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Hodgkin ve Non-Hodgkin Lenfoma tanili hastalarda nétrofil/lenfosit
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trombosit hacminin prognostik 6nemi

Mesut GOCER* @ , Erdal KURTOGLU
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Abstract

Aim: We aimed to show whether easily accessible NLR, PLR, PNR and MPV values can be used as prognostic markers in
lymphoma subtypes and whether they can contribute to existing prognostic scoring systems.

Material and Methods: The records of all ymphoma patients between 2005-2019 were reviewed retrospectively. NLR,
PLR, PNRand MPV values at the time of diagnosis were compared with Progression-Free Survival (PFS) and Overall Survival
(OS) durations.

Results: PLR and NLR values in Marginal Zone Lymphoma (MZL) and PNR and MPV values in Diffuse Large B-cell
Lymphoma (DLBCL) were found to be associated with prognosis and to have a direct effect on PFS and OS. Except for
these parameters, we found that lactate dehydrogenase (LDH), MPV, age, stage and histological subtype had an effect on
prognosis for all patients.

Conclusion: It has been concluded that PLR and NLR can be used as prognostic factors in MZL, whereas PNR and MPV
can be used as prognostic factors in DLBCL, and that these values can be used as easily accessible methods in disease
prognosis scores.
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Introduction

Lymphomas are clinically and pathologically heterogeneous,
clonal lymphoproliferative malignancies that usually originate
from B cells [1]. Although various classification systems have
been used to date, the World Health Organization classification
of lymphoid neoplasms system, which was recently revised in
2016, is being used [2]. Known prognostic markers should be
sought according to the lymphoma subtype of each patient
whose diagnosis is confirmed. Prognosis scores (R-IPI, MIPI,
IPS, FLIPI) developed for some common subtypes are used.
The determination of prognosis helps to determine treatment
management strategies such as choosing the best therapeutic
treatment for the patient, predicting early relapse that may
develop, and increasing stem cell transplantation plans. All
these studies are also insufficient in predicting response
to treatment [3]. There is a need for new easily accessible
prognostic factors at this stage.

Peripheral blood leukocytosis, neutrophilia, lymphopenia and
thrombocytosis may be seen in systemic inflammation. Many
diseases such as cardiovascular diseases, cirrhosis and bipolar
disorders have been shown to be associated with chronic
inflammation [4, 5]. From this point of view, it is suggested that
the values and ratios (NLR: neutrophil-lymphocyte ratio, PLR:
platelet-lymphocyte ratio, PNR: platelet-neutrophil ratio), which
can be determined by fast and easily accessible full blood count,
can be used as a marker of systemic inflammatory response
and can be used to determine the prognosis of some diseases
[6, 7]. There are many studies showing that it can be used as a
prognostic marker in solid organ tumors such as breast, lung,
hepatocellular, stomach, ovary and colorectal cancer [6, 8-12].
MPV (Mean Platelet Volume) is a parameter that increases in
response to stress and is an indicator of platelet activation and

Anahtar kelimeler: lenfoma; prognoz skoru, pnr; mpv; pfs; os
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Amag: Kolay ulasilabilir NLR, PLR, PNR ve MPV degerlerinin lenfoma alt tiplerinde prognostik belirte¢ olarak kullanilip
kullanilamayacagini ve mevcut prognostik skorlama sistemlerine ek katki saglayip saglayamayacagdini gostermeyi amacladik.
Gereg ve Yontemler: 2005-2019 tarihleri arasinda ki tim lenfoma hastalarinin kayitlari retrospektif olarak incelenmistir.
Tanianinda ki NLR, PLR, PNR ve MPV degerleri ile PFS ve OS sureleri karsilastiriimistir.

Bulgular: Marjinal zone lenfomada PLR ve NLR degerleri ve DBBHLda da PNR ve MPV degerlerinin prognoz ile iliskili
oldugu, PFS ve OS lizerine dogrudan etkisi oldugu saptandi. Bu parametreler disinda tim hasta grubu icin LDH, MPV, yas,
evre ve histolojik alt tipin prognoz lizerinde etkili oldugunu saptadik.

Sonuglar: Sonuc olarak PLR ve NLR Marjinal Zone lenfomada, PNR ve MPV'de DBBHL da prognostik faktor olarak kullanabilir.
Hastalik prognoz skorlarinda kolay ulasilabilir yontemler olarak yerlerini alabilirler.

function[13]. It has been shown to be used as a prognostic
markerinendometrial cancer[14].Inadditiontoall these studies,
there are few studies in patients with Hodgkin Lymphoma,
Follicular Lymphoma and Diffuse Large B-cell Lymphoma [15-
19]. In this study, we aimed to show whether NLR, PLR, PNR
and MPV values can be used as prognostic markers in different
lymphoma types as well as to show whether it can contribute to
existing prognostic scoring systems.

Material and Methods

This study was performed retrospectively from the medical
records of patients who were followed up and treated for
lymphoma (HL and NHL) in Antalya Training and Research
Hospital. The records of all lymphoma patients between 2005-
2019 were examined (n: 539). Because of the lack of hemogram
values of 21 patients at the time of diagnosis, these patients
were excluded and a total of 518 patients were included to the
study. Demographic characteristics, histological subtypes, B
symptom, stage, laboratory results, prognosis score according
to histological subtype and disease status and life status were
examined at diagnosis.

This study was approved by the Antalya Research and Training
Hospital Clinical Research Ethics Committee dated 28.03.2019
and No 10/4. All procedures were carried out in accordance
with the 2013 Helsinki Declaration.

Statistical Analysis

Descriptivevaluesoftheobtaineddatawerecalculatedasmean,
SD median, minimum-maximum, number and % frequencies.
The suitability of the data for normal distribution according to
the groups examined was examined by Kolmogorov-Smirnov
test. The relationships between the two categorical features
were examined by Pearson Chi-square test or Fisher Exact
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test, and changes in numerical properties were examined
by independent samples t-test for normal distributed data,
and Mann Whitney-U test for normal distribution. The
relationship between prognosis development and ex-status
and NLR, PLR, PNR and MPV measurements were examined
with ROC curve and if significant correlation was found, the
appropriate estimation value was found. Estimation was not
calculated in non-significant relationships. OS and PFS times
were compared with Log-Rank test and Kaplan Meier graph
was plotted for each estimated value. The factors affecting OS
and PFS durations were examined by multiple Cox regression
model. SPSS 22.0 program was used in the calculations and
statistical significance level was taken as P <0.05.

Results

518 lymphoma patients were included in the study. 227 of the
patients were Diffuse Large B cell Lymphoma, 97 were Hodgkin
Lymphoma, 68 were Follicular Lymphoma, 48 were Marginal
Zone Lymphoma, 27 were Mantle Cell Lymphoma, and 51 were
other Non-Hodgkin Lymphomas. The median age at the time
of diagnosis was 59(18-88). 221 patients (42%) were female.
The appropriate predictive value for NLR, PLR, PNR and MPV
parameters in each diagnostic group and in all patients was
investigated by ROC analysis. For NLR and PLR parameters, only
significant results were obtained in ROC analysis in Marginal
Zone Lymphoma subgroup (P=0.045 for NLR area under the
curve [AUC] value: 0.690, 95% confidence interval [CI]0.526-
0.854) and P=0.047 for PLR AUC value 0.688, 95% Cl 0.516-
0.860). There were no significant results for NLR and PLR in the
other subgroups and in the whole patient group. Estimations
were calculated as 1.86 for NLR and 148.95 for PLR.

For the PNR parameter, only significant predictive level was
found in the DLBCL subgroup (41.64, P=0.018 AUC value 0.405,
95% Cl 0.326-0.485). ROC analysis for MPV parameter revealed
significant but different predictive valuesin the DLBCL subgroup
(P=0.036 AUC value 0.584,95% Cl0.505-0.663) and in all patients
group (P=0.001 AUC value 0.596, 95% Cl 0.543.60.648).

Table 1 shows the comparison of demographic and laboratory
results according to the predicted PNR and MPV values in
the diagnosis subtypes of DLBCL patients. According to the
table, gender distribution showed a significant difference in
terms of PNR estimation value (P=0.027). In the group with
PNR<41.65, males were found to be significantly higher. When
the distribution of the stages according to PNR estimation
value was examined, it was found that the rate of patients with
stage 3-4 was significantly higher in the group with PNR<41.65
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(P=0.003). The presence of B symptoms was significantly higher
in the group with PNR<41.65 (P=0.023). The proportion of
patients with low prognosis score was found to be significantly
higher in the group with PNR>41.65 (P=0.001). Both age and
LDH levels were significantly higher in patients with PNR<41.65
(P=0.003 and P=0.001). In contrast, the presence of Bulky lesion
and hemoglobin mean values were not significantly different in
patients with PNR 41.65 or higher (P=0.715 and P=0.608).

When the patients with DLBCL were examined according to the
MPV estimation value, the distribution of those with normal
platelet levels was found to be significantly higher in the group
with PNR<10.2 (P=0.017). In addition, the frequency of patients
without progression was higher in the group with MPV<10.2 or
less (P=0.040). In terms of other demographic and laboratory
measurements, no significant difference was found between
those below and above the MPV estimation value (Table 1).

Table 2 shows the comparison of demographic and laboratory
results according to the predictive values of PLR and NLR in the
marginal group. When the table was examined, Bulky absence
was found to be significantly more frequent in the group with
a PLR estimation of less than 148.94 (P=0.003). The frequency
of those with high lymphocyte levels was significantly higher
in the low PLR group, whereas the frequency of those with
normal platelet levels was significantly higher in the PLR
group (P=0.001 and P=0.009).

It was seen that the female ratio was higher in the NLR group
(P=0.009).The ratio of patients with high levels of ymphocytes
was higherin the group with low NLR value (P=0.001). Absence
of bone marrow involvement was higher in the group with
high NLR levels (P=0.020). However, the incidence of non-
progression was higher in the group with low NLR (P=0.028)
and significantly higher in the group with high NLR (P=0.040).
The relationship between both PLR and NLR levels with other
measurements was not significant (Table 2).

The comparison of demographic and laboratory results
according to MPV estimation value which is significant for
evaluation in the whole patient group without differentiating
according to diagnostic subtypes is given in Table 3. Significant
differences in neutrophil and platelet distribution were
observed among individuals below and above MPV estimation
(P=0.011 and P=0.001). Accordingly, the ratio of patients
with both neutrophil and platelet levels was found to be
significantly higher in the MPV predictive value group 9.9 and
below. It was found that there was no correlation between the
high prognosis scores calculated especially for the subgroups
and the MPV estimation value of the other results.
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When the results of PFS and OS duration according to PNR
estimation value determined by ROCanalysis for DLBCL patients
were examined, PFS and OS were found to be significantly
longer in those above the predictive value (P=0.001&P=0.001).
Kaplan Meier graphs are given in Figure 1A and 1B.

Survival Functions
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Figure-1A. PFS analysis according to PNR estimation in DLBCL
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Figure-1B. OS analysis according to PNR estimation in DLBCL

When the results of PFS and OS duration according to MPV
estimation value determined by ROC analysis for DLBCL
patients were examined, there was no significant difference
in PFS between MPV>10.2 and <10.2 (P=0.196), whereas OS
was significantly shorter in patients with MPV>10.2 (P=0.048).

Kaplan Meier graphs are given in Figure 2A and 2B.
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Figure-2A. PFS analysis according to MPV estimation in DLBCL
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Figure-2B. OS analysis according to MPV estimation in DLBCL

When the diagnoses were evaluated separately, the predictive
values of NLR and PLR were obtained only for the MZL
subgroup. NLR and PLR ratio were classified according to this
value and PFS and OS durations were compared. When the
results were examined, no significant difference was found in
terms of PFS for NLR>1.86 and <1.86 (P=0.174). On the other
hand, OS was found to be significantly shorter in patients
<1.86 (P=0.049). There was no significant difference in PLR in
terms of> 148.95 and <148.95 PFS (P=0.432). But it was found
that OS was significantly longer in subjects who had a value
below the estimation (P=0.045). Kaplan Meier graphs are
given in Figure 3A, 3B, 4A and 4B.

All patients were classified according to the ROC curve and
the predictive value of MPV and compared for PFS and OS
durations. It was determined that there was no significant
difference in terms of PFS and OS duration in subjects with
MPV values below and above 9.9 (P=0.362&P=0.070).
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The effects of each of the factors such as gender, age,
disease subtype, stage, symptom b, hemoglobin, platelet,
lymphocyte, MPV, LDH, and bulky lesion presence were
examined individually and uncorrected hazard ratio values
were found. Factors without significant effect in these analyzes
were not included in the multivariate Cox regression model.
Others were modeled together to obtain corrected hazard
ratio values. When the results were examined, it was observed
that the risk of death increased 1.052 times significantly as
age increased 1 year (p = 0.001). The risk of death was found
to be 0.519 times lower in patients with follicular diagnosis
than those with DLBCL (P=0.030). It was seen that the risk of
death increased by 2,331 times compared to those with stage
level 3-4 (P=0.001). When LDH level increased by 1 unit, it was
found that the prognosis development increased by 1,001
times (P=0.001). When MPV level increased by 1 unit, the risk
of death increased by 1,138 times (P=0.030). Apart from these
factors, the presence or absence of symptom B does not have
a different effect on survival. Again, it was seen that increase
or decrease in hemoglobin, platelet and lymphocyte levels did
not significantly affect survival.

Discussion

This study is the first in the literature because it evaluates
all lymphoma patients and subtypes separately and also
investigates parameters such as NLR, PLR, PNR and MPV in a
single study. There are various prognosis scores (R-IPI, MIPI,
IPS, FLIPI) used in lymphoma subtypes. Prognosis scores
consist of parameters such as age, hemoglobin level, stage
and LDH level. When evaluated comparatively with OS and
PFS, we found that the parameters we studied may be part of
prognosis scores in some subtypes.
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Inflammation is known to play a role in the development
of many cancers and has an impact on disease progression,
angiogenesis and treatment resistance [20-22]. The result of
this is that inflammation affects OS in patients. Neutrophils are
important markers of inflammatory response. They increase in
response to inflammation in cancer. While platelets increase
with neutrophils, there is a suppression of lymphocytes
responsible for immune response [23]. It was thought that
NLR can be used as a prognostic marker from this relationship
and many studies have been conducted. Studies other than
solid organ tumors for the effect of NLR on PFS and OS are
usually of the subtypes of DLBCL [16, 19, 24]. The effect of
NLR on MZL has never been studied. In our study, we found
that having NLR>1.86 significantly shortened OS although
not associated with PFS. Although not in lymphoma patients,
Kelkitli et al. showed that the relationship between NLR height
and decreased PFS and OS in MM patients [25]. The prognostic
value of NLR was also investigated in many solid organ tumors
and positive results were obtained [8-10]. In our study, we
found that NLR was insufficient to show PFS and OS in patients
with other subtypes except MZL. There are different results
in this regard in the literature. Wang et al. found that NLR
elevation was not associated with PFS, but was associated with
OS in patients with DLBCL [19]. In studies conducted by Ho et
al. including DLBCL studies and Romano et al. including HL
studies, they showed that NLR was unrelated to PFS and OS[24,
26]. The results of these two studies are parallel to our study.

Studies on PLR are not as common as NLR. In our study, we
found that having PLR>148.95 significantly shortened OS
even though it was not only associated with PFS in MZL. Seo
et al. found a significant relationship with PFS in their study
with MZL, but there was no data about OS in this study [27].
Reddy et al. found significant results between 2-year PFS and
PLR in HL patients and no information was given about OS
[18]. In addition to these studies, Ni et al. found that PLR had a
significant relationship with PFS in DLBCL, but not with OS [28].

In our study, in the analysis for PNR, PFS and OS were seem to
be significantly shorter in those with PNR<41.64 in the DLBCL
subtype. Platelets and neutrophils are cells that are expected
to increase in inflammation. The prognostic significance of the
rates ofincreasein this rate was investigated. However, it should
be kept in mind that the disease may be thrombocytopenia
due to bone marrow involvement. It is known that bone
marrow involvement in lymphoma patients is considered to
be stage-4 and is associated with poor prognosis. In our study,
bone marrow involvement was found to be significantly higher



in the group with PNR<41.64 (P=0.004). There are no studies
related to prognosis associated with PNR in the literature.
Mercier and Voutsadakis found PNLR to be significantly
associated with PFS and OS in their study of colorectal cancer
[29]. Choi et al. found that thrombocytopenia is associated
with low PFS and OS in peripheral T cell ymphoma [30]. In our
study, platelet levels of those with PNR<41.64 were found to
be significantly lower than those with PNR> 41.64.

MPV value increases in response to stress [13]. The increase
in stress has suggested us that it can be used as a prognostic
marker in newly diagnosed lymphomas. In our study, we
found OS to be significantly shorter in patients with DLBCL
with MPV>10.2. We could not find any relationship between
PFS and MPV. When all patients were evaluated as a whole,
no significant correlation was found between the predictive
value for MPV and PFS and OS. However, when we look at
5-year survival, it is seen that 1 unit increase in MPV value was
found to cause 1,138-fold increase in mortality risk. In a study
by Zhou et al., it was found that MPV was associated with OS in
parallel with our study in patients with DLBCL diagnosis [18].
Rupa-Matysek et al. showed that VTE also increased due to the
increase in MPV, but OS regressed significantly [31].

The weakness of the study is that it is monocentric and
includes very few patients, especially subtypes such as
CNS lymphoma and T-cell lymphoma. Multinational and
multicenter simultaneous study will have more meaningful
results. In addition, there is no common predictive value for
the parameters we investigate. Each retrospective study has
its own value and it is very difficult to standardize them. A
recent study showed that values such as NLR and PLR may
vary according to age [32]. This makes it difficult to determine
a common value for all patients.

Conclusion

It has been concluded that PLR and NLR can be used as
prognostic factors in MZL, whereas PNR and MPV can be used
as prognostic factors in DLBCL, and that these values can be
used as easily accessible methods in disease prognosis scores.
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Anesteziyoloji ve reanimasyon yogun bakim linitesinde yatan hastalarda
gelisen kateter iliskili tiriner sistem infeksiyonlarinin irdelenmesi

Investigation of catheter-related urinary tract infections in intensive care
unit patients of anesthesiology and reanimation
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Amag: Bu calismanin amaci, Ankara Egitim ve Arastirma Hastanesi, Anesteziyoloji ve Reanimasyon yogun bakim tnitesinde
yatan hastalarda gelisen kateter iliskili Griner sistem infeksiyonlarinin hizlarinin ve infeksiyon etkenlerinin retrospektif
degerlendirilmesidir.

Gereg¢ ve Yontemler: Calismaya, 1 Ocak 2018-31 Aralik 2019 tarihleri arasinda Anesteziyoloji ve Reanimasyon yogun
bakim Unitesi (ARYBU)'nde yatan ve kateter iliskili Griner sistem infeksiyonu tanisi konulan hastalar dahil edildi. Hasta
verileri enfeksiyon kontrol hemsirelerinin glnlik vizitleri ve enfeksiyon hastaliklarinin gtinliik konsiltasyon kayitlarindan
ve Ulusal Hastane Enfeksiyonlari Siirveyans Agi INFLINE programi verilerinden, laboratuvar verileri ise Mikrobiyoloji
laboratuarindan elde edildi. Hastalarin demografik verileri, Uriner kateterle iliskili enfeksiyonlari, enfeksiyon etkenleri,
hastalardaki komorbid durumlarin varligi kaydedildi.

Bulgular: Anesteziyoloji ve Reanimasyon yogun bakim unitesinde iki yillik siirede 17910 hasta gliniinde 1243 hasta
takip edilmisti. Hastalarin triner kateter giinii 17470 giin idi. Calismanin yapildigi dénemde toplam 85 hastaya 116 Ki-USI
tanisi konuldu. Uriner kateter kullanim orani 0.97, kateterle iliskili triner sistem infeksiyonu hizi (Ki-USI) ise 6.63 olarak
saptandi. 2019 yil Saglik Bakanhgi Egitim ve Arastirma Hastaneleri ARYBU'lerinin siirveyans verileri ile karsilastirildiginda;
hastanemizin ARYBU riner kateter kullanim oraninin %25 persentil ile uyumlu oldugu, Ki-USE hizinin ise %90 persentilin
Uzerinde oldugu saptandi.Hastalarin 47 (% 55)'si kadin, 38 (%45)'i erkek, yas median degeri 66 idi. Hastalarin timinde
Uriner kateter mevcuttu. Hastalarda goriilen komorbid hastaliklar; 44 (%51.8) hastada norolojik hastalik (serebrovaskuler
olay, demans vb.), 40 (%47.1) hastada hipertansiyon, 28 (%32.9) hastada diyabetes mellitus, 20 (%23.5) hastada KOAH ve
iki (%2.4) hastada kronik bobrek hastaligi olarak belirlendi. Hastalarin 72 (%84.7)'si entlbe idi ve 19 (%22.4)'unda dekubit
tilseri mevcuttu. Ki-USi etkenlerinin dagilimi incelendiginde 27 (%31.8) hastada birden fazla etkenin izole edildigi gériildi.
Uriner sistem etkenleri 18 (%21.2) hastada Klebsiella tiirleri (spp.), 10 (%11.8) hastada Escherichia coli, dokuz (%10.6)
hastada Enterococcus spp.,sekiz (%9.4) hastada Pseudomonas spp., yedi (%8.2) hastada Proteus spp., dort (%4.7) hastada
Acinetobacter spp., bir (%1.2) hastada Staphylococcus aureus ve bir (%1.2) hastada Enterobacter spp. olarak belirlendi. Ki-
USi saptanan 85 hastanin 19'unda kan kiiltiiriinde de ayni etken izole edildi. Kan kiiltiiriinden en sik izole edilen etkenler
sirastyla; alti olguda birden fazla etken, yedi Klebsiella spp., iki E. coli ve iki Enterococcus spp., bir Acinetobacter spp., bir
Proteus spp. olarak belirlendi.

Sonug: Yogun bakim Unitelerinde kateter iliskili Griner sistem infeksiyonu oranlarinin azaltilmasi icin Uriner kateter
takilmasi endikasyonlarinin iyi belirlenmesi, gereklilik ortadan kalktiginda kateterin cekilmesi ve enfeksiyon kontrol
onlemlerine dikkat edilmesi uygun bir yaklasim olacaktir. Yogun bakim {initesinde yatan hastalarda hastane infeksiyonu
etkenlerinin belirlenmesi, ampirik tedavide yol gosterici olacagindan mortalite ve morbidite oranlarinin azaltiimasina da
katki saglayacaktir.

Anahtar kelimeler: yogun bakim Unitesi; kateter iliskili Griner sistem infeksiyonu; risk faktorleri
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ABSTRACT

Aim: The aim of this study is to retrospectively evaluate the rates and infectious factors of healthcare-associated urinary
tract infections in patients with Ankara Training and Research Hospital, Anesthesia and Reanimation intensive care unit.

Material and Methods: Patients hospitalized in the Anesthesia and Reanimation intensive care unit (ICU) between January
1,2018 and December 31, 2019 and diagnosed with healthcare-related urinary tract infection were included in the study.
Patient data were obtained from the daily visits of infection control nurses and daily consultation records of infectious
diseases, while laboratory data were obtained from the Microbiology laboratory. The rate of infection associated with
urinary catheter, distribution of infectious agents, and presence of comorbid conditions in patients were recorded.

Results: Totaly 1243 patients were followed up for 17,910 patient days in the Anesthesia and Reanimation intensive care unit
for two years .The urinary catheter day of the patients was 17470 days. A total of 85 patients were diagnosed with 116 urinary
catheter-related urinary tract infections. Forty- seven of the patients (55%) were female, 38 (45%) were male, age median value
was 66.During the period of the study, it was found that the rate of urinary catheter use was 0.97, and the rate of catheter-
related urinary tract infection (CI-UTI) was 6.63.When the rate of urinary catheter use in the Anesthesia and Reanimation
intensive care unit in our hospital is compared with the 2019 Ministry of Health Education and Research Hospitals Anesthesia
ICU surveillance data; it was found that the rate of urinary catheter use was consistent with the 25th percentile (0.97), and
the rate of CI-UTI was above the 90th percentile (3.8).The most common comorbid diseases in patients were at least one
neurological disease (cerebrovascular event, dementia, etc.) in 44 (51.8%) patients, hypertension in 40 (47.1%), diabetes
mellitus in 28 (32.9%), chronic obstructive pulmonary diseases in 20 (23.5%) patients and 2.4% of the patients were identified
as chronic kidney disease. All patients had urinary catheters. 72 (84.7%) of the patients were intubated and 19 (22.4%) had
decubitus ulcers.Distribution of agents causing urinary tract infection; multiple agents in 27 (31.8) patients, Klebsiella species
(spp.) in 18 (21.2%) patients, E.coli in 10 (11.8%) patients, Enterococcus spp. in nine (10.6%) patients, Pseudomonas spp in
eight (9.4%) patients, Proteus spp. in seven (8.2%) patients, Acinetobacter spp. in four (4.7%) patients, Staphylococcus aureus
in one (1.2%) patient, Enterobacter spp. in one (1.2%) patient were determined.In 19 of 85 patients with urinary system
infection, the agent was also isolated from the blood culture. The most common factors isolated from blood culture are;
36.8% Klebsiella spp., 31.6% multiple agents, 10.5% E.coli and 10.5% Enterococcus spp. was determined.

Conclusion: As a result, it would be an appropriate approach to determine the indications for urinary catheter insertion well
and withdraw the catheter when the necessity is eliminated in order to reduce the urinary system infection rates associated
with healthcare in the ICU. Determining the factors of nosocomial infection in patients hospitalized in the intensive care unit
will contribute to the reduction of mortality and morbidity rates as it will be a guide in empirical treatment.

Keywords: intensive care unit; catheter-related urinary tract infection; risk factors

%80'ini  olusturur.[4]
Arastirma Hastanesi, Anesteziyoloji ve Reanimasyon yogun
bakim Unitesinde (ARYBU) yatan hastalarda gelisen kateter ile
iliskili Uriner sistem infeksiyonlarinin hizlarinin ve infeksiyon

Giris Bu calismada, Ankara Egitim ve
Yogun bakim tiniteleri (YBU), hastanelerde saglik bakimiyla liskili
infeksiyonlarin en sik goriildigi Uniteler olup, bu Unitelerde

gorilen infeksiyonlar 6nemli bir mortalite ve morbidite

nedenidir.[1] Yogun bakim initesinde infeksiyon oranlar,
invazif aletlerin kullaniimasi, yatis siiresinin uzamasi, altta yatan
hastaliklarin ¢gesitliligi ve yogun bakimin 6zelliklerinden dolayi

yiksektir[2] YBU'ler hastanedeki tim yataklarin en fazla
%10’unu olusturmasina karsin YBU'lerde gelisen enfeksiyonlar,
yaklagik  %20-25'ini
olusturmaktadir.[3] Hastanelere ve boliimlere gore degismekle
birlikte en sik gorilen saghk bakimi ile iliskili infeksiyonlar
uriner sistem infeksiyonlar (USi) olup, tim saglik bakimi ile
iliskili infeksiyonlarin %36'sin1 olusturur. Kateterle iliskili Griner
sistem enfeksiyonu (Ki-USE) Griner sistem infeksiyonlarinin

tim  hastane  enfeksiyonlarinin
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etkenlerinin, retrospektif olarak degerlendirilmesi amaclandi.
Gereg ve Yontemler

Galismada, 1 Ocak 2018-31 Aralik 2019 tarihleri arasinda
ARYBU'de yatan ve Ki-USE tanisi konulan hastalar dahil edildi.
Hasta verileri enfeksiyon kontrol hemsirelerinin glinluk vizitleri,
enfeksiyon hastaliklarinin  giinlik konsiltasyon kayitlari
ve Ulusal Hastane Enfeksiyonlari Sirveyans Agi INFLINE
programi verilerinden, laboratuvar verileri ise Mikrobiyoloji
laboratuarindan elde edildi. Hastalarin demografik verileri,
kateterle iliskili Uriner infeksiyonlari, infeksiyon etkenleri
ve komorbid durumlarin varligi kaydedildi. Uriner kateter
kullanim orani ve Ki-USE hizi asagidaki formiiller ile hesapland.
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I Yogun bakim Unitesinde yatan hastalarda kateter iliskili Griner sistem infeksiyonlari

Uriner kateter kullanim orani= Uriner kateter giinii / Hasta giinii

Kateterle iliskili Griner sistem infeksiyonu hizi = Kateterle iliskili
Uriner sistem infeksiyonu sayisi/ Uriner kateter giniX1000
Calismanin verileri Excel programina girildi ve istatistiksel
analizler SPSS programi ile yapildi. Calisma icin Ankara EgJitim
ve Arastirma Hastanesi Klinik Arastirmalar Etik Kurul'undan
20/08/2020 tarihinde E-20 say1 numarali onay alindi. Hastalara
aydinlatilmis onam belgesi imzalatildi.

Bulgular

ARYBU'de iki yillik siirede 17910 hasta giiniinde 1243 hasta
takip edilmisti. Hastalarin Uriner kateter giinii 17470 giin idi.

Calismanin yapildigi dénemde toplam 85 hastaya 116 Ki-USE
tanisi konuldu. Uriner kateter kullanim orani 0.97, kateterle iligkili
Uriner sistem infeksiyonu hizi (Ki-USE) ise 6.63 olarak saptand.
2019 yili Saglik Bakanhgr Egitim ve Arastirma Hastaneleri
ARYBU'lerinin siirveyans verileri ile karsilastinldiginda; ARYBU
Uriner kateter kullanim oraninin %25 persentil ile uyumlu
oldugu, Ki-USE hizinin ise %90 persentilin (izerinde oldugu
saptandi.

Calisma siiresince ARYBU'de yatan hasta sayisi, hasta giing,

uriner kateter giin, USi sayisl, Uriner kateter kullanim orani ve
Ki-USi orani Tablo 1'de verildi.

Toplam 85 hastanin 47'si kadin (%55.3), 38'i (%44.7) erkek
hasta idi. Hastalarin median yasi 66 olarak belirlendi. Hastalarin
timindn Uriner kateteri vard. Hastalarin ilk Ki-USI ataklar baz
alinarak risk faktorleri ve etkenler belirlendi.

Hastalarin 44 (%52)'linde norolojik hastalik, 40 (%47)1nda
hipertansiyon, 28 (%33)'inde diyabetes mellitus, 20
(%23.5)'sinde KOAH, iki (%2.4)'sinde kronik bobrek hastalig
mevcuttu. Hastalarin 72 (%84.7)'si entiibe idi, 19 (%22.4)'unda
dekubit Ulseri mevcuttu.

Uriner sistem infeksiyonu etkenlerinin dagilimiincelendiginde;
27 (31.8) hastada birden fazla etken oldugu gorildi. 18
(%21.2) hastada Klebsiella spp., 10 (%11.8) hastada E. coli,
dokuz (%10.6) hastada Enterococcus spp. sekiz (%9.4)
hastada Pseudomonas spp., yedi (%8.2) hastada Proteus spp.,
dort (%4.7) hastada Acinetobacter spp., bir (%1.2) hastada
Staphylococcus aureus,bir (%1.2)
spp. etken olarak izole edildi. idrar kiiltiiriinden izole edilen
etkenlerin dagilimlan Sekil 1'de gosterildi.

hastada Enterobacter

etken2

W Birden fazla stken
BE coli
Ol

Ol staf aureus
[E Enterobacter spp

Sekil 1. Uriner sistem infeksiyonu olan hastalarda kiiltirden izole
edilen etkenlerin dagilimlari

Uriner sistem infeksiyonu olan 85 hastanin 19 (%22.4)'unda kan
kaltirinden de ayni etken izole edildi. Kan kiilttriinden en sik
izole edilen etkenler sirasiyla; %36.8 Klebsiella spp., % 31.6 birden
fazla etken, %10.5 E.coli ve %10.5 Enterococcus spp. olarak
belirlendi. Uriner sistem infeksiyonuna sekonder bakteriyemi
gelisen 19 hastanin 13’ (%47) kadin, alti’'si (%38) ise erkekti.

Kan kiltirinden izole edilen etkenlerin dagilimi Tablo 2'de
gosterildi.

Tartisma

YBU'de gériilen saglik bakimiyla iliskili infeksiyon tirleri (kateter
iliskili Griner sistem, ventilator iliskili pndmoni, kateter iligkili
kan dolasimi vb.) ve oranlarinin hastaneler ve YBU'ler arasinda
farkliliklar gosterdigi bildirilmektedir. Pnémoniler, Uriner sistem
infeksiyonlari ve kan dolasimi infeksiyonlari nozokomiyal
infeksiyonlarin yaklasik %68-77'sini olusturmaktadir.[1,6,7]

Ki-USE, artan morbidite ve mortalite ile iliskilidir ve sekonder
kan dolasimi infeksiyonlarinin en yaygin nedenidir. Ki-USE
gelisimi icin risk faktorleri arasinda uzun sireli kateterizasyon,
kadin cinsiyet, ileri yas ve diyabet yer almaktadir.[8]
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Kalici idrar sondasi yerlestirilmesinin kanita dayali olmadigi
veya uygunsuz oldugu, bu durumun hasta bakim yukinu
ve maliyeti dnemli oranda artirdigi, hastada rahatsizliga ve
aktivitelerinde kisitlamalara neden oldugu bildirilmektedir.
En iyi uygulama kilavuzlari, personelin aktif katilimini egitim
ve izleme ile birlestiren ¢ok yonli mudahalelerin, tek bir
midahaleye odaklananlara gore uygulama degisikligi
saglamada daha etkili oldugunu géstermistir. Ki-USI, Griner
sistem infeksiyonlarinin cogunu temsil eder, tim hastanede
yatan hastalarda USi'lerin yaklasik %67'sini, YBU'lerde yatan
hastalarda ise %97'sini olusturur. Hastanede yatan hastalarin
%12 ila %16'sina kisa sireli kalici Uriner kateter takilmaktadir
ve bu kateterlerin cogunun uygunsuz takildigi tespit edilmistir
(5). Ki-USi riski, kateterizasyon siiresi ile 5nemli 6lciide artar. Bu
durum, 6nemli oranda bakim yikine, hastane maliyetlerinde
artisa, hastada rahatsizliga, agn ve aktivite kisitlamalari gibi
istenmeyen durumlara neden olur . Yapilan bir calismada, 48
saatten uzun sure hastanede yatarak tedavi goren hastalarin
%1.7'sinin  USI gecirdigi ve hastanede Kkalis siirelerinin

uzamasina (ortalama 4 guin) neden oldugu bildirilmistir.[5,9]

Bir meta-analiz calismasinda, Ki-USE icin risk fakt&rlerinin
kadin
hastalarda diabetes mellitus varligi, daha 6nce kateterizasyon

cinsiyet, kateterizasyon siresinin uzun olmasi,
uygulanmasi, hastanede ve YBU'de daha uzun siire yatis
oldugu bildirilmistir. Ek olarak, Ki-USI'lerin mortalitede artisa

neden oldugu rapor edilmistir.[10]

Galismamizda da Ki-USi hastalari arasinda kadin cinsiyet daha
fazla idi. Hastalarin %33'lnde diyabetes mellitus mevcuttu.
Diger en sik goriilen komorbid hastaliklar ise hipertansiyon,
norolojik hastalik ve KOAH idi.

Yogun bakim Unitelerinde saglik bakimiyla iliskili infeksiyon
etkeni mikroorganizmalar da hastaneler ve YBU'leri arasinda
farkhhklar gosterir. Deniz ve ark. [6] Anestezi yogun bakim
Unitesinde Uriner sistem infeksiyonlarindan en sik izole edilen
etkenleri sirasiyla; Pseudomonas aureginosa, Acinetobacter
baumannii ve Escherichia coli olarak bildirmislerdir.

Sundugumuz calismada, Uriner sistem infeksiyonu etkenlerinin
dagiimi siklik sirasina gore; 27 hastada birden fazla etken, 18 hastada
Klebsiella tlirleri (spp.), 10 hastada E.coli, dokuz hastada Enterococcus
spp.sekiz hastada Pseudomonas spp., yedi hastada Proteus spp.,
dort hastada Acinetobacter spp., bir hastada Staphylococcus aureus,
bir hastada Enterobacter spp. olarak belirlendi.

Oncil ve ark. [11] yodun bakim nitesinde gelisen
infeksiyonlarin 42'sini (%28,4) primer bakteremi veya santral

vendz kateter iliskili kan dolasimi infeksiyonu (SVK-KDI), 40'ini
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(%27) ventilatér iliskili pnémoni (VIP) veya trakeobronsit,
22'sini (%14,9) pnomoni veya pndomoni disi alt solunum
yolu infeksiyonu, 38ini (%25,7) Uriner sistem infeksiyonu
(Usi), altrsini (%4,1)
bildirmislerdir. Uriner sistem enfeksiyonlarinda etkenlerin

yumusak doku enfeksiyonu olarak

dagilimini %31,6 Pseudomonas spp., %31,6 Candida spp.,
%14,6 E. coli olarak bildirmislerdir. Komorbid hastaliklar
acisindan tim infeksiyon gelisen hastalarda en sik gorilen
altta yatan hastaligin %57,7 oraniyla serebrovaskdiler hastalik
(SVH) oldugu, diyabetin yumusak doku enfeksiyonu olan
hastalarda daha fazla goruldigi rapor etmislerdir.

Dizbay ve ark. [12] Anestezi Reanimasyon ve Noroloji
yogun bakim Unitesinde yaptiklari ¢alismada Uriner istem
infeksiyonlarinda en sik izole edilen mikroorganizmalari
Pseudomonas, Acinetobacter ve E.coli olarak bildirmislerdir.

Yapilan cok merkezli bir calismada YBU'lerde en sik gériilen
hastane kaynakli infeksiyonlar; pnémoniler (%40), Griner sistem
infeksiyonlar (%20,5) ve yara yeri infeksiyonu (%13) olarak
bildirilmistir.[5,6] Deniz ve ark. [6] yeniden yapilandirilan Anestezi
reanimasyon Unitesinde yapilandirma oncesi ve yapilandirma
sonrasi pnémoni oranlarini %32,7-14,6; Uriner sistem infeksiyonu
oranlarini %18,7-10,4; kateter infeksiyonu oranlarini %12-11; ve
yara yeri infeksiyonunu oranlarini %4,7-4,7 olarak bildirmislerdir.

Kateterle iliskili bakterilrisi olan yatan her 27 hastanin birinde
sekonder bakteriyemi gelistigi rapor edilmistir.[13] Sistematik
bir degerlendirmede, hastanede vyatan Uriner kateterle
iliskili bakterilrisi olan erkek hastalarda bakteriyemi gelisme
riskinin kadin hastalardan daha yiksek oldugu bildirilmistir.
Bu nedenle, yuksek riskli hastalarda zorunlu olmadikga riner
kateter takilmasindan kacinilmasi 6nerilmektedir.[14]

Sundugumuz calismada Uriner sistem infeksiyonu olan 85
hastanin 19'unda kan kultirinden de etken izole edildi,
bakteriyemi mevcuttu. Kan kiltirinden en sik izole edilen
etkenler sirasiyla ; %36.8 Klebsiella spp., % 31.6 birden fazla
etken, %10.5 E.coli ve %10.5 Enterococcus spp. olarak belirlendi.
Uriner sistem infeksiyonuna sekonder bakteriyemi gelisen 19
hastanin 13’ (%47) kadin, alti'si (%38) ise erkekti. Sundugumuz
kadinlarda Ki-USi'ye
sekonder bakteriyemi orani erkeklerden daha fazla saptandi.

calismada literatlirden farkli olarak

Calismamizda ARYBU'de iiriner kateter kullanim orani 0.97, Ki-
USi hizi ise 6.63 olarak belirlendi. Bu oran ilkemizdeki diger
egitim ve arastirma hastanelerinin 2019 slrveyans verileri
ile karsilastirldiginda; ARYBU'deki Uriner kateter kullanim
oraninin 25. persentil ile uyumlu oldugu, Ki-USE hizinin ise 90.
persentilin Gzerinde oldugu saptandi.[15]
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KOTANOGLU ve ark.

I Yogun bakim Unitesinde yatan hastalarda kateter iliskili Griner sistem infeksiyonlari

Sonu¢

YBU'de saglik bakimiyla iliskili Griner sistem infeksiyon
oranlarinin  azaltilmasi icin  Uriner kateter takilmasi
endikasyonlarinin  iyi  belirlenmesi, gereklilik ortadan

kalktiginda
onlemlerine dikkat edilmesi uygun bir yaklasim olacaktir.

kateterin cekilmesi ve enfeksiyon kontrol
Yogun bakim initesinde yatan hastalarda hastane infeksiyonu
etkenlerinin belirlenmesinin, ampirik tedavide yol gosterici
olacagi ve mortalite ve morbidite oranlarinin azaltilmasina da
katki saglayacagi gorusiindeyiz.

Cikar catismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir cikar catismasi yoktur.
Yazinin herhangi bir finansal destegi yoktur.
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Anti-adhesion activity and physicochemical features of the surgical
silk sutures coated with Liquidambar orientalis styrax

Liquidambar orientalis styrax ile kaplanan cerrahi ipek siitdirlerin anti-
adezyon aktivitesi ve fizikokimyasal 6zellikleri
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Abstract

Aim: The present study was aimed to characterize the surgical silk sutures coated with Styrax liquidus, Turkish sweetgum
balsam obtained from Liquidambar orientalis, and to investigate their anti-adhesion capacity against oral pathogenic
microorganisms.

Material and Methods: Fourier Transform Infrared Spectroscopy (FTIR) was applied to determine the chemical
composition of the Liquidambar orientalis styrax (LOS)-coated sutures. Thermogravimetric Analysis (TGA) was performed
to compare the thermal stability of the LOS-coated sutures. Scanning Electron Microscopy (SEM) was used to evaluate
the morphological structure of the sutures. Anti-adhesion activity of the LOS-coated sutures was investigated against
common oral pathogenic microorganisms.

Results: FTIR spectrum and SEM images revealed out that LOS was succesfully coated onto the silk sutures. TGA analysis
showed that LOS coating moderately affected the thermal stability of the silk sutures. According to the anti-adhesion
activity analysis, the highest activity was observed against S. aureus, a gram positive bacteria.

Conclusion: Coating the surgical silk sutures with LOS might be useful to prevent the surgical site infections in oral surgery.
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Introduction

Surgical site infections (SSIs) represent a major complication
which occurs after surgical procedures [1, 2]. The reported
rates of SSls vary from 2% to 5%, accounting for 20% of all-
health care-associated infections [1]. SSIs lead to longer
hospital stays and greater health-care costs as well as
substantial morbidity and mortality [3]. In case of infection,
further surgical interventions may be required followed by a
decrease in patient quality of life and work productivity [3, 4].

SSIs have a multifactorial nature. Bacterial colonization
of the suture is one of the most important factors in the
development of SSIs [1]. As a foreign body, suture materials
may act as a potential surface for bacteria bioadherence
and lead to microbial colonization on the incision site. The
biofilm is established by the colonization and proliferation of
microorganisms [2]. Once the biofilm is formed, the antibiotic

treatment is often ineffective [3].

Silk has been widely used as a suture material due to its
excellent internal performance. It is easy to use and provides a
safe knot [5]. However silk sutures tend to cause a more intense
and prolonged inflammatory response [6]. The braided nature
of the silk suture facilitates bacterial accumulation, thereby
increasing the risk of infection [5].

Several studies have demonstrated that developing silk
sutures with good antibacterial properties is essential in order
to avoid the suture being a risk factor for SSls [5, 7]. Baygar et
al. used silver nanoparticles (AgNPs) to coat the silk sutures [8].
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KILINC et al.
I Surgical silk sutures coated with Liquidambar orientalis styrax

Amag: Bu calismada, Liquidambar orientalis'ten elde edilen Tirk sigla balsami olan Styrax liquidus ile kaplanmis cerrahi
ipek sttdrlerin karakterize edilmesi ve oral patojenik mikroorganizmalara karsi anti-adezyon kapasitelerinin arastiriimasi

Gere¢ ve Yontemler: Liquidambar orientalis styrax (LOS) kapli sitirlerin kimyasal bilesimini belirlemek icin Fourier
Transform Kizilotesi Spektroskopisi (FTIR) uygulandi. LOS kapl sutirlerin termal stabilitesini karsilastirmak icin
Termogravimetrik Analiz (TGA) yapildi. Sttirlerin morfolojik yapisini degerlendirmek icin Taramali Elektron Mikroskopisi
(SEM) kullanildi. LOS kapli sitiirlerin anti-adezyon aktivitesi, yaygin oral patojenik mikroorganizmalara karsi arastirild.

Bulgular: FTIR spektrumu ve SEM gorintuleri LOS'un ipek sttirlere basarih bir sekilde kaplandigini ortaya koydu. TGA
analizi, LOS kaplamanin ipek sutirlerin termal stabilitesini orta derecede etkiledigini gosterdi. Anti-adezyon aktivite
analizine gore, en yiksek aktivitenin gram pozitif bakteri olan S. aureus'a karsi oldugu gozlendi.

Sonug: Cerrahi ipek sutdrlerin LOS ile kaplanmasi, oral cerrahide cerrahi bolge enfeksiyonlarini énlemek icin yararh

Anahtar kelimeler: anti-adezyon; karakterizasyon; Liquidambar orientalis; styrax; stttr

Bide et al. reported the antimicrobial properties of silk sutures
immobilized with ciprofloxacin [9]. Viju and Thilagavathi have
studied the chitosan-based antimicrobial sutures [10].

The use of medicinal plants for the treatment of various
infectious diseases has been known since ancient times.
Medicinal plants are essential herbal products which represent
an important source of biologically active compounds. The
antimicrobial compounds of these plants prevent bacterial
proliferation by mechanisms different from the commonly
used antimicrobial agents. Therefore medicinal plants have a
significant therapeutic value [11].

Liquidambar orientalis is a herbaceous plant which is known
to have medicinal and cosmetic properties [12]. Liquidambar
orientalis Mill tree is commonly known as “Sigla agacl” or
“Gunldk agac1” in Turkey. This species has locally distributed
in the South-western coastal district of Turkey [13]. In the
mediterranian region, it is commonly used in phytotherapy
for treatment of various diseases including ulcer, stomach
ache, mouth diseases, burn, wounds, cuts, whooping cough
and skin diseases [14]. This herbaceous plant has good
antiseptic properties [15]. The antimicrobial properties of
the ethanolic extract of the leaves of Liquidambar orientalis
have been previously studied [16, 17]. Styrax liquidus, locally

<o

named as “sigala or sigla yagl” is a resinous exudate obtained
from the wounded trunk of Liquidambar orientalis Miller
from Altingiaceae family (Hamamelidaceae) [18]. The balsam
is not a natural part of the tree but is produced as a result

of the stimulus from wounds in the bark. The outer bark is
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bruised, and then the inner bark becomes saturated with this
pathological exudation. The outer bark is removed and the
inner is boiled in water, the storax is skimmed off the surface
as it rises, then afterward the boiled bark is pressed [15, 19].
Resin produced by injuring tree is a good antiseptic and has
also been used as a topical parasiticide for the treatment of
some skin diseases [20].

In the present study surgical silk sutures were coated
with Liquidambar orientalis styrax (Styrax liquidus) using
dip slurry technique. Coated sutures were characterized
using Fourier Transform Infrared Spectroscopy (FTIR) and
thermogravimetric analysis (TGA). Coated sutures were
also investigated morphologically by Scanning Electron
Microscopy (SEM). Antiadhesion activity was evaluated against
oral pathogenic bacteria Candida albicans, Enterococcus
faecalis, Staphylococcus aureus and Streptococcus mutans.

Material and Methods
LOS coating of the sutures

Liquidambar orientalis styrax used within the present study
was obtained from a local company from Koycegiz Province,
Mugla, Turkey and extracted with ethanol (1:10) then
evaporated after filtration. Nonabsorbable 3.0 silk sutures
(Dogsan, Turkey) silk sutures were dipped in LOS for 2 min, and
dryed for 24h [8, 21].

Characterization of the LOS-coated sutures
Morphological and microanalytical characterization

FTIR Spectroscopy

FTIR spectrum of the LOS-coated sutures was obtained by FTIR
(Thermo Scientific Nicolet iS10-ATR, USA) and compared. The
spectra were recorded in the wavelength interval of 4000 and
400 cm™,

Thermogravimetric analysis (TGA)

Thermogravimetric analysis of non-coated and LOS-coated
sutures were performed on a TGA instrument (Perkin Elmer
TGA 4000, Perkin Elmer, Waltham, MA). Samples were heated
from 30°C to 900°C at a rate of 10°C min~' under a nitrogen
flow rate of 20 mL min~".

Scanning Electron Microscopy (SEM)

Surface morphology of the LOS-coated sutures were evaluated
using a JSM 7600F Field Emmission Scanning Electron
Microscope (JEOL, Japan) and compared with the non-coated
group. Non-coated and LOS-coated sutures were coated with
gold before examining with SEM and monitorized under 15 kV
accelaration voltage.

361

Anti-adhesion activity

Anti-adhesion activity of the LOS-coated silk sutures was
determined against oral pathogenic bacteria obtained from
American Type Culture Collection (ATCC); Staphylococcus
aureus ATCC 25923, Enterococcus faecalis ATCC 29212, Candida
albicans ATCC 10231 and Streptococcus mutans ATCC 25575.
Suture fragments (1 cm) were incubated in inoculated broth
media (Sabouroud Dextrose Broth for C. albicans, Mueller
Hinton Broth for S. aureus and Brain Heart Infusion Broth for E.
faecalis and S. mutans) under appropriate temperature for 24-
48 h (37°C for S. aureus and E. faecalis, 30°C for C. albicans and
37°C, 5% CO2 for S.mutans). After incubation periods, suture
fragments were discarded and ultrasonicated in fresh broth
mediums for 5 minutes. Ultrasonicated broths were incubated
at appropriate periods again. Afterwards, the absorbances
of the broth mediums were recorded at 540 nm using a UV-
Vis spectrophotometer (Multiskan GO UV/Vis Microplate
Spectrophotometer, Thermo-Fisher Scientific, USA) and the
inhibition percentages were calculated.

Results

FTIR spectrum of the LOS-coated silk sutures is given at Figure
1. The peaks were obtained at 3277 cm™, 2939 cm-!, 2160 cm’’,
2027 cm-1,1704 cm-1, 1633 cm-1,1512 cm-1, 1448 cm-1, 1379
cm™, 1309 cm™, 1262 cm™, 1163 cm™, 1068 cm™, 971 cm™, 862
cm’, 765 cm™ and 687 cm™.

2939.53

1512.84

1309.11

Wavenumbers (cm-1

Figure 1. FTIR spectrum of the LOS-coated silk sutures.

TGA result of the LOS-coated suture is given at Figure 2.
According to the TGA result, the initial decomposition stage
which was marked at 0-100 °C was due to evaporation of water.



The second stage started at 225-260 °C. At 900°C, a total mass
change of 85.79% was observed with a residual mass of 14.20%.

4

Weight (%)
N
T

0 2 1 2 1 2 1 " 1

0 200 400 600 800

Temperature °C

Figure 2. TGA spectrum of LOS-coated silk sutures.

The SEM micrographs of the non-coated and LOS-coated
sutures are given at Figure 3. SEM images displayed that the
diameter of the control group (non-coated) suture fragment
was measured as 296 um while the diamater of the LOS-coated
suture fragment was 304 um. The SEM images indicated the

succesful coating process of the styrax onto the suture surface.

100pm JEOL

— 100pm JEOL
X 200 15.0kv SEI I

WD 8.0m X 200 15.0kv SEI I WD 8.0m

Figure 3. SEM images of the non-coated (left) and LOS-coated (right)

silk sutures.

Anti-adhesion analysis indicated that, there was a 20.87%
decrease in the biofilm amount onto the LOS-coated sutures
(Table 1). There was not a significant inhibiton value for other
microorganisms.
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Discussion

Surgical silk sutures were coated with Liquidambar orientalis
styrax and their anti-adhesion properties were characterized
in the present study. Silkis commonly used as a suture material
in oral surgery and accepted as a comparison standard for the
assessment of suture properties [22]. Therefore, silk suture has
been selected for this study. Similar to the SEM images, the
FTIR spectrum of the LOS-coated sutures also indicated that
the sutures were coated with LOS completely. The peak at
3277 cm™ could be related to -OH group vibrations. The bands
at 2939 cm™, 1448 cm™, 1379 cm™ and 1309 cm™' could be due
to the C-H stretching vibration. The band at 1704 cm™ could
be probably related to the ketones. The bands between 687
cm™ and 1262 cm™ could be due to the steroidal or triterpenic
structure [23]. According to the thermal decomposition stages,
LOS-coating of the sutures moderately affected the thermal
stability of the silk sutures. Elakkiya et al. (2014) reported
that the weight loss was due to thermal decomposition of
the antiparallel B-sheet structure of fibroin which forms the
structural core of silk [24].

Surgical site infection remains one of the most common
complications among surgical patients, which causes a
significant amount of morbidity and increases medical costs
[25]. In the presence of contamination, the sutures may act
as a source of bacterial colonization and contributes to the
development of surgical site infection [26]. The formation
and growing of the bacterial biofilm on the surface of
surgical sutures has been widely reported as an important
causative factor for the SSls [10, 25]. The oral cavity poses a
high infectious potential due to the moist and vascularized
environment [27, 28]. Multifilamentous and braided silk
sutures cause a significant inflammatory reaction due
to the bacterial adhesion in oral mucosa [28]. The suture
related infections in the oral mucosa appear to be linked
with the amount of contamination during the placement of
sutures [27]. Therefore several studies have focused on the
development of antimicrobial coated silk sutures. Janiga
et al. (2012) employed the synergistic drug combination
of levofloxacin-tinidazole to coat the silk suture [29]. They
reported a good antibacterial activity and persistence
against both Gram-positive and negative organisms. Baygar
et al.(2019) used silver nanoparticles (AgNPs) obtained via
a green synthesis approach [8]. The authors demonstrated
a strong antimicrobial and antibiofilm capacity for AgNP-
coated silk sutures. Pethile et al.(2014) concluded that coating

362



VAEN

Volume 11 Number 5 p:359-365

silk sutures with a combination of poly(e-caprolactone) (PCL)
and sulfamethoxazole trimethroprim (SMZ) has a suitable
antibacterial efficacy [5].

Liquidambar orientalis styrax, which is used traditionally
to treat peptic ulcer disease by the inhabitants in the
south-western Turkey, is a balsam obtained from the barks
of Liquidambar orientalis tree [30]. Due to their potent
antimicrobial activities, plant-derived secondary metabolites
are known to be critical in the treatment of various diseases
[31, 32]. Sagdic et al. (2005) reported that the ethanolic
extract of L. orientalis storax (styrax) had strong antibacterial
activity against B. subitilis, E. coli, P. aeruginosa, S. aureus [15].
Within the present study, LOS-coated sutures had potent
anti-adhesion activity against S. aureus, S. mutans and E. coli
while there were no anti-adhesion activity against C. albicans
strain. The major constituents of the L. orientalis styrax are
reported as terpinen-4-ol, a-terpinol, sabinene and -terpinene
along with cinnamyl cinnamete, phenylpropyl cinnamete,
cinnamaldehyde, cinnamyl alcohol, ethyl cinnamate, methyl
cinnamate and cinnamyl acetate [33-36].

The use of antimicrobially coated sutures presents a beneficial
approach to deal with suture-associated infections [37]. By the
year 2002, the Food and Drug Administration (FDA) approved
the first antimicrobial surgical suture coated with triclosan
which is a biocide that exhibits broad-spectrum activity against
both gram-positive and gram-negative bacteria [38]. Since the
introduction of triclosan-coated sutures, several studies have
shown its efficacy for decreasing the rate of SSIs in various
surgical operations [39-42]. However contradictory results have
also been demonstrated and reported no change in terms of
infection rates with the use of triclosan-coated sutures [43-45]
In a current study, Tabrizi et al.(2019) compared the rate of SSI
with the use of polyglactin 910 and polyglactin 910 coated with
triclosan sutures in dental implant surgery. The authors found
no significant difference between two groups and concluded
that triclosan coated sutures had no influence for decreasing
the incidence of SSls in dental implant surgery[43].

Recently absorbable sutures coated with chlorhexidine have
been developed and introduced as a commercial product
into the markets. Studies on clorhexidine coated sutures
have shown good antibacterial results and chlorhexidine
was proposed as a promising agent for the prevention of
SSls [25, 46]. The antibacterial drug octenidine has also been
investigated as a coating agent. The authors reported high
antimicrobial efficacy and biocompatibility [37].
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Based on the previous findings, the present study was
designed to obtain an efficient surgical suture with potent
antiadhesion activity. The results indicated that LOS-coated
silk sutures may be beneficial for preventing SSls following
oral surgery operations.

Conclusion

The present study was conducted to characterize the surgical
silk sutures coated with Liquidambar orientalis styrax and to
display their antiadhesive potentials against oral pathogenic
microorganisms. Sutures coated with LOS were found to
have moderate antiadhesion activity. The results of the study
figured out that, the strong biological activites of L. orientalis
styrax may enhance the surface features of the sutures in
respect to their antimicrobial and anti-adhesion capacities.
The further studies are required to investigate the biomedical
use of the LOS-coated sutures for dental applications and their
clinical potential.
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Insidental olarak saptanan dermatofibrosarkom protuberans tedavisi:
Tek merkez 5 yillik deneyimlerimiz
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Abstract

Aim: Dermatofibrosarcoma protuberans (DFSP) is a rare skin tumor. The diagnosis is challenging because it is usually hard
to differ DFSP from other skin lesions. Distant metastasis is rare, but local recurrence is common.The aim of this study is to

review the treatment algorithms in DFSPs that are detected incidentally and to increase awareness about this rare tumor.

Material and Methods: 17 patients who underwent excision of epidermal lesions which were considered to be benign

and were diagnosed with DFSP, at department of general surgery between 2012 and 2017, were analyzed.
Result: A total of 17 patients were analyzed retrospectively. No recurrence was detected in any of ourpatients.

Conclusion: Awareness of this rare entity is important for diagnosis and management of the disease.

Keywords: dermatofibrosarcoma protuberans; mesenchymal tumor; mohs micrographic surgery (MMS)

Oz
Amag: Dermatofibrosarkoma protuberans (DFSP) nadir gorilen bir deri timdéridur. Teshis zordur ¢linkli DFSP'yi diger deri

lezyonlarindan ayirmak genellikle zordur. Uzak metastaz nadirdir ancak lokal niiks yaygindir. Bu ¢calismanin amaci incidental

olarak saptanan DFSP'lerde tedavi algoritmalarini gézden gegirmek ve bu nadir timér hakkinda farkindaligr artirmaktir.

Gereg ve Yontemler: 2012-2017 yillari arasinda genel cerrahi kliniginde benign oldugu disuntlenerek eksizyonu yapilan

ve DFSP tanisi alan 17 hasta retrospektif olarak incelendi.
Bulgular: Toplam 17 hasta geriye donik olarak analiz edildi. Hastalarimizin hicbirinde niiks saptanmadi.

Sonug: Bu nadir antitenin farkinda olunmasi hastaligin tani ve tedavisi icin dnemlidir.

Anahtar kelimeler: dermatofibrosarkom protuberans; mezenkimal timor; mohs mikroskopik cerrahi (MMS)
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Introduction

Dermatofibrosarcoma protuberans (DFSP) is a very rare
World Health
Organization (WHO) 2013 classification, these tumors were

mesenchymal skin tumor. In the latest

classified as moderately malignant myofibroblastic tumors [1].
Although it was first described by Darier and Ferrand, the no
men clature was made by Hoffman [2].

1%
approximately 1% of all soft tissue sarcomas. The incidence

It constitutes less than of all malignancies and
is between 0.8 and 4.5 permillion [3-7]. Although congenital
cases have been reported, they usually occur in the 3rd decade
[8-10]. Although it may have a nodular appearance, such as
slow-growing hypertrophic scars, it can also occur without
any symptoms, such as soft tissue sarcomas. Hematogenous
or lymphatic spread is very rare in DFSPs. Despite showing
only local growth; it has an aggressive behavior all patterns
that progress to the dermis, subcutaneous tissue, and finally
to muscles as finger-like extensions. There is no difference
between races, but pigmented DFSP, also known as Bednar
tumor, is more common in the black race [11]. Although the
difference between the genders is not provento be significant,
there are different studies showing that women or men are

slightly more common [8,12].

Approximately 10-15% of cases can turn into spindle cell
carcinoma similar to adult fibrosarcoma. Such cases are
associated with increased mitotic activity and loss of CD34
expression. In  tumors that develop fibrosarcomatous
transformation, the local recurrence rate is similar to ordinary
dermatofibrosarcoma, but distant metastasis is observed in

approximately 13% of these patients [13].

Diagnosis is madeby skin biopsy in cases which have been
suspected before; however, since the early clinical symptoms
of DFSP are nonspecific, diagnosis is difficult. Therefore, it is
also frequently encountered in excisions of skin lesions which
were considered to be benign.

Standart treatment is surgical excision. Mohs surgery or wide
local excision may be preferred. The most challenging part of
the management is to achieve local control. Because DFSP
originates from the dermis, it invades the collagen bundles
and deep connective tissue radially, and therefore it is very
difficult to obtain a clean surgical border. Local recurrence has
been reported in approximately 50% of studies [14].

In this study, our aim is to review the treatment algorithms in
DFSPs that are detected incidentally and to increase awareness
about this rare tumor.

367

Material and Methods

Our study began with the approval of the ethical committee
of our institute. Between 2012 and 2017, patients who
underwent mass excision and were diagnosed with DFSP in
our center were evaluated retrospectively. Patients previously
diagnosed with dermatofibrosarcoma and had re-excision,
and those diagnosed with biopsy before excision, were
excluded from the study. Patients were compared in terms
of age, gender, tumor localization, surgical margin status,
re-excision status, surgical margin status after re-excision,
immunohistochemical markers, mitotic activity in 10 hpf, Ki67
proliferation index, follow-up times, whether they received
radiotherapy and complications related to radiotherapy. All
patients were called for clinical control and the presence of
recurrence was investigated. Distance larger than 0.1 cm was
considered as clean surgical margin. Statistical analysis was
performed using SPSS v22 statistical program. This study was
carried out in accordance with the Declaration of Helsinki and
was approved by the local ethics committee and informed
consents were taken from all participants.

Results

Between 2012-2017, 17 patients who had mass excision
and were diagnosed as dermatofibrosarcoma protuberans
The
clinicopathological features of the patients are shown in

incidentally ~ were  evaluated  retrospectively.
Table 1. When the gender distribution was analyzed, it was
determined that 9 of 17 patients were male and 8 were
female. The average age at the time of diagnosis was 43.88
(21-72). The tumor was on the back in 5 patients (29.4%), on
the forearm in 4 patients (23.5%), on the anterior chest wall in
3 patients (17.6%), on the shoulder in 3 patients (17.6%), and
on the leg in 2 patients (11.8%). Surgical margin positivity was
detected in 12 patients (70.6%) after the first resection. Clean
surgical margins were obtained in 5 patients (29.4%) after the
first resection. Re-excision was performed in 12 patients with
surgical margin positivity. However, 8 of these 12 patients
(66.6%) were found to have clean surgical margins, while
4 patients (33.3%) were not able to achieve clean surgical
margins. The treatment was completed with radiotherapy
in 4 patients who had positive margins after re-excision.
Radiation-induced dermatitis was observed in 2 patients
receiving radiotherapy, while no complications occurred
in other patients. While CD34 was positive in all patients,
we have detected Factor 13A in 6 patients (35.3%), p53 in 2
patients (11.8%), CD99 in 2 patients (11.8%), and vimentin in



2 patients (11.8%) (Table 2). The mitotic activity in 10 hpf and
Ki 67 proliferation index did not pass the homogeneity test.
The median value for the number of mitosis was 4.00, and
the median value for the Ki 67 proliferation index was 7.00.
Clinically and radiologically, no recurrence was observed in any
of the patients called for control in October 2019. Radiological
recurrence control was done by ultrasonography. Our average
follow-up time was 23.9 months. This study was approved by
the local ethics committee, all procedures were carried out in
accordance with the 2013 Helsinki Declaration and informed
constents were taken from all participants.
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Discussion

Dermatofibrosarcoma protuberans (DFSP) is a very rare
mesenchymal skin tumor. Although it has been reported
that it is slightly more common in women in some studies, it
has been shown in many studies that it is seen in both sexes
equally as well as in our study [4]. It may appear nodular, such
as a slowly growing hypertrophic scar, or appear without any
symptoms, like soft tissue sarcomas. In addition, atrophic
plaque or morphea-like appearance may cause delay in
diagnosis [15]. Although its dimensions vary during diagnosis,
it can be detected in sizes ranging from 0.5 cm to 12 cm [4].
Many morphological variants have been defined, and the
pigment variant is called the "Bednar Tumor" [16]. It usually
shows only local growth but has an aggressive growing
pattern such as giving finger like extensions into the dermis,
subcutaneous tissue and finally muscle tissue [8]. In 60% of
cases, tumor cells extend parallel to the epidermis [8,9].
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In the early stages, DFSPs can be mixed with lipomas,
epidermalcysts, keloid tissue or nodular fasciitis [17]. In
advanced disease, pyogenic granuloma, Kaposi's sarcoma and
other soft tissue sarcomas should also be considered. There are
also studies showing that it can develop in traumatized tissues
or scars that have under gone multiple surgical procedures
[18]. Hematogenous or lymphatic spread is very rare in
DFSPs [17]. DFSP is microscopically characterized by diffuse
infiltration of dermis and subcutaneous tissue. The tumor
grows among fibrous septi and infiltrates adipose tissue,
creating the typical honeycomb look. The atypia is minimal
and mitotic rate is low [15]. Increased mitotic activity, necrosis
and fibrosarcomatous changes; are indicators of aggressive
behavior and poor prognosis [19].

Immunohistochemically, vimentin, CD34, apolipoprotein D,
nestin and sometimes EMA can be detected in tumorcells.
Mostly, desmin, S100 protein, stromelysin lll, tenascin and
keratin are negative. Infibrosarcomatous DFSPs, CD 34 loss
and increased TP53 expression can be demonstrated [19,20].

Genetically, DFSP is characterized by a COL1A1- PDGFB gene
fusion in most cases. The promoter and variable portions of
the collagen 1A1 (COL1AT) gene are combined with exon
2 of the platelet-derived growth factor beta (PDGFB) gene,
causing irregular regulation of PDGFB protein [21,22]. At the
chromosome level, gene fusion is caused by the exchange of
substances between the chromosome bands 17g21 (COL1A1)
and 22q13 (PDGFB). This exchange can be seen as balanced or
unbalanced t (17; 22) or as one or more super numerary ring
chromosomes [14,23,24]. These ring chromosomes, which
may contain many copies of fusion genes or other parts of
the arms of 17q and 22 q chromosomes, are more common in
elderlypatients [25]. The other form is more common in children
[26,27]. In rare cases, fusion of PDGFB with other chromosomal
regions has been demonstrated. COL6A3-PDGFB fusion was
demonstrated in the DFSP of the breast. This fusion, like
COL1A1-PDGFB fusion, activates the PDGFB receptor [28,29].

Intreatment, excision of the skin and subcutaneous tissue
with distant surgical margins is recommended [30]. If there
is muscle or bone invasion; resection of these tissues are also
recommended to obtain negative surgical margins [31]. There
currence rate is related to the width of the resection [32]. In
some studies, recurrence rates have been shown to be under
5% in those with a clean margin of 5 cm or more [31]. Mohs
surgery, also known as Mohs micrographic surgery (MMS),
is the name of the method in which the tumor is gradually
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removed into thin layers and examined. This process continues
until there are not any tumor cells in the samples taken. It
can be done in one session as an out patient procedure.
Reasonable tissue excision ,which is the basic principle of
MMS, reduces scar tissue an deliminates the need for future
surgical or medical treatment [33,34]. The average lesion
length at the time of diagnosis ranges from 4.4 cmto 4.9 cmiin
different studies. The average wound area is 21.7 cm2 in Mohs
surgery and 63.4 cm2 in wide local excision [35-37].

Imantinib mesylate is an oral tyrosine kinase inhibitor. It can
be used in adults for recurrent, unresectable and metastatic
disease. It prevents the binding of ATP to the PDGF-beta
receptor, a tyrosine kinase, by competitive inhibition. This; slows
kinase activity, limits tumor growth and provides apoptosis.
Patients with t (17; 22) translocation respond better to imatinib
and therefore this translocation should be investigated prior
to treatment. This translocation can be detected by the FISH
(fluorescent in situhybridization) or reverse transcription
polymerase chain reaction (RT-PCR)methods. Imatinib has side
effects such as indigestion, edema, fatigue, anemia, and skin
rash. Most of the patients which have translocation respond well
to imatinib mesylatetherapy. In studies, the response to imatinib
treatment is about 65%. The duration of treatment is variable.
Some sources recommend 6 months of treatment, but this
can be extended if needed. Alternatively, radiotherapy can be
used in unresectable or recurrent tumors. In addition, adjuvant
radiotherapy can reduce the risk of local recurrence [38-39].
Radiotherapy combined with surgery should be considered
in the presence of a positive or inadequate surgical margin, in
cases of recurrence, or if extensive surgical excision will have
unacceptable cosmetic or functional out comes [40,41].

One of the limitations of our study is the absence of
translocation testing. Chemotherapy had not been tried in
any of our patients, but successful results had been achieved
with radiotherapy.

The number of patients in our study is 17. Since this is a
relatively small group, more studies on incidental cases will be
a guide for what lesions should be suspected.

Conclusion

Performing a biopsy before excision in patients with a skin
lesion and suspection of dermatofibrosarcoma protuberance
is important in order to achieve clean surgical margins
and to prevent re-excision. In this way, chemotherapy and
radiotherapy treatments that may needto be given additionally
can be prevented. Therefore, increasing our awareness about



DFSP will increase the success in local control, which is the

most challenging part in the treatment of this disease.
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Bolgemizde tiroid kanseri sikliginda ve bazi alt tiplerin dagiliminda
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Abstract

Aim: The aim of this descriptive study is to determine the frequency of thyroid cancer (TC) and evaluate the changing

rates of histopathological types, age and sex distribution of thyroid tumours in our region.

Material and Methods: A total of 4917 patients who underwent thyroidectomy for different indications between May
2010and May 2019 were included in this retrospective study. Patients’age, sex, selected surgical method and postoperative
final pathology results were recorded. All data were evaluated using statistical analyses.

Results: Of the 4917 patients, 922 were male (18.8%) and 3995 were female (81.2%). The mean age was 48.3 + 12.3 (17-84)
years. Among all cases 27.1% (1335) of them were malignant and 2.6 % (125) of them were well-differentiated tumours of
uncertain malignant potential. The 1335 cases diagnosed with a malignant thyroid tumour had a mean age of 44.7+11.6
years and a female-to-male ratio of 4,3. Of these, 94.9% of them had papillary thyroid carcinoma (PTC), 1.72% had follicular
thyroid carcinoma (FTC), 2.32% had medullary thyroid carcinoma (MTC), and 0.45% had anaplastic thyroid carcinoma. Of
the cases with PTC, 62.66% of them had microcarcinoma.

Conclusion: Papillary thyroid microcarcinoma (PTMC) frequency increases especially in the younger and female
population in our region, FTC frequency decreases significantly and MTC is the second most common type of TCs after
papillary cancers. In all TCs, the 59.47% PTMC share (mostly detected incidentally, 83.7%) appears to be the result of

pathologists examining more tissue blocks and histological sampling over time.
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Oz
Amag: Bu tanimlayici calismanin amaci, bélgemizdeki tiroid kanseri (TK) sikhdini belirlemek ve histopatolojik tiplerin
degisen oranlarini, tiroid timorlerinin yas ve cinsiyet dagilimini degerlendirmektir.

Gereg ve Yontemler: Mayis 2010 ile Mayis 2019 tarihlerinde arasinda farkli endikasyonlarla tiroidektomi uygulanan 4917
hasta bu retrospektif calismaya dahil edildi. Hastalarin yasi, cinsiyeti, secilen cerrahi yontem ve postoperatif nihai patoloji
sonuglari kaydedildi. Tum veriler istatistiksel analizler kullanilarak degerlendirildi.

Bulgular: Dortbindokuzyiizonyedi hastanin 922'si erkek (% 18,8) ve 3995'i kadin (% 81,2) idi. Yas ortalamasi 48,3 + 12,3
(17-84) idi. Tum vakalarin % 27,1'i (1335) malign,% 2,6's1 (125) malignite potansiyeli belirsiz iyi diferansiye tiimordi. Malign
tiroid timord tanisi konan 1335 olgunun yas ortalamasi 44,7 + 11,6 yil, kadin / erkek orani 4,3 idi. Bunlarin % 94,9'unda
papiller tiroid karsinomu (PTK), % 1,72'sinde foliktler tiroid karsinomu (FTK), % 2,32'sinde mediiller tiroid karsinomu (MTK),
ve % 0,45'inde anaplastik tiroid karsinomu vardi. PTK olan olgularin% 62,66'sinda mikrokarsinom vardi.

Sonug: Bolgemizde 6zellikle geng ve kadin poptilasyonda papiller tiroid mikrokarsinom (PTMK) sikligi artmakta, FTK siklig
onemli 6l¢lide azalmaktadir ve MTK, papiller kanserlerden sonra ikinci en sik gorilen TK tipidir. Tum TK'lerinde, % 59,47
PTMK payi (cogunlukla tesadiifen saptanmistir, % 83,7), zaman icinde patologlarin daha fazla doku blogunu incelemesi ve

Introduction

Thyroid cancer (TC) is the commonest endocrine system
malignancy and its incidence has increased significantly in
the last 4 decades [1]. TC is the sixth most common cancer
in women in the USA and 52070 new cases occurred in both
sexes in 2019. TC is still responsible for 0.3 % of cancer-related
deaths, and has an incidence of 3.4 % among all cancers [2]. The
reasons for this increase are still controversial. But the advances
in imaging techniques for the detection of TC, which allows
biopsy of even the smallest nodules, is thought to be main
reason. However, it is noteworthy that in many countries of the
world, this increase, which is mainly observed in microcancers,

is not reflected in the mortality rates caused by TC [3].

More than 95% of all TCs are differentiated TCs originating
from the thyroid follicular epithelial and includes papillary,
follicular and Hurthle cell TCs. Papillary thyroid cancer (PTC)
is the most common subtype and has the best prognosis.
Follicular thyroid cancer (FTC), Hurthle cell cancer (HCC), and
undifferentiated thyroid cancers are high-risk subtypes and
tend to distant metastases. Medullary thyroid cancer (MTC)
originating from parafollicular Ccells constitutes 1-2% of all TCs.
In a quarter of patients, MTC may be a component of multiple
endocrine neoplasias (MEN) syndromes [4]. Anaplastic thyroid
cancer (ATC) in the undifferentiated group is very rare, and its

incidence is less than 1%. Patients often present with a rapidly
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histolojik 6rnekleme yapmasinin bir sonucu gibi goériinmektedir.

Anahtar kelimeler: epidemiyoloji; patoloji; tiroid kanseri; tiroidektomi

growing neck mass, often accompanied by lymph nodes (LNs),
with hoarseness, dysphagia and dyspnea. It may originate
from differentiated cancers, as well as de nova. The prognosis
of ATC, where distant metastases such as lung, bone and brain
are common, is very poor [5]. Primary thyroid lymphoma (PTL)
constitutes 1-5% of all thyroid malignancies and only 2% of
extranodal lymphomas. Chronic lymphocytic thyroiditis and
Hashimoto's thyroiditis are thought to be the cause of 90% of
cases [6]. Well-differentiated tumour of uncertain malignant
potential (WDT-UMP) are among the follicular tumours of the
thyroid, which encapsulate and do not fully meet the criteria of
malignancy, but exhibit suspicious structural and cytological
features. Although all these tumour subtypes have unique
behavioral characteristics, treatment of thyroid tumours (TTs)
is usually surgical and the surgical method to be selected
according to the type and stage of the tumour may vary from

lobectomy to extended neck dissections.

This descriptive study aims to determine the frequency of TC
and evaluate the changing rates of histopathological types,
age and sex distribution of TTs in our region, by examining the

patients who underwent thyroidectomy for a period of 9 years.
Material and Methods
A total of 4917 patients who underwent thyroidectomy

for different indications between May 2010 and May
2019 at the Breast and Endocrine Surgery Clinic of Ankara



Numune Training and Research Hospital were included in
this retrospective study. Patients’ age, sex, selected surgical
method and postoperative final pathology results were
recorded. Informed consent was obtained from patients at the
time of enrolment in the registry. Local ethics board approval
was obtained for this study on December 24, 2019 (Number
of ethics committee approval: E1-19-201). This study was

conducted in accordance with the Declaration of Helsinki.
Statistical Analysis

The Statistical package for social science (SPSS 20.0 software,
IL-Chicago-USA) standard version was used for data analysis.
Descriptive analyses were presented as number/percentage
for categorical variables, and meanz standard deviation (SD),
percentages, minimum and maximum values for continuous
variables. One-way analysis of variance (ANOVA) was used to
compare continuous variables. The difference between the
ratios was compared using Pearson Chi-square test. In the

calculations, p <0.05 was considered statistically significant.
Results

Of the 4917 patients included in the study, 922 were male
(18.8%) and 3995 were female (81.2%). The mean age of
all patients was 483 + 12.3 (17-84) years. Bilateral total
thyroidectomy was performed in 4257 (86.58%) patients,
total lobectomy in 324 (6.59%) patients and complementary
thyroidectomy in 269 (5.47%) patients. The number of
substernal and intrathoracic goitre cases performed by
sternotomy or thoracotomy was 39 (0.79%). The selected
surgical methods in patients operated for different indications
are summarized in Table 1. When the final pathologies of the
patients were examined, it was found that 70.3% (3457) of the
patients were benign and multinodular goiter was in the first
place with 1982 patients (40.31%), lymphocytic thyroiditis was
seen in 522 patients (10.61%), nodular goiter was observed in
353 patients (7.19%) and Hashimoto thyroiditis was seen in
245 patients (4.98%). The histopathological results of 4917
patients who underwent thyroidectomy are presented in Table
2. Among all TTs; 15.06% (259) of the tumours were benign,
77.66% (1335) of them were malignant and 7.28% (125) of
them were TTs with uncertain malignancy potential (Table 3).

The most common malignant diagnosis was papillary thyroid
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microcarcinoma (PTMC) with 16.14% (n = 794), while PTC
was seen in 9.61% (n = 473). When PTCs were detected with
fine needle aspiration cytology before surgery (469 patients,
97.05%), the vast majority of the PTMCs (665 patients, 83.7%)
were diagnosed incidentally. MTC was identified in 31(0.63%)
patients, FTCin 23 (0.46%), ATC in 6 (0.12%) and lymphoma in
only 3 (0.06%) patients. The detailed age and sex distribution

of the cases are presented in Tables 3 and 4.
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Discussion

In our country, the incidence of TC has increased by 14%
in recent years. It is still the second most common cancer in
women after breast cancer, and it is among the first fifteen in
men [7].In our study, which aims to show the changing trends of
TCin our region; 1335 (27.1%) of 4917 patients were diagnosed
with TC. In a 2008 study of 1632 thyroidectomy specimens
from Turkey, the rate of malignant cases was reported to be
16% [8]. Compared with this study, the difference between TC
rates, reflecting the same population over a 10-year period, is
striking. Similarly, a study from Spain reporting a significant
increase in the proportion of TC, which increased from 16.7%
in 1978 to 43% in 2001 [9]. Another remarkable issue in TC
is gender inequality. In a review of 2016 combining many
important studies, TC is reported to be approximately 3 times
more common in women than men [10]. In our study, the
mean age of thyroid malignancies was 44.7 + 11.6 years and
the female/male (F/M) ratio was 4.3. We found that the female
gender was slightly more dominant than the literature.

PTC, which constitutes more than 80% of TCs, is observed 3 times
more in women and the average age at first diagnosis is between
40-50 [11]. In the current study, we examined PTMC and PTC as
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two different subtypes and we found their ratio among all TCs
to be 94.9% in total. While the mean age for PTMC and PTC was
43.8 + 11.7 and 45.1 £ 13.2, respectively, F/M ratios were 4.8 and
3.42. Compared to PTG, it can be said that PTMC is a little more
common in young people and women. The predominance of
PTMC to make up 59.47% of all thyroid malignancies may be a
response to the overall increase in the incidence of TCs.

Contrary to decreases in mortality from TC, in recent years, the
incidence of this neoplasm has increased in many countries
around the world [2]. Considering that there is no defined
change in the known risk factors for TC in our region, it is not
wrong to explain this increase in TC incidence (predominantly
PTMC) by overdiagnosis and treatment. It is reported in
many studies that there is an increase in the detection of
micropapillary lesions as a result of increased diagnostic
imaging and ultrasound-guided needle biopsies, increased
thyroid surgery rates and further cross-sectional examination
of histopathological specimens [12, 13]. In this way, thyroid
lesions are over-treated and at the same time, other subtype
lesions, which may have a worse prognosis, are treated without
further growth. All these processes are likely to be associated

with an increased incidence of TC and decreased mortality.



Follicular adenoma (FA) and FTCs are defined as follicular
neoplasms of the thyroid gland and are seen in 5 to 1 ratio in
surgical specimens [14]. FTCs, which constitute 5-10% of TCs, are
3 times more common in women and peak at the 5th decade
[11]. In our series, the mean age of the FTC was 44.2 + 15.3,
while the F/M ratio was found to be 10,5. More interestingly,
the FA/FTC ratio was 176/23 [7,6] in this study, which was
higher than the literature and the incidence of FTC in all TCs
was 1.72%. These results show that the female predominance
in FTC is increased, but its incidence among TCs is significantly
decreased. There may be three reasons for this decline. Firstly, It
is a known fact that FTC develops more in patients with iodine
deficiency, and PTC predominates in those given excess dietary
iodine [14]. As a result of the iodization of household salt, which
was started in 1994 and made compulsory in 2000, in Turkey
[15]; It can be thought that there has been a significant increase
in the frequency of PTC and a relative decrease in FTC over
the years. Secondly, a more accurate diagnosis of the follicular
variant of papillary cancer and Hurtle cell cancer may also have
been effective in this decrease. And finally, the evolution of
FAs to FTCs caused by oncogenic mutations. Approximately
20% of patients with FA may develop FTC as a result of N-RAS
and K-RAS mutations [14]. Early treatment of these patients
with FA by lobectomy or total thyroidectomy may end this
transformation before it begins. Similarly, in 2008, Netea-maier
et al. emphasized the decrease in other TC subtypes such as FTC
and ATC, despite the increase in the incidence of PTC in their
study involving 5080 patients [16].

In our study, MTC had a share of 2.32% among all TCs and
became the second most common subtype after PTC. Although
it can be seen at any age, the mean age for MTC in this study
was 49.4 + 16.8 years, and no significant gender superiority was
detected. And ATC, the worst type of TC was 0.45%. The ages of
the patients ranged from 58 to 84 years (mean: 69.2 + 7.8) and
all 6 patients were male. In a study of 635 cases reported from
our country, Erten et al. detected PTC in 93.2%, FTC in 3.3%,
MTCin 2.2% and ATC in 0.6% of TCs [17]. These findings support
our study in terms of the decrease in the incidence of FTC and
ATC. HCC is another rare type of well-differentiated TC, which
accounts for approximately 5% of TC diagnoses. In our series,
the HCC rate was 0,38%. Four of 5 patients with HCC were female
and the mean age was 44 years. The decreasing percentage of
subtypes (such as FTC, HCC and ATC) with poor prognosis, as a
result of an increase in the incidence of TC thought to be caused
by over-detection may explain this decline. Another hypothesis
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may be that; As a result of over-treatment of millimetric nodules
detected, possible subtypes originating from these nodules
disappear before they are formed.

In our study, the diagnosis of PTL was 0.23% of all TCs. Unlike

other lymphomas, PTL is a rare entity that accounts for 1%
to %5 of all thyroid malignancies, frequently seen in older
women and is 2-6 times more common in women [6]. Of the
3 patients, 2 were male and the mean age was 58 years. There
was no significant difference between the sexes due to the
small number of patients.

The strong sides of this study can be expressed as follows.
We reviewed 4917 thyroidectomy cases as one of the most
important reference hospitals in our country. While 1/4 of our
patients were from Ankara, 3/4 were from local hospitals in
other parts of the country. Therefore, the current study, which
summarized the data of 1335 TC cases that we encountered in a
9-year period, is also important in terms of reflecting the general
characteristics of TC cases in the whole country. A limitation to
our study is retrospective nature and has a limited number of
variables that did not allow us to compare the risk factors of TCs,
such as radiation exposure, family history or dietary factors.

Data collected from 2010 to 2019 showed that more patients
who had undergone thyroidectomy had benign thyroid disease
(70.3%). But an increased cancer rate (27.1%) is remarkable
compared to previous years. This study shows that PTMC
frequency increases especially in the younger and female
population in our region, FTC frequency decreases significantly
and MTC is the second most common type of TCs after papillary
cancers. In all TCs, although the share of TMPCs is 59.47%, the
vast majority (83.7%) were detected incidentally. This seems to
be the result of pathologists examining more tissue blocks over
time and an increase in direct histological sampling.
Conclusion

This study confirms an increase in the incidence of TC in our
regioninrecentyears.Thisincreaseis largely due to anincrease
in the diagnosis of the PTMCs detected incidentally in the
thyroid glands removed for benign thyroid diseases. However,
further studies are needed to determine if this increase in the
incidence of TC is due to overdiagnosis and detailed cross-
sectional examination of histopathological specimens or an

increase in TC risk factors.
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Effects of modified ultrafiltration on postoperative hepatic and renal
function of pediatric patients with congenital cyanotic/non-cyanotic
heart defect who underwent open heart surgery: Retrospective study
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hastaliklarinda modifiye ultrafiltrasyonun postoperatif karaciger ve
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Abstract

Aim: Increased total body water and capillary permeabilty in pediatric cardiopulmonary bypass can cause organ
disfunction. Modified ulltrafiltration is developed to decrease total body water and attenuate organ disfunction. The
purpose of this study, is to investigate retrospective effects of modified ultrafiltration on postoperative hepatic and renal
functions of pediatric patients with congenital cyanotic/noncyanotic heart defect who underwent open heart surgery.

Material and methods: In this study, we assessed 93 children who underwent pediatric cardiac surgery with
cardiopulmonary bypass from January 2009 to August 2011.Patients were divided into two groups. Group 1 (n=62)
patients, to whom modified ultrafiltration was performed, compared with 31control patients (group 2). Patients who
had redo cardiac surgery, preoperative organ disfunction, autoimmune disease, genetic disorders, shunt and emergency
operations were excluded. Pre and postoperative biochemical parameters, postoperative urinary output, chest tube
drenaige, diliretic usage, blood and blood product transfusion, dialysis requirement and mortality were compared.
Results: Age, weight, body surface area, congenital defect type and number, preoperative and intraoperative blood samples
measurement, cross clamp time, cardiopulmonary bypass time were similar between 2 groups (p>0,05). The percant increase
in creatinine level was statistically significant between the two groups, when these changes were re-evaluated according
to the body surface area by univariate analysis(p<0,05). Percent increase in total plasma protein level was also statistically
significant between the groups (p<0,05) (6,5% in group 1 and -5,5% in group 2). Percent increase in plasma albumin level
was -18,2% in group 1, and -13,4% in group 2. When these changes were re-evaluated according to the body surface area by
univariate analysis, a significant statistical difference was detected. (p<0,05). While two patients required dialysis in group 1,
dialysis was performed in 4 patients in group 2. There was no statistical difference between the groups in terms of dialysis
needed(p<0,05). There was no difference between the groups in terms of mortality (p>0,05)

Conclusion: Hemodynamic, pulmonary, hematologic and immunologic effects of modified ultrafiltration are well known. Although
our study group was not big enough to get a conclusion, we believe that modified ultrafiltration can be an effective method in
preservation of renal and hepatic function of the patients who underwent total reconstructive congenital heart surgery.
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Oz

Amag: Pediatrik kardiyopulmoner baypas total viicut sivinda ve damar gegirgenliginde artmaya neden olur. Dokular aralarina
sizan bu sivi organ fonksiyonlarinda bozulmalara neden olmaktadir. Modifiye ultrafiltrasyon ¢ocuklarda kardiyopulmoner
baypasa bagli olusan toplam vicut sivi artisinin neden oldugu organ fonksiyon bozukluklarini 6nlemek amaciyla
gelistirilmistir. Bu calismada amacimiz konjenital kalp hastaligi nedeni ile kardiyopulmoner baypas kullanilarak opere edilen
siyanotik ve siyanotik olmayan ¢ocuklarda MUF kullaniminin karaciger ve bébrek fonksiyonlari Gizerine etkisiniarastirmakti.

Gereg ve Yontemler: Ocak 2009 ile agustos 2011 yillari arasinda Ankara Universitesi Tip Fakiiltesi Kalp ve damar cerrahisi
kliniginde opere edilen modifiye ultrafiltrasyon kullanilan (grup 1) n:63, kullanilmayan (grup 2) n:31 toplam 93 hasta
calismaya dahil edildi. Daha 6nceden bilinen operasyon ve organ fonksiyon bozuklugu olan, acil sartlarda operasyona
alinan, sistemik ve otoimmiuin hastaligi olan ve kompleks kardiyak anomali nedeni ile parsiyel diizeltme yapilan hastalar
calismaya dahil edilmedi. Organ fonksiyonlarinin degerlendirilmesi amaciyla operasyon dncesinde ve sonrasinda kan
ornekleri alindi. Hastalar operasyon sonrasi ilk 8 ve 24.saat idrar miktari, drenaj miktari, ditiretik kullanimi, inotrop kullanimi,
kan ve kan Urinu kullanimi, diyaliz ihtiyaci ve mortalite acisindan retrospektif olarak incelendi.

Bulgular: Preoperatif verileri ve operasyon verileri agisindan gruplar benzerdi. Grup 1 icin kreatinin dlizeyinin operasyon
sonrasinda ylizde degisim orani %56,5, grup 2 icin %25,8 olarak hesaplandi. Viicut ylizey alanina gore univaryant analizde
anlamliolarak bulundu. (p:0,031<0,05) Total protein degerlerinin operasyon sonrasi degisim ylizdesi (-)%6,5, grup 2 icin (-)%>5,5
olarak hesaplandi. Bu sonuglar istatistiksel olarak anlamli bulundu. (p:0,04<0,05) Alblimin diizeylerindeki ylizde degisim orani
acisindan grup1 (-)%18,2, grup 2 igin (-)%13,4 olarak hesaplandi. Bu degisimler viicut ylizey alanina gore yeniden univaryant
analiz ile degerlendirildiginde anlamli istatsitiksel fark saptandi (p=0,05). Grup 1 icin dializ ihtiyaci olan hasta sayisi 2, Grup 2
icin 4 hasta olarak bulundu. Bu sonug istatistiksel olarak anlaml bulundu (p=0,05). Mortalite grup1 icin 4 hasta, grup 2 icin 1
hasta olarak bulundu. Mortalite acisindan gruplar arasinda anlamli istatistiksel fark hesaplanmadi (p>0,05).

Sonug: Pediatrik acik kalp cerrahisinde modifiye ultrafiltrasyonun kullaniminin bébrek yetmezligi gelisimini azalttigi ve

karaciger fonksiyonlarini korudugunu diisiinmekteyiz.

Introduction

In cardiopulmonary bypass, the body's defense cells and
proteins are activated as a result of contact of blood with
non-epithelial surfaces. This condition, called systemic
inflammatory response syndrome (SIRS), is one of the

mechanisms responsible for the undesirable effects of CPB.[1]

After the surface contact, the complement system is activated.
Inflammatory mediators join the circulation. These mediators
affect vascular endothelial permeability, heart function,
intestinal fluid amount, coagulation system and end organ
functions.[2]

Unlike adult patients, pediatric patients undergoing
open heart surgery via cardiopulmonary bypass are more
susceptible to both excessive body fluid increase due to
high prime volume and systemic inflammatory response,
because of incomplete maturation of organs and tissues.
Various ultrafitration strategies developed to reduce cytokines
and fluid load have also been used for pediatric patients.[3]
Zero balanced modified ultrafiltration(MUF) is one of these
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strategies. It has been claimed that modified Ultrafiltration,
developed to reduce excess fluid in the body, helps to remove
inflammatory cytokines from the circulation and reduces the
effects of some mediators by filtering them.[4]

Like many other organs, impaired liver function is common
after CPB. High transaminases, hyperbilirubinemia, decrease in
coagulation factors, prolongation of coagulation parameters
and increase in bleeding can be detected. Total body protein
may be reduced, making it difficult to retain body fluid in the
intravascular space. it can also cause hepatorenal syndrome.
Depending on the inability to remove toxic agents, toxic
ileus may develop as well as central nervous system changes.
even hepatic coma may develop.[5] Due to all these factors,
mortality and morbidity increase.[6] As claimed in some
studies, liver functions can be preserved and the incidence of
hyperbilirubinemia can decrease with the use of MUF.[7] MUF
can also assure a significant difference in the amount of chest
tube drainage and in the development of hepatic coma and
hepatorenal syndrome.[8]

Hemoconcentration provided by modified ultrafiltration has
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positive effects on the clotting system. In a study conducted
by Chew et al.[9], It was found that the use of blood and blood
product and chest tube drainage significantly decreased in
patients undergoing MUF compared to the CUF and control
group. In the same study, fibrinogen, factor VII (FVII) levels
were increased, while platelet count, factor IX (FIX) and factor
X (FX) levels did not change.

MUF targets a higher hematocrit (Hct) value than before
CPB. In this way, it provides hemoconcentration of blood and
increases in total body protein and aloumin levels.[10] Children
underdeveloped kidney function can be preserved. Studies
have been claimed to prevent impaired kidney function even
if it does not improve kidney function significantly.

Material and Methods

This study was carried out in accordance with the Declaration
of Helsinki and was approved by the Ethics Committee of the
Ankara University Faculty of Medicine, Ankara, Turkey.

In this study, between January 2009 and August 2011 at Ankara

University Faculty of Medicine Cardiovascular Surgery Cebeci
Heart Center, the data of patients with cyanotic and non-cyanotic
heart disease and operated under cardiopulmonary bypass were
collected. In order to investigate the effect of using zero-balanced
MUF on kidney and liver functions, Patients were divided into
two groups. 62 patients who were operated after routine use
of the technique in the first group (group 1) and 31 patients
who were operated before the routine use in the second group
(group 2) were included. The data of 93 patients were collected
and analyzed retrospectively. Patients with a body weight
between 3 and 30 kg and without any previous known systemic
autoimmune, genetic, kidney and liver diseases, who were not
used total circulatory arrest technique, who were not performed
emergency / urgent surgery, who did not have heart failure and
who did not have shunt surgery were included in the study.

All patients were hospitalized one week before the operation
and evaluated by the pediatric cardiology specialist and
pediatric infection diseases specialist. Dental diseases were
consulted in terms of focal infection focus. 1 day before the
operation, all rutine blood sample tests were reevaluated.

Cardiopulmonary bypass was established in all patients by
aortobicaval cannulation with median sternotomy. Mild
to moderate (28-32°C) hypothermia was achieved during
cardiopulmonary bypass. After cardiopulmonary bypass was
terminated, the previously integrated MUF cycle has been
activated and filtration was performed. Care was taken to
maintain stable hemodynamics during the procedure. The
hematocrit value was increased to 35% -40% levels. After the
MUF process, decanulation was done. The bleeding control was

completed and the sternum was closed with steel wires and
transferred to the cardiovascular surgery intensive care unit. All
surgical procedures were performed by the same surgical team.

Blood samples were collected from all patients in the early
postoperative period (immediately after the operation and 8
hours after the operation) and at the 24th hour.

In our study, BUN, creatinine, total protein and albumin values
were collected from the blood samples that were collected in
the preoperative, postoperative 8th and 24th hour to evaluate
kidney function. In addition, the total amount of fluid delivered
to the patient, total urinary output and chest tube drainage,
as well as the need for furosemide, duration of hospitalization
and intensive care unit stay and the amount of blood and
blood products were recorded. The need for hemodialysis and
/ or peritoneal dialysis was also noted.

Evaluation of liver function was made by preoperative,
postoperative early (8th hour) and postoperative 24th hours
value of AST, ALT, GGT, ALP, LDH, TOTAL PROTEIN, ALBUMIN,
TOTAL / DIRECT BILIRUBIN, INR, APTT values. In addition, the
amount of chest tube drainage and blood and blood product
usages were also collected during intensive care follow-ups.

Statistical Analysis

SPSS 17.0 package program was used for statistical analysis
of the data. Categorical measurements were summarized as
numbers and percentages, and continuous measurements
as mean and standard deviation (median and minimum -
maximum where necessary). Chi-square test statistics were
used to compare categorical measurements between groups.
In the comparison of continuous measurements between
groups, T test (Student T Test) was used in independent groups,
and Mann Whitney U test was used if assumptions were not
provided. Spearman Correlation test statistics were used to
compare continuous variables between groups. Due to limited
sample size, intensive care unit’s datas were recalculated
according to body mass index by univariate analysis. Statistical
significance level was taken as 0.05 in all test.

Results

In our study, the number of patients is an important limiting
factor. In some critical data, a mathematical difference
was detected, but no statistical significance was found.
Also there is not enough data to be used to evaluate the
systemic inflammatory response, In addition, the fact that the
deterioration in the basic biochemical parameters showing
end organ damage is mathematically less.

The diagnosis and operation data of the patients are presented
in Table 1 below.
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Graphic 2. First 24 hours ICU data

The demographic data and preoperative blood sample results
of the study groups are presented in Table 2 below. There was

no statistical difference between the groups(p> 0.05).

There was no statistically significant difference between the
study groups in terms of intraoperative data. (p> 0.05) (Table 3)

intensive care unit datas were collected and presented in
graph 1 for first 8 hours and graph 2 for first 24 hours.
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The groups were compared in terms of ICU data and it is
presented in Table-4 and Table-5 below. Percent changes
between postoperative values were evaluated. Due to the
limited number of samples, intensive care data were recalculated
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Graphic 1. First 8 hours of ICU data by univariate analysis according to body mass index (p(BSA)).
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The use of fresh frozen plasma was found 219.1 + 147.5ml

for group 1. Group 2 was 167.7 + 111.0ml. There was no
statistically significant difference between the groups in the
values examined with the Mann Whitney U test (P> 0.05)(Table
4). However, univariate analysis was performed to calculate
the use of fresh frozen plasma proportioned to the patient's
BSA. Fresh frozen plasma use was higher in group 1 and it was
statistically significant (p: 0.011X0.05) (Table 4).

Dialysis requirement was 2 patients for group 1. 4 patients were
found for group2. There was a statistically significant difference
between the groups (p: 0.058). In group 2, the number of

patients in need of dialysis was higher (p = 0.05) (Table 4).

The percent change of creatinine was calculated as 56.5%
for group 1. Group 2 was 25.8%. There was no difference in
statistical tests using Mann Whitney U and chi-square test.
(p> 0.05) But there was a significant difference in univariate
analysis acording to BSA. It was observed that the recalculated
percent change of creatine was higher in Group 1. (p:
0.031KX0.05) (Table 5).

The percent change of total protein level was calculated as-6.5%
in group 1, -5.5% in group 2. There was statistically significant
difference was found between the groups. (pX0.05).(Table 5).

Percent change of plasma albumin level after operation was
found to be -18.2% in group 1. This change rate for Group 2
was calculated as -13.4%. There was no statistically significant
difference between the groups. (P> 0.05). However, according to
BSA, a statistically significant difference was found in recalculated
percentage change rate in univariate analysis. (p = 0.05) It was
observed that the decrease in Group 1 was higher (Table 5).
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Discussion

Itisatechnique that has been demonstrated by various studies
that modified ultrafiltration has positive effects on heart and
lung function, coagulation and inflammatory system. It has
been found to reduce end organ damage. For this reason,
many centers perform pediatric cardiac surgery have added
MUF to their operation techniques and use them widely.
Although the incidence of complications of CPB decreases in
pediatric patients after the use of MUF becomes widespread,
it still appears as an important and serious problem.

Today, the use of CPB is absolutely necessary in the corrective
surgery of complex congenital heart diseases. Besides its
advantages such as providing an immobile and bloodless
working area, complications that can be seen due to the
development of systemic inflammatory response syndrome
(SIRS), coagulation system disorders, multiple organ failure are
its major disadvantages.[2]

In children, hypothermia, hemodilution, and prolonged CPB
increase the amount of fluid that escapes the interstitial
space. As a result, total body fluid rises by 11-18%. Modified
ultrafiltration reduces this amount of fluid by up to 4%.[11]

It has been determined that with the modified ultrafiltration,
inflammatory mediators of a size that can pass through the
pores of the filter can be removed from the blood, thereby
reducing the systemic inflammatory response.[12] Due to the
randomized and non-randomized results regarding this issue,
there have been many controversial publications. Hiramatsu et
al. Showed that ET-1 levels decreased in patients undergoing
MUF.[13] Wang et al. argue that IL-8 and ET-1 levels decrease
and TNF-a level does not change.[14] Pearl et al. Found that
MUF did not change the TXB2 and LTB4 levels after KPB.[15]
Chew et al. Showed that there is no change in TNF-q, IL1-beta,
IL-ra, C3d and C4d levels.[9] In our study, there was no data
regarding the inflammatory cytokine values and no evaluation
could be made. However, there was no significant decrease in
the MUF group in terms of CRP values (p> 0.05).

Kidney functions are not fully developed in children under
3 years old and under 10 kg, Glomerular filtration rate is
low, bicarbonate re-absorption is insufficient, and urinary
concentration is very low. Kidneys' ability to remove the
increased acid and liquid load is low .[16]

Excessive use of blood products poses an additional burden on
the kidneys in the postoperative period. In contrast, increasing
the amount of hematocrit and oxygen in blood helps to maintain
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renal cortex functions. Activation of the renin angiotensin system
and Vasospasm are reduced. Oxygen delivery to tissues increases
and the workload of the kidneys decreases.[17]

In our study, it was observed that the creatinine value
increased statistically significant in group 1 patients in
contrast to expectations in blood samples made to evaluate
the change in kidney function (p <0.05). This adverse effect
can be explained by high hemoconcentration and relative
hypovolemia. A statistically significant decrease in the need
for postoperative dialysis in group 1 indicates that although
creatinine is elevated, kidney function is preserved (p <0.05).
Likewise, the difference in the amount of fluid given to the
patients within 8 and 24 hours and the improvement of
creatinine values afterwards supports hypovolemia.

In our study, no statistically significant difference was found
in terms of BUN, urine output, balance, and furosemide use.
In the group without modified ultrafiltration, the amount
of urine was higher in the first 24 hours. Osmotic pressure
of the blood decreases as some of the fluid escaping to
the interstitial space is taken back during the operation by
the modified ultrafiltration. Accordingly, the first 8 and 24
hours urine output may decrease in patients undergoing
modified ultrafiltration. On the contrary, the increase in
urine output seen at the end of the first 24 hours in patients
without ultrafiltration may be related to the transfer of fluid
that escapes to the interstitial space during the CPB to the
intravascular area during intensive care follow-ups. There is
no difference between groups in the first 8 hours in terms of
furosemide use. however, more furosemides were used in the
group with MUF in 24 hours. this may be associated with both
decreased fluid in the intravascular area and forced diuresis.

There was no statistically significant difference between the
study groups in terms of the need for dialysis (p> 0.05). The
need for dialysis was numerically higher in group patients
without ultrafiltration. This result may indicate that some of
the inflammatory cytokines and excess fluid collected in the
interstitial area are removed and kidney function is preserved in
patients with MUF. This result also supports that the rise in KRE
may be due to relative hypovolemia rather than renal damage.

Increased total body fluid-induced liver congestion in children
can lad to a reduction of liver-induced clotting factors (fibrinogen,
prothrombin, Factor V, VII, IX, and X) and toxic radicals released
after ischemia reperfusion injury.[18] The decrease in the synthesis
of plasma proteins, which have important functions, may increase
liver damage by causing excess fluid to escape into the tissue



0)

AN
>

BOZDOGAN et al.

I Effects of modified ultrafiltration on hepatic and renal function after congenital heart surgery

spaces[2] Consequently, bleeding disorder and chesttube drainage
may increase.[3] Also development of hepatorenal syndrome, low
cardiac output, ileus, ascites can be seen. Although the frequency
of these complications decreases after the use of modified
ultrafiltration has become widespread, it is still an important and
serious problem.[10]

In our study, there was no statistically significant difference
between the patient groups in terms of liver transaminase
levels, but there was more increase in the group without MUF.
This result supports the view that liver function and end organ
damage are reduced in patients who underwent MUF stated
in the study by Elliot et al.[19]

When plasma protein changes were examined, it was seen
that total plasma protein levels decreased more in the MUF
group. The decrease in the total protein values in the MUF
group independent of the albumin may be due to the filtration
of the immunoglobulins. In addition, although there is no
statistically significant difference between the groups in terms
of FFF use in the postoperative period, the increased presence
of the MUF can be explained by the loss of immunoglobulin.

When evaluated in terms of chest tube drainage, the first
8 hours in the MUF group was lower. This finding Naik et al.
matches the results of his work. The meaningless statistical
analysis can be explained by the fact that the patient groups
do not contain a sufficient number of patients.

Edema in the heart is reduced by modified ultrafiltration. In
1993, Elliot et al. In 1998, Rivera et al.[20] showed that MUF
decreased heart size, increased systemic vascular resistance,
increased systolic blood pressure, decresed heart rate, so
increased cardiac index and decreased inotropic support
needs.[21,22] In contrast, Mauerman et al. Showed that MUF
was not effective on the development of atrial fibrillation in
adult patients.[23] Naik et al. Measured his heart rate, blood
pressure, right and left atrial pressures, pulmonary artery
pressure, and cardiac output before and after MUF, there
was no change in left atrial pressure, decrease in heart rate,
increase in systolic pressure and cardiac index without change
in systemic vascular resistance.[24] It has been determined.
In the same study, it was reported that heart sizes decreased
significantly after MUF. Hodges et al. confirmed the increase in
cardiac index and systolic pressure after MUF.[25] In this study,
it was determined that there was no effect of decreasing
plasma fentanyl level after MUF on arterial pressure change.
Davies et al. determined that the increase in systolic arterial
pressure was due to the improvement in intrinsic left

ventricular systolic functions. Post-diastolic width and post-
diastole pressure decrease after modified ultrafiltration have
been associated with an increase in left ventricular compliance
due to reduced myocardial edema.[20] No data to confirm
these findings were found in our study. it was seen that the
need for inotropic support decreased significantly in patients
undergoing MUF, but no statistical difference was found due
to insufficient number of patients (Table 4). It is seen that the
use of Milrinon is higher in group 2.

Hemoconcentration provided by modified ultrafiltration
has positive effects on the coagulation system. In the study
conducted by Chew et al,, It was found that the use of blood
and blood products and chest tube drainage decreased
compared to the CUF and control group in patients with MUF.
In the same study, it was stated that modified ultrafiltration
also influences the coagulation factors.[26] fibrinogen, factor
VIl (FVII) level increased, platelet, factor IX (FIX) and factor X
(FX) levels were shown to be unchanged.[27]

Coagulopathyisawell-defined problem after cardiopulmonary
bypass. Ootaki et al. Reported an increase in Hct, platelet,
total plasma protein and albumin values in patients with
MUF. Fibrinogen, prothrombin, and FVII levels were higher,
but showed no change in FIX and FX.[28] In our study, no
significant difference was found in terms of hematocrit and
platelet counts. Total plasma proteins were lower in group
1. The decrease in total protein without decreasing albumin
can be explained by loss of globulin due to filtration (pX0.05).
Adequate data for statistical analysis could not be obtained
regarding fibrinogen and coagulation factors.

Hemostasis mechanism changesafter cardiopulmonarybypass
is the most important factor responsible for post-operative
blood loss and blood product use. In studies conducted by
Naik, Bando, Gurbuz and Draaisma, they were found that the
use of blood and chest tube drainage decreased significantly
in patients with MUF.[29] In our study, no mathematical and
statistical difference was found between the groups in terms
of blood use. This has been linked to insufficient number of
patients included in the study.

Conclusion

Since our study was planned as a retrospective study, the
data that could ensure the effectiveness of MUF could not be
reached sufficiently. therefore MUF appears to be effective
in maintaining kidney and liver function, although there is
insufficient data available. in to the future, more randomized
controlled prospective studies are needed.
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Abstract

cancer patients.

obtaining an instrument. In the evaluation of data percentage and chi-square tests was used.

participants that informed verbally than informed verbal and written.

assistance increases while the educational level decrease in both genders.

Keywords: cancer; cancer treatment; drug; oral chemotherapy

Material and Methods: There research sample consists of 100 people who use oral antineoplastic drugs in Ankara
Numune and Ankara Yildinm Beyazit Education and Research Hospital Oncology wards. Patient conversation form and

evaluation of drug information form, which was developed by the investigator according to literature, was used as a data

Results: Average age of the person that participates in surveying is 51.5+7,1. We observed that 48% of participants use

informed about medicine by the doctor when prescribed, and 50% by the nurse at the outpatient clinic. It is observed71%
of participants stake medicine not in time. As the reason for this case, forget fullness is on the top with a 51% rate. It is
observed male more successful than female for taking medicine in time (p<0.05) and the rate of taking medicine in time

is increasing with education level (p<0.05). Besides, we observed that the rate of taking medicine in time is lower for

and the long period of drug-taking decrease this success. Female take assistance drug use more than male and taking

Aim: Study was conducted as descriptive to evaluate information and practice about oral antineoplastics drug used of

capecitabine as oral antineoplastic, and 51% of participants have cure number between 0-3. 93% of participant that they

Conclusion: This study suggests that individuals have a low educational level successful in drug-taking at the same hour
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0z
Amag: Arastirma, kanser hastalarinin oral antineoplastik ila¢ kullanimina iliskin bilgi ve uygulamalarini degerlendirmek

amaciyla kesitsel calisma olarak yapilmistir.

Gereg ve Yontemler: Arastirmanin érneklemini Ankara Numune Egitim ve Arastirma Hastanesi ile Ankara Yildirim Beyazit
Egitim ve Arastirma Hastanesi Onkoloji polikliniklerinde, oral antineoplastik ilag kullanan 100 kisi olusturmustur. Veri
toplama araci olarak literatiir bilgisinden yararlanilarak arastirmaci tarafindan hazirlanan “Hasta Gériisme Formu” ve “ilaca

iliskin Bilgilerini Degerlendirme Formu” kullaniimistir. Verilerin degerlendirilmesinde ki-kare testi kullanilmistr.

Bulgular: Arastirmaya katilan bireylerin yas ortalamasi 51.5+7,1 ‘dir. Bireylerin 9%48'inin oral antineoplastik ila¢ olarak
kapesitabin kullandigi, %51'inin kir sayisinin 0-3 araliginda oldugu gorilmektedir. Hastalarin %93'0 ilag ile ilgili bilgileri
poliklinikte ila¢ yazilmasi esnasinda doktor tarafindan, %50 si ayaktan kemoterapi alma Unitesinde hemsire tarafindan
6zl egitim seklinde almaktadir. Bireylerin %71'inin ilaci ayni saatte almadiklarini ifade ettikleri gérilmistir. ilaci ayni
saatte almama nedenleri arasinda %51 orant ile unutkanlhk ilk sirada yer almaktadir. Erkeklerin kadinlara gore ayni saatte
ilag alma konusunda daha basarili oldugu (p<0.05) ve egitim dlzeyi artik¢a ayni saatte ilag kullanma durumlarinin arttigi
gorulmektedir (p<0.05). Bunun yaninda sadece sozel olarak bilgi alanlarin, hem sézel hem yazih bilgi alanlara gore ‘ayni

saatte ilag kullanma’ oranlarinin daha distk oldugu gorilmektedir (p<0.05).

Sonug: Egitim seviyesi diistk olan kisilerin ayni saatte ila¢ kullanma konusunda basarisiz oldugu ve hastanin kiir sayilari
arttikca ayni saatte ila¢ kullanmada basarilarinin azaldigi belirlenmistir. Kadinlarin erkeklere gore ila¢ kullaniminda daha
fazla yardim aldigi ve tim bireylerde egitim seviyesi distikee ila¢ kullaniminda yardim almanin arttigi belirlenmistir.

Ayrica bireylerin yasi arttik¢a ilag almayr daha ¢ok unuttuklar belirlenmistir.

Anahtar kelimeler: ilag; kanser; kanser tedavi; oral kemoterapi

Introduction

Cancer is one of the leading health problems of our age for
many reasons such as increased life expectancy, developments
in diagnosis and treatment methods. The frequency of cancer
increases by 1-2% per year in almost every country worldwide
[1]. In parallel with this increase in cancer incidence, treatment
methods and options are increasing day by day. One of these
treatment methods is the oral administration of antineoplastic
drugs. The number of oral antineoplastic drugs and their
importance in an application is increasing every day [2, 3 1.

Administration of oral antineoplastic agents provides several
advantages to patients. These advantages; application
shortening, increased independence, non-invasive, decrease
the burden of the patient and increase the quality of life [4,5].
Despite these advantages, it is a disadvantage that patients do
not comply with the principles such as correct dosage, right
time, correct storage, proper retrieval. Drug compliance; with
medical advice, patient behaviour and lifestyle is defined as
incompatible and discontinuity of drug, wrong dosage, misuse
of drugs at the wrong time is considered applications. Non-

compliance with drug therapy in cancer patients may lead to
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the development of drug resistance, low response to treatment,
the progression of disease and death [5,6]. For patients to take
optimal advantage of oral antineoplastic drug therapies, it is
essential that they take their medication as recommended
and correct. Patient education has great importance in terms
of increasing patient safety, optimal dose and compliance with
the treatment plan. Nurses working in the oncology outpatient
clinic should educate the patient and the family. Thanks to drug
training, ensuring the continuation of treatment is beneficial in
preventing or early detection of problems at home [7, 8].

In the literature, the adaptation of the patients receiving
oral antineoplastic medication, the factors affecting their
adaptation and the use of drugs were evaluated, nursing
care for the problems and applications planned [6,9,10].
In our country, the studies evaluating the knowledge and
applications of the patients taking oral antineoplastic drugs
on drug use could not reach. Therefore, there is a need to
evaluate the knowledge and applications of cancer patients
using oral antineoplastic drugs. This study aimed to evaluate
the knowledge and applications of cancer patients receiving
oral antineoplastic drugs.



Material and Methods
Setting and Sample

The study was carried out cross-sectional studies in order to
evaluate the knowledge and applications of cancer patients
on the use of oral antineoplastic drugs. Due to insufficient
data on the number of people using oral antineoplastic drugs,
an exact number could not determine, and sample selection
based on “duration. According to this study, people who used
oral antineoplastic drugs in Oncology outpatient clinics of
Ankara Numune Training and Research Hospital and Ankara
Yildinm Beyazit Training and Research Hospital between
March 1, 2009, and June 1, 2009, in 3 months formed the
sample. Repetitive applications excluded in the study,and 110
patients reached during this period. 2 out of 110 patient died
before the meeting, and eight patient could not interview
because they were out of town. Eighteen years - 65 years of
age, cncer patients, at least one cure oral antineoplastic drug,
who can communicate quickly, who agreed to participate in
the study completed with 100 people.

Instruments

The research data collected by the researcher using “Patient
Interview Form” and “Drug Information Evaluation Form”
prepared by the literature[4-10].

Data Collection Procedure

Support was obtained from the policlinic nurse and doctor
to find patients using oral antineoplastic agents. Besides,
we followed up and reached to the patients through the
secretariat of the polyclinic. The researcher interviewed
the patients in the relaxation room, which was a quiet area.
Interviews with each patient took 20-25 minutes.

Ethical consideration

The application permission obtained from the General
Directorate of Treatment Services of the Ministry of Health, and
“LUT 08 / 68-31" has been obtained from Hacettepe University
Ethics Committee. The participants were informed about the
study. Then, both individuals permitted in both verbal and
written form.

Statistical Analysis

SPSS 13 program used in the statistical analysis of the data.
Descriptive data were shown as numbers and percentages.
The relationship between the knowledge-application and the
independent variables analyzed by chi-square significance test.
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Results

The mean, standard deviation of the ages of the participants
was 51.5 + 7.1. Of these participants, 53% of the patients
were female, 53% of them were primary and lower education,
49% of them were homemakers, and 68% of them lived with
their spouse and children. 31% of patients are metastatic
breast cancer, and 60% of patients receive oral antineoplastic
treatment alone. 48% of patients use capecitabine, and 51% of

the patients had cure number 0-3 (Table 1).

95% of the individuals experienced nausea and vomiting
related to the antineoplastic drug, and 95% did not record
the onset, severity, and duration of the side effect when the
drug-related side effect developed. The drug uses medication
outside. 100% of these drugs is antiemetic, and 95% is antacid.
93% of the patients received information about the drug by
the doctor, and 50% of the patients received verbal training by
the nurse. Individuals stated that 71% did not take the drug at
the same time. For reasons of not taking the drug at the same
time, forgetfulness (51%) is in the first place. 58% of the patients
said that when they remembered their oral antineoplastic drug,
they forget to take the medication. (Table 2). 21% of individuals
use oral antineoplastic drugs (with a doctor’s recommendation
(68%), with their request (31%) have left.
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81% of the patients stated that they received help with oral

antineoplastic drug use. The patients mostly received help
from their children (59.8%) and about drug time (44.4%). When
the information of individuals about the drug examined; 93%
of patients know how many times a day the drug will be used,

90% of patients know how often to go to control, and 75% of
patients know the expected side effects of the drug. On the
other hand, only 1% of patients know how to manage the
expected side effects of the drug, and Only 3% of the patients
know what to do when the drug vomited.

In our study, men are more successful than women at the same
time (p<0.05), and the use of drugs increased at the same
time as the education level of the patients increased (p<0.05).
This study suggests the patients who received only verbal
information had lower rates of drug use at the same time’than
those who received oral and written information (p<0.05). In
the statistical analysis, no significant difference found between
age and number of cures and usage at the same time (p>0.05).
As the level of education in the patients decreased, getting
help in the use of drugs increased. Besides, participations who
receive oral information about drug use receive more help in
drug use (p<0.05), and the age of the individual’s increases and
the women have forgotten to take more drugs. Also, patients
receiving oral information about drug use seem to have
forgotten to take more drugs (p<0.05)(Table3).




Discussion

Most of the individuals who participated in the study used
antiemeticandantacidbesidesoralantineoplasticdrug.ltisalso
noteworthy that patients do not know about drug interaction.
In the studies recommended that oral antineoplastic drugs be
taken 2 hours before or after antacid intake [11-12]. Nausea
and vomiting were the most common side effects, and
individuals had a lack of knowledge in managing nausea and
vomiting. More recently, studies showed counselling on issues
such as how long the oral antineoplastic drug should repeat
after vomited and how to remove waste [12,13].

Decker et al. in his study with oral antineoplastic drug cancer
patients, statistically significant relationship found between
symptom management and drug compliance [14]. Similarly,
in a study of the factors affecting the compliance of oral
chemotherapy drugs in patients with colon cancer, it was
found that the symptoms affected drug compliance [15].
Most of the individuals in our study does not record the
onset, severity, and duration of the related side effects. When
literature is reviewed, it recommends that individuals record
this information and inform the medical team [4,5,9,12,16].

Most of the patients received drug training verbally. Studies
have shown that oral administration of drug education is
insufficient. Thus, drug education should support by many
methods such as written material, electronic follow-up system
at home, reminders, message tracking, telephone consultancy
and follow-up [5,6,8,171].

In our study, very few of the patients used the name of the oral
antineoplastic drug correctly. Moreover, most of the patients
have identified their medicine only with colour, shape, and box.
At the same time, most of the patients expressed their medication
as mgr but not as tablet number. As is known, oral antineoplastic
drugs have many forms in different milligrams. Therefore, it
should include in the follow-up of drug doses in drug education.
According to studies that the drug use guidelines contain mgr
does the information of the drugs [10,12,13].

In contrast to our study; Marques et al. (2008) reported that
86.9% of the individuals know the name and dose of the drug
correctly. We think that this situation originates most of the
patients have a high education level (80.4%)[18]. On the other
hand, caregivers of cancer patients have been experiencing
difficulties in knowing the side effects of treatment, symptom
control, the sources they can refer to, mgr drugs [19,20].
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This study suggests that most of the patients received help
from their relatives about drug time, cure program and drug
dose. Similarly, in the literature, it is seen that cancer patients
receive help from caregivers on many issues such as drug use
[21,22]. In our study, patients who received both verbal and
written information were more successful in using drugs at the
same time (p<0.05). Studies have shown that drug education
train with written and visual materials and the patient needs
to use the right medication [7,12]. In this study, the rate of
drug forgets increases as individuals’ ages increase (p<0.05).
Similarly, in many studies, it was found that the most common
behaviour of drug use was seen in the elderly group [23,24].

Unlike our study, Marques et al.found that the rate of forgetting
of individuals was 6.6%. The reason for the difference in
the study may think to be that most of the individuals were
graduated from university (80.4%) [18]. When the patients
forget their drugs, most of the patients often take the drug
when recalled or take two drugs at the next dose. Chan et al.
found that 38.8% of the patients in the study with 126 cancer
patients jumped the drug when they forgot to take the drug,
46.6% of them took two at the next dose time. [25].

Conclusion

Individuals who participated in the study had side effects due
to oral antineoplastic drug and Patients experience difficulty
in recording, monitoring and managing side effects. Patients
have comorbidity and polypharmacy.

Suggestions

« According to the education, age, and duration of drug use of
cancer patients using oral antineoplastic drugs, drug training
should be given by using written and visual materials.

« In oncology outpatient clinics and outpatient chemotherapy
units, regular drug education should train to the patients, and
the patients should monitor when they come to each control.
Study Limitations

The mostimportant limitation of the study is that the drug use
information base on the patient declaration. Besides, there are
several potential problems related to reliability because the
patient does may include a self-reporting response bias or
may have been not reported correctly.
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1 Original Article

The relationship between serum endocan levels with the presence of
contrast-induced nephropathy in patients undergoing coronary angiography

Koroner anjiyografi uygulanan hastalarda serum endokan diizeyleri ile
kontrast kaynakli nefropati varligi arasindaki iliski

Gamze ASLAN* [@, Onur BAYDAR &

Koc University School of Medicine and Hospital, Department of Cardiology, Istanbul/TURKEY

Abstract

Aim: Contrast-induced nephropathy (CIN) is associated high mortality and morbidity risks in the patients undergoing
coronaryangiography (CAG).Endocan, anew endothelial dysfunction biomarker, could be a potentialimmunoinflammatory
biomarker for CIN.We investigated the possible association between serum endocan levels and CIN in the patients

undergoing CAG.

Material and Methods: We prospectively enrolled 92 patients undergoing CAG.For each patient, serum endocan levels
were assessed at hospital admission before CAG.Contrast-induced nephropathy was defined as an increase in serum
creatinine 25% or 0.5 mg/dl from baseline in the first 48 - 72 hours.

Results: Overall, 32 cases (34.8%) of CIN were diagnosed.There were no significant differences between the two groups
(CIN and without-CIN) in demographic data and general risk factors. 38 patients (41%) were performed percutaneous
coronary intervention. Patients with CIN had higher serum endocan levels (3.68 ng/dl;IQR, 0.78-17.3 vs 1.81 ng/dl;IQR,
0.19-17.4, p:0,002) than patients without CIN. Additionaly; basal glomerular filtration rate, contrast volume, serum endocan
level and left ventricle ejection fraction were detected as independent risk factors of CIN (p=0.014, B:0.94, CI: 0.89-0.98, p=
0.024, B:2.55, CI:1.13-5.77, p=0.026, B:2.45, CI:1.11-5.42, p= 0.044, B:0.91, CI:0.83-1.43, respectively).

Conclusion: In patients undergoing CAG, high serum endocan levels could be associated with an increased risk for CIN.
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Amag: Kontrast kaynakli nefropati (KiN), koroner anjiyografi (KAG) uygulanan hastalarda yiiksek mortalite ve morbidite
ile iliskilidir. Yeni bir endotelyal disfonksiyon biyomarkeri olan Endocan, KiN icin potansiyel bir immiinoenflamatuar
biyobelirte¢ olabilir. KAG uygulanan hastalarda, serum endokan diizeyleri ile KiN arasindaki olasi iliskinin arastirilmasi

amaclandi.

Gereg ve Yontemler: KAG yapilan 92 hasta calismaya alindi. KAG 6ncesinde, hastane basvurusunda her hastanin serum
endokan dizeyleri degerlendirildi. Kontrast kaynakli nefropati, maruziyetten 48-72 saat sonrasindaki kreatinin diizeyinin

baslangi¢ serum kreatinin diizeyine gore % 25 veya 0.5 mg / dl artis olmasi olarak tanimlandi.

Bulgular: Toplam 32 hastada (%34.8) KiN saptandi. KiN olan ve olmayan 2 grup arasinda demografik veriler ve genel risk
faktérleri acisindan anlamli fark saptanmad1.38 hastaya (%41) perkutanéz koroner girisim yapildi. KiN saptanan hastalarda
serum endokan diizeyleri (3.68 ng/dl;IQR, 0.78-17.3 karsi 1.81 ng/d[;IQR, 0.19-17.4, p: 0,002) KiN olmayan hastalara gére
dahayiksek bulundu. Ek olarak; bazal glomerdiler filtrasyon hizi, kontrast voliim{, serum endokan ve sol ventrikiil ejeksiyon
fraksiyonu KiN icin bagimsiz risk faktorii olarak saptandi (p= 0.014, B: 0.94, Cl: 0.89-0.98, p= 0.024, B: 2.55, Cl: 1.13-5.77, p=

Introduction

It was known that coronary angiography (CAG) and

percutaneous coronary intervention reduce ischemic

complications and improves survival in patients with
coronary artery disease (CAD). However, contrast agents used
for performing cardiovascular interventions are potential
risks for contrast-induced nephropathy (CIN). CIN could
cause renal dysfunction, longer hospital stay, increased
cardiovascular events and mortality [1]. So many factors such
as hypovolemia, contrast volume, some drugs (diuretics etc.)
and baseline glomerular filtration rate (GFR) may contribute to
the development of CIN [2]. Because of these, identifying the

risk of CIN is important in patients performed CAG.

First study about Endocan was in 1996 [3]. It was cloned from
human umbilical vein endothelial cell cDNA library. Endocan
is a proteoglycan and produced from vascular endothelial
cells (ECs) and plays as a regulator role in vascular proliferation,
migration and adhesion processes [4]. Endocan has shown as
a novel mediator for ECs dysfunction and inflammation in the
previous studies [5,6]. Additionally, it was found to associate with
cardiovascular diseases [7,8], cancer [9], sepsis [10], chronickidney
disease [11,12] and acute rejection of renal transplantation [5].

Oxidative stress, endothelial dysfunction, and apoptosis

were described as pathophysiologic mechanisms for
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0.026, B: 2.45, Cl: 1.11-5.42, p=0.044, B: 0.91, Cl: 0.83-1.43, sirastyla).
Sonug: KAG yapilan hastalarda, yiiksek serum endokan seviyeleri KiN olusma riski ile iliskili olabilir.

Anahtar kelimeler: endokan; kontrast iliskili nefropati; endotelyal disfonksiyon.

the development of acute kidney injury due to contrast
administration [13]. Additionaly, previous studies have shown
that endocan is a potential immunoinflammatory marker that
may be linked to CIN and is highly expressed in glomeruli,
and especially increases by glomerular damage and by
the deterioration of glomerular filtration rate, its clearance
decreases and its levels raise to higher extents [12,14].

According to these pathological mechanisms, testing novel
biomarkers in the patients undergoing CAG may help
determination of potential risks for acute kidney injury and
may reduce the development of CIN. Therefore, we aimed to
evaluate the relationship between serum endocan levels and
the risk of CIN in the patients undergoing CAG.

Methods

We
undergoing CAG at the Cardiology Department. CAD was

prospectively observed 92 consecutive patients
defined according to the current guidelines [15]. According
to power analysis based on these data (alpha 0.05, power
95%), minumum a total of 87 patients were planned to be
included in the study. We excluded the patients with a severe
valvular heart disease, severe or decompensated heart
failure, acute coronary syndromes, end stage kidney disease,
severe liver disease, connective tissue disease and patients

undergoing urgent cardiac surgery for revascularization. We



included the patients with angina pectoris who had positive
stress test (exercise ECG, myocardial perfusion imaging or
stress echocardiography). Serum creatinine concentration
levels were observed at hospital admission, every following
day and at hospital discharge. Glomerular filtration rate
(eGFR) was calculated using the modified formula of Levey
et al [16]. Contrast-induced nephropathy was defined as an
increase in creatinine 25% or 0.5 mg/dl from the baseline
value within the 48- 72 hour period following CAG [17]. In
all patients, serum endocan levels were assessed at hospital
admission. Endocan (Cloud-Clone Corp., Houston, USA),
concentrations in patients' sera were analyzed using sandwich
enzyme-linked immunosorbent assays (ELISA) according
to the manufacturer's instructions. Values were normalized
to standard curve. The intra-assay and interassay variances
for serum endocan was <10% and <12%, respectively. A
nonionic, low-osmolality contrast agent (iopromide) was used
for performing CAG. In the cases who had heart failure and
chronickidney disease, for preventing the development of CIN,
saline infusion (intravenously at a rate of 1 mL/(kg h) (0.5 mL/
[kg h]) was applied during the periprocedural period. Also, in
these cases, for preventing the development of CIN, the use of
the nephrotoxic drugs such as non-steroid anti-inflammatory
drugs, metformin, angiotensin converting enzyme inhibitors,
angiotensin receptor blockers and diuretics were stopped
at least 48 hours prior to the procedure. Transthoracic
echocardiography was performed for all patients (Epiq 7;
Philips Ultrason System, Amsterdam, Netherlands) and left
ventricle ejection fraction (LVEF) was measured using the
Simpson method.

Hypertension [16] was defined as blood pressure> 140/90 mm
Hg or being on treatment with antihypertensive medications.
Also, diabetes mellitus (DM) was defined as fasting glucose
levels >126 mg/dL or being on treatment with oral antidiabetic
drugs or insulin. Finally, hyperlipidemia (HL) was defined by
the references of the current guidelines [18]. The study was
approved by the Local Ethics Committee (2015.096.IRB.036)
and informed consent was taken from all participants. This
article does not contain any studies with human participants
or animals performed by any of the authors.

Statistical analysis
The statistical analysis was performed by using SPSS version

22 for Windows (SPSS Inc, Chicago, lllinois). Numerical
variables were expressed as mean (standard deviation) (SD)
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and nominals as percentages. All variables were evaluated
by Kolmogorov Smirnov Test to determine the normality of
distribution. Parametric variables were compared using the
Student-T test. The Mann Whitney U-test was used for the
evaluation of nonparametric variables. The chi-square test was
used to compare categorical data. Correlations were studied
by the Pearson’s correlation test. ROC analysis was performed
to determine the sensitivity and specificity values of serum
endocan. To evaluate the effects of various factors on CIN
development, multivariate regression analyses were performed
by using the backward Logistic Regression method. All p values
less than 0.05 were accepted as statistically significant.

Results

92 patients were included in this study and 32 (34.8%) of
them had CIN. There were no significant differences between
the two groups in terms of age and gender. General risk
factors, hypertension, diabetes mellitus, previous history of
CAD, smoking and family history of CAD were same in both
groups. Additionally, previous medications, contrast volume
and coronary angiography findings did not differ between
two groups. Only, GFR basal and LVEF were significantly lower
in patients with CIN. Additionaly, C-reactive protein (CRP) was
higher in patients with CIN. The baseline clinical and procedural
characteristics of patients were shown in Table 1. Patients with
CIN had higher admission serum endocan levels (3.68 ng/
dl; IQR, 0.78-17.3 vs 1.81 ng/dl; IQR, 0.19-17.4, p:0,002) than
patients without CIN (Figure 1). Additionally, log10 endocan
parameters (0.58 +£0.38 ng/dl vs 0.27 + 0.44 ng/dl, p:0,001) were
found higher in the patients with CIN than patients without CIN.

20.0000
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*

15.0000

10.0000

endocan (ng/ml)

5.0000

0000

without CIN CIN

group

Figure 1. Serum endocan levels with and without CIN patients.

{Values more than three IQR'’s from the end of the box are labeled as
extreme, denoted with an asterisk (¥). Values more than 1.5 IQR’s but

less than 3 IQR’s from the end of the box are labeled as outliers (X)}.
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In Pearson correlation analysis, CRP levels correlated positively
with uric acid (r = 0.44, p < 0.0005). Also, serum endocan
concentrations correlated negatively only with serum sodium
(r=-0.30, p =0.004).

In ROC analysis, the cut-off value of endocan for CIN patients
in this study was > 3.04 ng/ml, with 60% sensitivity, 40%
specificity (AUC: 0.70, 95% Cl: 0.59-0.81, p=0.002) (Figure 2).
There were 19 (59%) patients in CIN group and 22 patients
(36%) in nonCIN group whose serum endocan levels were
exceeding the standard upper value of 3.04 ng/ml.

ROC Curve Source of the Curve

10 ~ serum endocan
~ Reference Line

Sensitivity

1 - Specificity

Figure 2.ROC curve analysis for values of serum endocan [ 3.04 ng/ml, with
60% sensitivity, 40% specificity (AUC: 0.70, 95% Cl: 0.59-0.81, p=0.002)].

To analyze the associations of endocan with the potential
confounder of creatinine, the study participants were divided
into two groups according to creatinine<1.5 mg/dl and creatinine
> 1.5 mg/dI. Serum endocan levels did not differ between the
creatinine<1.5 mg/dl and creatinine = 1.5 mg/dI groups (2.83 ng/
ml; IQR, 0.19-17.31 ng/ml vs 2.19 ng/ml; IQR, 0.68-17.40 ng/ml,
p = 0.862) (Figure 3A). Additionally, serum endocan levels were
analyzed in the patients with presence or absence of obstructed
coronary arteries (>%»50). There was not any differences between
these groups (2.81 ng/ml; IQR, 0.68-17.40 ng/ml vs 2.84 ng/ml;
IQR, 0.19-17.31 ng/ml, p = 0.160) (Figure 3B).
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Figure 3. A) Serum endocan levels according to creatinine levels
(creatinine <1.5 mg/dl compared to creatinine =1.5 mg/dl). B) Serum
endocan levels according to presence or absence of obstructed

coronary arteries (>%?50).

{Values more than three IQR'’s from the end of the box are labeled as
extreme, denoted with an asterisk (*). Values more than 1.5 IQR’s but

less than 3 IQR’s from the end of the box are labeled as outliers (X)}.

Additionaly; basal GFR (p= 0.014), contrast volume (p=
0.024), serum endocan level (p= 0.026) and LVEF (p= 0.044)
were detected as independent risk factors of CIN in logistic
regression analysis (r2= 0.66, p= 0.00, odds ratio= 0.554 for
model) (Table 2).

4 patients from the contrast induced nephropathy group
needed HD. Only one time HD was performed for these
patients. Hydration therapy was applied to the other patients.
All of the patients with CIN healed and their renal function
came back to the previous values.
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Discussion

CIN is a common cause of hospital acquired acute kidney
injury. Because of CIN effects on morbidity and mortality,
identifying the risk of CIN is important. Some conditions such
as previous history of CAD, diabetes, dehydration, advanged
age, use of diuretics, repeated contrast exposure, use of high
osmolar contrast agent are related with CIN development
[19]. After the contrast exposure, endothelial dysfunction
and deterioration in the balance of the vasoconstrictor and
vasodilator factors could cause renal hypoxia and injury [20].

In the general population, the incidence of CIN is estimated to
be 1% to 6%. However, the risk may be as high as 50% in some
patient subgroups (diabetes, chronic kidney disease, other
comorbidities) [21]. In this study, 32 patients (34.8%) had CIN.
This finding might be related with lower basal GFR and LVEF
values than non-CIN group .

In our study, we found that CIN rate was significantly increased
in patients with high endocan levels and also demonstrated
that the endocan levels were independently associated with
CIN. Endocan is also a useful biomarker for evaluation of renal
injury. Gunay et al. showed high endocan levels in patients with
acute kidney injury [22]. In addition, serum endocan levels were
found inversely correlated with estimated GFR [14]. Yilmaz et
al. reported that raised endocan levels could predict all-cause
mortality and cardiovascular events in patients with chronic
kidney disease [12]. Li et al. reported in the renal transplantation
patients that serum level of endocan signifies the degree
of endothelial cell injury and it has the potential to show
glomerular/endothelial cell injury as a highly sensitive and
specific biomarker [23]. Therefore, evaluation of serum endocan
levels may help the clinicians for the early detection of CIN.

The amount and the type of the contrast volume isimportant for
the patients undergoing coronary angiography because of the
CIN risk, especially if these patients had chronic kidney disease
[24]. Thus, contrast agent dose optimization and periprocedural
hydration are very important. Therefore, we tried to use a
relatively small amount of contrast in this study, and the dose
of contrast used was not found different between the patients
with and without CIN [25]. However, according to logistic
regression analysis diabetes mellitus, contrast volume, serum
endocan level and LVEF were independent risk factors of CIN in
this study. Serum endocan levels may be a possible significant
biomarker for development of CIN together with the known risk
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factors in this study. High serum endocan levels detected in this
study could reflect endothelial dysfunction which is associated
with inflammation. Serum endocan levels can be measured
easily at the preprocedural period and intravenous hydration,
sodium bicarbonate, and N-acetylcysteine for prophylactic
prevention of CIN may be applied before the procedure. Thus, in
comparison to other available CIN risk stratification tools, serum
endocan evaluation is a simple test and therefore may be easily
applied to the daily practice.

This study had some limitations. First, it was a single-center
study. Second, this study’s cohort was relatively small. Third,
neither serum endocan levels nor urine endocan levels were
not evaluated after the procedure.

Conclusion

Serum endocan levels could be associated with a increased
risk for CIN in the patients undergoing CAD and it can be used
as a new, simple, and reliable test to predict CIN in patients
who underwent urgent CAG.
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#Original Article

The evaluation of ventricular arrhythmia risk by using electrocardiographic
parameters in patients with dipper and non-dipper hypertension

Dipper ve nondipper hipertansiyonda ventrikiiler aritmi riskinin
elektrokardiyografik parametreler lizerinden degerlendirilmesi

Cagri ZORLU™, Metin KARAYAKALI*®, Kaytlhan KARAMAN? I, Arif ARISOY2[, Atac CELIK?[

'"Tokat State Hospital, Department of Cardiology, Tokat/TURKEY
“Tokat Gazisomanpasa University, Department of Cardiology, Tokat/TURKEY

Abstract

Aim: Non-dipper hypertension (NDHT) is associated with increased cardiovascular mortality. Lots of different
electrocardiographic parameters can be used for this purpose. Some electrocardiographic repolarization parameters and
some particular parameters obtained from 24 hours holter recordings frequently were used. The aim of this study was
to evaluate ventricular arrhythmia risk by using most of this electrocardiographic parameters in patients with dipper
hypertension (DHT) and NDHT.

Material and methods: 220 patients with hypertension were included this study. Patients were divided into two groups
as DHT and NDHT according to the 24 hours ambulatory blood pressure monitoring. Two groups were compared with
electrocardiography and echocardiography parameters and also were compared with heart rate variability (HRV) and
heart rate turbulence (HRT) parameters.

Results: There were no significant differences between DHT and NDHT groups with regard to demographic and laboratory
datas. Also echocardiography parameters normally distributed and have no significant differences between two groups.
There were no significant differences between DHT and NDHT groups with regard to left ventricular mass index (p=0.280).
Although QT, QT dispersion, HRV and HRT parameters differences were not statistically significant, results were in favour
of DHT in terms of ventricular arrhythmia risk.

Conclusion: When hypertensive patients having no statistically significant differences in terms of left ventricular
diamaters and left ventricular mass between them were divided as DHT and NDHT; there were no statistically significant
differences between two groups with regard to electrocardiographic ventricular arrhythmia parameters although results
were in favour of DHT.
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Oz

Amag: Non-dipper hipertansiyon (NDHT) artmis kardiyovaskiiler mortalite ve morbidite ile iliskilidir. Cesitli calismalar
cok sayida farkl elektrokardiyografik parametrenin bu amacla kullanilabilecegini géstermektedir. Ozellikle bazi
elektrokardiyografik repolarizasyon parametreleri ve 24 saatlik holter kayitlarindan elde edilen bazi 6zel parametreler
siklikla kullaniimistir. Bu calismada amag dipper hipertansiyonlu (DHT) ve NDHT hastalarda ventrikiiler aritmi riskinin bu
elektrokadiyografik parametrelerin cogunun birlikte kullanilarak degerlendirilmesidir.

Gereg ve Yontemler: Calismaya esansiyel hipertansiyon tanisiyla izlenen 220 hasta alindi. Hastalar 24 saatlik ambulatuvar
kan basinci izlemesi sonuclarina gore iki grupta degerlendirildi. Sistolik ve/veya diyastolik kan basinci gece degerleri
ortalamasi glindliz degerleri ortalamasindan %10 veya daha fazla diisiik olanlar DHT grubuna, %10'dan az disuk olanlar
NDHT grubuna alindi. iki grubun kan basinci, ekokardiyografi, laboratuar verileri, EKG ve 24 saatlik ritim holter kaydindan
elde edilen kalp hizi degiskenligi (KHD) ve kalp hizi tlrbtlansi (KHT) verileri karsilastirildi.

Bulgular: Demografik bulgular, laboratuar verileri ve ekokardiyografik veriler normal dagilima uymakta idi ve gruplar
arasinda anlamli fark yoktu. Her iki grup arasinda sol ventrikil kitle indeksi agisindan fark saptanmadi (p=0,280). QT, QT
dispersiyonu, KHD, KHT parametrelerinde de istatistiksel anlamli fark tespit edilememesine ragmen ventrikuler aritmi riski
acisindan verilerin DHT lehine oldugu gorildi. Ayrica NDHT' da otonom fonksiyonlarda sempatik sistem lehine baskinhgi
teyit edecek sekilde ortalama kalp hizi istatistiksel olarak anlamli olacak sekilde daha yiiksek bulundu.

Sonug: Sol ventrikil ¢aplari ve kitleleri bakimindan aralarinda anlamli fark olmayan hipertansif hastalar, dipper ve non-
dipper olarak ayrildiginda elektrokardiyografik ventrikiler aritmi dngérdiriicileri bakimindan veriler iki grup arasinda

Introduction

Cardiovascular diseases (CVD) are seen as the primary cause
of death in the world. Hypertension (HT) is one of the main
causes of CVDs and an important risk factor for sudden cardiac
death. The incidence of sudden cardiac death increases with
elevated blood pressure (BP) in parallel with BP values [1]. There
is a strong relationship between the systolic BP and diastolic BP
and the cardiovascular (CV) risk. HT is responsible for 45% of
heart disease-related deaths and 51% of stroke-related deaths
[2]. There are studies showing that the frequency of ventricular
arrhythmia and consequently the risk of sudden death increases
in patients with HT. However, there are limited data on which HT
patients have a higher tendency to ventricular arrhythmia.

It has been shown that BP levels obtained by ambulatory
measurement are more valuable in predicting HT complications
and CV morbidity when compared with BP levels measured in
the office [3]. BP changes with circadian rhythm during the
day. Studies have shown that BP shows a nocturnal decline in
healthy individuals. The rate of this decline varies from person
to person. According to ambulatory blood pressure monitoring
(ABPM) data obtained from healthy individuals, BP is highest in
the morning, shows a slow decrease during the day, and remains
at its lowest levels during the night [4]. The circadian rhythm of

dipper lehine olmasina karsin bu fark istatistiksel olarak anlamli diizeye ulagsmamistir.

Anahtar kelimeler: hipertansiyon; dipper; non-dipper; ventrikiler aritmi parametreleri

BP has led to the development of a new classification which is
made by ABPM. A decrease in BP of > 10% when compared to
daytime was defined as dipper hypertension (DHT) and a < 10%
decrease as non-dipper hypertension (NDHT).

In our study, we separated HT patients as DHT and NDHT.
Our aim was to determine which group had a higher risk of
ventricular arrhythmia and sudden cardiac death and whether
this classification is associated with the risk of arrhythmia by
using ventricular arrhythmia parameters.

Material and Methods

Our study included 220 HT patients. They rested for at least
five minutes before measuring tension. They were seated with
their feet on the ground. Their arm was supported by bringing
it to the heart level. The cuff of the sphygmomanometer was
placed 2.5-3 cm above the bend of their elbows wrapping at
least 80% of their arms and the measurement was performed.
It was repeated at least ten minutes later. A blood pressure
of = 140/90 mmHg at each measurement was diagnosed as
HT. Cases with and suspected to have secondary HT were
excluded from the study. The exclusion criteria for all groups
were non-reliable T-waves on the electrocardiograhpy (ECG),
atrial fibrillation, bundle branch block, moderate or severe
valvular heart diseases, thyroid disorders, cardiomyopathies,

401



VAEN

Volume 11 Number 5 p: 400-407

congenital heart diseases, malignancy, pulmonary HT,
electrolyte disturbances, acute coronary syndromes, heart
failure, history of myocardial infarction, history of coronary
artery bypass grafting, implanted permanent pacemaker,
and left ventricular segmental wall-motion defects in the
echocardiographic exam.The local ethics committee approval
and informed consent from all patients were obtained (Tokat
Gaziosmanpasa University ethics committee with project
number 14-KAEK-208). All people included in the study signed

the informed consent form.
Electrocardiographic examination

A 12-lead superficial ECG was recorded from all patients. 12-
lead electrocardiography was performed in a supine position at
a rate of 25 mm/sec and an amplitude of 10 mm/mV after 20
minutes of rest (Cardiofax V; Nihon Kohden Corp., Tokyo, Japan).
The ECG images of the patients were scanned and examined at
a magpnification of 400% using the Adobe Photoshop software.
The RR distance from the DIl lead was calculated.

QT times for each derivation were measured separately. QTcs
were calculated by using the Bazet formula. QTc dispersion
was calculated. Tp-e times were also calculated from leads V2
and V5. QTc/Tp-e times were calculated. Each measurement
was repeated at least twice by two separate researchers and
the means of the data were used.

Ambulatory blood pressure monitoring

ABPM was performed using a noninvasive recording system.The
device (SunTechAccuwin ProV3) was programmed to perform
the measurement for 24 hours, every 30 minutes during the day
(07.00-22.00) and every 60 minutes at night (22.00-07.00). The
mean levels of = 10% of the daytime levels were in the DHT
group and those of <10% were in the NDHT group.

24-hour ECG Holter recording

24-hour the
electrocardiogram, was performed using a device with a

holter, a non-invasive recording of
three-channel analog recording system. The device’s software
was used to calculate the parameters. Ambulatory ECG values
were measured by digital recording on a flashcard using a DL
700 Digital Holter recorder (Ela medical SyneScope V3.10).
The minimum and maximum distances between the heart
rate variability (HRV), heart rate turbulence (HRT), lowest and
highest heart rate values, and the consecutive R waves were

calculated by the 24-hour ECG Holter recording.

The same recording device (Ela medical SyneScope V3.10)
was used to calculate the HRV. We made the time-domain
analysis of the HRV as follows: We obtained the average heart
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rate for 24 hours and for the day- and night-time separately.
We used the ratio of the number of intervals to the total
number of R-Rs (pNN50) where the difference between the
consecutive R-R intervals was over 50 milliseconds. We used
the ratio of the number of intervals to the total number of
R-Rs (pNN30) where the difference between the consecutive
R-Rintervals was over 30 milliseconds. We used the arithmetic
mean (RMSSD) of the square root of the difference between
consecutive R-R intervals. We obtained the standard deviation
(SDNN) of the time (R-R interval) between consecutive normal
QRS complexes. For 24 hours, we used the standard deviation
(SDANN) and the variability index (Varlndex) of the average
R-R intervals of five-minute recordings.

The total power (TP) (<0.4 Hz) obtained from the 24-hour
recordings by frequency-domain method, the lowest
frequency (VLF) (0.003-0.04 Hz), the low frequency (LF) (0.04-
0.15 Hz), high frequency (HF) (0.15-0.40 Hz) and, normalized
(nu) equivalents of these values were evaluated. These
variables were digitized using power spectral curves and
expressed as Ln (ms2/Hz). LF/HF ratio was determined. All
measurements were made according to the recommendations
of the European Society of Cardiology and the North American
Society of Pacing and Electrophysiology [5].

Using ventricular premature beats that met the eligibility
criteria for HRT measurement, turbulence onset (TO) and
turbulence slope (TS) values were automatically calculated
from the Holter recording by the software program (HRT
View Version 0.60-0.1). TO indicating an early acceleration
phase was measured as follows: the two sinus rhythm lengths
measured immediately prior to the ventricular premature
beats were subtracted from the sum of the two sinus rhythm
lengths measured after the ventricular premature beats.
The result was divided into two sinus rhythms measured
before the ventricular premature beat and expressed as a
percentage (%). TS showing late deceleration was calculated
by determining the length of the five most sloping sinus cycles
in 20 sinus cycles measured after ventricular premature beat
and expressed in milliseconds. Levels <0% were considered
normal for TO, and > 2.5 ms/RR for TS. Turbulence loss was
accepted as an increase in TO and a decrease in TS.

Echocardiographic examination

All echocardiography examinations (General Electric Vivid
S5, Milwaukee, WI, USA) were performed by an experienced
cardiologist in all subjects using a 2.5-3.5 MHz transducer
in the left decubitus position. Two-dimensional and pulsed
Doppler measurements were obtained using the criteria of



the American Society of Echocardiography and the European
Association of Cardiovascular Imaging. Twelve left ventricular
ejection fraction (LVEF) was assessed using Simpson’s method
[6]. Left ventricular mass was calculated using the Devereux
formula. The body surface area of the patients was calculated
by the Dubois formula and left ventricular mass index (LVMI)
was calculated by dividing the left ventricular mass into
the body surface area. LVMI values above 125 g/m2 in men
and 110 g/m2 in women were accepted as left ventricular
hypertrophy (LVH) findings [7].

Statistical analysis

SPSS 18.0 software package (SPSS Inc., Chicago, IL, USA) was
used for statistical analyses. All values are given as mean +
standard deviation. Mean values of continuous variables were
compared between the groups using the Student’s t-test or
the Mann-Whitney U test, according to whether normally
distributed or not, as tested by the Kolmogorov-Smirnov test.

We used Pearson’s correlation test to evaluate the relationship
between normally distributed parameters, and Spearman’s
Rho correlation test to examine the relationship between non-
normally distributed parameters.

Results

Evaluation of basic clinical and demographic characteristics
revealed no statistically significant difference between the
two groups in terms of age, gender distribution, body mass

index, and smoking status (Table 1).

DHT was detected in 90 patients (40.9%) and NDHT in 130 patients
(59.1%) according to their ABPM results. There was no statistically
significant difference between patients with DHT and NDHT in
terms of echocardiographic left ventricular parameters (Table 2).
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When the DHT group and the NDHT group were compared,
we observed that almost all of the electrocardiographic
data showed elongation in milliseconds in the NDHT group.
However, this difference did not reach statistical significance.

QTc dispersion was also higher in NDHT group, however, there
was no statistically significant difference (Table 3).

The average heart rate was significantly higher in the NDHT
group with 78 + 8.1 and in the DHT group it was 73 + 8.3 group
(p = 0.032). Furthermore, the minimum heart rate values were
found to be 61 + 7.2 in NDHT and 58 + 7.8 in DHT, and these
values were found to be statistically significant (Table 4).
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There was no statistically significant difference between
the patient groups in parameters related to HRV and HRT
data (Table 5) and both were obtained by time-domain and

frequency-domain methods (Table 5).

The correlation analysis between the LVMI and QTc data
measured separately from each lead in the ECG data were
examined. There was a statistically significant difference in the
results regarding QTc V3 (p = 0.04), QTc V2 (p = 0.01), QTc V1 (p
=0.04), and QTc D1 (p = 0.04).

Discussion

To the best of our knowledge, if there is no cardiac end-organ
damage, the separation between DHT and NDHT has no effect
on therisk of arrhythmia. HT is one of the important risk factors
of CVDs. The prevalence of HT in society is increasing, both
in relation to the ease of access to diagnosis and healthcare
centers and to the increase in other CVD risk factors. HT-related
research answers questions about etiology, classification, and
treatment. However, regardless of other factors, it has not yet
been elucidated what role personal differences play in the risk
levels of different people with close BP values [8].

404

There are many studies showing that ABPM predicts CV
mortality and morbidity better and that they are higher in
NDHT [9]. There is a physiological decline in BP at night. This
reflex reduces with age. The reasons for this condition are
thought to be as follows: Vascular elasticity decreases due to
aging and atherosclerosis. The regulation of the autonomic
nervous system is impaired and the vasoconstriction
associated with the sympathetic nervous system dominates
the vasodilatation relevant to the parasympathetic nervous
system [10]. There are several causes of night-time BP decline
in the normal circadian rhythm, such as decreased blood levels
of cortisol, adrenaline, and noradrenaline. Patients with NDHT
have lower levels of decline than those with DHT. In addition,
an increased a1 adrenergic receptor response and a decreased
parasympathetic activity were found in NDHT patients [11].
It is known that lack of expected decrease in night-time BP is
associated with increased CV morbidity. CV risk factors such as
a decrease in HRV, an increase in plasma creatinine level, and a
decrease in high-density lipoprotein level are more common in
patients with low BP at night [12]. It has been shown that target
organ damage is higher in NDHT due to greater deterioration in
endothelial functions than in DHT [13].

The risk of ventricular arrhythmia and sudden death is increased
in hypertensive patients. Data on the incidence of arrhythmia
in HT and the prognostic value of these indicators are limited.
Some data even contain contradictions. There are limited
studies on the relationship between ambulatory measured BP
data and non-invasive ventricular arrhythmia parameters.

HT is a pathologic condition known as hypertensive heart
disease, which develops as a result of structural and functional
adaptation with hemodynamic effects. It manifests itself
as blood flow disorders due to increased LV mass, diastolic
dysfunction, congestive heart failure, arrhythmia, and
microvascular diseases [14]. One of the most common cardiac
complications is LVH. In our study, no significant difference
was found between the two groups in terms of LVH.

Studiesinvestigating the relationship between the diurnal course
of BP and the LVH found that night-time BP values were more
correlated with LVH [15,16]. However, in the study performed by
Grandi et al,, no correlation was found between LV morphology
and night-time BP elevation [17]. In LVH, the coronary reserve
is reduced resulting in ischemia and fibrosis which may impair
homogeneity in myocardial repolarization. Therefore, the
variability in QT interval is an indicator of arrhythmogenicity. It
was reported that there was a linear relationship between the



LVMI and QTd in HT [18]. QTd was increased in non-proportional
LVH, such as HT, while it was found normal in proportional LVH,
such as an athlete's heart [19].

Cavallini showed that QTd increased in HT and LVH patients,
but this increase was not associated with complex ventricular
arrhythmias [20]. Galinier followed up 214 hypertensive
patients (33.7% of whom were hypertrophic) after an average
of 42 months. He found an increased QTd (>80 ms) associated
with cardiac mortality in univariate analyses. He reported that
this relationship was absent in multivariate analyses. In our
study, we found that there was an increase in QTd duration in
the NDHT group compared to the DHT group, but this increase
was not statistically significant.

Recently, new electrocardiographic parameters Tpe, Tpe/
QT, and Tpe/QTc parameters have emerged in relation to
increased repolarization dispersion [21]. These markers can
be used as an electrocardiographic predictor for ventricular
arrhythmogenicity and sudden cardiac death [22]. Demir et al
showed that Tpe and Tpe/QT ratio increased in patients with
NDHT [23]. In our study, there were differences in Tpe interval,
Tpe/QT and Tpe/QTc ratios between the

groups.The NDHT group had higherresultsthanthe DHT group.
However, these differences were not statistically significant.
It is clear that more studies are needed to demonstrate the
relationship between the patients with NDHT and ventricular
arrhythmias and the Tpe interval and Tpe/QT ratio.

Our study showed that HRV parameters were generally
smaller in the NDHT group than in the DHT group, but this
difference was not statistically significant. Similarly, Poanta
et al. compared normotensive patients with type 2 diabetes
and NDHT. In their study, HRV parameters were smaller in the
NDHT group. However, very few of these parameters showed
a statistically significant change [24]. This result was attributed
to the fact that autonomic functions may be impaired in
relation to the pathophysiology of diabetes. In our study, the
small number of patients may be the reason why the results
did not reach statistical significance. Another recent study
by Dauphinot et al. examined the relationship between DHT
and NDHT risk changes and a decreased autonomic nervous
system activity assessed by HRV parameters in the elderly
population [25]. In their study, increased risk of the non-dipper
pattern was detected in patients with low autonomic nervous
system activity. Regardless of HT, a decreased autonomic
nervous system activity was associated with non-dipper
blood pressure pattern. This study also demonstrated that

A~
RajsN

ZORLU et al.
I Hypertension and ventricular arryhtmia parameters

autonomic dysfunction may be a predictive and etiological
factor in non-dipper blood pressure pattern.

In our study, we also evaluated TO and TS, which are HRT
parameters. There was no statistically significant difference
between the groups. This may be associated with the small
size of the selected patient population.

Autonomic nervous system dysfunction is usually associated
with non-dipper BP phenomenon [26]. HRV and HRT reflect
a reduced cardiac autonomic nervous system activity, a
particularly increased sympathetic activity, and a decreased
parasympathetic activity [27]. These two methods can evaluate
cardiac autonomic dysfunction as noninvasive and have been
accepted as new risk parameters for sudden cardiac death [28].

According to the European Society of Cardiology, HRT is an
independent predictor of total mortality after myocardial
infarction and a marker of vagal activity [29]. In one study, the
average heartrate was found to be higherin non-dipper patients
than in dipper patients. This may be due to the predominance
of sympathetic activity due to cardiac autonomic dysfunction
in subjects with nondipper blood pressure pattern [30]. In our
study, the average heart rate supporting this data was found to
be statistically higher in the NDHT group.

Study limitations

The main limitation of our study was the small number of
patients. In addition, only individuals with HT were included
in the study and therefore no comparison was made with
healthy controls. In addition, since there was no follow-up
study, the effects of duration of exposure to DHT and NDHT
on the risk of arrhythmias were not taken.

Conclusion

When HT patients were grouped as DHT and NDHT, there was
no difference between the two groups in terms of the risk of
ventricular arrhythmia, the HRV and HRT parameters evaluated
by ECG parameters, and the HRV and HRT parameters evaluated
with a 24-hour Holter. As a result, if there is no cardiac end-organ
damage, the separation between DHT and NDHT has no effect
on the risk of arrhythmia. It was concluded that this may be due
to the fact that there was no difference between the groups in
terms of left ventricular functions, left ventricular masses, and
LVMI between our DHT and NDHT groups.
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Enchondromas of the hand: Retrospective evaluation of 33 cases

Elin enkondromlari: 33 vakanin retrospektif degerlendirilmesi
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Akdeniz University Faculty of Medicine, Department of Orthopedics, Antalya/TURKEY

Abstract

Aim: To present the demographic evaluation and distribution of the enchondromas of the hand which were treated by

curettage with bone grafting or isolated curettage.

Material and Methods: We retrospectively evaluated the 798 patients who were operated because of hand tumors and
pathological diagnosis was made in the same hospital between 2007 and 2019. Age, gender, affected side and location of
the tumor of the patients who were diagnosed with enchondroma of the hand and could be follow-up minimum of one

year were evaluated accordingly.

Results: A total of 33 patients (mean age 36.4 years; range 6 to 77 years) with 34 enchondromas of the hand were included.
Fifteen (45%) out of 33 patients were male and 18 (55%) were female. Twenty (61%) out of 33 had enchondroma on the
right hand and 13 (39%) had on the left. One patient (3%) had enchondroma on his two fingers. Seventeen (52%) patients
had enchondromas on their proximal phalanges, seven (21%) had on the middle phalanges, seven (21%) had on the distal
phalanges (Total eight distal phalanges) and two (6%) had on metacarpals. One patient (3%) had enchondroma on her
thumb, six (18.2%) had on the index finger, five (15.1%) had on the third finger, 11 (33.3%) had on the ring finger and nine
patients (27.3%) had enchondromas on their little finger.

Conclusion: Enchondromas are usually seen on the ulnar side of the right hand and frequently seen on the proximal
phalanges and may cause pathological fractures.
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0z
Amag: izole kiiretaj ya da kiiretaj ve greftleme ile tedavi edilmis elin enkondromlarinin demografik degerlendirmesini ve

dagihmlarini sunmak.

Gereg ve Yontemler: 2007-2019 yillari arasinda el timori nedeniyle opere edilen ve patolojik tanisi ayni hastanede
konulan 798 hasta retrospektif olarak degerlendirildi. Enkondroma tanisi konulan ve bu sebeple opere edilen, en az bir yil

sure ile takip edilen hastalarin yasi, cinsiyeti, etkilenen taraflari ve timor yerlesimi degerlendirildi.

Bulgular: Toplam 33 hasta ve onlarin 34 elde yerlesen enkondromasi dahil edildi (Ortalama 36,4 yil; 6-77 araliginda).
33 hastanin 15'i (%45) erkek, 18'i (%55) kadindi. 33 hastanin 20'sinin (%61) enkondromasi sag elde, 13'linlnki (%39) sol
elde yerlesimliydi. Bir hastanin (%3) iki parmagdinda enkondroma mevcuttu. 17 hastanin (%52) enkondromasi proksimal
falanksta, yedi hastaninki (%21) orta falanksta, yedi hastanin (%21) distal falanksta (toplam sekiz distal falanks) ve iki
hastaninki (%6) metakarplarindaydi. Bir hastanin enkondromasi (%3) basparmakta, alti hastaninki (%18.2) 2.parmakta,
bes hastaninki (%15,1) 3.parmakta, 11 hastaninki (%33,3) 4.parmakta ve dokuz hastaninki (%27,3) ise 5.parmakta idi.

Sonug: Enkondromlar genellikle sag elin ulnar tarafinda, siklikla proksimal falankslarda goriliir ve patolojik kiriklara sebep olabilir.

Introduction

Enchondromas are the most common primary bone tumors
of the hand [1]. They frequently consist of hyaline cartilage,
calcification, usually located in the hands and settles
intramedullary [2,3]. Patients often suffer from pain due to the
growth of the tumor or pathological fracture. But it may also
be determined incidentally in hand radiography which was
taken for any other reasons [3].

Enchondromas are usually inclined to appear on the ulnar
side and develop in the third and fourth decades of life [1-
3]. Diagnosis can be made on plain radiography and they are
frequently determined on the proximal phalanx and on the
little fingers [4].

The treatment of enchondromas changes according to the
size and the presence of a pathological fracture. In a normal
way, the treatment modality varies from a follow-up to surgical
excision and curettage with bone grafting. It has to be kept
in mind that enchondromas may rarely malignant transform
to chondrosarcoma. Pain in rest, concomitant soft tissue
mass, and cortical destruction are the suspicious factors for a
possible malignant transformation to chondrosarcoma [3,5].

In this retrospective study, we aimed to present the
the
enchondromas of the hand which were treated by curettage

demographic  evaluation and distribution  of

with bone grafting or isolated curettage.

Anahtar kelimeler: enkondrom; elin enkondromu; el; el timaorleri; timor

Material and Methods

In this study, we retrospectively evaluated the 798 patients
who were operated because of hand tumors and pathological
diagnosis was made in the same hospital between 2007 and
2019. Age, gender, affected side and location of the tumor
of the patients who were diagnosed with enchondroma of
the hand and could be follow-up minimum of one year were
evaluated accordingly. The folder archives, pathological
records and the computer archiving system of the XXX
Akdeniz University hospital (Mia-Med version 1.0.1.2808, Mia
Technology A.S, Ankara, Turkey) and Picture Archiving and
Communication System (PACS) of the same XXX Hospital were
used for the retrospective evaluation. A descriptive statistical
analysis was performed for the comparison of the distribution
of the enchondromas. The study was conducted in accordance
with the principles of the Declaration of Helsinki.

Results

Thirty-six patients with 37 tumors were diagnosed as
“enchondroma” of the upper extremity. Two out of 36 didn’t
have a detailed description of the location and one of the
enchondromas was on the distal ulna. At last, a total of 33
patients (mean age 36.4 years; range 6 to 77 years) with 34
enchondromas of the hand were included in the study. Mean
follow-up period was 22,2 months (range 12 to 48 moths).

Fifteen (45%) out of 33 patients were male and 18 (55%) were
female. Twenty (61%) out of 33 had enchondroma on the
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right hand and 13 (39%) had on the left. One patient (3%) had
enchondroma on his two fingers. Seventeen (52%) patients
had enchondromas on their proximal phalanges, seven (21%)
had on the middle phalanges, seven (21%) had on the distal
phalanges (Total eight distal phalanges) and two (6%) had
on metacarpals. One patient (3%) had enchondroma on her
thumb, six (18.2%) had on the index finger (Figure 1), five
(15.1%) had on the third finger, 11 (33.3%) had on the ring
finger and nine patients (27.3%) had enchondromas on their
little finger. One patient (3%) had enchondromas on the distal
phalanges of both his index and ring fingers (Table 1).

Figure 1: Middle phalanx of the index finger with an enchondroma;

a, Preoperative anteroposterior X-Ray view, b, Six months after

operation, calcified matrix is visible.
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Eleven patients were treated with curettage alone (33.3%)
and other 22 were treated by curettage and grafting (66.6%).
Autograf was harvested from ipsilateral metaphysis of the
radius in three cases, ipsilateral olecranon in three cases and
ipsilateral iliac wing in 16 cases.

One of our patients applied to the emergency department
after falling from a height and a pathological fracture was
diagnosed on his proximal phalanx of the ring finger of
the right hand. He was operated for his proximal phalanx
fracture and open reduction-internal fixation with screws was
performed (Figure 2). We had no malignant transformation in
any patient in the postoperative first year. Just two of patients
complained from graft donor site pain and both of them
healed at the end of first year. The graft donor site was iliac

wing in both of the cases. We had no wound complication.

Figure 2: Pathological fracture of the proximal phalanx of the fourth
finger; a, Preoperative anteroposterior X-Ray view of the fracture line,

b, Three months after operation, callus is visible on fracture lines.
Discussion

Enchondromas of the hand should be evaluated with a wide
range of morbidity intervals. They may be asymptomatic,
may be a reason for a pathological fracture and also may
cause a malignant transformation. It's impossible to report
an exact incidence of the enchondromas due to the absence
of symptoms [6]. The results of the distribution according
to finger and phalanges of the present study supported the
literature: they usually occurs on the third and fourth decade
of life, they are inclined to present on the ulnar side, and on
the proximal phalanges [1,3,4,71.



Tumorous conditions of the hand are frequently treated by
both orthopedic surgeons and hand surgeons throughout
their working period. Enchondromas comprise a wide area in
the daily practice of a hand tumor surgeon due to its frequency
[8,9,10]. A patient with an enchondroma even it was detected
incidentally should always be followed-up in a period of time.
The treatment modality changes according to its’ size, cortical
destruction. Curettage alone and curettage with bone grafting
can also be used for the cases with enchondromas[11,12]. Even
if enchondromas are the most common primary bone tumors
of the hand, any standard operative treatment algorithm for a
symptomatic enchondroma has not been established yet [13].
In our case series, we performed both curettage and curettage
with bone grafting. The 0% recurrence rate for the follow-up
of the first postoperative year made it not feasible to evaluate
the demographic factors and also the distribution of the
enchondromas affecting and related to the recurrence rate.

The donor sites were olecranon, distal radius and iliac wing in our
study. Even iliac wing was the most used one as a donor site the
donor site morbidity rate was also lower than the literature [14].

Our study has some limitations. The one year follow up
period would be much more to have an ideal idea about the
recurrence rate. Prospective randomized trials with a tumor
and patient-specific approach would be more evidence based
instead of a retrospective study.

Conclusion

Enchondromas are usually seen on the ulnar side of the right

hand and frequently seen on the proximal phalanges and

may cause pathological fractures. Both isolated curettage and

curettage with bone grafting are used in the treatment.
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On capraz bag rekonstriiksiyonunda transtibial ve anteromedial
portal tekniklerin fonksiyonel olarak karsilastirilmasi

Functional comparison of transtibial and anteromedial portal techniques
in anterior cruciate ligament reconstruction
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Oz
Amacg: Bu calismada, otojen hamstring tendon grefti kullanilarak &n capraz bag (OCB) rekonstriiksiyonu yapilan hastalarda,

transtibial (TT) ve anteromedial portal (AMP) tekniklerin fonksiyonel sonuglarinin karsilastiriimasi amaglanmistir.

Gereg ve Yontemler: 2010-2018 yillari arasinda, TT ve AMP teknik ile OCB rekonstriiksiyonu yapilan toplam 80 hasta
calismaya dahil edilmistir. Hastalarin 40 tanesi TT teknik ile 40 tanesi AMP teknik ile ameliyat edildi. Hastalarin ameliyat
sonrasi takiplerinde, diz hareket acikhgi (fleksiyon- ekstansiyon), eklem kararlilik testleri (Lachman, 6n cekmece, pivot-shift
testleri) ve fonksiyonel skorlari (IKDC, Lysholm, Cincinnati and Tegner diz skorlari) kaydedildi.

Bulgular: Her iki grup icin ameliyat dncesi ve ameliyat sonrasi yapilan l¢ciimler arasinda istatistiksel olarak anlamli fark
bulunmussa da, TT ve AMP gruplarin birbirleri ile karsilastiriimasinda, diz hareket aciklig, kararlilik ve fonksiyonel skorlarin
sonuglari acisindan fark bulunmadi.

Sonug: Her iki grupicin, otojen hamstring tendon greftiile yapilan artroskopik OCB rekonstriiksiyonunun erken fonksiyonel
sonuglari tatmin edici ve benzerdir.

Anahtar kelimeler: 6n capraz bag; transtibial teknik; anteromedial portal teknik.
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Abstract

Tegner knee scores) were recorded.

hamstring tendon graft were found to be satisfactory.

Giris

GUnumizde sportif faaliyetler giinlik hayatin bir parcasi
haline gelmis, bunun sonucu olarak da spor yaralanmalarinda
dnemli bir artis olmustur. On capraz bag (OCB) yaralanmas,
spor yaralanmalarinin en sik gorilenlerinden biridir.[1-4]
Yuksekten diisme, trafik kazasi gibi yiiksek enerijili travmalar
da OCB yaralanmasina neden olabilirler.

OCB, dizin 6n-arka ve rotasyonel stabilitesinde gorev
aldigindan, OCB yaralanmasi dizde
meydana gelmektedir. Kisinin giinliik hayatini etkileyen ve diz
icerisinde dahaileri hasar meydana gelmesine neden olan OCB
yaralanmalarinda tedavinin 6nemi bir kat daha artmaktadir.[5]

sonrasi instabilite

OCB yaralanmalarinda yapilan cerrahi tedavinin temel
amaci normal diz kinematigi ve stabilitesini saglayip, ileride
dejeneratif degisikliklerin  ortaya
[6] Literatlirde bircok cerrahi teknik tanimlanmis olsa da
glinimizde anatomik rekonstriiksiyonlar giderek popdiler hale
gelirken, en sik artroskopik transtibial (TT) ve anteromedial
portal (AMP) teknikleri kullanilmaktadir.[7,8]

¢ikmasini  Onlemektir.

Bu calismadaTT ve AMP teknikleri fonksiyonel agidan kiyaslandi.
Hastalarin  operasyondan
saglamak amaciyla, glinliik aktivite ve sportif faaliyetlere en hizli
doniist saglayacak yaklasim tespit etmeye calisildi.

Gereg ve Yontemler

maksimum fayda gormelerini

T.C.Saglik Bakanhgi Saglik Bilimleri Universitesi Diskapi Yildirim
Beyazit EgJitim ve Arastirma Hastanesi Klinik Arastirmalar
Etik Kurulu'nun 17/12/2018 tarih ve 57/13 karar numarasi
ile onaylanmis bu calisma, Helsinki ilkeler Deklerasyonu’na
uyularak yapilmistir.

Bu calismada 2010-2018 vyillari arasinda, T.C. Saglik Bakanhg:

Saglik Bilimleri Universitesi Diskapi Yildinm Beyazit Egitim ve
Arastirma Hastanesi Ortopedi ve Travmatoloji Klinigi'nde OCB

Aim: This study aimed to compare the functional results of transtibial (TT) and anteromedial portal (AMP) techniques in
patients who underwent anterior cruciate ligament (ACL) reconstruction using the autogenous hamstring graft.

Material and Methods: Fourty patients with TT technique and 40 patients with AMP technique who underwent
arthroscopic ACL reconstruction between 2010-2018 were included in this study. During follow-up, range of motion
(flexion-extension), stability (Lachman, anterior drawer, pivot-shift tests), functional scores (IKDC, Lysholm, Cincinnati and

Results: Although there were statistically significant results between preoperative and postoperative values in each group,
there was no statistically significant difference between groups for knee range of motion, stability, functional results.

Conclusion: For both groups, early postoperative functional results of arthroscopic ACL reconstruction with autogenous

Keywords: anterior cruciate ligament; transtibial technique; anteromedial portal technique.

riptlrd nedeniyle otojen hamstring grefti kullanilarak, TT ve
AMP teknigi ile artroskopik OCB tamiri yapilan ve takiplerine
devam eden, toplam 80 hasta dahil edildi. Toplam 336 hastanin
151 tanesi TT teknik ile geri kalani AMP teknigi ile ameliyat
edilmistir. Calismaya 18-50 yas arasinda, daha 6nce dizameliyati
gecirmemis, her iki dizinde ek patolojisi (arka capraz bag (ACB),
icyan bag, dis yan bag lezyonlari veya tamir gerektiren kompleks
meniskis patolojisi) olmayan hastalar dahil edildi (Tablo 1).

Tablo 1. Hastalarin calismaya dahil edilme sireci

2010-2018 yillar1 arasinda OGB
rekonstriiksiyonu yapilan hastalar
(n=336)

Ulasilan hastalar (n=235) Ulasilamayanlar

> (n=101)

A\ 4

Eksik kay1t nedeniyle
¢ikarilanlar
(n=44)

Kayitlar1 tam olanlar
(n=191) »>

\ 4

Takibe devam eden
hastalar (n =162)

Kendi istekleriyle takipten
¢ikan hastalar (n = 29)

Yas sinirina uymadigl igin
¢ikarilanlar (n =7)

A 4

A 4

Tiim kriterlere uyan

Daha 6nce ameliyat olanlar
hastalar (n = 80) >

(n=23)

Eslik eden lezyonlar (bag
lezyonlari, meniskiis
lezyonlari (n =52)
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Retrospektif bu calismada, OCB riiptiirii tanisi alan hastalarin,
muayene bulgulari ve manyetik rezonans goriintlleme tetkiki
sonuclari tekrar degerlendirildi. Klinigimizde OCB tamiri
yapilan hastalarin rutin kontrolleri 2. hafta, 6. hafta, 3. ay, 1.
yilda yapilmakta, sonrasinda yillik kontrollere ¢cagrilmaktadir.
Tim hastalarin sosyodemografik ozellikleri (yas, viicut kitle
indeksi, cinsiyet), taraf, yaralanma sebebi ve mekanizmasi,
yaralanma ve ameliyat arasinda gecen slre, ameliyat dncesi
sikayetleri (agri, eflizyon, bosalma hissi, giivensizlik hissi),
ameliyat sirasinda tespit edilen meniskis ve/veya kikirdak
patolojisi, sureleri
kaydedildi.
maksimum 48. ayda yapilan 6l¢tiimlerinden faydalanildi.

Cerrahi Teknik

ameliyat sonrasi aktiviteye donme

Hastalarin ameliyat sonrasi minimum 12. ayda

Hastalara turnike altinda, ayni cerrah tarafindan standart
artroskopi protokoll uygulandi. Buna gore, usuliine uygun
acllan anteromedial ve anterolateral portallerden girilerek
suprapatellar bosluk, lateral ve medial gutter, patellofemoral
eklem, medial ve lateral kompartmanlar degerlendirildi.
Eklem faresi varligi, osteokondral lezyonlar ve meniskuslerin
degerlendirilmesi yapildi. Anteromedial portal tekniginde,
femoral tiinel tibial tiinelden bagimsiz olarak acildi. Lateral
femoral kondilinmedial duvarishaverile temizlenip,“Resident’s
Ridge” tam olarak goriildikten sonra kondil posterioru probe
ya da spinal igne ile degerlendirildi. Femoral tiinel agildiktan
sonra, OCB'In tibia anatomik lokalizasyonu shaver yardimiyla
temizlendi. OCB'In tibia anatomik lokalizasyonuna génderilen
kilavuz tel lizerinden daha 6nce belirlenen greft capina uygun
captaki oyucu ile tibial tinel agild.

Transtibial teknikte ise ilk olarak tibial tiinel agilmakta ve
tibial tiinel {izerinden femoral tiinel aciimaktadir. OCB tibia
anatomik lokalizasyonu shaver yardimiyla temizlenerek, kilavuz
insizyonun icinde kalacak sekilde diger ucu anteriordan agilan
portalden iceri sokularak, ACB'In ortalama 5-7 mm &niine ve
medial eminensin lateral kenarina yerlestirildi. Gonderilen
kilavuz telin ¢ikis yeri, femur lateral kondil medial duvarina dogru
yonlendigi bolge, agilacak olan femoral tiinel icin ulasilabilecek
giris noktasi ve buna bagh sikisma olup olmayacagi kontrol
edildikten sonra, kilavuz tel Gizerinden direkt olarak daha 6nce
belirlenen greft capina uygun captaki oyucuile tibial tiinel acildi.
Daha sonra femoral kilavuz, tibial tiinel icerisinden gegirildikten
sonra centigi posterior kortekse dayanacak sekilde yerlestirilip,
kilavuz tel gonderildi. Ardindan daha 6nce belirlenen greft
¢apina uygun captaki oyucu ile femoral tiinel acildi.
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Femoral stabilizasyon icin AMP teknikle rekonstriiksiyon
yapilan hastalarin tamaminda Endobutton Cl kullanilirken, TT
teknikle rekonstriiksiyon yapilan 37 hastada Endobutton Cl ve
3 hastada Crosspin kullanildi. Tibial stabilizasyon icin her iki
grupta da interferans vidasi ve staple kullanildi.

Degerlendirme

Galismaya katilmayr kabul eden tim hastalarin ameliyat
sonrasi diz eklem hareket acikligi (EHA) muayenesi, Lachman
testi, 6n cekmece testi ve Pivot Shift testi yapildi. Lachman testi
(-), (+), (+4) olarak, 6n cekmece testi ve Pivot shift testi (+) ve
(-) olarak derecelendirildi. Ameliyat &ncesi ve ameliyat sonrasi
takiplerde tim hastalara IKDC, Lysholm, Cincinnati ve Tegner
skorlama sistemleri kullanilarak anket yapildi. Gruplar arasinda
ameliyat 6ncesi ve sonrasi skorlama sonugclari acisindan fark
olup olmadigi degerlendirildi.

istatistiksel Analiz

Verilerin istatistiksel degerlendirmesi Statistical Package for
the Social Sciences (SPSS) for Windows strim 20.0 kullanilarak
yapildi. Kategorik degiskenler icin tanimlayici istatistikler, sayi
ve ylzdeler hesaplandi. Sayisal verilerin analizinde normal
dagihima uygunluk “Kolmogrov Simirnov” ve “Shapiro-Wilk”
testleri ile incelenmis olup, normal dagiima uygun olan
bagimsiz degiskenler icin iki grup arasindaki ortalama farki
“Student t testi”ile, ikiden fazla grup arasindaki ortalama farki ise
“OneWayAnova” testi ile incelenmistir. Normal dagilima uygun
olmayan bagimsiz degiskenler icin iki grup arasindaki medyan
farki “Mann-Whitney U” testi ile, ikiden fazla grup arasindaki
medyan farki ise “Kruskal-Wallis H" testi ile incelenmistir. Normal
dagilim gosteren bagimli degiskenlerin analizi “Paired Samples
T testi’, normal dagilim gostermeyen badimli degiskenlerin
analizi ise “Wilcoxon testi” kullanilarak yapilmistir. Kategorik
degiskenlerin kendi aralarindaki analizleri “Chi-Square” kosulu
saglandigi durumlarda “ChiSquare” test istatistigi, saglanmadigi
durumlarda ise “Fisher’s Exact Test” istatistigi kullanilarak
gerceklestirilmistir. Veriler %95 gliven diizeyinde incelenerek p
degeri 0,05'ten kiiclik ise testler anlamli kabul edildi.

Bulgular

TT grubun yas ortalamasi 33,18 (18-50), AMP grup yas
ortalamasi 26,82 (18-50) olarak tespit edildi. TT grup 35 erkek,
5 kadin hastadan, AMP grup 36 erkek, 4 kadin hastadan
olugmaktaydi. Taraf tutulumu incelendiginde AMP grup
21 sag, 19 sol taraf, TT grup 25 sag, 15 sol taraf tutulumu ile
benzerdi. Viicut kitle indeksi (VKI), her iki grupta anlamli bir
farklilik géstermiyordu. (Tablo 2)
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Yaralanma mekanizmasi AMP grubunda %42,5 oraninda
spor yaralanmalari iken, TT grupta bu oran ancak %20 idi.
Ayni zamanda yaralanma sonrasi ameliyata kadar gecen siire
TT grupta daha kisa iken, aktiviteye donme zamanlari diger
gruba nazaran daha gec olmustu. Her iki parametre agisindan
sirastyla p=0,044 ve p=0,040 degerleri ile istatistiksel olarak
anlamli bir fark oldugu tespit edildi. (Tablo 3)

Ameliyat Oncesi sikayetler her iki grupta benzer olmakla
birlikte, eflizyon ve intraartikiiler hasar varhidr (meniskis
lezyonu, kondral hasar) TT grupta anlamli olarak fazla idi.
(p=0,024, p=0,025, p=0,034) Agri, glivensizlik ve bosalma hissi
her iki grupta benzer orandaydi. (Tablo 4)

Her iki grupta ameliyat sonrasi eklem hareket acikhig
Olcimlerinde anlamli bir fark tespit edilmedi. Stabilite testleri
(lachman, 6n cekmece ve pivot shift) arasinda her iki grup icin
istatistiksel olarak anlamli bir fark yoktu. (Tablo 5 ve 6)

Fonksiyonel sonuglar (IKDC, Lysholm, Cincinnati ve Tegner
skorlari) agisindan, hastalarin ameliyat 6ncesi ve ameliyat
sonrasi degerlendirmeleri hem grup icinde hem de gruplar
arasinda karsilastirildi. Buna gore gerek TT gerekse AMP

grupta hastalarin ameliyat o6ncesi ve sonrasi fonksiyonel

skorlarinda anlamli bir iyilesme goriliirken, gruplar arasinda
bir fark ortaya konulamadi. (Grafik 1,2,3,4)
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Grafik 4. CINCINATI skoru (ameliyat sonrasi) p=0,496
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Hastalarin ikisi rertptir/laksite (TT grup), bir tanesi meniskis
yirtigi (AMP grup) ve bir tanesi eklem ici enfeksiyon (AMP)
sebebiyle tekrar ameliyat edilmistir.

Tartisma

Ortopedi ve travmatoloji, glinliik pratigi teknolojik ilerleme
ve yeniliklerden en ¢ok etkilenen branslardan biridir. 2014
senesi sonlarindan glinimuize kadar, klinigimizde AMP
teknigi ile OCB tamiri uygulanmakta ise de bu teknigin tercih
edilme sebebi diger teknigin eksikliklerinden ziyade, gliniin
gelismelerine ayak uydurma, daha iyi, daha farkl tedavi

seceneklerine ulasma ihtiyacidir.

Her ne kadar son dénemde, 6zellikle son 15 yilda anatomik
rekonstriksiyonlarin  popularitesi artmis ve pek cok
taraftar kazanmig olsa da literatiirde iki teknigi karsilastiran
calismalarda, AMP teknigin daha basarili oldugu yoniinde bir
fikir birligi yoktur.[9]

Bu calismada, AMP ve TT hasta gruplarinin karsilastirilmasi
neticesinde, ameliyat sonrasi erken doénem fonksiyonel
sonuclar agisindan istatistiksel olarak anlamli bir fark tespit
edilmedi. (IKDC p= 0,820, Tegner p=0,098, Lysholm p=0,403,
Cincinnati p=0,496) Bu durum literatiirle uyumlu olup, yapilan
cahsmalarda ya fark olmadigi ya da kiguk farklarla AMP
tekniginin daha iyi oldugu ancak istatistiksel anlam ifade
etmedigi yoniinde pek ¢ok sonug bildirilmistir. [15-22]
Galismamizda, TT grubunun daha erken ameliyat olmasina
ragmen AMP grubunun daha kisa strede normal aktiviteye
dondigini bulduk. Bu bulgular istatistiksel olarak da anlamli
idi. Literatirde AMP teknikte normal aktiviteye donis icin
calismamizla benzer sonuglar bildirilmistir.[9,17] Normal
aktiviteye donlisiin TT grupta daha erken ameliyat olmalarina
ragmen gecikmesini, gruplar arasi yas ve yaralanma
mekanizmasi vb. faktorlerin farkli olmasina da baglayabiliriz.
TT grup nispeten daha yasli, daha sedanter ve ameliyat 6ncesi
daha belirgin sikayetleri olan hastalardan, AMP grup daha
geng, daha aktif ve daha az sikayeti olan hastalardan olusmus
gorilmektedir. Ameliyat oncesi sikayetlerin fazlahgi TT grubu
daha 6nce ameliyat olmaya yoneltmis olabilir. Aktivitesi daha
yuksek ve geng¢ olan AMP grubunda ise ameliyat sonrasi

normale donisiin pozitif yonde etkilendigini diisiinliyoruz.

Son olarak, yaptigimiz bu ¢calisma retrospektif bir calisma olup,
kisa donem sonugclar bildirilmistir. Daha 6nce bahsedildigi

ve son zamanlardaki yayinlarin cogunda oldugu gibi, biz de
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prospektif karsilastirmali ve uzun dénem sonuglarin konu
edildigi calismalarin gerekliligini vurgulamak isteriz. Diger bir
husus ise tim gayretimize ragmen hasta sayimizin istenilen
diizeyde olmamasidir. Ozellikle ulagilamayan ve calismaya
katilmak istemeyen hastalarin coklugu dikkat ¢ekicidir. Sik sik
degisen ve her seferinde arsivimizden bir seyler gétiiren takip
programlarinin katkisi kadar, hastalardaki calismalara karsi
duyulan kayginin yenilememis olmasinin da payi buyuktir.
Daha cok sayida hastanin katihmi ile yapilacak bir calisma

daha anlamli sonuclar verecektir.
Sonu¢

Otojen hamstring tendon grefti ile yapilan artroskopik OCB
rekonstriksiyonunun gerek TT gerekse AMP teknikle yapilsin,

erken dénem fonksiyonel sonuclari tatmin edici ve benzerdir.
Maddi Destek ve Cikar iliskisi

Cahsmayr maddi olarak destekleyen kisi/kurulus yoktur ve
yazarlarin herhangi bir cikar dayali iligkisi yoktur.
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nedeniyle cerrahi tedavi ettigimiz olgulari literatur esliginde incelendik.

kayitlar geriye donik olarak incelendi.

Usg ile kontrol edildi.Ortalama takip stiresi 18,1 (6-43) ay idi. Takip sirelerinde herhangi nikse rastlaniimadi.

tedavi yontemdir.

Anahtar kelimeler: ekstrahepatik kist hidatik; total perikistektomi; niiks

Amag: Kist hidatik Glkemiz icin yaygin bir saglik sorunu olarak Gnemini korumaktadir. En sik karaciger ve akciger yerlesimli

Gerecg ve Yontemler: Ekstrahepatik primer intraabdominal hidatik kist tanisyla opere edilen toplam 9 hastanin tibbi

olup karin ici diger organlarin primer tutulumu olduk¢a nadirdir. Ekstrahepatik primer intraabdominal hidatik kist

Bulgular: Hastalarin 6'si kadin, 3'U erkek olup yas ortalamalari 49,6 (22-74) olarak saptandi. Poliklinige basvurma
sikayetleri; 3'inde mide agrisi, 5'inde siskinlik, 1'inde ise sarilik idi. Kist yerlesimi 5 olguda dalak, 3 olguda retroperitoneal,
1 olguda gastrokolik ligament olarak saptandi.Kist boyutu ortalama 9,5 (5-13) cm olarak hesaplandi. Hastalarin 4’iine
splenektomi,1’ine laparoskopik splenektomi, 2'sine total perikistektomi ve 2'sine total perikistektomi+kolesistektomi
yapildi.Mortalite olmadi .Hastalarin 2'sinde yara yerinde Hematom 1‘inde yara yeri enfeksiyonu gelisti.Ortalama hastanede
yatis 5,2 giin(4-8) idi. Taburculuk sonrasi hastalara 6 ay andazol baslandi.Hastalarin hepsi 6 ay sonra kontrole cagrildi ve

Sonug: Echinococcus granulosus’un her organi tutabilecegi unutulmamalidir. Bu yiizden KC ve AC tutulumu olmasa bile
tim sistem tetkik edilmelidir. Batin ici kitlelerde 6zellikle endemik bdlgelerde Ekstrahepatik primer intraabdominal hidatik
kist akla getirilmelidir ve tedavide niiksi tamamen ortadan kaldiran total perikistektomi veya organ rezeksiyonu secilecek
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Abstract

Aim: Hydatid cyst maintains its importance as a common health problem for our country. It is the most common liver,
lung and primary involvement of other intra-abdominal organs is extremely rare. We reviewed the cases that we treated
surgically for extrahepatic primary intraabdominal hydatid cyst in the light of the literature.

Methods: Medical records of 9 patients who were operated with extrahepatic primary intraabdominal hydatid cyst
diagnosis were analyzed retrospectively.

Results: Six of the patients were female and 3 were male and their mean age was 49.6 (22-74). Complaints about applying
to the outpatient clinic; There were stomach pain in 3, bloating in 5 and jaundice in 1. Cyst placement was determined as
spleenin 5 cases, retroperitoneal in 3 cases and gastrocolic ligament in 1 case. The cyst size was calculated as an average of
9.5 (5-13) cm. Splenectomy was performed in 4 patients, laparoscopic splenectomy in 1 patients, total pericystectomy in 2
patients, and total pericystectomy + cholecystectomy in 2 patients. No mortality occurred. Two of the patients developed
hematoma at the wound site and 1 of them developed wound infection. The average hospital stay was 5.2 days (4-8).After
discharge, the patients were started on 6 months of andazole. All of the patients were called for control after 6 months
and checked with USG. The mean follow-up time was 18,1 (6-43) months. No recurrence was observed during follow-up.

Conclusion: It should be remembered that Echinococcus granulosus can hold every organ. Therefore, the entire system
should be examined even if there is no involvement of liver and lung. Extrahepatic primary intraabdominal hydatid
cyst should be considered in intra-abdominal masses, especially in endemic regions, and total pericystectomy or organ

Girig

Kist Hidatik tarim ve hayvancilikla ugrasan insanlarda gordlen,
hayvanlardan insanlara gecen endemik paraziter bir hastalik-
tir. Bircok ulkede, insanlarin, sahip oldugu koyun, kdpek gibi
hayvanlarla yakin temaslari parazitin hayat zincirinin kalici
olmasini saglar.[1] Bu helmintik hastalik diinya ¢apinda izlen-
mekte olup Akdeniz havzasi, Kuzey ve Dogu Afrika, Asya, GU-
ney Amerika ve Avustralya Ulkeleri gibi pek cok bélgede ende-
mik olarak izlenmektedir.[2]

Kist Hidatik etkeni Sestod gurubunda yer alan bir parazit olup
4 alt grubu vardir ve en sik gorilenleri Echinococcus granulo-
sus ve Echinococcus multilocularis(alveolaris) dir.

Kist Hidatik tim organlari tutabilmekle birlikte en sik karaciger
(%70) ve akcigeri (% 15-20) tutar. Dalak tutulumu % 0,9-% 8
siklikla bildirilirken, izole dalak tutulumu ¢ok nadirdir. Nadiren
yumusak dokular, kas-iskelet sistemi, kalp ve mesane gibi bol-
gelerde de gorilebilir.[3] Parazit genellikle hematojen veya ince
barsak lenfatikleri yoluyla yayilir; ancak batin ici yayilimi primer
kistin spontan rliptiirli ve parazitin intraperitoneal sivi ile dola-
sarak diger organlara ekilmesi yoluyla da gerceklesebilir.[4]

Genellikle asemptomatik olup, klinik ya basi bulgularina ya da
kistin komplikasyonlarina bagl olarak ortaya ¢cikmaktadir.

420

resection is the treatment method to be selected in the treatment that completely eliminates recurrence.

Keywords: extrahepatic cyst hydatid; total pericystectomy; recurrence

Tani icin ultrasonografi (USG), bilgisayarli tomografi (BT) ve
manyetik rezonans inceleme (MRI) kullanilmaktadir.[5]

Kist hidatik (KH) tedavisinde temel prensipler; hastaliga sebep
olan parazitin, ara konak formunun oéldirilmesi ve/veya vi-
cuttan uzaklastirilmasi; kistin yol acabilecedi komplikasyonla-
rin dnlenmesi bosaltiimasi ve sorunsuz kapanmasinin saglan-
masidir. ideal tedavi, hem hastaligin iyilestirilmesini tam olarak
saglamali; hem de morbidite mortalitesi minimal olmalidir.[6]

Ekstrahepatik primer intraabdominal hidatik kist nedeniyle
cerrahi tedavi ettigimiz olgular literatir esliginde incelendi ve

yapilan cerrahinin niks Gizerine etkisine bakildi.
Gereg ve Yontemler

Mart 2017- Nisan 2020 yillarina ait arsiv kayitlari esas alinarak,
vakalar patoloji sonucu KH tanisi almis olgular olup toplam
56 hasta retrospektif olarak incelendi. Bunlardan extrahepatik
primer KH 9 hasta calismaya dahil edildi. Olgular, yas, cinsiyet
ve lokalizasyonlarina gore siniflandirildi. Tum hastalarda tani
asamasinda klinik 6yku, fizik muayene, laboratuvar testleri ve
radyolojik yontemlerden yararlanildi. Ameliyat 6ncesinde has-
talara akciger grafisi, US ve BT yapildi. indirekt hemagliitinas-
yon (IHA) testinde >1/160 serum titreleri pozitif olarak kabul
edildi. Klinik dykulerinde daha 6nce hidatik kist nedeniyle te-



davi gérmedikleri veilk tani oldugu 6grenildi. Hastalarin tama-
mi elektif sartlarda opere edildi.Ameliyat sonrasi hastalar 6 ay
andozal kullandi ve kontrol USG ile takipleri yapild.

Tani amaci ile laboratuvar testleri, immunolojik yontemler ve
radyolojik goriintileme yodntemleri kullanildi. Extrahepatik
yerlesimli primer kist hidatik saptanan hastalara sistemik tara-
ma yapildi. Operasyon Oncesi tiim hastalar hem USG hem de
batin BT istendi ve tanilar konuldu.

Galisma Helsinki Deklerasyonu kararlarina, hasta haklan yo-
netmeligine ve etik kurallara uygun olarak planlandi. Calisma
oncesinde Ankara Numune Egitim ve Arastirma Hastanesi etik
kurulundan onay alindi.(Tarih:21.05,2020 ve Karar no:2020-
247 ) Hastalara aydinlatilmis onam belgesi imzalatildi.

istatistiksel Analiz

Verilerin analizi SPSS for Windows 11,5 paket programinda
yapildi. Strekli degiskenlerin dagiliminin normale yakin olup
olmadigi Shapiro Wilk testiyle arastirildi. Tanimlayici istatistik-
ler suirekli degiskenler icin ortalama + standart sapma veya or-
tanca (minimum-maksimum) olarak kategorik degiskenler ise
olgu sayisi ve (%) seklinde gosterildi.

Bulgular

Galismaya dahil edilen 9 hastanin 6's1 kadin, 3 ‘U erkek olup
yas ortalamalari 49,6 (22-74) olarak bulundu. Poliklinige bas-
vurma sikayetleri; 3'inde mide agnsi, 5'inde siskinlik, 1inde
ise sarilik idi. Kist yerlesimi BT'ye gore 5 olguda dalak (resim 1),

3 olguda retroperitoneal (resim 2), 1 olguda gastrokolik liga-

ment (resim 3) yerlesimli olarak saptandi. Kist boyutu ortalama
9,5 (5-13) cm olarak hesaplandi.(sekil 1)

Resim -1 Dalak Kist Hidatik

N
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Sekil 1: Kist capi (cm)

Tani amaci ile laboratuvar testleri, immunolojik yontemler ve
radyolojik goriintiileme yontemleri kullanildi. Extrahepatik yer-
lesimli primer kist hidatik saptanan hastalara sistemik tarama
yapildi. Hastalar da immiinolojik test olarak kullanilan iHA testi-
nin 2 (%22,2) hastada pozitif oldugu gorildi. Operasyon dncesi
tlm hastalar hem USG hem de BT istendi ve tanilari konuldu.
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Hastalar genel anestezi altinda, skolosidal ajan olarak % 3
hipertonik solusyon kullanildi.Hastalarin 4’Gne splenektomi
,1 ‘ine laparoskopik splenektomi, 2’ sine total perikistektomi
ve 2'sine total perikistektomi+kolesistektomi yapildi (sekil-2).
Mortalite olmadi. Hastalarin 2’sinde yara yerinde Hematom 1
‘inde yara yeri enfeksiyonu gelisti.Ortalama hastanede yatis
5,2 glin (4-8) idi.

cerrahi

B total perikistektomi

B total
perikistektomi+kolesistekto
mi

N
-—

splenektomi

B laparoskopik splenketomi

Sekil 2: cerrahi operasyon

Taburculuk sonrasi hastalara 10 mg/kg dozunda 6 ay andazol
baglandi. Hastalarin hepsi 6 ay sonra kontrole ¢cagrildi ve USG
ile kontrol edildi. Ortalama takip siiresi 18,1 (6-43) ay idi.Takip
surelerinde herhangi niikse rastlaniimadi.

Tartisma

Ekinokokkus 6zellikle Avrupa, Asya, Akdeniz, Gliiney Amerika
ve Afrika iilkelerinde endemik olarak gériilmektedir.[7] Ulke-
miz de KH acisindan endemik bir bolge olarak degerlendiril-
mektedir.Turk toplumunda KH gorilme sikligi 1/2000 olarak
bildirilmistir.[8] Hidatik kist halen endemik bolgelerde yaygin
olarak gorilmektedir. Cogunlukla karaciger (%70) ve akciger-
de (%20) yer almaktadir.[9,10] Ancak diger organlari da tutabi-
lir. Ekstrahepatik intrabdominal hidatik kist tutulumu primer
ya da sekonder olabilir. Primer ekstrahepatik intraabdominal
hidatik kist olduk¢a nadirdir. Literatlirde dalakta %2,2, pank-
reasta %1,1, periton, pelvis ve mezokolonda %?2,2, safra kese-
sinde %0,6 ve siirrenal bezde %0,6 olarak bildirilmistir.[11] Bu
calismada tiim hastalarin 9'unun (%6,1) primer ekstrahepatik
intraabdominal hidatik kist oldugu saptandi. Bu hastalarin da
5'inde dalak, 3’linde retroperiton, bir olguyla da gastrokolik
ligament icinde saptandi.

Dalak, ticlinci sikhkta tutulan organ olmasina ragmen, ende-
mik bolgelerde bile az goriilen (%2,5-5,8) bir durumdur. Dalak
yerlesimli KH'lerde, sistemik inceleme yapilmali ve diger or-
ganlarda bir tutulum olup olmadigi arastirilmalidir.[12] Hasta-

422

lik tablosu cogunlukla sessiz olmasina ragmen, kistin enfekte
olmasi, karin bosluguna riptiir, gastrointestinal sisteme fisti-
lizasyon ya da perforasyon gibi komplikasyonlar gelisebilmek-
tedir .Bu calismada, izole dalak tutulumu; 5 vaka da saptandi
ve tum hastalara batin BT ve USG yapild.

Gastrokolik ligamentteki KH, oldukc¢a nadir gorildigi bolge-
lerdendir ve genellikle diger organ tutulumuna ikincil olarak
veya cerrahi sonrasi gorilir.[13] Kulagoglu ve ark. tarafindan
yapilan calisma 3 vakada gastrokolik ligamentte KH saptan-
mistir.[14] Bu calismada mide agrisi ile gelen hastada yapi-
lan BT de kist hidatik oldugu saptandi ve total perikistektomi
uygulandi. Tum tetkiklerde bagska sistemlerde de kist hidatik
olmadigi goruldi. Cok nadir gorilen gastrokolik kist hidatik
olarak tanimlandi.

Litaratlrde retroperitoneal paraduedonal kist hidatikler hak-
kinda cok az bilgi mevcut olup az goriilmesine ragmen lite-
ratlirde bildirilen toplam 4 vaka olup bu calismada 3 vakada
olup 2 tanesine kolesistektomi+total perikistektomi birine de
total perikistektomi yapildi.

Klinik bulgular genelde asemptomatik olup semptomlar tu-
tulan organlara, kistin blyukligiine ve organdaki yerlesimine,
genisleyen kist ile kiste komsu organ yapilar arasindaki iliskiye,
kistin rlptird sonucunda gelisen komplikasyonlara baglidir.
[15,16] Bu calismada; karinda siskinlik hissi olan 5 olgu, 3 hasta-
da mide agrisi ve 1 hastada basiya bagli sarilik yakinmasi vardi.

IHA testi siklikla tercih edilmekte olup, duyarlihgi %65-96.8 ve
0zgulligli %90-100 diir.[17] USG ve BT tanida oldukga yardim-
c1 modalitelerdendir. US'nin tanisal duyarliligi %93-98, BT'nin
ise %97'dir.[18] Ekstrahepatik intraabdominal yerlesimli hida-
tik kist olgularinda da genellikle USG ve batin BT yapilmakta-
dir.[19] Tanida ilk 6nce, ucuz ve kolay uygulanabilir bir ydontem
olan US tercih edilmelidir. Ancak ekstrahepatik karin ici hidatik
kist olgulari nadir gorildiglinden genelde tanilari BT ile ko-
nulmaktadir. Calismada preoperetif tim hastalara hem USG
hem de batin BT yapildi.

Tedavi yontemleri cerrahi, medikal ve perkiitan aspirasyon
injeksiyon reaspirasyon (PAIR) olmak Ulizere Ug¢ baslik altinda
incelenebilir. Semptomatik ve blyik intraabdominal kist-
ler komplikasyon gelismeden 6nce ameliyat edilmelidir.[20]
Genellikle organ rezeksiyonu yapilmadan kistin tamaminin
¢ikarlmasi uygundur.[21] Bu calismada sarilik ve mide agris
sikayetiyle gelen 2 hasta koledok basisi ve kolelithiazis olmasi
nedeniyle kolesistektomi+total perikistektomi yapildi. Diger 5



vakada dalak hilus ile iliskili oldugundan organ rezeksiyonuyla
yapildi. Calismada tiim hastalarda total perikistektomi yapildi-
gindan takiplerinde niiks olmadigi saptandi.

Sonucg

Batin ici kitlelerde ozellikle endemik bolgelerde Ekstrahepatik
primer intraabdominal hidatik kist akla getirilmelidir. Hastalik
tablosu cogunlukla sessiz olmasina ragmen, kistin enfekte ol-
masl, karin bosluguna ruptdr, gastrointestinal sisteme fistdli-
zasyon ya da perforasyon gibi komplikasyonlar gelisebilmek-
tedir.Bu yilizden tedavide niksi tamamen ortadan kaldiran
total perikistektomi veya organ rezeksiyonuyla beraber total
perikistektomi yapilmasini énermekteyiz.

Cikar catismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir cikar catismasi yoktur.
Yazinin herhangi bir finansal destegi yoktur.
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" Orijinal Makale

Kronik spontan urtikerde omalizumab tedavisinin etkinligi: Retrospektif
bir calisma

The efficacy of omalizumab therapy in chronic spontaneous urticaria: A
retrospective analysis

Fatma Elif YILDIRIM* O

Sanko Universitesi Sani Konukoglu Arastirma ve Uygulama Hastanesi, Dermatoloji Anaiblim Dali,
Gaziantep/TURKIYE

Oz
Amagc: Bu calismada tedaviye direncli kronik spontan Urtiker (KSU) nedeni ile omalizumab tedavisi kullanan hastalarin

klinik ve demografik 6zelliklerinin yanisira omalizumab etkinligi ile yan etkilerinin geriye doniik olarak degerlendirilmesi
amaclanmistir.

Gereg ve Yontemler: Klinigimizde 2014-2017 yillari arasinda H1-antihistaminiklere direng nedeni ile 300 mg/ay subkutan
omalizumab baslanan KSU hastalarinin kayitl bilgisayar verileri taranarak retrospektif olarak incelendi. Hic tirtikeryal plagi
ve kasintisi olmayanlar tam yanitli, tedavi baslangicina gore hayat kalitesi artan ve semptomlarinda belirgin iyilesme
olanlar kismi yanitli, semptomlarinda hig iyilesme olmayanlar yanitsiz olarak kabul edildi.

Bulgular: Tedaviye direncli KSU nedeniyle omalizumab verilen 71 (41 K, 30 E) hasta calismaya dahil edildi. Bu hastalarin
ortalama hastalik siresi 54.6+52.9 (min-maks:8-360) ay olup, yas ortalamasi 43.6£16.4 (min-maks: 14-83) yil idi.
Omalizumab tedavisi 3. ayl sonunda hastalarin yapilan degerlendiriimesinde, 14 (19.7%) hastada tam yanit, 36 (50.7%)
hastada kismi yanit goriliirken, 21 (%29,6) hastada yanit alinamadi. Baslangig total IgE ve CRP diizeyleri, hastalik siiresi,
hasta yasl, cinsiyeti, astim 6ykusu ve immunsupresif kullanim 6ykiist acisindan 3. ay sonu omalizumab tedavisi yanit
gruplari arasinda herhangi bir istatistiksel farklilik tespit edilmedi (p>0.05). Hastalarda ciddi bir yan etki saptanmadi.
Sonug: Bu calismada, KSU nedeniyle takip edilip omalizumab kullanilan hastalarda, omalizumab tedavisinin etkin ve
glvenilir oldugunu tespit ettik.
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Abstract

Aim: In this study, it was aimed to evaluate the clinical and demographic features of patients using omalizumab therapy

for treatment-resistant CSU, as well as the efficacy and side effects of omalizumab retrospectively.

Material and Methods: In our clinic, we retrospectively checked the computer data of CSU patients who began
subcutaneous omalizumab 300 mg / month due to H1-antihistamin resistance between 2014 and 2017. Those without
urticaria plaque and itching were considered to be a complete response; those with improved quality of life relative to the
onset of treatment and significant improvement in their symptoms were considered to be a partial response; and those
with no improvement in symptoms were considered to be unresponsive.

Results: Seventy-one (41 F, 30 M) patients who received omalizumab for treatment-resistant CSU were included in the
study. The mean disease duration of these patients was 54.6 + 52.9 (min-max: 8-360) months and the mean age was 43.6
+ 16.4 (min-max: 14-83) years. In patient evaluation at the end of the third month of treatment with omalizumab, 14
(19.7%) patients had complete response, 36 (50.7%) patients had partial response, whereas 21 (29.6 %) patients had no
response. At the end of the 3rd month there was no statistical difference between the omalizumab treatment response
groups in terms of baseline total IgE and CRP levels, disease duration, patient age, sex, history of asthma, and history of

immunosuppressive use. There were no significant side effects in the patients.

Conclusion: In this study, we found that treatment with omalizumab was effective and safe in patients who were being

followed up due to CSU and used omalizumab.

Keywords: omalizumab, urticaria, immunglobulin e

Giris

Heterojen bir hastalik olan Urtikerin klinik gériiniimiine gore
degisik alt tipleri olsa da, gozlenen ortak deri reaksiyonu ka-
sintili eritemli ddemli Urtikeryal deri lezyonlar ve/veya anjiyo-
o0demdir.[1,2] Yaklagik olarak insanlarin %9'unun tiim hayati
boyunca en az bir kez Urtiker atagi gecirdigi ve bu olgularin da
%0,1-1'inde 6 haftadan daha uzun sdreli Grtikeryal lezyonlar
ile karakterize kronik trtiker (KU) gelistigi diistiniilmektedir. En
sik gorilen urtiker tipi olan ve herhangi bir dig uyaran olmaksi-
zin meydana gelen spontan Urtiker tablosuna kronik spontan
urtiker (KSU) adi verilmektedir.[2] KSU tablosunun olusumun-
da gida ve ilaclara karsi intolerans reaksiyonlari, enfeksiyonlar
ve otoreaktif mekanizmalar gibi altta yatan cesitli faktorlerin
rol oynadigi distinilmektedir.[1,2]

Kronik iirtiker klavuzu, KSU tedavisinde (ic basamakl bir yakla-
sim onermektedir. Birinci basamakta, ikinci kusak antihistami-
nik ilaglar kullanimini, bu tedaviye yanit vermeyen hastalarda
ikinci basamakta dort katina kadar doz artirrmini nermekte-
dir. Semptomlarin devam etmesi halinde ise liclincli basamak
tedavide omalizumab veya siklosporin A veya I6kotrien resep-
tor antagonisti (LTRA) kullanimi 6nermektedir.[3] Omalizumab,
serum immunglobulin E (IgE)’lerine baglanarak, IgE’'nin mast
hiicre ve dolasan bazofiller Gizerindeki yiiksek afiniteli IgE re-

septoriine baglanmasina engel olmaktadir. Béylelikle IgE'nin
efektor fonksiyonlarini inhibe ederek seliiler medyatérlerin sa-
linimini inhibe etmektedir.[4] Sonucta omalizumab duyarli al-
lerjenle tetiklenen efektdr hiicre aktivasyonunu dnlemekte ve
allerjenlere karsi gelisen hem erken hem de ge¢ faz yanitlarini
azaltmaktadir.[5] Guvenilirlik agisindan bakildiginda ise bir cok
derleme ve meta-analizde omalizumab tedavisinin genel yan
etki insidansini arttirmadigi gosterilmistir.[6,7]

Literatlir incelendiginde bu konuda gercek yasam deneyimi-
ni sunan, Glineydogu Anadolu Bolgesinde yapilmis az sayida
calisma oldugu saptanmistir.[8,9] Calismamizda, 3. basamak
bir saghk kurumu olan hastanemizde tedaviye direncli KSU
nedeni ile omalizumab tedavisi kullanan hastalarin klinik ve
demografik 6zelliklerinin yanisira omalizumab etkinligi ile yan
etkilerinin degerlendirilmesi amaclanmistir.

Gereg ve Yontemler

Klinigimizde 2014-2017 yillari arasinda tedaviye diren¢ nede-
ni ile omalizumab baslanan KSU hastalarin kayith bilgisayar
verileri taranarak omalizumab etkinliginin ve yan etkilerinin
retrospektif olarak incelenmesi planlandi. Hastalarin dosyala-
rindan yas, cinsiyet, hastalik stresi, daha 6nce kullanilan teda-
viler ve labarotuvar testlerinden tam kan sayimi ve total IgE
diizeylerinin kaydedilmesi planlandi.
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Omalizumab tedavisi baslanmadan 6nce tim hastalarin en
az altr ay sire ile ikinci kusak antihistaminik tedavisi kullanmig
olmasi gerekmektedir. ikinci kusak antihistaminik olarak des-
loratadin, loratadin, setirizin, levosetirizin, feksofenadin veya
rupatadinden en az biri standart dozda kullaniimaktadir. Bu
tedavilere ragmen (Urtiker semptomlari kontrol altina alina-
mayan KSU'li hastalar antihistaminik tedavisine direncli kabul
edilmektedir ve omalizumab tedavisi, subkutan enjeksiyon
olacak sekilde baslanmaktadir.

Hastalar aylik kontrollerinde omalizumab sonrasi enjeksiyon
yerinde agri, morarma, sisme, kizariklik ve kasinti gibi gecici
enjeksiyon bolgesi reaksiyonlari agisindan ve nazofarenijit, st
solunum yolu infeksiyonu, bas agrisi ile siniizit gibi yan etkiler
acisindan degerlendirilmektedir.

Klinigimizde Omalizumab dozu su an icin Saglik Bakanlig
tarafindan KSU icin geri 6deme kapsaminda olan 300 mg/ay
olarak verilmektedir. Tedaviye yanitsiz hastalar icin saglk ba-
kanhgina doz artirimi icin basvuruda bulunulmaktadir.

Hastalar tedavi yan etkisi ve etkinlik agisindan aylik olarak der-
matoloji uzman hekimi tarafindan degerlendirilmektedir. 3 ay-
lik tedavi sonrasinda hic Urtikeryal plagi ve kasintisi olmayanlar
tam yanitl, tedavi baslangicina goére hayat kalitesi artan, trtiker-
yal plagi ve kasintisi azalan ancak hala tam ge¢meyen hastalar
kismi yanitli, semptomlarinda hic iyilesme olmayanlar yanitsiz
olarak kabul edilmistir. Bu calisma icin etik kurul izni Sanko Uni-
versitesi Girisimsel Olmayan Arastirmalar Etik Kurulu'ndan alin-
mistir. Hastalara aydinlatiimis onam belgesi imzalatiimistir.

istatistiksel Analiz

Tanimlayicr istatistik olarak; dlciimle belirtilen surekli degis-
kenler icin ortalama ve standart sapma veya medyan ve mi-
nimum-maksimum degerleri, nitel degiskenler icin frekans ve
yuzde degerleri verilmistir. Grup karsilastirmalarinda; 6l¢limle
belirtilen stirekli degiskenler icin parametrik test kosullarinin
saglanmasi durumunda iki ortalama arasindaki farkin 6nemli-
lik testi, parametrik test kosullarinin saglanmadigi durumlarda
Mann-Whitney U testi kullaniimistir. Nitel degiskenlerin grup
karsilastirmalari icin ki-kare testi kullanilmistir.

Bulgular

Calismaya alinan hastalarin demografik ve klinik 6zellikleri
Tablo 1'de belirtildi. Tedaviye direncli KSU nedeniyle omalizu-
mab verilen 71 (41 K, 30 E) hasta calismaya dahil edildi. Bu has-
talarin ortalama hastalik stiresi 54.6+52.9 (min-maks:8-360) ay
olup, yas ortalamasi 43.6+16.4 (min-maks: 14-83) yil idi. Orta-
lama omalizumab kullanma siresi 6.2+4.1 (min-maks:2-19)
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ay idi. Hastalarin baslangi¢ total IgE diizeyleri ortalamasi
6.2+4.1(min-maks:18-5660) 1U/ml idi. 27 (34,2) hastanin bas-
langi¢ CRP diizeyleri normalden yiiksek idi. 39 (%49,4) hasta
omalizumab tedavi 6ncesinde sistemik steroid kullanmis iken,
10 (%12,7) hasta da immunsupresif (siklosporin) kullanma 6y-

kiisi mevcuttu. 9 (%11,4) hastanin astim oyklisi mevcuttu.

Omalizumab tedavisi 3. ayl sonunda hastalarin yapilan de-
gerlendirilmesinde, 14 (19.7%) hastada tam yanit, 36 (50.7%)
hastada kismiyanit gorilirken, 21 (%29,6) hastada yanit alina-
madi (Sekil 1). Tedavi esnasinda kaydedilen yan etkiler incelen-
diginde sadece iki (2,8%) hastada uygulama bolgesinde lokal
eritem tespit edildi. ilag ile iliskili oldugu diistiniilen sistemik
bir yan etki goriilmedi. Hastalarin takiplerinde klinik degerlen-
dirilmesinde ve fizik muayenesinde herhangi bir sorun saptan-
madi. Omalizumab tedavisinin iyi tolere edildigi tespit edildi.

Evantsiz
W iismi yanit
W Tam yant

Sekil 1. Omalizumab tedavisinin 3. ay sonunda hastalarin degerlen-

dirilmesine gore elde edilen sonuglar
Baslangic total IgE, eozinofil, bazofil ve CRP diizeyleri, hastalik si-

resi, hasta yasl, cinsiyeti, astim 6ykisi ve immunsupresif kullanim
Oykusu agisindan 3. ay sonu omalizumab tedavisi yanit gruplari



arasinda herhangi bir istatistiksel farklilik tespit edilmedi (p>0.05).

Hasta dosyalari incelendiginde 22 (%30,9) hastanin halen ilag
kullanimina devam etmekte oldugu tespit edildi. Tedaviye de-
vam etmekte olan iki hastada yetersiz yanit nedeniile omalizu-
mab dozunun iki katina ¢ikarildigi tespit edildi. Yine tedaviye
devam etmekte olan U¢ hastanin ise omalizumab tedavisine
ek olarak siklosporin kullandigi tespit edildi. Tedaviyi birakan
25 (%35,2) hastada tam remisyon gozlendigi icin tedavinin
kesildigi saptandi. 15 (%21,1) hastanin ise tedavi yanitsizlig
nedeni ile tedaviyi biraktigr tespit edildi. 8 (%11,3) hastanin
ise tedaviyi birakma sonrasinda antihistaminik kullanmaya de-
vam eden kismi yanitli olan hastalar oldugu tespit edildi.

Tartisma

Kronik spontan rtiker; kronik ve nlkseden seyri, niikslerin 6n-
gorulemezligi ve siddetli kasintili lezyonlar nedeni ile genellikle
hastalar lizerinde agir bir psikososyal yiik olusturur.[10] Tedavinin
amaci hastaliga bagh semptomlari yan etkileri olmayan tedavi-
lerle kontrol etmektir. Tedavide ilk secenek olarak ikinci nesil ve
sedatizasyon 0zelligi olmayan H1 bloke edici antihistaminikler
tercih edilmektedir. Bununla birlikte, hastalarin dnemli bir orani
yiksek dozlarda antihistaminiklere yanitsiz seyretmektedir. Son
yillarda ise antihistaminiklere yanitsiz KSU hastalarinda bir anti-
IgE monoklonal antikoru olan omalizumab, tedavi kilavuzlar ta-
rafindan etkili ve glivenli bir ajan olarak 6nerilmektedir.[11]

Erken faz 2 ve faz 3 randomize plasebo kontrolli, cok merkezli
calismalarda H1 antihistaminikleri lisansli dozlarda daha 6nce
kullaniimasina ragmen halen semptomatik olan KSU hastala-
rinda omalizumabin semptomlari kontrol etmede yararli etkin-
lik gosterdigi saptanmistir.[12,13] Maurer ve ark!nin [13] 2013
yilinda yaptiklari faz 3 cok merkezli randomize cift kor ¢alisma
ile Metz ve ark/nin [14] 4 yillik retrospektif analizinde hem KSU
hem de kronik indiiklenebilir irtiker hastalarinda omalizumab
tedavisinin hizl, yliksek oranda etkili ve glivenilir bir tedavi se-
¢enegi oldugu sonucuna varilmistir. Yapilan pek ¢ok gercek ya-
sam calismasina ragmen giiniimiizde omalizumab tedavisinin
ne kadar stirmesi ve nasil kesilmesi gerektigi ve uzun dénem
yan etkileri gibi bir takim soru isaretleri halen mevcuttur. Bu
nedenle daha fazla sayida gercek yasam verisi iceren calisma-
ya ihtiya¢ halen devam etmektedir. Bu calismada omalizumab
kullanan KSU hastalarinin gercek yasam verilerinin belirlenme-
si amaclanmustir ve direncli KSU'de omalizumabin giivenli ve
etkili bir tedavi secenedi oldugu goézlenmis olup bu sonuclar
bugiine kadarki literatiir verilerini destekler niteliktedir.

Bu calismada 3 ay sonunda 14 (19.7%) hastada tam yanit, 36
(50.7%) hastada kismi yanit gorilirken, 21 (%29,6) hastada
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yanit alinamadigi tespit edilmistir. Omalizumab kullanan has-
talarda gergek yasam verilerinin degerlendirildigi ve 45 calis-
manin dahil edildigi ve 1158 hastanin sonuglarinin degerlen-
dirildigi son bir metaanalizde %30 ile 100 arasinda degisen
ve ortalamasi %76 olarak tespit edilen tam yanit oranlan bil-
dirilmistir.[15]. Ulkemizde yapilan gercek yasam verilerinin de-
gerlendirildigi calismalarda ise elde edilen tam yanit oranlari
%13,3 ile %76,9 arasinda degismektedir.[8,9, 16-19] Literatlirde
elde edilen farkli sonuglarin calismalarda hastalara uygulanan
omalizumab dozlarinin farkli olmasina, klinik yanitin degerlen-
dirilme farkliliklarina ve etnik farkliliklara bagh olabilecegini
distinmekteyiz. Bazi ¢alismalarda klinik cevap yanit var veya
yok seklinde siniflandirilirken, bazi calismalarda ise klinik yanit
¢alismamizda oldugu gibi tam yanit, kismi yanit ve yanitsiz sek-
linde siniflandirma yapilmistir.[15] Ayrica yapilan calismalarin
¢ogunda kullanilan ek tedavilerle ilgili bilgilendirme eksikligi
tespit edilmistir.[20] Calisma sonugclarinda ki farkliligin bir ne-
denide ulkelerin saglk bakanliklarinin farkli geri 6deme poli-
tikalar olabilecegini diisinmekteyiz. Ulkemizde omalizumab
daha 6nce en az 6 ay suireyle antihistaminik tedavisi almis ancak
yanit alinamamis olan hastalarda geri 6deme kapsamindadir.

Bu calismada yan etki olarak sadece iki hastada ilacin uygulandigi
bolgede lokal eritem goriildi, bu hastalarin fiziksel incelemesinde
ve takiplerinde herhangi bir sorun tespit edilmedi. Bunun disinda
omalizumab ile iliskili yan etki gorilmedi. Tedavi iyi tolere edildi.
Literatiirde astim ve KSU de omalizumab tedavisinin gtivenilir ol-
dudu bircok derleme, metanaliz ve ¢calismada gosterilmistir.[3-9]

Astimin aksine, KSU'de omalizumab dozu IgE seviyelerinden
bagimsiz olarak ayarlanmaktadir. Omalizumab'a tam yanit ve-
renlerde, semptomlari bastirmak icin gerekli doz ile toplam se-
rum IgE seviyeleri arasinda herhangi bir korelasyon saptanma-
mistir ve omalizumab tedavisinin etkinliginin baslangic total IgE
degerlerinden bagimsiz oldugu dustiniilmektedir.[14] Bu calis-
mada yine literatlrle uyumlu olarak klinik iyilesmenin baslangi¢
total IgE diizeylerinden bagimsiz oldugu goézlendi.[17,19] Has-
talarda tedavi etkinliginin, hastalarin baslangi¢ IgE degerlerin-
den ¢cok zaman igerisinde gozlenen IgE artisi ile korelere oldugu
yine son zamanlarda yapilan bir calismada saptanmistir.[21]

Bu ¢alismanin Ustlinltkleri, geriye dontik olarak gercek yasam
deneyimlerini aktarmasi ve hasta populasyonunun heterojen
olmasidir. Ek olarak omalizumab kullanim siiresinin 6.2+4.1 ay
ile yeterli bir stire oldugunu gérmekteyiz. Calismanin kisith-
liklar ise tek merkezli bir calisma olmasi ve geriye donuk bir
calisma olmasi nedeni ile hastalarin Urtiker aktivite skorlarinin
degerlendirilmemis olmasidir.
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Sonu¢

Bu calismada, kendi hastanemizde KSU nedeniyle takip edip oma-
lizumab verdigimiz hastalarda, omalizumab tedavisinin oldukca
etkin ve yan etki agisindan da gtivenilir oldugunu tespit ettik.

Cikar catismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir cikar catismasi yoktur.
Yazinin herhangi bir finansal destegi yoktur.
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Oz
Amag: Universite doneminde genclerin ciddi beslenme sorunlari yasadigi bilinmektedir. Bu calismada, lniversite

ogrencilerinin cinsiyetlerine, yasadiklari yerlere, viicut kitle indekslerine ve egitim alanlarina gére yeme davranislarinin
incelenmesi hedeflenmistir.

Gereg ve Yontemler: Calisma, Aralik 2019 - Subat 2020 tarihleri arasinda, Osmaniye Korkut Ata Universitesinde 6grenim goren
726 6grenci ile yapilmistir. Yeme davranigslari, Tirkiye'de yasayan insanlar izerinde gecerliligi ve gtivenilirligi 2009 yilinda Bozan
tarafindan uyarlanan ve 33 maddeden olusan Hollanda yeme davranis anketiyle (DEBQ) degerlendirilmistir. Bu anket duygusal
yeme davraniglarini, digsal yeme davranislarini ve kisith yeme davraniglarini degerlendiren 3 alt 6lcekten olusmaktadir. Anketteki
her bir madde 5'li Likert skalasi (1:hicbir zaman, 2:nadiren, 3:bazen, 4:sik, 5:cok sik) ile degerlendirilmektedir.

Bulgular: Katilimcilarin 387 (%53,3)'si kadin, 339 (%46,7)'U erkek olup; yas ortalamasi 22+2 (18-30)'dir. Viicut kitle indeksine
(VKi) gore katilimcilarin dagihimi incelendiginde; 66 (%09) zayif, 371 (%51) normal, 241(%33) fazla kilolu, 51 (%7) ise obezdir.
Cinsiyete gore degerlendirildiginde, duyusal yemenin kadinlarda fazla oldugu bulundu (p<0,01). Kisitlayici ve dislayici
yemede gruplar arasinda anlamli fark goézlenmedi (p>0,05). Egitim alanlarina gore; kisitlayici yeme acisindan gruplar
arasinda anlamh fark saptanmazken (p=0,18); duyusal ve dislayici yeme acisindan anlamh farkhhk saptandi (p<0,05,
p=0,02). Yasadiklari yere gore; duyusal, kisitlayici ve digsal yeme agisindan anlamh farklilik saptandi (p<0,001, p=0,03,
p=0,04). VKi’ ye gore; gruplar arasinda duyusal yeme acisindan anlaml fark saptanmazken (p=0,74); dissal ve kisitlayici
yeme davranisi agisindan anlamli farklilik saptandi (p<0,001, p<0,001).

Sonug: Calismamizda, DEBQ'nun alt dlceklerini kullanarak, 6grencilerin okuduklari alanlara, yasadiklar yere, VKi'lerine,
cinsiyetlerine gére olusan verileri analiz ettik, yeme bozuklugu riski yiiksek olan popiilasyonun VKi, cinsiyet, okuduklari
alan ve yasadiklari cevrenin iliskili oldugunu gosterdik.
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Abstract

Aim: tis known that young people experience serious nutritional problems during university period. In this study, it was
aimed to examine the eating behaviors of university students according to their gender, their place of residence, body
mass index and education area.

Material and Methods: The study was carried out with 726 students studying at Osmaniye Korkut Ata University between
December 2019 - February 2020. Eating behavior, validity and reliability of the people living in Turkey and the Netherlands
in 2009. Impairments adopted by the eating behavior questionnaire consisting of 33 items (DEBQ) were evaluated. This
questionnaire consists of 3 subscales that evaluate emotional eating behaviors, external eating behaviors and limited
eating behaviors. Each item in the questionnaire is evaluated with a 5-point Likert scale (1: never, 2: rarely, 3: sometimes,
4: frequent, 5: very often).

Results: 387 (53.3%) of the participants were women and 339 (46.7%) were men; average age is 22 + 2 (18-30). When the
distribution of participants according to body mass index (BMI) is examined; 66 (9%) are weak, 371 (51%) are normal, 241
(33%) are overweight and 51 (7%) are obese. When evaluated by gender, sensory eating was found to be more in women
(p <0.01). No significant difference was observed between the groups in restrictive and exclusive food (p> 0.05). According
to the fields of education; no significant difference was found between the groups in terms of restrictive eating (p = 0.18);
There was a significant difference in sensory and exclusive eating (p <0.05, p = 0.02). According to where they live; There
was a significant difference in sensory, restrictive and exogenous eating (p <0.001, p = 0.03, p = 0.04). According to the
BMI; There was no significant difference in sensory eating between groups (p = 0.74); There was a significant difference in
terms of external and restrictive eating behavior (p <0.001, p <0.001).

Conclusion: In our study, using the sub-scales of DEBQ, we analyzed the data formed according to the areas where
students read, where they live, their BMI, gender, and we showed that the population with a high risk of eating disorder is

Keywords: eating disorders; DEBQ; young; nutrition

Giris

Diinya Saglk Orgiitii (DSO) saghds; sadece hastalik ve sakathgin
olmayisi degil, insanin fiziksel, zihinsel ve sosyal yonden tam
bir iyilik halinde olmasi seklinde tanimlamistir [1]. Fetlsln
olusmasi ile baslayan beslenme; biylime ve gelismenin
saglanmasi, saghgin korunmasi, surdirilmesi, gelistirilmesi
ve yasam kalitesinin yulkseltilmesi icin viicudun ihtiyaci olan
besin 6gelerini yeterli miktarlarda ve uygun zamanlarda almak
amaciyla, bilingli yapilmasi gereken bir eylemdir [2].

Universite  dgrencilerinin  cogunlugu  aile  ortamindan

uzaklastiklari icin Universite ortaminda hi¢ tecriibe etmedigi
Yasadiklari
degismesi, ailelerinden ayr bir evde - yurtta veya apartta

yeni aliskanlklar kazanabilirler. cografyanin

yasamaya baslamalar, yemek hazirlama  aliskanligi
edinememeleri, ev yemegi tiiketimini azaltmalari, disarida
yemek yemelerinin daha cazip ve kolay gelmesi gibi dis etkiler
ve O0zglirce karar verebilmeleri sayesinde beslenme aliskanliklari
degisebilmektedir [3]. Bu nedenle Universite 6grencilerinin
¢ogunlugu mevcut aliskanhklarindan uzaklasmakta ve bu yeni
ortamda hi¢ tecriibe etmedikleri beslenme aliskanliklar ile

yetersiz ve dengesiz beslenmeye baslayabilmektedirler [4].

related to the BMI, gender, the area they study and the environment they live in.

Genclikdonemi, 6zellikle 18-24 yas arasidonem, mevcut sagligin
korunmasi, gelistirilmesi ve hastaliklarin dnlenmesi agisindan
onemli bir yas dénemi olarak bilinmektedir. Bu nedenle bu yas
doéneminde yer alan Gniversite 6grencileri, son yillarda pek ¢ok
calismanin hedef grubunu olusturmaktadir [5].

Universiteyi yeni kazanmis gencler yas doénemi olarak
incelendiginde, bu genclerin ergenligin son safhalarinda
olduklar bilinmektedir. Ergenlerde kontrolsiiz asir yemenin
giderek yayildigi gorilmektedir. Obez ergenlerde anksiyete ve
depresyon ile kontrol kaybi arasinda anlamli iliski bulunmustur.
Duygusal yemenin erken tespiti, kilo kontroliiniin saglanmasi,
carpik yeme bozukluklarinin dnlenmesi ve tedavisi icin dnemlidir
[6]. Yapilan bir calismada genel ebeveynlik ile duygusal yeme
arasindaki iliski incelenmis, ebeveynlik ve aile etkilesiminin
duygusal yeme Uzerinde Onemli etkiye sahip olabilecegi
bildirilmistir. Ailelerinden ayr yasamaya baslayan Universite
ogrencilerinde bu durumun gorilebilecegi unutulmamalidir [7].

Topham ve arkadaslarn Hollandali ergenlerin egitiminde,
diisiik anne desteginin, yiliksek psikolojik kontroliin ve yiiksek
davranissal kontrollin artan duygusal yeme ile iliskili oldugunu
belirtmistir [8].
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Ulkemizde genclerin beslenme aligkanliklari ile ilgili yapilan
arastirmalarda Universite donemindeki beslenmede c¢ok
ciddi sorunlarin yasandigi bildirilmektedir. Ogrencilerin
bu donemde genellikle 6ginlerine dikkat etmedikleri, tek
6gun yemek yedikleri, sandvi¢ ve simit gibi yiyecekleri daha
cok tukettikleri, ekonomik zorluklarin yetersiz ve dengesiz
beslenme probleminde etkili oldugu, yurtta kalan 6grencilerin
yurt sartlarinin kot olmasindan dolayi beslenmelerinin iyi
olmadigi, sadece karinlarini doyurduklari farkli zamanlarda
[9]. Yapilan
bir baska calismada ise yetersiz ve dengesiz beslenmenin

yapilan arastirmalarda ortaya konulmustur

mental gelisme Uzerinde de olumsuz etkiler yaptig, kisilerin
zekd diizeylerinde dusiise, 6grenmede gliclige, davranis
bozukluklarina ve neden oldugu belirtilmektedir [10].

Ayrica duygusal yeme, bulimia ner—vozada yeme ataklarini
tetikleyen muhtemel bir faktor olarak tanimlanmistir. Buna gore
Bulimia nervozada tikinircasina yeme ataklariy—la var olan stres
ve negatif duygu durumunun azaltilacagi gorlisi mevcuttur.
Aneroksiya nervozadaki duygu durumu ise daha ¢ok kisinin yeme
davra—nisi Uzerindeki kontrol mekanizmasini kaybetme korkusu
ta-simasi ile iliskilendirilmektedir. Her iki durumda da bireyler,
icinde bulunduklan duygu durumunu tanim-layamadiklar
icin duygularla bas edebilmenin bir yolu olarak asiri yeme ya da
yememe davranisi sergilemektedirler [11].

Yemek yeme 0Ozellikle geng insanlar icin otomatik bir streg
degildir. Her birimizin hissettigi kulturel, sosyal ve psikolojik
baskilardan buyik oranda etkilenmektedir. Son 30 yilda,
yemek yeme motivasyonunu, yeterli besin alimini ve viicut
agirh@r kontroliinl bozabilecek davranislari degerlendirmek
icin teoriler gelistirilmistir. Psikolojik teorilere dayanarak, Van
Strien ve ark. (g farkli yeme davranisi tanimladi. “Duygusal
yeme”, i¢sel fizyolojik aglik sinyalleri olmadan, tokluk sinyalini
g0z ardi ederek stresi hafifletmek icin olumsuz duygularla bas
edebilmek icin yemeyi ifade eder.”"Dissal yeme”, aclik ve tokluk
sinyallerine bakilmaksizin besin tlketimi ile ilgili uyaranlara
(besinle karsilasma veya kokusu) yanit olarak yeme anlamina
gelir. “Kisitlayici yeme” teorisi bilingli olarak besin alimini
kisitlama derecesini (belirli bir kilo vermek veya korumak icin
yemekten kacinma girisimleri) yansitir [12].

Cogu calisma bu (i¢ yeme davranisinin beden kitle indeksi (BMI) ile
baglantili oldugunu gostermistir [13,14]. Bu (¢ tlir yeme davranisi,
Hollanda Yeme Yeme Davranisi Anketi (DEBQ) kullanilarak
glvenilir ve gecerli bir sekilde olcllebili. DEBQ her birinde 5'li
Likert olcegi (“asla” ile “cok sik” arasinda degisen) bulunan 33
maddeden olusmaktadir . Orijinal DEBQ'nun ingilizce versiyonu
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bircok dile cevrilmistir: Tam strGmler iyi faktoriyel gecerlilik
gostermistir. DEBQ, cinsiyetler, agirlik kategorileri ve rastgele
numuneler arasinda stabil bir faktor yapisina sahiptir [15].

Bu calismada, (Universite 6grencilerinin cinsiyet, yasadiklar
yer, beden kiitle indeksi ve egitim gordikleri bolimlere gore
yeme davranislarinin incelenmesi hedeflenmistir.

Materytal ve Metod

Cahsmamiz; Aralik 2019 - Subat 2020 tarihleri arasinda,
Osmaniye Korkut Ata Universitesinde egitim ve dgrenim
gormekte olan 726 o6grencinin katihmi ile yapilmistir.
Katiimcilar ¢alismaya gonilli olarak katilmislardir.

Galismaya Universitemiz 6grencisi olan ve herhangi bir kronik
hastalik 6ykistu olmayan ogrenciler gonullilik esasina gore
dahil edilmistir. Kronik hastaligi olmak ve tniversitemiz 6grencisi

olmamak disinda ¢alisma harici tutulma kriteri bulunmamaktadir.

Katimcilarin demografik verileri (yas, cinsiyet), viicut agirhklari,
boy uzunlugu, egitim gordikleri fakilte, egitim siresince
konaklama bilgisi sordu ve ardindan yeme davranislarini
degerlendirmek amaciyla anket uygulandi.

Arastirmaya  katilan  bireylerin  yeme  davraniglarinin
degerlendirilmesinde Tirkce gegerlilik ve glivenilirligi 2009
yilinda Bozan tarafindan yapilan [13], 33 maddeden olusan
Hollanda yeme davranis anketi (DEBQ) kullanilmistir. Bu anket
duygusal yeme davranislarini, digsal yeme davranislarini
ve kisitl yeme davranislarini degerlendiren 3 alt 6lcekten
olugmaktadir. Ankette yer alan maddeler 5'li Likert skalasi ile
degerlendirilmektedir (1: hicbir zaman, 2: nadiren, 3: bazen,
4: sik, 5: cok sik). Testin toplam skoru degerlendiriimemekte
3 alt olcek kendi

skorlamasinda her hangi bir kesim noktasi olmazken 3 alt

icinde degerlendirilmektedir. Testin

Olcedin kendi icinde degerlendirilen toplam puaninin yiiksek
olmasi yeme davranisi ile ilgili olumsuzlugu gdstermektedir.
Hollanda Yeme Davranisi anketinin Tiirkce versiyonunda
ilk 10 soru kisith yeme, 11-23 arasi duygusal yeme, 24-33
arasl ise dissal yeme tutumunu degerlendiren sorulardir.
Digsal yeme skalasinda bulunan 31. soru ise ters sorudur.
Verilerin istatistiksel analizinde SPSS (IBM SPSS Statistics 21)
paket programi kullaniimistir. Bulgularin yorumlanmasinda
tanimlayici istatistikler kullanilmistir. Tanimlayici degerler
sayl (n), ylizde (%), aritmetik ortalama (XX), standart sapma
(SS), medyan (M) ve ceyrekler arasi (IQR) olarak belirtilmistir.
Parametrik yontemlere uygun sekilde, iki bagimsiz degiskenin
(t-tablo
degeri), ikiden fazla bagimsiz degiskenin karsilastiriimasinda

karsilastirlmasinda “Indepedent Sample-t” test

One-way ANOVA testi kullanilmistir. iki nitel degiskenin



birbiriyle olan iliskilerinin incelenmesinde beklenen deger
diizeylerine gore x2-capraz tablolari kullanilimistir.

Bulgular

Calismamiza katilan 6grencilerin 387 (%53,3)si kadin, 339 (%46,7)'u
erkek olup; yas ortalamasi 22+2 (min:18max:30) idi. Viicut kitle
indeksi (VKi) ortanca degeri 23,9 (IQR: 20,9-26,6). Katimailarin
VKime gore dagiimi incelendiginde; 66 (%9) zayif, 371 (%51)
normal, 241(%33) fazla kilolu, 51 (%7) ise obez idi (Tablo 1).

Katiimcilarin - egitim gordikleri bolimlere goére dagilimi
incelendiginde; 118’ (%16,3) saglik bilimleri, 169'u (%23,3)
mihendislik, 98 (%13,5) fen-edebiyat, 68'i (%9,4) ilahiyat,
167'si (%23) iktisadi ve idari bilimler fakiiltesi (iiBF) ve 106'si
(%14,6) meslek ylksek okulu (MYO) idi (Tablo 1).

Katihmcilarin  konaklama vyeri incelendiginde; 80 (%11)1
ailesiyle evde, 143’ (%19,7) arkadaslaryla evde, 56 (%7,7)'si
368 (%55)'i devlet
yurdunda ve 84'l (%12) ise 6zel yurtta kaliyordu. Katilimcilarin

ailesi ve ev arkadasi olmadan evde,

blyuk cogunlugu (%89) Osmaniye disindan gelmisti (Tablo 1).

Cinsiyete gore degerlendirildiginde, duygusal yeme
davranisinin kadinlarda erkeklere gore istatistiksel olarak
anlamh farklilik yaratacak dlzeyde fazla oldugu tespit
edilmisken; kisitlayici ve dislayici yeme davranisinda gruplar

arasinda anlamli fark gézlenmedi (Tablo 2).
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Katihmcilar  egitim  gordikleri  bolimlere gore yeme
davranislari degerlendirildiginde; kisitlayici yeme davranisi
acisindan anlamli fark saptanmazken (ANOVA, p=0,18);
duygusal ve dislayici yeme davranisi agisindan anlamli farklilik

saptandi (ANOVA, p<0,05, p=0,02) (Tablo 3).
Mihendislik fakiltesi 6grencilerinde, fen-edebiyat (p<0,05)

ve IiBF égrencilerine (p=0,03) gére daha az duygusal yeme
davranisi tespit edildi [ANOVA-Tukey (Post-Hoc)] (Tablo 3).

Muhendislik fakiltesi 6grencilerinde fen edebiyat fakiiltesi
ogrencilerine gore daha fazla dislayici yeme davranisi tespit
edildi [ANOVA-Games Howel (Post-Hoc)] (Tablo 3).

Katiimcilarin beden kitle indekslerine gére yeme davranislari

degerlendirildiginde; duygusal yeme davranisi agisindan
anlaml fark saptanmazken (ANOVA, p=0,74); dissal ve
kisitlayici yeme davranisi acisindan anlamli farklilik saptandi
(ANOVA, p<0,001, p<0,001) (Tablo 4).

Obez grupta dissal yeme skoru, zayif, normal ve fazla kilolu
gruplarindan daha diistik bulunmustur. Diger gruplar arasinda
farkliliklar anlamli degildir (Tablo 4).

Kisitlayici yeme skoru, zayif grupta diger tic gruba gore daha
distik bulunurken, fazla kilolu grupta normal ve obez gruba
gore yeme bozuklugu daha yiksek bulunmustur. Diger
gruplar arasinda anlamli farklilik yoktur [ANOVA-Games Howel
(Post-Hoc)] (Tablo 4).
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Katilimcilarkadinveerkekgrubuolarakbedenkitleindekslerine
gore yeme davranislan acisindan degerlendirildiginde; her
iki grupta da alt gruplarin yeme skorlari (kisitlayici, digsal ve
duygusal yeme davraniglari) agisindan anlamh fark vardir
(ANOVA, p<0,05) (Tablo 5).

Fazla kilolu grubunda kadinlarin duygusal yeme skoru, zayif,
normal ve obez gruplarindan daha yiiksek bulunmustur.
Zayif grupta Dissal yeme skoru, normal, fazla kilolu ve obez
gruplarindan daha yiiksek bulunurken, normal grupta obez
grubuna gobre daha yiksek bulunmustur. Diger gruplar
arasindaki farkhhklar anlamh degildir (Tablo 5).

Kisitlayici yeme skoru, zayif grupta diger t¢ gruba gore daha
disuik bulunurken, fazla kilolu grupta normal ve obez gruba gore
daha yiiksek bulunmustur. Diger gruplar arasinda anlamli farkhlik
yoktur [ANOVA-Games Howel (Post-Hoc), p>0,05] (Tablo 5).

Erkeklerde duygusal yeme skoru, obez grubunda fazla kilolu

grubuna gore daha ylksek bulunmustur. [ANOVA-Tukey (Post-
Hoc)] (Tablo 6).

Obez grupta dissal yeme skoru, normal ve fazla kilolu

gruplarindan daha duasik bulunmustur. Diger gruplar

arasindaki farkhhklar anlamh degildir (Tablo 6).
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Kisitlayici yeme skoru, zayif grupta diger lic gruba gore daha

distik bulunmustur. Diger gruplar arasinda anlamh farklilik
yoktur [ANOVA-Games Howel (Post-Hoc)] (Tablo 6).

Katimcilar yasadiklari yere gore yeme davranislari acisindan
degerlendirildiginde; duygusal, kisitlayici ve digsal yeme
davranislart acisindan anlamh farkhliklar saptandi (ANOVA,

p<0,001, p=0,03, p=0,04) (Tablo 7).

Aileden ayn evde tek yasayanlarda kisitlayici yeme skoru, devlet
yurdunda, 6zel yurtta ve arkadaglari ile yasayanlara gore daha
distk bulundu (p=0,03, p<0,001, p=0,27).Diger gruplar arasinda
anlamli farkllik yoktur [ANOVA-Games Howel (Post-Hoc)] (Tablo 7).

Dissal yeme skoru, aileile yasayanlarda arkadaslarile yasayanlara
gore daha disik bulundu (p=0,03). Diger gruplar arasinda
anlamli farkhlik yoktur [ANOVA-Tukey (Post-Hoc)] (Tablo 7).

Duygusal yeme skoru, 6zel yurtta yasayanlarda, arkadaslariyla
yasayanlardan ve devlet yurdunda yasayanlardan daha ylksek
bulundu (p<0,001, p=0,02). Diger gruplar arasinda anlamh
farkhhk yoktur [ANOVA-Games Howel (Post-Hoc)] (Tablo 7).

Tartisma

Yeme bozukluklari, saglikla iliskili yasam kalitesinde belirgin



dislise neden olan ciddi hastaliklardir [16]. Duygusal yeme,
kisitlayici yeme ve digsal yeme gibi yeme davraniglarinin
obezite ve yeme bozuklari igin risk faktorii oldugu daha 6nce
yapilan calismalarda bildirilmistir [17,18]. Duygusal yeme, stres,
anksiyete, depresyon ve oOfke gibi olumsuz duygularla bas
edebilmek icin gelisen fazla yeme davranisidir. Ozellikle stresin
daha fazla yasandigi genclik déneminde duygusal yemenin
daha fazla oldugu bildirilmistir [19]. Dissal yeme, &zellikle
besinin gorinimu, kokusu gibi digsal faktorlerin etkisine,
achk hissi gibi icsel faktorlerin etkisine gore daha hassas olan
insanlarda gérilmektedir. Ozellikle obezojenik cevrenin dissal
yemeyi uyardidi bilinmektedir. Kisitlayici yeme, paradoksal
olarak, besin aliminin azaltiimasi ile birlikte aclik sirasinda asir
besin tiiketimi seklinde agirlik artisina neden olur [20].

Bu arastirma, yeme bozukluklarina yakalanma riski yuksek
poptlasyon olan Universite 6grencilerinin yeme davranislarini
incelemek amaciyla 387 (%53,3)’si kadin, 339 (%46,7)'G erkek
726 6grenci ile yapilmistir. Ogrencilerin bu yeme davranislari
ile cinsiyet, VKI, yasadiklari ortam, egitim aldiklari bdlim
arasindaki iliskiler analiz edilmistir.

Rusyada vyapilan bir durumda
daha

gostermektedir. Rus 6rnedinde, erkeklerin sadece Kisitlayici

calisma kadinlarin  her

erkeklerden yuksek puanlara sahip oldugunu
yeme skoru ile VKi iliskili bulunmustur. Béylece, Kisitlayici ve
Duygusal yeme erkek olmakla daha gl iliskilendirilirken,
Digsal yeme erkekler ve kadinlar arasinda esit iliskili olarak
bulunmustur. Bu nedenle, bu sonuglari hesaba katarak,
oncelikle, genc kadinlarn kisitlayici yeme 6lceklerinde daha
yuksek puanlar aldiklari, kilo ile ilgili problemlerinin olmadigi
ve yeme stratejilerinin gida alimini kontrol etmek icin dengeli
bir yaklasim icinde olmadigi, bazen dirtistiz bir sekilde
davranislarini kisitladiklarinin varsayilabilecegi belirtilmistir. Bu
etkinin yasla birlikte azaldigi, buna gore bu gruptaki beslenme

ve beden yaklasiminin yasla birlikte degistigi bildirilmistir [21].
Bizim calismamiz cinsiyete gore degerlendirildiginde, duygusal
yeme davranisinin kadinlarda erkeklere gore istatistiksel olarak
anlamli farkllik yaratacak diizeyde fazla oldugu tespit edilmisken;
kisitlayici ve diglayici yeme davranisinda gruplar arasinda anlamli
fark gézlenmedi. Universite popiilasyonu zaten yas dagilimi genc
bir grup oldugu icin yasa icin farka bakilmamistir.

Yapilan bir calisma duygusal yeme, kisitlayici yeme alt boyutlari
ile antropometrik olclimler arasinda pozitif iliski oldugunu
gosterirken, digsal yemenin antropometrik olctimler Ulzerinde
etkisinin anlamliolmadigini belirtmektedir [22]. Turkiye'de yapilan
baska bir calismada, Universite 6grencilerinde kisitlayici yeme
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ile VKi arasinda porzitif korelasyon bulunurken, dissal yeme ve
duygusal yeme ile VKi arasinda herhangi bir iliski bulunamamistir
[23]. Yapilan prospektif bir calismada ise kisitlayici yemenin VKi'yi
artirdigi gosterilmistir [24]. italyada yapilan bir calismada ise
obez bireylerde dissal yeme ve duygusal yeme puanlari normal
bireylerden daha ytiksek bulunmustur [15]. Yapilan ¢alismalarda
elde edilen sonuclarin tutarli olmamasi, calisma popiilasyonun
irklarinin, yasadiklarn cevrelerinin, beslenme aliskanlklarinin,
yeme kdltirlerinin, sosyodemografik ve ekonomik 6zelliklerinin
farkl olmasindan kaynaklanabilir.

Bizim calismamizda da VKiye gére yeme davranislar
degerlendirildiginde; duygusal yeme davranisi agisindan
anlamh bir fark saptanmazken; dissal ve kisitlayici yeme
davranisi agisindan anlamli farklilik saptandi.

Dissal yeme skorunun, VKi arttikca azaldigi ve Kisitlayici yeme
skorunun, VKi arttikca artis gosterdigi bulunmustur.

Literatlirde katilimcilarin egitim goérdikleri bolimlere ve
yasadiklari yere gore degerlendirilmelerine rastlaniimamistir.
Egitim gordukleri  bolimlere gdre yeme davranislan
degerlendirildiginde; kisitlayici yeme davranisi agisindan
anlamh bir fark saptanmazken; duygusal ve dislayici yeme

davranisi agisindan anlamli farklilik saptandi.

Mihendislik fakultesi 6grencilerinde, fen-edebiyat fakdltesi
ogrencilerine gore daha az duygusal yeme gozlenirken, dissal
yeme skorunun daha fazla oldugu gozlenmistir.

Katimcilarin  yasadiklari yere gore yeme davranislar
degerlendirildiginde; duygusal, kisitlayici ve digsal yeme

davranislari agisindan anlamli farkliliklar saptandi.

Kisitlayici yeme skoru, aileden ayri evde tek yasayanlarda daha
dusuk bulunurken, Dissal yeme skoru, aile ile yasayanlarda,
disuk
bulunmustur. Duygusal yeme skoru, 6zel yurtta yasayanlarda

arkadaslarla ile evde vyasayanlara gore daha

daha yuksek bulunmustur.
Sonu¢

Bu calismada, geng¢ popilasyonda, DEBQ'nun alt Olgeklerini
uyguladigimiz katilimcilarin yeme davranis skorlarini, alanlarina,
yasadiklari yerlere, VKi'lerine ve cinsiyetlerine gére degerlendirdik
ve yeme bozuklugu riski yliksek olan bu poptlasyonda yapilan
analiz sonucunda, , cinsiyet ve VKilerinin yeme davranisina
etkisi olmasinin yaninda okuduklari alanin ve yasadiklari sosyal
cevrenin de buna etkisinin oldugunu gosterdik.

Cikar catismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir cikar catismasi yoktur.
Yazinin herhangi bir finansal destegi yoktur.
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Abstract

Aim: We aimed to evaluate the safety and feasibility of hemodialysis (HD) by using a screw compressor clamp on
extracorporeal membrane oxygenation (ECMO) lines without placing a central venous catheter.

Material and Methods: From May 2013 to September 2017, 43 adult patients with ECMO that required renal replacement
treatment with HD were included.The inflow of the dialysis machine was connected to the outlet of the oxygenator, and
the outflow was connected to the venous line using two 3-way taps. The tool that was used on the outflow circuit to
perform HD is a clamp on a screw, allowing us to squeeze and de-squeeze to set the optimal line pressure. Creatinine,
blood urea nitrogen, pH, base deficit, lactate dehydrogenase (LDH) values were evaluated, and compared pre/post-HD.
Rate and duration of dialysis were also analyzed.

Results: HD was successfully performed in all patients with this technique without additional morbidity and mortality. No
related complications due to HD were observed. Blood urea nitrogen, creatinine, pH, base deficit values were decreased
to the desired levels after dialysis (p<0.05). There was a slight insignificant increase in LDH values after HD (p=0.446).

Conclusion: This screw compressor clamp increased the pressure on returning line of HD to the venous ECMO line; and
made dialysis and ultrafiltration possible even in low blood pressure. This technique is very simple and allows to perform
successful filtration and dialysis using ECMO lines without placing venous catheter.
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Amag: Bu calismada santral venoz kateteri yerlestirmeden, ekstrakorporeal membran oksijenasyonu (ECMO) hatlarinda
farkl bir enstriman kullanilarak hemodiyalizin (HD) uygulanabilirliligini ve glvenliligini degerlendirmeyi amacladik.

Gere¢ ve Yontemler: Mayis 2013 - Eylil 2017 tarihleri arasinda klinigimizde ECMO takilmis, HD ile renal replasman
tedavisi gerektiren 43 yetiskin hasta calismaya dahil edildi. Diyaliz makinesinin ¢ikisi, oksijenatoriin vendz hattina, diyaliz
makinasinin girisi ise ECMO’nun arter hattinin ¢ikisina iki 3-yollu musluklar kullanilarak baglandi. HD gerceklestirmek icin
cikis devresinde basinci ayarlamak icin kullanilan enstriman, en uygun hat basincini ayarlamak igin sikistirmamiza izin
veren bir vida lGzerinde bir kelepge olarak tasarlanmisti. Kan kreatinin, kan-ure nitrojeni, pH, baz acigi, laktat dehidrojenaz
(LDH) degerleri degerlendirilerek HD 6ncesi ve sonrasi karsilastirildi. Diyaliz sayisi ve surresi de analiz edildi.

Bulgular: Bu teknikle ek morbidite ve mortalite olmaksizin tim hastalarda HD basarili bir sekilde uygulandi. HD'ye bagli
hicbir komplikasyon goériilmedi. Diyaliz sonrasi kan Ure nitrojen, kreatinin, pH, baz acigi degerleri istenilen seviyeye disti
(p<0.05). HD'den sonra LDH degerlerinde istatistiksel olarak hafif derecede anlamli olmayan bir artis gérildi (p=0.446).

Sonug: Kulandigimiz bu enstriiman, vendz ECMO hattindan HD hattina olan basinci arttirdi; diisiik tansiyonda bile diyalizi
ve ultrafiltrasyonu mimkdin kildi. Basit bir teknik ile calisan bu alet sayesinde venoz kateter yerlestirmeden ECMO hatlari
kullanilarak basarili filtrasyon ve diyaliz yapilmasi saglanabilir.

Introduction

Extracorporeal membrane oxygenation (ECMO) is a temporary
form of life support providing a prolonged biventricular
circulatory and pulmonary support for patients experiencing
both pulmonary and cardiac failure unresponsive to
conventional therapy [1]. Advances in pump and oxygenator
technology, patient selection and cannulation strategies have
contributed to expanded utilization of this technology. ECMO
is simple to establish and allows rapid recovery of impaired
organ functions. Despite the improvement in organ functions,
deterioration is usually progressive and sometimes requires
renal replacement therapy [2].

Haemodialysis (HD) is the proven method of removing
waste products and extra fluid, which build up in the blood
when the kidneys are no longer able to function properly. To
accomplish HD, it is necessary to have an access to the blood
vessels. In patients with ECMO, the classical access can be
achieved temporarily by placing a specific double-way venous
catheter in one of the large veins in the neck or groin to enable
dialysis. Rubin et al had modified the classical HD pathway
with connecting a circuit to the ECMO directly and reported
that 75% of their patients were conducted a temporary HD
or haemofiltration without a delay. Furthermore, they found
that the presence of renal impairment was an independent
predictor of mortality in patients with heart failure [3].

In this study, we present a technique by using a tool “screw
compressor clamp” that provides HD in patients with ECMO.
This tool allows performing HD via ECMO lines without a need
of access to blood vessels with double-way venous catheter.

Anahtar kelimeler: ekstrakorporeal yasam destegi; bobrek hasari; hemodiyaliz; renal replasman terapisi.

Material and Methods

From May 2013 to September2017,43 adult patients with ECMO
due to end-stage heart failure that required renal replacement
treatment with HD were included in this study. Cannulation
for ECMO was established through the femoral vessels directly
or percutaneously in the right groin. In all patients HD was
performed through ECMO circuits and access to blood vessels
with specific venous catheter was not necessary. Creatinine,
blood urea nitrogen, pH, base deficit, lactate dehydrogenase
(LDH) values were evaluated pre and post-HD. Rate of HD, HD
duration and ultrafiltration rates were also analyzed (Table
1). Hemofiltration/HD techniques were used to remove fluid
and waste products from the blood and to correct electrolyte
imbalances, as well as acid-base imbalances. The study was
approved by the local research ethics committee.

Technique

The inflow circuit from the dialysis machine (Fresenius
Medical Care, Bad Homburg Germany) is connected to the
outlet of the oxygenator of ECMO (Circuit ECMO type Reims,
DataStream pump, Medos, Xenios AG, Heilbronn, Germany),
and the outflow circuit is connected to the venous line of ECMO
using two 3-way taps (Figure 1). Therefore, two independent
extracorporeal circuits, ECMO and HD, are associated with
the use of an external dialysis machine. The pressure in the
venous line of ECMO is negative, generating suction with a
risk of gas embolism. Between the pump and the oxygenator
(arterial line of the ECMO), the pressure is the highest due to the
constitutive resistance of the oxygenator. This pressure in the
arterial line allows an optimal inflow for HD. Since the pressure
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is low in the venous line, there is no resistance in the outflow
of dialysis machine; drop-off pressure alarm would soon stop
HD, therefore, we use Screw Compressor Clamp (Swinging Jaw
Clamp, Humboldt Mfg. Co., IL, USA) to increase the pressure on
returning line of HD to the venous ECMO line without placing
venous dialysis catheter. Consequently, this technique prevents
the alarm and provides successful dialysis and ultrafiltration.

Figure 1: Venous line of extracorporeal membrane oxygenation with
Screw Compressor Clamp

This tubing clamp is safe, simple, strong and it can be used
on thin or heavy-wall tubing. The clamp is made of plated
steel, incorporated a large aluminum and rigid plastic knurled
adjusting nut (Figure 2). Substantially, this simple tool is a
clamp on a screw, allowing us to squeeze and de-squeeze to
set the optimal line pressure.

Figure 2: Screw Compressor Clamp, Swinging Jaw Clamp
Anticoagulation

Anticoagulation was initiated just before the ECMO cannulation
procedure with a 50- 100 U/Kg bolus of unfractionated heparin,
subsequently continuous unfractionated heparin infusion that
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targets an activated partial thromboplastin time approximately
1.5 times the normal rate was administered. Therefore, the HD
circuit does not require additional anticoagulation.

Statistical Analysis

Continuous variables were expressed as mean + standard
deviation (SD), or median values. Categorical variables were
expressed as numbers and percentages. Pre/post-operative
variables were compared using “chi-square test”for categorical
variables. SPSS pocket program, version 14.0 was used for
statistical analysis. A p value < 0.05 was accepted as significant.

Results

Mean age was 36.5+11,2(19-56) years. Thirty-one (72%) patients
were male. Indications of ECMO support were 60% dilated
cardiomyopathy, 9% restrictive cardiomyopathy, 11% ischemic
cardiomyopathy, 10% acute rejection after heart transplant,
10% right ventricular failure after left ventricular assist device
implantation. Patient characteristics are shown in Table 1.

HD was successfully performed in all patients, creatinine,
blood urea nitrogen, pH, base deficit values were decreased
to the desired levels after HD (Mean blood urea nitrogen was
216,8+£51,2 (151-294) mg/dl in pre-HD, 128+29,5(83-172)



mg/dl in post-HD). The difference in Pre-HD and post-HD
parameters (creatinine, blood urea nitrogen, pH, base deficit)
was statistically significant (p<0.05). The rate and duration
of HD were 8,2+6,9 (2-22) times and 3,4 = 0,5 (3-4) hours
respectively. The amount of ultrafiltration was 2800+447,2
(2000-3000) ml. LDH values were also compared (pre and
post-HD values were 483£239.1 (134-840) and 5024245 (221-
898) U/L, respectively). There was a slight increase in LDH
values after HD, however the difference was not statistically
significant (p=0.446). The results are summarized in Table 2.
Average systolic arterial pressure was 74+10,5(50-85) mmHg.
In ordinary circumstances, it is not possible to perform HD
at low mean arterial pressures; however with this technique,
HD is not affected by mean arterial pressure and the dialysis
machine can operate efficiently (Figure 3). No bleeding or
infection due to this technique was found and no other related
complications due to hemodialysis were observed.

Figure 3: Hemodialysis with hypotension
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Discussion

Renal dysfunction (RD) and fluid overload are frequent in
patients with chronic congestive heart failure [4]. Before the
need of ECMO, critically ill patients with heart failure are at
high risk of acute RD due to their condition such as sepsis,
ischemia, respiratory failure, decompensated cardiac failure,
vasopressor requirements and prevalent use of nephrotoxic
medication [5]. Unfortunately, in these patients. need for
renal replacement therapy (RRT) after ECMO administration
and mortality are increased. Lin et al. reported that adults
with acute RD had a 78% mortality compared with 20% in
non-acute RD patients [6]. Several renal replacement therapy
(RRT) techniques such as peritoneal dialysis, intermittent HD,
and continuous RRT (CRRT) are available to support ECMO
patients with acute RD and/or fluid overload (FO). Each has its
own advantages and disadvantages [7, 8, 9]. Patient factors,
treatment goals, and center experience play a role in according
to the selected RRT. The simplest way to perform HD is through
venous access independent from the ECMO circuit. The most
frequent venous accesses used are the internal jugular and
subclavian veins. The femoral vein is less frequently chosen,
due to the infection risk, and the potential risk of thrombosis
in the neighborhood of the ECMO cannula. Additionally, if the
patient does not undergo previous cannulation with a central
venous catheter, new anticoagulation that is required would
increase the risk of bleeding, at the same time the catheter
drainage would be insufficient and lead to unsuccessful HD
[10, 11]. RRT can also be performed by connecting the dialysis
circuit to the ECMO circulation. The two most common
methods are; the use of an in-line hemofilter or a traditional
device connected to the extracorporeal circuit [12]. However,
combining two independent extracorporeal circuits may
cause several technical problems, most often associated with
the dialysis machine’s inlet and outlet pressure alarms [11]. It
is possible to connect a dialysis machine to the venous line
of the ECMO circuit before the pump, which drives the blood
from the ECMO circuit into the dialysis machine. After blood
purification, the blood is returned to the ECMO circuit before
the ECMO pump. Reconnection of the circuit that contains
blood returning from the dialysis machine should be prior to
the oxygenator in order to trap the air/clots before returning
of patient’s bloodstream; additionally, venous admixture has
also been avoided due to the shunting in the circuit [10]. The
pressure in the arterial line of the ECMO is high according to
the blood acceleration by the pump and the arterial resistance
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of the patient. The inflow catheter of the HD is connected to
the venous line and the outflow catheter is connected to the
arterial line of ECMO. Although this model is quite easy and
“logical’, HD is not possible due to permanent high-pressure
alarm. Rubin et al [3] reported that the pressure in the venous
line was null or negative, generating suction with a risk of gas
embolism. Venous pressure was frequently negative during
hypovolemia and blood flow rate is the main determinant.
In our experience, there was no resistance in the outflow
catheter of dialysis machine due to low pressure in the venous
line of ECMO; as a result, HD was not possible due to drop-off
pressure alarm.We used a Screw Compressor Clamp toincrease
the pressure on returning line (from HD to the venous ECMO
line); consequently, this novel technique provides to stop the
alarm and allows to performHD/ultrafiltration possible. In
this study, the optimal pressure was achieved by application
of this instrument. Maximum care must be taken during the
connection of the lines of ECMO and dialysis machine. Simons
et al connect the inflow of the dialysis machine to the outlet
of the oxygenator, and the outflow circuit that contained
returning washed blood was connected to the oxygenator
inlet. In their setup, all connections between the ECMO and
the dialysis circuits were under positive pressure [13]. They
reported that this situation prevented the air from being
sucked into the circuit in case of connection failure, therefore,
the risk of micro-emboli was reduced. Contrary to Simons’et al.
technique in this study, relatively long dialysis lines connected
to the cannula as used by Rubin et al was required [3].
Additional attention during patient manipulation to prevent
luer connector disconnection or cannula displacement was

necessary.

The other disadvantage of combining two independent
extracorporeal circuits is hemolysis. Hemolysis could be a
specific complication of ECMO, HD or combination of ECMO
and HD, with erythrocyte fragmentation caused by the
combination of shear stress, positive pressure, wall impact
forces and properties of nonendothelialized surfaces [14].
Despite the presence of hemolysis in patients with ECMO
that needed HD, the recovery of renal functions seems to be
satisfactory. In the absence of primary renal disease, chronic
renal failure did not occur in patients with ECMO and these
patients weretreated concomitantly with RRT [14, 15, 16]. In
our study, there was a slight increase in LDH values after HD
however, the difference was not significant.
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Study Limitations

The major limitation of this study is its" non-randomized
design with a relatively small number of patients. This is also a
single center experience; therefore, outcome interpretation is
limited by institutional bias.

Conclusion

This technique is a simple, safe and feasible method to perform
a successful filtration and dialysis using ECMO lines without
placing a specific venous catheter. Screw Compressor Clamp
increased the pressure on returning line of HD to the venous
extracorporeal membrane oxygenation line; and made dialysis
and ultrafiltration possible even in low blood pressure. Further
large investigations are needed to demonstrate the validity of
this technique.
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Abstract

Coarctation of the aorta (CoA) forms 6-8% of congenital heart diseases (CHD). This narrowing typically occurs in the
proximal descending aorta, close to the insertion of the patent ductus arteriosus and can be found with a number of
concomitant diseases. CoA is a common cause of secondary arterial hypertension in young adults. Although CoA can be an
isolated CHD, it is also commonly found in other congenital syndromes and cardiovascular anomalies. Herein this review
paper we reported a brief history of management of aortic coarctation, and current treatment modalities concentrated on

stent placement supported with two novel cases.
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yogunlasan mevcut tedavi yontemlerini bildirdik.

Introduction

Coarctation of the aorta (CoA) forms 6-8% of congenital
heart diseases (CHD). This narrowing typically occurs in the
proximal descending aorta, close to the insertion of the patent
ductus arteriosus (PDA) [1], and can be found with a number
of concomitant diseases. If left untreated in childhood,
CoA has a poor prognosis because of arterial hypertension
resulting in various complications such as aneurysms, heart
failure, dissection, coronary artery disease, and intracranial
hemorrhage.[2-4]

Although first described in the 1700s, the first operations
for coarctation were performed in 1944.[5,6] Surgical repair
remained the only form of intervention from 1945 until the
advent of balloon aortic angioplasty reported in 1982 (7), and
the use of balloon-expandable endovascular stents became
available in the 1990s firstly introduced by Charles Mullins, a

congenital interventional cardiologist.[8,9]

In the current era, the repair of the narrowed section has
been performed with surgical treatment in infants, and early
childhood. Endovascular treatment (EVT) has generally been
the procedure of choice for older school-age, adolescent,
and adult patients with native coarctation and those with
recurrent coarctation. [10,11] As expected, surgical treatment
is more invasive. It may cause complications such as bleeding,
wound infection, re-coarctation, systemic hypertension,
aortic aneurysm formation, endocarditis, premature coronary
atherosclerosis, aorto-bronchial or aorto-esophageal fistulas
and pain as well as a faulty cosmetic appearance at the incision
site. Besides, open repair of CoA entails the cardiovascular and

respiratory risks posed by general anesthesia, in addition to
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Anahtar kelimeler: aort koarktasyonu; stent; endovaskdiler

Aort koarktasyonu dogustan kalp hastaliklarinin % 6-8'ini olusturur. Koarktasyon, tipik olarak proksimal inen aortta,
patent duktus arteriyozusun baslangicina yakin bir yerde meydana gelir ve birkag eslik eden hastalikla birlikte bulunabilir.
Aort koarktasyonu, genc yetiskinlerde sekonder arteriyel hipertansiyonun yaygin bir nedenidir, izole bir konjenital kalp
hastaligi olmasina ragmen, diger konjenital sendromlarda ve kardiyovaskuler anomalilerde de yaygin olarak bulunur. Bu

derleme yazisinda, aort koarktasyonunun kisa bir ydnetim tarihcesini ve iki yeni vaka ile desteklenen stent yerlestirilmesine

procedural and periprocedural complications. Furthermore,
open repair often necessitates a median sternotomy or
lateral thoracotomy incision, which can result in significant
respiratory morbidity, particularly in a patient who has
severe asthma with mild airflow obstruction. Moreover,
approximately 10% of patients who undergo initial operative
repair of coarctation require a subsequent percutaneous

intervention for recurrence of aortic obstruction.[12]

Untreated CoA in adolescents and adults represents a different
cohort of patients. These patients may have less severe
stenosis of the aorta but present with extensive collateral
arterials (Like case 1) as well as more comorbidities such as
aortic dilation and heart valve disorders (like Case 2), all of
which represent additional difficulties for open surgery.[13]
Furthermore, paraplegiais a rare but devastating complication
after CoA repair. The protection of the collateral arteries or
dedicated monitoring of postoperative coagulation are of
great importance. That is another reason why EVT has been

preferred in adults.

CoA is a common cause of secondary arterial hypertension
in young adults. Although CoA can be an isolated CHD, it is
also commonly found in other congenital syndromes and
cardiovascular anomalies. The most common cardiovascular
malformation associated with CoA is a bicuspid aortic valve
(BAV) with up to 45%-62% prevalence of BAV (both cases).
[14] As a result, aortic valve replacement and Bentall/David

procedure have been two frequently combined procedures.

A stent’s radial strength opposes aortic wall recoil, may
improve vessel integrity following the trauma inherent to
angioplasty, and avoids the need for balloon overdilation

of the adjacent normal aorta, thereby decreasing the risk of



aneurysm formation at the dilation site. Covered stents seem
to be particularly useful because of their ‘sealing’ effect on
the stenotic area. Because of this, covered stents are effective
in preventing aortic dissection or rupture of the vessel wall.
[15] Cheatam- Platinum (CP) stent is one of the most widely
used stents in the field of cardiology, which is manufactured
from 90% platinum and 10% iridium with an expandable
polytetrafluoroethylene covering. While it is available at 8 and
10 rows, it is mostly used in 8-zig configuration, which could
be dilated up to 28 mm. This stent has an excellent radial
coil strength even at larger diameters and also has brilliant

visibility on fluoroscopy.[4]

The BIB balloons provide more controlled inflation because
serial angiograms can be obtained after inflating the inner
balloon to fine-tune the stent position; they are also associated

with less stent shortening.

The European Society of Cardiology guidelines for the
management of adult CHD recommended intervention in all
patients with a non-invasive pressure difference > 20 mm Hg
between the upper and lower limbs accompanied by upper
limb hypertension (> 140/90 mm Hg) (Class 1C indication).
[16] The AHA guidelines recommend stent implantation in all
patients with a gradient >20 mmHg, which are of sufficient
size for safe stent placement and in which expansion to adult

size is possible.[17]

Herein, we reported two cases: a 20-year-old female with
hypertension and suffering from severe asthma with mild
airflow obstruction who underwent EVT of simple CoA
(without any associated lesions) with a covered stent and
followed-up for 26-months; and a 34-year old male who had
undergone EVT with a bare-stent 3-years ago and suffering
from re-CoA and concomitantly severe aortic stenosis with an
ascending aortic aneurysm; providing a detailed review of the

literature for management of CoA in the adults.
Case 1

A 20-year-old female patient (small body structure- 150 cm /
38 kg) was evaluated by the nephrology clinic due to systemic
hypertension. Past medical history was positive for early-
onset atopic asthma with mild airflow limitation requiring
treatment with high dose inhaled corticosteroids. After a
hypertensive episode, she was admitted to the emergency

department, and beta-blocker + enalapril treatment was
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administered. Following further testing, she was referred to
the cardiovascular and endovascular surgery outpatient clinic
of Numune Research and Training Hospital Ankara, Turkey, in
December 2017. Physical examination revealed weak femoral
pulses and brachiofemoral pulsation delay. There was a marked
difference in blood pressure between the left arm (161/91
mmHg) and ipsilateral leg (87/63 mmHg). A grade 3/6 systolic
murmur was auscultated over the precordial and interscapular
areas. Laboratory test results and electrocardiogram were
(TTE)

normally functioning BAV with mild aortic regurgitation

normal. Transthoracic echocardiography showed
and a 35mmHg gradient in descending aorta. Subsequently,
computed tomography angiography (CTA) reported that
the descending aorta narrows in a focal area showed critical
stenosis of the proximal descending thoracic aorta compatible

with CoA (Figure 1).
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Figure 1. (A)Preoperative angiographic image of case 1. (B)

Preoperative 3-D computed-tomography image of case 1

The patient was taken to the angiography suite. Because of
severe respiratory status, the procedure was performed under
local anesthesia, and mild sedation was provided before and
during the deployment of the stent. Under sterile conditions
left common femoral artery (CFA) was cannulated following
heparin sulfate (100 IU/kg; maximum, 10,000 IU) administration
intravenously. The CoA segment was advanced with a 0.035-
inch diagnostic guidewire; a marker pigtail catheter was then
passed over the wire into the arch of aorta retrogradely. A
diagnostic catheterization was performed to determine the exact

morphology and the pressure gradient of the stenosis (Figure 1).

We confirmed coarctation in the descending aorta and measured

aorticdiameter before coarctation (X1=13.73mm), the max-lumen
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diameter of the CoA segment (X2=7.67 mm), aortic diameter
after the coarctation (X3=17.02 mm) and calculated longitudinal
length of the lesion (X4=27.90mm) (Figure 1). The calculated
gradient of stenosis was 35 mmHg. Arcus aorta, ascending aorta,

and aortic branches were in normal morphology.

The pigtail catheter was changed to a 12F, 75 cm long sheath
(Mullins, Cook) over the 0.035-inch exchange guidewire. A
manual-mounted eight-zig, with a 22 mm diameterand 3.4 cm
long covered CP (NUMED Inc., Hopkinton, NY, USA) stent was
loaded on a Balloon-in-Balloon (BIB) delivery catheter with an
outerballoon of 14 mm x 3.5 cm (NUMED Inc., Cornwall, Ontario,
Canada) was used. All BIBTM catheters have an inner balloon
Y2 of the balloon diameter of the outer balloon and inner
balloon s 1.0 cm shorter than the outer balloon. We delivered
the stent using the conventional back-load technique using
an Amplatz super-stiff wire that was passed retrograde across
the CoA with the help of a JR4 catheter. After ensuring that
the stent layout was appropriate, the balloon was manually
inflated, according to the manufacturer’s recommendations,
and the stent was deployed. When the outer balloon was
fully expanded (14mm), the stent length shortened to 3.15
cm (a 5.4% shortening), which successfully covered the CoA
segment. Angiograms were performed during the stent
placement through the sidearm of the sheath to evaluate the
results and the presence of any dissection or rupture. Post-

treatment angiography showed that the narrowed segment

was dilated with no visible gradient (Figure 2)

Figure 2. (A)Postoperative angiographic image of case 1. (B)
Postoperative 26th month 3-D computed-tomography image of case 1
No complications occurred during and after the procedure. In
the immediate postoperative period, strong symmetric pulses

were palpable in the lower limbs without pressure gradient
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between the lower and upper limbs. The postprocedural
peak systolic gradient was 0. The diameter of the coarctated
segment was increased to 13.67 mm. Postprocedural LMWH
and antibiotics were given for 2 days. Aspirin was given 150 mg
(5 mg/kg) the night before the procedure and continued for 6
months. Blood pressure was returned to normal limits, as were
the discrepancy between upper and lower limbs. The patient
was hemodynamically stable and discharged at postoperative
2nd day and has been followed at the outpatient clinic. Follow-
up controls were done at 1st, 6th, and 14th and 26th months.
CTA was performed at 14th-month control follow-up, which
revealed that the stent lumen was open, and there was no re-
coarctation re-stenosis or gradient, and no anti-hypertensive
treatment was necessary for the follow-up visits. The diameter

of the coarctated segment was 13.71 mm.

In 2020, 26th-month CTA control (Figure 2) was revealed no
gradient, ascending aorta diameter was 32mm, the coarctated
segment was 13.21Tmm, and aorta and all of the major

branches were patent.
Case 2

A 34-year old male was admitted to our clinic because of
dyspnea, palpitation, and hypertension. The past medical story
included a covered CP stent implantation (12mm x 3.9 cm) to
the descending aorta because of CoA 3-years ago in another
hospital. He was suffering from intermittent claudication and
uncontrolled hypertension despite using three different groups
of antihypertensive medications. Physical examination revealed
weak femoral pulses and brachio-femoral pulsation delay. There
was a marked difference in blood pressure between the left arm
(194/112 mmHg) and ipsilateral leg (91/61 mmHg). CTA revealed
re-CoA of the previously treated segment and ascending aortic
aneurysm with a diameter of 6.8 cm. TTE revealed a BAV with
severe stenosis and a gradient of 48mmHg in the coarctated
segment. We planned a two-stage procedure. In the first stage,
we decided to treat CoA with balloon angioplasty to reduce the
afterload. After taking the patient to angio-suite and performing
a similar technique with the first case, we measured the length
and diameter of stent and aorta, and then we achieved a
successful balloon angioplasty for the re-CoA with Z-MED
(16x4mm, NUMED Inc.,, Hopkinton, NY, USA ) balloon, which
was introduced via 9F catheter and a 0.035-inch guidewire

under local anesthesia and sedation. No complications occurred



during and after the procedure. In the immediate postoperative
period, strong symmetric pulses were palpable in the lower limbs
without pressure gradient between the lower and upper limbs.
The postprocedural peak systolic gradient was 3 mmHg. LMWH
was administered for 5 days. After ensuring the success of the
first stage and the preoperative preparations, a Bentall procedure
was performed. The postoperative ICU stay was 2 days, and the

hospital stay was 11 days.
Discussion

EVT is now preferred over surgical management in adult
patients with discrete coarctation without associated arch
hypoplasia.[18] Currently, balloon angioplasty alone is not
recommended for the treatment of significant CoA in adults.,
but it can be preferred for re-CoA.[13] We used balloon
angioplasty as a bridge for effective reduction of afterload for

a Bentall procedure.

This case also showed that EVT of CoA provides immediate
hemodynamic benefit. In both cases, the diameter of the CoA
site was increased, and the gradient through the coarctated
segment was significantly reduced. Besides, the arm to-leg
systolic gradient decreased sufficiently. The results presented
in this case confirm the data of other studies that EVT is an
effective method of treatment of CoA.[19,20]

Although some operators attempt angioplasty first, balloon-
expandable stent implantation is currently regarded as
standard-of-care therapy for adolescent and adult patients with
primary CoA because stent implantation has proven to reduce
the risk of re-CoA as compared with balloon angioplasty by
preventing over-dilatation and thereby aortic wall injury and
resulting in a lower degree of elastic recoil. [21] The reported
risk of aortic aneurysm formation is less than 10% after stent
implantation, as compared with 17% in patients after balloon

angioplasty alone, and 51% in patients after surgical repair.[22]

A direct comparison between the three main treatment
strategies (surgical, balloon, or stent) in CoA is challenging.
The initial treatment effect is usually evaluated by the
gradient reduction after a repair, but data with regard to
residual gradients after surgical repair are lacking. In 2011,
Forbes et al. published data of a multicenter, observational,
nonrandomized study involving 350 patients from 36
institutions. Compared with

surgery, stent placement
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appeared to produce hemodynamically equivalent results
during follow-up observation. Moreover, stenting was
associated with significantly fewer complications [2.3% versus
8.1% for surgery and 9.8% for balloon angioplasty (p < 0.001)]
and shorter hospital stays [2.4 days versus 6.4 days for surgery].
Thereintervention rate was higherin the stent group; however,
this finding was attributed to staged procedures or patient
somatic growth, and all reinterventions carried a similar low
risk of morbidity and mortality aortic wall complications of
any type occurred significantly more often in the balloon
angioplasty group as compared with the surgery or stent
repair group.[23] On the other hand, in the Quebec Native
Coarctation of the Aorta Study, investigators retrospectively
compared surgical repair to angioplasty in 80 patients (mean
age, 12 years) treated between 1998 and 2004. Procedure-
related complications were far more common in the surgical
group (50%) than in the angioplasty group (18%) (p = 0.005).
The median hospital stay was 7 days for the surgical group and
1 day for the angioplasty group (p < 0.001). At 38 £ 21 months,
however, the rate of follow-up repeat intervention was higher
in the angioplasty group (32%) than in the surgical group (0%)
(p < 0.0001) (24). The main reason for which surgery favors
stent repair is the increased risk for complications after stent
repair in children that are not outgrown, which are usually
below the age of 8-10 years. The use of bioabsorbable stents
may be a promising technique in the setting of coarctation

stenting.

The direct end-to-end sutured anastomosis, which had
been initially described by Crafoord and Nylin [5] in 1945,
has mostly been abandoned due to high rates of re-CoA.
Patch aortoplasty, have long been associated with high
rates of aneurysmal formation (20-40%) .[25] The addition
of polytetrafluoroethylene (PTFE) for aortoplasty lowered
rates of aneurysmal disease but, unfortunately, raised the
rates of recoarctation to 25%.[26] Surgical repair of CoA can
be performed by resection with end-to-end anastomosis,
extended end-to-end anastomosis, subclavianflapaortoplasty,
graft conduit interposition, bypass graft, or prosthetic patch
aortoplasty.[27] Aorticaneurysm formation within the surgical
repair group was exclusively found in the subclavian flap and
patch angioplasty group.[23] The rate of aneurysm formation

has been reported to be between 3% and 20% in long-term
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studies of patients who have undergone coarctation repair.
Patients repaired with synthetic patch technique are at higher

risk of late-term aneurysm development.[14]

Spinal cord ischemia (due to prolonged clamping of the aorta)
may cause severe complications, such as paraplegia (0.3% to
2.6%).[22,23] It is especially feared when there is limited collateral
flow. In order to avoid spinal cord injury, distal aorta perfusion
techniques may be used (i.e, Gott shunt, left heart bypass,

femoro-femoral bypass, or cerebrospinal fluid drainage.[13]

The risk of acute complications was lowest after stent repair
as compared with after surgery or balloon angioplasty. The
overall mortality rates have significantly been more than the
stents, such as 30 years after surgery is reported to be 23.7%
reintervention 20% as described by Toro-Salazar et al. [28]
Longest follow-up balloon angioplasty was performed by Reich
et al. with 20 years, and they reported a rate of mortality of 8.1%
and reintervention 28.3%.[29] The difference in secondary
outcomes partially is attributed to the difference in follow-up
durations, as with approximately 10 years after stent repair, 20
years after balloon angioplasty, and up to 50 years after surgery.
[30]. However, there are also studies reporting low mortality
rates despite extended follow-up as Brown and associates,
of the Mayo Clinic, reported an overall 2.4% mortality rate
for 819 patients with isolated CoA who underwent primary
operative repair between 1946 and 2005 by means of extended
end-to-end anastomosis, patch angioplasty, interposition
grafting, bypass grafting, or subclavian flap or “other” repair,
but they concluded that comparison to age- and sex-matched
populations, patients who underwent open repair had reduced
long-term survival. Repair at an early age was an independent
risk factor for reintervention. At 30 years'follow-up, patients who
underwent an initial repair before 1 year of age had an average
reintervention rate of 31.1%, and patients who underwent an
initial repair before 5 years of age had an average reintervention
rate of 73.3% .[31]. A Cochrane review demonstrated that no
randomized trials were available to compare surgery and stent
repair, which emphasize the need for randomized data to

compare different treatment strategies.[32]

Vanagt et al. reported a 9-year experience with CP stents and

pointed out

CP as a valuable tool in the management of patients with

simple and complex congenital heart disease including
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CoA, and claimed that the addition of a covering around a
stent allows adequate sealing of existing or expected tears,
thereby increasing the safety margin with complete dilation
of stenotic lesions, with a better expected long-term outcome.
[33] Sohrabi et al., evaluated 120 patients with a mean age of
23.60X10.99 years with post-ductal, short-segment, severe
native CoA and compared the results of bare CP stent with
covered CP stent and concluded that implanting both stents
have very high success rates with remarkable hemodynamic

effects in severe native CoA patients.[19]

Also, there are several reports in the literature with different
uncovered stents such as Kische et al. who treated 52 patients
with the Sinus-XL stent concluded that adult coarctation of
the aorta treatment utilizing a self-expandable uncovered
stentis safe and durable and reported an event-free survival of
82.2+6.3% for 5 years.[34] Tzifa et al. presented the situations
where covered stents were chosen: 1) as a rescue treatment
in patients with CoA aneurysms or previous stent-relatedd
complications 2) in patients at risk of complications because
of complex CoA anatomy or advanced age (21) as later
confirmed by 2018, AHA/ACC Guideline for the management

of adults with congenital heart disease.[35]

Although overall anatomical and hemodynamic results
of stent implantation are satisfactory, CoA stenting is not
without risk. Frequent complications after stent repair involve
difficulties with sheath delivery, vascular complications,
restenosis, and aortic aneurysm formation and failure to adapt
to the growing child for which dilatation is necessary. One of
the most catastrophic complications of CoA stenting is aortic
disruption. Stent migration is also one of the most frequently
encountered technical complications. The incidence is
declared (28/588) 4.8% in multicenter retrospective series.
[11] The incidence of peripheral vascular complications after

stenting is 2-5% in the literature.[36]

Careful evaluation before the procedure is crucial to prevent
vascular complications since covered stent implantation requires
an extensive delivery system. After our preoperative evaluation,
we decided to cannulate the left CFA instead of the right CFA
because of the smaller diameter of the right common iliac artery.

BP reduction is a primary goal in the treatment of CoA.[37]

We achieved strict control of blood pressure without medical

therapy in approximately 3 years. However, HT may persist after



CoA stenting in adult life, probably due to structural and functional
abnormalities of the arterial wall, which can result in diminished
arterial wall compliance and increased rigidity.[38] Baykan A et
al,, after evaluating 20 patients with CP stents because of CoA
reported that carotid intima-media thickness, pulse wave velocity
(an indirect marker of arterial stiffness), and cardiac output index

were found to be significantly higher in CoA patients.[39]

CP stents have also been successfully used for postsurgical

recoarctation of the aorta.[40]

In 2018, the AHA/ACC Guideline for the management of adults
with congenital heart disease [35] is published. In this guideline,
they claimed that multiple factors help to determine whether
surgery or stenting is optimal, including anatomic features such
as proximity of native coarctation to head and neck vessels or
concomitant aneurysm and concluded that, if stenting is the
planned strategy for treatment, then a covered stent is needed.
Furthermore, they reported that balloon angioplasty alone
is associated with a higher rate of intimal tears and aneurysm

formation compared with stent placement.

Surgical repair is recommended for most patients with duct-
dependent neonatal coarctation, while stent implantation for
older children and adults has been shown to have excellent
short-term results. Balloon angioplasty for (native) coarctation
andre-CoAiseffectiveinleadingtoanacute gradientreduction
[30], as we preferred to perform EVT of CoA with covered
stents in Case 1, because of adult age, respiratory problems
increase the risk of general anesthesia, extensive collateral
development. We preferred to perform balloon angioplasty
in Case 2 for re-CoA to provide an immediate hemodynamic
reduction of gradient and afterload to be a successful bridge

for following the Bentall procedure.

Resection and interposition of a graft conduit is the technique
of choice in many centers for adult patients (who have reached
their growth potential). It can be surgically tricky due to
extensive arterial collaterals -as in our cases- or calcification of
the aortic wall (ubiquitous in adult CoA). Furthermore, after
EVT, patients often have shorter hospital stays, avoiding many
common postsurgical complications such as urinary tract
infections, pneumonia- as our patient was vulnerable because
of asthma-, and deep venous thrombosis. The role of infections,
particularly viral infections, in asthma exacerbations is well-

established, and their contribution to asthma development
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and progression increasingly recognized There is an association
between Staphylococcal superantigen-specific IgE antibodies
and asthma severity and sinusitis, while fixed airflow limitation
has been associated with positive serology for intracellular
pathogens, such as Chlamydia pneumonia.[41] Several studies
suggest that oxidative and nitrative stress is also increased in

severe asthma, deteriorating the postsurgical recovery.

Surgical techniques are mainly reserved for patients with
complexaorticarchanatomy such as extended arch hypoplasia
or stenosis or para-CoA aneurysm formation. Extended
aneurysms can be covered by conformable stents, but stent

implantation may require preparative vascular surgery.[42]

Here comes another question. What should we do in the case
of post-CoA aneurysmal formation? Theoretically, covered
stents have the advantages of reducing the extent of the
intimal tear, creating a framework for neointimal growth, and
allowing control of the integrity of the aortic wall. For these
reasons, they should be the standard of care for managing the

coexistent aneurysmal disease.

Here comes another grey-area. The use of a covered stent
may be complicated by the occlusion of aortic side branch
arteries, and the left subclavian artery is more commonly
involved due to the anatomical position. Although it has
been suggested that it may be tolerated well, in some cases,
it causes claudication of the left arm that requires a carotid
to subclavian graft. As a solution, Tufaro et al. dealt with this
issue by creating a handmade pinhole in the covered stent
before the implantation procedure. By using the stiffer wire
in the ascending aorta, they helped the stent to be directed
in the standard position. After stent implantation, the pinhole
fenestration was adapted to the left subclavian artery size by
performing a balloon angioplasty that increased the artery
flow. Their technique does not require stent perforation after
its deployment, and the most considerable advantage is a

significant reduction in the risk of vessel damage.[43]

The ideal patient for stenting has achieved full body growth
and has an average transverse aortic arch dimension with a
coarctation located at the isthmus, far from the carotid and
subclavian arteries. Patients with a gothic geometry of the
aortic arch are probably poor candidates for stenting and best
treated with an extra-anatomic conduit, which can bypass

the aortic arch and the coarctation area. Stenting may be
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less successful in patients with suboptimal anatomy, vessel
tortuosity, and transverse arch hypoplasia. For these patients,
the decision to perform stent placement versus surgical
correction must be made case-by-case by the clinical team.
[44] A stent provides a more sustainable relief of gradient,
with less vascular injury and a more even distribution of forces
providing radial support to the vessel wall. Overdistension of
the arterial wall, which can cause dissection, is avoided. A stent
can seal intimal flaps to the aortic wall, preventing intimal
dissection, promoting healing and reinforcing a weakened
area [45], but here are also studies in patients with localized
native CoA, without isthmic hypoplasia, confirming excellent
long-term results with balloon dilatation, as well as a low rate

of recurrence and no aneurysm formation.[42]
Conclusion

The endovascular treatment of CoA, as described in this case,
is a safe and effective therapeutic option in the selected cases
with a low rate of complications and less invasive for adult
patients. As an algorithm, native CoA in infants and children
should be treated with surgery, Baloon dilatation can be
preferred in re-CoA of infants and small children, and as an
emergent procedure for bridging the patient to a concomitant
procedure. Nevertheless, as a standard, CoA, and reCoA in
adults and reCoA in outgrown children should be treated
with stents. All patients are prone to aneurysm formation, and

recurrent coarctation, so lifelong follow-up is recommended.
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Nadir gortilen bir restriktif kardiyomiyopati olgusu: Hidradenitis suppurativa

Rare reason of restrictive cardiomiyopathy: Hydraadenitis suppuritiva
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Oz

Bu vakada restriktif diyastolik disfonksiyon, nefrotik sendrom ile seyreden bir hidraadenitis suppuritiva (HS) olgusu
anlatilacaktir.46 yas daha 6nceden bilinen bir hastaligi olmayan erkek hasta klinigimize ST elevasyonsuz miyokard infarktisg,
dekompanse kalp yetersizligi, akut bobrek yetersizligi, yeni tani diyabetes mellitus 6n tanilariyla interne edildi. Hastanin
g06gus, gluteal ve aksiller bolgede bir yildir mevcut HS ile uyumlu nodiiler-kistik bir lezyon saptandi. Hastanin ekokardiyografisi
grade 3 diyastolik disfonksiyon (restriktif diyastolik disfonksiyon)” ile uyumlu saptandi. Restriktif kardiyomiyopatisi ve
nefrotik sendromu olan hastada amiloidoz 6n tanisi ile serum amiloid A diizeyi istendi, 120 mg/I (N:0-6.4) bulundu.
Restriktif kardiyomiyopatisi ve nefrotik sendromu olan hastada amiloidoz 6n tanisi ile serum amiloid A diizeyi istendi, 120
mg/l (N:0-6.4) bulundu. Serum ve idrar proteini elektroforezinde monoklonal gammopati kaniti bulunamadi. Hidradenitis
suppurativaya bagl sekonder amilodoz ve restriktif kardiyomiyopati tanisi konuldu. Vakamiz restriktif kardiyomiyopati
olmasi Uizerine arastirilan HS'ye sekonder, sekonder amiloidoz tanisi konulan bir vaka 6rnegi olmasi nedeniyle 6zelliklidir.
Kronik hastaliklarla birliktelik gosteren sekonder amiloidoz kardiyoloji kliniklerinde diyastolik disfonksiyona eslik eden kalin

duvarlarla birlikte kiiguk ventrikiil hacmi olan hastalarda akla gelmelidir.
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Abstract

Giris
Hidradenitis suppurativa (HS), cilt kivrimlarini etkileyen kronik
bir cilt hastaligidir.

Anemi, proteiniri, lenfodem, nefrotik sendrom, artropati
gibi nadir ancak olimcul komplikasyonlari olabilir.[1-3] AA
amiloidoz, HS'nin ¢ok nadir bir komplikasyonudur. Bu vakada
restriktif diyastolik disfonksiyon, nefrotik sendromile seyreden
bir HS olgusu sunulacaktir.

Olgu

46 yasinda, erkek hasta acil servise nefes darligi, iki giindir
ara ara tekrarlayan baski seklinde gogus agrisi, bacaklarda
sislik sikayeti ile basvurmasi Uzerine istenen kardiyoloji
konsiiltasyonu sonucu degerlendirildi. Daha onceden tedavi
aldigi bir hastaligr olmadigi 6grenildi. Yapilan fizik muayenede
gogus bolgesinde bir yildir kendisinin aralikl olarak bosalttigini
ogrendigimiz noduiler-kistik bir lezyon vardi ve benzer lezyonlar
gluteal ve aksiller bdlgede de mevcuttu. Ayrica bilateral orta-alt
zonlarda ral, +++/+++ pretibial 6dem, juguler ven6z dolgunluk
saptandi.  Elektrokardiyografisinde sinlis ritmi, anterior
derivasyonlarda R progresyon kusuru digsinda bir 6zellik yoktu.
Lab degerlerinde kreatin 2,2 mg/dl, glukoz 214 mg/dl, GFR/
ckd-epi 35 ml/dk, LDL:187 mg/dl, albiimin 30 g/I, HDL 27 mg/
dl, troponin 218 ng/l, idrarda +++ protein saptanmasi tzerine
hasta ST elevasyonsuz miyokard infarktlsl, dekompanse kalp
yetersizligi, akut bobrek yetersizligi, yeni tani diyabetes mellitus

on tanilariyla interne edildi.

453

In this case, a case of hydraadenitis suppuritiva (HS) with restrictive diastolic dysfunction and nephrotic syndrome is
described. A 46-year-old male patient was hospitalized to cardiology clinic with non-ST elevation myocardial infarction,
decompensated heart failure, acute renal failure and new diagnosis of diabetes mellitus. A nodular-cystic lesion in the chest,
gluteal and axillary regions of the patient was found to be compatible with HS for one year. Grade 3 diastolic dysfunction
(restrictive diastolic dysfunction) was found to echocardiographic examination of patient. The desired serum amyloid A
was 120 mg / | (N: 0-6,4) considering systemic amyloidosis in patient with restrictive cardiomyopathy and nephrotic
syndrome,. There were no evidence of monoclonal gammopathy in serum and urine protein electrophoresis. Secondary
amylodosis and restrictive cardiomyopathy due to hydradenitis suppurativa was diagnosed. Secondary amyloidosis which
has been investigated because of restrictive cardiomyopathy and nephrotic syndrome a rare complication of HS. Secondary
amyloidosis which are associated with chronic diseases, should be considered in patients with small ventricular volume with

thick walls accompanying diastolic dysfunction in cardiology clinics.

Keywords: hydraadenitis suppuritiva; restrictive diastolic dysfunction; nephrotic syndrome

Hastanin yapilan ekokardiyografisinde EF %43 (Simpson),
septum, apex, anterior ve inferior duvarlar hipokinetik, sag
atriyum 44x44 mm, sol atriyum volim indeksi (LAVI) 42 ml/
m2 (biatriyal dilatasyon), sol ventrikiil end diastol ¢cap1 45 mm,
interventrikiler septum 13 mm, posterior duvar 16 mm, E/A
orani 2, E/e":17, deselerasyon zamani 99 ms, €’ velositiesi 4
mm/sn saptanarak “grade 3 diyastolik disfonksiyon (restriktif
diyastolik disfonksiyon)” olarak degerlendirildi. Anlamli kapak
hastaligi mevcut degildi.

Hastaya IV dilretik, antiagregan, antikoagtilan, antiglisemik ve
statin tedavisi baglandi. Hastanin cilt lezyonlari icin dermatoloji
konstltasyonu istendi. Koltuk alti, g6gus ve gluteal bélgedeki
lezyonlarin HS ile uyumlu oldugu saptandi. 24 saatlik idrarda
makroskopik proteiniiri mevcuttu. Restriktif kardiyomiyopatisi
ve nefrotik sendromu olan hastada amiloidoz 6n tanisi ile

serum amiloid A diizeyi istendi, 120 mg/l (N:0-6.4) bulundu.

Serum ve idrar proteini elektroforezinde monoklonal
gammopati kaniti bulunamadi. Anti-nuikleer antikor, romatoid
faktor ve anti-sitriiline peptit antikoru, anti HBV IgG, IgM ve
anti-HCV negatif saptandi. Renal ve karaciger ultrasonunda
anormal bulgu yoktu. Sekonder amiloidoz ve buna bagl
restriktif diyastolik disfonksiyon ve nefrotik sendrom tanisi
konuldu. Hastaya renal degerleri diizelmesi (izerine koroner
anjiyografi planladi. Hastada coklu koroner arter hastaligi
saptanmasi lzerine koroner arter bypass greftleme onerildi
(resim 1). Hidradenitis suppurativaya bagli sekonder amilodoz

saptanan hasta dermatolojiye yonlendirildi.



Resim 1: Hastanin koroner anjiyografi gorintileri ve ¢oklu koroner

arter hastaligi
Tartisma

HS, ergenlikten sonra, cogunlukla aksiller, inguinal ve
anogenital bolgelerdeki agrili, derin yerlesimli lezyonlarla
kendini gosterir. Hastaligin kronik seyri sirasinda, diger
dokulara fistll veya anemi, sekonder amiloidoz, lenfédem,
nefrotik sendrom, artropati gibi bircok lokal ve sistemik
komplikasyon ortaya ¢ikabilir.[4]

ikincil sistemik amiloidoz, diinya capinda en yaygin amiloidoz
taradur.[5] Sistemik AA amiloid, blyiik bir akut faz reaktani olan
serum amiloid A proteininin dokuda birikmesinden kaynaklanir.
[6] Etkili tedavi olmadan, AA amiloidoz 6limcil olabilir, son
doénem bobrek yetmezIligi 6limiin en 6nemli nedenidir.[7]

Vakamiz restriktif kardiyomiyopati olmasi lizerine arastirilan
HS'ye sekonder, sekonder amiloidoz tanisi konulan bir
vaka Ornegi olmasi nedeniyle ozelliklidir. Hastanin altta
yatan koroner arter hastaligina diyabetes mellitusla birlikte
nefrotik sendrom ve kronik inflamatuar durum da katkida
bulunmaktadir. Duvarlari kalin ve kiictk ¢capli ventrikil boyutu,
azaltilmis stroke hacmi ve sabit kardiyak output kardiak
amiloidozun en 6nemli 6zellikleridir. Bu hastalarda paradoksik
low flow-low gradient aort stenozu da gorilebilir.[8]

Sonu¢

Atriyal fibrilasyon yaygindir ve sert ventrikiller nedeniyle zayif

tolere edilir.

<r!\>
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I Hidradenitis suppurativa ve restriktif kardiyomiyopati olgusu

Amiloid infiltrasyonuna ragmen, yiksek sol ventrikil dolum
basinglari nedeniyle atriyum dilatasyonu mevcuttur. Kronik
hastaliklarla birliktelik gosteren sekonder amiloidoz kardiyoloji
kliniklerinde diyastolik disfonksiyona eslik eden kalin duvarlarla

birlikte kliclik ventrikiil hacmi olan hastalarda akla gelmelidir.
Cikar catismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir ¢ikar catismasi yoktur.
Yazinin herhangi bir finansal destegi yoktur.

* Makale icin hastadan aydinlatiimis onam belgesi imzalatildi.
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Toplum kaynakli metisiline direncli Staphylococcus aureus’a bagl
boyun boélgesinde karbonkiil gelisen olgu

A case with carbuncle in the neck region due community-acquired
Methicillin Resistant Staphylococcus aureus
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Oz
Metisiline direncli Staphylococcus aureus (MRSA)'ya bagli toplum kaynakli deri ve yumusak doku infeksiyonlarn oldukca
nadirdir. Bu yazida, son 6 ay icinde hastanede yatis dykulsi olmayan 74 yasinda diyabetik bir kadin hastada boyun boélgesinde

toplum kaynakli MRSA bagli olarak gelisen karbonkil sunuldu. Teikoplanin tedavisi ve aralikli karbonkil drenaji sonrasinda
hastanin sikayetleri ve laboratuvar bulgulari diizeldi.

Anahtar kelimeler: toplum kaynakli metisiline direncli Staphylococcus aureus; deri ve yumusak doku infeksiyonu; karbonkiil

Abstract

Community acquired skin and soft tissue infections due to methicillin-resistant Staphylococcus aureus (MRSA) are extremely
rare. In this article, a 74-year-old diabetic woman with no history of hospitalization in the last 6 months presented with a
carbuncle in the neck region due to community-acquired MRSA. After teicoplanin treatment and intermittent drainage, the
patient's complaints and laboratory findings improved.
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Giris
Toplum kaynakl deri ve yumusak doku infeksiyonlari olduk¢a

sik karsilasilan infeksiyonlardir. Bu infeksiyonlardan baslicalari;
impetigo, erizipel, selliilit, nekrotizan fasittir.[1]

Karbonkil birden fazla fronkilin birbiriyle birlesmesi,
apseleserek yayllmasi ile olusan, ayri ayri drene olmasi
ile karakterize cilt lezyonudur. Karbonkiilde bag dokusu
trabekilalariile ayrilmis multiple apseler goriilebilir. Karbonkiil,
ense, sirt, uyluk ve gluteal bolgede sik gorilir. Karbonkiil
genellikle yavas ve skar birakarak iyilesir. Ates ve |6kositoz
eslik edebilir. Bazen toksemi veya metastatik enfeksiyona bagli
olim gorilebilir. Altta yatan hastalik olarak siklikla diabetes
mellitus eslik edebilir. Karbonkdiller ve buyik fronkillerde
antimikrobiyal tedavi ile birlikte insizyon ve drenaj gereklidir.
Tedavide penisilinaza direncli antibiyotiklerden amoksisilin/
klavunat, penisilin alerjisi varsa klindamisin veya makrolidler
verilebilir.[2-5] Bu yazida, diyabeti olan 74 yasinda bir kadin
hastada toplum kaynakhh MRSA'ya bagl olarak karbankiil
gelisen bir olgu sunularak literatlir gdzen gecirildi.

Olgu

Yetmis dort yasinda kadin hasta boyun bolgesinde kizariklik, kaginti
ve agrilisislik yakinmalariile poliklinige miracaat etti. Anamnezinden
diyabet, hipertansiyon ve romatizmal hastalik tanilarinin oldugu
ogrenildi. Ayrica, 14 sene 6nce gecirilmis serebrovaskiler hastalik
Oykusu ve buna bagli sag bacakta sekel mevcuttu.

Fizik muayenesinde; atesi 36,4 °C, KB: 110/60 mm/Hg, boyun
bolgesinde 2x 3 cm boyutlarinda etrafi krutlu, karbonkdille uyumlu,
purilan akintili lezyon mevcuttu. Dider sistem muayeneleri
normaldi. Laboratuvar testlerinde; l6kosit sayisi 22.360 /mm3,
sedimantasyon hizi 93 mm/saat, CRP 189 mg/d| idi. Biyokimyasal
testleri; AST, ALT, BUN, ve kreatinin degerleri normaldi.

Hastada karbonkil bélgesinden kiltlr icin ornek alindiktan
sonra ampisilin/sulbaktam 4x 1.5 gr i.v yolla baslandi.Hastada
karbonkil drenaj kilturinde Staphylococcus
aureus (S.aureus) Uredi. Disk diflizyon yontemiyle yapilan
antibiyogram sonucunda Ureyen etkenin sefoksitin ve
benzilpenisilline direncli, siproflosasin, klindamisin,
eritromisin, fusidik asit, gentamisin, tetrasiklin ve vankomisine
duyarli oldugu saptandi.Boyun bilgisayarli tomografisi
"15x60x50 mm boyutlarinda apse’ seklinde raporlandi.

mayinin

izole edilen susun VITEK 2 otomatize sistemi (Biomerioux, Fransa)
ile de sefoksitine direncli oldugu belirlendi. Kiltiirde Greyen
etkenin MRSA olmasi Uizerine hastaya ampirik olarak baslanan
ampisilin/sulbaktam tedavisi 5. giinde kesilerek, teikoplanin
tedavisi 12 saat arayla 400 mg intravendz (I.V.) ylikleme, daha
sonra 1x400 mg L.V. idame olacak sekilde baslandi.

Hastanin anamnezinden toplum kaynakli MRSA infeksiyonlari

456

icin risk faktord olarak basvurudan birka¢ hafta 6nce lezyon
bolgesinde cikan sivilceyi eliyle patlattigi 6grenildi. Hastada
damar ici ilag kullanimi, sag kesimi, bakim evinde kalma, ailede
saglik calisani dykisi yoktu. Anamnezinden, son 6 ay icinde
hastanede yatis ve son 3 ay icinde antibiyotik kullanimi dykusu
olmadigi 6grenildi. Hastadan burunda MRSA tasiyicilig
agisindan burun kulttrd alimadi. Tedaviyle hastanin klinik
sikayetleri geriledi, laboratuvar bulgularinda CRP 1,35 mg/
dl, 16kosit sayisi ise 9280% geriledi. Teikoplanin tedavisi 11
glin stireyle uygulanan hasta plastik cerrahi kliniginde opere
edilmek tizere oral fusidik asitle taburcu edildi.

Resim 1. Tedavi 6ncesi hastanin boyun bdlgesinde saptanan 2 x 3
cm boyutlarindaki karbonkdl lezyonu

Resim 2. Antibiyotik tedavisi ve aralikli drenaj sonrasinda 6 x6 cm

boyutundaki lezyonun goriintiisu
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MRSA, hem hastanede yatan hastalarda saglik bakimiyla
iliskili infeksiyonlara (nozokomiyal, hastane kaynakl) hem de
saghk bakimi ile iligkili risk faktorleri olmayan toplum kaynakli
infeksiyonlara neden olabilen 6nemli bir infeksiyon etkenidir.
Toplum kaynakli metisiline direngli S. aureus (TK-MRSA),
toplumda hizli bulas gosterir, agresif seyirli deri ve yumusak doku

enfeksiyonlari,toplum kdkenli pndmoniye neden olabilir.[6]

Son yillarda Avrupa ve Amerika basta olmak Uzere tim
diinyada bakteriyel deri infeksiyonlarinda toplum kd&kenli
MRSA izolasyonunda artis bildirilmistir .Toplum kaynakli MRSA
infeksiyonlarinda bu durumda klindamisin veya kotrimoksazol
kullanilabilir. Tedaviye yanitsiz olgularda kiiltiir antibiyogram
sonucuna gore tedavi baslamak gerekebilir. Siddetli MRSA
infeksiyonlarinda intravendz vankomisin ilk tercih segenektir.
[7-9] Alternatif olarak tedavide intravenoz linezolid, daptomisin,

tigesiklin, telavansin ve seftarolin de tedavide kullanilabilir.[1]

(TK)

yayllmasiyla, 6zellikle risk faktori tasimayan genc insanlarda

Toplum  kokenli birka¢ klonun diinya o0lceginde
deri ve yumusak doku infeksiyonlariyla nekrotizan pnémoni
olgularinda artis bildrilmistir. Bu suslarin daha virilan oldugu
bildirilmektedir. TK-MRSA

I6kosidin (PVL) ve stafilokoksik kaset kromozom mec (SCC

izolatlarinin  Panton-Valentin
mecq) tip IV varhigiyla karakterize oldugu, buna karsilik HK-MRSA
suslarinda SCCmec tip I-ll'in yaygin oldugu bilinmektedir.[5,7]

TK-MRSA infeksiyonlari hastane kaynakli (HK) MRSA'larin aksine
biyik cogunlukla deri ve deriyle iliskili yapilarin infeksiyonlari
seklinde gorilmektedir.[8] Toplumda sik rastlanan baslica
stafilokokal deriinfeksiyonlari;impetigo, folikilit, furonkdl, apse ve
selulit seklinde siralanabilir. S.aureus'a bagli deri infeksiyonlarinda

hazirlayici faktor 6zellikle S. aureus burun tastyicihdidir.[10]

Dinyanin hemen her bodlgesinde TK-MRSA'ya

infeksiyonlar artmaktadir.[6,11,12]

bagl

Almanya'da yapilan bir calismada TK-MRSA suslarinin Panton-

Valentine leukocidin toksini tasidigi, suslarda kinolon,
klindamisin, ve makrolid direnci yaygin iken, trimetoprim-
tetrasiklin, klorheksidin ve

sulfametoksazol, mupirosin,

fusidikasit direncinin ise diistik oldugu bildirilmistir.[11]
Ulkemizde poliklinik ve vyatan hastalarda yapilmis bir
calhismada infeksiyonlardan 285, kontrol grubu olarak da

diger infeksiyonlardan 161 S. aureus susu izole edilmis; deri

{A\)
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I Staphylococcus aureus'a bagli karbonkiil

ve yumusak doku infeksiyonu olan hastalar arasinda %20.3 (n:
58), kontrol grubunda %24.2 ( n:39) MRSA saptanmistir. Her iki
grup arasinda SCC mec tip paterni agisindan istatistiksel fark
saptanmazken, hicbir MRSA susunda PVL tespit edilmemistir.
SCC mec tip IV taslyan U¢ sus deri ve yumusak doku
infeksiyonlarindan izole edilmistir. Bu {i¢ sustan ikisinde SCC
mec tip IVa varligi gosterilmis olup biri submandibuiler apse
nedeniyle serviste tedavi alan bir hastadan yatisinin ilk giint
alinan ornekten izole edildiginden dolay1 TK-MRSA olarak kabul
edilmistir.[12] Sundugumuz olguda son 6 ay icinde hastanede
yatis Oykisu ve son 3 ay icinde antibiyotik kullanimi dykisu
olmamasi nedeniyle toplum kaynakli MRSA infeksiyonu olarak
degerlendirildi. Sundugumuz olguda altta yatan hastalik olarak
diabetes mellitus mevcuttu. Olguda izole edilen MRSA susunda

molekiler yontemlerin calisilamamasi ¢calismamizin kisithiligridi.
Sonucg

Sundugumuz olguda oldugu gibi karbonkil gibi toplum
kaynakli ciltinfeksiyonlarinda toplum kaynakli MRSA suslarinin
da etken olabilecegi akilda tutulmali, mutlaka lezyondan
ornek alinarak kiltur ve antibiyotik duyarlilik testleri yapilarak

tedaviye karar verilmelidir.

Cikar ¢atismasi/finansal destek beyani

Bu yazidaki hicbir yazarin herhangi bir cikar catismasi yoktur.

Yazinin herhangi bir finansal destegi yoktur.

* Makale icin hastadan aydinlatilmis onam belgesi imzalatildi.
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kabul edilen yazilar editorler kurulu tarafindan icerik degistirilmeden yazarlara haber verilerek yeniden diizenlenebilir. Makalenin dergiye génderilme-
si veya basima kabul edilmesi sonrasi isim sirasi degistirilemez, yazar ismi eklenip cikartilamaz.

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

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

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

Yazinin boliimleri

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

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

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

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

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

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

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

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

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

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

Tesekkiir yazisi: Varsa kaynaklardan sonra yazilmalidir.

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

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

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

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

Kaynak Yazim Ornekleri
Dergilerden yapilan alinti;

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

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

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

Coklu yazar ve editori olan kitaptan alinti;

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

Eger editor ayni zamanda kitap icinde bolim yazari ise;

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

Doktora/Lisans Tezinden alinti;

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

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

DOl numarasi vermek;

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

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

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

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

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

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

2. Veri toplanmasi, analizi ve sonuglarin yorumlanmasi

3. Raporun yazilmasi

Kontrol listesi:

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

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

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

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





