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ABSTRACT

Cavernomas are rare malformations of the spinal
cord. Cavernomas are usually asymptomatic in
this location, however may become symptomatic
by causing intramedullary or subarachnoidal
hemorrhage. Hereby, we will report an
intramedullary cavernoma case which became
symptomatic by intramedullary hemorrhage.
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INTRODUCTION

Cavernomas which are common malformations
of the central nervous system are rarely seen in
the spinal cord. They comprise 3-16 % of
intramedullar spinal vascular malformations
(1,2). While clinically silent cavernomas are
diagnosed incidentally on cervical MR screenings
done for cervical or dorsal pain, they can be
diagnosed after causing neurological deficits by
sudden hemorrhage (3,4). Conservative
treatment is recommmended for clinically silent
cases, while surgical excision may be appropriate
in cases with neurologic deficit (1,5-8).

In this report we will present a case of spinal
intramedullary cavernoma followed up

conservatively when clinically silent and then
surgically treated when neurologic deficit due to
hemorrhage occurred.

CASE REPORT

The intramedullary cavernoma located at C7-T1
level was diagnosed 2 years ago on an MRI
study done for cervical and dorsal pain in a 34-
year-old male. Surgery was not performed as
the patient was asymptomatic. The patient
presented to the emergency department with a
sudden onset of numbness in the arms and left
hemiparesis 25 months after the first MRI. On
neurological examination a motor loss of 2/5
was found in the muscles innervated below C7
with right sided hypoestesia below C8
dermatome and urinary retention. On his
cervical MRI; intramedullarily located
hemorrhagic cavernoma, heterogenously
hypointense and roughly contoured in T1
weighted images and heterogenously
hyperintense in T2 weighted images with
perilesional edematous area were seen. No
pathology was present on the cervical
angiography study. The patient was taken to the
operating room and after C7, T1 laminectomy
the location of the lesion was verified. The
pathology of the lesion, which was excised by
midline myelotomy, was pathologically verified
as cavernoma. No neurological deficits or
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recurrence were found on a follow up performed
16 monfhs postoperatively (Figs 1,2).

Fig.l. Left : Cavernoma seen at C7-T1 level in T2 weighted
sagittal MRI (2 years ago),
Up right : Cavernoma seen in T2 weighted sagittal MRI
at C7-T1 level (preoperatively),

Down right: Postoperative image in T2 weighted sagittal
MRI

Fig.2: Left: Angiographic appearance of right vertebral artery.
Right: Angiographic appearance of left vertebral artery.

DISCUSSION

Cavernomas are usually located supratentorially
in the central nervous system, however occur
very rarely intramedullarily. With advancements
in radiological imaging, intramedullary
cavernomas have become more commonly
diagnosed. Cavernomas constitute 5% and 1 %
of all intramedullary lesions in adults and children
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respectively (9). When we look at the literature,
70 % of cases were females and usually became
symptomatic between the 3rd and 4th decades
(10). In the literature it is suggested that the
incidence of cavernomas in both genders is
equal, while it is more commonly symptomatic in
women due to increased hemorrhage rates
related to hormonal factors. Our case was a male
patient and became symptomatic in his 4th
decade of life with bleeding.

Medullary cavernomas are generally silent and
present with neurologic pictures resulting from
axial pain and bleeding. Neurologic deficits
develop acutely depending on the severity of
bleeding and can resolve spontaneously
depending on the amount of hemorrhage (3,5,7).
Neurologic deficits do not occur acutely in all
cases and there may be chronic progressive
myelopathy caused multiple microhemorrhages
(9). Cavernomas can lead to hematomyelia
mostly and subarachnoid hemorrhage (SAH)
rarely (11,12). Cavernomas constitute 1.8 % of
SAFI due to vascular malformations of the spinal
cord (11). The clinical picture of intramedullary
cavernomas causing SAFI is unique and presents
with headache, convulsions and hydrocephaly
(6,13). In our case a neurological deficit occurred
suddenly but signs relevant to SAFI were not
found.

The frequency of multiple cavernomas in the
central nervous system is 18 %. Visteh et al.
found 47 % multiple cavernomas in their series
consisting of 17 cases. Simultaneous
occurrence of cavernomas in the brain and
medulla is absolutely incidental (14). In cases
with familial intracranial cavernomas,
intramedullary cavernoma association was
shown. It is reasonable to examine the whole
spinal cord in familial cavernomas especially
with neck and back pain (15). Although the
annual bleeding ratios of cavernomas are not
known, intramedullarily located cavernomas
were reported to be more aggressive than
intracranial cavernomas (9).

MR imaging is the most important diagnostic
modality in spinal intramedullary cavernomas
(5,7,12.14,16). It is typical to see centrally
located well-contoured, round hyperintense
lesions surrounded by a hypointense rim formed
by variable ages of blood and blood products in
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Kronik bobrek yetmezligi esligindeki
semptomatik veya transfiizyon gerektiren
anemi tedavisi

Tavsiye edilen INN ismi: Recombinant human 1rythropoietin; Epoetin Alfa; en yaygin kisaltma: r-HuEPO. BILESIMi: r-HUEPO parenteral uygulama icin steril bir solisyondur (sise ve kullanima hazir siringa).

ENDIKASYONLARI: - Kronik bobrek yetmezligi esligindeki semptomatik veya transfiizyon gerektiren aneminin tedavisinde, kemoterapi uygulanan kanser hastalarinda
aneminin 6nlenmesi ve tedavisinde KONTRENDIKASYONLARI: kontrol altina alinmamis hipertansiyonu olan hastalar ile bu preparatin herhangi bir bilesenine karsi asin
Ert hassasiyet géstermis olanlarda kullaniimamalidir. ISTENMEYEN ETKILER: Kronik bobrek yetmezligi, Bas agrisi, eklem agrilari, halsizlik, bas dénmesi, yorgunluk gibi grip
benzeri semptomlar 6zellikle tedavinin baslangicinda gérilebilir. r-HUEPO tedavisi sirasinda en sik gorilen istenmeyen etki doza bagli olarak kan basincinin yiikselmesi
veya mevcut hipertansiyonun siddetlenmesidir Kronik bobrek yetmezligi hastalarinda, EPREX, veya diger eritropoietinlerle tedaviden avlar, yillar sonra ¢cok nadiren saf
kirmizi hiicre aplazisi (eritroblostopeni) bildirilmistir Bu haslalang&gunda, eritr karsl antikor go istir Kanser hastalari: Her ne kadar klinik calisma

raporlarinda, hipertansiyon insidansinin EPREX, (%5) ve plasebo da benzer oldugu rapor edilmisse de, sahsi vaka hikayeleri gostermistir ki hemoglobinde anlamh

artis goriilen bazi hastalarda hipertansiyon olusabilir. KULLANIM OZEL UYARILAR: r-HUEPO, iskemik vaskiiler hastalikli, epilepsi nobet hikayesi olanlarda dikkatle

BIUMIw . kullaniimalidir. r-HUEPO, epilepsi, trombositoz ve kronik karaciger yetmezliginde dikkatli kullaniimalidir. B12 vitamini ve folik asit eksildigi r-HUEPO etkinligini azalttigi icin
lingam Liimg/6.iwl ortadan kaldiriimalidir. r-HUEPO tedavisi géren biitiin hastalarda stabil bir diizeye ulagsana kadar en azindan haftalik hemoglobin diizeyleri élctlmeli ve daha sonralauna

2 naiam periodik olarak devam edilmelidir. Bircok vakada, serum ferritin seviyeleri hiicre hacmi artisi ile ayni anda diismektedir. Bu sebeple transferin saturasyon indeksi %20'nin

altinda ve serum ferritin seviyesi 100 ng/ml'nin altinda olan her hastada demir tedavisi Gnerilmektedir. Kronik bobrek yetmezligi hastalarinda, EPREX, veya diger emropmeunlerle
tedaviden aylar yillar sonra ¢ok nadiren saf kirmizi hiicre aplazisi (eritroblostopeni) bildirilmistir. Bu hastalarin gogunda, evm kars! antlkor ilag

etkisinde ani azalma gelisen hastalarda cevapsiziigin tipik nedenleri (6rnegin; demir, folik asit, vitamin B12 eksikligi, alu i i

kon kaybi ve hemoliz) arastirimalidir. Higbir neden  belirlenmiyorsa, kemik iligi i dikkate Saf kimizi hiicre «aplazisi tehis edilirse, eritropoietin antikorlar icin tahlil yapiimali ve EPREX, tedavisi kesilmeldir. Hastaiara
baska Dir eritropoietin verilmemelidir. Saf kirmizi hiicre aplazisinin dwger nedenleri arastiriimali ve uygun tedaviye baslanmalidir. GEBELIK ve LAKTASYON SURESINCE KULLANIMI: r-HUEPO gebelik ve laktasyon siiresince sadece olasi yarar
fetus zerine olasi riskten 6nemli ise uygulanmalidir. ETKILESIMLER: r-HUEPO tedavisinin, diger ilaglanin metabolizmas: zerinde etkisi olduguna dair bulgu yoktur. Ancak, siklosporin, kirmizi kan hiicrelerine ba§landigi icin ilag etkilesimi
ihtimali vardir Eger r-HUEPO siklosporin ile birlikte uygulanacak ise; siklosporin kan seviyesi monitorize edilmeli ve siklosporin dozu hematokrit yiikselmesine gére ayarlanmalidir DOZAJ ve REJIM: Kronik bobrek yetmezligi hastalari,
Hemodiyaliz hastalan: Tedavi 2 boliime ayrilmistir: Diizelme safhasi: intravenoz veya subkutan olarak haftada 3 kere 50 .U.Ag'dir. Doz ayarlamasi gerekli oldugunda 4'er haftalik araliklarla yapiimalidir. Dozdaki her «ayarlama 25 1.U./kg'a
esit olmalidir. idame safhasi: Alisiimis doz haftada 3 kere 30-100 1.U./kg arasindadir Bununla birlikte genellikle 30 kg altindaki gocuklar, 30 kg (istii eacuklar ve eriskinlerden daha yiiksek idame dozuna ihtiyag duyarlar (6rnegin, haftada
3 kez 60-150 1.U./kg). Bu hasta grubunda maksimum dozgj da 3 kez 200 1.U./kg" asmamalidir. Subkutan uygulamada, ortalama doz intravenoz doza oranla % 20-30 daha dustiktir. Subkutan yoldan kullanim intravenoz yoldan
kullanima tercih edilmelidir. Gene de subkutan uygulama ile ayif ve hastanin durumu ile agiklanamiyor ise zayif cevabin Griiniin hasta yetersiz P bagl olup gini kontrol etmek icin gegici olarak intravenoz
uygulama kullanilabilir. Peritoneal diyaliz hastalari: Duzelme safhasi: 100 1.U./kg/hafta, 2 subkutan injeksiyona boliinerek Doz ayarlamasi gerektiginde bu en az 4 hafta aralikla yapilmalidir idame safhasi: 6lagan doz 50 ve 100
I.U./kg/hafta arasinda, iki esit injeksiyona béliinerek Azami doz: Haftada 3 defa, 200 1.U./kg"l gecmemelidir Prediyaliz hastalari Diizelme safhasi: Subkutan yolla uygulanan, haftada 3 defa 50 I.U./kg. Dozda her ayadama 25 1.U./kg'a
esit «almalidir. idame safhasi: Olagan d«az 50 ve 100 I.U./ka/hafta, 3 injeksiyona bolinerek Azami doz Haftada 3 defa 200 I.U./kg"t gecmemelidir Kanser hastalari Baslangic dozu: Subkutan olarak haftada 3 kez 150 I.U./kg'dir. Doz
orttirma: Tedavinin ilk 4 haftasinda hemoglobin seviyesi haftalik olarak kontrol edilmelidir Eger hemoglobin 4 hafta sonunda 1 g/dI yukselmem|§se EPREX, dozu haftada 3 kez 300 1.U./kg'a yikseltilmelidir Maksimum doz haftada 3 kez
300 I.U./kg"'t asmamalidir Doz ayarlamasi Hemc«aglobin ayda 2 g/dl'den fazla avtgmr HUEPO dozu %25 azallllamk hemcaglobin seviyesi ayda 2 g/dl'den daha az artacak sekilde ayarlanmalidir. Eger hemoglobin seviyesi 14 g/dl'yi
asarsa tedcavi 12 g/dl'ye dustinceye kadar durdurulmali ve tedaviye dnceki dozun Itinda tan sonra r-HUEPO ine devam edilip edil gi periyodik olarak degerlendirilmelidir. Tim
hastalarda, demir seviyeleri tedcavi 6ncesi ve stresince kontrol edilmeli ve gerekli ise demir tedavisi uygulanmahdlr. ilave plarak, B12 eksikligi, folat eksikligi gibi diger anemi sebepleri tedaviye baslamadan 6nce ortadan kaldiriimalidir
Saklama icin 6zel uyarilar: 2 -8 “C'de saklayiniz. Dondurmayiniz veya calkalamayiniz ve isiktan koruyunuz. TICARI TAKDIM SEKLI ve AMBALAJ MUHTEVASI: - EPREX, parenteral injeksiyon igin, 2000 1.U./mi sise; 6 siselik ambalajlarda,
4000 1.U./m| sise; 6 siselik ambalajlarda, 10000 I.U./mi sise; 6 siselik ambalajlarda, 2000 1.U./0.5 mi siringa, 6 sirngalik ambalajlarda, 3000 1.U./0.3 mi siringa; 6 sirngalik ambalajlarda, 4000 1.U./0.4 mi siringa. FiYATI ve FIYAT
ALDIGI TARIH: EPREX 2000 U/ML: 323.878.000 T.L (14.04.2003), EPREX 4000 U/ML: 793.170.000 TL (14 04 2003)t EPREX 10000 U/ML: 1.626.000.000 TL. (14.04.2003), EPREX 2000 1U/0.5 ML: 331 348 000 TL (31.07.2002),
EPREX 3000 1U/0.3 ML: 498.026.000 T.L (31.07.2002), EPREX 4000 IU/0.4ML: 793 170.000 T.L (14 04 2003) DAGITIM: CIIAG AG International 6300 Zug/Switzerland. Saglik Bakanhigi'nin 15 2.1989 tarih ve 2039 sayili izni ile
GUREL ILAC TICARET A.S tarafindan ithal edilmistir. YALNIZ KLINIKLERDE ve MUTLAKA DOKTOR NEZARETINDE KULLANILACAKTIR." Recete ile satiir Daha genis bilgi icin firmamiza basvurunuz.
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vgiyi paylasmanin binlerce yolu vardir,

aglik icin calismak da bunlardan biridir..

Guclu Arastirma-Gelistirme:

Mevcut Urin grubuna

etkin ve guvenilir yeni UrUnler
kazandirmak icin 14 merkezde calisan

6 800'den fazla arastirmacisi, portféyinde-
ki 25' Faz Il ve Faz lll'te

56 molekdlu ile dinya

liderleri arasinda yer alan

gucli Arastirma-Gelistirme,

4 ©6nemli tedavi alaninda

vazgecilmez urunler:
Kardiyovaskuler/Tromboz: Plavix”,
Karvea®, Karvezide', Fraxiparine”, Fraxodi
Cordarone", Arixtra", Nortan”, Dideral®,
Merkezi Sinir Sistemi: Solian",

Depakin™, Stilnox®,

Onkoloji: Eloxatin , Fasturtec”,

ic Hastaliklar: Xatral”, Muscoril”, Reflor®,
Emedur”, Paranox”, Ercefuryl'.

1999 yilinda iki biyik Fransiz firmasi;

Y i P Sanofi ve Synthelabo'nun birlesmesiyle
dogan, Avrupa'da 7. sirada, dinyada ilk
20 arasinda yer alan, 100’den fazla Ulkede
33 000'den fazla calisani ile her gecen yil
geliserek gucuni artiran
Sanofi-Syntheiabo,

performansi ve benimsedigi etik degerler
sayesinde sorumluluk sahibi bir sirket ola-
rak tim dinyada oldugu gibi Turkiye'de
de herkesin mutlulugu ve saghgr icin
calismalarini surdirmektedir.

s ano&F i~ synthelabo

Usas olan sagliktir.

Sanofl-Synthelabo ilag A.S.
Kore Sehitleri Caddesi Yiizbasl Kaya Aldogan Sokak N0.13 34394 Zincirlikuyu-istanbul/Turkiye
Tel: (90) 212 354 50 00 - Faks: (90) 212 274 30 65

www.sanofi-synthelabo.com

Plavix®, Sanofi-Syntheiabo ve Bristol Myers-Squibb tarafindan ortaklasa gelistirilen ve her iki firma tarafindan
ortaklaga pazarlanan bir triindr.


http://www.sanofi-synthelabo.com

PEGASYS®

peginterferon alfa-2a (40KD)

K ronik hepatit C tedavisind e

Standart
tek doz

uygulanan tek peginterferon

Pegasys®
peginterferon alfa-2a
180 micrograms / 0.5 ml solution for injectionl

1 pre-filled syringe - 0.5 ml/
injection needle

IUi6C-HOU UGSq|6
j bLS-ynsq zAudG - 0'2 Uj\

100Unxdfiixumo;

Pegasys®

Peginterferon alfa-2a (40 KD), SC kullanima hazir sinnga, immiinostimiilan ajan/sitokin
formiili: Her bir kullanima hazir sinnga 0.5 ml'llk ¢ozelti icinde 180-135 mikrogram peginterferon alfa-2a icerir 6zellikleri: Pegasys, dallanmis bir monometoks! polietilen glikol (PEG) eklenmis rekombinant Interferon alfa-2a'nin kovalent bit kon|ugatidir. Farmakokinetlk Gzellikler: Tek subkutan

Pegasys enjeksiyon uygulamasindan sonra pik serum konsantrasyonuna 72-96 saat icinde ulasilir. Kararl durumdaki 8-14 litrelik dagilim voliimiiyle (Vd) en fazla kan dolasiminda ve hiicredisi sivilarda gorilir. Tedavinin 48. haftasinda plk/vadi deger orani yaklagik 15 - 2'dir Endlkasyonlan: Pegasys
eriskin hastalarda kronik hepatit Cnin tedavisinde asagidaki durumlarda endikedinKopriilesme fibrozu olmayan veya kdprilesme fibrozu olan, sirozlu veya sirozu olmayan hastalarda. Karaciger yetmezligi bulunmayan, kronik hepatit C'nin histolojik bulgulan ve senim géstergeleri bulunan (6m. anti-HCV.
transaminazlarda yikselme. HCV-RNA) hastalarda endikedir Kontrendlkasyonlan: Aktif maddeye veya yardima maddelerden herhangi birine karsi asin duyarlilik, alfa interferonlara asin duyarlilik, otoimmin hepatit, ciddi psikiyatrik bozukluk 6ykiisti, tiroid anormallikleri, ciddi hepatlk disfonksiyon.
kontrol edilmeyen ndbet bozukluklar ve/veya merkezi sinir sistemi fonksiyonunda bozukluk, gebelik, yardimci madde olarak benzil alkol kullaniimasi nedeniyle 3 yasina kadar olan gocuklar ve yenidoganlar. Uyanlar/énlemlen interferon tedavisi (Pegasys dahil) géren hastalar psikiyatrik istenmeyen

olaylar agisindan dikkatle izlenmelidir. Kalp hastaligi, hepatik. renai, myelold fonksiyon bozukluklannda dikkatle kullaniimalidir Gebelik ve Emzirme Déneminde Kullanimi: Pegasys

B e s e ri | |a9 gebelik sirasinda Pegasys veya emzirmeden hangisinin kesilecegi karan, Pegasys tedavisinin anne agisindan 6nemi géz oniine alinarak verilmelidir.

<ROChe) Yan Etkilen Pegasys ile en sik bildirilen istenmeyen etkiler hafif-orta siddettedir ve dozaj degisiklii veya tedavinin kesilmesine gerek kalmadan tedavi edilir. Grip benzeri semptomlar,
ROChe MUStahZarlarl Sanayi As i i i , Uriner, ik, solunum, sinir sistemi, deri ve etkiler olugabilir. bir etki gortldigiinde doktorunuza

R bagvurunuz. Kullanim Sekil ve Dozu: Pegasys'in dnerilen dozu 48 hafta siireyle, haftada bir kez, subkutan yolla uygulanan 180 mikrogram'dir Saklama Kosulu: 2 ‘C- 8 C'de

RK. 16/ 34330 Levent-istanbul (buzdolabinda) saklaymniz. Dondurmayiniz. Ticari Sekil: Pegasys 180, 135 mikrogram/0.5 mi | adet kullanima hazr sinnga. Pegasys 180, 135 mikrogram/0.5 mi 4 adet kullanima

WWW. rOChe.COm.tr hazir sinnga. Ruhsat Sahibinin isim ve‘Adres\: Roche Miistahzarlan Sanayi Anonim Sirketi. Levent. istanbul. Ruhsat No ve Ruhsat TariM: Pegasys 1SOmcg; 114/32 - 18.07.03.

Pegasys 135mcg; 114/33 - 18.07.03. Uretim Yeri ve Adresi: F.Hoffmann-La Roche Ltd., Basel, Isvicre. Regete ile satilir. Ithal Griinlerin Ayarlan her parti igin Saglik Bakanliginca

belirlenmektedir. Tescilli marka. Aynntili bilgi icin prospektiise bakiniz. Daha detayl bilgi firmamizdan elde edilebilir.
Fried MW, et al. Peginterferon alfa-2a plus ribavirin for chronic hepatitis C virus infection. NE|M 2002:342:975-82. |- Pegasys Uriin prospektisi

www.hepatit.Info

Referanslar: |


http://www.roche.com.tr
http://www.hepatit.lnfo
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T2-weighted images. Cavernomas are low blood
flow sinusoidal vascular anomalies that have only
endothelial lining and hyalinized and thickened
walls deficient in elastic fibrils and smooth
muscle wall. These lesions do not possess
arteriovenous shunts and the volumes of feeding
arteries and draining veins are normal (5,10).
There is no histopathological difference between
central nervous system and intramedullary
cavernomas . As with our case, they cannot be
imaged by standard angiographic techniques,
because of low blood flow.

Our knowledge about the natural history of
intramedullary cavernomas is limited, although
its incidence is increasing (1). The treatment
plan has not been established due to unknown
natural history and limited numbers of series in
literature. Follow up is preferred usually in cases
without neurologic deficit and located in
surgically risky regions. The patient should be
informed about the risk of hemorrhage and
symptoms. In cases diagnosed incidentally
follow up is recommended if surgical risks are
present while surgery is another choice.
Advances in microsurgical techniques and the
use of peroperative ultrasonography has
decreased morbidity. In hemorrhagic cases,
perilesional hemosiderosis and the presence of
no neural invasion increase surgical success by
making a good cleavage (6). Shan et al.(17) had
18 total and 3 subtotal excisions in 21 surgically
treated cases. 15 of the cases had neurological
recovery, 4 had no change while 2 worsened.
However, spontaneous remissions in cases
which were followed up without surgery suggest
conservative treatment as an alternative to
surgery (10).

In conclusion, MRI is essential in the diagnhosis of
intramedullary cavernomas, and surgery is
indicated in symptomatic hemorrhagic cases.
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