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Amacg ve Kapsam

Journal of Academic Research in Medicine-JAREM, yayin dili Tiirkge-ingilizce olan, acik erisimli, bagimsiz ve ényargisiz
cift-kdr hakemlik prosedirlerine baglh olarak yayin yapan uluslararasi bir dergidir. Dergide deneysel ve klinik tip
alanlarinda yapilan arastirmalar, vaka sunumlari, glincel konularla ilgili derlemeler, editére mektuplar ve tip editimiyle
ilgili yazilar yayinlanir. Dergi, Nisan, Agustos ve Aralik aylarinda olmak tzere yilda 3 sayi yayinlanmaktadir. Derginin
finansmani G.O.P. Taksim Egitim ve Arastirma Hastanesi tarafindan saglanmaktadir.

JAREM'in hedefi, uluslararasi diizeyde ve giincel konulu arastirmalari yayinlamaktir. Ayrica derlemeler, editéryel
yorumlar, vaka sunumlari ve gérintller de dergide basilir. Okuyucu ve yazar hedef kitlesi egitimciler, akademisyenler,
arastirmacilar, uzmanlar ve pratisyenler olan derginin tim yayin stire¢leri ve prosedirleri ICMJE, WAME ve COPE
standartlari ¢cercevesinde yUritilmektedir.

Abonelik / izinler / Reklam
Dergide basilan yazilarin tam metinlerine www.jarem.org adresinden Ulcretsiz olarak erisilebilir. Basili nishaya abone
olmak isteyenler; telif haklariyla ilgili izinler ve ilanlar icin Editér ofisine miracaat edilmelidir.

Editor Ofisi

Editor: Barig Nuhoglu

Adres: Gaziosmanpasga Taksim Egt. ve Ars. Hast. Uroloji Klinigi, Taksim-istanbul
Telefon: +90 212 252 43 00/1515

E-posta: drbnuhoglu@gmail.com

Yayinci

AVES-ibrahim Kara

Adres: Biiyiikdere Cad. 105/9 34394 Mecidiyekdy-Sigli-istanbul
Telefon: +90 212 217 17 00

Faks: +90 212 217 22 92

E-posta: info@avesyayincilik.com

Yazarlara Bilgi
Yazarlara Bilgi sayfasina derginin basili versiyonundan ve www.jarem.org internet sayfasindan ulagilabilir.

icerik Sorumluluk Reddi
JAREM'de vyayinlanan icerikler yazar(lar)a aittir. G.O.P. Taksim EJitim ve Arastirma Hastanesi, dergi editorleri,
calisanlari ve yayinci bu yazilar icin mali, hukuki ve diger yonlerden sorumluluk kabul etmemektedir.

Dergi asitsiz kagida basiimaktadir.
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Aims and Scope
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editor, and other manuscripts on medical education. The journal is published three times per year; in April, August, and
December. The journal is funded by G.O.P. Taksim Training and Research Hospital.

The aim of JAREM is to publish researches on recent topics at an international level. Moreover, reviews, editor's
note, case reports and images are also published in the journal. The target audience of readers and authors is
composed of educators, academics, researchers, specialists and general practitioners, and all publication process
and procedures comply with the standards of ICMJE, WAME and COPE.
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The journal is printed on acid-free paper.
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Yazarlara Bilgi

Journal of Academic Research in Medicine-JAREM, cift-kdr hakemli, acik
erisimli bir dergi olarak, tip alaninda yapilan deneysel, temel, 6zgin klinik
calismalari; mezuniyet sonrasi egitim, olgu sunumlari, tip tarihi, yayin ve
arastirma etigiyle ilgili yazilari yayinlar. Editorlerin yazi seciminde temel un-
sur olarak dikkate alacagi hakemler, yurt ici ve yurtdilinda konusunda uzman
olan dis bagimsiz kisilerden secilir. Dergi, Nisan, Agustos ve Aralik aylarinda
olmak tizere yilda 3 sayi yayinlanmaktadir.

Deneysel, klinik ve ilag arastirmalar igin ilgili uluslararasi anlagmalara uygun etik
komisyon raporu gerekmektedir. (Helsinki Declaration of 1975, revised 2008-
http://www.wma.net/en/30publications/10policies/b3/index.html, “Guide for
the care and use of laboratory animals - www.nap.edu/catalog/5140.html)

Tum yazarlar bilimsel katki ve oranlarini ve ilgili sorumluluklarini; ayrica ¢ikar
catismasi olmadigini bildiren toplu imzalari ile yayina katilmalidirlar. Aragtir-
malara kismi de olsa yapilan nakdi ya da ayni yardimlarin hangi kurum, ku-
rulus, ilag-gerec firmalarinca yapildigi dip not olarak bildirilmelidir. ICMJE
Potansiyel Cikar Catismalar Bildirim Formu)

Makalelerin formati ICMJE-Recommendations for the Conduct, Reporting,
Editing and Publication of Scholarly Work in Medical Journals (updated in
December 2014 - http://www.icmje.org/icmje-recommendations.pdf) kural-
larina gére diizenlenmelidir.

Orijinal Aragtirmalar ve Derlemeler'in sunumu ¢alisma bildirimi kilavuzlarina gére
diizenlenmelidir: randomize galismalar icin CONSORT, gézlemsel ¢alismalar igin
STROBE, tanisal de@erli calismalar igin STARD, sistematik derleme ve meta-ana-
lizler igin PRISMA, hayvan deneyli calismalar icin ARRIVE, randomize olmayan
davranig ve halk sagligina miidahale calismalar icin TREND.

Orijinal Arastirma, hatta bazi Olgu Sunumlari icin genel etik kurallar erce-
vesinde yayinin yapildigi kurumun yetkililerinin hazirladigi etik kurul onayi
ya da esdegeri bir kabul yazisinin sunulmasi sarttir. Yazilardaki dislince ve
Sneriler timuyle yazarlarin sorumlulugunda olup, Editér ve yardimcilarin ka-
naatlerini yansitmaz.

Dergide basilmasi amaciyla génderilen yazilar bagka yerde yayinlanmamig
olmalidir. Daha énce bilimsel toplantilarda sunulan 200 kelimeyi gecmeyen
Szet yayinlari, durumu aciklanmak kosulu ile kabul edilebilir.

islemleri yiiriitiliip karar agamasina yaklasmig olan yazilarin, makul bir ne-
den olmadan geri gekilme talebi “ret” kapsamina girmektedir. Yayina kabul
edilen yazilar igin birinci yazar, Tirkge ve Ingilizce agisindan oldugu gibi,
metinde temel degisiklik yapmamak kaydi ile diizeltmelerin Editérlerce ya-
pilmasini kabul etmis sayilir.

Yazilarin dergide yayinlanmak Uzere kabul edilmesi icin; atif alabilme olasili-
g1, orijinal ve bilimsel akademik Ust dlizeyde olmasi 6n kosuldur.

Genel Kurallar

Yazilar sadece derginin gevrimici makale kabul sistemi www.jarem.org Uze-
rinden génderilebilir. Yayina kabul edilmeyen yazilar, sanatsal resimler di-
sinda geriye génderilmez. Tim yazilar, Editor basta olmak tzere, Editér da-
nismani ve yardimcilar, istatistik danismanlari ve en az iki hakem tarafindan
incelenir. Yazi konusunun en 6nde gelen otori olan, fakat calismanin disinda
olup yazarlarla ve kurumlari ile iliskisi-bilgisi olmayan g kisinin ilk yazar tara-
findan hakem olarak &nerilmesi dergi igin ¢ok 6nemlidir.

Editér, hakemlere yaziyi gdndermeden énce asagida bildirilen bigimsel ku-
rallara uygunlugunu arastinr. Diizeltmeler orijinal metinde degil, duzeltiime-
si istenen boélimlerle kisitl olmalidir. Yazilar génderilmeden énce yazim ve
¢izim hatalarindan tam olarak arindiriimalidir.

Yazim Kurallarina uygun hazirlanmayan makaleler degerlendirmeye alinma-
yacaktir.

IN MEDICINE

Arastirma Yazilari

1. Ozgiin Aragtirmalar: Yazinin tamami 5000 kelimeyi gecmemeli ve yalniz-
ca anlamak icin gerekli olan sayi ve icerikte tablo ve grafik destedi olmalidir.
Kaynaklarin 50'den az olmasi inandiricilik i¢in genelde yeterlidir.

1.1 Kapak sayfasi: Birinci sayfadir ve ayn MS Word dosyasi olarak dizen-
lenir. Yazarlarin tam ve acik isimleri, son aldiklar akademik unvanlar ile 50
karakteri gegmeyecek sekilde yazinin basligr yazilir. Yazarlarin ilgili olduklar
kurum, bélim ve sehir sira ile bildirilmelidir. Birden fazla yerde yapilan calig-
malar sembollerle agiklanir. Bu sayfanin altina yazismaya yetkili ve diizeltme-
leri yapacak yazarin acik adi, posta ve e-posta adresi, telefon ve faks numa-
ralar yazilir. Ayrica calisma bilimsel toplantida énceden bildirilen kosullarda
teblig edildi ya da 6zeti yayinlandi ise aciklamasi yapilir.

1.2 Orijinal aragtirma makalesi icin bolimli 6zet: Makalenin tam metni
Turkge ise, Turkce 6zeti minimum 200, maksimum 250 kelime; ingilizce ozeti
minimum 400-maksimum 500 kelime olmalidir.

Tam metni ingilizce olan yazilarda, ingilizce 6zeti minimum 200, maksimum
250 kelime; Turkge 6zet minimum 400, maksimum 500 kelime olmalidir.

Bu uygulamanin amaci ingilizce ve Tiirkesi yeterli olmayan (yerli ve yabanci)
okuyucularin da dergiyi okuyabilmelerini saglamaktir.

Ozetler; Amag, Yontemler, Bulgular, Sonug seklinde alt bagliklarla diizen-
lenmelidir.

NLM MESH terimleri ile uyumlu en az 3, en fazla 6 tane anahtar kelime bolim-
|G &zetin altinda verilmelidir (http://www.nlm.nih.gov./mesh/MBrowser.html).

1.3 Metin: Makale Baslg, Girig, Yontemler (alt baslkl), Bulgular, Tartisma,
Calisma kisitlamalari ile Sonuglar ve Kaynaklar kisimlarini icermelidir. Metnin
ozellikle yontemler, bulgular ve tartisma kisminin alt bagliklara boltinmesi
yararli olabilir. Metin toplam 5000 kelimeyi gegmemeli ve Times New Ro-
man yazim sitili ile 12 puntoda yazilmalidir. En son bdlime tesekkir yazi-
lacak ise, ciddi bilimsel katki diginda arastirmanin ydritilmesine 6nemli
katkida bulunanlarla, yazinin son seklinin verilmesine yardim edenler yazilir.
Bu bilginin e-posta ile génderilmesi gerekir veya ayrt MS Word dosyasinda
“Tesekkir Notu” olarak sisteme yuklenir.

1.4 istatistiksel Analiz: Tibbi dergilerdeki istatistik verilerini bildirme ku-
rallarina gére yapilmalidir (Altman DG, Gore SM, Gardner MJ, Pocock SJ.
Statistical guidelines for contributors to medical journals. Br Med J 1983:
7, 1489-93). statistiksel analiz icin kullanilan yazilim tanimlanmalidir. Stirekli
degiskenlerin karsilastirilmasinda parametrik testler kullanildigi zaman veri-
lerin ortalamazstandart sapma olarak bildirilmesi gerekir. Parametrik olma-
yan testler icin de Medyan (Minimum-Maksimum) veya Medyan (25'inci ve
75'inci persantiller) degerleri olarak bildirilmesi gerekir. ileri ve karmasgik is-
tatistiksel analizlerde, goreceli risk (RR, relative risk), olasilik (OR, odds ratio)
ve tehlike (HR, hazard ratio) oranlar given araliklari (confidence intervals) ve
p degerleri ile desteklenmelidir.

1.5 Kaynaklar: Metin icinde gegis sirasina gére numaralandirilir ve ayri say-
fada yazilir. Kisisel bilgi, yayinlanmamus veriler, "baskida gibi” ulagilamayan
kaynaklar burada degil, metin icinde parantez ile sunulur. iki yildan eski
Ozetler kaynakgaya alinmaz; alinanlar parantezde (abstr.) seklinde verilir.
Kaynaklarin gergekliginden yazarlar sorumludur.

Dergiler

Dergi isimlerinin kisaltmalari Index Medicus/Medline/PubMed listesine
gbre yapilir (dergilerin kisaltmalar igin NLM tarafindan her yil yayinlanan
MEDLINE dergilerin listesine http://www.nlm.nih.gov/tsd/serials/lji.html
adresinden ulagilabilir). Alti ve daha yazarli makalelerde tim isimler yazilr.
Yedi ve fazla yazarli olanlarda ilk alti isim yazilir ve “et al.” ilave edilir. Yazar
isimlerinden sonra, o yazinin tam bashd, yll, cilt ve sahifeler siralanir.
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Ornek: Miller C, Bittner HJ, Petersen J, Roskomun H. A randomized com-
parison of clopidogrel and aspirin versus ticlopidine and aspirin after the
placement of coronary-artery stents. Circulation 2000; 101: 590-3.

Kitaplar

Kitap i¢inde bolim: Sherry S. Detection of thrombi. In: Strauss HE, Pitt B,
James AE, editors. Cardiovascular Medicine. 2nd ed. St Louis: Mosby; 1974.
p.273-85.

Tek yazarli kitap: Cohn PF. Silent myocardial ischemia and infarction. 3rd ed.
New York: Marcel Dekker; 1993.

Yazar olarak Editor (ler): Norman IJ, Redfern SJ, editors. Mental health care
for elderly people. New York: Churchill Livingstone; 1996.

Toplantida sunulan makale: Bengisson S. Sothemin BG. Enforcement of
data protection, privacy and security in medical informatics. In: Lun KC, De-
goulet P, Piemme TE, Rienhoff O, editors. MEDINFO 92. Proceedings of
the 7th World Congress on Medical Informatics; 1992 Sept 6-10; Geneva,
Switzerland. Amsterdam: North-Holland; 1992. P. 1561-5.

Bilimsel veya teknik rapor: Smith P. Golladay K. Payment for durable medi-
cal equipment billed during skilled nursing facility stays. Final report. Dallas
(TX) Dept. of Health and Human Services (US). Office of Evaluation and Ins-
pections: 1994 Oct. Report No: HHSIGOE 169200860.

Tez: Kaplan SI. Post-hospital home health care: the elderly access and utili-
zation (dissertation). St. Louis (MO): Washington Univ. 1995.

Elektronik formatta makale

Morse SS. Factors in the emergence of infectious diseases. Emerg Infect Dis
(serial online) 1995 Jan-Mar (cited 1996 June 5): 1(1): (24 screens). Available
from: URL: http:/ www.cdc.gov/ncidod|EID/cid.htm.

1.6 Sekiller, Tablolar ve Resimler: Sekil ve resimler, hasta, doctor ve kurum
isimleri gézlikmeyecek sekilde hazirlanmalidir. Metinden ayr olarak, metin
icinde gegis sirasina gére numaralandirilarak verilir. Baglik ve altyazilar ayn
bir sayfada sunulur. Grafiklerde yeteri kalinlikta ¢izgi kullanilir. Bylece ge-
rekli kictiltmelerde kayiplar en aza iner. Genislikler en fazla 9 ya da 18 cm.
olmalidir. Cizimlerin profesyonellerce yapilmasi faydali olacaktir. Gri renkler
kullaniimamalidir. Kullanilan kisaltmalar alt kisimda alfabetik sira ile mutlaka
aciklanmalidir. Tablo ve Sekil basliklarinda ve tablonun yazi icinde anilmasin-
da Roma rakamlari kullaniimamalidir. Metin, Tablo ve Sekillerde kullanilan
ondalik sayilar Turk¢e metinlerde virgil Ingilizce metinlerde ise nokta ile
ayrilmalidir. Ozellikle tablolar metni agiklayici ve kolay anlagilir hale getirmek
amaci ile hazirlanmali ve metnin tekrar olmamalidir.

Video Gériintiiler
Olgu Sunumlari ve Ozgiin Gériintiller'de yer alan resimlere ek olarak video/
hareketli gorintiiler ve ekstra imaj/statik gorintiler asagidaki teknik ézellik-
lerde génderildigi takdirde web sayfamizda yayinlanacaktir.

1. Imaj/statik gérinti formatinda sunumlar: JPG, GIF, TIFF, BMP

2. Video/hareketli gérinti formatinda sunumlar: MPEG, VMF.

3. Dosya boyutu maksimum 2 MB olmalidir.

4. Resimlerde ve 6zellikle video gérintilerinde doktor, kurum, sehir ve

hasta tanimlamalari tim ile silinerek génderilmelidir.

Makalenizde yer alan tablolar, sekiller ve resimler icin orijinal olduklari ayrica
bildirilmelidir. Orijinali diginda ve baska kaynaktan alindiklarinda mutlaka
alinan kaynaga atifta bulunmali ve alinan kaynagin “hardcopy” veya elekt-
ronik formatta versiyonlar Telif Hakki sahibinden (yayinevi, dergi veya yazar)
alinan izinler ile birlikte Bag Editér ofisine sunulmalidir. Kaynaklar, sekiller ve
tablolar ile ilgili kurallar tim makale tirleri i¢in gegerlidir.

Ozel Bélimler
2. Derlemeler: Editor ofisinin karariyla davetli yazarlar tarafindan hazirlana-

bilir. Bir bilgi ya da konunun klinikte kullaniimasi i¢in son vardigi diizeyi an-
latan, tartisan, degerlendiren ve ileride yapilacak ¢alismalara yon belirleyen
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dizeyde olmalidir. Yazarinin konusunda otdr olmasi ve atifta bulunulmus
yazilarinin olmasi gerekir.

Béliimsiiz 6zet: Arastirma makalelerindeki kelime sayilar burada da geger-
lidir, sadece boélimli olmayacakti. NLM MESH terimleri (http://www.nlm.
nih.gov./mesh/MBrowser.html adresinde bulunabilir) ile uyumlu en az 3, en
fazla 6 tane anahtar kelime bolimlu 6zetin altinda verilmelidir. Kelime sayisi
5000, kaynak sayisi 50 ile sinirhidir.

3. Editéryel Yorum: Dergide ¢ikan bir aragtirmanin o konunun otdrii veya
iyi degerlendirme yapan hakem tarafindan kisaca degerlendiriimesi amaci
glider. Sonunda; klinik anlam ve kisa 6zet bulunur.

4. Olgu Sunumlari: Otérlerce de ¢ok nadir gériilen, tanida ve tedavide glic-
Ik gésteren ya da uygulamada genellikle gézden kagtigi anlagilan, yeni bir
yéntem Oneren, textbook'larda olmayan bilgileri iceren cok ilgi cekici ve
dgretici sunular yayinlanabilir. Bu 6zelliklere sahip olgular sinirli sayida ba-
silmaktadir. Video gérintisi olanlarin basilma sansi yuksektir. Kaynak sayisi
10, icerik ise 700 kelime ile sinirlidir. Ozeti bulunmamakla birlikte ingilizce
baslik igerir. Olgu sunumu formati, Girig, Olgu Sunumu, Tartisma, Sonug
basliklarindan olugsmaktadir.

5. Bilimsel Mektup: Yeni bilimsel bulus ve verileri duyurmayr amaclayan,
klinik agidan 6nemli ancak 6n bildiri niteliginde olan yazilar bilimsel mektup
olarak yayina kabul edilir. Bilimsel mektuplar icerik olarak alt basliksiz olup
toplam 900 kelimeyi asmamalidirlar. Kaynak sayisi 10, tablo ve resim sayisi
ise 2 ile sinirl olmalidir.

6. Editére Mektuplar: Derginin temel yayin amaglarindan birini olustur-
maktadir. Yayinlanan bir yazinin énemini, gézden kacan bir yapisini ya da
noksanini tartigir. Yazarlar, yayinlanan makaleler hakkinda yorum iceren mek-
tuplar disinda da okurlarimizin ilgi alanlarina giren konular veya 6zellikle egi-
tici vakalar hakkinda da Editére Mektup formatinda yorumlarini sunabilirler.
Kaynak sayisi 5, metin ise 500 kelimeyi gegmemelidir, alt basliklar bulunmaz.

7. Egitim: Son yillarda arastirma sonuclari ile kesinlesen, akademik dizey-
deki egitimde yerini alan ve klinik uygulamada yer bulan bilgiler ayrintilar
ile sunulur.

Béliimsiiz 6zet: Aragtirma makalelerindeki kelime sayilar burada da gecer-
lidir, sadece bélimli olmayacakti. NLM MESH terimleri (http://www.nim.
nih.gov./mesh/MBrowser.html adresinde bulunabilir) ile uyumlu en az 3, en
fazla 6 tane anahtar kelime bolimli 6zetin altinda verilmelidir. Kelime sayisi
5000, kaynak sayisi 50 ile sinirlidir.

8. Ozgiin Goriintii: Klinik bilime dayali énemli bulgulan yansitan, hasta-
liklarin temel mekanizmalarina isik tutan, anormallikleri vurgulayan veya
yeni tedavi yontemlerini aydinlatan carpici ve nadir gorintiler yayina kabul
edilir. Video goriintiist olanlarin basilma sansi ylksektir. Baghgi ile beraber
tanimlayici metin ve resim alt yazilan (kaynaksiz) toplam 250 kelimeyi geg-
memelidir.

9. Tarihten Notlar: Turkiye icin 6zellikle tip tarihindeki énemli olaylan
aciklayan, hastaliklarin tani ve tedavisinin tarihi ile ilgili yeni bilgileri ortaya
cikaran makalelerdir. Yeni tarihsel bulgular konu ile ilgili uygun arastirma
calismalarinin sonucu olmalidir. Tarihten notlarin icerigi altbasliksiz olmalidir
ve metin 900 kelime kaynak sayisi ise 10 ile sinirlidir.

10. Yayin Etigi: Derginin bu béliminde yayin etidi ile ilgili aktiel bilgi ve
yorumlara yer veren makaleler ve etik ihlali vakalari yayinlanir. Metin 900,
kaynak sayisi ise 10 ile sinirhdir.
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Instructions to Authors

Journal of Academic Research in Medicine (JAREM), as an open access jour-
nal with double-blind reviewing process, publishes experimental, basic and
original researches conducted in the field of medical sciences; post-graduate
training reports, case reports, and articles on history of medicine, and pub-
lication and research ethics. Reviewers whom opinions are of priority in the
decision of approval are selected by the editors among independent local
and international individuals that have specialized on their respective fields.
The journal is published three times per year; in April, August and December.

An approval of research protocols by an ethical committee in accordance
with international agreements (Helsinki Declaration of 1975, revised 2008-
http://www.wma.net/en/30publications/10policies/b3/index.html, “Guide
for the care and use of laboratory animals - www.nap.edu/catalog/5140.
html) is required for experimental, clinical and drug studies.

All submissions must be accompanied by a signed statement of scientific
contributions and responsibilities of all authors and a statement declaring
the absence of conflict of interests. Any institution, organization, pharma-
ceutical or medical company providing any financial or material support, in
whole or in part, must be disclosed in a footnote (ICMJE Disclosure Form
for Potential Conflict of Interest(s)).

Manuscript format must comply with the ICMJE-Recommendations for the
Conduct, Reporting, Editing and Publication of Scholarly Work in Medical
Journals (updated in December 2014 - http://www.icmje.org/icmje-recom-
mendations.pdf).

The presentation of Original Researches and Reviews must be designed in
accordance with trial reporting guidelines: randomized study-CONSORT, ob-
servational study-STROBE, study on diagnostic accuracy-STARD, systematic
reviews and meta-analysis PRISMA, animal experimental studies-ARRIVE, non-
randomized behavioural and public health intervention studies-TREND.

An approval of ethic committee or an equivalent acceptance letter pre-
pared by the officials of the institution in accordance with general ethics is
mandatory for Original Research and even for some of the Case Reports.
The concept and suggestions presented in the manuscript are the sole re-
sponsibility of the authors and do not reflect the opinions of Editor and his/
her associates.

Manuscripts sent for publication must not have been previously published
elsewhere. Abstracts that have been previously presented in scientific con-
gresses and not exceeding 200 words can be accepted providing the ex-
planation of the condition.

Withdrawal requests without a reasonable cause for papers approaching
decision process are “rejected”. First author of the manuscripts accepted
for publication agrees that corrections both in English and Turkish versions
are to be made by the Editors on condition that this will not cause a major
change in the document.

Citation potential, being original and having high scientific and academic
value are prerequisite for the acceptance of manuscripts for publication.

General Terms

Manuscripts can only be submitted through online manuscript submission
system at www.jarem.org. Rejected manuscripts are not returned to authors
except artistic pictures. All papers are reviewed by Editor being in the first
place, Editor Consultant and associates, statistical consultants and by at least
two reviewers. It is particularly important for the journal that first author sug-
gests three individuals as reviewers who are reputable on the subject and
who are not related to and unaware of the authors and their institutions.

Editor decides whether the paper conforms to the style stated below be-
fore sending the manuscript to the reviewers. Corrections must not be
made on original text and must be restricted with the sections requested
for revision. Any spelling or drawing errors must be corrected before send-
ing the manuscript to the reviewers.

Articles not conforming to the instructions will not be taken into consid-
eration.
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Research Articles

1. Original Research: Full text of the paper should not exceed 5000 words
and should include tables and graphs in sufficient number and content to
allow understanding. Number of references being less than 50 is sufficient
for plausibility.

1.1 Title page: It is the first page of the manuscript and prepared separate-
ly as MS Word document. It must include full names of the authors; highest
academic degrees and the title of the article not exceeding 50 characters.
Affiliations of the authors, departments and city names must be stated in
order. Studies conducted in more than one centre must be marked with
symbols. Full name, postal and e-mail addresses, phone and fax numbers of
the author responsible for correspondence and corrections must be stated
at the bottom of this page. It must be also explained if the study was previ-
ously presented in a scientific congress in accordance with aforementioned
terms or if the abstract was published.

1.2 Structured abstract for original research article: If full text of the
anuscript is in Turkish, it must include a Turkish abstract of 200-250 words;
and an English abstract of 400-500 words.

For full text manuscripts in English, English abstract must be 200-250 words;
and Turkish abstracts must be 400-500 words.

The aim here is to allow readers having poor English or Turkish (native and
foreign) to utilize the journal.

Abstracts must be structured as to include subheadings of Objective, Meth-
ods, Results and Conclusion.

At least 3, at most 6 keywords compatible with NLM MESH terms should be
included following abstract (http://www.nlm.nih.gov./mesh/MBrowser.html).

1.3 Text: The text must include; Title, Introduction, Methods (with subhead-
ings), Results, Discussion, Limitations of the study, Conclusion, and References.
It may be useful to divide methods, results and discussion sections into sub-
headings. The text must not exceed 5000 words and should be written in Times
New Roman, 12 point font. If acknowledgements will be included at the end of
the manuscript, those contributed to the conduction of the study or assisted
in finalizing the document are mentioned apart from those having substantial
scientific contribution. This information must be sent by e-mail or uploaded to
the system in a separate MS Word document with the name of “Acknowledge-
ments”.

1.4 Statistical Analysis: Analysis must be performed in accordance with
statistical data reporting rules in medical journals (Altman DG, Gore SM,
Gardner MJ, Pocock SJ. Statistical guidelines for contributors to medical
journals. Br Med J 1983: 7; 1489-93). Software used in statistical analysis
must be stated. If parametric tests are used for the comparison of continu-
ous variables, data must be presented as meanz*standard deviation. For
non-parametric tests, Median (Minimum-Maximum) or Median (25th and
75t percentile) values must be indicated. In advanced and complicated sta-
tistical analyses, relative risk (RR), odds ratio (OR) and hazard ratio (HR) must
be supplemented with confidence intervals (Cl) and p values.

1.5 References: Are numbered consecutively in the order cited in the text
and are typed in a separate page. Inaccessible references such as personal
information, unpublished data, “in press” are not typed in the references sec-
tion but cited in parenthesis within the text. Abstracts published two years
ago are not included in references; if included, they must be written as (abstr.)
in parenthesis. Authors are responsible for the accuracy of the references.

Journals

Journal names must be abbreviated according to the list of Index Medi-
cus/Medline/PubMed (the list of MEDLINE journals and their abbreviations
published annually by NLM can be accessed at http://www.nlm.nih.gov/tsd/
serials/lji.html). All author names are listed for articles having less than 6
authors. If the article contains 7 or more authors, names of the first 6 authors
are written and followed by “et al.”. Names of the authors are followed by
the title of the manuscript, year, volume and page numbers.
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Example: Miller C, Buttner HJ, Petersen J, Roskomun H. A randomized
comparison of clopidogrel and aspirin versus ticlopidine and aspirin after
the placement of coronary-artery stents. Circulation 2000; 101: 590-3.

Books

Section in a book: Sherry S. Detection of thrombi. In: Strauss HE, Pitt B,
James AE, editors. Cardiovascular Medicine. 2nd ed. St Louis: Mosby; 1974.
p.273-85.

Book with single author: Cohn PF. Silent myocardial ischemia and infarction.
3rd ed. New York: Marcel Dekker; 1993.

Editor(s) as author: Norman |J, Redfern SJ, editors. Mental health care for
elderly people. New York: Churchill Livingstone; 1996.

Article presented at a meeting: Bengisson S. Sothemin BG. Enforcement
of data protection, privacy and security in medical informatics. In: Lun KC,
Degoulet P, Piemme TE, Rienhoff O, editors. MEDINFO 92. Proceedings of
the 7th World Congress on Medical Informatics; 1992 Sept 6-10; Geneva,
Switzerland. Amsterdam: North-Holland; 1992. P. 1561-5.

Scientific or technical report: Smith P. Golladay K. Payment for durable
medical equipment billed during skilled nursing facility stays. Final report.
Dallas (TX) Dept. of Health and Human Services (US). Office of Evaluation
and Inspections: 1994 Oct. Report No: HHSIGOE 169200860.

Thesis: Kaplan Sl. Post-hospital home health care: the elderly access and
utilization (dissertation). St. Louis (MO): Washington Univ. 1995.

Manuscript in electronic format

Morse SS. Factors in the emergence of infectious diseases. Emerg Infect Dis
(serial online) 1995 Jan-Mar (cited 1996 June 5): 1(1): (24 screens). Available
from: URL: http:/ www.cdc.gov/ncidod|EID/cid.htm.

1.6 Figures, Tables and Pictures: Figures and images must be prepared
as not to include names of the patient, doctor and the institution. They
must be provided separately from the document and numbered accord-
ing to their sequence within the text. Legends and footnotes are typed in
a separate page. The drawings in the graphs must be in sufficient thick-
ness. Therefore, loss of detail will be minimal while zooming out. The width
should be maximum 9 or 18 cm. It may be useful if the drawings are made
by professionals. Grey colour should not be used. Abbreviations must be
defined below in alphabetical order. Roman numbers should not be used
in Tables and Figure Captions and in the citation of the tables within the
text. Decimal numbers in the text, Tables and Figures must be given with
a point. The tables should be prepared to make the text more explanatory
and understandable and should not repeat the text.

Video Images
In addition to images in the Case Reports and Original Images; video im-
ages/motion pictures, extra images/static images will be published at our
website if they comply with the following technical requirements.

1. Presentations in image/static image format: JPG, GIF, TIFF, BMP

2. Video images/motion pictures: MPEG, VMF.

3. File size must be maximum 2 MB.

4. Names of doctor, institution, city, and patient and descriptions in the im-

ages and particularly in video images must be deleted before sending.

Originality of the tables, figures and images in your manuscript must be
stated. If a material is used from another source, either the original source
or a source citing the original one, the source must be cited; hardcopy or
electronic versions must be obtained from Copyright owner (publication
house, journal or author) and presented to the Editor in Chief with the per-
missions. Terms relevant to the references, figures and tables are applicable
to all types of articles

Specific Sections

2. Reviews: Can be prepared by the invited authors upon decision of the
Editorial Office. An information or a subject must explain, discuss, and
evaluate the latest level that has been reached and must be at a particular
degree directing the future studies in order to be used in clinic. The author
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must have a high reputation in his/her field and must have published manu-
scripts that have been cited.

Unstructured abstract: Word counts determined for research articles are
also applicable herein but they will be unstructured. At least 3, at most 6
keywords compatible with NLM MESH terms (available at http://www.nIm.
nih.gov./mesh/MBrowser.html) should be included following abstract. They
are limited to 5000 words and 50 references.

3. Editorial Note: The purpose of editorial note is to make brief evaluation
of the published research by reputable authors on that particular field or by
reputable reviewers. Clinical significance and short summary is included at
the end of the text.

4. Case Reports: Intriguing and informative case reports including very rare
conditions even for other authors or those representing challenges in the diag-
nosis and treatment or overlooked conditions in practice or those offering new
therapies, involving information that are not even present in the textbooks can
be published in the journal. Such case reports are published in limited num-
bers. Those containing video images have higher chance of publication. Num-
ber of references is limited to 10 and the text is limited to 700 words. Includes
an English title but does not include an abstract. Case report contains the sub-
headings of Introduction, Case Presentation, Discussion and Conclusion.

5. Scientific Letter: Manuscripts that aim to announce scientific discoveries
and data or preliminary reports that are of clinical significance are accepted
for publication as scientific letter. Scientific letters do not contain subhead-
ings and should not exceed 900 words. Number of references should be
limited to 10 and the number of tables and figures should be limited to 2.

6. Letters to the Editor: Are one of the major aims of publication of the
journal. The significance of a published manuscript or overlooked or missed
aspects are discussed. Apart from letters commenting on the published
manuscripts, authors can present their comments on subjects attracting the
readers’ interest or on educational cases in the form of Letters to the Editor.
Number of references should not exceed 5 and the text should be limited
to 500 words; the text does not contain subheadings.

7. Education: Scientific knowledge that has been proved with the results
latest research, that set out in academic training, and that taken a place in
clinical practice is presented in details.

Unstructured abstract: Word counts determined for research articles are
also applicable for this section; but this will be unstructured. At least 3, at
most 6 keywords compatible with NLM MESH terms (available at http://
www.nlm.nih.gov./mesh/MBrowser.html) should be included following ab-
stract. The text should be limited to 5000 words and number of references
is limited to 50.

8. Original Images: Striking and rare images reflecting important findings
in clinical sciences, shedding light on basic mechanisms of the diseases,
emphasizing the abnormalities or revealing new treatment methods are ac-
cepted for publication. Those containing video images have higher chance
of publication. Figure caption, legends, and footnotes (without reference)
should not exceed 250 words.

9. Historical Notes: Historical notes are the articles that enlighten impor-
tant events in the history of medicine and elucidate new information on the
historical progress of the diagnosis and treatment of diseases. New histori-
cal discoveries must be the results of appropriate researches conducted on
the subject. The content of historical notes should not contain subheadings
and be limited to 900 words and 10 references.

10. Publication Ethics: Articles providing contemporary information and
comments on publication ethics and cases of violation of ethics are pub-
lished in this section of the journal. The text is limited to 900 words and the
number of references is limited to 10.
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icindekiler / Contents

3

Derleme / Review
Laryngopharyngeal Reflux

Laringofarengeal Reflii
Omer Necati Develioglu, Murat Topak, Mehmet Kiilekgi; istanbul, Turkey

Ozgiin Arastirmalar / Original Investigations

Outcome of External Dacryocystorhinostomy with Bicanalicular Silicone Tube Stenting
Eksternal Dakriosistorinostomi Ameliyatlarinda Silikon Tiip Entubasyonu’nun Etkinligi
Fadime Nuhoglu, Kiibra Sarici, Fatma Esin Ozdemir; istanbul, Turkey

Klinigimizde Ektopik Gebelik Tanisi Alan Hastalarin incelenmesi
The Evaluation of Patient with Diagnosis of Ectopic Pregnancy in Our Clinic
Servet Gengdal, Murat Bozkurt, Hacer Pasaoglu, Kahraman Ulker, Yetkin Karasu, Suat Dede; Kars, Tiirkiye

Surgical Reconstruction of the Eyelids after Tumor Excision: Our Experience with 147 Cases
Géz Kapagi Timor Eksizyonu Sonrasi Rekonstriiksiyon Tekniklerimiz: 147 Olgu ile Deneyimlerimiz
Fadime Nuhoglu, Fatma Esin Ozdemir, Dilek Abul, Kilbra Sarici; istanbul, Turkey

Metabolik Sendromlu Hastalarda Tiroid Hormonlari Fonksiyon Bozukluklari

Thyroid Hormones Disfunctions in the Metabolic Syndrome Patients

Hatice Yiicel, Aslan Celebi, Gékalp Kurthan Avlagi, Banu ik Boyuk, Mijgan Gurler, Hande Atalay, Bahar Yalcin, Murat Altay, Serife Degirmencioglu,
Muhammet Ates, ismail Ekizoglu; Istanbul, Tirkiye

Penil Protezin Cikarllmasina Yol Agan Enfeksiyonlarda Cesitli Komorbiditelerin Roli
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Review / Derleme

Laryngopharyngeal Reflux
Laringofarengeal Refli

Omer Necati Develioglu, Murat Topak, Mehmet Kiilekgi

Department of Otolaryngology-Head and Neck Surgery, Gaziosmanpasa Taksim Emergency Training and Research Hospital, istanbul, Turkey

ABSTRACT

In patients with laryngopharyngeal reflux (LPR), gastric contents exhibit retrograde flow into the upper aero-digestive tract, causing extraesophageal
symptoms. It is apparent that the pathophysiology of LPR is different from that of classical gastroesophageal reflux disease (GERD). Head and neck
disorders associated with extraesophageal reflux are postulated to occur via direct mucosal damage or a direct effect on mucociliary clearance from
exposure to gastric contents; gastroesophageal reflux (GER) related distal esophageal damage that results in vagally mediated, referred symptom-
atology; and laryngeal reflexes mediated by the stimulation of distal esophageal afferents. Alteration of pH has a direct effect on mucociliary transport
and may lead to increased viscosity of the mucus. A reduction in mucociliary transport may decrease resistance to infection and has been theorized
to contribute to the pathogenesis of subglottic stenosis. The diagnosis of LPR is difficult with the current understanding of the pathophysiology and
available tests. Laryngoscopy does not dependably predict who will respond to treatment, due to high interobserver variability. A 2-month treatment
course of PPl is typically safe in those without accompanying warning symptoms. A trial of twice-daily PPI for evaluation and management, in addition
to dietary and behavioral changes, should be emphasized. All PPI therapy should be tapered to the minimum dose of acid suppression to control
patient symptoms. Future studies with oropharyngeal pH monitoring and salivary pepsin assay need to provide controlled outcome data to better
understand their role in cases with difficulty in the diagnosis. Overall, there is currently no clear evidence that an empiric PPl trial results in a significant
reduction in LPR symptoms or laryngoscopic findings over placebo. Therefore, its use as a diagnostic or therapeutic tool in the management of pa-
tients with ENT symptoms remains controversial. However, on the basis of outcomes of LPR studies to date and earlier experience with treatment of
GERD and erosive esophagitis, a trial of 2-3 months should be used, with dose tapering if a symptomatic response is achieved. Given the unreliability
of laryngoscopic findings, therapy should be based on symptoms. (JAREM 2014; 4: 85-7)

Key Words: Reflux, laryngopharyngeal reflux, gastroesophageal reflux, pepsin, bile acid

BZET

Laringofarengeal reflist (LFR) olan olgularda gastrik icerik retrograd gecis ile Ust hava-sindirim kanalina dogru gecerek ekstradzofageal semptomlara
yol agar. LFR'nin patofizyolojisi klasik gastrodzofageal hastaligin (GFR) patofizyolojisinden farklidir. Bag ve boyun rahatsizliklar, ekstradzofageal refli
ile iligkili mide icerigine maruz kalmaya bagli olarak dogrudan mukoza hasari veya mukosilier klirens tUzerine etki sonucu gelisir. Gastrodzofageal refli
(GER) ile iligkili vagal yol aracihigiyla distal 6zafagus hasari semptomlarin ve distal 6zofageal afferentlerin stimilasyonu araciligiyla larengeal reflekslerin
ortaya ¢ikmasina yol acar. pH degisiklikleri mukosilier transportu dogrudan etkileyerek mukus vizkositesinde artisa yol acabilir. Mukosilier transporttaki
azalmanin enfeksiyona karsi direnci azaltabilecegi ve subglotik stenozun patogenezine katkida bulunabilecegi 6ne strdlmustir. Cesitli invazif diagnos-
tik testler LFR'nin ayinci tanisinda kullanilabilir. Ampirik proton pompa inhibitor (PPi) tedavisini diizenlemede ve reflii igeriginin safra asidi ile pepsin
acisindan degerlendirilmek Uzere elde edilmesinde yararli olabilecek bazi noninvazif ydntemler ve diagnostik amacli testler de tanida yardimei olabilir.
Guncel bilgiler 1siginda varolan testler ile LFR tanisinin konulmasi zordur. Laringoskopi, degerlendirenler arasindaki yliksek degiskenlik nedeniyle te-
daviye cevabi takipte tek bagina givenilir bir yéntem degildir. LFR agisindan uyarici semptomlari olan olgularda iki aylik bir proton pompa tedavisinin
uygulanmasi belirgin koruyucu bir etki saglayabilir. Uygulanan diyete ve degistirilen aligkanliklara ilaveten glinde iki doz PPI tedavisine cevap dikkatli
bir sekilde takip edilip degerlendirilmelidir. Bitiin PPI tedavileri minimum dozda asit supresyonu saglayarak hastanin semptomlarini kontrol etmek
Uzere planlanmalidir. Gelecekte orofarengeal pH'nin izlenmesi ve tiikriikte pepsin tayini sonrasinda elde edilecek kontrolli datalar tanisi zor olan
olgularda bu yéntemlerin roliinii anlamada yardimei olacaktir. Sonug olarak, ampirik PPi tedavisinin plaseboyla karsilastinldiginda LFR semptomlarin-
da veya laringoskopik bulgularin anlamli diizeyde azaltilmasinda faydali oldugunu gdsteren belirgin bir kanit yoktur. Bu nedenle kulak burun bogaz
semptomlari olan olgularin degerlendirilmesinde PP lerinin tedavi veya tani amacli kullaniimasi tartismalidir. Bununla birlikte giiniimiize kadar yapilan
LFR caligmalarinin sonuglarina dayanarak ve GER hastalidi ile erozif 6zofajitin tedavisinde elde edilen tecribeler gézénlne alindiginda iki-t¢ aylik bir
PPi kullanimi ile semptomatik bir iyilesme saglanabilmektedir. Laringoskopik bulgularnn giivenilir olmamasi nedeniyle tedavi semptomlar tizerinden
planlanmalidir. (JAREM 2014; 4: 85-7)

Anahtar Sézciikler: Refli, laringofarengeal refll, gastrodzofageal refll, pepsin, safra asidi
INTRODUCTION theory) (1) or acidification of the distal esophagus through va-
gally mediated reflexes (the esophageal-bronchial reflex theory)
(2, 3). Laryngeal tissue certainly lacks protective mechanisms of
the esophagus, like production of bicarbonate, physical barriers,

Retrograde flow of gastric contents into the upper aero-digestive
tract is defined as laryngopharyngeal reflux (LPR). In fact, LPR is
different from classical gastroesophageal reflux in relation to

pathophysiology.

Laryngeal manifestation of GERD (gastroesophageal reflux dis-
ease) is thought to be related to either direct acid peptic injury
to the larynx by esophagopharyngeal reflux (the microaspiration
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and intrinsic acid clearance mechanisms, like peristalsis, and is
highly susceptible to any acid exposure. In addition to acidic pH
levels, substances that can contribute to the noxious quality of
the refluxate include pepsin, bile salts, and pancreatic enzymes.
Previous studies suggested that pepsin may be the main cause

Received Date / Gelig Tarihi: 14.11.2014 Accepted Date / Kabul Tarihi: 16.11.2014
© Copyright 2014 by AVES Yayincilik Ltd. Available on-line at www.jarem.org

© Telif Hakki 2014 AVES Yayincilik Ltd. Sti. Makale metnine www.jarem.org web sayfasindan ulagilabilir.

DOI: 10.5152/jarem.2014.618



Develioglu et al.
LPR. JAREM 2014; 4: 85-7

of LPR symptoms (4, 5); however, recent studies suggested the
coimportance of acid, pepsin, and bile acids (6). There is now a
renewal of publications on the role of pepsin in LPR. It has been
recommended that reflux of pepsin into the larynx with subse-
quent pepsin transfer into the cytoplasm of the laryngeal cells
and later activation in cell organelles with lower pH ranges than
the lumen may be an important contributor to LPR (7).

The pattern of reflux is different in LPR and GER (gastroesopha-
geal reflux). LPR usually occurs during the daytime in the upright
position, whereas GERD (GER disease) takes place more often in
the supine position at night-time or during sleep.

Currently, the diagnosis of LPR still remains unclear. Measure-
ment of pepsin in patients with LPR may be considered as a diag-
nostic test. Moreover, the determination of pepsin may be used
to monitor clinical improvement of LPR after antireflux surgery.
In vitro exposure of human hypopharyngeal and laryngeal cell
cultures to pepsin in the presence of acidic and nonacidic condi-
tions stimulates proinflammatory cytokines, and bile acids have
been indicated as procarcinogenic by several studies, based on
the increase in the prevalence of laryngeal cancer in subjects with
gastrectomy. Despite this, it has not yet been relevant that reflux
alone is a direct causative agent for carcinogenesis. On the other
hand, pepsin and bile acids have a significant role in carcinogen-
esis, with greater toxicity at lower pH in a dose-dependent man-
ner. It has been strongly recommended that continuous pepsin
exposure will increase cell proliferation and by this way may con-
tribute to oncogenesis by inducing tumor growth.

Gastroesophageal reflux always contains pepsin; on the other
hand, not all reflux occurs below pH 4.0. This means that with the
use of traditional gastroenterology standards for pH-metry, sig-
nificant LPR may be underdiagnosed. Moreover, pepsin exhibits
enzymatic activity at pH levels well above, and it is only irrevers-
ibly inactivated at a pH greater than 6.5. Thus, a patient could
conceivably have a negative pH study (no reflux events pH <4)
but might still have significant LPR-related disease. It has been
previously reported that the laryngeal epithelium is far more sen-
sitive to damage by pepsin in the presence of acid than esopha-
geal epithelium, and this may help explain why the patterns of
reflux, reflux mechanisms, and clinical manifestations of LPR and
GERD are so different.

Pepsinogen is not detected in laryngeal tissue specimens, confirm-
ing that the laryngopharynx does not produce pepsin. Hence, the
pepsin detected in patients with LPR was presumably deposited
from a reflux event. The fact that pepsin is only produced in the
stomach makes this parameter a specific marker for reflux when
detected in the laryngopharynx. There are a range of techniques
available to detect pepsin in refluxate, including enzymatic assays,
immunohistochemistry, western blot, ELISA, and a new commer-
cially available in vitro diagnostic test, the “peptest.”

Additional recent tests in LPR include oropharyngeal pH moni-
toring and salivary pepsin assay. The Dx-pH measurement sys-
tem (Respiratory Technology Corp, San Diego, CA) is a sensitive
and minimally invasive device for the detection of acid reflux in
the posterior oropharynx. It uses a nasopharyngeal catheter (the
Restech pH catheter) to measure pH in either liquid or aerosolized
droplets (8, 9). The measurement of esophageal acid exposure by

ambulatory pH monitoring has long been considered a major tool
in the diagnosis of GERD. The degree of esophageal mucosal in-
jury seems to correlate with increased accuracy of pH monitoring,
with decreasing sensitivity and specificity estimates, in patients
without macroscopic esophageal mucosal injury (10). Introduction
of multichannel intraluminal impedance (Mll), in combination with
double probe pH monitoring (pH-MIl), permits the detection of all
types of refluxate, irrespective of its acidity (11). Despite its utility
in assessing the presence of GERD in patients with typical reflux
syndromes, the accuracy of pH or pH-MIl testing is much more
variable in confirming the diagnosis of GERD in patients present-
ing with possible extraesophageal reflux (EER) syndrome. It has
been estimated that half of otolaryngology patients with laryngeal
and voice disorders have LPR. In fact, LPR is considered one of the
most important and common factors causing inflammation in the
upper airways. Tissue damage is demonstrated in both animals
and humans. It may be caused by direct exposure to acid, pepsin,
and bile and by vagally mediated reflexes.

Develioglu et al. (12) reported that acidified gastric pepsin causes
hearing loss due to inner ear ototoxicity in a rat animal model.
Moreover, inflammatory responses and metaplastic changes may
play an important role in the etiology of middle ear pathologies
due to exposure to pepsin and bile acid (13). Approximately 10%
of all otolaryngology clinic patients and 50% of patients with
voice complaints have been diagnosed with LPR.

Laryngopharyngeal reflux has a role in various laryngeal patholo-
gies, including stenosis, malignancy, benign lesions, dysphagia,
and functional disorders. Thus, LPR should be considered a
chronic disease with a variety of presentations.

Otolaryngologists often overdiagnose LPR as the cause of la-
ryngeal syndrome, which can lead patients and their referring
physicians to anchor on this diagnosis as the underlying cause.
Therefore, the first step in understanding the patient’s problems
is to deconstruct the diagnosis into the presenting syndrome and
review the diagnostic steps taken to come to such a diagnosis,
the therapies provided to date, and the response to such thera-
pies (14, 15).

Empiric therapy with a PPl twice daily is considered to be the best
diagnostic test in those with LPR. This initial therapy in the low-
risk group (no serious symptoms), followed by diagnostic testing,
is a reasonable approach in those initially suspected of having
LPR. If the patient responds to therapy, then decreasing to once-
daily PPl initially and then to minimal acid suppression to control
symptoms is appropriate. In those with moderate to high risk
(weight loss, dysphagia, anemia, odynophagia, hematemesis, or
respiratory distress), an initial diagnostic tests is essential as well
as esophagoscopy to exclude esophageal carcinoma. (16-18).

Actually, the diagnosis of LPR is difficult with the current under-
standing of the pathophysiology and available tests. Laryngosco-
py does not dependably predict who will respond to treatment,
due to high interassay variability. A 2-month treatment course
of PPl is typically safe in those without accompanying warning
symptoms. A trial of twice-daily PPI for evaluation and manage-
ment, in addition to dietary and behavioral changes, should be
emphasized. All PPl therapy should be tapered to the minimum
dose of acid suppression to control patient symptoms. Future



studies with oropharyngeal pH monitoring and salivary pepsin
assay need to provide controlled outcome data to better under-
stand their role in cases with difficulty in the diagnosis (18-21).

Overall, there is currently no clear evidence that an empiric PPI
trial results in a significant reduction in LPR symptoms or laryngo-
scopic findings over placebo. Therefore, its use as a diagnostic or
therapeutic tool in the management of patients with ENT symp-
toms remains controversial. However, on the basis of outcomes
of LPR studies to date and earlier experience with treatment of
GERD and erosive esophagitis, a trial of 2-3 months should be
used, with dose tapering if symptomatic response is achieved.
Given the unreliability of laryngoscopic findings, therapy should
be based on symptoms.
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Original Investigation / Ozgiin Arastirma

Outcome of External Dacryocystorhinostomy with
Bicanalicular Silicone Tube Stenting

Eksternal Dakriosistorinostomi Ameliyatlarinda Silikon Tlp Entubasyonu’nun Etkinligi

Fadime Nuhoglu', Kibra Sarici?, Fatma Esin Ozdemir?

'Department of Opticianry, Gelisim University Vocational Health School, istanbul, Turkey
2Clinic of Ophthalmology, Istanbul Training Research Hospital, Istanbul, Turkey

ABSTRACT

Objective: To evaluate the clinical outcomes of patients with nasolacrimal duct obstruction treated with external dacryocystorhinostomy and bicana-
licular silicone intubation stenting.

Methods: The patients were grouped as follows: Group 1, complicated cases with intubation; Group 2, complicated cases without intubation; Group
3, non-complicated cases with intubation; and Group 4, non-complicated cases without intubation. Cases without epiphora, demonstrated with free-
flow lacrimal irrigation, were deemed as successful cases. Failure was defined as lack of any improvement of the symptoms. Complications related to
the surgical procedure were also investigated.

Results: In total, 223 external dacryocystorhinostomy procedures were performed on 201 patients. In the evaluation of complicated cases, the suc-
cess rates in Groups 1 (silicone tube stenting group) and 2 (non-stenting group) were 90.9% and 77.8%, respectively (p<0.05). In the evaluation of
non-complicated cases, the success rates in Groups 3 (silicone tube stenting group) and 4 (non-stenting group) were seen to be 96.2% and 98.9%,
respectively (p>0.05). In 15 (13.8%) out of 108 cases who had had bicanalicular silicone tube intubation, stent displacement was observed. Lower and
upper punctal synechiae developed in 1 of 6 cases with punctal complications. In 14 failed cases, successful results were obtained with external DCR
and bicanalicular silicone stent intubation.

Conclusion: Stenting in complicated cases increases the success rates of dacryocystorhinostomy significantly. However, we detected that in compli-
cated cases, especially in the absence of anterior flaps, stenting does not increase success rates, contrary to posterior flap loss. No effect of stenting
in non-complicated cases on surgical success rates could be demonstrated. (JAREM 2014; 4: 88-92)

Key Words: Dacryocystorhinostomy, nasolacrimal duct obstruction, stenting, bicanalicular silicone intubation, complicated, non-complicated

OzZET

Amag: Bikanalikiler silikon tiip entubasyonunun (BSE), Eksternal dakrisistorinostomi (Eksternal DSR) ameliyatlarinin basarisindaki etkinligini degerlen-
dirmek.

Yéntemler: Nazolakrimal kanal tikanikligi nedeniyle Eksternal DSR uygulanan 201 hastanin 223 gdzi sonuglari retrospektif olarak incelendi. Olgular 1.
Grup; komplike + silikon stent konan (n: 55 g6z), 2. Grup; komplike olup silikon stent konmayan (n: 27 gz), 3. Grup; nonkomplike + silikon stent konan
(n: 53 goz) ve 4. Grup; nonkomplike olup silikon stent konmayan (n: 88 g6z) olmak tzere dért gruba ayrildi. Lakrimal kesesi kiglk veya yapigikliklar
olan, lipidollu grafide dolma defekti olan, peroperatif flep yoklugu olan ve niks olgular komplike olarak kabul edildi. Eksternal DSR ameliyatlar Du-
puy-Dutemps teknigine uygun olarak yapildi. Silikon stentler 2. ayda cekildi. Takiplerde epifora varligi sorgulanip lakrimal irrigasyon yapildi. Ortalama
takip suresi 1,7 yil idi (6 ay-3 yil).

Bulgular: Hastalarin 129'u kadin, 72'si erkekti. Yas ortalamasi 51.3 (9-73) idi. Komplike olgulari aldigimiz birinci grupta %90,9 basar gérilirken, ikinci
grupta %77,8 bagan goérildi ve aralanindaki fark anlamli bulundu. (p>0,05) Nonkomplike olgular aldigimiz tG¢linct grupta %96,2 basan goérilirken,
dérdiinct grupta %98,9 basar gorildi ve aralarindaki fark anlamli bulunmadi (p<0,05).

Sonug: Silikon tiip entubasyonu lakrimal kanal cerrahisinde dnemli bir yere sahiptir. Ozellikle komplike vakalarda silikon stent uygulamasi basaryi
artirmaktadir. Komplike olmayan olgularda ise basari Uzerine etkisi olmadidi gérilmustir. (JAREM 2014; 4: 88-92)

Anahtar Sézciikler: Eksternal dakriosistorinostomi, silikon, bikanalikiiler stent entubasyonu, stent, komplike, nonkomplike

INTRODUCTION between the lacrimal sac and the nasal mucosa (via flaps) over
the bony margins of the formed ostium, thus constructing an ep-
ithelium-lined tract (2). With the exception of minor alterations,

EXT-DCR is still performed in much the same way.

Dacryocystorhinostomy (DCR) has been the treatment of choice
for patients with chronic stenosis and obstruction of the naso-
lacrimal duct for more than 100 years. External dacryocystorhi-

nostomy (EXT-DCR) was first described in 1904 by Addeo Toti,
who described exposure of the sac via a small skin incision and
absorption of that part of the sac adjacent to the canaliculi into
the nasal cavity (1). In 1921, Dupuy-Dutemps and Bourget modi-
fied this technique by advocating an edge-to-edge anastomosis
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The success rate of DCR has improved over the years as a result
of better preoperative assessment, including radiological investi-
gation of the nasolacrimal system, absorbable and less irritating
suture materials, and improved instruments and anesthetic pro-
cedures. To increase the success rate of DCR techniques, silicone
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intubation has been brought to the agenda. In 1950, Henderson
described the use of 1-mm-diameter polyethylene tubing in the
treatment of strictures of the lacrimal canaliculi, in combination
with Toti-style EXT-DCR (3). Huggert was the first to describe bi-
canalicular intubation in 1959, albeit using polyethylene tubing,
with tubes being secured in the nose and bridging the gap be-
tween upper and lower punctae in the standard modern fashion
(4). The success of EXT-DCR has been variable in the literature,
with most series having a rate of greater than 90% (5, 6). However,
there are a variety of reasons that account for the differences in
success rates, including surgical technique in different centers,
patient selection, demographics, definitions of success, and the
etiology of nasolacrimal dysfunction.

The present study aimed to prospectively evaluate the clinical
outcomes of patients with nasolacrimal duct obstruction treated
with bicanalicular silicone intubation stenting.

MATERIALS AND METHODS

Study Design

The study was approved by the appropriate ethics authority.
Written informed consent was obtained from all subjects or a le-
gal surrogate, or the requirement for written informed consent
was waived by the ethics committee. The records of EXT-DCR
procedures that were performed were retrospectively studied.
The patients’ main symptoms were moderate to severe epipho-
ra. Lacrimal system irrigation was applied for all patients present-
ing with complaints of epiphora. The diagnosis was supported by
dacryocystograms obtained after instillation of 480 mg/mL radio-
opaque iodine into the sac. Otorhinolaryngological preoperative
assessment included full endoscopic examination of the nasal
cavities, looking for evidence of mucosal disease, including pol-
yps, particularly in the middle meati. Inclusion criteria were cases
with acquired nasolacrimal sacs and duct obstructions, chronic
dacryocystitis, lacrimal sac mucocele, traumatic dacryosteno-
sis, and congenital nasolacrimal duct obstruction unrelieved by
probe and silicone tube intubation. Patients with acute dacryo-
cystitis, suspicion of malignancy, and previous radiation therapy
were excluded from the study. Cases with the presence of small
lacrimal sac or intrasaccular adhesions, preoperative absence
of anterior or posterior flap, fistulous dacryostenosis, recurrent
dacryostenosis, posttraumatic dacryostenosis, and common can-
alicular stenosis were accepted as complicated. Cases with the
presence of lacrimal sacs larger than 10-15 mm and preoperative
anterior and/or posterior flap loss were accepted as non-com-
plicated. The patients were grouped as follows: Group 1, com-
plicated cases with intubation (55 eyes); Group 2, complicated
cases without intubation (27 eyes); Group 3, non-complicated
cases with intubation (53 eyes); and Group 4, non-complicated
cases without intubation (88 eyes).

Surgical Procedure

All patients had surgery under general anesthesia. We performed
external dacryocystorhinostomy by using the Dupuy-Dutemps
and Bourguet technique (2). Lower and upper puncta were dilated.
Lacrimal irrigation was performed. Nasal packing was done with
gauze socked in 2% lidocaine and 1/100.000 adrenaline. Proper
packing of the nasal cavity helped in anesthetizing the mucosa,
achieving good hemostasis, and providing good exposure of the
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nasal mucosa during surgery. A 10-15-mm-long, slightly oblique
skin incision was performed lateral to the angular vessels, 8-10
mm away from internal canthal ligament, parallel to the nasal root.
After approaching the periosteum with blunt dissection, fiber or-
bicular muscles on the periosteum were separated. A fixation su-
ture with 6/0 vicryl was placed on the internal canthal ligament,
and the ligament was dissected. The periosteum was dissected
using a periosteal elevator. The lacrimal sac was exposed and
dissected away from the lacrimal fossa. A 14-16-mm-sized bone
window with regular contours was created on the lacrimal bone
using a Universal brand dental burr. “H"” shaped anterior and pos-
terior flaps of the nasal mucosa and lacrimal sac were formed. The
posterior flaps of the nasal mucosa and lacrimal sac were stitched
together with 6/0 vicryl sutures. Bicanalicular silicone tubes were
inserted and secured with a sleeve. The anterior flaps of the na-
sal mucosa and lacrimal sac were stitched. The dissected internal
canthal ligament was re-sutured in situ on the periosteum. The
skin incision was closed with three 6/0 vicryl sutures.

Postoperative Follow-up

The patients were monitored on postoperative day 1, week 1,
months 1 and, and then every 3 months. Sutures were removed
on the 7% day. Silicone stents were withdrawn at postopera-
tive month 1. At 1 week postoperatively, oral antibiotherapy
(@amoxycillin+clavulanic acid 1000 mg b.i.d), analgesics, anti-in-
flammatory drugs (naproxen sodium 550 mg b.i.d), and topical
tobramycin pomade x5/d were used. To avoid potential develop-
ment of allergic conditions against silicone tube and to prevent
obstruction of the osteotomized area with inflammatory lesions
triggered by allergic reactions, topical steroids (fluorometholone
acetate 0.1% x4/d) were used up to the removal of the silicone
tube. Antiallergic treatment was employed for cases with aller-
gic conjunctivitis and rhinitis for 3 months. To avoid possible side
effects, such as cataract, and glaucoma, fluorometholone group
steroids were preferred.

Outcome Measures

Only patients who were followed up for >2 months after the re-
moval of the silicone tube(s) were included in this study. At each
physical examination, lacrimal irrigations were performed, and
the patients were interrogated as to the presence of epiphora.
We evaluated age, gender, the operated side, and the effects
of silicone intubation on the surgical results. Objective outcome
measures were obtained by patency testing after lacrimal system
irrigation. Cases without epiphora, demonstrated with free-flow
lacrimal irrigation, were deemed successful cases. Failure was
defined as lack of any improvement in the symptoms. Complica-
tions related to the surgical procedure were also investigated.

Statistical Analysis

Data were analyzed using the Statistical Package for Social Sci-
ences (SPSS) software (version 10.0 for Windows). All differences
associated with a chance probability of .05 or less were consid-
ered statistically significant. Chi-square and Mann-Whitney U-
tests were performed on nominal data.

RESULTS

In total, 223 EXT-DCR procedures were performed on 201 pa-
tients. The patients, 129 (64.2%) females and 72 (35.8%) males,
ranged in age from 9 to 73 years (mean 51.3+10.7). Age, sex,
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Table 1. Demographic variables among groups

Group 1 Group 2 Group Group 4
(n=55) (n=27) (n=53) (n=88)
Age 4586+15.7 4296+£18.02 51.3+20.1 48.2+16.1
(meanxSD)
Gender 25/30 15/12 29/24 40/48
(M/F)
Side (R/L) 21/34 10/17 27/26 47/41

M: male; F: female; R: right; L: left

Table 2. Success and recurrence rates among groups

Group1 Group 2 Group3 Group 4
Achieved 50/55 21/27 51/53 87/88
patency (91%) (77.8%)  (96.2%)  (98.9%)
Recurrence of 5/55 6/27 2/53 1/88
epiphora (9.0%) (22.0%) (3.7%) (1.1%)
p value p<0.05 p>0.05

Table 3. Postoperative complications among groups

Group1 Group2 Group3 Group4
Loss of the 6/55 - 8/53 -
silicone tube (10.9%) (15.0%)
Punctal erosion 5/55 - 1/53 -
(9.4%) (1.8%)
Granulation 3/55 4/27 1/53 1/88
tissue (5.4%) (14.8%) (1.8%) (1.1%)
Intranasal 2/55 2/27 1/53 -
synechia (3.6%) (7.4%) (1.8%)
Dacryocystitis 1/55 2/27 1/53 -
(1.8%) (7.4%) (1.8%)
Epistaxis 3/55 2/27 1/53 1/88
(5.4%) (7.4%) (1.8%) (1.1%)
Total 20/55 10/27 13/53 2/88
(36.3%)  (37.0%) (24.5%) (2.2%)

and side were found to have no statistical significance among
groups (p=0.05). The distribution of case characteristics among
the 4 study groups are shown in Table 1. The mean follow-up
period was 21 (range 6 to 36) months.

Functional success was assessed as described earlier. In the eval-
uation of complicated cases, success rates in Groups 1 (silicone
tube stenting group) and 2 (non-stenting group) were 90.9% and
77.8%, respectively. The difference between groups was statisti-
cally significant (p<0.05). In the evaluation of non-complicated
cases, success rates in Groups 3 (silicone tube stenting group)
and 4 (non-stenting group) were seen to be 96.2% and 98.9%,
respectively. The difference between groups was not statistically
significant (p>0.05) (Table 2).

In Group 1, absence of posterior and anterior flaps was detected
in 21 (38.1%) and 4 cases (7.2%), respectively. In this group, all
cases (100%) without anterior flaps recurred. Only 1 case (4.8%)
out of 21 cases without posterior flaps demonstrated recurrence.

In Group 2, absence of posterior and anterior flaps was detected
in 12 (44.4%) and 5 (18.5%) cases, respectively. All cases without
anterior flaps recurred. Three cases (25%) without posterior flaps
manifested recurrences. Recurrence rates in cases without ante-
rior flaps were statistically significant when compared with those
without posterior flaps (p<0.05).

Postoperative complications, such as loss of the silicone tube,
punctal erosion, granulation tissue, intranasal synechiae, dac-
ryocystitis, and epistaxis, are presented in Table 3. In 15 (13.8%)
out of 108 cases who had had bicanalicular silicone tube intu-
bation, stent displacement was observed. Silicone tubes of 13
cases were repositioned because of the development of corneal
irritation. Silicone stents were re-intubated in 2 cases who had
removed their silicone tubes. Lower and upper punctal synechiae
developed in 1 of 6 cases with punctal complications. This case
underwent synechiotomy operation. In a total of 5 cases (2.2%),
synechiae formed on the ostial region, between the ostium and
middle concha. We thought that this synechia developed be-
cause of traumatic manipulations during silicone tube intubation.
In 14 failed cases, successful results were obtained with external
DCR and bicanalicular silicone stent intubation.

DISCUSSION

The aim of the present study was to prospectively evaluate the clini-
cal outcome of patients with nasolacrimal duct obstruction treated
with bicanalicular silicone intubation stenting. The demographic
characteristics of our patient population were similar to those de-
scribed by others. Nasolacrimal outflow obstruction is much more
common in women than in men and is associated with advanced
age. In the present study, we analyzed 201 surgically treated cases
of lacrimal drainage system disorders. From the general data, the
majority of treated patients (64.2%) were female, and 35.8% was
male. A similar female preponderance was also shown by Morti-
more et al. (7) (74%), Unlu et al. (8) (76%), and Soler Machin et al. (9)
(73.91%). The mean age of the patients was 51.3+10.7 years (range
9 to 73 years). Mortimore et al. (7) reported that the mean age of
their patients was 34 years, Unlu et al. (8) reported a mean age of 34
years, and Soler Machin et al. (9) reported a mean age of 65 years.

Stenting of the nasolacrimal drainage system with a silicone
tube has been used in conjunction with DCR in cases expected
to carry a higher risk of failure. The purpose of the stent in the
nasolacrimal system is to prevent adhesion of the mucosal lining
of the channels during the healing process and to maintain long-
term patency after removal. Despite these advantages of silicone
stents, complications, such as peripunctal granulation, erosions
of puncta and canaliculi, chronic nasal irritation, corneal erosion,
canalicular laceration, interpunctal symplepharon, inflammatory
mass, and pyogenic granuloma formation, have been reported
(10). In addition to these complications, some articles indicat-
ing that silicone stents induce formation of granulation tissue on
the anastomotic site, decreasing the success rate of DCR opera-
tions, have been published. During their intranasal endoscopic
examinations, Allen et al. (11) detected granulation tissue on the
anastomotic site secondary to intranasal tube placement. They
reported that these granulomas that form around the mucosal
opening might be related to microtraumas induced by silicone
tube. In their study, they reported failure rates of 14.5% in 110



eyes intubated with silicone tubes and 5% in 79 non-intubated
eyes. R Saiju et al. (12) reported a 90% success rate in 44 cases
intubated with silicone tubes and 87% in non-intubated eyes. In
another comparative study performed with intubated and non-
intubated cases, respective success rates of 93% and 92% were
reported (10). In both studies, a statistically significant difference
was not found between intubated and non-intubated cases. Vari-
ous studies evaluating the effectiveness of stents in complicated
cases, such as fibrotic contracted sac in nasolacrimal duct ob-
struction, previously failed DCR operation, inadequate mucosal
flaps, and contracted nasal cavity, have been found. Sodhi et al.
(13) achieved a 76% success rate in 25 complicated cases and
indicated that silicone tube intubation increased success rates in
complicated cases. In their study encompassing 388 cases, Wal-
land and Rose implanted (14) silicone tubes in patients with sac-
cular inflammation or small lacrimal sacs, and canalicular disease
and compared them with a non-intubated uncomplicated group,
but they could not find any difference between the success rates
of both groups.

Baig et al. (15) reported a success rate of 87.09% out of 62 pro-
cedures of external dacryocystorhinostomies with silicone tube
intubation. Delaney and Khooshabeh (16) reported a success rate
of 90% out of 50 cases with acquired partial nasolacrimal obstruc-
tion in adults treated by dacryocystorhinostomy with silicone in-
tubation. McLachlan et al. (17) reported a success rate of 94% out
of 291 dacryocystorhinostomies. Mortimore et al. (7) reported a
success rate of 98.14% in 54 dacryocystorhinostomies. Kim et al.
(18) reported a success rate of 95% out of 40 dacryocystorhinos-
tomies with silicone intubation. In the present study, in the evalu-
ation of complicated cases, success rates in Groups 1 (silicone
tube stenting group) and 2 (non-stenting group) were 90.9% and
77.8%, respectively. In the evaluation of non-complicated cases,
success rates in Groups 3 (silicone tube stenting group) and 4
(non-stenting group) were seen to be 96.2% and 98.9%, respec-
tively. We agree with reports that silicone intubation is not always
necessary and may predispose one to primary DCR failure by
inciting granuloma formation in the nose and lacrimal fossa
(11, 19). Silicone tubing should be reserved for patients at higher
risk of DCR failure, such as those with co-existing canalicular dis-
ease or a small, contracted, or scarred lacrimal sac (19, 20).

Silicone tubes should be left in situ for 2-8 months. However, the op-
timal duration is still debatable. Rebeitz et al. (21) stated that tubes
should be left in situ for 4-6 months, while Kong et al. (22) suggest-
ed removal of tubes before the 8" week so as to prevent formation
of granulation. However, Halsler et al. (23) retained the tubes for 9
months. In our study, silicone tube implantation was performed for
all patients, and their tubes were removed 2 months later.

Baldeschi et al. (24) performed and compared 3 different pat-
terns of mucosal flap design in external DCR. They performed
conservative anterior and posterior flaps in 1 group, extended
anterior with posterior flaps, and only anterior flaps in the other 2
groups. They measured the length of unsutured mucosal margins
and stated that the length did not influence the success rates
among 3 groups differing in flap design. Serin et al. (25) com-
pared the outcomes of 2 different flap designs in a similar study,
1 involving the anastomosis of both anterior and posterior mu-
cosal flaps and the other with excision of the posterior flaps. No
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difference was reported in the success rates between the groups
after an 11-month follow-up period. In the present study, we di-
vided the studied population into 2 groups as non-complicated
and complicated and aimed to investigate the effectiveness of
silicone stenting in both groups. Technically, since we sutured an-
terior and posterior flaps, we included posterior flap loss into the
group with complicated cases. We thought that posterior flap
loss constitutes a risk factor.

In conclusion, stenting in complicated cases increases the success
rates of dacryocystorhinostomy significantly. However, we have
detected that in complicated cases, especially in the absence of
anterior flaps, stenting does not increase success rates, contrary
to posterior flap loss. Any effect of stenting in non-complicated
cases on surgical success rates could not be demonstrated.

This study aimed to evaluate the clinical outcome of patients
with nasolacrimal duct obstruction treated with external dacryo-
cystorhinostomy and bicanalicular stenting. The patients were
grouped as follows: Group 1, complicated cases with intubation;
Group 2, complicated cases without intubation; Group 3, non-
complicated cases with intubation; and Group 4, non-compli-
cated cases without intubation. Success rates in Groups 1 and
2 were 90.9% and 77.8%, respectively. Success rates in Groups 3
and 4 were seen to be 96.2% and 98.9%, respectively.
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Ozgiin Arastirma / Original Investigation

Klinigimizde Ektopik Gebelik Tanisi Alan Hastalarin
Incelenmesi

The Evaluation of Patient with Diagnosis of Ectopic Pregnancy in Our Clinic

Servet Gengdal, Murat Bozkurt, Hacer Pagaoglu, Kahraman Ulker, Yetkin Karasu, Suat Dede

Kafkas Universitesi Tip Fakiiltesi, Kadin Hastaliklari ve Dogum Anabilim Dali, Kars, Tirkiye

OzZET

Amag: Ektopik gebelik nedeniyle klinigimize yatirilan hastalarin demografik bulgularinin, risk faktérleri, tani bulgular ve tedavi yéntemlerinin retros-
pektif olarak degerlendirilmesi.

Yéntemler: Bu calisma Kafkas Universitesi Tip Fakiiltesi Saglik Arastirma ve Uygulama Hastanesi Kadin Hastaliklan ve Dogum Kliniginde Mart 2013-
Mayis 2014 tarihleri arasinda Ektopik gebelik tanisi ile tedavi edilen 42 hastanin tibbi kayitlarinin retrospektif olarak incelenmesi ile yapildi. Kayitlarin
incelenmesi sirasinda olgularin yaglar, obstetrik dykileri, son adet tarihleri, bagvuru nedenleri, muayene bulgular, risk faktorleri, korunma yéntemleri,
B-hCG degerleri, Transvaginal ultrasonografide (TV-USG) odak varlidi, buyukligu, fetal kardiyak aktivitenin varligi ve uygulanan tedavi yéntemleri
degerlendirildi

Bulgular: Hastalarin yas ortalamasi 30,6 (20-44) yil idi. On bir (26%) hasta agdr, bes (%12) hasta adet rétar, 8 (%19) hasta vajinal kanama sikayeti ile
bagvurdu. Ortalama B-hCG degerleri 3541 mIU/mL (200- 29611) olarak bulundu. Ortalama gebelik haftalan 6 (6+1,8) hafta, TV-USG 27 hasta da ekto-
pik odak izlendi. Ektopik odak buytklerinin ortalamasi 37 mm (15- 54) olarak hesaplandi. Dért (%9,6) hastada fetal kalp aktivitesi mevcuttu. Hastalara
uygulanan tedavi yéntemine bakilacak olursa 5 (%12) hastaya ekspektan, 4 (%9,5) hastaya medikal tedavi, 33 (%78,5) hastaya cerrahi tedavi uygulandi.
Cerrahi uygulanan 33 hastanin 26'sina (%78,8) laparoskopi yontemi, 7 hastaya (%21,2) laparatomi yontemi uygulandi. Tim hastalar sifa ile taburcu
edildi. Mortalite gdzlenmedi.

Sonug: Ektopik gebelik fertiliteyi etkilemesi, mortalite ve morbiditesinin yliksek olmasi nedeniyle glinimizde hala énemini koruyan bir hastaliktir.
Ektopik gebelik tedavisi hastaya yonelik olarak bireysellestiriimeli, gelecekteki reprodiktif performans ve tedavi secenekleri hastayla tartigilmalidir.
(JAREM 2014; 4: 93-6)

Anahtar Sézciikler: Ektopik gebelik, laparaskopi, laparotomi, metotreksat

ABSTRACT

Objective: To retrospectively evaluate risk factors, demographic features, findings, and treatment aspects in women hospitalized in our clinic with
ectopic pregnancy.

Methods: A total of 42 women who were diagnosed as having an ectopic pregnancy at Kafkas University Medicine Faculty Health Research and Prac-
tice Center between March 2013 and May 2014 were enrolled in this study. During investigation of the records, age, obstetric history, last menstrual
period, complaint, physical signs, risk factors, contraception method, B-HCG levels, fetal cardiac activity, and diameter of the ectopic mass in the
transvaginal ultrasonography and treatment methods were evaluated.

Results: The mean age of the patients was 30.6 (20+44) years; 11 patients applied with pain (26%), 5 (12%) applied with delay of menstrual bleeding,
and 8 (19%) applied with vaginal bleeding. Mean B-HCG level was 3541 mIU/mL (200- 29611). Mean gestational age was 6 (6+1.8). With the transvagi-
nal ultrasonography, ectopic foci were detected in 27 (64.2%) patients. The mean diameter of ectopic foci was 37 mm (15-54). In 4 (9.6%) patients, fetal
cardiac activity was obtained. As we looked to treatment procedures, 33 (78.5%) patients had surgery, 4 (9.5%) were treated medically, and 5 (12%) pa-
tients were managed expectantly. Among 33 patients who had surgery, 26 (78.8%) patients had laparoscopic surgery, and 7 (21.2%) had a laparotomy.
All patients were discharged with complete recovery. No complications were observed.

Conclusion: Ectopic pregnancy is still an important issue because of the high mortality, morbidity, and influenced on fertility. The treatment of ectopic
pregnancy should be individualized, and all treatment procedures and future reproductive performance must be argued with patients.

(JAREM 2014; 4: 93-6)
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GiRiS

Ektopik gebelik, embriyonun endometriyal kavite disindaki her-
hangi bir yere implantasyonu olarak tanimlanir (1). Ektopik ge-
belik tim gebeliklerin %2'sinde gérilir ve gebelige bagdli anne
Slumlerinin %10'nundan sorumludur (2). Ektopik gebeligin klasik
semptomlar, adet gecikmesi, vajinal kanama ve abdominal ag-
ndir. Genel olarak tim gebeliklerin %1-2'sini; acil servise erken
gebelikte vajinal hemoraji ya da agn sikayeti ile bagvuran hasta-
larin %6-16'sini olugturmaktadir (3, 4). En sik tuba uterinaya (%97)
yerlesim gosterir. Patofizyolojisinde tuba uterina’nin hareketini
bozan bircok faktor yer almaktadir (mini haplar, progesteronlu
rahim ici arag, ileri anne yasi, sigara, ovulasyon indiksiyonu gibi)
(5). Ektopik gebelige en sik pelvik inflamatuar hastalik (6zellik-
le salpenijitis) neden olurken, gecirilmis tubal cerrahi en dnemli
risk faktorGdur (6). GUnlimduzde, seri hormonal degerlendirme
ve transvaginal ultrasonografinin kullanimi taniyi kolaylagtirmis,
riptir meydana gelmeden dnce ektopik gebelik olgularinin te-
davisini saglamistir. Erken tani ve tedavi ektopik gebelige bagl
mortalitede dramatik bir azalma saglamistir (2). Ektopik gebelik
icin Ug farkl tedavi yontemi mevcuttur; ekspektan yaklagim, me-
dikal tedavi ve cerrahi tedavi. Tedavi se¢iminde hastanin hemodi-
namik stabilitesi, fertilite arzusu ve tubal hasar diizeyi géz éniine
alinmalidir. Bu ¢alismada klinigimizde ektopik gebelik tanisi ile
tedavi edilen hastalarin retrospektif olarak incelenmesi ve sonug-
larin sunulmasi amaglanmigtir.

YONTEMLER

Bu calisma Kafkas Universitesi Tip Fakiiltesi Saglik Arastirma ve
Uygulama Hastanesi Kadin Hastaliklari ve Dogum Kliniginde Mart
2013-Mayis 2014 tarihleri arasinda Ektopik gebelik tanisi ile tedavi
edilen 42 hastanin tibbi kayitlarinin retrospektif olarak incelenme-
si ile yapildi.

Caligmanin retrospektif dogasindan dolayi calisma igin hasta
onam formu ve etik kurul raporu alinmadi. Ektopik gebelik tanisi,
serum B-hCG degeri 215001U/mL iken transvaginal ultrasonog-
rafide intrauterin gebelik kesesinin izlenememesi yada B-hCG
takiplerinde anormal artis (48 saat ara ile bakilan $-hCG deger-
lerinde %66'dan daha az artig) tespit edilmesi ve bazi olgularda
probe kiretaj ile konuldu. Kayitlarin incelenmesi sirasinda olgula-
rin yaslari, obstetrik dykdileri, son adet tarihleri, basvuru nedenle-
ri, muayene bulgular, risk faktérleri, korunma yontemleri, B-hCG

degerleri, Transvaginal ultrasonografide (TV-USG) odak varlid,
blylklugd, fetal kardiyak aktivitenin varligi ve uygulanan tedavi
yontemleri dederlendirildi. Hastalar uygulanan tedavi yéntemle-
rine gore cerrahi, medikal veya ekspektan yontemleri ile tedavi

edildi.
istatistiksel Analiz

Caligmadaki datalarin analizi i¢in Statistical Package for Social
Sciences Software 21 (SPSS IBM, Newyork, U.S.A) programi kul-
lanildi.

Galismanin niceliksel verileri degerlendirilirken tanimlayici istatis-
tiksel metodlar: ortalama olarak, kategorik veriler ise % ylzde ile
ifade edildi.

BULGULAR

Hastalarin yas ortalamasi 30,6 (20-44) yil idi. 11 (26%) hasta agn,
5 (%12) hasta adet rétari, 8 (%19) hasta vajinal kanama sikayeti ile
basvurdu. Ortalama B-hCG degerleri 3541 mIU/mL (200-29611)
olarak bulundu. Ortalama gebelik haftalar 6 (5-8) hafta, TV-USG
27 hasta da ektopik odak izlendi. Ektopik odak buytklerinin or-
talamasi 37 mm (15-54) olarak hesaplandi. Dért (%9,6) hastada
fetal kalp aktivitesi mevcuttu. Kontrasepsiyon yontemi olarak beg
(%12) hasta kondom, 2 hasta (%4,8) oral kontraseptif ilag, dokuz
(%21) hasta rahim ici ara¢ (RIA), 26 (%62) olgu herhangi bir yon-
tem kullanmiyordu (Sekil 1). Bes (%12) hasta sezaryen operasyo-
nu, 2 (%5) hasta ektopik gebelik operasyonu, 2 (%5) hasta operatif
histeroskopi, 1 (%2) hasta over kist operasyonu ve 2 (%5) hastanin
apendektomi dykisl mevcuttu. Hastalara uygulanan tedavi yon-
temine bakilacak olursa 5 (%12) hastaya ekspektan, 4 (%9,5) has-
taya medikal tedavi, 33 (%78,5) hastaya cerrahi tedavi uygulandi
(Sekil 2). Cerrahi uygulanan 33 hastanin 26'sina (%78,8) laparosko-
pi ydntemi, 7 hastaya (%21,2) laparatomi yontemi uygulandi. Tim
hastalar sifa ile taburcu edildi. Mortalite gézlenmedi. Uygulanan
tedavi yontemleri ile hasta yasi, odak buylkligu, p-hCG dizeyi
ve fetal kardiyak aktivite varligi arasinda istatistiksel olarak anlamli
bir iliski yoktu.

TARTISMA

Ektopik gebelik, kadinlarin gelecekteki fertilite yetenegini bo-
zan ve Ozellikle ge¢ kalinan vakalarda hastalarin hayatini tehdit
eden ciddi bir durumdur (7). llk trimesterde maternal mortalitenin

WRIA  EKONTRASEPTIF YONTEM KULLLANMAYAN

B EONDOM B OKS

Sekil 1. Hastalarin kontraseptif yontem kullanimina gére dagilimi

W EKSPEKTAN YONTEM B MEDIKAL TEDAVI M LAPAROSKOPI M LAPARATOMI

Sekil 2. Hastalarin uygulanan tedavi ydontemlerine gére dagilimi



%73'Gnden sorumludur (8). Ektopik gebelige bagl morbidite ve
mortalite, son yillarda erken tani ve etkin tedavi yontemlerindeki
gelismelere birlikte giderek azalmasina ragmen, cinsel yolla bula-
san hastaliklarin giderek artmasi, ileri anne yasi ve bununla bera-
ber yardimci Greme tekniklerine daha fazla bagvurulmasi nedeni
ile gorilme sikhiginda son zamanlarda artis izlenmektedir (9). Sto-
reide ve ark. (10) 35 yasin Uzerindeki kadinlarda ektopik gebelik
olugma riskinin, 15-29 yas grubundakilere gore 8 kat daha fazla
oldugunu bildirmigler, bunun sebebini yagla beraber artan risk
faktorlerine baglamiglardir. Bizim calismamizda, olgularin yaslar
20 ile 44 yil arasinda degismekte olup, ortalamasi 30 yildir. Alsu-
leiman ve arkadaslan ¢alismalarinda hastalarin hastaneye en sik
basvuru sikayetlerini sirasiyla agn, adet rotan ve vajinal kanama
olarak bildirmiglerdir (11). Bizim calismamizdaki sonuglar Alsule-
iman ve arkadaglan calismalarindaki sonuclarla uyumlu bulundu.
RIA kullanimi, enfeksiyona yatkinlik olugturmasi nedeniyle ektopik
gebelik tanisi almig hastalarda sik karsilastigimiz bir kontrasepsi-
yon yontemidir. Hatta gebelik testi pozitif olup rahim ici arag kul-
lanimi olan kadinlarin aksi ispat edilinceye kadar ektopik gebelik
olarak kabul edilmesi énerilmektedir (12). Sunulan bu ¢alismada
ektopik gebelik herhangi bir kontrasepsiyon yéntemi kullanma-
yan hasta grubunda daha sik izlendi. RIA kullanim orani ise %21
saptandi. Ektopik gebelikte en dnemli risk faktorleri; gecirilmis
tubal cerrahi, ektopik gebelik dykist, tanimlanmis tuba yapisi ve
motilitesini bozan patolojiler (gecirilmis abdominal- pelvik cerra-
hi, endometriozis, enfeksiyonlar), infertilite tedavisi i¢in bagvuru-
lan medikal ve cerrahi tedaviler, gegirilmis genital enfeksiyonlar,
multipartner, sigara ve vajinal dustur (13). Ektopik gebelik olgu-
larinda gegirilmis pelvik cerrahi orani %12 ile %42,6 arasinda de-
Gismektedir (14). Bizim olgularimizda ise gecirilmis pelvik cerrahi
orani %19 idi, bu oran literatir ile uyumlu bulundu. Glnimizde
ektopik gebelik tanisi TV-USG ve serum B-hCG olglimdi ile kolay-
likla yapilabilmektedir. Pozitif B-hCG testi ile birlikte TV-USG'de
intrauterin gestasyonel kesenin izlenmemesi ve adneksiyal kitle
varligi belirleyici kriterlerdir. TV-USG’de olgularimizin tamaminda
adneksiyal kitle varligi %59,5 ve bunlarin %13,8'inde fetal kardiyak
atim izlenmekteydi. Condous ve ark. ¢aligmalann da TV-USG'de
%78,3 nonhomojen adneksiyel kitle, %7,3 fetal kardiyak atim po-
zitifligi saptamuglardir (15).

Ektopik gebelikte tedavi yaklagimi hastanin hemodinamik stabi-
litesine, fertilite arzusuna, tubal hasar varligina bagl olarak degi-
siklikler gostermektedir. Ektopik gebeligin tedavisinde esas ola-
rak ekspektan yaklagim (Bekle ve gor), medikal tedavi ve cerrahi
tedavi olmak Uzere (¢ yaklasim mevcuttur. Ekspektan tedavi yo-
netiminin basarisi %47-82 oranlar arasinda oldugu bildirilmistir.
B-hCG diizeylerinin 1000 mIU/mLnin altinda olmasi, 3 cm’den ki-
cuk ektopik odagin bulunmasi ve fetal kalp atimlarinin olmamasi
ekspektan tedavi olarak tercih edilecek hastalar icin dnerilen kri-
terlerdir (16, 17). Bizim ¢alismamizda hastalarin %12'sine ekspek-
tan tedavi yaklagimi uygulanmistir. Bu oran Gamzu ve arkadaslari-
nin ¢calismasinda %17, Makinen ve arkadaslarinin ¢calismasinda ise
%18 olarak bulunmustur (17,18). Medikal tedavi; hemodinamik
olarak stabil, karaciger ve bébrek fonksiyonlarinda bozukluk ol-
mayan hastalarda uygulanabilir. En sik olarak kullanilan ajan bir
folik asit antimetaboliti olan metotreksattir. Metotreksat tek doz
ya da multidoz seklinde uygulanabilir. Calismamizda hastalarin
%9.,5'ine metotreksat tedavisi uygulanmis ve basari orani %100
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olarak bulunmustur. Bu oran literatlrdeki orandan biraz fazla olup
muhtemel nedeni segilen hasta sayisinin az olmasindan kaynak-
I rolatif bir yikseklik seklinde yorumlanabilir (19). Calismamizda
hastalarin %78,5'ine cerrahi tedavi uygulanmistir. Bu oran lite-
ratUrdeki verilerden daha fazla bulunmustur (20). Bunun nedeni
hastalara 6nerilen ekspektan yada medikal tedaviyi kabul etme-
mesi, ayrica tersiyer bir merkez olan klinigimize stabil olmayan
hastalarin kabull nedeniyle olabilir. Cerrahi uygulanan hastalarin
%78,8'sine laparoskopi uygulanmistir. Laparoskopi, maliyet etkin
ve altin standart olarak kabul edildiginden dolayi tercih edilmis-
tir. Ayrica yontem olarak hastalarin hepsine salpenjektomi uygu-
lanmigtir. Salpingostomi persistan trofoblastik aktivite ve tubal
kanama riski, Milking ise rekirrens riski nedeniyle hicbir hastaya
uygulanmamigtir. Calismamiza alinan tim hastalar sifa ile taburcu
edilmis, mortalite ise gorilmemistir.

SONUC

Sonug olarak ektopik gebelik fertiliteyi etkilemesi, mortalite ve
morbiditesinin ylksek olmasi nedeniyle glinimuzde hala énemi-
ni koruyan bir hastaliktir. Ektopik gebelik tedavisi hastaya yonelik
olarak bireysellestiriimeli, gelecekteki reprodiktif performans ve
tedavi secenekleri hastayla tartigilmalidir. Erken tani konulabilen
vakalarda cerrahi tedavi yerine ekspektan tedavi yaklagimi ya da
medikal tedavi hem hasta uyumunu artirmasi hem de maliyeti du-
strmesi acgisindan ¢ok 6nemli olsa da glinimizde halen en sik
uygulana tedavi yéntemi cerrahidir.

Etik Komite Onayi: Calismanin retrospektif tasarimindan dolayr etik kurul
onayi alinmamistir.

Hasta Onami: Calismanin retrospektif tasarimindan dolayi hasta onami
alinmamistir.
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Surgical Reconstruction of the Eyelids after Tumor
Excision: Our Experience with 147 Cases

Go6z Kapagi Tumor Eksizyonu Sonrasi Rekonstriksiyon Tekniklerimiz: 147 Olgu ile Deneyimlerimiz

Fadime Nuhoglu', Fatma Esin Ozdemir?, Dilek Abul?, Kiibra Sarici?

'Department of Opticianry, Ge|i§i.m University, Health Occupation Vocation School, istanbul, Turkey
2Department of Ophthalmology, Istanbul Training and Research Hospital, Istanbul, Turkey

ABSTRACT
Objective: To evaluate the outcomes of various methods for surgical reconstruction of upper and lower eyelids after tumor excision.

Methods: Data from 147 cases that were operated on due to tumors of the upper or lower eyelids between 2007 and 2011 were retrospectively ana-
lyzed. Surgical success was described as defect closure, proper valve function, appropriate lid contour, and good cosmetic appearance. Postoperative
follow-up was performed on the 1st day and 1st week and every month afterwards.

Results: The mean duration of follow-up was 8.9 months (6-36 months). Types of surgical interventions consisted of elliptical excision, sutureless exci-
sion, rotational flap, advancement flap, Tenzel flap, and blepharoplasty. Scarring at the medial canthus, lid contour deformity, and trichiasis were the
complications encountered in the postoperative period. Winking reflex was preserved, and complete closure of eyelids was provided in all of the
patients. The overall rate of surgical success was found to be 94.6%.

Conclusion: Reconstruction of eyelids is an important issue after the complete excision of a tumor and achievement of tumor-free margins. The re-
constructive technique must be appropriate for the location and the size of the lesion, aiming to provide a proper shape and contour for the eyelids.
(JAREM 2014, 4: 97-101)

Key Words: Flap, graft, eyelid, tumor, surgery, reconstruction

OZET

Amag: Alt ve Ust géz kapadin malign tiiméral kitlelerinin ekzisyonu uygulandiktan sonra olusan géz kapad defektlerinde uygulanan rekonstriiksiyon
teknikleri ve klinik sonuglarini degerlendirmek amaglandi.

Yéntemler: 2007 ve 2011 yillar arasinda Ust veya alt g6z kapaklarinda timéral kitle nedeniyle eksizyon yapilan 147 olgunun verileri retrospektif olarak
analiz edildi. Cerrahi bagar defektlerin tamamen kapanmasi, dizgln kapak fonksiyonu, uygun kapak kontur ve iyi kozmetik gérinim saglanmasi ola-
rak degerlendirildi. Ameliyat sonrasi takip 1. giin, 1. hafta ve sonrasinda aylik olarak yapildi.

Bulgular: Takip siresi ortalama 8,9 ay (6-36 ay) idi. Kullanilan cerrahi rekonstruksiyon teknikleri eliptik eksizyon, sttlrstiz eksizyon, rotasyonel flep,
ilerletme flebi, Tenzel flep ve blefaroplasti idi. Medial kantusta yara izi, kapak kontur deformitesi ve trikiyazis postoperatif ddnemde karsilagilan komp-
likasyonlardi. G6z kirpma refleksi tim olgularda korundu .G6z kapaklarinin tam kapanmasi bitiin olgularda saglandi. Cerrahi basar orani % 94,6 idi.

Sonug: G&z kapaklarinin timéral kitlelerinin tam eksizyonu sonrasi diizgiin kapak kontur ve pozisyonunun saglanmasi énemlidir. Rekonstriiksiyon tek-
nikleri gdz kapaklari icin uygun bir sekil ve kontur saglamayi amaglamal, lezyonun yerlesimine ve buyiikligine uygun olmalidir. (JAREM 2014; 4: 97-101)

Anahtar Sézciikler: Cerrahi, flep, greft, géz kapagi, rekonstriksiyon, timér

INTRODUCTION A variety of techniques may be necessary for safe and reliable
outcomes in the reconstruction of eyelids after excision of a tu-
mor. For a simple defect, a typical procedure may be sufficient;
however, with more complex defects, the standard procedure

may fall short. The best approach to complex defects is ade-

The eyelids are important for the protection of the globe and
maintenance of corneal hydration. Minor eyelid dysfunction can
cause disturbances in visual acuity, even leading to blindness

due to corneal desiccation. The eyelids glide over the globe and
aid in cleansing and lubrication via spreading tears across the
cornea. They not only provide flexibility during the opening and
closure of the eyes and maintain elasticity but also maintain the
canaliculi opposed to the lacrimal lake. The eyelids are important
components of physical beauty. Hence, proper reconstruction of
the eyelids is an important challenge after tumor surgery (1-3).

quate analysis, and the use of different reconstructive techniques
is critical. Defect analysis is the first stage of eyelid reconstruction
to determine the missing anatomical parts. The patient’s require-
ments must also be taken into account during the formulation
of surgical modality. The close proximity of the lacrimal system
to the medial canthal region must be remembered for proper
diagnosis and treatment (1-3).

This study was presented at the 45th National Ophthalmology Congress, 5-9 October 2011, Girne, KKTC.
Bu arastirma 45.Ulusal Oftalmololji Kongresi’nde sunulmustur, 5-9 Ekim 2011, Girne, KKTC.

Address for Correspondence / Yazisma Adresi: Dr. Fatma Esin Ozdemir,
Istanbul Training and Research Hospital, Department of Ophthalmology,
Istanbul, Turkey

Phone: +90 533 667 0306 E-mail: fatmaesin79@hotmail.com

Received / Gelis Tarihi: 21.07.2014 Accepted / Kabul Tarihi: 23.09.2014

© Copyright 2014 by AVES Yayincilik Ltd. Available online at wwwijarem.org

© Telif Hakki 2014 AVES Yayincilik Ltd. Sti. Makale metnine www.jarem.org web sayfasindan ulagilabilir
DOI: 10.5152/jarem.2014.548



Nuhoglu et al.
Reconstruction of Eyelids. JAREM 2014; 4: 97-101

In this study, we present our clinical outcomes of upper and lower
eyelid reconstruction after tumor excision.

METHODS

The study was approved by the appropriate ethics authority.
Written informed consent was obtained from all subjects or a le-
gal surrogate, or the requirement for written informed consent
was waived by the ethics committee. A retrospective analysis was
performed for 147 eyes of 123 patients who were operated on
due to tumor of the upper or lower eyelids. Twenty-three patients
had been operated on in both eyes. The study was approved by
the institutional review board, and data were obtained from the
medical records. All patients had been treated in the ophthal-
mology department of a tertiary care center. A complete oph-
thalmological examination was conducted on all patients.

For presumably benign lesions, those < 4 mm were closed with
strips without suturing. Defects formed after excision of lesions
>4 mm were repaired with primary closure, grafts, or flaps.

For lesions that were likely to be malignant, excisional biopsy
with 3-mm tumor-free margins was performed, and frozen biop-
sies were simultaneously performed. In cases in which frozen-
biopsy revealed positivity for a tumor, re-excision was performed.

Local anesthesia was accomplished by infiltration with lidocaine
HCI (20 mg/mL) and epinephrine HCI (0.0125 mg/mL). Skin grafts
were harvested from retroauricular skin or the area of dermato-
chalasis, whereas cartilage grafts were obtained from the auricle.
Topical sponges gauzed with antibiotics were placed over the
graft for the first 48 hours. Normally, sutures were removed at
7-10 days postoperatively, while stitches on the free margin of
eyelids were removed on 14-21 days. Follow-ups were performed
on the 15t day, 1%t week, and 1% month and monthly afterwards.
The mean duration of follow-up was 8.9 months (6-36 months).

Surgery was described as successful with respect to closure of
the defect, maintenance of eyelid function, proper eyelid con-
tour, and good cosmetic result.

Statistical Analysis

Data were analyzed using the Statistical Package for Social Sci-
ences (SPSS) software (version 10.0 for Windows). All differences
associated with a chance probability of .05 or less were considered
statistically significant. Chi-square and Mann-Whitney U tests were
performed on nominal data.

RESULTS

The average age was 47.7£19.7 (3-79) for 124 patients (74 fe-
males, 49 males). Simple excision, elliptical excision, rotational
flap, advancement flap, full-thickness free margin repair, Tenzel
semicircular flap, skin graft, and O-Z plasty were the types of op-
erations performed in our series (Figures 1-6). The types of sur-
gery and number of patients that had undergone the particular
intervention are demonstrated on Tables 1. Canaliculostomy and
silicone stenting were performed on 4 cases, while blepharo-
plasty was conducted on 7 of 23 (30.4%) xanthelasma patients. In
terms of postoperative complications, retraction due to scarring
of the medial canthus, deformity on the eyelid contour, and tri-
chiasis were encountered in 5, 2, and 1 cases, respectively.

Surgical method no (%)
Elliptical excision 44 (29.9%)
Sutureless excision 25 (17%)
Rotational flap 23 (15.6%)
Advancement flap 22 (14.9%)
Tenzel semicircular flap 10 (6.8%)
Blepharoplasty 7 (4.7%)

In all of the patients, winking reflex and complete eye closure
were preserved. The overall rate of surgical success was found
to be 94.6%.

DISCUSSION

Reconstruction of the eyelids is a complex procedure, since
the tissue is quite elastic, thin, and pliable. Eyelids are dynamic
structures located in the most noticeable area of the body that
protect the most coveted cranial nerves. In addition to tumor
excision and complete eradication of neoplasm, reconstructive
procedures call for substantial anatomic and surgical knowledge,
detailed analysis, and careful planning. Each procedure should
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be preceded by an investigation of preoperative eyelid function
and position. The optimal method of reconstruction must be se-
lected according to the extent and location of the defect and
the patient’s wishes. The procedure must preserve the structural
support, as well (1-3).

The methods used for reconstruction of upper or lower eyelids
share a similar philosophy. Proper reconstruction of the upper
lid is important, since it protects the majority of the cornea and
the remainder of the eye. The lining and margin of the upper lid
must be precisely repaired, since it makes contact directly with
the cornea with each blink. A rough surface from scarring of the
eyelid margin or lining of the upper lid can injure the cornea and
cause patient discomfort. Lower eyelid reconstruction can be
performed with direct closure or lateral-based rotation flaps and
vertical myocutaneous flap. Full-thickness skin grafts can be used
for adequate reconstruction of small superficial defects (1-3).

In severe cases with full-thickness loss of both the upper and low-
er eyelids, protection of the cornea from exposure and ulceration
is the main goal. Since these cases are often associated with trau-
ma, local tissue may be unavailable for reconstruction. Corneal
protection can be provided by advancing residual conjunctiva or
tarsoconjunctiva from the upper and lower fornix over the cor-
nea. The conjunctival flaps completely cover the cornea, and a
musculocutaneous flap or full-thickness skin graft is used to cover
and protect the globe. An ear cartilage graft can function as an
interposition graft between the flap and the conjunctiva (1-3).

In elderly patients, even larger defects may be repaired with pri-
mary suturing, since the skin is more elastic and loose. In con-
trast, reconstruction in patients with a history of radiotherapy or
previous surgery may constitute a challenge. In defects occupy-
ing up to 25% of the eyelid area, primary suturing is commonly
used. This method may work for defects constituting even half
of the surface area in elderly patients. In order to avoid notching
and folding on the lid margins, excision lines must lie in parallel
and should cover the whole vertical length of the tarsal plate.
In middle-sized tumors involving 25%-50% of the eyelid area, a
primary closure may not be always possible, and canthotomy or
cantholysis may be required (4).

Defects formed after the excision of lesions around the lateral
canthus may be transformed into a rhomboid shape for the facili-
tation of closure. Lower eyelid defects around the lateral canthus
can be reconstructed using lateral-based tarsoconjunctival flaps,
skin grafts, and periosteal flaps (5).

Knowledge and experience on lacrimal system anatomy are nec-
essary for reconstruction after excision of medial canthal lesions.
Skin grafts, local transposition flaps, or advancement flaps may
be utilized according to the size of the defect. Lesions with deep-
er extension may call for glabellar or forehead flaps, because
secondary healing with granulation or skin grafts is usually not
sufficient in this purpose (5).

A suspicion of malignancy brings about the need for a preopera-
tive biopsy. This is crucial for both medico-legal issues and selec-
tion of the appropriate intervention that eradicates the neoplasm
thoroughly. We observed that the Tenzel flap is a practical mea-
sure for defects occupying about two-thirds of the lower eyelid.
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Full-thickness pedicled flaps can provide satisfactory cosmetic

and functional outcomes for upper eyelid defects corresponding
to the cornea.

Defects involving the whole eyelid are challenging. Tarsal graft
and double pedicled flaps can be used for reconstruction after
total excision of the upper eyelid (6). Repair of the lower eyelid
initially starts with fixation of medial and lateral canthi. Canalicular

intubation can be performed simultaneously (7). For reconstruc-
tion of the medial canthi and upper eyelid, tunneled forehead
flaps are practical (8). Myofascial, galeal, and pericranial flaps are
alternatives for deeper defects of the same region (9-11).

CONCLUSION

In conclusion, proper planning for upper and lower eyelid recon-
struction begins with fundamental knowledge of eyelid anatomy.
Careful analysis of the defect helps create an organized operative
plan. Familiarization with the principles and continuously evolv-
ing techniques for eyelid reconstruction will provide a number of
practical options for the surgeon who is challenged with these
reconstructive cases. The operative technique can be specifically
tailored on an individualized basis according to the unique fea-
tures of each patient.
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Metabolik Sendromlu Hastalarda Tiroid Hormonlari
Fonksiyon Bozukluklan

Thyroid Hormones Disfunctions in the Metabolic Syndrome Patients

Hatice Yicel, Aslan Celebi, Gokalp Kurthan Avlagi, Banu Ik Boyuk, Mijgan Gurler, Hande Atalay, Bahar Yalcin,
Murat Altay, Serife Degirmencioglu, Muhammet Ates, ismail Ekizoglu

Gaziosmanpasa Taksim Egitim ve Arastirma Hastanesi, ig Hastaliklari Klinigi, istanbul, Turkiye

BZET

Amag: Bu calisma, dahiliye poliklinigine bagvuran metabolik sendromu olan kadin hastalarda tiroid hormonu fonksiyonu bozuklugunun sikligini aras-
tirmak Uzere yapildi.

Yéntemler: Calisma, dahiliye poliklinigine Temmuz 2009-Mart 2010 tarihleri arasinda bagvuran 161 kadin hasta ile prospektif olarak yapildi. Hastalarin
100 tanesi metabolik sendromlu olup, 61 tanesi kontrol grubundaydi.

Bulgular: Metabolik sendromlu hastalarda tiroid stimilan hormon (TSH) degderi yliksek olanlarin orani %13 iken, bu oran kontrol grubunda %0 olarak
saptandi. Metabolik sendromlu hastalarda TSH yuksekligi kontrol grubuna gére 8,96 kat artmig bulundu. FT4 degeri ise metabolik sendromlu hastala-
rin %10'nunda dustk bulunurken, kontrol grubunda bu oran %0 olarak saptandi.

Sonug: Metabolik sendromlu hastalarda TSH degeri normal sahislara gére daha yiksek saptanmistir. Metabolik sendrom oldugu bilinen hastalarda
tiroid hormon dizeylerinin de beraberinde dederlendiriimesi ve gerekirse hormon tedavisine baglamak énem kazanmaktadir.

(JAREM 2014; 4: 102-7)

Anahtar Sézciikler: Metabolik sendrom, tiroid hormon disfonksiyonlari, insilin direnci

ABSTRACT

Objective: This review is made to investigate thyroid hormone level abnormality frequencies in female metabolic syndrome patients who approached
an internal medicine polyclinic.

Methods: The review was made prospectively in 161 female patients who approached internal medicine polyclinics between July 2009 and March 2010.

Results: While metabolic syndrome patients who had a high level of TSH had a ratio of 13%, the ratio in the control group was determined as 0%.
TSH levels in metabolic syndrome patients were 8.96 times higher than in the control group. fT4 levels were lower in 10% of the metabolic syndrome
patients; meanwhile, the ratio of the control group was determined as 0%.

Conclusion: TSH levels of metabolic syndrome patients are higher than in normal people. To evaluate thyroid hormone levels in patients who have
metabolic syndrome and replacement of the hormones if it is necessary is come into prominence. (JAREM 2014; 4: 102-7)

Key Words: Metabolic syndrome, thyroid hormone dysfunction, insulin resistance
GiRiS bu hastalarda izlenen tansiyon yiksekligi tiroid hormon tedavi-

1988'de Reaven tarafindan sendrom x adiyla tanitilan insilin re- sinin baglamasiyla azalma géstermistir (5). Obez hastalarda tiro-

zistansi sendromu adi ile de anilan metabolik sendrom; abdomi-
nal obezite, ylksek trigliserid duizeyleri, aterojenik dislipidemi,
yuksek kan basinci, yiksek kan sekeri degerleri ve/veya insilin
direnci ile kendini gosterir. Metabolik sendrom ayni zamanda
protrombotik ve proinflamatuar bir durumdur (1). Ginimuzde
gittikge fazla dikkat cekip 6nem kazanan bir diger konu da ti-
roid hormon eksikligi veya fazlaliginda goézlenen vicut agirhg,
bel cevresi ve beden kitle indeksi (BKi) degerlerinde gbézlenen
degisikliklerdir (2). Caligmalar da tiroid hormon seviyelerindeki
disUk ve yuksek degerlerin kardiyovaskiler sistem Uzerine ¢esitli
olumsuz etkilerini ortaya koymustur. Artmis tiroid hormonlarinin
periferik hemodinamik etkileri vaskiler direncte azalma seklinde-
dir (3, 4). Hipotiroidik hastalarda artmis vaskdler direng gézlenir,

id stimtlan hormonun (TSH) adipoz dokuya etkisi hala tartigma
konusudur. TSH adipogenezi ve adipokin Uretimini direkt olarak
desteklemektedir. Normal tiroid fonksiyonlarina sahip obezlerde,
adipozite ve TSH arasindaki iligki tekrar aragtinlmalidir. Karakurt
ve ark. (6) 2009 yilinda tiroid fonksiyonlarinin serbest t3 ve serbest
+4'den badimsiz olarak obezite ile iliskisi arastinlmis buna gére
hipofiz bezi TSH aracilidiyla obezite tiroid fonksiyonlarindan [Ser-
best triiyodotironin (FT3, Serbest Tiroksin FT4)] badimsiz olarak
katkida bulunuyor olabileceg@i belirtilmistir. Bltinlik asagidaki
maddelerle saglanamamistir.

International Diabetes Federation (IDF) Erigkin metabolik send-
rom kriterleri;
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Tablo 1. Hasta grubu

n Minimum
Yas 61 35
Kilo 61 45
Sitolik tansiyon 61 90
Diastolik tansiyon 61 60
Bel gevresi 61 59
Boy 61 145
Trigliserit 61 39
AKS 61 71
HDL 61 34
Bazal instlin 61 3
BKi 61 18,2
FT3 61 1,81
FT4 61 0,94
TSH 61 0,38
HOMA-IR 61 0,39

Yicel ve ark.
Tiroid Hormonlari ve Metabolik Sendrom. JAREM 2014; 4: 102-7

Maksimum Ortalama Standart sapma
55 44,57 6,349
72 59,03 6,387
125 109,59 11,079
80 72,7 8,040
80 4375,8 4,464
174 158,43 6,114
155 95,48 31,421
99 89,49 5,570
87 56,76 11,729
16 6,89 2,659
25 23,526 1,5626
5,82 4,4628 0,66194
3,75 1,2269 0,36727

4 2,0828 1,08178
3,71 1,5216 0,62070

AKS: aclik kan sekeri; HDL: high density lipoprotein; BKi: beden kitle indeksi; FT3: serbest triiodotiroinin; FT4: serbest tiroksin; TSH: tiroid stimulan hormonu;

HOMA-IR: homeostatic model assesment-insulin resistance

1. Santral obezite-bel ¢cevresiyle belirlenmis;
Avrupa kdkenli Erkek=94 cm
Kadin=80 cm
2. Santral obeziteye asagidakilerden en az ikisinin eklenmesi

a. Trigliserid>150 mg/dL veya bu nedenle tedavi almasi

b. Dusik Yiksek Yogunluklu Lipoprotein (HDL) kolesterol diizeyi

Erkekte<40 mg/dL

Kadinda<50 mg/dL

Dusuk HDL kolesterol diizeyi i¢in tedavi almasi

c. Kan basinci yiksekligi (sistolik=130 mmHG, diyastolik =85
mmHG veya hipertansiyon tedavisi gérmesi).

d. Yuksek aclik plazma glukozu (2100 mg/dL) veya 6nceden
tani konulmug Tip 2 DM (diyabetes mellitus), aclk plaz-
ma glukozu=100 mg/dL ise, OGTT dnerilir ancak tani igin
gerekli degildir (7).

Metabolik sendromun cesitli tanimlari kullanilarak yapilmis pros-
pektif calismalar, sendromun gelisiminin bazi faktérlerin kombinas-
yonuna bagli olabilecegini éne siirmektedir. Ozellikle istinde du-
rulan faktorler insllin, obezite, hayat tarzi ve saglik aliskanliklandir.
Azalmis inslin duyarliiginin ve artan insllin diizeyinin metabolik
sendrom geligsiminin dnclst oldudu distndlmektedir (8-12).

Tiroidin ister hipotiroidi isterse hipertiroidi ile seyreden hasta-
liklarinda metabolik sendrom ile iligkili kan basinci, plazma lipid
dlzeyleri, vicut yag orani ve bel cevresi gibi parametrelerde
patolojik degisiklikler genelde gdzlemlendigi icin ¢calismamizda
metabolik sendrom kriterine sahip Taksim Egitim ve Arastirma
Hastanesi Poliklinigine bagvuran kadin hastalarda tiroid hormon
dizeylerini arastirmak istedik.

YONTEMLER

Dahiliye poliklinigine Temmuz 2009-Mart 2010 tarihleri arasinda
basvuran 161 kadin hasta ile retrospektif olarak yapildi. Hastalarin

100 tanesi metabolik sendromlu olup, 61 tanesi kontrol grubun-
daydi. Kontrol grubu yukaridaki kriterler ile metabolik sendrom
tanisi konmayan hastalardan olugmaktadir. Hastalar International
Diabetes Federation (IDF) erigkin metabolik sendrom kriterleri-
ne gore metabolik sendrom tanisi konularak secildi. Hastalarin
anamnezlerinde 6z ve soygecmisleri alinirken tiroid hastalidi ile
ilgili kendilerinin ve ailelerinin saglik bilgileri sorusturuldu. Hasta-
lar, daha 6nceden herhangi bir sadlik problemi olup olmadigin-
dan habersiz olarak poliklinigimize yeni bagvuran kadin hastalar-
di. Fizik muayene esnasinda bel cevreleri, boy ve kilolar dl¢tldy,
BKi'leri hesaplandi [BKi=A§|rl|k (kg)/Boy (m?)]. Kan basinglar en
az 5 dakika dinlenme sonrasi, sag koldan sfingomanometre ile
Slcildu. Kan drnekleri en az 10 saatlik aglik sonrasi alindi. Biyo-
kimyasal parametrelerden glukoz, HDL, diisik yogunluklu lipop-
rotein (LDL), kolesterol, trigliserid duzeyleri arastinldi. Hormon
parametrelerinden aclik insllin, serbest T3, serbest T4, TSH ba-
kildi. Biyokimyasal degerler roche p800 Auto Analizator sistemi
ile, hormon &l¢timleri de Roche E170 analizatér sistemi ile yapildi.
instilin direncini degerlendirmek icin Homeostatic model assess-
ment- Insulin Resistance (HOMA-IR) testi kullanildi [Test HOMA-
IR(a¢lik instlini (Mu/L)xAclik plazma glukozu (mg/dL)/405].

istatistiksel Analiz

Kategorik verilerin karsilastinlmasinda Pearson Ki-kare ve Fisher’s
exact testleri kullanildi. Nimerik verilerin karsilagtinimasinda Stu-
dent t-testi ve Mann-Whitney U testi kullanildi. Metabolik sendromla
olan iliskileri belirlemek icin Spearman’s korelasyon analizi ve Lineer
regresyon analizi yapildi. p anlamlilik degeri 0,05 olarak kabul edildi.
Analizler SPSS 11.5 paket programiyla yapildi (IBM, New York, U.S.A).

BULGULAR

Hastalarin 100 tanesi metabolik sendromlu olup, 61 tanesi kont-
rol grubundaydi. Her iki grubun boy degerleri arasinda istatis-
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Tablo 2. Kontrol Grubu

n Minimum
Yas 100 35
Kilo 100 54
Sitolik tansiyon 100 100
Diastolik tansiyon 100 60
Bel gevresi 100 81
Boy 100 140
Trigliserit 100 11
AKS 100 78
HDL 100 22
Bazal instlin 100 3
BKi 100 25,9
FT3 100 3,1
FT4 100 08
TSH 100 0,28
HOMA 100 0,69

Maksimum Ortalama Standart sapma
59 46,08 6,240
131 81,27 12,483
190 140,7 19,912
120 92,8 11,596
116 95,33 8,234
171 156,9 6,169
258 158,79 46,492
125 102,51 12,119
89 45,25 11,455
54 13,09 7,597
48,1 33,064 4,9979
6,16 4,4424 0,63847
1,81 1,1397 0,17631
7,53 21912 1,47925
15,8 3,3704 2,15204

AKS: aclik kan sekeri; HDL: high density lipoprotein; BKi: beden kitle indeksi; FT3: serbest triiodotiroinin; FT4: serbest tiroksin; TSH: tiroid stimulan hormonu;

HOMA-IR: homeostatic model assesment-insulin resistance

tiksel olarak anlamli bir fark bulunmadi (p<0,05). Kilo, BKi ve bel
cevresi degerleri arasinda metabolik sendromlu grupta istatiksel
olarak ileri derecede anlamli artmig bulundu (sirasiyla p<0,007;
p<0,001). Her iki grubun sistolik ve diyastolik basinglari arasinda
istatistiksel olarak ileri derecede anlamli fark tespit edildi (sirasiyla
p<0,001; p<0,001). Bu degerler metabolik sendromlu hastalarda
kontrol grubuna goére ylksek bulundu. Gruplar arasinda aglik kan
sekeri, bazal insilin, trigliserid, hiperlipidemi (HDL) kolesterol ve
insdlin direnci testi (HOMA) degerleri karsilastinldiginda bu para-
metreler arasinda istatiksel olarak ileri derecede anlamli fark bu-
lundu (sirasiyla p<0,001; p<0,001; p<0,001; p<0,001; 0,001). Achk
kan sekeri, bazal insulin, trigliserid ve HOMA degerleri metabolik
sendromlu hastalarda kontrol grubuna gére yiiksek bulundu. An-
cak HDL kolesterol degeri kontrol grubundan anlamli derecede
daha diguktl. FT3, FT4 ve TSH degerleri kargilagtinldiginda , FT3
ve THS duzeyleri arasinda istatiksel olarak anlamli bir fark bulun-
madi (p<0,05). Ancak, FT4 degerleri kontrol grubunda istatiksel
olarak anlamli bir sekilde ylksek bulundu (p<0,045). Tiroid para-
metrelerini daha iyi yorumlamak igin fonksiyonel durumun daha
belirleyici oldugunu distinerek FT3, FT4, TSH degerlerini distk,
normal ve ylUksek olmak Uzere siniflayarak istatiksel analiz yaptik.
TSH<0,45 dustik, 0,45-4,25 arasi normal >4,25 yiksek. FT4<0,93
dusuk, 0,94-1,69 normal, 1,69 yiksek. FT3<3,1 dusutk, 3,1 ile 6,16
arasi yUksek kabul edildi. Bu durumda, TSH ve FT4 parametre-
lerinde istatiksel olarak ileri derecede anlaml bulundu (sirasiyla
p<0,002; p<0,035). FT3 degerlerinde ise istatiksel olarak anlam-
li bir fark bulunmadi (p>0,05). Metabolik sendromlu hastalarda
TSH degeri yiiksek olanlarin orani %13 iken, bu oran kontrol gru-
bunda %0 olarak saptandi. Metabolik sendromlu hastalarda TSH
ylksekligi kontrol grubuna gére 8,96 kat artmis bulundu [Odds
orani:8,966, Guven arahd (1,142-70,369)]. FT4 degeri ise meta-
bolik sendromlu hastalann %10'unda dustik bulunurken kontrol
grubunda bu oran %0 olarak saptandi.

ikinci asamada metabolik sendrom olusumuna katkida bulu-
nan veya iligkisi olan degiskenleri belirleyebilmek icin 6nce
Spearman’s korelasyon analizi yapildi. Bu calismada kilo,BKi,
bel cevresi, sistolik, diyastolik basinglar, aclk kan sekeri (AKS),
trigliserid, bazal insilin ve HOMA degerleri ile metabolik ara-
sinda istatiksel olarak anlamli iligkiler bulundu (sirasiyla r=0,779;
p<0,001; r=0,841; p<0,001; r=0,841; p<0,001; r=710; p<0,007;
r=730; p<0,001; r=0,544; p<0,001; r=0,608; p<0,001; r=0,564,
p<0,001; r=621; p<0,001). HDL duzeyleriyle iligkili ters yonliydd,
yani metabolik sendrom riski arttikca HDL degerleri azalmaktaydi
(r=-0,452; p<0,001). Son olarak iligkisi olabilecek tim parametre-
leri bir arada degerlendirmek icin lineer regresyon analizi yaptik
ve gergekten etkili olan degiskenleri belirledik. Bu degiskenlerin
metabolik sendrom varligini gésterme etkisi %78,8 olarak hesap-
lanmistir (r=0,841, duzeltilmis r2=0,788).

TARTISMA

Turkiye'de yapilan ¢alismalarda metabolik sendromun tlkemiz
icin ciddi bir tehdit olusturdugu ortaya cikmaktadir. Trk Erigkin-
lerde Kalp Hastaligi ve Risk Faktorleri (TEKHARF) verilerine gore
Ulkemizde 30 yas ve Uzeri erigkinlerimizde metabolik sendrom sik-
g %32,8 (erkeklerde %27, kadinlarda %38,6) bulunurken, Turki-
ye Metabolik Sendrom Aragtirmasi (METSAR) verilerine ve NCEP
kistaslarina gore 20 yas ve Uzeri yetiskinlerimizde metabolik send-
rom sikhigi %33,9 cinsiyete gore erkeklerde %28 kadinlarda %39,6
olarak hesaplanmistir (13, 7). METSAR'a gére erkeklerde 20-29
yas arasinda prevalans %10,7 iken; 70 yas tUzerinde bu oran %49’'a
ulagmaktadir (8, 9). Kadinlarda ise 20-29 yas arasinda %9,6 oranin-
da gorilen metabolik sendrom sikhigr 60-69 yaslarinda %74,6 gibi
UrkUtlcl oranlara ulagmaktadir (14).

Cho ve ark. (15). tarafindan 2205 Koreli postmenopozal kadinda
kesitsel bir calisma yiiriitilmistir. Otiroid olmayan kisiler calis-
manin disinda birakilmigtir HOMA-IR kullanilarak insilin rezistans
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seviyesi (glukoz, instlin , FT4 ve aclk TSH) olcllmustir. Calisma
sonucunda TSH seviyelerinin toplam kolesterol, LDL kolesterol,
trigliserid ve diyastolik kan basinci ile iliskili oldugu gérilmistdr.
Coklu lineer regresyon analizi kullanilarak LDL kolesterol ve trig-
liserid seviyelerinin bagimsiz olarak TSH seviyeleri ile iliskili ol-
dudu goérilmuistir. Cok degiskenli lojistik regresyon analizi TSH
seviyelerinin kuvvetli bir sekilde metabolik sendroma yol actigini
gostermistir (14, 16). Biz de bu ¢alismaya benzer sekilde metabo-
lik sendrom parametreleri ile TSH seviyeleri arasinda ¢ok kuvvetli
bir iliski tespit ettik.

Tagliaferri ve ark. (17) yapmis olduklari calismalarinda sadece BKi
ve TSH hormonu arasinda bir korelasyon oldugunu géstermekle
kalmamis, son bes yildaki adirlik artisi ve TSH hormonundaki du-
zenli arti arasindaki korelasyonu da géstermiglerdir.

Yukselmis TSH seviyeleri hormon direncine isaret edebilir. Bu te-
oriye yonelik ipuglan obezitede T3 reseptorlerinin azalmasi, TSH
ve periferal tiroid hormonlari arasindaki geri bildirimin azalmasi-
dir. Hem TSH hem de FT3 seviyeleri obezitede artar (15). Calig-
mamizda metabolik sendrom grubunda FT3 seviyesinde bir artig
go6rilmedi, fakat metabolik sendromlularda TSH seviyesi anlamli
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Tablo 4. Metabolik sendrom olmayi etkileyen faktorler

p degeri

Yas 0,03
Kilo 0,051
Sitolik tansiyon 0,001
Diastolik tansiyon 0,661
Bel cevresi 0,003
Boy 0,012
Trigliserit 0,001
AKS 0

HDL 0,003
Bazal insulin 0,003
BKi 0,885
FT3 0,173
FT4 0,276
TSH 0,249
HOMA-IR 0,751

AKS: aclik kan sekeri; HDL: high density lipoprotein; BKi: beden kitle in-
deksi; FT3: serbest triiodotiroinin; FT4: serbest tiroksin; TSH: tiroid stimulan
hormonu; HOMA-IR: homeostatic model assesment-insulin resistance

Tablo 5. Regresyon Analizi

Diizeltilmis r

Model kare=0,816 t degeri p degeri
(Constant) 3,101 0,002
Yas -1,858 0,065
Kilo 3,583 0
Diastolik tansiyon 5,853 0
Bel cevresi 2,869 0,005
Boy -3,764 0
Trigliserit 4,926 0
AKS 4,593 0
HDL -2,643 0,009
BKi -3,209 0,002

AKS: aclik kan sekeri; HDL: high density lipoprotein; BKi: beden kitle indeksi

olarak artmigti. Tagliaferri'nin calismasinda obezitede artan TSH
seviyeleri ylksek kilo kaybindan sonra normale dénmektedir.
Dahasi, orta derecede yikselmis TSH seviyesine sahip obez in-
sanlara tiroksin uygulamasi onlarin adirlik durumlarini veya lipid
profillerini degdistirmemistir. Tum bu bulgular obezitede subklinik
hipotiroidi tanisini sorgulatmakta ve orta derecede yikselmis
TSH seviyelerinin obezitenin bir sebebinden sonucu oldugunu
gostermektedir (17).

Karakurt ve ark. (6) tarafindan obezite adipozite ve tiroid fonksi-
yonlar arasindaki iligkiyi incelemek icin yapilmis ¢calisma sonunda
obezlerde TSH degerleri kontrol grubuna gére daha ylksek bulun-

du ve aralarinda pozitif iligki saptandi. Ancak FT4, FT3 ile obezite
arasinda anlamli iligki saptanmamuistir. Obezite ile TSH kilo alimi,
BKi, bel cevresi, aclik instilin, HOMA-IR aralarinda pozitif korelas-
yon bulundu. Oberzite tiroid fonksiyonlarindan bagimsiz olarak art-
mig TSH dizeyleri ile iligkili olarak gérildi. Bu ¢alisma sonucunda
aragtirmacilari obezlerde TSH'nin tiroid fonksiyonlarindan bagimsiz
olarak bir risk faktéri oldugu sonucuna varmiglardir (18).

Calismamizda tiroid parametrelerini daha iyi yorumlamak igin
fonksiyonel durumun daha belirleyici oldugunu dislinerek FT3,
FT4, TSH degerlerini distk, normal ve yiksek olmak tzere sinifla-
yarak istatiksel analiz yaptik. TSH<0,45 dustik, 0,45-4,25 arasi nor-
mal,>4,25 ylksek. FT4<0,93 duslk, 0,94-1,69 normal, 1,69 yiksek.
FT3<3,1 disuk, 3,1 ile 6,16 arasi yiksek kabul edildi. Bu durumda,
TSH ve FT4 parametrelerinde istatiksel olarak ileri derecede an-
lamli bulundu (sirasiyla p<0,002; p<0,035). FT3 degerlerinde ise
istatiksel olarak anlamli bir fark bulunmadi (p>0,05).

SONUC

Bu calismamizda sonug olarak metabolik sendromlu hastalarda
TSH degeri normal sahislara gére daha yiksek saptanmistir. Me-
tabolik sendrom oldugu bilinen hastalarda tiroid hormon diizey-
lerinin de beraberinde degderlendirilmesi ve gerekirse hormon
replasman tedavisine baglamak énem kazanmaktadir.
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OzET
Amag: Bu calismada enfeksiyon nedeniyle penil protez ¢cikarilmasina yol agan cesitli komorbiditelerin degerlendirilmesi amaclanmistir.

Yéntemler: Ocak 2010 ile Mayis 2014 tarihleri arasinda bikilebilir penil protez implantasyonu yapilan 50 hastanin verileri geriye déntik olarak deger-
lendirildi. Postoperatif ddnemde geligen enfeksiyon nedeniyle protezi cikarilanlar grup 1 (n=11) ve herhangi bir enfeksiyéz komplikasyonu olmayanlar
grup 2 (n=39) olmak Uzere hastalar iki gruba ayrildi. Iki grup arasinda diyabetes mellitus (DM), hipertansiyon (HT), sigara kullanimi, aterosklerotik kalp
hastaligi (ASKH), Peyroni hastaligi gibi komorbid faktérlerin varligi ve preoperatif glikozile hemoglobin (HbA1c¢) seviyesi acisindan karsilagtirma yapild.
Bulgular: iki grup arasinda DM, HT, ASKH ve Peyroni hastaligi varligi ve sigara kullanimi acisindan fark bulunmuyordu (p>0,05). Ancak enfeksiyon
nedeniyle protezi ¢ikarilan ve enfeksiydz komplikasyon gelismeyen hastalarin ortalama preoperatif HbA1c dizeyleri (sirasiyla 10,7+1,6 ve 7,4+1,19)
arasinda anlamli fark saptandi (p=0,006).

Sonug: Postoperatif ddnemde enfeksiyon nedeniyle protez kaybina ugramamak agisindan, normal bir HbAlc dizeyi hastanin diyabetik olup olmama-
sindan daha énemlidir. (JAREM 2014; 4: 108-10)

Anahtar Sézciikler: Penil protez implantasyonu, enfeksiyon, komorbiditeler

ABSTRACT
Objective: In this study, we aimed to evaluate the role of various comorbidities that lead to removal of a penile prosthesis due to infection.

Methods: We reviewed the records of 50 patients who underwent malleable penile prosthesis implantation between January 2010 and May 2014.
The patients were classified into 2 groups: Group 1 (n=11) contained patients whose prosthesis was removed due to infections that developed in the
post-operative period; Group 2 (n=39) patients did not have any infectious complications. The 2 groups were compared regarding the presence of
diabetes mellitus (DM), hypertension (HT), smoking habit, atherosclerotic heart disease (ASHD), Peyronie disease, and the level of mean preoperative
glycosylated hemoglobin (HbA1c).

Results: There were no differences between the 2 groups regarding the presence of DM, HT, smoking habit, ASHD, and Peyronie disease (p>0.05).
However, there was a significant difference (p=0.006) between patients whose prostheses were removed due to infection and patients who did not
have any infectious complications regarding the mean preoperative HbAlc level (10.7+1.6 and 7.4+1.19, respectively).

Conclusion: Having a normal HbA1c level is more important than being diabetic or not, regarding penile prosthesis removal due to postoperative
infection. (JAREM 2014; 4: 108-10)

Key Words: Penile prosthesis implantations, infection, comorbidities
GiRiS yonlar da olabilmektedir. Bunlarin arasinda %8-20 oraniyla enfek-
siyon en dnemli yeri tutmakta ve enfeksiyon nedeniyle protezin
cikariimasi dahi gerekebilmektedir. Protez enfeksiyonlarinin DM'li
hastalarda daha fazla géruldigd birgok calismada saptanmistir

Erektil disfonksiyon (ED) tatmin edici bir cinsel iligki icin yeterli
penil ereksiyonun saglanmasinda ve devam ettirilmesinde strekli

basarisizlik olarak tanimlanmaktadir (1). ED etiyolojisinde vaskiler
ya da nérolojik hastaliklar, hormonal bozukluklar, Peyroni hastaligi,
diyabetes mellitus (DM) ya da iskemik priapizmin sebep oldugu
kavernozal fibrozis bulunmaktadir (2). ED tedavisinde yagam tarzi
degisiklikleri (stresin azaltilmasi veya diyet degisikligi) ile basla-
yip baslica oral fosfodiesteraz tip 5 (PDE-5) inhibitorlerini iceren
medikal tedaviler, intrakavernozal papaverin ve prostaglandin-E1
enjeksiyonlari ve nihayetinde penil protez implantasyonu (PPI) ile
sonucglanan basamakli bir tedavi protokoli izlenmektedir. Mo-
dern penil protezler 1970'lerden bu yana kullaniimaktadir. Strekli
gelistirilen protezler ve yeni teknikler ile cerrahi tedavinin etkinligi
giderek artirlmaktadir. Fakat PPi sonrasi istenmeyen komplikas-
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(3-5).

Bu calismada organik nedenli ED tanisiyla PPi yapilan hastalarda
preoperatif komorbiditelerin protez enfeksiyonu ve protezin ¢ika-
rilmasiyla olan iligkisi arastiriimisgtir.

YONTEMLER

Ocak 2010 ile Mayis 2014 tarihleri arasinda biikiilebilir PPi yaptigi-
miz 50 hastanin verileri geriye donik olarak degerlendirildi. Penil
protez endikasyonu, doppler USG ile kanitlanmig, medikal teda-
viden yarar gérmeyen siddetli organik ED idi. Kontrolstiz DM’si,
hipertansiyonu (HT), psikiyatrik hastaligi, siddetli karaciger veya
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Tablo 1. Gruplarin komorbiditelerin varligi agisindan
kargilastiriimasi

Grup 1 (n=11) Grup 2 (n=39) *p

DM
Var 7 14 0,10
Yok 4 25

Sigara
Var 4 21 0,84
Yok 7 18

HT
Var 4 15 0,89
Yok 7 24

ASKH
Var 2 8 0,86
Yok 9 31

Peyronie Hastaligi
Var 0 3 0,34
Yok 11 36

*Ki-kare testi
DM: diyabetes mellitus; HT: hipertansiyon; ASKH: aterosklerotik kalp
hastaligi

bébrek yetmezligi ya da sistemik veya genital enfeksiyonu olan
hastalara PPl uygulanmamist.

Hastalar 2 gruba aynldi: postoperatif donemde gelisen enfeksi-
yon nedeniyle protezi ¢ikarlan hastalar (grup 1, n=11) ve herhan-
gi bir enfeksiyéz komplikasyonu olmayan ve protez cikariimasi
gerekmeyen hastalar (grup 2, n=39). iki grup arasinda DM, HT,
sigara kullanimi, aterosklerotik kalp hastaligi (ASKH), Peyroni has-
taligi gibi komorbid faktérlerin varligi ve preoperatif glikozile he-
moglobin (HbA1c) seviyesi agisindan karsilagtirma yapild.

Hastalara genel ya da spinal anestezi uygulanmisti. Ameliyat
oncesi klorheksidin ya da povidon iyot ile cilt temizligi yapilmis,
cerrahi yaklagimda subkoronal insizyon tercih edilmisti. Antibiyo-
terapide hastalara ameliyat glini parenteral seftriakson ve posto-
peratif toplam 5 giin oral kinolon tedavisi verilmisti. Hastalara PPi
sonrasi 6. haftadan itibaren cinsel iligki izni verilmisti.

Hastalara American Medical Systems 650 (AMS, Inc., Minneton-
ka, MN, USA) bikilebilir tip penil protez takilmisti. Fakat posto-
peratif 1 ve 2. aylar arasinda hastalarin bir kismi enfeksiyon nede-
niyle tekrar klinigimize basvurmus ve penil protezleri c¢ikarlmak
zorunda kalinmisti.

istatistiksel Analiz

Verilerin analizi Statistical Package for Social Sciences (SPSS) 18.0
yazilimi (SPSS Inc., Chicago, IL, ABD) kullanilarak ki-kare ve Mann-
Whitney U testleri ile yapildi. P<0,05 anlamli kabul edildi.

BULGULAR

Hastalarin ortalamayasi 58,4+12,1 yil (21-82) idi. Hastalarin 21'inde
(%42) DM, 19'unda (%38) HT, 10'unda (%20) ASKH, 9'unda (%18)
radikal pelvik cerrahi dykisl, 3'lUnde (%6) Peyronie hastaligi ve
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1'inde de (%2) travma Sykist bulundugu ézgegmislerinden 63-
renildi. Hastalarin ortalama takip slresi 36,2+19,2 ay (12-53) idi.

Komorbidite varlidina gore iki grubun karsilagtinlmasi Tablo 1'de
gOsterilmistir.

Protezi ¢ikarilan hastalarin ortalama HbA1c dizeyi 10,7+1,6 (8,5-
12,3) iken, ¢ikarilmayanlarinki 7,4+1,19 (5,8-10,3) idi ve bu iki de-
Jer arasinda anlamli fark bulunuyordu (p=0,006).

TARTISMA

Penil protez implantasyonu, ED sikéayeti bulunan ve tim konser-
vatif tedavilerin basarsiz oldugu hastalar icin etkili bir secenek-
tir. ED'li hastalarin %25-30'unda PDE-5 inhibitorlerine yetersiz
cevap alinmakta olup, genellikle bu hastalara intrakavernozal
enjeksiyon tedavileri baglanmakta ancak bu hastalarin da %10-
15'i nihayetinde PPi adayi olmaktadir (6). Her ne kadar PPi etkin
bir tedavi ydntemi olsa da, postoperatif istenmeyen komplikas-
yonlara yol acabilmektedir. Enfeksiyon en ¢ok korkulan kompli-
kasyondur ve %8-20 oraninda gorilmektedir (3-5). Enfeksiyonlar
bazen ylzeysel olup antibiyotiklerle tedavi edilebilirken, bazen
de penil doku kaybina yol acacak kadar dramatik olabilmektedir-
ler (7). Bu nedenle enfeksiyona sebep olabilecek risk faktorleri-
nin belirlenip dnlenebilmesi cok énemlidir. Calismamizda bu risk
faktorleri arasindan DM, HT, sigara icimi, ASKH, Peyroni hastali-
Ji ve preoperatif HbA1c dizeyleri dederlendirildi. Sonug olarak
yuksek HbA1c dizeyi ile enfeksiyon nedeniyle protez ¢ikarilmasi
arasinda anlamli iliski tespit ettik. DM bilindigi gibi ciddi bir halk
saghgi problemidir ve diinya genelinde énemli bir morbidite ve
mortalite nedenidir (8). DM'li hastalarda yuksek glikoz diizeyine
bagl olarak dokularda bakteri olusmasi ve enfeksiyon daha sik
gorilmektedir. Fallon ve Ghanem (9) penil protez enfeksiyonu
riskini DM'li hastalarda diger nedenlere gére 3 kat fazla bulmus-
lardir. Lynch ve ark. (10) da DM'li hastalarda penil protez enfeksi-
yonu oranini %22, DM'si bulunmayan hastalarda ise %6,7 olarak
bildirmistir. HbATc DM'li hastalarda son 2-3 aylik ortalama kan
glikoz duzeyi hakkinda bilgi vermektedir. Amerika Diyabet Der-
negdi iyi bir glisemik kontrol taniminda, HbATc dizeyini %7'den
disuk olarak belirtmektedir (11). Lamloum ve ark. (12) yaptigi bir
calismada HbA1c dizeyi %7'den yiksek olan hastalarda posto-
peratif enfeksiyonlarin daha yiksek oldugu bulunmustur. Benzer
sekilde, Bishop ve ark. (13) da PPi yaptiklari hastalardan HbAlc
dlzeyi %11,5'den biytk olanlarda ameliyat sonrasi enfeksiyon
komplikasyonunu daha yiksek olarak tespit etmislerdir.

Bizim caligmamizda da postoperatif enfeksiyon nedeniyle penil
protezi ¢cikarilan hastalarin ortalama HbA1c dlzeyi, protezi ¢ika-
rilmayan hastalarinkinden istatistiksel olarak anlamli derecede
daha yiiksek olarak bulundu. ilging sekilde protezi cikarlan ve
ctkarilmayan hastalar arasinda DM varlidi acisindan fark bulun-
muyordu. Bu sonucumuz postoperatif enfeksiyon sonrasi protez
kaybina ugramamak acisindan, normal bir HbA1c dizeyinin has-
tanin diyabetik olup olmamasindan daha énemli oldugunu vur-
gulamaktadir.

SONUC

Calismamiz sonrasinda, PPi planlanan hastalarin preoperatif de-
Jerlendirmesinde, hastanin son bakilan aclik kan sekeri dizeyleri
normal sinirlarda olsa bile, HbA1c'nin de normal sinirn altina in-
mesinin beklenmesi gerektigi sonucuna vardik. Bunun hem hasta
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hem de doktor agisindan &zellikle postoperatif enfeksiyon komp-
likasyonundan kaginmada yardimci olabilecegdini distintyoruz.
Bu konuda daha genis serili klinik ¢alismalara ihtiya¢ bulunmak-
tadir.

Etik Komite Onay:i: Calismanin retrospektif tasarimindan dolay! etik ko-
mite onay alinmamistir.

Hasta Onami: Calismanin retrospektif tasanmindan dolayi yazili hasta
onami alinmamistir.
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ABSTRACT

Objective: The present study aims to evaluate the clinical and pathological features of secondary renal tumors, which constitute only a few cases of
renal tumors, and to present our experience in the surgical treatment of metastatic malignant disease to the kidney.

Methods: Data of 420 patients who underwent surgical treatment with a diagnosis of renal tumor between January 2005 and December 2011 were
analyzed. The clinical and pathological data of the patients with secondary renal tumor were presented.

Results: Secondary renal tumor was detected in 12 (2.8%) of 420 patients who underwent surgery with a diagnosis of renal tumor. Tumors were in-
cidentally detected in 10 patients (83.3%), while they were detected in 2 patients (16.6%) due to symptoms of hematuria. The primary tumor site of
patients with secondary renal tumor was the lung in 4 patients (33.3%), gastrointestinal tract in 4 patients (33.3%), hematopoietic system in 3 patients
(25%), and genital tract in 1 patient (8.4%).

Conclusion: In renal metastatic disease, the metastasis can be removed in appropriate patients by evaluating the situation of primary disease so as not to
cause morbidity. Nephrectomy may be required in some cases that occur in renal metastatic disease, such as uncontrollable hematuria. (JAREM 2014; 4: 111-4)

Key Words: Secondary tumors, renal tumors, metastasis

OZET

Amag: Bdbrek timérleri arasinda az sayida olguyu olusturan sekonder bobrek timérlerinin klinik ve patolojik 6zelliklerini degerlendirmek, bébrege
metastatik malign hastalikta cerrahi tedavi deneyimlerimizi sunmak.

Yéntemler: Ocak 2005 ile Aralik 2011 tarihleri arasinda bdbrek timéri tanisi ile cerrahi tedavi uygulanan 420 hastanin verileri dederlendirildi. Sekonder
bobrek timéri saptanan hastalarin klinik ve patoljik verileri sunuldu.

Bulgular: Bdbrek tliimori tanisi ile cerrahi uygulanan 420 hastanin 12 (%2,8) sinde sekonder b&brek timéri saptandi. Sekonder bébrek timaorli has-
talarin yas ortalamasi 64,9 yil (48-75). On hastada (%83,3) timé&r insidental olarak saptanirken 2 hastada (%16,6) hematiri semptomu nedeniyle timér
saptandi. Sekonder bébrek timori saptanan hastalarin primer timorin yerlesim yeri 4 hastada akciger (%33,3), 4 hastada gastrointestinal sistem
(%33,3), 3 hastada hemopoetik sistem (%25), 1 hastada genital sistem (%8,4) olarak saptandi. On iki hastanin 6'sina (%50) parsiyel nefrektomi, diger é
(%50) hastaya da radikal nefrektomi yapildi.

Sonug: Bobrege metastatik hastalikta, primer hastaligin durumu degerlendirilerek uygun hastalarda metastazlarin gikarilmasi, hastada moribiditeye
neden olmayacak sekilde uygulanabilmektedir. Bobrede metastatik hastalikta meydana gelebilen kontrol altina alinamayan hematuri gibi durumlar da
nefrektomi gereksinimini olusturabilmektedir. (JAREM 2014; 4: 111-4)

Anahtar Sézcuikler: Sekonder timorler, bobrek timorleri, metastaz

INTRODUCTION gan. In postmortem studies, metastases of primary tumors were
observed in the kidneys of 7% to 12% of the patients who died
from tumors (3, 4). In addition to lung tumors as the most com-
mon type, breast, hematopoietic system, and gastrointestinal
tract tumors are often seen (5). Renal involvement can be mul-
tiple or solitary. Proteinuria, acute renal failure, and uncontrolla-
Secondary renal tumors are tumors that raise secondary to renal  ble hematuria may occur due to involvement (6-10). Treatment is
involvement by tumors with a primary site of origin of another or-  usually systemic treatment of the primary tumor. However, surgi-

Renal cell carcinomas (RCCs) constitute 3% of adult solid tumors
and about 85% of all parenchymal renal tumors. Among urologic
tumors, RCC ranks third in incidence after prostate and bladder
tumors. They constitute 2% of deaths from tumors (1, 2).
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cal treatment models are used in the presence of uncontrollable
hematuria, in solitary renal metastasis, in patients with a longer
life expectancy, in cases of successful treatment of the primary
tumor, and when a definitive diagnosis can not be established
with regard to whether it is a primary or secondary renal tumor.
Partial or radical nephrectomy can be performed as the surgical
treatment.

In our study, the pathological and clinical features of the patients
who underwent partial or radical nephrectomy were retrospec-
tively analyzed. Secondary renal tumors were documented. The
features of the patients and tumors, as well as surgical treatment
choices, were discussed with the literature.

METHODS

The present study recruited 420 patients in whom we performed
radical nephrectomy (RN) or nephron-sparing surgery (NSS) with
a pre-diagnosis of renal cell carcinoma (RCC) between January
2005 and December 2011. The pathologies and clinical records
of these patients were retrospectively analyzed. Histological clas-
sification was performed according to the 2004 World Health Or-
ganization scheme (Table 1). Age, sex, and clinical features of the
patients and the surgical treatment method performed, as well as
the type, size, and site of secondary tumors, were recorded and
evaluated. Data were given as median (min-max).

Statistical Analysis

Calculations were performed using Microsoft Office Excel 2010,
(Microsoft Corporation, One Microsoft Way, Redmond, WA
98052, USA). Data were given as mean and median (min-max).

RESULTS

The mean age of all patients was 57.5 years; 69 (30%) of the
patients were women, while 161 (70%) were men, and the male-
to-female ratio was 3:1. Nephron-sparing surgery (NSS) was
performed in 27 patients (12%), while 203 (88%) underwent
radical surgery. The mean tumor diameter was measured as 6.9
cm. Secondary renal tumors were detected in 12 patients (2.8%)
(Table 1). The mean age of the patients with secondary renal
tumor was 64.9 (range, 48 to 75), and the male-to-female ratio
was 2:1. The primary tumor site of patients with secondary renal
tumor was the lung (33.3%), gastrointestinal tract (33.3%), he-
matopoietic system (25%), and genital tract (8.4%), respectively.
Four patients (33.3%) had right involvement, 4 patients (33.3%)
had left involvement, and 4 patients (33.3%) had bilateral in-
volvement. Partial nephrectomy (PN) was performed in 6 (50%)
of 12 patients, and radical nephrectomy (RN) was performed in
the other half (50%) (Table 2). Tumors were incidentally detected
in 10 patients (83.3%), while they were detected in 2 patients
(16.6%) due to symptoms of hematuria. Seventy-five of the tu-
mors, the primary site of which was the lung, were adenocarci-
nomas, and 25 were squamous cell carcinomas. All (100%) of the
gastrointestinal tract tumors were adenocarcinomas. All (100%)
of the hematopoietic system tumors were B-cell lymphomas.
The genital tract tumor was uterine leiomyosarcoma (LMS).
Multiple involvement was observed in 25% of the lung tumors
and in all of the hematopoietic system tumors, while solitary
involvement was observed in all of the other tumors. The mean
tumor diameter of the secondary tumors was 3.9 cm (range, 2

Table 1. Histopathological distribution of the tumors

Histopathological type n (%)
Renal Cell Carcinoma Subtypes 350 83.4
Angiomyolipoma 10 24
Renal oncocytoma 12 2.8
XGP 36 8.5
Metastatic diseases 12 2.8
XGP: xanthogranulomatous pyelonephritis

Table 2. Features of the patients and tumors

Age (Years) 64.9 (48-75)
Sex n (%)
F 4 333
M 8 66.6
Surgical Treatment

Partial 6 50
Radical 6 50
Primary Tumors

Lung 4 33.3
Colon 4 333
Hematopoietic system 3 25
Uterus 1 8.4
Involvement

Right 333
Left 333
Bilateral 4 333

F: female; M: male

to 7). The mean tumor diameter was measured as 4.5 cm (range,
2 to 6) in the tumors, the primary site of which was lung; 5.2 cm
(range, 4 to 6) in those the primary site of which was the gastro-
intestinal tract; and 2.6 cm (range, 2 to é) in those the primary
site of which was the hematopoietic system. The mean diam-
eter of the tumor, the primary site of which was the genital tract,
was 7 cm. While partial nephrectomy was performed in 75% of
the lung tumors and in all of the hematopoietic system tumors,
radical nephrectomy was performed in all of the gastrointestinal
tract tumors and in the genital tract tumor (Table 3).

DISCUSSION

Secondary renal tumors raise secondary to renal involvement
by tumors, the primary site of origin of which is another organ.
In postmortem studies, metastases of primary tumors were ob-
served in the kidneys of 7% to 12% of patients who died from tu-
mors (3, 4). In addition to lung tumors as the most common type,
breast, hematopoietic system, and gastrointestinal tract tumors
are often seen (5). Although secondary renal tumors are detected
as small hypovascular tumors in radiological examinations, their
differential diagnosis from primary renal tumors with radiological
methods is quite difficult (4, 8, 9).
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Table 3. Histopathological and clinical features of the secondary tumors

Tumor Surgical
M/S A/S PT Histology Symptom  Diameter Model
1. 72/IM Lung Adenocarcinoma Incidental 3 PN S
2. 65/M Lung Adenocarcinoma Incidental 2 PN S
3 58/M Lung Adenocarcinoma Incidental 4/3 PN M
4. 56/F Lung Squamous cell carcinoma Hematuria 6 RN S
5. 62/M Colon Adenocarcinoma Incidental 4 RN S
6. 64/M Colon Adenocarcinoma Incidental 5 RN S
7. 74/M Colon Adenocarcinoma Incidental 6 RN S
8. 48/F Colon Adenocarcinoma Incidental 6 RN S
9. 74/M Hematopoietic system B-cell lymphoma Incidental 2/2 PN M
10.  67/F Hematopoietic system B-cell lymphoma Incidental 2/3 PN M
1.  75/M Hematopoietic system B-cell lymphoma Incidental 3/4 PN M
12.  67/K Uterus Leiomyosarcoma Hematuria 7 RN S
A/S: age/sex; PT: primary tumor; M/S: multiple/solitary
In our study, the rate of secondary renal tumor was 2.8% in pa- CONCLUSION

tients who underwent nephrectomy. In keeping with the litera-
ture, the most common tumors were lung, gastrointestinal tract,
and hematopoietic system tumors, while renal involvement by
uterine leiomyosarcoma, which is a very rare genital tumor, was
detected.

Secondary renal tumors are mainly asymptomatic and inciden-
tally detected by imaging methods performed during a routine
checkup. Symptomatic patients present with acute renal failure
or hematuria that arises due to renal involvement by the tumor.
Renal involvement can be multiple or solitary.

Treatment of secondary renal tumors is usually systemic treat-
ment of the primary tumor. However, surgical treatment models
are administered in the presence of uncontrollable hematuria
and when a definitive diagnosis can not be established with re-
gard to whether it is a primary or secondary renal tumor. Partial or
radical nephrectomy can be performed as the surgical treatment.
Partial nephrectomy is more preferred in patients with multiple
and bilateral involvement. However, in the case of uncontrollable
hematuria, radical nephrectomy is performed when the tumor
site and size are not conducive to partial nephrectomy.

In our study, tumors were incidentally detected in the majority of
patients. Renal involvement was generally in the form of a solitary
lesion. Surgical treatment was preferred, since a radiological dif-
ferential diagnosis could not be made in all of the patients. Six
patients underwent partial nephrectomy, while the other 6 pa-
tients underwent radical nephrectomy. Two of the six patients un-
derwent radical nephrectomy due to uncontrollable hematuria,
and the other 4 patients underwent radical nephrectomy, since
the tumor site was not conducive to partial nephrectomy.

The limited number of studies on secondary renal tumors in the
literature renders our study valuable. The most important draw-
back of the study is that we could not mention the post-operative
follow-ups of our patients due to inadequacy of the clinical re-
cords.

Secondary renal tumors are rarely encountered in clinical prac-
tice. Surgical decisions should not be hurried. If surgery is man-
datory, organ-sparing approaches should be preferred at the
highest possible level.
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Relationship between Carotid Intima-Media Thickness and Proteinuria in Patients with Metabolic
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OZET

Amag: Klinigimize bagvuran metabolik sendromlu hastalarda aterosklerozun ve bébrek yetmezliginin erken bulgularindan olan karotis intima-media
kalinligi ve proteindiri iliskisi degerlendirildi.

Yéntemler: Calismamizda klinigimize bagvuran metabolik sendromlu 40 yas Usti toplam 63 hasta ve 26 kontrol grubu degerlendirmeye alindi. Her iki
grupta karotis intima-media kalinigi B mod doppler ultrasonografi ile degerlendirilirken, biyokimyasal veriler retrospektif olarak laboratuarlarmizda
incelendi.

Bulgular: Hastalarin %61,9'u kadin, %38,1'i erkek toplam 63 kisiden olusurken, kontrol grubu %61,54 kadin, %38,46 erkek toplam 26 kisiden olugmak-
taydi. Karotis intima- media kalinidi, glukoz, Ure, kreatinin, ylksek dansiteli (HDL) kolesterol, Urik asit, C-reaktif protein (CRP), retinopati (p<0,001), yas
(p=0,017), trigliserit (p=0,022), glomertler fitrasyon hizi (GFR) (p=0,029), proteinuri (p=0,035), bel cevresi (p=0,006), vicut kitle indeksi (BMI) (p=0,047),
tiroid stimulan hormon (TSH) (p=0,013) degderleri metabolik sendromlu hastalarimiz lehine anlamliydi.

Sonug: Metabolik sendromlularda karotis intima-media kalinligi ve proteiniri aterosklerozun habercisi olup, Tip 2 DM, koroner kalp hastaligi ve kronik
bdbrek yetmezliginin 6n uyaranidir. (JAREM 2014; 4: 115-20)

Anahtar Sézciikler: Metabolik sendrom, karotis intima-media kalinlidi, doppler ultrasonografi, proteindri

ABSTRACT

Objective: This study aimed to find the relationship between intima-media thickness and proteinuria, which are early findings of atherosclerosis and
renal failure in patients with metabolic syndrome.

Methods: In our study, 63 patients with metabolic syndrome and 26 healthy subjects, as the control group, were involved. Both groups were over 40
years old in the study. In both groups, carotid intima-media thickness was measured with B-mode ultrasonography. All biochemical data were analyzed
retrospectively.

Results: Overall, 61.9% of patients were women; 38.1% of them were men. Also, 61.54% of the control group was female; 38.46% of them were men.
Carotid intima-media thickness, level of glucose, urea, creatinine, high-density lipoprotein (HDL) cholesterol, uric acid, C-reactive protein (CRP), reti-
nopathy (p<0.001), age (p=0.017), triglyceride (p=0.022), glomerular filtration rate (GFR) (p=0.029), proteinuria (p=0.035), abdominal circumference
(p=0.006), body mass index (BMI) (p=0.047), and thyroid-stimulating hormone (TSH) (p=0.013) were significantly higher in patients with metabolic
syndrome.

Conclusion: In the patients with metabolic syndrome, carotid intima-media thickness and proteinuria are precursors of atherosclerosis. These findings are
important predictions for the development of type Il diabetes mellitus, coronary heart disease, and chronic kidney disease. (JAREM 2014; 4: 115-20)

Key Words: Metabolic syndrome, carotid intima-media thickness, doppler ultrasonography, proteinuria
GiRiS prevelansinin en diistk oldugu yas 20-29, en ylksek oldugu yasin
ise 60-70 yas arasinda oldugu yapilan epidemiyolojik calismalar-

1988 yilinda R In t ladigi eski adiyla ‘send X i
ylinda reaven in tanimiadigl esii adlyia sendrom A, yent gosterilmistir. Metabolik sendromun temel mekanizmasini in-

adiyla ‘'metabolik sendrom (veya insilin rezistans sendromu) bir-

den fazla kardiyovaskuler risk faktérinin ve yag doku artigi ile
baglantili metabolik degisikliklerin bir arada bulundugu komp-
leks bir hastaliktir. Ginimuzde ciddi bir sekilde halk saghgi Gzeri-
ne olumsuz etkilere sebep olmaktadir (1-4).

ilk kez 1936 yilinda Himsworth diyabeti insiilin sensitif ve insiilin
rezistansi olarak iki baslk altinda toplamistir. Metabolik sendro-
mun prevelansi yas ile birlikte artmaktadir. Metabolik sendrom
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sulin rezistansi olugturmaktadir (5-7).

Metabolik sendromun tanisi asadidaki kriterlerden 3 veya daha
fazlasinin var olmasi halinde konur:

e Bozulmus glukoz reglilasyonu veya tip 2 diyabet, instlin direndi,

¢ Tedavi altinda hipertansiyon veya kan basinci 2140/90 mmHg,

¢ Dislipidemi: Plazma trigliserid dizeyi 2150 mg/dL ve/veya
HDL kolesterol erkekte <35 mg/dL, kadinda <39 mg/dL,
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e Santral obezite: Bel/kalca orani (B/K) erkekte >0,90, kadin-
da >0,85 ve/veya beden kitle indeksi 230 kg/m?,

o Mikroalbiminiiri: Uriner albiimin ekskresyon hizi >20 pg/
dak veya albimin/kreatinin 230 mg/g.

Hiperlrisemi, koagulasyon bozukluklari, plazminojen aktivator
inhibitor-1 (PAI-1) artigi gibi faktérler de metabolik sendromun
komponentleri arasinda sayilmakla beraber, tani icin bunlarin bu-
lunmasi sart degildir (1, 2).

Besinlerde fazla miktarda yag alimi, fazla alkol tiketimi, fazla
enerji alimi, yag kitlesinde artis, santral obezite, fiziksel aktivitede
azalma, genetik yatkinlik, sitokinler (TNFa, resistin artigi, leptin ar-
tigi, adiponektinde azalma), instlin direnci metabolik sendromun
sebepleri arasindadir (8-12).

Metabolik sendromda periferik arterlerde endotel hasarini de-
Jerlendirmede brakiyal, karotid, ylzeyel, femoral ve radyal ar-
terler incelenebilir. Burada kullanilacak yéntemler kateterizasyon
(anjiyografi/intravaskiler ultrason), ultrason, pletismografi, po-
zitron emisyon tomografisi ve doppler ultrason kullanilabilir (13).
Bunun yaninda metabolik sendrom ve kronik bébrek yetmezligi
siklikla cakisabilmekte ve proteiniri dnemli belirtileri arasinda yer
almaktadir (14, 15).

YONTEMLER
Biyokimyasal, Klinik ve Radyolojik Yontemler

Poliklinigimize bagvuran metabolik sendromlu 39 kadin, 24 erkek
toplam 63 hasta ve 16 kadin, 10 erkek toplam 26 kontrol grubu
incelemeye alindi. Hasta ve vaka grubunun timda 40 yasin Gzerin-
deydi. Kontrol grubu hipertansiyon, diyabet, bozulmus aclk glu-
kozu, retinopati, bobrek fonksiyon bozuklugu olmayan ve tiroid
fonksiyon bozuklugu olmayan 40 yas Usti kisilerden olugmaktayd.

Her iki grupta cinsiyet, yas, bel cevresi, vicut kitle indeksi (BMI),
24 saatlik idrarda proteiniri, kreatinin klirensi, gz dibi, karotis in-
tima-media kalinligi, glukoz, Ure, kreatinin, tiroid stimilan hormon
(TSH), total kolesterol, diistik dansiteli lipoprotein (LDL) kolesterol,
yiksek dansiteli lipoprotein (HDL) kolesterol, trigliserit, Grik asit
ve C reaktif protein (CRP) degerlerine bakildi. Biyokimyasal veriler
hastanemizin biyokimya laboratuarinda retrospektif olarak deger-
lendirildi. Vaka grubunu hepsi hipertansiyon hastasi idi.

Vicut kitle indeksi (BMI) hesaplanirken kilo/(boy?) kullanild.
Glomerdler filtrasyon hizi (GFR), modification of diet in renal di-
sease (MDRD) formdilinden [GFR=186xPcr (plazma kreatinin)-
1,154xyas-0,203%1,212 (eGer siyah irktansa) x0,742 (eGer kadinsa)]
hesaplandi (16). Proteiniri dederlendirilirken 24 saatlik idrarda es-
bach olarak incelendi. <30 mg normal, 30-300 mg mikroalbimini-
ri, >300 mg ise asikar proteindri olarak degerlendirildi.

Radyolojik Yontemler

Radyolojik incelemeler bir radyolog tarafindan hasta supin po-
zisyonunda, bas hiperekstansiyonda, boyun nétral ya da deger-
lendirilen tarafin tersine 30-40 derece aci verilmis sekilde yapildi.
Tum incelemeler renkli doppler ultrasonografi cihazinda (Aplio
SSA 770, Toshiba, Tokyo, Japonya) 7,5 mHz lineer prob kullanila-
rak gerceklestirildi. Her iki karotis arter intima-media kalinlik 8l¢u-
mu, longitudinal planda, karotis arter bulbus 1 cm proksimali arka
duvarindan plak olmayan bdlgeden, goérintinin blyitilmesi

sonrasi yapildi. 0,8 mm ve Ustl degerler ateroskleroz agisindan
patolojik olarak kabul edildi. Sonuclar retrospektif olarak tarafi-
mizca degerlendirildi.

G6z dibi muayeneleri yine hastanelerin Géz Poliklinigi'ndeki ret-
rospektif kayitlardan elde edildi. Diyabetik ve hipertansif retino-
patili hastalar birlikte degerlendirildi.

istatistiksel Analiz

istatistiksel analizde SPSS for Windows ver. 22 (IBM Acquires
SPSS Inc., Somers, NY, USA) kullanildi. Spearman korelasyon ana-
lizive lineer regresyon analizi metotlar kullanildi. Kategorik verile-
rin kargilagtirmasinda Pearson Chi-Square, Fisher exact test kulla-
nildi. Sayisal datalarin kargilagtirmasinda student t-testi kullanild.
24 saatlik proteiniri degerlendirilirken dagiimda farkhlik oldugu
icin Mann-Whitney testi uygulandi.

BULGULAR

Kontrol grubu 16 kadin (%61,54), 10 erkek (%38,46) toplam 66 kisi-
den olusmaktaydi ve kadinlarin sayisi erkeklerden fazla idi. Hasta-
larin 39'G kadin (%61,9), 24'u erkek (%38,1) toplam 63 kisiydi. Vaka
grubu ile kargilastinldiginda kadinlarin ve erkeklerin yaklasik esit
oranda oldugu anlagiimaktayd.

Yaptigimiz calismada yas ortalamalari vaka grubunda 65,37+11,63
iken, kontrol grubunda 47,46+4,98 idi. Bel cevresi ortalamasi vaka
grubunda 104,43+11,65 iken, kontrol grubunda 89,27+4,07 idi
(p=0,006). BMI vaka grubunda 33,04+7,69 iken, kontrol grubunda
27,61+1,92 idi (p=0,047).

Glukoz vaka grubunda 201,87+71,49 mg/dL iken, kontrol grubun-
da 92,73+3,92 idi. Glukoz degerleri hastalanmizda daha yiksekti
(p<0,001). 61 hastada (%96,82) diyabet varken, 2 hastada (%3,18)
bozulmus aclik glukozu, (aglk glukozu 100-126 mg/dL, <140 mg/
dL tokluk glukoz) mevcuttu (Sekil 1). Ure hastalarda 135,48+26,17
mg/dL iken, génillilerde 34,21+12,31 idi. Kreatinin vaka grubun-
da 4,03+1,68 mg/dL iken, kontrol grubunda 0,62+0,35 idi. Ure
ve kreatinin metabolik sendromlu hastalarimizda anlamli olarak
artmig bulunmustu (p<0,001).

Glomerdler filtrasyon hizi (GFR) hastalarda 52,42+34,45 mL/
dak/1,73 m? iken, gonullilerde 108,91+22,42 idi. GFR vaka gru-
bunda daha dustktl (p=0,029). TSH degerleri vaka grubunda
1,98+2,98 mg/dL iken, kontrol grubunda 3,50+0,84 mg/dL idi
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Sekil 1. Metabolik Sendromlularda glukoz metabolizmasi dagilimi



Ayar ve ark.
Metabolik Sendrom. JAREM 2014; 4: 115-20

TSH hastalarimizda daha dusikti (p=0,013). Total kolesterol de-
Gerleri metabolik sendromlularda 207,07+47,16 mg/dL iken, sag-
liklilarda 192,88+27,85 idi. Her iki grup arasinda istatistiksel olarak
anlamli bir fark yoktu (p=0,458). Trigliserit degerleri vaka grubun-
da 232,56+111,38 mg/dL iken, kontrol grubunda 102,42+31,74
mg/dL idi. Trigliserit hastalar lehine anlamliydi (p=0,022).

Dusuk dansiteli lipoprotein (LDL) kolesterol diizeyi vaka grubun-
da 123,01£38,49 mg/dL iken, kontrol grubunda 121,83+25,32 idi.
LDL kolesterol diizeyleri arasinda anlamli bir fark bulunmamaktay-
di (p=0,886). HDL kolesterol dizeyi hastalarda 38,45+14,38 mg/
dL iken, gonullilerde 49,36+10,10 mg/dL idi. Yine ¢alismamiz-
da HDL diizeyi hastalarimizda daha diisiiktii (p<0,001). Urik asit
dizeyi metabolik sendromlularda 5,82+1,81 mg/dL iken, saglikl
olanlarda 4,14+1,15 idi. CRP dizeyi vaka grubunda 24,69+33,45
mg/dL iken, kontrol grubunda 3,73%1,5 idi. Urik asit (p<0,001) ve
CRP (p<0,001) metabolik sendromlularda daha anlamliyd.

Kontrol grubunda 24 saatlik idrarda proteiniri degeri mikroalbimi-
nurik olan 8 kisi mevcuttu (%30,77). 18 kisinin proteiniri degderi nor-
mal sinirlardaydi (%69,23). Vaka grubunda 28 hastada 24 saatlik pro-
teintiri degerleri normal iken (%44,44), 29 hastada mikroalbiGminiri
(%46,03), 4 hastada nefritik dizeyde proteiniri (%6,35), 2 hastada
nefrotik diizeyde proteinlri (%3,17) mevcuttu. Proteiniiri metabolik
sendromlular lehine daha yiksekti (p=0,035) (Tablo 1, Sekil 2). Meta-
bolik sendromlularin 18 inde bobrek patolojisi yok iken (%28,57), 18
inde evre | (%28,57), 8 inde evre Il (%12,7), 12 sinde evre Ill (%19,05),
7 sinde evre IV-V (%11,11) KBY vardi (Tablo 2, Sekil 3).

Vaka grubunda 29 hastada (%46,03) retinopati gorilmemis olup,
34 hastada (%53,97) retinopati izlenmistir.Kontrol grubunda g6z
bulgulari normaldi. Hastalarda karotis intima-media kalinhg
(KIMK) 60 kiside (%95,24) gorulirken, 3 kiside (%4,76) gorilmedi.
Kontrol grubunda 3 kiside KIMK mevcut iken (%11,54), 23 iinde
(%88,46) normaldi. Hasta ve kontrol grubu karsilastinldiginda
KIMK hastalarin lehine anlamliydi (p<0,001) (Tablo 1, Sekil 4).
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Tablo 2. Metabolik sendromlu hastalarda kronik bébrek
yetmezligi dagilim

Metabolik Sendrom (n, %) n=63
Yok 18 (%28,57)
Evre | 18 (%28,57)
Evre Il 8 (%12,7)
Evre Il 12 (%19,05)
Evre V-V 7 (%11,11)

Tablo 3. Hasta grubu regresyon analizi

Karotis intima-media kalinhg:

Yas p degeri <0,001
r degeri =0,671
Bel cevresi p degeri =0,006
r degeri =0,672
BMI p degeri =0,047
r degeri =0,837
Retinopati p degeri <0,001
r degeri =0,505
Glukoz p degeri <0,001
r degeri =0,594
Ure p degeri <0,001
r degeri =0,685
Kreatinin p degeri <0,001
r degeri =0,621
GFR p degeri =0,029
r degeri =0,648
Trigliserit p degeri =0,022
r degeri =0,637
CRP p degeri <0,001
r degeri =0,577
Urik asit p degeri <0,001
r degeri =0,470
Proteindri p degeri =0,015
r degeri =0,639
HDL kolesterol  p degeri <0,001
r degeri =0,435
TSH p degeri =0,013
r degeri =0,428

GFR: glomertler filtrasyon hizi; BMI: viicut kitle indeksi; HDL: yiksek dansi-
teli lipoprotein; CRP: ¢ reaktif protein; KiMK: karotis intima-media kalinlig;
TSH: tiroid stimulan hormon

B =30 mg/giin
B 30-300 mg/giin
D 300-3500 mg/gin

D =3500 mg/gln

Hasta Grubu Kontrol Grubu

Sekil 2. Proteiniri dagilimi

Korelasyon analizinde yas iyi derecede anlamliydi. (r=0,671) Yasla
beraber KIMK artis gozlendi. Bel cevresi KIMK olanlarda iyi dere-
cede anlamliydi (r=0,672). BMI intima-media kalinhdi ile ileri de-
recede (r=0,837), retinopati intima-media kalinligi ile orta derece-
de (r=0,505) anlamliydi. Glukoz artigi orta derecede (r=0,5%4), ire
ileri derecede (r=0,685), CRP yiksekligi orta derecede (r=0,577)
KIMK ile iliski icindeydi. Trigliserit (r=0,637) ve kreatinin (r=0,621)
artig ileri derecede intima-media kalinligiyla bagdlanti icindey-
di. HDL (r=0,435)ve TSH dustkligu (r=0,428) ile Urik asit dizeyi
yUksekligi (r=0,470) KIMK ile orta derecede (r=0,435) anlamhydi.
Proteiniiri (r=0,639) ve GFR (r=0,648), KIMK ile ileri derecede ilis-
kiliydi (Tablo 3).

Sonug olarak her iki grup kiyaslandiginda intima- media kalinli-
g1, glukoz, Ure, rik asit, kreatinin, CRP, HDL kolesterol, retino-
pati (p<0,001), yas (p=0,017), trigliserit (p=0,022), GFR (p=0,029),
proteinlri (p=0,015), bel ¢evresi (p=0,006), BMI (p=0,047), TSH
(p=0,013) degerleri metabolik sendromlu hastlarimiz lehine an-
lamliyd.

TARTISMA

Metabolik sendrom; santral obezite, hipertansiyon, dislipidemi ve
glukoz intoleransindan olusan, kardiyovaskuler risk faktori olus-
turan bir kimedir (17). Metabolik sendrom kendisini tip 2 DM,
koroner kalp hastaligi, kronik bobrek yetmezliginin (KBY) erken
baslangici olarak gosterir (15, 18, 19). Kardiyovaskdiler hastalik risk
degerlendiriimesinde kullanilan noninvazif metotlardan biri karo-
tis intima media kalinhgr élcimadur (20, 21). KIMK kalinhigr yas,
diyabet, kolesterol gibi geleneksel belirteglerin yaninda kardiyo-
vaskdler risk belirleyici faktorlerden biridir (22). Karotis arterdeki
ateroskleroz, olusacak genel bir aterosklerozun habercisidir (23).

Akdeniz Ulkelerinde yapilan metabolik sendromlu hastalarla il-
gili ISMIR calismasinda karotis intima-media kalinligi ve hastalik
iliskisi anlamli bulunmustur (24). Amerika’da 471 hastayla ilgili
diger calismada yine karotis intima-media kalinligi anlamli deger-
lendirilmistir (25). Romanya'da 91 hasta ie ilgili yapilan baska bir
calismada ve metabolik sendromlu hastalarda karotis intima-me-
dia kalinligi anlamli bulunmustur (26). Finlandiya'da yapilan 1353
hastayi iceren arastirmada da benzer sonuglar elde edilmistir (27).
Cin'de yapilan Guanghzou calismasinda 29333 hasta degerlen-
dirilmis ve yine karotis-intima kalinhdi pozitif degerlendirilmis,
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Sekil 3. Metabolik sendromlu hastalarda kronik bébrek yetmezligi dagilimi

Bvar Divek

Vala Grubu Konitrod Grubu

Sekil 4. Vaka ve kontrol grubunda karotis intima-media kalinligi

metabolik sendromlu hastalarda aterosklerozun habercisi olarak
belirtilmistir (28).

Yaptigimiz ¢calismada biz de karotis intima-media kalinligi ile me-
tabolik sendromlu hasta iligkisini yiiksek derecede anlamli olarak
bulduk. (p<0,001) Metabolik sendromun aterosklerozun belirtec-
lerinden biri oldugunu biz de tespit ettik. Karotis intima-media
kalinh@inin dlciminiin bunu degerlendirmede basit ve noninva-
zif bir islem oldugunu gérdik. Metabolik sendromlularda KIMK
aterosklerozun habercisi olup, tip 2 DM, koroner kalp hastaliginin
ve bobrek yetmezligine kadar giden stirecin ilk basamaklarindan-
dir (18, 19, 23, 29-31).

Beijers ve ark. (29) yaptigi calismada metabolik sendromlularda
KIMK ile mikroalblmindri (proteiniri) degerleri arasinda anlamli ilis-
ki saptanmamustir (p<0,067). Kore'de yapilan bir ulusal saglik tara-
masinda kronik bébrek yetmezligi (KBY) olan hastalarin %6,15'inde
metabolik sendrom tespit edilmis olup; hastalarin %0,81'inde evre
[, %0,86'sinda evre |l, %3,52'sinde evre Il ve %0,96'sinda evre V-V
KBY mevcuttu. Hastalarin proteintri diizeyleri kontrol grubuyla ki-
yaslandiginda anlamli bulunmamisti (p=0,426) (30). imawatari ve
ark. (31) yaptigi bir arastirmada 21625 kisi degerlendirilmis ve %32
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evre Il KBY vardi ve hastalann %11'inde proteinuri vardi. Protei-
niri kontrol grubu ile kiyaslandiginda anlamliydi (p<0,001). Bizler
de yaptigimiz calismada mikroalblmintri degerleri ile (proteiniri)
KIMK iligkisini anlamli tespit ettik (p<0,001) (Tablo 1, 3, Sekil 4). Ca-
lismamizda metabolik sendromlularda KBY 9%71,42 tespit edilmisti.
Evre | %28,57, evre Il %12,07, evre 1l %19,05 evre IV-V KBY %11,11
bulunmustu (Tablo 2).

Metabolik sendrom giinimuzde artik daha fazla hassasiyet goste-
rilen mortalite ve morbidite gelisimi agisindan énemli bir hastaliktir.
Hastaligin ilerleyen strecinde en azindan risk faktorleri (bel cevresi,
lipit diizeyi, hipertansiyon kontroll, kan sekeri diizeyi) kontrol altina
alinabilmekte ve yasam beklentisi artinlabilmektedir.

SONUC

Sonug olarak metabolik sendromlularda karotis intima-media ka-
linligi ve proteiniri aterosklerozun habercisi olup, tip 2DM, koro-
ner kalp hastaliginin ve bobrek yetmezliginin 6n uyaranidir (18,
19, 23, 30, 31).

Etik Komite Onayi: Calismanim retrospektif tasarimindan dolay etik ko-
mite onayr alinmamistir.

Hasta Onami: Calismanin retrospektif tasarmindan dolayi yazili hasta
onami alinmamistir.
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Olgu Sunumu / Case Report

Malign Infantil Osteopetrozis: Olgu Sunumu

Malignant Infantile Osteopetrosis: A Case Report

Seda Geylani Giile¢'!, Seda Ocak?, Umran Cetincelik?, Giilsen Kose?, Yildiz Yildirmak?
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BZET

Malign infantil Osteopetrozis (MIOP); yasamin erken dénemlerinde bulgu veren, kemik dansitesinin artisiyla karakterize, klinik ve genetik olarak heterojen
nadir bir hastaliktir. Kemik dansitesinin artigi meddiller kaviteyi daraltarak ekstramediiller hematopoez ve buna bagl olarak hepatosplenomegali, anemi ve
trombositopeniye yol agar. Skleroze kemik yapinin obstriiksiyonu sonucu kraniyal sinirlerde basi, gérme ve isitme kaybi gérilir. Biylime gelisme geriligine
ve enfeksiyonlara yatkinliga yol acar. Bu nedenlerle dzellikle otozomal resesif formlar 6limcil seyreder. Tedavide steroid, kalsitriol, D vitamini, eritropoe-
tin, gamma interferon kullanilmakla birlikte kesin tedavisi hematopoetik kék hiicre transplantasyonudur.

Bu yazida; iki aylik hepatosplenomegali, anemi, trombositopeni, biyiime geriligi nedeniyle tetkik edip Malign infantil Osteopetrozis tanisi koydugumuz
kiz hastayr sunduk. iki aylik kiz bebek kusma, kilo alamama sikayetleriyle bagvurdu. Fizik muayenesinde viicut agirhgi <3p, boy 3p, bas cevresi 25-50 p,
alin ¢ikik ve belirgin, hipertelorizm ve nistagmus mevcuttu. Midklavikiler hatta karaciger kot alti 4 cm, dalak 2-3 cm palpabldi. Periferik kan yaymasinda
cekirdekli eritrositlerle birlikte granilosit prekirsorleri ve gdzyasi seklinde eritrositler gorildi (I6koeritroblastozis). Kemik grafileri normal iken, 10 giin
sonra osteopetrozis icin patognomonik kabul edilen “gdzlik bulgusu” izlendi. Tim kemiklerde asin osteoskleroza bagdl dansite artisi bulundugu ve kor-
teks- medulla aynminin kayboldugu gdézlendi. Kemik iligi aspirasyonunda hiposelliler kemik iligi gérildi. Kemik iligi biyopsisi bulgular ile osteopetrozis
tanisi kondu. Olguya 6zel bir merkezde hematopoetik kok hiicre transplantasyonu yapildi. Takibi stirmektedir.

Malign infantil osteopetrozis nadir bir genetik hastalik olup, tlkemizdeki akraba evliligi oraninin yiiksekligi nedeniyle bilinen insidansindan daha fazla
gorilmektedir. Erken tani ve tedavi ile hastanin gérme-isitme duyularinin zarar gérmesi ve nérolojik hasar dnlenmis olur. (JAREM 2014; 4: 121-4)

Anahtar Sézciikler: Osteopetrozis, infant, hepatomegali, splenomegali, trombositopeni

ABSTRACT

Malignant infantile osteopetrosis (MIOP) is a rare inherited genetic disease that is clinically and genetically heterogenic, characterized by increased
bone density, and the symptoms may be seen in very early childhood. The increased bone density narrows the medullary cavity, resulting in extramed-
ullary hematopoiesis, causing hepatosplenomegaly, anemia, and trombocytopenia. Sclerosing skeletal obstruction can cause cranial nerve compres-
sion and hearing and vision loss. It results in a tendency toward infections and a delay in growth and development. Therefore, especially the autosomal
recessive forms show a fatal course. Along with the use of steroid, calcitriol, vitamin D, erythropoietin, and interferon gamma for the treatment, the
definitive therapy is hematopoietic stem cell transplantation.

In this case report, a female patient who we diagnosed with malignant infantile osteopetrosis after examination for 2 months due to hepatospleno-
megaly, anemia, thrombocytopenia, and growth failure is presented. A 2-month-old female infant was admitted with complaints of vomiting and
failure to gain weight. The physical examination revealed hepatomegaly, with the liver noted to be 4 cm, and splenomegaly, with the spleen noted to
be 2-3 cm. The patient had a typical facial appearance with forehead protrusion, hypertelorism, and nystagmus. Her weight was below the 3rd per-
centile, her height was below the 3rd percentile, and the head circumference of the patient was in the 25th-50th percentile. A peripheral blood smear
was observed with nucleated red cells, granulocytes precursors, and teardrop-shaped red blood (leukoerythroblastosis). Bone x-rays were normal,
but pathognomonic osteopetrosis “glasses findings” were revealed after 10 days. All bone density increases due to excessive osteosclerosis at the
distinction between the medulla and cortex were observed to disappear. Bone marrow aspiration showed hypocellular bone marrow. Bone marrow
biopsy findings were diagnosed with osteopetrosis. After the case was diagnosed, a hematopoietic stem cell transplantation was made in a special-
ized center. Follow-up still continues.

Malignant infantile osteopetrosis is a rare inherited genetic disease that is seen more than the known incidence in our country because of the high
rates in-kin marriage. Even if the radiological findings do not start like how it was with our patient, if we are thinking about this sickness, we should
repeat the radiological findings. Early diagnosis and treatment can prevent the harm of hearing and vision senses and the development of neurologi-
cal damage of the patient. (JAREM 2014; 4: 121-4)

Key Words: Osteopetrosis, infant, hepatomegaly, splenomegaly

GiRiS olmasi tipik yiz gérinimine neden olur. Koanal stenoz, beslenme
ve solunum giicligu gorilebilir (4). Kraniyal sinirlerdeki basi sonu-

Osteopetrozis, kemik dansitesinin artisiyla karakterize klinik ve S . ChEETEE )
cu korluk, nistagmus, sagirlik ve fasyal paralizi gelisir. Hipokalsemi,

genetik olarak heterojen nadir bir hastaliktir. Klinik formuna bagl
olarak insidans! 1/20000 ile 1/250000 arasindadir. Otozomal rese-  tetanik konviilziyonlar ve ikincil hiperparatiroidi gorilebilir. En agir
sif tipi, erken cocuklukta klinik veren en sik gérilen agir formdur komplikasyonu kemik iligi yetersizligidir (5, 6). Kemik dansitesinin
(1-3). Anormal osteoklast aktivitesi normal kemik formasyonunu ~ artisi mediiller kaviteyi daraltarak ekstrameduller hematopoez, he-
bozar ve sklerotik, frajil kemik olusumuna neden olur. Bulgular  patosplenomegali, anemi ve trombositopeniye yol agar. Blylime
hayatin ilk aylarinda ortaya ¢ikabilir. Makrosefali ve frontal ¢cikinti geriligi ve tekrarlayan enfeksiyonlar siktir (1, 2, 7). Hastalik fatal seyir-
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lidir. Destek tedavi diginda esas tedavisi hematopoetik kdk hiicre
naklidir (8). Bu yazida; anemi, trombositopeni ve hepatomegali
ile bagvuran, baglangigta kemik bulgular olmayan, malign infantil
osteopetrozis tanisi konulan, 2 aylik kiz hastayi sunduk. Akraba
evliliginin sik oldugu dolayisiyla nadir genetik hastaliklara sik rast-
ladigimiz Glkemizde bu hastaligi ve farkli kliniklerle bagvurabile-
cegini vurgulamayr amagladik.

OLGU SUNUMU

iki aylk kiz bebek kusma, kilo alamama sikayetleriyle Sigli Etfal
EAH Siit cocudu Klinigi'ne yatinldi. Oykiisiinden anne siitii ile
beslendigi ve kusmalarinin beslenmeyle iliskisiz oldugu 6grenildi.
Ozgecmisinde prenatal takipsiz gebelik sonrasi, miadinda 3100
gram agirhdginda, normal spontan dogumla dogdugu ve dogumu
takiben herhangi bir sorunu olmadigi 6grenildi. Soygegmisinde
anne ve babanin arasinda akrabalik olmadigi ancak ayni kéyli ol-
duklari, olgumuzun ilk ¢ocuklar oldugu ve ailelerinde bilinen bir
hastalik olmadigi belirtildi. Olen kardes ya da diistik dykiisii yok-
tu. Fizik muayenesinde genel durumu iyi, yenidogan refleksleri
canli, viicut agirhidi: 3500 gr (<3p), boy: 51 cm (3p), bas cevresi:
28 cm (25- 50 p), alin ¢ikik ve belirgin, hipertelorizm ve nistagmus
mevcuttu. On fontaneli 2x3 cm agik ve normal bombelikteydi.
Arka fontaneli kapaliydi. Solunum ve kardiyovaskdler sistem mua-
yeneleri dogal, batin rahat, mid klavikiler hatta karaciger kot alti
4 cm, dalak 2-3 cm palpe edilebiliyordu. Laboratuvar incelemele-
rinde hemoglobin 7,4 g/dL, hematokrit %20,9, |6kosit 18000/ulL,
trombosit 88000/uL saptandi. Periferik kan yaymasinda ¢ekirdekli
eritrositlerle birlikte granilosit prekirsoérleri ve gdzyasi seklinde
eritrositler gorildu (I6koeritroblastozis) (Resim 1). Biyokimyasal
parametreleri ve kan gazi normaldi. Anemi agisindan yapilan tet-
kiklerinden direkt coombs negatif, B12, folik asit ve ferritin diizey-
leri normal sinirlarda saptandi. Parathormon degerleri normaldi.
Hepatosplenomegali ayirici tanisi agisindan yapilan TORCH, he-
patit, EBV ve Parvo virislere yonelik incelemeler negatif saptandi.
idrar ve kan aminoasit diizeyleri normal sinirlardaydi. On fontanel
genigligi nedeniyle yapilan transfontanel ultrasonografi normal-
di. Basglangicta osteopetrozis 6n tanisiyla ¢ekilen kemik grafileri
normal saptanirken, hastanin yatigi stresince (ilk grafilerden 10
glin sonra) osteopetrozis i¢in patognomonik kabul edilen, peri-
orbital dansite artimina bagl “gézlik bulgusu” izlendi (Resim 2).
Ayrica uzun kemiklerde belirgin olmak Gzere tim kemiklerde asin
osteoskleroza bagl dansite artigi bulundugdu ve korteks- medulla
ayrminin kayboldugu gézlendi (Resim 3). Yapilan kemik iligi aspi-
rasyonunda hiposelliler kemik iligi goruldi. Bunun Gzerine taniyi
da kesinlestirmek amaciyla olguya kemik iligi biyopsisi yapildi.
Kemik iligi biyopsisinde, kemik lamelleri belirgin derecede kalin-
lagmis, cevresinde cok sayida osteoklastik dev hicreler izlendi.
intertrabekiiler alanlarin belirgin derecede daralmis oldugu go-
rildi ve bu bulgularla malign infantil osteopetrozis tanisi konul-
du. Bilateral optik atrofisi olan hastanin gérsel uyariimis potan-
siyellerin (visuel evoked potentials-VEP) &lcimi ile gdrmesinin
azaldigi saptandi. Isitme testinde sol kulakta isitme kaybi oldugu
belirtildi. Tetkikler sirasinda hastanin takibinde hemoglobin ve
trombosit degerlerinin dismesi Uzerine eritrosit ve trombosit
transflzyonlar yapildi. Destek tedavisi strdirildi. Enfeksiyon
riskini arttirmamak icin steroid baglanmadi. Bu arada hastamiza
ozel bir merkezde ilik bankasi yoluyla bulunan hematopoetik kok
hicre transplantasyonu yapildi ve halen saglikli olarak takiptedir.
Ailenin olabilecek diger cocuklar i¢in TCIRG-1 gen mutasyonu

Resim 1. Olgunun periferik yaymasinda I6koeritroblastozis

Resim 2. Olgunun kafa grafisinde gozlik belirtisi

gonderildi, sonucu hentiz 6grenilemedi. Hastanin bilgilerinin kul-
laniimasiyla ilgili onayr alind.

TARTISMA

Osteopetrozis, osteoklastlarin formasyon veya fonksiyonundaki
defekt sonucu kemik kitlesinin arttigi nadir genetik bir hastaliktir
(9). Bilinen en az 9 farkli formu olup insidansi 1/100,000-1/250,000
arasinda degdismektedir (10). Klinik olarak incelendiginde;

Agir formu: Otozomal resesif gecis paterni gosterir, klinigi en
agir olan tiptir ve Malign Infantil Osteopetrozis olarak adlandinlir.



Resim 3. Uzun kemiklerde korteks- medulla ayriminin kaybolmasi

Genetik olarak TCIRG1, CLCN7, OSTM1, RANK, RANKL mutas-
yonlari gorildr. MIOP, dogumdan hemen sonra veya ilk bir ay icin-
de bulgu verebilir ve tedavi edilmezse fataldir (10).

intermediate formu: Dominant ya da resesif gecis paterni gos-
terebilir. Genetik mutasyonlarn degiskendir (PLEKHM1, CLCN7).
Bunlardan biri beyin kalsifikasyonu ve renal tibdler asidoz ile sey-
reden karbonik anhidraz enzim (CAll) geni mutasyonudur. Diger-
lerinde orta derecede kemik sklerozu, boy kisaligi (short stature),
kirklar gérilebilmektedir (10).

Orta/Gec baslangich formu: Otozomal dominant gegis paterni
gosterir. Kemik agrilari, skleroz, kiriklar, sandwich vertebra, ikincil
hematolojik ve nérolojik bozukluklar, osteomyelit, sik enfeksiyon-
lar gérilebilir (10).

Kemik iligi agisindan degerlendirildiginde, osteoklastlarin zengin
oldugu, intrinsik defektler nedeniyle fonksiyonunun bozuk oldu-
Ju osteopetrozlarda TCIRG1, CLCN7, OSTM1 mutasyonlar go-
rilirken, osteoklastlarin az sayida oldugu ya da olmadidi osteo-
petrozlarda RANK ve RANKL mutasyonlar gérilmektedir (10, 11).
Bunun 6nemi, RANKL mutasyonlarinin hematopoetik kék hiicre
transplantasyonuna yanit vermemesinden kaynaklanmaktadir.

Hastaligin seyrinde en erken bulgular bagin buyikliga (makrose-
fali), blyime geriligi, trombositopeni, anemi, karaciger ve dalak
biyukligudur. Bu hastalikta kemik formasyonu bozuldugu ve ke-
mik iliginin yerini fibréz doku aldidi icin hematopoez azalir. Eks-
trameduller hematopoez ve bunun sonucunda |6koeritroblastik
anemi ve trombositopeni gelisir. Karaciger ve dalak progressif
olarak buyur, hipersplenizm anemi ve trombositopeniyi adirlas-
tinr (1, 12, 13). Olgumuz ikinci ayinda blylime geriligi, anemi,
trombositopeni, karaciger ve dalak blytkligu ile bagvurdu. Pe-
riferik kan yaymasinda I6koeritroblastosis saptandi. Periferik yay-
masinda gdzyasl seklinde eritrositler, trombositopeni ve immatur
[6koeritroblastosis mevcuttu. Bisitopeni nedeniyle yapilan kemik
iligi aspirasyonu hiposellilerdi. Bunun Uzerine yapilan kemik ili-
i biyopsisinde osteopetrozis tanisi kondu. MIOP'te radyolojik
bulgu olarak, artmis kemik dansitesi ve metafizyel defekt nede-
niyle olugsan kemik icinde kemik gérinimi (bone within-bone)
karakteristik ve diagnostiktir (10). Hastamizda baslangigta kemik
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bulgulari yokken, ilk grafilerden 10 glin sonra osteopetrozis igin
patognomonik kabul edilen, periorbital dansite artimina bagh
"g6zIik bulgusu” izlendi (Resim 2). Ayrica uzun kemiklerde be-
lirgin olmak Uzere tim kemiklerde asin osteoskleroza bagli dan-
site artigi bulundugu ve korteks-medulla ayriminin kayboldugu
gozlendi (Resim 3). Optik ve akustik sinirin, gectigi kanallarin
kemiklesmesindeki artis nedeniyle daralmasi sonucu gdérmede
ve isitmede bozulma bu hastalikta sik gorilebilen bir bulgudur
(14). Hastamizda da optik atrofi ve igitme kaybi tespit edilmistir.
Hastamizin kemik grafileri, parathormon duzeyleri, kemik iligi as-
pirasyon ve biyopsi incelemelerine gbre ayirici tanisi yapilmistir.
Osteopetrozisin ayirici tanisinda; hipoparatiroidizim, psédohipo-
paratiroidizim, myeloproliferatif hastaliklar, I6semi ve orak hiicre-
li anemi bulunmaktadir. Olgumuzun ayirici tanisinda enfeksiyon
hastaliklari, dogumsal metabolik hastaliklar diglandi. Kék hiicre
transplantasyonu malign infantil osteopetrozun kesin tedavisidir
(10, 11). Tani konulur konulmaz infant dénemde nérolojik bozuk-
luklar ortaya ¢ikmadan HLA uygun kardes dondrden transplantas-
yon yapilmalidir (15). Tedavide D vitamini destedi, kortikosteroid-
ler, interferon ve eritropoietin kullanilabilir. Genetik danigmanlk
cok dnemlidir. Erken prenatal tani ile gebelik sonlandirilabilir (16).
Hastamiza da genetik konslltasyon yapildi ve mutasyon analizi
gonderildi.

Malign infantil osteopetrozis nadir bir genetik hastalik olup, Gl-
kemizdeki akraba evliligi oraninin yiksekligi nedeniyle bilinen
insidansindan daha fazla gérulmektedir. Erken infantil donemde
blylime geriligi, makrosefali, hepatosplenomegali, anemi, trom-
bositopeni, inefektif eritropoez bulgular ile bagvuran hastalarda
ayinci tanida MIOP mutlaka disiintlmelidir. Radyolojik bulgular
hastamizda oldugu gibi baglamamis olsa bile bu hastaligi disu-
niyorsak radyolojik tetkikleri tekrarlamaliyiz. Erken tani ve tedavi
ile hastanin gérme-isitme duyularinin zarar gérmesi ve nérolojik
hasarin ilerlemesi 6nlenmis olur.
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Olgu Sunumu / Case Report

Abdominal Aort Anevrizmasinda Endovaskiiler Stent
Yerlestirilmesi Sonrasi Akut Aortik Okliizyon: Olgu Sunumu

Acute Aortic Occlusion Following Endovasculer Stent Graft Implantation in Abdominal Aortic Aneurysm:

Case Report
Hakan Bingdl, Mehmet Oziilksi, Murat Giinday

Bagkent Universitesi Konya Egitim ve Arastirma Hastanesi, Kalp Damar Cerrahisi Klinigi, Konya, Tiirkiye

BZET

Abdominal aort anevrizmalari riptlr olasiigi nedeniyle cerrahi tedavi edilmesi gereken bir hastaliktir. Son iki dekattir endovaskdler girisimlerin artmasi
ile tedavisi daha kolay ve daha guvenilir hale gelmistir. Biz abdominal aort anevrizmasi ve sag common iliac arter oklizyonu birlikte olan hastada aorto
uni iliyak stent yerlestirilmesi sonucu erken dénemde gelisen akut stent okliizyonu vakamizi sunmak istedik. (JAREM 2014; 4: 125-7)

Anahtar Sézciikler: Aort anevrizmasi, endovaskdler stent, akut oklizyon

ABSTRACT

According to the occurrence of rupture, abdominal aortic aneurysms should be treated. During the last two decades, aneurysms have been treated
by endovascular stents more easily and safely. We presented our case because of acute stent occlusion following aorto-uni-iliac endovascular stent
implantation due to abdominal aortic aneurysm and right common iliac arterial occlusion treatment. (JAREM 2014; 4: 125-7)

Key Words: Aortic aneurysm, endovascular stent, acute occlusion
GiRiS

Abdominal aort anevrizmalari ileri yaslarda aterosklerotik neden-
lerle olusmakta olup genellikle kroniktir. Kronik abdominal aort
anevrizmalarinda 5,5 santimetrenin altinda, blyime egilimi olma-
yanlar ve diseksiyon egilimi olmayanlar belli dénemlerde kontrol
edilerek takip altinda tutulurlar. Ancak 5,5 santimetrenin Uzerinde
olan, hizla buyime egiliminde olanlar, diseksiyon ve rlptir ola-
sihdr fazla olanlara ise cerrahi midahale gerekmektedir. Son 2
dekattir endovaskuler stent tekniklerin geligmesi ile abdominal

aort anevrizmalar daha kolay ve daha az invaziv olarak hasta kon-
forunu daha az bozacak sekilde tedavi edilebilmektedir.

OLGU SUNUMU

Altmis yedi yasindaki hastamiz karin agrisi ve sag bacakta uzun
mesafe yol yliriimekle olusan agr sikayeti ile miracaat etti. Fizik
muayenesinde sag alt extremitede periferik nabizlar zayif olarak
ele geliyordu. Bilgisayarli tomografik (BT) anjiyografide infrare-
nal aort anevrizmasi (6,4 cm) ve sag iliyak arter okliizyonu tespit
edildi. Sag ana femoral arterin kollateraller vasitasiyla doldugu
ve distal arteiyel olusumlarin normal oldugu gézlendi. Hastanin
daha d6nceki takiplerinde kalp yetmezligi bulgulannin oldugu
(EF: %27-30) ve orta derecede Kronik obstriktif akciger hastaligi
(KOAH) bulgulari oldugu igin hastaya éncelikli olarak arto sol uni
iliyak endovaskdler stent yerlestirilmesi sag bacak ile ilgili sikayet-
lerinin takip edilmesine ve gerektiginde sagd-sol femoral bypass
icin karar verildi. Hastaya elektif sartlarda infra renal seviyeden
aorto sol uni iliyak endovaskiler stent greft (Medtronic Endurant
28/14 mm-105 mm) ve iliyak uzatma (Medtronic 16/10 mm 95 mm)
yerlestirildi (Resim 1). Hasta komplikasyonsuz olarak postoperatif
2. ginde antikoagulan tedavisi diizenlenerek taburcu edildi. Ta-
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burcu edildikten sonra 3. glinde hasta siddetli karin agrisi ve her
iki bacakta renk degiskligi ve sogukluk hissi ile acil servise mi-
racaat etti. Hastanin fizik muayenesinde her iki alt extremitenin
soguk oldugu ve distal nabizlarin alinamadigi gézlendi. Hastaya
oncelikle her iki alt extremiteye arteriyel doppler yapildi ve her iki
femoral arterde akim olmadigi gdzlendi. Bunun tzerine sol rad-
yal arterden girilirek aortografi yapildi. Aortografide endovaskd-
ler stentin baslangi¢ yerinden itibaren total olarak oklide oldugu
tesbit edildi (Resim 2). Hasta acil olarak operasyona alindi. Daha
once agllmis olan sol femoral insizyon ile femoral arter explore
edildi. 6F ve 5F embolektomi kateteri ilerletiimeye calisildi ancak
kateterin 20. santimde takildigi ve ilerlemedigi gozlendi. Hasta-
ya skopi egliginde femoral arterden 7F guidewire tel ilerletildi.
Pigtail kateter ile aspirasyon yapilarak trombus materyali parsiyel
olarak temizlendi Daha sonra 7F embolektomi kateteri ile emboli
materyali tamamen temizlendi (Resim 3). Hasta heparin inflizyonu
ile birlikte yogun bakim Unitesine alindi. Cerrahi midahalelere
ragmen defektin temizlenmedigi gozlenince renal seviyeye ka-
dar ilerletilen pigtail kateterden Actylise (mg/kg) bolus infiizyon
seklinde uygulandi. Ayni zamanda 1000 U/ sa dozunda sistemik
heparin inflizyonu uygulandi. Hastanin rutin kan takiplerinde Ure:
60 mg/dL, kreatinin: 1,9 mg/dL e kadar yikseldigi tespit edildi.
Hasta yogun bakim Unitesinde 2 gln yatirildi. Protein C, Protein
S, ANA ve antiDNAc degerleri normal sinirlarda, direkt coomds
ve indirekt coombs tetkikleri negatif olarak tespit edildi. Posto-
peratif 3. Glninde disik molekil agirlikli heparin (2x6000 U/mL)
ve Coumadin 5 mg (1x1/2) tedavisi ile taburcu edildi. almaktadir.
Son bir aydir hasta dizenli olarak haftalik takiplerine gelmektedir.
Haftalik yapilan arteriyel doppler tetkiklerinde femoral arterlerin-
de akim mevcuttur.
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TARTISMA

Aort anevrizmalari icinde en sik gorlleni abdominal aort anev-
rizmalandir. ilk cerrahi girisimler 1950'li yillarda baslamistir (1).
Abdominal aort anevrizmalar genellikle kronik olup riptir son-
rasi mortalite ve morbiditesinin yiksek olmasi nedeniyle opere
edilmelidirler (2). Her ne kadar cerrahi tekniklerde gelismeler
olsa da cesitli aragtirmalara gére operasyon sonrasi erken dénem
mortalitesi %4 civarinda, komplikasyon gérilme sikligiise %15-20
civarinda oldugu belirtilmistir (3). Komplike vakalarda ise cerrahi
mortalite %50'lere kadar ulagmistir (4).

Bu nedenle 1990'li yillarin basinda daha az invaziv girisim olan
endovaskiler stent girgimleri uygulanmaya baglamistir (5). Her ne
kadar peroperatif mortalite, hastanede kalig streleri daha az olsa

da, Yapilan EVAR 1 ¢aligmalarinda ise uzun dénem sonuglari ola-
rak acik cerrahi ile EVAR girigimleri arasinda belirgin bir farkhlik
gozlenmemistir (6-8).

Abdominal aort anevrizmalar genellikle izole olarak veya iliyak
anevrizmalarla birlikte gérilir. Daha nadir olarak ise iliyak arter
stenozlan veya tikanikliklan olaya istirak eder. Abdominal aort
anevrizmasi ile common iliyak arter okliizyonunun birlikte géril-
digi vakalarda en basit ve en az invaziv girisim olan hibrid girisim
(aorto-uni-iliyak endovaskdler stent yerlestirilmesi ve femoro-fe-
moral cross over) yapilabilir (9, 10). Bizim vakamizda da hastanin
mevcut kardiyak durumu nedeniyle dncelikli olarak hibrid girisi-
mi duslndik. Ancak hastanin yirlyls mesafesinin uzun olmasi
ve femoral arterin kollaterallerle iyi dolum géstermesi nedeniyle
aorto-uni-iliyak endovaskiler stent yerlestirilmesini tedavide ilk
secenek olarak uyguladik.

Endovaskiler stent greft yerlestirimesini takiben orta ve uzun do-
nemde stent i¢i trombus olusumu ile ilgili gesitli yayinlar vardir
(11). Endovaskdler stent yerlestirlmesi sonrasi akut oklizyon ise
sadece Canaud ve ark. (12) olgu sunumunda beliritilmistir (12).
Komplikasyonsuz endovaskdiler stent yerlestirilmesinden 1 haf-
ta sonra akut oklizyon geligsmistir. Yaptiklari incelemeler sonucu
Heparin induced trombositopeni (HIT) tanisi konulan hastada
cerrahi girisim sonucu trombds temizlenmistir. Yazarlarnin kendi
ifadelerine goére heparin induced sonucu akut aortik oklizyon
gozlenen literatirdeki ilk vakadir. Ancak bizim vakamizda trom-
bosit degerlerinde belirgin bir farklilik tespit edilmedigi icin HIT
disinilmedi.

SONUC

Her ne kadar aort anevrizmalarinda endovaskiler tedaviler son
yillarda basarli ve kolay bir bicimde gerseklestrilse de cesitli
komplikasyonlar gérilebilmektedir. Biz olgumuzu diinya literati-
rinde oldukg¢a nadir gérlilmesi ve altta yatan her hangi bir pato-



loji olmamasina ragmen akut okllizyon olusmasi nedeniyle sunma
geredi duyduk. Ozellikle periferik damar stenozu veya okliizyonu
ile seyreden olgularda orta dénemde takip yerine akut oklizyo-
nun da olabilecegdi ve hasta morbiditesini olumsuz yonde etkile-
yebilecedi goz éninde bulundurularak erken dénemden itibaren
takip edilmelidirler.

Hasta Onami: Yazili hasta onami bu ¢alismaya katilan hastadan alinmistir.
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Olgu Sunumu / Case Report

Popliteal Bolgedeki Agrinin Farkli Bir Sebebi: Atipik

Yerlesimli Tibial Osteokondrom (Vaka Sunumu)
A Different Reason of Painful Popliteal Region: Atypically Localized Tibial Osteochondroma (Case Report)
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OzZET

Osteokondromlar en sik goériilen benign kemik timérlerindendir. Yiksek olasilikla diz gevresinde gérilir, ancak klasik olarak popliteal bélgede yer
almaz. Bu makalede eklem ici olmayan ve tibia posterior-proksimalinde, popliteal bélgenin inferiorunda lokalize bir osteokondrom vakasi sunuyoruz.
Agrnili popliteal bélgenin degerlendiriimesinde farkli etiyolojilerin gézéniinde bulundurulmasi gerekmektedir. (JAREM 2014; 4: 128-31)

Anahtar Sézciikler: Osteokondrom, popliteal bélge, benign kemik timérleri

ABSTRACT

Osteochondromas are most frequently seen benign bone tumors. Typically, they are seen around the knee but not in the popliteal region. In this
article, we present an osteochondroma case which localize extraarticular and proximal-posterior region of tibia at the inferior of popliteal region. Dif-
ferent etiologies have to be considered when evaluating a painful popliteal region. (JAREM 2014; 4: 128-31)

Key Words: Osteochondrom, popliteal region, benign bone tumours
GiRiS

Osteokondrom, normal populasyonun %1-2'sinde gorilen ve en
sik karsilagilan benign kemik timartdir. En sik proksimal hume-
rus, distal femur ve proksimal tibia'da géralur (1). Tumor, kikirdak
benzeri yapiya sahip bir kemik gériinimindedir. Mediller kavite
ile streklilik gosterir ve genelde blyime plaginin kapanmasini
takiben gelismesini durdurur. Genellikle asemptomatik olan oste-
okondromlar rastlantisal olarak cekilen direk grafilerde saptanir.
Ancak multipl osteokondromlarin tanisi fizik muayene ve direk
grafilerle konabilir (2). Literatirde popliteal bélgede lokalize olan
eklem ici gorilmus birkag vaka bildirilmistir (3-5). Ancak, ekstra-
artikller olarak proksimal tibia posteriorunda bildirilmig vaka bil-
gimiz dahilinde yoktur. Calismamizda yerlesim yeri atipik olan bir
osteokondrom vakasi sunulmustur.

OLGU SUNUMU

Elli dért yaginda kadin hasta popliteal bolgenin inferiorunda 6 ay-
dir artan agn sikayeti nedeniyle bagvurdu. Eslik eden ek patolojisi
yoktu. Yapilan ortopedik fizik muayenede, popliteal bdlgenin in-
feromedialinde sert kivamda kitle palpe ediliyordu. Lokal palpas-
yonda agrisi mevcuttu. Eklem hareket genisligi 0-120° saptand.
Ancak 100° Gzerinde fleksiyonda agn tarifliyordu.

Radyolojik tetkiklerinde tibianin proksimal inferomedialine yer-
lesmis osteokondrom goriuldi (Resim 1a, b). Manyetik Rezonans
(MRI) ile eklem iligkisi ve vaskiler yapilara yakinhigr degerlendi-
rildi. MRI gérintilerinde de sinirlar belirgin heterojen oste-
okondrom ile uyumlu kitle saptandi (Resim 2a, b). Kitle, eklem
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kapsuliniin yapisma yerinin distalinden kdken aliyordu. Cerrahi
olarak eksizyonel biyopsi karar alindi. Cerrahi dncesinde rutin
hematolojik incelemesi yapildi. Rejyonel anestezi sonrasi hasta
prone poziyonda iken, turnike altinda kitle cerrahi olarak popli-
teal bélgenin 3 cm inferomedialinden longutidinal insizyonla ek-
size edildi (Resim 3) Patolojik inceleme osteokondrom ile uyumlu
geldi (Resim 4). Kitle eksize edildikten sonra hastanin sikayetleri
geriledi (Resim 5a, b).

TARTISMA

Osteokondromlar uzun kemiklerin metafizinden koken alan, sik
gorilen timérlerdendir (1, 2). Siklikla, hizli biyimenin gérildu-
Ju enkondral ossifikasyon esnasinda ortaya cikarlar. Genellikle
diz bélgesinde gorilmesine ragmen, enkondral ossifikasyonun
oldugu herhangi basgka bir kemikte de ortaya c¢ikabilir. Genellikle
eklem ici gorilmezler. iskelet disi osteokondromlar ise oldukca
nadirdir. Popliteal bélgede veya diz cevresinde gorilen eklem ici
vakalar literatlirde yayinlanmistir (3-8). Bu yayinlarin bazilarinda
osteokondromun popliteal arter ve veni baskiya ugratarak dolasi-
mi bozdugu goésterilmistir (3-5). Bu basilara bagl olarak popliteal
bolgede psddoanevrizmalar gelistigine dair yayinlar mevcuttur
(2, 6). Bu vakada ise posterior uzanimli mevcut kitle dolagim prob-
lemi yaratmadan lokal agr ve hareket kisitliligina neden olmustur.

Klasik olarak proksimal tibiada yerlesen osteokondromlar medial-
lateral yerlesme egilimindedir. Osteokondromlar hayat boyunca
sessiz kalabildigi gibi, o bdlgedeki yapilar basiya ugratarak veya
lokal agr yaparak semptomatik hale gelebilirler. %90 soliter ola-
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MRI: manyetik rezonans gérunttleme

rak gorulirler, %10 vakada ise multipl halde saptanirlar. Multipl
osteokondromlarin malignite riski soliter olanlardan 10 kat fazla-
dir. Ortalama olarak ostekondromlarin %4'tinde nérolojik komp-
likasyonlar, biyime bozuklugu ve kondrosarkoma déniisme gibi
komplikasyonlar gorulir (2). Bu vakada da son 6 aydir artis gdste-
ren agri ve hareket kisitliligi mevcuttu. Patolojik incelemede her-
hangi bir malignite saptanmadi. Ancak, malignite veya lokal niks
riski acisindan cerrahi uygulamadan 6 ay sonra klinik ve radyolojik
takip dnerildi.

Resim 2. a, b. Kitlenin sagittal kesit MRI gériintUsu (a), horizontal kesit MRI gérintisu (b)

Kémdr ve ark.
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SONUC

Popliteal bdlgede agr semptomu ile gelen hastalarda farkl
etiyolojiler goz éniinde bulundurulmalidir. Diz agnisi ile gelen
hastalarin ilk degerlendirmesinde bazi klinisyenler oncelikli
olarak direk grafi yerine MRl istemektedir. Agrili popliteal bél-
geye yaklagimda yumusak doku patolojileri kadar kemik do-
kuyu da ilgilendirebilen patolojiler de distnulerek, &ncelikli
olarak konvensiyonel direk grafinin degerlendirilmesi taniya
yaklagmada faydali olacaktir.
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L.

Resim 3. Cerrahi olarak kitlenin ortaya koyulmasi

Resim 5. a, b. Hastanin postop On-Arka grafisi (a), Yan grafisi (b)

Hasta Onami: Yazili hasta onami bu olguya katilan hastalardan alin-
mistir.
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Case Report / Olgu Sunumu

Giant Bladder Stone in a Young Woman

Geng Kadinda Dev Mesane Tasi
Ozkan Onuk, Mustafa Bahadir Can Balci, Aydin ismet Hazar, Tuncay Tas, Arif Ozkan, Baris Nuhoglu

Gaziosmanpasa Taksim Emergency Training and Research Hospital, Urology, istanbul, Turkey

ABSTRACT

Bladder stones heavier than 100 g are defined as giant bladder stones. Bladder stones occur rarely in women compared to men. Bladder stones in
women generally occur secondary to passage of suture material through the bladder following pelvic or gynecologic surgery. The disease is frequently
manifested clinically with hematuria, recurrent urinary tract infection or urine retention. In this article, a 31-year-old woman who presented with non-
specific urinary tract symptoms and was found to have a giant bladder stone with a weight of 280 g as a result of the studies performed is presented.
(JAREM 2014; 4: 132-4)

Key Words: Young woman,giant bladder stone, sistolithotomy

BZET

AJirhigr 100 gr.’in Gzerindeki mesane taslari dev mesane tasi olarak tanimlanir. Erkeklere nazaran kadinlarda mesane taslari nadir olarak gérilmektedir.
Genellikle kadinlarda mesane taslari pelvik ya da jinekolojik cerrahi sonrasi sitir materyalinin mesaneden gecmesine ikincil olusmaktadir. Hastalar sik-
likla hemattiri, tekrarlayan idrar yolu enfeksiyonu veya idrar retansiyonu seklinde klinik bulgu verir. Bu yazida, 6zgiin olmayan Uriner sistem belirtileri ile
bagvuran ve yapilan tetkikleri sonucu 280 gr agirligindaki dev mesane tasi tespit edilen 31 yasindaki bir kadin hasta sunulmustur. (JAREM 2014; 4: 132-4)

Anahtar Sézciikler: Geng kadin, dev mesane tag, sistolitotomi

INTRODUCTION

In current urology practice, bladder stones heavier than 100 g
are encountered uncommonly (1). Bladder stones occur very
rarely in women. The fact that the urethra is shorter in women
compared to men is a factor which facilitates elimination of
bladder stones. Bladder stones in women generally occur sec-
ondary to passage of suture material through the bladder fol-
lowing pelvic or gynecologic surgery. In addition, neurogenic
bladder, chronic bacteriuria due to urease producing bacteria,
diverticulis and inadequeate nutrition have been reported as
factors leading to bladder stone. Bladder stones may lead to
adverse effects including acute urinary retention, bladder tumor
due to chronic irritation, bilateral hydronephrosis and related
renal failure (2).

CASE PRESENTATION

A 31-year-old female patient presented to our clinic with com-
plaints of dysuria, pollacuria, urinary incontinence and blood in
urine. It was learned that the patient had a history of passing
stone at the age of 20 and was treated for the last 3 years be-
cause of recurrent urinary tract infection. On physical examina-
tion, a solid mass was found in the suprapubic region. Urinalysis
revealed hematuria and pyuria. On ultrasonography and com-
puted tomography, an appearance compatible with bladder
stone with a size of 8 cm in the long axis which did not caused
hydronephrosis was observed (Figure 1).

Ceftriaxon treatment was started and E.coli was isolated in the
urinary culture. No growth was found in the urinary culture ob-
tained on the 10* day of antibiotic treatment. Urethrocystoscopy

Address for Correspondence / Yazisma Adresi: Dr. Ozkan Onuk,
Gaziosmanpasa Taksim Training and Research Hospital, Urology, Istanbul,
Turkey

Phone: +90 506 594 27 59 E-mail: drozkanonuk@gmail.com

was performed to exclude urthral pathologies. The urethra was
observed to be normal and a giant urinary tract stone was ob-
served in the bladder (Figure 2)

On the same session the bladder was removed by cystolithotomy
(Figure 3).

The drain was removed on the first day and the patient was dis-
charged on the 2" day after surgery. The stone was found to have
a size of 8.3x5.0x7.5 cm and a weight of 280 g (Figure 4).

Analysis of the stone revealed that it contained calcium phos-
phate and magnesium phosphate. On the follow-up visits at the
1, 2, 3 and 6™ months, clinical and biochemical tests were found
to be normal.

DISCUSSION

Bladder stones heavier than 100 g are defined as giant bladder
stones (1). Bladder stones constitute only 5% of the stones ob-
served in the whole urinary tract (3). The frequency of stones in
the urinary tract in women is very low. 95% of all bladder stones
are observed in men (4). Suspicion is an important requisite in
the diagnosis of bladder stones in women. Symptoms caused
by bladder stones are nonspecific. History of pollacuria, dys-
uria, obstruction in the urinary flow, microscopic hematuria and
suprapubic pain is helpful but not pathognomonic for the dis-
ease. A giant bladder stone can be palpated on rectal, vaginal
or abdominal examination, but physical examination alone is not
enough for the diagnosis of bladder stone (1, 5). Abdominal x-
ray and ultrasonography may be helpful in the diagnosis, but the
definite diagnosis is made by cystoscopy (5). Although bladder
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Figure 1. Computed Tomography

Figure 2. Appearance of cystoscopy

stones generally suggest urinary tract obstruction, they may oc-
cur secondary to stones in the kidney or urether (6). Infravesical
obstruction in women is an uncommon condition. It has rarely
been reported to have occured secondary to trauma, catheter-
ization, neurogenic bladder and foreign body. Bladder stones
have been reported to occur around sutures, catheters or other
objects found in the bladder (4). Most bladder stones contain tri-
phosphate, calcium carbonate and calcium oxalate in their com-
position (7). The most common surgical procedure for treatment
of giant stones is open surgery (8). In patients with small bladder
stones and urethral pathologies, both the urethral pathology and
the bladder stone are treated endoscopically.

Onuk et al.
Giant Bladder Stone in a Young Woman. JAREM 2014; 4: 132-4

Figure 4. Bladder stone

CONCLUSION

Bladder stone is a rare condition in our urology practice. Physicians
should keep in mind the possibility of bladder stone in patients with
recurrent urinary tract infection though is occurs rarely and refer to
imaging studies. Patients with a previous diagnosis of upper urinary
tract stone and a history of stone should be followed up regularly.
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