
6.9 years, 3.8+ 2.5, 31+ 4.8 kg/m2, and 4.4+ 2.4 ye-
ars, respectively. The mean of age, parity, body mass
index and the duration of SUI complaint in group 2
were 50.7+8.4 years, 3.5+ 2.1, 30.246.2 kg/m2 and
3.8+2.1 years, respectively.

There were no statistically significant difference bet-
ween groups in terms of age, parity, BMI and the
duration of SUI complaint (p values in order 0.951;
0.631; 0.603; 0.308) (Table 1). The demographic cha-
racteristics of the groups has been given in table 1.

Table 1. Demographic characteristics
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The comparison of cure rates

The cure rates in TOT group and ExMI group were
85.2% and 58.6% at the end of 3rd month, respec-
tively. The difference was statistically significant bet-
ween the groups (p=0.028). The cure rates in TOT
group and ExMI group were 70.4%, 41.4% at the end

Arandomized controlled trial comparing transobturator tape with extracorporeal
magnetic innervation in the treatment of stress urinary incontinence

of 6th month, respectively. The difference was statis-
tically significant between groups (p=0.029). At the
end of 1st year, the cure rates in TOT group and ExMI
group were 66.7% and 34.5%, respectively. The diffe-
rence was statistically significant between the groups
(p=0.016). During the follow up period it was obser-
ved that TOT was superior to ExMI therapy (Graph 1).
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Fig.1 Study flow chart

Discussion

Different treatment modalities have been availab-
le for SUI and ExMI has been placed in the therapy
spectrum of non surgical treatment modalities of
SUI. However, the literature regarding the efficiency
of ExMI is controversial. Galloway and et al. infor-
med that ExMI was an efficient treatment modality
for pelvic floor muscle stimulation [3]. Contrary to
this, some authors noted that ExMI had no benefit
concerning pelvic floor muscle function [4,5]. Ne-
vertheless, our study showed that ExMI was efficient
in the early phases of SUI treatment but the effect
decreased in due course. The cure rates at the end of
3rd month, 6th month and 1st year were 58.6 %, 41.4
and 34.5%, respectively.

Bakar and etal, stressed that ExMI therapy had led to
a decrease in the complaints of urgency, enuresis and
urinary incontinence [6]. This study is in accordance
with our findings.
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On the other hand; there is no consensus regarding
the application of ExMI to a patient [3,7]. Moreover,
the sufficient pulse levels are not clear. A study sho-
wed that stimulation with 20-50 Hz frequency was
not only efficient in the treatment of SUI but also
the maximal intraurethtral pressure had increased as
well [8]. Another study informed that the most con-
venient frequency was 5-20 Hz in order to inhibit the
detrussor contraction [7]. Moreover Yamanishi and
et al. applied ExMI with 10-20 Hz frequency for 15
minutes, 2 times a week for 5 weeks and they repor-
ted the success rate for SUI and urge urinary incon-
tinence to be 86% and 75%, respectively [8]. After a
two-year follow up, Hosscan and et al. designated
the success rate to be 77.8% at the end of 3rd month
[9]. Our results are not in accordance with their re-
sults, however, the study by Doganay and et al. has
shown that 6 months after the ExMI treatment the
recurrence rate was 53% and this rate is in accordan-
ce with our findings at 6th month follow-up [10]. In-
terestingly Almedia and et al. informed that all pati-
ents had recurrence at the end of 1 year follow up. In
our study, we found the recurrence to be 66.5% [11].
Moreover, we did not observe any complication due
to ExMI therapy.

Akgln et al.

Delorme announced that the cure rate after TOT
operation was 90.6% [12]. Some other authors also
reported more or less same succes rates [13,14]. Ho-
wever our study showed an inferior cure rate when
compared to those studies. The reasons for this suc-
cess rates difference could be due to small number of
our study population and the heterogenity of surge-
ons who performed TOT operation (even some sur-
geons were in the learning phase of TOT operation
when the study was carried out). We did not see any
mesh erosion, life threatining haemorrhage or hae-
motoma.

In conclusion, this prospective, randomized, sing-
le blind study compared the efficiency of TOT with
ExMI in the treatment of SUI. To our knowledge, this
is the first study in this respect. Our study showed
that the TOT operation is significantly successful in
SUI treatment compared to ExMI therapy. Nevert-
heless, it should also be stressed that ExMI shows
high efficiency shortly after the index application but
this efficieny dramatically decreased after 3 months.
Therefore ExMI application with 3 months intervals
would increase the success rate. Moreover, even the
success rate for ExMI is low, this equipment should
be in the armamentorium of an urogynecology clinic.

11
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Gebeligin son ii¢ ayinda is hayatina devam etmenin do-
gum sonu depresyona etkisi

The effect of continuation to occupatinal activity in the
last trimester of pregnancy on postpartum depression

Oz

Amag: Dogum sonu depresyon, anneyi, bebegi ve
cevresini etkiyen 6nemli bir saglik sorunudur. Dogum
sonu depresyon Uzerine etkili faktorler daha 6nceki
galismalarda arastirlmistir. Ancak gebeligin Ugiin-
cl Ug aylik bolimiinde uzatilmis is hayatinin dogum
sonu depresyon Uzerine etkisini gosteren veri mevcut
degildir. Calismamizin amaci, gebeligin son {i¢ ayinda
uzatilmis is yasantisinin dogum sonu depresyon Uze-
rine etkisini arastirmaktr.

Yontem ve geregler: Klinigimizde Ekim 2013-Ekim
2014 tarihleri arasinda takip edilen c¢alisan gebeler,
ana kaynagimizi olusturdu. Calisma siiresinin dogum
sonu depresyona etkisini daha net ortaya koyabilmek
icin, dogum sonu depresyon lizerine etki etmesi olasi
durumlara sahip gebeler ¢alismadan ¢ikarildi. Dogum
gerceklestikten sonra, dogum ve yeni dogan kompli-
kasyonu yasayan katilimcilar, ayrica ¢alismadan cika-
rildi. Katihmcilar dogum sonrasi 4. haftada telefon ile
aranarak Edinburgh Dogum sonu Depresyon Olcegi
(EDDQ) ile degerlendirildi. Dogum sonu depresyona
etki eden faktérler regresyon analizi ile degerlendi-
rildi. Calisma siiresi ile EDDO puani arasindaki iliskiyi
degerlendirmek icin Pearson Korelasyon analizi yapil-
du.

Bulgular: Katihmcilarin %21.7'i ( n=48) 12 ve Uze-
rinde puan almasi nedeniyle dogum sonu depres-
yon olarak degerlendirildi. Sosyo-demografik veriler
gruplara ayrilarak, her bir alt grup i¢cin dogum sonu
depresyon sikhg arastirildiginda, egitim dizeyi, yillk
gelir, sosyal ¢cevre destegi ve gebelikteki calisma siire-
si alt gruplari arasinda dogum sonu depresyon sikligi
anlamli olarak farkl bulundu. EDDO puantile ¢alisilan
hafta sayisi arasindaki iliski arastirildiginda, iki deger
arasinda guicll ve pozitif bir iliski oldugu gorildi (Pe-
arson korelasyon katsayisi (r)= 0.4, p= 0.03)
Tartisma: Gebeligin son lg aylik doneminde uzatiimis
is yasami dogum sonu depresyonu etkiyen bir faktor
olabilir.

Anahtar Kelimeler: Dogum sonu depresyon, etkile-
yen faktorler, calisma siiresi

Abstract

Background: Postpartum depression is an important
health issue for women, newborn and their families.
Previous studies have examined the effecting factors
on postpartum depression, however none have stu-
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died the association between postpartum depression
and prolonged working activity in the last trimester
of pregnancy. The aim of our study is to investigate
the the effect of prolonged ocupational activity on
postpartum depression.

Methods: The source population consisted of all
working pregnant women followed in our clinic bet-
ween October 2013 -October 2014. The individuals
having other risk factors for postpartum depression
were excluded from the study in order to evaluate
the possible effect of working duration on postpar-
tum depression, the subjects with peripartum and
newborn complications were also excluded from the
study. The participants were reached by phone and
“The Edinburgh Postnatal Depression Scale “(EPDS)
was used to assess maternal postpartum depression
4 weeks after delivery. A regression analysis was used
to determine the effecting factors on postpartum
depression. A Pearson correlation was used to me-
asure the strength of the associations between the
EPDS scores and the occupational duration in preg-
nancy.

Results: The overall prevalence of postpartum dep-
ression was 21.7% (n=48) with 12 points or more. Af-
ter socio-demographic data was divided into groups,
the prevalence of postpartum depression in each
sub-group were investigated and education, annual
income, social environment support and occupatio-
nal duration in pregnancy were founded significantly
related to postpartum depression. Moreover, there
was a significant and positive relationship betwe-
en third-trimester occupational duration and EPDS
(Pearson’s correlation coefficient, r= 0.4, p= 0.03).
Conclusions: Prolonged third-trimester occupational
activity may be a risk factor for postpartum depres-
sion.

Keywords: Postpartum depression, effecting factors,
occupatinal duration

Giris

Kadinlarin yaklasik %20’si yasam boyu major depre-
sif bozukluklara yakalanma riskiyle karsi karsiyadir ve
dogum sonu siireg bu riskin daha da arttig1 6zel bir
dénemdir. Dogum sonu depresyon, DSM-V (Diagnos-
tic and Statistical Manual of Mental Disorders, Besinci
Basim) tarafindan “dogum sonrasi 4. haftadan sonra
baslayan ilimh veya siddetli depresyon” olarak tanim-
lanmistir (1,2). Dogum sonu depresyonun goérilme
sikhgl %15.2-25 arasinda olup toplumdan topluma
degisiklik gosterirken, Tirkiye’de yapilan c¢alisma-
larda %21.2-28 arasinda degisen prevalans oranlari
bildirilmistir (3-5). Dogum sonu depresyon, yalniz
anneyi ve cevresini degil ayni zamanda yeni doganin
kisa ve uzun donem saghgini etkileyen 6nemli bir du-
rumdur ve bazen 6z kiyim vakalarina ya da bebegin
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reddedilmesine kadar varan ciddi sorunlara yol aca-
bilir (6).Dogum sonu depresyonun etiyolojisi karma-
siktir ve biyolojik, psiko-sosyal ve sosyal faktérlerden
etkilenir. Dogum sonu meydana gelen hizl fizyolojik
degisikliklerin roll olabilecegi distntlmektedir (7).
Ayrica dogum sonu depresyonun temellerinin ante-
natal donemde atildiginiI gosteren veriler mevcuttur.
Onceki calismalarda antenatal dénemdeki uyku kali-
tesinin, anksiyetenin ve D vitamini, ¢inko, selenyum,
omega-3 yag asitleri gibi bazi mikronutrientlerin
eksikliginin dogum sonu depresyon ile iliskisi goste-
rilmistir (8-11). Son (¢ aylk gebelik donemi, dogum
sonu depresyona egilim olusmasi icin 6zellikle kritik
bir siirectir. Bu donemde uzamis is yasantisinin hem
uyku diizeni ve kalitesi, hem maternal stres diizeyi,
hem de beslenme (zerine olumsuz etki gostererek
dogum sonu depresyona etki edebilecegi ileri siri-
lebilir. Ayrica fetlislin biylmesine bagl lomber lor-
dozun artmasi ve buna bagli bel agrisinda artis, 6nde
gelen fetal kismin pelvise angaje olmasi nedeniyle
ariner sikligin artmasi, kan seker dizeyindeki dalga-
lanmalar gibi bu déneme ait fizyolojik degisiklikler,
aktif is yasantisi devam eden gebeler icin biyolojik
stresi ve maternal anksiyeteyi arttirmaktadir (12).
Ulkemizde 25/2/2011 tarihli ve 27857 (Miikerrer) sa-
yili Resmi Gazete’de yayimlanan 657 sayili Kanunun
104 Gnci maddesinin birinci fikrasinin (A) bendine
gore, calisan gebeler 32. gebelik haftasinda dogum
oncesi izne ayrilabilir, ya da dilerlerse, hekim raporu
ile saglik engeli olmadigini belgeleyerek 37. gebelik
haftasina kadar calisabilir ve bu 5 haftalik sireyi, 8
hafta olan dogum sonrasi izine ekleyebilmektedirler
(13). Dogum sonrasi Ucretli izin slresinin kisa olma-
si nedeniyle, bircok calisan gebe, calisma siiresini
uzatmak icin hekime basvurmakta ve rapor talebinde
bulunmaktadir. Oysa, gebeligin 32. haftasindan sonra
¢alismaya devam etmenin antenatal sonuglari hak-
kinda literatlirde az sayida veri mevcuttur. Postnatal
sonuclarrile ilgili ise, veriye rastlanmamaktadir. Calis-
mamizin amacl gebelikte 37. haftaya kadar calisma-
nin dogum sonu depresyon lzerine etkili olabilecegi
hipotezini arastirmaktr.

Gereg ve yontemler

Calismanin dizayni ve ¢alisma grubu

Calismamiz, toplum tabanli prospektif kohort ¢alisma
olarak tasarlanmis olup, lokal etik kurul onayi alina-
rak yapiimistir. Calima sirasinda 1975 yilinda yayim-
lanan (2008’de revize edilmis) Helsinki Deklerasyonu
kriterleri gozetilmistir. Ekim 2013-Ekim 2014 tarihleri
arasinda Sifa Universitesi Tip Fakiiltesi Hastanesi gebe
polikliniginde takip edilip dogumu hastanemizde ger-
ceklesen ve resmi kayith olarak (SGK veya Emekli
Sandigi Gyesi) calisan gebeler kdk popiilasyonumuzu
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olusturdu. Belirlenen tarih araliginda hastanemizde
1978 dogum gerceklesti.

Cogul gebelik, fetusta saptanmis anomali yada has-
talik olmasi, annenin bilinen medikal veya psikiyatrik
hastaliginin olmasi, annede saptanmis troid fonksi-
yon bozuklugu olmasi, herhangi bir nedenle medikal
tedavi almasi, alkol ve madde kullanimi, addlesan
(<18 yas) gebelik, evlilik disi gebelik olmasi ve ana-
dilin Tirkce olmamasi g¢alisma icin dislama kriterleri
olarak kabul edildi. Calisma kriterlerine uyan gebeler-
den 32. gebelik haftasinda dogum 6ncesi izine ayrilan
gebeler ile 37. gebelik haftasinda dogum 6ncesi izine
ayrilan gebeler calisma hakkinda bilgilendirildi ve ka-
yit edildi. Calismaya alinan gebelerin dogum tarihleri
ve dogum sekilleri kayit edildi. Dogum verilerine gore
0li dogum yada anomalili bebek doguranlar, prema-
tire ( 37. gebelik haftasindan 6nce) dogum yapan-
lar, bebegi yeni dogan yogun bakim Unitesine kabul
edilen katiimcilar, dogum sonrasi transfiizyon gerek-
tirecek diizeyde kanamasi olan yada dogumla ilgili
herhangi bir komplikasyon gelisen katihmcilar ¢als-
madan cikarildi. Katilimcilar, dogumdan 4 hafta sonra
telefon ile aranarak bireysel ozellikleri irdeleyen bir
anket formu ve EDDO uygulandi (Sekil 1).

32. ve 37. gebelik
haftasinda izne
aynlan gebeler ile on
goriisme yapildi

galigma kriterlerine
uymayan 40 gebe
caligmaya alinmadi

n,= 156 n,=127

gebelerin dogum
verileri kayit edildi

n;=134 n,=108

dogum verilerine gore
15 katihimc
galigmadan gikarnldi

dogumdan 4 hafta

sonra katihmcilar

aranarak EDDO
uygulandi

n,= 123 n,=98

6 kayip veri

Sekil 1. Calismanin akis semasi. n1= 32. Gebelik haftasinda izne ayrilan-
lar, n2= 37. Gebelik haftasinda izne ayrilanlar.

Veri toplama araglari

Arastirmanin verileri iki bélimden olusan anket for-
mu ile toplandi. Birinci bélimde; hastalarin sosyo-de-
mografik 6zelliklerini belirlemeye yonelik sorular yer
aldi: Hastalarin yaslari, yillik ortalama gelir dizeyleri,
egitim duzeyleri, evlilik memnuniyeti, sosyal cevre
destegini ve laktasyon durumlari. Katihmcilara, 37.
gebelik haftasina kadar calisma nedenleri soruldu.
ikinci bolim, Edinburg Dogum sonu Depresyon Olge-
ginden olustu.

Edinburgh Dogum Sonu Depresyon Olgegi (EDDO)

EDDO dogum sonu depresyonu degerlendirmek
Uzere yaygin olarak kullanilan bir tarama olgegidir.
Normalde, dogum sonrasi depresyonun tanisi klinik
gorisme gerektirmektedir. Ancak, dogum yapan ka-

Gur et al.

dinlarin timind profesyonel bir psikiyatrik deger-
lendirmeye tabi tutmak maliyet-etkinlik hesaplari
acisindan uygun gorilmemektedir. Bu nedenle, bi-
rinci basamak saglik hizmetlerinde calisan ebeler ve
hemsirelerin dogum sonu depresyon agisindan riskli
bireyleri saptayabilmesine olanak veren tarama 6l-
cekleri gelistirilmistir. Tarama sonucu dogum sonrasi
depresyon belirtilerinin oldugu belirlenen kadinlar
ileri tetkik ve tedavi icin sevk edilebilirler. EDDO, bu
amacla yaygin kullanilan bir olcektir. Ruh hali, zevk
alma, sugluluk hissi, anksiyete, korku, uykusuzluk,
sorunlarla bas edebilme yetenegi, Gzlntl, aglama
ve kendine zarar verme egilimini sorgulayan 10 so-
rudan olusur. Sorgulanan semptomun siddetine gore
her soru 0-3 puan ile degerlendirilir ve toplam puan
0-30 arasindadir. Olgcekte 12 ve tizerinde alinan puan
dogum sonu depresyon acisindan risk grubunda ola-
rak degerlendiriimektedir. Calismamizda EDDO’nin
Tiirkce versiyonu kullanildi. EDDO sonucu 12 ve iizeri
puan alanlar, dogum sonu depresyon igin riskli kabul
edilerek, profesyonel destek almalari yoniinde bil-
gilendirildi. EDDO’nin Tiirkge formunun validasyonu
Engindeniz ve ark. Tarafindan yapilmis olup testin
Turkce’de Cronbach Alfa i¢ tutarlik katsayisi 0.79 bu-
lunmustur (14). Ayni calismada iki yarim glvenilirligi
0.80; kesme noktasi 12/13 alindiginda duyarlilik 0.84,
Ozgllligl 0.88, pozitif yordama degeri 0.69, nega-
tif yordama degeri 0.94 olarak bulunmustur. EDDS
ile Genel Saglik Anketi arasindaki korelasyon r:0.7
(p<0.0001) bulunarak test icin gecerlilik kabul edil-
mistir.

istatistik Analiz

Calismanin istatistik analizi Windows SPSS (15.0)
programi yardimiyla yapildi. Sosyo-demografik 6zel-
likler arasindaki farkliliklar, ki-kare testi ile degerlen-
dirildi. Degiskenlerin PPD Uzerine olan etkisi, kosullu
lojistik regresyon modeli testi ile hesaplandi. Calisilan
gebelik haftasi ile EDDO arasindaki baglanti Pearson
korelasyon testi ile 6l¢lildi. P<0.05 degeri istatistiksel
anlamlilik olarak kabul edildi.

Bulgular

Katilimcilarin - %21.7’si (n=48) 12 ve lizerinde puan
almasi nedeniyle dogum sonu depresyon olarak de-
gerlendirildi. Katihmcilar arasinda ortalama yas 2613
olarak hesaplandi. Sosyo-demografik veriler gruplara
ayrilarak, her bir alt grup icin dogum sonu depresyon
sikhgi arastirildiginda, yas, dogum sekli, siit verme ve
evlilik tatmini alt gruplari arasinda dogum sonu dep-
resyon sikligl benzer bulunurken, egitim dizeyi, yillik
gelir, sosyal ¢cevre destegi ve gebelikteki calisma sire-
si alt gruplari arasinda dogum sonu depresyon siklig
anlamli olarak farkli bulundu (Tablo 1).
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Table 1:Sosyo-demografik 6zellikler ve dogum sonu depresyon sikhgi.
P<0.05 degeri istatistiksel anlamlilik olarak kabul edildi.

Caraktertisik Ooelikher | | Mg g [ ED0D puani 212 kil sayms | Foegeri |
[ F 41 ekl [H31.0
L A% nl%
i 35 35 (15.8) T
] ] ] oo
=530 | ECHEN] [ 27254
B0 M 14156}
[ Efptim dreys ET | 59 (40.) | 25281 (1]
[ T [13252.8] | z3pr.a]
| Fillik gelir | £10 0005 | 58 443} | 27 [27.5) ooz
[ [>100005 [1z3pss]_ [2ipm) [
_Murr e Winginal dajhors 120([54.2) 25 [23R) o4
L [¥5] S0145.8) 25227}
Eviilik wesini Tatsmin adici 245 [65.6) FLIFEE T
] ] ] noa
| Orta ciceyde | 57 (357 | 1625
Yabarsis 19 (ES) B {3L5)
Sl piretd diritinfi Yatirll distak i08 20[i%5)
4 4 ! | o4
! Drta ddzeyde ! [ | 13[13.4)
Yetersi 50 15(37]
: Ritil emzrme :=.'.-¢|. : 184 : 30|1%3} : nr
Hayw ki 7 {189}

[ Gebelkteki  falgma | 32. hattaya kadar | 123 19 154} IE

el

[ 37 haftays kadas | 98 [za 15

37. gebelik haftasina kadar ¢alismaya devam eden
98 katiimciya, calismaya devam etme nedenleri
soruldugunda, katihmcilarin %83.6’s1 (82 katim-
c1), izin sliresini dogum sonu izne aktarmak icin,
% 8.1'i (8 katilimci) is verenin istegi nedeniyle,
%6,1 (6 katihmci) 6zel nedenlerden galistigini soy-
lerken 2 katilimci soruya cevap vermek istemedi.
Dogum sonu depresyona etki eden faktorler arastiril-
diginda, egitim diizeyi, yillik gelir, sosyal cevre destegi
ve calisma siiresi anlamli olarak etkili faktor olarak
saptanirken, evlilik tatmini ile dogum sonu depres-
yon arasindaki iliski icin p degeri 0.05 olarak bulundu
(Tablo 2).

Tablo 2. Dogum sonu depresyona etki eden faktérler. Coklu regresyon

analizi yapildi. P<0.05 degeri istatistiksel anlamlilik olarak kabul edildi.

Regrevyon kitiays: | Standart hata | ORdeferl | %05 glven dralgd | P doger
Yag -1.36 ors 087 a0E-139 0.2
Editim ddeeyi am 045 |2353 172 o
Vil gelir B ToE [oae Tone-0.re Toey
Dogum jeili a7e 0.6 |2m 0.49-8.14 04
Evilia tatmind 11 055 |ae DEI-0ES 085
Senyal pavee denell | 13 85 EE] ap0-0.22 0
etif amgieme -0 oM |28 0.50-1.52 04
Calegena gores a7 0I5 oz 115338 0

marfa clarak)

EDDO puani ile ¢alisilan hafta sayisi arasindaki iliski
arastirildiginda, iki deger arasinda giiclii ve pozitif bir
iliski oldugu gorildi (Pearson korelasyon katsayisi (r=
0.4, p= 0.03) (Tablo 3).

Tablo3. Calisma siiresi ile EDDO puani arasindaki iliski. Pearson korelas-

yon analizi yapildi.

| Pearson korelasyan katsayisi
(hafta | r=0.7

P defer

[ Calegma  siiresi 0.03

clarak) / EDDO puam
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Tartisma

Calismamizin bulgularina gore, dogum sonu 4. hafta-
da; Edinburgh Dogumsonu Depresyon Olcegine gore
katihmcilarin 21.7’sinde EDDO puaninin 12 ve iizerin-
de oldugu saptanmistir. Ulkemizde daha 6nce yapi-
lan calismalarda kadinlarda dogum sonu depresyon
gorilme sikhgr %21.2 ile %28 arsinda degistigi bildi-
rilmistir (3-5). Calismamiz sadece calisan gebeler lize-
rinde yapilmis olsa da, verilerimiz ulusal ¢alismalarin
verileri ile benzerlik gostermektedir.

Dogum sonu depresyon, biyolojik, psikolojik ve sosyal
faktorlerin ic ice gectigi ve kesin etkenin ayirt edilme-
sinin zor oldugu bir hastaliktir. Bu nedenle calisma
tasarlanirken, daha homojen bir grup olusturmak
amaciyla, dogum sonu depresyon icin risk olusturma
olasiligi olan medikal hastalik, ila¢ kullanimi, addle-
san yas gibi birgcok biyolojik faktor ile dogum komp-
likasyonlari iki asamali olarak ¢alismadan cikarildi.
Geriye kalan risk faktorlerinin dogum sonu depresyo-
na etkisine bakildiginda ise, egitim dizeyi, yillik gelir,
sosyal cevre destegi ve calisma siiresi dogum sonu
depresyon Uzerine etkili faktorler olarak bulunmus-
tur. Cahsmamiza katilan gebelerin %40.2'i, 8 yil ve
daha az egitim aldigini ve %44.3’U yillik gelirinin 10
000 $’dan daha az oldugunu ifade etmistir ve her iki
alt grupta da dogum sonu depresyon daha sik olarak
bulunmustur. Ulusal ve uluslararasi ¢alismalarda da,
benzer sekilde diisiik egitim ve gelir diizeyinin dogum
sonu depresyon ile iliskisi gosterilmistir (15,16). Calis-
mamiz katilimci sayisinin az oldugu bir pilot calisma
olmasi nedeniyle, verilerimizi is kollarina gore ayri
ayri analiz edemedik. Buna ragmen, c¢alisan gebele-
rin dnemli bir bélimunin dusik gelirli ve ileri egitim
gerektirmeyen agir kosullarda calistigi ileri stirilebilir.
Bu kosullar altinda, ¢alisma siresinin 32. gebelik haf-
tasinin 6tesine gecmesi, dogum sonu depresyon icin
riski daha da arttiriyor olabilir. Sosyal cevre destegi
dogum sonu depresyon icin 6nemli bir koruyucu fak-
tordir (17). Cahsmamizin sonuglarina goére de, diger
¢alismalar ile uyumlu olarak diislik sosyal cevre des-
tegi aldigini ifade eden kadinlarda EDPO puani daha
ylksek ¢citkmistir.

Calismamizda temel olarak degerlendirmek istedi-
gimiz, gebeligin Uglincl Ug aylik dilimindeki uzamis
is yasantisinin ise, dogum sonu depresyonu anlamli
olarak arttirdig| ortaya koymustur (p<0.01). Dahasi,
gebelikte calisma haftasi ile EDDO puanlari arasinda
glcli ve pozitif bir iliski oldugu saptanmistir(r=0.4,
p=0.03). Calismamiz, bildigiminiz kadariyla, son (g
ayhk gebelik doneminde uzatilmis ¢alisma siresinin
dogum sonu depresyona etkisini gosteren ilk calis-
madir. Hastane bazli yapilmis bir calismanin, toplu-
mun genelini yansitamayacagi aciktir. Dolayisiyla, bu
konuda yapilacak genis katihmli epidemiyolojik calis-
malara ihtiyac vardir.
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Calisan gebelerde, 6zellikle gebeligin son (g ayhk do-
neminde uzun ginlik ¢alisma siiresi, gece vardiyasi,
agir kaldirma, uzun sireli ayakta kalma ve agir fiziksel
kosullarin basta erken dogum ve disik dogum agir-
lig1 olmak lizere perinatal sonuglari olumsuz yonde
etkiledigi gosterilmistir (12,16,17). Gebelikle ilgili
kanita dayal iki rehberde, gebelikte gece vardiyasi
seklinde ve haftada 40 saatten fazla ¢calismak, dneril-
memektedir (18,19). Bununla beraber, bu konudaki
prospektif kontrolli ¢alismalarin az olmasi nedeniy-
le, yayimlanmis rehberlerde kaginci gebelik haftasina
kadar calismanin giivenli olduguna dair net veriye
rastlanmamaktadir.

37. gebelik haftasina kadar calisan gebelere, calisma
surelerini uzatma nedenleri soruldugunda, katilimci-
larin %83.6’sinin, dogum sonu izin sliresini uzatmak
icin fazladan calistigi ortaya kondu. Ulkemizdeki do-
gum sonrasl yasal tcretli izin stiresinin kisa olmasi ne-
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deniyle, bu siireyi uzatmak isteyen gebeler, 32. gebe-
lik haftasindan sonra ¢alismaya devam etmektedirler.
Gebelikteki uzamis is yasantisinin anne ve bebek Uze-
rindeki, kisa ve uzun donemdeki etkileri ise net bilin-
memektedir. Dogumdan sonra ise erken geri donen
annelerde is stresinin, uzamis ¢alisma saatlerinin, yo-
gun is yikinin ve is ortami desteginin yetersizliginin
annenin fiziksel ve ruhsal sagligini olumsuz etkiledigi
ve dogum sonu depresyon riskini arttirdigi ¢esitli ¢a-
lismalarda ortaya konmustur (20-22). Benzer sekilde,
dogum oncesi is kosullarinin da, anne lizerindeki etki-
leri daha kapsamli calismalarda arastirlimahidir.
Sonug olarak, ¢alismamizin verileri, gebeligin Ggln-
cli U¢ aylik déneminde uzamis is yasantisinin dogum
sonu depresyonu arttiran bir faktor olabilecegini di-
stindtirmektedir. Bu konuda yapilacak daha kapsamli
ve genis katihmli galismalara ihtiyag vardir.
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A quite rare cause of Rhabdomyolysis: Parkinson’s
Disease

Rabdomiyolizin ¢ok nadir bir nedeni: Parkinson
Hastaligi

Abstract

Rhabdomyolysis is a potentially life-threatening con-
dition caused by muscle necrosis and extravasation of
intracellular muscle contents into the circulation. The
severity can range from an asymptomatic elevation in
skeletal muscle enzymes to life threatening conditions
such as acute renal failure secondary to myoglobinu-
ria or cardiac arrest resulting from hyperkalemia. We
report a 77-year-old woman with parkinson’s disease
who developed severe choreoathetosis with rhab-
domyolysis after lack of medication. With the diagnosis
of rhabdomyolysis, it was decided to admit her to the
hospital and initiate intravenous treatment with gluco-
se-saline solution. Abnormal movements responded
to haloperidol. This is a rare subject that choreoathe-
tosis of parkinson’s disease induced rhabdomyolysis.
Keywords: Rhabdomyolysis, hyperkalemia, choreoat-
hetosis.

Oz

Rabdomiyoliz, kas nekrozu ve hiicre igi kas igeriginin
dolasima katilmasindan kaynaklanan potansiyel haya-
t tehdit eden bir durumdur. Ciddiyeti kas enzimlerinin
asemptomatik yilkselmesinden hiperkalemiye bagl
kardiak arrest veya miyoglobiniriye sekonder akut
bobrek yetmezligi gibi hayati tehdit eden durumlara
kadar degiskenlik gosterebilir. Biz, 77 yas parkinsonlu
bir bayan hastada ilaglarini almamasi sonrasi gelisen
ciddi koreatetoza bagl bir rabdomiyoliz vakasi rapor
ettik. Rabdomiyoliz tanisi ile birlikte hospitalize edilip
intravenoz glukoz-salin solusyonu tedavisine baslandi.
Anormal hareketler haloperidole cevap verdi. Bu Par-
kinson hastaligi koreatetozunun rabdomiyolizi indik-
ledigi nadir bir vakadir.

Anahtar Kelimeler: Rabdomiyoliz, hiperkalemi, kore-
oatetozis.

Introduction

Rhabdomyolysis is a potentially life-threatening con-
dition caused by muscle necrosis and extravasation of
intracellular muscle contents into the circulation(1).
The release of creatine kinase, potassium, uric acid,
myoglobin, calcium and phosphate can result in a
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spectrum of conditions(1,2). The severity can range
from an asymptomatic elevation in skeletal muscle
enzymes to life threatening conditions such as acute
renal failure secondary to myoglobinuria or cardiac
arrest resulting from hyperkalemia(1,2). CPK values
should be more than 3000 unit to diagnose rhab-
domyolysis(3). We report a 77-year-old woman with
parkinson’s disease who developed severe choreoat-
hetosis with rhabdomyolysis after lack of medication.

Case Report

IA 77-year-old female patient with severe choreo-
athetosis, oromandibular dystonia , and hypoten-
sion was admitted to the emergency department
of our hospital. Her bladder was catheterised and
dark urine was examined. The medical history reve-
aled that she had Parkinson’s disease and was under
levodopa+carbidopa+entacapone combination and
levodopa+benserazide combination therapy. On the
other hand she has not taken her stable medication
since ten days. Vital findings in the emergency ser-
vice were as fever: 36 C, pulse : 74/min, Blood Pres-
sure : 80/50 mmHg. In the neurological examination
patient was conscious, cooperating and orientated.
She was hypophonic. She had trouble looking up in
the primary position. She had no facial asymmetry.
Uvula was on the middle line. Gag reflex was normal
bilaterally. She had bilateral rigidity especially on the
left extremities, voluntary neck stiffness and was
bradimimic also glabellar reflex was positive. No ot-
her pathology was examined. Laboratory findings at
presentation were as follows: Complete blood count:
12.100 leukocytes, with normal formula; hemoglo-
bin 13.1 g/dL, platelets 174000/mm3; Biochemistry:
glucose 93 mg/dL, creatinine 1.6 mg/dL; blood urea
nitrogen: 65 mg/dI(Normal: 8-23) AST 72 IU/L; ALT
7 IU/L; CK 3614 mg/dL(Normal range of the labora-
tory until 200), mass CK-MB 24.8 IU/L(Normal until
7.2), Troponin-I: 0,329, Sodium 142 mEq/L, Potas-
sium 6.2 mEg/L and Calcium 9.6 mg/dl. No alterati-
ons were observed in the Urine. In blood gas analyze
base excess was -6,4 other parameters were normal
and electrocardiogram had normal sinus rhythm at
74 beats per minutes. No other abnormal laboratory
findings were found. A complete ultrasound of the
abdomen was normal.

We considered rhabdomyolysis as we detected a
high creatinine phosphokinase(CPK) level in the labo-
ratory examination and we learned that the patient
had a history of lack of stable medical treatment.
With the diagnosis of rhabdomyolysis, it was decided

A quite rare cause of Rhabdomyolysis: Parkinson’s Disease

to admit her to the hospital and initiate intraveno-
us treatment with glucose-saline solution, observing
progressive decrease of the CK in the following cont-
rols. Serological tests for hepatitis B, C and HIV were
made(all with negative result). Due to the absence
of any infection, laboratory test abnormality, alcohol
or drug abuse, traumatisms or seizures, it was con-
sidered that the high CPK was very probably due to
choreoathetosis induced rhabdomyolysis.

Discussion

Precipitant factor of rhabdomyolysis are advanced
age(> 65), female gender, alcohol abuse, infecti-
ons, connective tissue diseases, metabolic dysfunc-
tions, diabetes mellitus, hypothyroidism, trauma,
co-medications of fibrates(especially gemfibrozil),
statins, verapamil, amiodarone, siklosporin, kolsisin
and lithium(6,7). In our case precipitant factors are
age and gender. It is expected to increase serum po-
tassium values because 70% of all of the body po-
tassium present in the muscles(4) alike to our case.
Rhabdomyolysis may result from a wide variety of
disorders including trauma, infections, intoxications,
malignant neuroleptic syndrome, and hereditary me-
tabolic and connective tissue disorders(5). Interes-
tingly none of them were present in our case; becau-
se of this reason we considered that rhabdomyolysis
was induced with choreoathetosis of rapid progres-
sively parkinson’s disease due to lack of stable medi-
cation. Management of rhabdomyolysis begins with
removing the cause, if possible. In our case, identi-
fied cause of rhabdomyolysis is choreoathetosis so
that we interfere with haloperidol ampul. Patient’s
movements was stopped because of her sleep.
All of the reasons of rhabdomyolysis are not trauma-
tic. In increasing age, female sex, patient with infec-
tion, alcohol and/or drug abuse, renal and hepatic
insufficiency, diabetes mellitus, hypothyroidism and
multiple drug using we consider that may develop
rhabdomyolysis without trauma. We want to empha-
size the importance of the anamnesis for diagnosis
and treatment for suspected rhabdomyolysis.

Informed Consent: Informed consent was not obtai-
ned from patient who participated in this case beca-
use of patients confusion.
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Emergency diagnosis of sialolithiasis by bedside ultra-
sound in ED

Acil serviste yatak basi ultrason ile tiikriik bezi taginin
acil tanisi

Abstract

Since it’s introduction bedside ultrasonography has
been widely used by clinicians for many years. Deve-
lopment in ultrasonography technology has made it
even more functional in clinics and it has become one
of the major diagnostic tools, especially in emergency
departments, since it has no adverse effects and can
enable to make a swift diagnosis, without having to
send/direct the patient to another department. This
case report describes the diagnosis of a patient with
sialolithiasis through the use of bedside ultrasonog-
raphy.

Keywords: Ultrasonography, Sialolithiasis, Emergency
Department

Oz

Yatak basi ultrasonografinin Uretimi ile birlikte uzun
yillardir klinisyenler tarafindan genis bir yelpazede
kullanilmaktadir. Ultrasonografi teknolojisindeki ge-
lismeler, ultrasonografinin kliniklerde daha fonksiyo-
nel olmasini sagladi ve yan etkisi olmamasi, hizl tani
koymaya olanak saglamasi, baska bir boliime hastay
gondermeye ihtiyac olmamasi nedenleriyle 6zellikle
de acil servisde en buiyik tani araglarindan biri haline
geldi. Bu vaka yatakbas! ultrasonografi kullanimi ile
tukrik bezi tasi tanisi konan bir hastayi aciklamakta-
dir.

Anahtar Kelimeler: Ultrasonografi, Tukrik Bezi Tasl,
Acil Servis

Introduction

Bedside ultrasonography(US) is a highly valuable and
readily learned tool whose use has expanded rapidly
since its introduction more than 20 years ago [1].
Improvements in ultrasound technology and increa-
sing clinical experience with US have led to its com-
mon use in situations such as thoracoabdominal tra-
uma, ectopic pregnancy, abdominal aortic aneurysm,
pericardial effusion, cardiac arrest, biliary disease,
renal tract disease, small bowel obstruction, and pro-
cedures such as lumbar puncture, arthrocentesis, and
central venous access. US can be performed quickly at
the patient’s bedside in the emergency department
(ED). It has been widely used by emergency physici-
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ans to diagnose many disease processes accurately at
the bedside with high sensitivity and specificity [2].
US is a useful technique for the assessment of super-
ficial masses of the parotid and submandibular glands
[3,4]. The technique should be the first-line imaging
modality for differentiating obstructive vs. nonobs-
tructive causes [5].

The present report describes a case of acute subman-
dibular sialolithiasis in a 23-year-old female.

Case

A 23-year-old man with no significant medical history
presented to the emergency department (ED) with
four days of progressive unilateral facial pain and
swelling. The patient stated that the pain was exacer-
bated by eating.

On physical examination, the patient had normal vital
signs. There was left facial swelling and tenderness to
palpation from the submandibular gland to the body
of the mandible (Figure 1).

Figure 1

Figure Legend 1: Unilateral facial swelling from the submandibular gland
to the body of the mandible.

Intraoral examination was normal. Jaw opening was
intact.

A bedside ultrasound (US) of the parotid, mandibular,
and submandibular area was performed by the emer-
gency physician using an M7R® model ultrasound
machine with a 7.5-MHz linear transducer (Mindray
Bio-Medical Electronics Co., Shenzhen, China) and
ultrasonographic views were recorded. Sonography
showed a hypoechoic submandibular glands with a
hyperechoic oval structure with significant posterior
shadowing. (Figure 2).

Akyol et al.

Figure Legend 2: A hypoechoic submandibular glands with a hyperechoic

oval structure with significant posterior shadowing.

An ED diagnosis of symptomatic sialolithiasis was
made.

The patient was given medication. He was sent to an
ear, nose, and throat specialist for additional evalua-
tion.

Discussion

Sialolithiasis has an incidence of about 1% in the ge-
neral population [6]. US is increasingly becoming the
method of choice for initial evaluation of the salivary
glands [7].

High-resolution US is used as a noninvasive first-line
examination to assess the presence of ductal dilata-
tion and calculi. The other imaging techniques in the
salivary glands include conventional radiography, US,
computed tomography (CT), magnetic resonance(MR)
imaging, and conventional sialography [8]. US is a
noninvasive, radiation free, and painless method for
detecting salivary stones, with high sensitivity (up to
94%), specificity (100%), and accuracy (96%) [9].

The normal echotexture of the major salivary glands
is relatively homogeneous and varies from very bright
and hyperechoic to only slightly hyperechoic in com-
parison with adjacent muscles. The echogenicity of
the parenchyma depends on the amount of intraglan-
dular fat [9]. Stones reflect more soundwaves than
fluid and produce “white” bright images. Since ultra-
sound waves cannot transmit through stones, a black
acoustic shadow will be present behind them[10].
Although stones smaller than 2 to 3 mm may be ea-
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sily overlooked because of the absence of acoustic
shadow, if meticulous US technique is applied, intrag-
landular and even intraductal stones can usually be
identified [9].

Salivary calculi located in the gland or duct system can
be easily differentiated from cellulitis and abscess ba-
sed on sonographic appearance. Additional informa-
tion obtained, such as number, size, and location of
stones, helps determine the prognosis of passage and

Emergercy diagnosis of sialolithiasis by bedside ultrasound in ED

can guide initial management [5]. It can also correctly
differentiate malignant lesions from benign ones in
90% of cases, distinguish glandular from extraglandu-
lar masses with an accuracy of 98%, and confirm the
clinical suspicion of a mass [7].

Point of bedside US performed by emergency physici-
ans, has developed into an invaluable tool providing
important clinical information with a major impact on
patient diagnosis.
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Staghorn tagh bobrekte renal pelvisin skuamoz hiic-
reli karsinomu: Olgu Sunumu

Squamous cell carcinoma of the renal pelvis associa-
ted with staghorn stone: A case report

Oz

Renal pelvisin skuamoz hiicreli kanseri nadir gorilen
bir malignite olup genellikle bobrek tasi ve kronik
inlamasyonla birlikte goriilmektedir. Renal pelvisin
skuamoz hiicreli kanseri agresif seyir gosterir ve kot
prognoza sahiptir. Renal pelvisin skuamoz hiicreli kan-
serinde tedavi cerrahi olup dislik evre hastalikta kir
saglayabilir. Burada 48 yasindaki erkek hastada sol re-
nal pelvisin skuamoz hiicreli kanseri olgusunu sunduk.
Anahtar Kelimeler: Skuamoz hiicreli kanser, bobrek
tasl, nefrektomi

Abstract

Squamous cell carcinoma of the renal pelvis is a rare
cancer and is usually associated with renal stone and
chronic inflammation. Squamous cell carcinoma of
the renal pelvis is aggressive disease and usually has a
poor prognosis. Treatment of the squamous cell car-
cinoma of the renal pelvis is surgery that can result
in cure in low stage disease. We present a case of 48
year old male with squamous cell carcinoma of the
left renal pelvis.

Keywords: Squamous cell carcinoma, renal stone,
nephrectomy

Giris

Renal pelvisin skuamoéz hiicreli karsinomu nadir go-
rilen bir durumdur ve tim renal malignitelerin %
1.4’Gn0 olusturmaktadir(1). Bobrek tasi, enfeksiyon,
endojen ve eksojen kimyasallar, vitamin A eksikligi ve
hormonal dengesizlik gibi etiyolojide rol oynayan ¢e-
sitli faktorler vardir. Kadinlarda erkeklerden daha sik
gorilmekte olup, genellikle 50-70 yaslari arasinda go-
rilmektedir(2). Biz burada bobrek tasi zemininde ge-
lisen renal pelvisin skuamoz hiicreli kanseri olgusunu
sunduk.

Olgu Sunumu

Kirk sekiz yasinda erkek hasta, yaklasik 3 aydir olan sol
yan agrisi sikayeti ile klinigimize basvurdu. Fizik mua-
yenesi normaldi. Hemogram, kan biyokimyasi ve idrar
incelemesi olagandi. Yapilan Griner sistem ultrasonog-
rafisinde sag bobrek olagan, sol bébrek kalikslerinde
en blyigli 16 mm olan multiple taslar izlendi. Sol
bobrek st polde 25 ve 26 mm 2 adet basit kist izlen-
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di. intravenéz lrografide sol non fonksiyone bébrek
ve sol bébrekte staghorn tas oldugu izlendi. (Resim 1)

Resim 1. intravendz pyelografide sol non-fonksiyone bébrekte staghorn

tas

Opaksiz batin tomografisinde sol bobrekte staghorn
tas, bobregin parankim konturlari 6zellikle Gst polde
olmak Uzere ileri derecede diizensiz, parankim dansi-
tesi de heterojen olarak raporlandi. (Resim 2)

Resim 2. Opaksiz batin tomografisinde staghorn tas ve parankimal dii-

zensizlik

Yapilan renal sintigrafide sol bébrekte %13.4, sag bob-
rekte %86.6 fonksiyon izlendi. Hastaya sol flank insiz-
yonla acik basit nefrektomi operasyonu uygulandi.
Peroperatif ve postoperatif komplikasyon gelismeyen
hasta postoperatif 4.glinde taburcu edildi. Patoloji so-
nucu iyi diferansiye skuamoz hiicreli karsinom olarak
raporlandi. (Resim 3).

Horsanali et al.

Resim 3. Pelvikaliksiyel epitelde yaygin keratinize tipte skuamo6z metap-
lazi. Bébrek parankimindeki yogun fibroblastik proliferasyon arasinda
izlenen rezidii glomeriil yapilari (HEX40)

Bir ay sonra hastaya sol Ureterorenoskopi yapildi ve
treterden idrar sitolojisi alindi. Ureterorenoskopik
bakida mukozal patoloji gozlenmedi ve sitoloji benign
olarak raporlandi.

Tartisma

Urotelyumun kronik inflamasyonu sonrasi skuamoz
metaplazi gelismektedir. Bu metaplazi bolgesinde di-
ferensiyasyon gelismesi sonrasi displazi ve en son ola-
rak ta skuamoz hiicreli karsinom gelistigi distinilmek-
tedir (3,4). Literatiirde renal pelvisin skuamoz hiicreli
kanseri gelisiminde belirtilen diger olasi nedenler ara-
sinda tuberkiiloz, azatioprine ile yapilan immiinsip-
resyon, fenasetin gibi analjeziklerin kullanimina bagl,
radyoterapi, transplante bobrekte kronik rejeksiyon
ve perkitan nefrolitotomi operasyonu gibi nedenler-
de yer almaktadir (3,5,6).

Agri ve hematiri en sik gorilen semptomlardir. Agri
Ureteropelvik bileskenin obstriksiyonundan ve/veya
lokal yayilimdan kaynaklanmaktadir (7). Bizim olgu-
muz da yan agrisi sikayeti ile basvurdu ancak idrar in-
celemesinde mikroskopik veya makroskopik hematdiri
saptanmadi.

Solid kitle, hidronefroz ve bébrek tasi yaygin gorilen
bir durumdur ancak radyolojik bulgular non spesifik
olup cerrahi spesmenin histopatolojik inceleme 6nce-
si tahmin edilmeyebilir (3). Bizim olgumuzda staghorn
tas ve hidronefroz bulgusu vardi ancak net bir kitle
imaji izlenmedi. Hastalarin ¢ogu tani aninda lokal ile-
ri veya metastatik durumdadir (8). Bizim olgumuzda
metastaz yoktu ve timor bobrege sinirli idi.

Bobregin skuamoz hiicreli kanserinde tek tedavi sege-
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negi cerrahidir. Cerrahi erken evrede kiir saglayabilir
(9). Radyoterapi veya sistemik kemoterapinin faydasi
azdir (10).

Sisplatin bazli kemoterapi ve palyatif radyoterapi, me-
tastazik hastalikta lokal semptomlarin kontroliinde
onerilmektedir fakat sagkalima faydasi yoktur (3).

Squakous cell carcinoma of the renal pelvis associated with straghorn stone: A
case report

Sonug

Genellikle tas ve kronik inflamasyon zemininde geli-
sen bobregin skumoz hiicreli karsinomu, nadir gori-
len ve prognozu kotl olan bir hastaliktir. Bobrek tasi
olan olgularda skuamoz hiicreli kanser gelisebilecegi
akilda tutulmal ve tedavinin planlanmasinda ge¢ ka-
inmamalidir.
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Oz

idiyopatik granulomatdz orsit testisin etiyolojisi bi-
linmeyen nadir bir hastaligidir. Genellikle malignite
kuskusu yiiksek kitlelerdir. Testis timori ile graniilo-
matoz orsit arasinda ayirici tani yapmak oldukga zor-
dur. Skrotal ultrasonografide multipl hipoekoik alan-
lar gorilebilir. Klinik ve ultrasografik olarak idiyopatik
granulomatoz orsiti timorlerinden ayirt edebilmek
zordur, tani genellikle orsiektomi sonrasi konur. OI-
dukga nadir gorilen idiopatik graniilomatoz olgusu-
nu sunduk.

Anahtar Kelimeler: Granulomat6z orsit, orsiektomi,
testis kanseri

Abstract

Idiopathic granulomatous orchitis is a rare disease
of the testis of unknown etiology. It usually presents
as a testicular mass which is highly suspicious of ma-
lignancy. Differential diagnosi sbetween testicular
tumor and granulomatous orchitis is verydifficult.
Multiple hypoecoic areas can be seen on scrotal ult-
rasonography. Distinguishment of granulomatous
orchitis from testicular neoplasias is very difficult eit-
her clinically or ultrasonographically. The definitive
diagnosis is made after orchiectomy.

Keywords: Granulomatous orchitis, orchiectomy, tes-
ticular cancer

Giris

idiyopatik granulomatdz orsit testiste nadir goriilen
inflamatuar durumdur. Testikiler interstisyumda ve
tubullerlerde kronik infalmasyon ile karekterize olan
idiyopatik granulomatoz orsit 1926 da Grunberg tara-
findan tanimlanmistir (1,2).

Olgu Sunumu

75 yasinda erkek hasta, sag testiste agrisiz kitle nede-
niyle klinigimize basvurdu. Fizik muayene sag testis
boyutunun diffliz olarak arthigi izlendi. Sol testis ve
bilateal vas deferensler olagandi. Scrotal ultrasonog-
rafinde sag testiste tim parankimde heterojen hipo-
ekoik alanlar (infiltratif timor) izlendi (Resim 1).
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Resim 1. Sag testis boyutunda artis ve parankiminde heterojen hipoe-

koik alanlar

Kan tetkiklerinde bHCG: < 2 mU/ml ve AFP: 1.7 ng/
ml degeri normaldi. Hastaya sag inguinal orsiektomi
operasyonu uygulandi. Cerrahi spesmenin histopato-
lojik degerlendirmesi granulomatoz orsit olarak ra-
porlandi (Resim 2).

Resim 2. Sagda korunmus tubullere komsu alanda, intratubuler agirhk-
Ii gelisim gosteren graniilomatdz inflamasyon (Hematoksilen&Eosin X
100)

Gorgel et al.

Tartisma

Granililomatdz orsit; mycobacterium tuberculosis,
mycobacterium avium, brucellosis and actinomyco-
sis enfeksiyonu sonucu olusabilir ancak etiyolojisi
tam olarak bilinmemektedir. Posttavmatik reaksiyon
veya otoimmunite, Uriner sistem enfeksiyonlari, epi-
didimit, testikller travma ve cerrahi 6ykisi etiyoloji
de rol oynayabilir (2,3). Litetarirde intravezikal BCG
uygulamasini takiben komplikasyon olarak da grani-
lomato6z orsit rapor edilmistir (4).

idiyopatik graniilomatéz orsit genellikle 50 ile 70 yas
araliginda gorilmektedir (2). En yaygin semptom tek
tarafli agrili ve/veya agrisiz testiste blylimedir. Scro-
tal cilt degisiklikleri, fistiiller ve sik idrara ¢ikma, nok-
turi ve diziiri gibi Uriner sistem semptomlari da gori-
lebilir(3,5). Nadir olarakta ates, hematuri, hidrosel ve
bilateral testikiler tutulum da gorilebilir (6). Antibi-
yotik, steroid ve anti-inlamatuar ajanlarla konservatif
tedavi etkili degildir.

Ultrasonografik incelemede genellikle artmis testis
boyutu ve diffliz hipoekojenite saptanir. Literatiirde
fokal tutulum da rapor edilmistir. Daha nadir olarak
skrotum duvarinda ve tunica albugineada kalinlasma,
ipsilateral veya kontralateral hidrosel gorilebilir (3).
idiyopatik graniilomatoz orsit; klinik ve ultrasonogra-
fik olarak seminom, lenfoma gibi testikiiler maligni-
telerden ayirt etmenin zor oldugu nadir gorilen be-
nign infamatuar hastaliktir. Tani genellikle orsiektomi
sonrasl konulmaktadir. Nadir goriilmesine ragmen
testikller kitlenin ayirici tanisinda idiyopatik grantlo-
matoz orsit de akla gelmelidir.
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Hematiiri nedeniyle basvuran hastada renal
hiicreli kanser ve es zamanl karsi taraf adrenal
metastazi: Olgu sunumu

Renal cell carcinoma with synchronous
contralateral adrenal metastasis in patients
with macroscopic hematuria: A case report

Oz

Renal hiicreli kanserler, hemen hemen her organa
metastaz yapabilirler. Renal hiicreli kanserlerin fark-
Il bolgelere metastazi yaygin olarak goriilmesine
ragmen karsi taraf adrenal metastazi olduk¢a nadir
gorilir. Bu olgu sunumunda renal hiicreli kanser ve
es zamanli karsi taraf surrenal metastazi olan vakayi
sunduk.

Anahtar kelimeler: Hematiiri, renal hiicreli karsinom,
adrenal metastaz

Abstract

Renal cell carcinoma can metastasize to almost every
organ. Although metastasis of renal cell carcinoma to
different sites is common, contralateral adrenal me-
tastasis is remarkably rare. We report a case who has
renal cell carcinoma with synchronous contralateral
adrenal metastasis in this article.

Keywords: Haematuria, renal cell carsinoma, adre-
nal metastasis

Giris

Renal hiicreli kanserler (RHK) tim kanserlerin %
2-3’Una olusturmaktadir (1). Primer malign renal pa-
rankimal timorlerin %85-90'1 renal hiicreli kanserler-
dir (2). RHK, kadinlarda erkeklere gore 1.5 kat daha
fazla goriilmekte olup en sik 60-70 yaslarinda ortaya
¢tkmaktadir. Etiyolosinde sigara, obezite ve hipertan-
siyon gibi faktorler rol oynamaktadir (3,4). RHK has-
talarinda tani sirasinda yaklasik 1/3 oraninda diger
organlara metastaz saptanir (5). Sirrenal metastaz
ise RHK’li olgularin %1.1-10’unda gorilirken otopsi
serilerinde %6-29 sikliginda gozlenir (6).

Olgu Sunumu

Seksen bes yasinda kadin hasta 2 aydir ara ara olan
makroskopik hematiri sikayeti ile klinigimize bas-
vurdu. Yapilan fizik muayenede daha 6nce gegirmis
oldugu gastrektomi, apendektomi ve histerektomi
operasyonlarina ait insizyon skarlari mevcuttu. He-
mogram ve kan biyokimyasi olagandi. Ultrasonog-
rafide sag bobrek (st polde 6X5 cm boyutlarinda
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solid kitle, sol surrenalde 2x1 cm boyutlarinda kitle
gbzlendi. Bilgisayarli tomografi ve magnetik rezonans
gorintileme ile sag bobrek (st polde 6X5 cm boyut-
larinda kitle, sol surrenalde 2x1 cm boyutlarinda kitle
varlig teyid edildi. Akciger grafisi normal olarak ra-
porlandi. Sol surrenaldeki kitle disinda metastaz bul-
gusu saptanmadi. (Resim1 ve Resim 2).

Resim 1. Sag bobrek Uist polde 6X5 cm boyutlarinda kitle

Resim 2. Sol surrenalde 2x1 cm boyutlarinda kitle

Surrenal beze yonelik olarak yapilan hormon tet-
kikleri ve endokrinoloji konstltasyonu neticesinde,
hastaya subklinik Cushing sendromu tanisi kondu ve
endokrinoloji kliniginin 6nerleri alinarak ayni seans-
ta sag radikal nefrektomi ve sol surrenalektomi ope-
rasyonu uygulandi. Radikal nefrektomi materyalinin
patolojisi; klasik tipte renal hiicreli karsinom olarak
gelirken, srrenelaktomi patolojisi renal hiicreli karsi-
nom metastazi olarak raporlandi.

Tartisma
RHK’nin klasik triadi; yan agrisi, makroskopik hemati-
ri ve palpabl renal kitle olmasina ragmen bu bulgular

Renal cell carcinoma with synchronous contralateral adrenal metastasis in
patients with macroscopic hematuria : A case report

olgularin sadece %4-9’unda tani esnasinda bulunur
(7). Bizim olgumuz da makroskopik hematuri sikayeti
ile klinigimize basvurmustu.

Renal hiicreli kanser baslica akciger, karaciger, karsi
bobrek, kemik ve beyin olmak (izere hemen hemen
her organa metastaz yapabilir. Parotis bezi veya sacl
deri gibi atipik metastazlar da literatiirde rapor edil-
mistir (8,9). Renal hiicreli kanserlerin karsi taraf sur-
renale metastazi da oldukga nadir gértlen bir durum-
dur (10). Bébreklerin lst poliinden kdken almis ya da
bobregin biylik kismini isgal eden bobrek timorle-
rinde slrrenal metastaz riskinin daha yiksek oldugu
bildirilmistir (11). Literatlirde es zamanl soliter karsi
tarafa metastaz yapan az sayida olgu vardir (12). Bi-
zim olgumuzda da es zamanli soliter karsi tarafa me-
tastaz yapan renal hiicreli kanser mevcuttu. Ishida ve
ark. es zamanli kontralateral adrenalde bez iki adet
metastaz olgusu sunmuslardir (13).

Surrenal beze metastazlar en sik akciger kanseri,
meme kanseri ve malign melanomda gorilmektedir
(14). Sarrenal metastaz sikligr yuksek volimli kan
akimi ve siirrenal bezin sinlizoidal vaskiler yapisi ile
aciklanmistir. Surrenal bezin agirligi basina olan me-
tastaz insidansi tiroid, akciger, dalak, karaciger ve
bobrek gibi diger organlara goére daha fazladir (5).
Kanserli olgulardaki strrenal kitlelerin %70 kadari be-
nign sitirrenal adenomlardir (15).Slirrenal metastaz
sikhkla klinik ve fonksiyonel olarak sessiz seyreder.
Adrenal bezin %10’u fonksiyonlari idame ettirmek
icin yeterli oldugundan her iki siirrenale metastatik
yaylhm nadiren adrenal yetmezlik olusturur (5,11).
Surrenal bezin radrolojik degerlendirilmesinde to-
mografi ve magnetik rezonans kullanilmaktadir. Bil-
gisayarl tomografi ve magnetik rezonansin, RHK’nin
lokal evrelemesinde ve surrenal patolojilerinin de-
gerlendirilmesinde sensitivitesi benzerdir (16).
Surrenal kitlelerin tedavisinde altin standart cerrahi-
dir. Tek metastazlarin oldugu renal hiicreli kanserde
cerrahi rezeksiyon kiiratif tedavi secenegidir. Es za-
manli metastazin oldugu renal hiicreli kanserlerde
timor rezektabl ve hastanin genel durumu iyi ise me-
tastazektomi yapilmalidir (17).

Sonug

Renal hiicreli kanserlerde es zamanh karsi taraf sur-
renal metastazi nadir gorilen bir durumdur. Tek
metastazin oldugu renal hiicreli kanser olgularinda
metastazektominin prognozu iyilestirdigi bilinen bir
durumdur. Es zamanh soliter karsi tarafa metastaz
yapan renal hiicreli kanser olgusu literatlirde az sa-
yida oldugundan prognoz hakkinda net bir fikir birligi
yoktur.




Gorgel ve ark.

Referanslar

1. European Network of Cancer Registries. Eurocim
version 4.0. European incidence database V2.3, 730
entity dictionary (2001), Lyon, 2001.

2. Francis IR. Detection, staging and surveillance in
renal cell carcinoma. Cancer Imaging 2006,6:168-74.
3. Lipworth L, Tarone RE, McLaughlin JK. The epidemi-
ology of renal cell carcinoma. J Urol 2006; Dec;176(6
Pt 1):2353-8.176:2353-8.

4. Weikert S, Boeing H, Pischon T, et al. Blood pres-
sure and risk of renal cell carcinoma in the Eur pros-
pective investigation into cancer and nutrition. Am J
Epidemiol 2008 Feb;167(4):438-46.

5. Selli C, Carini M, Barbanti G, Barbagli G, Turini D.
Simultaneous bilateral adrenal involvement by re-
nal cell carcinoma: experience with 3 cases. J Urol
1987;137:480-2.

6. Siemer S, Lehmann J, Kamradt J, Loch T, Remberger
K, Humke U, et al. Adrenal metastases in 1635 pati-
ents with renal cell carcinoma: outcome and indicati-
on for adrenalectomy. J Urol 2004;171:2155-9.

7. Skinner DG, Colvin RB, Vermillion CD, Pfister RC,
Leadbetter WF. Diagnosis and management of renal
cell carcinoma. A clinical and pathologic study of 309
cases. Cancer 1971;28:1165-77.

8. Osman Ergun, Alim Kosar, Mustafa Tiiz. Parotis be-
zine renal hiicreli karsinom metastazi: Bir olgu sunu-
mu ve literatiiriin gézden gecgirilmesi. 2008,4(2):113-
15.

9. Turgay Akgiil, Emre Huri, Ozgiir Yiicel, Demet Sen-
glil, Cankon Germiyanoglu. Sach deriye metastaz ya-

Gorgel et al.

pan bébrek hiicreli karsinom: Bir olgu raporu. Yeni
Uroloji Dergisi, 2008,4(3):151-54.

10. Lau WK, Zinche H, Lohse CM, Cheville JC, Weaver
AL, Blute ML. Contralateral adrenal metastasis of re-
nal cell carcinoma: treatment, outcome and a review.
BJU Int 2003;91:775-9.

11. Rosenthal FD, Davies MK, Burden AC. Malignant
disease presenting as Addison’s disease. Br Med J
1978;1:1591-2.

12. Sapienza P, Stipa F, Lucandri G, Baratti L, Delfi-
no M, Mingazzini PL. Renal carcinoma with a solitary
synchronous contralateral adrenal metastasis: a case
report. Anticancer Res 1997;17:743-7.

13. Ishida M, Kojima K, Ohtomo Renal cell carcino-
ma with double synchronous contralateral adrenal
metastases.K. Korean J Urol. 2010 Dec;51(12):879-
81.

14. Zornoza J, Bernardino ME. Bilateral adrenal me-
tastasis: “head light” sign. Urology 1980;15:91-2.

15. Vespasiani G, Porena M, Virgili G, Costantini E,
Bonacina R, Mearini E, et al. Renal cell carcinoma
with synchronous adrenal metastases. Acta Urol Belg
1990,;58:197-203.

16. Bechtold RE, Zagoria RJ. Imaging approach to
staging of renal cell carcinoma. Urol Clin North Am
1997;24:507-22.

17. Guidelines on Renal Cell Carcinoma. B. Ljungberg,
N. Cowan, D.C. Hanbury, M. Hora, M.A. Kuczyk,A.S.
Merseburger, P.F.A. Mulders, J-J. Patard, I.C. Sinescu.
European Association of Urology 2010.

35



36

OLGU SUNUMU / CASE REPORT

Sefer USTEBAY*

Déndii Ulker USTEBAY*
Yunus YILMAZ*

Halil BEKLEN**
Mustafa GOK***

Kafkas Universitesi Tip Fakiiltesi Cocuk Sagligi ve Has-
taliklari Anabilim Dal, Kars*

Kafkas Universitesi Tip Fakiiltesi Kulak Burun Bogaz
Hastaliklart Anabilim Dali, Kars**

Kafkas Universitesi Tip Fakiiltesi Radyoloji Anabilim
Dali, Kars, Turkiye, Kars***

Yazisma adresi: Sefer USTEBAY

Kafkas Universitesi Tip Fakiiltesi Cocuk Sagligi ve Has-
tahklari Anabilim Dal, Kars*

E-mail:

Gelis Tarihi:07.01.2015
Kabul Tarihi:17.03.2015

EGE KLINIKLERI TIP DERGISI

Cilt: 53 Sayi: 1 Nisan 2015
Medical Journal of Aegean Clinics
Vol: 53 No: 1 April 2015

Boy kisaligi sikayeti ile basvuran Hashimato
tiroiditi: olgu sunumu

Admitted with complaints of short stature
Hashimoto’s thyroiditis: a case report

Oz

Hashimato tiroiditi tiroid bezinin otoimm{in inflamas-
yonu sonucu olusan bir hastaliktir. Cocuk ve ergen-
lerde goriilen hipotiroidinin en sik edinsel sebebidir.
Boy kisaligi sikayeti olan hastanin hasimato hipotiroi-
disi tanisi almasi nedeniyle sunulmustur.

Anahtar Kelimeler: Hashimato tiroiditi, hipotiroidi,
boy kisaligl

Abstract

Hashimoto’s thyroiditis is a dissease caused by the
autoimmune inflammation of the thyroid gland.
Hypothyroidism is the most common acquired cause
observed with children and adolescents. Diagnosis
of Hashimoto’s thyroiditis is presented to a cause for
the patients with short stature complaint.
Keywords: Hashimoto’s thyroiditis, hypothyroidism,
short stature

Giris

Cocuklarda fizik inceleme sirasinda o6lclilen boy, yasa
ve cinsiyete gore 3. Persantil ve -2SDS’nin altinda ise
boy kisaligl s6z konusudur. Boy kisaliklarinin biyik
¢ogunlugu (%80) normalin varyanti olarak kabul edi-
len genetik ve yapisal (konstitusyonel) boy kisalikla-
ridir. Geriye kalan %20 hastada patolojik boy kisalig
kapsaminda olan kronik hastaliklar, malndtrisyon, is-
kelet displazileri, intrauterin biylme gerilikleri, kro-
mozom anomalileri, psikososyal nedenler ve endok-
rin bozukluklar yer almaktadir. Endokrin kékenli boy
kisaliklari arasinda en 6nemlileri; bliylime hormonu
eksikligi, hipotiroidi, Cushing sendromu, koti kont-
rolli tip 1 diyabet ve erken pubertedir (1).

Olgu

Takvim yasi (TY) 13 olan erkek hasta, boy kisalig
sikayetiyle poliklinigimize basvurdu. Hastanin oyki-
siinde son 3 yil icinde boy uzamasinin duraksadigi,
kilo aliminin arthig 6grenildi. Hastada ayrica son 6
aydir kabizhk, cilt kurulugu, saglarinda kaba ve ki-
rilgan goérinim, okul basarisinda azalma, Uslime
sikayetleri de mevcuttu. Bu sikayetlerle cesitli saglik
kuruluslarina basvurdugu fakat verilen tedavilerden
yarar gormedigi 6grenildi. Fizik incelemesinde; viicut
agirhgi:54 kg (50-75 P), boy:140 cm (< 3P), TA:100/60
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mmHg, Nabiz:80 Atm/dk idi. Boy yasi (BY) 10 yas 3 ay,
kemik yasi (KY) 6 yas ile uyumluydu. (Resim-1)

Resim-1. Hastanin el bilek grafisi. Kemik yasi 6 yas ile uyumlu

Anne boyu 161 cm (25-50P), baba boyu 175 (25-50 P)
olarak ol¢lildii. Donuk bakisli, obez gorinimde, cilt
kuru, tiroid nonpalpabl, puberte tanner evre 1, pre-
tibial +1 gode birakan 6demi mevcuttu. Diger sistem
muayenelerinde 6zellik yoktu.(Resim-2)

Resim-2. 13 yasindaki Hashimato Hipotiroidili olgu

Hastanin laboratuar incelemesinde tiroid fonk-
siyon testleri: TSH:100 ulU/ml (N: 0,53-3,5 ulU/
ml), sT4:0,11 ng/dl (N:0,93-1,6 ng/dl), sT3:0,44
pg/ml (N:2,3-5 pg/ml), antitiroid peroksidaz (Anti
TPO):410,4 1U/ml (N:< 34IU/ml), anti-tiroglobulin
(A-TG):1042 1U/ml (N:<115 IU/ml), IGF1:55 ng/ml,
IGFBP3:2450 ng/ml olarak olcildu. Bakilan gliadin
antikoru IgA/1gG, anti-doku transglutaminaz IgA/IgG
ve endomisyum antikor IgA negatifti. Biyokimyasal
incelemede total kolesterol 242 mg/dl (N:<200 mg/
dl), trigliserit:193 mg/dl (N:50-150 mg/dl), LDL koles-
terol:164 mg/dl (N:60-130 mg/dl), HDL kolesterol:58
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mg/dl (N:40-60 mg/dl), kreatin kinaz (CK) :2224 1U/L
(N:0-1701U/L), LDH:782 U/L (N: 0-248U/L), AST:73
U/L (0-35 U/L), ALT:56 U/L (0-45 U/L) olarak &lgil-
di. Hastanin diger biyokimyasal degerlerinde 6zellik
yoktu. Tam kan, idrar ve diski incelemelerinde 6zel-
lik saptanmadi. Bakilan sedimantasyon, fibrinojen
ve CRP akut faz reaktanlari negatif olan hastanin D
vitamini ve PTH dizeyleri de normaldi. Tiroid ultra-
sonografisinde tiroidin normal lojunda, her iki lob ve
istmus parankim ekosunun belirgin olarak azaldigi,
heterojen olarak izlendigi, bez konturlarinin diizensiz
oldugu tespit edildi. Bakilan batin USG incelemesin-
de grade 1 hepatosteatoz ile uyumlu oldugu gorilen
hastanin trans torasik ekokardiografisinde 8 mm pe-
rikardiyal eflizyonu oldugu goriildi. Hastanin mevcut
klinigi, muayene, laboratuar ve gériintiileme sonuc-
lari ile hastaya hashimato hipotiroidisi tanisi konarak
50 mcg/g (1mcg/kg/g) levatiroksin tedavisi baslandi.
4-6 haftalik takiplerinde TSH, sT4 dlizeylerine gore
ilag dozu ayarlandi. Hastanin tedavisinin 4. ayindaki
poliklinik izleminde; sikayetlerinin dizeldigi, okul ba-
sarisinin arttigl, boy uzamasi ile birlikte kilo kaybinin
oldugu ve muayenesinde pubertesinin tanner evre -2
oldugu gorildi. Bakilan kontrol tetkiklerinde CK:89
IU/L, LDH:270 U/L, total kolesterol:179 mg/dl, LDL
kolesterol:108 mg/dI Trigliserit:139 mg/dl idi. Kontrol
yapilan EKO’sunda perikardiyal efiizyonunun dizeldi-
gi goralda.

Tartisma

Yapisal ve ailesel boy kisaliklari patolojik olarak de-
gerlendiriimemektedir (2). Ailesel boy kisaliklarinda
TY= KY >BY iken yapisal boy kisaliklarinda ise TY> KY
=BY dir. Hastamizin TY (13 yas) > BY (10 yas 3 ay) >
KY(6 yas ) ile uyumlu olmasindan dolayi hastamizda
boy kisahgi patolojik olarak degerlendirildi. Hastami-
zin ilk fizik incelemesinde boyunun yasitlarina gore
cok geri olmasi ve boy SDS'sinin -2SDS’nin altinda
bulunmasi, obezitesinin olmasi endokrin bir pato-
lojiye bagl boy kisaligini diisinmemize neden oldu.
Yapilan incelemelerde kemik matiirasyonunda ki be-
lirgin gecikme, tiroid fonksiyon testlerinde tiroid hor-
monlarinin dislik, TSH’nin yiiksek bulunmasi primer
hipotiroidi tanisini koydurdu ve boy kisaliginin buna
bagl oldugunu dislindirdi. Blylime hormonunun
periferik etkinligini degerlendirmek igin baktigimiz
IGF1 ve IGFBP3 dizeylerindeki diistuklik mevcut hi-
potiroidiye baglandi. Bakilan tiroid oto antikorlari
olan Anti TPO ve A-TG’ nin yiksek bulunmasi, tiro-
id bezi gorlintileme bulgularinin hashimato tiroiditi
ile uyumlu olarak degerlendirilmesi nedeniyle has-
tamizda mevcut hipotiroidinin etyolojisi hashimato
hipotiroiditiydi. Hipotirodiye bagh myopatiler serum
CK degerinde yikselmeye neden olabilmektedir. Hi-
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potiroidi hastalarinda CK yuksekliginin tam nedeni bi-
linmemekle birlikte bazi toeriler ileri strilmektedir.
Bunlarin baslicalari CK aktive edici varligi, CK klirensi-
nin azalmasi, ATP eksikliginden dolay kastan CK sali-
niminin artmasli, karbonhidrat metabolizmasinin bo-
zulmasi ve hipotermi olarak sayilabilir (3). CK ile tiroid
hormonlari arasinda anlamli iliski oldugunu gosteren
¢alismalar mevcuttur (4, 5).

Hastanin bakilan tetkiklerinde ki kolesterol, CK, LDH
yuksekliginin ve IGF-1/ IGFBP-3 distklugiinin tiroid
hormon tedavisi verildikten sonra diizelmesi, hipoti-
rioidiye bagli oldugunu desteklemektedir. Hashimoto
tiroiditi cocuk ve ergenlerdeki guatrin ve kazaniimis
hipotiroidinin en sik sebebidir. Degisik derecelerde
hicresel ve humoral immun yanitin rol aldigl, tiroid
bezinin lenfositik infiltrasyonu ile belirgin apopito-
zun aracihk ettigi tiroid hiicre 6limu ile sonuglanan
organa 6zgll bir otoimmin hastaliktir (6-8). Klinik
sinsi gidisli oldugundan geg fark edilebilir (9). Follikl-
ler destriiksiyon sonucu agiga ¢ikan tiroid peroksidaz
(TPO) ve tiroglobiilin (TG) proteinlerine karsi gelisen
otoantikorlar sitotoksiktir. Klinik ve biyokimyasal tab-
lo baslangicta ki 6tiroid tablonun zaman icinde subk-
linik ve belirgin hipotiroidiye donitismesidir, seyrek
olarak hipertiroidi de gelisebilir (10). Kizlarda erkek-
lere gore 2-4 kat daha sik izlenmektedir. En sik go-
rilen klinik bulgusu guatr ve boy kisaligidir. Ergenlik
déneminde pik yapmaktadir. Hastalar basvuru anin-
da hipotiroidi ve nadiren hipertiroidi klinigi ile basvu-
rabilirler (8, 11).

Boy kisaligl nedeniyle arastirilan ¢ocuklarda hastanin
hikayesi derinlestirilmeli, klinik bulgular silik olsa da
tiroid fonksiyon testleri mutlaka degerlendirilmelidir.
Hashimato tiroiditinde tiroit dokusunun hormon sal-
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gilama kapasitesine gore hipotiroidi tablosunun orta-
ya cikisi gecikebilir. Hastamizin boy uzamasinin son 3
yildir duraksamasi ve tarti aliminin artmasi; yaklasik
olarak son 6 aydan beri kabizlik, cilt kurulugu, sacla-
rinda kaba ve kirilgan gérinim olmasi, okul basari-
sinda azalma, lislime sikayetlerinin belirgin olmasi ve
mental retardasyonunun olmamasi bununla alaka-
lidir. Hipotiroidili bir hastada taninin erken konmasi
ve tedaviye baslanmasi hastanin mevcut sikayetlerini
ortadan kaldirdigi gibi néromotor ve puberte gelisi-
mi icin de ¢ok 6nemlidir. Hastamizin okul basarisin-
daki azalma ve tanner pubertal degerlendirmesinin
yasitlarina gore geri olmasi hipotiroidisine bagliydi.
Hastamiza basladigimiz levotiroksin tedavisinin dozu,
takiplerinde bakilan TSH, sT4 diizeylerinin sonucuna
gbre 100 mcg/gin olacak sekilde duzenlendi. TSH,
sT4 dizeyleri normal olan hastanin takibinde mevcut
klinik sikayetlerinin kalmadigi ve tani aninda anormal
olan tim laboratuar degerlerinin normal diizeylere
geldigi gorildi. Hastamizin takiplerinde kontrol ba-
kilan transtorasik ekokardiografisinde perikardiyal
eflizyonunun ve hepatobilier ultrason gorintileme-
sinde hepatosteatozunun olmadigi gorild.

Bircok saglik kurumuna mevcut sikayetleri nedeniyle
basvuran olgumuz, éyki ve fizik muayenesinde hi-
potiroidi dislindirecek ¢arpici bulgularinin olmasi-
na ragmen hipotiroidi tablosu ve hipotiroidiye bagl
boy kisaligi gozden kagmistir. Boy kisaligi sikayeti
ile saghk kurumlarinda degerlendirilen hastalarin
ek sikayetlerinin sorgulanmasi, hastalarin antropo-
metik Ol¢iimlerinin dikkatlice degerlendirilmesi ve
hikayelerinin derinlestirilmesi, patolojik boy kisalik-
larinin ve buna neden olabilecek hastaliklarin erken
donemde yakalanmasinda yarar saglayacaktir.
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A rare case subperiosteal orbital abscess due
to pansinusitis

Pansiniizite bagh nadir bir subperiostal orbi-
tal abse vakasi

Abstract

Sinusitis is commonly seen in the emergency de-
partment. Lack of response to treatment may cause
complications such as orbital abscess. We describe
the case of a previously healthy 17-year-old boy who
presented with rubor, swelling, and pain of the left
eyelid followed by a progressive formation of a dif-
fuse orbital edema, corneal hyperemia, diplopia, and
decreased visual acuity. The patient’s computerized
tomography revealed ethmoid, maxillary, and fron-
tal sinusitis, as well as subperiosteal orbital abscess.
The patient was admitted to the hospital and treated
with intravenous antibiotics. Due to persistence of
the clinical signs, the subperiosteal abscess was drai-
ned surgically. After the surgery, the clinical features
resolved completely with prompt improvement in vi-
sual acuity. Orbital abscess may be associated with
permanent loss of vision; prompt diagnosis and ex-
peditious treatment and, if necessary, early surgical
drainage, are important.

Keywords: Pansinusitis, orbital abscess, emergency
department

Oz

Sinlizit acil serviste yaygin olarak goriilmektedir. Te-
daviye yanittaki eksiklik, orbital abse gibi komplikas-
yonlara sebep olabilir. Biz gozde kizariklhk sislik ve agri
ile basvuran ve sonrasinda diffiiz orbital 6dem, kor-
neal hiperemi, diplopi ve gérme keskinliginde azal-
ma gelisen 17 yas daha 6nce saglikh bir erkek hasta
vakasini tanimladik. Hastanin bilgisayarli tomogra-
fisinde subperiostal abse yaninda etmoid, maksiler
ve frontal siniizit tespit edildi. Hasta hospitalize edil-
di ve damardan antibiyotik tedavisine baslandi. Kli-
nik bulgularin devam etmesi nedeniyle subperiostal
abse cerrahi olarak drene edildi. Cerrahi sonrasi, kli-
nik bulgular tamamen diizedi ve gorme keskinliginde
ilerleme oldu orbital abse kalici gérme kaybi ile iligkili
olabilir; erken tani ve acil tedavi ve eger gerekliyse,
erken cerrahi drenaj 6nemlidir.

Keywords: Pansinzit, orbital abse, acil servis
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Introduction

Sinusitis is a frequent and often under-diagnosed
condition. Despite the constantly increasing range
of antibiotics with improved efficacy, prevention of
its complications remains difficult. The prevalence of
these complications is estimated at 3.7%.[1] Orbital
inflammation secondary to acute sinusitis encompas-
ses preseptal cellulitis (stage 1), orbital cellulitis (sta-
ge ll), subperiosteal abscess (SPA) (stage lll), orbital
abscess (stage V), and cavernous sinus thrombosis
(stage V) as described by Chandler et al. in 1970.[2]
We report the case of 17-year-old boy affected by
SPA secondary to acute sinusitis and successfully tre-
ated with surgical drainage in addition to intravenous
antibiotics.

Case

A 17-year-old boy was admitted to the emergency
department for stuffiness, headache, blurred vision
and swelling, hyperemia, and pain on his left eyelid.
Two days before, he had started to complain of stuf-
finess and headache. Symptoms were followed by
progressive pain at the medial left orbital canthus.
His past medical history was unremarkable and no
previous visual compromise was reported. He had no
history of trauma. At admission, his body tempera-
ture was 36.1 C. Clinical ophthalmologic examinati-
on demonstrated a severe edema and erythema of
the eyelids with a severe proptosis associated with a
conjunctival chemosis and hyperemia. Left eye mo-
vements were painful and limited in all directions.
The left bulbus oculi was deviated outward. Visual
acuity was 20/20 in the right eye and 20/40 in the left
eye. Pupils were equally round and reactive to light
and accommodation. Examination of the bilateral ex-
ternal auditory canal and the right eye was normal.
Laboratory findings showed a high white blood cell
count (10.3 * 103/ mm3) with moderate neutrophilia
(73%). S-C-reactive protein (CRP) was increased with
values of 11.2 mg/L. To evaluate the extent of the in-
fection, computed tomography (CT) scans were ob-
tained and the findings were consistent with an SPA
along the medial wall of the left orbit and also pansi-
nusitis (Figure 1).
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Figure 1. Axial CT scan in bone window shows left maxillary sinus obli-
teration and left side concha hypertrophy in nasal cavity. There is also
deviation in the nasal septum. Left bulbus oculi is moderately propito-
tic and the left palpebrae is swollen. There is soft tissue swelling and
internal low densities of air or gas in the medial side of the left orbital
cavity. These findings in patients with sinusitis suggest inflammation

and abscess formation in the medial part of the orbital cavity.

The patient was admitted to hospital and given an-
tibiotics and the SPA was surgically drained. The CT
scans were repeated to investigate whether the SPA
had disappeared or persisted and moderate regres-
sion was observed compared to the earlier images
(Figure 2).

Figure 2

Figure 2. It can be observed that the left maxillary sinus obliteration
and soft tissue swelling are partially decreased and internally air disap-
pears completely in the medial side of the left orbital cavity on control
CT examination.
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After two weeks’ post-hospital admission, the clinical
follow-up of our patient was completely favorable.

Discussion:

The etiology of orbital infections includes a wide
array of factors: sinusitis, skin infection, dental abs-
cess, trauma, bacterial septicemia, panophthalmia,
dacryocystitis, orbital/paranasal surgery, and im-
munosuppression.[2,3,4] For those patients with
concurrent sinusitis, aggressive nasal hygiene is an
important element of treatment. A course of nasal
decongestant and saline nasal irrigation can promote
drainage of the sinuses and may have a favorable im-
pact on SPA.[5] An important element in the evalua-
tion of SPA is radiographic imaging. CT scans provide
imaging of the orbital contents and paranasal sinu-
ses, allowing for confirmation of extension of disease
into the orbit, identification of concurrent sinus di-
sease, and detection of the presence of orbital SPA.
Common locations for abscess formation are areas
adjacent to opacified paranasal sinuses. Specifically,
frequent locations for the development of SPA inclu-
de the medial orbital wall and the orbital floor, given
the thin medial wall adjacent to the ethmoid sinus
and the thin orbital floor above the maxillary sinus,

A rare case subperiosteal orbital abscess due to pansinusitis

respectively. Once orbital SPA has developed, rapid
elevation of orbital pressure may result and can cau-
se visual impairment.[6] Surgical intervention should
be considered in patients who fail to respond or who
deteriorate on medical therapy, display worsening
visual function/pupillary changes, or develop an or-
bital abscess, particularly in those cases that involve
the orbital apex or intracranial extension. Standard
surgical procedures for most cases of orbital SPA inc-
lude drainage because of poor antibiotic penetration
and inability to drain spontaneously.[7] In our case,
CT images showed a massive involvement of the pa-
ranasal cavities including the ethmoidal cells and the
SPA of the left orbit. Impairment of vision, periorbital
erythema and hyperemia, proptosis, together with
radiological findings, indicated an immediate surgical
approach to avoid the potential loss of vision and the
devastating morbidity associated with SPA.[8]
Consequently, prompt diagnosis and expeditious
treatment are important inminimising significant
complications such as permanant loss of vision in pa-
tients with symptoms of sinusitis followed by orbital
erythema and eyelid swelling admitted to the emer-
gency department. Do not forget that sinusitis is not
always as innocent as you might think.
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Secondary hypertension due to the use of oral
contraceptive caused by renal fibromuscular
dysplasia

Oral kontraseptif kullaniminin neden oldugu
renal fibromuskuler displaziye bagh sekonder
hipertansiyontal abse vakasi

Abstract

Female patient aged 24 years presented with se-
condary hypertension and were subsequently found
to have renal artery stenosis due to fibromuscular
dysplasia during contraseption with oral contrasep-
tive.

Keywords: Oral contraceptive, Renal Fibromuscular
dysplasia, Secondary Hypertansion

Oz

24 yasindaki olgu hastanemize sekonder hipertansi-
yon tanisi ile basvurdu ve sonugta oral kontraseptif
kullanimina sekonder olarak gelisen fibromuskular
dispalzinin neden oldugu saptandi.

Anahtar Kelimeler: Oral kontarseptif, Renal fibro-
muskuler displazi, Sekonder Hipertansiyon

Introduction

Renal artery stenosis (RAS) may be due to atheroma-
tous disease or renal fibromuscular dysplasia (FMD).
Renal arteries are the most frequent localizations of
FMD, but extra renal arteries may also be involved
(usually carotid arteries). Risk factors of hypertensi-
on-induced renal FMD include estrogen treatment
and smoking. Renal FMD are mostly found in young
women and in children who present with recent se-
vere and/or refractory symptomatic hypertension.
Diagnosis is usually easy (Doppler, CT-scan), and tre-
atment of renal FMD is angioplasty in some cases.
We describe a patient with secondary hypertension
due to the use of oral contraceptive caused by renal
fibromuscular dysplasia.

Case

A 24-year-old patient was admitted to the outpatient
clinic in our hospital complaining of a 18-month his-
tory of headache and hypertension with no known
pathological conditions in her medical history or fa-
mily hypertension background. She has 18-month
history of on amlodipine 5 mg/day (morning dosage)
and blood pressure was 186/110 mm Hg. Physical
examination revealed heart rate 97/min, pulsating
peripheral arteries and no neurologic abnormalities,
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chest pain, papilledema, dyspnea and the rest of the
examination was unremarkable. Blood cell counts,
blood chemistries and urinalysis were normal. Plas-
ma values for sodium and potassium were 138 meq/L
and 4.7 meq/L respectively. The blood urea nitrogen
and serum creatinine were 21 mg/dL and 0.8 mg/dL
respectively. Ambulatory blood pressure monitoring
was used to rule out white coat hypertension, emo-
tional stress and reactivity. Daytime blood pressure
was 183/104 mm Hg and nighttime blood pressu-
re was 180/105 mm Hg by ambulatory monitoring.
With the addition of 5 mg/day amlodipine (evening
dosage), there was better overall control. However,
there were still transient high readings by hospital
recordings. She arranged a ECG, which were unre-
markable. The chest X-ray also revealed no additional
information, and within normal signs. In her history,
she had no excessive consumption of sodium, caffe-
ine or tea, NSAID, alcohol or any medication which
induced hypertension, except oestrogen and proges-
togen pills in past 18 months for contraception with
amlodipine 5 mg/day.

An evaluation for secondary hypertension was done.
During the echocardiography investigation, normal
heart function and no hemodynamically significant
valvulopathy. A supine plasma renin and serum al-
dosterone were 1.24 ng/mL/hr (normal 0.15 - 2.33)
and 11.4 ng/dL (normal 1.0- 16) respectively. Aldos-
terone to renin ratio was 9.2 (normal less than 25).

Thyroid functions were also normal. Plasma me-
tanephrines and 24-h urine collection was obtai-
ned and revealed a normal level. Low dose (1mg)
dexamethasone(DXM) suppression test was done
and was found a suppressed cortisol level (<1.8ug/
dl). We evaluated 17 hydroxyprogesterone, testos-
terone, luteinizing hormone (LH), follicle-stimulating
hormone (FSH), in order to eliminate the possibility
of an 11-hydroxylase deficiency (known to associa-
te elevated BP). The results of the above mentioned
tests were not relevant for any endocrine possible
cause of hypertension in this particular case. The cli-
nical findings suggested, she has a secondary hyper-
tension due to the use of oral contraceptive caused
by renal fibromuscular dysplasia. (Table-1)
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Table-1 : Patient Laboratory Values

Consequently, a renal duplex ultrasonography was
performed, which diagnosed a bilateral renal artery
stenosis (figurel-2).

Figure 1.Right renal arter duplex ultrasonography
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Figure 2. Left renal arter duplex ultrasonography
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In her hypertension medication, we added ramipril 5
mg/day to amlodipine 5 mg twice a day. The evoluti-
on of the patient improved dramatically after ceased
oral contraseptive pills.
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After one week later, her symptoms responded well
to this therapy. Both from the clinical point of view
absent headaches and controlled BP, below 140/90
mmHg, and 24-h Holter. She was discharged at the
14th day of hospitalization with amlodipine 5 mg
mg/day.

Discussion

Ambulatory BP monitoring is the best method to do-
cument BP and to guide treatment (1). Ambulatory
blood pressure monitoring was used to rule out whi-
te coat hypertension, reactivity and emotional stress
(2,3). Then, the BP was still elevated after conside-
ration of the these preceding steps, we began other
investigations to rule out secondary causes of hyper-
tension, such as, primary aldosteronism, pheochro-
mocytoma, thyroid dysfunction, cushing’s syndrome
and renal artery stenosis (4).

This patient was normokalemic before adding 5 mg
amlodipine. She did not complain of muscle aches,
cramps or excessive fatigue. She did not eat licorice.
The best screening test is a plasma renin activity and
serum aldosterone levels for primary aldosteronism.
Renin activity and serum aldosterone level was obta-
ined and ratio revealed a normal level (5).

The commonly reported clues of episodic hyperten-
sion (associated symptoms of headaches, sweating,
flushing or pallor, gut upset or weight loss) were not
presented but persistently elevated BP can be pre-
sent for pheochromocytoma in our patient (6). We
obtained a 24-hour urine for volume, metanephri-
nes, and total catecholamines. Plasma metaneph-
rines and 24-h urine collection was obtained and
revealed a normal level. The findings from physical
examination pointed towards no thyroid dysfunction
and laboratory tests confirmed a diagnosis of euth-
yroidism.

Less commonly, hypertension presents in patients
with Cushing’s syndrome (glucocorticoid excess). (7)
Cushing’s syndrome can cause hypertension via the
mineralocorticoid effects of excess glucocorticoids
and is best screened for with a dexamethasone-supp-
ression test (8). A low dose dexamethasone suppres-
sed cortisol level in our patient with no pathology in
endogenous cortisol production.

Fibromuscular dysplasia is one of the two main ca-
uses of RAS, accounting for less than 10% of these
cases (9). Fibromuscular dysplasia, or fiboromuscular
dysplasia of arteries, often abbreviated as FMD, is a
disease that can cause narrowing (stenosis) of arte-
ries in the kidneys. Patient suspected of having FMD,
we selected to first undergo a noninvasive imaging
test. The diagnosis is confirmed by duplex ultraso-

Secondary hypertension due to the use of oral contraceptive caused by renal
fibromuscular dysplasia

nography (10).

FMD mostly affects women below the age of 40 and
more specifically, renal arteries in the distal two
thirds or even segmental segments; bilateral occur-
rence is quite frequent (60% of cases (11). Despite
various hypotheses linking it to genetic, mechanic or
hormonal factors that are being suggested, the pat-
hogenesis of this disease remains unknown.

A recent and sudden onset of severe arterial hyper-
tension in a young female patient with negative pat-
hological personal and family history may raise the
possibility of renal artery stenosis. Likewise, refrac-
tory hypertension to aggressive antihypertensive tre-
atment is most likely to indicate RAS, and this pat-
hology needs to be investigated (12). In the present
case report, subsequent to the RAS diagnosis, the
fibro-muscular dysplasia was suggested by female
gender ,age and the use of oral contraceptive.

Oral contraceptives have been associated with a rise
in blood pressure in normotensive women and an
accentuation of pre-existing hypertension (13). In
addition an association between the development of
malignant hypertension and oral contraceptive the-
rapy in the absence of renovascular disease has been
described (14).

Oral contraceptives represent an another class of
drugs that are widely used and are capable of indu-
cing hypertension (15,16). The larger study evaluating
the effects of oral contraceptives on blood pressure
was the Nurses’ Health Study, in which more than
60,000 normotensive women were prospectively fol-
lowed for 4 years (17). Women using oral contracep-
tives had an 80% higher risk of developing hyperten-
sion compared to women that were not using such
drugs. However, withdrawal of oral contraceptives
abolished this increased risk, underlining the need
for close monitoring in women taking oral contra-
ceptives. Another important aspect of “pill”-induced
hypertension regards the contribution of oral cont-
raceptives in uncontrolled hypertension. A study in
hypertensive women revealed that those taking oral
contraceptives had more severe hypertension and lo-
wer blood-pressure control rates than women using
other contraceptive methods (18).

The dual actions of estrogen on cellular proliferation
and apoptosis have been found in various cell types.
In vascular smooth muscle cell (VSMC), estrogen
promoted the subcultured VSMC growth through
up-regulation of mitogen activated protein kinase
(MAPK) pathways (19). The finding that estrogen
could simultaneously affect proliferation of vascu-
lar smooth muscle cell (20). Estrogen has also been
shown to have numerous effects on the RAAS. Oral
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estrogen increases hepatic production of angioten-
sinogen levels (21). The increase in angiotensinogen
level associated with oral estrogen is accompanied
by a parallel increase in plasma angiotensin Il levels
(21-24), despite reduction (21) or no change (21,23)
in plasma direct renin levels and serum angiotensin
converting enzyme activity.

Several drugs may induce blood pressure elevati-

Kebapgilar et al.

ons, with NSAIDs and oral contraceptives being the
most common. Therefore, physicians need to be very
meticulous during medical history taking, in order
to uncover the use of drugs inducing hypertension.
The withdrawal of offended drugs usually results to
the return of blood pressure at previous levels.In the
case, oral contraseptives considered cause of secon-
dary hypertension.
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Primer ince barsak adenokarsinomu: Olgu su-
numu

Primary adenocarcinoma of the small intestine:
Case report

Oz

ince barsak malign tiimérleri seyrek rastlanan ve
nonspesifik semptomlarla seyreden bir hastaliktr.
Primer ince barsak kanserleri gastrointestinal sistem
(GIS) timérlerinin sadece % 2 kadarini olusturur.
ince barsak kanserine ait spesifik bulgu yoktur. Ayrica
konvansiyonel yontemle yapilan endoskopi ile jeju-
num ve ileuma ulasmak giictir. Bu nedenle Treitz’in
distalindeki ince barsak segmentinde yerlesmis ma-
lign timorlerin tanisi zor olup genellikle hastaligin
ileri evresinde kanama, ileus veya perforasyon gibi
komplikasyonlar nedeniyle acil olarak opere edilen
boyle hastalarda ameliyat sirasinda konur. Bu ne-
denle prognoz koétudir.Sadece cerrahi girisimle kir
saglanabilir. Kemoterapinin sagkalim Uizerine etkisi
kanitlanamamistir. Bu yazida proksimal jejunumda
adenokanser gelismis bir hasta nedeniyle ince bar-
sak adenokarsinomlarini gdzden gegirdik.

Anahtar Kelimeler: ince barsak kanserleri, Jejunum
adenokarsinomu, Gastrointestinal maligniteler

Abstract

Malign lesions of small bowel are a rare clinical entity
with a non-spesific presentation. Primary malignant
tumors of small bowel account for almost % 2 of all
gastrointestinal tumors. The diagnosis of adenocarci-
nomas cited among these lesions is also difficult and
diagnosis is generally made at laparotomy. These
patients mostly are admitted with signs of acute ab-
domen and urgent laparotomy reveals perforations,
bleeding or bowel obstruction due to tumoral lesion
located on small bowell. Therefore, the prognosis is
poor. Surgical intervention provides the only hope of
cure for patients with this disease. The effect of che-
motherapy on survival has not been verified. In this
article, we aimed to present a case of jejunal ade-
nocarcinoma and review the literatlire about small
bowel malignancy.

Keywords: Small bowel cancers, Jejunaladenocarci-
noma, Gastrointestinal malignancy
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Giris

Gastrointestinal traktus’'un %70-80’ini olusturmasina
karsin bu bolgede gelismis malign timarlerin sadece
%2’si ince barsaklardan koken alir (1). Risk faktorle-
ri arasinda Crohn hastaligi ilk sirada yer alir. Crohn
hastaliginda malignite gelisme insidansinin normal
popllasyona oranla 4-20 kat arttigi bildirilmistir (2).
En sik gorulen malign tiimorler adenokarsinomlardir.
Duodenumun papilla Vateri lokalizasyonunda ortaya
¢tkmis adenokarsinomlar, mekanik iktere yol agma
ve endoskopi ile kolay ulasilma gibi nedenlerle er-
ken evrede saptanabilir (3). Duodenumun distalinde
gelismis adenokarsinomlarin tanisi ise gii¢ olup has-
talik genellikle ileri evrede saptanir. Erken taniigin en
onemli husus, klinisyenin nonspesifik semptomlarla
poliklinige basvuran hastalarda bdyle bir patolojinin
de olabilecegini gbz 6niinde bulundurmasidir (1). Ki-
ratif tedavi ancak cerrahi girisimle saglanabilir. Sag-
kahimi etkileyen faktorler yas, timor lokalizasyonu,
hastaligin evresi ve rezektabilitedir (2,3). Biz bu ¢alis-
mamizda proksimal jejunumda adenokarsinom gelis-
mis primer ince barsak adenokarsinomlu olgumuzu
sunmayl amacladik.

Olgu

58 yasinda kadin hasta bulanti, kusma ve kilo kaybi
nedeniyle basvurdugu gastroenteroloji polikliniginde
istenen bilgisayarli tomografide (BT); proksimal jeju-
numda 2 cm lik bir segmentte liimeni belirgin bigim-
de daraltan konsantrik duvar kalinlagsmasi, proksima-
lindeki jejunum ve midede dilatasyon saptanmisti.
Bu bulgu esliginde hastaya ince barsak endoskopisi
uygulandi. Endoskopisinde proksimal jejunumda
limeni kismen tikayan Ulserovejetan bir kitle tespit
edilip biyopsi alinmig ve hemen sonrasinda hasta po-
liklinigimize yonlendirildi. Hastanin yapilan muayene-
sinde kasektik goriiniim , dehidratasyona bagl olarak
ciltte turgor-tonusun azalmis oldugu gozlendi.Karin
muayenesi ve vital bulgular olagandi. Laboratuar
tetkiklerinde Gremi, hiponatremi, hipoproteinemi ve
anemi saptandi.Patoloji sonucu adenokarsinom ola-
rak bildirilen hastaya laparatomi planlandi. Ameli-
yatta timoral kitlenin Treitz'in 20-25 cm distalindeki
jejunum ansinda yerlesip serozaya ulastigl ve cevre
invazyonu yapmamis oldugu goérildu (Resim).

Primary adenocarcinoma of the small intestine: Case Report

Resim 1: ince Barsakta Adenokarsinom

Karin icindeki organlarda uzak metastaz tespit edil-
medi. Genis ince barsak rezeksiyonu yapildi. Ame-
liyat materyalinin patolojik tetkikinde incebarsak
adenokarsinomu+mezanterde attake olmus lenf no-
dilh saptandi. Hastallk TNM siniflamasina gore T3,
N1, MO ve Evre- 3 olarak degerlendirildi. Post opera-
tif donemi olaysiz seyreden hasta adjuvan tedavi i¢in
tibbi onkoloji poliklinigine yonlendirildi.

Tartisma

ince barsak tiimérleri, tiim gastrointestinal sistem tii-
morleri arasinda oldukca nadir olup yaslasik %1-2'sini
olusturmaktadir. ince barsak timériiniin nadir goriil-
mesinde; sivi icerik, hizli transport,alkali ortam, ince
barsak duvarinda IgA sentezi ve ince barsak mukoza
hiicrelerinin hizli rejenerasyonu gibi nedenler yer
almaktadir. ince barsakta rastlanan adenokarsinom-
larin yaridan fazlasi ise duodenumdadir. Bu durum
duodenumda vyiksek safra ve safra metaboliti kon-
santrasyonu ile agiklanabilir. Ayrica Crohn hastalig
ve Familyal Adenomatozis Polipozis , Non-polipozis
Kolorektal Kanser, Coliyak sprue , Kistik fibrozis gibi
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genetik hastaliklar da predispozan faktorler arasin-
dadir( 3).

ince barsagin primer kanserleri histolojik olarak 4 alt
gruba ayrilir. Genis serilerde kanser tipi siklik sirasina
gore: adenokanser, karsinoid timorler, gastrointesti-
nal stromal tiimorler ve lenfoma olarak siralanmistir.
Adenokarsinomlar bu serilerdeki olgularin yaklagik
yarisini olusturmaktadir. Adenokarsinomlarin ¢ogu
duodenum ve proksimal jejunumda gorilirken
,distale dogru gittikce lenfoma ve karsinoid tiimor
insidansi artar (4). Bizim olgumuzda timor jejenum
yerlesimli idi.

Klinik semptomlar adenokarsinomun yerine ,bliyiime
patterni ve metastaz yapma potansiyeline gore orta-
ya cikar.Papilla Vateri yakininda yerlesmis adenokar-
sinomlar intermittan sarilik ,kolanjit ve peptik Glseri
andiran semptomlar nedeniyle yapilan endoskopi
ile erken donemde saptanabilir. Ancak jejunum ve
ileum adenokarsinomlu olgularin ¢ogunda baslangic
asemptomatiktir. Bu hastalar daha sonra karin agrisi,
bulanti-kusma ve anemi gibi nonspesifik yakinmalar
ile hekime basvurur ve genellikle psikosomatik bar-
sak hastaligl veya irritabl kolon tanisi alirlar. Boyle
hastalarda adenokarsinom tanisi ise genellikle has-
taligin ileri evresinde mekanik ileus, kanama ve per-
forasyon gibi komplikasyonlar nedeniyle yapilan acil
laparatomiler de elde edilen ince barsak rezeksiyon
materyallerinin patolojik tetkiki esnasinda konur. Bi-
zim olgumuzda ince barsak timord bulanti, kusma ve
kilo kaybi sikayetleri ile tetkik asamasinda saptanmis-
b

ince barsak tiimérlerinin  evrelemesinde siklikla
American Joint Committee on Cancer’ in TNM kriter-
leri kullanilir. Evreleme tUimorin barsak duvarindaki
invazyon derinligi, rejyonel lenf nodlari ve uzak me-
tastaz varligi/yoklugu esas alinarak yapilir. Bizim olgu-
muz Evre Il ince barsak adenokarsinomu idi.
Duodenumun distalindeki kanserlere endoskopik

Eretal.

olarak ulasmak zordur. Push-type jejunal endoskopi
jejunumdaki timorlerin saptanmasinda 6nemlidir.
Enteroklizis ydontemiyle gereginde cift kontrasli olarak
ve klasik rontgen cihazi, BT veya manyetik rezonans
gibi gorintileme yontemleri ile yapilan baryumlu
tetkikler de taniya yardimci olabilir. Halen pratikte BT
ince barsak kanserlerinin saptanmasinda en énem-
li yardimci tani aracidir (5). Bu yontemle olgularin %
80’inde timor saptanabilmektedir. Karakteristik BT
bulgulari parsiyel obstriiksiyon ve daralmadir. Bu
goriintli 3 cm ve daha biyik timorlerde ortaya cik-
maktadir (6). Bizim olgumuzda 6n tani BT ile konduk-
tan sonra tani endoskopi ile konmustur. CEA, Ca 19-9
ve Ca-125 gibi timor marker’larinin taniya katkisi be-
lirlenememistir.

Hastaligin tedavisinde cerrahi girisim sagkalimi uza-
tan tek secenek olarak karsimiza ¢cikmaktadir. Jeju-
nal ve ileal adenokarsinom’lu hastalarin % 40-65’inde
kiratif rezeksiyonlar yapilabilmektedir (3 ). Genis
ince barsak rezeksiyonu, seckin cerrahi tedavi yonte-
midir. Duodenumda vyerlesmis adenokarsinomlarda
ise lokal transduodenal rezeksiyon, Whipple ameli-
yati veya pankreas koruyucu duodenektomi gecerli
cerrahi tedavi teknikleridir. Bizim olgumuz jejunum
yerlesimli oldugu icin segmental jejunal rezeksiyonu
yapimistr.

Kemoterapinin etkinligi ve sagkalima katkisi kanit-
lanamamistir. Bu amacgla 5-florourasil tek basina ya
da doxorubicin, cisplatin, levamisole, mitomycin ile
kombine olarak denenebilir. Ayrica ince barsak ade-
nokarsinomlari radyorezistan olarak kabul edilir ve
radyoterapi sadece palyatif amacla denenebilir.
Sonu¢ olarak, ince barsak adenokarsinomunun ta-
nisini koymak zordur. Bulanti, kusma, kilo kaybi gibi
nonspesifik gastrointestinal semptomlari olan ve
kesin tani konulamayan hastalarda ince barsak ade-
nokarsinomu ihtimali de dastnilmeli , jejunum ve
ileum gorintilenmeye calisiilmalidir.
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Gergek umblikal diigiimde doppler ultrasonog-
ragi’ de velosite degiskenligi: Olgu sunumu

Diversity of flow velocity in doppler ultraso-
nography on true umbilical cord: Case report

Oz

Gergek umblikal digiim, ender goriilen umblikal kord
anomalilerinden biridir. Ancak intrapartum fetal stres
ve perinatal komplikasyonlarla iliskili olabilir. Bu ¢a-
lismamizda 34. gebelik haftasinda tanisi konulan ve
pulse dopplerde digiim oncesi ve sonrasi velosite
degisikligi goriilen gercek umblikal digimind sun-
may! amagladik.

Anahtar Kelimeler: Ger¢cek umbilikal kord, velosite,
Doppler ultrasonografi

Abstract

True umbilical cord knot is one of the abnormaliti-
es of the umbilical cord which is a rare occurrence.
but may be associated with intrapartum fetal distress
and perinatal complications. We aimed to present a
true umblical cord case pregnancy that is diagnosed
at 34 weeks, which had diversty Doppler flow velo-
sity at pre and post knot parts of the umbilical cord.
Keywords: True umbilical cord, velocity, Doppler ult-
rasonography

Giris

Gergek umblikal digim, tim dogumlarin yaklasik
%1,2'sinde goriltr(1). Risk faktorleri arasinda umb-
likal kordun uzun olmasi, polihidroamniyos, erkek fe-
tus, gestasyonel diyabet, monoamniyotik ikiz gebelik
ve multiparite yer almaktadir(2).Cogu olguda, her-
hangi bir klinik soruna neden olmasada, nadir olarak
fetal kayiplarla iliskili olabilmektedir. Bu sebeple int-
rauterin donemde taninmasinda fayda vardir. Prena-
tal dénemde tani oldukg¢a zordur. Ramon y Cajal ve
Martinez, 5 vakada transvers umblikal kordun, umb-
likal kord diigiimu tarafinda sarildigi gercek umblikal
digume karakteristik asilmis kement/ilmik bulgusu-
nu tariflemislerdir(3). Bu galismamizda 34. gebelik
haftasinda tanisi konulan ve pulse dopplerde digim
Oncesi ve sonrasi velosite degisikligi gorilen gercek
umblikal diglimiini sunmayi amacladik.
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Gergek umblikal diiglimde doppler ultrasonografi’ de velosite degiskenligi: Olgu
sunumu

Olgu

26 yasinda G2P1Y1, son adetine gore 34 haftalik ge-
beligi olan hasta, klinigimizde rutin gebelik takibi
sirasinda gorildi. Hastanin hikayesinde, Rh-Rh uy-
gunsuzlugu ve gecirilmis sezaryen operasyonu disin-
da oOzellik yoktu. Sistem muayenesi dogaldi. Gebelik
takiplerinde herhangi bir anormallik tariflemeyen
hastaya gebeliginin 28. haftasinda 300mcg anti-D
immunglobulin  (Rho-gam) uygulandigi o6grenildi.
Obstetrik ultrasonografide (Obs-Usg); BPD: 83mm
(33w3d) HC: 303mm (33w5d) AC: 295mm (33w4d)
FL:61mm (31w6d) ile uyumlu plasenta anteriorda,
dért kadran amniyon sivi indeksi (ASi):92mm, tahmi-
ni fetal agirhk 2246 gr, fetal kalp atimi 144/dk olan
bas gelis ile prezente tekil gebelik saptandi. Gri sca-
lada umbilikal arterde knot ile uyumlu yonca yapragi
ve asilmis kement/ilmik gérinim izlendi. Umblikal
arter pulse doppler incelemesinde knot 6ncesi peak
sistolik velosite (PSV) 30cm/sn, knot sonrasi PSV
55cm/sn olarak izlendi (Resim 1).

Resim 1: Umblikal digiim pulse Doppler gériintiisii.

Non Stress Testi (NST) reaktif, uterin kontraksiyon
yoktu. Hastaya fetal akciger matiirasyonu icin iki doz
betametazon 12 mg IM uygulandi ve danismanlik ve-
rilerek iki hafta sonra poliklinik kontroli icin ¢caginldi.
Gebeligin 36.haftasinda sanci ve su gelmesi sikayeti
ile klinigimize tekrar basvuran hastanin steril speku-
lum muayenesinde berrak aktif amniyon akisi ve 3 cm
servikal acikhgr mevcuttu. NST’si reaktif idi. Ultraso-
nografide knot goriinimii tekrar dogrulandi. Onceki
uterin skar 6yklsi nedeniyle sezaryen karari verilen
hastanin rejyonel anestezi esliginde sezeryan operas-
yonu ile dogumu gerceklestirildi. 1.dk APGAR’1 7, 5.dk
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APGAR’1 9 olan, 2600 gr agirlhiginda kiz ¢ocugu bas ge-
lis ile dogurtuldu. Umblikal kord uzunlugu 77cm ola-
rak ol¢tldl ve bir adet gercek knot izlendi(Resim 2).

Resim 2: Sezeryan sirasinda umbilikal kordda gergek diigim

Bebek kan grubu Arh + olan hastaya Rh immiinglo-
bulin yapildi. Takiplerinde sikinti olmayan hasta, post
operatif 2.glin taburcu edildi.

Tartisma

Umblikal korda fetusun kaderi yada hayat c¢izgisi de
denir.(4) Ortalama umblikal kord uzunlugu 55 cm
dir. Umblikal kord 70 cm den fazla oldugunda uzun
umblikal kord olarak tariflenir (5). Bizim olgumuz-
da tek risk faktorii olan umblikal kord, 77 cm olarak
Olclildii. Gercek umblikal diglimin prenatal tanisi
oldukga zordur ancak imkansiz degildir. Collins ilk
defa 32.gebelik haftasinda gercek diigiimin prenatal
tanisi raporlamis ve Obs-Usg de karakteristik yonca
yapragi gorinimiini oldugunu soéylemistir (6). Ancak
diger arastirmacilar bunu dogrulamamigtir. Ramon y
Cajal ve Martinez, 5 vakada transvers umblikal kor-
dun, umblikal kord diGglimu tarafinda sarildig ger-
¢ek umblikal diiglime karakteristik asilmis kement/
ilmik bulgusunu tariflemislerdir(3). Bizim olgumuzda
tani 34. gebelik haftasinda konuldu; ayrica hem yon-
ca yapragl hemde asilmis kement/ilmik gérimun
mevcuttu. Sherer, retrospektif kayitlara dayanarak;
umblikal arter Doppler dalga akim formlarinda artmis
velosite orani ve sistolik notchu olan, prenatal do-
nemde tanisi konulmamis gercek umblikal didgimi
raporladigi vakada, gercek diigliimuin arteriyal limeni
daraltarak, hizli direng artisina ve yliksek velosite ora-
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nina neden olabilecegini varsaymistir(7). Eger gercek
umblikal digiim uteroplasental kan akimini bozuyor
teorisi dogrulanirsa, doppler akim anormalliklerinin
tespiti ile prenatal donemde gercek umblikal digim
tanisi konulabilinir. Bizim olgumuzda pulse doppler
yardimiyla umblikal arterde doppler digiim 6ncesi
ve sonrasi farkl velosite oranlari ve ayni zamanda sis-
tolik notch izlenmistir. Gergek digiim 6ncesi doppler
velosite orani 30 cm/sn iken diigim sonrasi 55 cm/
sn bulunmustur. Olgumuzda gercek digliimde tespit
edilen bu velosite farkinin Sherer’in tarifledigi sekil-
de digimiin umblikal arterde daralma neticesinde
buna neden olabilecegi kanaatindeyiz. Bazi yazarlar
¢ boyutlu (3D) power Doppler sonografinin, 6zellikle
Gglnci trimesterde gercek umblikal kord digimiiniin
tanisinda faydali olabilecegine inanmaktadirlar(3).
Gergek umblikal digiimde fetal 6liim riski yaklasik
dort kat artmistir(1). Hershkovitz gercek umblikal
digimde glven vermeyen fetal kalp atim traseleri,

Gengdal et al.

mekonyum boyali amniyon sivisi, sezeryan operasyo-
nu ve antepartum fetal 6lim oranlarini daha yuksek
olarak bildirmistir(1). Bazi ¢alismalar gercek digim
ile intrauterin gelisme geriligi arasinda iliski oldugunu
soylemektedir.(8) Bizim olgumuzda fetal gelisim geri-
ligi izlenmedi. 36.gebelik haftasinda erken membran
raptird gelisti ancak bu durum umblikal digimle
iliskilendirilmedi. Amniyon sivisi mekonyumlu degil-
di. Fetal kalp atim traselerinde herhangi bir anormal-
lik saptanmadi. Sezaryen operasyonu, daha dnceden
gecirilmis sezeryan operasyonuna bagh uterin skar
nedeniyle yapildi.

Sonug olarak; Gergek umblikal digiim genelde klinik
bir sorun olusturmasa da, nadir de olsa fetal kayip-
lara neden olabilmektedir. Prenatal dénemde tanisi
oldukga zor olan bu durumun erken taninmasi igin
renkli ve pulse Doppler ultrasonografinin kullaniima-
sinin tanida oldukga fayda saglayacagi kanaatindeyiz.
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Ciddi hipokalsemi gelisen yaygin osteoblastik
kemik metastazli prostat kanserli bir hasta

A prostate cancer patient, who had severe
hypocalcemia, due to the widespread
osteoblastic bone metastases

Oz

Prostat kanseri en sik osteoblastik kemik metastazi
yapan kanserdir. Prostat kanseri sikligi ileri yaslarda
artmaktadir. Nadiren osteoblastik metastaza bagl
ciddi hipokalsemi izlenmektedir. Ancak her osteob-
lastik metastazli hastada hipokalsemi tesbip edileme-
mekte ve bu celiski ile ilgili en 6nemli faktor metas-
tazin yayginligi gibi gériinmektir. Biz bu ¢alismada 92
yasinda yaygin osteoblastik kemik metastazina bagh
ciddi hipokalsemi gelisen prostat kanserli bir hastayi
sunmay! amagladik. Bu vakada hipokalseminin teda-
viye olduke¢a direngli oldugunu saptadik. Serum kal-
siyumu 4.8- 5 mg/dl gibi oldukca disuk dizeylerde
olmasina ragmen klasik hipokalsemi bulgulari hasta-
da yoktu. Yaklasik 5 aylik tedavi ile kan kalsiyum diize-
yi 8.8 mg/dl olabildi. Ciddi hipokalsemi seviyelerine
ragmen semptom vermeyen bu nadir vakayl sunmak
istedik.

Anahtar Kelimeler: Hipokalsemi, Prostat Kanseri, Os-
teoblastik Metastaz

Abstract

Osteoblastic bone metastasis is frequently seen in
prostate cancer. The incidence of prostat cancer is
increasing with age. Severe hypocalcemia due to os-
teoblastic metastasis is very rare. However, hypocal-
cemia is not seen in every patient with osteoblastic
metastasis and the most important factor regarding
this dilemma seems to be due to the extension of me-
tastasis. We found severe hypocalcemia in a 92 years
old patient with diffuse osteoblastic bone metastasis
due to prostate cancer and hypocalcemia was rea-
sonably resistant to treatment. In spite of very low
blood calcium levels, he did not have the classic signs
of hypocalcemia. The blood calcium levels have inc-
reased to a level of 7.6 mg/dl| after 3 months of tre-
atment. There fore we wanted to present this rare
case.

Keywords: Hypocalcemia, Prostate Cancer, Osteob-
lastic Metastasis
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Ciddi hipokalsemii gelisen yaygin osteoblastik kemik metastazli prostat kanserli
bir hasta

Giris

Ozellikle ileri evre kanserli hastalarda hiperkalsemi
nispeten daha yaygin bir komplikasyondur. Bu hasta-
larda ciddi hipokalsemi nadir gorilir. Kanserli hasta-
larda hipokalsemi nedenleri arasinda albumin azhgi,
vitamin D eksikligi, timor lizis sendromu, bifosfonat
kullanimi, magnezyum eksikligi, malabsorbsiyon, hi-
poparatroidi ve yaygin osteoblastik kemik metastazi
gelmektedir [1]. Yaygin kemik metastazi olan prostat
kanserli hastalarda ciddi hipokalsemi olgulari vaka
sunumlari seklinde literatlirde bildirilmistir. Sunu-
lan bazi vakalarin hipokalsemik bulgular agisindan
asemptomatik oldugu, bazi vakalarin da belirgin hi-
pokalsemi bulgulari gosterdigi anlasilmaktadir. Os-
teoblastik kemik metastazinin yayginligi hipokalsemi
acisindan 6nemli bir etken olarak distinilmektedir
[2,7].

Vaka Sunumu

92 yasinda olan bu hastanin 5 yil 6nce prostat sika-
yetleri nedeniyle yapilan tetkiklerde prostat spesifik
antijen (PSA) degeri 32.2 ng/ml saptanmis ve pros-
tat biyopsisi 6nerilmis. Ancak hasta bu islemi kabul
etmemis. Alfa blokaji ile prostat yakinmalari azalmis.
Hasta baska bir tedavi almamis. Son 2 yildir yaygin
kemik agrilari olmaya baslamis. Hastaya sadece anal-
jezik tedavi uygulanmis. Takiplerde PSA degerinin
2220 ng/ml gibi ¢ok yukseldigi gérilmis. Prostat ile
ilgili ileri tetkikleri yine kabul etmeyen hastada derin
anemi etiyolojisi agisindan dis merkezde kemik iligi
aspirasyon biyopsisi yapilmis. Biyopsi sonucu kemik
iliginde adenokarsinom metastazi saptanmis. Histo-
patolojik bulgular prostat karsinomunun kemik iligi
metastazl ile uyumlu bulunmus. Anemi yoniinden
semptomatik olmasi nedeniyle hastaya kan transfiiz-
yonu yapilmis. Prostat kanseri icin inop olan hastaya
anti-androjen hormon tedavisi uygulanmis (leuprore-
lin Asetat 22.5 mg). Yaklasik 3 ay sonra hastanemiz
acil servisine nefes darligi, genel durum bozuklugu,
ylksek ates, biling bulaniklig, ajitasyon, bacaklarin-
da sislik, yaygin agrilar nedeniyle basvurdu. Hasta
oldukga soluktu, tansiyonu 80/40 mm Hg, ates 37.5
C’, nabiz tasikardik saptandi. Solunum sesleri kaba,
yaygin ronkis, bazallerde ral ve her iki bacakta pre-
tibial 6dem mevcuttu. Cekilen akciger grafisinde kar-
diyomegali, bilateral plevral efflizyon, akciger 6demi
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bulgulari ve kemiklerde yaygin osteoblastik metastaz-
saptandi (Resim 1).

Resim 1:Akciger grafisinde kardiyomegali, bilateral plevral efiizyon, ke-

miklerde osteoblastik metastaz gériilmekte.

Hastanin tiim vicut kemik sintigrafisinde de kemik-
lerde yaygin metastaz gorildi (Resim 2).

Resim 2: Yaygin kemik metastazini gésteren tiim viicut kemik sintigrafisi
Hastanin acil serviste basvurdugu sirada yapilan la-
boratuvar tetkiklerinde Hb: 6.6 gr/dl, Ure: 79 mg/dl,
kreatinin: 0.95mg/dl, albimin: 3.1gr/dl, alkalen fos-
fataz (ALP) :1112U/L, Ca: 4.8 mg/dI, iyonize Ca: 0.22
mmol/L, total PSA: >92ng/ml, serbest PSA: >50ng/
ml, parathormon (PTH) : 148 pg/ml, 25-OH vitamin
D3: <8.3ng/ml, fosfor: 4.9 mg/dl, magnezyum (Mg):
1.61mg/dl olarak saptandi (Tablo-1).
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Tablo-1: Hastanin serum kalsiyum, albumin, parathormon ve PSA de-

gerlerinin zaman icindeki degisimi

Hiyokimya oelly | Tay Tay Jay 4ay Say
sonra | sonra | sarn | soara | sonra
Kalstyem (mpdl) i a5 ig 5 [T
Faafor { mg/dl) T &5 | f2 | § | 4® |37
Magmeryum {mg/dl) (3 171 1% | 128 | 15 [188
ALF{LL) 112 799 680 49 | 265|198
FTH (ppmd) 48,6 1943 | 213 31 T L
TE0H Vit DI (ng/mi} =3 EE] K] %
12E0H Vit Db (pgrml) I
FaA (pml) 3] I3 | 153F | &3 741 |44l
T Frotsin igridl} &7 &4 o B4 |63
Albumin (pridl) LR £ 77 S % R A - R S ¥

Anemi yoniinden semptomatik olan hastaya 3 Unite
eritrosit sispansiyonu verildi. Hastanin yaygin agri-
lari nonsteroid anti-inflamatuar (NSAI) ilaglar disin-
da ilaglarla; metamizol ve fentanyl ile tedavi edildi.
Hastaya once parenteral beslenme tedavisi yapildi.
Daha sonra oral beslenme solisyonlari ile beslen-
mesi desteklendi. Verilen eritrosit slispansiyonlari
sonrasi hemoglobin degeri 9.6 gr/dl'a kadar yukseldi.
Yakinmalari azalan hastaya kalp yetmezligi tedavisi,
agri tedavisi, oral beslenme destek urinleri, kalsidiol
0.25 2x1 ve kalsiyum tedavisi verilerek taburcu edil-
di. 1 ay evde tedavisine devam eden hastanin genel
durumu daha iyi oldu. istahi agildi, nefes darlig geg-
ti. Yaygin vicut agrilari verilen tedaviyle azaldi. Be-
lirgin diz agrilari daha ¢ok osteoartroza bagliydi. Bir
ay sonra hastanin yapilan kan tetkik sonugclari: ALP:
799U/L, albimin: 3.95gr/dl, Ca: 5.5mg/dl, iyonize
Ca: 0.68mmol/L, fosfor: 4.5mg/dl, Mg: 1.71mg/dI,
PTH:194.3pg/ml, PSA:26.34ng/ml, 25-OH vitamin
D3: 13.9 ng/ml bulundu (Tablo-1). Hastanin yiksek
ALP dizeyinin dustigi, PSA degerinin daha da disti-
gl ancak kan kalsiyum degerinin artmadigi gorild.

Hastanin aldigi kalsiyum miktari (3x1000mg) artirildi.
Ayrica 0.5 mikrogram 3x1 kalsidiol kullanmasi 6neril-
di. Ayrica Urolojik muayenesi ve yapilabilecek tedavi
acisindan onerileri icin konsiltasyon istendi. Rektal
muayenede grade-2 blylkliglinde sert ve endure
prostat tespit edildi. Anti-androjen hormon (leup-
rorelin Asetat 22.5 mg) tedavisine devaminin uygun
olacagina karar verildi. 25 giin sonra kontrole gelen
hastanin genel durumunun daha iyi oldugu goérild.
istahi iyi idi, beslenme destek triinleri kullaniyordu.
Yaygin agrilari ve diz agrilari icin hasta fentanil trans-
dermal ve NSAI ilaglar kullanmaktaydi. Efor kapasitesi
az idi. Laboratuvar sonuglari: PSA: 18.35 ng/ml, ALP:
689 U/L, albumin:3.8 gr/dl, Ca: 5.8 mg/dl, fosfor: 5.2
mg/dl, Mg: 1.86 mg/dl, PTH: 215 pg/ml, 1.25-OH Vi-
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tamin D3: 66.4 pg/ml (Tablo-1) saptandi.

Hala kan kalsiyum dizeyi duslktl; ancak aktif D vi-
tamin dizeyinin arttg gorildi. Hastanin kalsidiol
tedavisi kesildi ve yerine kalsitriol 0.5 mcg 3x1 alma-
siI 6nerildi. Takipte hastanin genel durumu daha iyi
oldu. Kalga bolgesinde agrilari azaldi. Yaklasik 40 giin
sonra kontrole gelen hastanin laboratuvar verileri:
ALP: 449U/L, Magnezyum:1.94 mg/d|, Fosfor: 5 mg/
dl, Ca: 7.6 mg/dl, Albumin: 3.9 gr/dl, 25-OH Vitamin
D3: 23.3 ng/ml, PTH: 229pg/ml, PSA (total): 8.36 ng/
ml (Tablo-1) saptandi. Hastanin kan kalsiyum degeri-
nin yikseldigi, alkalen fosfataz diizeyi, PSA diizeyinin
diismekte oldugu goraldi. Albumin dizeyinin disilk
olmadigi gorildi. 25-0OH Vitamin D3 diizeyi de daha
Oonceki degere gore artmist. 3 ayda bir yapilan hor-
mon tedavisinden sadece 2 kez almisti. 2220’lerde
olan PSA degeri bu tedaviyle 8.36 degerine kadar
diistl. Hasta yaklasik 1 ay sonra hormon tedavisi al-
mak Uzere geldiginde tekrar tetkikleri yapildi. Ca: 8.8
mg/dl, fosfor: 4.8 mg/dl, ALP: 265 U/L, total PSA:7.41
ng/ml, PTH: 169 ng/ml, 25-hidroksi vitamin D3: 26
ng/ml saptandi. Alkalen fosfataz, PTH diizeyi, total
PSA degerlerinin distigl, serum albimin degerinin
normal oldugu, 25-OH vitamin D3 degerinin arthgl
ve kan kalsiyum degerinin normale geldigi goralda.
Hastanin aldig aktif vitamin D3 dozu, kalsiyum dozu
azaltildi. Hormon tedavisi yapildi.

Hastanin en son kontroliinde Ca: 8.5 mg/dl, fosfor:
3.7 mg/dl, albiimin: 3.9 mg/dl, ALP: 198 U/L, total
PSA:4.41 ng/ml, PTH: 125 ng/ml saptandi. Hastanin
laboratuvar degerlerinin normal degerlere yaklasti-
g1 ve Ozellikle PSA da diisis olmasi timor yikinin
azaldigini gostermekteydi. Mevcut tedavisine devam
etmesi onerildi.

Tartisma

Prostat kanseri ileri yasta yaygin bir hastaliktir. Bu
kanserde osteoblastik kemik metastazi sik goriilmek-
tedir. Yaygin kemik metastazl prostat kanserli hasta-
da ciddi hipokalsemi yaygin bir bulgu degildir. Yapilan
bir calismada tiim prostat kanserli hastalar dikkate
alindiginda yaklasik %14 hipokalsemi saptanmistir.
Bu hastalarin %23-32'nde kemik metastazi gosteril-
mistir. Hipokalseminin genellikle hipoalbuminemiye
bagh gelistigi bildirilmis. Gergek hipokalsemi iyonize
kalsiyumun diisik olmasi olarak tanimlanmakta ve
bltin prostat kanserli vakalarin asagi yukari %2’sinde
gorildigi belirtiimektedir. Prostat kanserinin siklig
dikkate alindiginda bu hastalarla daha ¢ok karsila-
silmasi beklenebilir; ancak hem literatiirde, hem de
glnlik pratikte sik degildir [2,7]. 7000 den daha fazla
kanser hastasi Uzerinde yapilan arastirmada hipokal-
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semi %1.6 oraninda saptanmis [6]. Prostat kanserli
hastalar genellikle ileri yasli hastalardir. Bu hastalarda
hipokalsemi yapabilecek baska patolojilerde olabilir.
Renal yetmezlik, hipomagnezemi, malabsorbsiyon,
vitamin D eksikligi, timor lizis sendromu, hipopa-
ratroidi hipokalsemi nedeni olabilecek patolojilerdir
[2,7]. Hafif bobrek yetmezligi, vitamin D eksikligi has-
tamizda vardi. Ancak bu patolojilerde kan kalsiyum
degerinin 4.8-5 mg/dl gibi oldukca dusik degerlere
dismesi beklenmez. Hastamiza kalsiyum destegi, vi-
tamin D tedavisi vermemize ragmen ilk 2 aylik stirede
kan kalsiyum degerleri cok az artmistir. Yiiksek doz
kalsitriol tedavisine baslandiktan yaklasik 2.5 ay sonra
kan kalsiyum degeri 8.8 mg/dl degerine ulasabilmis-
tir. Bu hastada serum kalsiyum degerinin yikselme-
sine ragmen PTH seviyesinin dismemesi, hatta biraz
daha yilkselmesinin nedeni olarak PTH’a karsi olan
direncle izah edilebilecegini diisiindiik. Sekonder hi-
perparatroidi olarak degerlendirdik. Bu arada hasta
Uroloji ile konsiilte edildi ve 3 ayda bir antiandrojen
hormon tedavisine baslandi. Daha 6nceki yayinlarda
osteoblastik metastazli prostat kanseri olan hastalar-
da; a¢ kemik sendromu gibi kandan kemiklere yogun
kalsiyum akisi oldugu ileri strilmustir. Direngli hipo-
kalseminin nedeni kemik dokunun artmis kalsiyum
istegidir. Prostat kanserinin kemik metastazi ne kadar
yaygin olursa hipokalsemi de o denli inat¢i olabilmek-
tedir [2]. Bizim hastamizda da hipokalseminin ne ka-

A prostate cancer patient, who had severe hypocalcemia, due to the widespre-
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dar ciddi oldugu, kolay kolay kan kalsiyum dizeyinin
yukselmedigini goérdik. Hastanin hastanede yattigi
donemde kalsiyum infizyonu yapmistik. Bu tedavi
ile bile kan kalsiyum seviyesi yikseltilemedi. Taburcu
olduktan sonra aktif D vitamini, kalsiyum destegi ile
yaklasik 3 ayda kan kalsiyum diizeyi 7.6 mg/dl olabil-
di. Yogun tedavinin devami ile 5. Ayda kan kalsiyum
duzeyi 8.5 mg/dl oldu. Bizim hastamizda kemik doku-
ya ciddi kalsiyum akisinin sonucu olarak hipokalsemi
gelistigini duslindiik. Hormonal tedavi ile PSA degeri-
nin giderek dismekte oldugu, bununla beraber ALP
seviyesinin de distigu gorulda.

PSA’'nin diismesi timor ylkinin azalmasi olarak
yorumlandi. Tumor yikl azalinca kan kalsiyum se-
viyesi ylikselebildi. Boyle hastalara sadece kalsiyum
seviyesini baz alarak tedavi etmenin istenen sonucu
olusturmayacagi; esas hastalik olan prostat kanseri
tedavisinin de beraber olmasi gerektigini bulgular
gostermektedir. Hasta ne kadar yash olsa da prostat
kanseri tedavi edilmeye calisilmalidir. Ozellikle os-
teoblastik prostat kanserinin ciddi hipokalsemi ya-
pabilecegi ve bu hipokalseminin metastazin yaygin-
gina bagl olarak kolayca diizelmeyecegi, tedavide
kalsiyum ve aktif vitamin D’nin verilmesi gerektigi
unutulmamalidir. Hastanin laboratuvar verilerindeki
diizelmeyle beraber klinigi de daha iyi oldu. Agrilari
azaldi. istahi arth. Kas, iskelet sistemi hareketlerinde
iyilik oldu.
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ngitis: Review of the literature

Helikobakter pilori enfeksiyonu ve fa-
renjit: Literatiir derlemesi

Abstract

In this study, literature review was carried out to de-
termine if there is any association between the Heli-
cobacter pylori and pharyngitis. Nine full-text articles
investigating Helicobacter pylori seroprevalence in
patients with recurrent pharyngotonsillitis, chronic
pharyngitis and chronic nonspecific pharyngitis wit-
hout other possible causative factors were included.
Results of this review showed that there is significant
increase in Helicobacter pylori seropositivity and pre-
valence in patients with pharyngotonsillitis or chro-
nic chronic nonspecific pharyngitis.

Keywords: Helicobacter pylori, Pharyngitis

Oz

Bu calismada Helikobakter pilori ve farenjit arasinda
herhangi bir baglanti olup olmadigini ortaya koymak
icin literatlr derlemesi yapilmistir. Belirgin bir nede-
ne bagh oldugu dislintilmeyen rekiirrenfarengoton-
sillit, kronik farenjit veya kronik nonspesifik farenjit
tanisi alan hastalarda Helikobakter pilori seropreva-
lansini arastiran dokuz calisma dahil edilmistir. Bu
derlemenin sonuglari farengotonsillit veya kronik
farenjitli hastalarda Helikobakter pilori seropozitivite
ve prevalansinin anlamli olarak yiiksek oldugunu or-
taya koymustur.

Anahtar Kelimeler: Helikobakter pilori, farenjit

Introduction

It has been well known that retrograde flow of gast-
ric contents into the esophagus called as gastroe-
sophageal reflux disease (GERD), frequently leads
to disorders in organs other than the esophagus (1,
2). In contrast to the typical presentation of classic
GERD including heartburn and distal esophageal acid
regurgitation, extraesophageal reflux disease, ter-
med laryngopharyngealreflux(LPR), often results in
atypical manifestations particularly with with phary-
ngeal and laryngeal disorders (3, 5). In addition, pa-
tients with GERD attend to otolaryngologists with
symptoms for example dry or sore throat, globus sen-
sation, hoarseness, chronic cough or dysphagia (6).
Pharyngitis is an inflammation of the mucosal and
submucosal structures of the throat, where infecti-
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on may or may not be a component of the disease
(7). The clinician usually can determine most cau-
ses of pharyngitis with proper histories and care-
ful physical examination. However, some people
referred to clinician with pharyngeal pain without
an obvious explanation which is named as chronic
nonspecific pharyngitis. In all otorhinolaryngology
outpatient clinics the most common complaint
among patients is sore throat, and the most fre-
quent diagnosis is chronic nonspecific pharyngitis.
As Helicobacter pylori transmitted by either the
oral-oral, fecal-oral and gastrointestinal-oral routes,
infection with Helicobacter pylori occurs via oral in-
gestion of the bacterium (8, 9). The organism must
gain entry to the stomach via mouth. The palatine
tonsils, saliva and dental plaque have been shown
to be highly positive for Helicobacter pylori (10, 11).
The aim of this study was to review the recent lite-
rature investigating Helicobacter pylori presence and
prevalence in patients with pharyngitis.

Materials and Methods

The PubMed (http://www.ncbi.nlm.nih.gov/pub-
med/) was searched for his review as an electronic
database. Helicobacter pylori and pharyngitis are the
key words used for search. All articles published be-
fore December 2014 was considered for eligibility.
Articles published other than the English language,
unpublished abstracts, case reports, letter to the edi-
tors were excluded from the review.

Results

The search yielded a total of 37 citations. However, only
nine full-text articles investigating Helicobacter pylori
seroprevalence in patients with recurrent pharyngo-
tonsillitis, chronic pharyngitis and chronic nonspecific
pharyngitis without other possible causative factors
were included in this review (12-20). Surprisingly, five
of these nine studies are from Turkey

Discussion

In this study, literature review was carried out
to determine if there is any association betwe-
en the Helicobacter pylori and pharyngitis. Results
of this review showed that there is significant inc-
rease in Helicobacter pylori seropositivity in pati-
ents with pharyngotonsillitis or chronic pharyngitis.
In 2002, Tauber at al. (12) investigated the prevalen-
ce of GERD in 30 patients complaining of nonspecific
laryngopharyngeal symptoms, where laryngologi-
cal examinations and gastroenterological evaluation
with esophagogastroduodenoscopy were performed.
Authors reported that medical treatment and eradi-
cation of Helicobacter pylori resulted in a 90% reso-
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lution of laryngopharyngeal symptoms and laryngeal
findings in 20 of 22 patients with gastroenterological
diseases for the mean follow-up period of 8 months.
Similarly, in another study evaluating laryngophary-
ngeal reflux in chronic nonspecific pharyngitis pa-
tients based on the patient’s history and clinical
examination,reflux symptoms index of the 50 pati-
ents with nonspecific pharyngitis group wasfound
significantly higher than the 30 control patients (18).
Later, another group found out that 19 out of 50 pa-
tients with chronic pharyngitis (38%) had Helico-
bacter pylori in the pharynx whereas none of the
control subjects had (13). Authors concluded that
Helicobacter pylori might not be detected in the
pharynx of healthy people while chronic pharyngi-
tis might be related to Helicobacter pylori infection.
In another study from Turkey by Eyigor et al (14), ra-
pid urease test was positive only in three out of 55
specimens of 47 patients (5.5%) with the diagno-
sis of chronic tonsillitits and adenoid hypertrophy.
However, thirty-two of the 41 patients (78%) with
chronic nonspecific pharyngitis were foundto have
a significantly higher rate of Helicobacter pylori se-
ropositivitythan the 14 of the 30 control subjects
(46.7%) in another study from the same country (15).
Moreover, Kaptan et al reported that the chronic
nonspecific pharyngitiswithout gastric Helicobac-
ter pylori infection is significantlyrelated to Helico-
bacter pylori colonization in the pharynx, andgastric
involvement increases the rate of this spread (17).
Dagtekin-Ergur et al (16) investigated the Helico-
bacter pylori colonization in pharyngeal and pa-
latine tonsils with rapid urease test and immu-
nohistochemical analysis in children underwent
tonsillectomy. Finally, they concluded that the presen-
ce of Helicobacter pylori in both palatine and phary-
ngeal tonsil tissues of children suggests that these
tissues can be a reservoir for Helicobacter pylori.
In another study by Kusano et al,Helicobacter pylori
in the palatine tonsils of 32 patients with IgA nephro-
pathy were reported to be significantly higher when
compared with 141 patients with recurrent pharyngo-
tonsillitis (19). Moreover, same group also reported
in their latter study that of 55 patients with recurrent
pharyngotonsillitis or IgA nephropathy underwent a
tonsillectomy, 43 (78.2%) had tonsillar Helicobacter
pylori, and 15 (27.3%) were infected with gastric He-
licobacter pylori. All patients with gastric Helicobac-
ter pylori also had tonsillar Helicobacter pylori (20).
In conclusion, in the light of findings of these limited
studies of the literature, chronic pharyngitis might be
related to Helicobacter pylori infection. Further studies
are needed to clarify exact role Helicobacter pylori on
chronic pharyngitis or pharyngotonsillitis.
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