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ISTANBUL TIP FAKULTESI DERGISI
YAZARLARA BIiLGi

istanbul Universitesi, istanbul Tip Fakiiltesi Dergisi, Istanbul Tip Fakiiltesinin resmi bilimsel yaym
orgamdir ve yilda dort kez yayimlanir. Derginin yazi dili Tiirkce ve Ingilizcedir. Dergi hekimlik
alanindaki orijinal deneysel ve klinik arastirmalari, olgu bildiri ve degerlendirmelerini, 6zel ve aktiiel
konularda literatiir toplamalarmi (derlemeleri), yayin tanitimlarin1 ve haberlerini, yazarlara ve editore
mektuplar1 kapsar. Orijinal metot gelistirme, yeni bir girisim teknigi ve orijinal caligmalarin 6n

sonuglarini igeren kisa raporlar da yayimlanabilir.

Bir ¢aligmanin yayimlanmasi i¢in Fakiilte Kurulunun se¢mis oldugu Yayimn Kurulu tarafindan gerek yazi
diizeni, gerek kapsam bakimindan uygun goriilmesi ve daha once baska bir dergide yayimlanmamis
olmast gereklidir. Yaym Kurulu, makaleleri degerlendirmek iizere segtigi ikisi Istanbul Tip Fakiiltesi
disindan, biri Istanbul Tip Fakiiltesinden {i¢ damigmanin (hakem) gériisii alindiktan sonra yayimlanip

yayimlanmayacagina karar verilir.

1. Yazilarin béliimleri:

Bashk sayfasi:

Bu sayfada agagidaki bilgiler bulunmalidir:

1) Yazmin kategorisi (Orijinal deneysel aragtirma,
orijinal klinik aragtirma, derleme, olgu sunusu, kisa
rapor, yaym tanitimi, editére mektup, Yyazara
mektup)

2) Yazinm iligkili oldugu tip disiplini (Ornegin:
kardiyoloji,  noroloji, plastik  cerrahi  vb.-
kardiyolojide elektrofizyoloji, hareket bozukluklart
hastaliklari, el cerrahisi gibi daha spesifik
tanimlamalar da yapilabilir)

3) Yazmin Tiirk¢e olarak tam bashgi,

4) Tirkge “kisaltilmis baghg1”,

5) Yazinim ingilizce olarak tam bashg,

6) Ingilizce “kisaltilmis bashk”

Yazarlarin adi ve soyad1 (Tiim yazarlarin gonderilen
makalede akademik-bilimsel olarak dogrudan katkisi
olmalidir. Basghik sayfasi digindaki  makale
bolimlerinde  yazarlarin  kimlik  bilgilerinin
verilmesinden kaginilmalidir.

7) Yazarlarin ¢alismanin yapildig: tarihlerdeki ¢alistigi
kurumlar ve iletisim bilgileri.

8) Destekleyen kurum veya kuruluglara tesekkiir.
(“Tesekkiir” yazinin yayimlanmasina karar verilmesi
halinde “Tartisma ve sonu¢” boliimiinden sonra yer
almak {izere metne ilave edilecektir).

9) Yazi daha once bilimsel bir toplantida sunulmugsa
toplantinin resmi adi, tarihi ve yeri (“Istanbul Tip
Fakiiltesi Kurultayi’nda sunulan aragtirmalar
degerlendirilmek iizere oOncelikle {istanbul Tip
Fakiiltesi Dergisi’ne gonderilmelidir).

10){letisim kurulmasi istenen yazarin adi, soyadi, posta
iletisim adresi (posta kodu dahil, telefon, fax, ve
ozellikle e-mail adresi  belirtilmeli, iletisim
kurulacak yazar olarak belirlenen isim asagidaki
ozelliklerin tamamina sahip olmalidir:

Makaledeki ¢alismay1 planlamali veya yapmali,
Makaleyi yazmali1 veya revize etmeli,
Son halini kabul etmelidir)

Tiirkce ozet

Tiirkge 6zetler su diizene gore hazirlanmalidir:

Amag

Gereg ve Yontem

Bulgular

Sonug

Anahtar kelimeler

Anahtar kelimeler en az {i¢, en fazla 6 adet ve Index
Medicus’a uygun olmalidir. Medical Subjects Headings
(MeSH terimleri) listesine uygun sozciikler kullanmaya
O0zen gosterilmelidir. Her kelimenin arasinda *;”
konulmalidir.

Derlemelerde amaci ve en 6nemli noktalar1 belirten kisa
bir Tiirkge ve Ingilizce dzet yer almalidir.

Tirkge 6zet en ¢ok 250 kelime olmalidir.

Ingilizce dzet

Ingilizce dzetler su diizene gére hazirlanmalidir:
Obijective

Materials and Methods

Results

Conclusion

Key words

Bu ara baslklar kullanilarak devaminda gerekli
aciklamalar yazilmalidir.

Anahtar Kelimeler Index Medicus’a uygun olmalidir.
Medical Subjects Headings (MeSH terimleri) listesine
uygun  Ingilizce  sozciikler  kullanmaya  &zen
gosterilmelidir.  Her  kelimenin  arasinda
konulmalidir.

Olgu sunumlarinda ve kisa raporlarda Ingilizce dzet yer
almalidir. Olgu bildirilerindeki Ingilizce 6zet olgunun
sunulma nedenini agiklayici 6zellikte olmalidir.

Kisa raporlarda ise metot, girisim veya on c¢alisma
raporunun Onemini ve ana hatlarini igeren Ozellikte
olmalidir.

Derlemelerde amaci ve en dnemli noktalar1 belirten kisa
bir Ingilizce 6zet yer almalidir. Ingilizce 6zet en ¢ok
250 kelime olmalidir.
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Yazarlara bilgi

Metin

a)Dergimiz Tiirkge ve Ingilizce makalelerden olusur.
Yazilar Tiirkce veya Ingilizce olarak hazirlanmalidir.
Teknik terimler Tiirkce, Latince, Ingilizce veya Tiirk
Tip Terminolojisine yerlesmis terimlerle yazilmali,
dilimize yerlesmis terimler imla kurallarimiza gore
hazirlanmali ve Tiirk Dil Kurumunun yayimladig “Yeni
Imla Kilavuzu” ve Tiirkce Sozliik esas alinmalidir.
b)Yazilar “Word for Windows” programinda, “Times
New Roman” fontu ve 12 punto ile yazilmali, tablolar
ayni programin tablo formati ile hazirlanmali. Tablo,
sekil ve resimlerin yayin iginde gectigi yer belirtilmeli.
Tablo resim ve sekillere ait agiklama yazisi metnin
sonunda ayrica eklenmelidir.

c)Yaymin metni giris, gere¢ ve yodntem, bulgular,
tartisma ve sonug¢, kaynaklar seklinde devam eder.
Gere¢ ve yontem boliimiinde olgular, dlgiimler, sonug
degerlendirme yontemleri, istatistiksel analiz gibi alt
basliklar bulunmasi 6nerilir.

Derlemeler kendi iginde uygun alt boliimlere
ayrilabilir. Metin uzunlugu genel olarak 20 sayfayi
gegmemelidir.

Kisa raporlar, (orijinal metot gelistirme, yeni bir
girigim teknigi, orijinal ¢aligsmalarin 6n sonuglari) 1000
kelimeyi  gegmemek  kosulu ile tarih  sirasi
gbzetmeksizin yayimlanir.

d)Metin  iginde  sadece  standart  kisaltmalar
kullanilmalidir. Kullanilan kisaltmalar ilk kullanildigi
zaman parantez i¢inde gosterilmelidir.

e)Yazilarda “International System of Units” (SI)
birimleri kullanilmalidir (http://
physics.nist.gov/cuu/Units/).

f)Tablo, sekil ve resimler metinde gecis sirasina gore
numaralandirilmali, numara ve tanitict baslik tablonun
iistiinde, sekil ve resimlerde altta belirtilmelidir.

Tablo sekil ve resimlerin toplam sayisi arastirma
yazilart igin 5, olgu sunumlart ve kisa raporlar igin 2,
Editore mektup i¢in 1’den fazla olmamalidir.

g) Olgu resimlerinde sahsin taninmamasi i¢in gozlerinin
bir bant ile kapatilmasi gerekmektedir.

h)Kullanilan ~ kisaltmalar sekil, resim, tablo ve
grafiklerin  altindaki  aciklamada  belirtilmelidir.
1)Net baski elde edilebilmesi i¢in, sekil, resim/
fotograflar ayr1 birer .jpg dosyasi olarak (300dpi
¢Oziiniirlikte), dergi sistemine yiiklenmelidir.
Daha once basilmis sekil, resim, tablo ve grafik
kullanilmis ise yazili izin alinmalidir ve bu izin agiklama
olarak sekil, resim, tablo ve grafik agiklamasinda
belirtilmelidir. Resimler/fotograflar renkli, ayrintilart
goriilecek derecede net olmalidir.

Kaynaklar konu ile dogrudan iliskili olmalidir ve
miimkiin oldugunca son yillarla sinirli olmalidir.
Metinde gecen kaynaklar parantez icinde
gosterilmelidir. Kaynaklar yayin iginde gegis sirasina
gbre numaralandirilir ve gegctigi yerde, ciimle sonunda
parantez iginde gosterilir Orn: (1). Dergi adlar1 Index
Medicus’a uygun olarak kisaltilmalidir. Kaynaklarda
yazarlarin hepsi yazilmali, yazar sayisi altidan fazla ise
sonrasi “ve ark.” veya “at al.” seklinde kisaltilmalidir.
Kullanilan kaynak sayisi genel olarak arastirmalar ve
derlemeler i¢in en fazla 50, olgu sunumu ve kisa
raporlar i¢in 10, editére mektuplar i¢in 5 olmalidir.
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Yazarlar kaynaklarin dogrulugu agisindan tiim
sorumlulugu tagirlar.

Makaleler icin 6rnek:

Leibel RL, Rosenbaum M, Hirsch J. Changes in energy
expenditure resulting from altered body weight. N Engl
J Med yil;cilt(say1):(sayfa no) Sayfa numarsinda
tekrarlayan rakamlar yazilmaz. Ornek : 621-28.

Kitaplar igin 6rnek:

Yazar(lar)in soyad(lar)1 ve isim(ler)inin basharf(ler)i,
boliim basligi, editoriin(lerin) ismi, kitap ismi, kaginci
baski oldugu, sehir, yaymevi, yil ve sayfalar
belirtilmelidir.

Armitage P, Berry G. Statistical Methods in Medical
Research, Blackwell Scientific Publications. Oxford,
UK, 2nd ed., 1987;p.3-10.

Kitap boliimii icin:

Bjornotorp P. The role of adipose tissue in human
obesity. In: Greenwood MRC (ed). Obesity. Churchill
Livingstone. New York, USA, 2nd ed., 1983;p.124-38.

Elektronik yayinlardan makale 6rnegi:

Milan AM, Sugars RV, Embery G, Waddington RJ.
Modulation of collagen fibrillogenesis by dentinal
proteoglycans. Calcif Tissue Int, DOI: 10.1007/s00223-
004-0033-0, November 4, 2004.

e  Yukarida siralanan kosullar1 yerine
getirilmemis calisgma kabul edilmez ve
eksiklerin tamamlanmasi i¢in yazarina iade
edilir.

e Yazarlara ayr1 baski gonderilmez. Agik Dergi
Sistemini kullanmakta olan dergi sisteminden
yayinin PDF ¢iktisini temin edebilirsiniz.

Yayimlanmak iizere gonderilen makaleler icin
kontrol listesi:

1. Yazarlarin tamaminin imzaladig1 Yayin Hakki Devir
Formu

2.Editore yazilmig mektup

3. Baslik sayfasi

4.Yaymin tam metni (Bu bdliimde yazarlarin isim ve
iletisim bilgilerinin olmamas1 gereklidir.)

5.Sekil, resim, tablolar, metin i¢inde gegen siralarina
gore numaralandirilmis ve agiklama yazilar1 yazilmis
olarak sisteme ayrica yiiklenmelidir.

6.Makalede “Etik Kurul Onayr” alinmasi gerekli ise
onay belgesi, 6rnegi.

2. Yayn takibi:

Dergimize, http://www.journals.istanbul.edu.tr/iuitfd ya
da http://dergipark.ulakbim.gov.tr/iuitfd adreslerinden
ulasarak, kayit olmaniz gerekiyor. Kayit olduktan sonra
gonderecegimiz sistem sifre ve kullanici adiyla, adimlari
takip ederek yayinlariizi gonderebilirsiniz.
Dergimize ulasan yaymlar yukarida belirttigimiz
kurallara uygunsa yayin kurulu tarafindan yaymin
konusuyla ilgili 3 hakeme degerlendirme igin
gonderilerek yayimlanma siireci baglatilmis olur.

Yil/Year: 2016


http://www.journals.istanbul.edu.tr/iuitfd
http://dergipark.ulakbim.gov.tr/iuitfd

Yazarlara bilgi

Dergimiz tarafindan yazara iletilen diizeltmeler, en geg
3 giin igerisinde Dergimize ulastirilmalidir.

3.Etik Kurallar:

Dergide ¢ikan yazilarin tiim hakk: dergiye aittir. Yazilar
icin yazarlara telif hakki 6denmez. Yayimlanan goriis ve
diisiinceler yazarlarina aittir ve Istanbul Tip Fakiiltesi
Dekanligini baglamaz. Makaleye ek olarak yukaridaki
sartlar1 kagif taramalarina dayal yazilarda Anabilim
Dal1 (Bilim Dal1) Baskanlig1, Bashekimlik veya Servis
Sefligi tarafindan argivde c¢aligilmasina izin verdigine
dair bir belgenin ¢alismaya eklenmesi zorunludur.
Prospektif klinik ¢aligsmalar i¢in resmi gazetenin
29.01.1993 tarih ve 21480 sayili niishasinda yayimlanan
yonetmelige uygun bir sekilde Etik Kurulu onay1
almmalidir.

Istanbul T1p Fakiiltesi Dergisinde iThenticate
(Akademik intihal engelleme programu)
kullanilmaktadir.

4. Yazisma adresi:

Istanbul Tip Fakiiltesi Dergisi (Journal of Istanbul
Faculty of Medicine)

Istanbul Universitesi, Istanbul Tip Fakiiltesi Dekanligi,
Yayin Komisyonu Biirosu,

Capa, 34390, ISTANBUL

itfdergisi@istanbul.edu.tr
http://www.journals.istanbul.edu.tr/iuitfd
http://dergipark.ulakbim.gov.tr/iuitfd

Istanbul Tip Fakiiltesi Dergisi’nin yazim kurallart
International Committee of Medical Journal Editors-
Nisan 2010 (www.icmje.org) temel alinarak
hazirlanmistir.

e Dergide yer alan makalelerin etik sorumlulugu
yazarlarina aittir.

Sorulariniz i¢in iletigim bilgilerimizden bize ulaginiz.
Tesekkiir ederiz.
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Information for authors

JOURNAL OF ISTANBUL FACULTY OF MEDICINE

INSTRUCTIONS TO AUTHORS

Journal of Istanbul Faculty of Medicine is the official publication of Istanbul University, Istanbul
Faculty of Medicine. Published quarterly, the Journal welcomes the submission of original experimental
and clinical research articles, review articles, case reports, brief reports on a recently established method
or technique or preliminary results of original studies related to all disciplines of medicine from all
countries. Submitted manuscripts may be written either in Turkish or in English. All papers are subject to
a reviewing process by three reviewers. The final decision regarding the publication of the paper is made
by the editor based on the reports of the reviewers. For original experimental and clinical investigations
using human or animal subjects, a local Ethics Committee approval is required.

Preparation of the Manuscript

The Journal features manuscripts written either in
Turkish or in English. All elements of the manuscript
should be double-spaced on one side of standard paper
no larger than 21x29.7 cm with 2.5cm margins at top,
bottom, and sides. Times New Roman font (with 12
points) is the preferred style. Manuscripts should in
general not exceed 20 pages.

A submitted manuscript should include the following
parts:

Cover letter addressed to the Editor should include the
title of the manuscript to be submitted for publication in
Journal of Istanbul Faculty of Medicine, along with
statements that the material is original and not
previously published, nor it is being considered
elsewhere for publication. The cover letter should be
signed by all the authors.

Title page should include:

a)Manuscript type (Original experimental research,
original clinical research, review article, case report,
brief report, letter to the editor, letter to the authors)
b)Manuscript category regarding the discipline of
medicine with which the content of the manuscript is
associated (e.g., cardiology, neurology etc.)

¢)The full title of the manuscript

d)The names of the author(s) (without titles or
qualifications)(Each author should have participated
sufficiently in the work to take public responsibility for
the content).

e)Affiliations of all the authors

f)Acknowledgement

g)The name and the full address of the corresponding
author (including phone, fax, and e-mail addresses)
Avoid any words or phrases in the blinded title-only
page, abstract, main text, references, tables, and figures
that could reveal the author’s identity.(Only the title
page could contain this type of information).

Blinded title-only page should be available that
includes only the title to be used for reviewer copies. A
running title should also be included on this page.
Papers of the manuscript should be numbered on the
lower right corner starting on this page.

Abstract
Abstracts should summarize the contents of the article
in 250 words or less. The abstract should be structured

in the following format: Objective, Materials and
methods, Results, Conclusion. When writing the
abstract, subtitles mentioned should be included (i.e.
Objective: The aim of this study is ....) At least four and
at most six key words should be provided following the
abstract for indexing with the use of MeSH terms.

There is no need for an abstract for case reports or brief
reports. On the other hand, review articles should
include an abstract focusing on the importance and
practical points of the review article.

Main Text

The text of the original articles should be divided into
sections with the headings: Introduction, Materials and
Methods, Results and Discussion and Conclusion. In the
“Materials and Methods” section, subheadings such as
Subjects, Testing procedures, Outcome measurements
and Statistical analyses are encouraged.

Other types of articles such as case reports, review
articles, or brief reports may include appropriate
subheadings.

Units of Measurement should be reported in the metric
system in terms of the International System of Units
(sh).

Only standard abbreviations should be used. The full
term for which an abbreviation stands should precede its
first use in the text.

References

Identify references in the text by numbers in
parentheses. References should be numbered in
alphabetical order. The titles of the journals should be
abbreviated according to the style used in the Index
Medicus. Include all authors in the references if there
are six or less authors; if there are more than six authors,
write “et al.” after the sixth author. Authors bear
complete responsibility for the accuracy of the
references.

Examples of references:

Articles in Journals:

Leibel RL, Rosenbaum M, Hirsch J. Changes in energy
expenditure resulting from altered body weight. N Engl
J Med 1995;332:621- 8.

Complete books:

Armitage P, Berry G. Statistical Methods in Medical
Research, Blackwell Scientific Publications. Oxford,
UK, 2nd ed., 1987;3 -10.
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Information for authors

Chapter of a book:

Bjérnotorp P. The role of adipose tissue in human
obesity. In: Greenwood MRC (ed). Obesity. Churchill
Livingstone. New York, USA, 2nd ed., 1983;124-38.
Online publications:

Milan AM, Sugars RV, Embery G, Waddington RJ.
Modulation of collagen fibrillogenesis by dentinal
proteoglycans. Calcif Tissue Int, DOI:10.1007/s00223-
004-0033-0, November 4, 2004.

Tables, figures, and pictures should each be typed on
a separate sheet. They should be numbered
consecutively in the order of appearance in the text.
Figures should be professionally drawn. Figures,
image/photos must be uploaded to the system as
seperate .jpg files (300dpi resolution) to provide a clear
print

Galley proofs and proof-reading

Galley proofs will be sent to the corresponding author
for proof reading. The galley proofs should be returned
to the Editor within three days.

Check list for the submission of the manuscripts:
Copyright transfer aggreement (signed by all authors)
Cover letter addressing the Editor

Title page

Blinded title-only page (Page numbers starting on this
page)

Manuscripts may be rejected without review on the
basis of lack of conformity to stated standards of
preparation of manuscripts.

Reprints
Reprints are not sent to the authors

Mailing address:

Istanbul Tip Fakiiltesi Dergisi (Journal of Istanbul
Faculty of Medicine), Editorial Office,

Istanbul University, Istanbul Faculty of Medicine,
Publishing Office, Capa, 34390, Istanbul, TURKEY
itfdergisi@istanbul.edu.tr
http://www.journals.istanbul.edu.tr/iuitfd
http://dergipark.ulakbim.gov.tr/iuitfd

Spelling rules of Journal of Istanbul Faculty of
Medicine is prepared based on International Committee
of Medical Journal Editors- April2010
(www.icmje.org).

The policy of the Journal of Istanbul Faculty of
Medicine is based on International Committee of
Medical Journal Editors: Uniform requirements for
manuscripts submitted to biomedical journals-April
2010 (www.icmje.org)

Thankyou.
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SHOULD ANGIOGRAPHY BE ROUTINELY EMPLOYED IN HIGH GRADE LIVER
INJURIES UNDERGOING DAMAGE CONTROL SURGERY?

HASAR KONTROL CERRAHISTI SONRASI ANJIYOGRAFI
RUTIN OLARAK YAPILMALI MIDIR?

Beyza OZCINAR*, Hakan T. YANAR*, Emre SIVRIKOZ, Fatih YANAR*, Inang S.
SARICI*, Adem UCAR**, Kayithan GUNAY*, Recep GULOGLU%*,
Cemalettin ERTEKIN*, Mehmet KURTOGLU*

OZET

Giris: Karaciger travmalarina yaklasim klinik takipten hasar kontrol cerrahisine kadar degisiklik gostermektedir. Bu
galismanin amaci, hasar kontrol cerrahisi uygulanan hastalara anjiyografi rutin olarak yapilmali midir yoksa depacking
sonrasi kanama olursa yapilmak tizere beklenilmeli midir sorusuna cevap aramaktir.

Method: Ocak 2000 ve Aralik 2010 tarihleri arasinda kiint veya penetran karaciger yaralanmasi tanisi ile klinigimize
basvuran ve hasar kontrol cerrahisi uygulanan hastalar ¢aligmaya dahil edilmistir. Hastalarin demografik verileri,
travma mekanizmasi, sok durumu, injury severity skoru (ISS), karaciger yaralanma derecesi, eslik eden yaralanmalar,
anjiyoembolizasyon, hastane yatis siiresi, depacking zamani ve mortalite bilgileri kayit altina alinmistir.

Sonuglar: Caligmaya 513 karaciger yaralanmasi olan hasta dahil edilmistir. Bu hastalardan 60’ina hasar kontrol
cerrahisi uygulanmigtir. Yirmibir hastaya anjiyoembolizasyon yapilmigtir. Yiiksek ISS ile iliskili olarak sok durumu
(p=0.009) ve eslik eden organ yaralanmalar1 (p<0.001) anlamli bulunmustur. En sik eslik eden yaralanma ekstremite
yaralanmalari olup, anjiyoembolizasyon yapilan grupta mortalite oran1 % 19, anjiyoembolizasyon yapilmayan grupta %
14 olarak saptanmustir (p=0.369).

Tartisgma: Hasar kontrol cerrahisi sonrast karaciger yaralanmalarinin ¢ogunda anjiyoembolizasyon yapilmasi
gerekmemistir. Anjiyoembolizasyon depacking sonrasi kanamasi devam eden olgular i¢in saklanmalidir.

Anahtar kelimeler: Anjiyografi; embolizasyon; travma; packing.

ABSTRACT

Objective: The management of traumatic liver injuries involves various strategies ranging from observation to
operative intervention and includes various options such as angiography and/or damage-control surgery. In this study,
we aimed to clarify whether routine angiography is necessary or can be reserved for selected patients with persistent
bleeding after depacking.

Methods: During the 11-year period from January 2000 to December 2010 all patients with blunt or penetrating trauma
who sustained a liver injury and underwent a damage control laparotomy in our institution were retrospectively
reviewed. Following variables were extracted from patient charts: demographics, the mechanism of injury, shock status,
Injury Severity Score, liver injury grades, associated injuries, angioembolization, duration of hospitalisation, time to
depacking, mortality. Angioembolization.was performed when persistent bleeding was encountered after depacking.
Results: A total of 513 patients with hepatic injury were admitted during the study period. Damage control surgery was
undertaken in 60 patients, of whom 21 patients underwent angioembolization. The factors associated with a high Injury
Severity Score were admission in shock status (p=0.009) and associated organ injuries (p<0.001). Extremity injury was
the most commonly encountered associated injury (n=15, 25.0%). In the damage control surgery group, mortality was
not significantly different between angioembolization (n=4, 19%) and non-angioembolization (n=14, 33%) groups
(p=0.369).

Conclusion: The most patients with abdominal packing after liver trauma may not require routine angiography.
Angioembolization may be used selectively in patients with persistent bleeding after depacking.

Key words: Angiography; embolisation; trauma; packing
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Angiography after damage control surgery

INTRODUCTION

The management of liver injuries involves various
strategies ranging from observation to operative
intervention and includes various options such as
angiography, and damage-control surgery (1,2). The
incorporation of interventional radiologic techniques,
particularly angioembolization (AE), represents a
logical extension of modern damage control techniques
(3-5). Before 90’s mortality rates of complex hepatic
trauma varied between 30-60%, which currently
decreased as far as 10-15% (4-8).

In a small series, the successful use of AE was
documented in 75% of patients after damage-control
surgery with a large number of subsequent liver-related
complications (6). In this study, we aimed to clarify if
hepatic angiography is always necessary before
depacking or could be reserved for selected patients
undergoing hepatic packing during a damage control
surgery.

METHODS

After obtaining institutional review board approval, all
patients admitted to Trauma and Emergency Surgery
Service, Istanbul School of Medicine, Istanbul
University during the 11-year period from January 2000
to December 2010 with blunt or penetrating trauma
undergoing a damage control laparotomy were reviewed
retrospectively.

Following variables were extracted from chart review:
demographics, the mechanism of injury, shock status,
Injury Severity Score (ISS), associated injuries,
angioembolization, hospital length of stay, time to
depacking. The severity of the liver injury was graded
according to the guidelines published by the Organ
Injury Scaling Committee of the American Association
for the Surgery of Trauma on the basis of computed
tomography (CT) scan or operative findings (9).

All patients were followed up in the Intensive Care Unit
post-operatively and underwent contrast enhanced spiral
CT scan before angiography. CT scans were obtained
using the high speed helical scanner after administration
of intravenous contrast and 5-mm axial plans were
obtained from the lower chest through the pelvis.
Patients with contrast extravasation were taken to the
interventional radiology suite immediately. AE was
performed either with Gelfoam or stainless steel coils.
All patients were taken to the operating room for
depacking after 24-72 hours unless they developed
hypothermia, acidosis, or coagulopathy. When surgical
control of bleeding was not achievable after depacking,
repacking is performed and the patient was taken to the
interventional radiology suite.

Angiography-related complications (groin hematoma,
pseudoaneurysm/fistula at cannulation site, and contrast
related acute renal failure), liver-related complications
(delayed liver hemorrhage, bile leakage, biloma, hepatic
necrosis, intrahepatic abscess, and perihepatic abscess),
and thoracic complications (pleural effusion, acute
respiratory distress syndrome) were reviewed.
Comparisons of patient characteristics were performed
using Mann-Whitney-U test for continuous variables
and x* analysis for categorical variables using a

commercially available statistics software package
(SPSS, Version 12.0, Chicago, IL). A p value <0.05 was
considered statistically significant.

RESULTS

A total of 513 patients with hepatic injury were
admitted to Trauma and Emergency Medicine Service
during the study period; 370 patients were managed
conservatively, 83 patients were treated with definitive
repair (primary suture repair, segmental liver resection,
homeostasis with argon or topical agent), and 60
patients were treated with damage control surgery
(abdominal packing).

There were 52 men and 8 women with a median age of
24 years (3-55 years). The median depacking time was 2
(0-3) days, the median duration in hospital was 15.5 (1-
60) days. The median Injury Severity Score (ISS) was
25.5 (18-43). The mechanism of injury was blunt
trauma in 34 (56.7%) and penetrating trauma as a gun-
shot injury in 12 (46.2%), stab wound injury in 14
(53.8%).

The median ISS was 25 (18-43) in patients with blunt
trauma and 21.5 (18-41) in patients with penetrating
trauma (p=0.230). Twenty-one out of 60 patients
underwent angiography, and in all cases either hepatic
arterial or portal venous injuries were detected and
angio-embolized (Figure 1).

There were 4 patients with grade 3 and 17 patients with
grade 4 liver injury in the AE group (Table 1). The
median ISS in AE group was 18 (18-43). In the AE
group, 13 patients had sustained blunt trauma, and 8
patients penetrating trauma (p=0.333).

Left hepatic artery embolization was performed in 5
patients; right hepatic artery embolization in 2 patients;
right portal vein embolization in 2 patients; and hepatic
artery distal branch embolization in 12 patients. The
only predictor of angiography was an associated other
organ injury (p=0.029). Age, type of trauma (blunt vs
penetrating), and shock status were not related to AE
(p=0.695, p=0.333, and p=0.718, respectively).

Pleural effusion was the most common complication
(n=11, 18.3%). One patient developed biliary fistula and
one patient developed hemobilia, both were treated with
endoscopic retrograde cholangio-pancreatography. In
cases treated with right hepatic artery embolization, a
cholecystectomy was performed.

Mortality occurred in 17 patients (28.3%) with a median
age of 24.5 (4-55) years. All were admitted with shock
(systolic blood pressure < 90 mm Hg) and median
length of stay was 0 (0-11) days. The median ISS was
21 (18-43). In the mortality group, blunt trauma was
significantly more frequent as compared to penetrating
trauma (p=0.028). Mortality was not significantly
different between AE (n=4, 19%) vs non-AE (n=14,
33%) groups (p=0.369).

The factors associated with a high ISS were: admission
with a shock status (p=0.009) and an associated organ
injury (p<0.001). Age (p=0.506) and type of injury
(penetrating versus blunt) (p=0.230) were not related to
high ISS. Extremity injury was the most common
associated injury (n=15, 25.0%) (Table 2).
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Damage Control Surgery
60 patients
perihepatic packing

Angiography
21 (35.0%)

Dead
4 (19%)

Alive
17 (81%)

Figure 1. Damage control surgery

Table 1. Grades of liver injuries.

Grades of liver injury
Grade 2

Grade 3

Grade 4

Table 2. Associated injuries
Associated injuries
Extremity fractures
Head trauma

Hollow visceral injury
Chest trauma

Major vessel injury
Pelvic fracture

Spleen injury
Pancreas injury
Diaphragm injury
Urinary bladder injury
Vena cava injury

DISCUSSION

Non-operative management of hepatic injuries has
become a treatment of choice in stable patients when
other indications for exploratory laparotomy are
excluded (10-15). However, a management plan
involving a multimodal surgical strategy is essential.
Mohr et al. reported a 58% morbidity rate for AE
performed due to severe hepatic trauma (7).
Exsanguinating ~ abdominal  and  retroperitoneal

Angioembolization

No angiography
39 (65.0%)

Dead
13 (33%)

Alive
26 (67%)

No Angioembolization

0 7
4 17
17 15
Number of patients %
15 25
8 13.3
10 16.7
16 26.7
4 6.7
2 3.3
6 10.0
2 3.3
2 3.3
1 1.7
1 1.7

hemorrhage is potentially lethal when associated with
coagulopathy, hypothermia and acidosis. Temporary
abdominal packing is a lifesaving procedure; and allows
a surgical control of bleeding and provides a valuable
time for recovery in the ICU before the definitive
surgical repair (16, 17). In the study of Stylianos et al.,
22 of patients with refractory hemorrhage were treated
with abdominal packing with an 18% mortality rate
(16).
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Patients undergoing damage control laparotomy require
intensive and aggressive resuscitation and may require
additional procedures to control bleeding. Ongoing
bleeding after damage control laparotomy remains a
most challenging problem. In the postoperative period,
it is often difficult to differentiate active hemorrhage of
parenchymal vessels from non-mechanical,
coagulopathic bleeding. Patients with severe liver
trauma have a high risk of arterial bleeding deep from
liver, and after packing an additional angiographic
procedure may be required (17, 18). The rationale for
angiography is to detect and eliminate a ruptured
intrahepatic hematoma due to bleeding branches of
hepatic artery (18). Johnson et al. revealed this in their
series of 19/37 patients with packing, 9 of whom
underwent angiography, and their therapeutic liver
angiography rate was 75% (6). AE as an adjunct may
decrease the mortality in severe liver trauma (6, 18).
Richardson and colleagues attributed improved survival
to several factors. Significant contributors included
earlier use of hepatic packing and increasing use of
angiographic embolization for arterial bleeding (19).
Asensio et al. considered early postoperative
angiography and angioembolization as an integral part
of the approach to the management of these patients.
They reported mortality rates as low as 8-22% for grade

IV and V hepatic trauma (5).
Duane et al. compared patients who underwent surgical
treatment alone with patients who underwent

angiography alone, and reported that angiography was
associated with longer intensive care unit (ICU) stay
and higher mortality (20). We performed angiography
when bleeding persisted after depacking. In these
circumstances, re-packing was performed and
angiography  was  performed, with  adjunctive
embolization whenever necessary. Hagiwara et al.
reported that in 612 patients with blunt abdominal
trauma, CT scan revealed grade 3-5 liver injuries in 51
patients, who subsequently underwent angiography.
They demonstrated a 30% mortality rate in patients who
underwent angiography as opposed to 65% mortality in
those without angiography (4).

In the literature, the timing of angiography in the
management of severe liver trauma is controversial.
According to Johnson et al, severe hepatic injury, of
AAST grade IV or more, is an indication for immediate
postoperative angiography (21). Our data showed that
angiography after initial damage control surgery may
not always be needed. In 39 out of 60 patients, no
further bleeding was detected after depacking and
angiography was not performed. In the damage control
surgery group, mortality was not significantly different
between AE (n=4, 19%) vs non-AE (n=14, 33%) groups
(p=0.369). On the other hand, if bleeding persisted after
depacking, angiography was a lifesaving adjunct, since
all patients required a subsequent embolization.

CONCLUSION

Non-operative management of hepatic injuries has
become a treatment of choice in stable patients when
other indications for exploratory laparotomy are
excluded. In the damage control surgery setting,

angioembolization may be used selectively in patients
with persistent bleeding after depacking.
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TURKIYE’DE URINER INKONTINANS iLE ILGILI DUSUNCE VE TUTUMLAR

THOUGHTS AND ATTITUDES TOWARD URINARY INCONTINENCE
IN TURKEY

Funda GUNGOR UGURLUCAN*, Cihan COMBA*, Sebnem EMEGIL*,
Onay YALCIN*

OZET

Amagc: Calismamizin amaci Tiirkiye’de iiriner inkontinans ile ilgili diisiince ve tutumlari ortaya koymaktir.

Gereg ve Yoéntem: Calismaya, Istanbul Fatih ilcesinde rastgele segilen, onay veren ve anket doldurtulan 150 kisi dahil
edilmistir. Katilimcilara Uriner inkontinans Davrams Skalasi (Urinary Incontinence Attitude Scale) doldurulmustur.
Uriner Inkontinans Davranis Skalasi (Urinary Incontinence Attitude Scale), Ingilizce’ye hakim 3 ¢evirmen tarafindan
Tirkce’ye gevrilerek gegerlik ve giivenirligi yapilmig, Cronbach alfa degeri 0.72 saptanmustir.

Bulgular: 122 kisi anketi tam olarak doldurmustur. Yas ortalamasi 35.5 & 10.8’dir. Katilimcilarin 79’u (%64.8) kadin,
43711 (%35.2) erkektir; 57’si (%46.7) evli, 65’1 (%53.5) bekardir. 11 (%9.0) ilkokul, 4 (%3.3) ortaokul, 21 (%17.2) lise,
86 (%70.5) {iniversite mezunu saptanmistir. Katilimecilarin  %49.2°si ilk {iriner inkontinans semptomlarinin
Onemsenmeyebilecedini, %41.8’i idrar kagirma iizerine konusmanin utang verici ve zor oldugunu, %88.5’i idrar
kagirmanin dnlenebilecegini, %57’si saglik sorunlar1 arasinda idrar sorunlarinin sorgulanmasi ve bildirilmesi gerektigini
diistinmektedir. Ayrica %86.8’1 idrar kagirmanin sosyal hayati olumsuz yonde etkiledigini, %95.1°1 idrar kagirmanin
Ustesinden gelinebilecegini diisinmektedir. Kadin ve erkek katilimecilarin  verdikleri yanmitlar ayr1  ayn
degerlendirildiginde istatistiksel olarak anlamli fark saptanmistir. Soru 2’de kadnlar daha yuksek oranda idrar
kagirmanin utang verici olmadigimi diigiinmektedir. Soru 10°da, erkekler daha yiiksek oranda idrar kagirmanin asap
bozucu oldugunu diisiinmektedir. Soru 11°de kadmlar daha yiiksek oranda, saglik sorunlar1 degerlendirilirken idrar ile
ilgili sikintilarin bildirilmesi gerektigini belirtmistir.

Sonug: Calismamizda, katilimecilarin ¢ogunlugu idrar kagirmanin bir sorun oldugunu, tedavi edilebilecegini,
onlenebilecegini; ancak idrar kagirma tizerinde konugmanin utang verici olabilecegini ve saglik sorunlari sorgulanirken
idrar kagirma sikayetlerinin de sorgulanmasi gerektigini diisiinmektedir.

Anahtar Kelimeler: Uriner inkontinans; inkontinans

ABSTRACT

Objective: Our aim is to evaluate the thoughts and attitudes toward urinary incontinence in Turkey.

Material and Methods: Randomly chosen 150 people who filled out the questionnaire in Istanbul Fatih area were
included in the study. The participants filled out the ‘Urinary Incontinence Attitude Scale’. Urinary Incontinence
Attitude Scale was translated into Turkish by 3 translators and validated (Cronbach’s alpha=0.72).

Results: 122 participants filled out the questionnaire completely. Mean age was 35.5 + 10.8. Seventy-nine (64.8%) of
the participants were females, 43 (35.2%) males; 57 (46.7%) married and 65 (53.5%) single. Education level of the 11
(9.0%) participants was elementary school, 4 (3.3%) middle school, 21 (17.2%) high school and 86 (70.5%) university.
The participants thought that the initial onset of involuntary urine loss could be ignored (49.2%), it would be hard to
talk about urinary incontinence due to embarrassment (41.8%), it could be prevented (88.5%), any urinary problem
should be assessed and reported when health problems are assessed (57%), had an adverse effect on quality of life
(86.8%) and it is manageable (95.1%). When the responses of female and male participants were evaluated separately,
there were significant differences in the responses. In question 2, significantly more female participants thought that
talking about urinary incontinence was not embarrassing. In question 10, significantly more male participants thought
that urinary incontinence was annoying. In question 11, significantly more female participants thought that any urinary
problem should be assessed and reported when health problems were assessed.
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Urinary incontinence

Conclusion: In our study, the majority of the participants thought that urinary incontinence is a problem and could be
treated and prevented; but it would be embarrassing to talk about urinary incontinence and urinary symptoms should be

evaluated when other health issues were assessed.
Keywords: Urinary incontinence; Incontinence

GIRiS

Uriner inkontinans, Uluslararast Kontinans Dernegi
(International Continence Society (ICS)) tarafindan her
tirlii idrar tutamama ya da istem dis1 idrar akmasi
seklinde tamimlanmustir  (1).  Uriner  inkontinans,
diinyada kadinlarin tiigte birini, 60 yas iizerindeki
erkeklerin ise yaklasik %20’sini etkilemektedir (2).
Tirkiye’de yapilan prevalans ¢aligmalarinda {iriner
inkontinans goriilme sikligit 15-70 yas ve {izeri
kadinlarda %20.5-68.8 olarak bildirilmektedir (3, 4, 5,
6, 7,8, 9,10).

Uriner inkontinans, kiside psikolojik problemlere,
sosyal izolasyona neden olmakta, dolayisiyla hayat
kalitesini  olumsuz  etkilemektedir ~ (11).  Uriner
inkontinans yasayan kisilerde utang duygusu 6n plana
¢ikmakta, Ozgiivenlerinde anlamli derecede azalma
gorilmekte, kendilerini daha az cekici bulmakta ve
diger insanlarla iletisimden kaginmaktadirlar (12). Bu
kisiler evden disari ¢ikmaktan kaginmakta ve toplu
tasima araclarini kullanmak istememektedir. Uriner
inkontinansin toplumda saklanmasi, kisilerin fiziksel
durumlar1 ve hayat kaliteleri olumsuz etkilenmesine
ragmen yardim almamalarina neden olmaktadir.
Toplumun iiriner inkontinans ile diisiince ve
tutumlarinin belirlenmesi, toplumda {iriner inkontinans
sorunlarina yaklagimi degistirebilir. Ayrica, toplum,
Uriner inkontinans ve tedavisi konusunda bilinglendikge,
yardim alan hasta popiilasyonu artacaktir.

Bu ¢aligma, Tiirkiye’de iriner inkontinans ile ilgili
bilgi, diisiince ve tutumlarmin ortaya konulmasi
amactyla  yapilmustir.  Saglikli  kisilerin  {iriner
inkontinansa yaklagiminin belirlenebilmesi i¢in, saglikl
kisilerde {iriner inkontinans ile ilgili diislince ve
tutumlar1 saptamak icin dizayn edilmis olan Uriner
Inkontinans Davramis Skalas1 (Urinary Incontinence
Attitude Scale) kullanilmustir (13).

GEREC VE YONTEM

Calisma, Istanbul Fatih ilgesinde rastgele segilen 150
denek {izerinde yapilmistir. Calismaya dahil olma
kriterleri 18 yasin {lizerinde olmak ve sorulan sorular
dogru anlayabilmektir. Calisma dist birakilma kriterleri
arasinda demans veya norolojik hastaliklar gibi sorulari
dogru cevap vermeyi engelleyecek durumlar yer
almaktadir. Arastirma oncesinde kurumdan yazili izin
ve arastirmaya katilan kigilerden ise sdzel izinleri
almmustir. Kisilerin verdikleri bilgilerin gizli kalacag
belirtilmigtir. Segilen 150 denegin 122’si anket
sorularmin timiinii yanitlamig ve c¢alismaya dahil
edilmistir.

Anket olarak Uriner Inkontinans Davramis Skalasi
(Urinary Incontinence Attitude Scale), Ingilizce’ye
hakim, 2’si kadin hastaliklar1 ve dogum uzmani olan 3

¢evirmen tarafindan Tiirkge‘ye ¢evrilerek kullanilmistir
(13). Uriner Inkontinans Davrams Skalasi, iiriner
inkontinansa kargi tutumu O&lgen 15 maddelik bir
ankettir. Olgek 7 pozitif soru (Soru 5, 8,9,11,13,14,15)
ile 8 negatif sorudan (1,2,3,4,6,7,10,12) olusmaktadir.
Soru 1-4 alt iiriner sistem semptomlarina kars1 tutumu,
Soru 5 diriner inkontinansin ©nlenmesi hakkindaki
tutumu, Soru 6-10 tedavi konusundaki tutumu ve Soru
11-15 driner inkontinansa yaklasim konusundaki tutumu
Olcmektedir (Tablo 2). Her soru 4 secenek Uzerinden
degerlendirilmektedir: 1- Kesinlikle katilmiyorum, 2-
Katilmiyorum, 3-  Katiliyorum, 4-  Kesinlikle
katiltyorum. Total skor negatif sorularin ters kodlanmasi
ve tlim sorularin yanitlarinin toplanmasi ile elde
edilmektedir. Toplam skor 15 ile 60 arasinda
degismektedir; pozitif yaklagimlar yiiksek puanlar ile
Olcilmektedir. Anketin Turkce tercimesinin gecerlik
giivenirligi, Cronbach alfa degeri 0.72 saptanarak
saglanmustir.

Istatistiksel analiz i¢in IBM igin SPSS Paket Programi
versiyon 21.0 kullanilmigtir. Veriler ortalama + standart
sapma ve yizde seklinde verilmistir. Kadmnlarin ve
erkeklerin verdikleri cevaplar arasindaki farkliliklar
Fischer exact testi ve chi-kare testi kullanilarak
degerlendirilmistir. p degeri <0.05 istatistiksel olarak
anlamli kabul edilmistir.

BULGULAR

Caligmaya katilan 150 kisi arasindan 122 kisi anketi tam
olarak doldurmustur. Kisilerin o6zellikleri Tablo 1’de
verilmistir. Yas ortalamasit 35.5 £ 10.8’di. Kisilerin 79’u
(%64.8) kadin, 43’0 (%35.2) erkekti. Katilimcilarin
medeni hali degerlendirildiginde, 57 kisi (%46.7) evli,
65 kisi (%53.5) bekardir. 11 kisi (%9.0) ilkokul
mezunu, 4 kisi (%3.3) ortaokul mezunu, 21 kisi (%17.2)
lise mezunu, 86 kisi (%70.5) tiniversite mezunudur.
Katilimcilarin sorulara verdikleri cevaplar detayli olarak
Tablo 2’de belirtilmistir. Katilimcilarin %49.2°si, ilk
zamanlarda yasanan idrar kagirmanin
onemsenmeyebilecegini, %41.8’1 utang verici bir konu
oldugundan, idrar kagirma iizerine konusmanin zor
oldugunu diisiinmektedir. Katilimeilarin %89.3°1 idrar
kagirmanin ayip oldugunu diisinmemektedir. Kisilerin
yalnizca %9.8’1 idrar kagirmanin kisinin kendi sugu
oldugunu diisiiniirken, %88.5’1 ise idrar kacirmanin

engellenebilecegini  diigiinmektedir. ~ Katilimcilarin
%91.8’1 idrar kagirmanmin 6nemsenmesi gereken bir
sorun oldugunu ve %88.5’i idrar kagirmanin

iyilestirilebilecegini diistinmektedir. Kisilerin %57 si
saglik sorunlari arasinda idrar sorunlarinin sorgulanmasi
ve bildirilmesi gerektigini belirtmistir. Ayrica %86.8’i
idrar kacirmanin sosyal hayatt olumsuz yoénde
etkiledigini diigiiniirken, %95.1°1 idrar kagirmanin
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iistesinden gelinebilecegini belirtmistir.

Kadin ve erkek katilimcilarin verdikleri yanitlar ayri
ayr1 degerlendirildiginde Soru 2, Soru 10 ve Soru 11°de
istatistiksel olarak anlamli fark saptandi (Tablo 3). Soru
2’de idrar kag¢irmanin utang verici olup olmadig:
soruldugunda, kadmlarin %68.3’ii  katilmadiklarini
belirtirken,  erkeklerin  %39.5’1  katilmadiklarim
belirtmistir. Soru 10°da idrar kagirmanin asap bozucu

Tablo 2: Uriner inkontinans Davrams Skalasi

Sorular Kesinlikle
Katilmyorum

1.1lk zamanlarda yasanan birkag 25 (%20.5)
idrar kacirma gormezden
gelinebilir
2.Idrar kagirma iizerine konusmak 31 (%25.4)
zordur, cUnkd utang verici bir
konudur
3.1drar kagirma ayiptir 61 (%50.0)
4.drar kagirma olmasi  kiginin 78 (%63.9)
kendi sugudur
5.1drar kagirma 6nlenebilir 3 (%2.5)
6.Idrar kagirma i¢in ameliyat 18(% 14.8)
yaghilar igin gerekli ve givenli
degildir
7.1drar  kagirma  bir  tedavi 62 (% 50.8)

uygulamasi i¢in yeterince Onemli
bir sorun degildir

8.Idrar kacirma etkili bir sekilde -

iyilestirilebilir

9.1drar kacirma ilaglarla iyilesebilir 5 (%4.1)
10.1drar kagirma ile ugrasmak asap 4 (% 3.3)
bozucudur

11. Bir hastanin saglik sorunlar 3 (% 25)
degerlendirilirken mutlaka idrar ile

ilgili sikintilar da bildirilmelidir

12.1drar kagirma ile ugrasmak 9(%7.4)
zaman alicidir

13.1drar kacirma ile basa cikarken 3 (% 2.5)
aile destegi ¢cok dnemlidir

14.Idrar  kagirmamin  {istesinden 2 (% 1.6)
gelinebilir

15.1drar kagirma sosyal hayati 9(%7.4)

etkileyen bir engeldir

olup olmadigi degerlendirildiginde, kadinlarin %59.5’1
katildiklarimi, erkeklerin ise %79.1°1 katildiklarini
belirtmistir. Soru 11°de ise ‘bir hastanin saglik sorunlar1
degerlendirilirken mutlaka idrar ile ilgili sikintilar da

bildirilmelidir’  diisiincesi soruldugunda, kadinlarin
%97.4’4  katildiklarini,  erkeklerin  ise = %79.1°i
katildiklarini belirtmistir.
Kesinlikle
Katilmiyorum Katilryorum Kathyorum
37 (%30.3) 47 (%38.5) 13 (%10.7)
40 (%32.8) 39 (%32.0) 12 (%9.8)
48 (%39.3) 7 (%5.7) 6 (% 4.9)
32 (%26.2) 6 (% 4.9) 6 (%4.9)
11 (%9) 75 (% 61.5) 33 (% 27.0)
74 (% 60.7) 23 (% 18.9) 7(%5.7)
50 (%41.0) 5% 4.1) 5% 4.1)

13 (% 10.7) 73 (%59.8) 36 (% 29.5)

27 (% 22.1) 78 (% 63.9) 12 (% 9.8)

37 (% 30.3) 50 (% 41.0) 31 (% 25.4)

8 (% 6.6) 57(% 46.7) 54 (% 44.3)

28 (% 23.0) 61 (% 50.0) 24 (% 19.7)

14 (% 11.5) 55 (% 45.1) 50 (% 41.0)

4 (%3.3) 64 (% 52.5) 52 (% 42.6)

7 (%5.7) 58 (% 47.5) 48 (% 39.3)
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Tablo 1: Arastirmaya katilan Kisilerin 6zellikleri

Yas
Cinsiyet
Kadin

Erkek
Medeni Hali
Evli

Bekar

Dul
Ogrenim Durumu
flkokul
Ortaokul
Lise

Universite

35.5+10.8

79 (%64.8)
43 (%35.2)

57 (%46.7)
64 (%52.7)
1 (%0.8)

11 (% 9.0)
4 (%3.3)

21 (%17.2)
86 (%70.5)

Tablo 3: Kadinlar ve erkeklerin cevaplar: arasinda 2, 10 ve 11. sorularda istatistiksel olarak anlamh fark

bulunmustur. Bu tabloda degerlendirilmistir.

Soru 2. Idrar kagirma iizerine
konusmak zordur, ¢iinkii utang Katilmiyorum

verici bir konudur Katiliyorum

Kesinlikle katilmiyorum

Kesinlikle katiliyorum

Soru 10. idrar kacirma ile
ugrasmak asap bozucudur Katilmiyorum

Katiliyorum

Kesinlikle katilmiyorum

Kesinlikle katiliyorum

Soru 11. Bir hastanin saglik
sorunlar1 degerlendirilirken Katilmiyorum

mutlaka idrar ile ilgili sikintilar da ~ Katiliyorum

Kesinlikle katilmiyorum

bildirilmelidir Kesinlikle katiliyorum
TARTISMA
Caligmamizda, katilimeilarin = ¢ogunlugunun  riner

inkontinansin tedavi ile diizeltilebilecek, hayat kalitesini
olumsuz etkileyen bir durum oldugunu disiindiigi
saptanmuigtir.

Katilimeilarin  yarisindan  fazlasi saglik taramalar
esnasinda {iriner inkontinansin sorgulanmasi gerektigini
diisiinmektedir. ~ Uriner  inkontinansin  gizlenmesi
gereken bir durum olarak goriilmesi kisilerin yardim
almalarin1 engelleyebilir. Uriner inkontinansin aktif
olarak sorgulanmasi, iriner inkontinans yasayan
kigilerin yardim almalarini desteklemektedir. Pekin’de
yagsayan 675 kisi arasinda yapilan bir ¢alismada,
kisilerin  %92.6’s1  iriner inkontinans  sikayetini

Kadin Erkek P
(n=79) (n=43)

22 (%27.8) 9 (%20.9) 0,019
32 (%40.5) 8 (%18.6)

19 (%24.1) 20 (%46.5)

6 (%7.6) 6 (%14.0)

3 (%3.8) 1 (%2.3) 0.012
29 (%36.7) 8 (%18.6)

32 (%40.5) 18 (%41.9)

15 (%19.0) 16 (%37.2)

1(%1.3) 2 (%4.7) 0.001
1(%1.3) 7 (%16.3)

31 (%39.2) 26 (%60.5)

46 (%58.2) 8 (%18.6)

gizlemekte ve tedavi almamaktadir (14). Giiney Kore’de
yapilan toplum bazi bir ¢aligmada 500 katilimcinin
%23.8’inin iiriner inkontinans semptomlar1 saptanmustir.
Katilimecilarin = %89.37°si  eger iriner inkontinans
yasayacak olursa doktora bagvuracaklarini belirtmistir;
ancak {iriner inkontinans semptomlari olan kisilerin
yalnizca %59°u {iriner inkontinans sikayetlerini dile
getirmistir.  %79.7’si bu sorunlarin1 arkadaslariyla
paylasmisg;  ancak  %23.2’si  bir  profesyonele
basvurmugtur (15). Dolayistyla iiriner inkontinans
semptomlar1 yasayan kisiler bu sikayetlerini dile
getirmekten ¢ekinebilmektedir. Bizim ¢aligmamizda da
katilimcilarin yaklagik yaris1 ilk zamanlarda yasanan
idrar kagirmanin onemsenmeyebilecegini
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diisinmektedir. Uriner inkontinansin erken
donemlerinde, kisiler {iriner problemlerini profesyonel
yardim almadan ¢dzmeye calisabilmektedir. Uriner
inkontinans  sikayetlerini azaltmak icin, mesane
fonksiyonlarin1  diizeltmeye  calismaktadirlar. Bu
onlemler arasinda sik tuvalete gitmek ve sivi alimim
kisitlamak yer almaktadir (16,17).

Katilimeilarin = % 89.3’4  idrar kagirmanin  ayip
olmadigini ve % 86.8’i sosyal hayatt olumsuz
etkiledigini diisiinmektedir. Oysa iiriner inkontinans
yasayan kadinlarin bir kismi yagam kaliteleri olumsuz
etkilenmesine ragmen yardim almamaktadir. Yardim
almama nedenleri arasinda iiriner inkontinansi normal
ve yaslanmanin dogal bir sonucu olarak gormeleri,
tedavinin yararli olmayacagina inanmalari, kimden
yardim alacaklarini bilmemeleri, sorunlarin1 paylagmak
ile ilgili sikint1 yer almaktadir (18,19,20,21).
Katilimeilarin yanitlari cinsiyete gore
degerlendirildiginde Soru 2, Soru 10 ve Soru 11°de
istatistiksel olarak anlamli fark saptanmistir. Bu da
kadinlarmn  ve  erkeklerin  iriner  inkontinansa
yaklagimlarinda farklilik olabilecegini gostermektedir.
Daha yiiksek oranda kadin idrar kagirmanin ayip
olmadigint  diigiinmektedir. Ayn1 zamanda saglik
sorunlar1 degerlendirilirken idrar sikayetlerinin de aktif
olarak sorulmasi gerektigini diisiinen kadin oram
erkeklere gore daha yiiksektir. Buna karsin daha ytiksek
oranda erkek idrar kagirmanin asap bozucu oldugunu
diisinmektedir. Bunun nedeni toplumun, o6zellikle de
kadinlarin iiriner inkontinans agisindan daha bilingli
olmast ve kadinlarda iiriner inkontinans daha sik
gorildiigii icin farkindaligin daha yiiksek olmasi
olabilir.

Caligmamizin  en  o6nemli  kisitlayict  noktasi
katilimeilarin - %70.5’inin  iiniversite mezunu olmasi
nedeniyle toplumun genelini yansitmamasidir. Tiirkiye
Istatistik Kurumu’nun 2010 yilina ait Adrese Dayali
Niifus Kayit Sistemi verilerine gore 15 yas iistii niifusun
%9.2’si Universite mezunu veya yiksek lisans veya
doktora mezunudur (22). Bizim c¢aligmamizda
katilimcilarin yas ortalamasinin 35.5 4+ 10.8 olmasi
iniversite mezunu oranini arttirmaktadir.

SONUC

Uriner inkontinansin nedenleri ve tedavi segenekleri ile
ilgili yanlis inaniglar, hastalarin {riner inkontinans
problemlerine  yaklagimlarini  ve yardim alma
tutumlarmi etkilemektedir. Toplumun genel tutumunu
belirleyen daha genis c¢alismalar sayesinde, toplumun
uriner inkontinans konusunda bilinglenmesi
saglanabilir. Calismamizda, katilimcilarin ¢ogunlugu
idrar  kagirmanmm  bir sorun oldugunu, tedavi
edilebilecegini, onlenebilecegini; ancak idrar kagirma
iizerinde konusmanin utan¢ verici olabilecegini ve
saglik  sorunlart  sorgulanirken  idrar  kagirma
sikayetlerinin de sorgulanmasi gerektigini
diiginmektedir. Kadimnlar, erkeklere gore daha ylksek
oranda idrar kagirmanin utang verici olmadigini ve
saglik sorunlar1 degerlendirilirken idrar ile ilgili
sikintilarin  bildirilmesi gerektigini belirtmigtir. Daha
ylksek oranda erkek iiriner inkontinansin asap bozucu
oldugunu diisiinmektedir.
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Likert Olcegi’ne gore 4 puanh skorlama:

1=Kesinlikle Katilmryorum
2=Katilmiyorum
3=Katiliyorum
4=Kesinlikle Katiliyorum

1- Ilk zamanlarda yasanan birkag idrar kagirma gérmezden gelinebilir.

1 3 4
2- Idrar kacirma iizerine konusmak zordur ¢iinkii utang verici bir konudur.

1 2 3 4
3- Idrar kagirmak ayiptir.

1 2 3 4
4-  Idrar kagirmas: kisinin kendi sucudur.

1 2 3 4
5- Idrar kagirma 6nlenebilir.

1 2 3 4
6- Idrar kagirma icin ameliyat yaslilar icin gerekli ve giivenli degildir.

1 3 4
7- Idrar kagirma tedavi uygulanmasi igin yeterince énemli bir sorun degildir.

1 3 4
8- Idrar kagirmak etkili bir sekilde iyilestirilebilir.

1 2 3 4
9- Idrar kagirma ilaglarla diizelebilir.

1 2 3 4
10- Idrar kagirma ile ugragsmak asap bozucudur.

1 2 3 4
11- Bir hastanin saglik sorunlar1 degerlendirilirken mutlaka idrar ile ilgili sikintilar1 da bildirilmelidir.

1 2 3 4
12- Idrar kacirma ile ugrasmak bosuna zaman alicidir.

1 2 3 4
13- Idrar kacirma ile basa ¢ikarken aile destegi cok 6nemlidir.

1 2 3 4
14- Idrar kagirmanin iistesinden gelinebilir.

1 2 3 4
15- Idrar kagirma sosyal hayat: etkileyen bir engeldir.

1 2 3 4

Sekil 1: Uriner inkontinans Davrams Olgegi
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SYMPTOMATIC MIDDLE EAR AND CRANIAL SINUS BAROTRAUMAS AS A
COMPLICATION OF HYPERBARIC OXYGEN TREATMENT

HIPERBARIK OKSIJEN TEDAVISI KOMPLIKASYONU: SEMPTOMATIK ORTA KULAK
VE KRANYAL SINUS BAROTRAVMASI

Bengiisu MIRASOGLU*, Ashican CAKKALKURT*, Maide CIMSIT*

ABSTRACT

Objective: Hyperbaric oxygen therapy (HBOT) is applied for various diseases. It is generally considered safe but has
some benign complications and adverse effects. The most common complication is middle ear barotrauma. The aim of
this study was to collect data about middle ear and cranial sinus barotraumas in our department and to evaluate factors
affecting the occurrence of barotrauma.

Material and methods: Files of patients who had undergone hyperbaric oxygen therapy between June 1%, 2004, and
April 30", 2012, and HBOT log books for the same period were searched for barotraumas. Patients who were intubated
and unconscious were excluded. Data about demographics and medical history of conscious patients with barotrauma
(BT) were collected and evaluated retrospectively.

Results: It was found that over eight years and 23,645 sessions, 39 of a total 896 patients had BT; thus, the general BT
incidence of our department was 4.4%. The barotrauma incidence was significantly less in the multiplace chamber
(3.1% vs. 8.7%) where a health professional attended the therapies. Most barotraumas were seen during early sessions
and were generally mild. A significant accumulation according to treatment indications was not determined.
Conclusion: It was thought that the low barotrauma incidence was related to the slow compression rate as well as
training patients thoroughly and monitoring them carefully. It can be said that when applied in these conditions, HBOT
is safe for ears and cranial sinuses.

Key words: Hyperbaric oxygen; barotraumas; patient training.

OZET

Amag: Hiperbarik oksijen tedavisi (HBOT) genel olarak giivenli bir tedavi yontemidir ancak her ydntem gibi bazi
komplikasyonlar1 ve yan etkileri vardir. En sik goriilen komplikasyon orta kulak barotravmasidir. Tedavi
merkezimizdeki barotravma sikligini belirlemek ve ortaya ¢ikmasina neden olan faktorleri arastirmak iizere retrospektif
bir ¢aligma planlandi.

Gereg ve Yontem: Merkezimizde 1.06.2004 ve 30.04.2012 tarihleri arasinda HBOT alan hastalarin dosyalar1 ve ayni
doneme ait HBOT kayit defterleri barotravma agisindan tarandi. Barotravma gegcirdigi belirlenen hastalar saptandi.
Tedavi sirasinda entiibe ve bilinci kapali olan hastalar ¢alismadan dislandi. Hastalarin demografik bilgileri ile medikal
ozellikleri kaydedildi ve degerlendirildi.

Bulgular: Sekiz yilda 23.645 seans HBOT yapildig1 ve bu siirede tedavi edilen 896 hastanin 39’unda semptomatik
barotravma olustugu saptandi. Merkezimizdeki genel BT insidans1 %4,4 idi. Bir saglik gorevlisinin tedaviler sirasinda
hastalara eslik ettigi cok kisilik basing odalarinda barotravma insidansi (% 3,1) tek kisilik basing odasina (% 8,7) gore
anlamli sekilde daha azdi. Barotravmalarin pek ¢ogu hastalarin tedaviye ilk basladigi donemlerde olusmaktayd: ve
genel olarak hafif seyirliydi. HBO tedavisine alinma endikasyonu ile barotravma arasinda bir iligki izlenmedi.

Sonug: Yavas kompresyon hizi ile birlikte hastalarin tedavi oncesi egitilmesi ve tedavi sirasinda yakin gozlemin
barotravma olugma sikligini azalttig1 diigtiniildii. Bu kosullarda uygulandiginda HBO tedavisinin kranyal siniis ve orta
kulak barotravmalar1 agisindan giivenli oldugu s6ylenebilir.

Anahtar kelimeler: hiperbarik oksijen; barotravma; hasta egitimi

Date received/Dergiye geldigi tarih: 23.09.2016 — Date accepted/Dergiye kabul edildigi tarih: 15.11.2016
*Istanbul University, Istanbul Faculty of Medicine, Department of Underwater and Hyperbaric Medicine, Istanbul
(Corresponding author/iletisim kurulacak yazar: bengusu.mirasoglu@istanbul.edu.tr)

Istanbul Tip Fakiiltesi Dergisi Cilt / Volume: 79 * Sayt / Number: 4 « Yil/Year: 2016
147


http://dergipark.ulakbim.gov.tr/iuitfd

HBO komplikasyonu: Barotravma

INTRODUCTION

Hyperbaric oxygen therapy (HBOT) is a treatment
where patients breathe 100% oxygen at a pressure
higher than sea level. It is applied in sealed chambers,
which are either monoplace or multiplace. Its
mechanism depends on the increase in tissue
oxygenation after the rise of dissolved oxygen due to
higher pressure. HBOT is used as the actual or adjuvant
therapy for many diseases that have a hypoxic
component.

HBOT, which is generally considered as safe with
minor adverse effects such as transient myopia, can also
lead to complications like many other therapies. The
most frequent complication is barotrauma (BT).
Barotrauma is a pressure-related injury caused by non-
equalization of pressure between body cavities and with
environment pressure (1). Middle ear and cranial
sinuses are the structures most affected by pressure
changes; hence, not surprisingly, middle ear barotrauma
(MEB) is the most common event. Barotrauma
incidence ranges between 8 and 68.7% in previous
reports, but it is seen more frequently in unconscious
patients (2). Barotrauma symptoms include a feeling of
fullness in the ears, pain, hearing loss or vertigo,
depending on the level of injury. Objectively, BTs can
be evaluated by otoscopic examination and graded
according to Teed classification (1). Healing can take a
few hours or several weeks, again depending on the
injury. Very rarely, serious cases require surgery.

In our department, where many patients have been
treated and thousands of sessions performed since 1990,
data for complications other than the seizure rate due to
hyperoxygenation is limited (3). We conducted this
retrospective study in order to collect our own data, and
also to investigate the importance of pre-treatment
training, close monitoring, and slow compression.

MATERIAL AND METHODS

Treatment and applications

In our center, HBOT indications are adopted according
to the reimbursement by the Ministry of Health. In
Turkey, air trapping lesions of the lungs, severe cardiac
failure, and a history of untreated pneumothorax are
accepted as contraindications for hyperbaric oxygen. In
addition, upper respiratory infections are considered to
be relative contraindication; patients are not admitted to
the chamber until the infection subsides. The only
exception is in cases of emergencies such as gas
embolism, carbon monoxide intoxication, and gas
gangrene.

Before initial HBOT, every patient undergoes otoscopic
examination and is thoroughly informed and trained
about ear equalization by a doctor or a hyperbaric nurse.
All sessions are attended by a doctor or a nurse who
helps and instructs the patients to perform the necessary
maneuvers at the appropriate time during compression
and carefully monitors them. A chamber operator
watches the entire session via video cameras. If a patient
reports ear pain or discomfort during compression, the
compression is halted and pressure is decreased until the
discomfort relieves. Then the chamber is pressurized
again at a slower rate. If the pain persists despite two

attempts, the patient is taken out and examined again
with an otoscope. In case of necessity, systemic or nasal
decongestants may be prescribed and HBOT s
discontinued for one to five days. Prophylactic use of
these medications and routine myringotomy are not
approved in our practice.

Patient data

Data were collected with the help of the Information
Technologies (IT) department of Istanbul Faculty of
Medicine. Files of patients who had undergone
hyperbaric oxygen therapy between June 1%, 2004, and
April 30", 2012, and had HBOT log books for the same
period were searched for BTs.

Patients who reported ear or sinus pain or discomfort
and had to leave the chamber were considered to have
suffered BT. Positive findings with otoscopic
examination for middle ear BT and radiologic findings
for sinus BT were also recorded for these patients. From
the logbooks and files of these patients, age, sex,
diagnosis, treatment details, pre- and post-treatment
otoscopic examination findings, and factors that could
predispose for BT such as head/neck radiotherapy were
extracted. Patient distribution among the monoplace and
multiplace chambers and treatment protocols were
recorded. Also, symptoms regarding the ear or sinus
were searched, including information about the session
during which these occurred and the layover time.
MEBs were classified as mild, intermediate, or
advanced according to the symptoms and otoscopic
findings. Session interruption for 1-2 days or Grade 1 or
2 BT according to the Teed scale were classed as mild
BT, whereas an interruption for 3-5 days or Grade 3 BT
was considered an intermediate BT. Longer interruption
or higher grades were classified as severe BT.

Patients who had diving history, took HBO treatment
before, and who underwent more than fives sessions
were were defined as experienced patients.
Demographic data are expressed in means * standard
deviation and percentages where appropriate.
Categorized data are given in percentages. Statistical
analyses were performed using Medcalc® for Windows
(version 11.2.1.0). “N-1" Chi-square tests were used to
compare proportions. An ROC curve analysis was used
to evaluate the relation of BT occurrence with the
number of sessions. Significance was accepted in all
cases at p<0.05.

RESULTS

During the study period, 896 patients were treated in
23,645 sessions attended by a nurse or a doctor after
October 2008. Of these, 299 (33.4%) patients were
female and 597 (66.6%) were male. Two hundred eight
patients were treated in monoplace chambers and 688 in
a multiplace chamber. Detailed information about
chambers used and treatment protocols is presented in
Table 1.

It was found that 39 patients had BT; thus, the general
BT rate for our department was 4.4%. BT incidence was
3.5% for males and 6% for females. MEB was seen in
35 patients (14 females / 21 males), whereas sinus
barotrauma was seen in only 4 patients (3 females / 1
male). The average age of these patients was 45.1+18.1
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years (range, 7-75 years). There were no predisposing
factors for BT.

Patients with radionecrosis and avascular bone necrosis
were the major groups who experienced BT.

Table 1: Details of chambers and treatment protocols

Monoplace (Kurnichev®

Chamber BLKS-303 MK)
100% O, at 2.0ATA
Treatment protocol
60 min
Total time 80 minutes
Compression rate 1 m per min
Number of patients 177
treated (19.8%)

Distribution of all patients according to indications and
number of BTs seen in each are shown in Table 2.

Monoplace

Multiplace
(Sechrist®)

(Hypertech® Zyron)
3x 25 min 100% O, +2x5

100% O, at 2.0 ATA
min airbreak
60 min

2.4 ATA
80 minutes 115 minutes
1 m per min 1 m per min

31 688
(3.4%) (76.8%)

Table 2: General and barotrauma patient distrubution by indication (RAO: retinal artery occlusion, OM:
osteomyelitis, DCS: decompression sickness, ATI: acute traumatic ischemia [crush, compartment, risky flaps,
graft], NSTI: necrotizing soft tissue infections) The Non-healing wound category comprises diabetic, vascular,

vasculitic, and all other chronic ulcers.

Indication Patients (n)
Non-healing wound 319
Sudden hearing loss 121

Chronic OM 85

RAO 67
Radionecrosis 67
Avascular necrosis 47

ATI 50

CO intox 41

DCS 24

Other (e.g., NSTI, extravasation) 75

The average total number of sessions all patients
underwent was 28.4+23 (median: 24). The average total
number of BT sessions patients underwent was 45+40
(median: 6). Barotraumas were mostly seen in the early
sessions, but occurrence in later sessions was not rare. A
little less than half of the BTs (48%, n=19) were seen in
the first five sessions, eight of them in the first session.

BT rate in this

Barotrauma RN
indication
19 6
4 3.3
5 5.9
6 9
4 9
1 2.4

The latest occurrence was a case in the 51% session. BT
occurrences according to sessions can be seen in Figure
1. A ROC curve analysis revealed 15 sessions as a
threshold for the decrease in the risk for barotrauma
(Area under curve 0.714 +/- 0.041; p<0.001; sensitivity
for the threshold 72%, specificity 61% (Fig 2). None of
the patients experienced repetitive BT.
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Figure 1: ROC curve analysis. Arrow shows the threshold session (session 15) for BT

occurrence.
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Figure 2: Patient distribution according to session with occurrence of BT

Almost all MEBs were mild to intermediate and the
average break time was 2.6 sessions. Twenty-two
patients had to suspend treatment for up to three days;
the suspension/rest time was only one day in 14 of these
patients.

MEB and sinus BT incidences in a monoplace chamber
were found significantly higher than those in the
multiplace chamber (p=0.003). MEB occurred in 18 and
sinus BT occurred in 2 patients in monoplace chambers,
so the overall BT rate was 8.7% in monoplace
chambers. During multiplace chamber treatments, 19

patients had MEB and 2 patients had sinus BT. The total
number was 21 and the incidence was 3.1%.

DISCUSSION

In our study, we analyzed data from 896 patients
regarding middle ear and cranial sinus BTs and factors
that may be related to the development of BT. The BT
incidence in our department was 4.4 %. This is one of
the lowest reported to date (4,5). The main reason for
this could be the patient population of the present study.
In our study, only conscious patients were included.
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However, BT incidence of unconscious patients is
always high. In 1994, Presswood reported a 94%
incidence of MEB in unconscious patients (6). In
Besserau’s study, MEB incidence was found as 23.4%
in unconscious patients, whereas it was 12.4% in
conscious ones.

However, even when studies evaluating conscious
patients are taken into account, our incidence is still
lower than many others’ (7,8). In this case, other factors
that have also been reported in other studies should be
considered, including slow compression rate, patient
training, and following patients inside and from outside
of the chamber.

A slow compression rate is accepted as one of the
protective factors for barotrauma. In studies showing a
slower compression rate, barotrauma incidences are
generally lower. Vahidova et al, comparing MEB rates
under standard compression (2.8 m per min) and slow
compression (1.1 m per min), found that MEB was
significantly less frequent with slow compression (9).
Our compression rate, 1 m per minute, which is slower
than the slow compression rate in that study, is also one
of the slowest reported. So, this procedure is effective
for keeping incidences low.

It has already been emphasized that when patients are
well-informed and trained thoroughly about inflation
techniques, fewer barotraumas are seen (10,11).
However, close monitoring and helping the patent in the
chamber is equally important. In the study by Ambiru et
al., where patients were trained repeatedly and
accompanied by a physician, BT incidence was 9.7%,
one of the lowest. Similarly, in our department the
overall incidence was significantly lower for multiplace
chambers. The presence and help of an attendant must
be associated with the observed lower incidence in
multiplace chambers because all patients were informed
in the same way. It can be said that watching new
patients closely can reduce BT incidence.

Another factor to account for this difference may be the
BT criteria. Our BT diagnosis was based on the
patient’s reports. Patients who had to quit the session
due to pain or discomfort and had a positive findings
with otoscopy were accepted to have symptomatic
middle ear BT. To ascertain sinus BT, pain or
discomfort around the sinus areas was questioned. In a
study where middle-ear BT incidence was found as
43%, patients were examined otoscopically before and
after each treatment and any change on the tympanic
membrane was accepted as barotrauma, regardless of
symptoms. However, it is controversial as to whether all
of these cases should be accepted as BT because an
exact definition for BT is not available (12).

In our practice, most BTs occurred in early sessions of
HBOT. Even though fifteen sessions constituted a
threshold after which BT occurrence significantly
decreased, 41% of all BTs were seen in the first three
and almost 60 percent in the first ten sessions. This is
similar to the previously repored rates reported. In
studies by Lima et al., Ambiru et al., and Lehm et al.,
about 40% of the BTs were seen during the first session,
and Commons et al. found the cumulative risk of BT
over the first five sessions to be 35.8% (13). We think

that despite all training, inexperience must still play an
important role in early occurrence, because none of the
patients were defined as experienced in our study
reported BT in the early sessions.

On the other hand, BT was also seen during later
sessions where inexperience was not expected to be a
problem. Upper respiratory tract infections may be a
reason for BT occurring in later sessions (1). Other than
that, inadequate equalizing technique may be a factor.
Unsuccessful auto-inflation does not necessarily take
place in earlier sessions. It was seen that patients who
were able to perform required maneuvers at the
beginning may fail to do so in later sessions (14).

In our study, we did not analyze risks or predictive
factors, but when we compared our results with other
studies, we found some differences. In most risk
analysis studies, female sex was found as a risk factor
for BT (10,11,12). Though most of our patients with BT
were male, when all treated patients were considered,
BT incidence was lower for males (3.5% vs. 6%). Thus,
in line with other studies, our female patients tended to
have more BTs. Other than sex, we saw no
accumulation in parameters that have previously been
identified as possible risk factors (10,12,13).

This study found that the incidence of BT in our
department was very low. It is important to note that
patients evaluated were conscious, but this low
incidence is mostly related to the slow compression rate
as well as informing patients thoroughly and monitoring
them carefully. It can be said that when applied in these
conditions, HBOT is safe regarding ears and cranial
sinuses.
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MEDICAL CONSULTANCY OF THE FIRST TURKISH ANTARCTIC RESEARCH
EXPEDITION 2016

BIRINCI TURK ANTARKTIKA ARASTIRMA SEFERI 2016’DA TIBBIi DANISMANLIK
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ABSTRACT

Objective: Antarctica is the coldest, farthest, and highest continent on Earth. Due to its extreme conditions and
isolation, researchers undergo health assessments, which are prepared differently in each country. Health standards for
National Arctic and Antarctic Polar Research Projects were prepared by our Faculty, and the scientists participating in
the first national scientific expedition were assessed in the Department of Underwater and Hyperbaric Medicine.
Materials and Methods: After one year of investigation, National Turkish Polar Research Health Standards (TUKAS)
were prepared. Medical assessment of the candidate researchers was done according to these standards in our hospital.
All the physical examinations, laboratory and radiologic results were recorded. Researchers were monitored all through
the expedition and any medical condition was recorded.

Results: Thirteen researchers attended the 1st Turkish Antarctic Scientific Expedition in 2016. Twelve researchers were
assessed according to TUKAS. Cardiologic conditions were detected in four applicants. There was a history of
tuberculosis in one applicant and hepatitis A and B in another. Also, there were minor gastrointestinal problems in three
applicants. None of the detected conditions impeded participation. No serious health problems were reported during the
expedition.

Conclusion: Team members who are to work in Antarctica should be selected carefully by taking into account a
physical examination and medical conditions. Istanbul Faculty of Medicine, Department of Underwater and Hyperbaric
Medicine has been selected for the examination of the Turkish team. Thus, the data, which will be kept in one center,
will be an important resource for future scientific studies.

Key words: Antarctic regions; demography; health condition;

OZET

Amag: Antarktika, Diinya’nin en soguk, en uzak ve en yiiksek kitasidir. Kitada galisacak olan arastirmacilar, buradaki
olagandis1 kosullar ve izolasyon nedeniyle tibbi degerlendirmeden ge¢mektedir. Bu degerlendirme i¢in her iilkenin
kendi saglik standartlar1 bulunmaktadir. Ulusal Arktik ve Antarktik Kutup Arastirmalart Projeleri igin saglik standartlari
ise Fakiiltemiz tarafindan hazirlanmigtir ve ilk Ulusal Antarktik Bilimsel Seferi’ne katilacak arastirmacilarin tibbi
degerlendirmeleri Sualtt Hekimligi ve Hiperbarik Tip Anabilim Dali’nda yapilmistir.

Gereg ve Yontem: Bir senelik arasgtirma ve incelemeler sonunda Tiirk Ulusal Kutup Arastirmalar1 Saglik Standartlart
(TUKAS) hazirlanmigtir. Aday arastirmacilarin muayeneleri bu standartlara gore klinigimizde yapilmigtir. TUm
muayene bulgulari, laboratuar test ve radyolojik degerlendirme sonuglar1 kaydedilmistir. Aragtirmacilar sefer boyunca
da takip edilmis ve her tiirlii tibbi sorun kayit altina alinmistir.

Bulgular: Birinci Ulusal Antarktik Bilimsel Seferi’ne on {i¢ aragtirmaci katilmis, bunlardan onikisi TUKAS’a gére tibbi
degerlendirmeden ge¢mistir. Dort adayda kardiolojik durum saptanmistir. Bir adayda tiiberkiiloz, bir adayda ise Hepatit
A ve B oykiisii vardir. Ayrica ii¢ adayda mindr gastrointestinal problem oldugu goriilmiistiir. Saptanan bu durumlarin
hi¢ birinin sefere katilmaya engel olusturacak nitelikte olmadig1 belirlenmistir. Sefer sirasinda da her hangi bir saglik
problemi yasanmamistir.

Sonug: Antarktika’da ¢alisacak ekibin iiyeleri fizik muayene ve tibbi durumlar1 dikkate alinarak 6zenle seg¢ilmelidir.
Tiirk ekibinin tibbi degerlendirmesi igin Istanbul Tip Fakiiltesi, Sualti Hekimligi ve Hiperbarik Tip Anabilim Dali
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Ik Antarktika seferinde ubbi danismaniik

secilmistir. Boylece bir merkezde toplanmasi saglanan veriler ileride yapilacak bilimsel arastirmalar igin iyi bir kaynak

olugturacaktir.

Anahtar Kelimeler: Antarktika; demografi, saglik durumu; bilimsel sefer

INTRODUCTION

Antarctica, which has a fourteen million square
kilometer area, is the farthest, coldest, and the fifth
largest continent on Earth, and has the highest average
altitude. The highest point is 4892 meters and the
average altitude is 2010 meters. The average annual
temperature is -10°C. In the interior areas, the average
temperature is between -40 and -70°C in winter and
between -15 and -35°C in summer. When compared
with its eastern counterpart, the western part of the
continent is less elevated and milder in terms of mean
temperatures, air conditions, and precipitation. Some
parts of the continent receive heavy precipitation
(snowfall), whereas others have not received any for
millions of years and are actually deserts (1).

The first data about the exploration of Antarctica dates
back to the fifteenth century when fisherman and whale
hunters traveled to the continent, but its popularity has
risen in the last century. In 1959, 12 countries signed a
treaty that banned military activity, mine hoisting, and

3 E
Figure 1: The expedition route

oil and gas drilling on the continent. In the following
years, more countries joined the treaty (1). The treaty is
currently supported by 52 countries, one of whom is
Turkey, which joined in 1995. With this treaty, the
continent is preserved for scientific investigation,
collaboration and peace (2). At present, 29 countries
have 101 scientific research stations on the continent.
Some of these are operated all year round, whereas
others only seasonally (3).

The first documentation of Antarctica in our history is
in the maps of Piri Reis, the famous Turkish
cartographer of the fifteenth century. After Turkish
researcher Atok Karaali, who conducted studies on the
continent in 1968, many Turkish researchers have been
to Antarctica for scientific purposes, but all on behalf of
other country’s projects. The first Turkish expedition
was conducted in 2016 between March 29th and April
17th by a team that included 13 researchers from seven
different universities and TUBITAK. The expedition
route is given in Figure 1.

Departure
Return
= Sailing
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Health issues are important for research on Antarctic
because the continent is distant and isolated; health
facilities and centers are not easily accessible and
environmental conditions are challenging. All countries
that conduct projects on the continent have health
standards for their researchers. A similar health standard
for National Arctic and Antarctic Polar research projects
was prepared before the first Turkish Scientific
Expedition in 2016. Researchers who participated in the
expedition were screened according to these standards.

MATERIALS AND METHODS

Thirteen researchers, two women and eleven men,
participated in the 1st Turkish Antarctic Scientific
Expedition in 2016. Researchers had an average age of
42+9 vyears, average height of 172+7.5 cm, average
weight of 77.6+13.9 kg, and average waist
circumference of 94.2+13.5 cm. The average body mass
index was calculated as 26.0+3.4 kg/m’. With the
exception of one, all researchers were medically
screened according to the National Turkish Polar
Research Health Standards (TUKAS) before the
expedition.

TUKAS, which took about a year to prepare, consists of
six examination forms and a guide. The guide is for
physicians and explains how the forms should be
completed, aspects to be taken into account during
examinations, and selection and elimination criteria for
the expedition. Elimination criteria are divided as (1)
absolute contraindications, (2) relative
contraindications, and (3) temporary contraindication
groups. In addition, the criteria also differ according to
project’s duration (long-short), season (summer-winter),
area and exposure (west Antarctica/low altitude — inner
continent/high altitude), task’s content (diving-flying),
and specificity of the scientist for the project.

The first of the six forms is a consent form, which gives
information about the purpose of the examination and
presents the possible health threats in an expedition. The
applicant is expected to read, totally understand, and
sign the form. Additional information is given if the
applicant has specific functions such as diving or flying.
The second form is for personal data and health
approval. The first part of this form requires personal
data such as job, email and postal address, and previous
expeditions, a photo of the applicant is provided and
person to contact in case of emergency is recorded. In
the second part, the examining physician’s decision for
fitness is given. Here, the decision is presented as
accepted, conditionally accepted or rejected. If there is a
conditional acceptance or rejection, an explanation
about the reasons and conditions/ time for re-
examination is provided below the decision. The third
form is a detailed medical background form.
Respectively, cardiovascular, respiratory,
gastrointestinal, urinary, female and male genital,
rheumatologic, musculoskeletal, neurologic, psychiatric,
ophthalmologic, ear-nose-throat, endocrinologic,
dermatologic, hematologic, and oncologic systems, and
diseases specific to these systems are questioned.
Regular medication is also recorded in this section. The
fourth form is for family history. In this section there

are questions regarding diseases that have genetic
transmission. The fifth form is the system examination
form, which is completed by the examining physician(s)
to record their findings and laboratory test results. The
last form is the dental examination form, which should
be completed by a dentist.

RESULTS

Examination: Twelve scientists were examined. In the
cardiovascular system examination, it was seen that one
applicant had undergone coronary angioplasty two
months previously, one applicant once had sinus
tachyarrhythmia five years earlier, and one had benign
left axis deviation, which was detected in
electrocardiography (ECG). One of the applicants had
experienced four supraventricular tachycardia attacks
over a period of 20 years, but the situation was clearly
under control. In the pulmonary system examination, it
was found that one applicant had a positive tuberculosis
(TB) test one year previously, and two applicants were
suspected of having sleep apnea. Examination of the
gastrointestinal system revealed that two applicants had
undergone appendectomy surgery 27 and 50 years
earlier, one applicant had hepatitis A and B more than
20 years ago, and two applicants had inactive gastritis
and reflux esophagitis. In addition, one applicant was
being treated for an active peptic ulcer that he had had
for many years. In the urogenital system examination,
one applicant had a urinary calculus, which was treated
with ureteroscopy. One of the female applicants had a
normal delivery 12 years ago. With regards to the
musculoskeletal system, one applicant had femoral and
another had forearm fractures in their childhoods. Three
applicants had occasional lumbar pain, and one
applicant had a neck hernia. Also, one applicant had a
history of fluid loss in the knee, Achilles tendon
shortness, and loss of range of joint movement.
Neurologically, one applicant reported severe headache
that was sometimes accompanied by light and sound
sensitivity. In psychiatric examination, one applicant
had obsessive compulsive disorder. Smoking addiction
was present in four applicants of which, one had quit
very recently. In the ophthalmologic examination, it was
seen that six applicants had myopia or hyperopia. The
ear-nose-throat examination revealed that one applicant
had experienced hearing loss previously and two
applicants had a history of tonsillectomy and
septoplasty surgeries, respectively. In the dermatologic
examination, one applicant had psoriasis. There were no
other significant pathologies in the endocrinologic,
hematologic, or oncologic examinations.

One of the applicants was on regular medication,
clopidogrel. One applicant was taking calcium
carbonate and heavy  magnesium  carbonate
occasionally, and one was frequently taking naproxen
sodium for headaches. In applicants’ family history
there were common diseases such as diabetes,
hypertension, cardiovascular diseases, and cancer.

ECG analysis revealed suspected myocardial infarction
(M1) in two applicants. One of the applicants reported
that he had chest pain two months ago and underwent
coronary angioplasty at a separate institution. Ml was
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not detected in further investigations then. A cardiac
stress test and echocardiography were planned and
performed for the other applicant and he was found
cardiologically healthy. The third applicant whose ECG
revealed abnormal findings had left anterior hemiblock,
which had been present for a long time and declared
benign. In the spirometric analysis, mild obstruction
was detected in one applicant who was free of
symptoms. In the audiometric analysis, bilateral
moderate hearing loss that did not affect daily life was
detected one applicant. Four applicants had clinically
non-significant neutrophilia, neutropenia,
lymphocytosis, and anemia, respectively, in their blood
count. Biochemical analyses showed that three
applicants had direct and indirect bilirubin level
elevation, and seven applicants had high blood fats. A
female applicant’s urinalysis revealed bacteriuria.
Expedition findings: The scientists had no serious
health problems during the Turkish Antarctic Research
Expedition, 2016. Jet-lag did not develop after long
flights. Sea conditions were very rough for three days to
and six days from Antarctica. All scientists except two
took dimenhydrinate but seasickness did not pose a
significant problem for any scientist. No trauma was
experienced during the studies on land.

DISCUSSION

Antarctica is still the most difficult areas to reach on
Earth. While scientists work in this area, important
problems can happen regarding medical care and help.
Therefore, team members who are to work in Antarctica
should be selected carefully by taking into account
physical examinations and medical conditions. On the
other hand, strict health criteria can cause some
difficulties. Working on Antarctica includes scientific
studies, so scientists cannot be selected from a large
population. These scientists are usually older and this
makes age-related diseases more common in this group
because reaching scientific expertise level takes many
years. Therefore, it is necessary to make health criteria
optimal rather than strict. Antarctica, which is
approximately 18 times larger than Turkey, is also
larger than Europe and is the fifth largest continent.
There are great differences of altitude and
meteorological conditions between different areas on
the continent. There are also seasonal differences in
conditions because the continent is located at the South
Pole. Therefore, characteristics for the scientific
expedition such as season, duration and region of the
continent, are important for health issue considerations.
In general, the eastern and inner parts of the continent
are more stringent in means of altitude and temperature.
The west of the continent and the Antarctic Peninsula is
located at low altitude and warm in summer weather
especially. Medical examinations and criteria should be
different for long-term stays, the winter period, altitude
conditions and activities such as diving and flying. The
2016 Turkish Antarctic Research Expedition was
accomplished in summer in the Antarctic Peninsula area
and just for one week, which is why health and
elimination criteria were held at a minimum level. If the
expedition was planned for a different area or for a

longer duration, some of the scientists who were
accepted for the present expedition could have been
eliminated after their present examinations.

The 2016 Turkish Antarctic Research Expedition
was our country’s first collective scientific expedition.
Preparing health examination criteria before the
Antarctica expeditions and performing examinations
according to these criteria is important for future
research. Also, it is important that Istanbul Faculty of
Medicine, Underwater and Hyperbaric Medicine
Department has been selected for the examination of
scientists coming from various universities and parts of
the country. Istanbul Faculty of Medicine, apart from
being the first medical school in our country, has
opportunities for consultation for every department.
Istanbul Faculty of Medicine, Underwater and
Hyperbaric Medicine Department has provided medical
consultancy for activities in extreme conditions such as
deep dives, caisson works and altitude works and have
been performing the medical assessments of such
workers. In addition, keeping medical records of
Antarctica researchers in our university department will
contribute to the medical studies of Antarctica
expeditions.

CONCLUSION

Medical consultation was provided by Istanbul Faculty
of Medicine for this first scientific expedition, which
was delayed because Turkey signed the Antarctic
agreement more than 20 years ago. Applicants were
examined according to Turkish National Polar Research
Health Standards (TUKAS), which were prepared solely
for this purpose. Medical assessments for future
expeditions will be performed in our Faculty. This will
contribute to the prevention of health problems in such
expeditions and the data, which will be kept in one
center, will be an important resource for scientific
studies.

REFERENCES

1. Oztiirk B. Neden Antarktika, E Yaymnlar1. First Ed,
Istanbul, 2015.

2. Algan N. Tiirkiye’nin Antarktika Antlagmasina taraf
olma sireci. In: Oztirk B, Atasoy O. (eds)
Antarktika’da Tiirk Arastirma Ussii Kurulmasi
Calistay1, Tiirk Deniz Arastirmalar1 Vakfi, TUDAV
Yayin no: 37, Istanbul, 2013;1-4.

3. Nomak HS, Ozsoy Cicek B. Antarktika Turk
arastirma istasyonunun yeri ve Tiirk kutup arastirma
gemisi. In: Oztirk B, Atasoy O. (eds) Antarktika’da
Tiirk Arastirma Ussii Kurulmas: Calistayr, Tiirk
Deniz Arastirmalar1 Vakfi, TUDAV Yaym no: 37,
Istanbul, 2013;32-44.

Istanbul Tip Fakiiltesi Dergisi Cilt/ Volume: 79 « Sayt / Number: 4 « Yil/Year: 2016

156



Ist Tip Fak Derg 2016; 79: 4 KLINIK ARASTIRMA/ CLINICAL RESEARCH
J Ist Faculty Med 2016; 79: 4

http://dergipark.ulakbim.gov.tr/iuitfd

http://www.journals.istanbul.edu.tr/iuitfd

INVERTED PAPIiLLOM: KAPSAMLI KLIiNiK ANALIZ
INVERTED PAPILLOMA: A COMPREHENSIVE CLINICAL ANALYSIS

~ Senol COMOG_LU*, Erkan OZTURK*, Necati ENVER*,
Ilker Erding OZTURK*, Mehmet CELIK*, BELDAN POLAT™*,
Nesil KELES*, Kemal DEGER*

OZET

Amag: Calismanin amaci klinigimizde uygulanan sinonazal inverted papillom cerrahisinin sonuglarini analiz ederek
rekiirrens ve malignite iizerine etki eden klinik ve patolojik faktorleri ortaya koymaktir.

Gereg ve yontem: 2008-2015 yillar1 arasinda Istanbul Tip Fakiiltesi KBB Kliniginde inverted papillom nedeniyle
cerrahi tedavi uygulanan 52 hastanin sonuglar1 retrospektif olarak incelendi. Hastalarin demografik verileri, eski cerrahi,
kaynaklandig1 anatomik yer, evre, bagvuru semptomlar1 ve cerrahi teknik bilgisi degerlendirildi.

Bulgular: inverted papillom tamsi ile tedavi edilen 52 hastanin yas ortalamasi 59.3+12.4 olup yas araligi 32-84’tlr. 52
hastanin 41°1 erkek, 11’1 kadindi1. Hastalarin Krouse evreleme sistemine gore 1’1 T1, 4’ T2, 41’1 T3, 6’s1 ise T4 olarak
dagildig1 saptanmuistir.

Toplamda 9 hastada yasst hiicreli kanser veya displazi oldugu saptanmustir. Sigaranin niiks (p=0.289) ve gecirilmis eski
cerrahi (p=0.748) iizerine etkisi olmadig, eski cerrahi dykiisiiniin multiple yerlesimle (p=0.043) anlamli olarak iliskili
oldugu saptanmustir.

Ortalama takip suresi 49.5+26.6 iken; minimum-maksimum takip suresi 2-96 ay idi. Ortalama niiks siresi 41.3 ay
olarak bulundu.

Sonug: inverted papillomun niiksiinii &nlemede en énemli faktdr yerlesim yerinin tespit edilmesi ve tam olarak eksize
edilmesidir. Sigara ve eski cerrahi Oykiisiiniin rekiirrensle iliskisi gosterilememekle birlikte, multiple yerlesimin
tekrarlayan cerrahi ile iligkili oldugu goriilmektedir. Daha net istatistiksel sonuglarin elde edilebilmesi i¢in daha genis
vaka serileri ve kontrollii ¢aligmalara ihtiyag vardir.

Anahtar Kelimeler: intranazal cerrahi; inverted papillom; neoplazm; paranazal sinus.

ABSTRACT

Objective: This study aimed to present the clinical and pathological features that effect the recurrence and malignancy
by analysis of results of inverted papilloma surgery performed in our center.

Materials and Methods: The data of 52 patients whom underwent surgery because of inverted papilloma at
Department of Otorhinolaryngology, Istanbul Faculty of Medicine between 2008 and 2015 was investigated
retrospectively. Demographic datas of patients, prior surgery, origin of tumor, stage, initial symptoms, and surgical
techniques were evaluated.

Results: The mean age of 52 patients whom were treated from inverted papilloma was 59.3+12.4, and age range was
32-84. 41 of 52 patients were male and 11 were female. The distribution of the patients according to Krouse Staging
system was determined such as; 1 of patients was T4, 4 were T2, 41 patients were T3 and 6 were T4.

In all, nine patients were found having squamous cell carcinoma or dysplasia. It is found that the smoking did not have
an effect on recurrence (p=0.289) and prior surgery (p=0.748), prior surgery history was related to multiple location
(p=0.043).

The mean follow-up period was 49,5+26,6 and minimum and maximum follow-up periods were 2-96 months. The
mean age recurrence time was found as 41.3 months.

Conclusion: The most important factor to prevent the recurrence of inverted papilloma is to determine the location and
to excise exactly. The relation of smoking and old surgery story with the reccurence could not be proved but it is seen
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that multiple location was related with repeating surgery. Larger case series and controlled studies are needed to obtain

clearer statistical results.

Key words: Intranasal surgery; inverted papilloma; neoplasm; paranasal sinus.

GIRIS

Inverted papillom sinonazal bolgeden kaynaklanan
benign bir timodrdir ve sinonazal trakt timorleri
icindeki siklig1 %0.5 ile % 4 arasinda degismektedir (1).
Sinonazal inverted papillom (SNIP) genellikle lateral
nazal duvarin ektodermal schneiderian mukozasindan
koken almaktadir ve bazen paranazal siniisler,
nazofarenks hatta orta kulaktan kaynaklanabilmektedir
(2). Malign transformasyon riski ve yuksek rekirrens
oranina sahip olmasi gibi karakteristik 06zellikleri
nedeniyle SNIP, lokal agresif tiimér olarak kabul edilir
(3,4). Inverted papillom yiiksek derecede displazik
degisiklik gosterebilir ve %?2-27 oraninda invaziv
skuam@z hiicreli karsinoma doniigebilmektedir (5,6).
inverted papillomlu hastalarm ilk bagvuru sikayeti
genellikle burun tikanikligidir.  Epistaksis, rinore,
epifora, bas agrist ve koku alma bozuklugu da hastaligin
klinik seyrinde goriilen diger semptomlar arasindadir.
Fizik muayenede makroskopik olarak multilobiile
egzofitik lezyon olarak gorilmekte ve inflamatuvar
nazal poliplerle karisabilmektedir. Bu nedenle tek tarafli
nazal polipoid kitle gorulmesi inverted papillomu
disiindiirmekle  birlikte  kesin  teshis  yOntemi
histopatolojik incelemedir.”

Sinonazal inverted papillomlu hastalarda ana tedavi
cerrahi olarak kabul edilmektedir (8,9). 1980’lere kadar
inverted papillom cerrahisinde temel ydntem olarak
eksternal yaklasimla medial maksillektomi kabul
ediliyordu (10, 4). Son 20 yildir endoskopik cerrahi
teknolojisindeki gelismelerle birlikte konvansiyonel

Figlr la ve 1b: Sag maksiller siniis, anterior etmoid ve nazal kavite tutulumu olan Krouse evreleme

cerrahinin yerini endoskopik yaklasimla endonazal
cerrahi almigtir ve bazi yazarlarca basari orani agisindan
eksternal yaklagimdan farki olmadigt bildirilmistir
(11,12).

Bu c¢alismamizda klinigimizde 2008 ile 2015 yillan
arasinda SNIP tanisi ile opere edilen 52 olgunun
bilgileri retrospektif olarak incelenerek farkli cerrahi
tekniklerin rekiirrens ve malignite oranlari ile iligkileri
analiz edilmis ve cerrahi tedavinin basar1 oranini
etkileyebilecek faktorler irdelenmistir.

GEREC VE YONTEMLER

Istanbul T1p Fakiiltesi KBB Hastaliklar1 kliniginde 2008
ile 2015 yillar1 arasinda inverted papillom tanisi ile
cerrahi tedavi goren 52 hastanin bilgileri retrospektif
olarak incelendi. Calisma Istanbul Tip Fakiiltesi Etik
Kurulu tarafindan onaylandi ve her hastaya yazili
aydinlatilmis onam imzalatildi. Hastalarin yas, cinsiyet
gibi demografik wverileri, basvuru semptomlar1, eski
cerrahi, kaynaklandigi anatomik yer, evre, cerrahi
teknik ve niiks bilgileri klinik takip dosyalan
incelenerek elde edildi.

Inverted papillom tanis1 alan tiim hastalara cerrahi
oryantasyon amaciyla paranazal siniis BT uygulandi.
Ayrica malign patolojilerin ekartasyonu ve gercek
evrelendirme amaciyla kontrasth MR tetkiki yapildi
(Figur 1a ve 1b).

Hastalarin klinik evrelemesi Krouse siniflamasina gore
yapildi (Tablo 1).

sistemine gore T2 timor. a) koronal kesit, b) aksiyel kesit
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Tablo 1: Krouse evreleme sistemi (16)

Timor tamamen nazal kaviteye sinirlidir. Siniislere veya ekstranazal yapilara

Tumor osteomeatal kompleks, etmoid sinds ve maksiller sinus medial
duvarinda siirhidir. Nazal kavite tutulumu ile beraber ya da izole olabilir.

Tumdr maksiller sinus lateral, inferior, stiperior, anterior ve posterior duvari
ile sfenoid sinus veya frontal sinislerden birinde tutulum mevcuttur.

o uzanmamustir. Malignite eslik etmemektedir.
T2
Malignite eslik etmemektedir.
T3
Malignite eslik etmemektedir.
T4

Tumér nazal kavite veya siniis smirlarmin disgina uzanmustir.  Orbita,
intrakraniyal bolge veya pterigomaksillar bdlge invazyonu gorilebilir.

Tumorde malignite bulgusu s6zkonusudur.

Tilm hastalarda cerrahi yontem olarak endoskopik
endonazal cerrahi uygulandi. Fakat 6 hastada maksiller
siniis medial duvari hari¢ diger duvarlarina ulasabilmek
amactyla aym zamanda Caldwell-Luc prosediri de
uygulandi.

[statistiksel analiz

Hastalarin demografik degerlerinin ortalama, standart

En sik bagvuru sikayeti burun tikanikligi iken; diger
sikayetler de sirastyla burun akintisi, bas agrisi, ylizde
dolgunluk, koku alamama ve burun kanamasidir (Tablo
3).

Tablo 2: inverted papillomlu hastalarmn klinik
ozellikleri

sapma ve minimum-maksimum degerleri hesaplandi. Klinik Say1 Yuzde
Sigara, eski cerrahi, niiks, malignite iligkisi analizinde parametre (n=52) (%)
ise Fisher’s exact testi ve Pearson Kki-kare testi Cinsiyet
kullanild1. 1statistiksel'sonu(;1ar1n anlamliliginda p<0.05 Erkek a1 79.9
degeri kabul edildi. Istatistiksel analizde IBM SPSS
Statistics for Macintosh, Version 20 (IBM Corp., Kadin 1 21,1
Armonk, New York) programi kullanildi. Yas
Cerrahi Yontem
Tiim hastalarda cerrahi genel anestezi altinda uygulandi 20-40 4 7
ve endoskopik cerrahi rezeksiyon oncesinde nazal 41-60 22 42,3
kaviteye 1/1000’lik adrenalin ¢ozeltisi emdirilmis 61-80 21 42
Merocel tampon (Medtronic Xomed Inc, ABD)
pargalar1 yerlestirilerek vazokonstriiksiyon ve hemostaz >80 5 9.6
saglandi. Nazal kavitedeki inverted papillom eksize Sigara
edilerek siniislere yaklasim agisindan maksimum Evet 28 538
ekspozisyon elde edildi. Hastaligin yayilimimin oldugu '
sinislerden endoskopik yéntemle timér rezeke edildi ve Hayir 24 46,2
hastaligin kaynaklandig1 odak tespit edilerek mukoza Kronik siniizit
eleve edildi. Altindaki kemik yap1 eger rezeke edilebilen
bir yap1 ise (6rnegin lamina papyricea) eksizyon ile, Var 6 11,5
rezeke edilemeyen bir yap1 ise (6rnegin kafa kaidesi) Yok 46 88,5
burr yardimu ile tiimor odagi tamamen temizlendi. Eski cerrahi
Blakesley forseps veya mikrodebrider ile piece-meal
seklinde veya en-bloc olarak rezeke edilen tum Yok 39 75
materyaller patolojik incelemeye gdnderildi. Cerrahi Var 13 25
kavite rutin olarak antibiyotikli pomada batirilmis
. ) 1 kez 17,3
Merocel tampon ile 2 veya 3 giin tamponlandi.
>1 5 7,7
BULGULAR Krouse evreleme
Inverted papillom nedeni ile cerrahi uygulanan 52
hastanin 41’1 erkek, 11’i kadin olup E/K orani Evre 1 1 1.9
3,72/1’dir. Hastalarin yag ortalamast 59,37+12,46 yil ve Evre 2 4 7,7
yas araligi 32-84°tiir. Hastalarmm Krouse evreleme Evre 3 41 78.9
sistemine gore dagilimi tablo 2°de belirtilmistir. ’
Evre 4 6 115
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Tablo 3: Basvuru sikayetleri

Semptom Yizde
(%)
Burun tikanikligi 82,7
Rinore 231
Basagrisi 154
Yuzde dolgunluk 7,7
Koku kaybi 1,9
Epistaksis 1,9
Asemptomatik 1,9

Inverted papillom nedeni ile ameliyat edilen hastalarin
Oykiisiinden 13 hastanin daha once inverted papillom
cerrahisi gecirdigi; 8’inin sadece 1 kere, 5’inin ise 1
Hastaligin  kaynaklandigr anatomik lokalizasyonlar
arasinda en sik olarak lateral nazal duvar (17 hasta-
%32,6) yer almaktayd:r ve 10 hastada orta meatus ve
cevresi, 6 hastada osteomeatal kompleks, 1 hastada orta
konka kokenli hastalik mevcut idi. Maksiller sinustin
medial duvarindan kaynaklanmis olan inverted papillom
13 hastada (%25) bulunmaktaydi. 16 vakada (%30,76)
ise maksiller siniisiin diger duvarlarindan kaynaklanmis
olan hastalik bulunmaktaydi. 3 hastada etmoid sinis,
1’er hastada sfenoid sinds, frontal sinis, septum ve orta
konka kaynakli oldugu goriildi (Tablo 4).

46 hastada sadece endoskopik transnazal cerrahi
uygulanmigtir. 6 hastada ise hastaligin maksiller
sinlisten tamamiyla eksize edilmesi amaciyla aym
zamanda Caldwell-Luc prosediirii de uygulanmstir. Bu
6 hastanin 3’linde hastalik maksiller siniis lateral
duvarindan, 1’inde posterior duvarindan, 1’inde medial
duvarindan ve [I’inde ise orbita tabanindan
kaynaklaniyordu. Daha Once inverted papillom
nedeniyle bagka bir merkezde ameliyat olan hastalarin
ayrmtili operasyon tekniklerine ulasilamamustir.

Tiimoriin kaynaklandigi odagin eksizyonu 3 sekilde
yapilmistir; mukoza eksizyonu, kemik rezeksiyonu ve
burr ile kemik turlama. 13 hastada mukoza eksizyonu,
17 hastada kemik rezeksiyonu ve 22 hastada burr ile
kemik turlamasi yapildi. Eksizyon seklinin rekiirrens
iizerine olan etkisi istatistiksel olarak incelenmistir.
Mukoza eksizyonu yapilan hastalarda rekiirrens orant
%7,6 iken kemik rezeksiyonu yapilanlarda %11,7 ve
burr ile turlamada %13,6 olarak bulunmustur. Mukoza
eksizyonu yapilan hastalarda niiks oram1 daha az
olmasma ragmen istatistiksel olarak bu 3 yoOntemin
birbirine Gstiinliigli saptanmamustir (p=0.284) (Tablo 5).

Tablo 4: Kaynaklandig1 anatomik lokalizasyon

Tablo 5: inverted papillomda rekiirrens oranmim etkileyen faktorler

Eksizyon sekli Rekdrrens(n)
Burr 3
Mukoza eksizyonu 1
Kemik rezeksiyonu 2

Sigara
Icmeyen 4
fgen

Kronik siniizit
Yok
Var 0

Hastalarin ortalama takip siiresi 49,5+26,6 ay iken;
minimum-maksimum  takip slresi 2-96 ay idi.

Lokalizasyon (ns:gg; Yu(ﬁze)z
Lateral nazal duvar 17 32,6
Orta meatus ve cevresi 10 19,2
Ostemeatal kompleks 6 115
Orta konka 1 1,9
Maksiller sinlis medial duvari 13 25
Maksiller siniis diger duvari 16 30,7
Posterior 7 13,4
Anterior 3 57
Lateral 3 57
Orbita tabani 3 5,7
Etmoid sinls 3 57
Sfenoid sinis 1 1,9
Frontal sinus 1 1,9
Septum 1 19
Yuzde(%0) p Degeri
13,6
7,6
11,7 .248
16,6
7,1 .289
13,6
0,0 143

Hastalarin takiplerinde 6 hastanin niiks ettigi saptandi
(%11,5). 6 hastanin 4’1 primer vaka iken 2’si daha 6nce
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dis merkezde inverted papillom nedeni ile cerrahi
gecirmigstir. Niiks eden 6 hastanin hepsi tekrar ameliyat
edildi ve 6 hastanin 5’inde postoperatif patoloji sonucu
sadece inverted papillom gelirken 1’inde ayn1 zamanda
invaziv skuamdz hiicreli karsinom gelistigi goriildii.
Ortalama niiks siresi 41,3 ay olarak bulundu.

9 hastanin malignite ile iliskili oldugu (%17,3); 4
hastanin displazi (1’1 metakron) igerdigi, 5 hastanin ise
invaziv skuamo6z hicreli karsinoma (2’si metakron)
donistiigl gorildi.

Postoperatif dénemde 2 hastada epistaksis, 1 hastada
nazolakrimal kanal stenozu ve 1 hastada infraorbital
sinir hipoestezisi meydana gelmistir.

Inverted papillomun prognozunu etkileyen faktorleri
irdelemek agisindan sigara kullanmanin niiks, malignite,
eski cerrahi ve kronik rinosiniizit varlig1 ile olan iliskisi
istatistiksel olarak incelendi. Bu istatistiksel analizde
sigara kullanmanin rekiirrens, malignite ve eski cerrahi
oranlart iizerine olan etkisi anlamli bulunmamigtir
(sirastyla p=0.289; p=0.911 ve p=0.748). Daha 6nce
gecirilmis cerrahinin multiple tutulum (zerine olan
etkisi istatistiksel olarak belirgin diizeyde anlamlidir
(p=0.043).

TARTISMA

Sinonazal inverted papillom, nazal kavite ve paranazal
sinuslerden kaynaklanan benign natlirde epitelyal bir
timordiir ve sikligi tiim sinonazal tiimdrler arasinda
%0,5 ile %4 arasinda degismektedir (1). Inverted
papillomun ortaya c¢ikis zamani genellikle 5. ve 6.
dekatlardir ve erkek predominanst (E/K:3,4/1)
sozkonusudu (5,13). Bizim ¢alismamizda hastaligin
ortaya ¢ikis siiresi %42,3 oranla en sik olarak 40-60 yas
arasidir. Erkeklerde goriilme sikligi kadinlara oranla
literatiire paralel olarak 3,72 kat daha fazladur.

Daha oOnce yaymlanmis vaka serilerinde hastalarin
basvuru anindaki en sik sikayet burun tikaniklig1 olarak
bildirilmisti (5, 14). Buna paralel olarak bizim vaka
serimizde de hastalarin bagvuru anindaki ilk sikayeti en
stk olarak burun tikanikligidir (%82,7); digerleri
sirasiyla rinore, bas agrisi, ylizde dolgunluk, epistaksis,
koku kaybidir. 1 hastada ise oral kavite tiimorii tedavisi
sirasinda insidental olarak saptanmustir.

Inverted papillomun en sik kaynaklandigi anatomik
yapilar lateral nazal duvar ve maksilla medial duvari
olmakla birlikte frontal sinids, sfenoid sinis veya
septumdan da koken alabilmektedir (9). Bizim
serimizde de en sik kaynaklandigi odak olarak lateral
nazal duvar bulunmustur(17 hasta-%32,6). 2. en sik
odak ise maksiller siniis medial duvari olmustur (13
hasta-%25). Daha nadir olarak maksiller sinisiin diger
duvarlarindan  kaynaklanmistir  (posterior-7  hasta,
anterior-3 hasta, lateral-3 hasta, siiperior-3 hasta). 1’er
hastada ise frontal sinds, sfenoid siniis ve septum kdken
teskil etmektedir. Tomenzoli ve ark.nin yapmis oldugu
calismada da inverted papillomlu 47 hastanin
%78,7’sinde hastalik lateral nazal duvardan koken
almustir ve 2.s1iklikta da maksiller siniis yer almaktadur.™
Inverted papillomun evrelemesinde Krouse’un 2000
yilinda tanimlamis oldugu siiflandirma sistemi genis
oranda kabul gérmektedir.”> Klinik ve cerrahi
bulgularimiza gore hastalarin ¢ogunlugu (%78,8) T3

evresi idi. Ayrica 6 hasta T4 (%11,5), 4 hasta T2
(%7,7), 1 hasta T1 (%1,9) olarak smiflandirilmistir.
Yine Krouse ve ark. ile Lawson ve ark.nin yaymlamis
olduklar1 makalelerde inverted papillomlu hastalarin
sirastyla %91°1 ve  %88’i T3 ve T4 olarak
evrelendirilmigtir  (9,16). Lokal ileri evre tumorli
hastalarin yilizdesinin bu derecede agirlikli olmasinin
sebebi olarak inverted papillomda timor kitlesinin hava
pasajimnin tamamini kapatacak sekilde biiyliyene kadar
epey siireye ihtiyact olmasi gosterilebilir.

Inverted papillomun prognozunu belirleyen faktorler
arasinda malignite ile olan iligkisi yer almaktadir.
Simdiye kadarki literatiirii inceledigimizde sinonazal
inverted papillomlu hastalarda malign transformasyon
goriilme orani ¢ok degisken olmakla birlikte son yapilan
calismalarda bu oran daha ¢ok %11 seviyelerinde
bulunmustur (17,18). Krouse’un 2001 yilinda yapmis
oldugu sistematik analizde ise invaziv karsinom ile
birliktelik oram1  %9,1 olarak bulunmustur (9).
Calismamizda ise 52 hastanin %9,61’inde inverted
papillomun invaziv skuamdz hicreli karsinomla
birlikteligi tespit edilmistir. Displazi de birlikte
degerlendirildiginde hastalarin %17,3 iinde premalign
ya da malign lezyon mevcuttur.

Literatiirde sigaranin hem rekiirrens, hem de malignite
gelisimi ile olan iliskisini irdeleyen ve bu konuda
sigaranin anlamli oranda etkisinin oldugunu bildiren
caligmalar  sozkonusudu (19,20). Bizim yapmis
oldugumuz istatistiksel analizde ise sigaranin ne
rekiirrens orani ne de malignite gelisimi iizerine olan
etkisi anlamli  diizeyde bulunmamustir (sirasiyla
p=0.289, p=0.911, Fisher’s exact test). Ayrica daha
once gecirilmis cerrahi dykiisline sahip olan hastalarda
da sigaranin etkisi analiz edilmis ve istatistiksel olarak
anlamli fark bulunmamugtir (p=0.748, Pearson ki-kare
test). Sigaranin malignite ve rekiirrens ile olan iligkisini
ortaya koyan sonuglarimizin literatiirdeki yayinlardan
farkli ¢ikmasimin temel sebebi olarak galismamizdaki
hasta sayisinin yeterli olmamasi gosterilebilir. Hong ve
ark.’nin yaptig1 malignite analizinde 162 hasta, Moon
ve ark.’nin yaptig1 rekiirrens analizinde ise 132 hasta
incelenmistir (19,20). Bu yayinlara oranla bizim hasta
sayimiz oldukca yetersizdir.

Daha o6nce inverted papillom nedeniyle cerrahi gegirmis
olan ve niiks eden hastalarda hastaligin yaygmlig1 diger
hasta grubuna oranla anlamli diizeyde daha fazladir
(p=0.043, Fisher’s exact test). Adriansen ve ark.’nin
2015 yilinda paylastig1 vaka serisinde ise primer veya
revizyon vakalari arasinda multifokalite agisindan
anlamli farklilik saptanmamustir. Hastaligin yaygimlig
acisindan ise sadece frontal reses tutulumu revizyon
hasta grubunda daha sik bulunmustur (21).

Son yapilan giincel bir caligmada (Healy ve ark.
tarafindan) timoér kaynaginin eksizyon seklinin
rekiirrens orani ile iligkisi incelenmis ve sadece mukoza
eksizyonu yapilmasmin rekiirrens riskini = arttirdig
(%52,2) ve bununla birlikte kemik dokunun eksize
edilmesiyle rekiirrens riskinin tamamiyla ortadan
kalktigi (%0,0) tespit edilmistir (22). Buna karsilik
bizim serimizde istatistiksel olarak anlamli fark
bulunmamakla birlikte mukoza eksizyonunda daha az
niks riski bulunmustur. Daha Onceki literatirle bu

Istanbul Tip Fakiiltesi Dergisi Cilt / Volume: 79 * Sayt / Number: 4 * Yil/Year: 2016

161



Inverted papilloma

caligmadaki sonuclarin birbirleriyle Ortiismemesinin
sebebi olarak her iki ¢alismanin retrospektif karakterde
olmast ve bizim hasta popiilasyonumuzun daha az
sayida olmasi gosterilebilir.

Bu calismanin dezavantajlar1 arasinda hasta sayisinin az
olmast ve HPV analizinin yapilamamis olmasi yer
almaktadir. Bilindigi iizere HPV enfeksiyonunun
rekiirrens ve malign transformasyon ile siki bir
baglantis1 sézkonusudur (23,24)

SONUC

Ozet olarak, sinonazal inverted papillom daha cok
erkeklerde ve 5. ve 6. dekatlarda ortaya ¢ikan benign bir
timordiir. Ayrica, onemli 6lciide malign transformasyon
riski ve rekiirrens oranina sahip olmasi nedeniye tani ve
tedavi stratejisini belirleme agisindan inverted papillom
gdz Oniinde bulundurulmast gereken bir patolojidir.
Daha once inverted papillom nedeniyle cerrahi gegiren
hastalarda niiks durumunda hastaligin yayilimi anlamh
derecede artmis bulunmaktadir. Bununla Dbirlikte
inverted papillomun malignite ile olan iliskisini ve
rekiirrens oranlarini belirleyen faktorlerle ilgili daha
genis  hasta  popiilasyonuna  sahip istatistiksel
caligmalarin yapilmasina ihtiyag¢ sézkonusudur.
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YENI BiR DOGAL ANTIBIiYOTIK: “TEiKSOBAKTIN”
A NEW NATURAL ANTIBIOTIC: TEIXOBACTIN

Giilseren AKTAS*

OZET

Ciddi saglik problemlerine sebep olan antibiyotik direnci, etkili yeni antimikrobial maddelerin klinik kullanima
girmesinden ¢ok daha hizli bir sekilde ortaya cikmakta ve yayilmaktadir. Antibiyotiklerin ¢ogu toprak
mikroorganizmalarindan elde edilmislerdir. Bu, kiiltiirii yapilabilen sinirlt sayidaki toprak bakterilerileri, 1960’11 yillara
kadar yogun olarak antibiyotik tiretiminde kullanilmiglardir. Dogal ortamlarda yasayan mikroorganizmalarin yaklagik
olarak % 99’unun in vitro sartlarda kiltiirii yapilamamis bakteriler oldugu ve bunlarin heniiz kesfedilememis yeni
antibiyotiklerin kaynagi oldugu bildirilmistir.

Kiiltiirii yapilamamis mikorganizmalari iiretmek i¢in dogal ortamlarinin veya 6zel iireme faktorlerinin kullanildigr yeni
bir teknoloji gelistirilmistir. Bu teknoloji ile heniiz kiiltirii yapilamamig Eleftheria terrae olarak isimlendirilen yeni bir
toprak bakterisinden, “teiksobaktin” olarak isimlendirilen yeni bir antibiyotigin elde edildigi bildirilmistir.
“Teiksobaktin”, Gram-pozitif bakterilerde peptidoglikanin 6ncii maddesi olan ve ¢ok iyi korunmus lipid II’ye ve hiicre
duvarindaki teikoik asidin 6ncli maddesi olan lipid III’e baglanir. Boylece, hiicre duvari sentezini engelleyerek
bakterisit etki gosterir. “Teiksobaktin”, metisiline direncli Staphylococcus aureus ile kanda ve Streptococcus
pneumoniae ile akcigerlerde enfeksiyon olusturulmus iki hayvan modeli {izerinde denenmistir. Sonugta, tiim denenen
hayvanlar basarili bir sekilde tedavi edilmisler ve higbirinde direng gelisimi gozlenmemistir. Eger onaylanirsa,
“teiksobaktin” yeni bir antibiyotik sinifinin ilk {iyesi olacaktir.

Anahtar kelimeler: Antimikrobiyal ilag¢ direnci; Gram-pozitif bakteriler; teiksobaktin.

ABSTRACT

Antibiotic resistance is spreading faster than the introduction of new antimicrobials into clinical practice, causing a
public health crisis. Most antibiotics were produced by screening soil microorganisms. This limited resource of
cultivable bacteria was overmined by the 1960s. It is reported that uncultured bacteria by in vitro conditions make up
approximately 99% of all species in external environments, and are a source of new antibiotics which could not be
explored yet. The new technology for growing uncultured organisms by cultivation in situ or by using specific growth
factors have been developed. As a result, it is reported that a new antibiotic termed as teixobactin has been discovered
in the screening of the new soil bacterium named as Eleftheria terrae. Teixobactin has bactericidal effects in Gram-
positive bacteria inhibiting cell wall synthesis by binding to lipid Il which is a a highly conserved precursor of
peptidoglycan and lipid Il which is a precursor of cell wall teichoic acid. It has been tested in two animal infection
models: blood infections of methicillin-resistant Staphylococcus aureus and lung infections of Streptococcus
pneumoniae. As a result, all animals were treated successfully and none developed resistance. If teixobactin is
approved, it will be the first of a new class of antibiotics.

Key words: Antimicrobial drug resistance; gram positive bacteria; teixobactin.

GIRiS

Penisilinin 1928 yilinda kesfini takiben 1943 yilinda
streptomisinin  kesfedilmesiyle, 1940’1  yillardan
itibaren 6nce penisilin, sonra streptomisin tedavide
kullanitma sunulmus ve bdylece antibiyotik ¢ag1

baslamistir. Gittikce artan sayida ve genis yelpazede
antibiyotigin kullanima girmesi, donemin en yaygin
hastaliklarinin etkili sekilde tedavi edilmelerine olanak
saglayarak tipta biiylik bir degisim baslatmistir (1,2).
Glnumuzde  bakterilerde  antibiyotik  direncinin
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gelismesi ve yayilimi diinyada yasayan tiim insanlar i¢in
onlenemeyen bir tehdit olusturmaya devam etmektedir
(1,3,4).

Son yarim yiizyilda, diren¢ gelisimine karst tek
secenek, yeni antimikrobiyal maddelerin kesfedilmesi
olmustur. 1960’lara kadar elde edilebilmis sinirl
sayidaki antibiyotiklerin asir1 kullanimi, antibiyotik
kesfi ¢aginin sonunu getirmistir. Klinikte kullanilan
antibiyotiklerin ¢ogu, kiiltiirii yapilabilen az sayidaki
toprak mikroorganizmalarindan elde edilmistir. Sentetik
antimikrobiyaller bakteri hucresine yeterli oranda
penetre olamamasindan dolayr dogal olanlarin yerini
alamamustir. Dogal iiriinler, hedef mikroorganizmalara
penetrasyon zorlugunu asarlar. Yeni antibiyotik kaynagi
olabilecek toprak mikroorganizmalarmin %99 undan
¢ogunun in vitro sartlarda kiiltiirii yapilamadig: i¢in bu
faydali bakterilerden antibiyotiklerin kesfedilmesi yillar
once durmustur. Giiniimiizde, onceki yillarda kiiltiiri
yapilamamis bu toprak mikroorganizmalarmi iiretmek
icin kendi dogal ortamlarimin kullanildigr ¢esitli
yontemler gelistirilmistir. Boylece dogal ortamlarinda
Uretilen bakterinin daha Once farkedilemeyen gen
iriinlerinin elde edilmesi ve kimyasal farkliliklarinin
ortaya ¢ikarilmasi saglanabilmektedir (2,5-7).

Bir grup arastirmaci, gelistirdikleri iChip teknolojisi ile
toprak bakterilerilerini in vitro sartlarda Uretmeyi
basararak bu bakterilerden farkli yap1 ve etki

0.028

0.019

0.024

mekanizmasina sahip olan yeni bir hiicre duvarn
inhibitorii elde etmislerdir. IChip teknolojisi, cevre
mikroorganizmalarinin  kendi  dogal ortamlarinda
iiremelerine imkan veren bir sistemdir. Uzerinde toplam
384 delik olan (72-19-1mm) bir plastik levha, kiltir
yapilacak dogal ortam siispansiyonu igine daldirilir.
Plaktaki her bir delik, ortamin bakterilerini de igeren
stispansiyon sivisini i¢inde hapseder-tutar. Daha sonra
deliklerin Ust ve alt yilzeyine yar1 gegirgen membran
yerlestirilir ve bunlarinda iistiine delikleri ayn1 hizada
olacak sekilde delikli iist ve alt plaklar yerlestirilerek
stkica vidalanir. Bu sistem, dogal ortaminda inkiibe
edilir. Inkiibasyon sonrasi plaklar ayrilir, membranlar
deliklerde bulunan bakterilerle birlikte alimir ve
laboratuar sartlarinda iiremeleri saglanir. Arastirmacilar,
bu sekilde once kendi dogal ortaminda, daha sonra da
besin maddeleri ve dreme faktorleri katarak in vitro
sartlarda Uretmeyi basardiklar1 Eleftheria terrae’den,
“teiksobaktin” olarak isimlendirilen yeni bir hiicre
duvari inhibitorii antimikrobiyal madde elde edildigini
bildirmislerdir. E. terrae yeni kesfedilen bir bakteridir.
Bakteri genomunun dizi analizi ¢ikarilmistir. Yapilan
16S rRNA ve DNA/DNA hibridizasyon sonuglarina
gore  bu  mikroorganizmanin  genetik  olarak
Aquabacteria’larla yakin akrabalik iliskisinin oldugu
belirlenmistir (7) (Sekil 1). Taksonomide beta-
proteobacteria smifi iginde yer alir. Urettigi

Rhizobacter fulvus
Methylibium petroleiphilum

Piscinibacter aquaticus

0.034

Rivibacter subsaxonicus

0.036

0.041

Aquabacten’:nn commune

Eleftheria terrae

,: Kinneretia asaccharophila
0.022
Mitsuaria chitosanitabida

0.025

0.028

0.044

Pelomonas puraquae

0.036

Roseateles aquatilis

Caldimonas taiwanensis

0.057

—— Rubrivivax benzoatilyticus

— Rubrivivax gelatinosus
0.0080

Aquincola tertiaricarbonis

Sekil 1: Eleftheria terrae’nin filogenetik agacta, yakin akrabalar: arasindaki yeri (7)*

“teiksobaktin” molekiiliiniin, bir ¢esit aminoasit olan
“enduracididine”, bir metilfenilalanin ve dort D-
aminoasitten olugan makrosiklik bir depsipeptid oldugu
bildirilmistir (Sekil 2). E. terrae kesfedilene kadar
Aquabacteria’lar icinde antibiyotik  Greten  bir
mikroorganizma bilinmemekteydi (7-9).

Etki mekanizmasi: Teiksobaktin” Gram-negatif bir
bakteri tarafindan tiretilir. Bakteri, iirettigi bu maddeyi
disari atar ve tekrar igeri girmesi engellenir. Bdylece,
kendisini antibiyotigin etkisinden korur (7).
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Sekil 2. “Teiksobaktin”nin formiil yapisi (7)*

“Teiksobaktin”, Gram-pozitif bakterilerde peptidoglikan
oncl maddesi olan ve ¢ok iyi korunan lipid II’ye ve
hiicre duvarindaki teikoik asidin oncii maddesi olan
lipid III’e baglanarak etkili olur. Hiicre duvar teikoik
asit olusumunun ge¢ donem sentezi agamasinda
engellenmesi, iretilmis toksik etkili ara Grlnlerin
birikimine neden olur. Bu da bakterisit etkiyi olusturur.
Ayrica, teikoik asitler, peptidoglikan sentezini dnleyen
otolizinleri baglar. Bu da bakteriyi otolizinlerinin yikic1
etkisinden korur. “Teiksobaktin”, bakteri hucresi teikoik
asidinin 6ncii maddelerine (lipid IIT) baglanarak teikoik
asitin sentezlenmesini engelleyip, otolizinlerin serbest
kalmasina ve hiicrenin lizizine sebep olur. Bdylece,
antibiyotigin miikemmel litik ve bakterisit etkisi ortaya
¢ikar  (7,10-13). “Teiksobaktin”nin, peptidoglikan
sentezinde rol alan enzimlerden birini engellemedigi,
DNA, RNA ve protein sentezine etkili olmadigindan
dolayi, yeni bir peptidoglikan sentezi inhibitorii oldugu
bildirilmistir (7).

“Teiksobaktin”, metisiline duyarli Staphylococcus
aureus (MSSA), metisiline direncli S. aureus (MRSA),
vankomisine orta derecede direngli S.aureus (VISA),
vankomisine direncli enterokoklar (VRE), penisiline
direncli Streptococcus pneumonuae, Mycobacterium
tuberculosis ve Bacillus anthracis ile Clostridium
difficile gibi anaerop_bakteriler de dahil, bircok Gram-
pozitif patojene karst miikkemmel etkili oldugu
bildirilmistir (Tablo 1). “Teiksobaktin”, oksasilin ve
vankomisin ile kiyaslandiginda S.aureus’a karsi
miikemmel bakterisit etkiye sahip oldugu gosterilmistir
(sekil 3). Ozellikle hiicre boliinmesinin yavasladig
doénemindeki hticreleri 6ldirme etkisi vankomisinden
dstiindiir (7). Ayrica, S.aureus’un 27 gin boyunca
diisik dozda “teiksobaktin™ iceren besiyerlerinde seri

a7
a8
HN
%NH
i0
HN

pasajlar1 yapildigi halde direncli susun gelismedigi de
bildirilmistir (sekil 4). Gram-negatif bakterilere
etkisizdir. Fakat hiicre duvar1 gecirgenligi hasarina
sahip Escherichia coli asmB1 susuna etkili bulunmusgtur

(2,7).

Tablo 1: “Teiksobaktinnin patojen
mikroorganizmalara etkinligi (7)*
Mikroorganizma MIK (pg/ml)
S.aureus (MSSA) 0.25
S.aureus (MRSA) 0.25
E.faecalis (VRE) 0.5
E.faecium (VRE) 0.5
S.pneumoniae (penisilin®) <0.03
S.pyogenes 0.06
S.agalactiae 0.12
Viridans grup streptokok 0.12
M.tuberculosis (H37Rv) 0.125
Moraxella catarrhalis 2
Haemophilus influenzae 4
Echerichia coli 25
Echerichia coli (asmB1) 2.5
Pseudomonas aeruginosa >32
Klebsiella pneumoniae >32
B.antracis <0.06
C.difficile 0.005
Propionibacterium acnes 0.08

“Teiksobaktin” VRE suslarina karsi etkili bulunmustur.
Bu suglar modifiye olmus lipid II igerirler. Yani, Lipid
I1I-D-Ala-D-Ala yerine Lipid 1I-D-Ala-D-Lac veya
Lipid 1I-D-Ala-D-Ser icerirler. Vankomisinin aksine
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“teiksobaktin”, modifiye olmus bu lipid II ye de
baglanabilir. Ayrica, yliksek minimum inhibitor
konsantrasyon (MIK) dozlarinda (100 pg/ml, test edilen

en yiliksek doz), memeli hiicrelerine toksik etkisi
saptanmamustir. Hemolitik aktivite gostermedigi ve
DNA’ya baglanmadigi da bildirilmistir (7,11,14-16).

a 4 . b 1.
9 . 9
8 - 8
=71 7
E o)
5 Kontrol E
S 6 2 6
g i Oksasilin R
o
- =)
25 === Vankomisin T 5
| o
Teiksobaktin — == Kontrol
- 4 -
4 i Oksasilin
3 | 3 | == Vankomisin
il Teiksobaktin
2 2 ——— ———
0 4 8 12 16 20 24 0 4 8 12 16 20 24

Zaman (saat)

Zaman (saat)

Sekil 3: S.aureus’un cesitli antibiyotiklerin bulundugu ortamda zamana bagh 6liim
egrileri. A- erken, b-ge¢ donem iireme fazinda iken antibiyotiklerden etkilenme

degerleri (7)*

d 256

128

64 .
i Ofloksasin
32

16

MiK degerleri

0.5

i Teiksobaktin

10

20

15 25

Zaman (giinler)

Sekil 4: S.aureus’un “teiksobaktin”in sub-MiK konsantrasyonlarinda yapilan
seri pasajlar1 sonucundaki direng gelisimi (7)*.
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In vivo etki: Serumdaki etkisinin kalici, diizenli ve iyi
etkili oldugu bildirilmektedir. Toksisitesi diisiiktiir.
Farmakokinetik parametreleri: serumda 4 saat MIK
degerinin iistiindeki degerlerde kalabilir.
“Teiksobaktini iki farkli enfeksiyonlu fare modeli
iizerinde test edilmistir (7).

Model 1- MRSA ile olusturulmus bakteriyemi;
Intraperiton yoldan %90 oranda letal dozda (LDgg)
MRSA enjekte edilerek septisemi olusturulan bir fare
modelinde, enjeksiyondan 1 saat sonra 1-20mg/kg
dozda intravendz olarak tek doz “teiksobaktin” verilen
farelerin tiimii hayatta kalmistir.

Model 2- Ikinci arastirmada da, akcigerlerinde
S.pneumoniae ile enfeksiyon olusturulmus hayvanlarin
%50 sinin hayatta kaldigi koruyucu dozun (KDsp),
KDsp: 0.2 mg/kg oldugu saptanmistir. Vankomisinde ise
bu doz KDsp: 2.75 mg/kg’dir.

Her iki enfeksiyon modelinde de, tiim hayvanlar basari
ile tedavi edilmislerdir. Verilen tedavi dozlarinda ilaca
bagli gelisen higbir yan etki goriilmemistir. Daha da
onemlisi: hicbir farede direng gelismemistir (7).
Vankomisin  direnci, klinik  olarak  kullanima
girmesinden 30 yil sonra gelismistir. Lipid II’nin
modifikasyonu ile olugan vankomisin direncinin,
vankomisin {ireten mikroorganizmanin (Amycolatopsis
orientalis) kendisinden kaynaklandigi disiiniilmektedir
(17). “Teiksobaktin”, lipid II’ye baglanarak etkili olan
yeni bir antibiyotik sinifinin ilk iiyesidir. Yapisal olarak
glikopeptid antibiyotiklerden farkhidir. Baglandig:
bolgenin iyi korunmasindan dolayr degisiklige ugrama
olasihigmin ¢ok az oldugu, boylece “teiksobaktin”
direncinin muhtemelen daha da uzun bir siire sonunda
ancak gelisebilecegi tahmin edilmektedir (12,15,17,18).
Toprak bakterilerinden, insan patojenlerindeki direng
genleri ile 6zdes olan birgok antibiyotik direng geni elde
edilmistir. Bu diren¢ genleri arasindaki Dbariz
benzerlikler, ortiigmeler olmasina ragmen, topraktaki
antibiyotik diren¢ genlerinin yapisini etkileyen faktorler
ve diren¢ genleri ile ¢evreleri arasindaki iliskileri
(yaytlimi) hemen hemen hi¢  bilinmemektedir
(7,12,17,19-22). Bununla birlikte, bu yol ile
“teiksobaktin”e diren¢ gelisebilmesinin ¢ok zayif bir
olasilik olabilecegi bildirilmektedir. Ciinkii insanlarda
hastalik olusturan bakteri suslarinin bu antibiyotige
direng kazanabilmesi icin “teiksobaktin”e direncli
toprak bakterileri ile birlikte bulunmalar1 gerekecektir

9).

SONUGC OLARAK

Bir toprak bakterisinden  “teiksobaktin”  olarak
isimlendirilen yeni bir antimikrobial madde, bir seri
yeni teknikler kullanilarak elde edilmistir. Antibiyotigin
klinik deneylerinin iki yil icinde baslayacak hale
gelebilecegi, bunun da ilave olarak 2-3 yil alabilecegi
tahmin  edilmektedir. Yakin  bir  gelecekte,
“teiksobaktin”in yeni bir antibiyotik siifinin ilk tiyesi
olarak yerini alacag iimit edilmektedir.
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NADIR BiR HETEROTOPIK GEBELIK VAKASI: SPONTAN SiKLUSTA UNIiLATERAL
KORNUAL VE TUBAL GEBELIK

RARE HETEROTOPIC PREGNANCY: UNILATERAL CORNUAL AND TUBAL
PRESENTATION IN NATURAL CONCEPTION

Meryem Kiirek EKEN*, Giilsah ILHAN**, Burcu BICAKCI*, Hasan YUKSEL*

OZET

Amag: Nadiren dogal gebeliklerde olusan heterotopik gebelikte siklikla riiptiir sonrasi cerrahi tedavi gerekli oldugunda
tan1 konur. Bu sebeple erken tani hasta i¢in hayati 6nem tasimaktadir. Burada riiptiire tubal gebelik ve ge¢ taninabilen
kornual gebelik ile prezente olan heterotopik gebelik vakast sunmay1 amagladik.

Olgu: 24 yasinda, nullipar, son adet tarihine gére 7 haftalik spontan gebeligi olan hasta, karin agrisi ve vaginal kanama
ile klinigimize bagvurdu. Yapilan fizik muayenesinde akut batin bulgular1 mevcuttu. Transvaginal ultrasonografisinde
endometrial kavitede gestasyonel kese izlenmedi. Endometrium 15 mm ve hiperekojen izlendi. Sag adneksial alanda
ektopik odak ve douglasta serbest sivi izlendi. Yapilan tetkiklerinde Hemoglobin: 9.2 gr/dl, B-hcg: 3028.3 m 1U / ml
olarak gelen hastaya laparoskopi planlandi. Laparoskopik eksplorasyonda sag tuba riiptiire izlendi. Batinda ortalama
400cc kan ve koagulum izlendi. Uterus ve her iki over normal goriinum ve cesamette izlendi. Sag salpenjektomi yapildi,
batin yikanmasinin ardindan laparoskopiye son verildi. Takiben D&C yapildi. Sag tubanin patolojik degerlendirme
sonucu ektopik gebelik, hematosalpenks ve D&C materyalinin patolojik degerlendirmesi ise Arias Stella reaksiyonu
olarak geldi. Postoperatif 2. giiniinde bakilan kontrol p-hcg: 4481.4 m IU / ml gelen hasta transvaginal ultrasonografi ile
degerlendirildi, gebelik ve ekleri izlenmedi. Postoperatif 4.giinde B-hcg: 6446.9 m IU / ml gelmesi Gzerine transvaginal
ultrasonografi tekrarlandi. Sag kornual alanda gestasyonel kese ve yolk sac izlendi. Hasta sistemik metotreksat (75
mg/m?) ile tedavi edildi.

Sonug: Heterotopik gebelik nadir gériilmesi sebebi ile tan1 ve tedavide gecikmeler olabilmektedir. Heterotopik gebeligi
olan hastanin kornual gebelik teshisinde eksplorasyon sonrasi tubal gebeligin alinmasi ile gecikme olmustur. Biz de
hasta sonuglarini iyilestirmek adina boyle nadir bir vakay: sunarak hekimlerin bu tarz vakalara dikkatini cekmeyi ve bu
hastalarda seri $-hcg takiplerinin tanida 6nemine dikkat cekmek istedik.

Anahtar kelimeler: Heterotopik gebelik; kornual gebelik; tubalektopik gebelik.

ABSTRACT

Objective: Heterotopic pregnancy that rarely occurs in natural conception is often diagnosed after its rupture when
surgical treatment is needed. Therefore early diagnosis is vital for the patients. We introduced a heterotopic pregnancy
case presenting with a ruptured tubal pregnancy and later cornual pregnancy.

Case Presentation: A 24 year old, nulliparous, 7 weeks pregnant woman in natural conception was admitted with
abdominal pain and vaginal bleeding. Physical examination revealed the signs of acute abdomen. Gestational sac was
not observed in endometrial cavity by transvaginal ultrasound. Endometrium was 15 mm and hyperechoic. Ruptured
ectopic focus in the right tuba and free fluid in the douglas pouch were observed. Hemoglobin level was 9.2 g / dl and
B-hcg level was 3028.3 m IU / mL. After the evaluation of the patient laparoscopy was planned.

In laparoscopy; the right fallopian tube had ruptured. Right salpingectomy and then D & C were performed. Right tubal
pathological evaluation was ectopic pregnancy, and hematosalpinx and pathologic assessment of the D & C material
came as Arias Stella reaction.

B-hcg level was 481.4 m IU / mL on the second postoperative day and the patient was evaluated by transvaginal
ultrasonography. Endometrium was 10 mm and heterogeneous. Post-operative 4"day B-hcg level was 6446.9 m IU / mL

Date received/Dergiye geldigi tarih26.08.2016 — Date accepted/Dergiye kabul edildigi tarih: 07.10.2016
* Adnan Menderes Universitesi T1p Fakiiltesi, Kadin Hastaliklar1 ve Dogum Anabilim Dali, Aydin
** Siileymaniye Kadin Hastaliklar1 ve Cocuk Egitim Arastirma Hastanesi, Kadin Hastaliklar1 ve Dogum Klinigi,
Istanbul, TURKIYE
(Corresponding author/iletisim kurulacak yazar: meryemkurek@yahoo.com)
Istanbul Tip Fakiiltesi Dergisi Cilt / Volume: 79 * Sayt / Number: 4 « YillYear: 2016
169


http://dergipark.ulakbim.gov.tr/iuitfd
mailto:meryemkurek@yahoo.com

Siklusta heterotopik gebelik

and transvaginal ultrasonography was repeated. Gestational sac and yolk sac were visible at the right cornual area.
Patient was treated with systemic methotrexate (75 mg / m2) subsequently.

Conclusion: The rarity of heterotopic pregnancy may lead to delays in diagnosis and treatment. The diagnosis of
cornual pregnancy was delayed after the removal of tubal pregnancy by exploration. We would like to draw attention of
physicians with such a rare case in order to improve patients' outcomes and to introduce the importance of serial f-hcg

follow-ups in these patients.

Keywords: Heterotopic pregnancy; cornual pregnancy; tubal ectopic pregnancy

GIiRiS

Heterotopik gebelik; simultane olarak 2 ya da daha fazla
yere implantasyon ile karakterize, spontan gebeliklerde
cok nadir gorulen ve fatal olabilecek tehlikeli bir
jinekolojik acildir (1,2). Cogunlukla bilinen risk
faktorleri yardimci tireme teknikleri, infertilite tedavisi
ve gecirilmis pelvik inflamatuar hastalik oykiisiidiir (3).
Risk faktori olmayan ve spontan gebelik ile olusan
vakalar teshiste giiclik c¢ekilen gruptur ve siklikla
gozden kagmis ve komplike heterotopik gebelik ile
presente olurlar (1). Heterotopik gebeligin tanisi ve
yonetimi karmasik olsa da, uygun teshis ve tedavi ile
potansiyel riskler en aza diistiriiliir. Bu sebeple erken
tan1 hasta i¢in hayati 6nem tagimaktadir.

Klinigimizde bilinen bir risk faktorii olmayan ve
spontan siklusta gebe kalan ruptire tubal gebelik ve ge¢
tan1 konulabilen kornual gebelik ile prezente olan
heterotopik gebelik vakasini sunduk.

OLGU SUNUMU

24 yasinda, nullipar, son adet tarihine gore 7 haftalik
spontan gebelik, karin agris1 ve vaginal kanama ile
klinigimize bagvurdu. Yapilan fizik muayenesinde batin
alt kadranlarinda sagda daha belirgin olmak {izere
yaygin hassasiyet ve akut batin bulgulart mevcuttu.
Hastanin vital bulgular;; nabiz 112/dak, Tansiyon
arterial  90/60 mm Hg olclldd. Transvaginal
ultrasonografisinde  (Samsung H60™) (TVUSG)
endometrial kavitede gestasyonel kese izlenmedi.
Endometriuml5 mm ve hiperekojen izlendi. Sag
adneksial alanda ruptiire ektopik odak ve douglasta
serbest ~mayii izlendi.  Yapilan tetkiklerinde
Hemoglobin: 9.2gr/dl, B-hcg: 3028.3 m IU / ml olan
hastaya laparoskopi planlandi.

Laparoskopik eksplorasyonda batinda yaklasik 400 cc
serbest kan aspire edildi. Uterus, sol tuba ve overler
normal goriinimde idi. Sag tuba riiptire izlendi.
Kanama kontrolii  saglanamamasi {izerine sag
salpenjektomi yapildi. Batin i¢i yikamanin ardindan
isleme son verildi. Daha sonra endometrium kalin
izlenmesi sebebi ile dilatasyon ve kiiretaj (D&C) yapildi
ve materyaller patolojiye gonderildi. Sag tuba patolojik
degerlendirme sonucu ektopik gebelik, hematosalpenks
ve D&C patolojik degerlendirmesi ise Arias Stella
reaksiyonu olarak geldi.

Postoperatif 2. giiniinde bakilan kontrol -hcg:4481.4 m
IU / ml saptanan hasta TVUSG ile degerlendirildi.
Gebelik ve ekleri izlenmedi. Postoperatif 4.giinlinde f3-
hcg: 64469 m IU / ml gelmesi Uzerine TVUSG
tekrarlandi. Sag kornual alanda gestasyonel kese izlendi

(Resim 1). Hasta 2 doz sistemik metotreksat (75 mg/m?)
ile tedavi edildi.

L

Resim 1: Kornual Gebelik Kesei '

TARTISMA
Heterotopik gebeligin insidanst yardimci {ireme
yontemleri ile olusan gebeliklerde %0.2-1 (4,5) dogal
gebeliklerde ise 1:30.000 olarak bildirilmistir (1).
Heterotopik gebeligin erken tanisi klinik semptomlarin
yoklugundan otlirii giligtiir. Bu donemde siklikla eslik
eden ekstrauterin gebeligin bulgulari dominanttir (6).
Yardime1r Ureme tedavileri ile gebe kalan hastalarda
yapilan rutin TVUSG ile %56 oraninda heterotopik
gebelikler tanmabilir (7). iki ya da daha fazla yere
implante  olmus, ektopik gestasyonel keselerin
saptanmasi diginda, intrauterin ve ekstrauterin kardiyak
aktivitenin goriilmesi teshisi kesinlestirir ancak nadiren
goriiliir. Cerrahi tedavi yapilan ektopik gebelik
vakalarinda postoperatif dénemde bakilan seri B-hcg
takiplerinde artig tanida 6nemlidir (8).

Sunulan vakada bilinen bir risk faktorii olmayip spontan
gebelikte meydana gelen ve daha 6nce klinik takibi
olmayan ilk defa acil servise bagvuran bir hastadir.
Literatiirde heterotopik gebeliklerin %70’ inin 5-8.
haftalar arasinda, %20’ sinin 9-10. haftalar arasinda,
%10’unun ise 11. gebelik haftasindan sonra tani aldig
bildirilmistir (5). Bu olguda; 7-8. haftalar arasinda
salpenjektomi ~ sonrasinda  fB-hcg  seviyelerinin
diismemesi lizerine yapilan TVUSG
goriintiilemeleri ile tan1 konmustur.

Heterotopik gebeligin tedavisi cerrahi, medikal veya
bekleme seklinde olabilir. Literatiirde 217 vaka
tanimlanmis olup bunlardan %90.78 i cerrahi olarak
tedavi edilmigtir. Cerrahi tedavi hastanin tani1 anindaki
hemodinamisine bagli olarak laparoskopi veya
laparatomi olarak belirlenir (9).
Diger tedavi yontemleri lokal
Metotreksat, RUA486 veya

seri

KCL enjeksiyonu,
Prostaglandin
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uygulamalaridir. Ancak intrauterin saglikli  gebelik
stiphesi  varliginda  metotreksat, RU486  veya
prostoglandin uygulamalarindan kagimilmalidir (10).
Vakamizda; tubal gebelik laparoskopi ile tedavi edilmis
olup daha sonra tanist konan kornual gebelik ise
sistemik metotreksat ile tedavi edilmistir.

Metoteksat ektopik gebeligin tedavisinde en sik
kullanilan medikal tedavidir. Etkisini DNA sentezinde
dihidrofolat enzimini inhibe ederek gosterir. Ozellikle
hizli ¢ogalan hiicrelere toksik etkileri mevcuttur. En stk
yan etkisi mukozit olmakla birlikte doz bagiml olarak
karaciger, gastrointestinal sistem yan etkileri daire,
kanama, iilser ve kemik iligi supresyonu olabilir (11).
Hayat1 tehdit eden bir durum olan heterotopik gebelik
mortalite ve morbiditenin 6nemli bir nedenidir. Bu
hastaligin tanisinin ancak klinik bulgu ve semptomlar
yerlestikten sonra konulabilmesi yiliksek morbidite ve
mortalitenin sebebidir. Heterotopik gebeligin tanisi ve
yonetimi karmagik olsa da, uygun teshis ve tedavi ile
potansiyel riskler en aza disiiriiliir. Heterotopik gebelik,
intrauterin  gebeligi olmasina ragmen akut batin
bulgular1 olan olgularda yada ektopik gebelik cerrahisi
sonrasinda yiikselen B-hcg degerleri olan vakalarda
mutlaka akilda tutulmalidir.

Heterotopik gebelik vakalarinin nadir goriilmesi sebebi
ile hekimlerin farkindaliklariin yetersiz oldugunu
diisiinmekteyiz. Ozellikle de risk faktorii olmayan ve de
spontan gebelikler de meydana gelen bu vakalarda tam
giiclesmekte ve buna baglh komplike bir hal
alabilmektedir. Sunulan vakada da hasta Oncelikle
riptiire ektopik gebelik tanisi ile tedavi edilmis daha
sonra kornual gebeligi goriilerek heterotopik gebelik
tanis1 konmustur.

Biz de bu tarz hastalarin tanisal sonuglarini iyilestirmek
ve spontan siklularda, risk faktéri olmadan da
heterotopik gebelik olabileceginin, bu nedenle seri p-
hcg ve wultrason takiplerinin tanidaki Onemini
vurgulayarak hekimlerin dikkatini ¢gekmeyi amagladik.
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UTERINE MYOMA WITH CYSTIC DEGENERATION MIMICKING OVARIAN
NEOPLASM: A CASE REPORT

OVER TUMORUNU TAKLIT EDEN KiSTIK DEJENERASYONA UGRAMIS MYOMA UTERI
- OLGU SUNUMU

Burcin KARAMUSTAFAOGLU BALCI*, Ahmet Cem IYIBOZKURT **,
Yesim ERBIL***

ABSTRACT

Objective:Myomas are the most common uterine neoplasms. They usually have a characteristic appearance on
ultrasound but the myomas that have undergone degeneration may have variable patterns. We are presenting a patient
with the histologic diagnosis of uterine myoma with cystic degeneration, but preoperatively, we strongly suspected that
the tumor was a primary ovarian tumor.

Case report: A 41-year-old woman, presented with a history of abdominal distention and pelvic pain. Abdominal
sonogram showed a large, complex and predominantly cystic mass, approximately 20 cm x 30 cm in size, occupying
the whole abdomen and suggestive of a suspicious ovarian neoplasm. Magnetic Resonance Imaging scan showed a
large, thin-walled and predominantly cystic mass. The tumor was in general cystic but solid components showed
contrast enhancement after contrast injection. Tumor markers were slightly elevated. Primary ovarian tumor was the
most likely diagnosis, because of its size, cystic nature and thin walls. At laparotomy, we found an enlarged, complex
and predominantly cystic tumor arising from the uterus that filled the entire abdominal cavity. Total hysterectomy and
bilateral salpingectomy was done. Frozen section diagnosis was degenerated uterine myoma. Postoperative period was
uneventful and the patient was discharged 5 days after the operation. The final histologic diagnosis was uterine myoma
with cystic and myxoid degeneration, no mitosis nor necrosis was present.

Conclusion: An uterine myoma with extensive cystic degeneration may mimic an ovarian tumor on imaging modalities
and should be considered in the differential diagnosis of an adnexial / pelvic mass.

Keywords: Fibroids; ovarian cancer; degenerated myoma.

OZET

Amagc:Uterusun en sik karsilasilan tiimorleri myomlardir. Ultrason incelemesinde myomlar karakteristik gorintdleri ile
kolayca tanmabilirler. Bununla beraber dejenere myomlarin goriintiileme yontemleri ile taninmalar1 zor olabilir. Bu
olgu sunumunda preoperatif degerlendirmede primer over timorii disiindiigiimiiz fakat histolojik tanisi kistik
dejenerasyona ugramis myoma uteri olan bir hastamizi sunmaktayi1z.
Olgu sunumu: 41 yasindaki hasta abdominal gerginlik ve pelvik agri nedeniyle refere edildi. Tiim batin ultrasonografi
incelemesinde biiyiik, kompleks, kistik komponenti baskin, 20*30 cm boyutlarinda, tiim batini dolduran ve over kanseri
diistindiiren bir kitle saptandi. MR incelemesi kitlenin biiyiik, ince cidarli ve 6n planda kistik oldugunu gosterdi. Kistin
igerisinde solid komponentlerde kontrast tutulumu saptandi. Tiimdr gostergegleri normal aralikta idi. Kitlenin boyutlart,
kistik yapisi ve ince duvarlari taninin primer over timorii oldugunu diisiindiirdii. Laparotomide uterustan kaynaklanan,
tim abdominal kaviteyi dolduran, kompleks yapida ve kistik komponenti baskin olan bir kitle saptadik. Total
histerektomi ve bilateral salpingooferektomi yapildi. Peroperatif patolojik inceleme (frozen section — dondurarak
kesme) sonucu dejenere myom olarak geldi. Hastanin postoperatif takibi sorunsuz gecti ve hasta 5. giinde taburcu
edildi. Patoloji sonucu kistik ve miksoid dejenerasyon iceren, mitoz ve nekroz icermeyen, myoma uteri olarak geldi.
Sonug: Kistik dejenerasyon iceren myoma uteri goriintileme yontemlerinde over timdérina taklit edebilir ve adneksiyal
kitle yonetiminde ayirici tanida dejenere myom da distintilmelidir.

Anahtar Kelimeler: Myoma uteri; over kanseri; dejenere myom.
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Fibroid mimicking ovarian tumor

INTRODUCTION

Leiomyoma, myoma or fibroid is the most common
uterine  neoplasm.  Ultrasonography,  computed
tomography and magnetic resonance imaging are
helpful in the diagnosis and management of myomas.
Myomas usually have a characteristic appearance on
sonography; they appear as a homogeneous or
heterogeneous hypoechoic uterine mass. However,
degenerated myomas may have variable patterns and
may mimic other pathologies including adenomyosis,
hematometra, uterine sarcoma, abcess and ovarian
masses. We herein report a patient with the histologic
diagnosis of uterine myoma with cystic degeneration,
but preoperatively, we strongly suspected that the tumor
was a primary ovarian tumor.

CASE REPORT

A 41-year-old premenopausal woman, gravida 3, para 1,
abortus 2, presented with a history of abdominal
distention and pelvic pain. Informed consent was
obtained from the patient. Her medical and family
history were normal. Her surgical history included one
Caesarian section. Her vital signs were all within
normal limits. Abdominal examination revealed a huge
abdominal mass that caused distention.

On pelvic examination, the external genitalia and
uterine cervix were normal, but the fornices of the
vagina were full. Abdominal sonogram revealed a large,
complex and predominantly cystic mass, approximately
20 cm x 30 cm in size, occupying the whole abdomen
and suggestive of a suspicious ovarian neoplasm and a
small quantity of ascitic fluid was also noted. There
were multiple fine septations, left ovary was seen and
normal but the other ovary was not seen.

Magnetic Resonance Imaging (MRI) scan of the
abdomen and pelvis showed a large, thin-walled and
predominantly cystic mass probably arising from uterus
(Image 1). The mass was present in all abdominal cavity
and pelvis, with well-defined margins. It showed low
signal intensity on T1 weighted images and high signal
intensity on T2 weighted images. The tumor was in
general cystic but solid components showed contrast
enhancement after contrast injection. Differential
diagnosis included degenerated myoma, mucous
cystadenoma or cystadenocarcinoma; primary ovarian
tumor was the most likely diagnosis, because of its size,
cystic nature and thin walls. Complete blood count,
serum electrolyte levels, tests of liver and renal function
and Pap smear were normal. Serum level of CA - 125
was 107 U/ml, CA 19 - 9 was 11.19 U/ml and CA 15 - 3
was 10.2 U/ml (normal ranges: <35, <37 and
<31.3U/ml, respectively).

An abdominal midline xiphopubic vertical incision was
made. At laparotomy, we found some free fluid and an
enlarged, complex and predominantly cystic tumor
arising from the uterus that filled the entire abdominal
cavity and compressed the intestines (Image 2). The
upper pole of the tumor was extended up to the level of
umbilicus. The mass caused the torsion of the uterus and
adnexes; the right ovary was on the left side of the
abdomen and the left ovary on the right side. There was
another uterine solid mass, a firm pale and pink solid

mass, probably a myoma, arising from anterior wall of
the uterus, with the dimensions of 11 cm x 10 cm. Both
ovaries were seen and were normal. Total hysterectomy
and bilateral salpingectomy was done. Frozen section
diagnosis of the giant mass and the second solid mass
were both degenerated uterine myoma, so no additional
surgical procedure was done. Postoperative period was
uneventful and the patient was discharged 5 days after
the operation. The final histologic diagnosis was uterine
myoma with cystic and myxoid degeneration, no mitosis
nor necrosis was present.

Image 1: Sagittal MR image shows multi-cystic
uterine tumor, a large mass occupying most of the
abdominopelvic cavity with some areas of cystic
degeneration.

Image 2: Operative field. Large pedunculated
uterine mass of approximately 20 cm x 30 cm in
size and a myoma with the dimensions of 11 cm
% 10 cm on the anterior wall of the uterus.
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Over timorind taklit eden myoma uteri

DISCUSSION

Leiomyomas, myomas or fibroids are the most common
uterin  neoplasm. Their size may vary from
microscopical to giant tumors (weighing 25 Ib — 11.3 kg
or more) (1). As leiomyomas enlarge, they can outgrow
their blood supply, resulting in various types of
degeneration, such as hyaline, cystic, myxoid or red
degeneration and dystrophic calcification (2).
Degeneration of leiomyomas is a common complication
occurring in approximately two thirds of all surgical
specimens (3). Hyalinization being the most common
type of degeneration, occurring in up to 60% of cases,
cystic degeneration, observed in about 4% of
leiomyomas, may be considered extreme sequelae of
edema (4).

Typical appearances of leiomyomas are easily
recognized on imaging modalities. Ultrasound is usually
the initial screening tool for myoma (5), because it is
cheap, cost-effective and non-invasive. On ultrasound,
the uterus may be focally or globally enlarged, the
myoma appears as a solid mass slightly hypoechoic than
the myometrium. Although they do not have a true
capsule, they are usually well circumscribed and
rounded. If calcific degeneration is present, some
acustic shadowing are seen on ultrasound. However,
other degenerating myomas can have variable patterns
and may pose diagnostic challenges and the atypical
appearances that follow degenerative changes can cause
misdiagnosis. They can be falsely interpreted as
adenomyosis, hematometra, uterine sarcoma, abcess and
ovarian masses.

In our case, the predominantly cystic nature of the
lesion, the fact that one of the ovaries is not seen led to
the diagnosis of a mass originationg from the ovary; so
an ovarian tumor. Additionally, the mass’s large size
and multi-locularity are characteristics of a cystadenoma
or cystadenocarcinoma. But the final histologic
diagnosis of the lesion was degenerated uterine myoma.
This case showed how important is to visualize the
ovaries on ultrasound and MRI. At laparotomy, we saw
that our case’s ovaries were both normal but were
displaced due to the torsion of the uterus and adnexes,
so they were not well visualized on sonography and
MRI.

Neither CT nor MRI are the primary modality for
diagnosing and evaluating uterine myomas but they
both can be used. MR imaging is currently considered to
be more accurate imaging technique for the detection
and localization of leiomyomas. Additionally an
enlarged uterus can not be always visualized with
ultrasound, so MRI may be mandatory in some cases.
Nondegenerated myomas have a typical appearance on
MRI; they are well-circumscribed masses with
decreased signal intensity compared to myometrium on
T2-weighted images. However, degenerated myomas
may have variable appearances. Myomas with cystic
degeneration show high signal intensity on T2-weighted
images, and the cystic areas do not enhance. Myomas
with myxoid degeneration show low signal intensity on
T1- weighted images, very high signal intensity on T2-
weighted images, and enhance minimally or do not
enhance on contrast-enhanced images. Our case’s MRI

scan revealed a predominantly cystic mass, arising from
the uterus and with high signal intensity on T2-weighted
images. However, the tumor was thought to be of
ovarian origin because of its cystic nature, thin walls
and big size.

In English literature there are other reported cases of
myoma mimicking ovarian tumor (6-8). Low and Chong
reported a very similar case to our’s: their patient had a
pedunculated and subserosal uterine myoma with cystic
degeneration that mimicked a mucinous
cystadenocarcinoma (8). The sonogram showed a large,
complex and predominantly cystic mass, with the
dimensions of 17*17*9 cm, Icoated above the uterus.
The lesion had internal septations and neither ultrasound
nor CT showed normal ovaries. That patient’s tumor
markers were within normal limits. At laparotomy, they
found a 20-cm tumor arising from fundus uteri and
normal ovaries. The final pathologic diagnosis was
pedunculated uterine leiomyoma with marked cystic
degeneration; a very similar case to ours.

CONCLUSION

An uterine myoma with extensive cystic degeneration
may mimic an ovarian tumor on imaging modalities and
should be considered in the differential diagnosis of an
adnexial / pelvic mass.
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BATIN DUVARINDA ENDOMETRIOSIS: SEZARYEN SKAR HATTINDAN UZAK
ATIPIK LOKASYON

ABDOMINAL WALL ENDOMETRIOSIS; DISTANT FROM CAESAREAN INSICION
ATYPIC LOCATION

Meryem Kiirek EKEN*, Giilsah ILHAN™", Hasan YUKSEL ", Burcu BICAKCI"

OZET

Amag: Karin 6n duvari1 endometriozisi nadiren goriiliir. Kitle lezyon, siklik menstrual agr1 ve gegirilmis obstetrik ya da
jinekolojik cerrahi operasyon varligi preoperatif taniya yakinlastirir. Nadir vakalarda skar hattindan uzakta atipik
prezantasyon olabilir. Burada klinigimizde opere edilen sekonder infertil, sezeryan skar hattindan 10 cm uzaklikta atipik
lokasyonda bilateral batin duvar1 endometriosisi tanimladik.

Olgu:34 yas, gravida 3 para 1(sezeryan), sekonder infertilitesi olan hastanin anamnezinde 5 yil 6nce gecirilmis bir
sezaryen ameliyatt mevcut. Sekonder infertilite ve batin duvarinda ele gelen kitle sikayeti ile jinekoloji poliklinigine
basvurdu. Fizik muayenede; pfannensteil insizyon skari ve bu skarin yaklagik 10 cm yukarisinda bilateral ele gelen
yaklasik 3 cm boyutunda, dokunmakla agrili kitle izlendi. Yiizeyel doku ultrasonografisinde bilateral rektus kasi
lateralinde endometriozis ile uyumlu oval 3x4 ¢cm ¢apinda, hipoekojen lezyon saptandi. Lezyonlar genel anestezi altinda
cilt-cilt alt1 dokuya yapilan insizyonlar, etrafinda 1 cm lik saglam doku ile ¢ikartildi. Diagnostik laparoskopisinde
pelviste endometriozis veya endometrioma saptanmadi. Yapilan kromopertubasyon testinde bilateral tuba uterinalardan
metilen mavisi gecisi izlenmedi. Patolojik degerlendirme sonucu endometriozis olarak geldi.

Sonug: Hastanin anamnezinde gegirilmis sezeryan oykiisii tipiktir. Skar hattindan uzak lokalizasyon atipiktir. Hastanin
yaklagik 2 yildir sekonder infertilite ykiisii olmasi ve batin igerisinde belirgin bir endometriosis odagi izlenmemesine
ragmen atipik lokalizasyonlu endometriosis vakalar1 olusabilecegi akilda tutulmalidir.

Anahtar kelimeler: Batin duvar1 endometriosis; infertilite; atipik lokasyon.

ABSTRACT

Objective: Abdominal wall endometriosis is seen rarely. Mass lesion, cyclic menstrual pain and previous obstetric or
gynecological surgery history facilitates the preoperative diagnosis. Atypical presentation that is distant from the scar
line may be encountered in rare cases. We defined secondary infertile patient that was operated in our clinic, having
bilateral abdominal wall endometriosis that was located 10 cm far away atypically distant from cesarean scar line.

Case presentation: 34 year old, gravida 3, parity 1 ( cesarean section ) patient who had undergone caesarean section 5
years ago admitted to gynecology outpatient clinic with the complaints of secondary infertility and palpable abdominal
wall mass. Physical examination revealed pfannensteil incision and bilateral 3 cm painful mass that was located 10 cm
distant from the scar line.

Ultrasonographic examination revealed oval, 3x4 cm, hyperechogen mass compatible with endometriosis that was
located lateral to the rectus muscles bilaterally. Lesions were removed with 1 cm clean margins by incisions to skin and
subcutaneous tissue under general anesthesia.

Pelvic endometriosis or endometrioma was not detected in the diagnostic laparoscopy. Bilateral methylene blue tubal
passage was not monitored in the chromopertubation test. Pathological evoluation resulted as endometriosis.
Conclusion:Previous cesarean section in the patient's history was typical. Localization distant from the scar line was
atypical. Despite history of secondary infertility for about 2 years and lack of a a significant focus of endometriosis in
the abdomen of the patient, atypical localization of endometriosis should be kept in mind.

Key words: Abdominal wall endometriosis; infertility; atypical location
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Atypical abdominal wall endometriosis

GIiRiS

Endometriozis fonksiyonel endometriumun uterin kavite
disinda bulunmasi olarak tamimlanir. Reprodiiktif
donemdeki kadmlarin %8-15’inde goriilmektedir. 1lk
defa Rokitansky tarafindan tanimlanmistir  (1).
Etiyolojisi hala yeterince bilinmemektedir. En yaygin
teori endometriumun tubalardan reflisii ve implante
olmasidir. Diger popiiler teoriler immiinolojik degisim,
progenitor kok hiicrelerin bagkalagimi, vaskiiler ya da
lenfatik yayilimdir (1,2).

Endometriozis siklikla pelvik kavitede lokalizedir.
Bobrek, barsak, omentum, lenf diigiimleri, umblikus,
ekstremiteler, akciger, pleura, herni keseleri ve karin
duvarinda da endometriozis saptanan  vakalar
bildirilmigtir (1). Karin 6n duvar1 endometriozislerde
nadir goriilen bir lokasyondur. Gegirilmis operasyonlara
baglh olarak (1-3) ya da daha nadiren spontan olarak da
gelisebilecegi bildirilmistir (4). Sezaryen dogumlardan
sonra %0.03-0.04 siklikla goriiliir (1). Literatiirde
cerrahi sonrasi olusan karin 6n duvar endometriozis
olgular1 bildirilmistir. Ancak bu vakalarda lezyonlar
eski insizyon skarinda veya yakin lokasyonlarda
saptanmustir.  Anamnezinde  gecirilmis  sezaryen
operasyonu olmasina kargin skar hattina uzak
lokalizyonda olusan atipik lezyon ile basvuran
olgumuzu sunmay1 amacladik.

OLGU SUNUMU

34 yas, gravida 3 para 1(sezeryan), sekonder infertilitesi
olan hastanin anamnezinde sistemik hastalig1 yok.
Obstetrik anamnezinde 5 yil once gecirilmis bir
sezaryen ameliyati mevcut. Sekonder infertilite ve batin
duvarinda ele gelen kitle sikayeti ile jinekoloji
poliklinigine  bagvurdu.  Hastanin = anamnezinde
sikayetlerinin 2 yildir mevcut oldugu ve sikayetlerinin
ozellikle adet donemlerinde arttigini ifade etti. Fizik
muayenede; gegirilmis sezaryen operasyonuna bagli 12
cm boyutunda pfannensteil insizyon skari ve bu skarin
yaklasik 10 cm yukarisinda bilateral ele gelen yaklagik 3
cm boyutunda, dokunmakla agrili kitle izlendi.
Spekulum muayenesinde vulva-vagina-serviks dogal,

Resim 1: Rektus kasi lateralinde endometriosis odag:

transvaginal ultrasonografide (Samsung H60™) uterus
antevert, antefleks, endometrium ince, dizenli, overler
dogal saptandi. Palpe edilen lezyonlar icin yapilan
ylizeyel doku ultrasonografisinde bilateral rektus kasi

lateralinde endometriozis ile uyumlu oval,3x4 cm
capinda, hipoekojen lezyon saptandi. Lezyonda
subkutanéz planda Kkalsifikasyon yada vaskularite
izlenmedi. Bu lezyonlar genel anestezi altinda cilt-cilt
altt dokuya yapilan insizyonlar, etrafinda 1 cm lik
saglam doku ile ¢ikartildi.(Resim1-2) Diagnostik

laparoskopisinde  pelviste ~ endometriozis  yada
endometrioma  saptanmadi  (Resim 3). Yapilan
kromopertubasyon testinde bilateral tuba uterinalardan
metilen  mavisi  ge¢isi  izlenmedi. Patolojik

degerlendirme sonucu endometriozis olarak geldi.

Resim 2: Batin 6n duvarinda her iki odaktan
cikarilan endometriosis dokulari

Resim 3: Laparoskopik batin ici eksplorasyonda

endometriosis odag1 izlenmemekte. Bilateral
kromopertubasyonda tubalardan gecis yok.
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Karin 6n duvar1 endometriozisi nadiren goriiliir. Kitle
lezyon, siklik menstrual agr1 ve ge¢irilmis obstetrik ya
da jinekolojik cerrahi operasyon varligi preoperatif
tantya yakinlasgtirir  (6). Menstrual  siklus ile
endometriozis nodiiliin  boyutundaki  degisiklikler
patognomoniktir ancak her vakada rastlanamayabilir.
Literatiirde anamnezinde gegirilmis operasyon olmadigi
halde karmm duvari endometriozis olan vakalar da
bildirilmistir (5). Nadir vakalarda skar hattindan uzakta
atipik prezantasyon olabilir (5).

Skar endometriozisi; sezaryen, histerektomi,
apendektomi, amniosentez, epizyotomi gibi gegcirilmis
abdominal ya da pelvik operasyonlar1 takiben
olusmaktadir. Literatiirde vakalarin ¢ogunda skar
dokusuna komsudur (6). Manerikar ve arkadaslar1 eski
sezeryan skarina 5 cm uzaklikta olgu tariflemislerdir
(1). Olgumuzda lezyonlar pfannensteil insizyon skarinin
yaklasik 10 cm yukarisinda izlendi.

Leite ve arkadaslar1 obstetrik girisimlerden sonra
%0.03-3.5 oraninda endometriozis olusumu
bildirmiglerdir ~ (2). Hastalarin  %96’sinin  Kkitle,
%87’sinin agr1, %57 sinin ise menstrual siklus ile ilgili
semptomlarla  basvurduklari, hastalarin  ortalama
yaglarinin 31.4 ve endometriomanin ilk operasyondan
ortalama 3.6 yil sonra olustugu bildirilmistir. Bizim
vakamizda hastanin yasi 34 ve anamnezinde 5 yil 6nce
gecirilmig sezaryen Oykiisii mevcuttu. Hasta agri, ele
gelen kitle,sekonder infertilite ile bagvurdu. Hasta
sikayetlerinin yaklasik 3 yildir mevcut oldugu, 6zellikle
adet donemlerinde arttigini ifade etti.

Operasyon sonrast gelisen endometriozislerde direk
implantasyon yaygin olarak kabul edilen teori iken (7,8)
skar dokusundaki primitif mezenkimal hicrelerin
endometrial dokuya metaplazisi, vaskiler veya lenfatik
yayilim diger olasi teorilerdir (7-10).

Ultrason, bilgisayarli tomografi, manyetik rezonans
goriintileme ve doppler ultrasonografi gibi tam
modalitelerinden faydalanilabilir. Ultrasonografi ucuz
ve kolay ulasilabilir olmasi sebebi ile tanida ilk ve en
sik tercih edilen metoddur (11). Ultrasonda tipik olarak
hipoekoik, icinde heterojen ekolar iceren kitle imaji
izlenir. Olgumuzun ultrasonografisinde bilateral rektus
kasi lateralinde endometriozis ile uyumlu oval, 3x4 cm
capinda, hipoekojen lezyon saptandi. Lezyonda
subkutan6z planda Kkalsifikasyon yada vaskdlarite
izlenmemistir.

Histopatolojik degerlendirme ile kesin tani konur (11).
Incelemede endometrial gland ve stromal hiicrelerin
yanisira  hemosiderin  yiiklii makrofajlar izlenir.
Vakamizin  patolojik  degerlendirme  sonucunda
endometriozis tanist kesinlesmistir.

Skar yada spontan abdominal duvar endometriozisinde
medikal ve cerrahi tedavi secenekleri mumkindur.
Medikal tedavide oral kontraseptifler, danazol ve GnRH
agonistleri kullanilabilir. Ancak parsiyel tedavi soz
konusudur ve tedavinin kesilmesi ile niiksler siktir (11).
Vakamizda 1-1.5 cm lik saglam doku ile lezyonlarin
eksizyonu gerceklestirilmistir.

Granulom, inguinal herni, insizyonel herni, lipom, abse,
dermoid tiimor, nérom, sarkom, lenfoma karin 6n duvar
endometriozisi ayirici tanisina girer (12).
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Olgumuzda anamnezde gegirilmis cerrahi Oykiisli olan
ve menstruasyonla siklik olarak boyutlar1 degisen kitle
lezyon ve agri ile bagvuran sezeryan skar hattindan
yaklagik 10 cm uzaklikta yerlesim gosteren karin 6n
duvar  endometriozisli ~ bir  hasta  sunulmustur.
Anamnezde geg¢irilmis operasyon varligi Onemlidir
ancak skar hattindan wuzak lokalizasyon atipiktir.
Hastanin yaklagik 2 yildir sekonder infertilite oykiisi
olmasi, kromopertubasyon ile tubalardan gegis ve batin
icerisinde  belirgin  bir  endometriosis  odag:
izlenmemesine ragmen atipik lokalizasyonlu
endometriosis vakalari olusabilecegi akilda tutulmalidir.
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	2 186882 ARAŞTIRMA TÜRKİYE 79 4-141-146
	GEREÇ VE YÖNTEM
	BULGULAR
	TARTIŞMA
	SONUÇ
	KAYNAKLAR

	3 201953 ARAŞTIRMA SYMPYOMATIC 79 4 147-152
	4 200571 ARAŞTIRMA MEDİCAL 79 4 - 153-156
	5 189700 ARAŞTIRMA İNVERTED 79 4 157-162 
	6 201001 DERLEME  YENİ BİR 79 4-163-168
	7 167269 OLGU SUNUMU NADİR 79 4 169-171-goruldu
	8 196471 OLGU SUNUMU OVER TM  79 4 172-174 
	9 201348 OLGU SUNUMU BATIN  79 4- 175-177



