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GKRKK Mezenterik kistler, nadir g°re¢len benign
anat omi st Benevenni taraféndan tanémlanmék ve il
ger -ekl ektiril mi ké@n rme zGaarsttearoiimdes,stdunadenundkan r ek
°r ¢l ebilir. En sék il eumda( %60) l okalize olurl al
eléer . Knsidansé yetikkinllke3s.e000 dldér. Ded Ve tvieg & korc
gruuy adkOl ar édeéer . Kadénl ar da, 2 kat fazla g°r g

c

t
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mi nal / pel vik errahi ve PI D bulunur. Genel li Kk
sélrehesékemgpt omdur . Ki st beyekl ¢7 ¢, mi | i metr

ml 6ye kadar séveé i-erebilir. Malign kistler,
R kullaneéel abi ir Ko |l eoonp eduavt ai rf &€ ykl oal oinloiskkkoiplii klu
oskopi k y°ntem hastanede kal éKk s¢resini azal
€ nedeniyle daha iyi bir se-enektir. mbeéjer s
kte mars¢pilizasyon ve endoteliyal kistlerin
hasta karén ajrésé ve kabeéezl ék kKikayetleriyle pol
hassasiyet mevcuttu. Palpasyonda lmralda d¢ z g sénérl & intraabdomin

rd é
e
d

(@R S

TOoOr<nNnYIITKQQ
_QJOZOCDIO

- T oo 00 T/ ow

WB-O

r
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én
dejerleri normal seénérl a ayde. Yapeéelan US6de s
sol alt kadranda 48*55mm ki st i k |laparogkopik kidt eksizyanu
yapeéel dé. Hasta postoperatif 1. g¢nde externe e
Pat ol oj i sonucu ser°z ve m¢gsin®z epitelle doxkeld
aydal gmaplkontroll erde semptom ve rek¢rrens bul gusu
intraabdominal t¢gmePrder ve i yi prognoza sahiptir.
y°ntemdir ancak se-ilecrekbéaxidna, ly&nttaemén cleosmarhl@inc
°zelliklerine g°re belirlenmelidir.

I
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Anahtar Kelimeler: Retroperiton, Mezenter, Kist

1Gi ri K

Mezenterikkistler,nadirg © r bénignkaraktierdentraabdominal ¢ m° r K kkdéztbd7y é | Enhdhy an
anatomistBenevennit a r a ftéanndéanml va itk nbéakk aopegakyenl880y € | elfadrat ar af énd a |
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ger - ekl e kMezenterikkistierren s Keumda(%60)lokalize olurlar. Dahaaz s € k lisé &séndan
kolon(%24), retroperiton(%14.5ye omentumdag ° r ¢ Genellikld asemptomatiktirve insidentalolarak
sapt ahiéjr d ralisenonspesifiksemptomlag °© r ¢Malgmkistler,v a k a o2& & mdhaanz é n d a
g ° r ¢ Temeltedhviy © n ttaatkist eksizyonudur.

2.Vaka Sunumu

55y a Kk & radlastek a ra§ mveksaeb &z |kéakyilept d leirki| ibraikjvidedikalg e -kmin d e
herhangibir h a s tvad e-ki ropetasyorky k yakty. Yine aile® y k ¢ skomeditalanomaliyoktu.
Fizik muayenesindesol flank b © | ghas$asiyetmevcuttu. Palpasyondabu alandad ¢, z gs¢eémiatra-l &
abdominakitle palpeedildi. Distansiyondefansverebound u | g mdveautd € | iOlski¢, .| t a®mab n d a
barsakseslerimevcuttuHa s t @mmlams a y digogimyad e ] evelt gmihar ker | £€A16.9, CE A,
AFP)normals énér lear si ndeydi .

Hastaya® n ¢ e LltrakohografilUSp | a n IYarpEd Sadrsbkb © b malepkl k o mk u | *@*4bn d a
mmb oy ut Ikiatizlénmesi z e rastayeabdmenb i | g i tenaografi(BT)e e k iBIT d la & tsa@ n
alt kadrandad8*55mmb o y u t Ikiatik [ezgodtaspitedildi.

k e KLiPteoperatifb i | g i tensografig 1 ¢ nt ¢ s ¢

Mezenterikkist® ri a nil€ lragaydaparoskopikkist eksizyonup | a n IBia adet’®2 mm kameraportu
ile 12mmve5 mmoé liki akletcerrahialetportuk u |l | a operasyorge K - e k | Kigt tetroperitbndail .
alandarduvarb ¢ t ¢ rkdrungradeksizeedildivedahasonraendobag - e ra |sé nmhdenngpérta | anénd a
b a td & x-élaa IHadthpdseoperatifl. g ¢ neakterneedildi. Kisti - er i § 9 mdl eknmyj |1 tesmmed e
s apt araaofisdnucus e rve m¢ s i epRelted © K leehignkistik lezyonolarakr a p o r Postn d € .
operatifl. ve 6. ayday a p &dntaotkerdehastadanerhangbir semptonveklinik r e k ¢ butgesuaysktu.
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3.Tart € K ma

Mezenterik kistler, nadir g © r ¢intraabdominalt ¢ m° r | @Gastwintestinak r a knézénterinde,
duodenumdanrektumakadarherhangbiralandag ° r ¢ | &En b hH &t i. K KLI100I0G@Wedec uk | ar da
1/20.0001 / 35. 00@tOidk keng EgkCrrdsglagtobudOile 70y a K | aKra&dddEanrl.katddha ,
fazlag ®r ¢ 1 ¢r .

Mezenterikkistg e | i k nederkasth@arakbilinmemeklebirlikte lenfatik kanalobstriksiyonu)enfatik
kanal h a s denf é@odu dejenarasyonugektopik lenfoid doku proliferasyonuve mezenteriky apr a k|l ar
f ¢ zy oha n aeazénterikkistg e | i K riolmiy m é tahéninegiliyor. Etyolojidekonjenitaln a st al e k| a
di v er tabdominallpelvikgerrahive pelvik inflamatuarh a s tbalun@¥ Bizim h a s t a ety@lgjik a
a- éhbakeéel dehamghirdebegulunmuyordu.

(o]

Mezenterikkistler, etyolojik ve histolojik olarakd ° grubaa y r fethl@erg;e | i Kistlergravimatikve
e d i n kidtlan heoplastikkistler, infeksiya ve dejeneratifkistler. Fetalveg e | i Kistlerdeenkoplastik
kistlerini y ¢ z englotelyah ¢ ¢ r e meydadagelirveg e r kiseokarakkabuledilirler. Travmatikkistler
ile infeksiyozve dejeneratikistleriseinflamatuarh ¢, ¢ r e b ke v fib@akistd u v a r raeydaragelir ve
y a | &ist aagakkabuledilirler*® Histopatolojikolarakisealt grubaa y r € ler&atiK, neezoteliyal enterik,
¢ r 0 g edne rtnad i, kigtikteratqmyve pseudokist:’

En s éilkumda(%60)lokalize olurlar. Dahaazs € k lisé dséndarkolon(%24),retroperiton(%14) ve
omentumdaPr ¢ | Z%30e r a nasemptamatiktirGerik a | a is@knadrag§ m ékenglgymab ul ant e,
kusma,k a b e diare@dabdominaldistansiyongibi nonspesifiksemptomlarortaya- € kkaar raéjnr éns € ,

s ék® r ¢skngptromdur.Mezenterik kiste sekonderolarak ortaya - € Kimfaksiyon, hemoraji, volvulus,
perforasyorvebarsak € k a rgéeH lhasjalardakutabdomerb u | g orthya-r &8k a*lKistb i vy ¢ k| ¢ 7 ¢,
milimetrik boyutlardarB0 ¢ m &aearolabilir ve kistler 2500m| Okadars eiv-eer ¥bi | i r .

Gor ¢ nt ¢USeahdomenBT ve abdomenmagnetikrezorans(MR)k u | | a n BTl ya daiMRj r .
operasyo® n c e diarni ckdri jyearp éd @jr €@ml e waprepperhtifpd sain | y @@ @ & mib-iilMme s i
mutlakak u | | a n éblomal lu & deé € i lezonlardgpreoperatifkolonoskopk ul | a h aly diead &

Tedavidd i t a rteacthgdiledye® n tkistimtotal eksizyonudurLaparoskopiky °© n tmeimal invaziv
ol maastanedk a b ¢ kK eaxzian ivekoerl@tidesinira - ¥ K n t ge°muasdhad ¢, Kog | kmaedeaiyle
dahaiyi bir s e - e nAnkak Kistin. laparoskopikolarak- é k a r é |dauméardiaa/¢ °én e mnhatomik
y apéil laird lkad dyrumbrdaa - ¢ k n tteecitmedilebilir. Di ] tedavis e - e na k 4 shagitkdsa
d r e margiyélkistektomiile birlikte ma r s ¢ p i Veierdaedyglkastierin sklerozasyonuulunur. Basit
kistdr e mg jlo& an ey k ©0é knmaesirdeksiyoz riskler nedeniylesadecekomorbitidesiy ¢ k s e k ,

cerrahiyitolereedemeyecekastalardailtrasonografie k | i Klimiknkdaer t K wlr IdaanEzlolgumuzdd r .
minimalinvazivo | maesgeaiyldaparoskopiky °© n t teraihittik.
4.Sonu-

Mezenterikkist, benignkarakterdentra-abdominat ¢ m©° ved giW prognozasahiptir. Operasyof n ¢ e
planlamadaBT ve MR mutlakak u | | a n éTledadsIinddadparoskopiktotal kist eksizyonutercih edilen
y°nt eyme ders e - i ltedawig R nt ®@aeni r tad@ m ¢ thaeassit teoamahiditesineve kitlenin
anatomik® z e | | igl lbainenmeleir.
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Kabuki Make Up Sendromlu Hastada Gen

I nst. Dr. HarAsso¥xzmeéenmof ., DAssBahaPr afy datiDe. Ser k a
Serdar Mermer*

IMERSKN kEHKR EJKTKM VE AARAKTIRMA HASTANE

¥zet

GKRKKk : Kabpmks emékemu (KMS) geneti k kal étem kekl: i
Ektropi on, geni kK, d¢kek kulak kep-eleri, basék bu
konjenital malformasyon, mental retardasyenlei k eder . Japonya dékeénda da
anestezi deneyi mi mi zi paylakmayé ama-1adék. OL GU
tanéséyla getirilen 6 yakéndaki er kek - otmikikez® nced
DK¢ operasyonu ge-irmickt.@i Dojum sonrasé diyafrag
°Trenil di. Hasta tipik yé¢z gereée¢negmleoydyg. Boyu 10
pat ol oj i g°r ¢l medii. nPrremoap edriatYi¢fk stekt kdiakma k , toraka
olarak dejerlendirildi, AS A3 Flj TAKIE/S0mMeiHg SP@2:%98 didlo n i t
Tiopental Na 80 mg, Remi fentani|l 15 mc gdamededodli nd ¢ k
Sevofl or an, %50 Azot protoksit %50 0O2 kull anél de.
dk stabil seyretti, uyandéreéel ép derl enme odaséna
etyolojisinde otozomaldominaiX, bajl &€ resesif ge-iki g°sterilmik n
i skel et anomal il eri, ekl em | aksisitesi, kardi yo
damak, epil epsi gi bi bir dizi p at mlgavgktiregek bafif snenyalk e t me
retardasyonu, Kl er i derecede ol mayan skolyozu va
nedeni il e tedavi g°r me¢gkKt ¢, preoperatif enf eksi
Kaygél aréne aezsailytlmea k priemendi &m@mms y on odaséna al énde
ent ¢basyon probl emi, mal i gn hiperter mi, konv¢l si
kull anmadan sevofloran ile idame sonrBMSéedlpwshaptl
mal f or masyona bajl é veya bajémséz anestezi ger ek
mal ign hiperter mi, konv¢l siyon riski akéelda bul un

Anahtar Kelimeler: Anestezi, Kabuki Makéup, Hidrosel

GKRKKk

Kabuki makeup sendromu(KMS) genetikk a | & te détaimiolarakhalak e s i n | e Kk t nadirbil e me mi
sendromdurSendromurektropion,g e rvédk;, kKkylikk e p - & la ewriknile karekteristiky ¢g° r ¢ n ¢ my¢
h a s t &dmanhepsindetipiktir. Sendroma odlkkonjenitalmalformasyonmentalretardasyore K lederk
Parmakanomalileri, iskelet anomalileri, boy k € s agl°érj¢Blu bastalarda anesteziyiilgilendiren zor
havayolu, hipotoni, kardiyak malformasyonlaro b s t ruyklk apmes$i,malign hipertermiriski nedeniile
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anestezu y g u | a°nzdel haetrne 1D m .y dapoayad € K @ h # & tee a dh € mMKMSHushra st amé z d a
anestezdeneyimimizip ay | axmayléadeé k .

OLGU:

Anestezip o | i k | ankiste fiidrosekfimozis ve parafimozist a n é8ld getirilen 6y a K é rerttek Kk i
- 0 c uj ebavaynlerindera | & ananmezindedaha® n KBS t a neelsd®ejj ré e rEkldmdaiksitesi
sonucud 0] uk & la #®ak(ed Keolgnhastaki kez bilateralD K ¢operasyony e - i rDwijkusndo hr a s é
k ¢ - hirkdiyafragmaa - éé&oll édju j- wirns ¢ digafragmahernisia - € s @akigleadi | gponjan |,
kapahfdeijedastatipiky ¢x° r ¢ nidj, kdogerddi, motordefisiti yoktu. Boyul00cma j € 19 éj €
kg olan h a s t v a @ éardiyoloji k o n s ¢ | t atenhengihir mdfarmasyonve kardiyak patoloji
o | ma dhyoi edildi. Preoperatifkan tetkikleri ve a k c igfafsimormalolarakd e j e r | eTordkaldei | di .
skolyozuo | d g ? u ¢Malampati2olarakd e j e r | dasthyiadASA3laresteziiski verildi. Preoperatif
h arzleg & n ropesagyono d a saélnéah a 8 t mamionizasyondakH:102 dk*, TA: 95/50 mmHg
SP02:%98li. Sagl¢ st ¢ MbGamioketile damaryolu a - &80 & paat™ serumfizyolojik i nf ¢ zyonu
b a k | Bentdl(&@iopentalNa) 80 mg, Ultiva (Remifentail) 15 mcgilei n d ¢ ks o ry 1®,8nsl@ringeal
maskey e r | e K ia mié3dddsevofloran, %50 Azot protoksit%5002k u | | aPosiopechinaljezi
200mg iv Parol(Parasetamollie s a | | @perdsyarB5dks ¢ r @ k st ¢ I3 @ 9y I@isl dan hasta
uyanmas 0 n deslen@eo d a saél néatv daatsonundasorunsux e k tabudceedildi..

TARTI k MA:

Kabuki makeup sendromuetyolojisitamolaraka y d € n | a to®zomaldammnantve X b a jrdsesif
ge- g %s t e nadil bmiklimik durumdur. Mental retardasyon,iskelet anomalileri, eklem laksisitesi,
kar di y oanasakler,l;, e i sistemb o z u k | gaktroirtestimglsistem anomalileri, kraniofasial
dismorfik bozukluklar, dermatolojik anormallikler,g e | igkeirm y § K dyeakr,darkak, oftalmolojik
anomaliler,epilepsikonjenitalhipotroidi, ITP b a wlmak¢, z éir dizi g e ndistemikyelpazedgatolojiler
ile seyretmektedirOlgumuz6y a Kk édiyd aej r egerektireceld ¢ z ehafill rrentalretardasyonudaha
° nc eteshited i | nHagtadadeneyimlibir dismorfologt a r a fklaik Huégmarlakmst a nkéosnému K ,
r apor | Bklemlakgigitasisebebile heriki k a | - B Id ¢carrahisig e - i r Knii derecedaslmayan
skolyozuv a r Maéign Hipertermia - &€ s ®&unldraisk t e kekmiekteydi.Daha® n ad damgstezilerde
soruny a K a n mdipiley g .r ¢ nvéam M ek sdankakolan hastaday a rdénkaktespit edilmedi.
T e bkbaiy e t | ba¢r yegundem @ ms @&kl ve ¢, ssblunumyolu enfeksiyonunedeniile tedavig © r d ¢ ] ¢
anl ak @t ameopEmuayenesindenfeksiyonbulgusuyoktu. Kardiyolojik problemg © r ¢ ihtimai
¢ Z e r istenenkardiyolojik o ns ¢ | t alerangibir ardraalitesbite d i | meHadtakktaiy.g €1 ar én
azaltmaki - annesie K | i prémedlkasyorodess € a b € lbhadngeal maskeile genelanestezplanlanan
hastadabut ¢hastalarday © r ¢riskine ¢ k ®lank ssblunumyoluo b st r ¢ leqit y b prabjenoi,n
malign hipertermi,k o n v ¢ Igibiirigkierng © Z n ¢ rbdlndurularaktiopental sodyum, renifentanil,
i nd¢ k ssioynakag € v K kutlanncadansevoflorananestezisile idames o n rpestoperatifetkin
analjezis a | | aoperasyoikerrahiveanesteza - € s Romplikasyonsuolarakg er - ekl ekt i ri | d

SONUC¢:

KMS 6 |hia st ayénd raefeméya® n c etd @amle mé m¢, k e cerradhig e - i olarakarestezi
gereksinimio |l abi ¢ ®xred robduid undur B hasalarglaheE y a kK ainasteziu y gul a mas &€ n (
e nt ¢ bprablgnoi, malignhipertermi, k o nlsiygnriski a k éb Wlau n d uanesteapd ldbénag ° r e
yapél mal edeéer .
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2- A RareCaseKabuki Make-Up SyndromeEsraT ¢, rAbdullah Yazar,FatihA k éAy, kGe, Zai moj | u,
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Yojun Bakéemlarda Proton Pompa Knhibit?©
B°brek Fonksiyonlarée ve Morbidite | z
Karkél aktér él mase

Il nst. Dr. HarAsso¥zmenm of.!, DrnsBahBr. ABdekhae ¢i:

IMer si n kehArrakBjéirtmam Haest anesi

¥zet

Ama - . Proton pompa inhibit°rleri (PPK)kuYdjamré | a k
Genel olarak g¢venli ve etkili go°r¢len PPK ayné ze
-al exmal ar da b°o°brekl erde akut interstisyel nefr.i
gesteril miktiark.e mArhcaeBI{aytaerenndh sék karkéelakeéelan b
ol madéjeée hakkéenda yeterli veri yoktur. Biz -al ékm
kullanéelan PPK ve histamin r dsyeopntl®rr éb lvoek emolredriiddnie
retrospektif olarak inceleyip karkeélakteérmayé ama
cnitelerinde tedavi ol muk hastalarén dosyalereée ve
tarandeé tal éeékxkmaya yaték s¢resi 10 g¢nden uzun ve
(n=210) T¢m hastalarén ¢re ve kreatin dejerl eri [
gé¢n sayésé tedaviildgdonucw] dej dralkeéemdla hastal arén s
bulundurul ar ak, kan biyoki myaseée, santr al ven baseé
Hastalarén BFT |l erindeki deji wii Klseerl, oyatrak dgdef elrd
grubunda yateéek sg¢resi daha uzundu ve H2RB grubun
ol duju g°o°r ¢l dye. Bu sonu- ila- kullanémeée ile bajl a
hastalearzamghr i -inde ¢re ve kreatinin dejerlerind
Sonu - ¢tal ékmamézén sonu-1ar é, YB, 6 Il erinde yatan
PPK kull anéménén b°br ek f oknéklsaikytoenrléalrdée ] €nemi noel u lh:
ol madéjene g°sterdi Bunda hastalarén yateéek sg¢rel
da etkisi olabilir YB, 6 | erinde bu konuda yrapéel a
-alekma ol dujunu, daha sonr aki -al ékmal ara éekék t
ila- tercihleri iczerine yararlée sonu-I|lareé ol acaje

Anahtar Kelimeler: YoJ un Bakém; Proton Pompa Knhibit?®°ryg¢; Bo I
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RetrospectiveComparison of the Effects of Proton Pump Inhibitors and H> ReceptorBlockers on
Kidney Functions and Morbidity in Intensive Care Units

Abstract

Objective. Protonpumpinhibitors (PPI),which arecommonlyusedin stresaulcer prophylaxisin intensive
careunitsandgenerallyseenassafeandeffective,arealsohavemanysideeffects.Especiallyin public-based
studies,it hasbeenshownmanytimesthatit causescuteinterstitial nephritis(AIN) andrenalfailure related
to AIN. However thereis insufficientdataonwhetherPPlsplayarolein commonkidneyproblemson patients
hospitalizedin intensivecareunits. For this reason,in our study, we aimedto retrospectivelycomparethe
effectsof two groupsof drugsonkidneyfunctionandmorbidity, PPIsandhistaminereceptomblockers(H.RB)
which areusedin stressaulcer prophylaxison patientshospitdized in intensivecareunits. Methods. Thefiles
of the patientswho werehospitalizedn the adultintensivecareunits of our hospitalandthe laboratorydata
were scannedhroughthe hospitalinformation managemensystem.Patientsvith a longer hospitalization
period of morethan 10 daysand no previouskidney failure wereincludedin the study.(n=210)Urea and
creatinevaluesof all patientswererecordedon thefirst day, 5th day, 10th day andlast day. The numberof
hospitalizatiordaysandtreatmentesultsof thepatientswvereevaluatedResults.Changesnp a t i kidney 6 s
function tests,length of stay, morbidity and mortality rates were evaluatedstatistically and there was no
significantdifferencein patientsusingPPlcomparedo thoseusingH2RB. Conclusion. Wethink thatPPluse
in intensivecareunits doesnot negativelyaffectkidney functioncomparedo H-RB use.

Keywords. IntensiveCareUnit; ProtonPumplnhibitor; RenalFailure

GKRKK
Protonpompai n hi b { P #liKdefal989daOme pr angell & K tilek u Il Imnegred Mma kK
ved ¢ nyamdaku | | an &l- doisi makihagne | mBwgtupirl. a gastraintestinasistemiasitsalan
hast al eelglukakortkaidier, nonsteroidalantiinflamatuarlamgibii | a - dtkierindemkorumaki - i n

kul | a nAéglr alteilaadakterPylori eradikasyonundae g a s t r o °r seatfla ti tedhvésipde de
etkinolarakyera | ma k t-3) @ B léadjtdekresyonunibloke etmekteH:R B ferineg © r edahag ¢ - | ¢
olarakkabuledilir.(4-5)

PPKabeényamwetisiol d edman - iynadmpélad @ K ortayaka o ¥y @l nizwns gr el i
kullan € ml| & =& §okarakVitamin B12vedemire k s i k ¥ & h ehipahmgnezemie hipokalsemigibi
nutrisyoneleksikliklerdeb i | d i rB u niitznitigidek .€ r éskldnamy o0 | Vegastintestinasistem
enf e ks imdepolibiave méde kanser P P K & iiyiébilinen yan etkilerindendir.(6)P PIKu | | ay &meée
zamandaakutb ° b hak ar ékoAiBdH )b hakt al evpridBhiH)MmMbyek mez | i J i (SD
g el irigkinimdea r t na@isléi K ki | e nlB)icrail lemmigrat tae Ki(HP kktuil rl avenkBlhé
ar as eéinldiakkkcie IABHKd el i ile iilgitii olarak ortaya- € k ma k ABal dyeerl .ib ka enastalar
i yil ekmekz é&ly&rkea KBHmdmaktaguedahasonradé&SDBYg e | i K me k4&@¥z al. I(i7k |1e
yojlakranst aly ap e tad @&yekdemecelkadara z dYeorj.h a k € mtl @ahnadsat ardtiasit € n
tedavik ul | anel@ijeypwé@ék bak bmst ats’éemflealn k si y dooellmargeth d &« eb i | di
d ¢ K ¢ n buspesifikhastagrubu¢, z ery apl@ |- @ad & k rklmisyaniegnn | tareihleria - é s @éndan
neml acdjepemekt eyi z.

Bizbu- al & kyntajdusan k £ mi t e [ & B iyainthlktaolan hastalardd® PKKu | | a rhistan@m € n
r es ebhked(H.RB)k u |l | derk@amé& el a kh €l fed kile§ i&yrabradluamsEbir etkisiolup
ol ma daérj eenteEEmanalyad é k .

GEREMEY¥ NTEML ER.

Bu- al &ersiak e hEjri velAm a k tHastanesAnesteziyolojive ReanimasyorK | i ni J i
YB, dindey at ok a st aloa 1y @ethastar@bilgi y © n esistening z e r ilabodawvarverileri
retrospektiftaranaraky a p évlads.kr 109 ¢ n dizumolan,® n ¢ ehdimenb © b patolojisiolmayan,
18y aks tP PweyaH:R B Genbirinins ¢ r & k|1 | a nastdlatd@hjl edlildi.. Y B |lerindey a t ok
mevaitkriterlerik a r k @10&agtaPriPkllananlarve HoRB kullananlarolarakiki grubaa y r el d &€ al ar é 1
yaklyat @k ¢laasregd,eYlBe dian-, € kl @ k u iidbarcueyaexitus)ile 1.,5.,10vesong ¢ nr e
vekreatind e | e kaydedildi
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Kstat amlizi ks el

S¢r edilerinnormald a] élyguntha | d B g p | m&lhpirkWilk testiilei ncel enmi Kkt
S¢r aleljii kK koemalld @] éviaérns & ya§ rhédardn@iosr t al a masipmasanjdlaan madé ]
durumdamedyan(25.Persenil5.Persentilk e k | % mealtel e Kategokrkidief i K isessmalyedr ¢ z d e
cinsinden® z et | elKkbiag Cignsp& ar K €1 a K na@makkdvraa ssé&naddan@ n maMben] é nd a
Whitney U testik ul | a n &Kk in@m@anzmmansh® | - ¢ kng n kK € | a kK tFBedmahtestinslenn d a
yar ar | akleédtegogkd e ¢ i & k & $ 8 1 d akikdelemresindé&i-karetestindery ar ar | anél me
p<0,05 istatistiksela n | a nd £2 adgrak kabul e d i | m{ «tt d analizler i k Stdistica 13.3.1
yazél eynaérnadralnanél mékt er .

BULGULAR.
¢ al é kanhadyeaPl®@hagadad 4 6,RB,1 5 6 B Rg@ubundarh a s t aHlaasrt cada aimsigeatve
y a tsé¢kr etabdrlid dvee r i | mBrup tlei cinsiyet a r a s Btatidtiksel olarak a n | abmnli 8 i K Kk i

yoktur.(p>0,05)Y a tsé& w beaski € mgruplhra n a sigatistikselolaraka n | @infl aér kslaépltéakn meé K t ¢
(p=0,013 R e s e lWakergrubununy a s & k aensli alendca&delahauzundur.

TABLO 1:Ha s t adénmgradikiilgileri vey a s¢érke | er i

Grup

R e s e Blake PPI Toplam Pdej

Cinsiye] Ka d Sayé 29 63 92
Grupi % 0,54 0,40 0,44 >0,05

Erkek Saye 25 93 118

Grupi % 0,46 0,60 0,56
Yack Medyan(25FP75P 65 (57-81) 70(6081) 68(5981) 0,122
Yatsé&w es| Medyan(25P75P 18,5(1544) 16(1327,5] 16,6(1432) 0,013

Hast adrae Greatind e ] ebla& ©® imé&krad &«re | a kabl®&2 édead Casrtée r iSlgmiek t i r .
deji kkébankémeée grddan a r a s éistatistiksel olarak f ar k | yoktue(k p>0,05)

TABLO 2:| r wekreatininf a rz&mam o kt iad gaupktar Kk €l akt ér mas é

GRUP
R e s e Blaker 1 PPI
(n=54) (n=156) pdefj
Medyan(25P75P)| Medyan(25P75P]
' regeé¢n( mg/| 655(44,25108,50 62,5(44-96) 0,360
' r®ge¢n( mg/| 705(42,25108,50, 78,5(45114,75) 0,900
' r¥.g¢n( mg 70 (44-150) 79 (46-120) 0,920
i rsong ¢ n( mg 98 (64-170) 88,5(40-178) 0,180
Kreatinl.g ¢ n ( m 1,1(0,51,6 1,0(0,6-1,3) 0,890
Kreatin5.g ¢ n ( m 0,8(0,32) 0,8(0,561,3) 0,730
Kreatin10.g ¢ n ( m 0,73(0,31,925) 0,8(0,4-1,6) 0,530
Kreatinsong ¢ n ( n 1,2(0,5752,55) 0,7(0,52,2) 0,100

PPl grubui - i n:
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i reeej er kzanansafi I A ¢ @I @ sigatigdikselolaraka n | @infl a&r kvl aérl @00 K1 k
ge¢hl - glrdea] ellelleg il - glrea] eat e sigatidikselolaraka n| aimil &r k1 1 & k
v ar @=#0)009.Yineilk g ¢nl - g lIrdeen] eiteboag dNl - & Irdeen] ea | & sdaistatistiksel
olaraka n | dinfl a&r kvlaéerl@&k00]) ( k e k(fablo:3)1 )

PPlgrubundakreatind e | e r kaenansah | n ¢ mk a sférkydkar. (p=0,357)(tablo:4)

TABLO 3.} rdee ] er igreptaiagn® maenansatl aj €é( emEd ¢nrdeej eg I &fic,pr e
dej el eidy,cnrdee] ek esangpenrdee] er | er i)

Y¢ézdel er
50th P
Grup N | Minimum Makimun| 25th| (Median) 75th
Resept{ ore 54 3500]| 261,00] 44,2 6550 | 1085 0,02
Bloker cre 54 3200 192,00| 42,28 7050 | 121,50
cre 54 2900 230,00 44,00 70,00 | 150,0(
cre 54 2500 220,00 6400 98,00 | 170,0(
PPI or e 156 21,00 | 21500 44,00 62,50 96,00 <0,00:
orel 154 2,20 430,00 | 45,00 7850 | 114,7°
or el 154 17,00 | 321,00 46,0( 79,00 | 120,0(
or el 154 12,00 | 360,00 40,0 88,50 | 178,00

Related-Samples Friedman's Two-Way Analysis of Variance by Ranks

iire1 iire5 iire10 iireson

6 i

|  MeanRank=2,1 Mean Rank = 2,48 Mean Rank = 2,50 Niean Rank = 2,81 -

4 B
£, = L2
g — *

2 2
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0T T T T T 1 T T T T T T T T T T T T T T — ¢

00 2200 400 600 800 10000 200 400 GO0 800 100000 200 400 GO0 8OO0 100000 200 400 600 8OO0 1000

Frequency Frequency Frequency Frequency

k EKKIP Pdgfubu¢, rdee j ezamamsak ar Kk €l akt ér mas é.
Re s e plokérgrubui - i n;

i rcee] er kamansah | n ¢ el a sigatistikselolaraka n | dinfl aér kvl aér [@&X025 | r e
dej ebdaleé&ing nsd@nd e eilettaburcug ¢ e | ea il & sidatigdilkselolaraka n | &iml| é
f ar kvlaérl@ek023 (tablo:3)( k e ki | : 2)

R e s e Iplaketr grubundakreatind e | e r kzagnansaft 1 A ¢ Imla & € im Btatidtiaselolaraka n | a ml é
bir f ar kv a&rl @é&x00) Buf ar kKreath € k gwenld 0. dpseM03), 1 0 . getaburcug ¢ n ¢
(p=0,004)ile 5. vesonuncuy ¢, (P=0,049ar as &rmd kK ie kagnkll am takt a dEx e Kitla:b3d o :
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Related-Samples Friedman's Two-Way Analysis of Variance by Ranks
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[ e
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k E K RLIH:RBgrubu¢ rdee j eninkagnansak ar k €1 akt ér mas é .

TABLO 4: Kreatind e ] e r Igmiplarag ? ramansad a j € (Keeatiel:1.g ¢ kreatind e er | er i
kreatin5:5.g ¢ kneatind e ] e kréatnf0:10.g ¢ kieatind e | e kréaBnsoin:solg ¢ kmeatind e er | er i)

Y¢ézdel er
50th P
Grup N | Minimum Maximun| 25t (Median) 75th
Resept 9 kreatinl 54 0,30 4,00 0,5( 1,10 1,6¢ 0,001
Bloker kreatin5 | 54 0,20 370 | 0,3 0,80 2,00
kreatin10 54 0,10 3,10 0,3( 0,73 1,99
kreatinso 54 0,30 4,10 0,57 1,20 2,55
PPI kreatinl 156 0,20 4,50 0,60 1,00 1,3¢ 0,35]
kreatin5 156 0,10 6,30 0,56 0,80 1,3(
kreatin10| 156 0,20 6,50 0,40 0,80 1,6(
kreatinso| 156 0,20 6,30 0,5( 0,70 2,20
Related-Samples Friedman's Two-Way Analysis of Variance by Ranks
kreatin1 kreatinb kreatin10 kreatinson
: Mean Rank= 2,76 Mean Rank= 2,26 Mean Rank=2 06 Wean Rank= 292 :56
Py Hz
i W
2 2
1 H
0 I | | T 1 | | | | | T 1 | | T -
00 100 200 0,000 100 00 0,000 10,0 20, 30,000 10,0 20,0 00
Frequency Frequency Frequency Frequency

k E K BL1H:RB grubukreatind e ] er kagnansah i n ¢ ml er i

Grupile s 0 naur- a sigatigfikselolaraka n | aimil leiviak ig<®,00) Exol anbdbmaam®&a ept °r
blokergrubundaa n | alerdcedelahaf a z | (Aadl@E5) .
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TABLO 5:¥1 ¢ommanl ar é

Grup
R e s e Blaké& PPIToplam
S 0 nExitus N 43 81| 124
% grupi 0,8 0,54 0,59
Y a K (N 11 75| 86
% grupi 0,2 0,4§ 0,41
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Abstract

Anaphylaxis related to neuromuscularmlocking agents(NMBAs) during induction of anesthesias
frequentlyseenandmay havedevastatingonsequenced/e describethe anesthetiananagemendf a patient
who had a history of rocuroniuminducedanaphylaxis.A 36-yr-old male was scheduledfor functional
endoscopicsinus surgery under generalanesthesiaHe had a history of surgery postponementue to
anaphylacticshock induced by rocuroniumwith an uneventful postoperativerecoveryin intensive care.
Preoperativeevaluationwas normal excepta positive skin testfor rocuronium.Skin testwas performedfor
only rocuroniumnot with othermusclerelaxants After standardmonitorizationand preoxygenationhe was
premedicatedvith iv applicationof 2mg midazolamand 100mcgfentanyl. Anesthesiavasinducedwith iv
80mglidocaineand 300mgpropofol. Simultaneouslhsevofluranes% and0.1mcg/kg/minremifentanylwere
administeredintubationwasperformedwithout usingNMBAs. No hemodynami@lterationsvereobserved.
Anestheticdrug inducedanaphylaxisis commonly seenwith NMBAs, especiallywith rocuronium.Thus
anesthesiologisshouldbe familiar with presenceof anaphylaxisrelatedto NMBAs. Patientswith NMBA
anaphylaxisrequentlycrossreactwith other musclerelaxantsand alternativeanesthetidechniquesor safe
NMBAs shouldbe used.Intubatingwithout NMBAs is a safeand effective techniquewhich canbe usedin
patientswho do not needintensemusclerelaxation.As the skin testwas performedfor only rocuroniumwe
preferredto intubatethe patientwithout usingany NMBA. We considerintubatingwithout NMBAs is a safe
andeffective techniquein patientswith NMBA allergy in caseof false negativereaction,andcrossreaction
probabilitiesandinadequate&locumentatiorf skintests.

Keywords:Rok ¢ r onyum, Anafilaksi, Allerji
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sunmayé arda-ylaakdéénkd.a er kek hastaya genel anestezi
Hastanén rokuronyumun neden ol duju anafilaktik K
Rok¢ronyum i -in dpozitif der i t easltdii . d éxeérnid at epsrtei
gevketicilerle dejil sadece rok¢gronyum i -in yapéel
sonrasé 2mg midazolam ve 100 mcg fentanil i.v. uy
ve300mgpropoo!l il e ind¢gklendi. Exk zamanl & ol arak %5 se
NMBA kull anéel madan ent ¢¢be edil di . Hemodi nami stab
°zellikle rok¢gronyumda yaegérzolsad &k , g NMBIA, D ar Ba
ol mal édeér . NMBA anafil aksi si ol an hastalar sekl é
alternatif anestezi tekni kl er i veya g¢venlis NMBA
gevkemesine ihtiya- duymayan hastalarda kull aneél e
rok¢gronyum i -in yapéldéjéendan hastayé NMBA kull an
hastalarda yanl ék meaglsi yomr ealkas glodk!| aragprae ci |l t
durumunda NMBA'séz ent¢basyonun ge¢gvenli ve et kildi

Anahtar Kelimeler: Rocuronium, Anaphylaxis, Allergia

Introduction

Although allergic reactionsduring surgeryareuncommonthey arelinked with severemorbidity. After a
perioperativallergicreactiondetermininghecausativeelementsanbedifficult. Eventhoughthereis awide
variationin the frequencyandrecognized causalfactorsof perioperativeallergic reactionsbetweennations,
neuromusculablocking medicationsand antibiotics are the most common (1-3). The trachealintubation
procedure,in general,necessitateshe use of a musclerelaxant. Anesthesiamust be sufficient to block
sympathetigeflexesduringintubation.However,at this moment,oneof theanestheti@approachesmployed
in manysurgerieds inductionof anesthesiandtrachealintubationwithout the useof musclerelaxantg4).
The intubation and anestheticnanagementf a patientwith a history of rocuroniuminducedallergy are
describecdhere.

Casereport

A 36-yr-old malewith a heightof 185cmanda weight of 90 kg wasscheduledor functionalendoscopic
sinussurgeryundergeneralanesthesiaTherewere no abnormalresultsfrom his preoperativeblood tests,
electrocardiogramgr chestradiogram.The patientwas classifiedas Mallampati 2 with no difficult airway
markers. He hada historyof surgerypostponementueto anaphylacticchockinducedby rocuroniunwith an
uneventfulpostoperativeecoveryin intensivecare.He hada positiveskin testfor rocuronium.The skin test
was performedfor only rocuroniumnot with other musclerelaxants.After standardmonitorizationand
preoxygenationhe was premedicatedwith i.v. applicationof 2 mg midazolamand 100 mcg fentanyl.
Anesthesiavasinducedwith i.v. 80 mglidocaineand300 mg propofol. Simultaneoushsevoflurane % and
0.1mcg/kg/mirremifentanilwereadministered.After manualventilationwith 6 L/min of oxygenandpartial
pressuref inhaledoxygenof 100 % for 3.5 minutes,intubationwas attemptedvia a laryngoscopeaisingan
inner diameter(ID) 8.0 mm singlelumenendotrachealvithout musclerelaxants. Throughoutthe induction
and operation,his vital signswere stable.The total operationtime was 140 minutes,and no specificissues
developeduringtheoperation.

Discussion

Allergic reactionsto aminosteroidaNMBD are well-known neuromusculablocking agentsandarethe
mostcommoncausdor theperioperativeperiod.ln generaltrachealntubationnecessitateheuseof amuscle
relaxant. Anesthesiamedicinesmust be sufficient to block sympatheticreflexes during intubation (5).
However,dueto therisks of using musclerelaxants.anesthetianduction methodswithout themhavebeen
researchedparticularlyin shorttermprocedureg4,6).

Anaphylaxis can be causedby neuromusculalocking agentsthrough both IgE-mediatedand IgE-
independenpathwaysT hetertiary or quaternar\ammoniumstructureis responsiblefor the anaphylaxighat
occurswhenthesedrugsareinitially used,aswell asthe crossreactionsthat occur at a rate of about70%
within thegroup(7). Skintests'projectedvaluein determiningalternativemedicineis uncertain.Becausef
their strongspecificity and sensitivity, prick skin testsare regardedhe gold standardfor diagnosis.False
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positivesshouldbe takeninto accountwhen evaluatingintradermaltests(8,9). Becauseof crossreactivity,

skin testingwith otherneuromusculablocking agentsshouldbe performedif a positivereactionis obtained
dueto a neuromusculablockingagentin theskintest(10). Becauseur patienthada history of rocuronium

inducedanaphylaxisye decidedto intubatehim without the useof musclerelaxantsandto avoidthe useof

othertypesof musclerelaxantsaswell.

Severalstudieshaveshownthat usinga combinationof remifentanil,sevofluraneandhypnoticdrugsto
induceanesthesid the mostdesiredandacceptablenethod.Another popularstrategyis to combineshort
actingopioidswith hypnoticslike thiopentalor propofol. The majority of studieson opioidshavebeendone
on alfentanilandremifentanil. Furthermoreadministeringidocaineoneto threeminutesprior to intubation
helpsto reducecoughreflexesanddysrhythmiasaswell asimproveintubationcircumstancegll). It hasalso
beenclaimedthat sevofluranecombinedwith hypnoticagentscanbe usedfor intubationwithout the needof
musclerelaxantsin our patient,we useda mixture of 5% sevofluranepropofol,remifentanil,andfentanyl.In
3.5minutes thepatientwasintubatedwith only onetry. Musclerigidity wasnot observedFurthermorethere
areno notablechangesn hemodynamic®eforeor afterintubation.Observatiorof the otherpatientsrevealed
no notablehemodynamichanges.

Remifertanil might producechestwall muscle stiffness as a side effect. This hasto do with dose
administratiorandspeedWhentakenin a big doseandadministeredjuickly, remifentanilmight causeapnea,
bradycardia,hypotension,and skeletal muscularrigidity (12). We did not observeany side effects since
remifentanilwas administeredat a low dose.It was discoveredhat asthe doseof propofol increasedthe
percemageof overall excellentintubatingconditionsincreasedandthat 2 mg/kg propofol providedsuperior
intubatingconditionsto sevoflurandoy 8% (13).

Sevoflurands a nortirritating inhalationalanesthetiavith a low blood gassolubility andlessinterference
with respirationthat has beenusedfor anesthesianduction in difficult airways (14,15) However, only
sevoflurananductionfor trachealintubationcannotprovidesatisfactoryintubatingconditionsin a shorttime
andis accompaniedthy acutehemodynamichangesiuringintubation(16). It hasbeenreportedthatthetime
to achieveacceptabldéracheaintubatingconditionswith 6-7 percentsevoflurandn youngnonpremedicated
adult patientsis 6.4 minutes(13). The patientswere given a continuousinhalationof 8% sevofluraneand
propofolfor around4.7 minutes,andthe majority of themwereableto attainclinically acceptabléntubating
conditions (17). We believe that by combining propofol, fentanyl, and remifentanil, we can reducethe
percentagef sevoflurane.

Conclusion

As a conclusion,to study perioperativeanaphylaxis,a completeanamnesishould be performed,the
specificsof theincidentshouldbelearned,andthe findings of testsdetecthg mastcell mediatorsduringthe
eventshouldbeevaluatedSkintestingfor theallergensnvolved,aswell asin vitro sigEdeterminationshould
be conductedwhen an IgE-mediatedreactionis suspectedin a patientwith perioperativeanaphylaxisthe
relevantagentshouldbe identified using availablemethodsbeforethe next anestheticand if it cannotbe
identified, high-risk agentsshould be avoided,and generalmeasuresised. The use of spinal or epidural
anesthesias recommended18). In circumstancesvhereregionalanesthesias not an option, intubation
without the useof musclerelaxantsshouldbe consideredA mixture of propofol, opioids,andsevofluraneat
differentdosescanbe employedor this purpose.
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Abstract

Objective:To comparethe systemicimmuneinflammationindex (SII) (neutrophill platelet/lymphocyte)
amongpregnanwomenwith mild to moderateCOVID-19 diseaseMaterialand methods This retrospective
studywasconductedamongpregnanciesvith COVID-19disease474mild and57 moderateCOVID-19 cases
were evaluatedInflammationrelatedparameterand systemicimmuneinflammatoryindex were compared
betweemmild andmoderatediseaseResults: Demographialataof patientsweresimilar in groups(p>0,05).
The meangestationaweek of pregnanciesvas?2 5 Nrbthe mild diseasegroupand?2 8 Nrithe moderate
diseasegroup (p=0,208).Leukocyte, neutrophil and monocyte values were similar betweenthe groups
(p=0,712,p=0,429%nd p=0,652,respectively).Lymphocytelevel was significantly lower in the moderate
diseasegroup (p=0,002).Also in the moderatadiseasegroup neutrophil/lymphocyteatio was significantly
higher (p=0,007).HoweverSlI valuewassimilar betweengroups(p=0,123).MeanC-reactiveprotein(CRP)
value was higher in moderatediseasegroup (p=0,002).Conclusion:In conclusion,we did not detectany
differencein the systemidmmuneinflammationindex accordingto diseaseseverityin pregnantvomenwith
COVID-19.

Keywords: COVID-19, Fetal Doppler Wtasound, Pregnancy, Systerhiemunel nflammationlndex

Introduction

Coronavirusdisease2019 (COVID-19) is causedby severeacuterespiratorysyndromecoronavirus2
(SARSCoV-2) andis anemergingdiseaseT herehasbeenarapidincreasen casesanddeathsvorldwide (1).
Physiological changesoccur in the immune system, respiratory system, cardiovascularfunction and
coagulationduring pregnancy.Thesecan havepositive or negativeeffects on the COVID-19 diseasq?2).
Especiallyin thethird trimester womenaremoresusceptibldo severesymptoms andpregnantvomenwith
COVID-19 who developseriousillness at the samereproductiveageare more likely to needintensivecare
treatmentthan nonpregnantwomenwith COVID-19 (3,4). In the studiesshowsthat in pregnantwomen
laboratoryfindings includedhigh leukocytecount, elevatedcheutrophilratio, lymphopeniaandelevatedCRP
(3,5,6) A novelindex namedSystemidmmunelnflammationindex (SIl)(neutrophill platelet/lymphocyte)
was developedbasedon peripherallymphocyte,neutrophiland plateletcounts(7). In this study we aim to
comparethe systemicimmuneinflammationindex (Sll) (neutrophill platelet/lymphocytepmongpregnant
womenwith mild to moderateCOVID-19 disease.
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Materials and methods

This retrospectivestudy was conductedamongpregnanciesvith COVID-19 disease474 mild and 57
moderateCOVID-19 casesvereevaluatedAll womenin the studygrouphadbeendiagnosedvith COVID-
19 via a reverseranscriptionpolymerasechainreaction(RT-PCR) test. Womenwith a history of multifetal
pregnanciesndmaternalsystemiadiseasesvereexcluded.

Statisticalanalysiswasenforcedusing|BM SPSSStatistics17.0(IBM Corporation Armonk, NY, USA).
DescriptivestatisticsweregivenasmeanN standardleviationfor numericaldatawith normaldistributionor
medan and minimum maximumvaluesfor numericaldatawhich do not follow a normaldistribution. The
normality of thevariableswvastestedwith bothShapiroi Wilk andKolmogorovi Smirnovtests. Groupswere
comparedvith TheS t u d é&tastaddMannWhitney U test. Comparisorof variableswere performedby
PearsorChi-squardestandFisher'sexacttestfor categoricalvariables Differenceswith P-values<0.05were
consideredstatisticallysignificant.

Results

Tablel presentghe demographic®f the studypopulation.Demographiaataof patientsweresimilar in
groups(p>0,05).The meangestationaiveekof pregnanciesvas25° 5 in the mild diseasegroupand28° 4 in
the moderatediseasegroup (p=0,208). The laboratory parameterof COVID-19 are outlinedin Table 2.
Leukocyte neutrophilandmonocytevaluesweresimilar betweerthe groups(p=0,712 p=0,42%ndp=0,652,
respectively) Lymphocytelevel wassignificantlylower in the moderataliseaseroup(p=0,002).Also in the
moderatadiseasegroup neutrophil/lymphocyteatio was significantly higher (p=0,007).HoweverSll value
wassimilar betweergroups(p=0,123).MeanC-reactiveprotein(CRP)valuewashigherin moderatalisease
group(p=0,002).

Discussion

We found that lymphocytelevel and neutrophil/lymphocyteatio different betweenmild the moderate
diseas@roup.HoweverSll valuewassimilar betweergroups.We could not determinghatthe Sll valuewas
associatedvith the severityof thedisease.

Detectim of viral nucleicacid usingreattime reversetranscriptionpolymerasechainreaction(RT-PCR)
remainsthegold standardf COVID-19 diagnosiq8). In additionlaboratorytests,suchaswhole white blood
cells(WBCs) count,neutrophilratio, lymphocytecount, C-reactiveprotein(CRP),erythrocytesedimentation
rate(ESR),hemoglobinplatelets procalcitonin,creatinekinase(CK), myoglobin,aspartat@minotransferase
(AST), alanineaminotransferas€ALT), total bilirubin, creatinine,cardiactroponin |, D-dimer, albumin,
lactatedehydrogenas@. DH) andseveralotherlaboratorytestshavebeenreportedto changein COVID-19
patients(9,10) Laboratoryfindingsin thepresencef COVID-19in pregnantvomenhavebeenevaluatedn
variousstudies(2,11,22). Liu H et al foundleukocytosisandhigh neutrophilratein pregnanivomeninfected
with COVID-19 (5). In thestudyof WangX, etal., laboratoryfindingsincludedhighleukocytecount,elevated
neutrophilratio, lymphopeniaandelevatedCRP (6). In our studyleukocyte,neutrophilandmonocytevalues
weresimilar betweerthegroups.Thesdindings mayberelatedto theabsencef pregnantvomenwith severe
diseasén this study.Howeverwe detectedlifferencefor CRPandlymphocytedevels.

Sl wasdevelopedasedn peripheralymphocyte neutrophilandplateletcounts(7). Tanacaretal found
that SII was beneficialfor predictionof adverseneonataloutcomesof pregnanciexomplicatedby preterm
prematurerupture of the membranegPPROM) (13). But in our study we did not observeany difference
betweermmild andmoderatedisease.

Conclusion

Laboratoryfindings would associatéhe severityof C o v-B diseasdan pregnancy.Thereis a needfor
morestudieson this subject,includingthe severediseasegroup.
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Tablel. Baselinedataandcharacteristicef thegroups

Mild disease of Moderate disease of  P-Values
COVID-19 (n=474) | COVID-19 (n=57)
Maternal age 28,4 4,8 29,6 1,5 0,342
BMI (kg/m?) 29,5°5,4 29,84,9 0,477
Nulliparity 17 (41,2%) 16 (39%) 0,230
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Gestational age at| 25°5 28°4 0,208
ultrasound assessme
(week)
BPD (week) 24,935 26,74,8 0,903
AC (week) 24629 27,36,4 0,801
FL (week) 25,003,9 27,847 0,854
EFW (9) 94(r 285 1015 214 0,872
DVP (mm) 48,9 11,7 50,6°10,8 0,907

Datagivenasmedian(interquartilerange),meanN SD.
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BMI: body massindex, BPD: biparietaldiameter AC: abdominakircumferenceFL: femurlength, EFW:
estimatedetal weight, DVP: deepesterticalpocket

Tablel. Laboratoryfindings of thegroups

Mild disease of, Moderate diseas{ P-Values
COVID-19 of COVID-19
(n=474) (n=57)

Leukocyte| 67932190 83271790 0,712
Neutrophil| 4942919 6665 1302 0,429
Monocyte 369 142 366° 290 0.652
Lymphocyte| 1537617 1145 870 0,002
Platelet 22505 59858 219142 88692 0,151
Neutrophil/Lymphocytd  4,4°3,1 7,6°6,5 0,007
Sl 987278 75217 1008264 183235 0,123
CRP 21,£25,5 70,3 82,7 0,002

Datagivenasmedian(interquartilerange),meanN SD.

SllI: systemidmmuneinflammationindex, CRP:C-reactiveprotein

hippocratescongress.com



25
Presentation ID / Sunum No=73
Or al Presentation [/ S°zl ¢ Sunum
ORCID ID: 00000001-83931246
Kk Kazal aréna Bajl é Geliken Korneal Yab
Kul | anBaijélnéaa Ol ukan Buhar Nedeniyle Gg¢gve

Azalma

Exp. Dr. Mehmet Tahir Eskit Ex p. Dr . Adem Uj url u

¥zel neon hastanesi
2Erzincan Binal:i Yéel derém ¢niversitesi Tér
*Corresponding author: mehmet tahir

¥zet

GKRKE AMAC¥ nl e n erbd ddikr¢ ftravma sebeplerinderbirisi olan kornealy a b anc é
cisimler(yc);korneadderatit,skarveyaendoftalmigibi ciddis o n u ndderolabilmektedirBununy an € nd a
ki kuygue g ¢ vegPiEjikiule aneéelod ajndmideun kddir.¢ anle é K mand  IR02@ z
deartanmaskek ul | a b a fjoé aidaubannedeniyleg ¢ v e d 7 Ikgkfnap r a n Zh9¢ @ | ge°nrae
a z al imcelegnekY ¥ NT ERbrnealycileg °o | i k Ibiarkivj20i9sed | B3vaR@20y €1 84n d a
toplam87has t & y e r meCklt geudPi ammakasegmentnuayenelerslit-lampbiyomikroskobiley a p € | d é
vey a @ginsiyet,y a b acisim &keni,- a | €& mea 3 leym koineallokalizasyonuj werindeg ® z b} kma s &,
kazas ér ag@ndtgakk ma a E ma debghhssaonr akemtit g & | i K°nmrecsd skornedda
nefelyon/skaro | massag§ g &€k e nod evsgisod ,i kb a vV § remalkdual nl a e kemdi lkendine
-apaféeartmbhogmntaa habegiuBWBUWAR: G° z Ikguk | dunugum019y €1 énd a
%22,6iken 2020y & | ®uwnodan%>5,6 olaraktespite d i | mi k t 20d9day € @ kWdkiayano r a n €
%77,4iken 2020de %9 4 , 1Renkérk e k ig I° @ &ullakmamasebepler2019ve 2020y é | d raa £é n d a
istatistiksel olarak a n | abiml fear k § € § € & rirjp<e0}J03]. €26019 da ihmal sebebiile g° z | ¢ k
kul | an ma)e&kfolyikean A020debu oran%17,60laraktespite d i | nBuhartsebebile g © z | ¢ k
kul | anmay ailederld,Biken2020de%5 5, 940H9dayg ° z kulakmamasebebblaraken
- B%47,2ikenfi i h rokarbky © r ¢ | 2020deens k° z kulakmamesebebP655,9ile i b u holarakd
g°%r ¢l meTkAtRelTd ikMAAS ON U Kornealy a b acisimler, k © r | kagdargidebilecekciddi bir
s 0 n u nddexalabilmektedirK g ¢ v e n | defekdl koruyucug ® zb gk ek k yebiulhdemakt ad
Fakats a | cpdannhaakek u | | a b a fhdegaaz | tamdlacaki k | gerimegetirememektee bunun
i - demeklitedbirlerina | € n nga®dr & | émlgstatarg Ir ulbubareb a blué v & drigj kldénz | ¢ k1l er |
takmakistemediklerinbelirtmektedirS a | gaétamhaskek u | | a b @ folegePaz | takdlaeaki K | e v i ni
yerinegetirememekte@ebununi - demeklitedbirlerina | € n ngadrééjléme Kt ¢ r .

Anahtar Kelimeler: Kor ne al Yabanea@al Cijisi mKoKknyGgu G°zIl ¢k



26

GKRNKAMA G :

¥ nl e nenb eokki¢traemasebeplerindebirisiy ¢ z e&kgrredly a b aisimlédir.Kornealy a b anc é
cisimlerinb ¢ y k & s nme&tali& cisimler,t avea h Kk@ar - al ak € ur @en&ldelzstaglaa ] r € ,
sulanmak é z a K & k b §old tulkekonealy m b ecisirolér,korneadaeratit, skarveyaendoftalmigibi
ciddis o n u nddenolahilmektedir.Bununy a n & nad a& k auyguei g ¢ ve gP zJkiujl¢gl anél ma.
durumundab u n l lag yen&j unPlruljeun e b i ""Bak a b d k mand @ B k@ z a |baar] & néa
g e | koknealy a b aisiml&inK g ¢ v e rDemografikveKlinik © z e | | ig R 12@20deartenmaske
kul | amapatlreaibunar nedeniyleg ¢ v e g ? £ ktgkingo r a n 20a%dyae | & nramlmave
bun | aaléunk t u r naetikolegak @ fj U incelamelé

Y¥NTEWEGERECLER

¢al ekomenly a b acisimieg °zol i k Ibiarkivi20dtyesd | &63wve2020y € | 84vlnak
¢ Z etopam 87 hastaile y a p € | @lgulatdana y r ébir © § ka@l € andsenkaf nve arka segment
muayenelerslit-lamp biyomikroskobiiley a p €l dvd .g u ¥y aengiyet,y a b aisimdkeni,- al é Kk an én
me s | 34 b acismirgkorneallokalizasyonu,i yerindeg ® z lo§ kna&kazés, ér ag€ntlgk mas e,
t a k ma sdiehi,s a n r akeratingdeal i K me sikorneadanefelyon/skam | masag d £\Kkences i
ol megpwd ,i kb d kv § reimalddalnl ave kemdi kendine- apafkar t amlagmgndaa hal esi
s or guY almaasmigkorneallokalizasyonunibelirlemek i - komea¢, -b © | gaeyyre®Bl kd%l. gel er

santralkorneal(merkezi < 3 mma lalar, parasantra(3-5 mma r ave @ejiferal ( > 5mmd é k &alad a
k & sigiméndirilerekd eJ er I endi r i | di

Lokal anestezikd a m| a t &dnrdl@yknikeoskopy a r dile 25&augei ] noe kullanaraky ¢ z ey e |
y a b xisim-€é k a G ® kagbamave antibiyotiklidamla® n e r HelirkiiDeklarasyoni2008ilkelerig © z
° n ¢ muwuadurularaastaH a k IY& m & t mevkdtiKkurdlaragygunolarakh a z ér | a amé Kk may a
a laaherolgudang ° n glarbkk a t € | ddaikohagar | éénnameé Kkt ér .

T ¢ meriler bilgisayardaSPSS(statistical packagefor social sciences)for Windows 22 pr ogr a mén a
kaydedilerelanalize d i | mdiaq téilnr@.m ama |kdranjermekie - $hapireWilk testi normald aj € 1 € mé n
di jverr s a ylanilaas ravik-1 aerkp @ & j| €viehistogramg r af i § a ma e In aBhajl aneixka z& r .
grupk ar k €1 a ktitegtir(Indeper@lensamplet-test) k u | | a n &dtegogikdte§ ri .k B eabéndaki
i | i Kikkargtestiv a r s a y£arjl laa r@orandagdg-sher'sExacttestik u | | a analizeadrialkmi kKt i 1
Elde edilend e | era relraohmp @ ma d &joadruam a n(id a 8 h d ad £zl &yki- ofatak
kull anél mékt ér .

BULGULAR

2019y é | é kotheakyia b acisimiBe b a Kk v u r yaaotrat raél Baémass7efohro53 M & s t 58 n € n
gede] er | dHmadckit raddsi(eaB,Bkna d= h@6P6,2)erkekidi. 2020y € | € kormhemlk & b aisiro €
lebakvuryamra rad38bmabs7efolarmB4 s tdg e e ] er | eHmadsit ra2sil@6i8) n
k a d®s%i(%94,1)erkekidi.

2019y eve 2020y € | d raa soinsiyetas e k t R ikerindeg © z bugukmadurumu,lokalizasyonve
° n ¢ engfelyon/skaolmadurumunag © istatistikséolaraka n | ainfl a&r kybkaul (p>& 05)

G° z I kewkl | aurianm 2019 ve 2020 y € | kb a & 6 Btatidtiasel olarak a n | abiniféar k1 &1 e |
g° st er me&kE4L3aP<0,05.G° z k g k | duru@u2019y é | A2(hbiken2020y € | Buoradra
%5,60laraktespite d i | nYine2019yw &€ | § % d kullakmayaro r 247 €4iken2020y é | o8B da 1 6di r .
Benzerk e k igl° @ dkuflanmamasebepleri2019 ve 2020y € | 4 ra a €igtatigtikselolaraka n | aiml &

f ar kgl°éslteekr ME(R)t BF2px0,09. 2019y & | thmadisabebileg® zk y k|l an mag&nh leg reeé
%47,2iken 2020y € | &wothn%17,60laraktespite d i | nBuharnsebebileg® z k gkl anmayanl
or X018y e | eb3Riken2020y € | &b 8 a 94Dy € | § A d kujakmamasebebiolaraken- o k
%47,2ikenfi i h nokarbkg © r ¢ | 2020k @& In éns dg&® z kudakmamasebebPo55,%ilei b u holarakd

g°r ¢ | mevar 2020 yré& | érath maskek u | | asonacmioruyucu g © z Ik | aarnzéanhéd € J é
g°r ¢ meegttedidakmay a n | 2019¢ a | @msdeakkmamasebebii Kk k B s a /iketn2020 |

y € | énaskenimo | u Kk t buhatolafakg °r ¢ 1 mekt edi r .

Saj b e ke nomadurumu2019ve 2020y é | & a a ®istatistilselolaraka n | abmf ar k| é1 e |
st er k)t @36 p<0,05].2019y é | 8 a fdieke rod emsaiy asnd kalaZEfiken 2020
I

g°st
y & | buvor#o61,80laraktespite d i | mi kKt i r .
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Doktora gitmedeni | lkulanmadurumu2019ve 2020y € | & ra & ®istatistikselolaraka n | abml é
f ar kol °ésltéeekr M¥(t)t=@0j0Bp<0,05].2019y € | @akidragitmedeni | @al- ans @k B3R e
iken2020y é | Buvorro64,70laraktespite d i | mi Kt i r

Keratit g e | i duramu 2019 ve 2020 y € | la a a & @statidtiksel olarak a n | abmlfear k|
g° st er meXi@)k 8,28950,05].

¢ a p kehdékendine & k aduruma2019ve 2020y € | d raa sistatistikaelolaraka n | dinilaér k1 e 1 & k
g° st er MER)E &0dRpx0,05].2019y € | & a ¢ kepdékendine- € k asr enke#o1® j7iken 2020
y €| buvomhr®648,50laraktespite di | mi kKt i r .

SONUC LYERT ARTI k MA

K¢ -igckazal ens &kt & nydradanmalardabirisidey ¢ z ekgrreedly a b aieimlédir.G° r me
k a y bkadargideceks o n u nddeno laa b i dibebasitKoriuyucug © z | ¢ Buhleedarkoeunulabiir.
Bui k a z ageknallikléerkekvey r e t- la ¢ nka kietkilemektedir¢ a | & k mdaers Zadkakvey a K
olarak2019y é | 8 6 d 8 7 \v&é2D20y 81 8 B ¢d & 7 B0 ,udydniu ki t e beazery o reuelde ar

edi | MRt r .

Kornealy a b acisimlérinenfazlao r a métalsse k tod uk t u r Yhia e askd derkK.é z vk t a K
ark® yapt & k-l alr &k marnsagk®em & lae recisimléimetal- a p a k & b & & miatatikselotheak
a nl| a malk&daiki gruptadaoranolarakenfazlametalolarakg © r ¢ | m¢ kKt ¢ r .

(9]
D
——

Uzunveark/ileK & z avdatka k& Ik ma | komeéaly d & aisimléinlokalizasyonwsantraly er | e Kk i ml |
ol mas @j dieim- al & k mieemkieyzéedliathtiksela n | dankig @ r ¢ | mepjl® t i r . (

¢al &k amkbnasureda a | & k miatatigtigsdlaan | a ngl°ér 18 kmer naej srilepmeve Ark'?
yapt a] e unetallesanel o r h & cfazbhlornealy a b acisim@!| dgP o ¢l m¢ kKt ¢r .

Koruyucug ® z Ik g k | a rkérheahyn & I8 acisim@ ar al a nbelagin®r epad al t €e€j €1 i
- al @&k ngePlsa red & Bizimi - kat| | éng. miabazerk e k ig I° @& &ullakmayanlard&ornealy a b anc é

cisimy ar al an faddod d & fs@mtikselolaraka n | dp]0&b u | marmaejzreanindeg © z | ¢ k

o | mdesyé |alraarsigatidileselfark o | ma d(p:0,4 )tedpitettik. Bunub u | u n d Wbj°d mezd e ,

saysdhgk ur ul WK Mawek o & | R &ll g kK -eirgikh v eorlimkalmbag hadek.
Kornealy a b ecisimya r a | a n nhaal sat raddeny &0t g K madbaejga | a20Pg ¢ Eadda

ens éskbephmal i kier@@7,2)iken 2020y € | ens deskbepmaskenimedeno | d byhar(%55,2)

ol dg?pP u ¢ verstatikselolaraka n | @mll @& n (WEL).Dumanve Ark®y a pt aj & wenaed a

K e k enls dgd® z talgniamasebebi h ma | k/éiedaidm P u ¢ | rrgkatg % 7 . lkulbehareb aj | &€
takmamaile ilgili 1 i t e ryaterliz rad & w masytd a n 2029ve2020¢ & |. | a g € n kthlgrara
sebebinind e i Kk 2620y li €wd @ n & @ Kk & } sdroé radgagnaskek u | | a b @ foél Guak a n
buharol dupduygrundg¢ k.

¥ n e it sbrunolans a | d ¢évke n coel sman@gdyee, | statidsalolaraka n | dpmdJ0By ¢ k s e k
bul umeidkéel smd d & ke nocl ensaiy amrl a¥%22,6) iken bu oran 2020y € | §v6d,3)
- @ k m8kkonaday. é@la ydtedi- al é K rmasy d a n2020eée k & agglas t sea leggAa®nreenm| |
f a ka |°d u kanaatgetirdik.

Keratit g e | i kenmpkkasyonua - € s éeriliay r€alr a sigtatikbela n | a nol | émaénkdpsO®6) a
r aj rae2ay é | erandad(%l12,1)olarakdahafazlao | d g P u ¢Budaonudal i t e ryaterliditgid e
b ul un mama s @mencorona enfeksiyonunedeniyleh a s t ahhstamegagitmeye- e ki ndi k1l er
vel/veyayinea y anfeksiyona a jsdsyalg ¢ v e mlnayank i xdy éacethmaoa¢hadek.

Kornealnefelyon/skam - € s @ n d a g 8 thlr earsigatikdedfark olmamaklabirlikte (p:0,2)oransal
olarakDumanve Ark®y ap t aj @ k m@8B fn a roklak?019y € | §4618,392020y € | €488)a
bul unmBuutdar al é Kk ma gn€ z ldagrkaio r a n éamaéyry, k sod kma vP@fa@aléduj una
yorumladek.

Doktorab a Kk v u rimakditanmao r avekendikendine- € k am¢ ana h 20R0y € il Estatikszl
olaraka n | aymlk& & k ol (:0,01)oransallaraks € r aBudmanvedrk® (% 37.9)ve (%23.2)ve
2019y é | eanaAr@e30,2)ve (16,7)b u | u n MO20Yy @ r &a(Wed,7)ve (48,5)y ¢ k dlardktespit
edi | mBuwdad r jderumlarabenzex e k CovidEs a | g éhasEameggitmekistememekle yine
a y enteksiyond a jsdsyap ¢ v e mimayak i xaye@sretnmaeS acae s il ilvd e - nve/\weya
kendikendine- é k alveklemisinedb aj | adé k.
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Sonolaraki k a z a |baarjl@mémly a b acisimlér,k ° r |kadprgidebilecekciddibirs onu -1 ar a
nedenolabilmektedir K g ¢ v e m | Gefeklikoruyucug © z b g k ®Ki Kk y e b u h d @ maFkkata d e r .
s al gagamrhagkek ul | a b a fhégaz | gk blagaki Kk | earinegetirememektere bununi - i n

gerekli tedbirlerina | & n npedréd lenHastalap 1 .u kuhamab a jblud agr? & kd ¢ik-1gehrzil ¢ k1 er |
takmak istemediklerinibelirtmektedir.Bununy a n ésnadja £ ke nocl easnis ay ea 2 a E meas € n a

h a st albkeoma gitmedenb i | i nl B Izl averkendi gendine- apad&kar t anh § @dana s &
bakvumhaimhukizmir | a kd &Hastedsk keadi penceresindengdoktorab a K v u r dald¢ u m
g°z¢hkndlkhasatea lg® & gpgkhcak Do | a y meydangelano k ¢ traemalars o n u - llesideé y | a
istenilmeyemmedikolegak o0 n u nddexoiabilecektir.Yine dekornealy a b isimlegin® z el | dahd er i n
iyi anlayabilmek - dalmag e rserilerdeveuzunizlems ¢ r-eallié k geeeksiaimvaa r d ér .
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Ol gu Sunumu: ¥tiroid Graves Oft

Asst. Prof. BAssTayPuofBiDgi-¥zlem Sezgin
¥zel Kstanbul MHaosrt eamcees i Ni gaetnied g &Cleer r a hi KI'inij
Acébadem kinasi Can Hastanesi Endokrinol

GKRKK
Graves oftal mopat s ( GO) orb tal kav ten n g°r me
b r d r [1]. Genell kle h pert ro d l e ek zamanl
da h pot ro d -éekearb Hbhskane®°karwémhémhsa dah t ak
nad r olarak h pot ro d gel K mes bekl enen b r d
sékl el aoghbobul -Thmgl)ante kamt (dBtr @ ndl PRO®r oy¢skste k| ]
edeb | r [ 17].
Bu makalede °t ro d b r Graves oftal mopat vakase
VAKA SUNUMU
44 yakénda kaden hasta; 2015 Ajustos ayékadmaijbée ndka
°dem ve sol g°®zde saja g°re daha canlé bakeéek «k ka
oftal mopat dée¢Keéenegl me K. Ge° z Hastal ekl ar & Uzmaneé'
Pol k| n j '"'nde ghdel dg. aHaAesamére kKeamd € nce b | n
Hastanén b | nen s stem k b r hastaleéejé yoktu. S
serbest T4 dejerler 60) mAad:ntlamh4 A1®/RPML FBKLUBMNL 6(
bulundu. T ro d ultarasonograf s nde t ro d bez
en b¢yeéeiée 2.9 mm -apénda b rka- nodgl gor ¢l dyg.
¥t ro d Graves oftal mopat dn¢, Kj¢ n'¢nldeen shtaesrtoa yda tGPdza
azalteéelarak kes | d . Hastanén g°z bulgulareée késme

Tak pler nde hastanén t ro d hormon d¢zeyl-#gr0) hep
2017 Mart aylen.dab5)l.b/wl wndd. Bu tar hten sonra hast

2021 Temmuz ayénda tekrar pol k| n J m ze bakvur a
bulundu. Oftal mopat bul gul arénda dej «k kil k yokt
TARTI k MA

GO t ro d hastal g i oleskn | @lymaa ot o mmun nfl amat u
ya da t ro d | e I K k | of tal mopat olarak da b

d sfonks yonundan bajémbélzra otlalbéjlénrdanG®°%n dal,l gtul rac



30
t ro d hastal é&jéndan sonra ortaya -ékab | r. T ro
s mlend r | mekted r.
Graves' | hastalarén %5' n keme kd eefda ra z &&mdda& nd ad cee telr
etk |l emekted r. Fakat genell kle erkeklerde daha
S gar a -enl erde daha sék g°r ¢l ¢r. Graves hastal e
ortaya -ékatheddr 5] b | . nmek
¥t ro d Graves hastalarénda oftal mopat daha haf
F zyopatol oj s hen¢gz tam olarak b | nmemekted r.
ekstraokul er kastdbkdekonbawvé dnjettoebett ] v e
neden ol duju d¢gkegnegl mekted r. T ro d st mel e ed ¢
yajJ ve baj dokusunda bulunmakt adér ptereguldendbgree
otoant jen adayé olup GO gel K m nde °neml d r [ 3
baj dokusunda b r nfl amasyon baklateéeler. Ayréca
ve yajnnilaespéolya, z¢nden orb tal volum artar. Oflh t al
vV e nter¢ulg b 6s(kbk nler n salénmaséna neden ol
h yoluron k as t veedémnlkorzamBMyplgdc &k amz metkrletlteasar
proptos se daha sonra da kas | fler nde f broz se
T ro d hormon d¢gzeyl er nor mal , t ro d st mulan
hastamézda ayaoéebétabanemdéd nnteler, Wegener granul o
hastal ekl ar, d opat k orb tal enfl amatuar hast a
|l ezyonl aré ol mamaseé, s stem k dneuna yyd nee bnutlrgauolrabr étn
grang¢gl omat©°z hastal ekl ar d¢e¢kengegl med . Orb tal enf
konjunt vada h perem bul gul arénén ol mamasEé, has
ol mamasyl emeadrem tal enfl amatuar hastaleéeklar ekarte
oftal mopat ol arak kabul ed | d
Graves oftal mopat s olan hastalarén % 10" unun ©°
késménda h gedt kredo d mekted r [ 4] . Bu grupt ak h
otoant korlarén poz t f g°r¢leb 1Id | b | nmekt ed
antg y¢ksekl devam ettt
T ro d hormohadar® moGmalbles oftal mopat hastasénd.
radyoterap kull anéel ér. Tedav ye d rHeams-tla méwzalaal ar

b r stero d tedav s sonrascslk buygumadégeAl t @dyél IR
hor mon fonks vyonlarénda bozul ma veya n¢gks oftal mo

SONU¢

Graves oftal mopat nad ren de olsa °t ro d hor mon
a-an d jJerekharstal édl ameasn yanénda t ro d st m¢l ail
yardéemcéder

Kaynakl ar
1. Bahn, RS. "Graves' opht hal mopathy. " NeWw7Z&Zngl an

2. Eckste n, A K. LoesciMan@g, BlL okEasGclka, D. &c Mot g
Eut hyro d and pr mar |y hypothyro d pat ents d

Graves ophthal mopat hy. Br t sh J elulr5n6a.l of Opht
3. Fel c el l o, AF. CBahawovol bnt &en&. , P&rcel | n A
of thyreteppon mRNA n heal tohy amd Grasee’. dhe
1993; 342 (-388.7): 337

4 Sm th, T J. He gde dsuesa s,eL.." "TGirea vNeesMe &@Engl aed 3J 66 r he
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Magnas Y°%°nt emi

Exp. Dr. &BifxpakDCanAydéen Saréhan

IManisa Merkezefendi Devlet Hastanesi
Mani sa kehir Hastanesi

*Corresponding author: ¢ajdak Can

¥zet

Girik: Yumukak dokuya saplanmék yabanceé cisimler
cCi smin doku i -indeki kal ék S¢éresi ve saplandej é
potansivyelini bel irlelmerktyarnal grmma Al °rte¢, ydrra viaywik
apse ol ukumu y umuk ak doku i -inde kal méck yabanceé
kompli kasyonlardan birka-éedeéer (2). Bu ol gu sunum
cism n, Ma g rla)s a(dkleek iplat ent i aléenmék tébbi cihaz il e,
hastaléejé olmayan demir -eli k fabrikasénda -al éka
cisim yakénmaseéewyrd au.ackPldesemakisrea darkén i -inden par
cisim hastanén sol g°j¢é¢s kafesi T12 ©°n kot | ok al
hastanén genel durumu ivyi i di . Nef eisnsdgdrriyajmday ag
kafesinde batar tipte ajreésée varde. Tetanoz profi
yar a yeri bakéeésénda yabancé cisim tespit edi | eme
yabancé icitsensipni tyeedi | en hasta i-in ayérécé -2)ané ar
Yabancé cismin komku solid organlarla herhangi bi
bul gusu g°r ¢l medi. Yabaerm ét €blsimi ai lykea k &a IMagmersp ardiek
bistg¢ri ile yapéelan 3 mm gelKIik ve 3 mm derinl
yerinden ayrkbadaki Magdhex¥abpeeeéc(&mkinl yakhaeéeéles
daki ka i-inde kompl|k&$yoﬁautékmmamMagdas(Hddeote
alte b°lgeye sapl anmécx etalik ©°zellikteki ci si ml
Ve bedeldetk'ékabiél'ahnilir (3). Magnas, anestezi k m
dokusu olukumunu séneérl amaktader . Sonu-: Magnas a
dokudan yabanceé ci si ml erail t-e&knaarttiha k oil -many aknu lgl¢avneénll

Anahtar Kelimeler: Magna s, Yab&mag éGi,siCm, tM&AIl t é

Gi rYwmu dokuyas a p | & a imécisirnlé&inh é binba - i- nedkea r geriekmaktediry abanc é

cismindokui - i nidallsé;ikr eessgp | anld €[] @ cadagokniky ap éli & i ko#t iazsaér ar | ar é
potansiyelinbelirlemektedit?. A] me r o v ayarddagrhak P yagai y i | efenksiganelk,a ywéapse
ol uk ywmunu kdakk i - i rkchd nyeéakb a cisinderin neden ol d udgrkan ve ge d° nem

komplikasyonlardarb i r k d2: Budlkgu sunumundadokui - israep | ametali& kX z e | |y &kt serkd &
cismin,Magnas( k e a dpatentia | € h @ dikarile,cilta | t & nédkaanr & Imats&l d é .
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Olgu: Bilinenh a s t cdinlayafdémir- e lfab k i k a saél nedeseark & erlelhlastacilt a | dokéya
saplanary a b acisim§ a k € n macikseryidelaa Kk v PPresimia.k i nd s é@ npgzaeg n a lkapara r a k
metallik®© z e | | disimthalsit solg@® 1] katesi T12 © rkot lokalizasyonundakb © | gsapkanméexkt é
Vitalleri stabil olan h a s t gemebdarumu iyi idi. Nefesd a r iy a k € nbumanshn&anh a s t demnné n
inspiryumdag ° ] kafesindebatartipte a j rveasrdatanozprofilaksisiy a p €il nat nr, aantiiyoferapi

uygulanarh a s tyarayeéribak € s § @a @ acisimtéspitedilemediHastadirektb a tgrafisineg® nder i | di
Direkt grafidey a b acismiréyeri tespitedilenhastai - a weér @am®a k b a8t r tarakst@negrafisi
istendi( k eX iYla b aasmigk o mgold organlarlaherhami bir i | i gaptansnazkenp n © mot or a k s

veyahemotorakdulgusug ° r ¢ | YheebdacisroirgyeriMagnasa dvérilent € biltazile tespitedildi. Lokal
anestezils o n b a siey a p 8imgne n ive3immdéerinliktekikesis o n metadik® z e Ekiyiakbta n c &
cisimyarayerindenay r é Magaéksthadi | yap éked.iYlabagsmia- ekai &ll mani
y a k | bir dakikai - i kordpékasyonsuzx a ma m(Valeo-d)e

Tar t eMagmasa dtl @b b h & o & h a rcil anldtyPdl sseaypd anetalik®kz e | | cisikleria K i
yeri k o | a ytdsit kedilebilir. Bu cisimler h & zpratk ve bedeletkinb i - i -madkea r &) Magnas, i r
anestezikmadde ht i yeansizyon@& e r i h g ie h azaltaralgkardokusuo | u Kk usmamair | a makt &

Acil servislerey u mu dokuyas a p | ayrarbéeisim g a k € n ma & & w Hastalans € k 1ag k 1é3
kanamavedokub ¢ t ¢ n | iulpapibie i k ©y a i E ¥a la acisimlérmetalik® z ikted | abi | ece]
gibicam,t akkamgibif a rekzled | i kd re+ abaddbilr.despite di | eveyagn? K & @ R DIlE K

al yt &b acisimlér malpraktisd aval %t €40 § h g Kt ubudaktadisa%Secezaiy apt ér & ml &
sonu-lanmaktadeéer .

Hastalamgenellikledokua | t &y a ka &ianci léssedenveklinisyeniy © n | e Andakepileptikn ® b e t
istismar,yaralamaveyakendinezararvermegibi durumlarbuf a r k € azdltabilireYprayeri temizlenmeli,
kanamak o nt g @]l l;aveyael i€/ - ey zldikkailicey a p € | nikdinik & ¢, § Halilndedirekt
grafi, ultrasonografive tomografi gibi ileri incelemey © nt e mly a b agsiméeri tespit edilmeye
- al é«k éBimkaélséigesrt. ¢dn dlestrscilden i - | olad@simler,n”® r ovayg kpEBielmirk lai | er
yok ise, cerrahiekipmanlaiile ekincelemeyegerekduyulmadan é k ar él abi | i r .

Yarayerincelemesindef n t¢okal anesteziklefleyara- e viu g skt ui 4 lspanlads,@ntdv@an é n
klinisyeninr a h a ad & kK adnanH aezcéerj li aBhinsalleyadie e n ag ¢ mir €] esonrafordepsk t e n
yar deyreebyaigime € k ar é Tataaozpeofilaksisiu n ut u | imeestaval | aedelsiyonb ul gul ar €
a - é s éaitgiteadmiimelidir. K ¢ - ¢derin lokalizasyonlu semptomaz y a b aaisimier - é k ar €1 ma d e
beéer akélsiwibk d n aeigikllegcam),denizk a b u jakkmagibikontamineo | d d } 1 ¢ ryialbeam c é
cisimler ivedilikle - & k a r & | Amtibiyoterdp@ rutin olarak ° ner i | mdenrek & rel, eaup ml i
- @ k a r anVvegarkamik/eklem/tendorgibiy a p € il la ir yafalarimalardd a Kk | a n Elahl aésdtéarl.eé k | a
olan,i mmy¢ n s ¢senilhassalaraseprofilaktik antibiyotik,y a r alurianmondarb a ] é maa&@t anmal éd

Y a b acisimlerultrasonografy a r d é-néékgdilia®u tip hastalarddineerhiperekoikg © r ¢ ncgtml ¢
a lytaéb aisim,é e v r hasekolkhaleile- e vg 9 1 § vedr.m

Metalik © zel | Cilk sk yiabacisimier mé kndld é 8 kar €l abYalameekvtr eedsii rn.i 1
temizlenmesinira r d & Magrassteril eldiveni - e ryi esri IneekKadrai- re iv Ir ieagnasgeedirilirken,
hastayadokua | t @ametetlenmeissisorulur. Bu hissederi¢, s t ¢t nedmes e kd % rn ganretk ¢ eslek
T¢e¢msek| eenyng b sod kd wéru kK ar eK H leyamanpr €. |bePgye lokal anestezikuy gul anér .
Portegg¢y drisé&ygenyilkaar e thl®el ngbigieg eni k IMagnasl k a t e thl°el ngnei yke
y a k| awemagneid é kg ¢gny @ r d éynaebyatisin-€€ k a r € & maMaagl néarsedkgrrec ¢ y | e

hi - derrahim¢ d a h @drekkalemadank e n d i | 1 @ kysmwbeasisimléro | abidbetzgli | i k1 e
uzuns ¢ dokua | t B a O maakk® z e | |yiakbt aeskviéin- € k ar € lzameklarg ad an@ bi | i r
Ma g n ai s-6i énalllentk kiulak/nazakavitei - ik m e maégretik® z e | Icisillerie-ké k ar €1 mas é

dag ¢ v eknull  a nBulelkdebtindzagastrilsondal - iy e | e kniéi krni al bnigi sBkk aekg g, s 6 é n
¢, skté s mé nedvarkapbky a r d é-méekyal raé |(rRaeitid d € r

Biomekanikc i h a hdy a t & gmmesigleteknolojikilerlemelerderfaydalanari n s & a ¢ kalieki
deaym@ndagel i «] mamE&et mrikmknOn s égzd | éekcheaflengret birikimleriyle b a k
dend¢hirh e zIna anhladjdewerdmektedirBug e | iinergank-organikb i r | i k tod luikjainn d
insanprototipinio | ukt 8i & 0 a i Ja a €kayEayabiyolojik ve metalikk € s & any laegleadesar
olaninsanlary a kgelecekteg © r ¢ | hmeekylea n@ Buabigileé @ Kk € ] Mangdnaametal® z e | | i kt ek
cisimleri saptamave- € k a°rznedlildrleygnzamani - i kerdlieedaha- okku | | alndmé acakt ér .
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S 0 n uMagnasa d paéentia | € mmenk€emahig i r icK ihgpaz @u dokudany a b acrsimléri
- eékarnt khmk | an édtanatifidineagaegke, mlidirterchar acéedeér .
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*Correspondi ng KARA®UHA RS MEYGA

¥zet

¢tal ékmanén amacé; n°rokJdrefreji eqidi ir memli exrdietiddand &4 e @
vV e transke¢gtan® z karbondi oksit °l -¢ml erinin doj rt
karkeéel akt érmgkjiir . taNadafemdan operasyon pl anl anan
intraoperatif pozisyonlaréna g°re 4 gruba ayrelde
grupta ye¢zekoyun o poetruer uerd iglrsuepkt Bab jbitdek® Oya ik 88r dast a,
bak y¢ksekl ijJi 60U den fazla olan 16 hasta varde.
pozisyon verildikten sonraki 30, 90 ve 150.endaki k
5 dakika sonra ekst¢gbe et meden tormcnes kairt taenrizy) dela r kbaorn

endtidal karbondioksit (EtC¢) ° | - ¢ ml er i k ay d e tdEICQI(PaEIEX) leRPaC@aen | € P«
TcCO(PaTcCQ) f ar kl ar @ uhleasra pdlegnedd.e nBduilrgi | di Jinde, grup
anestezi, pozisyon ve cerrahi s¢releri a-éséndan
PaCQ, EtCO2, TcCQ, PaEtCO; ve PaTcCO,- al ék maya al déej émétepmeidsyoika
al énan 58&tTOBekNBe aPal @éJénda bul unadcChNBelaradgf €é
bulunan °rnek sayésé 43pilelTct@ar aréentiakibkkobodbadyor
arasenddeEICORa@@éndaki kor &l. 86Yomdars enhrdal. 2&aHha gy -
nN°roanestezi detsuurpirn,veproanr urarpéozi syonl ar da-ki gi
tidal karbondi oksit moniteorle@ekmamaz da;j rtud afjsikhyut &km
monitoerizasgahukanbondi oksi't monit°rizasyonundan
tahminini sajladeé.

Anahtar Kelimeler: EndT i d a |l Karbondi oksit, Kan Gazl ar e, N
Karbondioksit

1. GiveAinka -

Kraniyotomiy a p é |lhastalardestandartmo n i t ° ryi °zratseynalnelarak direkt arterkanb a s é nc e
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° | - gnotlgkau y g u | a nkmad ¢ekde@envemtilasyone nt ¢ b pogigyangerrahima n ¢ plvas y on
uyanmas ér a sanirkahd lais @ ¢ & K i &ptimalbéymp er f ¢ zgapuamd bv akarl €
baseonét °r i geaektiyirdBonunyw n € Ra€E®@Oayyia k € izlenzekved ¢ z e n i e artark

kang a z ¢ b ¥ @emeklidir.EndtidalCO:;° | - gekly a K lormurd ¢, z e n | e kesiebglirlayici e

olamaz arteriyelve endtidal CO:b a s fé a biknielidir 2 Beyincerrahisig i r i ksiém|ad®a&@nina
intraoperatifk ont r bl y B &kaewmar d g n RaCOb i r fizylojik sisteminmo dagyonundaol
oynar,serebrakana k & maintrakraniyalb a s étkiler%. Operasyors € r a sr@inndcarkiit © rendz asy or
tidalCO° | - ¢ megre¥dpeklinkar akt er makaht e kgdier¢irkei snml aesmretiddl a
COmonit°r i zdeos yrouniswjrugrud a‘nBeyincearahiBit a s t a Inteaoperatithiperkapni
vazodilatasyoryoluyla serebrakanv o | ¢ mag n ¢ € r e derirchipakapmv a z 0 k o n s yoluylak s i y o
serebraliskemiyenedeno | a b i | @®aCQig mehikr b i - i iziedneelidir >*°. Arteriyelkanga z | ar én é |
o | - ¢immgzivdir ve d e v akvd yellé etmek zordur . Ar akt é rkanag@él®anrs ant r asyonl
dej er | endpe v ke nmeninvaniwineetodlaradaha - o Kikkat - e k me k t3e Tdnskltearn © z
karbondioksitmo n i t ° r arteriyakarbamdioksitb a s € ndceévradanin@azivtahminii - d in jbie r
alternatiftir. Fakatintraoperatitk u | | a d @ pn@dmigi i @&r*d.dr ansken aget eeke e,

kalp debisivep e r f yeteyliearteriyeld e | e y & kolnakk ¢ t garSiyelb as e Ad F &t%¢ er

Operasyors € r awe@ammbaisyona k c ivjeat i | asyonFRESkinpayg eéhoemlgi
° | - gthiler. Frontal, temporalve parieteoksipital kraniyaomiler supin pozisyonundag er - ek |l ek t i 1
Vend?2 nigvwedB0Sdr enasjagniéann mha €t ma @38 OWa |l d ér éPosteadrfésshé r .
oper asy e b jmadfigetatenalveyapronpozisyondeolsadab a ged&ahlaroturur pozisyonutercih
edebilirler. Vertebrospinaterrahilerin- o jpronpozisyonday e r - e k F. Rrenpozisyondidialp debisive
kanb a s azalabéirAy r ®talak c kjoenp | iay ah sl esdluaumd artar.Otururpozisyondalp
debisive arteriyelkanb a s @/nkceerk&lphré sisgemikv a s kd: il ree solunumi waritar. Serebrakan
a k éanzéa Ot@rurve pronpozisyonhavaembolisiriskit a K.e r

Bu- al & kamaan@8r o kgiirr¢irksienml acBa®@@ d aj er | e n dkiud heaisvigziva e |
endtidalvet r a n s Kgritordiolsi® | - ¢ mldeor] ir ruilfnajrp&zisynlardae pozisyons ¢ r e si nc e
karkél akt érmakter .

2. GeveE¢2nt em

¢al é kKOndokuaMa yemsi v e IT€kpa le § Etik kusuliizni ve hastao n aayl éé n ds@kat a n
N° K 0 rtearj d fogerasyamtanlanan18-70y aakr a s BSA AmericanSocietyof Anesthesiologist)
I-1ll grubunagirentoplaml145hastaa | € Vi @ i@ Razaembolisig e | R kastat r a n s kkarhhoadioksitz
s e n s ° angsepgkveyay € k asmd ¢ silg ® 9 lua medenglékalibrasyonunurb o z u | édhastau
hemodinamilolarakstabilolmayand hastave pozisyons ¢ r160dia k i veymanéstezs ¢ r180dia ki kay é
tamamlayamayat7 hasta- a | &dketm@&r a Krénikd & s t ra k k tihijafes it ddahleg § &1 € ahd y a
edilmedi.Ha s t aylaawrggaaujt € rbbya,irksiyeti, anestezicerrahive intraoperatifpozisyons ¢ r el er i
kaydedildi.

116hastaintraoperatiip o zi sy g A Wgubdganya €l deé:
1- Grup S (n:35): Supinpozisyondaopereedilenhastala b » & k s e3k0l 6kgfiairolanlar)
2- GrupP (n:32): Pronpozisyondaopereedilenhastalar
3- GrupYO (n:33):Y a -otérurpozisyondaopereedilenhastalal b v g k s €386 0olhrilar)
4- GrupO (n: 16): Oturur pozisyondaopereedilenhastala( b v g k s eskOtenfazlaolanlar)
Uygulanarncerrahig i r i #pinegi®rhastas a y dablr @der i | mi Kkt i r .
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Tablo:l Uygulanancerrahig i r i kipi (mdstas ay € s &)

Gruplar Supin(S) Pron(P) Oturur(O)
Yar ant 1Lr

Kraniyotomi 31 10 33 15

Vertebrospinal - 22 - 1
cerrahi

Transsfenoidal 4 - - -
girikKim

Toplam 35 32 33 16

Ameliyato d a sad re bastatard&EKG, pulsoksimetreile periferik oksijens a t ¢ r gengniovaziv
aterbasémmomné t °r i myggy bTarharesek katbendicksstmo n i (SenTecV-Sign Digital
Monitor) kalibrasyondarsonrainsizyonunterst a r a f kalak dhenlesing a k dehgeyps | a k soarkki a n
d e ] laydedildi.

Anestezii n d ¢ k s2i3 yng/kgwropofol, 0.2 mg/kg sisatrakuryum,1 O g / fierganil, 1.5 mg/kg
lidokain ile y a p éHradiigotomi y a p € |hastalar&ilaveten steroid ve di¢, r et y & u | ldastalaga.
ent ¢ b a sognaknulalnaé lé anvuygunkreak kalibdee d i Imeii-sireamkapnograf{SiemensSC
7000)ile endtidal karbondioksit(EtCO) © | - ¢ym¢p éleat gbhdesy onHaikida&k.ci pein in
haval seriykdgndotrakeat ¢ ptespitiy a p éHasthirDragerSulla808V anestezimakinesiile 8-
10 ml/kgtidalv o | ve®12/dksolunums a yile, argeriyelkarbondioksitd e | e BG3&rmmHgar as énd a
ol mas @&jnléaxy el imbkdnikolarakventile edildiler.  Anesteziidamesi50-2000 g / k propofdd
i nf ¢z@e0Rdg/ k gemitertanili n f ¢ z %30 Ouve %70 kuru havak ar eilke&dmg | andé.
N° r o m¢ bldkgjttaie-of-four (TOF)ilemo n i tetidived@Fc ev adp®Ckaeg e v ktee krcar | and

Mekanik ventilasyonb a k | a t sohrdl@&rk g aa a& hemodinamiktakip i - invaziv arteriyel
mo ni t ° ryiazpaddhydt@rengealeyaorofarengeaé prébuile v ¢ céustiakdbEy a p &Santtadv.e n © z
ve mesandateterizasyonundasonrahastalaa pozisyonverildi.

Ha st gpleeperaiblarakkalpa t @ m(EAH), sistolik ve diyastolikkanb a s §SKB & DKB),
ortalamaarter b a s §@AB)e periferik oksijens at ¢ r dSp)ptnma n s kkarboadioksitb a s € nc é
(TcCO)d e ] ekaydedildiEnt ¢ b a ssgnoab. dakikadasupinpozisyondaken, pozisyonverildikten
sonraki30, 90, 150, dakikalardaKAH, SKB, DKB, OAB, SpQ, TcCO,, EtCO,, v ¢, céuste & @ maan |één a n
arteriyel kan g a amalizindekiparsiyel CO; b a s gRa@)g, parsiyel O, b a s §Ra®)epH, bikarbonat
konsantrasyonyHCGOs) d e ] e kalydedildi. (Arteriyel kang a d @ | e AVLeCQompact2 c i hidez é
ol - ¢l d¢.)

Citk a p at propefolveemifentanili nf ¢ z yluwdurulduHa s t gozisgamud ¢ z el t5 | di kt
dakika sonra,spontarsolunumud © n d ¢ Jecknsdtedgnbder? n &&H, SKB, DKB, OAB, SpQ, TcCQO,,

EtCQ, v ¢ céust @ ® & ,maandriy@lkang a analizindekiPaCQ, PaD,, pH, HCO; d e | e kaydedildi.
Orofarengeabspirasyorve kasg e v K e 10.03®.05mig/kg neostigminve 0.015 0.025mg/kg atropinile
antagonizeedilmesindensonra hastalare k s t egildiler. Y ¢ maskesiile %100 O, solutuldu. Solunum

der ivelsiajyyeteréo!l dujves 8 auyaganacevapv er di gy énlalcha saél néan A ¢ E h ma

od a s @ In ahastataray ¢, rnaskesile O, verildi. EKG, puls oksimetreve direkt arteriyelmo ni t °©r i z a s}
uygul ande.

E kz a maantdrigelvet r a n s kCOt baans® &zra ¢ &(RPadaC@) ile arteriyel ve endtidal CO,
baséac aBtC@B hesapl andé.

Kst at iAsalizj Kkassetl adensogradik? z e | lii- ki lane © imtesleykeucl €l aGnupldrairea s €
ASA k ar k €| a k tnampamaaetrikKruskatWallis testi, gruplarar acmsiyetk ar K € | a kti enr ma
nonparametrik Ki-kare testi y a p € p<0.@5.d e | e ralnd raikabué edildi. Tekr &t F egml er i n
dej er | e n dvanyandamalzi& u h d eAmd ladrd kéaonn u - ikiliakradrak € | a kBorderrania | a r d
d ¢ z e | Raime@TItastiy a p @k0dD&d. e | e a h le &kabul &dildi. Gruplarar k& K €| a ktaké r ma |
y © nvargansanaliziy a p epk0dD8d. e | e a h le &abul edildi. PaQ). ile TcCO,ve EICOz;ar as énda ki
i | i wdptaryaki - Pearsorkorelasyony a p €-) dl &€ J.olumsuz(tersy ° nd©e® g ejolumu( ay neé
y © n d=0)000.24isez a yre (.250.49iseorta,r=0.500.74iseqg ¢, - =0.751.00d e | e+ bdde¢r-il ¢
korelasyonp<0.05d e | e isthtigtikselolaraka n | &abulexdildi.
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3. Bulgular

T ¢ mruplardah a s t adeneogr&ikP ;z e | | aindstezecerrahive pozisyons ¢ r epreeperatifve
intraoperatifd © n e mkhlp & i & @& KA&H), ortalamaarterb a s €0AB)gperiferik oksijens at ¢ r asyor
dej e(Sp fvitalb u | g utrarsk € & (TE€CLD,), endtidal (EtCO,) ve arteriyelkarbondioksito a s € n ¢ é
(PaCQ) d e ] e rarteretrri g n s kCO4 aateréndtidal CO,f ar kwedkaorrée |l adepel awadiril
karkeéel akteéer él de.

3.1.Demografik¥ zel | i k1l er

Gruplarar a sya aita | € rdoy gingiyet ve ASA fizik d u r u mlaskréeéma md abm| &
f ar kbluél luénior8.@5ETabloll).

Tablo:Il Demografik veriler (ortalama NSD)

Gruplar Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)

Yak (y 51.4 N 47 . 4 51.2 N| 41.0 N

Ajéerle 77.1 N 74.9 74.7 N| 70.2 N

Boy (cm) 164. 9 166. 0 165. 6 168.0

Cinsiyet 22/13 13/19 18/15 5/11

K/E *
ASA [-11-11l 4/15/16 9/15/8 6/19/8 2/11/3

* Hastas ay és é
3.2.Gr u p | AnesteaiPozisyonveCerrahis ¢ r el er i

Gr u p larestegipozisyonvecerrahis ¢ r alr exrs idankdstatistikselolaraka n | alralj @ | d i
(p>0.05)(Tablo ).

Tablo:lll Gr u p | amesteznpozisyonvecerrahis ¢ r e(kp(roir t al amaNSD)

Gruplar Grup S Grup P Grup YO (n=33) Grup O
(n=35) (n=32) (n=16)

Anestezi 2284 2324 241.9 N62.(C 274.8
S¢resi N48. 4 N44. 0

Pozisyon 2019 202.6 215.7 N60.9 239.0
s¢resi ((N50. 3 N39. C

Cerrah| 1846 ~186.5 200.7 N6 O o 217.2
(dk) N49. 6 N39. 9 N70. 1

3.3. Arteriyel Karbondioksit B a s ¢PaC®)

Grupi -kiar Kk é 1 aGeup 8 6 ehaxisyanun30ve 90.d a ki k a | caeajeewdiddgib aS.y onun
d a k i kga°sistatistikselolaraka n | dpr0.0&);pozisyonurl50.d a ki k ad @jnatrad é basS yonun
daki k ad é]n g f istatistikselolaraka n | aolmayand ¢ ktesgitedildi (p>0.0I). Grup P ve Grup
YO'da pozisyonun30,90ve 150.d a k i k a | cheajéenrdadtricdbea S.Yyak i dakid e hgP e e
istatistiksel olarak a n | adny) kégukundu (p<0.01). Grup O 6 dpmzisyonun30. da ki kasiefneak.i
ent ¢basSyakuk adeéeh d8a ksktistikselolaraka n | a(pr0.@&L); pozisyonun90 ve 150.
daki kaldaerjecmdidelgih asSdakiuk ad &jnaistdigtikselolaraka n | almdyak e ki | d e
d ¢ Khulkndu(p>0.0).T ¢ mruplardae k s t ¢ 1§ a0 < easli0 ddei jt e, mamanlaray © istatistiksel
olaraka n | a mltegpikedildi (p<0.01).GrupS, GrupYO ve GrupO 6 ¢aeisyons ¢ r e 80i 90 e £50.
dakikalar a r a s igtatistiksel olarak a n | afark lunmazken(p>0.0l); Grup P 6 dpezisyonun150.
daki k ad e&jnmzsyonur80.d a k i k a s éistatistikselolardla m | a rplk udukdu(p<0.01).
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Gruplara r &eskée | a Kk t @ mmankrddPaC:0 | a r & sigatidlikeelolarak® n e fatkb ul unmad é

(p>0.05)(Tablo1V).
Tablo:IV Arteriyel karbondioksit b a s & n(PaC@)r(remHg) (ortalama NSD)
(mmHg) Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)

Ent ¢bas) 34.0 35. 8 33.1 N 35.2 N
dk 5.3

Pozisyon 30. dk *32. 2 ** 30. 8 *kx 31, #31. 5

Pozisyon 90.dk| * 32 . 2 ** 31,85 *x*x371, 32.6 N

Pozisyon 150. 32.3 **x 32,3 *x*x*x371, 33.5 N
dk

Ekst ¢bagy *40. 9 ** 41, C ¥k x 39, #40. 6
°ncesi

*p<00l( ent ¢b&dspbankade&nglfake )
*»*: p<0.0l( ent cbdsdpankad@&ngtake )
¥ p<0.0l( ent ¢bédspbhkad&ngfake )
# p<0.0l( ent ¢ bdslpan kad &jnglfadke )
3.4.End-tidal Karbondioksit B a s §REt@08)

Grupi -kiar k &€ | aGeup 8,IGragRlva Grup Y O 6 ¢azisyonun30,90ve 150.da ki kal ar én
EtCOO6 | anée i baSydyaRkiukadehda éstatistikselolaraka n | admlkg, °ks t (e<0.0)i
Ek st ¢ bPanscydosri edridjee;rmamanlardanstatistikselolaraka n | aam|taspikedildi (p<0.01).
Pozisyons ¢ r e 80, 99 ¢ed50.dakikalara r a sigatidlikselolaraka n | admalj @ wil knlgad®e0l).
Oturur gruptapozisyonun30.d a ki kadehemtkd baS.gahkiuhkadeéidr istatistiksel
olaraka n | amlk@Cks t e (p<k0.01;morisyonur@0ve150.d a ki k a | daerjeeredhaekgib aS y onun
d a ki k ade§ regh%eistatistikselolaraka n | almayand ¢ Kg.°ks t (2>0.@1).E k s t ¢ P anscyeosn
EtCO06 n d a jt e, rmamanlaray © istatistikselolaraka n | aamlbaiurdu(p<0.01).Pozisyons ¢ r esi nc e
30. 90 ve 150. dakikalar a r a s Btatidtiisel olarak arl a nfarle o | ma(pb@.01). Gruplar ar a s €
kar kK €l atkg samamardhEBCO0 | @ r @ s istatistiksel olarak® n e rfarkib u | u n (prd).0%

(TabloV).
Tablo: V End-tidal karbondioksit b a s & n(EtCQg)r(ndmHg) (ortalama NSD)
(mmHg) Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)
Ent ¢basy 30.1 32.5 30. 3 32. 3
dk N2. 4
Pozisyon 30. dk| ~ *27.3 . *28.0 * ok k28, #28. 3
N2 . 7 N3. 3
Pozisyon 90. dk *26.9 **26.9 kR 27 28.9
N3.0 N3. 7
Pozisyon 150. | ~ *27.1 _ 7281 kR 27 28. 9
dk N2. 9 N4 . 2
Ekst ¢bag — *352 . 36.7 * ok * 34, #36. 1
°ncesi N5. 6 N6 . 8

*p<0.0l( ent ¢ b&dpénkadejngfarkea )
*»*:p<0.0l( ent ¢ baspbankad &jngltakd )
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*»** p<0.01( ent ¢ baéasdpdan kad &jnglfakd )
#:p<0.0l( ent ¢ baspan kad &jngltake )
3.5.Tr ans k Karlondfolksit B a s §TcC(®)

Grupi -kiar k &€ | aGqup 8,IGraaRlva GrupY O 6 ¢pazisyonun30,90ve 150.da ki kal ar én
preoperatifve e nt ¢ b a S.ydarku rk @ % ristatiatikselolarak a n | adngl k&gspit edildi (p<0.0l).
Ekst ¢ Pancybec€@0 n d & Jt e ramanlaray © istatistikselolaraka n | & mIb@urdu(p<0.01).
Pozsyons ¢ r e 80, 99 eed50.dakikalara r a sigatidlilkselolaraka n | armal] & il knlgpd0e0l).
GrupP 6 dozisyonurl50.d a k i k ad e jnpazésyonur80.d a k i k aistaéistikdedolaraka n | amlt & K
g° st @v00%). Grup O06 dpmeoperafi d e ] pazisyonun30 ve 150. da ki kal @daejeeardla&i de
istatistikselolarak a n | ayngl keésdbunurken(p<0.0l), pozisyonun90. d a k i k aistaistikbel olarak
anl almayank e k iy ¢, & é@uukdu(p>0.0l). Pozisyonur80,90ve150.d a ki k a | TaGOo®n cha lk€in d a
ent ¢ baS¢ak iukga’sigatistikselolaraka n | a g Ik@spitedildi (p<0.01).Ek st ¢ Panxcyeosn
d e jdeirjt e mamanlardaistatistikselolaraka n | amlg& & t(@<0.@)iPozisyons ¢ r e 80i90wee
150. dakikalara r adaigtatistikselolaraka n | adml] & il knlgd®O0l). Gruplarar &saa& K €l akt ér 1
t ¢ mmanlardad r a n s kkarlboadioksith a s € ra+ la & réfarkdstatistikselolarak® n e mluil u n ma d é
(p>0.05)(Tablo-VI).

Tablo:VI Preoperatif ve intraoperatif t r a n s k karbanuidksit b a s & n(TdC@z) @mHQ)
(ortalama NSD)

(mmHgQ) Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)

Preoperatif 35. 3 35. 4 34.5 35. 5
Ent ¢ bas\ 35.7 36. 0 33.9 36.9
dk

Pozisyon 30. dk *32. **31.0 ***31. #32.0
Pozisyon 90. dk *32. **31.9 ***31. 33.3
Pozisyon 150 *32. **32.8 ***31. #32. 8
dk

Ekst ¢bag *40. 6 **40.8 ***38. #40. 3
°ncesi

*. p<0.01(preoperatid e ] @ ? e €)
**: p<0.0l(preoperatid e | @ ¢ © €)
**% p<0.01(preoperatid e ] @ e €)
#:p<0.01(preoperatid e ] @ ? ee)
3.6.Arteriyel CO2-End-tidal CO;B a s & ma & (PaEBtGD,)

Grupi -kiar Kk e | aGkup®ve Grap@aazamanlaa r a sigatisdilaelolaraka n | aralj é ki k|1 i
o | m§ud0a01).GrupP'depozisyonunl50.d a k i k pozigyondrd0.d a k i kgalsigatistikselolarak
a n | aamkt@dundu (p<0.0l). Grup Y O6 k& s t ¢ bPanscyeosnifankddei kj ite¢r mamanlarag © r e
istatistikselolaraka n | aymgl késde (p<0.01). Gruplara r &ksa& Kk € | atk¢t mmaniarddReEICO;
a r a sigatistikaelolarak® n e fatkb u | u n(p»8.@6ETablo-VII).
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Tablo:VII Arteriyel -end-tidal karbondioksit b a s £ a ¥ k(PaEtCO®»)
(mmHg) (ortalama N'SD)

(mmHg) Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)
Ent ¢basyl 4.9 N2 4. 3 3.5 N2 4.9 N
Pozisyon 30. dk 5.2 N3 3.5 3.4 N2 3.5 N
Pozisyon 90. dk 5.6 N3 4.8 4.0 N2 4.5 N
Pozisyon150.dk| 5. 6 N3 *5. 0 4.1 N2 4.5 N
Ekst ¢basl 6.0 N3 4.7 N *5.9 N 5.5 N
°ncesi

*p<0.0l( ent ¢badspankade@&ingfake )
** p<0.01(pozisyonurB0.d a ki k ad @jngfake )

E kz a ma®nll -6;Pla@ve EtCO: f ar k | @®aEECODE 580 © r n e2kO0t 7ed6 s(%35.6)eN 3
ar al ejl dnieppit edildi. PaEtCO,, Grup S'del75° r n &]6i' ns(832Y GrupP 6 A&°r nej i n
640 ¢(P040E GrupY O6 d@5° r n e5B'inde (%35.1), Grup O 6 d8A ° r n e2f 9i dnu (AL86a2) N 3
ar al adj(Gablald) ( k elR.i |

116 hastadaPaEtCQO,, e nt ¢ ba S yaku k & S & n(@haB.8), pozisyonun30.da ki kaséend
560 s € (U@@3), pozisyonun90. d a k i k BsA&ry @e9%3), pozisyonun150.d a k i k 88s8&n chal e
(%32.8)e kst ¢ BaseBMMmdg@IDBENAr al djluadu@abloX) ( k eB.i |

3.7.Arteriyel CO.-Tr ans k £0:Bm° ZZma & (PaTc@O,)

Grupi kiar Kk € | azamarara ma cGigatistikaelolaraka n |1 alml] @ il knlg=dl).
Gruplarar & & € K € | a k zanantmal®@aelcCO a r a sigatistikaelolarak® n e fatkb ul un mad e
(p>0.05)(Tablo-VII).

Tablo:VIIl Arteriyel-t r a n s k katb@ndidksit b a s € a r k(PaalcC®,)
(mmHg) (ortalama NSD)

(mmHg) Grup S Grup P Grup YO Grup O
(n=35) (n=32) (n=33) (n=16)

Ent ¢basy 2.4 N1 2.0 2.1 N1 3.0 N
dk

Pozisyon 30. dk| 1 N 1 o1 2 N 1 2 .

Pozisyon 90. dk N 1 1 N 1

Pozisyon 150, 2. 3 N1 o1 2 N 2 2.
dk

Ekst¢bagdg 2.6 NI 2.4 2.8 N2 3.2 N
°ncesi

E kz a ma°nll -é¢Pla@nve TcCO: f ar k | (®aTéQDS BS0 ° r n edk3t 6ed s(B75.d)aN 3
| @]l & negptedildi. PaTcCQO, GrupSdel75° r n €lj3ilrd (%oddd8eGrupP 6 d6GO° r neJ i n
0 {76.8), Grup YO'da 165° r n elj2i2nd (%7319 Grup O 6 dB8° r n e6]0i 6ré¥hab)aN 3
| édj (Bablalld) ( k e1R.i |

116 hastadaPaTcCO, e nt ¢ b aS.ydarku rk 8 & rs @a75), pozisyonun30.d a ki kas énd
8 7 06 s(PoTbypmzisyonurd0.d a k i k 8 8 6 d%i7d.8@),pozisyonurl50.dakika s € & &l @ s (BoTddla

ar a
123
ar a



o‘gtes Co,

;)T@i"‘”
)ssa"’o

ekst  BasedBHd@MdNRAr al djluadu@abloX) ( k eR.i |
Tablo:IX Gruplara g ® Né& r al & ]Pafic@@,kedPaEtCO.y ¢ z d €%)e r i

PaTcCQO (%) PaEtCQO; (%)
Grup S 74.8 32.0
Grup P 76.8 40.0
Grup YO 73.9 35.1
Grup O 75.0 36.2
90
80

énda

ar al

N3

70 -
60 -
—
v 50 - = Pa-TcCO2 (%)
40 1 = Pa-EtCO2 (%)
30 -
20 -
10 -
3
0 T T T T 1

GrupS GrupP GrupYO GrupO

k e KlLiGruplara g © Né& r a | é JPaTic@@;kdPaEtCO.y ¢ z d §%)e r |
Tablo:X Zamanlarag © N& r a | & jPa&TcE@@.kePaEtCO,y ¢ z d é%h)er i

PaTcCQO; (%) PaEtCO; (%)
Ent ¢ basy( 75.0 38.8
Pozisyon 30. dk 75.0 48.3
Pozisyon 90. dk 77.6 29.3
Pozisyon 150. dk 74.1 32.8
Ekst E k 74.1 29.3
°ncesi

hippocratescongress.com
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énd all
a1
o

=

) 20 - H Pa-TcCO2 (%)

Pa-EtCO2 (%)

ar al
%
,{
,{

N3

Zaman (t) (dk)

k e Rizhmanlarag © N& r a | & ]Pafc€@.kdPaEtCO,y ¢ z d €%)e r |

3.8. Arteriyel Karbondioksit Bas én dé ma&s k ¢Kadandiaksit B a s & ve cead-tidal
Karbondioksit B a s é@lenko@lasyonu

PaCQile TcCO veEtCOa r a s @ rl d aslptanyalic - Pearsorkorelasyory a p §-) ddegj.ikir |,
paranetrenintersy ° ndej i kK P mnh eBRaC artarken TcCO, veya EtCO0 dazalmao |l duj unu
(olumsuz);(+)d e ] ik parametrenim y n € nddee] i kK9 rmni REGQrartarkenTcCO, veyaEtCG0 d e
dear b E d u jolumlw;rd e ] mukorelasyonurderecemi (r= 0.000.24isez a yr€(#.250.49iseorta,
r=0.500.74iseg ¢ - 1EQ.751.00d e | e+ ddesr-kbreglasyong © st er i r .

Ent ¢ b a $.ydoankui nk a&Gsup 8'de RaCQ ile TcCO, ar a sdumbl,a o § ¢ - derecede,
istatistikselolaraka n | &ardlagyon(r= 0.895,p<0.001),PaCQ ile EtCO; a r a solumld, artaderecede,
istatistikselolaraka n | akondlagyon(r= 0.465, p=0.005)bulundu.Grup P'dePaCQ ile TcCO,ar as énd a
olumlu, - o & ¢ - dergcedejstatistikselolaraka n | akonéla8yon(r= 0.846, p<0.00l), PaCQ ile EtCQ,

a r a sotumld @ ¢ -dergceddstatistikselolaraka n | &arelagyor(r=0.570,p=0.001)Vv a rGiupY O6 d a
PaCQile TcCO:a r a sotumld, @ ¢ -derecedestatistikselolaraka n | &ardlagyor(r=0.674,p<0.001),
PaCQile EtCO:a r a solumld, g ¢ -dergcedeistatistikselolaraka n | &ordlagyon(r= 0.556,p=0.001)
sapt GropDé dPaCQile TcCO:a r a solumld, @ ¢ -dereceddstatistikselolaraka n | &ardlagyon
(r=0.686,p=0.003)PaCQile EtCOG;a r a sotumld, @ ¢ -derecedestatistikselolaraka n | &ordlagyon
(r=0.502,p=0.048)tespitedildi.

Pozisyonun30. d a k i k asup 8'ab&#aCQ ile TcCO, ar a s @umt,a- o § ¢ - dergcede,
istatistikselolaraka n | &ardlagyon(r= 0.832,p<0.001),PaCQ ile EtCO; a r a solumld, artaderecede,
istatistikselolaraka n | aolmhyankorelasyon(r= 0.319, p=0.62) bulundu.Grup P 6 ®P&CQ ile TcCO,

a r a sotumld,@ ¢ |dgrecedestatistikselolaraka n | &ardlagyorn(r= 0.684,p<0.001),PaCQ ile EICO,

a r a solumld, artaderecedeistatistikselolaraka n | &andlagdyon(r= 0.410,p=0.02)v a r GtupY O6 d a
PaCQile TcCO:a r a sotumld, @ ¢ -derecedestatigikselolaraka n | &ardlagyor(r=0.598,p<0.001),

PaCQ ile EICO; a r a salumld, arta derecedeistatistikselolaraka n | &ardlagyon(r= 0.381.p=0.029)
sapt @Guop®é PaCQile TcCO:a r a soumld, @ ¢ -derecedestatistikselolarakanlam| kérelasyon

(r= 0.656, p=0.006),PaCQ ile EtCO; ar a s @umld,a o § ¢ - derecedejstatistikselolaraka n| a ml é
korelasyon(r= 0.761,p=0.001)tespitedildi.

Pozisyonun90. d a k i k a&Gsup 8 d @?aCQ ile TcCO ar a s @dumbi,a- o § ¢ - dergcede,
istatistikselolaraka n | &andlagyon(r= 0.864,p<0.00l),PaCD; ile EtCG; a r a sofumld, artaderecede,
istatistikselolaraka n | aandla8yon(r= 0.349, p=0.004)bulundu.GrupP 6 dP&CQ ile TcCO;ar a s
olumlu, g ¢, -derecedeistatistikselolaraka n | &ardlagyon(r= 0.734,p<0.00l),PaCQile EtCO.a r a s
olumlu, orta derecedeistatistikselolaraka n | &andlagyon(r= 0.387,p=0.029)v a r Grup YO'da PalD,
ileTcCO:ar a solumld, @ ¢, -derecedeistatistikselolaraka n | &ardlagyon(r= 0.635,p<0.00l),PaCO,

D D
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ile EICO:a r a sodumld, ertaderecedeistatistikselolaraka n | &ardlagyon(r=0.375,p=0.032)s apt and e .
GrupO 6 Pa@,ile TcCOa r a sormld, @ ¢ -dergcedastatistikselolareka n | &arelagyor(r=0.716,
p=0.002)PaCQile EICO;a r a sofumld, @ ¢ -derecedestatistikselolaraka n | &ardlagyon(r= 0.704,
p=0.002)tespitedildi.

Pozisyonunl50.d a ki k &Gsup & @ @aCQ ile TcCO, ar a s@umid,a o § ¢ - dergcede,
istatistikselolaraka n | &ardlagyon(r= 0.767,p<0.001),PaCQ ile EtICO; a r a solumld, artaderecede,
istatistikselolaraka n | aaondlag@yon(r= 0.388,p=0.021)bulundu.GrupP 6 dP&CQ ile TcCO;ar as énda
olumlu, g ¢ -derecedeistatistikselolaraka n | &ardlagyon(r=0.729,p<0.001),PaCQile EtCO,ar as én d a
olumlu, orta derecedeistatistikselolaraka n | &ardlagyon(r= 0.445,p=0.011)v a r GlwpY O 6 BaCQ
ileTcCOa r a soumld, @ ¢, -derecedeistatistikseblaraka n | &ordlagyorn(r= 0.515,p=0.002)PaCQ
ile EICO:a r a sodumld, ertaderecedeistatistikselolaraka n | &ardlagyon(r=0.358,p=0.041)s apt and é .
GrupO 6 dPaCQile TcCO a r a sotumld, a ok ¢, - dergcedeistatistikselolaraka n | &ordlagyon(r=
0.811,p<0.001)PaCQile EtCO,a r a sobumld, @ ¢, -derecedeistatistikselolaraka n | &ardlagyon(r=
0.615,p=0.011)tespitedild.i.

Ekst ¢ Pancyed@rupI e e, ile TcCO,a r a salumid, a ok ¢, - dergcee, istatistiksel
olaraka n | &ardlagyon(r=0.831,p<0.00l),Pad.ile EtCOa r a sodumld, g ¢ - dergcedeistatistiksel
olaraka n | &andlagsyon(r= 0.691,p<0.001)bulundu.GrupP 6 ?P&CQile TcCO, a r a sdumid,a o k
g ¢ -derecedeistatistikselolaraka n | &ardlagyon(r= 0.871,p<0.001)PaCQile EICO; a r a sofumld, a
- od ¢ -deregcedeistatistikselolaraka n | &ardlagyon(r= 0.869,p<0.001)v a r Grup YO'daPaCQiile
TcCO:a r a sorimld @ ¢ -derecedestatistikselolaraka n | &ardlagyor(r=0.697,p<0.001),PaCQile
EtCO, a r a sdlumld, arta derecedeistatistikselolaraka n | saondlagdyon(r= 0.432,p=0.012)s apt and & .
GrupO'daPaCQile TcCO:a r a sotumld, @ ¢ -dereede,istatistikselolaraka n | &ardlagyor(r=0.606,
p=0.013)PaCQile EtCGa r a sotumld, ertaderecedestatistikselolaraka n | almaya@nkorelasyor(r=
0.265,p=0.32)tespitedild.i.

4. Tart K ma

Anestezis € r a s pomisyenklie ] ikleri &rteriyel b a s € we-kardiyak outputta azalma ile
hemodinamikd e J i Kk i Reden&ldbikr.r¥er n e p &Ry k &eyagoturur pozisyon kardiyak outputu
azaltabilir*2>,

Hardie ve ark. '® s a j |yéakkl | éévl sacpatiayonud e ] i k i RdQi vie PaCQdy akilerini
ar akt érad eekkl na®y1-88 y @anrdabSack c i g aejrly @k || & rd atarur pozisyondaar d € nd an
supinpozisyondaadialarterderkana | mé k Ortalantb@turur PaG, 10.53kPa,ortalamasupinPaQ 9.85
kPa,otururve supinPaQ a r a s &ankdb#&8kPaolarakb u | muweblfa a r igtagistikselolaraka n | a ml &
ol dtejpite t mi k Pa€® atuirurpozisyondeb.06kPaiken supinpozisyondéb.05kPaolarakb u | u n mu kK
ve pozisyondakid e ] i ki ket k| b e dd@arymple veiark.™ n§ a pt & kall aérkéopand a
pozisyondamtururpozisyonag e - i | dPadistatistikeelolaraka n | & mlk & k d éfaka@therhastada
a y dakikavetidalv ol kml | a n aPaC@f deee §l @ wil knlaimBaureve ark.’' nyeapt ékl ar
- al e wosydredakid e J i K i°knl cieekonraorntalamaPaQ ve PaCQ6 ddee j i Wiuld luinkw& mé k
- a |l deyomaastabilk al mé& a1 e K ma mgnupldrdapozisyons ¢, r e PaC@®d e ] e mdkanik i
ventilasyon parametrelerinéb a jola@k azalmag © s t e mpazisybralm a Jbir gark b u |l un g de.
gruplardae k st ¢ b a$ g cspodtansolunumunb a K | a nbaas] asiga solunum etkisiyle PaCQ
dej er lae butumdl.e

Kapnografiklinik anestezidéemelbirmo ni t Kané ¢ n e k lo ¢ mea kK Ra€EQ@'nintahminini
s a ] Hipoventilasyon? z e f a g u § b aselynanmdavresidiskonneksiyonwe pulmoneremboli gibi
potansiyeblarakolumsuzhadiselerirs a p t a ragek sué n c €. 8érebran@modinamikleriroptimal
y°neiima@Qb ndamr al ékkol natigdoal ek t n § ri avidjiérm¢i rkgi @mladsa@nagoafinin
kul | ahreen@l Buhunia .birlikte kapnografinin doj rubvehtui |l asyomdpeklf gjzyc
kar di y oinstalsilikeyelhipotermideretkilenebilir®. Pozisyonab a jolarakPaEtCO;f a r kodlnudkaa n
dej i kiakrla kal@arszan &a b énevowtur> ™, Grenierveark.?n°r ok gr g7 K if klr &d ée
intraoperatifpozisyonlardekapnografining ¢ veni bBr a kit B r hsaattdneuns & rlédrhastaile
y a p é lad ré khastaldrsupin, lateral, pron ve oturur pozisyondao | ma | grgen@ap | andér él me
Anestezii nd ¢ k s i wanma(@opy goaisyondarsonra(T,), takip edenhersaat(T,, Ts, Ta)vegi r i Ki m
sonundasupin pozisyonad °© n d ¢ sortraéTe) PaCQ, EtCO, ve PaEtCO0 y°il - m¢ kK Porgyamver .
cerrahininortalamas ¢ r esléerrai4 .@ YVl B . 73\6aatidi. Ortalamaolarak PaCQ6 y3i 3 KhiinHg,
EtCO:0 y2i 7 KminHg, PaEtCOyyi 6 N thmHg olarakb u | mu k lateral grébunPaEtCO0 s idm if e r
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gruplardandahab ¢ y (¢, k féhHg)b u | mu k Buaun,Ba€® b ¢ t gguplardabenzero | ma s & h me n
lateralgrupav e nt i | asy om/adedrif yezdvenlai® il b,o K | airk tthéakjdl¢ & BI&O:0 d e n
kaynakl|l keldiér te Migruptadarkatdlasyonk a t s aiyy @ybndub & | u n m&rmmE460.62;r
p<0.001).Zamani - i ;mldweRaEICO:d e | i Kiibdidlemgkii nTiihe To, T2ile Ty, Tsile T, Taile Ts,

Tsile T4 ¢cknar Kk €1 a katl &rdadadiiégjroagruplardad e | i wulukrhazkkensupingruptaTed d a
otururgruptaTs0 tdahay ¢ k €l @ K elr ul leuwr n nlukk kpielasyork a t s aeldeel dai rl &m+0ki& i r
0.62a r a sidi)"Biteyseld e ] e rdlag ré megatiitaEtCO, 0 | u Kk BaB@yeEtICOvar yasyonl ar
z &t° nalemaks €r, neerka sFEakt€@@'deb ¢ yd &] i K ivékd 4 &kd te iPEEKCO0 n sebat
etmemeshedeniyleEtCO/'nin PaCQ yerinit ut a ma y sdnucuna @ e mié kS| oanraldr&k 8 saatten

uzuns ¢ rbeymcerrahisigi r i k i optir@hviemd d ly a r- @rteriyelkang a z &g & malizleri

ile kapnografimo ni t ° r i zbaligte Wy @i luagnem aesk&elirt | mi nki | Pansatdrerark® lateral
pozisyondarenal cerrahiuygulanan35 hastaile y a pt € lall & xiénadd;, &k s i1§ dakikd soma(T1),

b °© b pozikyonunddaterald e k ¢d e -t iel sbnrdd (T8, 85 (Ts), 45(T4), 65(Ts) O i dakkalardacilt

ka p at e bodra(kstvasopinpozisyonad © n ¢ | & gakikasonra(T7) PaCQ, EtCO, ve PaEtCO0 vy i

° | - m¢ K Ortalandhicarrahis ¢ r1 @ 2 Ndakika idi. T & 6RREICO; 4 . 8 NBmHg iken b ° br e k
pozisyonunay e - t velhémedinamikstabilitedersonra(Tz)a n | amlg@ Kk m¢ k | &8.5mMmHg).7 . 9
Zamanla (Ts, Te) bu fark dahada a r t mé&wu tdueum .artan alveoler ° | R o Kk | mdydlanagelen
venti |l asyoor/agnes f gilelab rejkil a Bt@@oknt ipaxisyondanet ki | enwlbu | ecej

nedenlearestezis € r aBa€@tdhmininded e v aonhlaéma y adonutueac & | mé k| ar dér .

PaCQ genellikleEtCO0 d fazlaolmaklabirlikte, EtICO, s € k IP&CIQabminindek u | | anél makt
Kraniyotomilers € r a & £ wiglriakraniyalb a s€aj- | a n mmipesvéntilasyork ul | anéPaC@] énda
veEICQ; a r a s &arkdRaEtCQO,) bilinmelidirt 21222, Sharmave ark® PaEtCO f a r ksiligesini
1 5 éupn, 3 Olateral,3 6 pron pozisyondaelektif kraniyotomiuygulanan4 saatteruzuns ¢, r2é& mastada
ar akt érPaEtcD & a d er@lan®4 . 6 NrtnHdolarakb u | d u kzhneanlaPaECO f ar k é n d a
hid-ej i wi knlaid ®ij &dmm@ndaegatiffarko | u kK mavdhéipezisyéned ej i iek li kKknedi J i
bel irt Msaattermaurtsisrrne®nr oK g gt jsiélnla Ba€@ wraninindeEtCOO ng v eni | i r
bir yol g° st elarakckiu|l | a n é | akérar Iverdikler] i @& le € K pozisgamun ¢, z ade ifazla
d ur ma me Kelr aerack® GlaskowkomaskoruO 8olank i d ckafatlria vhastdladdee € a ma n | &

° ] - EtIC@&mePaCQd e e rklaerrkiénlia k BLE ran éespluraamsak®mplikasyonweyaspontan
solunumuolmayanhastalarddaCQ ileendtidal COomo ni t ° r i ziyaloneleonludnuupgn@ s tt e r mi K t |
Bununlabirlikte bumo n i t ° r enfaalasi yha nmgeh) a t tastadardd © r n sojuiumyetmezlikli olan
veyaspontarsoluyarvev e nt i | baat sCtle@dmestalarklinik d e 7 e rkluik IkKdujlliwu n mRusselme r .

ark?! supin pozisyondaelektif kraniyotomiuygulanan35 hastailey a pt € lall & iPECOd §3i1 . 9 N3 . 9
mmHg, EtCQO:0 y2i4 . 7 findHg,@aEtCO0 y7i. 2nminBgolarakb u | mu kHa@Q ild ®ECO:ar as én d a
a n | goattif&korelasyon(r= 0.632)ve PaEtCG; ile PaCQa r a sda poditd korelasyon(r= 0.46)tespit

et mi K IPaEt@O zamanlad e ] i kg %4 ti &kr m&raniyetdmi wygulanan mekanik ventile

n° r o K ihastglardaigtGO.0 n iPACQ'nin istatistikselolarak stabil tahmininis aj | ayamapuabi | e
h a s t adluaum@&absitbazdurumunumo ni t ° r i z kapnegmfinimarteriyelkang a2 E- ¢ ml er i y |
birlikte k u | | a rgéelr rr&aehd@clnay a r mé kQhrsterdeve ark.?® hipenentile edilenn © r oK i r ¢ 1 |

h a st a leradtidal kadbandioksitmo ni t ° r i zdaosjyrounl sapfamaleumaile &afat r a vli@al é
hastadae g a maPaCQaveEtCO,° | - ¢ mk & r Kk @li a K EtE@ hé [k ¢ RalC@lile ortaderecede

kabul edilebilir bir korelasyong © s t e r BuihastalardaEtCO, d e er | dareij n ke KRBAQK | er i |
d¢zeyl edehideklidloij k ludywaknlsa t mh d E | E h 81 Nonihvaaivd kanbandioksit

moni t °r i z aekyolojik ileriednaldrin gelenekselarteriyel kan gaz @nalizi maliyetinina nl a ml é
dereceden z a | myokaé-naab i | vewred u Ind rRassdllve ard. € t1.y et i k°key @] bhak é m

h ast amel@mkdentilasyons é r aBa€EQ W BEICOQ,ar as dndadkeij ¢r | endRaEt@Q: K| er d
f ar 8 & B48minHgolarakb u | mu kPag8Q@ @ Et€EQ; a r a sa&@mlddaondladyontespite t mi k| er d i
(r=0.72,p=0.001) Bununlabirlikte h a s t biteyseladalizindePaCQ veEtCO;a r a s @ r dsadédé l

h ast7amsiamd ekondlagyonasahipb u | u n MA@ Sadre | i KOilk-I¢inebielr.i N6unda
EtCO:t ar a fhéantdahhm@de di | nEtQOitigmPwo@] bakbamst alPaQQénidar ar | é
yans é map E a mndMekanikteilasyoruygulanarbugruphastalardaolunumsaasitbazdengesinin
monit °r i zadesiyelkanguanzdlaahma@en &inl e meopueun® pr €1 mékt er .

Bizim- a | & k mm°mré @ « isupin,prpniy daatugur, oturur pozisyonlardapereedilenhastalarda
PaCQ, EtCO, TcCQO,, PaEtCO, PaTcCO:d e | ee 1 te ¢ b a sonmbndalkékada pozisyonverildikten
sonra30, 90, 150.dakikalardave supinpozisyonad © n ¢ | & dakikagonrae k st ¢ B aasc et m y¢ d ¢
kar K el RaCQ,eELC&Ivel TeCO0 n bperasyonurB0. d a k i k asoandame olarakd ¢ K me s |
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k o nt vedtiladyqgparametrelerinb aj | Bhs € ¢ Paaxcgasi e ryly &rsiedema s tispontann
solunumab a k | denaaistegolunumurbirs ¢ deeame t t d o | n UHerg e@&ametrenimed ° grup

ar asfeardladas @ 0 z i s y ourphrameteelerd e i kKt i d ge g n PgE@%f ar kéneén
sadeceGrup YO'dae k st ¢ b a% 1y asmtidtiksela n | amll & nkim&k olaraka n | agrlré&, | medi .
AncakPaEtCOf ar k |Na3t & jn @l aesiél ndd@aj nyeckz d eGriup8 6 @682, GrupP'de% 40,

GrupY O 6 %85.1,GrupO 6 @eB6.20 | mBtE@O n PaCQd e ] eherzamand o Jyrauns €t mead e €1
geveni lacalldupwrmuind g r dyg .

Arteriyel ve endtidal karbondioksita r a s &araelaayknd@ n e waryasym | aorl émmzamanagy © r e
fardabik al mamars@kp m @y g & & lasnétidal karbondioksiimo ni t ©r i ziakses onu
yar ar |sédrédg velnagreaeaosl émuak r am s k Gz @ in B @ RalC@dr néd B v anondingaziv
tahmini i - id h ] kErralternatiftir. Tr ans k g&:anonz t °r i zla sy @amcmi &erhasta
f akt © rhérikigiti anri anfet&ilenir.& n f ven @ ¢ u kduaetleddao j sroun ug °l satr e rrnaej snenne
eri kkt nhasE@®imom z °r i zidrgopesatifuinluaan @ m§ s d rédlgi U & r ‘d°%&r
Mc Brideveark? 30y e t ikrahiyiotomih a s t a eldeaddea57 e g a ma®nr| neePRAQEEICO; ve
TcCO: d e erKearrk enli a Kk Biehastagamdreaerjikhgonistveyainotropikajana | ma ma.Pa a d é r
EtCO:f ar & &  BBnHgve PaTcCO2f ar R € @ BrnHgolarakb u | mu kK PadaC@. & a Kk €
° r n ej7i0rs 5 mmiigveyadahaazikenPaEtCOf a 6 & n 87110 n5 muHgveyadahaazolarak
b ul un nBeyintcerrahisip r o s aughdlangngenelanestezalany e t ihaskalardda r ans kCOt an?® z
monit?Oori zendtgad Gxmomi t °r i & sBaCG® d e p e r |daha kesin tahminini
saj | agoauwnivéa r mé kNakamutade ark.*° abdominalveya jinekolojik laparoskopikcerrahi
uygulanam30y e t ihaskaddPaCQ, EICO,ve TcCO d e ] e rK arr k enli a K Operasp@w d raa sle&md a
TcCO: d e ] ePaC@ ileiy ¢ k sladcedkorelasyon(r=0.92y ° s t e rEt€Odtei] re delP&CQiile
genellikleiyi korelasyon(r=0.85)g © s t e rPeEtGOk fi ar B k & NrnHgiken PaTcCOf a0k & N2 . 2
mmHgidi. Ay € lordaa s EcC@ d e | e PaC@ iteihalay ¢ k ®rarklakoreleidi (r=0.91).Bu- a |l & Kk ma
sonucundat r a n s kyg°t nat ne® ialpazagadpik cerrahinin perioperatif periyodu gibi karbondioksidin
devambdb®eit °r i ziast e dulumiardanoninvazivmoni t °r i z ietkliylwrny ® nt em
s a] | aldeljiérntemizushireavediik.i'y ¢ k § e le k jat nemtilagyonile total intrave n @rmestezi
a | t entkrdlaingocerrahuuygulananls hastadaPaCQ ve TcCO: d ej erHK emr k éli a Kk TE&EOMe Kk | a
dej eentegb ad nagrmOPa) g ¢ k § e k kjat vestilagorboyuncar=0.96)veanestezidesonra
(r=0.93) PaCQ ile y ¢ k de&ekedekorelasyong ° s t e rYmgi kksferke k gtnventildsyons ér as énd a
kapnografi d e ] e rgleereiin $ id z | ummkdokanmgocerrahinin perioperatif p er i y od Igéhir € nd a |
karbondioksitd ¢, z e y | deervi anizlk&sin k 0 n't r oi | s¢t negdndumlprda PaCQd n inaninvaziv
monit?®°r i ztama o kekrikermetklibiry © ntoé dupehur t iNosevitclveark s .

30- o chastadecerrahip r 0 s e boyunclaterr a n s kve @ndtida? karbondioksitmo ni t °r i zasyor
intraoperatifk u | | anmdéorjié rud kuajr uknéu a Kk P&ETcADefkal r-akr 68 &nHgiken, PaEtCO,

f a rdk &4 RihHgldi. PaTcCOf a 164° & n e]9idru3mmunklgveyadahaaziken Pa EtCO; f a 164k &

° me j3i7® s 3 nmHgveyadahaazolarakb u | u n mujkua r t Pa@:0dnaklinmk olarakkabul

edilebilir tahminini her iki noninvaziv karbondioksitmo n i tsrf dda ¢ a a n k karzomdioksit

moni t °r i z-aoscyuokihmaopatedfanestezikb a k loynncaPaCQ'nin birazdahad o | tahminini

s a] | akdiélj ceirdier®@shiblickve ark.**torasikanestezideizuns ¢ telea k c ivgntdasyonugereken,
torakotomiile p n © mo n eukgtlanamiaterald e k ¢pbzisyiondaki26 hastadadPaCQ, EtCG; ve TcCO,

dej erk amrk ali a kK fT@asikemastezbaoyuhékarbondoksitd ¢ z e y Ideerfiemilre ndiirni | m
t r an k karbandiekgitmo ni t ° r i zdacsjywdudwkananvae r mi kBerkenmbbschve ark.®*

solunumy e t menedeniyJemekanikventilasyonuygulanandy a K € In g va-n & c hastalardaendtidal

vetrark ¢ t akarBomdioksitmo ni t © r i zdaosjyrounluajuurnéul a k tP&TcCOefkd rak &b &lr2 .
mmHgve82° | - ¢ Mg &s BrmmiH@veyadahaazolarakb u | u n MRaEICO: f a r6k. €4 NrBnHS

ve 82 ° me j4i7nd s b mmiHyg veya dahaazidi. Tr a n k ¢karlaondfoksitmo ni t ©r igZ2a1$ Ko n u
karbondioksitd e ] e r 1PaCQnind e j tahmininis a | | wemdurumyetmezliklib ¢ y ¢ &cu k!l ar da
endtidal karbondioksit monitorizasyonundans, st ol u n mBwu thasta grubundat r ank ¢t an?®
karbondioksit mo n i t ° numnum @estjasyonunmo ni t °r i z k8 ly b abix &/ khlr & olarake

d¢ K¢ n¢ | sobpucuna a e né kPhaawve atke®¥24 anestetize r i kaktad#aCQ, EtCO, ve TcCO,
dejerkarkal aktaéedaeklcG@D @ iEWCa,d vy leenzerd o] r u PaC® ltaamininde

kul | aneél kabaivlee cnei jkRaidaredrk.? ¢ -f a rdk¢) zée dakika ventilasyonu( d ¢ kogak ,

y ¢ k sugdulanan,elektif cerrahiyea | € 22enr, i kdstadaEtCO, ve TcCO ° | - ¢ mPaCRiilen i

kar Kk él aktTECONIe RACA® ¥y d kB derdcedekorelasyon(r= 0.92, p<0.00l), EtCG; ile PaCQ
genellikleiyi korelasyon(r=0.89.p<0.01)g © s t e rHeri, Wakikaventilasyonud ¢ z e yde RaEEO,
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f a ( K &htHg)PaTcCO:f ar k & 2 d 8mhaHg)dahab ¢ y ukn mu K (p<0.05).Genelanestezi

S ér a skarbadioksitd ¢ z e y Imornii ti°m 1 z 8w § 0 k garbandikgitmo ni t °r i zasyor
d o] olud wenut,r a n saketietinkanbondioksitd ¢ z e y ldesrviamahkg nt r aizyerdg d di J i
durumlardanoninvazivmo n i t © rii-2taisbyrp h n tsem | soduéupaé a r mé kQrifnrvelagkr .

8 gastrikbypasserrahisuygulanark i d ahezitéli30 hastadgbederkitlei n d e kkg/mOPAOQ, EICO,
veTcCO,de] erkaerrkiénliak d le @ eRddeCO® . 2 MPa( 2 . SnwHg)&ken PaEtCO;

0. 7 KkPa( 4 . 3rindHg)Glarakb u | mu kT raa ke gkarlrondfoksitmo ni t © r i zkaisdydoentul niu
obezhastalardeendtidal karbondioksitmonitorizasyonundadahaiyi PaCQ tahmininis a j | saguéupaé

v ar mé KTokias>d16 mastadaek a k ¢ ivgntlasyonus € r ats € & ul la yeterdtidal karbondioksit
monitori kas K@ h a Kastélardald a k & ivgntlasyonus é r a PaEtC@d ar3k @ N1 . 6
mmHgikenPaTcCOf a 2 k & MntnHg®larakb u | u n nTiekatk  rivgntdasyonis € r a RaECC: a
fabk®MIMMHI &k s e PaTeCrd rm 2 k & MninHdi. K kaik ¢ ivgntdasyonus é r aRaé n d a
EtCQ: O 3mmHg olan hastas a y @ iked PaTcCO; O 3mmHg olan hastas a y B8ddé Teka kci | er
ventilasyonws € r a Ba&EIC@ & 3nmHgolanhastas a y2ékend®a TcCQ.0 3nmHgolanhastas a y18 s €

idi. K kaik ¢ ivgntdasyonus € r a Ra&tC@ @ SnmHgolanhastas a y18iked PaTcCO,0 SmmHgolan

hastas a yl8idi.eTeka k ¢ ivgntdasyonws € r a Ra&tCC @5 mmHgolanhastas a y6éken®aTcCO,
O5mmHgolanhastas a y18idi.& o nalarakteka k ¢ ivgntdasyonws € r ats ré a il & karhiordioksiz

moni t °r i zeadidaldekruktendahad o ] Ra@Qtahmininis a d E abeenléi r Wisonwdarkr .

3 konjenital kalp h a s t a@ldn 83 olgudat r a n s kvg enatid&l karbondioksitmoni t ©r i zasy on
kar k &1 ak B3Zhastasiyatotikr2H hastaasiyanotikidi. TcCO-PaCQ f a r R & mraHg, EtCO;-

PaCQf a rék Bl@mHgolarakb u | mu k33h a d EAMEUTT@RPaCQ f a OkMmHgiken 53

h a s t hepsiadeTcCO-PaCQ f a IOB@NHgidi. 53h a s t QundaBiICO-PaCQ f a IOR@mHgiken

53h a s t 3a0néeumiCDaPaCQf a r ® Bnmégolarakb u | mu kTTc@QR-RREQf. a r kkénjedital

kalph ast tpilveyagatbajhlie deé jri kiakyldiekd i | EH&ORakQ fi a r.skyanotik kalp

h a s t @anl@daasiyanotiklereg © weely a& | t € madtaakdel y akst ¢ ndgkrdahabdre e ¢ k

b ul u n nisiyanotik olanlarda7 N BimHg, asiyanotikolanlarda4 N éhmHg, 1y aa|l t end&a kK8 | er d
mmHg, 1y akst ¢ nd ekNidimelg).Kenjenital kalp h a st infard kel-d0o c u ki maa sk ¢t anc
moni t °r i endtislal &anbondioksitmoni t °r i z ashg @ o ju Ra€CL@ rahmini s aj | adéj é
sonucunas a r mé KTbb@svelask® solunumyetmezlikli, mekanikventilasyoruygulanarinfantvek ¢ - ¢ k

- 0c uktl ma dskve endtidad karbondioksitmo ni t °r i z @®y o nll ks rékméelna kKt € r mé
¢ al é kan aEprdmastadEtCO,veTcCOe R a maolarbkeno n i tedrii hamitekyelkang a analizi

yapeél cPadQédekcha k & | a KEICEOPEOQM @ 16 k & MhnHglkenTcCO-PaCQf a2k 8 N1 . 3
mmHgolarakb u | u n muO&°t runre9j6i6rs EcB@-BRaCQ mutlakf a r «mn®igiken, 100° r nej i n

3 8 0 i EIADePaCQ mutlak f a rOkdEmHg olarak s a p t a nSonum yetmezlikli y e n i dvej an
infantlardat r a n s kkgrboadioksémo ni t ° r i zendtigab karbbandioksitmo ni t °r i zasyon
dahad o] PaCQ tahmini s aj | aahaciinav ar meé k¢ alr @déemala@®z dat ¢ badyonun
daki k 85 é didHg,pozisyonurB0.d a k i k 8 ¢ & BliBHg,80.d a k i k 8 8 & A mindHg,7

150.da ki k88eé 8iHgE kst ¢ BB &g e . INdBemBHgidi. PaTcCO:ent ¢basyonun
daki k as 8 hnihAgpozisyonurB0.d a ki k 8 s 8 hhihHE90d a k i k &4 s & hindhE¢5150.

daki kasahhthde kst ¢ Basye@n 7 de@Hgdi. Zamanlama r a svégiuplarar as é n d a
istatistikselolaraka n | damklb & | u nEwa d enadreljée r | &808 i n PkTEC@0O,0 3InmHgolan

° r nseaky48aiken PaEtCO,0 3nmHgolan® r nseaky2@7&de PaTcCO:0 3nmHgolan® r nseaky € s € n € n
y ¢z dcenmamlad e | i kgi°lslt iek M&Ezt kGE2n@Bgolan® r nseky é ge&znep e ad é k - a

azaPaCBileTcCOar as-émjduand & Whtyag- ok ¢ - dergcedékorelasyons a p t (=05 %
0.895). Tr a n k ¢ kadbandiaksit mo n i t ° r ienddidaly lanbandioksit moni t °r i zgePsryeon ur
PaCQ'nindahad o j tahmininis ag dvéb e k | e;nzdgpogeiyonab a jdleg i il kikimla d é .

Bizim- a | &€ Kk mRaicE@, fl a r kpezisybaverildiktensonraa n | almlf & w il k Kk iMECaALE .
PaCQ ile koreleolarakar t t éd lentdathanxcyesde PedaCO, f a raknd aknelkadled | Kk me d i
TcCQO, solunummekaniklerinderetkilenmederPaCQyiy a n s é t pozijy@enabdadbir farko | uk ma d é .
PaTcCO:f ar k INa3t édjnaarml| aespél nddtiaj nyeckz d eGrip®'dedn 74.8,GrupP'de% 76.8,Grup
Y O06 #&3.9,GrupO'da% 750lmageTcCO:0 n PaCQd e | eBtAOH iyge® dabad o jyraun s évet éJ € n
g¢veni ldahafhziag li chuphu rygnd¢r dg .

Tr ank ¢Kkarbomdioksitmo ni t ° r i z ensbysoynauknaunntertile @dilmeyen hastalarda
karbondioksidins ¢ r gelgléiv e monil® ir ri z a sy @jnluan mfaterigetikarrg.a analizi dahakesin
S 0 nvermesing a ] nmeazivdirves ¢ r lkilgi teminetmezT r a n k karkomdibksimo ni t °r i zasy
isepersonebut e k rmikjiies ¢ r enb hi t © rii-zidahaygterlnolabilir*®. Berkenbosclve ark. *°
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K i d dauhumsayetmezliknedeniyley ¢ k § e k k asilatsidivéntilasyoruygulanari4 pediatrikhastada

yapt élal @ KTeCD0 sdie v ammol néi t € tr mixedrteriyelkang a analiziy ap €1 dPajdé nd a
lekar Kk &l ak Pa&Tc8@ mutlakf d 2 k & NrimHgolarakve PaCQile TcCO; a r a syé¢nkdsae k
derecedekorelasyonb u | u n m=kOt96, p<0.00l). Y ¢, k sferke k asilatulr @entilasyons ér as énd a
PaCQ0 n d a ] tahminindet r a n k karbandi8kg¢ mo ni t ° r i zdaos]ydoenyuausuhoBinvaziv

mo ni t ° rsiazjal ssyooénpag a r mé kAbrahanv@ark.** 70 olgudaegzersizs € r a \edtilasyan

eki jdiefier | enditmmmealk ¢kardondfolsit © | - ¢ mlkeurl il min mé&mah agzelséde .
ventilasyone ki jdaj @r | enid-iivrrjJaigedat r ans kipetodun® 2 - eorllaibi | ecej i
°ner mi Kélenpmbjansigeh v a nt a9 1 emléthwejmaligetveteknikk a r ma k gazahakz] & n
apar at | adabaazdbd id u jsistemna j € veledla t | gelecektegmbulatuarsaptamalarazin
verebibelkiij i miLelbreveak?9s. aj Ig & kl;, éT¢CO.dlePaCQo kiar Kk €1 akt ér me
TranskdeéejppaP Iz e patteeiyeld e ] er Mdenmidgdazlab u |l mu k(l=@98)dTerrans k ¢t an?®
° | - ¢ nRa@Qyidno jvesi ¢ r eldrdky a n s é kata®vje & nma kJhnssenge ark.** hemodinamik

olarak stabil ve intraarteriyelkateteri olan, noninvaziv pozitif b a s éventilhsgonuygulanan26 hastada

yapt é lalinagaleCs ile PaCQ° | - ¢ mithbiemey a kolaraki | i K ki | v 4 shatliks 4 mé d e

m¢ h binkaymao | ma mE K & @ k Kdrkeomdibksitmo ni t ° r i zcavapz a m&dsaniyederaz

olarakb u | u n nkoeherve ark. * Senteadijital kulak sers °© rMasimoanalogparmaks e n s Nelicqr ,

analog parmaks e ns@y et i %n nl hipgksemie p i z ostahdardizee d i | bmipnotokolde

kar kél aKit@rvePa®@ant &g & rnad akklink lolardék® n e msu lzu n mombinadijital

SpQ/ TcCO kulaks e n s © rhlaesrt okajedasyonunuh € geld® jmouni t ° r i Zievergne o W n a
umutvericibiry © n tod md (KjéeulSpgrcevapz a ma @& U - It @b égehn ledetekk i Kuygue
hareketiyapabilmesii - zamank a z a n doélirtild @i] WBermetBuettiker ve ark.”* - al é Kk ma&0 ar & n c
y e ni dhasfadalrcCO, ve SpQ d e | e r BOdastadaaiteriyelkang a ze®0 hastad&kapillerkang a z €
lekar kél ak Kait aggednas aregellr-I ;BptCerve SpO06 n arteriyeld e jeerrgle veni | i r
tahminineizinv er db gl ni t nMiewli ellod aatmaonréinsatlecdar kabloileb aj | ahmak e,

y e ni d odahaazdkafa hareketleriy ¢ z ¢ rhdreketa r t e f a k tzalaa, gg°nj drigdiografisive

emzirmei - 1 @k ar é geneansee®aesiE hnt @atansiyelf a y d aldrakg %©s t e r EHerhmirdget i r .
ark.**kombinet r an s KSpQ/Ec@& z e n s ° rkilakmémesindel | - gle§ re ryl eetrihaskai n

ve g°n¢l | palmaktalieSpQ s e ns ° vel keluni ¢ z e r tutturelan TcCO, sensitel er i
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Later al Fascia Transversalis FI
Op. Dr. Meti'n Berberojlu
1VM MEDICALPARK Ankara Hastanesi
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Mat eryal ve Metod: Femoral herni nedeni ile Ankar :
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flebi, lacunerligamentvev. iliacaexterna, z e tyian & k @8.a8

On a rmateryaliolarak'0' numaraatravmatik Vicryl k u | | &Kndkil kpibis¢, z e r perodteimve
Cooperdeng e - ivebdjilranér .

Di k isaetbesticunabiri kK goensikonulur.Dahasonrafasciatransversalisitateralflebi femoralk a nal € n
o0 n ari é maa jCéopadigamentivev.iliacaeksterng, z e devnileeeky a t éDri éklilékrved e v a ml &
olaraklateralflebin serbesk e n ie IC@operligamentia r a sk®&ruldraBuradaperitonunmedialeitiimesi
k o | awefdseiatransversalisitateralk e n @oopperligamentine- orkhatbir k e k idikilmektedir. Vena
iliaca e k s t e rCooaerligatnantining, z e r igned eydarejgie | i n dvenjbirangered o | itilarek
Cooperligamentindersonbir d i kil €€ Soraa.y d € lgéned e v aotatakébu kez lateralflep ile vena
iliacae k st ea tha @ @ty iz e ydikilin.@& u k a Therdsanligamentineu | a K & |famerpll@amiye
femoralhalkadakidefekto n a r élunung k e®.i |

Sonraa y W@ v awmKkil@li d i k bwkkzemedialdekalan fasciaflebinin serbestucu ile Thomsn
ligamentiar aseagaméel er .

Budi kii klaé dveinguinalk a n arkagl m v ayenidené | u Kk t u ArgakRolparierThomson
ligamentleria r & § € | zeakyrdefd U | hunayakonansons ¢ t HemThoomsorligamentinit ¢ md em n e
alma | hemdePoupartigamentininalt 1/3 liflerini i - e r m(ekd @7dii Ir

B° y | pubis® ;n ¢ gelmirvei Kk apensitint ut sedwpsu dles onl ahdgypam&drdm .
(veyak a d e nligaamentimrotundum)fascia¢, z e 1y ia n éeneobliguuseksternusaponevrozid e v a ml é
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'0' numaraatravmatikVicryl ile k a p a Degi & Etékéek emilebilird i k ikenarako n a r Deri ise r000'
atravmatikipeklerledikilir.

Bulgular
LateralFlepOn a r 1® hastadakill femoralf ét ekygu !l a MHaé& t E3&0mfkekh kiad éndeéer .
Erkekk a doérnd/i2,83' t Ha st aylaekr € a |134,9darBeortalamak a d éin-132derkekleri - i n

ise40,6d éEng e mastal8y a k éenyda khdstéise54y ak éndadér .

Ol guleads &B ' sgl femoral herni nedeniile ameliyatedildi. Bir hastadabilateral femoral herni
mevcuttuS afgmoralhernisiolana | haséadabirindea y mamandalirekthernidev a r Sel&emoralhernisi
olan3 hastadamirindedaha® n ¢ a p eHilateéak té® lkn a rs @ kmeusuidi. Femoralff € théaksltésd ar & n
s ag r ireiidir. Femorakanaldan € kkidemind a ] €kl °éym eehdsiadd: € kegeki - i amdneum,
1 hastadd € kegeki - i strahguldleuma n @ezeksiyory a p € | rhbastalagsefgmoralkanali - i nd e
preperitonealy a fokusug ° r ¢ | mHd & 4 t¢ a-l.ajrogerasyong ¢ n ¢ &a kK R a m& y a keaen
k al k me mrheliyatyerindekia | r é&d akna y-ed &z @ r inu KBt nedenleanaljezik gereksinimi
ol duako lamu @dbloX).

Postoperatifd © n e inastalardayara hematomu,enfeksiyon, erken n ¢ kseromagibi herhangibir
komplikasyong © r ¢ | mdmakAdil CarrahiK | i n i &mel§atedilenbir hastapostoperatib.g ¢ n d e
kardiyopulmonerarrestnedeniile exituso | mu Bo lua s t mgnkgs n ¢ nzbbremesio |l anak s @ u
i -4 al dkeim@&r a k eStrangulagyayr©. s t tekhastabudur.Bu nedenile seridekistrangulehasta
s a yaézsdeégkend ° n e mabilize edilenhastalara y maénandadaerkend © n etmatbeue d i | mi k1 er d
Ha s t apostopeegatifortalamay a tsé k & @ ¢ n dHastalaral.inci g ¢ n doeark | a hedangibir
pansumarg e r e k nadei nki i&k, lg&a iné n nidakstt aitk .\a & 16 n ntakiplérindeherhangibir n ¢ k s e
rastlanél maméekt ér .

Tart K ma

Cerrahih a st a Ibé& kyIRjekdy °eIn¢olaf € t éakebtezive,antisepsining e | i Kemmeogalite ve
morbiditey © n ¢ mpdkesorun- € k ar ma tkalr & € @moblemiile v ar | & kelrahlar@gsnsé& e k | i
duyurmaktavef € ¢ 2 & rgénelue] riser € kKazaltmay © n ;anldmea kt ad ér .

Ancak, erkenmobilizasyonur? n e mia ni a kikeh ma $ &rkeaderfaburcuediimeyeb a Kk | a n ma s
h a s t anelgaitansonrabir an® n cnermalh a y a d € m mie s terrahlardakieskial e k kanl €k
dej i kpelai- mé Buk e k ihladdd eelkental®urcuediimesi;ay r gy a ck¢gay b € a &n
ol ma dastanedekhastas i r k¢ | a & ¢ a h airewahaverimli klinik i K1 etsiamil mimakt ad
Postoperatia | r -l @dz @E&lnmdah @ s t arkeatab&rouedimesinive hastakonforunus a j | lairy € c €
baxfkaak t % d ¢ r .

¥yl engy @& p ndahagtalahempostoperatid © n e midirmala ] dugsunlarhemden ¢ lo$ as el €] é
- 0k¢ K ékz eosunek K lusorununy a nopdrasyonipindevek u | | aarréhitedniktes a k1 edér .

é
|

Yukaracdgdrkndabal e g g ul eemaleauwgulanmaktaolanameliyatmodellerinderf ar k| €
bir operasyonmodelia r a y 2orudluinkeé | mBk fikie gel | K 8 mnn aisegyruckem e @dat él an
operasyormodeliortaya- € k m @8uradakianaa mah-a s t a la dn reséa N &izgaldiiye dahauygun
modelibulmakven ¢, bos ad@rRer mekt ir.

Subinguinaly a k | & k € ma k & ni c-ael ramedesiile eskidenberi fazla taraftarb u | a miirmé «
gi ri kBusna k & rk@a ka& sizettenebilir:¥ n c e If ié keldekininyeterlidisseksiyorve eksizyonu
y a p € | a ma Buatadaiagdigalkanalkontrol edilemezve o | @isigguinalhernis a pt a n aluna mé kK
St r an g yehamnkasserasyowarsar e d ¢ kzoriolgbdimBu durumdaGimb e r nkestimed,aberant
obturatorarteriny a r a | a h emanédenglgtahlikelio | a ¢ B X y EheiistenmesaePoupartigamenti
kesilmekzorundak a | € n éBanakk d réirgaimaly a k | a xo@lakdad € n dGérpeznatijamentinin
rahaté k Ve hlikesizcekesiimesis © konusudur?

Strangulefemoralhernilerderezeksiyonve anastomozsubinguinalmetodaoranlainguinalyollay a p € I a n
ameliyatlardak u Kk k U ® #taharahatolarakg er - e k | e K t iPregeritomdaly & le Ic ®a-&ancrp. €
oranlardakid ¢ K @ K kys¢, z d e k@ ik & @e&nik zorluklar nedeniile pek fazla uygulamaa | a n é
b ul a makFemorall & kegekinira kK a | £ajaldigsé&ksiyonyeterlid e | i Anahkkesenirabdominal
taraftan- e k i k a rtéakr aafl &&manars€e k| ekt i On & g & ikdnuteedkdesdeltd irk i k| er
rektusk € i e i é&ahidnmayat a | € k ®Kknikotamhicerralz o r | a nGenep & h dlarakbir inguinal
hernininv ar | @jn@amnyebatiy apél amdyacakt eéer .
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K-halkaiseonar étl gz keeanji i Kie-c Bhutier mekanizmab o z u | a Buaide tingumal
anatominino | d udke-j a demeldin.

Kn g uk axradatka@dnu v aerfeenoral halkainguinalg i r i yetemdadarg® z | e n e lxerrehme k t e
tehlikelerek a ryeteglidereedek o r u n-naa |é& a b i Bu nedeklépreemkiitaneal a k | airgaimak n
y a k| apekébimg s t ¢ rybkiyrf & e Kk betilérdepreperitonealy a k | dekMeEMay o nar émgln € n
y ¢ z d de- efka rdkelj &l di r .

S o n olarakbu noktada;ena k éyakc @ kMecnV a ypooi pry, | eetr tLotjissen'inCooperLigamenti
Onargibig® r ¢nmékt edir .

Liter Bdvgyrodhea rolamaleg e - ameliyat modeliile LateralFlebo n arkéamék é | akt ér &l
ortaya- & kdurmmtabloda® z et | e(fabld ®).tFemoraly a k | #dexklLatemal FasciaFlebionar & meé
kar Kk €1 a kdrtéya-éeél kdeeumiabiodag © s t e r (Tablo8). X ¢ k syarkpreperitoneay a k | a Kk € m
ile LateralFlepo n a r ekmegrnkeénl a kiseduruendt rd e m atrnadibale ((Taalalodt)e r

Kesininderipililerine paralelo | mdabagi bir kozmetiks o nsua-J | ay a b i Wmbakkununy a n é
s étramsverkesiherhangbir teknikg ¢ - + e kar mamakt adér .

McVayo n a r & meglialfdsaiatransversaliflebi Cooper'adikilirken k a ri ébria s € k a @ai@nun
ekartasyonwzordurve bud i ki kloa il kmlayolénaz. Bunak ar biAmy °© nt e miCooperad e
dikilen fasciaflebi lateraldeo | d u } mnedlialeperiton¢, z e rkonanbkir e k a hamTaooperligamentinin
hemdev. iliacae x t e r-ncay gh € g | nseas] i Boaiedenldateralflebin dikiimesi- ololayo | acakt ér
G¢ n ¢ mg 2 ceerdhisindeperitonunb aj | a n manmakssé £ & m & sofl ima daglg periton
kéesméegé&mar t eyetanla e lea @gnur, @ecitanunb a | | a murnamangagerginlik ve g ¢ d ¢ k
nekrozunuro | u kKt af sbafuilek ar k € | kakutedilsnekegird Ameliyattaminimaldokuh a s ar &

b é r a Kkesldnalikeksiyonile - a | é 0é Imzoané&a,r g md @ i mihima] oi | nmaesf & kesdsinin
genellikleb a | | a néhaastateadgpostoperatin | r € pa&m | ma golkan ana k2?8 &rl%enceer i | e n
LateralFlepOn a rtearkén i bl pransipéeres a kéakl € in dlied £t & li ldrisirid@postoperatifa | r é
sorunuilek ar Kk €l akél madé.

S ¢ tmateryaliolarako OnumaraatravmatikVicryl (polyglycolicacid)k u | | a n Bu matéryatuzeim .
s ¢ r absom® | d unjnimalreaksiyory a p vegdtedis aj | amll &k fdaen- i |3HEngteivre.n | i
veideals ¢ t ¢ rabserbailabilenmalzemele konuland e v adikli &olledr Ju gul a Ay k tea dér
Vicrylilea t édl¢ain, adhagre v dindk ek ol det ur ul abil mektedir.

Venailiaca externaa d v e n t idd yaosrewnlanxal seéottikkatli y a p € | mden yardlanabilir,
d a r a |doransuiddaise tromboflebit gelisebilir®® Ha s t a | gposopemtfl@stanedek a Isékr el er i
ortalama3 g ¢ n dUzuns ¢ r yed thé/nwyadaktandahaazs ay @datywaar | aa-namsadaacd a n
dezavantajleder.

Yataks ay €ls & sod trdl ye] & e rbudurdreundag ©°n ¢ MWl @ n d u rgereklida.sl@st al ar é 1
erkeni kd€ n ¢ Kseanj¢élnadagh Bkénomisink a tak & s € pMmermPfrdi r .

Fasciatransversalisifateralflebi ile y a p &vé faenkegédsinintamamen € k a rba ¢ m & ffenoral
kandamg nr i xalmdagha,l ktanmmaemormalanatomidekgibik o r u nvéindguinalk anal én
arkad u v a rfagamm@&ansversalisinmedial flebi ile yenideno | u kK t u i u tamamgnfizyolojik bir
ameliyatter.

Bu operasyonak & s nbenzeyenbir teknik 2009y & | &onahirczyk ve a r k a F’atkd raarfeé n d a |
° ner i |Bmbperasyonddateral fasciatransversalisflebi pektinealligamanad i k i dneaké¢kz er i n e
fazladaneksternuoblikf a s y a birdlepd @ v r idli & é2fmi kKt i r .

Lateralflepo n a r € diréktvelyaindirektherhangbir b a khkeraig © z & @ A menredialekratasyon
kolayy a p é | d@&nf &in&daimk ikalalylomulur.De v adnl iek B i, f kdd a | verstargtlea

olgulardarezeksiyori kK | kolaycay ap el abi | mekt edi r .
Hastalardapostoperatifilk biry & 1- i mdlg® r me nHostoperatifa | se@iyeleritolere edilebilir

d ¢ z egy®dzel eolhimfemoralf é tegdhisinddut e k nyetgrliod a b i Kammatied © € Imu kt ur .
Sonu -
Femoraf é o & & ri & thenn & matexalfasanaflebi o n a rteknikélarakkolay, otojengreftk ul | anéel a |

vek € s g r tardaenlanamir operasyondurPostoperatifi ] mig@maldir ve erkenmobilizasyons aj | ay ar a k



<oles co

%)
2 b

59

hastaned& a Is @ k e&kseismail t rBkdns @@ gP &@keme 8 r ¢ | nilerisie s d mivericidir.
T ¢ tounedenlerder o | latgraflep o n a rt éerk&fapajoskopikg i r i tercimeidni | e mépmwat e ] |
f ok gul ewgdanaldieo | d kahaatindeyim.
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Tablo1:

TI M HASTALARI N GENEL D¥K,;, M,

PROT.NO| YAK CKN SAJ/ S FITIJIN P. O. YA
K¢ ERKJK

31858/86 15 K SAJ *| ADKP¥Z [ 2 G!N

31850/86 31 E SAJ + OMENTUM G! N
MAJUS

30857/86 28 K SAJ ADKP¥ Z I G! N

00050/87 | 35 K SOL ADKP¥Z I G! N

26600/85 37 E SOL! OMENTUM G| N
MAJUS

18833/86 40 K SAJ OMENTUM 2 G!N
MAJUS

12518/85 28 K SOL OMENTUM 2 G, N
MAJUS

17231/87 | 46 K SAJ ADKP¥Z [ 1 G!N

14168/87 34 K SAJ OMENTUM 3 G} N
MAJUS

15262/86 54 E SAJ x| KLEUM Al 5 G!N

*Hastada ipsilateral direkt herni wvar

+ Hastada bilateral femoral herni va

! Hasta °nceden bilateral i nguinal f

x Hasta post.op. 5.nci g¢n exitus ol

Tablo2

LATERAL FLEB
YAPI LAN KKk MCVAY ONARIMI ONARIHI

Deri Kesisi

Poupart'a paralel

Deri pililerine paralel

Transver s

1

Poupart

K- hal kadan
tam ortadan

a-él mase. paralel olarak kesilir -

kesilir
Fét ék kese Yiksek séyér Yeksek dise
. N - eksizyon yap
i Kl eml er boynundarb aj | anér , -

bajl anmaz.

Onarémda k

F. transversalisin medial

Transvers f

apel ar flebi il e onalateral fleb
yap dikilir.
Al anan o | Onarémda per Onaréemda pe
9 ekartasyonu zor. ekarte edilir
Femoral kanal Yeterli kapanmaz. Kanal onar é




Shutter me Bozul makt adeée T¢e¢mden korou

Gevketici Rutin yapmal Hi - ger ek me
Tablo3
YAPI LAN KKk FEMORALY AKL Ak LATERAL FLEP
ONARIMI

Fet ek kesey Inguinalligamentin Kngui nal k an
yolu alténdan ul a ile ulakéel ar
Fet ek kesey Y¢gksek dise Y¢ksek di sek
diseksiyonu yapél amaz. fahatca yapé
Defektin o Onarfemor al Femor al kana

alt ucunda y|kapateéel érak o
Strangule olgularda Gi mbernat b Gi mbernat r a

kesilmesi tehlikeli kesilebilir.
Yandas inguinal herni Bu dur umda G°zden ka- ma
var |l éj] é rahat -a ka-a|olanake zd ér .
¥nemli vyap Yar al anma o Yar al anma ol
yaralanma riski yécksektir. azdeéer .
Tablo4

LATERAL FLEP
1
YAPI LAN KKkL Y, KSEK YAKL ONARIMI
Rektus kel é .

Keseye ul ak hattan Kngui nal k a
F e mo r akkesesinia t Yapékekl|l ek Rahat - a a
disseksiyonu tehlikeli ol ;i yap
Kndirekt fae Dlss?kswontam Ta_m bllr .kes
’ yapél amaz yapélabilir.

Di ki k1l er i-nok
kol aydeér .

Onarém i -1in

i
N Ol duk-a zor
konul masé
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Evaluation of the Relation Between the Fibrinogen/albumin Ratio and the
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Abstract

Objective: We aim to study the relation of fibrinogen/albuminratio (FAR) and severity of COVID-19
diseaseén pregnantwvomenwith COVID-19 diseaseMaterialandmethods This studyanalyzedl 62 patients
with SARS-CoV-2 infectionin AnkaraCity HospitalretrospectivelyClinical andobstetriccharacteristicef
patientsLevelsof fibrinogen,albumin,andFAR wererecordedThepatientswveregroupedy theseverityof
COVID-19diseas@accordingo WHO criteria. Of 162patients,118wereevaluatecasmild and44 asmoderate
Covid-19 diseaseResults:Age, gestationalweek, gravida,and parity of patientswere similar in mild and
moderatediseasegroups(p=.168,.277, .354, .412, respedwely). Fibrinogenand FAR were significantly
higher in the moderategroup thanin the mild group (4,4 g/L vs. 3,8 g/L, 0,13 vs. 0,11 p= 0.001,<0.001,
respectively) while albuminwas lower (36,8 g/L vs. 34,8g/L, p= 0.008). We performedROC analysisto
determinghepowerof thefibrinogen,albumin,andFAR in predictingtheseverityof theCOVID-19infection.
TheAUC valueof thefibrinogenwasfoundto be0.677,and59. 1%sensitivity,58.4%specificity, wasreached
with a fibrinogen cut-off value of 4.15. For albumin, its AUC value was found to be 0.621,and 56.8%
sensitivity,64. 1%specificity, wasreachedvith analbumincut-off valueof 35.5.For FAR, its AUC valuewas
foundto be 0.689,and61.4%sensitivity, 64.1% specificity, wasreachedwith a FAR cut-off valueof 0.12.
Conclusion:We concludedhat high fibrinogenandlow albuminto be valuablein predictingthe severityof
COVID-19 diseaseln addition, FAR may be usedas a new markerto predictthe severity of COVID-19
disease.

Keywords: C o v-B dPregnancy, Fibrinogen, Albumin, Fibrinogen to Albumin Ratio

Introduction

Coronavirugdiseas€2019 (COVID-19) causediy SevereAcute RespiratorySyndromeCoronavirus
2( SARS (haskeergieclarech globalhealthemergencyy the World HealthOrganiation(WHO) [1].
Althoughthe majority of pregnantwomenwith COVID -19 havea mild flu-like illness,a minority of patients
may developsevergneumoniaacuterespiratorydistresssyndromg ARDS), andmultiple organfailure. The
releaseof many inflammatory cytokinesplays a role in the pathophy®logy of COVID -19. We aim to
investigatagherelationshipbetweerthefibrinogen/albuminratio (FAR) andtheseverityof COVID -19disease
in pregnanwomenwith COVID -19 disease.
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Method

The studyinvolved 162 pregnantwomenadmittedto the Ankara City Hospital COVID -19 service
betweenSeptemberl and Decemberl4, 2020, who were diagnosedvith COVID -19 diseasewithout any
additionalmedicalcondition. Patientdemographicglinical andlaboratorydatawere obtainedfrom medical
records. Oro/nasopharyngealabfor RT -PCRwastakenfrom all patientsin additionto routinebloodtests.
COVID -19 wasdiagnosedvith consistentlinical manifestationsncluding fever andrespiratorysymptoms
and positive SARSCoV-2 PCRresults.Albumin was measuredisinga Atellica Solutionlmmunoassay
Clinical ChemistryAnalyzer(SiemendHealthcardiagnosticsErlangenGermany).Fibrinogerwasanalyzed
using the SysmexCS-5100 System(SiemensHealthcareDiagnostics,Erlangen,Germany).Patientswere
classifiedaccordingto the severityof COVID -19 diseaseaccordingto the WHO criteria. Accordingto the
WHO classification,COVID -19 diseasavasclassifiedasmild, moderatesevereandcritical [2]. Of the 162
patients,118 wereclassifiedasmild and44 asmoderateCOVID-19 disease.

Statisticalanalysisof the datawas performedusing the SPSS17.0 packageprogram(SPSSInc,
Chicago,IL). Histogramsandthe ShapireWilk testwereusedto testthe normality of the data.Continuous
variableswere normally distributedand presated as meanand standarddeviation. Groupswere compared
usingthe independent -test. Receiveroperatingcharacteristi@analysis(ROC) was performedto determine
the predictivepowerof fibrinogen,albumin,andFAR in predictingthe severityof COVID -19 infection. The
optimal cut-off valuesfor theseparameteravere determinedusing the Youdenindex (sensitivity + 1 -
specificity). The sensitivity and specificity valuesof the parametersvere calculatedfor the optimal cut-off
values.A two-sidedp-valueof .05wasconsideredtatisticallysignificant.

Results
Thedemographicglinical, andlaboratorydataof the patientsareshownin Tablel.
Tablel: Demographicclinical, andlaboratorycharacteristicef thepatients.

Variable (mean++SD)

Age 28,2+/-5,9
Gravida 2,3+-1,3
Parity 1,1+11
Gestational week at the diagnosis 28,3 +£ 10,2
Temperature 36,6 +/0,4
Oxygen saturation 97,4 +£1,3
Days of hospitalization 1,6 +£0,6
Fibrinogen (g/L) 4+/-0,9
Albumin (g/L) 36,3+£4,3
Fibrinogen/Albumin Ratio 0,11++0,03

SD: StandarDeviation

Age, gestationalveek, gravida,andparity of patientsweresimilar in the mild andmoderatadisease
groups(p=.168,.277,.354,.412,respectively).

Table2: Demographicclinical, andlaboratorycharacteristicen the mild andmoderatadiseasayroups

Mild disease group Moderate disease group
(n=118) (n=44)
Age 28,1 +t5,9 28,8 +£ 6,3
Gravida 22++1,1 2,1+t1
Parity 1,1++11 1,1++11
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Gestational week at the 28,2 ++10,1 28,3 +t8,9
diagnosis
Temperature 36,7 +£0,3 36,9 +£0,9
Oxygen saturation 97,1 +£1,1 93,4 +£ 3,3
Days of hospitalization 1+/-05 4,7 +£ 0,9
Fibrinogen (g/L) 3,8 +£0,7 4.4 +1,1
Albumin (g/L) 36,7+4,2 34,8 +4,3
Fibrinogen/Albumin Ratio 0,11+£0,03 0,13++0,04
Mean+/- SD

The independentl-test was usedto comparelaboratoryvaluesin the mild and moderatedisease
groups.FibrinogenandFAR weresignificantly higherin the moderategroupthanin the mild group (4,4 g/L
vs. 3,8g/L, 0,13vs.0,11p=0.001,<0.001respectivey), while albuminwaslower (36,8g/L vs.34,8d/L, p=
0.008).

Table3: Comparisorof laboratoryvaluesin the mild andmoderataliseaseroups

Mild disease group Moderate disease group p value
(n=118) (n=44)
Fibrinogen (g/L) 3,8 +£0,7 4,4 +F1,1 0,001*
Albumin (g/L) 36,8++4,2 34,8 +/4,3 0,008*
Fibrinogen/Albumin 0,11++0,03 0,13++0,04 <0,001*
Ratio
Mean+/- SD

*Independentl -test

We performeda ROC analysisto determinethe significanceof fibrinogen, alboumin, and FAR in
predictingtheseverityof COVID -19infection. The AUC valueof fibrinogenwas0.677,andwith afibrinogen
cutoff valueof 4.15,a sensitivityof 59.1%anda specificity of 58.4%wereachievedFor alboumin,an AUC
value of 0.621was obtained,and a sensitivity of 56.8%and a specificity of 64.1% were achievedwith an
albumincut-off valueof 35.5.For FAR, an AUC valueof 0.689wasdeterminedanda sensitivity of 61.4%
anda specificity of 64.1%wasachievedwith a FAR cut-off valueof 0.12.

Figurel: ROC Analysisto determinehe significanceof fibrinogen,albumin,andFAR in predictingthe
severityof COVID -19infection.

ROC Curve

Source of
the Curve
[— fibrinojen
— fibalborani

Reference
Line

Sensitivity

0.0 T T T T
0.0 0,2 0.4 0.6 0.8 1,0
1 - Specificity

Diagonal segments are produced by ties.
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Discussion

In this study,we investigatedibrinogen, albumin,and FAR parameterss predictorsof the severity
of COVID -19 diseaseWe foundthat fibrinogenwassignificantly higherin the moderategroupthanin the
mild group (4,4 g/L vs. 3,8 g/L). In the recentstudy, fibrinogen levels increasedin the first phaseof
inflammation, peaked,and then decreasedn the last phasewhen the infection increasesin severity.
Hypercoagulations thereasonfor the associatiorbetweenhigh fibrinogenlevelsand COVID -19 mortality
[3]. Albumin levelsmaydecreaséuringinflammation(e.g.,infectiousdiseasegnalignancies)Albuminis a
negativeacute phaseeactantlts productiondecrease saveaminoacidsfor positiveacutephaseeactants
during inflammation[4]. In this study, albumin was decreasedn patientsin the moderatediseasegroup
comparedo themild diseasegroup.FAR is widely usedasan effectiveinflammatorymarker.It tendsto be
elevatedn various,suchasseveranfectionsandmalignandges[5]. We hypothesizedhattheelevatedevel of
FAR wasrelatedto the cytokine stormstriggeredby viral infection. We found that FAR was significantly
higherin the moderategroupthanin themild group(0,13vs. 0,11).However,our studyhasits limitationsas
we only showedthe changesn the laboratoryindex. Mechanismsuchasmolecularandproteomicresearh
needto confirmour hypothesis.

Conclusion

Ourresultssuggesthathighfibrinogenandlow albuminlevelsareusefulin predictingthe severityof
COVID -19 diseaseMoreover,FAR maybe usedasa newmarkerfor predictingthe severityof COVID -19
disease.
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55y a Kk éerkekhasta,sol- e n a [ wegemekyemedezorlanmadamaktayaraveyutmag ¢, - | ¢ 7 ¢
nedenile dahiliyeservisindgakipedilip, 1h a f t 2x10@0kglV seftriaksonantibiyotik tedavisis o nr a s €,
k1 i nivgkiinkdaey e getilemed Indema € @kbbrkd i n kofsulteedildi ve hastakbb servisine
devredildi.

Has t aanlé@anammezind@ ay® n covid nedeniile hastaneyg a t € rcieldiallé § i@fulemu
ve solunums € k énaderdils lastanedy a tséékr éa kay Imoguacaherg ¢ @y ¢ k slazsteroida | déj e
tespitedildi. Ha s t @ m @ makontroda Indaélandiabetusmellitush a s t ve hipgrfaldsiyonunevcuttu.
Ha s t ecoviddadavisis 0 n hastangéden € k & Kk EEhafthsomrasol ¢, s-te n ged/g, zadjek ek ay et | er
ved iekt r a énteksigionub a K | Hastke me kay el d kelr a md seftasdneaarala | € mén é n
k°t ¢l wegeneldurumunurb o z u l¢maesdahiiyep ol i k Ibiarkivjuvegmal tyyéakpéé | me K .

Kulak burunb o j rauayenesindé) a s tsalp 8ghi n g i wanské&sicidek ° p ceilseviyesinde
k °© pweimplant,b u n | eatr réeandaéroddotanve ¢, ssertdamakcildindede nekrozanedenolanenfekte
alanizlendi (resiml). Ha s t lulalémuayenesve endoskopiknazofarinksmuayenesnormaliziendi. K | k
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radyolojikg © r ¢ nt ¢ | eaksllefasigattaenografide maksilladasol posteriorkesimde,sol maksillar

Si nt¢asbanérnda mezkdxlcmb oy ut | hipodens,ekspansiyorve d e st rna kesldny o
olmayang ° r ¢ lgndi( resim2). K |- ke k itomegrafide paranazas i n ¢esnizielendi. Hastadarek
incelemeolarak apsevet ¢ m& y r gapedilmeka maie& o nt maksiltofasyalmrg°®r ¢ nt ¢ 1 e me
istendiMR b u | g u Is@danganddudar ve maksillaanteriorlateralindey ag | a n | sa@iea dizendi.

Maksillar kemik anteriorsantralkesiminde® rd i kal rear sngilimetrék defektb i | osbagdllez a n Zmeé
mmolan,transvers a p bam& y ¢ a K2avanTla | € rserieekddhigerintenseolarakizlenen,daha® n
plandainflamatuard e J i K ilekiheidlel] @r | e singaldreijliekni ikdndi. d b 8 t Ezaya@undan

a | émilaabiyolojik incelemesindé&nteroccoccusaecaliskolonileri¢, r e r histepatolojikincelemesinde

hem mucor (zygomycetes)hem de kandida albikans i - e miksh mantar enfeksiyonui - eg bsaer e
granulasyordokusunar a s t | aAntiumgal @edaviyeb a Kk | a fna dheastaya e k ikloenrt ryang t | &
maksillofasiyatomografidemaksillarkemik anteriorsanral kesimindeve posteriorkesimiinferiord ¢ z ey i nd e
erozyontespitedildi, a y r latesalmaksillars i n ¢ oligoid @redamukozalinflamatuary u mu dokuk

ve oblitarasyontespit edildi (resim3). Hastaya mucormikoz t a n°énscée senfekslyenh ast al ék 1l ar
d a n é k métranidazéBx500mg IV infuzyonve 3x1000mg meropenenV infuzyonb a k | a rKrkd W ti & .
antibiyotik tedavisinecevapvermeyenhastaya histopatolojikincelemede mucormikoz t a nkéocsyéu | ma s é
¢ Z e rtakrarenfeksiyorh a skt laa dea n a k1€ antbiyailktedavisinesk olarak 1x250mg amfoterisin

Bb a k | AmfaledsinB tedavisiverilirkeni | ayan&tkisindend o | g y @ blgrdk potasyund ej er | er i
veb°bif ek ksitgkipadildgh &s t potasyumnd e ] er ¢ g ¢ n blarakpotasyumtakviyesi

y a p éHadsét . man@renfeksiyonuolan maksillar kemik ve sol © rkesicid i ki z a ¢l ékrd@mrve s ¢

d o | g tedpitedildi. Mantarenfeksiyonunuetikleyenbirf a kdafakd e er | dastdlekranukul ar a
- epnegrahisk ons ¢l s anihas adaik® pr-:eskeavet € tdd kk-1eekris lo air aenfekted a
alang ¢ n Ildebrideedilip sistemikantifungaltedaviile birlikte lokal tedavideu y g u | Hhansdtélainiéni J i
haf t-a&lkda&hk @ b makdldfasiyalb i | g itosnggeafiile takip edildi. Antifungaltedaviyes onr as € nd &
ek olarakvorikonazal 2x 200mg é infuzyoneklendi.H a s t i&iln antifungaltedavisive g e rspektrumiu
antibiyotik tedavisidevamederken,tedavininl2.g ¢ n ¢ nadjeskesicid i kel t err a dpgcfarkletildi, apse

drene edildi, s a faraftaki kesici di kéter afy®ij dnap s e | ielenenéh a st genigkkm nt r ast |
maksillofasiyaltomografisi- e k i Is ra e ghilateral maksillars i n pdigoid mukozaly u mu dakik
izlenirken, bilateralmaksillars i nt ¢asb a nmolardl & klokaizasyonundave sol maksillars i nmedial

duv arerezyatiaz | e n(mdimdXBu lulgular¢, z e r gansigelmaksillektomiy a p & la & i @emadin

s ér a ahveoladazktatotaley a k € § p e r burarrt chab e hiteral maksillars i nt ¢asb a uz@&ana
alanlardaenfeksiyonab a jolarakkemikd e st r u kigléngi,c mIna alefatd ta t t estedtam

y a p € Isadeceskac) s3. molard ibké r a kngaksilarkenkik® rsegmeti rezekeedildi. Maksillektomi

t a ma ml a soranaksilans i ni ¢- sl ve celirahialanaseftriaksonantibiyotik ve amphotericinb ile
irrigasyony a p &li éagy € xdmaksifektomidefektisecondooka maa {1 @& r a k € 5)dHea(srt easni émm
patdoji raporundamukozadamikroapseo d a kve @ I €ak plarakgranulasyordokusuvey a b acisim é

reaksiyonubildirilirken, mukor hifleri sadecé&kemikdokui - i rapdre d i | nviikiohiyolojik incelemede
ise Entetrobactercloacaecomplex kolonileri ¢, ryip mantarar a s t | a n {d haffaioral@ 1 .ekesdip
nazogastrikile beslemeyeay e - i Postdpg ¢ n lolardkantifungals o | ¢ s yyamap am $ ayreapm &l a n

hastayaa y magnandaamfotericinB ve vorikonazoltedavisimeropenem3x3.000mg ve klindamisin 2x600

mgV infuzyontedavisiile birlikte devamettirildi. H a s t teny  postoperatipotasyunveb © b forkdiyon

d e ] e takipe adilip potasyumtakviyesi y a p éRardigal maksillektomi s o n rd4a g & secondlook
eksplorasyoly a p @ la a nnaaksifans i 1 ad avelkemikeét rtemiziglendi,H a s t rauaagtakibinin
yapeél aveiplame s ima dadharah@aywa&meé | aib-i ibimtera maksillars i nt sasb a velsextr €
damaka - 1@ & r a kpérhed ryd W ebkénm eaydeddillekimidefektiprimeri y i | ebkémea@stdda n
cerrahis o n r2@&gs ¢adahaantifungaltedavive IV antibiyotik tedavisinedevamedilerek,h a f tokarake k

- e k k b @ h maksllofasigatomografidenerhangbir ekilerlemeg © r ¢ | meznee duiunmeinurstabl

ol dd} ¥ ¢ n ¢hlaesrt egfaktantedavisid ¢, z e n lamfoteriginB 1x250mg 1V ve vorikonazoltb

2x200 mg 6 ek olarak ampisilin 2x1000mg b a kK | aabwcpedildi. B° b rfanksiyond ej er | er i n
y ¢ k s enederiyeb. g ¢ amfoterisinb kesilip, sadecevorikonazolve ampisilin tedavisine3 ay boyunca
devamedildi. Maksillektomidend o | arafaél & ra&ofamhl aés t takiplérindes i s vae damaktam
kapananaadarherhangibir implantu y g u | gadaadamakk u | | anmarsieAmegats onrl.d s é
ayda maksillektomidefektitam kapananhastaya € k ar damakip a p ihia & p beesieemess aJ | and é
(resim 6). Ha s t ayalk#anakiplerinde 3 ay boyuncaa y | oatak k o n t rmaksillofastyal tomografi

- e kt i enfeksigonuekbntrola | t @ h d ée$pitedildi. Postoperatif 3. ayda- e k itomegrafininde

temizo | mg s é hias ¢ tedadsikesilerektakibib ér ak él d é .
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Tart e Kk ma

Cor o n cenfeksiygns2019 (covid-2019), b u | a kvé mogtdlitekr a roé ¢ k dlankson 2
y é ltdeame, n yeskigia | takamva ciddia k c it jue ru | ile kehdinrg® s t bér endeksiyondurBu
S ¢ I e i methaktif h a s teasl neakshémmde h a s t saol nérlédisilén f a r korhpékasyonlaroldu.
Mukormikoz enfeksiyonuda, covid-19 enfeksiyontile berabetveyas o n r ab#id@ilerdvaskulery ap &l ar én
hifler t a r a firvazybrsumab a jolarék konakdokunune n f a weknék@zauile seyredemadirf ér sat - &
enfeksiyonlardair tanesidir.Mukormikozun eny a y Bgligiknprezentasyonis p or d ay &mkloén aj & n
paranazat i nsg o lew re mekenden & d u jJ o a ariad-oebitalserebraknfeksiyonudur.(2p é k 1 é k| a
immunsupresif | kallananarorgannakilli, k ° tk ¢ cnak#li yadahematolojikmaligniteleriolann © t r op e ni k

hastdardadahaagresifseyretmektedir(1)

¥zel babdoyueb ° | g egd Inideteomiyelitpatogenezind a k t éZargamiseeny ay g € n
sebebinind i ke k iveya implantu y g u | a mad jokdo®ojeaik enfeksiyonlarolarak b i | di r i | di ]
g°%r mekt eBizimzh(a3s, t4a) daé uzdnad °© n ¢ p k Hezlksteroidk u | | & § & g ek olaeak
enfeksiyoni - fiskf a k to% rugk t d i ka°cparkve 8§ gimplant° y k grewuttu. Enfeksiyonunilk
b akl adglpdirektolarakd ik p re¢t sr¢a foé nmadi & v ru®steamiyelith a s t a bna oi&oted a
edilen mikroorganizma streptekokusviridans o | d u%76) ve b u n | %6 € n 5 potindkeobial bir
enfeksiyonunv a r tespitedd i lbdiiljdii r (8.4) nBu xakadaise mikrobiyolojik incelemedesadece
enterekokve enterobakteg, r e r sadeagshjstopatolojikincelemelerdenukor hifleri g © s t enukormikop
osteomiyelitt anle s ¥ u | a b Bunanistiwadensrk.¢ p hve Irisk f a k t dtan, & y r eadyalojik
g°r ¢ nt ¢desakleyenmkalardamantart a n @damanak i - mikrobiyolojik incelemeniny a n é n d a
mutlakahistopatolojikincelemede eklemekgerekmektedir.

¥ z e | hirdiktdndecovid19h a s t a iy a | damaéraporedilenmukormikozv a k adhha-r cgk
solunumyoluyla paranazat i n ¢ s liighaéeedilen rino-orbital mukormikozv a k aolamkbiirilirken
(1,5,6,7,8)pbizimh a s t wung g a le dyésj kégozKortizontedavisis 0 n dahes ®Kontamineg € dal ar é n
yut ul rhaJolamele, sdamaktabulunand ikk® p restsréalh @ w id maksllarkemik osteomiyeliti
olarakilerledi. Bizimh a s t a fnay hogluamcacovid-19 a k c itufjulemuve solunumy e t menederiil i
a | dye¢) késloz dteroidtedavisiharicinde,mukormikozosteomiyelitii - predisposam i - fba kr tydktu. ¢,
Ha s t heam&ovid19 tedavisis € r a hemma sonradang e | imkkemnmikoz osteomiyelitis é r as én d a
diabetusmellitush a s t teepkénfroba | t &utulduarekriskf a k tolaraktespitedilena | dyé¢j késloz k
steroidtedavisive damaktebulunand i kk® pr ¢ et nagrmadtarsi@o r t at e & gemfaksiyonun
gel i Wty ikje ingBuoedanle®. z e | d jiikd i émpdaat,d ik p rgibiodontojeniki K lyearp € | mé K
ki ki ? 2e driskli gruperdamantare n f e k s i mutakdg & %z & n Buduadurmalgerkmektedir.

Rinc-orbitalcerebralmukormikoze n f e k s i yeofeksiyonmoaradab®a- olka pail @¢é-sl er i
ol duf gemahim¢ d a lveadebeidmanerkena Kk a maal @ é vemaolng aésemtifudgaltedavisine
devamedilmelidir. Biz bu hastadanfeksyonunilk olarakd ikk® p re¢tsr¢éavea n d@ldndao | maededi
ile, hastayladak o n u k udlilk? @ kvedigke k B min g g & Eokalkve sistemikantifungaltedaviile
enfeksiyonukontrola | taélnaab i | edciexj¢infaingzkdy a zkednfeksiyon maksillark e minyakze
edipk e mi g ii jmearr ad destrékteetmesi¢, z e rparsiyel maksillektomi yaparakagresif cerrahiye
b akvuYapé&erahis o n rcerrahia,| aan-eén& r a kpeirheai ryai K ebkénreaykebidegng 8 E ¢ k
olaraklokal antifungaltedaviyi dahaiyi yapabilmek a rverd®ve hastahemlokal tedaviyehemde sistemik
tedaviye- ok &€ zdvapv e r widukH a s t makgllar kemik defekti mukozaile k a p a n ds@tadaa n
h a s ttabuycaedip 3 ay antifungalve antibiyotik tedavis ile, radyolojikg © r ¢ nt ¢yaparakaybkean
takip ettik.

Retorosepektib a k t ézZanganpiz hastaile k o n uattakgararalarak,k ¢ pve-, ¢ rdcikke k i mi
y a p t cglont®jenikriskf a k t ° arthdark & h oy éark@in ederekmukormikozenfeksiyonunukontrol
al t atmaya- a | eBurtuyelneilk mantart a nkéosyéu | atidaastayadahas € nbir makdllektomi
yaparak enfeksiyonukontrol a | t & rud s ahgsthgaku kadar agresif bir maksillektomiy a p ma meé z
gerekmezdveh a s tiaynimbsekrdalek és gr ebi | i r di .

S o naarak® z et lgerekieskcovidl9h a st a l°ared g d & dlaedteroidtedavisialanya da
ek DM yadatansiyonyadaf €& r erdeksiyanlan - iiskf a k to9 u & t u rekldir h b s ¢t @aklada.e
mukormikozenfekesiyonunumutlakah a tamgakgerekir.A 'y r Bizinabuvakadane d i n d dgnayimile,z
mantart a n & $ én - Zamanmikrobiyolojik incelemenimegatifo | ma g € v @ n nieenreek kntitlakp i
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histopatolojik® r ne k | deyne p € lyma £ & tBir § ii jdérk a r &eyfe and@ézdsteomiyelitt an é s é
k oy u Imokormikoze n f e k s i ynekadarerkeécerrdr&edavives o n r aasti@ungdltadavidevam
edersep kadarh é gohwea | & n a tkanhaéindeyiy. i
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Abstract

Testicular microlithiasis (TM) is identified by the presenceof multiple small hyperechoicfoci often
scatteredthroughait the testicular parenchymaon ultrasound.lt hasbeenthoughtto be occurreddue to
depositioncalcified materialfrom sloughingof degeneratedells within seminiferougubules.Theprevalence
of TM seemdo behigherin menwith testiculardysfunctionthanin menwithoutanyknowntesticulamproblem.
Ultrasoundprovidesobjective reproducibleandaccurateaneasurementsndit is aradiationfreemodalitythat
canbeperformedn childrenfor follow-up. Ouraimis to evaluateTM in childrenandcomparehetesticular
volumewith the normaltestesof similar agegroupby ultrasoundScrotalultrasoundgerformedn our center
betweerthedatesof 01.01.202601.08.202wereretrospectivelyevaluatecand569childrenbetweertheages
lower than18 yearswereyielded.Amongthem,11 bilateralTM (agebetweer68 and182 months)wasfound.
For comparison22 childrenwereretrievedfrom normaltesteswith the similar agegroup of TM cases(2
controlsfor 1 TM). Studentt testwas performedto comparemeanvalues andp < 0,05 was acceptedas
statisticallysignificant. Thereis not significantdifferencebetweentwo groupsregardingto volume of right
testis(p=0.97),volume of left testis(p=0.706),largestsizeof right testis(p=0.714) largestsizeof left tedis
(p=0.789),smallestsize of right testis (p=0.336)and smallestsize of left testis(p=0.507).In TM patients,
significant differencewas not found betweenmeanvolume of right (4.61 cm3) and left (4.00 cm3) testes
(p=0.609) largestsizeof right (26.64 mm) andleft (26.36mm) testeqp=0.887)andthe smallestsizeof right
(12.64mm) andleft (13.09mm) testes(p=0.548).As conclusion,TM doesnot affect any measurementsf
testeslf thereis atrophyin TM, otheretiologyshouldbescrutinized.

Keywords: Testicular Microlithiasis, Scrotal Ultrasound, Pediatric Urology

Testike¢gler Mikrolitiyazisli ¢ocukl arda Testis
¥zet
Testike¢ler mi krolitiyazis (TM), ultrasonda test.i
hi perekoi k odajén bulunmasé ile tanésé radyolojik
dejenere h¢gcrel erkdematkeayrd K learnann nk ablisriifkii mi il e ol

bilinen bakka bir testis hastaleéejé ol mayan ancak
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S¢r el mektedir. Ultasonografi, obj eAkytriefc,a tde Krear lraa
gere¢nt ¢l eme y°ntemlerden farkl é& olarak radyasyon
-ocuklarda takip i-in g¢venle tekrarlanabilir g
mer kezi mi ze gelé'lh/lo-ya)cpkleaadanséné belirl emek, TM |
ayné yak grubundaki ajl ekl é& testis -0L8&2001 jalihkeri k ar K
araséenda yapeéelan scrotal uve rh& onhméndgaenmi he- g nf &
Bunlar araséenda 11 bilateral TM (yaklaré 68 ve 18
aynée yaxktaki 2 sajléeklée -ocuk ol mak ¢zer e amakpl am
i -in Student t testi kullanéeldeé ve p < 0,05 istat
(p= 0.97), s ol testis hacmi (p= 0.706), saj test
0.789), sajbotyeusttui s( pe=n Ok.é&3s3ab6 ) ve sol testis en Kk
izl enmedi . TM ol gul ar énda, saj testis hacmi (4. 61
saj (26.64 mm) ve sol (26.36 0mmMB)8 7t)es tviesismjen 1Lz bW
mm) testisin en késa boyutu arasénda (p= 0.548)
grupt aki hem prepubertal hem de postpubert al pedi
anl andleelfekr yar at mamaktader . Ej er infertilitesi

mevcutsa, dijer olasé nedenler araktér el mal édér

Anahtar Kelimeler: Test i k¢l er Mi krolitiyazis, Skrotal Ul tr a:

1. INTRODUCTION

Testicular microlithiasis (TM) is characterizedy multiple small calcificationsthat are presentin the
seminiferougubules,whichis thoughtto beindicativeof a degenerationf thetesticularparenchymdl]. On
ultrasound,TM is seenasinnumerabldiny bright echees diffusely anduniformly scatteredhroughouttheir
substanc@]. Sincethis conditionis painlessandimpalpablejt canonly diagnosedadiologically,particularly
with ultrasound.The EuropearSocietyof UrogenitalRadiology(ESUR)recommendshat TM is considered
a risk factor for testicular malignancywhen an additionalrisk factor is present,and yearly sonographic
ultrasoundollow-up surveillancdas recommendedntil theageof 55 years[3]. Risk factorsmentionedn the
previoussentencearehistory of undescenderiestis,history of orchidopexy geneticdiseaseprevioushistory
of malignity, family historyof canceror atrophictestis[2]. The microcalcificationsarenot visible on MRI.

Thetestesareideal for sonographievaluationdueto their superficialpositionwithin the scrotum,which
permits imaging with high frequencylinear array transducersproducinghigh resolutionimages. Scrotal
ultrasoundmaybeperformedn children/adolescenter atrophy,undescendetstisin thosewith asyndrome
or in patientswith clinical symptomg4]. The TM prevalencen healthyboysis 4.2%, comparedo 2.0%in
boyswith risk factors.In symptomaticadultsthe prevalenceaangesbetween0.6% and 9%, while studiesin
healthypopulationsshowedatesof 2.4%to0 5.6%[1].

Testicular volume has beeninvestigatedin different conditionsin boys, such as undescendedestis,
varicocele, testicular germ cell cancer,testicular dysfunction, hypogonadismand Down Syndrome([5].
Ultrasoundis an objective,accurae and reproduciblemethodto determinethe volume of testeswith high
interraterandintrarateragreemenf2]. Furthermorejt canbe repeatedlyusedon follow-up without having
ionizing radiation.

Atrophy associatedvith TM and volume difference betweennormal and testicular microlithiasis was
investigatedn different studies[2,6]. Consequentlythe aim of this studyis to comparetesticularvolumein
patientsyoungerthan18 yearsof agewith TM andhealthycontrolgroupwith similar agegroup.

2.METH ODS

The radiology archive of Diyarbakir Childr'enos
2020 to August 2021 and ultrasound examinations that include size measurements on three axis or volume
measurements were retrieved. A total of 569s between 0 and 216 months were yielded.

2.1. Study and Control Group

Testes that include at least five echogenic foci per field of view accepted as TM and 11 TM patients were
yielded (Figure 1). At least three measurements and/or volume measuremehided in the report were
included in the study group. For healthy control group, 22 subjects with similar age of TM patients (two control
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per one patient) involved randomly from the radiology archive. Testes that suffered acute or chronic infection,
torsion or history of torsion, scrotal cyst or mass, inguinal hernia, varicocele, parenchymal abnormalities and
children having endocrine disorders diagnosed clinically were excluded from the healthy control group.

Figure 1. Testicular microlithiasis in a fivgearold boy that shows more than five echogenic foci per
field of view in both testes.
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Past medical history and known clinical diagnoses, laboratory tests of hormone and tumor markers from
laboratory archive (FSH, LHestradiol, total testosterone, AFP (AFaet opr ot ei n) and b I
radiological examinations of TM patients were recorded. The measurements and other data were saved in an
Excel spreadsheet (Microsoft Corporation, Redmond, WA), which categdhieextjye, location of right and
left testis, three size and volume measurements of right and left testis.

2.2. Ultrasound Examination

All of the US examinations were performed by the same radiologist using dréiglency linear
multifrequency (313 MHZz) transducer (SL1543) at a frequency of 6 MHz (Esaote MyLabSeven, Esaote S.p.A.
Genova, Italy) and standard acoustic coupling gel. fesyatic evaluation was performed. Initially gray scale
ultrasound examination was performed to both testes to diagnose TM. Afterwards, two size measurements on
axial and longitudinal size measurement on sagittal planes were performed. If any of theserdioned
measurements were missing in the ultrasound report, case was excluded from the study. Additional imaging

findings, which written in the ultrasound report (e.g. torsion, inflammation, abnormal position) were also
noted.

2.3. Statistical Analysis

All of the statistical analyses were performed with SPSS Statistics version 24 software (IBM Corporation,
Armonk, NY), and P < 0.05 was considered statistically significant. Descriptive (mean, standart deviation,
95% confidence interval, minimum maximumad quantitative data are givel
Test of normality were evaluated with Kolmogorov Smirnov test. To compare means of parametric
measurements student t test and ANOVA were performed.
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3.RESULTS
Descriptivevaluesof agesof testicularmicrolithiasisgroupandhealthycontrolis shownin Tablel.
Table 1. Descriptivevaluesof studygroupandhealthycontrolgroup

Group Mean N Std. Minimum age Maximum
age Deviation  (months) age (months)
(months)
Healthy 135.86 22 29.562 67 182
Control
Microlithiasis 134.00 11 31.180 68 182
Total 135.24 33 29.633 67 182

Right andleft testessize and volume, ageat examinationand referral clinic of testicularmicrolithiasis
patientsare presentedn Table2. Descriptivevaluesof the sizeandvolume of right andleft testesof study
groupareshownin Table3 andcomparison®f aforementioneaneasurementaredemonstratech Table4.
Thereis not significant difference betweenany measurement®f right and left testesof study group.
Comparisonof studyandcontrolgroupis demonstrateth Table5. Thereis not significantdifferencein any
measurementsetweertwo groups.

We alsonotedif thereareadditionalfindings of studygroup.Undescendetkstisis seenin only onetestis
(4.5 %), which hasthe smallestvolume (0.9 cn) andlowestlargetestissize(16 mm). Nephrolitiasisis seen
in threepatients(27.3% of studygroup).Therewasnotanyneoplastianassor abnormaktumor markervalue
onlaboratoryasa signof malignancy Endocine disordersvereseenin five patientg45.5% of studygroup).

Table 2. Measurementandageof thetestesof eachcasen studygroup

Case Age at Referral Right Right Right Right Left Left Left Left
no examinatio  Physician smallest middle largest volume smallest middle largest volume
n (months) size size size (cmd) size (mm) size (mm) size (mm) (cm®)
(mm) (mm) (mm)

1 68 Urology 10 14 20 14 14 15 20 2,1
2 121 Urology 8 14 18 1 9 12 16 0.9
3 121 Endocrine 11 13 18 13 14 17 19 2.4
4 122 Urology 11 14 20 1.6 12 14 20 1.7
5 124 Endocrine 8 13 20 11 10 18 24 2.2
6 125 Urology 9 17 22 1.7 10 17 25 2.3
7 133 Urology 14 19 29 3.9 11 21 29 3.5
8 149 Endocrine 17 28 34 8.4 18 29 45 12.2
9 152 Endocrine 18 28 40 10.5 18 24 37 8.3
10 177 Endocrine 20 28 36 10.5 15 24 26 49

11 182 Endocrine 13 17 31 3.6 16 16 30 4




82

Table 3. Mean values of right and left testes of testicular microlithiasis patients

Mean Std. Std. Error Mean
Deviation

Right testis volume 4.609 cm 4.9905 1.5047

Left testis volume 4.000 cm 3.4079 1.0275

Largest size of right 26.64 mm 8.755 2.640
testis

Largest size of left testis 26.36 mm 8.629 2.602

Smallest size of right 12.64 mm 4.154 1.252
testis

Smallest size of left 13.09 mm 3.270 0.986
testis

Table 4. Comparisorof right andleft testesof studygroupaccordingto pairedt test

Study Group Paired Differences t Sig. (2tailed)
Right vs Left
Comparison Mean Std. 95% Confidence Interval of

Difference Deviation the Difference

Lower Upper
Volume 0.609 3.822 -1.9583 3.1765 0.529 0.609
Largest size 0.273 6.214 -3.902 4.448 0.146 0.887
Smallest size -0.455 2.423 -2.083 1.173 - 0.548

0.622

Table 5. Comparisorof studyandcontrolgroupaccordingo volume,smallestandlargestsizeof testes
with student'd test

Levene's Test for t-test for Equality of Means
Equality of Variances
F Sig. t Sig. Mean Std. 95% Confidence
(2-tailed) | Difference | Error Interval of the Difference
Difference
Lower Upper
Right 2.394 0.132 0.038 0.970 0.0545 1.4473 -2.8973 3.0064
testis volume
Left testis 0.021 0.887 0.381 0.706 0.4545 1.1925 -1.9776 2.8866
volume
Smallest 0.001 0.975 0.978 0.336 1.636 1.674 -1.777 5.050
size of right

testis
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Largest 0.884 0.354 0.369 0.714 1.091 2.955 -4.936 7.117
size of right
testis

Smallest 0.158 0.694 0.671 0.507 0.955 1.422 -1.946 3.855
size of left
testis

Largest 0.048 0.828 0.270 0.789 0.773 2.864 -5.069 6.615
size of left
testis

Age 0.042 0.839 0.168 0.868 1.864 11.113 -20.801 24.528

4. DISCUSSION

Therehavebeenfew studiesrelatedto the TM in differentagegroupsandin somes p e cgpéptilaion.In
our study population,the prevalenceof TM is 2.64 %. Serteret al. [7] evaluated2179young menfrom the
annualArmy ReserveOfficer Training Corpstraining campin Turkey with scrotalUS andthe prevalenceof
TM was2.4%in thisasymptomatipopulation.Petersoretal. [8] examinedl,504healthymenfrom theannual
Army ReserveOfficer Training Corpstrainingcampin USA with US and5.6%hadTM. Theyalsorecorded
the ethnicity of volunteersand black men (14.1%) havethe higher prevalencethan white men (5.2 %).
Prevalencef our groupis similar to thestudyof Serer etal. [7] which includessubjectfrom sameethnicity.
Theseresultsconfirmtherelationof ethnicitywith TM frequency.

Testicularvolumeof TM patientswvasnot statisticallydifferentfrom healthysubjectghatconfirmedeither
in our studyor variows paperdn theliterature[1,2,5,6].0Only Pedersert al.[2] statedthatatrophictestesvere
seenmorefrequentin TM patients.In our studygrouponly onetestiswasmarkedlysmallerthannormalbut
it wasundescendetkstisandvolumelosswasprobablydueto maldescentinterestinginding from our study
wasmarkedlyhigherprevalencé27.3%) of nephrolithiasisn TM thannormalpediatricpopulation.Previous
studiesshowedno relation with testicularmalignancyand TM. Similarly, tumor markers(AFP and b-hcg)
werenegativein our patientsandUS wasunremarkableegardingto scrotalmassor cyst.

Thereis a guidelineregardingto TM imagingandfollow-up recommendethy the ESUR scrotalimaging
subcommitte¢3]. Accordingto ESURguideline,in theab®nceof otherrisk factors,TM is not anindication
for biopsyor further US screeningandfor thosemen, monthly scrotalself-examinationwould be sufficient.
On the other hand,in the settingof anotherrisk factor annualfollow-up with US up to 55 yearsof ageis
recommendeB]. Risk factorsare;historyof germcell tumor,family history, 1stdegreeaelative,maldescent
and/ororchiopexy,reducedvolume of testis,K | i n e fsgndrome MdCaneAlbright syndromeor other
syndromeswith infertility.

When a testicularmassis detectedor the patientis referredto a specialistcenter;dependingon local
practice, further tests may include as follows, measuremenof tumor markers,further imaging (such as
gadoliniumenhancedMRI or contrastenhancedUS), surgical biopsy or orchiectomy. Routine clinical
algorithmin our centerconsistsof measuremenof tumor markers(AFP and b-hcg) immediatelyafter the
detectionof TM in scrotalUS. If markersareunremarkablao follow-up is recommended.

Unfortunatelyour studyhasseveralimitations. First, we cannotfollow up patientswith scrotalUS dueto
retrospectivadesignof the study. Secondwe do not havedataaboutspermiograndueto small agegroup.
Finally, singlemeasurementvasdoneby the sameradiologst to all casesTherefore,interrateror intrarater
agreementannotbe measured.

5. CONCLUSION

Regardingo our studyandliteraturereview, testisvolumeis not statisticallydifferentin TM patientsand
healthycontrolin similaragegroup.If avolumelossis detectedn TM casespthercauseshouldbeevaluated.
Since nephrolithiasisis markedly higher in patientswith TM, renal ultrasoundmay be consideredas a
screeningn TM or kidneystonecanbepreferredetiologyin caseof acuteabdominabain.
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b a k | &akipleti boyuncalenfopenisiolanh a s t yaanté & g p @nflamatuarb el i rd gk hegiine
r aj naetneoklu. Enfeksiyono d aij - tammamay a p éHemaglinamikinstabilite nedeniyleabdomen
tomografi- e k i | ehaseayaabdomerultrasonografisiy a p éHerba@agipatolojik bulguyar ast anél ma c

Yarayeri normalolarakizlendi. At edevametmesinedeniylemevcuttedavisineantifungaltedavieklendi.
Mekanikv e n t i bl aajt1°ar necbérifhipoksde dipotansifolanhastady o ] wankyeant é@gr @ nd e
bradikardive akabindekardiak arrestg e | IC P R ikardiyopulmonerresisutasyony a rvérmeyenhasta
eksitusoldu.

Olgu 2:

30h a f t1&y eéxkkaravdda:l parite:0 olan PCR pozitif gebehasta pandemiservisindetakibi devam
ederkergeneldurumunk © t ¢ | & e e g ivaskele 8litée/dakikaoksijentedavising a ] ripoksive
takipneg e | i K megyion eb a k eabal edildi. Y ¢ k saekkéoksijen tedavisive a r a ICPAPI &
uygul g masYodieunb g a & & ésijehadturasyono88,t a kK i k(>a 13@d 1/dakika), ve
takipneik (soluks a y>@%S1é&akika)olan hastadaoksijentedavisis o n s @ ¢ € r ayscykosngidieddi.
Ge llabatatuad e j e r ICRR (168 mdligramg/litre), prokalsitonin(1,9 nanogram/mililitr), WBC
(140001 / mi | i mdei ek pypJkisodikmg g & rhastaga;meropenem3Xlgrami nt r aven?©® z
azitromisintablet 1 X500 miligram peroral,ritonavir lopinavir 2X2 tabletperoral,enoksiparin0,6 subkutan
1X1, deksametazorlX6 miligrami nt r atedaviietiz a Kk | &pd ENSKkontyapelkadak
d o] tekimiyleg © r ¢ kAl adl GPKRAvVEyY ¢ k | & lEoksijentedavileridevamederkeny akt €érB.€ n
g ¢ hgstaddN S T &edagbradikardive variabilitek a yobl éma e B adcl se@ryeroperasyonw y gul and é .
31 haftacesametinderkekbebekd o | ugneur - e k | Behekiziemad rmald ¥enid @] ami t &lsé maé .
Spinalanestesa | t épemledilenhastaoperasyors o n iy @ $ @ a0 k §enidena | é Antviéal tedavisi
favipravirled e | i Ktaiddeahj bekimit ar afgg mdlagdkd e ] er | dhmditsazatgaasno nr a s é
oksiiend es ae pl t &4 kla@pardsgondaldg ¢ sonranazaloksijeneg e - h b 6 hGPARiedavisi
s onl anThldptetd sdréea wi@lrbdud ¢ stdbibotarghastay o ] & k ¢ ant € 6.@ g, EpRNdemi
servisinedevredildi.

Olgu 3:

35y a3d haftagebe;p n © mtahtosuolanve C O V KI® PolimerazZincir ReaksiyonPCR)testipozitif
olan hastapandemiservisindetakibi devamederkengeneldurumunk ° t ¢ | e kemmeesr imaskaile 10é
litre/dakika oksijen tedavisiner a ] nhpaksik ve takipneiko | mg gieery o] b a k &afbal edildi.
Y ¢ k sak kdksijentedavisivea r a CRARU ¥ g u | v ana &le dolksiensaturasyon%e86,t a ki kar di
(> 1351/dakika) takipneik(soluks a y>@&l/dakika)olanh a s to&siedtedavileris onsas @r asyonur
y ¢ W sdaizfendi. Pandemiservisindea | noélkd unjeropenenB8Xlgrami nt r a aziromfisintablet
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1X500miligramperoral,ritonavir- lopinavir 2X2 tabletperoral,enoksiparirD,6 subkutaril X1, deksametazon

1X6 miligrami nt r aedavieAtedavilerinedevamedildi. G e |labatatuab u | g u lherhargandrenal

d e jsearp t a N3M&ldn@indefetaldistresszlenmesig, z ey io fleank § ma €6 saatirel@ezaryene

a | e Ppohaanesteza | t ¢ a d @pemsyonld85 haftacesametinderkekbebekd oupmug er - ekl ekt i r
Sezaryars o n 1ty ® § B & k akiplerinedevamedildi. Ka diéeans t aved b | dakidlerinceg ¢ n | ¢ k
olarakizlenenh a s t ya¢nke s & knazaloksijenve CPAP tedavilerinedevamedildi. Takiplerie s nas énd a
deliryumagiren hastayaara | éneildperidoltedavisib a Kk | ¥ @ kil @ sdloaan E € nhaar sat lsikobjik

olarakr ahat $ amnh¥@de k. @ g ritidagenoksijendesteklera z al t BAmh ¥ akleek

a k ®ksijentedavisindemazalk a nilg dksijentedavisingy dldi. UygulanarCPAPs a yvéss¢fraezsail t €1 d é
Takiplerindegeneldurumud ¢ z ehéstyno | wankyant é10.§ r eevisedevredildi.

Olgu 4:

23y a kK 8nhdaaf tgebéhasigp n © mtabiosuPCRp o z i tild pAndempervistakibi devamederken
geneldurumunk © t ¢ | erkenzeesr imaskaile [14£litre/dakika oksijen tedavisiner a j nhgpoksik ve
takipneiko | mg s € ryiofi mank &ahaledildi. Yo ] b a k &md u |y nkdsel koksijentedavisi
vear alCRAPU ¢ g u | v anp &ked dksien saturasyon®e84,t a K i K>alB5d/dakika),takipneik
(soluk s a y &34 Fdakika) olan h a s t @ksij@nredavileris o n rsatwsasyonunury ¢ k s eitlethdi.j i
Pandemiservisindea | m@&lkd urjieropenem3Xlgrami nt r a aziéronfisin tablet 1X500 miligram
peroral,ritonavir- lopinavir 2X2 tablet peroral,enoksiparin0,6 subkutanl X1, deksametazotX6 miligram
i nt r atedaviefidevamedildi. Y o] bha k &rmd a8 b g r a-seekniMI®d dfedatbradikardio | ma s €
¢, Z e rhastaaeil olaraksezaryena | € 8pthalanestezuygulanaraky a p &dzaryeroperasyonuylaniad
gebelik cesametind&k élebekd o ] ugmau- e k | eBrbekieherhbndiproblemizlenmemesing aj me n
g°zlagma ylke @i dyodjaona k é mé @ ®ak@syors o nrya § @ a k &enalena hadé hasta
d e s a(sa<r%B4)vetakipneik(>35 1/dakika) o | maedediyleCPAPtedavisindh a k | @PABté&davisi
e s na&é&na &tabilonl i dnizlgndi. Oksijenizasyonu ¢, z e Ismegyia & @ & ksijentedavisive
ar alCeAPluegy gul a gea-siélndaj usno n rrieoredr- lopinavir kesilerek favipravir tedavisine
b a Kk | @ksi@nadestekleria z a | Ha®tatakipterindestabilo | mae iy ®§ Rakgant EKGEH R D
pandemservisinedevredildi.

Tart & Kk ma

T ¢ m ¢ ny20@nailyonunk i K ¢ @ e n k inkkikijeyen,4 milyoni n s aaCél ng, mredeeaolan
COVKDh a s dlk dajak¢ i nWuahankentindeAr a2 @ k 9téadnaé ml #En7IMBARE EaV- 2
Bet ac or alesiaderolangeks a r nba RNA® i r ¢ LONVKIDh ast athd 0 @ mangten
g ° r ¢ yamahafif semptomlag © r ¢ | %2 B & shastadge a tgérekmektedi Hastang/ a tgéreken
hast dd%broéynadjduankiéhmt iolyrieec;k hastalard@e7 0y & knonaliteo r a rgl®are@ me Kt ¢
(8, 9). Etkilenen hasta s a y € gjidene&k a r t mgebegpopulasyonununda C OV KLP nedeniyle
hast al anedemaocs| éancadBlR ty @ bir.dirumuns aj + @ k € kK a@ O \AKLE medenli gebe ve
yeni cPdjcam lea kmé& & ey a knoheemddir.

Gebelernormalpopulasyonl&k ar K € 1 a K& je@ @V KLBp ne°nndoan-i éssi @ahal/ &, rk sisk k
al t e (lO).aHdraekadargebelery ¢ k sisk& | t Buludsada,normalpopulasyonl&k ar Kk €1 akt ér é |l
daha hafif semptomlarg ® r ¢ | idz [ ¢ n (il).k Enfekte olan gebe ve gebe olmayank adénl ar
kar Kk €l a kheszera@andhye g jehnackaé ant eolurkem,enfektegebelerdadahafazla pretermeylem
vesezaryenleo | ma k(L2a d ér

Ge b e 3.triméstniile birlikte a z a Imoi@sdliyeraktivitevesebepo | d a | b vina replikasyonbu
d ° n e mé ebiecek solunumsalve kardiyak problemlerinnedeniolabilir (13). Vertikalg e - iak la& a |l &
verilerh e nnetd e | i U &Kalginlarday a K ailln@ o PERp o0 z i tbuigfel-iomaihtimalininy ¢ k s e k
ol dgP st errnie)kDirekdbir fetal ge - olmrasabile sebepo | a b i plasentalfal per ¥e¢ zy on
v a s ktgpinbezalarab a jolhrakfetal® | ¢ méeekend o | eylemiizlenebilmektedi(15).

Hast abh & § |é aewrgsi@desolunumy o | | avira@d remfeksiyon izlenirken (Faz 1), tablonun
ilerlemesiylebirlikte g e | ip mn @ mitemaon hipoksik (Faz 2a), hipoksik (Faz2b)d ® nees onr as é nd ¢
hiperinflamatuar(Faz3)d © n g fir ¢ | e b i (16midipetinBachatuarfaza sebepolan hiperinflamatuar
y a n proinflamatuar sitokinlerin a Kk éyraé € medeB@ m| d u-Jouk brgan 'y et me eel ®ilj¢iml e
s onu- | &inHibki durenmdur(17). Gebelerdeg ° r ¢hiper inlamatuarfaz gebelik trimesterineg fPe
dej i gi°lsltiek eb ¥k mE k veB.trimesterinproinflamatuad © n & mdalmy o ] hird © n e m
o | maedehiyleC OV KiBnedenlisitokinf & r tdéhakai sdédieinflamatuarhasaranedenolabilir (18).
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T heplerlveT helper2h ¢ cr el akiagae kIl (marstée 4-6-19 e iFN Jinterferon)gamagibi
hiperinflamatuamaddelerira K ¥ a p € nedemadur (9).

Gebelikte® z e | 2. tritndsterlebirlikte fonksiyonelr e z i kdpastéve reziduelv ol @ ma(lL9g r
A z a | fonksiyonelrezidy, ekbpasit§dFRC)ver e z ivdo¢g e;(RM) l@rlikteg e | i k epbni®l mtabhesik
h a s t aksi@nizasyonuneiddibir k e k ietkilelhmektedir.

Y u k a tbahskedileno | g u t @ ma mérkenicao J weytemi s © konusuoldu. Plasentalpatolojik
incelemey a ma mélsa da h a st al aorl eundpekdeani tablosununfetal stresenedeno | d uj u
d¢kegncesi yi z.

Bir olgumuzh a rsundlant ¢ ofgulardad o ] 8 mn inteaab&lominab a s égn°créentamkaiz al mas é
ileg er - e fohksyoneln e z i kdpgsitdnira r tileeoksgenisazyondad ¢ z eitledile

Her ne kadarhastalamproinflamatuard © n e oishdah a s t alh idiringlesigokinf € r tizéennzedi.é
Eksitusolanh a s t diral® . °© mo sekoyderARDS tablosunedeniylekaybedildi. Mekanikv ent i | at °
stratejlerine,sedasyorvek ¢ r a r ieklenenyize na | roksifenizasyord ¢, z e | Hastal/amorbid obez
o | maedediylepronepozisyonwwny gul anamad é.

Devamedenpandems ¢ r dalafazlagebeniretkilenmesingiola - a b i | nbeCkiKEBth ia s therl € ] €
ne kadar- o jgebedehafif semptomlarlag e - i r dlsd dagebapo | d wigldusolunumy et mewvel i J i
plasentaletkilerle ile © n e it maternalve fetal mortalite ve morbidite nedenidir.Bu maternalve fetal

k ay €°pnl eabihalks a j prélemidirBua ma akud/ gul a mad ma reveeksikaizy ap €l mas €&,
ki ktemidikk ur al U yau lé maszéen éduih&stagrubundah a st @ Ind jeéhme s ke roid &
basamalo | ddjpu¢ncesi ndeyi z.
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lAnkaraEj i tim ve Arakteérma Hastanesi

¥zet

Géenegmegzde benign prostat hiper plraezzieskis i nyeodcheun ivyel ea
cerrahisi, ayréca prostat kanser.i nedeniyle yapeé
criner inkbdratsitmdmas ehPRldyat kalitelerini ciddi K ek
en g@lkilananl ar artifisiyel criner sfinkter (AUS)
Erkek askeéemalnmel slyiand ar( MS) ise bu prosed¢grl ere al
yontemlerinden birisidéeriniKnieikimiizfdeniasaeawgwtarnmr
hastaya MS operasyonu uygulanméxkter . Hastal ardan
suprapubi k aské y°nt emi uygul anméexkt éer . Hi - bir h
kompli kasyon gelikmemiktir. Postoperatif erken d
antibiyotik tedavisiyle d¢zelmiktir. Kki hastada
gevketil mesiyle dahaati miwkr ae yaptaklaecea gg°zI|l enmik
kontinansé sajlamaktaki bakaré oranéméz %66, 7 ike
ger ¢l megkt gr . Sonu- ol arak PPKééen cerrahintradawits
enjeksiyon tedavilerine alternatif olabilecek bakcxk
ve fizyolojik ikemeye olanak sajlamasénén yanénda
getirmektedir.

Anahtar Kelimeler:} r i ner Knkontinans, aské Ameliyatl ar e, Er |

GKRKK

| r i mlkemtinansi d r stenssirolarakk a - € r é |[Ethilanernk d &ri 0 le u id te sasyalfijiksel
sorunlarve ciddi ekonomikk a ynedeniyles, r o | © g hengre - gendahafazla® nekma z anmakt ad ¢
1995 verilerineg © AmerikaBi r | DeWelek ( ABD) § nidierek o nt y & laddavienaliyeti 20
milyar d o | a(t).d&merikan} r o ITojpil u(AUA) n ym@y é n $edydg tee a n s prostatt r a |
rezeksiyon(TUR-P)s o0 n rpadya&dat o p | éhpzkad | a geraldineréinkontinanso r a n 10,8 n
ol dbj w di r@).lYima xkBDde2716¢ r o | weefilerini kapsayarbir d i J-earl é kdanEUR-R
songast gk eimkentinanso r a nsex3eh d bj U di r(3). Radikakprtostatektom{RP)s onr as é
gel i k eimkentinarso r a nsedahag ¢ k ®leple, r ol a g € a # A Hzamanden- otkar t éxk el a
konulardarbirisidir. Herrvea r k &enmilérineg ° radikalprostatektomg e - ihraes n &R & © shayatd a
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kalitesinibozaninkontinansmevcuttur(4). Bunailevetenyyay € n | serileeeg © RReg e - hrash &l3-ar én

6 0 0 & Ir d akentinansnedeniylehayatkalitesiniy ¢ k s e 1 { aperdsyorgereklio | ma k(b)aRPée r
sonrdsganinekont $ elasdigyendada azalmayanedeno | d wé qu¢ n lakgiktelerin

keseéet !l yol mas$ @ p & uda hastalardatekrar ameliyatolmai steljukgusuer @Gl mi Kt i
Ge¢ne¢ meertkdnet amé anak b at maparalel alarak daha g e nve s aj | hadkala@RP

uy gul annetcesiadeiemk o n t hayatkalitesg;, re e rolanretkisi dahafazla® n ekna z a n ma kt a d ¢
Bu a ma - Llitvein ve ark erkenevre prostatkanserii - tedaviedilenh a s t ddyatkalgesiniar akt ér an
h a s tspesifik WCLA (Kalifornia} n i v e rLesiAngeles)prostatkanserendeksinio | u Kk mu Kk (7ar d ér
Her nekadarcerrahitekniklerinilerlemesiylel 9 9 § @ I & idbardng n i imkentinanso r a n | da¢r KEtN¢ETN¢,
bildirilsede,y € Igle& k e k loperasyory d { &Inaarr & p@deddtarakP PKr e v ad&naulimesmelen

ar t m@kSocénrolarakP PKr o po pt ihprg e dgeqndaha® n e it konu haline gelmekteve

i nkontti avedavisip z e r dalmfdzta- a | greme lkottaya Ekma kt adeéer .

HASTALAR VEY¥ NTEM

Ocak2004 ve Nisan2007tarihleria r a sS®anjdBagakn | Aa@E ] i veAm a k tHastaneail.

' rolKoiji ini $tresg n dierek o n t(SUN @anteptam11 erkekhastayavS operasyony a p €l mékt é
T ¢ mhastalar d e t a®yyl kéfizik muayene, idrar tahlili, idrar k ¢ | t biyokignyasal inceleme ile
deejr | endi Td rhastalacag, r o0 d i meelemely a p € | mesakeboynud ar k ¢ p éolars3
hastayaistoskopy a p € | Budasthl@&danesandoynud ar 4 & p € a n m¥aynkesemgtadjikf. a k t ° r
spontaryadastresma n e v r idray Ie  In@debecesig ¢ n pegdlullanmas € k £ @ ja&kfavra r Veé j
urgencys e mpt csmlrgrué Aryméaatadrall law léinaynle e i oh a § tvéalr @l j
det aolarbkeéd e er | e n dHiarsit lamkartit@ingk.i d dyetnilpgdkkull ang my ege&€mna
t anéml aBonagrt e:r .

012p ed/ Hafifr i d dnkontihains

035p ed/ @rami: d dnkontihans

0>5p e d/ lgi¢ dh dn&dntinans

olarakt a n € ml aHens & kagesetsiseemikmuayenelerved et g y b Enwgyenkldry ap el mékt €
Glob vezikalev a r &karfeadildiktensonraRPy a p € | haatate@dgarmaklarektal muayeney a p €1 ar a k
prostatd e ] er | enHas i vdisalvamame vridrasley -1 ag U2 @@ m? kK o muayenek
ile perineald u y a rhibleri| sfinkter tonusuve b u | b © k aeflekslerrd® ] er | e n &istamettidsi Kt i 1

h a s t abdanminalleak point pressurgALPP)d e ] er | <60 cmiiOro | d g P w ¢ eindriksik
sfinktery e t meoladakkgbule d i | mi Kkt i r .

er

o™ D1 —

OperasyorT eknikleri:

Operasyor? n c te ghastalar® gr K \seftriaksorprofilaksisiy a p € | & € t & lbasrikemika s k €
y° ntueywg ul a#hastdyasuprapubika s ¥ € n t veynrg u | a A ématergaliolarak 10 hastada
polipropilen meshk u | E a k®uprgpubika s k & g u | a d &jgstadase otolog rektus fascial graft
kull anél mékt ér .

l.Kemkas k& nt e mi

Hastayditotomi pozisyonwerildiktensonral6-18F foleysonda;, r e yoltath b kraesamdp ok al t € | meé kK
Y a k | &&cénkd Vertikal orta hat perinaelinsizyony a p € kilacrialkt ed b @stwebaeh P e pongi
¢ r e tdokueoitayak o n u | mbakatsanmainsizyon her iki lateraleilerletilerek pubik k e mi ipférior
ramusunumedialb © | gmg ¢ | rheadetlqumargoolipropilens ¢ t1-4,5cma r a | @ lolbsetardf a
pubik ramusunperiostundasonrada 5x4 cm lik polipropilenme s hbirikm nar €ajdlagm®me a r i | i p
b aj | anRuolprogileéhme s hddii Jheern a r @ & -dvartikal 3 adets ¢ tisemeshb ul B? 2t r anén
¢ S te geferekuygunb a s lyapgcékk e k idli fitaxaf pubik kemik ramusunurperiostundarg e - i r i | er €
sékiajal a nBuéakktaénmaydguag er g ianldmali i- p nesoald acutssanavi k¢l ar i
- eki baonuel)s-2 cc SFile ki K i wa30-B0icmy ¢ k s e kfizybldjik e a s € 1€ memaneye
g° nderkd rawabipdipropilens ¢ t ¢medameye € a lé é ktamrdéaurr dgefdginlikteb a] | an mé Kt €
Dahasonrafoley sondamesaneyderletilip balonulOccSFilek i kK i bielr &k €lhkibéneiltvecri.l t al t &
dokularanatomikplandak a p ait i€ll serqvee r i | mi Kt i r .
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2.Suprapubika s @ nt e mi

Buy©°nt edmiemik a s & os e dygyguiamadaey rngizyont e k nicjlticyi Il edakdlat €
serbestlenip u | b °© s g o ® dokudartayak o n u | M FK thuBua Kk a maahrasymphysigoubisin
hemery, s t ¢ orthleattany a k | 2adki@dfataaldeolacakk e k R adetiesizyony a p € tilavecaikl t al t &
dokulars e r b e s t A ® knataryaliblarak3 hastad&®x2 cmlik polipropilenmesh( F i 2) v hastada
iserektusfasiyalgraftk u | | a n @dkibeaskgrapubikinsizyonun® n dietar a f éStasnayn | nikes i
rektus f asi ga-sieli miaw,& t mhrjséle k av ercisith ar a sseknlaraki K ap &t maj é
kel avuizl pjeeiedrasa r a s d 8 gaénkéa r ¢ F m@)ahasonraStameyi | n egcuna i n
b aj | Bhnormaargolipropilens ¢ t ¢ r Hir tamesisapnapubilalana- e k # & k @ wveddkibedaky hn e | e m
di jteeafadauy gul aBmEkd agidat o ryedp ®lskmoplk Ir e iveyadresaneden
g e -giep mekontrdleid i | rBupkapubilkalandakin s i z y eamd & r & & & nbacingizyony a p €1l ép
s¢t ¢crilletratdg Blemgwar d &€ maayhatta- e k i Veraiskmateryalibul ¥ 2 ¢ s ta¢ ne
yer | ext(iFiid)ygungarginlikkemika sk &nt emi d digis aj | asumapukkorta
hattas ¢ t bralfjdranmext er .

Ha st gbstopemtif2.g ¢ nglrces oatlaé b @dpreak | mi Rostoperadikiomtroller 1.
haftasonundave takiben1,3,6,12,24ve 36. aylarday a p € | Kobtrolle@eg.e n kg k | speds layg @ s
genelsistemikmuayene¢, r o f | oiwknesroenir ,& g eidlagved | (AWR)® | - ymp élsamak |
k ay dediHasmamemnuniyed e ] er | e WGLA/RAMIR soigulamasistemiyley a p é | (B)eBut é r
sistemeg © h a s t anknanungetderecelerd ® memnund e | deh® @-noekmn uarkaidr 5 soruile
kategorizeadilmektedir.
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° 1 - ¢ mlleOmiénddaaiar e zeliddagv a r tesbife & i lvetemiza r a kaéeterizassyoA ner i | mi kKt
Sonda- e ki takibenll hast @ ®8 1, 8 jaih kontshamnss aj | agldréd lemaxdteal.ar é1
2( %18, 2iged-8padkrganmindlgd k z edyar k a - @Ik wi®° z |i exntMostoperatiferken
d°nemdet 4 &BO ¢ ymiayerd enfeksiyonug e | i veantibiotiktedavisiled ¢ z e | Meédwart i r .
takips ¢ r e 46,2(1i36)ayo | d te§bite d i | rHliaxstt idrlveBrag kontrollerindeé (% 54,5) hastada

hi- idrar k a - @dmagken,2 ( %1 8, 2 1-Bp & ¢h/d @ gnmidndl grlar k a -8 € %2 7, 3 )>6¢nde
ped/ g gidddidrag k a - @lk i jz U e n Biiinei ty iesbnundahalentakipteolan9 h a s t m(%é n

55, 5)hdicrarkd & - yékked,1 (%22,2)hastdal-2p e d / g piniddliggaek a -oélkdeg f w ¢ | m¢ Kt ¢ r
Hast &8(%3r3¢ n3 )isezbmae e / g g h d bhigoktihainso | d g u ¢ | il k- thestadg r et r a l
erozyonyadaatrofii z | e n m&zundk®tni &kipteh iidrark a - ofmayanhastdarvel-2ped/ g¢nol ¢
minimalidrark a - @gnh@astalak ¢otarakkabule d i | mMhiki & ¥ ta&iksonundakioplamk ¢orr anénén
% 66,7ve UCLA/RAND sorgulamasistemineg © toglamhastamemnuniyeto r a n% 66&Fm | d te$bin

edi | (TakoR)i r

Tablo1l:Ha s t gleaperaih a n & mierdeyi e mniéontinansetyolojileri

Hast Y a K Knkont Knkorn Askeé As k é Knkort
alar y & | ) | Etyolojisi ans KkilY° nt e mi|Materyali ans Sy
)
1 64 RP >5 Kemi k PPM 12
2 60 TUR-P >5 Kemika s K PPM 2
3 71 TVP 35 Kemi k PPM 3
4 30 L retr >5 Ke mi k PPM 120
réepte
5 64 TUR-P >5 Suprapubik PPM 60
askeé
6 53 RP >5 Ke mi k PPM 24
7 54 RP >5 Suprapubik Rektus 6
askeé fasia
71 RP 35 Ke mi k PPM 24
72 RP 35 Suprapubik PPM 14
askeé
10 69 RP >5 Ke mi k PPM 26
11 70 RP 35 Suprapubik PPM 6
askeé

*RP: RadikalprostatektomiTUR-P: T r a n s grostatrezekslyonuTVP: Transvezikaprosttektomi,
PPM:Polipropilenmesh

Tablo2: Ha s t gposwpemtitakips onu -1 ar é

Hastalar Aské vy Preoperatif l.ay 3.ay 6.ay 12.ay Hasta
ped/ g¢n memnuniyet
[
1 Kemi k >5 Tam Tam Tam Tam ¢ ok
kuru kuru kuru kuru memnun
2 Kemi k >5 1-2 1-2 -
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3 Kemi k 3-5 Tam Tam Tam Tam ¢ ok
kuru kuru kuru kuru memnun

4 Kemika s k >5 1-2 - - - -
Suprapubik >5 >5 >5 >5 >5 Hi -
aske memnun
dej i
6 Kemi k >5 >5 >5 >5 >5 Hi -
memnun
dej i
7 Suprapubik >5 1-2 1-2 35 >5 Hi -
askeée memnun
dej i
8 Kemi k 35 Tam Tam Tam Tam ¢ ok
kuru kuru kuru kuru memnun
9 Suprapubik 35 Tam Tam Tam Tam ¢ ok
askée kuru kuru kuru kuru memnun
10 Kemi k >5 Tam Tam Tam 1-2 Ol du
kuru kuru kuru memnun
11 Suprapubik 35 Tam Tam Tam Tam ¢ ok
aske kuru kuru kuru kuru memnun

TARTI k MA

G ¢ n ¢ merkedSeU I§ @ tedavisindeAUSyY e r | e k ens Eiull nheasad |stagmiarkabuledilen
y ° nt gldHent ¢ sfinkterikyetmezlikdurumundab a kK a wygulahabilmea v a n tsahjpté.Bns € k
AUSY er | e k endikasybnoseR P K 6(11). AUSI®I n k on t°inn & mabéda tk et #1n86-90
ve hastamemnuniyeto r a% E01lar c i v a biinirde&tedir (12). Bildirilen y ¢ k dalkamr &nl ar é n
r aj meaJrsdieki mekanika r &eshkterb a k | & ja & mdéatyerinedleniyle% 13410 r a n lvaané n a
cerrahirevizyonveyareplasmargerek i Iiidifilhektedir (13).Ay r & e a | e sfiktérinki U lelnad A & mé
h a s t anéntalvediziksel kapasitesyeterlio | ma ¥ & waedanA U Sidy ¢ k snaliketided i j° eare ml i
bird e z a v aBtownjveeatke eynapa e p &t ¢ iiéSwer | e k t i rAiBIDdikisaliyetinim
15.400%0 1 dbj U di r(i4). BrkekS U K 6 teda\@simdekbir d i Jcermahis e - eolaeiknt r a¢r et r
enjeksiyorntedavisiises € nséer -1 i @astalaidellid ¢ z ebyadkea i @nla & Buay® érrt .b mkK & r- 8 ¢
o | mgeseklidir(15). AL P P 60xmH0 &any ¢ k slankafif-ortak i d d emtkloin tolanmass @l ar €
enjeksiyontedavisinderdahafazlafaydag © r d ¢pbHidirilmektedir (16). Bununy a 8 éliira ohastadaek
enjeksiyonyeterli olamamakta,bu nedenley a p étl eaknreanjekdiyenlarciddi maliyet a r t énedem a
ol ma k(14a ¥ eyandam€mesandoynuk o n t r aladnhagtalagdaeradyderapia | rhastalardd a Kk ar €
K a md & udks-kalug, bu hastalaranjeksiyontedavisi®c ner i | mgide kt edi r

Y a k ZamandeaerkekS U K & éemahitedavisindeMS o p er a sy om Hlaaysb a K | e &k
90l@&ar al é@ja&rsdoan lu diltira 1 & i Schaffenve ark n éatbdomineperinealy a k | amuéiphl a
GoreTexv a s kgrafftlulfanaraky a pt € lal @ KB@taadsat 18 ay&akipe di 19560 F a ntam d a
kuruluks a ] | a%8&boéjaényeterlliay i | eaimé bj hdi r(li8)l¥miyndaibu- al € gma yea
hast &l6adrs @m dan & madmozyong e | 1 K Migliaritvé arkn éyna p biredji §- earl € da®a d a
hastadarb 6 | Tamiey i | @ukkeme? &inde® n e mdreceded y i | ®lk dnRjos,i inehad os ed ¢ r ¢ n
bakad @al@izil di r(Z9L mi Kt ir

MSoper asy oenP ae ahudladariri uzund °© n e ans teageryalining e r g i malziajl inmaisné
vei nkonti aeaknaeg hBumsarsne®drélre emm& c @ ¢ r g iayatlaingbilira s knateryalleri
gel i kt iSalonbmve rrk m @ gpe r g iapatlangbilirArgus c i h a y @ p It &uptapubilea s k &
y°ont ed8hmad ¢7:bn § Hakitki sonund®26830 r a nteanideir |€d i r(d0) Angusia ts & i€ hila z &
y a p &it dai nfjbenzer a | é ahor@rveark5 hastagzerindekik € s @ rtakips o n u - Isiateménn d a
g ¢ VvV euydunmaliyetlekolay uygulanabiliro | d u juognyaa p mé K21)aG edrég i apaklangbilirbir
d i jaes diseemiseReemeks s siseemiolup AlejandroSousavearkbusistemins o n u - Hil adri &nmé& k | er |
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(22).P P Kod hh & s kapspyaibu- a | é ig M aSpastadgostoperatierkend © n e gné e g i yediderj i n
ayar | gareidimd énu Aty v buc aa | € iymaoglamk car a n%6d,@onl d LGLUG0r anénda
kéesimkonti nbew@inl5i7or anéan chék o nt tamelanakteek r abl adej el mi K
Ge r g iayaflangbilira s &edleriyleilgili - a | é devanetenekteolup,uzund © n € anl é kynfan taern@i n
et ki gd v ¢ n ivdmaliydtiylejilgili dahad o J fikiruverecektir.

MSpr os e d ¢ bidimeuryignud earklegnikae snesiprapubila sk €nt e niaveteni a®é ml anan
birdi jye’rn tdetransobturatom s g E 0 s e d Bupérdossre.degmika &€ k @ € n ¢ | muhierneé n
periostk o mp | i k a svwesuprhpaltk @nlegqetin ¢ | e b anksaneve¢ r eyt araa | aiskinia s é
minimalizeedilmesia ma - | a @3 Ekek S U k& & éemahitedavisindea s & me | i heag d -apenm
dahafazla merkezdeuygulanmaktahastas a yve®léps o n u - lilgirvériledaar t ma Dtod &agres évy |
i ntr acenekdyonave AUS yer | ekt ikra rledé $ir mlernatif ol ukt ur nMSkt adé
oper asy amiomikb&n ¢ a k @ [ ¢ menamyoreve enfeksiyonriskinin d ¢, K ¢ Ik manentalve
fiziksel kapasitesiyetersizhastalardaiyi bir alternatifo | mahemEnher merkezdeuygulanabilecelkolay
cerrahiy ° n toé meaesnaliyeta v a rbtsag -€éedalmap o p kléd rma Bizimd&Ir € Kk mdaM® z d a
pr os aidyégrud a thastplardd izt everitetiyle benzers o n u Ull &K & IBirmei K té dsemunda
bakar @n é ez eenhastamemnuniyetor an e W&z e h d wj°u ¢ | mHik-t lgdstada
intraoperatif veya postoperatif ciddi komplikasyon g e | i k nmoelmMmiags®eént egnd vneni | i r | i
desteklemektedikKemika s Wént a png u | a Hasthlaxddeéntkdelicik u | | a n ma suprapabik
askent e megnedreg iayatlangbilira s Rl€éti k ul | a n maalyetme ¢ d uke-kag lkk mas é n é
saj | atmak & e mhimMS opkrasyonunuortalamamaliyetinin980$% o0 | d ugpu o s e maljyets, n
a-ésohdaakv-aand lag deghite di | ndekltiikralenk t & eami &s @mn fipprmosed¢r | e
k ey aMsSléamaliyetavant alj @& ullenneamll id kjaun € s EDidjagrénz .e klegralsé anabi
b a ke hastamemnuryet or anl yna & @& @& @k kpkplikasyonriski deMS a me | i y ailgill ar ey |
gel egx®if almiukt | aarrétmeéezremmcdktdahafazlas. a y B d s tkepsayarnuzund °© n &akip
s o nu I as eldlidaHadk o j fikiuverecektir.
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Evaluation of Optic Disc Morphology and Retinal Nerve Fiber Layer in Familial Mediterranean Fever
Patients

Abstract

Objective: It was aimed to evaluate the effect of Familial Mediterranean Fever (FMF) on optic nerve
morphology and retinal nerve fiber layer in patients. Methods and materials: 28 FMF patients (13 men, 15
women) were includeahithe study with the same number of controls (11 men, 17 women). Evaluation of optic
disc morphology and retinal nerve fiber analysis was performed with an optical coherence tomography device.
Conclusion: The mean age of the FMF patients included inthd st was 39. 9N11. 7 vyear s
the control group was 43.6N13.7 years. The mean i
16N3 in the control group. Optic disc area, cup a
were evaluated in optic nerve morphology measurements. There was no statistically significant difference in
optic disc area (p=0.628), cup area (p=0.137), and cup volume (p=0.646). Statistical significance was found
between both groups in terms of rim arpa=(0.04) and rim volume (p<0.001). In retinal nerve fiber analysis,

mean retinal nerve fiber thickness, superior, nasal, temporal, and inferior nerve fiber thicknesses were
evaluated. There was no statistically significant result in retinal nerve ficknésses between both groups.
Discussion: The statistically significant difference in rim area and rim volume in the optic nerve morphology
evaluation of FMF patients and control patients in our study revealed that FMF may pose a risk for the
developmenbf thermostatic glaucoma and shoukddwvaluated with larger groups.

Keywords: Familial Mediterranean Fever, Normotensive Glaucoma, Optic Coherence Tomography, Optic
Nerve
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Ailevi AkdenizAt grMF)- o] u ndkdehkizb & | geopdaid o] @@ a akuert weinflamatuvar
ataklarlaseyredemirh a st a1-¥ ¢ @ ¢ the n y as € nlderrti makss e pdimaaya,Danimarka,
Japonyagibi - o k a rtk® leg ede& M ér ast | an ma T Budddrumhast alexjhdms i ni
zor | akt eQtomoanllitesegifie a |. € § € ndlakilenbu h a s tsael r 8%anbranlardanflamatuvar

ataklarasebepo | a b igibid iajr dkghnére d o k u daatkileéyebilen multisistemik bir klinik tablo ile
karkem&adbil mektedir. [ 8]

Mo | e ka¢-1éddra @ e | e n&l krgmozamba@ulunanMEFV geng, r ¢ pyrin proteiniinflamatuvar
y a rs&;tr e col aymhe Bu gen mutasyonusonucun © t raktifasybnuve inflamatuars ¢ r eer alam
sitokin r e a k s i gtkdendn dokuéveya organlarlailgili semptomlaro | u Kk maeteg olua.[9] FMF
h a st a healefoegandlarakg ° radirenetkilenmeklebirlikte episklerit,p a n ¢, veé iptv,@larakvaka
bildirimleriy ap €1 mé k t 8ununy 4 0 MRk hdas]t aikenn®émie t i olgd sujumuolarak
bildirilmik.[13]

¢ & e Kk ma RMFAMhdcha t a bpakrsi@inngoriolojisi ve retinasinir lifi k a |l € nd 1é-kd ralogiik i ni n
koherendomografiley a p € lhars 4 ketkileripitdne ] er | e radnar il lamaengikt ér .

Y°ntem

Retrospekti- a | € Kk BaRNE B a s {1aKE B5K) vea y s a y @HEa 17 K) kontrolh a s tahils é
edildi.G° za st ak leikr idjragmv reaesatn & b € € hlamr iéwnmarakhh & € maBR°elkd mg red e
takipli Tel- Hashomerkriterlerineg ° t e koBulup genetiktestlerled o j r u lommRAkIE kags al ar énér
verileriincelendi.[14]T ¢ tmastalak o | kdadavisimalanremisyondaolank i k i Koetrmoldrubuve FMF
grubundadaha® n © & ¢, dereahig e - i biliméng ¢tza s t ddahve fME-d € K &istaiinkkh a s tadah € | €
ki kK4 & leé& dahdegilmedi. ¢ a | & kknaatyeal, enln g u ¢ @ r k@skinlikleri (Snellene k @e), g °© z
i -bia s é rfTorormete@INT1-P, Huvitz, Korea),biyomikroskobikve fundusmuayenelerini - ed eetnay | &
oftalmolojik muayenk ay éddjaerél endi ri | di

Optik sinir morfolojisi ve retina sinir lifi analizi, 6x6 mm optik sinir merkezli alandaoptik koherens
tomografi (3D OCT-2000, TopconCorp., Tokyo, Japanhc i hlawlél a g @ Ip @&pta kinir morfolojisi
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° 1 - ¢ mloptik diskd ke acopa,l arim&,| aortadamaC/D o r avecéiphacmid e er | eRetoha r i | d |
sinir lifi analizindeise ortalamaretina sinir lifi k a | & sulpegigr,@asal,temporalve inferior sinir lifi
kal éndgéeekrllaenedi r i | di

Kst at anaglizIBVKSPES ¢ r 22 (BPS3nc, ChicagoL, USA)k u |l | a gy a p @b lerdylerden
eldeedilens ay @ 8 p i kK knerméldea ji éudywemtmalupo | ma KoknpgeovSmirnovve Shapirowilk
normallik testleri ile kontrol edildi. Normal d aj é luyma olan d e ] i Kk k & @ lastatistikleri
( or t alndamaafmea)omrakv e r i | Ndrmakdiar].é Lyamheolmayans ay @< 4 li kksenl er
medyanvey ¢ z d e (%R5A7Hile°® z et | ekKategokkd e | | kK k ethad re& mibtatistildecséa y é
vey ¢ z dirsindenv er i | Mormatd aj. € luyamiaolan d e i Kk barklé enrgyracpagrup n
kar kK &€ apatadatrikipaal | aérikeg@izt testive varyansh o mo j éavéneétgstiile kontrol edildi.
Normald a ] édy@moalmayand e J i K k isepdraenetrik@mayanb a j € ik grapMannWhitney U
testikul | an élategorkd @ | | kK & e & ls €inldiakidnalizindePearsonKi-karetestis onu -1 ar é
kul l anE$ mé kd lr a redvigeisig<®,050larakbelirlen mi Kkt i r .

¢al ek makmé zed a&& mxiéll quir I[deaondm formd anli & n mE x It & groiokolu Helsinki
deklerasyonunayumiu olaraketiko n aaneé n mé Kkt er .

Bulgular

¢ a | é k dahkilyedilen bireylerin 2 4 §%42,9) erkek ve 3 2 6(%57,1) k a d & IHagt&ve kontrol
gr upl ensiyeteth@amojend a ] @l°am er rpekABAH.Ma Ir € kdahdl gdifenbireyleriny a 20é
67ar al €] EMFdRy28 B a s t yaaodalamag3 9 , 8 9 N/é& Kontrél grubununy ar t al a ma s
43, 61 Nhrakb7u7 un m@ruptanar .a syéaoedrat a | @manls Btatigiksela n | afnalrék | 1 & k
bul un mgua0E281). € r

Tablo: 1. FMF ve kontrol grubununy a g %iz-bia s & n c eptikEskiB morfolojisi parametreleri
veretina sinir lifi analizia - é s &rad «rée |l akt ér €l masé

FMF Kontrol

(n=28) (n=28) P
Y ak 39, 89N11, 69 43,61N13, 77 0,281
GKB 15, 07N3, 05 15, 96K2, 91 0,268
RNFL(Ortalama) 97, 75N9, 24 99, 04N9, 96 0,619
RNFL(Superior) 117, 21N13, 23 117, 54N12, 63 0,926
RNFL(Nazal) 80, 89N12, 41 85, 82N15, 31 0,191
RNFL(Temporal) 76, 25N13, 16 73,82N11,70 0,469
Diskal ané 2,536N0, 438 2,480N0, 421 0,628
Cupal ane 0,544N0, 361 0, 715N0, 476 0,137
C/D(Ortalama) 0,211N0, 124 0,281N0, 170 0,088
Rim hacmi 0,204N0, 191 0, 482N0, 285 <0,001

GKBG®° iz bia s RNEL& Retinasinirlifi t a b akkaal seée@/D €#Gu@Diskor a n é

Rim hacmib a k @ méastd(aOn, 2 0 4 Nekontd®d(10), 4 82 O up8 &Gy tEmleamals@ma a
istatistiksela n | afnal réek v &1 @<40r001). Normal d aj € uygmhaoland i jdea] i kK kGKnBl,e r ;
RNFL(Ortalama)RNFL(Superior) RNFL(Nazal),RNFL(Temporal),Diska | aCopa,l aaC@(Ortalama)
bakeémgrupthra n a sigatistikaela n | d ralr &bl uél | uenkm gpr0E0k) {Takidl)
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Tablo: 2. FMF ve kontrol grubunun optik sinir morfolojisi parametreleri ve retina sinir lifi analizi
a-ées&kmeé&kmkt ér el masée

FMF Kontrol
(n=28) (n=28) P
RNFL(Inferior) 114,00(106,00i 120,00) 118,00(107,00i 126,25) 0,426
Cup hacmi 0,0700(0,0300i 0,1750) 0,1100(0,02001 0,2275) 0,646

Normald a ] édy@miua | ma id €rijor@parametriky © n tMarmWhitney-U testiled ej er | end i r i
dej i kK RBIF_(Interior), Cuph a c wii. Bud e | i k kai h 2 @statigtikler Medyanvey ¢ zdel i kl e
(%25%75) cinsindend e ] e r | e n @du paiarhetnélerat- iers .@mpdaaanr a sféardlag °erl £lkme d i
(p>0,05).Tablo?2)

Tart & Kk ma

¢al ek maFMIE hd a t a loptik @iskdva retina sinir lifi t a b a k aetkiemmeéran normal
populasyonag © mederecedeo | d u jtegpit etmeyia ma - | @tdirgldmatuarataklarla seyredenbu
h a s tdahb- eolkke rnPezmb r a n | plavri, ¢spetkiterkeinlt i, t e rg& tz ldirdea olgularepsklerit,
¢ v erétihaliskemiveglokomk ekl i ndedir . [ 6, 7, 8]

¥nceli ek mdA-Unreshdyesindeka r gadgtiyonh © ¢ r e lhasaraedeatoel a b i ve@T 2] i
i -biasénaecn@daoc | abi | dar ecfilerbb e | u n ma[k5t16) #F h a st a kamtrole y | a
grubununretina sinir lifi t a b adna@iznenk é y a s Ibaaredd je& nharlkiagrudar a s@&@mldaml é
f ar kslaépltéakn ma meéBzimé ra.l [é K ingaInés o oh ai pdrakel plarakretinasinir lifi analizinde
t ¢ kadranlardéheriki grupa r a saémnl ddainfl aér ktdspmtétraekik.

¢al ek mMrelzadsat a hepsinghg 8 m -bia s € mermahs &n € rtekpit edidida Yener ve
arkad2W®Oyat ganga&nl| adl & khilihdaas t a s & kkbnéral dgrubbununoptik sinirb a Kk €
analizik € y a s | a kontalgréboythlaastagrupa r a seéémlddamlr &tds@te é & me MP]ET i K ki n
FMF h a s t a lkamtrolggrulgduglaoptik sinir morfolojisik € y a s | ltereats¢ernabe t | Bunya®dnédke n
-al ekimiatmeé it eetkgdri d e ¢ ael réi KkikRima® < td @ bpdilesi@imb daaxnalizikontrol grubuyla
k e y as | arimdduméparaneetresindistatistikselolaraka n | d ralr é&tdsptéttik.k

Chenvear kadayhat e kmé & xoptik ginic n © r o r ran ainatizintderim volume gibi 3D
parametrelerretinasinir lifi analizigibi 2D parametrelerg © glekomtakibia - € s dama? anre mb h u -
ver doijlidi [20]1Bunidko.] r ulk al @ & ma&kie b d a tndal elde €t t i jriin nhacmi
parametresindéstatistikselolaraka n | adrelf &FMF & B s t a blekormegneél nirigki am € s &kipgd a n
edilmesinif neml dupeéeatuer mektedir.

¢cal ek maag @ mn e biiishkdoel nk iogik smir ve retinasinir lifi t a b ackzaesréiilarimi
dejerl endl ma mé anld @xubumdayeralanFMFh a st at g rign &kiuslilm nmakt ay
Ko | kkulenmayanFMF hastagrubumuzo | ma d €k @ k idisekt atkismid e er | en ®&u r e me ¢
konudaT a ny @dadrékza d a ROL8yréd rgéany @ ml a c & I famer &k rée k e | gtaravisin
alan FMF hastagrubununyenit a k @ n nfAiMikE h a s t aJe &antebingeubunak € y aesirla sinir lifi
t abakas é o dir &tésgitlediirkemesibizek o | kku 5 | a n éptikésimige atkisinino | ma d €] € n €
gestermi ktir.[21]

¢al e Kk md mgzeaby® fn IFMF H a s t a hepsirémisgond © n e mi rBd eeynedenleatak
d ° n e mh a«te aptiledisléve retinasinir lifi ¢ z e retkilerimi tespitedemedikBununy a 8 € hasta
grubununs ay € azéonlénma 1 & € K rkeémé&zld aakykeain a k t Dahd g e nhastagr upl ar énd
hast athkd P @ae m| dey a p @ b-adli & e mdH haarslt aa bpékjdigkparametrelerive retina
sinirlifi ¢ z e retkisihakk é nddhafazlas o neldeedilebilir.
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¢ok Nadir G°r ¢l en Karpal Kemi k Vigkar ej é;
Sunumu

Dr. Rezan Karaali!

IKzmir Katip ¢elebi iniversitesi Atatg¢grk EJ

¥zet

Skafoid, kar pal kemi kl erin en be¢gyejeéeder . Kar pal
Uygun ve yeterl i munaeydeennei ytlees talceirli nsienr vyiosktleu jsuk af oi d
Skafoid kérejé genellikle tek elde bildirilir ve
keréeklarén yaklakéek % 16i kadar dieér .s aBpitza d-éd ké mréazd ii|
sunmayé ama-1|ladék OLGU SUNUMU Ol gu 1: 40 yakéndase
Ki kayet. ile dék merkez acil servise bakvurmuk, s
her i kidel ajpbridséd i mevcuttu, saj el bil efji enfiye
hassasiyet:i mevcutt u. Her i ki el bilejinde deforn
bil ek grafisinde bil atkastla sdratfoop edd i kyéer €K cen stud stpei te
bakpar mak destekl: i at el uygul ande. Takiplerinde
ger¢l d¢g Ol gu 2: 29 yakénda erkek hasta aktaneyg er i n
bakvur muk, saj skafoid kéréejée nedeniyle hastanemi
muayenede her i ki el bil eji hareketl er. ajrel e, S
grafisinde her iki skafoid&kmi kt e kér ek g°or ¢l de. Ortopediye kons
bakparmak dest ekl at el yapél deé Takiplerinde saj
sajlandejé g°r¢l deg. Skafoi d ke&rkélal kraggmamatmak h ikg ow
a-ékl éjenda azal ma, kar pal stabilitenin bozul maseéeé
a-ar. Sonu-ta el bilejinde kal éecé defor mitgbive ha
bilateral keréje olan hastalarda her i Kki el i de
neden ol ur Bu nedenle direkt grafide kerék sapt a
gorcntcleme ventembheksai mukbahkanbbhmahga atel yapée
Anahtar Kelimeler: Ac i | Servi s, Bil ater al Skafoid Keéereéeje
Girik

Skafoid,karpalkemiklerinenb ¢ y ¢ ] Rraksinmaledistalkarpalkemiklera r a sbé k d @gibikarpal
stabiliteninsa | | a n mmlsa & &k). aKarpalkemikleri - | %89@r a nénn ék&é r keemiktin(2, 3].

AmerikaB i r | DewWetleki'ndet ¢ ehbilek k € r é k %2A4m gotusturur[4]. Uygun ve yeterli muayene
testlerininy o k | mefleniyle acil serviste scaphoidk & r & dehelikled © z dkean fir 5]. Skafoid
ker ekl ek eitalavi edilememesikaynamamakronik a j rh@reketa - € k | aZpl@aykdrpal
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stabiliteninb 0 z u | ana & £ kekrozere osteoartritgibi komplikasyonlarayol a - 3, 4]. Bu nedenle
scaphoick & r é k dcibsen@steté enkeldilimesi®© z e | 9 ri darzeéeer.

Skafoidk & rgerieliékletek eldebildirilir ve bilateralskafoidk € rsénjderecenadirolupt ¢ scaphoid
kér ékhhtookdkik da[rd]ér

Biz bu sunumumuzda ok nadir g © r ¢blilageral scaphoidk é r £§ @t a dild h@amésauynéma y €
ama-1adek.

Olgu Sunumu
Olgu 1: 40y a k eerkeklzastaacil serviseyolday ¢ r ¢ ellérig @ e i¢, Ik enie k alegrbea ki v dHerd u .

iki elb i | e g nndegcettu.Fizik muayenesindsol el b i | neupyenesnormaldi,s aglb i | enfjye
- u k u rveradaisdistalucundapalpasyonldassasiyetinevcuttuHeriki elb i | e gefommdege hareket

k e s & yokte ¢ € K ialna deviasyonluel bilek grafisindebilateral scdoid f r a ktéspjtedidi. Hasta
ortopediyekonsulteedildi. Heriki elb i | ebjaiknpeadestekliktelu y g u | Takipléranded0.G¢ ne ki | en
direktgrafisindei yi | egap hagrd &jl & ¢ .

Olgu 2: 29 y a kK éenkdkaasta.K werinde elleri ¢ z e rdg k Bxei k ailg @ € rrerkez hastaneye
b a Kk v u s ageafoidf r a kriedemiylghastanemizes e v k e d i Geneldurumuiyi ekt r a vyuola s &
Fizik muyaenedderiki el b i | hargkeetleria ] r sbllel@nfiye- u k u r hassadigetmevcuttu.¢ e k iel e n
bil e prafisinde her iki scafoid kemikte f r a lgt® g r¢, Ortbgediye konsulte edilen hastayaortopedi
t ar a fbéarkdpaadestesliltely a p érbkigpléerindes agcafoid15.G ¢ n ¢ al 'afoid32.G¢ n¢nde
i yi lsexjmeagrPd &jl & ¢ .

Tart & K ma

Scaphoik é rokijha&stalagenelliklehiperekstansiyondaleling z e  i¢, Kk enie k dlg/beatkiv u[d,ur | ar
4]. Tekt a r szdptoiek é rsééfka s t | ba duéuinikem bilateralscaphoidk € r-éojedirg © r J4]. ¢ r
Bilateral k & r égkrleliékle g e ny-a k | akut gamalanmao | ma k kr@nik éilek a ] riedb&@ kv ur an
j i mn a s kaledilerviedl & I g €g 9 ra 24al, 7]. Travmanedeniylebilateralscaphoidk € rbéndam
- 0 #@ahanadir bir durumdur.L i t et at @ n db& k @ tadeaasereport bulutma k t aAd &kee.r
arkadahki bdayaahek,dmy ¢ k s e kelleii k2 eerdi¢, X @edeniyleb a K v bastayailk
bakvur-ueskigld@hre’initilgtemkn@&n u | nB]. ArtcakGargozloovea r k .ba& A &dnyined i | i
d ¢ K medeniyleba k v ul7wn aekkekhastada asgaphoid r a kilk r;, ¢ gt despitedcei | e m@lmi Kkt i v
Ay ke k Kattdngea r k .ba n ednitrafikdk § Z medediyleb a Kk v 82y aaxkekhastadadaelb i | e i
grafisindeheriki skafoidtenormalolarakd e ] e r t e h[d)iBuiki hastea ] r € Idavan®tmésip z er i n e
s ér @ayVeéaysonrakib a K v u r u le & itoin@gaafilet aanléa bi | MBizmhastdbaf dar € mé z
d émerkezde e k ielb € hgeafisindes asgafoiddeki r a g ? ¢ d@an éxtéd rmé

Skafoid d e v a mteletedenve yer d e ] i kbir ikemétir. Scafoidk ér é k bat anvaya s €
immobilizasyonurgeciktiriimesisonucueklems & v éksééméeknd e h alekséeh a birbigndenay r é 1 ér .
Ka n |l a iyimnlanayanbir kemikolmasnedeniylek € p @ k - a bire°r| dealfnia v ia sn&kgpt).8onu -t a
elbi | ek a hdef@raiteveharekek € s é orthya-1 éekMagre.| bizimkhlaes t a kil bil&aeradkze r € | &
olanhastalardaoeriki eli dekullanamamatedavis ¢ r e - Uze ma ing nk a y € predenoldrn a

Skafoid k & r € k tedavisttnaérnt é IhaBla&k d ardesiekka | veécerrahitedavis e - enek | er
h as tvalnemidurumunag © kaearverilmelidir. Bizim heriki h a s t ako@senétdtedaviuy gul andé .
Kyeiklme ratel i- i ynadkel b ayéak a Kk IKa& d & .bilataralcelnmaedeaiyleh a st azdursr, & re | i
i g ¢ Ka yobtaya- € kCorstenetal cerrahiu y g u | bilatezdlséaphoidk € rolaf, ®hastaley apt €] é
- a |l e ramrahiteglaviile iy i | e kdalaim & mdetkino | d u p e h u r [B]lmbilateralkré r € bod ar d a
durumg® z°mt®@@emal edér .

S o n olarakscafoidens ekké r & le aadfpzéag © z &k @n @ tedaviedilmezsea v a s kecroza r

uj rayalbi | keehmi jki¢dpiduremundaheriki elb i lie-jdéeg ° r ¢ n tydalpemedahlad,t é
go°r ¢l epkigy orgnay P Ind reakidgetiriimelidir. K1 @ ¢ 1 ¢ n ti gnk @empaksahagayk é r € k
v ar gi@tedavib a Kk | a atahiayl géu, | avekamrdleé aj r €1 mal edér .
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Figure2. K k i vakadaanteroposterioelb i | geafisindes aviesolskafoidk é r €] € .

hippocratescongress.com



108

Presentation ID / Sunum No=163

OralPresentation / S°zIl ¢ Sunum

ORCID ID: 0006000228594459

Hori zontal kakél ek Cerrahisinde Reope
Dr. Yasemin FhAtma ¢tetinkaya

ISajl ék Bilimleri iniversitesi G¢l hane EJ i ti

¥zet
Ama-: &ekEéeadabBksinde ama- g°rme eksenlerindeki kay
dende¢r ¢l mesi, binok¢l er tek g°rmenin sajlanmasé
tal ekmamépdaasyrom ger eken hodazomadadn| eakal ékrt hg
ama-lanméexkt eéer . Ger e - ve y°nt em: Retrospektif tip
horizont al deviasyon nedeniyle iKki kez kKakéel ek c
ol mak ¢ zealeen2dée . olHjaust al ar én Kakeél ek baklama yakl al
m¢dahal e edil en kasl ar , ambliyopi varl ejeée ve K a
Araktéermamézdaki 26 olgunum)l2dciukkedi( %46 .dE), KBAK
2206si ezotropya, 46¢, ekzotropya nedeniyle ikinci
izl enim s¢gresi en az 6 ay, en fazla 48 ay nylemak ¢
ameliyat edil mik 22 hastanén %95 (21) 6i rezidg¢el
edil di . ET I hastalaréen 8 (-&Bé&mddatiinff aBTi VvaERKenN

parsiyel akomodatif ET tespit edildi. XThiast al ar én 1( %25) 61 di verjans f
Ol gularén %53 (13)6nde ambliyopi saptandé. Kkinci

( %5 8) ambl i yopi tespit edi |l di . SonXT: oKbgul amehéy:
ameliyatl arénda bakar é oranlar éneén farkl e ol mad :é
hi per metropi ve anizometropinin, il k ameliyat yacxk
uzun ol masaranésérl aht abi risk faktoerl eri ol abil e
m¢dahal el erin yanénda alternatif zaMmManémldar icer g alhi
ve et kil ambliyopi tedavig8iznPm¢:;maeabal amanéwmé mat

Anahtar Kelimeler: Hor i zont al k, RaOpdrasyion, Arbliyopia hi s i ,

Investigation Of Re-Operation Reasondn Horizontal Strabismus Surgery

Abstract

In our retrospectivestudy, a total of 26 cases22 esotropiaand4 exotropia,who underwentstrabismus
surgerytwice dueto horizontaldeviationwereexaminedlt wasobservedhatthesuccessatesof ET andXT
patientswho were unsuccessfuin their first operationwere not different in their subsequenbperations.
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Amblyopia, high hyperopiaand anisometropiaand high ageat first operationmay be risk factorsin both
groups.In addition, it shouldnot be forgottenthat alternativemethodsshouldbe devdopedin additionto
conventionaktandardnterventionsandthat early diagnosistimely surgicalinterventionwithout delay,and
effectiveamblyopiatreatmentcanincreasehe successate.

Keywords: Horizontalstrabismusurgery,reoperationamblyopia

GKRKK

G°r naek s | ap @&rmalne b b iz ui soausuéfonksiyonel duyusal ve motor boz u k|l ukl ar
g°%r ¢ meaxdehirkka K éetrahikindea mam¢ mk @ Ind kadawazs a y @&melgatile eniyi motor
ve fonksiyonel d ¢ z e | sn@jyli a nBaratk @mr .kag mmiktarda cerrahininu y g u | ahasthlargaé
hedeflenens o nu ot d nke jaiswinkua ll @m a b i Ik rae lé ikigctkcereahi gerek endikasyon
gerekseameliyatteknikleria - & s 2onpdoblemleri - er i r .

Cocuklpklzast adraé & I dnae didyértutank a Kk 2 b enl nve yetéribir k e k tetladi e
edi |l medP hi rRgehsllgrzer a k maMig tim& @ é rd .kddarazs a y antkliyatile eniyi ve
fonksiyoneld ¢ z ed arfel a n & gBurgk & r igtenitend ¢ z esyadrderzamana | é na mamakt a
Kay maankédng, 2 e | t ibla fiodl suikaperalara r gaddbk o n s ekkygaldrolaraka dl andeéer el é
azd ¢ zel baphed | v ezl ldypeldrolaraka d | a nid & k @ikireikameliyatlaryenio | u Kk a n
kaymayay ° lik eolup gerekendikasyongerekzamanlamagerekseameliyatteknikleria - € s @robtem n
ol ukt @)y Ay i1 ambiyopiv a r ly g jk sefrdktif kusurvea me | i gea@kieasigibif akt °r | er d
prognozuolumsuzetkileyebilenf a k t dlarakbelirtiimektedir( 1 4) . kak é1 k

Bu- al é kfrneartdgahpdzontalk a y ndag, Birincia me | b g & & @up se@erasyomgerektiren
Kakel g ul ba r ackideyenf a k t Yerddhasonrakicerrahig i r i & b miémlmaalenmesi
ama-lanméexkt er .

MATERYAL veMETOD
¢ al é@ruba

T. C. SBaajkl achkdsekE € | veiAma k tHastamesG° Ha st aKle k k a k Biliminde,
19982003y € | d raa stakip ddidentoplam 950 hastadanhorizontaldeviasyonnedeniyleiki kezk a Kk € | € k
a me | uyguame& odanl2k éve 14 erkekteno | u togam26olgu- a | &Kkampas aaméenhal €€ K ma y a
dahiledilenhasteebeveynlerinédanneveyababa) a | alilgiliagereklia - € k | p anp € bbby aa @ | €
olarak o n a ml( a €& lad Watti&al deviasyonluolgular, paralitik kK a kK € |travimd a0 n rfilrazié

g e | i k-eenklsendiomlaredeniyleameliyat edilenler, birinci ameliyats o n rk @ sléd k @ a j€l an é p
kozmetikvefonksiyonela - € loebrginbird ¢ z ed °neel e ikiacnkezaaim,e | kabudetimé@yenolgularla
ikinci ameliyats o n 6ayd € z ¢akidegelmeyenler a |l é ma&Endaikia me | dakat @i J i mi z

y apél oaguméakme | i yayarlanabilira ¢ tt ¢erk myigilananlarve ilk a me | i yharf (&-N)d a
paterni nedeniylehorizontal k a s | vartikal transpozisyonwygulananolgular - a | ékkanpas héni€é n d a
tutuldu.T ¢ wigulardaf a rcérdakdart a r a foleamile a y klasikcerrahiy a k | sergitemi.

T ¢ mlgularabirinci ameliyats o n r1-d. aylara r a s @ aydaaes o n r acimaky dzaeenaz 3
kez tam bir oftalmik muayeney a p éAmbligopi varsakapamatedavisi uygulanaraktakip edildi. T ¢ m
hastalardauygulanacalcerrahig i r imk ik tha rs & bérincEoperasyors o n reresgnénuayeneb u |l gul ar é
dikkate a | & nlelirlendti. K k i operasyondadaha® n copereedilmeyenkas ya da kaslaram¢ da hal e
edilmesine® z g A s t eéPosioperhtitl.°© n e yire bastalarpirinci operasyors o n 10 & § giji enaz3
kez muayeneedildi ve - a | &€ K manm@ mubgeneb u | g dikkaterad é Birthé ve ikinci ameliyat
pr ot i&elereplgulardaikinci ameliyats o n r al®ErisntDa/optri (PD)vea | t € lknal ya riodaslar
cerrahiy ° n dbeank aX¥0&D @en fazla k a y malamlar b a kK a kabu ediidi. Uygulananameliyat
protk o | ¢i nrekteisaenfazla6 mmgeriletme8 mmrezeksiyond érektusaenfazla7 mmgeriletme9 mm
rezeksiyoru y g u | Taghidlig © r kaskinlikleritama- & k maegikagn® &r a sedarzikia € farlaolan
olgularambliyopolarakkabul edildi.

K s tstikdeliAnaliz

Elde edilen parametrelerstatistiksely © n dPeamsonb a | & msF&ltmeil E&akt gibi Ki-kare testleri
kul | ande&ll &r & lebirinciikinci lardeliyatb a k a vedekofrapyagrubu ile ekzotropyagrubunun
ameliyatb ak aa e bhadmda&kdicalkétker é1 d é
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Etik Onay

¢tal e kynam & kanessnéa].C.Sa | B & Ik a MHasekjE¢ i veilAm a k tHastamesl erel Etik
Kurulundanonaya | & n danta-t aalné bk} anméekt ér .

BULGULAR

¢ al é kdandedienh a st & b ahe#® @ lkyaankat a | enard ayénfazla84ayort2 0. 4 N26. 21 a
iken,1 4 ( %5 &rkeBve T2i( %4 6 k B-poddidi.lO| g u lkiaci aaneliyats o n izlansmes ¢ r ewazi
6 ayenfazla48ayolmak¢, z eortabtamal 8 . 1 1 MyoRra@ h pt and é .

Ol g u Ifiksasydmtiplerineg ®° daj €l iemd elr €rldlhagtal 68 8 . 8np & o & 132l hasta ,
( %4 6. 2Alferoantipteo | deppt BEndtEer olp g ald @ktPleridég © daj €ilnécneel endi ] i
r e z i ET¢nedeniyleameliyatedilenET o | g u | & diidantié BT olmak ¢, z etopam 16 olgu non
akomodatifET, 5'i ise parsiyelakomodatifET olaraks a pt Am dX& t a nilé tekéaropereedilenl olgu
iseinfantil ETidi. EKk z ot rod pya& la& t@leriddg © d a ] éyl aépneel d & jz éXulgddidlgunun;
1 6 ndiverjansf a z | tpihdé intérmittan XT, d i [3edre, ngeav aXmlod d @P uw (HT degeniyle
ameliyate d i lolgulardak a k éb &4 |eaemalama2 0 . 4 N ay6ken2XL T ddigélardaortalama
2 . 3 7 Y Guigi.7EZotropyagrubundave ekzotropyagrubundak a K & & & Ikyaankalilkave iléinci ameliyat
yackl TabloBve2 6der i I mi ktir

Tablol: k a Kk éb &§ |gaagrabunag ®° daj €l é me

kakél ek Bakl ama Ol gu Sayése
1 yak ve alte 10 (% 38.5)
1-3 yacxk 14 (% 53.8)
4 yak ve g¢zer.i 2(%7.7)
Toplam 26 (% 100)

Tablo2: Ol g u bmeliyatyna k | a a ¢ & ET@Bxodropya;X, Ekzotropya.

1. 1.Ameliyaty a K 2. 2.Ameliyaty a K
ET Grubu 7.86N6 . 40 9.45N10. 9
XT Grubu 5N2. 44 6. 1N2. 80

T ¢ mlgulardaki birinci ameliyat® n ¢ esin,rvaikirei ameliyats o n rdevesyonmi kt ave | ar &
ameliyatlad ¢ z emhinket dablozde®éz et | eYham a@ahdiyatlarsonucudeviasyonlardakd ¢ z e | me
mi kt agr°l2anr¢én b é nywpa méd eajne r | e nbitincr vaakth@ ;ameliyat b a K a ra& lasréan d a
istatistikselolaraka n | dinfariss a p t a(pah.202,8>0.05)(Tablo2).Ay r ke a 'Xéslamo | gul ar én
deviasyordad ¢, z emhinket gP g rp &led @ r | e debiiinci vedkidceameliyatb a Kk aa ehaérda
an a farkas a p t a (p #0bR2@>0.05)(Tablo3I).

Tablo 3: T ¢, wlgulardaameliyat® n c ves 0o n dewiasgorveameliyatab a dl;, & erhinket ar | ar é

Deviasyon(PD) D¢ z e (PD)e
Olgul Birinci Birinci Kkin Birinci Kkin
ar ameliyat ameliyats on r . : .
o ameliyat ameliyat ameliyat
nces
sonr a
Ort (Min.-Max.) Ort (Min.-Max.)
ET 50.7(30- 26.60(10- 10.81(0- 25.60(5- 18.18(2-
90) 40) 30) 55) 42)
XT 46.25 (45 28.75(20-40) 17.5(0-25) 10(15-20) 18.75 (10
60) 25)

ET, Ezotropya; XT, Ekzotropya.PD, Prizm Diyoptri.
K k i ameliyatlardadaha® n omereolmayang °© z Ivekastaram¢ d a fedilinesine® z g® st er i | di
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Rezi BF @lugilk a me | i ytekty @ metil@tmeve rezeksiyonuygulanansadecevir olgunun ikinci
amel i yaaytgeéErmugad a ledildi. e

ToplamolarakETli grupta;ikinci ameliyattalOolgudatekkasam¢, d a ly @ Ip € | 7&igudagin ,jg&€ rz e
geriletmeverezeksiyon,l olgudamarginalmyotomive LR rezeksiyonu3 olgununiki g °© z gimetrikolmak
¢ Z etaplamllolgudaiki kasam¢ d a lu & Ig @ | Kakni dpEraisyonlarda i - diguya¢ kasm¢ dahal esi
uy g ul aXrmededngleopereedilenolgulardabirinci ameliyattat ¢ atgularabilateralrektusgeriletmesi
y a p € | ieincikaerme, | i y aise] laolguyanbihreedial rektus rezeksiyonu,3 olguyatek g © ®MIR 6 u n a
rezeksiyonu y g u | X&Inl dgeupta birinci ameliyattat ¢ olgulardaiki kasamy¢, d a tedilirken, ikinci
ameliyatta3 olgudatek kasa,1 olgudaiseiki kasam¢, d a ledildi. e

Re z i AT edné@ikinci kezameliyate d i 12Tholgununl2'sindecerrahib a ksaa jél (postapératif
devi as(y)dd0PDder(-g10PDa r a sidi)n8dblgudahipokorreksiyon,1l olgudaise hiperkorreksiyon
s a p t(dablode

Tablo 4: K k i ameliyats o n eza s E o Ipagtaard@leviasyormi k t aepéstoperatib a K ag °éryea
daj él éme

Kayma Bakar el Bakaréesez
A- és Hipokorreksiyon Hiperkorreksiyo
(PD) n
n (%) n (%) n (%)
2040 3(14.28) 5(23.80) 1(4.76)
41-60 8 (38.09) 1(4.76) -
61-90 1(4.76) 2(9.52) -
Toplam 12(57.14) 8(38.09) 1(4.76)

PD, Prizm Diyoptri.

R e z i MT¢nedeniyleikinci kezameliyate d i 14 wigurun2 6 s icarrdhéb a ksaa jél adé f2ee n
olgudar e z XTdn¢fazalaralkdevame t tsiajpit lenikissadede20PDr e z XTdmgvcuttu.K koiguda
tekrarameliyato | ma m(€ablo5¢ r

Tablo5:Re z i ekzoeobyao | g u | ZaAmeliya°nn cves b n kagmeagi kt ar | ar é

Ameliyat Durumu DeviasyonMi kt ar €
Ameliyat® nc e s i 35N7.07
Ameliyats onr as é 20

Anl aml él ék p>0.05(AD)

(AD:An | adneljéi | )

Deviasyondakd ¢, z erhinket @ P # ma aled re r | e nkiohdi anmalgatbea K aar- @sséETlid a n
olgularile XT li olgulara r a saémlddankls @ p t a (p=0a4y p>0.05).

Kés&aczat | olyreak; biinci ameliyat® n ¢ g $ r keskinlikleri belirlenebilen 23 olgudan
1 3 &%, 1i XT olmak ¢ z etoptam 14 (%53.86) olguda ambliyopi s a p t &rkd @neliyats onr as é
dej er | eniseicerrabe @k a3 g | a n atopkwy d2nolgudan 7 6 s i (HEBS3) ambliyopi
mevcuttu. T ¢ nolgular refraksiyon kusuru ve anizometropia - é s édadaoael endi guhdeeén
6 0 s §%23.67)+2.50Diyoptri (D) ve¢, z ehiparmetropi, 1 2 6 s (PoA6dLB)-1.50ile +2.50Dar as é nd a
refraksiyon kusuru, 3 6 ¢ 1(%61&.5)-1.50D ¢, z e r miyogiel 6 i (#6@.8) hipermetrop astigmatizma,
4 6 ¢ ostlB.4) miyop astigmatizmave 3 (%11.5) olgudaanizometropis a p t @abkh 6)
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Tablo 6: T ¢ wilgulardakirefraksiyonk u s u vehnizometropp r a n é

Refraksiyon kusuru

+2.50 D ¢zeri 6 (% 23.07)
-1.50.+2.50 D 12 (%46.15)
-1.50 D ¢zeri 3(%115)
Hipermetrop Astigmat 1(% 3.8)
Miyop Astigmat 4(%15.4)
Anizometropi 3(%11.5)

. Ol gu lameliyrk@zanp | i k aas yecsnél medraeh e nhdii -jdigudadameliyats é r akag n d a
k a yyadalif k o p maesléi wehe d digudafazlakoterizasyorgerektireceld ¢, z eherdoeajivey a |
prolapsusi g ® z | enmedi

TARTI k MA

k a Kk €drrahisindek a r Kk & ndéé&kzaab ienl °enceentidruinlardanbirisi tekrar ameliyat gerektirecek
d¢zegldedernmi asy By ¢azrdieehastakaymaa - € sn&inkétna rb & rk dessahi sonucu
etkileyebilecekf a k t @ -r 8 s scel@ramelidir(1). k e madlarakikinci ameliyat,isteryetersizd ¢, z e | t me
ile( r e z kaymg)isterbir hiperkorreksiyor{ a id & rz & lila( mer kdoen s, ek&yma)ilgili olsuns onu - t a
dej i krkkie bebatetmekteolank a k&1 @ kK@ n gy laipl@L&B. K| i ni joperasyprdae ar k1 &
cerrahlat ar a fyampded Mma § eheminde y klasik cerrahimetodlaru y gul a Om@gkt ar é mé z
cinsd a | éyl aépneél dcmglemr chasfarkod anag®1f &1 rmMpvasvegrk.- al € Kk makin@a kez n d a ,
ameliyatgerektiren33 ET olgusunun2 6 ' s (8on8drr e z i B¢ 7&sihde(%21.2)ar dX¥TIgel i K i mi
saptarken2), Al t éved malka d a ¥ & p biebhaéknkaal € killnt d aE sl ikinci kez ameliyat
gerektiren37olgunun3 3 6 ((W&8PA)r ez iEdOgapt adé g BE®Sar XE Ikt a nXd@ slan
9olgunun8 0 i mezideeXT s apt amd & jdé& m &0)Mordsrvalarkr, konjenital ET, konjenital XT
ve erkend © n e me ke iedinsetETIi 24 olgununl 2 6 skinai ameliyatg e r e k buio]jl igruilkiacir € n
ameliyats o n r alsOéénudmali iaz e 2 one ifamlabe;, z ed whe jbuinlud i @8ni Kkt i r

¢ al & kK ma kiagik yd®°an tve mmktarlardaameliyatediip b a K a s @ sa@lzé ni d akimé kez
ameliyatedilenveilk t a nEF slan22olgunun2 1 6 i(%98.45) e z iET, 1l (od.B4)a r KB Ik
t a nd olan4 olgununt a ma me e diaXT sselp t a nLnmétket rdaenzers a le € Kk nharkeside d a
dej iormrilato | dgpP al e M(2Bi444,15,18Y01 g u | aikikcinameliyath ak ar et at endi J ir
r e z iEdT¢84 bgununl 2 6 s(¥B7d4cerrahib a ksa 7 B a n8&olguda%38.09)ET azalaraldevam
e t mi Birblguda(%4.76)hiperkorreksiyorg © z | e nAmi dKetl dbir @gudaiseikinci ameliyats o nr a s é
XT n éamalaralkdevame t tgi®jzil e nRye zki tXiiT¢nedeniyleopereedilen4 olgununiseikisinde(%50)
b a ksaaa jél a ikieimd&>Xd m cazalarakdevame t tsiajpit a nfoplam26elgununl 4 6 ¢(W5B.8)
ikinci ameliyat sonucucerrahib a Kk elde @ d i | nti aklt & kr mbinmei zalikinci ameliyatlar sonucu
deviasyonlardakil ¢ z erhimket @y ¥za ¢ a@leé nyaarpagkled re r | e rEd@ li @gutaddlerinci ve
ikinci ameliyatb a K a a € la @ eBzera e k ialnd ebinfatkk s a pt a (pm@2adZE p>0.05).XT | &
olgulardadaiki ameliyatb a Kk am éss@&nnl ddankkks @ p t a (pPa0.&12,p>0.05).T ¢ wigulardakiikinci
ameliyatb a Kk a m& £d e isetETjva XM grebua r a saéml ddainfarles a p t a (p20.347Y p>0.05).
k a k &drraghlsinilb a Kk a k € sirdaki@s ¢ rie-siichedjee r | eynadni éol hh e€kci €l euzuad 4 meallein
takipler gerekmektedir.Bu takip s ¢ r iesii ryd g ,6 blan&errahigi r i weatemiz na | ddayaé
- @ k a b igibi,eaa etj@ilk éd edlkit kazebelliKleET nedeniyleopereedileno | g u 8 a ¥ Batileréte
bil di rgi°leeei2j0iorsa maieed e | igk®iznmie n n{gX518)d a I € Kk mbhimkézandedyat
g e - i homaontalk a y ndantés kna K @ | @ Wtbptam@7)i - i1 itkdameliyatsonundag e | iak & @ |
XTor &4le O 3(0agy)rRe z i BT¢nedeniyleiki kezameliyatedilip XT yed © n ¢ korh¢gku | ar & mé
%4.760r ané 2d a d 2 i ET¢olmuisundanl olgudaar d&Xélsapt anKEk h & demahiz d e
uygulanan(bir kez ve/veyabirdenfazla)t ¢ orizontalk a kK é Hilkkdtelad e n diegaa rikEd el i K me
or ®u2.66(201 g u BU ldgeurl.lair & en&exilerys ré chedleruyumludur.

k a k étipiaeivedeviasyord ¢ z e y §§ © mg o & hsimétrikyeyaasimetrikvem ¢, d a ledildcekkas
s a ybir yarlafazla olabilmektedir(8). Ha s t abiriaciraémrme | i y aBTlod ga@in cha & jmeé Xk an
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ol gul atr amemkekadaan ¢ d a ledilitken,ikinci ameliyatlardadaET veXT o | g u | -aa jéinrédha
tekkasam¢ d a e d li ¢ Buwyguiama i t ele wumpidur(6,7,8).

k a kK ey &l &-n¢ | cergakininetkisia r t mavebuy dlkg v ¢ dasrkd el iow menaéznagélnd €] é
sapt armfdn&rtizar-|lajised(h,9,11,12)- o c uy amedkadark ¢ - igelg i r i & dentiietkin
o | d u jbelimirler. Bu sensoriyelnedenlery a n éamatamiknedenlerindee o X n e rall id ulg imah
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Ol gul akeam®@a®k&yanaa c el e nldyi gvwe anldtado88d5,1-3y axr &5E801 duj u
g°r ¢l mgplkamn%82.3olgununk a K B A B kyaarag avea |l t ®h da s aph agegeb,ak vur u
nedeniylebirinci operasyory a k @n @ruilerk ;al mgog.& . 4 2 N/5a. k)i a me | igerektired
nedenlerderbiri olarakd ej er | enldi r e i lEtzérd @ le &€ k nayl naktagadikkat- e ki | mi kKt i
(1,9).ikinci kezm¢, d a lyexdktieen26 olgudan23 olgunun(13ET, 1 XT olmak¢, z e £ § ¢predperatif
d ° n e dnd e sewiyelerdeambliyopimevcuttuK k i kezoperasyomgerektirero | g u | a r%&5m&6ird a k i
y ¢ k amblkyopii nsi dkearmeé ,i ycartahibaarkéanr & ieredeojal@lin & v r #&iociameliyat
sonrbax@&aajEl an topkanyla olgunun?7 6 s iamiiyopininv a r dag gméliyopnin ameliyat
sonucunwlumsuze t ki b & d i Hegteklemektedir.
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s a pt anederiyieg ¢ k bipekmetropiveanizometropdek € s oegrathib a K a r @tkiéderf aka°r | er
ar ascajdar | e n@0,11,131MA x t @koraodatiff a k tg® nyaa p éllguasné n é f | 2Ina s € n ¢
r e z ETalgusunursadee5'i k € sakoimodatif(KA) olaraktespite d i lolapi, u seridekiolgulardakA
tipteo | a nfazdamo & ma medsngleakomodatiff a kdefahininb a Kk ar € et edent pa&n & r [ er d
biri olarakd e ] e r | e n d iAmcakblgneenmizint bdenko | ma k& s & tbil faayketiapdir.

Bu- a |l &kamasia-nidgkintieameliyatanedenolanf a k t dikkatea I € n d gdre&-nadcauyf aukné
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vur gul ankmak édaahi€nded a Kk aatkeegemb i r f akt @ Ir g ubpnedenlek | asi kIl ekm
standartm¢, d a h a iy a h é ait&rmtify Aitemlering e | i K tgierri el lmeirs@iers amamanénda

al

cerrahim¢, d a leainldiyopinintedavisininb a kaarra&éa &€ h € r agh®izing ava@ijéiundur ul m e (
S o noarak; | i t ik wouyarmlygotarakilk a me | i y abtal kearagénh chan EThva ¥Taonl gul ar é n €
sonrakia me | i y abtal kaarr @&n Hfaa rékhl @éa Hegiki gruptadaambliyopinin,y ¢ k Rigekmetropi

ve anizometropininjlk ameliyaty a K & i, & ® & kna scérralibna Kk ar é sigkt a&kdh hibir | ece]
gzl enmiktir.
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Hi dr osef al i Ol gul BEGeMREGaTraBskrgnialnDo®IBrE C T ,
Sonu- |lRreomger ati f ve Postoperatif OlI
Exp. Dr. Tahsin !1lgen
TC Ssajl ek Bilimlerdi iniversitesi Kzmir Bozyak.
¥zet
Gi fAima - : Hi dr osef al i tek bir patol oj iokl naakbtlaon y-aodka
°czel I i7Ji beyin omurilik séveéesé(BOS) saléném ve er
grup tabloya verilen ismdir. Genel de BOS biri kme
deji ki kl ikl er orktlayna k - ébkuargsuddaar é baséncén y ¢ ksek 0
gel i kebil mekte ve tedavi gerektirmektedir. Hi dr o
sekonder klinik bulgular ortaya - éakdmBldktroandefalograiu - a
(EEG)Magnet i Kk Rezonans K ma gTeansgranial d&oplgB,e MR In BIPfEfC/I z y- oenk
yapélarak preoperatif ve posYCmpteemt:iBu o-l alréakmakda Kl
Nerokirurjiéelklbionyiynicnae b3akwuran 31 hidrosefald:i t a
preoperatif ve postoperatif EEG, Kranyal MRI , Di f
kayéetl arée yapeéelarak sonu-1ar dej kl7hagtayadendoskdpiknthixde a l
ventrike¢glostomi, (E3V),1 hastaya interventrik¢loer

endoskopik kist fenestrasyonu,l hastaya endoskopik aqueductoplasti+aqueduct stentlemesi, 2 hastaya
endoskopik aqueduqitasti, 3 hastaya endoskopik third ventrikulostomi+aqueductoplasti,1 hastaya
endoskopi k t¢mer biopsisi+third ventrik¢gl ostomi,

stentl emesi , 1 hast ®@ya kKwaant rtiakk:é onpaedrte @ ro. aCeear Fraaghd/  h
hi drosefald] bul gul arénda anlamlée d¢zel meye sekond
akéménda artma ve SPECT'te d¢zelme izlenmicktir.

Anahtar Kelimeler: Hidrosefal,e ndos kopi k Thi rajquedie steoru ehdodkapik Kist mi
Fenestrasyonu

Girik: Hidrosefal:. tek bir patolojik tablo yada iy
beyin omurilik séevésé (BOS) saléném ve emillayani ndel
verilen isimdir. Genelde BOS biri kmesi sonucu ol uck
bul gul aré ortaya -ékarérsada, baséncén y¢iksek ol mi
gerektirmektedir, Kongenital veinfahti hi dr osef al i pr ev aliadns &1 B0OL0 acraarsléa
Hi drosefaliye eklik eden baxkka bir pat0o905/i1 000l0macke
dojum; spina bifida ve myel omeni2n@y/os®00 dlearbak | b ikl
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195061 i yeéllarda hayatta kal ma oranlaré %10 civar
n°rol oj ik defisit mevcuttur. (3)kant operasyonl ar
seyretmekteydi.T&éavi si z kal an hidrosefald] vakal arénéen %50
Vakal ar én %2006 s i eri kkin yaka ul akabil mekt e, bu
gesterilmiktir. (4) G¢gnegmegzde ali dhastefaent i gyl @as ié
veya se-ilmik uygun hastalarda endoskopi k third
yapélabil mektedir.

Ama-: Hi drosefal. tanésé al mék hastalarda KKBAS ¢
-ékmaktadeéer, Bu -al ékmanén amacé hidrosefalild:@ 0
l magéng (MRI), MRI Diff¢gzTonekiKmlaarn ial Yop®ll &&mr g lBeprie
ol arak karkelakteéerélmekter. Hidrosafal:@ hastal ar e
Epileptik n°bet ge-irdifij.i bilinmektedir.
Y°ntem: Bu -al ékmada Ege]| niivekrlsiintigsiinTeé B3fyaHl ¢ Ibtoggsuin cN
tanésé al mék hastalarén bakvuru Kikayetleri,preo

Transkrani al Doppler ve beyin SPECT kayeéetlareée yap
Bul guallaérk:mtaya 31 hasta al énméxteéer. Bu vakalarén 3

ventri k¢l operitoneal kant takeéel méktér. Bu nedenl e
sonra kendi i -inde korebhbhéeganuhasbakat mektl&0Bst alkeé
yakl aréna bakeldéjénda 1 ay ile 840 ay araseénda d
yak ortalamasé 127,7 iken kézlareéenki ise 146, 8 sa

Tabl ol: Hidrosef allia maskalver &n @rajy¥d € meér t

iﬁiﬁ'i‘iﬁl‘lIIIIIIIIIIIIEHHI
4516 127,71

YPI 17 54,84 146,82
3lvakanén hi drosefaliye neden ol an etyolojjleri
5(%16,12) hastada hi ar i tip 2 malformasyonu, 2( %6, 45) hast

nonkommunike hidrosefali, 3 (%9,67) hastada posterior fossa (retroserebellar) araknoid kist,1(%3,22) hastada
pi neal ki ste sekonder aqueddcobseénbiutha (k8] R28)noe

kistik kitle(septum pellicidum) kistine bajleé hi
3. Ventrikygl temer ¢, 1( %3, 22) hastada supraseltl ar a
1(%3, 22) hastada komm¢gni kan hidrosefali saptanmécxk
Tablo2 : Ol gul arén hidrosefald] etyolojileri ve oranlat

Etyoloji Hasta
{IéePa

Aqueduct stenozu 13 41,93

Chiari 2 malformasyonu 5 16,12

b2y Y2YYNYA{lS$S 2 6,45
ne®@Sy i NR {oNstriksyer | P

Posterior fossa retroserebellaji] 9,67
araknoid Kist

hippocratescongress.com
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t Ay St f ! : 3,22

hidrosefali

0P+ SYNRKR|NE AccA &l 3,22

Chiaritipl 3,22

0P+SYGINAR]INE GNYI 3,22

Suprasellar Araknoid kist 1 3,22

Quadrigeminal araknoid kist 2 6,45

Y2YYNYA1S | ARNER a [l 3,22
Vakal ara wuygulanan tedavilere bakél déjénda; 17 (54
(3, 22) hastaya interventrik¢ler forami nopl asti +
endoskopik kist fenestrasyonu,1(3,22) hastaydogkopik aqueductoplasti+aqueduct stentlemesi,2(%6,45)
hastaya endoskopi k aqueductoplasti, 3 hastaya(9, ¢
agueductopl asti, 1(3, 22) hastaya endoskopi k tg¢me°

endok opi k ¢-¢nce¢g ventri kel ost omi +aqueduct stPent | er
takél mékteéer .

Tabl o 3:Vakal areén tedavi protokolleri ve dagél emeé
¢SRIFEGA 1 yds

Endoskopik third
ventrike¢l osto

Knterventri k¢ 1 3,22
foraminoplasti+ Endoskopik
third ventrik

Endoskopik kist 4 12,90

fenestrasyonu

Endoskopik 1 3,22
aqueductoplasti+aqueduct
stentlemesi

N

Endoskopik aqueductoplasti 6,45

Endoskopik third 3 9,67
ventrike¢l osto
aqueductoplasti,

=

Endoskopi k t 3,22
i

é
third ventrik

Endoskopik third 1 3,22
ventrike¢l osto
stentlemesi

Ventri k¢l oper 1 3,22
(V_P)

hippocratescongress.com
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Ol gul arén EEG Degerlendiril meleri ve Bulgular
Vakalpare®@peratif EEGOl erinin dejerlendirilmesinde

saptanmékt ér. EEG6sinde bozukluk saptanan hastalar
bul gusu, 3 hastada i se e/miklad mtriéfnor3 a katniewii thee seanpltoss
hastaya W kant uygul amasénée takiben 1 hafta sonr a

EEGO6nin normal,5 hastanén ise bozuk ol duju bul un
hastanén EEGO6sinde d¢zel me saptanméktér. Bu 7 hast.
4 hastada preoperatif KKBAS bulgularée saptanan ol
hastalarén postopeolamamé «ktEEGO.l Rude KKgrzedmepr eoper a
zemin aktivitesinde bozul ma, 2 hastada epil eptif

hi drosefalide EEG bulgularé ister kortikal ¥ael bf
kortikal atrofinin exlik ettifijidi hidrosefali ol gu
ve derin yapeélarda uyku meki klerinde asimetr. g°
jeneralize epileptiiom akti viteler ortaya -ékar. ¢tal ékmamézda
basén-ta azal mayé takiben bioeletrik aktivitedeki
°ncesi ve endoskohigemi somri an eshinlr miske EB® | bi oel ekt
karkél aktéreéel mékt ér. EEGOI er 2 ana gruba ayr él méex:
jeneralize EEG bulgularé olan gruptur. Her i ki gru

1-Zemin aktivitesinde yavakl ama
2-Paroksismal aktiviteleg © r ¢ | m¢ kKt ¢r .

Tablod : EEGOdeki zemin aktivitesi ve Paroksi sr
Lateralize EEG bulgusu Lateralizasyon Bulgu
EEG Zemin Sag 2
bulgulars aktivitesinde Sol 2
olan grup yavaslama
Paroksismal Sag 1
aktivite Sol -
Jeneralize Zemin 5
EEG aktivitesinde
bulgulars vavaglama
olan grup Paroksismal 2
aktivite

MR Akem ve Diff¢gzyon ¢al ékmal arénén Dejerlendiril
Uygul anan 30 endoskopi k cerrahi prosed¢r ¢n sonucu
vepostoperatif ol gularda akem MR -ekimler.i il e BO
tranependi mal BOS ge-ikKine bajlé geliken perivent
di ff¢gsion coefficienitpsidreden |seayiéslabl | cajseri | el gri axke
paired samples test uygulande. P<0.05 anlamlé ol a
akem saptanmadé. Radyol oji k olarak akemfaaptdenant
gesterdi Akém saptanmayan 3 ol gudan 1 tanesi L
kompli kasyonlara bajlée olarak kaybedildi. Akém sap
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Resiml : Sagi tt al MR 6 d a kdndeuhedbsefaliolggsst e nozuna se

Resim2 : Endoskopi k 3.ventrike¢gl ost omi uygul anmék vak:a
izlenmektedir.

Kranyal MR6da hesaplanan serebellum ile beraber 5

postoperatif karkélaktérmal é ol arak dejerlendiril/l

her i ki alanda azal ma ol masé anlamleé olarak dejer

hippocratescongress.com
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Tablo5: MR6da ADC dejerlerinin preop ve postoperatif

hippocratescongress.com
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Grafik-1 : ADC dejerl erinin Preoperatif ve postoperatif

Vakal ara Wi lcoxon Signed Rank +sagt fuyguladn péajedrmpd a
15 ol guda AdDZLaldred el 3 naleguda artma, 2 ol guda dej i Km
Tablo6: Sag Frontal ADC Degi Ki mi

-

Sag frontal 13 15 2

Sol frontal 8 22
Sol frontal postop ve preop karkélaktérmada 22 ol
frontal dde saga oranla ADGErdejerinde azal ma ol mas
Sag oksipital postop ve preop karkélaktérmada 17
ve preop karkeéelakteéermada 15 ol guda azal ma, 130l gt

e
5]

b°l gel er araseénktia anlaml é bir fark yo

hippocratescongress.com
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Tablo7. Sag Oksipital ADC Degi Ki mi

|iiii||||||||ii|||||
17

15

Artma

Sag oksipital 13
Sol oksipital 13

Sag trigon postop ve preop karke
Sol trigon postop ve preop karkel
deji kme ol maméxkt ér .

Tablo8: Sag Trigon ADC Degi Ki mi

-“

Sag trigon

Sol trigon 13 16

Sag paryetal
dej

postop ve
i Kme ol

preop
maméckt éer .

karkeéel akt ér noigada 18
Sol paryet al postop ve preop karkélaktéermada 16
deji ki klik ol mamékteéer. ¥zellikle sag paryetal ADC

Tablo9 : Sag Paryet al

ADC Degi kKi m

Azalma

aynl

Solparyetal 11 16

op ve preop karkélaktérmada 19 ol
u

hippocratescongress.com
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Tablol10: Serebell um ADC deji Ki mi

Serebellum

AR A AR

.“
9 13 2

Bl gel er araséenda karkeélaktéerma yapéldéejénda yal
azal ma anlamléedér. Diger b°l geler arasénda anl am
Doppler Sonu-Ilarénén Degerlendiril mesi

Preoperatif ve postoperatif olarak 2mHa H g a boyu kull anél ar ak anter.
segmentl eri, Arteria media serebri sulama alanéna
segmentl erina ait sistolik, diastol ik, elrolaraki a ma
karkeéel akteéer él de.

Arteria Serebri Medi adénen( ASM) Sistol ik, Di astoli

Sag ASM sistolik, diastolik,

Sag ASM(D)postogsag ASM( D) preop il e

ortalama kan akeé&mé
Ayreéenteéel e ¢liadak i agl-SatgM(ASHM poissttoopl i K(S) preop
ol guda kan akéeménda art ma, 9 olguda azal ma v
kar kél akt éreéel d

d
[
1 o
énd

] é

o P

azd ma ve 2 olguda dejikme saptanmaméckt éer .

Sag ASM (Ort) postogsag ASM (Ort) preop
azal ma saptanmécxkteéer . .
Sag ASM Pulsatilite indeksi postépa g ASM preop i

il e

| e

ve 1 olguda dejikme ol maméexkt ér

hippocratescongress.com
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Tablol1l: Sag ASM Kan Akém tabl osu

———— e L

Sag ASM(S)kan akimi 20

Sag ASM(D)kan akimi 18 10 2

Sag ASM(Ort)kan akimi 22 8

Sag ASM Pulsatilite 12 17 1

indeks
Sol ASM(S) postopr eop il e karkél aktéréeldégénda 16 ol gud
ol guda dejikme ol mamékt er .
SolASM(D) postogppr eop kar kél akteréeldejénda 20 ol guda kan
Sol ASM Pulsatilite indeksipostgpr eop il e kar kél akt éréel dejénda 12

saptandeé.

TablomHY {2t ! {Tablosdl y ! 1PY

-“

Sol ASM(S) kan

alatm

Sol ASM(D) kan 20 10
alarm

Sol ASM Pulsatilite 12 18
ndekst

hippocratescongress.com
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Grafik2 : ASM Kan akéméné g°stermektedir.

S: Sistoli k kan akéméne
D: Diastoli k kan akéméneé
Ort: Ortalama kan akéméne
Puls:Pulsalite indeksi

Ant eri oSerebral Arter (ASA) Sistoli lDeDieadtemldii k i ar
SagASA(S)postopr eop il e karkeéelakteéréldéejenda 16 ol guda
deji kme ol maméxkt eér .

SagASA(D)postoppr eop il e karkélakteéeréldejénda 18 ol guda
defkme ol maméxkt éer .

Sag ASA pulsatilite indeksi postgpr eop il e karkél aktereéeldejénda 12
azalma ve lolguda deji K me olmaméKtér.

Tablol13: Sag ASA Kan e bl osu

-m

Sag ASA(S) kan alaminda 16

Sag ASA(D) kan alarminda 18 11 1

Sag ASA(Pulsatilite) 12 17 1

indeksi
SolASA(S)postogpr eop il e karkebakkanebhkeinenda 4565t mag, 14
deji kme ol maméxkt éer .
Sol ASAOrt)postopr eop il e karkél aktéréldéjénda 15 ol guda
Sol ASA(Pulsatilite indeksi ) postgpr eop i | e k ar k edaimdekste artend ,d%Igudararhbna 1 0

ve lolguda dejikme ol maméxkt éer .

hippocratescongress.com
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Tablo14:Sol ASA Kan A k éTiablosu

S S

Sol ASA(D) kan 15 15

Grafik-3: ASA Kan akéméneée g°stermektedir.

PosteriorSerebral Arter (P1) Segment i Sistolik,
Dejerl endiril mesi

Tabl onun incelenmesinden anl akélacajé gibi post of
ol arak anlamleée dejildir.

hippocratescongress.com
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g°stermektedir

PosteriorSerebral Arter(P2) Segmenti Sistolik Di ast ol i k
Degerlendirilmesi

vV e Ort al

Tabl onun incelenmesinden anl akél a

ol madéje g°r¢l mektedir

Grafik-5 : P2 Kan akémeé

a ma Kan

cajé gibi postop

g°stermektedir
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Pul salite Kndekslerinin Degerlendiril mesi
Pul salite indeksleri arasénda postoperatif dg¢kme
Graiké Pul salite Kndeksi
Beyin SPECT -ekimlerinin Degerlendiril mesi
¢tal ekxkmaya al ékhmink 3rle darsltarmléen tyal nézca 206 i ne ai
¢talékma i-in Tc 99 mMHMPAOOGNnuUunNn intraven?®z nj eksi:
hi poperf¢zyon alanl ar e tespltlekilteldawlkgly egdg Aimmi
sonra -ekimler tekrarlanarak dejikikIlikler karkel
Yapélan dejerlendirmede paryetal bl gede preoper:

saptanér kem malologwdakndejerl endirilmiktir
artek saptanérken,6 olguda tek tarafl e ar
hi poperf¢gzyon alanénda azal ma ol muktur .
Oksipital eredtgiefdes polegoupda bi |l ateral, 6 ol gu
olarak dejerlendirilmicktir.

. Postope

t éK, 11

da t ek t

Postoperatif 2 olguda hipoperf¢gzyon alanl arénda

saptanméxkt ér .

Front al bedtgiefde7proetgpema bilateral,5 olgud
perf¢é¢zyon nor mal ol arak saptanméxktéer.
Postoperatif 1 olguda solda hipoperfg¢gzyon
saptanméxkt ér .

Temporal béd gtidfe; pPreloguda bil ateral perf ¢z

i ken 13 ol gu normal perfg¢zyon g°stermiktir.

Postoperatif 3 olguda sajda hipoperfg¢gzyon
g°stermekteydi.
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Resm3: Tc99 HMPAO 6nun KV enjeksiyonu sonrasénda el
serebr al ventri kel l er di |l ate ger¢nmektedir
hi poperf¢zyon izl enmektedir.

Bi l

Resim4 : Ayné hdaedlkngink Emer r ahi girikim sonrasénda el
defektinde regresyon izlenmi«ktir.

hippocratescongress.com
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Sonu-1I ar

Hi dr osef al i tanésé ve tedavisinde ge¢gnegmegzdeki t e
sorunl ar ri. Ger me ktt edif at al seyreden bu hastalek «kan
vakal arda n°roendoskopinin kullanéméyla tedavi ed
hi drosefald] ol gularénda enal fs@rkmalgyuoenduy c t n osntkeonmongsun,
4. ventri kel -ékéekénda obsr¢ksiyon ve retroserebe
agueductstenozu bildiril mektedir. Bu -al éekmada %5
%1290  olguya endoskopik kist  fenestrasyonu, %9,67 olguya  endoskopik  third
ventrike¢glostom+aqueducttoplasti, %6, 45 ol guya end

prosed¢rl er uygul anmékteéer .
Epil epsi vV e hidrosefalioBékIl?ekbarbprbbk'emdbtupEpi

439, 3 araseéenda deji kmektedir. Hi drosefalik grupt
Ventureynaodonén yapmék ol duju hidrosefali k197 hast
Noet zel MJ, Bl ake J. Nyaptegé -al ékmada meningomi yel
n°bet saptaméxkl ardér (6). Preoperatif 31 olgunun 1
56e inmik ol masé KiKBIiSIbiseal adujad mdge¢mdlemgut ¢r . Po.
bul gularée g°r¢l mgk olup 2 olguda epileptiform ak
girikim sonucu uyareé yapmaséna bajlanméxkteéer

MR6da 3 ol guda akém sdpnasreamamg e nl kll gund & @k &am ack
nedeniyle 2. kez endoskopik girikim yapél méxkteér . :
ol masé n®Pdemainyl ¢ a¥el méekt er .

Yapéelan MROodaki ADC dejervVvendir bPimgede diojhecuaka
ol arak ADCdejerlerinde azal ma saptanmasé bu b°l ge
doppler ile kan akéménén artmék ol masé kor esiedir.
erken ve ge- d°nemde farkl el ekl ar g°stermektedir
¥zet

N°roendoskoplar sayesinde hidrosefalide Kant si st
-eékméxkt ér Se-iIlmik ve uygun olgul agdlar enNoOs&dkeompd &:
sajlanan fenestrasyonlar zaman i-inde kapanabil me
g°r<',lebilmekted|r. Hi drosefalinin dejerlendiril me
Beyin parakimindeleiripéerefyd any &P ECE]-iekii knll iek li il e tal
akemé hakkénda bilgi verir. Tedavi ©°ncesi ve sonr
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Gel i Ki msel Kal -a Displazisi Tedavi sind

Hastalarén Uzun D°nem KIlinik ve Rad:
Asst. Prof. DrvYr. Ksmail Y¢ken-
Wavuz Sel i m KemRehabilithayentHadtagekil ar é

¥zet
Gel i ki msel kal -a displazisi ( GKD) ; femur bakeéneé
l aksisite nedeni il e kal-anén tam dislokasyondan
gel i kim Kkusurudur Buk -ahEveasi tkegiadéapz Fakkht esi
Anabil i moganesdaarihl eri arasénda yapel de GKD t a
ge-iren 552 hastanén 689 kal-asénén 455 0pnéel aan-|é&akr
-al ékmaméza dahil edi |l di . Bakka bir klini kte m¢deze
ol an, ik fil mi bulunamayan veya dosyasénda vyeter
-al ekxma deéKk astaldreel2by?lBl8 &kydNRdé ayH>24 ay ol mak ¢zere 4
yapélan 41 hastanén 66 kal-asénén dejerlendirildi
48 ayl ekt e MAYAR yapeéel déejéenda lyiakatord ardraaméredal’
dejerl endiril mesinde, ortalama~ sS¢re 18, 77 N 12, 8
ortalama takip s¢releri 17,22N 6,78 yéel de. En uz
ortalama son kot r o | yaké 18,66 N 6,62 yakte. Hastal ar én
5 ayl ék al-é&dan sonr a, hi-bir hastanén kal -a hare
durumuna g°re Ponseti aabsdégrkessiiyminn ca rhtatzéeér éd ydgey |éa nine
MAYAR sonrasénda enfeksiyon g°r ¢l medifi tespit e (
ol gularén hi-birine kan replasmanéna gerek duyuln
11,2 ay, Konisberg ve ark. da 7,7 ay, Morcuente ve ark.da 14 ay, Mankey ve ark.da 12 ay olup Herring ise
giri ki mi 12 ay alténda sénérl é tutmuxktur (15, 16,
17, 42N8, 87 ay idi. Or t%012a Ma2 107# ,anE nydél Ing kk etmarieil b ivrei
sonucunda MAYAR yak araléjénén genik tutulabilece
Anahtar Kelimeler: Gel i Ki ms el Kal -a Displazisi

GKRKK

Ge |l i kki amdisgdhzisi(GKD) ; femurb a kK @seteéboullum - i uywhneinus a j |
laksisitenedeniile k a | - tanmdéslokasyondark a | instabilitesineuzananklinik d u r
g e | ikusurudur(l).

khy@mnagl & me K
uml-aenké@ah - a
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GKDO diof u manalk a | ekleminesahip bebeklerde- o c u§ @ Iniakkiarma dahin @ & i t | i
etkilerledeo | u k a bg 9 regleejPdrkc el welr i adnogj | uakna &-néak térimel989da Kl i si c 6 i n
°ner iGEKDojatalka d| and &1,28.1 méexkt er

Displazi asetebulumg e | iekkism kifadejedemSubluksasyoneklemy ¢ z e alr ersiélnidiak i ni r
tamamenb o z u | nba mildak temasbulunandurumunuifade ederkendislokasyonisefemurb a Kk &ameée n
olarakasetebulumdan z a k | a k ina gadr (1L3B).

Yeni dlog lanstabilitesinins € k % 8,1-% 1,5a r a sféanrdla °esl t&8&). Taramalaraklinik
muayenere USGe k | e n dougran% 3l ,elérékadary ¢ k s(@.1 i r

Barlow, 601 n f abminineGKD iled o] dwepununda% 6 0 6 g ma& mimé af t a% &0 diani n
y a K a n2eanyéénatabihhaleg e | d kajan%nli 2 6 druptiinstabilitenindevamederek G K D1ge yol
a-t @°an e rBudak,4/1000c a mlo ¢ o ma n & raexlegd).

MATERYAL METOD

Bu- al eéKamadenizTeknik; ni v e rT£pa k g Drtopeslive TravmatolojiAnabiimDa | & n d a
19802005tarihleria r a syéanpd@K@tan.eks c&n nolanhastalaincelendi.Cerrahig e - 552k @ast anén
689k al - a4S5®& ma&n e k d ¢ k Kontple gelenhastalardarMAYAR y a p é |- aan |éarrmdahihé z a
edildi. B a k Biraklinikte m¢, d a hediléneteratolojik ve n © r o Izemjndek a | -- éak dap, @k filmi
bulunamayarveyad o s y a yeterh dilgi olmayan, takip s ¢ r eysé | dabhaaz olan hastalar- al &€ Kk ma
dekédredakéel deé.

Hastalar6-12ay,1318ay,1924 ay,>24ayolmak¢, z edmgreptaincelendi
Modifiye Mckay Kriterleri

M¢ k e mnRtabitve a | r éiskeazl topallamayok Trendelenburgbelirtisi (-) ve eklemin hareket
a- éhkamej é

Ky S$tabilvea | r lBirk @ 4 noraaly ¢ r gadahafif topallamaTrendelenburdpelirtisi (-) ve eklemin
hareketa - é k | l@afiffle @ sl atvara n ma

Orta i Vasat Stabil,a | r birskeéazl ve /faveya (+) Trendelenburdelirtisi ve / veya eklemin hareket
a- ékl arthderecdimé s et | anma

K° t Stabilolmayan,a j rbie kK &1 tepallamave/ veya(+) Trendelenburdpelirtisi ve ekleminhareket
a- ékn &&f d udelakaé s € tvara h ma s & jn wislokasyoryok

B ak ar Stabieamayan,aj ryaldeea ] r dis & a | tomallama(+) Trendelenbuy belirtisi ve
dislokasyorvar.

Severin Kriterleri

1. Grup:Normalk a | - a
CEa - &% 8®13y axr ail €if @)
CEa - &3 B(lly ackz dastalai - i n)

2. Grup: Femurb a kaynuyadaasetabulumupnrtaderecelideformitesimevcutolup, eklemind i jt & rm
komponentlernormaldir.

Grupl(a)ve(b)CEa -déeJ er bgmnéseédéer .

3. Grup: Displazikk a lo-l ana s & jn @mubloksasyotulgusuyoktur.
CEa - &% B®13y ar ail €i @)

CEa - &3 @y ackz dastalai - i n)

4. Grup: Subluksasyon

OrtaderecedéModerate)CEa - paitf yadas € fi @dbé r .

K1 dereceCEa - aegaiiftir.

5. Grup: Femur b a torginal asetabulumuny u k a r éysaél nagimadaésekonderbir asetabulumla

ekl eml exkir.
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6. Grup: Redislokasyon.

BULGULAR

MAYAR y a p @lhaars t6a@ln@&in- aleg§ reé n ebud iat e khdaasptoenkgr- @ y lea k ,
beydsp48ay | MRYAR .Y ap é | d/éajxe h d &ld 42N8,83a y dimeliyats o nr aeskémn d a
takipd e ] er | e n d ortalamaane i8¢/ 7/N285a y d é .

Sonb a k v wrawpdkantollerde,h a s t artalamamkips ¢ r el7¢ rBj28§ € | Ed @uns e 30
y éenk é mldps ¢ riseSyi él deé.
Ha s t altatamasamkontroly a k8@6N6,62y a kKt € .

Hast alosry@an a e € e ardeliypts o d mygudadarba y laé k aahrami - hba srt kaanl é-na
hareketlerindé& €& s étéspite d & k ngefd¢j |jAdy.r. & a b - dumimunag © Panseta b d ¢ ks i yan é
uygulanmas ¢ r ea i nhit azie@di Ayer] &c aHastaddMAYAR s o nr aenfékaiybrg © r ¢ | medi j
tespit edildi. SadeceMAYAR uygulanantek veya- i tf d r @lf ¢ ©h & ¥ B kan riepiee ma n gemrela
duyul. madeée

6-12ay 13-18ay 1924 ay >24ay toplam %
M¢ kem 21 27 3 6 57 86,36
Ky i 0 0 0 0 0 0
Orta 0 0 1 0 1 1,51
Kot ¢ 2 6 0 0 8 12,12
Bakar 0 0 0 0 0 0
Tablo 1. 66 Kal - aldaS drowun-kls@%ymen eYajk@l € meé
6-12 1318 1924 >24ay| toplam| %
ay ay ay
Severinl 17 31 1 6 55 %283,33
Severin2 2 0 2 0 4 %6,06
Severin3 2 0 0 0 2 %3,03
Severind 0 0 0 0 0 %0
Severinb 1 0 0 0 1 %1,51
Sever6-7- 1 2 1 0 4 %6,06
8
TOPLAM 23 33 4 6 66 %100
Tablo 2. 66 Kal-ada Anatomi k Sonu-1I|larén Yack
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AVN var Vakas ay &€ s é
T ¢ Imsta 6 (%14,63) 41
6-12 ay 4(%30) 13
13-18ay 1(%4,76) 21
19-24 ay 1(%25) 4
>24ay 0(%0) 3

Tablo 3. Avadekrezun MAYAR Yakl aréna G°re Da
TARTI k MA

Hay adlk denk a b @ m ¢l ®dadspe, r vetakips ¢ r e szunbidrP n krmip s &&«®pl8iik i ni n
sosyaldurumunue t k i Dild @ileJetoplumudailgilendirenbirha st al é kt ér .

Normalk a leklemining e | iagetalbulevetriradiatk & k éile igi aaktralizeo | nfemurb a&®as énda
genetikolarakb e | i r birebn¢nyi ¢gdargesinigerektirir. Bu nazik d e n g e n i ekleminia anormal
gel i kolant aeak nddaivena $elz ulakcwdjey i | dierd.i T enceddvikjéiskeahhe- an én
y a K adat@sonrakid © n e ml| smriluhattg e | ebiirmriektedir(8).

GKDO6 dyea g& ruguntedaviy ®° nt e mmien i I me gnil Anatomik olarak r ed ¢ ksi yonu
kor unkrearsieahé zsakend®, n e natk g i r igerektimmeyenk a | - -ad kaar 49y & kdk®érrt
haftadaPavliikb a n & a j| ¢ a fe@drbaarkeldycar e d edileébibyorsa;stabilpozisyonuss aj | @ ma k e
tedavi4-6 haftadevamettiriimelidir. Bud © n e md e ujoumalbir k a | -sahipalabilmek a vsa& d ér
(10).

G K D 6 tedawmisindehangik a | - ree gamanve hangiy ©° nt engmid a ledihesiger ek air t ie Kk ma
konusudur Ortolanive Barlow pozitif, k a | - debaaiedémesikonusundaprtakg © rveakr Béd ¢ ksi y on
veredislokaspna r adaisgkensantrikr e d ¢ k eddeegilemiyorsaAR endikasyonw a r (81¢ r

FergusorMAY ARD @ 7detbar i f |222dayai ase u kilygu & a navsyee @ nmé fakati r ,
1 9 8 2s6edneé B-18ayokrakd i | di Roosek tydanb y ¢ Jeasetabulen - €40dereée;, z er i nde
olan hastalarday ¢ k ©raridab a Kk ar Bs E d i1 ®émticelli % m c etddavie d i | n@EKD okdle
y a Kladabuy ° nt Eml han él mibli die(¢2iBdaniir

MAYAR uygulamay a K & meerark. da ortalamall,2ay, Konisbergve ark. da 7,7 ay, Morcuente ve
ark.dal4ay,Mankeyveark.dal2ayolupHerringiseg i r ilRayarli t € @ dtaurtl n@(l& 161 71)Bizim
serimizdeMAYAR uygulamay a ar@lamal 7 , 4 2 &/&dj. Qrialamal7,22y é | tdkibikizde %92,42
or anmp K amueayi s o nelde etmemizsonucundaMAYAR vy a&r al @jearinhul abi | ec
k a névwsaérndaé k .
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Abstract

Objective:To investigatethe efficacy andsafetyof pectoralisnerveblock (PNB) for surgicalanesthesia
and postoperativeanalgesiaduring breastcancer surgery. Design: A prospectivecohort study. Setting:
Anesthesiology& reanimationandgeneralsurgerydepartment®f a tertiary carecenter.Patients Datawas
extractedrom the medicalfiles of 72 patientswho underwensurgeryfor breastcancer Interventions Group
I (h=33) wasthe contrd group who had generalanesthesianly, while Group Il (n=39) had undergonea
combinationof type | PNB beforethe induction of generalanesthesiaMain outcomemeasuresBaseline
descriptivesyisualanalogscale(VAS) for pain,hemodynamiparametersuchassystolicanddiastolicblood
pressuresand pulserate, Ramsaysedationscore,durationsof operation,needfor additionalanalgesicand
antiemetianedicationsaswell asincidenceof nauseandvomitingwerecomparedetweer? groups Results:
Therewereremarkablaifferencesbetweer groupsregardingVAS results.On 1sthour postoperativelythe
average/AS scoreof Groupl was1.826timeshigherthanthatof Groupll. Onthe3rd hour,theaverage/AS
scorein the controlgroupwas 3.278timeshigher thanthe groupthatunderwentype | PNB. Similarly, VAS
scoresn Groupl onthe6th hourwas4.975timeshigherthanGroupll. Onthe12thhouraftersurgery VAS
scorein Group| was4.608times higherthanthatin Groupll. Systolicanddiastolicblood pressuresheart
rates,nauseandvomiting frequenciesandRamsaysedatiorscoresveresimilarin 2 groups.ConclusionWe
suggesthata combinatiorof typel PNB canbeusedasa safeandeffectivemethodfor analgesiaftersurgery
for breastcarcer.

Keywords: Breast Cancer; Surgery; Analgesia; Pectoralis Nerve Block.

Introduction

Breastcanceris the mostcommonform of cancerin the femalepopulation.Eventhoughits treatmentis
multidisciplinary,surgerycompriseghe mainstayof treatmenfor thevastmajority of casesNot only minimal
or conservativesurgerymay leadto remarkablgpostoperativgpain, but alsoa significantnumberof patients
may developpersistenipain. To eliminatethe pain after breastsurgery varioustechniquesuchasthoracic
paravertebralhoracicepidural,intercostaherveandinterscalendrachialplexusblock havebeenused[1].
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It hasbeenreportedthatthe surgicaltreatmeniof breastcanceris usuallyassociateavith both substantial
postoperativeain andrestrictionof shouldermobility especiallyin the acutepostoperativeperiod[2]. Even
though methodssuch as thoracic paravertebrablock (TPVB) have beenperformedfor achievementof
adequatgpostoperativanalgesiafter breastsurgery,it may not be sufficientto relievethe pain particularly
in theaxilla andtheupperlimb [3].

Pectoralnerveblock (PNB) is a new methoddevelopedor accomplishig both surgicalanesthesiand
postoperativeanalgesiaduring and after breastsurgery.It is basedon the introduction of local anesthetic
solutionbetweerthethoracicwall musclesandthereforet is not associateavith major adverseeffects[4,5].
ThePNB typel is a superficialtechniquehatis utilized effectivelyfor surgicalproceduresuchasplacement
of breastexpanderandsubpectoraprosthesis.

Thepurposeof the presenstudywasto assesshe efficacyof PNB typel in patientstreaedsurgicallyfor
breastcancer.

Materials and methods
Study design

This prospectivestudy was performedin the Anesthesiology& Reanimationand General Surgery
department®f a university hospital. Approval of the local institutionalreview boardwas obtainedfrom our
institution beforethe study (Number/date)Adherenceto the principlesannouncedn therevisedversionof
theHelsinki Declaratiorwasprovided

A prospectiveanalysiswas performedon the dataderivedfrom the medicalfiles of 72 patientstreated
surgicallyfor breastcancer.Theeligibility criteriafor this studywerea diagnosisof breastcancer, 018 years
of age,andan AmericanSocietyof Anesthesiologist§ASA) statusof 1-3. The exclusioncriteria involved
drug allergy, chronic pain disorders pre-existinginfection at block site, morbid obesity, systemicdiseases
such as diabetesmellitus, cardiac disease,renal dysfunction, neurological deficits, chronic obstructive
pulmonay diseasegr coagulopathy.

Anesthetic and analgesictechnique

After anovernightfastingperiod,all patientswerepremedicatedvith alprazolanmD.25mg andranitidine
150mgorally thepreviousnightand2 hoursbeforethe surgery Patientdhadreceivedeithergenerabnesthesia
only (Groupl, n=33)or PNBtypel (Groupll, n=39).In this purposeatotal volumeof 25 ml of ropivacaine
0.5%, had beenintroduced.The averageageof our patientpopulationwas5 4 . 5 4 Nrange:29 ® 78).
Group, | hadtramadol 100 mg (ContramaF, Abdi K b r akhli #ns t a Tiubkeyl (asa slow intravenous
infusionin 15 minutes)andparacetamahsananalgesi@attheendof theoperationPectoraliserveblocktype

| was administeredising bupivacainehydrochloride(Marcaine®, AstraZenecaTl ¢ r kKil y@an.Kst anbul |,

Turkey with a total volume of 20 cc (10 cc isotonicsalineand 10 mg bupivacaineampulwith a doseof 1
mg/kg).

These blocks were carried out under aseptic conditions in the preoperating room
half anhourbeforethesurgeryusinga 22-gaugeneedlgPajunk,Sonoplexstimcannula,GeisingenGermany;
80 mn) usingthe sameultrasonographySonosite)nc., Bothell, WA, USA andlineararrayprobe(38 mm,7i
12 MHz frequency.

The patientwaslying in the supineposition,andthe armwasabducted The ultrasoundprobewas put at
the midclavicular level inferolaterally to identify the axillary artery and vein. Afterwards it was moved
laterallyuntil pectoralisminor, andserratusinteriormuscleshadbeerrecognkedatthelevel of thethird costa.
The PNB type | block aimedto anesthetizéhe medial and lateral pectoral nerves,which innervatethe
pectoralismusclesThis block hasbeenachievedoy injection of bupivacainegn thefascialplanebetweerthe
pectordis majorandminor muscles.

Following the cleaningof theinfraclavicularandaxillary regionswith appropriateantisepticsolutions the
ultrasoundprobewasput obliguelybetweerthethird andfourthribs underthelateralonethird of theclavicle.
After the identificationof the appropriateanatomicalkstructuresthe skin puncturepoint wasinfiltrated with
1% lidocaine. The block was performedusing a medial in-planeapproachwith a 22-G needle,which was
advancedo thetissueplanebetweerthe pedoralis major muscleandpectoralisminor muscleat the vicinity
of the pectoralbranchof theacromiothoraci@arteryandlocal anesthetisolutionwasinjected
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The patientwasundercontinuousmonitorizationfor electrocardiogramandoxygensaturationwhile heart
rate and blood pressurewere recordedat baseline after performingthe block, and every 5 minutesfor 30
minutes.Any possibleblock-relatedadversesventdike hypotensioror vascularpuncturewererecorded

The induction of generalanesthesi was performedwith injection of fentanyl1 O g / iktgwvenously,
followed by propofol 1.5/ 2 mg/kgintravenouslyuntil the disappearancef verbalresponse.

VecuroniumO0.1 mg/kg was administeredntravenouslyto enhancerachealintubation. Anesthesiawas
providedwith nitrousoxide 60%in oxygenandisoflurane(with a minimal alveolarconcentratiorof 1i 1.3).
The ventilation of the lungs was provided with positive
pressureventilationto keepthe endtidal carbondioxide level betweend4.0 and4.5 kPa. The patientswere
undermonitorizationfor ECG, nonrinvasiveblood pressureSp0O2,andnasopharyngedkemperatureluring
surgery.The heartrate and blood pressurenvere measuredeforeinduction, after induction, after tracheal
intubation,atthetime of skinincision,andthenevery5 minutesuntil the endof surgery.

All patientshada continuougnfusionof normalsalineatarateof 5i 8 ml/kg/hourduringthe operationin
casethemeanarterialpressurexceeded 20%of baselindor two consecutiveneasurements bolusdoseof
fentanylwasgiven(1.00 g / ItcayenouslyThetreatmenif hypotensior(meanarterial pressure<80% of
baseline) was made with boluses of
normalsaline,while bradycardia(heartrate <40/min) was treatedwith administrationof atropine(0.6 mg,
intravenously).

Antiemeics (ondansetro®.1 mg/kg) wereadministeredoutinelyto all patientsbeforethe endof surgery.
The remainingneuromusculablock was antagonizedvith neostigmineand atropine,and the tracheawas
extubatedn casethe patientswerecompletelyawakeandbreathingsufficiently.

The monitorization of patients was maintained for 24 hours after surgery in the
postoperativeroom. A patientcontrolledanalgesigpump,setto delivermorphineatabolusdoseof 2 mgwith
alock-out interval of 10 minutes,waslinked to the patientfor rescueanalgesiaNo backgroundnfusionwas
performed

Outcome parameters

The outcomemeasuresf the studyconsistedf baselinedescriptivesandpostoperativelata.Descriptive
variableswereageandbody-massindex (BMI), diagnosisdurationandtype of operation.The postoperative
parametersinderinvestigationweresystolicanddiastolicblood pressuresheartrate,level of postoperative
pain, gastrointestinakide effects suchas nauseaand vomiting, needfor additionalanalgesicor antiemetic
medicationsand Ramsaysedationscores.Thesevariableswere assessedn 1%, 34, 6" and 12" hoursafter
surgery.

Postoperativpainwasevaluatedusinga visualanalogscale(VAS rangingbetweerQi 10; 0: no painand
10:worstimaginablepain).Postoperativeauseandvomitingwasassessedsinga four-pointnumericalkcale
(O: no nausea and vomiting, 1 mild nausea, 2: severe
nauseaor vomiting). As a rescueantiemetic, ondansetrormvas administeredat a dose of 0.1 mg/kg
intravenoushyif thescorewas?.

Ramsaysedationscalewasusedto assesshe level of sedatior[6]. Ramsaysedatiorscalewasdescribed
asfollows: 0-1: comfortable2: mildly uncomfortable3: uncomfortable#: very uncomfortable5-6: agitated.

Theneedfor additionalmedicationdor analgesi®r antiemetigpurposesvasnotedas0: noandl: yes.
Statistical analysis

Datawereanalyzedusing StatisticalPackagdor Social Sciencegprogram(SPSSnc., Chicago,IL, USA
version21. Descriptivedatawere expresse@ds mean,standarddeviation, median,minimum and maximum
values.Categoricalvariableswere expresses numberand percent.Comparisorof groupswas carriedout
via St u d g+estid parametrictest assumptionsavere met, or performedwith MannWhitney u test if
parametricassumptionsverenot met Chi-squardestwasutilized to comparethe variablesbetweengroups.
Regressiormnalysiswas performedfor the needfor additionalmedicationsyisualanalogscale,andRamsay
sedatiorscores. Level of significancewassetat p-value<0.05.
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Results

As shownin Table 1, analysisof our datayieldedthat two groupsweresimilar regardingage(p=0.570),
bodymassndex(p=0.056) thedurationof operation(p=0.791) andthetype of surgeryperformedp=0.187).

We did not detectany significant differencesbetween2 groupsconcerningsystolic and diastolic blood
pressuresr heartratesmeasurean 1%, 3, 6™ and12" hours,postoperativelyTable 2).

Theresultsof analysisof informationcollectedfor theincidenceandseverityof nauseandvomitingin 2
groupsdemongratedthat therewas no significant differencebetweer2 groupson 1%, 3¢, 6™ and12" hours
aftersurgeryfor breastcancer(Table 3).

Therewereremarkabledifferencesbetween2 groupsregardingVAS resultsindicatingthe level of pain.
On 1% hour postoperativelythe averageVAS scoreof Groupl was1.826times higherthanthatof Groupll.
On the 3" hour, the averageVAS scorein the control group was 3.278 times higher than the group that
underwentypell PNB. Similarly, VAS scoresin Group! onthe 6™ hourwas4.975timeshigherthanGroup
Il. Onthe 12" hour after surgery,VAS scorein Groupl was4.608times higherthanthatin Groupll (Table
4).

Therewereno remarkableifferencesbetweer? groupsconcerningneedfor additionalanalgesicor antk
emeticmedicationr RamsaysedatiorscoreqTable 4).

Discussion

Insufficientrelief of postoperativepainis associateavith delayedecovery,increasedealthcareostsand
diminishedpatientsatisfaction[7]. Different adjuvantsare utilized in regionalanesthesido facilitate and
prolonglocal anestheti@nalgesiaandreduceopioid requrementsandtheir side effects[7].

The pectoralnervesblock is a lessinvasiveand safemethod,as comparedo the otherinterventions.It
functionsasa superficialnerveblock, andit canconstituteanalternativeto otherblocks (e.g., neuraxialand
paravertebrablocks), which provide good analgesiaduring and after breastsurgery.Pectoralisnerveblock
hasbeenemployedfor postoperativgpainmanagemenn breastsurgeriesuundergeneralinesthesigg].

The vastmajority of the regionalanesthesigechniquesvere usefulfor the control of postoperativgpain
via decreasingpiatedosageinddiminishingthesideeffectsfor patientsvhoundergdoreassurgery[8]. Even
thoughTPVB is still consideredasthe gold standardf regionalanesthesianethodfor breastsurgery,it has
remarkablalisadvantagesuchasinvasivenesandpossibility of importantcomplicationssuchasinadvertent
vasculampuncturehypotensiongpiduralor intrathecakpreadpleuralpunctureandpneumothorax0.5%)[9].
Hence, TPVB may not beappropriatdor all breastsurgerycases.

Pectoralisnerveblock is a peripheralnerveblock thathasbeendescribedecently,andit is preferredoy
anesthesiologistslue to its safety and efficacy [5]. Pectoralisnerve block is devoid of risks such as
sympathectomwhich canbeencountereafter TPVB andepiduralblockade.TPVB maynot beableto block
medial and lateral pectoralnervesas well as long thoracic and thoracodorsaherves,which leadsto the
insufficiencyof the analgesigaricularly after breastsurgeriesogetherwith axillary dissectionLower pain
scoreshadbeenreportedafter PNB groupin comparisorto TPVB groupafter modified radical mastectomy
[10].

The risks of PNB suchas intravascularinjection and upperlimb fistula can be avoidedby the use of
ultrasoundproperlyandthe achievemenof the appropriatespreadf local anestheticsThis techniquecanbe
especiallyusefulfor shorteninghedurationof hospitalizationThe PNB canbeemployedastypel or typell.
ThePNBtypel is apracticalandsafesuperficialblockbasedntheblockof lateralandmedialpectoraherves
ontheplanebetweerthefasciaeof the pectoralismajor andpectoralisminor musclesThis techniquecanbe
usedfor variousbreasturgerieandPNBtypel canbeusedin conjunctionwith PNBtypell if it is inadequate
by itself [8].

The majority of PNBsareperformedundergeneralanesthesidor the managemenof postoperativepain.
A comparisorof generalaneshesiaaloneandtogetherwith PNB demonstratedhat PNB group had better
VAS scoresjower needfor analgesiconsumptiorbothintraoperativelyandpostoperatively11].

Moon et al. reportecthat postoperativ@auseandvomiting, aswell assedatiorscores,werelessfrequent
andpatientsatisfactionrwasmoreimprovedin thePNB group[8]. However theyhadusedPNB typesl andll
togetherithus,it is difficult to compareheir resultsto our findings. In additionto theseadvantages?NB can
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offer a sak andpracticalalternativeto generalanesthesian someinterventionsespeciallyfor patientswho
cannotreceivegeneraklnesthesifl?2].

Thespreadof local anesthetisolutioninjectedmay dependbn differentcircumstance$ike bodyposition,
rapidity of theinjectionandthe placemenbf thetip of the needle In the currentstudy,the PNB typell was
performedin the supineposition as describedby Kulhari et al. [13]. This position may haveaffectedthe
distributionof thelocal anesthetisolution.

Ourresultsarein harmonywith therelevantpublicationssincewe notedthatVAS scoreswveresignificantly
lower after PNB type | on postoperativel®, 34, 6" and 12" hours.Therewereno adversdocal or systemic
reactiongn thegroupthatreceived PNB typel, andthis is animportantfinding sinceit supportshe safetyof
this techniqueTheanesthesiologistzho will performtheblock mustbeawareof anypossibleadversesvents
associatedvith this blockandmustbereadyto manageanypossiblecomplications.

Thelow incidenceof nauseandvomiting andsatisfactorysedatioroutcomessreflectedo Ramsayscores
may belinked with decreasedemandor opioids. This is animportantpoint indicatingthat peripherainerve
blocksnot only providesufficient painrelief, but alsoneedfor additionalmedicationswill bediminished,and
polypharmacyrelatedsideeffectswill beeliminated Thereforecosteffectivity hasbeenmprovedin multiple
aspects.

EventhoughPNBshavebeenrecentlyintroducedandthereis a lack of experimentakvidencethey may
possesgpotentialattributedto the easeof theprocedureandsafety.Theconcomitanuseof PNBtypesl andll
aswell TPVB in variousbreastsurgeriesandtheir comparativeadvantagesnd disadwantageseedsto be
investigatedn furthertrials.

Themainlimitations of thecurrenttrial includeretrospectivalesign,smallsamplesize,anddatarestricted
to the experienceof a singleinstitution. Lack of assessmeruf otherblockssuchasTPVB andPNB type i
constitutesanotherrestrictionfor extrapolatiorof our resultsto largerpopulations.

Conclusion

To conclude,PNB typel is a simpe andpracticalsuperficialblock technique.Theresultsof the present
study indicatedthat PNB type | canprovidea safeand effective methodfor postoperativeanalgesian the
surgicaltreatmentof breastcancersClosecollaborationbetweensurgeryand anesthesiologylisciplinesis
crucialfor appropriateselectionof patients,rapid and early detectionof complicationsandthe development
of guidelinesfor this technique.
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Perioperative Results in Our Clnic, in Paients Who Was Appled With Laparoscopc Total and
Partial Nefrectomy Due to Renal Cell Carmoma

Abstract

Introduction:Laparoscopic total and partial nephrectomy is the surgical treatment option recommended for the
treatment of Renal Cell Carcinoma(RCC). Compared to open nephrectomy,it ptesglgsrioperative blood
loss,less pain, faster recovery time,less hospital stay-tesng oncological results are similar to open
surgery.we aimed to present our experience regarding the perioperative results of patients who underwent
laparoscopic treatemt for RHC in our clinic.Materials and Methods:The data of patients who underwent
laparoscopic radical nephrectomy and partial nephrectomy for RCC between January2016 and July2021 were
retrospectively reviewed. 91patients were included in the study.Bfmatimderwent laparoscopic partial
nephrectomy and 83patients underwent laparoscopic nephrectomy.Demographic data of patients,tumor
size,histological subtype of tumorstage,preoperative and postoperative hemaoglobin,creatinine
values,duration of surgeryyeunt of blood loss hospital stay and complications examined.Results: 56 of the
patients included were male and 35 were female.The mean age of the patients was3@By@€39.The mean

tumor size was 63(2726)mm. According to TNM staging,21 patients Adgb3 patients hadT2and17 patients

had T3 RCC.Clear Cell was detected in 72 patients,Papillary in 11 patients,and Chromophobe type RCC in 8
patients.While the mean preoperative hemoglobin value of the patients was 1317(8)gddl; mean
postoperative haoglobin value was 12.9(16117.2)g/dI(p:0.16).Blood Suspension replacement was required

in 4 patients.Open operation was performed in 4 of the patients due to renal vascular injury.In one patient who
underwent partial nephrectomy,open operation was peefdrdue to ureteral injury and ureteroureterostomy

was performed. While the mean preoperative creatinine value of the patients was -IL@0gbdl; Mean
postoperative creatinine value was 1.13@.8)(p:0.12). Mean surgery time was 67-U23) minutes.
Perioperative blood loss was 40{280) ml. Mean hospital stay was 3.1(2)days postoperative atelectasis

was observed in 2 patients and ileus in 5 patients. They recovered with medical treatment. Conclusion:In the
surgical treatment of localized r, lapacopic is an effective and safe treatment modality with low bleeding

and complication rate.

Keywords: Renal Cell Carcinoma, Laparoscopic Nephrectomy, Laparoscopic Partial Nephrectomy
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s ék&mplikasyonkanamaolupb a | éy asra&k| ,solidoagany a r a | avedipaframy a r a | gilm ma s é
d i jkemplikasyonladab i | d i r Rostomeratiins & Komplikasyoniseileustur.Bizim- al é Kk daa € z d a
5 hastadadleus,4 hastadadamary ar al ghAmg é d ¢ .

Laparoskopilcerrahidenadirolsadaportyerindet ¢ mekimineb a jekineo | a b ildielcdeijriBa znéi Kt i
yazarlamportyerindekime t a s t agresifvaprogresith a s t bitpéajré-od daspehur t nBiz | er d
- al é k mbasna@ardepart yerindetumorme t a s tg & z Im&Surg ke ark. 2014).T ¢ m° endlok
-ékarwéndobagleu |l | anrtkisnelzEeingdygrudnmekt eyi z.

T1 ve T2 olan kitlelerde benzeronkolojik s 0 n u bdnzerdig14). ¢ a | € Kk ma rmd&rektomiile
kar kel ygmatp &irmall &dlkenjaidé reegcutb ul g u | aerlaparnskokcerrahinindahaiyi
perioperatifs 0 n ueldeamemizis a] | ad%y IEnyek bt b r elirtgen deek iadkahamak € s a
ameliyats ¢, r dakahzpostoperatifanaljeziki h t ikaba edigebilir komplikasyororanla é-naél € Kk ma mé z d
dasaptadék(14).

Parisyelnefrektomi,ise T1 b © b it ¢ ln%e s¢e - i T2mhi° b it ¢ knC°hastalardanefron koruyucu
cerrahiolaraktavsiyeedilmektedir.Bir - a | € amaiyadtd n ¢ mogmalkreatinind ¢, z e yelikelr®i b r e i
olanklinik Tlat ¢ m%lanpastalardasadikalnefrektomis o n g @ 5 &enikim © b h a k tia-ltekiislke
f akt ° radikal¢nefrektomi o | d ubjeul i r t Rddikal nefrektamiye g ° rpestoperatif b © b r e k
f onks i y dund aa jébyad kalitesinin parisyel nefrektomidedahaiyi o | d tbjed i r t(15). mi Kt i
laparoskopikparsiyeln e f r e k & o ameld/atabenzeronkolojik ve fonsiyonels onuv A a dAgnmr € c a
laparoskopikP N & dperasyorve iskemis ¢ r e | damauzanond d w§kank ay b éaha@zno | duj u
g° st er (L6). Bizimde laparoskopikparsiyelnefrektomis o n u 4 I & eile ayungurolup,s e - i | mi K
vakalardadahaerkeny a ts & k postopgratif analjeziki h t i y azalmameddahaaz kanamayaneden
ol maktader .

Bul gu llaparaskogikzerraiinin R HK 6atkinveg ¢ vekné kiulydeal anabhlgilil®enceenjliiy | €
verileri - er mekt edi r .
¢tal ex mhmmi € a B¢ lastdsaary& meE @ |é maesré@rospektifo | ma sPeodpektif,a - € k

nefrektomiile k a r Kk &€ | alarakd ra madhl@ g e nhastagrubunui - e ¥ @ h é Kk merileranizih a
desteklenmesierekmektedir.
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Sonu-:

Lokalize RCC cerrahitedavisinddaparoskopiknefrektomiperioperatifdahaaz kanamave komplikasyon
or a nekipveg ¢ v e k ¢ k Lylgudaeabilirtedaviy ° nt emi di r .
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Abstract

BackgroundandAim: A seriouscomplicationof endovasculatreatmeniof cerebrovasculadiseasess an
unwantedforeign body in the vascularsystemmay causeseriousclinical complicationssuchas pyrogenic
reactions granulomatouseactions particulatedepositionthrombosis.andthromboembolizationWe aimed
to describethis rare but extraordinarycomplicationafter vasculartherapybasedon polymer coatingsor
migratedcoil partsseparatedrom intravasculamedicaldevicesusedin diagnosticor therapeutigrocedures.
MaterialandMethod: Between2011and2015andevaluatedhe cause management&ndoutcomesof these
proceduresWeidentified7 casesn aretrospectiveanalysisof 953endovasculatreatmensequenced:oreign
particles in unwantedlocalizations were experiencedin 5 AVM and 2 aneurysmtreatmentsessions.
Localizationof foreignparticleswasICA in 5 casesML1 inferior trunkin 1 caseandAcoM-Al junctionin 1
caseResults:Snaredevicewasableto beutilized in 4 selecteccasesTherewere3 successfutetrievat out
of 4 trials with snaresystemall of which wereretainedcatheter.One of the unsuccessfulrials with snare
systemncludesa migratingcoil whichwastrappedo thelCA wall with anEnterprisestent.In anothempatient,
migratedcoil wastrappedwith Leo+ Baby stent.In the other patient,two EVOH (Ethylenevinyl alcohol)
polymer castingson the lower body A2 and M1 were successfullyretrievedwith the Catchmini retrieval
device.Conclusion:lt is importantto be awareof the iatrogenicembolizatimn complicationcausedby the
rarely brokenpartsof the devicesusedin endovasculatreatmentsto obtainan accuratediagnosisandto
provide appropriatereatment.Technicalsuccesswith snaredeviceis optimumif the eventis successfully
managedluring endovasculaprocedureSnaredeviceincluding 3.2F versionshouldbe availableat all times
in anendovasculasuite.

Keywords: Endovascular Theraplatrogenic Embolization, Snare Device System

Serebrovaske¢l er Hast al @kl a&rnédnm EYmdboavnacsék ¢Plaerrt i Tke;d d v

¥zet

Ama - : Serebrovaske¢gl er hastal ékl arén endovaske¢l er
i stenmeyen bir yabancé cisim ol up, pirojenik rea
tromobz ve tromboembolizasyon gi bi ciddi klinik kom
prosed¢rl er icin endovask¢l er tedavi sonrasé kull
par-alaré sonucu olé&acklamplui knaasdyi orn ufnaukna tt amné&rmd daana s é
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2011 ve 2015 yéllarée arasénda ve bu prosed¢rlerin
tedavi dizisinin retrospektif anal i ziomde&anévrizmnak a b
tedavi seansénda istenmeyen | okalizasyonlardaki
lokalizasyonu 5 olguda ICA, 1 olguda M1 inferior trunkus ve 1 olguda A@oM bi | ek kesi nde b
Se-il en 4 vaxkiadtae i8inakwel Icam@&@lzméxkt ér . Bul gul ar: Snar
3'"¢nde bakareéele bir kekilde kateter tutul muk ve

Enterprise stent ile | CA dBawk@&nkai kohdstpbada,asmi gred
Baby stentiyle tutul muk ve dijer hastada A2 ve Ml
d°k¢m par-asé baxkar él é bir kKekilde Catch nerni g ¢
tedavilerde kullanélan <cihazlardan nadirde ol sa
kompli kasyonunun farkénda ol mak, dojru bir tekhis
Endovaskg¢l er prosede¢m meédamldaEhedabaoarkmast alya liapékaki
sistemiyle teknik bakaré optimum d¢izeydedir. 3. 2F
m¢dahal e alanénda mevcut ol mal eder .

Anahtar Kelimeler: Endovascul ar T h dolizgpy, Snark Bevicebygstem i ¢ Em

GKRKK

Beyinanevr i zmajyladyéekd X080 | gmaydanagelirvebu® | ¢ mlyanr58i & K € n
al t ek idaikiheydanbgelir ve tedaviedilmezsey ¢ k die%k| ¢om ayrmaék | %d0'aékladar- é k't €] €&
tahmin edimektedir. (1) Hem tekniklerdeki hem de k u | | anmageryadlendekiilerlemelerg® 2 n¢ n e
al endarjewizmdvea r t e r amalforenasyonlai - teraih edilen mevcuttedavicerrahidereiyade
embolizasyondur.

Ge - garygaz ¥ &lpninimal invazivolan e n d o v atekkikdrirekru | | a nrauszzambir
geni K Iteammdykeu N u 0 .e n d o katetsrlkr pdlitetrafloroetilen(PTFE) astarlarve hidrofilik
kaplamalardahil olmak ¢, z ekr aey g ainyl iélj egikat mar - nh ea ¢/ ralathylenievinyl alcohol (EVOH)
polimerlerdeny a p éBu &aplamalarve polimerlerd ¢ K g krt kmmes agptavapkegsed¢r
s ér ag @ I ididemebikrlik, kolay lezyong e - ivevaios pat meayil &yAnamkbut ¢ r
y a b amaddelerinv ¢ ¢ ugingesi b a zigkleri de beraberindegetirmektedr Endovaskphet ar é
malpozisyonuembolizasyonuk € r & \Jemigrasgonwe n d o v ans¢kdga headlitesinsionn u - vedbu € d ér
g er - e kdistalembolizagyorve mikroinfarktlaro | a b i lilerics g Jr img@&,4) ¢ r .

Yabadasing ékaried yapig €nt ea @k Ir aaypamdl¢aredarbkiortaya- € k maus € ,
tekniklerin evrimine olan ilginin devame t t igj®isnier m@,8,1,8Ha Iri. h aneveut cdiahaz | ar &
kullanarakp r o0 s eat; k ic weég 4 vi ennibelirleneki i- y aanb acisimlé@inendov aywllkal @ mée
ile ilgili sondeneyimlerimizig® z geni r di k.

MATERYAL veY¥ NTEM

2011ve 2015y € | d raa saEtaladnay a #6@lan( a r d-F58yke 953 endovak ¢ |tedlavidizisinin
retrospektifanalizinde3 k a dvé serkekolmak¢, z e7rvakabelirledik. Bu vakalardee n d o v aysakbs,d necr é
cisimleri- &€ k a r- ma ywaktué K a ngré d £ endyLrnl eetvidamd mu - d eajr érnléeYradiarndaiek .
cisimlerinendosr a s k-, & leair -Eiembralyoldany a k | abkA¥M @ @ r t e r matfovmasyényke 2
anevrizmatedavis e a n ssenmeyenokalizasyonlardaky a b aoracr é i (Koil, kateterp a r -E¥GHe
kopolimeri)tespitedildi. Y a b apnacrét i kokalizasgau b aigudalCA, 1 olgudaM1 inferior trunkusve
1lolgudaAcoM-Alb i | e k budusuyandd.® e - i4 VakadaSnarecihazsistemik ul | anél méekt ér .

Snaresistemi4 hasta¢, z e r deneddiktensonra3 ' ¢ b d & air € & k¢ ikdtetest u t u Vergerik
al é e mwBhardsistemiyleb a K a olénhandiz vakadaEnterprisestentile ICA duv akod par - as é
s ék é Kkt 8a alirmastadapgigrasyonau | r akaild&o+Babystentiylet u t uvedhiu jhastadad2
ve M1l altg © v d e i&iiEX@HgEthylenevinyl alcdhol) polimerd © k p mr b & x &ir i€d l€iChtah e
mini gerialmac i h a gedayll éan B2kvérsiyonunu - esnagen i hearzdéo v ans¢kd;al ke k as é nd a
-okul | gef@awildéa dgP ol mekt ¢r .
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TARTI KWESONU ¢

Teknoloji gel i kdger ke ekemndoVapk plseerd sraly ékedleBrarak ar t makt adé
E n d o v atedavinindamarsistemindey a b ainasmink a yclad bir komplikasyondur.

En dov atedadldrdeyr a b acisimlérink a y liyguncihazs e - vemie r | e k soumuierl anae s i
indirilmesi gerekenb ¢ y ¢ bire problemdir. Y ¢ k ske&kk a r ave éninimal morbiditesi nedeniyle
e nd o v aylla tedawsidenenmelidrEndov amkg¢d lrea b a ysergy @ | katlandrala r vet &
bu nedenley a nk @ xu ml a nvd @nbadid cihazlarlailgili raporlardaa r tKté &véyk embolizebir
cihazlak a r k € | ailk karath@jk & rad Harif céi nhdaezig In € ngerakipgg e r e k melhhak ¢ d ¢ k .
f r a g ma ak a rogulakhastalarddelkidef r a g mgerindedb ré @rakklahakonservatifbir strateji
uygulanabilir. Geri almaday a p éafresihg i r i khicml¢dkr ¢ dEek,ar éKateterlender o #aha
y ¢ k srankdasemptonve® | Aikdirentarihselserilerb u | u n d u r ¥hrarkaakakdFesherve Ferreyro
(9),1978dei nt r a vyaasbkagiceerleilgili bir | i t eincelemesy a y & medrapati@radayanarak
b u g kadar(toplamday a k | 78 Rast&),%38'lik bir © | ¢ m dlae%71'lik bir ciddi komplikasyonor a n &
tanéml adé.

Literdatyglaraky a b acism€é k ar ié gerel8 a e r ibultemmadkzerdur; ancak,mevcut
raporlaradayanaralo ay @r @ ¢ 2 I e ralperl Embdlizek & |. aelley lz € kadekerlehemenhemen
herzamarbir k € s k muhtenselerembolizec i hdalal®lay kapanacak e keiyehidenk o nu ml andér me
y a r d ®laraké&avisli bir kateterlea | € na & a k tké&@m.u ml a nshrénallér| bim &ugak veya
e n d o v aanlafpreepsiile - € k a r &haeedistemleric 0 u ny al kk dcignoirsserbesbir ucuveya
-evr el eiyelka tl lednin segmentio | d u J kuinldlaaEm & Ik& Bir.aidu iolnayanbir kateter
p a r gil@ E@r aesnegenellikledahauygunbir konumaharekeeden&adarbir tutucuforsepshelezorkateter
veyas a p t téliilenae k i b & kb Bonumamanipy, | edilebilir. Endoskopikbiyopsileri - g el i Kkt i r i |
bir a r a@lan esnekkavramaforsepsleri,damaraparalel olmaktanziyade dik duran veya serbestbir u -
sunmayany a b acisimlerin- & k ar e { biraasrés a ] IBa cihazlar 3.5Frenchveya dahak ¢ ¢ k
boyutlardamevcuto | d u j ustardtiarthir, 0.0381 n - & B | kel bwzkateteres & | aarylr agesnayi
k e s kyakalanaki - wygunbir oryantasyongy © n | e n dderekmiyevekty Dahab ¢ y irk ¢ me n e
sahipbir k &€ | &atetednk u | | a nfasepslariskée,v r € int aeyak @ a rdanmatlaé - i hardket
ettiriimesinik o | a y | E& elara&$n&resistemininkeskink e nao | ma @was & a vkausl kl gal neierm
sondereceg ¢ vent ékliveg e k .v'anrédn@jnal gP asmésistanlerii nt r a vaaslkand cé
cisimlerin- & k a r ié-ldngeks¢énllg dhazo | ma 1(18)d e r .

Yeniar a- lyabaaeasomé- é kap mas e d gfahh darbiansii t | exeth & zdli § A chéer d é ]
i nandaéaij-dimétzr a vmesnklesit € k a ri mdlkng i r lierkn ihen zaman transkateteryoldan
yapél hasend&at Uayaeh aiwimlerinve gerialimaci hazlyapeés@émdakiel ékl
r aj nhasteserilerindeEgglinve ark %97 (11), Uflackerve ark. %95 (12) ve Chove ark. %92 (13)b a k ar €
or abn BEdi r mBwnkedenleq iars k gtentiemeveya embolizasyorngibi p r 0 s e diyguldyastr 4 m
hekimlerin, k o mp | i k a sedaviretlehilma@enié - imevcuty ° nt e mk eanlamagar ekt i J i n
i nanéyoruz.
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¥zet

Ama - Humerus, y¢ksek oranda remodehemedt adi kéemekbl
b¢yéek -ojunluju konservatif tedavi edil mektedir.

keréeklarée y¢ksek enerjili travmalar sonrasé meyda
ya depl aspeary-aa Ideade—rok Bu -al eékmada, 14 yakénda er ke
kapal @ red¢gksiyo ve peruktan pinleme ile yapéelan
yak erkek hasta ara- i-i bhuouwméi kskhéeérmnsgéesioheabarxndal
olarak cerrahiye aleéendeée. Hasta skopi ekl ijinde Kk
uygul ande. Ki schner tell eri il e yapél an tespiti
intramed¢l | er g°nderi|en 1 adet schanz pini uygul
rotasyonu °nl emek amaceéyla distalden proksimal e

Red¢ksiyon ve tesptayhkogdjvidaendbakhtdanp éesoaymgal lhagd @ dePos
bandajé -ekaréldé ve hastaya omuz hareketl eri °7J
schanz i ni -ékarel de. H a s -dilbi dnéeksijoau ghlainkgme dobii.r Haosnipa
ekl em hareket a-éeékléje tam idi. Sonu-: Ergenl ik -z
tedavisinde intramed¢l |l er ol arak g°nderilen schan:
ekolarak§ nder il en 2 veya 3 adet kischner teli rotasyoc
Anahtar Kelimeler: Pr ok s i ma | Humerus Kérej é, Er gen, ¢ocuk, (

Girick

Proksimalhumerusk € r & kolcaurké ju ol ddan&dirdir.Buk é r &kslmorc ukdalfud&r ékl ar én
%3 0 ¢onl ¢u Kt urlrh@kk éardagdneéllikle konservatiftedaviedilirler * 4. Bununnedeni,humerusun
uzun!l amas @a %8 06ha kmproksimalk é s & kg m a k | a’r.nTarhte duéerk s i z
biyolojiye k a holart cerrahlar,hert ¢ ryérgd e ] i Kt a + anleyyviermaagyenudikkatea | ma ks é z é n
konservatiftedaviyiu y gu | a@fé k| ar d

Liter a3ycarkdebnt é k @ a kv L5dyaa ka€l nt € erlckldekde,proksimalhumerusk ér €7 é nd a
bayonetob | u Kk u #80sniMve herhangbird ¢ z | @0dereceydkadara - € | a ygemidenkéenk i | | endi
kaydedtDini-eartl i€ k1O d rakadpgroksimalhumeruk € r é k 0 dere@kadamlanvarusu,
anteversiyonweya retroversiyonutoleree d e b i lb @il ji ir n ifiBu} la & «l mablcayr@&nf unl uj u
ergenolmayanhastalarao d a k | af'nré¥kzt eéle IL3iy ka ke &re r i nothmake izleeaiddik e k iyer d e
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d e ] i Kk yaralanmalarlaameliyatlatedavi edilen hastalardam¢ k e msnehug 1 areale@k mal ar
mevcuttur® 312,

Y é | boyaincadeplaseroksimalhumeruk é r & k- H anktédaviy i° nt ebmlledriirKordseniaté t i r .
y ° nt eamlaesrkohadsak ekola@yr© & jol@n d ag d élre &armientobraysleris ay € 1*ab% | i r
Cerrahitedavilera r a sisek d praé € ¢ k\vep g b kgniemaveyaa - € & d ¢ ke intgroattespit
yera | 4@%r®,
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Abstract

Introduction and Objectives:We aimed at evaluatingretrospectivelyeffects of surgeryon the clinical
symptomsandsignsandimaging parametersn the patientswith Chiari's malformationundergoingsurgical
treatment.Materials and Methods: Medical charts and radiological imagesof the patientswith Chiari's
Malformation type | who had surgical treatmentbetweenJanuary2008 and July 2014 were reviewed
retrospectively.The patientswere classifiedas thosehaving good (in whom the symptomsdisappearear
reduced), stabilized (with preoperativesymptoms persisting without any progression),or poor (with
preoperativesymptomsprogressingn the postopeative period) outcomesFindings:All patientsunderwent
FMD, C1 laminectomyand duraplasty.Seventeersubjectsunderwentremovalof arachnoidadhesions,10
subjectsunderwentopeningof the fourth ventricle, and one subjectunderwentsubpial resection.Of the
patients,28 werefemaleand 11 were malewith ratio of femalesto malesbeing2.5:1. The youngestpatient
was5 yearsold andthe eldestonewas51 yearsold, and meanageof the patientswas32.31N 35.31years.
Thesubjectswveredividedin two grouypsbasedn presencer absencef associatedyringomyeliathosewith
syringomyelia(Group 1, n = 15) andthosewithout syringomyelia(Group 2, n = 24). Postoperativelyin the
Groupl (SM + CM) 10 (66.7%)patientshadgood, 3 (20%) hadstabilizedand 2 (13.3%) patientshadpoor
surgicaloutcomesin theGroup2, 23(95.8%)subjecthadgoodandl (4.2%)subjecthadstabilizedoutcomes.
For the Group2, rateof recoverywashigherthanin the Group1 (95.8%and66.7%,respectivelyPe ar son 6 s
chi-squardest, P = 0.014).Rateof recoveryin 21 subjectsnith degreeof tonsillar herniationbeingmorethan
11 mm (95.2%)wasstatisticallysignificantlyhigherthan18 subjectswith degreeof tonsillarherniationbeing
lessthanl1l mm(72.2%)( P e a rchi-sgnat test,P = 0.047).Results:FMD is a safeandefficient surgical
method for the Chiari malformationswith or without associatedsyringomyelia. The subjectswithout
associatedyringomyelisbenefitednorefromthesurgery Complicationgelatedo CSFmaybereducedising
additionaltissueglues.Studieswith greatemumberof casesshouldbe conductedon the effect of degreeof
tonsillar herriation on surgicaloutcomes.

Keywords:Chi ari 6s Mal for mati on, Syringomyel iya, Decomp

Introduction

Chiari Malformationsarecongenitabnomaliesvhich happerwith the heterogradehangen placeof
posteriorfossastructuredrom foramenmagnumthroughthe cervicalcanal. The physiopathologyf Chiarii
I Malformationandthe accompanyig anomalieshasalwaysbeenanimportantissue.The naturalhistory of
complexdiseaséiasnot beenidentified yet *.
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Chiari Malformations may be difficult to diagnosesince they mostly have atypical and bizarre
symptomsA carefulclinical evaluations crucialfor a properdiagnoseandtreatment.

A consensubasnot beenreachedaboutthetreatmenof Chiari Malformationsaloneor togethemwith
Syringomyelia. Even though ForamenMagnum decompressio{FMD) is acceptedwidely for Chiarkl
Malformation,thereis no consensusn howthe operationshouldbe performed,

In this study we aimedto find the impact of surgeryon clinic symptomsand findings, screening
parameterandtherelationbetweerclinical resultsandsurgicalresultsi in aretrospectivananner on Chiari
patientsreceivingsurgicaltreatment.

Material and Method

Thefile informationandradiologicalscreening®f Chiari Malformation(CM) Type | Patientswho
receivedsurgical treatmentin K z matip ¢ e | &iviersity At a t Eglucdtionand ResearchHospital
NeurosurgenClinic betweenJanuary2008andJuly 2014havebeenstudiedin a retrospectivananner.This
study servesto find the impact of surgeryon clinic symptomsand findings, screeningparameterandthe
relationbetweerclinical resultsandsurgicalresults.

Theretrospectiveanalyzeof patientdataandscreeningstudieswas conductedoy the permissionof
K z niatip ¢ e | @nvérsity NonInvasiveEthical Committee.

28 of a39CM 1 patientswhotook partin this studywerewomen(71,8%)and11 weremen(28,2%).The
ratio of womento menwas2,5: 1. Theyoungespatientwas5 andtheoldestpatientwas51 yearsold andthe
averageageof the patientswas32,31N 35,31.Sevenof thepatientswerein pediatricagegroup.

All patientsreceivedpreoperativeranialandcraniocervicabreaMRI. Cerebrospinafluid flow MRI
wasconductedn suspiciouscasesn orderto determinewhethertherewasa cerebrospinaflow obstruction
onforamenmagnumevel. MRI Screeningsvereevaluatedn termsof tonsilarherniation,syringomyeliaand
syringobulbia.The patientswere divided into two groupsradiologically accordingto the MRI Screenings:
Patientswith syringomyelia(group 1, 15 casey38,5%))and patientswithout syringomyelia(group 2 , 24
caseg61,5%)).

Due to concomitantbone anatomy, in some patients were CAT scannedand plane x-rayed.
Concomitananomaliesvereatlasassimilationin two casesplatybasian threecasesbacillarimpressiorand
platybasian onecaseoccipitaizationin onecaseandscoliosisin onecase.

Pre operationtonsilar herniation levels of the patients were measuredand evaluated. Tonsilar
herniationlevelswerebetweerb,8mmand29mmandon averagel 2, 7mmlong. Tonsilarherniationlevelsin
all patientswere longer than 5mm. Patientswere categorizedn three groupsaccordingto their herniation
levels:Typel (5-10mm) 14 caseq35,9%),Type 2 (10-20mm) 22 caseq56,4%),Type 3 (morethan20mm)
4 caseq7,7%).

Symptomsand findings were divided into six groups:Headacheand/or neck pain, cranial nerve
dysfunction,motordisorder,sensorydisorder gait disorderandsphincterdysfunction.

Thesymptomsf thepatientdasted30 monthsonaveragendvariedbetweera minimumof 2 months
anda maximum of 10 years.In generalthe courseof symptomswas slow andprogressiveType 1 patients
were having dominantcentralcort symptomswhile group 2 patientswere having brain stemcompression
findings and symptoms.The most commonreferencefinding in patents with syringomyeliawas sensory
disorder(12 casesB0%)andit wasfollowed by headachand/orneckpain(10 cases66,6%), motordisorder
(8 cases53,3%),gait disorder(4 cases26,6%), cranial nervedysfunction(2 cases,13,3%)and sphincter
dysfunction(2 cases]13,3%)respectively.

Themostcommonreferencdinding in patientswithout syringomyelia(group2) washeadachand/or
neck pain (22 cases,83,3%) and it was followed by sensorydisorder (8 cases,33,3%), cranial nerve
dysfunction(6 cases,25%), gait disorder (6 cases,25%), motor disorder (5 cases,20,8%) and sphincter
dysfunction(1 case4,2%)respectively.

Surgical Technique

All patientswereoperatedy microsurgerntechniquaisinggenerabnesthesial hesurgicaloperation
wasperformedoy changinghe headandthe neckfrom prompositionto flexion position.
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Bonedecompressiois formedby a 3-4cm diametercraniectomywhich includesforemanmagnum
andC1 lamynectomy After that, durawasopenedn a y-shapeandin orderto preventsubarachnoidpace
from contactingwith bloodarachnoidvaskeptintact. After openingthedura,it wasdecidedo leavearachnoid
intactin paientswith syringomyeliaor patientswithout evidentarachnoigpathology.In all othercasesunder
theoperatiormicroscopearachnoidvasincisedstartingfrom theinferior cerebellatonsillesandwasresected
in orderto let tonsilles separatdrom ead other for foramenmagendiinspection.Foremanmagendiwas
inspectedn tencasedy coagulating-erebellatonsilleson ends. After that,duraplastywasenlargedy using
autologousoccipitalfascia.ln 23 casegissuegluewasusedafterduraplastyFinally, thecontusionvasclosed
by suturingthe musculadayer tightly.

After everyoperationgeachp a t i ceurseleadachesr secondaryncisionachesthreedayspostop
vomits. CSF leaks, fever, and contusionswere carefully examinedand noted.All patientswereinvited for
checkup andtheir neurologicahealingwasnoted.The patientswereaskeda threeoptionedquestionin order
to assesgheir recoverypostop:well (symptomshaveregressecdompletelyor remounteda bit), stabilized
(without progressionpreoperativessymptomscontinue)or bad (thereis progressn preoperativesymptoms).
After that, the patientswereclassifiedaswell group,who benefittedfrom the operation,stabilizedandbad
groupwereclassifiedtogetherwho did not benefitfrom the operation.

Justafter the operationeachpatientwascranialanduppercervical CAT scannedEachpatient,after
they weredischargedrom the hospitalsuggesteaheckup. | t uhderstoodrom the ambulatorycarenotes
thatthe caseswith syringonyelia hadtheir checkupsdonemoreoften. Thelengthof follow up wasbetween
3 monthsand6 yearsandtheaveragdengthof follow up was2,6 years.

In both groups,the dataaboutthe lengthof the symptomsthe healing,the radiologicalhealingwith
the rangeof sirinks, the complicationrangeand reoccurrencencidencewere collectedand analyzed.The
statisticalanalyzeof the collecteddataweremadevia SPSS15.0for Windows.In comparingcategoricatata
betweengroups,chi squaretestandindepenlentsamplet testwere used.P>0,05thresholdwas exceptedas
statisticallysignificant.

Results

In preoperativeMRI screeningsn 39 casestonsilar herniation(100%) in 15 casessyringomyelia
(38,4%),in 39 casebliteratedcisternamagna(100%)andin 20 casespeglike tonsilarwereseen.Tonsilar
herniationwaslongerthan5mmin all patientsjn 14 caseg35,9%)5-10 mmin 22 caseg56,4%)betweerl0-
20mmandin 3 caseq7,7%)it waslongerthan20 mm. Following FMD andC1 laminectomy after durawas
opened,in 17 cases(43,5%) arachnoiddissectionwas performed,in order to get rid of the arachnoid
adherencesn 10 caseg25,6)the4™ ventriclewasopenedandseenandin 1 case(2,5%)tonsilarinferior end
suppialresectionwasperformed.ln 12 of 17 caseswvherearachnoidadherencevasdetectedtherewasalso
syringomyelia.The other5 patientswerein group2 wheresyringomyeliawasnot seenln the meantimeboth
arachnoidopeningand 4™ ventricle anastomosislid not affect post surgerysymptonatic results.In MRI
screenings15 casesshowedsyringomyeliawhere7 of thesesyringomyeliawas limited in cervicalregion
(46,6%),in 8 caseg(53,4) cervicothoracakyringomyeliawas seen.In 1 case(2,56%), syringobulbiawas
detectedNone of the patientshad syringomeliawhich reachedconus medullaris.When preop and postop
MRIs of 11 patientswhith concomitansyringomyeliawereexaminedafter decompressiorit wasseerthat9
of them(81,8%)hadreductionin syrinx sizeand2 caseshadno changen syrinx size.10 of the patientswere
women,5 were manin the caseswheresyringomyeliawas seen.ln CM cases syringomyeliawas seenin
35,7%of women and45,4%in men.PreopandpostopCSFflow MRIs weretakenof 2 casesn groupl and
4 casesin group 2. In all thesecasesCSF flow in foramenmagnumposteriorwas higher in postopMRI
comparedo preopMRIs (figure 10). In all 15 casesvhereMRIs weretaken,therewasCSFflow in posterior
onforamenmagnumlevel. After evaluatingpostopMRIs, each28 casehada newcisternamagnaformation.

Patientsverecategorizedswell (symptomshaveregressedompletelyor remounted bit), stabilized
(without progressiorpreoperativessymptomscontinue)or bad (thereis progressn preoperativesymptoms).
Amongall patients 32 case484,6%)werewell, 4 caseq10,3%)werestabilizedand2 caseg5,1%)werebad.
2 caseggot worseafter decompressionThis canbe countedasa 5,1% surgicalmorbidity rate. In group 1
(SM+CM) 10 caseq66,7%)werewell, 3 caseq20%) werestableand2 caseg13,3%)werebadin termsof
postopsurgicalresults.On the otherhandin group2 (CM) 23case495,8%)werewell and1 casewasstable.
In other words, findings did not changepostop.When the healingratio of the caseswere comparedafter
decompressiorthe healingratio in group 2 was significantly higher than patientsin group 1 (respectively
95,8%and66,7%; Pearsorchi-squargestP=0,014).
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Theaverageageof the healingpatients(33 caseswas32,88N 1 3 , dréhealingpatients(6 cases)
was 35,17 N 1 6 , Hb\8ever, this difference was not statistically significant (independentsamplet test
P=0,710).Therewasno statisticallysignificantinteractionbetweergenderandsurgicalresults.

1 patientwith ingravescentindings wasgiven craniocervicaintersectiorand CSFflow MRI. MRIs
showedthat this patienthad CSF flow in foramenmagnumposteriorand new cisternamagnaformation.
Accordingto MRI results,the symptomsof the casewerethoughtto be relatedto cervical orifice andthe
patient was given laminoplastyoperationdue to cervical orifice. Patientwas stabilized after the second
operation Theotherpatientwith ingravescentindings wasexitusin 4™ day postopdueto sudderrespiratory
insufficiencyandconstiuteda 2,5% mortality rate. The averagenospitalstayof thepatientswas3,8 days.

Therewasno significantdifferencebetweengroupswhenthe effect of symptomsin preopperiodon
surgicalresultswasconsideredSymptomscontinuedor 32,2monthsN37 5 in thehealinggroup,52,5N21,5
in thenon-healinggroup. Therewasno statisticallysignificantdifference(P>0,05).

In thehealinggroup(33 casesjonsilarherniationwas13,7N57,5mmandin thenon-healinggroup(é
cases)10,1 N 25,6mm. Although the difference was not statistically significant (P=0,163),it was still
remarkable.n 18 patientswith lessthan 11mmtonsilar herniation,the healingrate was low (72,2%), 21
patientswith more than 11 mm tonsilar herniation, the healing rate was highe (95,2%). There was a
statisticallysignificant differencebetweengroups(Pearsorchi-squaretest P=0,047).In future researchthe
effectof tonsilarherniationlevel on postsurgicalhealingprocesamustbe examined.

Therewas90% healingin headachén patientswith headacheneckpain (27/30), 66,7%healingin
patientswithout headacheneckpain (6/9). This finding is remarkablealthoughit is statisticallyinsignificant
(Pearsorchi-squargestP=0,089).

Thehealingratioin patientswith sensoy disordemwasless(15/20,75%)thanpatientsvithout sensory
disorder(18/19,94,7%). Thisfinding is remarkablealthoughi is statisticallyinsignificant(Pearsorchi-square
testP=0,088).

Therewasno significantrelationfound betweermotor disorder, cranialnervedysfunction,sphincter
dysfunction,gait dysfunctionandsurgicalresult.

Therewas no significantrelationbetweensyringomyeliaresorptionand surgicalresult. One patient
out of two, whod i dhaesyringomyeliaresorptionhealedand oneremainedn the nonhealinggroup.5
patients(56, 4%) out of 9 patients,who had resorptionhealed,4 (44,6%) remainedsick. There was no
statisticallysignificantdifference(FisherexacttestP=1).

Postoperativeomplicationsweremeningitisin 3 caseg7,6%),CSFflow in 4 caseq10,2%),wound
site collectionin 3 caseq7,6%), hydrocephalyin 2 caseq5,1%) and superficialwoundinfectionin 1 case
(2,5%).The 3 meningitiscasesveretreatedduring the hospitalstay, usingantibiotics.Oneof 3 casesvhere
superficialwoundinfectionwasseerhadprogressedh shorttermandregressedafter3 daydrainerLP. In the
other2 casesvoundsitecollectionoccurredl monthpreopandthesepatientswereinternedandtreated.In 2
caseghewoundsitecollectionregresseafterlumbardrainageAll of the4 caseswvith CSFflow occurredin
the early period and were treatedduring the hospital stay with drainer LP. The patientswith wound site
infectionweretreatedby medicaldressingForthefollow up of thecasesvith hydrocephalyherewasnoneed
for shunting. For all complicationsthere was no needfor re-operationin none of the cases.However,
complicationdncreasedhelengthof the hospitalstayandtherisk of morbidity.

In 3 casedissueglue (Tisseeffibrin glue)wasusedafterduraplastyCSFflow in onecaseandwound
sitecollectionin anothercasewasseerasa complication.Thegroup,in whichtissuegluewasused(23 cases)
had less CSF complicationratio comparedto the group in which tissueglue wa s mged (16 cases)
(respectively8,7%and31,2%;Pearsorchi-squardestP=0,071) Thesdindingsareremarkablalthoughthey
arenot statisticallysignificant. In future studieseffect of tissueglue usageon CSFcomplicationsshouldbe
investigated.

Discussion

Chiari 1 malformation has variable clinical course and pathological findings. Variations in
symptomatologynakeit hardto handlehesepatientsproperlywithouta classificatiorsystemin this study,the
patientswereclassifiedas 2 groupsaccordingto their MRI groups:Caseswith syringomyelia(Group1, 15
cases)casevithout syringomyelia(Group2, 24 cases).
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Thereis still no consensusn the mostpropertreatmentor CM aloneor togetherwith syringomelia.
Although, foramenmagnumdecompressioms widely acceptedor Chiari 1 Malformation, thereis still no
consensusn how to performthe operation.All of the pastandcontemporarysurgicalapproachesontaina
suboccipitalcraniectomyalthoughthey mayvary in size.Eventhougha lot of neurosurgonsrecommend
large suboccipitalcraniecyomywith a wide lateral resectionof foramenmagnumreachingboth occipital
condylé€, othersadopta morelimited suboccipitalcraniectomyto minimize postopcraniocervicainstability
andcerebellamherniatiori*. Decompressiosizewaslimited to a 3-4cmForamenmagnumdecompressiorin
all casedn this researchthis procedurdncludeddissectingmedialpart of atlas.Nowadaystherehasbeena
consensusnthelevel od dissectedone.

Thereis a seriousdebde on whetherthe approachshouldbe intraduralor extradural All intradural
approacladvocatedelievethatduraplastyis very importantfor enablinga newcisternamagnaformationand
obtainingCSFflow betweenntracranialandspinalcavity. In additian, it is believedthatin operationsvhere
duraplastyis performed,the risk of postopcomplicationssuchas hydrocephaly,asepticmeningitis, CSF
leakageor pseudomeningocels increased.

In patientswith brain stemcompressior{group 2, 24 cases)simultaneouswith extractionofat | as 6
posteriorarcus,a foramenmagnum,which consistedof a small suboccipitalcraniectomy,was performed.
Exceptfor 4 casesarachnoidwasleft intact with a duraopening.In these4 casesarachnoiddissectionwas
performed,sincearachnoicadherencavasdetectedin all casesutologousiuraplastywasperformedjn order
to enablenew cisternamagnaformationand CSFflow in foramenmagnumregion. Cerebellartonsils were
under serious pressure,even after bone decompresion and opening a dura releasedthat pressure.
Intraoperativelyreemergencef pulsationsvasasignof cerebellat o n seiief. Adding duraplastyto bone
decompressiornabledelievingbrainstemcompressiomndCSFflow onforamenmagnunievel.

In all caseswith syringomyelia(group 1, 15 cases)foramenmagnumdecompressiomnda t | a s 0
posteriorarcuswereextractedln orderto reveald™ ventricleandkeeptheorifice, arachnoicadherencesere
removed.For us, this surgical procedureis a necesary stepto treat syringomelia.When there were no
adhesionsa duraplastywas performedand procedurewas ended.Exceptfor 2 caseswith no arachnoid
adherencein all casesarachnoiddissectionwas performed.When adhesionsvere detected microscopical
dissectionaverecarefully performedandit waslimited to openingof foramenmagendiln orderto minimize
vasculardamagen posteriorinferior cerebellararteryor brain stemdamageandavoid postoparachnoiditis,
anaggressivéntra-arachnoidlissectiom wasshunnedOnly in onecasesyringosubarachnoishuntapplication
was performed.In noneof the casesan obex plugging operationwas performed.It is known that openinga
shuntin syrinx andobexpluggingis relatedto a high reccurenceate’.

Arachnad dissectionis still controversialSomeof arachnoicadherencebaveaninhibiting potential
for letting tonsils to a more normal position. Inspectionof subarachnoictavity, especiallyin caseswith
syringomeliawhichd o rslBowseriouslevelsof tonsiar herniationin screeningdike theonesinKs k andar , e
a | stuilysarachnoicexplorationis important. Reductiorof cerebellatonsilsenablest™ ventricleorifice and
continuity of CSF flow from the 4™ ventricle. As a result, reduction of tonsils widens subtonsilarand
retrotonsilarcisterns,which leadsto syrinx resolutionand reducesthe pressureon superiorcervical roots.
Although some other researcherexprressedheir concernin their studies,we d i d cofhe acrossany
complicationsregardingscartissueformationby openingarachnoidor cerebellatonsilsreductiorf. Milhorat
andBologneseadaptedheir operationstagedo intraoperativeCSFflow measurementsy ultrasoundandin
light of thesecriteria, foundit necessaryo performarachnail dissectiorin mostof thecasea Howeverthere
wasno informationaboutpostopfindingsin bothstudies.

In astudyby Junpengetal., 76 patientseceived=MD andduraplasty61 casesverehealed80,26%),
12 caseswverestable(15,79%)and3 casesvereworsened3.95%).1n 2012Leeet al. performedFMD to 25
patientswith Chiari 1 Malformation.20 caseg80%)werehealed4 caseq16%)werestableand1 casg4%)
wasworsenedIn our study,out of 39 CM patients 33 caseg84,6%)reportedhattheyhealedpostop 4 cases
(10,3%)werestableand2 caseq5,1%) worsenef

In a studyby El-Ghandouret al. out of 32 caseswvith Chiari 1 malformationplus syringomyeliawere
treatedwith FMD; 14 caseg43,8%)healed,18 caseg56,3%)werestable.ln groyp without syringomelialO
caseg71,4%)werestableand4 caseg28,6%)healedIn a study,Junpenget.aldividedtheir patientsinto two
groups:Chiari 1 malformationpatientswith andwithout syringomyelialn group1 with syringomyeliaout of
56 cases43 caseq76,8%)healed,10 caseq17,8%)werestableand 3 caseq5,4%)worsenedIn group 2
without syringomyelial8 caseg90%) healedand 2 caseg10%) were stable(58). In our studyin group 1
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patients(SM+CM), 10 caseq66,7%)hadgood,3 caseq20%) hadstableand2 caseq13,3%)hadbadpostop
surgicalresults.Ontheotherhand,in group2 (CM) 23 caseg95,8%)hadgoodandl casé® hadstablepostop
findings. Whentherateof healingafter decompressiobetweentwo groupswascomparedcasesn group2
hadsignificantlyhigherhealingratethancasesn group1 (respectively95,8%and66,7%;Pearsorchi-square
testP=0,014).

Amongpostopcomplicationsjn 3 caseq7,6%)therewasasepticmeningitis,in 4 caseq10,2%)CSF
flow, in 3 caseq7,6%),woundcollection,in 2 caseg5,1%)hydrocephalyandin 1 case(2,5%)fleshwound
infection. 3 caseswith asepticmeningitis scenariowere treatedduring the hospitalstay. 1 of 3 caseswith
woundinfectionwasshorttermedandregresseafter 3 day drainerLP. In two othercaseswoundcollection
was developedl month after operationand they were treatedby interning them again.2 ¢ a s wosir@
collection was regressedafter lumbar drainage.All of 4 CSFflow leakagecaseswere developedn early
periodsandthey weretreatedwith drainerL P @uwwing their stayat hospital. A casewith superficialwound
infectionwastreatedby dressingsFinally, therewasno needto shuntapplicationin caseswith hydrocephaly.

In literaturethereis limited informationaboutsurgicalmorbidity. HoffmannandSouweidaneeported
thatthesurgicalmorbidity ratewas2,5%for patientswho weretreatedoy decompressioandduraplastybut
without openingarachnoid Ellenbogeret al. informedthatin 65 patientswho receivedarachnoiddissection,
duraplastyanddecompressiorihesurgicalmorbidity ratewasahigh 6,5%?°. In anotherstudy,wherel57 adult
Chiari related syringomyelia patients were operated by intra-arachnoid approach; 29 cases (18,5%)
encounteredpost@ complications and these complications consistedof neurological deficits (5,7%),
meningitis (3,8%), isolatedfever without infection (3,8%), cervical and extremity pain (3,2%), occipital
pseudomeningoceld,3%)and CSFleakage(0,6%).In Zhangeta | stuidgout of 69 patientswho received
wide spectrumFMD andduraplastyreportedcomplicationswere; woundbleedingin 3 caseg4,3%),wound
infectionin 1 cas€(1,4%),asepticneningitisin 4 caseg5,7%),CSFleakagdan 8 caseg11,5%),hydrocephaly
in 2 caseq2,8%),cerebellaptosisin 5 caseg7,2%)andoccipitocervicainstability in 5 caseq5,7%).

In our study, mostcommoncomplicationwas CSFsyrinx in 10,2%of the casesLiteratureindicates
thatusageof tissueglued o e sedu@ehisrate(10). However,in our study,whenthegroup(23 casesvhere
tissueglueis usedis comparedo the group (16 casesWwheretissuegluei s nsédtherewasa lower rateof
CSFrelatedcomplications(respectively,8,7% and 31,2%; Pearsorchi-squaretest P=0,0/1). Although this
differencew a s stdtigticallysignificant,it wasremarkableFurtherresearcraboutthe effectsof tissueglue
on CSFcomplicationsusingbiggerseries is required.

In this series hydrocephalywhich formed5,1%of casesafterdecanpression,is animportantpostop
complication which should be investigated.The questionwhether postop ventricular dilatation requires
surgical treatmentor not, should be answereddependingon clinical course.Hydrocephalycan recover
spontaneously. These2 ¢ a s postapclinical andradiologicaltrackingshowedthat, therewas no needfor
shunt.

It was mentionedthat central canal syrinxes causeunrepairabledamageon spinal nucleusesand
traktuse®’ andthis hasexplainedvhy somepatientscouldh &ecover althoughsyrinxesweregone.Therewas
no significant relation betweensyringomelia resorption and surgical results. 1 of 2 patients with no
syringomeliaresorptionwashealedandotherd i dhedl.®ut of 9 caseswith resorptiorb caseg56,4%0) were
healedand4 caseg44,6%)d i dhead. Therewasnostatisticallysignificantdifference(FisherexacttestP=1).

In groupl (SM+CM) 10 caseg66,7%)hadgood, 3 caseq20%) hadstableand2 caseq13,3%)had
badpostopsurgicalresults.However,partial healingor stabilisationof syrinx symptomscanbe countedasa
successfulesultin thesepatients,dueto progressivenatureof syringomyelia.ln group 1, whenpreopand
postopMRIs of 11 caseswvereanalyzedafter decompressior) caseg81,8%)hadreductionin syrinx size,2
caseq18,2%)hadnochangen syrinx size.Iln anotherstudy,wherealargesuboccipitatraniectomyandintra-
arachnoidapproactwasused,75,6%o0f casesadreductionin syrinx size,21,2%of caseshadno changeand
3,2%o0f casesadlargeronée?,

Whenthe effectof s y mp t epmiisu@ncen preoperativestageon surgicalresultswas compared
betweentwo groups,no differencewas found. In healinggroup,s y mp t contisudncewas3 2, 2 N3 7, 5
months,in northealinggroupit was 5 2 , 5 Rhdriths. Statistically there was no significant difference
(p>0,05). However,whenthecontinuancef preoperativessymptomsandsurgicalresultsis scrutinizedthere
wasa significantrelationbetweera goodsurgicalresultandshortnesof symptoms,especiallyin CM cases
with syringomyelia.
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In the long term follow up of CM 1 patients,the data and the reoccurrencancidenceatfter surgical
decompressioareonly a few. In a long term study (88 monthsaverage)including 157 adult patiens with
syringomyeliarelatedto Chiari, 6 caseg3,8%)wereoperatecgain38 monthsaveragefterthefirst operation.
In 2 casesout of the 6 failure wasengagedo partialdecompressioat the beginning®.

In our study,therewasnoreoccurrencen 39 CM casewith theaverage,6yearsobservatiorperiod(0%).
However,in 1 casewhich gotworse,craniocervicaljunctionandCSFflow MRI wasmade.Case2 stabilized
in postopfollow up.CM 1 createvvulnerabilityto degenerativeiscdiseasdecausef therestrictednovement
of thesuperiorcervicalspine®. Patientswith syringomyeliahavespinalcordatrophydespitetheregressiorof
syrinx. Even middle level degenerativehangesof cervical spinemay causeseriousneurologicaldeficits'.
This may seemneglectedbecausescreeningstudiesmostly makesonethink thereis no spacefor cord with
atrophyin cervicalstenosisarea.

Tonsilar herniationmore than 5mm is consideredas pathologicin adults$’*® However, the radiologic
criteria are not absolutefor tonsilar herniationdegreeand shouldbe consideredas clinicopathologic.Iln our
study, 18 patientswith tonsilarherniationlessthan11 mm, hadlow healingrate(72,2%),while 21 patients
with tonsilarherniationmorethan11 mm hadhigh healingrate (95,2%).Therewasa statisticallysignificant
differencebetweertwo groups(Pearsorthi-squard?=0,047).Studiesshouldbe madeonthe effectof tonsilar
herniationdegreeon healingpreopin biggerseries.

In this syudy,MRI screeningvasvery helpful for diagnoseandfinding out whethertherewassyrinx or not
andidentifying the reasonof the symptomswith the localisationof syrinx. 15 casesout of 39 CM1 cases
(38,5%)hadsyringomalia.The datawe gainedshowsthat thereis no corellationbetweertonsilarherniation
andsyringomyeliaformation.Otherwritersstatedhatstaticallythereis no certaincorellationbetweertonsilar
dent,theseverityof the symptomsandsyringomyeliacavity*®.

CM 1 malformationscanbehardto diagnosesincethey shaw differentsymptoms Syndromehasa clinical
variability which makesit difficult to diagnoseor may leadto misdiagnoseThe symptomsand findings
incidenceof our patientgroup(table2) showsonly aslight differencefrom theotherseriesreported®*?2 The
most commonfinding in Group 1 was sensorialdisorderand headachdollowed that. The most common
finding washeadach@ Group2 andsensoriallisorderfollowed that.

The symptompsof Chiari malformationsare relatedto age: while apneicseizures,cyanosisseizures,
swallowing difficulties and brain stemcompressiorare dominantin infantile period, scoliosisis the most
commonsymptomin the later childhoodperiod. Typical clinical findings are headachegait ataxia,sensory
disordersand motor disordersare not commonlyseenin children. They are dominantlyseenin adult$®?
Headachshowedhebiggestpostophealingratein earlyfollow up®.

In this study, healingratesobservedwnere90% (27/30)in caseswith head/neckpainand66,®6 (6/9) in
caseswithout head/neclpain. Althoughit is not statisticallysignificant,it is worth payingattention(Pearson
chi-squareestP=0,089).

Foramenmagnumdecompressiorand duraplastyis a safe and effective surgical methodfor Chiari 1
malformations with or eithout syringomyelia. Decompressivesurgery reducedthe brainstem pressure
dramatically and healed or stabilized the symptompsrelated to syringomyelia. Caseswith Chiari 1
malformations without syringomyelia benefitted more from the surgcal treatment. However, since
syringomyeliais a progressivaliseasein thosecaseghe stabilizationof thesesymptomss seenasa surgical
success.

After addingduraplastyto ForamerMagnumdecompressiorgisternamangaformationwasobserved
in all patients.Duraplastymay causeresolutionin syringomyeliaby increasingthe CSF transmissionn
ForamenMagnum posterior; but minor complicationratesin duraplastyare higher. The most common
complicationsrelatedto CSF,canbe reducedby usingtissueadhesivedike we did in our study. However,
studiesshouldbe madeabouttheimpactof tissueadhesiveon CSFcomplicationdn biggerseries.

Conclusion

In our study,casesvith morethan11 mmtonsilherniationdegreesndpreopheadandneckpainbenefitted
from the treatmentmore. Doing studieson bigger series,an algorithm can be developpedfor Chiari 1
malformationpatients.
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Abstract

Introduction and purpose:Acute epididymitis and/or orchitis is unilateral or bilateral infection of the
epididymis and/or testis. Scrotal Doppler ultrasonography(SDU) is performedfor diagnosis.Although
antibioticsaretraditionally treated,it hasbeenreportedthatvirusesaremorecommonin recentyears.Iln our
study, we retrospectivelyanalyzedpatientstreatedfor epiddymo-orchitis (EO) with the resultsof blood and
urine tests.Material and methodPediatricpatientspresentingwith acutescrotalpain are diagnosedwith a
definitive diagnosisafter SDU s performedForty-nine patientshospitalizedwith thediagnosisof EO between
2018and2021wereincludedin the study. The patients’ageat admissionthe monththey wereadmittedto,
which sidewasEO, C-reactiveprotein(CRP)levels,blood white blood cell results,completeurinalysis,and
urine cultureresultswere analyzed.Chi-squarewas usedto analyzethe datawith SPSSpackageprogram
(SPSdInc. Version20.0,Chicago)for statistics Numericaldatawereexpresse@sn andpercentandp<0.05
was consideredsignificant. Resultsin our study, 16 (32.7%)of 49 patientsdiagnosedvith EO presentedn
thespring.Thehighestnumberof patientq30 patients61.2%)wasseerin theadolescentl2-18 years)eriod.
Patientshad21 (42.9%)right, 25 (51%) left, and3 (6.1%) bilateralEOs.White blood cell countwasnormal
in 22 (51.2%)of 43 patientswhosebloodtestdatawereavailable,andhighin 21 (48.2%)patients C-reactive
proteinlevel washighin 13 (30.2%)patients.Only 1 of 30 patientswho underwentcompleteurinalysishad
leukocyturia.Urine culturewas not positive in any of the 27 patientsstudied.Discussionand conclusionin
our study, the absenceof significant leukocyturiain urine tests,the absencef growth in any of the urine
cultures,andthefactthatit wascommonin thespringsuggestiral factas. Its excessn adolescencsuggests
viral infectionsoccurringat anyage.Antibiotic usemaynotbeappropriatén patientswith a diagnosisof EO,
becausdigh white blood cell countand CRPelevationin bloodtestsmay alsobe presentn viral infections.
Thereis a needfor future studiesinvestigatng viral agentdn this regard.

Keywords: Epididymitis, Orchitis, Virallnfection

Introduction and purpose

It has been reported in different series that between 3.7% and 71% of pediatric patients\gresten
acute scrotal pain have acute epididyrhiticute epididymitis is an infection of the epididymis unilaterally
or bilaterally. When it is together with the testis, it is called epididpnabitis. Other most common causes
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of acute scrotal pain aitesticular torsion and appendix testicular torsion. If testicular torsion is not treated in
the early period, it results in testicular necrosis and atrophy. Therefore, in acute scrotal pain, an emergency
diagnosis is made using clinical findings, radgl@nd laboratory.

There are theories that reflux of infected urine into the ejaculatory ducts, reflux of sterile urine and chemical
irritation are due to drug use (such as amiodarone), and that the infection occurs with a systemic effect by
hematogenous dymphogenic spread. It has become controversial today that epididymitis in children is caused
by a bacterial infection secondary to urinary tract infeétitmurine cultures, clean voiding and®X®lony
growth are considered positive and the most commause is E.coli. In studies on epididymitis, positive
culture varies between-39% in different series. Very different results have been reported regarding
leukocyturia in urine analysis. Antibiotics are traditionally used to treat epididymitis irreiléHowever,
some researchers recommend the use of antibiotics in children with epdidymitis when there is a positive urine
culture and leukocyturia in urine analysis

In our study, we retrospectively analyzed patients treated for epididyohitis. We dscussed the
domographic characteristics of the patients, the results of blood and urine tests, and controversial issues in the
literature.

Material and method

Patients who apply to our hospital with the complaint of acute scrotal pain are examinedgaodetia
after Doppler ultrasonography is performed. Faritye patients hospitalized with the diagnosis of epididymo
orchitis between 2018 and 2021 were included in the study. The patients' age at presentation, the month they
were admitted, which side hagididymo-orchitis, Greactive protein (CRP) levels, blood white blood cell
results, complete urinalysis, and urine culture results were analyzeslq@irie was used to analyze the data
with SPSS package program (SPSS Inc. Version 20.0, Chicago) faicgahNsimerical data were expressed
as n and percent, and p<0.05 was considered significant.

Results

A total of 49 patients with epididyrorchitis were included in our study. Of these patients, 62% applied
in the spring and summer months, and the mostnoeam(10 patients) applied in April. Although the most
frequent admission age was 10 (20.4%), it was seen significantly more (61.2%) in the adolesk®&peéiR)
period. There was no sexual activity in any of the adolescent patients. Twenty one (42t@ppatients were
right, 25 (51%) were left, and 3 (6.1%) were bilateral. White blood cell count was normal in 22 (51.2%) of 43
patients whose blood test data were available, and high in 21 (48.2%) patiesa&ti@e protein level was
high in 13 (30.2% patients. Only 1 of 30 patients who underwent complete urinalysis had leukocyturia. Of
the 27 patients whose urine culture was performed, 25 were negative. Two patients were positive but reported
as contamination. Thus, the culture results of all patieMiose urine cultures were studied were considered
negative.

Discussion and conclusion

Epidymoorchitis causes and pathogenesis in adults are different from children. While sexually transmitted
diseases were the cause in adults, urinary tract infetdictors were blamed for this issue in children.
However, some studies conducted in recent years suggest that this situation has little to do with urinary tract
infection, and that this situation occurs more frequently with vifdsisour study, thebsence of significant
leukocyturia in urine tests and the absence of growth in any of the urine cultures suggest viral factors. In
addition, the fact that 16 (32.7%) patients applied in the spring again supports viral infection. However, the
fact that vial infections are common in infancy and school age, but the most common age is significantly
higher in adolescence, suggests that viral infection agents can be seen at any age, but are more common in
older children. In addition, hormonal changes in thdidgmis and testis during adolescence may also increase
the risk of infection. Elevated white blood cell count and CRP elevation in complete blood count may increase
in viral infections as well as bacterial infections. CRP level was found to be stdtistigaificantly normal
in our patient group (p<0.05). The use of antibiotics in patients with a diagnosis of epididghitis makes
it controversidl.

As a result, although a bacterial agent cannot be isolated in a child with apieidghitis, most ¢hicians
prefer the traditional approach, antibiotic therapy, instead ctimtibiotic follow-up due to the possibility of
scrotal abscess and testicular damage secondary to infection. For a clearer understanding of this situation
scientifically, there i@ need for studies investigating prospective and viral agents.
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Abstract

Introduction: CHARGE syndrome(Coloboma,Heart defects,Atresia of choanaeRetardation,Genital
anomaliesandEaranomalies)s a raregeneticdisorderwith someimportantanesthetiémplications.In this
paperwe reporta casewith CHARGE syndromehaving urinary diversionoperationdueto posteriorurethral
valve.In particular,we wantedto bring attentionto the anesthetiananagemendf the casebecausef some
importantimplications,includingpossibleairway managemerproblemsandcardiacpathologes.CaseA 16-
yearold boy (54 kg, 159 cm) with the diagnosisof CHARGE syndromewas scheduledor electivedouble
Monti operation.The patient had left ageneticand right hydronephrotickidney, neurogenicbladderand
posteriorurethralvalvethatresultel in postrenathronickidneydiseaseHe hadpreviousoperationsincluding
repair of tracheoesophagefistula and esophageadtresia,spinabifida repair, nephrostomygastroplication
for gastroesophagesdflux, orchiopexy,diagnosticor interventionalesophagoscopiemdbronchoscopieas
well. There were no anesthesigielated complicationspreviously. His airway examinationwas normal,
including Mallampati score of 3, normal neck extension,and mouth opening. Thoracic computerized
tomography obtained nine months before the procedurewas examinedand necessarymeasurements
performed Intravenousanesthesiinductionandrapid sequencéintubationwas performedsmoothly.Surgery
wascompletedvithoutanycomplicationsTherewereno complicationsn thepostoperativeareunit andthe
vital signswerewithin normallimits. The patientwasdischargedfter 7-day smoothfollow-up at the ward.
Discussion/ConclusionCHARGE syndromeis a rare genetic disorder with some important anesthetic
implicationsto beconsideredvhendealingwith the patientsperioperativelySomeairwayabnormalitieshave
beenreportedin the patientswith CHARGE syndrome,which can result in problemswith intubation
Anestheticmanagemenbf a patientwith CHARGE syndromeshouldinclude careful preoperativeairway
examination, including radiographic studies; difficult airway preparation;considerationof the cardiac
pathologiesconsideratiorof gastroesophagesdflux; andmeticulouspostoperativéollow-up.

Keywords: CHARGE, Anesthesi, Anesthetic Management, Airway

Introduction

CHARGE syndromewasfirst reportedby Hall et al. (1) andlaterindependenthby Hittner et al. (2)
The acronymCHARGE was definedby Pagonet al. (3), which summarizeghe cardinal featuresof the
syndromeColoboma Heartdefects Atresiaof choanaeRetardationGenitalanomaliesandEar anomalies.
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It is an autosomaldominantdisorderwith a prevalenceof 1:10.000people.In patientswith the clinical
diagnosiof thesyndromea defectin thegeneCDH7 onchromosom&q12is identifiedin approximately60%
of the patients(4). Someairway abnormalitieshavebeenreportedin the patientswith CHARGE syndrome
(5). In this paperwereporta casevith CHARGE syndromehavingurinarydiversionoperatiordueto pogerior
urethralvalve. In particular,we wantedto bring attentionto the anesthetiananagementf the casebecause
of someimportantimplications,including possibleairway managemenproblemsandcardiacpathologies.

Casepresentation

A 16-yearold boy (54 kg, 159 cm) with the diagnosisof CHARGE syndromewas scheduledor
electivedoubleMonti operationHe hadhealthyparentsandfour healthysiblings.Thepatienthadleft agenetic
andright hydronephrotickidney, neurogenidbladderand posterioruretral valve that resultedin postrenal
chronickidneydiseaseHe hadhypertensionhypothyroidismsubaortiomusculardystrophy,andmild mental
retardation. He was on levothyroxine, trimethoprim/sulfamethoxazoleoxybutynin treatment. His
echocardiographyevealedsubaorticmusculardystrophyandleft ventricularweb. Geneticdiagnosisof the
CHARGE syndromewas madeat theageof 14 andshowedCHD7 genedefect.Bronchoscopyerformedat
the age of sevendemonstratedsocal cord irregularity, bronchomalaciaprominent tracheomalaciagnd
posteriortrachealkcompression.

He hadpreviousoperationsincludingrepairof tracheoesophagefidtula andesophageatresiaspina
bifida repair, nephrostomy, gastroplication for gastroesophageateflux, orchiopexy, diagnostic or
interventionalesophagoscopiemdbronchoscopieaswell. We could not obtainanesthesiaecordsof these
surgeriesput therewereno anesthesiaelatedcomplicationamentionedo the parents.

Thep at i mreoped@tdvepreparatiorwas madefor the surgery.His airway examinationwas normal,
includingMallampatiscore of 3, normalneckextensionandmouthopening His preoperativéloodlaboratory
analysisrevealednormalblood countwith Hb:12.6g dL™; BUN:47 mg dL™?, Creatinine:6.7Mng dL™*, K:5.7
mEq L. Other parameterswere within physiological limits. Thoract computerizedtomography(CT)
obtainednine monthsbeforethe procedurevas examinedandnecessaryneasurementserformed.Tracheal
antereposteriordiameterwas about12 mm at the glottic region (Figure 1a). The narrowestportion of the
trachea, which was just above the carina, was about 9 mm (Figure 1b). There was no prominent
tracheobronchiastenosisor malformation.Chestx-ray obtainedone month beforethe operationwas also
examinedandrevealedho pathology(Figure2).

The patienthadintravenoudine on theleft-handdorsum.Intravenousanesthesienductionandrapid
sequenc@ntubationwasperformedwith thiopental7 mgkg?, fentanyll O dg?, rocuronium0.6 mgkg™. The
patientwas easilyintubatedvia classicalMacintoshlaryngoscopg€No:3) with endotrachealubeNo:7.0(9.6
mm externaldiameter) Anesthesiavas maintainedoy sevoflurane2% in oxygennitrogenmixture (40/60%)
and remifentanil0.1-0.3 O gkg* min. The procedurdastedabout105 minuteswithout any complication.
Acetaminophemarcotic basedanalgesiavas providedfor postoperativepain control, and the patientwas
extubatedn the operatingroomandtransferredo the postoperativeareunit. Therewereno complicationsn
the postoperativeeareunit andthe vital signswerewithin normallimits. The patientwasdischargedfter 7-
day smoothfollow-up attheward.

Discussion

CHARGEsyndromas araregeneticdisordemwith someimportantanesthetiémplicationsto beconsidered
whendealingwith thepatientsperioperatively Sone airway abnormalitieshavebeenreportedn the patients
with CHARGE syndromejncludingchoanahbtresiaandstenosismicrognathisandretrognathiaglossoptosis;
tracheoesophagefittula; laryngealstenosisor paralysis;laryngomalaciajaryngealcleft andweb; cleft lip
and palate(5,6). Theseabnormalitiescan resultin problemswith intubation(7) andthere are reportsof
cancellatiorof scheduledurgeriedueto theinability to controltheairway (5). In patientswith micrognathia
intubationcan be difficult dueto small jaw and anteriorlarynx. After induction of sedationor anesthesia,
completeor partial obstructionof nasopharynxcan exacerbateirway obstruction.Laryngomalaciamay
complicateinduction and may necessitateontinuouspositive airway pressureg(CPAP) application (6,8).
Laryngeabktenosisanbecongenitabr acquiredTherearecongenitaformsof laryngeaktenosish CHARGE
syndrome, including both intraluminal and extraluminal laryngeal pathologies (9,10). Acquired
tracheobroniial stenosishas also beenreportedin the literature, associatedvith repeatednfections and
traumaticprocedurego thetracheobronchiatree(11). Besidestheir anatomicabbnormalitiespatientswith
CHARGE syndromealso havean airway dysfunction. The componentof airway dysfunctioncaninclude
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hypotonicpharynx,fascialnervepalsy,salivaretention(12). So,bothanatomicalhndfunctionalaspect®f the
airway evaluationshouldbe madein thesepatients. Tracheostomys openedn up to 50% of these patients
dueto airway abnormalitieschronicaspirationretentionof saliva,andswallowingdisorderg(12,13).Some
otherfeaturesof thesyndromehavebeerreportedjncludingfascialpalsy,renalanomaliesiracheoesophageal
fistula, skeletalabnornalities, cleft lip-palate,andmicrognathiaOur patienthadesophageatresia,of which
hewasoperatedn neonataperiod.He alsohadrenalabnormalitiesincluding right agenetickidney andleft
hydronephrosi®ecausef the posteriorurethralvalve. Fortunately,he did not haveproblemsrelatedto the
airway. Retrognathiaand glossoptosisirecommonfeaturesof the syndromeandpharynxandlarynx of the
patientsmay be muchsmallerin the patients.Haraet al. haveproposedhe useof smallersize LM A dueto
thesereasong5). Brookset al. havesuggestedio useneuromusculablockingagentsonly after patentairway
controlandgoodventilation(14). Shimizuet al. havesuccessfullyusedGlideScopé for trachealintubation
of thepatientwith CHARGEsyndrome(15). Differentsizeendotrachedlbesdifferentlaryngoscopedviagill
pliers, oral andnasalairways,different typesof laryngealmaskairways(LMA), stylets,andbougiesshould
bepreparedor thesepatientsVideo or fiberopticbronchoscopghouldbe madeavailableif awakeintubation
is planned Examinationof CT or x-ray radiographieshouldbe performedogetherwith the measurementsf
trachealdimensiongreoperativelyPercutaneousr surgicaltracheostomit shouldbe availablewith good
communicatiorwith thesurgeonsisalastresortplan.In our patientwe performedetailedairwayexamination
beforethe operation,including the measurementsf the trachea,andthe intubationprocesswvas uneventful.
Still, we preparedall the necessey material to deal with unexpecteddifficult airway. Different size
laryngoscopesndotrachealubes,stylets,bougies LMA, andtracheostomits wereavailable.

Thepatientscanhaveairway eventsat the postoperativestageaswell. Blake et al. (16) havereported35%
of postoperativairway eventsin the patientswith CHARGE syndromejncluding decrease®, saturation,
airway obstruction due to increasedsecretions, decreasedrespiratory rate, stridor, atelectasis,and
pneumothoraxinterestingly posoperativeairway eventswerefoundto behigherin thepatientswithout cleft
palate,comparedwith thosewith cleft palate.Certainsurgeriesjike thoseinvolving cardiovasculasystem;
diagnostic scopes, including laryngoscopy, bronchoscopy, nasopharygoscopy; those involving
gastrointestinaractresultedn morepostoperativairwayevents Surgicalprocedureivolving eyesresulted
in no postoperativeairway events(16). Cranial nerve involvementis one of the specific featuresof the
CHARGE syndrame, andcranialnerveslX andX havebeensuggestedo berelatedwith thedifficulty in the
handling of the airway secretions(16,17). Thesepatientsmay have prolongedpostoperativemechanical
ventilation need,so it is not prudentto plan ambulatoryanesthesiafor them (8). In our patientwe did not
experiencenypostoperativairway eventneitherin the postoperativeareunit, nor attheward.

Patientswith CHARGE syndromecan experiencanultiple operationghroughouttheir lives dueto many
pathologes. Thereare reportsof both increasedand decreasedncidenceof airway problemswith ageing
(6,16).Blakeetal. (16) haveproposedo combinesurgicalproceduresandin this way decreasg¢heincidence
of airwayrelatedevents.

Anesthesianayalsobe complicatedby cardiacdefects gastroesophageedflux, andhypotoniaaswell (6).
Our patienthad subaorticmusculardystrophyand left ventricularweb. PreoperativePediatricCardiology
consultationwas made, and this condition did not complicatethe maragement.He had operationfor
gastroesophagea¢flux at the ageof 18 months.Still, we managedhe patientas he hadincreasedisk for
gastricreflux andaspirationandperformedrapid sequencéntubation.

Our patienthadonly threeabnormalitiesof theacronymii.e., heartabnormalitiesmild mentalretardation,
andgenitalabnormalitiesBut thereweresomeassociateédbnormalitiesjncluding esophageadtresia renal
agenesigaswell. Patientavith nearmissCHARGE syndromamnayalsohaveairway problans, andthis should
alwaysbeconsidered®6).

In conclusion,anestheticmanagemenbf a patient with CHARGE syndromeshould include careful
preoperativaairway examination,including radiographicstudies;difficult airway preparationconsideration
of the cardiacpathologiesgonsideratiorof gastroesophagerdflux; andmeticulouspostoperativéollow-up.
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Figure 1. ChestCT view of the patientobtainednine monthsbeforethesurgery.

a) Glottic level

b) Supracarinal level
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Figure 2. Chestx-ray view of the patientobtainedl monthbeforethesurgery.Notethe hemodialysis
cathetelinsertedirom theleft subclaviarvein.
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edi |l mi ktir
Anahtar Kelimeler: Ant eri or spinal f¢gzyon ve eikiskotyozg mant asyol
Girick

Yunanctadrdeatolan skolyoz terimi, e ] yani- ar g @ k a gggmeltedirOmu r g ganaé n
ej ri | belrimedsiur il a n Bulomegedef@mitesinilk defat a n & nH iapy aknrKifoz, fotd@ r .
ve skolyoz kelimelerini ilk olarak Galen (MS 131-:201)t a r a fo&ayalaatné | n& kvtdécateliente
s ar é |suretigles deformitenin d ¢ z e | t Pall Megina (625690) bir tedavi y © nt elanak
uygul amek tParel6A mlz rylal el 15 h59@ skolyozunnedenlemia r a K t postéral k e n ,
nedenlerirskolyozayola - a b i |ifadee § minAyt ri éncudlik b a s ébsaéjphesplejiyive konjenital
skolyozutarif ederekdeformitenind ¢, z e | 1 i i emikdssklery a pt € i mé&de®neEinek © dygr uk un
skolyozayola - a b i |ifadead@rékotirmaa | é kK k a n9 ré & ridikkate e &Abyir .gkolhazi - hirn
t a kegzersizleile berabelkorsek ul | @ A € mé rbiud &1 n nmuevwadherlr 7. 6 4ydadpedraksiyonu
gel i kve Guennil 8 3 9skalyazund ¢ tilmdsiney °© n dlk ¢ekahitedavit e k wlanjmiyotomiyi
ortayaat mékt ér .

Skolyozunb a k aerr@hiteglavisiHibbsile b a k | @um&eabbveRi s s e a b € n mdalcarahé y | a
tedavisil940y & | @ideckkbelli bir temel¢, z e roit rue t u Defomitenin nadyolojik © | - meatodu
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Cobbt ar a ftagfredla n rRisserddaformiteyia | - sy mlag Ind kadawd ¢ z e | t somrad i, ety ® m
uygul gm8gkt er

Har r i ngitropmléauge € nh & t i skolyezs ceyahiginde devriim ni t el ibif igred @ K me
olu Kk t ur nHamingtanrl960y € | &antebeacerrahisine- o0 ¥ °© nbir poyut k a z a n dis&aksayon
kompresyonr u b u kd alr iekveeduy tnn Wesilgili lks onu-1982y ehgaganl(Bdnékt ér

Skolyozuncerrahitedavisindekib ¢ y @ k a maHkolgozar ak der malo66y e h &nmdal mas é
sonucuskolyozagetirilen standardizasyoile k a t e d i Defermikeniriidiyopatik skolyozda¢, -boyutlu
ol dujanbakglzmaa meekt é rtedavide -doy@lu d ¢ z el 5 mé¢ ¥y ia gisiemerik
gel i ktyi°rntheeyna i 8)miokotOe ( 1 hubyaha-ni Wetek - u b u-ku buuk-l gurka x a k
anteriore ns t r ¢ maistaméeskyuol nl a nked kmaay raveabs gisgemlarining e | 1 kKt i Al$ | me s i
cerrahitedavisindeanteriore n s t r ¢ ongpostedoseyn s t r ¢ maiyi biraatteynatinoal mu k tt ur ( 9) .
boyutlud ¢ z e | imkaaty 2 n dyems t r ¢ maistamierinipgpen! i Kkt i & bdyuthedseijyelrel er e
uygulanabilenyeni s & n é fsistemimah t i yYWa ¢ @ mvanbud ht iLenkeve arkach Kk |taaréaf énda |
gel i ktgiirdielrar ek xtir (21,10, 11) .

Bu -al ékmada ama-, klininijimizde cerrahi ol ar a
kullanéelan AI'S vakal ar éne, Lenke kIl asi fitnaeksvg on si
anterior giorri kgiim iikliemip oksatrexréil akt ér makt ér .

Materyal ve Metod

Cukurova | niversitesi Tep Fakg¢ltesi -Q008 taghlerd i vV e
araséenda ad°lesan idiopatiktekHaviyordt erhijsienkanmzar
é-é¢hce¢g kukak stabél ézasyon sistemi uygulanan ve vy
Ger eci olukturan Al S vakalarénén 510i k ézl77a¥ 206 s i
araséeénda ortalama 54 ay takip edilmixktir.

LenkeTip 1 e | r iol&nj2p hastaanterior,d i j2@hastaposterior, LenkeTip Il e | r iolani2 hastaya
posterior,LenkeTipV e | r iolanilph a s t 14 inemmeriord i j4¢ nposteriorve Lenke Tip VI
e ] r iolanid habstadaposteriorspinalf ¢ z y ®8 nt etedawelde | mi Kkt i r .

Majore | r i dreogortalamaCobba - &SF§ a p @Iguiarrda55.20, postopl4.20, sonkontroldeise

18. 70bulunduA Nt eg &ro@ keens t r gditemalandaCobba ¢ € sdazeloheo r o @ a l%/3na s é
idi. Sonkontroldebu oran%660larakbu|undu Posteriorg | r iy @ p mlguamlamajore J r i drebd i n

ortalamaCobba - 6056e postop21. 8 sonkontolde25. 6 olarakbulundu.E n s t r gdienaldnda
de, z e lomenr @ a | %6H aoskdntrolde%57 olarakbulundu.Cobba - € s &red da kdiki grug e
ar asamlddamlr @ € £ E(R<0.G5student testi)(Tablo4)

Amel iyat ©°ncesi dejerlendirmede ve fapdaryagaktaAPuj r at
|l ateral, yatarak traksiyonda AP, saja ve sola efji
-ekil miktir. Amel i yat sonrasé ve son kontrol de
Radyol oji k degeelfleeaddemmae y°nt e mi ol arak Lenke Kk
yentemiyl e; Iomﬁearhsédda)a—ékélyoila—asasénda;&ka
Proksi mal torasik b°lgedekar kadmqgakionakheal émb & ma g
[0}
l okalize ki f ozunL 2araarkatséénéd ankaicd® e b Y ITKOKkd § 0z2@ - € s ¢
yapeésal kabul edil mik ve f¢gzyona dahil edi |l mi ktir
Apikal vertebra rotasyonu (AVR), NadWoe kriterlerineg® r e bel i rl endi . Api kal
(AVT) ; api kal vertebra ortasénén midsakral -izgiy
CSVL ile C7 ortasé araseéndaki mesaf e, gevdei devi
kriterl eri kullanéelarak ol gularén grafileri i ncel
cerrahi y°ntem ve muhtemel f¢gzyon seviyeleri beli

veya posteriotlspihal 1 ¥Yzy®h, efrpliye sahip ol an
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k e kliald. 15y a k & reftastadameliyat® n c E5%il tor&kale ] r i selektfanterior
enstr ¢ mawgtyabie8Bsy@45)d ¢ z ed arfel Hipokifétik olgudaameliyats onr a s €
fizyolojik sagitalkontul asapl agfd &jleanekt e( 12)

Cerrahi teknik

B¢t en ol gularda operasyondan yarém saat °nce ve
kukak sefalaxporin kullanél mé

Anterior spinal f¢zyon

Vakal arén t¢gmeg | ater al dekubitus pozisyonunda Kk
yat ér él me«k, orakal, torakoabdominal veya retroab
cilt insizyonurd a n i nci torakot omi yapél méxk, .St |l omber
kasée perife e 2 c¢cm beéerakélarak kesilip retroper.i
koterize ed di . Di s kleaek tveeb aknads ép |%azteen |¢éez etrea nmidzelke n
vidal ar st a e kullanélarak bikortikal ol arak ye

I di kt en nra da transl asyon maneyv ralndekivialad | an é
kal vertebraya dojru komprese edilerek korreks
nal kord monit®rizasyonu yapeél mamék bg¢trae ol g

d
p
p
ullandéreéel mekteéer (1).

edi
api
Spi
kul
Posterior spinal fé¢zyon

Hastalarén b¢teéeneg baténa hi-bir basé gel meyecek
yat ér él mékter . Knsizyon spin®z pro-esler ¢zerinde
-éként él¢ardag rkgddgkt gr . Faset ekl em kapse¢l ¢ inters
yumukak doku béerakél maméxkt éer Ol gul arda kullanel a
bajl ayan transvers bajl ayasgbauwunu | sajsliasytaenmi a i doanr
olukmaktadér. Vida hook kombinasyonu il e cerrahi

F¢cze edilecek ¢ st ve alt end vertebralar api ka
vertebralar beliruedeami rtder st &brli | vermelkbnakanstr ul
kranialinde enstr¢mantasyon n°tr al vertebrada sol
sonra enstr¢mantasyona konveks t ar adlternd e a%4 ealninmélk
b°l geye pedik¢ler vida yerlexktirilmiktir.

Efrili]j
di straksiy
nor mal sag
sistemin s

i n d¢zeltil mesi konveks taraftan kompr e
o] kuvvetlerinin kombinasyonumvelilereks aj | a
[ I fizyolojik ejrilikler korunmuck, i K
t t s

n
t a
abilitesi ar
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k e RiPbsteriorg i r i hkaistapozisyonu(1l)

Sonu-1 ar

Gereci ol uktarrtaanl avmadk atl akiém éegigdr7dsiayy4 odywr @kajpel & m
grupt aki hastal ar én amel iyat °ncesi,el gonr alsaéb| ve
czetl enmi ktir.

Tablo 1.01 g u ke & r #pind, [mberomurganiteleyiciye,torasiksagtal niteleyiciyeg ©° d aj €1 & mé

Ej rili Vaka Sa Lomber Omurga Torasik Sagital
Niteleyici Niteleyici
Adet Oran A B - N
. 40 %63 17 18 5 14 12 1
Tip |
4
Tip Il % 3,1 - 2 - - -
Tip I %3,1 - 1 1 - -
Tip IV - - - - - - -
Tip V 15 %23 - - 15 - 11
Tip VI 4 %6,3 - - 4 2 1

Anteriorspinalf ¢ z y Gablibha € dadilolanb ¢ t segmentlef ¢ z yudj nraa t @dsteriorkpmai |
f ¢zybpdWa o d astaldilerebradakranialdeisen © t verebbradss on |l a n &¢ r dipinm & k .
g ° vygulanarcerrahiy> nt eablo2 6 Bleet | enmi Kkt i r .

Table 2. Uygulanarcerrahiy © nt e m

EfriliKk Vakal ar é ASF PSF
Tip | 40 20 20
Tip Il 2 - 2
Tip Ill 2 - 2
Tip IV - - -
Tip V 15 11

Tip VI 4 -

Harms skolyozis gurubu taraféndan b¢gten ejrilik
tedaviye temel olukturadkakteejerkilg°tegr lagiréeirmin, r a
kull anéekl & yeni bir sénéeflama y®°nt eld)i olan Lenke
Sénéeflandér ma AP, yan, traksiyon ve ejilme graf

ayrel er;

1) Proksi mal torasik (PT):=T55Apeks genelde T3 d¢ze

hippocratescongress.com
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2) Main Torasik (MT): Apeks geneldeTB d¢zeyi ARpdir . (T2
3) Torakol omber /| omb el [(LI-L4/ditklerinikdpsap e nokt asé T12
Ejrilijin tipi

¥nceli kle yapasabl obyganvejyapeéekler tespit edilir
PT: Ejil me grafisinde Cobb a-eésé 25 derecenin ¢z
T2-5 kifoz +20 dereceden b¢gyék
MT: Ejil me grafisinde Cobb a-ésé 25 derecenin ¢z
TL/L: Ejilme grafisinde Cobb a-ésé 25 derecenin
T10-L2 kifoz +20 der eceden b¢yeéek ol an ve apikal | omber
ejrilikler yapésal ol arak kabul edi |l mi ktir. En ge
di kkate aleénarak alte e] Buliskenefpiandammanl ah mé e m
seneflandérma sistemidir. Yapésal ol mayan b°l gel e
b°l gel ere @enwter fpaytoaslyer ekl i dir (1, 10
Tablo3.Ti p |, 1, I | Iproksimdd torasik (PT)Vdna terdsik (MT);j tadcakatomber/lomber
(TL/ L), b°l gesel yapeéesal ©°zelliklerle tanémlanmeécx

E] ri PT MT TLL Taném

Tipi

1 NS S (Major) NS Ana Torasik (MT)

5 S S (Major) NS ¢cift Torasik

. .
3 NS S (Major) S ¢ift Majer (
1 ; i O 1
4 S S (Major) S - be majer
5 NS NS S(Major) Torakolomber/lomber(TL/L)
. Torakolomber/lomber

6 NS S S(Major) MT(TL/L - MT)
Lenke tip | ejrilije sahip 40 ol gunun 206sine A
(p=0, 6) , cinsiyetine (p=0,9), maj °r ejrilijin pr
(p>0,05) dajélemé hebel kitiggsiupaaedb@emaamdol gRli assaen
anlamlée fark varde (p=0.001 Mann Whitney U testi)
1 gruptaki ol gularén yak ortalamasé 14. 4, i ki n
ortalamasé 2. 3, i Ki nci grupt aki Ri sser ortal amas
Her i ki gruptaki postop, prampl,ars®@nT &kmwlna r b8 de w
strateji k vertebralarén enstr¢mantasyonu yapeél méx
dahil edil memi ktir. Lomber b°l gede ise genell ikl
B¢t en ol gupartrasWakaygul anmeék, postops¢r.ey en Tih®

kull andeéer el mékt éer .
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Tablo 4. Cerrahiy ° n t ge%xwtalamaCobba - de g er | er i

Y°nt eml er

ASF PSF Pdej er
nificant
Olgu ” ” (Significant)
sayeés
Al éna Ortalama | standart Ortalama Standart
¥1 - ¢m cobb Sapma Cobb Sapma
0,081
Preop 55,2 9,3 60,6 9,8
(p>0,05)
0,007
Postop 14,2a 8 21,8b 8,9
(P<0,05)
Son 0,02
Kontrol 18,7 9.8 256 8,5 P<0,05)

Preopd e ] @ ? postopASFy a p @lgutamlakifoza - & s4é60rad aP8Ry a p |guiﬁlrlﬂa8.9o

azalmatespitedildi. Sonkontroldepostopd e | @ ¢ ®rakalkifoza - & sAéSdeﬁmﬂSOa r tPSK ,@.Goa
ar bekunndlgitpa r a sistatikdeda - ama n | damlyoktu (p>0,05)(Tablo5).

Tablo 5. Cerrahiy © n t terak@kifozdakia -dée J i ki ml er i

Y°nteml er
ASF PSF
Olgus ay és 20 20 Pdej en
(Significant)
Torasik ]
Al énan _ Standart | Torasik Standart
¥ -¢ml e Klflozz) (T4- | sapma | kifoz(T4-12) | Sapma
0,088
Preop 28,1 20,7 38,9 4,07
(p>0,05)
0,3
Postop 32,7 1,39 30,7 3,06
(P>0,05)
0,5
SonKontrol 34,3 2,31 32,3 2,88
(P>0,05)
Dej i Kim 4.6 ) 8.9 i i
postoppreop
Dej i Kim
postopson 1,6 - 2,3 - -
kontrol
Tart @eSmanu- 1| ar
Etiyol oji si tam olarak bilinmeyen idiopatik sko

hakkénda bir-ok hi pot ez ortaya konul maséna kar kK
nedenl er den oglukétku Jbui reéBzil,db) nvdaer déer . (1
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Ad°l esan i di(yAdpSatdi kuns koaldywowd oj i k d rol
ortak bir dil ol uktur masé, benzer il
Torasi k ejrilik paternerini inceleyen Moe, f¢gzyon s
il eri S¢rmegkKt or. Ejriliklerin esnekIlijini i ncel ey
yapésal torakal eyeiyaygeemsozyom sggiuyalmexkf ¢zyonda

endir mesir
i

ej n
ej ik patenl

19806I1li vyeéellarén baklaréndan bu yana AI'S déun ter
Si st emi kull anél mékt ér . Ancak King sénéflandér ma
g¢- 1 ¢k, tem ejrili k tipleri i-in ayréntél é ol man
kapsamamasi °nemli &keskii K| ibjoizduikrl u(f u,ulnl ,31 b,oy &)t . u o
Lenke ve arkadaxkleartée medr aofl &irsdaurr amer2r ahiey 3 boyut |
yeni bir sénéflama yont emi ol an Lenka&uddstea edafii k a s
temel | i bir éneflama sistemidirg ®©tgaf hammeizda

guvenilir ve daha ayréntélée ol masé nedeniyle Lenk
Cerrahiye kar ar ver mede egrilijin beyekl ¢gé [

o
un mi kt ar e, s atgei t al & nknoanlt éudr édre.k é ICioehgth eméa @ E
de, denge probl emi ol an, konservatif te
é ol an egriliklerde, def ormiteninn hast
undugu durumlar genel ol arak kabul edil mi k cer

Cerrahideamaclanarsolid fuzyonsaglayaralprogresyoniengellemekm ¢, mk gJduguncaher¢, planda
deformiteyi duzeltmek,simetrik bir g °© v \ke elengelibir vertebralkolono | ukt ur M2t B¢ t( 416 ,
b u n yaparkerm ¢ mk alduguncdazlahareketlisegmenb € r a k € | mhbirleed it 1 .¢ Knchigtemia s y o n
g ¢ Vv e pdstbpeksternatespitei ht b § n a k pady;an ,dedd, e e | olamaksaglayanfizyolojik
spinalegimlerikoruyan,g ¢, -irhplanty e t e r kompikasygro r, a rg & yekihozulmalaraola - may a n ,
kolay uygulanabilirve maliyeti d ¢, kK Qrksistemo | ma IBéluh&e n s t r ¢ maistaméersi y- o oud e
°©zel | birklod rsaimpolan¢, ¢ ¢ ke & endtrumantasyosistemleri(9a v a n t yag nl é&mpdiaat
maliyetininy ¢ k ® & knaaratojik komplikasyono r a nHamigtonsistemineg © dahay ¢ k ® € kna s € ,
uy g ul adereyingerektirmesig ¢ - bir gnplanto | d i } aver korreksiyonayol a - a b i ° nmeensli i
dezavan{2a33)l ar edeér

Fuzyon sahasénén seci mi czerinde halen yogun t
tarafeéendan geliktirilen yeni sénéeflama sistemi f
sahasébel irl enmesinde sagital, koronal ve transve.l
ejriligin yapeésal ol ma kriterlerini tanéml amék v
savunmuk ve bunu birtekllkmi rillkr-alLénkaylaanateai des g
Cobb a-éséna dahil ol an b¢téen segmentlerin fuzyon
di stalde stabil vertebrada sonl and &rys&danoeokabmbgrer e k t

0
bol gedse TILZ) 220 ¢, z er i ki foz wvarl éejénda, fuzyon sahas
uzat mékt éer (10,121,213, 14)

Kl'inijimizde cerrahi olarak tedayv edi | mi mlarve Le
-al éeékxma kapsaména al énméext ér . AIS@'n cerrahi t eda
Ejer ejrilik rijit ise hem anterior hem posteri ol
spinal f ¢zyolnilrakdredlaevrik edtiilplbive V ejriliklerde an

1970 ile 198061 y €1 | aLruégnu eb ayk® énrt deam| Hea ri rnii mg tkoun | vaen
idiopatik skolyozun cerrahi tedavisinde her ne kadar tercih eglilennt eml er ol sa da y°nt
hi pokifozu gider ememesi, torakol omber b°l gede ki f
uzun takiplerde bel ajréesénén ortaya -€ékmaseé is
fenomenigel i kme riski ve ameliyat sonrasé al-é& veya b
Bu dezavantajlaré ortadan kal dér mak dahaisonraidh k ol
197606da Dwyer y°ntemininamadaidhkhasf@B8daol anakrZbe
stabilizasyon y°ntemler.i bildirmiklerdir. Bu «keki
iy d¢zeltme kazanéelde(27, 28)

Gerek birinci kukak gerekse i kinci ve ¢-¢né KUK

yetersizIlifJi ps®doartroz ve korreksiyon kaybé ol a
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de ¢-¢nce¢g kukak posteaeriygksekstkogmaktsayyaonlilgabi sor
yeni anterior implantlaréargeiyt®neitmestive kull
ASF yapeéelan ol gul aréeméezdan Lenke tip | ej i me sa
sahipol anl arda %7006l ik korreksiyon ortalamasé el de e
ol gularéemézdan Tip | ejime sahip olanlarda %65, t
el de edil mik olup 12930)er at ¢r il e uyumludur (26,
Ol gul aremézda | omber seviyede tem vertebroal ar

kortikospong®z greft karékéméyla greftleme yapél a
ve restore etmeye Wilkkade eids ¢ mkikft o zu ©“Trlrarkakk ve n

i -in kaburga greftleri ile yapeéesal ol mayan greft
nor mal sagital ejim sajlanmaya - al é&wdlamékat &ri.f oRRr e
0 (o]

46art ex, PSF yapé&laad nmao ltgeuslpairtd ae d8,1d i . Son kontrol

a-ésénda alMSEOJdaBRB8E®edab2) Bndu. Kki grup arasénda
(24)

Lenket p V ejrilije sahip olgularémézdan anterior s
0 (0]
S5kayép, posterior spi malt éfkg zgyaen eynadgél(a3mM)ol gul ar da

Sonu- olarak I|iteratg¢gre bakél déj é rodlorreksiyatnendakior e
bakarénén ol duk-a y¢ksek ol duju go°r¢l mektedir (29,

Api kal vertebra rotasyonunda ASF yapélan ol gul ar
sahip olanlarda %60, PSF yapél aam ®W3Hul argarv teijp
olanlarda % 33 iyilekme sajlanmék olup iKki grup a

d¢zeltmede anterior girikimler daha ¢stegn ol ar ak

tcal éeékmamézén denge par ametlr eljeriil n g eb-@&Fehmapa§od ngdua

8 olguda 2cm ¢zerinde tespit edildi. Son kontrol d
denk gel mektedir. ASF il e PSF grubu arasénda i ste
ASF yapélan grupta daha bakar él é& denge korreksiyo

ASF yapeéelan ol gularéemézéen t¢gm¢gnde tek rijit rod
Sadece bir ol guda T4 ¢tladki. WHidadrnéagn od gwrdal dpésjced o r t

o
takipsonunda ® nin ¢zerinde koronal ve sagital pl an ko
kaybé ve implant yetersizlifji o r apnll aatnire@démizleremesicye ¢ kK -
etkin greftleme ile sajlandéejéné d¢kenegyoruz.

ASF yapeéelan tip | wve tip V ejrilije sahip iki ol
ki foza hi-bir olgumuzda rastl anmandéP S Hobdwe ASF 6adrakn
yéksek ol dujunu bildirmiklerdir. Ol gul aréemézda AS
kaynakl andéjéené d¢kenegyoruz.

Ortez kullanéemé konusunda | iteratg¢rde glazkew bir
ol gularémézda postop alteée ay s¢reyle rutin olara
kriterleri g°z °n¢nde bulundurularak ejilme grafil
ol arak kabul eidli il kmleeni K f y 2y dorua edahi | edi |l memi ktir.
dekompansasyon gelikmedi . Lenke tip I ejriliklerd
ASFO6de %52, PSF6de %51 ol arak tespit edi |l di Her

Ol gularemézdan tip V ejrilije sahip anterior spi
ejrilijin spontan korreksiyon orané %51 olarak bu
mevcut dejildi (91,KE&2mpr efsnytoenr i kou v veeedrlireahii diel e - al é
uzama dejil de késal ma ol maktadéer. Bu nedenl e amel
azdéer. Serimizde n°rolojik hasar r262,3K.ar Kkél akeél ma

F¢zyon seviyelerinin se-iminde Lenked nin kriter
ol gularda 2,7 segmentin, |l enke tip V olgularda or
distalde ortalama 2 hareketl s e g ment kal er ken, PSFo6da hareketl! i

bulunmuktur. Lomber bl gede m¢mke¢egn ol dujunca fazl
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vertebra hareket!lilifJ]i, uzun vadedseémdan otnmnamlai -
d¢kencesindeyi z. Hi -bir olgumuzda revizyon ger ekt

PSF yapélan olgularémézdan birinde derin enfeks

edi | di, hi-bir oil guad&@r dlesjpii k deftiegisti zIi z] enmedi
defisit %0, 23 ol arak bulunmuxktur. Subl ami nar t el
g%zI|l enmiCibt iern(s4);, mant asyonunda n°rol ojik kakfaziap | i k a
bulunmuktur (21, 22, 23)

ASF yapeélan ol gularéméeézdan birinde yetersiz sef
ol gumuzda junksionel kifoz (%6, 4), Dbir ol gumuzda
(%3,2), eksternal ep i t s¢resi fézyon gelikinceye kadar uze
kaybéna rastlanmadeé. Hi-bir olgumuzda n°rolojik d
hi-birinde perop maj°r kompdi kgisyiokni meyapélkean. olLg
maj°r komplikasyon bildirmiktir(34).

Anteri or girikim yapélan ol gularda diskektomini.
[ [ ol duju bulundu. Kor onal PERada %eéeeéketippV

%7 0, PSF6da %64 d¢zel me sajlanméxkx ve bu d
rda | omber mi n°r kurvat¢rde progresyon g°z
masé %»3arBEFObODda umd . Min°r ejrilijin spont
erdi . Sagital fizyolojik ejimerin her iki
[ posterior giri ki mienr ikoirf ogziur iaz aritnt éjoémb el
girikimin |l omber | ordozu arttéerdéjeée, bu
sagital profille sonu-landéje tespit e
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A ma - : B U é kammaanu@gngecerrahisplanlanarhastalard&®aravertebraBlok(PVB)ile Mid-Point
TransverseProcessPleuraB | o J(MT#P) postoperativeanaljezi¢, z e rolametkilerini k ar Kk €1 akt ér n
Y° nt emnd@nizek ont roedklg-gal € iclekdfy a r t rhemekahserinedeniyleekt a r badit| &
mastektomioperaspnu planlananpreanestezikl e | er | e AAirisksm& oh € f IllIaalaa,s @ | € Kk may a
k at é kamdegen, 1865y aaxr #®4olu dahil edildi. Hastalarandomizeolarakiki grubaa y r &tupg € :
1 (n=32): PVB planlananhastalar,Grup 2 (n=32): MTP blok planlananh a s t a | béoklar gengelanestezi
° ncealrasahek | i jpir 0 d enyynolarak,20 ml % 0,25bupivakainenjeksiyonuley a p €ll¢ dné .
hastalardasensoriyablok seviyesiblok u y g u | a ma0gakikacdannabloke olan dermatoma | & m/e
arkaolarakkaydedildi. T ¢ mastalarsstandartgenelanesteziverildi. Ameliyat sonundat ¢ hastalardal gr
parasetamdV u y g u | AaneligleEbitimindet ¢ Imastalaray ¢ k | dozmBOmcg,kilitli kalmaz a md é
dk, bolusdoz25 mcgvebazali n f ¢ admagarakk e k L0 nmatg@mlkonsantrasyondgentanili - e hastan
k o nt bircahdljezic i h(QAgb aj | ¥ABdkoru4 ve ¢ z eolar hastalara25 mg rescuemeperidin
y a p éH adséet. aderaografik verileri, ilk analjeziki h t izyaantagostoperatiffentanl t ¢ k e ve mi
postoperatifl, 4, 8, 12, 16, 20 ve 24. saatlerdestirahatve harekethalindeki VAS skorud e | e molbke r i
uygulamas ¢, r anestezs ¢ r eesgahis ¢ rescueanaljezigerektirerhastas a yvemaoperatib u |l gent €
kusmas €& k Kayeddilli. Bulgular:Gruplara r a sdemodrafikveriler,blokuygulamas ¢, r anestezé ¢ r es i
cerrahis ¢ blekeolan® wearkadermatona | alkahaljeziki h t iz v angp@stoperatifentanilt ¢ k et i mi
ve postoperatifL, 4, 8, 12, 16, 20 ve 24. saatérdeistirahatve harekethalindekiVAS skorud e | e rekceer i
analjezigerektirenhastas a yve gostoperatifo u | a&erkdis®mas € k & € § € &statidtikselolaraka nl a ml é
farkg° z | e Sme d i . chramsplanlanarhastalard®VB ile MTP blokposbperativeanaljezic, z er i n e

[

benzere t k i sahiptirjBehastalarddneriki blok tipi postoperativanaljezis aj | a mak!l | anél abi |

Anahtar Kelimeler: Meme Cerrahisi, Postoperatif Analjezi, Paravertebral Blok, -Rticht Transverse
Process PleuraBlpk Fent ani | Teketi mi, Rescue Analjezi
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