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Degerli Meslektaslarim ve Sayin Okuyucularimiz,
“Turkish Journal Of Clinics And Laboratory” dergimizin Haziran 2018 sayisiyla karsinizdayiz.

Bu sayimizda yine tibbin her dali ile ilgili Tiirkce veya ingilizce yazilmis orijinal klinik, laboratuvar veya deneysel calis-

malar, olgu sunumlari ve derlemeler yer almaktadir.

Ulusal platformda TUBITAK ULAKBIM TR Dizininde taranan dergimizin 2018 yilina ait uluslararasi indeks sdzlesmeleri
yenilenmis olup Index Copernicus, DOAJ, DRIJI, HINARI, CiteFactor, Infobase Index, International Scientific Indexing
uyeliklerimiz devam etmektedir. Bu kapsamdaki dergilerde yayini olmanin akademik yiikseltmelerde ve performans
puanlamasinda 6nem tasimakta oldugunun bilincinde olarak siz katkida bulunan meslektaslarimizin da ileri derece
yararlanabilmesi temel hedefimiz olmaya devam etmektedir. Pubmed Central ile gériismelerimiz ilerlemekte ve kisa

zamanda daha ileri indekslerde de yer almanin mujdesini vermeyi beklemekteyiz.

Artan yazi ve hekim sayisi, giderek 6zellesen uzmanlik alanlarini g6z 6niine alarak génderilen yazilarin tim meslek-
taslarimizin olusturacagi bir danisman havuzu (akran degerlendirmesi -peer review) tarafindan degerlendirilmesi
ilkesine baghhgimizi stirdirldyoruz. Bu amacla danisman havuzumuz yenilenerek glincellendi ve bolim editorltiga
tanimlandi. Danismanlik yapan meslektaslarimizin bu ¢calismalariicin kendilerine -talep ettiklerinde- belge verilmeye
baslandi ve her yilin ilk sayisinda bir 6nceki yilda karari verilmis yazilarda danismanlik yapan kisilerin isimlerin dergi-

mizde yayinlanmasina karar verildi.

Dergimizin sayilari hakkinda haberdar olmayi ve yazar-okuyucu havuzunun iletisiminde kolaylik saglamak tzere ins-

tagram hesabimiz da devreye girmistir. #turkjclinlab adresinden gelismeleri takip edebilir ve mesaj génderebilirsiniz.

Dergimizin yeni uluslararasi indekslere kabulii ya da halen kapsandigi indekslerce kapsanmasinin devami dergi-
mizin bir impakt faktoriiniin olmasina, yani dergimizde yayinlanmis makalelerin 6zellikle yurtdisi diger yayinlarda
referans gosterilmesine baglidir. Dergimizde yayinlanmis makalelerin tamamini web sitemizden okuyup indirebilir,
yine web sitemizdeki ya da TUBITAK biinyesindeki ULAKBIM (Tiirk Tip Dizini) arama motorlarindan anahtar kelimeleri
kullanarak ilgili konulara ulasabilirsiniz. Gonderilen yazilarin kisa stirede degerlendirilmesi ve yayinlanmasi konu-
sunda en 6nemli basamak olan danisman degerlendirme suresini kisaltma ve bir baskidaki makale sayisini artirma
gibi degisiklikler uygulamaya ge¢mistir. Amacimiz siz meslektaslarimizin géndermis oldugu yayinlarin karar ve baski
strecini en kisa slirede sonuca ulastirmaktir.

Makalelerin diizeltiimesindeki titiz calismalari, zamaninda ve kaliteli baski konusundaki gayretleri nedeniyle yayin-
cmiz DNT Ortadogu Yayincilik A.S. ve birlikte ¢calismaktan biytuk mutluluk duydugumuz yazi islerindeki degerli ar-
kadaslarimiza sonsuz tesekkdirler etmek isterim. Dergimizin kalitesini ylikseltmek icin her zaman 6nerilere ve eles-
tirilere acik oldugumuzu ve bu konudaki bildirimlere gereken hassasiyeti mutlaka gosterecegimizi ve eksiklerimiz
gidermek icin elimizden geleni yapacagimizi hatirlatirim. Bilimsel dergiler meslek grubumuzun Uriinlerinin adeta

vitrinidir. Bu vitrinin glizellesmesi icin vereceginiz katkilar icin simdiden tesekkdir eder, saygilar sunarim

Prof. Dr. Serdar Giinaydin
Bas Editor
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1 Original Article

Prevention of lung injury by iloprost following hind limb ischemia
and reperfusion model in rats

Sicanlarda alt ekstremite iskemi reperflizyon hasarini takiben gelisen
akciger hasarinin iloprost ile 6nlenmesi

Atike Tekeli KUNT™, Selim ISBIR?, Ali CIVELEK?, Serdar AKGUN?*, Arzu ERGEN?®, Ozlem YAPICIER?, Aydin SAV,
Sinan ARSAN?

'Ankara Numune Education and Research Hospital, Department of Cardiovascular Surgery, Ankara/Turkey
2Marmara University Hospital, Department of Cardiovascular Surgery, Istanbul/Turkey

VM Medicalpark Pendik Hospital, Department of Cardiovascular Surgery, Istanbul/Turkey
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SIstanbul University Aziz Sancar Experimental Medicine Research Institute, Department of Molecular
Medicine, Istanbul/Turkey

®Bahcesehir University School of Medicine, Department of Pathology, Istanbul/Turkey
’Acibadem University School of Medicine, Department of Pathology, Istanbul/Turkey

ABSTRACT

Aim: The major part of tissue damage occurs upon reperfusion and is mediated by activated neutrophils that release
oxygen free radicals. Following hind-limb ischemia/reperfusion, lung injury due to neutrophil infiltration and oxygen
free radicals has been demonstrated. Previous studies have shown that this injury can be prevented pharmacologically.
lloprost is a long acting stable analog of prostacyclin. The aim of this study is to test the effect of iloprost in prevention of
lung injury due to lower limb ischemia/reperfusion.

Material and Methods: Through a midline laparotomy infrarenal abdominal aorta was approached and cross-clamped
in 20 male Spraque-Dawley rats for 2 hours. At the time of declamping Group | animals (n=8) received iloprost (0,1ug/kg/
min) and Group Il animals (n=8) received normal saline (0,1ml/kg/min) continously for 4 hours. Third group was the sham
group (n=4).The lung tissue assays were performed for measurement of lipid peroxidation end product malondealdehyde
and also total glutathione. Lung tissues were also examined histopathologically under light microscopy.

Results: The malondealdehyde levels in the iloprost group were significantly lower than the control group (p<0,05). The
glutathione levels did not show any difference between the iloprost and the control groups (p>0,05). Histopathological
examination revealed that the structure of the lung tissue was preserved in the iloprost group whereas lung tissue of the
control group had evidence of injury.

Conclusion: Our results suggest that iloprost reduces the production of oxygen free radicals and prevents lung injury due
to lower limb ischemia reperfusion.

Keywords: ischemia, reperfusion, iloprost
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Amag: iskemi ve bunu takip eden reperfiizyon dénemi sonrasinda ortaya cikan doku hasari biiyiik élctide reperfiizyon
sirasinda gerceklesir. Aktive olmus notrofillerden salinan serbest oksijen radikalleri bu hasarda 6nemli rol oynarlar. Alt
ekstremite iskemi-reperflizyonu sonrasinda gorilen akciger hasarinda notrofil infiltrasyonunun ve serbest oksijen
radikallerinin dnemi gésterilmistir. Bu hasari farmakolojik olarak énlemek icin bircok calisma yapilmistir. iloprost, uzun
etkili bir prostasiklin analogudur. Calismanin amaci, alt ekstremite iskemi reperfiizyonu sonrasi ortaya cikan akciger
hasarini dnlemedeki iloprostun etkisini arastirmaktir.

GeregveYontemler: Calismada20adet Spraque-Dawley cinsierkek sican kullanildi. Orta hattan yapilan laparotomiileabdominal
aortaya ulasildi. Grup | (h=8) ve Grup Il (h=8) de bulunan deneklerin infrarenal aortalarina 2 saat boyunca kross klemp uygulandi.
Klemp kaldirnldidi sirada Grup I'de bulunan deneklere 0,1 g/kg/dk dozunda iloprost ve Grup II'de bulunan deneklere 0,1ml/kg/
dk serum fizyolojik stirekli inflizyon seklinde 4 saat boyunca verildi. Grup lll(n=4) sham grubu olarak belirlendi. Denekler 4. saatin
sonunda sakrifiye edilerek akciger dokulari ¢ikarildive biyokimyasal ve histopatolojik inceleme yapildi.

Bulgular: iloprost verilen grupta malondealdehyde seviyeleri kontrol grubuna gére istatistiksel olarak anlamli derecede
diisiik bulundu (p<0.05). Glutatyon diizeylerinde ise kontrol ve iloprost gruplari arasinda anlamli fark bulunmadi (p>0.05).
Histopatolojik incelemede, iloprost verilen grupta akciger dokusunun korunmus oldugu gozlenirken kontrol grubunda
akciger doku harabiyeti tespit edilmistir.

Sonug: Sonuglarimiz alt ekstremite iskemi-reperflizyonu sonrasinda ortaya c¢ikan akciger hasarinin dnlenmesinde

Anahtar kelimeler: iskemi, reperflizyon, iloprost

Introduction

Ischemia/ reperfusion (I/R) injury is still a major problem for
cardiovascular surgeons dealing especially with aortic surgery.
The main damage occurs during reperfusion period that is
reperfusion initiates both local and systemic damage through
inflammatory mediators and reactive oxygen substances
mainly released from polymorphonuclear leukocytes [1,2].
These products that are released during reperfusion may
lead to severe complications and even death due to systemic
inflmammatory response syndrome and multiorgan failure
[3]. Remote organ damage after I/R is also a dreadful problem
and mainly the lungs, heart, liver and kidneys are the affected
organs [4]. The main mechanism of lung injury following
lower extremity I/R is unknown however many mechanisms
are suggested to explain this condition. Some of these
mechanisms are; activation of proinflammatory citokines
(IL-8, IL-6, TNF), platelet activating factor (PAF), leukotriens,
eicosanoids, locally released proteases from neutrophiles,
chemoattraction of neutrophiles and release of oxygen
radicals [5-9]. These substances are suggested to result in
endothelial damage of lung capillary arteries and cause
increased microvascular permeability [10,11].

It is well known that the main factors in the development of I/R
injury are increased levels of free oxygen radicals and neutrophil
infiltration, thus, many invivo and invitro studies are performed

iloprostun serbest oksijen radikal olusumunu azaltarak etkili oldugunu gostermektedir.

to attenuate I/R through methods inhibiting or preventing
neutrophil infiltration or free radicals. Leukopenia, monoclonal
antibodies against leucocyte adhesion molecules such as
CD11/CD18, cytokines, platelet activating factor antagonists,
free radical scavengers, nitric oxide donors and prostoglandin
analogues are the agents used to prevent I/R injury [5-8, 12].

lloprost is a synthetic analogue of prostocyclin (PGI2). It is
synthesized primarily by endothelial cells and has vasodilatory,
immunomodulatory and antithrombotic actions. It reduces
the levels of circulatory tumor necrosis factor-a, Interleukin-1
and Interleukin-6 [5]. lloprost is therefore a widely used drug
especially in patients with peripheral arterial disease [6].

This study was planned to analyze the effect of lloprost
pretreatment on the prevention of lung injury induced by
abdominal aorta I/R.

Material and Methods

This study was approved by the Institution of Animal Care
Use Committee at Marmara University, Istanbul, Turkey and
complied with the Guide for the Care and Use of Laboratory
Animals. Twenty Sprague-Dawley rats weighing 300-350g were
randomized into 3 groups. The animals were initially anesthesized
with intraperitoneal ketamine hydrochloride (Ketalar; Pfizer,
Ortakoy, Istanbul, Turkey) 100mg/kg bodyweight. The abdomen
was then explored through a midline incision after shaving and
disinfection. In the sham group, only laparotomy was performed.
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In the control and the study groups, I/R was induced by clamping
the aorta with atraumatic vascular clamp infrarenally for 2 hours,
followed by 4 hours of reperfusion. Cessation of arterial flow was
confirmed by means of the absence of an audible continous-wave
Doppler signal. Control group animals received saline solution
intravenously at a dose of 0.1ml/kg/min through inferior vena
cava catheterization and study group animals received lloprost at
a dose of 0.1ml/kg/min intravenously during reperfusion. At the
end of these procedures, the animals were sacrificed with lethal
injection of sodium thiopenthal (Penthotal sodium, Abbot, Italy).
Immediately after sacrifice, through midline sternotomy, the
lungs of the animals were extracted and washed with 0.9% saline
solution for both histopathological and biochemical analysis.

Histopathological examination:

Tissue samples were fixed in 10% formalin and embedded
in paraffin with routine follow-up procedure; 4-5um sections
were cut from paraffin blocks and stained with hematoxylin

and eosin (H&E) for light microscope examination (X200,
Olympus BH-2, Olympus Optical CO, Ltd, Tokyo, Japan). All
samples were evaluated by the same histopathologist, blinded
to the study for edema, alveolar structural disturbance and
infiltration by inflammatory cells. (Table 1).

Biochemical analysis:

Lung tissues were frozen immediately in liquid nitrogen and
stored at -80°C until measurements were started. Twenty-
micron-thick sections were prepared and dried under vacuum
overnight (at 20°C). Freeze-dried sections were stored at -20°C
until biochemical assays were performed. Determination of
malondealdehyde (MDA) and total Glutathione (GSH) levels
were performed by enzyme-linked immunosorbant assay
(ELISA). MDA concentration was expressed as nmol/gr tissue and
concentrations of total GSH were expressed as pmol/gr protein.

Statistical analysis:

Statistical analysis were performed using Statistical Package for
the Social Sciences 10.0. (SPSS, Chicagoi IL, USA) Values were
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expressed as mean+SD. One- way ANOVA, Kruskal Wallis and
Dunn’s multiple comparison tests were used for tissue MDA
and total GSH measurements and histopathological scores.
Statistical significance was set up at p-values of less than 0.05.

Results
Histopathological results:

The sham group exhibited normal lung architecture and
arrangement. The histological structure of alveoli and interstitial
tissue were intact without any infiltration of inflammatory cells
(Figure 1). In the control group, the alveolar structure was
completely destroyed with thickened and fused alveolar septa.
The alveoli showed severe interstitial edema, intraalveolar fibrin
deposits, prominent leukocyte infiltration and intraalveolar
hemorrhage that indicated a high degree of lung injury as
outlined in Table 2 (Figure 2). Light microscopic examination
of the study group that received lloprost at a dose of 0.1ml/
kg/min intravenously during reperfusion demonstrated a

less intraalveolar hemorrhage, less edema and inflammation
revealing a decreasing pathological score (Table2, Figures 3).

Figure 1. Light microscopic photomicrograph of the sham group
with normal lung tissue (H&E, x200).

Figure 2. Light microscopic photomicrograph of control rat lung

tissue showing destroyed alveolar architecture with massive

infiltration of inflammatory cells (H&E, x100).



Figure 3. Light microscopic photomicrograph of lung tissue from

lloprost group showing nearly normal alveolar architecture, with
slight less leukocytic infiltration (H&E, x100).

Biochemical results:

The mean MDA levelsinthe study group were similar to thosein
the sham group (0.273+0.048 nmol/gr tissue and 0.287+0.058
nmol/gr tissue respectively (p>0.05). However, the MDA
levels were significantly higher in the control group than the
study and sham groups (0.968+0.177 nmol/gr tissue, p<0.05)
(Figure 6). The mean total GSH level in the study group was
44.846+3.010 umol/gr protein, in sham group; 43.855+2.186
pumol/gr protein and in the control group; 46.546+2.231 pmol/
gr protein with no statistically significant differences (p>0.05).

Discussion

The present study demonstrated that lloprost at a dose of
0.1ml/kg/min administered intravenously during reperfusion
attenuates lung injury that occured after bilateral lower
extremity I/R in a rat model.

Ischemia-reperfusion injury involves a sequence of events
leading to celluar damage [13]. The main problem in I/R injury
is the oxygen free radicals that are released during reperfusion
period[14].1tis wellknown thatthe main sources of these oxygen
radicals are the activated neutrophils. Activated neutrophils
lead to endothelial cell damage in lungs and free radicals are
released [15]. Pulmonary vasoconstriction, hypertension, and
increased pulmonary vascular permeability are common results
of impaired endothelial cell function [7]. Our results showed
that lloprost administered animals had less intraalveolar
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hemorrhage, less edema and inflammation compared to the
control group revealing a decreasing pathological score. We
used MDA, an end product of lipid peroxidation, to analyse
the severity of lipid peroxidation in this present study. The
lower levels of MDA in the study and sham groups compared
with the control group correlate well with the pathological
findings that are decreased neutrophilic infiltration and less
percentage of alveolar structural damage. Quantitatively both
histopathological and biochemical results revealed a significant
difference between control and study groups.

In the present study we also analysed the levels of total GSH.
It is known that GSH acts as a protective system against
oxidative stress. We found no statistically significant difference
regarding the total GSH levels between the control and
study groups. This result may suggest that lloprost shows its
intracellular protective effect different from the GSH system.

Much recent attention has been focused on the protective
effects of lloprost in I/R. Although there are many studies in
the literature that showed its protective effects in I/R injury
in different organs, the precise mechanism of action is not
completely understood [16-17]. lloprost is an analogue of
Prostoglandin 12 and has vasodilator, antiaggregant and
cytoprotective effects. It inhibits thrombocyte aggregation
and destructs leukocyte and endothelial communication.
It also decreases the synthesis of adhesion molecules and
collectively it increases microcirculation and by this increased
tissue perfusion it results in an endothelial- protective effect
[18]. Thus its cite of intracellular protection action may be
through this pathway other than GSH system.

Conclusion

Our results suggest that lloprost ameliorates the lung injury
associated with I/R of the lower extremity.lloprost also exerts
an inhibitory effect on the neutrophils that cause remote
organ damage. Its clinical effects in this manner should be
warranted by randomized clinical studies.
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1 Orjinal Makale

Uclincii basamak bir merkeze zehirlenme ile basvuran olgularin
degerlendirilmesi

Evaluation of cases with poisoning in a tertiary center
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Dr.Sami Ulus Kadin Dogum Cocuk Saghgi ve Hastaliklar Egitim ve Arastirma Hastanesi, Pediatri Klinigi, Ankara/Turkiye

0z
Amag: Cocukluk cagi zehirlenmeleri cocukluk ¢agi saglik sorunlari arasinda dnemli bir yer tutmaktadir. Diinyada 5 yas alt

kazalarin %7'sini zehirlenmeler olusturmaktadir. Gelismis Ulkelerdeki ¢cocuk dliimlerinin %2'si, gelismekte olan (lkelerde

ise %5'inden fazlasi zehirlenmelere bagh olusmaktadir.

Materyal ve metodlar: Bu calisma Dr. Sami Ulus Kadin-Dogum Cocuk Sagligi ve Hastaliklari Egitim ve Arastirma
Hastanesi'ne 01 Ocak 2007- 31 Aralik 2007 tarihleri arasinda zehirlenme sikayeti ile basvuran 607 ¢cocuk olgunun verilerinin

degerlendirildigi tanimlayici bir caismadir.

Bulgular:Olgularin 328'i (%54) erkek, 279'u (%46) kizidi.Olgularinyasortalamasi4,13+1,53 olarak bulundu. Zehirlenmelerin
en sik (=144, %23,7) goruldigi yas grubu 2-3 yas idi.Zehirlenmelerin en sik gorildigl ay Mayis ayi idi. Zehirlenmelerin
580'i (%95,6) kaza, 27'si (%4,4) intihar sebebi ile gerceklesmisti. Zehirlenme nedenlerine gore siniflandiginda; Olgularin
338'Unun (%55,7) tarimsal-endstriyel Grlinlerle, 193'Unin (%31,2) ilaglar ile, 48'inin (%7,9) besinler ile, 23'Unlin (%3,8)
karbonmonoksit ile, 2'sinin (%0.32 ) hayvan isiriklari ile ve 3'Unin (%0,5) bilinmeyen faktorlere bagh olarak gelistigi
saptandi. Santral sinir sistemine etkili ilaglar ile zehirlenme ila¢ zehirlenmeleri icerisinde en sik (%29,5) goriilen grup idi.

Hastalarin %601 yatirilarak tedavi edildi. ilag zehirlenmesi nedeni ile takip edilen bir olgu eksitus ile sonuclandi.

Sonug: Zehirlenmelerin ¢cogu kiiciik yas grubunda ve erkek ¢ocuklarda kazaen alimlarda goriilmektedir. Bu nedenle, en
dogru yaklasim koruyucu tedbirlerin arttirilmasidir. Temizlik maddeleri veilaglar ile olusan zehirlenmeler sik gérilmektedir.
Bu maddelerin ve ilaglarin emniyetli yerlerde saklanmasi, ilaglarin ve temizlik maddelerinin kapaklarinin ¢ocuklarin
acamayacagi mekanizmalarla Gretilmesi, temizlik maddelerinin yiyecek ve icecek kaplarinda saklanmamasi konusunda

ailelere egitim verilmelidir. Riskli davranis sergileyen adolesanlara psikolojik destek saglanmaldir.

Anahtar kelimeler: Cocuk, zehirlenme, acil servis

Sorumlu Yazar™: Meliksah Keskin, Dr.Sami Ulus Kadin Dogum Cocuk Sagligi ve Hastaliklari Egitim ve Arastirma Hastanesi, Pediatri Klinigi, Ankara/Turkiye
E-posta: meliksah.keskin@hotmail.com

Gonderilme: 26.4.2018 kabul: 18.5.2018

Doi: 10.18663/tjcl.418827
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ABSTRACT

Aim: Childhood poisoning has an important place among childhood health problems. Poisoning cases globally make up
about 7% of accidents in children under 5 years and are the cause of 2% of child deaths in developed countries and of

more than 5% in developing countries.

Material and methods: The data of 607 children presenting at the Dr. Sami Ulus Maternity and Child Health and Diseases
Training and Research Hospital between January 1, 2007 and December 31, 2007 with poisoning were evaluated in this

descriptive study.

Results: The study included 328 (54%) males and 279 (46%) females. The mean age was 4.13+1.53 years. Poisoning
was most commonly seen in the 2-3 years age group (n=144, 23.7%). The cases most frequently presented in May. The
poisoning was accidental in 580 (95.6%) and for a suicide attempt in 27 (4.4%). The poisoning agent was agricultural-
industrial products in 338 (55.7%), drugs in 193 (31.2%), food products in 48 (7.9%), carbon monoxide in 23 (3.8%), animal
bites in 2 (0.32%) and unknown in 3 (0.5%). Drugs affecting the central nervous system made up the largest group among
the medications causing poisoning (29.5%). Treatment was with hospitalization in 60% of the patients. One case followed-

up for drug intoxication died.

Conclusion: Most poisoning cases are in the smaller age groups and in males and usually due to accidental ingestion.
The best approach would therefore be to increase protective measures. Poisoning due to cleaning agents and drugs
is common, requiring these substances to be produced in containers with childproof caps and kept in safe places. The

families should also be educated about avoiding keeping cleaning agents in food containers. Psychological support

should be provided for adolescents with risky behavior.

Key words: Child, poisoning, emergency unit

Giris

Cocukluk cagi zehirlenmeleri, cocukluk cadi saglk sorunlari
arasinda onemli bir yer tutmaktadir. Teknolojideki ilerlemeler
sonucunda kimyasal maddelerin kullanimi yayginlasmakta, bu
maddeler ile karsilasma sikligi da giderek artmaktadir. Diinyada 5
yas alti kazalarin %7'sini zehirlenmeler olusturmaktadir. Gelismis
Ulkelerdeki cocuk oltimlerinin %2'si, gelismekte olan tlkelerde ise
%5'inden fazlasi zehirlenmelere bagli olusmaktadir (1).

Akut zehirlenmelerde, zehirin gesidi, alinma sekli, farkli tlke ve
kosullarda degisiklik gostermektedir. Bu nedenle her tilkenin kendi
zehirlenme profilini belirlemesi, buna gore karsi karsiya kaldigi risk
ve tehditlere gore gerekli dnlemleri almasi faydali olacaktir (2,3).

Bu calismada, c¢ocukluk c¢aginin o6nemli bir sorunu

olan zehirlenme olgularinin  epidemiyolojik verilerinin
degerlendirilmesi amaclanmustir.
Materyal ve Metodlar

Bu calismada Dr. Sami Ulus Kadin-Dogum Cocuk Saghgi ve
Hastaliklar Egitim ve Arastirma Hastanesi'ne 01 Ocak 2007- 31
Aralik 2007 tarihleri arasinda zehirlenme sikayeti ile basvuran
ve/veya bu tani ile yatirlan 0-18 yas arasi 607 ¢ocuk ve
adolesan hasta degerlendirildi.
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Hasta dosyalari incelenerek hazirlanmis olan zehirlenme
formuna gore yas, cinsiyet, geldigi yer, gelis sekli, basvuru dncesi
mudahale, etken, zehirlenme yeri, bagvuru zamani, zehirlenme
zamani, zehirlenme ardindan gegen siire, basvuru bulgulari,
yatis sureleri, daha 6nce zehirlenme meydana gelip gelmedigi,
uygulanan tedavi yontemleri ve sonuclar kaydedildi.

Tanimlayicr istatistikler; strekli degiskenler icin + standart
sapma, kategorik degiskenler icin ise sayi ve ylizde olarak ifade
edildi. istatistik hesaplamalarda anlamlilik (6nemlilik) diizeyi
%5 olarak alindi ve hesaplamalar icin SPSS (ver:15.0) istatistik
paket programi kullanildi.

Bulgular

Dr. Sami Ulus Kadin-Dogum Cocuk Saghgi ve Hastaliklari Egitim ve
Arastirma Hastanesi polikliniklerine ve acil servisine 01.01.2007-
31.12.2007 tarihleri arasinda zehirlenme tani ve siphesi ile
basvuran ve dosya bilgilerine ulasilan 607 olgu ¢alismaya alind..

Olgularin 328'i (%54) erkek, 279'u (%46) kiz olarak saptandi.
Hastalarin yas ortalamasi 4,13+1,53 olarak bulundu. En
kiicuk olgu 45 gilinlik, en blylk olgu ise 18 yasinda idi.
Zehirlenmelerin en sik (n=144, %23,7) gorildigi yas grubu 2-3
yas idi. Bunu 133 (%21,9) olguile 1-2 yas arasi hastalar izledi.



Zehirlenme olgulan  mevsimlere goére incelendiginde;
basvurularin 179’unun (%29,5) ilkbaharda, 169'unun %(%27,8)
sonbaharda, 166'sinin (%27,4) yazin, 93'Unlin (%15,3) ise kis
mevsiminde oldugu goérilmistir. Zehirlenmelerin %16.3 ile
en sik Mayis ayinda, daha sonra sirasiyla Agustos, Ekim ve Eyliil
aylarinda oldugu goérilmustur.

Tum zehirlenme olgular etyolojiye gore; besin, ilag,
karbonmonoksit, tarimsal-endstriyel Grinler, bilinmeyen ve
hayvan isiriklar ana siniflarina ayrildi. Bu siniflarin her biri de

etkene gore alt siniflara ayrildi.

Zehirlenme etyolojisi genel dagilimi incelendiginde; tarimsal ve
endustriyel Grlinler 338 olgu ile (%55,7) ilk sirada yer almaktaydi.
Bu Urrtinlerden en sik camasir suyu, ve tuz ruhuile (n:129, %38,2)
gerceklesen zehirlenmeler goriilmekte idi. Ardindan tiner (n:36,
%10,7), Gglinct sikhkta yag ¢ozlcii (n:26, %7,7), dordiincli sirada
kire¢ ¢ozliciiler (n:20, %5,9) ile olan zehirlenmeler gelmekte idi.

Tum zehirlenmeler incelendiginde ilaglara bagli zehirlenmeler
%31,8'lik bir bolimi olusturmakta ve ilaclardan da en sik
coklu ilag zehirlenmeleri (n:33, %17,1), ikinci sirada amitriptilin
(n:16, %8,3), Uclnci sirada parasetamol (n:10, %5,2) ile
zehirlenmelerin gergeklestigi saptandi. Santral sinir sistemine
etkiliilaglarilezehirlenme 57 olguile tiimilag zehirlenmelerinin
%29,5'ini olusturmakta idi. Analjezik-antipiretik grubu ilaclar
(aspirin, metamizol,

diklofenak, flurbiprofen, ibuprofen,

naproksen, meloksikam, miks analjezikler, oksaprozin,
parasetamol) ile zehirlenme 39 olgu (%20,2) ile 2. siklikta

zehirlenmeye neden olan ilag grubu olarak saptandi.

Besin zehirlenmeleri tim zehirlenmeler icerisinde 48
(%7,9) olgu ile 3. siklikta gorilen zehirlenme grubu idi.
Karbonmonoksit (CO) zehirlenmeleri tim zehirlenmeler
icerisinde 23 olgu ile (n:23, %3,8) 4.sirada yer almakta idi. CO
zehirlenmeleri basvuru mevsimi agisindan incelendiginde ise
15 olgunun kis mevsiminde basvurdugu, 6 olgunun ilkbahar,
2 olgunun sonbaharda basvurdugu gorildi. Yaz mevsiminde

hi¢ karbonmonoksit zehirlenmesi saptanmadi.

Hayvan isingina bagh 2 olgu basvurdu (n:2, %0.32). Bu
olgulardan biri akrep digeriise yilan isirmasinaile bagvurmustu.
Zehirlenme tanisi ile izlenen ancak etkenin tanimlanamadigi 3
olgu mevcuttu (n:3, %0,5).

Zehirlenmelerin 580" (%95,6) kaza, 27'si (%4,4) Ozkiyim
amach gerceklesmistir. Ozkiyim olgulari cinsiyet dagilimi
acisindan incelendiginde 22'sinin kiz (%81,5), 5'inin (%18,5)
erkek oldugu saptandi. Bunlarin yas ortalamasi 13,33+1,96
olarak bulundu. Ozkiyim olgularinda %96,3 ilac (n:26) ve %3,7
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I Zehirlenme olgularinin degerlendirilmesi

tarimsal-endustriyel Urinler (n:1) sorumlu olarak bulundu.
intihar olgulari yaslarina gére degerlendirildiginde en kiigiik
olgu 8 yasinda, en bliyiik olgu ise 16 yasinda idi. Hastalarin

demografik ve klinik 6zellikleri Tablo 1’ de verilmistir.

Olgularin  zehirlenmenin gergeklestigi andan hastaneye
ulagsmalarina kadar gecen siirenin en sik olay sonrasi 0-1 saat
icerisinde (n:167, %27,5) oldugu gorild.

Zehirlenme olgulart  olayin  gerceklestigi yere gore
incelendiginde zehirlenme mekaninin en sik ev (n:547, %90,1)
oldugu belirlendi. Bunu 36 (%5,9) olgu ile okul,10 (%1,7) olgu
ile sokak, 8 (%1,3) olgu ile tarla takip ediyordu. 3 olguda ise
(%0,5) zehirlenme mekani bilinmiyordu. 2 olgu isyerinde

(%0,3), 1 olgunun da bakimevinde zehirlendigi (%0,2) gorulda.

Tim hastalar basvuru aninda bulunan semptomlarina ve
basvuru aninda olmayip goézlem sirasinda ortaya cikan
semptom ve bulgularina gore incelendi. Basvuru aninda en sik
semptomun 110 (%18,1) olguda kusma oldugu gorildi. Bunu
letarji (n=31, %5,1) , bulanti ve kusma (n=14, %2,3) ve karin
agnisi (=10, %1,6) takip ediyordu.
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Zehirlenme olgulari hastanede vyatis slreleri agisindan
incelendiginde, 244 (%40,2) olgunun ayaktan tedavi edildigi,
363 (%59,8) olgunun vyatirilarak tedavi edildigi goraldi.
Hastanede ortalama yatig stresi 1,13+1,53 gun, ortanca yatis
stresi 1 gln idi. 4 olgu hastanemizde iligili servislerde yer
bulunmadig icin baska hastanelere sevk edildi. 6 olgu yogun
bakim ihtiyaci oldugu icin yogun bakim olan bir merkeze sevk
edildi. 5 olguya ise yatis 6nerilmesine ragmen hastanemizde

yatist kabul etmedigi icin bagka merkeze ydnlendirildi.

Zehirlenme olgularinin yatis streleri Tablo 2’ de izlenmektedir.

Hastanemizde izlenen zehirlenme olgularinin 589'u (%97) sifa
ile taburcu edildi. 6 yasinda amitriptilin zehirlenmesi nedeni
ile bagvuran bir erkek hasta exitus ile sonuclanirken (%0,2),
2 olgunun (%0,3) ise sekelli iyilestigi goruldu. Yatisi kabul
etmeyen 5 olgu ile baska hastanelere sevk edilen 10 olgunun
prognozu konusunda bilgi elde edilemedi.

Tartisma

Cahsmamizda erkek cocuklarinda zehirlenme olgularinin
daha sik oldugu goriilmektedir. Andiran ve arkadaslarinin
Ankara merkezli, Akbay-Ontiirk ve arkadaslarinin Eskisehir
merkezli calismalarinda kiz olgularda zehirlenmenin daha sik
gorildiigu saptanirken (2,4), Bicer ve arkadaslarinin istanbul
merkezli, Kondolot ve arkadagslarinin Kayseri merkezli, Gen¢
ve arkadaslarinin Ankara merkezli calismalarinda ise erkek
olgularda zehirlenmelerin daha sik goruldigi saptanmistir
(5,6,7). Zehirlenme grubumuzun ¢ogunlugunu 2-3 yas grubu
cocuklar olusturmaktadir. Kiiclik erkek cocuklarinin daha aktif,
merakli ve hareketli olmasi hasta grubumuzda erkeklerin
¢ogunlukta olmasini agiklayabilir (8). Calismamizda 6 yas
altindaki olgularda erkek orani daha fazla iken (n:269,%55), 10
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yas Ustl olgularda kiz cocuk oraninin daha fazla (n:41,%53,2)
oldugu gorildi. Andiran ve arkadaglarinin calismasinda 10
yasindan kiiclik olgularda erkek orani daha fazla (%52,3) iken,
10 yasindan buylk olan olgularda kiz hasta oraninin daha
fazla (%79) oldugu bildirilmistir (2). Bizim calismamizda da 10
yas Ustl olgularda kiz ¢cocuklarinin daha sik oldugu (%53,2)
saptandi. Bunun nedeni kii¢lik cocuklarda zehirlenmeler daha
¢ok merakin dogurdugu kaza ile gerceklesirken adolesan yasa
dogru 6zkiyim girisimlerinin artmasi ve 6zkiyim girisimlerinin
de daha cok kizlarda goriilmesi nedeni ile olabilir.
Galismamizda zehirlenmenin gergeklestigi en kicuk yas
45 glnlik bir kiz bebek, en buyilk olgu ise 18 yasinda
karbonmonoksit zehirlenmesi nedeni ile basvuran bir kiz
cocugu idi. En kiicik olgumuz annesi tarafindan D vitamini
zannedilerek verilen baska bir damla ile yanlislikla zehirlenmis
idi. Bicer ve arkadaslari 5 glinliik, Kahveci ve arkadaslari ise12
gunlik bir zehirlenme olgusu bildirmistir (5,9). Her ne kadar
kaza 6ykusu verilse de boyle olgularda cocuk ihmal ve istismari
damutlakaduisiinilmelive buyondeayrintili degerlendirmeler
yapilmalidir. Zehirlenmeler en sik kaza sonucu olusmaktadir.
Calismamizda kaza sonucu olusan zehirlenmeler %95,6 siklikta
idi. Caismamiza benzer sekilde kaza sonucu zehirlenmelerin
orani Kondolot ve arkadaslarinin ¢alismasinda %92, Akcay ve
arkadaslarinin calismasinda %97,5'olarak saptanmistir (6,10).

Ozkiyim amaclh zehirlenmeler kizlarda daha sik gériilmektedir.
Galismamizda 6zkiyim amacli zehirlenmelerde kiz ¢ocuklari
%81,4 oraninda saptanirken, Kondolot ve arkadaslarinin
calismasinda %94,9, Gen¢ ve arkadaslarinin calismasinda
%57,6 oraninda bildirilmistir (6,7). Ge¢miste yapilan ¢alisma
ve vyayinlarda da oOzellikle adolesan doénemde kizlarda
intihar girisiminin daha sik goruldigu vurgulanmistir (11).
Galismamizda en kiicik 6zkiyim olgusu 8 yasinda bir erkek
¢ocugu idi. Geng ve arkadaslarinin yaptigi ¢alismada tim
olgular 9 yas ulzerinde, Akcay ve arkadaslarinin calismasinda
olgularin timu 10 yas tzerinde idi (7,10). Ozklylm olgularinin
blyuk bir kismi ilag ile gerceklesirken az bir kismi ise ise
tarimsal-endustriyel Grtinlere bagli olarak gerceklesmisti.

Galismamizda zehirlenmelerinilkbahar aylarinda daha sik oldugu
gorulmustar. Benzer sekilde Erkal ve arkadaglarinin ¢alismasinda
en sik ilkhabar aylarinda zehirlenme olgularinin saptandig
bildirilmistir (12). Bu aylarda yapilan boya, badana ve temizlikler
esnasinda toksik maddelerin ¢ocuklarin kolay ulasabilecekleri
yerlerde bulunmasi, kis aylarina nazaran aile biydklerinin evde
daha az siklikla bulunmasi, besin maddelerinin sicak aylarda
daha cabuk bozulmalari bu artista etkili olabilir.



Calismamizda  zehirlenme olgulan etyolojilerine  gore
degerlendirildiginde en sik olarak tarimsal-endstriyel tGrlnlerle,
ikinci siklikta ise ilaglar ile zehirlenmelerin gerceklestigi goralda.
Akcay ve arkadaslarinin ¢alismasinda %70,6 ile en sik etken
olarak evtemizlik Grtnleri bildirilmistir (10). Bizim calismamizdan
farkli olarak Kahveci ve arkadaslarinin calismasinda %42,1,
Erkal ve arkadaslarinin calismasinda %46,6, Senel-Gilizel ve
arkadaslarinin calismasinda %43,3, Guiloglu ve arkadaslarinin
calismasinda ise %60,6, orani ile ilag ile zehirlenmeleri en sik

gorulen etken olarak saptanmistir (9,12,13,14).

Calismamizda ilag zehirlenmelerinin en sik nedeninin santral
sinirsistemineetkiedenilaglarolduguikincisikliktaise analjezik/
antipiretikler oldugu gorildi. Andiran ve arkadaslarinin
calismasinda %23,7, Senel-Glizel ve arkadaslarinin calismasinda
%31,4, ile analjezik/antipiretikler en sik gorilen etken olarak
bildirilmistir (2,13). Kondolot ve arkadaslarinin calismasinda ise
bizim calismamiza benzer sekilde en sik zehirlenmeye neden
olanilag grubunun santral sinir sistemini etkileyen ilaglar (%8,6)
oldugu bildirilmistir (6). Bu iki grup ilacin 6n planda olmasi
ise evlerde siklikla bulundurulmalar ve yaygin olarak recete
ediliyor olmalari ile iliskili olabilir.

ilac ile zehirlenme olgularinin  %8,3'G  amitriptilin ile
gerceklesmisti. Amitriptilin zehirlenmelerinin bu kadar sik
goruliyor olmasi, yiksek etkinlikte ve ucuz olmasi sebebi
ile doktorlar tarafindan sikca recete edilmelerine, hastalar
tarafindan kolaylikla recetesiz elde edilmelerine, kapaginin
kolay acilabilir olmasi ve tabletlerinin 6zellikle ¢ocuklar
icin goz alici ve kolay yutulabilir olmasina baglanabilir (15).
Amitriptilinin santral sinir sistemi ve kardiak ileti sistemi
Uzerinde etkilerinin olmasi nedeni ile ciddi bulgulara ve
mortaliteye neden olabilmektedir (16).

Calismamizda karbonmonoksit zehirlenmesi %3,8 siklikta
saptandi. Kahveci ve arkadaslarinin ¢alismasinda %2,9, Erkal
ve arkadaslarinin calismasinda %3,9 siklikta bildirilmistir
(9,12). Akcay ve arkadaslarinin calismasinda %2, Senel-Glizel
ve arkadaslarinin ¢alismasinda %19,4 idi (10,13). Bu sikliklar
orneklem alimiile degiskenlik gosterebilir.

Calismamizda kostik-koroziv maddeler (camasir ve bulasik
makinesi deterjani, bulasik parlaticisi, kire¢ ve yag ¢oziicller,
ozon, ¢camasir suyu, tuz ruhu) ile olan zehirlenmeler %35,4
siklhkta saptandi. Ulkemizde yapilan calismalarda oldukca
farkli sonuclar elde edildigi gortilmektedir. Bu oran Andiran
ve arkadaslarinin calismasinda %16,8, Akbay-Ontiirk ve
arkadaslarinin calismasinda %16,7, Kondolot ve arkadaslarinin
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calismasinda %20,4, Kahveci ve arkadaslarinin calismasinda
%23,5 oraninda saptanmis idi (2,4,6,9). Erkal ve arkadaslari
%5,6, Senel-Glizel ve arkadaslari ise bu orani %6,7 bildirmistir
(12,13). Merkezimizde 3. Basamak c¢ocuk cerrahisi kliniginin
olmasi nedeniyle bu hastalarin merkezimize refere edilmis
olmalari bizim ¢alismamizdaki koroziv madde alim sikhidinin
yuksek olmasini aciklayabilir diye diisiinmekteyiz.

Zehirlenme olgularinin %401 ayaktan tedavi edilmis, hastaneye
yatis verilen hastalarin biyuk bir kismida 1-2 glinicinde sifaile
taburcu edilmistir. Calismamizda da izlendigi gibi zehirlenme
olgularinin cogunlugunu 24 saatten az gozlenmesi gereken
hastalar olusturmaktadir.

Sonu¢

Zehirlenmelerin  cogu kicik yas grubunda ve erkek
cocuklarda kazaen alimlarda gorilmektedir. Bu nedenle,
en dogru yaklasim koruyucu tedbirlerin arttinlmasidir.
Temizlik maddeleri ve ilaglardan olusan zehirlenmeler sik
gorulmektedir. Bu maddelerin ve ilaclarin emniyetli yerlerde
saklanmasi, ilaglarin ve temizlik maddelerinin kapaklarinin
cocuklarin acamayacadi mekanizmalarla Uretilmesi, temizlik
maddelerinin yiyecek ve icecek kaplarinda saklanmamasi
konusunda ailelere egitim verilmelidir. Yine adolesanlarda riskli
davranis sergileyen bireyler yakindan izlenmeli ve gerekirse
bu kisilere psikolojik destek saglanmalidir. Bu standart
onlemlerin yani sira her bolge kendi epidemiyolojik ¢calismasi
dogrultusunda zehirlenme onceliklerini belirlemelidir ve bu
yondeki onlemlerini artirmalidir.

Maddi Destek ve Cikar iliskisi

Galismayr maddi olarak destekleyen kisi/kurulus yoktur ve

yazarlarin herhangi bir cikar dayali iligkisi yoktur.
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The impact of 3G mobile phone base station radiation on 14-3-3
Family Proteins in hepatocellular carcinoma cell line

Baz istasyonundan yayilan 3G cep telefonu radyasyonunun hepatoselliler
karsinoma hlicre hattinda 14-3-3 Protein Ailesine etkisi
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ABSTRACT

Aim:Thewidespreadincrease of mobile telecommunication servicesis mainly responsible fortheamount of radiofrequency
radiation (RFR) in public and residential areas. Third generation (3G) is different from second generation (2G) system
technologies with respect to carrier frequency. 14-3-3 proteins are a family of highly conserved cellular proteins that
plays a crucial role in the regulation of metabolic pathways. Besides 14-3-3 proteins regulate many cellular processes
such as cell growth, differentiation and apoptotic cell death. The aim was to study the possible effects of third generation
mobile phone base station like Radiofrequency Radiation exposure on the 14-3-3 protein expression in the hepatocellular
carcinoma cells (HepG2).

Materials and Methods: HepG2 cells were exposed RFR in four different periods as 1 hour, 2, 3 and 4 hours and then

western blot analysis was performed to analyse protein expression level.
Results: Expressions of 14-3-3 protein were found unaltered in the control, sham and exposure groups.

Conclusion: This report presents data about the effects of 3G system technologies mobile phone base station radiation on
14-3-3 protein expression. 14-3-3 isoenzyme analysis and long term exposure experiments should be done to understand

the exact effects of 3G mobile phone radiation on HepG2 cell line.
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Amag: CMobil telekomiinikasyon servislerindeki yaygin artis, halka acik alanlar ve konutlardaki radyofrekans radyasyon
(RFR) miktarinin bashca sorumlusudur. Uclincii nesil (3G) sistem teknolojileri ikinci nesil (2G) teknolojilere gére tasiyici
frekanslari bakimindan oldukga farklidirlar. 14-3-3 protein ailesi metabolik yollarin diizenlenmesinde 6nemli rollere sahip
hicresel proteinleri icerir. Bununla beraber 14-3-3 protein ailesi hiicre blytmesi, farklilasmasi ve apoptotik hiicre 6limu
gibi bircok hiicresel siirecte gorev alirlar. Calismanin amaci 3G cep telefonu baz istasyonundan yayilan radyofrekans

radyasyona maruz kalan hepatoseliiler karsinoma hiicrelerinde (HepG2) 14-3-3 protein ekspresyonunun incelenmesidir.

Gereg ve Yontemler: HepG2 hiicreleri 1, 2, 3, ve 4 saat olmak Uzere dort farkli periyotta radyofrekans radyasyona maruz

birakilmis ve protein ekspresyonundaki farkliliklarin incelenmesi icin western blot analizi gerceklestirilmistir.
Bulgular: Kontrol, sham ve maruziyet gruplarinda 14-3-3 protein ekspresyonunda degisime rastlanmamistir.

Sonug: Bu calismada liclincii nesil cep telefonu baz istasyonundan yayilan radyasyonun 14-3-3 protein ekspresyonuna etkisi

ileilgili veriler elde edilmistir. 14-3-3 izoenzim analizleri ve uzun stireli maruziyeti iceren calismalarin yapilmast ile t¢tincl nesil

Introduction

The use of mobile phones is increasing dramatically. Although
many researches have been carried out to date, there are still
remaining questions unanswered about the side effects of
mobile phone radiation [1]. Nevertheless, most of the research
carried out was focused mainly on the side effects of Global
System for Mobile Communication (GSM) phone radiation in
thefrequency band of 900 MHzand 1800 MHz.There have been
few studies conducted to investigate the response of biological
systems to 3G mobile phone radiaton in the frequency band
of 2100 MHz. It has been reported that radiofrequency field
exposure causes to change cell proliferation and the synthesis
rate of different biomolecules [2-5]. Moreover, the role of cell
phone exposure on tumor induction has also been proposed
in an epidemiological research [6].

14-3-3 proteins are a family of eukaryotic proteins acting
as a regulator in various processes ranging from mitosis to
apoptosis. They are key regulators of cellular processes such
as signal transduction events and inhibition, activation or
structural stabilization of different enzymes and proteins [7, 8].

The aforementioned mammalian brain protein family named
as 14-3-3 due to its particular migration pattern and elution
characteristics on respective techniques namely starch
gel electrophoresis two-dimensional and DEAE-cellulose

chromatography [9].

14-3-3 protein family members are 30 kDa acidic proteins
expressed in a wide range of organisms and tissues exhibiting
highly conserved character. Seven major 14-3-3 isoforms are
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cep telefonundan yayilan radyasyonun HepG2 hiicre hattina etkisinin daha iyi anlasilmasina olanak saglanacaktir.

Anahtar Kelimeler: 14-3-3 protein ailesi; Hepatoselller karsinom; Radyofrekans.

named beta (B), epsilon (X), eta (n), gamma (y), tau (1), sigma (o)
and zeta ({) respectively [10, 11]. These proteins have significant
role in considerable cellular actions such as cell-cycle control,
signal transduction, stress response, malignant transformation
and apoptosis. To date, more than 100 different interacting
partners for the 14-3-3 proteins have been reported. They are
act as an adaptor molecules that stimulating protein-protein
interactions, regulating the protein localization at subcellular
level and activating or inhibiting enzymes [12].

14-3-3 regulates members of the mitochondrial apoptotic
machinery, as well as an interfering many of the signaling
molecules that regulate the survival and death signals to the
mitochondrial death pathway [13]. There is some evidence
to suggest that the antiapoptotic activity of 14-3-3 proteins
applied by direct interference on the critical function of the
mitochondrial core pro-apoptotic machinery [14].

Thus, investigating the expression level of 14-3-3 family may
give a clue about the altered level of different proteins which
is modulated by mobile phone radiation [1, 5]. The aim of
the present study was to evaluate the possible effect of non-
ionizing 3G mobile phone radiation on expression of 14-3-3
proteins in hepatocellular carcinoma cell line HepG2.

Material and Methods
Cell Culture

Human hepatocellular carcinoma cell line HepG2 was
purchased from ATCC (cat.HB-8065). HepG2 cells were
maintained in DME High Glucose media with 584mg/I

L-Glutamine (cat.9031,Irvine Scientificc USA) containing



10% Fetal Bovine Serum (Irvine Scientific, USA) and 50ug/ml
Gentamycin sulfate solution (Irvine Scientific, USA). The cells
were grown in 75cm2 vented cap flasks (BD Falcon, USA)
in humidified 5% CO2 37°C incubator (Sanyo, Japan) and
medium was renovated every 2 days.

Exposure System

3G base station modulated UMTS signals at 2100 MHz were
produced by using a vector signal generator (Rohde &Schwarz
SMBV 100A, 9 kHz - 3.2 GHz, Germany) a horn antenna
(Schwarzbeck, Doppelsteg Breitband Horn antenna BBHA
9120 L3F, 0.5 - 2.8 GHz, Schénau, Germany) in a temperature
controlled shielded environment. The temperature was kept
at 37 °C throughout the experiment.

The generated power was controlled by a spectrum analyzer
(Agilent Technologies N9320A, 9 kHz - 3 GHz, Santa Clara, United
States) connected to the signal generator. The produced signals
were controlled by means of the spectrum analyzer connected
to the signal generator, and a NARDA EMR 300 meter and a type
26.1 probe (Pfullingen, Germany) were used for the measurement
of the output radiation. Measurements were taken throughout
the entire experiment and the data was recorded to a computer
bounded by a fiber optic cable. The average whole body specific
absorption rate (SAR) was estimated to be 0.2 W/kg using the
Finite Domain of Time Difference (FDTD) method.

Treatment Cells with RF

The cells were incubated in the flasks 24 hours before the
experiment to allow binding. Dead or unbound cells were
removed by rinsing twice with Phosphate Buffer Saline (Irvine
Scientific, USA) before assay. The flasks were coded as control,
sham and 2100 MHz, continuous RFR exposed for 1 hour, 2, 3
and 4 hours. Control flasks were left in the incubator for the
entire period of the experiment. Sham exposed flasks were in
the same conditions as with the RFR exposed, with the only
difference, having signal generator turned off.

Experimental Design
Control Groups (Group | to Group IV)

Group |. Control for the one-hour-exposed cells. Cells left in
the incubator for 1 hour.

Group Il. Controls for the two-hour-exposed cells. Cells left in
the incubator for 2 hours.

Group lll. Controls for the three-hour-exposed cells. Cells left
in the incubator for 3 hours.

Group IV. Controls for the four-hour-exposed cells. Cells left in
the incubator for 4 hours.

Sham-Exposed Groups (Group V to Group VII)
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Group V. Sham-exposed cells for the one-hour-exposed
cells. Cells in the flask were kept in the same experimental
conditions without the RFR -exposed cells for 1 hour.

Group VI. Sham-exposed cells for the two-hour-exposed
cells. Cells in the flask were kept in the same experimental
conditions without the RFR -exposed cells for 2 hours.

Group VII. Sham-exposed cells for the three-hour-exposed
cells. Cells in the flask were kept in the same experimental
conditions without the RFR -exposed cells for 3 hours.

Group VIIl. Sham-exposed cells for the four-hour-exposed
cells. Cells in the flask were kept in the same experimental
conditions without the RFR -exposed cells for 4 hours.

RFR-Exposed Groups (Group VIII to Group XII)

Group IX. RFR-exposed cells for the one-hour cells. Cells in the
flask were exposed to 2100 MHz RFR for 1 hour.

Group X. RFR-exposed cells for the two-hour cells. Cells in the
flask were exposed to 2100 MHz RFR for 2 hours.

Group XI. RFR-exposed cells for the three-hour cells. Cells in
the flask were exposed to 2100 MHz RFR for 3 hours.

Group XII. RFR-exposed cells for the four-hour cells. Cells in the
flask were exposed to 2100 MHz RFR for 4 hours.

Western Blot Analysis

The adherent cells in the T75 flask were harvested with EDTA
immediately after the end of the exposure and then washed
three times with PBS. Following the removal of PBS cells were
lysed with buffer containing 7M Urea, 2M Thiourea, 10 mM
DTT and 1 mM PMSF. The Bradford protein assay was used to
determine the protein content of the lysate.

Semi quantitative Western Blotting technique was used
to compare the expression level of 14-3-3 proteins. The
proteins were resolved in %10 Sodium Dodecyl Sulphate
Polyacrylamide Gel Electrophoresis (SDS-PAGE). An equal
amount (40 pg) of protein originated from the cell-lysates was
applied to each well. Following electrophoresis the proteins
were transferred to Nitrocellulose membrane and blocked
with 3% non-fat dry milk. 14-3-3 Rabbit IgG affinity purified
anti-Human antibodies (IBL, Japan) against to the types 3, v, €,
¢, n, T of the protein is used as a primary antibody. Polyclonal
Anti Rabbit IgG Horseradish Peroxidase (HRP) conjugated
(Abcam, United States) was used as a secondary antibody.
[-actin primary antibody (Genscript, USA) and Polyclonal Anti
Mouse IgG Horseradish Peroxidase (HRP) secondary antibody
was used in loading control analysis for normalization. The
signal produced by Luminol reagent (Santa Cruz, USA). was
visualized by a radiography film (Kodak, USA). Developed films
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were scanned using Bio-Rad GS-800 densitometer and signal
intensity was determined by BioRad-Quantity One 4.6 to
compare expression levels among groups. Normalized three
independent experiment data were statistically analyzed with
student t-test at the confidence level of % 95.

Results

Western Blot analysis results are shown in Figure 1 and Figure
2. Expressions of 14-3-3 protein were found unaltered in
among the groups.

14-3-3

p-Actin

Figure 1. A.Control for the one-hour-exposed cells. B.Controls for
the two-hour-exposed cells. C.Sham-exposed cells for the one-hour-
exposed cells. D.Sham-exposed cells for the two-hour-exposed cells.
E.RFR-exposed cells for the one-hour cells. F.RFR-exposed cells for the

two-hour cells.

14-33

p-Actin

Figure 2 A.Controls for the three-hour-exposed cells. B.Controls for
the four-hour-exposed cells. C.Sham-exposed cells for the three-
hour-exposed cells. D.Sham-exposed cells for the four-hour-exposed
cells. E.RFR-exposed cells for the one-hour cells. F.RFR-exposed cells

for the one-hour cells.
Disscussion

A number of studies were conducted into the expression
pattern of the cells exposed to mobile phone radiation by two
dimensional electrophoresis [15-17]. In these studies proteins
showing altered expression were verified with an alternative
technique such as Western Blotting and RT-PCR assay. After
validation assays the changes in expression profile were not
found to be significant.

Hirose et al. [18] examined phosphorylation of Hsp27 as
it occurs rapidly following exposure to various stresses.
They induced the human glioblastoma A172 and IMR-90

920

fibroblast cell lines with continuous wave (CW) and Wideband
Code Division Multiple Access (W-CDMA) RF fields. Neither
expression of hsp27 nor the phosphorylation of the protein
was affected following exposure.

Nylund et al. [16] analysed the proteome response of brain and
umbilical vein endothelial cells to the mobile phone radiation.
In the aforementioned study some of the proteins expression
profile was found to be changed following exposure. When
the data was corrected with false discovery rate analysis, the
results were not to be significant. These findings contradicted
the result of their previous study which was conducted using
human endothelial cell line EA.hy926 exposed to GSM 900
MHz radiation. Nylund et al. [16] clarified the discrepancy as
(i) different exposure frequencies (900 MHz vs. 1800 MHz), (ii)
differences in SAR distribution in cell culture dishes in the used
exposure set-ups, (iii) differences in used cell types (primary
cells vs. cell line), and (iv) differences in the 2DE proteomics
methodology (silver stain vs. DIGE).

Roosli et al. [19] systematically reviewed the recent articles
regarding the health effects of exposure to mobile phone base
station (MPBS) radiation and concluded that while the data in
the 17 published article was scarce, the absence of evidence
of harm should not necessarily be interpreted as evidence that
no harm exists.

Studies showed that overexpression of 14-3-33 in NIH3T3 cells
induces cell growth and promotes tumor formation in nude mice.
Also 14-3-33 found to be over expressed in lung cancer. These
findings suggest that 14-3-3 3 has an oncogenic potential [20].

Even though the over expression of 14-3-3 proteins has not been
yet associated with specific pathologies; there are some reports
indicating increased 14-3-3 expression in specific cancer types.
Increased expression of 14-3-3 ( was reported in lung cancer,
breast cancers, oral squamous cell carcinomas and stomach
cancer. 14-3-3f3 levels are increased in papillomavirus induced
carcinomas, a and T expression in lung cancer biopsies and of
14-3-3y in chemo-resistant melanomas were published [21].

Lodygin et al. [22] found high expression levels of 14-3-30 in
normal prostate epithelial and benign prostate hyperplasia cells
in immunohistochemical studies, whereas prostate cancer cells
have either low expression profile or lacking of 14-3-3c.

Down-regulation of 14-3-30 was reported in breast cancer
cells by SAGE analysis by Nacht et al. [23]. However, any
genetic modification which could be detected in the 14-3-30
locus may explain the decreased expression.

The large number of 14-3-3 targets plays a key role in various
cellular functions. In the present study protein expression



profile of 14-3-3 protein family in 3G mobile phone exposed
HepG2 cell line was examined by Western Blotting and no
change in protein expression was observed. Our results were
in line with the previous published articles.

In conclusion, the laboratory findings should be verified with
an orthogonal analytical technique such as gene expression
analysis (RT-PCR). Also 14-3-3 isoform analysis should be done
to understand the exact effects of 3G mobile phone radiation in
HepG2 cell line. Research should be carried out to investigate the
long term effects of mobile phone radiation in-vivo and in-vitro.
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The role of probiotics in the regulation of microbial load in green detox
smoothie to prevent foodborne and gastrointestinal infections

Gida kaynakli ve gastrointestinal infeksiyonlari 6nlemek icin, yesil detoks
iceceginde mikrobiyal yliktin diizenlenmesinde probiyotiklerin rolti
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ABSTRACT

Aim: The aim of this study was to reduce microbial load that can cause foodborne and gastrointestinal system infections in green
detox smoothie by using probiotics instead of antimicrobials and heat treatments, and to develop green detox smoothie treated
with probiotics for promoting gastrointestinal microflora.

Material and Methods: The microflora of green detox smoothie were determined by counting of total mesophilic aerobic bacteria
(TMAB), yeasts and molds (YM), Lactobacillus spp., and E. coli on appropriate selective media. After 24 hours 37°C incubation of
green detox smoothies with L. acidophilus and L. reuteri solely, all microorganisms were counted on appropriate media by streak
plate method with respect to control.

Results: When treatments of L. acidophilus and L. reuteri were considered, significant reductions in the logarithmic counts of TVIAB,
YM and E. coli were seen. It was seen that inhibition of yeasts and molds were lower than inhibition of TMIAB in green detox smoothie
treated with probiotics. It was also determined that inhibitory effects of L. acidophilus and L. reuteri were the same against whole
microorganisms (P < 0.05).

Conclusion: The applications of probiotics provide an alternative method for reducing microbial load of nutrients to the usage of
antimicrobial substances and heat treatments. By the applications of probiotics, not only gastrointestinal microflora is promoted,
but also microbial load of pathogens is eliminated in unprocessed nutrients such as green detox smoothie.

Keywords: Probiotic, antimicrobial, Lactobacillus acidophilus, Lactobacillus reuteri, foodborne infections, Gastrointestinal system
infections, green detox smoothie
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Amag: Bu calismanin amaci, antimikrobiyaller ve 1sil islem yerine probiyotikler kullanarak, yesil detoks iceceginde

gida kaynakli ve gastrointestinal sistem infeksiyonlarina neden olabilen mikrobiyal yiki azaltmak ve gastrointestinal
mikroflorayi gelistirmek icin probiyotik uygulanan yesil detoks icecedi gelistirmektir.

Gereg ve Yontemler: Yesil detoks iceceginin mikroflorasi, uygun selektif besiyerlerde toplam mezofilik aerobik bakteri,
maya ve kiif, Lactobacillus spp. ve E. coli sayimlar yapilarak belirlendi. Uygulama yapilmayan ve L. acidophilus ve L. reuteri
ile tek olarak uygulama yapilan yesil detoks iceceginin 24 saat 37°C inkiibasyonundan sonra, mikrobiyal yiki plak sayim
besiyerinde (PCA) yayma plak yontemi ile sayildi.

Bulgular: L. acidophilus ve L. reuteri uygulamalari g6z 6niine alindiginda TMAB, YM ve E. coli logaritmik sayimlarinda anlamli bir
azalmalar goruldi. Probiyotik uygulanan yesil detoks iceceginde maya ve kif inhibisyonunun TMAB inhibisyonundan daha az
oldugu goruldu. L. acidophilus ve L. reuteri nin, E. coli izerindeki inhibitor etkisinin ayni oldugu da belirlendi (P < 0.05).

Tartisma: Probiyotik uygulamalari, besinlerin mikrobiyal yiiklerini azaltmakicin antimikrobiyal maddelerin ve isil uygulamalarin
kullanimina alternatif bir metod saglamaktadir. Probiyotik uygulamalari ile sadece gastrointestinal mikroflora desteklenmekle
kalmaz, ayni zamanda yesil detoks icecegi gibi islenmemis besinlerde patojenlerin mikrobiyal ytikleri yok edilir.

Anahtar Kelimeler: Probiyotik, antimikrobiyal, Lactobacillus acidophilus, Lactobacillus reuteri, gida kaynakl infeksiyonlar,

gastrointestinal sistem infeksiyonlari, yesil detoks icecegi

Introduction

Usage of green detox smoothie have been emerged at health
centers and gyms in worldwide due to acting as prebiotic,
detoxicate xenobiotics. Especially, celery stalk and parsley
added in green detox smoothie consisting of flavones that
have antimicrobial and anti-inflammatory effects [1].

Green detox smoothie that is prepared fresh may cause
foodborne infections due to having microbial load of
which origin is soil generally. New alternative strategies for
processing of nutrients to control pathogens have gained an
attention due to antimicrobial chemicals and heat treatments
used for control lead to spread resistant strains and disrupt
heat sensitive health promoting molecules such as proteins
and vitamins, respectively [2].

New applications of probiotics have been emerged in
health and food industries. Probiotics that have health-
promoting effects when are used in adequate level are
used as a therapeutics or a supplement in nutrients [3].
Probiotics can have antimicrobial activities, regulate
immune system, strength gastrointestinal system (GIS) by
promoting microflora, acting as biocatalysts, consequently,
facilitating digestion of polymers via fermentation [4-7]. While
Lactobacillus, Lactococcus and Bifidobacterium are the main
probiotics, Streptococcus, Saccharomyces, Escherichia coli are

the other examples of probiotics [4]. Lactobacillus acidophilus

(L. acidophilus) and Lactobacillus reuteri (L. reuteri) are Gram-
positive lactic acid bacteria (LAB). While L. acidophilus is
used in fermented dairy products generally. L. reuteri are
inhabitants of GIS [8]. Many isolates of L. acidophilus produce
bacteriocins [9], whereas L. reuteri produce and secrete
reuterin  (B-hydroxypropionaldehyde) and reutericyclin
that are tolerant antimicrobial chemicals to proteolytic and
lipolytic enzymes, when substrates of Lactobacillus reuteri are

glucose and glycerol [10].

Stabilizingand supporting of intestinal microflora by probiotics
plays a vital role through the lifetime [11]. Usage of probiotics
such as Lactobacillus spp. can help to treat constipation
and abdominal pain [12], and can avoid foodborne and GIS
infections that are caused by Helicobacter pylori and enteric
pathogens such as Salmonella spp., Shigella spp., Clostridium
difficile and Escherichia coli[13].

Material and Methods
Determination of microflora of green detox smoothie

The microflora of green detox smoothie was determined by
counting total mesophilic aerobic bacteria (TMAB), yeasts and
molds (YM), Lactobacillus spp., and E. coli on plate count agar
(PCA, Merck), yeast extract agar (YEA, Merck), de Man Rogosa
and Sharpe agar (MRS, Merck) and eosin methylene blue agar
(EMB, Merck) by standard spread plate technique, respectively.
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Preparation of green detox smoothie and inoculation of
probiotics

10 spinach leaves, 5 rocket leaves, a pinch of parsley, one
celery stalk and a half of cucumber were mixed by rondo
after washing with tap water. 1.0 mL of bacterial suspension
prepared in distilled water and adjusted to 0.5 McFarland
(1.108 cfu/ml) was added into 9.0 mL of green detox smoothie.
Inoculum was incubated at 37°C for 24 hours.

Determination of microbial counts

After incubation at 37°C for 24 hours, double fold dilutions of
green detox smoothies untreated (control) and treated with L.
acidophilus and L. reuteri were carried out with sterile distilled
water. Then, 100 pL samples of each dilution were inoculated
in PCA (Merck), yeast extract agar (YEA, Merck), de Man Rogosa
and Sharpe agar (MRS, Merck) and eosin methylene blue agar
(EMB, Merck) by streak plate method. Agars inoculated with
100 pL samples were incubated at 37°C for 24 hours. After
incubation, plates were counted and converted to logarithmic
values [14]. This process was repeated in triplicates.

Determination of pH

After incubation of green detox smoothie samples at 37°C
for 24 hours, the pHs of green detox smoothie samples of
which groups were untreated (control), treated with sole L.
acidophilus and L. reuteri were measured by using a pH meter
(WTW Inolab pH 720, Germany).

Statistical Analysis

The data were analyzed by the SPSS 21 software. Pearson x2
test was used to detect existence of significance between
treatments. All data were considered statistically significant,
when p-value was equal to or less than 0.05 (P < 0.05).

Results

The microflora of green detox smoothie was found to be
consisted of TMBA, YM, and E. coli in PCA, YEA, EMB agar,
respectively, whereas LAB were not found in microflora of
green detox smoothie (Table 1). The pHs of green detox
smoothies of which groups were untreated (control), treated
with sole L. acidophilus and L. reuteri were 6.57 5.21 and 5.5.
There was an positive relationship between reduction of
pH caused by L. acidophilus and L. reuteri and antimicrobial
effects of L. acidophilus and L. reuteri against TMAB and yeast
and molds grown in green detox smoothie. When treatments
of L. acidophilus and L. reuteri were considered, significant
reductions in the logarithmic counts of TMAB, YM and E
coli were seen (P < 0.05). TMAB, YM and E. coli were reduced
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approximately 2.5, 1 and 1.35 log cycle by treatment of L.
acidophilus, respectively, whereas these reductions of TMAB,
YM and E. coli were 2.5, 1 and 1 log cycle by treatment of L.
reuteri (Table 1).

It was seen that inhibition of yeasts and molds were lesser
than inhibition of TMAB in green detox smoothie treated with
probiotics. When L. acidophilus and L. reuteri treatments were
considered reductions of YM were both 1 log cycle, whereas
reductions of TMAB were 1.35 and 1 log cycle, respectively.
Loads of TMAB and YM were found to be reduced to 5.14 and
4.28 log cycle, respectively, from approximately the same log
cycle grown in smoothie treated with L. acidophilus. Loads of
TMAB and YM were found to be reduced to 4.36 and 5.43 log
cycle, respectively, from approximately the same log cycle
grown in smoothie treated with L. reuteri. Inhibitory effects
of L. acidophilus and L. reuteri were the same against whole

microorganisms (P < 0.05) (Table 1).

Discussion

L. reuteri that present in GIS provides an unfavorable
environmentfor pathogenic bacteria by reducing pH ofintestine
[15]. L. reuteri produces and secrets reuterin and reutericyclin
that are tolerant antimicrobial chemicals to proteolytic and
lipolytic enzymes, when substrates of L. reuteri are glucose and
glycerol [16], whereas L. acidophilus produces bacteriocin that
is one of antimicrobial substance [17]. Researchers showed that
incidence of diarrhea was decreased by the usage of L. reuteri,
and nosocomial diarrhea was avoided by the usage of L. reuteri
in children [13]. GIS infections are treated more effectively,
(LGG),
Saccharomyces boulardii are used in the begining of infection
[11]. Arqués et al. (2008) considered that reuterin showed
bactericidal effect against all Gram-negative pathogens studied
such as Salmonella enterica, Campylobacter jejuni, Aeromonas

when Lactobacillus rhamnosus GG L. reuteri and

hydrophila, Yersinia enterocolitica, and Escherichia coli O157:H7
in milk [18]. Muthukumarasamy et al. (2003) revealed that L.
reuteri had bactericidal effect against E. coli O157:H7 of which



inoculums were 3 log cfu/mL and 6 log cfu/mL in two ground
beef before 20 days of storage period [19].

Other researchers considered that reuterin produced by L.
reuteri had broad spectrum inhibitory effect against Gram-
positive and Gram-negative bacteria such as E. coli O157:H7
[20, 21] grown especially in ground beef and milk [22, 23] and
Listeria monocytogenes grown in cheese and milk treated
with UHT 8 10 [24, 25], and prolonged shelf lifes.

Sikorska et al. (2013) determined that probiotics such as
L. acidophilus, L. casei, L. plantarum and Bifidobacterium
bifidum had antibacterial effects against methicillin resistant
Staphylococcus aureus (MRSA). L. acidophilus was more
effective against MRSA isolates than Bifidobacterium bifidum.
Sikorska et al. (2013) and Hutt et al. (2006) revealed that
antibacterial effects of probiotics can be mediated by acid
products formed in fermentation process or antibacterials
produced such as bacteriocin [13, 26].

Optimum pHs of bacteria and both yeast and molds for
growth were 6.5-7.5 and 5-6, respectively [27]. In this study,
eliminations of yeast and molds were lesser than elimination
of TMAB in green detox smoothie treated with probiotics.
This results were due to yeast and molds can resist to acidic
environments more than bacteria [28].

Conclusion

The applications of probiotics not only promote microflora
of GIS, but also can prevent foodborne and GIS diseases
by reducing microbial load of pathogens in unprocessed
nutrients without usage of antimicrobial chemicals leading
to spread resistant strains or heat treatments degrading
heat sensitive molecules such as proteins and vitamins. New
applications of probiotic usage such as supplementation of
nutrients with probiotics can be disseminated in health and
food industries.
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Differences between types of tract dilatation techniques during
percutaneous nephrolithotomy (PCNL)

Perktitan nefrolitotomi (pcnl) esnasinda trakt dilatasyon teknikleri
arasindaki farkhliklar
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ABSTRACT

Aim: Dilation of the distance from the skin to the kidney stone is one of the important steps of percutaneous
nephrolithotomy (PCNL). However, due to cost and exposure to radiation, there is a debate about the proper dilatation
method. For this purpose, a controlled clinical trial was planned to evaluate the effectiveness of the use of 12 F Amplatz
dilator + balloon dilator in terms of shorter duration of tract dilation and scopy time during PCNL.

Material and Methods: 60 patients with kidney stones and performed PCNL were included in the study and divided
into 3 groups. While balloon dilation was maintained after using 12F Amplatz dilator -only- in Group 1, balloon dilation
was performed after using 8/10 dilator/sheat set, dual-lumen ureteral catheter and ZebraTM angled type guidewire as
described in the teachingsin Group 2. Dilation in patients in Group 3 was performed with just Amplatz dilators ranging from
10F to 30F without using balloon dilation. The access time, dilation time, operation time, scopy time, cost, nephrostomy

tube removal time, hospital stay period parameters were recorded.

Results: Dilation, operation and scopy times were significantly lower in Group 1 compared to the two other groups
(p<0.05). The costs were higher in Group 2.

Conclusion: Due to the shorter dilation, scopy and operation time and cost benéefits, using 12F Amplatz dilator before and
then balloon dilator seems advantageous.

Key Words: kidney stones, Percutaneous nephrolithotomy, 12F amplatz dilator, balloon dilatation, radiation exposure
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Amag: Ciltten bobrek tasina kadar olan mesafenin dilatasyonu Perkiitan Nefrolitotomi (PCNL) operasyonunun onemli
adimlarindandir. Ancak, maliyet ve radyasyon maruziyeti nedeniyle uygun dilatasyon metodu konusunda tartismalar
surmektedir. Bu amagla, PCNLde trakt dilatasyonu esnasinda 12F Amplatz dilatatér + balon dilatatér kullaniminin
dilatasyon ve skopi stiresi lizerine etkisini degerlendirmek icin kontrolll klinik calisma planlandi.

Gereg ve Yontemler: Bobrek tasi nedeniyle PCNL endikasyonu olan 60 hasta calismaya dahil edildi ve 3 gruba ayrildilar.
Grup 1'de sadece 12F Amplatz ile dilatasyon sonrasi balon dilatasyonu yapilirken, Grup 2'de 6gretilerde tarif edildigi gibi
sirasiyla 8/10 dilatatdr/sheat set, dual-limen Ureteral katater ve ZebraTM acili uglu kilavuz tel sonrasi balon dilatasyon
uygulandi. Grup 3'de ise balon dilatator uygulanmadan 10-30F arasi Amplatz dilatatorler ile trakt dilatasyonu saglandi. Tasa
erisim siresi, dilatasyon siresi, amelitay siresi, skopi siiresi, maliyet, nefrostomi tiipiniin ¢ikariima siresi ve hastanede
kalis stiresi parametreleri kaydedildi.

Bulgular: Dilatasyon siresi, operasyon siiresi ve skopi suresi Grup 1'de diger iki grup ile karsilastinldiginda anlamli
derecede daha kisaydi (p<0.05). Maliyet Grup 2'de diger gruplar ile karsilastirildiginda daha fazlaydi.

Sonug: Kisa dilatasyon suresi, kisa operasyon suresi, diisik skopi zamani ve diisiik maliyet nedeniyle 12F Amplatz dilator

Introduction

Percutaneous nephrolithotomy (PCNL) is a preferred treatment
method in multiple and Staghorn kidney stones larger than 2cm
[1]. Serious reductions in complications, morbidity, and mortality
have been observed with the application of this percutaneous
intervention in patients, who were inevitably treated with open
surgery methods previously. Percutaneous intervention to the
kidneys was first used by Goodwin in 1955 [2] and then the
percutaneous surgery method for the treatment of kidney stones
was described by Fernstrom and Johansson in 1976 [3]. Due to
faster elimination of large stones, acceptable level of complications,
shorter recovery times, shorter hospital stays, increased post-
operative patient comfort, and reduced labor force loss, PCNL is
suggested in the current guides for larger than 2cm, resistant to
extracorporeal shock wave lithotripsy, complex, staghorn kidney
stones and certain kidney stones with anomalies [4].

Dilation is one of the important steps of the PCNL operation
[5]. Tracts can be formed using Amplatz, balloon, and metal
telescopic dilation [6-8]. There are controversies around
the appropriate method of dilation. These techniques have
certain advantages and disadvantages, particularly regarding
bleeding and costs. Reducing the dilation time also reduces
the dose of radiation exposed to during the procedure.
Therefore, we have aimed to evaluate the efficiency of balloon
dilation using 12 F Amplatz dilator to shorten the duration of
the dilation procedure, particularly with regards to duration
and thereby, the amount of radiation exposure and costs.
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Material and Methods

60 patients between the ages of 18 and 78 with an established
diagnosis of kidney stones and identified with PCNL indication
and operated by the same urologist were included in the study
between February 2015 - June 2017. Patients with a single kidney
lower pole stone in the size of 2 to 3 cm and patients with guide
wire catheter passing ureter after routine lower pole posterior
calyx entry were included in the study. Patients with congenital
renal anomalies and middle-upper pole kidney stones were
excluded from the study. Patients were randomly assigned to
groups. Each patient in each group was assessed by a blinded
person about the procedure performed for the patients.

Procedures

The patients were prospective randomly divided into three
groups. All the patients were operated under general
anesthesia. Cystoscopy in gynecologic position was performed
on the patients and catheters with both ends open were
placed in the urethra on the side planned for surgery. During
the operation, urethral catheters were placed to decompress
the bladder. The patients were brought to the prone position
and the required areas were supported with silicone pads.
After cleaning the flank and genital regions of all the patients
with antiseptics, these regions were covered with covers that
contain irrigation pouches to collect irrigation fluids during
surgical procedures.



Access to all the patients was achieved through the posterior
calyx. Access in a single plan was preferred. Calyx was
determined with C-arm X-ray device at 90 degrees. The 18
gauge inroducer needle was advanced to the target through
the appropriate skin area, making a 30 degrees angle with the
patient. The inner needle sheath was removed and following
the observance of the arrival of urine or opaque matter, the
0.038 inch ZIPwire guidewire was advanced. Needle was
removed after a Tcm incision was made over it. 12F Amplatz
dilator was inserted over guidewire towards the calyx in the
patients in group 1 (n: 20). Then dilatation of the tract was
achieved with aNephromaxTM High Pressure balloon dilatation
catheter (30F) (Figure 1). In Group 2 patients (n: 20), however,
8/10 Dilator/Sheat Set (8F x 70 cm dilator, 10 F x 35 cm sheat)
was first forwarded over the 0.038 inch ZIPwire guidewire
and then a dual-lumen ureteral catheter (10 F x 50 cm) was
placed and a 0.038 inch ZebraTM Angled Type guidewire
was inserted into the renal collective system over it. After the
double-lumen catheter was removed, the NephromaxTM High
Pressure balloon dilatation catheter (30 F) was forwarded over
the zebra guidewire and dilatation of the tract was achieved.
In Group 3 patients (n: 20), a 8/10 Dilator/Sheat Set was first
forwarded over the 0.038 inch ZIPwire guidewire and then the
outer sheath was removed and dilatation was performed by
forwarding Amplatz Type renal dilatators/sheath set ( 8F-30 F
x 35 cm) through the calyx. The collective system was accessed
with a 26 F nephroscope through inside of the 30 F Amplatz
sheath and the stones were broken down with the help of
pneumatic and the fragments were taken out with endoscopic
graspers. After the operation, the procedure was ended
following placing a nephrostomy tube and fixing it on the skin.

12 F Amolatz dilatator.

Stones

Figure 1. 12F Amplatz dilator was inserted over guidewire towards the calyx
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The time interval between the ureteral passage of the guidewire
catheter and the placement of the renal sheath was determined
as the duration of the dilatation. The time between accessing
the kidney with needle and placement of nephrostomy tube
was considered as operation duration. Access to the kidney,
dilatation and operation were performed by the same urologist.

The prices of materials used during dilation were added to the
cost of operation. Hospitalization time was not included in the
cost of operation.

Statistical Analysis

Access time, dilation time, operative time, scopy (fluoroscopy)
time, cost, preoperative/postoperative hemoglobin levels,
transfusion requirement, stone clearance rate, nephrostomy
tube removal time, duration of hospital stay, need for additional
intervention parameters were recorded. Statistical analyses
between the groups were made using the one way ANOVA test.

Results

The demographic characteristics of the patients are shown in
Table 1. The parameters related to the operation are provided
in Table 2. No statistical differences in terms of age, sex, stone
volume, body mass index and other previous procedures due
to stone were observed between the groups. No statistical
differences between the three groups were identified in the
parameters of preoperative/postoperative hemoglobin levels,
transfusion requirement, stone clearance rate, nephrostomy
tube removal time, duration of hospital stay, and need for

additional intervention.
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The fluoroscopy, dilatation, and operation times in Group
1 were statistically significantly lower than those in Group 2
and Group 3. With regards to fluoroscopy time, the p value
between Group 1 and 2 was 0.009; the p value between Group
1 and 3 was 0.003; and the p value between Group 2 and 3
was 0.585. Based on dilation time, the p value between Group
1 and 2 was 0.011; the p value between Group 1 and 3 was
0.002; and the p value between Group 2 and 3 was 0.634. With
regards to operation time, the p value between Group 1 and 2
was 0.019; the p value between Group 1 and 3 was 0.014; and
the p value between Group 2 and 3 was 0.569 (Table 3).

Discussion

Due to its advantages such as short duration of hospital
stay, low cost of treatment, enabling patients return to their
jobs earlier, avoidance of a large incision scar as it requires a
minimal surgical incision, PCNL is preferred over open surgery
today4. With its satisfactory results, PCNL finds special areas of
application in patients with complex kidney stones, isolated
stones in calyx, and diverticula and in patients who are
overweight, who has orthopedic deformities and congenital
renal anomalies (horseshoe kidney, ectopic kidney), and in
transplanted kidneys [9].

Use of prolonged fluoroscopy increases the amount of radiation
exposure for both the patient and the team that conducts
the interventional procedure [10]. Three forms of radiation
exposure occur during PCNL. The first is direct radiation and
an example of this is rays taken by the hands. Vulnerability is
higher in this form as compared to the other forms. The second
form is indirect radiation. An X-ray is a form of energy that
diffuses around from the first obstacle it hits (PCNL desk and
the patient) after it leaves its source. The third form is exposure
via leakage. Because the received dose of radiation reduces in
reverse proportion with the square of distance, while the risk
is relatively lower for other staff working around, the situation
is more serious for the urologist who constantly deals with
this surgery and works closest to the source of the X-ray [11].
The impact of radiation on the human body changes by the
amount of exposed dose and tissues. While the thyroid gland,
bone marrows, gonads, and the lenses are the most sensitive
organs, the brain and bone tissues are more resistant. The
International Commission on Radiological Protection has
identified safety limits for each tissue [12].

It has been demonstrated that in case of 10 minutes of
fluoroscopy use during PCNL, the regions most impacted by
radiation are the lower extremities/feet (0.02mSv), fingers
(0.036 mSv), hands (0.057 mSv), and eyes (0.07 mSv) [13].In a
study conducted by Kumar, it has been found that the trunk
is less and the head-neck region is relatively more exposed
to the rays during PCNL [14]. Inglis et al., on the other hand,
have identified the dose received by the thyroid tissue during
an average of 4.4 minutes of fluoroscopy as 0.035 mSv [15].
Accordingly, although it emerges that even PCNL procedures
performed in as many as 1000 cases annually are safe with
regards to radiation, because the hands of the urologist is
exposed to both direct and reflecting rays, they are more
exposed to radiation as compared to the other organs. It has



been revealed that the average dose received per case without
wearing lead-lined gloves is 0.92 mSv for the left hand and 0.26
mSv for the right hand [16]. In the study by Kumar, it has been
determined that during a 20-minute fluoroscopy use, hands
are exposed to 5.2 mSv of radiation and fingers to 7.5 mSV of
it [14]. Considering that the safety limit is 750 mSv for hands, it
should be remembered that this dose can be surpassed within
ashort while. Lead aprons, lead gloves, thyroid collars, and lead
glasses must definitely be worn for safe operation.

When the operation is evaluated with regards to the patient,
the average exposure dosages on the organs of the patient
during PCNL are 0.24 mSv on the skin; 0.043 mSv on the liver;
0.003 mSv on the opposite kidney; and 0.002 mSv on the
transverse colon [17].

After access is achieved, the main principle in the subsequent
dilatation is that it must always be performed over a guidewire
[18]. In order to avoid encountering problems such as
displacement of the wire during dilatation, the objective is to
forward the guidewire to the ureter before dilatation. However,
this may not be always possible. It could be difficult to place the
guidewire into the anatomic space when percutaneous access
is needed to intervene a coraliform stone and this necessitates
special experience. The use of an extra safety wire in addition
to the initially used guidewire is commonly recommended.
This safety wire is placed next to the wire used with the help
of a double-lumen catheter or coaxial system. Thus, if the
wire used is bent or displaced, dilatation of the nephrostomy
tract is maintained through the other wire [19,20]. Another
important data of our study is complications. We had an extra
safety guide wire only in group 2 and on the other hand there
was no complications in group 1 or 3 because of the lack of
extra safety guide wire.

An Amplatz dilatation set, metal accessory dilators, and high
pressure balloons are used for dilatation of the nephrostomy
tract [21]. Although it is pointed out that using balloon dilator
decreases the transfusion rate and hemorrhage compared to
Amplatz fascial dilatation, some studies report that the type
of the dilatation used is not related to total blood loss [22,23].
Depending on the preference and experience of the surgeon,
all dilatation techniques can be used safely.

The goal of balloon dilatation is to achieve tract formation
in a single step, without a need for serial dilatation [21].
Balloons produce lateral pressure force, not angular chop
force. Although they are easy to use, they are costlier than
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the other systems. Concomitant use of 8/10 dilator/sheat
set, dual-lumen ureteral catheter and ZebraTM angled type
guidewire further increases the cost of the procedure. Besides,
the necessity of fluoroscopic check while 8/10 dilator/sheat
set, dual-lumen ureteral catheter and ZebraTM angled type
guidewire is inserted can increase the amount of exposed
radiation. Kidney access time can be longer and the amount of
radiation can be higher during the procedure of dilatation by
using Amplatz dilators ranging between 10 F to 30 F [22,23].

Conclusion

In our study, not using a 8/10 dilator/sheat set, dual-lumen
ureteral catheter and ZebraTM angled type guidewire in the
dilatation procedure, which was performed using only a 12
F Amplatz dilator followed by balloon dilator, lowered the
cost and decreased procedure time, and thereby reduced
fluoroscopy exposure. It did not demonstrate any difference
with the other dilatation systems in terms of hemorrhage.

Realization of balloon dilatation with the help ofa 12 F Amplatz
dilatator is noteworthy as an advantageous procedure in
terms of time, cost, and exposure to radiation.
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Hasta ve hemsirelerin hemsirelik bakim kalitesine iliskin algilari

Patients’ and nurses’ perceptions relating to the nursing care quality
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Amag: Bu arastirma, hasta ve hemsirelerin hemsirelik bakim kalitesine iliskin algilarini belirlemek amaciyla gerceklestirilmistir.
Gereg ve Yontemler: Tarama modelinin kullanildigi bu calisma bir tniversite hastanesinin yatakl tedavi birimlerinde
calisan arastirmaya katilmaya gonlli olan 103 hemsire ve tedavi goren 114 hasta ile gerceklestirilmistir. Arastirma verileri

kisisel bilgi formu ve Bakim Davranislari Olcegi-24’ kullanilarak toplanmistir. Verilerin analizinde tanimlayici istatistikler ve

bagimsiz iki ornek t-testi kullaniimistir.

Bulgular: Hastalarin hemsirelik bakim kalitesi algisi toplam puan ortalamasi 4.94+0.84, hemsirelerin ise 5,23+0,52 olarak
hesaplanmistir. Hasta ve hemsirelerin en ylksek puani bilgi-beceri alt boyutundan (sirasiyla 5,13+0,77; 5,53+0,47), en
disuk puani ise baghlik alt boyutundan aldiklari (sirasiyla 4,75+0,94; 5,03+0,66) saptanmistir. Hasta ve hemsirelerin
hemsirelik bakim kalitesi algilari arasinda fark olup olmadigini belirlemek icin yapilan bagimsiz iki 6rnek t-testi sonucunda
(t: 3,039 p: 0,003) gruplar arasinda anlamli bir fark oldugu belirlenmistir (p<0,05).

Sonug: Arastirma sonucunda, hasta ve hemsirelerin hemsirelik bakim kalitesine iliskin algilari olumlu olmakla birlikte

hastalarin hemsirelik bakim kalitesi algisi hemsirelerden diistik ¢cikmistir.

Anahtar sozciikler: Hasta; hemsire; hemsirelik bakimi
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ABSTRACT

Keywords: Patient; nurse; nursing care

Giris

GuUnlimuzde saglik alanindaki degisim ve gelismeler, saglik
sektoriinde ileri teknolojinin kullanilmasi, kaliteli saglik bakim
isteginin yayginlasmasi bireylere ve topluma kaliteli saglk
hizmeti verilmesini giindeme getirmistir [1,2]. Kalite bugln
yasantimizin bitiin alanlarinda 6n plana ¢ikmig ve her konuda
ond alinamaz bir talep haline gelmistir.

Subjektif bir kavram olan kalite, saglik hizmetlerinin sunumunda

gecerliligi
uygun tani, tedavi ve bakim hizmetlerinin yani sira tim

“Uluslararasi olan gostergelerdeki standartlara
hizmet sureclerinde hastalarin beklenti ve gereksinimlerinin
karsilanmasi”seklinde tanimlanabilmektedir [3]. Bir bagka tanima
gore kalite; mevcut bilgilerle verilen bakimin, istenen sonuglarini
artirma ve olasi istenmeyen sonuclarini azaltma derecesidir
[4]. Karadag ve Ucan (2006)'1n aktardigi Amerikan Hemsireler
Birliginin kalite tanimi ise, hastaya mumkin olabilecek en iyi
hemsirelik bakimini saglamada yer alan aktivitelerin bir 6zetidir
[5]. Bu tanimlarda da vurgulandigi gibi saglik hizmetlerinin en
onemli gostergelerinden biri bakim hizmetlerinin kalitesidir.

Bakim; insanlarin hayatta kalabilmesi, toplumda var olabilmesi,
gelisebilmesi ve islev gosterebilmesi icin, temel biyolojik
ihtiyaclarini  karsilamalarina, temel yeteneklerini gelistirme
ve surdirmelerine ve mimkin oldugunca acidan uzak
yasayabilmelerine yardim etmek icin dogrudan yapilan her seydir
[6]. Leninger (1984), “bakim hemisireliktir ve hemsirelik bakimdir”

ifadesini kullanarak hemsirelik ve bakim kavramlarinin bittinin
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Aim: This research was conducted to determine the patients’and nurses’ perceptions relating to nursing care quality.

Material and Methods: This study, using the screening model, was conducted with 103 volunteer nurses working in
inpatient treatment units of a university hospital, and 114 volunteer patients received treatment in the same hospital. The
data were collected using personal information form and Caring Behaviours Inventory-24 (CBI-24). Descriptive statistics

and independent two samples t-test were used in the analysis of the data.

Results: Total point averages of the nursing care quality perceptions of the patients was calculated 4,94+0,84 and
5,23+0,52 for nurses. Patients and nurses received the highest score from knowledge-skill sub-dimension (respectively
5,13+0,77; 5,534£0,47), the lowests core from the dependence sub-scale (respectively 4,75+0,94; 5,03+0,66). A significant
difference (p<0,05) is found between the groups at the end of independent two samples t-test (t: 3,039 p: 0,003) applied

to specify whether there is a difference between the nursing care quality perceptions of the patient and nurses.

Conclusion: As a result of the research, the perceptions of the patient and nurses relating to nursing care quality are

positive as well as the nursing care quality perception of the patients are lower than the nurses.

birer parcalari gibi islev gérdigiini vurgulamaya calismistir [7].

Hemsirelik bakiminin temel amaci; karsilikli glivene dayali
bir iletisim ve etkilesim icinde hizmet verilen bireyi tanimak,
bakim gereksinimlerini tanimlamak; bireyin sorunlari ile etkin
bas edebilir ve gereksinimlerini karsilayabilir hale gelmesini
saglamaktir [8]. Nitelikli bakim, hemsireligin 6zidur ve tim
insanlar icin ortak bir degerdir [6]. Bu nedenle, hemsirelerin
kaliteli bakim sunabilmesi icin, gerekli bilgi ve becerilere sahip
olmasi, bakimininsani ve ahlakiyoni konusunda duyarliolmasi,
mesleki yeterliligini siirekli gelistirmesi ve meslek ahlakina
uygun hizmet sunmasi gereklidir [9]. Hemsirelik hizmetlerinin
belirtilen niteliklerde sunulabilmesi, gelistirilebilmesi hastalarin
bakima iliskin beklentilerinin karsilanabilmesi ve hasta
memnuniyetinin artirilmasi icin hemsirelerin ve hastalarin

bakima iliskin goruslerinin degerlendirilmesi dnemlidir.

Saglik kuruluglan arasindaki etkinlik, rekabet ve maliyete
verilen 6nemin artmasi, hastanede yatis siresinin kisalmasi
bakim kalitesinin diizenli degerlendirilmesini ve gelistiriimesini
gerektirmektedir. Bugiin bakimin kalitesinin degerlendirilmesi
bakim standartlarinin  belirlenmesi ve uygulamanin bu
standartlara analizleri, hasta

gore Olclilmesi, maliyet

memnuniyet anketleri ve hasta sikayetlerinin izlenmesi
Uzerinden yapilmaktadir [10-12]. Hastalarin hastanede yattiklar
stire icinde tiim hastane hizmetleri ile ilgili memnuniyetlerini
faktorlerden  biri

etkileyen 6nemli sunulan hemsirelik

bakimindan duyduklari  memnuniyettir. Saghk calisanlan

arasinda hemsire sayisinin cogunlukta olmasi, hemsirelerin



hastalar ile daha uzun siire vakit gecirmesi ve kolay ulasilabilir
olmasi nedeniyle, hemsirelerin sundugu bakimin niteligi
hasta memnuniyeti agisindan onemli bir gostergedir [13]. Bu
nedenle saghk kurumlarinda bakimin kalitesinin arttiriimasi
icin hemsirelik bakiminin degerlendirilmesi ve gelistirilmesi
gereklidir  [4].
bakimindan beklentilerini ortaya koymasi ve bakimin kalitesini

Bununla birlikte hastalarin  hemsirelik
artiran faktorleri tanimlamasiyla, hemsirelerin, Gstlendikleri rol

ve islevlerini tekrar gézden gecirmesi gerekecektir [14].

Hasta ve hemsirelerin bakima iliskin goriglerini ortaya
koymak onemlidir. Clnkl hasta ve hemsirelerin hemsirelik
bakimina iliskin gorusleri arasindaki farkhliklar istenilen
¢iktilara ulasmada 6nemli engellerden birisidir. Bir hizmetin,
hem hizmeti Uretenler/saglayanlar hem de hizmeti alanlar
dikkate
alindiginda, hemsirelik bakim kalitesinin hastalar ve hemsireler

tarafindan en iyi sekilde degerlendirilebilecegi
tarafindan degerlendirilmesi, bakimin nitelikli bir bicimde
yapilandiriimasina katkida bulunacaktir.

Bu goristen yola gikarak bu calisma, hasta ve hemsirelerin,
hemsirelik bakim kalitesini nasil algiladiklarini belirleyerek
bakimin gelistirilmesi ve nitelikli uygulanmasina oneriler
getirmek amaciyla yapilmistir.

Arastirma sorulari
- Hastalarin hemsirelik bakim kalitesine iliskin algisi nedir?
« Hemsirelerin hemsirelik bakim kalitesine iliskin algisi nedir?

« Hasta ve hemsirelerin hemsirelik bakim kalitesine iligkin

algilart arasinda fark var midir?
Gereg ve Yontemler

Bu calismada tarama modeli kullanilmistir [35]. Arastirma Nisan
2016- Mayis 2016 tarihleri arasinda bir iniversite hastanesinin
acil servis, poliklinikler, yogun bakim ve ameliyathane
disindaki yatakli birimlerinde yuaritilmastir. Arastirmanin
evrenini bir Universite hastanesinin yatakli birimlerinde
tedavi almakta olan eriskin hastalar ve hizmet vermekte olan
hemsireler olusturmustur. Arastirmanin érneklemini; serviste
en az 3 giin yatan (klinikteki hemsirelerin verdigi bakimi daha
iyi degerlendirebilecekleri dusliniildigliinden), 18 yas ve Ustdl,
bilinci acik, iletisim sorunu olmayan, arastirmaya katilmayi
kabul eden 114 hasta ve birimde en az iki aydir (oryantasyon
sureci g6z onlnde tutularak) calismakta olan ve calismaya
katilmayi kabul eden 103 hemsire olusturmustur.

Calismada hasta ve hemsirelerin tanimlayici 6zelliklerine

iliskin  bilgilerin elde edilmesinde literatlir taranarak
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gelistirilen kisisel bilgi formu ve hemsirelik bakim kalitesine
iliskin algilarini  belirlemek icin ise Bakim Davranislari
Olcegi- 24 (BDO-24) kullanilmistir. Wolf, Giardino ve Osborne
tarafindan (1994) gelistirilmis olan ‘Bakim Davranislari Olcegi’
nin Turkce'ye uyarlama ¢alismasi Kursun ve Kanan (2012)
tarafindan yapilmistir [15]. Bu Olcek giivence (8 madde), bilgi-
beceri (5 madde), saygili olma (6 madde) ve baghlik (5 madde)
olmak Uizere 4 alt gruptan ve 24 maddeden olusan altili likert
tipinde bir 6lcektir. Olcegin her bir maddesi "her zaman"dan
"asla"ya dogru (6=her zaman, 5=¢cogu zaman, 4=genellikle,
3=bazen, 2=hemen hemen asla, 1=asla) derecelendirilmistir.
BDO-24'ten alinabilecek toplam puan &lcekten alinan toplam
puanin 24'e bélinmesiyle hesaplanir. Olcekten alinabilecek
en yliksek puan 6, en diisiik puan 1dir. Puanin ylksek olmasi
hemsirelik bakim kalitesine iliskin alginin olumlu oldugunu
goOstermektedir. Kursun ve Kanan (2012)In calismasinda
Olcegin cronbach alfa degeri hastalarda 0,97, hemsirelerde
0,96 belirlenmistir. Bu arastirmada cronbach alfa degeri hasta
ve hemsirelerde 0,96 olarak hesaplanmistir.

Arastirma; Helsinki ilkeleri Deklerasyonuna uygun olarak
hazirlanmis olup, uygulama o©ncesi Abant izzet Baysal
Universitesi Etik Kurulu'ndan etik kurul izni, arastirmanin
yapildigi kurumdan resmi yazili izin, katilimcilardan yazili
aydinlatilmis onam ve arastirmada kullanilan 6lcek igin
yazarlardan yazili izin alinmistir.

Hasta ve hemsirelerin tanimlayici 6zelliklerine iliskin verilerin
degerlendiriimesinde tanimlayici istatistik analizler (say,
ylzde, ortalama ve standart sapma) kullanilmistir. Hasta ve
hemsirelerin hemsirelik bakim kalitesi algilari arasinda fark
olup olmadigini degerlendirmek icin ise bagimsiz 6rneklerde
t-testi kullaniimistir.

Arastirma calismaya katilmayi kabul eden hemsire ve hastalar
ile sinirlidir, diger hemsire ve hastalar icin genellenemez.

Bulgular

Hasta ve hemsirelerin tanimlayici 6zelliklerine iliskin analizler
Tablo 1'de sunulmustur. Calismaya katilan hastalarin %66,7’
sinin 57 yas ve lizerinde (range: 18-92, X: 60,09+16,15) oldugu,
kadin ve erkek hastalarin esit dagihma sahip (%50,0), %
86,0'sinin evli, %47,4'Gnun ilkokul mezunu ve %43,9’ unun ev
hanimi oldugu saptanmistir (Tablo 1).

Galismaya katilan hemsirelerin ise %46,6'sinin 26-33 yas
araliginda (range: 18-46; X: 29,8246,43) oldugu, %87,4'inun
kadin, %66,0' sinin lisans mezunu; %37,9'unun 1-5 yil mesleki

deneyime sahip oldugu belirlenmistir (Tablo 1).
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Arastirmaya katilan hasta ve hemsirelerin BDO-24 alt boyut

ve toplam puan ortalamalarinin karsilastirilmasi Tablo 2'de
verilmistir. Hastalarin BDO-24 toplam puan ortalamasi
4,94+0,84 (min: 1, max: 6), hemsirelerin BDO-24 toplam puan
ortalamasi 5,23%0,52 (min: 1, max: 6) belirlenmistir. Olcek
alt boyutlari incelendiginde hasta ve hemsirelerin benzer
sekilde en yuksek puani bilgi-beceri alt boyutundan aldiklar
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(sirastyla 5,13+0,77; 5,53£0,47), en disik puani ise bagllik
alt boyutundan aldiklart (sirasiyla 4,75+0,94; 5,03+0,66)
saptanmistir (Tablo 2).

Hasta ve hemsirelerin hemsirelik bakim kalitesine iliskin
gorisleri arasinda farklilik olup olmadigi degerlendirildiginde;
hemsirelerin glivence, bilgi-beceri, saygili olma ve baghhk alt
boyutlari ve genel hemsirelik bakim kalitesine iliskin algilarinin

hastalardan daha olumlu ve bu farkin istatistiksel olarak
anlaml oldugunu gortlmektedir (t: 3,03, p: 0,003) (Tablo 2).

Tartisma

Bakim hemsireligin 6zinu olusturan, hemsirelikigin 6zgtin olan
ve karsilikl gtiveniliskisine dayanan bir kavramdir. Alanyazinda
bircok tanimi bulunan ve pek ¢ok alanda kullanilan bu kavrami
hemsirelik agisindan ayricalikli yapan ozellik, bakimin ahlaki
ve duyussal yonlerinin profesyonel bilgi ve beceriler ile
birlestirilerek hemsire-hasta iliskisine yansitilmasidir [16]. Bu
baglamda bakim hizmetini alan ve sunan taraflar acisindan
bakim algisinin belirlenmesi hasta-hemsire iliskisine ve
bakimin niteligine yansimalari bakimindan énemlidir.

Bu calismada hasta ve hemsirelerin hemsirelik bakim
kalitesine iliskin algilarinin olumlu oldugu ancak hastalarin
hemsirelik bakim kalitesi algisinin hemsirelerden dusiik ve
aradaki farkin istatistiksel olarak anlamli oldugu saptanmistir.
Hasta ve hemsireler arasindaki bu farkin, hizmeti sunan ile
hizmeti alan bireylerin algilarindaki farkhiliktan kaynaklandigi
yapilmis
incelendiginde arastirmamizla farklilik gosteren sonuglar

distinlilmektedir.  Konuya iligkin calismalar
oldugu gorilmektedir. Bazi calismalarin sonuglari arastirma
bulgumuza benzer sekilde hasta ve hemsirelerin olumlu bakim
algisina sahip [17-22] ve hastalarin bakim kalitesi algisinin
hemsirelerden daha duisik oldugunu [21,23,36] gOsterirken,
bazi calismalarda ise hastalarin hemsirelik bakim kalitesi

algisi daha yiksek belirlenmistir [24,25]. Hemsirelik bakiminin



kalitesine iliskin hasta ve hemsirelerin olumlu algiya sahip
olmalari, hemsirelerin bakima iliskin rol ve sorumluluklarini
istendik diizeyde gerceklestirebildiklerini ve bunu da hasta
bakimina uygun sekilde yansitabildiklerini distnduklerinin
bir gostergesi olabilir. Ayni sekilde hastalarin da olumlu algiya
sahip olmasi bu gorisi destekler niteliktedir.

Arastirmada hasta ve hemsirelerin BDO-24 alt boyut puan
ortalamalari karsilastiriimistir. Hasta ve hemsirelerin en yiiksek
puani bilgi-beceri alt boyutundan aldiklari (sirasiyla 5,13+0,77;
5,53+0,47), hastalarin bu alt boyuta iliskin puan ortalamasinin
hemsirelerden diisik oldugu ve aradaki farkin istatistiksel
olarak anlamli oldugu belirlenmistir (p<0,05). Konuyla ilgili
yapilan calismalarda bu sonugla benzer bulgular elde edildigi
gorulmektedir [17,18,20,21,26-31]. Bilgi-beceri alt boyutunda,
hemsirelik girisimlerinin (enjeksiyon, intraven6z uygulama
vb.) nasil uygulanacagini bilme, bakima iliskin ara¢ gereci
beceriyle kullanma, hastaya gliven verme ve profesyonel
bilgi-beceri sergileme konularina iliskin bakim davranislar
degerlendirilmistir. Hastalarin hemsirelik bakimina iliskin
algilari, sunulan hemsirelik hizmetlerinin niteligini yansitmasi
bakimindan énemlidir [13]. Dolayisiyla hemsirelerin, hastalarin
beklentileri yonlinde bakima iliskin hemsirelik girisimlerini
bakim
kullanabildigi,

planladig, icin gerekli arag-gerecleri ustalikla
profesyonel bilgi-becerilerini hasta merkezli
bakim anlayisi cercevesinde kullanarak, etkin iletisim ve gliven
iliskisine dayali uygulamalar ile hasta bakimini gerceklestirdigi
ifade edilebilir. Hemsirelerin alana iliskin bilgi ve becerilerinin
saglayacagi mesleki gl ile birlikte verilen bakim hizmetinin
niteligi artar. Bu baglamda arastirma sonucu, hemsirelerin iyi
diizeyde profesyonel bilgi-becerilere sahip oldugunu, bunu
hasta bakimina etkin sekilde yansittigini ve hastalarin algisinin

da bu gorisle ortiistigiuni desteklemektedir.

Arastirmada hasta ve hemsirelerin Bakim Davranislar Olcegi-24
alt boyutlarina iliskin en diistik puani baglilik alt boyutundan
aldiklari (sirasiyla 4,75+0,94, 5,03+0,66) belirlenmistir. Baglilik
alt boyutu, hemsirelerin hastayi bilgilendirme, destekleme,
hastayazamanayirma,anlayisliolmavebakimibirlikteplanlama
davranislarini sorgulamaktadir. Calismada hastalarin bu alt
boyuta iliskin puan ortalamasinin olumlu ancak hemsirelerden
disik oldugu ve aradaki farkin istatistiksel olarak anlamli
oldugu belirlenmistir (p<0,05). Alanyazindaki c¢alismalar
incelendiginde arastirma bulgumuzla ortiisen sonuclar elde
edildigi gorilmektedir [19,20,27-32]. Bakimda kalite algisinin
yerlesmesi, hemsirelerin bilgi yiki ve teknik becerilerinin
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yani sira hastayi tanima, hasta ile gliven iliskisi kurma, hastaya
varhigini ve birey olarak degerli oldugunu hissettirme, hastaya
etkin zaman ayirma gibi bakimin psikososyal boyutuna
iliskin becerileri gosterebilmeleri ile mimkindudr [31,33,34].
Arastirma bulgusuna gore, hemsirelerin kendi otonomilerini
istendik
diizeyde uyguladiklarini distindiikleri ve hastalarin da ayni

kullanarak gerceklestirebilecekleri bu becerileri
paralelde almis olduklari hemsirelik bakimindan memnuniyet
duyduklar ifade edilebilir. Hemsireler saglik hizmetlerinin
sunumunda 6nemli bir gl¢ ve hasta ile en fazla zaman
geciren saglk profesyonelidir. Bu nedenle hemsirelerin,
hastaya etkin zaman ayirmasi, bir birey/hasta olarak onlarin
haklarinin farkinda olmasi, empati kurabilmesi ve bakimi
hastayla birlikte planlamasinin hasta sonuclarinda iyilesmeye,
hastada hemsirelik bakiminin kalitesine iliskin olumlu alginin
gelismesine ve bunun da saglik hizmetlerinden duyulan
memnuniyete yansiyacagi distinilmektedir.

Sonu¢

Arastirma sonucunda hasta ve hemgirelerin hemsirelik bakim
kalitesine iliskin algilarinin  olumlu oldugu saptanmistir.
Hemsirelik bakim kalitesini gdsteren bakim davraniglari ve alt
boyutlarina iliskin hastalarin algilar ile hemsirelerin algilar
arasinda anlamli farklilik oldugu belirlenmistir. Dolayisiyla
hemsirelik hizmetlerinin sunumunda, hemsirelerin bakima
iliskinrolvesorumluluklarintuygun sekilde gerceklestirdiklerini
distinmeleri ve hastalarin da bu olumlu algiyr destekler
yonde goris bildirmeleri hemsirelik bakiminin niteligi ve
hasta memnuniyetini yansitmasi bakimindan o6nemlidir.
Arastirma sonucuna dayali olarak, hemsirelik bakim kalitesinin
hizmeti sunan ve alan bireyler arasinda diizenli aralklarla
degerlendirilmesi ve konuya iliskin farkli hasta ve hemsire
gruplarinda ¢alismanin tekrar edilmesi 6nerilmektedir.

Maddi Destek ve Cikar iliskisi

Galismayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin herhangi bir cikar dayali iliskisi yoktur.
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Koroner bypass operasyonlarinda safen ven grefti hazirlama
tekniklerinin karsilastirilmasi

Comparison of saphenous vein graft harvesting techniques for coronary
artery bypass graft surgery

Onur SEN*, Ersin KADIROGULLARI

istanbul Mehmet Akif Ersoy G6gis Kalp Damar Cerrahisi Egitim ve Arastirma Hastanesi

0z
Amag: Bu calismada koroner bypass cerrahisi (CABG) sirasinda safen ven grefti hazirlanirken tek ya da iki bacaktan safen

ven grefti cikartmanin bacak agrisi, selliilit ve 6dem acilarindan aralarinda fark olup olmadigi arastirildi.

Gereg ve Yontemler: CABG yapilacak ardisik 80 hasta calismaya alindi. Kirkar hastadan olusan iki grup olusturuldu.
Gurup-1 de safen ven grefti tek bir bacaktan ve diz eklemini gececek bir insizyonla hazirlandi. Gurup-2 de ise safen ven
grefti hazirlanirken her iki bacaktan birer tane greft alinacak sekilde, diz eklemini gegmeyen insizyonlar yapildi. Olgularin
insizyon yapilan bacak cevreleri, preoperatif evrede, postoperatif 1. hafta ve 1. aylarda, insizyonun 15. cm'den olc¢tldu.

Hastalar postoperatif Gctincli glinde, mobilize olduklarinda, bacak agrisi sorgulandi.

Bulgular: Her iki grupta da bacak cevresi 6lcim degerleri ve selliilit tablosu goriilmesi benzer bulundu ve istatistiksel fark
saptanmadi (p > 0.05). Ancak bacak agrisi yoniinden birinci gruptaki hastalarin sikayetlerinin diger gruba gére daha fazla
oldugu saptandi (p < 0.05).

Sonug: Koroner bypass operasyonu icin safen ven grefti hazirlanirken cerrahi insizyon seviyesinin diz eklem seviyesi

Uzerine cikmamasi, hastalarin olasi bacak agrisi sikayetinin daha az olmasini saglayacaktir.

Anahtar Kelimeler: safen ven greft, koroner arter bypass greft, bacak agrisi, selliilit
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ABSTRACT

Giris

Giinimiizde koroner bypass cerrahisinde (CABG) LIMA (left
internal mammary artery) ve radiyal arter gibi arteriyel greft
kullanimitercih edilse de safen ven; gerek kolay ulasiimasi, gerekse
dekolay hazirlanmasi agisindan vazgecilmez bir grefttir. Genellikle
safen ven grefti (SVG) i¢ malleol anterioriinden baslayan kesi ile
hazirlanir. Bu yontemle SVG hazirlanan olgularda postoperatif
evrede sellllit ya da geg evre bacak 6demi gibi komplikasyonlar
gelisebilir [1]. Klasik kesi ile SVG hazirlanan olgularda bacak
komplikasyon orani %2-4 arasinda degismektedir [2]. Son yillarda
bu komplikasyonlari azaltmak icin endoskopik yontemler veya
modifiye insizyonlar tanimlanmustir [3,4,5].

Bu calismada amacimiz, birden fazla safen ven grefti ihtiyaci
olan CABG operasyonlarinda; yalnizca bir bacaktan, diz
eklemini gegen insizyon yapilarak SFG hazirlanan hastalar ile
diz eklemini gegmeden yapilan insizyonlarla her iki bacaktan
SFG hazirlanan hastalar arasinda selliilit, 6dem ve bacak agrisi
acisindan fark olup olmadigini tespit etmektir.

Gereg ve Yontemler

Hastanemiz etik kurulunun onayi alindiktan sonra, Ocak
2017- Nisan 2017 tarihleri arasinda elektif CABG operasyonu
uygulayacagimiz ve safen ven grefti kullanilacak 46's1 erkek,
34'l kadin ardisik 80 hasta, randomize olarak 40'ar hastadan
olusan 2 gruba ayrildi. Calismaya alinan hastalar bilgilendirildi
ve onaylarl alindi. Birinci gruptaki olgularin yas ortalamasi
61.0 + 6.0 (minimum 56 maksimum 78 ) olup, ikinci gruptaki
hastalarin yas ortalamasi 60.3 + 6.6 (minimum 51 maksimum
77 ) idi. Grup 1, 22'si erkek, 18 kadin toplam 40 olgudan,
Grup 2 ise 24'U erkek, 16's1 kadin 40 olgudan olusmaktaydi.
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Aim: The study aimed to compare bilateral versus unilateral saphenous vein graft harvesting during coronary artery
bypass grafting (CABG) in terms of leg pain, edema, and cellulitis.

Material and Methods: Consecutive 80 patients that would undergo CABG surgery were equally randomized to unilateral
and bilateral harvesting groups. While saphenous vein graft was harvested from one extremity where the incision was
extended beyond the knee level, it was harvested from both extremities where incisions did not exceed the knee level.
Diameter of legs incised were measured from 15 cm of the incision preoperatively, and at both postoperative week 1 and
month 1. Subjects were asked for rating their leg pain intensity on postoperative day 3 after being mobilized.

Results: Both groups showed statistically comparable values in terms of mean diameter of leg and rates of cellulitis. Pain
score in the first group was found as significantly higher compared with that of the second group (p<0.05).

Conclusion: In saphenous vein graft harvesting for coronary bypass graft surgery, preference of an incision that do not
exceed the knee level would provide less complaints of leg pain.

Keywords: saphenous vein graft, coronary artery bypass graft, leg pain, cellulitis

Safen venler ayni cerrah tarafindan hazirlandi. Daha 6nceden
gecirilmis kardiak cerrahi, venéz tromboz oykisl, vendz
yetmezlik, safeno-femoral yetmezlik 6ykiisi bulunan, viicut
kitle endeksi > 30 kg/m? olan, diyabetik olan hastalar ile acil
operasyonlar ¢alisma digi birakildi.

Bizim calismamizda her iki gruba ait serum kreatinin, BUN ve
albumin diizeyi ile SVEF degerleri fizyolojik sinirlardaydi ve

aralarinda istatistiksel anlamli fark yoktu (Tablo 1).

Safen Ven Greft Hazirlama Teknigi

Grup 1'de safen ven grefti cerrahi asistan doktor tarafindan,
tek bacaktan, i¢ malleoliin hemen Ustiinden baslayan ve diz
eklemini gececek sekilde yapilan kesi ile hazirlandi (Resim 1A).
Hem greft, hem de hasta tarafindaki venoz yan dallar 4/0 ipek
sttlirile baglandi. Disseksiyon seyriboyuncaligasyonile kanama
kontrol yapildi. Koter kullaniimadi. Greft hazirlandiktan sonra
ciltaltidoku ve cilt absorbabl sttiir ile kapatildi. Steril bandajlarla
intraoperatif evrede bacak distalden proksimale dogru sarildi.
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Grup 2de ise safen ven greftleri, ayni asistan tarafindan,
yine i¢ malleoliin hemen Ustliinden baglayan yaklasik 25 ¢cm
uzunlugunda olan ve diz eklemine ulasmayacak sekilde, her iki
bacak kesileri ile hazirlandi (Resim 1B). Hem greft hemde hasta
tarafindaki venéz yan dallar, ilk gruptaki gibi, 4/0 ipek sitir ile
baglandi. Kanama kontroli diseksiyon seyri boyunca ligasyon ile
yapildi. Cilt alti doku ve cilt absorbabl stitiir ile kapatildi. Ardindan
steril bandajlarla intraoperatif evrede bacak hemen sarildi.

Resim 1: (A) Ayni bacak kesisi ile safen ven greft hazirlanmasi. (B)
Diz eklemini gecmeyen insizyon ile her iki bacaktan safen ven greft

hazirlanmasi.

Birinci gruptaki olgularin insizyon yapilan bacak cevreleri,
preoperatif evrede, postoperatif 1. hafta ve 1. aylarda,
insizyonun 15. cm'den olculda.

ikinci gruptaki olgularin ise her iki bacak cevreleri, preoperatif
evrede, postoperatif 1. hafta ve 1. aylarda, insizyonun 15.
cm'den Olculdi. Cikan o6lgim  toplanip ikiye bolinerek
ortalamasi alindi.

Her iki gruptaki hastalara diisiik basingli ve diz Gsti varis ¢corabi
tedavisi bir ay stireyle uygulandi.

Hastalarin agr dereceleri, hissedilen agri siddetinin nispeten
en diustk oldugu, postoperatif 3. glinde rakamsal skala
(Numerical Rating Scale) yontemi ile tespit edildi [6]. Hastalar,
0'in agrisizhg,10'un olabilecek en siddetli agriyi belirttigi 0-10
arasindaki bir skalada ne siddette bacak agrisi duyduklarini
ifade ettigi bu yontemle, agr acisindan karsilastirildi.
istatistiksel Analiz

Kullanilacak istatistik yontemi ise degiskenlerin dagiliminin
bilgisayar ortaminda siniflandiriimasi ve IBM Statistical Package
for the Social Sciences versiyon 20 (SPSS Inc., Chicago, IL, USA)
programi kullanilarak istatistiksel sonuglarin elde edilmesi
planlandi. Strekli degiskenler icin ortalamaztstandart sapma,
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kategorik degiskenler icin ylizde ve sayr degerleri verildi.
Gruplarin normal dagilima uygun olup olmadigi Kolmogorov
Smirnov testi ile degerlendirildi ve dagilim sonucuna gore
ortalamalarinkarsilastirilmasiicin MannWhitney Uveya Student
T testi uygulandi. Kategorik degiskenlerin karsilastiriimasi icin
Ki-kare ve Fisher’s exact testleri kullanildi. Sonuglarda p<0.05
degeri istatistiksel olarak anlamli kabul edildi.

Bulgular

Her iki grubun alt ekstremiteye ait 6lglilen bacak caplarn Tablo 2de
verilmistir. Preoperatif donemde yapilan ekstremite bacak cap
Olctimlerinde grup 1 ve grup 2 arasinda istatistiksel olarak anlamli
fark olmadigi gibi, postoperatif 1. hafta ve 1. ayda yapilan bacak ¢ap
olctimlerinde gruplar arasinda istatistiksel anlamli fark yoktu (p > 0.05).

Selliilit yoniinden grup 1'de 3 hasta (% 7.5), grup 2'de 2 hasta
(% 5) oldugu goruldi (p = 0.64).

Hastalarin ameliyat sonrasi 3. glindeki bacak agrisi Numerical
Rating Scale yontemine gore degerlendirmesi Tablo 3'de
gosterilmistir. Agr seviyesini 1 olarak degerlendiren hasta sayisi
grup 1 de 6, grup 2 de 10; 2 olarak degerlendiren hasta sayisi
grup 1 de 6, grup 2 de 10; 6 olarak degerlendiren hasta sayisi
grup 1 de 10, grup 2 de 1; 7 olarak degerlendiren hasta sayisi
grup 1 de 6, grup 2 de 0 olarak bulundu. Diger degerlerde ise
sayllar yaklasik olarak benzer idi. Bu bulgulara gére grup 1'de

agn sikayeti istatistiksel anlamli olarak fazla bulundu (p=0.006).

Tartisma

Klasik CABG operasyonlari sirasinda SVG hazirlanirken kesi,
iyi bir anatomik belirleyici olan i¢ malleoliin anteriorunden
baslar ve venoz greft ihtiyacina gore yukariya uzatilir. Bu islem



sirasinda olgularin yaklasik olarak %5'inde ven ¢ikarilan bacakta
enfeksiyon gelismektedir [7]. Bu oran kadinlarda, &zellikle
diabetes mellitus, periferik vaskiler hastalik, bozulmus sol
ventrikil fonksiyonlari olan olgularda daha da yiiksektir [8].

bacak
komplikasyonlarini azaltmak icin cesitli yontemler gelistiriimeye

Safen ven greft hazirlanmasina bagl gelisen
cahsiimistir. Bunlar Mayo ven stripper modifikasyonu, safen ven
trasesinde aralikli insizyonlar yapilmasi ve 6zellikle son yillarda
giderek yayginlasan endoskopik tekniklerle ven hazirlanmasi
yontemleridir [5,9,10]. Terada ve arkadaslan yaptiklari calismada
normal vendz dolasima sahip kisilerde SVG hazirlanmasinin alt
ekstremitede veno6z fonksiyon bozuklugu ve 6dem gelisimine
sebep olmadigini gostermislerdir [11]. Pagni ve arkadaslari ise
yaptiklan calismada video-assist safen ven greft hazirlanmasi
ile postoperatif agrinin, klasik yontemle safen ven hazirlanan
vakalara gore daha az oldugunu, fakat 6dem gelisimi yoniinden
gruplar arasinda fark olmadigini tespit etmislerdir [12]. Biz
yaptigimiz arastirmada bu calismalarda fazla deginilmemis,
insizyon ve dolayisiyla kullanilan safen ven boyunun 6dem ve
selliilit gelisimine etkisini saptamayi amacladik. Yine diz eklemini
gecen insizyonu olan hastalar ile her iki bacakta fakat daha kisa

insizyonu olan hastalari bacak agrisi agisindan karsilastirdik.

Klasik kesiile SVG hazirlanmasini takiben bacak 6demi sik gelisir,
ancak bu 6dem nadiren kalicidir. Odem safen ven kullanimi
disinda, renal yetmezlik, hipoalbuminemi ve kalp yetmezligi
gibi sistemik nedenlerle de gelisebilir. Ancak bu tablolarda
hastalarin kan tre azotu (BUN), kreatinin, albimin degerleri ve
sol ventrikil ejeksiyon fraksiyonu (SVEF) normal degildir.

Bacak 6demini tespit etmenin en dogru yolu bacak volimi
Olcimuddur. Bacak volimi, optoelektronik yontemler, yiksek
rezollisyonlu magnetik rezonans gériintiileme gibi gecerliligi
heniliz tam kabul olmamis yontemler ile veya dinamik bacak
volim cihazi ve pletismografi gibi daha gecerli metodlarla
Olcllebilir. Fakat bu ydntemler hem pahali hem de rutin
olarak kullanimi zordur. Berard ve arkadaslar yaptiklari
calismada bacak ¢api 6lgmenin giivenir bir ydntem oldugunu
goOstermistir [13]. Bizde bu nedenle bacak 6demini, bacak
cevrelerini, preoperatif evrede, postoperatif 1. hafta ve 1.
aylarda, insizyonun 15. cm'den 6lcerek degerlendirdik.

Sonu¢

Her iki bacaktan diz eklemini ge¢meyen insizyon ile safen ven
greft hazirlanan olgularla, safen venin tek bacaktan ve diz
eklemini gegen insizyon ile ¢ikarilan olgular arasinda selliilit ve
bacak 6demi ydniinden istatistiksel anlamli bir fark olmasa da;
bacak agrisi sikayeti istatistiksel anlamli derecede daha azdir.
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Maddi Destek ve Cikar iliskisi

GCalismayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin herhangi bir cikar dayali iligkisi yoktur.
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1 Original Article

Partial sternotomy application in mediastinal parathyroid adenomas

Mediastinal paratiroid adenomlarinda parsiyel sternotomi uygulamasi
Ozgur KATRANCIOGLU*, Ekber SAHIN, Sule KARADAYI

Cumhuriyet University Hospital, Departments of Thoracic Surgery, Sivas/Turkey

ABSTRACT

Aim: Solitary parathyroid adenomas are the most common cause of primary hyperparathyroidism. Generally neck
exploration is adequate for parathyroid adenoma surgery, however some of them aren’t accessible using a cervical
approach and sternotomy or thoracotomy can be required. In this study we present surgical application of eight cases
with mediastinal parathyroid adenoma.

Material and Methods: Between Jan 2006 - Mar 2018, eight patients who underwent partial sternotomy for mediastinal
parathyroid adenoma in our clinic were included in the study. Patients' datas were retrospectively reviewed. Blood tests,
radiographic and scintigraphic methods were performed and the results were reviewed. Localization of mediastinal
parathyroid adenoma, performed treatment methods and prognosis were evaluated.

Results: Seven of the cases were female (87.5%) and the mean age was found to be 49.7 years (range: 30-64 years). Bone
pain what'’s the most common symptom. All of the patients experienced hypercalcemia and hyperparathyroidia. PTH and
Ca values returned to normal in postoperative period. No recurrent or consistent hyperparathyroidism was seen during
follow-up period. No postsurgical morbidity or mortality developed.

Conclusion: We claimed that partial sternotomy is a safe and adequate method for removing ectopic mediastinal
parathyroid adenomas.

Key Words: Mediastinal parathyroid adenoma, Surgery , Partial Sternotomy
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Amag: Primer hiperparatiroidinin en sik nedeni soliter paratiroid adenomlaridir. Genellikle boyun cerrahisi paratiroid

adenomun c¢ikarilmasi icin yeterlidir, ancak bazilarinin servikal bir yaklagimla ulasiimasi miimkiin degildir ve sternotomi
veya torakotomi gerekebilir. Bu calismada mediastinal paratiroid adenomlu sekiz olgunun cerrahi uygulamasini sunduk.

Gere¢ ve Yontemler: Ocak 2006- Mart 2018 tarihleri arasinda klinigimizde mediastinal paratiroid adenomu nedeniyle
parsiyel sternotomi uygulanan sekiz hasta calismaya alindi. Hastalarin verileri retrospektif olarak incelendi. Calisilan
kan testleri, radyografik ve sintigrafik yontemler ve sonuclar gézden gecirildi. Mediastinal paratiroid adenomunun
lokalizasyonu, uygulanan tedavi yontemleri ve prognozlar degerlendirildi.

Bulgular: Olgularin 7'si kadin (% 87.5) ve yas ortalamasi 49.7 (30-64) idi. Kemik agrisi en sik goriilen semptomdu. Tim
hastalarda hiperkalsemi ve hiperparatiroidi vardi. Postoperatif donemde Parathormon (PTH) ve Ca degerleri normale dondi.
Takip suresince tekrarlayan veya kalici hiperparatiroidizm gorilmedi. Cerrahi sonrasi morbidite veya mortalite gelismedi.

Sonug: Parsiyel sternotomi ektopik mediastinal paratiroid adenomlarini gidermek icin giivenli ve yeterli bir yontem

oldugunu diisiinmekteyiz.

Introduction

The third most common endocrine disorder worldwide
is primary hyperparathyroidism (1). Solitary parathyroid
adenomas are the most common cause of primary
hyperparathyroidism. Surgery is good and only option
for curative theraphy. Neck exploration is the mainstay of
parathyroid adenoma surgery.Howeveradenomas can be seen
in an ectopic focus (2). The prevalence of ectopic adenomas
reported as 15-20 % of patients and 1-2 % are located in the
lower mediastinum. This location poses a technical challenge
to the surgeon, as deep mediastinal parathyroids are often
not accessible using a cervical approach and a sternotomy or
thoracotomy is required (3-5).

In this study we present surgical application of eight cases
with mediastinal parathyroid adenoma.

Material and methods
Patients

Permission was obtained from the university ethics committee
for this study (2018-04/30). Between Jan 2006 and Mar 2018,
eight patients who underwent surgery for mediastinal
parathyroid adenoma in our clinic were included in the study.
Patients' data were retrospectively reviewed. Demographic
findings such as age, sex, patients’ history and the symptoms
and findings determined during physical examination were
evaluated. Hematologic and biochemical blood tests, chest
X-ray, neck ultrasound, computed thorax tomography (Thorax
CT), and Thallium-technetium subtraction parathyroid scan
(Figure 1) were performed and the results were reviewed.
Localization of mediastinal parathyroid adenoma, performed
treatment and prognosis were evaluated.

Anahtar Kelimeler: Mediastinal Paratiroid Adenom, Cerrahi, Parsiyel Sternotomi

[

Figure 1: Scintigraphic image of parathyroid adenoma
Surgical approach:

Cases were given Techneticum 99m-MIBI 30 minutes before
surgery. Afterwards, classical transcervical (coller) incision was
made under general anesthesia while the neck was hyperxtended.
In patients whose adenoma was unreachable through thisincision,
T incision was made accompanied with partial sternotomy. After
the upper 1/3 part of the sternum was cut with a saw, it was opened
with a pediatric sternal retractor (Figure 2). The mediastinum
was intraoperatively scanned with gamma-probe. The identified
nodule was excised with surrounding fatty tissue. In one patient
whose adenoma was unreachable through partial sternotomy,
total median sternotomy was necessary. The adenoma of this
patient was localized at the posterior mediastinum.
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Figure 2: Intraoperative view of partial sternotomy
Statistical analysis

Data of our study were installed to Statistical Package for the
Social Sciences (SPSS) version 22.0 program. Arithmetic mean,
standard deviation, frequency and percentages were used in
the evaluation of the data.

Results

Seven of the cases were female (87.5%) and the mean age was
found to be 49.7 years (range 30-64 years). Demographic data are
shown on Table 1. In most of our patients (87.5%), bone pain was
the most distinct symptom. Other symptoms included tiredness,
myalgia and weakness of extremities. In the blood biochemistry
of all patients, levels of calcium (Ca) (range: 10.4-12.6) and
parathormone (PTH) (range: 186-296) were found to be increased
(Table 1). In order to rule out postoperative residual parathyroid
adenoma, mediastinum was rescanned with a y-probe, and
no activity was detected. In all cases, postoperative PTH and
Ca values return to normal. Based on histological examination
results, all patients were diagnosed with parathyroid adenoma.
None of the patients had any malignancy. No recurrent or
consistent hyperparathyroidism was seen during follow-up
period. No postsurgical morbidity or mortality developed. The
mean duration of hospitalization was 5.1 days (range: 4-7).

Discussion

Most of the parathyroid adenomas can be removed with neck
exploration. However the neck incision may be insufficient,
as in the mediastinal settlement (6). It was reported as four
in ten patients were undergoing two or more re-explorations
because of inadequate evaluation of preoperative localization
(7). The inferior parathyroid glands are located commonly at
the inferior part of the thyroid gland. But in the %2 of the part
of population they can be located in the thymus and settle in
the mediastinum and in only 0.2 of patients are encountered
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below the thymus in the anterior mediastinum (7,8). So in 18%
of cases mediastinal surgery is required (7). Because of this,
preoperative anatomic evaluation should be made carefully.

Ultrasonography, CT, and MRI have a relatively low sensitivity
for determination of parathyroid adenomas. CT scan may
not be identified parathyroid adenomas smaller than 1.5
c¢m. Scintigraphical evaluations have good sensivity and it
supports of the other techniques (2,9). Thallium-technetium
subtraction parathyroid scintigraphy was performed after
ultrasonographic evolution in our cases.



The intraoperative y-probe technique is facilitated the work of
the surgeon. Activity can be easily determined and mass can be
localized with this technique. So surgical trauma is reduced and
re-explorations can be prevent with detection of surrounding
tissue (2,10). We used this technique in our applications.

The cervical incision may not be enough in excision of ectopic
parathyroid glands. Median sternotomy or thoracotomy is
frequently necessary in these situations (7,9). This techniques
have %12-21 incidence of complications (9,11). Big area can
be detected with open techniques. But the wound healing
and the cosmetical results are not good. Partial sternotomy
can be a good alternative for median sternotomy. Cosmetical
results are better in partial sternotomy (12). We applied partial
sternotomy with neck dissection. Any complication was not
observed in postoperative period. The mean postoperative
hospitalization time was 5,1 days. Good cosmetical results and
quickly wound healing were obtained in controls.

Video-assisted thoracoscopic surgery (VATS) and robotic
surgery are the another options for ectopic parathyroid gland
surgery. In the literature, this methods were reported as less
complicated than median sternotomy (9,13,14). Sameh and
coworkers found that similar complications rate between
open techniques and VATS but the mean length of stay was
significantly shorter in the minimally invasive group (15). Ismail
and co-workers resected ectopic mediastinal parathyroid
glands in five patients with the da Vinci robotic system. They
suggested non-robotic thoracoscopic procedures have certain
disadvantages such as limited mobility of straight instruments,
atwo dimensional view, an unstable camera platform and poor
ergonomic position of the surgeon (14). We preferred partially
sternotomy because partially sternotomy and VATS have the
same complications ratio, VATS requires more equipments and
experience, and we haven't got robotic system in our hospital.

Conclusion

We suggested that partial sternotomy can be applied for

mediastinal parathyroid adenomas safely if surgical team

haven't got adequate experience and equipment for VATS and

robotic system.
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0z
Amag: Papiller tiroid kanserleri karsinomu (PTK) en sik goriilen kanserlerden biri olup prognozu iyi seyretmekle beraber
dmir boyu takip gerektirir. Timoriin en biylk capi <10 mm ise papiller mikrokarsinom (PTMK) olarak adlandirilir. ileri

yas, timor boyutu, odak sayisi fazlaligi, ekstratiroidal ekstansiyon, patolojik lenf nodu (LN) ve uzak metastaz varligi PTK
prognozunu olumsuz etkiler. Amacimiz PTK ve PTMK hastalarinda klinik, laboratuvar ve timor 6zelliklerini karsilastirmaktir.

Gere¢ ve Yontem: Ankara Numune Egitim ve Arastirma Hastanesinde Nisan 2014 ve Ekim 2017 tarihleri arasinda
total tiroidektomi yapilan 302 PTK hastasi retrospektif olarak incelendi. Postoperatif timor boyutu, tiimor odak sayisi,
lokalizasyonu ve ekstratiroidal ekstansiyon durumu kaydedildi.

Bulgular: Hastalar %80,8 kadin, %19,2 erkekti. Yas ortalamasi 46,48+12,3 iken viicut kitle indeksi (VKI) 30.4+5.2 idi. PTMK
(n=172) ve PTK (n=130) gruplar arasinda yas, VKi ve cinsiyet acisindan fark yoktu. Hipertansiyon, diyabet ve tiroid disi
malignite 6ykisi olanlarda PTK daha sikken primer hipotiroidi 6ykiisi olanlarda PTMK daha sikti. Tek odakli tiimori olanlar
PTMK grubunda daha fazla iken 3-9 arasinda tiimor odagi bulunanlar PTK grubunda daha fazlaydi (p=0.012). Ekstratiroidal
ekstansiyon orani PTK olanlarda daha yiksekti (p<0.001). Ayrica PTK grubunda boyun LN metastazi varligi daha fazla iken
(p=0.022), her iki grupta LN metastazi olanlarda boyun metastazi goriilen bolgeler agisindan anlamli fark saptanmadi
(p=0.807).

Sonug: PTMK ve PTK hastalari karsilastirildiginda timoér boyutu, odak sayisi, ekstratiroidal ekstansiyonu ve boyun LN
metastazi varligi PTK grubunda daha fazla olmasina ragmen her iki grupta LN metastazi gorilen bolgeler arasinda anlamli
fark saptanmadi. Tum PTK ve PTMK hastalarinda tedavi secimi ve takibi yapilirken boyun bolgeleri patolojik LN taramasi
acgisindan dikkatle incelenmelidir.

Anahtar kelimeler: Papiller tiroid kanseri, mikrokarsinom, lenf nodu
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ABSTRACT

Aim: Papillary thyroid carcinoma (PTC) is one of the most commonly seen cancers with good prognosis and requires long-
term follow-up. Papillary thyroid microcarcinoma (PTMC) is defined as a PTC size <10 mm in large diameter. Advanced age,
tumor size, number of tumor foci and presence of extrathyroidal extension, pathological lymph node (LN), and distant
metastasis affect PTC prognosis negatively. Our aim was to compare clinical, laboratory and tumor characteristics of PTC
and PTMC patients

Material and Method: A total of 302 PTC patients who underwent total thyroidectomy between April 2014 and October
2017 in Ankara Numune Education and Research Hospital were evaluated retrospectively. Postoperative tumor size,
number of foci, localization and extrathyroidal extension status were recorded.

Results: Patients were 80.8% female, 19.2% male. The mean age was 46.48 + 12.3, while the body mass index (BMI) was
30.4 + 5.2. No difference was found in terms of age, BMI, and gender between the groups of PTMC (n=172) and PTC
(n=130). PTC is more frequently seen in patients with hypertension, diabetes, and non-thyroidal malignancy, while PTMC
is more frequent in those with primary hypothyroidism. Unifocal tumors were more frequent in the PTMC group, whereas
tumor focuses between 3-9 were more frequent in the PTC group (p = 0.012). The extrathyroidal extension rate was higher
in PTC group (p <0.001). Neck LN metastasis was more prevalent in the PTC group (p = 0.022), but there was no significant
difference between the neck LN metastases regions between PTC and PTMC groups (p = 0.807).

Conclusion: Despite the presence of large tumor size, multifocality, extrathyroidal extension and neck LN metastasis
in PTC group, no difference was found between neck LN metastasis regions between PTMC and PTC patients. Careful

Giris

Tiroid kanseri en yaygin gorilen endokrin malignensilerden
biri olup tum kanserlerin% 0.5-% 1.5 kadarini olusturur [1].
Papiller tiroid karsinomlari (PTK) en sik gorilen tiiri olup tim
tiroid kanserlerinin % 85' inden fazlasini olustururlar. Her ne
kadar iyi bir prognoza sahip olsa da uzun dénem mortalite
orani %10 kadar yuksek olabileceginden 6mir boyu takip
gerektirir [2,3]. Tiroid cerrahisi sonrasi PTK timor boyutu
<10 mm ise papiller tiroid mikrokarsinom (PTMK) olarak
tanimlanmis olup, hastaliga 6zgl mortalite oranlarinin <% 1,
lokorejyonel niiks oraninin % 2-6, uzak nuks oraninin ise %
1-2 oldugu bildirilmistir [4,5]. Tumor boyutu biyikligl, odak
sayisl, tiroid kapsuli disina ekstansiyonu ve lateral lenf nodu
(LN) metastazi varhig PTK hastalarinda uzun dénem mortalite
ve nliks oranlarini belirler [6].

Multifokal PTK' da timor odaklar tek tiroid lobuna yada

her iki loba yerlesmis olabilir. ~ Multifokalitenin, timor

hicrelerinin intraglandiiler yayihmi ile birincil odaktan

ortaya ciktigi distiniilmektedir [7]. Multifokalite insidansinin

examination of all neck regions for pathologic LN scan should be performed in PTC and PTMC patients.

Keywords: Papillary thyroid carcinoma, microcarcinoma, lymph node

%18-87 arasinda degistigi gozlemlenmistir [8]. Multifokal
hastalik unifokal hastalik ile karsilastirildiginda, multifokalite
iliskili
bulunmustur [9]. Hem PTK hem de PTMK olanlarda boyun
LN metastazi gorilebildigi bilinmektedir. En sik santral LN

koti  prognoz ve nuks oraniin yulksekligi ile

metastazi goriilmesine ragmen lateral LN metastazi oranlari
kiiciimsenemeyecek kadar fazladir.

Calismamizin amaci total tiroidektomi operasyonu sonrasi
PTK ve PTMK saptanan hastalarin verilerini karsilastirip
demografik, klinik, laboratuvar ve patoloji 6zelliklerinin
arasindaki farkliliklari belirlemektir.

Gereg ve Yontem

Cahsmada Nisan 2015 ve Kasim 2017 tarihleri arasinda
Ankara Numune Egitim ve Arastirma Hastanesi Meme-
Endokrin Cerrahisi kliniginde tiroid cerrahisi yapilip Endokrin
ve Metabolizma Hastaliklar kliniginde takip edilen 921
hastanin datasi retrospektif olarak incelendi. Bunlardan
total tiroidektomi yapilip PTK ve PTMK saptanan ve calisma
kriterlerine uygunlugu saglanan 302 hasta ¢alismaya dahil

119



VAEN

Volume 9 Number 2 p: 118-125

edildi. Calismaya dahil edilme kriterleri; hastalarin preoperatif
boy ve kilo 6lciminin yapilmis olmasi, 6nceden tiroid
cerrahisi ©6yklst olmamasi, o6tiroid multinodiler guatr
(OMNG), Graves hastaligi veya malignite siiphesi nedeniyle
opere edilenler, operasyon 6ncesinde nodile yonelik sitolojik
inceleme yapilmis olmasi, tiroid ve LN’ a yonelik ayrintih
boyun ultrasonografisinin (USG) mevcut olmasi, operasyon
oncesi tiroid fonksiyon testi (TFT) ve tiroid otoantikorlarinin
mevcut olmasi, postoperatif tiroid bezinin histopatolojik
olarak incelenmis olmasidir. Hastalarin 6zgeg¢mislerinde
Tip 2 Diyabetes Mellitus (DM), hipertansiyon (HT), primer
hipotiroidi, koroner arter hastaligi (KAH) ve tiroid disinda
bagka malignite 6ykusii ile ailede tiroid malignitesi dykisu (1.
ve 2. dereceden akrabalarda) hasta dosyalarindan incelenip
kaydedildi. Postoperatif patoloji raporlari incelenen hastalar
PTMK ve PTK olarak ikiye ayrildi. Tiroid bezinde tiimor odagi
sayisi ve lokalizasyonu, ekstratiroidal ekstansiyon yapip
yapmadigi kaydedildi. Timor odaklari tek odak ve birden fazla
odakli olarak ayirt edildi. Odak sayisi birden fazla olanalar 2
odak, 2-9 odak ve =10 odak olarak siniflandirildi. Amerikan
Kanser Ortak Komitesi (AJCC) yapilan son calismalarda 45
yas sinirini hastalari siniflanmak icin bir kesim degeri olarak
benimsediginden hastalar ayrica 45 yas alti ve Ustl olarak

siniflandinldi[6].

Otiroidizm tanimlamasi Tiroid Stimulan Hormon (TSH)
(referans arahgi, 0.27-4.2 mlU/ml), serbest triiyodotironin
(sT3; referans aralgi, 2.0-4.4 pg/ml), ve serbest tiroksin (sT4;
referans araligi, 0.87-1.7 ng/dl) degerlerinin normal referans
araliklarinda olmasi ile yapildi. Hastalarin boy ve kilolari
operasyon oncesi Olclilen degerler baz alinarak kaydedildi.
Viicut kitle indeksi (VKi) hesaplamasi viicut agirhiginin (kg)

boyun (m) karesine boliinmesiyle elde edildi.

Boyun USG operasyon oncesi tiim hastalara Endokrinoloji ve
Metabolizma Hastaliklari kliniginde Toshiba Aplio 500 USG
cihazi (Toshiba Medical Systems, Tokyo, Japonya) kullanilarak
7.5 MHz linear transducer ile yapildi. Tiroid bezi hacmi her lob
icin eliptik sekil hacmi (Uzunluk x Genislik x Yikseklik x 0.479)
kullanilarak hesaplandi [10]. Operasyon sonrasi hastalik niiksu
distniluyorsa USG esliginde ince igne aspirasyon biyopsisi
(iiAB) ve tiroglobulin aspirasyon yikama yéntemi kullanilarak
arastirildi.  Ankara Numune Egitim Arastirma Hastanesi
etik kurulundan calisma icin onay alinarak Helsinki ilkeler
Deklarasyonuna uyularak gerceklestirildi.

120

Laboratuvar ol¢iimleri

Serbest T3, serbest T4 ve TSH, tiroglobulin antikor (TGAb) ve
TPO antikor (TPOAb) 6lcimi immiinokemiliminesan analiz
yontemiyle otomatik analizér UniCel DxI 800 (Beckman Coulter
Inc., Brea, CA, ABD) immunoassay cihaziile 6lcildi. Serum TGAb
icin normal laboratuvar referans araligi 0-115 U/ml ve TPOAb
icin normal laboratuvar referans araligi 0-34 U/ml idi. Otoantikor
degerlerinin laboratuvar referans araligi Ust sinirinin Gizerinde
olmasi antikor pozitifligi mevcudiyeti olarak kabul edildi.

istatiksel yontem

istatistiksel analizler Statistical Package for Social Sciences
(SPSS) icin Windows 20 (SPSS, Inc., Chicago, IL, USA) yazilimi
kullanilarak yapildi. Sayisal degiskenlerin normal dagilima
uygun olup olmadigr Kolmogorov-Smirnov ve Shapiro-Wilk
testleri kullanilarak incelendi. Analizler normal dagilan sayisal
degiskenler icin ortalama + standart sapma kullanilarak,

normal dagilmayan degiskenler icin ortanca degerler
kullanilarak verildi. Normal dagihm gosteren parametreler
Student T Testi kullanilarak, normal dagihm gdstermeyen
parametreler Mann-Whitney U testi kullanilarak karsilagtirildi.
Gruplar arasinda anlamliligi arastirmak icin Ki-kare veya Fisher
exact testleri kullanilarak karsilastirma yapildi. P degeri 0.05

ten duslikse istatistiksel olarak anlamli kabul edildi.
Bulgular

Tablo 1 de total tiroidektomi yapilan 302 hastanin demografik,
klinik,
gorulmektedir. TUm hastalarin ortalama yasi 46.48+12.3 olup

patolojik ve laboratuvar ozelliklerinin  verileri
45 yas altinda 128 hasta varken 45 yas ve Ustlinde 174 hasta
mevcuttu. Hastalarin 244’ G (%80.8) kadin iken 58" i (%19.2)
erkekti. Ortalama VKi 30.4+5.2 olarak tespit edildi. Kronik
hastalik 6ykusu olarak en fazla Tip 2 DM (%19.5) ikinci sirada
HT (%17.2) saptandi. Ailede PTK Oykiisii orani %5.9 bulundu.
Tiroid bezi hacmi ortalamasi tim hastalarda 35.8+37.4 ml
olarak saptandi. Preoperatif TSH ortalama degeri 1.620+1.3
mIU/ml iken TGAb pozitifligi %6.3 ve TPOAb pozitifligi %16.6
hastada mevcuttu. Operasyon endikasyonu en stk OMNG
nedeniyle (%57.6) idi. Operasyon sonrasi patoloji raporlarina
gore unifokal timoria olanlar (%64.2) multifokal timori
olanlara (%35.8) gore daha fazlaydi. Tumor lokalizasyonu en
sik sag lob yerlesimli (%37.1) olup ekstratiroidal ekstansiyon
orani %14.2 idi. Boyun LN metastazi goriilme orani %22.2 olup

lateral metastaz en sik sol tarafta (%32.8) olma egilimindeydi.
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Mikrokarsinomlar (<10  mm) daha sessiz  olarak
nitelendirildiginden hastalar PTMK ve PTK olarak iki gruba
ayrildi (Tablo 2). Her iki grup karsilastirildiginda yas, cinsiyet,
boy kilo, VKI acisindan anlamh fark yoktu (p>0.05). Her iki
grupta 45 yas alti ve Ustl hasta sayisi arasinda belirgin fark
saptanmadi (p=0.495) (Sekil 1). Hipertansiyon, Tip 2 DM ve
malignite 0ykilisi olanlarda PTK daha ¢ok gorilirken primer
hipotiroidi ve KAH dykiist olanlarda PTMK daha sikti (p<0.001).
Ailede PTK 6ykiist arasinda gruplar arasinda fark saptanmadi
(p=0.944). Tiroid bezi ortalama hacmi her iki grupta benzerdi
(33.8432.3 ml’ e karsin 38.4+43.4 ml; p=0.305). Preoperatif
laboratuvar ozellikleri karsilastirildiginda TSH (1.56+1.30" a
karsin 1.66+1.48; p=0.536) ve TGAb pozitifligi (%31.7" e karsin
%27.3; p=0.715) acisindan gruplar arasinda fark yokken TPOAb
pozitifligi olan olgularda PTMK sikhdi daha fazlaydi (%45.3’
e karsin %27.7; p=0.030). PTMK olan olgularda ortalama
timor boyutu 6.3+5.1 mm iken PTK olanlarda 25.8+15.2
mm olarak saptandi (p<0.001). Hastalarin preoperatif tanisi
incelendiginde OMNG orani PTMK olan hastalarda daha
yiksekken Graves hastaligi ve preoperatif malignite siiphesi
nedeniyle ameliyat olanlarda PTK goriilme orani daha yuksekti
(p=0.010). Tumor odak sayisi incelendiginde unifokal timor
orani PTMK olan olgularda daha fazla saptandi (%70.3'e
karsin %56.2). Multiodak timori olanlar 2, 3-9 ve >10 olarak
siniflandirldiginda, 2 odaga sahip olanlarda gruplar arsinda
anlamli fark yokken 3-9 odaga sahip olanlar ve >10 odag
olan hastalar PTK grubunda daha fazlaydi (P=0.012) (Sekil 2).
Tumor lokalizasyonlari incelendiginde; sag lob ve istmusta
timorl saptananlar PTMK grubunda daha fazla iken sol lobda
ve bilateral loblarda tiimori olanlar PTK grubunda daha
fazlaydi ancak anlamli degildi (p=0.06). Timoriin ekstratiroidal
ekstansiyon orani PTK olan hasta grubunda daha fazla saptandi
ve istatistiksel olarak anlamhydi (p<0.001)

1207
W Papiller mikrokarsinom
I Paplller karsinom

Hasta sayisi

Yas grubu

Sekil 1: PTMK ve PTK hastalarinda hasta yasi 45 yas alti ve Usti

olanlarin dagilim orani
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1204 M Papiller mikrokarsinom
IE Papiller karsinom

100

Hasta sayisi

Tek odak

2 odak 3-9 odak >10 odak

Tumér odak sayisi

Sekil 2: PTMK ve PTK hastalarinda timor odak sayisi ile hasta sayisi

dagilim orani

Boyun LN metastazi olan hastalarin %44.8’ inde PTMK varlig
mevcutken %55.2" sinde PTK mevcut olup istatistiksel olarak
anlamh fark bulundu (p=0.022). Boyun bolgelerine gore
incelendiginde sag LN metastazi orani PTMK grubunda fazla
iken sol LN metastazi olan olgular PTK olan grupta daha fazla
saptandi ancak istatiksel olarak anlamli degildi (p=0.807).

Tartisma

Tiroid kanseri, son yillarda diinya capinda insidansi hizla artan
ve sik gorilen bir endokrin malignitedir [11]. Calismamizda PTK
tanisi alan hastalar demografik, laboratuvar ve timor boyutu
ve patolojik 6zellikleri yoniinden incelendi. Hastalarimizin
demografik verileriincelendiginde bayan cinsiyetin cogunlukta
oldugu (%80.2) ve erkeklere oranla 4 kat daha fazla oldugu
gozlemlendi. Jung ve ark. kadinlarda en sik goérilen kanser
tarind tiroid kanseri olarak tespit etmis olup bunu sirasiyla
gorulme sikligina gére meme, kolon, mide ve akciger kanserleri
takip etmistir [12]. Bir calismada 1975-2009 yillari arasinda
hastaneye basvuran takipli hastalarin verilerinin incelenmesi
sonucunda PTK insidansinin bu siirecte yaklasik (¢ katina
ciktigi gorilmastir. Ayrica kadinlarda tiroid kanserindeki
mutlak artis erkeklere gore yaklasik 4 kat daha fazla bulunmus
olup bu bulgular verilerimizi destekler niteliktedir [13].
Calismamizda PTMK grubunda ortalama yas 47, PTK grubunda
ise 45 olarak saptandi. Tiirkiye’ de ortalama menopoz yasi 47
olarak tespit edilmistir [14]. Bu g6z 6nlinde bulundurularak
bayan hastalarimizda ortalama tiroid kanseri goriilme yasinin
menopoza giris donemine denk geldigi ifade edilebilir.
Ostrojenin tiroid kanseri tizerindeki etkisini inceleyen literatir
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tutarsizdir ve kismen epidemiyolojik calismalara veya anekdot
raporlarina dayanmaktadir ayrica menopoz sonrasi tiroid
kanseri davranisina iliskin veriler de celiskilidir. Tiroid kanseri
insidansinin menopozdan sonra azaldigi belirtildigi gibi [15],
menopoz sonrasi PTK niiks oraninda artis olabilecegi de 6ne
surtlmustir [16]. Bu konuda daha uzun donemli ve genis hasta
popilasyonuyla yapilmis calismalara ihtiya¢ vardir. Ancak
menopoza giris ddneminde hastalarda aile dykiisu ve takipsiz
tiroid nodiilleri gibi risk faktorleri varsa hastalarin tiroid kanseri
acgisindan daha dikkatli degerlendirilmesi gerekmektedir.

disindaki  hastalik
incelendiginde calismamizda PTK olan hastalarda en sik

Tiroid  hastahgi oykust  agisindan
Tip 2 DM saptanirken PTMK olan hastalarda en sik primer
hipotiroidi goriildii. Ayrica her iki grupta ortalama VKi 30.4 kg/
m?2 olarak tespit edilmis olup hastalarimiz obezite sinirinda
tespit edildi. Diyabetli olan ve olmayanlarin karsilastirldigi bir
calismada DM olan erkek ve kadin hastalarda tiroid kanseri
riskinin 1.34 kat arttig, duyarlilik testi yapildiktan sonra da
sadece kadinlarda 1.38 kat kadar arttidi ile iliskilendirilmistir
[17]. Obez hastalar daha ileri evre ve daha agresif PTK
formlariyla karsimiza ciktiklarindan obez hastalarin tiroid
kanseri icin taranmasi gerektigi dusunilmektedir[18].
TURDEP 2 calismasinda da Tirkiye’ de Tip 2 DM goriilme
orani %13.7 olarak tespit edilmis olup [19] diyabetli ve
metabolik sendromlu hastalarda tiroid kanseri yonilinden
dikkatli olunmasi gerektigini distinmekteyiz. Calismamizda
PTMK olanlarda TPOAb sikligi PTK olan hastalara gore daha
stk gorildi. Hashimoto tiroiditi artmis papiller tiroid kanseri
insidansi ile iliskili bulunmustur [20]. Ozgecmisinde primer
hipotiroidi Oykiisii olan hastalarimiz PTMK grubunda daha
fazla bulundugundan TPOAb pozitifliginin bu grupta daha
fazla gortlmesi bununla iliskili olabilir.

Tiroid kanserli olgularda multifokalite ve ekstratiroidal
ekstansiyon ile hastalik prognozu arasinda dogrusal bir
iliski mevcuttur. Yapisal hastalik niks riski tek odakli PTMK
olanlarda % 1-2 oraninda, multifokal PTMK olanlarda % 4-6
kadar degisen oranlarda gorilebilir [4]. Multifokal PTK ve
santral LN pozitifligi arasinda anlamli bir iliski oldugu gibi
timoriin multifokal olmasi LN metastazi olma egilimini arttirir
ve timor agresifliginin bir isareti olarak kabul edilmektedir
[21]. Ekstratiroidal ekstansiyonun PTK risk siniflamasinda
onemli yeri vardir. ATA kilavuzunda ekstratiroidal ekstansiyonu
olmayan tumorler dusuk risk sinifinda yer alirken olanlar ise

orta ve yuksek risk sinifina dahil edilmislerdir [6].
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Calismamizda da PTK olgularinda timoér odak sayisi,
ekstratiroidal ekstansiyon ve boyun LN metastazi PTMK
olanlara oranla daha fazla bulunmus olup literatir ile
uyumludur. DusUk riskli PTK hastalarinda LN metastazlarinin
klinik olarak 6nemiolmadigidiisiintilse de yapilan Surveillance,
Epidemiology, and End Results (SEER) ¢alismasinda 9904 PTK
hastasinda, LN metastazi, 45 yas Uzeri olma, uzak metastaz
varligi ve buyuk timor boyutu cok degiskenli analizde sag
kalimi anlamli diizeyde azalttigini 6ngérmdistir [22]. Ito ve
ark. tarafindan yapilan retrospektif calismada PTK hastalar
ortalama 75 ay (arahk; 1-246 ay) izlenmis,; mikrokarsinomu
olan 1235 hastada 5 yilda %1.7 ve 10 yilda %3.8 oraninda
LN metastazi gosterildigi kanitlanmistir [23]. Calismamizda
PTK olan hastalarda LN metastazi sikhgi daha fazla saptandi
ancak PTMK olan hastalarin uzun doénemli takipte LN
metastazi yonlinden takip sonuglari bilinmemektedir. Her iki
grupta boyun LN metastazi bolgeleri acisindan anlamli fark
bulunmadi. Bu nedenle hem PTMK hem de PTK hastalarinda
LN metastazi agisindan boyun bdlgelerine yonelik uygun
taramanin yapilmasi gerektigini diisiinmekteyiz.

Calismamizin  limitasyonlari; hastalar retrospektif olarak
incelendiginden eslik eden diger hastaliklarin verisi net
olmadigindan sadece en sik gorilen hastaliklar ile ilgili
istatistik hakkinda yorum yapildi. Ayrica hastalarimizin uzun
donem takibi olmadigindan survey ve hastalik prognozu ile

ilgili yorum yapilamamistir.

Sonug olarak PTMK ve PTK hastalarinda tiimor boyutu, odak
sayisl, tumorin ekstratiroidal ekstansiyonu ve LN metastaz
varhgr PTK grubunda daha fazla saptanmasina ragmen
boyunda LN metastazi goriilen bolgeler acisindan her iki
grup arasinda anlamli fark saptanmadi. Hem PTMK hem de
PTK hastalarinda operasyon dncesi ve sonrasi tedavi se¢imi
ve hastalik takibi yapilirken boyun bdlgelerinin dikkatli bir
sekilde taranmasi dnemlidir.
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" Original Article

The effect of nutritional support treatment on growth factors in
nutritional short stature adolescents: result of long-term follow-up

Nutrisyonel boy kisaligi olan adolesanlarda nutrisyonel destek tedavisinin
bliyiime faktorleri (izerine etkisi: uzun stireli izlem sonuclar
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ABSTRACT

Aim: Long-term insufficient nutrition intake in childhood affects height gain negatively. This study was designed to
analyze the effect of oral nutritional support product (ONSP) treatment on growth velocity (GV) and growth factors (GF) in
adolescents who were diagnosed nutritional short stature (NSS).

Material and Methods: Sixteen adolescents diagnosed NSS were involved. Patients recorded their dietary intake. Caloric
deficiencies were calculated and fulfilled with ONSP. Effects of nutritional support treatment on GV, GF and growth
parameters were analyzed on Oth, 6th, and 12th months.

Results: The increment of the height of the cases on 6th and 12th months, increment of IGFBP3 on 6th month, and the
increment of IGF-1 levels, body mass index and weight SDS of the cases on 12th month were statistically significant (p < 0.05).
Conclusion: Long-term ONSP treatment, which is given to the adolescents with NSS, increases the growth factors. The
increment of IGF-1 levels was in-between secure limits.

Keywords: nutrition therapy, short stature, adolescents

0z
Amag: Uzun sureli yetersiz nutrisyon alimi cocukluk ¢aginda boy kazanimini negatif olarak etkiler. Bu ¢alismanin amaci

nutrisyonel boy kisaligi (NBK) tanisi alan adolesanlarda oral nutrisyonel destek riiniiniin (ONDU) biyiime hizi (BH) ve
blyltme faktorleri (BF) tizerine olan etkisini incelemektir.

Gereg ve Yontemler: NBK tanisi alan 16 adolesan galismaya dahil edildi. Hastalar oral beslenme ile alimlarini kaydetti,
kalori aciklari hesaplandi ve aciklart ONDU ile tamamlandi. Nutrisyonel destek tedavisinin BH, BF ve biiylime parametreleri
Uzerine etkisi 0, 6, 12. aylarda degerlendirildi.

Bulgular: Olgularin 6. ve 12. aylardaki boy kazanimlari; 6. aydaki IGF-BP3 artisi; 12. aydaki IGF-1, beden kitle indeksi ve
vicut agirhgi SDS artisi istatistiksel olarak anlamli saptandi. (p<0.05).

Sonug: Nutrisyonel boy kisaligi olan adolesanlara verilen uzun sureli ONDU tedavisi biiylime faktérlerini arttirmaktadir.
IGF-1 seviyesindeki artis glivenli sinirlar icerisinde saptanmistir.

Anahtar kelimeler: Nutrisyon tedavisi, boy kisaligi, adolesan
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Introduction

Growth is the main physiologic process of childhood, which
is one of the most important criteria showing health of the
child [1]. As known, genetic is the main factor for height gain
and environmental factors have less effect on this process.
Since it's possible to change the environmental factors, they
become more important for increment of growth potential [2].
Nutrition comes first in-between these environmental factors.

The most common and important cause of growth failure in
worldwide is malnutrition, which causes many macro and
micro nutrition deficiencies. Decrement of growth velocity
(QV) is the result of adaptation process of suboptimal
nutrition intake; so nutritional short stature (NSS) patients
equilibrate in-between their genetic potential and energy
intake. Decrement of growth equilibrates nutritional needs
with nutritional intake without affecting biochemical or
functional homeostatic factors negatively. If nutritional
deficiency increases or acute malnutrition superimposes on
chronic suboptimal stage, changes showing malnutrition in
biochemical parameters or anthropometric measurements
may be observed [1]. The main clinical phenotype is growth
arrest in the case of long-term suboptimal nutrition intake
[3,4]. Oral nutritional support products (ONSP) involve macro
nutrition (protein, carbohydrate and fat) and micro nutrition
(vitamin, minerals and trace elements) [5]. As a matter of fact,
its value in balanced nutrition cannot be denied. Adolescents
are children who have naturally short period of time to grow
after growth spurt. In addition with nutritional deficiency,
final height of these children would be shorter and they
would not reach their target height [3,4]. They need efficient
and fast supportive treatment in this short period of time.
According to this idea, we designed this study to evaluate
the effect of nutritional support treatment (NST) on GV,
growth parameters and growth factors of the malnourished
adolescents diagnosed as NSS.

Material and methods

The Local Clinical Research Ethics Committee confirmed
ethical approval of this study and written informed consent
was obtained from all participants and/or their parents.
Sixteen adolescents (7 girls and 9 boys) attending to pediatric
endocrinology department with complaint of short stature (SS)
were involved in the study. NSS criteria was defines as, weight
and height below 3rd percentile, weight for height below
90%, GV below normal ranges according to patients age and
gender, actual height percentile below target height (height
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of mother + height of father + 13 / 2) percentile (showing
inappropriate growth according to genetic potential), IGF-1,
IGF-BP3 levels below 3rd percentile (- 2SD), delayed puberty,
not having delayed bone age. Normal variant short stature
patients (NVSS) (familial, constitutional and/or pathologic
SS), pathological SS, patients with acute or chronic infections,
patient with chronic diseases (diabetes mellitus, metabolic
malnutrition, renal, hepatic or cardiovascular diseases,
pancreatic insufficiency, cystic fibrosis, mental retardation
or etc.) patients taking any kind of medicine, vitamin or
nutritional support treatment (multivitamin preparations,
iron supplementation or etc.), patients with disabilities and
patients with eating disorders (anorexia nervosa, bulimia or

etc.) were not involved in the study.

Anthropometric measurements (height, weight, body mass
index (BMI), weight for height, height SDS), pubertal staging
(Tanner stage), and bone age (Greulich-Pyle method) meas-
urements were done for diagnosis of NSS. Laboratory tests
(total blood count, biochemistry, thyroid function tests
and serum zing, ferritin, folic acid, vitamin B12, endomisial
antibody, IGF-1, IGF-BP3 levels were obtained in the morning
afteratleast 10 hours of overnight fasting. Growth factors were
evaluated with chemiluminescence method. Measurements
were done 3 times (0th, 6th, 12th months) during the study.

Weight and height of the adolescents were measured using a
stadiometer appropriate to the standards with all their clothing
removed except undergarments. BMI was calculated by di-
viding weight (kg) by height squared (m?). Weight, height and
BMI percentiles of the adolescent were determined according
to World Health Organization (WHO) Growth Reference Data
for 5-19 years in 2007 [6,7].

To calculate nutritional intake of the adolescents, they were
asked to record all solid and fluid foods with their amounts intake
for subsequent 3 days (2 weekdays, 1 weekend day). In order to
obtain an accurate dietary intake list, proper education was given
to parents by a dietician. Some foods were taken as samples
(apple, cheese, bread, rice, etc.) and adequate measurement of
the items were taught. Patients and parents were asked to fill the
dietary intake list forms adequate to this education. According to
these lists daily food intake (species and amount) was calculated.
The sums of 3 days were divided into 3 and an average of daily
energy and nutrients intake was identified. Energy and nutrients
intake of the adolescents were calculated by the dietician,
according to food consumption and portion ingredient by using
‘Standardized Food Recipes; ‘Samples From Turkish Cuisine,‘Food
and Nutrition Catalogue’ [8-10]. Percentage of Dietary Reference
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Intakes (DRI %) of the patients were calculated and compared
with standardized age and gender specific daily consumption
values in order to calculate the daily energy and nutrients
insufficiencies of the patients [11, 12]. So, the daily energy and
nutrients needs and how much of it was covered by normal daily
nutrition of the patient was determined and a NSP covering
50% of the deficit was chosen and increased gradually in order
to replace the daily energy and nutrients deficit of each patient.
The product was chosen carefully as to be a‘nutritionally accurate
product (enriched by macro nutritional elements, carbohydrates
(oligosaccharides and polysaccharides), proteins (casein), fat (satu-
rated, polyunsaturated, single fatty acids), vitamins and minerals
(Na, K, Ca, P, Cl, Mg, Zn, Fe) with low solid load and a good taste
that can be well tolerated by adolescents which was designed
to fulfill the high energy intake need of them [5]. An education
involving healthy nourishment and usage of the product was
given to patient and his parents. The patients were called every
month by phone and a constant consumption of the product
for a year was estab-lished. On the 6th and 12th months of NST,
anthropometric measurements were done, growth velocity was
calculated and levels of growth factors were obtained.

Statistical analysis

A commercially available statistical software package (SPSS 21.0
for Windows, Chicago, lll, USA) was employed for all statistical
analyses. The values are presented as mean. Pre-treatment and
post-treatment parameters were compared using Wilcoxon test.
A p-value of less than 0.05 was considered statistically significant.

Results

Seven girls and 9 boys were involved in the study. Mean age
was 14.6 + 1.6 years. The anthropometric measurements,
biochemical, hormonal parameters and growth factors results
of the patients were given in Table 1. The mean height of the
patients were 145.11 + 7.31 cm, 147.73 = 6.51 cm, 149.58 +
9.67 cm; height SDS were -2.12 + 0,54, -1.76 + 0,86, -1.14 +
0,59; and the mean weight of the patients were 36.13 + 7.66
kg, 37.92 + 7.13 kg, 39.66 + 5.95 kg; on Oth, 6th, and 12th
months. The increment of height and weight were statistically
significant on 6th and 12th months (p < 0.05). The increment
of BMI and height SDS on 12th was also statistically significant.
Anthropometric measurements and growth factor levels
of the patients were given in the Table 2 and alterations of
IGF-1 and IGF-BP3 levels were given in Figure 1 and 2. Both
IGF-1 and IGF-BP3 levels were increased during the NST. The
increment of IGF-1 levels on 12th month and IGF-BP3 levels
on 6th months were found statistically significant (p < 0.05).
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Figure 2. Alterations in IGF-BP3 levels
Discussion

Growth is a process, which is affected by genetics, nutrition, social
and cultural factors. The most common measurements to assess
the growth are weight for age, height and height for weight.
Adolescence is the period of time in which physical, emotional,
social development of the child occurs. In this period, growth spurt
occurs and due to increment in growth, nutritional needs increase.
If this higher energy need is not fulfilled by nutrition, a pause in the
growth is seen which results as not being able to reach the genetic
target height. Because of this reason this period is extremely
important. Another important point is the possibility of not
discriminating NSS adolescents with normal variant short stature
(NVSS) adolescents because in both cases weight and height may
be drowns back. GV is normal in NVSS cases but it is less in NSS
cases. Family history is positive in familial SS. Bone age immaturity
and delayed puberty may be seen in constitutional SS adolescents.
In both cases decrement of GV is seen in first year of life. With all
these differences NVSS may be distinguished from NSS [13].
Clinical studies emphasize that during nutritional rehabilitation of
NSS cases, in order to protect patient’s previous growth pattern,
sufficient protein and micro nutritional intakes are satisfied [14,15].
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It's necessary to determine nutritional deficiency of
adolescents and to replace it. Additionally, it is important to
remember that SS is an indicator of chronic malnutrition and
a risk factor for obesity for future years. So, these cases may be
not only SS adults but also be obese adults [16]. The effect of
nutritional support treatment (NST) on growth is well known.
A positive correlation between energy intake and GV was
shown in the study of Zadik et al. [17]. Thus, there are some
studies, which show height at 3 years of age is a good indicator
of adolescence height [18,19]. In the study of Institute of
Nutrition of Central America and Panama (INCAP), protein,
and micro nutrition enriched NST was given to < 7 years old
children. Decrement of infant death velocity, increment of GV
in < 3 years old children were observed in the follow up. GV of
children in between 3 to 7years of age was not changed in the
long-term follow up. It was also observed that, women who
took NST during childhood had increased height and fat free
body mass, men who took NST in childhood had more work
capacity, and in both men and women had higher intellectual
performance than cases who did not take NST [20]. INCAP
and Nutrition Collaborative Research Support Program (CRSP)
studies are evaluated together and it was emphasized that
growth failure and stunting develops in first 18 months in
developing countries; interventions done after this period
results in failure and permanent stunting and functional
deficiencies develop [21].
effect of NST on adolescents with growth failure in the
literature are limited. In two different studies done in USA, it

However, studies showing the

was emphasized that interventions done in later periods may
affect growth and increment of height positively and total
catch up may be obtained [22, 23]. Similarly, in our study the
GV of the adolescents with growth failure were increased with
NST. As a matter of fact, our study is quite remarkable.

In a study in between growth failure cases, it was shown
that cases were very picky without having prominent
malnourishment [24]. Additionally, some other studies point
out that eating habits and attitudes of mother and family
affect child’s eating habits [25]. In our study patients and their
families revealed similar stories, such as picky eating habits
of patient and one of the parents. Besides, during follow-up
these patients refused to consume their recommended age
and gender specific personal diet lists.

GUnoz et al. showed that the effect of both acute and chronic
malnutrition decrease the effect of growth hormone and IGF-1
[26]. In our study, IGF-1 and IGF-BP3 levels were also decreased
on the Oth month but they were increased gradually during NST.

As a result, in our study growth factors, and anthropometric
measurements of adolescents who took NST were affected
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positively. Besides, plasma IGF-1 level increments were in between
confident levels during this improvement, which shows the NST, is
safe for height increment of NSS adolescents. The limitation of the
study is the small patient number. However, the remarkable point
is there are not many studies in the literature, evaluating the effect
of NST on growth pattern of adolescents. The other important
point is that adolescents with nutritional short stature must be
referred to a pediatric endocrinologist in order to be distinguished
from normal variant and pathological SS. Afterwards, they must
be referred to a dietician with his family to get an education
for healthy nourishment and then treated and followed up in
collaboration of pediatric endocrinologist and dietician.
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1 Original Article

Evaluation of laryngopharyngeal effects in patients long-Term
intubated

Uzun sdireli entiibasyon yapilmis hastalarda laringofaringeal etkilerin
degerlendirilmesi
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ABSTRACT

Aim: Open cardiovascular surgery involves prolonged intubation, postoperatively in the intensive care unit monitoring.
The purpose of this study was to investigate the effects of long-term intubation after coronary artery surgery on laryngeal
and pharyngeal structures and the probable underlying causes for such effects.

Material and Methods: Forty two patients undergoing cardiovascular surgery were included in the study. All patients
underwent endoscopic examination in the preoperative period and approximately 7th postoperative day.

Results: Mean age of the patients was 61+£9.98 years, mean duration of intubation was 14.80+3.41 hours (h) and mean size
of intubation tube used was 8.02+0.45 mm. The number of preoperative smokers was 25(59.52%), and number of patients
with preoperative gastroesophageal reflux disease symptoms were 8(19.04%). The level of postoperative laryngeal and
pharyngeal pathological findings were 38.09%. Postoperative laryngeal and pharyngeal pathological findings were
correlated with age, length of intubation and preoperative presence of the gastroesophageal reflux disease symptoms
(pX0.05). However, no statistically significant correlation was determined between postoperative pathological finding and
sex, tube type, tube diameter, smoking status.

Conclusion: Age, presence of gastroesophageal reflux disease, length of intubation were identified as risk factors for the
development of postoperative pathological laryngopharyngeal findings.

Key words: Endotracheal intubation, coronary arter surgery
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Amag: Acik kardiyovaskiiler cerrahiler hem operasyon siiresi hem de postoperatif yogun bakimda takip stresi g6z 6niine
alindiginda entiibasyon siiresinin uzun oldugu bilinen ameliyatlardir. Biz bu ¢alismada koroner cerrahisi sonrasi uzun siire
entlibe kalmis hastalarda postoperatif donemde goézlenen laringeal ve faringeal etkilenmeyi incelemek ve bu etkilerin
olusumuna zemin hazirlayan olasi nedenleri arastirmayi amacladik.

Materyal ve Metodlar: Calismaya kardiyovaskdler cerrahi yapilan toplam 42 hasta dahil edildi. Tim hastalar preoperatif
(preop) donemde ve postoperatif dénemde (ortalama 7.glin) endoskopik muayene edildi ve muayene bulgulari kaydedildi.

Bulgular: Hastalar ortalama 61+9.98 yasinda, ortalama entiibe kalma siresi 14.80+3.41saat, kullanilan entiibasyon
tiplnin i¢ capr 8.02+0.4 mm idi. Preoperatif sigara icen hasta sayisi 25 (%59.52) ve preoperatif gastro6zofageal refli
semptomu olan hasta sayisi 8 (% 19.04 ). Postoperatiflaringeal ve faringeal patolojik bulgu orani %38.09 bulundu.
Postoperatif laringeal ve faringeal patolojik bulgu olan hastalarda yas, entiibasyon siiresi, preoperatif gastro6zofageal
refli hastaligi sikayeti arasindaki iliski isitatiksel acidan anlamli bulundu (pX0,05).Ancak postoperatif patolojik bulgu ile
cinsiyet, entlibasyon tupuinin tipi ve ¢api, sigara kullanma arasinda anlamliiliski bulunmadi.

Sonug: Yas, gastroozofageal refli hastaligi varligi, entiibasyon siresinin uzunlugu postoperatif laringofaringeal bulgu

olusumu icin risk faktori olarak tespit edildi.

Introduction

Endotracheal intubation is the most common procedure used
for airway control during general anesthesia; intubation lasting
less than 5 h is defined as short-term intubation and conditions
exceeding 24 h as prolonged intubation [1-3]. During intubation,
the endotracheal tube comes into varying degrees of contact
with laryngopharyngeal structures, and this is known to lead
to changes such as pressure-related edema, ulceration and
the formation of granulation tissue. However, the cause of this
change is not yet completely understood. All laryngopharyngeal
structures can be affected, particularly the vocal cords [1,4,5].

Intubation causes micro-traumatic  inflammation in

laryngopharyngeal  structures through a mechanical
effect. This is a significant cause of morbidity resulting
from deleterious effects in the acute or chronic period on
respiration, phonation and deglutition. It is therefore of
great importance for probable predisposing factors in these
structures to be known and for protective measures to be

taken before procedures requiring lengthy intubation [3,4].

In surgery for ischemic heart diseases, most patients were
extubated by 36 hours and the risk associated with intubation
time increased progressively, the increase being greatest
after 12 hours of intubation. Intubation prolongation has a
significant effect on postoperative mortality, morbidity and
cost effectiveness [6].
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The purpose of this study is to investigate the effects on larynx
and pharynx in patients undergoing coronary artery and
cardiac surgery which is requiring long-term intubation, and
to examine the possible clinical implications of these events.

Materials And Methods

This study was conducted between January 2013 and
September 2015 after obtaining approval from hospital
ethics committee. Written consent forms were received
from all patients. Forty-two patients aged between 40 and
83 years, 15 women and 27 men, scheduled for coronary
artery surgery were recruited in the study. Patients who had
previously undergone laryngeal, pharyngeal or head-neck
surgery , organic laryngeal disorders, previous radiotherapy,
preoperative pathological laryngeal or pharyngeal findings or
active infection were not included.

Detailed pre- and postoperative history was taken from each
patient. A symptom score developed by Belafsky to facilitate the
clinical diagnosis reflux disease was used to evaluate patients’
reflux symptoms with a scale from 0 to 5 where Reflux Symptome

Index RSI) above 13 are considered as abnormal as described [7].

All patients were examined preoperatively and on the
5-9th days (mean 7 days) postoperatively using 4 mm
rigid 700 or flexible fiberoptic endoscopes (Karl-Storz®
GmBH&Co., Tuttlingen,
pharyngeal pathological findings and laryngopharyngeal

Germany). All laryngeal and



symptoms were recorded postoperatively. The patients’ age,
sex, preoperative smoking status and presence of symptoms
gastroesophageal reflux disease (GERD), operation performed,
diameter and type of intubation tube used and total length of
intubation were recorded. Monitoring forms containing pre-
and postoperative examination findings, surgical and medical
information and information concerning anesthesia were
prepared for all patients, and the information and findings
obtained were recorded (Table 1).

During endoscopic examination we assessed pharyngeal
pathological findings such as vocal cord (VC) mobility
and severe inflammation findings in laryngopharyngeal
mucosa, hyperemia, edema, hematoma, ulceration, mucosal
hypertrophy, granuloma formation, arytenoid subluxation
and secretion accumulation. In the postoperative period we
inquired into laryngopharyngeal symptoms such as sore throat
and difficulty deglutition, cough and phlegm accumulation
and voice change, and these were also recorded.

All patients were intubated by the same anesthetist and the
same brand tube (Bicakgilar® brand, 7,7.5, 8, 8.5 mm diameters,
with spiral or flatintubation tube were used in accordance with
the patient's sex and weight. Open surgery was performed on
all patients, and all were monitored in postoperative intensive
care. Total duration of intubation was recorded.

Statistical Analysis

All statistical analyses was performed using SPSS for Windows,
version 17.0 , results were expressed as mean = SD, n or %
where appropriate. Mann-Whitney U test or independent
sample t test was used between two groups, and analysis of
variance was used to assess the significance of differences
among 3 groups as appropriate. Multiple regression analysis
was used to exclude possible confounding effects of other
variables in the results of each correlation analysis. A p value
less than 0.05 was considered as statistically significant.

Results

Forty-two patients were enrolled, 15 women and 27 men. Mean
age was 61+9.98 (40-83 years). The number of preoperative
smokers was 25 (59.52%), and 8 patients (19.04%) had
preoperative symptoms GERD. While 31 patients underwent
coronary artery-pass graft (CABG), 11 underwent mitral
valve replacement (MVR) and tricuspid valvuloplasty (TVP).
Mean length of surgery was 6+1.3 hours and mean length of
intubation was 14.80+3.41 h. For 20 patients spiral, 22 patients
straight tube were used .Two patients were intubated with
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size 7 intubation tube, 10 patients with size 7.5 tube, 14 a size
8 tube and 16 a size 8.5 tube. Mean diameter of the intubation
tubes used was 8.02+0.45. There was a significant difference
between the tube diameter used for male patients and the

tube used for women and this difference was statistically
significant (pX0.01).(Table 1).

The postoperative laryngeal and pharyngeal pathological
findings level was 38.09% (n:16. Interarytenoid granuloma
was observed in 2 patient, Reinke’s edema in the vocal cords
in 2 patients, unilateral vocal cord hematoma in 1 patients,
left vocal cord paralysis in 1 patient, mucosal hypertrophy
in the posterior pharyngeal wall in 1 patient, and diffuse LF
mucosal hyperemia and secretion in 9 patient). The incidence
of postoperative laryngopharyngeal symptom was 66.6%
(n 28 ), the most common symptoms being sore throat and
difficulty deglutition at 28.57 % (n:12), cough and increased
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phlegm at 23.80% (n:10) and voice changes at 14.28% (n:6).
Postoperative RSI and laryngopharyngeal symptoms of
preoperative GERD diagnosed patients was found to be

increased in the postoperative period (p<0.05). (Table 2)

Postoperative laryngeal and pharyngeal pathological findings
and laryngopharyngeal symptoms formation were correlated
with age, length of intubation andpreoperative presence of
the GERD. While no statistically significant correlation was
determined between postoperative laryngeal and pharyngeal
pathological findings and sex, tube type, tube diameter,
smoking status, asignificant correlation was observed between
laryngopharyngeal symptoms and smoking (p<0.05).(Table 3)

Discussion

In our study, we found postoperative laryngeal and
pharyngeal pathological findings were correlated with
age, length of intubation and preoperative presence of the
gastroesophageal reflux disease symptoms (pX0.05). However,
no statistically significant correlation was determined between
postoperative pathological finding and sex, tube type, tube
diameter, smoking status.

Symptoms such as sore throat, increased secretion and voice
thickening and findings such as inflammation and edema in
the laryngopharyngeal region may be observed following
surgical procedures requiring long-term intubation, and these
are a significant cause of morbidity [1,2].

The larynx and pharynx are two neighboring regions consisting
of cartilage, muscle and mucosal tissues with significant functions
in respiration, phonation and assisting swallowing. Since the
laryngeal lumen is narrow, and due to the thin mucosal and
flexible submucosal tissue over it, the vocal cords can be affected
by evenminormechanicaltrauma,andtheresultinginflammation
can give rise to potentially life-threatening problems [2-5]. In
addition, chronic lesions in other laryngopharyngeal regions,
depending on the severity of trauma, and particularly the vocal
cords and interarytenoid region,can cause significant symptoms
leading to phonation problems [5,8,9].

The effects of intubation on laryngeal structures have
been known for a long time, but the underlying cause and
mechanism involved are still unclear [2,3,5].Various potential
intraoperative and patient-related causes have been
particularly emphasized. In addition to length of intubation,
the intubation technique used and factors associated with
the type of material employed and cuff pressure in the
development of these changes, other elements involved
include patient-related factors such as age, smoking status
and the presence of laryngopharyngeal symptoms. These
factors are thought to trigger adverse effects in laryngeal
or pharyngeal structures in the postoperative period by
preparing the foundation for mucosal inflammation [2,5].
The length of prolonged intubation is the most important of
these factors [1,2]. Intubation tube contact with laryngeal and
pharyngeal structures and compression occur throughout
the course of intubation, and this leads to laryngeal and
pharyngeal symptoms and findings. A statistically significant
correlation was determined in our study was determined
between prolonged intubation and pathological laryngeal
and pharyngeal pathological findings (p X0.05)



We enrolled patients scheduled for cardiac surgery due
to the lengthy intubation involved during surgery and
during monitoring in intensive care [10-12]. We observed
correlation between total length of intubation and effects
in laryngopharyngeal structures. We also determined an
increase in laryngopharyngeal inflammation findings and
postoperative symptoms in patients intubated for more than
24 h. The most common symptom in these patients was sore
throat and increased secretion, followed by a hyperemic
appearance in the laryngopharyngeal region.

This study investigated the causes of the increased
laryngopharyngeal findings and symptoms in patients
undergoing cardiovascular surgery. The most important risk

factors identified were age, smoking and GERD.

GERD describes thereturn to the esophagus of gastric contents
without retching or vomiting. Laryngopharyngeal reflux (LPR)
is a clinical condition closely associated with GERD, in which
gastriccontentsescapealongthemucosaofthelarynx, pharynx
and upper respiratory tract. A symptom scale ,Reflux Symptom
Index (RSI) was developed by Belafsky and collaborators [7,13]
to facilitate the suspect diagnosis and the clinical follow-up in
pharyngolaryngitis. Patients score themselves on a scale from
0 to 5 of nine symptoms often described of the disease. In
this table parameters are voice problem, clearing your throat,
Excess throat mucus or postnasal drip, difficulty swallowing,
coughing after ate or after lying down, breathing difficulties,
troublesome or annoying cough, sensations of something
sticking in throat or a lump in throat, heartburn, chest pain,
indigestion, or stomach acid coming up. Values above 13 are
considered abnormal. [7,13-15]. Studies have reported that
LPR is associated with various pathologies and symptoms,
including chronic laryngitis, laryngeal contact ulcers and
granulomas, vocal fold nodules, Reinke’s edema, subglottic
stenosis, laryngotracheal stenosis, paroxysmal laryngeal
spasms, chronic cough, globuspharyngeus and carcinomas
of the larynx and hypopharynx [1,13,15]. In our study, we
observed that patients who have GERD symptoms ,increasing

patological finding and symptoms of laryngopharinks area.

As with all tissues and organs in the body, aging also makes
mucosal structures more sensitive to trauma and other
stressors. This affects the entire upper respiratory tract,
from the oral cavity to the larynx, and can give rise to post-
intubation findings and symptoms by sensitizing the region
to mechanical trauma such as intubation [16]. In our study, in
agreement with the literature, the laryngopharynx was more
affected in patients aged over 60.
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Smoking causes symptoms and findings in the upper
respiratory tract as well as the lower [17,18]. We determined
a statistically significant correlation between smoking and
laryngopharyngeal symptoms, but none between smoking
and laryngeal and pharyngeal pathological findings. We
attribute this result to the short monitoring period in terms
of development of pathological findings and the low case
number involved.

Various postoperative complications are seen in patients
undergoing cardiac surgery, particularly vocal cord paralysis
associated with recurrent laryngeal and vagal nerve trauma, and
these complications may result in prolongation of intubation
and of stay in intensive care [9-12]. We determined vocal cord
paralysis in one case, but the patient was referred for clinical
follow-up since the respiratory functions were not affected.

Another probable etiological agent is the size and type of the
intubation tube used. Various studies have investigated the
laryngeal effects of intubation and have identified the type and
diameter of the tube and duration of intubation as effective
factors [2]. We used a spiral tube in 20 cases and a straight tube
in 22, but observed no difference between the two groups in
terms of symptoms or findings. Diameters of the intubation
tubes ranged between 7 and 8.5 mm. Our results showed that
the level of laryngopharyngeal effects increased with tube
diameter in a statistically significant manner (pk0.05)

Since we observed an increased in these symptoms in elderly
patients, smokersand subjects with GERD, we think thata minimally
traumatic approach and cuff pressure control, the avoidance of
prolonged intubation, smoking cessation and treatment of GERD
can reduce the risk of laryngopharyngeal injury.

One of the limitations was short monitoring period. Other
limitation video stroboscopic investigation can also provide more
objective results, but this was not possible for technical reasons.

Conclusion

An increase in postoperative laryngeal and pharyngeal
pathological findings and laryngopharyngeal symptoms
levels with length of intubation and with use of large-diameter
tubes was observed in patients aged over 60 and with GERD
following open coronary surgery, and these were identified
as risk factors for adverse postoperative laryngopharyngeal
effects. We think that administration of GERD treatment
before surgery in which intubation may be prolonged and
encouraging patients to quit smoking, as well as keeping
intubation as short as possible and the use of tubes with
as small a diameter as possible, can reduce postoperative
laryngopharyngeal symptoms.
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Dis asinmalarinin etyolojisi, prevalansi ve patogenezi

The etiology, prevalence and pathogenesis of tooth wear
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Dis ve dis sert doku kayiplarinin en yaygin nedeni dis ¢tiriiguduir. Floriir uygulamalariyla birlikte dis ¢tiriginin siddeti,
prevelansi ve insidansi azalmakta, dislerin agizda kaldig: siire uzamaktadir. Dislerin agizda kalma siresini etkileyen bir
diger faktor de dis asinmalaridir. Dis asinmalari ¢liriik icermeyen, geri dontistimsiz, yikici ilerleyen dis sert doku kaybidir.

Dis asinmalari abrazyon, atrizyon, erozyon ve abfraksiyon sonucu olugsmaktadir. Bu derlemede dis asinmalarinin etyolojisi,
prevalansi ve patagenezi incelenmistir.

Anahtar Kelimeler: Dis asinmalari, abrazyon, atrizyon, erozyon, abfraksiyon

ABSTRACT

The most common reason for tooth and dental hard tissue loss has been dental caries. Since application of fluoride, the
prevalence, incidence and severity of caries has declined and the dental life expectancy has increased. One of the most
common factor associated with this prolonged dental life expectancy is tooth wear. Tooth wear is an irreversible, non
carious, destructive process, which results in a functional loss of dental hard tissue. It can manifest as abrasion, attrition,
abfraction and erosion. This article will describe the etiology, prevalance and pathogenesis of tooth wear.

Keywords: Tooth wear, abrasion, attrition, erosion, abfraction

Sorumlu Yazar*: Ali Can Bulut, Kirikkale Universitesi Dis Hekimligi Fakdiltesi, Protetik Dis Tedavisi Anabilim Dali, Kirikkale/Tiirkiye
E-posta: alicanbulut@outlook.com

Gonderilme: 20.6.2017 kabul: 19.12.2017

Doi: 10.18663/tjcl.322529

137



VaisN

Volume 9 Number 2 p: 137-143

Dis Asinmalari

Glnimuzde yasam slresinin uzamasi ve dislerin daha uzun
stire adizda kalmasina baglh olarak dis ciirliklerinden sonra agiz
boslugunun en sik gorilen patolojileri dis asinmalaridir. Dis
asinmalari; ¢lirlik, travma ve gelisimsel bozukluk olmadan gortilen

dis dokularinin kaybi olarak tanimlanmaktadir [1-3]. [Sekil 1]

Resim 1: Servikal bolgede olusanmikroorganizmalarin eslik ettigi
kole ¢uiriigii ve dis aginmasi sonucu olusan ¢uiriikstiz servikal lezyonun
klinik gortiintmleri

Cahsmalarda dis asinmalarinin gortlme sikliginin  %5-85
araliginda oldugu gosterilmistir [4].

Van ve ark!lari siddetli dis asinmalarinin 20 yas grubunda
%3, 70 yas grubunda %17 oraninda oldugunu ve asinmanin
siddetinin ve prevalansinin yasla birlikte arttigini bildirmislerdir
[5]. Eliglizeloglu ve ark!lari calismalarinda her 5 kisiden birinde
servikal bolgede olusmus dis asinma lezyonun bulundugunu
bildirmislerdir [6].

Dis asinmalarinin gorilme sikhginin maksillada molar dislerde
%84.9, premolarlarda % 68.9, kaninlerde %74.1, kesici dislerde
%97; mandibulada ise sirasiyla %85.2, %59.3, %78.6 ve %97 .4
oldugu; dis asinmalarinin diger bolgelere kiyasla oklizal,
insizal ve servikal bolgede daha sik gozlendigi bildirilmistir [7].

Literatlirde bazi calismalarda cinsiyetin, dis asinmalarinin
bildirilirken;
kadinlardan daha sik dis asinmasi olustugunu bildiren

olusumunda etken olmadigi erkeklerde,

calismalarda bulunmaktadir [8,9].

Disasinmalarietiyolojidekicesitliligebaglolarakerozyon,atrizyon,
abrazyon, abfraksiyon basligi altinda degerlendirilmektedir [10].
Bu terimler olusan dis asinma sireclerinin birbirinden farkli
etkenlerle olustugunu gostermektedir [11].

1. Atrizyon

Atrizyon, Latince'de bir seyi siirterek asindirma anlamina gelen
‘Attrium’ kelimesinden turemistir. Dental atrizyon ise yabanci
cisimlerden kaynaklanmayan okltzal ve aproksimal ylizeylerde
mekanik bir etken olmaksizin, disin dise temasi sonucu olusan
dis sert doku kaybi olarak tanimlanir. Atrizyonda iki ylizeyin
dogrudan temasiyla olustugu genel kabul gorse de, iki ylizey
arasinda asinmis mine partikillerinin bulunmasi nedeniyle
atrizyona abraziv etkilerinde eslik ettigi distinilmektedir [12].
Cigneme sirasinda besinlerin neden oldugu abraziv aginma
‘Demastikasyon’olarak da tanimlamaktadir [13].

Atrizyon, fizyolojik ve patolojik olarak degerlendirilebilir. Yasla
birlikte artan, normal ¢cigneme fonksiyonuyla yavas ve strekli
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olarak gelisen, fizyolojik siirece bagh olarak olusan dislerin
okliizal yulzeyindeki asinmalar, fizyolojik atrizyon olarak
degerlendirilir. Patolojik atrizyondan ise; kisinin yasina gore
erken olusmus ve okllzal ylizeyde normalden fazla miktarda
dis sert dokusu kaybinin gozlendigi durumlarda s6z edilebilir.
Dis stkma ve gicirdatma gibi aliskanliklar, okltzal bozukluklar,
prematir kontaklar patolojik atrizyona neden olmaktadir.
Atrizyon lezyonlari baslangicta kiicik, cilalh gibi goriinen,
diz faset yuzeyi seklindedir ve antogonist diste de benzer
bir lezyon olusmustur. Patolojik ve fizyolojik atrizyon genelde
maksillar dislerin oklizal, insizal ve palatinalinde; mandibular
dislerin labial yuzlerinde olusur [14,15].

2. Abrazyon

7

Abrazyon, Latince'de kazimak anlamina gelen ‘Abrasum
kelimesinden turemistir. Dental abrazyon, yabanci cisimlerin
ve/veya aliskanhklarin mekanik etkilerle disler (zerinde
olusturdugu patolojik sert doku kayiplaridir [12].

Etyolojisiniyanlsaliskanliklar, meslekialigkanliklar-zorunluluklar
ve yanlis agiz bakimi olusturur. Mesleki zorunluluklar arasinda
muzik aleti calarken agizligin sirekli disler arasinda tutulmasi
sayilabilir. Marangoz ve terzilerin agizda siirekli ¢ivi ve igne
tutmasi sonucu gelisen lezyonlar mesleki aliskanliga bagh
olusur. Yanhs aliskanliklar arasinda tirnak yeme, ¢ekirdek citleme
ve pipo igme aliskanhgi sayilabilir [3,16].

Asirt glcla ve sik dis fircalama aliskanhgina bagl olarak da
dislerin servikal bolgelerinde abrazyon defektleri gézlenebilir.
Firca abrazyonu olarak isimlendirilen bu lezyonlar firca
killarinin tasarimindan, sertliginden, sikhgindan, yapisindan
ve kullanilan dis macununun abraziv 6zelliginden
etkilenmektedir. Yanlis dis ipi kullanmak ve dislerin arasina
kirdan sokma aliskanliginin sonucu olarak dislerin ara

yuzlerinde abfraksiyon defekti olusabilmektedir [3,16,17].
Zafersoy ve ark!lari calismalarinda servikal bolgede olusan dis
asinmalarinda abrazyon etkeninin oranini %55.05, erozyon
etkeni oranini%27.27 olarak bildirmistir [9].

3. Abfraksiyon

Abfraksiyon, Latince'de kirilmak anlamina gelen ‘Fractio’

Abfraksiyon ilk defa
1991'de Grippo tarafindan dislerde olusan egilme (fleksural

kelimesinden tlremistir [18,19,20].

esneme) sonucu mine-sement birlesimindeki mine rodlarinda
kirilma ve madde kaybi olarak tanimlanmistir [20].

Genel goris, dise aksi disinda uygulanan karmasik, esnek,
¢ekme ve basma kuvvetlerinin mine-sement sinirinda mikro
catlaklar olusturmasi ve disin servikal boélgesinden kirilarak
kopmasi sonucu keskin kenarli sert doku kayiplari meydana
gelmesi seklindedir [16,21].

Abfraksiyon olusumunda bruksizmin primer etken olabilecegi



90'liyillarin basinda Grippo tarafindan bildirilmistir [20]. Ancak
son klinik calismalarda abfraksiyon lezyonu bulanan hastalarin
tamaminda bruksizmin gézlenmemesi gerekgesiyle, okliizal
yikleme ile abfraksyon olusumu arasindaki pozitif iliskiyi
dogrulanmamaktadir [22,23].

Yapilan son calismalarda abfraksiyon  olusumunun
multifaktoriyal oldugu, bruksizm ve prematir kontak gibi
oklizal faktorler ile abfraksiyon lezyonlarn arasinda zayif
iliski bulundugu ancak olusmus lezyonun ilerlemesine katki
sagladigi bildirilmektedir. GUnimuzde abfraksiyon teorisi

halen kesinlik kazanmamistir [23,24,25]

Bu lezyonlar genellikle dislerin bukkal yiizeyinde mine-sement
birlesimde gozlenir ve prevelansi %27-85 arasindadir [26].
Abfraksiyon lezyonlari kama defekti olarak da isimlendirilirken
tipik olarak irregller 'V' veya kama seklinde olusmaktadir.
Lezyonlarin sekli okllizal kuvvetlere bagli olarak olusan, basma
ve cekme alanlarina gore degismektedir [27]. Abfraksiyon
lezyonlan tek basina gorilebildigi gibi, abraziv etkiler ya da
eroziv etkilerle birlikte de gorilebilmektedir [13].

4.Erozyon

Erozyon, Latince'de ¢lirimek anlamindan gelen‘Erodore, Erosi,
Erosum’ kelimelerinden tiretilmistir. Erozyon bir maddenin
yluzeyinin kademeli olarak yikilmasidir. Dental erozyon bakteri
icermeyen kimyasal etkene bagh olarak olusan dis sert doku
kaybidir [28]. Erozyon prevalansinin okul 6ncesi ¢ocuklarda
%6-50; adolesanlarda %11-100; yetiskinlerde %4-82 oldugu
bildirilmistir [29,30].

Modern hayattan post modern hayata geciste artan hayat
temposu, diyet aliskanliklarinin degismesi ve asitli icecek
tiketiminin artmasiyla, ozellikle ¢ocuk yaslar denebilecek
dénemde dahil olmak Uzere, toplumlarda dental erozyon
gorilme sikhgr ve siddeti giderek artmaktadir. Cocuklarla
yapilan uzun donemli calismalar da, erozyon insidansinin
adolesanlarda %12.3-%26.5 oldugunu bildirilmistir [31,32].

4.1. Erozyonun Patogenezi

Dental erozyon mikroskobik olarak ylizeysel tabakanin
yumusamasli ve ardindan mine yiizeyinin tamamen ¢oziinerek
ortadan kalkmasiyla olusan iki basamakli bir sirectir. ilk
basamak dis ylzeyine oranla daha az doymus ¢ozeltilerin,
dental pelikila diffizyonu ile baslar. Dis ylizeyindeki sivi
ortamda biriken asidik iyonlar, mine dokusunda, ylizeyden
birka¢ mikrometre derinliginde mineral kaybina sebep olur.
Bu tabakaya yumusama tabakasi adi verilmektedir. ikinci
basamakta etkenin devam etmesiyle minede ¢6ziinme ve
yumusama artar ve mine mekanik etkilere duyarli hale gelir
ve tamamen ortadan kalkar. C6ziinme dentine ulastiginda
peritubuler dentinile intertubuler dentin sinirindailk ¢dzlinme
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baslar ve hizla ilerler. Tiiblllerdeki genisleme sonucunda
dentin hassasiyeti artar ancak yavas ilerleyen erozyonlarda
dentin, sklerotik dentin olusturarak kendini korumaya alabilir
ve hassasiyet gozlenmez [33].

Kritik pH degeri dis minesi icin yaklasik olarak 5.5 olarak
belirlenmistir. PH degeri 5.5 den dusik ¢ozeltinin uzun sireli
temasl ve tekrarli olarak dis ylizeyine uygulanmasi erozyona
neden olmaktadir. Dis asinma tipleri icinde en sik gorilen
erozyonun yayginhgi hizli, cabuk ve ayakisti beslenme
kiltlrdnln yayginlastigl, modern hayatin bir getirisi olarak
degisen yasam bicimine ve toplumun beslenme aliskanligina
gore giderek artmaktadir ve gelismis toplumlar icin ortak bir
sorun haline gelmektedir [4,28].

4.2, Erozyon Etyolojisi

Dental erozyonun etyolojisi multifaktoriyel olmakla birlikte
dis kaynakli ya da i¢ kaynakli asidik etkenlerle olustugu genel
kabul gérmektedir [29].

4.2.1. Dis Kaynakh [Ekstrinsink] Faktorler

Vicuda disaridan alinan asitler dissal faktorleri olusturur.
GlnUmuzde, asidik iceceklerin tiiketiminin artmasiyla birlikte
erozyon olusumu da artmaktadir. Asidik bir icecegin eroziv
potansiyelini icerdigi asitin tipi, icecedin pH'l, icerigindeki
kalsiyum-fosfat-florid konsantrasyonu, dis yilzeyine olan
adhezyon kuvveti ve selasyon 6zelligi belirlemektedir [31,34].

iceceklerde kullanilan asit tipinin erozyon potansiyelini
etkiledigini gosteren calismalar bulunmaktadir. Asit turleri
icinde en ¢ok erozyon olusturabilen sitrik asittir. Glinlimlzde
bircok hazir gida ve icecek sitrik asit icermektedir [35].

Asitli iceceklerin tiiketim zamani, sekli, miktar ve sikligi
erozyonun olusumunu etkileyen diger bir faktordir. Asitli
icecek tuketiminin zamani erozyon olusumu acisindan
onemlidir. Tukiruk akisi 6gunlerde, cigneme fonksiyonuna
bagli olarak artarken; egzersiz sonrasi ve uykuda azalmaktadir.
Tuketimin tukurdk akisinin azaldigi doéngilerde yapilmasi
erozyon olusumu riskini arttiran bir faktordir. Yine iceceklerin
tiketim seklide 6nemli bir konudur. Bu iceceklerin agizda
temas slresini arttirarak, bekletilerek icilmesi yerine pipet
kullanimi tavsiye edilmektedir [4].

Asidik etkenlere maruz kalmis dis ylzeylerine asin kuvvetle
ve abraziv dis macunu ile yapilan fircalamanin erozyon
olusumunu arttirdigi literattirde bildirilmistir [29]. Buna karsin
kalsiyum, fosfat ve florilr iyonlari iceren dis macunlarinin mine
erozyonunu azaltmada etkili oldugu bilinmektedir [4,36].

Erozyona karsi koruyucu faktorlerden kabul edilen tiikirigiin
eroziv ajanlar tizerine seyreltme, tamponlama, temizleme etkisi
bulunmaktadir. Kazanilmis pelikil dis fircalama, kimyasal ve
profilaktik uygulamalar sonrasinda dis ylizeyinden uzaklasan
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ve yeniden olusan, bakteri icermeyen bir biyofilm tabakasi
olarak tanimlanmaktadir. Bu tabakanin bir difiizyon bariyeri
olarak asitlerin dis ylizeyine dogrudan temasini engelledigi,
hidroksiapatit kristallerinin ¢c6zlinmesini azalttigi ve erozyona
karsi koruyucu rol Ustlendigi bildirilmistir [33].

Bireyin mesleginin ve spor aktivitelerinin dental erozyon
etkili belirtilmektedir. ~ Aku
fabrikasinda calisan ve asidik sivi, gazlara maruz kalan iscilerde;

olusumunda olabilecegi
dentin hassasiyetinin, agiz kurulugunun ve dental erozyonun
tesbit edildigini gosteren calismalar vardir [33,36]. Ayrica sarap
tadimi gurmelerinin katildigi bir calismada, Ust keser dislerin
labiyal ylizeyinde dental erozyon tesbit edilirken; cirik
aktivitesinin dusuk oldugu ve uyariimis-uyarilmamis tukurik
akis hizinda belirgin azalma oldugu bildirilmistir [36].

GuUnlmizde spordan sonra tiiketilen elektrolit dengesini
geri kazandiran eroziv potansiyeli yiiksek spor iceceklerinin
tUketimi artmaktadir. Bu grup iceceklerin yiiksek oranda dental
erozyona sebep oldugu bildirilmistir [37]. Egzersiz sonrasi
vucuttaki sivi kaybi ve tukurik akisindaki azalma sonucu
tikuragiin koruyucu fonksiyonlarindaki azalmaya bagli olarak
dental erozyona hassasiyet artmaktadir [36,37].

Dental erozyona sebep olabilecek sagliksiz yasam bigimleri
kota
Uyusturucu madde kullaniminda

arasinda alkolizm ve uyusturucu bagimliigr gibi
aliskanhklar sayilabilir.
vicutta dehidratasyon artar, agiz kurulugu meydana gelir

buna bagli olarak da dental erozyon olusabilmektedir [33,36].

Dislerin agiz boslugundaki pozisyonu ve yumusak dokular ile
iliskilerinin dental erozyon olusumun etkiledigi belirtilmektedir
Dislerin agiz icinde tukurik bezlerinin kanal agizlarina olan
yakinliklarina bagh olarak temizlenme oraninda farkliliklar
oldugu bilinmektedir. Buna bagh olarak ust kesici dislerin
labial ylzeylerinin erozyon hassasiyeti yiksek, alt kesici
dislerin lingual ylizeylerinin ise erozyon hassasiyetinin diistik
oldugu bildirilmektedir [25,33].

ilac kullanimina bagli olarak gelisen dental erozyonun,
hastalarin uzun bir stre agiz yolu ile aldiklar asidik ilaglarin
direkt olarak dislerle temasi ve ayni zamanda ilaglarin yan
etkisine bagh olarak kusma ve tikdrik akis hizindaki azalmaya
bagli olarak olustugu bildirilmistir [38].

4.2.2. ic Kaynakli [intrinsink] Faktorler

intirinsink faktérler, viicut kaynakli asitler. Mide iceriginin agiz
ortamina ulasmasiyla, viicut kaynakli asitler erozyona sebep olur [39].

Mide asidinin ortalama pH degeri 1-1.5" dir. Bir¢cok organik ve
psikosomatik hastaligin belirtisi olan kusma, mide iceriginin
agizdan kuvvetli sekilde atilmasidir [28]. Agiza ulasan mide asitleri
yani gastrik asit sonucu dislerde erozyon meydana gelebilir.
Erozyon olugmasi icin diglerle temas siiresi ve sikligi dnemlidir.
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Bir ya da iki yil boyunca haftada birkag kez gastrik asitin dislerle
temas etmesi durumunda erozyon olusmaktadir [4,28].

Dental erozyon gorilme riskinin, haftada 1 kusma gorilen
bireylerde 4 kat, kronik kusma gorilen bireylerde ise 18
kata kadar arttigini bildirmislerdir [40]. i¢sel faktérlere
bagl olusan erozyonlar siklikla Gst cenede kesici dislerin
palatinal yuzeylerinde gorilmektedir. Erozyon lezyonlari
minede ya da dentinde sinirl olabildigi gibi pulpaya kadarda
ulasabilmektedir [4,41].

Yeme bozukluklari, tibbi herhangi bir etken bulunmaksizin
beslenme davranislarini israrla reddeden, fiziksel ve psikososyal
bozukluklarin  eslik ettigi davranis  bozuklugu olarak
tanimlanmaktadir. Yeme bozukluklarindan anoreksiya nevroza
kisinin kendini bilincli olarak a¢ birakma davranisina bagli olarak
gelisen asirn kilo kaybidir. Bulumiya nevroza ise asiri yemek
yememin ardindan kisinin bilingli olarak kasitl kusma ile besinleri
vicuttan cikarmasidir. Anorektik hastalarn viicut agirliklan
normalden oldukga diisiikken, bulimik hastalarin viicut agirliklari
belirtilmektedir [42].

tedavisinde kullanilan psikoaktif ilaclar tikdrik akisini azaltir.

normal seviyede kaldigi Bulumianin

Boylece dolayli olarak erozyon riskini arttirir [4,40,41].

Hamilelik tek basina dental erozyon sebebi degildir ancak
bu dénemde hormonlardaki degisime bagh olarak beslenme
aliskanhklarinin degismesi ve kusmalarin goriilmesi nedeniyle
dental erozyona neden olabilmektedir [43].

Dental erozyona neden olan igsel faktorler arasinda klinikte
en c¢ok karsilasilan agiz boslugu ile mideyi birbirine baglayan
ozefagusu kontrol eden kaslardaki yetersizlikten kaynaklanan
gastrodzofagal refli [GORH] dir. Bu hastalarda 6giirme ya
da kusma olmaksizin mide icerigi 6zefagal sfinkteri asarak
agiz bosluguna dolar [41]. Siklikla dislerin palatinal ve lingual
ylzeylerinde erozyon gordlir. Siddetli vakalarda alt dislerin
okluzal ve bukkal ylizeylerinde olusabilmektedir [4].

Reglrjitasyonda mide iceriginin agiza dolmasi olarak
tanimlanirken; ruminasyon dental literatiirde sik rastlanan
bir olgu olmamakla birlikte, gevis getirerek cignemeyi

tanimlamaktadir [39].
5. Dis Asinmalarinin Klinik Goriiniimii

Dislerin servikal bdlgesinde c¢uriik icermeyen, erozyon,
abfraksyon ve abrazyon sonucu olusan dis sert doku kayiplari
‘cUrikstz servikal lezyon’ olarak tanimlanir [25]. Zafersoy ve
ark’lan curilkslz servikal lezyonlarin  %4.55'inin erozyon ve
, % 8.58'sini
sonucu olustugunu

abrazyon, %2.02'sinin erozyon ve abfraksyon
erozyon, abfraksyon ve abrazyon
bildirmistir. Erozyon, abrazyon, abfraksyon ve atrizyon
lezyonlari tek bagina olusabildigi gibi tek dis Gzerinde birlikte

de gozlenebilir [9]. [Sekil 2]



Resim 2: Erozyon, abfraksyon ve abrazyon defekti ayni dis tizerinde

Disin dise temasi sonucunda olusan atrizyon lezyonlari yassi,
parlak, lezyonlardir. Okluzal yilizeyde olustugunda Kkarsit
diste de ayni lezyonun olusmasi beklenir. [Sekil 3] Abrazyon
lezyonlarinin genisligi  derinliginden fazladir. Oklizal ve
servikal alanda gozlenebilir [13,36].[Sekil 4]

F'

Resim 4: Abrazyon sonucu olusan ¢Uriksuz servikal lezyon

Abfraksiyon lezyonlari kama seklinde olup; mine-sement
sinirinin  apikaline kadar uzanan, apikal sinirn diizensiz
koronal siniri keskin kenarli, derinligi genisliginden fazla olan
lezyonlardir [36]. [Sekil 5]

Resim 5 : Kama defekti

VN

TURKOGLU ve ark.
I Dis asinmalari

Dental erozyon vakalarinda erken mine lezyonlari klinik olarak
renklenme, yumusama ya da agriya neden olmaz. Baslangi¢
safasindaki lezyonlar ‘Portakal Kabugu' goriiniimiindedir ve
fark edilmesi zordur. Lezyon ilerledikce mine tabakasindan
dentin tabakasina dogru derinlesir ve dentinin sarimtirak
dokusu ortaya cikar, olusan kavite disk ya da ‘U’ seklini alir.
Lezyon ilerledik¢e asinma tiim faseti kaplayabilir ve derinligi

artar. ilerlemis vakalarda sklerotik dentin gézlenebilecegi gibi

pulpada aciga ¢cikmis olabilir [36]. [Sekil 6]

Resim 6: Siddetli dis asinmalari

Aktif erozyonda mine mat gorinimliadir. Erozyon ylizeyi
abraze oldugunda ylizey parlak gorinim alr [33]. Kole
bdlgesindeki erozyon lezyonlari disin mine sement sinirinin
koronalinde olusur.
dokusu kalabilir. Bu durum pelikilin bélgede diflizyon bariyeri
olusturmasi ya da pH’si 7.5-8 olan dis eti olugu sivisinin asitleri
notralize etmesiyle agiklanabilir [36].

Lezyonun apikalinde saglam mine

Mine ylzeyi abrazyonda parlak, aktif erozyonda ise mat
goruntl verir. Dental erozyon disin tim ylzeylerinde
meydana gelebilmektedir. Cogunlukla lezyonlar maksiler
anterior dislerin palatinali ve alt birinci molarlarin oklizal
yuzeylerinde gozlenir. Agizdaki restorasyonlarin ¢evresindeki
dis dokusuna gore sapka gibi yiikselmis gériinmesi erozyonun
klinik bulgularindan biridir [28,32,40].
Erozyon
olusabilmektedir.
saglam mine ile cevrili, genisligi derinligini agsmayan lezyonlar
seklinde gorinur [Sekil 7]. Erozyon lezyonlari minedeki
konkaviteler seklinde de gozlenebilir.
“cupping” olarak isimlendirilir ve okliizal alanda tiiberkdllerin
tepelerinde lokalize olan olusumlardir. Cuppinglerin 6zellikle
posterior bolgede alt birinci molarlarda gozlendigi ve minede
sinirh kalabildigi gibi dentin dokusunuda icerebilmektedir [8].
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alanda
apikalde

leyonlart servikal ve oklizal-insizal

Mine-sement sinir1  Uzerinde,

Bu konkaviteler
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Resim 7: Erozyon sonucu olusan ¢iriiksiiz servikal lezyonlar

Sonu¢

GUnUmuzde yasam sliresinin uzamasi ve dislerin daha uzun
stre agizda kalmasina bagl olarak dis clrtklerinden sonra
agiz boslugunun en sik gorilen patolojileri dis asinmalaridir.
Modern hayattan post modern hayata geciste artan hayat
temposu ve diyet aliskanhklarinin degismesiyle, ozellikle
¢ocuk vyaslar denebilecek donemde dahil olmak Uzere,
toplumlarda dis asinmasi sonucu gelisen lezyonlarin goriilme
sikhigi ve siddeti giderek artmakta ve toplumlar igin ortak
bir sorun haline gelmektedir. Buna paralel olarak estetik
beklentinin karsilanmasi, olusabilecek hassasiyetin giderilmesi
ve yapisal butlinligiin saglanmasi amaciyla lezyonlarin tedavi
gereksinimi ortaya ¢ikmaktadir.
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Tirkiye'deki en yash spontan pnomotoraks olgusu ka¢ yasindadir?

How old is the eldest case of spontaneous pneumothorax in Turkey?

Huaseyin YILDIRAN*

Konya Numune Hastanesi, Gogus Cerrahisi Klinigi, Konya/Turkiye
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Spontan pnémotoraks acil tani ve tedavi gerektiren klinik bir durumdur. Her yas grubunu etkileyebilir, fakat 40 yasindan

sonra gorilme sikhgr azalir. Bu yas grubunda malignite gibi etyolojiler yer almasi nedeni ile goriilme sikhgmnin az oldugu
yaslarda tani, tedavi ve takip 6nem arz eder. Sunulan olgu yasi nedeniyle oldukga ilginctir.

Anahtar kelimeler: Spontan pndmotoraks, yas.

ABSTRACT

FSpontaneous pneumothorax is a clinical condition which requires urgent diagnosis and treatment. It may effect all ages,
however over 40 years, the incidence decreases. Diagnosis, treatment and follow-up are important when malignancies are
included as etiology in this age group which the incidence is low. Presented case is very interesting because of his age.

Keywords: Age, spontaneous pneumothorax.

Sorumlu Yazar®: Hiiseyin YILDIRAN, Konya Numune Hastanesi, Gogus Cerrahisi Klinigi, Konya/Tirkiye
E-posta: h-yildiran@hotmail.com

received: 17.3.2018 accepted: 27.5.2018

Doi: 10.18663/tjcl.407287

144



Giris

Spontan pndémotoraks, plevral araliga disaridan etki olmadan
hava gecisini tanimlayan acil tani ve tedavi gerektiren klinik bir
durumdur [1]. Altta yatan akciger hastaligi olmayan durumlar-
da primer spontan pndmotoraks, altta yatan kronik obstriiktif
akciger hastaligi (KOAH), bulléz akciger, tiiberkiloz gibi gra-
nilomatéz inflamatuar hastaliklar olmasi halinde sekonder
spontan pnomotoraks olarak adlandirilir [2]. Tedavisinde kon-
servatif olarak nazal oksijen ile takip, tlip torakostomi, pléro-
dez ve cerrahi uygulanmaktadir. Olgumuz tGlkemizde bildirilen
en yash spontan pnémotoraks olmasi acisindan ilgingtir.
Olgu

94 yasinda erkek hasta, yakinlari tarafindan nefes darhgi sika-
yeti ile hastanemize getirildi. Hastanin acildeki degerlendiril-
mesinde genel durumu iyi, suur acik, oryantasyon ve koope-
rasyon demansi nedeniyle kisitliydi. Solunum muayenesinde
sagda solunum seslerinin belirgin azalmis, solda solunum ses-
lerinin dogal oldugu goruldd. Diger sistem muayenelerinde
patoloji saptanmadi. Ozgecmisinde yillar énce sigarayi birak-
1191, Alzheimer hastaligi tanisiyla takipli oldugu 6grenildi. Has-
tanin akciger grafisinde ve toraks BT'sinde sagda hidropnémo-
toraks ve sag akcigerin kollabe oldugu gorildi (Resim 1, 2).
Belirgin bil gorilmedi. Hastaya tlip torakostomi uygulandi,
kontrol akciger grafisinde akcigerin ekspanse oldugu goruld
(Resim 3). Toraks tliplinden hava kacagdi olmayan, takiplerinde
akciger grafisi stabil olan hastanin toraks tlpi 3. giin ¢ikarila-
rak taburcu edildi (Resim 4).

B Date : 01.07.1923
M/94Y

Resim 1. Hastaneye basvurusunda cekilen posteroanterior (PA)

akciger grafisi, sagda pnémotoraks goriliyor.
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Resim 2. Olgunun ilk basvurusunda cekilmis bilgisiayarli toraks
tomografisi, sag hemitoraksta pnomotoraks ve minimal plevral

eflizyon goruliyor.

Birth Date : 01.07.1923
M/95Y

Resim 4. Taburculuk sirasinda ¢ekilen PA akciger grafisi.
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Spontan pndmotoraks toplumda yaklasik 1,2-7,4/100.000 sik-
likla gortlmekle birlikte erkek niifusta kadinlara gore daha
siktir [3, 4]. Klinik basvuru ayaktan nonspesifik gogis agrisi ile
olabilecedi gibi, basin¢h olmasi halinde kardiyovaskuler arrest
ile de hastaneye gelebilir. Spontan pnémotoraksta yaklagim
hastanin klinigi ve oykusline, pndmotoraksin derecesine, ilk
veya tekrarlayan atak olmasina, primer veya sekonder olup
olmamasina gore planlanmaktadir [3]. Yasla birlikte spontan
pndmotoraks klinigi ve altta yatan neden degisebilmektedir.
Genc¢ hastalarda gogus agrisi on plandayken, yasl ve akciger
kapasitesi kisith hastalarda nefes darligi 6n plandadir. Acil du-
rumlarda tedavisi tlip torakostomidir. Hastanin klinigini etki-
lemeyen ilk pnédmotorakslarda igne aspirasyonu alternatif bir
secenek olabilir. Hastaligin tedavisinde aralikli akciger grafisi
kontrol takibinde akciger ekspansiyonunun saglanmasi ve
tekrar pndmotoraks ataginin olmamasi planlanir. Bilateral veya
kontralateral tekrarlayan pnomotorakslarda, bulléz akciger
hastaligi olanlarda, spontan hemopndmotoraksta, katamenial
pndmotoraksta ve tuip torakostomi sonrasi uzamis hava kagagi
ve akciger ekspansiyon sorunu olmasi halinde ve riskli meslek
gruplarinda (pilot, dalgi¢) cerrahi gerekmektedir [5]. Olgumuz
klinik olarak nefes darligi ile basvurmasi nedeniyle acil sart-
larda tlip torakostomi uygulanmis, hava kacagr olmamasi ile
akcigerin tam ekspansiyonunun saglanmasi nedeniyle cerra-
hi planlanmamis ve tiip torakostomi ile tedavi edilmistir. ileri
yasta pnomotoraks ile basvuran hastalardaki en 6Gnemli nokta,
bu hastalarda akciger malignitesi ve tiiberkiiloz etyolojisi aras-
tinlmasi gerekmesidir [6]. Olgumuzda hastanin yasi nedeniyle
akcigerde etyolojiye yonelik olasi tiiberkiiloz ya da malignite
acisindan yakinlarina ve kendisine tetkik 6nerilmis, ancak ileri
tetkik istenmemesi nedeniyle altta yatan sebebe yonelik islem
yapilamamistir. Ozgecmisinde siipheli 6ykiisi olan ve pnémo-
toraks ile gelen hastalarda akciger grafisi ya da bilgisayarli to-
raks tomografisinde siipheli nodilleri olmasi halinde ileri tet-
kiklere gecilmelidir [7]. Balgamda sitoloji veya basil aranmasi,
PET BT c¢ekilmesi ve bronkoskopi, yapilabilecek noninvazif ve
invazif ileri tetkiklerdendir. Primer spontan pndmotoraks 20°li
yaslarin ortalasinda pik yapar ve 40 yasindan sonra oldukca
nadir gorilir [8]. ileri yaslarda sekonder pnémotoraks sikli-
ginda artis olmaktadir. Bu yas grubunda ise spontan pnémo-
toraksin morbidite ve mortalitesi artmaktadir. Kuzucu ve ark.
nin 90 olguluk spontan pnémotoraks serisinde en yasli vaka
92 olarak belirtilmistir [9]. Ulkemizdeki spontan pnémotoraks
ile ilgili calismalar incelendiginde 94 yasinda baska bir hasta-
nin calismalar icinde veya olgu sunumu olarak bildirilmedigi
gorilmektedir [2-5, 8-10]. ileri yasta cogunlukla altta yatan
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neden periferik bullerdir. Ayrica akcigerin metastatik ya da
primer timorleri pnodmotoraks klinigi ile tani alabilir [7]. Vide-
otorakoskopi glinimiizde hem tani hem de tedavi amaciyla
pnémotoraksli olgularda glivenle uygulanabilmektedir [11].
Cerrahi icin uygun olmayan hastalarda, pnémotoraks niiksu-
nin énlenmesi icin Heimlich valf ile ayaktan takip ve kimyasal
ploérodesis ayri bir secenektir [12].

Maddi destek ve cikar iliskisi

Cahsmayr maddi olarak destekleyen kisi/kurulus yoktur ve ya-
zarlarin herhangi bir cikar dayali iliskisi yoktur.
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Microsurgical lymphaticovenous anastomosis for the treatment of
obstructive lymphedema: a case series

Obstriiktif lenfodem tedavisinde mikrocerrahik lenfatikovenoz

anastomoz: vaka serisi
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ABSTRACT
lymphaticovenous implantation.
Keywords: lymphedema, mikrocerrahi
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olgularimizin songlarini sunmak istedik

Anahtar kelimeler: lenfodem, mikrocerrahi

Introduction

Treatmentof lymphedemais challenging therefore therapeutic
approaches consist of both non-operative and operative
methods. There are many classical surgical approaches in
the treatment of obstructive lymphedema of the lower
extremities. The application of microsurgical techniques to
the drainage of lymph in to the venous system offers new
possibilities in this field [1]. This operation mimicks the natural
anastomosis of the thoracic duct with subclavian vein, by the
creation of microsurgical shunts between the lymphatics and
veins. Lymphaticovenous anastomosis were experimentally
attempted in 1966 and the first clinical operations were
performed soon after [2].

Treatment of lymphedema is challenging. The application of microsurgical techniques to the drainage of lymph in to the
venous system offers new possibilities in this field. Herein we aimed to report the results of our cases treated with microsurgical

Lenfodem tedavisi oldukga zorlu bir tedavidir. Lenf sivisnin vendz sisteme drenajinda mikrocerrahi yontemlerin kullaniimasi
bu alandaki yeniliklerdendir. Biz bu yazidan- mikrocerrahik olarak lenfatikovendz anastomoz teknigi ile tedavi edilen bir

Our Cases

From October 2009 to December 2017, 24 patients (14 females
and 10 males) with lymphedema in lower limbs treated by
microsurgical lymphaticovenous implantation. The age of the
patients ranged from 4 to 65 years, the average age was 42.7
(Figure 1). The affected lower limb were 10 single right limbs, 6
single left limb and 8 bilateral limbs in 24 patients. The average
duration of edema before treatment was 18.4 years (range 6-38).

The diagnostic evaluation of the patients were made by
lymphoscintigraphy as a test for selecting patients for
derivative microsurgical

operations. Lymphoscintigraphy

clearly discriminates whether or not edema was of lymphatic
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origin and also provides important data about the etiologic
and pathophysiologic aspects of the lymphedema (Figure 2).
Doppler USG is performed in all patients to identify any venous
system disorders possibly associated with lymphedema. The
circumferences of the affected lower limb were measured at
three levels; knee joint level, 16 cm below the joint level and
the metatarsal head level. The measurements were done at the
first visit, one month after the operation and at each follow-
up visit every 3-6 months. The patients were also questioned
regarding subjective postoperative changes.

Figure 1: Left lower limb lymphedema

£ //W/

Figure 2: Preoperative lymphoscintigraphy of the lower limbs

The operations were carried out under local anesthesia. The
skin incision was made and exploration of the saphenous
vein was carried out first. After identification of the veins, the
groin lymph nodes were detected later. The lymph node was
decapsulated and the vein was occluded with silk sutures.
Lymphaticovenous anastomosis was applied by using 8-0
polypropilen suture (Figure 3). With the use of patent blue dye,
properly functioning lymphatics appear blue and the passage
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of blue lymph into the saphenous vein verifies the patency
of the lymphaticovenous anastomosis. The average time to
perform the surgery was 1to 1 and a half hours. Postoperatively
the lower limb was bandaged and elevated at night.

Figure 3: The lymph node was decapsulated and lymphaticovenous

anastomosis applied
Results

Patients treated by lymphaticovenous anastomosis were
followed from 2 months to 16 monts, with an average follow-
up 6 months. Subjective improvement was noted in 83% of
patients. These patients felt more comfortable, with a decrease
in size and weight, softer skin, and better fitting of shoes after
surgery (Figure 4). Only one patient suffered from induration
of the operated right lower extremity during the follow up
period. Postoperative circumferential measurements showed
a decrease in all site of the affected extremities. The average
decrease was 3 cm at the knee joint level, 3.5 cm at the 16 cm

below the joint level and 2.5 cm at the metatarsal head level.
< TN e q 3 T - z i
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Figure 4: Better fitting of shoes after surgery



Discussion

Lymphedema can be classified into primary and secondary.
Primary lymphedema has unknown cause and can appear
during any stage of life. Secondary lymphedema may result
from surgery, chemotherapy, radiation, trauma and infection
such as filariasis [3].

The first microsurgical derivative operations were those using
lymphaticovenous implantation. These have been largely
abandoned, except in endemic areas of filariasis such as India
where thousands of these operations have been performed [4].

Besides functional loss and cosmetic deformities lymphedema
also affects quality of life. The most important factor in the
prevention of lymphedema is the education of the patient and
their family. Combined physical therapy nonetheless represents
the initial treatment of patients affected by lymphedema and
it is best performed in specialized centers. The surgical timing
follows completion of conservative treatment when further
clinical improvement can no longer be achieved or recurrent
lymphatic attacks are not further reduced [5].

The surgical management may be divided into two procedures.
Thefirst one is anatomical excision limb can be covered by skin
graft or primary closure. The second one is the physiological
lymph drainage bypass procedure [6,7]. With the advance of
microsurgery, the lymphaticovenous anastomosis has been
used for the creation of a new lymphatic bypass. Clinical
outcome improves the earlier microsurgical is performed
owing to absent or minimal fibrosclerotic alterations of the
lymphatic walls and surronding tissues.

Evaluation of the clinical results of lymphaticovenous
anastomosis is difficult because of:

i) Low show up rate of patients for periodic follow up because
of stabilization of the state of the lower limb;

i) subjective assessments by patients of lower limb heaviness
and pain carried out over years;

iii) lack of visualization methods due to fast venous blood flow
diluting the lymph tracer;

iv) supplementary multimodal therapy such as massaging, elastic
support, long term antibiotic prophylaxis used in most centers [8].

The findings support the theoretical expectation that primary
hyperplastic and post lympadenectomy patients benefitted
most from lymphaticovenous implantation, while those
with post inflammatory damege or primary lymphedema

A~
é4,§s’

BABAROGLU et al.
I Microsurgical lymphaticovenous anastomosis

benefitted least. Our study, also emphasizes the importance
of identifying patients with primary lymphedema who
have proximal vessels in order to maximise the benefit of
lymphaticovenous implantation.

Although the number of our patients was not large and follow-
up periods were not long, all lower extremities showed both
subjective and objective improvements during the follow-up
period.

Conclusion

This easy and simple method could be used widely and
could provide stable improvement of lymphedema. Surgical
treatments still have an important role in the management of
lymphedema.
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ileri yasta saptanan nadir yerlesimli anterior trakeal timik kist olgusu

Rare localized anterior tracheal thymic cyst case in geriatric age
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ABSTRACT

The thymic cysts are uncommon lessions. The mediastinal thymic cysts are frequently seen in anterior mediastinum. Anterior
tracheal thymic cysts can be infrequently identified. The 70 years old woman was administrated to hospital with dyspnea
complain. After the analysis of the patient, 40*38 mm dimension cysts was detected at anterior tracheal area. The patient
went through surgery using cervical incision and 4 cm dimension cystic lession is totally excised from anterior trachea. The
pathological examination was reported as thymic cysts. We discussed the thymic cyst case showing uncommon settlement
in the context of literature.

Key words: Thymic Cyst, Mediastinal Cysts, Paratracheal Thymic Cyst
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Mediastinal timik kistler nadir olarak goriilen lezyonlardir. Mediastinal timik kistler siklikla anterior mediastende yer
almaktadir. Anterior trakeal timik kistler ise oldukca nadir olarak tanimlanmistir. 70 yas kadin hasta nefes darligi sikayeti ile
hastaneye basvurmustur. Hastanin yapilan tetkiklerinde anterior trakeal alanda yerlesimli yaklasik 40x38mm boyutlarinda
kistik lezyon saptanmistir. Hasta servikal kesi ile operasyona alinmistir. Trakeanin anteriorunda yaklasik 4 cm’lik kistik lezyon

total olarak eksize edilmistir. Hastanin patolojisi timik kist olarak raporlanmistir. Bizde nadir yerlesim gdsteren bu timik kist
olgusunu literatir esliginde degerlendirdik.

Anahtar Kelimeler: Timik Kist, Mediastinal Kist, Paratrakeal Timik Kist

Introduction

Mediastinal thymic cysts are rarely seen lesions. They constitute
1-2% of all mediastinal cysts (1). Mediastinal thymic cysts are of-
ten localized at anterior mediastinum, but they can also devel-
op, although rarely, from any region between the cervical area
and the diaphragm. Anterior tracheal thymic cysts are much
more atypically located cysts. We presented this case where an
atypically located cyst in the geriatric age group was resected.

Case Report

A 70-year-old female patient presented to an external facility
complaining about shortness of breath. Her lung x-ray taken
after her physical examinations revealed a radiodense lesion
in her anterior tracheal area. The patient was referred to our
clinic for advanced examinations. In her computerized thorac-
ic tomography, a cystic lesion approximately 40x38 mm in size
was seen in her anterior of tracheal region (Figure 1). The pa-
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tient was taken to the operation room for a cervical collar inci-
sion. A cystic lesion of about 4 cm was found at lateral trachea
during the operation (Figure 2). The cystic lesion was resected
together with the soft tissues surrounding it. The cyst was
excised without being ruptured. The patient was discharged
without any problems on the second day following the opera-
tion. The patient’s pathology was reported as thymic cyst. The

patient was followed 28 month without and any recurrence.

Figure 1. Thorax CT: A cystic lesion approximately 40x38 mm in size

was seen in right side of thyroid gland.

Figure 2. (A)Intraoperative image of paratracheal thymic cyst. (B)Ex-

cision image of paratracheal thymic cyst.

Discussion

Although the development of thymic cysts is not fully known,
degenerative changes occurring in Hassal corpuscles are
thought to cause the formation of such cysts (2).

Thymic cysts were first defined by Lieutaud in 1832 They can be
seen in all age groups (3). Graeber et al. (4) reported in their study
that the age interval of patients with these cysts was between 4
and 52 (mean 21.5 years). Cervical thymic cysts, on the other hand,
are seen mostly in the pediatric age group, often occurring on the
left side. However, they can also be seen rarely at advanced ages.
Michalopoulos et al. (4) have reported that there are 35 cervical
cyst cases in adults in the English literature between 1960 and
2011.They found 2 cases where excision was applied in the geriat-
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ric age group. Our case is the only thymic cyst case in which exci-

sion was used by way of collar incision in the geriatric age group.

Thymic cysts are often seen in cervical and mediastinal regions. They

are usually asymptomatic, but cervicomediastinal located cysts

are symptomatic at a rate of 60% (2). Growth of these cysts leads

to pressure complaints. Although the symptoms vary, complaints

such as dyspnea, cough, chest pain and dysphagia are commonly

seen. Our patient had shortness of breath associated with pressure.

Swellings causing fluctuations in the cervical region are felt dur-

ing the physical examinations of these patients. However, in

swellings in the neck area, cystic hygroma, lymphangioma, tera-

toma, neurogenic cysts, vascular malformations, lung hernia and

brachial cleft cysts should also be considered for a differential

diagnosis (2). Although our patient had a shortness of breath, we

did not find any other peculiarities in her examination.

Being often asymptomatic, thymic cysts are incidentally de-

tected in a lung x-ray. Ultrasound, computerized tomography,

magnetic resonance imaging methods are used for the diag-

nosis. An oval, well-circumscribed lesion with a homogenous-

ly distributed fluid inside as seen in the BT helps recognize the

cyst (6). The lesion in our case was also well-circumscribed and

had a homogenously distributed fluid inside.

Surgical removal of thymic cysts is the most preferred method.

The surgical methods used include thoracotomy, sternotomy

and videothoracoscopic removal of the cyst. Since the cyst

was localized at the cervical region in our case, we preferred

excision with cervical collar incision.

Conclusion

Tymic cysts should also be considered for differential diagnosis

in lumps localized at anterior mediastinal regions. Since there

is the risk of malignity, albeit low, in tymic cysts, the treatment

approach preferred is total excision.
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» Case Report

Management of difficult intubation in the case with substernal goiter
underwent cardiac surgery

Kalp cerrahisi gecirmis olan substernal guatr olgusunda zor entlibasyon
yonetimi
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ABSTRACT

Redo thyroid surgery is difficult for several reasons and may be complicated. In some cases airway management can be
more difficult unexpectedly. In this situation, special airway devices may be required. Here we present a case of a 67-year-
old female patient who suffer from recurrent substernal goiter and has dyspnea, cough, and fatigue. In this case, difficult
intubation was managed with a gum elastic bougie that was placed into the classical laryngeal mask airway. Laryngeal mask
airway was removed while gum elastic bougie was left in place to guide endotracheal tube insertion. The endotracheal
tube was slipped over gum elastic bougie. In cases of difficult intubation, endotracheal intubation can be achieved with the
guidance of gum elastic bougie placed through the laryngeal mask airway.

Key words: Difficult intubation, substernal goiter, laryngeal mask airway, gum elastic bougie
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Redo tiroid cerrahisi cesitli nedenlerle zor ve karmasik olabilir. Bazi olgularda hava yolu yonetiminde, beklenmedik sekilde
zorluklarla karsilasilabilir. Bu durumda 6zel hava yolu ekipmani gerekebilir. Biz 67 yasinda, solunum sikintisi, 6ksurik ve
yorgunluk yakinmalari olan tekrarlayan substernal guatr tanisi olan kadin olguda zor entiibasyon ydnetimimizi sunmayi
amacladik. Bu olguda 6nce klasik laringeal maske hava yolu icine gum elastik buji yerlestirildi. Endotrakeal tlp yerlestirmeye
kilavuz olmasi icin gum elastik buji yerinde birakilirken laringeal maske hava yolu cikarildi. Gum elastik buji tizerinden

kaydirilarak endotrakeal tlip yerlestirildi. Zor entlibasyon olgularinda, laringeal maske hava yolu icinden yerlestirilen gum
elastik buji ile basaril endotrakeal entiibasyon saglanabilir.

Anahtar kelimeler: Zor entiibasyon, substernal guatr, laringeal maske havayolu, gum elastik buji
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Introduction

Substernal goiter, defined as the positioning of the thyroid tis-
sue under manubriosternal junction, has an incidence of 0.2-
4.5% [1]. Recurrent substernal goiter, regeneration of thyroid
tissue after thyroid gland surgery, has an incidence of 2.3% [2].
Redo thyroid surgery is difficult for several reasons such as ad-
hesions, edema, fibrosis, and anatomic disturbances, may be
complicated with the risk of recurrent laryngeal nerve injury
[3]. In addition, substernal goiter may lead to alterations in air-
way anatomy by mass effect, thereby predisposing the risk for
difficult intubation. In this case report, we aimed to present
management of difficult intubation due to a recurrent goiter
mass that was located substernally resulting in the displace-
ment of the trachea.

Case

After obtaining written informed consent of the patient, we
presented a 67-year-old female patient with 155 cm height
and 82 kg body weight. She underwent thyroidectomy due to
nodular goiter 10 years ago and coronary bypass graft surgery
due to coronary artery disease 8 years ago. She was taking
metformin, captopril, and thyroid hormone replacement due
to type 2 diabetes, hypertension, and hypothyroidism. Upon
presenting to the general surgery outpatient clinic with com-
plaints of dyspnea, cough, and fatigue, she was diagnosed
with substernal goiter. A team of general and cardiovascular
surgeons planned to perform median sternotomy and thy-
roidectomy for substernal goiter. Cardiovascular surgeons
performed an angiography and showed that anastomoses
of previous surgery were open. In pre-anesthetic evaluation,
scar tissues were observed at midline of the neck and ster-
num corresponding to the previous thyroidectomy and coro-
nary bypass graft surgery, respectively. Mallampati score was
found as Il. No other physical examination abnormality was
detected. Laboratory tests showed normal parameters except
low hemoglobin level (11.5 g/dL). In thorax computerized to-
mography scan, a mass extending from left paratracheal area
to prevascular area was visualized at thoracic inlet, which was
51x45 mm at its widest axis. This mass was compressing to
left internal jugular and brachiocephalic veins and displacing
trachea and left carotid artery (Figure 1). The mass was also
seen to compress the aorta (Figure 2 or where is fig 1?). Ap-
propriate measures for possible difficult intubation and blood
products were prepared during preoperative period. After
monitoring ECG, pulse oximetry, and invasive arterial blood
pressure in operating room, anesthesia was induced by fen-
tanyl 2 pg/kg, propofol 2.5 mg/kg, and rocuronium 0.6 mg/
kg. When laryngoscope was placed for intubation, only hard

LAFCl et al.

A difficult intubation in substernal goiter

palate was observed, which was accepted as Grade 4 accord-
ing to Cormack-Lehane classification [4]. Immediately after
failed attempt to intubate by laryngoscope, LMA Classic (LMA-
C, Laryngeal Mask Company Ltd., Henley-on-Thames, UK) was
placed. Afterwards, gum elastic bougie was inserted through
LMA. Gum elastic bougie (Flex Guide, Sunmed, Michigan, USA)
was left in the trachea and LMA was removed. Endotracheal
tube (ETT) was introduced into the trachea over the gum elas-
tic bougie. The place of ETT was confirmed by capnography
and auscultation of lungs and stomach. Surgical field prepa-
ration and draping were followed by Kocher’s incision to en-
ter thyroid lodge. Mini sternotomy was performed by sternal
saw to remove thyroid tissue extending retrosternally. Thyroid
tissue was transected by preserving parathyroid glands and
checking for inferior laryngeal nerve by nerve monitor. Thy-
roid was removed. After establishing hemostasis, sternum and
other layers were closed in anatomically appropriate form. The
patient was hemodynamically stable for the entire 85-minute
surgery followed by an uneventful postoperative period.

A

I

Figure 1.The mass compressing leftinternal jugularand brachiocephalic

veins and displacing trachea and left carotid artery is displayed.

Figure 2. The mass is seen to be located posterior to the sternum and

compress the aorta.
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Discussion

After classical LMA designated by Dr. Brain [5]. Various LMA
forms such as LMA Unique, LMA ProSeal, LMA Supreme and
Cobra perilaryngeal airway are produced and used as supra-
glottic devices [6,7]. LMA is vital in difficult intubation cases by
providing ventilation and oxygenation [8]. Today, supraglot-
tic devices were included to the difficult airway algorithm of
American Society of Anesthesiologists [9]. The technique of
inserting ETT in the guidance of gum elastic bougie which is
advanced through previously inserted LMA that is removed
after bougie is left is already described in the literature [10]. In
our case, the patient had no known difficult intubation history
in her previous surgeries. However, substernal goiter patients
have the potential for difficult intubation due to altered anato-
my. In this case, we performed ETT by gum elastic bougie that
we placed via LMA. We suggest this method to be considered
in such difficult intubation situations where opening of airway
is compelling.
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Management of spinal anesthesia in a patient with thyrotoxicosis due to

hydatidiform mole pregnancy
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tartisilarak gézden gecirilmesi amacglandi.

ABSTRACT

by discussing it in accordance with the literature.

Giris
Gebeligin nadir komplikasyonlarindan biri olan molar gebelikte,
%5 oraninda gelisen klinik hipertiroidizmm nadir de olsa ciddi
tirotoksikozla sonuclanabilir [1]. Molar gebeligin asil tedavisi
dilatasyon-kiretajile bosaltilmasidir ya da bazen histerektomi
bile gerekebilir. Hatta operasyon sonrasi dénemde hastalik
remisyona girmezse veya invazif hastalik varsa kemoterapide
verilebilir [2]. Preoperatif hipertiroidi ve tirotoksikoz tablosu
peroperatif ve postoperatif donemde hayati tehdit eden
komplikasyonlara yol anestezi

acabileceginden secimi

ve yoOnetimi 6nemlidir. Literatlrde hipertiroidisi olan mol

Hipertiroidi ve/veya tirotoksikozlu molar gebelikte anestezi secimi ve yonetimi olduk¢a dnemlidir. Tirotoksikozlu mol
hidatifom gebeligi olan olguda, moliin bosaltiimasi icin uygulanan spinal anestezi yonetiminin, literatlr esliginde

Anahtar kelimeler: Molar gebelik, tirotoksikoz, spinal anestezi

Choice of anesthesiamethod and its managementin molar pregnancy associated with hyperthyroidie and/or thyrotoxicosis
is quite important. We aimed to revisit management of spinal anesthesia to evacuate mole in a case with molar pregnancy

Key words: Molar pregnancy, thyrotoxicosis, regional anesthesia

hidatiformlu iki gebede spinal anesteziile mol bosaltilmistir[3,4].
Tirotoksikozlu mol hidatifomu olan gebe olgumuzda, molln
bosaltiimasi icin uygulanan spinal anestezi ydonetiminin literatir
esliginde gozden gecirilerek sunulmasi amaclandi.

Olgu Sunumu

Otuz bes yasinda 22 ay Once spinal anestezi ile sezaryenle
dogum yapmis hasta,iki aydir varolan anormal vajinal kanama
sikayetiyle hastanemizin Kadin Hastaliklari ve Dogum Klinigi'ne
basvurdu. Yapilan pelvik muayenede 18-19 hafta ile uyumlu ve
ultrasonografide “kar yagdi manzarasi” gérinimiinde molar
gebelik mevcuttu (Sekil 1).Kavite icindeki molar gebeligin
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boyutu 113 mm x 41 mm. Laboratuvarda -hCG>274000mIU/
ml, TSH < 0,005mIU/ml ve sT4'Un 1,74ng/dl bulunmasi
sonucunda hipertiroidi ve tirotoksikoz tablosunda olanmolar
gebelik tanisi konularak klinige yatirildi. Preoperatif cekilen
akciger grafisi ve EKG normaldi. Endokrinoloji bdlimi
tarafindan da degerlendirilen hastaya operasyon 6ncesi beta
blokiirve antitiroid tedavi (propranolol 3x20 mg ve metimazol
2x10 mg) baslandi. Hasta antitiroid tedavisinin 4.gliniinde
preoperatif degerlendirmede laboratuvar sonuglarinda sadece
minimal bir gerileme olmasina ragmen (TSH < 0,005 mIU/ml
ve sT4'ln 1,65 ng/dl) anestezi hazirligi yapildi. Normotansif
ancak tasikardik (121/78 mmHg, nabiz 144 atim/dkSp02:%96)
olan hastanin, ameliyathanede intravenéz (iV) 1 mg midazolam
uygulamasindan kisa bir sure sonra vital bulgular 119/75
mmHg, nabiz 90 atim/dk, SpO2 %95 olarak kaydedildi. Hastaya
oturur pozisyonda orta hat yaklagimiyla L3-4 seviyesinden
25 Gaugea travmatik spinal igneyle 10 mg hiperbarik
bupivakain+10 pg fentanil intratekal uygulanarak spinal blok
yapildi. Duyusal blok T10 seviyesine ulastiginda es zamanli tam
motor blok vardi ve cerrahinin baslamasina izin verildi.

Voluson
8

4C-RS/0B Ml 13 Gazi unv.Hast.Perinatoloji

26.10.2017 3:57:58 PM
3.Tim.

Har-mid

100

Gn -2

5 IM7

FF1/E3

(3¢
6)

16.7cm/1.6/21Hz  Tib 0.4

1 D 113.30mm

Sekil 1. Transvajinal ultrasonografi ile uterin kavitede “kar yagdi

manzarasi”. Kavitedeki molar gebeligin boyutu 113x41 mm.

Uterus vakum aspirasyon yontemi ile bosaltildiktan sonra
IVinfiizyonla20 iU oksitosin/ 1000 ml izotonik baslandi.
Yarim saat suren islem sirasinda hastaya 400ml izotonik ve
antiemetik olarak 8 mg ondansetron verildi. Cerrahi siiresince
herhangi bir komplikasyon izlenmedi. Derlenme odasina
alinan hastanin vital bulgulan stabil seyretti, duyusal blok
2 segment gerileyince hasta servise gonderildi. Motor blok
yaklasik iki bucuk saat sonra serviste ortadan kalkti. Patoloji
raporunda abortus materyalinde miyometrial doku icermeyen
komplet mol tanisi izlendi
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Hasta postoperatif 5. glinde 3-hCG sonucu 6185 mlU/ml iken
taburcu edildive haftalik B-hCG takibine alindi. Hastanin 3-HCG
diizeyleri postoperatif 9. haftada negatiflesti. Antitiroid tedavi
ihtiyaci postoperatif 4. haftada yar doza dusti ve betablokiir
tedavisi kesildi. Postoperatif 13. haftada ise hastanin antitiroid
tedavisi tamamen kesildi. Halen hastanin aylik 3-hCG takipleri
negatif olarak devam etmektedir.

Tartisma

Mol hidatiform gestasyonel trofoblastik bir hastaliktir [5].
Trofoblastlar tarafindan uretilen insan koriyonik gonadotropin
(hCG) hormonunun alfa (a) alt Unitesi tiroid stimule edici
hormon (TSH), lGteinizan hormon (LH), folikil stimule edici
hormon (FSH) ile benzer olmasina ragmen beta alt Unitesi
farklidir. Glikoprotein yapisindaki a alt Gnitesi TSH reseptoriine
baglanir ve onu aktive eder. Yuiksek konsantrasyondaki 3-hCG,
tiroid bezini uyararak difliz guatr, serbest T3 ve serbest T4 artis
yapar. TSH baskilanir ve belirgin hipertiroidizm gelisir [6].

Literatlirde ilk kez 1993 yilinda hipertiroidisi olan mol
hidatiformlu gebede acil sartlarda IV 5 mg diazepam
premedikasyonunu takiben 20 mg (4 ml %05) hiperbarik
bupivakainle yapilan spinal anestezi ile mol bosaltildigi
bildirilmistir [3]. Daha yakin tarihte 2016 yilinda da yine 15
haftalik kanamayla gelen kontrolsiiz hipertiroidisi olan baska
bir gebede 10 mg (%0,5 2 ml) bupivakain+ 25 pg fentanille
spinal blok yapilmis ve blok sonrasi iV 1 mg midazolamla
sedasyon uygulamasi tercih edilmistir [4]. Biz, yaklasik olarak
bu 18 haftalik gebe olgumuzda ise IV 1 mg midazolamdan
sonra 10 mg (%0,5 2 ml) hiperbarik bupivakain+10 pg fentanili
intratekal uyguladik. Diger intratekal ilag uygulamalarina gore
daha diisiik dozlar segmemize ragmen T10 seviyesinde basarili
cerrahi anestezi saglandi. Dozlarin daha disik secilmesinin
nedeni gebedeki fizyolojik degisiklikler dogrultusunda lokal
anestezik gereksinimindeki azalmadir. Bu secilen dozlar
optimal olup, gerek spinal anesteziye bagli gerekse kanamaya
bagl hipotansiyon riski de azaltiimis olmaktadir.

Trofoblastikhipertiroidizm hayati tehditeden birdurumoldugu
icin anestezist dikkatli olmalidir. Clinku acil molar gebelik
tahliyesi sirasinda veya sonrasinda tiroid firtinasi gelisme riski
vardir[7]. Kim ve ark. [8] molar gebelik tahliyesi sonrasi gelisen
tiroid firtinasi bildirmislerdir. Bu nedenle perioperatif donemde
hipertiroidinin kontrol altinda olmasi ve olasi postoperatif
tiroid krizinin Onlemesi gerekir. Tiroid krizindeki hastaya
metimazol, propiltiourasil gibi antitiroid ilaglarla birlikte beta
blokirler baslanir. Kullanilan metimazol ve propiltiyourasil
T3 ve T4 sentezini inhibe ederken beta blokirler sempatik

aktiviteyi azaltir.Bizim olgumuzda da endokrinoloji tarafindan



bu tedaviler baslanmis ancak laboratuvar bulgularinda
hizli bir dizelme goézlenmemistir. Zaten de molar gebelik
bosaltiimadan bdyle bir sonu¢ beklenmemelidir. Clnki
preoperatif olarak verilen tedaviler ancak cerrahi miidahale
sonrasli faydali olabilmektedir.Ayrica olgumuzda tiroid firtinasi
gelismemistir. Molar gebeligi olan bu tip hastalarda genel
anestezi secildiginde total intravenéz anestezi (TiVA)yapilmasi
rejyonal anesteziye bir alternatif olabilir[9, 10].Ancak yine de
gebelerde daha sik gézlenen zor havayoluna bagli maternal
mortalite riskinin daha ylksek olmasi nedeniyle tercih edilen
rejyonal anestezi yontemlerinden spinal anestezi bu hastada
basariyla uygulanmistir.

Sonu¢ olarak dusik doz sedasyonun eslik ettigi disik
doz bupivakain ve fentanille yapilan spinal anestezinin,
hipertiroidili mol hidatifom gebede gtivenli bir ydntem oldugu
disutincesindeyiz.

Maddi destek ve cikar iliskisi

Calismayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin herhangi bir ¢ikar dayali iligkisi yoktur.
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gosterilerek tim makaleler bilimsel calismalarda kullanilabilir.

Asagidaki rehber dergiye gonderilen makalelerde aranan standartlar géstermektedir. Bu uluslararasi format, makale degerlendirme ve basim asama-
larinin hizla yapilmasini saglayacaktir.

Yazarlara Bilgi: Yazilarin tim bilimsel sorumlulugunu yazar(lar)a aittir. Editor, yardimci editor ve yayinci dergide yayinlanan yazilar icin herhangi bir
sorumluluk kabul etmez.

Dergi adinin kisaltmasi: Turk J Clin Lab

Yazisma adresi: Yazilar e-mail yoluyla sorumlu yazar tarafindan, Dergipark ta yer alan Turkish Journal of Clinics and Laboratory linkine girip kayit olduk-
tan sonra gonderilmelidir.

Makale dili: Makale dili Tiirkce ve ingilizcedir. ingilizce makaleler gdnderiimeden dnce profesyonel bir dil uzmani tarafindan kontrol edilmelidir. Yazi-
daki yazim ve gramer hatalari icerik degismeyecek sekilde Ingilizce dil danismani tarafindan dizeltilebilir. Tlirkce yazilan yazilarda diizglin bir Turkge
kullanimi 6nemlidir. Bu amagla, Tirk Dil Kurumu Sézliik ve Yazim Kilavuzu yazim dilinde esas alinmalidir.

Makalenin bagka bir yerde yayimlanmamistir ibaresi: Her yazar makalenin bir boliminin veya tamaminin baska bir yerde yayimlanmadigini ve
ayni anda bir diger dergide degerlendirilme slirecinde olmadigini, editdre sunum sayfasinda belirtmelidirler. 400 kelimeden az 6zetler kapsam disidir.
Kongrelerde sunulan sézll veya poster bildirilerin, baslik sayfasinda kongre adi, yer ve tarih verilerek belirtiimesi gereklidir. Dergide yayimlanan yazi-
larin her tlirli sorumlulugu (etik, bilimsel, yasal, vb.) yazarlara aittir.

Degerlendirme: Dergiye gonderilen yazilar format ve plagiarism agisindan degerlendirilir. Formata uygun olmayan yazilar degerlendiriimeden so-
rumlu yazara geri gonderilir. Bu tarz bir zaman kaybinin olmamasi i¢in yazim kurallari gézden gecirilmelidir. Basim icin génderilen tiim yazilar iki veya
daha fazla yerli/yabanci hakem tarafindan degerlendirilir. Makalelerin degerlendirilmesi, bilimsel 6nemi, orijinalligi g6z 6niine alinarak yapilir. Yayima
kabul edilen yazilar editorler kurulu tarafindan icerik degistirilmeden yazarlara haber verilerek yeniden diizenlenebilir. Makalenin dergiye génderilme-
si veya basima kabul edilmesi sonrasi isim sirasi degistirilemez, yazar ismi eklenip cikartilamaz.

Basima kabul edilmesi: Editor ve hakemlerin uygunluk vermesi sonrasi makalenin gdonderim tarihi esas alinarak basim sirasina alinir. Her yazi icin bir
doi numarasi alinir.

Yayin haklar devri: http:/www.dergipark.ulakbim.gov.tr/tjclinlab adresi tizerinden online olarak génderilmelidir. 1976 Copyright Act'e gére, yayim-
lanmak tzere kabul edilen yazilarin her tirli yayin hakki yayinciya aittir.

Makale genel yazim kurallari: Yazilar Microsoft Word programi (7.0 ve Ust versiyon) ile cift satir aralikli ve 12 punto olarak, her sayfanin iki yaninda ve
alt ve Ust kisminda 2,5 cm bogsluk birakilarak yazilmalidir. Yazi stili Times New roman olmalidir. “System International” (SI) unitler kullanilmahdir. Sekil
tablo ve grafikler metin icinde refere edilmelidir. Kisaltmalar, kelimenin ilk gectigi yerde parantez icinde verilmelidir. Tirkce makalelerde %50 bitisik
yazilmali, ayni sekilde ingilizcelerde de 50% bitisik olmalidir. Tiirkcede ondalik sayilarda virgil kullanilmali (55,78) ingilizce yazilarda nokta (55.78)
kullanilmalidir. Derleme 4000, orijinal calisma 2500, olgu sunumu 1200, editére mektup 500 kelimeyi gecmemelidir. Ozet sayfasindan sonraki sayfalar
numaralandiriimalidir.

Yazinin boliimleri

1. Sunum sayfasi: Yazinin Turkish Journal of Clinics and Laboratory ‘de yayinlanmak tizere degerlendirilmesi isteginin belirtildigi, makalenin sorumlu
yazar tarafindan dergi editoriine hitaben gonderdigi yazidir. Bu kissimda makalenin bir bolimiiniin veya tamaminin baska bir yerde yayimlanmadigini
ve ayni anda bir diger dergide degerlendirilme sirecinde olmadigini, maddi destek ve cikar iliskisi durumu belirtmelidir.

2. Bashk sayfasi: Sayfa basinda gonderilen makalenin kategorisi belirtiimedir (Klinik analiz, orijinal calisma, deneysel ¢alisma, olgu sunumu vs).
Bashik: Kisa ve net bir baslik olmalidir. Kisaltma icermemelidir. Tiirkce ve ingilizce yazilmali ve kisa baslik (runing title) Tiirkce ve ingilizce olarak eklen-
melidir. Tim yazarlarin ad ve soyadlari yazildiktan sonra st simge ile 1’ den itibaren numaralandirilip, unvanlari, calistiklari kurum, klinik ve sehir yazar
isimleri altina eklenmelidir.

Bu sayfada “sorumlu yazar” belirtilmeli isim, agik adres, telefon ve e-posta bilgileri eklenmelidir.

Kongrelerde sunulan sozll veya poster bildirilerin, baslik sayfasinda kongre adi, yer ve tarih verilerek belirtilmesi gereklidir.

3. Makale dosyasi: (Yazar ve kurum isimleri bulunmamalidir)

Baslik: Kisa ve net bir baslik olmalidir. Kisaltma icermemelidir. Tiirkce ve ingilizce yazilmali ve kisa baslik (runing title) Tiirkce ve ingilizce olarak eklenmelidir.
Ozet: Tiirkce ve ingilizce yazilmalidir. Orijinal calismalarda 6zetler, Amac (Aim), Gereg ve Yontemler (Material and Methods), Bulgular (Results) ve So-

nuglar (Conclusion) boltmlerine ayrilmali ve 250 s6zciigi gegmemelidir. Olgu sunumlari ve benzerlerinde 6zetler, kisa ve tek paragraflik olmalidir (150
kelime), Derlemelerde 300 kelimeyi gecmemelidir.

Anahtar kelimeler: Tiirkce ve ingilizce dzetlerin sonlarinda bulunmalidir. En az 3 en fazla 6 adet yazilmalidir. Kelimeler birbirlerinden noktal virgil
ile ayrilmalidir. ingilizce anahtar kelimeler “Medical Subject Headings (MESH)” e uygun olarak verilmelidir. (www.nIm.nih.gov/mesh/MBrowser.html).
Turrkge anahtar kelimeler “Turkiye Bilim Terimleri’ ne uygun olarak verilmelidir (www.bilimterimleri.com). Bulunamamasi durumunda birebir Tirkce
terciimesi verilmelidir.

Metin boliimleri: Orijinal makaleler; Giris, Gere¢ ve Yontemler, Bulgular, Tartisma olarak diizenlenmelidir. Olgu sunumlari; Giris, Olgu sunumu, Tartisma
olarak diizenlenmelidir. Sekil, fotograf, tablo ve grafiklerin metin icinde gectigi yerler ilgili cimlenin sonunda belirtilmeli metin icine yerlestiriimemelidir.
Kullanilan kisaltmalar altindaki agiklamada belirtilmelidir. Daha 6nce basilimis sekil, resim, tablo ve grafik kullanilmis ise yazili izin alinmalidir ve bu izin agik-
lama olarak sekil, resim, tablo ve grafik aciklamasinda belirtiimelidir. Tablolar metin sonuna eklenmelidir. Resimler/fotograf kalitesi en az 300dpi olmalidir.
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Etik kurallar: Klinik arastirmalarin protokolii etik komitesi tarafindan onaylanmis olmalidir. insanlar tizerinde yapilan tim calismalarda, "Yéntem ve Ge-
recler" bélimiinde ¢alismanin ilgili komite tarafindan onaylandigi veya calismanin Helsinki ilkeler Deklerasyonuna (www.wma.net/e/policy/b3.htm)
uyularak gergeklestirildigine dair bir cimle yer almaldir. Calismaya dahil edilen tim insanlarin bilgilendirilmis onam formunu imzaladigi metin icinde
belirtilmelidir. Turkish Journal of Clinics and Laboratory gonderilen yazilarin Helsinki Deklarasyonuna uygun olarak yapildigini, kurumsal etik ve yasal
izinlerin alindigini varsayacak ve bu konuda sorumluluk kabul etmeyecektir.

Calismada “Hayvan” 6gesi kullanilmis ise yazarlar, makalenin Gereg ve Yontemler bolimiinde Guide for the Care and Use of Laboratory Animals (www.
nap.edu/catalog/5140.html) prensipleri dogrultusunda calismalarinda hayvan haklarini koruduklarini ve kurumlarinin etik kurullarindan onay aldikla-
rini belirtmek zorundadir.

Tesekkiir yazisi: Varsa kaynaklardan sonra yazilmalidir.

Maddi destek ve cikar iliskisi: Makale sonunda varsa ¢alismayr maddi olarak destekleyen kisi ve kuruluslar ve varsa bu kuruluslarin yazarlarla olan ¢ikar
iliskileri belirtilmelidir. (Olmamasi durumu da “Calismay1 maddi olarak destekleyen kisi/kurulus yoktur ve yazarlarin herhangi bir ¢ikar dayali iligkisi
yoktur” seklinde yazilmalidir.

Kaynaklar: Kaynaklar makalede gelis sirasina gére yazilmalidir. Kaynaktaki yazar sayisi 6 veya daha az ise tiim yazarlar belirtilmeli, 7 veya daha fazla ise
ilk 3 isim yazilip ve ark. (“et al”) eklenmelidir. Kaynak yazimi i¢in kullanilan format Index Medicus'ta belirtilen sekilde olmalidir (www.icmje.org). Kaynak
listesinde yalnizca yayinlanmig ya da yayinlanmasi kabul edilmis veya DOl numarasi almis ¢alismalar yer almalidir. Dergi kisaltmalar “Cumulated Index
Medicus” ta kullanilan stile uymalidir. Kaynak sayisinin arastirmalarda 25 ve derlemelerde 60, olgu sunumlarinda 10, editdre mektupta 5 ile sinirlandi-
rilmasina 6zen gésterilmelidir. Kaynaklar metinde ciimle sonunda nokta isaretinden hemen énce kdseli parantez kullanilarak belirtilmelidir. Ornegin
[4,5]. Kaynaklarin dogrulugundan yazar(lar) sorumludur. Yerli ve yabanci kaynaklarin sentezine nem verilmelidir.

Sekil ve tablo bagliklari: Bashklar kaynaklardan sonra yazilmahdir.
4, Sekiller: Her biri ayri bir goriintli dosyasi (jpg) olarak gonderilmelidir.

Makalenin basima kabuliinden sonra “Dizginin ilk dlizeltme nishasi” sorumlu yazara e-mail yoluyla gonderilecektir. Bu metinde sadece yazim hatalari
duzeltilecek, ekleme ¢ikartma yapilmayacaktir. Sorumlu yazar diizeltmeleri 2 giin i¢inde bir dosya halinde e-mail ile yayin idare merkezine bildirecektir.

Kaynak Yazim Ornekleri
Dergilerden yapilan alinti;

Ozpolat B, Giirpinar OA, Ayva ES, Gazyagc S, Niyaz M. The effect of Basic Fibroblast Growth Factor and adipose tissue derived mesenchymal stem cells on
wound healing, epithelization and angiogenesis in a tracheal resection and end to end anastomosis rat model. Turk Gogus Kalp Dama 2013; 21: 1010-19.

Kitaptan yapilan alinti;
Tos M. Cartilage tympanoplasty. 1st ed. Stuttgart-New York: Georg Thieme Verlag; 2009.
Tek yazar ve editoru olan kitaptan alinti;

Neinstein LS. The office visit, interview techniques, and recommendations to parents. In: Neinstein LS (ed). Adolescent Health Care. A practical guide.
3rd ed. Baltimore: Williams&Wilkins; 1996: 46-60.

Coklu yazar ve editori olan kitaptan alinti;

Schulz JE, Parran T Jr: Principles of identification and intervention. In:Principles of Addicton Medicine, Graham AW. Shultz TK (eds). American Society of
Addiction Medicine, 3rd ed. Baltimore: Williams&Wilkins; 1998:1-10.

Eger editor ayni zamanda kitap icinde bolim yazari ise;

Diener HC, Wilkinson M (editors). Drug-induced headache. In: Headache. First ed., New York: Springer-Verlag;1988:45-67.

Doktora/Lisans Tezinden alinti;

Kilig C. General Health Survey: A Study of Reliability and Validity. phD Thesis, Hacettepe University Faculty of Medicine, Department of Psychiatrics, Ankara; 1992.
Bir internet sitesinden alinti;

Sitenin adi, URL adresi, yazar adlar, ulagim tarihi detayli olarak verilmelidir.

DOl numarasi vermek;

Joos S, Musselmann B, Szecsenyi J. Integration of Complementary and Alternative Medicine into Family Practice in Germany: Result of National Survey.
Evid Based Complement Alternat Med 2011 (doi: 10.1093/ecam/nep019).

Diger referans stilleri icin “ICMJE Uniform Requirements for Manuscripts Submitted to Biomedical Journals: Sample References” sayfasini ziyaret ediniz.

Bilimsel sorumluluk beyani: Kabul edilen bir makalenin yayinlanmasindan énce her yazar, arastirmaya, iceriginin sorumlulugunu paylasmaya yetecek
boyutta katildigini beyan etmelidir. Bu katiim su konularda olabilir:

a. Deneylerin konsept ve dizaynlarinin olusturulmasi, veya verilerin toplanmasi, analizi ya da ifade edilmesi;
b. Makalenin taslaginin hazirlanmasi veya bilimsel iceriginin gézden gecirilmesi
c. Makalenin basilmaya hazir son halinin onaylanmasi.

Yazinin bir baska yere yayin icin génderilmediginin beyani: "Bu ¢alismanin icindeki materyalin tamami ya da bir kisminin daha 6nce herhangi bir yerde
yayinlanmadigini, ve halihazirda da yayin icin baska bir yerde degerlendiriimede olmadigini beyan ederim. Bu, 400 kelimeye kadar olan 6zetler haric,
sempozyumlar, bilgi aktarimlari, kitaplar, davet tizerine yazilan makaleler, elektronik formatta génderimler ve her tiirden 6n bildirileri icerir.

Sponsorluk beyani: Yazarlar asagida belirtilen alanlarda, varsa calismaya sponsorluk edenlerin rollerini beyan etmelidirler:
1. Galismanin dizayni

2. Veri toplanmasi, analizi ve sonuglarin yorumlanmasi

3. Raporun yazilmasi

Kontrol listesi:

1. Editore sunum sayfasi (Sorumlu yazar tarafindan yazilmis olmaldir)

2. Baslik sayfasi ( Makale bashgi/kisa baslk Tiirkce ve ingilizce, Yazarlar, kurumlari, sorumlu yazar posta adresi, tiim yazarlarin e-mail adresleri, sorumlu
yazarin telefon numarasi)

3. Makalenin metin sayfasi (Makale basligi/kisa baslik Tiirkce ve ingilizce, Ozet/anahtar kelimeler, Summary/keywords, makale metni, kaynaklar, tablo
ve sekil basliklari, tablolar, sekiller)

4. Tablo ve grafikler metin icinde olmaldir.
5. Sekiller (En az 300 dpi ¢ozlinirlikte) ayr bir veya daha fazla dosya halinde génderilmelidir.






