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mu ile ilgili calismalarin yayinlandigl, 4 ayda bir basilan

uluslararasi bir dergidir. Gonderilen yazilar Yaymnlama
ve Inceleme Kurulunun onayindan gectikten sonra yayinlanir.
Dergide yayinlanacak yazilar icin kullanilacak dil Turkee olup,
yazilarn Turk dilinin yazim kurallarna uygun yazilmas: ge-
rekmektedir. Yayinlama ve Inceleme Kurulu, kabul edilen ya-
zilart dilin kullanimi acisindan denetleme ve yazilarda gerekli
degisiklikleri yapma hakkina sahiptir. Tiirkce yazilan yaziya
ek olarak duzenlenen "Abstract” Ingilizce olarak yazilmalidir.

.Endoskopi dergisi gastroenterolojide endoskopi kullani-

Yazilarin genel formati International Committee of Medical Jo-
urnal Editors (ICMJE) tarafindan hazirlanan ICMJE-Recom-
mendations for the Conduct, Reporting, Editing and Publica-
tion of Scholarly Work in Medical Journals (updated in August
2013 - http://www.icmje.org/icmje-recommendations.pdf)
standartlaria uygun olarak hazirlanmalidir.

Yazilar 3 nusha halinde ve bir kopyasi da CD’ye kaydedilmis
olarak gonderilmelidir.

Yazilar ENDOSKOPI DERGISI, Turk Gastroenteroloji Vakfi,
Gaziler Sokak, 22/1, 06620, Abidinpasa, Ankara adresine 3
kopya gonderilmelidir. Ayrica yazinin duzeltilmis son sekli-
nin dijital ortamda PC’de Windows altinda Word programiy-
la yazilarak “doc” dosyast olacak sekilde (CD’ye) kaydedilmis
bir kopyasinin gonderilmesi gerekmektedir. Postadaki kayip-
lardan dergi sorumlu degildir.

Yazilar gonderilirken kontrol listesi izlenecek ve yaym hakki-
nin devri sozlesmesi tiim yazarlarca imzalanacaktir.

Dergi, “Insan” ¢gesinin i¢inde bulundugu tim calismalarda
Helsinki ~ Deklerasyonu  Prensiplerine  uygunluk
(http://www.wma.net/e/policy/b3.htm) ilkesini kabul eder.
Bu tip calismalarin varliginda yazarlar, makalenin GEREC VE
YONTEMLER boliimuinde bu prensiplere uygun olarak cahs-
may1 yaptiklarini, kurumlarimin etik kurullarindan ve calis-
maya katilmis insanlardan “Bilgilendirilmis olur” (informed
consent) aldiklarim belirtmek zorundadir.

Calismada “Hayvan” 6gesi kullanilmis ise yazarlar, makalenin
GEREC VE YONTEMLER boltmunde Guide for the Care and
Use of Laboratory Animals (www.nap.edu/cata-
log/5140.html) prensipleri dogrultusunda calismalarinda
hayvan haklarim koruduklarini ve kurumlarinim etik kurulla-
rindan onay aldiklarini belirtmek zorundadir.

Olgu sunumlarinda hastanin kimliginin ortaya ¢ikmasina ba-
kilmaksizin hastalardan “Bilgilendirilmis olur” (informed
consent) almmalidir.

Eger makalede direkt-indirekt ticari baglanti veya calisma icin
maddi destek veren kurum mevcut ise yazarlar; kullanilan ti-
cari tirin, ilag, firma... ile ticari hicbir iliskisininin olmadigim
ve varsa nasil bir iliskisinin oldugunu (konstltan, diger anlas-
malar), editére sunum sayfasinda bildirmek zorundadur.

yazarlara

Gonderilen yazilarin kontrol ve duzeltmeler icin posta gider-
leri karsiligr olarak 50.00 TL, Turkiye Is Bankasi, TGV Saglk
Malz. Ltd. sti. (TR21 0006 4000 0014 2320 5124 42) Nolu
TL hesabina yatirilacak ve dekontun kopyasi yaziyla birlikte
gonderilecektir.

YAZILARIN KABULU

Dergiye gonderilen yazilarn daha 6nce baska bir yerde yayin-
lanmamis veya yayin icin gonderilmemis olmalari gerekir.

llgili (corresponding author) yazar, tum yazarlarin yazinin
yayinlanmasini kabul ettiklerini beyan etmek zorundadir. Ya-
z1 kabul edildikten sonra yazinin gerekli gorulen duizeltmeler-
le birlikte her turli yaymn hakk: yayinciya aittir. Bu nedenle
dergide yaymlanmak tizere gonderilen yazilarin gerekli
duzeltmelerle birlikte her turla yaymm hakkinin Tuark
Gastroenteroloji Vakfina devredildigini bildiren “Yayin Hakk:
Devri Sozlesmesi’nin tim yazarlarca imzalanarak gonde-
rilmesi gerekmektedir.

YAZI TIPLERI

Arastirma yazilari, olgu sunumlari, editore mektuplar, ilging
olgu ve gorunti ornekleri ve teknik notlar ile derleme yazila-
rina, dergide yer verilecektir.

Baslik sayfasinda yazarlarin adlarn acik olarak bashgin altinda
yer almalidir. Soyadlar tizerine numara konularak, yazarlarin
akademik tnvanlar ve calistiklart kurumlar acik sekilde dip-
not olarak belirtilir. Yazismalar icin haberlesme adresi, tele-
fon-faks numaras1 ve e-posta adresi yazilmahdir. Turkce ve
Ingilizce olarak yazilmis bashklarin altina en fazla 4 kelime-
den olusan kisa baslk yazilmalidir.

Arastirma yazilari asagida belirtilen duzende olmalidir;

Turkge ve Ingilizce Ozet / Giris / Gereg ve Yontem / Bulgular
/ Tartisma / Kaynaklar / sekiller / Tablolar

Ozetler maksimum 250 kelime icermeli ve asagidaki duzen-
de olmahdir:

- Giris ve calismanin amaclar (Background and aims): Bu
konuda daha once yapilmis calisma ve calismanin amacla-
rnin iki cumleyi gecmeden vurgulanmasi.

- Gereg ve yontem (Materials and methods): Hastalarla ilgi-
li bilgi, calismanin dizayni (prospektif, retrospektif v.s) ve
parametreler.

- Bulgular (Results): En 6nemli bilgiyi icermeli.

- Sonug¢ (Conclusion): Bir veya iki ctimlede vurgulanacak
sonucu icermeli.

- Kaynak, tablo, resim ve kisaltma olmamali.

Olgu sunumlarinda ender gortlen ve ilgi uyandiracak olgu-
lar olmal ve su boliimlerden olusmalidir: Kisa Ttirkce ve
Ingilizce ozet, giris, olgu sunumu, tartisma, kaynaklar, se-
killer ve tablolar.



aciklama

Derleme Yazilari tekniklerin (Or: APC uygulama pratigi-tek-
nigini anlatan), yerlesik bilgilerin ve beklentilerin en son
makalelere dayali anlatimini icerir yazilar olmahdir.

Editore mektuplar dergide daha 6nce yaymlanmis yazilara
elestiri getirmeli ve/veya katk: saglamaldir. Ozet icerme-
meli, maksimum 400 kelime olmalidir.

Ilginc olgu-gorintii 6rnekleri ve teknik notlar, gastroentero-
lojik endoskopide yeni teknikleri ve nadir olgular ytuksek
kalitede gorunttiler ve kisa metinler ile sunmalidir. Metin
300 kelimeyi gecmemeli, maksimum 6 goruntu ve 5 kay-
nak olmalidir.

*  Metin Yazimi: A4 kagida cift aralikh olarak sol tarafa 3 cm,
sag tarafa 2 cm bosluk birakilarak Times New Roman ka-
rakteri ile 12 punto yazilmalidir

Kisaltmalar miimkiin oldugu kadar az kullanilmal ve ilk
gectigi yerde parantez iginde belirtilmelidir. Ozetlerde ki-
saltma kullanilmamalidir.

» Kaynaklar yazida gecis sirasina gore yazilmalidir. Metinde,
tablolarda ve sekillerde parantez icerisinde arabik rakam-
larla belirtilmelidir. Metnin sonunda numaralanmis kay-
naklar listesi asagidaki orneklere uygun olmalidir. Dergi
basliklarinda Index Medicus kisaltmalar kullanilmalidir.

Dergilerden Yazilar

1. Froehlich F, Burnard B, Vader JP, et al. Endoscopies: too
many and not enough. Endoscopy 1997; 29: 713-5.

Kitaplardan béliimler

. Grimm H, Soehendra N. Endoscopic biliary drainage. In:

Lygidakis NJ, Tytgat GNJ (eds). Hepatobiliary and pan-
creatic malignancies. 2nd edn. Stuttgart: Thieme; 1989:
418-25.

Sekiller ayn sayfalarda yer almali, yazi icerisindeki siraya
gore arabik sayilarla (sekil 1, sekil 1a v.s) numaralandiril-
mali, baslik ve aciklamast seklin altina yazilmahdir. Ek
olarak ana metinde kaynaklardan sonra sekiller yer alma-
Ldur.

Tablolar Her biri ayr bir sayfaya arabik rakamlarla (Tab-
lo 1, Tablo 2 v.s) yazilmali, her bir tablonun baslhig olma-
L1 ve tabloda gecen kisaltmalar tablo altinda belirtilmelidir.

Resim, grafik ve cizimler, iyi kalitede kuse kagida cizil-
mis ya da basilmis olmalidir. Resim, grafik ve c¢izimlerin
arkasinda bir ok isareti ile tist kismi, sira numarasi ve ma-
kalenin adi mutlaka belirtilmelidir. Bu bilgiler ayrica ytik-
sek cozuntirlikte CD’ye kopyalanmis olmalidir.

Tipk: basim verilmeyecektir.

Dergide yaywlanan yazilarnn her tirlii sorumlulugu yazarla-
ra aittir.



Instructions for

journal that publishes original studies investigating the

use of endoscopic procedures in digestive system. Ma-
nuscripts are subject to peer review before publication. The
Journal is published in two languages, and only articles in
English and Turkish are accepted. Articles should be written
according to spelling rules of both languages. The Publishing
and Editing Board reserves the right to review and change as
necessary accepted articles with regards to the use of langua-

ge.

General format of the manuscripts must conform to the stan-
dards of ICMJE-Recommendations for the Conduct, Repor-
ting, Editing and Publication of Scholarly Work in Medical Jo-
urnals (updated in August 2013 -http://www.icmje.org/icmje-
recommendations.pdf) issued by International Committee of
Medical Journal Editors (ICMJE).

Articles should be mailed to ENDOSKOPI DERGISI, Turk
Gastroenteroloji Vakfi, Gaziler Sokak, 22/1, 06620, Abidin-
pasa, Ankara, Turkey in 3 copies. The final edited version of
the article should be submitted as softcopy written on Word
under Windows as “doc” file format saved in a CD. The jour-
nal do not undertake any liability for any possible losses in
mail service.

Endoscopy Gastrointestinal is an international quarterly

A check list will be followed when submitting articles and the
Authors Agreement Form must be undersigned by all aut-
hors.

The Journal abides by the principle of compliance to the Hel-
sinki Declaration (http://www.wma.net/e/policy/b3.htm) in
all its works that are based on the “human” factor. In such
studies, authors should confirm compliance to such princip-
les in the MATERIALS AND METHODS part and should cle-
arly state that they have obtained “informed consents” from
ethical boards of relevant institutions and study participants.

In studies involving “animal factor”, authors should declare
that they observe animals’ rights and have taken approval
from ethical boards of their institutions as per the principles
of Guide for the Care and Use of Laboratory Animals
(www.nap.edu/catalog/5140.html) in the MATERIALS AND
METHODS patrt of the article.

In case reports, informed consent should be obtained from
patients notwithstanding disclosure of patient identity.

As for direct and indirect commercial relations or financial
sponsorship for the study, authors should acknowledge either
absence of such commercial links with the commercial pro-
ducts, drugs, companies, ... or should disclose to the editor
the type of relationship they have with relevant counterparts
(consultation, other agreements) in the cover page of the ar-
ticle.

As a mailing contribution of articles to be subject to further
proofreading and editing, 50,00 TL (Turkish liras) will be de-
posited to TL account of the TGV Saglik Malz. Ltd. Sti. befo-

re Turkiye Is Bankast (IBAN: TR21 0006 4000 0014 2320
5124 42) with a copy of the bank receipt submitted in attach-
ment of the article.

ACCEPTANCE OF ARTICLES

Articles submitted to the journal should not be published or
under consideration for publication elsewhere.

Corresponding authors should declare their acceptance for
publication of the article. Once the article is accepted, all
publishing rights of the article including the necessary correc-
tions shall belong to the publisher. Therefore, Authors Agree-
ment Form indicating transfer of all publishing copyrights to
the Turkish Gastroenterology Foundation including all neces-
sary corrections should be signed and submitted by all aut-
hors.

Also, authors are encouraged to submit their articles online
from the following link: http://www.endoskopidergi-
si.org/onlinesubmit.

TYPES OF ARTICLES

Original papers, case reports, review articles, new methods
and materials, letters to the editor, interesting images and
technical notes may be published in the journal.

Authors’ names should be placed right under the title in the
title page. Academic titles and relevant institutions of authors
should be clearly indicated as footnotes introduced with a star
next to authors’ surnames. Correspondence address, telepho-
ne and fax numbers and e-mail addresses should be indicated
for further correspondences. A brief title of maximum 4
words should be entered under the titles in English.

Original Papers
Original papers should be in the following order:

Abstracts in English / Introduction / Materials and Methods /
Results / Discussion / References / Figures / Tables

- Abstracts

- Should include no more than 250 words and should be
structured as follows:

- Background and Aims: reference should be made to pre-
vious studies and study objective with maximum two sen-
tences.

- Materials and Methods: information about patients, study
design (prospective, retrospective, etc.) and parameters.

- Results: should contain the most important piece of
knowledge.

- Conclusion: should contain the conclusion of the study to
be highlighted in one or two sentences.

- There should not be any references, tables, pictures or
abbreviations.



authours

Case Reports

Rare or unusual cases that might draw attention should be
presented as case reports and should be comprised of the fol-
lowing parts: brief abstract in English, introduction, case pre-
sentation, discussion, references, figures and tables.

Reviews

Reviews are the articles that provide an update of techniques,
established knowledge and expectations based on latest artic-
les (e.g., APC practices & techniques).

Letters to the Editor

Letters to the Editor are those articles that criticize and/or
contribute to previously published articles of the journal.
They should not contain an abstract and should provide no
more than 400 words.

Interesting case images, technical notes

Should present new techniques and rare cases of digestive en-
doscopy with high quality images and brief descriptions.
Texts should not exceed 300 words with maximum 6 images
and 5 references.

Article Writing Rules

The text will be written on A4 paper (21x29.7) in Times New
Roman font in double line spacing and with 3 cm of margin
from left and right and 2 cm of margin from top and bottom.

Abbreviations should be avoided as much as possible and
should be indicated in brackets wherever they are used. No
abbreviation should be used in abstracts.

References should be indicated according to order of appe-
arance in the article. They should be indicated in Arabic nu-

merals in the text, tables and figures within brackets. Enume-
rated list of references to be included at the end of the text
should be in compliance with the below given examples. In-
dex Medicus abbreviations should be used in journal titles.

Articles from Journals

1. Froehlich F, Burnard B, Vader JP, et al. Endoscopies: too
many and not enough. Endoscopy 1997;29:713-5.

Chapters from Books

2. Grimm H, Soehendra N. Endoscopic biliary drainage. In:
Lygidakis NJ, Tytgat GNJ (Eds). Hepatobiliary and pancrea-
tic malignancies. 2nd edn. Stuttgart: Thieme; 1989: 418-25.

Figures should be given in separate pages, should be enume-
rated with arabic numerals in the order within the article (Fi-
gure 1, Figure la, etc.) with a caption under the figure. Addi-
tionally, figures should be given after references in the main
text.

Each table should be given in a separate page with Arabic nu-
merals (Table 1, Table 2, etc.) with a title assigned for each
table, and abbreviations used in the table should be given un-
der the table.

Pictures, graphs and drawings should be printed or drawn
on quality glossy paper. Upper side of pictures, graphs and
drawings should be indicated with an arrow on their back si-
de also with an order number and related article name. Such
information should also be burnt on high quality CD.

Facsimile messages will not be accepted.

All responsibility of articles published in the journal will belong to
authors.
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KONTROL LISTESI

Ug nisha yazi

Orjinal resim ve grafiklerden 3 kopya konuldu.

OO O

Derginin yazim kurallarina uygunlugu gozden gecirildi.

[ 50.00 TL Endoskopi Dergisi'nin banka hesabina [Ttrkiye Is Bankasi, TGV
Saglik Malz. Ltd. Sti. (TR21 0006 4000 0014 2320 5124 42) nolu TL Hesabi]
yatirildi, dekont ekte sunuldu.

[l Yazinin yayin hakkinin Tirk Gastroenteroloji Vakfina devredildigine dair
yazl tum yazarlarca imzalanarak zarfa konuldu. Boylece tum yazarlar calismay1
tekrar gozden gecirmis sayilacaktir.

[ Yaymn kurallarina uygun olmayan sekilde gonderilen yayinlar degerlendir-
meye alinmayacaktir. Bu nedenle yaymn basvurusu yapanlarin bu konulara aza-
mi dikkat etmeleri gerekmektedir.

YAYIN HAKKI DEVRI SOZLESMESI

Biz asagida isim ve imzalari bulunan yazarlar ENDOSKOPI DERGISIme yayinlanmak tizere génderdigimiz yazimizin gerekli
gorulen duzeltmelerle birlikte her turlit yayin hakkini, yazinin yaymlandigr gunden itibaren Turk Gastroenteroloji Vakfina

devrettigimizi kabul ederiz.
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AUTHOR’S AGREEMENT

I hereby assign and transfer copyright in and to the submitted work, including the exclusive right to publish the same in all
forms and media, now and hereafter known and all other rights under copyright to the Turkish Gastroenterology Foundation
(TGV) if and when the manuscript is accepted for publication or published by TGV. I further acknowledge that all such rights
under copyright may be transferred, assigned, or licensed by TGV to third parties.

To be signed by all authors:
Title:

Author name Signature Date

Note: Manuscripts cannot be processed for publication until the Publisher has received this signed form. If the manuscript is not
published by TGV, this letter will not take effect. Copies of this form may be made for additional signatures.

MANUSCRIPT CHECKLIST

Remember to submit the author’s agreement plus three copies of the manuscript, with the components arranged in the following

order:
1. Title Page 7. References
2. Abstract 8. Tables

3. Introduction 9. Figure Legends
4. Materials and Methods __10. Figures
5. Results _11. Author’s agreement

6. Discussion 12. Bank transfer receipt
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27 Duodenal diverticulum mimicking a cystic pancreatic neoplasm
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Behcet'lilerde ileokolonik perforasyon riski: U¢ olgu sunumu ve literattirtin gézden gecirilmesi
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Background and Aims: Intestinal Behcet'’s disease may cause serious com-
plications, including massive hemorrhage, fistulisation and intestinal perfo-
ration, which are encountered in approximately 50% of patients. Currently,
there is little data on iatrogenic ileocolonic perforation during colonoscopy
in patients with intestinal Behcet’s disease; therefore, our aim is to perform
a retrospective review of records of intestinal Behcet’s disease patients who
suffered perforation during or after colonoscopy. Materials and Methods:
A total of 2615 colonoscopic examinations were performed between May
2002 and December 2007. The main indication for colonoscopy was intesti-
nal Behcet’s disease in 135 of the 2615 patients. Results: 135 patients with
Behcet’s disease were evaluated by colonoscopy due to presumed ileocolonic
involvement. Eight out of 135 (5.9%) patients had ileal and colonic ulcers.
3 patients (2.22%) had iatrogenic perforation; 2 of whom had profound ul-
cers in proximal colon and ileum. The third case had ulcers in the sigmoid,
descending and transverse colon segments. All 3 patients had undergone
surgical intervention that included ileal resection and right hemicolectomy.
Conclusion: Colonoscopic examination is commonly used in Behcet’s dis-
ease not only for diagnostic purposes but also for surveillance of intestinal
involvement. Volcano-shaped ulcers are especially prone to perforate. Both
clinicians and endoscopists should be alert against barotrauma during colo-
noscopy since it may cause perforation. Patients should also be followed, and
in case of abdominal pain after colonoscopic examination, colonic perfora-
tion should be considered.

Key words: Behcet’s disease, colonoscopy, ileocolonic perforation

INTRODUCTION

Behcet’ s disease (BD), is a multisystem inflammatory disor-
der characterized by repetitious oral and genital ulcers, skin
lesions and relapsing ocular lesions that may affect the ner-
vous system, joints, blood vessels and sometimes the gastro-
intestinal system (1,3). Gastrointestinal involvement rates
vary widely, estimated at 3 to 60 per cent in different coun-
tries (4-11).

Intestinal BD lesions can range from simple mucosal inflam-
mation, to infarct or ischemia due to small or large vessel in-
volvement. These findings may vary from non-specific colitis
to diffuse ulcers (12). Lesions arise mostly from the ileocaecal
segment with colonic involvement seen less frequently (13).

Bektas M, Kalkan C, Soykan 1. The risk of ileocolonic perforation in patients with
Behget’s Disease: A Report of three cases and a review of the literature. Endoscopy
Gastrointestinal 2015;23:1-5.

Giris ve Amac: Intestinal Behcet Hastaligi ciddi komplikasyonlara neden
olabilir. Masif kanama, fistiilizasyon ve intestinal perforasyon, intestinal
Behcet Hastaligi olanlarin yaklasik 9%50’sinde rastlanan komplikasyonlardir.
Intestinal Behcet tanist alanlarda, kolonoskopi sirasindaki iatrojenik ileoko-
lonik perforasyonu inceleyen yeterli calisma ve data yoktur. Bu nedenle biz
intestinal Behcet Hastaligi olanlarda kolonoskopi sirasinda ve kolonoskopi
sonrasinda gelisen perforasyon sorununu incelemeyi amacladik. Gere¢ ve
Yéntem: Mayis 2002 ile Aralik 2007 tarihleri arasinda tiniversitemizde ya-
pilan 2615 kolonoskopi olgusu degerlendirildi. Bu 2615 olgunun 135’inin
kolonoskopi i¢in ana endikasyonu intestinal Behcet Hastalig idi. Bulgular:
Toplam 135 intestinal Behcet hastasinda ileokolonik tutulum olup olmadi-
gt anlamak icin kolonoskopi yapildi. 135 hastanin 8'inde (%5,9) ileal ve
kolonik tilserler saptandi. latrojenik perforasyon tic olguda (%2,22) goruliir-
ken, bunlarin 2’sinde proksimal kolon ve ileum’da tilserler bulundu. Uctinct
olgunun tilserleri sigmoid kolon, inen ve transvers kolon segmentlerindeydi.
Bu 3 olgunun hepsi de ileal rezekziyon ve sag hemikolektomi icin cerrahiye
gonderildiler. Sonug: Behcet Hastaliginda yalniz tani icin degil, ayni zaman-
da Behcet Hastaligimin intestinal tutulumunun stirveyansi icin kolonoskopi
muayenesi cok yaygin olarak kullamilir. Volkan bicimli tilserler perforasyona
ozellikle egilimlidirler. Konoskopi sirasinda asirt hava verilmesi perforasyo-
na sebep olabileceginden klinisyenler ve endoskopistler bu konuda uyanik
olmalidir. Ayrica hastalar; kolonoskopik inceleme sonrasinda karin agrisi
durumunda mutlaka takip edilmeli ve kolonik perforasyon her zaman akilda
tutulmalidr.

Anahtar kelimeler: Behcet hastaligi, kolonoskopi, ileokolonik perforasyon

Intestinal BD is an important morbidity and mortality reason
depending on serious complications it causes (14,15). Mas-
sive hemorrhage, fistulisation and intestinal perforation are
complications encountered in approximately 50% of patients
suffering from intestinal BD (14,16,17). Free perforation is
a state with a poor prognosis that may increase the risk of
panperitonitis, a complication that requires emergent oper-
ation (14,18,19). However, there is no data about iatrogenic
perforation during the colonoscopy in intestinal BD patients.
In the current study, data from BD patients who experienced
perforation during or after a colonoscopy procedure were ret-
rospectively analyzed.
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MATERIALS and METHODS

One hundred thirty five BD patients underwent colonoscopy
to evaluate lower gastrointestinal system involvement betwe-
en May 2002 and December 2007. All patients met the diag-
nostic criteria defined by the International Study Group for
Behcet’s Disease (23). Patients who met at least two or more
active clinical symptoms related to BD were categorized as in
the active BD group, whereas subjects who had no symptoms
other than repetitious oral ulcers at least until a month ago
were classified as in the inactive BD group (23,24).

Preparation for colonoscopy in all patients was done using
Fleet phospho-soda 90 mL (C.B. Fleet Co., Inc. Lynchburg,
VA, USA). Midazolam, meperidine and propofol were used as
pre-procedural sedatives. All colonoscopies were done by an
experienced endoscopist (M.B.) using an advanced imaging
technique videocolonoscopy (Fujinon E400 Tokyo, Japan). A
total of 2480 colonoscopies were done in the same time peri-
od due to other indications. In the study, we retrospectively
analyzed BD patients who suffered from perforation during
or after colonoscopy.

RESULTS

Of the 135 BD patients (77 female, 58 male), in our study,
mean age 35.4 (range, 18-69). Eight (5.9%) patients of the
135 had ileal and colonic ulcers and the rest (127 cases) had
normal colonoscopy examinations. These patients had hema-
tochezia, abdominal pain as a gastrointestinal symptom and
anemia as laboratory findings. Some of the ulcers were re-
ported to be superficial aphthous lesions whereas others were
defined as profound ulcers. Three of the 8 patients (2.2%),
had ileal and colonic ulcers; and five (3.7%) had colonic in-
volvement alone. Biopsies were taken from all ileal and co-
lonic lesions for histopathological examination and the re-
sults revealed vasculitis. The characteristics of the patients are
summarized in Table 1. Iatrogenic colon perforation during

colonoscopy was encountered in 3 male patients, mean age
33.6 years (range, 18-56).

A total of 2480 colonoscopies were performed in the same
time period due to other indications such as constipation, ab-
dominal pain, diarrhea, inflammatory bowel disease, weight
loss, rectal bleeding and iron deficiency anemia. 240 (9.17%)
patients of 2480 were diagnosed with Crohn’s Disease; 276
(10.5%) had ulcerative colitis; and 46 (1.75%) had colorectal
cancer;no subjects among these groups suffered colonoscopic
perforation as a complication.

The terminal ileum was reached in all of the BD patients, ex-
cept the three who experienced iatrogenic perforation; two of
the three patients were examined until the ceacum; profound
ulcers were seen in the proximal colon (Figure 1). The third
patient’s was examined up until mid-transverse colon where
profound ulcers were observed in the sigmoid, descending
and transverse colon. Abdominal distention, pain, desatu-
ration, hypotension and tachycardia developed during the
procedure in all three patients. Physical examination revealed
defense and rebound findings. The abdominal X- ray results
were free of intraperitoneal air. Emergency surgery was per-
formed on all three patients. Two of the perforations were
seen in ileum and one in ascending colon during intraop-
erative examination. lleal resection and hemicolectomy were
performed on all three patients (Figure 2) and histopatho-
logical examination from these patients’ resection materials
revealed vasculitis (Figure 3).

DISCUSSION

Intestinal involvement in BD is seen in 1 to 60% of patients
(14,16,17). Intestinal BD may be diagnosed in a patient if s/he
meets criteria for BD by systemic findings and typical ulcers
are seen either in small intestine or colon (15-17). Documen-
tation of typical ulcerative lesions using objective modalities
is performed in only 3- 25% of BD cases (12,14). In this

Table 1. Demographics of the patients who had ulcers as a finding of colonoscopic evaluation

No Age Sex OU GU A PT U PPE
1 18 M + + + + - -
2 26 M + + - + + +
3 56 M + + - - + +
4 53 IFi + + - + - +
5 25 E + o + + _ +
6 52 IFi + + - + + +
7 69 M + + - + + +
8 34 M + + + + - +

EN Symptom Colonoscopy Perforation
+ Hematochesia Colonic ulcer Tleum
- Hematochesia  Ileal-colonic ulcer Ileum
+ Hematochesia Colonic ulcer Ascending colon
- Hematochesia Colonic ulcer None
- Anemia Ileal-colonic ulcer None
- Hematochesia Colonic ulcer None
+ Anemia Colonic ulcer None
- Anemia Ileal-colonic ulcer None

OU = Oral ulceration; GU = Genital ulceration; A = Arthritis; PT = Pathergy test; U = Uveitis; PPE = Papulopustular eruptions;

EN = Erythema nodosum;



Figure 1. A. Proximal colonic ulcer, B. Ileal deep ulcer.

Figure 2. Right hemicolectomy material.

study, 8 (5.9%) out of 135 patients were determined to have
ileocolonic involvement; 4 (2.9%) had superficial aphthous
ulcers; and the other 4 (2.9%) had volcano-shaped profound
ulcers. In a study of 50 BD patients by Kokl et al., only 2% of
patients had endoscopic colitis but the rate increased to 15%
upon histopathological examination in these patients (19,20).

Intestinal BD can cause serious complications - massive hem-
orrhage, fistulisation and intestinal perforation are compli-
cations encountered in approximately 50% of patients. Free
perforation can lead to panperitonitis, requiring an emergent
operation with a poor prognosis (14,18,19). The studies re-
veal that free intestinal perforation is more frequently seen
in Far Eastern countries (27). The pathophysiology of per-
foration in intestinal BD is unclear; nevertheless, we have
put forth the following considerations: (1) Typical intestinal
BD ulcers are usually large, separate and excavated in shape

3
latrogenic perforation in intestinal Behcet’s Disease

(28,30,31). (2) Combined intestinal dilatation may contrib-
ute to perforation. High intraluminal pressured intestinal dis-

tention, proximal to the obstructed segment, may increase
perforation risk (32-34), (3) Long term steroid use may be
related to intestinal perforation development;steroid treat-
ment may cause peritonitis by inhibiting the closing process
of perforation (35).

Risk factors for intestinal perforation, defined in the litera-
ture, are - a younger age at the time of diagnosis, and a histo-
ry of operation and volcano shaped intestinal ulcers (36-39).
Kim et al. Found volcano shaped ulcers had a greater risk of

spontaneous intestinal perforation than other types of ulcers
(33). In our study, all patients with intestinal perforation had
either volcano shaped or profound ulcers. There was no his-
tory of steroid use these patients. The age of patients who
suffered perforation was between 18 and 56. Three of the
patients were evaluated due to hematochezia, and 2 of the

WA G o S AR S R L -
Figure 3. Severe inflammation and vasculitis in the ileum wall

(H&E x40, inset: H&E,x100).
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colonoscopies revealed volcano shaped ulcers in both ileum
and proximal colon; the third case exhibited profound ulcers
in the sigmoid, descending and transverse colon. In another
study by Moon et. al, 33 patients (25.6%) of 129 symptomat-
ic intestinal Behcet’s patients were diagnosed with intestinal
perforation; it was emphasized that all cases were operated
and the age of patients ranged from 12 to 70, with a mean age
of 33.8 years (38). In our study, there was no history of acute
abdominal pain or free perforation from colon and ileum. All
perforations occurred after the colonoscopy procedure. Our
experience is the first documentation highlighting the high
risk of ileocolonic perforation during colonoscopies in intes-
tinal BD patients.

lleal segmental resection and right hemicolectomy are the
preferred method to treat spontaneous perforation in order to
decrease both perforated intestinal BD incidence and relapse
rates (18,19). In a study of 7 cases by Sayek et al. right hemi-
colectomy and ileal resection were performed in 6 patients
while the 7" patient underwent right hemicolectomy alone,
secondary to intestinal anastomosis leakage (18). Many oth-
er studies, composed of small surgical series, have evaluated
results of perforation patients after the incident to determine
the rate of relapse after operation and found that a history
positive for intestinal perforation and fistulisation increased
the risk for re-perforation and that the suggested length of
resection was controversial (40). Kim et al., determined that
relapse rates were 13% (3 out of 23 patients), and 50% (8 out
of 16), in medical treatment and operation groups respec-
tively (33). Our patients underwent ileal resection and right
hemicolectomy, following a similar surgical fashion; no sec-
ondary surgical procedure was necessary. All resection ma-
terials from the three perforated patients showed vasculitis
upon histopathological examination.

It is also important to attain full remission in perforated cases
during the early post-operative period to prevent relapses. As
in inflammatory bowel diseases, sulphasalazine and steroids
are the preferred first line treatment choices (45,46). Most
systemic or local medications are either given alone, or com-
bined with colchicine and steroids (45-47). In our series, we
were able to achieve remission with colchicine, corticosteroid
and azathioprine therapy, and there have been no exacerba-
tions experienced during our 3-year follow up period.
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Giris ve Amac: Endoskopi tinitemizde alt gastrointestinal sistem endoskopi-
si uygulanan hastalarin makroskopik tanilarini ve kolorektal kanser sikligini
retrospektif olarak belirleyip sunmak. Gere¢ ve Yontem: Karabtik Univer-
sitesi Egitim ve Arastirma Hastanesi Endoskopi Unitesinde 2006-2012 yil-
lar1 arasinda alt gastrointestinal sistem endoskopi yapilarak video arsivleme
sistemine kaydedilen 1800 olgunun yasi, cinsiyeti ve endoskopi raporlarin-
daki kolorektal hastaliklar: belirlendi. Bulgular: Alt gastrointestinal sistem
sikayeti nedeniyle alu yillik stirecte 1800 hastaya endoskopik islem yapildi.
Hastalarin 920 (%51.11)’si erkek ve 880 (9%48.88)'1i kadin idi. Hastalarin
yas araligl 24-91 (ort: 58,68) idi. Hastalarin 601’inin (%33,38) endoskopisi
normal olarak rapor edildi. Alt gastrointestinal sistem endoskopisi uygula-
nan olgularda kolorektal kanser orani %6.11 idi. Yapilan endoskopik islem-
ler sirasinda komplikasyon orani %0.16 idi ve mortalite olmadi. Sonug¢: Alt
gastrointestinal sistem endoskopisi, alt gastrointestinal sistem hastaliklarinin
teshisinde hala altn standartur, bu yontem ile kanser saptama sikligt yakla-
stk %6°dir. Alt gastrointestinal sistem endoskopisi morbidite ve mortalitesi
cok dustik tanisal bir islemdir.

Anahtar kelimeler: Endoskopi, alt gastrointestinal sistem, kolorektal kanser

GIRIS

Rektal kanama, abdominal agri, kronik kabizlik, izah edile-
meyen anemi, iki haftadan fazla stiren barsak aliskanlhiginda
degisiklik, kanl mukuslu diskilama, gaitada gizli kan pozitif-
ligi, kronik ishal, radyolojik olarak saptanan anormal bulgu
ve tenezm hissi, ciddi bir kolon hastalig1 belirtisi olabilir. Bu
nedenle gerekli muayene ve tetkiklerin en kisa stirede yapil-
masl ve semptomlar1 olusturan patolojilerin belirlenmesi ge-
rekir. Bu patolojilerin ortaya konmasinda en etkili yontem
kolonoskopik incelemedir. Kolonoskopi isleminin ustunli-
gu, lezyonun gorunttlenmesi, ayni anda biyopsi alinabilmesi
ve tedavi yapilabilmesidir (1-5).

Bu ¢alismamizda Karabik Universitesi Egitim ve Arastirma
Hastanesi Endoskopi Unitesinde belirli zaman diliminde
yapilan alt gastrointestinal sistem (GIS) endoskopisi islem-
lerinin makroskopik tanilarini ve kolorektal kanser sikligini
sunmay1 amagcladik.

Yiicel Y, Aktiimen A, Aydogan T, et al. Lower gastrointestinal system endoscopy.
retrospectively analysis of 1800 cases and determination of the frequency of
colorectal cancer. Endoscopy Gastrointestinal 2015;23:6-8.

Background and Aims: To determine and present the macroscopic diag-
nosis and incidence of colorectal cancer in patients who underwent lower
gastrointestinal system endoscopy in our endoscopy unit. Materials and
Methods: We determined the age, gender and colorectal diseases in lower
gatrointestinal sytem endoscopy reports that were performed and recorded
into video archiving systems on 1800 patients treated at Karabtik University
Education and Research Hospital Endoscopy Unit between 2006 and 2012.
Results: In this six-year period, endoscopic prosedures were performed on
1800 patients due to lower gastrointestinal system complaints. 920 (51.11%)
of the patients were male and 880 (48.88%) female. Patients ranged in age
from 24 to 91 (mean, 58.68). The endoscopies of 601 patients (33.38%)
were reported normal. Lower gastrointestinal system endoscopy was per-
formed for colorectal cancer on 16.11% of patients. Complications during
endoscopic procedures was 0.16%, and there was no mortality. Conclusion:
Lower system endoscopy remains a gold standard in the diagnosis of lower
gastrointestinal system diseases. The [requency of cancer detection by this
method is about 6%. It is a diagnostic procedure that has very low mobidity
and mortality.

Key words: Endoscopy, lower gastrointestinal system, colorectal cancer

GEREC ve YONTEM

Calismaya, Karabitk Universitesi Egitim ve Arastirma Hasta-
nesi endoskopi tnitesinde 2006-2012 yillar arasinda alt GIS
endoskopisi yapilan ve endoskopi islemleri video arsivleme
sistemine kaydedilen 1800 hasta alindi. Hastalarin yast, cin-
siyeti ve endoskopi raporlarindaki alt gastrointestinal sistem
hastaliklar belirlendi. Makroskopik tanilar patoloji ornekleri
ile teyit edildi.

Islem oncesi hastalara endoskopi islemi ile ilgili bilgi verildi.
Tum hastalardan bilgilendirilmis onam belgesi alindi. Kolo-
noskopi isleminden 3 gtin énce hastalarin sivi gida ile beslen-
meleri onerildi, 2 giin 6nce aksam 18:00'de X-M® (sennozit
A+B kalsiyum) 250 ml diet, sabah BT enema® (Sodyum hidro-
jen fosfat) 135 ml, 1 gtin 6nce 18:00'de XM 250 ml diet, sabah
ve aksam BT enema 135 ml, islem sabahi1 da BT enema 135 ml
kullandirilarak, a¢ karnina kolonoskopi islemine alindi.
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Kolonoskopi islemi sirasinda, islemi iyi tolere etmeleri ve agri
duymamalarini saglamak icin sedatif, antispazmotik uygulan-
di. Sedasyonda midazolam 1-5 mg, propofol 0.5 mg/kg ve
skopolamin butil bromir 20-40 mg intravenoz (IV) verildi.
Olas1 komplikasyonu énlemek amaci ile flumazenil tnitemiz-
de hazir bulunduruldu. Takip ve tedavi amach yapilan kolo-
noskopiler calisma dist birakildi. Incelemeler Fujinon marka
kolonoskopi cihazi ile gerceklestirildi. Alt GIS endoskopi so-
nuglari retrospektif olarak degerlendirildi.

BULGULAR

Endoskopi tnitemizde alti yillik sturecte 1800 alt GIS en-
doskopisi yapildi. Hastalarin 920’si (%51.11) erkek ve 880’i
(%48.88) kadin idi. Hastalarin yas araligi 24-91 (ort: 58.68)
idi. Hastalarin 601’inin (%33.38) endoskopisi normal olarak
rapor edildi. Endoskopik islemler sirasinda 3 olguda (%0.16)
komplikasyon olarak iatrojenik kolon perforasyonu gelisti.
Mortalite %0 olarak bulundu.

Alt GIS endoskopide teshis edilen kolorektal kanserli olgu
sayist 110 (%6.11), 53"t (%48.18) erkek, olgularin hepsi 50
yasin tizerinde ve yas araliklarn 52-91 (ort: 70.71) idi. Ol-
gularin 27’si (%24.54) rektum, 13’ (%11.85) rektosigmoid
bileske, 39'u (%35.45) sigmoid, 3" (%2.72) sol kolon, 20si
(%18.18) sag kolon, 5 (%4.54) cekum, 3’1 (%2.72) anas-
tomoz hatt1 kanseri idi. Hastalarin tamamina anestezi uzma-
n1 esliginde sedasyon uygulandi. Kolonoskopik tetkiklerin,
makroskopik gorintd sonuclarinin dagilimlan Tablo 1°de,
kolorektal kanserlerin lokalizasyonlarina gore dagilimi da
Tablo 2’de ozetlenmistir.

Tablo 1. Kolonoskopik tetkiklerin makroskopik

goruntu sonuclarinin dagilimlar

Makroskopik Tami Sayist (N, %)
Normal 601 (33.38)
Hemoroid 453 (25.16)
Anal fissur 65 (3.61)
Anal fistul 13 (0.85)
Divertikul 98 (5.44)
Anjiyodisplazi 12 (0.79)
Soliter rektal tlser 14 (0.77)
Kolon perforasyonu 3(0.16)
Inflamatuvar barsak hastalig 87 (4.83)
Kolorektal polip 360 (20.00)
Kolorektal kanser 110 (6.11)

TARTISMA

Kolonoskopi diyagnostik, takip ve terapotik amaclar icin ger-
ceklestirilir. Islem distal ileum, kolon ve rektumun muaye-

Kolon kanser siklig1 ve kolonoskopi

Tablo 2. Kolorektal kanserlerin lokalizasyonlarina

gore dagilimi

Kolonoskopide Tumor Yerlesim Lokalizasyonu Sayis1 (N; %)

Anus 0 (0.00)
Rektum 27 (24.54)
Rektosigmoid bileske 13 (11.85)
Sigmoid kolon 39 (35.45)
Splenik fleksura 3(2.72)
Transvers kolon 0 (0.00)
Hepatik fleksura 20 (18.18)
Cekum 5 (4.54)
Anastomoz hatti 3(2.72)
Toplam 110 (100)

nesinin yanisira bazi lezyonlarin tedavisine de imkan tanir.
Etkin bir prosedirdiir ancak risk grubu ve takip gerektiren
hastalar disinda, tarama amaclh onerilmez. Alt gastrointesti-
nal sistemde endoskopinin sagladigi hem tan1 hem de tedavi
imkanini, radyolojik gorunttleme yontemleri saglamaz. Bu
yontyle endoskopinin radyolojik gorunttileme yontemlerine
ustunlugti devam etmektedir. Kolonoskopinin dezevantajli
yonleri ise girisimsel islem olmasi, cok agrili olmast, sedas-
yon gerektirmesi, agir komplikasyonlar ve mortaliteye neden
olabilmesidir. Islemlerde sedasyon uygulanmasi hekim ve
hastaya ciddi konfor saglar. Bunun da komplikasyonlar azal-
tic1 etkisi vardir. Diagnostik kolonoskopide komplikasyonlar
9%0.08-0.19 arasinda degismektedir. Terapotik amacli yapi-
lan kolonoskopilerde ise bu oran %0.15-3’dur (1-5). Bizim
serimizde kolonoskopiler tanisal amaclydi, islemler sedas-
yonla yapildi, komplikasyon orani %0.16 olarak bulundu ve
mortalite gozlenmedi.

Kolonoskopi yapilan olgularda normal kolonoskopi olarak
rapor edilen olgular tilkemizde %29-54 arasinda degismekte-
dir (1, 2, 4). Bizim calismamizda da normal kolonoskopi ora-
nimiz %33.38 olarak bulundu ve tlkemiz oranlariyla uyum-
luydu. Bu oran, yapmis oldugumuz kolonoskopi islemlerinin
endikasyona uygun olarak yapildigi seklinde yorumlanabilir.

Alt GIS sistemdeki benign hastaliklar arasinda, en sik ola-
rak karsimiza ¢ikan hemoroidlerdir. Rektal kanamaya neden
olmalar1 sebebiyle kolorektal kanser tanisinda gecikmelere
neden olabilirler. Bu acidan hemoroidal hastaligi olanlar ko-
lorektal kanser stuphesi acisindan kolonoskopik olarak aras-
tirllmalidirlar. Amerika Birlesik Devletlerinde asemptomatik
hemoroidal hastalik oran1 %39’lara kadar cikmaktadir. Ulke-
mizde bu oran %8-58 arasindadir (1, 2, 5, 9). Bizim tespit
ettigimiz oran ise %25.16 olarak tilkemiz ve yabanci literatur
verileriyle uyumluydu.
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Kolondaki poliplerin tanisi ve ¢ikarilmasimin kolorektal kan-
serlerin sikliginin ve mortalitesinin azaltilmasinda 6nemli
bir rolu vardir. Kolon polipleri, baz: turlerinin kansere do-
nusebilme ozelligi nedeniyle onemlidirler ve genellikle ma-
lignite potansiyeline gore simiflandirihirlar. Histolojik yapilar:
bu konuda belirleyici oldugundan, tam polipler cikarilarak
klinik davranislart ogrenilmelidir. En stk gozlenen neoplas-
tik polipler adenomlardir. Adenomatoz poliplerin prevalans:
degiskendir. Yas arttikca adenomatoz polip gorulme oram:
artmaktadir. Kolonoskopik incelemelerde 50 yasindaki birey-
lerde rastlantisal olarak polip gorulme orani %25-30 iken, 70
yasindaki bireylerin otopsilerinde bu oran %50 olarak bulun-
mustur. Ulkemiz verileri de %7-20 arasindadir (2, 8,10-12).
Bizim calismamizda buldugumuz sonuclar ise %20 ve benign
lezyonlar icinde 2. siklikta karsilastigimiz patoloji idi.

Kolorektal kanserlerin tanisinda kolonoskopi altin standart
yontemdir (1). Bu acidan erken tami mortaliteyi azalur (5,
13). Kolorektal kanserler diinyada bolgelere gore degiskenlik
gosterse de tim kanserler icerisinde 3. sirada, %13 oraninda
ve kanserden olumlerde ise 4. siradadir. Ulkemizde ise bol-
gelere gore bu oran %3-14 arasinda degismektedir (2,10-14).
Calismamizda ise buldugumuz oran %6.11 idi. Oranin dustik
olmasini sosyoekonomik diizeyin dustik olmasina baglhyoruz.

Son yillarda yapilan calismalar kolorektal kanserlerde timo-

KAYNAKLAR

1. Yigit T. Kolonoskopi deneyimlerimiz: Ardisik 983 hastanin irdelenmesi.
Kolon Rektum Hast Derg 2007;17:154-9.

2. Tamer A, Korkut E, Korkmaz U, Akcan Y. Alt gastrointestinal endos-
kopi sonuclarimiz: Diizce bolgesi. The Medical Journal of Kocatepe
2005;6:29-31.

3. Sit M, Aktas G, Yilmaz EE. Alt gastrointestinal endoskopi sonuclarimiz:
Agn Dogubayazit Bolgesi. Medical Journal of Kocaeli 2012;3:1-4.

4. Balik AA, Celebi F, Atamanalp SS, et al. Alt gastrointestinal endoskopi
sonuclarimiz. MJAU 2000;32:101-4.

5. Ozcan O, Erdénmez N, Arikan S, et al. Bir egitim hastanesindeki alt
gastrointestinal sistem endoskopik incelemelerinin analizi. Kolon Rek-
tum Hast Derg 2010;20:53-8.

6. Kabacam G, Bektas M, Sarioglu M, et al. Son iki dekatta endoskopi merke-
zimizinde kolorektal kanser gorulme sikhigr. Endoscopy 2009;17:28-31.

7. Cetinkaya ZA, Sezikli M, Guzelbulut F, et al. Demir eksikligi anemili
hastalarda alt gastrointestinal endoskopik inceleme sonuclari. Dicle Me-
dical Journal 2011;38:155-9.

8. Polat FT. Rektosigmoidoskopi: 295 olgunun retrospektif degerlendiril-
mesi. Kafkas ] Med Sci 2011;1:21-4.

run yerlesim yerinin sol kolondan sag kolona dogru kayma
egilimi gosterdigi seklindedir. Klasik olarak bilinen ise ko-
lorektal kanserlerin siklikla sol kolonda, ozellikle rektum ve
rektosigmoid bolgede yerlestigi bircok calismada gosterilmis-
tir (15). Bizim olgularimizin lokalizasyonuna gore kolorektal
kanser gorulme sikligy sirastyla %35.45 sigmoid, %24.54 rek-
tum, %18.18 hepatik fleksura, %11.85 rektosigmoid bileske,
%4.54 cekum ve %2.72 splenik fleksurada idi. Bu veriler de
klasik bilgileri destekler niteliktedir.

Yas, sporadik kolorektal kanserlerde major risk faktorudur.
40 yasindan once nadirdir. 40-50 yaslar arasinda da anlamh
artis vardir. 50 yasindan sonraki her dekatta bu oranlar art-
maya devam etmektedir (10-14). Bizim serimizde kolorektal
kanser tespit edilen olgularda yas ortalamasi 70.71 idi ve has-
talarin tamami 50 yasin tizerinde bulundu. Bu sonuc da, 50
yas tzerinde kolonoskopi islemiyle kolon kanseri taramasinin
gerekliligini destekleyen bir bulgu olarak degerlendirilebilir.

Alt GIS endoskopisi, alt gastrointestinal sistem hastaliklarinin
teshisinde hala altin standarttir. Sedasyon ile yapilmas: hasta
ve hekim acisindan, konfor, tani ve tedavide etkinlik saglar.
Morbidite ve mortalitesi oldukca dustiik olan, tanisal bir is-
lemdir. Risk faktorlerine sahip olmayan 50 yas tsti hastalara
bile, kolonoskopi islemiyle kolon kanseri taramasi yapmak
uygun bir yaklasim olabilir.
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Gastroenteroloji tlinitemizdeki kolonoskopi sonu¢larimizla birlikte, endikasyonlar

komplikasyonlar ve islem basarisinin degerlendirilmesi
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procedure in our gastroenterology unit
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Giris ve Amac: Guntmiizde kolorektal patolojilerin arastirilmasinda en iyi
tanisal yontem kolonoskopi olarak adlandirilan endoskopik incelemedir. Bu
calismadaki amacimiz, Selcuk Universitesi Tip Fakultesi Gastroenteroloji Bi-
lim Dali'nda alt gastrointestinal sistem endoskopisi (kolonoskopi) uygulanan
hastalarda, islem endikasyonlari, basari orani ve komplikasyonlari ile birlik-
te, kolonoskopi sonuclarinin retrospektif olarak degerlendirilmesidir. Gere¢
ve Yontem: Gastroenteroloji Endoskopi Unitesi'nde Ocak 2012 ile Temmuz
2014 arasinda cesitli endikasyonlarla kolonoskopi yapilmis hastalarin kolo-
noskopi raporlart endoskopi arsiv sisteminden retrospektif olarak tarand.
Bulgular: Toplam 1500 hastaya kolonoskopi yapilmis olup vakalarin 764
(%50.9) 11 erkek ve 736 (%49.1) st kadindi. Yapilan kolonoskopilerin sonu-
cunda %#48.4 hastada herhangi bir patoloji saptanmazken, en sik olarak he-
moroid (%15) ve bunu takiben de ikinci siklikta polip (%13.3) tespit edildi.
Kolonoskopi endikasyonlari icinde konstipasyon en sik neden olarak tespit
edildi. %21.9 hastada kolon temizliginin yetersiz oldugu gozlendi. Sonuc:
Bu calismamizin sonucunda kolonoskopi endikasyonlarinin genis tutuldu-
gu, ayrica kolon temizliginin yaklasik bes hastanin birinde yetersiz oldugu,
bunun da ikinci bir is ytikii ve maliyet getirdigi tespit edilmistir.

Anahtar kelimeler: Alt gastrointestinal sistem, kolonoskopi, tani, kompli-
kasyonlar

GIRIS

Kolorektal kanserler, kanser nedeniyle olumlerin en sik ikinci
nedenini olusturmaktadirlar (1). Bunlarda erken teshis cok
onemli olup, mortaliteyi %15-%33 oraninda azaltabilmekte-
dir (2,3). Bundan dolayidir ki, kolonun incelenmesi, eriskin-
lerde, ozellikle de 50 yasindan itibaren onerilmektedir. Bu-
nunla birlikte barsak aliskanligi degisiklikleri olan, ozellikle
son zamanlarda ortaya cikan kabizlik sorunu olan, diskilama
ile birlikte veya sonrasinda rektal kanamasi olan, uzun streli
kanli veya kansiz ishali olan, gaitada gizli kan pozitifligi ve
izah edilemeyen demir eksikligi anemisi olan hastalarda ko-
lonun incelenmesi tavsiye edilmektedir (2).

Gunumiizde kolon ile iliskili semptomlarin arastirilmasi ve
kolonun incelenmesinde en iyi tamsal yontem kolonoskopi
olarak adlandirilan endoskopik incelemedir. Kolonoskopi
151kl1 fiberoptik veya videoendoskopla, kolonun gorsel olarak
incelenmesidir (4). Kolonoskopide amag; rektumdan ¢cekuma

Korkmaz H, Kendir IC, Kerpi¢ O. Evaluation of colonoscopy outcomes with the
indications, complications, and success of the procedure in our gastroenterology
unit. Endoscopy Gastrointestinal 2015;23:9-13.

Background and Aims: Currently, colonoscopy is the gold standard to de-
termine colorectal pathologies. Colonoscopy provides an excellent view of
the mucosal surface from the anal canal to the terminal ileum. The aim of this
study was to retrospectively evaluate colonoscopy results, indications, com-
plications and the success of the procedure between January 2012 and July
2014 at the Gastrointestinal Endoscopy Unit at Selcuk University. Materials
and Methods: Retrospective analysis of medical charts and pathological re-
sults of patients who underwent lower gastrointestinal system endoscopies
during the period 2012-2014 was performed. Results: A total of 1500 pa-
tients underwent colonoscopic examinations; 764 (50.9%) of the patients
were male, 736 (49.1%) were female. Colonoscopic findings were as fol-
lows: 48.4% of the patients had no pathology, 15% had hemorrhoids, 13.3%
had polyps and 1.4% colorectal cancers. Colon cleansing was inadequate in
21.9% of patients presenting for colonoscopy. Conclusion: Approximately
half of the patients had normal colonoscopic lindings that suggests that the
indications for colonoscopy were expanded. One in five patients had inade-
quate colon cleansing which caused extra effort and cost.

Key words: Lower gastrointestinal system, colonoscopy, indications, diag-
nosis

kadar tim kolonun ve terminal ileumun gorunttlenmesidir.
Bu islemin diger yontemlere gore tstinlugi lezyonun gorian-
tiilenmesiyle birlikte ayni anda biyopsi alabilme ve polipek-
tomi, dilatasyon, ya da alt gastrointestinal sistem kanamasina
yonelik tedavisel yaklasim olanaklart sunmasidir (4,5).

Bu calismadaki amacimiz, merkezimizde yapilan kolonosko-
pilerde; (D) islem isteme endikasyonlarinin, (II) islemin ta-
mamlanma sikligi ve tamamlanmasini engelleyen nedenlerin,
(I1D) islemle ilgili komplikasyonlarin analizi yaninda, kolo-
noskopide tespit edilen (IV) patolojiler ve bunlarin makros-
kopik ve histopatolojik tanilarnin retrospektif olarak analiz
edilmesidir.

GEREC ve YONTEM

Selcuk Universitesi Tip Fakultesi Gastroenteroloji Bilim Dal
Endoskopi Unitesinde Ocak 2012 ile Temmuz 2014 tarihleri
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arasinda kolonoskopi yapilan hastalarin, kolonoskopi rapor-
lar endoskopi arsiv sisteminden retrospektif olarak taranip
incelendi.

Hastalarin, kolonoskopik isleme hazirlamak icin islemden 48
saat once sulu gida ile beslenmeleri, islem 6ncesindeki aksam
90 cc sodyum fosfati birer saat ara ile 3 doz halinde oral al-
mast ve isleme kadar en az 4 litre su almalari saglanarak bar-
sak temizligi yapildi. Gece 24’den itibaren a¢ kalan hastalara,
islem icin damar yolu acildiktan sonra IV sivi1 takihp sedatif
olarak midazolam 1-5 mg ve 25-50 mg pethidin IV uygun za-
man icinde verildi. Tam kolonoskopik incelemeler Olympus
GIF 150 marka kolonoskopi cihazi ile tek gastroenterolog ta-
rafindan gerceklestirildi.

BULGULAR

Gastroenteroloji endoskopi tnitesinde, endikasyonlar tara-
fimizca konulan toplam 1500 hastaya anal kanaldan-ceku-
ma ve terminal ileuma kadar video kolonoskopi ile endos-
kopik inceleme yapilmis olup sonuclar retrospektif olarak
degerlendirildiginde; Vakalarin 764 (%50.9) 1 erkek ve 736
(%49.1) s1 kadin olup yaslar1 18 ile 89 arasinda degismek-
teydi. Kolonoskopi islemi endikasyonlar1 ve islem basarist
ile ilgili veriler Tablo 1'de 6zetlendi. Kolonoskopi islemi en
stk olarak 9%22.3 oraninda konstipasyon nedenini aydin-
latmak icin istenmisti. Hastalarn %26.6’sinda kolonoskopi
isleminin tamamlanamadig ve bunun en buytk nedeninin
%83 oraninda kolonun yetersiz temizliginden kaynaklandi-
g1 gozlendi. Genel olarak ttim hastalarin %21.9'unda yeterli
kolon temizligi olmadig saptandi. Kolonoskopik islemlerin
makroskopik - histopatolojik sonuclar ve yuzdelik dagihm-
larn Tablo 2'de ozetlendi. Hastalarin %48.4tnde kolonosko-

pik olarak herhangi bir patoloji saptanmazken, diger vakalar-
da en stk gortlen patoloji hemoroid idi. Ayrica yaklasik %1.4
oraninda kolorektal kanser belirlendi. Uygulama sirasinda
bir kadin hastada sedoanestezi isleminden yaklasik 30 saniye
sonra anaflaktik reaksiyon gelisti. Hastanin islemi sonlandiri-
lip hemen IV olarak adrenalin, antihistaminik ve prednisolon
verilerek yapilan mudahale ile yaklasik 5-10 dakika sonra
hasta normale dondu.

TARTISMA

Guntumtizde, kolonoskopi tanisal degerlendirmenin yaninda
biyopsi alma ve tedavisel olarak ta kullanilabilmesinden do-
lay1 halen kolonun ve terminal ileumun incelenmesinde en
onemli ve en degerli yontemdir. Rektal kanama ve kabizlik
sikayeti olan hastalarda daha siklikla yapilir olmasina ragmen
kolonun her turlt patolojik olusumunun erken tespitinde
kolonun endoskopik incelenmesi onemlidir (5). Amerikan
Kanser Cemiyeti 50 yas sttt herkesin yilda bir gaitada gizli
kan baktirmast ve 3-5 yillik aralarla rektosigmoidoskopi yap-
tirmasint onermektedir (6). Klinigimizde benzer endikasyon-
larla kolonun incelenmesi yapilirken, kolonoskopinin en stk
olarak konstipayon nedeniyle istenmis oldugu gozlendi.

Kolonoskopi taramalarinin basarist ¢cekum entibasyonu ile
degerlendirilmektedir. Amerikan Toplumu Kolorektal Kanser
Gorev Guct (The US Multi-Society Task Force on Colorec-
tal Cancer) cekum enttbasyonu basarisinin standart kriterini
%90 olarak belirlemis ve %95 olmasi ¢nerilmektedir. Son y1l-
larda literatiirde cekuma ulasma orani %85-92 arasi bildiril-
mektedir (7,8). Adenom tespiti, kolonoskopi endikasyonu,
hasta secimi ve endoskopistin teknik yeterliligi degerlendir-
mede bir diger kriter olarak kullanilmaktadir. Bu oran 50 yas

Tablo 1. Kolonoskopi istemindeki endikasyonlar ve 6n tanilar ile cekum ve terminal ileuma kadar ulasip

inceleyebilme basarisi ile bunu etkileyen faktorler.

Endikasyonlar n (%)

Kabizlik 333 (22.2)
Ishal 297 (19.8)
Anemi 279 (18.6)
Karin agrisi 276 (18.4)
Kanama 210 (%14)
Opere kolon kanseri 63 (4.29)
Kolon kanseri 42 (2.8)

Kolonoskopi isleminin cekuma ve terminal ileuma kadar tamamlanma basarisi

Tamamlandi 1103 (73.4)

Tamamlanamadi 397 (26.4)
-Kirli kolon 329 (21.9)
-Looplanma nedeniyle 36 (2.4)

-Tolere edemedi 32(2.1)

Kadin, n (%) Erkek, n (%)
186 (55.8) 147 (44.1)
145 (48.8) 152 (51.1)
144 (51.6) 135 (48.3)
130 (47.1) 146 (52.8)
90 (42.8) 120 (57.1)
20 (31.7) 43 (68.2)

21 (50) 21 (50)
528 (47.8) 575 (52.1)
208 (52.3) 189 (47.6)
164 (49.8) 165 (50.1)
24 (66.6) 12 (33.3)
20 (62.5) 12 (37.5)
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Tablo 2. Kolonoskopik incelemedeki makroskopik ve histopatolojik bulgular ve bunlarin sayilari, kolon

lokalizasyonlar ve cinsiyete gore dagilimlari.

Bulgular Toplam, n (%)
Normal bulgular 727 (48.4)
Hemoroid 225 (15.0)
Anal fissur 75 (5.0)
1leit 18 (1.2)
Nonspesifik kolit 93 (6.2)
Crohn hastaligi 21 (1.4)
Ulseratif kolit 30 (% 2)
Polip 207 (13.8)
-Neoplastik polip 136 (9.6)
-Non neoplastik polip 71 (4.7)
Divertikul 60 (4.0)
Rektal ulser 15 (1.0)
Anjiyodisplazi 3(0.2)
Lipom 5 (0.3)
Kolorektal kanser 21 (1.4)
-Rektum 6 (0.4)
-Sigmoid kolon 8 (0.5)
-Transvers kolon 2(0.1)
-Cikan kolon 4 (0.3)
-cekum 1(0.1)

tzeri kadin hastalarda %15, erkek hastalarda %25 olmalidir.
(7). Calismamizda kirli olan kolonlar degerlendirme dist tu-
tuldugunda cekuma ulasma basarimiz %94.1 bulunmus olup
istenen ideal seviye oldugu gozlendi.

Sigmoidoskopinin aksine kolonoskopi kompleks bir incele-
me yontemidir. Proksimale dogru ilerledik¢e yontem daha
zor ve hastay1 daha fazla rahatsiz edici bir hal almaktadir (5).
Bu nedenle islem oncesi tam ve yeterli bir bagirsak temizli-
gi ile islem sirasinda yeterli sedoanestezi yapilmasi, hasta ve
endoskopist i¢cin oldukca onemlidir. Calismamizda hastalarin
%21.9unda yetersiz kolon temizligi nedeniyle kolonoskopik
incelemenin cekum ve terminal ileuma kadar yapilamadig
tespit edildi. Bu hastalarin yeniden barsak temizligi yaparak
ikinci kez kolonoskopi islemine gelecek olmalari, ekstra is
yuktl ve maliyet anlamina gelmektedir. Bundan dolayidir ki,
kolon hazirhg konusunda gerek endoskopistlerin gerekse
hastalarin daha duyarh olmalarn gerektigi kanisindayiz.

Amerika Birlesik Devletlerinde kolonoskopi yapilan eriskin
hastalarin %50’sine varan oranlarda hemoroid saptanmustir
(6). Ulkemizde yapilan calismalarda, Dogu Anadolu Bol-
gesinde bulunan Erzurum (9) ve Agr (10) ilinde sirasiyla

Kadin, n (%) Erkek, n (%)

380 (52.2) 347 (47.8)
115 (51.1) 110 (48.8)
39 (52) 36 (48)
8 (44.4) 10 (55.5)
38 (40.8) 55 (59.1)
10 (47.6) 11 (52.3)
14 (46.6) 16 (53.3)
86 (41.5) 121 (58.4)
55 (40.4) 81 (59.5)
31 (43.6) 40 (56.3)
27 (45) 33 (55)
7 (46.6) 8(53.3)
2 (66.6) 1(33.3)
1 (20) 4 (80)

7 (33.3) 14 (66.6)
3 (50) 3 (50)
2(25) 6 (75)

1 (50) 1 (50)
1(25) 3 (75)

1 (100) 0 (0)

%17.6 ve %28.4, Kibris'ta (11) %31, Duzce’de (12) %21.3
oraninda hemoroid saptanmistir. Bizim kolonoskopi yaptigi-
miz hastalarda, tek basina hemoroid tanisi alan hasta orani
%15 iken anal fissur orani %5 olarak bulundu. Hemoroid
bulgusu, normal kolonoskopi bulgumuzdan (%48.4) sonra
ikinci en sik kolonoskopi bulgumuzdu.

Kolon polipleri neoplastik ve nonneoplastik olmak tzere iki
grupta toplanmaktadir. Neoplastik olanlar adenom ve kar-
sinomlardan olusurken nonneoplastik olanlar hiperplastik
polip, juvenil polip, Peutz Jeghers polipleri ve inflamatuvar
polipler olarak kendi iclerinde ayrilirlar (13). Poliplerin cogu
asemptomatiktir. Rektal kanama en 6nemli belirtileri olmakla
birlikte, poliplerin boyutlarina gore kabizlik, gaitada degi-
siklik, barsak obstriiksiyonu, karin agrisi ve ishal seyrek te
olsa gozlenebilmektedir (14). Ulkemizde yapilan kolonos-
kopilerde; Elazig’da (15) %7, Bursa'da (16) %13.4, Agrida
(10) %11.4 ve Dtizce’'de (12) %6.4 oraninda polip saptanmis-
tir. Bizim calismamizda kolon polipleri hemoroidden sonra
9%13.8 oraniyla ikinci siklikta tespit edilen kolon patolojisiy-
di. Bu poliplerin %9.6’s1 neoplastik, %4.7’i nonneoplastik
polip olarak saptandi. Kolon poliplerinin klinik acidan énem-
li grubunu olusturan adenomatoz polipler kolon poliplerinin
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2/3nu olusturmaktadirlar ve kolorektal kanserlerin adenom
zemininden gelisebilmektedir (17). Bu nedenle kolon ve rek-
tumda saptanan her polip kolorektal kanserin éncii lezyonu
veya kanser riski nedeni ile tam olarak cikarilmali, histolojik
olarak incelenmeli ve patolojik taninin konmasi gerekmek-
tedir.

Gastrointestinal sistemin en stk malignitesi olan kolorektal
karsinomun her iki cins icin hayat boyu gelisme riski %13.2
olarak bildirilmistir (18,19). Siddique ve ark. (20) kolonos-
kopi yapilan 700 hastay1 degerlendirdiklerinde, %29.5'inde
adenomatoz polip, %12’sinde kolorektal kanser saptamuslar.
Calismamizda kolorektal karsinom orani %1.4 olarak tespit
edilmis olup bu kanser saptama oranimiz literattriin belirgin
seklinde altinda bulunmustur. Bunun sebebi kolonoskopi en-
dikasyonlarini genis tutmus olmamiz yani sira beslenme alis-
kanliklarindan dolay1 kolorektal kanser sikliginin bolgemizde
az olmasindan kaynaklanabilecegini dustinmekteyiz. Ctunku
ulkemizin farkli bolgelerinde yapilan kolonoskopi calismala-
rinda bu aran %1 ile %3,9 arasinda bulunmus olup bu calis-
malardaki verilerin de literaturdeki yabanci tilke verilerinden
belirgin olarak distuk oldugu gozlenmektedir. Ayrica calis-
mamizda koleraktal kanserlerin %66.6’s1 sigmoid kolon ve
rektumda saptanmustir.

Ulseratif kolit, etiyolojisinde immiinogenetik ve cevresel fak-
torlerin sorumlu tutuldugu, nedeni bilinmeyen kronik infla-
matuvar bir kolon hastaligi olup; insidanst 3-15/100.000/y1l,
prevalanst 80-120/100.000°dir (21). Ulkemizde kolonoskopi
yapilan hastalarda ulseratif kolit sikhigr; Elazig’da %3 (15),

KAYNAKLAR

1. Minali G, Meucci G, Bartoli A, et al. The ASGE guidelines for the ap-
propriate use of colonoscopy in an open access system. Gastrointest En-
dosc 2000;52:39-44.

2. Winawer S, Fletcher R, Rex D, et al. Gastrointestinal Consortium Panel:
Colorectal cancer screening and surveillance: clinical guidelines and ra-
tionale-update based on new evidence, Gastroenterology 2003;124:544-
60.

3. Smith RA, Cokkinides V, Brawley OW. Cancer screening in the United
States, 2009: a review of current American Cancer Society guidelines
and issues in cancer screening. CA Cancer J Clin 2009;59:27-41.

4. Lieberman DA, Weiss DG, Bond JH, et al. Use of colonoscopy to screen
asymptomatic adults for colorectal cancer. Veterans Affairs Cooperative
Study Group 380. N Engl ] Med 2000;343:162-8.

5. Vennes JA. Gastrointestinal Endoscopy. In: Wyngaarden JB, Lloyd SH Jr,
Bennett JC. (Editors). Cecil Textbook of Medicine, 19th Edition. Phila-
delphia: W. B. Saunders Company 1992; 630-4.

6. Smith RA, Cokkinides V, Eyre HJ; American Cancer. Society. American
Cancer Society guidelines for the early detection of cancer, 2003. CA
Cancer J Clin 2003;53:27-43.

7. Rex DK, Bond JH, Winawer S, et al; Multi Society Task Force on Colo-
rectal Cancer. Quality in the technical performance of colonoscopy and
the continuous quality improvement process for colonoscopy: recom-
mendations of the U.S. Multi Society Task Force on Colorectal Cancer.
Am J Gastroenterol 2002;97:1296-308.

8. Rex DK, Petrini JL, Baron TH, et al. Quality indicators in colonoscopy.
Gastrointest Endosc 2006;63(4 Suppl):S16-28.

Duizce’de (12) %0.9 olarak tespit edilmistir. Bizim verileri-
mizde tlseratif kolit saptanma orani %2’dir.

Kolonoskopi invaziv ve diger gortuntileme yontemlerine
gore daha pahali bir islemdir. Literatirde kolonoskopi son-
rast 90.24-%0.33 oraninda kanama, %0.08-%0.19 oraninda
perforasyon gibi komplikasyonlar bildirilmistir (22). Kolo-
noskopi sirasinda ortaya cikabilen hipoksemi, hipotansiyon,
tasikardi, miyokard iskemisi, bradikardi ve IV sedasyon
sonrasinda ortaya cikabilen kardiyorespiratuar degisiklikler,
kolonoskopinin komplikasyonlar arasinda sayilabilir (13).
Klinigimizde yapilan 1500 kolonoskopi islemi sirasinda per-
forasyon gozlenmedi. Buna karsin bir vakamizda midazolam
ve pethidine ile yapilan sedoanesteziyi takiben anaflaksi gelis-
ti. Hizla intravenoz olarak yapilan adrenalin, antihistaminik
ve prednisolon mtidahalesi sonrasi yaklasik 5-10 dk icinde
hasta klinik olarak stabil ve normal hale dondu. Ayrica ozel-
likle yash hastalarda kolonoskopi sonrasinda sik hipotansi-
yon gelisebilmekte, bu yonden gerek gorulduginde IV si1
vermek icin islem oncesinde ve sonrasinda hastalarin tansi-
yonlar ol¢tulmelidir.

Sonug olarak alt gastrointestinal semptomu olan hastalarin
kolorektal hastaliklarinin benign ve malign patolojilerin tes-
pitinde kolonoskopi halihazirda altin standart bir yontemdir.
Bunun yaninda buytik oranda normal kolonoskopik bulgula-
rimizdan dolay1 endikasyonlarin cok genis tutuldugu gorul-
mustir. Ayrica barsak temizliginin yaklasik bes hastanin bi-
rinde yetersiz oldugu, bunun da ekstra bir is yuku ve maliyet
getirdigi tespit edilmistir.

9. Balik AA, Celebi F, Atamanalp SS, et al. Alt gastrointestinal sistem en-
doskopi sonuclarimiz. Ataturk Universitesi Tip Dergisi 2000;32:101-4.

10. Sit M, Aktas G, Yilmaz EE. Alt gastrointestinal endoskopi sonuclarimiz:
Agr Dogubayazit Bolgesi. Kocaeli Tip Dergisi 2012;3:1-4
11. Izbul T, Akalin M. The evaluation of diagnostic rectosigmoidoscopic

examinations in Turkish Republic of Northern Cyprus. Turk J Gastroen-
terol 1999;10:268-71.

12. Yasar M, Kayikei A. Kolonoskopi sonuclarmizin retrospektif analizi. Ko-
nuralp Tip Dergisi 2010;2:6-9.

13. Boland CR, Hzkowitz SH, Kim YS (Editors). Colonic polyps and gastro-
intestinal polipozis syndromes. Gastrointestinal disease, Sleisenger MH,
Fordran JSS, Philedelphia ,WB Saunders Company 1989;2:1483-1518.

14. Winawer SJ, Zauber AG, Fletcher RH, et al; US Multi-Society Task Force
on Colorectal Cancer; American Cancer Society. Guidelines for colo-
noscopy surveillance after polypectomy: a consensus update by the US
Multi-Society Task Force on Colorectal Cancer and the American Cancer
Society. Gastroenterology 2006;130:1872-85.

15. Bahcecioglu IH, Guzel Z, Celebi H, et al. 1990-1995 yillar1 arasinda kli-
nigimizde yapilan rektoskopi ve kolonoskopi sonuclarmim degerlendi-
rilmesi. Gastroenteroloji 1996;7 (Supp 1):107.

16. Dolar ME, Giiltekin M, Nak SG, et al. Kolonoskopik incelemenin deger-
lendirilmesi. 9. Ulusal Turk Gastroenteroloji Kongresi. 1994, P: 410.

17. Heitman SJ, Ronksley PE, Hilsden RJ, et al. Prevalence of adenomas and
colorectal cancer in average risk individuals: a systematic review and
meta-analysis. Clin Gastroenterol Hepatol 2009;7:1272-8.



18.

19.

20.

Sanchez A, Munoz C, Bujanda L, et al. The value of colonoscopy to
assess rectal bleeding in patients referred from Primary Care Units. Rev
Esp Enferm Dig 2005;97:870-6.

Tamer A, Korkut E, Korkmaz U ve ark. Alt gastrointestinal endoskopi so-
nuclarimiz: Diizce Bolgesi. The Medical Journal of Kocatepe 2005;6:29-
31

Siddique I, Mohan K, Hasan F, et al. Appropriateness of indication and
diagnostic yield of colonoscopy: First report based on the 2000 guide-
lines of the American Society for Gastrointestinal Endoscopy. World J
Gastroenterol 2005;11:7007-13.

21.

22.

23.

13
Kolonoskopi, endikasyonlar, komplikasyonlar, sonuclar ve basarisi

Russel MG. Changes in the incidance of inflammatory bowel disease:
what does it mean? Eur J Intern Med 2000;11:191-6.

Viiala CH, Zimmerman M, Cullen DJ, Hoffman NE. Complication rates
of colonoscopy in an Australian teaching hospital environment. Intern
Med J. 2003;33:355-9.

Garbay JR, Suc B, Rotman N, et al. Multicentre study of surgical compli-
cations of colonoscopy. Br J Surg 1996;83:42-4.



0zGUN ARASTIRMA

ENDOSSH
v

ROINTESTINAL

Zor taslarda zor bir metod: Mekanik litotripsi, Sisli Etfal Hastanesi deneyimi

Difficult method for difficult stones: Mechanical lithotripsy, Sisli Etfal Education and Training Hospital

experience

Meltem ERGUN, Ali Riza KOKSAL, Osman OZDOGAN, Salih BOGA, Mehmet BAYRAM, Hiiseyin ALKIM,

Canan ALKIM

Sisli Hamidiye Etfal Egitim ve Arastirma Hastanesi, Gastroenteroloji Klinigi

Giris ve Amac: Endoskopik sfinkterotomi, balon ve basket kateterler yar-
dimiyla koledok taslarinin 9%85-901 temizlenebilmektedir. Buytik taslarda,
impakte taslarda, cok sayida tast olan hastalarda standart tedavi ile basa-
1 gucttr. Zor taslar icin kullanilan metodlardan biri de mekanik litotripsi
yontemidir. Biz de klinigimizde mekanik litotripsi yonteminin etkinligi ve
guivenilirligini retrospektif olarak incelemeyi amacladik. Gere¢ ve Yontem:
Calismaya Agustos 2011 ile Agustos 2014 arasinda Sisli Hamidiye Etfal Egi-
tim ve Arastirma Hastanesi Gastroenteroloji Endoskopi tinitesinde mekanik
litotripsi yapilmis olan 18 hasta alindi. Hastalarin demografik ozellikleri,
laboratuvar degerleri, hastalara yapilan islemler, islem sonrasi klinik seyir
ve islem komplikasyonlari retrospektif olarak degerlendirildi. Bulgular: Me-
kanik litoripsi islemi 22-68 yas arasi 18 hastaya (111 kadin) uygulanmustir.
Hastalarin 16’sinda endoskopik sfinkterotomi yapilmis, balonla koledok
temizlenmis, basket kateterle tas parcalanmaya calisilirken basket kateter
koledokta sikismis ve mekanik litotripsi islemine gecilmistir. 2 hastada ise
koseli ve buiytik taslar bilindiginden direkt olarak through the scope meka-
nik litotriptor ile taslar kinlmistir. Skop disindan mekanik litotripsi yapilan
hastalarin 15tinde (%83) litotripsi islemi basariyla gerceklestirilirken, 2 has-
tada baskette kirilma meydana gelmistir. Bir hastada ise mekanik litotripsiyi
takiben o6zofagus alt ucta perforasyon saptanmistir. Endoskopik retrograd
kolanjiopankreatikografi islemi, mekanik litotripsi ve anesteziye bagl mor-
talite gérialmemistir. Sonug: Mekanik litotripsi, papilladan c¢ikmayacak ka-
dar buytik taslarin kirilarak kucultiilmesi amaciyla planh veya basketle ko-
ledok taslarinin temizlenmesi esnasinda, basketin koledok icinde sikismasi
nedeniyle plansiz ve zorunlu olarak tasi kirmak maksadiyla kullanilir. Zor,
deneyim gerektiren, literatiirde basart orani %70-80 olarak bildirilen bir is-
lemdir. Bizim olgularimizda da %83 tedavi basarisi etkin bir metod oldugu-
nu gostermekte ancak riskleri de beraberinde getirmektedir.

Anahtar kelimeler: Mekanik litotripsi, ERCP, koledokolitiazis

GIRIS

Endoskopik retrograd kolanjiopankreatikografi (ERCP) kole-
dok taslarinin temizlenmesinde birincil tedavi yontemidir (1).
Yeterli sfinkterotomiyi takiben balon ve/veya basketle taslar
olgularin %85-901nda cikarilabilmektedir. Kalan %5-10 ol-
guda da ileri ERCP metotlart ile (mekanik litotripsi, elektro-
hidrolik sok dalgalari, lazer litotripsi) veya perkiitan metodlar
ve cerrahi metotlarla basariya ulasilmaktadir (2-4). Tasin 1
cm’den daha buytk olmasi, ¢cok sayida olmasi ve koseli tas-
lar zor tas olarak simiflandirilmaktadir (Resim 1,2). Koledok
capindan daha buiytk olan tas boyutu da yine cikarilmasi zor
tas grubunu olusturmaktadir (5). Mekanik litotripsi, papilla-

Ergiin M, Koksal AR, Ozdogan O, ve ark. Difficult method for difficult stones:
mechanical lithotripsy, Sisli Etfal Education and Training Hospital experience.
Endoscopy Gastrointestinal 2015;23:14-17.

Background and Aims: Common bile duct stones were successfully extract-
ed in 85-90% of cases using endoscopic retrograde cholangiopancreatogra-
phy procedures with balloons and basket catheters. However, endoscopic
stone removal becomes challenging and sometimes impossible in the pres-
ence of a large, angled or multiple stones. The mechanical lithotripsy method
is a procedure used to crush difficult to treat common bile duct stones. We
retrospectively analyzed efficacy and safety of mechanical lithotripsy at our
single center. Materials and Methods: Between August 2011 and August
2014, mechanical lithotripsy procedures were performed in 18 cases in the
Sisli Etfal Education and Training Hospital Gastroenterology Department.
Demographic features, laboratory tests, clinical course, procedure type and
complications were retrospectively analyzed. Results: Mechanical lithotrip-
sy was performed in 18 patients (Age: 22-68; 11 females, 7 males). In 16
patients, an endoscopic sphincterotomy was performed and the common
bile duct was swept with a balloon catheter. While stone [ragmentation was
being performed with a basket catheter, the entrapped stone was impacted
within the mid- common bile duct. A mechanical lithotripteur was used to
crush the stone. In two patients with large stones, mechanical lithotripteur
was performed after sphincterotomy. Mechanical lithotripsy was successful
in 15 (83%) patients; however, in two patients the wire of the mechanical
lithotriptor snapped. Unfortunately, an esophageal perforation occurred in
one patient. A metallic esophageal stent was placed and the patient recovered
in one month. There were no mortalities in our mechanical lithotripsy cases.
Conclusion: Mechanical lithotripsy is useful to crush difficult common bile
duct stones in routine endoscopic retrograde cholangiopancreatography ex-
ams and also as a rescue procedure. It is a difficult procedure that requires
considerable technical expertise. The success rate was 70-80% for cases per-
formed by those with experience; it is widely available in many parts of the
world. The success rate was 81% in our series, despite some complications.

Key words: Endoscopic mechanical lithotripsy, ERCP, common bile duct
stones

dan ¢ikmayacak kadar buyik taslarin kinlarak kucultilmesi
amactyla planh veya basketle koledok taslarmin temizlenmesi
esnasinda, basketin koledok icinde sikismasi nedeniyle plan-
siz ve zorunlu olarak tast kirmak maksadiyla kullanilir (6-7).
Koledok icinde takili kalmis basket tizerinden metal bir kihif
gecirilerek floroskopik kontrol ile mekanik kirici parca ya-
vasca dondurulerek tas parcalanir ve basket telleri koledok
icinden kurtulur (Resim 5,0). Biz de klinigimizde mekanik
litotripsi uygulamalarimizin etkinligi ve guvenilirligini retros-

pektif olarak arastirdik.
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GEREC VE YONTEM

Calismaya Agustos 2011 ile Agustos 2014 arasinda Sisli Etfal
Egitim ve Arastirma Hastanesi Gastroenteroloji Endoskopi
tnitesinde mekanik litotripsi yapilmis olan 18 hasta alin-
di. Hastalarin demografik ozellikleri, laboratuvar degerleri,
hastalara yapilan islemler, islem sonrasi klinik seyir ve islem

komplikasyonlar retrospektif olarak degerlendirildi.

Resim 1. Magnetik rezonans incelemesinde koledokta cok sayida taslar.

Duodenoskop__,

Resim 2. ERCP incelemesinde koledok icinde cok sayida ve kare taslar
izleniyor.

Zor tas grubunda mekanik litotripsi

SONUCLAR

Mekanik litoripsi islemi 22-68 yas aras1 18 hastaya (11’1 ka-
din) uygulanmistir. Hastalarin 16’sinda endoskopik sfinkte-
rotomi yapilmis, balonla koledok temizlenmis, basket kate-
terle tas parcalanmaya calisilirken basket kateter koledokta
sitkismis ve eksternal mekanik litotripsi islemine gecilmistir.
Tki hastada ise biiyik ve koseli taslan oldugu goruldikeen
sonra, elimizde internal mekanik litotriptortin bulunmasinin
da katkisiyla, planh sekilde mekanik litotripsi uygulannustir.
Hastalarn 15'inde (%83) litotripsi islemi basariyla gercekles-
tirilmis, koledoktaki taslar kirilarak temizlenmistir. Ancak 2
hastada litotripsi sirasinda baskette kirllma, 1 hastada ise 6zo-
fagusta perforasyon meydana gelmistir.

Bir hastada basketteki kopma handle bolgesinden olmus,
basketin teli nazobiliyer drenaj kateteri gibi burundan disar1
alinarak, beklenmis, bir hafta sonra tekrar ERCP yapildiginda
basketin tastan kurtularak duodenuma dustigu goralmustir.
Koledok opakla kontrol edildiginde tasin kirilmis oldugu go-
ralap, kirillan parcalar temizlenmistir.

Diger hastada ise kirilma basketin distal ucuna yakin kisimda
ortaya ¢itkmis, bu hastada koledoga plastik stent konularak
beklenmis. 1ki hafta sonra basket telleri, stent ve tas ekstrakte
edilmistir (Resim 1-8).

Mekanik litotripsi yapilan 18 hastadan birinde, eksternal
mekanik litotripsi sonrasi tekrar duodenoskopla girildiginde
ozofagus alt ucta 2 cm’lik perforasyon alani saptanmis ve 6zo-
fagusa kaph metalik stent yerlestirilmistir. U¢ hafta sonra me-
talik stent de cikarilmis ve hasta sorunsuz taburcu edilmistir.

Resim 3. ERCP islemi sirasinda kirilan basket (Sar1 ok) ve yanina kon-
mus plastik stent (Mor ok)
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Bu hastada koledoktaki kirillmis tasin temizlenmesi icin tekrar
ERCP yapilmadigindan, koledok temizlenmesi basarisiz ola-
rak kabul edimistir.

ERCP islemi, mekanik litotripsi ve anesteziye bagh mortalite
saptanmanustir. Hastalarin 8’inde 2 seans ve 3’unde ise 3 se-
ans ERCP islemi ile taslar tamamen temizlenebilmistir.

Resim 4. Ikinci seans ERCP’de koledoktan disar1 uzanan basket telleri ve
plastik stent izleniyor.

Resim 5. Ikinci seans ERCP’de koledoktan disar1 uzanan stent ve tas
izleniyor.

Resim 8. Diger hastada handle bolgesinden kopmus basket.




TARTISMA

ERCP islemi ile koledoktaki taslarin yaklasik %9071 temizle-
nebilmektedir (1). ERCP’de tas ekstraksiyonu i¢in standart
olarak sfinkterotomi, balon ve basket uygulanmaktadir. An-
cak basket kullanim1 zaman zaman isleri oldukea gticlestir-
mektedir. Basketin yakalayip da kiramadig sert taslar, kole-
dok icinde basketle birlikte sikismaktadir. Bu ERCP’yi yapan
endoskopist icin kot bir kabus gibidir. Ne var ki, bu zor
durumda kullanilan metotlardan biri eksternal mekanik li-
totripsidir (2,3). Daha fazla mekanik gtic olusturarak tasin
kinlmasini saglamaktadir. Nadir olarak basket tellerinde kop-
ma olabilse de genellikle kabusu, mutlu sona donusturebil-
mektedir.

Literattirde basket ile tas cikarilmasi sirasinda basketin sikis-
tig1 olgular bildirilmistir. Bu hastalarda daha cok merkezde
bulunabilen mekanik litotriptor en sik kullanilan yontemdir.
Diger tedavi modaliteleri ise elektro-hidrolik probe litotripsi,
ekstrakorporeal sok dalga litotripsi (ESWL) ve laser litotrip-
sidir (4-6). Basketin sikistigi olgularda ESWL ile tek seansta
tas kirilma basarist 11/12 olguda saptanmistir. Endoskopik
intrakorporeal electrohidraulic shock wave lithotripsi tek tek
olgu sunumu seklinde bildirilmistir ve basaril oldugu belir-
tilmektedir (7). Ancak bu tedavi yontemleri pek cok merkez-
de bulunmamaktadir. Ulkemizde de cok smirli merkezlerde
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yapilabilmektedir. Sitkismis tas icin uygulanabilecek bir diger
yontem de cerrahidir, laparotomi ve koledokotomi yapilarak
tas alinabilir (8).

Mekanik litotripsi islemi sikismis tas ve basket kombinasyo-
nunda kurtarict bir metod olarak kullanilmakla birlikte zor
tas grubunda direkt olarak da secilebilecek bir yontemdir.
Zor tas olarak adlandirilan buyuk (cap1t >2 cm), yahut kole-
dok capmdan daha genis olan taslar, koseli taslar; cok sayida
taslardir. Bu zor taslar icin sfinkterotomi nispeten daha ge-
nisce yapilip, balon kictik kictik sisirilerek distal taslar once
temizlenmeli ve giderek daha proksimale dogru yonelinmeli-
dir. Zor taslarin temizlenmesi icin sabirla islem yapilmalhidir.
Bir seansta islem tamamlanamayacaksa stent konulup islem
sonlandirilmal ve sonraki seansta temizlemeye devam edil-
melidir. Koledokta onlarca tas olan hastalarda ikiden cok se-
ans da gerekebilir. Bu grup hastalar icin ‘through the scope’
(endoskopun icinden gecen) litotriptorler de oldukea iyi bir
secenek olusturmaktadir.

Mekanik litotripsi islemi zor taslarin tedavisinde, ozellikle
koledokta sikismis basket icin birinci basamak kurtaric te-
davidir. Endoskopistler icin stresli bir islem olsa da genellikle
basarilidir ve tecribeli ekiplerde nadiren komplikasyonlara
yol acmaktadr.

6. Auila T, May GR, Kortan P. Nonsurgical management of an impacted
mechanical lithotriptor with fractured traction wires: endoscopic intra-
corporeal electrohydraulic shock wave lithotripsy followed by extra-en-
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8. Allen N, Pettit S, Ali A. Stubborn stones: breakages of a mechanical lit-
hotripter by an exceptionally hard gallstone. BMJ Case Rep 2014;2014.
pii: ber2014204940.
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A case report of cytomegalovirus associated gastritis

Sitomegalovirtise bagll gastritis; Olgu sunumu

A WOOLS!, Halil AKOL?

Faculty of Medicine, University of Utrecht, The Netherlands
“Gastric-enterologist, Meander Medical Centre, The Netherlands

Cytomegalovirus is one of the most common viral pathogens, which, in
some cases, leads to organ specific infections such as gastrointestinal mani-
festations that have a significant risk of morbidity and mortality. However,
cytomegalovirus infection is rare in an immunocompetent host. Herein, we
report a case of cytomegalovirus gastritis in a 54-year-old immunocompetent
patient, diagnosed through upper gastrointestinal endoscopy with biopsies
and serology.

Key words: CMV, gastritis

INTRODUCTION

The infection caused by cytomegalovirus (CMV) is diverse
and depends greatly on the host. It is a common infection in
immunocompetent hosts but is generally asymptomatic, or
may present with a mononucleosis-like syndrome of fever,
lymphadenopathy and pharyngitis. The prevalence of CMV
infection ranges from 40 to 100% of the adult population
(1). An uncommon manifestation of CMV is organ specific,
which can involve the gastrointestinal system. CMV infecti-
ons in immunocompromised hosts such as those with hu-
man immunodeficiency virus (HIV), malignancy, or organ
transplantation, can lead to substantial morbidity and mor-
tality. Literature reports on the occurrence of organ specific
CMV infection is limited however, to small series and case
reports. (2) CMV infection in the stomach can lead to gastric
ulcers that are difficult to differentiate from Helicobacter py-
lori-or non-steroidal anti-inflammatory drug-related ulcers;
characteristic morphological features specific to CMV, immu-
nohistological detection of CMV and polymerase chain rea-
ction (PCR) amplification detection of CMV DNA may help
differentiate between the two. (3) Further, it is further uncle-
ar if and when antiviral therapy is indicated. A recent study
suggest that antiviral therapy such as ganciclovir should be
considered in immune-incompetent patients and in immuno-

Wools A, Akol H. A case report of cytomegalovirus associated gastritis. Endoscopy
Gastrointestinal 2015;23:18-21.

Sitomegalovirtis, bazi durumlarda morbidite ve mortalite ile énemli gastroin-
testinal manifestasyonlar gibi bazi organ spesifik enfeksiyonlara yol acan yay-
gin bir viral patojendir. Immuin sistemi saglam bir konak¢ida sitomegalovirtis
enfeksiyonu nadirdir. Biz burada biyopsiler ve seroloji ile tist gastrointestinal
endoskopide tani konulan 54 yasindaki bir hastada sitomegalovirtis gastrit
olgusunu sunuyoruz.

Anahtar kelimeler: CMV, gastritis

competent patients who are male, age 55 years or older, and
those with chronic disease. (4)

In this case report we describe an immunocompetent adult
who presented with epigastric pain and weight loss. An upper
gastrointestinal endoscopic examination revealed gastritis. Bi-
opsies showed viral inclusion bodies characteristic of CMV.

CASE

A 54-year-old Turkish female who was previously healthy
consulted a physician for a second opinion after being diag-
nosed with nonspecific gastritis. She presented with compla-
ints of increasing epigastric pain, nausea, vomiting and weight
loss during a two month period. These symptoms suddenly
occurred. Her medical history included hypothyroidism fol-
lowing treatment with iodine 131 for hyperthyroidism. The
patient had no history of organ transplantation, or malignan-
cy, and was HIV negative. She neither took medications such
as non-steroidal anti-inflammatory drugs (NSAIDs) nor had
undergone immunosuppressive therapy. She had no history
of alcohol abuse.

On physical examination her abdomen was soft, painful -
specifically in epigastrio, with normal bowel sounds. Super-
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Figure 1. A,B,C and D. Diffuse erosive gastritis of the corpus

ficial cervical, axillary and inguinal lymph nodes were not
enlarged or palpable. Laboratory examination on admission
revealed hemoglobulun 8.8 mmol/L, leukocytes 8.2 *10e9/L,
C-reactive protein (CRP) 9mg/L. Further analyses of liver and
renal function showed no abnormalities.

An abdominal computed tomography (CT) scan revealed a
diffuse thickened stomach wall with several enlarged lymph
nodes. We needed to distinguish the gastric lesions from lini-
tis plastic or primary gastric lymphoma because of the thicke-
ned gastric wall seen on the CT abdomen scans. The patient
underwent an upper gastrointestinal endoscopy, which reve-
aled a normal oesophagus but diffuse erosive gastritis of the
stomach, no signs of linitis plastica. Mucosal biopsies were
obtained and submitted for histological examination. A du-
odenal gavage was placed during endoscopy, over which the

Cytomegalovirus associated gastritis

*
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patient was fed for nutritional support. The initial treatment
did not include antiviral therapy.

Multiple biopsies of the stomach mucosa revealed chronic
active inflammation with intranuclear eosinophilic inclusion
bodies within epithelial cells, consistent with a CMV infec-
tion. The biopsies further showed intestinal metaplasia, no
dysplasia. No Helicobacter pylori, parasites or atypical myco-
bacteria were objectified and the Ziehl Nielsen colouring was
negative. Screening for tuberculosis (TBC) was negative. Se-
rology test for HIV was negative, CMV immunoglobuline M
(IgM) negative, immunoglobuline G (IgG) positive and PCR
was moderately positive for CMV. Immunological examina-
tion did not show signs of lymphoma. Following the careful
examination of the multiple mucosal biopsies, the patient was
diagnosed with CMV gastritis.
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The initial symptoms of epigastric pain, nausea and weight
loss increased over the next couple of weeks. The patient
was treated with valganciclovir for three weeks and the sy-
mptoms of pain and nausea improved. Follow up endoscopy
examination was performed after two months and showed
improvement of the mucosal ulceration, and the histological
examination showed less inflammation. Inclusion bodies had
disappeared in the gastric biopsies.

Figure 2. EUS picture of the stomach.

DISCUSSION

Although CMV infections in the gastrointestinal tract of im-
munocompromised individuals have been reported with inc-
reasing frequency in recent years, there have been only a few
reports of CMV infections in the gastrointestinal tract of im-
munocompetent individuals. We report a case of CMV gastri-
tis in an immunocompetent patient. We continue to evaluate
the patient’s immuno-status; thus far no abnormalities have
been found. The relationship between symptomatic ulcer di-

Figure 3. A,B CT abdomen

sease with the finding of CMV inclusions in mucosal biopsies
of ulcers is unclear. It is unknown whether CMV is a primary
cause of gastrointestinal lesions or whether CMV colonizes
pre-existing lesions.

We needed to distinguish the gastric lesions in the present
case from linitis plastic and primary gastric lymphoma, as it
needed further evaluation and treatment. We diagnosed the
gastric lesions as CMV gastritis due to the specific histological
findings, serological markers and PCR. The endoscopic fin-
dings of CMV gastritis are not different from other etiologies
such as NSAID’s and Helicobacter pylori. Therefore, the di-
agnosis of CMV gastritis is primarily based on the histological
finding of inclusion bodies characteristic for CMV infection.
Furthermore, the number of inclusion bodies found does not
correlate with the severity of inflammation in the gastrointes-
tinal tract (5).

It is sometimes speculated that the CMV infection that is
found has no direct effect on the lesions, and is defined as
a co-localized. However, in this case, the patient’s symp-
toms disappeared after treatment and follow-up endoscopy
showed healing of the ulceration. Subsequently the stomach
biopsies did not show inclusion bodies after treatment. From
these findings, we reached the conclusion that CMV infection
itself contributed to the formation of gastric ulcerations.

CMV is usually asymptomatic or seen as a mononucleosis sy-
ndrome and self-limiting. CMV is a unique disease that rarely
causes gastrointestinal involvement in immunocompetent
patients. This case demonstrates that CMV should be taken
into account when diagnosing patients with gastritis. Since it
is uncommon in immunocompetent hosts, an attempt should
be made to exclude immunodeficiency. Furthermore, a con-
servative approach, avoiding anti-viral medications, can be
effective.
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Brunner’s gland adenoma: A rare case report

Brunner gland adenomu: Olgu Sunumu
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Brunner’s gland adenoma is a rare, benign lesion of the duodenum that is
usually small in size and asymptomatic. Here we report a case treated with
endoscopic polypectomy following adrenaline injection.

Key words: Brunner’s gland adenoma

INTRODUCTION

Brunner’s gland adenoma (BGA), also known as Brunnero-
ma or Brunner’s gland hamartoma, is a rare, benign lesion
developing mostly in the posterior wall of the duodenum. It
is usually small in size and asymptomatic. Endoscopic poly-
pectomy is the first choice of treatment of small or peduncu-
lated lesions (1). We report on a patient with a BGA who was

successfully treated with endoscopic polypectomy following

injection therapy with adrenaline solution.

Figure 1. Endoscopic view of the pedunculated polyp in postbulbar
duodenum

Olmez S, Santas B, Sayar S, et al. Brunner’s gland adenoma. A rare case report.
Endoscopy Gastrointestinal 2015;23:22-23.

Brunner gland adenomu duodenumun nadir gortilen benign lezyonlarindan-
dir. Genellikle kiictik ve asemptomatiktir. Endoskopik polipektomi kii¢tik
veya sapli lezyonlarin tedavisinde ilk secenektir. Burada adrenalin enjeksiyo-
nu sonrasi polipektomi yaptigimiz bir olguyu sunuyoruz.

Anahtar kelimeler: Brunner gland adenomu

CASE

A 51-year-old man was admitted to our hospital with dyspep-
tic symptoms for 3 months prior to admission. On admissi-
on, the patient’s physical examination and routine laboratory
tests were normal. Endoscopy revealed a pedunculated polyp
the size of 15 mm in the postbulbar duodenum (Figure 1).
The polyp was successfully removed with endoscopic poly-
pectomy following injection therapy with 1:10000 adrenaline
solution (Figure 2). The final histopathological diagnosis of
this polyp was BGA (Figure 3).

Figure 2. View of the excised polyp
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Figure 3. Histological examination revealing Brunner’s gland’s hyperpla-
sia within adipous tissue in the duodenal submucosa (H&E stain, X100).

DISCUSSION

BGA is a very rare benign tumor of the duodenum that was
first described by Cruveillihier in 1835. At present, fewer
than 200 cases have been reported in the medical English
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literature (2). The patients are usually asymptomatic or may
have nonspecific complaints such as nausea, bloating or vague
abdominal pain; generally the tumor is discovered incidental-
ly during endoscopy. Some patients with BGA may present
with gastrointestinal bleeding or obstructive symptoms (1,2).
BGA’s are mostly benign and only two cases of carcinoma
arising from BGA have been reported in the literature (3,4).

Diagnosis of BGA is not always easy. Endoscopy of pinching
biopsies are usually nondiagnostic. Since it has malignant po-
tential (1,2), total excision of the suspected BGA is recom-
mended both to confirm the diagnosis as well as to avoid
potential complications such as obstruction and bleeding (5).
Endoscopic or surgical removal is the treatment of choice.
Endoscopic resection of BGA is less invasive and more cost
effective than surgery (1,2,5). Endoscopic removal can be
done in most cases and surgical intervention is rarely needed.
In our case, diagnosis was made by total excision of the lesi-
on and no complications related to endoscopic polypectomy
were observed.

In conclusion, endoscopic polypectomy is simple, effective,
safe and a minimally invasive method to treat pedunculated
lesions that are suspected BGAs.
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Hemoklips ile endoskopik tedaviye ragmen devam eden duodenal tilser kanamasi
olan bir hastada “Ankaferd Blood Stopper” ile kanama kontroltintin saglandigi bir

olgu

A case of bleeding were controlled with “Ankaferd Blood Stopper” in a patient with ongoing
duodenal ulcer bleeding despite endoscopic treatment with hemoclips

Serkan TORUN, Nuretdin SUNA, Ufuk Baris KUZU, Mahmut YUKSEL, Zulfitkar BILGE, Onur AYDINLI,

Ertugrul KAYACETIN

Turkiye Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Gastroenteroloji Klinigi, Ankara

Ust gastrointestinal sistem kanamasi, endoskopik tedavi yontemlerindeki
gelismelere ragmen halen artmis morbidite ve mortalite ile iliskilidir. Bu ne-
denle eslik eden komplikasyonlart énlemek ve mortaliteyi azaltmak icin daha
etkin tedavi yontemlerine olan ihtiyac devam etmektedir. Her ne kadar sk-
leroterapi, heater probe ve hemoklips uygulamasi kanayan duodenal tilserli
hastalarda ilk secenek tedavi olarak degerlendiriliyor olsa da, bazi vakalarda
bunlarin birlikte kullanimi dahi yetersiz kalabilmektedir. Biz bu vaka sunu-
mumuzda konvansiyonel endoskopik tedavi modalitelerinin uygulanmasina
ragmen kanamaya devam eden duodenal tilser’li bir hastada basarili bir sekil-
de uygulanan Ankaferd Blood Sopper tedavisinin etkinligini ve sonuclarini
litertr bilgileriyle sunmay: amacladik.

Anahtar kelimeler: Ankalerd blood stopper, duodenal tilser

GIRIS

Akut gastrointestinal sistem (GIS) kanamasi hastane yatislari-
nin en stk nedenlerinden biridir ve potansiyel olarak yasami
tehdit eden acil bir durumdur. Peptik tlser hastaligi ise tust
gastrointestinal sistem kanamasinin en stk nedenidir (1). Has-
talarin cogunlugunda kanama kendiliginden duruyor olsa da,
endoskopide aktif kanama ya da gortnen damar varliginda
endoskopik tedavi gereklidir. Her ne kadar endoskopik teda-
vi, cerrahi gereksinimi, hastanede yatis stresini ve mortaliteyi
azaltmakta olsa da, hastalarin bir kisminda erken donemde
kanama tekrarlamakta, bu nedenle bu hastalarda kullanimi
kolay, ucuz, yan etki profili acisindan gtivenli terapotik yon-
temler halen gereklidir. Ginumuzde bu tarz hastalarda en sik
kullanilan endoskopik tedavi yontemleri adrenalin enjeksiyo-
nu, termal koagtilasyon ve klips uygulamasidir.

Ankaferd Blood Stopper (ABS) 5 cesit bitki (Thymus vulgaris,
Glycyrrhiza glabra, Vitis vinifera, Alpinia officinarum, Urtica
dioica,) ekstresinden uretilmis olup, cesitli nedenlere bagh
tist gastrointestinal sistem kanamalarindaki basarili etkinligi
ile ilgili olgular yayinlanmis idi (2-5). Ancak bu olgularin bi-

Torun S, Suna N, Kuzu UB, et al. A case of bleeding were controlled with “Ankaferd
Blood Stopper” in a patient with ongoing duodenal ulcer bleeding despite endoscopic
treatment with hemoclips. Endoscopy Gastrointestinal 2015;23:24-26.

Despite advances in endoscopic therapy, upper gastrointestinal system
bleeding is associated with increased morbidity and mortality. Therefore,
more effective treatment methods are needed to avoid complications and
mortality. Although sclerotherapy, heater probe, and hemoclip application
are considered as first-line therapies in patients with bleeding duodenal ul-
cers, the use of these approaches may be insufficient in some cases. Herein,
we report a case of a patient with on-going duodenal ulcer bleeding, despite
the use of conventional endoscopic therapy, who responded successtully to
Ankaferd Blood Stopper treatment. The results of the literature are also pre-
sented.

Key words: Ankaferd blood stopper, duodenal ulcer

yuk bir kisminda ABS ya primer olarak uygulanmus, ya da
diger konvansiyonel endoskopik tedavi yontemlerinin yanin-
da kanama kontrolinde yardimec1 bir ajan olarak kullanildig
rapor edilmis idi. Biz burada ust GIS kanamast ile bagvuran
ve konvansiyonel endoskopik tedavilere ragmen kanamasi
aktif olarak devam eden ve ancak ABS uygulamasi ile kanama
kontrolii saglanan bir vakamizi sunmay1 amacladik.

OLGU SUNUMU

Daha onceden bilinen dahili bir hastaligi olmayan ve herhan-
gi bir ila¢ kullanim hikayesi olmayan 74 yasinda erkek hasta
1 gundur olan siyah renkli diskilama yakinmasiyla acil servise
basvurdu. Basvuru esnasindaki kan basinci 90/60 mmHg ve
nabz1 dakikada 112 idi. Yine basvuru esnasinda bakilan he-
moglobin degeri 9 g/dL, platelet sayist 167000, INR degeri
1,1 idi. Biyokimyasal analizde kan tire azotu yiiksekligi disin-
da anormallik mevcut degildi. Acil sartlarda yapilan tust GIS
endoskopisinde bulbus tabaninda yaklasik 1 cm capinda, siz-
dirir tarzda kanamanin (Forrest 1b) eslik ettigi tlser mevcut-
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tu. Hastaya primer endoskopik tedavi olarak adrenalin enjek-
siyonu ve heater prob uygulamast yapildi. Kanamanin devam
ettiginin gozlenmesi tzerine 4 adet endoskopik hemoklips
uygulamasi da uygulandi. Ancak tim bu tedavilere ragmen
tlser tabanindan sizdirir tarzda kanamasinin devam ettigi
(Resim 1A) gortlen hastaya ABS uygulamast yapilmasina ka-

“Ankaferd Blood Stopper” ile kanama kontrolti

rar verildi. Ulser tabanina bir puskurtme kateteri (Model PW-
205 L, Olympus, Tokyo, Japonya) yardimiyla yaklasik olarak
5 cc ABS uygulamast yapildi (Resim 1B). ABS uygulamasini
takibinde kanamanin durdugu izlendi (Resim 1C). 1 hafta
sonraki kontrol endoskopide, bulbusda tizerinde hemoklips
izlenen temiz tabanh tlser izlendi (Resim 1D).

N -

Resim 1. Adrenalin enjeksiyonu, heater prob ve 4 adet endoskopik klips uygulamasina ragmen sizdirir sekilde kanamaya devam eden (Forrest 1b)

ulser (A). Puskiirtme kateteri yardimiyla kanama alanina ABS uygulamasi (B). ABS uygulamasindan 2 dakika sonra sarimsi renkte protein ag1

olusumu ve kanamanin tamamen durmus gortinumit (C). 1 hafta sonra yapilan kontrol endoskopide tizerinde daha once atulmis olan klipsler

bulunan temiz eksudali tilser (D).
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TARTISMA

Yuzyillardir geleneksel bir topikal hemostatik ajan olarak kul-
lanilan ABS, Thymus vulgaris, Glycyrrhiza glabra, Vitis vini-
fera, Alpinia officinarum, ve Urtica dioica ekstrelerini icerir
(2). Tum bu bitki ekstrelerinin kismen endotel, kan hticreleri,
hucresel cogalma, anjiogenez ve hticresel mediatorler tizerin-
de etkileri bulunmaktadir (6). ABS'nin temel hemostatik etki
mekanizmasi vital eritroid agregasyon icin odak olusturan
enkapstile bir protein agl meydana getirmesidir. Pthtilasma
faktorlerini tek tek etkilemek yerine, ABS kanama kontrolt-
nu saglamada tum fizyolojik hemostatik stureci etkiler. Kolay
kullanilabilir olmas ve yuksek derecede etkinligi, degisik ka-
namali hastaliklar icin ABS’yi uygun bir antihemostatik ajan
konumuna getirmistir. Her ne kadar ABSnin GIS kanamala-
rindaki etkinligini gosteren cesitli raporlar (7) mevcut olsa
da, ABS kullanimimnin daha cok primer ya da konvansiyonel
tedavilere ek olarak verildigi dikkati cekmektedir. Bu vakada
ise, ABS konvansiyonel tedavilere cevap alinamayan bir has-
tada etkili kanama kontrolu saglamistir.
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OLGU SUNUMU

Pankreasin kistik neoplazmini taklit eden duodenal divertikiil

Duodenal diverticulum mimicking a cystic pancreatic neoplasm

Muhammet Yener AKPINAR, Serkan TORUN, Ufuk Baris KUZU, Orhan COSKUN, Erkin OZTAS, Bulent ODEMIS

Turkiye Yiiksek Ihtisas Egitim ve Arastirma Hastanesi, Gastroenteroloji Klinigi, Ankara

Gastrointestinal sistemde divertikiillerin kolondan sonra en sik izlendigi bél-
ge duodenumdur. Duodenal divertiktiller sik izlenen lezyonlardir. Genellikle
duodenum ikinci ve tictincti kitasinda lokalizedirler. Pankreas basina olan
yakinhklarindan dolay1 da gortuntileme yontemlerinde pankreasin kistik
maligniteleri ile karisabilirler.

Anahtar kelimeler: Duodenal divertikiil, pankreas kistik neoplazmi

GIRIS

Gastrointestinal sistemde divertikillerin kolondan sonra en
sik izlendigi bolge duodenumdur (1). Insidanst %1-5, pre-
valanst %22 olan duodenal divertikiller siklikla duodenum
ikinci ve uctinct kisminda lokalizedirler. Genellikle asemp-
tomatik olduklart donemde tani konulur. Semptomatik has-
talarda perforasyon, inflamasyon ve gastrointestinal sistem
kanamasi izlenebilir (2,3). Pankreas basina olan yakinlikla-
rindan dolayr gortintilleme yontemlerinde pankreasin kistik
malign neoplazmlan ile de karisabilirler.

OLGU

55 yasinda erkek hasta son donemde giderek artan epigastrik
agri sikayetiile baska bir merkeze basvurmus olup bu merkez-
de cekilen abdominal batin tomografisinde (BT) pankreas bas
kesiminde 26x22 mm boyutunda, yogun icerikli siv1 koleksi-
yonu saptanmis ve bu nedenle pankreas basinda lokalize ma-
lign kistik lezyon dustintilerek merkezimize yonlendirilmisti
(Resim 1). Fizik muayenesi normal sinirlarda olan hastanin
laboratuar tahlillerinde ALT:22 U/L (<35), AST:22 U/L (<35),
GGT:30 U/L(<38), ALP:74U/L(30-120), total bilirubin: 0.31
mg/dl(0,3-1,2), direk bilirubin:0.07 mg/dl(0-0,2) ve CA19-
9:6,2U/ml(0-35) olarak izlendi. Hastaya merkezimizde en-
doskopik ultrasonografi yapildi; burada pankreas parankimi
heterojen olmakla beraber kitle veya kistik lezyona rastlanil-
mad1. Hastaya cekilen trifazik batin tomografisinde pankreas

Akpinar MY, Torun S, Kuzu UB. et al. Duodenal diverticulum mimicking a cystic
pancreatic neoplasm. Endoscopy Gastrointestinal 2015;23:27-29.

The duodenum is the second most frequently affected area by diverticulum
after colon; the occurance is quite common. They are most frequently locat-
ed in the second or third portions of the duodenum, and by nature of their
proximity to the head of the pancreas, can be mistaken for cystic pancreatic
neoplasms by diagnostic imaging.

Key words: Cystic pancreatic neoplasm, duodenal diverticulum

bas kesiminde lokalize 28x18 mm boyutlu duodenal diver-
tikiler goruntm izlendi (Resim 2). Bunun uzerine hastaya
duodenoskopla inceleme yapildi ve papil kenarinda buytk
bir divertikule rastlamildi (Resim 3). Ozofagogastroduodenos-
kopisinde antrumda tilserlerleri tespit edilen hastanin agrilari
bu tlserlere bagland: Sonucta hastanin ilk cekilen BT’sinde
izlenilen lezyonun duodenal divertikil oldugu anlasildi.

Resim 1. Pankreas basinda icerisinde sivi dansitesinde goriintim olan
kistik lezyon
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Resim 2. Bilgisayarl tomografide koronal kesitte duodenal divertikiil.

TARTISMA

Duodenal divertikiller ilk olarak 1710 yilinda Chomall tara-
findan bildirilmistir (4). Duodenal divertikiller primer veya
sekonder olarak siniflandirilabilir. Sekonder veya yalanc: di-
vertikuller kronik duodenal tlserlerin bir sonucu olarak orta-
ya cikarlar; primer divertikiller ise gercek divertikiillerdir ve
duvarlarinda bagirsagin tum katmanlari izlenebilir (5). Duo-
denal divertikuller duodenumda siklikla periampuller bolge-
de lokalizedirler (6). Erkek ve kadinlarda esit siklikta izlenen
duodenal divertikullerin insidansi kullanilan tanisal yonteme
gore farkliliklar gosterebilir. Baryumlu calismalarda %6’lan
bulan sikhigr otopsi calismalarinda %22-23, endoskopik ret-
rograd kolanjiopankreatografi (ERCP) calismalarinda ise %25
arasinda olarak saptanilmistir (7,8).

Duodenal divertikuller genellikle hayat boyu semptom ver-
mezler ve tesadtfen tani alirlar (9). Bununla beraber hasta-
larda farkli semptomlar da izlenebilir. Karin agrisi ve bulant
gibi nonspesifik sikayetler izlenebilir. Komplikasyon gelisen
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Resim 3. Duodenoskopide divertikiilin gortintimu. Ustteki ok diver-
tikulu, alttaki ok papillayr gostermektedir.

olgularda perforasyon, ektopik gastrik mukozaya bagli tilse-
rasyon, kanama ve obstritksiyon gortilebilir (10,11). Diverti-
kiile bagli perforasyonlar ERCP’ye bagh iatrojenik olarak ya
da divertikiilite baglh gelisebilir (11,12). Yine jukstapapiller
divertikulu olanlarda akut pankreatit gortilme sikliginin art-
tigin gosteren calismalar da vardir (13). Duodenal diverti-
kullerin pankreas basina olan komsuluklari, goruntuleme
yontemlerinde pankreasin kistik malign neoplazmlar ile ka-
rismalarina neden olmaktadir. Hariri (14) BT incelemesine
karsin preoperatif tamist konulamayan ve pankreasin kistik
neoplazmi o6n tanisiyla pankreatikoduodenektomi yapilan,
operasyon sonrast duodenal divertikal tanisi alan bir olgu
sunmustur. Mallappa da (15), pankreas basinda yerlesik
kistik neoplazm 6n tanisiyla opere edilen ve tanist duodenal
divertikil gelen bir olgu sunmustur. Goérunttleme yontem-
lerinde pankreas bast kistik malign neoplazmlari dustintilen
hastalarda mutlaka duodenal divertikuller de akilda tutulmali
ve hastalar bu yonden de tetkik edilmelidir.
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