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yazarlara

mu ile ilgili calismalarin yaymnladigi, 4 ayda bir basilan

uluslararast bir dergidir. Gonderilen yazilar Yaymlama
ve Inceleme Kurulunun onayindan gectikten sonra yayn-
lanir. Dergide yayinlanacak yazilar icin kullamilacak dil Turkee
olup, yazilarin Turk dilinin yazim kurallarina uygun yazilmasi
gerekmektedir. Yaymlama ve Inceleme Kurulu, kabul edilen
yazilar dilin kullanimi acisindan denetleme ve yazilarda gerek-
li degisiklikleri yapma hakkina sahiptir. Turkce yazilan yaziya
ek olarak duzenlenen ”Abstract” Ingilizce olarak yazilmalhdir.

Endoskopi dergisi gastroenterolojide endoskopi kullani-

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

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

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

Yazilar gonderilirken kontrol listesi izlenecek ve yayin hak-
kinin devri sozlesmesi tiim yazarlarca imzalanacaktir.

Dergi, “Insan” 6gesinin icinde bulundugu tum c¢alismalarda
Helsinki Deklerasyonu Prensiplerine uygunluk (http:/www.
wma.net/e/policy/b3.htm) ilkesini kabul eder. Bu tip calisma-
larin varhginda yazarlar, makalenin GEREC VE YONTEMLER
bolumiinde bu prensiplere uygun olarak calismayr yaptik-
larini, kurumlarmin etik kurullarindan ve calismaya katilmis
insanlardan “Bilgilendirilmis olur” (informed consent) aldik-
larini belirtmek zorundadir.

Calismada “Hayvan” 6gesi kullanilmis ise yazarlar, makalenin
GEREC VE YONTEMLER boltimtinde Guide for the Care and
Use of Laboratory Animals (www.nap.edu/catalog/5140.html)
prensipleri dogrultusunda cahismalarinda hayvan haklarim
koruduklarmi ve kurumlarinm etik kurullarindan onay aldik-
larimi belirtmek zorundadar.

Olgu sunumlarinda hastanin kimliginin ortaya c¢ikmasina
bakilmaksizin hastalardan “Bilgilendirilmis olur” (informed
consent) alinmalidir.

Eger makalede direkt-indirekt ticari baglanti veya calisma icin
maddi destek veren kurum mevcut ise yazarlar; kullanilan tica-
11 tirdn, ilag, firma... ile ticari hicbir iliskisininin olmadigini ve
varsa nasil bir iliskisinin oldugunu (konstltan, diger anlasma-
lar), editore sunum sayfasinda bildirmek zorundadar.

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

YAZILARIN KABULU

Dergiye gonderilen yazilarin daha once bagka bir yerde yayimn-
lanmamis veya yayin icin gonderilmemis olmalari gerekir.

llgili (corresponding author) vyazar, tim yazarlarn yazinin
yaymnlanmasini kabul ettiklerini beyan etmek zorundadir. Yazi
kabul edildikten sonra yazinin gerekli gortulen duizeltmelerle
birlikte her turla yaymn hakk: yayinciya aittir. Bu nedenle dergi-
de yaymlanmak tzere gonderilen yazilarin gerekli duzeltmeler-
le birlikte her turlt yaym hakkinin Turk Gastroenteroloji Vak-
fina devredildigini bildiren “Yayin Hakk: Devri Sozlesmesi nin
tim yazarlarca imzalanarak gonderilmesi gerekmektedir.

YAZI1 TIPLERI

Arastirma yazilari, olgu sunumlari, editére mektuplar, ilging
olgu ve goruntu ornekleri ve teknik notlar ile derleme yazilari-
na, dergide yer verilecektir.

Baslik sayfasinda yazarlarin adlari acik olarak basligin altinda
yer almalidir. Soyadlari tizerine numara konularak, yazarlarin
akademik tnvanlan ve cahistiklart kurumlar acik sekilde dip-
not olarak belirtilir. Yazismalar icin haberlesme adresi, tele-
fon-faks numarasi ve e-posta adresi yazilmahdir. Turkce ve
Ingilizce olarak yazilmis basliklarin altina en fazla 4 kelimeden
olusan kisa baslk yazilmaldir.

Arastirma yazilar asagida belirtilen duzende olmalidir;

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

Ozetler maksimum 250 kelime icermeli ve asagidaki duzende
olmalidir:

- Giris ve calismanin amaclan (Background and aims): Bu

konuda daha once yapilmis calisma ve calismanin amac-
larmin iki ctimleyi gecmeden vurgulanmast.

- Gereg ve yontem (Materials and methods): Hastalarla ilgi-

li bilgi, calismanin dizayn1 (prospektif, retrospektif v.s) ve
parametreler.

- Bulgular (Results): En onemli bilgiyi icermeli.

- Sonuc(Conclusion): Bir veya iki cuimlede vurgulanacak so-
nucu icermeli.

- Kaynak, tablo, resim ve kisaltma olmamali.
Olgu sunumlarida ender gortilen ve ilgi uyandiracak olgular

olmali ve su bolumlerden olusmalidir: Kisa Ttrkce ve Ingilizce
ozet, giris, olgu sunumu, tartisma, kaynaklar, sekiller ve tablolar.



aciklama

Derleme Yazilan tekniklerin (Or: APC uygulama pratigi-
teknigini anlatan), yerlesik bilgilerin ve beklentilerin en son
makalelere dayal anlatimin icerir yazilar olmalidir.

Editore mektuplar dergide daha once yaymlanmis yazilara
elestiri getirmeli ve/veya katki saglamahdir. Ozet icermemeli,
maksimum 400 kelime olmalidir.

Ilgin¢ olgu-goriinti 6rnekleri ve teknik notlar, gastroenter-
olojik endoskopide yeni teknikleri ve nadir olgularn ytksek
kalitede gorunttler ve kisa metinler ile sunmahdir. Metin
300 kelimeyi gecmemeli, maksimum 6 gortntt ve 5 kaynak
olmalidir.

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

Kisaltmalar mtimkun oldugu kadar az kullanilmali ve ilk
gectigi yerde parantez icinde belirtilmelidir. Ozetlerde
kisaltma kullanilmamalhdr.

e Kaynaklar yazida gecis sirasina gore yazilmalidir. Metinde,
tablolarda ve sekillerde parantez icerisinde arabik raka-
mlarla belirtilmelidir. Metnin sonunda numaralanmis
kaynaklar listesi asagidaki orneklere uygun olmahdir. Der-
gi bashiklarinda Index Medicus kisaltmalari kullanilmalidir.

Dergilerden Yazilar

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

Kitaplardan bolimler

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

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

Sekiller ayr sayfalarda yer almali, yazi icerisindeki siraya
gore arabik sayilarla (sekil 1, sekil 1av.s) numaralandiriimal,
baslik ve aciklamast seklin altina yazilmahidir. Ek olarak
ana metinde kaynaklardan sonra sekiller yer almalidir.

Tablolar Her biri ayn bir sayfaya arabik rakamlarla (Tablo
1, Tablo 2 v.s) yazilmali, her bir tablonun bashg: olmali ve
tabloda gecen kisaltmalar tablo altinda belirtilmelidir.

Resim, grafik ve cizimler, iyi kalitede kuse kagida
cizilmis ya da basilmis olmalidir. Resim, grafik ve ¢izim-
lerin arkasinda bir ok isareti ile tist kismi, sira numarasi
ve makalenin ad1 mutlaka belirtilmelidir. Bu bilgiler ayrica
yuksek cozunurlukte CD’ye kopyalanmis olmalidir.

Tipkt basim verilmeyecektir.

Dergide yaymlanan yazilarin her tirli sorumlulugu yazar-
lara aittir.
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Instructions for

ly journal that publishes original studies investigating

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

E ndoscopy Gastrointestinal is an international quarter-

General format of the manuscripts must conform to the stan-
dards of ICMJE-Recommendations for the Conduct, Report-
ing, Editing and Publication of Scholarly Work in Medical
Jorecommendations.pdf) issued by International Committee of
Medical Journal Editors ICMJE).

Articles should be mailed to ENDOSKOPI DERGISI, Turk Gas-
troenteroloji Vakfi, Gaziler Sokak, 22/1, 06620, Abidinpasa,

Ankara, Turkey in 3 copies. The final edited version of the
article should be submitted as softcopy written on Word un-
der Windows as “doc” file format saved in a CD. The journal
do not undertake any liability for any possible losses in mail
service.

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

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

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

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

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

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

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

ACCEPTANCE OF ARTICLES

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

Corresponding authors should declare their acceptance for
publication of the article. Once the article is accepted, all pub-
lishing rights of the article including the necessary corrections
shall belong to the publisher. Therefore, Authors Agreement
Form indicating transfer of all publishing copyrights to the
Turkish Gastroenterology Foundation including all necessary
corrections should be signed and submitted by all authors.

Also, authors are encouraged to submit their articles online
from the following link: http://www.endoskopidergisi.org/on-
linesubmit.

TYPES OF ARTICLES

Original papers, case reports, review articles, new methods
and materials, letters to the editor, interestingimages and tech-
nical notes may be published in the journal.

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

Original Papers

Original papers should be in the following order:

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

- Abstracts

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

- Background and Aims: reference should be made to previous
studies and study objective with maximum two sentences.

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

- Results: should contain the most important piece of knowl-
edge.

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

- There should not be any references, tables, pictures or ab-
breviations.
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Case Reports

Rare or unusual cases that might draw attention should be pre-
sented as case reports and should be comprised of the follow-
ing parts: brief abstract in English, introduction, case presenta-
tion, discussion, references, figures and tables.

Reviews

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

Letters to the Editor

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

Interesting case images, technical notes

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

Article Writing Rules

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

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

References should be indicated according to order of appear-
ance in the article. They should be indicated in Arabic numer-

als in the text, tables and figures within brackets. Enumerated
list of references to be included at the end of the text should be
in compliance with the below given examples. Index Medicus
abbreviations should be used in journal titles.

Articles from Journals

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

Chapters from Books

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

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

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

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

Facsimile messages will not be accepted.

All responsibility of articles published in the journal will belong to
authors.
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AUTHOR’S AGREEMENT

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

To be signed by all authors:
Title:

Author name Signature Date

Note: Manuscripts cannot be processed for publication until the Publisher has received this signed form. If the manuscript is not
published by TGV, this letter will not take effect. Copies of this form may be made for additional signatures.
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Remember to submit the author’s agreement plus three copies of the manuscript, with the components arranged in the following
order:

1. Title Page 7. References
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4. Materials and Methods __10. Figures

5. Results _11. Author’s agreement
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The implication of new oral anticoagulant agents in gastrointestinal bleeding

Gastrointestinal sistem kanamalarinda yeni kusak oral antikoaguilan ilaclarin yeri
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Background and Aims: This study was designed to (i) address the position
of new oral anticoagulants in the etiology of bleeding in patients admitted to
our hospital for gastrointestinal bleeding while using any anticoagulant and/
or any antiaggregant drug and (ii) assess the relationships between the drug
groups and severity of bleeding and the clinical picture in the first years of
new oral anticoagulant use. Material and Methods: A total of 178 patients
(mean age: 70+14 years) who were admitted to our clinic for gastrointesti-
nal bleeding while using an anticoagulant and/or antiaggregant agent were
recruited retrospectively. Patients were divided into the following three pri-
mary categories: patients using antiaggregant drugs (n=124), anticoagulant
drugs (n=43), and both (n=11). The groups were compared according to
their demographic data, biochemical parameters, 24-h follow-up period,
maximum decrease in hemoglobin levels, amount of blood transfused, and
mortality rates. Results: A total of 70% of the patients were taking anti-
aggregant drugs, 20% were using warlfarin, 4% were taking new oral anti-
coagulants, and 6% of them were taking a combination of anticoagulants
and antiaggregants. A total of 75% of the patients were using aspirin, 84%
were taking warfarin, and 16% were taking new oral anticoagulants. There
was no dilference between the groups in terms of mortality rate (p=0.50),
transfusion amount (p=0.72), and maximum hemoglobin decrease (p=0.39).
There was also no dilference in morbidity and mortality rates between pa-
tients taking new oral anticoagulants and those taking warfarin. Conclusion:
Use of new oral anticoagulants has been listed as a cause for gastrointestinal
bleeding. Although there was no difference between warfarin and new oral
anticoagulant treatment with regard to mortality and morbidity rates, with
the increasing use of these drugs in the forthcoming years, augmentation
of their position in gastrointestinal bleeding etiology should be considered.

Key words: Anticoagulant, antiaggregant, gastrointestinal bleeding, new oral
anticoagulants

INTRODUCTION

Despite the developments in medical and endoscopic treat-
ments, gastrointestinal bleeding (GIB) still remains a severe
cause of mortality and morbidity (1). In the USA, GIB leads to
approximately one million hospital admissions annually, and
mortality rates due to upper GIB and lower GIB have been
estimated at 4%—10% and 3.9%, respectively (2). Vital find-
ings at the time of admission, including comorbidities such
as age, heart failure, malignancy, and renal insufficiency and
accompanying drug use, are known to affect mortality (3).
These drugs include antiaggregants (AAs) and anticoagulants
(ACs) that are well known to increase the incidence of both
lower and upper GIB (4).

Kaymaz Tahra S, Colak Y, Senates E, et al. The implication of new oral
anticoagulant agents in gastrointestinal bleeding. Endoscopy Gastrointestinal
2016;24:29-35.

Giris ve Amac: Yeni oral antikoagtilanlarin kullanima girdigi bu ilk yillarda
herhangi bir antikoagtilan ve/veya antiagregan kullanmakta iken gastroin-
testinal kanama sebebiyle hastanemize basvuran ve gastrointestinal sistem
kanamasi tanisiyla yatirilan hastalarda gastrointestinal sistem kanama sebep-
leri arasinda yeni oral antikoagtilanlarin yerini belirlemek ve ila¢ gruplari ile
kanama ciddiyeti ve klinik tablo arasindaki iliskilerin degerlendirilmesidir.
Gerec ve Yontem: Bu retrospektil calismaya antikoagtilan ve/veya antiagre-
gan kullanmakta iken gastrointestinal sistem kanama nedeniyle klinigimize
yatan toplam 178 hasta (ortalama yas: 70+14 yas) alind1. Hastalar yalniz anti-
agregan kullanan (n=124), yalniz antikoagtilan kullanan (n=43) ve kombine
ila¢ kullanan (n=11) olarak ti¢ ana gruba aynldi. Gruplar demografik veriler,
biyokimyasal degerleri, 24 saatlik takip dilimlerinde maksimum hemoglobin
dustisleri, kan transfiizyonu miktar1 ve mortalite oranlarina gore karsilastiril-
d1. Bulgular: Hastalarin ila¢ kullanimina gére dagilimi; % 70’inin antiagregan
ilac, %20’sinin varfarin, %4 tntn yeni oral antikoagtilan, %6’sinin kombine
ila¢ kullanimi seklinde idi. Antiagregan ila¢ grubunda %75 oraninda aspirin
kullanimi vardi. Antikoagtilana bagh kanamalarda ise varfarin %84, yeni oral
antikoagtilan ilaclar %16 oraninda tespit edildi. Antiagregan, antikoagtilan
ve kombine ilac kullanim gruplart arasinda mortalite orani (p=0.50), trans-
ftizyon miktart (p=0.72) ve maksimum hemoglobin dustsleri (p=0.39) ara-
sinda fark saptanmadi. Yeni oral antikoagiilanlar ile varfarin arasinda morbi-
dite ve mortalite oranlarinda farklilik saptanmadi. Sonu¢: Sonuc olarak yeni
oral antikoagtilanlar, antikoagtilan ve/veya antiagregan kullanimi sonras
gastrointestinal kanama nedenleri arasinda yer almaya baslamistir. Varfarin
ve yeni oral antikoagtilanlarla iliskili kanamaya baglh morbidite ve mortalite
oranlari arasinda anlamli fark saptanmamustir ancak bu ilaclarin éntimtizdeki
yillarda daha yaygin kullanimi ile gastrointestinal kanama etiyolojisindeki
yerinin daha da artabilecegi goz éntine alinmalidir.

Anahtar kelimeler: Antikoagtilan, antiagregan, gastrointestinal kanama,
yeni kusak oral antikoagtilan

Today, owing to the increase in life span of people, the preva-
lence of cardiovascular diseases is also increasing, resulting in
the widespread use of AAs and ACs. Unfortunately, the most
important side effect of antithrombotic drugs is bleeding,
and hence it is necessary to balance the effectiveness of these
agents with the risk of bleeding in secondary cardiovascular
protection. One of the most frequent localizations of bleed-
ing is the gastrointestinal system, and these agents are known
to provoke the onset of uncontrollable bleeding. While AA
drugs produce ulcers and erosion, leading to bleeding, AC
agents increase the risk of bleeding in the existing lesions (5).
It has been reported that when the new generation of oral
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ACs (NOACs) are compared with warfarin, dabigatran leads
to an increased risk for GIB and rivaroxaban leads to intra-
cranial and fatal bleeding less than warfarin, but they exhibit
similar total bleeding rates (6,7). Although the relationship
between NOACs and GIB is known, there are still no suffi-
cient data on this subject.

The present study was conducted on patients who were ad-
mitted to the hospital with complaints of GIB while using AC
and/or AA drugs. The primary purpose of this study was to
determine the position of NOACs in the etiology of GIB in the
first years of its use, and the secondary aim was to evaluate
the relationship among the drug groups, the severity of bleed-
ing, and the clinical picture.

MATERIAL and METHODS

This study was conducted using the data of patients hospital-
ized in our hospital with a diagnosis of GIB while using AC
and/or AA drugs for a medical cause. The study was approved
by the hospital ethics committee (Date: July 18, 2014, deci-
sion number: 2014/0122).

Patients aged below 18 years; patients who had been hospi-
talized due to disseminated intravascular coagulation, hemo-
philia, hematological malignancy, immune thrombocytope-
nic purpura, and hemolytic uremic syndrome; and patients
who had variceal bleeding developing on the basis of cirrhosis
and bleeding secondary to thrombocytopenia were excluded.

Data were retrospectively obtained from the hospital data-
base, patient files, and patient epicrisis. Demographic charac-
teristics (age, gender, chronic comorbid diseases); complaints
at the time of admission; vital findings; presence of shock
at the time of admission (blood pressure <90/60 mmHg,
pulse >100/min); use of ACs, AAs, and other drugs; serum
hemoglobin level at the time of admission; white blood cell
count; thrombocyte count; prothrombin time (PT); activated
partial thromboplastin time (aPTT); international normalized
ratio (INR); aspartate aminotransferase (AST); alanine ami-
notransferase (ALT); glucose; blood urea nitrogen (BUN);
creatinine level; endoscopic findings; etiology of bleeding;
transfusion requirement; medical and endoscopic treatment;
maximum level of hemoglobin decrease in daily follow-ups;
and requirement for surgery and total duration of hospital
stay were recorded. AC and AA use and the combined use of
these drugs were compared between the patient groups and
between the subdrug groups. In-hospital mortality, surgical
requirement, and intensive care requirement were addition-
ally determined.

Rockall scores and Blatchford scores were calculated for all
patients, and additionally HAS-BLED scores were calculat-
ed for patients taking AC drugs (8-10). Risk scores between
groups were compared.

Statistical Analysis

Statistical analysis was performed using the Statistical Pack-
age for Social Sciences (SPSS) version 14.0 (SPSS Inc.; Chi-
cago, IL, USA). The categorical variables were presented as
frequency, continuous numerical variables were presented
as meanz=standard deviation when they were normally dis-
tributed, and continuous variables were presented as median
(minimum to maximum) when they were not normally dis-
tributed. A Chi-square test was used for the comparison of
categorical variables. If normally distributed, Student’s t-test
was used for the comparison of categorical variables for bi-
nary groups and one-way analysis of variance (ANOVA) was
used for the comparison of categorical variables for more than
one group. If not distributed normally, Mann—-Whitney U test
was used for the comparison of categorical variables for bina-
ry groups and Kruskal-Wallis test was used for the compari-
son of categorical variables for more than one group. If a sig-
nificant difference was found in the comparison of the three
groups, Tukey and Bonferroni post hoc tests were applied to
determine the group that produced the difference. The Ka-
plan—Meier test was used for the comparison of in-hospital
survival of the patients using AA and AC drugs.

RESULTS

The files of 2,835 patients, who had been hospitalized in the
Gastroenterology Clinic of our hospital between July 2012
and November 2014 with the diagnosis of GIB, were retro-
spectively investigated. Of these patients, 178 patients who
had been under AC and/or AA treatment were included in
the study. Among these, 65 patients were female (36.5%)
and 113 were male (63.5%). Oral AC drugs were used by 43
patients (24.2%), oral AA drugs were used by 124 patients
(69.7%), and combined oral AC and AA drugs were used by
11 patients (6.2%).

Hemoglobin levels were 9.86+2.7, 8.87+2.2, and 9.32+2.6
mg/dL in the AA, AC, and combined therapy groups, respec-
tively, and there was no statistically significant difference
between the groups in terms of initial hemoglobin levels
(p=0.09).

Upper GIB was present in 100 patients (80.6%) and lower
GIB was present in 24 patients (19.4%) who were under AA
therapy. In patients who were under AC therapy, upper GIB
was present in 30 patients (69.8%) and lower GIB in 13 pa-
tients (30.2%). Among those under combined drug therapy,
upper GIB was observed in eight patients (72.7%) and lower
GIB in three patients (27.3%). Overall, upper GIB was de-
tected in a total of 138 patients (77.5%) and lower GIB was
detected in a total of 40 patients (22.5%) (Table 1).

Regarding the drug usage among the patients, 93 patients
(52.2%) were using aspirin, 36 patients (20.2%) were us-



Table 1. Patient demographics

Antiaggregant group

Number (%) 124 (69.7)
Gender (%)
Male 71
Female 29
Age 747
Hypotension (%) (BP <90/60 mmHg) 12.9
Tachycardia (%) (pulse>100) 83.9
Hemoglobin (mg/dl) 9.86+2.7
Level of bleeding (%)
Upper GIB 80.6
Lower GIB 19.4
Comorbidities (%)**
DM 33.9
HT 65.3
CAD 58.9
CHF 8.9
CKD 16.1
Malignancy 6.7

Implication of NOAC in GIB

Anticoagulant group Combined group p value
43 (24.2) 11 (6.2) -
58 64 0.001
42% 36
69+14 777 0.016
11.6 27.3 -
76.7 72.7 -
8.87+2.2 9.32+2.6 0.09
69.8 72.7
30.2 273
233 36.4
72.1 54.5
34.9 72.7
32.6 27.3
16.3 18.2
10.2 33.3

*The number of females was significantly higher than that in the other two groups.
**DM: Diabetes mellitus HT: Hypertension, CAD: Coronary artery disease, CHF: Congestive heart failure, CRF: Chronic renal Failure

ing warfarin, 10 patients were using clopidogrel, six patients
(3.4%) were using dabigatran, one patient (0.6%) was using
rivaroxaban, and one patient (0.6%) was using ticlopidine.
Twenty patients (11.2%) were using clopidogrel and aspi-
rin and 11 patients (6.2%) were using combined AA and AC
drugs (Figure 1).

Combined AA+AC
6%

Clopidogrel+ASA
11%

Ticlopidine
1%
Rivoroxabane
1%
Dabigatran
3%

Clopidogrel
6% Aspirin

52%

Warfarin
20%

Figure 1. Distribution of medication use.

Endoscopic evaluation could not be performed in 18 pa-
tients because of their comorbidities and clinical conditions;
however, in patients in whom endoscopic evaluation was
performed (160 patients), at least one of the findings such
as visible vessel, viscous clot, active bleeding, blood leakage,
and/or red spot bleeding was detected in 32 patients in the
AA therapy group, in four patients in the AC therapy group,
and in one patient in the combined therapy group. Regarding
the endoscopic findings, ulcer was detected in 80 patients,
malignancy was detected in 12 patients, erosion was detected
in 38 patients, dieulafoy lesion was detected in three patients,
diverticulosis was detected in 16 patients, and angiodysplasia
was detected in 11 patients. There was no statistically sig-
nificant difference in the distribution of endoscopic lesions
between the groups (p=0.3).

Rebleeding in 25 patients (20.2%) in the AA therapy group
and in 10 patients (23.3%) in the AC therapy group was ob-
served at the time of hospitalization or during their rehospi-
talization after discharge. No recurrent bleeding was detected
in the combined therapy group.

Five patients (4%) in the AA therapy group and one patient
(9.1%) in the AC group required follow-up in the intensive
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care unit. Surgical intervention was required for three pa-
tients in the AA group, whereas it was not required in the
other groups.

The maximum decrease in hemoglobin levels in the 24-h fol-
low-up period was 2.12+1.2 mg/dL in the AA therapy group,
2.3+1.2 mg/dL in the AC therapy group, and 2.59+1.5 mg/dL
in the combined therapy group with no significant difference
between the groups (p=0.39).

The total amount of erythrocyte transfusion was 2.6+2.9
units in the AA therapy group, 3.0+2.4 units in the AC
therapy group, and 2.5+2.3 units in the combined therapy
group with no significant difference between the three groups
(p=0.728).

The duration of hospital stay was 5.3+3.7 days in the AA
therapy group, 7.3+4.3 days in the AC therapy group, and
5.9+2.8 days in the combined therapy group, indicating a
significantly longer duration in the AC therapy group than in
both the AA and combined therapy groups (p=0.01).

Mortality was detected in five patients (4%) in the AA therapy
group, in four patients (10%) in the AC therapy group, and in
one patient (9%) in the combined therapy group, with no sta-
tistically significant difference between the groups (p=0.506)
(Table 2).

No statistically significant difference was observed between
the 36 patients taking warfarin and the six patients taking
dabigatran in terms of hemoglobin levels at the time of ad-

Table 2. Clinical follow-up between groups

Antiaggreagant group

Decrease in hemoglobin (mg/dl)* 2.12+1.2
Erythrocyte transfusion** 2.58+2.9
Duration of hospital stay (days) 5.31+3.73
Mortality (n) 5

Anticoagulant group Combined group p value
2.30+1.2 2.59+1.5 0.39
2.95+2.4 2.45+2.3 0.72
7.28+4.28 5.82+2.82 0.011

4 1 0.5

*The maximum decrease in hemoglobin levels in the 24-h follow-up period.

**The total amount of erythrocyte transfusion.

1The duration of hospital stay in the anticoagulant therapy group was longer.

Table 3. Clinical evaluation between warfarin and dabigatran groups

Warfarin (n=36) Dabigatran (n=6) p value

Laboratory

Hb (mg/dL)* 8.7£2.1 9.7+£2.8 0.71

Decrease in Hb (mg/dL)** 2.2+1.2 3.0+1.1 0.85

PT (s)* 47.5+24.0 24+13.4 0.12

INR* 5.1+7.4 2.2+1.5 0.38

aPTT (s)* 61.25+27.58 42.31+19.71 0.11
Risk scores

HAS-BLED 3.56+1.08 3.67+0.81 0.81

Rockall 1 3.75+1.02 3.83+1.47 0.86

Rockall 2 5.00+1.20 4.25£1.25 0.25

Blatchford 11.89+3.68 10.83+3.81 0.52
Erythrocyte transfusion (unit)? 3.0+2.4 2.5+2.1 0.61
Duration of hospital stay (days) 7.6x4.4 4.3+1.8 0.07
Mortality (n) 3 1 0.14

Hb: Hemoglobin level, PT: Prothrombin time, INR: International normalized ratio, aPTT: Activated partial thromboplastin time.

*Patients’ PT, INR, and aPTT levels at the time of hospitalization.

**The maximum decrease in hemoglobin levels in the 24-h follow-up period.

ATotal amount of erythrocyte transfusion.



mission, decrease in hemoglobin levels within 24 h, duration
of hospital stay, and the amount of erythrocyte transfusion.
The mean INR value was 5.19+7.41 in patients using warfa-
rin, whereas it was 2.25+1.58 in patients taking dabigatran.
However, the difference in INR values between these two
groups was not statistically significant (p=0.34), which could
be due to the small number of patients (six) using dabigatran.
The mean aPTT level was 61.25+27.58 in patients using war-
farin, while it was 42.31£19.71 in patients using dabigatran,
and the difference between the two groups was not statis-
tically significant (p=0.11). Mortality was detected in three
patients (8.3%) using warfarin and in one patient (16.6%)
using dabigatran, with no statistically significant difference
between the two groups (p=0.14).

The mean Blatchford score was 11.89+3.68 in patients who
were diagnosed with upper GIB and who were using war-
farin, and it was 10.83+3.81 in the dabigatran group, with
no significant difference between the two groups (p=0.52).
There was also no significant difference in the mean Rock-
all scores before endoscopy between patients taking war-
farin (3.71+1.02) and those using dabigatran (3.83+1.47)
(p=0.86). For the 30 patients in whom endoscopy could be
performed, the mean Rockall score was 5.00+1.20 following
endoscopy, while it was 4.25+1.25 in the four patients taking
dabigatran following endoscopy (p=0.25). Similarly, there
was no significant difference in the mean HAS-BLED scores
between the patients using warfarin (3.56+1.08) and those
taking dabigatran (3.67+0.81) (p=0.81) (Table 3).

When the 93 patients using aspirin and the 36 patients tak-
ing warfarin were examined, the duration of hospital stay
was 5.3+3.9 days in the aspirin group and 7.6+4.4 days in
the warfarin group, and the difference was statistically sig-
nificant (p=0.04). However, there was no statistically signif-
icant difference between the two groups in terms of mean
age (p=0.13). Regarding the hemoglobin levels in these two
groups, patients taking warfarin had significantly lower lev-

Implication of NOAC in GIB

els (8.7£2.11 mg/dl) than the levels of patients using aspirin
(9.89+2.62 mg/dl) (p=0.01).

A significant difference was also observed in the Rockall
scores before the endoscopies between patients taking aspirin
(3.18+1.48) and those using warfarin (3.75+1.02) (p=0.03).
However, after endoscopy, the Rockall scores were found
to be 4.51+1.71 in patients taking aspirin and 5.00+1.20 in
those using warfarin, with no significant difference (p=0.14).
Table 4 shows the results of clinical evaluation between pa-
tients taking aspirin and those taking warfarin.

DISCUSSION

In the current study, which is important as it determines the
changes in drug-related GIB ratios within the first years of
using new-generation oral ACs, AA drug use was detected
in 70% of patients who were admitted to the hospital with a
diagnosis of GIB, warfarin use was detected in 20%, new-gen-
eration oral AC use (NOAC) was observed in 4%, and the
combined use of AA and AC drugs was detected in 6% of
patients. No difference was detected among the AC, AA, and
combined AC and AA therapy groups in terms of mortality
rates, the amount of transfusion, and the maximum level of
hemoglobin decrease.

AA use constituted the leading cause of drug-related GIB in
the present study. Aspirin use constituted 75% of this group
with the highest ratio. In all the populations, aspirin, used at
a rate of 19.3%, was being used as an AA drug (11). It was
observed that 16% of patients using aspirin took it due to its
analgesic and/or anti-inflammatory effects. Previous studies
have reported that aspirin-related GIB is observed at a rate of
45%-52% among the etiologies of drug-related GIB (12,13).
The rate of aspirin-related bleeding was 52% in the current
study. However, this ratio does not include those patients
with mild bleeding who had not been admitted to the hospi-
tal due to aspirin use.

Table 4. Clinical evaluation between aspirin and warfarin groups

Aspirin (n=93) Warfarin (n=36) p value
Risk scores
Rockall 1** 3.18+1.48 3.75£1.02 0.03*
Rockall 2*** 4.51+1.71 5.00+1.20 0.14
Blatchford 10.33+3.80 11.89+3.68 0.03*
Erythrocyte transfusion (unit) A 2.63+3.06 3.06+2.49 0.46
Duration of hospital stay (days) 5.3+3.9 7.6+4.4 0.04*

*Statistically significant with p < 0.05

#* Rockall score before endoscopy

##* Rockall score after endoscopy

ATotal amount of erythrocyte transfusion
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Patients using warfarin constituted 20% in the current study.
In the USA, more than 30 million warfarin prescriptions are
done in a year, and the rate of bleeding caused by this drug
was found to be 0.4%-7.2% (14,15). In a study conduct-
ed before use of NOACs, warfarin was attributed for 15% of
cases of drug-induced bleeding (12). In the RE-LY study, in
which a new-generation oral AC, dabigatran, was compared
with warfarin, a 110 mg dose of dabigatran was found to be
similar to warfarin in terms of efficacy and with lower rate
of major complications, whereas the efficacy of 150 mg dab-
igatran was more effective than warfarin and the rate of ma-
jor complications was similar. However, the risk of GIB was
significantly higher than that by warfarin (7). Similar to the
results of the RE-LY study, in a retrospective cohort study
performed by Graham et al.(16), the incidence of GIB in fe-
males above 75 years of age and in males aged more than
85 years was found to be high, and the risk of mortality was
found to be increased in the dabigatran group. Although lim-
ited in number, there are studies demonstrating that the inci-
dence of dabigatran-induced GIB is lower or similar (16,17).
In the current study, 36 patients (20%) were using warfarin
and seven patients (4%) were using NOAC in the AC group.
In the NOAC group, six patients (86% of the NOAC group)
were using dabigatran and one patient was using rivaroxaban
(14% of the NOAC group). However, it is inevitable that
these results are affected by the rate of use of these drugs
and the approvement course in the population for whom we
work. If a drug that rarely causes GIB is used more than a
drug with a lower risk, the rate of GIB with that drug might
be misleadingly high. Therefore, the rate observed in the
present study might be misleading. Therefore, to minimize
this limitation, we attempted to estimate the utilization rates
of ACs in the population for whom we work. According to
unpublished marketing and sales data of NOACs in Turkey,
approximately seven million boxes of warfarin, 300 thousand
boxes of dabigatran, and 240 thousand boxes of rivaroxaban
have been used across the country during the study period,
and according to the obtained data, 93% of these three ACs
were warfarin, 4% were dabigatran, and 35% were rivarox-
aban. During this period, the rate of dabigatran use was ap-
proximately 1.27 times higher than that of rivaroxaban and
the rate of warfarin use was approximately 25-fold that of
rivaroxaban. If the risk of bleeding had been equal, there
would have been two patients using dabigatran and 25 pa-
tients using warfarin for every one patient using rivaroxaban.
In the current study, GIB was detected in one patient after
using rivaroxaban, in six patients after using dabigatran, and
in 36 patients after using warfarin. In this case, when com-
pared with rivaroxaban use, the rates of bleeding were found
to be higher in patients using dabigatran and warfarin. As the
incidence of warfarin use in the population is 25-fold higher,
we suggest that dabigatran-induced bleeding is higher than
that induced by warfarin.

Previous studies have reported that low doses of aspirin
increase the risk of major bleeding two-fold higher than a
placebo (18). It has been established that this risk further
increased with AC therapy (19). In the current study, no
significant difference was detected among the AA, AC, and
combined drug groups in terms of hemoglobin levels at the
time of admission, maximum daily decrease of hemoglobin,
amount of erythrocyte transfusion, and mortality rates. Abu
Daya et al. (20) compared the characteristics of GIB in pa-
tients using aspirin and ACs and reported that the number of
adverse events defined as in-hospital mortality, rebleeding,
and surgical requirement was lower and the duration of hos-
pital stay was shorter in patients using aspirin than in those
taking ACs. The authors also reported that blood transfusion
requirement was highest in patients taking ACs. Similar to
the findings of that study, we also observed in the present
study that the duration of hospital stay was significantly
longer in the AC group than in other groups. One possible
reason for this finding could be that the longer hospital stay
would increase the hospital costs and the risk of some mor-
bidities such as hospital infection.

Although it is not necessary to follow up dose management
in NOAC drugs, it has been demonstrated that dabigatran
could cause the prolongation of aPTT but has less effect on
PT and INR (21,22). In the current study, the mean PT, INR,
and aPTT levels at the time of hospital admission were above
the normal range in both warfarin and dabigatran groups.
However, no statistically significant difference was detect-
ed between the groups in terms of coagulation parameters.
Although a numerical difference was observed in PT levels
between the two groups, it was not statistically significant
and could be related to the small number of patients tak-
ing dabigatran. No difference was detected in the amount of
erythrocyte transfusion, TDP transfusion, and mortality rates.
The duration of hospital stay was found to be longer in the
warfarin group. While there was no patient with chronic re-
nal failure in the dabigatran group, chronic renal failure was
detected in seven of the 36 patients using warfarin. As the
majority of dabigatran clearance is through the kidneys and
the drug is not used in case of terminal-phase renal failure, it
is not primarily used in patients with renal failure (22). This
could have affected the mortality and other clinical results
in the comparison between warfarin and dabigatran groups.

Although clinically important results have been obtained in
the current study, there are also certain limitations. One of
them is that it is a retrospective study. Furthermore, the small
number of patients in the NOAC group might have caused a
limitation in the interpretation of the data.

In conclusion, new-generation oral ACs contributed to 4% of
all cases of AA- and/or AC-related GIB who were admitted to
our hospital. AAs (75% are acetylsalicylic acid) are the most



frequent reason for AA- and/or AC-related GIB, with a rate of
70%. Warfarin contributed to 84% of AC-related bleedings,
whereas NOACs contributed to only 16%. No statistically
significant difference was observed between the AC and AA
groups in terms of mortality rates, and it was observed that
the duration of hospital stay was longer in the AC group. The
results of the present study have not supported the anticipat-
ed idea that NOACs could cause higher mortality and mor-
bidity rates related to bleeding, as they have no antidotes on
the market in Turkey. As the current study was performed at
the beginning of the use of new-generation oral ACs, the fre-
quency of NOAC-related GIB cases would be increased with
the wider use of these drugs in the future.
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Ust gastointestinal sistemde mezenkimal tlimér diistintilen olgularda

endosonografik ince igne aspirasyon biyopsi sonuglari

Endoscopic ultrasound-guided fine-needle aspiration results in upper gastrointestinal system

mesenchymal tumors

Ahmet AYDIN!, Nevin ORUC!, Deniz NART?, Ali VERAL?

Ege Universitesi Tip Fakilltesi, 'Gastroenteroloji Bilim Dali, *Patoloji Anabilim Dali, Izmir

Giris ve Amac: Gastrointestinal mezenkimal ttimorler belirgin endoskopik
ve endosonografik ¢zelliklere sahip olmalarina karsin histopatolojik tanida
endoskopik biyopsinin basarisi dustiktiir. Endosonografik ince igne aspiras-
yon biyopsisi lezyonlardan daha derin érnekleme olanag: saglayan bir yon-
temdir. Bu calismada retrospektif olarak tist gastrointestinal sistem mezen-
kimal timort dustntilen ve endosonografik ince igne aspirasyon biyopsisi
uygulanan olgularin sonuclart irdelenmistir. Gere¢ ve Yontem: Calismaya
2009-2010 yillarinda klinigimize basvuran ve tist gastrointestinal sistem me-
zenkimal ttimor stiphesi ile endosonografik ince igne aspirasyon biyopsisi
uygulanan 27 vaka dahil edilmistir. Olgularda tanimlanan lezyonlardan ali-
nan endosonografik ince igne aspirasyon biyopsisi materyalleri sitopatolojik
incelemeye gonderilmistir. Materyaller iki ayri patolog tarafindan degerlen-
dirilerek materyalin yeterliligi ve tanmi bildirilmistir. Bulgular: Calismaya
yas ortalamasi 52.6+12.1 y1l (30-84 yas araliginda) olan 18 erkek, 9 kadin
dahil edilmistir. Lezyonlarin 14t 6zofagus, 13’1t midede yer almaktadir ve
ortalama cap 29.5£15.6 (7-57 mm) élctilmustiir. Lezyonlara uygulanan en-
dosonografik ince igne aspirasyon biyopsisi sonucu elde edilen materyalin
sitopatolojik incelemesinde 14 adedinde (%51.8) igsi hticreler gorulmusttir.
Bunlardan 2 olguda malign davranisli gastrointestinal stromal tiimor tanisina
ulasilmis, 4 olguda mezenkimal ttiimor acisindan kuskulu sitoloji bildirilmis,
kalan 8 olguda igsi hticre topluluklart gortlmusttr. Dokuz olguda hazir-
lanan hiicre bloklarina immunohistokimyasal olarak CD117 boyast uygu-
lanmustir. Malign gastrointestinal stromal tiumér tanisina ulasilan olgularda
midede mezenkimal kitle ve perigastrik lenf nodu metastazi saptanarak her
iki lezyona endosonografik ince igne aspirasyon biyopsisi uygulanmustir. Ug
olguya ikinci kez biyopsi uygulanmis ve iki olguda igsi hticreler gortlmtis-
tur. Bu olgularla birlikte tani orant %59.25%e ulasmustir. Sonug: Gastrointes-
tinal mezenkimal ttimérlerde endosonografik ince igne aspirasyon biyopsisi,
tanty1 %51.8 olguda destekler bulgular vermis, iki olguda malign gastroin-
testinal stromal timar tanisina ulasilmistir. Tekrarlayan endosonografik ince
igne aspirasyon biyopsisi ile tani orani %59.25°e ulasmistir. Sonug olarak
tist gastrointestinal mezenkimal tiimérlerde endosonografik inceleme olduk-
ca yararli iken endosonografik ince igne aspirasyon biyopsisi taniya yeterli
katki saglamamaktadir.

Anahtar kelimeler: Gastrointestinal mezenkimal tiimor, endosonografi,
ince igne aspirasyon biyopsisi

GIRIS
Ust gastrointestinal sistem (GIS) subepitelyal lezyonlar genel-
de endoskopik incelemeler sirasinda tesadufen saptanir. Su-
bepitelyal lezyonlarin degerlendirilmesi ve siiflandirilmasi

icin ek goruntiileme yontemlerine basvurulur (1). Endosko-
pik ultrason (EUS) subepitelyal patolojilerin incelenmesinde

Aydin A, Oru¢ N, Nart D, et al. Endoscopic ultrasound-guided fine-needle
aspiration results in upper gastrointestinal system mesenchymal tumors. Endoscopy
Gastrointestinal 2016;24:36-42.

Background and Aims: Gastrointestinal mesenchymal tumors have charac-
teristic endoscopic and endosonographic imaging findings, whereas endo-
scopic biopsies are usually not helpful for diagnosis. Endosonography-guid-
ed fine-needle aspiration biopsy might allow the procurement of samples
from the lesion. We report retrospective results and efficiency of endosonog-
raphy-guided fine-needle aspiration in upper gastrointestinal mesenchymal
tumors. Materials and Methods: Patients admitted to our endosonogra-
phy unit with pre-diagnosis of upper gastrointestinal system mesenchymal
tumors between 2009 and 2010 were evaluated. Patients who underwent
endosonography-guided fine-needle aspiration (n=27) were included in the
study. The cytopathology specimens were evaluated by two blinded pathol-
ogists. The final diagnoses were recorded. Results: Fighteen male and 9 fe-
male patients with a mean age of 52.6+12.1 years (30-84 years) were includ-
ed in the study. Lesions were located in the esophagus in 14 patients and in
the stomach in 13 patients. The mean lesion diameter was 29.5+15.6 mm
(7-57 mm). Endosonography-guided fine-needle aspiration procedures were
performed by two gastroenterologists. Cytopathology specimens were eval-
uated and the presence of spindle cells was reported in 14 samples (51.8%).
Out of 14 samples, two were reported as malignant gastrointestinal stromal
tumors, whereas 4 specimens were reported as suspicious for mesencymal
tumors. Immunohistochemistry for CD117 was applied to nine specimens
and two samples were positive. Malign gastrointestinal stromal tumor was
reported in two patients. Those two patients also had pathologic lymph node
metastasis and endosonography-guided fine-needle aspiration was applied
to the lymph nodes as well. Repeated endosonography-guided fine-needle
aspiration was applied to three samples and with repeated fine-needle aspira-
tion, the overall diagnostic efficiency of endosonography-guided fine-needle
aspiration in upper gastrointestinal mesencymal tumors reached 59.25%.
Conclusion: Endosonography-guided fine-needle aspiration supports the
diagnosis of mesencymal tumors in 51.8% of patients. With repeated endo-
sonography-guided fine-needle aspiration , the diagnostic yield was 59.25%.
Although endosonography is very helpful in the diagnosis of mesencymal
tumors, endosonography-guided fine-needle aspiration adds less to the defi-
nite diagnosis.

Key words: Gastrointestinal mezencymal tumour, endosonography, fine
needle aspiration

ve tanisinda tercih edilen yontemdir. EUS lipom, leimyom,
leiomyosarkom ve gastrointestinal stromal timorlerin (GIST)
ayriminda yararh bulunmustur (2). EUS bulgulan lezyonun
invazyonunu ve patolojik lenf nodlarimi gosterebildigi icin
malignite acisindan yararh ek bilgiler verebilmektedir (3,4).
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Ust gastrointestinal sistem mezenkimal lezyonlar genis bir
spektruma sahiptir. Submukozal lezyonlar arasinda GIST, le-
imyom, leimyosarkom, shwannom ve grantler hiicreli timor
gibi neoplastik lezyonlar izlenebilmektedir. Submukozal lez-
yonlardan lipom ve leimyomlar benign seyirli olduklart icin
takip edilebilirler. GISTler malign potensiyele sahip oldugu
icin cerrahi tedavi onerilmektedir. Cerrahi veya takip karari
verilirken bazen patolojik 6rnekleme ve doku tanisi istene-
bilmektedir. Submukozal lezyonlarda endoskopik biyopsiler
tanisal olmamaktadir. EUS esliginde ince igne aspirasyon bi-
yopsisi (EUS-FNA) yapilarak submukozal lezyonlardan daha
derin biyopsi almabilmektedir. EUS ile gastrointestinal me-
zenkimal timor dustinilen vakalarda EUS-FNA etkinligini
arastiran calismalar vardir. Matsui ve ark. submukozal lez-
yonlarda EUS-FNA uygulamasinin farkli submukozal ttiimor-
lerin ayirict tanisinda yararh oldugunu bildirmistir (5).

Mezenkimal lezyonlarn tanisinda EUS FNA'nin tani icin ye-
terli materyal saglamasi ve alinan ¢rnege immunhistokimya-
sal inceleme yapilabilmesi beklenmektedir (5). EUS-FNA'nin
farkli lezyonlarin sitopatolojik tanisinda 83% gibi yuksek
oranlarda basarl saglayabildigi bilinmektedir (6). Ancak
EUS-FNA histopatolojik tanida daha distuk oranlarda basa-
1 gostermektedir (6). Ust gastrointestinal sistemde yerlesmis
mezenkimal timorlerde EUS-FNA uygulamast bu nedenle
halen tartisilan bir konudur. Bu calismada retrospektif olarak
ast gastrointestinal sistem mezenkimal timora dustintlen ve
EUS-FNA uygulanan olgularin sonuclar: irdelenmistir.

GEREC ve YONTEM

Klinigimizde 2003-2009 yillar arasinda ust gastrointestinal
sistem mezenkimal timor stuphesi ile EUS yapilan olgular
EUS kayit sisteminden retrospektif olarak incelenmistir. Bu

Mezenkimal kitlelerde EUS-FNA

olgulardan EUS-FNA uygulanan ve detayh patoloji raporla-
rina ulasilan 27 olgu calismaya dahil edilmistir. Olgularn
demografik verileri kaydedilmistir. Calismaya dahil edilen
olgular EUS raporlar ve goruntuleri yeniden gozden geci-
rilmistir. Calisma retrospektif olarak Helsinki Deklerasyonu
Prensiplerine uygun sekilde yaratalmustar.

Buttin endosonografik incelemeler iki gastroenterolog tarafin-
dan uygulanmistir. EUS islemleri Fujinon marka EG-530UT
linear ve EG-530UR2 radial endosonografi cihazlar ile ya-
pilmis ve FNA islemleri linear EUS cihazi ve MTW marka 19
veya 22 G igneler ile gerceklestirilmistir. Her olgudan islem
oncesi bilgilendirilmis onam formu alinmistir. Hastalar 12
saat aclik sonrast bilincli sedasyon uygulanarak isleme alin-
mis, islem oncesinde kanama parametreleri kontrol edilmis-
tir. Kanama diatezi olan, antiagregan kullanan veya biyopsi-
yi kabul etmeyen hastalarda sadece EUS islemi uygulanmus,
EUS-FNA islemi uygulanmamustir.

EUS incelemesi sirasinda lezyonun gastrointestinal sistemde-
ki lokalizasyonu, olctilen tumor capi, ekstraltiminal simirinin
duzensiz olup olmadigi, invazyon bulgulari, ekojenitesi, ane-
koik veya hiperekoik alanlarin ve eslik eden lenf nodlarmin
bulunup bulunmadig ayr1 ayr incelenerek kaydedilmistir.

Calismaya dahil edilen olgularn retrospektif olarak patolo-
ji raporlari incelenmis ve materyal yeterliligi, goralen hticre
ozellikleri, immunohistokimya (IHC) uygulanip uygulanma-
dig1 ve bildirilen tani kaydedilmistir.

[statistik analizler SPSS 11,0 istatistik programu ile chi-kare
testi ve non-paremetrik Kruskal Wallis testi kullanilarak ya-
pilmistir. Paremetrik veriler icin One-way ANOVA varyans
analizi kullanilmistur. P< 0,05 istatistik olarak anlamlh kabul
edilmistir.

S

Resim 1. Midede submukozal lezyonun endoskopik gértinttst (A). Midedeki submukozal lezyonun EUS gértinttist, lezyon mide muscularis prop-

ria tabakasi ile baglantilidir ve diizgtin konturludur (B).
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Resim 2. Ozofagus distalde mezenkimal lezyon. Bulgular leimyom
ile uyumludur.

BULGULAR

Calismaya yas ortalamasi 52.6+12.1 yil (30-84 yas araligin-
da) olan 18 erkek, 9 bayan dahil edilmistir. Lezyonlarin 13’1
midede, 14’1 6zofagusta yer almaktadir ve ortalama cap 29.5

£15.6 (7-57 mm) olculmustir (Resim 1 A-B, 2). Lezyonlarin
mide tabakalari ile iliskisi, ekojenik 6zellikleri, kontur duzen-
sizlikleri kaydedilmistir. (Resim 3 A ve B).

Olgulara 19 veya 22 G igne kullanilarak EUF-FNA uygulan-
mis ve tamaminda aspirasyon 6rnegi elde edilmistir (Resim 4,
5 A-B). Alman ornekler sitopatolojik yayma yapilarak ve thin
prep soltsyonunda patoloji laboratuvarina gonderilmistir.
Kitle lezyonlara uygulanan toplam 27 EUS-FNA materyalinin
sitopatolojik incelemesinde 14tnde (%51.8) igsi hucreler
gorulmusttir. Bunlardan 2 olguda malign davranish GIST ta-
nisina ulasilmis, 4 olguda mezenkimal ttiimor acisindan kus-
kulu sitoloji bildirilmis, kalan 8 olguda igsi hucre topluluklar:
gorulmusttr (Resim 6 A-B). Dokuz olguda hazirlanan hticre
bloklarina IHC ile CD117 boyast uygulanmis ve biri malign
GIST ve birisi kuskulu sitoloji bildirilen iki olguda pozitiflik
bildirilmistir. Malign GIST tanisina ulasilan olgularda midede
mezenkimal kitle ve perigastrik lenf nodu metastazi saptana-
rak her iki lezyona EUS-FNA uygulanmus, lenf nodlarindan
alman materyalle birlikte malign, metastatik GIST tanisina
ulastlmistir (Resim 7 A-B). Ontic olguda EUS-FNA materyali
nondiagnostik olarak rapor edilmistir. U¢ olguya bu nedenle
ikinci biyopsi uygulanmis ve iki olguda igsi hticreler gortile-
rek GIST tanisina ulasilmustir. Bu olgularla birlikte tani oran
9%59.25’e ulasmistir.

Lezyon buyukluklerine gore tani oranlarina bakildiginda lez-
yonlar 2 cm’den kucuk, 2 cm ve astu olarak iki gruba ayril-
mustir. Toplam 10 lezyonun en buytk capt 2 cm altinda olup

Resim 3. Midede GIST ile uyumlu mezenkimal lezyon. Bu alanda ~ 55x46 mm boyutlarinda, submukozal yerlesimli, lobule konturlu, homojen
hipoekoik icerisinde anekoik alanlar bulunan tiiméral kitle izlenmektedir (A). Kitle midenin muscularis propria tabakasi ile baglantilidir (B).
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bunlardan t¢ olguda igsi htcreler gortlerek taniya ulasilmis
ve EUS-FNA tani oran1 %30 bulunmustur. En buyuk cap1 2
cm ve tzeri olan toplam 17 lezyondan alinan EUS-FNA tam
orant ise %64.7 olarak saptanmistir.

EUS-FNA islemleri 19 G veya 22 G igne kullanilarak yapil-
mustir. Lezyonlarda 19 ve 22 G ile alinan orneklerde tam
oranlar1 arasinda fark saptanmamuistir. Islemler sirasinda veya
sonrasinda herhangi bir komplikasyon izlenmemistir.

TARTISMA
Resim 4. Distal 6zofagustaki mezenkimal lezyona EUS-FNA uygula- Endoskopik incelemeler sirasinda saptanan submukozal lez-
masi. yonlarin ayirict tanisinda EUS incelemesi altin standart hale

Resim 5. Kardio-6zofageal bileskede lobtile, heterojen, icerisinde kiictik anekoik ve hiperekojen odaklar iceren genel olarak hipoekoik tlimoral kit-
le izlendi. Bazi kesitlerde kitlenin muscularis propria tabakasi ile baglantili oldugu distindildu (A). Kitleye 22 G igne ile ile EUS-FNA uygulandi (B).

Resim 6. Midede yerlesmis GIST olgusunun EUS-FNA materyalinden hazirlanan hticre blogunda igsi hticrelerin varligi (A) ve fokal Cd117 pozitifligi
(B) izleniyor.
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Resim 7. Metastatik malign karekterde GIST olgusunda EUS-FNA materyalinde malign hticreler (A) ve yaygin Cd117 pozitifligi (B).

gelmistir. EUS lezyonun degerlendirilmesini ve ayni zamanda
lezyonlardan FNA ile ornek alinmasini saglamaktadir. Sub-
mukozal lezyonlarda endoskopik biyopsiler tani saglamazken
EUS-FNA ile alinan orneklerin taniya katki saglayabilecegi
dustunulmektedir.

Subepitelyal lezyonlarda ayirici tan1 yapilmasi takip ve tedavi
kararini etkilemektedir. Benign oldugu dusuntlen leimyom
gibi subepitelyal lezyonlarda biyopsi veya cerrahi gerekmeye-
bilmektedir. Buna karsin GISTlerin timunde malignite riski
bulundugu kabul edilmektedir (7). GIST olgularinn tani-
sinda kullanilan EUS ttiimortn malign potansiyeli hakkinda
bilgiler verebilmektedir. Chak ve arkadaslar1 endosonografik
olarak GIST’lerin capinin 4 cm’den buytk olmasini, hipere-
koik alanlarn varligini, lezyonun sekil veya simir duzensizli-
gini malignite potansiyelini gosteren bulgular olarak yorum-
lamislardir (8). Bu ozelliklerin birkacimin bir arada olmasi
durumunda EUS %100’e yakin duyarhlikla malign lezyon-
lan saptayabilmektedir (9). Daha once yaptigimiz calismada
ast gastrointestinal sistemdeki GISTlerin EUS incelemesin-
de tumor ¢apmin 50 mm'nin tzerinde olmasi, ekstraltimi-
nal ytizeyde kenar duzensizliginin bulunmast, ve timorlerin
anekoik ve hiperekoik alanlar iceren heterojen eko yapida
olmasmin malignite acisindan ytuksek riskli oldugunu goster-
digini saptamistik (4). Bu calismada benzer sekilde malign
GIST olarak bildirilen iki olguda tumor capt 5 cm’den bu-
yuktur ve kenar diizensizligi mevcuttur. Bu hastalarda ayrica
patolojik lenf nodlart saptanmisur. Her iki olguda ttumoral
lezyona ve eslik eden patolojik lenf nodlarina FNA uygulan-
mis ve EUS-FNA ile malign GIST tamisina ulasilmistir.

Ust gastrointestinel sistemde yerlesmis mezenkimal lezyon-
larda EUS-FNA'nin etkinligi konusu tartismahdur. Ik yaymlar
bu lezyonlarda EUS- FNA ile yuksek oranda sitopatolojik tani
saglanabilecegini gostermistir (10,11). Buna karsin Hoda ve

ark. calismasinda ortalama cap1 28 mm olan gastrik submu-
kozal lezyonlara 22 G igne ile EUS-FNA uygulamis ve %62
tani orani elde etmislerdir (12). Hoda ve ark. calismasinda
EUS-FNA ile 10 mm’den ktictik submukozal lezyonlarda tam
orant %40-50, 10-30 mm arasindaki lezyonlarda tan1 orani
9%60-70 olarak saptanmistir (12). Stelow ve ark. calismala-
rinda EUS ve EUS-FNA ile submukozal lezyonlara konan
tanilari, cerrahi uygulanan hastalardaki patolojik kesin taniy-
la karsilastirmislar ve %93 oraninda dogru tani kondugunu
gostermislerdir (13). Buna karsin EUS-FNA ile tan1 konma-
ya yeterli materyal elde edebilme oran1 %40-70 oranlarinda
kalmaktadir (13). Assef ve ark. calismalarinda submukozal
lezyonlarda EUS-FNA sonugclarini incelemisler ve tani orani
ile lezyon capi arasindaki baglantilarn arastirnuslardir. Kii-
cuk lezyonlara EUS-FNA uygulandiginda tani basar oranlari
%58.7 kadar dusmekte, 3 cm’den buytik lezyonlarda bu oran
% 80’lere kadar cikabilmektedir (14,15). Bizim calismamizda
submukozal lezyonlarin cap: 17 olguda 2 cm tzerinde olup
bu vakalarda EUS-FNA basar1 orani %64.7 olarak saptanmis-
tir. Calismamizda ortalama tumor capi yaklasik 3 ¢cm olup
lezyonlarn kuctk olmasinin EUS-FNA basart oranini azaltan
bir neden olabilecegi dustiniilmustir. Biyutk lezyonlarda tan
basar1 orani artmakta ve lezyonun malign potansiyeli dogru
tahmin edilebilmektedir. Ancak biiytk mezenkimal lezyonla-
rin malign potansiyelinin daha yuksek oldugu ve bu lezyon-
lara biopsi yapilmadan cerrahi onerilebilecegi bir gercektir.
Kucuk mezenkimal lezyonlarin ayirici tanismnin yapilmasi
tani, tedavi ve takip kararini etkileyecegi icin onemlidir. Buna
karsin kiiciik lezyonlarda EUS-FNA basar1 orami daha dustik
izlenmektedir (16).

Mezenkimal lezyonlarda EUS-FNA sirasinda ne kadar fazla
histopatolojik ornek alinabilirse tani oraninin o kadar yuk-
sek olacag: bildirilmistir. Bu amacla mezenkimal lezyonla-
rn tanisinda EUS esliginde trukut biopsi ile FNA etkinligini



karsilastiran calismalar mevcuttur. Na ve ark. calismasinda
mezenkimal lezyonlarda EUS ile trukut biopsinin tanisal du-
yarliligini FNA’dan daha yuksek saptamistir (77.8% karsin.
38.7%). Ancak trukut biopsi komplikasyon oranlart ytksek
oldugu i¢in artk EUS pratiginde nadiren kullanilmaktadir.
Na ve ark. calismasinda FNA ile GIST tanisina %68.8 vakada
ulasmustir. GIST dist subepitelyal lezyonlarda EUS-FNA ile
tan1 konma oran1 %14.3%e kadar dusmustur (17). GIST icin
uygulanan EUS-FNA’larda hastanin yasi ve lezyonun mide-
nin distal kisminda yer almast FNA basarisini olumsuz etki-
lemektedir (18). Mezenkimal lezyonlarda kor biopsi alinmast
basar1 oranlarmi artirabilmektedir. Ancak igne capr arttikca
EUS islemi sirasinda teknik zorluklar artmaktadir (19). Bizim
calismamizda trukut biyopsi uygulanmamistir. FNA islemle-
rinde kullanilan igne capr ile basar1 oranlar1 orasinda ise an-
laml bir fark bulunmamistir. Calismamizin eksikliklerinden
biri vakalarda kesin patolojik taniya ulasilmamis olmasidir.
Ancak calismanin amacit EUS-FNA ile elde edilen materyalin
yeterliligin incelenmesidir. Ayrica onsite patologun bulun-
mamasl calismanin sonuclarini etkileyen bir faktordur. On-
site patolojik inceleme islem sirasinda EUS-FNA pass sayist
artirilarak tani basarisini artirabilmektedir. Biz ilk biyopside
tantya ulasilamayan tc vakada tekrar FNA uyguladigimizda
iki olguda tan1 saglanmustir.

Ust gastrointestinal sistemdeki mezenkimal lezyonlara EUS—
FNA yapilmast konusunda bir fikir birligi yoktur. Alman-
ya'da yakin zamanda yapilan ¢cok merkezli calisma ust GIS
mezenkimal lezyonlara yaklasim konusunda farkh gortsler
olabilecegini ortaya koymustur. Yapilan anket calismasinda
42 farkli EUS merkezinin submukozal lezyonlara yaklasimi
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irdelenmistir. EUS ile ilgilenenlerin %971 GIST tanisini dog-
ru koyabilmek icin en iyi yolun doku tanisi oldugu cevabin
verirken, EUS yapan doktorlarin sadece %1871 boyle vakalara
rutin EUS-FNA yaptigini rapor etmistir. Ankete katilan he-
kimlerin %687 ise uist GIS subepitelyal lezyonlarda bazen EUS
FNA yapmaya gerek duydugunu %11 hekim ise bu lezyon-
lara FNA yapmadigin bildirmistir. GIST icin mide duvarinin
dorduncu tabakasindan koken almak, hipoekoik gortintm
ve lokasyon, GIST tanisini tahmin etmede gerekli gorilurken
CD117 negatif bile olsa EUS ozellikleri yeterli ise ve igsi hiic-
re gorilmusse GIST tanist konabilecegi gorisu bildirilmistir.
Bu nedenle ankete katilan hekimlerin %551 GIST tanisinda
EUS-FNA'nin %50’den az katk: saglayacagini dustnduginu
soylemistir. Bu calisma hekimlerin mezenkimal lezyonlara
EUS yaklasimlarinin farkh olabilecegini gostermektedir (20).
Bu durum tulkemiz icin de gecerli olup, tilkemizde EUS-FNA
yapan merkezlerin ¢ok az oldugu da goz ontne alindiginda
cogu olguya EUS-FNA uygulanmadigi gortlmektedir (4).

Gastrointestinal mezenkimal ttimorlerde EUS-FNA taniy1
%51.8 olguda destekler bulgular vermis, iki olguda malign
GIST tamsina ulasimustir. Tekrarlayan EUS-FNA ile tam
orani %59.25% ulasmistir. Ancak olgularin énemli bir kismi
opere edilmedigi icin EUS-FNA uygulamasinin mezenkimal
timorlerdeki duyarliligini hesaplamak mumkun olmamis-
tr. Klinigimizde onsite patologun bulunmamast ve biyopsi
uygulanan lezyonlarin capinin kiiciik olmasi basari oraninin
dustik olmasinda onemli bir faktor olabilir. Sonuc olarak EUS
mezenkimal lezyonlarin tamisinda tedavi oncesi uygulanmasi
gereken bir yontemdir. EUS-FNAnin taniya katkist dustik ol-
makla birlikte secilmis vakalarda gtivenle uygulanabilir.
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Colyak hastaligs; 5 yillik takip, antikor-patoloji korelasyonu

Celiac disease: 5-year follow-up antibody-pathology correlation

Nurettin TUNC!, Abdurahman SAHIN!, Sibel ORHAN? Mehmet YALNIZ!, Ulvi DEMIREL!,
Orhan Kursat POYRAZOGLU!, Ibrahim Halil BAHCECIOGLU.
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Giris ve Amac: Bu calismanin amact ¢olyak hastaligi tans ile takip edilen
hastalarin klinik, laboratuvar ve patolojik 6zelliklerinin arastinlmasidir. Ge-
re¢ ve Yontem: Klinigimizde colyak hastaligi tanisi ile takip edilen hastalar
retrospektif olarak degerlendirildi. Anti-gliadin antikor immunglobulin A,
anti-endomisyum, doku transglutaminaz immunglobulin A ve immunglo-
bulin G antikorlart kaydedildi. Hastalarin tani aninda klinik ve laboratuvar
ozellikleri patolojik Marsh siniflamasina gore gruplara ayrilarak gruplar arasi
farkliliklar saptanmaya cahisildr. Bulgular: Calismaya klinigimizde takip edi-
len toplam 174 hasta alind1. Hastalarin 107’si (%61,5) kadin, 67’si (%38,5)
erkekti. Ortalama tant yast 30,67 (min/mak:18/73)’tii. Tan1 aninda hastalarin
%24 tinde anemi, 118 hastanin 24’tinde (%20,3) vitamin B12 eksikligi, 110
hastanin 27’sinde (%24,5) folik asit eksikligi mevcuttu. D vitamini eksikligi
84 hastanin 63’tinde (%75) saptandi. Kemik mineral dansitometresi bakilan
53 hastanin %49, 1'inde (26/53) osteoporoz, %41,5'inde osteopeni (22/53)
saptandi ve %9,4'tt normaldi. Endoskopik biyopsi sonuglart Marsh sinifla-
masina gore; 17’si (%14) sif 1, 20’si (%16,5) siif 2, 71’ (%58,6) sinif 3 ve
1311 (%10,7) sinif 4 grubundaydi. Marsh 1'de sirasiyla anti-gliadin antikor
immunglobulin A, anti-endomisyum, doku transglutaminaz immunglobulin
A, doku transglutaminaz immunglobulin G pozitiflik oranlart %22.2, %50,
%54.5 ve %20 iken Marsh 4te pozitiflik oranlar sirast ile %100, %100,
%81.8 ve %87’ye cikmaktadir. Antikor pozitifliginin Marsh 1'den Marsh 4e
giderek arttigt gozlendi. Sonug: Marsh 1 hastalarinda dustik oranda antikor
pozitifligi saptanmasi bu grup hastalarin bir kisminin ¢olyak olmayabilece-
gini dustundtrmektedir. Marsh 1 saptanan olgularin kesin ¢élyak hastaligi
tanist oncesi, diger hastaliklar yontinden irdelenmesi gerekmektedir.

Anahtar kelimeler: Colyak hastaligi, Marsh skoru, antikor korelasyonu

GIRIS
Colyak hastaligi (CH) genetik olarak yatkin kisilerde gluten
alimina bagh olarak ince barsaklarda histopatolojik anormal-

likler ile karakterize, malabsorbsiyona neden olan otoimmun
bir hastalikar (1,2).

CH global olarak 100 ile 170 hastada bir kisiyi etkilemekte-
dir. Gortlme sikhg farkli cografik bolgelere gore degismek-
tedir. CH primer gelismis tlkelerde (kuzey Avrupa) gorulur.
Belirti ve bulgularinin cesitliligi nedeniyle etkilenenlerin yak-
lasik 9%80-85’i tan1 almamustir. Son zamanlarda 6zellikle eris-

Tun¢ N, Sahin A, Orhan S, et al. Celiac disease: 5-year follow-up antibody-
pathology correlation. Endoscopy Gastrointestinal 2016;24:43-46.

Background and Aims: The aim of this study is to investigate the clinical,
laboratory, and pathological findings of patients who were clinically diag-
nosed and followed with celiac disease. Materials and Methods: Patients
with a diagnosis of celiac disease who were followed in our center were eval-
uated retrospectively. Anti-gliadin immunoglobuline A, anti-endomysium,
and tissue transglutaminase immunoglobuline A and immunoglobuline G
antibodies were recorded. Clinical and laboratory characteristics of patients
at the time of diagnosis of celiac disease were studied to determine the differ-
ences between groups according to the Marsh pathological classification. Re-
sults: A total of 174 patients with celiac disease who were followed in-clin-
ic were recruited into the current study. One-hundred and seven patients
(61.5%) were female, and 67 (38.5%) were male. The mean age at the time of
diagnosis was 30.67 (min/max: 18/73). Twenty-four percent of patients had
anemia at the time of diagnosis. Vitamin B12 deficiency was found in 24 of
118 patients (20.3%). Folic acid deficiency was found in 27 of 110 patients
(24.5%). Vitamin D deficiency was found in 63 of 84 (75%) patients. Bone
mineral density measurements were available for 53 patients; 26 patients
(49.1%) had osteoporosis, 22 patients (41.5%) had osteopenia, and 9.4%
of patients had normal bone mineral densities. Endoscopic biopsy results
according to Marsh classification were as follows: 17 patients (14%) were
in class 1, 20 patients (16.5%) were in class 2, 71 (58.6%) were in class 3
and 13 (10.7%) were in class 4. While Marsh 1 Anti-gliadin immunoglobu-
line A, anti-endomysium, tissue transglutaminase immunoglobuline A, and
tissue transglutaminase immunoglobuline G = positivity rates were 22.2%,
50%, 54.5%, and 20%, respectively, in the Marsh 1 group, positivity rates
were increased to 100%, 100%, 81.8%, and 87%, respectively in the Marsh
4 group. Antibody positivity increased gradually from Marsh 1 to Marsh 4.
Conclusion: Lower rates of antibody positivity in patients with Marsh class
1 suggest that this group of patients might be misdiagnosed with Celiac dis-
ease. Celiac disease must be confirmed strictly in Marsh class I patients. This
group of patients must be examined closely before a definite diagnosis of
celiac disease is made.

Key words: Celiac disease, Marsh score, correlation of antibody

kin populasyonda ortaya cikan CH ile giderek artan siklikta
(10 kat1 kadar artis) karsilasmaktayiz (3). Farkindalik artist ve
tan1 yontemlerinin ilerlemesi CH sikliginin ozellikle sessiz ve
atipik prezente olanlarin artisina yol acmistir (4).

Kronik diyare, abdominal distansiyon, malabsorbsiyon gibi
klasik semptomlar genellikle erken yaslarda, cocukluk do-
neminde siklikla gorultirken, klasik olmayan semptomlar
ise daha ileri yaslarda goruliir. Gastrointestinal semptomlar
hafiftir veya bulunmayabilir, viicudun herhangi bir kismu ile
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ilgili semptomlar bulunabilir veyahut hicbir semptom gorul-
meyebilir. CH aktif agir malabsorbsiyon bulgular: (ishal, kilo
kaybi, gelisme geriligi) gortlebilecegi gibi, asemptomatik de
olabilir. Ancak semptomatik olanlar her zaman ishalin baskin
oldugu tipik c¢olyak semptomlan ile bagvurmayabilir. Has-
talarin yariya yakin bir kism1 anemi, osteoporoz, dermatitis
herpetiformis, norolojik problemler veya dis mine defektle-
11 gibi gastrointestinal sistem (GIS) disinda atipik bulgularla
basvurmaktadir (5,6).

Tan1 genellikle kanda antikor testleri ve intestinal biyopsi so-
nuclarmimn kombinasyonu ile konulur, spesifik genetik testler
ise tanida yardimcidir. Ancak tani her zaman kolay degildir.
Kanda otoantikor negatifligi nadir olmayip cogu hastada bar-
saklarda normal villtis yapisiyla beraber sadece minimal de-
gisiklikler vardir. Bu nedenle hastalik basladiktan sonra tani
almalari icin gecen sure yillar alabilir.

Bu calismada CH tanist koydugumuz hastalarin basvuru
anindaki klinik ve demografik ozelliklerini ortaya koymay1
amacladik.

GEREC ve YONTEM

Ocak.2010- Ocak.2016 tarihleri arasinda Firat Universitesi
Tip Fakiiltesi Gastroenteroloji poliklinigine basvuran endos-
kopik biyopsi ve/veya colyak antikorlar: (doku transglutami-
naz, anti-endomisiyum) pozitif olan ¢olyak hastaligi teshisi
konulmus olan hastalar retrospektif olarak incelendi. Hasta-
larin basvuru sirasinda yas, cinsiyet, semptom gibi demog-
rafik, epidemiyolojik, biyokimyasal, serolojik ve endoskopik
biyopsi sonuclari degerlendirildi.

Serolojik  degerlendirmede; anti-endomisiyum antikoru
(EMA) titrasyonu 10 wml, anti-gliadin antikor (AGA) titras-
yonu ve anti doku transglutaminaz antikoru (anti-tTG) 10
wml tzeri pozitif kabul edildi. Bu testlerden herhangi biri
pozitif olan hasta seroloji pozitif kabul edildi.

Histopatolojik smiflama icin Marsh siiflamasi kullanildi.
Marsh siiflamast; intraepitelyal lenfosit (IEL) artist (her 100
enterositten 30 ve daha fazla lenfosit varhigy) villoz atrofi,
kript hiperplazisi varhgina gore;

Marsh I: kript hiperplazisi ve villoz atrofi olmaksizin sadece
1EL artis1 olmasi,

Marsh II: IEL artst ve kript hiperplazisi olmasi,

Marsh III: IEL artis, kript hiperplazisi ve parsiyel villoz atrofi,

Marsh 1V: 1EL lenfosit artis1, kript hiperplazisi ve subtotal/
total villoz atrofi olmasi seklinde simiflandirildi (7).

Kemik mineral dansitometresi (KMD), T skoru: lumbar L1-
L4 duzeyinden olculmustt ve -1'in altindaki degerler normal,
-1 ile -2,5 aras1 osteopeni, -2,5'in ustit degerler osteoporoz
olarak degerlendirildi.

B, vitamin duzeyi 200 pg alundaki degerler eksiklik olarak
ve 200 ustu degerler normal olarak degerlendirildi (8).

D vitamin eksikligi yaz aylari; 20 iu alu ve kis aylarinda 10 iu
alt1 eksik olarak degerlendirildi.

Istatistiksel analiz

Tum verilerin istatiksel analizi SPSS 22.00 paket programi
kullanilarak yapildi. Sonuclar kategorik degiskenler icin yuz-
de, surekli degiskenler icin ortalama + standart sapma veya
ortanca (minimum-maksimum) olarak sunuldu. Grup oran-
larinin karsilastirilmasinda ki kare ve Fisher’s exact test kulla-
nildi. Grup ortalamalarinin karsilastirilmasinda normal dagi-
Iim gosteren degiskenler icin Student t testi, normal dagihm
gostermeyen degiskenler icin Mann-Whitney U ile Wilcoxon
isaret testleri kullanildi. Tkiden fazla grupta degiskenlerin or-
talamalan karsilastirihirken parametrik degiskenlerde ANO-
VA yontemi, nonparametrik degiskenlerde Kruskal Wallis
testi kullanldu.

BULGULAR

Calismaya klinigimizde takip edilen toplam 174 hasta alind.
Hastalarin 107’si (%61,5) kadin (K), 67’si (%38,5) erkekti
(E). Ortalama tani yast 30,67 (min/max:18/73) idi.

Tablo 1. Hastalarin demografik ve laboratuvar

ozellikleri

Ortalama  Minimum  Maximum

Yas (y1l) 30,67 18 73
Hematokrit 39,382 23,6 53,1
Hemoglobin (gr/dl) 12,950 6,3 17,7
Platelet 205,77 108 528
AST (w1) 26,16 12 58
ALT (u/) 24,04 7 139
GGT (uw) 17,56 1 172
ALP (wl) 105,95 34 493
Albtimin (gr/dl) 4,368 2,0 5,6
Vitamin B, (pg/dl) 333,54 74 1686
Folat (ng/dl) 7,52 1 24
Demir 58,74 6 182
TIBC 345,75 94 514
Ferritin 33,38 1 358
Kemik mineral

dansitometresi -2,46 -0,2 -7,6

AST: Aspartat aminotransferaz. ALT: Alanin aminotransferaz.
GGT: Gama glutamil transpeptidaz. ALP: Alkalen fosfataz. TIBC:
Total demir baglama kapasitesi.



Hastalann biyokimyasal incelemesinde ortalama glukoz:
101 (53/458) gr/dl, tre: 25,14 (7/189) gr/dl, kreatinin: 0,62
(0,3/3,6) gr/dl, aspartat aminotransferaz (AST): 26,6 (12/58)
WL, alanin aminotransferaz (ALT): 24,04 (7/139) w/L, alkalen
fosfataz (ALP): 105,9 (34/493) w/L normal sinirlarda olmakla
beraber anormal ytiksek degerlere sahip hastalarda mevcuttu.

Ortalama hemoglobin; 12,9 gr/dl (min/max: 6,3/17,7), or-
talama platelet (PLT): 295.000 (108.000/528.000) olup
tan1 aninda hastalarin yaklasik dortte birinde (%24) anemi
mevcuttu. Kadmnlarin 9%29,2’sinde (31/107), erkeklerin ise
%16’sinda (10/67) anemi saptanmusti (p>0,05). Ortalama de-
mir: 58 (min/max: 6/182) mikrogram/dl, ferritin: 33,38 (min/
max: 1/358) ng/dl olarak saptandi.

Tam aminda B, vitamin dtizeyi bakilan 118 hastanin 24'tnde
(%20,3) (E/K:11/13) vitamin B, eksikligi, 110 hastanmn
27’sinde (%24,5) folat eksikligi mevcuttu.

Tani aninda D vitamini dtizeyi calisilan 84 (K/E: 52/32) hasta-
nin 63’tinde (%75) D vitamini eksikligi saptanmis olup bun-
larin 20si (%31,7) erkek, 43’11 (%68,3) kadind1 (p<0,05).

Osteoporoz (OP) acisindan degerlendirilen 53 hastanin
%49,l'inde (26/53) OP mevcuttu. 18 erkegin 13'unde
(%72,9) ve 35 kadimin 137nde (%37,1) OP saptanmisti
(p<0,05). %41,5’inde osteopeni (22/53) ve %9,4tt normal-
di. OP D vitamini eksikligi birlikteligi acisindan OP sapta-
nan hastalarin %56 (9/16)’sinda, osteopeni olanlarin %88,2
(15/17)sinde ve KMD normal olanlarin %75 (3/4)inde D
vitamini eksikligi mevcuttu.

Colyakl hastalarimizin demografik ve laboratuvar ozellikleri
Tablo 1'de 6zetlenmistir.

Endoskopik biyopsi sonuclarina ulasilan hastalarin Marsh si-
niflamasma gore 17’si (%14) siuf 1, 20’si (%16,5) sif 2,
711 (%58,6) smuf 3 ve 131 (%10,7) simf 4 grubundaydi.
Seroloji sonuclarina ulasilabilen hastalarin pozitiflik oranla-
11; AGA immunglobulin A (IgA) 46/60 (%76), EMA 49/62
(%79), tTG IgA 71/88 (%79), tTG immunglobulin G (IgG)

Célyak: antikor-patoloji korelasyonu

47/75 (%62,6) idi. Marsh siniflamasina gore biyokimyasal ve
serolojik ozellikler Tablo 2’de ozetlenmistir.

TARTISMA

Sudheer D. Chakravarthive arkadaslar (9), Erzurum (10) ve
Sanlurfa (11) bolgesinde yapilan calismalarla uyumlu olarak
colyak hastalarimizin yas ortalamasi 30 olup, hastalik kadin-
larda erkeklere gore biraz daha sik olarak gorulmektedir.

D vitamin eksikligi c¢olyak hastalamizda oldukca yuksek
oranda bulunmustur (%75).

Hindistan calismasinda (9) %62 dustuk KMD, %18 OP ve
%46 osteopeni mevcuttu. Erkeklerin %79 unda (19/24), ka-
dinlarin %46,6’sinda (14/30) distuk KMD saptanmisti. Bizim
calismamizda vakalarn 9%90,6’sinda dustik KMD vardi; bun-
larin %49,1’inde OP, %41,5’inde osteopeni saptanmusti. Ayni
calismada D vitamini duzeyi %20,3 hastada dustk saptanmis
olup KMD ve D vitamini eksikligi arasinda anlamh bir iliski
saptanmisti. Bizim calismamizda OP ve D vitamini eksikligi
arasinda anlaml bir iliski saptanmada.

Buna karsin osteoporoz hastalarin yarisinda (%49,1) mevcut
olup erkek hastalarin %72,9'unda osteoporoz varken kadin-
larda bu oran %37,1dir (p<0,05).

B, eksikligi beklenenin aksine %20,3 gibi distik oranlar-
da bulunmustur. Buna karsin demir emilim eksikliginin de
katkida bulunmasi nedeniyle anemi hastalarin dortte birinde
saptanmustir, kadinlarda daha sik olmakla beraber erkeklere
gore istatistiki olarak anlamli bulunamada.

Endoskopik biyopsi sonuclarina ulasilan hastalarin Marsh
siniflamasina gore siniflandirilmasi neticesinde hastalarin bu-
yiik cogunlugu smuf 3 (%58,6) olup diger Marsh simiflarimin
ortalamasinin ise %10.7-16,5 arasinda oldugu saptand..

Colyak hastalign tanisinda oncelikle serolojik kan testlerine
bakilir ve duyarliliklar histolojik lezyonlar ile koreledir. Ince
barsakta minor hasara sahip hastalarda kan testleri seronega-
tif olabilir ve c¢olyak hastahig: tamist atlanabilir. Villoz atrofi

Tablo 2. Marsh simiflamasina gore serolojik ve biyokimyasal 6zellikler

AGAIgA*  EMA+ (TG IgA*
Simf-1 (17/121) 2/9 4/8 6/11
Simf-2 (20/121) 11/13 10/13 13/16
Simf-3 (71/121) 26/31 30/36 43/50
Simf-4 (13/121) 77 5/5 9/11
Total 46/60 49/62 71/88

tTG IgG ALT** AST* ALP*
2/10 15 (12-139) 22 (16-41) 55 (34-94)
9/14 21 (12-54) 22 (16-52) 81,5 (38-261)
29/43 22 (7-73) 27 (14-48) 85,5 (37-409)
7/8 22 (10-58) 24 (18-38) 114 (34-302)
47/75 21 (7-139) 25,5 (14-52) 84 (34-409)

* Pozitif hasta sayis/Toplam bakilan hasta sayisi, **Ortanca (minimum-maksimum)
AGA: Anti-gliadin antikor. IgA: Immiinglobulin A. EMA: Endomisyum antikor. tTG: Doku transglutaminaz antikoru. IgG: Immitinglo-
bulin G. ALT: Alanin aminotransferaz. AST: Aspartat aminotransferaz ALP: Alkalen fosfataz.
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bulunanlarda, anti-endomisyal (EMA) IgA antikorlar1 ¢olyak
hastaligr tanisinda %90 sensitivite, %99 spesifiteye sahiptir.
Antitransglutaminaz serolojisinin de %99 sensitivite, %90
spesifiteye sahip oldugu bildirilmesine karsin, guntmuizde
anti EMA ile benzer karakteristiklere sahip oldugu dustniil-
mektedir. Hem antitransglutaminaz hem de anti EMA; kla-
sik semptomu olan ve komple villoz atrofisi olanlarda yuk-
sek sensitivitede tanisal degere sahipken parsiyel villoz atrofi
olanlarda %30-89 pozitif olup, normal villtsleri olup minor
mukozal lezyon (duodenal lenfositoz) olanlarda ise %50°'den
azinda saptanir (12). Daha kolay bakilabildigi icin 6ncelik-
le doku transglutaminaz testi yapilmali, stiphe devam ederse
anti EMA bakilmalidir.

Calismamizda seroloji sonuclaria ulasilabilen hastalarin po-
zitiflik oranlari; AGA IgA 46/60 (%76), EMA 49/62 (%79),
tTG IgA 71/88 (%79), tTG 1gG 47/75 (%62,6) olup bu anti-
korlarin pozitiflik oranlarinin Marsh smnifi ile beraber arttig
gozlenmekteydi. Endoskopik patoloji sonuclarina gore Marsh
1 de sirasiyla AGA IgA, EMA, (TG IgA, tTG IgG pozitiflik
oranlart %22.2, %50, %54.5 ve %20 iken Marsh 4’te pozitif-
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lik oranlar sirast ile %100, %100, %81.8 ve %87’ye cikmak-
tadir. Antikor pozitifliginin Marsh 1’den Marsh 4%e giderek
yikselmesi Marsh 1'de olan hastalar bir kisminda ¢olyak
dist TEL arusi ve villoz atrofiye yol acabilen tropical sprue,
ince barsak bakteriyel asir1 ¢cogalmasi, otoimmun enteropati,
hipogamaglobulinemik sprue, ilac iliskili enteropati (olme-
sartan), Whipple hastaligi, kollajenoz sprue, Crohn hastahgy,
eozinofilik enterit, intestinal lenfoma, intestinal tiiberkuloz,
infeksiyoz enterit (giardiazis), malnitrisyon (12) gibi hasta-
Liklar ayiricr tanida dastuntlmelidir. Marsh skoru artisiyla an-
tikor pozitiflik oranlar1 artis gostermektedir.

Anemi, osteoporoz ve D vitamini eksikligi olan genc yetiskin-
lerde ¢olyak hastaligi ayiric1 tamida dustinilmelidir. Marsh 1
hastalarinda dustik oranda antikor pozitifligi saptanmast bu
grup hastalarin bir kisminin CH olmayabilecegini distundur-
mektedir. [EL artist CH disinda pek cok hastalikta da gort-
lebilen bir bulgu oldugundan patoloji sonucu Marsh 1 sap-
tanan olgularin kesin CH tanisit 6ncesi, diger olast hastaliklar
yonunden ciddi bir sekilde irdelenmesi gerekmektedir.
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Fasciola hepatica: tanisinda endoskopik retrograd kolanjiyopankreatografi: tek
merkez deneyimi

Endoscopic retrograde cholangiopancreatography for the diagnosis of Fasciola hepatica: a single-center

experience

Muhammet Yener AKPINAR, Bulent ODEMIS, Selcuk DISIBEYAZ, Erkin OZTAS, Zeki Mesut Yalin KILIC,
Ufuk Baris KUZU, Orhan COSKUN, Adem AKSOY, Vedat ERKAN, Ertugrul KAYACETIN

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

Giris ve Amac: Literattirde endoskopik retrograd kolanjiyopankreatografi
ile tanisi konulan Fasciola hepatica olgular1 daha ¢ok vaka sunumu olarak
bildirilmektedir. Calismamizin amaci klinigimizde endoskopik retrograd ko-
lanjiyopankreatografi ile tanist konan Fasciola hepatica hastalarimizin demog-
rafik, klinik ve laboratuvar ozelliklerini ortaya koymakuir. Gerec ve Yontem:
Turkiye Yiiksek lhtisas Egitim ve Arastirma Hastanesi endoskopik retrograd
kolanjiyopankreatograli tinitesinde 2007-2016 yillart arasinda endoskopik
retrograd kolanjiyopankreatografi yapilan toplam 15.785 hasta retrospektif
olarak tarand. Fasciola hepatica tamisinin endoskopik retrograd kolanjiyo-
pankreatografi esnasinda parazitin endoskopik gortlmesi ile konuldugu 17
hasta calismaya alindi. Bulgular: Calismamiza toplam 17 hasta (15 erkek, 2
kadin) alindi. Yas ortancasi 45°di. Karin agrisi hastalarin en sik izlenen bas-
vuru sikayetiydi. Hastalarda eozinofili gortilme sikligi %87 olarak bulundu.
Endoskopik retrograd kolanjiyopankreatografi esnasinda c¢ikarilan ortanca
parazit sayisi 2'di. Sonug¢: Kolestaz klinigi ile basvuran bir hastada anam-
nezde su teresi yeme oykustntn olmasi, eozinofili varlig, Fasciola hepatica
stiphesini artiran bulgulardir. Hastalarin salra yollarinda birden fazla parazit
olabilir; bu nedenle endoskopistin tek parazit ¢iktiktan sonra da dikkatli bir
sekilde safra yollarini degerlendirmesi énemlidir.

Anahtar Kelimeler: Endoskopik retrograd kolanjiyopankreatografi, Fasciola
hepatica

GIRIS

Fasioliazis, Fasciola hepatica veya Fasciola gigantica trematod-
lan tarafindan olusturulan bir enfeksiyon hastaligidir. Has-
talik tim dunyada goralur; tlkemizin de icinde oldugu bazi
bolgelerde ise endemiktir. Diinya genelinde 2,4 milyon insan
hastaliktan etkilenmektedir. Koyun, keci, sigir ve tavsan gibi
otcul hayvanlarin paraziter hastaligi olan Fasciola hepatica
kontamine su veya bitkilerin yenilmesi ile insanlara bulasir.
Parazit yaprak seklinde olup karacigere trofizm gosterir, nihai
yerlesim yeri ise biliyer sistemdir (Resim 1). Literattirde en-
doskopik retrograd kolanjiyopankreatografi (ERCP) ile tanist
konulan Fasioliazis olgular daha ¢ok vaka sunumu olarak
bildirilmektedir (1). Bu konuyla ilgili yapilan calismalar ise
siirhdir. Calismamizin amact ERCP ile tanist konan Fasci-
ola hepatica hastalarimizin demografik, klinik ve laboratuvar
ozelliklerini ortaya koymaktir.

Akpinar MY, Odemis B, Disibeyaz S, et al. Endoscopic retrograde
cholangiopancreatography for the diagnosis of Fasciola hepatica: a single-center
experience. Endoscopy Gastrointestinal 2016;24:47-50.

Background and Aims: Fasciola hepatica diagnosed with endoscopic retro-
grade cholangiopancreatography has usually been mentioned in case reports
in the literature. The aim of our study is to demonstrate the demographic,
clinical, and laboratory features of Fasciola hepatica patients diagnosed with
endoscopic retrograde cholangiopancreatography in our clinic. Material and
Methods: A total of 15.785 patients, in whom endoscopic retrograde chol-
angiopancreatography was performed at Turkiye Yiksek Ihtisas Training
and Research Hospital in 2007-2016, were screened retrospectively. Sev-
enteen patients diagnosed with Fasciola hepatica, which was seen through
endoscopic examination, were included in the study. Results: A total of 17
patients (15 males and 2 females) were included in our study. The medi-
an age was 45. Abdominal pain was the most frequent patient complaint.
The frequency of eosinophilia was 87%. The median number of parasites
extracted during endoscopic retrograde cholangiopancreatography was two.
Conclusion: Eating watercress and the presence of eosinophilia are findings
that increase the suspicion of Fasciola hepatica in a patient admitted to hos-
pital with cholestasis. The biliary tract of patients may have more than one
parasite. Therefore, it is important for the endoscopist to evaluate the biliary
tract carefully after one parasite is seen.

Key words: Endoscopic retrograde cholangiopancreatography, Fasciola he-
patica

GEREC ve YONTEM

Turkiye Yuksek Ihtisas Egitim ve Arastirma Hastanesi ERCP
tnitesinde 2007-2016 tarihleri arasinda ERCP yapilan top-
lam 15.785 hasta retrospektif olarak tarandi. ERCP esnasinda
parazitin endoskopik gorilmesi ile fasioliazis tanisi konulan
17 hasta calismaya alindi. Fasioliazis tanis1 konulan hastalarin
timune klinik, laboratuvar ve gortintileme yontemleri esas
aliarak biliyer sistem patolojisi 6n tanisiyla ERCP yapilmist1.
Fasioliazis tanisi olan hastalarin demografik, klinik ve labora-
tuvar ozelliklerine hastalarn dosyalarindan ve bilgisayar veri
tabanindan ulasildi.

BULGULAR

Calismamiza toplam 17 hasta alind1. Hastalarin 15 tanesi ka-
din 2 tanesi erkekti. Yas ortancalart 45 olup en geng hasta 9
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Resim 1. Fasciola hepatica

yasinda, en yash hasta ise 75 yasindaydi. Hastalarin basvuru
esnasinda ikamet ettikleri yerlesim yerleri incelendiginde 10
hastanin il merkezinde 7 hastanin ise ilcede ikamet ettikleri
tespit edildi. Hastalarin klinikte basvuru sikayetleri farklihk
gostermekteydi. Tam hastalarda karin agrisi vardi ve bu en
sik izlenen basvuru sikayetiydi. 4 hastada karin agrisiyla be-
raber ates varken bir hastada karin agrisiyla beraber sarilik
izlendi. ERCP oncesinde 5 hastaya endoskopik ultrasonografi
(EUS), 4 hastaya da manyetik rezonan kolanjiyopankreatog-
rafi (MRCP) yapilmisti. EUS sadece bir hastada hiperekojen,
tubuler goruntmlu ve hareketli olusum seklinde yapug: ta-
nmimlamayla Fasciola hepatica’ya en yakin taniy: verdi. Diger 4
hastada ise EUS, koledok icinde ekojenite olarak raporlandi.
MRCP uygulanan 4 hastanin sadece birinde dolum defekti
vardt; tim hastalarda koledok dilateydi (Tablo 1).

ERCP esnasinda hastalardan farkli sayilarda parazit cikarildi.
Ortanca cikarlan parazit sayisi 2 idi. Parazitlerin hepsi tas
balonu yardimiyla cikarilirken hicbir hastada basket ve pa-
piller balon dilatasyon ihtiyact olmadi. Hastalarin laboratuvar
verileri heterojendi. En dikkat ceken bulgu eozinofili olup
bir hastada 2.490 degeri elde edildi; bununla beraber ortan-
ca eozinofili degeri 575 olarak bulundu (Tablo 2). Eozinofili
17 hastanin 14 tanesinde vardi (%82). Alkalen fosfataz (ALP)
10 hastada yuksekti (%58). Gama glutamil transpeptidaz 7
hastada yiiksekti (%41). Total bilirubin 6 hastada, direk bili-
rubin ise 10 hastada ytiksekti (sirayla %35 ve %58).

TARTISMA

Fasioliazis ozellikle gelismekte olan tlkelerde gortlen parazi-
ter bir hastaliktir (2). Etkenlerden Fasciola hepatica dunyada

yaygin olarak gorultirken Fasciola gigantica daha cok tropik
bolgelerde izlenir. Enfeksiyon Merkez ve Gtiney Amerika,
Avrupa (ozellikle Portekiz, Ispanya ve Turkiye) ve Asya’da
endemiktir (3). Parazit primer olarak ot¢ul hayvanlar etkiler.
Insanlar ise rastlanusal konakur. Fasciola hepaticanin yumur-
talart hayvanlarin enfekte diskilar ile disart atihir. Yumurta-

larin canh kalabilmeleri icin sulu bir ortama ihtiyaclart var-

Tablo 1. Hastalarin demografik o6zellikleri, basvuru

sikayetleri ve hastalara uygulanan goruntuleme
yontemleri
Degisken Say1
Yas 45 (9-75)
Cinsiyet (Erkek/Kadin) 2/15
Yasadigy Yer (1/11ce) 10/7
Sikayet

Karin agrisi 17

Sarilik 1

Ates 4
Cikarilan Fasciola sayisi 2 (1-4)
Goruntiuleme

EUS

MRCP 4

EUS: Endoskopik ultrasonografi. MRCP: Manyetik rezonans
kolanjiopankreatografi.

Tablo 2. Hastalarin laboratuvar verileri

Degisken Say1

Hemoglobin (gr/dl) 12.9 (9.6-14.7)

Lokosit (x1073/ul) 8.800 (4.700-17.960)
Platelet (x1073/ul) 194.000 (129.000-420.000)
Notrofil (x1043/ul) 5.805 (1.900-9.350)
Eosinofil (x1073/ul) 575 (140-2490)

ALT (U/L) 23.5 (9-475)
AST (U/L) 25.5 (14-494)
GGT (U/L) 48.5 (13-420)
ALP (U/L) 155 (91-407)
Total bilirubin (mg/dl) 0.59 (0.39-3.43)
Direk bilirubin (mg/dl) 0.29 (0.09-3.15)
Sedimentasyon (mm/saat) 29 (12-85)

CRP (mg/L) 1.5 (0.28-29.7)

ALT: Alanin aminotransferaz. AST: Aspartat aminotransferaz.
GGT: Gama glutamil transpeptidaz. ALP: Alkalen fosfataz.
CRP: C- reaktif protein



Resim 2. Fasciola hepatica'ya bagli dolum defektinin kolanjiyogram
gorunimu.

dir. Yumurtalar icinde olusan mirasidyumlar uygun ortamda
disar cikarlar. Mirasidyum daha sonra ara konak olan tath
yumusakcalara girer. Yumusakealar icinde mirasidyumlardan
serkaryalar olusur. Serkaryalar su ytzeyinde veya su dibinde
de Kkistlesebilir ve metaserkaryalar meydana gelir. Metaser-
karya olarak adlandirila donem enfektiftir. Parazit insanlara
en stk bulas yolu su teresi yenilmesiyle veya enfekte sularin
icilmesiyle olusur (4). Kalin bagirsaga ulasan parazit siklikla
hepatik fleksuradan kolonu terk edip karacigere ulasir.

Fasciola hepatica enfeksiyonu birbirinden farkh klinik ve la-
boratuar bulgularyla karakterli iki doneme ayrilabilir (5).
Akut faz karaciger parankimi etkilenirken kronik donemde
parazitin esas yerlesim yeri biliyer sistemdir. Metaserkarya-
larnn agiz yolu ile alinmasindan yaklasik 1-3 ay sonra akut
faz ortaya cikar. Bu faz, parazitin karaciger parankiminde
ilerleyisine bagh olusan ates, sag ust karin agrisi, istahsizlik,
bulant, urtiker, eozinofili ve transaminazlarda artisla karak-
terizedir (6,7). Hemobili veya subkapstler kanama da akut
donemde nadiren gortlebilir (8). Kronik veya biliyer fazda
safra yollarina yerlesen parazit tipki tas gibi hastalarda biliyer
kolik, sarilik ve/veya kolanjit tablosu ile kendini gosterebilir.
Biliyer sisteme yerlesen parazit yilar boyu asemptomatik ola-
rak da kalabilir. Baz1 hastalarda parazit tanis1 akut pankreatit
sonrast da konulmustur (9).

Anamnez, laboratuvar ve goriintilleme yontemlerinde Fascio-
la hepatica tanisini koymak icin onemli ipuclar vardir. Hasta-
larin anamnezlerinde su teresi yeme oykuisu Fasciola hepatica
stiphesini artirir (10). Eozinofili varligr klinisyen icin dikkat

Fasciola hepatica

cekicidir. Ulger ve arkadaslarmin yapuklan cahismada eozi-
nofili sikligt %79 olarak bulunmustur (11). Bizim calisma-
mizda ise eozinofili stkligr %82 olarak izlenmistir. Gortntu-
leme yontemleri de fasioliazis tanist i¢in oldukca énemlidir.
Transabdominal ultrasonografi fasciola hepatica icin spesifik
degildir, bununla beraber safra yollarinda dilatasyon ve bazen
koledokta hiperekojen lezyonlar gorulebilir (12). Bilgisayar-
i tomografi akut fazdaki hastalar: tanimada daha duyarhdur.
Karaciger kapstultunden parankime dogru uzanan lineer hipo-
dens goruntm akut fazdaki hastalarin tipik gortntisu olarak
kabul edilir (13,14). Endoskopik ultrasonografi biliyer sistem
hastaliklar ayirici tanisinda degerli bir goranttleme yontemi
olup parazit burada kendini hareketli, hiperekojen olusum
olarak gosterebilir. EUS ve MRCP kronik fazdaki hastalarin
tanisinda daha cok fayda saglar (Resim 1) (15,16). Kronik
fazda olan hastalarda ERCP ilk tercihtir. ERCP ile hem parazi-
tin kesin tanist hem de tedavisi mimkun olur (17,18) (Resim
2,3).

Medikal tedavide ilk sirada triklabendazol yer alir. Bu ilag ilk
olarak 1986 yilinda insanlarda basariyla kullanilmaya baslan-
mustir. Kullanim sekli tek doz 10-12 mg/kg ya da 12 saat aray-
la ginde 2 doz olarak kabul edilir. Efektivitesi %80-90’larda
olan ve iyi tolere edilen bu ilacin en sik rastlanan yan etkileri
bulanti, kusma ve kann agrisidir (19). Diger medikal tedavi
secenekleri arasinda nitazoksanid, albendazol yer almaktadir.

Sonug olarak kolestaz klinigi ile basvuran bir hastada anam-
nezde su teresi yeme oyktisinun olmasi, eozinofili varlig,
EUSda biliyer sistemde hiperekojen, hareketli ve tubuler
olusumlarin gorilmesi Fasciola hepatica stiphesini artiran bul-
gulardir. Hastalarin safra yollarinda birden fazla parazit ola-
bilir; bu nedenle endoskopistin tek parazit ¢iktiktan sonra da
dikkatli bir sekilde safra yollarin1 degerlendirmesi 6nemlidir.

Resim 3. Fasciola hepatica’nin tas balonla koledoktan cikariimasi.
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Situs inversus totalisli bir hastada terapotik endoskopik retrograd

kolanjiyopankreatografi

Therapeutic endoscopic retrograde cholangiopancreatography in a patient with situs inversus totalis
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Situs inversus totalis, torasik ve abdominal organlarin ayna hayali seklinde
yer degitirmesi ile karakterize nadir konjenital bir anomalidir. Situs inver-
sus totalisli hastalarda safra kanali ekseninin degisimi nedeniyle siradan bir
endoskop ile terdpatik endoskopik retrograt kolanjiopankreatografi endos-
kopik retrograd kolanjiyopankreatografi yapmak cok daha zor olmaktadir.
Bu yazida, situs inversus totalisli bir hastada endoskopik retrograd kolan-
Jiyopankreatografi islemi olagan poziyonunda basarsiz olmasina karsin sag
lateral dekubitis pozisyonda basarili endoskopik retrograd kolanjiyopankre-
atograli islemi yapilan olguyu sunuyoruz.

Anahtar kelimeler: Situs inversus totalis, koledok tasi, ERKP, coklu metalik
stent

GIRIS

Situs inversus totalis (SIT), torasik ve abdominal organlarin
ayna hayali seklinde yer degitirmesi ile karakterize nadir kon-
jenital bir anomalidir. SIT, normal popiilasyonda insidanst
1/8.000 ile 1/25.000°'dir (1). Bu durum abdominal patoloji-
lerin tan1 ve tedavi yonetiminde zorluklara neden olabilmek-
tedir (2,3). SIT'li hastalarda i¢ organlar sag-sol seklinde ters
olduklarimdan endoskopik islemler zor olmaktadir. Bu du-
rumda endoskopik retrograt kolanjiyopankreatografi (ERKP)
isleminde teknik degisikler gerekmektedir. Bu yazida, SIT'li
bir hastada ERKP islemi olagan poziyonunda basarsiz olmasi-
na karsin sag lateral dekiibitis pozisyonda basarili ERKP isle-
mi yapilan olguyu sunuyoruz.

OLGU SUNUMU

Olgumuz 84 yasinda erkek hasta, iki hafta 6nce baslayan sir-
ta vuran epigastrik agri yakinmasi ile hastanemize basvurdu.
Aymi yakinmalar son bir yilda ara ara tekraliyormus. Hasta-
nin SIT ve 15 yil once kolelitiazis nedeniyle kolesistektomi
oykust mevcuttu. Fizik muayenesi kalp tepe vurusu sagda
olup, palpasyonla epigastrium bolgede hassasiyet disinda
normaldi. Laboratuvar incelemesinde; aspartat aminotransfe-
raz 92 U/l (<40), alanin aminotransferaz 120 U/L (<41), gama
glutamil transferaz 162 U/L (8-61), alkalen fosfataz 268 U/L

Suna N, Disibeyaz S, Kuzu UB, et al. Therapeutic endoscopic retrograde
cholangiopancreatography in a patient with situs inversus totalis. Endoscopy
Gastrointestinal 2016;24:51-52.

Situs inversus totalis is a rare congenital anomaly characterized by trans-
position of the abdominal and thoracic organs in a mirror image reversal.
Therapeutic endoscopic retrograde collangiopancreatography with a regular
endoscope is much more difficult due to the variation of the bile duct axis.
In this article, we present a case of a successful endoscopic retrograde col-
langiopancreatography in a situs inversus totalis patient in the right lateral
decubitus position rather than the regular position, in which the endoscopic
retrograde collangiopancreatography procedure was unsuccessful.

Key words: Situs inversus totalis, endoscopic retrograde collangiopancrea-
tography, bile duct stone

(40-130), amilaz 68 U/L (28-100), total bilirubin 0.75 mg/dl
(<1.2), direkt bilirubin 0.44 mg/dl (< 0.30), beyaz kan htic-
resi 6.75X10°/ul (3.7-9.7), C-reaktif protein 24 mg/dl (0-8),
eritrosit sedimentasyon hizi 13 mm/saat (0-15) saptandi ve
diger parametreler normaldi. SIT hastaligi akciger grafisi ve
abdomen ultrasonografi (USG) ile dogrulandi. Abdomen
USG'de intrahepatik safra yollar bilateral dilate idi, koledok
en genis yerinde 15 mm o6lculdii ve lumende buytgi 12 mm
olan 3-4 adet tas ekosu alind1 ve safra kesesi opere idi. ERKP
isleminde normal pozisyonda duodenoskop ile girildiginde
tim manevralara ve poziyonlara ragmen papilla gorunttlene-
medi. Daha sonra hasta sag lateral dekupit pozisyonda yatiril-
d1 ve sag tarafinda duodenoskop ile girildi (Resim 1). Papilla
vateri uzun pozisyonda bulunabildi. Koledok selektif olarak
kanulize edildi. Koledok ve intrahepatik safra yollar1 dilate
izlendi ve koledok liimeninde buytik taslar mevcuttu (Resim
2). Endoskopik sfinkterotomi yapildi. Tas balonu ve basketle
taglar ¢ikaruldi. Islem sirasinda ve sonrasinda herhangi bir
komplikasyon gelismedi.

TARTISMA

SIT, organ veya organ sistemlerinin normal lokalizasyonla-
rindan vucudun karst tarafina (normalin ayna goruntusti)
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transpoze olmast durumudur (4). SIT embriyonik orta bar-

sagin saat yonunun tersine 270° donecegi yerde, saat yonine
270° donmesi ile olusur. Bu durumda tim torasik ve abdo-
minal visseral organlar normalde olmalarn gereken lokalizas-
yonun orta hatta gore simetrik lokalizasyonuna yerlesirler.
Tamida hikaye, karin ve akciger grafisi, ultrasonografi, bil-

gisayarl tomografi ve baryumlu grafi oldukea yararhidir. Ol-

gumuzda SIT oykiist biliniyordu yine de ultrasonografi ve
akciger grafisi ile SIT dogrulandu.

Endoskoplar normal bir anatomik sisteme sahip kisiler icin
tasarlanmistir. Endoskobun acilart kendi yontne gore de-
gisir. Bu nedenle konjenital anatomik varyant veya cerrahi
ile degistirilmis gastrointestinal anatomisi olan hastalarda te-
rapotik ERKP isleminin zorlastigr bilinmektedir. Ayni sekilde
SIT’li hastalarda safra kanali ekseninin degisimi nedeniyle

siradan bir endoskop ile teropatik ERKP yapmak cok daha
zor olmaktadir. Bu hastalarda cesitli teknikler kullanilarak ya-
pilan basarili ERKP olgular bildirilmistir (5-11). SIT’li hasta-
larda anatominin sag-sol tersliginden kaynaklanan ERKPnin
teknik zorlugunu onlemek icin, hastanin sag lateral dekibit
pozisyona almma ve endoskopistin hastanin sag tarafinda

durma teknigi ile basarih ERKP yapilan iki olgu daha 6nce
bildirilmistir (12,13). Biz de olgumuzda bu teknigi kullana-
rak basarili ERKP islemini gerceklestirdik. Islem sirasinda ve
sonrasinda komplikasyon gelismedi. Sonug olarak SIT has-
talarinda bu yontemin guvenli, pratik ve ilk tercih edilmesi
gereken yontem oldugunu dustniyoruz.
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Kolanjiyokarsinom ile karisan rektirren piyojenik kolanjit

Recurrent pyogenic cholangitis involved in cholangiocarcinoma
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Rekiirren piyojenik kolanjit, sosyoekonomik ditizeyi duistik toplumlarda daha
stk gortilen, etyolojisi tam bilinmeyen fakat duistik protein icerikli beslenme,
paraziter enfestasyonlar gibi faktérlerin suclandigi, safra yolu destriiksiyonu,
strikttrler, tekrarlayan tas olusumu ve kolanjit ataklari ile seyreden ve bazen
maligniteler ile karisabilen bir hastaliktr. Bu olgu sunumunda kolanjiyokar-
sinom 6n tansi ile takip edilen ve rektrren piyojenik kolanjit oldugunu tes-
pit ettigimiz nadir rastlanan bir olguyu sunmay1 amacladik.

Anahtar kelimeler: Rektirren piyojenik kolanjit, kolanjiyokarsinom, ERCP

GIRIS

Rekirren piyojenik kolanjit (RPK), intrahepatik ve ekstra-
hepatik safra yollarinin sosyoekonomik duzeyi diisik, dogu
toplumlarinda stk gortulen fakat son zamanlarda goclerle
beraber batida da siklig1 giderek artan, tekrarlayan kolanjit
ataklan ile seyreden, safra yollarinda tas, abse formasyonu,
striktiirler ve dilatasyonlarla seyreden, etyolojisinde paraziter
enfeksiyonlarin suclandigi destriktif bir hastahgidir. Singa-
pur, Japonya ve Hong kong'da biliyer tas hastaliklarinin 9%2-
%51 RPK ile iliskilendirilir (1)

Hastalik nadiren safra yollarnn maligniteleri ile karsabilir. Bu
olgu sunumunda kolanjiyokarsinom oldugu dusuntlen fakat
takipte RPK oldugunu tespit ettigimiz nadir rastlanan bir olgu
sunumu ile RPK'y1 tekrar gozden gecirmeyi amacladik.

OLGU SUNUMU

Yetmis sekiz yasinda kadin hasta; yaklasik 2-3 yildir ara ara
sag ust kadran agrisi, ates, sarilik sebebiyle birkac kez hastane-
de yatis oykust ve en son bir y1l dnce yine benzer yakinmalar
nedeniyle basvurdugu dis merkezde kolanjiyokarsinom, akut
kolanjit on tanilar ile endoskopik retrograd kolanjiyopank-
reatografi (ERCP) yapilip koledoka 10F plastik stent takilarak
kontrole gelmek tizere taburcu edilmis. Sonrasinda kontrole
gitmeyen hasta ates, sag ust kadran agrist ve sarilik yakin-
malari ile basvurdugu dis merkezde kolanjiyokarsinom, akut
kolanjit on tanilan ile yaurilmis. Cekilen tomografide kole-

Aydin M, Suvak B, Dilger AC, et.al. Recurrent pyogenic cholangitis involved in
cholangiocarcinoma. Endoscopy Gastrointestinal 2016;24:53-54.

Recurrent pyogenic cholangitis is a disease that is more common in lower
socioeconomic groups; its etiology is not well known, but factors such as a
low-protein diet and parasitic infections are implicated. Recurrent pyogenic
cholangitis is characterized by biliary tract destruction, recurrent stone for-
mation, and cholangitis and is sometimes involved in malignancies. Here we
aimed to present a case of a preliminary diagnosis of cholangiocarcinoma;
however, we identified it in follow up as recurrent pyogenic cholangitis.

Key words: Recurrent pyogenic cholangitis, cholangiocarcinoma, endoscop-
ic retrograde cholangiopancreatography

dokta kitlesel goriintim ve stent saptanarak tarafimiza sevk
edilmis. Muayenesinde batinda yaygin hassasiyet, defans, re-
baund ve Murphy pozitifligi mevcut olan hastanin rutinlerin-
de lokosit: 17000, C-reaktif protein: 130 (N:0-5), total/direk
bilirubin:3/2,2, kanser antijen: 19-9: 61,68 (N:0-37), alkalen
fosfataz ve gama glutamil transferazda hafif yikseklik disinda
anlamh bulgu yoktu. Hastaya kolanjiyokarsinom-+akut kolan-
jit on tamilari ile ERCP yapildi. ERCP’de; papilden lumene
dogru uzanim gosteren etrafi ptly, safra camuru ve milimetrik
kalkiller ile kapli, uzunlamasina parcalanmis plastik 10 F bi-
liyer stent izlendi. Stent forseps yardimu ile parcalar halinde
cikarildi.Kontrast verilerek yapilan skopik degerlendirmede
koledokta cok sayida tas ile uyumlu imaj izlendi. Koledok
balonla sivazlandiginda bol miktarda tas, piy ve doku artig:
geldigi goruldii (Resim 1-2).

Islem oncesi cekilen magnetik rezonans kolanjiopankreatog-
rafi (MRCP) (Resim 3)’'de; “intra ve ekstrahepatik safra yollar
dilate olup liimeni dolduran multipl sayida hipointens kalkiil-safra
camuru ile uyumlu gorintiimler mevcuttur (rekiirren piyojenik ko-
lanjit?)” olarak rapor edilip RPK tanist konuldu. Takipte genel
durumu duzelen hasta kontrole gelmek tizere taburcu edildi.

TARTISMA

Rekurren piyojenik kolanjit, tekrarlayan kolanjit ataklar ile
seyreden ve intrahepatik pigment taslarinin eslik ettigi bir has-
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nabilir. Tekrar eden ataklar1 énlemek icin ERCP ile tas-debris
temizligi, strikturler icin dilatasyon ve stent uygulamalari ya-
pilabilir. Cerrahi olarak uygun olgularda sol lobektomi veya
segmentektomi ameliyatlar yapilabilir.

taliktir. Hastalik 193071arda tanimlanmis ve Hong Kong Has-
talig1, Oriental Kolanjit, Oryental Enfestasyonal Kolanjit gibi
farkh sekillerde adlandirlmistir. Genellikle genc orta yaslarda
daha stk gorultr. Beslenme bozuklugu olan sosyoekonomik

duzeyi dustuk toplumlarda daha sik gorulur (2). Etyolojide
Ascaris ve Cholonorchis sinensis gibi enfeksiyonlarin rol oyna-
dig1 dusunulmektedir (3,4). RPK olan hastalarin safra kultiir-
lerinde en sik E. coli, psodomanas, klebsiella, proteus tirleri ve
anaeroblar uremektedir (4). Pigment taslarinin incelemesinde
parazit kalinti ve yumurtalarina rastlanmasi paraziter enfek-
siyonlarin rolunu desteklemektedir. Bir diger hipotez sosyoe-
konomik duzeyi dustk, beslenme bozuklugu olan topluluk-
larda tekrarlayan portal bakteriyemilerin bu hastaliga neden
oldugudur (5). Parazitik enfeksiyonlarin safra yollarinda yap-
mis oldugu fibrozis strikturlere,safra stazina ve piyojenik ko-
lanjite yol acar. Boylece bilirubin ve kalsiyumun ¢okmesi ile
kalsiyum bilirubinat taslart olusur (6). Klinikte hastalar tek-
rarlayan ataklar halinde ates, sarilik, titreme (Charcot triadi)
gibi kolanjit semptomlar ile basvururlar. Ataklar arasindaki
sture haftalar, aylar, bazen yillar olabilir. Hastalik tedavisinde
amac varsa akut atag1 tedavi etmek, tekrarlayan ataklar on-
lemektir. Akut tedavide siv1 destegi ve antibiyotik uygulanir.
Medikal tedaviye yanit alinamayan olgularda girisimsel tedavi
yontemleri (sfinkterotomi, stent, nazobiliyer drenaj) uygula-

Resim 1. Parcalanmis etrafi tas ve puy dolu biliyer stent.
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Ozofago-gastrik multiple yabanci cisimlerin komplikasyonsuz olarak endoskopik

cikarilmasi

Endoscopic removal of multiple esophagogastric foreign bodies without complication
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Yabanci cisim yutulmas: cogunlukla pediyatrik yas grubunda gorilmekte
olup eriskin yas grubunda sik karsilasilan bir durum degildir. Vakalarda co-
gunlukla bir veya birkac adet yabaci cisim vardir. Biz disfaji nedeniyle acile
getirilen 17 yasinda sizofren erkek hastada endoskopide 6zofagus ve midede
multiple yabanci cisim saptadik. 11k ¢ikarilan cisim endoskopik olarak gorti-
ntime gore yapilan tahminden daha uzun ve kalindi.

Anahtar kelimeler: Ozofagus yabanci cisim, mide yabanci cisim, endosko-
pik ¢ikarma

GIRIS

Endoskopik girisim gerektiren aciller icerisinde yabanci cisim
yutulmasi gastrointestinal kanamalar takip eder. Cogunlukla
pediatrik yas grubunda gortilen bir durum olmasina ragmen
eriskin yasta goruldugtnde daha ciddi morbidite ve mortali-
teye sahiptir (1). Eriskin olgularda agiza alinan ignenin yanlis-
likla yutulmast, iyi ¢cignenmeden yutulan et icerisinde kalmis
hayvan kemigi takilmasi gibi durumlara ilaveten psikiyatrik
hasta poptilasyonunda gorilen ve mahkumlarda gorilen ya-
banci cisim yutmalari sayilabilir. Yutulan cismin buytklugi-
ne gore birkismi spontan olarak tahliye edilebilmekle birlikte
keskin kenarlilar, piloru gecemeyecek derecede buyiik veya
uzun olanlar sindirim kanalinda takih kalabilir. Ozofagusta
impaksiyon; yabanci cisme ait takilma hissi, odinofaji ve dis-
faji ile prezante olabilirken, midedeki impaksiyonlar epigas-
tik agr1 yapabilir. Biz acil servise disfaji sikayeti ile getirilen 17
yasindaki sizofren olguyu sunmak istedik.

OLGU SUNUMU

17 yasinda erkek sizofreni hastast acil poliklinige, bakim evi
yetkililerince, yeni baslayan disfaji ile getirildi. Daha 6nceden
ayni hastanin cocuk cerrahi klinigi tarafindan meyve bicag
dahil multiple yabanci cisim ¢ikarilma oykust vardi. Direkt
grafide radyoopak bir cisim gorunttsi alinmamasina rag-
men acil endoskopiye alindi. Ozofagus lumeninde endosko-
pun distale gecisine engel olan, lumeni dolduran, uzunlugu
tahmin edilemeyen plastik bir cisim izlendi. Yabanci cisim
forsepsi ile tutuldugunda ileri gitmiyor agiza dogru cekilebili-

Coskun S. Endoscopic removal of multiple esophagogastric foreign bodies without
complication. Endoscopy Gastrointestinal 2016;24:55-56.

Foreign body ingestion is more common in children than in adults. Cases
present with one or a few objects in the digestive tract. We detected multiple
foreign bodies in the esophagus and stomach of a 17-year-old schizophrenic
patient by endoscopy. The first foreign body was longer and larger than it
appeared when viewed endoscopically.

Key words: Esophageal foreign body, gastric foreign body, endoscopic re-
moval

yordu. Boyun geriye ekstansiyona alinarak bogazdan zorlukla
agiza cekildi. Agizliktan gecemeyecek derecede buytk olan
cisim agizlik cikanldiktan sonra el ile agizdan alindiginda 2
cm genisliginde 15 cm uzunlugunda tuvalet kagidi tutacag
oldugu anlasildi. Olguya tekrar tekrar girisler yapilarak 8 adet
yabanci cisim ¢ikarldi. Birinci islemde tuvalet kagidi tutaca-
g1, tuvalet firca sapi, cay kasigi, corap, kaucuk materyal ve
plastik cubuklar cikarildi. Sindirilmemis gida artklarmdan
dolay1 ve islemler uzadigi icin olgunun midesinin yabanci ci-
simlerden tamamen temizlenmesi icin ilave iki endoskopi se-
ansina daha gereksinim duyuldu. Ikinci seansta 12 ve t¢tinctt
seanslarda 13 parca yabanci cisimler c¢ikarldi. Cikarilan ci-
simler arasinda dis fircast, kursun kalem, elbise askisi parcasi,
sigara izmariti, pipet, tahta parcalari, tuvalet firca sap1 ve tu-
valet kagidi tutacag: gibi nesneler vardi (Resim 1-4).

TARTISMA

Yabanci cisimler sindirim kanalini spontan terkedebilecegi
gibi, impaksiyon, obstritksiyon, perforasyon ve fistilizasyo-
na neden olabilirler. Hastalar genellikle cocukluk caginda
olmakla birlikte daha nadiren eriskin yasta gortilmektedir.
Tan1 anamnez ve uygun gorunttleme yontemleri ile konul-
duktan sonra ctkarma islemi spontan pasaja birakma, endos-
kopik veya acik cerrahi ile ¢ikarma seklinde olabilir. Radyo-
lojik goruntiileme yontemlerinden duz grafi ile saptama oram
%88 civarindadir (2). Cam, plastik, kumas, ahsap cisimler,
balik kil¢igr ve tavuk kemigi direkt grafide gorulemeyebilir.
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Yutulan yabanci cisimlerin %80-90"1 spontan cikabilmekte
olup, %10-20 olguda endoskopik cikarim gerekliyken yal-
nizca %1’den az olguda cerrahi cikarim gerekir (3). Radyoo-
pak olup, kenar1 keskin olmayan kuctk yabanci cisimler 4-6
gunde bir cekilecek direkt grafiler ile girisimsiz takip edile-
bilir (4). 2 cm’den genis ve 10 cm’den uzun nesneler piloru
gecemeyecegi icin endoskopik cikarilma gereklidir (5). Ucu
sivri cisimlerin ¢ikarimi esnasinda forseps ile sivri olmayan
diger kisimdan tutulup cikarmak veya overtube kullanmak
perforasyon ihtimalini azaltabilir. Cisim cikarilma esnasinda
st ozofagus sfinkteri diizeyinde forsepsten kurtulma olasili-
gina karsin bu bolgeden gecis esnasinda kontraksiyonsuz bir
donem gozetilebilir. Yine de bu bolgede forsepsten kurtulan

hayat

Resim 1. ilk seansta cikarilabilen yabanci cisimler.

Resim 2. Ozofagus llimeninde yabanci cisim (tuvalet kagidi tuta-
cagi)
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Resim 3. Mide |timeninde yabanci cisimler.

Resim 4. Son seansta cikarilan yabanci cisimler (ortadaki 20cc’lik
enjektér boyut kiyasl icin konulmustur)

cisimlerin trakeaya kacma riski olabilir. Trakeaya komsu bu
bolgede kalin cisimlerin forsepsten kurtulmast ile trakeaya dis
bast yapip solunum yolunu daraltmaktan endise edilir. Bizim
olgumuzda tuvalet fircast sap1 buradan gegisi esnasinda for-
sepsten kurtulmus ve ¢ikarilana dek 5-10 dakika kadar trakea
ile ozofagus ayrimi bolgesinde durmustur. Ancak trakeanin
kartilaj yapist solunum yolunun kapanmasina engel olmus ve
hastamizda saturasyonda dusme olmamuistir. Boyle bir sorun
ile karsilasilmamas: icin overtube kullanmak bir alternatif
olsa da kalin cisimler standart overtube icine alinamaz.

Sonug olarak yabanci cisim yutma ile gelen olgularda cerrahi
girisime hastay1 vermemek icin caba sarfedilmeli ve ne kadar
buytik olursa olsun agiz yolu ile giren bir cismin yine agiz
yolu ile cikarilmasi denenmelidir.
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Intramural hematoma of the esophagus caused by fish bone ingestion

Balik kilgigina bagh 6zofagus intramural hematomu

Sehmus OLMEZ!, Ufuk AVCIOGLU?, Bunyamin SARITAS?, Ilyas TENLIK*

'Department of Gastroenterology, Adana Numune Research and Training Hospital, Adana, Turkey

“Department of Gastroenterology, Koru Hospital, Ankara, Turkey
*Department of Gastroenterology, Elazig Medical Park Hospital, Elazig, Turkey
*Department of Gastroenterology, Turkiye Yiiksek Ihtisas Hospital, Ankara, Turkey

Intramural hematoma of the esophagus is a rare and benign-course clinical
entity, exhibiting chest pain (84%), odynophagia or dysphagia (59%), and
hematemesis (56%) as the most common symptoms. There are a few re-
ports of intramural esophageal hematoma caused due to ingestion of a fish
bone; here, we report one such very rare case of intramural hematoma of the
esophagus caused by fish bone ingestion.

Key words: Fish bone, intramural hematoma, esophagus

INTRODUCTION

Intramural hematoma of the esophagus (IHE) is a rare and
benign clinical entity. The most common symptoms of IHE
are chest pain (84%), odynophagia or dysphagia (59%), and
hematemesis (56%) (1, 2). There are a few reports of intra-
mural esophageal hematoma caused by fish bone ingestion
(3, 4), and herein, we also report a very rare case of IHE
caused by fish bone ingestion.

CASE REPORT

A 49-year-old woman with hematemesis presented to the
emergency department the day after eating fish. An urgent
endoscopy showed a submucosal hematoma in the esoph-
agus, extending from the upper esophageal sphincter to 25
cm distal to the incisors (Figure-1) with hematinized blood
in the stomach. The patient underwent conservative manage-
ment (e.g., cessation of oral intake, intravenous hydration,
and proton pump inhibitor and sucralfate therapy). A control
endoscopy after approximately 1 month showed a normal

Olmez S, Avaoglu U, Santas B, et al. Intramural hematoma of the esophagus
caused by fish bone ingestion. Endoscopy Gastrointestinal 2016;24:57-58.

Ozolagus intramural hematomu nadir gortlen ve benign seyirli bir klinik
durumdur. En sik goriilen semptomlar gogts agrist (%84), odinofaji veya
disfaji (%59) ve hematemezdir (%56). Balik kilgigina bagh 6zofagus hema-
tomu nadir bildirilmistir. Brada balik kilcigina bagh oldukca nadir gértlen
bir vakay: sunacagiz.

Anahtar kelimeler: Balik kil¢igi, intramural hematom, 6zofagus

esophagus, and biopsies were taken from the esophagus to
eliminate the possibility of eosinophilic esophagitis, which
was not detected in the biopsy.

DISCUSSION

Depending on its etiology, IHE is classified into idiopathic
and traumatic types. The traumatic type is caused by a direct
wound in the esophagus by a foreign object or other trauma
such as external injuries, cardiac massage, or endoscopic in-
jection sclerotherapy (1). Most ingested foreign bodies can
pass through the gastrointestinal tract spontaneously (5). IHE
can also be caused by eosinophilic esophagitis (6). We believe
that in our case, the hematoma was a result of a traumatic
condition related to fish bone ingestion, as there was no other
condition causing a hematoma.

In conclusion, IHE is a rare disorder with different etiologies.
However, our case shows that an IHE can occur due to inges-
tion of a foreign body such as a fish bone.
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Figure 1. Endoscopic view of hematoma extending from the upper esophageal sphincter to 25 cm distal to the incisors. A. Endoscopic appearance
of esophageal hematoma. B. Dissected site in the esophageal hematoma.
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