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YAZARLARA YONERGELER

GENEL BiLGILER

Ege Klinikleri Tip Dergisi, izmir Hastanelerine Yardim ve Bilimsel
Arastirmalan Tesvik Dernegi'nin sireli yayin organidir. Yilda Ug sayi
olarak yayimlanir. Basim aylari Nisan, Agustos ve Aralik’tir. Dergide,
tibbin her dali ile ilgili prospektif, retrospektif ve deneysel arastirmalar,
olgu sunumu, editére mektuplar ve derlemeler yayinlanir. Yayinlanan
makalelerde konu ile ilgili en ylksek etik ve bilimsel standartlarda
olmasi ve ticari kaygilarda olmamasi sarti gozetilir. Yayin igin génderilen
galismalar; orijinal, bagka bir dergide degerlendirme siirecinde olmayan

ve daha 6nce basilmamis olmasi kosullariyla kabul edilir.

Dergiye gonderilen makale bigimsel esaslara uygun ise, bas editor ve en
az yurt igi-yurt digi iki danisman incelemesinden gegip gerek goruldugu
takdirde istenen degisiklikler yazarlar tarafindan yapilip hakemlerce
kabul edildikten sonra yayimlanir.

BiLIMSEL SORUMLULUK

Tim yazarlar galismaya direkt olarak katkida bulunmalidir. Yazar olarak
tanimlanmis tim kisiler galismayl planlamali veya gergeklestirmeli,
galismanin  yazilmasinda, gozden gegiriimesinde ve son halin
onaylanmasinda rol almalidir. Bilimsel kriterleri karsilayan bir metnin
ortaya ¢ikmasi tiim yazarlarin sorumlulugudur.

ETiKSEL SORUMLULUK

insan calismalari ile ilgili tiim makalelerde ‘yazili onamim’ alindigini,

galismanin Helsinki Deklarasyonu’na

(World Medical Association Declaration of Helsinki

http://www.wma.net/en/30/publications/10policies/b3/index.html)

gore yapildigi ve lokal etik komite tarafindan onayin alindigini bildiren

cimleler mutlaka yer almalidir.

Etik Kurul Onamlarinin kendisi (Etik Kurul Onam Belgesi) yayinla birlikte

gonderilmelidir.

Hayvanlar Uzerinde yapilan deneyleri bildirirken yazarlar; labaratuvar
hayvanlarinin bakim ve kullanimi konusunda kurumsal veya ulusal

yonergelerin takip edilip edilmedigini mutlaka bildirmelidirler.

Ege Klinikleri Tip Dergisi yazarlarin cimlelerinden sorumlu degildir.
Makale bir kez kabul edildikten sonra derginin mal olur ve dergiden
izinsiz olarak baska bir yerde yayinlanamaz.

iSTATISTiIKSEL DEGERLENDIRME

Tim retrospektif, prospektif ve deneysel g¢alisma makaleleri
bioistatiksel olarak degerlendirilmeli ve uygun 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. Tiirkge metinlerde Tiirk Dil
Kurumu’nca (www.tdk.gov.tr)www.tdk.gov.tr yayinlanan Tirkge sézlik
temel alinmahdir. Gonderilmis makalelerdeki tim yazim ve gramer
hatalari sunulan verileri degistirmeksizin editoér tarafindan duzeltilir.

Yazim ve gramer kurallarina metin yazimi yazarlarin sorumlulugundadir.

TELIiF HAKKI BILDIRIMi

Telif hakki devrini bildirmek igin kapak mektubunda ‘Bu makalenin telif hakki;
galisma, basim icin kabul edilmesi kosuluyla Ege Klinikleri Tip Dergisi'ne
devredilir’ seklinde belirtilmelidir. Makaleler igin yazarlara herhangi bir tcret

6denmez.

YAZI TiPLERI

Derleme: Derlemeler yeni veya tartismali alanlara 1gik tutar. Dergi editori
derleme yazimi igin yazar veya yazarlardan istekte bulunur.

Orijinal makaleler: Orijinal makaleler temel veya klinik gahismalar veya klinik
denemelerin sonuglarini bildirir”. Orijinal makaleler 2500 kelime ve 25
kaynaktan fazla olmamalidir.

Olgu Sunumlari: Dergi, tibbin her alanindaki belirgin 6neme haiz olgu
sunumlarini yayinlar. Yazar sayisi 6yi, kaynak sayisi ise 5’i gegmemelidir.
Editor'e Mektup: Metin 400 kelimeyi gegmemeli ve kaynak sayisi ise en fazla
3 olmalidir (kaynaklardan biri hakkinda degerlendirme vyapilan yayin
olmalidir)

YAZI GONDERIMI

Tum vyazilar elektronik ortamda idhdergi@yahoo.com adresine
gonderilmelidir.

Kapak mektubu: Kapak mektubu gonderilen makalenin kategorisini, daha
once baska bir dergiye gonderilmemis oldugunu, ¢ikar iligkisi bildirimini,
yayin hakki devri bildirimini ve varsa galismayr maddi olarak destekleyen kisi
ve kurumlarin adlarini igermelidir.

Baglik sayfasi: Bu sayfada ¢alismanin tam ismi ve kisa bashgi (karakter sayisi
ve bosluklar toplami 55’i gegmemelidir) olmalidir. Katkida bulunanlarin
adlarini ve galistiklari kurumlari listeleyin. Yazismalarin yapilacagl yazar
(yazisma vyazan) belirtilmelidir. Bu yazar yayinin basim sirecinde dergi
editérii ile iletisimde bulunacaktir. Ote yandan tim yazarlarin ORCID
numarasi da eklenilmeli, ORCID numarasi olmayan yazarlar en kisa zamanda
edinmelidir. http://orcid.org adresinden bireysel ORCID igin licretsiz kayit
olusturulabilinir.

Oz ve Anahtar Kelimeler: Ozet 250 kelimeyi gecmemelidir. Calismanin
amacini, yéntemi, bulgu ve sonuglari 6zetlemelidir. ilaveten 3 adet anahtar
kelime alfabetik sirayla verilmelidir.

Giris: Giris bolimiu kisa ve agik olarak ¢alismanin amaglarini tartismali,
¢alismanin neden vyapildigina yodnelik temel bilgileri icermeli ve hangi
hipotezlerin sinandigini bildirmelidir.

Gereg ve yontemler: Okuyucunun sonuglari yeniden elde edebilmesi igin agik
ve net olarak yéntem ve geregleri acgiklayin. ilk vurgulamada kullanilan arag
ve cihazlarin model numaralarini, firma ismini ve adresini (sehir, tlke)
belirtin. Tim 6lgiimleri metrik birim olarak verin. ilaglarin jenerik adlarini

kullanin.
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YAZARLARA YONERGELER

Bulgular: Sonuglar mantikli bir sirayla metin, tablo ve goruntiler
kullanilarak sunulmaldir. Cok 6nemli gozlemlerin altini gizin veya
Ozetleyin. Tablo ve metinleri tekrarlamayin.

Tartigma: Calismanin yeni ve ¢ok 6nemli yonlerine, sonuglarina vurgu
yapin. Tartisma bolimu ¢alismanin en 6nemli bulgusunu kisa ve net bir
sekilde icermeli, gozlemlerin gegerliligi tartisiimal, ayni veya benzer
konulardaki yayinlarin 1siginda bulgular yorumlanmali ve vyapilan

galismanin olasi 6nemi belirtilmelidir. Yazarlara, ¢alismanin esas
bulgularini kisa ve 6zIU bir paragrafla vurgu yapmalari 6nerilir.
Tegsekkiir: Yazarlar arastirmaya katkida bulunan ancak yazar olarak
atanmayan kisilere tesekkir etmelidir.

Kisaltmalar: Kelime veya s6z dizinini ilk gectigi yerde parantez iginde
verilir. Tim metin boyunca o kisaltma kullanilir.

Tablolar: Metin iginde tablolar ardisik olarak numaralandirilmalidir. Her
bir tabloya bir numara ve baslk yazin. Tablolar fotograf veya grafik
dosyasi olarak gonderilmemelidir.

Kaynaklar: Kaynaklar metin icinde alintilanma sirasina uygun olarak
dogal sayilar kullanilarak numaralandirilmali ve ciimlenin sonunda
parantez iginde verilmelidir. “ Uniform Requirements for Manuscript
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Hematolojik Parametreler iskemik Serebrovaskiiler
Hastaligin Prognozunu Tahmin Etmek igin Kullanilabilir mi?

Can Hematological Parameters Be Used For Predicting The
Prognosis Of Ischemic Cerebrovascular Disease?

0Oz

Girig: Serebrovaskdler olay (SVO) acil servis ve yogun bakim unitelerinde sik
gorilen ve dinya capinda mortalite ve morbiditesi ylksek olan bir hastalik
grubudur. Bu c¢alismamizda bu hastalikla ilgili prognozu 6ngoérmede fikir
verebilecek belirtegleri arastirmayi planladik.

Materyal-Metod: Calisma retrospektif olarak planlanmis olup 01.03.2014 —
01.09.2015 tarihleri arasinda olup SVO tanisi almis hastalarin dosyalari dahil
edildi. Ayni stirede dahil edilme kriterlerini tagiyan ancak SVO tanisi olmayan
hastalar kontrol grubu olarak alindi. Hastalarin yatis streleri, APACHE II
skorlari, demografik verileri kaydedildi. Tam kan sayiminda ortalama
trombosit hacmi (MPV), platelet / lenfosit orani (P/L), nétrofil / lenfosit orani
(N/L) degerleri 1. 3. ve 7. giinlerde kaydedildi. Ayrica tiim hastalarin C reaktif
protein (CRP) ve laktat dehidrogeneaz (LDH) degerleri de kaydedildi

Bulgular: Calismaya toplam 265 hasta dahil edilmis olup bunlarin 92 ‘si
(%34,8) kontrol grubu (Grup 1), 173 ‘U (%65,2) SVO grubu ( grup 2) idi. Calisma
suresi igerisinde yogun bakima toplam 350 hasta yatisi olmus olup 85 hasta
calisma kriterlerini karsilamadigi icin dahil edilmedi. Hastalarin N/L, P/L
oranlarina bakildiginda iki grup arasinda istatistiksel olarak anlamli bir farkhlik
saptanmadi. MPV’'nin 3. ve 7. glin degerleri, SVO grubunda anlamli olarak
yuksek saptandi (p=0,001). Bununla birlikte mortalite ve progresyon éngérme
tzerine anlamli bir etki saptanmad.

Sonug: Calismamizda MPV, N/L ve P/L degerlerinin SVO hastalarinda mortalite
ve progresyonu ongérmede anlamli etkisi bulunamamis olmakla birlikte daha
genis kapsamli prospektif galismalarin yapilmasi gerektigi kanaatindeyiz.
Anahtar Kelimeler: Serebrovaskiiler olay, Notrofil - lenfosit orani, Ortalama

trombosit hacmi, Platelet - lenfosit orani

Abstract

Introduction: Cerebrovascular accident (CVA) is a common disease group seen
in the emergency department and intensive care unit with high mortality and
morbidity levels across the world. In this study, we planned to investigate the
markers that can provide an opinion for predicting the prognosis related to
this disease.

Materials and Methods: The study was conducted retrospectively between
01.03.2014 - 01.09.2015 on patients diagnosed with CVA. Other patients that
fulfilled the same criteria in the same period but was not diagnosed with CVA
were chosen to be the control group. Patients' hospital stay, APACHE Il scores
and demographic data were recorded. Mean platelet volume (MPV),
platelet/lymphocyte ratio (P/L), neutrophile/lymphocyte ratio (N/L) values
from complete blood count draws were recorded on the first, third and the
seventh days. C-reactive protein (CRP) and lactate dehydrogenase (LDH) levels

were also documented for all patients.
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Hematolojik Parametreler iskemik Serebrovaskiiler Hastaligin
Prognozunu Tahmin Etmek icin Kullanilabilir mi?

Findings: A total of 265 patients were included in the study, of which
92 (34.8%) were in the control group (group 1) and 173 (65.2%) in the
CVA group (group 2). During the study period, 350 patients were
hospitalized in the intensive care unit and 85 patients were excluded
because they did not meet the study criteria. There was no
statistically significant difference between the two groups in terms of
N/L and P/L ratios. The 3rd and 7th days of MPV were significantly
higher in the CVA group (p = 0.001). However, there was no significant
effect on mortality and progression prediction.

Result: In our study, MPV, N/ L and P / L values were not found to be
significant in predicting mortality and progression in CVA patients. We
believe that more comprehensive prospective studies should be done.
Keywords: Cerebrovascular disease, Neutrophil - lymphocyte ratio,

Mean platelet volume, Platelet - lymphocyte ratio

Introduction

Cerebrovascular accident (CVA) is an event that includes all medical
conditions that obstruct the blood vessels or disrupt the circulation in
the brain, resulting in ischemia and bleeding (1). Ischemic and
hemorrhagic cerebrovascular diseases are an important cause of
morbidity and mortality that are frequent in the emergency room and
require follow-up in the intensive care unit (2). There are multiple
variables in order to determine the prognosis of cerebrovascular
diseases: those that are related to the patient, that depend on the
clinic, and that are based on the diagnostic method and treatment
approach (3).

Recently, many popular inflammatory indicators have begun to show
their importance in emergency cases. Mean platelet volume (MPV) is
shown to be guiding in predicting the prognosis and the course of the
disease in various conditions from ischemic bowel necrosis to acute
appendicitis, from renal colic to cardiac events (4-6). The aim of this
study is to investigate prognosis estimation with a simple, inexpensive
and easy to use parameter in patients with CVA.

Material and Methodology

The study was planned retrospectively. Within the scope of this study,
the files of patients with ischemic cerebrovascular disease above the
age of 18 that were admitted to Ankara Numune Training and
Research Hospital Intensive Care Unit-3 between 01.03.2014-
01.09.2015 for over 48 hours were screened. For the control group,
we scanned the files of the patients that stayed in the ICU for over 48
hours during the same period and that fit the same criteria but did not
have cerebrovascular disease. The study was approved by the local
ethics committee of Ankara Numune Training and Research Hospital.
Patients under 18 years of age, with a history of cerebrovascular
disease, who had thrombocytopenia at admission, who had received
treatment to affect the platelet count prior to hospitalization, who
had coronary artery disease, had malignancy, chronic kidney disease,

and chronic liver disease were excluded.

Can Hematological Parameters Be Used For Predicting The
Prognosis Of Ischemic Cerebrovascular Disease?

Name, surname, procedure number, age, sex, APACHE Il value at admission,
duration of hospitalization, CRP (C reactive protein) value during the stay
and neutrophile counts on the 1st, 3rd and 7th day of stay, lymphocyte
count, platelet count and MPV  values were recorded.
Neutrophile/lymphocyte and platelet/lymphocyte ratios were calculated
according to the recorded values. In addition, we also recorded if the
patients had prior brain images and if there was any progression in the
control images, as well as the way the patient left the ICU (discharge,
transfer, exitus). There were no radiological findings in the hospitalization,
the findings were determined in the control, there was a finding of
hospitalization, the findings were detected in the control imaging, and the
clinical symptoms deteriorated independently of the radiology.

Statistical Analysis

SPSS 25 (IBM Corp. Released 2017. IBM SPSS Statistics for Windows, Version
25.0. Armonk, NY: IBM Corp.) statistical package software was used to
analyze the data. Meantstandard deviation and median (maximum-
minimum) percentage and frequency values were used while calculating the
variables. Mauchly's Test of Sphericity and Box's M

Homogeneity of Variance Test were used to determine the correspondence
of the data and repeated measures variance analysis. Factorial repeated
measures variance analysis was used for the comparison of means. If the
data did not satisfy the parametric testing criteria (factorial repeated
measures variance analysis), either Greenhouse-Geisser (1959) or Huynh-
Feldt (1976) tests were used. Multiple comparisons were performed with
Adjusted Bonferroni Test. Variables were evaluated using Shapiro Wilk and
Levene tests after making sure that they satisfied the normality and
homogeneity pre-conditions. While analyzing the data, if there were two
groups, either independent 2-group t-test (Student's t-test) or Mann-
Whitney-U test (for when the pre-conditions were not satisfied) was used; if
there were three or more groups, one-way analysis of variance and Tukey
HSD multiple comparison tests were performed when the pre-conditions
were satisfied, and when they were not, Kruskal Wallis and Bonferroni-Dunn
multiple comparison test were employed. For the significance level of the
tests, p<0.05 and p<0.01 were set.

Results

During the study period, 350 patients were hospitalized in the intensive care
unit and 85 patients were excluded because they did not meet the study
criteria. A total of 265 patients were included in the study, of which 92
(34.8%) were in the control group and 173 (65.2%) in the CVA group. The
average APACHE values of the two groups are respectively 14.64+6.07 and
14.145.21 (p =0.450), and ICU stay duration is 21.82+17.89 and 16.62+15.66
days (p=0.020). 82 of these patients died (30.9%) and 183 (69.1%) of them
were discharged. 10 out of 183 of the discharged patients were transferred
to another clinic and therefore they could not be followed up. Regarding the
progression of 173 patients, progression was observed in 100 patients

(57.8%) while 73 did not show any progression signs (42.2%).
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When P/L values were compared between the two groups, the values
on the first day were lower for the CVA patients (p=0.01) while there
was no statistically significant difference on the other days (Table 1). As
for the N/L values in the two groups, the first day values were lower in
the CVA group compared to the other group (p=0.04) and the seventh
day values were higher than the other (p=0.03) (Table 2).

While there was no difference between the groups on the first day in
the MPV values (p=0.76), CVA patients had significantly higher values
for MPV on the third and seventh days (p=0.001) (Table 3). There was
no statistical significance with CRP and LDH values.

When the MPV values of the discharged patients and of those who died
were examined, no statistically significant difference was found
between the two groups. (Table 4) Similarly, there was no statistical
difference in MPV values between the patients with progression and
without progression. (Table 5) No significance was observed in other

inflammatory indicators.

Table1: Comparison of thetwo groupsin termsof P/ L

Control CVA b valte
n=92 n=173
PIL (Day 1) 286,42 + 280,31 208,39 £ 148,09 0,010
PIL(Day3) 232,22 £ 113,93 246,68+ 22142 0,590
PIL(Day 7) 71112212 229,66 + 18452 0,290
P value 0,001 0,001
CVA: Cerebrovasculer accident, P/L: Platelet / Lymphocyte
Tle 2: Comparison of thetwo groupsintermsof N /L
Control CVA
n=02 n=173 P value
N/L(Day 1) 13,37 £ 17,63 9,32 £ 8,46 0,040
N/L(Day 3) 10,98 £ 9,46 12,53 £ 12,68 0,300
N/L(Day 7) 9,07 £ 6,73 11,71 + 12,49 0,030
P value 0,879 0,001
CVA: Cerebrovasculer accident, N/L, Neutrophile/Lymphocyte
ablea: Comparison of the two groupsin terms of MPV
Control CVA P val
n=02 n=173 value
MPV(Day 1) 9,52+9,19 9,25 +5,15 0,760
MPV(Day 3) 858 + 1,31 9,15 + 1,04 0,001
MPV(Day 7) 8,82+ 1,27 9,44+ 1,36 0,001
P value 0,512 0,768
CVA: Cerebrovasculer accident, MPV: Mean platelet volume
Table 4: Effect of MPV values on exitus and dischar ge from hospital
n=82(exitus) n=183(Discharge) P value
MPV(Day 1) 8,8 +1,13 9,59 + 8,16 0,380
MPV/(Day 3) 9+1,17 893+ 1,17 0,640
MPV(Day 7) 9,38+ 1,59 9,16 +1,25 0,220
P value 0,331 0,321

MPV: Mean platelet volume

Pable5: Effect of MPV valueson progression

Progression Progression

negative positive Calue

n=73 n=100
MPV(Day 1) |8,88+1,48 9,53+6,66 |0,420
MPV(Day 3) [9,27+1,17 9,06 +0,94 [0,200
MPV(Day7) [952+1.27 9,39+1,43 [0,540
P value 0,04 0,088

MPV: Mean platelet volume

Piscussion

In the intensive care units, two of the diseases with high mortality and
morbidity rates are cerebrovascular accidents and deep vein thrombosis.
(8) Although CVA disease is widespread worldwide, approximately one-
third of the patients develop pneumonia in extended stays in ICU, which

may adversely affect their prognosis. (9, 10)

OZCIFTCi YILMAZ et al.

There fore, in order to predict the prognosis and to keep the mortality and
morbidity rates low, it is crucial to properly perform the clinical treatment. There
are multiple studies done on the subject of predicting the prognosis of
cerebrovascular disease. (11) The prospective study conducted by Lim et al. (12)
analyzed the MPV, N/L ratio, MPV/platelet and N/L ratio to platelet ratio values
of on 104 CVA patients. Among these parameters, especially the indicators that
has something to do with the platelets and that is a marker for thrombosis, such
as MPV and N/L ratio to platelet ratio, have been put forward by this study as
good indicators for the prognosis in the first 3 months after CVA. inang et al. (13)
conducted a retrospective study with 129 patients where they assessed the
correlation between MPV-CRP values and the prognostic evaluation within the
first 24 hours using the National Institutes of Health Stroke Scale (NIHSS). They
concluded that MPV and CRP could be important predictors for prognosis.
Different from these mentioned studies, this study made use of a control group
and found that MPV values were higher in the test group than the control group
especially on the 3rd and the 7th days but no significant correlation was
established in terms of prognosis. We believe that the difference in this
prognostic evaluation is due to the fact that in inang et al.'s (13) study, they did
the blood test on different days than we did. Similarly, upon reviewing the
literature, we found that Ayas et al. (14) established a protocol similar to our
study and compared the MPV values of 65 patients on the 1st and 7th days. This
study found a significant increase in the MPV values taken on the 7th day upon
clinical and radiological follow ups. This is consistent with our study. However,
the effect of MPV in predicting the prognosis in both of the studies cannot be
proven. Additionally, it cannot be clearly said that it helps to predict whether the
patient will be discharged or die. The N/L ratio, an important marker in acute
and inflammatory events, has been studied and is still being studied in CVA
cases. Yilmaz et al. (15) reported that N/L values could be significant in
predicting the mortality rates in the first 28 days for CVA cases. We did not find
any statistically significant difference between the two groups. We believe that
the difference recorded by Yilmaz et al. (15) is due to the fact that the control
group consisted only of fully-healthy volunteers. Platelet/lymphocyte ratio is a
marker used often in inflammatory diseases, especially thrombotic and ischemic
events. (16-18) All of these studies show that this ratio can be used as an
indicator of atherosclerotic inflammation. Massiot et al. (19) claim that the
internal carotid artery stenosis and high P/L ratio during strokes are interrelated
and correlated with the severity of the inflammation. Although P/L ratios were
elevated on the 3rd and 7th days for the CVA patients in our study, no statistical
significance was recorded. However, we think that the P/L ratio could be used as
a guiding indicator for atherosclerotic events such as ischemic CVA. In
conclusion, in our study, MPV, N/L and P/L values were not found to be
significant in predicting mortality and progression in CVA patients. We believe

that more comprehensive prospective studies should be done.

Limitations in the study
This study was conducted retrospectively and the control group did not consist
of healthy, voluntary individuals. To better interpret these markers, there is a

great need for prospective and multi-centric studies.
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Hematolojik Parametreler iskemik Serebrovaskiiler Hastaligin
Prognozunu Tahmin Etmek icin Kullanilabilir mi?
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Evde Saglik Hizmeti Alan Hastalarda Anemi Prevalansi ve
Serum Pre-albumin Diizeylerinin Anemi Uzerine Etkisi
The Prevalance of Anemia in Patients Receiving Home Health Care

and the Effect of Serum Prealbumin Levels on Anemia

0z

Amag: Anemi, diinyada ve tlkemizde sik gorilen 6nemli bir halk saghgi sorunudur.

Yasla birlikte anemi prevalansinin arttigi, aneminin kardiyovaskiiler ve nérolojik
Yasin ALTUN* 0000-0002-1521-4349 komplikasyonlara yol agarak mortaliteyi arttirdigi bilinmektedir. Bu calismanin
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Saghk Hizmetleri Biriminden hizmet alan hastalar arasinda anemi prevalansini

belirlemek ve serum pre-albumin diizeyinin anemi Uizerine etkisini incelemektir.

* Serik 03 Nolu Aile Saghgi Merkezi, Antalya, Tirkiye .
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Hastanesi, Aile Hekimligi Klinigi, Antalya, Tlrkiye o . X X
alan 18 yas ve Ustl 645 hastanin verilerinin retrospektif olarak incelenmesiyle
yapildi. Hastalar Diinya Saghk Orgiitii (DSO) kriterlerine gére anemisi olanlar ve
olmayanlar olmak Uzere iki gruba ayrildi ve gruplar kendi aralarinda galisma
parametreleri agisindan karsilastirildi. Bagimli ve bagimsiz degiskenler arasindaki
iliskileri belirlemek igin tanimlayici istatistikler kullanildi.

Bulgular: Calismaya 413 (%64) kadin, 232 (%36) erkek hasta dahil edildi. Hastalarin
%58,1'i (n=375) DSO kriterlerine gére anemikti (kadinlarda %55,0, erkeklerde
%63,8). Hastalarin ortalama hemoglobin, hematokrit, demir, ferritin ve pre-albumin
duizeyleri sirasiyla 11,92 g/dl, %36,54, 49,83 ug/dl, 130,86 ng/mlve 16,99 mg/dl
olarak bulundu. Anemisi olanlarda ortalama serum pre-aloumin duzeyleri
(16,0216,1 mg/dl); olmayanlara gére anlaml derecede (18,3%6,3 mg/dl) dusikti
(p<0,01).

Sonug: Anemi ve malnitrisyon evde saglik hizmeti alan hastalarda sik
gorilmektedir. Nutrisyonel durumun o6nemli bir gostergesi olan pre-albumin,
yetersiz beslenme nedeniyle ortaya ¢ikan anemilerde yol gosterici olabilir. Evde
saglik hizmeti alan hastalar yakinmasi olmasa bile anemi ve malnutrisyon agisindan
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Objective:Anemia is a common public health problem in our country and in the
world. It is known that anemia prevalence increases with age and anemia increases
mortality by causing cardiovascular and neurological complications. The aim of this
study is to determine the prevalence of anemia and to investigate the effect of
serum prealbumin level on anemia among in thepatients receiving service from
Department of Health Care Services of SBUAntalya Training and Research Hospital.
Materials and Methods:Data obtained from the records of 645 patients aged 18
years and older who received service from Department of Health Care Services of
SBU Antalya Training and Research Hospital between January 2016 and June
2018were retrospectively evaluated. The patients were divided into two groups,
who have anemia and non-anemia, according to WHO criteria and the groups were
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Kabul Tarihi: 29.05.2020 compared by the study parameters. Descriptive statistics were used to determine

the relationships between dependent and independent variables.
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Evde Saglk Hizmeti Alan Hastalarda Anemi Prevalansi ve
Serum Pre-albumin Diizeylerinin Anemi Uzerine Etkisi

Results: A total of 413 (64%) female and 232 (36%) male patients were
included in the study. 58.1% (n = 375) of the patients were anemic
according to WHO criteria (55.0% of women and 63.8% of men). The
mean hemoglobin, hematocrit, iron, ferritin and prealbumin levels of the
patients were found as 11,92 g/dL, 36,54%, 49,83 ug/dL, 130,86 ng/mL
and 16,99 mg/dL, respectively. Mean serum prealbumin levels (16,02 +
6,1 mg/dl) in patients with anemia were significantly lower than those
without (18.3 + 6.3 mg/dl) (p <0.01).

Conclusion: Anemia and malnutrition are common in patients receiving
home health care services. Prealbumin, an important indicator of
nutritional status, may be a guide in anemia due to malnutrition. Patients
receiving home health care services should be screened regularly for
anemia and malnutrition, even if they do not have complaints.

Key words: Home Health Care Service, anemia, prealbumin

Girig

Anemi, diinyada ve llkemizde sik goriilen, hem akut hem kronik pek ¢ok
hastaliga eslik edebilen 6nemli bir halk saghg sorunudur. Dinya
genelinde nifusun  %24,8'ine denk gelen 1,62 milyar insani
etkilemektedir(1).Diinya  Saghk Orgiiti'ne (DSO) gére anemi;
hemoglobinin (HGB) 15 yas Ustu erkekte 13 g/dl, 15 yas Ustl ve gebe
olmayan kadinda 12 g/dl, gebelerde ise 11 g/dI'nin altinda olmasidir(2).
Yasla birlikte anemi prevalansinin arttigi(3), aneminin kardiyovaskiler ve
noérolojik komplikasyonlara yol agarak mortaliteyi arttirdigi bilinmektedir
(4). Genel populasyonda demir eksikligi, anemi vakalarinin yaklagik
yarisini olustursa da(5), yash poptlasyonda anemi siklikla kronik hastalik
anemisi ve demir eksikligi anemisi (DEA) olarak karsimiza ¢ikmaktadir
(3).DEA, yetersiz demir alimi, demir emiliminde azalma, demir ihtiyacinda
artma ve demir kaybinin artmasindan kaynaklanabilir(1). Duslk
hemoglobin varligi ve diisiik serum ferritini DEA tanisi igin yeterli kabul
edilmektedir.

Pre-albumin; karaciger tarafindan sentezlenen, yaklasik 2-3 gin yan
omru olan, negatif akut faz reaktanidir. Nutrisyonel ve inflamatuar
durumun 6nemli bir gostergesidir vemalnutrisyon durumlarinda serum
dizeyi azalr (6,7).Literatirde serum pre-aloumin diizeyi dusiuk olan
hastalarda hemoglobin dlzeylerinin daha disuk oldugunu ve
anemiprevalansinin arttigini gosteren c¢alismalar bulunmaktadir (8,9).
Ancak evde saglik hizmeti alan hastalarla yapilmis bir calismaya
rastlanmamistir.

Bu ¢alismada amacimiz, gesitli hastaliklarindan dolayi yataga bagimli hale
gelmis, pek ¢ogu 65 yas Uzeri olup beslenme bozuklugu da eslik eden,
evde saglik hizmeti sundugumuz hastalarda anemi sikligini belirlemek ve
serum pre-albumin diizeyinin anemi lzerine etkisini incelemektir.

Gereg ve Yontemler

Calisma Gruplan

Retrospektif olarak yapilan bu kesitsel ¢alismada Ocak 2016-Haziran 2018
tarihleri arasinda Saglk Bilimleri Universitesi (SBU) Antalya Egitim ve
Arastirma Hastanesi Evde Saglk Hizmetleri Biriminden hizmet alan 18 yas

Uistli 1604 hastanin laboratuvar bulgulari incelendi.

The prevalance of anemia in patients receiving home health care and the
effect of serum prealbumin levels on anemia

Verilerine ulasilamayan, eksik verileri olan ve mikerrer bagvurusu olan
hastalar ¢alisma disi  birakildiktan sonra 645 hastanin  sonuglari
degerlendirmeye alindi. Calisma éncesinde, SBU Antalya Egitim ve Arastirma
Hastanesi Klinik Arastirmalar Etik Kurulu'ndan onay alindi ve ¢alisma Helsinki
Bildirgesi'ne uygun olarak yapildi.

Veri Toplama ve Laboratuvar Olgiimleri

Toplanan kan 6rneklerinde tam kan (hemogram) parametreleri geleneksel
spektrofotometrik  yontemle Beckman Coulter LH780 hematoloji
otoanalizoriinde; demirise Beckman Coulter ticari kitleri kullanilarak
Beckman Coulter AU5800 (Beckman Coulterinc. CA, USA)oto analizériinde
analiz edildi. Ferritin, kemiliiminesans yontemle Beckman Coulter DxI800
(Beckman Coulterinc. CA, USA) cihazinda ¢alisildi. Galisma grubundaki
hastalarin yas, cinsiyet, hemogram parametreleri, demir, ferritin, pre-
albumin duzeyleri veri toplama formlarina kayit edildi.

istatistiksel Analiz

istatistiksel analiz, SPSS Statistics 25.0 programi (SPSS, IBM Corp., Armonk,
N.Y., USA) ile yapildi. Hastalar DSO kriterlerine gére anemisi olanlar ve
olmayanlar; demir eksikligi olanlar ve olmayanlar olarak ikiser gruba ayrildi.
Demir eksikligi; demir depolarinin tukendigi dislintlen, serum ferritin igin
genel kabul géren kesme seviyesi <15 ng/ml(5) olarak belirlendi. Gruplar
kendi aralarinda g¢alisma parametreleri agisindan karsilastirildi.  Strekli
degiskenleri tanimlamak igin tanimlayici istatistikler kullanildi (ortalama,

standart sapma, minimum, medyan, maksimum). p<0,05 istatistiksel olarak

anlamh kabul edildi.

Bulgular

Calismaya 1604 hasta alindi. Verilerine ulagilamayan, eksik verileri olan ve
mikerrer basvurusu olan 959 hasta calisma disi birakildi. Calhismada
degerlendirilen 645 hastanin ortalama yasi 76,7+15,8 yil idi. Hastalarin %64'u
(n=413) kadin, %36'si (n=232) erkekti. 103 hasta (%16) 65 yas altinda, 542
hasta (%84) ise 65 yas ve Ustu idi. Hastalarin ortalama HGB, hematokrit
(HCT), ortalama korpuskuler volim (MCV), ortalama korpuskuler
hemoglobin konsantrasyonu (MCHC), demir, ferritin ve pre-albumin
dizeyleri sirasiyla 11,92 g/dl, %36,54, 87,34 um?3, 32,60 g/dl, 49,83 ug/d|,
130,86 ng/ml ve 16,99 mg/dl olarak bulundu (Tablo 1). Kadinlarda 227
(%55,0), erkeklerde ise 148 hasta (%63,8) toplam 375 hasta (%58,1) DSO
anemi tanimina uymaktaydi (p<0,05). Hemoglobin ortalamasi kadinlarda

(11,6 g/dl) erkeklere (12,3 g/dl) gére anlamli diistik saptandi (p<0,01).

Calismamizda ferritin<15 ng/mldemir eksikligi olarak kabul edildi. Yetmisbir
(%11) hastada demir eksikligi tespit edildi. Kadinlarin %13,1'inde erkeklerin
ise %7,3'Unde demir eksikligi vardi (p<0.05). Hem anemi hem demir eksikligi
bulunanlar tiim hastalarin %7,4'lni (n=48) olusturmaktaydi. Anemisi olup
demir eksikligi bulunmayanlarin orani %87,2 (n=327) iken demir eksikligi
olup anemisi olmayanlarin orani %8,5 (n=23) olarak saptandi (Tablo 4).

Pre-albumin ile HGBarasinda pozitif; pre-albumin ile ferritin ve artan yas

arasinda ise negatif korelasyon vardi (p<0,01).
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Tablo 1. Tanimsal istatistikler

Ortalam
Sayi Min Max
a
Yas 645 18 104 76,71 15,80
Hemoglobin 645 52 18,6 | 11,92 1,83
(g/dI)
Hematokrit (%) 645 16,8 | 55,5 36,54 5,43
MCV (pm3) 645 59,5 |107,9| 87,34 7,56
MCHC (g/dl) 645 23,7 35 32,60 0,95
Demir (ug/dl) 645 4 210 49,83 29,84
Ferritin (ng/ml) 645 2,2 |5485,| 130,86 268,30
4
Pre-albumin 645 1,6 39,1 16,99 6,30
(mg/dI)

MCV: Mean Corpuscular Volume, MCHC: Mean Corpuscular Hemoglobin

Concentration, SS: Standart Sapma olmali,

Anemisi olanlarin yas ortalamasi 78,3+13,4 iken olmayanlarin

74,4%18,3 olarak bulundu (p<0,01). Anemisi olanlarda ortalama

serum pre-albumin dizeyi(16,02+6,1 mg/dl) olmayanlara gore

(18,3+6,3 mg/dl) anlaml derecede dusik saptandi (p<0,01) (Tablo

2).

Tablo 2. Anemi durumu ile diger parametrelerin iligkisi

ALTUN et al.

65 yas ve Ustiinde anemi gorilme prevalansi(%61,1)65 yas altindaki

hastalara(%42.7) gore anlaml derecede daha fazlaydi(p<0,01).Altmisbes yas

ve Ustinde HGB (p<0,01), HCT(p<0,01), MCHC(p<0,05), demir(p<0,05) ve

pre-albumin (p<0,01) dizeyleri 65 yas altina gére anlamli derecede dusiik
bulundu(Tablo 3). Artan yas ile HGB arasinda negatif korelasyon saptandi
(p<0,01).

Tablo 3. Laboratuvar verilerinin
karsilastiriimasi

65 yas alti ve Ustl hastalarda

Anemi Ortalam
Sayi SS p
durumu a
Ya Anemi var 375 78,3 13,5
: Anemi yok 270 74,4 18,4 <0.01
Hemoglobin Anemi var 375 10,8 1,3
(g/dl) Anemi yok 270 13,5 1,2 <0.01
) Anemi var 375 33,2 3,9
Hematokrit (%) -
Anemi yok 270 41,2 3,5 <0.01
Anemi var 375 85,9 8,1
MCV (um?) -
Anemi yok 270 89,3 6,3 <0.01
Anemi var 375 32,45 1,0
MCHC (g/dI
(g/dl) Anemi yok 270 32,8 0,7 <0.01
Demir (ug/dl) Anemi var 375 41,3 25,4
& Anemi yok 270 61,7 31,5 <0.01
Ferritin (ng/ml) Anemi var 375 154,0 330,4
iti
& Anemi yok 270 98,7 136,9 | <0.01
Pre-albumin Anemi var 375 16,0 6,1
(mg/dl) Anemi yok 270 18,3 6,3 <0.01

MCV: Mean Corpuscular Volume, MCHC: Mean Corpuscular Hemoglobin

Concentration, SS: Standart Sapma

Sayi Ortalama SS p
Hemoglobin <65 yas 103 12,8 2,0 <0.01
(g/dl) 265 yas 542 11,8 1,8 !
. <65 yas 103 39,0 5,8
Hematokrit (%) <0,01
>65yas | 542 36,1 5,2
<65 103 86,5 8,3
MCV (um?) yas 0,21
>65yas | 542 87,5 7,4
<65 103 32,8 0,9
MCHC (g/dI) yas <0,05
>65yas | 542 32,6 1,0
<65 103 56,5 38,6
Demir (ug/dl) yas <0,05
>65yas | 542 48,6 27,7
. <65 yas 103 120,0 165,4
Ferritin (ng/ml) 0,65
>65 yas 542 132,9 283,7
Pre-albumin <65 yas 103 20,2 6,9 <0.01
(mg/dl) 265 yas 542 16,4 6,0 ’

MCV: Mean Corpuscular Volume, MCHC: Mean Corpuscular Hemoglobin

Concentration, SS: Standart Sapma

edildi.
Yetmisbir (%11) hastada demir eksikligi tespit edildi. Kadinlarin %13,1'inde

Galismamizda ferritin<15 ng/mldemir eksikligi olarak kabul

erkeklerin ise %7,3'inde demir eksikligi vardi (p<0.05). Hem anemi hem

demir  eksikligi ~ bulunanlar tim  hastalarin = %7,4'Unu  (n=48)

olusturmaktaydi. Anemisi olup demir eksikligi bulunmayanlarin orani
%87,2 (n=327) iken demir eksikligi olup anemisi olmayanlarin orani %8,5
(n=23) olarak saptandi (Tablo 4).

Pre-albumin ile HGBarasinda pozitif; pre-albumin ile ferritin ve artan yas

arasinda ise negatif korelasyon vardi (p<0,01).
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Evde Saghk Hizmeti Alan Hastalarda Anemi Prevalansi ve
Serum Pre-albumin Diizeylerinin Anemi Uzerine Etkisi

Tartisma

Anemi diinyada yaklagik her doért kisiden birinde ortaya ¢ikmaktadir. Okul
oncesi ¢ocuklarda ve gebelerde daha yiksek oranda gorilmektedir.
Yashlarda gorilme orani ise %23,9 olarak bulunmustur(1). Anemi,
yashlarda mortalite ve morbidite agisindan bagimsiz bir risk faktoradar(10).
Erkan ve arkadaslarinin dahiliye poliklinigine degisik yakinmalarla bagvuran
65 yas ve Ustl hastalarla yaptiklari galismada anemi prevalansi %32,5
(erkeklerde %31,1; kadinlarda %33,3) olarak bulunurken (11);Amerika'da
yapilan bir calismada 65 yas ve st kisilerde anemi prevalansi erkeklerde
%11, kadinlarda %10,2 bulunmustur(12). Ramel ve arkadaslari hastanede
yatan yasl hastalarda anemi prevalansini %36,7(13); Tasar ve arkadaslari
ise yine hastanede yatan geriatrik hastalarda anemi prevalansini %76,3
olarak saptamiglardir (14).Calismamizda ise tim hastalarin %58,1'i, 65 yas
ve Ustiindeki hastalarin ise %61,1'i DSO kriterlerine gére anemik olarak
bulundu. Tasar'in galismasi kadar yiksek olmasa da bizim galismamizda da
oranlar literatiire gore yiksek bulunmustur. Evde saglk hizmeti alan
bireylerde kronik hastalik oranlarinin yiiksek olmasi kronik hastalik
anemisiprevalansinin artmasina; beslenme yetersizligi ve malniitrisyon
durumlari da 6zellikle DEA sikhiginin artmasina sebep olmus olabilir.

DEA, en sik gorilen anemi turidir ve tim dinyada 6nemli bir saghk
yikiine neden olmaktadir. DSO, diinyadaki anemi vakalarinin %50'sinin
demir eksikliginden kaynaklandigini, ancak bolgesel ve alt grup
esitsizliklerinin bulundugunu tahmin etmektedir(5). Geisel ve arkadaslar
yaslilarda anemi etyolojisini arastirdiklari bir ¢alismada en sik kronik
hastalik anemisi ile DEA+kronik hastalik anemisi birlikteligini saptamislar;
anemi saptanan kisilerin %4,6'sinda mutlak DEA tespit etmislerdir(15).
Bizim galismamizda ise anemisi olan hastalarda DEA gorilme siklig %12,8
(n=48) ile Geisel’'in galismasina gére daha yiiksek; DSO’niin verilerindeki
genel popilasyona gore daha dislk oranda saptanmistir.Calismamizdaki
yash ve komorbid hastaligi olan popiilasyonda kronik hastalik anemisi
prevalansinin artarak DEA’nin 6nline gegmesinin ve/veya akut faz reaktani
olarak ferritin diizeyinin artarak DEA tanisini glglestirmesinin bu duruma

neden oldugu soylenebilir.

The prevalance of anemia in patients receiving home health care
and the effect of serum prealbumin levels on anemia

Yetersiz beslenme, yasl hastalarda sik goriilen beslenme bozuklugudur.
Epidemiyolojik g¢alismalar yaslilarin %5-10'unun yetersiz beslendigini
gostermektedir. Bu oran akut hastaliklar nedeniyle hastaneye yatirilan
hastalarda %26'ya g¢ikmakta; uzun sireli bakim alanlarda ve
bakimevlerindeise %30-60'lara ulagsmaktadir(16). Ramel ve arkadaslari
anemi ile malnltrisyon arasinda anlamh iliski tespit etmisler ve
hemoglobin ile pre-albumin dlzeyleri arasinda pozitif korelasyon elde
etmislerdir (p=0,008)(13).Avram ve arkadaslar diyaliz
hastalarinda(17);Han ve arkadaglari (18) ise preoperatif hastalarda
yaptiklari galismalarda pre-albumin ve hemoglobin arasinda anlamli
iliski (p=0.014)saptamiglardir. Akut koroner sendromlu hastalarda
yapilan bir baska calismada ise, disik prealbumine sahip grupta
hemoglobin diizeyi anlamh derecede disik bulunmus, bunun
inflamasyonla ve  kéti  beslenme ile iliskili  olabilecegi
distnulmustir(8). Ramel ve arkadaslari, pre-albuminin inflamasyon
durumunda azalan negatif akut faz reaktani olmasindan dolayi, disik
pre-albumin diizeylerinin anemi siirecinin bir sonucu olabilecegini 6ne
sirmisglerdir(13). Biz de galismamizda pre-albumin ve hemoglobin
arasinda anlaml pozitif iliski saptadik (p<0.01) veevde saglik hizmeti
alan bu hasta grubunda anemi prevalansinin artisininve disik pre-
albumin  dizeylerininkétilesen  beslenme  durumuyla iliskili
olabilecegini digtuindik.

Sonu¢ olarak; Anemi ve malnitrisyon evde saglk hizmeti alan
hastalarda sik gortlmektedir. Nutrisyonel durumun 6nemli bir
gostergesi olan pre-albumin, yetersiz beslenme nedeniyle ortaya ¢ikan
anemilerde yol gésterici olabilir. Ozellikle yaghlarda mortalite ve
morbidite artisina neden olmasi sebebiyle hastalar yakinmasi olmasa
bile anemi ve malniitrisyon agisindan diizenli olarak taranmali, uygun
tedavinin zamaninda baglatilmasini saglamak igin aneminin etiyolojik

nedenleri kisiye 6zgi olarak degerlendirilmelidir.
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Kemoterapi Alimakta Olan Onkoloji Hastalarinda ilag-ilag, ilag-besin
Etkilesimlerinin Degerlendirilmesi
Evaluation of Drug-drug and Drug-nutrient Interactions in Oncology

Patients Receiving Chemotherapy

0z

Amag: Kanser tanisi almis hastalarda bitkisel ve destek drlnlerinin kullanimi
yaygindir. Bitkisel ve destek Urlinlerinin hastalara faydasi olabilecegi gibi direk
toksik etkileri ve ilag etkisini degistirebilme olasiliklari da bulunmaktadir. Bu
potansiyel etkilesimler acile bagvurulara neden olabilmektedir. Bu g¢alismada
kemoterapi almakta olan hastalarin bitkisel ve destek drtinlerinin kullanim
sikliginin, ilag-besin etkilesimi olasiliginin degerlendirilmesi planlanmigtir.
Yontem: Kemoterapi alan hastalarin tanilari, ilag tedavileri, bitkisel ve destek
trdnlerinin  kullammi ile ilgili bilgiler retrospektif olarak degerlendirildi.
Potansiyel ilag-besin etkilesimi, ilag-ilag etkilesimleri Lexicomp® programi ile
analiz edildi. ilag-besin etkilesim riski tespit edilen hastalarin acile basvurulari ve
acil servisteki tedavileri elektronik kayitlardan incelendi.

Bulgular: Onkoloji servisinde 1-31 Mart 2018 tarihleri arasinda kemoterapi alan
38 hastanin verilerine ulasildi. Hastalarin %57’si bitkisel ve destek drtinleri
aldiklarini bildirdi. ilag disinda kullanilan ajanlarin %50’sinin bitkisel destek
triinl; %31’inin propolis, ari sutl ve bal gibi ari iligkili Grtinler oldugu belirtildi.
Toplam Ug hastada ilag-besin etkilesim riski bulundu. Bu hastalarin acil servise
bagvurulari 6ngorilen advers etkiler agisindan degerlendirildi.

Sonug: Kemoterapi alan hastalarda bitkisel ve destek drtinleri kullanimi siktir.
Potansiyel ilag-ilag digi kullanilan besin destegi etkilesimi, hastanin tedavisi ve
genel saghk durumu agisindan 6nemlidir. Hastanin ilag disi destek Urind
kullanimi hekim tarafindan mutlaka sorgulanmali ve potansiyel ilag-ilag ve ilag-
besin etkilesimleri gok disiplinli bir ekip tarafindan degerlendirilmelidir.

Anahtar Kelimeler : Acil servis, Farmakoloji, ilag-besin etkilesimi, ilag-ilag

etkilesimi, Onkoloji

Abstract

Objective: The use of nutritional supplement is common in patients diagnosed
with cancer. Beside its potential benefits, nutritional supplement may have
direct toxic effects as well as may alter the drug effect. Drug-nutrient
interactions in these patients may also lead to emergency admissions. The aim
of this study was to evaluate the use of nutritional supplement in patients
receiving chemotherapy.

Material-method: The diagnosis, treatment and non-drug use of che mother
apy patients were evaluated retrospectively. The patients who had potential
drug-nutrient interactions were examined with online Lexicomp®drug
interaction soft ware. The patients’s records those have drug-nutrient

interaction possiblity are detected.
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Kemoterapi Almakta Olan Onkoloji Hastalarinda ilag-ilag, ilag-besin
Etkilesimlerinin Degerlendirilmesi

Results: Patient who received chemotherapy in oncology department
between 1-31 March 2018 are evaluated. Total of 38 patients’ data is
screened. It was found that 57% of the patients received supplements.
It was observed that 50% of the nutritional supplements were herbal
supplement products and 31% were bee related products such as
propolis, royal jelly and honey. Three patients are found to have drug-
nutrient interaction possibility. Their emergency admissions are
evaluated for predicted adverse effects.

Conclusion: Nutrition interaction is important for the patient's
treatment and over all health status. The use of nutritional supplement
of the patient should be questioned by the physician and the potential
drug-drug and drug-nutrient interactions should be evaluated by a
multi disciplinary team.

Keywords: Drug-nutrient interaction, Drug-drug interaction,

Emergency department, Oncology, Pharmacology

Girig
Diinya Saghk Orgiiti’niin verilerine gére kanser ikinci en sik 6lim
nedenidir (1). Birgok kanser turinde tedavinin 6nemli bir pargasini
kemoterapi olusturmaktadir. Kemoterapdtik ilaglar ya da diger
yontemler ile tedavi edilen hastalar, ¢ogunlukla ilag digi besin destek
trdnlerini de kullanmaktadir. Tim diinyada ilag disi tamamlayici tedavi
yontemlerinin  kullanim oraninin  2000’li yillardan sonra arttig
bildiriimekte ve kanser hastalarinin yaklasik %401 ilag digi tedavi
yontemleri kullanmaktadir (2). Bitkisel destek urunleri bunlarin
arasinda 6nemli yer tutmaktadir. Kanser tanisi almig hastalarin tlkelere
gore degismekle birlikte %35-50sinin bitkisel tedavi kullandig
bilinmektedir. Gelismekte olan Ulkelerde bitkisel tedavi kullanim sikhigi
%50'nin lzerine de gikabilmektedir (3).

Kanser tedavisinde kullanilan antineoplastik ilaglarin ciddi advers
etkileri ve dar terapoétik araliklari nedeniyle ilag-ilag etkilesimi gérilme
oranlar oldukga fazladir. Bu ilaglar, besinler veya bitkisel triinlerle de
etkilesebilir, meydana gelen farmakokinetik ve/veya farmakodinamik
etkilesimler hastanin bireye 6zgi ilag yanitini degistirebilir (4). Bitkisel
destek Uriinleri ile yapilan tedaviler de direk toksik etkilere ve bitki-ilag
etkilesimlerine neden olabilir. Farmakokinetik ve farmakodinamik
etkilesimler antineoplastik ilaglarin etkisini degistirebilir. Genel alginin
aksine, basta bitkisel destek drlinleri olmak Uzere besin destekleri
bahsedilen nedenlerle her zaman givenli degildir ve acil servislere
basvurulara neden olabilir (5).

Bu calismada kemoterapi almakta olan hastalarin besin destek
kullanimi ve ilag-ilag, ilag-besin

etkilesimi  potansiyellerinin

degerlendirilmesi amaglanmistir.

Evaluation of Drug-drug and Drug-nutrient Interactions in Oncology Patients
Receiving Chemotherapy

Yéntem

Bu arastirma TC. Maltepe Universitesi, Klinik Arastirmalar Etik Kurulu, 6
Kasim 2019 tarihli ve 2019.900.67 sayili izni ile yapildi. Onkoloji servisinde
kemoterapi almakta olan hastalarin cinsiyet, yas ve onkolojik tanilari
incelendi. Kullanilan antineoplastikler, diger tedavileri icin kullanilan ilaglar,
ilag digi Urtin kullanimlari ve acil servise bagvurulan ile ilgili bilgileri

degerlendirildi.

Veriler hasta dosyalari ve hastane elektronik kayitlarindan retrospektif
olarak elde edildi. Her bir hastanin potansiyel ilag-ilag ve ilag-bitkisel destek
UriinG etkilesimleri ile ilgili risk skorlamasi, online Lexicomp® (Wolters
Kluwer, Hudson, OH)programi kullanilarak yapildi (6). Bu siniflandirmada
A-Bilinen bir etkilesim olmadigini, B- Etkilesim olabilme ihtimaline ragmen
midahale gerekmedigini, C- Klinik anlamli bir etkilesim olabilecegi ve
tedavinin yakindan izlenmesi gerektigini, D- Klinik anlamli etkilesim oldugu
ve tedavi degisiminin goz onitnde bulundurulmasi gerektigini, X- Klinik
olarak o6nemli derecede etkilesimleri, beraber kullaniminin riskinin
faydasindan fazla oldugu ve beraber kullaniminin genel olarak kontrendike
oldugunu ifade etmektedir. ilag disi destek ile ilag etkilesimi potansiyel
olarak klinik anlamli olabilecek (C veya D) riskte tespit edilen hastalarin
acile bagvurular ve hastanedeki takip sulregleri beklenen advers
reaksiyonlar agisindan degerlendirildi. Hastalarin onkolojik hastaliklarinin
diginda kullandiklar ilaglar; diger ilaglar Anatomik, Terapotik, Kimyasal
(ATC) sistemine gore siniflandirildi. (WHO Collaborating Centre for Drug
Statistics Methodology, Guidelines for ATC classification and DDD
assignment, 2020. Oslo, 2019)

Bulgular

Calismamizda 1-31 Mart 2019 tarihleri arasinda kemoterapi almakta olan
38 hasta verilerine ulagildi.  Calismaya dahil edilen hastalarda en sik
kullanilan antineoplastik ilaglar; 5-flourourasil (n=11), bevasizumab (n=8),
paklitaksel (n=8), irinotekan (n=7) ve sisplatin (n=7) idi. Kemoterapi almakta
olan hastalarin %57’sinin ayni zamanda ilag digi destek aldiklari; bu bitkisel
desteklerin siklik sirasina gore zerdegal, zencefil, ¢orek otu oldugu ve
propolisin apiterapi olarak siklikla kullanildigi belirlendi (Tablo 1). Hastalarin
kullandiklar bitkisel destek trinleri, alfabetik sirayla, acilbadem, andiz,
civan pergemi, ceviz, cam sakizi, ¢orek otu, karabiber, karanfil, pancar,
reishi, uhud, Gztim ¢ekirdegi ekstresi, yesil cay, zencefil, zerdegal, zeytinyagi
ve zeytin yapragiydi. Ari iliskili Griinlerle tedavi; apiterapi olarak ise ari siit,
bal ve propolis, diger besin destek Uriinii olarak da kopek baligi kikirdagi
kullanimi bildirildi. Probiyotik olarak ise kapsil seklinde preparatlar
kullanilabildigi gibi kefir gibi probiyotik icerikli iceceklerin de ilag disi

kullanilan besin destekleri arasinda yer aldigi gorilda.
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Tablo 1. Demografik ozellikler, kanser, tanisi, tedavi ve besin destek

kullanimi 6zellikleri.

OZUNAL et al.

Tablo 2. ilag-ilag, ilag-besin potansiyel etkilesimi

Yas (Y1) 57 +12.7
n=38 (%)
Cinsiyet
Kadin 18 (47)
Erkek 20 (53)
Kanser tanisi
Meme 8(21)
Akciger 7(18)
Gastrointestinal sistem (kolon, rektum, mide, pankreas) 12 (32)
Hematolojik (Lenfoma, multiplmiyelom) 2(5)
Genital (Over, Endometrium) 2(5)
Urolojik (Prostat, Bsbrek, Mesane) 2(11)
Diger (yumusak doku, bag-boyun, periton) 3(5)
n=38
Medyan (P25-
P75)
Onkolojik taninin tedavisinde kullanilan ilag sayisi 2(1-3)
Diger hastaliklarin tedavisi i¢in kullanilan ilag sayist 1(1-2)
Besin destek kullanimi n=37 (%)
Var 21(57)
Yok 16(43)
Bitkisel destek kullanimi n=19 (%)
Zerdegal 8 (42)
Zencefil 4(21)
Corek otu 3(16)
Reishi 2 (15)
Uziim ekstresi 2(15)
Apiterapi destegi kullanimi n=12 (%)
Ari siitil 3(25)
Bal 2(17)
Propolis 11(92)
Probiyotik destek kullanimi n=4

Hastalarin onkolojik hastaliklarinin tedavisi diginda kullandig

ilaglarin degerlendirilmesi sonucunda en sik kullandiklar ilag

grubunun sindirim sistemi ilaglari oldugu, bunu kalp damar sistemi

ilaglarinin ve endokrin sistem ilaglarinin takip ettigi gorilmustur

(Sekil 1).

14

1

ilag Sayisi (N)

9
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ATC siniflamasi

Sekil 1. Hastalarin onkolojik tanilarinin tedavisi disinda kullandiklari

ilaglarin sayisi ve ATC siniflamasina gore dagilimi. A- Sindirim sistemi

ilaglari, B- Kan ve kan yapici organlar, C- Kalp damar sistemi ilaglari, G-

Urogenital Sistem ve Cinsiyet Hormonlari, H- Endokrin Sistem ilaglari,

J- Enfeksiyona Karsi Kullanilan (Antienfektif) ilaglar, N- Sinir sistemi

ilaglar.

ilagsinifi ilag/besin Potansiyel etkilesen Hasta | Etkilesimk
ilag/besin sayisl ategorisi
(n)

Anti-neoplastik | Bevasizumab Zoledronik asit 1 C
Bortezomib Diltiazem 1 C
Dosetaksel Sisplatin 3 D
Epirubusin Siklofosfamid 1 C
Fluorourasil Folinik asit 7 C
Paklitaksel Transtuzumab 1 C
Paklitaksel Karboplatin 2 D
Paklitaksel Sisplatin 1 D
Rivaroksaban Reishi 1

Diger Essitalopram Zerdegal 1 D
insiilinaspart Zencefil 1 C
Lansoprozol Zoledronik asit 1 C
Nateglinid Metformin 1 C
Tamsulosin Metoprolol 1 C
Zencefil Reishi 1 D
Zencefil Zerdegal 1 D

Toplam 36 hasta birden fazla ilag veya ilag disi destek kullandigini belirtti.
Bu hastalarin olasi ilag-ila¢g ve ilag besin etkilesimleri risk skorlari
degerlendirildi. Bu hastalarin %42’si potansiyel etkilesim agisindan risk
altinda degilken, hastalarin %31’inin tedavilerinin etkilesim yoniinden
takip edilmesi gerektigi (C grubu etkilesim risk skoru), hastalarin %28’de ise
klinik anlamli etkilesim olasihiginin oldugu ve tedavi degisiminin goz
onunde bulundurulmasi gereken (D grubu etkilesim risk skoru) ilag-ilag
veya ilag-besin etkilegsimi riski tasidigi saptandi. X grubu etkilesim riski
saptanmadi.Klinik  anlaml  olabilecek olan C ve D grubu
etkilesimlerden%14’u (n=3) ilag-besin kullanimi ile iliskiliydi (Tablo 2). Bu
etkilesimlerin bir hastada hipoglisemiye, iki hastada kanamaya neden
olabilecegi ongorildu (6,7,8). Hipoglisemi riski 6ngoriilen mesane kanseri
tanisi olan hastada insulin aspart ve zencefil potansiyel etkilesimi
bulunmaktaydi. Ayni hastada reishi, zencefil etkilesimi olmasi da
potansiyel riskler arasindaydi (8). Bu hastada acile basvurulari sonucundaki
tedavilerinde hipoglisemi iligkili bir bulgu saptanmadi, eritrosit
siispansiyonu gibi kan triini kullanimi mevcuttu. idrar tetkikinde hematiiri
tespit edildigi goruldi. Hastadaki klinik ve laboratuvar bulgularinda besin-
ilag etkilesiminin hastaligin dogal seyrine katkisini retrospektif olarak
degerlendirmek miimkiin olamadi.

Kanama riski oldugu 6ngorilen pankreas kanseri tanisi olan hastada ilag-
besin etkilesimi degerlendirilmesinde kanser digi tanisi igin kullanmakta
oldugu dabigatran ile reishi mantarinin potansiyel olarak risk skorlamasina
gore klinik anlamh etkilesimi saptandi. Acil servise bagvurulari ve takip
eden tedavileri incelendi, trombosit stspansiyonu tedavisi aldigi tespit

edildi.
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Uglincii hastanin kolon kanseri tanisi vardi ve kanama riski éngériildi. Bu
hastada psikiyatrik hastaliginin tedavisinde kullanilan essitalopram ile
zerdegal kullaniminin kanama riskini potansiyel olarak artirabilecegi
tespit edildi. Hastanin acile bagvurulari ve hastanedeki tedavileri
sirasinda kan drinleri kullanildigl, klinik tablonun kolon kanseri ile iligkili
olabilecegi, essitalopram ve zerdegal ilag-besin etkilesiminin katkisinin
dislanamayacagi disinilda.

Hastalarda antineoplastik ilaglari ile diger ilaglari arasinda da potansiyel
etkilesim olasiligl saptandi. Bas boyun kanseri tanisi olan hastada
bevasizumab ve bifosfonat grubu arasinda ilaglarin etkililigini ve
guvenliligini etkileyebilecek ilag-ilag etkilesimi potansiyeli varligi gézlendi.
Hastalarin antineoplastik ilaglari digindaki ilaglari arasinda da tedavi
izlemi gerektiren potansiyel ilag-ilag etkilegsimleri tespit edildi. Bir hasta
nateglinid ve metformin kullaniminin hipoglisemi riski diistintldd. Eslik
eden hipertansiyon tanisi olan bagka iki hastada bortezomib ile
lerkanidipinin ve tamsulosin ile metoprololiin birlikte kullaniminin
hipotansiyon advers etki riskini arttirabilecegi 6ngoruldi.

Tartisma

Calismamizda hastalarin %57’sinin regete edilen ilaglari disinda destek
aldigr saptanmistir ve bu oran uluslararasi literatir ile uyumlu
bulunmustur (2). Turkiye’de 472 kanser hastasinin bitkisel Urin
kullanimini arastiran baska bir ¢alismada hastalarin %68,2’sinin bitkisel
trin kullandigi belirtilmistir. Ayni ¢calismada bitkisel Grtinler kullanim
sikliga gore siralandiginda isirgan otunun ilk sirada yer aldigi, kekik,
zencefil, ¢orek otu ve zerdegalin onu izledigi gorilmektedir (9). Isirgan
otu ve kekik kullanimi galismamizdaki hastalarda belirtiimemistir. Isirgan
otu ile ilgili Avrupa ilag ajansinin raporunda kanser tedavisinde yeterli
kanitlarin bulunmadigi gosterilmis, alerjik reaksiyonlar ve gastrointestinal
istenmeyen etki olasiligini artirdigi belirtilmistir (10). Zencefil, zerdegal ve
¢orek otunun kullanimi galismamizda da sik tespit edilmistir. Avrupa ilag
ajansi  zerdegalin glvenliligi ile ilgili raporunda zerdegalin ilag
etkilesimleri yoninden yeterince kaniti olmadigi yoninde goéris yer
almaktayken  (11) ¢6rek otu konusunda raporu literatiirde
bulunamamistir. Dlzenleyici otoritelerin besin desteklerinin kullanimi
konusunda yayinlari hekimlerin ve hastalarin bilgilendirilmeleri igin
onemlidir. Calisma grubu hastalarinda,isirgan otunun kullanilmamasinin
nedeni istenmeyen etki potansiyeli nedeniyle diizenleyici otoritelerin
guvenli olmadigl yoninde bilgi saglamasi ve hastalarin bilinglenmis
olmasi olabilir.

Calismamizda antineoplastik olarak en sik kullanilan ilag¢ 5-flourourasil,
antimetabolitler grubundan bir ilagtir ve metabolizmasindan
dihidropirimidin dehidrojenaz enzimi sorumludur (12). Jermini ve ark. en
stk kullanilan 5-flourourasilin hastalarin kullandigi bitkisel desteklerden
olan zerdecgal ile etkilesiminin olmadigini fakat, CYP3A4 ile iliskili olarak
Panaxpp. ile teorik olarak etkilesimi olabilecegini belirtmistir (13).
Calismamizdaki hastalarin kullanimina

Panaxpp. iliskin  bir Dbilgi

bulunmamaktadir.

Evaluation of Drug-drug and Drug-nutrient Interactions in Oncology
Patients Receiving Chemotherapy

Kemoterapi ve klinik anlaml etkilesimleri degerlendiren Jermini ve ark. lari
¢ok sayida bitkiyi incelemis ve baslica dort bitkiyi bu hasta popilasyonunda
oncelikli olarak riskli tanimlamigtir. Bu besinler; greyfurt, sari kantaron, deve
dikeni ve zerdegal olarak belirtiimistir (13). Bunlarin arasinda hasta
grubumuzda yalnizca zerdegal kullanimi ile iliskili bilgi bulunmaktadir.
Zencefil; kanser hastalari tarafindan sik kullanilan besinlerden biridir. Safra
taslar veya safra iligkili hastaliklari, kanama bozukluklari olan hastalarin
zencefil kullanmamasi gerektigi bildirilmistir (14). Literatlrde rituksimab
kullanan bir vakada zencefil kullanimi ile hipogliseminin tetiklenebilecegi,
ayni zamanda dasatinib, imritumumab, tositumumab tedavisi sirasinda
kullaniminin da trombosit agregasyonunda bozulma ve antikoagulan etki
nedeni ile kanamayi arttirici yonde etkisi olabilecegi bildirilmis ve dikkatli
olmak gerekmektedir (3,15). Bizim ¢alismamizda literatiirde riskli oldugu
belirtilen bu kemoterapi ilaglari ve zencefil kullanimi bulunmamaktadir. Ayni
zamanda zencefille hipoglisemi yapici ilaglarin beraber kullanimi hipoglisemi
riskini arttirabilmektedir (7). Calismamizdaki bir hastada hipoglisemi riskini
arttiran zencefil ve insulin ile potansiyel etkilesim riski bulunmustur fakat
acil servise basvurusunda hipoglisemi iligkili bulgu ve tetkik tespit
edilmemistir.

Zerdecal; bitkisel destek olarak kanser hastalarinin sik kullandigi besinlerden
biridir. Zerdegalin MCF-7 meme kanseri hilcre hattinda yapilmis bir
calismada etopositleri inhibe ederek kemoterapinin etkilerini azalttigi, hicre
kaltarinde yapilmis baska bir calismada da CYP1A2, CYP 2B6, CYP2C9,
CYP2C19, CYP2D6, CYP3A4 enzimlerini inhibe ettigi potansiyel Kklinik
etkilesimleri bildirilmistir (3,13,16). Kemoterapi almakta olan hastalara
zerdegal kullanmamalarini 6nermek uygun olabilir. Calismamizda zerdecal
ile essitalopramin potansiyel etkilesimi saptanmistir. Bu etkilesim kanama
riskinin artabilecegi yonundedir. Onkoloji hastalarinin tedavi stregleri
cerrahi girisimleri de kapsayabilecegi icin tedavi ve takiplerinde kanama
riskinin artmamasi igin dikkatli olunmasi uygun olur (6). Avrupa ilag ajansi
zerdecalin glvenliligi ile ilgili bir rapor yayinlamis,ilag etkilesimlerinin
kanama Uzerindeki etkilerinin kanitlarini yeterli bulmamis ve safra yolu
hastaliklarinda kullaniminin glivenli olmayacagini bildirmistir (11). Cérek otu
yagi ile ilgili ilag-bitki etkilesimlerinin sorgulandigi Lexicomp® etkilesim veri
tabaninda yer almamaktadir (6). Cérek otunun akut ve kronik toksisitesini
degerlendiren deneysel bir galisma kullaniminin givenliligini destekleyen bir
parametre olan LD50 dozunun yiiksek oldugunu belirtmis, hematolojik
parametrelerde hemoglobinde yiikselme, trombosit ve lokosit sayilarinda
diisme saptanmistir (17 ). Reishi; kanser hastalarinin kullandigi bir mantar
taradir. Etkililigini ve guvenliligini arastiran klinik arastirmalar mevcuttur
(18,19). Gastrointestinal etkileri ve uyku bozukluklari advers etkileri arasinda
yer almaktadir (19). Kanama riskini arttirici bagka bir ilag veya besin ile
etkilesimi nedeniyle klinik anlamli olabilecek kanamaya yatkinlik beklenebilir
(6). Pankreas kanseri tanisi olan hastamizda da bigatran ile reishi kullanimi
ile potansiyel etkilesimi 6ngorilmustir. Apiterapi; ari iligkili Griinlerin tedavi
amaciyla kullanimi anlamina gelmektedir. Bal, propolis, ari stiti gibi trlnler

bu besin grubunda degerlendirilmistir. Balin kanserde etkili olabilecegine

iliskin kanitlar mevcuttur.
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Ben-Arye ve ark’'nin yaptigi calismada balin Kibris'ta en sik kullanilan
besin destek tedavisi oldugu bildirilmistir (3). Hicre gogalmasini inhibe
edebilecegi, apopitozisi indikleyebilecegi ve hicre sikllsun
etkileyebildigi 6ne slUrulmustlr (20). Geleneksel olarak uzun zamandir
kullanilan balin glvenliligi ile ilgili gastrointestinal rahatsizliklar ve
spesifik ciceklerin balina bagl hepatit vakasi bildirilmistir (21).
icerigindeki bilesenlerin ¢coklugu ve degiskenligi nedeniyle potansiyel ilag-
besin etkilesimini 6ngérmek pek mimkiin gériinmemektedir. ilacin
etkisini degistirebilme ihtimali dislanamamaktadir. Propolis ile yapilmig
hayvan toksisite ¢alismalarindan yola ¢ikarak insanda guvenli doz 70
mg/gun olarak 6ngdrilmektedir (22). Propolisin ilag etkilesimlerini
degerlendiren bir hicre kulturi calismasi CYP1A2 enzimi tarafindan
metabolize edilen ilaglarin etkisini degistirebilecegini gostermistir (23).
Galismamizda propolisonline Lexicomp® veri tabaninda yer almadigi igin
ilag-besin etkilesimlerinde degerlendirilememistir. Tlrkiye’de birinci
basamak saghk hizmetlerinde hastalarin bitkisel Griin kullanimini
arastiran bir galismada hastalarin Tilia platy phyllos, Salvia officinalis,
Camellia sinensis, Linumusitatissimum gibi trtnler kullandigi bildirilmistir
(24). Bu hasta popllasyonun kullandigi bitkiler ¢alismanin gergeklestigi
donemdeki onkoloji hastalarinin sik kullandiklari bitkisel destekler ile
ortigsmemektedir. Onkoloji hastalarinin diger tanilar igin kullanmakta
olduklari ilaglarin da ilag-ilag ve ilag-bitki etkilesimleri agisindan
degerlendirilmesi gerekmektedir. Bu ¢alismada klinik olarak etkili
olabilecek ilag disi destek etkilesimlerin kemoterapi disindaki ilaglar ile
ilgili oldugu tespit edilmistir. Kemoterapi disinda diger hastaliklarin
tedavisinde kullanilan ilaglar da ilag glivenliligi agisindan bir tehdit
olusturabilmektedir. Calismada potansiyel etkilesim tespit edilen
hastalardaki hipoglisemi, kanamaya yatkinlk gibi olasiliklar morbidite ve
mortalite agisindan 6nemli faktorlerdendir. Calismamizda hastalarin
genellikle birden fazla bitkisel Grini bir arada kullandiklari gértlmstar
ki bitki-bitki etkilesimleri de g6z oniinde bulundurulmalidir. Bu
etkilesimler ulkelere goére degisiklik gosterebilmektedir. Bitkisel,
hayvansal trinler gibi igerikler nedeniyle ilaglardan farkli olarak hekimler
daha az kontrolli bir alanda ilag tedavisinin sorumlulugunu almak
durumunda kalmaktadirlar. Hastalarin kullandiklari igeriklerin gesitlilikleri
goz o6ninde bulunduruldugunda etkilesim degerlendirme yazilimlari,
etkilesim olasiligini aydinlatmada yeterli olmayabilir. Bir hastamizda
bifosfanat grubu ilacin toksik etkisinin kemoterapide kullanilan
bevasizumab tarafindan arttirabilme potansiyeli literatiirde mevcuttur
(25). Ayniilacin etkisinin eslik eden proton pompa inhibitéra kullanimi ile
azalabilecegi de daha 6nceden rapor edilmistir (26). Dolayisi ile onkolojik
hastaligin tedavisinde kullanilan ilaglarin da diger ilaglarin etkisini
degistirebilecegi goz oniinde bulundurulmalidir. Calismamizda saptanan
kemoterapi ilaglani  arasinda  potansiyel ilag-ilag  etkilesimleri
degerlendirildiginde taksan grubu ve platinum grubu ilaglar arasinda
beraber kullaniminin klinik anlamh olarak kemik iliginin baskilanmasina
neden olabilecegi, mimkiinse tedavi degisikligi yapilmasi, mimkin
olmadigi sartlarda da taksanlarin platinum tiirevi ilaglardan daha 6nce

verilmesinin 6nerildigi kanitlarla desteklenmektedir (6).

OZUNAL et al.

Etkilesim olasiligi saptanan Ug¢ hastanin ikisinde acil servise bagvurularinda
o6ngorulen advers etkileri dustindiren tedavi saptanmistir. Pankreas kanseri
tanisi olan dabigatran-reishi mantari kullanan hastanin ve kolon kanseri
tanisi olan essitalopram-zerdegal kullanan hastanin potansiyel ilag-besin
etkilesimi acil servise basvurularina katkida bulunmus olabilir. Calismanin
kisithhiklarindan olan retrospektif tasarimi nedensellik iliskisini daha net
degerlendirmeye imkan vermemistir. GCalismamizda kullandigimiz online
Lexicomp® veritabaninda zencefil, zerdegal ve reishi bulunmaktadir (6).
Diger birgok bitkisel Urtinle ilgili potansiyel ilag bitki etkilesimlerini
degerlendirmek bu veritabaniyla miimkin olamamaktadir. Her bir hasta igin
bitki-bitki etkilesimlerini de g6z oniinde bulundurmak uzere literatir
taramasi yapilmasi gerekebilir. Ne var ki yine ilaglar ile karsilastirildiginda
guvenliliklerini destekleyen kanitlar yeterli olmayabilir. Turkiye’de hekimler
hastalarinda bitkiler ile advers etki ortaya c¢iktiginda farmakovijilans
merkezine raporlamalari igin 6zendirilmelidir. Boylece ulkelere gore farkhlik
gosteren bitkilerin glivenliligi ile ilgili verilerin toplanmasi mimkiin olabilir.
Literatirde klinik arastirmalara alinan hastalarda ilag-ilag etkilesimi
Lexicomp® ile degerlendirilmis ve olasilik orani %24 olarak saptanmistir (27).
Calismamizdaki oran %28, bu degerden biraz yuksektir. Calismamizda
kullanilan ilaglarin ve besin desteklerin ilag-ilag ve ilag-besin etkilesimleri
degerlendirildiginde en riskli grup olarak D grubu etkilesimler tespit
edilmistir. Onkoloji alaninda kimi zaman bu risk géze alinabilir. X grubu
etkilesimin yer almamasi ilag etkilesimlerinin hastanin tedavi planinda goz
dniine alindigini desteklemektedir. ilag digi tamamlayici kullanim orani son
yillarda artmis olup birgogunun etkililikleri stupheli, gutvenlilikleri kanita
dayall degildir. Ne var ki tamamlayici tedavilerin kimi zaman psikolojik
faydalari olabilir (28). Hekimler bu nedenlerle hastalariyla ilag disi besin

destekleri konusunda konusmaya agik olmalidir.

Sonug olarak, bu galismada kemoterapi almakta olan onkoloji hastalarinin
ilag-besin potansiyel etkilesimi ve 6ngorilen advers etkiler agisindan acil
servise bagvurulari degerlendirildi. Hastalarin %8 (n=3)'inde klinik anlamh
olabilecek etkilesim olasiligi saptandi. Bu olasi etkilesimlerin yani sira ilag-
ilag etkilesimleri de acile servise basvurulara neden olabilmektedir.
Calismanin amaci besin-ilag etkilesiminin etkisini degerlendirmek oldugu
icin, ilag-ilag etkilesimlerinin acil servise basvurulari degerlendirilmedi.
Uygun yaklagim hastalarin ilag digi yonelimlerini sorgulayarak hastalarin
kullanmayi planladiklari bitkisel Griiniin antineoplastik ilag ile etkilesimleri ve
bitki-ilag etkilesimi yodninden degerlendirilerek hastanin aydinlatiimasi
olabilir. Onkoloji, farmakoloji gibi ¢ok disiplinli bir ekip ile her hastaya 6zgu
kanita dayali bilgilendirme, bu alandaki hastalarin ilag tedavilerinin etkililigi
ve glvenliligine katki saglayabilir. Onkoloji hastalarinin ilag iliskili risklerini
daha net saptayabilmek igin prospektif ¢alismalarin katki saglayabilecegi
dusunilmektedir.
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The Effect of Dual and Single Antiplatelet Treatment in

Complications of Patients with Critical Extremity Ischemia

Kritik Ekstremite iskemili Hastalarin Komplikasyonlarinda

ikili ve Tekli Antiplatelet Tedavisinin Etkisi

Abstract

Aim:Antiplatelet therapy has been used routinely for the prevention of critical
limb ischemia (CLI). The aim of this study is to investigate the effect of
preoperative mono and dual antiplatelet agents on complications after
peripheral vascular surgery.

Methods:A total of 75 patients were included in the study.Patients who only
receiving acetyl salicylic acid (100mg / day) were MAPT (Group 1), patients
who receiving acetyl salicylic acid (100mg / day) + Clopidogrel (75mg / day)
were DAPT (Group 2).Postoperative complications were evaluated for early
period.

Results:Smoking and tobacco use rates were 47% in Group 1 and 51% in
Group 2 (p = 0.457). Atrial fibrillation rate was 15% in Group 1 and 35% in
Group 2 (p = 0.046). The mean ABI values of both groups at admission were
0.49 + 0.16 in Group 1 and 0.63 = 0.11 in Group 2 (p = 0.001). Hematoma
developed in 1 patient (2.5%) in group 1, while hematoma developed in 2
patients (6%) in group 2 (p = 0.596). In Group 1, there was no revision
associated with postoperative bleeding, whereas in Group 2, 3 patients (9.3%)
had revision due to postoperative bleeding (p = 0.097).Early amputation
patients was examined, it was found that 14 patients (53.8%) in Group 1 and 9
patients (34.6%) in Group 2 (p = 0.384).

Conclusion: The results of the present study showed that there was no
significant difference between MAPT and DAPT group in terms of early
amputation, bleeding complications. Problems associated with postoperative
bleeding complications may be independent of dual or mono antiplatelet use.

Keywords: Amputation, Dual antiplatelet, Limb ischemia.

0Oz

Amag: Antiplatelet tedavi kritik ekstremite iskemisinin (CLI) tedavisinde yaygin
olarak kullanilmaktadir. Bu g¢alismanin amaci; preoperatif kullanilan tekli ve
ikili antiplatelet ajanlarin periferik vaskiler cerrahi sonrasi komplikasyonlar
tizerindeki etkisini arastirmaktir.

Yontem: Calismaya toplam 75 hasta dahil edildi. Sadece asetilsalisilikasit (100
mg / gun) alan hastalar MAPT (Grup 1), asetilsalisilikasit (100 mg / gln) +
Klopidogrel (75 mg / gun) alan hastalar DAPT (Grup 2) idi. Postoperatif

komplikasyonlari erken dénem igin degerlendirildi.
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Bulgular: Sigarav ve titin kullanim oranlari Grup 1'de% 47, Grup
2'de% 51 idi (p = 0.457). Atriyal fibrilasyon orani Grup 1'de% 15 ve
Grup 2'de% 35 idi (p = 0.046). Her iki grubun basvuru sirasindaki
ortalama ABI degerleri Grup 1'de 0.49 + 0.16 ve Grup 2'de 0.63 £ 0.11
idi (p = 0.001). Grup 1'de 1 hastada (% 2,5) hematom gelisirken, grup
2'de 2 hastada (% 6) hematom gelisti (p =0.596). Grup 1'de
postoperatif kanama ilei ligkili revizyon bulunmamakla birlikte, Grup
2'de 3 hastada (% 9.3) postoperatif kanama nedeniyle revizyon
mevcuttu (p = 0.097). Erken amputasyon hastalari incelendiginde 14
hastanin (53,8 % 1) Grup 1 ve 9 hastada (% 34,6) Grup 2 (p = 0.384).
Sonug: Bu ¢alismanin sonuglari MAPT ve DAPT grubu arasinda erken
ampltasyon, kanama komplikasyonlari agisindan anlamli bir fark
olmadigini gdstermistir. Postoperatif kanama komplikasyonlariyla
iliskili problemler, ikili veya tekli antiplatelet kullanimindan bagimsiz
olabilir.

Anahtar Kelimeler: Ampiitasyon, ikili antiplatelet, Ekstremiteiskemisi.

Introduction
Peripheral arterial disease is one of the leading causes of death and
disability affecting 20-30% of the elderly population. Critical limb
ischemia (CLI) is defined by tissue loss (ulcer, gangrene) or ischemic
resting pain with or without infection [1]. Restriction of tobacco use,
lipid lowering drugs and antiplatelet therapy are the basis of medical
treatment.

Antiplatelet therapy has been used routinely for the prevention of
arterial and venous thrombosis in many events such as ischemic heart
diseases, cerebrovascular diseases, cardiac rhythm disorders and
peripheral arterial diseases since four decades [2, 3]. Thrombus
formation due to endothelial damage plays an important role in the
pathogenesis of vascular diseases. Platelet aggregation leads to
increased thrombus load and release of endothelium mediated
vasoconstrictor chemical mediators. Acetyl salicylic acid (ASA) and
clopidogrel treatment reduce thrombotic risk due to endothelial
damage even after the onset of vascular event during re-
endothelization [4].Although there are many types of antiplatelet
drugs, acetyl salicylic acid (ASA) and clopidogrel are more widely used
in clinical practice. The use of dual antiplatelet (DAPT) is common in
treatment protocols as well as the use of single (mono) antiplatelet
[3].

The most feared and known complications of antiplatelet are
potential inhibition of thrombosis functions and therefore leading to
major bleeding [5, 6]. Generally, bleeding complications are seen in
cases requiring urgent vascular intervention, whereas this
complication is rarely seen in elective cases [7]. Mono antiplatelet
(MAPT) and DAPT treatment protocols have advantages and
to each other

disadvantages in terms of preventing major

cardiovascular events and in bleeding complications [8-10].

Kritik Ekstremite iskemili Hastalarin Komplikasyonlarinda ikili ve
Tekli Antiplatelet Tedavisinin Etkisi

Endovascular and surgical intervention is recommended in the treatment
of CLI, which requires multidisciplinary approach. Although antiplatelet
use was recommended after the procedure, we did not find any
recommendations regarding preoperative use. In this study, we planned to
investigate the effect of preoperative mono and dual antiplatelet agents

on complications after peripheral vascular surgery.

Materials and Methods

Patients with critical leg ischemia, who applied to the Cardiovascular
Surgery Department between January 2015 and December 2018 and
underwent peripheral vascular surgery, were included to this study. The
files of the patients were investigated and patients were divided into two
groups. Patients who only receiving ASA (100mg / day) were MAPT (Group
1), patients who receiving ASA (100mg / day) + Clopidogrel (75mg / day)
were DAPT (Group 2).

Patients, who had emergency peripheral vascular surgery (embolectomy),
were included in the study, however elective cases were excluded.
Patients’ demographic data, ankle brachial index (ABI) at the time of

admission and postoperative complications were recorded.

Ethics Committee Approval

This study is approved by the University of Aydin Adnan Menderes Faculty
of Medicine Non-Interventional Research Ethics Board (Date 02.08.2018
Decision No: 23).

Statistical Analysis

In both groups, the consistency of the continuous data was checked by
Shapiro-Wilk test. Analysis of discontinuous variables was performed by
chi-square test and continuous variables were analyzed by Mann-Whitney
U test. Type-1 error (o) was accepted as 0.05. Statistical analysis was

performed using SPSS Version 18 (IBM SPSS Statistics, Chicago, IL).

Findings

A total of 75 patients were included in the study. 40 (53.4%) patients
received mono platelet therapy and 35 patients (46.6%) received dual
antiplatelet therapy. 47 (62.6%) of the patients were male and 28 (27.4%)
were female. The mean age of Group 1 was 74.7 + 13 years and Group 2
was 69.0 + 10.6 years.Peripheral arterial disease rate was found 31% in
Group 1 and 36% in Group 2 (p = 0.564). Smoking and tobacco use rates
were 47% in Group 1 and 51% in Group 2 (p = 0.457). Atrial fibrillation rate
was 15% in Group 1 and 35% in Group 2 (p = 0.046). The mean ABI values
of both groups at admission were 0.49 + 0.16 in Group 1 and 0.63 £ 0.11 in
Group 2 (p = 0.001) (Table 1).
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Table 1: Demographic characteristics

MAPT (n=40,%53.4) | DAPT p-value
(n=35, % 46.6 )

Age (Mean+ SD) 74.7+13 69.0+10.6
Male (n, %) 25 (62.5) 22(62) 0.583
Hypertension (n, %) 24(60) 30(85) 0.088
Diabetes mellitus (n, %) | 10(25) 14(40) 0.127
Coronary artery disease | 10(25) 16(45) 0.051
(n, %)
Smoking (n, %) 19(47) 18(51) 0.457
Peripheral artery disease | 14(31) 16(36) 0.564
(n, %)
Atrial fibrillation 6(15) 12(35) 0.046*
(n, %)
COPD (n, %) 13(29) 5(34) 0.477
CKD (n, %) 5(12) 6(17) 0.414
ABI (Mean) 0.49+0.16 0.63+0.11 0.001"
MAPT: Mono Anti Platelet Treatment, DAPT: Dual Antiplatelet

Treatment, COPD: Chronic Obstructive Pulmonary Disease, CKD: Chronic
Kidney Disease, ABI: Ankle Brachial index.”P<0.05 was considered as
statistically significant. P<0.05 compared with dual and mono groups.

Hematoma developed in 1 patient (2.5%) in group 1, while hematoma
developed in 2 patients (6%) in group 2 (p = 0.596). In Group 1, there
was no revision associated with postoperative bleeding, whereas in
Group 2, 3 patients (9.3%) had revision due to postoperative bleeding
(p=0.097).

When the number of early amputation patients was examined, it was
found that 14 patients (53.8%) in Group 1 and 9 patients (34.6%) in
Group 2 (p = 0.384) had early amputation (Table 2).

Table 2: Postoperative Complications

Dual Mono
number | Percent | number | Percent
(n) (%)** (n) (%)**
Hematoma prese
nt 2 66.7 1 333 0.59
abse 6*
nt 33 45.8 39 54.2
Revision After | prese
Bleeding nt 3 100.0 0 0.0 0.09
abse 7%
nt 32 44.4 40 55.6
Amputation prese
nt 9 39.1 14 60.9 0.7 | 0.38
abse 57 | 4
nt 26 50.0 26 50.0

* Fisher Exact test used, ** Row percentage used. * P<0.05 was considered as
statistically significant. P<0.05 compared with dual and mono groups.

Selim DURMAZ

Discussion

CLI is the advanced clinical condition of peripheral arterial disease,
patients with CLI has widespread concomitant vascular problems [11-13].
Antiplatelet therapy is recommended in CLI patients after surgical
interventions to prevent recurrent major cardiovascular events as well as
limb loss. As far as we know, in the literature we did not find any studies
about the prevention of early amputation in patients with CLI who had
received antiplatelet therapy previously for another reason. In this study
there was no significant difference between MAPT and DAPT group in
terms of early amputation even though more early amputation rate was
seen in MAPT group. This could be explained by the significantly lower
patients’ ABI values of the MAPT group. Studies in the literature on ABI
values show that patients with low indexes have a higher chance of being
affected by vascular events [13].

Many studies have shown that antiplatelet therapy has a positive effect on
prevention of thrombosis after revascularization in peripheral vascular
diseases [10]. It has been reported by Belch et al. that patients with
synthetic grafts in the DAPT group have less incidence of graft obstruction
after thrombosis by comparison with MAPT group in subgroup analysis of
the CASPAR trial in which patients underwent surgical treatment for
peripheral artery disease [14, 15]. DAPT is not only used for the prevention
of thrombosis but also used for the reduction of major cardiovascular
events [12]. Likewise, while MAPT reduces the risk of thrombosis and
restenosis, many meta-analyses in which MAPT and DAPT have been
compared have not found a significant difference between these two
treatment protocols [16].

TheCHARISMA trial in whichthe co-use of clopidogrel and ASA (DAPT)
versus ASA was evaluated for the prevention of atherothrombotic events
in 15603 patients, Bhatt et al. showed that MAPT and DAPT protocols do
not have superiority over each other in patients with cardiovascular
disease or high cardiovascular disease risk.In the same study, the rate of
complications due to minor bleeding was found to be higher in the DAPT
group [17]. Although there were no significant differences in hemorrhage-
related complications (hematoma and post-bleeding revision) seen
between MAPT and DAPT groups in our study, it was found to be higher in
DAPT group similar to the literature.

Limitations

In this study, emergency patients with major bleeding were excluded and
other causes of bleeding did not investigated, for this reasons our findings
should be considered within this limitations.First of all, it is not possible to
evaluate the complications of later periods because these results only
include complications seen in patients within the first week after surgical
interventions. Since the study was retrospective, no antiplatelet resistance
could be evaluated.Prospective studies which evaluating antiplatelet
resistance and has homogenizing patients may provide a better analysis of
these risks.In conclusion, considering the incidence of vascular disease
associated with peripheral arterial disease, the benefit of DAPT in
preventing major vascular events should not be sacrificed with concern for

minor bleeding complications.
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Our Experience in Laparoscopic Incisional Hernia Repair by
Using Intraperitoneal Onlay Mesh Technique: 65 Cases

sue s

Laparoskopik intraperitoneal Onlay Mesh Teknidi ile insizyonel
Herni Onariminda 65 Vakalik Deneyimimiz

Abstract

Aim: This study aims to present our first experience with laparoscopic

Murat DEMiR*0000-0003-3097-1441 intraperitoneal onlay mesh (IPOM) technique in treating patients with incisional
Erkan KARACAN**0000-0001-8081-5944 hernia.
Eyiip Murat YILMAZ*0000-0002-0808-5067 Materials and Methods: Permission was taken from Aydin Adnan Menderes

University Faculty of Medicine Local Ethics Committee for this study.This study
includes patients who underwent laparoscopic repair for incisional hernia

between September 2017 and March 2019 in Aydin Adnan Menderes University

Aydin Adnan Menderes University, Department of Practice and Research Hospital General Surgery Clinic. Through a retrospective

General Surgery, Aydin review of patient files; demographic data, duration of operation, the size of the

Aydin State Hospital, Department of General Surgery, defect, any recurrences, follow-up time, length of hospital stay and complications
Aydin — such as seroma development, infections, bowel injury, or chronic pain — were
recorded.

Results: A total of 65 patients — 27 males (42%) and 38 females (58%) — were
included in the study. The follow-up time was between 5-15 months. The mean
operative time was 55 minutes and the recurrence rate was 4.6%. The average
length of hospital stay was 1.7 days, the prevalence of postoperative chronic pain
development was 4.6% and the prevalence of bowel injury was 3.1%.

Conclusion: Laparoscopic IPOM technique is a safe method for incisional hernia
repair. Further studies with larger populations and longer follow-up times are
needed to definitively understand treatment outcomes.

Keywords: Laparoscopic IPOM technique, Incisional Hernia, Hernia Repair

Oz

Amag: insizyonel herni ile bagvuran hastalara uyguladigimiz laparoskopik IPOM

teknigi ile ilgili tecrlibelerimiz isunmak.

Materyal-Metod: Bu calisma icin Aydin Adnan Menderes Universitesi Tip

Fakiiltesi Yerel Etik Kurulundan izin alinmistir. Aydin Adnan Menderes Universitesi

Uygulama ve Arastirma Hastanesi Genel Cerrahi kliniginde Eylil 2017- Mart 2019
Yazigma Adresi: Eyup Murat YILMAZ tarihleri arasinda insizyonel herni tanisiyla laparoskopik onarim yapilan olgular
Adres: Aydin Adnan Menderes University, retrospektif olarak analiz edildi. Hastalarin demografik verilerinin yanisira,
Department of General Surgery, Aydin operasyon sureleri, defect boyutlar, niksoranlari, takip sireleri, seroma
gelisimleri, enfeksiyon gelisimleri, barsak yaralanmasi gibi komplikasyon olup
olmadigl, postoperative uzun siiren agri gelisimleri ve hastanede yatis streleri
kaydedildi.
Bulgular: Toplam 27 (%42) erkek, 38 (%58) kadin olmak tzere 65 hasta ¢alismaya

E-mail: drmyilmaz80mail.com

dahil edildi. Hastalari ortalama takip stiremiz ortalama 5-15 ay idi. Ortalama
ameliyat suresi 55 dakika, niksorani %4,6 olarak saptandi. Hastanede kalis siiresi
ortalama 1,7 giin iken postoperative uzun siiren agri %4,6, barsak yaralanmasi,

Gelis Tarihi:12.02.2020 %3,1 olarak saptandi.
Kabul Tarihi: 06.05.2020
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Our Experience in Laparoscopic Incisional Hernia Repair by Using
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Sonug: Laparoskopik IPOM teknigiyle insizyonel herni onarimi giivenle
uygulanabilmektedir. Teknigin basari oraninin degerlendirilebilmesi igin
daha uzun dénem takip ve dah afazla galismaya ihtiyag vardir.

Anahtar Kelimeler: Laparoskopik IPOM teknigi, insizyonel Herni, Fitik

Onarimi

Introduction

Incisional hernia is a complication that is frequently associated with
abdominal surgery and requires surgical repair. It develops as a result of
the non-closure of the abdominal wall. (1) The incidence of incisional
hernia after open abdominal surgery is 15-20%. (2-4) There are several
patient-related and technical factors associated with incisional hernia.
Patients with systemic chronic conditions such as diabetes mellitus,
kidney failure, obesity, smoking and malnutrition, and patients on long-
term steroids and immunosuppressants are more likely to develop
incisional hernia (5). Furthermore, the site and nature of the condition
and complications contribute to the prevalence, where emergency
operations, midline incisions and infections are associated with high
incisional hernia incidence. (6,7) Surgical technique and suture materials

are also contributing factors. (8)

It is reported that recurrence rates of incisional hernia is less likely in
repairs with patches compared to repairs with primary sutures. (9)
Researchers have developed several methods to reduce recurrence.
Open, laparoscopic and robotic techniques are all commonly used in the
repair of incisional hernia.Intraperitoneal onlay mesh technique which
allows the surgeon to repair the fascia defect by intraperitoneal
approach is one of these methods. IPOM(intraperitoneal onlay mesh)
technique can be performed by both open and laparoscopic approach
safely. The ideal method must be determined according to the
characteristics of the patient and their condition.

In this study, we aim to share our first experience with laparoscopic
IPOM repair of incisional hernia in Aydin Adnan Menderes University

Practice and Research Hospital General Surgery Clinic.

Materials and Methods

Permission was taken from Adnan Menderes University Faculty of
Medicine Local Ethics Committee for this study.This study includes a total
of 65 patients who underwent laparoscopic repair for incisional hernia
between September 2017 and March 2019 in Aydin Adnan Menderes
University Practice and Research Hospital General Surgery Clinic. The
study was granted ethical approval by the Aydin Adnan Menderes
University Faculty of Medicine Non-Interventional Ethics Committee. The
inclusion criteria were as follows: (a) treated for incisional hernia with
the laparoscopic IPOM technique. The exclusion criteria were as follows:
(a) treated for incisional hernia with a method other than the

laparoscopic IPOM technique.

Laparoskopik intraperitoneal Onlay Mesh Teknigi ile insizyonel Herni
Onariminda 65 Vakalik Deneyimimiz

Through a retrospective review of patient files; demographic data,
duration of operation, the size of the defect, any recurrences, follow-up
time, length of hospital stay and complications — such as seroma
development, infections, bowel injury, or chronic pain — were recorded.
Surgical Technique:

The patients were operated without preoperative bowel cleansing. All
patients were treated with antibiotic prophylaxis (cefazolin, 1g) prior to
the operation. The operation was performed under general endotracheal
anesthesia. One 10-mm and two 5-mm trocars were placed to lateral
position, to either side for hernias that were along the midline, and to the
contralateral side for lateral hernias. The omentum and intestinal loops
were mobilized with a combination of sharp and blunt dissections to
reveal the fascial defect. Afterward, the dual mesh with adhesion barrier
(Parietex Optimized Composite Mesh, Covidien, France) was fixated to the
sides of the intact fascia with 4-5 cm of overlap using absorbable tacks
(Absorbatact Fixation Device, Covidien, France). The operation was
concluded after desufflation with camera supervision. (Figures 1-3)

Gerekir.

Figure 2: Closing defect with mesh
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Figure 3: Closing defect with mesh

Statistical Analysis

Data were analyzed using SPSS version 25.0. (IBM Corp Released 2017. IBM SPSS
Statistics for Windows, Version 25.0 Armonk, NY: IBM Corp) The data were
presented as minimum and maximum values, range and percentage change.

Results

A total of 65 patients — 27 males (42%) and 38 females (58%) — were
included in the study. The follow-up period was 5-15 months. The mean
age was 59 and the average operation time was 55 minutes. The size of
the defect ranged between 3-12 cm. There were no postoperative
wound infections. 2 patients developed bowel injury during bridectomy,
which were then primarily repaired with laparoscopy. There were 3 cases
of recurrence within one year after surgery. The length of hospital stay
was 1-4 days. 3 patients developed chronic pain that lasted
approximately 2 months, all of which had improved by the subsequent
follow-ups. Quantitative data regarding patients and complications are

presented in Tables 1 and 2.

Table 1: Patient and Surgery Findings

%

Age (Year) 59 +13,6

Gendert Man 27 41,5
Woman 38 58,5
Total 65 100

Operation Time(Minute) 55 +15,1

Fasciadefect size(cm) 6,2 (3-12)

Hospitalization (Day) 1,7 (1-4)

DEMIR ve ark.

Table 2: Complications Findings

Recurrence Yes 3 4,6
No 62 95,4
Woundinfection Yes 0 0
No 65 100
Seromarequiringintervention Yes 0 0
No 65 100
intestinalinjury Yes 2 3,1
No 63 96,9
Long-lastingpainpostoperativel Yes 3 4,6
No 62 95,4
Discussion

Researchers have developed many different techniques for hernia repair.
Large incisions, large tissue flaps and large myofascial flaps increase the rate
of complications and morbidity. (10) More extensive dissections are
associated with further complications like seroma, wound infection,
hematoma and prolonged hospitalization. (11) IPOM is one of the techniques
that was developed for the laparoscopic repair of ventral hernia defects. More
advanced methods such as IPOM Plus and e-TEP are also available; however,
we believe that this technique is adequate for a first laparoscopic ventral
hernia repair experience. These more advance methods become viable
options for the treatment of severe cases only after some degree of
experience with laparoscopic surgery, and open surgery is a possible
alternative.

Jani indicates that smoking, COPD (chronic obstructive pulmonary disease)
and Diabetes Mellitus are associated with a 10% risk of recurrence (12). In our
study, the recurrence rate was 4.6%; however, due to the retrospective nature
of the study, we were unable to gather information regarding the smoking
status of the patients. Nevertheless, we believe that these risk factors should
be included in the decision process for the ideal treatment method for each
patient.

One of the most dangerous complications of laparoscopic IPOM surgery is
bowel injury caused by sharp dissections.These injuries can be in the form of
serosal injury or enterotomy. (6,7) Jani reported that 1.8% of hernia repair
patients developed bowel injury. They laparoscopically repaired all bowel
injury cases with patches, and the incisions were closed without abdominal
contamination (12). In our study, 3.1% of the patients had bowel injury, all of
which were laparoscopically repaired, and we were able to complete IPOM
repair without any further complications. Kockerling et al. compared
laparoscopic IPOM and open repair methods and the risk of bowel injury was
not significantly different for the two methods, which was approximately 0.4%

(13).
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The international guideline indicates that the recurrence rate is
significantly higher for IPOM if the size of the defect is over 10 cm, and
that there is no definitive recommended treatment plan.(14-17) We
determined the defect size through computerized tomography prior to the
operation and found it was between 3-12 cm. In our study, the recurrence
rate was 4.6% during the follow-up time of 5-15 months. A meta-analysis
by Kockerling et al. reviewed approximately 10,000 patients and found
that the 1-year recurrence rate was 5.6% (13). Therefore, our results are
consistent with the literature.

Another advantage of laparoscopic IPOM technique is the shorter hospital
stay. Multiple studies have found that the length of hospital stay is shorter
for laparoscopic IPOM than open surgery, which they attributed mainly to
the decreased risk of seroma and infection. (13) In our study, the average
length of hospital stay was 1.7 days. Some studies report that the
prevalence of chronic pain was similar for open and laparoscopic hernia

repairs.(6,13) In our study, the incidence of chronic pain was 4.6%.

Laparoskopik intraperitoneal Onlay Mesh Teknidi ile insizyonel Herni
Onariminda 65 Vakalik Deneyimimiz

Limitations of the Study

The retrospective nature of the study limited the assessment of certain
risk factors such as chronic diseases and smoking status. In addition,
seroma was not radiologically investigated for patients that did not
develop clinical seroma. Further studies with prospective data will

provide more definitive results.

Conclusion

We conclude that laparoscopic IPOM can be safely used to repair
incisional hernia in our clinic with acceptable complication rates that are
consistent with the literature. Further prospective studies with longer
follow-up times are needed to better evaluate the success rate of this

technique.
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Servikal Disk Hernisi Nedeniyle Opere Edilen Hastalarin
Operasyon Oncesi Servikojenik Bas Agrisinin Sikligi ve
Operasyon Sonrasi Degisiminin Degerlendirilmesi

The Prevalence and the Postoperative Evaluation of
Cervicogenic Headache in the Patients Operatedfor
Cervical Disc Herniation

. " Oz

Meliha GUNDAG PAPAKER* 0000-0003-1271-9023

. Amag: Servikojenik bas agrisi (SBA) popllasyonun %2,5-4,1 kadar kismini
Ahmet USEN **0000-0002-2754-1232 . . L . .
etkilemektedir. Tani ve yoOnetimi zor olup etyopatogenezi heniiz tam
anlasilmamistir.  Bu galismamizda servikal disk hernisi (SDH) nedeniyle opere
ettigimiz hastalarda SBA sikligi ve ameliyat sonrasi diizelme oranlarinin arastiriimasi
amagclanmistir.
Metod: 2012-2019 yillari arasinda SDH nedeniyle klinigimizde ameliyat edilen 51
hasta retrospektif olarak tarandi. Hastalarda SBA Uluslararasi Bas Agrisi Dernegi
(ICHD-3) tani kriterleri kullanilarak degerlendirildi. Operasyon 6ncesi ve sonrasi
. L o . . . norolojik muayeneleri, agri skorlar (viziel analog skala [VAS] ile) degerlendirildi.
*Bezmialem Vakif Universitesi Hastanesi Beyin ve Sinir

Operasyon teknigi kaydedildi.

Cerrahisi Anabilim Dali, .
Bulgular: 38 (%74,5) kadin ve 13 erkek (%25,5) olmak lzere toplam 51 hasta

** Medipol Universitesi Hastanesi Fizik Tedavi ve c¢alismamiza dahil edildi. Ortalama yas 45,76 + 11,56 ve ortalama takip siresi 30,40

Rehabilitasyon Anabilim Dall, + 32,31 aydi. Hastalarin 41’inde (%80,4) tek seviye, 10’unda (%19,6) multipl
seviyede SDH mevcuttu. Hastalarda %25,5 oraninda SBA saptandi. Bu hastalarin
operasyon Oncesi ve sonrasi VAS puanlarindaki dislis ortalama 5,54 * 4,46’yd
(p<0.01).
Sonug: SBA etyopatogenezi heniiz tam anlagiimamis olup, ilk muayenede tani ve
tedavisi zordur. Galismamiz SDH olan hastalarin dértte birinden fazlasinda siddetli
SBA oldugu ve operasyon sonrasi agri skorlarinin belirgin olarak azaldigini
gostermistir.

Yazisma Adresi: Meliha GUNDAG PAPAKER Anahtar Kelimeler: Viziiel analog skala, Servikojenik bas agrisi, Servikal disk hernisi

Bezmialem Vakif Universitesi Hastanesi Beyin ve

Sinir Cerrahisi Anabilim Dal Abstract

Objective:Cervicogenic headache (CH) affects between 2.5% to 4.1% of the whole

E-mail: melihagundag34@gmail.com population. As its diagnosis and management are difficult, its etiopathogenesis is
not completely understood. In the current study, we aimed to investigate the
prevalence and the postoperative improvement rate in our operated patients with
cervical disc herniation (CDH).
Methods: Medical records were retrospectively reviewed for 51 patients who
underwent surgical treatment for CDH at our institute from 2012 to 2019. The
patients were evaluated according to the diagnostic criteria of the international
Headache Society (ICHD-3). Pre- and postoperative neurological examination and
pain scores were recorded. Pre- and postoperative pain severity was assessed via
(pain visual analog scale[VAS]).The surgical techniques were recorded.
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Results: A total of 51 patients, 38 (74.5%) females and 13 (25.5%) males,
were included in our study. The mean age was 45.76 + 11.56. The
patients were followed-up with an average of 30.40 + 32.31 months. 41
(80.4%) patients were operated for one CDH level, and the remaining 10
patients (10.6%) were operated for multiple CDH levels. CH was observed
in 25.5% of our patients. The mean improvement regarding the
differences between pre- and postoperative VAS scores 5.54 + 4.46 (p
<0.01).

Conclusions: The diagnosis and examination of the CH at the first time is
difficult. The etiopathogenesis of CH can be interpreted by discogenic,
convergence and sensitization-desensitization theories. We observed
that more than a quarter of our patients with CDH were involved with

severe CH. Postoperative pain scores were significantly reduced.

Keywords: Visual analog scale, Cervicogenic headache, cervical disc

herniation

Girig

Bas agrisi yasam kalitesini, is hayatindaki Uretkenligi azaltip saglik
harcamalarini artiran bir semptomdur (1). Uluslararasi Bas Agrisi Dernegi
(ICHD-3) verilerine goére tim bas agrilarinin %2,5-4,1’ini de Servikojenik
bas agrisi (SBA) olusturur (2). SBA, 1983 vyilinda ilk kez Sjaastad
tarafindan tanimlanmistir (3). SBA tek tarafli olup boyundaki kemik ve
yumusak dokulardan kaynaklanip ayni taraf okulofrontotemporal
bolgeye yayilan agri seklidir (4).

Servikal disk hernisi (SDH) vertebralar arasi nukleus pulposusun spinal
kanala ilerlemesi ile olusup ,ust ekstremitede agri, duyu, motor ve
refleks degisikligi yapabilen klinik tablodur (5). Siklikla C5-6 ve C6-7
seviyelerinde gorulir (6). Tani igin norolojik muayene sonrasinda
radyolojik incelemeler yapilir. Direkt rontgenogramda  oblik grafi
foramende sikisikhgi gostermektedir. Bilgisayarli tomografi (BT) kemik
yapilari daha iyi gostermektedir. Sinir koklerinin basisi icin BT myelografi
kullanilabilmektedir. Manyetik Resonans Goriintiileme non-invaziv olup
ginimuzde en sik kullanilan tekniktir ve sinir koki ile kord basisi
hakkinda bilgi verir (7). SDH’ de servikal koklerin basisi ile SBA
olusabilecegi gibi, servikal dura mater ile posterior longutidunal ligament
(PLL) kompresyonu da SBA ‘ya neden olabilmektedir (8).

Bu galismamizda, SDH tanisiyla opere edilen hastalarin operasyon 6ncesi
SBA’ larinin sikliginin ve siddetinin saptanmasi ve operasyon sonrasi agri

dizeylerindeki degisimin degerlendirilmesi amaglanmistir.

Metod ve Materyal

Calismamiz Ocak 2012- Mart 2019 yillari arasinda Bezmialem Vakif
Universitesi hastanesinde SDH operasyonu olmus vakalardan olusan
retrospektif bir calismadir. Calismamiz icin Bezmialem Vakif Universitesi
etik kurulundan onay alinmistir.

18 yasindan biyik olan, servikal goriintilemelerinde SDH saptanan,
klinigi bu taniyla uyumlu olan ve bu nedenle opere edilen hastalar dahil

edildi.

The Prevalence and the Postoperative Evaluation of Cervicogenic Headache in th
Patients Operatedfor Cervical Disc Herniatio

Dislama kriterleri ise daha 6ncesinde ayni seviyeden operasyon oykisl
olmasi, SBA yapabilecek Arnold-Chiari Malformasyonu, Servikal Dar kanal,
Servikal bolgenin timor ve abseleri gibi diger eslik eden hastaliklarin
olmasiydi. Bu kriterleri karsilayan 71 hasta galismamiza dahil edildi.
Hastalarin servikal MR’lari incelenerek hastalar tek ve multipl seviyede
herniasyonu olanlar olarak iki gruba ayrildi. Hastalar operasyon oncesi
ICHD-3’e gore SBA tanisi alan ve almayan hastalar olarak iki grupta
degerlendirildi. Agn diizeylerinin degerlendirildigi viziiel analog skala (VAS)
puanlari, klinik muayene bilgileri operasyon oncesi ve sonrasi olarak
kaydedildi. Operasyon sirasinda kullanilan teknik, gelisen komplikasyonlar
ve hastalarin takip sureleri not edildi. Yirmi hasta verilerinde eksiklik
olmasi, takiplerine gelmeme gibi sebeplerle calismadan gikarildi.
istatistiksel Analiz; calismamizda SPSS 21.0 istatistik programi kullanildi.
Verilerin degerlendiriimesinde tanimlayici istatistiksel metodlarin yani sira
olgularin demografik 6zelliklerini belirlemek icin frekans, ylzde, ortalama
ve standart sapma kullanildi. Normal dagilim goésteren veriler bagimsiz
orneklem t testi ile degerlendirildi. P degerinin 0,05’ten kiigiik olmasi
anlamli olarak kabul edildi.

Etik Kurul Onayr; Bu calisma Bezmialem Vakif Universitesi Girisimsel
Olmayan Arastirmalar Etik Kurulu (Tarih 18.12.2018 Karar No:23/250)

tarafindan onaylanmistir.

Bulgular

Calismamiza dahil edilen 51 hastanin38’i (%74,5) kadin ve 13’0 erkek
(%25,5)'ti. Ortalama yas 45,76 + 11,56 yildi. Hastalarin basvurulari sirasinda
servikal goruntilemelerine gore hastalarin 41’inde (%80,4) tek seviye,
10’unda (%19,6) multipl seviyede servikal disk hernisi mevcuttu. Hastalarin
%82,4’linlin basvuru sikayeti Uist ekstremite agrisi idi (Tablo 1.). Operasyon
oncesi norolojik muayenelerinde %19,6 hastada Ust ekstremitede motor
kayip saptandi. 47 (%92.2) hastanin operasyon sonrasi (1. Ay) takiplerde
yapilan muayeneleri normaldi. (Tablo 1.).

Tablo 1.Sosyodemografik ve klinik verilerin dagihmi

Hasta  grubunun
ozellikleri (n = 51)

sosyodemografik}

Yas (yil) 45,76 + 11,56
Cinsiyet 38 (%74.,5)
o 13 (%25,5)
Erkek

Klinik verilerin dagilimi (n = 51)

Operasyon dncesi sikayet

Ust ekstremitede agr 42 (%82.4)
Ust ekstremitede uyusukluk 1(%2)

Ust ekstremitede agri ve uyusma 4 (%7.8)
Ust ekstremitede agr1 ve giigsiizliik 3 (%5.9)

Ust ekstremitede giigsiizlik ve yiiriime | 1(%2)
bozuklugu

Operasyon oncesi norolojik muayeng

bulgularr®*

Normal muayene 10 (%19.6)
Ust ekstremitede motor defisit 10 (%19.6)
Ust ekstremitedehipoestezi 8 (%15.7)

Ust ekstremitede motor  defisit ve | 11(%21.6)
hipoestezi
Ust ekstremitede motor defisit ve hipoestez{ 9 (%17.6)
ve DTR***|erde azalma

*C: Servikal
**3 hastanin verilerine ulagilamamistir.
*** Derin tendon refleksleri
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Hastalarda  %25,5 oraninda  SBA  saptandi. Bag  agrisi
degerlendirildiginde, operasyon éncesi VAS skoru ortalamasi 10.0 +0.0
iken operasyon sonrasi 4,46 * 4,46 idi. Bu hastalarin operasyon éncesi
ve sonrasl VAS puanlarindaki diisiis ortalama 5,54 * 4,46’ydi (p<0.01).
Operasyon degerlendirildiginde  VAS

ortalamaasi 9,55 + 1,97 iken, sonrasinda 1,75 # 3,03 idi (p<0.01).

oncesi  ekstremite agrisi
Ortalama takip siresi 30.40 + 32,31 aydi. Operasyon sirasinda ve
sonrasinda gelisen komplikasyonlar sirasiyla: %3,9 beyin omurilik sivisi
fistuli, %4 laringeal sinir hasariydi. Memnuniyet degerlendirildiginde
hastalarin %49.0 memnun,

%27,5 kismen memnun, %11,8’i ise

memnun degildi.

Tartisma
SDH tanisiyla opere edilen hastalarin operasyon oncesi SBA’ larinin
sikliginin - ve siddetinin saptanmasi ve operasyon sonrasi agri

diizeylerindeki degisimin degerlendirilmesinin amaglandig
¢alismamizda hastalarin %25,5 oraninda SBA saptandi. SBA’ nin siddeti
degerlendirildiginde operasyon oncesi ve sonrasi VAS puanlarinda
belirgin dislis saptandi.

SBA etyopatogenezi tam olarak bilinmese de bazi teoriler 6ne
strllmastir. C1-3 sinir koklerinin irritasyonu veya lezyonunun SBA’ da
roli oldugu rapor edilmistir (5, 6). Baska ¢alismalar ilave olarak C4
altindaki sinir koklerinin irritasyonunun da SBA ‘na neden oldugu ve
cerrahi ile iyilestigi saptanmistir (7) . intervertebral disk hasarina neden
olan disk prolapsusunun da SBA kaynagi olabilecegi bildirilmistir. Bu
nedenle cervikal sinir koklerinin SDH nedeniyle lezyonu SBA neden
olabilir ve cerrahi SBA’ni SDH’i diizelterek iyilestirebilir (7). Daha 6nceki
SDH hastalarinda SBA klinik ve sonuglarini degerlendiren galismalar
mevcuttur. Liu ve arkadaslarinin SDH ile birlikte SBA olan 34 hastada
anterior servikal diskektomi ve flizyon sonrasi iyilesme
gozlemlediklerini rapor etmislerdir (8). Biz de opere ettigimiz SDH’li
hastalarimizda asil hastaligin diizelmesiyle ile birlikte SBA’ larinin da

anlamli bir sekilde iyilestigini tespit ettik.

GUNDAG PAPAKER et al.

Faset eklemlerinin de agri kaynag olabilecegi ve servikal faset
eklemlerinin SDH ile inflamasyonu, instabil olmasi SBA’ na neden
olabilmektedir. Oksipital sinir Ust servikalden oksiputa dogru ilerler ve
skalpe uzanir. Faset ekleminin SDH nedeniyle inflamasyonu oksipital
siniri irrite ederek SBA’na neden olabilmektedir. Cerrahi ile SDH
duzeltildiginde, faset eklemi inflamasyonu ve dolayisiyla oksipital sinir
irritasyonu da duzeleceginden SBA’'nin  da iyilesmesi mumkin
olabilecektir (9).

Kerr prensibine gore trigeminal sinir nosiseptif afferentleri ile C1-2'den
gelen sinirler beyin sapinda yakin iliski icerisinde olup ayni nikleusa
girerler (10). Yapilan baska bir calismada trigeminal sinir sensorial bilgileri
blytk oksipital sinir ile Ust ve alt cervikal sinir kokleri posterior
dallarindan alir (11). Biyuk oksipital sinirin blokaji ile trigeminal alanda
hissedilen agrinin ortadan kalkmasi bu teorilerin klinik kanitidir. Servikal
dura mater ile PLL farkli sempatik inervasyonlara sahip olduklarindan

sempatik refleksi uyarabilirler (12).

Bu uyari servikal kompleks ganglion ve sempatik trunkustan trigeminial
sinir ¢ekirdegine gecip SBA’ na neden olabilir (13). Bu nedenle bizim
serimizde de ameliyatta dura ve PLL de kompresyonu hastanin klinigini

duizelttigi gibi SBA agrisini iyilestirmistir.

Calismamiz retrospektif, tek merkezli ve az sayida vaka igerdiginden,
kontrol grup olmadigindan kisithdir. Ancak literatiire katkida bulunmus

olup daha genis ¢aph galismalara ihtiyag vardir.

Sonug

SBA tani ve tedavisi ilk muayenede zordur. Etyopatogenezi diskojenik,
konverjans ve sensitizasyon-desensitizasyon teorileri ile
aciklanabilmektedir. Calismamizda SBA, SDH ile birlikte oldugunda,
cerrahi girisim sonrasi bu hastalarda buyuk bir kisminda iyilesme ile

sonuglandigi gosterilmistir.
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Levatér  llerletme  Prosediiriiniin Farkli  Blefaropitoz
Endikasyonlarindaki Etkinligi

Efficiency of Levator Advancement Procedure in Various

Indications of Blepharoptosis

Mehmet ALTIPARMAK* 0000-0002-9971-7137

Oz
Amag: GOz kapag pitozu, st gz kapagl pozisyonunun algak yerlesimli olmasidir.

Levator kas ilerletme proseduru genellikle orta ve ileri diizey pitozlarin tedavisinde

Mugla Sitki Kogman Universitesi Tip Fakiiltesi, kullanilan etkili bir yéntemdir. Bu galismada levatér ilerletme proseduriiniin dogustan
Plastik, Rekonstriktif ve Estetik Cerrahi Anabilim Dall, ve kazanilmig pitozlardaki etkinligi karsilastiriimistir.
Mugla Yontem: Calismaya 2016-2019 vyillari arasinda opere edilen 8 hasta ve 8 tek tarafli

pitoz, retrospektif olarak dahil edildi. Hastalarin yasl, cinsiyeti, limbus 6rtme degerleri,

levatér fonksiyon 6lgimi, etyolojisi, sikayetinin siresi, takip streleri ve ameliyat

sonucu kaydedildi. Tum hastalara levator ilerletme ameliyati yapildi.

Bulgular: Calismaya yaslari 3 ile 70 arasinda olan 5 erkek ve 3 kadin hasta dahil edildi.

Hastalarin 2’sinde dogustan, 3’Unde senil ayrismaya bagli, 3’linde de travmaya bagli

(darp, ylksekten diisme, kanser operasyonu) pitoz vardi. Dogustan pitozu olan

hastalarin levator fonksiyonu koéti ve limbus 6rtme mesafesi yiksekti. Bu hastalarda
A limbus 6rtme mesafesinde 1mm’den fazla degisiklik olusturulamadi. En iyi sonuglar ise

Yazigma Adresi: Mehmet ALTIPARMAK
yashliga bagli levatér ayrismasi vakalarinda elde edildi. Dogustan olanlarda ameliyat
Oncesi ve sonrasl limbus6lgim degerleri arasinda anlaml farkliik bulunamazken

Mugla Sitki Kogman Universitesi Tip Fakdltesi, (p>0,05) dogustan olmayanlarda ameliyat 6ncesi ve sonrasi dlgimlerde anlamli farkhihk

Plastik, Rekonstriiktif ve Estetik Cerrahi AD, MUGLA oldugu sdylenebilecek bir deger bulundu (p=0.059).

E-mail: dr.maltiparmak@gmail.com Sonug: Levator ilerletme prosediirii, sonradan gelisen gz kapagi pitozlarinda etkili bir

yontemdir. Fakat kiglk yastaki cocuklarda dogustan kéti derece pitoz ve zayif levator
fonksiyonu varliginda ilk asamada levatér ilerletmenin faydasiz olabilecegi akilda

bulundurulmali ve frontal askilama yontemi 6n plana gikarilmahdir.
Anahtar Kelimeler: Blefaropitoz; Levator ilerletme; Pitoz

Abstract

Aim: Blepharoptosis is defined as lowered position of the upper eyelid. Levator
advancement is an effective method that is generally executed in moderate and severe
ptosis. The efficiency of levator advancement procedure between congenital and
acquired ptosis is investigated in this study.

Method: A total of 8 patients with 8 unilateral ptosis which were operated between
years 2016-2019 were included in the study. Age, gender, limbus coverage distance,
levator function estimation, ethiology, duration of complaint, follow-uptimes and
surgical out comes have been recorded. All patients recieved a levator advancement

procedure.
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Levator ilerletme Prosediiriiniin Farkh Blefaropitoz
Endikasyonlarindaki Etkinligi

Results: Five male and 3 female patients between ages 3 to 70 were
included in the study. Two of the patients had congenital ptosis while 3
had senil dehiscence and other 3 had ptosis secondary to trauma
(assault, fall from height, cancer operation). Patients with congenital
ptosis had poor levator function and severe limbus coverage distance.
Limbus coverage distance was not improved more than 1mm in these
patients. The best results were obtained in senile levator dehiscence
cases.

There were no statistical differences between pre-operative and post-
operative limbus coverage distances of congenital ptosis patients
(p>0,05), while patients with acquired ptosis had almost statistically
significant difference(p=0.059).

Conclusion: Levator advancement procedure is an affective method of
acquired ptosis. However, it is beneficial to keep in mind that severe
ptosis with poor levator function in early pediatric age could be
ineffective and frontal sling should be considered in this particular
population.

Keywords: Blepharoptosis; Levator advancement; Ptosis

Girig

GOz kapagl pitozu, dogustan veya kazanilmis (st g6z kapagi
pozisyonunun algak yerlesimli olmasidir. Etyolojiye gore pitozis,
myojenik, norojenik, aponorotik (levatér apon6rozunun tars tzerindeki
yapisma yerinden ayrismasi), mekanik veya travmatik olabilir [1].
Blefaropitoz, hastalarda kozmetik gorinimi bozmakla beraber,
fonksiyonel kayip da meydana getirmektedir. Kompanse edebilmek
amaciyla frontal kaslar devamli olarak kasilir veya karsi taraf géz kapagi
retraksiyonu gelisir. Ozellikle tek tarafli blefaropitozlarda yasa bagl
olarak 1 hafta ile 3 ay arasinda g6z tembelligi gelisimine neden
olabilmektedir. Aponoérotik blefaropitoz, pitozun en sik sebebi olup
levator ayrismasi, levator kasinin incelmesi veya her ikisinin sonucunda
gelisir[2]. Limbus 6rtme miktari (LOM), orta hatta Ust gdz kapaginin
limbusu 6rttigt mesafeyi ifade eder. Bu mesafe en fazla 1-2 mm
olmalidir ve bu degerin Uzerinde operasyon endikasyonu
bulunmaktadir.Levator fonksiyonu (LF) ise kaslar sabitlendiginde Ust goz
kapaginin asagi bakis ile yukari bakis arasindaki mesafesinin élgtimadur.
LF, goz kapaginda levator kasinin ne kadar fonksiyonel oldugunu ve
ilerletme yapildiginda ne kadar etkili olabilecegini tahmin etmeye
yarar[3].G6z kapagi pitozunun tedavisinde farkli endikasyonlarda farkli
yontemler kullanilmaktadir. Levator fonksiyonu zayif (0-4 mm), orta (5-9
mm) veya iyi (>10 mm) olabilir. Pitozun derecesi zayif (1-2mm), orta (3-4)
veya kotu (>4mm) olabilir [1]. Levator kas ilerletme prosediri genellikle
orta ve ileri diizey pitozlarin tedavisinde kullanilan etkili bir yontemdir.
Bu calismada levator ilerletme prosediriinin dogustan ve kazanilmis
pitozlardaki etkinligi karsilagtirilmigtir.

Materyal ve Metod

Calismaya 2016-2019 yillari arasinda opere edilen 8 hasta, gerekli etik

kurul onayi alindiktan sonra retrospektif olarak dahil edildi.

Efficiency of Levator Advancement Procedure in

Variousindications of Blepharoptosis

Hastalarin yasi, cinsiyeti, LOM degerleri, LF &lciimii, etyolojisi, sikayetinin
suresi, takip streleri ve ameliyat sonucu kaydedildi. Tum hastalara levator
ilerletme ameliyati yapildi. Cocuklar hari¢ diger hastalar 1/100.000'lik
adrenalin ile %1 lidokainden 2ml enjekte edilerek lokal anestezi esliginde
opere edildi. Operasyon sonrasinda hastalarin en az 1 aylik takiplerinde
LOM degerleri dlgiildii. Etyolojiye gore ameliyat dncesi ve sonrasi LOM
degerleri karsilastirildi. Ameliyat 6ncesi ve sonrasi karsilastirmalar non-
parametrik testlerden wilcoxon testi ile yapildi.

Ameliyat teknigi:

Lokal anestezi sonrasinda Ust blefaroplasti insizyonu ile girilir. Cocuk
hastalar haricindeki diger hastalarda eliptik deri eksizyonu da
gergeklestirildi. Monopolar ince igne koteri ile 10W gliciinde kesilerek
derinlesildi. ilk dnce septum kesilerek tarsal plaga ulasildi ve sefalik
diseksiyon ile yag pakeleri ekarte edildi. Levator kasi 3,5 blyutmeli gozluk
ile diseke edilerek iki adet ince uglu penset ile eleve edildi (Resim 1). Tars,
siliyer hatta kadar diseke edildi ve levator kasi 6/0 yuvarlak uglu prolen ile
3 ayri noktada levator kasinin 3-4mm sefalik kismindan dikildi. Eger uyanik
ise hastaya goziini agmasi soylenerek goz kapagi acgikhgi kontrol edildi.
Yetersiz ise levator eksizyonu vyapilarak daha sefalik alandan tarsa

sabitlendi.

Resim 1. Hafif atrofik ince levator kasi tutularak ilerletilir ve tars tizerine sabitlenir.

Bulgular

Galismaya yaslari 3 ile 70 arasinda olan 5 erkek ve 3 kadin hasta dahil
edildi. Hastalarin 2’sinde dogustan, 3’tinde senil ayrismaya bagli, 3’inde
de travmaya bagh (darp, yiiksekten dusme, kanser operasyonu) pitoz
vardi. Dogustan pitozu olan hastalarin levatér fonksiyonu kéti ve limbus
ortme mesafesi ylksekti. Bu hastalarda limbus ortme mesafesinde
1mm’den fazla degisiklik olusturulamadi. En iyi sonuglar ise yashhiga bagh
levator ayrismasi vakalarinda elde edildi. Travma sonrasi gelisen pitozda,
tek tarafli onarim sonrasinda karsi taraf kompanzasyon mekanizmasi
ortadan kalktigindan ilk basta asimetri meydana gelmis fakat sonraki

kontrolinde kendiliginden dizeldigi gérulmustir (Resim 2).
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Resim 2. Sol Uist gdz kapaginda travmaya bagl pitoz. Ust: Sol géz kapaginda levator
yapigma yerinin gizgisinde siliklesme gortlmektedir. Orta:Orbita tabani ameliyatina
bagl subsilier insizyon skari gériinmektedir. Sag Ust goz kapaginda kompanzasyon
mekanizmasinin kalkmasi sonucu pitoz gorilmektedir. Alt: Ameliyat sonrasi 1.ayda
simetri saglandi.

Dogustan pitoz hasta sayisinin yetersiz olmasi nedeniyle istatistiki
analiz yapilamamis fakat ameliyat 6ncesinde ve sonrasinda 1mm’den
fazla fark olmadigi gérilmektedir.

Dogustan olmayanlarda ameliyat 6ncesi ve sonrasi 6lgiimlerde anlamh
farklilik oldugu s6ylenebilecek bir deger bulundu (p=0.059). Hastalara

ait veriler Tablo 1’de gosterilmistir.

Tablo 1.Hastalarin demografik verileri. Limbus 6rtme miktarinin ameliyat éncesi ve
sonras| durumu.

Yas | Cinsiy LimbusOrtme Levator Etyoloji Sikayetini | Sonug
et Miktar Fonksiyonu n Siiresi
>8mm Disme laydir hasta rahatlamis,
70 Erkek 4mm . .
limbus értme:
1mm
3mm Darp 2ay ilerleme yok,
58 Erkek 5mm .
limbus
ortme: 5Smm
Degerlendirile Dogustan | Dogustan | ilerleme yok,
4 Erkek 4mm ) .
medi limbus
ortme: 3mm
8mm Yaslihik 6 aydir hasta rahatlamis,
66 Erkek 3mm
limbus értme:
1mm
5mm Dogustan | Dogustan Limbus 6rtme:
3 Kadin 5mm
4mm
8mm Kanser 2yl hasta rahatlamis,
58 Kadin 3mm
limbus értme:
1mm
12mm Yz 1yl hasta rahatlamis,
67 Kadin 3mm stk v 5
limbus 6rtme:
imm
Degerlendirile Dogustan . . .
3 Erkek 5mm . Dogustan Limbus 6rtme:
medi
4mm
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Tartisma

GOz kapagl goziin koruyucu fonksiyonunu yerine getirmekle beraber goze
estetik ozellik de katmaktadir. Ust goz kapaginin distkligi olarak tarif
edilen blefaropitozun tedavisinde farkli yontemler ayri ayri veya kombine
sekilde tariflenmistir. Bu yontemlerden en sik kullanilani levator ilerletmedir.
Her ne kadar levator ilerletme prosediriniin 6grenme egrisinin yiksek
oldugu ve bazen tahmin edilemeyen sonuglara yol agabildigi bilinse de, orta
ve ileri seviye pitozlarda sik¢a kullanilir [4]. Bu g¢alismada farkh
endikasyonlarda orta-ileri seviye pitozlarda uygulanan levator ilerletme
ameliyatinin etkileri aragtinlmistir.

Konjenital blefaropitoz sebepleri arasinda levator kas atrofisi, aponorotik
dokularin yag ve fibroz doku ile infiltrasyonu yer almaktadir [5]. Eger
dogustan blefaropitozlar gormeyi engelleyecek derecede agir ise bebekler 6
haftalik olduktan sonra cerrahi dustinilmelidir. Tarafimizdan opere edilen
dogustan pitozlu hastalarin hepsi agir derecede pitoza sahipti ve en az 3
yasindaydi. Bu hastalarda cerrahi tedavi sonrasinda yiiz gildirict sonug
elde edilememesinin sebebi yetersiz levatér fonksiyonu olabilir. Ameliyat
oncesinde levator fonksiyonunun ¢ocuklarda net olarak
degerlendirilememesi sebebiyle ilk asamada levator ilerletme ameliyati
yapildi. Pediatrik poptlasyonda pitoz cerrahisinin en 6nemli sorunlari
arasinda levator superior kasinin degisken olabilmesi, ameliyat oncesi
degerlendirmenin eksik olabilmesi, ameliyatin genel anestezi ile birlikte
yapilmasi sayilabilir [2]. Cocuk hastalardaki en sik komplikasyon, yetersiz
diizeltmedir ve revizyon ameliyatinda ya levator rezeksiyonu yapilir veya
frontal askilama yontemi kullanilir. Hasta sahipleri, uylukta iz birakmasi ve
tekrar anestezi alacak olmasi sebebiyle tensor fasya lata ile yapilacak
askilama yontemine sicak bakmamis ve revizyon ameliyati yapilamamistir.
ileri diizey pitozlarda ve kétii levatdr fonksiyonu olan hastalardaki genel
kabul géren tedavi frontal askilamadir [2]. Bunun yaninda literattirde ileri
diizey pitozlu ve kotu levator fonksiyonu olan hastalara maksimum levator
rezeksiyonu ile %90'In Uzerinde basari saglandigi bildirilmistir [6].
Tanimlanmis bir tedavi protokoliniin olmamasi ve galismamizdaki hastalarin
koopere olamayacak kadar kuglk olmasi sebebiyle dogustan pitozu olan
hastalara levator ilerletme ameliyati uygulanmistir.

Bir hasta travma sonrasinda agir pitoz gelismesi nedeniyle opere edilmistir.
Bu hastada levator fonksiyonu zayif olmasina ragmen erken evre travma
(travma sonrasi l.ay) olmasi sebebiyle yapisikhiga bagl olabilecegi
duguinulerek levator ilerletme yapildi. Fakat istenilen sonug elde edilemedi.
Ust gbz kapaginda olusan fibrozisin whitnall tiiberkiiliniin superiorunda da
devam etmis olabilecegi dlstinuldi. Dolayisiyla apondrozun ilerletilmesinin
retraksiyona faydasi olmamis olabilir.

Literaturde blefaropitoz tedavisi sonrasinda gesitli komplikasyon vakalari yer
almakla beraber duzeltmesi en zor olani lagoftalmustur [7]. Tum cerrahi
mudahelelerde gorilebildigi gibi skar formasyonu da goriilmesi muhtemel
komplikasyonlar arasinda yer alir. Fakat g6z kapag derisinin ince olmasi
(<5mm) sebebiyle skar olusumu diger bolgelere gore daha az belirgindir [8].
lyi planlanama ve uygun siitiirasyonla bu tip komplikasyonlardan kaginmak

mumkundr.
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Levator ilerletme Prosediiriiniin Farkh Blefaropitoz
Endikasyonlarindaki Etkinligi

Nitekim g¢alismamizdaki vakalarin higbirinde benzer komplikasyona
rastlanmamistir.  Yaghhiga bagh levatér ayrismasinda levator
apondrozunun tarsa yapigsma yeri yukari kaymaktadir. Bu ameliyatta
levator kasi tarsin alt ucuna kadar gekilip dikilerek destek
saglanmaktadir. Kéti derecede pitozu olan ve goz kapagl derisinde
laksisitesi olan hastalarda pitozu diizeltmek genelde daha zordur [4].
Calismamizda levatér ayrismasi olan hastalarin  sonuglari hem
fonksiyonel olarak hem de estetik agidan ytiz glldiriict olmustur. Kas
ve apondérozunda travmaya bagli herhangi bir yapisiklik olmamasi
veya gelisimsel bir kas atrofisinin bulunmamasina bagli olarak yapilan

tedavi iyi sonug vermis olabilir.

Efficiency of Levator Advancement Procedure in
Various Indications of Blepharoptosis

Sonug

Hasta sayisinin az olmasi, gruplar arasinda dengesizlik olmasi ve
arastirmanin geriye doniik olmasi, g¢alismanin sinirlamalari arasinda
sayilabilir. Hasta sayisi az da olsa sinirli sayidaki verilerde dahi anlaml
orana yakin sonug elde edilmistir. Levator ilerletme proseddri, sonradan
gelisen goz kapag pitozlarinda etkili bir yontemdir. Fakat kiglik yastaki
¢ocuklarda dogustan kotl derece pitoz varliginda ilk asamada levator
ilerletmenin faydasiz olabilecegi akilda bulundurulmalidir. Kétli derecede
pitozu olan ve ameliyat 6ncesinde muayene edilemeyen hastalarda
frontal askilama yapilmasi, daha fazla gecikmeden gérme alanini

genisletmek adina yararl bir yéntem olabilir.
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Oocyte Triggering in Overweight and Obese Patients Undergo
ICSI: 250 ug Versus 500 ug Recombinant Hcg

ICSI Yapilacak Fazla Kilolu ve Obez Hastalarda Oosit Tetikleme:
250 ug veya 500 ug Recombinant hCG

Abstract

Aim:To evaluate the impact of recombinant-human chorionic gonadotropin (r-hCG)
dose; 250 pg or 500 pg, on intracytoplasmic sperm injection (ICSI) outcomes in
overweight and obese patients.

Materials and Methods: Fifty-eight consecutive infertile patients with a body mass
index (BMI) 225kg/m? who underwent ICSI were retrospectively evaluated according to
the r-hCG dosage used to trigger ovulation. We included patients between 20-38 years
of age without polycystic ovarian syndrome and poor ovarian reserve. Group | was
constituted of 16 patients (21 cycles) who get 250 pug r-hCG for oocyte triggering, and
Group Il was constituted of 42 patients (55 cycles) who get 500 pg r-hCG.

Results: The mean age and mean body mass indexes (28.6+3.7 and 28.4+3.2) were
similar between the Group | and Il. Germinal vesicle oocytes/oocyte-cumulus
complexes ratio (14.6% vs 8.9%), rate of arrested embryos (18.0% vs 7.5%) and rate of
embryos with multinucleation (14.2% vs 7.2%) were significantly higher in Group I. The
metaphase |l oocytes/oocyte-cumulus complexes ratio (76.9% vs 82.9%), the rate of
embryos with >7 blastomeres on day 3 (61.4 %vs 79.4%) and rate of blastocyst transfer
(11.8% vs 51.8%) were significantly higher in Group Il. Implantation rates (12.9% vs
32.4%, p<0.05) and clinical pregnancy per embryo transfer (19.0% vs 41.8%, p=0.06)
were higher in Group II.

Conclusion: 500 pg r-hCG for oocyte triggering in ICSI cycles produced better oocytes
and embryos, and consecutively better clinical pregnancy rates in overweight and
obese patients when compared to 250 pg r-hCG.

Keywords: r-hCG, IVF, embryo, obesity, ICSI

0Oz

Amag: Fazla kilolu ve obez hastalarda, 250 pg veya 500 pg recombinant-human
chorionic  gonadotropin (r-hCG) dozunun intrastoplasmik sperm enjeksiyonu
(Intracytoplasmic sperm injection/ICSI) sonuglari Gzerine etkisini degerlendirmek.
Gereg ve yontemler: Viicut kitle indeksi (VKi) >25kg/m2olan ICSI yapilmis 58 ardisik
inferil hasta ovulasyonun tetiklenmesi icin verilmis olan r-hCG dozuna gére retrospektif
olarak analiz edilmistir. Polikistik over sendromu veya kotu over rezervi olmayan 20-38
yas arasi hastalar dahil edilmis olup, Grup | oosit tetiklenmesi igin 250 pg r-hCG almis
olan 16 hasta (21 siklus) ve Grup Il 500 pg r-hCG almis olan 42 hastadan (55 siklus)
olusmustur.

Bulgular: Grup | ve Il arasinda ortalama yas ve VKi (28.6+3.7 ve 28.4+3.2) benzerdi.
Germinal vezikul oosit/oosit-kumulus yapisi orani (14.6% vs 8.9%), duraklamis embriyo
orani (18.0% vs 7.5%) and multinukleasyon olan embriyo orani (14.2% vs 7.2%) Grup

I’de anlamli olarak daha yuksekti.
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Oocyte triggering in overweight and obese patients undergo ICSI: 250
ug versus 500 ug recombinant Hcg

Metafaz Il oosit/oosit-kumulus yapisi orani (76.9% vs 82.9%), 3. glinde>7
blastomer olan embriyo orani (61.4% vs 79.4%) ve blastokist transfer
orani (11.8% vs 51.8%) Grup I'de anlamli olarak daha yiksekti.
implantasyon oranlari (12.9% vs 32.4%, p<0.05) ve embriyo transferi
basina klinik gebelik oranlari (19.0% vs 41.8%, p=0.06) Grup II'de daha
yuksekti.

Sonuglar: Fazla kilolu ve obez hastalar igin ICSI sikluslarinda oosit
tetiklemek igin 500 pg r-hCG 250 pg r-hCG ile karsilastirildiginda daha iyi
oosit ve embriyolar olusturarak bunun sonucunda daha iyi klinik gebelik

oranlari saglamistir.

Anahtar Kelimeler: r-hCG, IVF, embriyo, obezite, ICSI

Introduction

Human chorionic gonadotrophin (hCG) is used in in-vitro fertilisation
(IVF)/intracytoplasmic sperm injection (ICSI) cycles to trigger ovulation. It
promotes disruption of the oocyte-cumulus oophorus cell contact and
induction of follicular rupture, resumption of the oocyte’s meiotic
division(1), cumulus oophorus mucinification and luteinisation of the
follicular granulose cells(2). There are two types of hCG currently; urinary
hCG (u-hCG) and recombinant hCG (r-hCG). Several numbers of well-
designed, prospective randomized trials compared the effect of r-hCG
with u-hCG for oocyte triggering(3-8). According to these studies, there is
a consensus that r-hCG is as effective as u-hCG. Nevertheless, u-hCG is
associated with uncontrolled source, lack of purity, batch-to-batch
variation and it is less patient friendly than the r-hCG. Therefore, r-hCG
was started to be the widely-preferred one for oocyte triggering in
IVF/ICSI cycles. Recombinant hCG can be used in a dose of 250 pg or 500
ug to trigger ovulation.

Chan et al. (9) compared two doses (250 pg or 500 pg) of r-hCG for
oocyte triggering and they found that; although the serum and follicular
fluid hCG levels were significantly higher in the group who received 500
ug of r-hCG, the pregnancy rate (%23 vs %26) and implantation rates
(15.6% vs 13.5%) were comparable between the groups. In that study,
the authors recruited patients whose body mass index (BMI) was less
than 28 kg/m2 It is well-known that increased BMI may disturb
intrafollicular environment and impair meiosis and ovulation(10, 11). In
IVF/ICSI cycles; obesity and morbid obesity is associated with the use of
higher amounts of gonadotropins, increased cycle cancellation rates, and
decreased number of retrieved cumulus-oocyte complexes(12-14).
Therefore, the serum and follicular fluid hCG levels and consecutively the
dose of r-hCG are very important for oocyte triggering in overweight and
obese patients. However, there is little data on the impact of r-hCG dose
(250 pg or 500 pg) on IVF/ICSI outcomes in overweight and obese
patients.

Since there is a gap in the literature about how to trigger ovulation with
an ideal dosage of r-hCG in overweight and obese patients; this study
aims to investigate the effect of r-hCG dose, 250 pg or 500 ug, on ICSI

outcomes in overweight and obese patients.

ICSI yapilacak fazla kilolu ve obez hastalarda oosit tetikleme: 250 ug
veya 500 ug recombinant hCG

Materials and Methods

Fifty-eight consecutive infertile patients (76 cycles) with body mass index
(BMI) >25kg/m? who underwent ICSI were enrolled retrospectively
through the computerised IVF database system. Inclusion criteria were: (i)
patients <38 years of age; (ii) BMI 225kg/m? at the beginning of controlled
ovarian hyperstimulation; (iii) patients without polycystic ovarian
syndrome (PCOS); (iv) fresh cycles and (v) patients without poor ovarian
reserve (without any of this; previous history of poor ovarian response,
day 3 Follicle Stimulating Hormone (FSH)>10 mIU/ml, day 3 oestradiol
(E2)>60 pg/ml or bilateral antral follicle count <6).

We stratified these cycles into two groups according to the methods we
used to trigger ovulation. Group | was constituted of 16 patients (21 cycles)
who get 250 ug subcutaneous (s.c) r-hCG for oocyte triggering, and Group
Il was constituted of 42 patients (55 cycles) who get 500 pg s.c r-hCG for
oocyte triggering. This study was approved by the Ethical Committee of
Hacettepe University Faculty of Medicine (GO 13/175-03, 27.02.2013), and
in accordance with the Helsinki Declaration 2008.

All patients underwent controlled ovarian hyperstimulation consisting of
either luteal long GnRH agonist or flexible GnRH antagonist protocol, and
recombinant FSH using the step-down protocol. When agonists were used,
pituitary desensitisation was initiated with a daily s.c. administration of 1.0
mg of leuprolide acetate, which began at the luteal phase of the menstrual
cycle. This dose was continued until ovarian quiescence was confirmed by
vaginal ultrasound following menstruation. When desensitisation was
achieved, as evidenced by plasma oestradiol levels of <50 pg/ml, the
absence of ovarian follicles and endometrial thickness <6 mm on
transvaginal ultrasound examination(15), daily s.c. injection of
recombinant FSH was commenced. The starting dose of gonadotropin was
determined based on female age, antral follicle count at baseline
transvaginal ultrasonography, day three FSH and E2 levels, body mass
index (BMI) and previous ovarian response, if available. Ovarian response
was monitored with frequent serum E2 measurements and transvaginal
ultrasonography(16). When antagonists were employed; if serum E2 level
was >600pg/ml and/or if the leading follicle exceeding 14 mm in diameter,
cetrorelix 0.25 mg was initiated as daily injections up to the day of oocyte
pick-up. The criterion for hCG administration was the presence of three or
more follicles exceeding 17 mm in diameter.

Oocyte retrieval was carried out under local anaesthesia using vaginal
ultrasound—guided puncture of follicles 36 hours after hCG administration.
Standard procedures were carried out for gamete-embryo handling and
embryo transfer (ET) was performed under abdominal ultrasonography
guidance in all cases via a soft catheter. The luteal phase was supported by
daily vaginal progesterone suppositories starting day after the oocyte pick-
up.

Immature oocytes were defined as oocytes that appeared arrested at
either prophase | (oocytes with germinal vesicle (GV)) or metaphase |
(evidence of GV breakdown but no polar body visible).

Clinical pregnancy was defined as the presence of an intrauterine

gestational sac by transvaginal ultrasonography.
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The statistical analyses were performed by using Statistics Package for
Social Sciences version 17.0 (SPSS, Chicago, IL) for Windows. The chi-
squared and Fisher exact tests were used to analyse nominal variables in
the form of frequency tables. Normally distributed (Kolmogorov-Smirnov
test) parametric variables were tested by student t test. Non-normally
distributed metric variables were analysed by Mann-Whitney U test. P
values of <0.05 were considered statistically significant. Values were

expressed as mean+SD, unless stated otherwise.

Results
Both groups were comparable regarding the women’s mean age, body

mass index and duration of infertility (Table 1).

Table 1. The baseline characteristics of Group | (250 pg r-hCG) and Group Il (500
ug r-hCG)

Variable Group | (250 pg r- | Group Il (500 ug | Pvalue
hCG) r-hCG)

Number of | 16 42

patients

Number of cycles 21 55

Female age | 30.8+4.7 30.2+4.1 0.638

(mean)

Body mass index | 28.6+3.7 28.4+3.2 0.545

(kg/m?)

Duration of | 97.7451.1 76.3£55.1 0.089

infertility

(months-mean)

Abbreviations: NS ‘Non-significant’

The mean BMI was 28.6+3.7 and 28.4+3.2 for Group | and II,
respectively. The duration of stimulation, total dose of FSH used, E2
level on the day of hCG administration and number of follicles (>17
mm, 15-17 mm and 10-14 mm) during hCG administration were

comparable between the Group | and Group Il (Table 2).

SELCUK ve ark.

Table 2.The controlled ovarian hyperstimulation response of Group | (250 pg r-hCG)

and Group I (500 pg r-hCG)

Variable Group | (250 pg r-hCG) | Group Il (500 pg r-|P
hCG) value

Duration of stimulation (day) 9.0+1.4 9.4+1.9 0.701

Total dose of FSH used (IU) 2497.0£794.6 2379.4+1342.7 0.137

E2 level on the day of hCG 2142.8+1229.4 1850.4+1056.9 0.084

administration (pg/mL)

Number of follicles >17 mm in|4.2+2.8 3.742.0 0.209

diameter during hCG

administration

Number of follicles 15-17 mm in | 3.7+2.8 3.843.2 0.802

diameter during hCG

administration

Number of follicles 10-14 mm in | 4.4+5.8 6.5%6.2 0.091

diameter during hCG

administration

Endometrial thickness during|10.9+2.5 10.7+2.0 0.659

hCG administration (mm)

Abbreviations: NS ‘Non-significant’

The number of; retrieved oocyte-cumulus complexes (11.8+6.8 vs 11.616.7),

metaphase Il oocytes (9.1t 5.0 vs 9.615.5), two pronucleated (PN) oocytes

(7.1£4.1 vs 7.724.6) and the number of embryos transferred (1.5% 0.5 vs

1.3+0.4) were similar between the groups. Of interest, GV oocytes/oocyte-

cumulus complexes ratio (14.6% vs 8.9%), rate of arrested embryos (18.0%

vs 7.5%) and rate of embryos with multinucleation (14.2% vs 7.2%) were

significantly higher in Group | when compared to Group Il (Table 3).
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Table 3. The embryological data and pregnancy outcomes of Group |

(250 pug hCG) and Group Il (500 pg hCG) (Abbreviations: NS “Non-significant’,
OHSS ‘Ovarian hyperstimulation syndrome”)

Variable Group | (250 ug| Group 1l (500 P value
r-hCG) ug r-hCG)

Number of oocyte-cumulus | 11.846.8 11.616.7 0.792

complexes

Number of metaphase Il oocytes |9.1+ 5.0 9.6%5.5 0.852

Number of 2 pronucleated oocytes | 7.1+ 4.1 7.7+4.6 0.757

Metaphase Il oocytes/oocyte-|76.9 82.9 0.041

cumulus complexes (%)

Germinal vesicle (GV)/oocyte-|14.6 8.9 0.035

cumulus complexes (%)

Metaphase I/oocyte-cumulus | 7.3 6.4 0.088

complexes (%)

Fertilisation rate (%) 78.5 80.0 0.086

Rate of arrested embryos (%) 18.0 7.5 <0.001

Rate of embryos with | 14.2 7.2 0.012

multinucleation (%)

Rate of embryos with 27|61.4 79.4 <0.001

blastomeres on day 3 (%)

Number of embryos transferred 1.5£0.5 1.310.4 0.309

Rate of blastocyst transfer (%) 11.8 51.8 <0.001

Clinical pregnancy/embryo | 19.0 41.8 P=0.06

transfer (%)

Implantation rate (%) 12.9 32.4 <0.001

OHSS (number) 1 0 0.104

The metaphase Il oocytes/oocyte-cumulus complexes ratio (76.9% vs
82.9%), the rate of embryos with >7 blastomeres on day 3 (61.4 %vs 79.4%)
and rate of blastocyst transfer (11.8% vs 51.8%) were significantly higher in
Group Il when compared to Group | (Table 3). Implantation rates (12.9% vs
32.4%, p<0.05) and clinical pregnancy per embryo transfer (19.0% vs
41.8%, p=0.06) were higher in Group Il (Table 3). Ovarian hyperstimulation
syndrome risk was not different among the groups.

Discussion

It is well-established that recombinant human chorionic gonadotrophin is
as effective as urinary hCG for induction of final follicular maturation in
IVF/ICSI cycles(3-8). Therefore, it is widely used to trigger ovulation in
IVF/ICSI. Recombinant hCG is usually administrated either with a dose of
250 pg or 500 ug to trigger ovulation.This study analysis the overweight
and obese patients to identify the best results for triggering ovulation and
ICSI outcomes with r-hCG. The implications of this study may further draw
a study with large number of patients to optimize the clinical approach in
respect to 250 pg or 500 pg r-hCG dose. We found higher implantation
rates and clinical pregnancy per embryo transfer in overweight and obese

patients with 500 pg r-hCG.

ICSI yapilacak fazla kilolu ve obez hastalarda oosit tetikleme: 250 ug
veya 500 ug recombinant hCG

Chang et al.(6)recruited 275 randomized non-obese patients; 94 received
250 pg of r-hCG (mean BMI=23.3+3.1 kg/m2), 89 received 500 pg of r-hCG
(mean BMI=22.943.1 kg/m2), and 92 received 10,000 U USP of urinary hCG
(mean BMI=23.3+2.9 kg/m2). Groups were comparable regarding the
women’s mean age and BMI. The mean numbers of oocytes retrieved per
treatment group were equivalent; 13.6+0.8, 14.6+0.8, 13.7+0.8 with 250 pg
of recombinant hCG, 500 pg of recombinant hCG, and urinary hCG,
respectively. The numbers of 2PN fertilized oocytes on day 1 after oocyte
retrieval, and 2PN or cleaved embryos on the day of embryo transfer were
significantly higher with 500 pg of recombinant hCG than with the 250 ug
dose. However, the clinical pregnancy rates were comparable; 35.1%,
36.0% and 35.9%; for the groups, respectively.

Chan et al.(9), compared the effect of 250 pg and 500 pg r-hCG for oocyte
triggering in 60 patients who underwent IVF cycles in a prospective,
randomized, double-blind study. The primary end point was the
percentage of metaphase Il oocytes. They noted that the percentage of
metaphase Il oocytes was similar in both groups (89.3% vs. 86.0%; p>0.05).
They also stated that the pregnancy rate (%23 vs %26) and implantation
rates (15.6% vs 13.5%) were comparable between the groups. In that
study, the authors recruited patients whose BMI was less than 28 kg/m2.
The mean BMI of both groups were 21.4+2.6 and 22.1+2.7, respectively
(p>0.05). It is well-known that increased BMI may disturb intrafollicular
environment and may impair ovulation and meiosis and suboptimal
conditions during the oocyte maturation stage can negatively impact
further embryo development(10, 11). Salha et al.(17) reported that
patients with a normal BMI (BMI=18-25 kg/m2) had a higher serum hCG
level on the day of oocyte retrieval, (99.6+14.8 U/L), as compared with the
higher BMI group (BMI 226 kg/m2; 63.9+7.3 U/L, p<0.05). They also stated
that the number of oocytes retrieved (11.8t1.8 vs 16.1 +3.9),
oocyte/follicle ratio (33.9% vs 41.7%, p<0.05), number of oocytes fertilized
(5.8%0.7 vs 8.1+1.1), fertilization rate (46.2% vs 61.3%, p<0.05) and clinical
pregnancy rate per cycle (26.6% vs 37.1%, p<0.05) were lower in the higher
BMI group when compared to the normal BMI group. These results
suggested that the serum and follicular fluid hCG levels and consecutively
the dose of hCG to trigger ovulation in IVF/ICSI cycles has a very important
role in overweight and obese patients. However, there is little data
regarding the impact of the dose of r-hCG (250 pg or 500 pg) on IVF/ICSI
outcomes in overweight and obese patients. Kahraman et al.(18) recruited
105 ICSI cycles with BMI 226 kg/m2. Fifty-four subjects (mean
BMI=29.743.1) were injected 250 pg of r-hCG and 51 cases (mean BMI=
29.442.9) received 500 pg r-hCG. The mean number of total and MIl
oocytes, Mll/total oocytes ratio, the mean number two pronuclei (2PN),
fertilization rate and the mean number of embryos transferred were found
not to be significantly different between the groups. They concluded that
250 pg of r-hCG is sufficient and safe to trigger ovulation, even in women
with a BMI higher than 26 kg/m2.

The study by Moragianni et al. (19) showed that obesity is significantly

proportional with worse IVF outcomes.
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For patients with BMI>30kg/m?, there is a decreased-odds for
implantation, clinical pregnancy and live birth. Ozekinci et al. (20)
found that the total gonadotropin dose and duration of stimulation is
significantly higher in obese patients (BMI>30kg/m?), despite similar
clinical pregnancy rates. The meta-analysis by Sermondade et al. (21)
showed a decreased probability of live birth following IVF in obese
patients when compared to the normal weight patients. On the other
hand, Petersen et al. (22) stratified assisted reproductive methods
and found no impact of body mass index on live births after ICSI
treatment, however this may result from the used technological
methods where the negative influence of fat on oocytes is prevented.
Chan et al. (23) showed that the absorption of hCG in obese women
is approximately half of the women with a normal BMI, by the way a
higher dose of hCG is needed to trigger ovulation in obese women
besides the use of increased amounts of gonadotropins. Obesity
alters the bio-availability of hCG, consequently it has a detrimental
effect on the intrafollicular microenvironment and oocyte
maturation. A recent study by Kavrut et al. (24) analysed the effect of
r-hCG (250 pg or 500 pg) on IVF/ICSI outcomes in obese patients (BMI
>30kg/m?). Despite the higher levels of serum hCG in 500 g protocol,

it had no effect on the implantation and clinical pregnancy rates

(p>0.05).
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In contrary, we found that MIl oocytes/oocyte-cumulus complexes ratio
(76.9% vs 82.9%, p<0.05) was significantly lower in 250 pg group, when
compared to the 500 pg group. Additionally, the pregnancy rates (19.0% vs
41.8%, p=0.06) and implantation rates (12.9% vs 32.4%, p<0.05) were
lower in the 250 pg group. Our results support that LH surge was
suboptimal in 250 pug group, when compared to the 500 pg r-hCG group.
Moreover, these suboptimal conditions disturbed the oocyte quality,
embryo quality and consecutively pregnancy rates.

Our study has some inferiorities. This study is not a prospective
randomized one and the sample size is not too large. Additionally, we did
not use Anti-mullerian hormone level to identify the patients with a poor
ovarian reserve. However, day-3 FSH and E2 level with the antral follicle
count were used. But results are very interesting, therefore further studies
should be undertaken to clear which r-hCG dose (250 pg or 500 ug) should
be administered in overweight and obese patients undergoing IVF/ICSI

cycles.

Conclusion
In conclusion, 500 pg r-hCGfor oocyte triggering in ICSI cycles produced
better oocytes and embryos, and consecutively better pregnancy rates in

overweight and obese patients when compared to 250 pg r-hCG.
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Prevalence of Genetic Mutations Related With Hereditary
Thrombofilia and the Effects of Thromboprophylaxy on Pregnancy
outcomes in Habitual Abortion Cases

Habitiiel Abortus Olgularinda Kalitsal Trombofili ile iliskili Genetik
Mutasyonlarin Sikligi ve Tromboprofilaksinin Gebelik Sonuglarina
Etkisi

Abstract

Aim: To determine the frequency of hereditary thrombophilia gene mutations in
patients with a history of habitual and to investigate the effect of thromboprophylaxy
on pregnancy outcomes.

Material and Methods: This prospective cohort study included 278 patients with the
history of habitual abortion who applied for follow-up in their current pregnancy.
Study population were divided into two groups as thromboprophylaxy (low molecular
weight heparin (LMWH) t Acetylsalicylic acid (ASA)) and no teratment group.
Thromboprophylaxy group was also categorized into two subgroups as only LMWH
and LMWH + ASA group. Demographic characteristics, obstetric history and maternal
hereditary thrombophilia gene mutations (MTHFR (Methylenetetrahydrofolate
reductase), C677T, MTHFR A1298C, FV G1691A (Leiden), FV H1299A-R2, Fll
(prothrombin) G20210) were recorded and compared between groups. P <0.05 was
considered statistically significant.

Results: There was no mutation in 29 (10.4%) cases and the most common genetic
mutation was MTHFR C677T and/or A1298C (n=243, 87.4%) in the remained cohort.
Thromboprophylaxy; increased the live birth rates in patients with multiple gene
mutations (64.4% vs 12.5%, p = 0.006) and alone heterozygous MTHFR mutation
(64.5% vs 41.2%, p = 0.010). However, adding antiaggregant (ASA) to empiric
anticoagulant (LMWH) therapy has not been shown to have any significant effect on
live birth rates, preterm birth rates, birth time and birth weight (p> 0.05).

Conclusion: In current study, the most common hereditary thrombophilia gene defect
was; MTHFR A1298 heterozygous mutation. The live birth rates increased with
thromboprophylaxy in groups with heterozygous mutations of 2 or more, only MTHFR
and multiple gene mutations.

Keywords: habitual abortion, pregnancy loss, thrombophilia, thromboprophylaxy

0Oz

Amag: Habituel abortus olgularinda kalitsal trombofili gen mutasyonlarinin sikligini
belirlemek ve antitrombotik tedavinin gebelik sonuglarina etkisini arastirmaktir.

Gereg ve Yontemler: Bu prospektif kohort ¢alismaya, habitliel abortus dykisu olan ve
mevcut gebeliginde takip igin basvuran 278 hasta dahil edilmistir. Calisma
popllasyonu, tromboprofilaksi (dusik molekiler agirhkh heparin  (LMWH) +
Asetilsalisilikasit (ASA)) uygulanan ve uygulanmayan olarak iki gruba ayriimistir.
Tromboprofilaksi uygulanan grup ise; sadece LMWH ve LMWH+ASA uygulanan gruplar
seklinde iki alt gruba ayrilmistir. Tibbi veriler, obstetrik 6ykii ve maternal kalitsal
trombofili gen mutasyonu (MTHFR (Metilentetrahidrofolat rediiktaz), C677T, MTHFR
A1298C, FV G1691A (Leiden), FV H1299A-R2, FIl (protrombin) G20210) sonuglari
kaydedilmis ve gruplar arasinda karsilastirma yapilmistir. P <0,05 istatistiksel olarak

anlamli kabul edilmistir.
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Habitiiel Abortus Olgularinda Kalitsal Trombofili ile iliskili Genetik
Mutasyonlarin Sikligi ve Tromboprofilaksinin Gebelik Sonuclarina Etkisi

Prevalence of Genetic Mutations Related With Hereditary Thrombofilia and
the Effects of Thromboprophylaxy on Pregnancy outcomes in Habitual
Abortion Cases

Bulgular: 29 (%10.4) olguda mutasyon saptanmamistir ve kalan kohortta
en sik gorilen genetik mutasyon MTHFR C677T ve / veya A1298C (n = 243,
%87.4) dir. Coklu gen mutasyonlari (%64.4'e karsi %12.5, p = 0.006) ve tek
basina heterozigot MTHFR mutasyonu (%64.5'e karsi %41.2, p = 0.010)
olan olgularda tromboprofilaksinin uygulanmasi; canli dogum oranlarini
arttirmistir. Ancak ampirik antikoagiilan (LMWH) tedaviye antiagregan
(ASA) eklenmesinin, tek basina LMWH uygulamasina goére; canli dogum
oranlari, erken dogum oranlari, dogum zamani ve dogum agirligina anlamh
bir etkisi olmadig gosterilmistir (p> 0.05).

Sonug: Habituiel abortus olgularinda en sik gérilen kalitsal trombofili gen
defekti; MTHFR A1298 heterozigot mutasyonu olarak saptanmistir. Sadece
MTHFR, ¢oklu gen mutasyonu veya 2 ve daha fazla heterozigot mutasyonu

olan gruplarda tromboprofilaksi ile canli dogum oranlari artmigtir.
Anahtar Kelimeler: Gebelik kaybi, habittiel abortus, trombofili,
tromboprofilaksi

Introduction

Habitual abortion is defined as 2 or more consecutive pregnancy loss
documented by ultrasonography or histopathological evaluation by
Practice Committee of the American Society for Reproductive Medicine
(1). On the other hand, the number of consecutive pregnancy loss in
definition, was determined as 3 or more by European Society of Human
Reproduction and Embryology (2). It is stated that the patient group
meeting the diagnostic criteria is 1-5% on average and the etiology cannot
be explained in about half of this population (3). Commonly accepted
conditions in the etiology are, parental chromosomal abnormalities,
antiphospholipid  antibody syndrome and congenital uterine
abnormalities. Alloimmunity, endocrinopathies, environmental toxins,
certain infections and thrombophilia are other factors that are discussed in
the etiology of habitual abortion. Unfortunately, in many cases the exact
underlying etiology of habitual abortion remains undetermined (4,5).
Although there are obvious reports about the effect of hereditary
thrombophilia on placenta mediated pregnancy complications and the
efficacy of thromboprophylaxy in women with a history of habitual
abortus, it is noteworthy that physicians have been offering
thromboprophylaxy despite the literature. This reveals that the confusion
in physicians’ minds keep on going. Despite there are studies and meta-
analyses showing that the thromboprophylaxy does not have a positive
effect on pregnancy outcomes in patients with hereditary thrombophilia
mutation in habitual abortion cases, there are also studies proving
otherwise (18-25). The results of a regional study investigating the
frequency of hereditary thrombophilia gene mutation types and their
association with habitual abortion, generally do not coincide with the
results of meta-analysis. For example, as the most common cause of
inherited thrombophilia FVL mutation illustrated in the literature, the
frequency of heterozygous mutations is 3 — 15 % in European countries, 14
% in Greece and, 2 — 25 % in Turkey. On the contrary, the frequency is

quite low in China, Japan and India (6, 7, 8).

Our clinic is a center for patients referred from all regions of Turkey and
so, the results of this study may be regarded as a reflection of the Turkish
population, especially for habitual abortion cohort. The aim of this study is
to determine the frequency of hereditary thrombophilia gene mutations in
patients with habitual abortion with unknown etiology, to investigate the
relationship between the types of mutations and to show the effect of
thromboprophylaxy on perinatal outcomes.

Material and Methods

Patients who admitted for antenatal follow-up during current pregnancy
and had habitual abortion in their obstetric history were included in this
prospective cohort study. 2 or more consecutive pregnancy loss
documented by ultrasonography or histopathological evaluation before 20
weeks or with a fetal weight <500 documented as habitual abortion. This
study, was performed according to the World Medical Association
Declaration of Helsinki, was approved by the ‘Institutional Ethics

Committee’ (Document no: B.30.2.YBU.006.06.01/6) and informed
consents were obtained from all subjects. Inclusion criterias were;
presenting in her current pregnancy, having a history of consecutive 2 or
more pregnancy loss before 20 weeks, attending antenatal follow-up until
the end of pregnancy, completing her treatment with thromboprophylaxy
in treatment group. Patients who have a history of habitual abortion and
started their pregnancy follow-up at an external center but continued in
our institution were also included to study group if they admitted to our
hospital before their 10t gestational week. The presence of fetal major
structural anomaly in existing pregnancies, detection of maternal/paternal
chromosomal anomaly, protein C, S and antithrombin deficiency and
antiphospholipid antibodies (Lupus anticoagulant, Ig M and Ig G are anti-
B2 glycoprotein antibody 1), uterine anomaly determined by ultrasound /
hysteroscopy, discontinuity of follow-up and history of thrombosis were
determined as exclusion criterias and these cases were excluded from the

study group. (Figure 1).

Figurel. Flow chart of study population
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278 patients with a history of habitual abortion and addressing selection
criterias were divided into two groups: thromboprophylaxy (low
molecular weight heparin (LMWH) + Acetylsalicylic acid (ASA) group and
no treatment group. Thromboprophylaxy was recommended to all
participants by explaining the risks. Those who accepted the treatment
were included in the treatment group and those who did not, were
included in the no treatment group. Patients whose follow-up and
thromboprophylaxy started at an external center, therapy was continued
and these patients included in treatment group. To the patients who
have not been offered treatment before, theraphy was recommended
and these patients categorized according to their preference. Treatment
modality groups (only LMWH vs LMWH + ASA group) were also
subdivided with the same method. Demographic characteristics,
obstetric history and maternal hereditary thrombophilia gene mutations
(MTHFR (Methylenetetrahydrofolate reductase), C677T, MTHFR A1298C,
FV G1691A (Leiden), FV H1299A-R2, FIl (prothrombin) G20210) were
recorded and compared between groups. Furthermore, current
pregnancy outcomes (pregnancy loss, live birth, birth week, birth weight)
were compared according to the groups.

Genetic test results of patients previously tested for hereditary
thrombophilia were used in the study. The remained cohort were tested
in our institution in Department of Genetics. 5 ml of blood drawn into
tubes containing EDTA from each patient. DNA were extracted using a
commercial kit (QIAmp DNA mini kit; Qiogen, Hilden, Germany).
Obtained DNA were stored at — 20 C until the analysis time, genotyping
of alleles was performed by real-time polymerase chain reaction (RT-
PCR) using allelic discrimination. The three genotypes were defined as
follows: CC, normal homozygous (wild type); CT, heterozygous; and TT
mutant homozygous for C677; and AA, normal homozygous (wild type);
AC, heterozygous; and CC mutant-homozygous for A1298C. Factor Il
(prothrombin) G20210A mutation (GG: normal homozygous; GA:
heterozygous; AA: mutant homozygous) were other mutations that were
analysed.

The primary outcome of the study was live birth and the aim of study
was to evaluate the efficacy of thromboprophylaxy in the cases with
habitual abortion who has thrombophilia gene muations.
Thromboprophylaxy was applied after fetal heart beat was confirmed by
ultrasonography. Thromboprophylaxy group was reclassified into alone
LMWH (low-molecular-weight heparin) (enoxaparin 40 mg / day) and
LMWH + ASA (acetylsalicylic acid) (enoxaparin 40 mg / day + 100 mg /
day). It was not considered whether the patients had received any
antithrombotic or anticoagulant therapy in their previous pregnancies.
Statistical analysis of the data was performed using SPSS ver.21.0
program. Descriptive data results were expressed as mean + SD, number
(%) percent. Pearson Chi-square test was used for comparison of
categorical data between groups and Independent Sample test was used
for comparison of continuous data between groups. P <0.05 was
considered statistically significant. P values were not given in groups with
very few cases such as homozygous MTHFR mutation, untreated or alone

FV mutations, and frequencies and percentages were given.
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Results

The mean age of the patients was 31.3 £ 4.6 years, mean gravida was 3.6

+

1.0 and mean parity was 0.4 + 0.7. Mean miscarriage count was 2.3 + 0.7 and

mean miscarriage week was 9.5 * 2.4, The distribution of thrombofilia gene

mutations in subjects with habitual abortion were shown at Table 1.

Table 1: Distribution of the thrombophilia gene mutations in cases with
habitual abortion (n=278)

— —
C677T Homozygous 27 (9.7%)
Heterozygous 125 (45.0%)
A1298C
Homozygous 43 (15.5%)
*MTHFR Heterozygous 177 (65.1%)
ce77T Homozygous 66 (24.3%)
and/or
A1298C

bAlone MTHFR C677T and/or Heteroz 127 (45.7%)
ygous

A1298C (n= 172; 61.9%) Homozy 45 (16.2%)

gous
Heteroz 40 (14.4%)
ygous

Leiden (G1691A)
Homozy 7 (2.5%)

gous
Heteroz 23 (8.3%)
ygous

arv H1299A-R2
Homozy O

gous
Heteroz 56 (20.1%)
ygous

Leiden and /or R2
Homozy 7 (2.5%)

gous
Heteroz 4 (1.4%)
ygous

bAlone FV Leiden and/or R2
Homozy 2 (0.7%)

gous

Heteroz 14 (5.0%)

ygous
2F 1l (Prothrombin) N 1(0.4%)
lomozy 1 (0.4%

gous
bAlone F Il (Prothrombin) 0

2among all cases
bin cases without any other thrombophilia gene mutations

Only MTHFR C677T and/or A1298C gene heterozygous mutation (n= 127)
Of the 127 cases with only heterozygous MTHFR gene mutations, 41.2%
of cases who did not receive treatment, resulted in live births, whereas
the rate of live births was significantly higher in the treated cases
(64.5%, p = 0.010). While live births occurred in term in 49.0% of the
treated cases, this rate was 66.7% in the untreated group. This
difference was not statistically significant (p=0.173). Nonetheless, the
mean gestational age at birth and mean birth weight were not different
between the taken any treatment and non-treatment groups (p=0.857,
p= 0.541, respectively). The type of treatment (alone LMWH or
LMWH+ASA) has no significant effect on gestational week at birth and
birth weight (Table 2).

Alone FV G1691A (Leiden) and/or H1299A-R2 gene mutations (n=6)
Two of all FV mutation cases (n=6) had only FV G1691A (Leiden)
mutation and the mutation type was homozygous in both cases. In
addition, only 2 cases had FV H1299A-R2 mutation and the mutations

were heterozygous.
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Results regarding perinatal outcomes according to the treatment status
and treatment modality were shown in Table 2.

Multiple gene mutation in combination (n=70)

There was not detected any subject with alone FIl (Prothrombin) gene
mutation and all subjects with Fll gene mutation (n=15) were in
combination with MTHFR and/or FV mutations. Seventy cases with
multiple gene mutations; 62 had treatment during current pregnancies,
and 40 of them were live birth (77.5% at term and 22.5% preterm birth).
In the untreated group, live birth was only 1 (at term) in 8 cases (p =
0.006). 32 cases were treated with only LMWH and 59.4% of them gave
live birth. The rate of live birth among the cases, who received LMWH +
low-dose ASA (70.0%, 21/30) was also similar (p= 0.553) (Table 2).

The type of mutations in combination

In this group, 45 had only 22 heterozygous mutations, 3 had 22
homozygous mutations and 23 had 21 heterozygous plus 21 homozygous
mutations. Although 3 cases with alone 22 homozygous mutations were
received thromboprophylaxy, pregnancy resulted in alive term birth in
only one case, and the remaining two pregnancies resulted in fetal
demise.. In 5 of cases with alone >2 heterozygous mutations (n = 45), no
treatment was applied during pregnancy and all of these pregnancies
resulted in fetal demise. Remaining 40 cases were treated and 57.5% of
pregnancies resulted in live birth. The mean gestational age was 37.2 +
3.3 weeks and the mean birth weight was 3182 + 720 grams. Of the 23
cases with 21 heterozygous plus 21 homozygous multiple mutations, 80%
of the treated patients had live birth, whereas 2 of the 3 cases who had
not received treatment had fetal demise and 1 had live birth at term. Of
the live births (n = 16) in the treated group, 3 (18.8%) were preterm and
13 (81.3%) were term. Their mean gestational age was 37.2 + 3.3 weeks
and mean birth weight 3044 + 743 grams.

Wihtout any mutation (n=29)

23 out of 29 cases without any gene mutations did not receive any
treatment in their current pregnancy, whereas 6 cases were based on
their poor obstetrics history. Although the sample size of the groups
were less than that of the live birth rates (78.3%, n = 18/23 vs 50% n =
3/6; p = 0.242). In cases with a history of habitual abortion with no
thrombophilia gene mutation and resulting in live birth without any
treatment (n = 18), the mean gestational age at birth was 38.5 +0.8

weeks and the mean birth weight was 3291 +377 grams.

Habitiiel Abortus Olgularinda Kalitsal Trombofili ile iliskili Genetik
Mutasyonlarin Sikligi ve Tromboprofilaksinin Gebelik Sonuclarina Etkisi

Table 2. Preganancy outcomes of cases with habitual abortion and
hereditary thrombophilia (n=278)

Pregnancy Outcome Alive Births
(n=278)
Fetal  Live Pret .
Mutation type Treatment demise Birthn Teter  term Gest. B'rth
ne) 00 p o T
(mean (mean
ne " +5D) +5D)
18
No treatment (n= ( % 18 38.5 3291
78.3%
9 + +
None mutation 23) (21.7%) 0.2 (100%) +0.8 som +377 oo
(n=29,10.4%) 2 ’ ’
Treatment (empiric) ( ) 1 2 37.1 3175
3(50%
(n=6) " (50%) (33.3%) (66.7%) +2.0 +248
21
No treatment (n= 30 ( 7 14 38.0 3170
(41.2%
51) (58.8%) (33.3%) (66.7%) +19 +582
0.0
0.173 0.857 0.541
49 10
Only  Treatment(+) (n= ( 25 24 37.9 3242
64.5%
Heteroz 76) (35.5%) (51.0%) (49.0%) +14 +381
ygous
29
LMWH 17 4 25 37.8 3289
(n= (63.0%
127) (n=46) (37.0%) (13.8%) (86.2%) +1.0 +305
Alone Treatment 0.8 0355 0.750 0276
MTHFR modality | MwH 20 70 : . i
(c677T 10 4 16 38.0 3162
+ASA (66.7%
and/or (33.3%) (20.0%) (80.0%) +19 +480
A1298C (n=30)
gene)
mutation No treatment (n=2) 1 1 1 374 2910
(n=172,
27
61.9%) Treatment (+) (n= 16 ( 7 20 374 3045
62.8%
43) (37.2%) (25.9%) (74.1%) +21 +483
Homozy
gous 21
LMWH ( 6 15 37.2 3022
72.4%
(n=45) (n=29) (27.6%) (28.6%) (71.4%) +23 +549
Treatment 0.1
modality LMWH 6 18 0.671 0.483 0.774
1 5 37.9 3089
+ASA (42.9%
( ) (57.1%) (16.7%) (83.3%) +13 +230
n=14
No treatment (n=2) 1 1 1 38.4 3075
4 38.9 3045
Treatment (+) (n=4) 4
Alone FV (G1691A (100%) *10 +570
(Leiden) and/or
H1299A-R2 gene) LMWH 38.4 2812
N 3 3
mutation (n=6, (n=3) +0.3 +401
2.2%)
) Treatment
modality ~ LMWH
+ASA 1 1 40.4 3745
(n=1)
Alone Fll
(Prothrombin) -
mutation (n=0)
1
No treatment (n=8) ( ) (12.5% 1 39.4 3055
87.5%
0.0
40 06
Treatment (+) (n= ( 9 31 37.1 3117
64.5%
62) (35.5%) (22.5%) (77.5%) +3.3 +731
Multiple gene
mutationin 19
combination (n=70) LMWH 13 (59.4% 3 16 37.3 3212
4%
(n=32) (40.6%) (15.8%) (84.2%) +33 +676
Treatment 0.5 0.476 0717 0.435
modality | MwH 21 53 ' ' ’
5 16 36.9 3026
+ASA (70.0%
( ) (30.0%) (23.8%) (76.2%) +33 +786
n= 30,
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Discussion

Despite the comprehensive literature regarding the effect of
thromboprophylaxy on pregnancy outcomes, there are still opponent
results between studies and too much effort to reach a consensus in
management of habitual abortion cases with unknown etiology (10-16).
Our study verifies that in cases with multiple gene mutations and alone
heterozygous MTHFR mutations, thromboprophylaxy significantly
increases live birth rates comparing no treatment group. However, when
different thromboprophylaxy modalities (L(MWH vs LMWH + ASA only)
were compared; live birth rates, term or preterm birth rates, gestational
age at birth and birth weight have been shown to have no significant
effects.

MTHFR gene mutation is one of the most investigated mutations in cases
with history of habitual abortion. The results of meta-analysis and case-
control studies regarding relationship between MTHFR gene mutation
and habitual abortion, showed different patterns with ethnic
populations. A meta-analysis of 16 articles involving 1420 cases with
habitual abortion and 1408 controls reported that MTHFR C677T was
significantly associated with habitual abortion risk in the Chinese
population under all genetics models (9). Similarly, Wu et al. and Cao et
al. findings supported by the idea that the MTHFR C677T polymorphism
was associated with the increased risk of habitual abortion among
Asians, but not Caucasians (10,11).
The most common cause of hereditary thrombophilia is APC resistance
and 90-95% of the APC resistance phenotype is heterozygous.
Homozygous Factor V Leiden mutation is responsible for only 1-5% of the
cases. There are metaanalyses and clinical studies showing the
relationship especially with early abortion (12, 13). On the other hand, in
a study including 5,000 pregnant women, a significant association
between FVL and stillbirth, however, no correlation between FVL and
miscarriage were shown (14).Fll (prothrombin) gene mutation is another
thrombophilia discussed extensively in genetic studies in cases with
habitual abortion. Although, there are metaanalyses showing that there
is a significant relationship between miscarriage/habitual abortion and
prothrombin gene mutation in early period of pregnancy (13, 15, 16),
according to recent literature, it is widely accepted that there is no
relationship between habitual abortion and FIl gene mutation (14, 17).

In the literature, the majority of studies investigating the efficacy of
thromboprophylaxy; includes the patient group with inherited
thrombophilia or a history of habitual abortion with no genetic mutation
screening. In the randomized-controlled HepASA study, in patients with
inherited thrombophilia other than APAS, it was shown that outcomes in
LMWH + ASA group was similar with the group ASA alone (18). In the
randomized, double-blind, multicenter HABENOX study, patients who
has pregnancy loss history, regardless of the type of gene mutation, was
treated with DMAH + placebo, DMAH + ASA, or ASA alone. There was no

statistically significant difference in terms of miscarriage (19).

YEGiN ve ark.

In the randomized-controlled, multicentre SPIN study, no significant
difference was observed in terms of fetal loss between the groups LMWH +

ASA and without treatment (20).

In the ALIFE study, cases with a history of habitual abortion were divided
into 3 groups; the first group received LMWH + ASA, the second group
received only ASA and the third group received no treatment. At the end of
the study, it was reported that LMWH + ASA combined therapy or only ASA
administration did not affect live birth rates (21). In the multicentre TIPPS
study, antepartum dalteparin treatment was used in patients with
hereditary thrombophilia; pregnancy loss, VTE and placenta mediated
pregnancy complications have been shown to have no positive effect and
may cause minor bleeding (22).

ESHRE guidelines suggest not to use antithrombotic prophylaxis unless in
the context of research, or if indicated for venous thromboembolism (VTE)
prevention for women with hereditary thrombophilia and a history of
habitual abortion (23).

In relation to LMWH theraphy, there are also studies that showed a
stastically significant benefit of thromboprophylaxy in patient with
pregnancy loss. A retrospective cohort, conducted by Clavijo MM et al,
showed LMWH had a positive effect in the combined outcome (miscarriage,
placenta-mediated pregnancy complication) and in only miscarriage group
(24). Similarly, in another prospective study, twenty-three of the 80 patients
treated with low-dose aspirin and 69 of the 80 patients treated with
enoxaparin had a healthy live birth (25).

Limitation of current study was about its prospective but not randomised
design. There is not a consensus about thromboprophylaxy in managment
of habitual abortion cases with unknown etiology. Due to the ethical

problems regarding untreated group, study could not be designed as

randomised trial.

Conclusion

In our study, the most common hereditary thrombophilia gene defect was;
MTHFR A1298 heterozygous mutation. The live birth rates increased with
thromboprophylaxy in groups with heterozygous mutations of 2 or more,
only MTHFR and multiple gene mutations. Comparison of alone LMWH and
LMWH + ASA group, showed no significant differences in terms of preterm
and term birth rates, delivery weeks and birth weights according to
mutation status and types. Studies with larger sample size of habitual
abortion cases with Alone FV and Fll gene mutations may provide better
clinical these mutations and

results for the significance  of

thromboprophylaxy. In addition, the direction of further research should

focus on gene-gene and gene-environment interactions.
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Acik ve Laparoskopik inguinal Herni Girisimi Sonrasi Derlenme
Unitesindeki Erken Dénem Postoperatif Agri Diizeylerinin
Karsilastiriilmasi

Comparison of Early Postoperative Pain Levels in Recoveryuni
After Open and Laparoscopic Inguinalhernia Repair

0z

Giris ve Amag; inguinalherni tamiri Diinya’da sik¢a uygulanan cerrahi girisimlerden
biridir. Herni tamirinde sik¢a agik cerrahi girisim uygulanmakta iken, teknolojinin
gelismesi ile minimal invaziv yontemlerden laparoskopik girisimler 6n plana ¢ikmistir.
Bu yontemlerin birbirlerine gbre avantaj ve dezavantajlari bulunmakta olup,
postoperatif erken dénem agri diizeyi ile ilgili galismaya rastlanmamigstir. Bu ¢alismada
laparoskopik ve agik inguinalherni onarimi sonrasi derlenme {initesinde postoperatif
erken donem agri dizeylerini karsilagtirmak amaglandi.

Metod; Prospektif tanimlayici nitelikte olan bu g¢alisma, 01 Mart-01 Temmuz 2019
tarihleri arasinda klinigimizdeagik veya laparoskopikinguinalherni tamiri yapilan ve
sonrasinda Postanestezik Bakim Unitesi'nde (PACU) takip edilen 61 hasta ile
gergeklestirildi. Hastalarin demografik verileri, anestezi seklinin yaninda agn diizeyi
Visliel Analog Skala (VAS) ile sorgulandi. Veriler IBM SPSS 25 programina girilerek analiz
edildi.

Bulgular; Calismaya katilan hastalarin %91,8'i erkek, % 8,2’si kadin, %86,9’u evli olup
yas ortalamasi 60,6x11,1 idi. Hastalarin %9,8’ine bilateral, % 90,2’sine sag veya sol
inguinalherni onarimi yapildi. Agik cerrahi girisim geciren (n:34 %55,7) hastalarin
ameliyat siresinin ve postoperatif erken donemdeki agri diizeyinin laparoskopik
girisim gegiren hastalardan (n:27 %44,3) dusuk oldugu (p<0,001) gorildu. Spinal
anestezi uygulanan (n:33 %54,1) hastalarin postoperatif erken dénemdeki agr
dlzeyinin genel anestezi uygulanan hastalarin (n:28 %45,9) agn dlzeyinden disuk
oldugu gorildi (p<0.001).

Sonug; Acik cerrahi teknikle herni onarimi yapilan hastalarin erken dénem agri
dlzeyinin laparoskopik teknikle onarim yapilan hastalara gore daha disik oldugu
bulundu.

Anahtar Kelimeler: inguinalherni; Laparoskopikcerrahi; Postoperatif agri

Abstract

Introduction and objective: Inguinal hernia repair is one of the common surgical
procedures worldwide. Although open surgical repair was performed commonly,
laparoscopic procedures have come forefront by advances in technology. Although
open and laparoscopic techniques have their own pros and cons, there is no study
about early postoperative pain in these techniques. In this study, it was aimed to
compare early postoperative pain levels in recovery unit after open and laparoscopic
inguinal hernia repair

Method: This prospective, descriptive study included 61 patients who underwent open
or laparoscopic inguinal hernia repair and monitored at post-anesthesia care unit
(PACU) between 01, March 2019 and 01, July, 2019. Demographic data, type of
anesthesia and pain level as rated by Visual Analog Scale (VAS) were recorded. Data

were analyzed using IBM SPSS version 25.0.
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Acik ve Laparoskopik inguinal Herni Girisimi Sonrasi Derlenme
Unitesindeki Erken Dénem Postoperatif Agri Diizeylerinin
Karsilastiriimasi

Findings: Of the patients included, 91.8% were men while 8.2% were
women. Mean age of 60.6+11.1 years and 86.9% were married. Bilateral
inguinal hernia repair was performed in 9.8% while unilateral repair (either
right or left) was performed in 90.2% of patients. It was observed that
duration of surgery was shorter while early postoperative pain level was
lower in patients underwent open surgery (n=34; 55.7%) than those
underwent laparoscopic surgery (n=27; 44.3%) (p<0.001). It was also seen
that early postoperative pain level was lower in patients underwent spinal
anesthesia (n=33; 54.1%) than those underwent general anesthesia (n=28;
45.9%) (p<0.001).

Conclusion: It was found that early postoperative pain level was lower in
patients underwent open surgery than those underwent laparoscopic
surgery for hernia repair.

Keywords: Inguinalhernia; Laparoscopic surgery; Postoperative pain.

Giris

inguinal herni ameliyati Diinya c¢apinda en sik uygulanan cerrahi
girisimlerden biridir (1) Yaklasik her yil 20 milyon kisi bu girisimi
deneyimlemektedir (1,2). Bu ameliyatlar cerraha, saglik sigortasi
odemelerine, teknolojik imkanlara gore cesitlilik géstermekte olup kisiye,
duruma gore tamir yontemleri degismektedir. Teknoloji ilerledikge minimal
invaziv islemlerden robotik ve laparoskopik girisim 6n plana ¢ikmis olup,
laparoskopide total ekstraperitoneal (TEP) ve trans abdominal
preperitoneal (TAPP) yontem giin gectikge yayginlasmaktadir (3,4).Buna
ragmen glinimuzde agik onarim en sik kullanilan yontemdir.

Acik cerrahi girisimin daha ucuz olmasi, kolay 6grenilebilmesi, 6zel
ekipman gerektirmemesi (5), lokal ve bolgesel anestezi ile yapilabilmesi,
buna baghh olarak hastanin genel anesteziye bagl gelisebilecek
komplikasyonlari yasamamasi, ameliyatin daha kisa strmesi (4,5), cerrah
acisindan daha kolay 6grenilebilir olmasi ve ucuz olmasi (5),laparoskopik
cerrahi girisimin ise minimal kesi ile yapilmasi, hastanin ginluk
faaliyetlerine daha kisa zamanda donebilmesi (6-8), kronik agri gelisme
riskinin disik olmasi (4) gibi avantajlan vardir. Bunun yaninda
laparoskopik yontemlerin islem siresinin daha uzun olmasi (7,8) sadece
genel anestezi altinda yapilabilmesi, maliyetinin yuksek olmasi, 6zel
ekipman gerektirmesi (5,9)viseral (6zellikle mesane) ve damar
yaralanmalari agisindan daha yiksek komplikasyon riski olmasi (7) gibi
dezavantajlari  vardir. Ac¢ik ve laparoskopik tekniklerin avantaj ve
dezavantajlari hala tartisma konusu oldugundan kabul edilmis standart bir
yontem yoktur (3,4,8). Cerrahi teknik segimi genellikle cerrahin
uzmanlgina, hastanin yasam tarzi ve sosyal hayati, komorbidite varligina,
fitikla ilgili 6zelliklere ve ulusal kaynaklara gére uyarlanmalidir (10).
Uygulanan cerrahi teknik ne olursa olsun postoperatif kronik agri gelismesi
ve hernininniiks etmesi gelisebilecek 6nemli klinik sorunlardandir (1).
Kanitlar laparoskopik kasik fitigi onariminda preoperatif ve erken
postoperatif donemde yiiksek agri yogunlugunun kronik agri gelisimi igin

Ongoricu bir risk faktord oldugunu desteklemektedir (1,11,12).

Comparison of Early Postoperative Pain Levels in Recoveryuni
After Open and Laparoscopic Inquinalhernia Repair

Literatiirde ulasilan galismalarda acgik ve laparoskopik inguinal herni onarimi

sonrasl hastalarin postanestezik bakim Unitesindeki (PACU;
Postanesthesiacareunit) erken dénem agri dlizeyi sorgulamasinin yapilmadigi
gorilmektedir (6,8,9,13). Bu c¢alismada laparoskopik (TEP) ve acik
(Lichtenstein) inguinalherni onarimi sonrasi postoperatif erken dénem agn
diizeylerini karsilastirmayi amagladik.

Metod

Prospektif tanimlayici nitelikte olan bu calisma, etik kurul onayi ( IKCU Etik
Kurulu 502/26.12.2019) alindiktan sonra 01 Mart-01 Temmuz 2019 tarihleri
arasinda klinigimizde acgik veya laparoskopikinguinalherni tamiri yapilan ve
sonrasinda PACU’da takip edilen 61 hasta ile gerceklestirildi. Laparoskopik
girisim geciren hastalarin tumutotal ekstraperitoneal (TEP) yontemi ile opere
edildi. Hastalarin timine standart agri kesici olarak intraoperatif donemde
Fentanyl 100 mcqinfiizyon tedavisi yapilirken, postoperatif donemde agri
durumuna gére Tramadol HCL1mg/kg, parol 10-15 mg/kg inflizyonu ile agr
tedavisi yapilmistir. Hastalarin demografik verileri, anestezi seklinin yaninda
agri diizeyi Visliel Analog Skala’si (VAS) ile sorgulandi. Onsekiz yas Ustt, ASA 1-
2 olan, elektif girisim gegiren hastalar ¢alismaya alindi. Tekrarlayan herni,
stronguleherni, batin ameliyati 6ykisd, acil cerrahi, morbidobezite(viicut kitle
indeksi =35 kg / m?), merkezi sinir sistemi rahatsizliklari, psikiyatrik hastalik
varhgi, kimyasal madde kotuye kullanimi durumu, ameliyatla ilgisiz kronik agri
sendromu durumlari olan hastalar galismadan diglandi. Veriler IBM SPSS 25
programina girilerek analiz edildi. Yapilan kruskalwallis sonucunda normal
dagilim gostermeyen veriler mannwhitney U testi ile analiz edilirken normal
dagilim gosteren veriler student t testi ile analiz edildi.

Bulgular

Calismaya katilan hastalarin % 91,8'i erkek, yas ortalamasi 60,6+11,1 idi.
Hastalarin buytk bolimi (%49,2) ilkégretim mezunu iken % 9,8inin okuma
yazmasinin olmadigi saptandi. Hastalarin %9,8’ine bilateral, % 90,2’sine tek

tarafli herni onarimi yapildi (Tablo 1).

Tablo 1: Hastalarin Tanimlayici Ozelliklerinin Sunumu

n %*
Yas (ort+ss) 60,6+11,1
Cinsiyet Kadin 5 8,2
Erkek 56 91,8
Medeni Durum Evli 53 86,9
Bekar 8 13,1
EgitimDurumu Okuma yazmayok 6 9,8
ilkogretim 30 49,2
Lise 22 36,1
Lisansveuzeri 3 49
KronikHastalik Yok 34 55,8
Hipertansiyon 10 16,4
Diyabet 10 16,4
Solunumsistemihastaliklari 4 6,5
Hipertansiyonvediyabet 3 4,9
ASA Skoru 1 34 55,7
2 27 44,3
CerrahiTeknik Agikcerrahi 34 55,7
Laparoskopikcerrahi 27 44,3
FitikLokalizasyonu Sag 28 45,9
Sol 27 44,3
Bilateral 6 9,8
AnesteziSekli Genel 28 45,9
Spinal 33 54,1

AmeliyatSiiresi/dakika (ort+ss)

. . . . . 7445132
ASA: AmericanSociety of Anesthesiologists=Amerikan Anestezi Dernegi
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Yiimaz ve Ark.

Agik girisim geciren hastalarin agri diizeyinin (Medyan: 0) laparoskopik girisim
gegiren hastalarin agr diizeyine gore (Medyan: 30) dustk (p<0,001) oldugu
saptandi. Spinal anestezi uygulanan (n: 33 %54,1) hastalarin agr dlzeyinin
genel anestezi uygulanan hastalarinkinden (n: 28 %45,9) dustk oldugu
gorildi (p<0.001) (Tablo 2).

Ortalama ameliyat siiresi 74,4+13,2 (Min:50, Max:110) dakika olup (Tablo 1),
acik cerrahi girisim gegiren (n:34 %55,7) hastalarin ameliyat siiresinin
(69,5+10,3 dakika) laparoskopik girisim geciren hastalarin (n:27 %44,3)
ameliyat suresinden (80,5+13,9 dakika)kisa oldugu izlendi.(p<0,001).

Tablo 2: Hastalarin Ameliyat Siiresi ve Agri Diizeyine iliskin Verilerinin Sunumu (N: 61)

Medyan IQR Min Max z p

Cerrahi
Agn

(VAS Agik 000 10,00 000 20,00 © 4877 ~ <0.001
degeri)  Cerrahi
(n=34)

Laparos 30,00 25,00 0,00 70,00
kopik

Cerrahi

(n=27)

Genel 30,00 24,00 0,00 70,00 -5,023 <0.001
Anestezi
(n=28)

Spinal 0,00 10,00 0,00 20,00
Anestezi
(n=33)

Orttss

Ameliyat Acik 69,5+10,3 <0,001

Siiresi Cerrahi
(N=34)

Laparos 80,5+13,9
kopik

Cerrahi

(N=27)

VAS; Visiiel Analog Skala
Ortxss; Ortlamazxstandart sapma

Tartisma

Modern tiptaki gelismelerle birlikte, son birkag on yilda yeni protokoller ve
kilavuzlarin olusturulmasi, multimodalaneljezi yaklasiminin benimsenmesi,
tamamlayici ve alternatif yontemlerin etkinlikleri ile ilgili 6nemli gelismeler
elde edilmesine ragmen postoperatif agri hala bir sorun olmaya devam
etmektedir (14,15). Diinya’da her yil milyonlarca insan farkli cerrahi tekniklerle
inguinalherni ameliyati olmaktadir. Hangi cerrahi teknik sonuglarinin daha iyi
oldugu tartisma konusu iken (4-8), ozellikle PACU’daki erken donem agn
diizeyi ile ilgili ¢alisma olmadigl gbze carpmaktadir(6,8,9,13). Oysaki agn
yonetiminin ilk asamasi, cerrahi prosedire bagl gelisebilecek agriyi 6nceden
tahmin etmek, erken agri sorgulamasi yapmaktir (16,17). Bazen kiigik veya
orta diizey olarak nitelendirdigimiz prosedirler bile 6nceden tahmin etmekte
zorlanabilecegimiz sekilde siddetli veya ¢ok siddetli agriya neden

olabilmektedir (18).

Yiimaz et al.

Agri esigi disiik hastalari erken donemde tespit etmek agri yonetimi
ve analjezik tedaviyi daha iyi uyarlamak igin yardimci olacaktir
(17,19).  Literatiire  baktigimizda yapilan  bazi  galismalar
laparoskopikinguinalherni cerrahisi sonrasi agrinin daha dusik
oldugunu bildirmistir (6,8,9,13). Salma ve ark. inguinalherni ameliyati
sonrasi 4. saatte laparoskopik girisim gegiren hastalarin agik cerrahi
girisim gegcirenlere gére daha dusiik yogunlukta agri deneyimledigini
belirtmistir (9). Baska bir ¢alisma TAPP laparaskopik girisim gegiren
hastalarin postoperatif 6 haftalik izlemlerinde agik cerrahi girisim
geciren hastalardan anlamli olarak daha az postoperatif agri
yasadigini gostermistir (6).Anadol ve ark. (13) TAPP uygulanan
hastalarin postoperatif 12. ve 24. saatteki agri duzeylerinin agik
cerrahi girisim gegirenlere gore daha distik oldugunu gostermistir.
Benzer sekilde Hamza ve ark.(8) postoperatif 6. saatte ve 2. gliniin
ortasinda agri sorgulamasi yapmis ve laparoskopik girisim gegiren
hastalarin agri diizeylerinin daha dusik oldugunu bulmustur.
Literatiirde ulasilabilen ¢alismalarin hepsinde agri sorgulamasinin en
erken postoperatif 4. saatte yapildigi gérilmekte olup, PACU'daki agri
diizeylerinin sorgulanmadigi ve cerrahi igin en 6nemli ilk birkag saatin
gozden kagtigi gortlmektedir (6,8,9,13). Hastanin PACU'daki agri
yonetiminin iyi kontrol edilmesi kronik agri gelismesini 6nlemenin
hayati bir pargasidir (16,17). Bu g¢alismada literaturde belirtilenden
farkh olarak postoperatif erken dénemde agik cerrahi sonrasi agri
diizeyinin, laparoskopik cerrahi sonrasi agri diizeyine gére daha disuk
oldugu ve acik cerrahi girisimlerden sonra hastalarin biyik kisminda
spinal anestezi etkisinin devam etmesi nedeniyle agri algisinin
baslamadigi gorilda.

Laparoskopik girisimlerin spinal anestezi altinda yapildigi ¢alismalara
bakildiginda spinal anestezinin giivenli oldugunu savunan birgok
calisma mevcuttur (20, 21). Yapilan bir randomize kontrollii galismada
TAPP yontemi ile inguinalherni onarimi yapilacak 70 hastaspinal ve
genel anestezi ile opere edilecek sekilde iki guruba ayrilarak
karsilastirilmigtir.  Calisma sonucunda spinal anestezi uygulanan
hastalarda postoperatif morfin kullaniminin ve ilk 8 saatteki agn
diizeyinin anlamh derecede dusiik oldugu saptanmis ve spinal
anestezi TAPP onarimi igin etkili bir alternatif anestezi ydntemi olarak
onerilmistir (20). Benzer sekilde spinal anestezi altinda laparoskopik
TEP yontemi ile inguinalherni onarimi uygulanan 1311 hastayi
kapsayan bir sistematik derlemede; TEP yontemi ile inguinalherni
onarimi igin spinal anestezinin gilivenli bir sekilde uygulanabilecegi
belirtilmistir (21).Bu ¢alismalar ve genel olarak spinal anestezi ile
yapilanagik cerrahi ile girisim yapilan hastalarda postoperatif erken
dénem agri diizeylerinin ¢ok dusiik olmasi, laparoskopik girisimlerde
de epidural-spinal anestezinin uygulanabilecegini diislindirmektedir.
Calismamizda iki teknik arasi ameliyat sireleri karsilastirildiginda,
laparoskopik cerrahi siresinin agik cerrahiye goére daha uzun oldugu
izlendi. Bu bulgu, laparoskopik inguinal hernionarimi deneyiminin,
aclk cerrahi girisim deneyimi kadar iyi olmamasina bagl olabilecegi

sonucu disindirmustar.
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Dénem Postoperatif Agni Diizeylerinin Karsilastiriimasi

Laparoscopic Inguinalhernia Repair

Sonug

Bu galismada, spinal anestezi ile opere olan hastalarin postoperatif erken Laparoskopik cerrahiden sonra standart postoperatif bakim

donemde , spianl anestesinin etkisin devam etmesi nedeni ile hastalarin prosedirlerinin ve ekstra analjezik doz ihtiyacinin gézden gegirilmesi

blyik kisminda postoperatif agrinin baslamadigi, hastada bir rahatsizlik gerektigi soncuna varildi.
vermedigi gorildi. Laparoskopik girisimlerin erken donemde daha agrili
olabilecegi, hastalara ek analjezik tedavilerin uygulanmasina neden

olabilecegi saptandi.
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Temporomandibular Eklemde Disk Dislokasyonu ile Anatomik
Faktérlerin iliskisi

The Relationship Between Disc Dislocation and Anatomical
Factors in the Temporomandibular Joint
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Gereg ve Yontem: 2013-2017 yillari arasinda TME manyetik rezonans goruntileme
(MRG) ve bilgisayarli tomografisi (BT) olan 108 eklem (54 olgu)retrospektif olarak
incelendi. MRG’den disk dislokasyonu olup olmadigina karar verildi. MRG’de diskin
6n ve arka boynuzunun kalinhigi; BT'de sagital diizlemde eminensia tipi ve yuksekligi,

. . aksiyal duzlemde interkondiler agi ve mesafe o6lglldu. Agiz kapali incelemede disk
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(sirasiyla, p=0,12, 0,782, 0,096, 0,176). Rediiksiyonsuz dislokasyona dogru ilerledikce
disk arka boynuzun inceldigi goruldi (p=0,029). Eminensia tip 1’den 4’e gidildikge
redlksiyonsuz dislokasyonda anlamli artis izlendi (p=0,037).
Sonug:Temporomandibular  eklemde  vyapisal/  anatomik  farklihklar  disk
dislokasyonunu etkiler. Disk arka boynuzunda incelme, yassi ve diizensiz Eminensia
redlksiyonsuz disk dislokasyonuyla iligkidir.
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E-mail: acilengir@gmail.com Purpose: To evaluate the correlation between disc dislocation (DD) and the
anatomical/structural factors includingdisc thickness, eminence type and height,
intercondylar angle and distance in the temporomandibular joint (TMJ).

Materials and Methods: A total of 108 joints (54 cases) with TMJ magnetic resonance
imaging (MRI) and computed tomography (CT) between 2013 and 2017 were
retrospectively examined.DD was evaluated on MRI. The thicknesses of anterior and
posterior horns of the disc were measured on MRI; eminence type and height on the
sagittal plane, intercondylar angle and distance on the axial plane were measured on
CT. DD in closed mouth were classified as either with or with out reduction in open
mouth examination. Eminence types were determined as follows; 1 box, 2 sigmoid, 3

flattened, 4 deformed. ANOVA test and Spearman correlation analysis were used for

statistical analysis.
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Temporomandibular Eklemde Disk Dislokasyonu ile Anatomik
Faktérlerin iliskisi

Results: There was no significant correlation between DD with/without
reduction and anterior horn thickness, eminence height, inter condylar
angle, inter condylar distance (p=0,12, 0,782, 0,096, 0,167, respectively).
Posterior horn of the disc was thinner in DD without reduction
(p=0.029).There was a significant increase in DD without reduction while
eminence type was changing from type 1 to 4 (p=0.037).

Conclusion: Anatomical/structural differences are related with DD in the
temporomandibular joint. Thinning of posterior horn of the disc, and
flat-deformed type of eminence are correlated with the disc dislocation
without reduction.

Keywords: Disc dislocation; Jaw joint; Joint disc; Without reduction;

Temporal eminence

Girig

Temporomandibular eklem (TME), instabil bir eklem olup sabit bir
temporal kemik komponenti (eminensia) ile hareketli
mandibularkondilden olusur (1). Kondil ile eminensia arasinda, kemik
surtinmesini azaltip yik dagilimini saglayan eklem diski bulunur (2).
Travmaya acik olmasi ve instabiliteye yatkinligi nedeniyle ¢ene eklemi
patolojileri siktir. TME eklem patolojileri toplumun %5-12sini etkiler; kas-
iskelet sisteminde bel agrisindan sonra en sik agri nedenidir (3-5).

Disk dislokasyonu (DD),TME’deki en sik sorunlardan biridir(4).
Posteriordaki zayif baglar nedeniyle DD en sik anteriora olur(6). DD,
cignemeyle yakindan iligkili olmakla birlikte bazi yapisal faktérlerden
etkilenebilir(7, 8). Ornegin, eminensianin yassilasmasi bu faktorlerden
biri olabilir; yassi ve deforme tipteki eminensialar da daha sik DD
bildirilmistir(8).

Cene ekleminin radyolojik degerlendirmesinde siklikla bilgisayarl
tomografi (BT) ve manyetik rezonans goriintileme (MRG) kullanilir. BT
kemik degisiklikleri gostermede MRG’ye Ustlindir ayrica ince kesit olmasi
nedeniyle 3 planda daha iyi uzaysal ¢6zlnrliik saglar(9, 10). MRG’nin en
onemli Ustunlikleri ise eklem diskini gostermesi, dinamik incelemeyi
olanakli kilmasi ve radyasyon igermemesidir (11). TME’de diski
gosterebildigi icin MRG standart gortintiileme yontemidir(9, 10, 12).

Bu ¢alisgmada, TME anatomik faktorlerinden disk kalinhgi, eminensia tipi
ve yuksekligi, interkondiler mesafe ve aginin DD ile iliskisi arastiriimistir.
Yapisal faktorleri degerlendirmede UstUnlGgu nedeniyle BT’den, diski

gostermedeki basarisi nedeniyle MRG’den faydalaniimstir.

Gereg ve Yontem

Bu bir retrospektif galisma olup etik kurul tarafindan onaylanmis, etik
kurul retrospektif calismalarda onam alinmasini gerekli gérmediginden
hasta onami alinmamigtir. Nisan 2013 ile Agustos 2017 tarihleri
arasindagene agrisi  nedeniyle hemBT hemMRG vyapilan olgular
kapsamaktadir. Bu kapsamda; akut travma, travmatik dislokasyon,
dogumsal anomali, timor, bas-boyun bolgesine radyoterapi oykisi
bulunanlar galismadan dislandi. Mandibularkondil 15yasa dek gelisimine

devam ettigi igin 15 yastan kiigikler galisma digi birakildi (13) (Sekil 1).

The Relationship Between Disc Dislocation and Anatomical Factors
in the Temporomandibular Joint

Nisan 2013-Agustos 2017
arast TME MRG’ye sahip 330
olgu sayist

BT’si olmadig1 igin dislanan
271
olgu sayist
Dislama kriterleri nedeniyle
gikarilan olgu sayst

Dislanan olgular:

Hem BT hem MRG’ye sahip
olgu sayist

Dislama kriterleri sonrasi olgu

sayist ot

: ||
v Y

Cahsmaya alinan eklem 108 -2 primer tiimér
sayisi -1 metastaz
-1 travmatik TME dislokasyonu
-1 on bes yas alt1

Sekil 1. Hasta Segiminde Akis Semasi. (TME: Temporomandibular Eklem,

MRG: Manyetik Rezonans Goriintileme, BT: Bilgisayarli Tomografi)

MRG, 1.5 Tesla tarayiciyla (Optima 360, GE, Waukesha, Wisconsin, ABD),
yuzeyel koil kullanilarak gergeklestirildi. Her iki mandibularkondili igeren
aksiyal yag baskisiz T2 agirlikh (A), horizontal eksende kondil basinin uzun
aksina paralel parakoronal yag baskisiz T1A ve T2A, buna dik parasagital
agiz kapal ve maksimum agiz agikligi sonrasi proton dansite(PD) gérintiler

mevcuttu. MRG sekans parametreleri tablo 1’de belirtilmistir.

Tablo 1. Manyetik Rezonans Goériintiileme Sekans Parametreleri

Matriks

Sekanslar Frekans x  Kesit Kalinhg (;—;) TE (msn) NEX Siire
Faz

Aksiyal T2 288x288 2mm 3000 67 4 2dk 06sn
Koronal T2 224x224 2mm 2025 85 4 1dk 30sn
Koronal T1 224x224 2mm 401 25 4 1dk 24sn
Sagital PD

(AK) 320x224 2mm 2673 35 4 2dk 57sn
Sagital PD

288x224 2mm 2535 35 4 2dk 48sn
(AA)

AK: agiz kapah, AA: agiz agik, dk: dakika, sn: saniye, msn: milisaniye, mm: milimetre,
TR: tekrarlama igin gegen siire, TE: eko siiresi, NEX: tekrar sayist
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BT incelemesi 128 kesitli cihazla (Somatom Definition AS, Siemens,
Erlangen, Almanya) volimetrik olarak yapildi. BT g¢ekim parametreleri
soyle idi: Kesit kalinligi 0,6mm, pitch: 0,55, kVp: 120, mAs: 180,
gantrirotasyon suresi: 1.0sn. Elde edilen ham gorintiler, istenilen
eksende rezollisyon kaybi olmadan rekonstruksiyona izin vermekteydi.
Rekonstriiksiyonlar ise Syngo.via (Siemens, Erlangen, Almanya)
yazilimiyla olusturuldu. Her iki mandibularkondili simetrik géren aksiyal
kesitler ile her iki eklem igin ayr ayri olacak sekilde aksiyal eksende
kondil basi uzun aksina parakoronal ve buna dik parasagital kesitler
elde edildi.

Disk, MRG tetkiki ile degerlendirildi. Agiz kapali sagital gérlintiide diskin
arka kenar, kondile goére saat 12 hizasindan daha o6nde ise
anterioradislokasyon olarak adlandirildi (1, 11). DD izlenen olgularin
agiz acik sagital gorintilerinde disk arka kenari, kondil ile eminensianin
en dar yerinin 6niinde ise rediiksiyonsuz; arkasinda ise rediiksiyonlu DD
olarak tariflendi. Sonug olarak eklemler; DD yok, rediiksiyonlu DD ve
rediksiyonsuz DD olmak lzere 3 gruba ayrildi.

Disk 6n ve arka boynuzu kalinlik élglimleri agiz kapali sagital MRG
tetkikinde gergeklestirildi. Eminensia yiiksekligi BT tetkikinde sagital
dizlemde, fossanin en derin oldugu kesitten yapildi. Eminensia
tiplendirmesi, Kurita ve arkadaglarinin gorsel siniflamasindakigibi 4
tipte yapildi. Buna gore, tip 1’den 4’e dogru gidildikge eminensia
yassilagmaktadir. Tip 1 kutu tipi, tip 2 sigmoid tip, tip 3 yassi tip ve tip 4
deforme tip olarak belirlenmistir(14).Tiplendirme, yiksek uzaysal
rezoliisyonu nedeniyle sagital dizlem BT kesitinde vyapildi. iki
kondilinmedial kenarlari arasindaki en kisa mesafe olan interkondiler
mesafe, aksiyal BT kesitinden &l¢iildii.interkondiler agl, yine aksiyal BT’
dekondillerin uzun aksini birlestiren iki ¢izgi arasindaki agi esas alinarak

Olglldlu.Tum olglimler sekil 2’de gosterilmistir.

sekil 2. Olgiimler. Parasagital PD MRG gériintiisiinde disk 6n ve arka boynuzu
(a), parasagital BT goruntiisinde eminensia yuksekligi (b), aksiyal BT
goruntusinde interkondiler agi (c) veinterkondiler mesafe (d)olgtimleri. (PD:
Proton Dansite, MRG: Manyetik Rezonans Gorintileme, BT: Bilgisayarl
Tomografi)

COSKUN et al.

istatistiksel analiz

istatistiksel analiz, SPSS 15.versiyon (IBM,Chicago, llinois, ABD) ile yapildi.
Dislokasyon yok, rediiksiyonlu ve reduksiyonsuz DD seklinde siniflanan
DD ile disk 6n ve arka boynuzu kalinhg,eminensia yiksekligi,
interkondiler mesafe ve agi iliskisi ANOVA (Bonferroni diizeltmesiyle)
testi ile, eminensia tipi iligskisi ise Spearman korelasyon analizi ile
incelendi. p<0.05 degeri istatistiksel anlaml kabul edildi (alfa yanilgi

payI<%5).

Bulgular
Calismayi olusturan 54 hastanin 36’si (%66,7) kadin, 18’i (%33,3) erkekti.
Ortalama yas 44,2 (aralik, 15 — 84), BT ile MRG arasinda gegen siire

ortalama 25 gilindi.

Degerlendirilen 108 eklemin 68’inde (%63) DD gorilmedi. Disloke40
diskin 17’si (%42,5) rediksiyonlu, 23'G (%57,5) rediksiyonsuz tipteydi
(Sekil 3). Kutu tip eminensia sayisi 38 (%35,2), sigmoid tip 29 (%26,9),
yassi tip 32 (%29,6) ve deforme tip 9 (%8,3) idi (Sekil 4).

Sekil 3. Parasagital PD MRG goruntilerinde diskin gorinumi (oklar). Agiz agik (a, ¢, e) ve
kapali (b, d, f) MRG'lerde normal disk (a, b), rediksiyonlu (c, d) ve rediksiyonsuz (e, f)disk
dislokasyonu. Agiz kapali MRG’lerde kondile gore saat 12 hizasi, sari gizgi ile gosterilmektedir.
(PD: Proton Dansite, MRG: Manyetik Rezonans Goriintiileme)

Sekil 4.Parasagital BT goruntulerinde eminensia tipleri. a) Tip 1 (kutu tipi), b) Tip 2 (sigmoid

tip), c) Tip 3 (yass! tip), d) Tip 4 (deforme tip). (BT: Bilgisayarli Tomografi)

Dislokasyon olmayan, rediiksiyonlu DD ve rediksiyonsuz DD eklemlerde disk 6n
boynuz ortalama kalinlig sirasiyla 2,26 mm, 2,23 mm ve 2,02mm bulundu;
gruplar arasinda istatistiksel fark yoktu (p = 0,12). Ayni gruplarin disk arka
boynuz ortalama kalinliklari sirasiyla 2,46 mm, 2,21 mm ve 2,12mm bulundu;

gruplar arasinda anlamli fark bulundu (0,029) (Tablo 2).
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Tablo 2. Disk dislokasyonu ile dlgtimlerin kargilagtirmali analizi

. Disk Ortala Standart Giiven p,
Dislokasyonu ma Hata Arahi1 dege
(DD) £ ri
Yok 2,26 0,05 2,16-2,35
On Boynuz Rediiksiyonlu DD 2,23 0,13 1,96-25 0,12
Kalinligi (mm) .
Rediiksiyonsuz 2,02 012 1.76-2.28
DD
Yok 2,46 0,06 2,33-2,58
Arka Boynuz Rediiksiyonlu DD 2,21 0,16 1,87-254 0,029
Kalinlig1 (mm) ks
Rediksiyonsuz 212 0,13 1,85-2,39
DD
Yok 5,40 0,10 519-5,6
Eminensia Rediiksiyonlu DD 5,49 0,25 4,97-6,01 0,782
Yiiksekligi (mm) o
Rediiksiyonsuz 5,56 025 5,03 6,08
DD
139,07 -
Yok 141,40 117 143,73
interkondiler Ag1 Ly 127,92 -
(derece) Rediiksiyonlu DD 137,25 4,40 146,59 0,096
Rediiksiyonsuz 128,99 —
DD 135,29 3,04 141,58
82,36 —
Yok 83,29 0,46 84.22
interkondiler Rediiksiyonlu 80,57 —
Mesafe (mm) ADD 82,26 0.80 83,95 0,176
Rediiksiyonsuz 82,85 —
oD 84,47 0,78 56,00

Eminensia tipleriyle DD karsilastinldiginda, tip 1 eminensiada disklerin
%71,1'inde dislokasyon gorilmezken, tip 2’de bu oran %72,4, tip 3'te
%56,3 ve tip 4'te %22,2 idi. Tip 1 eminensiadaki disklerin %10,5'i
rediksiyonsuz DD iken, tip 2’de bu oran %13,8, tip 3'te %31,3 ve tip 4’te
%55,6 idi. Tip 1'den 4’e gidildikge rediksiyonsuz DD’da anlaml artis
gorilda (p = 0,037) (Tablo 3).

Tablo 3. Eminensia tipi ile disk dislokasyonunun
Dislokasyonu

kargilastirilmas1 DD, Disk

Eminensia DD Rediiksiyonlu Rediiksiyonsuz Toplam
Tipi Yok DD DD

Tipl 27 7 4 38

Tip 2 21 4 4 29

Tip 3 18 4 10 32

Tip 4 2 2 5 9
Toplam 68 17 23 108

Dislokasyon olmayan, rediiksiyonlu DD ve rediksiyonsuz DD eklemlerde
ortalama eminensia yiiksekligi sirasiyla 5,4 mm, 5,49 mm ve 5,56 mm bulundu;
gruplar arasinda anlamli fark yoktu (p = 0,782). Ayni gruplarin ortalama
interkondiler agi degerleri sirasiyla 141,4°, 137,25° ve 135,29° bulunduy;
gruplar arasinda anlamli fark yoktu (p = 0,096). Bu gruplarin ortalama
interkondiler mesafeleri ise sirasiyla 83,29 mm, 82,26 mm ve 84,47 mm
bulundu; gruplar arasinda anlamli fark yoktu (p = 0,176) (Tablo 2).

Tartisma

Cene ekleminde, disk patolojileriyle anatomik faktorlerin kiyaslandigi bu
calismada normal diskten rediksiyonsuz DD’ye gidildikge disk arka
boynuzunda incelme, eminensiada ise yassilasma tespit edilmistir. DD gérilen

olgularda disk kalinliginda azalma bildirilmistir(15).

The Relationship Between Disc Dislocation and Anatomical Factors
in the Temporomandibular Joint

Cene agrist olanlarla saglikh  gonullulerin - karsilastinldigr  Eberhard  ve

arkadaglarinin  g¢alismasinda, diskte kigllme ve laterale vyer degisikligi
saptanmistir (16). Bir baska calismada, redikte olmayan disklerin %85’inin
normal morfolojisini  kaybettigi raporlanmistir (8). Bizim ¢alismamizda,
rediksiyonsuz DD’ye gidildikge arka boynuzda incelme artmaktadir. Diskin
ozellikle arka boynuzundaki incelme, 6ne dislokasyonu kolaylastirici bir faktor
olabilir.  Eminensia tipi ile DD iliskisini arastiran bir ¢alismada yassi tiple

rediksiyonsuz DD arasinda korelasyon gorilmistir (8). Normal disk,
reduksiyonlu ve rediiksiyonsuz DD ile eminensia tipinin karsilastirldigi Kurita ve
arkadaslarinin galismasinda yassi tipe sahip olgularin %52’sinde rediiksiyonsuz
DD izlenirken, bu oran kutu tipe sahip olgularda %36, sigmoid tipe sahip olgular
%39, deforme tipe sahip olgularda %50 bulunmustur (14). Panmekiate ve
arkadaglari, eminensia egim agisi diisik olgularda rediksiyonsuz DD’nin daha sik
oldugunu bildirmistir (17). Bu calismada literatiirle uyumlu olarak, eminensia
tipinde kutu tipinden deforme tipe gidildikge, yani gorsel olarak eminensia
yassilastik¢a, rediksiyonsuz DD oraninda artisi izlenmistir. Eminensia yiksekligi,
bir baska tabirle artikiler fossa derinligi, ile osteoartrit bulgularinin
karsilastirildigi ilgily ve arkadaslarinin calismasinda, yiikseklik ile osteoartrit
arasinda anlamli iliski bulunmamistir(18). Sumbulli ve arkadaslarinin
¢alismasinda, g¢ene disfonksiyonu bulgusu olan ve olmayan iki grup arasinda
eminensia yuksekligi agisindan anlamli fark gorilmemistir(19). Bu calismada
eminensia yuksekligi ile DD karsilastirilmis ve anlamli fark saptanmamistir.
ile  mesafenin DD ile literatirde daha 6nce

interkondiler agl iliskisi

degerlendirilmemistir. Westesson ve arkadaslarinin ¢alismasinda,
horizontalkondil agisindaki artis ile DD’de artis bulunmustur(20). Kurita ve
arkadaslari, rediksiyonsuz DD’de horizontalkondil agisinda anlamli artis
raporlamistir(21). Bir baska galismada yine horizontalkondil agisindaki artigin
kemik dejenerasyona neden oldugu bildirilmistir(22). ikeda ve arkadaginin
¢alismasinda ise total DD izlenenlerde kondilinsuperiora yer degistirdigi ve Ust
eklem boslugunun daraldigi bulunmustur(23). Horizontalkondil agisindaki artis,
interkondiler agida azalmayla aynidir. Bu ¢alismada, horizontalkondil agisindan
farkli olarak interkondiler agi ve mesafe test edilmistir. Normal diskten
rediiksiyonlu ve reduksiyonsuzanterior DD’ye ilerledikge interkondiler agida
anlamli degisiklik goriilmemistir. interkondilermesafe ile DD arasinda da anlamli
iliski saptanmamistir. Bu g¢alismanin bazi kisithliklari mevcuttur. Bunlardan ilki
¢alismanin retrospektif olmasi vehasta segiminde bias riski olmasidir. Calismaya
dahil edilenler, semptomu olan ve bu nedenle hem BT hem MRG yapilanlari
kapsamaktadir. Bu haliyle g¢ene patolojileri igin oldukga riskli grubu temsil
etmekte olup saghkl gondullilerle karsilastirma yapilamamistir. Bu, g¢alismanin
tim toplum igin genellenebilirligini kisitlamistir. ikincisi, hasta sayisinin az
olmasidir. ilgili ddnemde MRG yapilan genis bir grup olmasina ragmen calisma
dizayn olarak hem BT hem MRG yapilanlari kapsadigi igin kriterlere uyan eklem
saylisi nispeten az olmustur. Uglinciisii, eminensianin {i¢ boyutlu karmasik yapisi
nedeniyle degerlendirilmesindeki giigliiktiir. Eminensia siniflamasini standardize
etmek igintiplendirmede orta sagital kesit esas alinarak literattirdeki onerildigi
haliyle gorsel olarak yapilmistir. Dérdincusu, disk kalinlik 6lgiminin MRG’ den
yapilmis olmasi nedeniyle parsiyel volim etkisinebagli potansiyel (mm
altinda)yanilgilar igermesidir.

Sonug olarak; ¢ene ekleminin yapisal faktorleri disk patolojileriyle iligkili olup
normal diskten reduksiyonsuz disk dislokasyonuna dogru gidildikge diskin arka

boynuzunda incelme ve eminensiada yassilasma gorilmektedir.
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Yogun Bakim Kliniginde Serebrovaskiiler Hastalik Nedeni ile
Takip Edilen Hastalarda Yutma Fonksiyon Bozuklugu Gériilme ve
Perkiitan Endoskopik Gastrostomi A¢ilma Sikhgi

The Incidence Of Swallowing Dysfunction And Percutaneous
Endoscopic Gastrostomy In Patients Followed Up Due To
Cerebrovascular Diseases In Intensive Care Unit

0z

Amag: Yogun bakim kliniginde takip edilen serebrovaskiiler hastalik tanisina sahip
hastalarda yutma fonksiyon bozuklugunun gorilme oraninin ve bu hastalarda
perkitan endoskopik gastrostomi (PEG) agilma sikliginin belirlenmesi amaglandi.
Materyal metod: 1 Mart 2014 — 31 Ekim 2015 tarihleri arasinda yogun bakim
kliniginde serebrovasiiler hastalik (iskemik inme, hemorajik inme ve subaraknoid
kanama ) tanilari ile 24 saatten fazla takip edilmis >18 yas hastalarin dosyalar
tarandi.

Bulgular: Calismaya 184 hasta alindi. Ortalama yas 69 yil, APACHE skoru 14,1 idi. 102
(%55,4) hastada yutma fonksiyon bozuklugu tespit edildi. 49 (%26,6) hastaya PEG
acildi. Yutma bozuklugu olmayan 82 hastanin tamami taburcu edilmis olup, disfajisi
olan hastalarda bu oran %40,1 idi. Bu fark istatistiksel olarak anlamh
bulundu(p<0,001). PEG agilan hastalarin 2’sinde (%4) islem sonrasi kanama nedenli
komplikasyon gelisti.

Sonug: Serebrovaskuler hastalik gruplarinda yutma fonksiyon bozuklugu konusunda
duyarhhgin artmasinin aspirasyon pnémonisi gibi mortalite ile iligkili komplikasyonlari
onlemede faydali olacagi kanaatindeyiz.

Anahtar Kelimeler: Serebrovaskiler Hastalik, Yutma Fonksiyon Bozuklugu, Perkitan

endoskopik gastrostomi

Abstract

Objective: In this study, our objective was to determine the incidence of swallowing
dysfunction and percutaneous endoscopic gastrostomy (PEG) in patients diagnosed
with cerebrovascular disease and followed up in intensive care unit.

Materials and Methods: The files of patients, who were older than 18 years and
followed up for 24 hours due to cerebrovascular diseases in intensive care unit
between March 1st, 2014 and October 31st, 2015, were screened.

Findings: A total of 184 patients were included in the study. The mean age of the
patients was 69 years and the APACHE score was 14.1. Swallowing dysfunction was
determined in 102 patients (55.4%). Forty-nine patients (26.6%) underwent PEG.
Eighty-two patients, who did not have swallowing dysfunction, were discharged and
the rate of discharge was 40.1% among the patients with dysphagia. This difference
was statistically significant (p<0.001). Complications were observed in 2 of PEG
patients (4%).

Conclusion: We concluded that the increase of the awareness about the swallowing
dysfunction in patients with cerebrovascular disease would be useful for the
prevention of complications related to the mortality like aspiration pneumonia.
Keywords: Cerebrovascular Percutaneous

Diseases, Swallowing Dysfunction,

Endoscopic Gastrostomy
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Yogun Bakim Kliniginde Serebrovaskiiler Hastalik Nedeni ile Takip Edilen
Hastalarda Yutma Fonksiyon Bozuklugu Gériilme ve Perkiitan Endoskopik
Gastronomi Acilma Sikligi

Introduction

Dysphagia (difficulty in swallowing) is a serious disorder encountered in
approx. 80% of the patients diagnosed with cerebrovascular disease
(CVD). The disorders like malnutrition, dehydration, aspiration
pneumonia, which are associated with swallowing dysfunction, play an
important role in the morbidity and mortality (2, 3). Therefore, in most of
the centers, PEG is routinely recommended in patients diagnosed with
CVD, who cannot take oral food (4). Although it is a common procedure
in many centers, its early-phase complications and long-phase results,
which are less common compared to the surgical procedure, is not fully
investigated in the literature (5). This method could decrease not only
complications (particularly aspiration pneumonia) in patients with
neurological deficits but also the treatment cost in intensive care units
(6).

In this study, we planned to investigate the incidence of swallowing
dysfunction and PEG in patients, who were followed up due to the
diagnosis of CVD in intensive care.

Materials and Method

Patients over 18 years, who were followed up with the diagnosis of
cerebrovascular disease more than 24 hours in intensive care unit of the
Ankara Numune Training and Research Hospital between March 1st,
2014 and October 31st, 2015, were included in this retrospective study.
Diagnosis of ischemic stroke, hemorrhagic stroke, and subarachnoid
hemorrhage constituted the group of cerebrovascular diseases. The
study was approved by the Local Ethics Committee of the Ankara
Numune Training and Research Hospital.

Female and male patients, who fulfill the above mentioned inclusion
criteria, were enrolled in the study. Patients younger than 18 years and
followed up less than 24 hours were excluded. The characteristics of the
patients such as age, gender, APACHE Il score, hospitalization duration,
the type of cerebrovascular disease (ischemic stroke, hemorrhagic stroke
and subarachnoid hemorrhage) were recorded. In addition, parameters
like the presence of the cranial CT and cranial MRI findings, the need for
mechanic ventilation, the development of aspiration pneumonia, the
presence of swallowing dysfunction diagnosed during the neurology
consultation, the presence of percutaneous endoscopic gastrostomy in
patients with swallowing dysfunction and if performed, the day of the
intervention and the presence of complications during and after the
intervention and the outcome of intensive care (discharge, transfer,
death) were recorded. The statistical analysis was done with SPSS v25.0
software package.

Statistical analysis

The statistical software package SPPS v25.0 (IBM Corp. Released 2017.
IBM SPSS Statistics for Windows, Version 25.0. Armonk, NY: IBM Corp.)
was used for the data evaluation. The variables were expressed in
meanztstandard deviation and median (maximum-minimum) percentage
and frequency values. The comparison of the two groups was done with

the Independent 2 Group t-test (Student’s t-test).

The Incidence Of Swallowing Dysfunction And Percutaneous Endoscopic

Gastrostomy In Patients Followed Up Due To Cerebrovascular Diseases In
Intensive Care Unit

If the preconditions were not available, the Mann-Whitney U test was
used and the comparison of three or more groups was carried out with the
One-Way Variance Analysis and Tukey HSD test (one of the multiple
comparison tests). If not sufficient, Kruskal-Wallis test and Bonferroni-
Dunn test (one of the multiple comparison tests) were implemented.
p<0.05 and p<0.01 were considered as statistically significant.

Results

A total of 184 patients were included in the study. 104 of them were males
(56.5%) and 80 were females (43.5%). The mean age was 69.17 years.
Regarding the types of cerebrovascular diseases; 99 patients (53.8%) had
ischemic CVD, 65 (45.3%) hematoma and 20 (10.9%) had subarachnoid
hemorrhage (SAH).
parenchymal. The mean APACHE Il score was 14.14 (Table 1).

Forty-one of hematomas (22.2%) were mostly

Table 1. Average Data

Age | APACHE | Hospitalization | Charlsoncomorbidity

(Year) 11 time (day) score
N 184 184 184 184
Mean 69,17 14,14 16,68 411
Minimum 20 2 1 0
Maximum 93 40 102 8

The mean hospitalization duration was 16.68 days. 102 of the patients

(55.4%) had difficulty in swallowing and 49 of them (48%) underwent PEG.

Among the PEG patients, two patients (4.3%) developed hemorrhage. We

did not observe any complication in 42 patients (95.7%).
There was no significant difference between the rates of the swallowing
dysfunction in respect of the disorders in the left and right cerebral
hemispheres and cerebellum. However, we determined swallowing
dysfunction in 64% of the patients with shifting and in 70% of the patients
with pons disorder (Table 2).

Table 2. Demographic data

Number Percent (%)
(n:184)
Gender
Woman 80 43,5
Male 104 56,5
Cranial pathology
Ischemic CVD 99 53,8
Parenchymal hematoma 41 22,3
Subarachnoid hemorrhage 20 10,9
Subdural hematoma 22 12
Epidural hematoma 2 1,1
Swallowing disorder
Yes 102 55,4
No 82 44,6
PEG
Yes 49 26,6
No 135 73,4
Output state
Discharged 123 66,8
Death 61 33,2
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123 patients (76.8%) were discharged and 61 (33.2%) died. All of the
ceased patients and 33.3% of the discharged patients had difficulty in
swallowing. This difference was statistically significant (p<0.001) (Table

3). All of these patients discharged after PEG was implemented.

Table 3. Prevalence of Swallowing Dysfunction

Swallowing Dysfunction
Yes No Total
Cranial pathology localization
Right pathology 53 (%56,3) | 41(%43,7) | 94(%100)
Left pathology 55 (%53,4) | 48 (% 103
Cerebellar pathology 4 (%44,4) 46,6) (%100)
Pons pathology 7 (%70) 5 (%55,6) 9 (%100)
Shift 22 (%64,7) | 3 (%30) 10 (%100)
12 (%35,3) | 34 (%100)
Output state
Discharged 41 (%33,3) | 82 (%66,7) | 123
Death 61 (%100) 0 (%0) (%100)
61 (%100)
Discussion

PEG, which was first described by Gaudere et al. (7), is an important
method and can be implemented in patients, who cannot be orally
fed but have a regularly functioning gastrointestinal system (8). It is
considered an ideal method in patients, who cannot ingest orally,
are weak and have malign or neurological disorders. Although there
is currently no standard definition regarding the patients suitable
for PEG, it is recommended by the American Gastroenterological
Association for the patients, who have a functioning
gastrointestinal tract, cannot be orally fed and are expected to live
longer than 30 days after the intervention (9). The CVD patients are
considered as ideal candidates for the PEG feeding due to the risks
of malnutrition and aspiration pneumonia (4). One of the aims of
the usage of the percutaneous endoscopic gastrostomy catheter in
CVD patients is to increase the quality of life. According to the
results of a study, approximately 3-6% of the patients diagnosed
with ischemic CVD required PEG (10). We also observed that 26.6%
of our patients diagnosed with CVD needed PEG.

In addition, the timing of PEG is quite important in CVD patients.
Wilmskoetter et al. (11) conducted a study on patients with
ischemic and hemorrhagic CVD and reported that PEG was
performed in the 15th (ischemic CVD) and 26th day (hemorrhagic
CVD) of the hospitalization in the intensive care unit. In our study,
the mean implementation time of PEG was 23 days. The reasons for
the PEG implementation in earlier phases are rather speculative
and it can be generally considered for the patients, who cannot
tolerate nasogastric (NG) tube and prefer alternative nutrition at

the early stage (12).

OZCIFTCi YILMAZ et al.

The enteral nutrition is a system, which depends on the intestinal
mucosal barrier and prevents the translocation in the gastrointestinal
tract (13). It was reported that its early implementation decreased the
mortality rate about 5-8% (14). George et al. (15) stated that the timing
of PEG, which decreased the mortality and the possible complications
and increased the quality of life in CVD patients, is critical. Therefore,
they suggested that factors like age, use of anticoagulants, features of
the tracheostomy, the presence of sepsis should be taken into
consideration and the implementation time of PEG should be between 7
days and 3 weeks.

In the last 15 years, the principles of the stroke care are changed and the
morbidity and mortality rates are decreased significantly depending on
the factors like the introduction and widespread use of tissue
plasminogen activators and the increase in the number of the stroke
departments (10, 16). This is one of the reasons for the early diagnosis of
dysphagia and consequently, the rate of PEG increased in these patients.
After their study on 340 stroke patients, Li et al. (17) have concluded that
the majority of the patients who could be orally fed in the short term,
needed PEG in the long term.

Lee et al. (18) determined that mortality rate was relatively higher in CVD
patients, who had serum albumin levels lower than 31.5 g/L and CRP
levels higher than 21.5 mg/dL, and PEG was associated with higher
complication risks in these patients compared to the normal patients. In
another study, the gastrointestinal bleeding rate was 3.5% in patients,
who underwent PEG (19). Our results were consistent with the results in

the literature.

Conclusions

Dysphagia is an important finding in CVD patients, which plays a critical
role in morbidity and mortality. PEG implementation - as a solution for
dysphagia - and its timing are important factors for the management of

these patients.
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Yogun Bakim Kliniginde Serebrovaskiiler Hastalik Nedeni ile Takip Edilen
Hastalarda Yutma Fonksiyon Bozuklugu Gériilme ve Perkiitan Endoskopik
Gastronomi Acilma Sikligi
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Mide Kanseri Nedeniyle Laparoskopik ve A¢ik Gastrektomi
Uygulanan Hastalarin Komplikasyonlarinin Karsilastirilmasi:
Retrospektif Klinik Calisma

Comparison of Complications of Patients Undergoing
Laparoscopic and Open Gastrectomy for Stomach Cancer: A
Retrospective Clinical Study

0Oz

Amag: Mide kanseri, diinyada goriilen tim kanser turleri arasinda en sik goriilen 6.
ve en 6lumcdl 5. timoérdir. Gelisen teknolojik ilerlemelere paralel olarak, kullanimi
giderek artan laparoskopik girisimler mide kanseri tedavisinde iyi bir alternatif
olarak distinilmektedir. Biz bu retrospektif klinik calismada, laparoskopik ve agik
cerrahi ile tedavi edilmis olan mide kanseri hastalarini, postoperatif
komplikasyonlar agisindan karsilastirmayi amagladik.

Materyal ve Metod: Retrospektif, kesitsel bir ¢alisma planlandi. Kasim 2016 ile
Kasim 2018 tarihleri arasinda opere edilmis olan 46 hasta ¢alismaya dahil edildi.
Laparoskopik ve agik cerrahi uygulanan hastalar olmak Uzere iki galisma grubu
planlandi. Yas, cinsiyet, takip siresi, timoér TNM evresi, uygulanan ameliyatlarin
tipi, diversiyon varligi, rekonstriiksiyon tiirli, komplikasyon varhgi, komplikasyon
zamani, komplikasyon nedeni ve sag kalim oranlarina gore istatistiksel olarak
degerlendirildi ve istatistiksel anlamhlik degeri p<0.05 olarak kabul edildi.

Bulgular: TNM siniflamasina gore yapilan karsilastirmada, konvansiyonel agik
cerrahi uygulanan gruptaki hastalarin evrelerinin daha ileri oldugu goéruldu ve iki
grup arasinda istatistiksel olarak anlamli bir fark tespit edildi (p=0.043). Genel
komplikasyon oranlari agisindan iki grup arasinda istatistiksel olarak anlamli bir fark
saptanmadi (p=0.753). Laparoskopik cerrahi uygulanan hastalarda survival
degerlerinin istatistiksel olarak diger konvansiyonel cerrahi uygulanan hastalara
gore daha dusuk oldugu belirlenmistir (p=0.048).

Sonug: Laparoskopik cerrahi, mide kanseri tedavisinde, glivenle uygulanabilir bir
yontemdir. Agik cerrahiye oranla en biylik dezavantaji anastomoz kagagi gibi major
komplikasyonlarin  olusmasidir. Boyle durumlarda ortaya cikabilecek ciddi
morbidite ve mortalite oranlarinin 6nlenmesi amaciyla, laparoskopik cerrahi
uygulanacak hastalarin segiminde timorin evresi ve 6zellikle yerlesimi 6nem arz
etmektedir.

Anahtar Kelimeler:Mide Kanseri, Laparoskopik Cerrahi, Komplikasyon

Abtract

Aim: Stomach cancer is the 6th most common and most deadly 5th tumor among
all cancer types in the world. In parallel with the developing technological
advances, laparoscopic interventions that are increasingly used are considered as a
good alternative in the treatment of stomach cancer. In this retrospective clinical
study, we aimed to compare stomach cancer patients treated with laparoscopic
and open surgery in terms of postoperative complications.

Material and Method: A retrospective, cross-sectional study was planned. 46
patients who were operated between November 2016 and November 2018 were

included in the study.
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Mide Kanseri Nedeniyle Laparoskopik ve Acik Gastrektomi Uyqulanan
Hastalarin Komplikasyonlarinin Karsilastiriimasi: Retrospektif Klinik Calisma

Two study groups were planned, namely patients undergoing
laparoscopic and open surgery. Age, gender, duration of follow-up,
tumor TNM stage, type of surgery performed, presence of diversion,
reconstruction type, presence of complication, time of complication,
cause of complication and survival rates were statistically evaluated and
statistical significance value was accepted as p <0.05.

Results: In comparison with the TNM classification, the patients in the
conventional open surgery group were found to have more advanced
stages and a statistically significant difference was found between the
two groups (p = 0.043). There was no statistically significant difference
between the two groups in terms of overall complication rates (p =
0.753). It was determined that the survival values of patients who
underwent laparoscopic surgery were statistically lower than that of
other conventional surgery patients (p = 0.048).

Conclusion: Laparoscopic surgery is a safe method to treat gastric cancer.
Its main disadvantage compared to open surgery is the occurrence of
major complications such as anastomosis leakage. In order to prevent
serious morbidity and mortality rates that may arise in such cases, the
stage of the tumor and especially its location are important in the
selection of patients to undergo laparoscopic surgery.

Key words: Stomach Cancer, Laparoscopic Surgery, Complication

Girig

Mide kanseri, dinya saghk orgutinin 2018 verilerine goére, dinyada
go6rulen tim kanser tirleri arasinda 11,1/100.000 gérilme insidansiyla
altinci sirada yer alirken, 8,2/100.000 mortalite insidansiyla da besinci
sirada yeralmaktadir.Yine ayni verilere gore, kanserle baglantili
6lumlerde ise Uglncl sirada yer almaktadir(1). Bunun en buytk sebebi
olarak, tani konuldugunda genellikle hastalarin ileri evrede olmasi
gosterilmektedir (1). Erkeklerde kadinlara gére ortalama iki kat fazla ve
birgok diger kanser tiru gibi 6zellikle yash hastalarda daha yiksek
insidansta gorilmektedir (2).Onceki dénemlerde daha ¢ok mide distal
kisminda saptanirken, son dekatlarda mide proksimal kisminda daha
fazla kanser saptanmasi tedavi planlamasinda degisimlere neden
olmustur(3). Bununla beraber, mide kanseri tedavisinde en énemli tedavi
olarak cerrahi yerini korumaktadir.

Geligen teknolojik ilerlemelere paralel olarak, 6zellikle son Ug¢ dekatta
kullanimi giderek artan laparoskopik girisimler mide kanseri tedavisinde,
birgok agidan konvansiyonel teknikle karsilastirilabilecek seviyede
sonuglar ortaya koymaktadir(4,5). Birgok ¢alisma, mide kanseri igin
laparoskopik cerrahinin uygulanabilir, onkolojik olarak guvenli oldugunu
ve geleneksel acgik cerrahi ile karsilastirildiginda Ustiin perioperatif
sonuglarla iligkili oldugunu ortaya koymustur (5-7). Laparoskopik
gastrektominin  avantajlan  arasinda, morbidite oranlarinin  ve
postoperatif agrinin azalmasi, daha hizli iyilesme saglanmasi ve
postoperatif hastanede kalis slresinin  kisalmasi gibi sonuglar

sayilabilmektedir.(8-10).

Comparison of Complications of Patients Undergoing Laparoscopic
and Open Gastrectomy for Stomach Cancer: A Retrospective Clinical Study

Ozellikle bu konuyla ilgili literatiir tarandiginda, laparoskopik cerrahinin,
konvansiyonel cerrahiye olan bazi avantajlarina ragmen, teknigin kendisine
ve Ozellikle 6grenme egrisinin uzun olmasina bagh olarak ortaya c¢ikan
komplikasyonlarin ve mortalite oranlarinin tartisiimasinin énemli oldugu
dustnilmektedir. Biz bu retrospektif klinik ¢alismada, laparoskopik ve agik
cerrahi ile tedavi edilmis olan mide kanseri hastalarini, postoperatif
komplikasyonlar agisindan karsilastirmayi amagladik.

Materyal ve Metod

Helsinki deklarasyonuna géz oOnine alinarak retrospektif, kesitsel bir
galisma dizayn edildi. Calisma igin, Kegioren Egitim ve Arastirma Hastanesi
Klinik Arastirma Etik Kurulu’nun 22 Ocak 2020 tarihli toplantisindan, 01-
2020/2048 sayil karari ile etik kurul onayi alindi. Mide kanseri tanisi ile
Kegioren Egitim ve Arastirma Hastanesi Genel Cerrahi kliniginde Kasim
2016 ile Kasim 2018 tarihleri arasinda opere edilmis olan hastalar
¢alismaya dahil edildi.

Hasta dosyalari ve hastane bilgisayar veri kayitlari incelenerek, anilan
tarihler arasinda mide kanseri tanisi ile opere edilmis toplam 68 hasta
oldugu saptandi. Kayitlar arastirildiginda, verilerde eksiklikleri saptanan 22
hasta calismadan cikarildi ve galismaya toplamda 46 hasta dahil edildi.
Hastalarin  23’Une laparoskopik mide rezeksiyonu, 23 tanesinede
konvansiyonel acgik cerrahi uygulanmisti ve hastalar bu sekilde iki gruba
ayrildi. Laparoskopik ve agik cerrahi uygulanan hastalar olmak Ulzere iki
galisma grubu; yas, cinsiyet, takip sliresi, timor TNM evresi, uygulanan
ameliyatlarin tipi, diversiyon varligi, rekonstriksiyon tirt, komplikasyon
varhigi, komplikasyon zamani (erken=ilk 28 giin; ge¢=28. glinden sonra),
komplikasyon nedeni ve sag kalim oranlarina gore istatistiksel olarak
degerlendirildi.

istatistiksel Analiz

Surekli degiskenler, ortalama * standart sapma, kategorik veriler sayi ve
yiuzde seklinde ifade edildi. Strekli degiskenlerin gruplar arasi analizinde
Kolmogorov-Smirnov Uyum lyiligi Testi ile normallik analizleri yapildi.
Normal dagilima uygun ¢ikan degiskenlerin analizinde T Testi kullanildi.
Kategorik verilerin analizi ise Ki-kare Testi ile yapildi. Sagkalim analizleri
LogRank (Mantel-Cox) testi kullanilarak yapildi. Analizler, IBM SPSS Paket
Programi versiyon 24.0 (IBM Corporation, Armonk, NY, USA) ile yapildi.

istatistiksel anlamlilik degeri p<0.05 olarak kabul edildi.

Bulgular

Mide Kanseri gruplarinin; hastalarin demografik 6zellikleri ve hastaligin
evresi, genel komplikasyon oranlari agisindan karsilastirilmasi Tablo 1’de
Ozetlenmistir. Hastalarin demografik verileri Gzerinden yapilan istatistiksel
analiz sonucunda anlamli bir fark yoktu (Tablo 1).

TNM siniflamasina gore yapilan karsilastirmada, konvansiyonel agik cerrahi
uygulanan gruptaki hastalarin evrelerinin daha ileri oldugu goéraldu ve iki
grup arasinda istatistiksel olarak anlamli bir fark tespit edildi (p=0.043).
Beslenme jejunostomisi agilan hastalar agisindan da istatistiksel olarak

anlamli bir fark saptandi (p=0.016), (Tablo 1).
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Tablo 1. Mide Kanseri gruplarinin hastalarin demografik 6zellikleri ve
hastaligin evresi, genel komplikasyon oranlari agisindan karsilagtiriimasi

Konvansiyonel | Laparoskopik
Toplam
Cerrahi Cerrahi p
(n=46)
(n=23) (n=23)
Yas (yil)(Ort+£Ss) 66,87+12,71 61,70+11,86 64,28+12,43 |0.161*
Cinsiyet n (%)
Kadmn 9 (%39,1) 12 (%52,2) 21 (%45,7) 0.375**
14 (%60,9) 11 (%47,8) 25 (%54,3)
Erkek
TNM Evre n (%)
Evre 0
Evre 1A 1(%4,3) 3(%13,0) 4 (%8,7)
7 (%30,4) 8 (%34,8) 15 (%32,6)
Evre 1B
5 (%21,7) 2 (%8,7) 7 (%15,2)
0.043**
2(%8,7) 6 (%26,1) 8 (%17,4)
Evre 2
0(%0,0) 3(%13,0) 3 (%6,5)
Evre 3A 3(%13,0) 0(%0,0) 3 (%6.5)
5(%21,7) 1(%4,3) 6 (%13,0)
Evre 3B
Evre 4
Jejunostomi n (%)
Yok 18 (%78,3) 10 (%43,5) 28 (%60,9) 0.016**
5(%21,7) 13 (%56,5) 18 (%39,1)
Var
Rekonstriiksiyon n (%)
Yok
2 (%8,7) 0 (%0,0) 2 (%4,3)
0.038**
N 10 (%43,5) 18 (%78,3) 28 (%60,9)
Ozefagojejunostomi
11(%47,8) 5(%21,7) 16(%34,8)
Gastrojejunostomi
Komplikasyon n (%)
Yok 15 (%65,2) 16 (%69,6) 31 (%67,4) 0.753**
8 (%34,8) 7 (%30,4) 15 (%32,6)
Var
Toplam 23 (%100) 23 (%100) 46 (%100)
*T Testi

** Ki-kareTesti

Mide rezeksiyonu sonrasi yapilan rekonstriiksiyon tlrd agisindan da
gruplar arasinda anlamli bir fark mevcuttu (p=0.038), (Tablo 1). Agik
cerrahi uygulanan hastalardan ikisine wedge rezeksiyon uygulanmasi
nedeniyle herhangi bir rekonstriiksiyon uygulanmadi. Bu gruptaki 11
hastaya hastaya da

gastrojejunostomi  uygulanmigken, 10

ozefagojejunostomi seklinde rekonstriksiyon uygulanmisti.

SAHIN et al.

Laparoskopik cerrahi uygulanan grubun ise buylk bir gogunlugu olan 18
(%78.3) hastaya Ozefagojejunostomi uygulanmisken sadece 5 (%21.7)
hastaya gastrojejunostomi uygulandi. Genel komplikasyon oranlari
acisindan iki grup arasinda istatistiksel olarak anlamli bir fark saptanmadi
(p=0.753), (Tablo 1). Agik cerrahi uygulanan 8 hastada ve laparoskopik
cerrahi uygulanan 7 hastada farkli komplikasyonlara rastlandi (Tablo 2).
Calismaya dahil olan hastalardan, laparoskopik grupta olan 2 hastada,

erken dénemde exitus gozlendi.

Tablo 2. Hastalarda ortaya gikan erken ve ge¢ donem komplikasyonlar

Grup Komplikasyon n (say1)

Gastrojejunostomi hattinda rekiirrens .................... 1

Konvansiyonel Uriner enfeksiyon

Cerrahi Erozivozefajit

Grubu Postoperatif ileus (ince barsak diizeyinde) ............. 1

(n:8) Plevral effiizyon (bilateral)+yara yeri enfeksiyonu ....1
intraabdominal apse + yara yeri enfeksiyonu ........... 1
Insizyonel herni 1

Jejunojejunal anastomoz hattinda kanama ve iilse:

Laparoskopik Bilateral plevral effiizyon ..

Cerrahi Anastomoz hattindan kanama

Grubu Anastomoz kagagi

(n:7) Gastrojejunostomi hattinda rekiirren:
Duodenal Stump perforasyonu ................ccccccceee. 1
Anastomoz hattindan kanama-+kagak ..................... 1 Exitus

Takip stireleri incelendiginde, laparoskopik cerrahi grubunun takip
suresi median degeri 10 (1-38) ay iken, agik ameliyatlardaki takip stiresi
median degeri 5 (1-48) ay idi (p=0.748). Konvansiyonel agik cerrahi
uygulanan hastalar ile laparoskopik cerrahi uygulanan hastalarin 1 ve 2
yillik sag kalim oranlari Tablo 3’te sunulmustur. Laparoskopik cerrahi
uygulanan hastalarda survival degerlerinin istatistiksel olarak diger
konvansiyonel cerrahi uygulanan hastalara gore daha dugsik oldugu

belirlenmistir (p=0.048).

Tablo 3. Sagkalim dizeylerinin ameliyat sekline gére karsilastiriimasi

Konvansiyonel Laparoskopik

p
Cerrahi Cerrahi
1 yilliksagkalim (%) %92,9 (0,069) 9%78,8(0,098)
0.048*
2 yilliksagkalim (%) %92,9 (0,069) %52,5(0,176)

Takip sureleri incelendiginde, laparoskopik cerrahi grubunun takip

suresi median degeri 10 (1-38) ay iken, acik ameliyatlardaki takip stresi
median degeri 5 (1-48) ay idi (p=0.748). Konvansiyonel agik cerrahi
uygulanan hastalar ile laparoskopik cerrahi uygulanan hastalarin 1 ve 2
yillhk sag kalim oranlan Tablo 3’te sunulmustur. Laparoskopik cerrahi
uygulanan hastalarda survival degerlerinin istatistiksel olarak diger
konvansiyonel cerrahi uygulanan hastalara goére daha dusuk oldugu

belirlenmistir (p=0.048).
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Tartisma

Ozellikle son dénemlerde, kansere bagl &liimlerde en 6énlerde yer alan
mide kanserinin tarama ve tedavisinde, teknolojinin ilerlemesiyle birlikte
buyik gelismeler elde edilmistir. Hali hazirda, 6zellikle uzak dogu Asya
Ulkelerinde, prevalansi en ylksek olan kanser turtdir (11). Mide kanseri
icin, uzak dogu Asya Ulkeleri disinda son zamanlarda yapilan taramalarda
Venezuela ve Sili gibi bazi gliney Amerika Ulkelerinde de gastrik kanser
gorilme  sikhginin  yiksek oldugu belirtilmistir  (12,13). Tarama
programlarinin yayginlagmasi, erken evrede yakalanan hasta sayisinin
artmasina, bu durum da konvansiyonel ve radikal girisimler yerine, gtincel
teknolojiye uygun; organ koruyucu tedavilere yonelime sebep olmustur.
Erken donemde saptanan mide kanseri vakalarinda endoskopik
submukozal diseksiyon ve endoskopik mukozal rezeksiyon oldukga yaygin
olarak kullanilan yo6ntemlerdir (14,15). Erken evre mide kanseri
vakalarinda, konvansiyonel agik cerrahi yerine, laparoskopik ve robotik
teknikler siklikla denenmis ve uygun vakalarda kullanilabilirligi ortaya
konmustur (16).Erken evre mide kanseri olan hastalarda, laparoskopik ve
aclk distal gastrektominin karsilastinldigi bir c¢alismada, laparoskopik
grupta fiziksel aktivitelerin daha 6nce duzeldigi ve olumlu sonug verdigi
rapor edilmistir (17). Yetmis yas Ustl hastalarda yapilan bir calismada ise,
mide kanseri igin uygulanan laparoskopik distal gastrektominin, yaslh
hastalarda uygulanabilir, etkili ve glvenli oldugu ve geleneksel acik
rezeksiyondan bazi yonlerden daha Ustiin olabilecegi rapor edilmistir (18).
Laparoskopik ve acik distal gastrektominin karsilastirildigi bir diger
retrospektif ¢alismada, laparoskopik cerrahinin hizl iyilesme ve daha az
komplikasyon avantajina sahip oldugunu gosterilmis, lenf nodu
diseksiyonu ve eksizyon sinirinin agik gastrektomi yonteminde oldugu
kadar iyi oldugu belirtilmistir(19). Bizim klinik tecriibelerimiz de, literatirle
uyumlu olarak, ozellikle erken evre mide kanserlerinde laparoskopik
cerrahi rezeksiyonun guvenle uygulanabilir bir metod oldugunu
dustndirmektedir. Best ve arkadaslarinin yaptigi derleme galismasinda,
postoperatif komplikasyonlar agisindan bakildiginda, agik operasyonlarda
ilk tig aylik ddnemde daha fazla komplikasyon goriildiigl, ancak istatistiksel
olarak anlaml bir fark olmadigi rapor edilmistir (20). Ayni analizde ilk 3
aylk ciddi advers etkilere bakildiginda da yine agik cerrahi uygulanan
vakalarda daha fazla advers olayla karsilasildigi gorulmustir. Bizim
galismamizda ise, genel komplikasyon oranlarinin genel olarak esit oldugu,
fakat mortalite ve sag kalim agisindan laparoskopik yontemin daha geride
oldugu sonucu gikmistir. Bizim c¢alismamizda mide kugik kruvaturdaki
timor nedeniyle, laparoskopik total gastrektomi + Gzefagojejunostomi
uygulanan 67 yasindaki bir hastada, postoperatif 2. giinde fark edilen
anastomoz hattindan kanama ve daha sonra ayni bolgeden gelisen
anastomoz kagagi ile yapilan tim mucadelelere ragmen hasta postoperatif
23. glinde kaybedildi. Gastrotzefageal bileskede timoér saptanan 81
yasindaki bir hastada ise, laparoskopik total gastrektomi +
6zefagojejunostomi sonrasi postoperatif doérdiincli ginde anastomoz

kagagi oldugu goruldu.

Comparison of Complications of Patients Undergoing Laparoscopic
and Open Gastrectomy for Stomach Cancer: A Retrospective Clinical Study

Bu hastaya da erken donemde stent uygulanmasina ve gerekli tim
girisimlerin yapilmasina ragmen hasta postoperatif 41. giinde kaybedildi.
Glncel c¢alismada laparoskopik grupta yer alan 2 hastada olusan
anastomoz kagagl ve buna bagli gelisen 6limler nedeniyle, laparoskopik
cerrahinin erken doénem mortalitesinin daha yiksek oldugu sonucu
¢tkmistir. Laparoskopik cerrahide bu tur komplikasyonlarin olusumunda
suphesiz ki en blytk sebep, acik cerrahide cerrahin en 6nemli yardimcisi
olan dokunma duyusunun, laparoskopide yetersiz kalmasidir. Her ne kadar
bizim calismamizda cerrahi teknik eksikligine bagh bir komplikasyon
gelismesi gosterilemese de, laparoskopik cerrahi 6grenme egrisinin de agik
cerrahi yonteme gore yiiksek olmasi, bu yéntem sonucu meydana gelen
komplikasyonlarda bu etkenin de go6zéninde bulundurulmasini
gerektirmektedir. Ayrica proksimal yerlesimli timorlerde manipilasyonun
her iki yontemde de zorluk derecesinin yiiksek olmasi da baska géz 6ntinde
tutulmasi gereken bir etken gibi gortlmektedir.

Operasyon sonrasi survi durumlarina bakildiginda, Best ve arkadaslarinin
yaptigi derlemede, sadece 3 galismada bu verilerin sunuldugu ve bunlarda
da anlamh bir farkhilik olmadig goérilmustir (20). Takiguchi ve
arkadaglarinin (17) yaptigi ve her iki grupta da yirmiser hasta olacak sekilde
dizayn edilmis g¢alismada, her iki gruptaki hastalarin 5 yillik takip stiresince
hayatta olduklari gézlenmistir. Sonuglarin bu kadar iyi olmasinin muhtemel
sebebinin, hastalarin evre IA ve IB hastalar olmasidir diye
distnilmektedir. Bizim g¢alismamizda, laparoskopik cerrahi uygulanan
gruptaki hastalarin %60’inin takip suresi 13 ay iken, agik ameliyat
uygulananlarin %60’ inin takip suresi sadece 6 aydi. Bu ¢alismada yer alan
evre 3 ve 4 mide kanserli, yani ileri evre olan toplam 12 hastadan sekizine
acltk dordiine ise laparoskopik cerrahi uygulandi. Ancak agik cerrahi
uygulanan hastalarin takip sureleri, yukarida da belirtildigi gibi oldukga kisa
bir ortalamaya sahipti. Agik ameliyatolanlar da daha uzun takip
edilebilseydi, evreleri daha yiksek hastalar oldugu igin, 6lim oranlari da
muhtemelen daha yiiksek gikabilirdi. Bununla beraber, bu ¢alismada, bir ve
iki yillik survi oranlarina baktigimizda laparoskopik cerrahi uygulanan
grupta 6lim oranlarinin daha yiksek oldugu gérmekteyiz. Bunda siiphesiz
ki laparoskopik gruptaki hastalarda, postoperatif donemde olusan kagaklar
sonucunda ortaya g¢ikan mortalite durumunun etkisi baytktar.

Distal mide kanserlerinde, genellikle subtotal yani parsiyel gastrektomi
tercih edilen cerrahi yontemdir (21). Subtotal gastrektominin, total
gastrektomiye oranla komplikasyon oranlari oldukga dustktar (21).
Calismamizda da total gastrektomi wuygulanan hastalarda subtotal
gastrektomi  uygulananlardan daha fazla komplikasyon gelistigi
gorilmistir. Bunda hem rezeksiyon bdlgesindeki artis, hem de
anastomozun tipinin etkisi buytktir. Bu ¢alismadaki en 6nemli eksiklikler,
sUphesiz ki hasta sayisinin az olmasi ve takip siiresinin kisa olmasidir.
Klinigimizde uzun zamandan beri konvansiyonel agik cerrahi
uygulamaktadir. Bununla beraber, son 5-6 yilda artan bariyatrik cerrahi
operasyonu deneyimlerimiz sonrasinda, mide kanseri cerrahisinde de son
3 yilda, ozellikle segilmis vakalarda laparoskopik cerrahi tekniklerini
kullanmaya baslaniimistir. Hasta sayisinin sinirliligi ve takip siresindeki

kisalik buna baghdir.
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Sonug
Mide kanseri cerrahisinde, Ozellikle erken evre tuimorlerin
rezeksiyonunda, laparoskopik cerrahi birgok avantaji nedeniyle

uygulanabilir bir yontemdir. Agik cerrahiye oranla en buyiik handikapi,
anastomoz kagagl gibi majér komplikasyonlarin olusmasi durumunda
ortaya cikabilecek ciddi morbidite ve mortalite oranlarinin yiksek

olmasidir.

SAHIN et al.

Bunda, yapilan rezeksiyonun genisligi ve anastomoz sekli de 6nemli rol

oynayabilmektedir. Bu nedenle laparoskopik cerrahi uygulanacak

hastalarin segiminde timorin evresi ve ozellikle yerlesimi 6nem arz

etmektedir.
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The Relationship between Hypercalcemia and QTc, Tp-e Interval
and Tp-e/QTc

Hiperkalsemi ile QTc, Tp-e Araligi ve Tp-e/QTc Orani

Arasindaki iliski

Abstract
Akkan AVCI* 0000-0002-4627-0909

Hiiseyin ULGER*0000-0003-1611-7118

Objective: We aimed to examine whether there is a change in Tp-e interval, Tp-

e/QT and Tp-e/QTc ratios in patients with hypercalcemia.

Basak TOPTAS FIRAT* 0000-0001-8327-8814 Method: Twenty-four patients with hypercalcemia determined in the emergency
Mehmet BANKIR*0000-0003-3284-2838 room were retrospectively enrolled. Twenty-four patients with similar age and
Miige GULEN*0000-0002-5080-3501 sex distribution were enrolled as a control group. In addition to routine

Hasan KOCA**0000-0002-6232-4567 measurements, Tp-e interval, Tp-e/QT and Tp-e/QTc ratios were measured on the

) electrocardiography. Study data were grouped as patients with and without
Salim SATAR* 0000-0001-6080-4287

hypercalcemia. All analyzes were performed using SPSS 22.0 (Chicago, IL, USA)

statistical software package. Using the Kolmogorov-Smirnov test, it was

% . . . .
Health Science University Adana City Research and determined whether continuous variables distribution was normal. Continuous

Training Hospital, Department of Emergency variables in data were presented as mean * standard deviation, and categorical
Medicine as numbers and percentages. Continuous variables showing normal distribution

was compared using the Student t test, whereas the Mann-Whitney U test is used
** Health Science University, Adana City Research to compare differences between two independent groups when the dependent

and Training Hospital, Department of Cardiology, variable is either ordinal or continuous, but not normally distributed.

Ad Results: The mean age of the patients was 62.08 + 6.63. QTc interval, Tp-e
ana

interval and Tpe / QTc values were significantly lower in hypercalcemia (p <0.001
for each). It was determined that QTc interval, Tp-e interval and Tp-e/QTc ratio
showed significant negative correlation with calcium levels.

Conclusion: In patients with hypercalcemia, Tp-e interval and Tp-e/QTc ratios
have decreased significantly compared to those without hypercalcemia, and this
can be used effectively in closely monitoring cardiac fatal arrhythmias.

Keywords: Hypercalcemia, QTc, Tp-e interval, Tp-e/QTc ratio

Corresponding Author: Akkan AVCI 0z

. . . Amag: Arastirdigimiz kadar ile hiperkalsemili hastalarda QT ve QTc intervali ile
Health Science University
ilgili arastirma olmakla birlikte, kardiyak aritmi riski ve ventrikller repolarizasyon
Adana City Research and Training Hospital, . y
degisikliklerinin degerlendirilmesinde kullanilan T dalga tepe noktasi ve sonu

Department of Emergency Medicine, mesafesi (Tp-e interval), Tp-e/QT ve Tp-e/QTc oranlarini degerlendiren galisma

01060, Adana, Turkey bulunmamaktadir. Bu nedenle ¢alismamizda, hiperkalsemisi olan hastalarda Tp-e

e-mail: drakkanavci@gmail.com interval, Tp-e/QT ve Tp-e/QTc oranlarinda degisim olup olmadigini incelemeyi
amagladik.
Metod: Retrospektif olarak galismaya acil serviste hiperkalsemi saptanan 24 hasta
hasta grubu olarak galismaya dahil edildi. Benzer yas ve cinsiyet dagilimina yakin
24 hasta kontrol grubu olarak c¢alismaya dahil edildi. Tim hastalara 12
derivasyonlu elektrokardiyografi (EKG) gekildi. EKG’ de rutin 6lglimlere ek olarak
Tp-e interval, Tp-e/QT ve Tp-e/QTc oranlar o&lgildi. Cahgma verileri
hiperkalsemisi olan ve olmayan hastalar olarak gruplandirildi. Tim analizler SPSS

Gelis Tarihi: 28.05.2020 . e .
Kabul Tarihi: 03.06.2020 22,0 (Chicago, IL, USA) istatistiksel yazim paketi kullanilarak yapildi.
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Surekli degiskenlerin dagiliminin normal olup olmadigi “Kolmogorov-
Smirnov” testi ile degerlendirildi. Grup verilerindeki strekli degiskenler
ortalama + standart sapma ile belirtildi. Kategorik degiskenler ise say ve
yuzde ile belirtildi. Normal dagihm gosteren strekli degiskenler Student t
testi kullanilarak karsilastirilirken, bagimli degisken sirali veya surekli
oldugunda, ancak normal olarak dagitiimadiginda iki bagimsiz grup
arasindaki farklar karsilagstirmak igin Mann-Whitney U testi kullanildi.
Bulgular: Hastalarin yas ortalamasi 62.08 *+ 6.63 olarak saptandi. QTc
intervali, Tp-e intervali ve Tpe/QTc degerlerinin ise hiperkalsemisi olan
hastalarda anlaml olarak disiik oldugu bulundu (her biri igin p<0.001).
QTc intervali, Tp-e intervali ve Tpe/QTc orani, kalsiyum dizeyleri ile
belirgin anlamli negatif korelasyon gosterdigi tespit edildi

Sonug: Hiperkalsemi saptanan hastalarda Tp-e interval ve Tp-e/QTc
oranlar hiperkalsemisi olmayanlara gore belirgin azalmistir ve kardiyak
6lumcul aritmilerin yakindan takibinde daha etkin kullanilabilir.

Anahtar Kelimeler: Hiperkalsemi, QTc, Tp-e araligi, Tp-e/QTc orani

Introduction

Calcium ions are among the signal transduction molecules found in
almost all cells and are of great importance in the regulation of cardiac
conduction due to their role in the electrophysiology of these cells.
Hypercalcemia status is known to be associated with short QT interval
and cardiac conduction disorders!. The increase in calcium levels can
cause malignant arrhythmias that can progress to ventricular fibrillation
by causing slow inactivation of cardiac sodium channels through a
mechanism in which calmodulin plays a role?. The severity of these
conduction disorders is thought to be proportional to the severity of
hypercalcemia3.

There are multiple electrocardiographic (ECG) measurements associated
with ventricular repolarization and are showing a risk of ventricular
arrhythmia. These measurements used are QT and QTc interval, QT and
QTc dispersion and T wave peak and end distance (Tp-e interval). Among
these parameters, QT and QTc are indicators of ventricular
depolarization in addition to repolarization. However, Tp-e is more
indicative of ventricular repolarization, and may be more meaningful
especially in repolarization assessment. The Tp-e/QT and Tp-e/QTc ratios
obtained are associated with ventricular transmural dispersion during
repolarization®. Increased Tp-e interval shows abnormal spread in
ventricular repolarization and is associated with an increased risk of
ventricular arrhythmia®. When the literature research is conducted, it is
not seen that any research related to the Tp-e interval and the ratio of
Tp-e to QTc used in the evaluation of ventricular repolarization in those
with hypercalcemia in the emergency room.

It was aimed to detect whether there is a change in QTc, Tp-e interval,
ratio of Tp-e to QTc in patients with hypercalcemia determined in the

emergency room, compared to patients without hypercalcemia.

Hiperkalsemi ile QTc, Tp-e Aralidi ve Tp-e/QTc Orani_Arasindaki iliski

Method

The study was started after the approval approval. The files of patients who
applied to our clinics between 1 July 2019 and 31 December 2019 and who
had hypercalcemia in their biochemical tests were examined retrospectively.
Obtaining electrocardiography (ECG) records were examined. Twenty-four
patients were enrolled in the research as patient group. The biochemical
parameters of patients who applied to the emergency room for various
reasons and found to be healthy were examined. ECG recordings of these
patients with normocalcemia were obtained. Twenty-four patients who
were evaluated and found to be healthy afterwards were enrolled as a
control group.

Exclusion criteria for two groups were; receiving any medical treatments
known to prolong or shorten the QT and QTc distance, known syncope or
sudden cardiac arrest history in the family and the patients themselves,
acute or chronic systemic or local infection, being in the pediatric age group
(<18 years), absence of Tp-e and QTc measurements in ECG examination,
known coronary artery disease (CAD) or diabetes mellitus, which is one of
the major risk factors of CAD, intermediate-advanced valvular valve disease,
systolic heart failure, electrolyte disorder other than calcium in the
examinations, having a diagnosis of chronic liver disease, and having a
diagnosis of chronic renal failure. This research complies with Helsinki
Declaration and ethics approval has been obtained (Adana City Research
and Training Hospital, Ethics Committee, Meeting Number: 45, Decision no:
630,04/12/2019).

12-lead ECGs and laboratory results of all patients were found in their files.
Age, sex, pulse, blood pressure, oxygen saturation values were recorded
from the files in the archive. Kidney function tests, serum electrolytes, liver
function test values were recorded from routine biochemistry parameters.
12-Lead Electrocardiographic Evaluation

Firstly, 12-lead ECG obtained by MAC 2000 ECG Machine (GE medical
systems information technologies, Inc., WI, USA) with a sinus rhythm of 25
mm / sec and 1 mv / 10 mm standard calibration was obtained from the
files. The time from QRS to the point where T wave returns to the isoelectric
line was calculated for the QT time. QTc in patients with heart rate between
60-100/minute was calculated using the Bazett Formula (QTc= QT/VR-R).
QTc in patients with heart rate outside the range of 60-100/minute was
calculated using Frederica Formula (QTc=QT/RR 1/3). The Tp-e interval was
defined as the time from the peak of the T wave to the point where the T
wave interconnected with the isoelectric line. Measurements were made
primarily from V5. If V5 was unsuitable for measurement (amplitude <1.5
mm), measurements were taken from V4 or V6% Tp-e/QTc ratio was
calculated based on these measurements. All ECG examinations in sinus
rhythm were evaluated by a cardiologist with at least 5 years of experience
in electrophysiology and >2000 arrhythmia patients annually, while unaware

of the clinical status of the patient.
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Statistical Analysis

All analyzes were performed using SPSS 22.0 (Chicago, IL, USA) statistical
software package. Using the Kolmogorov-Smirnov test, it was
determined whether continuous variables distribution was normal.
Continuous variables in data were presented as mean + standard
deviation, and categorical as numbers and percentages. Continuous
variables showing normal distribution was compared using the Student t
test, whereas the Mann-Whitney U test is used to compare differences
between two independent groups when the dependent variable is either
ordinal or continuous, but not normally distributed. Categorical variables
were compared using Chi-square (x?) test. The kappa coefficient was
used to examine the interobserver variability of all ECG measurements.
Pearson’s and Spearman’s correlation analysis was used to determine
the presence of a relationship between countable parameters. Statistical

significance level was accepted as p <0.001.

Results

The study data was conducted as two groups; patient and control.
Electrocardiographic measurements were successfully taken from all
patients included in the study.

When demographic data were compared according to the study groups,

the age and sex were similar among the groups (Table 1).

Table 1. Comparison of Demographic and Laboratory Findings between

Hypercalcemia and Control Group.

Patients with Patients without

Hypercalcemia Hypercalcemia p
n=24 n=24
Age (years) 62.08 + 6.63 62.41+4.69 0.842
Systolic blood pressure (mmHg) 116.25+11.73 113.33+12.04 0.400
Diastolic blood pressure (mmHg) 71.67+9.17 68.33+7.61 0.177
Heart rate (pulse/minute) 82.29+11.58 82.46 + 10.99 0.959
Urea (mg/dL) 26.73+7.01 36.29+7.17 <0.001
Creatinine (mg/dL) 0.77+0.25 0.79+0.19 0.783
Sodium (mEq/L) 139.20+2.24 139.42+2.84 0.766
Potassium (MEg/L) 4,11+ 0.49 4.25+0.32 0.239
Glucose (mg/dL) 100.04 £ 12.65 107.33+£12.15 0.048
ALT (u/L)* 20.98+10.00 18.38+ 14.90 0.481
AST (u/L)** 23.00+7.71 25.04+12.45 0.499
Calsium (mg/dL) 12.64+1.03 9.56+0.30 <0.001
Albumine (g/L) 40.94+3.29 42.58+4.97 0.185

*ALT: Alanine aminotransferase, **AST: Aspartate aminotransferase.

When the ventricular repolarization parameters were examined
according to the study groups, QTc interval, Tp-e interval and Tp-

e/QTc values were significantly lower in hypercalcemia (Table 2).

AVClet. al.

Table 2. Comparison of Ventricular Repolarization Parameters between
Hypercalcemia and Control Group.

Patients with Patients without

p
Hypercalcemia Hypercalcemia
Value
n=24 n=24

. . <0.001

QTc interval time (ms) 349.17+£3.21 391.33+6.05
Tp-e interval time (msn) 71254314 87.83:3.16 <0.001
Tp-e/QTc Ratio 20.40+0.74 22.43+0.65 <0.001

Table 3 shows the correlation of QTc, Tp-e interval and Tp-e/QTc
measurements with the calcium and ionized calcium parameters. All
measurements negatively correlated with calcium and ionized calcium

levels (Table 3).

Table 3. Correlation of QTc, Tp-e-Interval and Tp-e/QTc Ratio with

Calcium levels

QTc Tp-e-interval Tp-e/QTc Ratio

r [ r p R P
Calcium (mg/dl) <0.00

-0,713 <0.001 -0,748 1 -0,763 <0.001

In linear regression analysis, calcium significantly related to QTc, Tp-e interval Tp-

e/QTc measurements (Table 4).

Table 4. A Linear Regression Analysis for Calcium levels Correlated with

QTc, Tp-e-Interval and Tp-e/QTc Raito.

QTc Tp-e-Interval Tp-e/QTc Ratio
B p B p B p
Calcium (mg/dl) -0.875 <0.001  -0,836 <0.001 -0,733 <0.001

R Square for QTc, Tp-e interval and Tp-e/QTc Ratio as 0.765, 0.698 and 0.538,
respectively.

In linear regression analyses, QTc, Tpe-interval and Tp-e/QTc ratio were
independently associated with calcium level. In Scatterplot analyzes
performed with the QTc interval, Tp-e interval and Tp-e / QTc ratios of the
calcium level, R2 linear values were 0.765, 0.698 and 0.538, respectively

(Figure 1-3).

178



The Relationshi

between Hypercalcemia and QTc, Tp-e Interval and Tp-e,

400,00~

o coo

360,00

QTec (msn)

360,00

R? Linear = 0,765

@ 5 5%

340,00 T
95,00

Figure 1. Analysis of Scatterplot for the relationship between Calcium

T T T T T T
10,00 11,00 12,00 13,00 14,00 15,00
Ca (mgl/dL)

levels and QTc interval.

R Linear = 0,698
95,00
o
o o
oo
90,00 o
oo
Q© o
o o
B 0
__ @500 ]
E (s]
o
E ) o
¢
£ 50,00
fon
75,00 o o o
o] [l | o o
) o ©
[-) <] o
o o
70,00
o
° o
© o
c o
65,00 T T T T T T T
2,00 10,00 11,00 12,00 13,00 14,00 1500
Ca (mgldL)

Figure 2. Analysis of Scatterplot for the relationship between calcium

levels and Tp-e interval.
R? Linear = 0,538
24,00
Y o
=]
23,00 g ©° o
s} o
<) o
£ o
2 © o
=1
I - Q,
g 2w 0%
o o
2 %0
3 ° 2 o
o
2100 ]
o
o =]
o
o
20,00 °
o o
o
<o
o ©
19,00 T T T T T T T
9,00 10,00 11,00 12,00 13,00 14,00 15,00
Ca (mgidL)

Figure 3. Analysis of Scatterplot for the relationship between Calcium

levels and Tp

-e/QTc ratio.

Tc

Hiperkalsemi ile QTc, Tp-e Aralidi ve Tp-e/QTc Orani_Arasindaki iliski

Discussion

The most important result of our research is that in patients with
hypercalcemia, QTc, Tp-e interval and Tp-e/QTc rates were significantly
lower than in patients without hypercalcemia. As far as we investigated,
this finding in our study is the first study to detect the reduction of Tp-e
interval and Tp-e/QTc ratios, which are among the indicator of
ventricular repolarization in hypercalcemia in the literature. Our study
also supported previous studies showing QT and QTc shortening in
patients with hypercalcemia.

Ventricular myocardium depolarization occurs from the endocardial
region to the epicardial region. Ventricular depolarization occurs before
repolarization. During ventricular repolarization, there is dispersion
between the endocardial and epicardial regions. The interval between
the T wave peak and the end distance is called the Tp-e interval and this
is associated with transmural ventricular repolarization®’. The Tp-e
interval and the ratio of this interval to the QT interval have been shown
to be associated with the arrhythmic clinical condition in many cardiac
pathological conditions, and also pose a high risk for sudden cardiac
death®°10, Increased Tp-e interval and Tp-e/QTc ratio are associated
with arrhythmia and sudden cardiac death, dispersion in the ventricular
myocardium between the epicardial and endocardial region, causing the
slow conduction of these two anatomic regions, and it is thought that
this might cause to an rise in re-entry related arrhythmias.

Hypercalcemia is usually caused by malignancies, hyperparathyroidism,
kidney failure, and it is among the best-known secondary causes of a
short QT interval. This QT narrowing caused by the shortening of the
phase 2 action potential has been shown to cause various arrhythmias
ranging from sinus arrest, AV blocks, atrial fibrillation to ventricular
tachycardia in severe hypercalcemia cases3. Although there are studies
evaluating QT and QTc interval in patients with hypercalcemia, there is
no research evaluating the Tp-e interval and ratio of the Tp-e interval to
QTc interval. In our study, the QTc intervals obtained in the patient group
with hypercalcemia were shortened in accordance with the previous
literature. In addition, in patients with hypercalcemia, the reduction in
Tp-e interval and Tp-e/QTc ratios was significantly more pronounced
than in the control group. Although the measurement of the QT interval
is still the most frequently used clinical practice in the evaluation of
ventricular repolarization anomalies, Tp-e interval is gaining importance
in the detection of cardiac electrophysiological irregularities since it
shows the transmural dispersion of repolarization. It is stated that the
Tp-e/QT ratio is also an indicator of ventricular depolarization, and the
increase in this ratio may be the precursor of malignant arrhythmias in
many patient groups!!-12, On the other hand, it has been shown by many
studies that changes in T-wave morphology may be indicative of an
increase in arrhythmia sensitivity and thus are predictive variables in
cardiovascular mortality and morbidity!3. But, there is no research
determining of the relationship between the reduction of this ratio and
hypercalcemia, and studies generally focus on the increase in Tp-e/QT

ratio and prolonged Tp-e interval and its cardiac complications.
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In our study is shown for the first time that Tp-e interval and Tp-e/QTc
ratio were decreased in hypercalcemia patients.

In addition to the shortening of Qtc distance seen in hypercalcemia, as
well as shortening of Tp-e and decrease in Tp-e/QTc ratio, which are
other precursors of ventricular dispersion and repolarization, the
diagnosis should be made early and patients with hypercalcemia should
be closely followed in terms of ventricular repolarization change.
According to the data obtained in our study, we believe that in addition
to QT and QTc intervals, it can also be useful to evaluate Tp-e and Tp-
e/QTc ratio in the evaluation of ventricular repolarization.

Conclusion

Tp-e interval and Tp-e/QTc ratio were significantly reduced in patients
with hypercalcemia. It is helpful that in addition to QT and QTc
evaluation during routine ECG evaluation in patients with hypercalcemia
detected in emergency departments, it is possible to measure Tp-e
interval and Tp-e/QTc ratios among other ventricular repolarization
parameters and that cardiac arrhythmias can be monitored in those with

a decrease in these values.

AVClet. al.

However, since this information obtained in our study is shown for the
first time, new studies involving more hypercalcemia patients should

be conducted.

Limitations of Study

There are some important limitations in our study. One of these is the
retrospective design of the study, and the other is the number of
patients enrolled in the study. In our study, the number of patients is
limited to 24. Conducting prospective studies with more patients can

provide more meaningful data.
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Dalak infarkti: Tek Merkez Deneyimi

Spleen Infarct: Single Center Experience

0z

Amag: Dalak infarkti nadir gorilen ve klinikte hasta degerlendirmesi sirasinda
ayiric tanida ilk planda akilda tutulmayan bir hastaliktir. Bu sebeple klinikte
degerlendirme sirasinda hastaligin radyolojik ve cerrahi degerlendirmesinde
diger hastaliklar ile karisabilmektedir. Bizde calismamizda dalak infarkti
patolojisi gelen hastalar degerlendirilerek hastaligin tanisinin preoperatif
dénemde konularak tedavisinin kolaylagsmasi icin deneyimlerimizi paylagsmak
istedik.

Gereg ve Yontem: Tarafimizca opere edildikten sonra patolojisi dalak infakt
gelen hastalar analiz edilerek ¢alismaya dahil edildi ve demografik bilgileri,
preoperatif dalak infarkti risk faktorleri ile tani ve radyolojik goriintilemeleri
degerlendirilerek analiz edildi.

Bulgular: Hastalarin 3 (% 30) U kadin, 7 (%70) si erkekti. Hastalarin yas
ortalamasi 56,6 (aralik 23-95, ortanca 58) idi. Hastalarin 7’si elektif, 3’U acil
sartlarda operasyona alindi. Acil sartlarda operasyona alinan hastalara arag igi
trafik kazasi, splenik ven trombozu ve mide perforasyonu sebebi ile
splenektomi yapilmistir. Preoperatif dénemde 6 hastaya Ultrasonografi (USG),
10 hastaya da Bilgisayarli Tomografi (BT) tetkikleri yapildi. Splenomegali 8 (%
80) hastada tespit edildi. Hastalarin 3’0 antikoaguilan tedavi kullanmaktaydi.
Sonug: Karin agrisi ile bagvuran ve goriintlleme yontemlerinde dalak ile ilgili
bir patoloji disuntlen olgularda ayirici tanida akilda tutulmasi gereken bir
hastaliktir.

Anahtar Kelimeler: Dalak, Splenektomi, Infakt

Abstract

Objective: Spleen infarction is a rare disease that is not kept in mind in the
differential diagnosis during patient evaluation in the clinic. For this reason, it
can be confused with other diseases in the radiological and surgical evaluation
of the disease during clinical evaluation. In our study, we wanted to share our
experiences in order to facilitate the treatment of the disease in the
preoperative period by evaluating the patients with spleen infarction
pathology.

Material and Method: Patients who underwent splenectomy and pathological
examination of the spleen infarction were included in our study. Preoperative
spleen infarction risk factors, diagnosis and radiological imaging were
evaluated and analyzed.

Results: Three (30%) of the patients were female and 7 (70%) were male. The
mean age of the patients was 56.6 (range 23-95, median 58). 7 of the patients
were operated in elective and 3 in emergency conditions. Splenectomy was
performed to patients who were operated in emergency conditions due to in-

vehicle traffic accident, splenic vein thrombosis and stomach perforation.
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Spleen Infarct: Single Center Experience

During the preoperative period, 6 patients underwent ultrasonography
(USG), and 10 patients with computed tomography (CT). Splenomegaly
was detected in 8 (80%) patients. Three of the patients were using
anticoagulant therapy.

Conclusion: It is a disease that should be kept in mind in the
differential diagnosis in cases presenting with abdominal pain and
considering a pathology related to spleen in imaging methods.

Keywords: Spleen, Splenectomy, Infact

Girig

Dalak infarktisi akut abdomen tablosuna yol agabilen nadir
patolojilerdendir. Klinik tablo akut karin agrisinin diger nedenlerini
taklit edebilir (1). Dalak infarktlsu dalagi besleyen damarlarin bir veya
daha fazlasinin tikanmasina neden olan emboli ve trombiis sebebi ile
gerceklesmektedir. Etiyolojisinde vaskiiler, hematolojik bozukluklar ve

enfeksiyonlar sorumludur (2-6). Literatiirde bildirilen dalak infarkt

etiyolojisinde  polisitemia,  Sickle Cell ~Anemi ve diger
hemoglobinopatiler,  myeloproliferatif ~ hastaliklar,  Paroksismal
Nocturnal Hemoglobinuria (PNH), akut malarya, Aspergilloz,

Meningococcus sepsisi ve  Brucella Melitensis enfeksiyonlari da
sorumlu tutulmaktadir. Bununla birlikte cogu dalak infarkt hastasinda
kardiyak patolojiler 6n plana ¢ikmaktadir (2-6). Hastalik yuksek rakim,
ucak yolculugu, dag tirmanislar gibi hipoksi ve stresi tetikleyen diger
faktorler nedeniyle de gelisebilir (7-9).

Dalak enfarktiist Acil Klinigi’nde teshis edilebilecegi gibi; ileri tetkik ve
radyolojik gorintileme yontemlerine de ihtiyag duyulabilir (10).
Calismamizda splenektomi olgularinda insidental saptanan splenik
infarkt vakalarinin  demografik, klinik ve

radyolojik  sonuglar

degerlendirilerek litaratiirde katki sunulmasi amaglanmistir.

Materyal -Metod

Calismaya 2010 Ocak- 2019 Agustos tarihleri arasinda splenektomi
uygulanan 465 olgudan histopatolojik degerlendirme sonucunda
infarkt saptanan 10 hasta dahil edilmistir. Hasta bilgileri retrospektif
olarak analiz edildi. Dalak infarkti nedeniyle operasyon gerektirmeyen
hastalar, ameliyat spesmen patolojisinde infarkt tespit edilmeyen
hastalar, on sekiz yas alti olgular ve dosya bilgilerine ulasilamayan
olgular ¢alismaya dahil edilmemistir. Hastalarin demografik 6zellikleri,
komorbid hastaliklari, basvuru semptomlari, preoperatif laboratuar
parametreleri, preoperatif goriintileme bulgulari, uygulanan cerrahi
tedavi prosedirleri, intraoperatif komplikasyonlar, operasyon siresi,
postoperatif ~ komplikasyonlar, patoloji raporlari, postoperatif
hastanede kalis siresi, postoperatif 90 glnlik mortalite, 90 gunlik
hastaneye plansiz yeniden bagvuru, ortalama takip sureleri, survey ve
gincel klinik durumlari analiz edildi. Preoperatif donemde dalak apsesi
olarak degerlendirilen hastalar CMV ve EBV enfeksiyonu agisindan da

degerlendirilmis olup bu hastaliklara rastlanmamistir.

Dalak infarkti: Tek Merkez Deneyimi

Dalak boyutu 12 cm ve uzerinde ise splenomegali olarak tanimlanmistir.

Hastalarin operasyonlarinin tamami aclk cerrahi seklinde yapilmigtir.
CGalismamiz Helsinki Deklarasyonu’na gore yapilmis ve hastanemiz etik kurulu
tarafindan etik kurulu onayi almistir.

istatistiksel Analiz

Verilerin istatistiksel analizinde SPSS (Statistical Package for the Social
Sciences) 23.0 paket programi kullanildi. Kategorik 6lgimler sayi ve ylzde
olarak, surekli ol¢limlerse ortalama ve standart sapma (gerekli yerlerde

ortanca ve minimum -maksimum) olarak 6zetlendi.

Bulgular

Hastalarin 3 (% 30) U kadin, 7 (%70) si erkekti. Hastalarin yas ortalamasi 56,6
(arahk 23-95, ortanca 58) idi. Hastalarin 7’si elektif, 3’U acil sartlarda
operasyona alindi. Acil sartlarda operasyona alinan hastalara arag igi trafik
kazasi sonrasi splenik kanama, splenik ve renal ven trombozu sonrasi dalak ve
bobrek nekrozu ve mide perforasyonu sonrasi dalak apsesi endikasyonlari ile
splenektomi yapilmistir. Preoperatif donemde 6 hastaya Ultrasonografi (USG),

10 hastaya da Bilgisayarli Tomografi (BT) tetkikleri yapildi (Figure 1).

Figure 1: Dalak infarkt hastalarinin BT gériintiilemeleri
a,b:Hasta 1 BT goruntilemeleri
c,d:Hasta 6 BT gorintilemeleri

Splenomegali 8 (% 80) hastada tespit edildi. Hastalarin 3’U antikoagilan tedavi

kullanmaktaydi. Eslik eden hastaliklar degerlendirildiginde; 3 olguda
kardiyolojik patolojiler, 3 olguda koagtilasyon bozuklugu, 3 olguda enfeksiyoz
patolojiler mevcuttu. Hastalarin 1 tanesinde vaskller yaralanma sonucu
infarkt gelistigi dusunlldu. Hastalarin demografik bilgileri ve preoperatif

hastaliklari hakkindaki bilgiler Tablo 1 de verilmistir.

Tablo 1: Hastalarin demografik bilgileri, preoperatif muayene bulgulari, ek
hastaliklari, goriintiileme yontemleri ve antikoagulan kullanim bilgileri, HT:
Hipertansiyon, SUK: Sol Uist kadran, KLL; Kronik lenfositer |6semi, DVT: Derin

ven trombozu
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Tablo 1: Hastalarin demografik bilgileri, preoperatif muayene bulgular, ek

hastaliklari, goriintileme yéntemleri ve antikoagulan kullanim bilgileri, Calismamizdan once yapilan 6 vaka serisinde hastaligin etyolojisi,

Yas/ | Bagvuru Kronik Medikal Dalak Patolojisi | Gériintiile | Dalak | Acil/ | Antikoagu o|gu|ar|n hematolojik hastalik durumu, Septik emboli, kardiak

cinsi | semptomlar Hastaliklari Yapan me boyutu | Elek | lan
yet Patolojiler Yontemle | (cm) | tif | kullanm emboli, hiperkoagulabilite durumu degerlendiriimis; olgularin

r

splenektomi gerektirip gerektirmemesi ve mortalite durumlari

Hastal | 95/K | Yaygin Karin Kardiyomegali, HT Yiiziicii Dalak USG/BT 16*12* | Elekt | Evet

Agrist (Splenik 8 if degerlendirilmistir (Tablo 2).
VenTrombozu)

Hasta2 | 63/K | SUK karmnagrisi | Portal Portal HT, Doppler 15*13* | Elekt | Hayir . .. . o .
hipertansiyon/Transplante | Splenik Ven useeT |7 it Tablo 2: Etiyoloji, mortalite ve operasyon sonuglari ile dnceki benzer 6
karaciger Trombozu ¢alismanin karsilagtiriimasi

Hasta3 | 59/E | Yaygin Karin Nekrotizan pankreatit Sol BT 15%9*3 | Elekt | Hayir Mayo Clevel | Marbur | Los Hadassah Kaplan Bu Caliyma

Agrisi, Ates subdiyafragmatik if Clinic | and 9,1990 | Angeles MountScopus | Medical 2020n %
koleksiyon 1086 | 1986 | % (13) | 1998 % | 2009% (14) | center 2015
%) | %@ (11) (15)
Hasta4 | 70/E | SUK Karin Uriner sistem Dalak hilusuNon- | BT 17*13* | Elekt | Evet
agrist enfeksiyonu/ KLL/ OHA/ | Hodgkinlenfoma 6,5 if
DVT/ Pulmoner emboli /
Hematolojik 11.4 29 56 59 10 2 3(%30)
‘hastalik
Hasta5 | 25/K | Yaygin Karin Uriner sistem enfeksiyonu | Yiiziicii Dalak BT 17*12* | Elekt | Hayr
Agrisi 6 if
Hasta6 | 39/E | Ates Ates Dalakta apse? USG/BT 13*8*3 | Elekt | Hayr
if Septik emboli | 11,4 4 34 5 10 2 2(%20)
Hasta7 | 80/E | SUK Karin Hipertansiyon Splenik ven USG/BT 9*8*2 Acil | Hayir (septisemia)
Agrist trombozu
Hasta8 | 54/E | Yaygin Karin Mide CA perforasyonu Mide USG/BT 9*5*2 Acil | Evet p? -
) ardiyoembolik | 55 38 0 3 22 20 0
Agrisi, Ates perforasyonu
komsulugunda
apse
Hasta9 | 58/E | Yaygm Karin Splenomegali Dalakta apse? BT 18*8*3 | Elekt | Hayir Hiperkoagilabil | Caligil Caligil Caligil Caligtma 2 . 3(%30)
Agrist if ite
mamis mamis mam mis.
Hasta 23/E | Yaygin Karin Arag i¢i trafik kazast Travma USG/BT 13*9*3 | Acil | Hayir
10 Agrist
HT: Hipertansiyon, SUK: Sol st kadran, KLL; Kronik lenfositer I6semi, DVT: Derin ven Diger 22 29 10 0 375 4 6(%60)
trombozu hastaliklar
s R . - Mortalite - 13 17 5 Yok - 2(%20!
Iki hastada yuzuicu dalak, bir hastada (Hasta 2) karaciger transplantasyonu (%620)
sonrasi splenik ven trombozu nedeniyle splenektomi uygulandi. Diger
Splenektomi Rapor 9 21 Yok Yok - 10
olgular sirasi ile nekrotizan pankreatit sonrasi takiplerinde dalak apsesi edilme
. . . . mis
olmasi (hasta 3), diger olguda ates etyolojisi arastirilir iken dalak apsesi

(hasta 6) ve Uglncl hastada ise mide timor perforasyonu sebebi ile

gastrektomi  yapilirken dalak apsesi saptanarak splenektomi de Hastaligin gérilme yagini 54 -57 olarak bildiren calisma serileri

uygulanmigtir. Hastalardan bir tanesinde (hasta 4) KLL zemininde gelismis literatiirde bulunmaktadir. Erkek/Kadin oranlari birbirine yakin olup 1
dalak lenfomasi 6n tanisi ile splenektomi uygulandi ve dalak hilusunda ila 1.3 arasinda degismektedir (10,15). Calismamizda hastalarin yas

yerlesmis olan lenf nodunda Non Hodgkin Lenfoma ve dalakta infarkt tespit ortalamasi 56.6 yil olarak bulunmus olup Erkek/Kadin orani 2.33 olarak

edildi. Bir olguda (hasta 7) ise splenik ve sag renal ven trombozu saptandi ve
hastaya splenektomi ve sag nefrektomi uygulandi. Bir hastada da (hasta 9)
karin agrisi sebebi ile yapilan tetkiklerinde splenomegali ve dalak apsesi
tespit edilerek splenektomi uygulandi. Dalak apsesi stipesi olan hastalarin

higbirinde histopatolojik inceleme sonrasi apse saptanmadi.

Tartisma

Splenik infarkt nadir gorilen bir hastaliktir. Kefe ve ark (1) yapmis olduklari
kadavra serisinde hastaligin goriilme oranini % 10 olarak belirtmiglerdir.
Klinigimizde yapilan 465 splenektomi vakasinin 10 tanesinde dalak infarkti
gorulmustir ve splenektomi serimizdeki dalak infarti orani % 2.15 olarak
bulunmustur. Hastaligin nadir olmasi genis vaka serilerinin oldugu

calismalari kisitli hale getirmistir.

bulunmustur.

Dalak infarkti ile ilgili calisma serileri literatirde sinirli sayida olup,
otopsi serileri, radyolojik ¢alismalar ile Meir ve ark. (10) nin yapmis
olduklari gibi klinik ve radyolojinin birlikte degerlendirildigi ¢alisma
serileri de bulunmaktadir (1,10-13). Galismamizda hastalarin 2 tanesi
yuziici dalak, 1 tanesi arag ici trafik kazasi, 4 tanesi dalak apsesi
stphesi, 1 tanesi lenfoma 6n tanisi, 1 tanesi splenik ven trombozu
sebebi ile, 1 hastaninda splenomegalisi olup dalak infarkt/apse nedeni
ile opere olarak dalak infarkti tanisi almistir. Hastalarin 3 tanesi acil
splenektomi, 7 tanesine de elektif splenektomi yapilmistir. Hastalarin 4
tanesinin preoperatif BT goriintilemesinde dalak infarkti/apse olarak
raporlanmistir. Hastaligin sik goriilmemesi ve abse nekroz gibi diger
dalak patolojileri ile es zamanli gorilmesi nedeniyle izole infarkt

vakalarinin preperatif dénemde tespiti zorluk teskil etmektedir.
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Nores ve ark. (11) yapmis olduklari ¢alismada 59 dalak infarkt hastasi
degerlendirilmis ve 35’inde hematolojik hastalik, 17’sinde tromboembolik
bozukluk ve 6’sinda diger ek hastaliklar oldugu belirtilmistir. Yine ayni
calismada hastalarin % 69’unda karin agrisi ve ates semptomlarinin
varligi belirtilmis olup bu semptomlarin 6zellikle emboli nedenli dalak
infarkt olgularinda mevcut oldugu bildirilmistir. Calismamizdaki olgularin
%90'inda karin agrisi en sik basvuru sebebi olmustur. Hastalarin 3
(%30)'tinde ates yuksekligi olup bu hastalardan 2 ‘sinde batin igi
enfeksiyon odagi bulunmakta idi.

Cox ve ark. (13) yapmis olduklari ¢alismada 123 dalak infarkt olgusu
degerlendirilmis olup hastalarin 16(%13) ‘ sinda pankreas kanseri mevcut
olup bu olgularin 7 tanesinin ise dalagin vaskiler yapilarina invazyon
yaptigi gosterilmistir. Hastalarin 40 (%33) tanesinde malignite mevcut
olup malignite ile dalak infarkti iliskisine dikkat g¢ekilmistir. Yine ayni
galismada 7 (%6) hastada akut pankreatit sonrasi dalak infarktinin gelistigi
gosterilmistir. Calismamizdaki olgularin 2 (%20)’sinde malignite 1 (%10)
tanesinde akut pankreatit sonrasi dalak infarkti mevcut idi.

Literatlirde Ebstein Barr Virus nedeniyle olusan dalak infarkti olgulari
bildirilmistir. Bu hastalarda eslik eden hematolojik patolojilerin de oldugu
gorulmustir (14,15). Meir ve ark (10) yapmis olduklari galismada akut
CMV ve EBV enfeksiyonu olan ve dalak infarkti gelisen hastalar bildirilmis
olup bu hastalarda akut batin semptom ve bulgularinin olmadig
gosterilmistir.

Calismamizda dalak apsesi dugtinlilen hastalarda CMV ve EBV antikorlari
negatif olarak degerlendirilmistir.

Dalagin hizli bluylimesine sebep olan enfeksiyéz hastaliklar (14,15) ve
hematolojik hastaliklar ile dalagi tutan malign hastaliklar da dalak
infarktina neden olabilir (14,16). Calismamizdaki olgularda enfeksiy6z
patoloji olarak bir hastada Uriner enfeksiyon, 1 hastada mide timor
perforasyonu sonrasi subdiyafragmatik apse, 1 hastada nekrotizan
pankreatit sonrasi sol subdiafragmatik apse preoperatif donemde tespit
edildi.

Ylzlcl dalak vakalarinin torsiyon ve iskemi durumuna goére acil ya da
elektif sartlarda opere edilmesi gerekebilir (17,18). Literatiirde torsiyon
nedeniyle acil sartlarda opere edilen yizici dalak vakalari rapor
edilmistir (19). Calismamizda iki yuzicl dalak hastasi mevcut olup
torsiyon olmamasina ragmen dalak infarkti gelistigi gorulmustar.

Mide kanseri sebebi ile D2 lenf nodu diseksiyonu sonrasi da dalak infarkti
gelisebilir (20). Yazici ve ark tarafindan bildirilen olgulara total
gastrektomi ve D2 lenf nodu diseksiyonu sonrasi dalak infarkti gelismesi

Uzerine splenektomi yapilmistir (20). Calismamizda da bir hastada mide

timorl hastasinda dalak infarkti gorilmustar.

Dalak infarkti: Tek Merkez Deneyimi

Meir ve ark (10) yapmis olduklari ¢alismada BT’nin splenik infarktin akut
fazinda disuk diagnostik degere sahip oldugunu vurgulamislardir. Ayni
calismada USG nin infarktl hasta takibinde faydali olabilecegi
vurgulanmistir. Dalak infarkti Dopler USG, Bilgisayarli Tomografi (BT)
(21,22) ve Anjiografide wedge sekilli perflizyon bozukluklari seklinde
gorilebilir (26). Calismamizda hastalarin 4 tanesinde BT goriintiilemesinde
olarak dalak apsesi ile karisan dalak infarkt stiphesi tespit edilmistir.

Dalak enfarktisiiniin tedavisinde 6ncelikle altta yatan hastaligin ortadan
kaldirilmasi esastir. Enfeksiydz olmayan hastaliklar sebebi ile olusan dalak
enfarktiisi analjezikler, hidrasyon, anti-emetikler ve diger palyatif
yontemlerle tedavi edilebilir. Sickle Cell Anemi olgularinda hipoksiyi ve
asidozu diizeltmek igin destek tedavisi gerekebilir. Septik emboli
durumunda, intravendz antibiyoterapi, sepsis tablosuna yonelik tedaviler
ile ve daha fazla kardiyak degerlendirme gerekebilir. Hematolojik veya
otoimmiin hastaliga sahip olgularin tedavisi, Hematoloji, Onkoloji ve
konsilte edilerek dizenlenmelidir (24).

Romatoloji  Klinikleri ile

Kontrendikasyonu yok ise antikoagilan tedavisi infarkt olgularinda
uygulanabilir. Komplike olmayan dalak enfarktiisii vakalarinda gelisen
karin agrisi, miidahaleye gerek kalmadan 7-14 giin iginde dizelmektedir
(24).

Travmatik dalak yaralanmasi, anormal vaskiler kanamalar veya
hemodinamik instabilite durumunda cerrahi uygulamak gerekebilir. Dalak
enfarktiistiniin  tehlikeli komplikasyonlari psddokist olusumu, apse,
kanama, dalak rlpturt ve anevrizmadir (25). Bazi durumlarda, infarkte
gelismis dalak dokusu enfekte olabilir ve apse olusumuna yol agabilir.
Enfarktusli dokuda hemoraji de gelisebilir (25). Bu komplikasyonlar acil
cerrahi gerektirir. Hastalarimizin higbirinde dalak infarkti sebebiyle
psodokist, apse olusumu, kanama ve dalak riptiri gérilmemistir.
Retrospektif dizayn edilmis olmasi, sadece opere edilen hastalarin
¢alismaya dahil edilmesikisitli vaka sayisinin olmasi ¢alismamizin baslica
limitasyonlaridir. Dalak infarkti ile ilgili genis vaka serilerini igeren

prospektif galismalara ihtiyag duyulmaktadir.

Sonug

Dalak infarkti nadir gorilen ve geg teshis edilebilen bir hastaliktir. Karin
agrisi ile basvuran ve goriintileme yodntemlerinde dalak ile ilgili bir
patoloji diistintlen olgularda ayirici tanida akilda tutulmasi gereken bir

hastaliktir.
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Diffusion Weighted Imaging in Multiple Sclerosis; Comparison
of Enhancing and Non-Enhancing Plaques

Multipl Sklerozda Difiizyon Agirlikl Gériintiileme;
Kontrastlanan ve Kontrastlanmayan Plaklarin Karsilastiriimasi

Omer Faruk TOPALOGLU* 0000-0002-2331-1923 Abstract

. Objective: The purpose of this study was to assess the role of diffusion
Hakan CEBECI*, 0000-0002-2017-3166

weighted imaging (DWI) in multiple sclerosis (MS) patients and to compare
Abidin KILINCER*, 0000-0001-6027-874X

Emine UYSAL*, 0000-0001-8533-4939

enhanced and non-enhanced plaques.

Methods: A retrospective database search was conducted after local ethics
committee approval. All magnetic resonance imaging (MRI) examinations of
previously diagnosed MS patients were enrolled. Conventional sequences
with contrast agent and DWI were evaluated independently. Apparent
diffusion coefficient (ADC) values of enhancing and non-enhancing plaques
were compared.

*Department of Radiology, Selcuk University, Faculty of
Results: A total of 174 MS patients, 126 women and 48 men, were included in

Medicine, Konya, Turkey.
the study. The mean age was found as 35.8 + 10.9. 25 patients had contrasted
plaque, which was considered as an acute plaque. In the qualitative
evaluation of diffusion images and ADC maps, acute plaques and chronic
plaques could not be distinguished from each other. ADC values of acute
plaques were significantly different from chronic plaques and normal-
appearing white matter (NAWM).

Conclusion: Plaques in MS patients cannot be distinguished visually by DWI.
However, in quantitative ADC measurements, normal-appearing white
matters show significantly lower ADC values than plaques. Again, chronic
plaque ADC values are significantly higher than acute plaques.

Keywords: Diffusion-weighted imaging, multiple sclerosis, magnetic
resonance imaging.

Oz

Amag: Bu ¢alismanin amaci multipl skleroz (MS) hastalarinda difiizyon agirlikh

Yazisma Adresi: Omer Faruk TOPALOGLU gorintilemenin  (DAG) rolini  degerlendirmek, kontrastlanan ve

kontrastlanmayan plaklari karsilagtirmaktir.

Department of Radiology Selcuk University School of Medicine Materyal ve metod: Yerel etik kurul onayi sonrasinda geriye donik bir veri

tabani arastirmasi yapilmistir. Daha 6nce teshis edilen MS hastalarinin tim

manyetik rezonans goriintileme (MRG) incelemeleri kaydedildi. Kontrasth
Email: ofaruktopaloglu@gmail.com

konvansiyonel sekanslar ve DAG bagimsiz olarak degerlendirildi. Kontrastlanan
ve kontrastlanmayan plaklarin ADC degerleri karsilastirildi.

Bulgular: Calismaya 126 kadin ve 48 erkek olmak tzere toplam 174 MS hastasi
dahil edildi. Yas ortalamasi 35,8 + 10,9 bulundu. 25 hastada akut plak olarak
kabul edilen kontrasttutan plak vardi. Diflizyon goruntilerinin ve ADC
haritalarinin kalitatif degerlendirmesinde akut ve kronik plaklar birbirinden
ayirt edilememistir. Akut plaklarin ADC degerleri, kronik plaklardan ve normal
gorinumli beyaz cevherden 6nemli 6lglide farkhydi.

Sonug: MS hastalarindaki plaklar DAG ile gorsel olarak ayirt edilememistir.
Bununla birlikte, kantitatif ADC 6lglimlerinde, normal gériinimli beyaz madde
Gelis Tarihi: 02.06.2020 ADC degerleri plaklardan anlamli 6lglide daha dgliktu.Yine, kronik plak ADC
Kabul Tarihi: 22.07.2020 degerleri akut plaklardan anlamli 8lgiide daha yiiksekti.

187


mailto:ofaruktopaloglu@gmail.com
mailto:ofaruktopaloglu@gmail.com
mailto:ofaruktopaloglu@gmail.com

Diffusion Weighted Imaging in Multiple Sclerosis; Comparison of
Enhancing and Non-Enhancing Plagues

Anahtar Kelimeler: Diflizyon agirlikli gérintileme, multipl skleroz,
manyetik rezonans goriintiileme.

Introduction

Multiple sclerosis (MS) is the most common chronic inflammatory
demyelinating neurological disorder, affecting approximately 2.5
million people worldwide (1). MS can be seen at any age, but most
people are diagnosed between the ages of 20 and 40 (2). Although the
etiology of the disease is still unclear, there are studies supporting
autoimmune  pathogenesis  (3).  Perivascular  inflammation,
demyelination, gliosis and axonal damage are the main pathological
features of MS plaques (1).

The diagnosis of MS is still based on clinical findings. However,
magnetic resonance imaging (MRI) has been integrated into the
diagnostic criteria of the disease due to its unique sensitivity to
demonstrate the dissemination in space and time. It enabled more
accurate diagnosis while developing different MRI techniques (1, 3).
Conventional MRI had a major impact on MS, making early diagnosis
possible. The contrast-enhanced MRI was considered as sensitive
imaging for the diagnosis and follow up of MS lesions. Plaques are
generally oval and localized periventricularly. MS plaques are iso or
hypointense on T1 images and hyperintense on T2 images compared
to normal white matter. Contrast enhancement of the plaque is
accepted as the sign of active inflammation due to damaged blood
brain barrier. However, some of active plagues may not show contrast
enhancement (1, 2, 4). Despite its key role in the diagnosis of MS,
conventional MRI shows low specificity and sensitivity in showing
diffuse damage to normal-appearing white matter (NAWM) and gray
matter (3).

Diffusion-weighted imaging (DWI) is widely used in the diagnosis of
acute ischemic infarction, in detecting diffusion changes in some
infectious and active inflammatory lesions. The availability of using
DWI to differentiate the acute and chronic plaques in MS is still
controversial (5, 6).

In this study, we aimed to evaluate acute and chronic MS plaques with
DWI features qualitatively and quantitatively involving ADC
measurements.

Methods

Patients

This retrospective study was approved by local ethics committee of
Selcuk University Medical Faculty, with waived informed consent.

MRI examinations from January 2018 to December 2019 of previously
diagnosed MS patients according to the 2010 McDonald criteria (7)
were scanned retrospectively. Inclusion criteria were having MS
diagnosis with consistent MRI and clinical findings, older than 16 year-

old, having contrast-enhanced MRI with adequate diagnostic quality.

Multipl Sklerozda Difiizyon Agirlikh Gériintiileme; Kontrastlanan ve
Kontrastlanmayan Plaklarin Karsilastiriimasi

Patients below 16 year-old and images with poor diagnostic quality were
excluded. Finally, 174 MS patients having contrast-enhanced MRI
examination were included. Demographic characteristics of patients were

recorded.

MRI Examinations

Brain MRI was performed on all patients with 3 Tesla (Siemens, Magnetom,
Skyra) devices. TIW image (TR: 600, TE: 9, slice thickness: 5 mm, acquisition
matrix: 320x240, field of view: 22cm), axial T2W images (TR:6250, TE:87),
axial fluid attenuated inversion recovery (FLAIR) images (TR:8000, TE:85),
sagittal FLAIR images (TR:5000, TE:387) and DWI (TR: 5400, TE: 80, , slice
thickness: 5 mm, flip angle: 90) sequences were applied for all patients 5
minutes after 0.1 mmol / kg gadolinium (dotarem-gadovist) injection.
Diffusion-weighted images were taken at values bl: 0, b2: 500, b3: 1000.
ADC maps were created. In addition, FLAIR (Fluid attenuation inversion
recovery) sequences for the detection of plaques were obtained in all
patients.

Image Evaluation

The images were evaluated by a five-year experienced neuro-radiologist and
a radiology assistant at second year of training with consensus agreement.
During the evaluation of the lesions, firstly, the DWI sequence was
evaluated qualitatively to detect diffusion restricted plaques, blinded to the
contrast enhancement state. Diffusion restricted plaque is considered when
signal increase in DWI images and loss of signal in the ADC map were
detected. After this step, subtracted images were generated and contrast
enhanced plaques were detected when the signal increased after contrast
agent. Region of interests (ROIs) were drawn manually with sizes of 20-40
mm?2. ADC measurements were made from contrast-enhancing (active), non-
enhancing (chronic), diffusion-restricting plates and NAWM. Mean ADC
values were expressed in 10*mm? /sec when writing. 'Black hole' lesions
were excluded from the measurements.

Statistical Analysis

SPSS software (version 21.0, SPSS, Inc., Chicago, IL, USA) was used for data
analysis. The results of the two imaging methods were compared. Chi-
square and Fisher tests were used to analyze qualitative data. Mann
Whitney U test was performed to compare ADC measurements of groups. A
P value of less than 0.05 was considered statistically significant.

Results

Of the 174 MS patients included in the study, 126 (72%) were female and 48
(28%) were male. The mean age was found as 35.8 + 10.9. Acute plaque with
contrast enhancement was present in 25 of 174 patients (10%). Diffusion
restriction was detected in qualitative evaluation in four patients. In ADC
measurements, NAWM values were found to be significantly lower than
plaque ADC values. ADC values of chronic plaques were significantly higher

than acute plaques (Table 1).
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Table 1: ADC values of acute, chronic plaques and NAWM
Mean ADC Min ADC Max ADC
Acute plaque 949.64+44.2 815.8+37.8 1103.64+64.6
Chronic plaqgue  1155.4+17 1007.8+16.5 1279.7+£20.2
NAWM 700.7+4.5 623.94£5.6 779.24£5.9
P value <.001 <.001 <.001

Figure 1 and Figure 2 revealed conventional and DWI images of a non-
enhanced and enhanced MS plaques, respectively.

Figure 1: 33 year-old-female, Axial FLAIR (a) and post-contrast TIW (b)
images showed a non-enhancing plaque, DWI (c) and ADC map (d)
showed restricted diffusion.

Figure 2: 42 year-old-female, Axial FLAIR (a) and post-contrast TIW (b)
images showed multiple non-enhancing and 1 enhancing plaque, DWI (c)
and ADC map (d) showed non-restricted diffusion.

Discussion

The present study evaluated the role of DWI in the assessment of acute
and chronic MS plaques. In addition to qualitative evaluation of DWI
images, ADC measurements were performed from restricted diffusion,
enhanced and non-enhanced plaques and also from NAWM. Quantitative

ADC measurements of acute, chronic plaqgues and NAWM were
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significantly different. Differences in ADC that could not be detected in
qualitative analysis were determined in quantitative calculation

MS is a challenging demyelinating disease of the central nervous system,
which is usually repetitive, with different subtypes, imaging features and
response to variable treatment. McDonald criteria are used in its diagnosis.
Among these criteria, MRI findings of the disease are also included. In
current practice, MRI is the most widely used imaging method in MS
diagnosis and treatment follow-up. Although it is possible to detect lesions in
conventional MRI examination, it has been reported in recent studies that
conventional MRI is not sufficient in showing damage to lesions and other
white matter areas. Therefore, it is thought that advanced MRI techniques
can assist in understanding the development process of the disease and can
provide additive data in the diagnosis and follow-up stages (5, 8, 9).

DWI is a commonly applied advanced imaging technique based on water
molecule mobility. DWI is primarily used to detect acute ischemic lesions.
However, usage of DWI in demyelinating and neoplastic lesions is increased
in the last decade. In MS cases, enlargement and fluid increase in the
extracellular area are assessed due to demyelinating damage and axonal
losses. However, there is no consensus regarding the diffusion pattern in
demyelinating plaques. Studies on active plaques showed that the lesions
restricted diffusion before showing contrast in the hyper-acute period, and
the ADC values were low in the hyper-acute period and increased over time.
It is reported that these changes in ADC values may also be significant in
terms of demyelinating disease (6, 10, 11). Again, comparative studies from
demyelinating plaques and NAWM areas have shown increased diffusion in
demyelinating plaques and increased signal in the ADC map. In the ADC
measurements compared with the healthy group and NAWM, significant low
ADC in the healthy group suggests NAWM damage, which is not seen in
conventional sequences, and there may be a relationship between ADC
increase and white matter damage (4, 6, 9, 12-14). In a study performed by
Sahin et al., ADC values in demyelinating plaques decreased after treatment
(15).

In the ADC measurements performed in present study, the ADC values of the
NAWM fields were significantly lower than both chronic and active plaques
(p <0.001). This result is similar to many studies in the literature and is
thought to be associated with cellular damage (4, 9, 13-15). ADC values of
chronic plaques were significantly higher than active plaques (p <0.001). In a
study conducted by Yurtsever et al, it was stated that the inflammation and
edema were higher in acute plaques according to NAWM, whereas in chronic
period, there may be an increase in ADC values due to demyelization and
axonal damage, but the difference between acute and chronic plaques
cannot be made according to these values (4). In the study conducted by
Unal et al., 25 patients were evaluated, although ADC values of acute and
chronic plaques were significantly higher than NAWM, but no significant
difference was found in ADC values between acute and chronic plaques (13).
Although Sahin et al found no significant difference between acute and
chronic plaque ADC values, ADC values of some acute plaques were found to
be lower than chronic plaques, but were not yet sufficient for activity

detection (15).
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Mohammed et al. evaluated 42 MS patients diagnosed with acute relapsing
and progressive chronic disease, and ADC values of acute plaques were
significantly higher than the ADC values of relapsing chronic plaques.
Progressive chronic plaque ADC values showed an insignificant height when
compared to acute plaque ADC values. The ADC values of the progressive
group were significantly higher between the two chronic groups compared
to the relapsing group (9). In our study, ADC values were increased as
plaques become chronic and this increase may be related to axonal loss and
damage severity.

The number of plaques with restricting diffusion in qualitative evaluation,
was found to be quite low (n=4). There was no relationship between
restricted diffusion based on qualitative evaluation and the plaque activity.
This results was similar to some studies in the literature (2, 5). In the
literature, several studies which evaluated the disease activity with DWI
reported that diffusion restriction can be detected, even before the

enhancement begins in the hyper-acute period (10, 11, 16).
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There were some limitations in our study. First, in patients with multiple
plaques, the only plaque that seemed the clearest for the measurement
was chosen, which would be more meaningful if several plague mean
values were calculated. Second, the symptoms onset time, clinical
processes, and subtypes of MS were unknown and the activity time of the
disease was not taken into account. Third, qualitative evaluation of DWI
images revealed only 4 patients and small sample size did not allow proper
statistical analysis for that group.

In conclusion, DWI is a promising advanced imaging technique in the
evaluation of MS plaques. Quantitative measurements of ADC values may
help to detect acute plaques. Particularly, DWI-based artificial intelligence
technology may provide additional data for diagnosing diseases activity in

MS. Further prospective studies with larger patient groups are needed.
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The Predictive Role of Lead aVR in Patients Performed Exercise
Treadmill Test For The Early Diagnosis of Erectile Dysfunction

Erken Erektil Disfonksiyon Tanisi Konulmasinda Treadmill
Egzersiz Testindeki aVR Derivasyonunun Ongérdiiriicii Rolii

Abstract

Objectives: Erectile dysfunction (ED) is defined as the inability to reach and/or
maintain an erection to successfully perform sexual intercourse and is one of the
most common sexual complaints by men of all ages. Several risk factors have been
detected in the etiology of ED and atherosclerosis is found in vast majority of them.
For this purpose, we aimed to investigate lead aVR in treadmill exercise test (TET)
whether it is associated with ED.

Methods: Total 150 patients with suspected coronary artery disease (CAD) who
had undergone the TET according to Bruce protocol were included. We assessed
the prevalence and severity for the ED. All tests and ST segments were analysed by
two blinded cardiologists.

Results: Patients were categorized ED group and non-ED group. The mean age was
similar between two groups. ED group had more CAD, lower metabolic equivalent
of task (MET) (8.8+£1.8 vs. 12.6+2, p< 0.001), and lower double product (maximum
heart rate x systolic blood pressure) (2063414653 vs. 24368+3946, p< 0.001). ST
elevation in lead aVR in the recovery phase first minute was higher the ED group
(0.85£0.9 vs. 0.4910.5, p=0.004).

Conclusion: Premature CAD risk is increased in individuals with ED and ED is
commonly seen in patients with CAD. This study gives us that TET provides more
information beyond the classical indicators of ED.

Keywords: Coronary artery disease, erectile dysfunction, treadmill exercise test

0z

Amag: Erektil disfonksiyon (ED) cinsel etkinlik sonuglanana kadar sertlesmeyi
saglayamama, surdirememe veya yetersiz sertlesmenin olmasidir ve tim
yaslardaki erkeklerde gozlenebilen sik gorulen sekstiel sorundur. ED etiyolojisinde
bir ¢ok risk faktori saptanmis olup bunlarin bir gogunun ateroskleroz ile iligkili
oldugu gozlenmistir. Bu nedenle biz de treadmill egzersiz testindeki (TET) aVR
derivasyonunun ED ile iligkili olup olmadigini arastirdik.

Yontem: Koroner arter hastaligi (KAH) slphesi ile Bruce protokoliine goére TET
uygulanan 150 hasta galismaya dahil edildi. Bu hastalarda ED olup olmadig, varsa
ciddiyeti arastirildi. Tim testler ve ST segmentleri iki bagimsiz kardiyolog tarafindan
degerlendirildi.

Sonug: Hastalar ED bulunan ve bulunmayan seklinde iki gruba ayirildi. Ortalama yas
iki grupta benzer bulundu. ED bulunan grupta daha fazla KAH, daha dustk
metabolik esdeger dakika (MET) (8.8+1.8 vs. 12.612, p< 0.001) ve daha dusuk ikili-
¢arpim (double-product, maksimum kalp hizi x sistolik kan basinci) (20634+4653 vs.
2436813946, p< 0.001) oldugu gozlendi. Toparlanma periyodunun ilk dakikasinda
aVR derivasyonundaki ST elevasyonu daha fazla oldugu gozlendi (0.850.9 vs.
0.49%0.5, p=0.004).

Tartigma: Prematuir KAH riski, ED bulunan hastalarda artmistir ve ED, KAH bulunan
hastalarda buyiik oranda goérulmektedir. Bu ¢alisma bize TET’in, ED igin klasik tani

koydurucularinin disinda bir belirteg olarak kullanilabilecegini géstermistir.
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The Predictive Role of Lead aVR in Patients Performed Exercise
Treadmill Test For The Early Diagnosis of Erectile Dysfunction

Anahtar Kelimeler: Koroner arter hastaligi, erektil disfonksiyon, treadmill
egzersiz testi

Introduction

Treadmill exercise testing (TET) is a non-invasive screening tool for
suspected myocardial ischemia. Lead aVR is an augmented unipolar lead,
which is believed that it provides no further information except
reciprocal changes from the lateral and precordial leads, has been
investigated some different circumstances (1). Lead aVR is usually
neglected by professions during assessment of TET induced ST-segment
changes. Lead aVR records the electrical activity of right ventricular
outflow tract and basal portion of the interventricular septum, but its
association with myocardial ischemia is low. Recent studies have
suggested that lead aVR is an indicator of inducible myocardial ischemia.
There are some studies which examined the role of ST deviations in lead
aVR and they mainly focused on ST-elevations in lead aVR to detect of
left main coronary artery (LMCA) and/or proximal left anterior
descending artery (LAD) and 3-vessel disease (2,3). ST elevation (STE) in
lead aVR suggests severe coronary artery disease (CAD) in non ST
elevated myocardial infarction (NSTEMI) (4).

Erectile dysfunction(ED)is defined as the inability to reach and/or
maintain an erection to successfully perform sexual intercourse(5).
Smooth muscle cells and vascular endothelial cells, which are substantial
for penile erection, play very important role in the pathophysiology of
ED. Several studies have shown that ED and atherosclerosis share lots of
common risk factors such as smoking, age, hypertension, dyslipidemia,
diabetes mellitus, lack of physical activity, and obesity (6). Some previous
studies demonstrated ED seems to precede symptoms of CAD in patients
with vascular etiology for ED (7). This phenomenon can relate the
diameter of the blood vessels. Some studies have shown subclinical
myocardial ischemia is associated with ED (8). ED has associated with
increased risk for mortality and cardiovascular events (9).

According to literature, there is no study that investigate the prognostic
value of STE in lead aVR in patients with ED.

Methods

Total 150 patients with suspected coronary artery disease who had
undergone the TET according to Bruce protocol were included.
Predefined exclusion criteria were bundle branch block, left ventricular
hypertrophy, preexcitation syndrome, repolarisation abnormalities,
receiving hormone replacement therapies, inability to the TET. We
assessed the prevalence and severity for the ED by the International
Index of Erectile Function-5 (lIEF-5) questionnaire. The presence or
absence of ED was classified according to the IIEF-5 sum scores as <22
versus 222 (10).

TET was performed with Schiller CS-200 excellence. The digital
electrocardiogram was recorded with a sample frequency of 1 kHz and
resolution of 1 mV/bit. Two experienced cardiologist evaluated the TET.
The analysis of time points were baseline measurements, maximum

workload, the first and the second minutes of recovery.
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ST segment were analysed 0.08 second after J point. Double product (DP) was
calculated (maximum heart rate x systolic blood pressure) and noted.
Statistical analysis

All analyses were performed using SPSS V 16.0 for Windows (version 16.0,
SPSS, Chicago, lllinois). All data are presented as meanzstandard deviation
unless otherwise stated. Comparison of parametric values between the 2
groups was performed by means of independent samples t test. Categorical
variables were compared by the chi-square test.

Univariate logistic regression models were first performed to evaluate the
crude association between stroke and each of the factors. Those factors that
were significant at the p< 0.10 level in the univariate models were put into the
multiple logistic regression models to identify the factors that were
independently associated with stroke. A receiver operating characteristic
(ROC) curve was constructed. All statistical tests were two-sided, and
statistical significance was determined at a p value <0.05.

Ethics committee

This study was conducted in accordance with the 1964 Declaration of Helsinki
and its later amendments or comparable ethical standards. Ethics committee
approvel was obtained by the Balikesir University Ethics Committee (2017/57),
and informed consent was obtained from all participants before study
initiation.

Results

Of the 150 patients were categorized ED group and non-ED group. The mean
age was similar between the groups, with 53.7 £ 6.5 years in the non-ED group
and 54.4 + 7.6 years in the ED group. For baseline characteristics subjects with
ED group had more CAD, aspirin and beta blocker treatment than non-ED
group. There were no differences in hypertension, diabetes mellitus, smoking
status, body mass index (BMI), creatinine levels, and cholesterol levels

between the groups (Table 1).

Table 1. Characteristics of the study population

Variables Non-ED ED p
(n=36) (n=114)
Age, years 53.746,5 54.4+7.6 0.588
Hypertension, n 8(22.2) 39 (34.2) 0.218
(%)
Diabetes mellitus, n 2(5.5) 18 (15.7) 0.161
(%)
Smoking, n (%) 9 (25) 44 (38.8) 0.164
CAD, n (%) 13 (36.1) 82 (71.9) <0.001
BMI 28.1+3,1 28.1+2.7 0.960
IIEF-5 score 27.8+1,5 17.1+4.6 <0.001
Creatinine, mg/dI 0.9+0.2 1+0.7 0.393
LDL, mg/dl 111433 105435 0.399
HDL, mg/dl 40110 4011 0.863
BB, n (%) 14 (39) 77 (67) 0.003
Statin, n (%) 15 (42) 72 (63) 0.032
Aspirin- 15 (42) 81 (71) 0.002
clopidogrel, n (%)

BB; beta blocker, BMI; Body mass index, CAD; Coronary artery disease, ED; Erectile
dysfunction, HDL; High density lipoprotein cholesterol, IIEF-5; International Index of
Erectile Function-5, LDL; Low density lipoprotein cholesterol
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ED group had lower metabolic equivalent of task (MET) (8.8+1.8 vs.

12.6%2, p< 0.001), and lower DP (20634+4653 vs. 243683946, p<

0.001). STE in lead aVR in the recovery phase first minute was higher
the ED group (0.85+0.9 vs. 0.49+0.5, p=0.004). ST depression (STD) in

lead V1 was statistically significant in the ED group (0.4+0.3 vs. 0.310.3,

p=0.003). Recovery after second minute STD in lead V5 was significant

in the ED group (0.5%0.4 vs. 0.4+0.3, p=0.011). (Table 2).

Table 2. Exercise treadmill testing parameters of the study population

Parameters Non-ED ED p value
(n=36) (n=114)

Heart rate 74.6+9.1 77.9+9.7 0.073
SBP 121.9+11 118.8+18 0.373
DBP 72+13 7349 0.455
MET 12.6+2 8.8£1.8 <0.001

DP 24368+3946 | 20634+4653 <0.001
avR 0.49+0.5 0.85+0.9 0.004

V1 0.3+0.3 0.4+0.3 0.039

V5 0.37+0.33 0.56+0.55 0.007

SBP: Systolic blood pressure, DBP: Diastolic Blood Pressure, DP: Doble Product,
MET: Metabolic Equivalent of Task

MET and DP were independent predictors of ED in multivariate logistic

regression analysis (p=0.003 and p < 0.001) (Table 3).

Table 3 Independent Predictors of Severe ED in Multivariate Logistic Regression

Analysis
Variables Odds Ratio 95%ClI p
CAD 0.448 0.026-7.649 0.578
Hypertension 0.889 0.314-2.592 0.824
BB 0.454 0.068-3.607 0.416
Aspirin- 1.567 0.058-41.963 0.790
clopidogrel
DP 1.005 1.001-1.012 0.003
MET 0.433 0.301-0.624 <0.001

BB; beta blocker, CAD; coronary artery disease, DP; Double product, MET; Metabolic

equivalent of task

Using ROC, we explored the relation between MET, DP and ED. The AUC
was 0.779 (95% Cl: 0.693- 0.865; p < 0.001) for MET and 0.678 (95% Cl:
0.576-0.781; p=0.001) for DP. Using a cut point of 0.20095, DP predicted ED

with a sensitivity of 67% and a specificity of 64% and using a cut point of

8.4, MET predicted ED with a sensitivity of 73% and a specificity of 76%

(Figure 1).
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Figure 1 Receiver-operating characteristic (ROC) curve analysis of MET
and doubleproduct for predicting severe ED.

Discussion

The important new information from the present study is that TET
provides more information beyond the classical risk factors of ED.

The presence of CAD is the most important risk factor for ED and also a
significant increase in the prevalence of premature CAD has been
observed in individuals with vascular ED (11). The relationship between ED
and CAD is explained by the role of inflammation, endothelial dysfunction
and atherosclerosis (12). In addition, risk factors such as hypertension,
diabetes mellitus, dyslipidaemia, obesity and smoking are common risk
factors for CAD and ED (11,13,14,15). Furthermore, symptomatic
improvement was achieved with exercise, weight loss, smoking cessation
and statin therapy in individuals with ED (6,8).

In a study, microvascular endothelial dysfunction was detected in 52% of
130 male patients with coronary flow reserve. At the end of 8.4 + 4.7 years
follow- up, more ED was seen in the group with microvascular endothelial
dysfunction. Microvascular endothelial dysfunction and age are defined as
independent predictors of ED (16). Similarly Hoffman et al. showed that ED
was associated with greater CAD risk and impaired vascular endothelial
function in depressed men (17).

The relationship between the severity of ED and the severity of CAD has
been shown in many studies. In a study with 285 patients who underwent
coronary angiography; patients were divided according to the number of
affected vessels and Gensini scores. IIEF scores which decrease with
severity of ED were calculated. In the group of multiple vessel disease and
high Gensini score; the severity of ED was significantly higher (18).

There are some studies to determine STE in lead aVR in patients with
NSTEMI. STE in lead aVR is independently associated with three vessel
disease and/or left main coronary artery stenosis in NSTEMI (4). In patients
presenting with acute coronary syndrome, STE in aVR is a predictor of
LMCA or LAD ostial lesions and an indicator of ischemia especially in the
basis of interventricular septum (19). STE in lead aVR may occur as a result
of global subendomyocardial ischemia, which can be caused by three

vessel disease /LMCA stenosis (1).
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The Predictive Role of Lead aVR in Patients Performed Exercise
Treadmill Test For The Early Diagnosis of Erectile Dysfunction

A study explored the association of STE in lead aVR with hospital outcomes in
NSTEMI patients and found no independent association of STE in lead aVR
with major adverse cardiovascular events, but STE in lead aVR independently
predicted three vessel disease/LMCA stenosis (2). Similarly we have found in
the ED group had more STE in lead aVR than non ED group. But we didn’t
performe coronary angiography in these population therefore we can not say
that this relationship is due to severity of CAD. However, endothelial
dysfunction that causes subendordial ischemia may be the underlying cause
of this association.

Miyamoto et al. investigated the whole-body periodic acceleration (WBPA) to
improve endothelial function by applying shear stress to vascular
endothelium. They made symptom limited ETT and found DP is an
independent predictor of myocardial ischemia and WBPA ameliorated
exercise capacity, myocardial ischemia and LV function (20). In our study, we
found DP, which is an indicator of endothelial dysfunction, was lower in the
ED group. Same et al. showed that exercise capacity is independent prognostic
value of risk of mortality in paitent with ED. They categorized patients into 3
group according to MET levels as <8, 8 to 11, and 212. Each additional MET
was associated with a 16% lower risk of mortality (21). Similarly we have

found the MET levels are the independent predictor of erectile dysfunction.

Erken Erektil Disfonksiyon Tanisi Konulmasinda Treadmill Egzersiz
Testindeki aVR Derivasyonunun Ongérdiiriicii Rolii

Guidelines recommend that patients who are able to exercise at 3 to 5
METs without angina pectoris or ST segment changes in EST may
resume sexual activity.

The data of our study that investigated the relationship between STE in
aVR which is predictor of LMCA and LAD osteal lesion and erectile

dysfunction was consistent with other studies.

Study Limitations

There are some limitations in our study. Firstly we didn’t performe
coronary angiography all patients. Secondly we didn’t separate ED
group according to IIEF-5 score as severe, moderate or mild ED. Thirdly
we didn’t evaluate endothelial dysfunction related markers such as
nitric oxide and inflammation markers such as C- reactive protein.
Finally we didn’t performe penile Doppler USG for the diagnosis of

vascular ED.
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Bariatrik Cerrahi Yéntemlerinin KOAH’ i Hastalarin Yasam

Kalitesi Uzerine Etkilerinin Degerlendirilmesi

Evaluation of the Effects of Bariatric Surgery Methods on
Quality of Life of COPD Patients

0Oz

Amag: Calismamizda laparoskopik sleeve gastrektomi (LSG) ve laparoskopik gastrik
bypass(LGB) gegiren Kronik obstriktif akciger hastaligi (KOAH) olan morbido bezlerin
postoperatif donemdeki refliyle ilgili sonuglarini degerlendirmeyi amagladik.
Materyal ve Metod: Bariatrik cerrahi klinigimizde ocak 2013 ile mart 2018 tarihleri
arasinda morbidobezite nedeniyle LSG ve LGB uygulanan 112KOAH’lihasta
retrospektif olarak incelendi. Hasta gruplarinin demografik bulgulari, refli yasam
kalite skorlari, global gene belirti skorlari, hastanede kalis streleri degerlendirildi.
Calisma grubumuzdaki hastalar VKi, yas,ve cinsiyet agisindan benzerlik oldugu igin
randomize olarak kabul edildiler. istatistiksel olarak anlamli sonuglar p<0.05 olarak
kabul edildi.

Bulgular: Calismaya katilan hastalarin ortalama yasi 47,1245,51 (yas araligi 43-57),
ortalama VKi 46.3+4.7 kg/m2 (araligi 41-59) idi. Ortalama ameliyat siiresi 87,9+16,1
dakika olarak hesaplandi. Postoperatif donemde LSG igin ortalama hastanede kals
suresi ise  4.2(1.1-3.2) gun iken, LGB operasyonu igin bu sire 7.3(3.4-13.1)
gundi.Gruplarin - multivaryant logistikregresyon analizlerinde yas,cinsiyet ve
VKi(viicut kitle indeksi) bagimsiz risk faktorleri olarak tanimlandi Yas p:0.064,
[(OR(95%Cl1)2.036 [0.955- 4.341]), VKip: 0.079[(OR(95%C1)0.895[0.948-3.789],Cinsiyet
p:0.110[(OR(95%Cl)0.978, [0.951-1.005]) olarak tespit edildi.

Sonug: KOAH’lI hastalara uygulanan bariatrik cerrahi yontemlerinden LGB
prosediriinin  LSG’ ye oranla morbiditesi yiksek olmasina ragmen reflyl azaltici
etkileri ve yasam kalite degerlendirme skorlama degerlerinin daha iyi oldugunun

sonucuna vardik.

Anahtar Kelimeler: Sleevegastrektomi, gastrikbypass, reflu, skor
Abstract

Purpose: We aimed to evaluate the results of the postoperative reflux of
morbidobese chronic obstructive pulmonary disease (COPD)patients who under
went laparoscopics leeve gastrectomy (LSG) and laparoscopicroux n y gastric bypass
(LGB) in ourstudy.

Methods: We have retrospective lyreviewed 112 COPD patients who underwent LSG
and LGB formorbidobesity between January 2013 and March 2018 in our bariatric
surgery clinic. Demographic findings, reflux quality of life scores, global gene
symptom scores, and hospital stay were assessed. Patients in our study group were
considered to be randomized because of similarity in BMI, age, and gender.

Statistically significant results were accepted as p <0.05.
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Results: The meanage of the participants in this study was 47.12 + 5.51
(meanagerange 43-57), mean BMI 46.3 + 4.7 kg / m2 (range 41-59).
The mean duration of operation was calculated as 87.9 + 16.1 minutes.
Thea verage length of hospital stayfor LSG in the postoperative
periodwas4.2 (1.1-3.2) days, while for LGB operation this was 7.3 (3.4-
13.1) days. In the multivari atelogistic regressi on analysis of the
groups, age, gender and BMI (body massindex) were defined as
independent risk factors, Age, p:0.064, [ (OR (95%Cl) 2.036 [0.955-
4.341]), BMI p:0.079[ (OR(95%Cl) 0.895 [0.948-3.789],genderp:0.110[
(OR(95%Cl) 0.978, [0.951-1.005]) detected as shown.

Conclusion: Althoughthe LGB procedure, which is one of the bariatric
surgery methods appli edtopatients with COPD, has a high morbidity
comparedto LSG. Wecon cluded thatrefluxreducing effects and quality

of life scoring values were better.
Keywords: Sleeve gastrectomy,gastric bypass, reflux, score

Girig

KOAH, tam olarak iyilesme gostermeyen, ilerleyici hava akimi
kisitlanmasi ile kendini belli eden bir hastaliktir. KOAH, zararli gazlar ve
partikillere o6zellikle sigara dumanina karsi yiksek alevlenmelerle
meydana gelen enflamatuvar bir siirecin sonunda ortaya cikar. Kronik
Obstriktif Akciger Hastaliginin (KOAH) dinyada 65 milyon insani
etkiledigi, Ulkemizde tim olimlerin %5.8'inden sorumlu oldugu
bildiriimektedir. Morbidobeziteise gelismekte olan ve gelismis tum
tilkelerde siklikla karsilasilan bir sorun olup kesin ¢6ziim yolu 6ncelikle
medikal tedaviden fayda gérmemis hastalar igin yegane segenektir.
Bariatrik cerrahide artik nerdeyse konvansiyonel hale gelen LSG
(laparoskopik sleeve gastrektomi) dncelikli olarak rol almaktayken LGB
(laparoskopik gastrik bypass) glinimiizde daha spesifik ve ilk basamak
tedavisinden fayda gérmemis veya viicut kitle indeksi(VKi)>50 kg /m2
olan hastalarda uygulanmaktadir. Bariatrik cerrahi sonrasi hastalar kilo
kaybetmekle mevcut gidalarin mide pasajindan hizlanmis gegcisi de
olmaktadir. LSG gegiren hastalardaki gastrodzefagialreflii (GORH)
gozlenme orani hakkinda halen tartismalar stregelmektedir. Aslinda
kiigik sayida da olsa asemptomatik hasta hastalarda da denovo
semptomlar bildirilmistir(1,2).

Bunun yani sira LGB ise LSG ye oranla daha efektif fakat daha ¢ok
morbiditeye yol acabilen irreversibl bir prosedirdir. Ayrica LGB
sonrasinda hastada rezidiel olarak kalan mide dokusuda gelecekteki
patolojiler igin bir muammadir.

CGalismamizda LSG ile LGB operasyonu gegiren KOAH hastalarindaki
refliyl ve etkinligi Global genel belirti (GGB) ve Refllidispne yasam
kalite (RDYK) skoru ile kiyaslamayi amagcladik(3,4).

Materyal ve Metod
Klinigimizde morbidobezite nedeniyle basvuran ve VKi sonuglarina
gore LSG ve LGB proseddrlerini uyguladigimiz ocak 2013 ile mart 2018

sureleri arasinda 112 hastamiz retrospektif olarak degerlendirildi.

Evaluation of theeffects of bariatricsurgerymethods on Quality of Life of
COPD patients

Operasyon Oncesi basvuran hastalarimiz icin  gerekli konsultasyonlar (
endokrin, psikiyatri, gogus, diyetisyen)yapilarak hastalardan operasyon igin
gerekli bilgilendirmeler vyapilarak hastalara segim sansi olan zarflar
sectirilerek operasyona karar verildi ve Helsinki deklarasyonuna uygun
olacak nitelikte onamlari alindi. Opere olacak hastalarin hepsinin VKi
degerleri>50 kg/m2 olup hastalarin Ust sistem endoskopileri,abdomen
ultrasonografileri uygulandi. Bariatrik prosedirleri konusunda deneyimli
ekip tarafindan gergeklestirildi.

Bu ¢alismada uygulanan LGB prosedurl sonrasinda gozlenen refli degerleri
LSG operasyonuna oranla daha ¢ok azalmis ve aralarindaki fark istatistiksel
olarak anlamli bulunmustur.

CGalisma Protokolii

Hastalara uygulanan islemlerin tamami Helsinki deklarasyonuna uygun
sekilde yapilmistir.Oncelikle hastalara Global Genel Belirti (GGB) anketi
uygulanmistir,bu 7 puan kademeli st gis semptomlarinin oldugu skaladan
olugmustur, hastalar epigastrik agr,mide yanmasi,asit regujitasyonu,
siskinlik, bulanti, erken doyma, yemek sonrasi siskinlik parametreleri
acisindan degerlendirilmistir. 3 puan ve (zeri olan hastalar GORH olarak
degerlendirildi. Hastalarin onamlari alindiktan sonra Reflii ve Dispepside
Yasam Kalitesi (RDYK) anketi dolduruldu, bu ankette 25 sorudan olusan 5
bolimla bir anketti,bunlarda emosyonel stres,sosyal ve fiziksel fonksiyonlar,
yeme igme problemleri, uyku sorunlari ve dirilik sorgulandi. Preoperatif ve
postoperatif 12 ayda anketler tekrarlandi. Hastalara bu slireg¢te mevcut
kullandigi ilaglari almalari 6nerildi (5,6).

Ekskliizyon Kriterleri
Hastalarin 6zgeg¢miglerinde  psikiyatrik hastaliklar, gegcirilmis timoral
durumlar, sik alevlenmelerin olmasi ve onam verilmemesi kriterler olarak
saptandi. Opere edilen hastalarin demografik bulgulari, operasyon sureleri,
komplikasyon oranlari, hastanede tedavi streleri degerlendirildi. Hastalarin
postoperatif takip sureleri ortalama 1,3,6ay ve 1 yil idi.

Bariatrik Prosediir

Hastalardan operasyon &ncesi bilgiler verilerek her iki operasyon da anlatildi
ve onamlari alindi. Hastalar operasyon oncesi iki gline kadar sivi diyetle
beslenmeleri, preoperatif 12 saat 6nce hastanede yatmalari, operasyon
oncesi dusuk molekil agirlikli heparin ile profilaksi uygulandi. Hastalara
entiibe olduklari an itibariyle2 gr sefazolin ile antibiyotik profilaksisi
uygulandi.Hastalar entube edilip obezite cerrahi pozisyonuna getirildi.
Hastalar entubasyon sonrasinda operasyona baslamadan
36gaugekalibrasyon tiipu ile mide distansiyonu azaltildi, LSG islemi pilora 4
cm mesafede uygulandi. Omentum vyiksek enerji cihazi ile (Maryland
ligaSureTM 5 mm NY, USA) pilorunproksimalinden His agisina kadar
kontrolli sekilde diseke edildi, anatomik olarak beklenen sinesiler ve
ligamentlerdiseke edildi. Rezeke edilen mide piyesleri patolojik agidan
degerlendirildi. LGB prosediriinde ise 30cc hacminde mide kalana kadar
rezeksiyon uygulanip treiztligamentinden belirli mesafede ansrezeke

edilerek mide loju ile anostomoz edildi. Rezeksiyon sonrasi anostomoz ve

rezeksiyon hatlari kilgikh sttur ile stture edildi.
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Hastalarin hepsinde peroperatif dénemde anostomoz ve rezeksiyon
sonrasi hava testi ve metilen mavisi ile kagak kontrol testi
uygulandi.Kagak kontrolii saglandiktan sonra operasyon sahasina
drenkonularak operasyona laparoskopik yontemle kontrolli sekilde
son verildi. Postoperatif 2. giinde tiim hastalara kontrast madde
esliginde skopi uygulandi.

istatistiksel Yontemler

Nicelik verilerin normal dagilimi Paired t test ile degerlendirildi.
Kategorik verilerin karsilastiriimasinda Fischer’ sexact testi ve Mann—
Whitney U testi uygulanmistir Calismadaki tim veriler SPSS siirim 20.0
veri paketi ile analiz edildi. Nicelik veriler ortalama + standart sapma
(Sd), yiizde olarak verildi. Calisma grubumuzdaki hastalar VKi, yas,
cinsiyet ve sayi agisindan benzerlik oldugu i¢in randomize olarak kabul
edilmislerdir. istatistiksel olarak anlamli sonuglar p<0.05 olarak kabul
edildi.

Bulgular

Calismaya toplamda 112 takipli alevlenmesi olmamis KOAH hastasi
dahil edildi. Hastalarin hepsi anketi doldurmayi kabul etti.Hastalarin 76
si bayan (67.7%) 36’si erkekti (33.3%), ortalama VKi 50.3+3.4 kg/m?
(aralig1 46-57), ortalama yaslar 47,13+6,28 (yas araligi 43-57) olarak
hesaplandi. Operasyonun ortalama suresi LSG 84.5+14.2 dakika (42—
117 dakika arahg), LGB da 118t 23.6 dk (85-138) idi. Postoperatif
donemde ortalama hastanede kalig suresi ise LSG de 5,48+2,74 gin (4—
11gtin arahg),LGB da 7.19+ 3.26(5-17gtin ) olarak bulundu..Postoperatif
donemde hastalardan LSG uygulanan3 hastada postoperatif erken
donemde kanama goézlendi, lakin takip ve destek tedavisiyle hastalarin
mevcut kanamalari kontrol atina alindi, 1 hastada operasyon sonrasi
kagak gozlendi TTS stent uygulamasi ile kagak kontrolli sekilde
sonlandirildi. Hastalarda ek bir komplikasyon goézlenmedi.Hastalarin
semptomlari 1,3 ,6 ay ve 1 yil sonunda degerlendirildi.Hastalarin GORH
semptomlari univariatelogistic regresyon analiziyle degerlendirildi.
Multivariate regresyon analizinde GORH nin bagimsiz risk faktorleri
degerlendirildi. GORH (n postoperatif dénemdeki etkilerine
bakildiginda LGB hastalarinda RDYK naketine gore anlamli derecede
diizelme ve gerileme oldugu goézlendi. Ayni zamanda bozulmus RDYK
indekslerinde her iki grupta gerileme mevcutken LGB grubunda anlamli

diizelme mevcuttu (Tablo 1).

Burcu YORMAZ

Tablo 1: Hastalarin ve Operasyonun karakteristik ozellikleri
LSG(n:60) LGB(n:52) P degeri

Hasta sayisi 60 52
Yas 46.4(40-52) 48.6(42-61) 0.687
Cinsiyet,(E/K) 42/18 37/15 0.734
VKI (kg/m?) 45.3(40-52) 48.2(44-57) 0.813
Hipertansiyon 26 35 0.629
Diabet 14 17 0.904
Dislipidemi 18 22 0.893
Kullandigr ilaclar 0.754
PPi 21 27

NSAID 32 34
Kotii 0.561
Ahskanhklar

Sigara 11 8

Tartisma

KOAH giinimuzde halen kesin kiir saglanamamis obstriktif solunum yolu
hastaliklarindan bir tanesi olmakla beraber hastalarin viicutlarinin ve akciger
kompliyans yuki beraberinde morbid obezitede eklenince artis gostermekte
ve hayat kalitelerini olumsuz etkilemektedir. Morbid obezite igin uygulanan
metodlardan en etkili yontem cerrahi olarak giiniimiizde 6ne ¢ikmaktadir.
Bariatrik cerrahi bu hastalar igin bir umut 15181 olmakla beraber hastalarda
pozitif bir iyilesme ve atak sayisini azalttigr calismalarla gosterilmistir.
Gunlimlzde ozellikle LSG siklikla uygulanan bir metoddur. Hastalarin LSG
sonrasinda refli sikliginda azalma olmasina ragmen pilora olan rezeksiyon
sinirina goére uzayan dénemde refliinuks etme oranlari artmaktadir. Bariatrik
cerrahi 6ncesi morbidobez hastalarin gogunda hem proton pompa inhibitori
tarzinda ilaglar sik kullaniimakta hem de RDYK veGGB indeksleri ylksek
olmaktadir boyleyken postoperatif donemde bu degerlerde ve ilag
kullaniminda hem kilo vermeye hemde operasyona bagli olarak anlamli
gerileme olmaktadir.

Habraken ve ark. KOAH’li bireylerde yasam doyumuyla fiziksel performansi
arastirmiglardir. Sonugta bireylerin yasam doyumuyla fiziksel yeterliliklerinin
disik oldugunu saptamiglardir. Zamzam ve ark. KOAH’li bireylerde
yaptiklari arastirma sonucunda yagam doyumunun az olmasinin fonksiyonel
yetersizlik ve dispneyle alakali oldugu, bireylerin yasamlarinin olumsuz
yonde etkilendigi ifade edilmisti (7,8). Zapaterove ark.yaptigi calismada
obeziteye eslik eden KOAH’ |1 olgularla ilgili galismada hastalarin mortalite
oranlari ve alevlenme sayilarinda kilo ile beraber korele artigin oldugu ve
bunun negatif bir stireg oldugu belirtilmistir (9). Lainscak ve ark.yaptigi diger
retrospektif calismada bunu daha uzun dénemli siirede arastirmis ve korele
olarak benzer sonuglara varmistir(10). Ote yandan Zewari ve ark yaptigi
¢alismada ise KOAH’ 1 hastalardaki obezitenin pulmoner fonksiyonlari artis
yoniinde tetikledigini, inflamauar cevabi artirdigi ve daha faydali oldugu

sonucuna varmig olup ¢alismamizla gelismektedir.
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Bariatrik cerrahi yéntemlerinin KOAH’li hastalarin Yasam Kalitesi

uizerine etkilerinin degerlendirilmesi

Fakat bu calismanin eksik olan tarafi aldigi popilasyondaki hastalarin
g¢ogunlugunun nerdeyse hig¢ obez olmayan gruptaki insanlardan
olugsmasidir.

KOAH da LSG prosediiriinde ise erken donemde olmasa da orta ve ileri
doénem sonuglarinda kilo alma, refliiniin tekrar ortaya gikmasi gézlenirken
Ote yandan LSG nin birinci basamak prosedir olmasi, erken zamanda hizli
kilo verme, reflide gerilemeye yol agmasi ilerleyen zamanlarda baska
metodlara donustlrilebilmesi daha az morbidite ve mortaliteye sahip
olmasi pozitif etkileridir.Calismamizda da refli oranlari ve anket sonuglari
postoperatif 12 ay sonrasinda preoperatif doneme goére gerileme gosterse
de LGB prosediirli kadar degildir.

Nini ve ark yaptigl. BAROS hayat kalite indeks ¢alismasinda ise 6ncelikle
obezite nin yagam kalitesini bozdugu ve indeks oranlarinda artisa yol actigi
bildirilmistir. Bununla ilgili olarak LSG nin kisa ve orta donem yasam kalite
indeksiyle ilgili farkli caismalar yapilmistir(11-13).

LSG sonrasinda eger basarisizlik olursa hangi prosediriin uygulanacagi
konusunda halen ortak bir konsensiis yoktur, kesin olarak hangi
prosediriin  uygulanacagi konusunda bir netlik kazanilmamistir.
CGalismamizda refliye bagh postoperatif takiplerde LGB da daha etkin ve
basarili  sonuglara ulagilmistir. Hastalarin regresyon analizi 1 il
sonuglarinda ise preoperatif VKi, yas, cinsiyet bagimsiz risk faktori olarak
degerlendirilmistir.

Driscoll ve ark.yaptigl meta analiz raporunda hayat kalite indeksi obezite
cerrahisi sonrasinda diizelme gostermistir. Versteeg’ den ve ark yaptigi
¢alismada fiziksel ve mental skorlarin 6lgtldigu SF 36 skorlama sisteminde
bariatrik cerrahi sonrasinda kalite indeksinde 6énemli derecede diizelme
gozlenmistir(14,15). Arastirmamizda uygulanan prosedirlerden LGB
metodunda postoperatid donemde preoperatif ve 12. Ayda postoperatif
takiplerinde LSG grubuna oranla anlamli bir fark gozlenmistir. RDYK ve GGB
anketlerinin obez hasta profilini degerlendirmede Driscoll ¢alismasiyla

uyumlu olarak yeterli ve efektif bilgi aktardigi gérustindeyiz(Tablo 2).

Tablo 2: Gruplarin 12 ay sonraki skorlari ve postoperatif bulgular:

LSG LGB P value
TKK % 21 24 0.017
RDYK skor 45 2.5 0.035
GGB skor 4.4 1.7 0.041
Hastanede kahs | 42(1.1- | 7.3(3.4-13.1) 0.024
siireleri 3.2)

RDYK: refliidispne yasam kalite skoru, GGB: global genel belirti, TKK
%:Total kilo kayb1 yiizdesi

Evaluation of theeffects of bariatricsurgerymethods on Quality
of Life of COPD patients

Calismamizda bazi limitasyonlar mevcut olup bunlar 6ncelikle
retrospektif gozlemsel bir galisma olmasi, hasta populasyonunun daha az
sayida olmasi, uzun doénemli bir ¢alisma olmamasiydi. Sonug olarak
Bariatrik cerrahi sonrasinda LGB geciren hastalarin postoperatif 12 ayhk
takiplerinde RDYK indekslerinde LSG ye oranla anlamli diizelme oldugu

ve bunun istatistiksel olarak anlaml oldugu sonucuna vardik(Tablo 3).

Tablo 3 : Reflii Semptomlarinin Bagimsiz Prediktif Degerlerinin
Regresyon Analizi

Prediktif faktor P degeri Odds orani(95%Cl)
Yas 0.064 2.036[0.955, 4.341]
VKi 0.079 1.895[0.948, 3.789]
Cinsiyet 0.110 0.978[0.951, 1.005]
Sonug

Galismamizin  sonucuna gore KOAH’lI hastalara uygulanan LGB
prosediri LSG islemine oranla daha komplike, irreversibl ve yuksek
morbiditeye yol agabilmesi nedeniyle her hastada uygulanmasi uygun
olmamakla beraber refliniin ¢6zliilmesinde ve ataklarin azalmasinda
daha etkili bir prosedir olup, prospektif ve daha genis kapsamli

galismalara ihtiyag duyulmaktadir.
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Yiiksek Enerjili Cocuk Travmalarinin Degerlendirilmesi

Evaluation of High-energy Trauma in Children

Oz

Amag: Travma ¢ocuklarda 6nemli bir mortalite morbidite nedenidir. Bu ¢alismada
amacimiz Gocuk cerrahisi klinigine yuksek enerjili travma nedeni ile yatirilan
hastalarin degerlendirilmesidir.

Gereg ve Yontem: Calismamiz da Adana Sehir Egitim ve Arastirma Hastanesi
Cocuk cerrahisi klinigine Eylul 2017-Nisan 2020 tarihleri arasinda yuksek enerjili
pediatrik travma nedeniyle yatirilan 133 hastanin kayitlari geriye donuk olarak
incelendi. Adana Sehir Egitim ve Arastirma Hastanesi etik kurulundan onay alindi.
Hastalara ait demografik veriler,travma tipi, travma mekanizmasi, travma sonucu
gelisen yaralanma, travma mevsimi, uygulanan tedavi, laboratuar sonuglari ve
pediatrik travma skorlari degerlendirildi.

Bulgular: Bagvuran 133 olgunun yas ortalamasi 714,40 yil di. Hastalarin
53(%39.8)'U kiz,80(%60,2)’i erkekti. 126(% 94,7) hastada kint, 7(% 5,3) hastada
penetran  travma  mevcuttu. Travmalar en sk yaz mevsiminde
gerceklesmisti(%37,6). En sik travma nedeni disme(%54,9),travma sonucu gelisen
en sik yaralanma ise abdominal yaralanmaydi(%33,1). En sik yaralanan organ ise
karacigerdi(%21,1). Mortalite orani %2,3 du. Ortalama yatis stresi 3,9943,75
gundi. Pediatrik travma skor ortalamasi kiint travmalarda 9,87+2,19, penetran
travmalarda ise 10+0,81 di. Laboratuar verilerinde WBC ortalamasi 14,99+5,83
103/u, Hb 11,941,31g/dL, Htc 35,1943,76, AST 201,74%+31,64 U/L, ALT
109,5+172,92 U/L. Bitiin yas gruplarinda kiint travma belirgindi. 3-7 yas grubu
olan oyun ¢ocuklugu doneminde diisme(%44,6) ve arag disi trafik kazasi(%30,4) ,
0-2 yas grubunda disme(%81,8) en vyiiksek travma nedeniydi. Travma
mekanizmalari, yas gruplari, hastane yatis siireleri, pediatrik travma skorlarina
gore cinsiyetler arasinda istatistiksel olarak anlamh farkhlik vardi (p<0,05).
Sonuglar: Biyik ¢ogunlugu 6nlenebilir nitelik tagiyan gocuk travmalari 6nemli bir
mortalite nedenidir ve tedavisi ¢ogu zaman konservatif ve cerrahi tedavi ile
miimkiindir. Onceliklerimiz ¢ocuklarimizi travmadan korumak olmalidir. Bunun
icin gozleyerek ve refakatle korumanin yaninda egitimin blyik o©nemi

bulunmaktadir.

Anahtar Kelimeler: Cocuk, travma, diisme

Abstract

Aim: Trauma is an important cause of mortality and morbidity in children. In this
study, our aim is to evaluate pediatric patients who were hospitalized in pediatric
surgery inpatient clinic due to high-energy traumas.

Material and Method: In this study, medical records of pediatric patients who
were hospitalized in Adana City Training and Research Hospital pediatric surgery
inpatient clinic with to high-energy trauma between September 2017 and April

2020 were reviewed retrospectively.
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This study was approved by the Medical Ethics Committee of Adana
City Training and Research Hospital. Demographic data, trauma
subtype, mechanism of the trauma, injuries related to the trauma,
season of the trauma, management of trauma, laboratory results and
pediatric trauma scores were evaluated.

Results: Mean age of 133 patients were 714,40 years. 53 (39.8%) were
female and 80 (60,2%) were male. 126 (94,7%) had blunt trauma and 7
(5,3%) penetrating trauma. Traumas were most frequent in summer
(37,6%). The most frequent reason of the trauma was falls (%54,9), the
most frequent injury related to the trauma was abdominal injuries
(33,1%) and the most frequent organ injury was liver injury (21,1%).
Mortality rate was 2,3%. Mean duration of hospitalization was
3,9943,75 days. Mean pediatric trauma scores were 9,8742,19 in blunt
traumas and 10+0,81 in penetrating traumas. Laboratory evaluation
revealed mean leucocyte count as 14,99+5,83 103/u, mean hemoglobin
level as 11,9+1,31g/dL and mean hematocrit level as 35,19+3,76%.
Mean aspartate aminotransferase level was 201,74+31,64 U/L and
mean alanine aminotransferase level was 109,5+172,92 U/L. Blunt
traumas were more prominent in all age groups. In preschooler age
group (3-7 years) falls (44,6%) and non-vehicle traffic accidents (30,4%)
and in infancy and toddler age group (0-2 years) falls (81,8%) were the
most frequent mechanism of the trauma. There were statistically
meaningful differences between males and females according to
mechanism of the trauma, age groups, hospitalization duration and
pediatric trauma scores (p<0,05). 78,2% of the patients were treated
conservatively and 21,8% needed surgical procedures.

Conclusion: Most of the high-energy trauma in children are
preventable and related to major mortality. Management is with either
conservative methods or surgical procedures. But it is our priority to
Thus,

prevent childhood trauma. protection by observing and

accompanying and education are highly important.
Key words: Children, trauma, falls

Girig

Travma modern tibbin tim olanaklarina ragmen pediatrik
poptilasyonda o6nde gelen morbidite ve mortalite nedenidir(1).
Cogunlugu kint travma sonucu gelisir ve en yaygin travma nedeni de
yiksekten diisme ve motorlu tasit kazalaridir(2).Cocuklarda gogls ve
karin duvar kalinligi eriskinlere goére daha ince oldugundan penetran
travmalar daha az gorilmesine ragmen daha mortal seyredebilir(3,4).
Penetran travmanin siddeti vicuda giren cismin kinetik enerjisi ile
dogru orantilidir.Dolayisiyla kiigik bir alanda, dustik basing ve mekanik

bir gligle doku zarar gérebilmektedir.
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Dusme travma nedenleri arasinda tim vyas gruplarinda acile en sik
basvuru nedenidir(5). Motorlu tasit kazalarindan sonra ikinci siklikta
6lim sebebidir(2,6). Travma gegiren ¢ocuklarin yarisinda birden ¢ok
sistem etkilenmistir.

Travma gegirmis bir ¢ocukta travmanin ciddiyetinin,yaklasim tarzinin
belirlenmesi ve prognozun énceden tahmin edilebilmesi amaci ile gesitli
skorlama yontemleri tanimlanmistir. Pediatrik Travma Skoru(PTS) da
bunlardan biridir. Bu skorlama ile elde edilecek degerler travmanin
mortalite ve morbiditesinin 6nceden tahmin edilmesine yardimc
olmaktadir (7).

Bu calismada, klinigimizce takip ve tedavisi yapilan travma olgularinin
geriye yonelik degerlendirmesi yapilarak, gocukluk ¢agi travmalarinin
nedenleri, sonuglari ve travmaya ugrayan c¢ocuklarin ozelliklerinin

belirlenmesi amaglanmistir.

Materyal-Metod

Calismamiza 1 Eylul 2017-31 Nisan 2020 tarihleri arasinda, Adana Sehir
Egitim ve Arastirma Hastanesi Cocuk Cerrahisi Klinigi'inde ylksek enerijili
travma nedeni ile yatirilan tiim cocuk hastalar, hastanemizin Klinik
Arastirmalar Etik kurulu (06.05.2020/karar no:836) onayi alindiktan sonra
geriye donik olarak incelendi. Hastalar yas, cinsiyet, uyruk,travma tipi,
travma mevsimi, travma nedeni, travma sonucu gelisen yaralanma,
yapilan tedavi, kullanilan gérintileme tetkikleri, hastanede yatis suresi
ve pediatrik travma skoru agisindan degerlendirildi. Travma tiriniin yas
ve cinsiyet ile iliskisi arastirildi. Calismaya alinan hastalar 0-2 yag(stt
gocuklugu dénemi), 3-7 yas(okul 6ncesi, oyun ¢ocuklugu), 8-13 yas (okul
¢agl) ve 14-18 yas olarak gruplandirildi. PTS hava yolu,biling durumu,
vucut agirlig, sistolik kan basinci,agik yara ve iskelet sistemi travmasi goz
onune alinarak yapildi. Skorlama -6 ile +12 arasinda olup, 8 ve altindaki

degerler ciddi travma olarak kabul edildi(7).(Tablo 1)

istatistik
Verilerin istatistiksel analizinde SPSS (Statistical Package for the Social
Sciences) 23.0 paket programi kullanildi. Kategorik 6lgtimler sayi ve ylzde
olarak, strekli 6lgtimler ise ortalama ve standart sapma(gerekli yerlerde
ortanca ve olarak

minumum-maksimum) Ozetlendi.Kategorik

degiskenlerin  karsilastirlmasinda  Ki-kare testi  kullanildi.Gruplar

arasindaki farkliliklarin kaynagini belirlemek igin Post Hoc analizlerinden
Bonferroni yontemine basvuruldu. Tum testlerde istatistiksel onemlilik

duizeyi 0,05 olarak alindi.
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Tablo 1.Pediatrik Travma Skoru

Cocuk travma skoru

Degiskenler 2 1 -1
Havayolu agikligi
Havayolu Normal H"ava"yt?.lu agkl|g| surdurul:-?mez
surdurilebilir veyaentiibasyon
gerektirir
Donuklagsma veya
Biling durumu Uyanik biling diizeyinde Koma
azalma
Viicut agirhgi 20kg 10-20kg <10kg
Sistolik basing 90mmHg 50-90mmHg <50mmHg
Acik yara Yok Minor Major
Iskelet sistemi ok Kapall kirik Acik kirk veya multiple
travmasi kirik

Evaluation of High-energy Trauma in Children

En fazla kullanilan gériintiileme tetkiki ultrasonografi(USG) ve Bilgisayarl
tomografiydi(BT). Hastanede yatis stiresi 3,97+3,75 gilindi. Hastalarin
3(%2,3)’'U kaybedilmisti. Pediatrik Travma Skoru ortalamasi 9,88+2,13(
min -2, maks +12) di. Laboratuar parametrelerinden beyaz kire
ortalamasi 14,99+5,88 di. WBC ortalamasi 14,99+5,83 10%/u, Hb
11,941,3131 g/dL, Htc 35,19%#3,76, AST 201,74+316,4 U/L , ALT
109,5+172,92 U/L. Hastalarin travma tipine goére laboratuar sonuglari

tablo 3 de gosterilmistir.

Tablo 3. Laboratuvar Sonuglari

.Skor -6 ile +12 arasinda degisir.

.<=8 puan potansiyel olarak 6nemli bir travmayi ifade eder.

Bulgular

Bu c¢alismada toplam 133 c¢ocuk travma hastasi,hastanemiz klinik
arastirmalar etik kurulu tarafindan onay verildikten sonra incelendi.
Hastalarin 115(%86,5) T.C. vatandasi, 18(%13,5)'i yabanci uyruklu idi.
Hastalarin yas ortalamasi 7,0+4,40 yildi. 53(%39,8) hasta kiz, 80(%60,2)
hasta erkekti. Basvurulan mevsimlere bakildiginda en sik basvuru yaz
mevsimiydi. En sik travma tipi kiint travma (%94,7),en sik travma nedeni
diisme(%54,9),travma sonucu gelisen en sik yaralanma ise abdominal
yaralanmaydi(%33,1). Hastalarin %78,2 si konservatif takip ve tedavi ile ,
%21,8 i ise cerrahi tedavi ile duzeldi. En fazla yaralanan organ ise

karacigerdi(%22,1).(Tablo 2)

Tablo 2.Hastalarin Demografik Ozellikleri

Kiint Penetran

(n: 126) (n:7)

Orttss Ortiss
Whc 15,04+5,66 14,11+8,83 0,685
Hb 11,87+1,31 12,31+0,89 0,393
HTC 35,15+3,83 36,0+2,04 0,564
NE 63,74+19,53 56,75£15,64 0,355
LE 26,96+17,50 33,35+14,38 0,210
MPV 7,90+0,76 7,78+0,49 0,689
PCT 0,24+0,06 0,27+0,09 0,281
PLT 322,84+90,40 363,0+136,05 0,269
GLK 132,77+51,32 127,35+26,28 0,774
AST 208,44+322,15 68,75+106,06 0,010*
ALT 113,28+176,15 33,91+43,13 0,094
BUN 27,94+22,80 25,49+6,52 0,794
CR 0,38+0,14 0,35+0,08 0,885
PT 13,51+2,98 13,36+0,37 0,930
APTT 24,36+3,25 22,30+,68 0,282
INR 1,11+0,26 1,09+0,01 0,553

Kiint n(%) Penetran n(%) p degeri
| Yas 6,984 ,46 7,43+3,30 0,793
Mevsimlere gore basvuru
Yaz 48(38,1) (28,6)
Ilkbahar 28(22,2) (14,3) 0.823
Sonbahar 35(27,8) (42,9) ’
K 15(11.9) (14,3)
Travma mekanizmasi
Diisme 69(54,8) 4(57,1)
Arac ici trafik kazasi 8(6,3) 0(0,0)
Arag dis trafik kazas 25(19,8) 0(0,0)
Kesici/delici alet yaralanmasi 0(0,0) 2(28,6)
Uzerine cisim diismesi sonucu ezilme 4(3,2) 0(0,0)
Bisiklet/motosiklet kazalari 18(14,3) 1(14,3)
Darp 2(16) 0(0,0) 0,00
Yaralanan Bolge
Bas-boyun 9(7,1) 0(0,0)
Toraks 10(7,9) 0(0,0)
Ekstremite 4(3.2 0(0,0)
Abdomen 44(34,9) 0(0,0)
Genitoiiriner 18(14,3) 7(100)
Multiple yaralanma 23(18,3) 0(0,0)
Yiizeyel travma 18(14,3) 0(0,0) 0,00
Yaralanan organ
Karaciger 28(22,2) 0(0,0)
Dalak 10(7,9) 0(0,0)
Intestinal 2(1,6) 0(0,0)
Pankreas 3(24) 0(0,0)
Bobrek 6(4,8) 0(0,0)
Akciger 10(7,9) 0(0,0)
Genital Bolge 11(8,7) 0(0,0)
Mesane 1(0,8) 0(0,0)
Yiizeyel doku 25(19,8) 0(0,0)
Ekstremite 5(4,0) 0(0,0)
Kafa 6(4.8) 0(0,0)
Multiple yaralanma 18(14.3) 0(0,0) 0,00
Yas gruplan(yil)
0-2 22(17.4) 0(0,0)
3-7 53(42.0) 3(42,8)
8-13 40(31.7) 4(57.1)
14 ve iizeri 11(8,7) 0(0,0) 0,372
Pts skor 9,87+2,19 10,0+0,81 0,879

Yas gruplari agisindan yapilan analizde, bitiin yas gruplarinda digsme
en sik travma nedeni idi. Bisiklet/Motosiklet kazalari en fazla 8-13 yas
grubunda olan okul c¢ocuklarinda goérildi. 0-2 yas grubundaki
hastalarin tamaminda kiint travma mevcuttu. Penetran travma en sik 3-
7 yas olan oyun gocuklugu ve 8-13 yas grubunda goriildi. 0-2 yas ve 14
yas Uzeri travmalarda birden fazla organ vyaralanmasi mevcuttuy,
istatistiksel olarak anlamh farkliik mevcuttu(p<0,05). 0-2 yas grubu
hastanede yatis siiresi en uzun olan gruptu(4,36+4,28). Yine bu yas
grubu PTS ortalamasi en dugik olan gruptu(8,36+2,71). Yas gruplari
arasinda laboratuar verileri karsilastirimasinda Hb, Htc, nétrofil,
lenfosit, MPV, PCT, PLT, AST, ALT, BUN ve kreatinin degerleri arasinda
anlaml farkhlik saptandi( p<0,05).

Cinsiyet agisindan yapilan degerlendirmede, travma nedenleri arasinda
istatistiksel olarak anlamli farklilik saptanmistir. Disme her iki cinste en
sik travma nedeni olarak tespit edilmistir. ikinci neden olarak kiz
cinsiyette ara¢ digi trafik kazalar, erkek cinsiyette ise
bisiklet/motosiklet kazalari gorilmusgtir. PTS ortalamasi kiz cinsiyette
daha dusuk belirlenmistir(K: 9,51+2,35, E:10,13+4,51 p<0,05). Kizlarda
yas ortalamasi 5,40+3,74 yil, erkeklerde 8,06+4,51yildi. Laboratuvar
verileri agisindan glukoz, MPV, kreatinin degerleri arasinda anlamli
farklilik saptanmistir(p<0,05). Travma tipi agisindan yapilan analizde,
kiint ve penetran travmalar arasinda travma nedeni, travma sonucu
gelisen yaralanma, yapilan tedavi, gelisen organ yaralanmasi ve AST
degerleri istatistiksel agidan anlamli tespit edilmistir. (p<0,05) Kunt
travmalarda en sik abdominal yaralanma (%34,9), ikinci siklikta birden

fazla organ yaralanmasi (%18,3) gorulmustur.
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Kunt travmalarin 104 (%82,5) U konservatif olarak, 22(%17,5) si cerrahi
olarak tedavi edilmistir. Penetran travmalarin tamami cerrahi olarak
tedavi edilmistir.

Hastalarin Pediatrik travma skorlari cinsiyet ve yas gruplari agisindan

istatistiksel olarak anlamliydi.(Tablo 4)

Tablo 4. Pediatrik Travma Skorlari

PTS ortalamasi p degeri
PTS ortalamasi 9,8812,13
Cinsiyet 0,05
Kiz 9,51+2,35
Erkek 10,1341,95
Yas gruplari 0,000
0-2 8,36+2,71
3-7 10,09+1,49
8-13 10,39+2,32
14 ve lizeri 9,82+1,72
Travma tipi 0,879
Kiint 9,87+2,19
Penetran 10,0+0,81

Tartisma

Travma 1 yasindan buylk cocuklarda 6lim ve sakathigin en sik
nedenidir. Cocuklarin yaslari ile iligkili olarak bulunduklari ortamlar ve
ilgileri de degistiginden travma mekanizmalari ve tipleri de
degismektedir. Pediatrik travmalar gocuklarin vicut kitle indeksi
kiigik oldugundan, organlar birbirine yakin oldugundan kinetik
enerjiden daha fazla etkilenirler. Ayrica kas kitleleri iyi
gelismediginden travmatik glic onunde bariyer olusturabilecek
destekden yoksundurlar. Kemik yapisi henliz tamamlanmadigindan
intraabdominal organlar ve mesane travmaya agiktir.

Literattirde yas gruplari incelendiginde bebeklik dsneminde erkek/kiz
orani % 57’ye % 43 iken, okul ¢ocugu doneminde bu oranin % 71’e
%29’ a yikseldigi ve bu oranlarin bebeklik ¢gaginda hemen hemen esit
diizeyde iken, yas buytdlkge erkeklerin travmaya ugrama riskinin
arttig belirtilmistir(8). Travma serilerinde genel olarak erkek cinsiyet
oranlart % 61,9-% 70,6 arasinda bildirilmektedir(13,14). Bizim
¢alismamizda da bu oran literatirle uyumlu olarak % 60,2 olarak
saptanmistir. Bu durumun 6zellikle bebeklik doneminde cinsiyet farki
olmaksizin, ebeveynlerin gocuklarina gosterdigi dikkat nedeniyle
travma risk faktorleri esit dizeyde iken, yas buyldikge erkek
cocuklarin kizlara gére daha hareketli olmasi, oyunlarinin daha sert ve
fiziksel glice dayali olmasi, ev disi aktivitelerinin kiz gocuklarina gore
daha fazla olmasi, ebeveyn gozetiminin daha az olmasi seklinde

aciklanabilir.
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Calismamizda en yiiksek travmaya maruz kalinan yas 3-7 yas (%42,1) olan
okul 6ncesi dénem olarak saptanmistir. Yapilan baska bir ¢alismada en
yuksek oran %44.2 ile 2-7 yas araliginda bulunmustur (9).

Pediatrik travma skoru, yaralanmanin ciddiyetinin belirlenmesinde bir arag
olarak  kullanilabilir.  Ancak bazi hastanin

yayinlarda klinigini

degerlendirmede bir takim sakincalarinin oldugunu belirtmislerdir.
Ornegin acik yara tanimlamasi net olmadigindan, ciddi kanamaya neden
olabilen buyuk bir kesi ile hastanin yasam konforunu etkileyebilecek kiigiik
bir kesi ayni kategoride yer almaktadir. Ayrica merkezi sinir sistemi ve hava
yolu degerlendirmesi subjektif kriterlere gére yapilmaktadir. Bu nedenle
yasa gore fizyolojik kriterleri temel alan bir skorlama sisteminin daha
guvenilir olabilecegi belirtilmektedir(25). Calismamizda exitus olan 3
hastaninda, literatirde kritik deger olarak belirtilen 8’in (izerinde PTS
mevcuttu. PTS , ilk degerlendirme asamasinda travmali olgularin genel
durumu hakkinda bilgi verebilir, ancak karin i¢i organ yaralanmasi olan
hastalarda travmanin ciddiyetini gostermede yetersiz kalmaktadir. Bu
nedenle hastaneye getirilen olgularin karin i¢i organ yaralanmasini ortaya
cikartmak amaciyla daha ayrintili degerlendirme yontemlerine gereksinim
vardir.

Literatirde Travma nedenleri arasinda, yaralanma mekanizmalarinin
sikliginin yasa gore farklilik gosterdigi belirtilmistir. 2 yas altinda diismenin
en sik yaralanma nedeni oldugu, okul ¢cagindaki ¢cocuklarda diisme ve trafik
kazalarinin esit siklikta gorildiigl, ergenlerde ise trafik kazalari ve spor
yaralanmalarinin yaklasik esit siklikta gérildagu bildirilmistir (10).

Baska bir calismada ise vyaglari 13-60 ay arasinda olan pediatrik
yaralanmalarda diisme ve yanik olgulari en sik neden olarak gorilirken, 61
aydan biyuk olan olgularda trafik kazalarinin en sik travma nedeni oldugu
saptanmistir (11). Bir baska ¢alismada ise darp olgularinin en sik 10-17 yas
araligindaki erkek gocuklarda (%77) daha fazla gorildugi belirtilmistir (12).
Yiksekten dismeler g¢ocukluk ¢agl travmalarinin en sik nedeni olup,
motorlu tasit kazalarindan sonra 6lim nedenleri arasinda ikinci sirada
gelmektedir.Travmaya bagl hastaneye yatis nedenleri arasinda da ikinci
siradadir(15). Yiksekten disme olgulari eriskin ve gocukta bazi farklhlklar
gosterir. Erigkinlerde duserken elleri ile korunma refleksinden dolayi
ekstremite kiriklarinin én plandadir, gocuklarda ise kafanin viicuda goére
daha fazla hacim kaplamasindan dolayr agirhk merkezinin proksimale
kaymasindan dolayi kafa travmalari 6n plandadir. Bu ylzden gocuk yas
grubunda kafa travmalari daha blyik 6nem arz etmektedir(16). Bizim
serimizde de disme %54,9’luk oranla en sik travma nedeni olarak
belirlenmistir ve yas gruplarina goére degerlendirildiginde literatirle
uyumlu olarak 0-2 yas araliginda %81,8 ile en sik travma nedeni olarak
belirlenmistir(17,18).  Calismamizda en sk travma tipi  kint
travmadir(%94,7) ve kint travma ile gelen hastalarda en sik gorilen

yaralanmada %34,9’luk oranla abdominal yaralanmadir.
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Dalak ve bobrekler en sik kint travmalarda etkilenirken,
gastrointestinal sistem en sik penetran travmalarda etkilenmistir. (19).
Karacigerin kiint travmalarda dalagi takiben en sik yaralanan ikinci
organ oldugu, penetran yaralanmalarda ise ince bagirsak oldugu
bildirilmistir (19,20,21). Wisner ve ark., solid organ yaralanmasi olan
toplam 605 ¢ocugu arastirmis ve bu cocuklarin% 49'unda dalak
yaralanmasi, % 47'sinde karaciger hasari ve% 24'Unde bobrek hasari
bulmustur (22). Basaran ve ark. ¢alismasinda, en sik yaralanan organin
(n =320) hastalarin% 47'sinde karaciger oldugu, bunu sirasiyla% 36 ve%
17'sinde dalak ve bdbrek yaralanmasi oldugunu belirtmislerdir(23).
Calismamizda intraabdominal solid organ yaralanmasinda ilk sirayi
karaciger yaralanmasi, daha sonra sirasiyla dalak ve bobrek
yaralanmasi almistir. Calismamizda, kiint travma ile basvuran hastalarin
%82,5'i konservatif olarak, %17,5’i ise cerrahi olarak tedavi edilmistir.
Cerrahi olarak tedavi edilen hastalarin %5,6’si abdominal cerrahi
gecirmistir.  Pediatrik abdominal travmaya bagh solid organ
yaralanmalari genellikle kiint travmalara baglhdir ve yiiksek morbidite

ve mortalite ile agir yaralanmalardir.

Evaluation of High-energy Trauma in Children

Calismamamizda mortalite oranimiz %2,3(n=3) dir. Serimizde 6limle
sonuglanan olgularin %0,75 i diusme, %1,50 si trafik kazasina bagh
gerceklesmistir. Yapilan bir ¢alismada pediatrik travma sonucu
olumlerin 0-2 yas arasinda %5.60; 2-4 yas araliginda %30.84; 4-15 yas
arasinda %63.56 oldugu bildirilmistir. Yine ayni ¢alismada 6limlerden
%42.98’inin  trafik kazasi sonucu,

%40.18’inin  dlisme sonucu,

%16.84’linlin yanik nedeniyle oldugu rapor edilmistir (24).

Sonug olarak, pediatrik travmalarin ¢ogunlugu diisme ve trafik kazalar
sonucu olugsmaktadir. Travmalarin ¢ogunlugu erkek ¢ocuklarda ve 3-7
yas araliginda olmaktadir. Tedavisi cogu zaman konservatif ve cerrahi
tedavi ile mimkindir. Onceliklerimiz gocuklarimizi travmadan
korumak olmalidir. Bunun igin gozleyerek ve refakatle korumanin
yaninda egitimin bliyik 6nemi bulunmaktadir. Hem gocuklarimizin hem
de aileler ve gocuklarla ilgilenen kurum ve kisilerin gocuklarin genel
ozellikleri, egilimleri, meraklar konusunda egitilmeleri ve gocuklarda
sik gorilen travma sekillerinden haberdar olmalari, tedavisinde kolaylik
saglayacak oncelikleri bilmeleri en az takip ve tedaviyi yapan

merkezlerin organizasyonu kadar 6nemlidir.
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Acil Serviste Akut Bobrek Yetmezligi Tanisi Alan Olgularin
Prospektif Analizi

A Prospective Analysis of Cases Diagnosed with Acute Renal
Failure in the Emergency Department

Oz
Omer Faruk DOGU *0000-0002-7219-9739 Amag: Bu calismada acil serviste akut bobrek yetmezligi (ABY) tanisi alan
Miige GULEN**0000-0002-5080-3501 hastalarin demografik 6zelliklerini, ABY’ ne sebep olan etiyolojik nedenleri tespit
etmeyi ve acil servise basvuru kreatin degerlerinin kronik bobrek yetmezligine
(KBY) ilerleme oranini 6ngoriip géremedigini analiz etmeyi amagladik.
Gere¢ ve Yontemler: Oncesinde bébrek hastaligi 6ykiisii olmayan, GFR <60
*Kilis Devlet Hastanesi, Acil Servis, Kilis, Turkiye mL/dk/1.73 m? olan, 18 yas Ustl hastalar calismaya dahil edildi. Hastalarin
**Adana $ehir Eitim ve Aragtirma Hastanesi, Acil Tip demografik bilgilerinin yani sira, bagvuru sikayetleri, basvuru esnasindaki
Klinigi, Adana, Turkiye laboratuvar degerleri, ultrasonografi bulgulari, ABY’ ye eglik eden tanilar, KBY ya
da son dénem bobrek yetmezligine (SDBY) ilerleyip ilerlemedikleri ve sonlanim
durumlari veri toplama formuna kaydedildi.
Bulgular: Calismaya 437 hasta dahil edildi. Hastalarin %46.9 "u (n=205) kadin ve
%53.1'i (n=232) erkek idi. Hastalarin ortalama yaslar 69.7+15.5 yildi. Hastalar
sonlanim durumlarina goére degerlendirildiginde %60.4 (n=264) hasta normal

Bu ¢alisma daha énce Saglik Bilimleri Universitesi
cally g bobrek fonksiyon testleriyle (NBFT), %25.1 hasta (n=110) KBY ile %4.1 hasta da

2. I¢ Hastaliklari Kongresinde 19-22 Haziran 2019 (n=18) SDBY ile taburcu edildi ve %10.3 (n=45) hasta 6ldi. Akut bobrek
tarihinde istanbul’ da s6zlii bildiri olarak sunuldu. yetmezligine en sik eslik eden tanilar %18 (n=79) ile pnémoni ve %17.1 (n=75) ile
triner sistem enfeksiyonu idi. NBFT ile taburcu olan hastalarda en sik konulan tani
%18.4 (n=48) ile Uriner sistem enfeksiyonu, KBY’ ye ilerleyen hastalarda %20
(n=22) ile pnémoni, SDBY’ ye ilerleyen hastalarda %33.3 (n=6) ile beslenme
bozuklugu ve 6len hastalarda %28.8 (n=13) ile pnémoni idi. Kreatinin degerlerinin
sonlanim durumunu 6ngérme guciniin karsilastinldigi ROC egrilerinde SDBY’ nin
EAA degerinin (EAA: 0.968, %95 GA 0.951 -0.984, p<0,001) en yiiksek oldugu
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belirlendi. SDBY icin belirlenen esik kreatinin degeri 4.98 mg/dL alindiginda
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Acil Tip Klinigi, (n=400) medikal, %8.5" ine (n=37) hemodiyaliz tedavisi verildi. NBFT ile taburcu
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Sonug: Acil serviste akut bobrek yetmezligi hipovolemi ve enfeksiyonlarin
onclliginde siklikla prerenal nedenlere bagh olarak gorilmektedir. Artmis
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Acil Serviste Akut Bébrek Yetmezligi Tanisi Alan
Olgularin Prospektif Analizi

Abstract

Aim: In this study, we aimed to determine the demographic
characteristics of patients diagnosed with acute renal failure (ARF) in our
emergency department and etiological causes that cause ARF and to
analyze whether the creatine values for admisison to the emergency
department can predict the rate of progression to chronic renal failure
(CRF).

Material and Methods: Patients over 18 years of age who had no
previous history of kidney disease, GFR <60 mL/min / 1.73 m? were
included in the study. In addition to the demographic characteristics of
the patients, application complaints, comorbidities, laboratory values on
admission, USG findings, diagnoses in the emergency department,
whether they progressed to CRF or end-stage renal failure (ESRF) and
their outcome status were recorded on the data collection form.

Results: A total of 437 patients were included in the study. 46.9%
(n=205) of the patients were female and 53.1% (n=232) were male. The
average age of the patients was 69.7+15.5 years. When patients are
evaluated according to their outcome; 60.4% (n=264) patients were
discharged with normal renal function tests (NRFT), 25.1% (n = 110) CRF,
4.1% (n=18) patients with ESRF and 10.3% (n=45) patients dead. The
most common diagnoses accompanying acute renal failure were
pneumonia 18% (n=79) and urinary tract infection 17.1% (n=75). The
most common diagnosis in patients discharged with NRFT was urinary
system infection with 18.4% (n = 48), pneumonia was 20% (n = 22) in
patients progressing to CRF, nutritional disorders were 33.3% (n = 6) in
patients progressing to ESRF and pneumonia in 28.8% (n = 13) of patients
who died. In ROC curves comparing the power of predicting the
creatinine outcome state, it was determined that the AUC value (AUC:
0.968, 95% Cl 0.951 -0.984, p <0.001) was the highest in ESRF patients.
When the creatinine value determined for ESRF was taken 4.98 mg / dL,
its sensitivity was 94.4% and its specificity was 93.6%. Medical treatment
was given to 91.5% of the patients and hemodialysis treatment was given
to 8.5% (n=37) of the patients. There was a statistically significant
difference between patients discharged with NRFT and those who
progressed to CRF (p <0.001) and ESRF (p=0.003) in terms of receiving
hemodialysis treatment.

Conclusion: Acute renal failure is observed frequently due to prerenal
causes, led by hypovolemia and infections in emergency department.
Increased creatine values are especially helpful in predicting ESRF.
Keywords: Chronic renal failure, creatine, emergency, end-stage renal

failure

Giris ve Amag

Akut bobrek yetmezligi (ABY) saatler, giinler ya da haftalar igerisinde
gelisen, glomerdler filtrasyon hizindaki (GFH) azalma sonucu bdbregin
fonksiyonlarinda gorilen hizh kaybin olusturdugu bir klinik sendromdur

(1).

A Prospective Analysis of Cases Diagnosed with Acute Renal
Failure in the Emergency Department

Klinik genellikle asemptomatiktir ve hastalarin rutin biyokimyasal
taramasinda serum (re ve kreatinin seviyesindeki akut artis ile tani
konulmaktadir. ilerlemis olgular Gremi semptom ve bulgulariyla da
(bulanti, kusma, istahsizlik, dispne, 6dem, hipertansiyon, ensefalopati)
basvurabilirler (2).

ABY, tiim hastane basvurularinin %1’ inde, hastaneye yatirilan hastalarin
%5’ inde ve yogun bakima vyatirilan hastalarin  %25-30° unda
gorlilmektedir. Hastanede olugsan ABY nedenleri arasinda hipovolemi,
hipotansiyon, aminoglikozit kullanimi veya radyokontrast ilag kullanimi
ile major cerrahi operasyonlar yer almaktadir. Hastane disinda olusan
ABY’ nin en sik nedenleri ise prerenal azotemi (%70), intrensek ABY
(%25), obstruktif Gropatidir (%5) (3). ABY tanisinin sik konuldugu
kliniklerden biri de acil servislerdir. Bu hastalar, gesitli yakinmalarla acil
servise basvurmakta ve yapilan laboratuvar analizleri sonucunda ABY
tanisi almaktadirlar.

Biz bu galismada acil servisimizde akut bobrek yetmezligi tanisi konulan
hastalarin demografik 6zelliklerini, akut bobrek yetmezligine sebep olan
etiyolojik nedenleri tespit etmeyi ve acil servise basvuru kreatin
degerlerinin kronik bobrek yetmezligine ilerleme oranini 6ngorip

géremedigini analiz etmeyi amagladik.

Materyal ve Metod

Calismaya 01 Mayis 2016 ile 30 Nisan 2017 tarihleri arasinda Adana
Numune Egitim ve Arastirma Hastanesi eriskin acil tip klinigine basvuran
ve ABY tanisi alan hastalar dahil edildi. Adana Numune Egitim ve
Arastirma Hastanesi Bilimsel Arastirmalar Degerlendirme Komisyonu etik
onayl alindiktan sonra calismaya baslandi. Calisma prospektif olarak
yapildi.

Hastalarin acil servise basvurusundan onceki hastane kayitlardan bazal
kreatinin degerleri incelendi. Acil servis basvurusunda Modification of
Diet in Renal Disease (MDRD) formulu kullanilarak hastalarin glomeriler
filtrasyon hizlari (GFH) hesaplandi. Akut bobrek yetmezligi olarak GFR<60
mL/dk/1.73 m? kabul edildi (4). Oncesinde bébrek hastaligi dykisi
olmayan, (GFR)<60 mL/dk/1.73 m2olan, 18 yas Ustii 437 hasta ¢alismaya
dahil edildi. Bébrek transplantasyonu olan, daha 6nce bilinen bobrek
hastaligi olan ve bobrek fonksiyon testlerinde bozukluk olan hastalar
¢alisma disi tutuldu.

Hastalarin yas, cinsiyet gibi demografik bilgilerinin yani sira, bagvuru
sikayetleri, eslik eden kronik hastaliklari, basvuru esnasindaki laboratuvar
degerleri, arteriyel kan gazlari, ultrasonografi bulgulari, ABY’ ne eslik
eden tanilar, kronik bobrek yetmezligi (KBY) ya da son donem bobrek
yetmezligine (SDBY) ilerleyip ilerlemedikleri ve sonlanim durumlari veri

toplama formuna kaydedildi.

209



DOGU ve Ark.

istatiksel Analiz

Calismada elde edilen verilerin istatistiksel degerlendirmesinde SPSS 20
paket programi kullanildi (5). Strekli veriler ortalama, standart sapma
seklinde 6zetlenirken, kategorik veriler sayi ve ylizde cinsinden 6zetlendi.
Bakilan parametrelerin ortalamalarinin karsilastiriimasinda Kolmogorov-
Smirnov testi ve histogram ile yapilan degerlendirmelerde degiskenlerin
normal dagildigl durumlarda iki grup karsilagstirmalarda student t test
normal dagilmadigi durumlarda Mann Whitney U testi kullanildi. Kreatin
diizeylerinin sonlanim durumunu 6ngérmedeki glicinlin arastiriimasinda
receiver operating characteristic (ROC) egrisi kullanildi. Bu metoda gore
en iyi test tammi igin sensitivitesi %100, yanlis pozitiflik sifir (1-
Spesifisite=0), egri altinda kalan alanin (EAA) 1 olmasi ve EAA degerinin
diagnostik degerinin P <0.05 olmasi temel kriter olarak kabul edildi. Esik
degerinin belirlenmesinde ROC egrisindeki en yuksek sensitivite ve
spesifisite noktasinin alindigi Youden indeksi kullanildi. Sensitivite,
spesifisite parametreleri %95 glven araligi ile hesaplanarak tablo olarak
sunuldu. istatistiksel anlamlilik diizeyi olarak P<0.05 degeri alindi.
Bulgular

Calismaya toplam 437 hasta dahil edildi. Hastalarin %46.9'u (n=205)
kadin ve %53.1'i (n:232) erkek idi. Hastalarin ortalama yaslari 69.7+15.5
yildi (min 19 yil - max 95 vyil). Erkeklerin yas ortalamasi 68.6+14.8,
kadinlarin  70.9%+16.2" ti. Hastalarin demografik ozellikleri ve
bagvurularina ait detaylar Tablo 1’ de 6zetlenmistir. Hastalar hastaneden
sonlanim durumlarina goére degerlendirildiginde %60.4 (n=264) hasta
normal bobrek fonksiyon testleriyle (NBFT), %29.2 (n=128) hasta haliyle
taburcu edildi ve %10.3 (n=45) hasta 6ldu. Haliyle taburcu edilen
hastalarin taburcu olduktan sonraki 3 aylik takipleri sonucunda KBY ya da
SDBY gelisip gelismedigi kayit altina alindi. Buna gore %25.1 hastada
(n=110) KBY gorilirken, %4.1 hastada (n=18) SDBY gelisti.

Tablo 1: Hastalarin demografik 6zellikleri ve basvuru detaylari

Cinsiyet n (%)
Kadin 205 (46.9)
Erkek 232 (53.1)
Yas ortalamasi meantSD (min-max) 69.7+15.5 (19-95)
Kadin 70.9£16.2
Erkek 68.6£14.8
Bagvuru sikayetlerin (%)
Bulanti-Kusma 114 (26.1)
Oral alim azhg 103 (23.6)
Ates 85 (19.5)
idrar miktarinda azalma 58 (13.3)
Nefes Darligt 41(9.4)
ishal 37(8.5)
Yan agrist 22 (5)
Komorbiditeler n (%)
Hipertansiyon 248 (56.8)
Diyabetes Mellitus 152 (34.8)
Koroner Arter Hastaligi 118 (27)
Malignite 65 (14.9)
Kronik Karaciger Hastaligt 15(3.4)
Birden fazla komorbidite 130(29.7)
Komorbidite yok 31(7)
Kullamlan ilaglar
Antihipertasif 207 (47.3)
Antidiyabetik 137 (31.3)
Antibiyotik 124 (28.3)
Diiiretik 90 (20.5)
NSAID 64 (14.6)
ACE inhibitorii 63 (14.4)
Coklu ilag kullanimi 218 (49.8)
ilag kullanmiyor 30 (6.9)
Alinan Tedavi
Medikal Tedavi 400 (91.5)
Hemodiyaliz 37(8.5)
Sonlamm Durumu
NBFT 264 (60.4)
KBY 110 (25.1)
SDBY 18 (4.1)
Oliim 45 (10.3)

DOGU et. al.

Hastalarin laboratuvar tetkiklerinden dikkat gekici olarak %46 hastanin
(n=201) hiponatremisi, %10.1 hastanin (n=44) hipernatremisi, %30
hastanin (n=131) hiperpotasemisi, %5.7 hastanin (n=25) hipopotasemi,
%24.7 hastanin (n=108) anemisi saptandi. Hastalarin 358’inin basvuru
anindaki  arteriyel kan gazi degerlerine ulasilabildi.  Yapilan
degerlendirmede hastalarin %41.6’ sinda (n=182) herhangi bir asit baz
bozuklugu goériilmedi. Asit baz bozuklugu saptanan hastalarda en sik
gorilen bozukluk %95.4 hasta (n=168) ile metabolik asidozdu. Hastalarin
%3.4’ inde (n=6) respiratuvar asidoz, %0.6’ sinda (n=1) metabolik alkaloz
ve %0.6’sinda (n=1) respiratuvar alkoloz goéruldi. Hastalar GFH’ larina gore
degerlendirildiklerinde Evre 3 olan 204 hasta (%46.7) , Evre 4 olan 150
hasta (%34.3), Evre 5 olan 83 hasta (%19) saptandi.

Hastalar ortalama kreatin degerlerine gore degerlendirildiginde; NBFT
taburcu olan hastalarin ortalama kreatinin degeri 2.24, KBY’ ye ilerleyen
hastalarin ortalama kreatinin degeri 3.01, SDBY’ ye ilerleyen hastalarin
ortalama kreatinin degeri 6.94 ve 6len hastalarin ortalama kreatinin degeri
2.68 olarak hesaplandi. NBFT ile taburcu olan hastalarla KBY’ ye ilerleyen
hastalarin ortalama kreatinin degerleri arasinda istatistiksel olarak anlaml
bir farklilik gorildu. (p<0.001) NBFT ile taburcu olan hastalarla SDBY’ ye
ilerleyen hastalarin ortalama kreatinin degerleri arasinda istatistiksel
olarak anlamh bir farkhihk gortlmedi. (p=0.244) NBFT ile taburcu olan
hastalarla 6len hastalarin ortalama kreatinin degerleri arasinda istatistiksel
olarak anlamli bir farklilik gérialmedi. (p=0.157)

Kreatinin  degerlerinin ~ sonlanim  durumunu  6ngdrme  giclnin
karsilastirildigi ROC egrileri Sekil 1’de (1a, 1b, 1c, 1d), bu egrilere ait analitik
Olglimler ise Tablo 2’de sunuldu. Yapilan analitik degerlendirmelerde SDBY’
nin EAA degerinin (EAA: 0.968, %95 GA 0.951 -0.984, p<0,001) en ylksek
oldugu belirlendi. SDBY igin belirlenen egik kreatinin degeri 4.98 mg/dL

alindiginda duyarliligi %94.4, 6zgulligiu %93.6 olarak hesaplandi.

Tablo 2. Acil servise bagvuru anindaki kreatinin degerinin hastalarin sonlanim
durumunu 6ngérme giictiniin karsilastirildigi ROC egrilerinin analizi

EAA SH %95 GA Esik deger Duyarhlik Ozgiillik p
SDBY 0.968 0.008 0.951-0.984 4.98 94.4 93.6 <0.001
KBY 0.629 0.030 0.571-0.687 2.23 60 66.1 <0.001
Oliim 0.541 0.041 0.461-0.621 1.95 66.7 48.2 0.369
NBFT 0.305 0.026 0.255-0.355 184 49.6 283 <0.001

EAA: Egri altindaki alan
GA: Guven araligi
KBY: Kronik bobrek yetmezligi

NBFT: Normal bobrek fonksiyonu ile taburcu
SDBY: Son donem bobrek yetmezligi
SH: standart hata
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SEKIL 1: Acil servise basvuru anindaki kreatinin degerinin hastalarin sonlanim durumunu éngérme giiciiniin karsilastirildigi ROC egrileri
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Sekil 1a: NBFT ile taburcu olan hastalarin kreatinin degerlerinin ROC egrisi Sekil 1c: SDBY ile taburcu olan hastalarin kreatinin degerlerinin ROC egrisi
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Sekil 1b: KBY ile taburcu olan hastalarin kreatinin degerlerinin ROC egrisi Sekil 1d: Olen hastalarin kreatinin degerlerinin ROC egrisi

Calismaya dahil edilen 437 hastanin %68.1" inin (n=298) ultrasonografileri yapildi. Her iki bobrek USG boyutlari normal olan %88.9 (n=265),
sadece sag bobrek hipertrofik olan %2.6 (n=8), sadece sol bdbrek hipertrofik olan %2.3 (n=7), sag bobrek atrofik olan %2.3 (n=7), sol
bobrek atrofik olan %2 ( n=6) hasta tespit edildi. Hastalardan %1,3’ tiniin (n=4) sag, %1,3’ inun (n=4) de sol bobregi yoktu.

Hastalarda akut bobrek yetmezligine eslik eden en sik tanilar Tablo 3’de 6zetlenmistir. En sik %18 (n=79) ile pnémoni, %17.1 (n=75) ile
riner sistem enfeksiyonu ve %7.5 (n=33) ile Uriner sistem hastaliklari tanisi koyuldu. Hastalarin aldiklari tanilar degerlendirildiginde NBFT
ile taburcu olan hastalarda en sik konulan tani %18.4 (n=48) ile Uriner sistem enfeksiyonu, KBY’ ye ilerleyen hastalarda %20 (n=22) ile
pnoémoni, SDBY’ ye ilerleyen hastalarda %33.3 (n=6) ile beslenme bozuklugu, 6len hastalarda %28.8 (n=13) ile pnémoni idi. Pnémoni tanisi
konulan hastalarda 6limle sonlanma agisindan istatistiksel olarak anlamli farklilik gorildi. (p=0.046) Karaciger sirozu tanisi konulan

hastalarda SDBY’ ye ilerleme agisindan istatistiksel olarak anlamli farkhlik géruldi. (p=0.03)
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Tablo 3: Hastalarda akut bébrek yetmezligine neden olan durumlar

Tanilar n (%)

Pnomoni 79 (18)
Uriner sistem enfeksiyonlart 75 (17.1)
Uriner sistem hastaliklari 33(7.5)
Beslenme bozukluklari 32(7.3)
Gastroenterit 31(7)
Sivi-elektrolit bozuklugu 28 (6.4)
Gastrointestinal sistem kanamalari 27 (6.1)
Anemi 23(5.2)
Pankreasa ve safra yolu hastaliklari 22 (5)
Akut batin 18 (4.1)
Hiperglisemik diyabetik aciller 14 (3.2)
Karaciger sirozu 12 (2.7)
Kalp yetmezligi 11 (2.5)
Malignite 8(1.8)
Serebrovaskiiler hastalik 5(1.1)
Diger 19 (4.3)

Hastalar aldiklari tedavi sekline gore degerlendirildiklerinde hastalarin
%91.5" ine (n=400) medikal, %8.5" ine (n=37) hemodiyaliz tedavisi
verildi. Hemodiyalize giren hastalarin %16.2" si (n=6) NBFT ile, %27’ si
(n=10) KBY ile, %48.6" si (n=18) SDBY ile taburcu olurken, %8.1" i (n=3)
6ldi. NBFT ile taburcu olan hastalarla KBY’ ye (p<0.001) ve SDBY’ ye
(p=0.003) ilerleyen hastalarin hemodiyaliz tedavisi alma agisindan
aralarinda istatistiksel olarak anlaml fark vardi. NBFT ile taburcu olan
hastalarla olen hastalarin hemodiyaliz tedavisi

alma agisindan

aralarinda istatistiksel olarak anlamli bir fark yoktu. (p=0.121)

Tartisma

Akut bobrek yetmezligi ginimizde giderek artan siklikta gorilen,
bobrek fonksiyonlarinda hizli bir bozulma ile giden, mortalite ve
morbiditesi ylksek bir klinik problemdir. ABY’ nin varligi tim organ
sistemlerini etkilediginden, hastalik gelismeden gereken tedbirler
alinmali, tespit edildiginde ise tedaviye bir an 6nce baslanip ilerlemenin
onlne gegilmelidir. Erken tani ve etkin tedaviye ragmen halen ABY
varligl artmis mortalite ve morbidite, hastanede uzun kalis stresi, KBY
ilerleme iliskilidir (6). Son doénem bdobrek

veya SDBY riskiyle

yetmezligine ilerleyis hayat kalitesinde dususe, beklenen yasam
suresinde kisalmaya, is guici kaybina, bakim ve tedavi masraflarina yol
acmaktadir. Bu nedenle risk altindaki kisileri ortaya gikarmak, koruyucu
ve Onleyici tedbirlerin alinabilmesi 6nem arz etmektedir.

Calismamizda hastalarin yas ortalamasi 69.7+15.5 ile literattirdeki
benzer calismalara gére daha yiiksek saptandi (7, 8). 2017 yili TUIK
verilerine gore Ulkemizde beklenen yasam suresi erkeklerde 75.3,
kadinlarda 80.8 yil olmak tizere ortalama 78 yildir (9). Beklenen yasam
surelerindeki artig ile tani alinan komorbid hastalik sayisi ve kullanilan

ilag sayisi da korele olarak artmaktadir.

DOGU et. al.

Komorbid hastaliklarin kendilerinin ya da komplikasyonlarinin, ayrica bu
hastaliklarin tedavilerinde kullanilan ilaglarin tedavi edici 6zelliklerinin yani
sira nefrotoksik potansiyellerine bagh uzun vadede ABY gorilme sikhgini
arttirdig 6ngordalebilir.

Hastalar basvuru sikayetlerine gore degerlendirildiginde, tim hastalarin
%26.1" i (n=114) en sik bulanti-kusma, ikinci siklikla %23.6 (n=103) hasta
oral alim azhg sikayeti ile basvurdu. ABY genellikle sistemik bir hastaligin
sonucu olarak karsimiza giktigindan ilk semptomlar birgok sisteme ait
hastaliklarin ilk bulgusu olan bulanti, kusma ve oral alim azhg
olabilmektedir. ABY %70 siklikla prerenal nedenlerden kaynakhdir. Bulanti,
kusma ve oral alim azhginin yarattigi hipovolemi etyoloji ne olursa olsun
prerenal ABY’ ne sebep olmaktadir (10). Calismamiza dahil edilen hastalar
ileri yas ortalamalari nedeniyle demans, serebrovaskiler hastalik gibi sivi
oldugunda ulagimi zor hastalar

acIgl olmalarinin  yaninda,

komorbiditeleri (DM, HT, KAH) nedeniyle sivi eksikligine toleransi diisik

siviya

hastalardi. Ayrica Adana ilinin yil boyunca giines almasi ve yaz aylarinda
¢ok yiksek hava sicakliklarina ulagmasi nedeniyle de ozellikle risk
grubundaki hastalarda (demans hastalar, SVH olan hastalar, gebeler,
gocuklar, tarla ve dis ortamda galisan isciler) evoparatif sivi kaybi daha sik
gorilmekte ve sivi kaybina tolerans daha dusik olmaktadir. Bu nedenle
oral alimin azalmasi ve sivi kayiplarindaki artig vakalarin yaklasik yarisinin
acil servise ilk bagvuru sikayeti olmaktadir.

Hastalarda en sik gorilen iki komorbidite %56.8 (n=248) ile hipertansiyon
ve %34.8 (n=152) ile diyabetes mellitustu.

Kontrolsiiz DM ve HT’ nin

bobrek hasarini arttirdigl uzun zamandir bilinmektedir. Hipertansif

nefroskleroz olusum patogenezinde glomeruler iskemi, glomeruler
hipertansiyon ve hiperfiltrasyon ile genetik yapi 6nemlidir. Uzun sire
devam eden (genellikle >10 yil) esansiyel hipertansiyonun nefroskleroza
yol agtigl kabul edilmektedir. Hangi sebepten olursa olsun SDBY gelisen
hastalarda hipertansiyon varsa nefroskleroz tespit edilir (11). Diyabetin
erken donemlerinde morfolojik degisiklikler meydana gelmeden 6nce
bobrek plazma akiminda artis, intraglomeriiler hidrostatik basing artisi ve
(12).

glomeriler basing hizinda artis seklinde degisiklikler

iliskili

olusur

Hiperglisemi, birbirleri ile birgok biyokimyasal degisiklikleri

baglatarak bobrek hemodinamiginde ve glomeril permeabilitesinde
degisikliklere, matriks proteinlerinin artisina yol agmaktadir. Diyabete 6zgu
olarak kabul edilebilen degisiklikler bobrek hasarinin baglamasi ile reziduel
nefronlarda meydana gelen ve TGF-beta gibi lokal sitokinlerin aracilik ettigi
glomerdler skleroz ile birlikte bir dizi non-spesifik degisimlerle siirmekte ve
hipertansiyon bu slreci olumsuz yonde etkilemektedir (13).

Calismamizda en sik gorilen elektrolit bozukluklari hiponatremi ve
hiperpotasemiydi. Hastalarin en sik basvuru sikayetleri bulanti, kusma ve
oral alim azhg oldugu igin hiponatremi beklenen bir elektrolit
anormalligidir. Ayrica renal hipoperflizyon 6zellikle proksimal tubulu
etkilediginden Na geri emiliminde, distal tibiilden de Na geri emiliminde
ve K atiiminda bozukluk gortulmektedir. Suyun renal ekskresyonunun
bozulmasi ve intravaskiiler voliim artisi da dillisyonel hiponatremiye sebep

olabilir (14).
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Doku yikiminin oldugu durumlarda (rabdomiyoliz, hemoliz, timor lizis

sendromu) hiperpotasemi daha belirgin olup, norolojik ve
kardiyovaskiler sisteme ait semptomlar gorilebilir (15). ABY’ de
gorilen anemi genellikle hafiftir. Eritropoez baskilanmasi, hemoliz,
kanama, hemodiliisyon ve mevcut toksinlere bagl eritrosit yasam
suresinin kisalmasina bagl gelisir (16).

Yaptigimiz galismada SDBY’ ye ilerleyen hastalarin ortalama kreatinin
degerleri diger gruplara gore daha yiksek bulundu. Serum kreatinin
diizeyi pratikligi ve ucuzlugu nedeniyle bobrek fonksiyonunun standart
laboratuvar 6lglti olarak kullaniimakla birlikte, aslinda GFR’nin iyi bir
gostergesi degildir (17). Serum kreatinin dizeyi ile GFR arasinda
dogrusal olmayan bir iliski vardir. Genellikle GFR %50’den fazla azaldig
zaman serumda kreatinin diizeyi ylikselmeye baslar. Bu nedenle, erken
evre bobrek hastaliginin saptanmasinda siklikla yetersiz kalmaktadir
(18). Ayrica serum kreatinin konsantrasyonu yas, cinsiyet, irk, kas
kitlesi, kas yikimina yol agan durumlar, kreatininin proksimal tibdler
sekresyonunu inhibe eden bazi ilaglar (simetidin gibi), beslenme
durumu, diyetsel protein alimi ve sivi hacmi durumuna bagli olarak
degisebilmektedir (17). Calismamizda kreatin degerlerinin hastalarin
sonlanimlarini ongoérmede kullanilip kullanilamayacagini
degerlendirmek igin ROC analizi yapildi. Artmig kreatin degerlerinin
ozellikle son dénem bobrek yetmezliklerinin 6ngoériilmesinde yardimci
oldugu gorildi. SDBY gelisimini tahmin etmek igin belirlenen esik
kreatinin degeri 4.98 mg/dL alindiginda duyarlihg %94.4, 6zgulligi
%93.6 olarak hesaplandi. Bu yiksek riskli hastalarin taninmasi, izleme
ve bakim stratejilerini optimize etmeye ve SDBY gelisiminin dniline
gegcmeye yardimci olacaktir. Calismamizda hastalara konulan en sik tani
%18 (n=79) ile pnémoniydi. Sonrasinda sirasiyla %17.1 (n=75) Uriner
sistem enfeksiyonu, %7.5 (n=33) Uriner sistem hastaliklari, %7.3 (n=32)
beslenme bozuklugu, %7 (n=31) gastroenterit, %6.4 (n=28) sivi
elektrolit bozukluklari, %6.1 (n=27) GiS kanama gériildii. Yapilan bir
¢alismada ABY nedeni olarak en sik sepsis, ikinci siklikla kusma ve
diyareye bagli dehidratasyon, Uglinci siklikla kalp yetmezligi tespit
edilmistir. Ayrica sepsisin ABY’ de en sik mortalite nedeni oldugunu
gostermiglerdir (19). Bizim g¢alismamizda prerenal sebepler 6n
plandaydi. En sik enfeksiyoz hastaliklar (Uriner sistem enfeksiyonu,
pndémoni, gastroenterit) ve sonrasinda hipovolemiye sebep olan (oral
alim azlig), sicak ¢arpmasi, gis kanama) hastaliklar tespit edildi. Bu
duruma birden fazla komorbid hastaligi olan, oral alimi yetersiz,
immunsuprese geriatrik hastalarda enfeksiydz hastaliklarin gorilme
sikligindaki artis sebep olmus olabilir. Calismamizda pndémoni tanisi
alan hastalarin 6limle sonlanimi agisindan istatistiksel olarak anlamli
farkllik géraldi. Pndmoni nedeniyle 6len hastalarin yas ortalamasi 79.3
olup, hastalarin %53.8" inin (n=7) birden ¢ok komorbiditesi vardi.
Hastalarin %53.8’ inin (n=7) basvuru aninda metabolik asidozu
mevcuttu, ortalama kreatinin degerleri 1.97 mg/dl idi. Hastalarin

tamami medikal tedavi aldi, higbirinin hemodiyaliz ihtiyaci olmadi.

A Prospective Analysis of Cases Diagnosed with Acute Renal
Failure in the Emergency Department

Vakalarin % 69.2" si (n=9) yatisindan sonraki ilk 72 saatte 6ldu. Tum veriler
birlikte degerlendirildiginde ABY’ nin hastalarin mortalitesine katkida
bulundugu ancak tek basina neden olmadigi gorilmektedir. Bébrekler kalp
debisinin yaklasik %20’ sini alir. Bu nedenle kardiyovaskler sistemdeki bir
hastaligin bébrek yetmezligine de neden olmasi kaginilmazdir. (20).
Kardiyovaskiler hastalik goriilme sikligi toplumda %6.5 oraninda olmasina
ragmen (21) gcalismamizda ABY’ ye neden olan kardiyak hastaligi bulunan
hasta sayisi %2.5 (n=11) gibi dusiuk oranlarda kalmaktadir. Bu durum
hastanemiz kardiyoloji kliniginin kurumumuza bagh baska bir hastane de
bulunmasindan ve acil servis hizmetinin de oradaki kardiyoloji acilde
verilmesinden kaynaklanmaktadir. Bu durum galismamizin bir kisithhigidir.
Akut bobrek yetmezlikli hastalarin tedavisinde aldigi ¢ikardigi takibine gore
sivi replasmaninin diizenlenmesi, elektrolit dengesinin ve asit-baz
dengesinin saglanmasi 6nemli noktalardir (22). Ancak kalp yetmezligi veya
kronik karaciger hastaligi olan hastalarda kontrolsiiz sivi replasmani
problem yaratabileceginden intravaskiler volim durumu invaziv ve non
invaziv yontemlerle daha dogru olarak monitorize edilmelidir (23). Santral
vendz kateterizasyon, pulmoner arter kateterizasyonu intravaskiiler volim
durumu hakkinda fikir veren invaziv yontemlerdir (22). Ultrasonografi ve
ekokardiyografi ise vena cava inferior ¢api, inferior vena cava kollaps
indeksi ve sol ventrikil ejeksiyon fraksiyonu 6lglimi yaparak sivi durumu
hakkinda bilgi veren non-invaziv yontemlerdir (24). Hipovolemiye bagh
prerenal azoteminin tedavisi volim replasmanidir. Hemorajiye bagli
hipovolemiler izotonik sodyum kloririr, eritrosit siispansiyonu ile tedavi
edilmelidir (23). Uremik semptomlarin arttigi veya medikal tedaviye
direngli durumlarda (hiperpotasemi, hipervolemi, metabolik asidoz,
kontrolstiz hipertansiyon) ise diyaliz tedavisi gerekebilir (25). Bizim
galismamizda hastalarin sadece %8.5’ inin (n=37) hemodiyaliz ihtiyaci oldu.
Bobrek fonksiyonlar diyaliz gerektirecek kadar bozulan hastalarda
mortalite oranlari artmaktadir (26, 27, 28). Yapilan bir galismada diyaliz
tedavisi gerektirmeyen ABY hastalarinda 6lim orani %36.9 oraninda iken,
diyaliz tedavisi gerektiren ABY hastalarinda 6lim %56 oraninda
saptanmistir (29). Bizim ¢alismamizda literatirden farkli olarak mortalite
oranlari ¢ok daha diisiik seviyelerde olup diyaliz tedavisi gerektirmeyen
ABY hastalarinda 6lim orani %10.5 oraninda iken, diyaliz tedavisi
gerektiren ABY hastalarinda 6lim %8.1 oraninda saptandi. NBFT ile
taburcu olan hastalarla, élen olan hastalarin hemodiyaliz tedavisi almalari
acisindan aralarinda istatistiksel olarak anlaml bir fark saptanmadi.
Literatiirde ABY mortalitesi ile ilgili yapilmis galismalar ¢ogunlukla yogun
bakimda yatan kritik hastalarla yapilan galismalarken bizim ¢alismamiz acil
servise basvuran ve ABY tanisi alan hastalardan olusmaktadir. Bu nedenle
mortalite oranlari daha disiik saptanmis olabilir. Ancak hastalarin basvuru
anlarindan itibaren oncelikle acil serviste ve sonrasinda da yattiklari
klinikte renal replasman tedavilerinin etkin sekilde erken dénemde
baslanmis olmasinin  sag kalima

olumlu ydnde etkisi oldugunu

diisinmekteyiz.
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Sonug

Sonug¢ olarak; acil serviste akut bobrek yetmezligi hipovolemi ve

enfeksiyonlarin onciluginde siklikla prerenal nedenlere bagh olarak

gorilmektedir. Artmis kreatin degerleri

gorilmesinde yardimci olmaktadir.

ozellikle SDBY’

nin  6n

DOGU et. al.

Artmig kreatin degerleri ile beraber etiyolojilerinin belirlenmesi, risk
altindaki kisileri ortaya g¢ikarmak, koruyucu ve onleyici tedbirlerin
alinabilmesi, hastalarin tedavilerinin tani aldiktan itibaren geciktiriimeden
acil serviste baglanmasi SDBY gelisiminin 6niline gegilmesi agisindan énem

arz etmektedir.
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Thin Endometrium After Hysteroscopic Treatment Of Severe
Asherman’s Syndrome in Ivf Pregnancies: Case Series

Ciddi Asherman Sendromunun Histeroskopik Tedavisi Sonrasi
Ivf Gebeliklerde Gériilen ince Endometrium Zemininde
Gergeklesen Plasenta invazyon Anomalileri: Olgu Serisi

Abstract

Previous uterine surgery is the most important risk factor for Asherman’s syndrome
which is an important risk factor for placenta invasion abnormalities. In this study,
it is presented three IVF pregnancy outcomes which had obtained from the base of
consistent thin endometrium (<7 mm) following the hysteroscopic adhesiolysis
treatment for severe intrauterine adhesions. Variable degrees of placenta invasion
abnormalities had detected in the cesarean section deliveries. First two cases with
placenta percreta had been managed via cesarean hysterectomy because of the
failure of conservative technique, and the third case with less placental invasion
had been managed via conservative approach. Pregnancies with the history of
hysteroscopicadhesiolyis due to severe intra uterine adhesions must be categorized
as high risk pregnancy and they should be followed up closely according to this
risky situation.

Keywords: Asherman’s syndrome, adhesiolysis, placenta invasion abnormalities

0z

Gegirilmis uterin cerrahi, plasenta invazyon anomalileri igin en 6nemli nedenlerden
olan Asherman sendromu igin énemli bir risk faktortdir. Bu ¢alismada ciddi intra
uterin adhezyonlarin tedauvisi igin yapilan histeroskopik adhezyolizis sonrasi persiste
eden ince endometriyum (<7 mm) zemininde gerceklesen Ug IVF gebeliginin
sonuglari sunulmaktadir. Degisik seviyelerde plasenta invazyon anomalileri
sezaryen dogum sirasinda tespit edilmistir. Konservatif yaklagimla kontrol
edilemeyen ilk iki plasenta perkreata vakasi sezaryen histerektomi ile
sonlandirilirken, daha azinvazyon gozlenen lglincu vaka da uterus koruyucu cerrahi
tercih edilmistir. Ciddi uterus adhezyonlari sebebiyle histeroskopik adhezyolizis
gegirmis hastalarin gebelikleri ylksek riskli gebelik Kabul edilmeli ve bu riskli

durumdan 6tiird yakindan takip edilmelidir.

Anahtar Ashermansendromu,
anomalileri

Kelimeler: adhezyolizis, plasentainvazyon

Introduction

Intrauterine adhesion (IUA) is the condition which scar tissue develops in the
uterine cavity. Asherman’s syndrome is described as addition of clinical symptoms
such as amenorrhea, and infertility to IUA. Incidence of placenta accreta in the
pregnancies with IUA treatment history is reported approximately 13% [1].
Presentation of Asherman’s syndrome might be a mild disease with thin band
formation while it may be seen as severe disease with fusion of anterior and
posterior wall of uterus and obliteration of endometrial cavity [2, 3]. Accurate
prevalence is hard to describe because Asherman’s syndrome might be

asymptomatic and invasive procedures is needed for diagnosis.
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IUA rate is described 21.5% in women who had postpartum curettage with
hysterosalpingography, and 1.5% in randomly selected infertile women
[2]. In the meta-analysis which investigated hysteroscopy outcomes in the
twelve months following curettage IUA prevalence is stated as 19.1% [3].
Risk factors for IUA could be counted as inflammatory and infectious
conditions, and intrauterine surgical procedures which might damage the
basal layer of endometrium such as pregnancy, dilatation and curettage,
myomectomy, hysteroscopy, and uterus compression sutures [3]. This
damage and scar tissue in basal layer of endometrium may disrupt
vascularization. Thus, clinical presentation may be abnormal uterine
bleeding, dysmenorrhea, pregnancy loss, and infertility.

Pregnancies with the history of moderate and severe IUA treatment could
be classified as high risk pregnancy. Complication in high risk pregnancies
may be intrauterine growth restriction, preterm delivery, placentation
abnormality and postpartum hemorrhage [3].

The aim of this study is investigating the outcomes of three IVF
pregnancies with placental invasion abnormality with persistent thin
endometrium which had hysteroscopic severe Asherman’s syndrome
treatment. The study is approved by local ethical committee.

Case Reports

Casel

Forty one years old patient admitted to our clinic at the second day of
menstruation with the complaints of primer infertility for nine years and
oligomenorrhea.The patient had laparotomic myomectomy eight years
ago because of uterus leiomyoma and she could not have pregnancy in
two years follow up period. Her hysterosalpingography (HSG) showed IUA
and the patient was treated with operative hysteroscopy. Following the
operation, ovulation induction with gonadotropin and intrauterine
insemination were applied and no pregnancy obtained. Follow up in our
clinic with transvaginal ultrasonography showed maximum 5.1 mm
endometrial thickness at luteal phase, two antral follicles in right ovary,
and left ovary could not observed. The patient started daily 4 mg estradiol
with short antagonist IVF protocol because of diminished ovarian reserve
and following intrauterine single pregnancy was obtained. She had normal
obstetric follow up until twenty first gestational weeks. However, cervical
length was 19 mm at twenty first week and funneling appeared, thus the
patient had Shirodkar cerclage. She applied to our clinic at 32+6 weeks
with pain, regular contractions were stated and fetal growth was at third
percentile. Thus she had betamethasone doses and cesarean delivery was
planned.1570 gr female fetus was delivered with 7-8 Apgar scores and
referred to neonatal intensive care unit because of respiratory distress.
Placental invasion was detected at uterus fundus and corpus posterior,
and bilateral uterine arteries were ligated(figure 1 and 2). After the
placental removal, 4x3 cm defect at corpus posterior was observed. When
bleeding could not been stopped with Pereira sutures, hysterectomy was
performed. The patient received two units of erythrocyte suspension

intraoperative. She was discharged three days after the operation.

Ciddi Asherman Sendromunun Histeroskopik Tedavisi Sonrasi_Ivf
Gebeliklerde Gériilen ince Endometrium Zemininde Gerceklesen Plasenta

invazyon Anomalileri: Olqu Serisi

There was not any problem detected in monthly follow up, and
pathology result reported as myometrial invasion of placenta. The
patient was informed about the scientific research and informed consent

was taken with the signature of the patient.

Figure 1: Abnormal placental invasion from the surface of uterine
serosa in case 1

Figure 2: Abnormal placental invasion from endometrial cavity

Case 2

Forty years old patient admitted to our clinic with four years seconder
infertility compliant. She had IVF pregnancy because of male factor and
at the eighth week of gestation she had dilatation and curettage
because of missed abort. Following the curettage she developed
oligomenorrhea and she was applied hysteroscopic Asherman’s
treatment. The patient had a second cycle IVF treatment and had
pregnancy, cesarean section delivery occurred. She described
oligomenorrhea, and endometrial thickness at luteal phase was
maximum 4 mm with transvaginal ultrasonography. Hysteroscopy

showed outspread IUA with left side predominance.
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Adhesiolysis and pediatric foley catheter were applied to the
endometrial cavity. The patient had started cyclic estrogen and
progesterone treatment. After two months, under six mg estradiol
with short antagonist protocol IVF protocol, endometrial thickness
was measured maximum 5 mm and embryo transfer was canceled.
Dosage of estradiol was increased to 12 mg and 5.8 mm of
endometrial thickness was obtained. Intrauterine single pregnancy
occurred with frozen embryo transfer. Placenta previapartialis was
detected at midtrimester ultrasonographic follow up. Cesarean
delivery was planned due to oligohydramnios at thirty seventh
gestational week. Informed consent was taken from the patient and
2750 gr male fetus was delivered. Placenta was invaded at posterior
wall of uterus from fundus to cervix as placenta percreta. Because of
the heavy bleeding and deep invasion, he had hysterectomy and
transfused one unit of erythrocyte. Mother and the baby were
discharged at second postoperative day without any problem. Long
term follow up of the patient was normal and pathology reported as
placenta tissue invasion. The patient was informed about the
scientific research and informed consent was taken with the

signature of the patient.

Case 3

Thirty two years old patient was applied to our clinic with primer
infertility for three years and she had an IVF pregnancy one year ago
due to unexplained infertility. At the eighth week of pregnancy she
had missed abort and had dilatation and curettage. She applied to
our clinic because of pregnancy desire and oligoamenorrhea. The
patient had hysteroscopic adhesiolysis with bipolar cautery and
pediatric foley catheter was placed into the cavity. She started cyclic
estradiol and progesterone treatment. Endometrial thickness was
measured 5.7 mm at transfer day. She had a twinned pregnancy and
was observed without any problem until thirty fifth gestational week.
The patient had cesarean delivery due to uterine contractions at
thirty fifth week. Breech presented 2355 and 2130 gr male fetuses
were delivered with 9-10 Apgar scores. Placentas were locally
invaded into uterus. Placental invasion areas were closed via double
vertical sutures with one vicryl. Hemostasis was achieved with
bilateral uterine and hypogastric artery ligations. The patient was
discharged at second postoperative day without any problem. The
patient was informed about the scientific research and informed
consent was taken with the signature of the patient.

Discussion

In this case series, it is presented three placenta invasion
abnormalities in IVF pregnancies obtained in the base of thin
endometrium following the hysteroscopic treatment of Asherman’s

syndrome caused by previous uterine surgeries.

AKARetal.

While the incidence of IUA is increasing with the previous uterine
surgery, Yu et al. declared that IUA incidence is 2.2% in infertile women
who underwent hysteroscopy [4]. Etiology of IUA composed of
dilatation and curettage, myomectomy, cesarean section delivery,
removed intrauterine devices, etc. The patients in our case series had
the history of cesarean section, myomectomy, and dilatation and
curettage. Another main factor in etiology of IUA is genital tract
infections and tuberculosis.

It is reported that in order to decrease the incidence of IUA after an
uterine surgery, hyaluronic acid, intrauterine device, or foley catheter
application into the endometrial cavity, and cyclic estrogen and
progesterone administration are useful techniques [5]. Single or
combined use of variety of antiadhesive molecules clinically not only
provides better menstrual regulation, but also increase the pregnancy
and delivery rates [5]. In order to decrease a potential harm in the
endometrium, hysteroscopic energy modalities should be used at
minimum power. In a case of basal layer of endometrium damage,
exogenous estrogen administration speeds up epithelialization injured
area in endometrium, increases the amount of menstrual bleeding, and
decreases the adhesion formation [5]. In addition to this, estrogen may
decrease the abnormal placental invasion and pregnancy complications
in pregnancies occurred from the base of this damaged and thin
endometrium [5]. In our cases, foley catheter application after
adhesiolysis and cyclic estrogen administration were routinely applied.

Persistent thin endometrium, hysteroscopic adhesiolysis for severe
Asherman’s syndrome and IVF treatment were common points in our
cases. Mid trimester perinatologic antenatal examination was showed
severe invasion suspicion in both three cases. Delivery type was
planned and blood products were prepared. It isknown that the rate of
placenta accreta was higher in IVF pregnancies than in spontaneous
pregnancies. Higher rate of placental invasion abnormalities in IVF
pregnancies was related to structural and morphological changes in
endometrium and drugs used in IVF cycles.

Pregnancies of women who had thin endometrium and hysteroscopic
adhesiolysis due to severe Asherman’s syndrome should be considered
as high risk pregnancy. Perinatologic examination is important in
antenatal period to assess the risk factors and delivery type. There are
some studies that enlighten the clinicians. However, more research is

needed.
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Dinner Poisoning: Datura Stramonium

6z

Datura stramonium Ulkemizin hemen her yerinde 6zellikle mayis-eylil aylarinda
yetisen, halusinojen etkileri igin ya da bitkisel ilag olarak kullanilan bir bitkidir. Oral
alimi icerdigi atropin, skopolamin ve hyosiyamin nedeni ile antikolinerjik
semptomlara neden olmaktadir. Bu olgu sunumunda aksam yemegi amaciyla
Datura Stramonium yiyen hastanin basvuru sikayetleri, takip ve tedavi yonetimi
anlatilmistir. Ozellikle bahar ve yaz aylarinda antikolinerjik semptomlarla basvuran
hastalarda Datura intoksikasyonu akla gelmelidir.

Anahtar Kelimeler: Antikolinerjik intoksikasyon, bitkisel zehirlenme, Datura

Stramonium

Abstract

Datura stramonium is a plant that grows almost everywhere in our country,
especially in may-september, is used for hallucinogenic effects or as a herbal
medicine. Oral intake causes anticholinergic symptoms due to atropine,
scopolamine and hyocyanmine. In this case report, the application complaints,
follow-up and treatment management of the patient who ate Datura Stramonium
for dinner was explained. Datura intoxication should be considered in patients
presenting with anticholinergic symptoms especially in spring and summer.

Keywords: Anticholinergic intoxication, herbal poisoning, Datura Stramonium

Giris

Datura stramonium (DS) Avrupa, Asya, Amerika ve Glney Afrika’nin hemen her
yerinde yetisen, boru otu, boru gicegi, cin otu veya domuz pitiri olarak da bilinen
yabani bir bitkidir (1). Ulkemizde halk arasinda astim, hemoroid, egzema ve noktiiri
tedavilerinde bitkisel ilag olarak kullanilmakla birlikte, tim dinyada eriskinler
arasinda halUsinojenik etkisinden dolayi kullanimi yaygindir (2). Oral alimi sonrasi
yuksek dozlarda atropin, skopolamin ve hyosiyamin igermesi nedeni ile
antikolinerjik toksisiteye neden olabilir. Antikolinerjik semptomlarla basvuran
hastalarda Datura intoksikasyonunu akilda tutmak, hizli tani ve tedaviyi saglayarak
mortalite ve morbiditeyi azaltmada 6nemli rol oynar.

Bu yazida; yaygin kullaniminin aksine gigeklerinden yapilan aksam yemegi sonrasi
antikolinerjik  toksisite ile acil servise basvuran Datura Stramonium
intoksikasyonunun takip ve tedavi yaklagimi glncel literatir esliginde

sunulmaktadir.
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Aksam Yemedi Zehirlenmesi: Datura Stramonium

Olgu Sunumu

Bu olgu sunumunun hazirlanmasi 6ncesinde hastanin aydinlatiimis yazili
onami 14 Kasim 2019 tarihinde alinmistir.

41 vyasinda kadin hasta DS ciceklerinden vyaptigi aksam yemegini
tukettikten yaklasik 1 saat sonra bas donmesi, diplopi ve alkol alimina
benzer sersemlik hali ile acil servise basvurmustur. Hasta acil serviste ilk
tibbi miidahalesi ardindan (sivi resusitasyonu ve aktif kdmur uygulanmasi)
giderek kotilesen biling durumu nedeniyle ileri tetkik ve tedavi amaciyla
yogun bakim Unitesine yatiriimigtir.

Hasta yogun bakim (nitesine kabul edildiginde Glasgow koma skoru
E4M5V3, ajite, vital bulgulari; arteriyel tansiyon 125/60 mmHg, nabiz:
119/dk (sinis tasikardisi), ates: 37.1°C solunum sayisi: 22/dk, oda
havasinda SPO2: %98 seklinde degerlendirildi. Cilt ve mukozalar kuru,
pupilleri izokorik, bilateral dilate (8 mm) ve isik refleksi bilateral pozitif,
solunum sistemi muayenesi olagan, batin muayenesinde barsak sesleri
hipoaktif, nérolojik muayenede kranial sinir, her iki ekstremite motor gii¢
ve refleks muayeneleri normal olarak degerlendirildi. Kan &rneklerinin
laboratuvar incelemesinde bu durumu agiklayabilecek herhangi bir patoloji
saptanmadi. Hemodinamik agidan monitdrize izlenen hastanin tedavisi
idrar gikigi 0.5-1 ml/kg/sa olacak sekilde intravendz kristaloid replasmani
seklinde duzenlendi. Yogun bakim izleminde Richmond Ajitasyon ve
Sedasyon skoru +3 olmasi Uzerine aralikli olarak IV midazolam (toplam 6
mg) uygulandi.

Datura Stramonium alimin yaklasik 24. saatinde norolojik semptomlari
gerileyen ve hemodinamik agidan stabil olan hasta YBU takibin 36.
saatinde taburcu edildi. Hastanin bir hafta sonraki kontroliinde tamamen

saghkh oldugu ve ek bir sikinti yagamadigi goruldu.

Tartisma

Datura stramonium yol kenarlari ve bos arazilerde yetisen ve genellikle
Mayis-Eylil aylarinda olgunlasan tlkemizde de bulunan yabani bir bitkidir
(2). Yapraklari kurutulup sigara seklinde astim, bronsit tedavisinde,
tohumlari akne, egzema, hemoroidin bitkisel tedavisi i¢in yutularak ya da
kaynatilarak kullanilmaktadir. Datura Stramonium; Avrupa ve Amerika’da
genellikle halusinojen amagh kullanilirken Glkemizde bitkisel tedavide
kullanimi daha yaygindir (2). Cigekleri ise geleneksel bir Turk yemegi olan
dolma yapiminda diger bitkilerin (kabak gibi) cicekleri ile karistiriimasi
sonucu tiketilir (3). Bizim olgumuzda da DS cigekleri aksam yemeginde

dolma seklinde tuketilmistir.

Dinner Poisoning: Datura Stramonium

Antiinflamatuvar, antikolinerjik, antihistaminik, antimikrobial, antifungal,
antikanser etkiye sahip DS; ila¢g endustrisinde de kullaniimaktadir (1).
Literatiirde opioid bagimhhg), deliryum ve epilepsi tedavilerinde
kullanilabilecegine dair galismalar bulunmaktadir (1)(4). Bu olumlu
ozelliklerinin yani sira yiksek konsantrasyonlarda atropin, hyosiyamin ve
skopolamin icermesi antikolinerjik toksisiteye neden olabilmektedir.
Semptomlar genellikle oral alimdan 30-60 dakika sonra baslar ve alinan
miktara bagh olarak hafif bulgulardan santral sinir sistemi depresyonu,
multiorgan yetmezligi ve hatta 6lume kadar degismektedir. Bizim
olgumuzda da semptomlar, DS alimindan bir saat sonra baslamistir.
Baslangig semptomlari susuzluk hissi, gorsel ve isitsel hallisinasyonlari
icerirken, takibinde idrar retansiyonu, ileus, tasikardi, pupillerde
dilatasyon ve gérme bozuklugu gibi antikolinerjik zehirlenme belirtileri
gelisebilir. Fazla miktarda alimina bagli santral sinir sistemi depresyonu,
kardiyovaskiler kollaps, hipotansiyon ve sok gorilebilir. Hipertermi
nadiren meydana gelir. Gastrointestinal motilitenin azalmasi, toksinin
eliminasyonunu geciktirerek etki siiresinin 24-48 saate kadar uzamasina
neden olabilir (2). Semptomlar birgok kritik hastaliga yol agabilen durum
ile karisabilmektedir. Akut serebrovaskiler olay dusintlerek r-TPA
tedavisi baglanan DS intoksikasyonu olgusu bu durumun carpici bir
ornegidir (5). Antikolinerjik toksisitenin yani sira yapilan galismalarda
idrar ve serumda hepatosit hasarina neden olan ve lipit, aminoasit, enerji
metabolizmasinda rol oynayan metabolitler tespit edilmistir (1).
Antikolinerjik toksisite gelisen durumlarda tedavi yaklagimi; aktif komir
(1mg/kg), gastrik dekompresyon ve destek tedavidir (3). Ciddi ajitasyon,
koma, konviilzyon, solunum depresyonu ve hemodinamik agidan stabil
olmayan olgularda fizostigmin kullanimi (eriskin dozu 0,5-2 mg, pediatrik
doz ise 0,02 mg/kg IV) 6nerilmektedir. Fizostigmin periferik ve santral
antikolinerjik etkileri dakikalar iginde geri gevirir. Antikolinerjik
semptomlar gézlenmeyen hastalarda kullanildiginda ise abartili kolinerjik
semptomlara (bronkospazm, bradikardi gibi) neden olabilecegi akilda
tutulmalidir. Takip ettigimiz olguda siddetli antikolinerjik semptomlar
gozlenmedigi icin tedaviye fizostigmin eklenmedi. Ancak ajitasyonunu

kontrol altina alabilmek igin aralikli benzodiazepin uygulandi.

Sonug olarak; ozellikle bahar aylarinda acil servislere agiklanamayan
antikolinerjik semptomlarla basvuran hastalarda Datura Stramonium

zehirlenmesi akilda tutulmali ve hastalar bu agidan sorgulanmalidir.

221



KUSCU ve Ark.

Kaynaklar

1. Zhang M, Bao S, Lin F, et al. Metabolomics analysis in rats after
administration of Datura stramonium. International Journal of Clinical
Experimental Medicine 2015;8(11):21180-6.

2. Kandemir A, Tatli M, Mutlu A, Guneysel O. Anticholinergic Syndrome
Due to Suicidal Intake of Datura Stramonium: A Case Report. Journal of
Emergency Medicine Case Reports. 2014;5(2):43-6.

3. Disel NR, Yilmaz M, Kekec Z, Karanlik M. Poisoned after dinner: Dolma
with datura stramonium. Turkish Journal of Emergency Medicine
2015;15(1):51-5.

KUSCU et. al.

4.Moosavyzadeh A, Mokri A, Ghaffari F, et al. Hab-o Shefa, a Persian
Medicine Compound for Maintenance Treatment of Opioid Dependence:
Randomized Placebo-Controlled Clinical Trial. The Journal of Alternative
and Complementary Medicine. 2020;00(00):1-8.

5. Colella M, Strada L, Bianchini D, Ajmar G, Del Sette M. Stroke or
Stramonium? A novel stroke mimic. Neurological Sciences
2019;40(3):631-2.

222



OLGU SUNUMU/CASE REPORT

Ege Klin Tip Derg 2020;58 (2) :223-226

Bertan AKAR* 0000 0003 0494 6867

Emin HAKVERDIYEV** 0000 0001 7562 9696
Reyhan ASLANCAN*** 0000 0001 5092 3151
Gokhan GUMUSTAS**** 0000 0003 3364 8893
Eray CALISKAN*****0000 0002 6799 5909

*Istinye University, Faculty of Health Sciences,
Istanbul, Turkey.

**Kocaeli Private Hospital, Department of Obstetrics
and Gynecology,

***Bahcesehir University, School of Medicine, Istanbul,
Turkey.

****¥VM Medical Park Kocaeli Hospital, Department
of Obstetrics and Gynecology, Kocaeli,

Department of Obstetrics and Gynecology, Okan

University, School of Medicine, Istanbul, Turkey.

Corresponding Author: Reyhan ASLANCAN
3Bahcesehir University, School of Medicine, Istanbul,
Turkey.

E-Mail: reyhanaslancan@gmail.com

Gelis Tarihi: 12.09.2019
Kabul Tarihi: 20.03.2020

Ischiopagus Which is the Rarest Form of Heteropagus Along
With Ambiguous Genitalia and Kidney Agenesis: A Case Report

Ambiguus Genitalya ve Bébrek Agenezisi ile Birlikte Goriilen
Heterofagusun en Nadir Formu Olan iskiofagus Vakasi

Abstract

Parasitic twin (heteropagus) is a term to describe an incomplete fetus which
is partially resorbed and located on a normal fetus. Ischiopagus which
defines the parasitic twins connected from ileum is the rarest form of
heteropagus abnormalities. In this case, a thirteen week old fetus was
diagnosed with ischiopagus, ambiguous genitalia, and left kidney agenesis
during the first trimester ultrasonography screening. Termination was
applied with the family decision. These cases should be evaluated together
with accompanying multisystem anomalies. Informing the family with
details about the viability of the fetus is important to prevent unnecessary
termination.

Keywords: Heteropagus, kidney agenesis, ambiguous genitalia

0z

Parazit iki kiz parsiyel olarak rezorbe olmus ve normal fetus Uzerinde
yerlesmis inkomplet fetiisii tariflemek icin kullanilan bir terimdir. iskiofagus
normal fetuse ileumdan baglanmis parazitik fetiisi ifade edip parazit ikiz
vakalarinin en nadir gorilen formudur. Bu vakada on Ug haftalik fetus birinci
trimester ultrasonografik incelemesinde iskiofagus, ambiguus genitalya ve
bobrek agenezisi tanisi almigtir. Ailenin karari sonucu terminasyon
uygulanmistir. Parazitik ikiz vakalari eslik edebilecek multisistemik
anomaliler agisindan dikkatli incelenmelidir. Aileyi fetlsin durumunun
yasamla bagdasirhg agisindan bilgilendirmek gereksiz terminasyonlari
onlemek agisindan énemlidir.

Anahtar Kelimeler: Parazitikikiz, bébrek agenezisi, ambiguus genitalya
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Ischiopagus Which is the Rarest Form of Heteropagus Along With
Ambiguous Genitalia and Kidney Agenesis: A Case Report

Introduction

Human extremities start to be formed four weeks after fertilization.
Lower extremity buds begin to grow two days later than the upper
extremity buds. Each bud has the ectodermal cells which provide the
proximal to the distal growth. Parasitic twin (heteropagus) is a term to
describe an incomplete fetus which is partially resorbed and located
on a normal fetus [1].

Heteropagus is a rare abnormality which is seen one in 1.000.000 live
births [2]. It was firstly described in 16t century by French surgeon
Ambroise Pare as connection of the abdominal area to any part of the
body. The most comprehensive case report was done in 2001 by
Spencer; one hundred and fifty-seven cases were presented after
literature review of over one hundred and twenty-five year data [1].
Spencer described eight anatomic locations according to the
heteropagus connection sites: omphalopagus, thoracopagus,
cephalopagus, craniopagus, ischiopagus, parapagus, pygopagus,
rachipagus [1]. Thirty-nine cases were reported by Sharma et al. after
2001; only five of them (12%) were ischiopagus which is extremely rare
to be seen [2].

Heteropagus is a rare developmental disorder of unknown etiology.
Although there are some suspected ethiopathogenetic mechanisms,
more studies are needed to explain exact pathogenesis. There is not
any evidence about the effect of maternal age on heteropagus
improvement.

There is not any heteropagus cases reported in mothers who uses
alcohol, cigarettes, or any narcotic drugs. However, teratogen drug
use, dietary factors, and maternal diabetes are theoretically likely in
the etiology of heteropagus. In addition to them, there are some
complex theories were discussed regarding the etiology; one of them
says division or bifurcation of extremity buds was the pathology in
heteropagus. Another one supports a fault in specification of extremity
buds causes extremities more than normal number.

Management of heteropagus is based on the maternal and fetal
conditions. Heteropagus is not a termination indication by itself,
however, the fetus should be reassessed for the termination in the
presence of additional fetal abnormality[2].

In this case report, it is aimed to describe the fetus with ischiopagus,
ambiguous genitalia, and unilateral kidney agenesis.

Case report

The ethical approval was obtained from the local ethical committee.
The case was twenty-eight years old multigravida mother (G2P1) at
13th gestational week without any chronic diseases. The mother
neither had a family history of heteropagus nor a teratogen drug use,
smoking, alcohol, narcotic drug use history. She had one year old son
who was diagnosed as tetralogy of Fallot in antenatal period and had
delivered with cesarean section due to presentation anomaly. Parents
did not have endogamy. The first child was not diagnosed with any
other congenital abnormality in neonatal visits; he referred to

cardiovascular surgery department to be operated.

Ambiguus Genitalya ve Bébrek Agenezisi ile Birlikte
Gériilen Heterofagusun en Nadir Formu Olan iskiofagus Vakasi

In the current pregnancy, a second left lower extremity belonged to
the parasitic twin was described during the first trimester screening
ultrasonography at 13t gestational week(Figure 1). This extra lower
extremity which was originated from sacral region was connected to
the iliac wing with loose and ossified association. In addition, this
extremity contained femur, tibia, and fibula, however, finger
sequence was irregular and polydactyly was diagnosed(Figure 2c).
Left kidney agenesis and ambiguous genitalia were seen
additionally(figure 2d). Adrenal gland was seen in the left kidney
area.

The family was informed about the chromosomal diseases, screening
tests, and amniocentesis. After the perinatology council, termination
of pregnancy was introduced to the family. Since the family
requested to terminate the pregnancy, informed consent was
obtained and the pregnancy terminated. Termination was carried out
by labor induction with 100 mg sublingual misoprostol administration
every three hours for twenty-four hours. Bumm uterine curette was
used to empty the uterine cavity at the end of twenty-four hours. The
patient was asked for the permission of this case report publication

and usage of the figures, she approved the publication.

Figure 1: (a) parasitic lower extremity 3D ultrasonographic picture (b)
parasitic lower extremity (femur) ultrasonographic picture

Figure 2: (a, b) parasiticthird lower extremity of abortion material, (c)
polydactyly of abortion material, (d) ambiguous genitalia of abortion
material
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Discussion

Early antenatal diagnosis of heteropagus become easier with the
developed imaging techniques. Therefore, family counseling, decisions
of prenatal and postnatal management, and surgery planning can be
done more safely.

Although the number is not a lot, there were some cases published in
the past years about heteropagus. Norman published the case of
ischiopagus which had duplicated leg and polydactyly in 1964 [3]. In
our case, genital and urinary system abnormalities such as unilateral
renal agenesis and ambiguous genitalia were accompanied. Additional
system abnormalities were found in 2/3 of the cases [3]. Commonly
seen additional system abnormalities are urinary and gastrointestinal
system abnormalities and rarer than these, it is possible to see outer
genital area malformations, abdominal wall deformities, and neural

tube defects [3, 4, and 5].

AKAR et al.

A seventeen years old ischiopagus case which was reported by Gokcen in
2015 was operated successfully [5]. The success of the surgery were due
to absence of accompanying gastrointestinal or genitourinary system
abnormalities. It is important to keep in mind that this patient
population requires multidisciplinary approach.

In our case, because of the early diagnosis and presented additional
congenital abnormalities, family decided to terminate the pregnancy. It
is thought that congenital cardiac abnormality in the previous pregnancy
and psychological atmosphere due to the abnormalities in the current
pregnancy effected the decision of the family.

Knowledge and experience are limited regarding the heteropagus
management due to limited number of case reports. More radical and
brave management techniques may be described with increasing new

cases.
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Appendicitis Detected Insidentally In The Incisional Hernia Sac

insizyonel Herni Kesesinde insidental Saptanan Apandisit

0z

insizyonel herniler, karin operasyonlarindan sonra %10-15 oraninda
gelisebilmektedir. insizyonel herni kesesi icinde apendiks saptanmasi oldukca
nadir bir durumdur. Bu vakamizda 6ncesinde batin operasyonu gelismis ve
insizyonel herni gelismis bir olguda, elektif yapilan bir herni operasyonu
sirasinda herni  kesesi icerisinde apendiks vermiformisin bulunmasini
sunacagiz.

Anahtar Kelimeler: Apandisit, insizyonel herni, insidental

Abstract

The rate of incisional hernia development following abdominal surgeries is 10-
15%. Discovering the appendix with in an incisional hernia sac is a
substantiallyr are incident. In this case report wepresent our discovery of
appendix vermiformis with in the hernia sac during an elective hernia repair of
a patient who had undergone abdominal surgery and has developed an
incisional hernia.

Keywords: Appendicitis,Incisional hernia, incidental

Girig

Herni kesesi icinde apendix vermi formis saptanmasi nadir bir olaydir.
Abdominal duvar fitiklarinin ortalama %75’i kasikta meydana gelir.(1) Daha
onceki yapilan galismalarda herni kesesi iginde apendiks saptanmasi hem sik
gorilmesi hem de anatomik yakinlik sebebiyle en sik kasik fitigi ile beraber
tanimlanmistir.(2-4)Bu  ¢alismada insizyonel herni kesesinde apendiks
saptanmasinin nadir bir olgu olarak diistintilmektedir. Hastanin onami alinarak

olgu sunumu yazilmistir.

Olgu Sunumu

Yedi ay 6nce baska bir saglik merkezinde umblikal herni nedeniyle opere olan
65 yasindaki kadin hasta,fitiginin niiks etmesi tzerine klinigimize basvurdu.
Hastanin ¢ekilen abdominal bilgisayarli tomografisinde (BT) sinde batin 6n
duvar sag kadranda yaklasik 30 mm’ lik bir segmentten herniye mezenterik
yagh planlar ve barsak anslari izlenmesi lizerine hastaya elektif sartlarda
laparoskopik ameliyat karar alindi. Ameliyatta, yapilan laparoskopik
eksplorasyonda umblikal bolgede 3 cm’lik faysa defektive bu defektten fitik
kesesine barsak anslarinin girdigi gorildi. Enerji cihazi (Ligasure®) yardimiyla
omentum batin duvarindan rediikte edildikten sonra fitik kesesinde ¢ekum ve

beraberinde apendiks oldugu gorildi.(Resim 1,2)
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Resim 2: Apendiks vermiformis

Makroskobikin flamasyon gozlenmedi. Laparoskopik aletleri ile
apendiks manuple edildigi icin apendektomi yapilmasina karar verildi.
Apendiksin gidugi 3 adet kliple kapatilarak apendektomi yapildi.
Spesmen patolojiye gonderildi. 20x15cm’likdual mesh batin duvarina

tespitlenerek fitik onarimi yapildi. (Resim 3)

Resim 3: Yama tespiti

Postoperatif 1. giinde hastanin gaz gikisi olmasi tzerine oral alimi
sulu gida ile agildi. Postoperatif 2. glininde hasta taburcu oldu. 1
hafta sonra poliklinige kontrole gelen hastanin fizik muayenede
insizyon bolgesinden akintisi olmadigi goruldi, batini rahatti.
Labarotuvar bulgulari normal olarak saptandi. Patoloji raporunda
apendiks 7,5 cm uzunlugunda 8 mm ¢apinda limeninde fekaloid

izlenmis olup akut apandisit ile uyumlu geldi.

insizyonel Herni Kesesinde insidental Saptanan Apandisit

Tartisma

Herni kesesinde apendiks saptanmasi oldukga nadir bir durum olmasina
karsin, bilinen ilk apendektomi girisimi 1736’da Cladius Amyand tarafindan
Londra’da, skrotal hernisi ve fekal fistili olan 11 yasindaki bir erkek
gocugunda herni kesesi icerisinde omentum ile gevrelenmis perfore bir
apendiks saptanmasi Uzerine gergeklestirilmistir.(5) O zamandan sonra
inguinalherni icinde apendiks saptanmasi Amyand’ in hernisi olarak
terminolojiye girmistir. inguinal herni kesesi iginde normal apendiks
saptanmasi insidansi %1 iken, akut apandisit saptanmasi oldukga nadir olup
yaklasik %0,13’tur.(2)Gurer ve ark 'nin (3) ¢alismasinda 1950 kasik fitig vakasi
incelenmig ve bu vakalarin sadece 12 tanesinde fitik kesesi iginde (%0,51)
apendiks saptanmis olup, 2 tanesinin patolojisi akut apandisit ile uyumlu
gelmistir. Meinke ve ark nin. (4) ¢alismasinda 70 yillik stre¢ retrospektif
olarak incelendiginde yalniz 45 vakada kasik fitig1 kesesi icinde apendiks
saptanmistir.Yapilan galismalar bize herni kesesinde apendiks saptanmasini
daha ¢ok kasik fitigi ile beraber tanimladiklarini gostermistir.Arnaiz’ in
umblikal herni kesesinde saptadigi perfore apendisit olgu sunumu, (6)
Dittmar’ in bobrek nakli sonrasinda gelisen insizyonel herni kesesindeki
apendiks olgu sunumu, (7) Al- Hadithy’in radikal nefrektomi sonrasi gelisen
insizyonel herni kesesindeki apendisit vakasi, ( 8) Al-Qahtani’nin karserepara
umblika lherni iginde saptanan perfore apendisit vakasi(9 ) ve bizim vakamiz
da kasik fitigina oranla ¢ok daha nadir de olsa diger fitiklarla da beraber
olabilecegini gostermektedir. Gurer’ in ¢alismasinda saptanan 12 vakanin 5
aylk bebek disindaki 11 hastaya apendektomi yapilmis, fittk onarimlari
Bassini, Shouldice ve McWay yontemleriyle gergeklestirilmistir. (3) Agri ve
sisme sikayeti ile basvuran, inkarsere veya strangileinguinalherni diye acil
ameliyata alinan 18 vakanin incelendigi Sharma ve ark’nin. (2) ¢alismasinda;
11 tanesinde fitik kesesinde normal apendiks saptanmis apendektomi
yapilmadan yama ile fitik onarimi yapilmis, 4 tanesinde akut apendisit, 3
tanesinde perfore apendisit saptanmasi Uzerine bu 7 vakanin altisina
apendektomi, birine sag hemikolektomi uygulanmis, fitik onarimlari ise
Bassini yontemi ile yapilmistir.Bu iki ¢alismada apendektomi yapilan
hastalara yama ile fitik onarimi yapiimamistir. Ancak biz ameliyat sirasinda
makroskobik olarak apendiks gorinimani apandisit olarak
degerlendirmedigimiz ve hastada apandisit klinigi bulgulari olmadigi igin
yama koymada sakinca bulmadik ve dual mesh kullanarak fitik onarimini
gergeklestirdik. Patoloji sonucunun akut apandisit ile uyumlu gelmesini ise
spesmenin formol igindefazla bekletilmesinin ve laparoskopik aletler ile
apendiksin asiri manuplasyonunun inflamasyon ve iskemiye yol agmis
olabilecegi ile iliskilendirdik.

Sonug olarak bu vaka insizyonel herni kesesinde de apendiks olabilecegini ve
bu hastalarda kusku halinde apandisit klinigini arastirmamiz gerektigini bize
gosterdi. Literatlrdeki olgulardan daha farkli bir yaklasim uyguladigimiz
vakamizda tek seanstahemapendektomiyaptik, hem fitik onarimini saglamis
olduk. Ayrica hastanin en biyik konforu bunu laparoskopik IPOM
(intraperitonealonly mesh) yontemiyle gergeklestirmemiz oldu. Olgumuzda
hastanin fitikk onariminda yama kullanmamiz herhangi bir komplikasyona yol
acmamis olsada; apendektomi ve fitik onarimi yapilan vakalarda yama

kullanilip kullanilmamasina dair daha fazla galismaya ihtiyag vardir.
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Primary Colonic Lenfoma (Maltoma) : A Rare Case

Primer Kolon Lenfomasi (Maltoma) : Nadir Bir Vaka

Abstract

Primary colonic lymphoma is one of the rarest tumors of the gastrointestinal
tract. In the literature there are some cases presented with gastrointestinal
bleeding or iron deficiency due to maltoma but there are limited cases with
obstruction caused by colonic maltoma. Gastrointestinal lenfomas are mostly
non-Hodgkin lenfomas and many of them are settled in the stomach. Colonic
presentation of malt lenfoma occurs about at the rate of %1-5. So, we would
like to present a rare case with primary colonic lenfoma referred to the
hospital with obstruction clinic and discharged home with full recovery after
surgery. The patient received written concent that the data about him would
be used for scientific publication purposes.

Keywords: Colonic lenfoma, maltoma, gastrointestinal obstruction, caecum

lenfoma

0z

Primer kolon lenfomasi gastrointestinal traktin en nadir gorilen
timorlerinden biridir. Literatlrde gastrointestinal kanama ya da demir
eksikligiyle presente olmus maltoma vakalari olmasina ragmen, kolon
maltomasi sebebiyle obstriksiyonla klinik presentasyonu olan vaka
bildirilmemistir. Gastrointestinal lenfomalarin ¢ogu non-Hodgkin lenfomadir
ve bunlarin biyltk kismi mide lokalizasyonludur. Malt lenfomanin kolonik
yerlesimi yaklasik %1-5 oraninda gorllmektedir. Bu vyizden, klinigimize
gastrointestinal obstruksiyon bulgulariyla bagvuran ve sebep olarak primer
kolon lenfomasi saptandiktan sonra cerrahi tedavi ile kir saglanan nadir
hastayl sunmayl amagcladik. Hastadan verilerinin bilimsel yayin amach
kullanilabilecegine dair yazili onam alindi.

Anahtar Kelimeler: Kolon lenfomasi, maltoma, gastrointestinal obstruksiyon,

¢ekum lenfomasi

Introduction

Primary colonic lymphomas are rarely seen tumors of the gastrointestinal
tract. The gastrointestinal tract is the most common extranodal site
constituting about 5%-20% of cases. Most of the colonic lymphomas are non-
Hodgkin (NHL) lymphomas.* The most commonly involved site is the stomach.
Mucosa-associated lymphoid tissue(MALT) lymphoma involving caecum is
rarely seen.?2 MALT lymphoma is uncommon in the colon accounts for about
1-5% in all over gastrointestinal lymphomas. The therapeutic strategies of this
rare entity are not well defined and require further research. In this case, we
have this rare caecum MALT lymphoma presented to our hospital with

obstruction.
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Case presentation

A 85-year-old male patient presented to our hospital with
abdominal pain and tenderness. He had no defecation during the
last week and he had abdominal distention on examination. In his
medical history, he had no abdominal surgery. His temperature was
36.8 C, his blood pressure 110/70 mm Hg, pulse rate 80 per minute.
In his history, we learned he had a colonoscopy about one year ago
but his biopsy result wasn't reported or he didn’t followed it. We
found a mass about 8 cm presented in the caecum in our
colonoscopy (Figure 1). Also, a mass obstructed caecum and
multiple paraaortic, aortocaval, paracoliac mesenteric
lymphadenopathy measured with 3mm tallest dimension in size
were found with Intravenous contrasted computed tomography
(Figure 2). Distant organ metastasis was not detected. The patient
was taken to surgery. We performed right hemicolectomy and ileo-
transverse anastomosis. 8cm solid tumoral lesion that protruded
into the lumen had infiltrated subserosa and focal ulcerations, focal
lymphoepithelial lesions were seen (Figure 3).
Immunohistochemical stains of specimen was CD3(-), CD20(+),
CD5(-), CD10(-), CD23(-), bcl2(+), bcl6 (-), CyclinD1(-). Ki-67
proliferation index was 8-10% (Figure 4). Findings were associated
with extranodal marginal zone of MALT lymphoma of the caecum
and 14 lymph nodes were involved. After the surgery he was
followed up in the intensive care unit for 3 days. Bone marrow
biopsy was performed after the operation and results found
negative. He was discharged with full recovery after 2 weeks service
follow-up and transferred to the follow-up list with hematology and

oncology before discharge.

Figure 1: Mass about 8 cm presented in the caecum in our colonoscopy

Primer Kolon Lenfomasi (Maltoma) : Nadir Bir Vaka

Figure 2: Mass obstructed caecum and multiple paraaortic, aortocaval, paracoliac
mesenteric lymphadenopathy

Figure 3: Infiltrated subserosa and focal ulcerations, focal lymphoepithelial
lesions

Figure 4: Immunohistochemical stains of specimen
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Discussion

MALT lymphoma is defined as an extranodal marginal zone B-cell
lymphoma of MALT type. Middle age and older adults with both
sexes are equally affected. Similar to our patient, the most common
site in the large intestine is the caecum,

Although ileus is a well-known complication of small bowel
lymphoma it is not wusually seen in MALT Ilymphoma.}
Endoscopically colonic MALT lymphoma, unlike gastric MALT
lymphoma, rarely have ulceration and most of them present with
elevated polypoid or submucosal tumor-like lesions.* Malt
lymphoma has rates of 1% involves in the colon.*> Rectal bleeding,
iron deficiency are common clinical presentations with MALT
lymphoma but obstruction is an uncommon clinic presentation.

S. Cai et all. listed common symptoms with NHL of the colon and
rectum in one study and most of the patients presented with
abdominal pain and hematochezia.® None of the patients had the
bowel obstruction.

The World Health Organization (WHO) classification subtypes
lymphomas into diffuse large B cell lymphoma (DLBCL), follicular
lymphoma, mantle lymphoma, MALT lymphoma.
Histopathologically, most of the colorectal lymphomas are B cell
lineage and there are rare cases reported Hodgkin lymphoma.
There is no consensus on treatment of colorectal MALT lymphoma.
Treatments include radiation only, surgical resection, endoscopic
mucosal resection, and chemoimmunotherapy were reported.”®°
The choice of any of the above mentioned treatments, depends on
whether the disease is localized or disseminated. Conservative
treatment is preferred to surgery in the localized gastric
lymphomas, the same is not true for intestinal lymphomas because
the surgery in combination with chemotherapy has proven superior

to any other treatment combination.

DONMEZ et al.

B. Kiesewetter at all. outlined in a review that chemoimmunotherapy
for MALT lymphoma has been an increasing treatment option for
localized MALT lymphomas also. For disseminated MALT lymphomas,
first treatment choice is chemoimmunotherapy.l® The treatment for
primary malignant lymphomas in general requires a multidisciplinary
approach, combining surgery and chemotherapy.

In conclusion, colonic MALT lymphoma is a rare entity presenting as
obstruction. There are no definite guidelines for the management of
nongastric MALT lymphoma. In our experience MALT lymphoma
presented with obstruction, unlike the literature. Although it is a rare
entity, the clinician should keep this MALT lymphoma presentation in
mind. Patient on therapy should have colonoscopy follow-up at
frequent intervals. There is very little data on ideal treatment but MALT
lymphoma could occur with obstruction, so future studies are needed
if the mass size is important for the surgery decision. Although the first
treatment option is the chemotherapy in disseminated disease, the
patient could present first to the surgeon and this could change the
treatment modality.

Patient consent: Patient provided both oral and written consent for

the information gathered and the publication of his case.
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A Case of Ceftriaxone and Metranidazole Induced Coronary

Spasm : Kounis Syndrome

Seftriakson ve Metranidazol ile indiiklenen Koroner Vazospazm:

Kounis Sendromu

Abstract

Background: Acute coronary syndromes associated with allergy-induced coronary
vasospasm are known as "Kounis syndrome"(KS). This syndrome has a wide clinical
spectrum because of the variability in the underlying pathogenesis.

Methods: We present a case of anaphylactic acute coronary sydrome developed
after parenteral antibiotic administration. The patient received written concent that
the data about her would be used for scientific publication purposes.

Conclusion: Kounis syndrome cases, although under reported, are more often
encountered in clinical practice and it is anticipated that many more causative
factors will be implicated in the future. There fore, Kounis Syndrome should be kept
in mind in all cases of allergic reaction / anaphylaxis.

Keywords: Allergic angina , kounis syndrome , allergic coronary vasospasm , allergic

MI
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Girig: Alerjiye bagh koroner vazospazm ile iligkili akut koroner sendromlar "Kounis
sendromu" (KS) olarak bilinir. Bu sendromun altinda yatan patogenezdeki degiskenlik
nedeniyle genis bir klinik spektrum vardir.

Method: Parenteral antibiyotik uygulamasi sonrasi akut anafilaktik koroner sendrom
gelisen hastayr sunmaylr amagladik. Hastadan verilerinin bilimsel yayin amach
kullanilacagina dair yazili onam alindi.

Sonug: Kounis sendromu vakalari, bildirilmemesine ragmen, klinik uygulamada daha
stk gorulir ve gelecekte daha birgok nedensel faktoriin ortaya gikacagi tahmin
edilmektedir. Bu nedenle, Kounis Sendromu tim alerjik reaksiyon / anafilaksi
vakalarinda akilda tutulmahdir.

Anahtar Kelimeler: Alerjik anjina, kounis sendromu, alerjik koroner vazospazm,

alerjik M1

Introduction

Anaphylaxis rarely presents as vasospastic acute coronary syndrome with or without
underlying coronary artery disease. Acute coronary syndromes associated with
allergy-induced coronary vasospasm are known as "Kounis syndrome"(KS).This
syndrome has a wide clinical spectrum because of the variability in the underlying
pathogenesis. The release of inflammatory cytokines through mast cell activation
during a hypersensitivity reaction triggered by food, insect bites, or drugs is the main
pathophysiological mechanism of coronary vasospasm in KS.We present a case of
anaphylactic acute coronary sydrome developed after parenteral antibiotic

administration.
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Case

A 35-year-old woman without known concomitant disease presented
with severe hypotension (50/20 mmHg) and syncope immediately
after ceftriaxone 1 gr and metronidazole %5 100 ml intravenous half-
hour infusion in the cottage hospital. Antibiotic treatment was
arranged by obstetrician due to pelvic inflammatory disease and this
was the first dose. Her weight was 70 kg and body mass index was
25,7. Intravenous adrenalin 0,5 mg and prednisolon 40 mg and
ranitidine 50 mg were applied urgently. The hemodynamics were more
stable (blood pressure 90/60 mmHg , heart rate 105/min) when she
was brought to the public hospital. She had normal sinus rhythm and
no ST-T wave changes. Kounis syndrome was suspected due to
increased troponin T and creatinekinase-MB (CKMB) levels. The other
routine blood tests were normal and she had no chest pain or
respiratory distress. Coraspin 200 mg orally and predisolon 60 mg,
feniramin 45.5 mg and esomeprazol 40 mg intravenously were given.
She was referred to the university hospital due to the absence of
intensive care unit.Ventricular wall motions and ejection fraction were
evaluated normal by transthorasic echocardiography in intensive care
unit. From the 3rd hour on, she started to suffer from chest pain and
troponin levels were still high. Hemodynamics were stable and
nitroglycerine 0.5-2 mg/hr intravenous infusion was started to ensure
coronary vasodilatation. There was no major changes in ECG during
24-hour follow-up (figure 1) and troponin and CKMB levels dropped
dramatically (Table 1). Also chest pain disappeared after intravenous
tramadol 100 mg and 4 hours of nitroglyserine infusion but we
continued the infusion 24 hours prophylactically at the lowest dose
and then stopped. At the end of 72-hour follow-up she was discharged
with full recovery. The patient received written concent that the data

about her would be used for scientific publication purposes.

Table 1: HemodinamicParameters, TroponinT and CK-MB levels by
days at intensive care unit

Blood Heart Rate Troponin CK-MB
Pressure Tvalues values
1stday 112/ 70 108/min 481 pg/mL 20,14
mmHg ng/mL
2ndday 113/66 110/min 389 pg/mL 20,01
mmHg ng/mL
3rdday 114/71 80/min 133 pg/mL 5,48 ng/mL
mmHg

*CK-MB;creatinekinase-MB
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Figure 1: Electrocardiogram (ECG)
changes during follow-up
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Discussion

Acute coronary syndrome accompanying mast cell activation from
allergic, hypersensitivity, or anaphylactoid reactions was first described
by Kounis and Zavras in 1991 and has been referred to as “allergic
angina” or “allergic myocardial infarction” (1, 2). Vasospastic allergic
angina, allergic myocardial infarction and stent thrombosis with
occluding thrombus infiltrated by eosinophils and/or mast cells
constitute are the three reported, so far, variants of this syndrome.Three
types of KS have been previously described (3). Type | includes patients
with normal coronary arteries without predisposing factors for coronary
artery disease in whom the acute allergic insult leads to coronary artery
spasm with normal cardiac biomarkers or infarction with positive cardiac
biomarkers. This variant represents a manifestation of endothelial
dysfunction or microvascular angina (4). The type Il variant includes
patients with culprit but inactive preexistingatheromatous disease, in
whom the allergic insult leads to plaque erosion or rupture, leading to
acute myocardial infarction or coronary vasospasm with normal cardiac
enzymes (5). The type Il variant includes coronary artery stent
thrombosis secondary to allergic reaction (5). Our patient had no
predisposing factor for coronary artery spasm and no past history. The
diagnosis of Kounis syndrome is based on clinical symptoms and signs as
well as on laboratory, electrocardiographic, echocardiographic and
angiographic evidence. A variety of these findings might accompany

argic symptomatology that helps in putting the correct diagnosis (3).
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We didn’t need angiography because we didn’t see any myocardial
infarction area and ventricular wall disfunction with transthorasic
echocardiography and we had stable hemodynamics and good
response to medical treatment. So we decided not to do angiography
to avoid possible complications of it.

Measuring serum tryptase, histamine, cardiac enzymes and cardiac
troponins are particularly helpful estimations. The sole source of
tryptase is the mast cells, although negligible amounts of tryptase are
found in human basophils. Tryptase, like other inflammatory
mediators, is short lived and has a half-life of about 90 min. The best
time for the first specimen seems to be half an hour after the initial
symptoms and 30 minute after during the following 2 h (7).
Histamine release from mast cells is rapid and short lived and
circulates for only about 8 min after an allergic event, therefore blood
samples should be collected immediate after the onset of chest pain
and before any analgesic, especially morphine, administration (8).
We didn’t search about tryptase and histamine blood levels because
it couldn’t be done in the first public hospital and their half-times are

too short.
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Conclusion

Kounis syndrome cases, although under reported, are more often
encountered in clinical practice and it is anticipated that many more
causative factors will be implicated in the future. Therefore, Kounis
Syndrome should be kept in mind in all cases of allergic reaction /
anaphylaxis.

Patient consent: Patient provided both oral and written consent for the

information gathered and the publication of his case on 26 July 2019.
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