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trastuzumab tedavisi almis ve sonrasinda relaps gelismis hastalarda endike degildir. PERJETA® tedavisi alirken progresyon gosteren hastalarda bir daha monoterapi veya kombinasyon tedavisinin bir parcasi olarak devam edilemez.
PERJETA® infiizyon yoluyla intravenéz olarak uygulanir; intravendz puse veya bolus olarak uygulanmamalidir. Onerilen yikleme dozu, 60 dakikalik intravenéz inflizyon yoluyla uygulanan 840 mg ve takiben 3 haftada bir 30 ila 60 dakika
streyle uygulanan 420 mg'lik idame dozudur. Tibbi tirtinler sirali olarak uygulanmalidir. PERJETA® ve trastuzumab herhangi bir sirayla verilebilir. Dosetaksel hastaya PERJETA® ve trastuzumabdan sonra uygulanmalidir. Her PERJETA®
inflizyonundan sonra ve sonrasindaki herhangi bir trastuzumab ya da dosetaksel infizyonundan énce 30 ila 60 dakikalik bir gézlem periyodu olmalidir. Hastalik progresyonu veya yénetilemez toksisite gériilene dek hastalar PERJETA® ile
tedavi edilmelidir.iki ardisik inflizyon arasindaki stire 6 haftadan kisaysa, planlanan bir sonraki dozdan bagimsiz olarak 420 mg PERJETA® dozu en kisa siirede uygulanmalidir. iki ardisik inflzyon arasindaki sire 6 hafta veya daha uzunsa,
840 mg PERJETA® baslangic yikleme dozu 60 dakikalik intravendz inflizyon olarak yeniden uygulanmalidir ve takiben 3 haftada bir 30 ila 60 dakika streyle 420 mg’luk idame dozu uygulanmalidir. PERJETA® icin doz azaltimi 6nerilmez.
KONTRENDIKASYONLAR: Pertuzumaba veya yardimc maddelerden (Asetik asit, glasiyal; L-Histidin; Sukroz; Polisorbat 20; Enjeksiyonluk su) herhangi birine karsi bilinen asiri duyarlilik. SOL VENTRIKUL DiISFONKSiIYONU: Konjestif kalp
yetmezligini dustndiren bulgu ve belirtiler; sol ventrikul ejeksiyon fraksiyonunun (LVEF) %40'in altina dismesi; tedavi éncesi degerlerinin >%10 puan diismesiyle iliskili olarak LVEF'in %40-%45 olmasi durumunda PERJETA® ve
trastuzumab dozlamasina en az 3 hafta sureyle ara verin. inflizyon, hastanin NCI-CTCAE derece 4 reaksiyonu (anafilaksi), bronkospazm veya akut solunum sikintisi sendromu yasamasi durumunda derhal kesilmelidir. OZEL
POPULASYONLARA iLiSKIN EK BILGILER: Cocuklarda ve 18 yasindan kiicik adolesanlarda PERJETA givenliligi ve etkililigi kanitlanmamistir; pediatrik populasyonda kullanimi mevcut degildir. Gebelik kategorisi: D. PERJETA® gerekli
olmadikca gebelik déneminde kullanilmamalidir. Cocuk dogurma potansiyeli olan kadinlar PERJETA® tedavisi alirken ve son PERJETA® dozundan sonra 6 ay siiresince etkili bir dogum koruma yéntemi kullanmalidir. ISTENMEYEN ETKILER:
En yaygin advers ilac reaksiyonlari (AiR'ler) (=%350) ishal, alopesi ve nétropenidir. En yaygin NCI-CTCAE (versiyon 3) derece 3-4 AiR’ler (>%10) ise nétropeni, febril nétropeni ve lI6kopeni, en yaygin ciddi advers olaylar ise febril nétropeni,
nétropeni ve ishaldir. Tedauvi ile iliskili 6limler PERJETA® ile tedavi edilen gruptaki hastalarda %1.2, plasebo ile tedavi edilen gruptaki hastalarda ise % 1.5 oraninda olmus ve 6lumler baslica febril n6tropeni ve/veya enfeksiyon nedeniyle
meydana gelmistir. SUPHELI ADVERS REAKSIYONLARIN RAPORLANMASI: Ruhsatlandirma sonrasi stipheli ilac advers reaksiyonlarinin raporlanmasi biytik 6nem tasimaktadir. Raporlama yapilmasi, ilacin yarar/risk dengesinin strekli olarak
izlenmesine olanak saglar. Saglik meslegi mensuplarinin herhangi bir stipheli advers reaksiyonu Turkiye Farmakovijilans Merkezi'ne (TUFAM) bildirmeleri gerekmektedir (www.titck.gov.tr; e-posta: tufam@titck.gov.tr; tel: 0 800 314 00 08;
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YAZARLARA BIiLGILER

Genel Bilgiler ve Editorler Kurulu Politikasi

Medicana Medical Journal (MMJ) yazi dili Tiirkce ve Ingilizce olan
Ocak, Mayis ve Eyliil aylarinda olmak tizere dort ayda bir, yilda ti¢ kez
yayimlanan hakemli bir dergi olup orijinal makale, literatlir gézden
gecirmeleri, olgu sunumlari, teknik bildirileri ve uzman gortslerini
yayinlar. Her makalenin basinda yazi bashgi, 6zet ve “medline” kural-
larina gére diizenlenmis anahtar kelimelerin ingilizceleri verilmekte-
dir.

Tum vyazilar bilimsel katkilari, 6zgtinlikleri ve icerikleri acisindan
bilimsel komite tarafindan bagimsiz hakemlik ilkelerine gére deger-
lendirilir. Derginin editoryal ve yayin siirecleri International Com-
mittee of Medical Journal Editors (ICMJE), the World Association of
Medical Editors (WAME), the Council of Science Editors (CSE), the
Committee on Publication Ethics (COPE), and the European Associa-
tion of Science Editors (EASE) gibi uluslararasi kuruluslarin kurallari-
na uygun olarak sekillenmektedir.

MMJ'de yayinlanan ifadeler ya da gorusler editorler, yayin kurulu ya
da yayincinin degil yazar(lar)in goris ve bakis acisini yansitmaktadir;
yayinlanan icerige ait nihai sorumluluk yazarin kendisine aittir.

Bilimsel ve Etik Sorumluluk

Yazarlar, bilimsel verilerinin dogrulugundan bizzat sorumludurlar.
Kisilerin yazarlik hakkini, calismaya verdikleri katkiya uygun olarak
elde ettikleri kabul edilir.

Yazarlik haklarina riayet etmek, hayalet ve lituf yazarliga imkan ver-
memek icin ‘Yazar Katki Formu; sorumlu yazar tarafindan doldurul-
malidir.

Makalede, bir kitap veya yayinda yayimlanmis bir gériintt kullanil-
masl durumunda, yayin sahibi ve yayimlayici kurumdan yazili izin
alinmasi ve gonderim asamasinda s6z konusu iznin Yayin Kurulu'na
sunulmasi gerekmektedir.

Ust yazida, calisma kapsaminda incelenen kisilerden veya yasal
vasilerinden ‘bilgilendirilmis onam formu’ (“informed consent”) ve
calisilan kurumun etik kurulundan ‘etik kurul izni* alinip/alinmadigi
veya calismada insan deneyleri ile ilgili 1975'te yayimlanan Helsin-
ki Bildirgesi'ne uyulup/uyulmadigi belirtilmeli, varsa aksi durumlar
aciklanmalidir. Deneysel calismalar ve ilag arastirmalarinda, Diinya
Tip Dernegdi “World Medical Association (WMA)” tarafindan belir-
lenen“Declaration of Helsinki-Ethical Principles for Medical Research
Involving Human Subjects” ve “Guide for the Care and Use of Labora-
tory Animals”ile ilgili etik komisyon raporu istenecektir.

Arastirmalara yapilan her tiirli yardim ve diger desteklerin alindigi
kisi ve kuruluslar beyan edilmeli ve cikar catismasiyla ilgili durum-
lari agiklamak amaciyla “International Committee of Medical Journal
Editors” (ICMJE) Potansiyel Cikar Catismalari Bildirim Formu doldu-
rulmaldir.

Telif Hakki

Yazarlar, yazinin degerlendirme asamasindan itibaren, ulusal ve
uluslararasi yasalar cercevesindeki her tirli telif hakkini dergiye
devreder. Bunun igin, tiim yazarlar tarafindan imzalanan “Yayin Hak-
ki Devir Formu’, yazinin sisteme yliklenmesi asamasinda dergiye
ayrica gonderilmelidir. Yazilarda kullanilan metin, tablo, sekil, resim
ve her tirll icerigin, ulusal ve uluslararasi telif haklarina konu ola-
bilecek mali ve hukuki sorumlulugu yazarlara aittir. Yayima kabul
edilen makalenin yayin hakki, alinan telif hakki devri dogrultusunda
MMJ'ye gecer. Daha 6nce herhangi bir dilde basilmis yazilar dergide
basiimak tizere degerlendiriimez. Yazarlar MMJ'ye gdnderdikleri bir
yaziyi baska bir dergi veya yayin unsuruna génderemezler. Makalel-
erde yapilacak tim degisiklerde yazarin izni alinir.

Ust Yazi .
MMJ'ye génderilecek tiim yazilar, bir “list yazi” icermelidir. Ust yazi-

da; iletisim kurulacak yazar(lar)in adres, telefon, faks numaralar ve
e-posta adresleri, yazinin ayni zamanda degerlendiriimek lizere bas-
ka bir elektronik ya da basili mecraya gonderilip/gonderilmedigi ve
daha 6nce Tiirkge ya da baska bir dilde yayimlanip/yayimlanmadigi
belirtilmelidir. Ayrica, degerlendirme asamasindaki yazinin deger-
lendirme surecindeyken baska bir dergiye gonderilmeyecedi bilgi-
si acikca vurgulanmalidir. Hazirlanan yazi, kagida basildiktan sonra
imzalanmali ve bu haliyle taranarak .jpg dosyasina donusturldik-
ten sonra sistemimize yiiklenmelidir. Daha 6nce baska bir dergiye
gonderilen, ancak yayina kabul edilmeyen yazlar igin agiklama
yapilmalidir. Bu yazilarin, onceki hakem raporlarinin Dergimize
gonderilmesi, degerlendirme stirecinin hizlanmasini saglayacaktir.
Toplantilarda sunulan yazilar icin organizasyonun tam adi, tarihi,
sehri ve Ulkesi belirtilmelidir.

Cevrimici Makale Gonderme

Yazilar, A4 kagidi boyutundaki sayfada, Arial yazi karakterinde, 12
punto, 1.5 satir arasi ile Word belgesi (*.doc) olarak hazirlanmali,
www.mmj.org adresindeki “cevrimici yazi gonder-takip et” sistemi
kullanilarak génderilmelidir. Bu sistem disindan génderilen yazilar
degerlendirmeye alinmayacaktir. letisim kurulacak yazarlara,
sisteme kayit olmalarindan sonra, kullanici adi ve sifre saglanacak-
tir. Yazarlarin, tanimlanan kullanici adi ve sifre ile makale gonderme
sistemine girmelerinden sonra, sistemin yonlendirici bilgilerini dik-
katlice okumalari ve tiim bilgileri eksiksiz kaydetmeleri, gereksiz
gecikmeleri 6nleyecektir. Yazinin resim, sekil, tablo ve kaynak gibi
eklerinin yani sira, “Ust yaz!', “telif hakki devir formu’, “potansiyel
¢ikar catismalari bildirim formu” ve “etik kurul izin” formlari gibi ge-
rekli ek belgeler de ayni anda sisteme yiiklenmelidir.

Makalelerin Hazirlanmasi

Yazilarin formati Dergi kurallarina ve ICMJE tarafindan hazirlanan
ICMJE-Recommendations for the Conduct, Reporting, Editing and
Publication of Scholarly Work in Medical Journals (updated in De-
cember 2015-http://www.icmje.org/icmje-recommendations.pdf)
kurallarina gore diizenlenmeli, sunumu ise uluslararasi kilavuzlara
uygun olmalidir. Randomize calismalar Hata! Kopri basvurusu
gecerli degil., gozlemsel calismalar STROBE, tanisal degerli calisma-
lar STARD, sistematik derleme ve meta-analizler PRISMA, hayvan
deneyli calismalar ARRIVE ve randomize olmayan davranis ve halk
sagligiyla ilgili calismalar TREND kilavuzlarina uyumlu hazirlanma-
hdir.

Makale yaziminda, Tuirk Dil Kurumu'nun Bilim ve Sanat Terimleri S6-
zligi ve Tip Terimleri Kilavuzu gibi kaynaklar kullanilmalidir. Kisalt-
malar, 6zet ve ana metin icerisinde ayri ayri olmak tzere, ilk kullanim-
da tanimlanmali ve kisaltma, tanimin ardindan parantez icerisinde
verilmelidir. Kisaltmalarin dilimizde kullanilan sekli tercih edilmelidir
(CT yerine BT gibi). Yabanci sézciikler, Tiirkce okunuslarina gore yazil-
malidir. Dergi, gerekli gérduigii yerlerde dil ve yazim ile ilgili uygun
duzeltmeleri yapma hakkini sakli tutar. Yazilar, gerekli gorildiginde
diizeltme yapilmak tizere sorumlu yazara geri gonderilebilir.

Dergiye gonderilen yazilar ilk asamada, Editorler tarafindan 6n
degerlendirmeye alinir. intihal, kopya ve miikerrer yazim (“duplica-
tion”) acisindan yayin denetimleri de bu asamada yapilir. Bu tiirden
etik sorunlarin saptanmasi durumunda, Committee on Publication
Ethics (COPE) kilavuzlar gercevesinde islem yapilacaktir. Bu asama-
lar gectikten sonra yaz, ¢ift-kor yontemle secilmis en az 2 hakeme
gonderilir. Hakemler, yazinin konusuyla ilgili uluslararast literatiirde
yayinlari ve atiflari olan bagimsiz uzmanlar arasindan secilmektedir.
Arastirmalar, sistematik derlemeler ve meta-analiz yazilari ayrica
istatistik kontroliinden gecirilir. Yazarlar, metinde buytik bir degisik-
lik yapilmamasi sartiyla, Editorler tarafindan gerekli gorilen diizelt-
melerin yapilmasini kabul ederler.

Yazilar basima kabul edildikten sonra yazar sayisinda ekleme, ¢ikar-
ma veya isim sirasinda degisiklik yapilamaz.
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Baslik Sayfasi

Heryazida baslik sayfasi, cevrimici (“online”) sisteme ayri bir Microsoft
Word dosyasi olarak yiiklenmeli, yazinin Tiirkge-ingilizce baslgi, en
son akademik dereceleriyle birlikte yazarlarin tam adlari, calismanin
yapildigi boltim, kurum, sehir ve ulke bilgilerini icermelidir. Calisma
farkl kurumlarda gerceklestirildiyse, yazarlarin kurumlar tist simge-
ler ile belirtilmelidir. Yazisma adresinde; sorumlu yazarin tam adi,
posta ve e-posta adresleri, telefon ve faks numaralari yer almalidir.
Yazinin icerigi daha 6énce herhangi bir sunumun bir parcasi olmussa
toplantinin adl, tarihi ve yeri belirtilmelidir. Finansal Destek Beyani
ve Tesekkdir bolimleri de bu sayfada yer almalidir.

MAKALE TiPLERI

A. Ozgiin makale
Ozet, Giris, Gereg ve yontem, Bulgular, Tartisma ve Kaynaklar boltim-
lerinden olusur.

Ozet
Ozglin makalelerin 6zeti 250 kelimeyi gecmemelidir.

Ozette yazinin amaci, gerec ve yéntem, bulgular ve sonug bélimleri
kisa ve acik olarak verilmeli, 6zet bolimu yazi okunmadan da yazi
hakkinda fikir verecek sekilde yapilandiriimalidir. Tim makalelerin
Tiirkce ve ingilizce 6zeti olmali yazinin ingilizce baghigini da iceren in-
gilizce 6zet, ayrica yazilmalidir. Tirkge 6zet Amag, Gereg ve Yontem,
Bulgular ve Sonug alt basliklarin, ingilizce 6zet ise Purpose, Material
and Methods, Results ve Conclusion alt basliklarini icermelidir.

Anahtar kelimeler

Tiirkce ve Ingilizce dzetlerin altinda en az 3, en fazla 5 adet kelime
veya tamlama verilmelidir. Kisaltmalar, anahtar kelime olarak kul-
lanilmamalidir.

Giris

Bu bolimde, konu birkag climle ile anlatilarak en son gelismeler ver-
ilmeli, gereksiz ayrintilardan kaginilmali; bu calismayi yapis nedeni
ve amaci agik bir sekilde anlatilmalidir.

Gereg ve yontem

Calsilan hasta gruplan ya da laboratuvar hayvanlari, kullanilan
gerecler ve yontem, calisma plani, ve kontrol gruplar agik ve kisa
olarak anlatilmalidir. Yararlanilan istatistiksel analiz yontemleri ve
etik konularla ilgili izinler yukarida aciklandigi gibi belirtilmelidir. Bu
boltim, kullanilan yontemi uygulamak isteyen birisine 6gretecek ka-
dar ayrintili, okuyucuyu sikmayacak kadar kisa ve net olmalidir. Kul-
lanilan ilaglarin ve cihazlarin 6zgiin isimleri ile birlikte Uretici firma
ad ve Uretildigi tlke yazilmalidir.

Bulgular

istatistiksel yontemlerle desteklenmis bulgular aynintili olarak ver-
ilmelidir. Resim, sekil ve tablolar, metin icinde verilen bulgular
desteklemeli, ancak tekrar etmemelidir. Verinin, metin, tablo veya
sekil formatindaki sunumlarin bir tanesinde gosterilmesi yeterlidir.
Bu bolimde, sadece en 6nemli bulgular vurgulanmali, bulgular
diger arastirmalarla karsilastirimamalidir; bu tip karsilastirmalar
tartisma bolimiine saklanmalidir.

Tartisma

Calismanin bulgulari, ilgili literatlir verileri ile karsilastirilarak ird-
elenmeli, 6nemi ve farki vurgulanmalidir. Bu bélimde, calismanin
eksik yanlari acikca belirtilmeli ve gerekiyorsa sorunun ¢oziimiine
yardimci olacadi distinilen calisma onerileri yapiimalidir. Bulgular
boéllimiinde sunulan detaylar tekrar edilmemeli ve bu bélimiinde
belirtilmemis yeni veri sunulmamalidir. Gorisler sadece calismada
bulunan gerceklerle desteklenecek sekilde sinirlandiriimali, arastiril-
mayan ya da gosterilemeyen varsayimlar tartismaya eklenmelidir.

Ozgiin yazilarda, yazi 18 sayfa veya 4500 kelimeyi, kaynak sayisi 35'i
ve resim-grafiklerin sayisi 15'i asmamalidir.

B. Derleme

Guncel bir konunun, uzman kisilerce derinligine incelendigi ve bu
kisilerin deneyimlerinin ayrintili literatiir verileri ile sentezlendigi
yazilardir. Bu yazilar, bir konunun klasik bilgi 6tesinde zenginlestiril-
erek yorumlanmasi seklinde olmali ve iliskili en son yayinlar gézden
gecirilerek hazirlanmalidir. Yazinin 6zeti, alt basliksiz diizenlen-
melidir; ana metnin alt basliklari ise yazarlar tarafindan secilebilir.

Bu tiir yazilarda, yazi 15 sayfa veya 4000 kelimeyi, kaynak sayisi 50'yi
ve resim-grafiklerin sayisi 20'yi asmamalidir.

C. Resimlerle bir konu

Bir konunun, resim ve sekil agirlikli olarak sunulmasidir. Pratikte sik
karsilasilan konular secilmeli, yazili bélim olabildigince kisa olmali
ve konu egitici bir sekilde sunulmalidir. Yazinin alt basliklari, yazarlar
tarafindan secilir. Ozete gerek yoktur.

Bu tiir yazilarda, yazi 4 sayfa veya 1500 kelimeyi, kullanilan kaynak
saylisi 15'i ve resim-grafiklerin sayisi 30'u asmamalidir.

D. Olgu sunumu

Egitici degeri olan, ilging ve nadir goriilen olgular secilmelidir. Ayri
bir sayfada, olgunun neden sunuldugunu ve ana bulgularini iceren,
alt basliksiz bir sekilde diizenlenmis ingilizce bir 6zet bulunmalidir;
Tirkce 6zete gerek yoktur. Yazinin amacini da iceren kisa bir giristen
sonra yorumda, dncelik tagtyan kisa klinik bilgilerle sunuma gegilme-
li, tartisma bollimiinde olgunun literatir verilerine katkisi vurgulan-
malidir.

Olgu sunumlarinin 4 sayfa veya 1500 kelimeyi, kaynak sayisinin 8'i ve
gorilinti sayisinin 4'G asmamasi gerekir.

E. Nasil yapilir?-teknik bildiri

“Nasil yapilir?” béltimiinde, tani ve tedavi pratiginde en ¢ok yapilan
islemler, konunun uzmani kisilerce anlatilir. Anlatim kisa ve acik ol-
mali, gerektiginde cizimlerle desteklenmeli ve kullanilan geregler
acik isimleri ile belirtilmelidir. Bu yazilarin baslica amaci, bu islemleri
yapmak isteyen ilgili uzmanlara yardimci olmaktir. Genellikle Yayin
Kurulu'nun davet ettigi yazarlar tarafindan hazirlanr.

F. Taniniz nedir?

Egitim amacina dontk ilging olgularin acik bir sekilde sunuldugu
ve Yayin Kurulu'nun davet ettigi yazarlar tarafindan hazirlanan
yazilardir.

G. Editore Mektup

Son bir yil icinde MMJ'de yayimlanan bir yazinin 6nemi, gézden
kagan hatasi veya bilinmesi gereken diger ayrintilarinin vurgulandigi
yazilardir. Yazarlar, okurlarin ilgisini cekebilecegini distindukleri
egitici olgu ve konular hakkinda da editére mektup génderebilirler.
Okurlarin konuyla iligkili, yorum iceren kendi gortisleri de bu bolim-
de sunulabilir.

Bu tirr yazilarin, 2 sayfa veya 500 kelimeyi, kaynak ve resim sayisinin
da 4’ asmamasi gerekir.

. Kelime . Kaynak |Yazar [Tablo L .
:ram turlens'mm Ozet kelime sinin lsinin i i Sekil-resim sinin
Dzgun 400 ;
Makale [+500 (yapilandinimig) d 6 ¥ 7 ya da toplam 15
Derleme @000 200 100 3] 4 15 ya da toplam 24
Resimlerielis00 400 o 5 o 15 sekil ya da toplam 30
Olgu .
unumu 1500 (200 & 3] 2 3 sekil ya da toplam &
Mektup 500 0 4 4 0 2 sekil ya da toplam 4

* Cok merkezli ya da multidisipliner calismalarda 6 yazarin lizerinde
olabilir.

- Baslik sayfas, kaynaklar; sekil agiklamalari ve tablolar dahil
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Kaynaklar

Kaynaklar ayr bir sayfada, yazi icindeki gegis sirasina gére 1'den
baslanarak dizilmelidir.

“Biomedikal Dergilere Gonderilen Makaleler icin Gerekli Standart-
lar"a uygun hazirlanmalidir (http://www.amaassn.org/public/peer/
wame/uniform.htm). Dergi isimleri “Index Medicus”ta kullanildigi
sekilde kisaltilmalidir. Yazar sayisinin altiyr gectigi kaynaklar icin, ilk
Ug isim yazildiktan sonra Tiirkge ise “ve ark’, yabanci dilde ise “et al”
kisaltmalari kullanilabilir.

a. Dergilerde yayimlanan makalelerden yararlanildiginda:
Mendelson EB, Bohum-Velez M, Neiman HL. Endometrial abnormal-
ities: evaluation with transvaginal sonography. AJR 1989; 160: 130-
137.

b. Kitaplardan yararlanildiginda:

Morrow PC, Townsend DE. Synopsis of gynecologic oncology, 3rd.
ed. New York: Churchill Livingstone 1987; 159-205.

c. Kitap icerisindeki boltimlerden yararlanildiginda:

Hoskins WJ, Perez C, Young RC. Gynecologic tumors. In: DeVita VT
Jr, Hellman S, Rosenberg SA, eds. Cancer: principles and practice of
oncology. 3rd. ed. Philadelphia: Lippincott, 1989; 1099-1150.

ornek formatlarda belirtildigi sekilde kaynaklar verilmelidir.

Tablolar

Tablolar ana dosyanin sonunda, kaynak listesinden hemen sonra
sunulmalidir. Yazida yer verilen tiim tablolara ana metin icerisinde
atif yapilmali, tablolar atif sirasina uygun bicimde Romen rakamlari
ile numaralandiriimalidir. Her tablo icin tablonun icerigi ve amacini
belirten aciklayici bir baslik kullanilmali, bashk tablo (izerinde ver-
ilmelidir. Tablolarda kullanilan tiim kisaltmalar (@ana metin icerisinde
tanimlanmis olsalar bile) tablo altinda tanimlanmalidir. Tablolar,
Word yaziliminin “Tablo Ekle” komutu kullanilarak hazirlanmali,
okunmasi kolay bir bicimde diizenlemelidir.

Sekiller

Sekiller, grafikler ve fotograflar ana dosyaya eklenmemelidir; deger-
lendirme stirecinde yasanabilecek aksamalarin énlenmesi amaciy-
la ayr dosyalar halinde .tiff veya .jpg formatinda, yiiksek boyut
ve ¢ozlndrlikte (minimum 300 dpi ve 100x100 mm) cevrimigi
makale sistemine yuiklenmelidir. Gri-skalali gériintiiler, en az 600
dpi ¢oziinirliige sahip olmalidir. Sekiller alt birimlere ayrildiginda
her alt birim ayr bir dosya olarak sisteme yiiklenmeli, alt birimler
tek bir gorsel olusturacak bicimde birlestirilmemelidir. Kalin/ince
oklar, yildizlar vb isaret ve semboller, sekil altyazilarini desteklemek
amaciyla kullanilabilir. Yazinin geri kalan kisimlarinda oldugu gibi
sekiller de “kor” hazirlanmali, yazar, hasta, kurum vb bilgilerini isaret
edebilecek tiim bilgiler sekillerin kapsami disinda birakilmalidir.

Sekil altyazilari ana dosyanin en sonunda sunulmali, seklin alt birim-
lere ayrildigi durumlarda asagidaki formatta diizenlenmelidir:

Resim 3. a-d. Kateter tipleri: a. Boston Scientific Flexima Quickstick
(8-10F) trokar kateter, b. Biotech Neo-Hydro (8-10-12-14 F) trokar ka-
teter, c. Uresil (6-8-10-12-14 F) trokar kateter, d. Argon Medical Skater
(6-8-10-12-14 F) trokar kateter.

Bilimsel kisaltmalar: Radyasyon &lctimleri ve laboratuvar degerleri
“International System of Units (SI)” kullanilarak verilmelidir. Bu birim-
ler sistemi icin JAMA 1986; 255: 2329-2339 kaynadina bakilabilir.
Kan basinct mmHg cinsinden verilmeli, cc yerine mL tercih edilmeli,
kisaltmalarin sonlarina nokta konulmamalidir.

Diger

Metinde kullanilan tim kisaltmalar ana metinde ilk kullanimda
tanimlanmali ve kisaltma tanimi parantez icinde verilmelidir.

istatistiksel analiz tibbi dergilerin raporlama istatistik kurallarina uy-
gun olarak yapilmaldir (Altman DG, Gore SM, Gardner MJ, Pocock
SJ. Statistical guidelines for contributors to medical journals. Br Med

J1983: 7; 1489-1493.). Calismanin istatistiksel analiz sureci ile ilgili
bilgiler ana metin icinde belirtiimelidir.

Ana metin icerisinde yer alan ilag,uiriin, donanim ya da yazilimin adi
ureticileriyle birlikte asagidaki formatta belirtilmelidir:
“Discovery St PET/CT scanner (GE Healthcare)."

Yararlanilan kaynak, tablo ve sekiller metin icerisindeki yerlerine at-
fen siralanarak numaralandirilirlar.

Diizeltmeler

Gelen yazilarin, konuyla ilgili ve deneyimli hakemlerce degerlendir-
ilmesi sonrasinda gerektiginde basvurduklar diizeltme talepleri ve
elestiriler, iletisim adresi belirtilen yazara gonderilir. Basimin gecik-
memesi icin istenen diizeltmeler, en kisa zamanda cevaplandiril-
malidir. Diizeltmelerin cevaplar ile birlikte en ge¢ 30 giin icinde
tarafimiza gonderilmesi gerekmektedir. 30 glinden sonraya kalan
diizeltmelerde, editorler kurulu makaleyi geri cevirme hakkini sakli
tutar. Diizeltmelerde, tlim hakemlerin gorislerine ayri ayr cevap
yazilmali ve yapilan diizeltmelerin sayfa numarasi ile satir sirasi be-
lirtilmelidir. Yapilan tim degisikliklerin metin Ustlinde koyu olarak
belirtildigi bir kopya ile diizeltmeler yapildiktan sonraki son halinin
temiz bir kopyasi birlikte génderilmelidir. Sunulan kaynaklarin ve
verilerin dogrulugundan yazarlar sorumludur. Hatali, aldatici veya
yanlis yonlendirici bilgilerin varhigi fark edildiginde, “bas editor”
makaleyi yayimdan ¢cekme ve bunu duyurma hakkina sahiptir.
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Overview

The MMJ, published three times a year (March, July and November),
publishes original peer-reviewed articles, reviews, case reports, tech-
nical reports and commentaries in the fields of colon and rectum in
English and Turkish languages. The title, abstract, and key words (ac-
cording to medical subject headings) are provided in English and in
Turkish at the beginning of each article.

Editorial and publication processes of the journal are shaped in ac-
cordance with the guidelines of the international organizations such
as the International Committee of Medical Journal Editors (ICMJE),
the World Association of Medical Editors (WAME), the Council of Sci-
ence Editors (CSE), the Committee on Publication Ethics (COPE), and
the European Association of Science Editors (EASE).

Statements or opinions expressed in the manuscripts published in
MM!J reflect the views of the author(s) and not the opinions of the
editors, the editorial board, or the publisher; the editors, the edito-
rial board, and the publisher disclaim any responsibility or liability
for such materials. The final responsibility in regard to the published
content rests with the authors.

Ethical standards

For studies involving human or animal participants, the authors
should indicate whether the procedures followed were in accor-
dance with the ethical standards of the responsible committee on
human and animal experimentation (institutional or regional) and
with the Helsinki Declaration (JAMA 2000; 284:3043-3049). Applica-
tion or approval number/year of the study should also be provided.
The editorial board will act in accordance with COPE guidelines if an
ethical misconduct is suspected.

It is the authors’ responsibility to carefully protect the patients’ an-
onymity and to verify that any experimental investigation with
human subjects reported in the submission was performed with in-
formed consent and following all the guidelines for experimental in-
vestigation with human subjects required by the institution(s) with
which all the authors are affiliated with. For photographs that may
reveal the identity of the patients, signed releases of the patient or
of his/her legal representative should be enclosed.

Prospective human studies require both an ethics committee ap-
proval and informed consent by participants. Retrospective studies
require an ethics committee approval with waiver of informed con-
sent. Authors may be required to document such approval.

In the event of alleged or suspected research misconduct, e.g., pla-
giarism, citation manipulation, and data falsification/fabrication, the
Editorial Board will follow and act in accordance with COPE guide-
lines.

Copyright Transfer

MMJ requires each submission to be accompanied by a Copyright
Transfer Form. By signing the copyright agreement, the authors
hand over the copyright of their work to MMJ. In the case of a re-
jection decision, copyright of the manuscript will be returned to the
authors.

Authorship

Each individual listed as an author should fulfill the authorship crite-
riarecommended by the International Committee of Medical Journal
Editors (ICMJE - www.icmje.org). To be listed as an author, an individ-
ual should have made substantial contributions to all four categories
established by the ICMJE: (a) conception and design, or acquisition
of data, or analysis and interpretation of data, (b) drafting the arti-
cle or revising it critically for important intellectual content, (c) final
approval of the version to be published, and (d) agreement to be
accountable for all aspects of the work in ensuring that questions
related to the accuracy or integrity of any part of the work are appro-

priately investigated and resolved. Individuals who contributed to
the preparation of the manuscript but do not fulfill the authorship
criteria should be acknowledged in an acknowledgements section,
which should be included in the title page of the manuscript. If the
editorial board suspects a case of “gift authorship’, the submission
will be rejected without further review.

MMJ requires authors to submit an Authorship Contributions
Form during the initial submission which is available for download
through the journal’s web page.

Declaration of Conflict of Interest

MMJ requires and encourages the authors and the individuals in-
volved in the evaluation process to disclose any existing or potential
conflicts of interests including financial, consultant, institutional,
and other relationships that might lead to bias or a conflict of inter-
est. Each contributing author is required to electronically fill in the
ICMJE Form for Disclosure of Potential Conflicts of Interest (available
at www.icmje.org) and the forms must be submitted during the ini-
tial submission.

Manuscript Preparation

Manuscripts should be prepared in accordance with the ICMJE - Rec-
ommendations for the Conduct, Reporting, Editing and Publication
of Scholarly Work in Medical Journals (updated in December 2015
- available at www.icmje.org).

Original Investigations and Reviews should be presented in accor-
dance with the following guidelines: randomized study - CONSORT,
observational study - STROBE, study on diagnostic accuracy -
STARD, systematic reviews and meta-analysis PRISMA, nonrandom-
ized behavioral and public health intervention studies — TREND.

Manuscripts are evaluated and published on the understanding that
they are original contributions, and do not contain data that have
been published elsewhere or are under consideration by another
journal. Authors are required to make a full statement at the time
of submission about all prior reports and submissions that might be
considered duplicate or redundant publication, and mention any
previously published abstracts for meeting presentations that con-
tain partial or similar material in the cover letter. They must reference
any similar previous publications in the manuscript.

Authors must obtain written permission from the copyright owner
to reproduce previously published figures, tables, or any other ma-
terial in both print and electronic formats and present it during sub-
mission. The original source should be cited within the references
and below the reprinted material.

Cover letter: A cover letter must be provided with all manuscripts.
This letter may be used to emphasize the importance of the study.
The authors should briefly state the existing knowledge relevant
to the study and the contributions their study make to the existing
knowledge. The correspondent author should also include a state-
ment in the cover letter declaring that he/she accepts to undertake
all the responsibility for authorship during the submission and re-
view stages of the manuscript.

Title page: A separate title page should be submitted with all man-
uscripts and should include the title of the manuscript, name(s), af-
filiation(s), and major degree(s) of the author(s). The name, address,
telephone (including the mobile phone number) and fax numbers
and e-mail address of the corresponding author should be clearly
listed. Grant information and other sources of support should also
be included. Individuals who contributed to the preparation of the
manuscript but do not fulfill the authorship criteria should also be
acknowledged in the title page. Manuscripts should not be signed
by more than 6 authors unless they are multicenter or multidisci-
plinary studies.

Main document

Abstract: All submissions (except for Letters to the Editor) should
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be accompanied by an abstract limited to 400 words. A structured
abstract is only required with original articles and it should include
the following subheadings: PURPOSE, METHODS, RESULTS, CON-
CLUSION.

Main points: Each submission should be accompanied by 3 to 5
“main points’, which should emphasize the most striking results of
the study and highlight the message that is intended to be con-
veyed to the readers. As these main points would be targeting res-
idents, experts and residents of other fields of medicine, as well as
experts, they should be kept as plain and simple as possible. These
points should be constructed in a way that provides the readers with
ageneral overview of the article and enables them to have a general
idea about the article.

The main points should be listed at the end of the main text, above
the reference list.

Example: Liu S, Xu X, Cheng Q, et al. Simple quantitative measure-
ment based on DWI to objectively judge DWI-FLAIR mismatch in a
canine stroke model. Diagn Interv Radiol 2015; 21:348-354.

- The relative diffusion-weighted imaging signal intensity (rDWI) of
ischemic lesions might be helpful to identify the status of fluid atten-
uated inversion recovery (FLAIR) imaging in acute ischemic stroke.
«The relative apparent diffusion coefficient (rADC) value appears not
useful to identify the status of FLAIR imaging in the acute period.

- Based on our embolic canine model, rDWI increased gradually in
the acute period, while the rADC kept stable, which might explain
why rDWI is helpful to identify the status of FLAIR imaging, while
rADC is not.

Main text

Original Articles

Original articles should provide new information based on original
research. The main text should be structured with Introduction,
Methods, Results, and Discussion subheadings. The number of cited
references should not exceed 35 and the main text should be limit-
ed to 4500 words. Number of tables included in an original article
should be limited to 4 and the number of figures should be limited
to 7 (or a total of 15 figure parts).

Introduction
State briefly the nature and purpose of the work, quoting the rele-
vant literature.

Methods

Include the details of clinical and technical procedures.

Research ethics standards compliance

All manuscripts dealing with human subjects must contain a state-
ment indicating that the study was approved by the Institutional
Review Board or a comparable formal research ethics review com-
mittee. If none is present at your institution, there should be a state-
ment that the research was performed according to the Declara-
tion of Helsinki principles (www.wma.net/e/policy/b3.htm). There
should also be a statement about whether informed consent was
obtained from research subjects.

Results

Present these clearly, concisely, and without comment. Statistical
analysis results should also be provided in this section to support
conclusions when available.

Discussion

Explain your results and relate them to those of other authors; define
their significance for clinical

practice. Limitations, drawbacks, or shortcomings of the study
should also be stated in the discussion section before the conclu-
sion paragraph. In the last paragraph, a strong conclusion should be
written.

Review Articles

Review articles are scientific analyses of recent developments on a

specific topic as reported in the literature. No new information is
described, and no opinions or personal experiences are expressed.
Reviews include only the highlights on a subject. Main text should
be limited to 4000 words and the number of cited references should
not exceed 75. Number of tables included in a review article should
be limited to 4 and the number of figures should be limited to 15 (or
a total of 30 figure parts).

Pictorial Essay

This is a continuing medical education exercise with the teaching
message in the figures and their legends. Text should include a brief
abstract; there may be as many as 30 figure parts. No new informa-
tion is included. The value of the paper turns on the quality of the
illustrations. Authors can submit dynamic images (e.g. video files)
or include supplemental image files for online presentation that
further illustrate the educational purpose of the essay. Maximums:
Pages of text - 4 (1,500 words); References - 15; Figures - 15 or total
of 30 images; No table

Main text should be limited to 1500 words and the number of cited
references should not exceed 15. No tables should be included and
the number of figures should be limited to 15 (or a total of 30 figure
parts).

Technical Notes

Technical note is a brief description of a specific technique, proce-
dure, modification of a technique, or new equipments. It should
include a brief introduction followed by Technique section for case
reports or Methods section for case series, and Discussion is limited
to the specific message, including the uses of the technique, equip-
ment, or software. Literature reviews and lengthy descriptions of
cases are not appropriate.

Main text should be limited to 1500 words and the number of cited
references should not exceed 8. Number of tables included in a tech-
nical note should be limited to 4 and the number of figures should
be limited to 3 (or a total of 6 figure parts).

Letter to the Editor and Reply

Letters to the Editor and Replies should offer objective and construc-
tive criticism of published articles within last 6 months. Letters may
also discuss matters of general interests and may include images.
Material being submitted or published elsewhere should not be du-
plicated in letters.

Main text should be limited to 500 words and the number of cited
references should not exceed 4. No tables should be included and
the number of figures should be limited to 2 (or a total of 4 figure
parts).

[Type of Nord |Abstract Reference  [Author [Table [0 Jirmit
jmanuscript imit__jword limit__ limit Jimit fimit gure fim

- = ©oo - .
c Lt s - 5 .
Original Article 14500 (Structured) 50 & “ ’7 or total of 15 images;

Review Article @000 [200 100 5 H 15 or total of 24 images

Pictorial Essay [1500 K00 20 5 No |15 figures or total of 30

fables figure parts
! e figures or total of &
& ) 8 5
IT_,c:hnF:a Mote [1500 .2CD ] ... ] ..) ] 2 igure parts .
| etter koo oA 4 ls Mo figures or total of 4

fables [igure parts

*Multicenter or multidisciplinary studies should be signed by more
than 6 authors
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References

References should be numbered consecutively in the order they are
referred to within the main text and all references listed in the refer-
ence list should be referred to within the main text in parenthesis.
Style and punctuation of each reference in the reference list should
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OZET

ABSTRACT

Amag: Bu calismanin amaci hiyatal hernisi(HH) olan morbid
obez hastalarda, HH onarimi ile birlikte yapilan laparoskopik
sleeve gastrektomi(LSG) ameliyatinin gastro 6zefageal reflli
hastaliginin(GORH) olusmasina etkisini retrospektif olarak
arastirmaktir.

Gereg ve yontemler: HH onarimi ve LSG ameliyati yapilan
HH'limorbidobez hastalar retrospektif olarak incelendi. Bu
hastalar ameliyat éncesi ve sonrasi GORH varligi ve semptom
siddeti(SS)skoru acisindan karsilastirildi.

Bulgular: Bu calismada toplam 28 hastaya HH+morbidobe-
zite nedeni ile HH onarimi + LSG ameliyati yapildi. Bu 28 has-
tanin 23'lne ulasilabildi ve calismaya dahil edildi. Ameliyat
éncesinde bu 23 hastanin 9'unda GORHmevcutken ameliyat
sonrasinda sadece 3'iinde GORH mevcuttu. Ameliyat dncesi
GORH olan 9 hastanin 6'si ameliyat sonrasi tamamen iyilesti.
Tiim hastalarda GORH S$ skoru ortalamasi ameliyat sonrasin-
da belirgin bir sekilde azalmistir( 3.7 den 1.52 ye).

Sonug: Hiyatalhernisi olan morbidobez hastalara GORH var-
igindan bagimsiz olarak HH onarimi ile birlikte LSG ameliya-
t1 basarili bir sekilde uygulanabilir. Morbidobez hastalarda
HH'nin olmasi HH onarimi ile birlikte LSG yapilmasina engel
teskil etmez.

Anahtar Kelimeler: Gastroozefagial refli hastaligi, hiyatus
hernisi, sleeve gastrektomi, tiip mide

Purpose: Theaim of this study was to analyse the impact of
hiatal herni are pair (HHR) in conjunction with sleeve gas-
trectomy (LSG) ongastro-esophageal reflux disease (GERD)
in morbidly obese patients with hiatus hernia .

Material and Methods: In this retrospective study mor-
bid obese patients with hiatal hernia withorwith out gas-
tro-esophageal reflux disease were operated and the pa-
tients were assessed for symptoms of GERD using a Severity
symptomscore (SS). Preoperative and postoperative result of
the patients were compared on the base of GERD.

Results: In this study 28 patients were operated during this
time period. 23 of these patients were involved to this study.
9 of the 23 patients had GERD preoperatively. At the mean
follow-up of 14 months after surgery, 6 patients (66.6%)
showed complete resolution. GERD SS scores of 23 patients
significantly decreased after surgery(from3.7to 1.52)
Conclusion: In morbidly obese patients with HH with or
without GERD can be operated by LSG in conjunction with
HHR successfully. The presence of HH should not be consid-
ered as a contraindicationfor LSG.

Keywords: Gastro-esophageal reflux, hiatus hernia, sleeve
gastrectomy
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Reflu Varliginda Sleeve Gastrektomi

GIRiS

Gagimizin hastaligi olan morbidobezite (sismanlik) es za-
manli olarak bircokhastaligi da beraberinde getirebilmek-
tedir.Bunlarin basinda; diyabet (seker hastaligi),dislipidemi
(kolesterol seviyesi bozuklugu), hipertansiyon (yliksek tan-
siyon), uyku apnesi(uykuda nefes durmasi), eklem hastalik-
lar, kardiyak problemler, kanser gelisme oranlarinda artis,-
gastrodzefagealreflii hastaligi (GORH) ve hiyatalherni(HH)
gibi bir siirli hastaligida beraberinde getirebilmektedir.(1)
HH’si olan hastalarda reflii goriilme orani ¢ok artmakta-
dir(2,3). Obezite hem HH hem de GOR gelisme oranini ar-
tirmaktadir.(4)Morbidobez hastalarin 37%-50% oraninda
HH tespit edilmistir. (5) Aynizamanda HH si olan hastalarin
50%-70% oraninda GORHsikayetinin oldugu gésterilmistir.
(6)Normal sartlarda laparoskopik (kapali) HH onarimi ile bir-
likte nissen funduplikasyon ameliyati HH ve GORH birlikte
olan hastalarda altin standart bir tedavidir.?

Son vyillarda 6zellikle morbidobez hastalarin tedavisinde
obezite cerrahisi cok dnemli bir yer almaktadir. Bir siirl
obezite cerrahisi ¢esidi olmasina ragmen uygulama kolay-
g1 ve bazi avantajlari nedeni ile en ¢ok uygulanan yontem
laparoskopiksleevegastrektomidir.(7)HH ve GORH’siiolan
Morbidobez hastalarda da obezite cerrahisi ile tedavi ter-
cih edilen bir yaklasimdir.(8,9)Kimilerine gére HH olsun
veya olmasin GORH olmasi LSG ameliyati icin kismi kont-
raindikasyon teskil etmektedir.(10)Bazi cerrahlara gére LSG
ameliyatininGORH'ni artirdigina inanmaktadir. Hiyatalherni
onarimi olsun veya olmasin Laparoskopikroux-n-y bypas-
s(LRYGB)ameliyati GORH ve obezitesi olan hastalarin teda-
visinde birinci sirada tercih edilen obezite cerrahisidir. (2)
HH ve GORH'limorbidobez hastalarda HH onarimlilaparos-
kopiksleevegastrektomi (LSG) yapilmasiileilgili cok az sayi-
da calisma mevcuttur ve bu calismalarda da fikir birlikteligi
yoktur.(2,4,9-15)

Bu calismadaHH ve morbidobezite nedeni ile HH onarimi
ile birlikteLSH yapilan hastalar ameliyat dncesi ve sonrasi
GORH agisindan retrospektif olarak incelendi.

GEREC VE YONTEMLER

Bu calismaya dahil edilenobezite ameliyatlari Nationalins-
titute of health (NIH) bariatrik cerrahi kilavuzlarina gére ya-
pildi(Viicut kitle indeksi (VKi)= 40 kg/m2 veya VKi =35 kg/
m2 ve obezite iligkili bir hastaliginin olmasi). Tim obezite
ameliyati yapilacak hastalarimiza ameliyat dncesi aydinla-
tilmis onam alindi. Tim hastalar bir ekip olarak ele alindi.
Genel cerrahi, endokrinoloji, psikiyatri, gastroenteroloji
uzmani, diyetisyen ayrica gerekli oldugu durumlarda kar-
diyoloji, g6gis hastaliklar ve diger bolimlerde hastayi
degerlendirdi. Tim hastalarimiza endoskopi ve abdomina-
lultrason rutin olarak yapildi. Bu endoskopi esnasinda 3 cm
den daha buyik olanlar HH olarak belirlendi ve ameliyat
esnasinda da fitik oldugu dogrulandi.Haziran 2015 ile Mart
2017 arasinda yapilan hastalarin dosyalari ve ameliyat ra-
porlari incelendi ve bu dosyalarda endoskopi raporunda ve
ameliyatta hiyatalherni oldugu tespit edilen ve LSG + HH

onarimi yapilan hastalar kontrole ¢cagrildi. Hastalar kont-
rolde sorgulanarak ve eski dosyalari incelenerek verilere
ulasildi. Kontrole gelmeyen veya verilerine ulasilamayan
hastalar calismadan dislandi.

CERRAHI TEKNIK

Tim hastalar bacaklar acik supin pozisyonda masaya alin-
di. Hastalarimiza 1 adet 10mm bir adet 15mm ve 3 adet 5
mm'liktrokar ile karna girilir. CO2 ile karin insUfleedildive
12-14 mmHg basing araliginda calisildi. Hastanin bas tarafi
yaklasik 15 derece kaldirildi ve bu sekilde calisildi. Oncelik-
le karin icerisi gbzden gegirildi. Daha sonra karaciger aski-
ya alinarak ekarte edildi. Ardindan midenin tamami, safra
kesesi ve hiatus gozden gecirildi. Eger HH varsa olcilda.
Daha sonra gastrokolikligamen agilarak mide pilorun 1-2
c¢m dnlinden baslayarak tim buytk kurvatur boyunca ser-
bestlestirildi.Fundus dalaktan ayrildi ve sol kurus ortaya ko-
nularak 6zefagialhiatus agikligi diseke edilmeye basland.
Ardindan sag kurusta ortaya konuldu. Pilorun 2-4 cm 6niin-
den baslayarak Tristapler (CovidienTri-Staple™ Technology)
yardimi ile sleevegastrektomi dogrusal bir hatta 6zefagusa
dogru ilerlendi. Sleevegastrektomi esnasinda 39- F ora-
gastrikkilavuz olarak kullanildi. Bu islemden sonra stapler
hattinda olusan kanamalar klips ve sitirler ile hemostaz
saglandi. Stapler hattini gliclendiren bir islem yapilmadi.
Es zamanli olarak tek tek sitirler ile kururoplasti yapilarak
HH onarimi yapildi. Ameliyattan 1-2 giin sonra tiim hasta-
lara oral radyoopak madde ile film cekilerek kacak testi ve
yapilan ameliyatin sekli kontrol edildi. Genellikle ameliyat
sonrasi 1. giin su ve 2. giin sulu gidalar baslandi.Tim has-
talara ameliyat &ncesi ve 4 hafta sonrasina kadar PPi 40 mg
gunluk verildi.

Tim hastalarreflisiiniin siddetini degerlendirmekve bir
standardizasyon getirmek icin reflisemptom siddeti (SS) ve
sikligina gore siniflandirildilar. (Tablo 1)

Tablo 1:Gastroozefagealrefli hastah@nin(GORH) semptom (gogiis agnsi, yanmasi

veregiirgiitasyon) siddeti skoru

Siddet skoru

0 Semptom yok

1 | Kendiliginden gecen hafif semptom, Bu sikayetlere bagh giinlilk hayati ‘
ve uykusunun bozulmamas:

2 Kendiliginden gecen fakat daha uzun siiren ona siddette semptomlar,
Giinlitk normal aktivite ve uyku sistemini hafif etkileyen

3 Kendiliginden diizelmeyen siddetli semptomlar. Giinliik hayati ve uyku
ditzenini belirgin etkileyen semptomlar

Frekansi(sikhi) | Haftada oldugu giin sayisi

0 Yok

1 2 den az

2 2-4 aras1

| 4 ten fazla siklikia
Hastamn skoru semptomun siddet ve siklik puanlanimin ¢arpimu ile elde edilmekedir

Refliye bagl gelisen g6glis yanmasi ve adiza aci su gel-
mesi veya regiirjitasyon olmasi, siddeti ve sikhigi sorgulan-
di. GORHSS skorlamatablosu ile. Eger skor 3 ten biiyiikse
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GORH var olarak degerlendirildi.(16)Hastalarin demografik
verileri, kilo kayiplari, S$ skorlari, ameliyat 6ncesi ve sonrasi
Proton pompa inhibitérii (PPI) kullanan hastalar kaydedildi.

ISTATISTIK ANALIZi

(SPSS-22 Inc. Chicago, Illinois) kullanilarak istatistik hesap-
lamalari yapildi. Verilerin 6nce tanimlayici istatistikleri pa-
rametrik degerlerde ortalama ve standart sapma verilerek
yapildi. Parametrik olan degerlerin normalitesineKolmo-
gorov — Smirnov testi ile bakildi. Parametrik ve normal
dagilim gosteren ameliyat dncesi ve sonrasi degerlerin kar-
silastirimasinda PairedSamples T test kullanildi. Ameliyat
Oncesi ve sonrasi oran karsilastirmak icin iseFisheri'sExact-
testi kullanildi. Parametrik iki deger arasinda baglanti varli-
giBivariateCorrelations testi ile belirlendi ve scatter/ dot da-
gihm grafisi ile gosterildi. P degeri 0.05 in altinda ise anlamli
kabul edildi.

BULGULAR

Haziran 2015 ve Mart 2017 tarihleri arasindamorbidobezite
ve HH nedeni ile LSG ve HH onarimi yapilan hasta sayisi 28
idive bu hastalardan 3'tine ulasilamadi, 2'sininde evraklari
yetersizdi ve calismadan cikarildi. 23(%82.1) hastaya ulasildi
ve calismaya dahil edildi. Ortalama takip siiresi 14.65 + 5.83
ay ( 5-25).Yas ortalamasi 40.1 + 15.3 yil(20-66). Ameliyat
dncesi ortalama VKi si 46.3 + 1.8 kg/m2 (42.1-50.2). Ameli-
yat sonrasi takip sonunda VKi kaybi ortalamasi 18.9+1.06
kg/m2 (16.2-22.3)azalarak ortalama 27.4+ 1.4 olarak bulun-
mustur. Ameliyat &ncesi ve sonrasi VKI degerleri arasinda-
ki bu fark istatistik olarak anlamli bulunmustur. (P<0.001)
(%95 Cl: 18,3-19,3).

Ameliyat 6ncesinde 23 hastanin 9 unda (%39.1) PPi teda-
visi gerektiren GORH mevcutken, ameliyat sonrasi sadece
3(%13) hastada GORH sikayetleri mevcuttu. (Sekil1)

Bu deger istatistik olarak anlamli idi (p=0.47) yani bu ame-

GORH goriilme orani(%)

40
35
30
25
20
15
10

Ameliyat oncesi Ameliyat sonrasi

Sekil 1: Hastalarda ameliyat 6ncesi ve sonrasindaki gastro 6zefageal refli
hastaliginin (GORH) gériilme oranlarinin grafigi

liyat sonrasinda GORH'da anlamli bir sekilde azalma olmak-
tadir. Ameliyat dncesinde GORH olan 9 hastanin 6'sinin
(%66) tamamen iyilestigi gorilmistir. 3 (%33.3) hastada
ise ameliyat sonrasinda da GORH sikayetlerinin devam et-
tigi ve PPi tedavisine ihtiyac oldugu gériildii.Bu 3 hastadan
bir tanesine revizyon cerrahisi uygulandi ve laparosko-
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GORH SS

pikRoux -N-Y gastrikbaypass'a doniildd, diger ikisi ise PPi
kullanarak yasamlarini devam ettirmektedirler. Ameliyat
éncesinde GORH olmayan 14 hastada ameliyat sonrasinda
hic birinde GORH sikayetleri gériilmemistir, yani yeni geli-
sen bir GORH olmamistir.Tim hastalarin ameliyat éncesi SS
skorlari ortalamasi 3.74 £2.7 iken ameliyat sonrasinda 2.21
birim azalarak 1.52 £1.5 inmis oldugu goruldi.(Sekil 2)

GORH SS skoru ortalamasi

Ameliyat sonrasi

Ameliyat oncesi

Sekil 2: Ameliyat dncesi ve sonrasinda Gastroozefageal reflii hastaliginin
semptom siddeti (GORH SS) skoru agisindan karsilastirma grafigi.

Bu iki bagimli ortalama arasindaki fark istatistik olarak an-
lamli bulunmustur.(P<0.001) . (%95 Cl:1,5-2,9). Yas ile GORH
SS skoru arasinda bir iliski yoktur.(Sekil3)

(P=0.23)GORH SS skorlari ile VKi arasinda hem ameliyat
oncesinde hem de ameliyat sonrasinda istatistiksel anlamli
olan dogrusal bir iliski mevcuttur. (Ameliyat dncesi p<0.001,
ameliyat sonrasi p=0.004). (Figiire 4,5)

10
o o o -]
&
o (-]
e o -] oo
] o o
- o o ©
o © °
o o
T T T T T T T
2 * 0 3 40 a5 50
Yag(yl)

Sekil 3: Yas ile Gastroozefageal reflii hastaliginin semptom siddeti
(GORH S$) skorlari arasinda iliskinin olmadigini gésteren dagilim grafigi.

TARTISMA

Litaratirlere bakildiginda LSG sonrasi GORH gelismesi hala
tam olarak ¢ozllmis ve netlik kazanmis bir konu degildir.
Obezitecerrahisi yapilan hastalarda yapilan genis kapsamli
bir calismada operasyondan 1 yil sonrasinda GORH gelisme
oranlar bakimindan cerrahi teknikler birbirleri ile karsilas-
tinlmislar ve LSG yapilan hastalarda LRYGB,gastrik bant ta-
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kilan hastalara ve duodenalswich yapilan hastalara oranla
daha fazla oranda GORHgelistigi bildirilmistir (oddsratio =
1.70,95% Cl: 0.45-1.99) Varban ve arkadaslari HHonarimina
ragmen LSG yapilan hastalarda operasyondan bir yil son-
rasi PPlkullaniminin daha fazla oldugunu bildirmektedirler
(5). 22 870 obezite cerrahisi yapilan hastayi icine alan 6 ay-
Ik takip sonuglariniinceleyen bir calismada LRYGB ameli-
yati GOR hastaliginda en iyi sonucu vermistir (%56.5); bunu
LAGB %46 ile izlemis ve LSG ise %41 ile sonuncu sirada yer
almistir (17).Bazi calismalarda LSG sonrasi belirli oranlarda
yeni GORH olusmaktadir (9).

Sharma ve arkadaslari LSG yaptiklari 32 morbidobez hasta-
da hem GORH SS skorlarinda gerileme hem de dzefajitlerin-
de diizelme oldugunu gdéstermislerdir (18). Bu calismada
GOR hastaliginda diizelme géstermisler ama baska bir calis-
mada da radyonikleitsintikrafi ile LSG ameliyatindan énce
%6.3 olan GOR oran, ameliyat sonrasi %78.1 degerlerine
ylkselmistir. Bu sintigrafik veriye ragmen LSG sonrasinda
GOR hastaliginda diizelmenin ne sekilde oldugu distiniil-
mus ve bazihipotezler ileri stiriilmUstur. Bunlarin en 6nem-
lisi sleevegastrektomi yapilan hastalarin ameliyat sonrasi
mide iceriklerinin eskisi kadar asidik olmamasi nedeni ile
patolojik bir reflii olmamasi seklinde yorumlamislardir(19).
Diger bir hipotez ise mide bosalim zamaninin kisalmasi
nedeni ile midenin rezervuar fonksiyonunun azalmasi so-
nucunda asit oranin azalmasi olabilir. Kilo kaybindan sonra
karin ici basincinin azalmasi sonucunda GOR hastaliginda
diizelme olabilir. LSG sonrasinda hiyatalherni mevcudiyeti
ve obezite nedeni ile yiiksek batin ici basincina bir de mi-
denin sleevegastrektomi ile hacminin azaltiimasi ve bir tiip
haline getirilmesi eklendiginde GOR hastaliginin meydana
geldigini diisiinenlerde mevcuttur (18). Obezite GORH ve
HH gelisimi acisindan bagimsiz bir risk faktordir (4). Bizim
calismamizda gorilmustir ki hastalarin hem ameliyat on-
cesinde hem de ameliyat sonrasinda GORH SS skoru, VKiile
dogru orantili bir iliskiye sahiptir (Sekil 4,5).
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Sekil 4: Ameliyat 6ncesinde Gastrodzefageal refli hastaliginin semptom siddeti
(GORH SS) skoru VKi ile dogru orantili olarak iliskili oldugunu ve iliski egrisini
gosteren dagilim grafigi. VKi arttikca GOR S$ skoru da artmaktadir.
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Sekil 5: Ameliyat sonrasi Gastrotzefageal reflii hastaliginin semptom siddeti
(GORH S$) skoru VKi ile dogru orantili olarak iliskili oldugunu gésteren dagihm
grafigi ve egrisi. VK arttikca GOR S$ skoru da artmaktadir.

Morbidobez hastalarda HH'nin de olmasi durumunda
GOR hastaligi varsa tedavi zorlasmaktadir. internasyonel
sleeve gastrektomik onsensusunda: eger hiyatalherni-
varsa dncelikle net bir sekilde tarif edilmesi gerekmekte
ve her zaman onarilmasi tavsiye edilmektedir (20).Eger
HH varsa posteriordiseksiyon ve posteriorkurural kapa-
ma énerilmektedir.LSG esnasinda HH tamirinin GOR has-
taligina olan etkisini inceleyen ¢ok az calisma mevcuttur.
Diger taraftan Samakar ve arkadaslari yaptiklar bir ca-
lismada 58 hastaya es zamanli olarak LSG ve HH onarimi
yapmislar(13). Bu hastalarin 26’sinda (%44.8) ameliyat
oncesi GORH mevcutken, bu 26 hastanin sadece 9 unda
(34.6%) ameliyat sonrasi iyilesme olmus. Bunun yanin-
da ameliyat 6ncesinde GORH olmayan 32 hastalardan
5(%15.6) tanesinde ameliyat sonrasinda de nova (yeni)
GORH gelismis oldugunu bildirmis ve bu hastalarda
LSG ve HH onarimi yapilmasinin dogru olmayacagini
belirtmistir. Bizim calismamiz bu calismaya tam karsit
diistincededir.Bizde ameliyat 6ncesi GORH olan hastala-
rin %66'si ameliyat sonrasi iyilesirlerken ameliyat 6ncesi
olmayan grupta ameliyat sonrasi de nova GORH hic gé-
rilmedi.

Santonicola ve arkadaslari HH ve GORH olan morbido-
bez hastalarda sadece LSG ve LSG + HH onarimi yaptik-
lari hastalari karsilastirmiglardir. 102 hastaya sadece LSG
yapmislar ve 78 hastaya da LSG + HH onarimi yapmislar-
dir (14). Bu calismada her iki grupta da ameliyat dncesi
ve sonrasinda GORH acisindan bir fark bulamamislardir.
Hatta sadece LSG yapilan hastalarda uzun dénem ta-
kiplerinde GORH daha az goérildigiuni belirtmislerdir.
Bunun yaninda ElChaar ve arkadaslari da yaptiklar bir
calismada bu ¢alismanin tam karsi gorusiindedirler(15).
56 hastaya LSG +HH onarimi, 239 hastaya da sadece LSG
yapilmistir. Her iki grupta da ameliyat sonrasi GORH
belirgin bir iyilesme oldugunu bildirmektedirler. Ayni
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zamanda LSG ve HH onarimi yapilan grupta sadece LSG
yapilan gruba oranla hastalarin GORH acisindan daha
cok tatmin olduklarini belirtmislerdir. (93.1% / 86.9%)
Soricelli ve arkadaslari HH'si olan 6 morbidobez hastaya
LSG ve es zamanli olarakta HH onarimi yapilmistir. Bu 6
hastanin ameliyat 6ncesi 4 inde GORH mevcuttur. Ame-
liyat sonrasinda bu 4 hastanin 3 (i tamamen iyilesirken
bir tanesinin GORH devam etmistir fakat gtinliik PPi ih-
tiyaci azalmistir. 2 hastada ameliyat 6ncesinde GOR has-
tahgr yokken ameliyat sonrasinda da gelismemistir(4).
Daes ve arkadaslari LSG ve es zamanli HH onarimi ya-
pilan 34 morbidobez hastanin sonuclarini incelemisler.
Ameliyat dncesinde %85oraninda GOR hastaligi varken,
ameliyat sonrasi bu oranin %5.8 e dustugini goster-
mislerdir (11).Soricelli ve arkadaslari baska bir calisma-
larinda LSG yaptiklari 378 hastanin ameliyat dncesi 91
tanesinde HH oldugunu, bunlarinda 41 tanesinde GOR
hastaliginin oldugunu belirmisler ve bunlarin hepsine
LSG ile birlikte HH onarimi da yapmislardir. Bu 41 GORH
olan hastalarin 33'(i(%80) ameliyat sonrasinda tama-
men iyilesmistir. Geri kalan 8 (%19.6) hastanin ise gin-
Iik PPi ihtiyaci azalmistir (12).Li ve arkadaslari yaptiklari
bir calismada GORH ve HH si olan morbidobez hastalara
LSG ve HH onarimi yapilmistir. Ameliyat sonrasinda has-
talarda % 80 oraninda GOR hastaliginin tamamen diizel-
digi gorulmdustir. (21) Bizim calismamizda da ameliyat
dncesinde 23 hastanin 9 unda (%39.1) GORH hastahg
varken ameliyat sonrasinda belirgin bir sekilde azaldi 3
(%13) hastada GORH mevcuttu. Tiim hastalarin GORH SS
skoru ameliyat 6ncesi yliksekken ameliyat sonrasi belir-
gin bir sekilde azalmistir. Bizim ¢alismamizda net bir se-
kilde goriilmistiir ki GORH olan HH'limorbidobez hasta-
larda LSG+HH onarimi basarili bir sekilde uygulanabilir.
Ayrica yine bu calismada hem ameliyat dncesinde hem
de ameliyat sonrasinda GORH SS skorlariyla VKi arasinda
dogrusal bir iliski mevcuttur. Kilo arttikca GORH SS skor-
lari da yukselmektedir.

HH limorbidobez hastalarda HH onarimli LSG ameliyati
yapildiginda,GORH'da azalma olmasinin 3 farli nedeni
oldugunu distiinmekteyiz.

1)Hastalar HH+LSG ameliyat ile kilo vermekte oldukla-
rndanGORH'nin bagimsiz faktérlerinden biri olan obe-
ziteden kurtulmus olunmasi,

2)HH onarimi ile hiyataldefekt kapatilmasi ve bu onarim
ile abdominalézefagusun daha uzun olmasi nedeniyle
ve toraksin negatif basing alani icine kagmamig olmasi,
3)LSG ameliyati sonrasinda hastalarin midesinden salgi-
lanan sivinin asidik iceriginin azalmis olmasidir.

Bizim bu calismamizin baslica limitasyonlari; prospektif
ve randomize bir calisma olmamasi ve hasta sayisinin
cok fazla olmamasidir. Diger bir limitasyonuhastalari-
mizda GORH varligini daha cok hasta sorgulamasi dog-
rultusunda belirlenmis olmasidir. Bunlarin daha objektif
yontemlerle(endoskopi, 24 saatlik pH metre gibi, Ozefa-
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gus mide duodenumgrafisi gibi ) belirtiimemis olmasi
da bir diger limitasyondur.

Bu konu Uzerinde daha net bir fikir birligine varabilmek
icin daha genis serilerde standardize edilmis uzun do6-
nem takip sonuglari olan prospektifrandomize calisma-
lar yapilmasina gereksinim vardir.

SONUC:

Morbidobez hastalarda HH varliginda GORH olsun veya
olmasin HH onarimi ile birlikte LSG ameliyati basarili bir
sekilde uygulanabilir.

KISALTMALAR:

GORH: gastrodzefageal reflii hastaligi

HH: Hiyatal Herni

LAGB: Laparoskopik Ayarlanabilir Gastrikband
LRYGB: LaparoskopikRoux -N Y Gastrik baypas
LSG: laparoskopik sleeve gastrektomi

PPi: Proton pompa inhibitérii

SS: semptom siddeti

VKi: Viicut kitle indeksi
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ABSTRACT

OZET

Purpose: Higher level of HDL cholesterol (HDL-C) has an effect
on atheroprotection. The relationship between lower HDL-C
level and severity of coronary artery disease (CAD) is still con-
troversial.

We aimed to investigate whether HDL-C level is associated with
SYNTAX score in Turkish population.

Material and Methods: 1137 patients were enrolled in this
study. Serum triglyceride, total cholesterol, and HDL-C levels
were measured by standard methods. Also, total cholesterol/
HDL-C and triglyceride/HDL-C ratios were calculated. Selec-
tive coronary angiography was performed by the femoral ap-
proach using the Judkins technique. The 1137 patients were
divided into four groups on the basis of SYNTAX scores; Control
group (SYNTAX score: 0), low SYNTAX score group: Group | (SYN-
TAX score: 1-22), intermediate SYNTAX score group: Group Il
(SYNTAX score: 23-32), and high SYNTAX score group: Group Ill
(SYNTAX score: = 33).

Results: While higher HDL-C level was found to be an inde-
pendent predictor of SYNTAX score <33 (OR: 0.957; 95% con-
fidence interval [Cl] 0.939-0.975); age, diabetes mellitus and
smoking were also found to affect the severity of CAD. There
was a statistically significant positive correlation between SYN-
TAX score and total cholesterol/HDL-C ratio (r=0.092, p=0.002).
Likewise, a statistically significant positive correlation between
SYNTAX score and trigliceride/HDL-C ratio was found (r=0.103,
p<0.001).

Conclusion: We have found that higher HDL-C level was an
independent predictor of low and intermediate SYNTAX score
in Turkish population with CAD. Total cholesterol/HDL-C and
trigliceride/HDL-C ratios are positively correlated with SYNTAX
score. Therefore, these simple parameters can be used in deter-
mining cardiovascular disease burden besides other risk factors
during routine clinical practice. For further information about
this topic, large-scale studies are needed.

Key words: HDL-C, SYNTAX score, Turkish population

Amag: HDL kolesterol diizeyinin (HDL-K) daha ylksek ol-
masi ateroproteksiyonu etkilemektedir. Diisiik HDL-K di-
zeyi ile koroner arter hastaliginin (KAH) siddeti arasindaki
iliski halen tartismalidir.

Tark toplumunda HDL-K diizeyinin SYNTAX skoruyla iliskili
olup olmadigini arastirmayr amacladik.

Gereg ve Yontem: Calismaya 1137 hasta alindi. Serum
trigliserid, total kolesterol ve HDL-K seviyeleri standart yon-
temlerle dlglildi. Ayrica total kolesterol / HDL-K ve triglise-
rid / HDL-K oranlari hesaplandi. Selektif koroner anjiyografi,
Judkins teknigi kullanilarak femoral yolla gerceklestirildi.
1137 hasta SYNTAX skorlarina gore dort gruba ayrildi; Kont-
rol grubu (SYNTAX skoru:0), disiik SYNTAX skoru grubu:
Grup | (SYNTAX skoru: 1-22), orta SYNTAX skoru grubu:
Grup Il (SYNTAX skoru: 23-32) ve yliksek SYNTAX skoru gru-
bu: Grup lll (SYNTAX skoru: > 33).

Bulgular: Yiiksek HDL-C diizeyi, SYNTAX skorunun <33 ol-
masinin (OR: 0.957;% 95 gtiven aralgi [CI] 0.939-0.975) ba-
gimsiz bir dngdrdiirlclsi olarak bulunmasina karsin; yas,
diabetes mellitus ve sigara iciminin de KAH siddetini etkile-
digi bulundu. SYNTAX skoru ile total kolesterol / HDL-K ora-
ni arasinda istatistiksel olarak anlamli bir pozitif korelasyon
vardi (r=0.092, p = 0.002). Benzer sekilde SYNTAX skoru ile
trigliserid / HDL-K orani arasinda istatistiksel olarak anlamli
bir pozitif korelasyon bulundu (r=0.103, p <0.001).
Sonug: Yiksek HDL-K diizeyinin, KAH' 1 olan Tirk toplu-
munda, distk ve orta SYNTAX skorunun bagimsiz bir 6n-
gorduiriicisi oldugu bulunmustur. Total kolesterol / HDL-K
ve trigliserid / HDL-K oranlari SYNTAX skoru ile pozitif yon-
de iliskilidir. Bu nedenle, bu basit parametreler, rutin klinik
uygulamada diger risk faktorlerinin yani sira kardiyovaskd-
ler hastalik ylkinun belirlenmesinde de kullanilabilir. Bu
konu hakkinda daha fazla bilgi icin biytik 6lcekli calisma-
lara ihtiyag vardir.

Anahtar kelimeler: HDL-K, SYNTAX skoru, Tuirk toplumu
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INTRODUCTION

Coronary artery disease (CAD) is the most common form
of heart disease and is a leading cause of death worldwide.
Many parameters and tests are used to determine athero-
sclerotic CAD. A significant relationship has been noted
between the lipid profile and CAD [1,2]. High serum LDL
cholesterol (LDL-C) level is a major risk factor for CAD [3].
Besides this, high triglyceride (TG) and low HDL cholester-
ol (HDL-C) levels are accepted to be associated with CAD
risk [4]. Serum cholesterol level can vary according to many
factors such as high saturated fat diet, race, male gender,
socio-economic and socio-cultural status [5, 6].

HDL particles are involved in reverse cholesterol transport
to remove excessive cholesterol from peripheral tissues,
and this process is thought to be the major contribution of
HDL-Cin atheroprotection [7]. It is estimated that, for every
1 mg/dl increase in HDL-C, there is a 2-3% decrease in car-
diovascular risk [8].

Low HDL-C levels are more prevalent in Turkey than in any
other country where plasma lipid values have been exten-
sively characterized [9]. Data from the Turkish Heart Study
have demonstrated that 53% of men and 26% of women in
Turkey have HDL-C levels below 35 mg/dI [10]. In this study,
we aimed to investigate the relationship between HDL-C
level, and severity and complexity of CAD in Turkish indi-
viduals.

MATERIAL AND METHODS

The patient group was derived from a population of 1812
consecutive patients who underwent coronary angiogra-
phy. In total, 675 of them were excluded because they met
the exclusion criteria (n = 452) or did not fulfill the inclusion
criteria (n = 223). Finally, 1137 patients were enrolled. Our
institutional review board approved the study, and we ob-
tained informed consent from all patients. The inclusion cri-
teria were: age greater than 18 years, a coronary angiogram
clear enough to enable evaluation of the cause of stress-in-
duced chest pain, and the patient’s consent. The exclusion
criteria were: current pregnancy, cardiomyopathy, previous
MI or any revascularization procedures, acute coronary syn-
dromes, history of congenital heart disease, and any history
of lipid lowering therapy. Selective coronary angiography
was performed by the femoral approach using the Judkins
technique and General Electric Innova 3100 angiographic
system (Buc Cedex, France). Multiple views were obtained,
with visualization of the left anterior descending and left
circumflex coronary artery in at least four projections, and
the right coronary artery in at least two projections. Cor-
onary angiograms were recorded on compact discs in DI-
COM format. All angiograms were analyzed by two expe-
rienced invasive cardiologists blinded to the clinical data.
The severity and complexity of CAD was evaluated by a
new and validated scoring system, the SYNTAX score. This
is calculated by a computer program consisting of sequen-
tial and interactive self-guided questions. The algorithm

consists of 12 main questions. The total SYNTAX score was
composed of the individual scores for each separate lesion
with a diameter stenosis of > 50% in a vessel of > 1.5 mm
in diameter by visual assessment, as previously reported
[11]. The 1137 patients were divided into four groups on
the basis of SYNTAX scores; Control group (SYNTAX score:
0), low SYNTAX score group: Group | (SYNTAX score: 1-22),
intermediate SYNTAX score group: Group Il (SYNTAX score:
23-32), and high SYNTAX score group: Group Il (SYNTAX
score: > 33).

Ten milliliters of blood were drawn from the antecubital
vein of each subject after 12 hours of fasting period. The
blood samples were centrifuged for 10 min at 1500 x g and
processed within 2 hours. Serum triglyceride, total choles-
terol, and HDL-C levels were measured by standard clini-
cal chemistry methods using an Architect c8000 analyzer
(Abott, US). Also, TC/HDL-C and TG /HDL-C ratios were cal-
culated. Estimated glomerular filtration rate was calculat-
ed according to the Modification of Diet in Renal Disease
(MDRD) formula.

STATISTICAL ANALYSIS

Data were analyzed with SPSS software (version 21.0 for
Windows; SPSS Inc., Chicago, IL, USA). Normal distribution
of variables was verified with Kolmogorov-Smirnov test.
Degrees of association between continuous variables were
evaluated by Spearman’s rank correlation analyses. Com-
parisons between the groups were performed with Krus-
kal-Wallis test and Mann-Whitney U test. When needed,
binary comparisons among the groups were performed
using Conover-Inman test (p<0.05 was considered statisti-
cally significant). A chi-square test was used to investigate
whether distributions of categorical variables differed with-
in groups. An optimal cutoff value to predict significant
CAD by HDL-C was determined by receiver operating char-
acteristic analysis, and area under the curve values were de-
termined. Binary logistic regression analysis was performed
to determine independent risk factors for severity of CAD
(age, diabetes mellitus, hypertension, smoking, and HDL-C
levels). The data is shown as mean + SD for continuous vari-
ables and absolute numbers (%) for dichotomous variables.
All analyses were stratified by severity of CAD. A p value of
less than 0.05 was considered statistically significant.

RESULTS

Mean age of study population was 60.4 + 11.3 years. 59.7%
of the patients was male and 40.3% was female subjects.
Of the 1137 patients, 33 % had diabetes mellitus (DM),
61.7% had hypertension (HT), 52.7 % had hyperlipidemia,
and 47.8 % were active smokers. Higher HDL-C levels were
detected in women than in men (46.5 +12.1vs.40.1 £ 11.1,
respectively; p < 0.001). higher TC/HDL-C and TG/HDL-C
ratios were found in men than in women (p<0.001 and
p<0.001, respectively). Lipid profile of all patients is shown
in Table 1.
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Tablo 1: Demographics and lipid profile of all patients

Men (n: 679) | Women(n:458 p value
)

Age(years) 59.7+11.2 61.4+11.6 0.007
Hypertension 410(60.5%) | 289(63.7%) 0.289
Hyperlipidemia 349(514%) | 250(54.6%) 0.304
Smoking 389(57.2%) 155(33.8%) <0.001
Diabetes mellitus 230(33.9%) 145(31.7%) 0.441
Mean SYNTAX score 12.4+13.5 6.7+11.7 <0.001
TC (mg/di) 191.1+45.0 20264442 <0.001
LDL-C (mg/dl) 119.9+37.5 127+37.6 <0.001
HDL-C (mg/dl) 401111 46.5£12.1 <0.001
TG (mg/dl) 166.2+110.5 149.3+80.3 0.079
Fasting glucose (mg/dl) | 113.2+44 .1 114.8+45.3 0.689
eGFR (mL/min/1.73 m2) | 93.1+x22.8 89.4+24.2 <0.001
BMI (kg/m?) 26.7+3.2 26.9+3.3 0.133

TC— total cholesterol; LDL— low density lipoprotein cho-
lesterol; HDL— high density lipoprotein-cholesterol; TG—
triglyceride; eGFR—estimated glomerular filtration rate;
BMI— body mass index

According to SYNTAX score, 518 of the patients (45.6%)
were enrolled as controls (SYNTAX score: 0), 354 (31.1%)
had low SYNTAX scores (SYNTAX score: 1-22), 134 (11.8%)
had intermediate SYNTAX scores (SYNTAX score: 23-32),
and 131 (11.5%) had high SYNTAX scores (SYNTAX score >
33). Baseline characteristics and biochemical parameters
according to SYNTAX score groups are shown in Table 2.

Tablo 2: Baseline characteristics and laboratory findings of the patients according
to SYNTAX score

Controls Group I| Group Il | Group III-pvnIue
(n:518) (n:354) (n:134) {n:131)
Age 56.9+11.6 61.9£9.9 63.549.7 66.6211.0 <0.001
DM (%) 115 (22.2%) | 135 (38.1%) | 64 (47.7%) | 61 (46.6%) | <0.001
HT (%) 284 (54.8%) | 226 (63.8%) | 99 (73.8%) | 00 (66.7%) | <0.001
HL (%) 248 (47.8%) | 197 (55.6%) | 76 (56.7%) | 78 (59.5%) | 0.024

Smoking (%) 215 (#1.5%) | 182 (51.4%) | 71(52.9%) | 76 (58.0%) | 0.001

Alcohol consumption (%) | 59 (114%) | 25 (7%) | 19(14.3%) | 12 (9.2%) | 0.063

BMI (kg/m?) 268:33 | 267:32 | 273230 | 27.1234 | 0.169
UA({mgldL) 5415 57414 62415 6616 | <0.001
LDL-C(mgidL) 126.8+359 | 120.1237.9 | 11424382 | 121.1¢416 | 0.001
HDL-C{mgldL) 453:112.4 | 4132110 | 400¢116 | 385104 | <0.001
TG(mgldL) 152.0686.6 | 162.0292.7 | 179.7£144.5 | 158.5¢1085 | 0.271
TC{mgidL) 2015:42.8 | 192.6£44.7 | 185.3£488.1 | 192.248.3 | <0.001
FBG(mgidL) 107.2¢6359 | 11532401 | 120.1¢42.2 | 130.3¢537 | <0.001

eGFR (mUminM1.73m2) | 98.7+223 88.2+20.4 85.8+25.6 787235 | <0.001
TC/HDL ratio 4.7+1.44 492155 4.8+1.68 53+1.00 | 0.006

TG/HDL ratio 3T7+27 44232 5.05.2 47¢41 | 0.003
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DM— diabetes mellitus; HT— hypertension; HL— hyperlip-
idemia; BMI— body mass index; UA—uric acid; LDL— low
density lipoprotein cholesterol; HDL— high density lipo-
protein-cholesterol; TG— triglyceride; TC— total cholester-
ol; FBG— fasting blood glucose; eGFR: estimated glomeru-
lar filtration rate

HDL-C was lowest in the high SYNTAX group (p<0,001).
There was a statistically significant positive correlation
between SYNTAX score and total cholesterol/HDL-C (TC/
HDL-C) ratio (r=0.092, p=0.002). Likewise, a statistically
significant positive correlation between SYNTAX score and
triglyceride/HDL-C (TG/HDL-C) ratio was found (r=0.103,
p<0.001). Serum HDL level was significantly and negatively
correlated with SYNTAX score (r=-0.201, p<0.001) (r=-0.191,
p<0.001 and r=-0.090, p=0.019, in women and in men, re-
spectively). Also fasting blood glucose (FBG) levels were
significantly and negatively correlated with HDL-C levels
(r=-0.085, p=0.004).

Classical cardiovascular risk factors DM, HT, HL and smok-
ing were significantly positively associated with high SYN-
TAX score (p<0.001, p=0.036, 0.050, and 0.015, respective-
ly). Binary logistic regression analyses were conducted to
examine the influence of various variables such as age, sex,
DM, HT, smoking status, and HDL-C on high SYNTAX score.
While higher HDL-C levels was found to be an independent
predictor of SYNTAX score <33 (OR: 0.957; 95% confidence
interval [Cl] 0.939-0.975); age, DM and smoking were also
found to affect the severity of CAD (Table 3).

Tablo 3: Binary logistic regression analysis for high SYNTAX score

p value OR 95% CI
DM 0.005 1475 1.993-2.190
HT | 0.863 11.038 0.680-1.585
Smoking | 0.006 1736 1.174-2.568
HDL-C <0.001 0.957 0.939-0.975
Age <0.001 1.064 1.04-1.085

Severe coronary artery disease was defined as SYNTAX >
33; *OR is statistically significant (Cl does not include 1); OR
— odds ratio; CI — confidence interval; HDL — high den-
sity lipoprotein-cholesterol; DM— diabetes mellitus; HT—
hypertension

Cutoff value of HDL-C level for predicting the SYNTAX score
>33 is shown in Figure 1
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Figure1. Cutoff value of HDL-C for predicting SYNTAX score >33. AUC: Area un-
der the curve; ROC: Receiver operating characteristic.

Relationship between severity and complexity of coronary
heart disease and HDL-C levels according to SYNTAX score
is schematized in Figure 2

47 507
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Figure2. Relationship between severity and complexity of coronary heart dise-
ase and HDL-C levels according to SYNTAX score. Control group: SYNTAX sco-
re:0, Group |: SYNTAX score: 1-22, Group 11:23-32, Group III: =33.

Treatment modalities in the groups are shown in Table 4.

Table 4. Treatment modalities in the groups

Controls Group | Group Il Group Il

(n:518) (n:354) (n:134) (n:131)
Medical therapy n (%) | 518(100%) | 249(70.4%) 42(31.3%) 18(13.7%)
PCIn (%) 0{0%) 99(27.9%) 74(55.2%) 65(49.6%)
| CABG operation n (%) | 0(0%) 6(1.7%) 18(13.5%) 48(36.7%)

DISCUSSION

Higher serum HDL-C level has known to have a protective
effect on cardiovascular disease. However, the relationship
between lower HDL-C and severity of CAD was unclear. In
this study, we have shown that higher HDL-C level was an
independent predictor of low and intermediate SYNTAX
score in Turkish population with CAD.

There are controversial data in the literature regarding the
relationship between low serum HDL-C level and severity
of CAD. Hsia et al. found lower HDL-C levels in patients with
CAD, but there were no significant differences in HDL-C
among patients with one, two, or three vessel disease [12].
Su CS et. al. reported that In Chinese patients with low
background LDL-C, serum HDL-C was not associated with
lesion severity in patients with CAD [7]. On the other hand,
Conkbayir Cet. al. found a significant relationship between
the lipid quartiles and the extent and severity of CAD based
on the Friesinger index [13].

Several recent clinical studies failed to demonstrate addi-
tional benefit of raising HDL-C levels beyond that achieved
by lowering LDL-C with standard statin therapy to reduce
cardiovascular (CV) risk. In the ILLUMINATE study, torce-
trapib, a cholesteryl ester transfer protein inhibitor used
to raise HDL-C levels, failed to reduce CV risk but actually
caused an increase in CV deaths [14]. The AIM-HIGH study
also failed to demonstrate an incremental benefit of raising
HDL-C by niacin among patients with atherosclerotic CVD
and on-treatment LDL-C values of < 70 mg/dI [15].
Relations of TC/HDL-C and TG/HDL-C ratios with CV risk
were investigated in various clinical studies. Lemieux | et al.
reported that variation in the TC/HDL-C ratio may be associ-
ated with more substantial alterations in metabolic indices
predictive of CV disease risk [16]. Turak et. al. have demon-
strated that high TG/HDL-C ratio was associated with major
adverse cardiovascular events and total mortality in essen-
tial hypertensive patients [17]. TG/HDL-C ratio also predict-
ed CAD risk in non-diabetic Turkish Cypriots [13].
According to our findings lower serum HDL-C level is relat-
ed with high SYNTAX sore in Turkish population, which has
a lower than normal serum HDL-C level according to large-
scale TEKHARF study [18]. TC/HDL-C and TG/HDL-C ratios
were also related with high SYNTAX score.

LIMITATIONS

Our study has some limitations. In the current study, the
patients did not undergo intravascular ultrasonography to
assess the coronary plaque burden. Another limitation was
that HDL-C subfractions were not determined in this study.
One of the limitations of our study was the lack of the data
about patients’ physical activity status.

CONCLUSION

Lower HDL-C levels are related with severe CAD in Turkish
population. TC/HDL-C and TG/HDL-C ratios are positively
correlated with SYNTAX score. Therefore, these simple pa-
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rameters can be used in determining CV disease burden
besides other risk factors during routine clinical practice.
For further information about this topic, large-scale studies
are needed.
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Cranial Gunshot Wounds: Our 6-Year Experience
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OZET

ABSTRACT

Amag: Kranial ategsli silah yaralanmalari savas travmalarin ice-
risinde en agir olani ve en yliksek mortalite sebeblerindendir.
Sivil alanda oldugundan daha fazla askeri alanda goriilmek-
tedir. Askeri tip pratiginde savaslar ve teror eylemleri kranial
ategsli silah yaralanmalarinin en sik sebepleridir. Bu ¢alismada
hastanemize Norosiriirji ve Anestezi yogun bakimina son 6
yil icinde kranial atesli silah yaralanmasi nedeniyle nakil edi-
len hastalar geriye yonelik incelendi.

Gere¢ ve Yontemler: 2011-2016 yillarn arasinda Gilhane
Egitim ve Arastirma Hastanesinde “Kranial atesli silah yara-
lanmasi” tanisi ile Norosiriirji servisine yatirilip tedavi edilen
33 hasta ile Anestezi ve reanimasyon servisine yatirilan 68
hastanin klinik ve radyolojik 6zellikleri incelenmistir. Hasta-
larin yasi, hastaneye kabul edilerken genel durumu ve Glas-
gow Koma Skoru (GKS), beyinin yaralanan alani, yaralayici
faktorlerin tiri (kursun, sarapnel) ve bu yaralanmadan sonra
yapilan cerrahi prosedirler, hasta yatis streleri ve tedavi so-
nuglar arastirimistir.

Bulgular: Kranial atesli silah yaralanmasi tanisi ile norosi-
rirji klinigine 33 hasta, anestezi ve reanimasyon klinigine
ise 68 hasta yatirildi. Norosirtirtji klinigindeki hastalarin yas
ortalamasi 28,21 olup ortalama gelis GKS'u 11dir. Anestezi
klinigine yatirilan hastalarin ise yas ortalamasi 31,41 olup or-
talama gelis GKS'1 7,5'dir. Norosirirji kliniginde 6 hasta (%18)
tim mudahalelere ragmen kaybedilmis olup anestezi yogun
bakiminda ise 23 hasta (%33,8) kaybedilmistir. Norosirurji
kliniginde 10 hasta sifa ile taburcu edildi, 17 hasta ile cesit-
li norolojik defisitlerle taburcu oldu. Postoperatif donemde
BOS fistiilli sadece 1 hastada gorildu.

Sonug: Anestezi yogun bakimina yatirilan hastalarda mor-
talite norosirlrji klinigine gore yiksektir. Bunda daha distik
gelis GKS'u ve eslik eden miilti-organ yaralanmasi olmasi et-
kilidir. Kranial ASY'da disiik gelis GKS'u en 6nemli prognostik
faktor olmakla birlike milti-organ yaralanmasi da bir diger
kotu prognostik faktordr.

Anahtar Sozciikler: Kranial atesli yaralanma, Glasgow koma
skorlamasi, Cerrahi tedavi, Mortalite.

Purpose: Cranial gunshot wounds are the most severe and
mortal injuries among the war traumas. These injuries are
more in military setting than the civilian life. Wars and ter-
ror actions are the most common causes of cranial gunshot
wounds in military medical practice. In this study, we retro-
spectively evaluated the patients who were tranferred to
neurosurgery and anesthesiology intensive care units (ICU)
during the last 6 years.

Material and Methods: Clinical and radiological records
of 33 patients from the neurosurgery ICU and 68 patients
from the anesthesiology ICU between 2011-2016 at the Giil-
hane Education and Research Hospital were retrospectively
reviewed. Age, clinical condition and Glasgow coma scale
(GCS) score at admission, injury site, injury agent (bullet or
shrapnel), surgical procedures, time of stay and treatment
outcomes were used for evaluation.

Results: Mean age in patients who were managed in neu-
rosurgery ICU was 28.21 years and mean GCS score was 11.
Mean age of patients in anesthesiology ICU was 31.41 and
the mean GCS score was 7.5. Six (18%) patients died in the
neurosurgery ICU and 23 patients (33.8%) died in the anes-
thesiology ICU. Ten patients were discharged without any
neurological deficit while 17 patients were discharged with
some neurological deficits. Cerebrospinal fluid fistula was de-
tected in one patient after surgery.

Conclusion: Mortality in patients who transferred to the
anesthesiology ICU is higher than the neurosurgery ICU. The
causes of high mortality rate are low GCS score at admission,
and associated multi-organ injury in patients of anesthesi-
ology ICU.

Keywords: Cranial gunshot wound, Glasgow coma scale,
Surgical treatment, Mortality
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Ulkemiz gerek yurtici gerekse de yurtdisinda bir cok bdl-
gede askeri agidan aktif olmasi nedeniyle atesli silah yara-
lanmasi (ASY) sonucu kranial yaralanmalar sik¢a goriilmek-
tedir (3,4,7,20,24). Bu yaralanmalar izole olabildikleri gibi
diger travmalarla birlikte de goriilebilmektedir (1,2,7). Hat-
ta viicudun diger bolgelerinin ASY'leriyle kiyaslandiginda
daha yuksek mortalite orani ve kalici nérolojik hasara bagl
morbidite ile de karakterizedir (7,20).

Kranial ASY'da mortalite sebepleri, yaralayici ajanin yiksek
kinetik enerjisinin etkisi ile olusan hayati 6nemdeki mer-
kezlerin hasarlanmasi, 6zellikle beyin sapini ilgilendiren
yaralanmalarda kardiovaskdiler ve solunum nikleuslarin
zarar gormesi, beynin blyik damarlarindan ve venéz si-
nislerden masif ve durdurulmayan kanamalar, travmatik
ve hipovolemik sok, bunlarin sonucunda olusan beynin
ikincil hasar, diffiiz 6dem, iskemi, ve herniasyonlar, akut ve
ge¢ donemde agir enfeksiyonlar (menenijit, ensefalit, vent-
rikiilit, nozokomial pnémoni ve sepsis) gibi durumlar di-
stindlebilir (15,18,20). Morbidite sebeplerinden kursun ve
merminin kendisi veya kirillan kemik parcalarin hem direk
etkiye bagl (kavitasyon boslugu) yerinde, hem de kisa su-
reli sok dalgalarin uzak dokularda yarattigi hasarlara bagl
olusan lezyonlar, biiyuk kan kaybina gore ve sonradan olu-
san kitle etkisine (hematom, 6dem) bagli iskemi, iskemi so-
nucunda metabolik hasarin olusturdugu sonuglar, cerrahi
travma ve epilepsi sayilabilir (10,13,19,25,26). Bahsi gecen
beynin birincil hasarlarina karsi hi¢ bir sey yapamadigimiz
icin, beynin ikincil hasarlarina karsi hizl ve effektif koruyucu
islemleri zamaninda yapmamiz gerekmektedir (7,9).

Terdr ve askeri nedenlerden dolayi kranial ASY’a maruz ka-
lan hastalar Glkemizde uzun yillar boyunca genel olarak Gil-
hane Egitim ve Arastirma Hastanesine nakil edildiginden
burada bu hastalarin acil serviste degerlendirilmesi, gerekli
muayenelerin ve tedavi prosediirlerinin yapilmasi ve takibi
konularinda biiyuk bir deneyim kazanilmistir. Bu tecriibele-
rimiz daha 6nce pek ¢ok kez yayinlanmistir (4,5,6,9,10,20).
Ayrica Norosirirjide Atesli Silah Yaralanmalari kitabimiz ile
bu alandaki tecrlibelerimizi meslektaslarimiz ile paylastik.
Hastanemize gelen kranial ASY olan hastalardan durumu
kotu, malti-organ yaralanmasi olan veya meknaik ventila-
tor destedi gerekenler anestezi ve reanimasyon klinigi yo-
gun bakimina yatirilirken sadece kranial yaralanmasi olan,
genel durumu nisbeten daha iyi olan hastalar nérosirQrji
klinigine yatirimaktadir. Ayrica anestezi ve reanimasyon
klinigi yogun bakiminda tedavisi tamamlanan hastalar da
daha sonra taburcu edilinceye kadar norosirirji kliniginde
tedavi gormektedir.

Bu calismanin amaci Giilhane Beyin ve Sinir Cerrahisi klini-
ginde ve anestezi ve reanimasyon kliniginde son 6 yil icinde
yatirilarak tedavi uygulanan kranial ASY hastalarinin tedavi
sonuglarini sunmak ve bu sonuclari giincel literatir esligin-
de tartismaktir.
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GEREC VE YONTEMLER:

2011 ile 2016 yillar arasinda Gilhane Egitim ve Arastirma
Hastanesi Beyin ve Sinir Cerrahisi Klinigine ve Anestezi ve
Reanimasyon Klinigi Yogun Bakim Unitesine kranial ASY ta-
nist ile sevk edilen veya getirilen hastalarin klinik, radyolojik
ve cerrahi 6zellikleri retrospektif olarak incelendi. Calisma-
ya sadece 18 yasindan biyiik ve baska bir hastaligi olmayan
hastalar dahil edildi. Calismadan énce hastanemiz Etik Ku-
rulundan onay alindi.

Hastalarin 6ncelikle yas, gelis klinik tablolari ve gelis GKS'la-
r kaydedildi. Ardindan uygulanan radyolojik tani yéntem-
leri (rontgen, tomografi, manyetik rezonans goriintiileme)
incelendi. Tim hastalara klinige yatislarinda bilgisayarl to-
mografi cekilerek yaralanma yeri ve yaralayici ajan detayli
olarak ortaya konmustur.

BULGULAR:

Kranial ASY tanisi ile 2011-2016 yillar arasinda norogirirji
klinigine toplam 33 hasta yatirildi. Hastalarin tim erkek
idi. Yas ortalamasi 28,21 olup en genc hasta 20 yasinda en
yasl ise 48 yasinda idi. Norosirlrji kliniginde yatan hasta-
larda sarapnel en sik karsilasilan yaralayici ajandir (Sekil 1).

Sekil 1: EYP ile kranial ve maksillofasiyal bélgeden sarapnel ile yaralanmis hastanin
3 boyutlu BT incelemesi. Maksillofasiyal alanda pekcok metalik fragman ve kemik
fraktUrleri izlenmektedir.

13 (%39) hasta kursun ile yaralanmis, 20 (%61) hasta ise sa-
rapnel ile yaralanmistir. 31 hastada supratentorial yaralan-
ma, 1 hastada serebellar yaralanma ve 1 hastada ise supra
hem de infratentorial yaralanma tesbit edildi. Frontal bélge
en sik goriilen yaralanma bdlgesi olup 13 (%39) hastada
tesbit edilmistir. Bunu temporal, paryetal ve oksipital bol-
geler izlemektedir (Sekil 2).
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Sekil 2: Her iki hemisferi caprazlayarak ge¢mis kursunun trasesi ilenmektedir. Trase
boyunca kan ve hava mevcuttur.

3 hastada eslik eden orbital yaralanma, 4 hastada ise eslik
eden maksillofasiyal yaralanma kevcut idi. Hastalarin orta-
lama gelis GKS't 11 olup, 15 hastanin gelis GKS't 15 iken 4
(%12) hastanin ise gelis GKS' 3 idi. 30 hastaya cerrahi tedavi
uygulandi, 3 hasta ise opere edilmedi. Nekrotik dokularin
debritmani, duraplasti ve primer yara tamiri uygulanan cer-
rahi tedavi yontemidir. Alti hasta (%18) tum midahalelere
ragmen kaybedildi. 10 (%30,3) hasta norolojik olarak intakt
sekilde sifa ile taburcu edildi, 17 hasta ile ¢esitli nérolojik
defisitlerle taburcu oldu. Postoperatif donemde BOS fisti-
I sadece 1 hastada gorildi. Postoperatif donemde hicbir
hastada enfeksiyon goriilmedi. Ortalama yatis stiresi 24,36
(1-99 glin) glind(r.

Ayni dénemde Anestezi klinigi yogun bakimina ise 68 hasta
kranial ASY tanisi ile yatirildi. Bu hastalarin yas ortalamasi
31,41 olup en genci 23, en yaslisi ise 78 yasinda idi. Bu klini-
ge yatirilan hastalarin gelis ortalama GKS'lar1 7,5'dur (3-15).
16 (%23,5) hastanin gelis GKS'I 3'diir. 68 hastanin 12 tanesi
entlibe olarak klinige nakledildigi icin GKS gelislerinde he-
saplanamamistir. Hastalarin 39 tanesi kursun ile (Sekil 3),

Sekil 3: Mermi ile yaralanmig bir hastanin kemik pencere BT'si izlenmektedir. Kursun
intrakranial bolgededir.

29 tanesi ise sarapnel ile (EYP, mayin, roket vb) yaralanmis-
tir. 10 hastada kranial yaralanmaya orbita yaralanmasi eslik
ediyordu. 14 (%20,6) hasta tedavileri sonunda tam saglam
olarak taburcu edilmistir. Hastalarin 23 tanesi tim miida-
halelere ragmen kaybedilmistir. Mortalite orani %33,8'dir.
Ortalama yatis siresi 34,65 glinddir (1-180 giin).

TARTISMA:

Atesli silah yaralanmalari Diinya'nin bircok tlkesinde oldu-
Ju gibi Glkemizde de en sik 6ltim ve sakatlik nedenlerinden
birisidir (9). Eriskinlerde oldugu kadar pediatrik yas grubun-
da da gorilmektedir (8,22). Kranial ASY’lari mortalitesi ve
morbiditesi en ylksek ASY seklidir. Genellikle askeri catis-
malar sonucu gorilur. Ancak sivil alanda da glinlimizde
daha sik karsilasilmaya baslanmistir (15,16,23). Bu yayinla-
nan istatistiklerde de goriilmektedir. Son yillarda tlkemizde
teror saldirilari kranial ASY’lerin en sik sebebi olmustur (20).
Ozellikle el yapimi patlayicilarin (EYP) yaygin olarak dretil-
mesi ve terdr saldirilarinda kullaniimasi sarapnel yaralan-
malarini 6n plana gikartmistir.

Atesli silah yaralanmasini atesli bir silahtan ¢ikan materya-
lin etkisi ile yaralanma trasesindeki tim dokularin hasar-
lanmasi ve hayati organ ve sistemlerin bu travmatik olaya
karsi yarattigi sistemik cevabin birlesmesi ile ortaya cikan
durum seklinde tanimlamak etmek dogru olur. Askeri pra-
tikte yaralayici materyal genellikle kursun veya sarapneldir
(7,9,20,21). Sarapnel; mayin, el bombasi, roket veya EYP gibi
patlayicilarin infilak etmesi ile bunlardan sacilan metalik
parcalardir. Glinlimiizde &zellikle terdrist faaliyetlerde bu
tlr materyaller daha sik kullanildigi icin bunlara baglh kra-
nial ASY’ler daha sik g6zlenmektedir.
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Bu tir yaralanmalarda yaralayici ajanin etkisi 3 temel fakto-
re baglidir (14). Bunlar:

1) Ajanin balistik 6zellikleri,

2) Yiiksek kinetik enerjinin iletilmesi ve bu enerjinin viicu-
dun dokulari icinde transformasyonu,

3) Viicudun yaralanan bélgesinin anatomik ve topografik
ozellikleri

Yaralayici ajanin balistik o6zellikleri icinde (agirligi, ugus hizi,
yapisi ve iceridi) en 6nemli olanlar ugus hizi, havada ilerle-
me sabitligi ve ilerleme &zellikleridir (11-14). Modern ya-
ralayici materyaller (kursun) ylksek ilk ugus hizi (1000 m/s)
olan materyallerden secilir. Sarapneller ise genellikle duisiik
hizli materyallerdir. Bu ajanlar viicuda girince traseleri degi-
sebilir (14). Buna ilave olarak yaralayici ajan kafa icinde ke-
mik yapilara carparak parcalanip beynin ¢ok farkli ve uzak
yerlerine ulasabilir. Yiiksek kinetik enerjinin bir kisminin si-
cakliga cevirilmesi, bir kisminin ise dalga seklinde beynin
uzak alanlarina iletilmesi beyinde yaygin hasara neden olur.
Bundan dolayi yaralayici ajanin etkisini 2'ye ayirabiliriz:

1) Direk etki: Yaralayici ajanin dokulara olan direk etkisin-
den kaynaklanir.

2) indirek etki: Patlama dalgasindan ve onun yarattigi bii-
ylik basinci ve dokularin yer degismesini igerir.

Genel olarak ASY’nin diger yaralanma tiirlerine gore farkli
morfolojik ve histolojik 6zelliklerinden dolayr bunu farkli
bir yaralanma tuirii saymak dogru olur (9,13). Kranial ASY'de
yaralanmayla beraber sadece yaralanma yerinde degil tim
MSS'inde hatta kardiovaskiler ve endokrin sisteminde, ve
homeostazda yaygin degisiklikler olusur (4,9,13,20). Ya-
ralanma ile beraber ortaya ¢ikan travmatik ve hemorajik
sokla, hipoksiyle ve enfeksiyonla hastanin durumu kétiile-
sebilir.

Kranial ASY tiim penetran travmalarin en sik rastlanan tu-
ridlr ve mortalitesi %35 civarindadir (1,2,7,9,20). Tim ASY
tanisi almis hastalarin sonuglar incelendiginde mortalite
%90 dir. Bunlarin 2/3'U olay yerinde, kalan 1/3'lin ise %90'i
hastaneye ulastirlmadan kaybedilir. Sagkalim orani genel
olarak 9%7-15 arasindadir. Hastaneye gelis muayenesi sira-
sinda kotli nérolojik durumu olan hastalarin mortalite orani
%87-100'dir. Cerrahi tedavilerden sonra mortalite eski do-
nemlerde %20 iken, son yillarda bu oran %7,4-18,7 arasin-
da degismektedir. Bizim serimizde ise norosirlrji klinigin-
de tedavi goren kranial ASY’leri mortalite orani %18 olup
Anestezi klinigi yogun bakiminda tedavi géren hastalarda
mortalite orani %33,8'dir. Anestezi kliniginde mortalitenin
ylksek olmasinin sebebi ise buraya gelen yaralilarin gelis
GKS'larinin daha diisiik olmasi ve miilti-organ yaralanmala-
rinin kranial ASY’a eslik etmesidir.

Askeri alanda kranial ASY'I genellikle sarapnel ve yiiksek
hizli mermi ile olurken, sivil hayatta ise tabanca ile yara-
lanma daha sik gériilmektedir (11,12,15,16). Ozellikle el
bombasi, mayin ve el-yapimi cesitli patlayicilar ile meydana
gelen yaralanmalarda yaralayici ajan metalik sarapnel par-
calaridir. Glinim{zde 6zellikle terdrist faaliyetlerde el yapi-
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mi patlayicilar cesitli metal parcalari ile gliclendirilmekte ve
bunlar patlama esnasinda viicudun farkli yerlerine girerek
milti-organ yaralanmalarina neden olmaktadir (17,18,21).
Bizim serimizde de norosirlrji kliniginde tedavi goren has-
talarda en sik yaralayici ajan sarapnel iken Anestezi yogun
bakimindaki hastalarda en sik kursun yaralanmasina bagli
hasta yatmistir. Bu da mortalitenin yiiksek olmasinin bir di-
der nedenidir.

Bas-boyun yaralanmalari tim ASY'nin yaklasik %30'nu olus-
turur. Olgularin %401 frontal kemikden, %9'u orbitadan,
%14'ti maksilladan, %13’ mandibuladan ve %24'G birden
cok alandan yaralanmaktadir. Bizim serimizde ise hastala-
rin %39'unda frontal boélgeden yaralanma mevcut idi. Sag
frontal ve sag temporal bolgeden yaralanmalar diger kra-
nial bolgelere gore nisbeten daha iyi prognoza sahiptir. Sol
hemisfer genellikle dominant oldugu icin sol hemisferden
yaralanmalarda kognitif fonksiyon bozukluklari ile 6zellikle
konusma defisitleri (afazi, disfazi vb) daha sik goriilmek-
tedir. Orbita ve maksillofasiyal bélge yaralanmalari kranial
ASY’e en sik eslik eden yaralanmalardir (6).

Enfeksiyon kranial ASY’larinda prognozu etkileyen 6nemli
bir faktordir. Eski yillardaki yayinlarda bu tir yaralanmala-
radan sonra hastalarin pek cogu enfeksiyondan dolayi kay-
bedilirken glinimiizde bu oran giderek azalmistir. Bunda
daha genis spektrumlu antibiyotiklerin gelistirilmesi kadar
daha erken cerrahi miidahale ve daha temiz hastane sartla-
rinin da olmasi etkilidir. Ozellikle maksillofasiyal yaralanma-
lari sonrasi olusan paranazal sinis fraktirleri en az yarala-
yici ajan kadar beyin dokusu icin bir enfeksiyon kaynagidir.
Sinuslerin yaralanmadan hemen sonra oblitere edilmesi
ve intrakranial bolge ile iliskisinin kesilmesi ge¢ donem
enfeksiyonlarinin dnlenmesinde 6nemlidir (6,9). Bizim de
serimizde en sik orbita duvar kiriklari ve orbita ici yabanci
cisimler izlenmistir. Bunlar plastik cerrahi ve oftalmoloji kli-
niklerinin ortak katkilari ile opere edilmistir.

Kranial ASY'da intrakranial kanamalar, 6zellikle intravent-
rikliler olanlar prognozda énemlidir (5). Sints kanamalari
tim kranial ASY’larinin %10’unda, subaraknoid kanama-
lar ise %31-80 arasinda goriilmektedir (9,12,20). Sag ka-
lan hastalarin icerisinde %30-50'inde epilepsi izlenmekte
olup, bunlardan %4-10'unda ilk epilepsi atadi ilk haftada,
%80'inde ise ilk 2 yil icerisinde gelismektedir (1,3,4,9,20).
Ge¢ donem epilepsisi kranial ASY olan hastalarda rastlani-
lan bir durumdur ve pek ¢ok yazar tarafindan rapor edilmis-
tir. Bunda iceride kalan yabanci cisimler ve beyin dokusu
icinde travma sonrasi olusmus olan ensefalomalazik alanlar
onemli rol oynamaktadir. Biz olgularimizin tiimiine tedavi
sliresince antiepileptik tedavi basladik. Bundan dolay! ta-
kiplerimizde hicbir hastada epilepsi izlemlemedik. Ancak
uzun dénem takibimiz olmadigi icin bu konuda kesin bir
sey sdylemek miimkiin degildir.



Kranial Atesli Silah Yaralanmalari

SONUC:

Kranial ASY'leri genellikle fatal seyrederler. Miilti-organ ya-
ralanmasi ve diisiik GKS ile gelen olgularin Anestezi Yogun
Bakimlarinda tedavisi daha uygundur. Ancak yine de bu ol-
gularda mortalite yUksektir. Uygun olgularin cerrahi tedavi-
si mortalite ve morbiditeyi dislirmede 6nemlidir.
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ABSTRACT

OZET

Purpose: Different techniques have been applied by using sev-
eral catheters, wires, and sheaths to decrease the rate of com-
plications in transradial approach (TRA). While there are few
studies assessing the impact of 0.014-inch coronary percutane-
ous intervention wire on minimizing complications during TRA,
it is common to use a conventional technique ( 0.018-inch wire
and hydrophilic 0.035-inch) in TRA.This study investigates the
effectiveness of 0.014-inch wire technique in TRA, comparing it
with the conventional technique.

Material and Methods:The study included5080 patients un-
derwent coronary angiography between January 2014 and
March 2016. The present population consisted of 298 patients
(within 5080 patients) who had been performed elective cardi-
ac angiography or intervention via radial access. The main rea-
son for trans-radial approach was occlusion or inaccessibility
of intervention through femoral artery. All of the patients were
prospectively randomized as Group | (n=133) with whom 0.014
floppy coronary wire technique was used in TRA, and Group Il
(n=165) with whom the conventional technique was used in
TRA.

Results: There was no significant difference between Group |
and Group Il regarding age, gender, diabetes mellitus, hyper-
tension, and concomitant coronary artery disease. Procedural
success was better in Group | than it was in Group Il. The compli-
cations (radial artery occlusion (RAO) and radial artery spasm
(RAS) developed more in Group Il than Group I. However, none
of them required surgical intervention.

Conclusion:This study has demonstrated that there are sig-
nificant decreases in the incidence of RAO and RAS when
0.014-inch floppy wire is used during TRA.The effectiveness of
0.0714-inch wire technique in TRA is better than conventional
technique.

Keywords:transradial approach, effectiveness, 0.014-inchwire

Amag: Transradial yolla yapilan girisimlerde komplikasyon
oranini azaltmak icin bircok kateter, tel ve radial kilifin kulla-
nildigi farkli teknikler kullanilmaktadir. Transradial girisim-
lerde komplikasyonlari azaltmak icin 0.014 inch koroner
telin etkisini degerlendiren ¢ok az ¢alisma varken, konvan-
siyonel teknigin ( 0.018-inch tel ve 0.035-inch tel) kullani-
mi siktir. Bu calismada transradial girisimlerde etkinlik ve
komplikasyon yoniinden 0.014 inch tel ile konvansiyonel
telin karsilastiriimasi arastiriimistir.

Gereg ve Yontem : Bu calisma Ocak 2014 ve Mart 2016 yilla-
r arasinda koroner angiografi yapilan 2080 hastay kapsar.
Galismaya radial yolla koroner angiografi ve girisim yapilan
298 hasta alindi. Transradial yolla girisim nedeni femoral ar-
ter yolunun girisime uygun olmamasi ya da tikanikhg idi.
Hastalar rastgele 0.014 inch koroner telin kullanildigi grup
I (133 hasta) ve konvansiyonel teknigin kullanildigi grup Il
(165 hasta) olarak 2 gruba ayrildilar.

Bulgular: Grup | ve grup Il arasinda yas, cinsiyet, diabetes
mellitus hipertansiyon ve koroner arter hastaligi yontinden
anlamli fark yoktu. islem basarisi grup | de grup Il e gére
daha iyi idi. Grup Il de daha fazla komplikasyon (radial arter
spasm, radial arter tikanikligi) gelisti. Fakat hicbirinde cerra-
hi tedaviye gerek duyulmadi.

Sonug: Bu calisma transradial girisimlerde 0.014 inch ko-
roner tel kullanildigi zaman, daha etkin olarak radial arter
spasm ve radial arter tikanikliginin anlamli olarak azaldigini
gOstermistir.

Anahtar sozciikler: Transradial girisim, etkinlik, 0.014 inch
tel
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Transdial Girisimlerde Farkh Tel

INTRODUCTION

The popularity of transradial approach (TRA) has recently
been on the increase for cardiac and other vascular inter-
ventions. The technique has lower incidence of access-site
complications, earlier patient ambulation, decreased pa-
tient discomfort, and decreased length of stay (1). The ra-
dial artery is a superficial artery feasible for easy compres-
sion, and there are no major nerves or veins in its vicinity,
which reduces the risk of neuropathies or arteriovenous
fistulae (2).However, this technique has certainsignificant
complications, such as radial artery spasm (RAS), radial ar-
tery occlusion (RAO), and radial artery dissection/perfora-
tion (3). Different techniques have been applied by using
several catheters, wires, and sheaths to reduce the rate
of complications (4).It is common to use a conventional
technique (0.018-inch wire and hydrophilic 0.035-inch)
in TRA, but there are few studies assessing the impact of
0.014-inch coronary percutaneous intervention wire on
minimizing complications during TRA. Therefore, this study
investigates the effectiveness of 0.014-inch wire technique
in TRA, comparing it with the conventional technique, with
0.018-inch wire and hydrophilic 0.035-inch.

METHODS

Study Design and Population

The study included5080 patients underwent coronary an-
giography between January 2014 and March 2016. The
present population consisted of 298 patients (within 2080
patients)\who had been performed elective cardiac angi-
ography or intervention via radial access. The main reason
for transradial approach was occlusion or inaccessibility of
intervention through femoral artery.

This study was a retrospective study. A written informed
consent was obtained from each patient. The study was
conducted in accordance with the principles of Declaration
of Helsinki.All of the patients were examined as group |
(n=133),with whom 0.014-inchfloppy wirewas used in TRA,
and group Il (n=165),with whom conventional technique
(0.018-inch wire and hydrophilic 0.035-inch)was used in
TRA.

Right radial approach was chosen for the 31 patients in
group |, whereas in group Il right radial approach was used
for the 73 patients. Access was obtained by using tradition-
al Seldinger technique (posterior wall puncture or through-
and-through puncture), and 6 -French (Fr) short7 cm radial
glide sheath (Terumo) was inserted.

Definition of the Procedure

In both groups, a6 Fr 7-cm short hydrophilic sheath was
used. Nitroglycerin 200-250 microgram and heparin 2.500
U were intra-arterially administered after sheath insertion,
respectively. Heparin dosage was calculated according to
the weight of patients undergoing percutaneous coro-
nary intervention (PCl). After the completion of coronary
angiography/intervention, the sheath was immediately

removed and manual compression was applied for homeo-
stasis. The patients were carefully monitored for access-site
complications. Minimal compression was enough to block
the bleeding without causing complete vessel flow occlu-
sion. 24 hours after the procedure, all of the patients were
performed Doppler ultrasound for radial artery flow.

0.014 Floppy Wiring Technique

0.014-inch wire was steered through the radial artery for
the patients in Group |, and a sheath was inserted over a
0.014-inch wire. 0.014-inch floppy PCl wire was pushed
through radial artery towards arcus aorta. Then right Jud-
kins 5 F diagnosticcoronary catheter was advanced over
0.014 wire. After right coronary imaging, the right cathe-
ter was exchanged with left Judkins (JL3.5, 5F) catheter
through 0.035-inch long wire (260 cm).

The Conventional Wiring Technique

For the patients in Group I, 0.018-inch wire was steered
through the radial artery, and a sheath was inserted over
a 0.018-inch wire. Then 0.018-inch wire was removed. Stan-
dard hydrophilic 0.035-inchguide-wire inside radial artery
was used to bring the catheter to the aortic cusp. Standard
diagnostic angiography catheters (JL3.5, JR4, 5F) were ad-
vanced into the aortic root.

Complications

Major complications included RAO, RAS, EASY Class lll-IV-V
hematomas, compartment syndrome, perforation/lacera-
tion/dissection, avulsion, arteriovenous fistulas, pseudoan-
eurysm, digital ischemia, and transient vocal cord paralysis.
RAS was defined as conditions prolonging the procedure,
resulting in termination of the procedure, sympathetic
nerve block, interfering with the procedure or resulting in
early termination, requiring hot towel compresses and ad-
ministration of additional sedatives, causing bruising of the
hand or requiring high dose nitrates and verapamil (more
than one additional dose required for relief).

Minor complications included subcutaneous edema, par-
esthesia, EASY Class |-l hematomas, and ecchymosis.

Statistical analysis

Patient characteristics and outcomes for the patients to
whom 0.014-inch floppy wire technique was applied were
compared with the patient characteristics and outcomes of
those to whom conventional approach technique was ap-
plied. Student’s t test was used to compare the variables. P
value<0.05 was considered as statistically significant.

Results

There was no significant difference between Group | and
Group Il regarding age, gender, diabetes mellitus, hyper-
tension, and concomitant coronary artery disease (Table 1).
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Table 1. Patient characteristics of the groups

Patients Group I {n=133) Group II (n=165) P
Age 60.21 = 10.45 58.73=11.63 =0.05
Gender (male) 76 (60%0) 104 (63%) =0.05
Right/lefi radial access 31102 73/92

Diabetes mellitus 3% 40% =0.05
Hyperiension 44% 43% =005

Procedural success was better in Group | than it was in
Group Il. The results of the two procedures were pre-
sented in Table 2.

Table 2.Procedure related characteristics between the group I and group Il

Group 1 Group 11 P

(n=133) (n=165)
Indications
Stable angina, n (%) 27 (20.8) 321y 0.853
NSTEML, n (%) 40 (30.8) 48 (29.1) 0.738
STEMI, n (%) 49(37.7) 61 (37) 01.460
Non-specific chest pain with positive stress test, n (%) 12(9.2) 15(9.1) 0.932
Peripheral discase, n (%) 30(23.1) 38 (23.03) 0350
Procedures performed
Coronary angiography, n (%) 99(76.2) 125 (75.8) 0,559
Coronary and peripheral angiography, n (%) 28(21.5) 35 (21.2) 0853
Peripheral angiography, n (%) 6(4.6) #{4.8) 0,688
PCI performed, n (%) 77(59.2) 98 (59.4) 01608
Stents used, n (%) 1224133 L1912 0.904
CTO procedure, n (%o} 15(11.5) 19(11.5) 0817
Bifurcation procedure, n{%) 22(16.9) 27(16.3) 0.184
Antiplatelet drugs during performed
ASA 111 (85.4) 152(92.1) 0.136
Clopidogrel, n (%) 81 (62.3) 101 (61.2) 0.562
Unfractionated heparin, n (%) 108 (83.1) 148(89.7) 0,528
Enoxaparin, n (%) 22 (16.9) 18 (10.9) 0.528
Tirofiban, n (%) 36 (43.1) 22(133) 0.215

More minor and major complicationsdeveloped in
Group II. There were significant decreases in the inci-
dence of RAO and RAS when 0.014-inch PCl floppy wire
is used during TRA.However, none of them required sur-
gical intervention. There were also no adverse cardiac
events in any of the study patients (Table 3)

Table 3. Procedure results of group | and group Il

Patients Group 1 Group 11 I
Procedural success 132/133 (99.2%) 149/165 (90.3 %) <005
Radial artery occlusion (RAG) no occlusion 14 cases (8.4%) <005
Radial artery spasm (RAS) 2(1.5%) 12 patients (7.2%) <005

Doppler ultrasound showed radial flow imaging
post-procedural follow-up.
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DISCUSSION

Trans-radial approach has emerged as an alternative
technique in cardiac and other vascular interventions
lately. The main advantage of transradial approach is the
lower incidence of access-site complications (1). Howev-
er, the major concern in this technique is the risk of hand
ischemia.RAO is an extremely significant complication
of radial artery catheterization. In some clinicalmonitor-
ing, such as prolonged hemodynamic monitoring in the
perioperative period, the rates of RAO have been report-
ed to be as high as 30%-40% (5-6). However, in recent
series, the incidence of RAO after trans-radial catheter-
izationhas been significantly lower, with most series re-
porting RAO in 3%-10% of procedures (7, 8, 9, 10). An-
ticoagulant dose, gender, the patient’s body weight, the
diameter of the radial artery, sheath size, the number
of catheters, procedure duration, hemostatic compres-
sion method, and compression time after the procedure
are some of the factors associated with RAO(11). In the
early period, RAO may cause hand ischemia after TRA,
whereas, in the late period, RAO mayprevent repeated
coronary procedures in the same region, using the radial
artery as conduit for coronary artery bypass surgery or
needing an arteriovenous fistula for hemodialysis(4).
RAS is a well-known problem associated with TRA and
continues to be a source of stress for operators (3), for the
radial artery has functional post-junctional a-2 adreno-
receptors that may explain its exaggerated vasospastic
response to circulating catecholamine (12). Radial artery
spasm refers to the friction between the artery and wires
or guide catheters accompanied by a subjective feeling
of pain (3). The pain from RAS increases vasomotor tone,
resulting in further spasm. Kiemeneij et al. demonstrat-
ed objective evidence of RAS by direct force measure-
ment using mechanical pullback devices during sheath
removal (13). A strategy of prevention rather than treat-
ment of RAS will improve procedural success rates and
decrease procedure duration (14). Intra-arterial admin-
istration of antispasmodic medications has been shown
to decrease the incidence of RAS (15, 16).Dr. Rathore
and colleagues stated hydrophilic sheath coating, but
not sheath length, reduces the incidence of radial artery
spasm during trans-radial coronary procedures (9). In
some centers, while 11-cm, 13-cm, or 23-cm sheath has
been used (9, 10), for all of our patients, introducer short
sheath (7-cm, Terumo) was used.

The incidence of radial artery perforation has been re-
ported to be 1% (17). It often occurs in small, tortuous,
atherosclerotic arteries. Perforation is more common in
the elderly and in hypertensive patients and is usually
a result of forceful manipulation of the guide-wire and
catheters.

Anatomic differences during TRA procedures are rela-
tively common and represent a major cause of TRA fail-
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ure (18). Furthermore, specific anomalous patterns such
as radial loop or extreme radial tortuosity are associated
with higher failure rates(19, 20). In literature, 0.014-in-
chcoronary hydrophilic guide-wire wire technique was
used to overcome complex radial anatomical variations
only when the conventional approach fails(18, 21).

The variation in the diameter of radial artery is likely
to be influenced by body size. In a study of American
men and women, the mean radial artery diameter was
3.57+£0.28 mm for men and3.18+0.21 mm for women
(22). These measurements are the same as the diameter
of coronary arteries. Adverse effects of coronary guid-
ing catheter or guide-wire are well known in coronary
intervention, including coronary spasm, dissection, and
perforation. In general, the physical trauma caused by
wire and introducer sheath can result in damage to the
endothelium, which predisposes to thrombus formation
(4). Therefore, this studysuggests that the radial proce-
dure should beconsidered as coronary intervention.
Likely advantages of a coronary 0.014-inchfloppy guide-
wire include thinner core, increased steerability, the
possibility allowing precise visualization of the wire
progression and feature of minimal vascular trauma.
In the two previous studies, although 0.014-inch coro-
nary hydrophilic wire was usedas well, the number of
the caseswas fewer than ours, and 0.014-inch wires in
their studies were hydrophilic wires(18, 21). Moreover,
0.014-inch coronary hydrophilic guide-wire technique
was used to overcome complex radial anatomical vari-
ations only when the conventional approach fails; how-
ever, our study used 0.014-inch coronary floppy guide-
wire routinely. Besides, the advantage of using 014-inch
guidewire was just easy to pass in the complex radial
anatomical variations.

LIMITATIONS

This study has a retrospective studyand small sample
size. Therefore, prospective, large-scale studies are re-
quired to confirm these findings.

CONCLUSION

Transradial approach has been a popular technique in
cardiac interventions in recent years. On the other hand,
this technique has suchmajor complications as RAO and
RAS in TRA. We have shown in this study that there are
significantdecreases in the incidence of RAS and RAOw-
ith use of 0.014-inch PCl floppy wire during TRA.If TRA is
to be used more commonly in the future, utmost atten-
tion has to be paid to radial artery.However, prospective
studies with larger populations are need to confirm our
results.

ASA = acetylsalicylic acid;

CTO = chronic total occlusion;

INR = international normalized ratio;

NSTEMI = Non ST- elevation myocardial infarction;

PCl = percutaneous coronary interventions;
STEMI = ST- elevation myocardial infarction
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ABSTRACT

OZET

Prominent ear is a common problem which can cause psy-
chological and social problem in adulthood. Whilethephysi-
ologic effects oftheconditionare negligible, the psychological
impact, as a result of decreasedself-esteem and teasing by
peers, can be severe (1).Although genetic inheritance follows
an autosomal dominant pattern with variable penetrance,
environmental factors such as postpartum forces may con-
tribute to this deformity(1-3) . StillCorrection of protruding
ears remains a challenge.

Over two hundred different techniques have been described
to correctthis deformity (1-15). Many of these techniques
have proven successful in their ability to achieve highpatient
satisfaction despite the significant variations in these tech-
niques

Treatment of prominent ears is primarily surgical except
in newborns.While noone technique is universally fa-
vored in all cases, they all share thesame goals of re-cre-
ating the normal appearance of the auricle andachiev-
ing symmetry between the 2 sides.

From this perspective, otoplasty is aprivileged proce-
dure in the sense that many viableoptions are at the dis-
posal of the surgeon.

DEFINING PROMINENT EARS

Anatomy

The appropriate diagnosis and treatment of prominent
ears reliesonadetailedknowledge of auriculardevelop-
mentandanatomy.

Normal Ear

The following description constitutes normal adultan-
atomy. In some instances, significant differencesexist
among different races, and the values cited canbe con-
sidered generalities(4).

Kepce kulak, eriskinlikte psikolojik ve sosyal problemlere ne-
den olabilen yaygin bir sorundur. Durumun fizyolojik etkileri
Onemsiz ise de, benlik saygisinin azalmasi ve akranlarin alay
etmesi sonucu psikolojik etki ciddi olabilir. Genetik kalitim,
degisken penetrans ile otozomal dominant kalip izlese de,
postpartum kuvvetler gibi cevresel faktorler bu deformiteye
katkida bulunabilir. Cikintil kulaklarin diizeltilmesi hala zor-
dur. Bu deformiteyi diizeltmek icin iki ylzi askin farkli tek-
nik tarif edilmistir.. Bu tekniklerden bir¢ogu, bu tekniklerdeki
onemli farkliliklara ragmen, ylksek hasta memnuniyeti elde
etme becerisinde basarili olduklari kanitlanmistir. Bu acidan
otoplasti, uygulanabilir bircok secenegin cerrahin elinde ol-
dugu anlaminda ayricalikli bir proseduirdiir. Bu review maka-
lesinde en ¢ok kullanilan bazi teknikleri degerlendirecegiz

The ear occupies a zone from the brow superiorlyto the
base of the columella inferiorly. The baseof the tragus
begins approximately a single earlength lateral to the
lateral orbital rim (6.5-7.5 cm inadults). The average
length of the adult ear varies from 5.5 to 6.5 cm. The
width of the ear is approximately50% to 60% of the
length. The vertical axis isinclined 15 to 30° degrees pos-
terior. The surgeonshould be familiar with the normal
anatomy of thecartilaginous skeleton and the soft tissue
features ofthe external ear(5).

Protrusion from the skull must be analyzedcarefully. Pro-
trusion can be described in terms ofmeasurements from
points along the lateral-mostprojection of the helical
margin to points directly per- pendicular on the skull. On
average, the upper thirdof the helical rim measures 1 to
1.2 cm from the scalp;the middle third measures 1.6 to
1.8 cm at the midpointof the helix; and the lobule is lo-
cated 2.0 t02.2 cm from the mastoid region. From these
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measurements,one can get the misimpression that the
lobuleactually projects beyond the helix, when in fact it
isthe slope of the cranial base inferomedially that pro-
ducesgreater measurements for the lobule. The superior
or midhelical rim projects laterally beyond theother ele-
ments of the ear. The lobule should not projectbeyond
the upper two thirds of the ear(4-8).

Protrusion can also be defined in terms of theauriculo-
cephalic angle. A line extending from the helicalroot to
the most lateral border of the helix andthe plane of the
mastoid determines this angle. Themean measurement
is 25° in men and 21° in women.

Because of the variation in procedures used to measure-
protrusion of the ear, considerable variation existsin the
recommended norm. Vollmer reported anaverage of
20° in infants, 30° in adults, regressing to25° in the el-
derly population. A degree of caution iswarranted when
dealing with wide ears and usingauriculocephalic mea-
surements to establish the degreeof setback. Wide ears
naturally project further posterior on the occiput. The
posterior occiput curvesmedially, affording larger au-
riculocephalic measuresfor wider ears. Auriculocephalic
angle measurementsshould also be appraised with cau-
tion towardlarger ear widths because wide ears may not
tolerateas great an angle as narrower ears.

The normal concha can be described as a hemispherical-
bowl with a sharply defined rim. Normalconchal depth is
less than 1.5 cm.5 The scapha- helixcomplex emanates
from the margin of the concha,creating the antihelix.
The antihelical fold forms anacute angle between the
concha and scapha, measuringless than 90° in the nor-
mal ear. The antihelixstarts at the antitragus and con-
tinues in an uninterrupted, smooth fashion superiorly to
eventuallyform superior and inferior crura.

Prominent Ear

The prominent ear results from two basic causes: under-
developmentof the antihelix, and a large conchalbowl.
Normal posterior folding of the scapha-helicalunit on
the concha produces the antihelix and a conchoscapha-
langle of 90° or less. The acuity of thisangle places the
helical rim closer to the scalp( 8-10). Obtuseangles rep-
resent poor development of the antihelix,promoting lat-
eralization of the helix, i.e.,prominence.

Patient Evaluation

Age is a critical factor in the evaluation and surgical de-
cisionmakingregarding prominent ears. During the first
severalweeks oflife, nonsurgical ear-molding options-
maybe able tosuccessfully correcta variety of auricular
deformities. Beyond this period, surgicalcorrection of
prominent ears can be undertaken when the patientis
asyoungas5years.Thenormalauricle reachesapproxi-
mately90%of adult size by 3 years of age.
Initialconcernsthatoperatingonpatientsbeforetheau-
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ricleisfullygrown will lead to growth restriction have
been unfounded. For example, Balogh and Millesi stud-
ied 76 patients who underwent otoplastyat ages5to-
8yearsandwhohadauricularmeasurementsavailable-
bothpreoperativelyandatages20to30years.
Uundertakingotoplasty when the patient is approxi-
mately 5 to6years ofagehasbeenconsideredoptimalow-
ingtomostauriculargrowthbeingachieved, maintenance
of pliability of cartilage, and intervening priorto signif-
icant psychological damage secondary to teasing by
peers.

In addition to age, the surgeon should pay close atten-
tion to themorphologic characteristics of the auricle. In
particular, the conchomastoidand conchoscaphal an-
gles should be estimated and recorded. Measurements
from the superior helical rim,midhelical rim,and cauda
helicis to the mastoid should also be recorded.

The position of the lobule in relation to the helical rim-
should also be noted; this position determines wheth-
er repositioningof the lobule will be required during
surgery. Finally, the stiffnessof the auricular cartilage
should be noted. The auricular cartilagebecomes less
pliable with age and may dictate the surgicalmaneuvers
required to achieve a satisfactory result.

TREATMENT OF PROMINENT EARS

NEWBORN:

Thenewbornperiod isuniqueowing tothe ability to-
correct auriculardeformities using nonsurgical tech-
niques. The incidence of auriculardeformities has been
estimated to be as low as 11.5 per 10 000 livebirthsan-
dashighas47%ofallbirths.Onlyaboutone-thirdoftheau-
riculardeformitiesnotedatbirthwillself-correctwithin-
thefirst week. The pliability of auricular cartilage in the
newborn period is believedto be secondary to the high
levels of circulating maternal estrogens(11).

Maternal estrogens reach their peak in the fetus just
beforebirthandquickly dissipate to normal levels at ap-
proximatelyéweeksto 3 months of age, paralleling the
time frame during which nonsurgicaltreatment of au-
ricular deformities is most successful. The highlevels of
maternal estrogens are believed to promote higher lev-
els ofproteoglycans within cartilage further promoting
its pliability (8-10).

UNDERDEVELOPED ANTIHELIX
Cartilage-Sparing Techniques

Cartilage-sparing techniques are the most frequently
used procedurestoaddress theunderdevelopmentof the
antihelixandare idealin patients with pliable cartilage
and in patients with mild to moderateantihelical defor-
mities. Cartilage-sparing techniques often requireless
underminingof the auricular skin, yielding a decreased
riskof postoperative hematoma; require less operative
time; and do notinjure the native cartilage.



Otoplasty

The most cited cartilage-sparing technique in otoplasty
is that described by Mustarde (11), who first described
silk mattress sutures in 1963. The mattress sutures were
placed through a postauricularexcision of skin andwere
described as passing through both the anteriorand pos-
terior auricular perichondrium.

Once the contour is securedwith temporary anterior su-
tures, permanent clear nylon sutures are placed through
the posterior surface of the cartilage.Theanterior mark-
ing sutures are then removed, leaving the correctedau-
ricle. One criticism of theMustarde technique is that it
addressesonly the superior third of the auricle. Addition-
al sutures can alsobe placed to independently enhance
the superior and inferior crus

Cartilage-Cutting Techniques

Otoplasty techniques that involve cutting the cartilage
are appropriatefor stiff cartilage that is commonly en-
countered in adultpatients. The cartilage in these pa-
tients requires the elastic springof the cartilage to be
broken to achieve a satisfactory result and reducedrisk
of recurrence over time. There have been many ap-
proachesto cartilage-cutting techniques described in
the literature( 13-17).

These techniques vary based on whether cartilage is in-
cisedfull thickness vs partial thickness and whether they
involve an anteriorvs posterior approach.

One example of a cartilage-cutting technique is that de-
scribed by Converse et al. (13) In this method, full-thick-
ness incisions aremade through the cartilage along the
area where the desired antihelicalfold will be formed
as well as at the conchal rim. This createsan island of
cartilage, which can then be tubed to form the neoan-
tihelical fold. Pitanguy and Rebello described a similar
method,which they called the “island technique,” in
which full-thicknessincisions are also made on either
side of the new antihelical fold (15).

Farrior described another cartilagecuttingtechnique in
which both partial-thickness and full-thicknessincisions
are used (16). Partial-thickness incisions are made along
theconchal rim, whereas full-thickness excisions of car-
tilage are performedalong the superior crus and the de-
sired antihelical fold togive a gentle contour.

While cartilage-cutting techniques can be powerful
tools in patientswith stiff cartilage, they are not without
their disadvantages.Contour irregularities, such as un-
natural-appearing postoperativeprominences and an-
gulations, are thought to be more prevalent inpatients
who have undergone cartilage-cutting techniques. In
addition,revision surgery is more difficult in patients
who have previouslyundergone cartilage-cutting pro-
cedures owing to the injury ofthe cartilage inherent in
these techniques.

Incisionless Otoplasty

As with the trend in other facial plastic surgery proce-

dures, the desireto have a less invasive otoplasty meth-
od prompted Fritsch topublish his first description of an
incisionless otoplasty technique in1995 (20,21). Since
that time, he has published subsequent revisions to the-
original technique that have incorporated modifications
in the sutureplacement procedure and application of
the technique to other deformities other than the ab-
sent antihelical fold.

Since Fritsch published his initialdescription of the inci-
sionless otoplasty technique, others have describedtheir
own modifications to the procedure( 22-26).
Outcomesof the incisionless otoplastytechniquehave-
beenveryfavorable when compared with traditional
open techniques.Some of thecomplications seen with
this approachwere suture failure, suture exposure,gran-
ulomaformation,andantibiotic ointment reaction.

DISCUSSION

Prominent ears are frequently treated by facial plastic
surgeons. Anintricate knowledge of normal auricular
anatomy is required to developan appropriate operative
plan to address the deformed ear.

The trend in otoplasty techniques has consistently
moved towardless invasive options, ranging from non-
surgical newborn ear moldingtocartilage-sparing sur-
gical techniques and even incisionless, office-based
procedures. Whilemost surgeonswhotreat auricular de-
formitieswilldevelop preferencesandexpertise in a few-
techniques, they must remain flexible in order to deal
with the variety and complexityof deformities that exist.
Both surgical and nonsurgical otoplastytechniques con-
tinue to evolve and future advancements inminimally
invasive technologiesandtissueengineeringwill likely
createeven more possibilities to address auricular defor-
mities.By rationally applying techniques to individuale-
ars, one can maximize the strengths ofprocedures and
minimize any inherent weaknesses.

Because of the extreme variability in ear anatomyand
positioning, this rational step-wise approach isthe only
way to maximize outcomes and minimize complications
Cartilage-cutting techniquespotentiallysubject the ear
to irreversible distortion created bywound contraction
and cartilage remodeling. In thisregard, the effects of
cartilage-cutting procedures aremore difficult to pre-
dict, ultimately forcing the surgeonto forfeit some
degree of control. Postoperativestigmata of cutting
cartilage include irregularities,sharp edges, and overcor-
rection. The unpredictabilityof these changes challeng-
es the goals of form andsymmetry. Often, the stigmata
of cartilage-cuttingprocedures are difficult to rectify in
revision surgery.

Cartilage-weakening procedures in the style ofSten-
strom and Chongchet have been effectively usedto
achieve high patient satisfaction. To achieveadequate
posterior folding of the antihelix, aggressivecartilage
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abrasion techniques are often used, especiallyin the
context of stiff auricular cartilage. Thereciprocal change
resulting from a given degree ofcartilage abrasion de-
pends on several factors and can be difficult to control
and predict. Residual deformityrequiring revision occurs
in 10% to 30% of patients.

Reports of high patient satisfaction withthese proce-
dures bespeaks of the fact that these complicationsare
mostly mild. When they occur, the stigmatacan be diffi-
cult to revise. Last of all as always remember every ear is
subject to its own correction technique.
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Ergenlik Caginda Tani Konulmus Paratestikiiler Rabdomyosarkomlu Uc Olgu Serisi

Three Case Series with Paratesticular Rhabdomyosarcoma Diagnosed in Puberty
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ABSTRACT

OZET

We hereby present case series of three young patients with
paratesticular rhabdomyosarcoma and their long term fol-
low up. All cases are alive with no evidence of disease. Al-
though socioeconomical disadvantages prevent One of cas-
es to recieve adjuvant chemotherapy, he is also alive without
disease after surgical intervention.,

Key words: tonsillectomi, fungus colonization, non invasive

GIRIS

Prepubertal paratestikiler tlimorler eriskinlerdeki ile
karsilastirildiginda cok daha nadir gorilen lezyonlardir.
Goreceli olarak az goriilen bu tiimorlerde ulusal grup
calismalari hastalarin tedavisi ve takibini 6nemli ol¢tide
ilerletmislerdir(1). Paratestikuler rabdomyosarkom-
lar(PRMS) genellikle paratestikiler bdlgedeki dokular-
dan koken alirlar. Hastalarda en sik gorilen klinik bul-
gu agrisiz skrotal kitlelerdir. Olgularin Ugte birinde tani
sirasinda lenf nodu metastazi saptanir. Hastalarin yak-
lasik beste birinde ise tani sirasinda akciger, karacigeri
ve kemige metastaz bulunabilir.

PRMS genellikle sik niiks yapan agresiv malign davranisli
bir timor olarak kabul edilir. Ozel olarak, embryonel
tipte RMS’lerin ise prognozu digerlerine gore ¢ok daha
iyidir(2). Bu raporda spermatik kord yerlesimli G¢ ol-
gunun klinikopatolojik  ozelliklerini ve uzun dénem
prognozunu sunuyoruz.

OLGU SUNUMU

Olgularin klinikopatolojik 6zellikleri tabloda verilmistir.
(tablo1)

Olgularin yas grubu ge¢ ¢ocukluk donemi (14 yas) ve
erken erigkin dénemdir (14 ve 18 yas). Her (¢ hastada
skrotumda agrisiz sislik sikayeti ile bagvurmuslardir. Bir
olguda ilk muayene sirasinda skrotum icinde multipl
kitlelerin bulundugu gorilmdstir. Diger iki olguda ise
epididim-spermatik kord kitlesi baslangic muayene bul-
gusudur.

Bu olgu serisinde paratestikiiler rabdomyosarkoma tanisi
alan ve uzun donem takip bilgileri bulunan (¢ olguyu sunu-
yoruz.Tum olgular hastaliktan kurtulmus sekilde hayattadir.
Olgulardan birinin diisiik sosyoekonomik durumu post ope-
ratif kemoterapi almasini engellemistir. Buna ragmen hasta
cerrrahi islem sonrasi hastaliksiz hayattadir.

Anahtar Kelimeler: tonsillektomi, fungal kolonizasyon, no-
ninvaziv

Tablo1 :Olgularin klinopatolojik 6zellikleri

Patolajik Evre* Takip Son

Olgu Yas Yerlegim Tami Niiks - Tedavi {ay)  Durum

Sol

Spermatik

kordda Hastaliks
1 12 multipl kitle ~ RMS** Yok T2 YOK 104 hayatta

BIP**,

Safj testisi, DIME***

spermatik ve otolog

kordu ve kemik iligi

epididimi T transplant Hastaliks|
2 14 tutan kitle RMS Swyilsonra  (pt3*)  asyonu 120 hayatta

Sol

paratestikal Hastaliks|
3 18 er kitle RMS Bilinmiyor T1(?} YOK " Hayatta

*ilk tani: Anaplastik seminoma, **BIP:Bleomisin, Etoposid,
Cisplatin, ***DIME: doksorubisin, ifofosfamide, mesna,
etoposid

** RMS: Rabdomyosarkoma

***Eyvreleme :"Intergroup Rhabdomyosarcoma Study”

Hastalara orsiyektomi yapilmis ancak retroperitoneal
lenf nodu diseksiyonu yapilmamistir. Bir hastada 5 yil
sonra niiks gelismistir. iki farkli kemoterapi rejimi ve oto-
log kemik iligi transplantasyonu uygulanan bu hasta ilk
tanidan itibaren 11 yil sonra hastaliksiz hayattadir.
Diger hastalardan biri cerrahi sonrasi ilave tedavi al-
mamis olup ilk tanidan itibaren 9 yil sonra hastaliksiz
hayattadr.

3. olguya ise yakin donemde (9 ay 6nce) tani konmus
olup cerrahi sonrasi takip icin hastaneye bagvurmamistir.
Olgularin birinde niiks gorilmustir. Diger olgularda
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ise kisa donem takibinde niks saptanmamistir. Niks
olusan olgunun ilk histolojik tanisi “anaplastik semino-
ma” olarak konmus ve hasta buna gore tedavi almistir.
Tedavi protokoll degistikten 10 yil sonra hastaliksiz ha-
yattadir. Diger olgulardan birinde ilave tedavi gerekli ol-
mamistir. Bir olgu ise sosyoekonomik nedenlerle takibini
yaptirmamistir.

Tdm olgularin makroskopik incelemesinde spermatik
kord kitleleri tanimlanmistir. Bir olguda timor testikdler
dokuyu disaridan infiltre etmistir. Histolojik incelemede
tim olgularda seliler nitelikteki timoral infiltrasyon
kolaylikla secilmektedir. Tumor tabakalar olusturan
pleomorfik niikleuslu hiicrelerden meydana gelmekte-
dir. Sitoplazmasinda ¢izgili kas bulunduran hicreler de
“Rabdoid diferansiasyon” bir cok alanda dikkati cekme-
ktedir(Sekil 1,2). immunohistokimyal incelemede her i¢
olguda da desmin pozitif ancak diiz kas aktini negatiftir.

W, S N B RS-

. S |
Sekil 2: Timor iginde diferensiasyon (Hematoksilen Eozin ile boyanmis X40 biyitme)

TARTISMA

PRMS’lerde genellikle inguinal bir yaklasim ile spermatik
kordun yiiksek diseksiyonu ile radikal orsiyektomi yapilir
(Seitz vd., 2016). Bu tip olgularda en sik karsilasilan du-
rumlardan biri de lezyonun 6nce benign olarak sanilip
tam olmayan bir rezeksiyon yapilmasidir. Ancak bu tip
bir yaklasim hastalarin hayatta kalimini radikal olarak
etkilemez (Seitz vd., 2014). Bu sunumdaki olgularda bu
tip bir cerrahi sikinti yasanmamistir ancak olgulardan
biri (1 nolu olgu) dislk sosyoekonomik durumu ned-
eniyle cerrahi eksizyon sonrasi takiplerini yaptirmamis
ve kemoterapi almamistir. Bu hastanin operasyondan
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sonra 104 ay sonra hastaneye basvurmustur. Bagvuru
sirasinda hastaliga ait bir bulgu saptanmamistir.

Son zamanlarda yayimlanan uluslararasi calismalar-
da Paratestikiiler RMS'li hastalarin prognozunun git-
gide daha iyi oldugu ve tedavi protokollerinin daha
iyi sonuglar verdigi bidlirilmektedir (6). Bizim olgu-
larimizdan ikisinde de prognozun iyi olmasi bu veri ile
uyum gostermektedir.

PRMS'ler az goriilen tiimorler iken bu yas grubunda tes-
tisin primer tumorleri sik gorilir. Bu durum patolojik
tanida karisikliklar olusturabilir. Olgulardan biri (2 nolu
olgu) dnce germ hiicreli testis timori olarak tani almig
(anaplastik seminoma) ve tedaviye beklenen yanit alin-
mayinca tekrar degerlendirilmistir.

PRMS'nin ayirici tanilari icinde bu bodlgede gorilebi-
lecek diger malign ve benign lezyonlar da yer alr. Bu
lezyonlar ayirici tanida zorluklar olusturabilir (4). immu-
nohistokimyasal calismalar ve lezyonun paratestikiiler
yerlesimi benzer lezyonlarin ayirici tanisinda yardimci
olacaktir.

PRMS’lerde prognoz timoriin evresine, rezeke edilip
edilemeyecegine ve hastalarin yasina baglidir(7). Lo-
kalize hastaligi olan olgularda prognoz cok iyidir. Lo-
kalize hastaligi olan bireylerde bes yillik sag kalim %85
ile 95 arasinda degisir (3). Metastaz bulunan olgularda
ise bes yillik sag kalm 9%20’ler civarindadir. Histolojik
tipler icinde embryonel ve igsi hiicreli timorlerde bes
yillik sag kalim sirasiyla %80 ve %95 kadardir. ileri evre
timorlerde prognoz genellikle olumsuz oldugu bildir-
ilmekle birlikte birka¢ uzun dénem hayatta kalanlar da
rapor edilmistir (5).
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Delayed Giant Pelvic Hematoma As a Complication of Appendectomy: A Case Report

Apendektominin Komplikasyonu Olan Gecikmis Dev Pelvik Hematom: Olgu Sunumu
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ABSTRACT

OZET

Acute appendicitis is one of the most common surgical emer-
gencies. Definitive treatment is still appendectomy. There are
several complications of appendectomy such as surgical site in-
fection, stump leakage and incsional hernia. Abdominal hema-
toma is extremely rare complication of appendicitis. We report
a case of 36-year old male patient presented with delayed giant
pelvic hematoma after appendectomy that needs surgical in-
tervention.

Keywords: Appendicitis, hematoma, appendectomy.

INTRODUCTION

Acute appendicitis is the most common reason of urgent
surgical intervention in patients admitted to Emergency
Department (1). Although there are studies about non-op-
erative management of appendicitis, appendectomy still
remains the definitive treatment strategy of this commonly
encountered entity (2,3). Complications of appendectomy
are surgical site infection, stump leakage and incisional her-
nia. However abdominal hematoma can be rarely observed
as postoperative complication of appendicitis, it is almost
reported after laparoscopic procedures (4,5). It is usually as
a result of trocar site injury to epigastric vessels.

We report a case of 36-year old patient complicated with
giant abdominal hematoma resolved by surgical drainage
after open appendectomy.

CASE REPORT

A 36-year old male patient admitted to emergency depart-
ment with abdominal pain for 7 days. Nausea and vomiting
was also present. He has no comorbidity. Body temperature
was found to be 37.8 °C. Pulse rate was 90 bpm and NIBP
was 120/75 mmHg. Mild abdominal distension and right
lower quadrant tenderness with rebound was observed
on physical examination. Laboratory findings revealed;
normal serum leukocyte count (9.58x103/uL) and elevat-
ed C-reactive protein (CRP) levels (160 mg/L). Abdominal
computerized tomography (CT) was performed and find-
ings were consistent with plastrone appendicitis or in-
flammatory bowel disease. The patient was hospitalized

Akut apandisit en sik cerrahilerden birisidir. Kesin
tedavi halen apendektomidir. Apendektominin, yara yeri
enfeksiyonu, glidiik kacagi ve insizyonel herni gibi birkag
komplikasyonu mevcuttur. Karin ici hematom apendekto-
minin nadir gorilen komplikasyonudur. Apendektomi son-
rasi cerrahi girisim gereken gecikmis dev pelvik hematomu
olan 36 yasinda erkek hasta olgusunu bildirmekteyiz.
Anahtar kelimeler: Apandisit, apendektomi, hematom.

and laparatomy was performed through midline incision.
Intestinal dilatation and perforated appendicitis was ob-
served and appendectomy was performed. The patient was
discharged on 2nd postoperative day. He had diagnosis of
wound seroma on 6th postoperative day which was treated
by conservative treatment.

He was admitted to the emergency department with swell-
ing in the abdomen under midline incision on 24 th postop-
erative day. On physical examination round, hard, immobile
15 c¢m in size lesion under midline incision was observed.
Laboratory findings were; decreased serum hemoglobin
level (8.5 g/dL), normal leukocyte count (11.42x103/uL)
and elevated CRP level (192 mg/L). Abdomen CT was per-
formed revealing giant pelvic hematoma (Image-1)
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Image-1: Abdomen computerized tomography of the patient showing giant pelvic
hematoma.

168x116 mm in size. He was hospitalized again and lapara-
tomy was performed. Giant infected hemaotoma was ob- : :
served in pelvic region (Image-2,3) Image-2,3: Giant pelvic hematoma of the patient intraoperatively.

and surgical drainage was done. Postoperative 2 unites of
erythrocyte suspension replacement was given. He was
discharged with no complication on 4 th postoperative
day. On 9 months follow-up the patient had no other com-
plication.

DISCUSSION

Acute appendicitis remains the most common condition
that requires surgical intervention in adults (6). Appendec-
tomy still remains the gold standard treatment for acute
appendicitis. Complications after appendectomy ranges
between 3-28.7 % (7). These are small bowel obstrucion,
surgical site infection, intraabdominal abscess and stump
leakage. The complication rate increases in case of compli-
cated appendicitis (7).

Hematoma after appendectomy was observed rarely and
usually related to trocar site vascular injury of laparoscopic
procedure (5). Most of these injuries ocur during the first
trocar or Veress needle insertion. However hematoma was
observed after open appendectomy in our case that was
extremely rare. The bleeding site was thought to be the
mesentery of the appendix or gonadal veins. Kaafarani
et al. presented a case of appendicitis with intraabdomi-
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nal bleeding during laparoscopic appendectomy and the
bleeding site was found to be gonadal vein (8). Mobilization
of the ceccum for retroceccal appendix causes blunt dissec-
tion of the inflamed tissues and this may cause damage to
the gonadal vein. We did not note the bleeding during the
operation because the ceccum was replaced to its original
position and applied pressure on the gonadal vein which
causes oozing after the operation.

Conservative management of the trocar bleeding site in
small amouts after laparoscopy was reported previously
(4) but in some cases surgical exploration becomes inev-
itable as in our case. Delayed giant pelvic hematoma was
not reported previously therefore our case is the first to be
reported.

In conclusion although abdominal hematoma after appen-
dectomy was observed rarely, it should be kept in mind it
may cause secondary exploration of the abdominal cavi-
ty and in retroceccal appendicitis cases gentle dissection
should be preformed to prevent bleeding.
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edilmistir. NRH tanisi konulursa KADCYLA' tedavisi stresiz olarak sonlandiriimalidir. KADCYLA' tedavisi uygulanan hastalar, sol ventrikil disfonksiyonu gelisimi agisindan yuksek risk
altindadir. Tedaviye baslanmadan énce ve tedavi boyunca duzenli araliklarla (6rn. Gi¢ ayda bir) standart kardiyak fonksiyon testi (ekokardiyogram veya MUGA (multigated acquisition)
yapilmalidir. Sol ventrikul disfonksiyonu vakalarinda, gerekli oldugunda doz geciktiriimeli veya tedavi sonlandiriimalidir. KADCYLA" ile trombositopeni veya trombosit sayisinda azalma
yaygin olarak bildirilmis ve bunlar tedavinin kesilmesine yol agan en yaygin advers reaksiyonlar olmustur. Her KADCYLA" dozundan &énce trombosit sayisinin izlenmesi énerilir. YAN
ETKILER: KADCYLA'ile en sik gérilen yan etkiler; idrar yolu enfeksiyonu, trombositopeni, anemi, hipokalemi, insomnia, periferik néropati, bas agrisi, bas dénmesi, hemoraji, epistaksis,
o6ksuruk, dispne, stomatit, diyare, kusma, bulanti, konstipasyon, agiz kurulugu, karin agrisi, dékintd, transaminazlarda artma, halsizlik, pireksi, asteni, isime, kas-iskelet agrisi, artralji,
miyalji. ILAG ETKILESIMLERIi: DM1 maruziyetinde bir artis ve toksisite potansiyelinden dolayi gl CYP3A4 inhibitérlerinin (6rn. ketokonazol, itrakonazol, klaritromisin, atazanavir,
indinavir, nefazodon, nelfinavir, ritonavir, sakuinavir, telitromisin ve vorikonazol) trastuzumab emtansin ile birlikte kullanimindan kacinilmaldir. KULLANIM SEKLi VE DOZU:
KADCYLA"nin énerilen dozu 3 haftada bir (21 gunlik siklus) intraven®z inflizyon olarak uygulanan 3.6 mg/kg vicut agirhigidir. Hastalik ilerleyene kadar veya kabul edilemez toksisite
gelisene kadar hastalara tedavi uygulanmalidir. Baslangi¢ dozu, 90 dakikalik bir intravenéz inflizyon olarak uygulanmalidir. Hastalar inflzyon sirasinda ve infizyondan sonra en az 90
dakika boyunca ates, Gstime veya inflzyonla iliskili diger reaksiyonlar acisindan gézlenmelidir. infizyon bélgesi, uygulama sirasindaki olasi subkutan infiltrasyon acisindan yakindan
izlenmelidir. Eger dnceki inflzyonlar iyi tolere edilmisse, KADCYLA"nin sonraki dozlari 30 dakikalik influzyonlar seklinde uygulanabilir. Hastalar inflzyonlar sirasinda ve infuzyondan
sonra en az 30 dakika boyunca gézlenmelidir. YASAL KATEGORISi: Recete ile satilir. RUHSAT SAHIBi: Roche Mistahzarlari Sanayi A.S. Uniq istanbul Ayazaga Cad. No:4 D/101 Maslak
34376 Sariyer- istanbul Tel: (0212) 366 90 00 Faks: (0212) 285 22 00 URETIM YERI: Patheon Manufacturing Services LLC, Greenville, Amerika Birlesik Devletleri TICARI SEKLI: I.V.
infuzyonluk ¢cézelti konsantresi icin toz iceren flakon RUHSAT NUMARASI VE RUHSAT TARIiHi: KADCYLA 100 mg IV infuzyonluk ¢ozelti konsantresi icin toz iceren flakon: 2016/158 -
23.03.2016, KADCYLA" 160 mg IV inflzyonluk ¢ozelti konsantresi icin toz iceren flakon: 2016/159 - 23.03.2016 FiYAT VE ONAY TARIiHi: 20.02.2017 / Perakende Satis Fiyati: 100 mg:
3.782,02 TL, 160 mg: 6.033,94 TL KUB’UN YENILENME TARIHi: 23.03.2016

¥ Bu ila¢ ek izlemeye tabidir. Bu t¢gen yeni guvenlilik bilgisinin hizli olarak belirlenmesini saglayacaktir. Saglik meslegi mensuplarinin stpheli advers reaksiyonlari bildirmeleri
beklenmektedir. Bildirim yapilmasi, ilacin yarar/risk dengesinin strekli olarak izlenmesine olanak saglamaktadir. Herhangi bir sipheli advers reaksiyonu Turkiye Farmakovijilans Merkezi
(TUFAMY'ne (www.titck.gov.tr; e-posta: tufam@titck.gov.tr; tel: O 800 314 00 08; faks: O 312 218 35 99 ve/veya Roche Urin Givenligi Departmanrna dogrudan e-posta
(zeynep.yardimci@roche.com) ve telefon araciligi ile (O 212 366 92 59) bildirmeniz gerekmektedir.
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