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EDITORIAL

Dear readers, 
 
   As William Osler –one of the founders of the Johns Hopkins Hospital- said: “Medicine is a science of uncertainty and an 
art of probability”. Enlightening unknown mechanisms, discovering new approaches, achieving findings that contribute to 
advances in medicine are the goals of many researchers around the world. Medical students, who have the passion of being 
part of the scientific world, carry out studies continuously. As TMSJ, we are proud of having carried out the task to create an 
opportunity for medical students to publish their manuscripts internationally since 2014. Growing up as a journal each year, 
we believe each issue that is published will reach more readers, sharing valuable information obtained by the recent studies in 
our journal with them, also encouraging many to take part in researches.

   In the first issue of 2018, you can find 3 original articles, 2 case reports and 1 letter to the editor. Akay et al. shared their 
data of 552 patients focusing on the risk of hepatitis B virus reactivation in patients receiving immunosupressive therapies. 
Söyleyici et al. found out that T wave amplitude in lead aVR can be used to evaluate the prognosis of ICD implanted hypert-
rophic cardiomyopathy patients, while Tekwani et al. investigated the use of the antiseptic chlorhexidine to prevent premature 
rupture of membranes in pregnant women with varicose disease. 

   As we are beginning a new year, there have been changes in our editorial board. 10 new editors from different institutions 
joined us and have done great contributions so far. Having new editors from different universities increased the diversity of 
our editorial board, thus, enabled us to reach more readers and evaluate manuscripts more efficiently. We are grateful to them 
for adjusting to our teamwork in a very short time with great motivation.

   There are also great organizations around the world that aim to provide a platform for medical students to present their 
researches internationally and create a good scientific atmosphere.  Biomedical Congress University of Porto (AEICBAS, 15-
18 March 2018), Bukovinian International Medical Congress (BIMCO, 4-6 April 2018), Medical International Conference 
for Students (MEDICS, 19-22 April 2018), 4th McMaster International Review Course in Internal Medicine (MIRCIM, 10-
12 May 2018), and International Congress of Medical Sciences (ICMS, 10-13 May 2018) are among those amazing medical 
student congresses. As TMSJ, we are going to attend them representing our journal. We kindly invite all of our readers to be 
a part of these events!

   Hope to meet you again in our next issue.

                                                                                                                                                                         
 Koray DEMİRCİ                                                                                   

Editor-in-Chief    
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RISK FACTORS AND MANAGEMENT OF HEPATITIS B VIRUS REACTIVATION 
IN PATIENTS WITH HEMATOLOGICAL DISORDERS

Fatih Erkan Akay1, Berfin Tan1, Mahmut Alper Güldağ1, Hilal Sena Çifcibaşı1, Kubilay Elmacı1, Elif Gülsüm Ümit2

1 Trakya University School of Medicine, Edirne, TURKEY
2 Department of Hematology, Trakya University School of Medicine, Edirne, TURKEY

ABSTRACT

Aims: The aim of this study is to evaluate hepatitis B virus serological status and to categorize the risks of our treat-
ment modalities in patients with both benign and malignant hematological disorders.

Methods: This was a retrospective study of 552 patients who were admitted to the Trakya University Hospital He-
matology unit between 01.01.2017 and 31.12.2017. All data regarding the diagnosis, treatment and HBV serological 
status were collected from patient files. Data were analyzed with IBM SPSS V.20 using descriptive statistical analysis.

Results: Hepatitis B surface antigen was positive in 45 (8.2%) patients, antibody to the hepatitis B surface antigen 
was positive in 279 (50.5%) patients  and antibody to the hepatitis B core antigen was positive in 247 (44.7%) patients. 
According to these results, 32 patients were found to be vaccinated for hepatitis B virus. Reactivation was observed in 
4 (0.7%) patients who have been hepatitis B surface antigen positive and have received adequate duration of antiviral 
prophylaxis with tenofovir. These 4 patients have received monoclonal antibody for immunosuppressive treatment. 

Conclusion: To conclude, although the rate of hepatitis B surface antigen reactivation is quite low, as many pa-
tients as possible should be vaccinated to reduce the costs of antiviral treatments and monitorization. If there is no 
time to vaccinate, patients should be categorized according to guidelines by their hepatitis B surface antigen serologi-
cal status and by the planned immunosuppressive treatments.

Keywords: Hepatitis, hematology, immunotherapy

INTRODUCTION

   The course of hepatitis B virus (HBV) infection de-
pends on the interplay between host’s immune status 
and response and viral replication. In all patients, HBV 
persists within the body even after sereological recovery. 
The suppression of immune system with certain treat-
ments brings a risk for reactivation and flare of HBV in-
fection (1). This interplay of HBV and altered immune 
status of the patient may cause delay in immunosuppre-
sive treatment for the underlying hematological disease 
or even lead to fulminant hepatic failure and/or death 
(1). 

   According to guidelines, before the initiation of im-
munosuppresive treatment, all patients should be sc-
reened for HBV infection (2). Screening test for HBV 
should include HBV surface antigen (HBsAg) and HBV 

core antibody (Anti-HBc) which demonstrate the en-
counter with HBV (3). Depending upon these results, if 
the patient is HbsAg positive, baseline HBV DNA levels 
should be measured. In patients who are HBsAg nega-
tive but Anti-HBc positive, HBV DNA testing is also 
recommended depending on the risk of the planned 
immunosuppressive treatment (4). It is recommended 
that patients with a positive HBsAg result should also be 
tested for HBeAg and Anti-HBe. All patients, who are 
negative for HBV screening and will undergo immuno-
suppresive treatment, should be vaccinated, preferably 
before the immunosuppresive treatment (2-5). 

   Patients who are positive for HBV serology (HbsAg 
and/or anti-HBc positive) are at risk for HBV reactiva-
tion if they receive immunosuppressive treatment. This 
immunosuppresive treatment may be either for an au-
toimmune disorder such as immune thrombocytope-

Received: 18.12.2017 - Accepted: 28.12.2017
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nia (ITP), autoimmune hemolytic anemia (AHA) or a 
hematological malignancy like leukemia, lymphoma or 
myeloma including stem cell transplantation (6). 

   The aim of our study is to evaluate HBV serological 
status and to categorize the risks of our treatment moda-
lities in patients with both benign and malignant hema-
tological disorders.

MATERIAL AND METHODS

   This study was approved by Scientific Research Ethi-
cs Committee of Trakya University Medical Faculty. Pa-
tients who were admitted to Trakya University Hospital 
Hematology unit between 01.01.2017 and 31.12.2017. 
All data of 552 patients were screened in a retrospective 
manner. All patients who are older than 18 years of age 
were included in the study. All data regarding the diag-
nosis (bening or malign hematological disorders), tre-
atment (immunomodulatory threapies that the patients 
received), HBV status (HBsAg, Anti-HBs, Anti-HBc  
test results) were collected from the files of patients. 
With the data obtained, the number of patients, who 
are vaccined for HBV and the reactivation rate among 
patients were planned to be determined, in order to es-
tablish the risk of HBV reactivation in patients recieving 
immunomodulatory therapies.

   Data were analysed with IBM SPSS V.20 using desc-
riptive statistical analysis. Numbers, percentages, arith-
metic mean, minimum, maximum were used as desc-
riptive statistics.

RESULTS

   Total number of inpatient admission during a who-
le year period was 552. Out of all patients, 234 (42.3%) 
of them were female, while 318 (57.7%) of them were 
male. Mean age was 59,12 years and minimum age was 
18 years, whereas maximum age was 93 years. Regarding 
diagnosis of patients, 114 (20.7%) patients had benign 
hematological disorders including ITP, AHA and he-
mostatic disorders; 231 (41.8%) patients had lymphoma, 
97 (17.6%) had multiple myeloma and 110 (19.9%) pa-
tients had leukemia. 108 (19.6%) patients were observed 
to receive non-immunomodulatory treatment while 131 
(23.7%) patients received monoclonal antibodies inclu-
ding rituximab and brentuximab, 253 (45.8%) patients 
received conventional chemotherapy, 49(8.9%) patients 
received hypomethylating agents and 11 (2%) patients 
received targeted therapy containing regimens. Patients 

who are receiving monoclonal antibodies may also re-
ceive conventional treatment. Within combination, 246 
(44.6%) patients received anthracycline category of im-
munosuppression and 359 (65%) patients received cor-
ticosteroids. 

   HBsAg was positive in 45 (8.2%) patients, Anti-HBs 
in 279 (50.5%) patients and Anti-HBc was positive in 
247 (44.7%) patients. From these results, it was deduced 
that 32 patients were vaccinated for HBV.

   Among the patients, 119 of them were observed to 
receive antiviral treatment with lamivudine, tenofovir 
or entecavir. Those patients were observed to receive 
conventional low dose chemotherapy, hypomethyla-
ting agent or short duration of corticosteroids. Of pa-
tients receiving corticosteroids, 138 were categorized 
as long-term and high-dose therapy group and all were 
on adequate antiviral treatment. Patients who were on 
low-dose and short-term corticosteroids were either on 
antiviral treatment or on close monitorization, depen-
ding on the patient-physician decision and concerns.

   Reactivation was observed in 4 patients (0.7%) who 
have been HBsAg positive and have received adequate 
duration of antiviral prophylaxis with tenofovir, initiated 
2 weeks prior to chemotherapy. All 4 patients had rece-
ived monoclonal antibody (rituximab) for immunosup-
pressive treatment. 

DISCUSSION

   As high as 70% of HBsAg positive patients recei-
ving conventional chemotherapy for solid/hematologi-
cal tumors were reported to develop HBV reactivation. 
For patients with assumably resolved HBV infection 
defined as HBsAg negative but AntiHBc positive, re-
activation prevalence was reported as 0.3-9% (1). Any 
immunosuppresive treatment has a potential to cause 
HBV reactivation. However, certain regimens are related 
with more pronounced risk of activation. The American 
Gastroenterological Association (AGA) and the Ameri-
can Association for the Study of Liver Diseases (AASLD) 
have attempted to categorize the level of risk for HBV 
reactivation among individuals receiving certain im-
munosuppressive agents (1, 2). In the Table 1, the treat-
ments with rated risks of HBV reactivation are summa-
rized. To be pointed out is that with the development of 
high technology treatment options, the list of treatments 
that are associated with HBV reactivation is constantly 
expanding. Almost all immunosuppressive and immu-
nomodulatory drugs including traditional chemothe-
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of replicative activity with steroids. However, during the 
replication of HBV, necroinflammation of hepatocy-
tes are suppressed with steroids, and as a result, serum 
transaminase levels are low. Once the glucocorticods are 
stopped, viral replication is controlled with active immu-
nity but a necroinflammation develops and transaminase 
levels increase. The peak increase of transaminases typi-
cally occurs 4-6 weeks after withdrawal. Corticosteroids 
are commonly used within combination regimes and are 
frequently ignored as a major treatment agent. However, 
it should be kept in mind that even within combination 
regimens, the use of corticosterods increases the risk of 
HBV reactivation (9). In our study, we observed that pa-
tients receiving corticosteroids for a short duration (less 
than 4 weeks) may be just monitorized without antiviral 
treatment. 

   Most patients with HBV reactivation are asympto-
matic, but in patients with increased transaminase le-
vels, an acute hepatitis infection manifestation may be 
observed. Jaundice, hepatic failure and even death may 
be certain. 

   The diagnosis of HBV reactivation is based on the 
increase in HBV DNA levels. A detectable HBV DNA le-
vel in a corticosteroids for a short duration undetectab-
le HBV DNA; a rise of more than 2 log10 international 
units/mL compared to baseline or a reverse seroconver-
sion (previously HBsAg negative then HBsAg positive) 
(1).

   Treatment of HBV reactivation is generally suppor-
tive measures and antivirals. Tenofovir or entecavir may 
be used in a treatment-naive patient, decision depending 
upon the renal functions. These agents should be prefer-
red to lamivudine since lamivudine is related with incre-
ased risk of resistance. A patient who previously received 
lamivudine should be treated with tenofovir due to en-
tecavir monotherapy resistance in lamivudine refractory 
patients.

   The main goal of management in patients with HBV 
seropositivity should be based on prevention. Patients 
who will undergo immunosuppressive treatment and 
are HBsAg positive or HBsAg negative, anti-HBc posi-
tive (regardless of anti-HBs positivity), should be evalu-
ated for antiviral prophylaxis. According to the risk ca-
tegory defined by AASLD and AGA and summarized in 
Table 1, patients should be evaluated according to HBV 
serological status and the planned immunosuppressive 
treatment for the underlying hematological disorder. For 
patients who have a moderate to very high risk, antiviral 
therapy should be started concurrently and preferably 

Table 1: Immunosuppressive Agents and Risk Classifi-
cation of HBV Reactivation. 

rapeutic agents and glucocorticoids, as well as biologic 
agents (e.g. anti-CD20 and anti-TNF agents), and new 
classes of drugs, such as targeted treatments like tyrosi-
ne kinase inhibitors ans mechanistic target of rapamycin 
inhibitors, bring the risk of HBV reactivation (3, 4).

   The major determinant of HBV reactivation in a 
patient is the HBV serological status. Patients who are 
HBsAg positive have a greater risk than patients who are 
HBsAg negative. Among patients who are HBsAg po-
sitive, particularly those who are also HBeAg positive 
have a much greater risk for HBV reactivation. HBsAg 
negative patients are likely to have a resolved infection. 
Nevertheless, patients who are HBsAg negative but An-
ti-HBc positive are at risk for HBV reactivation if immu-
nosuppressive treatment is initiated. Reactivation may 
occur even in those who are anti-HBs-positive but with 
a low risk (6).  

   For patients who are HBsAg negative and receiving 
rituximab, cyclophosphamide, doxorubicin and predni-
sone (RCHOP, the gold standart regime for B-cell lymp-
homas) HBV reactivation prevalence ranges from 3% to 
41%. The risk for patients who are receiving rituximab 
for collagen tissue disorders are even lower. This decre-
ased risk may be explained with the underlying immu-
nological condition and concomitant treatments (7, 8). 
   
   The risk of corticosteroids depends on the dose and 
duration of treatment. High-dose, prolonged treatments 
are related with higher risk while it should be stated that 
low-dose treatment with prolonged use may also bring 
risk. HBV replication increases in the presence of cor-
ticosteroids. This effect may be due to the stimulation 
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prior to immunosuppression. The duration of antiviral 
prophylaxis is one year after the last dose of immuno-
suppression especially, in patients receiving anti-CD20. 
For patients with low and very low risk, decision to start 
antiviral therapy may be postponed with close transami-
nase and HBV DNA monitoring. Lastly, in patients with 
uncertain risk, the decision to start prophylactic antivi-
ral treatment depends on the physicians’ concern (1-5). 
In our study group we observed a good monitorization 
in patients with low risk without reactivation.

   General approach for the choice of antiviral treat-
ment is tenofovir or entecavir over lamivudine. Lamivu-
dine is recommended only when the first line agents are 
not available since lamivudine resistance is not rare. 

   Although the reactivation rate of HBV was found to 
be quite low in our study, vaccinating as many patients 
as possible is advantagous because of its role in reducing 
costs of antiviral treatments and monitorization. If we 
do not have time to vaccinate, we shall categorize the pa-
tients according to guidelines with their HBV serological 
status and the planned immunosuppressive treatments. 
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INTRODUCTION
 
   Hypertrophic cardiomyopathy (HCM) is the most 
frequent hereditary cardiovascular disease in general 
population and seen in 1 in 500 equally on both sexes 
(1). It is characterized by increased ventricular wall 
thickness. HCM is associated with increased risk of 
atrial fibrillation, cardiac insufficiency and myocardial 
ischemia (2). Clinical manifestation of HCM might be 
shortness of breath, tachycardia, syncope, ischemia or 
abnormal vascularity. It is the prior cause of sudden de-
ath at early ages, with a 0.5-1% occurrence per year and 
2.8% mortality rate in the follow-up (3-5). 

   Implantable cardioverter defibrillator (ICD) is a 
device which is implanted inside the body in order to 
provide cardioversion, defibrillation and pacing of the 
heart. ICD is remarkably effective in reducing the rate 
of sudden cardiac death due to ventricular tachyarrhy-
thmia. It is used for several indications such as HCM, 
ischemic-nonischemic cardiomyopathy, Brugada sy-
ndrome and Long QT syndrome (6).

   Nevertheless, inappropriate ICD therapy, which is 
caused by a failure of differentiating between supra-
ventricular and ventricular tachyarrhythmia or non-
cardiac oversensing (e.g. myopotentials), has possibly 
life-threatening side effects. Inappropriate ICD therapy 

IMPACT OF T WAVE AMPLITUDE IN LEAD aVR ON PREDICTING APPROPRIA-
TE THERAPIES IN HYPERTROPHIC CARDIOMYOPATHY PATIENTS WITH AN 

IMPLANTABLE CARDIOVERTER DEFIBRILLATOR
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1 Trakya University School of Medicine, Edirne, TURKEY
2 Department of Cardiology, Trakya University School of Medicine, Edirne, TURKEY

ABSTRACT

Aims: Although implantable cardioverter defibrillator reduces mortality in hypertrophic cardiomyopathy patients, 
inappropriate implantable cardioverter defibrillator shocks are related to increased mortality. The aim of this study 
is to investigate whether a new electrocardiographic marker of T wave amplitude in lead aVR can be used to predict 
appropriate therapy of implantable cardioverter defibrillator (shock or anti-tachycardia pacing) in hypertrophic car-
diomyopathy patients.

Methods: Thirty-six hypertrophic cardiomyopathy patients, who were admitted to the outpatient clinic for pace-
maker control, with implantable cardioverter defibrillator were retrospectively examined (mean age: 51 ± 10.2 years, 
72.2% male). The primary endpoint was appropriate implantable cardioverter defibrillator therapy. All hematologi-
cal, biochemical and electrocardiogram parameters were measured before implantable cardioverter defibrillator was 
implanted.

Results: Over a median follow-up period of 33 months, 9 (25%) patients experienced appropriate implantable 
cardioverter defibrillator therapy. Heart rate and QRS interval were similar between groups. QT and QTc values 
were higher in patients that received appropriate shocks. Patients who have T wave inversion were higher in therapy 
positive group. T wave amplitude in lead aVR values were significantly associated with appropriate therapy.

Conclusion: Using simple ECG parameters, we may predict arrhythmic episodes before ICD implantation and an 
improvement of the medical antiarrhythmic therapy might be protective for HCM patients with ICD.
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(inappropriate anti-tachycardia pacing and inappropri-
ate shocks) or electrode displacement and dysfunction 
have been associated with myocardial damage and inc-
reased mortality. Additionally, inappropriate ICD the-
rapy, especially inappropriate shock therapy, has been 
related to psychological distress and reduced quality of 
patients’ life (6-8). Therefore, evaluating the adequacy 
of ICD therapy is highly important for patients. Besi-
des, the association between TAaVR (T wave amplitu-
de in lead aVR) and proper therapy of ICD in HCM 
patients is not known. 

   The aim of this study is to reveal the association 
between a simple electrocardiogram (ECG) parameter, 
T wave amplitude, on aVR derivation and appropria-
te ICD therapy (shock or anti-tachycardia pacing) in 
HCM patients. 

MATERIAL AND METHODS

   This study was approved by Scientific Research Et-
hics Committee of Trakya University Medical Faculty. 
The study is carried out according to the World Health 
Organization Helsinki Declaration and international et-
hical standards. Informed consent was obtained from all 
of the subjects. Patients over 18 years old who are di-
agnosed with hypertrophic cardiomyopathy, have imp-
lantable cardioverter defibrillator and were hospitalized 
in the cardiology clinic of Trakya University Hospital in 
between January 2017- 2018 constitute the universe of 
this retrospective research. 36 subjects were included in 
the study. Electrocardiograms and discharge reports of 
these patients are collected from the archive of Trakya 
University Faculty of Medicine through patients’ medi-
cal record numbers. T wave amplitudes in the aVR lead 
of the selected patients’ electrocardiograms are exami-
ned for the most suitable ICD treatment. All of the mea-
surements were made by the same cardiologist in order 
to standardize the results. 

   The 12-lead ECG was recorded at the 50 mm/s spe-
ed (Nihon Kohden, Tokyo, Japan) in the supine position 
and at rest. During the evaluation of the patients, res-
ting heart rate was measured from the ECG. To minimi-
ze the incorrect measurements, QT and QRS intervals 
were measured manually with calipers and magnifying 
glass. ECG measurements of QT and QRS intervals were 
done by two cardiologists who were blinded to the pa-
tient data. Measurement was done in lead II and lead V5 
and the longest QT interval was chosen for the analysis. 
The QT interval was measured from the beginning of 

the QRS complex to the end of the T wave and was cor-
rected using the Bazett’s formula. T wave inversion was 
defined as a negative T wave (T amp <0 mV) in at least 
two contiguous leads except for aVR, V1, and V2 (9). 
The T wave amplitude was defined as the maximum de-
viation from the PR isoelectric baseline and/or the first 
deflection after the QRS complex (10). 

   The patients were divided into two groups regarding 
having an appropriate ICD therapy or not. The first group 
consisted of 27 patients, who had not recieved ICD the-
rapy; while the second group included 9 patients.

   After data collection, all of the data was analyzed by 
using SPSS software version 17.0. A p-value of <0.05 was 
evaluated as statistically significant. Continuous variab-
les included median with interquartile range or mean ± 
standard deviation of the data and categorical variables 
included numbers and percentages of the data. Chi-squ-
are test or Fisher’s exact test was performed to associate 
the categorical variables. Data were analysed for normal 
dissemination using Mann-Whitney U test, Kolmogo-
rov-Smirnov test or Student’s t-test and was used for 
continuous variables, when appropriate. Pearson’s corre-
lation test was used for correlational analysis.

RESULTS

   The mean age of the subjects was 51 ± 10.2 years; 
baseline clinical characteristics and laboratory parame-
ters of the patients are shown in Table 1. The baseline 
clinical and demographic characteristics of the patients 
were similar between groups (p>0.05). 
   
   The ECG and echocardiographic results are shown 
in Table 2. There was no contrast between the two 
groups with regard to left ventricular ejection fraction 
(p=0.22) and left ventricular diameters (p=0.44 and 
0.36, respectively). QTs interval and heart rate corre-
cted QT (QTc) intervals were longer in patients who 
have appropriate therapy (p<0.01 and p<0.001, res-
pectively.). QRS duration was similar between groups 
(p=0.28). Number of patients with T wave inversion 
was higher in the appropriate therapy group (p= 0.005) 
and TAaVR values were significantly associated with 
appropriate therapy (p < 0.001).
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DISCUSSION

   Hypertrophic cardimyopathy is a genetic cardio-
vascular disease and characterized by increased wall 
thickness in which left ventricle of the heart due to 
subaortic stenosis without a certain cause. HCM is a 
common disease with a prevalence of one in 500 people 
of both genders (1, 2). 
   Myocardial ischemia, atrial fibrillation and heart 
failure risks are increased in patients with HCM. Atrial 
fibrillation is seen in 20% of patients and is the most 
common arrhythmia in HCM (1). Atrial fibrillation af-
fects patients with HCM by increasing the risk of em-
bolic stroke and heart failure. Those risks are increased 
in patients with left ventricular outflow obstruction. 
Aging and left atrial enlargement are associated with 
susceptibility to atrial fibrillation. Atrial fibrillation has 
not been explained by a particular genetic substrate or 
mitral regurgitation or left-ventricular outflow obstru-
ction but there is no evidence about an independent 
cause of sudden death in atrial fibrillation (2).

   In this study, it is found that the frequency of pa-
tients with more negative TAaVR was significantly 
higher in the therapy positive group than the therapy 
negative group (p<0.001). For this reason, T wave amp-
litude in lead aVR can be used to predict and evaluate 
appropriate of ICD therapy in HCM patients.

   The importance of the lead aVR is usually negle-
cted. However, ST elevation in lead aVR has been re-
ported in left main coronary artery disease prediction 
(11). Furthermore, aVR is important in the evaluation 
of Brugada syndrome and it can be used for risk strati-
fication (12). 

   In other respects, T wave amplitude in lead aVR 
can be used to evaluate the prognosis of diseases. It was 
demonstrated in dialysis patients that, positive TAaVR 
was related to all-cause mortality (13). In addition, a 
research by Tanaka et al. (14) reported that TAaVR was 
used for prediction of cardiovascular events in ische-
mic and nonischemic cardiomyopathy patients with 
ICD.

   In the end of the study, we concluded that a hig-
her TAaVR is associated with appropriate therapies in 
HCM patients who have ICD implants. Using simple 
ECG parameters, we may predict arrhythmic episodes 
before ICD implantation and an improvement of the 
medical antiarrhythmic therapy might be protective for 
HCM patients with ICD.

Na: Sodium; K: Potassium; AST: Aspartate aminotransferase; AST: Alanine transaminase; 

LDL: Low-density lipoprotein; HDL: High-density lipoprotein; ACEI: Angiotensin conver-

ting enzyme inhibitor; ARB: Angiotensin receptor blocker

Table 2: Echocardiographic and electrocardiographic 
results of the patients.

Data are represented as mean values ±SD. LVEDD: Left Ventricle End Diastolic Diameter; 

LVESD: Left Ventricle End Systolic Diameter; mm: millimeters; bpm: beats per minute; TA-

aVR, T wave amplitude in lead aVR.

Table 1: Baseline clinical and demographic characte-
ristics, laboratory parameters and medications of the 
study subjects.
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INTRODUCTION

   With the progress in modern obstetrics, the need 
for new approaches to problems concerning the prote-
ction of the fetus becomes evident. Preterm premature 
rupture of membranes (PROM) can be characterized 
as the rupture of the fetal membranes before the begin-
ning of labor at any gestational age before 37th week 
(1-2). Complications such as PROM occur in nearly 
8% percent of all term pregnancies (>37 weeks) and 
about 20% of these are prolonged by PROM, about 
30% of these being preterm deliveries (3-5). Genital 
tract infections constitute an important risk factor for 
women of reproductive age (6). Intensive reproduction 

of microorganisms in the vagina flora and cervix lea-
ds to an entry into the uterine cavity. Furthermore, the 
microorganisms are colonized in the basal layer of the 
decidua through which the microorganisms can pass 
into the blood vessels of the fetus and subsequently ca-
use choriovasculitis or can reach the amniotic layer ca-
using bacterial amnionitis. Moreover, microorganisms 
penetrating the amniotic fluid contribute to the inacti-
vation of local antibacterial systems.

   Currently, bacterial vaginosis is considered as the 
most common cause of PROM. Recent studies indicate 
the number of neonates with signs of bacterial intrau-
terine infection (IUI) as 20-55%. Gram-negative mic-
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ABSTRACT

Aims: To investigate modern methods to prevent premature rupture of membranes by the use of chlorhexidine in 
pregnant women with varicose disease.

Methods: The data of 39 pregnant women with varicose disease, who delivered between 2014 and 2016 at Mater-
nity Hospital No. 3, Zaporozhye were analyzed using SPSS software. Patients were divided in 3 groups according to 
their medical history, complications during pregnancy, childbirth and postpartum period. The 1st group consisted 
of 13 pregnant women who did not receive prenatal vaginal douching with chlorhexidine; the 2nd group consisted 
of 13 patients with varicose disease, who received douching of birth canal with vaginal suppositories with chlorhexi-
dine 1 time per day for 10 days before their delivery, but did not undergo a rehabilitation at the sanatorium; and the 
3rd group had 13 pregnant women who received sanatorium rehabilitation at  ‘‘Veliki lug’’ during the II. trimester of  
their pregnancy with the course of 1 chlorhexidine suppository per day for 10 days before delivery.

Results: In the 1st group, the percentage of premature death was 61.5%; anemia and significant ultrasound markers 
were present in 46.2%; the percentage for the presence of hematometra was 38.5%; premature rupture of membra-
nes, anomalies of labor and polyhydroamniosis were 30.8%; chorioamnionitis 15.4%; and intrauterine infection of 
fetus was 7.7%. In the 2nd group, anemia was present in 35%, 23.1% showed anomalies of labor; premature rupture 
of membranes, ultrasound markers, premature death, and hematometra were present in 15.4%. Whereas in the 3rd 
group, anemia and anomalies of labor were present in 15.4%, premature rupture of the membranes and premature 
death were present in 7.7% of the patients.

Conclusion: With its broad antibacterial and antiviral effect, chlorhexidine in antiseptic form was found to be 
beneficial and it is found to promote the restoration of the vaginal microflora.

Keywords: Pregnancy, infection, membrane 
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robacteria play an important role in the development 
of IUI’s. PROM has been found to be associated with 
urogenital infections such as chlamydiosis, trichomo-
niasis, syphilis and gonorrhoea (6). 

   In neonates, PROM can increase the risk of intra-
ventricular hemorrhage which can result in neurodeve-
lopmental disability (cerebral palsy). PROM can lead to 
maternal infection, fetal deformation, low Apgar score, 
low birth weight, fetal infection, umbilical cord comp-
ression and prolapse, pulmonary hypoplasia, preterm 
delivery, and fetal demise (7). Pregnancies complicated 
by infections may constitute a difficulty in selection of 
the right antibacterial therapy due to its possible adver-
se effects on the developing fetus.

   Risk factors for PROM include infections such as 
bacterial vaginosis, urinary tract infections, sexual-
ly transmitted diseases, PROM or preterm delivery 
in previous pregnancy, multiple gestations, bleeding 
episodes during the  pregnancy, smoking during preg-
nancy, nutritional deficit, low socio-economic status, 
underweight, illicit drug use during pregnancy, poly-
hydramnios, invasive procedures such as amniocente-
sis, cervical insufficiency (7).

   Chlorhexidine is an antiseptic which is active aga-
inst bacteria (gram-positive and negative) and has no 
effect on clostridium spores (8). Chlorhexidine has a 
variety of usage, such as in surgical hand antisepsis, 
neonatal wiping, preoperative shower, vaginal wiping 
prior to delivery, cord care, dental and oral hygiene (9). 
Chlorhexidine is included under section 15.1, antisep-
tics by WHO Model Formulary 2009, 2011 (10, 11). 

   The Food and Drug Administration, in the early 
1990’s, granted clearance for 3 types of medical equip-
ment that contain chlorhexidine: intravenous catheters, 
topical antimicrobial wound dressers, and antimicrobi-
al surgical mesh implants.
   
   The aim of this study was to investigate modern 
methods to prevent premature rupture of membranes 
by the use of chlorhexidine in pregnant women with 
varicose disease. 

MATERIAL AND METHODS

   This study was approved by Scientific Research Et-
hics Committee of Zaporozhye State Medical University. 
The data of 39 pregnant women with varicose disease, 

who have been delivered between 2014 and 2016 at Ma-
ternity Hospital No. 3, Zaporozhye were analyzed and 
evaluated retrospectively. Patients were divided into 3 
groups according to the anamnesis, complications du-
ring pregnancy, childbirth and the postpartum period. 
The 1st group consisted of 13 pregnant women who did 
not receive prenatal vaginal douching with chlorhexi-
dine; the 2nd group had 13 patients with varicose dise-
ase, who received douching of birth canal with chlor-
hexidine vaginal suppositories once per day for 10 days 
prior to delivery, but did not receive a rehabilitation at 
the sanatorium; and the 3rd group had 13 pregnant wo-
men who received sanatorium rehabilitation at ‘‘Veliki 
lug’’ during the II. trimester of  their pregnancy with a 
course of chlorhexidine suppository once a day over a 
10-day period prior to delivery.

   Examination of pregnant women with varicose ve-
ins included a bacterioscopic and bacteriological study 
of the vaginal mucosa, cervical canal, urethra, general 
clinical, biochemical analysis, ultrasound determining 
the biophysical profile of the fetus, dopplerometry of 
the utero-fetoplacental complex. 

   After data collection, all of the data was analyzed by 
using SPSS software. Numbers, percentages, and arith-
metic mean were used as descriptive statistics for this 
study.

RESULTS

   Patients’ ages were divided based on their repro-
ductive age, anamnesis, gestational period and compli-
cations during their pregnancy. In the 1st group, there 
were 3 (23%) patients whose age were in between 16-
25 years, 5 (38.4%) patients in between 26-30 years, 5 
(38.4%) patients in between 31-40 years. According to 
gestation, 1 (7.7%) patient was pregnant for 28 weeks, 
3 (23.1%) patients were pregnant for 34-37 weeks, 9 
(69.2%) patients were pregnant for 38-41 weeks. In the 
2nd group, 6 (46, 2%) patients were in the age group 
between 20-30 years, 7 (53.8%) patients were between 
31-42 years. In terms of gestation: 3 (23.1%) patients 
were between 33-37 weeks of gestation, 10 (76.9%) pa-
tients were in between 38-40 weeks. In the 3rd group, 2 
(15.4%) patients were in the age group between 21-29 
years, 8 (64.5%) patients were in between 30-35 years 
and 3 (23.1%) patients were in the age group between 
36-41 years. 
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responses, increase of the general tone and resistance 
of the organism (12-15).
   
   Many researchers declared that douching of vagina 
and cervix with an active substance like chlorhexidine 
prevents peripartal infection of the mother and fetus by 
limiting bacterial growth (16). In addition, two studies 
using 0.25% chlorhexidine as a vaginal/neonatal disin-
fectant conducted in developing countries, including 
a hospital-based study in Malawi providing a second 
1-month control period (16). After the therapy, there 
were compelling reductions in overall septic and new-
born admissions, early neonatal mortality as a result of 
sepsis, as well as significant decrease in maternal hos-
pital admissions (17).

   A study conducted in Egypt with 4400 women 
showed that chlorhexidine treatment resulted in a dec-
reased number of admissions at the neonatal and ma-
ternal hospital, with reduced newborn deaths due to 
infections as well as sepsis (18).

   In 2006, Mullany LC et al. (19) stated that 4% chlor-
hexidine solution used during first 24 hours of delivery 
reduces the risk of umbilical cord infections.

   The review of Lumbiganon et al. (20) indicated 3 
studies with 3012 participants showing no benefits 
with chlorhexidine usage during labor in preventing 
neonatal and maternal infections (except HIV and 
streptococcal infections). However, they also stated 
that a well-designed randomized clinical trial is neces-
sary for the prediction of an appropriate concentration 
and volume of chlorhexidine solution (20).

   Considering the results for the bacteriological 
study of the mucosa prior and after the rehabilitation 
and medical treatment in the 2nd group of patients, the 
data presented in Table 1 was acquired.

Table 1: Results from the bacteriological study of the 
mucosa prior and after the rehabilitation and medical 
treatment in the 2nd group of patients.

Table 2: The data obtained from the examination of 
the patients before the sanitation and after the impro-
vement in the local sanatorium “Veliki Lug”.

   Almost 50% of the cases were associated with two 
or three microorganisms found in all groups. The data 
from the examination of the patients before sanitation 
are presented in Table 2.

Table 3: Analysis of the pregnancies, childbirth and 
postpartum period of  patients.

   Analysis of pregnancy, childbirth and postpartum 
period in patients from all the three groups of the study 
are presented in Table 3.

DISCUSSION
 
   Currently, rehabilitation for pregnant women with 
varicose disease is not a popular research topic. It is 
a known fact that application of external heat source 
shows a positive effect by causing a regression of chro-
nic venous insufficiency. The truth behind this is the 
reduction of vascular spasm, activation of immune 
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    In the revised version conducted in 2014, Lumbi-
ganon et al (21) included the same number of partici-
pants and assessed the efficacy and side effects of vagi-
nal cleansing with chlorhexidine during labor, which 
revealed lowered neonatal and maternal infections exc-
luding Guillain-Barré syndrome (GBS).

   Christensen et al. (22) proposed a method for pre-
venting GBS infection in term and preterm neonates 
using chlorhexidine as a vaginal disinfectant during 
labor in a study conducted between the years of 1983-
1999.

   Goldenberg et al. (16) conducted a systematic re-
view in 2006, in which they identified the outcomes of 
each study where, chlorhexidine was used as vaginal 
irrigant, with or without washing the neonates. They 
found out that usage of chlorhexidine as vaginal or 
newborn disinfectant reduced bacterial count inclu-
ding transposal of GBS from mother to child excluding 
life-threatening maternal or neonatal infections (16).

   A systemic review by Stade BC et al. (23) included 
five studies on 2190 infants both term and preterm, 
showed the reduction of group B streptococcal colo-
nization with the usage of vaginal chlorohexidine exc-
luding clinical infections. Therefore, the use of vaginal 
chlorohexidine is not supported by evidence (23).

   Many studies have demonstrated that the usage of 
chlorhexidine as an antiseptic during surgeries as well 
for douching of the vagina (24, 25). However, none of 
them presented intensely on complications during the 
course of pregnancy like PROM.
   
   The study conducted at “Veliki Lug” for the first 
time in Ukraine, concluded that the usage of sauna 
therapy with infrared thermos camera reduced chronic 
venous insufficiency in pregnant women with varicose 
disease (13). Thus, it averts the pharmacological bur-
den usually acquired via the usage of traditional drug 
therapy.
   
   In this study, the most substantial outcome of preg-
nancy, childbirth and postpartum period for the mo-
ther and the newborn were noted in the third group 
of women whose pregnancy preceded against the ba-
ckground of varicose disease with sanatorium rehabili-
tation as well as vaginal douching with antiseptic drug 
chlorhexidine. This study included the recovery stage 
of pregnant women with varicose disease at the local 
sanatorium ‘Veliki Lug’. In addition, the treatment of 

choice for genital infections was chlorhexidine. Hence, 
it is inevitable that chlorhexidine meets all the require-
ments as an antiseptic, antibacterial and antiviral agent 
plays a crucial role in reducing maternal sepsis and 
newborn death rates.
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INTRODUCTION

   Periosteal chondroma is a rare and benign cartilage 
tumor. It is located on the surface of the cortical bone 
(1).  It is seen mostly in long bones, particularly the 
proximal humerus (2). Its predominant region is me-
taphyses of long bones (3). In addition, it is seen mostly 
in younger than 30 years of age and the highest frequ-
ency is between 10 and 20 years (1, 4). Its diagnosis is 
mainly based on histological characteristics (1).

   In this case report, a 16-year-old female patient 
with a periosteal chondroma in the right distal femur 
is presented. Written informed consent was obtained 
from patient’s parents. 

CASE REPORT

   A 16-year-old female patient was admitted to Ort-
hopedics Department of Trakya University Hospital 
with an eight-month history of pain in the distal part 
of her right thigh. The patient described the pain as 
gradually increasing at night and with exercise. Additi-
onally, she could locate the pain with her finger. In phy-

sical examination, the thigh had no edema, erythema 
nor increase in warmth and the patient had no history 
of weight loss and limitation of the right knee range of 
motion. In physical examination, the pathologies whi-
ch can be associated with these symptoms such as trau-
ma or infection were excluded.

   Further analysis was done by plain radiographs and 
magnetic resonance imaging (MRI). A cortical expan-
sion was seen at the anterior cortex of the distal metap-
hysis of right femur in plain radiographs. In addition, 
a small osteolytic lesion at the apex of the expanded 
anterior femoral cortex with a narrow transition zone 
was seen. In MRI, there was a superficial erosion with 
well-defined borders at the apex of the expansion whi-
ch is 6.4 mm X 4.3 mm in size and it has no relation 
with intramedullary area (Figure 1). 

   The lesion showed hypointense signal properties in 
T1 and hyperintense signal properties in T2 weighted 
sequences. Bone scintigraphy revealed a subcentimet-
ric osteoblastic focus at the anterior cortex of right dis-
tal femur. 
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ABSTRACT

Aims: Periosteal chondroma is a rare and benign cartilage tumor seen mostly in long bones and in patients under 
30 years of age. In this case report, it is aimed to present a 16-year-old female patient with a periosteal chondroma in 
the distal femur.

Case Report: A 16-year-old female patient was admitted to the hospital with the history of pain in her distal part 
of right thigh. A superficial cortical erosion with well-defined borders without any relation to the intramedullary 
area was seen in magnetic resonance imaging. The lesion was regarded as periosteal chondroma and marginal exci-
sion was performed.

Conclusion: This case report shows the importance of the differential diagnosis in cortical lesions. Periosteal 
chondroma may be considered when a patient has a history of long term pain in adolescent age group. 
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   Initially, the lesion was regarded as osteoid osteoma. 
In order to confirm the diagnosis, the patient’s respon-
se to acetylsalicylic acid was tested, bone scintigraphy 
and MRI of the patient were examined. The result of 
acetylsalicylic acid test was negative. According to the 
test result and absence of a nidus and perilesional bone 
edema in the MRI, osteoid osteoma was excluded from 
the differential diagnosis list. The lesion was thought 
as a periosteal benign lesion such as periosteal chond-
roma, periosteal ganglion, subperiosteal giant-cell re-
parative granuloma, superficial aneurysmal bone cyst 
and surgical treatment had been decided to remove the 
lesion. In surgery, periosteally located lesion was ob-
served and marginal excision was performed (Figure 
2-3). Then the material was sent to the pathology de-
partment for further examination. Histopathological 
examination confirmed the diagnosis of periosteal 
chondroma (Figure 4-5). The patient was seen 3 mont-
hs after the surgery and she had a full recovery. She had 
no pain or any other symptoms which were seen befo-
re. In MRI, there was no sign of relapse.

Figure 1: Sagittal and axial T2 Fat-Sat MRI views of right femur (A&B), Lateral plain radiograph of right femur (C).

Figure 2: In surgery, the lesion is seen as a hump on the 
periosteum covering right femur.
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Figure 3: The dorsal aspect of the lesion after the excision (A), the ventral aspect of the lesion covered with perios-
teum after the excision (B).

Figure 4: Benign chondroid tumor with a lobulated pattern, adjacent to fibrous periosteal tissue. (A: HEx40, B: 
HEx100). 

Figure 5: Benign chondroid lobular proliferation with 
surrounding ossified borders and septation (HEx100).

DISCUSSION

   Periosteal chondroma is a slow-growing lesion of 
partial size arising within or under the periosteum 
(5). The lesion is seen mostly in patients younger than 
30-year-old (6). Close collaboration between the sur-
geon, the radiologist, and the pathologist is needed to 
achieve the right diagnosis and treatment (4). 

   Our patient, who was 16 years old, consulted to the 
hospital with pain in her right knee. Because of the rest 
pain, three diagnoses were thought: tumor, infections 
or rheumatologic diseases. However, pain that increa-
ses with exercise is not a usual complaint for these di-
agnoses. Osteoid osteoma is characterized by night-ti-
me pain that may be reassured by acetylsalicylic acid 
or other non-steroid anti-inflammatory drugs (2, 7). 
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To support the diagnosis of osteoid osteoma, patient’s 
response to acetylsalicylic acid was tested. It was expe-
cted to be positive but the result was negative. Osteoid 
osteoma was excluded from the differential diagnosis 
list after examining the radiological and clinical fea-
tures of the lesion and the patient. Eventually, the di-
agnosis was thought as a benign periosteal lesion and 
surgical intervention was decided.  
   
   In the review and the case report of Kai Z et al. (1) 
50% of the patients were male, which shows that the 
distribution of the lesion does not vary between gen-
ders. In addition, the mean of age was 14.67 years (1). 
In this aspect, our case is coherent with the literature. 

   Estimation of clinical course of periosteal chondro-
ma can help in its diagnosis. Characteristically, the first 
symptom is localized swelling, followed by more than 6 
months of continuous pain (4). In our case, the patient 
had 8 months history of pain and also night-time pain, 
but she did not have swelling.

   Histopathologically, periosteal chondromas show 
a protuberant lobular organization of hyaline cartilage 
and extend from the periosteum toward the adjacent 
cortical bone. They are usually hypocellular (1). In pat-
hology report of this patient, it is reported that the lesi-
on is cellular and shows focal ossification.

   The treatment of periosteal chondroma requires 
surgical management which consists of en bloc margi-
nal excision and thorough curettage (2). In this case, en 
bloc marginal excision was preferred.

   In conclusion, clinicians should think cortical le-
sions which are in osteolytic appearance when they 
face with these kinds of radiological findings as in our 
patient. Periosteal chondroma is one of them. For the 
treatment of these kinds of benign lesions, marginal ex-
cision provides successful results.
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ABSTRACT

Aims: Spontaneous coronary artery dissection is a random rupture of the coronary artery wall, which may lead 
to ischemia of the heart tissue. 30% of the cases are male patients. The aim of this article is to report a patient with 
spontaneous coronary artery dissection, raise awareness and extend the literature.

Case Report: A 43-year-old male patient was presented to Trakya University Hospital with a complaint of persis-
tent chest pain. The patient underwent coronary angiography, revealing spontaneous coronary artery dissection in 
the left anterior descending artery and circumflex artery.

Conclusion: In this case report, we demonstrated the diagnosis of spontaneous coronary artery dissection with 
coronary angiography. Our patient had the most common dissection, left anterior descending artery, right coronary 
artery and left main coronary artery. Only medical therapy could be started for the patient due to his voluntary dis-
charge.

Keywords: Coronary vessels, coronary artery disease, coronary angiography, chest pain 

INTRODUCTION

   Spontaneous coronary artery dissection (SCAD) is 
a random rupture of the coronary artery wall. SCAD 
is a rare defect, mostly affecting women. Especially in 
peripartum period, it can be fatal (1-3). The severity of 
SCAD is determined by obstruction ratio of blood flow 
and the diagnosis is generally made with coronary an-
giography (CAG) (4). Currently, management of SCAD 
is largely based on expert opinions (5). Medications 
may be administered to prevent coagulation and to re-
duce chest pain, blood pressure, cholesterol. Another 
treatment method for SCAD is percutaneous coronary 
intervention. 

   Spontaneous coronary artery dissection is not a 
newly discovered case. It was first reported by Pret-
ty (1931) after the unexpected death of a patient who 
had symptoms such as vomiting, indicating coronary 
artery rupture (6). With the advances in imaging and 
diagnostic techniques, awareness of SCAD has raised 
greatly (7).

   There is not consensus on categorizing SCAD.
Traditionally, patients with SCAD are studied under 

four groups: patients with congenital connective tis-
sue disorders that cause arterial wall defects, idiopathic 
SCAD, women in the peripartum period and patients 
suffering from atherosclerosis, particularly men at the 
age of 55 on average (8). However, on the contrary, mo-
dern definition of SCAD excludes patients with athe-
rosclerosis (5). 

   There are two possible ways for the development of 
intramural hematoma  with SCAD. The first one is inti-
mal rupture causing blood flow into the intimal space, 
generating a false lumen within the artery; the second 
one is rupture of the vasa vasorum (9). 

   Three different monitoring methods can be used to 
diagnose SCAD. The first one is coronary angiograp-
hy which provides a two-dimensional image limits the 
identification of the type of luminal obstruction (10). 
The second way is optical coherence tomography and 
intravascular ultrasound that gives information about 
the condition of the artery wall. Compared to CAG that 
only shows the lumen, which can be of advantage (11). 
The third way is cardiac computed tomography that is 
not common to evaluate SCAD due to its lower resolu-
tion (11). This method can only be used if the dissecti-
on is formed in a proximal segment of the artery (12).
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   The aim of this article is to report a patient with 
spontaneous coronary artery dissection, raise aware-
ness and extend the literature.

CASE REPORT

   A 43-year-old male patient presented to an outside 
facility complaining of chest pain, then was referred to 
Trakya University Hospital  after his cardiac stress test 
results were found significant. The patient had a history 
of urinary tract infection; however a history of diabe-
tes mellitus, hypertension, old myocardial infarction or 
coronary artery disease were not present. Continuous 
usage of tobacco and alcohol was noted. The drugs used 
by our patient were acetylsalicylic acid (ASA) and beta 
blockers. His blood pressure was 135 mmHg systolic 
and 70 mmHg diastolic on admission. His electrocar-
diogram (ECG) had negative T waves in V5-V6 (Figu-
re 1). Physical examinations were normal in this case. 
Echocardiography that was performed before CAG re-
vealed the following results: systolic dysfunction, glo-
bal hypokinesia, ejection fraction deficiency, concent-
ric hypertrophy and type 1 diastolic dysfunction in the 
left ventricle; mild mitral and aortal insufficiencies. An 
appointment was scheduled for coronary angiography 
and routine tests.
   
   The patient was hospitalized in the cardiology unit 
one day before CAG and his usual medication was pro-
vided. Routine tests showed high platelet distribution 
width, high number of basophils, high levels of LDL-C, 
ALT, CRP, Ig-G, prothrombin time and low mean pla-
telet volume and sodium levels.

Figure 1: ECG findings of the patient, revealing negative T wave in V5-V6.

   Coronary angiography revealed spontaneous spiral 
diffuse dissection of circumflex artery (CX), starting 
from the proximal part and extending to the middle , 
dissection of the left anterior descending artery (LAD), 
starting from the proximal part and extending to S2 
(Figure 2). Distal Thrombolysis in Myocardial Infarc-
tion (TIMI) 3 flow was detected in both CX and LAD. 
In ventriculography, anterior apical and inferior hypo-
kinesia was found. The board diagnosed the case as co-
ronary artery disease. Myocardial perfusion scanning 
(MPS) was considered necessary and scheduled.

   Spironolactone, clopidogrel, perindopril, beta blo-
ckers and acetylsalicylic acid were given until his dis-
charge. As a result of this medication regimen, angina 
disappeared and his systolic blood pressure decreased 
to 110 mmHg. While the patient was still being moni-
tored in the cardiology service, another CAG was per-
formed to check if any further operation is needed.

   The second CAG revealed a dissection and 70% ste-
nosis after the first diagonal branch (D1) and 70% ste-
nosis in the ostium of D1; also, a 5 cm spiral dissection 
starting from proximal and extending to the distal part 
of CX. For the treatment decision (medication, stent 
implantation or coronary artery bypass grafting), the 
board decided to evaulate the MPS results. 

   The patient wanted to be discharged even when he 
was informed about all the risks of his condition before 
MPS was done. Perindopril, clopidogrel, ASA, atorvas-
tatin, pantoprazole and metoprolol were given to the 
patient for regular use after his discharge.
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Figure 2: CAG findings of the patient, revealing dissections of LAD and CX, normal right coronary artery.

DISCUSSION

   Gender distribution for SCAD is unbalanced. 30% 
of the SCAD patients are male, as in our case (13, 14). 
There were no risk factors present for our patient, apart 
from an intensive use of tobacco and alcohol. The most 
common three dissection areas are LAD, right coro-
nary artery and left main artery, respectively (15). Our 
patient had a dissection of LAD, which is the most 
frequently involved coronary artery. 

   Depending on the severity of ischemia, culminati-
on in acute coronary syndrome (ACS) and clinical fin-
dings, coronary reperfusion can be provided with stent 
implantation in spontaneaus dissections. Coronary ar-
tery bypass grafting can be offered to the patients with 
coronary anatomies that are unsuitable for stent imp-
lantation or in clinically stable patients without angina 
and ACS, medical therapy can be a choice.

   In the management of SCAD, medical therapy 
plays an important role. Medication includes beta-blo-
ckers, angiotensin-receptor blockers, anticoagulants, 
thrombolytic therapies, antiplatelet therapies and li-
pid-lowering therapies (5). As our patient was clinically 
stable and did not have angina or ACS, the decision for 
a MPS analysis was made in order to determine if the 
dissections resulted in a serious ischemia. In our case, 
medical therapy was the only treatment as the patient 
denied MPS analysis and treatment, and wanted to be 
discharged, preventing us from making the analysis 
and completing the treatment.

   To conclude, CAG is the current gold standard to 
diagnose SCAD. According to size and the type of the 
dissection, appropriate treatment should be determi-
ned by specialists.
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EUROPEAN STUDENT RESEARCH NETWORK (EUROSURG) 
IMAGINE PROJECT 

To the Editor,

   European Student Research Network (EuroSurg) 
collaborative was founded by medical students and 
surgeons at the European Society of Coloproctology 
(ESCP) congress in 2015 with the aim of running mul-
ti-center international studies (1). Due to purpose of 
collaboration, it has gained active members from many 
countries all across Europe in very short time.

   Turkey is one of the founder members of EuroSurg 
Collaborative. In the first project called “EuroSurg-1 
Major Gastrointestinal Surgery”, EuroSurg Turkey took 
part with more than 120 collaborators from 20 facul-
ties (2). Projects like these will provide opportunities 
for medical students in Turkey to take part in an in-
ternational project and take an important step for the-
ir future academic careers. EuroSurg Turkey National 
Management Team consists of local leads from atten-
ding universities. 

   EuroSurg collaborative provides opportunities for 
students who are willing to improve research skills, 
to contribute to international studies. It also supports 
education for evidence-based research. All collabora-
tors who contribute to EuroSurg projects will gain im-
portant research methodology skills throughout the 
study process (3). All students’ names who contribute 
to EuroSurg projects will be listed as PubMed-citable 
co-authors.

   Postoperative ileus is known as temporary bowel 
motility dysfunction after abdominal surgery or abdo-
minal trauma. After major abdominal surgery, paraly-
tic period lasts 0-24 hours for the small intestine, 24-48 
hours for the stomach and 48-72 hours for the colon. 
The absence of intestinal motility after these periods is 
called postoperative ileus (4).

   

   Ileus Management International (IMAGINE) pro-
ject is a cohort study which will assess postoperative 
ileus incidence and treatment protocol at different 
centers around the world. Besides this main aim, this 
project also focuses on the effects of nonsteroidal an-
ti-inflammatory drugs (NSAIDs) on the recovery of 
intestinal functions when used for postoperative anal-
gesia, also the safety and risks of NSAIDs (including 
acute kidney damage and anastomosis leakage) will be 
assessed (5). People who contribute to this cohort study 
as medical students, interns, residents will prospecti-
vely collect data of patients undergoing elective colore-
ctal surgery over a 14-day period. 

   EuroSurg Turkey aims for the collaboration of me-
dical students, surgical trainees and consultant surge-
ons in Turkey and their engagement in international 
research projects. In this manner, Turkish medical stu-
dents who are willing to take part in a study will have a 
more effective role in the medical research world.
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CONSENT FORM for CASE REPORT

Title of Project:__________________________________________________________________________
 

1. I have read, and understood the Participant Information Sheet dated ______________________

2. I freely agree to the use of my medical records for the purpose of this study.

3. I understand that the case report will be published without my name attached and researchers will
 make every attempt to ensure my anonymity. I understand, however, that complete anonymity cannot
 be guaranteed. 

4. I have been given a copy of the Participant Information Sheet and Consent Form to keep.

 Name of   Participant______________________________________________________________
  
 Signature of Participant __________________  Date _____________________________

 
 
 The participant was informed through phone call and a verbal consent was obtained. 

The following section regarding the witness is not essential but may be appropriate for patients where the          re-
search teams feel that the participant should have a witness to the consent procedure.

 Name of witness (if appropriate)_____________________________________________________

 Signature of witness______________________  Date _____________________________

 Name of Researcher_______________________________________________________________
  
 Signature of Researcher___________________  Date_____________________________

 Name of Researcher  
  
 Signature of Researcher___________________  Date_____________________________
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