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“Archives of Clinical and Experimental Medicine” (ACEM) dergisinin ilk sayisi ile karsinizdayiz. A¢ik erisimli, bagimsiz
ve hakemli bir genel tip dergisi olarak saglik bilimleri ile iligkili cerrahi, dahili ve temel tip alanlarindaki deneysel ve klinik
caligmalariniz i¢in uygun bir ortam olusturabilmek gayretindeyiz.

ACEM olarak, dergimizin olusum ve yayinlanma siirecindeki degerli katkilarindan dolay1 Dergipark yoneticileri ve teknik
destek ekibine ayrica tesekkiir etmek istiyoruz.

Editér Kurulu’nda agik erisimli bilimsel dergicilige ilk adimi beraber attigimiz arkadaglarimiza fedakar ¢alismalarindan
dolay1 bizzat tesekkiir ediyorum. Yayin Kurulu’nda yer alma davetimizi kabul eden ve hakemlik gérevini biiyiik bir 6zen igerisinde
yerine getiren saygideger meslektaglarimiza siikranlarimizi sunuyorum.

Yapilan bu 6zenli katkilar1 ve gosterilen titizligi, ACEM’in sahip olacagi bilimsellik diizeyinin bir giivencesi olarak

goriyorum.

ACEM’in ilk sayisinda 6zellikle genel cerrahi ile iligkili aragtirma makalesi ve olgu sunumlarina yer verdik. Takip eden diger
sayilarimizda, aragtirma makalesi ve olgu sunumlarinin yaninda derlemeler i¢inde yer acacagimizi vurgulamak isteriz. Ayrica dahili

ve temel bilim dallarindan ¢aligsmalar1 da bekledigimizi tekrar vurgulamak istiyoruz.

ACEM’de yaymlanan yazilara DOI (Digital Object Identifier) numarasi verilecegini de ifade etmek istiyoruz. En kisa
zamanda Tiirk Tip Dizini dahil ulusal ve uluslararasi indekslerde taranan bir dergi haline gelmek {imidi ile desteginizi bekledigimi

belirtir, iyi glinler dilerim.
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Our distinguished scientists,
Archives of Clinical and Experimental Medicine" (ACEM) is an open-access, independent, double blind peer-review general medical journal
published online three times a year (April, August, December). It aims to publish qualified scientific experimental and clinical studies on health

sciences.

As the editors of "Archives of Clinical and Experimental Medicine" (ACEM), we greet all of you with the pride of being in the publishing
environment that we can express our presence. We are hoping to share with you some nice developments in a long-term process.

Scientific contribution of the journals, which are the environments where scientists can express themselves and share the information they have
acquired with others, is a fact that cannot be denied. Besides the presence of a great number of journals, our main aim in this way with a new
journal is to share our experience in scientific publishing and to help scientists. Beyond just publishing a scientific study, ACEM intends to make

what scientists want to do in order to be hands-on, broad-minded and language-oriented in their publishing.

ACEM, which defines itself as a quality standard for completing the editorial and referee evaluation steps after article submissions in an average
of four weeks, is waiting for you to send your valuable studies to submit for ACEM.

Mustafa Hasbahgeci, Assoc. Prof.
ACEM, Editor-in Chief
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degerlendirilmesi: Retrospektif vaka-kontrol calismasi
Evaluation of mortality related factors in peptic ulcer perforation:
Retrospective case-control study
Ahmet Topcgu, Ali Ediz Kivang, Ilyas Kudas, Abdullah Sisik, Yahya Ozel, Aylin Acar, Fatih Basak,
Fikret Ezberci
Oz Umraniye Egitim ve Arastirma
Amag: Peptik iilser tedavisinde giincel medikal tedavilerde belirgin ilerleme olmasina ragmen, peptik iilsere baglh Hastanesi, Genel Cerrahi Klinigi,
perforasyon insidansinda bir degisiklik olmadig1 griilmiistiir. Peptik iilser perforasyonu mortalite oranlari nedeniyle acil istanbul, Tiirkiye
bagvurularda 6nemli bir yer tutmaktadir. Bu ¢alismada, peptik tilser perforasyonuna bagli mortalite ile iliskili faktorlerin
tespit edilmesi amaglanmustir.
Gereg ve Yontemler: Gozlemsel tipte ¢aligma planlandi. 2009-2016 yillarinda peptik tilser perforasyonu nedeniyle ameliyat
olan hastalar ¢aligmaya uygunlugu icin degerlendirildi. Orneklem sayis1 %90 giivenlik araliginda %S5 o hata ile %30 farki
gostermek i¢in 225 olarak belirlendi. Hatay1 azaltmak i¢in 20 hasta eklendi. Hastalarin demografik verileri, kronik hastalik
varligi (diabet, kardiak), sigara kullanim durumu, non-steroid antiinflamatuar ilag kullanimi, bagvuru 16kosit sayisi, sikayet
baslangici-ameliyat arasi zaman ve cerrahi alan enfeksiyonu varlig kayitlardan tarandi. Perioperatif dénemde (ilk bir ay)
mortalite olmasi, ana degerlendirme parametresi olarak belirlendi. Hastalar mortaliteye gore iki gruba ayrildi (Grup 1:
¢alisma grubu, Grup 2: kontrol grubu).Analizlerde tanimlayici istatistikler, sayi, ylizde, ortalama+standart sapma, medyan
(ceyreklik araligi) ve karsilagtirmalar igin t-test, Mann-Whitney, Fisher's exact ve Ki-kare testi kullanildi. %95 giivenlik
araliginda p degerinin 0,05’den kiigiik olmasi anlaml kabul edildi.
Bulgular: Calismaya 245 hasta (grupl: 11(%4,5), grup2: 234(%95,5)) alindi. Gruplar arasinda cinsiyet (grupl: E/K=1,2,
grup2: E/K=6,1) ve yas (grupl: 62,8+16,6 yil, grup2: 40+16,8 yil) acisindan fark saptandi (p=0,016, p=0,0001). Kronik
kardiak hastaliklarin ¢aligma grubunda daha sik oldugu goriildii (p=0,0001).Diabet varligi, sigara ve non-steroid
antiinflamatuar ilag kullanimi1 agisindan fark saptanmadi (sirasiyla, p=0,092, p=0,624, p=0,214). Lokosit sayisinin ¢aligma
grubunda diisiik oldugu goriildi (grupl: 9 (10) bin/mm3, grup2: 13 (6) bin/mm3, p=0,032). Sikayet baslangici-ameliyat
arasi gecen zaman siresi calisma grubunda yiiksekti (grupl:12 (14) saat, grup2:4 (4) saat, p=0,0001). Tim hastalara
Graham usulii primer kapama onarimi yapildi ve dren konuldu. Ameliyat sonras: yatis siiresi gruplar arasinda benzerdi
(grupl:4 (5) giin, grup2:5 (2) giin, p=0,443). Cerrahi alan enfeksiyonu ¢aligma grubunda daha sik gériildi (p=0,008).
Sonug: Kadin cinsiyet, ileri yas, kronik kalp hastalig1 olan peptik ilser perforasyonu olan hastalarda yiiksek mortalite riski
nedeniyle daha dikkatli olunmalidir.
Anahtar Kelimeler: Akut batin, Peptik iilser perforasyonu, Mortalite
Abstract Ethical Commitee Approval: Due to
i . : . . retrospective design of the study, no ethical
Aim: Although there has been significant progress in current medical treatments for the treatment of peptic ulcer, there has  aoproval has been taken.
been no change in the incidence of peptic ulcer perforation. Peptic ulcer perforation has an important place in urgent Etik Kurul Onay:: Calismanin retrospektif
surgery due to mortality rates. In this study, it was aimed to determine the factors related to death related to peptic ulcer ~dizaynindan dolayi etik kurul onay:
perforation. almmamustir.
Material and Methods: Observational type study was planned. Patients who underwent surgery due to peptic ulcer Conflict of Interest: No conflict of interest was
perforation in 2009-2016 were included to the study. The number of samples was set at 225 to show 30% difference with a declared by the authors.
5% a error at 90% safety interval. Twenty patients were added to reduce the error. Patients were screened for demographic gll];?:f:r:is;l;s;;:{azmar gikar Gatismast
data, presence of chronic disease (diabetes, cardiac), smoking status, nonsteroidal anti-inflammatory use, reference
leukocyte level, complaint-to-intervention time and surgical site infection. Mortality in the perioperative period (first Finansal Destek: Yazarlar bu olgu igin finansal
month) was determined as the main outcome parameter. Patients were divided into two groups according to the presence of f:lf’s‘ek almadiklarini beyan etmislerdir.
inancial Disclosure: The authors declared
death (Group 1: study group, Group 2: control group). Descriptive statistics, number, percentage, mean + standard that this case has received no financial
deviation, median (quartile range) were used for statistics. T-test, Mann-Whitney, Fisher's exact and Chi-square tests were support.
used for comparisons. A p value of less than 0.05 was considered significant at 95% safety interval. Gelis Tarihi / Received
Results 20.12.2016
245 patients (group 1: 11 (4.5%), group 2: 234 (95.5%) were included in the study. There was significant differences with .
regard to the distribution of gender (group 1: Male/Female=1,2, group 2: Male/Female=6,1) and age (group 1: 62,8+16,6 ngtigI Z-E;réh' il
years, group 2: 40+16,8 years) between the groups (p=0.016 and p=0.0001, respectively). Chronic cardiac diseases were
more common in the study group (p=0.0001). There was no difference in the presence of diabetes, smoking, and Yayn Tarihi/ Published
nonsteroidal anti-inflammatory use (p=0.092, p=0.624 and p=0.214, respectively). Leukocyte counts were found to be low 30.12.2016
in the study group (group 1: 9 (10) thousand/mm3, group 2: 13 (6) thousand/mm3, p=0.032). Time period between the gor miy yazar / Corresponding author
beginning of complaints and operation were higher in the study group (group 1: 12 (14) hours, group 2: 4 (4), p=0.0001). Ahmet Topgu
Al the patients were repaired by Graham type primary closure and drains were used in all. The duration of post-operative Umraniye Egitim ve Arastirma Hastanesi,
.. . L. . Genel Cerrahi Klinigi, Elmalikent Mahallesi
stay was similar between the groups (group 1: 4 (5) days, group 2: 5 (2) days, p=0.443). Surgical site infections were more  , 4. vavuz Cad. Nteell, Uimetye ) stk
frequent in the study group (p=0.008). Tiirkiye
Conclusion: In patients with female gender, advanced age, and chronic heart disease, more caution should be given due to Tel: +90216 6321818 )
the high mortality risk in peptic ulcer perforation. E-posta: drahmettopcu@hotmail.com
Keywords: Acute abdomen, Peptic ulcus perforation, Mortality © Copyright 2017 ACEM
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Giris

Peptik iilserde H, reseptor blokerleri ve proton pompa
inhibitorleri gibi tedavilerin kullanima girmesinden sonra,
hastalik i¢in uygulanan tedavi protokolleri belirgin olarak
degismistir. Bu siiregte elektif iilser cerrahisinde belirgin azalma
goriiliirken, peptik iilser komplikasyonlarinda paralel bir azalma
goriilmemistir  [1, 2]. Peptik ilsere bagli gelisen
komplikasyonlar dikkate alindiginda; kanama o6zellikle 40 yas
isti  hastalarda  yiiksek  mortalite = nedeniyle &nem
kazanmaktadir. Diger sik goriilen komplikasyon peptik iilsere
bagli perforasyon (PUP) olup, dnemli morbidite ve mortaliteye
sebep olabilmektedir. Ayrica PUP acil bagvurularda sikligi, tant
ve tedavisindeki yontemler agisindan 6nemli bir yer tutmaktadir
[2, 3].

Literatiirde, PUP hastalarinda olusabilecek morbidite
ve mortalite iligkili faktorleri degerlendiren retrospektif ve
prospektif caligmalar bulunmaktadir. Yas, cinsiyet, uygulanan
cerrahi yontem, bobrek ve karaciger yetmezligi gibi kronik
hastalik varligi ile morbidite ve mortalite iliskisi konusunda
fakli sonuglar bildiren ¢alismalar mevcuttur [4-6].

Bu ¢aligmada, PUP’a bagli 6liim ile iligkili faktorlerin
tespit edilmesi amaclanmigtir.

Gerec¢ ve Yontemler

Retrospektif olarak degerlendirilecek sekilde vaka-
kontrol ¢alismasi planlandi. Hastanemiz acil cerrahi klinigine
2009-2016 yillarinda karin agrisi sikayetiyle bagvuran ve PUP
nedeniyle ameliyat edilen hastalar calismaya alindi. Orneklem
sayist %90 giivenlik araliginda %35 o hata ile %30 farki
gostermek icin 225 olarak belirlendi. Hatay1 azaltmak icin 20
hasta eklendi ve sonugta toplam 245 hasta orneklem sayisi
olarak alind1.

Hastalarin demografik verileri, kronik hastalik varlig
(diabet, Kkardiak), sigara kullammm durumu, non-steroid
antiinflamatuar ilag  (NSAIQ) kullammi, basvuru 18kosit
seviyesi, sikayet baglama-ameliyat arasi siire ve cerrahi alan
enfeksiyonu (CAE) varhigr kayit edildi. Tim veriler hastane
kayit sistemi lzerinden tarandi. Verilerinde eksiklik tespit
edilen hastalar ¢aligma dis1 tutuldu.

Perioperatif donemde (ameliyat oncesi ve sonrasi ilk
bir ay) olusan mortalite, ana degerlendirme parametresi olarak
belirlendi. Hastalardaki mortalite varligi hastane kayit sistemi
iizerinden veya telefon yoluyla iletisim ile kayit altina alindi.
Hastalar mortaliteye gore iki gruba ayrildi (Grup 1: galigma
grubu, Grup 2: kontrol grubu).

istatistik

Calismada elde edilen bulgular degerlendirilirken,
istatistiksel analizler i¢in Statistics Package for Social Sciences
(IBM SPSS statistics version 23, IBM Corporation, USA) ve
Power Analysis and Sample Size (PASS 2008 Statistical
Software, Utah, USA) istatistiksel paket programlari
kullanilmistir.  Verilerin analizinde tanimlayict istatistikler,
stirekli degiskenler igin ortalama ve standart sapma, kategorik
veriler i¢in ise say1 ve ylizde kullanildi. Calismada normal
dagilim gosteren verilerin karsilagtirmasinda t-test kullanildi.
Normal dagilim gostermeyen parametrelerin gruplar arasi
karsilagtirmalarinda Mann Whitney U test kullanildi. Niteliksel
verilerin karsilastirilmasinda ise Ki-Kare testi ve Fisher’s Exact
testi kullanildi. Sonuglar % 95°lik giiven araliinda, anlamlilik
p<0.05 diizeyinde degerlendirildi.

Peptik iilser perforasyonunda risk faktorleri .

Bulgular

Calismada oncelikle uygunluk i¢in PUP nedeniyle
ameliyat edilen 257 hasta degerlendirildi. On iki hasta, hastane
kayit sistemindeki eksik verilerinden dolayr ¢aligma dist
tutuldu. Sonug olarak hedeflenen Srneklem sayisina(245 hasta)
ulagildi. Caligmanin akis semast resim 1’de gosterilmistir.
Hastalarin 207’si (%84,5) erkek, 38’1 (15,5%) kadm olup, yas
ortalamalari 41+17,4 idi. Mortalite tespit edilen 11 (%4,5) hasta
grup 1’i olusturdu. Geriye kalan 234 (%95,5) hasta grup 2’yi
olusturdu.

Gruplarin degerlendirilen verilerinin dokiimii tablo
1’de gosterilmistir. Grup 1°de erkek/kadin oran1 1,2, yas
ortalamasi 62,8+16,6 yil, grup 2’de erkek/kadin orani 6,1 ve yas
ortalamas1 40+16,8 yil idi. Gruplar arasinda cinsiyet ve yas
acisindan fark saptandi (p sirastyla 0,016 ve 0,0001). Grup 1
hastalarinda daha sik kadin cinsiyet ve ileri yas tespit edildi.
Kronik kardiak hastaliklarin ¢aligma grubunda (grup 1) daha sik
oldugu goriildii (p=0,0001). Diabet varligi, sigara ve NSAIQ
kullanimi1 agisindan fark saptanmadi (p=0,092, p=0,624,
p=0,214). Lokosit sayisinin g¢alisma grubunda diigiik oldugu
goriildii (grup 1: 9 (10) bin/mm3, grup 2: 13 (6) bin/mm3,
p=0,032). Sikayet baslangici ile ameliyata kadar gecen siire
calisma grubunda yiiksekti (grup 1: 12 (14) saat, grup 2: 4 (4)
saat, p=0,0001). Tiim hastalara Graham usulii primer kapama
onarimi yapildi ve dren konuldu. Ameliyat sonrasi yatig siiresi
gruplar arasinda benzerdi (grup 1: 4 (5) giin, grup 2: 5 (2) giin,
p=0,443). CAE c¢alisma grubunda daha sik goriildii (p=0,008).

Resim 1: Akis semasi

Caligmaya
uygunlufun

degerlendirmesi
(n=257)

Veri yetersizligi nedeniyle
dislanma (n=12)

[ Caligma hastalar1 (n=245) ]

Grup belirleme
siireci

Grup 1 Grup 2
(gah§ma grubu) (kontrol grubu)
=11 (%64,5) =234 (%695.5)

Tablo 1: Gruplarin ¢alismada degerlendirilen verileri ve istatistiki sonuglart

Grup 1 Grup 2 pt2
(n=11) (n=234)
Yas (ortalama+SD) 62,8+16,6  40+16,8 0,0001
Cinsiyet (E/K) 1.2 6,1 0,016
n (%) n (%) p*?
Kronik hastalik (Kardiak 8 (72,7) 63 (26,9) 0,003
hastalik veya diabet)
Kardiak hastalik 8 (72,7) 31 (13,2) 0,0001
Diabet 4 (36,4) 37(158) 0,092
Sigara kullanim1 8 (72,7) 168 (71,8) 0,624
NSAIf kullanim 7(636)  108(46,2) 0,214
Cerrahi alan enfeksiyonu 5 (45,5) 28 (12) 0,008
Ortanca Ortanca pt
(CA) (CA)
Lokosit: bin/mm?® 9 (10) 13 (6) 0,032
Sikayet-ameliyat arasi siire: 12 (14) 4 (4) 0,0001
saat
Yatis siiresi giin 4 (5) 5(2) 0,443

SD: Standart sapma, E: Erkek, K: Kadin, NSAii: Non-steroidal anti-inflamatuar ilag, CA:
Ceyreklik arahgi, * t-test, 2 Ki-kare, ° Fisher’s exact test, * Mann Whitney U test
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Calismamizda PUP hastalarinda mortaliteyi etkileyen
faktor olarak kadin cinsiyet, ileri yag, kronik hastalik varligi ve
kronik kalp hastalig1 varlig1 tespit edildi. Ayrica diisiik 16kosit
sayisi, sikayet baglangici ile ameliyat arast gegen siirenin fazla
olmast ve CAE mortalite ile iliskili bulundu.

Peptik iilserlerin elektif cerrahi tedavisi etkin medikal
tedaviler (Hp-reseptor blokerleri ve proton pompa inhibitorleri)
sonrasinda belirgin olarak azalmistir. Fakat kanama veya
perforasyon gibi komplikasyonlarda azalma goriilmemistir.
Ayrica yillar icerisinde morbidite ve mortalite oranlarinda ¢ok
az degisiklik goriilmiistiir [7, 8].

PUP igin uygulanabilecek cerrahi yontemler ¢ok gesitli
olup, primer onarim etkinligi nedeniyle popiilerlik kazanmustir.
Onceki yillarda rezeksiyon igeren cerrahi ydntemler
kullanilirken, bu degisiklik siirecinde primer onarim en sik
uygulanan yontem olarak goriilmektedir [9-11]. Bu ¢aligmada,
literatiirdeki trend ile uyumlu olarak tim PUP hastalarina
primer onarim (Graham usulii primer kapama) yapildigi
goriildil.

PUP cerrahisinde mortalite oranlart %2-6 arasinda
degismekle birlikte %30'a kadar ¢ikabilmektedir [12-14]. Bizim
serimizde mortalite sadece 11 hastada (%4,5) gozlendi. Bu
mortalite oran1 kabul edilebilir ve literatiirle uyumludur. Birgok
yayinda morbidite ve mortalite ile iliskili faktorler olarak yas,
cinsiyet, cerrahi tipi, kronik hastalik, ilag ve alkol kullanimi,
perforasyon siiresi, kan basinci, eslik eden hastalik, bobrek
yetmezligi ve karacier sirozu saptanmistir [13-16]. Benzer
sekilde, mevcut ¢alismada yas, cinsiyet, kronik hastalik varligi
ve sikayet-ameliyat arast gegen siire mortaliteyle iliskili
bulundu.

NSAIll'ler analjezik, anti-inflamatuar ve anti-piretik
etkileri icin yaygin olarak kullanmilmaktadir. NSAII kullaniminin
PPU riskini arttirdigi  bilinmektedir. Kronik  NSAIl
kullanicilarmin yaklagik dortte biri PUP gelistirecek ve %2-4’1
kanama veya perforasyona sebep olacagi 6n goriilmektedir [17].
Steroidler ve secici serotonin geri alim inhibitorleri ile ilag
etkilesimi de PUP riskini arttirir. Segici siklo-oksijenaz-2
inhibitorleri PUP ile daha az iliskilidir [18]. Sigaradaki tiitiiniin
pankreatik bikarbonat salimimini inhibe ettigi disiinilir ve
duodenumda asiditeyi arttirir [19]. Aynit zamanda duodenum
ilserlerinin iyilesmesini de engeller. Bir meta-analiz, peptik
ilser hastaliginin %?23'"iniin sigarayla iligkili olabilecegini
gosterdi [20]. Bununla birlikte, baz1 ¢aligmalarda, sigara icen ve
icmeyen hastalar arasinda fark bulunmamistir. Caligmamizda
NSAIl ve sigara icimi ile perforasyon riski acisindan iliski
degerlendirilmedi ancak mortalite arasinda iligkili bulunamadi.

Hastalarin sikayet baglangici ile ameliyat arasindaki
gegen siire, literatiirde mortalite igin diger bir risk faktorii olarak
bildirilmistir [21, 22]. Calismamizda da literatiir ile uyumlu
olarak ilgili siire ve mortalite arasinda iligski bulundu.

Calismamizda belirli kisitlamalar  bulunmaktadir.
Caligmanin retrospektif olmasi, mortalite ile sonuglanan hasta
sayisindaki azlik nedeniyle yapilan istatistiklerde olusabilecek
hata paymnin bulunmas1 kisitlayici faktorler olarak sayilabilir.
Bu kisitlamalar1 agmak ve c¢alismamizda bulunan verileri
desteklemek igin daha genis seriler iceren randomize klinik
caligmalara ihtiya¢ bulunmaktadir.

Sonug olarak, PUP 6nemli bir mortalite sebebi olmaya
devam etmektedir ve Ozellikle kadin cinsiyet, ileri yastaki
hastalarda dikkatle takip edilmelidir.
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Day-case surgery for inguinal hernia: Lichtenstein inguinal hernia repair

under local anesthesia performed by surgical residents

Inguinal herninin giiniibirlik cerrahisi: Cerrahi asistanlar1 tarafindan lokal anestezi altinda

gerc¢eklestirilen Lichtenstein inguinal herni onarimi

Ismail Ege Subasi !, Metin Yucel *, Mustafa Hasbahceci ?, Fatih Basak !, Orhan Alimoglu *

Abstract

Aim: Lichtenstein inguinal hernia repair with local anesthesia as a day-case surgery is one of aspects of
education in inguinal hernia surgery as a surgical training program. In this study, we aimed to present these
surgery performed by residents.

Material and Methods: Forty years and older male patients diagnosed as primary inguinal hernia were
included prospectively between June 2009 and March 2011. Surgical outcomes with respect to recurrence and
chronic postoperative pain were studied.

Results: There were 151 patients with a mean age of 55.7+10.8. Intraoperative evaluation revealed direct in
84 (55.6%), indirect in 58 (38.4%) and combined hernia in nine (6.0%). Mean operation time was 51.2+13.2
minutes which was significantly higher in obese patients (p<0.05). Patients were discharged at
postoperatively eight hours or less in 143 (94.7%). Most of the patients (90.7%) were reported to choose local
anesthesia again. Eleven and four patients reported pain scores of 0.2340.7 (range 0-4) and 0.07+0.4 (range 0-
3) at 6th and 12th month evaluations, respectively. At the postoperative 1st day, 137 (90.7%) patients could
return to daily activities. There were 28 (18.5%) hematoma and seroma formation, and 18 (11.9%) wound
infection. There was no mesh reaction; however, two (1.3%) recurrences were detected after one year of the
operation.

Conclusion: Lichtenstein inguinal hernia repair under local anesthesia as a day case surgery should be chosen
as a primary treatment method, and can be performed by surgical residents under supervision in a safe
manner.

Keywords: Hernia repair, Local anesthesia, Day-case surgery

Oz

Amag: Lokal anestezi ile giinii birlik cerrahi olarak uygulanan Lichtenstein inguinal herni onarimi, cerrahi
egitim programi kapsamin yapilan egitimlerin basinda gelmektedir. Bu ¢aligmada, asisten hekimlerin yaptigi
bu ameliyati incelemeyi amagladik.

Gereg ve Yontemler: Primer inguinal herni tanisi alan 40 yas ve istii erkek hastalar, Haziran 2009-Mart 2011
arasinda ileriye doniik olarak ¢aligmaya dahil edildi. Tekrarlama ve kronik postoperatif agr1 agisindan cerrahi
sonuglar calisildi.

Bulgular: Yas ortalamas1 55,7+10,8 olan 151 hasta vardi. Intraoperatif degerlendirme 84 (%55,6) direk fitik,
58 (%38,4) indirekt ve dokuz (%6,0) direk-indirekt fitik birlikteligi vardi. Ortalama operasyon siiresi 51,2
+13,2 dakikayd: ve bu obez hastalarda anlamli derecede yiiksekti (p<0,05). Postoperatif dénemde 143
(%94,7) hasta, ilk sekiz saat iginde taburcu edildi. Hastalarin ¢ogu (%90,7) lokal anesteziyi tekrar segecegini
ifade etti. Onbir hastanin agr1 skoru 6. ve 12. ay degerlendirmelerinde 0,23+0,7 (dagilim 0-4) ve 0,07+0,4
(dagilim 0-3) olarak tespit edildi. Postoperatif 1. giinde, 137 (%90,7) hasta giinliik aktivitelerine geri dondi.
28 (%18,5) hematom ve seroma olusumu ve 18 (%11,9) yara enfeksiyonu vardi. Mesh reaksiyonu
saptanmadi; Ancak bir yil operasyondan sonra iki (%1.3) rekiirrens tespit edildi.

Sonug: Lichtenstein inguinal herni onarimi, lokal anestezi altinda giinliik cerrahi girisim olarak birincil tedavi
yontemi olarak segilmeli ve ameliyat asistanlar tarafindan gozetim altinda giivenli bir sekilde yapilabilir.
Anahtar kelimeler: Inguinal herni onarimi, Lokal anestezi, Giiniibirlik cerrahi
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Introduction

Inguinal hernia repair is one of the most commonly
performed operations in general surgery [1-5]. After
introduction of mesh for inguinal hernia repair, recurrences
have been decreased to 5% or less [4]. But, postoperative
chronic pain is getting more importance which has been
reported in 25 to 30 % of the patients, and caused limitations
during daily life in 5 to 8% of the patients [1,6,7].

The most commonly used mesh type is polypropyleng,
however, because of high incidence of chronic postoperative
pain after inguinal hernia surgery, new meshes and fixation
techniques are emerged.[1,4] Reducing the polypropylene
content and increasing the pore size of the mesh is supposed to
offer better outcomes in regard to the pain. Low-weight
polypropylene mesh (lightweight mesh) is considered mostly as
an appropriate choice [1,6,8].

Early mobilization, shorter length of hospital stay and
less postoperative complications have been reported in patients
operated under local anesthesia. Local anesthesia is reported as
a safe method especially for the patients with high anesthetic
risk (general or spinal) [2,5]. Inguinal hernia repair is common
operation performed mostly in early period of surgical
residency under supervision by attending consultants; however
results of operations performed by surgical residents are not
evaluated in detail [9].

Aim of this study was to evaluate outcomes of
Lichtenstein inguinal hernia repair with local anesthesia as a
day-case surgery performed by residents.

Materials and methods

Forty years and older male patients with a primary
inguinal hernia were included prospectively. This study was
approved by the local ethic committee. Preoperatively, all
patients were informed about the surgical technique and written
consent was taken. Patients with bilateral, scrotal or recurrent
hernias, female patients, patients younger than 40-years-old
were excluded from the study. Patients were grouped according
to their ages as decades, and divided into three according to
their body mass index (BMI) results as normal
(BMI<25kg/m2), overweight (BMI 25-29.99kg /m2) and obese
(BMI>30kg/m2). Length of stay in hospital was evaluated as
less than 8 hours or more.

Lichtenstein inguinal hernia repair under local
anesthesia was performed by surgical residents with
supervision by the consultant surgeon. Before the study, several
Lichtenstein inguinal hernia repairs were performed by
consultant surgeons to teach technical details to the residents
which were in postgraduate years 2 or more. Prophylactic
antibiotics were not administered. Polypropylene lightweight
mesh with a dimension of 6 to 11 cm (Parietene, Tyco
Healthcare, Trevéoux, France, 40g/m2) was used for the study.
Hair removal of the operative area was performed at the time of
the operation. A 1:1:2 mixture of lidocaine with adrenaline
(lidocaine HCI 20 mg/ml, adrenaline HCI 0.0125 mg/ml)
(Jetokain, Adeka, Turkey), bupivacaine (Marcaine vial,
AstraZeneca, Turkey) and normal saline was prepared. From
this mixture, 10 ml was injected to the point at the 2 cm medial
to the anterior superior iliac spine, 10 ml to the lateral side of
symphisis pubis and to incision line. Tracings of ilioinguinal
and iliohypogastric nerves were also anesthetized. For indirect
hernia, high dissection and ligation of the hernia sac were
performed. For direct hernia, plication of the hernia sac was
applied. Mesh was located between inguinal ligament and
conjoined tendon by 3/0 polypropylene suture.

Day-case Lichtenstein Repair

Analgesics were not given to the patients unless they
needed, and Paracetamol 500 mg per oral was choice of
medication. All patients were discharged at postoperative 8th
hours. But in cases of clinical necessity, the discharge was
delayed. For the follow-up period, the patients were re-
evaluated at 7th day, 4th week, 6th month and 12th month.

In this study, wound infection defined as presence of
hyperemia over the incision and/or purulent drainage from the
wound. In cases of hyperemia and drainage without infective
findings lasting more than one month called as mesh reaction.
Return time to normal daily activity was defined as the day in
which patient can have ability to make his normal daily
activities alone. Postoperative pain was evaluated with visual
analog scale (VAS) and graded from no pain as 0 to the
maximum pain as 10. Degree of satisfaction with local
anesthesia was evaluated as very good, good, moderate, bad
and very bad. Each patient was asked for his future preference
of local anesthesia again as yes or no. Chronic postoperative
pain was defined as the pain lasting more than 3 months in the
absence of recurrence.

The parameters which were evaluated in this study
were family history for inguinal hernia, BMI, American Society
of Anesthesiology score (ASA), features of inguinal hernia
such as side, type (indirect, direct or combined) and diameter,
operation time, postoperative pain, hematoma and seroma
formation over the wound, development of wound infection,
length of stay in hospital, time to return to normal daily
activity, mesh reaction, degree of satisfaction with local
anesthesia and recurrence.

Statistics

Statistical analyses were performed through a
computerized software package using Excel (Office XP from
Microsoft). Statistical calculations were performed using NCSS
(Number Cruncher Statistical System, 2007) and PASS
Statistical soft-ware (Utah, USA, 2008). One-vay Anova test
was used for analysis of normally distributed descriptive
continuous variables which were expressed as meantstandard
deviation (SD), median, frequencies and ranges. Mann-Whitney
U test was used for comparison of descriptive variables without
normal distribution. Tukey’s HDS test was used to detect the
groups which cause the difference. The Chi-square test was
used to assess an association between qualitative variables.
Differences were considered statistically significant if the p
value was equal to or less than 0.05.

Results

There were 165 patients undergoing Lichtenstein
inguinal hernia repair under local anesthesia between June 2009
and March 2011. Patients with successful application of local
anesthesia and successful follow-up records composed the
study group (n=151). Patients’ demographic variables are
detailed in Table 1. Mean age of the patients was 55.7+10.8
with a range of 40 to 90.

Hernias were present at the right and the left sides in
77 (51%) and 74 (49%) patients, respectively. Intraoperative
evaluation of the hernias revealed direct hernia in 84 (55.6%),
indirect in 58 (38.4%) and combined hernia in nine (6.0%).
Mean diameter of the hernias was 4.9+2.4 cm with a range of 1
to 15 cm.
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Table 1: Demographic variables of the patients.

n %
40-49 53 35.1
Age groups 50-59 44 29.1
(year) 60-69 37 245
>70 17 11.3
BMI Normal (<25) 53 351
(kg/m? Overweight (25-29.99) 75 49.7
Obese (>30) 23 15.2
Family Positive 45 29.8
history Negative 106 702
1 95 62.9
ASA score 2 a7 311
8 5.3
4 1 0.7

BMI: Body mass index, ASA: American Society of Anesthesiology Score

Mean operation time was 51.2+13.2 minutes. On
obese patients, operation time was significantly higher than the
others (p<0.05). Patients were discharged at postoperatively 8
hours or less in 143 (94.7%), while others were discharged after
this period. Degree of satisfaction and future preference of local
anesthesia of the patients were given in Table 2. In general,
90.7% of the patients were reported to choose local anesthesia
again.

Postoperative pain scores were ranged from 0 to 6
with a mean score of 1.3£1.5 postoperatively at the 7th day.
These scores decreased to 0.58+1.1 with a range of 0 to 6 at 4th
week evaluation. Eleven and four patients were reported some
degree of pain at 6th and 12th month evaluations (Table 3). At
the postoperative 1st day, 137 (90.7%) patients could return to
daily activities. Eleven (7.3%) and three (2%) patients reported
this interval as 2nd and 3rd postoperative days, respectively.
There were 28 (18.5%) hematoma and seroma formation in
which five of them were evacuated by surgical exploration.
Wound infection was developed in 18 (11.9%) patients that all
were managed conservatively with antibiotic treatment. There
was no mesh reaction; however, two (1.3%) recurrences were
detected after one year of the operation.

Table 2: Degree of satisfaction and future preference of local
anesthesia.

n %
Very good 81 53.6
Good 43 285
Degree of satisfaction ~Moderate 8 5.3
Bad 4 2.6
Very bad 15 9.9
Future preference Yes 187907
No 14 9.3
Table 3: Postoperative pain scores.
Time n Range Mean+Standard deviation
7th day 21 0-6 1.3+1.5
4th week 18 0-6 0.6+1.1
6th month 11 04 0.23+0.7
12th month 4 0-3 0.07+0.4

Discussion

Performance of Lichtenstein inguinal hernia surgery
under local anesthesia as a day-case surgery is accepted as the
standard policy in many specialized and non-specialized centers
[1,9-12]. The advantages of local anesthesia over general
anesthesia are well documented with regard to less
postoperative pain, lack of detrimental effect on pulmonary
function, early mobilization helping to day-case surgery
facilities [5,10,13,14]. In general, it was accepted that excellent
outcomes in primary hernia repair could be achieved by using

_tension free open technique with local anesthesia [4,15].

Day-case Lichtenstein Repair

Most of the inguinal hernia surgeries have been
performed in outpatient clinics [13,14]. Local anesthesia has
been also preferred method because of its advantage for
patients such as less postoperative pain, early recovery and
mobilization, and lack of specific complications of spinal and
general anesthesia [13]. In the present study, it was possible to
perform 94.7% of the operations as day case surgery. It was
thought that use of local anesthesia was more important than
the other parameters such as use of lightweight mesh or the
type of the operation to reach this high rate.

Polypropylene based mesh materials used in hernia
surgery help in strengthening the weakened native tissues by
fibroplastic mesh-aponeurotic scar tissue complex [1,8,16]. But
this inflammatory process may lead to some undesirable
sequelae such as chronic pain and postoperative foreign body
sensation [17]. It was suggested that reducing the
polypropylene content and increasing pore size of the mesh
were beneficial to diminish these unwanted effects secondary to
the use of meshes [1,8]. However, these findings were usually
come from animal studies, and there was some suspicion about
the possible high rate of the recurrences following use of
lightweight meshes weighing 35 to 50 g/m2, which could be
explained by the technical factors [1,8,16,18-20].

Although assessment of inguinal hernia surgery has
focused on recurrence, complications and costs, more recently
there was an increased attention on chronic pain, discomfort
and quality of life [21]. Definition of chronic pain relies on its
chronicity lasting usually more than 3 months; however, there
are several reports with different definitions of chronic pain
indicating difficulty in classification, grading and measurement
[1,2,10,21]. Patient-reported outcomes such as pain were
believed to be an important index for improving outcomes in
hernia surgery [8]. In this study, as a patient-reported outcome,
the pain lasting more than 6 months was accepted as chronic
postoperative pain which were seen in 11(7.3%) and four
(2.7%) patients after 6 months and one year, respectively. Our
rates were also comparable to the other studies that chronic
postoperative pain was reported to occur in between 10-30% of
the patients [2,9,22]. We thought that chronic postoperative
pain was mild in nature, since over 90% of the patients were
very satisfied in general, and the maximum pain score was up
to 3 and 4. Use of lightweight mesh might be an important
factor to get low rate of chronic postoperative pain in
accordance with others [4,8].

Recurrences after Lichtenstein inguinal hernia repair
were reported as low as 1 to 2 % in large series [23]. Although
it was believed that specialization for inguinal hernia repair had
positive effect to decrease the recurrence rates, it was also
shown that this operation could be performed with low
recurrence rates by non-specialized surgeons, even general
practitioners with a special interest [1,14,15]. It was reported
that Lichtenstein inguinal hernia repair could be performed
alone by residents if a precise teaching organization by an
experimented surgeon is available [9]. However, there were
several reports indicating higher recurrence rates up to 7 % in
cases of such operations performed by junior residents in
comparison to senior residents with a recurrence rate of 1.1%
[24]. In the present study, 1.3% recurrence was detected during
the first year that was comparable to the other studies [23]. But
longer follow-up period is needed to confirm a more accurate
risk with regard to possible risk factors for recurrence such as
use of the lightweight meshes and performance by residents.

Postoperative seroma and hematoma formation could
be seen after inguinal hernia surgery, but it was reported more
commonly after Prolene Hernia System or Perfix usage [10,14].
Wound infection is another important complication for inguinal
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hernia surgery which was reported as up to 10% of the patients
[14]. Although our complication rates were higher than the
previously reported rates, lack of prophylactic antibiotic usage
and acceptance of even hyperemia over the incision as a
criterion for infection might be explanations for this issue. Lack
of control group which included the cases performed by the
consultant surgeons and short follow-up period especially for
recurrence were the limitations of this study.

In conclusion, Lichtenstein inguinal hernia repair

under local anesthesia as a day case surgery should be chosen
as a primary treatment method, and can be performed by
surgical residents under supervision in a safe manner.
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Colonic cancers fistulised to other segments of the gastrointestinal

tract. Case series and review of literature.

Diger sindirim yolu béliimlerine fistiil olusturan Kolonik kanserler. Olgu serisi ve literatiir derlemesi.

Ali Kilic !, Mustafa Hasbahceci 2, Orhan Alimoglu *, Fatih Basak *, Abdullah Sisik *, Tolga Canbak *

Abstract

Background: Occurrence of enteric fistulas caused by colon cancer is a rare. Preoperative diagnosis has some
difficulty because of non-specific presentation and lack of appropriate combination of diagnostic techniques.
Methods: From November 2008 to April 2012, patients with entero-enteric fistulas caused by colon cancer
were reviewed with regard to demographic variables, clinical presentation, diagnostic evaluation, intra-
operative findings, type of surgical procedure and pathologic examination.

Results: There were four (3.92%) fistulas caused by colon cancer among 102 patients with adenocarcinoma of
the colon. Fistulas were one colo-duodenal, one colo-gastric, one ceco-sigmoidal and one sigmoido-rectal in
patients with a mean age 56.5 years. Presence of fistulas was not diagnosed preoperatively in any of the
patients by using standard diagnostic techniques, i.e., endoscopy and computed tomography. Complete
resection of tumor with tract of fistula was performed in all patients. Mean duration of follow-up period was
12.25 months, liver metastasis was detected in one patient, entero-cutaneous fistula in one.

Conclusions: Malignant fistula formation caused by colon cancers is a rare event. Preoperative diagnosis
could be achieved by using a combination of barium enema or meal and endoscopy. Surgical treatment via
oncologic en-bloc resection with negative microscopic margins is important for long-term survival.

Key words: adenocarcinoma, colon, fistula, enteroenteric, coloduodenal, cologastric

Oz

Giris: Kolon kanserinin sebep oldugu enterik fistiiller nadir goriiliir. Ameliyat 6ncesi tani, spesifik olmayan
sunum ve uygun tani teknikleri kombinasyonu bulunmamasi nedeniyle bir miktar zorluk ¢ekmektedir.
Yontemler: Kasim 2008 - Nisan 2012 arasinda demografik degiskenler, klinik tablo, tan1 degerlendirme,
intraoperatif bulgular, cerrahi girisim tipi ve patolojik inceleme agisindan entero-enterik fistiillii hastalar
gozden gegirildi.

Bulgular: Kolon adenokarsinomali 102 hasta i¢inde kolon kanserine bagli dort fistiil vard:r (%3.92). Yas
ortalamasi 56.5 olan hastalarda bir kolo-duodenal, bir kolo-gastrik, bir ceco-sigmoidal ve bir sigmoid-rektal
fistlil goriildi. Fistiillerin varligi, standart tani teknikleri, yani endoskopi ve bilgisayarli tomografi
kullanilarak preoperatif olarak teshis edilemedi. Biitiin hastalarda tiimor-fistiil dokusu rezeksiyonu yapildi.
Izlem siiresi ortalama 12.25 ay, bir hastada karaciger metastazi, bir hastada entero-kutandz fistiil saptand.
Sonuglar: Kolon kanserlerinden kaynaklanan malign fistiill olusumu nadir goriilen bir olaydir. Ameliyat
oncesi tani, baryum lavman veya yemek ve endoskopi kombinasyonu kullanilarak basarilabilir. Onkolojik en
blok rezeksiyon ve negatif mikroskobik cerrahi sinir, uzun siireli sagkalim i¢in énemlidir.

Anahtar kelimeler: adenokarsinom, kolon, fistiil, enteroenterik, koloduodenal, kologastrik
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Introduction

Colon cancers may form fistulas to the other
gastrointestinal organs by direct extension showing local
aggressiveness of the tumor [1, 2]. Occurrence of such
complication has been reported as a very rare event in the
literature [2-4]. Besides specific symptoms of the colon
cancers, patients with fistulas may present with clinical findings
changing according to the organs that fistula formation
develops. Although preoperative diagnosis of fistula formation
may be difficult due to non-specific clinical presentation, it can
be diagnosed readily by endoscopic and radiologic imaging of
the gastrointestinal tract in selected patients [1, 5]. Current
treatment modality for such tumors includes en-bloc resection
of the tumor and fistulous tract [2, 4].

In this paper, we aim to review our colon cancers
forming fistulas to the other gastrointestinal organs with regard
to the clinical presentation, operative findings and treatment
outcomes.

Materials and methods

All patients who were surgically treated due to
adenocarcinoma of the colon at our hospital from November
2008 to April 2012 were reviewed. Patients with tumor
fistulation to the other gastrointestinal organs diagnosed either
by pre-operatively or intra-operatively were included to the
study group for further evaluation. Preoperative diagnosis of
the fistulation was achieved by showing the fistulous tract
during pre-operative imaging tests. Intra-operative diagnosis of
the fistulation was achieved by direct exposure of the fistulous
tract after the detailed exploration. Demographic variables,
clinical presentation, diagnostic evaluation, intra-operative
findings, type of surgical procedure and pathologic examination
were collected during a detailed chart review. Follow-up was
accomplished through recent clinic visits as of April 2012. The
outcome measures included completeness of the resection,
recurrence of the tumor and the fistula, and overall survival.

Results

Among 102 patients who were surgically treated due
to adenocarcinoma of the colon, there were four (3.92%)
fistulas caused by colon cancer. All patients were male with a
mean age 56.5 years (range from 46 to 63 years). The main
presenting symptoms were diarrhea, rectal bleeding and loss of
weight more than 10 % of the ideal weight in 2, 1 and 1 patient,
respectively. Imaging tests and initial disease status were given
in Table. Presence of the fistulas was not diagnosed
preoperatively in all patients with the help of the imaging tests.

The fistulas detected intra-operatively (Figure) were
detailed in Table. Complete resection of the tumor with the
fistulous tract was achieved in all. Pathologic examination
revealed adenocarcinoma of the colon originating from the
transverse, the sigmoid and the cecum in 2, 1 and 1 patient,
respectively.

Symptoms of the patients were all relieved after the
surgical treatment. The mean duration of the follow-up period
was 12.25 months with a range of 6 to 20 months in which
there were one metastasis to the liver and one entero-cutaneous
fistula. There was no mortality.

v

Table: Imaging techniques, intraoperative and postoperative findings
of the patients.
No Imaging / Initial

Intraperative diagnosis  Pathology / Postoperative

disease status / Surgery treatment and outcome

1 Colonoscopy, Colon cancer with Adenocarcinoma,
CT/An coloduodenal fistula / pT4bN1aMo / Liver
obstructive Right hemicolectomy,  metastasis, chemotherapy,
lesion at the wedge resection of the  alive at the 20th month

transverse colon  2nd part of the
duodenum and head of

the pancreas

2 Colonoscopy, Colon cancer with Adenocarcinoma,
upper cologastric fistula / pT4bNOMO /
endoscopy, CT/  Transverse colectomy,  Chemotherapy, alive at the
An obstructive subtotal gastrectomy 6th month

lesion at the
distal part of the
transverse colon

3 Colonoscopy, Colon cancer with
CT/ A cecal cecosigmoid fistula /
mass Right hemicolectomy,

sigmoid resection

Adenocarcinoma,
pT4bN2aMo /
Enterocutaneous fistula,
alive at the 9th month

4 Colonoscopy, Colon cancer with Adenocarcinoma,
CT/ A mass at sigmoidorectal fistula/  pT4bNOMO /
the sigmoid Extended low anterior ~ Chemoradiotherapy,
colon (18 cm resection, loop ileostomy closure at 13rd
from the anal ileostomy month, alive at 14th month
verge)

Figure: A tumoral mass causing cecosigmoidal fistula
located at the cecum (thin, white arrow). After opening of the walls of
the cecum (thick, white arrow) and the sigmoid, a surgical instrument
located through the fistulous tract (white arrowhead).
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Discussion

It is generally accepted that it is a rare event for
carcinoma of the colon to form fistulous connections with other
gastrointestinal organs by direct invasion. Such connections are
usually occurred secondary to primary colon cancers [1, 3, 6].
Incidence of colon cancers forming fistulas to the duodenum
has been reported to be as low as 1 in 900, and mostly as case
reports or case series [3]. Colo-gastric fistulas secondary to
colon cancer has been reported even rarer [2, 5]. It has been
shown that colo-colonic fistulas are usually a complication of
inflammatory or neoplastic process. Sigmoido-cecal fistula,
most probably as a complication of sigmoid diverticulitis, has
been reported in a few case reports [7]. There was only one
paper  showing  ceco-sigmoidal  fistula  caused by
adenocarcinoma of the cecum [8]. It is generally thought that
colo-colonic fistulas can be considered as rare pathologies
without any clinical importance; therefore, publications with
regard to this pathology are very small.

Clinical presentation varies according to status of the
primary tumor, fistula itself or metastatic disease [3]. Although
diarrhea, vomiting and weight loss are the most common
symptoms caused by adenocarcinoma of the colon forming
fistulas with upper gastrointestinal system, non-specific
symptoms may sometimes cause difficulty for establishing the
exact diagnosis [1-3]. Nutritional deficiency, fecal halitosis and
abdominal pain were reported to be other symptoms with
regard to malignant fistulation to upper gastrointestinal system
[2]. Gastrointestinal bleeding has been reported as the main
presenting symptom for malignant colo-duodenal fistula
patients [6]. It is believed that diarrhea has been related to
colonic bacterial contamination of the upper intestines rather
than to a pure mechanical effect [3]. It has also been suggested
that duodenal bile salts have an irritating effects on colonic
mucosa resulting in diarrhea. However, colo-colonic fistulas
usually have insidious presentation with nonspecific symptoms
[7]. Diarrhea and rectal bleeding were the most common
symptoms seen in our patients. Although such symptoms can be
seen in each case of the patients with colon cancer, combination
of diarrhea, nausea-vomiting with significant loss of weight
should be regarded as a specific clue for formation of such
fistulas [3].

Preoperative diagnosis of malignant fistulas may be
difficult in some cases. Radiology with barium enema or meal
is especially useful for delineating colorectal fistulas with upper
gastrointestinal system. Therefore, they should be used in
suspicious cases [1-3, 5, 7, 9]. Computed tomography is shown
to be effective for documentation of the metastatic disease.
Direct observation of the fistulous tracts by upper and lower
gastrointestinal endoscopy has been accepted to be more
diagnostic tool [1, 3]. It was found that a combination of
radiologic imaging and endoscopy were complimentary in
evaluation of the cases with malignant fistula [6, 9, 10].
However, it was impossible to diagnose these fistulas
preoperatively only by using endoscopic techniques, most
probably due to the lack of technical expertise. It is also thought
that being reluctant to use of barium enema or meal in these
cases is another point causing not to put a diagnosis
preoperatively. Therefore, we offer to use a combination of
radiologic imaging with barium and endoscopy in the
suspicious cases.

In these patients, it was possible to diagnose these
fistulas intraoperatively after the detailed exploration. Although
preoperative diagnosis by imaging and endoscopic techniques
can be accepted as a superior approach, showing the fistulous
tract between two visceral organs can also be accepted as a

Enteroenteric fistula in colon cancer

diagnostic method during the surgery. However, it should be
kept in mind that there may be some technical problems in
cases with internal fistulas. For colonic cancers fistulised to
upper gastrointestinal organs such as the stomach and the
duodenum, retroperitoneal dissection of all tumoral tissues can
be difficult to achieve complete resection. Care should be given
to preserve the pancreatic tissues to avoid postoperative
pancreatic fistulas. In colonic cancers fistulised to other part of
the gastrointestinal tract, understanding of the anatomy is an
important issue to perform anastomosis with regard to its
number and safety.

Although surgical treatment depends on the extent of
the primary tumor, the presence of the metastatic disease and
the general condition of the patient, en-bloc resection of the
fistulous tract with the primary tumor and fistula forming
organs is the generally accepted modality [1-6]. The type of
surgery may show some differences according to the
localization of the tumor and the fistulous tract. A right
hemicolectomy ad duodenal resection was accepted as the most
appropriate surgery for colo-duodenal fistulas caused by
adenocarcinoma of the colon [6].

It was also shown that prognosis and survival were
usually dependent on the stage of the disease and presence of
the curative resection [1, 3]. Complete resection with the
primary tumor, the fistulous tract and the fistula forming organ
was performed in all cases which might be responsible for the
lack of mortality during the follow-up period. Therefore, it
should be attempted to reach oncologic en-bloc resection with
negative microscopic margins for long-term survival [6].

In conclusion, malignant fistula formation caused by
colon cancers is a rare event. Although preoperative diagnosis
can be achieved by using barium enema or meal and endoscopy
in most of the cases, surgical treatment via oncologic en-bloc
resection with negative microscopic margins is important for
long-term survival.
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Association of granulomatous appendicitis and simple laboratory

tests. Controlled observational study.

Graniilomatoz apandisitin basit laboratuar testleriyle iliskisi. Kontrollii gozlemsel ¢alisma.

Hakan Cakit !, Abdullah Sisik *, Yahya Ozel *, llyas Kudas *, Fatih Basak !, Cumhur Selcuk Topal ?,

Fikret Ezberci !

Abstract

Aim: Granulomatous appendicitis (GA) is evaluated as different clinical situation from specific causes, and very rare. It is
defined as the presence of granulomatous inflammation in the appendix. Its etiology can be infectious, or noninfectious.
However its differentiation from tumor can be challenging with macroscopic appearance in the operation. In this study, we
aimed to present a case series of GA cases, evaluate prediction and association of GA before surgery.

Material and Methods: A descriptive study is designed. All appendectomies between 2007 and 2015 were reviewed. The
patients who diagnosed with GA by histopathological evaluation constituted study group. The rest constituted the control
group. Demographic data, complete blood count parameters (22 parameters for each) were recorded. Categorical variables
were expressed as frequencies and percentages. Baseline characteristics were compared using the t-test and Mann-Whitney
U test. Fisher’s exact test was used to compare categorical variables. The differences were considered statistically
significant if the p value was less than 0.05 at a 95% confidence interval.

Results: During study period, 4570 patients were operated for acute abdomen with the presumptive diagnosis of acute
appendicitis. Eight (0.2%) patients constituted study group. For control group sample size was calculated as 527 cases
(95% power to show a 50% difference in the rate of the primary outcome, with a 2-sided type | error rate of 5%. Additional
142 to decrease errors). Demographic findings like age and gender didn’t show difference between the groups (p=0.499 and
p=0.477, respectively). EOS# and EOS% were higher in study group than control group (p<0.0001 and p<0.0001,
respectively). Logistic regression analysis showed that EOS% effect was significant with p of <0.0001, odds ratio of 0.522
and Nagelkerke R2 of 0.191.

Conclusion: Diagnosis of GA with macroscopic appearance in operation is a challenging for a surgeon. We found that
EOS# and EOS% are associated with GA.

Keywords: Acute appendicitis, Granulomatous appendicitis, Prediction

Oz

Amag: Graniilomatdz apandisit (GA), spesifik nedenler ile olusan farkl klinik durum olarak degerlendirilir ve ¢ok nadirdir.
Apendikste graniilomat6z inflamasyon varlig1 olarak tanimlanmaktadir. Etiyolojisi infeksiyoz veya infeksiyon disi olabilir.
Bununla birlikte, operasyondaki makroskopik gériiniimiiyle tiimorden ayirmak zor olabilir. Bu ¢alismada, GA vaka serisi
sunmay1 ve cerrahiden dnce GA 6ngoriisiinii ve iliskisini degerlendirmeyi amagladik.

Arag ve Yontemler: Tanimlayici bir ¢alisma tasarlandi. 2007 ile 2015 yillar1 arasindaki tim apendektomiler gézden
gecirildi. Histopatolojik degerlendirme ile GA tanisi alan hastalar ¢alisma grubunu olusturdu. Geriye kalanlar kontrol grubu
olusturdu. Demografik veriler, tam kan sayimi parametreleri (her biri i¢in 22 parametre) kaydedildi. Kategorik degiskenler
frekanslar ve yiizdeler seklinde ifade edildi. Temel 6zellikler, t-testi ve Mann-Whitney U testi kullanilarak karsilagtirildi.
Kategorik degiskenleri karsilastirmak i¢in Fisher'in kesin testi kullanildi. P degerinin %95 giiven araliginda 0.05'den diisiik
olmasi halinde farklar istatistiksel olarak anlaml kabul edildi.

Bulgular: Calisma siiresi boyunca 4570 hasta akut karm igin akut apandisit teshisi ile ameliyat edildi. Caliyma grubunu
sekiz hasta (%0,2) olusturdu. Kontrol grubu i¢in 6rneklem biyiikligii %50 farki gostermek igin, %95 giice sahip olacak
sekilde, 2 tarafli %5 tip I hata oran1 ile 385 olarak hesapland1 Hata payini azaltmak igin yapilan eklemeler (142) ile son say1
527 olarak hesaplandi. Yas ve cinsiyet gibi demografik bulgular gruplar arasinda fark géstermedi (sirasiyla p=0,499 ve
p=0,477). Calisma grubunda EOS# ve EOS% kontrol grubuna gore daha yiiksekti (sirasiyla p<0,0001 ve p<0,0001).
Lojistik regresyon analizi EOS% etkisinin anlamli oldugunu gosterdi (p<0,0001, odd’s orani: 0,522, Nagelkerke R2:0,191).
Sonuglar: Operasyonda makroskopik goriiniimil ile GA'nin teshisi cerrah i¢in zorlayicidir. EOS # ve EOS%'nin GA ile
iligkili oldugunu tespit ettik.

Anahtar kelimeler: Akut apandisit, Graniilomatoz apandisit, On gérmek
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Introduction

Granulomatous appendicitis (GA) is an uncommon
cause of acute abdomen and may be presented as appendicular
mass. It is defined as the presence of granulomatous
inflammation in the appendix. Its etiology can be infectious, i.e.,
Mycobacterium  tuberculosis, Yersinia pseudotuberculosis,
parasites, and fungal infection, or noninfectious, i.e., Crohn’s
disease, sarcoidosis or in the case of tumors, or idiopathic [1, 2].

GAs are usually presented as acute appendicitis, and
usually detected as an incidental finding during operation and
pathological evaluation of appendix. Sometimes it can’t be
predicted with simple laboratory and diagnostic imaging like
ultrasound; however its consequence after surgery may differ
from acute appendicitis [3, 4]. The confirmatory diagnosis is
made by histopathology and is characterized by the presence of
non-necrotizing epithelioid granuloma, and mucosal ulcerations
[5, 6].

GA can be presented as appendicular mass in
diagnostic evaluation or operation. But differentiation of GA
from tumor can be challenging with macroscopic appearance in
the operation. In this study, we aimed to present a case series of
GA cases, evaluate prediction of GA before surgery and discuss
the entity under review of literature.

Material and Methods

We designed a descriptive study using retrospective
review of prospectively collected data. The local institutional
review board approved the study, and the universal principles of
the Helsinki Declaration were applied.

All appendectomies between 2007 and 2015 were
reviewed. The patients who diagnosed with GA by
histopathological evaluation constituted GA group (study
group). The patients who diagnosed with acute appendicitis by
histopathological evaluation constituted control group. Patients
with diagnose of non-appendicitis, e.g., mucocele, or tumor
were excluded.

Demographic data, e.g., age and gender, and complete
blood count parameters (BASO#: Basophil count, BASO%:
Basophil percent, EOS#: Eosinophil count, EOS%: Eosinophil
percent, Hct: Hemotocrit, Hgb: Hemoglobin, LY#: Lymphocyte
count, LY%: Lymphocyte percent, MCH: Mean corpuscular
hemoglobin, MCHC: Mean corpuscular  hemoglobin
concentration, MCV: Mean corpuscular volume, MO#:
Monocyte count, MO%: Monocyte percent, MPV: Mean platelet
volume, NEU#: Neutrophil count, NEU%: Neutrophil percent,
Pct: Platelet concentration, PDW: Platelet distribution width,
PIt: Platelet, RBC: Red blood cell count, RDW: Red blood cell
distribution width, WBC: White blood cell count) which are
taken before operation were recorded. We then performed
univariate and multivariate analyses using binary logistic
regression to examine the associations.

In study group, preoperative presumptive diagnoses
were evaluated, operation notes regarding suspicious
intraoperative findings, radiological and histopathological
evaluations were recorded. All study cases were followed-up by
routine examination and telephone interview.

Statistics

Statistical analysis was performed using the Statistical
Package for Social Sciences (SPSS) version 22.0 (IBM SPSS,
New York, USA) & PASS (Power Analysis and Sample Size)
2008 Statistical Software (Utah, USA). Normal distributions of
the variables were assessed via Kolmogorov-Smirnov test and

Granulomatous appendicitis .

histograms. Normally-distributed continuous variables were
expressed as mean + standard deviation (SD), and median and
interquartile range is wused for non-normally-distributed
continuous variables. Categorical variables were expressed as
frequencies and percentages. Baseline characteristics of the
study and control groups were compared using the t-test for
normally distributed continuous variables and Mann-Whitney U
test for continuous variables without normal distribution and
ordinal variables. Fisher’s exact test was used to compare
categorical variables. The statistical results were presented at a
95% confidence interval. The differences were considered
statistically significant if the p value was less than 0.05.

Results

During study period, 4570 patients were operated for
acute abdomen with the presumptive diagnosis of acute
appendicitis. In eight (0.2%) patients, histopathologic evaluation
demonstrated a transmural inflammatory infiltrate in appendix
with  lymphoid follicles, indicative of granulomatous
inflammation of appendix. These patients constituted the study
group. After exclusion of 565 patients, 3997 patients constituted
control group. We estimated that with a sample size of 385
control group patients, the study would have 95% power to
show a 50% difference in the rate of the primary outcome, with
a 2-sided type | error rate of 5%.

Also 142 patients added to decrease errors, and at the
end, 527 patients constituted the control group. Selection of
control group sample from 3997 patients were performed by
computer generated numbers as a randomization model.

The diagram of the study is shown in figure 1.

Figure 1: Flowchart diagram

[ Assessed for eligibility (n=4570) ]

Excluded (n=565)
-Appendicular tumor (n=34)
-Non-appendicitis (n=531)

[ Included to the study (n=4005) ]

[ Group allocation (Histopathological evaluation) (n=4005) ]

[ Acute appendicitis (n=3997) ]
[ Granul ppendicitis (n=8) ] T
[ Sample size calculation ]

[ Study group (n=8) ] [ Control group (n=527) ]
|

Patients’ characteristics are provided in table 1.
Demographic findings like age and gender didn’t show
difference between the groups (p=0.499 and p=0.477,
respectively). Evaluation of complete blood count parameters
revealed that EOS# and EOS% were higher in study group than
control group (p<0.0001 and p<0.0001, respectively). Binary
logistic regression analysis showed that EOS% effect was
significant with p of <0.0001, odds ratio of 0.522 and
Nagelkerke R2 of 0.191 (table 2).

In study group, the mean age was 31.1£10.7 years (20-
46). Female to male ratio was 1 (4/4). Abdominal pain was
present in all eight patients and nausea in three. Indications for
surgery were acute abdomen in eight (100%) patients with
presumptive diagnosis of acute appendicitis.

Table 1: Characteristics of groups
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Study group  Control group  p*?

(n=8) (n=527)
Age (Mean£SD) 31.1£10.7 28.5+10.6 0.499
Gender (M/F) 4/4 335/192 0.473
Complete blood Median Median (IQR) p?
count parameter (IQR)
BASO# 0.02 (0.05) 0.04 (0.06) 0.640
BASO% 0.20 (0.49) 0.24 (0.41) 0.690
EOS# 0.30 (0.17)  0.04(0.11) <0.001*
EOS% 2.93 (1.56) 0.27 (0.86) <0.001*
Hct 35.7(11.4)  395(6.2) 0.211
Hgb 12.25 (4.2) 13.3(2.2) 0.387
LY# 1.29(1.99)  1.88(1.27) 0.149
LY% 14.4 (136)  12.2 (11.55) 0.888
MCH 27.6 (2.6) 28.8 (2.5) 0.232
MCHC 33.5(1.9) 33.7(0.9) 0.777
MCV 81.15 (3.7) 85.7 (6.3) 0.064
MO# 0.76 (0.61) 0.86 (0.50) 0.103
MO% 5.9(2.2) 6.0 (3.0) 0.663
MPV 6.8 (1.2) 7.3(L.3) 0.100
NEU# 9.07 (8.01) 12.10 (6.2) 0.088
NEU% 748 (15.4)  80.7 (13.5) 0.471
Pct 0.21 (0.15) 0.18 (0.06) 0.571
PDW 18.15(33.3)  17.6 (1.4) 0.127
Pt 2915 (219)  249.0 (84) 0.425
RBC 4.35(1.0) 4.68 (0.62) 0.304
RDW 15.3 (4.7) 15.5 (1.4) 0.862
WBC 13.25(9.4)  14.6 (6.3) 0.121

SD: Standard deviation, M: Male, F: Female, IQR: Interquertile range, * t-test, ?
Fisher’s exact test, > Mann Whitney U test, * p<0.05

Table 2: Binary logistic regression

95% CI for OR  Nagelkerke
Lower Upper R2
0.191

SE. p OR
EOS% 0.181 <0.0001 0.522 0.366 0.743
Constant 0.520 <0.0001 160.420

Table 3: Characteristics of study group (Granulomatous appendicitis
patients)

No Se Ag Size girae(;(r)]’c))s us cT Operat!ve findings
X e cm e Operation

1 F 20 1,5 AA AA AA, AM Normal
Open

appendectomy
2 F 22 2 AM AA AM AM
Right

hemicolectomy

3 M 23 15 AM AA, AM, AM, Perforated

free perforation  appendicitis

fluid , free air lleocecal resection
4 M 24 1 AA AA AA AA
Open

Appendectomy

5 M 29 1 AA AA AA Laparoscopic

appendectomy
6 M 42 0.5 AA AA AA
Open

Appendectomy
7 F 43 1 AM AA AM AA
Open

Appendectomy
8 F 46 2 AA AA AM
Right

hemicolectomy
US: Ultrasound findings, CT: Computed tomography findings, F: Female, M:
Male, AA: Acute appendicitis, AM: Appendicular mass

Granulomatous appendicitis .

Detailed information about the cases of study group is
summarized in table 3. Preoperative imaging were performed in
all patients with ultrasound which is showed suspicion of acute
appendicitis in all, and in five patients with computed
tomography which is suspected of appendicular mass in four
patients (figure 2), acute appendicitis in one. In operation, we
detected appendicular mass in three of eight patients, and right
hemicolectomy was performed in two (figure 3), ileocecal
resection in one with the suspicion of tumor due to macroscopic
appearance. Only appendectomy is performed in remaining five
patients. In histopathological evaluation, Crohn’s disease was
suspected in three patients. In follow-up, entero-cutaneous
fistula was detected in two patients, Crohn’s disease in four. The
patients with fistula were treated with conservative approach.

Figure 2: Computed tomography a, b, ¢: Multiplanar images of one
patient showing the appendicular mass (axial, coronal, sagital), d, e:
axial images.

Figure 3: Operative view a: First appearance in surgery, b:
Appendicular mass

Discussion

GA is a rare clinical entity and it is reported that GA
constitutes less than 2% of all appendectomies in literature [7].
We found that 0.2% of appendectomy cases were GA, and they
were all found incidentally. Our analysis for prediction effort
was showed that EOS# and EOS% was significantly higher in
GA patients.

The presentation of the condition does not differ from
acute appendicitis, however they are usually more silent [1, 2].
Laboratory studies may provide little data and especially
specific serology helps to diagnose at the onset of symptoms as
it turns negative shortly after appendectomy [1]. In our study we
found that complete blood count parameters, e.g., EOS#, EOS%,
were different in GA patients.

Physical examination can be similar with an acute
appendicitis. Imaging modalities like ultrasound cannot show a
specific feature. Findings in ultrasound can be similar to that of
a normal acute appendicitis. Therefore the patients are usually
appendectomized due to presumptive diagnose of an acute
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appendicitis, and the definitive diagnose of granulomatous
appendicitis is achieved by histopathological examination [8, 9].
Treatment of GA is usually simple appendectomy, however
some challenges may be shown in inflammatory bowel diseases,
i.e. fistula in Crohn’s disease [10]. In our study we performed
ultrasound examination in all patients, however all examinations
suspected only acute appendicitis. Computed tomography were
taken in five patients and suspected appendicular mass in four
patients, however it didn’t change applied surgical treatment.
Two right hemicolectomy and one lleocecal resection were
performed in three of eight patients. Only appendectomy was
performed in remaining patients. Unfortunately enterocutaneous
fistula was developed in two of these patients.

The etiology of GA can be infectious or non-infectious
causes. Isolated granulomatous inflammation of the appendix is
rare situation, and its etiology is still unknown [7]. Non-
infectious causes are responsible for 62% of cases, and
diverticulitis, Crohn’s disease, foreign-body reactions, tumors
and sarcoidosis are main etiologies. Although Crohn’s disease
cannot be demonstrated with histopathological examination of
GA in some patients, it is shown that approximately 5 and 10%
of patients with GA will develop Crohn’s disease in their
lifetimes [3,4,11]. In our study, we detected Crohn’s disease in
four patients (50% of GA patients).

Infectious causes are responsible for 38% of cases, and
constitute Yersinia, Mycobacterium tuberculosis and other
microorganisms, e.g., parasites and fungi [12-14]. Yersinia
infection accounts for up to 25% of GA [13]. Yersinia
enterocolitica and Yersinia pseudotuberculosis species are most
responsible ones. In our study, Enterobias vermicularis
infestation was found in one patient’s appendix specimen at
pathological evaluation. Tuberculosis was detected in one
patient at follow-up, and treated accordingly. Idiopathic GA was
suspected in remaining patients.

Some limitations are available in this study including
its retrospective design and lack of advanced imaging technique
like CT in some of the patients. New clinical studies with larger
series are needed to confirm the aforementioned data of this
study and to develop a protocol for detection of this pathology.

In conclusion, definitive diagnosis of GA could not be
achieved in some cases with preoperative advanced imaging
studies or macroscopic appearance in surgery. Preoperative
laboratory studies, e.g., EOS# and EOS%, were found
associated with GA. Treatment modality of this entity may be
challenging for the surgeon, simple appendectomy or right
hemicolectomy can be used accordingly in the operation.
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Strangulated paraesophageal hernia: A case report

Bogulmus paradzefageal herni: Olgu sunumu

Fatih Basak , Sefika Aksoy 2, Mert Mahsuni Sevinc 2, Ali Tardu %, Acar Aren 2

Abstract

Hiatal hernia has a risk for wvolvulus and strangulation.
Paraesophageal hernia (type Il hiatal hernia) is seen as the most
risky group because of having a focal defect. In this study, we
aimed to present a case with strangulated paraesophageal hernia
which was surgically treated in an emergent basis.

Keywords: Hiatal hernia, Paraesophageal hernia, Strangulation

Oz

Hiatal hernilerin volvulus ve bogulma riski vardir. Paradzofageal
herni (tip Il hiatal herni), fokal defekt nedeniyle en riskli grup
olarak goriilmektedir. Bu calismada, acil cerrahi tedavi gerektiren
bir strangiile paradzefageal herni olgusunu sunmay1 amacladik.
Anahtar kelimeler: Hiatal herni, Paradzafageal herni, Bogulma

Introduction

Paraesophageal hernia (PH), e.g., type Il hiatal hernia,
occurs due to focal weakness of pharyngoesophageal membrane
and diaphragmatic crus. In this case, while the gastroesophageal
junction and the cardia maintain their normal position under the
diaphragm, a portion of the gastric fundus and/or large curvature
travels through the pleural cavity, forming a hernia. In the
advanced cases, most of the fundus deviates to the right
hemithorax, and the small curvature and the pylorus which are
fixed to the retroperitoneum by the duodenum stay intra-
abdominally [1, 2].

Although they are seen rarely, the most frightening
complication of paraesophageal hernias is volvulus and
strangulation. PH is seen as the most risky group because of
having a focal defect [1, 3]. In this study, we aimed to present a
case of strangulated PH surgically treated in an emergent basis.

Case report

A 56-year-old man admitted to the emergency department
with a three-day history of abdominal pain and vomiting. His
previous clinical record showed a cardiac surgery and no
abdominal operation or trauma was present. On physical
examination, he complained of moderate epigastric discomfort.
Physical signs of acute abdomen was not detected. Chest and
abdominal x-ray studies were performed, and revealed a big air-
fluid level at the epigastric area (Figure 1 and Figure 2). The
patient was diagnosed as strangulated paraesophageal hernia and
he was informed for surgical necessity. After anesthesia
preparation, he underwent open surgery.
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Figure 1: Chest x-ray
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Figure 2: Abdominal x-ray

The fundus of the stomach was detected as herniated
into the mediastinum over the hernia defect. It was reduced and
seen viable, therefore no further procedure performed. The
crural defect was repaired, and Nissen fundoplication was
added. He discharged postoperative 8th day without any
complication.

Discussion

Paraesophageal hernia (PH) is a rare type of hiatal
hernia. Four types of hiatal hernia are identified. The more
common sliding hernia, type I, is characterized by an upward
dislocation of the cardia in the posterior mediastinum. The PH,
type I, is characterized by an upward dislocation of the gastric
fundus alongside a normally positioned cardia. The mixed
hernia, type I, is characterized by an upward dislocation of the
cardia and the gastric fundus [1, 2]. The fourth one is defined as
herniation of organs beside the stomach, i.e., omentum or
colon.

Pain in the epigastric area is the most common
symptom in patients with PH. Others include dysphagia,
nausea, vomiting, hematemesis and dyspnea [2].

Common complications of PH include hemorrhage,
ulceration, incarceration, obstruction, and strangulation [3]. A
case of perforation of the ulcer in the hernia sac is reported [4].
These complications can be lethal [5].

The presence of stomach in the mediastinum shown by
air-fluid levels on chest x-ray is diagnostic for PH. A barium
swallow provides the diagnosis in virtually every case.
Fiberoptic esophagoscopy is useful in the diagnosis and
classification of a hiatal hernia [6].

All  symptomatic patients with PH should be
considered for surgical repair [7]. Untreated patients have a
very high mortality rate because of complications. If surgery is
delayed and repair is done on an emergency basis, operative
mortality is higher than elective repair. Surgical repair of PH
may be either transabdominal or transthoracic. Laparoscopic
repair has proven to be effective in the treatment [8-11].

In conclusion, strangulated paraesophageal hernia may
be seen in elder adults. Chronic herniation can be undetected
for a long time. Emergent surgical treatment of incarcerated
hiatal hernia should be performed due to risk of strangulation of
the herniated organs.
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Rekiirren biliyer pankreatit nasil onlenebilir? Olgu sunumu ve

literatiir derlemesi

How the recurrence of biliary pancreatitis can be prevented? A case report and literature review

Fatih Basak !, Ali Tardu %, Mert Mahsuni Sevine 2, Erdem Kinaci %, Acar Aren °

Oz

Rekiirren akut pankreatit, klinik uygulamada hala kompleks bir tani1 ve tedavi olarak
karsimiza ¢ikmaktadir. Pankreatitte tekrarlayan ataklar cogunlukla teshis sirasinda normal
bir morfoloji gosteren bir bezde goriiliir, bu yiizden bdylesi bir klinik varligin normal
pankreasta tekrarlanan pankreatit ataklariyla karakterize olduguna inanilir. Rekiirren akut
pankreatitli hastalarin degerlendirilmesi, diizeltilebilir faktorlerinin sistematik tanimlanmast
veya ortadan kaldirilmasini gerektirir. Bu c¢aligmada, altt kez atak ile bagvuran akut
pankreatit olgusunu literatiir esliginde sunmay1 amagladik.

Anahtar Kelimeler: Pankreatit, Rekiirrens, Kolesistektomi, Endoskopik sfinkterotomi

Abstract
Diagnosis and treatment of recurrent acute pancreatitis remains a complex issue in clinical
practice. Repeated episodes of pancreatitis are usually seen in a gland with a normal
morphology during diagnosis, so it is believed that such a clinical entity is characterized by
recurrent episodes of pancreatitis in the normal pancreas. The evaluation of patients with
recurrent acute pancreatitis requires systematic identification or removal of correctable
factors. In this study, we aimed to present a case of acute pancreatitis with six attacks in the
light of the literature.
Keywords: Pancreatitis, Recurrence, Cholecystectomy, Endoscopic sphincterotomy

Giris

Akut pankreatit (AP), pankreas bezinin akut bir inflamasyonudur ve c¢esitli
etyolojilerin sebep oldugu bir durum olup, safra taslar1 ataklarin %50-70'inden sorumludur.
Baslangigta akut pankreatit ataklarina neden olabilecek herhangi bir faktor, tekrarlayan
ataklar baglatma potansiyeline sahiptir [1]. AP’den dolay1 basvurularin %27'sini tekrarlayan
ataklar olusturur ve kolelitiazis bunlarin dortte birinden sorumludur [2]. Bu ¢alismada alt1

kez tekrarlayan ataklarla tan1 ve tedavisi gerceklestirilen bir AP olgusunu literatiir esliginde
sunmay1 amagladik.

Olgu sunumu

Altmis dokuz yasinda kadin hasta karin agrisi, bulanti ve kusma sikayetleriyle
basvurdu. Ozgegmisinde diabet, hipertansiyon ve kalp yetmezligi mevcuttu. Fizik
muayenede sag iist kadran ve epigastrik bolgede hassasiyet mevcuttu, akut karin bulgular
saptanmadi. Laboratuar degerlendirmeleri 16kosit: 16.000 /mm?, glukoz: 165 mg/dl, LDH:

300 IU/L, AST: 200 TU/L, Amilaz >1300 IU/ml olup ilk bagvuruda Ranson skoru 2 olarak

hesaplandi. Ultrasonografide safra kesesi iginde multipl kalkiiller ve akut kolesistit ile
uyumlu bulgular saptandi. Bilgisayarli tomografide (BT) akut pankreatit ile uyumlu
bulgular goriildii. Endoskopik retrograd kolangio pankreatografi (ERCP) islemi ile
sfinkterotomi yapildi. Koledok igerisinde milimetrik safra taslar1 oldugu ve sfinkterotomi
sonrasi bunlarin duodenuma bosaldig1 goriildii. Sikayetlerinin diizelmesi ile taburcu edildi
(yatig siiresi 7 giin). On giin sonra benzer sikayetler ile bagvurdu. Hasta akut pankreatit
olarak degerlendirilip, tekrar hastaneye yatist yapildi. Bilgisayarli tomografide (BT)
peripankreatik bolgede %50’yi asan sivi kolleksiyonlar1 ve igerisinde heterojen solid
bilesenler oldugu goriildii (Resim la). Sikayetlerinin diizelmesi ile taburcu edildi (yatig
stiresi 8 giin). Elli alt1 giin sonra benzer sikayetler ile bagvurdu. Ranson skoru 2 olan akut
pankreatit olarak degerlendirildi. BT de sivi kolleksiyonlarinda ve igerisindeki heterojen

. solid bilesenlerde gerileme goriildii (Resim 1b).
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Resim 1: Bilgisayarli tomografi goriintiisii
(a: 2.yatis, b: 4.yatis)
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Ayni yatigta laparoskopik kolesistektomi yapildi.
Diizelme sonrasi taburcu edildi (yatis stiresi 13 giin). On bir
giin sonra tekrar bagvurdu. Yeni bir AP atagi olarak
degerlendirildi ve 4. yatis yapildi. Destek tedavisi sonrasi
taburcu edildi (yatis siiresi 13 giin). Bir giin sonra tekrar
bagvurdu ve 5. yatis yapildi. Destek tedavisi sonrasi
taburcu edildi (yatis siiresi 10 giin). Sekiz giin sonra tekrar
basvurdu. Benzer laboratuvar ve klinik bulgularla 6. yatis
yapildi. Destek tedavisi sonrasi taburcu edildi (yatis siiresi
11 glin). Alt1 aylik takibinde herhangi bir sorun goriilmedi.
Hastanin yatis siirecleri tablo 1°de 6zetlenmistir.

Tablo 1: Hastanin yatis siiregleri

Yatiglar |Ataksiz- | Yatig Tetkik- Islem
\Yatigsiz | siiresi
siire (glin)
1 7 USG, BT, ERCP
2 10 8 BT
3 56 13 BT, Lap. Kol.
4 11 13 BT
5 1 10
6 8 11 BT
Toplam 62 giin USG, 5 BT, ERCP,
(/142 Lap. Kol.
giin)

USG: Ultrasonografi, BT: Bilgisayarli tomografi, ERCP: Endoskopik
retrograd kolangio pankreatografi, Lap. Kol.: Laparoskopik kolesistektomi

Tartisma

AP’nin patogenezinde genellikle iki mekanizma
oldugu kabul edilir: safra yolunda safra refliisii ve en
onemlisi, go¢ edici tag veya ampulladaki impakte bir tastan
kaynaklanan gegici ampulla tikanikligi [3]. AP olgularinda
safra  kesesi birakildiginda 9%75-90'a kadar niiksler
bildirilmistir, ve kolesistektominin bu hastalarda tekrarlama
riskini %10 oranina azalttig1 bilinmektedir [4]. Bu nedenle,
AP hastalarinda, hastanin ameliyat olmak i¢in uygun olmasi
durumunda kolesistektomi yapilmasi ve ortak safra kanali
taglarinin  ERCP ile ¢ikarilmasi oOnerilmektedir [5, 6].
Yiiksek cerrahi riski olan veya kolesistektomi istemeyen
hastalarda, endoskopik sfinkterotomi (ES) kolesistektomiye
alternatif olabilir [7, 8].

Cerrahiye uygun hastalarda kolesistektomi ve
ortak safra kanali taglarinin ¢ikarilmasi, hastaligin tekrarini
Onlemek igin Onerilmektedir. Cerrahinin zamanlamasi
tartismalidir. Baz1 yazarlar acil ameliyati (ilk 48 saat i¢inde)
savunurken, digerleri erken cerrahiyi desteklemektedir (ilk
basvuruda tibbi destek tedavisinden sonra) [9, 10]. Yine de,
gecikmis cerrahi (AP ataginin iyilesmesinden sonra ikinci
bir AP bagvurusunda) degerlendirildiginde, yiiksek niiks
orani saptanmustir (% 49-61) [11]. APnin Klinik
kilavuzlarinda gosterildigi gibi su anda, cerrahinin
zamanlamasi konusunda biiylik bir uzlasma vardir [7, §].
Hafif AP'de kolesistektomi, ilk bagvuru sirasinda veya en
azindan ilk 4 hafta i¢inde yapilmalidir. Kolesistektomi igin
zamanlama siddetli formlarda o kadar net degildir. Tekrar
atak gelisiminin Onlenmesinde ERCP'min rolii {izerine
yapilan ¢alismalar, ES'nin yiiksek cerrahi riski olan veya
kolesistektomi gecirmek istemeyen hastalarda
kolesistektomiye bir alternatif olabilecegini gostermektedir
[8]. Bizim olgumuzda ilk bagvuruda ES yapildi, ancak
yineleme olunca kolesistektomi yapildi. Bu varsayimlari
kanitlamak zor olmakla birlikte: ilk iki atak birbirini
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devamu olabilir, ya da ikinci atak ERCP islemine sekonder gelismis
olabilir.

Villoria ve ark. [12], niikslerin %50'sinin ilk iki ay i¢inde
meydana geldigini bildirdi. Frei ve ark. [13] rekiirrenslerin %52.1'"ini,
AP atagindan sonraki ilk 6 hafta icinde gozledi. Ilgili galismada,
tekrarlayan ataklarin %90'1 safra kesesi mevcut olan hastalarda gorildii.
Niikslerin %4'ii koledokolitiazise bagliyd: ve ataklarin %6's1 idiyopatik
olarak kabul edildi. ilk atak siddetli olursa, tekrarlayan ataklarin daha
sik agir olduguna dikkat ¢ekilmektedir [14]. Bizim olgumuzda ikinci
atak siddetli AP olarak tespit edildi. ilk iki atak sirasinda ES ve
kolesistektomi iglemleri uygulandi ancak dort kez daha AP yinelemesi
tespit edildi. Ikinci yinelemeden sonra gelisen yinelemeler igin, “atak
degil psodokist olusumu” gibi hipotezler diisiiniilebilir. Ancak diger
ataklarda  tetkikler ~ esnasinda  goriintillemelerde  ps6dokist
saptanmamustir. Bu tekrarlayan atak durumlarinin, ikinci atakta gelisen
siddetli pankreatit tablosunun siddetine bagl oldugunu diisiinmekteyiz.
Bu durum, etkin bir sekilde tedavi edilememis siddetli bir akut
pankreatit tablosunun da akilda tutulmasint gerekli kilmaktadir.

Sonug olarak, kolesistektomi uygulanmazsa, AP rekiirrensi sik
goriilen bir olaydir. Ancak kolesistektominin gecikmesi, niiks igin bir
risk faktorii olarak belirlenememistir. Bu nedenle, mevcut klinik
uygulamada kilavuzlara uymak igin ¢aba gosterilmelidir. Cerrahiye
uygun olmayan veya kolesistektomi yapilmasimni reddeden hastalarda
niiksiin 6nlenmesi i¢in ES kabul edilebilir bir tedavi segenegi olabilir.
Cerrahi riski olmayan (cerrahiyi uygun, ancak ameliyat1 kabul etmeyen
hasta) hastalarda rekiirrensi 6nlemek i¢in ES'nin roliinii belirlemek igin
daha ileri ¢aligsmalara ihtiyag vardir.
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