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YAZARLARA BILGiI
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Bilim Insanlar1 Dayanisma Dernegi Tip Bilimleri Dergisi Bilim In-

sanlar1 Dayanigma Dernegi’nin bir yayin organidir.

Bu dergide genel tip alanindaki klinik ve deneysel arastirma yazi-

lar1, olgu sunulari, derleme yazilari, editoryel yorumlar ve editore

mektuplar yaynlanir.

Derginin yayin dili Tiirkge ve Ingilizcedir.

Dergi her dort ayda bir yayinlanir ve ti¢ sayida bir cilt tamamlanur.

Editorler reklam amacr ile verilen ticari tirtinlerin ozellikleri ve

aciklamalar1 konusunda hi¢bir garanti vermemekte ve sorumluluk

kabul etmemektedir.

Yazilarin bilimsel ve etik sorumlulugu yazarlara aittir.

Dergide yayinlanan yazilarin telif hakk: dergiye aittir.

Bilimsel yazilarin dergide yer alabilmesi i¢in Yaymn Kurulunun ve

Bilimsel Danigma Kurulunun onayindan gegmesi gerekmektedir.

Bu iki kurul, yayini kabul etme, diizeltme ve yayinlamama hakki-

na sahiptir.

Dergiye gonderilen yazilar yaymlansin ya da yayinlanmasmn geri

verilmez.

Makale yayinlanmak iizere dergiye gonderildikten sonra yazarlar-

dan higbiri, tiim yazarlarin yazili izni olmadan yazar listesinden si-

linemez, ayrica higbir isim, yazar olarak eklenemez ve yazar siras
degistirelemez.

Bir yazinin dergide yer alabilmesi i¢in daha 6nce baska bir dergide

yaymlanmamis veya yayinlanmak tizere génderilmemis olmasi ge-

rekmektedir. Kongrelerde sunulmus yazilar, bu durumun dip not
olarak belirtilmesi halinde kabul edilebilir.

Yazinin hazirlanmasu:

B Bu derginin yazim kurallar1 “ Uniform requirements for ma-
nuscripts submitted to biomedical journals” ( JAMA 1997;
277 (11): 927-34 ) ile uyumludur.

B Yazi standart A4 kagidina, kagidin tek yiizii kullanilacak sekil-
de ve gift satir aralikli olarak, kenarlarda en az 2.5 cm bosluk
kalacak sekilde yazilmalidir.

B Editore Sunum Sayfasi: Gonderilen makalenin kategorisi, da-
ha once bagka bir dergiye génderilmemis oldugu, varsa ¢alis-
may! maddi olarak destekleyen kisi ve kuruluglar ve varsa bu
kuruluslarin yazarlarla olan iliskileri, makale Ingilizce ise; In-
gilizce yoniinden kontroliiniin ve aragtirma makalesi ise biyo-
istatistiksel kontroliiniin yapildigi belirtilmelidir.

B Baslik sayfasindan baglamak tizere tiim sayfalar sag tist koge-
den numaralandirilmalidir. Yazinmn her bélimii yeni bir say-
fadan baglamali ve agagidaki siraya uymalidir: Baglik sayfasi,
dzet, metin, tesekkiir, kaynaklar, tablo ve baghklari, sekil alt-
yazilari, baghklar biiyiik harflerle yazilmalidir.

B Baslik Sayfasi: a) Metnin 6z1ii ve agiklayic bir baghgini, b)
Tiim yazarlarin tam adlarini, akademik ve kurumsal {invanla-
rin1, ¢) Calismanmn yapildigi klinik veya kurumun adini, d)
Sorumlu yazarimn adresini, is ve GSM telefonunu, faks numa-
ras1 ve e-posta adresini igermelidir.

Yazi gesitleri: Dergiye yaymlanmak tizere gonderilecek yazi gesit-

leri su sekildedir;

B Orijinal Aragtirma: Kliniklerde yapilan prospektif-retrospek-
tif ve her tiirlii deneysel ¢alismalar yayinlanabilmektedir.
Yapisi:

+ Ozet (Ortalama 200-250 kelime; amag (net ve 6z), mater-
yal ve metod/hastalar ve yontemler (net ve anlagilir), bul-
gular (objektif) ve sonug (6nemi ve literature katkis1) bo-
liimlerinden olusan, Tiirkge ve Ingilizce)

+  Giris boliimii konuyu birkag ciimle ile tanimlamali ve ¢a-
lismanin amaci net ve anlagilir bir bigimde belirtilmelidir.

+  Gereg ve Yontemler/Hastalar ve Yontemler boliimii, hasta
ve/veya laboratuar hayvanlari tizerine anlagilir ve detayh
tanimlamalar sunmali; kullanilan arag, kimyasal malze-
meler ve yontemleri ve bagvurulan istatistiksel yontemler
detayli belirtilmelidir.

* Bulgular bolimii ¢alismanin sonuglarini vermelidir. Ve-
riler miimkiin oldugunca net, tercihen de tablo veya se-
killer iginde sunulmalidir.

+  Tartisma bolumii bulgulardan ¢ikarilan sonuglari ele al-
maly; yalnizca iliskili literatiir degerlendirilmelidir.

+ Tegekkiir
+  Kaynaklar

B Derleme: Dogrudan veya davet edilen yazarlar tarafindan ha-
zirlanir. Tibbi 6zellik gosteren her tiirlii konu igin son tip lite-
ratiiriinii de i¢ine alacak gekilde hazirlanabilir. Yazarin o konu
ile ilgili basilmis yayinlarinin olmasi 6zellikle tercih nedenidir.

Yapisi:

+ Ozet (Ortalama 200-250 kelime, béliimsiiz, Tiirkce ve In-
gilizce)

+  Konu ile ilgili bagliklar

+  Kaynaklar

B Olgu Sunumu: Nadir goriilen, tan1 ve tedavide farklilik goste-
ren makalelerdir. Yeterli sayida fotograflarla ve semalarla des-
teklenmis olmalidir.

Yapisi:

+ Ozet (ortalama 100-150 kelime; boliimsiiz; Tiirkge ve In-
gilizce)

«  Girig

+  Olgu Sunumu
+  Tartigma
+  Kaynaklar

B Editoryel Yorum/Tartigma: Yaymlanan orijinal aragtirma
makaleleri ile ilgili, arastirmanin yazarlar1 disindaki, o konu-
nun uzmani tarafindan degerlendirilmesidir. Konu ile ilgili
makalenin sonunda yayimnlanir.

B Editére Mektup: Son bir yil i¢inde dergide yaymlanan maka-
leler ile ilgili okuyucularin degisik goriis, tecriibe ve sorularini
igeren en fazla 500 kelimelik yazilardir. Baslik ve 6zet boliim-
leri yoktur. Kaynak sayisi 5 ile sinirlidir. Hangi makaleye (sa-
y1, tarih verilerek) ithaf olundugu belirtilmeli ve sonunda ya-
zarin ismi, kurumu, adresi bulunmalidir. Mektuba cevap, edi-
tor veya makalenin yazar(lar): tarafindan, yine dergide yayin-
lanarak verilir.

B Anahtar Kelimeler: En az 3 adet, Tiirkge ve Ingilizce yazilma-
lidir. Ingilizce anahtar kelimeler “Medical Subject Headings
(MESH)”e uygun olarak verilmelidir (Bkz: www.nlm.nih.gov/
mesh/MBrowser.html). Tiirkge anahtar kelimeler MESH te-
rimlerinin aynen ¢evirisi olmahdir.

B Kaynaklar: Kaynaklar metin icerisinde gecis sirasina gore pa-
rantez i¢inde numaralandirilmalidir. Yalnizca yaymlanmis ya
da yayinlanmasi kabul edilmis ¢alismalar kaynak olarak bildi-
rilebilir. Dergi adlar1 index Medicus’a uygun sekilde kisaltil-
malidir. Alt1 ya da daha az sayida oldugunda tiim yazarlar ve-
rilmeli, altidan fazla yazar durumunda tgiincii yazar arkasin-
dan “et al” ya da “ark.” eklenmelidir. Kaynak kontrolii énem
tagimaktadir ve yazarlardan herhangi bir kaynagin tamaminin
temini istenebilir. Kaynaklarda noktalama isaretlerine dikkat
edilmeli ve asagida gosterilen sekilde yazilmalidir:

B Makale icin; Yazar(lar)in soyad(lar)1 ve isim(ler)inin basg-
harf(ler)i, makale ismi, dergi ismi, y1l, voliim, sayfa no’su be-
lirtilmelidir.

Ornek: Kerem E, Reisman ], Corey M, Canny GJ, Levison H.
Prediction of mortality in patients with cystic fibrosis. N Engl
J Med 1992;326:1187-91.

B Kitap icin; Yazar(lar)in soyad(lar)1 ve isim(ler)inin bas-
harf(ler)i, boliim basligy, editoriin(lerin) ismi, kitap ismi, kagin-
c1 baski oldugu, sehir, yayinevi, yil ve sayfalar belirtilmelidir.
Ornek:

Yabanai dilde yayinlanan kitaplar igin;

Underwood LE, Van Wyk JJ. Normal and aberrant growth. In:
Wilson JD, Foster DW, eds. Wiliams’ Textbook of Endocrino-
logy. 1st ed. Philadelphia: WB Saunders; 1992. p.1079-138.
Tiirkge kitaplar igin;

Sozen TH. Bruselloz. Topgu AW, Soyletir G, Doganay M, edi-
torler. Infeksiyon Hastaliklari ve Mikrobiyoloji. Cilt 1. Sistem-
lere Gore Infeksiyonlar. 1. Bask1. Istanbul: Nobel Tip Kitabev-
leri; 2002. p.636-42.



14.

15.

Yazar ve editoriin aymi oldugu kitaplar igin;
Yazar(lar)in/editoriin soyad(lar)1 ve isim(ler)inin bagharf(ler)i,
bolim baghigy, editoriin(lerin) ismi, kitap ismi, kaginci baski ol-
dugu, sehir, yaymevi, yil ve sayfalar belirtilmelidir.

Ornek:

Yabana dilde yayinlanan kitaplar igin;

Solcia E, Capella C, Kloppel G. Tumors of the exocrine pan-
creas. In: Solcia E, Capella C, Kloppel G, eds. Tumors of the
Pancreas. 2" ed. Washington: Armed Forces Institute of Pat-
hology; 1997. p.145-210.

Tiirkge kitaplar igin;

Siimbiiloglu K, Siimbiiloglu V. Onemlilik testleri. Stimbiilog-
lu K, Siimbiiloglu V, editérler. Biyoistatistik. 8. Baski. Ankara:
Hatipoglu Yaymevi; 1998. p.76-156.

B On-Line makale igin: Ticari olmayan ve hiikiimetler ile ulus-
lararas: bilimsel kurul ve kuruluslarin resmi internet sayfalari
erigim tarihi belirtilerek kaynak olarak gosterilebilir.

Ornek: Kavuncu V, Evcik D. Physiotherapy in rheumatoid
arthritis.  http://www.medscape.com/viewarticle/474880?
src=search. Erisim: 20.05.2004

Her tiirlii ¢izim, grafik, mikrograf ve radiograf sekil olarak adlan-

dirtlir. Metin iginde yazidaki tiim gekil ve tablolara atifta bulunul-

malidur.

Tablo ve Sekiller (Cizim ve Fotograflar) ciimle sonunda parantez

i¢cinde numara ile belirtilmelidir. Tablolarin ve sekillerin alt yazila-

r1 ayr1 bir sayfaya yazilmalidir. Fotograflar yiiksek ¢oziiniirliikte,

JPEG formatinda kayith olarak gonderilmelidir.

Bilgilendirerek onay alma ve ETIK: Deneysel calismalarin sonug-

larini bildiren yazilarda, ¢alismanin yapildig1 goniillii ya da hasta-

lara uygulanacak prosediir(lerin) ozelligi tiimiiyle anlatildiktan

INFORMATION FOR AUTHORS
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Journal of Medical Sciences, Scientists Solidarity Association is the

official publication of Scientists Solidarity Association.

The journal publishes scientific clinical and experimental research

articles, case reports, reviews, editorial commentaries and letters to

the editor in the field of general medicine.

The official languages of the journal are Turkish and English.

The journal is published in every 4 months and a volume is formed

of three issues.

The editors do not guarantee, warrant or endorse any product or

service advertised in the publication.

The author(s) take(s) the scientific and ethical responsibility/liabi-

lity of all statements and opinions expressed in the articles.

The Publisher reserves copyright on all published material in the

journal.

In order to be published, submitted material must be approved by

both the editorial board and the consulting editors. These boards

have the right to accept, revise and reject the manuscript.

Manuscripts, whether accepted or rejected, will not normally be

returned to the author(s).

After a manuscript is submitted to the Journal for publication, no

author can be removed from the author list without the written

permission of all authors. Besides, additions to or changes in the
order of the author list are not possible after submisasions.

Manuscripts are considered for publication only if they have not

been published previously in print format and are not under con-

sideration for publication by another journal. Free communicati-
ons and posters presented in the congresses can be considered for
publication if this is explained by a footnote.

Preparation of the manuscript:

B Papers submitted to this journal should be arranged accor-
ding to the rules stated in the “ Uniform requirements for ma-
nuscripts submitted to biomedical journals” ( JAMA 1997;
277 (11): 927-34).

B Manuscript must be printed with laser or inkjet printer on
standard A4 paper with wide margins of at least 2.5 cm. The

16.

17.

Asagida imzasi olan yazarlar “..............o

sonra, onaylariin alindigini gosterir bir ctimle konulmalidir. Ya-
zarlar, bu tiir bir ¢alisma s6z konusu oldugunda, uluslararasi alan-
da kabul edilen klavuzlara ve T.C. Saglik Bakanlig tarafindan ge-
tirilen yonetmelik ve yazilarda belirtilen hiikiimlere uyuldugunu
belitmeli ve kurumdan aldikalr1 etik komitesi onayini gondermeli-
dir. Hayvanlar iizerinde yapilan ¢aligmalarda agri, ac1 ve rahatsiz-
lik verilmemesi i¢in neler yapildig1 agik bir sekilde belirtilmelidir.
Yayin inceleme siirecini hizlandirmak amaciyla yazilar elektronik
olarak kabul edilmektedir. Yayin metni IBM uyumlu bilgisayarda,
Microsoft Word programinda hazirlanmalidir. Sekil ve tablo gibi
eklerin de elektronik ortamda yaz ile birlikte gonderilmesi gerekir.
Sekiller ve resimler JPEG formatinda ve yiiksek ¢oziiniirliikte ol-
malidir. Yazilar degerlendirilmek iizere “tipder@bidder.org.tr”
adresine gonderilmelidir. .

Telif hakk ile ilgili asagidaki yazi tiim yazarlar tarafindan okun-
duktan sonra, yine tiim yazarlar tarafindan imzalanarak dergimize
gonderilmelidir:

BILIM INSANLARI DAYANISMA DERNEGI TIP BILIMLERI

DERGISI YAYIN KURULU BASKANLIGI’NA

baglikli makalenin ve ilgili sekillerin tiim telif haklarini, makalenin der-
gide yayinlanmasi halinde Bilim Insanlari Dayanisma Dernegi Tip Bi-
limleri Dergisi’ne devrederler. Makalenin orijinal oldugunu, bagvuru
aninda bagka bir dergide degerlendirmede olmadigini ve daha 6nce ya-
ymlanmadigini garanti ederler.

Makalenin son sekli tiim yazarlar tarafindan okunmus ve onaylan-

mugtir.

13.

Geregini bilgilerinize sunariz.

text should be double-spaced, type-written on one side of the

paper only.

B Cover Letter: Cover letter should include statements about
manuscript category designation, single-journal submission
affirmation, conflict of interest statement, sources of outside
funding, equipments (if so), approval for language for articles
in English and approval for statistical analysis for original re-
search articles.

B The pages should be numbered in the top right-hand corner
consecutively, beginning with the title page. Each part of the
manuscript should begin on a new page in the following sequ-
ence: Title page, abstract, text, acknowledgements, references,
tables with titles, legends for figures. Capitals should be used
for the headings.

W Title Page: The title page should include a) The title of the ar-
ticle which should be concise but informative, b) Complete
name of each author with highest academic degrees and insti-
tutional affiliations, ¢) Name of the department(s) and insti-
tution(s), d) Name, address, phone numbers, fax number and
e-mail of the corresponding author.

Categories of articles: The Journal publishes the following types of

articles:

B Original Research Articles: Original prospective or retros-
pective studies of basic or clinical investigations in areas rele-
vant to medicine.

Content:

«  Abstract (200-250 words; the structured abstract contain
the following sections: aim (clearly and concisely), mate-
rial and methods/patients and methods (clear and un-
derstandably), results (objectively), conclusion (the emp-
hasis, the contribution to the literature ); English)

+  The Introduction should define the subject matter in a few
sentences and the aim of the study should be described
clearly and understandably.

+ The Material and Methods / Patients and Methods section
should give clear, detailed descriptions of patients and/or
laboratory animals concerned and specify the equipment,



chemical preparations and methods used. A clear des-
cription of the statistical analysis employed should also be
given detailed.

+ The Results section should describe the outcome of the
study. Data should be presented as concisely as possible,
preferably in the form of tables or figures.

+ Inthe Discussion, the conclusions derived from the results
should be stated. The results should be discussed with re-
ference only to the relevant literature.

+  Acknowledgements

+  References

Review Articles: The authors may be invited to write or may

submit a review article. Reviews including the latest medical

literature may be prepared on all medical topics. Authors who
have published materials on the topic are preferred.

Content:

«  Abstract (200-250 words; without structural divisions;
English)

+  Titles on related topics

+  References

Case Reports: Brief descriptions of a previously undocumen-

ted disease process, a unique unreported manifestation or tre-

atment of a known disease process, or unique unreported
complications of treatment regimens. They should include an
adequate number of photos and figures.

Content:

+  Abstract (average 100-150 words; without structural divi-
sions; English)

+  Introduction
+  Case report
+ Discussion
+  References
Editorial Commentary/Discussion: Usually written by revie-
wers involved in the evaluation of a submitted manuscript,
and published concurrently with that manuscript.
Letters to the Editor: Readers are encouraged to submit com-
mentary on articles published in the Journal within the last ye-
ar. It does not include a topic and abstract and it should be no
more than 500 words. The number of references should not
exceed 7. Submitted letters should include a note indicating
the attribution to an article (with the number and date) and
the name, affiliation and address of the author(s) at the end.
Letters may be published together with a reply from the origi-
nal author.
Key Words: Provide at least 3 words in English. Key words
format should conform to that set forth in “Medical Subject
Headings” (MESH). Please consult www.nlm.nih.gov/
mesh/MBrowser.html
References: References should be numbered consecutively in
the order in which they are first mentioned in the text. They
should be given in parenthesis. The list of references should
only include works that have been published or accepted for
publication. Journal titles should be abbreviated to the Index
Medicus. All authors if six or fewer should be listed; otherwi-
se the first six and “et al.” should be written. References will be
strictly controlled and the author may be asked to provide the
full text of any of the references. Interpunctuation must be
strictly followed and references should conform the following
examples:

Format for journal articles; initials of author’s names and

surnames, titles of article, journal name, date, volume num-

ber, and inclusive pages, must be indicated.

14.
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Example: Kerem E, Reisman J, Corey M, Canny GJ, Levison
H. Prediction of mortality in patients with cystic fibrosis. N
Engl ] Med 1992;326:1187-91.

B Format for books; initials of author’s names and surnames,
chapter title, editor’s name, book title, edition, city, publisher,
date and pages.

Example: Underwood LE, Van Wyk JJ. Normal and aberrant
growth. In: Wilson JD, Foster DW, eds. Wiliams’ Textbook of
Endocrinology. 1Ist ed. Philadelphia: WB Saunders; 1992.
p-1079-138.

Format for books of which the editor and author are the sa-
me person; initials of author(s)” editor(s)’ names and surna-
mes chapter title, editor’s name, book title, edition, city,
publisher, date and pages.

Example: Solcia E, Capella C, Kloppel G. Tumors of the exoc-
rine pancreas. In: Solcia E, Capella C, Kloppel G, eds. Tumors
of the Pancreas. 2nd ed. Washington: Armed Forces Institute
of Pathology; 1997. p.145-210.

B For On-Line articles; Net pages of noncommercial, govern-
ment, national or international associations should be men-
tioned with communication date as a reference.

Example: Ornek: Kavuncu V, Evcik D. Physiotherapy in rhe-
umatoid arthritis. Http://www.medscape.com/viewartic-
le/474880%src=search. Communication: 20.05.2004

All constructions, graphics, pictures, micrograph and radiograph
are accepted as figures. Each figures and tables require title and
should be numbered in the order of their mention in the text.
Tables and Figures (constructions, pictures) should be numbered
as in numerals at the end of the sentences in a parenthesis. Foot-
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GEBELERDE FOLIK ASIT DUZEYLERI
FOLIC ACID LEVEL IN PREGNANCY

Dr. Mine Oztiirk, Dr.Cengiz Demir, Dr. imdat Dilek

ARASTIRMA

OZET

ABSTRACT

Amag: Van yoresinde yasayan gebelerde folik asit diizeylerini 6lgerek
folik asit eksikligi oranini belirlemek.

Hastalar ve Yontemler: Calismaya 700 gebe alindi. Folik asit diizeyinin
3 ng/ml’nin altinda olmas: eksiklik olarak kabul edildi. Olgular yas, ge-
belik sayisi, hematinik ilag kullanimi ve trimesterlere gore gruplanarak
folik asit diizeyleri kargilagtirildi.

Bulgular: Olgularin tiimiinde folik asit ortalamasi 5.99+4.01 ng/ml
iken, bu deger 1, 2 ve 3. trimesterlerde sirasiyla 6.28+3.62, 6.01+4.10 ve
5.77+4.21 ng/ml idi. Olgularin timiinde folik asit eksikligi orani
%17.57 iken, bu oran 1, 2 ve 3. trimesterlerde sirasiyla %11, %20 ve
%20.9 olarak belirlendi. Gebelik sayis1 1-3, 4-6 ve 7 ve daha fazla olan
gruplarda folik asit diizeyleri ve eksiklik oranlar1 sirasiyla 6.61+4.54
ng/ml ev %12.53, 5.2+2.96 ng/ml ve %24.64 ve 5.08+3.1 ng/ml ve
%23.33 olarak bulundu. Ortalama folik asit diizeyi 15-24, 25-34 ve >35
yas gruplarinda sirasiyla, 5.97+3.5, 6.05+4.13 ve 5.07+2.66 ng/ml idi.

Sonug: Van yoresinde yasayan gebelerde folik asit eksikligi oraninin ol-
dukga yiiksek oldugu; replasman tedavisi almayan, 35 yagin tizerinde
gebeligi olan, gebelik sayis1 tigten fazla olan ve gebeligin son iki trimes-
terinde eksiklik oraninin daha da yiikseldigi goraldii.

Anahtar kelimeler: Gebelik, folik asit diizeyi, folik asit eksikligi

GIRiS

Gebelikte fizyolojik nedenlerin diginda anemi siklikla demir
eksikligine bagli olmaktadir. Demir eksikligi disinda gebe-
lerde anemiye yol agan diger en sik neden folat eksikligidir.
Gebelikte fetiis, plasenta, uterin hipertrofi ve annenin art-
mus eritrosit kitlesinin ihtiyacini kargilamak tizere folat ihti-
yaci artar. Maternal eksiklik kargisinda plasenta fetiise fola-
t1 aktif olarak transport eder. Plazma folati, gebelik ilerle-

iletigim:

Aim: Folate deficiency ratio in pregnant women residing in Van region
was investigated by measurement of serum folic acid levels.

Patients and Methods: The study included 700 pregnant women. Diag-
nosis of folate deficiency was made with folate levels below 3 ng/ml.
Association of ago, number of gestation, use of folate supplementation
were compared with folate deficiency rates.

Results: Mean folate level was 5.99+4.01 ng/ml (0.5-24 ng/ml) in who-
le study population. Folate deficiency was diagnosed in 17.57% of the
pregnant women. Folate levels in 1st, 2nd and 3rd trimesters were
6.28+3.62 ng/ml, 6.01+4.1 ng/ml and 5.77+4.21 ng/ml respectively.
Rates of folate deficiency were 11%, 20% and 20.9% in the advancing
trimesters. When folic acid levels of the whole group were compared
according to number of pregnancies, significant differences were ob-
served between these having 1 to 3 pregnancies (6.61+4.54 ng/ml) and
4 to 6 pregnancies (5.2+2.96 ng/ml) and between 1 to 3 pregnancies
and 7 or more pregnancies (5.08+3.1 ng/ml), (p<0.001). Rate of folic
acid deficiency was 12.53% in women with 1-3 pregnancies, 24.64% in
these having 4 to 6 pregnancies and 23.33% in these having 7 or more
pregnancies. Mean folic acid level was 5.97+3,5 in 15-24 ages,
6.05+4.13 in 25-34 ages and 5.07£2.66 in older than 35 years; the le-
vels significantly decrease after the age of 35 (p<0.05).

Conclusion: The folic acid deficiency is quite prevalent in pregnant wo-
men living in Van region. It was even higher in patients not taking fo-
late replacement, older than 35, having more than 3 pregnancies and
last 2 trimester.

Key words: Pregnancy, folic acid level, folic acid deficiency

dikee diiger. Termde normal degerin yaklagik yarisina iner.
Ayrica renal Klirensteki artig, annenin hematinik kaynaklar
i¢in biiytik bir yiiktiir (1-4).

Diyetle alinan folat eksikligine bagli megaloblastik ane-
mi gebe kadinlarda oldukga sik olarak goriiliir. Cogul gebe-
liklerde bu oran belirgin olarak artmaktadir (1-4). Hemato-
lojik bulgularin yani sira folat eksikligi noral tiip defektleri-
nin ortaya ¢tkmasinda predispozan bir faktordiir. Caligma-

Dr .imdat Dilek
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Tablo 1. Gebelerin Yas ve Trimesterlerine Gore Ortalama Folik Asit ve Folik Asit Eksikligi Oranlari

Grup Yas Ortalamasi Gebe Sayisi-(%) Folik Asit Folik Asit
Diizeyi (ng/ml) Eksikligi orani n (%)
1. Trimester 27,616,3 207-(29,5) 6,28+3,62 23 (11)
2. Trimester 26,7%5,9 197-(28,1) 6,01+4,1 40 (20)
3. Trimester 27%5,9 296-(42,2) 5,77%4,21 62 (20,9)
Tiim Grup 27,1%6,03 700- (100) 5,99+4,01 125 (17,3)

lar, annenin konsepsiyondan 6nce baslayarak gebeligin ilk 3
aymnda kullanacag: giinde 0.4 mg folik asit ile noral tiip de-
fektlerinin %70 oraninda onlenebilecegini gostermektedir
(5,6). Folik asit eksikliginde noral tiip defektleri disinda, da-
mak yarig1 gibi orta hat defektleri, Down sendromu, tekrar-
layan distikler ve preeklampsi goriilebilir (7-10). Bu ¢alis-
mada, Van yoresinde yagayan degisik yas gruplarindaki ge-
belerde folat diizeylerinin 6l¢timii amaglandi.

HASTALAR VE YONTEMLER

Bu ¢aligmaya, Van’da yatakli saglik kurumlarina miiracaat
eden ve merkezde bulunan on saglik ocaginda gebe takip
figleri ile belirlenen farkli trimesterlerde bulunan 700 gebe
kadin alindi. Gebelerin yasi, kaginct gebeligi oldugu, hema-
tinik ila¢ kullanimi (folik asit, demir, vitamin preparati gi-
bi) ve kaginci trimesterde oldugu kaydedildi. Gebeler gebe-
lik say1sina gore gruplandi. Gebelik sayist 1-3 olanlar grup I,
gebelik sayis1 4-6 olanlar grup II ve gebelik sayis1 7 veya da-
ha fazla olanlar grup II-I olarak kabul edildi. Yaga gore, 15-
24, 25-34 ve >35 olmak iizere {i¢ gruba, gebelik ayina gore
1-3. ayda olanlar 1. trimester; 4-6. ayda olanlar 2. trimester;
7-9. ayda olanlar 3. trimester olmak tizere ti¢ gruba ayrildi-
lar. Ayrica, folik asit tedavisi alan ve almayan olmak iizere
de iki gruba ayrildi.

Gebe kadinlardan ag karnina alian kan 6rnekleri 5000
devirde 10 dakika santrifiij edilerek serumlar1 ayrildi. Ali-
nan serumlar ¢aligma yapilana kadar -20 °C’de derin don-
durucuda etiketlenerek saklandu. Folik asit 6l¢ctimleri Kemi-
liiminessens yontemi ile (BIO DPC firmasmin Immunite
2000 cihazi, USA ve Immunite marka ticari kiti, USA) ya-
pildi. Folik asit diizeyi <3 ng/ml olanlar folik asit eksikligi
olarak kabul edildi.

Gruplara One-Sample Kolmogorov-Smirnov testi uy-
gulands; p<0.05 bulundugu i¢in gruplarin normal dagilim
gostermedigi sonucuna varildi. Bu nedenle grup sayilarr iki-

den fazla, denek drneklemeleri birbirinden bagimsiz oldugu
i¢in Kruskal-Wallis varyans analizi ile kargilagtirma yapildu.
p<0.05 bulunan degiskenler i¢in gruplar arasindaki farklili-
gin kaynagini aragtirmak amacryla Mann-Whitney U ista-
tistik analizi yapildi. p<0.05 anlamli kabul edildi. Veriler or-
talama +standart sapma seklinde ifade edildi.

BULGULAR

Caligmaya alinan 700 gebenin yas ortalamasi 27.1 (yas ara-
Iig1 15-50) idi. Gebelerin 207’si (%29.5) 1. trimesterde,
197’51 (%28.1) 2. trimesterde ve 296’s1 (%42.2) 3. trimester-
de idi. Gebelerin yas ortalamasi 1. trimesterde 27.6+6.3, 2.
trimesterde 26.7+5.9 ve 3. trimesterde 27.09+5.91 idi. Tiim
gebelerin ortalama folik asit diizeyi 5.99 * 4.01 ng/ml ve fo-
lik asit eksikligi oran1 %17.57 idi. Ortalama folik asit diize-
yi 1. trimesterde 6.28+3.62 ng/ml, 2. trimesterde 6.01+4.1
ng/ml ve 3. trimesterde ise 5.77£4.21 ng/ml bulundu. 1.tri-
mesterde %11 (23/207), 2. trimesterde %20 (40/197) ve 3.
trimesterde %20.9 (62/296) oraninda folik asit eksikligi bu-
lundu. Gebelerin folik asit diizeylerinin trimester ilerledik-
¢e anlamli olarak distiigii goriildii (p<0.01,Tablo 1). Tiim
grubun yas, gebelik sayisi, gebelik ay1 ve folik asit ortalama-
lar1 ile ilgili veriler (Tablo 2) de verilmistir.

Yaglarina gore; 1. Grupta 254 (%36.28), 2. Grupta 347
(%49.57) ve 3.Grupta 99 (%14.14) gebe olgu bulunmaktay-
di. Bu gruplarin ortalama folik asit diizeyleri sirastyla:
5.97+3.5, 6.05+4.13 ve 5.07+2.66 ng/ml idi. Gruplar birbir-
leriyle karsilagtirildiginda Grup 1 ve 2’de folik asit diizeyle-
ri birbirine yakinken (p>0.05), grup 3’de folik asit diizeyi
grup 1 ve 2’den anlamli olarak dusiiktii (p<0.05,Tablo 3).

Tiim olgularda ortalama gebelik sayis1 3.61£2.39 idi.
Gebelik sayisina gore 1. grupta 399 (%57) olgu, 2. grupta
211 (%30.1) olgu ve 3.grupta ise 90 (%12.8) olgu vardi. Bu
gruplarin folik asit ortalamalari sirasi ile 6.61+4.54,
5.242.96 ve 5.08+3.1 ng/ml idi. Gruplar folik asit diizeyleri

Tablo 2. Tim Grubun Yas, Gebelik Sayisi, Gebelik Ay ve Folik Asit Ortalamalari

Degiskenler Yas Gebelik sayisi Gebelik Ayi Folik asit(ng/ml)
Ortalama 27,15 3,61 55 5,99
Standart Hata 0,22 0,09 0,10 0,15
Standart Sapma 6,03 2,39 2,69 4,01
Minimum 15 1 1 0,5
Maximum 50 12 9 24,00




Tablo 3. Gebelik Yasina Goére Ortalama Folik Asit Dizeyleri

2009 - Cilt: 1 = Sayi: 2 * 1-4

Grup Yas Arahig n (%) Folik asit diizeyi (ng/ml) Folik asit eksikligi orani n(%)
Grup 1 15-24 254 (36,28) 5,97+3,5 34 (13,38)
Grup 2 25-34 347 (49,5) 6,0514,13 63 (18,15)
Grup 3 >35 99 (14,1) 5,0712,66 26 (26,26)

Tablo 4- Gebelik Sayisina Gore Gruplar ve Ortalama Folik Asit Diizeyleri

Grup Gebelik Sayisi n-(%) Folik asit diizeyi (ng/ml) Folik asit eksikligi oram n(%)
Grup 1 1-3 399-(57) 6,61t4,54 50(12,53)
Grup 2 4-6 211-(30,1) 5,2+2,96 52(24,64)
Grup 3 7ve ! 90-(12,8) 5,08+3,1 21(23,33)

agisindan karsilastirildiginda grup 2 ve 3’deki gebelerde fo-
lik asit diizeyleri grup 1°deki gebelerden anlamli olarak dii-
stiktii (p<0.001). Gebelik say1si dortten fazla olanlarda folik
asit diizeylerinin anlamli olarak digstagi gorildi
(p<0.05,Tablo 4).

Gebelerin 90’1 (%12.8) hematinik replasman tedavisi al-
makta, 610’u ise (%87.2) tedavi almamaktaydi. Ortalama
folik asit diizeyi hematinik replasman tedavisi almayanlarda
alanlara gore (5.27+3.11 vs 7.9245.32 ng/ml) anlamli olarak
diisiik bulundu (p<0.001).

TARTISMA

Folat iki 6nemli biyolojik role sahiptir. Ik olarak vitamin
By, ile beraber DNA ve RNA’nin biosentezinde rol oynar.
Folik asit viicutta bir koenzim olan tetrahidrofolata meta-
bolize olur ve ptrin-primidinlerin sentezinde kullanilir.
Ikinci olarak folik asit epitelyal hiicre biitiinliigiiniin siirdii-
riillmesi ve normal eritropoezde rol alir (11). Calismalar ge-
belerdeki demir eksikligi anemisinin tedavisine folat eklen-
mesinin aneminin diizelmesine olumlu katk: yaptigin1 gos-
termistir (12,13). Ozelikle derin anemi durumunda bu dii-
zelmenin daha belirgin oldugu vurgulanmustir.

Gebelikte fetiis, plasenta, uterin hipertrofi ve annenin
eritrosit ihtiyacim kargilamak tizere folat ihtiyaci artar ve
giinlikk gereksinim 400 mg’a yiikselir. Depo edilmis folik
asid miktar1 organizmanin ihtiyacini yaklagik 4-5 ay stire ile
saglayabilmektedir. Bu nedenle folik asid eksikligine bagh
megaloblastik anemi, daha ¢ok son trimesterde goriilir
(14). Caliymamizda gebelik stirecinin ilerlemesiyle birlikte
serum folat degerlerinin diistiigii ve birinci trimester ile
kargilastirildiginda son iki trimesterde olan gebelerde folat
eksikligi oraninin daha ytiksek oldugu goriildi.

FDA tarafindan yiyecek maddelerine folik asit eklenme-
sini tavsiye edilmekle birlikte bir ¢ok iilkede oldugu gibi iil-
kemizde de bu katkilar yoktur. Giinliik tavsiye edilen folat
degerine ulagmak i¢in vitamin ilavesine gereksinim vardir
(5,6). Calismamizda da daha once folik asit destegi alan

grupta folat diizeyleri anlamli diizeyde yiiksekti. Bu da tiim
gebelik siirecindeki kadinlara folik asit desteginin saglan-
mast gerektigi goriigtinti desteklemektedir.

Dogurganlik ¢agindaki kadmnlarin folik asitle ilgili bilgi
sahibi olma oranlarinin %46 ile %85 arasinda degistigi ve
bu popiilasyondaki kadinlarda folik asit kullanim oranlari-
nin %20 ile %68 arasinda oldugu bildirilmektedir (15-17).
Yetersiz diyet alan veya vitamin destegi yapilmayan kadin-
larin yarisindan ¢ogunda folat eksikligi goriilebilecegi bildi-
rilmektedir (18). Amerika’da dogurganlik ¢agindaki kadin-
larin %30 unun diizenli bir sekilde folik asit takviyesi aldig
bildirilmektedir (19). Calismamizdaki 700 gebede folik asit
ya da diger hematiniklerden birini alma orani %12.8 bulun-
makla birlikte bunun diizenli olmadig: anlasildu.

Caligmamizda da goriildiigii tizere gebelik sayisi arttik-
ca folat eksikligi oranlari da artmaktadir (1). Ingiltere’de ge-
belerde folik asit eksikligi insidansinin %0.2-5 arasinda ol-
dugu bildirilmektedir (1). Calismamizda ise tiim gebelerde
folik asit eksikligi oran1 %17.57 olarak tespit edildi. Bolge-
mizdeki gebelerde folik asit eksikligi oraninin yiiksek ¢ik-
mas1 diyetle yetersiz alim ve dogum sikligi ile agiklanabilir.
Vanden Broek ve arkadaglarinin yaptig1 calismada ise 150
anemik gebe kadinin folat eksikligi prevalansi %34 olarak
bulunmugstur (20). Bu ¢alisma spesifik bir grupta folik asit
degerlerini ele almigtir. Calismamizda ele aldigimiz gebeler
bu sekilde 6zel alt gruplara ayrilmamugtir.

Calismamizda ortalama serum folat diizeyi 5.9 ng/ml
olarak belirlendi. Caligmalara bakildiginda gebelerde orta-
lama serum folat diizeylerinin farkli araliklarda bildirildigi
gorilmektedir. Calismamiza yakin olan degerler (5.6
ng/ml) bildirildigi gibi, daha ytiksek degerler de (17 ng/ml)
bildiren calismalar da bulunmaktadir (21,22).

Sonug olarak, bu ¢aligma Van yoéresinde yasayan gebe-
lerde folat eksiklik oraninin yiiksek oldugunu gostermistir.
Replasman tedavisi almayan, gebelik yast 35 tizerinde olan,
gebelik sayis1 tigten fazla olan ve gebeligin ilerleyen donem-
lerinde folik asit eksikligi orani1 daha da artmaktadir.
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QUALITY OF LIFE IN TREATMENT OF ACUTE
RHINOSINUSITIS: CEFDITOREN PIVOXIL

VERSUS MOXIFLOXACINE
AKUT RINOSINUZIT TEDAVISINDE HAYAT KALITESI:
SEFDITOREN PIVOKSIL’E KARSI MOKSIFLOKSASIN

Dr. Nuray Bayar Muluk’, Dr. liker Agaoglu?, Dr. Osman Kiirsat Arikan3

ARASTIRMA
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RESEARCH

ABSTRACT

Amag: Bu prospektif calisma, Cefditoren pivoxil (Spectracef®) veya
Moksifloksasin (Avelox®) ile tedavi edilen akut rinosiniizitli (ARS) has-
talarda , kontrol grubu ile kargilagtirmali olarak, SF-36 saglik anketi ile
¢ok-baglikl saglik konularini aragtirmaktadir.

Hastalar ve Yontemler: Calisma grubu, ARS olan 20 erigkin hastadan
olusmustur ve bu hastalar randomize olarak iki gruba bolinmiistiir.
Grup 1’deki hastalara, 10 giin siire ile Sefditoren pivoksil (Spectracef
tablet”,200 mg, giinde iki kez); ve grup 2’deki hastalara, 7 giin siire ile
Moksifloksasin (Avelox®, 400 mg, giinde tek doz) verilmistir. Kontrol
grubu, 10 saglikli kisiden olugsmustur. SF-36 anketi ile, sekiz saglik kon-
septi, baslangi¢ (In) ve sonrast (Ar) donemlerinde degerlendirilmis; ve
kazang (g) degerleri bulunmustur. Bu basliklar, fiziksel fonksiyon (PF),
fiziksel problemler nedeni ile olan kisitliliklar (RP), sosyal fonksiyon
(SF), viicutta agr1 (BP), genel mental saglik (MH), emosyonel prob-
lemler nedeni ile olan kisithliklar (RE), vitalite (VT) ve genel saglik du-
rumudur (GH).

Bulgular: Sefditoren pivoksil grubunda, RE, VT ve GH bagliklarinda,
hayat kalitesi (QOL) sonuglar1 Ar déneminde anlamli olarak artmugtir;
ve RP-g, BP-g ve VT-g degerleri, kontrol grubundan daha yiiksektir.
Moksifloksasin grubunda, BP-Ar degeri, kontrol grubuna gore anlam-
I sekilde daha diigiiktiir. Yagh hastalar, son yilda daha fazla sayida ARS
atag1 gecirenler ve septal deviasyonu olanlarda, SF-36 kazang skorlari,
her iki grupta da azalmugtir.

Sonug: Sefditoren pivoksil ve Moksifloksasin’in herikisi de ARS’in te-
davisinde etkilidir. ARS olan hastalarda, ileri yas, daha fazla ARS atag:
ve septal deviasyon, QOL’1 diisiirebilir. Bu risk faktorleri olan hastalar-
da, komplikasyonlar1 miimkiin olan en kisa siirede tespit etmek icin,
hastalarin kontrolleri sik aralarla yapilmaldir.

Anahtar kelimeler: Akut rinosiniizit (ARS), sefditoren pivoksil, mok-
sifloksasin, SF-36 saglik anketi, hayat kalitesi (QOL).

iletigim:

Aim: This prospective study investigated multi-item health concepts by
SF-36 Health Survey in patients with acute rhinosinusitis (ARS) trea-
ted by Cefditoren pivoxil (Spectracef”) or Moxifloxacine (Avelox®)
comparing with the control group.

Patients and Methods: The study group consisted of 20 adult patients
with ARS which was randomizedly divided into two groups. Group 1
patients were given Cefditoren pivoxil (Spectracef tablet®, 200 mg, twi-
ce a day) for 10 days and group 2 patients were given Moxifloxacine
(Avelox®, 400 mg, once a day) for 7 days. Control group consisted 10
healthy subjects. Using SF-36 questionnaire, eight health concepts we-
re evaluated at initial (In), after (Ar) periods; and gain (g) values were
found. These domains are physical functioning (PF), role limitations
due to physical problems (RP), social functioning (SF), bodily pain
(BP), general mental health (MH), role limitations de to emotional
problems (RE), vitality (VT) and general health perceptions (GH).

Results: In Cefditoren pivoxil group, at RE, VT and GH domains, qua-
lity of life (QOL) results significantly increased at the Ar period; and
RP-g, BP-g and VT-g values were higher than the control group. In
moxifloxacine group, BP-Ar value were significantly lower than the
control group. In patients with older age, higher number of ARS at-
tacks for last per year and presence of septal deviation, SF-36-gain sco-
res were impaired in both groups.

Conclusion: Cefditoren pivoxil and Moxifloxacine are both effective in
treating ARS. In patients with ARS, older age, higher ARS attacks and
septal deviation may impair QOL. Control visits of the patients must
be very closely in patients with these risk factors in order to detect any
complications as soon as possible.

Key words: Acute rhinosinusitis (ARS), cefditoren pivoxil, moxifloxa-
cine, SF-36 health survey, quality of life (QOL).
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INTRODUCTION

Acute sinusitis, defined as disease lasting less than 1 month,

is the fifth most common diagnosis prompting antibiotic
administration and accounts for 0.4% of ambulatory diag-
nosis (1,2). It is treated medically and upward of 45% of ca-
ses would resolve spontaneously if left untreated (1,3). Des-
pite the high incidence of spontaneous resolution, most pa-
tients are treated empirically with antibiotics because it is
nearly impossible to determine who would resolve without
antibiotics (4). Initial selection of the appropriate antibiotic
therapy should be based on the likely causative organisms
given the clinical scenario and the probability of resistant
strains within a community (2).

There are a large number of antibiotics used for the tre-
atment of ARS in adults; and Cefditoren® and moxifloxaci-
ne are two groups of these antibiotics (4). Cefditoren pivo-
xil (Spectracef®) is a third-generation oral cephalosporin
with a broad spectrum of activity against pathogens, inclu-
ding both Gram-positive and -negative bacteria, and is
stable to hydrolysis by many common beta-lactamases
(6,7). Moxifloxacine (Avelox®) is a fourth-generation flu-
oroquinolone that has been shown to be effective against
respiratory pathogens, including Gram-positive (Strepto-
coccus pneumoniae), Gram-negative (Haemophilus influ-
enzae, Moraxella catarrhalis), and atypical strains (Chlamy-
dia pneumoniae, Mycoplasma pneumoniae), as well as
multi-drug resistant S. pneumoniae, including strains resis-
tant to penicillin, macrolides, tetracyclines, trimethop-
rim/sulfamethoxazole and some fluoroquinolones (8).

The SF-36 Health Survey is a multi-item global assess-
ment of patient functions (9). The SF-36 measures eight
concepts, called domains. Each domain represented by a se-
ries of questions (or items) (10). It assesses eight health
concepts including physical functioning (10 items), role li-
mitations due to physical problems (four items), bodily pa-
in (two items), general mental health (five items), role limi-
tations due to emotional problems (three items), vitality
(four items), and general health perceptions (six items).
Each scale yields a score of 0-100, with lower scores reflec-
ting greater limitations in function (11).

In the present study, we investigated multi-item patient
functions of health concepts by SF-36 Health Survey in pa-
tients with acute rhinosinusitis treated by cefditoren pivoxil
(Spectracef®) or moxifloxacine (Avelox®) comparing with
the control group. In the literature survey, we could not
find any similar quality of life (QOL) study with the same
antibiotics.

PATIENTS AND METHODS

The study was assessed in the Ear Nose Throat (ENT) De-
partment of Kirikkale University Faculty of Medicine.

Subjects

The acute rhinosinusitis (ARS) patients were selected from
the patients examined in the Otolaryngology Department
of Kirikkale University Faculty of Medicine. The diagnosis
of ARS was made according to the criteria which were out-
lined in the clinical practice guidelines developed by the Si-
nus and Allergy Health Partnership 2. The study group
consisted of 20 adult patients which were randomizedly di-
vided into two groups. Group 1 consisted of 10 patients (10
female). Their ages were between 24 and 51; and the mean
age was 35.7 £ 9.91. Group 2 consisted of 10 patients (3 ma-
le, 7 female). Their ages were between 21 and 59; and the
mean age was 36.4 £ 12.02.

All patients in the study group were examined with qu-
estionnaire; ENT examination; endoscopic examination
with 0° and 30° endoscopes; Waters™ graphy; routine he-
mograms; and if necessary, axial and coronal CT of parana-
sal sinuses. Using SF-36 questionnaire, quality of the life of
patients in both groups.

Even though, treatment duration of acute rhinosinusitis
was reported as between 10-14 days with different antibio-
tics (4); group 1 patients were given cefditoren pivoxil
(Spectracef tablet®, 200 mg, twice a day) for 10 days (13,14)
and group 2 patients were given moxifloxacine (Avelox®,
400 mg, once a day) for seven days (15,16). For acute sinu-
sitis, dosage regimen and the treatment duration were ar-
ranged according to the prospectuses of both antibiotics
which were approved by Turkish Ministry of Health. The
recommended doses of cefditoren pivoxil and moxifloxaci-
ne in their prospectuses for acute sinusitis were given to the
patients without any changes.

After the treatment, the patients were evaluated by ENT
examination, Waters’ graphy and SF-36 Health Survey aga-
in.

Control group

The control group consisted of 10 healthy subjects (3 male,
7 female) without ARS. Their ages were between 26 and 46;
and the mean age was 34.5 + 7.27. They were evaluated by
SE-36 Survey twice, at the initial stage (In) and 10 day after
that time (Ar).

All patients in the study and control groups accepted to
enter the study with written and signed approval of them.
Patients with chronic diseases were excluded from the
study.

Instrumentation

1. Questionnaire: In questionnaire form, anterior and pos-
terior nasal discharge, nasal congestion, cough, facial and
dental pain, halitosis, paroxysmal nocturnal coughing
spells, sore throat, fever, olfactory loss, headache and ear
pain (17); and ARS attacks in last per year were asked.
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2. Endoscopic examination: Endoscopic examination
with 0° and 30° endoscopes were performed in Endoscopy
Unit of ENT Department of Kirikkale University Faculty of
Medicine. Discharge (none, clear and thin, thick, purulent);
mucosal status (normoplasia, light hyperplasia with no ery-
thema, hyperplasia) (18); anatomic anomalies (septal devi-
ation, lateral rotation of the uncinate process, turbinate
hypertrophy and other anatomic anomalies) (17) were exa-
mined.

3. The SF-36 Health Survey: The SF-36 Health Survey
(9) is a multi-item global assessment of patient function
that assesses eight health concepts including:

1. Physical functioning (10 items) (PF),

2. Role limitations due to physical problems (four
items) (RP),

Social functioning (two items) (SF),

Bodily pain (two items) (BP),

General mental health (five items) (MH),

Role limitations de to emotional problems (three
items) (RE),

7. Vitality (four items) (VT)

8. General health perceptions (six items) (GH).

AR S

Each scale yields a score of 0-100, with lower scores ref-
lecting greater limitations in function. If the patient indica-
ted to participate the study, questionnaire form given to
his/or her and the same doctor gave information for filling
the form. Scoring of the questionnaire was completed by
hand (23). For all eight items, initial stage before treatment
(In), after treatment (Ar) and gain (g) (g= Ar value _ In va-
lue) values were found.

Method

1. All patients included in the study group (Group 1
and 2) were evaluated with history, ENT examinati-
on, endoscopic examination.

2. Using SF-36 questionnaire, eight health concepts of
patients’ health were evaluated in the study and
control groups and Initial (In) values were obtained.

3. In the study group, group 1 patients were given Cef-
ditoren pivoxil (Spectracef®) and group 2 patients
were given Moxifloxacine (Avelox®) therapy.

4. All patients in group 1 and 2 examined again and
Waters’ graphy was taken.

5. By SF-36 health survey, for all eight domains, Ar va-
lues were obtained in the study (Group 1 and 2) and
control groups.

6. In Cefditoren pivoxil and moxifloxacine; and con-
trol groups separately, gain (g) values for eight items
(PF, RP, SF, BP, MH, RE, VT, GH) were found.
Therefore, if the gain for that item was positive, the
patient were improved for that item; and if the gain
was negative, the patient were not improved for that

item.

All steps of the study were planned and continued with
approval of Kirikkale University Faculty of Medicine Local
Ethique Committee and according to the principles outli-
ned in the Declaration of Helsinki (19).

Statistical analysis: Statistical packet for SPSS (Version
10.0) was used for statistical evaluation. In cefditoren pivo-
xil; and moxifloxacine; and control groups separately; the
difference between Initial and After values of SF-36 Health
Survey domains (PF, RP, SF, BP, MH, RE, VT, GH) were
analyzed by “Wilcoxon Signed Ranks Test”.

The difference between ages; and each of the SF-36 He-
alth Survey results (PF, RP, SF, BP, MH, RE, VT, GH) at In,
Ar and gain of group 1, group 2 and control group were
analyzed by Kruskal-Wallis Variance Analysis. When statis-
tically significant result was present, to detect the value of
group which had caused difference, pairwise comparisons
were done by “Mann Whitney U Test” with Bonferroni
correction.

For cefditoren pivoxil; and moxifloxacine groups sepa-
rately; effects of age, number of the attacks in last per year
and presence of septal deviation (SD) on SF-36 Domains
were analyzed by “Linear Regression Analysis”. p value <
0.05 was considered as statistically significant.

RESULTS

SE-36 Health Survey results of the study and control gro-
ups-1nitial, after and gain- were shown as meantstandard
deviation on Table 1. In group 1, number of ARS attacks in
last year was 2.00£2.16 (0.00-6.00); in group 2, it was
1.90£1.19 (0.00-4.00). Septal deviation was present in 5
(50%) patients in group 1; and in 8 (%80) patients in gro-
up 2.

The difference between ages of group 1, group 2 and
control groups was analyzed by “Kruskal-Wallis Variance
Analysis”. No statistically significant difference was found
(p=0.962).

In cefditoren pivoxil; and moxifloxacine; and control
groups separately; the difference between Initial (In) and af-
ter (Ar) values of SF-36 Health Survey domains (PF, RP, SF,
BP, MH, RE, VT, GH) were analyzed by “Wilcoxon Signed
Ranks Test”. In cefditoren pivoxil group, at RE
(In=39.99+34.42, Ar=73.33%£30.63) (p=0.041), VT
In=29.50+£23.02, Ar=50.00+25.81) (p=0.021) and GH
(In=45.82+22.73, Ar=58.74%18.05) (p=0.043) domains,
statistically significant difference was found (see on Table
1). In control group, no statistically significant difference
was found (p>0.05).

The difference between each of the SF-36 Health Survey
results (PF, RP, SF, BP, MH, RE, VT, GH) at initial, after
and gain of group 1, group 2 and control were analyzed
analyzed by Kruskal-Wallis Variance Analysis (see on Tab-
le 1). When statistically significant result was present, to de-




Table 2. The results of the pairwise comparisons by Mann Whitney U Test with Bonferroni correction

VT-g GH-In

VT-In

PF-Ar RP-In RP-g SF-In BP-In BP-Ar BP-g MH-In

PF-In

Groups

0.403
0.004
0.185

0.305 0.039

0.324

0.052
0.002
0.443

0.238
0.168
0.011

0.362

0.282
0.006
0.214

0.074
0.010

0.846
0.018

0.704
0.017

Cefditoren Pivoxil-Moxifloxacine 0.119

Cefditoren Pivoxil -Control
Moxifloxacine-Control

0.007 0.008

0.015

0.000
0.027

0.001

0.037 0.871

0.110

0.043 0.038 0.455

0.057

2009 + Cilt: 1 = Sayi: 2 « 5-12

tect the value of group which had caused difference, pairwi-
se comparisons were done by “Mann Whitney U Test” with
Bonferroni correction (see on Table 2).

In cefditoren pivoxil group, PF-In (p=0.001), PF-Ar
(p=0.017), SF-In (p=0.006), BP-In (p=0.00), MH-In
(p=0.015), VT-In (p=0.007), GH-In (p=0.004) values were
significantly lower; and RP-g (p=0.010), BP-g (p=0.002),
VT-g (p=0.008) values were significantly higher than the
control group. In moxifloxacine group, BP-Ar (p=0.011)
values were significantly lower than the control group (see
on Table 2). At these domains, there was no significant dif-
ference between cefditoren pivoxil and moxifloxacine gro-
ups (p>0.017).

For cefditoren pivoxil; and moxifloxacine groups sepa-
rately; effects of age, number of the attacks in last per year
and presence of SD on gain by the treatment values of SF-
36 Domains were analyzed by “Linear Regression Analysis”
(Table 3).

DISCUSSION

There are several goals in the treatment of ARS (3,20) which
are to return the sinuses to a normal state of health and to
prevent the complications of sinusitis. To provide adequate
systemic treatment of the likely bacterial pathogens (i.e., S
pneumoniae, H influenzae and M catarrhalis) and sympto-
matic relief may be the most important concerns (4). The
physician should be aware of the probability of bacterial re-
sistance within their community (2).

Cultures are not routinely obtained in the evaluation of
acute sinusitis but should be obtained in a patient in inten-
sive care or with immunocompromise, in children not res-
ponding to appropriate medical management, and in pati-
ents with complications of sinusitis. Because the nose is co-
lonized with multiple nonpathogenic species of bacteria, ca-
re must be taken when evaluating culture results 2. Because
of this, we did not take culture from the nose in our study.

CT scanning has poor specificity for the diagnosis of
acute sinusitis and is the modality of choice, however, in
specific circumstances such as in the evaluation of a patient
in intensive care, when complications are suspected. CT
scanning can give valuable information regarding the ana-
tomical and mechanical contributions in the development
of acute sinusitis. Magnetic resonance imaging (MRI) is ex-
cellent for evaluating soft tissue disease within the sinuses,
but it is of little value in the diagnostic workup for acute si-
nusitis (2).

In clinical trials in adults and adolescents, cefditoren pi-
voxil demonstrated good clinical and bacteriological effi-
cacy in acute maxillary sinusitis, acute pharyngitis/tonsilli-
tis (6,7); and may be preferable for the treatment of acute
otitis media and acute sinusitis in children (5). Moxifloxa-
cine, a new quinolone antibiotic (21), is used for the outpa-
tient treatment of bacterial respiratory infections-acute exa-
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cerbation of chronic obstructive pulmonary disease (AE-
COPD), pneumonia and acute sinusitis (10,22).

Women have more episodes of infective sinusitis than
men because they tend to have more close contact with yo-
ung children. The rate in women is 20.3% compared with
11.5% in men (1). In our study, women patients were mo-
re than men in both groups and this was compatible with
the literature.

QOL is a recognized important health measure and qu-
antifies health status as perceived by a patient (11,15). QOL
has been studied in clinical research and applied as a me-
asure over the last 15 years (11,16). In the present study, in
patients with ARS treated by cefditoren pivoxil (Spectra-
cef®) or moxifloxacine (Avelox®), we investigated multi-
item patient functions of health concepts by SF-36 Health
Survey comparing with the control group. The SF-36 used
as a measure of general health status, is a useful as a tool in
QOL in ARS patients (4).

In our study, in group 1 and 2, symptoms, examination
findings and Waters’ graphy findings were improved at the
end of antibiotic theraphy; and none of the patients needed
additional antibiotic treatment. There was no significant
difference between numbers of ARS attacks in last per year
of the patients in both groups. Septal deviation was present
in 50% and 80% of the patients in group 1 and 2 respecti-
vely. In cefditoren pivoxil; and moxifloxacine groups sepa-
rately; the difference between In and Ar values of SF-36 He-
alth Survey domains were analyzed. In cefditoren pivoxil
group, at RE, VT and GH domains, QOL results were signi-
ficantly higher at the Ar period.

The difference between each of the SF-36 Health Survey
results at In, Ar; and gain of group 1, group 2 and control
were analyzed. In cefditoren pivoxil group, RP-g, BP-gand
VT-g values were significantly higher than the control gro-
up. In moxifloxacine group, BP-Ar value were significantly
lower than the control group. At these domains, there was
no significant difference between cefditoren pivoxil and
moxifloxacine groups.

For cefditoren pivoxil; and moxifloxacine groups sepa-
rately; effects of age, number of the attacks per year and pre-
sence of septal deviation on gain (g) values of SF-36 Doma-
ins were analyzed by “Linear Regression Analysis”. It seems
that, in older patients, SF-36-gain scores are impaired in
both groups. In cefditoren pivoxil group, RE-g, SF-g, BP-g
and MH-g subscores were lower than younger adults. In
Moxifloxacine group, GH-g (p=0.033, Beta: _0.746), RP-g
and RE-g scores were also lower than younger adults. Older
patients’ additional health problems and some degree of
immunological deficiencies may affect the gain by the treat-
ment and benefit from the antibiotic usage may be lower
than the young adults. We must be very careful in the treat-
ment of the older patients and follow-up visits of them sho-
uld be better to be more closely.

In the patients with higher number of ARS attacks per
last year, QOL and general health status perceived by the
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patients may be affected too much (11). In cefditoren pivo-
xil group, GH-g, PF-g, RE-g, SF-g, BP-g, VI-g and MH-g
subscores; and in Moxifloxacine group, PF-g, RE-g, SF-g
(p=0.043, Beta: _0.738 ), BP-g (p=0.014, Beta: _0.863), VT-
g and MH-g subscores were lower than the patients with
less attacks. In patients with more ARS attacks, it seems that
SE-36 gain by the treatment lower; and because of worse
QOL, patients feel more disturbances (11). In these pati-
ents, duration of the treatment may be longer and also fre-
quent control visits may be planned. And also, the patient
and his/her family may be noticed that their therapy may be
more difficult than the patients with less ARS attacks.

In patients with septal deviation, SF-36 gain scores seem
more impaired. In cefditoren pivoxil group, RE-g, SF-g,
BP-g and MH-g subscores; and in Moxifloxacine group,
PF-g and RP-g, subscores were lower than the patients wit-
hout septal deviation. A deviated nasal septum or a septal
spur may cause compression of the middle turbinate and
resultant narrowing of the middle meatus !. Therefore, in
these patients antibiotics’ effectiveness may be lower; QOL
may be worse and the patients feel more disturbances.

Rechtweg JS, et al. (4) investigated the efficacy of clarit-
hromycin and amoxicillin/clavulanate (A/C) for the treat-
ment of ARS relative to the patient’s quality of life (QOL)
by the Short Form 36 survey (SF-36). They concluded that
Clarithromycin and A/C were equally effective in treating
ARS. The clarithromycin patients felt better more rapidly
(at 14 days), but both groups of patients had long-term im-
provement in symptoms at 28 days. In our study, treatment
duration was decided according to the clinical improve-
ment of the patients. Since patients’ symptoms, purulent
drainage and other clinical findings and pathologies on the
Waters’ graphies were improved on the first control visit-on
the 10th day in Cefditoren pivoxil group and on the 7th day
in Moxifloxacine group-we did not give any longer therapi-
es in both groups.

In Moxifloxacine group, the number of patients with
septal deviation was higher than the Cefditoren pivoxil gro-
up. This may help to explain the difference between two
groups’ gain in the SF-36 Health Survey. Even though the
recommended dose of Moxifloxacine for acute sinusitis is
“400 mg, once a day, for 7 days” in its prospectus; the diffe-
rence between the gains of the SF-36 survey shows that drug
usage time may be at least 10 days with a dose of 400 mg,
once a day.

In our study, even though RP-g, BP-g and VT-g values
were significantly higher in cefditoren pivoxil group than
the control group; we concluded that Cefditoren pivoxil
and Moxifloxacine are both effective in treating ARS. Older
age, higher number of ARS attacks for last per year and pre-
sence of septal deviation may affect SF-36 survey results and
impair QOL. In ARS patients with these risk factors, doc-
tors must be very careful and closely follow-up the patients
in order to detect any complications as soon as possible.
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POPLITEAL ARTER ANEVRIZMALARI
POPLITEAL ARTERY ANEURYSMS

Kerem Yay, Erdem Cetin, Levent Altinay, A.lhsan Parlar, Ufuk Mungan, Ahmet Akgiil, A Tulga Ulus, Murat Bayazit

ARASTIRMA

OZET

ABSTRACT

Amag: Popliteal arter anevrizmalar1 nadir olmakla beraber tromboem-
bolik komplikasyonlar1 ekstremite kaybina yol agabilir. Bu ¢alismada
amacimiz hastanemizde opere edilmis olan hastalarin sonuglarin
degerlendirmektir.

Hastalar ve Yontemler: 1990-2006 yillar1 arasinda hastanemizde
popliteal arter anevrizmasi sebebiyle opere edilmis olup dosyasina
ulagilabilinen 24 hasta ¢aligmaya alinmustir. Tiim hastalara arteryel
Doppler USG ve DSA (digital subtraction angiography) yapilmis ve
Doppler USG’de dl¢iilen popliteal arter ¢apinin fokal olarak normalin
(0.9 £ 0.2 cm) %50’den daha biiytik olmas: popliteal arter anevrizmasi
olarak kabul edilmistir.

Bulgular: Calismaya alinmis olan 24 hastanin ortalama yag1 63.9£16.3
yil ve 6 hasta kadin (% 25) cinsiyette idi. Anevrizmektomiyi takiben
hastalarin 9’da popliteal artere sentetik greft interpozisyonu, 9 hastada
safen ven greft interpozisyonu, 6’sinda ligasyonu takiben arteriyel
bypass greft konmugtur. Bunlarin 3’tinde popliteal arterden anterior
tibial artere safen ven greft ile, 3’tinde PTFE greft ile femoro-popliteal
bypass yapilmis. Bu 6 hastanin 2’sinde ayn1 zamanda embolektomi de
yapilmustir. ki hastada takipte dizalti amputasyon uygulanmak zorun-
da kalinmgtir. Bu hastalardan biri ameliyattan 4 yil sonra diger sebe-
plerden kaybedilmistir. Diger hastalarda postoperatif olarak herhangi
bir komplikasyon ve iskemik yakinma gorilmemis olan fizik
muayaneleri olagan saptanmugtir.

Sonug: Sonug olarak popliteal arter anevrizmasi, Doppler USG gibi
uygulanmasi kolay bir yontemle ve iyi bir fizik muayene ile kolaylikla
tan1 konabilen bir hastaliktir ve ektremite kurtarma oranlar ytiksek
olmast sebebiyle cerrahi tedavi tercih edilen yontem olmalidir.

Anahtar kelimeler: Popliteal arter, anevrizma, cerrahi,

GiRiS

Popliteal arter anevrizmalari (PAA) genel olarak 9%0.01
‘den az insidans ile seyrek goriilmelerine ragmen tim peri-
ferik arter anevrizmalari i¢inde %70 insidans ile en sik go-
rillen anevrizmalardir (1). Hastalarda genellikle akut eks-

tremite iskemisi baglamadan 6nce herhangi bir semptom
ortaya ¢ikmaz. Ik tercih edilen tedavi stratejisi akut cerrahi

iletigim:

Aim: Popliteal artery aneurysms are rare but tromboembolic compli-
cations may result in limb loss. The aim of this study is to evaluate the
results of the patients operated for popliteal artery aneurysm in our
clinic.

Patients and Methods: A total of 24 patients who were operated for
popliteal artery aneurysm in our clinic between 1990-2006 were
included in this study. All patients were scanned with Doppler ultra-
sonography (USG) and digital subtraction angiography (DSA) and the
popliteal artery diameters measured greater than %50 of the normal
size (0.9 £ 0.2 cm) were defined as popliteal artery aneurysm.

Results: The median age of the 24 patients that were included in our
study was 63.9%16.3 years and 6 patients (25%) were women.
Following aneurysmectomy greft interpositioning (synthetic greft in 9
patients, saphenous vein greft in 9 patients) to popliteal artery was per-
formed. In 6 patients, ligation followed by arteriel bypass grefting was
performed. In 3 of these 6 patients, saphenous vein greft was interpo-
sitioned between popliteal artery and anterior tibial artery and in other
3 of them, femoro-popliteal artery bypass was made with polytetraflu-
oroethylene greft. Also 2 of these patients underwent embolectomy.
Two of the patients had lower limb amputation and 1 of these 2
patients died because of other reasons during follow up. No other post-
operative complications or ischemic complaints was seen in other
patients.

Conclusion: Popliteal artery aneurysm is easy to diagnose with
Doppler USG that is non-invazive and easy to perform. Because of high
limb salvage rates surgical approach should be considered before the
other treatment measures.

Key words: Popliteal artery,aneurysm, surgery

tedavidir fakat bu durumda elektif cerrahi tedaviye gore
greft patensinde azalma ve ekstremite amputasyon oranin-
da artma riski vardir (2-5). Bazi cerrahi serilerde amputas-
yon oraninin %30’a kadar ¢iktig bildirilmistir (6-9). Hasta-
lik, gogunlukla erkek cinsiyette goriilmekle beraber vakala-
rin yaklagik yarisinda bilateraldir ve yine benzer oranda ab-
dominal aort anevrizmasiyla (AAA) birlikte goriilebilir.
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Diger bir tedavi yontemi trombolitik tedavidir ve ilk
olarak 1962°de cerrahi trombo-embolektomiye ek tedavi
olarak uygulanmistir (10). Son yillarda bu teknikte de gelis-
meler olmasina ragmen randomize ¢aligmalarda bu yonte-
min cerrahi tedaviye gore bir iistinliigii gosterilememistir
(11,12).

Acik cerrahi tedavi olarak, anevrizmatik bolgenin bir
otolog veya prostetik greft ile in situ replasmani veya bypass
teknigi uygulanmaktadir. Ge¢ donemde rekiirrensi onle-
mek amaciyla endoanevrizmorafi de uygulanabilir (13). Bu
calismamizda hastanemizde popliteal anevrizma nedeniyle
opere edilen 24 hastanin sonuglar1 degerlendirilmigtir.

HASTALAR VE YONTEMLER

1990-2006 yillar1 arasinda hastanemizde PAA sebebiyle
opere edilmis olup dosyasima ulagilabilinen 24 hasta calis-
maya alinmugtir. Tiim hastalara arteryel Doppler USG ve
DSA (digital subtraction angiography) yapilmis ve Doppler
USG’de ol¢iilen popliteal arter ¢capinin fokal olarak norma-
lin (0.9 £ 0.2 cm) %50’sinden daha biiyiik olmas: popliteal
arter anevrizmasi olarak kabul edilmistir. Hastalarin ortala-
ma yas1 63.9£16.3 y1l ve 6 hasta kadin (% 25) cinsiyette idi
(Tablo 1). Hastalar kontrole ¢agirilmis ve klinik sartlarinda
yandas hastalik (ASKH, DM ,vb), ¢esitli komorbid 6zellik-
ler (sigara, hiperlipidemi, hipertansiyon, vb) ve postopera-
tif devam eden yakinmalar olup olmadigr sorgulanmis ve
postoperatif enfeksiyon, ektremite kaybi, motor kayip ve

Tablo 1— Demografik Ozellikler ve Risk Faktorleri

duyu kaybi, periferik arteriyel nabizlar acisindan muayene
edilmiglerdir. Hastalarin demografik 6zellikleri ve risk fak-
torleri Tablo 1’de 6zetlenmigtir.

Iki hasta (% 8.3) Behget Hastalig1 tanis1 almigti. Alt1 has-
tada (% 25) ASKH, 7 hastada (% 29.2) hipertansiyon, 6 has-
tada (% 25) sigara kullanimyi, 1 hastada (% 4.2) diyabet ve 9
hastada (% 37.5) hiperlipidemi mevcuttu (Tablo 1). ki has-
tada (% 8.3) bilateral PAA 6ykiisii oldugu ve yine 2 hasta-
nin (% 8.3) riiptiire popliteal arter anevrizmast ile klinigi-
mize bagvurmus oldugu 6grenildi.

Cerrahi teknik

Cerrahi girisimlerin hepsi median yaklagimla yapilmugtir.
Anevrizma kesesi agilip trombiis temizlendikten sonra re-
vaskiilerizasyon sekline karar verilmigtir. Dokuz hastada
popliteal artere safen ven greft interpozisyonu, uygun safen
ven greft bulunamayan 9 hastada sentetik greft interpozis-
yonu uygulanmistir. Sentetik greft olarak cogunlukla capla-
r1 6-8 mm arasinda degisen polytetrafluoroethylene (PTFE)
greft tercih edilmekle beraber 1 hastada 8 mm Dacron greft
kullanilmistir.

BULGULAR

Calismaya alinmis olan 24 hastanin 18’1 erkek, 6’s1 kadin
idi. Hastalara cerrahi islem olarak anevrizmektomiyi taki-
ben, 9 hastada popliteal artere sentetik greft interpozisyonu,

ASKH(a) Sigara Obezite HT(b) DM(c) HL(d) Yas

Cinsiyet E 1 + - - - - + 83
2 - + - + - - 80
3 - - - - - + 77
4 - - - + - + 57
5 - + - - - - 74
6 - - - + - - 82
7 - - - - - + 57
8 - - - - - - 46
9 - - - - - - 31
10 - + - + - - 65
11 + + - - - - 77
12 - + - + - + 59
13 - - - - - + 54
14 - - - - - - 60
15 - - - - - - 57
16 - + - - - - 74
17 - - - - - - 54
18 - - - + - + 95
K 1 - - - - - - 25
2 - - + + - - 76
3 - - + - + + 66
4 - - - - - - 63
5 - - + - - + 51
6 - - + - - - 71

a Aterosklerotik koroner arter hastaligi
b Hipertansiyon

c Diabetes mellitus

d Hiperlipidemi
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Sekil 1— Cinsiyet dagiimi

9 hastada safen ven greft interpozisyonu yapilmistir. Hasta-
larin 6’sinda ligasyonu takiben arteriyel bypass greft kon-
mustur. Bunlarin 3’tinde popliteal arterden anterior tibial
artere safen ven greft ile, 3’tinde PTFE greft ile (1 hastada
ringli PTFE greft) femoro-popliteal bypass yapilmis ($ekil
2). Bu 6 hastanin 2’sinde ayni zamanda embolektomi de ya-
pilmustir. Ek olarak 1 hastada da popliteal vene safen ven
greft interpozisyonu yapilmistir.

iki hastada takipte dizalti amputasyon uygulanmak zo-
runda kalinmigtir. Diger hastalarin takibinde bagka herhan-
gi bir komplikasyon (yara enfeksiyonu, vb) ortaya ¢ikma-
mus ve hastalarin fizik muayeneleri normal olmakla birlikte
hastalarda iskemiye bagl herhangi bir yakinma saptanma-
mustir. Alt ektremite diz alti amputasyon yapilmis olan has-
talardan biri ameliyattan 4 y1l sonra diger sebeplerden dola-
y1 kaybedilmistir.

TARTISMA

Popliteal arter anevrizmasimnin bir erkek cinsiyet hastaligi
oldugu soylenebilir. Siklikla bilateraldir ve abdominal aort
anevrizmasi ile birlikte goriilebilir. PAA olan 1673 hastay
kapsayan bir literatiir aragtirmasinda hastalarin %97’sinin
erkek oldugu gorillmiis (14). Dawson ve ark, hastalarin
%50’sinde bilateral PAA, %26’sinda ayn1 zamanda AAA ol-
dugunu bildirmiglerdir (14). Bir bagka caligmada ise AAA
olan hastalarin %65’inde bilateral, %42’sinde unilateral PA-
A oldugu goriillmiis (15).

En sik goriilen komplikasyon tromboembolidir. Riiptiir
daha seyrek goriiliir. Anevrizmanin kitle etkisine bagli ola-
rak meydana gelen lokal kompresyon etkisiyle popliteal ve-
noz tromboz da olugabilir. Akut iskemiyle gelen hastalarda
ve kronik iskemiyle gelen hastalarinda bir ¢ogunda cerrahi
girisim endikasyonu vardir. Ciddi kladikasyo, istirahat agri-
s1 ve doku atrofisi olan hastalar ve lokal kompresyon semp-
tomlar1 olan hastalarda elektif cerrahi girisim endikasyonu
vardir.

Asemptomatik hastalarda ve hafif-orta diizeyde semp-
tomu olan hastalarda cerrahi girisim endikasyonu tartigma-
lidir. Semptomlarin ortaya ¢ikis hizi, anevrizma biiytklagi,
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Sekil 2— Cerrahi girigimler

mural trombiis varligi, gecirilmis tromboemboli dykiisii gi-
bi faktorler cerrahi girisim kararini vermekte onemlidir.
Lowell ve ark (16), bir calismada konservatif tedavi ile izle-
nen PAA’l1 67 hastanin %18’inde yaklagik 17 aylik takip sii-
resi i¢inde semptomlarin ortaya ¢iktigini bildirmiglerdir.
Semptomlarin ortaya ¢ikisini belirleyen faktorler icerisinde
anevrizmanin biyiikligii (>2 cm), mural trombiis ve zayif
kan akimu sayilabilir (16).

Anevrizmanin biiytikligi ile tromboemboli riski ara-
sinda korelasyon saglayabilecek veriler azdir. Bir caligmada
asemptomatik olan ve sadece kladikasyonsu olan hastalar-
da, akut iskemi veya lokal kompresyon bulgusu olan hasta-
lara gore anevrizma boyutlarinin daha kiiciik oldugu goriil-
miis (8). Ancak 34 hastay1 kapsayan bagka bir ¢alismada ise
kiigiik anevrizmali hastalarda trombotik komplikasyonlarin
daha sik oldugu goriilmiis (17). Ayrica mural trombiis ora-
ninin kii¢tik anevrizmalarda (<2 cm ) %64, biiyiik anevriz-
malarda %70 oldugu belirtilmis (17).

Mortalite ve ekstremite kaybinin degerlendirildigi bir
calismada asemptomatik hastalarda mortalite %0.4, erken
ekstremite kayb1 %0.8, semptomatik hastalarda ise sirasiyla
bu oranlar %4.7 ve %18.2 olarak bulunmus (18). Cerrahi
mortalitesi yiiksek (%2-3) hastalardan anatomisi uygun
olanlara endovaskiiler tedavi onerilmektedir (19-22). Kii-
¢iik ve tromboze olmus anevrizmalar disinda diger tiim
anevrizmalarda ge¢ donem rekiirrensi 6nlemek amaciyla
endoanevrizmorafi onerilmektedir (13). Beseth ve Moore
tarafindan daha ¢ok savunulan posterior yaklasgimda rekiir-
rens orani daha azdir ¢iinkii anevrizma kesesi tamamen agi-
labilmekte ve tiim yan dallar kolaylikla goriilerek baglana-
bilmektedir (23). Ancak bu yaklasimla distal superfisiyal fe-
moral artere veya tibial artere yaklagim biraz kisith olmak-
tadur.

Sentetik greft interpoziyonu igin genellikle PTFE greft-
ler kullanilmaktadir. Sentetik greftler, genislemis popliteal
artere genislik olarak daha uygun olmakta ve hastalarin bii-
yik cogunlugunda greftten akim miktar1 ve uzun dénem
aciklik oranlari oldukea iyidir. 60 aylik bir takip stiresini
kapsayan bir ¢alismada PTFE ve ven greftleri arasinda greft
aciklig agisindan anlamli bir fark bulunmamis (24). Ancak
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Dawson ve ark.’nin yaptig1 2445 hastay1 kapsayan bir calis-
mada ise 5 yillik izlem sonunda ven greft agilik oranlari
%77-100 arasinda,

sentetik greft aciklik oranlar1 %29-74 arasinda bulun-
mus (14).

Yiiksek ampiitasyon riskini azaltabilmek i¢in preopera-
tif intra-arteriyel trombolizis, akut tromboembolisi olan
hastalarda basarryla kullanilmis bir yontemdir (25-27). Car-
penter ve ark.’nin yaptig1 bir ¢alismada preoperatif trombo-
lizis ile beraber bypass greft operasyonu yapilmig hastalarda
ekstremite korunma orani %100, sadece cerrahi girigim ya-
pilanlarda ise bu oranin %54 oldugu bulunmus ancak bas-
ka calismalarda preoperatif trombolizisin her zaman fayda-
I1 olmadig: gosterilmis (28-31).

Sonug olarak PAA’da, popiilerize olan Doppler USG ve
iyi bir fizik muayene ile tan1 konulmas: onemlidir. Cerrahi
yaklagim, greft acikligi ve ekstremite kurtarma oranlarinin
yiitksek olmasi nedeniyle tercih edilen yontemdir.
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TORASIK TRAVMA: KLINIiK BULGULAR,

TEDAVI SONUCLAR

THORACIC TRAUMA: CLINICAL MANIFESTATIONS,

TREATMENT AND OUTCOME

Gltekin Gulbahar! Biilent Koger? Erkan Yildinm2 Nesimi Giinal? Koray Dural? Unal Sakinci2

ARASTIRMA

OZET

ABSTRACT

Amag: Acilden bagvuran toraks travmali hastalarin siniflamasi ve uy-
gun tedavi se¢iminin énemini vurgulamak amaglanmugtir.

Hastalar ve Yontemler: Ocak 2002-2006 yillar1 arasinda bagvuran 567
hasta retrospektif olarak incelendi. Caligma, kiint (KT) ve penetran
travma (PT) gruplarma ayrilarak yapildi.

Bulgular: KT olgular1 303 (%53,4) ve PT olgular1 264 vakadan (%46,6)
olugmaktaydi. KT’nin 242’si erkek (%79,9), 61’i kadin (%20,1) ve
PT’nin 245’ erkek (%92,8), 19’u kadind1 (%7,2). Yas ortalamasi, KT
grubunda 44,2 (aralik, 8-84), PT grubunda 29,5 (aralik, 8-73) ve tiim
grubun yas ortalamasi 37,4 bulundu. KT etiyolojisinde en sik arag-igi-
trafik kazasi yer alirken (138 vaka; %45,5), PT olgularinda delici-kesi-
ci-alet yaralanmasi (223 vaka; %84,5) ilk siradaydi. Tiim vakalar i¢in-
de en sik rastlanan patoloji pnomotorakst: (KT ve PT i¢in sirasiyla 144
vaka (%47,5) ve 132 vaka (%50)). Eslik eden yaralanmalar ¢ogunlukla
KT grubunda kraniyal, PT grubunda abdominal bélgedeydi. En sik uy-
gulanan tedavi prosediirii tiip torakostomiydi (PT, %79,9; KT, %65,3).
Drenin kalis siiresi KT grubunda 3,4 giin ve PT grubunda 3,0 giin bu-
lundu. PT grubunda (30 vaka, %11,4), KT grubundan (11 vaka, %3,6)
daha yiiksek oranda agik torakotomi uygulanmigken bu fark istatistik-
sel olarak anlaml idi (p=001). PT grubunda mortalite oran1 1,9%, KT
grubunda 4,3% iken bu fark istatistiksel olarak anlamli bulunmad:
(p=166).

Sonug: Erkek cinsiyet travmaya daha ¢ok maruz kalmisti. PT grubunun
yas ortalamasi daha diigiiktii. Her iki grupta da ¢ogunlukla tespit edi-
len ilk patoloji pnomotoraksti. Tiip torakostomi ve destek tedavisi ba-
sarili bir sagaltim sagladi. Ancak, diger sistem yaralanmalari da gozden
kacirilmamalidir. Erken tani ve dogru tedavi ile sonuglarin daha basa-
rili olacagr agiktur.

Anahtar kelimeler: Toraks travmasi, kiint travma, penetran travma

Aim: The classification of trauma patients admitted in the emergency
department and appropriate treatment selection were figured out.

Patients and Methods: Between January 2002-2006, 567 patients were
retrospectively analysed. Study group was divided into blunt trauma
(BT) and penetrating trauma (PT) groups.

Results: In BT group, there were 303 (%53,4) cases, whereas in PT, 264
cases (%46,6). BT had 242 males (79,9%) and 61 females (20,1%), sin-
ce PT had 245 males (92,8%) and 19 females (7,2%). Mean age was
44,2 years (range, 8-84) in BT group, and 29,5 (range, 8-73) in PT. The
most frequent etiology was traffic accidents-in-vehicle (138, 45,5%) in
BT and stab injuries in PT (223, 84,5%). The most common pathology
was the pneumothorax (144 cases (47,5%) and 132 (50,0%) in BT and
PT, respectively). The associated injuries were located mostly in crani-
um in BT group, whereas in PT the abdomen. Tube thoracostomy was
the primary procedure performed (PT, %79,9; BT, %65,3). Drainage
time was 3,4 days in BT group and 3,0 days in PT group. Open thora-
cotomy was performed in 30 cases (11,4%) in PT group, and 11 cases
(3,6%) in BT. Both surgical approaches were performed frequently in
PT group (p=0,001). Mortality rate was 1,9 % in PT group, although
4,3 % in BT (p=0,166).

Conclusion: Male gender mostly sufferred trauma. The mean age was
lower in PT group. Tube thoracostomy and supportive measurements
supplied the successful treatment. Additionally, other organ system in-
juries should be kept in mind. It is clear that timely diagnosis and cor-
rect treatment would cause excellent results.

Key words: Thoracic trauma, blunt trauma, penetrating trauma

Not: Bu makale Tirk Toraks Derneginin 9. yillik kongresinde sunulmustur.
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GIRIS

Giiniimiizde travma, tiim 6lim nedenleri arasinda iigiincii

sirada gelmektedir (1). Tim yaglar1 etkilemesine ragmen,
geng eriskin niifusun en énemli 6liim nedenini olup (2), 40
yas altindaki en sik 6liim nedenidir (1,3). Bu 6liimlerin yak-
lagik % 20-25’i toraks travmasina baghdir (3,4). Toraks trav-
malarinin % 70’ini kiint, % 30’unu ise penetran yaralanma-
lar olusturmaktadir (5). Giintimiizde major torasik yaralan-
malarin en sik nedeni trafik kazalaridir (6). Bu ¢alisma to-
raks travmasimnin sikhigi ve ciddiyeti goz ontinde tutularak
acilden bagvuran toraks travmal hastalara uygun tedavi yak-
lagiminin se¢iminin énemini vurgulamayi esas almaktadir.

HASTALAR VE YONTEMLER

Ocak 2002-2006 yillar: arasinda kiint veya penetran travma
sonrasi bagvuran ve yatiglar: klinigimizce verilen 567 hasta
retrospektif olarak incelendi. Hastalar hakkindaki tiim bil-
giler arsivde bulunan hasta dosyalari, ameliyat notlar1 ve
epikriz kayitlarindan saglandi. Eslik eden baska patolojileri
nedeniyle diger kliniklerce yatirilan hastalar, caligmanin
kapsami diginda tutuldu. Hastalar, kiint ve penetran yara-
lanma olmak tizere 2 ana gruba ayrildiktan sonra, yaralan-
ma sekline gore ayrica gruplandirilarak uygulanan tedavi
yaklagimi aragtirild.

BULGULAR

Besytizaltmisyedi hasta icinde KT olgulart 303 (%53,4) ve
PT olgular1 264 vakadan (%46,6) olusmaktaydi. KT nin
242’si erkek (%79,9), 61’1 kadin (%20,1) ve PT’nin 245’ er-
kek (%92,8), 19°u kadin(%7,2) idi (Tablo 1).

Tablo 1. Vakalarin cinsiyete gore dagihimi

Etiyoloji Vaka Sayisi Oran
Kiint Travma 303 9%53,4
Erkek 242 %79,9
Kadin 61 0020,1
Penetran Travma 264 %46,6
Erkek 245 0092,8
Kadin 19 %7,2
Tablo 2. Vakalarin etiyolojiye gore dagihimi
ETiYOLOJI Vaka Sayisi Oran
(n) (%)
Kiint Travma 303 100
1 AITK 138 45,6
2 ADTK 66 21,8
3 Darp 28 9,2
4 Diigsme, spor yaralanmalari 71 23,4
Penetran Travma 264 100
1 DKAY 223 84,5
2 ASY 41 15,5

Tablo 3. Vakalarn patolojilere gére dagihmi

ETivOoLOJI Vaka Sayisi Oran
(n) (%)
Kiint Travma 303 100
1 Pnémotoraks 144 47,5
2 Hemotoraks 32 10,6
3 Hemopndmotoraks 50 16,5
4  Diger 77 25,4
Penetran Travma 264 100
1 Pnémotoraks 132 50,0
2 Hemotoraks 60 22,7
3 Hemopndémotoraks 69 26,1
4 Diger 3 1,2

Yas ortalamasi, KT grubunda 44,2 (aralik, 8-84), PT
grubunda 29,5 (aralik, 8-73) ve tiim grubun yas ortalamasi
37,4 bulundu. KT etiyolojisinde en sik arag ici trafik kazas:
yer alirken (138 vaka; %45,5), PT olgularinda delici-kesici-
alet yaralanmasi (223 vaka; %84,5) ilk siradaydi (Tablo 2).

KT grubundaki hastalarin tamaminda kot fraktiirii
mevcuttu. PT grubunda ise tespit edilen en sik patoloji pné-
motoraks (Px) idi (Tablo 3).

KT grubunda vakalarin tiimiinde kot fraktiirti mevcut-
tu. Siklikla eslik eden diger torasik yaralanma ise 23 vaka ile
(%7,6) klavikiila fraktiirii idi (Tablo 4).

KT grubundaki vakalarda eslik eden en sik major eks-
tratorasik patoloji 16 vaka (%15,2) ile kafa travmas: idi
(Tablo 5).

Tiim vakalar i¢inde intratorasik komplikasyon saptan-
mayan hastalara konservatif tedavi yontemleri uygulandi.
Ayni sekilde Light yontemine gére %20’nin altindaki diistik
yiizdeli Px olgular: da konservatif takip edildi. Bunlar digin-
da kalan ve komplikasyon izlenen hastalara TT ve diger cer-
rahi prosediirler uygulandi (Tablo 6).

Diigiik yiizdeli Px tespit edilen 79 vaka, ayni sekilde me-
dikal tedavi ile izlendi. Bunlarin 41’1 (%51,9) penetran, 38’i
(%48,1) ise kiint travma vakalar1 olup sadece 4 hastaya
(%5,1) Px yiizdelerinde ilerleme olmasi tizerine cerrahi
prosediir uygulandi.

PT grubunda (30 vaka, %11,4), KT grubundan (11 va-
ka, %3,6) daha yiiksek oranda agik torakotomi uygulanmig-
ken bu fark istatistiksel olarak anlamli idi (p=001). Acil to-
rakotomi uygulanan vakalarda tespit edilen en sik yaralan-
ma PT grubu icin 12 vaka ile (%40,0) ICA yaralanmast, KT
grubu i¢in ise 5 vaka ile (%45,4) diyafram riiptiirii idi (Tab-
lo 7).

Tip torakostomi uygulanan hastalarda drenlerin kalig
stiresi PT grubunda ortalama 3,0 giin, KT grubunda 3,4 giin
bulundu. Ortalama hastanede kali stiresi ise PT grubunda
4,7 giin iken, KT grubunda 5,0 giin olarak hesaplandi. PT
grubunda mortalite orani %1,9, KT grubunda %4,3 iken bu
fark istatistiksel olarak anlamli bulunmad: (p=166)
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Tablo 4. KT grubundaki vakalarda eglik eden torasik yaralan- TART|$MA

malar
Toraks travmalari giiniimiiziin hizlanan yasam kogullar:
Vaka Sayisi Oran . .
. ] nedeniyle giderek artmakta, siklik agisindan kafa ve ekstre-
Eslik eden torasik yaralanma (n) (%) . o
mite travmalarindan sonra {iglincti sirada yer almaktadir
Kot frakttird 303 100 (7). Calismalarin yapildig1 sosyokiiltiirel farkliliklara gore
Klavikdila fraktdrd 23 7.6 degisiklik gostermekle beraber, toraks travmalarinin
MUIt'Ple kot fraktird 22 73 %70’inin kiint, %30’unun ise penetran yaralanmalar sonra-
Kontiizyon 7 56 st ortaya ¢iktig1 bildirilmektedir (5,8). Calismamizda toraks
1. ve/veya 2. kot fraktiirt 14 4.6 . e .
o travmast nedeniyle yatist klinigimizce verilen hastalarin
Skapula fraktiri 8 2,6 yee e , N
Flail chest 6 20 9%53,4’t kiint , %46,6’1 penetran yaralanmaydi. Klinigimiz-
Diyafram riptiiri 5 1:6 de' acil servise bagvuran, 2 adet ve altinda kot fre.lktﬁr'ii olan
Sternum fraktiiri 4 13 mindr toraks yaralanmali vakalar gozlemde takip edilmek-
Torasik vertebra fraktiirii 4 13 tedir. Yatig verilmeyen hastalar calismanin kapsami diginda
tutuldugundan, kiint toraks travmali vakalarin oran1 diigiik
bulunmustur.

Kiint toraks travmalarinda en sik saptanan patoloji kot
fraktirleridir (5). Kiint travmali olgularin %75’de kot frak-
tird tespit edilebilir (5,9). Caligmamizda kiint toraks trav-

Tablo 5. KT grubundaki vakalarin eslik eden ekstra-torasik pa-
tolojilere gore dagilimi

Eslik _eden ekstra- Vaka Sayisi Oran mas! nedeniyle yatirilan hastalarin tamaminda kot fraktiirii
torasik yaralanma (n) (%) meveuttu
Kafa Travmasi 16 15,2 Toraks travmalarinda en sik goriilen komplikasyonlar
Pelvis Fraktiri 7 23 Px, hemotoraks ve hemopnomotorakstir (10). Tekinbas ve
Ust ekstremlte 7 23 arkadagslarinin yaptig genis serili bir ¢aligmada (5), kiint
Alt ekst.remlte 6 20 travma sonrasi pnomotoraks, hemotoraks ve hemopnémo-
Abdominal Yafa_l.anma 4 13 toraks oranlari sirastyla %20, %12.3 ve %13 iken, penetran
Vertebra fraktirt 3 1,0 ,e
travma sonrasi oranlar sirasiyla %6.5, %7.7 ve %5’tir. Calig-
mamizda ise kiint travma sonrasi oranlar %47,5, %10,6 ve
0, 1 0, 0,
Tablo 6. Uygulanan tedavi prosedirleri @16,5,1k'en penetran travma sF)nra51 oranlar %50, ./022,7 ve
%26,1’dir. Oranlar arasindaki fark, travma nedeniyle bas-
] ] Vaka Sayisi Oran vuran hastalarin bir ¢ogunun gozlemde takip edilmesi ve
ETIYOLOJI () (%) komplikasyon gelismeyen vakalara ise yatis verilmemesi ne-
Kiint Travma 303 100 deniyle calismamizin kapsamu igine girmemelerinden kay-
1 Tip Torakostomi 198 65,3 naklanmaktadir.
2 Konservatif 105 34,7 Toraks travmali hastalarin ¢ogu, bilinen konservatif
Penetran Travma 264 100 yontemler ve tiip torakostomi ile tedavi edilebilir (11-14).
1 Tip Torakostomi 21 799 Ancak kardiyopulmoner instabilite gosteren, toraks tiipiine
2 Konservatif 53 20,1

akut 1500cc, takip eden saatte 200cc tizerinde drenaji olan,
travmatik torakotomi ile gelen, trakeobronsiyal yaralanma-

Tablo 7.0pere edilen vakalarda tespit edilen ve dnde gelen yaralanmalar

ETIiYOLOJI Vaka Sayisi (n) Oran (%)
Kiint Travma 30 100
1 interkostal Arter Yaralanmasi 12 40
2 Parankim Laserasyonu 8 26,6
3 Kardiyak Yaralanma 6 20
4 Ana Vaskiler Yaralanma 2 6,7
5 internal Mamariyan Arter Y. 2 6,7
Penetran Travma 11 100
1 Diyafram Riptirt 5 45,4
2 Parankim Laserasyonu 4 36,4
3 Ana Vaskiler Yaralanma 2 18,2
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s1, masif hava kacagi ve hava embolisi siiphesi olan hastalar-
da acil torakotomi endikasyonu vardir (3). Toraks travmasi
nedeniyle bagvuran hastalarin %15’inin acil torakotomi ge-
rektirdigi ve endikasyon olan hastalarda acil torakotominin
mortalite ve morbiditeyi azalttig bildirilmektedir (3,7). Ul-
kemizde yapilan bir ¢alismada, intratorasik komplikasyon-
lar %94,7 oraninda tiip torakostomi ve kapali su alt1 drena-
jiile tedavi edilirken vakalarin %4,2’sine torakotomi uygu-
lanmigtir (15). Benzer gekilde ¢alismamizda da, PT grubun-
da 30 (%11,4), KT grubunda ise 11 (%3,6) vakaya TT uy-
gulamasi sonrasi endikasyon olmast iizerine acil torakotomi
uygulanmigken, diger vakalarin medikal tedavi, tiip tora-
kostomi ve diger konservatif yontemlerle takip ve tedavi
edildigini saptadik.

Pek ¢ok yazar, kiint ve penetran toraks travmasi sonrast
ortaya ¢ikan disiik ylizdeli pnomotoraks sonrasi tiip tora-
kostomi uygulanmaksizin gozlem onermektedir (16,17).
Klinigimizde yapilan bir ¢alismada travma sonras1 %10 ve
altinda yiizdede pnémotoraks saptanan ve tiip torakostomi
uygulanmaksizin konservatif tedavi ile izlenen hastalarin
%75’de, spontan rezorpsiyon gelismistir (18). Calismamiz-
da, toraks travmasi sonrasi diisiik ytizdeli Px gelisen hasta-
larin %94,9’u TT uygulanmaksizin, konservatif tedavi ile
sorunsuz taburcu edilmistir.

Tiim toraks travmali hastalarda 6liim orami %2,3-%5
iken, kiint travmalarda bu oran daha yiiksektir. Bunun ne-
deni kiint toraks travmalarinda yandas organ yaralanmala-
rinin da olmasidir (19,20). Ozellikle yandas yaralanmalarin
eslik ettigi kiint toraks travmalarinda mortalite %30-35’lere
¢ikmaktadir (14). Calisgmamizda mortalite, KT grubunda 13
vaka ile %4,3, PT grubunda ise 5 vaka ile %1,9 olarak bu-
lunmustur. Yiiksek hizli atesli silahlarin kullaniminim yay-
ginlagmasinin getirecegi olasi sonug, penetran yaralanmaya
bagli mortalite oranlarinda artigtir (21).

SONUG

Toraks travmasi nedeniyle acil servise bagvuran hastalara
travmanin ciddiyetine ve komplikasyon geligip gelismemesi
ile komplikasyonun giddetine bagh olarak tedavi yaklagimi
farklilik gostermektedir.

Radyolojik bulgular ile birlikte hastanin klinigi de 6n
planda tutularak, tiip torakostomi ve ileri cerrahi girisimin
yaninda konservatif izlemin de tedavi modalitesi iginde
6nemli bir yer tuttugu, bazi durumlarda gereksiz invaziv gi-
risimlerden hastay1 korudugu diigiiniilmektedir
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INTRAOPERATIVE EVOKED POTENTIAL MONITORING:
COMBINED USAGE OF EVOKED POTENTIALS FOR A
TETHERED CORD SYNDROME

INTRAOPERATIF UYARILMIS POTANSIYELLERIN
MONITORIZASYONU: BIR GERGIN OMURILIK SENDROMUNDA
UYARILMIS POTANSIYELLERININ KOMBINE KULLANIMI

Pinar Akdemir Ozisik, 2Sedat Ulkatan, 3Serdar Tellioglu, “Bahar O¢

OLGU SUNUMU

OZET

CASE REPORT

ABSTRACT

Intraoperatif néromonitorizasyon, EMG’nin cerrahi sirasinda kullanil-
mas1 amactyla gelistirilmis bir metoddur. Alt1 aylikken sirtinda kese ne-
deniyle opere edilen 26 yagindaki bayan hasta son 3-4 yildir bacaklarin-
da incelme ve kuvvetsizlik nedeniyle birgok merkeze bagvurmus ve re-
tethering ve gergin omurilik sendromu tanusi ile izlenmis. Son 1 aydir
yiiriimesinin iyice bozulmasi, karanlikta yiiriiyememe ve idrar kagirma
yakinmalarinin baslamas tizerine klinigimizde degerlendirilerek, in-
traoperatif ngromonitorizasyon (MEP, SEP) esliginde opere edilmistir.
Bazi kas motor ve duyu potansiyellerinde bozulma saptanmast iizerine,
radyolojik olarak goriilen tethering kismindan daha kranialde yerles-
mis, MR’da goriilmeyen dermal siiniis kalintisi, T10 laminektomi yapi-
larak acilmis ve dura i¢inde kordu asan sinus kalintisi kesilmistir. Ame-
liyat siiresince cerrahi prosediire bagl olarak MEP ve SEP parametre-
lerinde gegici ve 6nemli diizeyde olmayan degisiklikler de izlenmistir.
Ameliyat sonunda, MEP ve SEP parametrelerinde belirgin diizelme
kaydedilmigtir. Hastanin post-op dénemde izleminde, bacak ve ayak
kuvvetleri, posterior kolon disfonksiyonu ve idrar inkontinans diizel-
migstir. Cerrahi iglemler ile MEP ve SEP’te olan degisikliklerin es za-
manli olarak izlenebilmesi giivenli, etkili ve invazif bir metoddur. Ope-
rasyon ilerledikge kas potansiyellerinde meydana gelen diizelmeler;
ameliyati sonlandirma, hastanin daha uyanmadan 6nce nérolojik mu-
ayenesini tahmin etme gibi konularda yol gosterici olmaktadir.

Anahtar kelimeler: Intraoperatif nbromonitorizasyon, gergin omurilik
sendromu, neurophysiology

INTRODUCTION

Neurophysiologic monitoring during surgery aims to pre-
vent permanent neurological injury resulting from surgical

manipulation. To improve the accuracy and sensitivity of

iletigim:

Intraoperative neuromonitorisation (IOM) is a method that aims to
use electroneuromyography (EMG) during neurosurgical procedures.
26 year-old woman who underwent a myelomeningocele operation at
6t month-old, had been applied with the complaints of thinning of her
legs and difficulty in walking for the last 4 years. She was diagnosed as
tethered cord syndrome. In admission, she had paraparesis, she could
not have walked in the darkness, and had urinary incontinence for one
month. The patient was operated for untethering of spinal cord with
four extremities MEP and SEP monitorisation. During the operation,
the data of electrophysiological monitoring and important events were
both recorded. According to the decrease of MEP and SEP, the
laminectomy area was extended cranially. A dermal sinus remnant
tethering the cord which was not seen on MRI and on the skin due to
prior operation scar was observed. Along the operation, reversible, and
unsignificant changes of electrophysiological values had been
observed. As the operation progressed and the spinal cord was unteth-
ered, improvement of MEPs and SEPs were also recorded. After the
operation, the strength of the leg and foot muscles was increased, and
the posterior colon dysfunction and urinary incontinance were recov-
ered. Intraoperative monitoring of EPs serves as a safe, effective and
invasive method for monitoring of the function of the nervous system
and can detect the potential risk of operative procedures and improve
the safety of subsequent procedures.

Key words: Intraoperative neurophysiology, spinal surgery, neu-
romonitorisation

intraoperative neuromonitoring (IOM), combined moni-
toring of transcranial electrical stimulation motor evoked
potentials (TES-MEPs), somatosensory evoked potentials
(SSEPs) and brainstem auditory evoked potentials (BAEPs)
was attempted in different cranial and spinal diseases inclu-
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ding intracranial aneurysm, posterior fossa tumor, intrame-
dullary spinal cord tumor, spinal deformity, brain surgeries
around motor and somatosensory cortex, and aortic ane-
urysm (1,2). SSEPs are an established modality for monito-
ring of the function of the somatosensory pathways during
surgery, but this method is not suitable for monitoring mo-
tor function (3,4). Moreover, BAEPs reflect functional sta-
te of the brainstem indirectly by evaluation of the brainstem
auditory sensory pathways. These methods could not pre-
sent a complete, accurate status of the motor pathway sys-
tem. The compound muscle action potentials (CMAPs)
evoked by transcranial electrical stimulation (TES) to the
motor cortex, i.e. myogenic motor evoked potentials (myo-
genic MEPs), are regarded as pure motor evoked potentials
(5,6) for intraoperative monitoring of motor function.

Amidst controversy about methodology and safety, in-
traoperative neurophysiology has entered a new era of in-
creasingly routine transcranial and direct electrical brain
stimulation for motor evoked potential (MEP) monitoring.
Based on literature review and the illustrative case presen-
ted, this article aims to remind the topic for experienced
practitioners, surgeons, and anesthesiologists and to pre-
sent an overview those new to the field as well.

CASE REPORT

26 year-old woman had been applied to a number of clinics
with the complaints of thinning of her legs, decreasing of
her right-side shoe number for the last 4 years. The patient’s
history was notable for an operation due to myelomeningo-
cele when she was 6 month-old. A series of MRI of the who-
le spine was obtained and she was diagnosed as tethered
cord syndrome. She was explained that the operation was
difficult and had a great risk of paraplegia. Though she was
recommended to have physiotherapy. She had physiothe-
rapy periodically, but her walking has been changing slow-

ly, getting difficult. When she was admitted to our clinic,
she could not have walked in the darkness, and had urinary
incontinence for one month. The patient was able to ambu-
late, although her neurologic examination revealed parapa-
resis more on the right side, posterior colon dysfunction
and perianal hypoesthesia. Her MRI showed that increasing
of lumbar lordosis, fusion of T11, T12, and L1 vertebras and
scoliotic deformity. At the level of L1 vertebrae, posterior
fusion defect, enlargement of postero-anterior diameter of
spinal canal, posterior displacement of spinal cord and at-
tachment to the subcutaneous tissue (tethering) are obser-
ved. Diplomyelic appearance was between T11 and L2 level
and intradural lipom was on the posterior of the cord at the
T11 and T12 level (Fig-1 and Fig-2).

The patient was operated for untethering of spinal cord
with four extremities MEP and SEP monitorisation (Fig-3).
Anesthesia was induced propofol 3 mg/kg, fentanyl 2
mcg/kg, and vecuronium 0.07 mg/kg. Then the patient was
entubated. Anesthesia was maintained with propofol 2
mg/kg/hr, remifentanil 7 mcg/kg/hr and, 50-50% O,-air
without any neuromuscular blocking agent.

Epoch XP Neurological Workstation (Axon system, Ha-
uppage, USA) was used to monitor evoked potentials intra-
operatively. The corkscrew electrodes were used as stimula-
ting electrodes (CS electrode, Viasys Healthcare WI, MA,
USA), and for MEP recording the twisted pair of needle
electrodes were used (TP, Viasys Healthcare WI, MA). Ac-
cording to the international 10 to 20 system instituted by the
International Electroencephalographic Society, the stimula-
ting electrodes were placed C3§C4 and C1§C2 points over
the scalp. The stimulation parameters were short train con-
sisting of 3 to 5 stimuli with 0.5 ms duration each. These sti-
muli were separated by 4 ms interstimulus interval, with a
train repetition rate of 2 Hz and an intensity of up to 200
mA.. Meanwhile, MEPs were recorded from the bilateral

L
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Figure 1— T2-weighted sagittal lumbal MRI showing increased lumbar lordosis, fusion of T11, T12, and L1 vertebras and

scoliotic deformity.
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Figure 2— T2- weighted aksiyal lomber MRI showing posterior fusion defect at the level of L1 vertebrae, enlargement of postero-
anterior diameter of spinal canal, posterior displacement of spinal cord and attachment to the subcutaneous tissue (tethering).
Diplomyelic appearance between T11 and L2 level and intradural lipom on the posterior of the cord at the T11 and T12 level.

Abductor pollicis brevis, tibialis anterior, Abductor hallucis
brevis muscles. Very low dose muscle relaxant agent was gi-
ven during induction of intubation. After positioning and

i f/ ﬂ
/
-,‘ /

Figure 3— Placement of the electrodes for SEP and MEP, con-
nections and the Epoch XP Neurological Workstation (Axon
system, USA)

—

preparation for IOM (almost takes 30 minutes), the value of
MEPs after induction of anesthesia was regarded as baseline,
and the warning criteria for amplitude reduction of MEPs
over 50% or significantly increased stimulation threshold
compared with baseline and MEP loss was considered to be
significant neurologic deterioration (7).

Monitoring of Cortical somatosensory
eveoked potential) CCsSEPs

Cork screw electrodes were used as recording. To record
CCsSEPs from the upper limbs, the reference electrodes we-
re placed at the Fz point and the recording electrodes were
placed at the C3’, C4’ points(2cm posterior of C3 and C4).
The stimulating electrodes were placed on the bilateral me-
dian nerves at both wrists, with a stimulating intensity ran-
ging from 15 to 25 mA, a frequency of 3.1 Hz, a wave band
ranging from 50 to 300 Hz, and an analysis time for 50 ms.
To record CCsSEPs from the lower limbs, the recording
electrodes were placed at the Cz’(2 cm posterior of Cz) po-
int. The stimulating electrodes were placed on the bilateral
posteror tibial nerve at the medial malleolus, with a stimu-
lating intensity ranging from 20 to 30 mA, an analysis time
for 100 ms, and the other parameters as same as those of
CCsSEPs monitoring in the upper limbs. The warning cri-
teria as the amplitude reduction over 50% in contrast to ba-
seline or as the prolonged latency for more than 10% (8).
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Train of four twitch test (TOF)

Four consecutive electrical stimuli of 2 Hz (interval 0.5 s)
were given to the left median nerve, while the recording
electrodes were placed at the left abductor pollicis brevis.

During the operation, the data of electrophysiological
monitoring and important events were both recorded. Du-
ring the paravertebral muscle dissection, there was a tissue
coming out through the posterior laminar fusion defect of
T10 vertebra. The manipulation of this tissue caused dec-
rease of MEP and SEP. That’s why the laminectomy area
was extended cranially, the T10 laminectomy was perfor-
med and dura was opened. A dermal sinus remnant which
was not seen on MRI and on the skin due to prior operati-
on scar was observed. It was dissected and cut. Along the
operation, reversible, and unsignificant changes of elec-
trophysiological values had been observed. The surgeon was
informed simultaneously about those changes. As the ope-
ration progressed and the spinal cord was untethered, im-
provement of MEPs and SEPs were also recorded. At the
beginning of the operation there was no MEP at the right
quadriceps muscle, but at the end of the operation there
was a significant MEP of this muscle (Fig-4A and 4B).

At the follow-up, the strength of the leg and foot musc-
les were increased, and the posterior colon dysfunction and
urinary incontinance were recovered. The patientds pre-op
and post-op neurological findings were shown in Table-1
comperatively. Abdominopelvic ultrasonography of the pa-
tient at the early post-operative period showed no post-voi-
ding residue.

DISCUSSION

We believe that a short overview of the physiologic basis of
current monitoring techniques might help to evaluate their
safety, understand interpretive controversies and outline
some applications and results.

Patton and Amassian discovered that a single electric
pulse applies to monkey motor cortex evokes several des-
cending corticospinal tract volleys in 1954 (9). An imme-
diate non-synaptic discharge of corticospinal axons was
shown to produce the first and largest volley that was na-
med the D wave, being directly generated by electric pulse.
The following 1-5 volleys were shown to be due to the exci-
tation of cortical synaptic circuits that discharge corticomo-
tor neurons with 1.3-2.0 ms periodicity. These were called I
waves, being indirectly generated by electric pulse.

Then in 1980, Merton and Morton found that single
pulse TES produces a muscle MEP in conscious humans
(10). The mechanism is believed to vary with the momen-
tary excitability of alpha motor neurons, determined by
their levels of background depolarization from facilitatory
synaptic bombardment (11). Those close to action potenti-
al threshold fire in response to the initial D wave excitatory
post-synaptic potential (EPSP), others fire after D and I wa-
ve EPSP summation and must to not fire. Thus each succes-
sive response represents a varying subpopulation of the re-
corded muscle’s motor units.

Figure 4— Intraoperative neuromonitorisation recordings. A-
beginning of the operation, baseline, B-end of the operation.
Increased amplitudes of all muscle potentials are obviously
seen. Arrow showed the significant increase of MEP amplitude
at the right quadriceps muscle.

In the mid-1980’s, Barker et al. developed transcranial
magnetic stimulation (TMS) introducing diagnostic MEP
testing without the scalp discomfort of TES (12). This tech-
nique generates muscle responses predominantly through I
wave volleys, although D waves can be evoked with coil ori-
entations that induce lateral to medial current flow in the
brain (13).

Intraoperatively, the synaptic interference of surgical
anesthesia normally eradicates single-pulse muscle respon-
ses by reducing or abolishing I waves and reducing alpha
motor neuron excitability. However, the remaining non-
synaptic D wave recorded in the spinal epidural space follo-
wing TES came into clinical use as a valuable corticospinal
tract monitoring technique beginning in the 1980s (14-17).

Tablo 1— The neurological examination (muscle strength) of
the patient before operation and post-operative 4" month

Pre-op Post-op
Right lower extremity/ distal 2/5 4/5
Right lower extremity / proximal 3/5 5/5
Left toe extension and flexion 1-2/5 5/5
Left lower extremity / distal 3/5 5/5
Left lower extremity / proximal 4/5 5/5
Romberg sign + -




Efforts to include alpha motor neurons in intraoperati-
ve MEP testing turned to invasive spinal cord electrical sti-
mulation with recording from muscle (18-20) or peripheral
nerve (21). However, cord stimulation is non-selective.
Consequently, while leg muscle responses evoked by rostral
cord stimulation are mediated through alpha motor neu-
rons, these might be activated through any of several spinal
cord pathways connecting to them. Theoretically, this could
include antidromic volleys in dorsal column 1la afferent
axons, whose collateral branches form monosynaptic exci-
tatory synapses with alpha motor neurons. Thus, while lo-
wer motor neuron compromise should be reliably detected,
the possibility of undetected motor tract damage exists.
Even worse, peripheral nerve responses (formerly “neuro-
genic MEPs”) were eventually shown to mostly be antidro-
mic sensory potentials containing no reliable motor infor-
mation (22).

Taniguchi et al. made a major breakthrough in 1993 by
showing that a short train of 3-5 electric pulses with an in-
ter-pulse interval of 2-4 ms applied directly to human motor
neuron cortex evokes a muscle MEP under anesthesia (23).
This is thought to be due to summation of EPSPs from 1. the
evoked burst of D waves and 2. any I waves that may be fa-
cilitated by the second or third pulse even when absent to a
single pulse (24). Finally, in 1996 three independent groups
showed that pulse-train TES is also effective (25-27). Pulse-
train TMS might work, but TES is more practical and its
scalp discomfort is irrevelant under anesthesia. Thus, com-
prehensive tools for selective corticospinal motor system
monitoring were finally in place 42 years after the discovery
of MEPs. Today, pulse-train TES with muscle MEP monito-
ring is now widely applied and is indicated for any surgery
threatening the motor system except open peri-rolandic
brain surgery that removes the skull overlying motor cortex.
It allows rapid assessment of motor system integrity from
brain to muscle and is available from induction to closure.

This monitoring technique appears to be facilitated by
intravenous anesthesia such as propofol and remifentanil or
other opioids that have proven to be safe, effective and well-
tolerated (28-31). Sometimes low-concentration nitrous
oxide is added (32), but whether or not this practice det-
racts from MEP monitoring is unclear. Other examples of
reportedly favorable anesthetics include ketamine/sufenta-
nil (33), diazepam/ propofol/ fentanyl/nitrous oxide (34)
and benzodiazepine/fentanyl (35).

The apparent benefits of intravenous agents for muscle
MEP monitoring may be due to less interference with alpha
motor neuron excitability than from inhalational anesthe-
tics including nitrous oxide (36-39). Chen recently compa-
red propofol and isoflurane in neurologically intact patients
at similar anesthetic depths as judged by bispectral index
(BIS) measurement (28). Muscle MEP monitorability was
better with propofol at any given BIS level.

For obvious reasons, neuromuscular blockade is often
omitted after intubation and this does not appear to interfe-
re with monitoring or surgery (35,40-42). Otherwise, musc-
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le relaxation must be incomplete and somehow tightly con-
trolled according to the amplitude of muscle responses to
peripheral nerve stimulation (33,34,43,44). This approach
increases technical and interpretive complexity ans runs the
risk of inadvertently disabling muscle MEP monitoring at a
critical moment. Note that blockade potentiation occurs
with the administration of magnesium and that some blood
pressure lowering agents such as alpha2-receptor antago-
nists and ketanserin can depress MEP amplitudes (45).

A close relationship exists between postoperative motor
function and the results of TES-MEPs monitoring. TES-
MEPs are superior to SSEPs and BAEPs in detecting motor
dysfunction, but combined MEPs and SSEPs could make
monitoring of the integrity of nervous function more comp-
letely and accurately. The negative changes of the muscle po-
tentials compared to the baseline recorded potentials are im-
portant to protect neurologic functions and, the surgeons
must be informed simultaneously. As the operation progres-
sed, increase in the MEPs and SSEPs can be useful to esti-
mate the neurologic state of the patient before awakening.

Eventhough, intraoperative monitoring of EPs could
detect the potential risk of operative procedures and impro-
ve the safety of subsequent procedures, its effectiveness in
decreasing the overall morbidity awaits further investigati-
on because of some irreversible intraoperative injuries and
unpredictable postoperative injuries of nervous function.
IOM also needs some well trained staff and special equip-
ment. Additionally, the surgeon must be willing to act ac-
cording to the findings of IOM for the technique to be help-
ful for the outcome. However, the insignificant and/or in-
termittant amplitude reduction or changes of potentials
may also restrict the surgical manipulations. These limitati-
ons can be overcomed with a stable team who started the
IOM with low-risk cases and, has been working for a long
time together.
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SOLITER PULMONER AMILOID NODULU
(AMILOIDOMA): OLGU SUNUMU

SOLITARY PULMONARY AMYLOIDOSIS NODULE
(AMYLOIDOMA): CASE REPORT

Sema Hiiciimenoglu' Murat Anlar! Murat Alper! Serap Duru?

OLGU SUNUMU

OZET

CASE REPORT

ABSTRACT

Bu yayinda nadir goriilen ve genelde tesadiifen bulunan soliter pulmo-
ner amiloid nodiillii bir vakayr sunmay1 amagladik. Amiloidoz, ekstra-
seliiler matrikste fibriler yapida protein birikimi ve bunun sonucunda
ortaya ¢itkan organ disfonksiyonuyla karakterli heterojen bir hastalik
grubudur. Pulmoner amiloidoz, sistemik amiloidozun bir pargasi ola-
bilir veya organla sinirli form olarak olarak goriilebilir Nefes darligs,
gogiis agrist sikayetleri ile hastanemize bagvuran altmis dort yaginda
kadin hasta subakut anteroseptal myokard iskemisi ve Kronik Obsriik-
tif Akciger Hastaliginda alevlenme tanilariyla acil servisimize alindi.
Akciger filminde kardiyotorasik oranda artis, bilateral havalanma faz-
laligi mevcuttu Antiagregan, antiiskemik ve bronkodilatatér tedavi
baslanan hastaya ilerleyen giinlerde koroner bypass uygulandi. Operas-
yon esnasinda sol akcigerde alt lobda 4x3 cm boyularinda sert ve fikse
kitle eksize edildi. Patolojik doku tanisi nodiiler amiloidoz olarak ra-
porlandr Bu vakayla pulmoner nodiillerde ayirici tanida amiloid no-
diillerinde diigiiniilmesi gerektigini vurgulamay1 amagladik.

Anahtar kelimeler: Akciger, nodiil, amiloidoz

GiRiS
Bu yayinda nadir goriilen ve genelde tesadiifen bulunan soli-
ter pulmoner amiloid nodlli bir vakayr sunmayr amagladik.

Amiloidoz, ekstraseliiler matrikste fibriler yapida pro-
tein birikimi ve bunun sonucunda ortaya ¢ikan organ dis-
fonksiyonuyla karakterli heterojen bir hastalik grubudur.
Amiloidoz siniflamasi; amiloid birikimine neden olan pro-
tein fibrillerinin degisen protein alt tinitelerine gore yapil-
maktadir.

Sistemik amiloidoz i¢in esas olarak 4 kategori bulun-
maktadir:

iletigim:

In this case we purpose to present solitary pulmonary amyloidosis
nodule that is seen rare and found accidentally in general.
Amyloidosis, is a heterojenic disease group that is characterised by
fibrillary protein accumulation in tissues and organ disfunction becau-
se of this protein accumulation. Pulmonary amyloidosis may be a part
of systemic amyloidosis or may be determinated in a specific organs as
a local forms. 64 years old female patient with the complaints of
dispnea and chest pain applied to our hospital. Subacute anteroseptal
myocardial ischemia and chronic obstructive pulmonary disease with
acute exacerbation was diagnosed and she was hospitalized. In chest
graphy bilateral increased aeration and increased cardiothorasic
ratio was determinated. Antiaggregan, antiischemic and bronchodila-
tation therapy was begun. In a few days later coronary by pass is
applicated. In operation 4x3 c¢m in size and fixated mass in lower lobe
of left lung was taken off. Patholojic tissue diagnosis of this mass was
included in a report as a nodulary amiloidosis. In this case we purpose
that amyloidosis should be thought in differantial diagnosis of
pulmonary nodules.

Key words: Lung, nodule, amyloidosis

Primer / immiinglobulin hafif-zincir (AL) hastaligi,
Sekonder / amiloid protein A (AA) hastalig,
Herediter / mutant transtiretin (ATTR) hastaligs,
Diyalize bagli / b2- mikroglogiilin (b2M) hastalig1 (1).

LS

Pulmoner amiloidoz, sistemik amiloidozun bir pargasi
olabilir veya organla sinirli form olarak olarak goriilebilir
(2). Lokalize primer amiloidozda ti¢ farkli pulmoner hasta-
lik formu saptanir;

1. nodiiler opasiteler,
2. diffiiz opasiteler
3. trakeobronsial tutulum.
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Sistemik AL hastaliginda ise 5 farkli pulmoner hastalik
formu bildirilmistir: 1. diffiiz interstisyel (alveoler-septal),
2. nodiiler, 3. intratorasik ve ekstratorasik adenopati, 4.
plevral ve 5. diafragmada amiloid birikimi. Sistemik AL
hastaliginda plazma hiicrelerinden salinan agir1 miktardaki
monoklonal immiinglobiilin hafif-zincirlerinin (lambda
veya kappa) yaygin bir sekilde dokularda birikimi sz konu-
sudur, ancak klinik olarak bazi organlarin tutulumu sapta-
nabilir. Primer amiloidozda klinik olarak akciger tutulumu
hastalarin %10-20’sinde bulunmaktadir (3). Lokalize AL
amiloidozda ise bolgesel olarak lezyon etrafindaki plazma
hiicrelerinden salinan monoklonal proteinlerin amiloid bi-
rikimine yol a¢tig1 diisiiniilmektedir. Monoklonal hafif zin-
cirler dolagimda saptanmaz veya hedef organ disinda bagka
bir yerde birikim gostermezler (4,5).

OLGU SUNUMU

Nefes darlig1, gogiis agrisi sikayetleri ile hastanemize bagvu-
ran altmig dort yaginda kadin hasta subakut anteroseptal
myokard iskemisi ve Kronik Obsriiktif Akciger Hastaligin-
da (KOAH) alevlenme tanilariyla acil servisimize alindi.
Daha 6nce bilinen bir koroner arter hastalig1 olmayan has-
tada 30 paket/y1l sigara igme Oykiisti mevcuttu. Yaklasik 5
yildir bronkodilatator ilaglar kullantyordu.

Fizik muayenesinde TA:110/70 mm Hg, Nb:98 dk/rit-
mik, dispneik ve tagipneik, bilateral yiiksek frekansh ekspi-
ratuar ronkusleri mevcuttu. Laboratuvar incelemeleri: Tam
kan sayim1 normal, sedimentasyon hizi: 12 mm/saat, kan
gazinda respiratuar asidoz mevcuttu. Serum troponin diize-
yinde ytikseklik (sTnl: 14 ng/ml) tespit edildi.

Akciger filminde kardiyotorasik oranda artis, bilateral
havalanma fazlalig1 mevcuttu (Resim 1).

Antiagregan, antiiskemik ve bronkodilatator tedavi bag-
lanan hastaya ilerleyen giinlerde koroner bypass uygulandu.

r

Resim 2— Anormal PA Akciger grafisi.

Operasyon esnasinda sol akcigerde alt lobda 4x3 cm boyu-
larinda sert ve fikse kitle eksize edildi. Patolojik doku tani-
s1 nodiiler amiloidoz olarak raporlandi (Resim 2,3).

Hastada Dbu tiir nodiiler lezyon yapabilecek kollojen
doku hastaliklarini ayirici tanida diglamak i¢in bakilan mar-
kirlar negatif bulundu :RF (-), ANA (-), Anti-ds DNA (-), ,
p-ANCA (-), c- ANCA (-), SS-A (-), SS-B(-).

TARTISMA

Bu vakayla pulmoner nodiillerde ayirici tanida amiloid no-
diillerinde diigtintilmesi gerektigini vurgulamay1 amagladik.
Sonug olarak; pulmoner amiloidoz nadir goriilmekte ve sik-
Iikla primer amiloidozun bir organ tutulumu olarak karsi-
miza ¢ikmaktadir. Akciger tutulumu ile kalp tutulum bir-
likteligi arasinda olgu serilerinde anlamli iliski oldugu bildi-
rilmistir. Bu nedenle sistemik amiloidoz olgularinda akciger
tutulumu agisindan akciger grafisi, toraks BT ile yapilan de-

Resim 2— Akciger parankiminin yerini eozinofilik, aseldler,
amorf materyalin ( ok ) aldigi izlenmektedir (Hematoksilen-eo-
zin x200).

Resim 2— Amiloid benzeri materyale karsi gelismis dev hicre
reaksiyonu goriliyor (Hematoksilen-eozin x200)



gerlendirmeden sonra bronkoskopi yapilmasi hem trakeob-
ronsial hastalik varliginin degerlendirilmesi hem de tani ko-
nulmasi i¢in drnekleme yapilmasina olanak saglamaktadir.
Kalp tutulumu hastaligin prognozunu belirleyici olmakta-
dir ve sistemik tedavilere yanit yiiz giildiiriicii olmamakla
birlikte gelecek i¢in yeni tedaviler gelistirilmeye ¢alisilmak-
tadir.
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ASBEST MARUZIYETI OLMAYAN MALIGN

PERITONEAL MEZOTELYOMA VAKASI
A CASE OF MALIGNANT PERITONEAL MESOTHELIOMA
WITHOUT EXPOSURE ASBESTOS

Muhammed Sagikara!, Zeliha Asilttirk?, Dr. Yasar Nazligtl?, Stileyman B. Yilmaz?, Ayla Tezer*

OLGU SUNUMU

OZET

CASE REPORT

ABSTRACT

Malign peritoneal mezotelyoma, peritonun seyrek goriilen neoplazm-
larindandir. Siklikla asbest maruziyetine bagh olarak gelisir. Olduk¢a
fatal seyreder. Semptomlar1 nonspesifik oldugundan siklikla hastaligin
ileri safhalarinda teshis konur. Geg teshis, tedavi seceneklerini daha da
kisitlar. Vakamuz asit, kilo kaybi ve nefes darlig: ile bagvuran 62 yagin-
da bir erkek hastadir. Anamnezinde asbest maruziyeti yoktu. Rutin kan
tetkikleri, abdominal ultrasonogragi ve bilgisayarli tomografi ve asit s1-
visinin sitolojik incelemelerinin tanida katkisi olmadi. Cerrahi olarak
alman omentum biyopsi 6rneginin histopatolojik incelemesiyle malign
epitelyal mezotelyoma teshis edildi. Teshisin kondugunda hasta, son
donemlerinde oldugundan sadece destekleyici tedavi baglanabildi.
Yaklagik 30 giin civarinda da hasta kaybedildi. Sonug olarak, asitli bir
hastanin ayirici teshisinde peritonun bu nadir hastaligi da diigiiniilme-
lidir.

Anahtar kelimeler: Malign mezotelyoma, periton, asit.

GIRIS
Malign peritoneal mezotelyoma, peritonun diger epitelyal
neoplazmalardan ayrim gii¢, nadir gorilen bir malignitesi-
dir. Periton, plevradan sonra mezotelyomanin en sik gelis-
tigi ikinci yerdir. Gelismis iilkelerde malign mezotelyoma,
peritonun en sik goriilen malignitesidir. Asbest inhalasyo-
nu, mezotelyoma gelisiminde en énemli faktor olarak bilin-
mektedir. Ge¢miste ¢esitli bina malzemelerinde ve ticari
tiriinde asbest kullanilmistir. Bunun sonucunda milyonlar-
ca insan asbeste maruz kalmigs ve bunlarin bityiik orani sim-
di asbest iligkili hastaliklara sahiptir (1-3). Hastalar genellik-
le atipik semptomlarla bagvurur. Vakalarin %90 ‘ninda ka-
rin agrisi ve asit bulunur. Kilo kaybi ve abdominal kitle di-

iletigim:

Malignant mesothelioma of the peritoneum is a very rare neoplasm,
commonly associated with asbestos exposure and often rapidly fatal.
Since the symptomatology of the tumor is usually not specific, the di-
agnosis is made in the advanced stages of the disease, which is the limi-
ting factor for therapy. We report a case of a primary malignant mesot-
helioma of the peritoneum in a 62-year old male, who presented with
ascites, weight loss and shortness of breath. The exposure of asbestos
was absent in the history of patient. Routine blood analyses, abdomi-
nal imaging studies with ultrasound and computed tomography, cyto-
logical evaluation of ascitic fluid did not prove any benefit for diagno-
sing peritoneal mesothelioma. Malignant mesothelioma could be diag-
nosed by histopathological assessment of surgically obtained omentum
biopsy. Because of the end stage disease, supportive therapy could be
started. The patient died about 30 days after the diagnosis. In conclu-
sion, this very rare disease of peritoneum should be considered in the
differential diagnosis of a patient presented with ascites.

Key words: Malignant mesothelioma, peritoneum, ascites.

ger onemli semptomlaridir (3-5). Glinimiizde malign peri-
toneal mezotelyoma i¢in hala optimal tedavi yoktur. Ancak
sitorediiktif cerrahi, sistemik ve/veya intra peritoneal kemo-
terapi 6nerilmektedir (4,5).

Goritintilleme yontemleri ve asit sivisinin sitolojik ince-
lemelerinin teshis koymada yardimci olamadig, ancak agik
periton biyopsisiyle tan1 konabilen bir periton mezotelyo-
mast vakasi sunduk.

OLGU SUNUMU

Kagektik 62 yasinda bir erkek hasta olup yaklagik bir yildir
artan karin sisligi, nefes darlig1 ve hizl kilo kayb sikayetle-
riyle yatirildi. Hikayesinde kronik bir hastalik ve asbest ma-
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ruziyeti yoktu. Aile hikiyesinde de asbestle iligkili hastalik
tariflenmedi. Fizik muayenede agir1 asit nedeniyle karin ger-
gin ve ileri derecede bombeydi, umblikal herni mevcuttu.
Biyokimyasal kan degerlerinde anormallik yoktu. Goriintii-
leme yontemlerinden abdominal ultrasonografi ve bilgisa-
yarli tomografiyle yaygin asit diginda patolojik bir bulgu
tespit edilemedi. Asit sivis1 viskdz oldugundan ancak perkii-
tan nefrostomi kateteriyle alinabildi. Asit sivisinda total
protein, cihaza sivi diliie edilerek okutulabildi; 79 gr/L bu-
lundu. Hiicre sitolojisinde malign hiicre saptanmadi. Disp-
nesini rahatlatmak ve asit miktarini azaltmak amaciyla ara-
likli olarak toplam 15 It asit stvisi bogaltildi.

Genel cerrahi klinigi ile isbirligi iginde sinirli uyusturma
altinda omental 6rnekleme yapildi. Histopatolojik olarak
epitelyal malign mezotelyoma tanisi konuldu. Tedavi i¢in
medikal onkoloji ile konsiilte edildi, performans yetersizligi
sebebiyle sadece destek tedavisi 6nerildi. Stirvi ancak ancak
1 ay kadar strdi.

TARTISMA

Mezotelyoma, serozanin mezotelyal hiicrelerinden koken
alan bir tiimordiir. Plevra ve periton tutulumlarindan bas-
ka nadir olarak perikard ve skrotum (tunica vaginalis) tutu-
lumlar1 da goriilmektedir (6,7). Malign periton mezotelyo-
mast tiim malign mezotelyomalarin yaklasik %30 unu tegkil
eder. Malign mezotelyomalar genellikle 4.-6. dekatlarda tes-
his edilir ve erkek cinsiyet agirliklidir (5). Literatiirde seyrek
olarak cocukluk ¢ag1 periton ve plevra mezotelyoma vakala-
rma da rastlanmaktadir (8,9). Plevral mezotelyomanin as-
bestle iliskisi iyi dokiimante edilmis olmasma karsin perito-
neal mezotelyomada bu iligki net olarak ortaya konamamais-
tir. Inhale edilen asbestin akcigerlerden temizlenmesi esna-
sinda solunum yollar1 sekresyonunun yutulmasiyla sindi-
rim kanalina gegen asbest fiberlerinin barsak duvarini gege-
rek peritona ulastig1 ileri siirtilmustiir (10). Peritoneal me-
zotelyomali bir hastanin yillarca asbest kapl catisindan
akan sularla sebze yemeklerini hazirladigi 6grenilmistir
(11). Bizim vakamizda oldugu gibi yaklasik %40-50 hasta-
da asbest maruziyeti yoktur. Asbestoz disinda genetik, viral
(Smian virus 40), iyonize radyasyon gibi faktorlerin de et-
yopatogenezde rol oynadig: disiiniilmektedir (12,13).

Malign peritoneal mezotelyoma tanisini koymak siklik-
la zordur. Fizik muayenede nonspesifik bulgular vardir. Lo-
kalize edilemeyen karm agrisi, istahsizlik, kilo kaybs, asit,
nedeni bilinmeyen ates, tam veya parsiyel barsak obstriiksi-
yonu, kusma gibi semptomlar olabilir. Labaratuvar testleri
olgumuzda oldugu gibi genellikle normaldir. Peritoneal
mezotelyoma teshis ve takibinde en kullanigh tiimor belir-
teclerinden CA125, “serum mesothelin-related protein” ve
osteopontin kullanilabilir. [lk iki belirteg, over kanserlerin-
de de yiiksek ol¢tilmektedir (5).

Bilgisayarli tomografi de nonspesifik bulgular verir. Me-
zenterik ya da omental kalinlagma, kas icine kanama, asit
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goriilebilir. Vakamizda bilgisayarli tomografi, asit disinda
pozitif bulgu tespit edemedi.

Peritoneal mezotelyoma, nadir goriilen timér oldugun-
dan bu hastalar yanlishkla adenokarsinom tanisi alabilir.
Tekrarlayan asit mayi sitolojisinde aktif tiimére ragmen bi-
zim vakamizda oldugu gibi malign hiicre goriilmeyebilir
(5). Vakamizda teshise ancak omentum biyopsisiyle ulasila-
bildi.

Peritoneal malign mezotelyomada survi tedavisiz 12-18
ay olurken tedaviyle ortalama 30 ay1 bulmaktadir. Peritone-
al mezotelyoma tedavisi multidisipliner yaklagim gerektirir.
Tedavide kemoterapi, radyoterapi, cerrahiden faydalanilir.
Tedavi se¢imi bulgulara, hastaligin presentasyonuna ve i¢
organlara invazyon olup olmamasina gore belirlenir. Teda-
vinin faydali olmast icin hasta se¢iminde dikkatli olunmali
ve tedavi iyi performans durumu olan, peritoneal hastalik
hacmi disiik, ekstra abdominal metastazi olmayan hastala-
ra onerilmelidir (4,5,14). Olgumuza performans diisiikligi
nedeniyle sadece destek tedavisi verebildik, yaklasik 1 ay gi-
bi kisa bir siirede kaybedildi.

Sonug olarak, asit etiyolojisi arastirirken asbest maruzi-
yeti olmasa bile primer periton kaynakli malign mezotelyo-
ma olabilecegi akilda tutulmalidir.
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DIFERANSIYE TIROID KANSERLERINDE
TAMAMLAYICI TIROIDEKTOMININ

ENDIiKASYONLARI

INDICATIONS FOR COMPLETION THYROIDECTOMY IN
DIFFERENTIATED THYROID CARCINOMAS

Dr. Mutlu Doganay’, Dr. Nuri Aydin Kama?

DERLEME

OZET

ABSTRACT

Diferansiye tiroid kanserlerine (DTK) cerrahi yaklagim sekli hala tartis-
malidir. Birgok yazar gerektiginde tiroid bezinin tamamen ¢ikarilmasi-
n1 6nerir. Smurli rezeksiyonu takiben histopatolojik tani kesinlestigin-
de tekrar ameliyat ve tamamlayic tiroidektomi bazen onerilir. Fakat
tamamlayici tiroidektomiyi takiben komplikasyon oranlarinin yiiksek-
ligi ve daha nadir durumlarda yapilmasi yoniinde dikkat gekilmektedir.
Bu ¢alismada amag; literatiir bilgileri 1s18inda DTK’i igin tamamlayici
tiroidektomi yapildiginda, rezidiiel tiimér dokusunun insidansini, in-
dikasyonlarini ve cerrahi komplikasyon oranlarini gozden gegirmektir.

Anahtar kelimeler: Diferansiye tiroid kanserleri, tamamlayici tiroidek-
tomi

GIRIS

Diferansiye tiroid kanserlerinin (DTK) tedavisinde cerrahi
yontemler halen tartismalidir. Giintimiizde totale yakin ve
total tiroidektomi geklindeki cerrahi teknikler daha ¢ok ter-
cih edilmektedir. ingiliz tiroid birliginin tanimlamalarinda,
subtotal tiroidektomiye yer verilmemekte ve kilavuzda bu
terimin kullanilmasindan kaginilmast gerektigi vurgulan-
maktadir (1). ABD kaynaklarimin hemen hepsinde ise sub-
total tiroidektomiyi tamimlamalar arasina koymaktadirlar.
DTK’de tedavide temel amag, komplikasyon riskini en dii-

siik diizeyde tutarak, tiroid yatagindaki kanserli dokunun
tiimiiniin ortadan kaldirilmasi ve hastaya yiiksek hayat ka-
litesi sunmaktir.

Bu nedenle total tiroidektomi mi? daha konservatif yak-
lagimlar m1? sorularinin cevabinin bulunmas: gerekmekte-

iletigim:

The surgical approach to differentiated thyroid carcinoma (DTC) is
still controversial, as many authors consider it necessary to remove the
whole gland. Therefore, when histological diagnosis is made following
limited resection, reoperations and completion thyroidectomy is so-
metimes recommended. Several authors, however, draw attention to
the high rate of complications following completion thyroidectomy
and advocate its use in more limited circumstances. The purpose of
this study is to overview the incidence of residual tumor tissue, indica-
tions, and surgical complication rates of completion thyroidectomy for
DTC in the literature.

Key words: Differentiated thyroid carcinoma, completion thyroidec-
tomy

dir. Bu amagla Amerikan Cerrahi Onkoloji Birliginin 2005
yilinda 58. yillik sempozyumu yapildi. Bu topantida Shaha,
sinirlt cerrahi ile %80 iyi klinik yanit alinabildigini, diisitk
risk grubunda sagkalimm % 99 oldugunu ve mikroskopik
multisentrisitenin prognoza etkisinin olmadigini belirterek
total tiroidektominin gereksiz oldugunu vurguladi. Udels-
man ise siurli cerrahi ile niiks riskinin, reoperasyon ile
komplikasyonlarmn arttigini, radyoaktif iyot (RAI) ablasyo-
nun daha diisitk dozlarda gerceklestigini ve postoperatif
monitorizasyon daha saglikli oldugunu belirterek total tiro-
idektomiyi savundu (2).

Yapilan caligmalarda total tiroidektomi sonrasi I'3! RAJ
kullanarak rezidiiel tiroid dokusunun ortadan kalkmasi, lo-
kal ve uzak metastaz tani ve tedavisi, rekkiiren hastalik i¢in
tiroglobulin (Tg) bakilarak erken tan: kolaylasir. Papiller
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Tablo1- Tamamlayici tiroidektomi sonrasi komplikasyonlar

Rekkdiren sinir hasarr (%)

Hipoparatroidizm (%)

Hasta Gecici Kalici Gecici Kalici
Beahrs'7,1963 548 17 - - -
Pasieka'8,1992 60 1,5 0 8 1.7
De Jong'?,1992 100 2 0 3 0
Eroglu®, 1995 165 3 4.4 6 0.6
Chao?,1998 40 2 2 7 2
Mishra??,2002 48 4 0 17 0
Kupferman?',2002 36 0 0 13.9 0
Erdem®, 2003 141 5.5 35 6.3 4.2
Makay’, 2006 62 1.6 0 4.8 15
kanser igin karsi lobda %80’e varabilen mikroskopik kanser TARTISMA

odag riski ortadan kalkar. Karg1 lobda niiks %7 oraninda
gelisir, %50’ye varan mortaliteye neden olur. Total tiro-
idektomi sonrast anlamli sekilde daha diisiik niiks oranlar
vardir. Anaplastik transformasyon riskinde azalma s6z ko-
nusudur. Minimal invaziv olmayan papiller ve follikiiler
kanserler i¢in sag kalim oranlar: artar. Deneyimli merkez-
lerde kalict komplikasyon orani %1’in altindadir. Tamam-
lama cerrahisinde komplikasyon oranlar1 daha yiiksektir
(3-10) (Tablo 1).

Konservatif yaklagimi savunan yazarlar, daha sinirli cer-
rahi ile komplikasyon oranlarinin daha diisiik oldugunu be-
lirtmislerdir. Ayni zamanda anaplastik transformasyon ris-
ki %1’in altindadir. Tiroid yataginda niiks orani %5’den az-
dir. Multisentrik tiimor klinik gidisi anlamli sekilde etkile-
memektedir. Daha sinirli cerrahi sonrasinda diigiik morbi-
dite ile RA-1 tedavi miimkiindiir. Daha sinirli cerrahide
prognoz degismemektedir (11,12). Tiroidektomi genisligi,
dustik ve yiiksek riskli papiller tiroid kanserinde sagkalim
agisindan belirleyici degildir (13). Ingiliz Tiroid Birligi ise
2005 yilinda kilavuzu yenileyerek risk grubu ne olursa olsun
iyi diferansiye tiroid kanserlerinin cerrahi tedavisinde total
veya totale yakin tiroidektomi 6nermektedir (14).

Japon ekolii, tiroid kanserli hastalarda tiroid bezine da-
ha sinirli bir rezeksiyon onerirken lenf bezi diseksiyonunu
onermektedir. Total tiroidektomi, ancak radyasyon 6ykiisii
olan, yas1 15’den kiigiik veya 45’den biiyiik olan, timori
¢ap1 4 cm’den biiyiik olan ve aile dykiisii olan hastalara ne-
rilmektedir. Japon Tiroid Birliginin 37. oturumunda yapi-
lan ankette ¢ap1 2 cm’ye kadar olan iyi diferansiye tiroid
kanserlerinde total tiroidektomiyi tercih eden cerrah orani-
nin %5’ gegmemesi ¢arpicidir. Ancak ayni ¢apli tiimorler-
de lenf bezi diseksiyon orani ise % 95’tir (15).

Sonug olarak, iyi diferansiye tiroid kanserlerinde opti-
mum RA-I taramasi, etkin metastaz tedavisi ve Tg ile saglik-
11 bir takip i¢in “total tiroidektomi” uygulanmalidir. Dene-
yimli cerrahin pratiginde kalici hipoparatroidi ve kalici re-
kiiren sinir hasar1 deneyimli merkezlerce bildirilen % 0,51
oranlarini asmiyor olmalidir.

[k ameliyattan sonra cikarilan tiroid dokusunda malignite
saptanmasi lzerine geride kalan tiroid dokusunun ¢ikaril-
masi esas olarak tamamlayicl tiroidektomi olarak adlandi-
rilmaktadir. Tiroid nodild igin yapilan cerrahi girisimin
boyutu; preoperatif fizik muayene, ince igne aspirasyon bi-
yopsisi (IIAB), peroperatif frozen section ve makroskopik
bulgular ile konabilir. Ancak [IAB ve frozen section’mn
(%83-95) sagladig: yararlara ragmen kanser tanisi her za-
man ameliyat sirasinda konamayabilir ve benign patoloji
oldugu dusiiniilerek konservatif bir iglem yapilabilir. Kesin
patolojik incelemenin yapilmasi ile DTK saptanan hastalar-
da geride birakilan dokunun ¢ikarilmas: hastanm izlemi ve
tedavisi agisindan avantajlar1 vardir. Rezidiiel hastalik riski
ortadan kalkar ve anaplastik kansere transformasyon riski
azalir. Uzak metastazlar RA-I ile saptanir ve tedavi edilir.
Takipte ise Tg ile hastalik monitérize edilir (16-21).

Bu ¢aligmalar is181 altinda tamamlayici tiroidektomi en-
dikasyonlars; primer cerrahi sonrast DTK tanisi, timor ¢a-
pnin 1.5 cm’den biiyiik, multisentrisite, kapstil, vaskiiler ve
ekstratiroidal invazyon, timoriin tam ¢ikarilmamis olmast,
uzun yagam beklentisi ve operasyon riskinin disiik olmasi-
dir. Timoériin boyutu énemli prognostik faktordir. 1.5
cm’den biiytik tiimorlerde endikasyon dogar. Risk faktorle-
rine dayali cerrahi yaklagim sistemlerinde (AGES-Grant ve
ark) Skor 4’den kiiciik (diigiik risk grubu) ise mortalite
%]1’°dir. Skor 4’den biiyiik ise (yiiksek risk grubu) ise mor-
talite %45°dir (22). AGES skorundan bagimsiz tek tarafl ti-
roidektomilerde, 10, 20, 30 yillik izlemde lokal rekkiirens si-
rastyla (%7,14,14) .Total tirodektomiye gore (%1.5, 2,4) bu
oran oldukga yiiksektir (23).

Total tiroidektomi yapilan hastalarmm %38’inde kars:
lobda okiilt (<1,5 cm) papiller karsinom saptanirken, tek
tarafli lobektomide karsi lobda klinik rekkiirens % 5’tir
(24). Papiller tiroid kanseri nedeniyle ameliyat edilen hasta-
larda geride birakilan lobda % 44 oraninda tiimor saptan-
mus, bilateralite oraninda diisiik —ytiksek risk grubu arasm-
da anlaml fark bulunmamugtir (25).



Multisentrisite tamamlayici tiroidektomi i¢in en 6nem-
li endikasyonlardan birisidir. Papiller tiroid kanserinde
multisentrik ve bilateral hastalik olma olasilig1 yiiksek iken
follikiiler tiroid kanserinde bu olasilik diigtik fakat seyir da-
ha agresiftir. Papiller tiroid kanserinde multisentrisite %30,
karg1 lobda tiimor %22,5, follkiiler tiroid kanserinde multi-
sentrisite%30,7, kars1 lobda timor %19,2’dir. Karsi lobda
rezidii malignite agisindan tek anlamli faktér multisentrisi-
te bulunmustur (26). Tek tarafli tiroidektomi sonucu DTK
saptanan hastalarin tamamlayici tiroidektomi sonrasi ince-
lemelerinde multisentrisite orant %42, karst lobda rezidi
malignite oran1 %35,8°dir. Yas, cinsiyet, patolojik tip an-
laml degil iken multisentrisite anlamli bulunmugtur (27).

Follikiiler tiroid kanserinde multisentrisite ve multifo-
kalite oran1 diisiiktiir. Fakat patoloji sonucu minimal inva-
ziv follikiiler kanser geldiginde, kapsiil ya da vaskiiler invaz-
yon olup olmadig1 6nemlidir. Vaskiiler invazyonda niiks ve
metastaz riski ytiksektir. Tamamlayici tiroidektomi uygun
tedavi seklidir (28).

DTK’de multisentrik tiimor insidansi %25-88, total ti-
roidektomi yapilmadiginda rezidiiel malignite orani1 %22-
64’diir. Tamamlayic1 tiroidektomi yapilmayan hastalarin
onemli kisminda geride tiimor birakilmis olacaktir (25,29).

Primer ameliyatta ne kadar tiroid dokusunun geride bi-
rakildigi bilinmelidir. Geride kalan dokunun voliimii 1!3!
taramasi ile saptanmali ve uptake’in 24 saatteki orani belir-
lenmelidir. Primer cerrahi girisim sonras1 DTK tanis1 kon-
mus olgularda, birakilan dokunun 24 saatte %5’den fazla
13! tutmast, klinik olarak énemli 6l¢iide doku birakildig: ve
bu olgularda RA-T ile yeterli diizeyde ablasyonun ¢ok zor ol-
dugu anlamina gelmektedir (30).

DTK nedeniyle opere edilen olgularin klinik ve patolo-
jik degerlendirmesi sonucunda, %39 olguda geride kalan ti-
roid dokusunda tiimor oldugu, modifiye radikal boyun di-
seksiyonu yapilan olgularin %40’inda lenf nodlarinda,
%25,5’inde tiroid+lenf nodlarinda tiimér oldugu bulun-
mugtur. Timoriin multifokal olmasinin ve postoperatif Tg
diizeylerinin 20ng/ml olmasimin geride kalan tiroid doku-
sunda timor olma olasiligint giiclendirmistir (31) (Tablo
2).

Tamamlayic tiroidektomide kritik nokta ikinci ameli-
yatin zamanlamasidir. Inflamasyon, hemoraji, 6dem ve skar
olusumu ikincil cerrahiyi zorlagtirmaktadir. Postoperatif ilk
1 hafta icinde inflamasyon ve fibrozis en az diizeydedir.

Tablo 2. Rezidlel tiimor oranlari

Yazar Olgu sayisi Rezidiiel tiimor
Mishra? 48 19 (%40)
Kupferman?! 36 20 (%56)
Alzahrani3! 100 39 (%39)
Eroglu® 165 77 (%47)
Erdem® 141 66 (%47)
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Teknik zorluk ve komplikasyon riskini azaltmak i¢in, ta-
mamlayici tiroidektomi ameliyati takip eden giinlerde ayni
hospitalizasyon sirasinda veya 3—4 ay sonra uygulanmalidir
(32-34). Yapilan ¢aligmalarda, ilk 10 giin i¢inde ya da 90
giinden sonra tamamlayic tiroidektomi yapilan grup ile
10-90 giin arasinda yapilan grup kalict komplikasyonlar
arasinda istatistiksel fark saptanmamigtir. Ancak burada 2
faktor onemlidir. Birincisi onceki ameliyatta tek tarafli lo-
bektomi yapilmis, diger loba dokunulmamigsa, digeri ise
kapsiiler diseksiyon yapilmis olmasidir (35).

Preoperatif hazirlikta, ikinci ameliyat oncesi ilk ameli-
yata ait ameliyat notu ve patoloji raporu temin edilmelidir.
Boyun USG, tiroid sintigrafisi, tiroid fonksiyon testlerinin
ve vokal kordlarin degerlendirilmesi yapilmalidir. Kalsi-
yum, fosfor ve parathormon degerleri bilinmelidir. Hastalar
tamamlayic tiroidektominin riskleri ve komplikasyonlari
agisindan bilgilendirilmelidir.

Tiroidektomi sonras: biiytik miktarda rezidi tiroid do-
kusu varliginda RA-1 ablasyonu ile ilgili tartigmalar vardur.
Radyasyon dozunun biiytik boliimii _ partikiileri ile taginir
ve dokuda derin penetrasyon gostermez (en fazla 2 mm).
RA-I heterojen dagilim gosterir. Bunun nedeni NIS (Na-I
simporter) heterojen ekspresyonudur. Normal tiroid doku-
su DTK’li dokuya gore 100 kat fazla RAT'u tutar. Bu neden-
le etkin tedavi i¢in minimal tiroid dokusu kalmalidir. Sag-
lam doku varliginda RA-I tutulumu i¢in gerekli yiiksek
TSH diizeylerine ulagilmasi engellenir. Agri, sislik ve tiro-
toksikoz ile karakterize siddetli radyasyon tiroiditi gelisebi-
lir. DTK % 25’1 daha baglangigta, rekkiirenslerin ise %50’si
RAT’a karst rezistansdir %5’den fazla iyot tutan tiroid ka-
Iintilarinin RA-I ile yeterli diizeyde ablasyonu zordur. Para-
tiroid adenom geligme riski artar. Yiiksek doz RAI, parati-
roid gland hasari, pulmoner fibrozis, kemik iligi supresyo-
nu, gonadal hasar ve 1semiye yol agar (30, 36-38). Yapilan
caligmalarda, RA-I ile biiyiik miktarlarda tiroid dokusunun
ablasyonu saglanmus, tiroglobulin diizeyleri total tiroidek-
tomi sonrasi seviyelere inmistir. Komplikasyon orani %10
olarak bildirilmigtir. En stk komplikasyon radyasyon tiro-
iditidir. Fakat bu iki ¢alismanin kargilagtirmali uzun dé-
nem takip sonuglari yoktur. Onkolojik tedavi prensipleri
acisindan bu tedavi yaklagimlarinin etkinligi tartismalidir
(39, 40)

Gama prob egliginde cerrahi tamamlayici tiroidektomi-
de son yillarda kullanima giren bir uygulamadir. Primer hi-
perparatroidizmin tedavisinde yaygin kullanilan bir teknik-
tir. Ayrica malign melanom ve meme kanserli hastalarda
sentinal lenf nodu tanimlanmasinda kullanilmigtir (41- 44).
Servikal insizyondan 10 dakika énce Tc**™ (5 mci) injekte
edilir. Her iki tiroid yatag: tist-orta-alt olmak iizere prob
kullanarak 10 sn siiresince kontrol edilir. Preoperatif sintig-
rafi ve tiroid yatagi sayimui ile remnant tiroid dokusu kargi-
lastirtlir. Bu yontemle eski ameliyata ait skar dokusu iginde
kalan tiroid dokusu ortaya konabilir. Rezidii doku ¢ikaril-
diktan sonra lojdaki aktivitenin diistiip diismedigi kontrol
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edilerek islemin yeterliligi dogrulanabilir (45, 46).

DTK nedeniyle uygun tedavi gérmiis hastalarin émiir
boyu izlenmesi gerekir. Teorik olarak lokorejyonel rekiir-
rens ve uzak organ metastazi hasta hayatinin herhangi bir
doneminde ortaya gikabilir. Izlem cerrahi tedaviyi uygula-
yan cerrah tarafindan yapilmalidir. TSH yiiksek iken yapi-
lan sintigrafide tiroid oldugundan buytik goriilebilir. Yeter-
li tecriibesi olmayan radyologda ultrasonografide(USG)
postoperatif degisiklikleri yanlis yorumlayarak remnant ta-
mor dokusu olarak yorumlayabilir. Ideal kogullarda izlem
multidisipliner yaklagim gerektirir. Her hasta icin bireysel
risk faktorleri belirlenmelidir. Kotii prognostik faktorlere
sahip ve ytiksek riskli hastalarda takip daha sik, daha inva-
ziv yontemlerle olmalidir. Fizik muayene, USG ve tiroglo-
bulin énemlidir. Tiroglobulin total tiroidektomi gecirenler-
de 5ng/ml altindadir. TSH baskil1 iken metastaz olsa bile Tg
¢ok yiikselmeyebilir. TSH yiiksek iken artan Tg metastaz
agisindan anlamhdir. Otoimmiin tiroiditlerde anti-Tg ve
anti-TPO antikorlarinin yiiksek olmast nedeniyle Tg diistik
olmasi rezidiiel ve metastatik tiroid kanseri olmadigin gos-
termez (47).

TSH vyiiksek iken hem Tg hem Anti-Tg ytiksekligi me-
tastaz agisinda uyarici olmaly, diger izlem yontemleri kulla-
nilmalidir. Tc®™ ve 1131 taramalari yiiksek riskli hastalarda
onemlidir. Postoperatif 4-6 hafta sonra yapilir. Bu tarama-
larin TSH yiiksek iken yapilma zorunlulugu vardir. Hipoti-
roidiye sokmadan rekombinant TSH ile tarama yapmak
miimkiindiir. Siipheli lezyonlarda USG esligine [1AB yapil-
malidir. Mediastinum igindeki olas1 metastatik lezyonlar
i¢in bilgisayarli tomografi (BT), manyetik rezonans goriin-
tilleme (MRG) yapilmalidir. Radyoaktif sintigrafinin nega-
tif, Tg yiiksek oldugu durumlarda USG ve CT’de metastaz-
lar bulunamazsa pozitron emiisyon tomografisi (PET) kul-
lanilabilir.

Izlem siiresi, ilk 2 y1l 6 ayda bir, 2-5 yil arasinda yilda
bir, 5 yildan sonra ise 2 yilda bir olmalidir.

SONUG

[k ameliyatta konservatif yaklagim tercih edilen, fakat pato-
lojik degerlendirme sonunda DTK saptanan hastalarda ge-
ride tiroid dokusu birakilmamasi amaciyla tamamlayic ti-
roidektomi uygun bir yaklagimdir. Tamamlayici tiroidekto-
mi ozellikle multisentrisite varliginda, timor ¢apinm 1,5
cm’den biiyiik oldugu, uzun yagam beklentisi olan, ameliyat
riskinin fazla olmadig1 hastalarda onerilmektedir. Kritik
nokta ameliyatin zamanlamasidir. ik 5 giin i¢inde ya da
3—4 aylik bir donem beklendikten sonra yapilmalidir. Ame-
liyatta paratrakeal lenf nodu diseksiyonu yapilmali ve alt ju-
guler lenf nodlar1 6rneklenmelidir (>1.5cm, makrosko-
pik/klinik lenf nodu metastazi). Juguler lenf nodlar1 pozitif
ise ameliyata modifiye radikal boyun diseksiyonu eklenme-
lidir. Ameliyat sonrast donemde 1'*! ile boyun taramasi ya-
pilmal, tiroid yataginda uptake %1,5’den fazla ise RA-

I ablasyonu yapilmalidir. Tiim hastalarda tiroid supresyon
tedavisi uygulanmalidur.
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