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Yazarlara Bilgiler

Koru Proceedings

KORU PROCEEDINGS Nisan, Adustos ve Aralik aylarinda olmak Uzere 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, ¢zet
ve “medline” kurallarina gére dizenlenmis anahtar kelimelerin ingilizcele-
ri verilmektedir. Editér Kurulu alaninda uzman kisilerden gézden 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 Gonderme

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 gonderilip génderilmedidi bildiriimelidir. Calis-
ma icin etik kurul karari alinip alinmadidi veya insan deneyleri ile ilgili 2000
yilinda giincellenen 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 bolumune 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
numaralandirimall 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 yaziimalidir.

Ornekler:

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 boliimii;

1. Schwartz PJ, Priori SG, Napolitano C. The Long QT Syndrome. In: Zipes DP,
Jalife J, eds. Cardiac Electrophysiology. From Cell to Bedside. Philadelphia:
WB Saunders Co, 2000:597-615.

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 tzerin-
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 gUin icinde
olmalidir. Editorler kurulu 30 glnden sonraya kalan revizyonlarda makaleyi
reddetme hakkini sakli tutar. Tim hakemlerin gorUslerine cevap yaziimalidir
ve yapllan dlzeltmelerin sayfa numarasi ile satir sirasi belirtilmelidir. Yapi-
lan tim degisikliklerin metin Ustinde koyu olarak belirtildigi bir kopya ile
duzeltmeler yapildiktan sonraki son halinin temiz bir kopyas! birlikte génde-
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 (April, Agust and
December), 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
1997:336:309-315, 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 JCIII, 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, 2000:597-615.

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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Clinical Study / Klinik Calisma

Ileostomy in necrotizing enterocolitis

Nekrotizan enterokolitte ileostomi

Koru Proceedings

'Didem Armangil, > Unase Biiyiikkogak, *Irfan Serdar Arda

'Department of Pediatrics, Neonatology Unit, MD, Associate Professor, Ozel Koru Ankara Hastanesi
*Department of Anesthesiology and Reanimation, MD, Professor, Ozel Korn Ankara Hastanesi
'Department of Pediatric Surgery, MD, Professor, Ozel Korn Ankara Hastanesi

SUMMARY

Necrotizing enterocolitis is a neonatal intestinal problem
characterized by vascular damage in the bowel wall. Almost
one-third of the patients requires surgery due to the
complications developing from bowel wall necrosis. These
patients have a high rate of mortality reaching to 50% which is
related to the age and birth weight of the patients. Ileostomy
is a lifesaving surgical procedure in case of necrotizing
entereocolitis perforation. Here we present five neonates who
were followed by ileostomy due to perforation and discharged

without any complication.

Key Words: Necrotizing enterocolitis, neonate, surgery, ile-
ostomy

OZET

Nekrotizan enterokolit, yenidoganlarda bagirsaklarda dolagim
bozukluguna baglt olarak ortaya ¢ikan 6nemli bir sorundur.
Hastalarin yaklagik olarak tgte biri bagirsaklarda olugan
nekroza baglt olarak cerrahi tedavi gerektirir. Yasa ve dogum
agirhigina baglt olmak Uzere mortalite % 50’ye ulagabilir.
Nekrotizan enterokolit perforasyonlarinda, ileostomi yasam
kurtaricidir. Burada, ileostomi yapilarak izlenen ve sorunsuz
olarak taburcu edilen bes hasta sunulmaktadir.
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cerrahi, ileostomi
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INTRODUCTION

Necrotizing enterocolitis (NEC) is an intestinal problem of
neonates characterized by variable damages, ranging from
mucosal injury to full-thickness necrosis and petforation'?.
Although it is a disease of low-birth-weight neonates, NEC
may be seen in 10% of full-term babies’. Several predisposing
factors such as congenital heart disease, severe respiratory
problems, sepsis, hypoxic events or early formula feeding are
responsible in the development of NEC. All these factors
reduce the petfusion and cause ischemia in the bowel wall*>.
Mortality rates change between 10% to 50%. Higher mortality
rates are associated with lower birth weights and younger
gestational age'®.

Most of the patients respond to medical management.
Surgical treatment is necessary in case of ischemic events and
petforation®!!. 20-40% of all patients diagnosed with NEC
undergo surgery in whom mortality increases to 50%. The
high rate is related to the extension of the intestinal damage”®.
Nowadays, ileostomy is a lifesaving procedure in these patients
which is being used in an increased number of patients without

complication'>".

Here we present five neonates with NEC necessitated surgery
because of intestinal perforation. All patients underwent
ileostomy. After stabilizing the general condition of patients,
ileostomy closure was d one. No complication except adhesive
ileus in one patient occurred during the follow up of patients
after discharge.

PATIENTS AND RESULTS

Five patients with NEC perforation underwent surgery
between February and October 2016 in Koru Ankara Hospital
Newborn Intensive Care Urit. Decision of surgical intervention
was made on findings of increased distension and tenderness
of the abdominal wall, remaining high rate of bilious gastric
drainage, sustained mass in the right lower abdomen, excessive
intraperitoneal fluid and free intraperitoneal air (Figure 1).
Necrotic bowel wall with perforation was found in the distal
part of the ileum in all patients and ileostomy was created just
above the site of perforation (Figure 2).
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Figure 1: Persisting dilated bowel loops in one of the

patients undergoing ileostomy (patient #3).

Figure 2: Inflamed and necrotic distal small intestine

(patient #4)

Mean gestational age and birth weights of the patients were
31.4£2.0 weeks (range, 25-36 weeks) 1678£249.2 gr (range,
850-2260 gr), respectively. Mean age of the patient at the time

of surgery was 12.412.8 days (range, 6-21 days). Ileostomy
was remained 25.6+2.7 days (range, 18-32 days). During this
period no patient lost weight. All patients received oral feeding
and intermittent intravenous fluid for replacement for the ile-
ostomy loss, Mean weight gain per day was 12.4+1.5 gr (range,
8.3-17.1 gr). We haven’t seen any complication related to the
ileostomy during follow-up. Only one patient developed adhe-
sive ileus in the second month following the ostomy closure
requiring surgery in another center. All data are given in Table
1.
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Table 1: Data of patients undergoing ileostomy.

Ileostomy Ileostomy Discharge
Gestational | Birth creature closure Ileostomy | Weight | Weight time Weight
age weight duration | difference' | per day difference® | Complication
(weeks) (g1) Age | Weight | Age | Weight (days) (gr) (gr) Age | Weight (gv)
(day) | (g9 | (day) | (gr) (day) | (gr)
34 1900 11 1820 43 2070 22 +250 11.3 51 2470 +400 ©)
36 2260 6 2180 24 2380 18 +200 11.1 35 2590 +210 ©l
25 850 21 800 56 1260 32 +460 14.3 46 1480 +220 (+)
34 1980 17 2100 49 2650 32 +550 171 54 2750 +100 O]
28 1400 7 1400 31 1600 24 +200 8.3 53 1845 +245 O]

" Weight difference between ileostomy creature and closure dates.
2 Weight difference between ileostomy closnre and discharge dates.

DISCUSSION

NEC is the most common neonatal gastrointestinal emergen-
cy requiring urgent drainage or surgical intervention in the first
few days of life. It is predominantly a disease of low-birth-we-
ight neonates. Although 90% of infants are born premature,
full-term and near-term infants also develop NEC. The inci-
dence of NEC has been reported 1 in 1000 live births. The in-
cidence of NEC is inversely related to the infant’s birth weight
and gestational age. The rate rises to 12% in neonates under
1500 g Despite significant improvements in low-birth-weight
neonate care mortality still remains between 15-30% of pa-
tients with NEC. Higher fatality rates are accompanied with
lower age and lower weight of the babies. Mortality rate reac-
hes to 50% in neonates under 1500 gt'®.

The pathogenesis of NEC is multifactorial. Prematurity it-
self is one of the main risk factors in the development of
NEC. Low tissue oxygen arising from birth asphyxia, conge-
nital heart diseases or severe respiratory problems may start a
cascade of events causing bowel wall damage. Immaturity of
the bowel wall makes it vulnerable to even temporary hypo-
perfusion. Early formula feeding, abnormal colonization of
the bowel or the release of inflammatory mediators stimulated
by an ischemic-reperfusion injuty in an immature gut are also
other leading factors for the development of NEC'#>¢,

The most common alerting finding of NEC is abdominal
distension associated with bile stained vomiting. Direct ab-
dominal X-ray shows dilated bowel loops with air-fluid levels
demonstrating intestinal obstruction. Air bubbles can be seen
within the bowel wall which is called as pneumatosis intesti-
nalis. Dilated and silent loops detected by ultrasonograpy are
findings of an ongoing inflammation. Detection of air in the
portal vein is an ominous sign for NEC. Occult or evident
rectal bleeding may be seen as a result of bowel wall damaging.
This stage of NEC can be managed by medical measures'?.

In advanced situations ongoing bowel ischemia may result
in necrosis. Necrosis either can be limited in only one region

or be widespread as patchy involvements. Perforation occurs
in necrotic areas which worsens the clinical condition of the
patient. The most common area of perforation is ileocaecal
region. The situation shows itself with two findings. In most
of the cases air inside the bowel enters into the abdominal
cavity which is detected as free air in the subdiaphragmatic
area in direct abdominal X-ray. In some patients, neighboring
bowels come together around the tear and form a fixed mass.
This situation is called as closed perforation which is the cause
of mechanical obstruction in neonates with NEC. The mass
is easily detected by ultrasonography. In selected cases abdo-
minal computed tomography or magnetic resonance imaging
may be necessary. Free fluid is generally associated to bowel

petforation. This stage of NEC requites urgent surgery™®’.

Surgical management depends on the patient’s condition and

extension of the involvement!’*!°

. In patients with poor clini-
cal condition, only drainage of abdominal cavity with a small
catheter is sufficient''. Laparotomy is mandatory in the other
patients. There are several options what to do in the operation.
In early diagnosed cases with small perforation only primary
suturing is sufficient. In neonates with necrotic bowel, ostomy
with removal of the necrotic content should be done. Because
the perforation is in the ileocaecal region in most of the ca-
ses, ileostomy is the preferred surgical method®'?. In advanced
disease multiple resection in the patchy necrotic areas may be
required’.

Although ileostomy is a life-saving procedure in neonates with
NEC it was considered as a frightening procedure for infants
in the past'. It is not free of complication'’. Because excessive
amount of fluid is lost management of ileostomy is quite dif-
ficult particularly in small infants. Higher the ileostomy means
larger volume of fluid escapes. Clinical management of these
patients consists of quick response to the patients’ require-
ments. In the first few days following the surgery intravenous

fluid replacement either with electrolyte solutions or parente-
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ral nutrition with protein and lipid solutions may be required.
Enteral nutrition should begin without delay to protect the gut
mucosa and to provide basic nutritional requirements. Because
the small bowel content is more liquid, occurring of various
degrees of erosive skin lesions around the ostomy site are ine-
vitable!*. Timing of ostomy closure should be scheduled af-
ter stabilization of the patient which is considered to be done

within the six weeks following the surgery'®"”.

In our patients, no complication except mild skin lesions oc-
curred related to the ileostomy. No patients lost weight during
follow-up with ileostomy. All patients tolerated enteral feeding
without excessive loss of intestinal fluid. We closed ileostomy
in all patients between 3 and 5 weeks after the first surgery.
In conclusion, we think that ileostomy can be easily mana-
ged with the current improvement of neonatal care in patients
with NEC perforation. Ostomy can be closed as early as three
weeks after the first surgery. In our experience, ileostomy in
the surgical treatment of NEC in neonates allows optimal ma-
nagement of the patients with confidence.
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ABSTRACT

Testicular torsion is a rare event in neonates. It may occur
either in the prenatal or postnatal periods. Most of the patients
have a firm testis with a discoloration over the affected
scrotum. Urgent operation and contralateral exploration are
controversial in neonates because of low rate of salvageability
of the testis. Here we present a case of testicular torsion in a
one-day-old neonate. The size of the affected testis reduced to
half of normal testis at follow-up.

Key Words: Testicular torsion, neonate, ultrasonography,
contralateral exploration

OZET

Yenidogan déneminde testis torsiyonu ender olarak gorilir.
Torsiyon, prenatal ya da postnatal dénemlerde olabilir. Hasta-
larin gogunda testis serttir ve skrotum derisinde renk degisik-
ligi vardir. Yenidogan déneminde saptanan testis torsiyonla-
rinda, acil cerrahi girisim ve karsi taraf testisin eksplorasyonu
tartismalt bir konudur. Burada bir giinliik bir yenidoganda
saptanan testis torsiyonu olgusu sunulmaktadir. Tki aylik izlem
sonrasinda etkilenmis testisin buytkligt normal testisin yari-
sina inmigtir.

Anahtar sézciikler: Testis torsiyonu, yenidogan, ultrasonog-
rafi, kontralateral eksplorasyon
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INTRODUCTION

Neonatal testicular torsion (NTT) accounts 10% of all
testicular torsions admitted to pediatric surgical centers.
NTT usually occurs extravaginally that spermatic cord above
the insertion of tunica vaginalis turns around itself. Torsion
may occur in the prenatal or postnatal periods. Bilateral NTT
is not infrequent which may occur either synchronous or
metachronous. Testis is firm and hemiscrotum has a blue or
black discoloration'”. Salvage of prenatal torsions is almost
universally impossible’. Although there is a controvetsy on the
treatment of N'T'T, most surgeons prefer urgent surgery and

5,6

contralateral testicular fixation>*. Here we present a one-day

old NTT who was diagnosed at the time of delivery.

CASE REPORT

A 32-year-old female gave birth a male baby following 39
weeks” uncomplicated pregnancy. He was taken to the
neonatal intensive care unit because of a mild respiratory
problem developing immediately after the delivery. At physical
examination, left testis was found pulled up in the scrotum
and palpated as a firm mass with a slight discoloration on the
overlaying skin (Figure 1). The patient also had a mild congenital
hydrocele and glanular hypospadias. Ultrasonographic
examination revealed significantly impaired arterial flow and

heterogeneous appearance in the left testis.

Figure 1: Left testis is pulled upwards in the scrotum
and slight discoloration over the affected hemiscrotal
skin.

Fid
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The patient was undertaken into the operation without delay.
Left testis was found rotated extravaginally almost 360 degrees
in the clockwise direction (Figure 2). Following detorsion
tunica vaginalis was opened and an incision was made into the
parenchyme. No active bleeding was detected. Testis was left
in place. The size was almost half of the normal testis at the
postoperative second month in ultrasonography.

Figure 2: Rotated testis with vascular impairment.

DISCUSSION

Testicular torsion may occur in early or late neonatal periods. It
is called as prenatal torsion if detected at the time of delivery.
Postnatal torsion occurs within the first 30 days of life. It is
also called as chronic or acute torsion, respectively'Z

Testicular torsion is caused by twisting of the spermatic cord
which impairs testicular blood supply immediately. Normally,
tunica vaginalis is attached to posterior to the testicle and
spermatic cord is not mobile. Testicular torsion occurs
intra- or extravaginally. In the first type, there is a congenital
abnormality that attachment of the tunica vaginalis of testis
inappropriately high. Spermatic cord can easily rotate within
which can lead to testicular torsion. This abnormality is known
as “bell clapper deformity”. This type of torsion is seen beyond
the neonatal period. In the second form, spermatic cord turns
around itself above the attachment of tunica vaginalis which
is classically seen in neonates. Although extravaginal torsion is
a rule in neonates it has been reported that intravaginal torsion
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may be seen in infants®. Complicated pregnancies and vaginal
deliveries seem to predispose patients to testicular torsion”.

Bilateral torsion in neonates occurs in 5-10% of the cases®’.
In the majority, torsion of the left testis seems to occur later
than torsion of the right testis®. Bilateral torsion can present
with unilateral signs. It has been reported that asynchronous
bilateral NTT could be missed on physical examination and
only identified on sutgical exploration of unilateral torsion®.
Torsion of an undescended testis is not infrequent in children.
It is significantly morte prevalent in infants?

Neonate with testicular torsion may present with varying
clinical pictures such as nubbin testis, small and hard testis,
normal-sized and hard testis, and acute scrotum’. The
common clinical presentation in the neonate group is a
solid, nontender scrotal mass. Skin discoloration and rarely
hydrocele may accompany to the situation®. Acute scrotum is
more prominent in patients with postnatal torsion’. It can be
on both sides however 5 to 10% of patients may have bilateral
torsion. 20% of non-palpable testes are atrophied or absent.
Prenatal testicular torsion is the most common reason of
testicular atrophy.

The sonographic features of prenatal and postnatal NTT
are not similar. There are significant differences between
prenatal and postnatal N'TTs with regard to testicular size and
echogenicity. Testes with postnatal N'TT have homogeneous
echo patterns and preserved testicular blood supply when
compared to testes with prenatal NTT'". Rarely, testicular
torsion can be coincidentally diagnosed prenatally by routine
ultrasonography''. Because the chance of twisted testicle
salvage is almost none, induced delivery and prompt surgery
are not recommended'?.

The treatment of neonatal testicular torsion is controversial,
and the prognosis for preservation of testis viability differs
in the literature. Although urgent surgical exploration has
been recommended, conservative approach without surgery
has been advocated because very few testes saved in patients

3481314 Various methods for

undergoing salvage operation
the surgical management of NTT have been described
such as ipsilateral orchiectomy and contralateral orchiopexy,
orchiopexy of the contralateral testis, bilateral orchiopexy,
orchiectomy of the ipsilateral testis), orchiopexy of the
ipsilateral testis®. Thete is a controversy on the contralateral

exploration in NTT.

Testicular salvage rate is low in NTT% Almost all prenatal
tortions undergo atrophy because of significant ischemia and
resultant infarction. The rate of salvaging is higher in case
of postnatal torsion’. In a review of 18 case seties of NTT
containing 268 operated cases revealed that overall salvage rate
was 8.96%, if the operation was done as emergency salvage
may be as high as 21.7%".
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As a conclusion, although testicular torsion is a surgical
emergency it is not same in neonates because of the low rate
of salvageability of the affected testis, particularly in prenatal
NTT. Surgical exploration is inevitable in case of bilateral
torsion. We think that contralateral exploration should be
limited in certain cases such as suspected blood flow in the
normal testicle by ultrasonography.
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SUMMARY

Pilomatrixoma, known as calcifying epithelioma of Malharbe,
is a benign skin neoplasm that arises from hair follicle. The
disease is common in pediatric population that is frequently
misdiagnosed with other skin lesions. It represents itself as a
slowly growing solid mass with varying size beneath the skin,
especially in the head, neck and upper limbs. Treatment is total
excision of the lesion. Pilomatrixoma rately recurs.

Key Words: Pilomatrixoma, head and neck lesion, children

OZET

Aynt zamanda kalsifiye epitelyom olarak da bilinen pilomatrik-
soma, sa¢ follikillerinden kéken alan iyi huylu bir deri neop-
lazmidir. Cocuklarda stk olarak goriilen pilomatriksoma diger
deri lezyonlart ile karstirilabilir. Genellikle bas ve boyunda
olmak tzere ekstremitelerde de gériilen ve yavas biyiiyen, de-
rinin hemen altinda yerlesim gosteren bir lezyondur. Tedavide
tam olarak cikarilir.L.ezyon ¢ok ender olarak yineleyebilir.

Anahtar sézciikler: Pilomatriksoma, bas ve boyun kitleleri,
cocuk
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Pilomatrixoma: A Benign Lesion of Childhood Head and Neck Masses

INTRODUCTION

Pilomatrixoma, is a benign skin tumor of early decades of life.
It originates from the hair follicle matrix cells and common in
pediatric and dermatologic practices. Slow growing superficial
mass fixed to the skin with blue or purple discoloration is
typical for the disease. However, it can still be misdiagnosed
with other skin lesions and therefore preoperative and
pathologic diagnosis may not be consistent.

CASE REPORT

A G-year old girl was referred to the ENT clinics with
recurrent sorethroat attacks and presence of a mass in the
upper cervical skin area corresponding to the upper one third
of left sternocleidomastoid muscle. In physical examination,
cervical mass was found to be stony hard, approximately one
centimeter in diameter and firmly attached to the skin moving
together. There was no ulceration or discoloration.The lesion
was persistent for the last 6 months with no obvious increase
in size. The previous history revealed presence of a minor
trauma to the affected skin area with a friend’s fingernail.

Figure 1: Cervical mass which was found to be stony
hard.

The patient was diagnosed as chronic tonsillitis. Tonsillectomy

and simultanecous excision of the lesion was planned with a
preoperative diagnosis of an epidermoid cyst. In the operation,
the lesion was excised totally with the covering skin following
tonsillectomy.(Figure 1).  Histologic examination revealed
that the mass was pilomatrixoma. No recurrence observed in

a three-months follow up.

DISCUSSION

Pilomatrixoma was first described by Malharbe and Chenantais
in 1880 as calcified epithelioma of sebaceous glands. It
presents less than 2% of all primary cutaneous neoplasms and
less than 0.5% of cases are seen in routine dermatopathologic
practice. It is very common in the first two decades of life
but particularly occurs in younger than 10 years of age with
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a female dominance'”. The lesion is motre commonly present
in the head and neck (68.2 %) with the cheek is the most
frequently involved region. It is followed by upper limbs
(15,3 %)*. In certain conditions like Gardnet’s Sydrome
and myotonic dystrophy, the lesion may be recurrent and
multiple*. Additionally, it may also be associated to xeroderma
pigmentosum and basal cell nevus syndrome®®.

The mass is usually solid, sharply demarcated, nontender
and adherent to the overlying skin but can be moved freely
from the underlying soft tissues. Usually it presents itself with
bluish to purple discoloration which is highly diagnostic for
pilomatrixoma. Previous history of trauma may exist. Usually
the lesion grows slowly but does not regtress spontancously.

The clinical diagnosis is certain and coincides with the
pathologic diagnosis in 28.9% of cases’. Histopathologically
two types of cells are observed: Eosinophilic keratinized
shadow (ghost) cells and basaloid cells where the former is
characterized for pilomatrixoma. Shadow cells have central
unstained areas due to the loss of nuclei. These cells are
surrounded by basaloid cells which constitute the smaller
component of cellular proportions. Calcium deposits also give
the firm texture of the lesion.

Usually radiologic examination is unnecessary. In case of
atypical presentation like multicentricity, deep location and large
size, ultrasonographic examination, computed tomography or
MRI can be required to confirm the diagnosis™®. For parotid
gland locations, ultrasonography is helpful. Ultrasonography
guided fine needle aspiration (FNA) can be considered for
cytological confirmation in atypical presentations.

Pilomatrixoma is frequently misdiagnosed and mistaken for
the other neck masses like epidermoid and dermoid cysts,
sebaceous gland cysts™. Calcified lymph nodes, calcified
hematomas, hemangiomas and parotid gland tumors are other
rare conditions which should be taken into consideration in
the differential diagnosis.

Because recurrence is high following biopsy, total excision of
the mass is the definitive treatment. If the skin over the mass is
ulcerated, it should be included in the excised tissue to exclude
any likely malignancy. Although it is unexpected, 2-6 % rate of
recurrence is reported in the literature.
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Relationship of Jaw Movement and Eyelid: Marcus Gunn Jaw Winking
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Cene Hareketi ve Géz Kapag Iligkisi: Marcus Gunn Jaw Winking
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SUMMARY

Marcus Gunn Jaw Winking Synkinesis (MGJWS) is characte-
rized by eyelid ptosis, which disappears during jaw movement.
MG]JWS is caused by congenital neural misdirection of the
levator palpebrae superioris muscle from both the occulomo-
tor nucleus and external pterygoid portion of the trigeminal
nucleus that responsible for jaw depression and protraction.
We report one child who presented with hypoxic ishemic en-
cephalopathy and ptosis that was recognised in the first seve-
ral hours after birth and was diagnosed with MGJWS at the
follow-up.

Key Words: Marcus Gunn phenomenon, jaw winking, conge-
nital ptosis, synkinesis

OZET

Marcus Gunn Jaw Winking Sinkinezi (MGJWS), ptozisin ¢ene
hareketi ile ortadan kaybolmast ile karakterize olan bir durum-
dut. G6z kapagini kaldiran levator palpebra supetior kasina,
trigeminal sinirin ¢ene hareketlerinden sorumlu kaslarint in-
nerve eden motor dalt tarafindan konjenital olarak yanls bag-
lantilar olusmasi ile meydana gelmektedir. Bu yazida, hipoksik
iskemik ensefalopati tanist ile yenidogan yogun bakim servisi-
ne kabul edilen, dogum sonu ilk saatlerde ptozisi farkedilen ve
takibinde MGJWS tanusi alan bir hasta sunulmustur.

Anahtar Sozciikler: Marcus Gunn fenomeni, jaw winking,
konjenital pitozis, sinkinezi
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nsenbil@yahoo.com.tr

70 Koru Proceedings



Amiodarone Induced Pulmonary Toxicity

GiRis

Marcus Gunn fenomeni, iist géz kapaginin ¢esitli mandibula
hareketleri ile istemsiz olarak yukat: kalkmast ile ortaya ¢ikan,
ilk defa Marcus Gunn tarafindan tanimlanan bir durumdur'.
Alt cenenin motor hatreketlerini saglayan pterigoid kast innerve
eden trigeminal sinirin dallari ile g6z kapaginin yukatt kalkma-
sint saglayan levator palpebra superior kast innerve eden oku-
lomotor sinirin dallatt arasinda, inervasyon bozuklugu sonucu
ortaya ciktigt distinilmektedir. Cigneme, emme, esneme gibi
cene hareketleri ile g6z kapagr hareketleri degisir, ptozis di-
zelir, sinkinezi olarak adlandirilan ve istemli hareket sirasinda
ortaya cikan istemsiz hareket gorulir?. Literatiirde genellikle
Marcus Gunn jaw winking sinkinezi (MGJWS) olarak adlan-
dirtlir. MGJWS en stk rastlanan konjenital okiilofasiyal sin-
kinezidir. Konjenital ptozis nedenleri arasinda yaklagik %08.5
oranindadir. Kizlarda ve sol tarafta daha siktir. Nadiren cift
tarafli ve ptozis olmadan da goriilebilir’.

Bu yazida hipoksik iskemik ensefalopati tanist ile yenidogan
yogun bakim servisine kabul edilen, dogum sonrasi ilk saatler-
de ptozisi farkedilen ve 3 aylik oldugunda MGJWS tanist alan
bir hasta sunulmaktadir.

OLGU SUNUMU

29 yagindaki annenin ilk gebeliginden, takipli sorunsuz bir ge-
belik sonrast 40 hafta 3 giinlik, normal spontan vaginal yolla,
mekonyum salinimi ile 3110 gram olarak dogan bebegin 1 ve
5. dakikalarda APGAR skoru 7 ve 9 olarak belitlendi. Mideden
mekonyum aspire edildi. Pozitif basingli ventilasyon sonrasin-
da kalp tepe atimt ve ritmi dizeldi. Solunum stkintist devam
eden hasta nazal CPAP’e alindt. Spontan solunumda yetersizlik
ve kan gazlarinda pH 7.05, BE -14 saptanmasi tUzerine, hipok-
sik iskemik ensefalopati olarak kabul edildi ve yenidogan yogun
bakim servisine alindi. Hastaya hipotermi tedavisi bagland.

Fizik muayenesinde takipne ve interkostal retraksiyonlar mev-
cuttu. Tlk saatler i¢indeki muayenesinde sol gz kapaginin dii-
stk oldugu ve sag alt ekstremitesini daha az oynattigt saptandi.
Akciger grafisinde mekonyum aspirasyon sendromu ile uyum-
lu retikulonodiiler infiltrasyon mevcuttu. Giniine uygun intra-
vendz stvi ve antibiyotik tedavisi baslandt. Tki saat sonrasindaki
kan gazinda, pH 7.14 BE-9 olarak saptandi. Ayrintli nérolo-
jik degerlendirmesinde g6z hareketleri serbest, 15tk refleksleri
bilateral porzitif, sol gézde ptozis, fasial asimetrinin olmadig,
yenidogan reflekslerinin aktif oldugu, Moro refleksinde sag alt
ckstremitenin harekete katilmadigi, derin tendon reflekslerinin
sag alt ekstremite hari¢ alindig1 saptand.

Dogustan kalca ctkigt veya fraktiir siphesi ile kalca ve ekstre-
mite grafileriyle ortopedi bolimi tarafindan da degerlendirildi
ve bu tanilar disuntlmedi. Hastada okulomotor sinirin motor
dali tutulumu, monoparezi ve hipoksik iskemik ensefalopati
olmast nedeniyle inme 6n tanust ile beyin manyetik rezonans/
diffiizyon gorintileme istendi. Bulgular normal sinirlarda ola-

rak yorumlandi. Hastanin monoparezisi 24 saat icinde tama-
men dizeldi, ancak ptozis devam etti. G6z bélimiince goz
kapaklarinda hafif 6dem, ptozisden dolayr sol kapak stk ta-
kibinde yavaslama, pupil alani kismen kapali, sag ve sol gézde
retina ve optik disk normal olarak degerlendirildi ve konjenital
ptozis 6n tanst ile takibe alinmasi 6nerildi. Hipotermi tedavisi
72 saatte sonlandirilan, akciger bulgulart dizelen, oral olarak
beslenen hasta 10 giinliikken ptozis disinda sorunu olmadan
taburcu edildi.

Noérolojik olarak takiplerinde motor ve mental gelisim basa-
maklart yagina uygundu. Riskli bebek olarak takibi gerektigi
belirtilerek erken miidahale 6nerileri yapildi. Annesi tarafindan
g6z kapagindaki distkligin meme emerken diizeldigi fark
edildi ve 3 aylik iken g6z bolimu tarafindan MGJWS tanist aldi
(Resim 1 ve 2). Su anda 6 aylik olan, g6z bulgular yoniinden
ek bir tedavi 6nerilmeyen, nérolojik acidan sorun saptanmayan
hastamuzin takipleri devam etmektedir.

Resim 1: Hastanin sol g6z kapagindaki ptozis
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Resim 2: Sol goz kapaginda ptozisin ¢ene hareketi (elindeki obje-

yi emmesi sonrasi) ile diizelmesi

TARTISMA

Izole bir durum olan MGJWS’de sistemik anormallikler na-
dirdir*. Guntumiize kadar bitlikte polidaktili, ventrikiiler septal
defekt, epilepsi ve mental geriligi olan bir hasta®, Duane send-
romu gibi ek g6z anomalileri olan ve 22q11.2 mikroduplikas-
yonu saptanan iki hasta®, bradikardi, ektopik aumlar, AV blok,
oktlokardiyak refleks gibi kardiyak sorunlat’, Kaposi sendro-
mu ile birliktelik®, ve renal sorunlart olan hastalar’ bildirilmistir.

Hastamizda ptozisle birlikte hipoksik iskemik ensefalopati ve
monoparezisinin olmast nedeniyle baslangicta santral sinir sis-
temi tutulumu olabilecegi diisintilmistir. Ancak beyin gériin-
tileme bulgularinin normal olmast ve monoparezinin ¢ok hizlt
dizelmesi nedeniyle bu durum diglanmistir. Monoparezinin
¢ok hizli diizelmesi siddetli olmayan akut iskemi ile aciklana-
bilir. Hasta sekelsiz riskli bebek olarak izlenirken ptozis de-
vam etmis ve g6z bolimu tarafindan muayene strasinda emme
refleksi uyatilarak g6z kapagindaki degisikligin gézlenmesi ve
bu sirada ptozisin diizelmesi nedeniyle MGJWS tanust almis-
tir. Hastamuz, dismorfik bulgularinin ve sistemik sorunlarinin
olmamasi nedeniyle izole MGJWS olarak kabul edilmistir.
MGJWS’da ek gbz bulgulart da nadirdir. Horizontal strabis-
mus, vertikal strabismus ve ambliyopi en ¢ok eslik eden gbz
problemleridir'’. Hastamuzda ek g6z sorunu da saptanmamis-
.

72 Koru Proceedings

MG]JWS, etyopatogenezi tam olarak belli olmayan konjenital
bir durumdur. Genellikle sporadikdir, nadiren ailesel olabilir.
Otozomal dominant gegisli ailesel MGJWS’lu hastalarda Con-
te ve ark. tarafindan nérofizyolojik ve néroradyolojik tetkik-
ler sonucu patogenez hakkinda 6nemli bilgiler saglanmustir.
Bu ¢alisma sonucunda konjenital olarak beyin sap1 diizeyinde
trigeminal motor aksonlarin elevator palpebralis kasina yanlis
yonlenmesi (misdirection) oldugu sonucuna varilmistir'!. Ge-
netik gecisi hakkinda bilgiler sinirli olmakla birlikte beta-ti-
bilin izotip 1II'u kodlayan TUBB3 genindeki mutasyonlarin,
MGJWS’i de igine alan baz1 santral sinir sistemi ve okiillomotor
anomalilere yol actigi gosterilmistir',

Yas ilerledik¢e semptomlar diizelme egilimindedir ve kozmetik
sorunlar disinda ek soruna neden olmaz. Bu nedenle hastalara
cerrahi tedavi 6nerilmemektedir'®”. MGJWS tanisinda 6yki,
muayene ve gbézlem 6nemlidir ve hastanin ek sorunu yoksa
ileri tetkiklere gerek yoktur. Konjenital ptozisi olan hastalarin
hastalarin ayirict tanusinda MGJWS akla gelmelidir.
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SUMMARY

Familial Mediterranean Fever (FMF) is an autosomal recessi-
ve inherited, systemic auto-inflammatory disease which causes
following characteristic symptoms: fever, serositis and cutane-
ous inflammation attacks. It is more common in non-Ashke-
nazi Jews, Armenians, Arabic, Turks and Greeks. Although it
has been reported that FMF attacks firstly begin with stomach
pain in majority of the cases (95%), only in less than 10%
first attack starts with pleural chest pain, pleural effusion and
fever. However this rate increases up to 30-40% in recurrent
attacks. In this study we present management and treatment
of an FMF case who has suffered from pleural chest pain with
pleural effusion.

OZET

Ailesel Akdeniz atesi (AAA) (Familial Mediterranean Fever
-FMF); otozomal resesiv, sistemik, ates, serozit ve kutaneus
inflamasyon ataklartyla karekterize, oto-inflamatuar bir hasta-
liktir. Akdeniz kokenli Yahudiler, Ermeniler, Araplar, Ttrkler
ve Yunanlarda daha sik gérilmektedir. Hastalarin %95’inde ilk
AAA ataginin karin agrisi ile basladigi rapor edilmekle beraber,
ploritik gbgs agrisy, plevral efiizyon ve ategle baslayan ilk atak
sikligi %10’un altindadir. Bu oran tekrarlayan ataklarda %030 -
40’a ctkmaktadir. Burada, sadece ploritik g6gus agrist sikayeti
ile bagvuran ve plevral efiizyon saptanan bir vaka klinik izlem
ve tedavi sonugclart ile sunulmaktadir.
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GiRis

AAA veya FMF; otozomal resesty, sistemik, ates, serozit ve ku-
taneus inflamasyon ataklariyla karekterize, oto-inflamatuar bir
hastaliktir. Cogunlukla Akdeniz kékenli Yahudiler, Ermeniler,
Araplat, Tirkler ve Yunanlarda gorilmektedit'?. Serozit tab-
losu icinde gelisen ve peritonit ataklarina gore daha az gori-
len plorit ataklari, klinik degerlendirmelerde stkintt yaratabilir.
Ozellikle tek basina plorit seklindeki serozit ataklari, doktoru
gereksiz tant ve tedavi yontemlerine sevk edebilir.

Burada, g6gus agrist sikayeti ile bagvuran ve 1 yil 6nce de ben-
zer sikayetler nedeni ile pnémoni tedavisi alan bir vaka klinik
izlem ve tedavi sonugclart ile sunulmaktadit.

OLGU

14 yasinda erkek hasta, poliklinige 2-3 glindiir devam eden,
nefes alip vermekle artan sag yan agrisi sikayeti ile basvurdu.
Opykiisiinde ates, ksiiriik sikayetlerinin olmadigi, AAA tanist
ile kolsisin (2x1 tablet) kullandig1 égrenildi. Ozgegmisinde 5
yasinda AAA tanist aldig, genetik inceleme sonucunda M694V
(homozigot), R202Q) (homozigot) mutasyonu belirlendigi, 1 yil
once de g6gis agrist sikayeti ile bagvurdugu baska bir merkez-
de pnémoni tanust ile 7 giin antibiyotik tedavisi aldigr 6grenildi.
Klinigimizde hastanin fizik incelemesinde; sag alt zonda akci-
ger seslerinin azaldigt ve perkisyonda matite oldugu saptandu.
Posteroanterior (PA) akciger grafisinde sagda plevral stvi, sag
akciger alt zonda infiltrasyon ile uyumlu opasite artist oldugu
g6rildi (Resim1).

Resim 1: Hastanin bagvurusu anindaki PA akciger gra-
fisi

Data) (CAOGHUCREE

Hastanin AAA tanist nedeniyle, buna baglt plérit ve pnémoni
de olabilecegi dusunilerck diger tetkikleri yapildi: Fibrinojen

644 mg/dL, CRP 18 mg/dL, sedimentasyon 51 mm/saat, se-
rum amiloid A 502 mg/L olarak saptandi. Hastanin 9 yildir
kolsisin tedavisini aynt dozda aldig1, seyrek AAA ataklart gegir-
digi g6z6ntne alinarak 6ncelikle AAA ploriti distnilda. Anti-
biyotik veya antienflamatuar ila¢ baslanmadi. Kolsisin dozu at-
titilarak ayaktan takibe alindi. On giin sonra ¢ekilen PA akciger
grafisinin normal oldugu (Resim2), kan tetkiklerinde sedimen-
tasyon ve CRP degetlerinin normal dizeye geldigi belirlendi.
Tedavinin bitinci ayinda serum amiloid A degetinin 6.27 mg/L
oldugu, fibrinojen degerinin 401 mg/dL’ye geriledigi saptandi.
Hasta AAAIn uzun sireli riskleri acisindan takibe alinds.

Resim 2: Tedavinin 10. giiniinde gekilen PA akciger gra-
fisi

Lat/Pos: U/PA

TARTISMA

AAA otozomal-resesiv gecisli, sistemik ates, serozit ve kuta-
neus inflamasyon ataklartyla karakterize, oto-inflamatuar bir
hastaliktir. Cogunlukla Akdeniz kékenli Yahudiler, Ermeniler,
Araplat, Turkler ve Yunanlarda gorilmektedit'. AAA oto-inf-
lamatuar hastaliklarin en sik, en tipik, en ¢ok degerlendirilmis
ve en 6nemli 6rnegi olan periyodik ates sendromlarindan bi-
ridir. Klinik olarak baska hastaliklart taklit edebilir ya da baz
inflamatuar hastaliklara eslik edebilir 72,

Genellikle 20 yasindan 6nce baslamakla bitlikte hastalarin %
65’inde 10 yasindan Once ataklar ortaya cikabilir. Hastalarin
%95’inde ilk AAA atagr karin agrisidir. Ploritik g6gtis agrist,
plevral efiizyon ve atesle baslayan ilk atagin sikligr %10’un al-
tindadir. Bu oran tekrarlayan ataklarda %30 - 40’a ¢tkmakta-
dlr‘),l[).

Plorit ataklart tek taraflidir ve tek bagina veya diger ataklarla
birlikte olabilir. Pl6ral efiizyonlar kisa stirede belirir. Cogunluk-
la kendini yan agris1, omuz agrisi, ates, 6ksiiritk bazen dispne
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ile gosterir. Plorit ataklart siklikla ilk ti¢ giinden sonra duzelir.
Plevral eflizyon ise 3-5 glin icinde gerileyerek kaybolur. Pléral
ataklar genellikle iz birakmaz. Pléral eftizyonlar steril olmakla
birlikte icinde poliniiklear 16kosit artist beligindir.

Turan ve arkadaslar; ates ve gogis agrist ile bagvuran ve sol
plevral efiizyon saptanarak parapnémonik pnémoni 6n tani-
styla antibiyotik tedavisi baglanmasina karsin atesin diigmedigi
hastalarda, MEFV gen mutasyonu tespit edildigi ve kolsisin
tedavisi basladiklarini rapor etmislerdir'. Sever ve arkadaglar
da, benzer sekilde AAA tanist olmaksizin pulmoner bulgular
ve ates sikayeti ile basvuran 6 olgunun klinik semptom ve bul-
gularla 6ncelikle pnémoni, parapnémonik plérezi tanilari ile
ampirik antibiyotik tedavisine yanit vermemesi sonrast genetik
incelemeler ile AAA tanist aldiklarini ve kolsisin tedavisi bas-
ladiklarint bildirmiglerdir'?. Bizim olgumuz ise 1 yil ara ile iki
kere ates olmaksizin pléritik gégiis agrisi ile basvurmustur.

AAAll olgularda yasami tehdit eden en 6nemli komplikasyon
renal amiloidozdur”. Hastalarin takibinde idrarda proteintri
saptanmast amiloidoz yoniinden anlamlidir, ancak yeterli taki-
bin ve tedavinin yapilmadiginin da isaretidir. Hastalarda agir ve
sik tekrarlayan ataklarin olusu, akut fazlarin yiksek seyri, has-
tanin gen mutasyon 6zelligi cocukluk yas grubunda amiloidoz
icin baslica risk faktotleridir. Bu risk faktorlerinin azaltilmast ve

onlenebilmesinde kolsisin tedavisi en énemli yeri tutmaktadir!
78,1314
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ABSTRACT

Varicella zoster virus is the cause of herpes zoster disease,
which is commonly known as “Shingles”. Shingles is usually
characterized with severe pain and later onset of skin lesions
on the affected side. Recovery duration is approximately two
to four weeks. Herein, we present a 34-year-old male with
shingles on his lumbar area who couldn’t recover despite rece-
iving appropriate treatment. In fact, shingles caused full thick-
ness necrotic ulcer in this patient.

Key Words: Night burn, zona, chronic wound, debridement.

OZET

Halk arasinda “Gece Yang1” olarak da bilinen zona hastaligi-
nin etkeni varisella zoster virusudir. Gece yanigi agri ve son-
rasinda ortaya ¢tkan dokintiler ile seyreden bir hastalik olup
cilt lezyonlati, yaklasik 2-4 hafta icerisinde iyilesir. Burada, 34
yasindaki bir erkek hastada lomber bolgede olusan gece ya-
mginin, tedaviye ragmen iyilesmeyip tam kat nekroza gitme-
si stirecindeki uygulanan tedavi ve takip asamalarini sunmay1
amagladik.

Anahtar Kelimeler: Gece yanigi, zona, kronik yara, debrid-
man.
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GiRis

Halk arasinda “Gece Yangt” olarak da bilinen zona hastaligi-
nin etkeni vatisella zoster virtstdur (VZV). Hastaligin bilinen
tek rezervuart da insandir. VZV, klinik olarak iki farkli form-
da ortaya ctkmaktadir. Bunlardan bir tanesi, siklikla cocukluk
caginda ortaya ¢tkan sugicegi tablosu, digeri de insanda latent
olarak seyreden ve sonrasinda gece yanigi olarak ortaya cikan
klinik durumdur'? Gece yanid1, prodromal agri ve sonrasinda
ortaya ctkan kasintili dékinti ile seyreden bir hastaliktir. Et-
kilenen tarafta tek dermatom tzetrinde ortaya ¢ikar’. Bu has-
taltkta eritemli makilopapiler dékintiler bitleserek vezikul
bicimini alir. Olugan cilt lezyonlart yaklasik 2-4 hafta icerisinde
iyilesir ve deri tamamen dogal formunu alit*.

Burada, 34 yasindaki bir erkek hastada sag lomber bolgede
olusan gece yaniginin, tedaviye ragmen tam kat nekroza gitme-
si stirecindeki uygulanan tedavi ve takip asamalart sunulmak-
tadir.

OLGU SUNUMU

34 yaginda bir erkek hastanin 6ykisiinden; sag lomber bolge
ayrist sikayeti ile dis merkez acil servisine bagvurdugu, bel ag-
rist On tanist ile analjezik tedavi baslandigy, agr sikayetleri azal-
mayan hastanin lomber bélgesinde agriya uyan lokalizasyonda
once kizarikliklar ve sonrasinda vezikiiler lezyonlarin saptandi-
&1 6grenildi. Gece yanigi teshisi konan ve antiviral tedavi bas-
lanan, ancak 10 giinlik antiviral tedavi ve lokal yara tedavisi
sonrasinda agrilarinda azalma olmayan ve cilt lezyonlarinda
da ilerleme saptanan hasta, hastanemiz Kronik Yara Birimine
yonlendirilmis.

Klinigimize basvuran hastanin, genel durumu iyi, vital bulgu-
lart stabildi. Genel viicut muayenesi normaldi. Cilt muayene-
sinde, hastanin flank bélgesinde 15 x 5 cm boyutlarinda tam
kat nekroz iceren yara izlendi (Resim 1). Aile hikayesi, bilinen
bir hastalif1, gecirilmis operasyonu olmayan hasta yara takip
ve tedavi plani ile klinigimize yatirildi. Kan laboratuar incele-
melerinde hemogrami, biyokimyasal parametreleri normaldi.
Gerekli ameliyat 6ncesi hazirlik yapildiktan sonra hasta genel
anestezi altinda operasyona alindi. Gece yanigi olan bélgede-
ki eskarlt saha kaldirildi. Subkutan doku icerisindeki nekroze
alanlar cerrahi debridman ile uzaklastirildi. Subkutan dokuda
yer yer granile sahalar izlendi. Tedavi stirecinde hastaya an-
tibiyotik tedavisi verilmedi. Yatis siiresi boyunca 2 kere yara
debridmant uyguland: ve giinlik pansumanlar ile izlendi ve ya-
ranin giderek iyilestigi goézlendi. 15 gunlik siirenin sonunda
hastanin yarast tamamen iyilesti (Resim 2). Hasta tam sifa ile
taburcu edildi.
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Resim 1: Bagvuru anindaki yaranin durumu.

Resim 2: Tedavi sonrasi epitelize olan yaranin durumu.

TARTISMA
Bulasiciligr yiiksek olan VZV, klinikte sugicegi ve gece yanigt

olarak ortaya ctkar. Primer enfeksiyon solunum organlari va-
sitast ile yayilir. Nazofarenkste proliferasyonunu tamamlayan
virls, sonrasinda retiikiilo-endotelial sisteme yayilir ve viremi
olusur. Viicutta arka kok ganglionlarina primer enfeksiyon ile
yerlesir ve yeniden aktive olana kadar orada suskun vaziyette
kalit"?. Genelde insidansi yasla beraber artan gece yangt tab-
losu, kadin ve erkeklerde esit oranlarda izlenir. Bizim hastamiz
geng yasta bir erkekti.

Gece yaniginda siddetli agr1 yakinmast vardir. Bunun, agrt re-
septorlerinin inflamasyonu ve néronlarin hasarlanmasi netice-
sinde olustugu distnilmektedit’. Hastalarin cogunda dokin-
tiler 6ncesinde siddetli agri olur. Bu agr 6zellikle etkilenen
dermatoma uyan cilt tzerinde hissedilmektedir. Toraks yer-
lesimli olan gece yamgt hastalarinda agri bazen o kadar sid-
detlidir ki, klinikte kolaylikla kalp rahatsizliklari ile karisabilir.
Bizim hastamizda dokintii 6ncesinde lombar bolgede siddetli
agrt ortaya ¢ikmis ve ilk bagvuruda klinik tant olarak 6ncelikle
lomber disk hernisi akla gelmisti.

Gece yanuginda dokuntiler, yaklasik olarak agridan 48-72 saat
sonra ortaya cikar. Bu hastalarda dayanilmasi gii¢c olan agri-
ya, duyu bozukluklari ve kasinti da eslik eder. Ayrica etkilenen
ylizey, 1st degisikliklerine ve temasa karst oldukga hassastit’.
Olusan bu yara 2-4 haftalik zaman zarfinda tamamen iyilegit*.



Ding ve ark.

Hasta bizim klinigimize basvurdugunda yaranin oldugu bol-
gede siddetli bir agr1 vardi. Cilt eskarli ve nekrotikti. Baglangic
bulgulart olan agri ve kagint1 yerini tamamen agriya birakmis-
tt. Tedavi stirecinde antiviral ve lokal yara pansuman tedavisi
uygulanan hastanin yarast 3 aylik yara pansumanina ragmen
giderek derinlesmisti.

Gece yanigi hastalarina midahalede amag hizl iyilesme, agri
konforsuzluguna son verme ve olusabilecek komplikasyon-
larin 6ntine gecmektir. Erken baglanan antiviral tedavinin
dokintilerin iyilestirmesini ivmelendirdigi, agr1 siddetini ve
tzerine gelisebilecek sekonder komplikasyonlart azalttigi bil-
dirilmistit®. Ancak, tedaviye ragmen bizim hastamizda oldugu
gibi cilt lezyonlari, ¢ok ciddi bir klinik sorun olarak hekimin
karsisina ctkabilmektedir.

Gerekli antiviral tedavi uygulamasindan sonra cilt lezyonlart ge-
rilemezse, adindan da anlagilacag: gibi, lezyona yanik gibi yakla-
silmast en dogru tercihtir. Eskarlt ve nekrotik sahalar uzaklas-
tirthrken pansuman ile yogun bir takip stireci uygulanmalidir.
Klinik seyrin uzadigi ve yara iyilesmesinin olmadig1 gece yanikli
olgularda yara iyilesmesini engellemis olan nekrotik ve eskar-
i dokunun debridmaninin geciktirilmeden yapilmast gerekir.
Pansumanlarla takip hastaya birakilmamali ve yara epitelize
olana kadar hekim tarafindan sik araliklarla takip edilmelidir.
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Extended right hemicolectomy in a patient with liver cirrhosis (Child B)

Karaciger Sirozlu (Child B) Hastada Genisletilmis Sag Hemikolektomi
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SUMMARY

Colon cancer and liver cirrhosis coexistence constitute an
important risk factor for patients. Although morbidity and
mortality do not increase significantly in Child-Pugh class

A patients, these rates are significantly increased in Child B
and C patients. Here, we present the approach and treatment
of a patient with liver cirrhosis due to autoimmune hepatitis
(Child B) who underwent extended right hemicolectomy
due to malignancy.

Keywords: Colon cancer, Cirrhosis, Colectomy

OZET

Kolon kanseri ve karaciger sirozu bitlikteligi hastalar icin
o6nemli bir risk faktort olusturmaktadir. Child A karaciger
sirozlu hastalarda morbidite ve mortalite 6nemli oranda art-
mamakla bitlikte bu oranlar Child B ve C hastalarda 6nemli
oranlarda artis g6sterir. Burada, otoimmiin hepatite bagl ka-
raciger sirozu gelisen (Child B) ve sag kolonda malignite nede-
niyle genisletilmis sag hemikolektomi yapilan hastaya yaklasim
ve tedavi sunulmaktadir.

Anahtar Kelimeler: Kolon kanseti, Siroz, Kolektomi
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Gulen ve ark.

GiRis

Son zamanlarda sirozu olan hastalarda cerrahi endikasyonlar
degisim gostermektedir. Onceleri sadece siroz komplikasyon-
larina yonelik (umblikal herni ve hepatoseliler karsinom..) gi-
risimler planlanirken, giinimiizde kolon kanseri gibi cerrahi
endikasyonlar giderek daha yaygin olarak uygulanmaktadir'.
Siroz heterojen bir hastalik olup, hastaligin ciddiyeti Child-Pu-
gh skoru ve Model for End-Stage Liver Disease (MELD) sko-
ru ile degetlendirilmektedir®. Child-Pugh skoru protrombin
zamant (PT), albiimin ve bilirubin seviyeleri, assit ve hepatik
ensefalopati vathigina gore belitlenmektedir’. MELD skoru
ise; bilirubin, kreatinin ve uluslararasi diizeltme oranina (INR)
gbre tanimlanmaktadir.

Kolon kanseri gibi bir durumun varliginda karaciger hastalig-
nin ciddiyeti yaklasim ve tedavi Gzerinde 6nemli bir faktordar.
Child A hastalarda 5 yillik sagkalim orant %70 iken, bu oran
Child C hastalarda %25’¢ kadar diismektedir*. Bununla birlik-
te, sadece siroz i¢in 3.7, siroz ve portal hipertansiyon bitlikte-
liginde ise 14.3 katina kadar artmus bir postoperatif morbidite
s6z konusudur’.

Burada, otoimmiin hepatite bagh karaciger sirozu gelisen ve
olusan malignite nedeniyle genisletilmis sag hemikolektomi ya-
pilan bir hastaya yaklagim ve tedavi sunulmaktadir.

OLGU SUNUMU

59 yaginda kadin hasta halsizlik, yorgunluk ve kilo kayb1 sika-
yetleri nedeniyle genel cerrahi poliklinigine bagvurdu. Hasta-
nin anamnezinden, sikayetlerinin iki ay énce basladigi ve son
iki haftadir giderek arttigs; 6zgecmisinden ise yaklasik olarak
20 y1l 6nce otoimmiin hepatit tanist aldigi ve bu siire boyunca
steroid tedavisi altinda oldugu 6grenildi. Otoimmiin hepatite
baglt karaciger sirozu (Child B tanili) gelisen hastanin fizik
muayenesinde konjonktivalar soluk, karin 6n duvarinda olast
paraumblikal venin patentligine baglt olarak cilt altinda gelis-
mis varikoz dilatasyonlar gozlendi. Hemoglobin degeri 9 g/
dl, olan hastaya yapilan Ust gastrointestinal endoskopisinde
evre-IT 6zefageal varisler tespit edildi. Yapilan abdominal bil-
gisayarli tomografide sag kolonda yaklastk 5 cm lik segmentte
asimetrik duvar kalinlasmasi, mezenter yag planlari icerisinde
milimetrik boyutlu lenf nodlari izlendi. Ayni zamanda siroza
bagli paraumblikal ven ve sol eksternal iliak ven yolu ile por-
tosistemik sant, karacigerde lobulasyon, boyutunda azalma ve
paraumblikal venin patent oldugu izlendi. Alt gastrointestinal
sistem endoskopisinde ise, sag kolon hepatik fleksura dista-
linde ilserovejetan kitle oldugu gorilerek ardisik biyopsiler
alindr. Histopatolojik inceleme sonucu adenokarsinom olarak
rapor edildi. Hasta pre-operatif dénemde endokrinoloji, gast-
roenteroloji ve anesteziyoloji bolimleri tarafindan degerlen-
dirildi ve ameliyata hazirlandi. Hastaya yapilan laparotomide
karin 6n duvarinda paraumblikal venin agik oldugu ve buna
bagli olarak genis varikéz vaskiler yapilarin gelismis oldugu

izlendi. Bu vaskiler yapilar baglanip kesildi (Resim 1). Eksplo-
rasyonda hepatik fleksura distali ve ¢tkan kolonda tanimlanan
lezyon palpe edildi. Diger intraabdominal solid organlar dogal-
di. Onkolojik prensipler dogrultusunda genisletilmis sag hemi-
kolektomi yapildi (Resim 2,3). Hasta post-operatif 6. gliniinde
sorunsuz olarak taburcu edildi. Patoloji sonucu iyi differansiye
adenokarsinom, TANOMO (klinik ve patolojik degerlendirme)
olarak rapor edildi. Postoperatif olarak onkoloji takibine alin-
du

Resim 1: Karin 6n duvar varikéz yapilarin ligasyonu.

Resim 2: Genisletilmis sag hemikolektomi materyali.
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Resim 3: Sag kolon yerlesimli malign lezyon.

TARTISMA

Kolon kanseri ve siroz birlikteligi hastalar icin 6nemli bir risk
faktori olusturmaktadir. Bu hasta popiilasyonunda postopera-
tif 30 giinliik morbidite ve mortalite oranlart farkls calismalar-
da %21.5-26 ve %48-77 olarak saptanmustit®®. Kolorektal cet-
rahide komorbiditeyi en ¢ok etkileyen durumlar igerisinde yer
alan karaciger hastaliklart disinda acil cerrahi mtdahale, 65 yas
tstii olmak, anemi, pre-operatif radyoterapi, steroid kullanimu,
kronik bobrek yetmezligi, eslik eden hastalik varligl, fonksiyo-

nel durum gibi diger risk faktotleri de yer almaktadie™!.

Olgumuzda kolon kanserine ek olarak hastaligin kendisinden
kaynaklanan anemi, karaciger sirozu ve hastanin uzun stre-
li steroid kullanimi komorbiditeyi arttirmistir. Sonug olarak
bu iki hastaligin birlikteliginde pre ve postoperatif yaklasim,
morbidite ve mortalitesi bu denli yiksek hasta grubunda ¢ok
6nemlidir. Bu hasta grubunda kolon kanserinden daha ¢ok ka-
raciger hastaliginin sagkalim tzerine etki ettigi unutulmamali-
dur.
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