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The factors affecting surgical success rate for the patients
with congenital esotropia

Tugba Goncu', Funda Dilmen®, Ali Akal', Fatih Mehmet Adibelli*, Sevim Cakmak®

' Department of Ophthalmology, Harran University, School of Medicine, Sanliurfa, Turkey

ABSTRACT

Objective. To evaluate the factors and preoperative clinical features affecting surgical success rate in patients
with congenital esotropia. Method. The medical files of patients who underwent surgery for congenital
esotropia between June 2012 and September 2014 were retrospectively reviewed. Data from the patients'
full ophthalmological examination included visual acuity, ocular alignment, duction, versions and sensory
tests for binocularity, cycloplegic retinoscopy and fundus evaluation. Presence of previous ambliyopia
treatment, fixation preference, cross-fixation, anisometropia >1.5D, ocular motility abnormalities were noted.
The relationship of these variables with the surgical success rate was evaluated. Result. A total of 48 patients
(25 female,52.1%) were included. The mean age of the patients was 4.4+5.2 years. Successful surgical
outcome was achieved in 39 (81.3%). All the patients were followed for 14.1+4.4 months. There was no
relation between surgical success and patients' gender, positive family history, consanguinity, previous
ambliyopia treatment, anisometropia, abnormal ocular motility and cross-fixation and mean cycloplegic
refraction (p>0,05). However, fixation preference and mean preoperative deviation found to be related with
surgical failure (p<0,05). Conclusion. In this study many variables such as epidemiologic characteristics and
clinical features of patients were investigated for their possible association with surgical success rate. Only
preoperative fixation preference without ambliyopia and mean preoperative deviation were found to
be risk factors for the surgical failure in this group of patients with infantile esotropia.

Eur Res J 2015;1(2):33-38

Keywords: Congenital esotropia, surgical success, ambliyopia, anisometropia, fixation preference

Introduction

Strabismus is an ophthalmological disorder in  neurological, mechanical, refractive, genetic and
which the eyes are misaligned; it affects 2-4% of = accommodative [2,3]. Congenital esotropia is a
children [1]. About half of these disorders are  common type of esotropia, representing 28% to 54%
esodeviations, whose causes are anatomical, of all esotropias and having an incidence of about
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1% to 2% of general population [4,5]. It is
characterized by a constant esodeviation with onset
prior to 6 months of age. The treatment of choice is
surgery [6-10]. The surgical success rate is reported
in a range of 19% to 79% in the literature [6-11]. The
risk factors for surgical failure and reoperation are
still controversial. However, earlier surgery before
15 months of age, larger angle, presence of amblyopia,
positive family history and accompanying ocular
motility abnormalities such as inferior oblique muscle
overaction (IOOA), dissociated vertical deviation
(DVD), latent nystagmus are suggested to be the risk
factors for reoperation [6-8]. However, for congenital
esotropia, the impact of consanguineous marriage,
fixation preference, presence of cross-fixation or
anisometropia on postoperative outcomes are not
investigated previously.

The purpose of this study was to evaluate the factors
and preoperative clinical features affecting surgical
success rate in patients with congenital esotropia with
a minumum postoperative follow-up period of 6
months.

Materials and methods

Medical records of consecutive patients who
underwent surgery for congenital esotropia in Harran
University, Faculty of Medicine, Department of
Ophthalmology between June 2012 and September
2014 were reviewed. The study design was approved
by Institutional Ethics Committee and the study was
carried out in accordance with the Declaration of
Helsinki. The patients who underwent surgery for
the correction of esotropia were included in the study.
The patients who had ocular, neurological,
chromosomal, or congenital disease and history of
previous ocular surgery were excluded from the study.
Among patients, only ones who had postoperative
follow-up for at least 6 months were eligible for the
studly.

Data from the patients' full ophthalmological
examination included visual acuity (if visual acuity
assessment could not be performed with Lea figures
or Snellen, then fixation pattern was evaluated),
fixation preference, presence of cross-fixation, ocular
alignment (if the patient was cooperative,
measurements were performed with alternating prism
cover test; if not, the Krimsky test was the preferred
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method), duction, versions and sensory tests for
binocularity (Worth 4 dot test) and stereopsis (Titmus
fly test), as well as cycloplegic retinoscopy and
detailed biomicroscopic and fundus evaluation.
Presence of positive family history, previous
ambliyopia treatment and consanguineous marriage
were noted from medical history.

Fixation preference was defined as fixing with one
eye during examination period however, there was
spontaneous alternating of fixation with cover test.
According to the mean cycloplegic refraction obtained,
patients were classified as emetropic (-1 to +1 diopters
D), mild hyperopic (+1 to +3 D), moderate hyperopic
(+3 to +6D), severe hyperopic (more than +6 D) and
myopic ( more than -1 D). Oblique muscle function
was subjectively graded on a scale of -4 (underaction)
to +4 (overaction), with 0 being normal. A difference
of 1.5 D or more in spherical equivalent between the
two eyes, was defined as anisometropia. A successful
outcome was defined as orthotropia or a horizontal
tropia of 10 prism diopters (PD) or less, at distance
and/or near in the primary position. The preoperative
examination which was performed 1 or 2 days before
surgery and postoperative examinations were
performed at final visit were analysed.

Satistical Analysis

All analyses were performed with SPSS (Statistical
Packages for Social Sciences) for Windows version
17.0 (SPSS®, Chicago, IL, USA). All data were
expressed as mean and standard deviation. Histogram
graphs and the Kolmogorov-Smirnov test were used
to test whether the distribution of the data differed
significantly from normal. The differences between
the patient groups were assessed for statistical
significance using the Mann Whitney U test, chi-
square test and Fisher Exact test when appropriate.
Ap value less than 0.05 was considered as statistically
significant.

Results

After reviewing the medical charts, 48 patients who
met the criteria were included in the study. The mean
age of the patients was 4.4+5.2 years, with a range
of 0.5 to 23 years at initial examination. There were
25 (52.1%) female and 23 (47.9%) male patients.
The mean follow-up was 14.1+4.4 months, with a
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preoperative clinical characteristics of all patients are
shown in Table 1

Thirty-eight patients underwent bilateral medial
rectus recession, three underwet monocular resection-
recession for correcting esotropia in primary position.
Combined bilateral medial rectus recession and inferior
oblique weakening procedure was performed in 7
patients who had IOOA more than 2+. Surgical
success was achieved in 39 (81.3%) of the cases.
Further surgery was planned for the remaining patients
who could not have successful outcome at final visit.
The mean preoperative esotropia in the primary
position was 49.1+11.4 with a range of 30 to 80 PD
and the mean postoperative deviation was 7.6+13.9
PD with a range of 0 to 60 PD at the final follow-up
visit (p<0.001).

As shown in Table 2, there was no relation between
surgical success and patients' gender, positive family
history, consanguinity, previous ambliyopia treatment,
anisometropia, abnormal ocular motility and cross-
fixation and mean spherical equivalent (p>0.05).
However, fixation preference and mean preoperative
deviation were found to be related with surgical failure
(p<0.05). All the patients with failure had fixation
preference although alternation was demonstrated in
last preoperative visit. Only five had been treated for
ambliyopia preoperatively. The mean preoperative
esotropia in the primary position was 46.9+10.3 PD
in surgical success group and 58.3+11.7 PD in surgical
failure group and in surgical failure found to be
associated with higher preoperative deviation
(p=0.009).

Table 1. Demographic data and preoperative clinical characteristics of patients

N=48 (%)

Gender
Male
Female
Family history
Consanguinity
Ambliyopia history
Cycloplegic refraction (D) (mean£SD)
Refractive error
Emetropia
Mild hyperopia
Moderate hyperopia
Severe hyperopia
Miyopia
Anisometropia
Cross-fixation
Abnormal ocular motility
IO0A
DVD
Latent nystagmus
Preoperative deviation (PD) (mean+SD)
Fixation preference

23 (47.9%)
25 (52.1%)
8 (16.7%)
14 (29.2%)
20 (41.7%)
1.9+2.1

8 (16.7%)
25 (52.1%)
7 (14.6%)
5 (10.4%)
3 (6.2%)
4 (8.3%)
8 (16.7%)

28 (58.3%)
9 (18.7%)
3 (6.2%)

31 (64.6%)

D=diopter, DVD=dissociated vertical deviation, F=female, IOOA=inferior oblique overaction, M=male, PD=prism diopter,

SD=standart deviation
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Table 2. Preoperative clinical characteristics of the patients in the success and failure groups

Patients with Patients without
successful outcome successful outcome P
(n=39) (n=9)
Gender (M/F) 18/21 5/4 0.444*
Family history 0 0.148*
Consanguinity 2 0.437*
Ambliyopia history 5 0.285*
spherical equivalent (D) (mean+SD) 2.0+2.2 1.4+15 0.084t
Refractive error 0.398%
Emetropia 3
Mild hyperopia 3
Moderate hyperopia 2
Severe hyperopia 1
Miyopia 0
Anisometropia 2 0.155*
Cross-fixation 3 0.159*
Abnormal ocular motility
IO0A 4 0.285*
DVD 4 0.05*
Latent Nystagmus 1 0.472*
Preoperative deviation (PD) (mean+SD) 46.9+10.3 58.3+11.7 0.009t
Fixation preference 9 0.012*

D=diopter, DVD=dissociated vertical deviation, F=female, IOOA=inferior oblique overaction, M=male, PD=prism diopter,

SD=standart deviation
* Fisher Exact test

} chi-square test

T Mann Whitney U test

Discussion

Although, spontaneous resolution of congenital
esotropia can occur, surgery is accepted as the standart
treatment [6-9,12]. The aim of the surgery for
congenital esotropia is the earliest recovery of
deviation, improvement in binocular visual functions
with the least possible number of surgeries. In our
study, surgical success was achieved in 81.3% of the
children with congenital esotropia in a mean follow-
up of 14 months. The overall surgical success rate
was reported in a range of 19% to 79% in the literature
[6-11].

The mean preoperative esotropia in the primary
position was 47 PD in surgical success group and 58
PD in surgical failure group and in surgical failure
found to be associated with higher preoperative
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deviation. This compares well with some similar
studies which reported higher rate of surgical failure
in large angle esotropia [10,13]. In a retrospective
large scale study, Louwagie reported higher
reoperation rate in larger angle congenital esotropia
[14]. Contrary to these results, Vroman et al reported
that bilateral medial rectus muscle recession was
equally effective for both large and small angle
congenital esotropia [7].

Fixation preference testing, in which fixation
preference is considered a proxy for visual acuity,
has commonly been used to assess for strabismic
amblyopia in preverbal children [15,16]. However,
its reliability for prediction of amblyopia has been
questioned by several investigators [17-19]. In our
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study, we observed fixation preference in 64.6% of
the overall patients and in all of the failure group.
Although, we only included patients who had fixation
preference with obvious alternation in cover test and
excluded patients who had strong fixation preference
without alternation, an indicator for amblyopia, we
have observed a significant effect of fixation preference
on surgical failure rate. Owing to the fact that, 66.7%
of our patients were younger than 4 years of age and
fixation preference is a subjective test with doubtful
reliability, we might include true amblyopic patients
without previous patching treatment.

Congenital esotropia affects both gender equally
[20]. Among our patients, 52.1% was female and
47.9% was male. We did not observed a significant
difference in respect of surgical success in both
genders. Similarly, in two studies also did not report
any effect of gender on surgical success [10,13].
Inheritance was shown to play a role in the
pathogenesis of congenital esotropia in related studies,
binocular vision anomalies were reported in 16% of
parents having children with congenital esotropia
[21,22]. In our study, 8 patients (16.7%) had a positive
family history and surgical success was achieved in
all of these patients. Regarding surgical success, we
did not observed a significant effect of family history.
The risk for birth defects and congenital anomalies
in the offsprings of parents having consanguineous
marriage is substantially higher than in the offspring
of non-consanguineous parents [23]. Although, the
frequency of consanguineous marriages have being
decreased, it is still common especially in developing
countries. In our study, 14 patients (29.2%) had
consanguineous parents and represents well the high
prevelans of consanguineous marriage in Turkey.
Different nationwide surveys indicated that 20-25%
of marriages are consanguineous in Turkey [23]. In
our study, we did not observed a significant effect of
consanguinity on surgical failure rate. In the literature
no study has evaluated the effect of consanguinity
on congenital esotropia but in only one study,
investigated prevalence of consanguineous marriage
in parents of patients with different types of comitant
strabismus in which they found a higher risk in
patients with consanguinity compared to normal
population [24].

Mild hyperopia affecting more than 50% of our
patients was the most frequent refractive error,
consistent with the literature [10,25]. Trigler and

Siatkowski have reported hyperopia greater than +2
D in 29 % of patients with congenital esotropia,
accordingly 25% of our cases had hyperopia greater
than +3 D [6]. We did not observe any significant
effect of refractive error on surgical success whereas
Ravaji et al reported more surgical success rate in
patients with hyperopia greater than +3.5 D [10].
Anisometropia and amblyopia are interrelated factors.
We took account only patients who was treated
previously for amblyopia and resulted in almost equal
visual acuity in both eyes. We thought that it is more
reasonable to define persistent amblyopia in sensory
group esotropia and we did not include this group of
patients. In our study we noted anisometropia in 8.3%
of patients and 41.7% of patients were treated due to
amblyopia. We observed in our study group that
neither anisometropia nor previous amblyopia
treatment was a factor for surgical success. Presence
of amblyopia was suggested to be the risk factor for
surgical failure [2,6,8]. Keenan et al reported that
surgical success was significantly lower in children
with amblyopia [8]. Because we only included patients
who successfully treated for amblyopia and excluded
children with true amblyopia, our result were not
comparable to these reports. Similar to our results,
Rajavi et al could not detect any relation of
anisometropia or amblyopia on the reoperation rate
of surgery [10].

Abnormal ocular motility problems such as IOOA,
DVD or latent nystagmus sometimes accompany
congenital esotropia. We have detected IOOA in
58.3%, DVD in 18.7% and latent nystagmus in 6.2%
of the patients. Although the detection of IOOA in
an infant with severe esotropia is difficult, it has been
reported in up to half of the patients with congenital
esotropia, which is similar to our results [6-8,10,25].
Dissociated vertical deviation was observed in 5%
to 15% of patients in the literature [8,10,25]. Latent
nystagmus was observed in 3.2% to 15% of patients
in the literature [10,25]. The rates of abnormal ocular
motility in our study were in line with previous studies
in the literature. We could not detected an association
between any of these abnormal ocular motility
problems and surgical failure. Rajavi et al also did
not reported any effect of abnormal ocular motility
on the reoperation rate of surgery [10].
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The limitations of this study include the small
sample size and disadvantages related to retrospective
nature. The number of patients in surgical failure
group was smaller compared to success group and
this may influence the comparison. These may have
affected the power of the study.

Conclusions

In this retrospective study, gender, family history,
consanguinity, refractive error, anisometropia, previous
amblyopia treatment, abnormal ocular motility such
IOOA, DVD and latent nystagmus were not found
to be associated with surgical success rate. Only
preoperative angle of deviation and preoperative
fixation preference without ambliyopia was found to
be risk factors for the surgical failure in patients with
infantile esotropia.
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Carotid endarterectomy: a comparison on general and
local anesthesia
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ABSTRACT

Objective. Carotid endarterectomy (CEA) reduces disabling or fatal stroke risk in patients with significant
carotid stenosis. The aim of this study was to compare the results of CEA performed under general anesthesia
(GA) or local anesthesia (LA) in patients with symptomatic severe carotid artery stenosis.
Method. We retrospectively collected the data on 64 patients who underwent CEA under GA (47 patients)
and LA (17 patients) at our hospital from January 2010 to January 2014. All clinical, demographics, preoperative
risk factors and postoperative data were compared for postoperative results. Surgical indications, techniques,
and complications were also compared. Result. The groups were similar for age, gender and preoperative
risk factors. There were no significant differences in death (GA: 4.2% vs. LA: 0%; p =1.0), stroke (GA: 4.2%
vs. LA: 0%; p=1.0), death/ stroke rate (GA: 2.1% vs. LA: 0%; p=1.0), nerve injury (GA: 2.1% vs. LA: 5.8%;
p=0.464), saphenous vein patch closure (GA: 83% vs. LA: 59%; p=0.051), shunt rate (GA: 8.5% vs. LA:
6 %; p=1.0), hospital stay (GA: 8.2+5.7 day vs. LA: 6.2+2.9 day, p=0.275), hematoma rate (GA: 0 %vs. LA:
5.8%; p =0.266) and transient ischemic attack rate (GA: 4.2% vs. LA: 0%; p=1.0) between the two techniques.
Mortality occurred in two patients (both in the GA group) due to stroke and myocardial infarction.
Conclusion. Carotid endarterectomy performed safely under general or local anesthesia is associated with
low morbidity and mortality rates. Local anesthesia can be a safe option for evaluating the better neurological
status during operation.

Eur Res J 2015;1(2):39-43

Keywords: Carotid endarterectomy, general anesthesia, local anesthesia, carotid artery stenosis

Introduction

Carotid artery disease is one of the most important
causes of stroke. In randomized controlled studies
showed that rates of death and stroke are reduced by
carotid endarterectomy for carotid artery stenosis in
patients with symptomatic or asymptomatic [1-3].
Carotid endarterectomy (CEA) can be performed

Address for correspondence:

under general anesthesia (GA) or local anesthesia
(LA). Succesful outcome can depend on technique
which is used. CEA can be performed safely under
LA and can improve the results as compared to GA
[2].

The aim of this study was to compare the results
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of CEA performed under GA versus LA and to
evaluate the advantages of anesthesia technique on
perioperative mortality and morbidity in patients.

Materials and Methods

Patients

After local ethics committee approved the study,
we retrospectively collected the data on 64 patients
who underwent CEA under GA (47 patients) and LA
(17 patients) at our hospital from January 2010 to
January 2014. Carotid stenosis was diagnosed with
history and physical examination followed by Doppler
USG, coronary and carotid angiography. Three patients
had a history of coronary artery bypass grafting in
the GA group.

Anesthesia and Surgical Technique

All patients were premedicated with midazolam
intramuscularly before the operation. In both groups
intraoperative monitoring included electrocar-
diography, invasive blood pressure measured from
the contralateral radial artery and pulse oximetry.
Induction in general anesthesia was performed with
propofol, fentanyl and rocuronium and maintenance
of anesthesia was included with isoflurane, fentanyl
and rocuronium. Monitoring of neurological function
during general anesthesia was based on stump
pressure, and selective shunting used if stump pressure
was below 50 mm Hg. Local anesthesia group was
administered 2% lidocaine as local anesthetic. The
patients were periodically examined with respect to
clinical neurological status, cognitive functions, speech
and attention issues, and muscular strength. All patients
with altered level of consciousness underwent
protective intraluminal shunt placement. Prior to
carotid artery clamping, 5000 units of heparin was
administered, which was not routinely neutralized.
Operations were performed by standard CEA
techniques or eversion techniques. At the former, a
saphenous vein patch was placed whenever
arteriotomy extended to internal carotid artery. In the
latter, primary closure was performed.
Neurological deficits were grouped as major or minor.
The latter comprised transient ischemic attack or any
other events that were terminated within 48 hours.
Major neurological deficits included those that
persisted more than 7 hours.
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Statistical analysis

Statistical analysis was performed by using SPSS
15.0. All continuous data are expressed as + standard
error of the mean and categorical data are reported
as a percentage. Continuous data were compared by
Mann- Whitney-U and paired samples t tests, and
non-parametric data by the chi-square test. A p value
less than 0.05 was considered statistically significant.

Results

GA was used in 47 (% 73) patients for CEA
procedures whereas the LA group included 17 (%
27) patients who received CEA procedures. Pre-
operative patient demographics, preoperative risk
factors, indications for surgery and comorbidity factors
were similar between the two groups and showed in
Table 1.

We found no significant differences in the number
of patients with preoperative hypertension (GA: 68%
vs. LA: 41%; p=0.510), coronary artery disease (GA:
62% vs. LA: 59%; p=0.835), chronic obstructive
pulmonary disease (GA: 23% vs. LA: 15%;
p=0.463),transient ischemic attack (GA: 21% vs. LA:
29%; p=0.517), amarosis fugax (GA: 4% vs. LA:
6%, p=0.945), cerebrovascular accident (GA: 43%
vs. LA: 29%; p=0.341), diabetes (GA: 25% vs. LA:
12%; p=0.319), smoking (GA: 57% vs. LA: 59%;
p=1.00), peripheral occlusive arterial disease (GA:
13% vs. LA: 24%; p=0.295) and contralateral ICA
lesions, severe stenosis (>70%) (GA: 89% vs. LA:
88%; p=1.00).

Operative variables in the groups are shown in
Table 2. There were no statistically significant
differences in death (GA: 4.2% vs. LA: 0% ; p=1.00),
stroke (GA: 4.2% vs. LA: 0%; p=1.00), death/ stroke
rates (GA: 2.1% vs. LA: 0%; p=1.00), nerve injury
(GA: 2.1% vs. LA: 5.8%; p=1.00), use of shunt rates
(GA: 8.5% vs. LA: 6%; p=1.00), saphenous vein
patch closure (GA: 83% vs. LA: 59%; p=0.051),
length of hospital stay (GA: 8.2+5.7 days vs. LA:
6.2+£2.9 days; p=0.275), hematoma rates (GA: 0%
vs. LA: 5.8%; p=0.266) and transient ischemic attack
rates (GA: 4.2 % vs. LA: 0%; p=1.00) between the
two techniques. Mortality occurred in two patients
due to stroke and myocardial infarction. The both
patients were in the GA group.
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Table 1. Patient demographics and preoperative variables
GA Group (n=47) LA Group (n=17) p Value

Age (years) 66.6+8 67.4+9 0.727*
Sex (male/female) 40 (85)/7 (15) 10 (67)/7 (33) 1.0%
Risk factors

Hypertension 32 (68) 7(41) 0.510%
Diabetes 12 (25) 2(12) 0.319%
COPD 7(15) 4(23) 0.463%
PAD 6(13) 4(24) 0.295%
Smoking 27 (57) 10 (59) 1.0%
IHD 29(62) 10(59) 0.835%
Symptoms

TIA 10 (21) 5(29) 0.517%
Amaurosis fugax 2(4) 1 (6) 1.0%
CVA 20 (43) 5(29) 0.341%
Contralateral Stenosis

(%) <50 30 (64) 11 (65) 0.949%
50-69 10 (20) 5(59) 0.517%
70-99 4 (8) 1 (6) 1.0%
Occluded 1(2) 1 (6) 0.464%
Operated 1(3) 0(0) 1.0%

Numbers in parentheses are percentages.(*=Mann-Whitney U-test, $ =Chi-squared test, p=statistical value.
COPD-=chronic obstructive pulmonary disease, CVA=cerebral vascular accident, GA=general anesthesia,
IHD=ischaemic heart disease, LA=local anesthesia, PAD=peripheral arterial disease,

TIA=transient ischemic attack.

Table 2. Operative and postoperative variables

GA LA P value
Death 2(4.2) 0(0) 1.0%
Stroke 2(4.2) 0(0) 1.0%
TIA 2(4.2) 0(0) 1.0%
Myocardial infarction 1(2.1) 0(0) 1.0%
Nerve injury 1(2.1) 1(5.8) 0.464%
Shunt rate 4 (8.5) 1(6) 1.0%
Hospital stay (day) 8.245.7 6.2+2.9 0.275%

Numbers in parentheses are percentages.t=Chi-squared test, p=statistical value. GA=general anesthesia,
LA=local anesthesia, TIA=transient ischemic attack,
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Discussion

Previous randomized controlled studies and meta-
analyses have shown that reduced rates of death or
stroke are associated with CEA performed for both
symptomatic and asymptomatic carotid artery stenosis
[1-4]. European Vascular Surgery guidelines strongly
recommend CEA for symptomatic carotid artery
stenosis degree greater than 70%. CEA operation is
also reasonable when the stenosis degree is greater
than 50% unless the operative rate for stroke or
mortality of the performing center exceeds 6% (North
American Symptomatic Carotid Endarterectomy
Trial; NASCET) [5]. In our institutional experience,
a mortality rate was 4.2% (n=2). Although many
methods including transcranial Doppler USG, stump
pressure measurement, peri-operative EEG and
somato-sensorial evoked potentials, have been used
to establish the level of cerebral perfusion during
arterial cross-clamping, there is no consensus to
answer whether which technique is superior?
Gurer et al. [6] reported that LA was associated with
a significantly lower operation time, shunt usage rate,
length of hospital stay, and rates of permanent stroke.
Restenosis rates, neurological events, and deaths were
similar in the 2 groups at long-term follow-up.
However, the rate of shunt placement as well as
operative time was lower in LA group than the general
anesthesia group. Similarly, intensive care unit
requirement, duration of hospital stay, and treatment
costs were also lower in the local anesthesia group
[7,8].

In a study by Surer et al. [9] a greater benefit was
observed with use of LA with respect to results of
intraoperative motor and mental monitoring. LA also
provided more protective effects against complications
associated with intubation in elderly patients with
comorbid conditions, particularly chronic respiratory
diseases. Lutz et al. [3] did not report any significant
difference between LA and GA groups with regard
to death or stroke, while cerebral events (ischemic
attack and stroke) and haematomas were more
prevalent in the general anesthesia group. One patient
in LA group was reoperated for a haematoma in our
study. Halm et al. [10] performed a multivariate
analysis for clinical features and operative techniques
responsible from risk-adjusted rates of combined
death and nonfatal strokes or all strokes. In their
study, patients with no carotid symptoms had a death
or stroke rate of 2.28%; patients with carotid TIAs
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had a rate of 2.93%; and those with preoperative
stroke had a rate of 7.11%. They found three factors
associated with a greater risk-adjusted likelihood of
complications: stroke as the indication of surgery,
presence of coronary artery disease, and contralateral
carotid stenosis. LA usage and patch closure technique
application were associated with significant reductions
in risk-adjusted odds of death or stroke. The authors
suggested that these 2 operative techniques may be
associated with reduced death or stroke rates. Stoner
etal. [11] reported a significantly reduced perioperative
complication rate associated with use of LA, especially
in high-risk patients undergoing CEA. On the contrary,
some studies found no significant differences between
LA and GA in terms of stroke, death, and myocardial
infarction at postoperative 30 days [12-15]. Surgical
strategies including one- or two-stage operations have
been suggested to minimize perioperative neurological
and cardiac complications [16, 17]. In a sequential
retrospective study Ferrero et al. [18] compared the
results between LA and GA for 428 CEAs. In their
study the morbi-mortality was not influenced by the
type of anesthesia used for carotid surgery. They did
not detect statistical difference in the perioperative
neurological and cardiopulmonary complication rates
between LA and GA groups. In another retrospective
study, Watts et al. [19] reported that there was no
difference between LA and GA with regard to
neurologic complications with 582 patients. Kasprzak
et al. [20] could also not observed significant
differences in the perioperative neurological and
cardiopulmonary complication rates between LA and
GA in patients undergoing CEA. General Anesthesia
versus Local Anesthesia for Carotid Surgery (GALA)
trial was a multicenter (95 centers in 24 countries),
randomized controlled study comparing LA and GA
during surgery in 3526 patients who had either
symptomatic or asymptomatic carotid stenosis. It
showed no significant difference between the two
study groups at 30-day follow-up with respect to
death, stroke, stroke or death, myocardial infarction,
and length of hospital stay [2].

The limitation of the study

Firstly, this study is a retrospective and single center
experience. Secondly, the number in the study groups
was low, therefore statistical analysis was limited.
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Our clinical experience and results of CEA are
consistent with literature. Incidence of stroke and
death after both procedures is low. Nonrandomized
clinical trials proposed potential benefits of LA over
GA, but these studies have a retrospective review.
Type of anesthesia does not affect the outcome of
surgical treatment of carotid disease. LA can be a
safe option for evaluating the better neurological
status during operation.
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ABSTRACT

Objective. The severity of hand eczema (HE) can be assessed via numerous methods, however, a standard
method remains lacking. Furthermore, correlations between the various methods are not known. The purpose
of the study was to evaluate the correlations between six different methods used for assessing the severity
of chronic HE. Method. The study included 100 patients with chronic HE. The severity of HE was assessed
using the Hand Eczema Severity Index (HECSI), Physician Global Assessment (PGA), Dermatology L.ife
Quality Index (DLQI), Photographic Guide (PG), Osnabrueck Hand Eczema Severity Index (OHSI), and
Investigators' Global Assessment (IGA). Furthermore, correlations between the 6 methods were determined.
Result. There was a strong correlation between HECSI, and OHSI, mTLSS, PG, and IGA, and between IGA,
and PG and OHSI (P < 0.001). There was a moderate correlation between DLQI and PGA (P < 0.001),
whereas correlations between DLQI and the other scales were weak. The females had lower quality of life,
although gender was not associated with disease severity according to the other scales. Conclusion. Overall,
the six methods used for assessing the severity of HE were significantly positively correlated. Females had
lower quality of life, but the severity of HE assessed via the other five scales did not vary according to gender.
The weakest correlation was between DLQI and all other scales.

Eur Res J 2015;1(2):44-49

Keywords: Chronic hand eczema; severity; quality of life.

Introduction

Hand eczema (HE) is among the most common  essential for evaluating preventative and therapeutic
dermatological disorders. The severity of HE varies  strategies. Numerous methods of assessing the severity
from mild disease to severe disease that causes  of HE-including subjective and quantitative scoring
significant disability [1]. Assessment of the severity  systems-have been developed, but a standard method
of HE via objective and reproducible methods is  remains lacking [2]. Furthermore, correlations between
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the various methods of assessing the severity of
HE have yet to be clarified.

The aim of the present study was to evaluate the
correlations between 6 HE severity measurement
scales in a group of patients with chronic HE: the
Hand Eczema Severity Index (HECSI), Physician
Global Assessment (PGA)-Modified Total Lesion
Symptom Score (mTLSS), Dermatology Life
Quality Index (DLQI), Photographic Guide
(PG),Osnabrueck Hand Eczema Severity Index
(OHSI), and Investigators' Global Assessment
(IGA).

Materials and Methods

The study included 100 patients with chronic HE.
Chronic HE was diagnosed according to
Apfelbacher et al.[3], as follows:

* Disease duration ¢ 3 months or < 3 flare-ups
during the previous 12 months.

* Pretreatment with topical steroids.

* No long-lasting healing in response to adequate
topical treatment, including corticosteroids.

* No other active skin diseases or acute skin
infections.

Exclusion criteria were as follows:

* Age < 18 years.

* Any systemic disease likely to affect hand
findings.

* Treatment with phototherapy, X-ray radiation,
or systemic corticosteroids, retinoids, or
immunosuppressant drugs during the previous 4
weeks.

* Clear or almost clear HE.

Demographic data, disease duration, and nail
involvement were evaluated. The severity of HE
in each patient was assessed via HECSI, PGA-
mTLSS, PG, OHSI, and IGA. Furthermore, quality
of life data were obtained using DLQI. Correlations
between these six scoring systems were evaluated.

HECSI is a validated scoring system designed
for clinical assessment of HE that is based on both
the extent and intensity of clinical signs [4]. The
hand is divided into five areas (fingertips, fingers
(except the tips), palms, hand dorsa, and wrists.
For each area the intensity of six clinical signs
(erythema, induration/population, vesicles, fissuring,
scaling, and edema) are graded as follows: 0: no
skin changes; 1: mild disease; 2: moderate disease;
3: severe disease. In terms of the extent of clinical
signs, the total affected area of both hands is given
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a score of 0-4 (0: 0%; 1: 1%-25%; 2: 26%-50%; 3:
51%-75%; 4: 76%-100%). The score for the extent
at each area is multiplied by the total sum of the
intensity of each clinical sign, and the total sum of
the scores of each area is the HECSI total score,
which varies from 0 to 360 [4].

OHSI is a system for scoring skin changes based
on morphological criteria and extension [5]. In total,
6 clinical signs are evaluated: erythema, scaling,
papules, vesicles, infiltration, and fissures. Extension
IS assessed based on the area of the hands affected
by « 1 clinical signs A 1/8 scoring system is used
for the affected areas in each hand (fully affected
palm: 1/8; dorsum: 1/8; each palmar/dorsal aspect
of the fingers: 1/8).The affected areas on both hands
are combined (if both hands are completely affected
the score is 8/8, or 1). Each clinical sign, except
fissures, are graded as follows: 0: absent; 1:
extension ¢ 1/8. 2: extension between 1/8 and 2/8;
3: extension > 2/8. Fissures are graded as follows:
0: absent; 1: a small flat fissure (¢ 5 mm not
hemorrhagic); 2: several small flat or larger (> 5
mm) flat fissures; 3: any deeper (hemorrhagic)
fissure. Total sum of the grades for each clinical
sign constitutes the OHSI total score, which ranges
from 0 to 18 [5].

IGA consists of a 5-level scale: 0. Clear: no signs
of HE; 1.Almost clear: just perceptible scaling,
and/or erythema; 2. Mild disease: mild scaling
and/or mild erythema, and/or mild cracking; 3.
Moderate disease: moderate scaling and/or
erythema, and/or moderate cracking/fissuring; 4.
Severe disease: severe scaling and/or severe
erythema, and/or severe cracking/fissuring [6].
Dorsal and palmar surfaces of the hand are evaluated
together. In the present study the IGA score was
assessed according to the more severely affected
hand.

PGA is a 5-level scale: clear, almost clear, mild
disease, moderate disease, and severe disease [7].
Each level is described according to the severity of
six clinical signs (erythema, scaling, hyperkera-
tosis/lichenification, vesiculation, edema, and
fissures, and such subjective symptoms as
pruritus/pain) and a percentage of the handsurface
involved. The severity of each sign or symptom is
evaluated according to the modified Total Lesion
Symptom Score (mTLSS), ranging from 0 (absent)
to 3 (severe) [7].
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DLQI is a 10-item questionnaire designed for use
in dermatological patients aged >18 years
[8, 9]. DLQI takes into account 6 aspects of daily
life during the previous week: symptoms and
feelings; daily activities; leisure; work and school,
personal relationships; treatment. Each item is
scored from 0 to 3 and the sum of the items is the
DLQI total score, which ranges from 0 (no
impairment of quality of life) to 30 (maximum
impairment) [8]. Hongbo et al. classified DLQI
scores, as follows: 0-1: no effect on patient's life;
2-5: small effect on patient's life; 6-10: moderate
effect on patient's life; 11-20: large effect on patient's
life; 21-30: very large effect on patient's life [10].

Recently, Conreeds et al. constructed a validated
clinical photographic guide (PG) for assessing the
severity of HE [11]. This guide evaluates the severity
of HE according to the clinical findings in 5
categories: clear, almost clear, moderately severe,
severe, and very severe.

Patients with history of chronic HE, but without
evident current clinical findings of HE (fitting clear
or almost clear based on PGA-mTLSS, PG, and
IGA) were excluded from the study. All patients
were informed and provided written informed
consent, and the study protocol was approved by
the Regional Ethics Committee.

Statistical methods

Statistical analysis was performed using SPSS
v.18.0 for Windows (SPSS, Inc., Chicago, IL, USA).
Continuous variables are presented as mean *
standard deviation (SD) or median (range);
categorical variables are presented as percentage.
For normally distributed variables between-group
differences were determined via the independent
samples t-test, whereas the Mann-Whitney U test
was used for variables that were not normally
distributed. The chi-square test was used to identify
associations between categorical variables. The
correlation between different groups was evaluated
using Spearman’s correlation coefficient. Statistical
significance was considered as P = 0.05. Spearman's
correlation coefficients were grouped as follows:
< 0.3: weak correlation; 0.3-0.7: moderate
correlation; > 0.7: strong correlation.

Results

Among the 100 patients, 62 (62%) were female
and 38 (38%) were male. Mean age of the patients
was 37.1 + 15.2 years (range: 18-78 years; median:
32 years) and median disease duration was 24
months. Mean age of the female and male patients
was 33.9 + 12.9 and 42.1 + 17.5, respectively, and
median disease duration was similar in the male
and female patients (P = 0.554). Nail involvement
was observed in 9 (9%) patients.

According to PGA, 11 (11%), 40 (40%), and 49
(49%) patients had mild, moderate, and severe HE,
respectively. Mean PGA-mTLSS score in females
and males was similar (6.4 £ 2 and 7.3 £ 3.2,
respectively, P =0.12). According to PG, 30 (30%)
patients had mild HE, whereas 47 (47%) and 23
(23%) had moderate and severe HE, respectively.
According to IGA, 37 (37%), 44 (44%), and 19
(19%) patients had mild, moderate, and severe HE,
respectively. Disease severity assessed via PGA-
mTLSS, IGA,and PG did not differ according to
gender (P = 0.867, P = 0.891, and P = 0.25,
respectively).

Median HECSI score was 27.5 (28 in females vs.
24 in males, P = 0.418) and HECSI score was not
associated with age (P = 0.083), disease duration
(P =0.611), gender (P= 0.868), or nail involvement
(P =0.165). Median OHSI score in the females and
males was 6 (P = 0.793). OHSI score was not
correlated with age (P = 0.177), disease duration
(P=0.436), gender (P = 0.941), or nail involvement
(P=0.727). Median DLQI score was 7. DLQI score
was not correlated with age (P = 0.586), disease
duration (P = 0.110), or nail involvement (P =
0.919). A weak correlation was noted between
DLQI score and gender (rs = 0.212, P = 0.034).
Mean DLQI score in females was 8.1 £ 6.0, versus
5.8 £ 4.5 in males (P = 0.034).

The strongest correlation was between HECSI
and OHSI (rs = 0.842, P < 0.001), followed by IGA
and PG (rs = 0.819, P < 0.001), and HECSI and
PGA-mTLSS (rs =0.812, P < 0.001). Furthermore,
there was a strong correlation between OHSI and
IGA (rs = 0.749, P < 0.001), between HECSI and
PG (rs = 0.736, P < 0.001), and between HECSI
and IGA (rs = 0.724, P < 0.001).There was a
moderately strong correlation between DLQI and

PGA(rs =0.372, P <0.001), between PGA-mTLSS
and PG (rs = 0.554, P < 0.001), between OHSI and
PG (rs = 0.653, P < 0.001), between OHSI and
PGA-mTLSS (rs = 0.690, P < 0.001), and between
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IGA and PGA-mTLSS (rs = 0.632, P < 0.001).
Furthermore, there was a weak correlation between
DLQI and HECSI (rs = 0.284, P = 0.004), between
DLQI and PG (rs =0.197, P =0.05), between DLQI

and IGA (rs = 0.294, P = 0.003), and between DLQI
and OHSI (rs = 0.252, P = 0.011). Correlations
between the six assessment methods are shown in
the Table 1.

Table 1. Correlations between the six assessment methods

Methods I's P-value
HECSI-OHSI 0.842 <0.001
IGA-PG 0.819 <0.001
HECSI-PGA 0.812 <0.001
OHSI-IGA 0.749 <0.001
HECSI-PG 0.736 <0.001
HECSI-IGA 0.724 <0.001
DLQI-PGA 0.372 <0.001
PGA-PG 0.554 <0.001
OHSI-PG 0.653 <0.001
OHSI-PGA 0.690 <0.001
IGA-PGA 0.632 <0.001
DLQI-HECSI 0.284 0.004
DLQI-PG 0.197 0.05

DLQI-IGA 0.294 0.003
DLQI-OHSI 0.252 0.011

DLQI: dermatology life quality index, HECSI: hand eczema severity index, IGA: investigators' global
assessment, OHSI: osnabrueck hand eczema severity index, PG: photographic guide, PGA: physician global

assessment, rs: spearman'’s rank correlation coefficient

Discussion

In the present study there were more female than
male patients (62% vs. 38%), which is consistent
with other recent studies (Apfelbacher et al. [3] studied
1163 HE patients [54.6% female vs. 45.4% male],
Mollerup et al. [12] studied 294 patients [64.6%
female vs. 35.4% male], and Agner et al. [13] studied
416 patients [60.6% female vs. 39.1% male]), but is
inconsistent with others that included more male than
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female patents [14-16]. The incidence of HE may be
higher in females due to a greater tendency to seek
medical treatment for HE [12].

In the present study mean age of the patients was
37.1 £ 15.2 years (median: 32 years). In a multicenter
study that included 416 HE patients median age was
39 years [13]; however, Apfelbacher et al. [3] reported
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that mean patient age was 47.0 £ 13.7 years.
Differences in patient age between studies may be
due to differences in the timing of exposure to various
irritants and allergens associated with socioeconomic
factors and environmental factors. The female patients
were younger than the males in the present study
(mean age: 33.9 vs. 42.1), which is in agreement with
Charan et al. [9], who reported that majority of the
females were aged 40-49 years, versus 50-59 years
for the males. Onset of HE may be earlier in females
because of earlier exposure to irritants or allergens,
which needs to be clarified with further studies.

In the present study there were significant positive
correlations between the 6 HE severity assessment
methods. The weakest correlation was between DLQI
and the other 5 severity scores, which is consistent
with Agner et al. [13], who compared HECSI, PGA-
mTLSS, PG, and DLQI, and reported that although
the 4 methods were correlated, the correlation between
DLQI and the 3 other scores was weakest. The
differences in these correlation findings might be due
to differences in the assessment scales' characteristics.
For instance, DLQI is not a HE-specific scale; it takes
into account physical, social, and functional
impairment because of a skin disease, whereas the
other scales are HE specific.

The median DLQI score was 7 in the present
study, which indicates that chronic HE had a significant
negative effect on patient quality of life, as reported
earlier [9, 13]. Furthermore, although quality of life
scores were lower in the present study's female
patients, disease severity (according to PGA-mTLSS,
OHSI, IGA, HECSI, and PG) was similar in the
males and females, as previously reported [12, 18,
19]. In contrast, a multicenter study that included416
HE patients reported that males were more severely
affected than females (median HECSI score: 20.5 in
males vs. 14.5 in females, P < 0.025), but that there
wasn't a significant difference in quality of life
according to gender [13]. In both genders HE had a
significant negative effect on quality of life (mean
DLQI score: 7 for males vs. 8 for females; P = 0.406).
The researchers concluded that lower disease severity,
but similar quality of life in the female patients
indicated that quality of life was more easily affected
in females, which also supports the present DQLI
findings.

In the present study the severity of HE was not
associated with patient age, which is consistent with

Charan et.al. [9], but is in contrast to Agner et al.
[13],who reported that the severity of HE increased
with age. Agner et al. [13] also reported that the
negative effect of HE on quality of life did not increase
significantly with age, indicating that HE patients
might become more tolerant of the disease as they
age. In addition there wasn't a significant correlation
between age and DLQI score in the present study,
which is similar to earlier findings [12, 13, 17, 20].

Published findings on the correlation between
HECSI and DLQI are inconsistent. Agner et al. [17]
reported that there was a significant positive correlation
between HECSI and DLQI (rs = 0.30, P < 0.001),
whereas Charan et al. [9] reported that there wasn't
a significant correlation between HECSI and DLQI
(P = 0.078). In the present study there was a
significantly positive, but weak correlation between
HECSI and DLQI, as reported by Agner et al [17].
The correlation between OHSI and DLQI has not
been studied extensively. In a recent study Boehm et
al. [20] reported a strong correlation between DLQI
total score and OHSI (r = 0.419, P <0.001), whereas
in the present study there was a positive, but weak
correlation between DLQI and OHSI.

In conclusion, the present study examined the
correlations between 6 HE severity assessment
methods in a group of chronic HE patients. There
were significant positive correlations between the 6
methods. Age and disease duration were not associated
with the severity of chronic HE, according to all 6
methods. Quality of life was more negatively affected
by HE in the female patients (based on DLQI scores),
although there weren't any differences according to
genderbased on the other 5 assessment scales. Among
all the correlations, the weakest correlation was
between DLQI and the other 5 scales, indicating that
a HE-specific version of DLQI is needed.
methods in a group of chronic HE patients. There
were significant positive correlations between the six
methods. Age and disease duration were not associated
with the severity of chronic HE, according to all six
methods. Quality of life was more negatively affected
by HE in the female patients (based on DLQI scores),
although there weren't any differences according to
genderbased on the other five assessment scales.
Among all the correlations, the weakest correlation
was between DLQI and the other five scales, indicating
that a HE-specific version of DLQI is needed.
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ABSTRACT

Objective. To evaluate the differential diagnosis and therapy of patients who had ophthalmomyiasis
externa, which is a self-limiting parasitic disease and is formed as a result of infestation of ocular surface
with myiasis flies. Method. A retrospective study. Result. In our series we evaluated 12 patients attending
intense eyelid edema and mimicking an acute catarrhal conjunctivitis, with symptoms of burning, stinging,
itching, and increase in lacrymation as well as the sense of foreign body moving in the eye. After further
biomicroscopic examination 1 - 2 mm size of mobile, black headed transparent larvae were seen. After
mechanical removal of larvae from the eye, topical antibiotic and mild steroid drops were sufficient for
improvement. Conclusion. We hereby want to emphasize the importance of careful examination and
detailed anamnesis even in conjuncitivitis cases.
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Introduction

Ophthalmomyiasis externa is a self-limiting
parasitic disease which is formed as a result of
infestation of ocular surface with myiasis flies
[1,2]. Even though ocular involvement is under 5%
in all human myiasis, especially in summer
ophthalmomyiasis is frequently seen in regions
where farm animals exist. Oestridae ovis larva
which is in Schizophora series of Diphtheria team,
is the most common ophthalmomyiasis reason.
Oestridae ovis is commonly isolated from nasal
and paranasal cavities of farm animals in which

Address for correspondence:

insufficient hygienic conditions are provided [3].
Its clinical presentation is mostly mimicking an
acute catarrhal conjunctivitis, with burning, stinging,
itching, and increase in lacrimation as well as the
sense of foreign body moving in the eye. With
anterior segment involvement, it can cause pseudo
orbital cellulitis and punctate keratitis. Larvae of
myiasis flies rarely penetrate the ocular surface,
defined as ophthalmomyiasis interna and cause
complications can end up with vision loss [4-6].
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Materials and Methods

In this study twelve external ophthalmomyiasis
cases were evaluated, including eight patients
applied to Burdur Goélhisar State Hospital
Ophthalmology Department and four patients
applied to Sanliurfa Suruc State Hospital
Ophthalmology Department. The demographic data
and anamnesis of patients were shown particularly
in Table 1.

In detailed ophthalmologic examination, patients
had hyperemia, lacrymation, and intense edema
on eyelids in one eye as shown in Figure 1. In
biomicroscopic examination papillary reaction,
microhemorrhages and mucose secretion on tarsal
conjunctiva was observed. Upon further
examination, 1 - 2 mm size of moving, black headed
transparent larvae were determined as shown in
Figure 2. The larvae that escaped from the bright
light of biomicroscopy, were immobilized by

dropping topical local anaesthetic (proparacaine
HCI 0.5%). Then they were taken out from
conjunctiva by the help of forceps. At that time the
larvae were observed to be held on to external
tissues pretty strong with their hooks. Except one
of our patients, this process was applied in
polyclinic condition. Only a 4 year old girl was
interfered under general anaesthesia. As to identify
the species, larvae were put into 10% formol
solution. After eyes were irrigated with 0.9% saline
solution, topical antibiotic ofloxacin 0.3% drop (4
times a day) and topical fluorometholone 0.1%
drop (4 times a day) were prescripted. After a week
of treatment, all the patients got well. The larvae
which were sent to Mehmet Akif Ersoy University,
Faculty of Veterinary Medicine, Parasitology
Department were found to be first term larvae of
Oestrus ovis as shown in Figure 3 and Figure 4.

Table 1. The demographic data and detailed anamnesis of patients

Patient As\ge/ ap%?iggign Sufferedeye  Anamnesis Occupation ';I]Elr:rb\f;
1 4/F June, 2014 oD Dust got into eye - 4

2 50/F July, 2014 oD Hit by a fly Shepherd 4

3 45/ F August, 2014 0S Hit by a fly Farmer 3

4 49/ F September, 2014 oD Hit by a fly Shepherd Uncounted
5 60/F September, 2014 oD Hit by a fly Farmer Uncounted
6 18/M  September, 2014 (O] Hit by something Student 3

7 41 /K November, 2014 oD Hit by something ~ Workman 13

8 19/M  November, 2014 oD Hit by something Student 12

9 17/ M March, 2014 oD Hit by a fly Student 11

10 33/F September, 2013 0S Hit by something  Housewife 5

11 21/M  September, 2013 (O Hit by a fly Student 9

12 52/ M August, 2013 oD Hit by a fly Shopkeeper Uncounted

F: female, M: male, OD: ocular dexter (right eye), OS: ocular sinister (left eye)
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Figure 1. Unilateral intense eyelid edema, hyperemia,
mucoid secretion, appearence of pseudoorbital

cellulite.

Discussion

In taxonomic classification ophthalmomyiasis
flies are composed of three families; Oestridae,
Calliphiride, Sarcophagidae [7]. Oestrus ovis fly
which is the most frequent factor of human
ophthalmomyiasis, after maturation it leaves its
eggs to nasal mucosa of farm animals such as sheep,
goat, cattle and horse. After larvae proceeding
towards nasal cavity and frontal sinus and get
matured, they drop into cocoon through nasal
mucose (by sneezing). It completes its life cycle
after coming out of its cacoon between three and
six weeks. Human is a random interval in this cycle.
The black image of papilla imitates a safe hole
that myiasis fly can leave its larvae after ovulation.
As a result of strike of myiasis fly to cornea, larvas
fall into conjunctival fornix. Conjunctival sac as
being wet, hot and dark area plays a role of ideal

Wl

Figure 2. A black-headed, transparent, 1 - 2 mm in
length larva upon cornea was taken out by the help
of forceps.

Figure 3. The first term larva of oestrus ovis.

! Pl bl 3 LA
Figure 4. The hooks which are located on the head
of the first term larva, help to hold on conjunctiva
tightly.
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organic culture media for hatching of larvae. In
the first 24 hours, they become larva form of having
oral hook. Fortunately oestrus ovis larvae are
unable to secrete proteolytic enzymes, neither
inflammation nor itself does not invade the inner
parts of eye [8]. Because of the necessary food for
larvae to develop is not found in human tear, larvae
cannot continue life cycle and die as first stage
larvae [9]. Since they hold conjunctiva with their
hooks wherein their mouths and segments, death
of larvae and again with the same reason irrigation
of conjunctiva as the treatment is not efficient. In
order to increase the possibility of determining
these 1 mm of transparent moving larvae in
biomicroscopic treatment, fornixes should be
examined carefully under weak light as possible
by inverting eyelids . In treatment the moving
larvae should be taken out mechanically by using
forceps after dropping of topical local anesthetic
to slow down the movements of them. In order to
prevent secondary bacterial infection and to get the
inflammation under control, mild steroid drops are
suggested in addition topical antibiotic drops [10].
Alternatively, it was reported in literature that yellow
mercuric oxide ointment was used as the only
treatment option by the North African farmers [11].
With application of ointment, air holes are closed
and larvae die as a result of asphyxia. Pather et al.
stated that oral mebendazole, in the absence of
ivermectin, is an alternative effective systemic agent
in medical therapy [12].

Also identification of species provides us to take
a precaution to prevent the development of serious
complications by penetrating the globe with
ophthalmomyiasis interna [13]. Sharifipour et al.
[14] reported a case of anterior ophthalmomyiasis
interna with a single larva attached to the iris. While
preparing the patient for surgical removal, larva
migrated to posterior segments of the eye. This
unpredictable behavior of the larva raised a great
deal difficulty in treatment. After parasitological
identification a stage 1 larva of Calliphoridae family
was determined.

External ocular myiasis cases applied with
complaints of hyperemia, lacrimation, pain,
scratching and acute catarrhal conjunctivitis
symptoms with mucoid secretion, as well as the
sense of foreign body moving in the eye. In these
patients the diagnosis can easily be confused with
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conjunctivitis, anamnesis is also important besides
physical examination. This patient group who have
contact with farm animals such as sheep and goat,
had histories of ocular contact with foreign object
in their detailed query. In our series, seven patients
had a history of fly striking on eye and four had
a history of a foreign object in the eye. However,
in detailed anamnesis it was learned that there are
slaughterhouses near all patients.

In literature Gholamhossein et al. reported an
experience of 18 external ophthalmomyiasis cases.
They highlighted that besides mimicking symptoms
of allergic conjunctivitis, peripheral corneal
infiltration may be seen in this infestation. Even
though on initial examination decreased visual
acuity was detected in cases accompanying corneal
findings, authors did not need to change the
therapeutic approach [15].

In literature, reported cases frequently occur in
spring and summer times [16]. Our patients applied
to clinic in summer and autumn months. This
difference was interpreted as parasites continued
their life cycle due to high temperature. For
protection, the groups that are working with farm
animals should be given training properly to prevent
blind medication usage. At the same time, it is
important to keep slaughterhouses clean as well as
to keep them isolated from communal life areas.
At any complaining condition, they should be
informed to apply to ophthalmologist without delay.

In conclusion, ophthalmologists should think of
ophthalmomyiasis in differential diagnosis with
more careful anamnesis and detailed biomicroscopic
examination even in conjunctivitis cases.
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ABSTRACT

Objective. Aim of this study was to examine the publications of the Turkish emergency medicine clinics
in the journals indexed in Index Medicus between January 1st, 1994 and December 31st, 2013 thus, to
demonstrate the level of scientific productivity within the 2 decades after the establishment of emergency
medicine as a specialty. Method. A pubmed search was performed using "emergency medicine" and
"Turkey" entries in the affiliation part and covering the dates January 1 1994 to December 31 2013.
Further search was performed in the I1SI web of knowledge website to find out whether the journals were
indexed in SCI or SCI-Expanded lists. Number of citations were found by using Google Scholar.
Publications with a first name from clinics other than emergency medicine was not included in the study.
Results. 719 articles were published in 204 journals within the 20 years. 86% of the articles were originated
from university hospitals. 10.6% from research and education hospitals and 3.5% from second level
hospitals (state and private). 38.1% of the articles were prospective clinical studies, 16.8% were retrospective
clinical studies, 9.2% were experimental animal studies and 7% were review articles. Studies were
commonly published in Turkish Journal of Trauma and Emergency Surgery (n=85, 11.8%), American
Journal of Emergency Medicine (n=85, 11.8%), and Emergency Medicine Journal (n=85, 11.8%). Mean
number of articles published annually was 35.9 articles/year. Akdeniz University published 7.5% of the
articles, Dokuz Eylul University published 7.2% and Karadeniz Technical University 4.9% of the articles.
Conclusion. Number of publications in the field emergency medicine from our country are increasing
with time. Studies analyzing the quality of the publications will be guiding for the researchers.
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Introduction

Emergency medicine was officially accepted as
a medical specialty in Turkey in 1993 [1].
Emergency medicine training programs were first
established at university hospitals at 1994 and then
established at research and education hospitals at
2006. By the end of 2013 there are a total number
of 80 emergency medicine training programs, 51
at university hospitals and 29 at research and
education hospitals, present in our country.

Quantity and quality of the publications published
in the journals indexed in international indices may
be accepted as an indicator of academic progress.
Studies were published analyzing emergency
medicine publications and productivity in the
international literature [2,3]. These studies were
guiding the researchers for the future by analyzing
the quantity and quality of the past studies. There
are studies from our country analyzing scientific
production of Turkish emergency medicine at
different time intervals [1,4,5]. Our aim in this
study was to demonstrate the level of scientific
productivity reached by Turkish emergency
medicine at the end of its second decade.

Method

After the approval of instutional ethical committee

and review board, a PubMed search was performed
through http://www.ncbi.nlm.nih.gov/pubmed/
internet site to identify the studies produced by
Turkish emergency medicine clinics and published
in journals indexed in index medicus between the
dates of January 1st, 1994 and December 31st,
2013. Search was narrowed by entering "emergency
medicine™ and "Turkey" specifications in the
affiliation tab of the PubMed website. For the
manuscripts which are accepted for publication and
early released online, electronic release date was
considered as publication date. A further search
was performed to identify whether the journals
listed in the Science Citation Index Expanded (SCI-
E) in Thomson Reuters' 2013 list [6]. A final search
was done in Google scholar to find out the number
of citations each publication received.

Exclusion Criteria: Publications with a primary
author from clinics other than emergency medicine
were excluded from the study.

Evaluation: Publications were classified according
to the type and subject of the article, name of the
journal, publication date, number of citations and
number of authors. Another comparison based on
inclusion of the journal in the 2013 SCI-E list was
also made. Analysis and descriptive statistics of
data was done with "SPSS for Windows 22.0"
statistical package.

Table 1. The distribution of the number of citations of articles

Number of citation Number Ratio %
0 215 29,9
1-5 284 39,5
6-10 112 15,6
11-15 40 5,6
16-20 23 32
>21 45 6,3
Total 719 100,0
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Results

By the end of the year 2013, a total number of
719 publications were found in the journals indexed
in Index Medicus that includes both of the
"emergency medicine" and "Turkey" keywords.
Distribution of number of publications per year has
shown that there was a steady increase in number
of publications per year and number of publications
within the year 2013 were 129 publications
corresponding 17.9% of the total. There were
significant increases in the number of publications
in comparison to previous years' number in the
years 2002 and 2013 (Figure 1). Mean number of
publications per year since the foundation of
emergency medicine specialty was found to be 35.9
publications/year.

Classification of the 719 articles according to
article type revealed that 38.1% (n=274) were
prospective clinical studies, 35.2% (n=253) were
case reports, 16.8% (n=121) were retrospective
clinical studies, 9.1% (n=66) were experimental
animal studies and 0.6% (n=5) were review articles
(Figure 2).

The publications were classified according to
main subject of the article and the 5 most common
subjects of research were toxicology 22.3% (n=160),
trauma 20.7% (n=148), cardiology 12.2% (n=88),
general surgery 7.9% (n=57) and neurology 4.6%
(n=33). Distribution of the journals that the articles
were published was shown in figure 3. The articles
were published in 204 different journals. The most
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common journals preferred for publication were
Turkish Journal of Trauma and Emergency Surgery
11.8% (n=85), American Journal of Emergency
Medicine 11.8% (n=85), and Emergency Medical
Journal %11.8 (n=85).

Of the 20 years of Turkish emergency medicine
literature contribution, Akdeniz University got the
biggest share with 7.5% (n=54), Dokuz Eylul
University published 7.2% (n=52) Karadeniz
Technical University published 4.9% (n=35) of the
manuscripts (Figure 3). 86% (n=618) of the
publications were originated from university
hospitals, 10.6% (n=76) from research and education
hospitals and 3.5% (n=25) from second level
hospitals (state and public hospitals). Distribution
of manuscripts according to the city of origin
revealed that 15.6% (n=112) of manuscripts were
from Ankara, 13.8% (n=119) from Yzmir and 7.6%
(n=55) from Antalya.

Articles were further classified according to the
journals' indexing status in the SCI; 83.3% (n=599)
of the articles were published in the journals indexed
in SCI and the remaining
16.7% (n=120) were published in the journals that
were not indexed in SCI (Figure 4).

Mean number of authors per article was 5.4 and
it was ranging between 1 and 17. Mean number of
citations per article was 5.6 and 39.5% of the articles
were cited 1 - 5 times and 6.3% of the articles were
cited more than 21 times (Table 1).

1994 1995 1996 1997 1998 1920 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 20612 2013

Figure 1. The distribution of articles by year
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Figure 2. Distribution by the article type
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Figure 3. Article distribution according to the institution

Discussion

Turkey holds the 45th place in the medical
scientific literature ranking [7]. Publications
originating from Turkey in the areas of pediatrics,
medical ethics, urology, neuro-imaging and ear-
nose-throat are quantitatively placed in the top ten
countries. Since 2001 articles published in the
journals indexed in SCI and SCI-E were being used
as a criteria for academic advancement in our
country. After that, number of the articles published
in the journals indexed in SCI and SCI-E increased
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significantly.

By the end of the second decade of the emergency
medicine as a specialty in Turkey, its contribution
to international literature is progressively increasing.
In the field of emergency medicine, overall mean
number of publications from Turkey per year was
35.9 publications/year and for the last 10 years it
increased to 63.5 publications/year. This could be
accepted as an indication of continuing increase in
scientific productivity. Furthermore, just the number
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Figure 4. The distribution according to published journals

of articles published in 2013 constitutes the 17.9%
of the total number, supporting the increasing trend
in scientific productivity. A 2011 study by Cinar et
al draws attention to a similar increase stating that
77% of the publications were from the last five
years (2006 - 2011) [1]. Yanturali et al evaluated
the first decade of emergency medicine in a 2004
study and found that the 76% of the publications
were from the last three years (2000-2003) [4].
These results are similar to our results and supporting
an increasing trend in terms of number of
publications.

Total number of worldwide publications in
emergency medicine field between 1996 - 2005
years was reported to be 14605. United States of
America published 8550 (58.54%) of this. 1222
(8.37%) of publications originated from United
Kingdom and 663 (4.54%) from Japan [8]. Turkey's
share of emergency medicine literature could not
yet reach the level it ought to be. Previous studies'
prediction that our contribution to emergency
medicine literature will increase in the forthcoming
years have been come true and it seems that increase
IS continuing.

A recently published report by Web of Science
reported that although relative impact factor (IF)
of Turkey was rising it is still only half of the world
average [9]. Most commonly used parameters for
scientific research quantity and quality were number
of publications in SCI and IF, respectively. During
the first decade of emergency medicine in Turkey,
48.8% of the articles were published in journals
indexed in SCI [10]. Furthermore, Ersel et al studied

first 15 years of Turkish emergency medicine and
reported that 88.4% of the articles were published
in SCI journals [4]. In our study, we found that,
within the 20 years, 83% of the articles were
published in SCI journals. This data supports that
Turkey's contribution to emergency medicine
literature increasing not only quantitatively but also
qualitatively. Furthermore, another quality indicator
evaluated in our study was number of citations and
mean number of citations per article was 5.6 at the
time of our study. As the number of publications
raised at the last years of the study period it may
be speculated that the number of citations will
increase in the years ahead.

Number of citations may vary according to journal
and type of the article. Distribution of the articles
among journals revealed that publications were
concentrated on certain journals; Turkish Journal
of Trauma and Emergency Surgery, American
Journal of Emergency Medicine, and Emergency
Medical Journal [1,4,10]. On the other hand, number
of publications in the emergency medicine journals
with high IF value still remains low. A 2009 article
reported that Turkey's ranking in terms of number
of publications from emergency medicine clinics
was 16, however, in terms of IF, Turkeys ranking
declined to 42 among 45 countries [7]. This problem
of publication quality was not specific to emergency
medicine. It is a common problem among all
scientific fields and it can mainly be attributable to
scarcity of the resources devoted for scientific
research.
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We found that 54.9% of the articles were original
research and 35.2% were case reports. Previous
studies have reported similar proportions [1,4,10].
Animal experiments constitutes 9.1% of the articles
in our study. A 2013 study by Cinar et al reported
animal experiment rate as 7% [1]. Another recent
study examined the publications of emergency
medicine academicians' in the area of trauma and
reported animal experiment rate as 11% [5]. Our
study reported similar rates and rising trend in ratio
of animal experiments is hopeful for the future
quality of publications.

Yanturali et al. [10] reported that the most common

areas of research were trauma (34.5%), toxicology
(21.4%) and cardiology (9.5%). Another study
reported that the main areas of research were
toxicology and environmental emergencies (32.9%),
followed by trauma (15.9%) and pharmacology
and biological markers (11.9%) [4]. Similarly, we
found that the main areas of research were
toxicology, trauma and cardiology.
Ranking of emergency medicine clinics in terms
number of publications revealed that Akdeniz
University was the first with 7.5%, 9 Eylul
University was second with 7.2% and Karadeniz
Technical University was third with 4.9% of the
total publications. These results may be explained
as these clinics are the oldest clinics in Turkey with
well-established organization and sufficient
academic staff.

Institution based distribution of publications shown
that majority of the articles (86%) are from
university hospitals. This is mainly due to that
university hospitals were the single academic source
in field of emergency medicine until 2006 in which
the first residency programs were started at research
and education hospitals. Within the 7 years after
that, research and education hospitals produced
10.6% of the articles. A further 3.5% was from
second level hospitals.

Furthermore, distribution of the publications
according to cities revealed that of the articles were
from lzmir and Ankara. 2008 TUBITAK report
have shown that 35% of the publications from
turkey were from Ankara followed by Istanbul with
22% and lzmir with 7% [11]. This is an indicator
of uneven distribution of academic resources across
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our country. Future corrective policies should be
designed to improve this heterogenic distribution.
Only 'PubMed' database was used for our study
and publications that were not indexed in PubMed
were out of evaluation, this is the main limitation
of our study.

In conclusion, Turkey's contribution to emergency
medicine literature is increasing quantitatively. To
increase quality publication certain measures should
be taken such as targeting journals indexed in SCI
with higher IF values, planning high quality original
research, animal and laboratory studies could be
effective. Education, support and encouragement
of the residents for scientific research will further
increase quantity and quality of publications. Studies
like this may enlighten us about our level of
academic advancement and may guide us for the
future.
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ABSTRACT

Objective. We organized a 'World Chronic Obstructive Pulmonary Disease (COPD) Day' event to raise
awareness in society of the disease and we evaluated the results of the activity. Method. Volunteers (n
= 79) consisted of persons shopping in a famous shopping center in Bursa. A short past history of COPD
from the volunteers was requested. Pulmonary Function Tests were performed by spirometry and a
Fagerstrom test for dependence was filled out by the volunteers. In cases where airway obstruction was
detected, physicians performed a reversibility test. Result. Of the 79 volunteers who participated in the
study, 39 cases were detected to have airway obstruction. Of those, 15 patients had been previously
diagnosed with COPD; on the other hand, 24 patients were diagnosed with COPD for the first time.
There was no newly diagnosed COPD patient among the nonsmokers. The prevalence of COPD was
49.36% and the awareness rate was only 38.46%. Conclusion. In the present study, we determined that
the COPD prevalence is 49.36%, which is quite high when compared with the previous studies published
in Turkey. In such a cross sectional study, volunteers would probably be composed of persons who would
have the disease at higher rates. We observed that there was a low awareness of COPD among smokers.
Events that are aiming to increase the social awareness to such a particularly prevalent disease should
be encouraged.

Eur Res J 2015;1(2):61-65

Keywords: COPD, awareness, smoking, reversibility

Introduction

Chronic Obstructive Pulmonary Disease (COPD)  (Disability Adjusted Life Years), which is described
is a frequent public health problem. Besides its  as the total of early deaths and years lost due to
frequency, its negative effect on quality of life and  disability.
its high economic cost increase its importance. This COPD is declared to be the 3rd cause of death all
disease ranks among the top in the DALY range  over the world [1]. Similarly, in our country respiratory
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system diseases are reported to be the 3rdranked
cause of death [2]. Despite the significant decrease
in other prominent causes of death in recent years,
chronic diseases are very much on the map now
and are responsible for many deaths [3].
While COPD frequency is increasing all over the
world with the advanced average age, it is also
decreasing due to reductions in air pollution and
the increasing fight against tobacco. In a study
made in our country in 2004 (BOLD-Adana), the
prevalence of COPD in adults over age 40 was
19.1% [4].
Every year, the 3rd Wednesday in November is
celebrated as World COPD day and the slogan of
the 2013 World COPD day was 'Not too late'. In
this context, in order to make the public more
conscious of COPD, we made spirometric
measurements in a shopping mall in Bursa to
evaluate the COPD situation and we informed the
people about COPD. Our aim in this study was also
to evaluate the data we obtained.

Materials and Methods

On World COPD day 2013, volunteers between
the ages of 18 and 65 among the customers of a
shopping mall in Bursa city center were involved
in our study. Weight and height of the individuals
were properly measured. Their Body Mass Index
(BMI) values were calculated by a weight (kg) /
height (m2) formula. COPD history, shortness of
breath, cough and expectoration complaints and
smoking status of the volunteers were requested.
The smoking group was given a Pulmonary Function
Test (PFT) and a Fagerstrom Addiction Test. Non-
smoking volunteers were only given the Pulmonary
Function Test. Patients whose fixed ratio
measurement was FEV1/FVC <0.7 were given the
reversibility test. For the reversibility test,
spirometric measurements were made before and
20 minutes after inhalation of 400 g salbutamol
with a metered dose inhaler. In the evaluation of
bronchodilator response, reversibility was calculated
based on the expected FEV1 percentage of 12%
and the absolute change between both FEV1
measurements as over 200 ml. Besides the PFT
evaluation of the patients in terms of Asthma and
COPD Overlap Syndrome (ACOS) diagnosis,
symptoms such as shortness of breath and cough,
allergy histories and asthma histories determined
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by a doctor in their childhood and young adulthood
period were searched. There was no patient in the
event group that may have been ACOS. The ones
whose PFT results, symptoms and background data
were in accordance with the specified criteria were
accepted as COPD.

Ethical approval for the study was obtained from
the Sevket Yilmaz Training and Research Hospital

Ethics Committee. Statistical analysis was made
with the SPSS (13.0) package program. Arithmetic
means (£ standard deviation) and percentages were
calculated.

Results

Seventy-nine volunteers regardless of sex were
allowed to participate in our study. While 43 (54.4%)
were active smokers, 36 (45.6%) were non-
smokers.21 of 43 active smokers (48.8%) were
female and 22 (51.2%) were male; their average
age was 37.34+11.2 (Tablel).

The average Body Mass Index was 26.06+5.02
kg/m2; the Fagerstrom Addiction Value average
was 4.48+2.05. In the smoking group, 19 (44.2%)
patients had no complaints or symptoms and their
spirometer values were normal (Figure 1).

Post-bronchodilator FEV1/FVC ratio in twenty-
four patients (55.8%) was below 70 and FEV1 (%)
was 67.04 £ 17.99 and FEV1/FVC was 62.89 +
6.08 (Figure 2). These patients also had complaints
such as shortness of breath, cough and expectoration.
Only 6 of the patients were previously aware of
their illness (20%).

Twenty-four of 36 non-smoking patients (66.7%)
were female and 12 were (33.3%) male. The average
age was 47.86x15; the average Body Mass Index
was 26.67+4.39 kg/m2. In this group, 9 patients
had a history of COPD. There was no new COPD
diagnosis in the non-smoking group. While 15
patients out of 79 were aware of their COPD disease,
14 new cases were detected. These 24 patients were
given Medical Research Council (MRC) staging.
13 patients (54.2%) were assessed as stage 1; 9
patients (37.5%) as stage 2 and 2 patients (8.3%)
as stage 3. According to COPD classification, 9
patients (37.6%) were reported as group A, 8 patients
(33.3%) as group B; 5 patients (20.8%) as group
C; and 2 patients (8.3%) as group D (Figure 3).

Awareness of the disease was calculated as
38.46%. COPD prevalence in the study group was
49.36%.



Eur Res J 2015;1(2):61-65

Dikis et al

Table 1. Smoking habits by gender

Feature Male Female Total
Smokers 22 (54.4%) 24 (66.7%) 46
Nonsmokers 21 (45.6%) 12 (33.3%) 33
Total 43 36 79
30
25
20 -
15 - mCOPD
B NORMAL
10 -
5 —
0 —
SMOKERS NON-SMOKERS
Figure 1. Chronic obstructive pulmonary disease distribution among smokers and non-smokers
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Figure 2. Pulmonary function test results of smokers and non-smokers
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Figure 3: Chronic Obstructive Pulmonary Disease severity

Discussion

In our country, there are significant efforts against
tobacco as a health policy. Lately, there has been an
effort to prevent an increase in smoking by the
implementation of the 100% smoke-free project. The
fact that fuel used for cooking at home now keeps
people from biomass exposure, use of natural gas
primarily for heating, and more professional exhaust
inspections are all positive efforts to reduce air
pollution. COPD frequency varies in the studies made
in our country. While the prevalence in the BOLD
study was 19.1%, it was 11.5%(5.9% female and
15.1% male) in a study made by Deveci et al. in
Elazig [7]. In all these studies, COPD description
and staging were made according to the guidelines
of the Global Initiative for Chronic Obstructive Lung
Disease (GOLD) [8]. The COPD frequency among
volunteers was 49.3% in our study. This value, which
is higher than the ratio found in previous studies in
our country, may result from an inaccurate
randomization. In such cases, those who think that
they have a problem may have preferred to participate
in the study.

It is suggested that neither the society nor health
employees have sufficient knowledge about COPD.
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It is also known that only 10-30% of COPD patients
are aware of their illness. In this context, it is important
in terms of public health to create an awareness of
COPD in society and to emphasize that COPD is a
preventable and treatable disease. In this study, we
tried to raise consciousness among the public and to
discuss the values obtained in the framework of such
an event.

Fourty-three out of 79 participants in this study
(54.4%) were still active smokers. According to the
"Global Adult Tobacco Research” made by the Turkey
Statistics Institute in 2010, 31.2% of adults over age
15 in our country (47.9% in males, 15.2% in
females)still use tobacco [9]. 24 (55.8%) patients
who smoked and had COPD disease were asked
about their COPD history, but only 6 of them (25%)
were aware of their disease (25%). The smoking ratio
in adults in our study was higher than in the literature
[9]. The reason for this may be the fact that especially
active smokers may have participated in our study
because they wondered about their state of health.
However, 9 patients (25.7%) in the non-smoker group
had COPD disease.
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Conclusion

According to the results we obtained, COPD is
a frequent disease in our country and smokers are
largely not aware of their status. We believe that
events such as this one may be beneficial for
reaching patients and moreover may play an active
role as awareness-raising efforts in society.
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ABSTRACT

Injury of the axillary artery following glenohumeral dislocation is a very rare situation. The mechanisms for
arterial injuries are lacerations, rupture, avulsion of main branches or intimal tears and pseudo aneurysm
formations. In this report we present an upper extremity ischemia following shoulder dislocation resulting
with loss of extremity. Our aim was to highlight the importance of the third part of axillary artery and

consequences of underestimation of vascular pathologies following shoulder injuries.

Eur Res J 2015;1(2):66-70
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Introduction

Axillary arterial injuries following blunt shoulder
trauma are rare but also well reported, of which might
end up with catastrophic results, if not properly
diagnosed and treated. Mechanisms of arterial injury
are reported as intimal tears, artery lacerations or
avulsions, penetrating trauma or tethering between
fracture fragments. There are several published reports
of axillary artery injury following shoulder dislocations
and proximal humeral fractures [1-6].

In this report we present a misdiagnosis of an
axillary arterial injury case following shoulder
dislocation resulting with mid humeral amputation.
Also we aim to highlight the importance of
neurovascular monitorization in the treatment of
shoulder injuries.

Address for correspondence:

Case Presentation

A 45-year-old male was admitted to emergency
department of another institution following a right
anterior-inferior shoulder dislocation with tuberculum
majus fracture during a motor vehicle accident. Closed
reduction of glenohumeral joint was performed on
emergency department under sedation and shoulder
was immobilized in a Velpeau bandage. Two days
after reduction patient was referred to our clinic with
symptoms and signs of total paralysis of right upper
extremity and ischemia. Fluoroscopic image shows
awell reduced joint with minimally displaced fracture
of greater tuberosity (Figure 1). Patient declared that,
he was unable to use his extremity, right after initial
trauma. He also stated that, there was no improvement
of pain following reduction. Also, there was no
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prior history of shoulder pathology. Physical
examination of the patient revealed absent radial and
ulnar pulses, total paralysis below shoulder with
marked limitation of passive motion, swelling and
tightness of forearm and arm, with coldness and
numbness of right upper extremity below elbow.
There were no axillary mass or hematoma formation.
Doppler study revealed absence of flow in both ulnar
and radial artery. Digital Substraction Angiography
(DSA) showed diminished flow at the level of
tuberculum minus without signs of extravasation
(Figure 2). Emergent vascular exploration was
performed. Intraoperatively there was no sign of
major bleeding or hematoma formation. It was

observed that tuberculum majus had tackled and lifted
anterior circumflex humeral artery upwards, resulting
with obliteration and thrombosis of axillary artery.
Macroscopically, distal musculature was
noncontractile, looking pale and ischemic. Following
release of axillary artery, proximal and distal
embolectomy was attempted. After failure to achieve
adequate blood flow after 5 consecutive embolectomy
trials, resection of segment and end to end grafting
was performed using saphenous graft. Multiple
fasciotomies were made on arm and forearm as well.
Despite all efforts viability of upper extremity could
not be achieved and mid humeral amputation was
made, 52 days after initial trauma (Figure 3).

Table 1. Previous reports of axillary artery injuries following shoulder trauma resulting with loss of

extremity or patient.

Author Year History Result
St John Spontaneous rupture of axillary artery with i
et al. [20] 1945 noncontact trauma, fatal hemorhage Loss of patient
Lodding and . i - . i
Angeras. [21] 1988 Dislocation- Longitudinal tear of axillary artery Loss of patient
Cook and 1992 Fracture- Large hemat jon to trach Loss of patient
Varley. [22] racture- Large hematoma- compression to trachea oss of patien
Modi et 2008 Fracture- neurologic deficit- Hb. fall, muscle ischemia, L £ patient
al. [23] sepsis. Repair- debridements- Amputation declined 055 o patien
Mouzopoulos Fracture- Axillary artery rupture, compartment syndrome, i
et al. [24] 2008 rhabdomyolysis, acute renal failure Loss of patient
McKenzie and 1958 Dislocation- Late admission, laceration of axillary artery, Mid humeral
Sinclair. [25] thrombosis of both artery and veins, gangrene amputation

. Spontaneous rupture of axillary artery, failure of Shoulder
Gibson. [26] 1962 revascularisation, secondary bleeding disarticulation
McQuillan and 1968 Fracture-dislocation, laceration + distal thrombosis, Mid humeral
Nolan. [27] recurrence of thrombosis amputation

Fracture- Axillary artery thrombosis, failure of i
Smyth. [28] 1969 revascularisation Loss of patient
Sathyarup . . Forearm
etal. [29] 1988  Fracture: Axillary artery thrombosis amputation
Fracture dislocation, proximal laceration of axillary Shoulder

Ngetal. [30] 1990 artery, crush syndrome with acute renal failure disarticulation
Syed and . . Shoulder
Williams. [31] 2002  Fracture- Late onset ischemia, pseudoaneurysm disarticulation
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Figure 1. AP roentgenogram shows minimally
displaced fracture of greater tuberosity.

Figure 2. Diminished arteriel flow at the level of
tuberculum minus at angiography (DSA) image.

Figure 3. Mid humeral ampuation of the patient.

Discussion

More than 200 cases of axillary artery injuries

following blunt shoulder trauma have been reported
[7]. Forty-nine cases of these reports were following
shoulder dislocation. Although most of the cases had
resulted with favorable results, there are reports of
casualities and loss of extremity.
Axillary artery is anatomically divided into three
parts. First portion lies proximal to upper edge of
pectoralis minor muscle whereas second part runs
deep to the pectoralis minor muscle. Third part is the
distal portion of artery which runs from lower edge
of pectoralis minor muscle and distal edge of teres
major [8]. Third part of artery gives circumflex
humeral branches and subscapular branch to opposite
directions. This condition makes third part of the
artery relatively inflexible, therefore more vulnerable
to traction injuries. It was reported that 86 % of
axillary arterial injuries were at the third part of the
axillary artery. Especially just distal or proximal part
of which subscapular artery arose is the common site
for tear [9]. Another proposed mechanism is the
pericapsular scarring of the shoulder grid. On 27%
of cases of axillary artery injuries following anterior
shoulder fracture/dislocations, there was a prior history
of shoulder trauma. Periscapular scarring, following
previous injuries (mainly recurrent dislocations),
cause adhesions around the third part of the axillary
artery, resulting with increased risk for traction injuries.
Age is another main risk factor for axillary arterial
injury following shoulder dislocations. It was reported
that 86 % of cases of axillary artery injury following
shoulder dislocations were older than 50 years of age
[9]. Third part of the axillary artery is also a common
place for atheroma plaque formation and
atherosclerosis [1]. This property also decreases
elasticity of the artery, thus increases risk for injury.
This finding also correlates with age distribution of
cases.

An enlarging mass in axilla and diminishion of
pulses are common findings in axillary arterial injuries.
The mass effect of hematoma may cause neurological
deficit by either direct compression of nerve or
ischemic neuropathy by decreased flow of the vasa
nervosa [10-12]. At 95 % of cases with axillary arterial
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injuries, radial and ulnar pulses were absent. Due to
collateral circulation, presence of pulses doesn't rule
out diagnosis of axillary arterial injury. One finding
of arterial injury in presence of pulses is diminution
of biphasic pattern of flow in Doppler study [1].
Persistent decreased hemoglobin also might be an
indicator of axillary arterial bleeding.

Brachial plexus injuries, as much as 60 % may
accompany these lesions and may be difficult to
differentiate progressive muscle paralysis from
traumatic plexopathy in delayed cases. As progressive
ischemia cause muscle paralysis also, differential
diagnosis may be difficult. In early phase electro
diagnostic tests can be insufficient discriminating
plexopathy from ischemia. In such cases an MRI of
brachial plexus might help diagnosis of stretched or
lacerated nerve roots [11-13, 22].

Axillary artery pseudo aneurysm is a late

complication of vascular injury following shoulder
dislocation. There are numerous published reports of
late pseudo aneurysms originating from the third part
of the axillary artery [13-17]. Pseudo aneurysms may
present as progressive decrease of hemoglobin with
large pulsatile mass at axilla, resulting with late onset
ischemia with neurological symptoms.
Weakening of radial pulse or decreased pressure of
involved extremity prior to reduction is a risk factor
for vascular injury. Also if vascular status (pulse and
flow) don't return to normal level following reduction,
extension of vascular evaluation is advised. Eastcott
et al. defined the condition as “imminent condition
of severe irreversible acute ischemia” [18]. According
to this condition danger signs were defined as: [1]
waxy pallor, [2] persistent pain and numbness
following reduction, [3] coldness of extremity in
relation to opposite side, [4] muscle weakness or
paralysis, [5] tenderness or rigidity [18]. If angiography
reveals extravasation, damage or pseudo aneurysm
formation, spontaneous recovery cannot be expected
and early vascular intervention is indicated [16].
Although most of the cases were treated with open
surgery, successful endovascular interventions have
also been reported [19-21].

Since most injury types are tears, lacerations or
avulsions of the axillary artery, tethering of circumflex
arteries during reduction of dislocated shoulder is an
unreported mechanism of injury. We hypothesized
that, as the shoulder was relocated, tuberculum majus
held and tethered anterior circumflex humeral artery
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upwards and caused tethering of axillary artery
together. This resulted with total obliteration of artery
at the level of circumflex branches.

Treatment options includes primary repair, synthetic
or saphenous grafting, embolectomy as well as
endovascular interventions. Since duration of ischemia
is the main determinant of extremity viability,
awareness of ischemia is the most important point of
diagnosis and treatment of such injuries. Since our
case was referred to our clinic two days after initial
trauma, despite all efforts aiming perfusion and
avoidance of reperfusion injury, extremity survival
could not be achieved.

Our case is unigque due to the mechanism of injury.
Although one cannot predict such an arterial injury
mechanism while reducing the shoulder, every surgeon
should be aware of potential injuries of the axillary
artery and should take precautions to prevent such
devastating results.
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Adult unilateral duplex system ureterocele with
multiple calculi
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ABSTRACT

Ureterocele is a congenital cystic dilatation of the distal portion of the ureter. A was admitted to our hospital
with complaints of pollakuria, right flank pain and macroscopic hematuria. Direct urinary system X-ray
suggested a right lower ureteral calculi and intravenous pyelography (IVP) revealed a right side complete
duplex system of ureterocele, multiple distal ureteral calculi and characteristic appereance of ""cobra head"
or "spring onion". A transurethral transversal incision was made in the right ureterocele at the inferior lateral
border and 176 spherical calculi of almost the same size were removed. In conclusion, endoscopic ureterocele
incision and stone extraction is a safe and effective treatment of adult orthotopic ureteroceles and this technique
has minimal risk for iatrogenic vesicoureteral reflux.

Eur Res J 2015;1(2):71-73
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Introduction

Ureterocele is a congenital cystic dilatation of the
distal portion of the ureter. It is a one of the rare
urologic condition. It is more frequent in females
than in males, the overall prevalence being 1 in 4,000
births. The early symptom of pyelonephritis in either
sex may lead to the diagnosis, later symptoms can
include dysuria, recurrent cystitis and urgency [1].
Most duplex system ureteroceles present as urinary
tract infections at an early age, with adult presentation
being uncommon [2]. We present a case report of an
adult male patient with unilateral duplex system
ureterocele, containing multiple small stones. There
was no history of urinary tract infections or stone
disease.

Address for correspondence:
Semih Tangal, MD, Ufuk University, Faculty of Medicine, Ankara, Turkey
e-mail: semihtangal@mynet.com

Received: 15.12.2014; Accepted: 09.01.2015: Published Online: 04.07.2015

Case Presentation

A was admitted to our hospital with complaints
pollakuria, right flank pain and macroscopic hematuria.
He had not had any episodes of urinary tract infection.
Urinalysis revealed macroscopic hematuria and no
pyuria. Direct urinary system X-ray suggested right
lower ureteral calculi and IVP (Intravenous
pyelography) revealed a right side complete duplex
system of ureterocele, multiple distal ureteral calculi
and characteristic appereance of "cobra head"” or
"spring onion” (Figure 1). Voiding cystourethrogram
performed and revealed no vesicoureteral reflux.
Cystoscopy confirmed right ureterocele in an
otherwise normal urinary bladder. A transurethral

Copyright © 2015 by Bursa Association of Public Hospitals
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Figure 1. Intravenous urography scan revealing
unilateral ureterocele with multiple calculi.

Discussion

Ureteroceles in adults are typically single system,
intravesical and orthotopic [3]. Although the overall
incidence of stones in ureteroceles varies from
410 39 % [4]. Adult duplex system ureterocele with
multiple calculi is rare. There are different hypotesis
about formation of the ureterocele stones [5,6]. Most
accepted mechanism is the incomplete dissolution of
the Chwelle's membrane, which is usually present
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Figure 2. Atransurethral transversal incision in the
right ureterocele at the inferior lateral border.

Figure 3. Multiple calculi were successfully
extracted

before the 37" day of gestation as a division between
the urogenital sinus and the developing ureteral bud.
Endoscopic ureterocele incision and stone extraction
is safe and effective treatment of adult orthotopic
ureteroceles and minimal risk for iatrogenic
vesicoureteral reflux given creation of anti-reflux
flap valve mechanism [7].



Eur Res J 2015;1(2):71-73

Tangal et al

References

[1] S. Tekgul, H. Riedmiller, E. Gerharz, P. Hoebeke, R. Kocvara,R.
Nijman, Chr. Radmayr, R. Stein. Guidelines on pediatric urology.
2011:63-4

[2] Van den Hoek J, Montagne GJ, Newling DW\W. Bilateral intravesical
duplex system ureteroceles with multiple calculi in an adult patient.
Scand J Urol Nephrol. 1995;29:223-4

[3] Schlussel RN, Retik AB. Ectopic ureter, ureterocele and other
anomalies of the ureter. In: Wein AJ, Kavoussi LR, Novick AC, et al,
eds. Campbell- Walsh urology. 9th ed. Philadelphia: Saunders.
2007:3383-422

[4] Nash AG, Knight M. Ureterocele calculi. BJU Int. 1973;45:404-
7.

[5] Lieb J, Abrahams HM, Das AK. Endoscopic management of milk
of calcium-filled ureterocele stump. J Endourol. 2003 Dec;17(10):917-
8.

[6] Grases F, Séhnel O, Costa-Bauza A, Pieras E, Mufioz D. Structural
features of three ureterocele calculi. Int Urol Nephrol. 2007;39(3):765-
9.

[7] Shah HN, Sodha H, Khandkar AA, Kharodawala S, Hegde SS,
Bansal M. Endoscopic management of adult orthotopic ureterocele
and associated calculi with holmium laser: experience with 16 patients
over 4 years and review of literature. J Endourol. 2008 Mar;22(3):489-
96.

73



*‘ O*o

o)
- The European Research Journal  Case

W Report
http://www.eurj.org P

e-ISSN: 2149-3189 DOI: 10.18621/eurj.2015.1.2.74

Acute pancreatitis and type 2 diabetes mellitus:
who is guilty?
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ABSTRACT

Many factors play a role in the etiology of acute pancreatitis and its pathogenesis is not fully understood.
Dipeptidyl peptidase 4 (DPP-4) inhibitors are a new group of agents for the treatment of Diabetes Mellitus
(DM). There are some controversies about specific adverse events such as pancreatitis and hypersensitivity
reactions. A 50-year-old morbid obese woman presented with upper abdomen pain after the eating food,
nausea and vomiting. She was diagnosed with type 2 diabetes mellitus 7 years ago. Vildagliptin had been
added to her treatment six months ago. Abdominal examination revealed epigastric tenderness with
guarding. Laboratory data revealed elevated pancreatic enzymes. Abdominal computed tomography (CT)
showed features of pancreatitis. Vildagliptin was stopped and patient's symptoms had diminished in
parallel with normalization of pancreatic enzymes; and at the 5th day patient was discharged with healthy
condition. She was free of symptoms and all laboratory data were normal at the 30th day after discharge.
It is important to keep in mind that diabetic patients have an increased risk of pancreatitis which may
be related to obesity, hyperlipidemia and/or drugs.

Eur Res J 2015;1(2):74-77
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Introduction

Alcohol and gallstones are the etiology of chronic
pancreatitis in many adults. Other etiologic factors
are biliary sludge and microlithiasis, smoking,
hypertriglyceridemia, hypercalcemia, drugs, obesity,
diabetes, infections and toxins, trauma, pancreas
divisum, vascular disease, pregnancy and idiopathic
[1]. Patients with diabetes mellitus have a 2 fold
increase in the risk of pancreatitis due to factors
such as obesity, gallstones, elevated triglycerides,
and medications [2, 3]. Obesity increases risk of
pancreatitis and pancreas carcinoma due to increased
inflammation [4]. Incretin mimetics, glucagon-like
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peptide-1 receptor (GLP-1R) agonists and DPP-4
inhibitors are new anti-diabetic agents which can
cause pancreatitis as side effect. Postmarketing
events of acute pancreatitis have been reported in
patients receiving sitagliptin, vildagliptin, or
saxagliptin. Most of the cases with pancreatitis are
reported with sitagliptin among DPP-4 inhibitors;
although there are a few case reports related to
vildagliptin, too. In this paper, we report a case of
acute pancreatitis which may be associated DPP-
4 inhibitors, obesity or DM itself.
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Case Report

A 50-year-old woman presented with upper
abdomen pain after the eating food, nausea and
vomiting. She was diagnosed with type 2 diabetes
mellitus for 7 years, and had been treated with
acarbose 150 mg/day, glimepiride 3 mg/day and
metformin 2000 mg/day. Six months before this
admission she had had an HbAlc level of 7.8 %
and vildagliptin, 50 mg twice daily, had been added
to her treatment. The patient had no history of
alcohol, smoking or gallbladder disease.
On physical examination, her weight was 100 kg,
height was 150 cm and body mass index was 44.4
kg/m2. Abdominal examination revealed epigastric
tenderness with guarding. Laboratory findings
revealed elevated pancreatic enzymes, increased
white blood cells (WBC), and normal triglycerides
levels (Table 1). Abdominal CT showed features
of pancreatitis (pancreatic enlargement and peri-
pancreatic pollution) and gallbladder was free of
stones (Figures 1 and 2); intra-extrahepatic bile
duct and choledoc diameters were also normal. We
conclude the diagnosis of acute pancreatitis on the
basis of these findings. Vildagliptin and all other
oral anti-diabetic drugs were stopped and patient
is started on insulin treatment. She was treated
conservatively for pancreatitis. On the next day,
amylase and lipase levels had decreased. On the

Table 1. Basal and follow-up laboratory data.

5th day, a repeat abdominal CT showed that pancreas
size was normal and there was no pollution around
of the pancreas (Figure 3); amylase and lipase levels
have also returned to normal; thus, the patient was
discharged. On her control visit at the 30th day
after discharge the patient was free of symptoms
and all laboratory data were within normal limits.

Discussion

Acute pancreatitis is a disease with a wide
spectrum of severity and complications, with
different incidences among populations. The
etiology of acute pancreatitis is multifactorial
including gallstones, chronic alcohol abuse,
hypertriglyceridemia, obesity, diabetes mellitus,
viral hepatitis and drugs [2].

Two large studies reported that patients with type
2 DM have 1.49-2.83 fold increased risk of acute
pancreatitis compared to nondiabetics [2, 3]. The
exact cause of the increased risk of pancreatitis in
diabetic patients is unclear, however, the known
risk factors for pancreatitis appear more frequently
in diabetic patients.

Parameters 1.day 5.day 30.day
WBC (4-10 109/L) 10,1 6,7 8,5
AST (15-37 U/L) 61 16 13
ALT (30-65 U/L) 106 43 15
GGT (5-38 U/L) 272 42 57
Alkaline Phosphatase 255 105 116
(30-120 U/L)

Triglyceride 110 89 121
(0-200 mg/dl)

Amylase (25-115 U/L) 963 49 53
Lipase (0-60 U/L) 347 40 38

AST: Aspartate aminotransferase, ALT: Alanine aminotransferase, GGT: Gamma-glutamyltransferase
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Although it is a controversial topic, some post-
marketing reports, raised the possibility of an
increased risk of pancreatitis with incretin based
therapies especially related GLP-1 agonists and
sitagliptin [5-7]. Between 2006 and 2009 there
were 88 post marketing reports of severe pancreatitis
associated sitagliptin [8]. A study evaluating the
US Food and Drug Administration Adverse Event
Reporting System data notifying a 6-fold increased
risk of pancreatitis in patients taking exenatide or
sitagliptin has attracted attention about pancreatitis
side effect related to these drugs [9]. However, in
another analysis, which comprised 20.312 patients
treated with a DPP-4 inhibitor and 13.569 patients
treated with either placebo or a comparator. There
was no evidence of an increase in the incidence of
pancreatitis with DPP-4 inhibitor therapy [10].
The most common adverse effects of vildagliptin
are headache, nasopharyngitis, cough, dizziness
and increased sweating. Uptoday we could find
three pancreatitis case reports related to vildagliptin
in the literature [7, 10, 11]. The mechanisms of
pancreatitis related with incretin mimetics are
uncertain. Some animal studies revealed that
sitagliptin increased pancreatic ductal replication,
ductal metaplasia and rarely induced pancreatitis
in mouse model [12, 13].

Obesity increases risk of acute and chronic
pancreatitis because of chronic inflammation [4,
14]. In addition to this, obesity also affects the
mortality, local or systemic complications of acute
pancreatitis as a prognostic factors. Interestingly,
obese patients have better prognosis than non-obese
patients after pancreatitis, which is called "obesity
paradox” [15].

Our patient had obesity, type 2 DM and DPP-4
inhibitor usage as risk factors for pancreatitis. The
acute pancreatitis developed in this patient while
being treated with vildagliptin but the presence of
a causal relation could not be determined. Two of
case reports have reported early pancreatitis within
a month after vildagliptin [7, 11] and another
reported pancreatitis after 6 months [10]. Our patient
had pancreatitis after 6 months. Appearance of
pancreatitis after vildagliptin, and resolving of
sypmtoms, physical and imaging findings and
normalization of laboratory data rapidly after its
discontinuation, suggest that pancreatitis may have
been caused by vildagliptin. In the light of above

Figures 1 and 2. Basal axial CT images showing
pancreatic enlargement and peri-pancreatic
pollution.

Figure 3. Postpancreatic axial CT: Pancreas size
is normal and there is no pollution.
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mentioned limited data, because time frames upto
appearance of pancreatitis is different, we assume
that vildaglipitin related pancreatitis may be an
idiosyncratic effect.

In conclusion, DPP-4 inhibitors may also be
considered besides the classic risk factors of
pancreatitis in patients with DM. We assume that
antidiabetic treatment must be individualized
keeping also in mind that each diabetic patient may
have a diverse risk factor(s) for pancreatitis.
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Spontaneous uvula hematoma: an unusual case
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ABSTRACT

Hematomas in upper aerodigestive tract are not rare especially in patients with cardiologic conditions.Without
comorbidities, it can also be seen after trauma cases. Sponatenous hematoma is a rare clinical condition
that needs detailed evaluation especially for hematologic and immunologic disorders. We describe a case
with spontaneus uvula hematoma. We describe a case with spontaneus uvula hematoma, without a history
of trauma and anticoagulant therapy. We also discussed the management strategies. This patient with
those findings, appears to be the firts case that was published in the English-language literature.

Keywords: Spontaneous, hematoma, uvula

Introduction

In literature there were lingual, uvula hematomas
cases after thrombolytic treatment with streptokinase
or retro- and parapharyngeal haematoma
spontaneously [1-3]. We describe a case of
spontaneus uvula hematoma.

Case Presentation

A 16-year-old man presented with complaint of
a foreign body sensation and difficulty in swallowing
in the throat . The patient was admitted to the
hospital with a foreign body sensation and difficulty
in swallowing in the throat. The patient had no
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history of systemic disease or trauma. His complaints
started 1 day ago. There was no recent history of
endotracheal intubation or other intraoral trauma.

The patient did not have stridor, dyspnea or a
change in vocal tone. The patient had no history of
systemic disease or trauma. An enlarged and bruised
uvula was noted at oral cavity examination. (Figure
1). Other systemic physical examination of the case
was normal. The patient's blood panel, platelet
count, coagulation studies and peripheral blood
smears were normal.

We drained hematom under local anesthesia with
enjector. One cc blood was drained. After that 40
mg PrednolR was injected intravenously.
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We observed patient for a day. After the procedure
complaints of patients are reduced. We evaluated
the patient in the control examination after three
days. He had no complaints. (Figure 2)

Discussion

Hematoma of the uvula, mouth, tongue,

sublingual, laryngeal and face have been reported
after streptokinase administration or hemophilia
[1,2,4,5]. In literature one cases was presented
with spontaneous haemorrhage into the
retropharyngeal and parapharyngeal space secondary
to bleeding from a thyroid cyst [3]. Usually a history
of anticoagulant therapy or an anatomic pathology
were determined the cause of hematoma.
There are reports of hemmorhage into the oral
cavity after streptokinase administration when the
airway has not been manipulated [1,3,6].
Hemorrhage and hematoma of the oral cavity can
be fatal [5]. In literature an uvula hematom was
determined spontaneusly after streptokinase
administration in intubated patient [1]. In our case
there are uvula hematoma without a history of
trauma, anticoagulant therapy or systemic disease.
The first target in the management strategy is to
control patient's airway. If intubation is impossible
due to upper airway pathologies, emergency
tracheotomy may be necessary. After maintaining
air way, management of anticoagulation if necessary
or drainage of hematoma is the second step of
management of upper aerodigestive hematomas.
If hematoma of upper aerodigestive tract is not so
serious, spontaneous resolution occurs within a few
days. Cessation of anticoagulants if possible may
help this period.

Surgical drainage may result in some
complications such as increased swelling even with
complete airway obstruction and post-operative re-
bleeding.

However there are a few case reports in the
management of upper aerodigestive tract
hematomas, airway protection, cessation of
anticoagulant if necessary and hematoma drainage
are the main treatment strategies.
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Figure 1. An enlarged and bruised uvula at oral
cavity

Figure 2. Appearance of the uvula after drainage.
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Conclusion

Trauma and anticoagulant drug use are the main
etiologic factors of upper aerodigestive tract
hematomas. The main priority of management
strategy in upper airway hematomas is based on
airway protection. After airway integrity provided,
drainage procedures may be applied.
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Aneurysmal bone cyst of the parietal bone: case report
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ABSTRACT

Aneurysmal bone cysts are locally destructive, vascular, multicystic benign tumors of bone, which are
usually located on metaphysis. Cranial aneurysmal bone cysts are uncommon. We report a 18-year-old
girl with a 3-month history of skull asymetry and headache which was not relieved by analgesic drugs.
Computed tomography scan demonstrated an osteolytic skull lesion of the right parietal bone and the
neural tissue that was compressed without midline shift. The patient had complete recovery after total
excision of the lesion. We also discuss the etiology, pathogenesis, pathologic features, imaging characteristics

and treatment of cranial aneurysmal bone cysts.

Eur Res J 2015;1(2):81-84
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Introduction

An aneurysmal bone cyst (ABC) is a rare,
vascular, benign tumor of the bone with obscure
pathogenesis. ABC represent only 1 to 2 % all
primary skull tumors. Approximately, 50% of all
ABC,s are found in the metaphysis of long bones
and 20% involve the vertebrae. ABCs develop on
the bones of the cranium, which are Only 3-6 %
[1]. We present a 18 year-old girl with ABC in the
right parietal region. We also review and discuss
the etiology, pathogenesis, pathologic features,
imaging characteristics and treatment of cranial
ABCs.
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Case Presentation

A 18-year-old otherwise healthy girl presented
with a 3-month history of gradually increasing
swelling at the right parieatal bone and headache
which was not relieved by analgesic drugs. There
was a history of head trauma 5 years ago. On
physical examination there was a non-tender, firm
swelling in the right parietal region of the head.
Neurological examination was normal. A plain
radiograph of the skull revealed an osteolytic lesion
of the right parietal region (Figure 1). Computed
tomography (CT) scan showed extra-axial,
osteolytic mass in the right parietal region,
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compressing right parietal lobe (Figure 2). T1-
weighted magnetic resonance imaging (MRI) with
contrast showed a large, heterogeneously contrast
enhancing, extra-axial mass in the right parietal
region. The mass showed medial extension with
compression of parietal lobe. T2-weighted MRI
showed a homogenous increase in signal intensity
(Figure 3). Surgical excision of the right parietal
ABC was planned. A right parietal horseshoe skin
flap was raised. The tumor was softer in
consistency than surrounding bone. After opening

burr-holes, ABC with the the intact bone around it
was excised (Figure 4). Radiotherapy was not given
postoperatively. The patient was symptom free in
the post operative period after 7 months of surgery.
Histopathological examination showed cavernous
spaces filled with blood. The spaces were separated
by collagenous tissue containing fibroblasts, focal
collections of osteoclastic and intermediate giant
cell. Normal bony trabeculae being permeated by
the lesion in the periphery was suggestive of
aneurysmal bone cyst.

Figure 1. a) AP skull radiograph of the patient showing an osteolytic lesion in the right parietal bone.
b) Lateral skull radiograph of the patient showing a nearly round radiolucent lytic lesion in the right

parietal bone.

Figure 2. Axial noncontrast CT scan with bone
windows reveals an osteolytic lesion with bony
enlargement and cortical thinning with no periosteal
reaction.
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Discussion

ABCs are uncommon benign, expansile bone
lesions characterized by a reactive proliferation of
connective tissue containing multiple blood filled
cavities and usually appear in the second decade
of life [2]. The pathogenesis of ABC is still unclear.
ABCs may be primary or secondary depending on
the presence or absence of an associated lesion.
The primary form of ABC has no identifiable
preexisting lesion and is thought to be caused by
traumatic or anomalous venous disruption in the
osseous diploe [3]. ABCs in the presenceof another
lesion are called secondary ABCs. Secodary ABCs
are thougt to be formed by a disruption in the
osseous circulation caused by the associated lesion,

such as skeletal pathology, including fibrous
dysplasia, giant cell tumor, chondroblastoma,
chondromyxoid fibroma, nonossifying fibroma,
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Figure 3. a) Axial T1-weighted magnetic resonance imaging with contrast showing enhancing
lesion of right parietal bone.b) Coronal nonenhanced T2-weighted magnetic resonance imaging
showing a hyperintense nodule eroding both the inner and outer tables of the skull

Figure 4. a) On gross examination, specimen showing outer parietal bone with microcystic spaces filled
with blood. b) On gross examination, specimen showing inner parietal bone with microcystic spaces
filled with blood

fibrous histiocytoma, osteoblastoma, and
osteosarcoma [3]. A cranial ABC usually presents
as an enlarging mass that can progress rapidly and
may cause gross neurological symptoms depending
on the site of the lesion in the skull. Cranial ABC
can present as ptosis [4], exophthalmos [5], loss of
vision [6], cranial nevre palsies [7], symptoms of
raised intracranial pressure [7], seizures [1],
cerebellar signs [8].

Radiological and neuroimaging appearances are
often diagnostic. Plain radiographs of cranial ABC
demonstrates osseous expansion with involvement
of the inner and outer tables and intracranial
extension. Axial CT scans of ABC reveal well-
demarcated, multiloculated, osteolytic lesions. When
the patient is motionless for a few minutes, fluid-
fluid levels are sometimes apparent on CT scans.
MRI completely delineates the margin of the ABC
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as a rim of low signal intensity, and demostrates
fluid-fluid levels, and easily depicts the internal
septa [9].

Aneurysmal bone cysts usually exhibit
symmetrical expansion, involve both the inner and
outer tables of the skull, and always show
intracranial extension. Individual cysts filled with
unclotted liquid blood and blood-tinged serous fluid
are seen in gross pathological evaluation of an ABC
[10]. Microscopically, ABCs appear as blood-filled
cavernous spaces lined with endothelial cells. The
cysts are separated by fibrous septa containing
spindle cells, multinucleated giant cells and possibly
osteoid tissue.

There are different treatment options for ABCs
including excision, curettage, cryotherapy(11),
aspiration and drainage [12], arterial embolization
[13], injection sclerotherapy [1], radionuclide
ablation (14) , or radiotherapy. Radiotherapy alone
has recently fallen out of favor due to the risk of
postirradiation sarcoma [15].The treatment of choice
is complete surgical excision. The recurrence rate
of cranial ABCs is very low [16]. The recurrence
rate is related to the age of the patient, size of the
lesion, the presence of mitosis. The incompleteness
of the resection is the most important factor causing
recurrence [17], and in the cranium, there is difficulty
in that it is often impossible to reach and excise the
lesion completely. This is especially true if the
lesion is located in the skull base, for example in
the roof and/or the medial and lateral walls of the
orbit, the paranasal sinuses, and the petrous temporal
bone. In these partially excised or intralesionally
curetted cases, adjunctive therapy such as
preoperative embolization or postoperative
cryotherapy or radiotherapy should be considered
[18]. In some surgically difficult cases, a simple
drainage procedure to relieve the pressure may
suffice [12].

Conclusion

We report a rare case of parietal aneurysmal
bone cyst in a young girl. We emphasize that
aneurysmal bone cysts are benign tumors that cause
symptoms by local compression and severe cosmetic
deformities requiring resection. The treatment
modality of ABC is total excision.
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Hair loss due to aripipirazole use: a case report
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ABSTRACT

Hair loss is one of the side effects that can be seen after medical treatments. Hair loss due to medications is
a diffuse state that does not leave scars and usually reversible with stopping the treatment. Aripipirazole is
an atypicalantipyschotic drug, which also has antidepressant effects. Aripipirazole has a partial agonistic
effect on dopamine D2 receptors and serotonin 5-HT1A receptors which differs from other atypic antipyschotic
drugs. Itis used in several pyschiatric disorders including schizophrenia, bipolar disorders, major depressive
disorder and anxiety disorders. This report aims to present a case with hair loss due to aripipirazole use that
is reversed back right after stopping the treatment. Since other psychotropic medications may also stimulate
hair loss, it is possible to speculate that this side effect is a class effect of medications. However, further
studies are needed to understand exact mechanisms of hair loss due to psychotropic medications.

Eur Res J 2015;1(2):85-87
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Introduction

Benign dermatological side effects may be seen
during psychotropic medication use, and these side
effects can be treated easily. The incidence of
dermatological side effects due to psychotropic
medication use is 0.1% [1]. When the incidence of
skin reactions is reviewed by drug classes, the
following rates are found: mood stabilizers 0.22%,
tricyclic antidepressants 0.07%, serotonin reuptake
inhibitors 0.05%, and atypical antipsychotics 0.03%

quetiapine, clonazepam and buspirone and SSRI's
may also cause this side effect [4,5].

Aripiprazole is a new generation of antipsychotic
that has a partial agonist effect on dopamine D2
receptors, and thus causes side effects less frequently
than other antipsychotic medications [6]. Its major
side effects are reportedly tremors, akathisia,
headache, nausea and vomiting [7]. In this report

[2]. The most accused drugs are mood stabilizers
valproic acid and lithium [3]. Though at a lower
rate, tricyclic antidepressants, olanzapine, risperidone,

Address for correspondence:

we present a case with hair loss that appeared
following the initiation of aripiprazol treatment and
terminated right after ceasing the treatment.
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Case report

The patient was a 30-year-old married female,
who was an officer with a university degree. She
visited our outpatient clinic with a complaint of
repeated thoughts about doing her religious ablutions
over and over again, suspecting the existence of god
and saying bad things. Her history revealed that her
religious obsessions started 3 months ago and caused
decreased functionality. In the mental status
examination it was observed that general appearance
and self-care was good. She was fully oriented, and
the quantity and speed of speech was normal. Memory
and other cognitive functions were good. There was
no psychomotor abnormality. Affect was appropriate
and mood was dysphoric. Thought content contained
religious obsessions. No delusions or hallucinations
were detected. Her judgment was normal, and her
insight was intact. The patient had no history of
chronic disease, surgery, alcohol-substance or drug
use. The patient was diagnosed with Obsessive-
Compulsive disorder with depressive disorder
according to DSM-V-R [8]. She had been using
venlafaxine 225 mg/day for the treatment depression
for 5 years, and aripiprazole 5 mg/day was added to
her treatment. At her initial presentation, the total
score of Yale Brown Obsessive-Compulsive Scale
(YBOCS) [9,10] was found as 41. However, in the
first month of the treatment the patient exhibited
massive hair loss in the following weeks of
aripiprazole treatment. The patient was referred to
the dermatology ward to rule out possible organic
aetiologies. 2 weeks later hair loss increasingly
continued. A hair count test [11] revealed that there
is a pathological hair loss. The dermatology
consultation reported that no pathology was found
to explain the hair loss. Because aripiprazole treatment
was started recently, it was thought aripiprazole might
be triggering the hair loss and the medication was
discontinued. The patient scored 9 on the Naranjo
adverse drug reaction probability scale [12], which
assesses adverse drug reactions. The patient, whose
obsessive symptoms decreased (a YBOCS score of
29 in the 2nd month), continued to be treated with
venlafaxine 225 mg/day. On the follow-up
examinations, it was observed that the complaint of
hair loss alleviated 1 month later and returned to
normal 3 months later.
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Discussion

It is hard to decide whether or not hair loss is a
side effect associated with drug use, and there is no
specific method to confirm the diagnosis. Two criteria
are recommended to confirm the relationship between
drug use and hair loss [13]. First one is decreasing
hair loss upon termination of the drug and increasing
hair loss when the same drug is started again. And
the second one is the absence of another systemic
disease that may cause hair loss. For patients presenting
with hair loss, thyroid function tests; serum iron,
serum iron binding capacity and ferritin for iron
deficiency anaemia; and if virilisation findings such
as acne and hirsutism is present, endocrine tests
including androgen hormones should be requested.
[14]. Because our patient had no virilisation findings
at the time of her dermatologic examination, endocrine
tests were not requested, and other tests results
(hemogram, iron, iron binding capacity, ferritin, free
T3, free T4, TSH, vit B12, folate) were in normal
ranges; no cause of disease was found to explain the
hair loss.

Because there was a temporal relationship between
the beginning and ceasing the aripiprazole treatment
and hair loss, andother possible aetiologic causes
were ruled out, the complaint of hair loss is considered
to be a side effect associated with drug use in the
case. Drug-induced alopecia appears a few months
after taking the drug and is generally in the form of
telogen hair loss and returns to normal 3-5 months
after the drug is discontinued [15]. The exact
mechanism of hair loss associated with psychotropic
medications is yet to be clarified. The effect of these
drugs on the hair is not limited to hair loss. They may
allegedly change the structure and colour of the hair
[16]. The fact that aripiprazole, as other psychotropic
drugs [17,18], causes hair loss makes us consider that
this condition is a class effect for psychotropic drugs.
With its area of usage of growing, its use in the
treatment has become widespread. Its varying efficacy
profile required special efforts to define its place in
psychopharmacology. For this reason, identifying its
similar and common aspects with other psychotropics
IS important.
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