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Bilim Insanlari Dayanigsma Dernegi Tip Bilimleri Dergisi Bilim

Insanlart Dayanisma Dernegi’nin bir yayin organidir.

Bu dergide genel tip alanindaki klinik ve deneysel arastirma yazi-

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

mektuplar yayimlanir.

Derginin yayin dili Tiirkge ve Ingilizce’dir

Dergi her 3 ayda bir yayinlanir ve dort sayida bir cilt tamamla-

nir.

Editorler reklam amaci ile verilen ticari tirtinlerin 6zellikleri ve

aciklamalari konusundahigbir 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 Yayimn Kurulunun ve

Bilimsel Danigma Kurulunun onayindan ge¢mesi gerekmektedir.

Buikikurul, yayinikabul etme, diizeltme ve yayinlamamahakkina

sahiptir.

Dergiye gonderilen yazilar yaymlansin ya da yayinlanmasin geri

verilmez.

Makale yaymlanmak iizere dergiye gonderildikten sonra yazarlar-

dan higbiri, tiim yazarlarmn yazili izni olmadan yazar listesinden

silinemez,ayricahicbirisim,yazarolarakeklenemezveyazarsirasi
degistirelemez.

Biryazinindergide yer alabilmesi i¢in daha 6nce baska bir dergide

yaymlanmamis veya yaymlanmak tizere gonderilmemis olmasi

gerekmektedir. Kongrelerde sunulmug yazilar, bu durumun dip
not olarak belirtilmesi halinde kabul edilebilir.

Yazimin hazrlanmast:

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

B Yaz standart A4 kagidina, kagidin tek yiizii kullanilacak se-
kilde vegiftsatiraralikliolarak, kenarlardaenaz2.5 cmbosluk
kalacak sekilde yazilmalidir.

B Editére Sunum Sayfasi: Gonderilen makalenin kategorisi,
daha once bagka bir dergiye gonderilmemis oldugu, varsa
calismay1 maddi olarak destekleyen kisi ve kuruluslar ve
varsa bu kuruluglarin yazarlarla olan iliskileri, makale In-
gilizce ise; Ingilizce yoniinden kontroliiniin ve aragtirma
makalesi ise biyoistatistiksel kontroliintin yapildig: belirtil-
melidir.

B Baslhk sayfasindan baglamak tizere tiim sayfalar sag tist ko-
seden numaralandirilmalidir. Yazinin her boliimii yeni bir
sayfadan baglamali ve agagidaki siraya uymalidir: Baghk
sayfasi, 0zet, metin, tesekkiir, kaynaklar, tablo ve bagliklari,
sekil altyazi lari, bagliklar biiytik harserle yazilmalidir.

B Bashk Sayfasi: a) Metnin 6zlii ve aciklayici bir bagligini, b)
Tiim yazarlarin tam adlarini, akademik ve kurumsal tinvan-
larini, ¢) Caligmanin yapildigi klinik veya kurumun adini,
d) Sorumlu yazarin adresini, is ve GSM telefonunu, faks
numarasi ve e-posta adresini icermelidir.

Yazi gesitleri: Dergiye yaymlanmak tizere gonderilecek yazi ¢e-

sitleri su sekildedir;

B Orijinal Arastirma: Kliniklerde yapilan prospektifretros-
pektif ve her tiirlii deneysel galigmalar yayilanabilmekte-
dir.

Yapisi:

o Ozet (Ortalama 200-250 kelime; amag (net ve 6z), ma-
teryal ve metod/hastalar ve yontemler (net ve anlagilir),
bulgular (objektif) ve sonug¢ (6nemi ve literature katki-
s1) béliimlerinden olusan, Tiirkce ve Ingilizce)

e Giris bolimii konuyu birkag ctimle ile tanimlamal1 ve
caligmanin amaci net ve anlagilir bir bigimde belirtil-
melidir.

e Gere¢ ve Yontemler/Hastalar ve Yontemler bolimii,
hasta ve/veya laboratuar hayvanlari lizerine anlagilir ve
detayli tanimlamalar sunmalr; kullanilan arag, kimyasal
malzemeler ve yontemleri ve bagvurulan istatistiksel
yontemler detayli belirtilmelidir.

*  Bulgular bolimi c¢aligmanin sonuglarini vermelidir.
Veriler miimkiin oldugunca net, tercihen de tablo veya
sekiller i¢inde sunulmalidir.

e Tartigsma bolimi bulgulardan ¢ikarilan sonuglart ele
almali; yalnizca iligkili literatiir degerlendirilmelidir.
e Tesekkiir
e Kaynaklar
B Derleme: Dogrudan veya davet edilen yazarlar tara$ndan
hazirlanir. Tibbi 6zellik gosteren her tiirlii konu i¢in son tip
literatiiriinii de igine alacak sekilde hazirlanabilir. Yazarin o
konu ile ilgili basilmig yaymlarmm olmas: 6zellikle tercih
nedenidir.
Yapusi:
o Ozet (Ortalama 200-250 kelime, boliimsiiz, Tiirkce ve
Ingilizce)
e Konu ile ilgili bagliklar
e Kaynaklar
B Olgu Sunumu: Nadir goriilen, tan1 ve tedavide farklilik
goOsteren makalelerdir. Yeterli sayida fotograsarla ve sema-
larla desteklenmis olmalidir.

Yapisi:

o Ozet (ortalama 100-150 kelime; boliimsiiz; Tiirkce ve
Ingilizce)

e Girig

e Olgu Sunumu

e Tartisma

e Kaynaklar

B Editoryel Yorum/Tartisma: Yaymlanan orijinal arastir-
ma makaleleri ile ilgili, aragtirmanin yazarlari digindaki, o
konunun uzmant taraSndan degerlendirilmesidir. Konu ile
ilgili makalenin sonunda yaymlanir.

B Editore Mektup: Son bir yil igcinde dergide yayinlanan
makaleler ile ilgili okuyucularin degisik gortis, tecriibe ve
sorularini igeren en fazla 500 kelimelik yazilardir. Baghk ve
ozet boltiimleri yoktur. Kaynak sayist 5 ile sinirlidir. Hangi
makaleye (sayi, tarih verilerek) ithaf olundugu belirtilme-
li ve sonunda yazarmn ismi, kurumu, adresi bulunmalidir.
Mektuba cevap, editér veya makalenin yazar(lar)1 tarafin-
dan, yine dergide yayinlanarak verilir.

B Anahtar Kelimeler: En az 3 adet, Tiirkge ve Ingilizce ya-
zilmalidir. Ingilizce anahtar kelimeler “Medical Subject
Headings (MESH)”e uygun olarak verilmelidir (Bkz: www.
nlm.nih.gov/ mesh/MBrowser.html). Tiirkce anahtar keli-
meler MESH terimlerinin aynen cevirisi olmalidir.

B Kaynaklar: Kaynaklar metin icerisinde gegis sirasina gore
parantez i¢inde numaralandirilmalidir. Yalnizca yaynlan-
mis ya da yaymlanmas: kabul edilmis calismalar kaynak
olarak bildirilebilir. Dergi adlar1 index Medicus’a uygun
sekilde kisaltilmalidir. Alti ya da daha az sayida oldugun-
da tiim yazarlar verilmeli, altidan fazla yazar durumunda
tigtincii yazar arkasindan”et al” ya da “ark.” eklenmelidir.
Kaynak kontrolii 6nem tagimaktadir ve yazarlardan he han-
gi bir kaynagm tamaminin temini istenebilir. Kaynaklarda
noktalama isaretlerine dikkat edilmeli ve agsagida gosterilen
sekilde yazilmalidir:

B Makale icin; Yazar(lar)in soyad(lar)1 ve isim(ler)inin
basharf(ler)i, makale ismi, dergi ismi, yil, voliim, sayfa
no’su belirtilmelidir. Ornek: Kerem E, Reisman J, Corey M,
Canny GJ, Levison H. Prediction of mortality in patients
with cystic Sbrosis. N Engl J Med 1992;326:1187-91.

B Kitap icin; Yazar(lar)in soyad(lar)t ve isim(ler)inin
bagharf(ler)i, boliim baglig1, editoriin(lerin) ismi, kitap ismi,
kaginct baski oldugu, sehir, yaymevi, yil ve sayfalar belirtil-
melidir.

Ornek:

Yabanci dilde yaymlanan kitaplar icin;

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

Tiirkce Kkitaplar icin; S6zen TH. Bruselloz. Topcu AW,
Séyletir G, Doganay M, editérler. Infeksiyon Hastaliklart
ve Mikrobiyoloji. Cilt 1. Sistemlere Gore Infeksiyonlar. 1.
Baski. Istanbul: Nobel Tip Kitabevleri; 2002. p.636-42.



Yazar ve editoriin aym oldugu kitaplar icin; Yazar(lar)in/
editoriin soyad(lar)1 ve isim(ler)inin bagharf(ler) i, boliim
baslig1, editoriin(lerin) ismi, kitap ismi, kacinci baski oldu-
&u, sehir, yayinevi, yil ve sayfalar belirtilmelidir.

Ornek:

Yabanci dilde yaylanan kitaplar i¢in; Solcia E, Capella
C, Kloppel G. Tumors of the exocrine 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.

Tiirkce kitaplar icin; Simbiiloglu K, Simbiiloglu V.
Onemlilik testleri. Stimbiiloglu K, Siimbiiloglu V, editorler.
Biyoistatistik. 8. Baski. Ankara: Hatipoglu Yayinevi; 1998.
p.76-156.

B On-Line makale icin: Ticari olmayan ve hiikiimetler ile
uluslararast bilimsel kurul ve kuruluglarin resmi internet
sayfalari erigim tarihi belirtilerek kaynak olarak gosterile-
bilir. Ornek: Kavuncu V, Evcik D. Physiotherapy in rheu-
matoid arthritis. http://www.medscape.com/viewarticle/
4748807src= search. Erisim: 20.05.2004

14.  Her tirli ¢izim, graSk, mikrograf ve radiograf sekil olarak
adlandirilir. Metin i¢inde yazidaki tiim sekil ve tablolara atifta
bulunulmalidir. Tablo ve Sekiller (Cizim ve Fotogragar) ciimle
sonunda parantez i¢inde numara ile belirtilmelidir. Tablolarin
ve sekillerin alt yazilar1 ayr1 bir sayfaya yazilmalidir. Fotogra-
sar yliksek coziintirliikte, JPEG formatinda kayitl olarak gon-
derilmelidir.

15.  Bilgilendirerek onay alma ve ETIK: Deneysel caligmalarin
sonuglarmi bildiren yazilarda, c¢alismanmn yapildig:r goniilli
ya da hastalara uygulanacak prosediir(lerin) 6zelligi tiimiiyle
anlatildiktan sonra, onaylarinin alindigint gosterir bir ciimle

INFORMATION FOR AUTHORS

1. Journal of Medical Sciences, Scientists Solidarity Association is
the official publication of Scientists Solidarity Association.
2. 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.

3. The official languages of the journal are Turkish and English.

4. The journal is published in every 3 months and a volume is
formed of four issues.

5. The editors do not guarantee, warrant or endorse any product or
service advertised in the publication.

6. The author(s) take(s) the scientific and ethical responsibility/
liability of all statements and opinions expressed in the articles.

7. The Publisher reserves copyright on all published material in the
journal.

8. 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.

9. Manuscripts, whether accepted or rejected, will not normally be
returned to the author(s).

10.  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.

11.  Manuscripts are considered for publication only if they have
not been published previously in print format and are not
under consideration for publication by another journal. Free
communications and posters presented in the congresses can be
considered for publication if this is explained by a footnote.

12 Preparation of the manuscript:

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

B Manuscript must be printed with laser or inkjet printer
onstandard A4 paper with wide margins of at least 2.5 cm.
The text should be double-spaced, type-written on one side
of the paper only.
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konulmalidir. Yazarlar, bu tiir bir caligma s6z konusu oldugun-
da, uluslararasi alanda kabul edilen klavuzlara ve T.C. Saglik
Bakanlig1 taraSndan getirilen yonetmelik ve yazilarda belirti-
len hiikiimlere uyuldugunu belitmeli ve kurumdan aldikalr etik
komitesi onaymi gondermelidir. Hayvanlar tlizerinde yapilan
caligmalarda agr1, act ve rahatsizlik verilmemesi icin neler ya-
pildigr agik bir sekilde belirtilmelidir.
Yayin inceleme siirecini hizlandirmak amaciyla yazilar elek-
tronik olarak kabul edilmektedir. Yaym metni IBM uyumlu
bilgisayarda, Microsoft Word programinda hazirlanmalidir. Se-
kil ve tablo gibi eklerin de elektronik ortamda yaz ile birlikte
gonderilmesi gerekir. Sekiller ve resimler JPEG formatinda ve
yiiksek ¢oziintirliikte olmalidir. Yazilar degerlendirilmek tizere
“tipder@bidder.org.tr” adresine gonderilmelidir.
Telif hakk ile ilgili agagidaki yazi tiim yazarlar tarafindan okun-
duktansonra, yine tiimyazarlartara§ndanimzalanarak dergimize
gonderilmelidir:

BILIM INSANLARI DAYANISMA DERNEGI

TIP BILIMLERI DERGISI YAYIN KURULU BASKANLIGI'NA

Asagida imzasi olan yazarlar “............cccccovevirenereenennns ” bagliklt

makalenin ve ilgili sekillerin tiim telif haklarini, makalenin dergide ya-
yinlanmasi halinde Bilim Insanlari Dayanisma Dernegi Tip Bilimleri
Dergisi’nedevrederler. Makaleninorijinaloldugunu,bagvuruanindabas-
kabirdergidedegerlendirmedeolmadiginivedahadnceyayinlanmadigini

garanti ederler.

Makalenin son sekli tiim yazarlar taraSndan okunmus ve onay-

lanmugtir.
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Geregini bilgilerinize sunariz.

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 s0), approval for language for articles
in English and approval for statistical analysis for original
resarcharticles.

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
sequence: Title page, abstract, text, acknowledgements,
references, tables with titles, legends for figures. Capitals
should be used for the headings.

B Title Page: The title page should include a) The title of the
article which should be concise but informative, b) Complete
name of each author with highest academic degrees and
institutional affiliations, ¢) Name of the department(s)
and institution(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:

e Original Research Articles: Original prospective or
retrospective studies of basic or clinical investigations
in areas relevant to medicine.

Content:

e Abstract (200-250 words; the structured abstract contain
the following sections: aim (clearly and concisely),
material and methods/patients and methods (clear and
understandably), results (objectively), conclusion (the
empbhasis, the contribution to the literature ); English)

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

e 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 description of the statistical
analysis employed should also be given detailed.

e 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.



e In the Discussion, the conclusions derived from the
results should be stated. The results should be discussed
with reference only to the relevant literature.

e Acknowledgements

e 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:

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

e Titles on related topics

e References

Case Reports: Brief descriptions of a previously

undocumented disease process, a unique unreported

manifestation or treatment of a known disease process, or
unique unreported complications of treatment regimens.

They should include an adequate number of photos and

figures.

Content:

e Abstract (average 100-150 words; without structural
divisions; English)

e Introduction
e Case report
¢ Discussion
e References
Editorial Commentary/Discussion: Usually written
by reviewers involved in the evaluation of a submitted
manuscript, and published concurrently with that
manuscript.
Letters to the Editor: Readers are encouraged to submit
commentary on articles published in the Journal within
the last year. 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 original 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; otherwise 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

number, and inclusive pages, must be indicated.

Example: Kerem E, Reisman J, Corey M, Canny GJ,

Levison H. Prediction of mortality in patients with cystic

fibrosis. N Engl J Med 1992;326:1187-91.

17.

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. 1st ed. Philadelphia: WB Saunders; 1992.
p.1079-138.

Format for books of which the editor and author are
the same person; initials of author(s)’ editor(s)’ names and
surnames chapter title, editor’s name, book title, edition,
city, publisher, date and pages.

Example: Solcia E, Capella C, Kloppel G. Tumors of the
exocrine pancreas. In: Solcia E, Capella C, Kloppel G, eds.
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ENDOVENOUS ABLATION WITH A 1470 NM DIODE
LASER FOR THE TREATMENT OF GREAT SAPHENOUS
VEIN INSUFFICIENCY: EARLY TERM RESULTS OF

A PROSPECTIVE CLINICAL TRIAL

1470 NM DIYOT LAZER ILE BUYUK SAFEN VEN YETMEZLIGININ

ENDOVENOZ ABLASYON YONTEMIYLE TEDAVISI:
KISA DONEM SONUCLARINA ILISKIN KLINIK BIR CALISMA

Cevdet FURAT

ARASTIRMA

OZET

RESEARCH

ABSTRACT

Amac: Bu prospektif ¢aligma, 1470 nm diyot lazer ile biiyiik sa-
fen ven (BSV) yetmezliginin, endovendz lazer ablasyon (EVLA)
tedavisi ile sonuclarint gostermeyi amaglamaktadir. Biz BSV yet-
mezligi tedavisinde kullanilan EVLA uygulamasinin erken dénem
sonuclarini sunmayi1 amagladik Bu ¢alismanin amaci, 1470 nm
diyot lazer dalga boyu ve radyal fiber tip EVLA ile BSV yetmezli-
ginin tedavisinde etkinligini, erken dénem postoperatif morbidite
ve hasta konforu ile karsilagtirmaktir.

Hastalar ve Yontem: Bu prospektif ¢alisma, Mart 2011 ve Ma-
yis 2011 tarihleri arasinda yapildi. 1470 nm dalga boyunda lazer
EVLA kullanarak toplam 95 hastada, BSV yetmezligi tedavi edil-
di. 95 hastanin, 45’1 kadin (%47.3) ve 50’si erkek (%52.7) olmak
tizere safen refliisii olan varik6z ven yetmezligi tedavi edildi. Bu
hastalarin yaglar1 28 ile 70 y1l (ortanca 49 yil) arasinda degismek-
teydi. EVLA sonrasi, hastalar dupleks ultrasonografi ile monitori-
ze edildi. Ameliyat sonrasi, ameliyat sonras1 2. giin, 7. glin ve 1., 3.
ve 6. ayda klinik olarak hastalar degerlendirildi. Her hasta icin, her
bir extremitede agr1 diizeyini degerlendirmek i¢in EVLA sonrasi
iki gtinliik bir inceleme planlandi.

Gelig Tarihi/Received: 11/01/2012

iletisim

Aim: This prospective study aims to demonstrate the treatment
outcomes of endovenous laser ablation (EVLA) of GSV
insufficiency with a 1470 nm diode laser in an ambulatory
setting. We aimed to present the early term results of EVLA
procedures that were used to treat great saphenous vein (GSV)
insufficiency.The aim of this study is to compare efficacy, early
postoperative morbiditiy and patient comfort of a 1470 nm diode
laser wawelengths and radial fibre type in treatment of GSV
incompetence resulting in varicosities of the lower limb.

Patients and Methods: This prospective study was conducted
between March 2011 and May 2011. A total of 95 incompetent
GSVs were treated using EVLA with a 1470 nm diode wavelength
laser. 95 were treated for varicose veins with saphenous reflux,
including 45 females (47.3%) and 50 males (52.7%). These patients
ages ranged from 28 to 70 years (median, 49 years). After the
EVLA, the patients were monitored using duplex ultrasonography
and were assessed clinically at the 2nd postoperative day, 7th
day and 1, 3 and 6 months after the surgery. The patients were
scheduled for a two day examination after the EVLA to assess the
level of pain that each patient was experiencing in each limb.

Kabul Tarihi/Accepted: 12/3/2012
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Bulgular: Alt1 aylik bir takip stiresi sonunda, dupleks ultrasonog-
rafi taramalar1 sonrasi, toplam 95 hastada (% 100) biiytik safen ven
(BSV) okliizyonu saptandi. Bu ¢alismada asagidaki komplikas-
yonlar gozlendi: parestezi ve hipoestezi (%1), sisme ve sertlesme
(%2), deri pigmentasyonu (%4), derin ven trombozu (%0), eritem
(%1) ve kanama (%1).Tim prosediir igin ortalama gérsel analog

agr1 skoru p <0.05 oldu.

Sonu¢: EVLA prosediiriiniin erken dénem sonuglarinin tatmin
edici oldugunu ve bu ¢alismanin sonuglari; BSV yetersizligi teda-
visi i¢in 1470 nm dalga boyu kullanarak yapilan EVLA giivenligi-
ni ve etkinligini teyit etti. Ayrica hastalar simdiki nesil lazerler ile
tedavi edilenlere gore minimal prosediirel rahatsizlik yasadi. Bu
durum, daha spesifik lazer enerjisi emilimi 6zellikleri olan ikincil

damar duvari yaralanmasiyla ilgili olabilir.

Anahtar kelimeler: Endovenoz lazer ablasyon, safen ven, venoz

yetmezlik

INTRODUCTION

Varicose veins are on of the most common diseases
in the world and affect up to 40% of men and 32% of
women (1,2). Despite their detrimental effects on pati-
ents quality of life, most patients decide not to undergo
any treatment. Common symptoms of this disease inc-
lude leg pain, swelling, and skin pigmentation (3). The
effect of venous insufficiency on patients quality of life
is comparable with other common chronic diseases such
as arthritis, dibates mellitus and cardiovascular disesae
.

The majority of varicose veins are due to great sap-
henous vein (GSV) incompetence, with or without in-
competent perforators. The conventional treatment for
great saphenous system varicose veins is the ligation of
the saphenofemoral junction and stripping of the GSV.
This conventional treatment includes the use of general
or spinal anesthesia. In many centers, patients undergo-
ing this operation are hospitalized for at least one day.
An endovenous obliteration of the GSV is an alterna-
tive procedure to the conventional treatment. This de-
cision to not undergo treatment is mainly because the
only treatment options include classic surgery, which is
invasive, and does not prevent a notable recurrence rate,
and conservative treatments, which are difficult to fol-
low. The present study aimed to evaluate the efficacy of
endovenous laser ablation (EVLA) with a 1470 nm laser
and to analyze the early and mid-term results of 95 sepa-
rate EVLA procedures to treat GSV insufficiency.

In the last decade, the spectrum of treatments avai-
lable for varicose veins has broadened with the introdu-

Results: At the end of a six month follow-up period, the post
procedural duplex scans revealed a total occlusion of the treated
GSVs in 95 of the patients (100%). The following complications
were observed in the present study: paraesthesia and hypoesthesia
(1%), swelling and induration (2%), skin pigmentation (4%),
deep vein thrombosis (0%), erythema (1%), and bleeding (1%).
The mean visual analog pain score for the entire procedure was
p<0.05.

Conclusion: Our early term results of the EVLA procedure were
satisfactory, and the results of this study reaffirmed the safety and
effectiveness of an EVLA using a 1470 nm wavelength for the
treatment of GSV insufficiency. Furthermore patients experienced
minimal post procedure discomfort compared to those treated with
the current generation of lasers. This may reflecte more specific
vein wall injury secondary to the absorption characteristics of the
laser energy.

Key words: Endovenous laser ablation, saphenous vein, venous
insufficiency

ction of minimally invasive treatment modalities, such
as radiofrequency ablation, EVLA, and ultrasound-gu-
ided foam sclerotherapy. In particular, EVLA has been
shown to be a highly effective technique with prominent
occlusion rates (5,6). The aim of this prospective non-
randomized study is to evaluate our results performing
the EVLA procedure and to assess its safety and effecti-
veness in the ambulatory setting.

PATIENTS AND METHODS

Patients

This prospective non-randomized study included
symptomatic patients who underwent EVLA in our hos-
pital between March 2011 and May 2011,we performed
EVLAs in 95 patients (Table 1). All patients had GSV
varicosity and primary saphenofemoral junction (SFJ)
insufficiency. The study is in compliance with the prin-
ciples stated in the Helsinki Declaration. Approval from
the hospital ethics committee was received for the study.
Informed consent was obtained after the patients were
given a detailed explanation of the procedure.

The principal examination included a detailed his-
tory of disease, a focused physical examination, and ve-
nous duplex ultrasound imaging. The patients with SFJ
and GSV insufficiencies were evaluated as precandida-
tes for EVLA. The duplex scanning was performed by a
radiologist using an venous duplex ultrasonography exa-
mination was performed by the radiology department on
each patient before and after their treatment (Acuson®,
Malvern, PA, Siemens ultrasonography system, Ger-
many, 5-12 MHz linear probe). Deep, superficial, and



perforating venous systems were evaluated. The veins
were examined with the patient in an upright position to
determine venous reflux, which is defined as retrograde
flow of > 0.5-sec duration (7). where as a perforator was
considered to be incompetent if it’s diameter was 4 mm
or greater and/or it’s outward directional flow exceeded
0.5s.

Patients with deep vein insufficiency as demonstra-
ted by the venous duplex ultrasonography were not inc-
luded in the study.

The GSV diameter was measured at a location that
was 3 cm below the saphenofemoral junction. In additi-

Table 1- Demographic And Clinical Data of 95 Patients in
Whom Endovenous Laser Ablations were Performed

Result

Age (years, mean (range)) 49 (28-70)
Gender Sex (n (%))
Female 45 (47.3%)
Male 50 (52.7%)
Limbs (n (%))
Total number of limbs 118
Unilateral limbs 72 (75.8%)
Bilateral limbs 23 (24.2%)
Premorbid conditions (n (%))
Hypertension 8 (8.4%)
Diabetes mellitus 12 (12.6%)
Hypertension+diabetes mellitus Arthritis 5(5.3%)

7 (7.4%)
CEAP clinical class (n(%))
II(simple varicose vein) (n (%)) 62 (65.3%)
III(ankle edema) (n (%)) 20 (21%)
IV(ankle edema) (n (%))
V/VI C5 (healed venous ulcer) (n (%)) 1(3) 802;57;7)0)
Varicosity at GSV (n (%)) Right 34 (35.7)

Left 61 (64.2)

Varicose veins (n(%))

Few 17 (17.9%)
Calf 35 (36.8%)
Calf and thigh 11 (11.6%)
Pain/cramping (n(%))

Occasional 72 (68.5%)
Daily 14 (14.7%)
Edema 16 (16.8%)
Pigmentation (n(%))

Small area 7 (7.5%)
Large area 3(3.1%)

CEAP, clinical, etiological, anatomical, and pathological
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on, the small saphenous vein (SSV) diameter was mea-
sured at a location that was 1.5 cm below the SPJ while
the patient was standing.

The patients who were excluded from the study inc-
luded those patients with occlusive arterial disease, pa-
tients with a known thrombotic disease or hemorrhagic
tendency (including oral anticoagulation use), patients
with an inability to ambulate, and women who were
pregnant or planning to become pregnant. The clinical,
etiological, anatomical, and pathophysiological (CEAP)
classification of varicose veins was determined for all
patients (8,9). Patients were excluded from the study
if there was any evidence of deep venous thrombosis
(DVT), superficial thrombophlebitis, nonhealing ulcers
or nonpalpable pedal pulses. The patients with very
superficial or tortuous GSVs were also excluded from
the present study. The patients were warned about vein
thickening and tenderness along the tributaries after the
EVLA.

There were 95 patients who were treated for vari-
cose veins with saphenous reflux, including 45 (47.3%)
females and 50 (52.7%) males. With ages ranging from
28 to 70 year(median, 49 years). The most common syp-
toms were cramping and pain in the lower limbs, which
occured in 65(68.4%) of the patients. Other symptoms
included lower limb swelling in 16(16.9%) of the pa-
tients and skin pigmentation in 5(5.3%) of the patients.
9(9.4%) of our patients chose to undergo the surgery for
cosmetic reasons.

PROCEDURE OF EVLA

For all cases, a diode laser kit was used; the kit is
suitable for the 1470 nm diode laser. This kit consists
of a bare fiber, a 70 cm guiding catheter with controlled
pullback and guidance markings for cm, a 6 Fr introdu-
cer sheath, an 0.035-J tip guidewire with length of 150
cm, and a 16 gauge entry needle.

Table 2- Methods and Treatment Parameters

Study Group
Laser 1470 nm
Type of Fiber radial tip fiber
Number of Patients Treated 95
Joules Used Per cm 45 J/cm (median)

The course of GSV, branch varicosities, and per-
forating veins were identified by inspection while the
patient was in the upright position , and were marked
on the skin with a surgical pen. For all cases, EVLA
was performed along with general or local anesthesia
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using tumescent solution. The leg was disinfected with
a povidone-iodine solution and was then covered with
sterile cloths. Similarly, the transducer probe (Sonosite
M-Turbo, Vascular Ultrasonography, USA, 6 -13 MHz
linear) of the ultrasonography machine was disinfected
with the povidone-iodine solution and placed in a sterile

The patients wore elastic bandages for two days and
class II (30-40 mmHg) stockings for at least one month.
The patients were also advised to walk for at least one
hour/day and were warned to avoid intense exercise and
standing for a long period of time.

Table 3- Operative Data of 95 Patients in Whom EVLA Procedures Were Performed

sheath. We used a spinal anesthesia needle (Spinocan,
0.53x88/25 gauge) and an intravenous solution device
to administer the tumescent anesthesia solution using
US guidance. The anesthetic solution for the tumes-
cent anesthesia consisted of 500 mL saline, 5 mL 10%
lidocaine, 10 mL 8.4% sodium bicarbonate, and 1 mL
adrenaline. The GSV was inserted at knee level via a
percutaneous needle puncture, 16 gauge Seldinger tech-
nique under ultrasound guidance. . In case of tortuosity
of the GSV, a 2-3-cm incision was made over the GSV
to facilitate the procedure. A 5 Fr sheath was then passed
over the J-tip guidewire 2-3 cm below the SFJ. Once we
confirmed the position of the sheath with ultrasonograp-
hy, a 600-pm radial-tipped laser fiber was inserted. The
distal tip of the laser fiber was positioned 2-3 cm below
the SFJ; we confirmed it’s position through ultrasound
guidance and direct visualization of the red aiming beam
of the laser fiber, which can be seen through the skin at
the groin crease.

After administering the tumescent anesthesia, we
performed an EVLA (1470 nm, delivering 40-70 jou-
les/cm of energy). Laser energy was applied using the
laser’s continuous mode and a constant pullback with a
rate corresponding to 45 J cm™ (the power 4-6 W was
used in CW mode) (Table 2-3), linear endovenous ener-
gy density (LEED) (statistical). An avulsion phlebec-
tomy or a foam sclerotherapy for the leg and ankle were
performed (if indicated) under local anesthesia. After
each vein was ablated, the fiber and the sheath/catheter
were removed, and the puncture area was covered using
sterile tape. Then, an elastic compression bandage was
applied then wrapped around the leg and kept over the
length of the treated vein for 48 h. After patients were
trans-ferred to the recovery room, they were encouraged
to ambu late immediately in accordance with the hospi-
tal sedation protocol.

EVLA application (%) Right 34 (35.7%) Left 61 (64.2%)
Type of anesthesia (n (%)) Local: 23 (11.22) General: 72 (88.78)
Mean laser power (W) 5.18 £0.83
Mean treated vein segment (cm) 26.80 + 8.32
Mean tumescent anesthesia volume (mL) 460.54 + 66.20
Mean total applied energy (J) 2153.52+230.78

ASSESMENT OF OUTCOME

All patients were followed up on an outpatient basis.
If there were no complications, the first routine post-ab-
lation evaluation was performed the first week after the
patient was discharged. Subsequent follow-ups, which
included clinical examination and venous ultrasound
imaging, were performed at the two day, first week, the
first, third and sixth month after the laser ablation pro-
cedure. The purpose of the ultrasonography examination
was to examine the ablated vein for venous reflux and
thrombus recanalization and to also exclude deep vein
thrombosis. The success of the ablation procedure was
defined as lack of compressibility of the treated vein
segment, absence of blood flow inside the vein, decrea-
sed vein diameter, and the palpation of the fibrotic vein
during examination. Complications such as pain durati-
on, ecchymosis, skin burn, deep vein thrombosis, pares-
thesia, induration or complaints related to EVLA were
evaluated and recorded for each case.

ASSESMENT OF PAIN

Following the treatment, all patients were informed
and asked to complete a diary card for two days to record
after the EVLA procedure to assess their level of pain.
They were asked to use the Visual Analog Pain Scale
(VAPS) (with numerical grades from 0 cm for no pain
and PE 10 cm for the worst pain that the patient had ever
experienced), which was provided at the time of disc-
harge. At the first post-ablation follow-up, patients were
questioned about whether they took the recommended
analgesic drugs and if so, on which day they perceived
the maximum amount of pain.

The pain score was assessed for each leg separately
in the patients who had an EVLA administered to both
legs. This pain score evaluation was conducted on 50
legs of male patients and on 45 legs of female patients
(Table 4).



Table 4- Age and Pain Score of Subjects Whose
Number of Legs Assessed With Respect
to the Pain Score

Female (n=45) | Male (n=50)
Mean | SD | Mean | SD Y
Age | 4328 | 12,9 | 42,65 | 17,56 0,013
Pain 1,06 | 0,035 | 1,01 | 0,012 0,035
score SD, standard
deviation
STATISTICAL ANALYSIS

Recurrence, postoperative complications, morbidity
and side effect rates were compared group using Fisher’s
exact test. Patient satisfaction in the group was compa-
red using a Mann-Whitney U test. A p value of <0.05
was considered significant. All analyses were performed
using the statistical package SPSS® statistical for Win-
dows version 15.0 (SPSSS, Chicago,IL, USA).

MALWNS

pre-op, day:0
ultrasonography image

Figure 1- Ultrasonographic Image of EVLA Procedures
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RESULTS

The optical-thermal interaction between the laser
beam and the vein wall implies the dependency on cho-
sen wavelength (10). The lengths of the GSVs that were
treated in the present study ranged from 25 to 40 cm
(Mean treated vein segment (cm) 26.80 + 8.32) and the
diameter of the SSV ranged from 6 to 14 mm (medi-
an, 8 mm). The mean operating time and mean amount
of energy delivered per unit length were 20 min (range,
25-40 min) and 90 joules/cm (range, 50-100 joules/cm),
respectively. A mean of 460.54 + 66.20 mL tumescent
solution was injected in the areas around the GSVs. The
median follow-up period for all of the patients was 3
months (range, 0-6 months). The following premorbid
conditions were present in these patients: hypertensi-
on (8.4%), diabetes mellitus (12.6%), and hyperten-
sion in addition to diabetes mellitus (5.3%), arthritis
(7.4%) (Table 1). The mean age of the male patients was
42.65+17.56 years, and the mean age of the female pati-
ents was 43.28+12.90 years. The mean age of the female
patients was greater than that of the male patients (P =

34 MALRHS

post-op day:1
ultrasonography image

post-op day:30
ultrasonography image

post-op day:30
ultrasonography image
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0.013).The mean VAP score for the male patients was
1.01+0,012 and the mean VAP score for the female pati-
ents was 1.06+0.035). The mean VAP score for all legs
was 1.035+0.023. No differences were observed in the
mean pain scores with respect to gender (P = 0.035) or
age (P = 0.013) (Table 3). At the end of the six month
follow-up period, the post-procedural duplex scans reve-
aled a total occlusion of the treated GSVs for 95 patients
(100%) and a subtotal occlusion for 0 (0%) patients.

At the one-month duplex examination, the patients
who were treated using an EVLA had visible GSVs;
however, the diameters of the GSVs were decreased
by approximately 93%. (ultrasonography image of the
EVLA procedures) (Figure 1)

There was no mortality in our study. During the fol-
low-up visit, the varicosities of all of the patients were
resolved, and all of the patients experienced an improve-
ment in their symptoms post operatively.

The complications of EVLA that were experienced
by our patients included paraesthesia and hypoesthesia
of the affected lower limbs in 1 (1.05%) patients, swel-
ling and induration in 2 (2.1%) patients, skin pigmenta-
tion in 4 (4.2%) patients, erythema in 1 (1%) patient, and
bleeding from the GSV puncture site in 1 (1%) patient
(Table 5).

Table 5- Complications of the EVLA Procedures

Complications n (%)
Paraesthesia and Hypoesthesia 1(1.05%)
Skin pigmentation 4 (4.2%)
Swelling and induration 2 (2.1%)
Bleeding 1 (1%)
Erythema and bruising 1 (1%)
Deep vein thrombosis 0 (0%)

EVLA, endovenous laser ablation

The paraesthesia and hypoesthesia in the laser-ab-
lated limbs resolved in less than one month after the
procedure without treatment. The swelling, induration,
erythema and local pain also resolved spontaneously in
less than two weeks after the procedure.

No patient underwent a secondary surgical proce-
dure, and none of the patients developed a pulmonary
embolism.

DISCUSSION

The interaction between vein wall and laser beam
has been under debate since the introduction of the en-

dovenous laser ablation technique in the market and the
subsequent FDA approval in 2002 of the laser ablation
for varicose veins. The mechanism of interaction is ba-
sed on several principles at the moment: optical-thermal
response caused by the scattered laser beam; response of
the vein wall to heat diffusion from the radial fiber tip;
the direct contact between the vein wall and fiber tip;
and the recently explored one, which is the evaporation
condensation mechanism which implies the vein wall’s
response to condensing boiling bubbles. The boiling
bubbles travel only the distance of around 20 mm, pro-
motes heat transfer and thermal homogenization, before
get condensing. In this case there is a correspondence to
the phenomenon of heat pipe, where over the length of
20 mm the achieved saturation temperature, within the
venous cylindrical volume with noncondensing bubbles,
is 100°C. This phenomenon is followed by the pullback
speed which is suggested to be in the range 1-2 mm/s
and which assures the irreversible vein coagulation with
the temperature of 100°C. The irreversible vein coagula-
tion happens with a temperature of 75°C over 1 second
or 70°C over 10 seconds exposure (11,12).

The reduced absorption in hemoglobin, in case of the
1470 nm, leads to reduced carbonization of vein wall. Its
increased absorption in water enables the boiling bubb-
le effect to the vein wall. The qualitative analysis with
optical coherence tomography shows that it is enough
to coagulate the intima and media layers of vein wall
without any transmural defect, which happens with the
RF ablation at 85° C. The applied laser energy is respon-
sible for the thermal damage of endothelium and tunica
intima (inner vein wall) which leads to the tissue destru-
ction and permanent vein occlusion (13). The optical to-
mography also shows that vein perforations are noticed
with hemoglobin specific wavelengths even when the
average LEED (around 35 J/cm) is applied (14). EVLA
has a high success rate of over 90%, as demonstrated by
several years of follow-up studies, and this procedure
has a lower complication rate than traditional ligation
with stripping (15). EVLA for the treatment of saphe-
nous vein insufficiency has been succesfully used for 10
years.

EVLA damages blood-filled vessels as a result of
steam formation, leading to endothelial denudation, col-
lagen contraction, and vein wall fibrosis (16).

The results of the prospective randomized study of
endovenous radiofrequency obliteration (closure proce-
dure) versus ligation and stripping in a selected patient
population (EVOLVeS Study) included greater quality
of life scores after endovenous treatment compared with
conventional treatment for varicose veins at the one-and
two-year assessment time points (6).



Endovenous ablation has advantages over conven-
tional surgery, including a lower level of postoperative
pain, shorter periods of sick leave, an earlier return to
normal activities, and a reduction in the overall cost to
society (17). In several large case studies, the technical
success rate was approximately 100%, and the long-
term success rate (up to 5 years) ranged from 90% to
100% (18).

The post-procedural duplex US evaluations for the
patients in the present study revealed that a total occlu-
sion of the treated GSVs occurred in 95 patients (100%)
and that a subtotal occlusion in 0 (0%) patients. The suc-
cess rate was 100% with evident thrombotic occlusion.

We used a 1470 nm laser in our study because it was
readily available at our hospital. The 1470 nm wavelen-
gth has a direct impact on the vein wall due to the ab-
sorption in interstitial water. Besides, there was no scar-
ring and carbonization effect and no general anesthesia
use. There were no complications and the minimal reco-
very period allowed immediate return to daily activities.
There were no painful indurations and paresthesia was
present only absolutely, there was no case of ablation
induced deep vein thrombosis.

Thromboembolic complications may occur after any
type of treatment for varicose veins. DVT is a serious
complication of varicose vein surgery, with an associ-
ated risk of a pulmonary embolism. Prospective duplex
screening identifies DVT in 5% of patients, compared to
a clinical incidence of approximately 1% (19). Van Rij
et al. (20) documented DVT in 5.3% of their patients
limbs after varicose vein surgery; however, the majority
of these thrombi were localized to the tibial veins. As
demonstrated by previous trials and case studies, DVT
in patients who have undergone EVLA is rare, with a
reported incidence of 0% to 6%.

EHIT is thrombus extension into a deep vein after
a superficial venous thermoablation that usually carries
a benign prognosis. Marsh et al (21) observed an inci-
dence of DVT of 1% after EVLA. In their study, which
included 350 patients, three cases of EHIT (0.9%) were
recorded.

We observed an incidence of DVT of 1% in our
EVLA study, and this case of DVT was an EHIT. This
patient was asymptomatic, and the diagnosis of EHIT
was based solely on the routine postprocedural US exa-
mination.

Yoshioka et al (22) observed a DVT incidence of
8.3% in their spine surgery study, in which regional
anesthesia was used. However, to our knowledge, no
reports exist in the literature about the DVT incidence
after EVLA performed using an anesthesia method other
than tumescent anesthesia.
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In our EVLA study, general/regional anesthesia and
intravenous sedation were not used; we used tumescent
anesthesia.

Early mobilization and wearing compression stoc-
kings that were worn for at least one month postoperati-
vely were effective at maintaining a low DVT incidence.
This result was similar to those of other studies. To redu-
ce the level of preoperative pain, the use of general/re-
gional anesthesia or intravenous sedation during EVLA
instead of tumescent anesthesia may increase the risk of
DVT because the patient will not be able to stand and
walk immediately after the procedure.

The mean pain score in our EVLA study was similar
to the value reported in Ho et al. (23) These authors used
a similar pain scale for a study of EVLLA (940 nm) that
included 24 patients. In addition, we observed that the
pain scores in our EVLA were independent of age and
gender.

Hyperpigmentation along the course of the treated
vein may also be observed, especially when the vein is
lo-cated above the fascial level or if the patient is thin.
However, this pigmentation gradually fades over time.
The mean body mass index of our patients with hyper-
pigmentation follow-ing the EVLA was significantly
lower than that of the other patients. This factor may
have contributed to the skin discoloration that was ob-
served following the EVLA.

The endovenous laser ablation with 1470nm is a mi-
nimally invasive, with almost no pain, less bruising and
swelling comparing to other wavelengths. The results of
the present EVLA study using a 1470 nm laser indicate
that this procedure is safe and effec-tive in all suitable
patients, especially in terms of the level of postoperative
pain, regardless of the patient’s age and gender.
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KORONER ARTER BYPASS CERRAHISINDE L-KARNITININ
MYOKARD FONKSIYONLARI UZERINE ETKISI

THE EFFECT OF L-CARNITINE ON MYOCARDIAL FUNCTION AFTER

CORONARY ARTERY BYPASS SURGERY
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ABSTRACT

Amagc: Karnitin yag asit metabolizmast i¢in gerekli bir ko-faktor-
diir ve normal aerobik kalpte ATP’nin 6ncelikli kaynaklarindandir.
Miyokard iskemisi sirasinda yag asit metabolizmast bozulur ve
doku karnitin seviyeleri azalir. Kalp karnitin sentezleyemedigin-
den reperfiizyon sirasinda karnitin varligi miyokard fonksiyonu
icin 6nemli bir rol oynar. Bu ¢aligsmada, koroner arter bypass cer-
rahisi uygulanacak olan hastalarda, karnitin ile zenginlestirilmis
kan kardiyoplejisinin miyokard tizerine olan etkisi ve myokardi
postiskemik reperfiizyon hasarindan korumadaki etkinliginin aras-
tirtlmas1 amaglanmustir.

Hastalar ve Yontem: Calismaya Hacettepe Universitesi Tip
Fakiiltesi Kalp ve Damar Cerrahisi Anabilim Dalinda, Nisan
2005-Haziran 2005 tarihleri arasinda, elektif koroner by-pass cer-
rahisi uygulanan 20 hasta alinmustir. Hastalar 2 gruba ayrildi. Grup
I (kontrol grubu) ve grup II (¢calisma grubu) olmak lizere 10’ar
kisi igeriyordu. Grup I’de standart soguk kan kardiyoplejisi ve
grup II’de karnitin iceren kan kardiyoplejisi kullanildi. Hastalarda
preoperatif donemde ve postoperatif donemde kardiyak verilerin
Olgtimleri yapildi.

Bulgular: Kardiak output (CO), calisma grubunda postoperatif 1.
saatte anlamli derecede yiiksekti (kontrol grubu; 4,94 + 0.09 L/dk
ve calisma grubu; 5.32 + 0,43 L/dk; p<0,005), CPB sonrasi da an-
lamli fark bulundu kontrol grubunda 2,99 + 0,09 L/dk ve calisma
grubu 3,18 + 0,12 L/dk. Postoperatif 6.saatten sonraki 6l¢iimlerde
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iletisim

Aim: Carnitine is an essential cofactor for fatty acid (FA)
metabolism and the predominant source of ATP in the normal
aerobic heart. During myocardial ischemia, FA metabolism is
impaired and tissue carnitine levels are depleted. Since the heart
cannot synthesize carnitine, carnitine could play an important role
for myocardial function during reperfusion.

Patients and Methods: In this study we aimed to investigate the
effects of L-carnitine enriched blood cardioplegia on myocardial
tissue and protective effect on myocardial repefusion injury.
From April 2005 to June 2005 twenty patients were selected who
underwent elective coronary artery bypass surgery Hacettepe
University Department of Cardiovascular Surgery. Patients were
divided into two groups. Group I (controlled group) included 10
patients and Grup II (study group) included 10 patients in group
I, with standart cold blood cardioplegia was used and in group
II, L-carnitine enriched cold blood was use. The patient were
assessed for cardiac output, cardiac index, left and right cardiac
work. Results: Cardiac output (CO) was found to be significantly
high in the study group at the postoperative 1st hour control group;
4,94 + 0.09 L/min and study group 5.32 + 0,43 L/min; p<0,005,
after CPB control group 2,99 + 0,09 L/min and study group 3,18
+ 0,12 L/dk. After the six hour this significance was dissappeared
between the groups. No statistical difference was found between
the two groups considering the Cardiac index (CI) values. Patients
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anlamli fark bulunmadi. Kardiyak indeks (CI) degerleri acisindan
gruplar arasinda istatiksel fark yoktu. Hastalarin sol ventrikiil is
glicti (LVSW) Grup 1’de kardiyopulmoner bypass (CPB) son-
rast 45,62+0,56 (g.m), Grup 2’de 69,7+28.,2 (g.m) idi (p<0,05).
Postoperatif 1.saat sol ventrikiil is giicii (LVSW) degerleri Grup
1’de 55,06+0,98 (g.m), Grup 2’de 69,8+27,8 (g.m) olarak ol¢iildi
(p<0,05). Sag ventrikiil ig giicti (RVSW) Grup 1°de postoperatif
1. saat 11,09+0,86 (g.m), Grup 2’de 13,4+4.,5 (g.m) bulundu (p<
0,05).

Sonug: Bu calisma L-Karnitin iceren kan kardiyoplejisinin normal
sol ventrikiil fonksiyonlarina sahip hastada etkisi olmadigi ancak,
preoperatif donemde iskemisi bulunan, uzun aortik klemp gerek-
tiren, reoperasyon veya kompleks cerrahi uygulanacak hastalarla,
kritik ejeksiyon fraksiyonlu (EF) hastalarda kullanilmasimin fay-
dal1 olacagi sonucuna varilmigtir.

Anahtarkelimeler: Ac¢ikkalpcerrahisi,Karnitin, Kardiyopulmoner
bypass.

GiRiS

left ventricular stroke works (LVSW) were 45,62+0,56 (g.m)
in Grup 1 after cardiopulmonary bypass (CPB) and 69,7+28,2
(g.m) in Grup 2 (p<0,05). Postoperative 1st hour LVSW values
were 55,06+0,98 (g.m) in Grup 1 and 69,8+27,8 (g.m) in Grup 2
(p<0,05). Right ventricular stroke works (RVSW) were 11,09+0,86
(g.m) postoperative 1st hour in Grup 1 and 13,4+4,5 (g.m) in Grup
2 (p< 0,05).

Conclusion: This study showed that L-carnitine enriched blood
cardioplegia has no effect on normal left ventricular function.
However L-carnitine has limited beneficial effect on the patients
with poor left ventricular function who has preoperatively low
EF, with longer cross clamp time, the patients who need complex
surgery and for reoperations.

Key words: Open heart surgery, Carnitine, Cardiopulmonary
bypass.

HASTALAR VE YONTEM

Acik kalp cerrahisi sirasinda olugan miyokard ha-
sar1, postoperatif donemde mortalite ve morbiditenin
en onemli nedenlerinden biri olup cerrahinin basarisini
olumsuz yonde etkilemektedir. Miyokardin intraoperatif
donemde yetersiz veya gerektigi gibi korunamamast ne-
deniyle ortaya ¢ikan myokard hasar1 postoperatif erken
donemde, yiiksek doz inotropik farmakolojik ajan kul-
lanim1 ve intraaortik balon pompasi (IABP) kullanimi-
na hatta hastanin kaybina yol acarken, postoperatif gec
donemde de miyokardiyal fibrozis gelisimi ile kendini
gostermektedir. Karnitin dogal olarak iiretilen bir ami-
no asittir ve glukoz oksidasyonunda oldugu gibi yag
asit (YA) metabolizmasinda da énemli rol oynar (1-5).
Karnitin YA metabolizmasi icin gerekli bir ko-faktordiir
ve normal aerobik kalpte ATP’nin 6ncelikli kaynakla-
rindandir. Karnitine amino asit metabolizmasinda da yer
alir ve hiicre membraninin stabilizasyonunda rol oynar.
Ayn1 zamanda serbest radikallerden korumada etkinligi-
nin yani sira niikleer transkripsiyon kontroliinde de yer
alir (2). Miyokard iskemisi sirasinda yag asit metabo-
lizmasi bozulur ve doku karnitin seviyeleri azalir. Kalp
karnitin sentezleyemediginden reperfiizyon sirasinda
karnitin varlig1 miyokard fonksiyonu i¢in 6nemli bir rol
oynar (6). Bu calismada, koroner arter bypass cerrahisi
uygulanacak olan hastalarda, karnitin ile zenginlestiril-
mis kan kardiyoplejisinin miyokard tizerine olan etkisi
ve myokard performansi postoperatif gelisen morbidite
tizerine etkisive komplikasyonlarin azaltilmasi lizerine
olan etkisi aragtirildi.

Calismaya Nisan 2005-Haziran 2005 tarihleri arasin-
da, elektif koroner by-pass cerrahisi uygulanan 20 has-
ta alinmistir. Hastalar 10’ar kisilik 2 gruba ayrildi. Her
iki grup, ejeksiyon fraksiyonu (EF) %50 nin iistiindeki
hastalardan olusturuldu. Calisma dis1 kalma kriterleri;
ek kardiyak patoloji varlig1 (kapak hastaligi, sol ventri-
kil anevrizmasi, konjenital anomali), ek kardiyak islem
gereksinimi (endarterektomi, anevrizma plikasyonu),
intrensek akciger hastaligi, bobrek yetmezligi, karaciger
fonksiyon bozuklugu, gecirilmis kardiyak cerrahi olarak
belirlendi. Hastalarin yas, cinsiyet (Tablo I), preopera-
tif ejeksiyon fraksiyonu, ventrikiil performans skoru,sol
ventrikiil diyastol sonu basinci (Tablo II) ve CPB zama-
nt,aortik kross klemp zamani, Bypass sayis1 (Tablo III)
gibi peroperatif degerleri birbirine yakindi.

Bu calismada L-Karnitinin etkinliini gostermek
lizere postoperatif 1. saat CO, CPB sonras1 ve postope-
ratif 1.saat LVSW ve postoperatif 1. saatte RVSW 6lctil-
miistiir. Ayrica tiim olgular aort klemp sonrast spontan
siniis ritmine doniis oranlari, CPB’dan ayrilirken inotro-
pik destek ihtiyaci, postoperatif donemde mekanik ven-
tilator destek stireleri ve maksimum inotropik doz ihti-
yaglari, yogun bakimda kalis stireleri, toplam taburculuk
stireleri ile degerlendirildi.

Tim hastalarda anestezi indiiksiyonu etomidate
(Hypnomidate, Jannsen, Belgium) 0.3 mg/kg ve fen-
tanyl (Jannsen, Belgium) 5 u.g/kg, verilerek gerceklesti-
rildi. Endotrakeal entiibasyon icin yeterli kas gevsekligi
vekuronyum bromid (Norcuron, Organon, Netherlands)



0.1 mg/kg ile saglandi. Anestezi idamesinde, sevofluran
(Abbott, USA) (inspirasyon konsantrasyonu <2.4%)
%50-50 oraninda azotprotoksit ve oksijen ile uygulandi.
Ekstrakorporeal sirkiilasyon sirasinda %1-2 konsantras-
yonda sevoflurandi. Biitiin hastalara anestezi indiiksiyo-
nundan sonra sag internal juguler venden Swan-Ganz
Termodiliisyon kateteri yerlestirildi. Median sternotomi
sonrasi sol internal mamarian arter (LIMA) pedikiilii ile
cikarildi, es zamanl olarak sol vena safena magna ser-
best graft olarak hazirlandi. Tiim hastalarda orta derece-
de hipotermi kullanildi, diastolik kardiyak arrest anteg-
rad kardiyopleji ile saglandi.

Gruplarin hemodinamik parametrelerinin karsilas-
tirilmast Student-t testi ile yapildi. Kategorik verilerin
karsilagtirlmasinda Logistic regresyon analizi kullanil-
di. Tiim parametrelerde varyans esitliginin aragtirtlmasi
icin Levene testi yapildi ve Student-t testinin sonuglari
varyans esitligine gore yorumlandi p<0.05 olmasi an-
laml1 olarak kabul edildi. Klinik parametrelerin karsilag-
tirilmasi i¢in Mann-Whitney U testi yapild1 ve p<0.05
olmas: anlamli olarak kabul edildi. Biitiin istatistiksel
analizler Statistical Package for Social Sciences (SPSS
11.0 for Windows, SPSS, Inc., Chicago, IL) kullanilarak
gerceklestirildi.

BULGULAR

Normal siniis ritminde CPB’dan ¢ikis verileri ve
defibrilasyon ihtiyacit acisindan CPB’dan ¢ikig verileri
acisindan Grup 1 ile Grup 2 arasinda istatiksel fark bu-
lundu (p<0,05). Hastalarin diisiik kardiyak debi sendro-
mu gelisimi ve postoperatif donemde gozlenen atriyal
fibrilasyon acisindan gruplar arasinda istatiksel anlamli
fark bulunamamugtir (Tablo IV).

(Tablo IV). Diger zamanlardaki LVSW degerleri ara-
sinda istatiksel fark bulunamadi. Aynm sekilde sag ven-
trikdl is giicti (RVSW) degerleri Grup 1’de postoperatif
1. saat 11,09 + 0,86 g.m, Grup 2’de 13,4 + 4,5 (g.m) idi
(p< 0,05). Diger zamanlarda olciilen RVSW degerleri
arasinda Grup 1 ve Grup 2 arasinda istatiksel anlamli
fark yoktu (Tablo V).

Kardiyak output (CO) degerleri incelendiginde Grup
1’de postoperatif 1. saatte 4,94 + 0,09 L/dk, Grup 2°de
5,32 +£ 0,43 L/dk idi ve degerler arasinda istatiksel ola-
rak anlamli fark mevcuttu (p<0,05) (Tablo V). Ancak
CPB oncesi, CPB sonrasi, postoperatif 6., 12., 24. sa-
atlerdeki degerler arasinda istatiksel olarak anlamli bir
fark bulunmadi. Hastalarin kardiak indeksi,attm hacmi
indeksi (stroke volume index = SVI), sistemik damar di-
renci (SVR) ve pulmoner damar direnci (PVR) verileri
incelendiginde Grup 1 ve Grup 2 arasinda CPB oncesi,
CPB sonrasi, postoperatif 1. saat, 6. saat, 12. saat, 24.
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saat degerleri arasinda istatiksel olarak anlamli bir fark
tespit edilemedi.

Hastalarin sol ventrikiil is glicti degerleri karsilastiril-
diginda Grup 1’de CPB sonrasi 45,62 + 0,56 g.m, Grup
2’de 69,7 = 28,2 g.m idi (p<0,05). Postoperatif 1.saat
LVSW degerleri Grup 1’de 55,06 + 0,98 g.m, Grup 2°de
69,8 + 27,8 g.m olarak bulundu (p<0,05)

TARTISMA

Iskemi miyokardda hizli bir metabolik ve yapisal bo-
zulmaya yol acar. Yiiksek enerjili fosfat depolart hizla
bosalir ve ATP depolarmin yaklasik %50’si ilk 10 dakika
icinde kaybedilir. Sonraki 1-2 dakika i¢inde ise miyo-
kard kontraktilitesi azalir. Normotermik iskemi duru-
munda 30 ila 40 dakika i¢inde geri doniilmez miyokard
hasari olusur (7). Karnitin, yag asidi metabolizmasinin
esansiyel kofaktoriidiir ve normal aerobik kosullarda
kalpteki ATP’nin kaynagini teskil eder. Miyokardial is-
kemi sirasinda yag asidi metabolizmasi bozulur. Yag asi-
di metabolizmasinin iskemi sonrasi olumsuz etkilenmesi
doku karnitin seviyesi lizerine de etkili olup, doku kar-
nitin seviyesinde azalma meydana gelir (8). Kalp iskemi
sonras1 karnitin sentezleyemedigi zaman reperfiizyon
sirasinda plazma karnitin seviyesi miyokardial karnitin
saglanmasinda 6nemli rol tistlenmektedir. Uzun zincirli
yag asitleri normal aerobik kalp oksidatif metabolizma-
sinda tercih edilen bir substrat olarak tercih edilmekte-
dir. Karnitin p-oksidasyon i¢in aktive olmusg yag asitleri-
nin mitokondri membraninda transportunu saglayan bir
tastyicidir. Karnitin yoklugunda p-oksidasyon etkilenir.
p-oksidasyonun olumsuz etkilenmesi sonrasi yaglar kul-
lanilamaz, birikime ugrar ve sonucta organ disfonksi-
yonu meydana gelir. Baz1 6zel kogullarda miyokardial
iskemi, kardiyak hipertrofi ve hemodializ gibi durumlar-
da sekonder miyokardial karnitin diizeylerinde azalma
tespit edilmigtir. Kalp karnitin sentezleyemedigi zaman
post iskemik myokard yeterli plazma karnitin seviyesi
olmadan normal yag asit metabolizmasini devam ettire-
mez. Yapilan ¢alismalarda CABG sirasinda kardiyopleji
arrestinden sonra yag asidi metabolizmasinin belirgin
sekilde azaldigi bildirilmistir (9-11). Yag asidi metabo-
lizmasinda agiklanamamig bircok detay olmasina rag-
men acik kalp cerrahisi sonrasi diigtik karnitin seviyesi-
nin, aerobik metabolizmanin olumsuz yonde etkilenme-
sine neden oldugu tesbit edilmistir.Ozellikle ventrikiiler
hipertrofi veya koro-ner arter hastaligi olan olgularda
subendokardin iskemiye duyarliligi daha da artmakta-
dir. Miyokarda oksijen sunumu ve ihtiyaci arasinda bir
dengesizlik meydana geldigi zaman olusan miyokard
iskemisi, anaerobik metabolizmanin baglamasina neden
olmaktadir. Anaerobik metabolizmanin son iirlinleri ise
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hizli bir asidoz gelisimine, miyokardiyal fonksiyon bo-
zuklugu ve miyosit nekrozuna neden olmaktadir.

Reperfiizyon hasari kavraminin ortaya konmasiyla,
bunu en aza indirmek ve hatta ortadan kaldirmak i¢in
cesitli yontemler denenmistir. Bunlarin basinda kardi-
yoplejik soltisyonlar igine cesitli substratlarin eklenme-
si gelmektedir. Bizim yaptigimiz ¢aligmada da karnitin
ilave edilmis kardiyoplejik soliisyonlar kullanilarak
miyokardin enerji depolarinin reperfiizyondan 6nce dol-
durularak, metabolik toparlanmasinin hizlandirilmasi
ve olusabilecek reperfiizyon hasarini en aza indirilmesi
amaclanmigtir. Karnitin ilave edilmis kan kardiyopleji-
sinin miyokardiyal endotel fonksiyonlarini enerji meta-
bolizmasina girerek indirekt etkiledigini soyleyebiliriz.
Karnitin mitokondride ATP yapimini stimiile eder ve
miyokardin enerji gereksinimini saglamasina yardimci
olarak endotel fonksiyonlarmin ve kontraktil fonksi-
yonlarin korunmasina katkida bulunur (12). Bu nedenle
miyokard fonksiyonlar1 bozuk hastalarda karnitin 6nem
kazanmaktadir.

Hasta say1sinin sinirli olmasina ragmen bu ¢aligmada
pompadan siniis ritminde ¢ikis oraninin ¢aligma grubun-
da ytiksek oldugu gosterilmigtir. Nemoto arkadaglarinin
11 hasta grubu (4 mitral stenoz, 1 mitral yetmezlik, 2 bi-
oprotez kapak malfonksiyonu, 1 aort stenozu, 1 proste-
tik kapak endokarditi, 2 koroner arter hastaligr) tizerinde
yaptiklar1 acik kalp cerrahisi sirasinda kullandiklar1 kan
kardiyopleji soltisyonuna karnitin ilavesi sonrasi elde
ettikleri sonuglar, CPB sonrasi siniis ritmine dénmeyle
ilgili bizim ¢alismamizla elde ettigimiz verilerle benzer-
lik gostermektedir (6). Yine Sakamoto ve arkadaslarinin
neonatal tavsan kalbinde kardioplejik iskemi sonrasi
kardiyak fonksiyonlar tizerine yaptiklart ¢alisma sonra-
st karnitinin sadece sol ventrikiil sistolik fonksiyonlari
lizerine degil, aynt zamanda diastolik fonksiyonlart ve
iskemi sonrasi komplians1 diizelltigi yolundaki gortis
ve sonuglart bizim ¢aligmamizda yalnizca postoperatif
1. saatte anlamli bulunmus olup, ilerleyen saatlerde bu
fonksiyonlar tizerinde herhangi bir etkisi tesbit edilme-
migstir (13). Kardiyak output verileri degerlendirildigin-
de CPB sonrasi 1.Grup ve 2.Grup arasinda; postoperatif
1. saatte (4,94+0,09°L/dk’e karsihik 5,32+0,43 L/dk)
ve CPB sonrasi (2,99+0,09°e karsilik 3,18+0,12 L/dk)
degerleri arasinda istatistiksel olarak anlamli bir fark
bulunmusg ve karnitin verilen grupta degerlerin daha iyi
oldugu gortlmiistiir. LVSW degerlerinin hem CPB son-
rast hem de postoperatif 1. saatte ¢calisma grubunda is-
tatistiksel olarak anlamli derecede yiiksek oldugu tesbit
edilmistir. CPB sonras1 hemodinamik parametrelerde de
diizelme oldugu goriilmiistiir. Ancak bu olumlu etkiler
ventrikiil fonksiyonu iyi se¢ilmis olgularda daha diistik
diizeyde iken kétii sol ventrikiil fonksiyonlu, uzun kros

klemp siiresi olan, konjenital anomali nedeniyle daha
once opere edilen ve re-operasyon yapilan hastalarda
daha belirgin oldugu gézlenmistir (14-20).

Yapilan bazi caligmalarda da miyokardiyal hasarin
belirleyicisi olan enzim diizeyleri arasinda anlaml fark
bulunmamasina ragmen belirgin hemodinamik diizelme-
ler gosterilmistir (21-23). L-Karnitin uygulamasi sonrasi
yapilan tiim caligmalarda bizim yaptigimiz ¢aligmayla
uyumlu olarak hasta morbidite ve mortalitesi agisindan
hi¢ bir fark bulunamamuistir.

Bu calismada karnitin ile zenginlestirilmis soguk kan
kardiyoplejisi kullanilmasimnin CPB c¢ikisinda miyokar-
diyal performansi gegici olarak arttirdigini ve miyokard
hasarint kismen de olsa azalttig1 gézlenmistir. Karnitinle
zenginlestirilmis kan kardiyoplejisinin sagladigi olumlu
etkilerin CPB sonras1 kisa donemle simirli kalmasi bu
yontemin, preoperatif donemde iskemisi bulunan, uzun
kros klemp gerektiren, reoperasyon veya kompleks cer-
rahi uygulanacak hastalarda ve ejeksiyon fraksiyonu
diisiik olan hastalarda kullanilmasinin, CPB’dan ¢ikma
sathasinda faydali olabilecegini diisiindlirmektedir.
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PERINATOLOJi KLINIGIMIiZE BASVURAN TARAMA
TESTI POZITiF GEBELERDE GENETIK AMNIYOSENTEZ

SONUCLARIMIZ

GENETIC AMNIOSENTESIS RESULTS OF THE PREGNANT WOMEN WITH A
POSITIVE SCREENING TEST WHO REFERED TO

OUR PERINATOLOGY CLINIC
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Abdullah TASYURT
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RESEARCH

ABSTRACT

Amag: Bu caligmamizda biyokimyasal tarama testlerinin (ikili ve
tiglii test ) Down Sendromunu belirlemedeki sensitivite ve spe-
sivitesi arastirildi. Hastanemize bagvuran gebelerde biyokimyasal
tarama testlerinde risk artigi (cut-off ikili test igin: 1/250, ti¢lii test
icin: 1/300) saptanan olgulara invaziv girisim yapilarak, genetik
amniyosentez sonuglari tarama testleri ile kargilagtirmali olarak
degerlendirildi.

Hastalar ve Yontem: Calisma grubumuzu Ocak 2005 —Aralik
2009 arasi donemde T.C Saglik Bakanligi izmir Ege Dogumevi
ve Kadin Hastaliklar1 Egitim ve Arastirma Hastanesi perinatoloji
klinigine invaziv girisim i¢in bagvuran 5870 gebe arasindan sec-
tik. Hastalar 16-35 yas arasi gebelerden olusturuldu. Fetal anato-
mik taramada anomalisi olmayan birinci ve ikinci trimester Down
Sendromu tarama testlerinde risk artis1 olan gebeler ¢aligmaya
dahil edildi. Down Sendromu tarama testlerinde risk artig1 (ikili
test icin cut-off: 1/250, ticlii test igin cut-off: 1/300) olan hastalar
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iletisim

Aim: The sensitivity and specificity of the biochemical screening
tests (double and triple test) in determining Down Syndrome was
invastigated in our study. Invasive procedures were performed to
the pregnant women that refered to our hospital and had increased
risk of biochemical screening tests for Down syndrome (the cut-
off for double test was 1/250 and for triple test was 1/300). The
genetic results of amniosentesis were evaluated with biochemical
screening tests for comparison.

Patients and Methods: Our study group composed from 5870
pregnant women who admitted to the Ministry of Health Izmir
Ege Obstetrics and Gynecology Training and Research Hospital
perinatology clinic for invazive procedures between january 2005
and december 2009. The pregnant women were between the age
of 16 to 35 years old. The pregnant women that had increased risk
of first and second trimester Down Syndrome screening tests (the
cut-off for double test was 1/250 and for triple test was 1/300)
and had no anomalies in fetal anatomic scan were included into
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caligmaya dahil edildi. Biyokimyasal testlerin Down Sendromunu
yakalama oranlarint Chi-Square testi kullanarak belirledik.

Bulgular: Calisma kriterlerimizi tasiyan toplam 1191 olguya in-
vaziv girisim yapildi (1181 amniyosentez, 5 kordosentez, 5 CVS).
Yapilan invaziv girisimler sonucunda 68 (%6,6) olguda kromozom
anomalisi saptandi. Bu anomaliler basta Trizomi 21 ( 35 ), Turner
Sendromu (5), Trizomi 13 ( 2 ), Trizomi 18 (1), Prader Willi An-
gelman sendromu (1), translokasyonlari, delesyonlar1 ve inversi-
yonlari igermektedir. Ikili test igin (cut-off: 1/250); ikili testin Tri-
zomi 21 yakalama oranini (detection rate ) %3,75 olarak saptadik.
Trizomi 21 igin risk artig1 olan grupta ikili testin pozitif prediktif
degerini % 3,6 olarak belirledik. Uclii test igin ( cut-off sinirim
1/300); tigli testin Trizomi 21 yakalama oranini (detection rate)
%?2.9 olarak saptadik. Trizomi 21 igin risk artig1 bulunan grupta
tiglii testin pozitif prediktif degerini %2,8 olarak belirledik.

Sonuc: Amniyosentez en sik kullanilan invaziv prenatal tani tek-
nigidir. Komplikasyonlar1 kabul edilebilir diizeyde ve uygulamasi
kolaydir. En 6nemli dezavantaji; sonuglarinin diger prenatal tani
yontemlerine (CVS ve kordosentez) gore daha ge¢ elde edilme-
sidir; ancak teknolojinin ilerlemesi ile FISH ve PCR (Fluorescent
In Situ Hybridization ve Polymerase Chain Reaction) gibi yén-
temlerin uygulanmasi ile sonuca daha erken ulasilabilmektedir.
Ayrica tarama testlerinin sensitivite ve spesivitesinin artmasi bu
girisimlerin uygulanacagi populasyonda, yakalama oranini (dete-
ction rate) arttiracaktir.

Anahtar Kkelimeler: Amniyosentez, Down sendromu, ikili test,
tarama, tcli test.

GiRiS

Konjenital anomalilerin biiylik bir kismina eglik
eden kromozomal bozukluklar, genelde tedavisi miim-
kiin olmayan patolojilerdir. Aile ve toplumu sosyo-
ekonomik yonden olumsuz etkileyen, degisik etik ve
yasal yiikiimliliikler i¢eren bir sorundur. Giinlimiizde
biyokimyasal ve sitogenetik yontemlerde hizli gelis-
meler olmustur. Ultrasonografik gdriintiileme yon-
temlerindeki gelismeler ve bu teknolojinin yaygin
kullanim1 sonucunda, birinci trimester tarama testleri
(nukal translusensi, serbest B-HCG, PAPP-A) ve ikinci
trimester tarama testleri (ticlii ve dortlii tarama testleri)
gibi prenatal taniya yonelik testlerinin kullanimi art-
migstir. Boylece daha fazla oranda fetal kromozomal
anomalinin tanis1 olanakli hale gelmigtir. Riskli gru-
ba kesin tani i¢in uygulanan prenatal invaziv girisim-
ler; ilk trimesterde CVS (koryon villus 6rneklemesi)
ve erken amniyosentez (11-15. gebelik haftalarinda),
ikinci trimesterde, klasik amniyosentez veya daha
ileri haftalarda kordosentezdir. Klasik amniyosentez
genel olarak 16-20 gebelik haftalar1 arasinda uygula-
nir. Bu dénemde amniyon sivisinda canli hiicrelerin,

the study. We found the detection rate of the biochemical tests for
Down Syndrome by using Chi-square test.

Results: 1191 patients that had our study criterias underwent
the invasive procedures (1181 amniosentesis, 5 cordosentesis,
5 chorionic villus sampling). Chromosome anomalies were
detected in 68 patiens (6.6%) after invasive procedures. This
anomalies included first off all Trisomy 21 (35), Turner Syndrome
(5), Trisomy 13 (2), Trisomy 18 (1), Prader Willi Angelman
Syndrome (1), translocations, deletions, inversions. We found that
the detection rate of double test (cut-off: 1/250) for Trisomi 21
was 3.75%. Also we found that the positive predictive value of
the double test in the group had increased risk of Trisomy 21 was
3.6%. Another finding in our study; the detection rate of triple test
(cut-oft:1/300) for Trisomy 21 was 2.9%, and positive predictive
value of the triple test in the group had increased risk of Trisomy
21 was 2.8%.

Conclusions: Amniosentesis is the most common invasive
prenatal diagnostic technique. It’s complications are acceptable
and it is easy to perform. The most important disandvantage of the
amniosentesis is that we have the results later than other prenatal
diagnostic methods (cordosentesis and CVS). But we achieve the
results earlier with the development of technology and by using
FISH and PCR (fluorescent in situ hybridization and polymerase
chain reaction). The detection rate will rise in the group that we
use the invasive processes. Because there will be improvement in
the specitivity and sensitivity of the screening tests.

Key words: Amniocentesis, Down syndrome, double test,
screening, triple test.

canli olmayan hiicrelere orani ge¢ gebelik haftalarina
(>20. gebelik haftas1) gore daha yiiksektir (1). Genetik
amacli yapilan amniyosentezin gebelik iizerine etkileri
arasinda; isleme bagli fetal kayip, iatrojenik membran
riiptiirti, postural ortopedik deformite gelisimi ve Rh
izoimmunizasyonu sayilabilir ve bu komplikasyonlar
tolere edilebilir oranlardadir (1,2).

HASTALAR VE YONTEM

Calisma grubumuzu Ocak 2005 —Aralik 2009 arasi
donemde T.C Saglik Bakanlig1 izmir Ege Dogumevi ve
Kadin Hastaliklart Egitim ve Aragtirma Hastanesi pe-
rinatoloji klinigine invaziv girisim i¢in bagvuran 5870
gebe arasindan segtik. Hasta se¢im kriterlerimizi; 16 ya-
sindan buiytik, 35 yasindan kiictik, ultrasonografide ma-
jOr anomali saptanmayan, hastanemizde rutin uygulanan
alisilagelmis birinci ve ikinci trimester tarama testlerin-
de risk artigt olan (ikili test igin cut-off:1/250, ti¢lii test
icin cut-off:1/300) olgular olarak belirledik. Secilen ol-
gularin prenatal tani i¢in invaziv girisim (amniyosentez,
CVS, kordosentez) sonuglari retrospektif olarak tarandi.
Girigim Oncesi, islem teknigi ve olas1 komplikasyonlar



hakkinda yazili onam alindi. Amniyosentez 6ncesi her
fetus anatomik taramadan gegirildi. Fetal kardiyak ak-
tivite, plasentanin yeri, amniyon sivi miktari, girigimin
yapilacagi yer saptandi. Tamamlanmis 35 yas, ileri anne
yas1 olarak degerlendirildi ve calisma kapsami diginda
tutuldu. Fetal ultrasonografi taramasinda kromozom
anomalisi i¢in belirte¢ (ense kalinliginda artis, hipere-
kojenik kardiyak odak, koroid pleksus kisti, pyelektazi
vs.) saptanan olgularda, risk hesaplamasi belirteclerin
risk carpani kullanilarak yeniden yapildi. Saptanan yeni
risk oranlaria gore gebeler bilgilendirildi. Ultrasonog-
rafide konjenital anomali (anensefali, gastrosizis, noral
tiip defekti, kardiyak anomali vs. ) saptanan olgular aras-
tirmaya alinmadi. 16-35 yas arasi ikili ve tclii tarama
testinde artmig risk saptanan 1191 olguya invaziv
girigim yapildi. Bunlarin 1181°i amniyosentez, 5°i
CVS, 5’1 ise kordosentezdi. 4680 olgu ise ¢aligma
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Tablo 1- Invaziv girisimlerin dagilimi.

Yapilan islem Vaka sayisi Yiizde (%)

Amniosentez 1181 99,2
CVS 5 0.4
Kordosentez 5 0,4
Toplam 1191 100

Genetik inceleme i¢in tiim olgularda yeterli materyal
elde edildi. Invaziv girisim uygulanan olgularda ortala-
ma yas amniyosentez i¢in; 27,83+2,34, kordosentez i¢in
24,8+1,28; koryon villus 6rneklemesi icin; 26,23+2.41
olarak bulundu (Tablo 2).

Tablo 2- CVS, Kordosentez, Amniosentez yapilan
hastalarin yas ve hafta ortalamasi.

kriterlerimize uymadigi icin degerlendirme dig1

birakildi. 16-20 gebelik haftalari arasinda prena-

tal tan1 ve tadavi merkezinde ¢aligsan bes farkli uz-
man tarafindan klasik amniyosentez yapildi. Cilt

CVS KS AS
Yas Ortalamasi 26,23+2,41 | 24,8+1,28 | 27,83+2,34
Hafta Ortalamas1 | 12,8+0,62 22,4+0,12 17,7+1.1

povidone-iodine ile temizlendi. Girigimler serbest
el teknigi ile ultrasonografi esliginde gerceklesti-
rildi (General Electric Logic 5 pro, ABD 2-5 MHz
konveks probu). Ponksiyon ve aspirasyon amaci ile 2,
5, 10 mI’lik enjektorlerden, 9 cm’ lik 20 ve 22 G spinal
ignelerden yararlanildi. Genellikle uterusun iist ve orta
hattina yakin boltimlerine ponksiyon yapilmasina ve
plasentadan gecilmemesine dikkat edildi; ancak plasen-
tadan gecilmek zorunda kalindiginda, umblikal damar-
larin plasentaya giris yeri ve kenarlar kullanilmadi ve
kotiledon yiizeyi dik gecildi. Uygun s1vi cebinde fetal
kisim ve kordon bulunmamasina dikkat edildi. Gelen
siv1 hafifce negatif basing uygulanarak aspire edildi; ilk
2 cc’ lik amniyon sivist kontaminasyonu onlemek icin
atildiktan sonra, gebelik haftasi bagmma 1 ml amniyon
stvist alindi. Islem igin lokal anestezi kullanilmadi. An-
tibiotik profilaksisi uygulandi. Rh uygunsuzlugu bulu-
nan olgulara 300 mikrogram Anti-D IgG yapildi. Alinan
stvilar ayni yontemle (Giemsa bantlama teknigi; her
olgu i¢in 25-50 metafaz plagi) kromozomlardaki sayisal
ve yapisal diizensizlik agisindan degerlendirildi ve de-
gerlendirme icin anlagmali 2 farkli genetik laboratuara
gonderildi. Hiicre kiiltiir stireleri ortalama 14-20 giindii
ve sonuglar ortalama 21 giinde alindi. Istatistikler SPSS
version 15.0 programi kullanilarak yapildi.

BULGULAR

Calisma kriterlerimizi tagtyan ve invaziv girisim ya-
pilan 1191 olgudan 1181 ine klasik amniyosentez, 5 ol-
guya CVS, 5 olguya kordosentez yapildi (Tablo 1).

CVS: Koryon villus 6rneklemesi,
AS: Amniyosentez, KS: Kordosentez

Amniyosentez serimizde hiicre kiiltiir elde etme ba-
sarist %99,6 kiiltiir basarisizlig1 % 0,4 olarak bulundu.
Kiiltiirde {ireme olmayan 7 olguda FISH sonucunda 13,
18, 21 kromozomuna ait bir anomali saptanmadi. Has-
tanemizde en sik kullanilan tarama testi ticli test olup
sebebi hastanemize gebelik takibi nedeni ile bagvuran
hastalarin ikili test icin uygun zaman olan 11-14.gebelik
haftalarinda kontrollerine gelmemesidir (Tablo 3).

Tablo 3- Yapilan tarama testlerinin oranlari

Tarama Testi Vaka Sayisi Yiizde (%)
Uclii tarama testi 1025 86,1
ikili tarama testi 166 13,9
Toplam 1191 100

Tarama testlerinde, risk artig1 nedeni ile yapilan giri-
simlerde birinci siray1 klasik amniyosentez almaktadir.
Invaziv girisimlerin komplikasyon oranlarina bakildigin-
da, 1181 amniyosentez igsleminden 18 (%1,5) ’i, 5 CVS
isleminden 1°i abort ile sonug¢landi. Kordosentezde fetal
kayip olmadi. En fazla sayida yapilan amniyosentezin
uterin kaviteye giris sekline gore gebelik komplikasyon-
lar1 degerlendirildiginde, transamniyotik olgu grubunda
11, transplasental olgu grubunda 7 abortus gerceklesti.
Abortus ile sonuglanan toplam 18 olgunun 7’sinde am-
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niyosentez islemi transplasental yapilmust1. Invaziv giri-
sim komplikasyonlar1 Tablo 4’de goriilmektedir.

Tablo 4- Amniyosenteze bagli komplikasyonlarin

dagilimi
Komplikasyon Olgu sayis1 Yiizde(%)
Abortus 7 0,6
Fetal Oliim 3 0,2
Amniyoreksis 9 0,8
Enfeksiyon 2 0,1

Tarama testlerinde risk artis1 nedeniyle invaziv giri-
sim yapilan 1191 olgunun genetik sonuglarina bakildi-
ginda, 1118 ( %93,8 )’i normal, 35 ( %2,9 )’i Trizomi 21,
5(%0,41 )’1 Trizomi 13,5 (%0.041)’i Turner sendromu,
2 (%0.2)’si Triploidi, 1 (%0,08 )’i Trizomi 18, ve 1 (%
0.08 )’i Prader Willi Angelman sendromu olarak bulun-
mustur (Tablo 5).

Tablo 5- Amniosentez, Kordosentez ve CVS
karyotip sonuglari

Karyotip Olgu Sayisi | Yiizde(%)
TRIZOMIi 21 35 2,9
TRIZOMI 13 2 0,2
TRIZOMI 18 1 0,1
TRIPLOIDI 2 0,2
45,X0 5 0.4
46,--,INV(1)(P13.1q21) 1 0,1
46,--,add(15)(p13) 1 0,1
P.WILLi-ANGELMAN q 0.1
SENDROMU ’
46,-- DEL(7) 1 0,1
46,-- INV(1),(P12:Q21) 1 0,1
46,--,t(10;15)(q263;q22) 1 0,1
45,-rob(13;14)(q10;q10) 1 0,1
46,--,t1-8(q242;q?221.2) 1 0,1

Trizomi, triploidi, Prader Willi Angelman Sendromu
ile karyotip bozuklugu (delesyon, translokasyon, inver-
siyon) saptanan 6 olgunun (toplam 68 olgu) gebeligi
genetik danigma ve ailelerin yazili bagvurusu sonucu
perinatoloji konseyince degerlendirilerek sonlandirildi.
Tarama testlerinde risk artis1 olan hastalarda yapilan

amniyosentez isleminin sonuclarma gore, lglii testte
risk artigs1 saptanan hastalarin % 6,6’sinda, ikili testte
risk artig1 saptanan olgularin  %4,2’sinde anormal kar-
yotipe rastlandi. Bu sonuglarin 35’i Down Sendromu
idi. Calismamizda, tespit ettigimiz her Down Sendromlu
fetus i¢in 32 normal karyotipe sahip fetusa invaziv giri-
sim yapmak zorunda kaldik. Calismamizda ikili testin
Trizomi 21’1 yakalama oranimi (detection rate ) %3,75,
pozitif prediktif degerini %3,6 olarak saptadik. Uclii tes-
tin Trizomi 21 i yakalama oaranini ise (detection rate )
%2.,9, pozitif prediktiv degerini %2,8 olarak saptadik.
Sitogenetik analiz yapilan olgular haftalarina gore de-
gerlendirildiginde en sik yapilan invaziv girisimin am-
niyosentez olmasi nedeni ile olgu sayis1 15-18. haftalar
arasinda yogunlagmaktadir. Invaziv girisime bagli total
fetal kayip oranimiz %1,52 dir.

TARTISMA

Amniyosentez serimizde toplam 75 (%6,2) olguda
kromozom anomalisi saptandi. Bu oran iilkemizde ya-
yinlanan serilerde % 3,3 — 4,5 arasinda degismektedir.
Basaran ve arkadaslari, 301 olguluk serilerinde kromo-
zom anomali oranini 11 olgu ile % 3,5 olarak bildirmis-
lerdir (3-5). Milewczyk ve arkadaglari bu oran1 % 5,4
olarak bildirmislerdir (6). Sjogren ve arkadaslari, yap-
tiklart amniyosentezler icerisinde en sik bagvuru nede-
ninin %57 olgu ile ileri anne yaginin oldugunu tespit
etmiglerdir (7). Ulkemizde yaymlanan gesitli amniyo-
sentez serilerinde de ileri anne yag1 en sik girisim nedeni
olarak bildirilmektedir. Bu yapilan ¢aligmalardan farkli
olarak biz ¢alismamiza ileri anne yasini dahil etmedik
(8). Sadece tarama testlerindeki risk artig1 nedeni ile
yaptigimiz invaziv girisimlerin sonucunda kromozom
anomalisi oranin1 %6,6 olarak saptadik.

Uclii testte yiiksek risk (= 1/300) nedeni ile amni-
yosentez uyguladigimiz 1181 olgudan 68 (%6,6) olguda
kromozom anomalisi saptandi. Yiice ve ark. kendi seri-
lerinde tiglii testte artmis risk nedeni ile yaptiklart amni-
yosentezde kromozom anomali oranini %3.7, Wenstrom
ve arkadaslari, 516 olguluk serilerinde %?2,9 oraninda
bildirmislerdir. Bal ve arkadaglari, bu oran1 %3,9 ola-
rak bildirmislerdir (9-13). Ultrasonografide fetal ano-
mali saptanmasi sonucunda yapilan amniyosentezlerde
kromozom anomalisi oranlar1 % 4 ile 27 arasinda de-
gismektedir (14-16). Amniyosentezde kromozom ano-
malisi yakalama olasilig fetal anomali varhiginda belir-
gin olarak artmaktadir. Calismamizda fetal kromozom
anomalisi oraninin % 6,6 olarak saptanmasini anomalili
fetuslar1 calismamiza dahil etmemeye baglamaktayiz.
Amniyosentez 15. Gebelik haftasindan sonra en sik
kullanilan ve komplikasyonlar1 en az olan prenatal tani



teknigidir. Deneyimli ellerde amniyosenteze bagl fetal
kayip oranlart %0.05 ile % 1 arasinda degigmektedir.
Eddleman ve ark. 1605 olguluk serilerinde fetal kayip
oranini %0.15 olarak bulmuglardir (16). Armstrong ve
ark. 28163 olguluk serilerinde fetal kayip oranint %0.2
olarak bildirmislerdir (17). Ulkemizde yapilan seriler-
de, klasik amniyosentezde fetal kayip oranlart %0,6
ile %3,3 arasinda degismektedir (18,19). Bizim calis-
mamizda ise 1181 amniosentez igsleminden sadece 18
(%1,52) ’inde fetal kayip goriildii. Kayip oranlarimiz
daha 6nceki yapilan caligmalarla ve literatiirle benzerlik
gostermektedir. Bazi caligmalarda amniyosentez islemi
transplasental yapildiginda, isleme bagli komplikasyon
sikliginda artma oldugu bildirilmigtir (20). Her ne kadar
teorik anlamda bu risk bulunsa da bizim ¢alismamiz gibi
bazi calismalar bunu desteklememektedir. Kayip oran-
larimizin 6nemli kismi transplasental grupta 7 vaka ol-
masina kargin transamniyotik grupla karsilagtirildiginda
(11 vaka ) aradaki fark istatistiksel olarak anlamli de-
gildi (P<0,05). Amniyotik hiicrelerin sitogenetik analizi
%99’a varan dogruluk derecesi ile fetal genotipi goste-
rir. Amniyotik sivilari gonderdigimiz, kurum anlagmali
genetik laboratuarlarin kiiltiir tireme sonuclarina bakti-
gimizda, sadece 7 olguda fetal hiicre liremesi olmamuisti.
Kiiltiir basaris1 %99,7 olarak saptandi. Ureme olmayan
olgularda, bu durum laboratuarca kontaminasyon olarak
aciklandi. Klinigimize benzer olarak, amniyotik sivilar
kurum dis1 merkeze gonderen Giiven ve ark. tarafindan
kiiltiir bagaris1 %98 olarak bulunmugtur (21). Kromo-
zom analizlerinde 6nemli bir sorun olan mozaizme, bi-
zim caligmamizda rastlanmamugtir. Boyle bir durumda
yeni bir amniyosentez yerine kordosentez 6nerilmekte-
dir. Tabor ve ark. caligmalarinda bu oran1 % 0,1 olarak
bildirmislerdir (22 ). Amniyosentez islemi; iyi egitimli
hekim ve iyi organize edilmig bir ekip tarafindan ger-
ceklestirildiginde ve uygun transport kosullar1 saglan-
digindan giivenilir bir yontemdir ve bugiin i¢in, isleme
bagli yan etkilerin olduk¢a az oldugu 6nemli bir invaziv
prenatal tan1 yontemidir. Onemli dezavantaji sonuglari-
nin diger prenatal tan1 yontemlerine gore biraz daha geg
elde edilmesidir; ancak teknolojinin ilerlemesi ile FISH
ve PCR gibi yontemlerin uygulanmast ile daha erken so-
nuclar elde edilebilmektedir. Amniyosentez en sik kul-
lanilan invaziv prenatal tani teknigidir. Komplikasyon-
lar1 kabul edilebilir diizeyde ve uygulamasi kolaydir. En
onemli dezavantaji; sonuglariin diger prenatal tan1 yon-
temlerine (CVS ve kordosentez) gore daha gec elde edil-
mesidir; ancak teknolojinin ilerlemesi ile FiSH ve PCR
(Fluorescent In Situ Hybridization ve Polymerase Chain
Reaction) gibi yontemlerin uygulanmasi ile sonuca daha
erken ulagilabilmektedir. Ayrica tarama testlerinin sensi-
tivite ve spesivitesinin artmasi bu girisimlerin uygulana-
cagi populasyonda, yakalama oranini arttiracaktir.
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THE APPROACH TO MINOR SALIVARY GLAND TUMORS
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ABSTRACT

Amag: Minor tiikiiriik bezlerinin adendmat6z hipertrofisi ender
gortilen cogunlukla sessiz kalan olugsumlardir. Maligniteye donii-
stim olasilig1 vardir. Malign doniisiim s6z konusu oldugunda daha
agresssif davranig sergilerler. Minoér tiikiiriik bezlerinden kaynak-
lanan tiimorlere karsi uyguladi§imiz transoral ve transnasal endos-
kopik girigsim ile klasik cerrahi tedavi yaklagimlarimizi sunmayi
amacladik.

Hastalar ve Yontem: Ocak 2002 ile Mayis 2011 tarihleri arasinda
mindr tiikiirtik bezi malign tiimdrii tanisi ile transoral ve transnazal
endoskopik yol ile opere olan 25 hasta dosyasi retrospektif olarak
incelenmistir. Hastalarimizin 10’u erkek 15°i kadin olmak tizere
25 hastanin 16’sina transoral ve 9’una transnazal endoskopik yolla
cerrahi uygulandi. Hastalarin tedavi ve takiplerinde, sosyokiiltiirel
diizeyleri, mevcut sistemik problemleri ve malign patolojilerde
kiir oranlar1 karsilastirild.

Bulgular: Transoral ve transnazal endoskopik yontemle ameliyat
ettigimiz 25 hastanin postoperatif 5-84 ay arasi (ortalama 47 ay)
izlemlerinde 3 hastada niiks saptanmus, 1’i eks olmusgtur.

Sonug: Mindr tiikriik bezi tiimorlerinde transoral ve transnazal en-
doskopik cerrahi etkili ve giivenli bir yontemdir.

Anahtar kelimeler: Minor tiikiiriik bezi, malign tiimor, tiikriik
bezi tiimorleri

Gelig Tarihi/Received: 29/07/2011

iletisim

Aim: Minor salivary gland adenomatous hypertrophy is a rare
formation that mostly remain silent. Malign transformation will
be possible. If malign transformation occur more aggressive
behavior exhibit. We aimed to present our transnasal and transoral
endoscopic surgical intervention and classic surgical treatment

approaches to minor salivary glands tumor.

Patients and Methods: File of 25 patients, with a diagnosis of
minor salivary gland malignant tumor who operated transoral and
transnasal endoscopicly between January 2002 and May 2011,
reviewed retrospectively. We have 15 female and 10 male totally
25 patients and to 16 of them transoral, to 9 of them transnasal
endoscopic surgery was performed. Social and cultural levels,
systemic problems and cure rates of malignant pathologies

compared at patients’ treatment and follow-up.

Results: Transoral and transnasal endoscopicly operated 25
patients postoperative followed-up between 5-84 months (mean

47 months) and recurrence detected in 3 patients, 1 patient died.

Key words: Minor salivary gland, malignant tumor, salivary

gland tumors
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GIiRIS

Cogu tiikriik bezi maligniteleri damakta olusur ve
transoral eksizyonla tedavi edilir. Ileri dereceli tiimérler
veya kemigi erode eden tiimérlerde, rezeksyon parsiyel
veya total maksillektomi seklinde genisletilir. Geri kalan
oral ve nazal kavite mindr tiikriik bezi malignitelerinde,
lokalizasyona gore degerlendirme yapilir (1,2).

Lokalizasyonlarina gére minoér tiikriik bezi kanserle-
ri damakta % 40, orofarenkste

% 14, dilde %11, yanak/dudakta (en iyi prognoz)
%10, nazal fossada %10 (en kotli prognoz), gingivada
%6, ag1z taban1 %3.5 sikliginda gortiliir (2)

Her 100 parotis neoplazmasina karsilik yaklagik 10
minoér tiikiirtik bezi timord goriiliir (3). En sik goriilen
benign mindr tiikiiriik bezi tlimorl pleomorfik adenom
iken, en sik goriilen intraoral malign mindr tiikiiriik bezi
kanseri ise mukoepidermoid karsinomdur. Bunu adeno-
kistik karsinom takip eder (2-4).

Minor tiikiiriik bezi kanserleri en sik sert damakta
goriiliir. Dil kokiintin minor tiikriik bezi tiimdrleri ise ol-
dukca nadir olarak karsimiza ¢ikmaktadir ve hemen ta-
mami maligndir (%92). Hastalarin en sik bagvuru nedeni
ag1z icinde kitledir (4,5).

Bu c¢alismada mindr tiikriik bezi malign neoplazmi
tanis1 almig hastalarda uygulanan transoral ve transnazal
endoskopik cerrahinin hasta morbiditesi, mortalitesi ve
postop hayat kalitesi tizerine etkisi aragtirilmugtir.

Bulgularimiza gore oral ve nazal kavite mindr tiikriik
bezi malign neoplazmlarina yaklagimimiz, literatiir bil-
gileri 1g181nda tartigtlmistir.

HASTALAR VE YONTEM

S.B. Izmir Tepecik Egitim ve Arastirma Hastanesi
K.B.B. ve Bag-Boyun Cerrahisi Kliniginde Ocak 2002
ile Mayis 2011 tarihleri arasinda burundan nefes alma-
da zorluk, ytiz, burun boélgesinde agr1 ve basing hissi,
agiz iginde kitle sikayetleri ile bagvuran ve opere edilen
25 hastanin dosyalar retrospektif olarak incelendi. Bu
hastalarin 10’u erkek (10/25, %40), 15’1 kadind1 (15/25,
%60). Histolojik inceleme S.B. Tepecik Egitim ve Aras-
tima Hastanesi Patoloji kliniginde yapilmigtir.

Yas, cinsiyet, semptom ve bulgular, tiimortin lokali-
zasyonu, oral ve nazal kavite ile ilgili gecirilmis ame-
liyat hikayesi, radyolojik bulgular, tiimére yaklagim
sekli, takip siiresi ve rekiirrens acisindan olgular de-
gerlendirildi. Preoperatif olgularin tamaminda tiimoriin
lokalizasyonunu ve komsu yapilarla iligkisini degerlen-
dirmek amaci ile maksillofasiyal bilgisayarli tomografi
(BT) ¢ekildi.

Hastalarimizin 16’sina transoral yolla oral kaviteden
tiimor eksizyonu, 9’una transnazal endoskopik cerrahi
uygulandi. Transnazal endoskopik cerrahi uygulanan
hastalarin 5’inde kitlenin damak-nazofarenks komsulu-
guna yakin, 4’tinde nazal fossada oldugu izlendi.

Hastalarin postoperatif izlemlerinde orofarengeal
ve nazofarengeal endoskopik muayene yapildi. Rekiir-
rensten siiphelenilen olgularda biopsi alindi ve kontrol
amacli 3 aylik periyotlarla maksillofasiyal BT ¢ekildi.

BULGULAR

Transoral ve transnazal endoskopik yontemle ameli-
yat ettigimiz 25 hastanin postoperatif 5-84 ay arasi (or-
talama 47 ay) izlemlerinde 3 hastada niiks (%12) saptan-
mig, 1 hasta eks olmustur.

Transnazal cerrahi uygulanan 9 hastamizin 2 tane-
sinde niiks, transoral yolla cerrahi uygulanan 16 hasta-
mizin 1 tanesinde niiks saptanmigtir. Transnazal cerrahi
uygulanan ve niiks saptanan 1 hasta eks olmustur.

Malign minér tiikriik bezi timord tanist almis 10’u
erkek ve 15’1 kadin olmak tizere 25 hastamizin 16’sina
transoral yolla, cerrahi sinir gozetilerek kitle eksizyonu
uygulandi. 25 hastamizin tiimoérlerinin histopatolojik
incelemerine gore dagilimi: Adenoid kistik karsinom
10 adet (Resim 1), asinik hticreli karsinom 4 adet, ade-
nokarsinom 4 adet , malign pleomorfik adenom 3 adet,
mukoepidermoid karsinom 3 adet, malign mezenkimal
ttimor 1 adet hastada goriildii. Bu hastalardan 1 tanesine
total maksillektomi, 1 tanesine de subtotal maksillekto-
mi yapildi. 4 hastaya transoral ve transnazal yolla kitle
eksizyonu, 3 hastaya transnazal kitle eksizyonu uygu-
land1.

Resim 1- Adenoid kistik karsinomlu hastanin
operasyon materyali



Preoperatif hastalarin tamaminda tiimoriin lokali-
zasyonunu ve komgu yapilarla iligkisini degerlendirmek
amaci ile maksillofasiyal bilgisayarli tomografi (BT)
cekildi.

Preoperatif hazirhik asamasinda maksillektomi ve
genis kitle eksizyonu uygulanacak hastalarimizin cerra-
hi sonrasi kozmetik ve fonksiyonel sonuclari en iyi ola-
cak sekilde damak protezi i¢in 6lgtileri alinmis ve pos-
top yasam kalitesini en az etkileyecek sekilde protezleri
yerlestirilmistir. Protez uygulanan 4 hastadan 3 tanesi
proteze uyum saglamis, 1 hasta niiks nedeniyle protezi
kullanamamustir.

TARTISMA

Tiikriik bezi malign neoplazmlar1 tiim bas boyun
tiimorlerinin % 5 ini olusturur. Bu malign tiimdorlerin
% 80’1 parotis, % 15’1 submandibular bez ve % 5’i de
minor tikiirtik bezlerle sublingual bezde gelisirler. Mi-
nor bezler icinde de daha cok damak lokalizasyonlu
bezlerde gelisirler (6-8). Mindr tiikriik bezlerinin en sik
karsilagilan malign tiimdrii adenoid kistik karsinomdur.
Olgularin % 70’1 ozellikle damak lokalizasyonlu bez-
lerde goriiliir. Kirk yas dolaylari ve sonrasinda gortilme
ytizdesi artar (9,10).

Chuiwa ve ark. 22 hasta ile yaptiklar1 caligmada
transoral cerrahi sonrasi perinoral ve intravaskiiler infil-
trasyon saptanan hastalar disinda anlamli oranda niiks
saptamamuisg, perinoral ve intravaskiiler infiltrasyon sap-
tanan hastalar1 ise adjuvan terapiye yonlendirmislerdir.
Ayni calismada 8 oral kavitede, 14 orofarengeal bolgede
saptadiklar1 mindr tiikriik bezi tiimdrlerinde histopatolo-
jik stiflandirma yapmuglar, oral kavitenin skuamoz hiic-
reli karsinomu ile sayisal olarak esdeger sonuglar elde
etmiglerdir (11).

Ag1z tavaninda bulunmasindan dolay1 mindr tiikriik
bezlerinin tiimorleri daha ¢ok damak lokalizasyonlu go-
riilmektedir. Hirai ve ark. yaptiklar1 ¢aligmada tist gin-
givada basal cell adenokarsinom tanisi almis hastaya
subtotal maksillektomi uygulamis ve abdominal rektus
kasindan flep ile rekonstruksyon yapmuislardir. Hastanin
40 aylik takiplerinde herhangi bir sorunla karsilagma-
miglardir (12). Bizim hastalarimizdan 1 vakaya subtotal
maksillektomi, 1 vakaya total maksillektomi, 2 vakaya
genig kitle eksizyonu yapilmig, hastalara damak protezi
uygulanmigtir. Hastalardan 3 tanesi proteze uyum sag-
lamigtr.

Minor tiikriik bezleri tiimorleri sadece oral kavite ile
simirli kalmamakta farengeal ve nazal bolgede de kar-
stmiza ¢ikmaktadir. Cano ve arkadaglar1 nazal kavitede
karsilastiklar1 polipoid olusuma endoskopik cerrahi uy-
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gulamis ve histopatolojik incelemesi miisindz kistade-
nomla seklinde raporlanmistir (13). Bizim calismamizda
transnazal endoskopi ile 3 vakaya nazal pasajdan kitle
eksizyonu, 4 vakaya transoral cerrahi esliginde transna-
zal cerrahi uygulanmigtir. Hastalarin 84 aylik takiplerin-
de 2 vakada niiks ile karsilagilmigtir.

Tiimoriin yerlesim yeri mindr tiikriikk bezi timor-
lerinde segilecek cerrahi teknigi belirlemede major et-
kendir. Subhashraj’in ¢alismasinda tiikriik bezi tiimorii
tanis1 almig 684 hasta yaptiklar: 15 yillik calismada mi-
nor tiikriik bezi malign neoplazmi nedeni ile 59 hastaya
transoral cerrahi uygulamigtir. Operasyon geciren ¢ogu
hastanin tiimoriiniin damak, dudak ve bukkal mukoza-
dan kaynaklandiginin belirtildigi bu ¢aligmada ayni1 za-
manda agiz tavan ve dilden kaynaklanan mindr tiikriik
bezlerinden gelisen tlimorlerin malignite potansiyelle-
rinin daha yiiksek oldugunu eszamanli vurgulamisdir
(14). Bizim ¢alismamizda 16 hastaya transoral yolla kit-
le eksizyonu uygulandi. Opere olan hastalardan birinde
niiks saptandi ve hasta eks oldu.

Diger tiikriik bezi tiimorleri ile karsilastirihiginda
prognozu daha kotii olan minér tiikriik bezi tiimdrleri er-
ken evrede yakalandiginda uygulanan cerrahi tedavi yiiz
giildiiriicti olabilmektedir. Hastanin postop hayat kalite-
si ve mortalitesini etkileyen en 6nemli faktor hastaligin
erken evrede fark edilip smurlt cerrahi uygulanabilme-
sidir.

Bizim ¢alismamiz da ¢ikardigimiz sonug: erken evre
tan1 alan mindr tiikiiriik bezi malign tiimorlerinde, tran-
soral veya endoskopik transnazal cerrahi tedavilerin et-
kili ve giivenli bir yontem oldugu yoniindedir.
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