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Yazarlara Bilgiler

Koru Proceedings (2/(?&)

KORU PROCEEDINGS Subat, Temmuz ve Kasim aylarinda olmak tizere dort
ayda bir yayimlanan hakemli bir dergi olup, orijinal makale, literatlr gézden
gecirmeleri, vaka sunumlari, teknik bildirileri ve uzman gérislerini ingilizce
ve Turkee dillerinde basmaktadir. Her makalenin basinda yazi baslidi, 6zet
ve “medline” kurallarina gére dizenlenmis anahtar kelimelerin ingilizcele-
ri verilmektedir. Editér Kurulu alaninda uzman kisilerden goézden gecirme
talep ederse bunlar da hakemler tarafindan degerlendirilebilecektir. KORU
PROCEEDINGS'in Editorleri WAME Yoneticiler Birliginin onaylamis oldugu
editorler politikasini desteklemektedir. Dergi, Uluslararasi Tip Dergisi Editor-
leri Komitesi'nin yayimlamis oldugu Biyomedikal Dergilere Génderilen Ma-
kaleler icin Gerekli Standartlar ile tam bir uyum gdstermektedir. (NEJM 1997;
336:309:315, guncelleme 2001).

Makale Génderme

Tum yazarlar makalelerini e posta yoluyla koruproceedings@koruhastanesi.
com adresine ya da www.koruproceedings.com sitesindeki makale gon-
derme linki araciligi ile gdndereceklerdir. Makalelerin hakemler tarafindan
hizli degerlendirilebilmesi ve basimlarindaki gecikmelerin dnlenebilmesi icin
elektronik ortamda génderilmesi gerekmektedir. Makaleler Word dokimani
(*.doc) veya zengin metin bicimi (*.rtf) olarak gonderilmelidir. Makale icin
iletisim kuracak tim yazarlarin gerekli iletisim bilgileri olmalidir. Tum sekil,
tablo ve gerekli gortlen ek dokimanlar da ayni adrese génderilmelidir. Ya-
zarlar ayni sistem Uzerinden “Telif Hakki Devri ve Finansal Durum’u belirten
ve yazinin orijinalliginin beyan edildigi, sorumlu yazarin imzaladigi formu da
gonderilere eklemelidir.

Editor Politikasi

Tum makaleler bilimsel katkilari, orijinallikleri ve icerikleri acisindan bilimsel
komite tarafindan degerlendirilir. Yazarlar verilerin dogrulugundan sorum-
ludurlar. Dergi gerekli gordugu yerlerde dil ve yazim ile ilgili uygun duzelt-
meleri yapma hakkini sakli tutar. Makaleler gerekli goruldugunde revizyon
yapllmak Uzere sorumlu yazara geri génderilebilir. Dergide basilan yazilar
derginin mali haline gelir ve yazilarin telif hakki KORU PROCEEDINGS adina
alinir. Daha 6nce herhangi bir dilde basiimis olan yazilar dergide basilmak
Uzere degerlendiriimez. Yazarlar KORU PROCEEDINGS’e goénderdikleri bi
yazlyl baska bir dergiye gdnderemezler. Makalelerde yapilacak tum degisik-
liklerde yazar ve basimevinin izni alinir.

Makalelerin Hazirlanmasi

KORU PROCEEDINGS Biyomedikal Dergilere Gonderilen Makaleler icin Ge-
rekli Standartlara uygun olarak yayin kabul eder (International Commitee of
Medical Journal Editors: Br Med J 1988; 296:401-5).

Makalenin génderilmesi sirasinda yazarlar deney/arastirma tipini belirtmeli-
dirler ve istatistik uygulamalarin Bailar JC Il ve Mosteller F. tarafindan yazilan
“Guidelines for statistical reporting in articles for medical journals; ampli-
fications and explanations” (Ann Intern Med 1988; 108:266-73) kilavuzuna
uygun olmasi gerekmektedir.

Makale ile birlikte gonderilen Ust yazida makale icindeki bilgilerin herhangi
bir kisminin daha 6nce elektronik ortam dahil yayimlanip yayimlanmadigi
veya degerlendiriimek Uzere génderilip gonderilmedigi bildirilmelidir. Calis-
ma icin etik kurul karari alinip alinmadidi veya insan deneyleri ile ilgili 2000
yilinda gincellenen Helsinki Bildirgesi'ne uyulup uyulmadigi belirtiimelidir,
aksi durumlar aciklanmalidir. Ust yazida iletisim kurulacak yazarin adresi, te-
lefonu, faks numarasi ve e-posta adresi olmalidir.

Makalenin icerigi

Ozet

Tum makalelerin Turkce ve ingilizce 6zeti olmalidir. Ozetler amac, materyal
metod, bulgular ve sonu¢ boltmlerinden olusmalidir. Orijinal makalelerin
6zeti 250 kelime ile sinirlandinimistir.

Anahtar Kelimeler
Ozetin altinda en fazla 6 adet kelime veya tamlama veriniz. Kisaltmalari
anahtar kelime olarak kullanmayiniz.

Giris
Nicin bu calismay! yapmaya ihtiyac duydugumuzu ve amacimizi sadece en
onemli makalelere atifta bulunarak belirtiniz.

Materyal ve Metod

Planinizi, hastalarinizi, deney hayvanlarinizi, materyal ve kontrollerinizi, kul-
landiginiz yontem veya metodu, uyguladiginiz istatistiksel yontemi acikla-
yiniz. Etik konularla ilgili izinleri yukarida aciklandigr gibi belirtiniz, ilaclarin
jenerik isimleri ile birlikte Uretici adi ve Uretil-digi Ulkeyi belirtiniz.

Bulgular

statistiksel metotlarla desteklenmis bulgularinizi ayrintili olarak belirtiniz.
Sekil ve tablolar metin icinde verilen bulgulari destekle-meli tekrar etmeme-
lidir; verinin metin, tablo veya sekil seklindeki sunumlarin bir tanesinde gés-
terilmesi yeterlidir. Sadece en 6nemli bulgularinizi vurgulayiniz; bu bolimde
bulgularinizi diger arastirmalarla karsilastirmayiniz. Bu tip karsilastirmalar
tartisma bélumane saklanmalidir.

Tartisma

Bulgularinizin énemini ve farkini vurgulayin ancak sonuc¢ bolimunde sunu-
lan detaylari tekrarlamayin. Goruslerinizi sadece calismanizda buldugunuz
gerceklerle desteklenecek sekilde sinirlayiniz, arastirmadidiniz ya da goste-
remediginiz varsayimlari tartismaya eklemeyiniz. Bulgularinizi baska arastir-
malarla karsilastirniz. Bu bélumde bulgular bélumunde belirtiimemis yeni
veri sunulmamalidir.

Kaynaklar

Kaynaklar yazi icinde gectikleri sirayla, Arabik sayilarla ve Ust simge olarak
numaralandiriimall ve ayni siralamayla referanslar listesinde yer almalidir.
Kaynaklarl “Biyomedikal Dergilere Gonderilen Makaleler icin Gerekli Stan-
dartlar"a uygun olarak hazirlayiniz (http://www.amaassn.org/public/peer/
wame/uniform.htm). Kaynaklarda yazarlarin hepsi yazilmali, yazar sayisi
altidan fazla ise sonrasi “et al” seklinde kisaltilmalidir. Dergi kisaltmalari “Cu-
mulated Index Medlcus”a uygun olarak yazilmalidir.

Omekler:

Dergiler;

1. Dilaveris P, Batcvarov V, Giafalos J, et al. Comparison of different methods
for manual P wave duration measurement in 12” lead electrocardiograms.
Pacing and Clin Electrophysiol 1999;22:1532-8.

Kitap boliimil;

1. Schwartz PJ, Priori SG, Napolitano C. The Long QT Syndrome. In: Zipes DP,
Jalife J, eds. Cardiac Electrophysiology. From Cell to Bedside. Philadelphia:
WBSaunders Co, 2000597-615 .

Tablolar ve Sekiller

Makale ile birlikte génderilen tim tablo ve sekiller “Windows” altinda acila-
bilmelidir. Online olarak génderilen renkli sekiller veya gri-skalali gorintuler
makale kabulu ardindan posta ile 300 dpi “*tiff”, “*jog” veya “*pdf for-
matindaki sekiller ayrica génderilmelidir. Her tablo ve sekil ayri bir sayfada
sunulmalidir. Tim tablo ve sekiller Arabik numaralar ile belirtiimelidir. Her
tablonun baslidr tablonun iceridi ve amacini belirtmelidir Her seklin Gzerin-
deki isaret ve sembolleri aciklayan bir alt yazisi olmalidir.

Diizeltmeler

Duzeltme talepleri ve elestiriler iletisim adresi belirtilen yazara génderilir.
Basimin gecikmemesi icin istenen diizeltmeler en kisa zamanda cevaplan-
dirmalidir. Revizyonlarin cevaplart ile geri gdnderilmesi en ge¢ 30 gun icinde
olmalidir. Editorler kurulu 30 ginden sonraya kalan revizyonlarda makaleyi
reddetme hakkini sakli tutar. Tim hakemlerin gorUslerine cevap yazilimalidir
ve yapllan dlzeltmelerin sayfa numarasi ile satir sirasi belirtilmelidir. Yapi-
lan tim degisikliklerin metin Gstinde koyu olarak belirtildigi bir kopya ile
duzeltmeler yapildiktan sonraki son halinin temiz bir kopyasi birlikte goénde-
rilmelidir. Sunulan kaynaklarin ve verilerin dogrulugundan yazarlar sorumlu-
dur. Hatali, aldatici veya yanlis yonlendirici bilgilerin varligi fark edildiginde
Bas-editor makaleyi bilimsel literattirden cekme ve bunu duyurma hakkina
sahiptir.
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Instructions For Authors

The KORU PROCEEDINGS, published three times a year (February, july,
November), publishes original peer-reviewed articles, reviews, case reports,
technical reports and commentaries in the fields of colon and rectum in
English and Turkish languages. The title, abstract, and key words (according
to medical subject headings) are provided in English and in Turkish at the
beginning of each article. Reviews will be considered for publication only if
they are written by authors who have at least three published manuscripts
in the International peer reviewed journals and these studies should be cited
in the review. Otherwise only invited reviews will be considered for peer
review from known experts in the area.

KORU PROCEEDINGS is a peer reviewed journal and adheres to the
highest ethical and editorial standards. The Editorial Board of the KORU
PROCEEDINGS endorses the editorial policy statements approved by the
WAME Board of Directors. The journal is in compliance with the uniform
requirements for manuscripts submitted to biomedical journals published
by the International Committee of Medical Journal Editors (NEJM
1997:336:309-31 5, updated 2001 ).

Submission of manuscripts

All manuscripts should be sent to koruproceedings@koruhastanesi.com by
e-mail or manuscript submission link in www.koruproceedings.com web site
by electronically.

Only online submissions are accepted for rapid peer-review and to prevent
delay in publication. Manuscripts should be prepared as word document
(*.doc) or rich text format (*.rtf). All manuscripts should be sent to
electronically. Attach the manuscript, all figures, tables and additional
documents. Please also attach the cover lett er with “Assignment of
Copyright and Financial Disclosure” forms, check-list of below mentioned
guidelines according to the type of the manuscript.

Editorial Policies

All manuscripts will be evaluated by the scientific board for their scientific
contribution, originality and content. Authors are responsible for the
accuracy of the data. The journal retains the right to make appropriate
changes on the grammar and language of the manuscript. When suitable
the manuscript will be sent to the corresponding author for revision. The
manuscript, when published, will become the property of the journal and
copyright will be taken out in the name of the journal KORU PROCEEDINGS.
Articles previously published in any language will not be considered for
publication in the journal. Authors can not submit the manuscript for
publication in another journal. All changes in the manuscript will be made
after obtaining written permission of the author and the publisher.

Preparation of Manuscripts

KORU PROCEEDINGS follows the “Uniform Requirements for Manuscripts
Submitted to Biomedical Journals” (International Committee of Medical
Journal Editors: Br Med J1988; 296:401-5).

Upon submission of the manuscript, authors are to indicate the type of trial/
research and statistical applications following “Guidelines for statistical
reporting in articles for medical journals: amplifications and explanations”
(Bailar JC III, Mosteller F, Ann Intern Med 1988; 108:266-73)

In the cover letter the authors should state if any of the material In the
manuscript is submitted or planned for publication elsewhere In any form
including electronic media. A written statement indicating whether or not
“Institutional Review Board” (IRB) approval was obtained or equivalent
guidelines followed in accordance with the Helsinki Declaration of 2000
update on human experimentation must be stated; if not, an explanation
must be provided. The cover letter must contain address, telephone, fax and
the e-mail address of the corresponding author.

Manuscript Specifications

Abstract

All manuscripts in Turkish should be accompanied by an abstract in English
language. An abstract in Turkish is not required for manuscripts written in
English. The structured abstract(s) should present the purpose of the study,
material- methods, results and conclusions. This must contain fewer than
250 words in a structured format.

Key Words
Below the abstract provide up to 6 keys words or short phrases. Do not use
abbreviations as key words.

Introduction
State concisely the purpose and rationale for the study and cite only the
most pertinent references as background.

Material and Methods

Describe the plan, the patients, experimental animals, material and controls,
the methods and procedures utilized, and the statistical method(s) employed.
Address “Institutional Review Board” issues as stated above Stale the generic
names of the drugs with the name and country of the manufactures.

Results

Present the detailed findings supported with statistical methods. Figures
and tables should supplement, not duplicate the text; presentation of
data in either one or the other will suffice. Emphasize only your Important
observations; do not compare your observations with those of others. Such
comparisons and comments are reserved for the discussion section.

Discussion

State the importance and significance of your findings hut do not repeat
the details given in the Results section. Limit your opinions to those strictly
Indicated by the facts in your report. Compare your findings with those of
others. No new data are to be presented in this section.

References

Number references in Arabic numerals alphabetically starting with number
“(1)”. The numbers should be written in parentheses at the end of sentences.
Use the form of the “Uniform Requirements for Manuscript Submitted to
Biomedical Journals” (http://www.amaassn.org/public/peer/wame/uniform.
htm). List all authors. If authors are more than six, use “et al”. Journal titles
should conform to the abbreviations used in”Cumulated Index Medicus”.

Examples:
Journals

1. Dilaveris P, Batcvarov V, Giafalos J, et ai. Comparison of different methods
for manual P wave duration measurement in 12 “ lead electrocardiograms.
Pacing and Clin Electrophysiol 1999; 22:1532-8.

Book chapter;

1. Schwartz PJ, Priori SG, Napoiitano C. The Long QT Syndrome. In: Zipes DP,
Jalife J, eds. Cardiac Electrophysiology. From Cell to Bedside. Philadelphia:
WB Saunders Co, 2000:597-61 5.

Tables and Figures

Tables and figures should work under “Windows”. Color figures or grayscale
images must be at least 300 dpi. Figures using “Miff”, “*jpg” or “* pdf”
should be saved separate from the text. All tables and figures should be
prepared on separate pages. They should be numbered in Arabic numerals.
Each table must have a title indicating the purpose or content of each table.
Each figure must have an accompanying legend defining abbreviations or
symbols found in the figure.

Revisions

Revisions will be sent to the corresponding author. Revisions must
be returned as quick as possible in order not to delay publication.
Deadline for the return of revisions is 30 days. The editorial board
retains the right to decline manuscripts from review if authors’
response delay beyond 30 days, All reviewers’ comments should be
addressed and revisions made should be started with page and line
of the text. Send a highlighted copy indicating the revisions made
and a clear copy of the revised manuscript. Authors are responsible
for the truth of presented data and references. Editor-In-Chief
has the right to withdraw or retract the paper from the scientific
literature in case of proven allegations of misconduct.
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Anesthesia applications in patients with fecal microbiata transplantation by
colonoscopy.

Kolonoskopik Fekal Mikrobiata Transplantasyonu Sirasinda Aneztezi

Aysegiil Ceylan', Mehmet Burak Eskin', Yusuf Serdar Sakin?, Ahmet Uygun?

"TurkishMinistry of Health Gulhane Teaching and Research Hospital, Anesthesiology
and Reanimation Clinic, Ankara, TURKEY
*Turkish Ministry of Health Gulhane Teaching and Research Hospital,
Gastroenterology Clinic, Ankara, TURKEY

Abstract
Aim

We believe that sharing our experience with anesthe-
sia in this method of treatment, which we think will be
more common in the world and in the future, may be
of interest to other anesthesiologists and gastroenterolo-
gists. Although there are many published articles about
fecal transplantation, no reports have been released
about anesthetic applications yet.

Methods: A total of 80 patients who underwent
FMT with colonoscopy were evaluated retrospectively.
During colonoscopic procedure, 1% propofol 1-2 mg/
kg, midazolam 0,02 mg/kg and fentanyl 0,5-1 mcg/kg
were administered via intravenous (IV) bolus injection
for sedation and analgesia. Patients” pulse rate, mean
blood pressure, peripheral oxygen saturation (SpO2)
were recorded before, during, and after the procedure.

Sorumlu Yazar:
Aysegiil Ceylen, MD

Results:

Of all patients, intraoperative values of SPO2, mean arte-
rial pressure and pulse/minute were significantly lower
than preoperative values. However, no hypoxia or hy-
potension occurred which would require a general anes-
thesia instead of sedation. Colonoscopy patients, mean
wake-up time was 18,66 minutes. Postoperative mild
abdominal pain VAS score was found to be 2.7. No com-
plications were observed in the patients.

Conclusion Using propofol in combination with
opioids and benzodiazepines with lower and more safe
doses appears to be a significant advantage of combi-
nation therapy especially in colonoscopy.

Key words: Fecal transplantation, colonoscopy, se-
dation anesthesia

Address: gulhane Egitim ve Arastirma Hastanesi, Anestezi ve reanimasyon klinigi

Etlik, 06018 Ankara, TURKEY
EMAIL: ceylanayegl@gmail.com



INTRODUCTION:

Fecal microbiota transplantation (FMT) aims to improve the
intestinal microbiota of thepatient by transferring healthy
donor gastrointestinal microbiota in a fluid suspensionform
patient (1,2). The therapeutic effect of FMT is particularly
evident in refractory orrecurrent C. difficile infection. FMT
is also used in treatment of inflammatory boweldisease be-
cause of its beneficial effects (3).Colonoscopic procedures
are diagnostic and therapeutic interventions that can cause
discomfort in patients. Sedation also allows the practitioner
to perform the procedure more easily and with lesser risk
of complications (4). Various sedative drugs are routinely
administered in many centers to reduce anxiety during the
procedures. Sedation is  a status of consciousness, which
ranges from awakeness to total unconsciousness depend-
ing on the drugs and doses used. Propofol is a strong hyp-
notic agent. Rapid recovery is often preferred because of its
and pharmacological properties. The average duration of
action is 4-8 minutes. When used in combination with opi-
oids and benzodiazepines, its sedative effect is increased.
Due to the lack of analgesic activity, high doses of propofol
in painful conditions can cause adverse effects such as re-
spiratory depression, hypotension and loss of protective
reflexes. It is recommended to use propofol in combi-
nation with opioids and benzodiazepines in order to
achieve synergistic effect and reduce the risk for unde-
sirable effects (5,6). Fentanyl is a synthetic narcotic opioid
with high solubility in oil and is also a strong painkiller.
After intravenous administration, the effect starts within
1-2 minutes lasting about 30-60 minutes (7,8). Midazolam
is a strong amnestic, anxiolytic and sedative agent with a
short half-life. Its most important difference from the other
benzodiazepines is the shorter and rapid onset duration of
action. Its effect starts within 1-2 minutes after intravenous
administration, peak effect is obtained in 3-4 minutes and
the effect lasts about 15-80 minutes (4).

In our clinic all fecal microbiata transplantation proce-
dures were performed under sedation. We believe that
sharing our experience with anesthesia in this method of
treatment, which we think will be more common in the
world and in the future, may be of interest to other anes-
thesiologists and gastroenterologists.

MATERIAL AND METHODS:

After the approval of the local ethical committee, we
retrospectively evaluated the anesthetic and recovery data
of 80 patients who were between 18-60 years old and in
ASA I-II groups and who were performed colonosco-
py in the operation room of gastroenterology clinic of our
hospital.

Patients who had history of chronic drug use such as sed-
atives, opioid analgesics or drugs affecting the central
nervous system, history of allergic reactions to any of the
drugs used in this study were excluded. All patients were
resistant to either conventional treatments or steroids.

The protocol of the gastroenterology clinic for fecal micro-
biata transplantation (FMT) is to prepare 500 ml of stool
suspension using an average of 120-150 g of donor stool

and 0,9% of NaCl and then dividing the suspension into
syringes of 50 ml. Then, the filtered FMT is administered
under anesthesia via colonoscopy in a volume of 350-400
ml. Colonoscopy procedures were performed by the same
gastroenterologist with the Olympus Evis Exera CV-160
endoscope.

The protocol of the anesthesia clinic for FMT via colonos-
copy is initiated with the restriction of oral fluid and food
intake 8 hours before the procedure. Then, the patients are
taken into to the operation room and pulse rate (PR), mean
blood pressure (MBP) and peripheral oxygen saturation
(SpO2) of the patients are monitored and recorded before,
during and after the procedure.

For the induction of anestesia, we usually administer 1%
propofol 1-2 mg/kg, midazolam 0,02 mg/kg and fentanyl
0,5-1 meg/kg via intravenous (IV) bolus injection. The pro-
cedure starts after the loss of consciousness of the patient.
If the sedation is inadequate or the patient respond second-
ary to pain, additional doses of 0,5 mcg/kg fentanyl and
0,25 mg/kg propofol are given intravenously with close
monitorization of spontaneous respiration.

Stopping to breathe for 30 seconds is defined as apnea, de-
crease of the blood

pressure as 30% or greater than the baseline level is de-
fined as hypotension and heartbeat rate of < 50 beats/min
is defined as bradycardia. In our sedation protocol, nasal
oxygen is increased to 6 L/min and jaw-thrust maneuver
is performed in case SpO2 is below 90%. If hypotension oc-
curs, 0,9% NaCl infusion is increased to a rate of 20 ml/kg/
hr and if not adequate, 1 pg/kg of ephedrine is adminis-
tered intravenously. If bradycardia develops, 0,01 mg/kg
of atropine is administered intravenously.

After the procedure, patients are taken to the recovery unit.
The patients were discharged by accompanying with their
companion when their Modified Aldrete Score became 9
points or above.

The duration of sedation is defined as the time interval be-
tween the end of first sedative drug administration and the
spontaneous eye-opening after the procedure is finished.
After colonoscopy, the patients are asked to rate their ab-
dominal pain by using VAS score between the points of
0=no pain and 10=very severe pain.

In this study, we evaluated the retrospective data of the pa-
tients who had undergone fecal microbiata transplantation
(FMT) via colonoscopy including demographic parameters
(age, gender, height, weight), diagnoses, PR, MBP, SpO2,
duration of sedation and VAS score.

Statistical analysis:

Statistical analyzes of the data were performed by SPSS for
Windows 15 package program. Descriptive statistics were
expressed as mean * standard deviation for variables with
normal distribution, as median for variables with abnormal
distribution and as number of cases and percentage (%) for
nominal variables. The significance of the difference be-
tween the time intervals in repetitive measurements was
assessed by Friedman test in terms of median values and by
Variance Analysis test in Repeated Measurements in terms
of average values. In case of difference, multiple compari-
sons between the times were evaluated using appropriate
Post-Hoc tests. The significance of the difference between
the groups was evaluated by Wilcoxon test in terms of me-
dian values and by Paired-Sample-T test in terms of inished



average values. In case of difference, multiple between the
times were evaluated using appropriate Post-Hoc tests.

RESULTS:

Demographic data (age, height, weight) of the patients,
diagnosis, abdominal pain and recovery times are shown
in Table 1. Of the 80 patients who underwent colonosco-
py, 47 were male and 33 were female. The mean age was
38.65+12.56 years, the mean height was 169.35+9.80 cm and
the mean weight was 65.61+13.37 kg. Clinical diagnoses
were as ulcerative colitis in 26, Crohn’s disease in 23, ulcer-
ative colitis + Crohn’s disease in 20 and multiple sclerosis
in 11 patients. The mean recovery time after colonoscopy
was 18.66 minutes. The mean of VAS values of abdominal
pain related to the procedure was as 2.70 points (Table 1).
Preoperative, intraoperative and postoperative SPO2
values were found to be as 97.28+1.65, 92.24+1.35 and
98.01+1.95, respectively. When compared in binary, there
was a decrease in the mean intraoperative SPO2 (p=0.001)
and an increase in the postoperative SPO2 (p=0.013) values
when compared to the preoperative SPO2. Besides, there
was an increase in the postoperative SPO2 (p=0.001) values
when compared to the intra operative SPO2 (Table 2).

The means of preoperative, intraoperative and postoper-
ative pulse rate (PR) were as 83.94+9.71, 73.30£8.65 and
78.86x10.95 beats/min., respectively. When compared to
preoperative PR, there was a decrease in the intraoperative
(p=0.003) and postoperative PR values and when com-
pared to intraoperative PR, there was an increase in the
postoperative PR values (p=0.003) (Table 3).

The mean of preoperative, intraoperative and postoper-
ative mean blood pressures (MAP) were as 88.46+8.12,
83.2448.41 and 96.79+9.47 mmHg, respectively. When
compared to the preoperative MAP values, there was a
decrease in intraoperative (p=0.001) and an increase in
postoperative MAP values. Besides, there was an increase
in postoperative MAP values (p=0.001) when compared to
the intraoperative values (Table 4).

DISCUSSION

In this study, our patients with ulcerative colitis and crohn’s
disease had findings such as chronic diarrhea, bloody pu-
rulent gaita with mucus, abdominal pain and cramps and
patients with MS had findings such as muscular weakness,
disturbance in vision, walking and speech, constipation
and urinary incontinence. These patients had relatively
improved symptoms during medical treatment and were
carrying a number of symptoms of chronic illness, main-
ly fatigue, with episodes of exacerbation. In some articles,
some cases of death have been reported after FMT in long-
term postoperative follow-ups of

the patients especially with serious comorbidities due to
operational reasons or additional disorders (9). Lower gas-
trointestinal transplantation is sometimes not preferred in
patients with larger Ulcerative Colitis as most of them are
frequently challenged to retain the suspension delivered by
colonoscopy or enema after FMT (10). We aimed our pa-
tients to wake up in the right-lying position and get their
anorectal sphincter controls in the recovery room as earlier
as possible because it was crucial to keep the transplanted
microbiata in the colon as longer as possible. In FMT, colo-
noscope is removed after transplantation is finished and no
monitoring is done on the return path. This is an advantage
that shortens the total time of colonoscopy and reduces the
need for additional anesthesia.

In colonoscopy, causes of pain are colon distention, gas in-
sufflation, helical adjustment maneuvers within the intes-

‘ 3

tine and mesenteric traction maneuvers (11,12). In practice,
an ideal sedo-analgesia requires optimum patient safety,
minimal anxiety, and immobility during the procedure,
adequate sleep and recovery, minimal side effects, inactive
metabolites, and a short discharge time. Pain that may de-
velop in case of inadequate sedation and analgesia can lead
to desaturation, hypotension, and arrhythmia. Therefore,
an effective analgesia is crucial.

There are many studies in the literature regarding differ-
ent sedative and analgesic agents and hypnotic and opioid
combinations (13-15).

In our clinic, gastroenterologists determine the method
(upper endoscopy or colonoscopy) to perform FMT. Upper
endoscopic route is generally preferred only in elderly pa-
tients who could have difficulties during the colonoscopic
preparation or when colonic examination findings were
not proper for colonoscopy due to strictures, adhesions or
previous colon operation. 400 reported cases of FMT, 75%
were performed by colonoscopy while 25% by upper en-
doscopy and nasojejunal or nasogastric tubes were used
in some centers. Nasogastric method is less preferred than
colonoscopy or enema (16 Very rapid redistribution and
high clearance rates are important advantages of propofol
(17,18). In our practice, propofol is especially preferred as
a hypnotic agent for its rapid onset of action, short time
of recovery and antiemetic property. The combination of
propofol with midazolam in the endoscopy appears to be a
safe and highly satisfactoryprotocol for patients and practi-
tioners, which is proper for the purpose and natural course
of the procedure.

When compared to preoperative, decrease in intraopera-
tive SPO2 was statistically significant. Seven patients had
SPO2 values of 90 and/or below and were performed ad-
ditional O2 and jigsaw maneuvers. Low SpO2 did not led
to any uncompleted procedure. Severe hypoxia requiring
mask ventilation or tracheal intubation did not develop
in any patient. Transient hypoxia was managed by jigsaw
maneuver, increasing the nasal O2 level and adjusting the
drug dose titration and normal O2 saturation was regained.
No procedure was interrupted. When compared to preop-
erative, decrease in PR values during the procedure was
statistically significant. No patient developed any expected
vagal stimulation due to pain, needed atropine or devel-
oped anesthesia-related bradycardia. When compared to
preoperative, decrease in MBP values during the procedure
was statistically significant. Hypotension and bradycardia
events were short and transient. In these cases, IV infusion
rate was increased and the propofol titration was adjusted.
No inotropic or vasopressor agent was needed during or
after any procedure. In our study, hemodynamic param-
eters and awakening processes of the patients under colo-
noscopy were found to be parallel to the studies conducted
with similar protocol.

In many studies, it was reported that combined propofol
protocols did not have significant differences in terms of
wake-up time and patient satisfaction when compared to
single use of propofol. On the other hand, single use of po-
fol may arise the need for a frequent and higher-dose anes-
thesia, especially in colonoscopy patients, and combination
treatment was reported to be effective in reducing propofol
doses. Several studies have reported that propofol was as-
sociated with minimal risk of respiratory depression when
combined with low doses of opioids and benzodiazepines,
especially in colonoscopy (19-23).



Conclusion

Propofol has been preferred as a hypnotic agent for its rap-
id onset of action, short recovery time and antiemetic prop-
erty. The combination of propofol with other drugs appears
to be a safe and highly satisfactory protocol for patients and
practitioners is proper for the purpose and natural course
of the procedure. Although many academic publications
on gaita transplant are available, there is no any publica-
tion in the literature about the anesthetic practice of this
procedure. Using propofol in combination with opioids
and benzodiazepines with lower and safer doses appears
to be a significant advantage of combination therapy.
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Table 1: General data of patients

Percent Colonoscopy

Male 33
Female 47
ulcerative colitis (uc) 26

crohn 23

uc+crohn 20

multiple skleroz 11

Mean

38,65+12,56
169,35+9,80
65,61+13,37

age
height

weight

abdominal pain 2,70+0,68

wake up time 18,66+5,00

Preoperative, intraoperative and postoperative SPO2
values were found to be as 97.28+1.65, 92.24+1.35 and
98.01+1.95, respectively. When compared in binary, there
was a decrease in the mean intraoperative SPO2 (p=0.001)
and an increase in the postoperative SPO2 (p=0.013) values
when compared to the preoperative SPO2. Besides, there
was an increase in the postoperative SPO2 (p=0.001) values
when compared to the intra operative SPO2 (Table 2).

Table-2: Oxygen saturation (SPO2) values in
colonoscopy patients

N 80
Mean 98,01

1,95

Into-
Postop
SPO2

0,001*

Std. Deviation

0,001*

P: Pairwise Comparisons of Repeated Measures Anova
Sig.(a)
p: PairedSamples Test Sig.(2-tailed)

The means of preoperative, intraoperative and postoper-
ative pulse rate (PR) were as 83.94+9.71, 73.3048.65 and
78.86£10.95 beats/min., respectively. When compared to
preoperative PR, there was a decrease in the intraoperative
(p=0.003) and postoperative PR values and when com-
pared to intraoperative PR, there was an increase in the
postoperative PR values (p=0.003) (Table 3).

Table-3: Pulse rate (PR) values in colonoscopy patients

N 80 80 80

Mean 83,94 73,30 78,86

Std.
Deviation

9,71 8,65 10,95

Preop Into -

- Into = postop
PR postopPR PR

Preop

0,001* 0,003* 0,003*

0,001** 0,001** 0,001**

*P: Pairwise Comparisons of Repeated Measures Anova
Sig.(a)
** p: PairedSamples Test Sig.(2-tailed)

Table-4: Mean arterial pressure (MAP) values in
colonoscopy patients

N
Mean

Std.

Deviation

*P: Pairwise Comparisons of Repeated Measures
Anova Sig.(a)

**p: PairedSamples Test Sig.(2-tailed)
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Effective Treatment of keratoacanthoma with %5 Imiquimod Cream
% 5 Imiquimod Krem ile Efektif Tedavi Edilmis Keratiakantom Olgusu

Seval Karasat1!
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Ankara, Turkey

OZET

Keratoakantomlar diisiik dereceli skuamoz hiicre kar-
sinomlar1 olarak kabul edilen benign ttimorler olup
kendiliginden tamamen iyilesme potansiyeline sahiptir-
ler. Fakat iyilesme stirecinde ciddi destriiksiyon gelise-
bilmektedir. Soliter formlarin 6zellikle ytizde yerlestigi
dustntiliirse gerek cerrahi yontemler gerek kendiligin-
den iyilesme siirecinin neden olacagi destriiksiyon ih-
timaline karsin topikal imikumod avantajli bir tedavi
secenegidir.

Anahtar Kelimeler: Keratoakantom, Imikimod,
tedavi
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ABSTRACT

Keratoacanthomas are benign tumors which are con-
sidered to be low-grade squamous cell carcinomas, but
they have the potential to get compete remission sponta-
neously, but serious destruction can develop in the heal-
ing process. It is considered that topical imiquoid is
an afvantegous treatment option especially in the cases
of solitary forms that are specifically located in face, in
case of destruction caused by both spontaneous healing
process and surgical methods.

Keywords: Keratoacanthoma, Treatment, Imiqui-
mod
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1. Introduction:

Imiquimod acts through the Toll-like receptor that is lead-
ing to the production of cytokines. It enhances cytotoxic T
cell mediated immune responses and leads to movement
of plasmocytoid dendritic cells to the skin that results with
an inflammation and increased apoptosis. Previous reports
refer that imiquimod %5 cream is an effective therapy for
the cases of keratoacanthomas. Based on these reports, it
might be a conservative regimen option for facial keratoa-
canthomas (1-4).

2. Case Report

A 41-year old man was presented with a rapidly enlarg-
ing nodule on his nose tip during last 10 days. Personal
and family history had no systemic or dermatologic dis-
ease. Physical examination revealed a yellow-pink colored,
dome shaped nodule of 3 cm in diameter with a central ker-
atotic plug, apparent vascular structure and on 1/3 inferior
of dorsal nose (Figure 1a and 1b).

Figure Legends Figure 1: 1a- 1b, Keratoacanthoma
at application

Patient refused either punch biopsy or surgical excision.
Lesion was diagnosed as keratoacanthoma with typical
history and clinical features and topical imiquimod three
times per week was prescribed. After 2 weeks of treatment,
a hemorrhagic crust at the center of the lesion indicating an
inflammatory reaction and subsequently an ulcer following
remove of crust improved (Figure 2a and 2b). Significant
clinical improvement was observed after 9 weeks of the
treatment (Figure 2c) and lesion regressed with minimal
scarring at 13 weeks of treatment (Figure 2d).

Figure2: 2a-2b:2weeksafter
treatment, 2c: 9 weeks after treatment
,2d:13 weeks after treatment

3. Discussion

Keratoacanthoma is a benign epithelial, rapidly growing
tumor that occurs especially on face, neck and hands.
This lesion might have spontaneous regression. A dome
shaped, flesh colored tumor with central keratin filled
crater is typical characterization of growth stage. Spon-
taneous regression is usually seen through 4 to 6 weeks,
but might take longer duration about over a year with
the high risk of atrophic hypo-pigmented scarring and
local destruction. Treatment provides minimal scarring
and good cosmetic results (1-3).

Treatment alternatives are surgical excision, cryhoterapy,
radiotherapy, intra-lesion corticosteroid/methotrexate/
interpheron alfa and topical 5-flourourasil (6-8). In facial
keratoacanthomas as in our case, the cosmetic problems
become prominent for the patient (9,10). Imiquiomod
therapy seems like a successful alternative treatment
option due to the advantages such as usability at home,
having tolerable side effects and cosmetic results.
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Ge¢ Bulgu Veren Bochdalek Hernisinde Cerrahi Tedavi: Olgu Sunumu
Surgical Treatment of Late-onset Bochdalek Hernia: A case report
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OZET

Dogumsal diyafragma hernileri; Bochdalek (arka-yan),
Morgagni (6n-retrosternal) ve septum transversum
defekti seklinde smmiflandirilir. Bochdalek hernisi di-
yaframdaki posterolateral defektten abdominal organ-
larin toraks bosluguna girmesi sonucu gelisen dogum-
sal bir hastaliktir. Olgularin ¢ogunlugu dogduktan
sonra solunum sikintisi ile klinik bulgu verir. Eriskin
yasa kadar semptomsuz seyir gostermesi cok enderdir.
Bu yazida, 15 yasinda nefes darlig1, gogiis agrisi, ara ara
karmn agris1 sikayetleriyle klinigimize gelen ve yapilan
tetkiklerinde Bochdalek hernisi tanist alan hasta sunul-
maktadir.

Anahtar Kelimeler: Bochdalek hernisi, diyafram
hernisi, erigkin

ABSTRACT

Bochdalek hernia is a congenital malformation char-
acterized by a defect in the posterolateral diaphragma
which abdominal viscera is migrated into the chest. The
majority of these patients present respiratory distress
after delivery. Asymptomatic hernia until adult ages is
extremely rare. Here, we present a case of a 15-year-old
female with a Bochdalek hernia, presented with com-
plaints of respiratory distress and chest and intermit-
tant abdominal pain.

Keywords: Bochdalek hernia, diaphragmatic her-
nia, adult
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1.GIRIS

Konjenital diyafragma hernisi (KDH), diyaframdaki
posterolateral defektten abdominal organlarin toraks
boslugu icerisine girmesiyle karakterize ve ytiksek mor-
talite ile seyreden dogumsal bir hastaliktir. Bochdalek
hernisi, KDHlerinin en sik goriilen tiirtidiir ve olgu-
larin % 85-90"1n1 olusturur. Olgularin ¢ogu dogumdan
sonra semptomatik hale geldiginden tanisi yeni dogan
déneminde konulurl,2. Eriskin ¢aga kadar semptom-
suz seyreden Bochdalek hernisi ¢cok enderdir ve ¢cogu
tesadiifen saptanir. Bu yazida, Bochdalek hernisi ned-
eniyle klinigimizde ameliyat edilen 15 yasindaki hasta
sunulmaktadir

2. OLGU SUNUMU

On bes yasinda kiz hasta ara ara nefes darhigi, gogiis
agrist ve tekrarlayan karin agrisi sikdyeti ile klinigimize
bagvurdu. Oykiistinden gegirilmis bir travma oykiisii
olmadig1 6grenildi. Fizik muayenende; sol hemitoraksta
kismen azalmis solunum sesleri yaninda bagirsak sesleri
alind1. Laboratuvar degerlerinde patolojik bir bulgu sap-
tanmadi. Bilgisayarli toraks tomografisinde; sol hemi-
toraksta yaklasik olarak 4x4 cm.lik bir defektten herni-
ye olan tranvers kolon ile uyumlu bagirsak segmenti
goriildi. Hastaya sol subkostal kesi ile yapilan cerrahi
girisimde, toraks icine transvers kolon segmentinin
girmis oldugu saptandi. Mevcut yapisikliklar disseke
edildikten sonra kolon karin igerisine alind: (Figtire 1).




Figiirler

Figiir 1. Diyafragmadaki defektin gorintimii.

Diyafragmanin posterolateralindeki yaklasik olarak 4x4 cm
boyutundaki aciklik devaml stitiir kullanilarak komposid
mesh ile kapatild: (Figiir 2).

Figiir 2. Composite mesh ile onarilmis defekt.

Hasta post-operatif besinci giin sorunsuz olarak taburcu
edildi.

3. TARTISMA

Bochdalek hernisi, intrauterin gelisim sirasinda, poste-
ro-lateralde yer alan plevro-peritoneal kanalin agik kalmasi-
na bagli olarak olusan dogumsal bir anormalliktir. Semp-
tomlar ve hastanin prognozu; defektin lokalizasyonuna,
biiytikliigtine, herniye olan olusumlarin ¢okluguna, ak-
cigerlerin gelisim durumuna ve eslik eden anomalilerin
varligma bagli olarak degismektedir. Bochdalek hernisi %
70-90 oraninda sol tarafta yerlesim gosterir2. Olgumuzda
da KDH sol tarafta yerlesimliydi.

Tanida, posterior-anterior akciger grafisi, ayakta direkt
karin grafisi, ultrasonografi, bilgisayarli tomografi, manye-
tik rezonans goriintiilleme gibi tetkikler kullanilir. Eriskin
yasta cok kesitli bilgisayarli tomografi gortintiilerinin di-
yafram hernisi teshisinde efektif ve kullanish oldugu bildir-
ilmistir3,4. Bizim olgumuzda da yapilan toraks bilgisayarl
tomografide defekt ve herniye olan organ gortintiilen-
mistir.

Sol Bochdalek hernisinde onarim torakal ya da abdominal
yolla yapilabilir5. Olgumuzda tercihimiz transabdominal
yaklasim olmustur. Diyafragma hernilerinin cerrahi teda-
visinde herniye olan organlar karin igine yerlestirildikten
sonra defekt onarilir. Kapatma teknigi defektin boyutuna
gor degismekle birlikte kiigiik defektlerde primer onarim,
genis defektlerde ise hem rekiirrens ihtimalini azaltmak
hem de diyafragmanin normal hareketinin saglamak
amaciyla mesh ile onarim yapilabilir6. Bizim olgumuzda
da mesh ile onarim teknigi uygulanmuistir.

Sonug olarak; Bochdalek hernilerinin biiyiik cogunlugu
yeni dogan doneminde klinik bulgu vermesine ragmen,
nadiren eriskin ¢aga kadar semptomsuz seyir gosterebilir.
Bu tiir hastalara cogu zaman tesadiifen tani konulur ve tani
konuldugunda takip eden donemde olusabilecek akciger
ve eslik eden organ komplikasyonlarini 6nlemek amaciyla
ameliyat edilmelidir.
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Ozet

Vitreoretinal cerrahi girisimler sonrasinda goz ici basing
artisy; anjiyojenik, enflamatuar, steroide bagh veya kan
elemanlar1 aracili olmak tizere cesitli mekanizmalarla
ortaya ¢ikabilmekte, gecici veya kalici nitelikte olabilme-
ktedir. Vitreoretinal cerrahide goz disi uygulamalar,
g0z ici uygulamalar, kullamilan tamponad maddeleri
veya uygulanan steroidler goz ici basing artisina neden
olabilmektedir. Bu olgularda goz ici basmnci ¢cogunluk-
la ilaclarla kontrol altina alinabilir, glokom cerrahisi ise
ikinci segenektir. Bizim bu derlemedeki amacimiz vit-
reoretinal cerrahi girisimler sonrasinda goriilen goz ici
basing artis1 ve glokomun nedenleri, fizyopatolojik me-
kanizmalar1 ve yonetimini irdelemektir.

Anahtar Sozciikler: Glokom, vitrektomi, goz ici
basinci, optik sinir
bstract

Intraocular pressure increases after vitreoretinal sur-
gery might be manifested by angiogenic, inflammatory,
steroid-dependent or blood-mediated mechanisms and
can be temporary or permanent. Extraocular or intra-
ocular applications, tamponades or steroids may cause
an increase in introcular pressure in vitreoretinal sur-
gery. In these cases, intraocular pressure might mostly
be controlled by medication and glaucoma surgery is
the second option. In this paper, we reviewed the caus-
es, physiopathological mechanisms and management of
intraocular pressure increase after vitreoretinal surgery.

Keywords: Glaucoma, vitrectomy, intraocular pres-
sure, optic nerve

Sorumlu Yazar:

Yrd. Dog. Dr. Feyza Calig

Giris

Vitreoretinal girisimler (VRG) sonrasinda goz ici basmci

(GIB) artis1, acik acils, kapalr acil, kombme ya da multi-
faktoryel patogenetik mekanizmalara bagli olarak orta-
ya cikabilmektedir. G6z ici basing artis1 gecici veya kalici
olabilmekte, ameliyat sonrasi erken ya da ge¢ donemde
ortaya cikabilmektedirl-3. Ayrica 6nceden var olan glo-
kom da girisimden sonra GIB artisinda rol oynayabilme-
ktedir. GIB artist oncelikle okiiler hipertansiyon olarak
ortaya ¢ikmakta ve olgularin bir kismi sekonder glokom
olarak devam edebilmektedir3.

Vitreoretinal girisim sonrast GIB artisi hem skleral
buckling (SB) gibi gbz dis;; hem de pars plana vitrek-
tomi (PPV) veya intravitreal enjeksiyon gibi g6z ici bir
vitreoretinal girisime bagl olarak gelisebilmektedir.
GIB artis1 anjiyojenik, enflamatuar, steroide bagh veya
kan elemanlari aracili mekanizmalarla ortaya ¢ikabilme-
ktedir4. Tamponad uygulanan PPV sonras: acilar1 agik
olan olgularda akut GIB artisinin en sik sebebi tamponat
olarak kullanilan intravitreal gazin genislemesidir.
Bunun disinda siklik sirasina gére enflamasyon, silikon
yag1 (pupil bloksuz), steroid duyarlilig: ve eritroklastik
glokom diger nedenlerdirl-5.

Ac1 kapanmasi glokomu siklikla pupil bloguna neden
olan siliyer cisim 6demi ve daha az siklikta sirastyla pu-
pil bloguna yol acan fibrin, gaz, silikon yag1 uygulama-
lar1 nedeniyle ortaya ¢ikmaktadir6,7.

Vitreoretinal girisim uygulanan retinal ven tikaniklig,
diyabetik retinopati, retina dekolmani gibi hastaliklar da
iskemik retinopati nedeniyle gelismis on segment neo-
vaskiilarizasyonu (NV) da girisim 6ncesi ve sonrasinda
neovaskiiler glokoma yol acabilmektedir8.
Vltreoretmal girisim sonrasi GIB artis1 ve glokom
gelisen olgularda GIB ¢cogunlukla ilaglarla kontr ol altma
alinabilir, 0101(01‘11 cerrahisi ikinci secenektir. On kamara
parasentem lazer periferal iridotomi, lazer iridoplas-
ti, membranektomi, silikon yaginin ¢ikarimi, implant

uygulanmas: veya siklodestriiktif islemler gibi cerrahi
uygulamalar olgularm % 0-11'i arasinda gerekmekte-
dir9,10.

Vitreoretinal cerrahi sonrasi goz i¢i basing artislar:

Bu derlemede vitreoretinal cerrahi sonrasi goz ici basing
artiglar1 temel 7 baslik altinda incelenmektedir.

Yiiksek Ihtisas Universitesi Tip Fakiiltesi Goz hastaliklari Anabilim Dali, Balgat, Ankara,

E-posta: feyzacalis@gmail.com



1- Intravitreal steroid enjeksiyonu sonras1 GIB artis1

Tek doz 4 mg intravitreal triamsinolon asetonid uygula-
masi sonrast GIB artisinin ilk 6 ayda 24 mm Hg'nin tizer-
ine ¢tkmasi insidans1 yaklasik olarak %40’tir. Tekrarlanan
uygulamalarda risk artmaktadirll. Uzun etkili (30 aydan
daha fazla stireli) yavas salinimli bir steroid olan flusino-
lon asetonid (0.3-0.4pg/giin) intravitreal implantt uygu-
lananlarm  %77’sinde uygulamanin {i¢ yil1 icerisinde an-
tiglokomatoz ilaglara gereksinim duyuldugu ve olgularin
% 37’sinde glokom cerrahisi gerektigi bildirilmistir12. Ste-
roidlere baglh anlamli GIB yiikselmesi genellikle ilk hafta
1gmde olmaktadir. Steroide bagli GIB artis1 veya glokom
i¢in predisposan faktorler onceden primer acik acili glo-
komun veya okiiler hipertansiyonun var olmasi, birinci
derece aile tiyesinde glokomun var olmasi, yas (bimodal:
6 yas civari ve ileri yas), bag doku hastaligi, Tip 1 diabetes
mellitus ve ytiksek miyopidir13.

Steroidlerin okiiler hipertansiyon veya glokoma; trabekiiler
agm yapisinda hiicre iskeleti degisiklikleri yaparak, tra-
bekiiler agda ekstraselltiler ara madde (glikoaminoglikan)
birikimini arttirarak, agdaki endotelyal fagositozun ve
proteazlarin inhibisyonuyla madde yikiminin azaltilmasi-
na yol acarak, Trabecular Meshwork Inducible Glucocorti-
coid Response (TIGR) protein’in yapimini artirarak ve di-
yabetiklerde Tissue Inhibitor of Matrix Metalloproteinase
(TIMP) seviyelerini ytikselterek akoz disa akim direncini
artirmak yoluyla neden oldugu diistintilmektedir. Yani ste-
roide bagl glokom ¢ogunlukla agik agili bir glokom olarak
gelismektedir11-13.

Olgularmn GIB’larmnin enjeksiyon sonrast ilk giin, ilk hafta
ve 6. ayda olciilmesi onerilmektedir. Eger GIB artis1 orta-
ya ¢ikmissa antiglokomatoz ilaglar baslanir ve enjeksiyonu
takip eden 6 ay icinde kesilir. Trabekiilektomi gereksinimi
olgularin yaklasik %1-2’sinde ortaya ¢ikmaktadir13-14.

2- Intravitreal anti-VEGF enjeksiyonu sonras1 GIB artis1
Intravitreal olarak uygulanan ranibizumab ve bevasizumab
gibi anti-VEGF ajanlarin GIB'nda akut veya kronik olarak
artis yapabilmesi miimkiindiir. Bu uygulamalardan sonra
kalic1 GIB yiikselmesi insidans1 uygulama sikligr ile iliski-
li olarak % 3.5-6 oraninda degismektedir. Bir calismada
bevasizumab enjeksiyonundan sonra ranibizumaba gore
GIB yiikselme prevalansinin daha ytiksek oldugu (yaklasik
olarak % 3’e % 10) bildirilmistir. Hem daha az miktarda en-
jekte edildiginden hem de yar1 mrii cok daha kisa (3 gtin)
oldugundan, ranibizumab ile GIB artist genellikle gecici
olmaktadir. Ayrica ayni calismada daha 6nceden glokomu
olanlarda olmayanlara gore GIB artis olasilig daha fazla
bulunmustur15-16.

Intravitreal anti-VEGF ajanin uygulanmasindan sonra GIB
artistnin nedeni tam olarak bilinmese de enjeksiyondan
hemen sonraki artisin intravitreal enjeksiyon sirasinda vit-
reus kavitesi icine giren siviya bagli oldugu sanilmaktadar.
Anti-VEGF ajanin trabekiiler ag, Shlemma kanali veya
uveoskleral yolu tikayarak akoz disa akimini dogrudan
bozabilecegi; ya da ilag¢ iceriginin veya saklama tirtinleri-
nin trabekiiler ag hticrelerine hasar verebilecegi veya disa
akimda blok yapabilecegi; son olarak da tekrarlanan enjek-
siyonlar nedeniyle gelisebilecek olan kronik enflamasyon
ve trabekiilitin kronik GIB yiikselmelerinden sorumlu ola-
bilecegi diistiniilmektedir15-16.

3- Pnomatik retinopeksi veya intravitreal gaz enjeksiy-
onu sonras1 GIB artis1

Vitreoretinal girisimlerde hava, siilfiir hegzaflorid (SF6),
perfluroetan (C2F6) ve perfloropropan (C3F8) gibi

genisleyen konsantrasyonlarda veya hafif genisleyebilen/
genislemeyen konsantrasyonlarda bir gaz uygulamasi da
GIB artisina yol agabilmektedirl6. Vitreus icine verilen
genisleyebilen konsantrasyondaki gaz okiiler rijiditeyi
azaltir. Bu nedenle aplanasyon tonometresi ile 6l¢tim yapil-
malidir. Pnomatik ve indentasyon tonometrisinde artmis
GIB daha diisiik olctilebileceginden bu tonometriler oner-
ilmez17,1.8

Akut donemde genisleyen gazmn en ciddi komplikasyonu
santral retinal arter tikanikligidir (SRAT). Bu nedenle her
olgu akut GIB yiikselmeleri ve SRAT agisindan yakindan
izlenmelidir. Bu olgularda antiglokomattz damla kullanil-
masi gerekebilirl8.

Onceden glokomun varolusu, 6n sinesi ve agi anomal-
isinin bulunusu gibi risk faktori olan hastalarda ani GIB
firlamalar1 ortaya ¢tkmasi olasidir. Hava yolculugu, daga
tirmanma, nitr6z oksitli genel anestezi, supin pozisyon, ti-
ple dalis, hiperbarik oksijen tedavisi diger risk faktorleridir
17-20.

Intravitreal gaz enjeksiyonu sonrast GIB artis1 sekonder
acik acil1 (% 80) veya siliyer cisim 6demi, intraokiiler gaz,
fibrin veya intraokiiler lense bagl iridokorneal apozisyon,
iridokorneal acmin gazin arkadan itmesiyle daralmasi/
kapanmasi, veya gaz habbesinin pupilden fititklasmasina
bagli pupil blogu nedeniyle ac¢1 kapanmasi (% 20) gloko-
muna bagli olarak goriilebilir17,18. Olgularin % 26’sinda
ozellikle diyabetiklerde neovaskiiler mekanizma nedeniyle
gec GIB artis1 da ortaya ¢ikabilmektedir18.

4- Intravitreal silikon yag1 uygulamas1 sonras1 glokom

Silikon yag1 kullanimi sonras: erken ve ge¢ donemde goz
ici basing artig1 olgularin yaklasik olarak yarisinda ortaya
¢ikabilir ve GIB artis1 olanlarin beste birinde tedavi gere-
kir. Silikon yagmin irisi arkadan 6ne dogru itmesi sonucu
olusan periferik 6n sinesiler ve buna bagli a¢1 kapanmasi ya
da 6n kamaradaki silikonun pupil alanini1 kapatmasi veya
inferior iridektomi acikligimin kapanmasi nedenleriyle
erken donemde GIB artis1 meydana gelebilir21-25.

Pupil blogunu ¢nlemek icin afak ve psodofak olgularda,
hafif silikon kullanilanlarda saat 6 hizasindan (Ando’nun
iridektomisi); agir silikon yag1 kullanilanlarda saat 12 hi-
zasindan periferik iridektomi yapilmalidir. Ek olarak goz
icine fazla miktarda silikon yag: verilmesi, islem sirasin-
da episkleral asir1 koter uygulanmasi sonucu ile toplayici
kanallarin tikanmasi ve episkleral basing artisi da erken
dénemde GIB artisina neden olabilir. On kamarada silikon
yagmin bulunmasi erken dénemde pupil blogu ile se-
konder glokoma neden olurken, 6n kamaradaki emdilsifiye
silikonun trabekiiler ag1 ttkamasi da ge¢ donemde glokoma
yol agabilir2]. Silikon yag1 uygulamasi sonrasindaki 3 y1llik
donemde GIB artis1 C3F8’e bagh GIB artisindan daha sik
goriilmistir. Fibrin, kan veya rezidiiel kapsiil ile periferik
iridotominin kapanmasz; afaki, psddofaki, fakik gozde lens
subluksasyonu nedeni ile pupil blogu; actya emdilsifiye
veya nonemdilsifiye yagin migrasyonu; yag damlaciklar:
ile trabektiler agin infiltrasyonu; yag endositozu yapmis
makrofajlarla trabekaiilitis; sinesial ag1 kapanmasi; silikon
yagt ile vitreus kavitesinin asirt dolmasi; 6nceki glokom ve
aq1 patolojisi; diyabet, travma ve rubeozis iridis risk fak-
torleridir21,22.
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Ge¢ donemde ise silikon yagimnin emiilsifiye olmasi (% 25) ile
olusan kiictik silikon habbeciklerinin 6n kamaraya gegerek
trabekiiler blok olusturmasi ya da silikon yag: alimi sonrasi
rezidiiel silikon habbeciklerine baglh trabekiiler fibrozis ve
dejenerasyon ile glokom gelisebilmektedir. Yiiksek purifi-
ye (agur) silikon yaglar1 daha gec emiilsifiye oldugundan
bunlara bagli ge¢ donem glokomu daha az gortilmektedir
21-23.

Intravitreal silikon yag1 uygulamasma bagli glokom ol-
gularinda silikon yaginin kismen geri alinmasi, periferik
iridektomi, optimum kalmas1 gerekenden daha once si-
likonun alinmasi, antiglokomattz ila¢ tedavisi, glokom
filtrasyon cerrahisi ve diger cerrahi yontemler tedavi opsi-
yonlarini olusturmaktadir21,22.

5- Tek basina pars plana vitrektomisi (PPV) sonras1 GIB
artis1

Tek basina PPV’den sonra ilk 48 saat icinde (6zellikle de
ilk 2 saatte) 5-22 mmHg'lik akut GIB artis1 olgularmn %
60-92'sinde meydana gelebilirken, hastalarm % 36-43"tinde
ise 30 mmHg nin tisttinde bir GIB artis1 gortilmektedir25.

Geg donem GIB sigramalari daha ziyade postoperatif 6
hafta ve daha sonrasinda ortaya gikmaktadir. Ancak PPV
dncesi ve sonrasi ge¢ donemde GIB arasinda anlamli fark
bulunmamigtir27,28.

Eger PPV; SB, intraoperatif LFK ve/veya lensektomi ile
kombine edilmisse ya da proliferatif retinopati tedavisi icin
yapilmissa, ayrica PPV’den sonra fibrin olusumu gelisirse
islemden sonra akut GIB artis: icin risk yiiksektir. Ancak
onceden glokomu varolusu PPV sonrasi glokom olasiligini
artirmamaktadir26-28.

Tek basina PPV’den sonraki sekonder glokomlarin ¢cogun-
lugu (% 80) acik acili glokom tipinde, %20 lik kismu ise ag1
kapanmasi glokomu seklindedir. Tek basina PPV sonrasi
acik acgili glokom enflamatuar, kortikosteroide bagl veya
kanamaya bagli eritroklastik mekanizmalarla olusur. Vit-
rektomize gozlerde ge¢ baslangich acik acili glokomun
kortikal vitreusun alinmasi sonucu vitreus boslugunda
artis gosteren oksijenin oksidatif stres yoluyla trabekiiler
ag hiicrelerinde dejeneratif hasarla akoz disa akimini azalt-
masina bagli olabilecegi diistiniilmektedir. Tek basina PPV
sonrasi sekonder ac1 kapanmasi glokomu ise pupil bloguna
yol agan siliyer cisim 6demi ve fibrin nedeniyle gelisir4,29.

GIB'ndaki erken yiikselme genellikle gecicidir ve medikal
tedavi ile kontrol edilebilir8. Tek basina PPV sonras1 glo-
komlularin % 0-11"inde cerrahi tedavi gerekmekte, cerrahi
metodlar 6n kamara parasentezi, lazer periferik iridotomi,
lazer iridoplasti veya membranektomiyi icermektedir. Bu
olgularda trabekiilektomi veya drenaj implantina gerek
kalmamaktadir9,29-31.

6- Panretinal fotokoagiilasyon (PRFK) uygulanmasi son-
ras1 GIB artis1

Panretinal fotokoagiilasyon sonrast gegici GIB artist ilk iki
saat icinde siktir ve olgularin % 32-94’tiinde 6 mmHg nin
tstinde basing artis1 gortilebilmektedir32. Lazer enerjis-
inin yiiksek tutulmasi basing artisinin siddet ve sikligim
etkileyebilir. Ancak yas ve diyabetin tipi etki etmemek-
tedir. GIB artis1 agik ya da kapalir acili mekanizmalarla
olusabilir. Agik acili glokomun nedeni tedavide kullanilan
kontakt fundus lensinin baskismna bagli olarak episkler-
al venlerin kompresyonu ile akdz disa akiminin blokajs;
kan retina bariyerinin kirilmasina sekonder olarak vitreus
i¢ine koroidden s1v1 gegisi; prostoglandin salinimi ve enfla-
masyon veya azalmus siliyer kas tonuna bagli olarak kisa
siliyer sinirlere lazer hasari olabilir32,33.

Ac1 kapanmasma bagli sekonder glokom ise kan retina
bariyerindeki gecici zayiflamaya sekonder olarak vitreusa
koroidden s1v1 kacist veya siliyer cisim ¢demine bagh ola-
bilir ki her ikisinde de iris lens diyafram1 6ne dogru gelme-
ktedir32,33. PRFK’a bagl GIB artist genellikle birkag gtin
ile bir birkac hafta icinde diizelmektedir. Tedavide antiglo-
komatoz damla ile profilaksinin anlaml: etki gostermedigi
saptanmustir. Sikloplejik ve akoz stipresanlar ile efiizyonu
ve enflamasyonu azaltmak igin steroidler topikal olarak
uygulanabilir32. Argon lazere bagli termal enerji ile siliy-
okoroidal eftizyon ve siliyer cismin 6ne rotasyonuna sebep
olabilecek enflamatuar kaskad rol oynayabilir. Sonra iris-
lens diyaframinin 6ne kaymasi 6n kamara agisinin kapan-
mast ve kapali acilt glokoma sebebiyet verebilir33 .

Panretinal fotokoagtilasyona bagh glokomlarmn ¢ogu birkag
giin ile birkag hafta arasinda geriler. GIB ytikselmeleri sik-
loplejikler, sistemik ve topikal antiglokomattzlerle teda-
vi edilmelidir, bazi olgularda topikal steroidler koroidal
efuzyona neden olan enflamatuar uyarilar: azaltabilir32,33.

7- Skleral ¢okertmeye (SC) bagli sekonder glokom

Skleral ¢okertme uygulanmasi sonrasi a¢i daralmasi ilk
hafta icerisinde nonvitrektomize olgularm yaklasik %
14-50’sinde gelismekte, diizelme sonraki birka¢ haftada
olmakta ve ac1 daralmasi olan olgularin yaklasik % 4'tinde
kalict GIB artist goriilmektedir. Akut ag1 kapanmasi glo-
komu siklig1 ise SC’den sonraki 6 yilda %1.4 civarindadir?.
Siliyer cismin s1§ dekolmani, cok derin buckle uygulamasi-
na bagli skleral indentasyon, tzellikle cevreleme bandina
bagli olarak vorteks venlerinin kompresyonu, koroidal
konjesyon, 6ne rotasyona sebep olabilecek siliyer cisim en-
gorjmany, iris-lens diyaframinin ne rotasyonu, 6n segment
iskemisi nedeniyle ag1 kapanmasi tipinde sekonder glokom
olusabilir7,34.

SC uygulamasi sonrasi GIB artist icin risk faktorleri acinin
daralmasina neden olacak sekilde SC'nin 6ne gelmesi, ileri
yas, miyopi, retina dekolmaninin stiresi ,6nceki ac1 darhigi
ve koroid dekolman: hikayesinin olmasidir7,34. SC son-
rast 6n kamara daralmasi olan olgularin ¢ogu birkag giin
icinde diizelmektedir. Akut GIB artisi olgular1 topikal veya
sistemik antiglokomatozlerle tedavi edilmelidir. Siklople-
jik ajanlar 6n kamaray1 derinlestirip siliyer cismi arkaya
yonlendireceginden kullanilabilir. Topikal steroidler enfla-
masyonu azaltip periferik 6n sinesi olusumunu engelley-
erek rahatlama saglayabilir, miyotik ajanlardan ise kaginl-
malidir7,9,34.

Cerrahi tedavi argon lazer ile periferik iridoplasti ve biiytik
koroid eftizyonlarmnin drenajint icermektedir. Lazer per-
iferik iridotomi pupiller blok nedeniyle glokom olusma
olasiigy diistik oldugundan genellikle endike degildir.
Kalict GIB artis;, SC revizyonu veya sorklaj bandinin
gevsetilmesini gerektirebilir. Trabekiilektomi ve glokom
implant cerrahisi SC uygulamasinda konjonktivanin genis
diseksiyonu yapilmus, fibrozis ve enflamasyon yogun old-
ugundan pek tercih edilmemektedir 7,9,34.
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Yetiskin Testikiiler Piir Yolk sac Tiimor
Adult Testicular Pure Yolk Sac Tumor
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Abstract

Yolk sac tumor (YST) is one of the most common type
of testis tumors. It is a germ cell tumor and mostly seen
in the prepubertal period. We present a 47-year-old
man referred to our clinic from cardiovascular surgery
department admitting due to deep venous thrombo-
sis with right testicular mass, which has been found
incidentally. The patient had no previous history of
testicular trauma or infection. Blood analysis revealed
elevated alfa-feto protein level. The patient was diag-
nosed as malign germ cell tumor of yolk sac type in
histological examination, following right radical ingui-
nal orchiectomy.

Keywords: Adult, yolk sac tumor, testis cancer,
germ cell tumor

Sorumlu Yazar:

Burak Kopru, M.D

Koru Ankara Hospital, Department of Urology, Ankara
E-mail: dr_burak83@yahoo.com

Ozet

Yolk sak ttimori, testis tlimorlerinin sik gortilen ti-
plerinden biridir. Cogunlukla prepubertal donemde
goriilen germ hiicreli bir ttimordiir. Burada, derin ven
trombozu nedeni ile kardiyovaskiiler cerrahi tarafindan
takip edilen ve klinigimize danisilan 47 yasinda erkek
hastada sag testiste raslantisal olarak saptanan kitle
sunulmaktadir. Daha 6nceden gegirilmis bir testikiiler
travma veya enfeksiyon oykiisii olmayan ve kanda al-
fa-feto protein degeri yiiksek olan hastaya sag radikal
orsiektomi yapildi. Histolojik degerlendirme yolk sak
tipinde malign germ hiicreli timor olarak tanimland

Anahtar sozciikler: Yetiskin, yolk sak timér, tes-
tis kanseri, germ hiicreli timor




1.Introduction

Yolk sac tumors (YST) consist of almost 65 % of germ cell
tumors in infants and children. It is one of the most com-
mon type of testis tumors in pre-pubertal period. Adult
pure YST is extremely rare. It is accounting for 2.4 % of tes-
ticular cancers in adult patients1.

In addition to capability of local invasion, this type of tu-
mors may spread hematogenously. Increased levels of al-
pha-fetoprotein (AFP) might be detected in 95-100 % of the
patients. Beta-human chorionic gonadotropin (B-hCG) lev-
els increase rarely2. Clinical manifestation of tumors varies
based on the localization in retroperitoneal extension. To
the best of our knowledge, deep venous trombosis with
vena cava inferior occlusion along with YST is extremely
rare in the literature. Here, we present a 47-year-old male
patient with an adult pure YST in the right testis.

2. Case Report

A 47 year-old man was referred to our clinic from
cardiovascular surgery department for right testicular
mass, which is detected during the evaluation of his deep
vein thrombosis examination. The patient stated having a
slowly progressive increase in the size of his right gonad.
There was no any previous history of testicular trauma or
infection such as epididymoorchitis. Physical examina-
tion revealed a painful right testis, which was uniformly
increased in size with a smooth surface. Ultrasonography
demonstrated a volumetric increase in the right testis,
9.5x10.5x10 cm in diameter, characterized by cystic compo-
nents with heterogeneous echogenicity. Serum chemistry
revealed a significant increase in AFP (2883,7 ng/mL) level.
B-hCG and lactate dehydrogenase (LDH) levels were with-
in the normal ranges. Thoraco-abdominopelvic computed
tomography (CT) with CT angiography revealed a noduler
lesion width of 12x14 mm suggesting metastasis in the pos-
terior segment of the left lower lobe of lung. Additionally,
7x8x10 cm of heterogeneous mass lesion, which represents
multiple conglomerated lymphadenopathies, were found
in the paraaortic and paracaval regions.

A right radical inguinal orchiectomy was performed.
Scrotal skin was removed because of the invasion of the
tumor. The tumor was solid with a smooth surface with
necrotic areas inside (Figure 1). Histological examination
documented tumor cells with large hyperchromatic nu-
clei arranging concentrically around a small vessel (Schil-
ler-Duval or glomeruloid body) (Figure 2). Schiller-Duval
bodies were papillary structures that composed of a stalk of
connective tissue containing thin walled blood vessel and
lined on the surface by a layer of cuboidal cells with clear
cytoplasm and prominent nuclei. The mass was defined as
a pure YST with positive spermatic cord, tunica albugea,
tunica vaginalis and scrotal skin invasion.

3. Discussion

Pure YST of adulthood is very rare. Although adult and
pre-pubertal YSTs are histologically similar, high metasta-
sis risk and worse prognosis have been reported in adults3.
Previous studies showed that testicular tumors may spread
to the peri-aortic and iliac lymph nodes first, and then in-
volvement of the mediastinal and supraclavicular lymph
nodes follow. Retroperitoneal lymph node metastasis is
mostly seen as ipsilateral side of tumor in 80-90 % of the
cases. They are bilateral in 13-20 % of the patients. Hema-
togenous metastasis occurs usually in lung, liver, bone and
brain4.

Previous studies reported that stage I YST recognized in
adults should be accepted as stage I non-seminomatous
tumors and should be treated as has been reported. Close
follow-up, chemotherapy and retroperitoneal lymph node
dissection are alternative treatments of this tumor. Newly
diagnosed YST cases with metastasis are chemo-sensitive in
contrast to late diagnosed tumors with recurrence. Surgery
including nerve-sparing retroperitoneal dissection may
have 98- 99 % of treatment chance in these situations5,6.
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Figure Legends

Figure 1. Surgical specimen, macroscopic image of testis
v S ¥

Figure 2. Tumor cells with large hyperchromatic nuclei ar-
ranging concentrically around a small vessel (Schiller-Du-

val or glomeruloid body).
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OZET

Akut hidrosefali ve ani 6liime neden olabilen {ic¢iincii
ventrikiil kolloid kisti nadir goriilen bir hastaliktir. Non-
spesifik aralikli tekrarlayan bas agrisi ile tiimoriin fora-
men monro seviyesinde beyin omurilik sivis1 gecisini
engellemesi sonucu olusan kafa i¢i basing artisina bagl
bulgular sik olarak goriilebilir. Endoskopik ve mikro-
cerrahi yaklasiminin her ikisi de tiimor eksizyonunda
kullanilabilir. Endoskopik yaklasim beyin retraksiy-
onundan kaginilmasi, minimal invaziv olmasi nedeni-
yle tercih edilmektedir. Burada 52 yasinda bir hastada
tictincii ventrikiil kolloid kistinin néroendoskopik y6n-
temle total olarak eksizyonu sunulmaktadir.

Anahtar sozciikler: Kolloid kist, ticiincii ven-
trikiil, hidrosefali, ani 6liim

Abstract

Colloid cysts of the third ventricle are rare disease caus-
ing acute hydrocephalus and sudden death. Signs and
symptoms of the tumour are variable. Non-specific in-
termittent headache and signs of intracranial pressure
increase due to cerebrospinal fluid interruption at the
level of foramen monroe are the most common symp-
toms. Both endoscopic and microsurgical approach can
be used for excision of the tumour. Minimally invasive
endoscopic approach is preferred in regard to avoid-
ance of the brain retraction at the surgery. We present a
52 year old female patient with third ventricular colloid
cyst treated by endoscopic approach.

Keywords: Colloid cyst, third ventricle, hydroceph-
alus, sudden death
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1.GIRIS

Akut hidrosefali ve ani 6liime neden olabilen ticiincii
ventrikiil kolloid kisti nadir goriilen bir hastaliktir.
Kolloid kistler tictincii ventrikiiliin benign ttimorleri
olarak da bilinirl-4. Tiimor insidans: yilda milyonda
3 oramindadir2,5. Tiimoriin bulgu ve semptomlar: ¢ok
cesitli olabilmektedir.

Nonspesifik aralikli tekrarlayan bas agrisi ile tiimoriin
foramen monro seviyesinde beyin omurilik sivisi
gecisini engellemesi sonucu olusan kafa ici basing
artisina baglh bulgular sik olarak goriilebilir6. Endo-
skopik ve mikrocerrahi yaklasiminin her ikisi de timor
eksizyonunda kullanilabilir5. Endoskopik yaklasim
beyin retraksiyonundan kagmnilmasi, minimal invaziv
olmasi nedeniyle tercih edilmektedir7-11.

Burada 52 yasinda aralikli ciddi bas agrilar: ile basvu-
ran, goriintiilemelerinde hidrosefaliye neden olmus
ticlincti ventrikiil kolloid kistli bir hastada tiimoriin
noroendoskopik olarak total eksizyonu sunulmaktadir




2. OLGU SUNUMU

2 senedir araliklarla siddetli bas agris1 yakinmasi olan 52
yasinda hastanin fiziksel ve norolojik muayenesinde be-
lirgin bir patoloji saptanmadi. Yapilan magnetik rezonans
gortintilemede (MRI) 3. ventrikiilde foramen monro
diizeyinde T1A serilerde izodens, T2A serilerde ise orta sin-
yal yogunlugunda, post kontrast serilerde belirgin kontrast
tutulumu gostermeyen 9x9 mm boyutlu kolloid kist ile her
iki lateral ventrikiilde hidrosefalik dilatasyon ve periven-
trikiiler transepandimal beyin omurilik s1vist gegisine bagli
sinyal artis1 oldugu gozlendi (Figiir 1,2). 3. ventrikiil kol-
loid kisti tanis1 koyulan hasta endoskopik timor eksizyonu
planlanarak operasyona alindu.

Hastaya sag frontal koher noktasindan noroendoskop
araciligy ile girildi. Foramen monroyu tamamen kapatmis
kolloid kist gortildii (Figtir 3). 3. ventrikiil yerlesimli kol-
loid kist, kist duvari ile beraber total olarak eksize edildi
Figiire 4,5,6). Intraoperatif herhangi bir komplikasyon ol-
madi. Lateral ventrikiil icine eksternal ventrikiiler drenaj
(EVD) kateteri yerlestirilerek operasyona son verildi. EVD 1
giin sonra ¢ikarildi. Postoperatif donemde norolojik defisiti
olmayan hasta kontrol bilgisayarli tomografi goriintiileme-
sinden sonra ikinci giinde taburcu edildi.

3. TARTISMA

Kolloid kistler, biitiin intrakranial tiimorlerin % 0,5-%1ini
olusturan ender goriilen bir hastaliktir5,10. Beyin omuri-
lik s1vis1 gecisinin engellenmesi ile hidrosefali ve kafa ici
basing artisina bagli sikayetler genellikle en sik karsilasilan
semptomlardir. Hastalarm bir kism1 asemptomatik olabilir.

3. ventrikiil yerlesimli kolloid kistlerde, akut obtsruk-
tif hidrosefali nedeniyle ani 6lum goriilebilmektedirl2.
Hidrosefali bulgularinin eslik ettigi kafa ici basing artisi
bulgular: olan hastalarda cerrahi en uygun yaklasimdir.
Obstruktif hidrosefaliye bagli norolojik durumun gider-
ek kottilestigi olgularda acil EVD uygulamas: hayat kur-
taric olabilir. Sonrasinda elektif kosullarda kist eksizyonu
yapilir5,7-9,11.

Cerrahi tedavi endoskopik ya da mikrocerrahi (transkallo-
sal) yontemle yapilabilir5,8,11. Endoskopik teknigin basli-
ca avantajlar1 sunlardir: Beyin retraksiyonuna bagl olasi
parankim hasarmin daha az olmasi, daha az fornix hasari
ve buna bagl hafiza sorunlarindan korunma, cerrahi al-
anda daha iyi aydinlatma ve daha iyi gortintti kalitesi,
iyilesme ve hastanede yatis siiresinin kisalig1 ile saclt deri
ve kafatasinda kozmetik sorun olusturmamak. Bu teknikte
kist duvarmin ¢ikartilmasi en énemli zorluktur. Zorlugun
azalmasindaki en 6nemli etken, uygulamanin néroendo-
skopik cerrahi deneyimi yiiksek kisiler tarafindan yapil-
masidir.

Sonug olarak, giivenli, etkili ve minimal invaziv bir yéntem
olan endoskopik kolloid kist eksizyonu, hem hastalarin
postoperatif konforu hem de erken is ve sosyal hayata don-
melerine olanak saglamasi agisindan tercih edilmesi gerek-
en yontem olmalidir.
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Figiirler
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Figiir 2. Her iki lateral ventrikiilde hidrosefalik dilatasyon
ve periventrikiiler transepandimal beyin omurilik sivisi

gecisine bagl sinyal artist
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Figiir 3. sag ventrikiil icerisinden intraoperatif
gortinim(A-Kolloid kistduvarr; B-Koroid
Pleksus; C-Talamostriat ven; D-Septal ven)

F

Figiir 4. Kolloid Kist Eksizyonu (A-Kolloid Kist duvary,
B-Kolloid Kist icerigi; C-Ventrikiil Duvari; D-Septal Ven;
E-Koroid Pleksus)

Figiir 5. 1gerigi bosaltilan kistin duvari (A-Inferior kolloid
kist duvari, B-Septal ven, C-Lateral ventrikiil duvari

Figiir 6. Kist ¢ikarilmasi sonrasi cerrahi loj (A-3.ventrikiil
ici; B-Septal Ven; C-Talamostriat ven; ok: foramen
monronun agildigi ve beyin omurilik sivisi gecisinin
basladig1 gozleniyor)
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