ISSN 1307 4504

.I oVrnal of Medical Sciences

Kafkas J Med Sci

Cilt / Volume 4

http://meddergi.kafkas.edu.tr Sayl / Issue 2
e_mail: meddergi@kafkas.edu.tr Agustos / August 2014



Cilt / Volume 4 o Sayi/ Issue2 e Agustos / August2014

Kafkas Tip Bilimleri Dergisi

Kafkas Tip Bilimleri Dergisi, Kafkas Universitesi Tip Fakiiltesi’nin

akademik yayin organidir.
Kurulus tarihi : 04.03.2011
Yayin tiirti : Hakemli sureli yayin.

Yayinin adi : Kafkas Tip Bilimleri Dergisi, Kafkas

Journal of Medical Sciences.
Kisaltilmis adi : Kafkas J Med Sci.

Yayimlanma ortamlari: Matbu ve elektronik.

Peryodu : 4 ayda bir (Nisan, Agustos, Aralik)
Yayin dili : Tirkge ve ingilizce.
Yazi icerigi : Tip bilimleri ile ilgili arastirma, kisa bildiri,

derleme, editoryal, editére mektup,
ceviri, tibbi yayin tanitma vb tirlerden
yazilar yayimlanir.

DOI numarasi : Yayimlanan her bir makaleye dijital

nesne tanimlayici numarasi (doi) atanir.

Makale islemleri : Makale toplama ve degerlendirme islemleri
http://194.27.41.48/meddergi/jvi.asp

web adresinden online yapilir.

Endekslenme
TUBITAK-ULAKBIM
Turkiye Atif Dizini
Turk Medline
Yonetim

Yrd. Dog. Dr. B. Gaglar Bilgin (imtiyaz Sahibi)
Dog. Dr. Kahraman Ulker (Yaz isleri Midiirt))

Editoryal Kurul
Editor
Dog. Dr. Kahraman Ulker
Editér yardimcilar
Yrd. Doc. Dr. Nergiz Hiiseyinoglu
Op. Dr. Sahin Kahramanca
Yrd. Dog. Dr. Yetkin Karasu
Redaksiyon
Yrd. Doc. Dr. Mert Ali Karadag
Yrd. Dog. Dr. Yaran Koban
Yrd. Dogc. Dr. Ayse Nur Yeksan
ingilizce danismani
Doc. Dr. Gencer Elkilic
istatistik danismani
Yrd. Dog. Dr. Cantiirk Capik

Onceki editérler: Prof. Dr. Bahattin Balci (2011-2012)

TIP BiLIMLERI DERGISI

KAFK
jo rnal of Medical Sciences

ISSN 1307-4504

Danisma Kurulu (Agustos 2014)
Ahmet Karakurt, Kars

Ali Kurt, Erzurum

Ali Memis, Ankara

Bahattin Balci, Kars

Bahar Keles, Konya

Barlas Sill, Kars

Basar Erdivanli, Rize

Burhan Hakan Kanat, Elazig
Canturk Capik, Kars

Cem Mat, istanbul

Emin Silay, Kahraman Maras
Emine Dervis, Kars

Erol Tasdemiroglu, istanbul
Fatih Mehmet Avsar, Kars
Kahraman Ulker, Kars
Kazim Dogan, Ardahan
Kursat Cegen, Kars

Miktat Kaya, Kars

Sahin Kahramanca, Kars
Tolga Sinan Giiveng, istanbul
Yakup Tokmak, Rize

Yigit Akin, Erzincan

Yusuf Glnerhan, Kars
Zekayi Kutlubay, istanbul
iletisim

Kafkas Tip Bilimleri Dergisi
Kafkas Universitesi, Tip Fakultesi
36300 Kars, Turkiye

Tel. 474 2251196

Fax. 474 2251193

E-mail. medical.dergi@kafkas.edu.tr
Web. http://194.27.41.48/meddergi/jvi.asp

Yayin Hizmetleri

Tasarm ve Uygulama

BAYT Bilimsel Arastirmalar

Basin Yayin ve Tanitim Ltd. Sti.

Ziya Gokalp Cad. 30/31, Kizilay-Ankara
Tel. (312) 431 30 62

www.bayt.com.tr

Baski

Miki Matbaacilik Ltd. Sti.

Matbaacilar Sitesi, 560 Sk. No:27, ivedik-Ankara
Tel. (312) 395 21 28

Baski Tarihi
25 Adustos 2014
Al



Volume / Cilt4 o Issue/ Sayr2 o August /Agustos 2014

Kafkas Journal of Medical Sciences

Kafkas Journal of Medical Sciences is the official academic
publication of Kafkas University School of Medicine.

Founding Date : March 4, 2011

Type of Publication : Peer reviewed journal

Name of Journal : Kafkas Journal of Medical Sciences,

Kafkas Tip Bilimleri Dergisi

Abbrevated Name : Kafkas J Med Sci

Media of Distribution : Press and electronic

Period of Publication : Three issues a year
(April, August, December)

Language : Turkish and English

Contents of Journal : Articles concerning medical sciences
such as original studies, short communi
cations, review articles, editorials, letters
to the editor and translated articles et

cetera are publicated.

DOI number : A digital object identifier (doi) number is
assigned to all articles accepted for

publication.

Manuscript Processing : Manuscript submission and review
procedures are performed online at
http://194.27.41.48/meddergi/jvi.asp

Indexed in
TUBITAK-ULAKBIM

Turkiye Atif Dizini
Tirk Medline

Administration

Assist. Prof. Dr. B. Caglar Bilgin (Owner)
Associate Prof. Dr. Kahraman Ulker (Publishing Manager)

Editorial Board

Editor

Associate Prof. Dr. Kahraman Ulker
Associate Editors

Assist. Prof. Dr. Nergiz Hiiseyinoglu

M.D. Dr. Sahin Kahramanca

Assist. Prof. Dr. Yetkin Karasu
Redaction

Assist. Prof. Dr. Mert Ali Karadag

Assist. Prof. Dr. Yaran Koban

Assist. Prof. Dr. Ayse Nur Yeksan
English Consultant

Associate Prof. Dr. Gencer Elkilic
Statistical consultant

Assist. Prof. Dr. Cantiirk Capik

Former editors: Prof. Dr. Bahattin Balci (2011-2012)

TIP BiLIMLERI DERGISI

KAFK
Jo rnal of Medical Sciences

ISSN 1307-4504

Advisory Board (August 2014)
Ahmet Karakurt, Kars

Ali Kurt, Erzurum

Ali Memis, Ankara

Bahattin Balci, Kars

Bahar Keles, Konya

Barlas Siili, Kars

Basar Erdivanli, Rize

Burhan Hakan Kanat, Elazig
Canturk Capik, Kars

Cem Mat, istanbul

Emin Silay, Kahraman Maras
Emine Dervis, Kars

Erol Tasdemiroglu, istanbul
Fatih Mehmet Avsar, Kars
Kahraman Ulker, Kars

Kazim Dogan, Ardahan
Kursat Cegen, Kars

Miktat Kaya, Kars

Sahin Kahramanca, Kars
Tolga Sinan Giiveng, istanbul
Yakup Tokmak, Rize

Yigit Akin, Erzincan

Yusuf Gunerhan, Kars

Zekayi Kutlubay, istanbul

Correspondence

Kafkas Tip Bilimleri Dergisi

Kafkas Universitesi, Tip Fakultesi

36300 Kars, Turkey

Phone. +90 474 2251196

Fax. +90 474 2251193

E-mail. medical.dergi@kafkas.edu.tr

Web. http://194.27.41.48/meddergi/jvi.asp

Publication Services

Graphic Design

BAYT Bilimsel Arastirmalar

Basin Yayin ve Tanitim Ltd. Sti.

Ziya Gokalp Cad. 30/31, Kizilay-Ankara, Turkey
Phone. +90 312 431 30 62

www.bayt.com.tr

Printing

Miki Matbaacilik Ltd. Sti.

Matbaacilar Sitesi, 560 Sk. No:27, ivedik-Ankara, Turkey
Phone. +90 312 395 21 28

Printing Date
August 25, 2014
A3



KAFK TIP BILIMLERI DERGISi
Jo rnal of Medical Sciences

Cilt / Volume 4
Sayi / Issue 2 ISSN 1307-4504

Agustos / August 2014

icindekiler / Contents

ARASTIRMA YAZISI / ORIGINAL ARTICLE

Accessory Nerve Root and Associated Dural Injury Incidences Encountered During Lumbar

1Y LT o T LT o =Y o o 4 45
Lomber Mikrodiskektomi Esnasinda Rastlanan Aksesuar Sinir K&k ve Dural Yaralanma Sikligi

Seyho Cem Ylicetas, Can Hakan Yildinm, Mehmet Bllent Balioglu, Yusuf Ehi, Ahmet Faruk Soran, Aytac Akbasak

doi: 10.5505/kjms.2014.83702

Correlation of Cardiovascular Limitations and Symptoms Profile with the Quality of Life, Anxiety and

[ LY oL TS T T ] ST - 1 = 51
Kardiyovaskdiler Kisitlik ve Semptomlar Profilinin Yasam Kalitesi, Anksiyete ve Depresyon Skalalari ile iliskisi

Derya Ozcanli Atik, Sezgi Cinar

doi: 10.5505/kjms.2014.28863

Parotid Kitlelerinin Degerlendirilmesinde ince igne Aspirasyon Biyopsisi ile Histopatolojinin

6= 171 F T L g [ P T 57
Comparison of Fine Needle Aspiration Biopsy and Histopathology in the Evaluation of Parotid Masses

Ali Osman ézbey, Fatih Bora, Ahmet Kutluhan, Mahmut Duymus, Kazim Bozdemir

doi: 10.5505/kjms.2014.96658

Ameliyat Sonrasi Agn Yénetiminde Nitelik Degisimi: iki Periyodun Karsilastirilmasi..........ceeeerereeeesssssesssssassessesens 62
Quality Changes in Postoperative Pain Management: Comparison of Two Periods

Elif Dirimese, Meryem Yavuz, Yasemin Altinbas
doi: 10.5505/kjms.2014.29200

DERLEME / REVIEW

Prophylactic Use of Non-invasive Ventilation After Abdominal and Thoracic Surgery........cccoeommmriircsmmrrsssssnmennnas 69
Non-invazif Ventilasyonun Abdominal ve Torasik Cerrahi Sonrasi Profilaktik Kullanimi

Ayse Nur Yeksan, Cafer Mutlu Sarikas, Urfettin Hiiseyinoglu, Sadik Avsar

doi: 10.5505/kjms.2014.48569

OLGU SUNUMU / CASE REPORT

Transitional Cell Carcinoma Recurrence in the Nephrostomy Tract After Percutaneous Nephrolithotomy ......... 75
Perkitan Nefrolitotomi Sonrasinda Nefrostomi Hattinda Transizyonel Hicreli Karsinom Rekirrensi

Mustafa Sofikerim, Mert Ali Karadag, Emrecan Akinsal, Fikret Halis

doi: 10.5505/kjms.2014.73645

Non-Traumatic Pseudocyst of the Spleen: A Case RePOrt....ccccccceeeerririrrrmmmmecessssssssersssnnnmnsssssssssessssnssmsmssssssssessssnnnns 79
Dalagin Travmatik Olmayan Psédokisti: Bir Olgu Sunumu

Metin Senol, Hakan Ozdemir, ibrahim Tayfun Sahiner, Zehra Unal Ozdemir

doi: 10.5505/kjms.2014.24008

Discrete Papular Lichen Myxoedematosus: A Case REPOIt ... eeecciriiiimmmccceeesssssrssssnscms s sssssses s s snsmssnsssssssssssnnnnns 84
Diskret Papliler Liken Miksédematdz: Bir Olgu Sunumu

Fatma Pelin Cengiz

doi: 10.5505/kjms.2014.04706

A5



ARASTIRMA YAZISI / ORIGINAL ARTICLE

TIP BiLIMLERI DERGISi

./o rnal of Medical Sciences
Katkas J Med Sci 2014; 4(2):45-50 e doi: 10.5505/kjms.2014.83702

KAFK

Accessory Nerve Root and Associated Dural Injury
Incidences Encountered During Lumbar Microdiscectomy

Lomber Mikrodiskektomi Esnasinda Rastlanan Aksesuar Sinir Kokii ve Dural Yaralanma Sikligi

Seyho Cem Yiicetas', Can Hakan Yildinm', Mehmet Biilent Balioglu?, Yusuf Ehi3, Ahmet Faruk Soran®,

Aytac Akbasak'

!Department of Neurosurgery, Kafkas University Faculty of Medicine, Kars, Turkey; *Baltalimani Education and Research Hospital,
Istanbul, Turkey; *Department of Neurology, Kafkas University Faculty of Medicine, Kars, Turkey; *Department of Neurosurgery,

Harran University Faculty of Medicine, Sanlurfa, Turkey

ABSTRACT

AIM: We aimed to find the incidence of accessory nerve roots and
their respective sites encountered intraoperatively during lumbar
microdiscectomy operations, and to draw attention to the findings
associated with the presence of accessory nerve roots.

METHODS: This study was conducted by retrospective analysis of
the records of patients (N=820) who were operated by the method
of microdiscectomy in three medical centers between April 2010
and August 2013. Cases that indicated surgery upon neurological
and radiological examinations were included in the study. In the
study, accessory nerve root abnormalities and the related dural
tears or nerve root injuries were assessed.

The variables of sex, presence of accessory roots and dural injury
were used as independent variables to analyze the other variables.

RESULTS: Accessory nerve root anomaly was detected in 22 (3%)
of 820 operated patients. L4-5 was the most frequent level for her-
nia formation and followed by L5-S1 level. The hernia side, as right
or left, did not significantly differ at any level (p>0.05).

L5-S1 space was the most frequent site for accessory nerve roots
and followed by L4-5 space. However, the frequency of right or left
side location of the accessory nerve roots were not different at any
lumbar disc level (p>0.05).

The presence of an accessory nerve root increased the chance of
dural tear injury. Female gender, independent from the presence
of an accessory nerve root, was a risk factor for dural tear injury.

CONCLUSION: The accessory nerve root is most frequently
observed at the L5-S1 disc level and its presence increases the
chance of dural injury. In addition, female gender is an indepen-
dent risk factor for dural injury.

Key words: accessory nerve root; dural tear; lumbar disc herniation;
microdiscectomy

Yard. Dog. Dr. Seyho Cem Yiicetas, Kafkas Universitesi 36100 Kars, Tiirkiye,
Tel. 0474 225 21 06 Email. seybocem@hotmail.com
Gelis Taribi: 22.01.2014 o Kabul Tarihi: 19.03.2014

0ZET

AMAGC: Calismadaki amacimiz lomber mikrodiskektomi girisimleri
sirasinda intraoperatif olarak karsilasilan aksesuar sinir kéki géril-
me ve yerlesim yeri sikligi sonuglarimizi sunmak ve aksesuar root
varligina iliskin bulgulara dikkat cekmektir.

YONTEM: Bu calisma Nisan 2010 ile Adustos 2013 tarihleri ara-
sinda mikrodisektomi ydntemiyle opere olan, lic merkezdeki hasta-
larin (N=820) kayitlarinin retrospektif olarak incelenmesiyle yapild..
Calismaya nérolojik ve radyolojik muayeneler sonucu operasyon
endikasyonu konulan olgular dahil edildi. Calismada aksesuar sinir
kéki anomalisi ve buna bagli dura veya sinir kékl yaralanma oran-
lari incelendi.

Cinsiyet, aksesuar sinir kbki ve dura yaralanmasi varligi, diger degis-
kenleri incelemek lzere bagimsiz degiskenler olarak kullanild.

BULGULAR: Lomber aksesuar sinir k6ki anomalisi opere edilen
820 hastanin 22’sinde (%3) tespit edildi. L4-5 disk hernisi formas-
yonunda en ¢ok rastlanan seviye olup, ikincisi ise L5-S1 seviye-
siydi. Disk hernisinin sag ya da sol tarafta olmasi, hicbir seviyede
dikkate deger bir farklilik olusturmamustir (p>0,05).

Aksesuar sinir kéklerinin en sik rastlanildigi yerlesim yeri L5-S1
boslugu olmustur ve ikinci olarak L4-5 gelmektedir. Ancak aksesu-
ar sinir koklerinin sag ya da sol tarafta yerlesim sikligi, hicbir lomber
disk seviyesinde farkli olmamistir (p>0,05).

Aksesuar sinir kbkd varligi, dura yaralanmasi ihtimalini arttirmistir.

Aksesuar sinir kéki varligindan bagimsiz olarak cinsiyetin kadin ol-
masl, dura yaralanmalarinda bir risk faktéri olmustur.

SONUC: Aksesuar sinir kbkii en sik L5-S1 disk araligindadir.
Aksesuar kékin varligi, dura yaralanmasi ihtimalini arttirmaktadir.
Ayrica cinsiyetin kadin olmasi, dura yaralanmalari icin bagimsiz bir
risk faktordiddr.

Anahtar kelimeler: aksesuar sinir kokii; dura yirtiimasi; lomber disk hernisi;
mikrodiskektomi
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Introduction

Disc herniation is the general name given to the medi-
cal condition presenting itself as a pathology that dis-
torts the shape and content of the discus interverte-
bralis due to reasons other than infection or tumor'.
Lumbar disc herniation is most frequently observed in
the L4-5 level. Currently, surgical therapy is typically
carried out by microdiscectomy; however many other
surgical methods are also used*”.

Although it is rare, the accessory nerve roots may be
encountered intraoperatively during lumbar disc sur-
gery and they are hardly defined before surgery by us-
ing magnetic resonance imaging (MRI) and computer-

ized tomography (CT) modalities®.

Lumbosacral nerve root abnormalities are classified
under five or six groups’. Awareness of an accessory
nerve root abnormality reduces intraoperative injuries®.
During surgery, certain complications may develop such
as dural tear, nerve root injury and vascular injuries
which are mostly due to anatomical variations or intra-
operative difficulties of the exploration of the surgical
field"”. The demonstration of a conjoined nerve root ab-
normality within the operation field during lumbar mi-
crodiscectomy reduces dural tears or nerve root injuries®.

In this study, we aimed to find the incidence of acces-
sory nerve roots and their respective sites encountered
intraoperatively during lumbar microdiscectomy oper-
ations, and to draw attention to the findings associated
with the presence of accessory nerve roots.

Methods

This retrospective study was conducted by the exami-
nation of the records of patients who underwent sur-
gery in the brain and nerve surgery clinics of the Kafkas
University School of Medicine, Harran University
School of Medicine and the Adiyaman Training and
Research Hospital. Before the examination of the
files, the local medical ethics committees approved the
study and the necessary approvals were also obtained
from related institutions.

The population of the study consisted of patients indi-
cated with operation as a result of neurological and ra-
diological examinations. For sampling, the data of 820
patients who underwent microdiscectomy due to lum-
bar herniation between April 2010 and August 2013
in the three hospitals were used.

Patients with previous multiple operations at the same
level, total or unilateral partial laminectomy, scoliosis
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or congenital vertebral abnormality were excluded.
Discectomies secondary to trauma were also excluded.

All patients had had MRI examinations preoperatively
and some of them had had additional CT imaging ex-
amination whereas it had been necessary. All patients’
extruded or sequestered discs had been detected pre-
operatively by using MRI or CT imaging (Figures 1,2).

Study variables included demographics of the partici-
pants, the existence of accessory nerve root detected
during microdiscectomy (Figure 3), the level and side
of the accessory nerve root and the complication of du-
ral tear.

Statistical analysis was performed by using SPSS
21.0 package program for windows (Chicago, USA).
Constant variables were shown as meantstandard de-
viation whereas categorical variables were shown with
median values. The incidences of accessory root and
their locations, and the development of dural tear were
evaluated using Chi-square test. Gender, presence/
absence of accessory nerve root and presence/absence
of dural injury were used as independent variables to
analyze the other variables. Variables with normal
and non-normal distribution were compared with in-
dependent samples of Student # and Mann Whitney
tests, respectively. Correlation analysis among variables
was performed by using Pearson’s correlation test. A p
value of <0.05 was considered significant.

Results

A total of 820 discectomy cases were evaluated. Of the
included patients 440 and 380 were females and males,
respectively. The youngest patient was 19 years old
whereas the oldest one was 65 years old; the mean age
of the patients was 42.6 years.

Lomber disc hernia localization levels were classified
according to the intervertebral disc spaces as: L1-2,
L2-3, L3-4, L4-5 and L5-S1 (Table 1). L4-5 was the
most frequent level for hernia formation and followed
by L5-S1 level. The hernia side, as right or left, did not
significantly differ at any level (p>0.05).

L5-S1 space was the most frequent site for accessory
nerve roots and followed by L4-5 space (Table 2).
However, the frequencies of right or left side location
of the accessory nerve roots were not different at any
lumbar disc level (p>0.05).

All patients had preoperative motor and sensory loss.
Lower leg was involved in four patients with conjoined
nerve and in 15 patients without conjoined nerve.
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Figure 3. Intraoperative view of the accessory nerves.

Urinary incontinence was observed in three of the pa-
tients who had an accessory nerve root and in 13 of the
patients, who did not. Cauda equina findings were ob-
served in five patients, who did not have accessory nerve
root and in one patient with an accessory nerve root.

Female and male patients were compared by using the
variables of age, lumbar hernia level, left and right sid-
ed hernia, presence of accessory nerve root and occur-
rence of dural tear injury (Table 3). Dural tear injury
was significantly higher in female patients (p<0.05),
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Table 1. Distribution of operated disc hernias at the lumbar region

Right sided (n=413)

Left sided (n=407)

Lumbar disc level n % n % p*
L1-2 3 0.7 4 0.9 0.705
L2-3 12 3 8 2 0.371
L3-4 28 7 26 6 0.785
L4-5 222 53.7 197 48.4 0.222
L5-S1 148 36 172 42.3 0.180
*Xe test
Table 2. Distribution of accessory nerve roots at the lumbar region

Right sided (n=13) Left sided (n=9)
Lumbar disc level n % n % p value*
L1-2 0 0 0 0 n/a
L2-3 0 0 0 0 n/a
L3-4 1 8 0 0 0.335
L4-5 15 3 33 0.559
L5-S1 10 77 6 77 0.182
*Mann Whitney Test

Table 3. Comparison of study findings according to the independent variables of gender, presence of accessory nerve root and presence of dural injury

Female patients (n=440) Male patients (n=380) p value
Age, year 42.7+12.6 425+135 0.888*
Hernia disc level L4-5 L4-5 0.873*
Right side hernia, % 48 53 0.228
Left side hernia, % 52 47 0.228*
Accessory root, % 3 2 0.605**
Dural injury, % 6 2 0.018*

Accessory nerve root present (n=22) Accessory nerve root absent (n=798)
Female patients, % 59 54 0.605**
Male patients, % 4 46 0.605**
Age, year 445+122 426129 0.489*
Hernia disc level L5-S1 L4-5 0.002**
Right side hernia, % 59 50 0.407*
Left side hernia, % 4 50 0.407**
Dural injury, % 27 4 <0.001**
Dural injury occured (n=34) Dural injury did not ocur (n=786)

Female patients, % 74 43 0.012*
Male patients, % 26 47 0.012*
Age, year 414126 42,7129 0.577*
Hernia disc level L4-5 L4-5 0.472**
Right side hernia, % 56 50 0.511*
Left side hernia, % 44 50 0.511*
Accessory root, % 18 2 <0.001**

*Independent samples Student t test, **Mann Whitney test
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however other variables did not differ significantly
between female and male patients (p>0.05).

The patients with or without an accessory nerve root
were compared with each other by using the variables
of gender, age, lumbar hernia level, left and right sid-
ed hernia, and occurrence of dural tear injury (Table
3). Lumbar hernia level was significantly lower in
patients with an accessory nerve root in comparison
with the patients without an accessory nerve root
(p<0.05). However, other variables were not affected
by the presence or absence of an accessory nerve root

(p>0.05).

Operations complicated with a dural tear injury were
compared with operations without a complication by
using the variables of gender, age, lumbar hernia level,
left and right sided hernia, and presence of an acces-
sory nerve root (Table 3). Dural tear injury was signifi-
cantly higher in female patients and in patients with an
accessory nerve root (p<0.05). However; age, lumbar
hernia level and side did not differ in operations com-
plicated or not with a dural tear injury (p>0.05).

Correlation analysis showed that the chance of pres-
ence of an accessory nerve increased in lower lumbar
hernias and presence of an accessory nerve root in-
creased the chance of a dural injury (p<0.05).

Discussion
Principal findings

Our study findings suggested that accessory nerve
roots were encountered in lower level lumbar hernias,
particularly the hernias involving L4-5 and L5-S1.
The presence of an accessory nerve root increased the
chance of dural tear injury and female gender indepen-
dent from the presence of an accessory nerve root was
a risk factor for dural tear injury.

Strengths and limitations

To our knowledge, this is the first study including such
a large sample of 820 patients. In addition, our study
population included patients from three different
centers located in different cities. Although, the study
population included only the symptomatic patients,
the relation of the presence of an accessory nerve root
and intraoperative dural injury is also important in this
population.

Although our study included 820 operations per-
formed with microdiscectomy technique, it was a

Kafkas J Med Sci

retrospective study and some variables could not be
analyzed. For example, the lack of variables of patients’
height and weight kept us from analyzing the differ-
ences between female and male patients. Probably the
shorter female patients had narrower intervetebral disc
spaces, which made the surgical exposure harder. Thus,
itis hard to demonstrate whether the higher injury rate
resulted from the female gender or narrower interver-
tebral disc spaces.

Comparison with previous studies

Lumbar disc herniation was defined by Mixer and Barr
in 1934. In their lifetime, about 80% of the adult pop-
ulation experiences an episode of backaches that affect
their functionality and some of these episodes are re-
lated to disc conditions®.

Many methods are used in the diagnosis of lumbar
disc herniation, but currently, the mostly preferred
methods are MRI and CT imaging**'®. Lumbar disc
herniation typically develops in L4-5 and L5-S1 lev-
els and in less than 5% of the instances, it develops
in other regions''. In our patients, the distribution of
sites was similar, in that approximately 90% developed
in L4-5 and L5-S1 levels. Patients may present with
radicular pain, motor and sensory loss, reflex changes,
urinary and fecal incontinence and cauda equina syn-
drome findings®'% In all patients we operated, there
was motor and sensory loss. The lower part of the leg
was involved in 4 cases with an accessory nerve root
and in 15 cases without an accessory nerve. Urinary
incontinence was detected in six patients and three of
them had conjoined nerve root. Cauda equina find-
ings were detected in one case with accessory nerve
root whereas in five cases without. Motor and sensory
examinations were conducted in all patients preoper-
atively®. In our study, we examined all patients with a
preoperative Lasegue test and a femoral nerve crossed
straight-leg-raise test.

In lumbar disc herniations, treatment is classified under
two headings, namely conservative and surgical meth-
ods'>!*, Various surgical methods are employed in lum-
bar disc herniations'. We opearated all of our patients
by using the conventional microdiscectomy method.
During this kind of surgery, nerve root abnormali-
ties may be encountered”®. Some authors separated ac-
cessory nerve root abnormalities into three, five or six
groups*. The most commonly used is the Neidre and
MacNab classification. Lumbosacral nerve root abnor-
malities were observed in 46 patients out of a total of
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2123 patients in the study conducted by Posthaccini et
al., and these abnormalities were divided into five class-
es’. According to the Neidre and MacNab classification,
nerve root abnormalities were divided into six groups®.
Berta et al. detected conjoined nerve root abnormalities
in four out of 80 patients'. In the study conducted by
Taghipour et al., conjoined nerve root abnormality was
most frequently observed in L4-5 level”. In our study,
conjoined nerve root abnormality was detected in 22
out of 820 patients and mostly in L5-S1 level with 16
patients.

Although microdiscectomy is the best surgical method,
complications at a rate of 2-14% have been reported.
These complications include instability of spinal liga-
ments and spinal muscles during laminectomy, facet
deformation, spinal dural tears and root injuries'®". In
a study conducted by Leunge, dural tears were detect-
ed in two patients out of a total of 40 patients’. In our
study, dural injury or dural tear were experienced in 28
patients (3.41%) with no accessory nerve root and in
6 patients (27.27%) with accessory nerve root. These
were treated using appropriate methods. The rate of
dural tear or root injury during surgery was found to
be higher and more significant in patients with an ac-
Cessory nerve root.

As a conclusion, during lumbar microdiscectomy op-
erations, accessory nerve roots were most frequently
observed at the lower segments including 14-5 and
L5-S1 levels, and the dural tears and nerve root inju-
ries were higher than the normal group. Accordingly,
we wish to emphasize that during lower segment disc
herniation operations, special attention to the acces-
sory nerve root will be useful in preventing dural tears
and root injuries.
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ABSTRACT

AIM: The aim of our study was to determine the relationship be-
tween patients’ limitations and symptoms after acute coronary
syndromes and quality of life, anxiety and depression levels.

METHODS: The universe of the research consisted of 245 pa-
tients who applied to the cardiology clinic of Kahramanmaras State
Hospital and who received treatment. Data were collected by us-
ing the Cardiovascular Limitations and Symptoms Profile, and the
Quality of Life, Anxiety and Depression Scales. Percentage, mean,
Pearson and Spearman correlation analyses were used during
data assessment.

RESULTS: The mean of the patients’ age was 60.58+11.81 years,
68.6% of the patients were male, and 56.3% had experienced acute
myocardial infarction. The patients experienced moderate level of
limitations in physical and social functions (16.64+4.46), minor level
of limitations in activities within the home (women: 3.05+1.41; men:
3.23+1.40), and moderate level of concerns (8.65+2.63). Statistically
significant correlations were found between limitations and symp-
toms, and the parameters of quality of life, anxiety and depression.

CONCLUSION: The limitations and symptoms of the patients ex-
perienced after acute coronary syndromes are affective on quality
of life, anxiety and depression.

Key words: acute coronary syndromes; limitations and symptoms; quality of
life; anxiety; depression

OZET

AMAC: Calismamizin amaci, akut koroner sendromlar sonrasi has-
talarin kisitlhlik ve semptomlari ile yasam kalitesi, anksiyete ve dep-
resyon dlizeyleri arasinda iliski olup olmadigini belirlemektir.

YONTEM: Arastrmanin evrenini, Kahmanmaras Devlet Hastanesi
kardliyoloji klinigine basvurarak tedavi géren akut koroner sendrom
gecirmis 245 hasta olusturdu. Veriler Kardiyovaskuiler Kisithiik ve
Semptomlar Profili, Yasam Kalitesi, Anksiyete ve Depresyon Olcekleri

Derya Ozcanly Asik, Kabhramanmarag Universitesi Saglik Yiiksekokulu Bahgelievler Kampiisi,
Kabramanmarag, Tiirkiye Tel. 0534 970 15 68 Email. deryaatik09@hotmail.com
Gelis Taribi: 22.04.2013 o Kabul Tarihi: 13.03.2014

ile toplandi. Verilerin degerlendiriimesinde, ylizdeler, ortalamalar,
Pearson ve Spearman korelasyon analizleri kullanild.

BULGULAR: Hastalarin yas ortalamasinin 60.58+11.81 yil, co-
gunlugunun erkek (%68.6) ve %56.3’liniin akut miyokart infark-
tlst gecirdigi belirlendi. Hastalarin; fiziksel ve sosyal fonksiyonda
(16.64+4.46) orta dlizeyde, kadinlara 6zgi ev ici faaliyetlerinde
(3.05+1.41) ve erkeklere 6zgu ev ici faaliyetlerinde (3.23+1.40) hafif
dlzeyde kisithlik yasadiklari, kaygi dlizeylerinin orta derecede oldu-
gu (8.65+2.63) belirlendi. Kisitlilik ve semptomlar ile yasam kalitesi,
anksiyete ve depresyon parametreleri arasinda istatistiksel olarak
anlamli korelasyonlar bulundu.

SONUC: Akut koroner sendromlar sonrasi hastalarin yasadiklari
kisithlik ve semptomlar, yasam kalitesi, anksiyete ve depresyon dU-
zeyleri lizerine etkilidir.

Anahtar kelimeler: akut koroner sendromlar; kisithiik ve semptomlar; yasam
kalitesi; anksiyete; depresyon

Introduction

Improvements of the outcomes of coronary artery dis-
eases (CAD), thus acute coronary syndromes (ACSs),
led to higher survival rates and longer life expectancy.
Increase in lifetime necessitates patients’ compliance to
the disease state and the patient has to face with new
onset physical, psychological, social and economic
problems.

Post-ACS symptoms and complications limit patients’
physical, emotional and social functions, and decrease
their sense of satisfaction and quality of life'. After
myocardial infarction (MI) individuals experience
anxiety, fatigue, irritability, impairment of concentra-
tion, and sleep problems. Patients’ quality of life is re-
duced in association with loss of personal control, in-
ability to perform self care activities, and fear of death.

Quality of life is negatively affected by factors such as
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difficulty in physical activities including walking, run-
ning, climbing stairs, stooping and straightening up;
functional dependency, various limitations, and need-
ing help in daily life activities®. Individuals with ACS,
in the first 4-8 week period in which they are expected
to resume their normal life after M1, experience difh-
culties in returning to their normal life and face with
social traumas like job loss, divorce and job switches.
During post-ACS period, both patients and their fami-
lies deal with a high level of stress'.

ACSs hold an important place among CADs and
their prevalence increases worldwide. ACSs are among
the most important causes of mortality and morbid-
ity, however advancements achieved in drug therapies
and interventions have increased patients’ life-span.
Despite modern treatment options; recurrent M1, re-
hospitalization and mortality rates are very high in
patients with ACS*. ACSs pose serious threats to hu-
man life and can cause several complications during
and after the acute phase. These conditions result in
some limitations and symptoms, and adversely affect

the quality of life.

Nurses are among the professions responsible from pro-
tecting and improving patients’ quality of life. While
tulfilling their responsibilities, they should determine
patients’ quality of life and the factors affecting quality
of life. In order to increase patients’” quality of life after
ACS, their medical, physical, psychological and social
requirements should be managed by using an effective
treatment and rehabilitation program.

This study was conducted to determine, if there was a
relationship between patients” limitations and symp-
toms after acute coronary syndromes and their quality
of life, anxiety and depression levels.

Methods
Study Design

This research was conducted descriptively by using the
“Cardiovascular Limitations and Symptoms Profile-
CLASP” to determine the relationship between pa-
tients” limitations and symptoms after acute coronary
syndromes and their quality of life, anxiety and depres-
sion levels.

Setting and Samples

The research was conducted in the cardiology clinic of
Kahramanmarag State Hospital.
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The universe of the research consisted of the patients
applying to the cardiology clinic between April 2011
and September 201 1with acute coronary syndrome.

Power analysis was performed with the following for-
mula to determine sample size:

n=N ¢’ pq/d* (N-1) + ¢ pq

Based on the fact that 21000 patients applied to the
cardiology clinic between 2010 and 2011, and 20%
of these patients had experienced acute coronary syn-
drome; the sample size was calculated with the formula
below, accepting that the results would be within 95%
confidence interval and would include d = 0.05 sam-
pling error:

n = (21000) (1.96)? (0.20x0.80) / (0.05)? (21000-1)
+ (1.96)* (0.20x0.80) = 243.029

At the end of the power analysis, sample size was deter-
mined to be 243 and the research sample consisted of
245 patients with acute coronary syndrome.

Inclusion criteria were as follows:

1. History of myocardial infarction, unstable angina
pectoris, and percutaneous coronary interven-
tion secondary to acute coronary syndromes more
than one month duration.

2. Patients aged 18 years or older without communi-
cation problems.

3. Willingness to participate and answer all ques-
tions in Turkish.

Ethical Gonsiderations

The research was conducted in compliance with
scientific principles as well as with the ethical prin-
ciples of the Declaration of Helsinki. Accordingly,
informed consent, confidentiality, equity, primum
non nocere principles were taken into account. In the
adaptation of the Cardiovascular Limitations and
Symptoms Profile-CLASP into Turkish, necessary
permission was obtained from those who developed
the original scale.

Written permission for conducting the research was
obtained from the relevant committee (Governorship
of Kahramanmarag, Directorate of Health,
B104ISM4460001/314) and approval was received
from the Ethics Committee (Marmara University,
Institute of Medical Sciences, Clinical Research
Committee for Pre-Assessment). The patients who
would participate in the research were informed about



the aim, design and benefits of the study, and the pa-
tients who accepted to participate in the study were
asked to sign the informed consent form.

Measurements

Data were collected by face-to-face interview, using the
Patient Description Form, Cardiovascular Limitations
and Symptoms Profile, SF-36 C&ality of Life Scale,
and Hospital Anxiety and Depression Scale.

Patient Description Form: It was prepared to deter-
mine the socio-demographic characteristics (gender,
age, height, weight, education, marital status, occu-
pation, work status, people they lived with) and dis-
ease—related characteristics (clinical diagnosis, cho-
lesterol values, duration of acute coronary discase,
regular control visits, regular medication use, dietary
compliance).

Cardiovascular Limitations and Symptoms Profile-CLASP:
The scale was developed by Lewin et al. in 2002°, and
its validity and reliability in Turkish was established by
Ozcanli Atik®.

SF-36 Quality of Life Scale: Short Form 36, which is a
generic scale and which offers a wide range measure-
ment for quality of life, was developed in 19927. The
first reliability and validity study of SF-36 in Turkey
was conducted in 1995 by Pinar®.

Hospital Anxiety and Depression Scale (HADS): The
Hospital Anxiety and Depression Scale was developed
by Zigmond and Snaith’ to screen anxiety and depres-
sion in individuals with a physical disease. The validity
and reliability study of this scale in Turkish was per-
formed by Aydemir'’.

Research hypotheses:
1. Severity of angina is related with anxiety and de-

pression or Quality of Life (QoL),

2. Severity of shortness of breath is related with anxi-
ety and depression or QoL,

3. Severity of ankle swelling is related with anxiety
and depression or QoL,

4. Severity of tiredness is related with anxiety and
depression or QoL,

5. Severity of physical and social dysfunctions is re-
lated with anxiety and depression or QoL,

6. Severity of disorders of men’s activities within
home is related with anxiety and depression or

QoL,
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7. Severity of disorders of women’s activities within
home is related with anxiety and depression or QoL,

8. Severity of concerns and worries is related with
anxiety and depression or QoL,

9. Gender is related with anxiety and depression or

QolL.

Data Analysis

SPSS (Statistical Package for Social Science) ver-
sion 16.0 program was used for collecting and assess-
ing the research data. Percentage, mean, Pearson and
Spearman correlation analyses were used in statistical
assessment.

Results

Socio-Demographic Variables of the Participants

Table 1 summarizes the socio-demographic findings
of the participants of the study. The mean age of all
participants, men and women were 60.58+11.81,

63.18+12.25 and 59.39+11.44 years, respectively.

Clinical Characteristics

The clinical characteristics (Cardiovascular Limitations
and Symptoms Profile, SF-36 Quality of Life Scale and
Hospital Anxiety and Depression Scale) of the partici-
pating patients were summarized in Table 2.

Table 3 summarizes the mean scores of the patients’ limi-
tations and symptoms. The results of quality of life, anxi-
ety and depression scales were also summarized in Table 3.

The frequency of angina positively correlated with the
scores of anxiety and depression symptoms and nega-
tively correlated with the quality of life scores (p<0.05).

Shortness of breath diminished gender functioning
(p<0.05) and quality of life (p<0.01), and it increased
anxiety and depression symptoms (p<0.01).

Ankle swelling reduced gender functioning and qual-
ity of life (p<0.01) and it increased anxiety and depres-
sion symptoms (p<0.01).

Tiredness worsened quality of life (p<0.01) and it in-
creased anxiety and depression symptoms (p<0.01).

Lower physical and social functioning scores were cor-
related positively with decreased gender functions and
quality of life (p<0.01) and negatively with anxiety
and depression scores (p<0.01).
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Table 1. Socio-demographics of the participants (n=245)

Variable n (%) Variable n (%)
Age (years) People Living With
18-29 1(0.4) Alone 21 (8.6)
30-49 38 (15.5) Spouse 72 (29.4)
50-69 143 (58.4) Spouse and children 130 (53.1)
>70 63 (25.7) Others 2 (9)
Gender Social Security
Female 77 (31.4) Yes 230 (93.9)
Male 168 (68.6) No 15 (6.1)
Education Profession
llliterate 60 (24.5) Housewife 67 (27.3)
Literate 38 (15.5) Workman 25 (10.2)
Primary education 105 (42.9) Pensioner 52 (21.2)
High school 36 (14.7) Civil servant 10 (4.1)
University 6 (2.4) Free 61 (24.9)
Others 30 (12.2)
Marital Status Working status
Married 220 (89.9) Unemployed 164 (66.9)
Single 5(2) Full-time job 40 (16.3)
Widowed 20 (8.2) Part-time job 1 (16.7)
Table 2. Clinical characteristics of the participants (n=245)
Characteristics n (%) Characteristics n (%)
Diagnosis Number of hospital admissions
USAP 107 (43.7) 1 71 (29)
AMI 138 (56.3) >2 174 (71)
Duration of ACS On medication
1-6 months 120 (49) Regular 108 (44.1)
6 months -1 year 38 (15.5) Mostly 6 (18.8)
1-2 years 24 (9.9) Occasionally 6 (26.9)
2-5 year 19 (7.8) Never 25 (10.2)
>5 years 44 (18)
Compliance with the follow up visits Compliance with diet
Regularly 68 (27.8) Regularly 8 (23.7)
Mostly 49 (20) Mostly 0 (20.4)
Occasionally 81(33.1) Occasionally 8 (31.8)
Never 47 (19.2) Never 9 (24.1)
Having risk factors for ACS Having complications
Yes 236 (96.3) Yes 145 (59.2)
No 9(3.7) No 100 (40.8)
Lipid levels
LDL (mg/dl) 125.07+35.54 Kolesterol 169.13+41.63
HDL (mg/d) 37.17+10.35

USAP: Anstable angina pectoris, AMI: Acute myocardial infarction.

Continuous variables are presented as mean =+ standard deviation and categorical variables as number (percentage).
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Table 3. The summary of the data gathered by using the study forms. Limitations, symptoms, quality of life, anxiety and depression scores of 245 participants
were expressed with mean + standard deviation (SD) and minimum — maximum (min — max) values

(mean + SD) (min — max)
Cardiovascular Limitations and Symptoms Profile Limitations and Symptoms
Angina 7.48+4.82 0-16
Shortness of Breath 6.69+4.93 0-14
Ankle Swelling 1.86+3.16 0-10
Tiredness 6.08+2.96 0-9
Physical and Social Functions 16.64+4.46 7-23
Women’s activities within the home 3.05+1.41 2-6
Men'’s activities within the home 3.23+1.40 2-6
Concerns and Worries 8.65+2.63 3-12
Gender 4.09+4.33 0-12
SF-36 Quality of Life Scale
Physical Function 49.92+29.55 0-100
Physical Role 34.33+38.18 0-100
Emotional Role 37.15+37.23 0-100
Social Function 55.42+31.79 0-100
Mental Health 48.84+21.24 0-100
Vitality 29.64+22.23 0-90
Pain 42.46+27.05 0-100
General Health 40.69+23.76 0-92
Hospital Anxiety and Depression Scale
Anxiety 10.43+5.18 0-21
Depression 11.31+5.15 0-21

The scores of men’s activities within the home corre-
lated negatively with angina (p<0.01), shortness of
breath (p<0.05), tiredness (p<0.01), the quality of life
(p<0.01), and positively with the scores of physical
and social functioning (p<0.01), concerns and worries
(p<0.01), anxiety (p<0.01).

The scores of women’s activities within the home corre-
lated negatively with the scores of anxiety and depression

symptoms (p<0.01) and the quality of life (p<0.01).

The concerns and worries correlated positively with
anxiety and depression symptoms (p<0.01) and nega-
tively with quality of life (p<0.01).

Gender functioning correlated negatively with short-
ness of breath, ankle swelling, and anxiety (p<0.05);
and it correlated positively with mental health, physi-
cal functioning, social functioning, and general health

perception (p<0.05).

Discussion

Physical, psychological and occupational limitations
and symptoms after acute coronary syndrome can im-
pair individuals’ quality of life. In the present study,

the general evaluation of the limitation and symptom
levels of the patients revealed that patients experienced
angina and shortness of breath at a minor level, and
tiredness at a moderate level. It was also determined
that patients experienced limitations in physical and
social functions at a moderate level, women’s and men’s
activities within the home at a minor level, concerns
and worries at a moderate level, and that their mean
scores for gender were at a normal level and they did
not experience any limitations in this sub-domain.
Ankle swelling complains were quite low, indicating
that ankle swelling symptoms were not at a significant

level among the patients (Table 3).

The Quality of Life SF-36 score averages are evaluated
within the range from 0 to 100, where “0” indicates the
worst and “100” indicates the best health condition'!.
According to the results obtained from the study, the
patients experienced concerns and worries generally at
a moderate level, which affected their emotional role
and mental health score averages; they experienced an-
gina and shortness of breath at a minor level and tired-
ness at a moderate level, which affected their physical
function, physical role, liveliness/tiredness, pain and
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perceived general health, and therefore did not cause a
significant increase in their score averages.

The participants experienced limitations in physical and
social functions at a moderate level. The activities within
the home were affected a little bit. Kurcer et al., in their
initial assessment of coronary artery patients, found
SF-36 mean scores 38.0+3.3 for physical function,
22.5+4.2 for physical role, 26.6+1.9 for emotional role,
47.2+42.6 for mental health, 41.2+14.7 for social func-
tion, 50.0+15.9 for perceived general health, 38.0+10.1
for liveliness/tiredness, and 32.0+10.4 for pain'2.

In Turkey the cutoff score has been found 10/11 for the
anxiety sub-scale and 7/8 for the depression sub-scale.
Accordingly, the scores above these values were evaluat-
ed as risky scores". In our study, anxiety levels of 51.2%
and depression levels of 73.2% of the patients were de-
termined above the cutoff scores (Table 3).

According to our study results, the moderate level of
worries and concerns and other limitations and symp-
toms experienced by the patients may be considered
as high risks for depression and anxiety. In the study
conducted by Canli et al., serious anxiety was reported
in all patients (100%) included in the research, and se-
rious depression was reported in 34% of the patients®.
On the other hand, in a different study carried out
with MI patients, anxiety and depression levels were
determined to be low'.

Correlation analysis of the study variables did not show
significant correlation between gender and physical role,
emotional role, liveliness/tiredness, pain, depression, an-
gina, tiredness, women’s and men’s activities within the
home and concerns-worries. The findings support the
validity of the CLASP scale in measuring the physical,
social and psychological health of ACS patients.

Lewin et al. studied the validity and reliability of
CLASP and determined significant correlations be-
tween the relevant sections of the disease effect profile
and CLASP, between the sleep problems scale and the
tiredness sub-domain of CLASP, and between the
worries sub-domain of CLASP and anxiety and de-
pression’®. In the study carried out by Lopez et al., sig-
nificant correlations were found between CLASP and

the relevant sections of SF-36 and HADS?".

In line with these results, it may be suggested that
nurses should evaluate ACS patients’ limitations and
symptoms and their quality of life at regular intervals.
Following the evaluation, treatment and applications

for improving quality of life should be planned and
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initiated. ACS patients have limitations and symptoms
that lower their life quality and make them prone to
anxiety and depression.
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ABSTRACT

AIM: To determine the diagnostic value of fine needle aspiration
biopsy (FNAB) of parotid masses in the basis of postoperative his-
topathological results.

METHODS: The study was conducted in Ankara Atatlrk Training
and Research Hospital first Otolaryngology clinics. Thirty-three pa-
rotidectomy specimens and FNAB results were included.

RESULTS: FNAB sensitivity, specificity, positive predictive value
(PPV), negative predictive value (NPV) were calculated as 4/5
(80%), 27/28 (96.4%), 4/5 (80%), 27/28 (96.4%), 31/33 (93.9%),
respectively in the basis of postoperative benign and malign pa-
thology results.

CONCLUSION: FNAB is an easy, quick, highly specific and sensi-
tive, cheap and reliable diagnostic technique for parotis masses.
In our study, the high sensitivity and specificity values were cor-
related with literature data.

Key words: biopsy, fine needle; parotid neoplasms; predictive value of tests;
sensitivity and specificity

OzET

AMAG: Parotis kitlelerinde postoperatif histopatolojik sonuglar re-
ferans alinarak ince igne aspirasyon biyopsisinin (liAB) tanisal de-
Jerini belirlemek.

YONTEM: Calismaya Ankara Atatiirk Egitim ve Arastirma Hastanesi
1. Kulak-Burun-Bogaz klinigi tarafindan yapilan 33 parotidektomi
spesimeninin histopatolojik tarusi ve lIAB sonuglar dahil edildli,

BULGULAR: Postoperatif patoloji sonuclarn referans alindiginda
benign ve malign ayriminda I/AB nin duyarlilik, 6zguilliik, dogru tah-
min degeri (PPV-pozitif prediktif value), yanlis tahmin degeri (NPV-
negatif prediktif value) ve yararlilik orani sirasi ile 4/5 (%80), 27/28
(%96,4), 4/5 (%80), 27/28 (%96,4), 31/33 (%93,9) olarak hesaplandl.
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Tel. 0 536 386 66 80 Email. aliosmanozbey@hotmail.com
Gelis Taribi: 31.10.2013 o Kabul Taribi: 27.02.2014

SONUG: liAB parotis kitlelerinde kolay uygulanan, ¢abuk ve gii-
venilir sonug veren, duyarlilik ve ézglilligd yliksek, ucuz ve risksiz
erken tani yéntemidir. Calismamizda bulunan yliksek duyarlilik ve
ozglilliik degerleri literattir verileri ile korelasyon géstermektedir.

Anahtar kelimeler: biyopsi, ince igne; parotis neoplazileri; testlerin tahmin
degerleri; duyarlilik ve 6zgiilliik

Girig

Tukiiriik bezi tiimérleri, tiim bag boyun timérlerinin
%3—12sini ve tiim viicut timorlerinin ise %2-3"tind
olusturmaktadir. Bu tiimérlerin %801 parotis be-
zinden koken almaktadir'. Parotis bezi timorlerinin
yaklagik %80’i benign, %20’si ise malign yapidadir'=.
Parotis tiimorlerinde preoperatif degerlendirme, pa-
rotise komgu yapilardan koken alan lezyonlarin ay-
rilmasinda ve lezyonlara yonelik farkli tedavi yakla-
simlar1 olmast nedeniyle oldukca degerlidir. Dogru
degerlendirme ile medikal tedavi, klinik takip ya da
cerrahi tedavi secencklerinden birine karar verilmesi
yani sira, preoperatif degerlendirme bezin fasial sinir
ile yakin komgulugu nedeniyle cerrahi planlama ve ge-
reksiz cerrahiyi engellemek acisindan da 6nemlidir®’.
Preoperatif patolojinin bilinmesi cerrahi planlamada
da kolaylik saglamaktadir. Operasyon 6ncesi deger-

lendirme agamasinda ince igne aspirasyon biyopsisi

(I1AB) siklikla kullanilmakeadir.

Bu caligmada, parotis bezi kitlelerinin histopatolojik
tanilari ile operasyon oncesi yapilan IIAB bulgulart
kargilastirilarak 1[AB’nin duyarlilik, 6zgullik, pozitif
tahmin degeri (PPV) ve negatif tahmin degerlerinin
(NPV) ve etkinliginin belirlenmesi amaglandu.
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Yontem

Caligmanin evrenini olusturmak i¢in Ankara Atatiirk
Egitim ve Aragurma Hastanesi 1. KBB Kliniginde
Agustos 2004 ile Haziran 2011 tarihleri arasinda pa-
rotidektomi operasyonu gecirmis hastalarin dosyalari
retrospektif olarak tarandi. Incelenen siire igerisinde
ameliyat olan 52 hastadan 33’0 caligma kriterlerine
uyum saglamalar1 ve verilerinin tespit edilebilmeleri
sebebiyle ¢aligmaya kabul edildi. Caligma oncesi ilgili
kurumdan izin alindi ve Helsinki bildirgesine uygun
olarak katilimcilarin 6znelligine saygi duyuldu.

Ameliyat verileri incelendiginde hastalara endikasyo-
nuna gore siiperfisiyal parotidektomi, total parotidek-
tomi veya total parotidektomi ve boyun diseksiyonu
operasyonlari yapildig: tespit edildi. Hastalarin ame-
liyat 6ncesi yapilan IIAB sonuglar ile parotidektomi
spesimeninin histopatolojik bulgularinin uyumlulugu

kargilagtirildi.

[IAB’leri Ankara Atatiirk Egitim ve Arastirma Has-
tanesi 1. KBB Klinigince yapildi. Tum biyopsiler i¢in
10 cc’lik enjektor ve 21 Gauge yesil uglu igne kulla-
nildi. Preparatlar havada kurutma igleminin ardindan
9%10’luk formaldehitin i¢erisinde patoloji laboratuvari-
na gonderildi. Patoloji degerlendirmeleri ayn1 hastane-
nin patoloji klinigi tarafindan degerlendirildi.

Postoperatif patoloji sonuglar: referans alinarak preo-
peratif ince igne aspirasyon sitolojisinin tanisal degeri
aragtirildi. Postoperatif histopatolojik sonuglar ve pre-
operatif [IAB sonuglar1 benign ve malign olmak iizere
iki gruba ayrildi. Inflamatuar ve kistik lezyonlar da be-
nign lezyonlar igerisinde degerlendirildi.

liAB teknigi

[IAB oldukga basit, az sayida ekipman gerektiren ve
poliklinik sartlarinda kolayca gerceklestirilebilen bir
islemdir. Kitlelerin tizerindeki deri temizlenir. Lokal
anesteziye genellikle gerek duyulmaz. Aspirasyon i¢in
21-27 gauge’luk igneler, 10-20 ml'lik bir kullanimlik
siringa ve eger varsa metal siringa tutucu gerekir. Kitle
oynamamast i¢in diger elimizin ikinci ve tigtincii par-
maklar1 arasinda sabitlenir ve dik ag1 ile igne kitlenin
icine sokulur. Igne kitlenin iginde iken piston geri ge-
kilerek negatif basing olusturulur. [gne kitle iginde saga
sola ac1 degistirmeden ileri geri kii¢iik hareketlerle oy-
natilir. Igne gikarildikean sonra enjektdriin ucu gikarilip
siringa hava ile doldurulur. Ug tekrar takilip 6nceden
temizlenmis ve hazirlanmig lamlarin tizerine piiskiirtii-
lir. Lam tizerindeki materyalin bagka bir lam yardimi
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ile ince bir gekilde yayilmasi saglanir. Havada kurutu-
larak ya da alkolde fiksasyondan sonra uygun boyama
metodlart ile boyanarak incelenir. Kistik olan lezyonlar
da kist icerigi aspire edilerek laboratuara incelenmek
tizere gonderilmelidir. Kistik ve solid komponentleri
olan tiimérlerde ise kist icerigi aspire edildikten sonra
bagska bir enjektorle solid alandan aspirasyon tekrarlan-
malidir. Bazen de kii¢iik doku agregatlari aspire edilmig
olabilir. Bu da hiicre blogu hazirlamaya imkan verir®.
Calismada yer alan biitiin hastalarin [IAB’i yukarida
tarif edilen teknikle elde edilmisti.

[statistiksel analizler parotis bezi kitlelerinde IIAB’nin
maligniteyi taniyabilme kapasitesini 6l¢mek icin ya-
pildi. Postoperatif histo-patolojik inceleme gold stan-
dart olarak kabul edildi. Istatistik degerlendirmede
SPSS (Statistical Package for Social Sciences) istatistik
programinin 17.0 stirimiinden yararlanildi. Verilerin
analizi i¢in tanimlayici analizler kullanildi. Anlamlilik
degeri olarak p<0,05 alindi. Siirekli degiskenler ortala-
ma + standart sapma degerleri, kategorik degiskenler
ortanca degerleri ile gosterildiler.

Bulgular

Parotiste kitle nedeniyle bagvuran ve parotidekto-
mi operasyonu olup IIAB sonucuna ulagilan toplam
33 hasta degerlendirmeye alindi. Hastalarin 17si
(%51,5) erkek, 16’s1 (%48,5) kadindi. Yas ortalamast
47,24+13,43 olup en geng hasta 23 yaginda, en yash
hasta 78 yagindayd.

Hastalarin  postoperatif sonuglart ve [IAB tanila-
r1 benign ve malign olmak tzere iki alt gruba ayrildi.
Patoloji sonucu inflamatuar ve kistik olarak raporlanan
lezyonlarda benign kategorisi igerisine alind1.

Parotis bezi timorlerinin degerlendirilmesinde preo-
peratif IIAB ve postoperatif histopatolojik inceleme
bulgularinin kargilagtirilmasi Tablo 1'de 6zetlenmistir.

Postoperatif patoloji sonucu ve [IAB patoloji sonucu be-
nign ve malign olarak uyumsuz gelen iki hastanin pato-
loji raporlar1 su sekilde idi. Postoperatif patolojik tanis:
adenoid kistik karsinom gelen bir hastanin [IAB sonucu
pleomorfik adenom, postoperatif patolojik tanist pleo-
morfik adenom olarak gelen bir hastanin IIAB sonucu
da digtik dereceli mukoepidermoid karsinom olarak
raporlanmigtir.

Elde edilen bulgulart ile altin standart test olarak kabul
edilen postoperatif histo-patolojik inceleme bulgula-
riyla preoperatif [IAB bulgulari kargilagtirildi (Tablo
2). Benign ve malign ayriminda [{AB'nin duyarlilik,
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Tablo 1. Parotis bezi timérlerinin degerlendirilmesinde preoperatif ince Igne Aspirasyon Biyopsisi (II/AB) ve postoperatif histopatolojik inceleme bulgularinin

Karsilastiriimasi
iiAB’de sikiik Histopatolojik incelemede siklik
Tani N (%) N (%)
Benign (%84,8) Pleomorfik adenom 15 (%53,6) 15 (%53,6)
Warthin timérii 6 (%21,4) 9 (%32,1)
Yogun nétrofil, lenfositler (apse) 2 (%7,1) 0
Onkositik hiicreli neoplazm 2 (%7,1) 1 (%3,6)
inflamatuar kist 1 (%3,6) 0
Benign sitoloji 1(%3,6) 0
Fibroadipdz doku 1 (%3,6) 1 (%3,6)
Benign Lenfoepitelyal Kist 0 1(%3,6)
Tbc lenfadenit 0 1(%3,6)
Toplam 28 (%100) 28 (%100)
Malign (%15,2) Mukoepidermoid karsinom 1 (%20)
Malign epitelyal tm 1 (%20)
Asinik hiicreli karsinom 1 (%20)
Adenoid kistik karsinom 1 (%20) 2 (%40)
indiferansiye karsinom 1(%20)
Malign mikst tm 0 1 (%20)
Adeno Skuamoz karsinom 0 1 (%20)
Asinik hiicreli karsinom 0 1 (%20)
Toplam 5 (%100) 5 (%100)

Tablo 2. Parotis bezi tiimérlerinin benign malign ayirminda preoperatif ince igne Aspirasyon Biyopsisi (I/AB) ve postoperatif histopatolojik inceleme bulgularinin

Karsilastinimasi
Postoperatif histo-patolojik inceleme
Malign Benign Toplam
) Malign 1 5
IAB Benign 27 28
Toplam 28 33

ozgiillikk, dogru tahmin degeri (PPV-pozitif prediktif
value), yanls tahmin degeri (NPV-negatif predikeif
value) ve yararlilik orani sirast ile 4/5 (%80), 27/28
(%96,4), 4/5 (%80), 27/28 (%96,4), 31/33 (%93,9)
olarak hesaplandi.

Tartisma

[IAB parotis kitlelerin preoperatif degerlendirilmele-
rinde; benign ve malign ayirimi agisindan yiiksek du-
yarlilik ve secicilige sahip gibi goriinmekeedir.

Hekimler [IAB esnasinda tiimér ekimi ve rekiirrens ge-
ligtirme riskini azaltmak igin IIAB'den kaginmaktadir.
Enzgel ve arkadaglari, pleomorfik adenomlu 157 hastada

operasyon oncesi [IAB uyguladiktan sonra 10 yil izle-
misler ve bu siire boyunca aspirasyon hattinda tiimériin
ortaya ¢ctkmadigini bildirmiglerdir®”. Bizim serimizdeki
hastalarin takibinde de tiimér ekimine rastlanmad.

Tiikiiriik bezlerindeki IIAB nin yeterliligi ile ilgili ola-
rak bir¢ok caligma yapilmistir. Cohen ve arkadaglar
ile Layfield ve arkadaglarina gore tiikiiriik bezlerinde
[IAB’nin dogruluk orant en az frozen tanidaki dogru-
luk orani kadar yeterli olarak bulunmugtur. Tanidaki
hatalarin  ¢ogunlugu seliler pleomorfik adenomlar,
mukoepidermoid karsinomlar ve lenfomalardir®®’.
Calismamizdaki [IAB sonucu diisitk dereceli muko-
epidermoid karsinom olarak raporlanan bir hastanin
postoperatif patolojik tanisi pleomorfik adenom, [1AB
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sonucu plemorfik adenom olarak raporlanan bir diger
hastanin postoperatif patolojik tanis: da adenoid kistik
karsinom olarak raporland.

Galisgmamiza dahil olan 33 hastanin IIAB sonug-
larina gére bulunan duyarlilik (%80) ve ozgiillik
(%96,4) degerleri literatiir ile uygunluk gostermek-
tedir. Mohammed ve arkadaslari, 189 hastanin IIAB
sonuglarina gére duyarlilik ve ozgillugi %60 ve %96,
Atula ve arkadaglari, 204 serilik calismada %52 ve %94,
Seethala ve arkadaglari, 208 serilik caligmada %86 ve
%91 olarak bulmuglardir'®'%.

Caligmamizdaki en sik goriilen benign tiimér 15/33
(%53,6) orant ile pleomorfik adenom, en sik goriilen
malign tiimor ise 2/33 (%6,1) adenoid kistik karsi-
nomdu. Literatiirde en sik goriilen malign timér mu-
koepidermoid karsinomdur'**. Alice Jafari ve arkadas-
larinin yapug calismada en sik benign timér %53,6
orani ile pleomorfik adenom, en sik malign timor ise
%4,5 orani ile adenokarsinom olarak tanimlanmigti®.
Caligmamizda en sik goriilen malign tiimériin adenoid
kistik karsinom olmasi ¢aligmaya dahil olan hasta say1-
sinin az olmasina baglanmistr.

Hastalarin IIAB sonuglarina gére parotisteki kitlelerin
%84,8’i benign, geri kalan %15,2 sinde ise malign ola-
rak raporlandi. Fakhry ve arkadaglarinin 249 hastanin
parotis kitlelerinde uyguladiklari IIAB sonuglarina gore
lezyonlarin %75’ benign, %25’i malign bulunmuglar'.
Basavanandswami ve arkadaglari parotisteki lezyonla-
rin %70'den fazlasinin benign tiimér oldugunu ifade
etmislerdir'®.

Postoperatif histopatolojik tanilarina goére kitlelerin
28/33’t (%84,8) benign lezyon (25 neoplazm ve 3
non-neoplastik lezyon), 5/33’i (%15,2) malign neop-
lazmd. Lin CC ve arkadaglari, parotidektomi operas-
yonu olan 276 hastanin postoperatif tanilarini incele-
diler; ve 229 (%85) benign, 33 (%12) malign ve 9 (%3)
kronik inflamasyon tanistyla kargilagtilar'”. Jose Granel
ve arkadaglari, parotidektomi operasyonu olan 52 has-
tanin postoperatif patolojik tanilarinin 39’unu (%75)
benign, 13’tinii (%25) malign olarak raporladilar'.

[IAB'de onkositik tiimérlerin adenoid kistik karsi-
nomdan ayrimi; monomorfik ve pleomorfik ade-
nomlarin adenoid kistik karsinomdan ayrimi; da-
sik grade mukoepidermoid karsinomun pleomorfik
adenomdan-Warthin  timériinden—kronik  siala-
denitten—retansiyon kistlerinden ayrim: ve yik-
sek grade mukoepidermoid karsinomun metasta-
tik karsinomlardan ayriminin yapilmast konusunda
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sorunlar mevcuttur® 22, Icerisinde kistik odaklar,
lenfoid stroma, duktal hiicreler bulunan Warthin ti-
moriiniin [IAB’sinde ayirict tanida bazi karigikliklar
olabilir. Bahar ve arkadaglar1 256 hastalik serilerindeki
5 Warthin tiimérli hastada akut parotitis bildirmigler-
dir®. Bizim ¢aligmamizdaki 2 Warthin tomiirlii hasta-
nin {[AB’leri; yogun nétrofil, lenfosit ve inflame kist
olarak raporlanmigt1.

Caligmalarda yanlis pozitif ve yanls negatif degerlen-
dirme oranlarinin disitk olmasi ve bunlarda da yine-
leme yapilabilmesi [IAB’ye olan giiveni arttirmugeir®,
Bizim ¢aligmamizda yanlis pozitif ve yanlig negatif ola-
rak degerlendirilen olgu sayisi birerdi.

[[IAB’nin uygulanma zaman1 konusunda da farkl1 goriis-
ler bulunmakradir. Bazi yazarlar radyolojik tetkiklerden
ozellikle BT ve MRG gibi teknik giiclitk ve yiiksek eko-
nomi isteyen tetkiklerden once yapilmasini 6nermekte
ve bu yontemlere ¢ogu kez gerek birakmayacagini bildir-
mekteyken, bazi yazarlar ise [IAB'yi radyolojik yontem-
lerin tamamlayicisi olarak gérmektedir. Bir bagka grup
ise radyolojinin I[AB igin yol gosterici, rehber olmasin
ve birlikte uygulanmasini 6nermekee, bu sekilde uygula-
manin tant oranint yiikseltecegini belirtmektedir**-*.

Bazi yazarlar ise [IABnin operasyon planlamasini
degistirmedigini belirterek hastanin tedavisine bir
katkisi olamayacagini bildirmektedir*. [IABnin tii-
kirtik bezi kaynakli kitlelerin tanisinda kullanilmast
ile ilgili tartigmalar yillardir stiregelmektedir ve halen
tartigmalidir®®?. Spiro ve arkadaslari, [[AB’nin eskiden
¢ok savunulmasina kargin giderek terk edilmesini, re-
latif olarak yanlig sonuglar vermesine baglamaktadir.
Yazarin, 144 hastalik serisinde %21 oraninda teshis
verememis ve %17 oraninda da yanlig negatif benign
sonug vermistir. Spiro, dogru sonug bile verse tedavi
stirecini degistirmedigini ifade ediyor®. Olsen, tekni-
gin tartugmali oldugunu, nadiren dogru sonug verdigini
ve yanlig negatif ve yanli pozitif sonuglarin yiiksek ol-
dugunu ifade etmekeedir. Genel olarak, zaten, parotis
bolgesindeki ge¢meyen bir kitlesel lezyonun eksizyon
endikasyonu dogurdugunu ve IIAB’nin gereksiz oldu-
gunu soylemektedir®. Conley 1975’te yayimladig ki-
tabindan 6nce ¢ok diisiik sayida [IAB yaptigini ve bu
yontemin yararsiz oldugunu, IIAB yerine per-operatif
Frozen Section (FS)’1n uygulanmas: gerektigini ifade
etmektedir®. Spiro da IIAB’nin yalnizca derin lob veya
parafarengeal uzanimli oldugu diistiniilen parotis kitle-
lerinde ve submandibuler bolgedeki kitlenin glanda ait
olup olmadig1 ve neoplastik olup olmadiginin ayrimin-
da kullanilmasi gerektigini ifade etmektedir?’.



Caligmamizda tespit ettigimiz yiiksek duyarlilik ve
ozgillik degerleri de literatir verileri ile korelasyon
gostermekredir.

[IABnin degerlendirilmesinin deneyimli ve bu ko-
nuda yetkinlesmis patologlar tarafindan yapilmasi

gereklidir®.

Sonug

ITAB parotis kitlelerinde kolay uygulanan, ¢abuk ve
giivenilir sonug veren, duyarlilik ve 6zgiillagu yiiksek,
ucuz ve risksiz erken tani yontemidir.
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Ameliyat Sonrasi Agri Yonetiminde Nitelik Degisim
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Quality Changes in Postoperative Pain Management: Comparison of Two Periods
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ABSTRACT
AIM: To evaluate the changes in the quality of postoperative pain
management in five years time in the same health institute.

METHODS: This observational study was conducted in the
General Surgery and Cardiovascular Surgery clinics of Ege
University School of Medicine. The sample included 103 and 96
patients operated in 2008 and 2013, respectively. Data was col-
lected by using a questionnaire with face to face interview in the
second post-operative day. The data of the two time periods was
compared and analyzed appropriately.

RESULTS: Mean age of the participants was 57.34 + 12.35 and 51.9
+ 15.76 years in 2008 and 2013, respectively. Although the minimum
pain score and the pain score during interview increased from 2.1 to
2.3 and from 2 to 2.6, respectively, the change between two study
years was not significant (p>0.05). However, satisfaction from the
pain management regime decreased from 8.6 to 6.9 (p<0.01).

Pain management quality monitoring survey scores were lower in
2013; however the differences were not significant. Honesty, com-
munication, intervention and environment scores decreased from
16.2to 15.9, from 13.6 to 13.5, from 7.2 to 6.1, and from 25.4 to 23.6,
respectively, however the changes were not significant (p>0.05).

CONCLUSION: It seems that the quality of pain management
has not been improved and patients experience same levels of
pain over a period of five years. However, they express more
dissatisfaction.

Key words: health care quality assurance; health care; pain; postoperative;
pain management; quality assurance; quality improvement

OZET
AMAC: Ayni saglik kurulusunda bes yillik stre icerisinde ameliyat
sonras! agri sagaltimindaki degisimleri belirlemektir.

YONTEM: Bu gozlemsel calisma Ege Universitesi Tip Fakiiltesi
Hastanesi’nin Genel Cerrahi ve Kalp Damar Cerrahisi kliniklerinde
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yapildi. Orneklem sirastyla 2008 ve 20013 yillarinda ameliyat olan 103
ve 96 hastay icerdi. Veriler ameliyat sonrasi ikinci glinde yliz ylize
gériisme ile bir anket formu kullanilarak toplandi. iki zaman araliginin
verileri uygun yéntemlerle karsilastinldi ve incelendi.

BULGULAR: Katilimcilarin yas ortalamalari 2008 ve 2013’te sira-
siyla 57.34 + 12.35 ve 51.9 + 15.76’ydl. En distlik agn skoru ve
gdriisme anindaki agri skoru sirasiyla 2,1°den 2,3’e ve 2°den 2,6’ya
ylkselse de, calisma slresince olusan degisiklik anlamli degildi
(p>0,05). Ancak, agn sagaltimi yénteminden memnuniyet 8,6°dan
6,9’a dlismdisti (p<0.01).

Agn sagaltimi kalite izlemi anketi skorlari 2013’te daha dis(iktd,
ancak fark anlamli degildi. Ddristlik, iletisim, girisim ve cevre
Skorlari sirasiyla 16,2°den 15,9’a, 13,6°dan 13,5, 7,2’den 6,1’e
ve 25,4°den 23,6’ya dismdusti, ancak degisimler anlamli degildi
(p>0,05).

SONUC: Ameliyat sonrasi agri sagaltiminin kalitesi artmams gibi
gériinmektedir ve bes yillik bir dénemde hastalar ayni seviyede agri
hissetmektedir. Ancak, hastalar daha fazla memnuniyetsizlik ifade
etmektedir.

Anahtar kelimeler: saglik hizmetleri kalite teminati; sagilik hizmetleri;
postoperatif; agri sagaltimi; kalite teminati; kalite gelisimi

Giris

Agn vicudun belli bir bélgesinden kaynaklanan ger-
¢ek ya da potansiyel doku hasari ile iligkili olan ya da
olmayan, bireyin ge¢mis deneyimleriyle iligkili, duyu-
sal ve duygusal bir deneyim olarak tanimlanmaktadir
(International Association for the Study of Pain)'%
Agrinin subjektif 6zelliginden dolay: klinik olarak de-
gerlendirilmesi ve yonetimi karmagik bir stireci ortaya
citkarmaktadir. Agrinin beginci yagam bulgusu olarak
degerlendirilmesi, bu karmagik siirecin ilk basamagini
olugturmakeadir®*.

Agr cerrahi iglemler sonrasinda en beklendik so-
nuglardan biridir. Guniimiizde gelistirilen etkili agr



giderme yontemlerine ragmen, hala milyonlarca in-
san agr1 ¢cekmektedir. Amerikada hastalarin %80’nin
ameliyat sonrasi agr1 yasadig1 ve bunun %86’sinin orta,
siddetli ve dayanilmaz nitelikte oldugu bildirilmistir®.
Hollanda'da yapilan bir kohort ¢aligmada (n=149),
ameliyat sonrasi standart bir agri tedavisine ragmen
hastalarin %40’nin dinlenme halinde iken orta ya da
siddetli agr1 yasadiklari ortaya konmugtur®. Ameliyat
sonrast agr1 yonetimindeki en 6nemli amag; rahatsiz-
lig1 en aza indirgemek ya da yok etmek, hastanin iyileg-
me stirecini kolaylagtirmak ve olasi komplikasyonlar:
onlemekeir”®.

Agr yonetimindeki bagarisizligin nedenleri karmagik-
ur ancak bityiik cogunlukla bilgi ve agrinin tanilanma-
sindaki yetersizlikten kaynaklanmaktadir. Strode ve
arkadaglarinin (2008)* yaptig1 calismada; hemgirelerin
(n=309) %8l’inin agrinin tanilanmasinda subjek-
tif yontemleri kullandigs, buna kargin sadece %5’inin
visuel analog skala, %22’sinin sozel skala, %16’sin1n
sayisal skala ile agriy1 degerlendirdikleri ortaya konul-
mugtur. Klinik ortamlarin bircogunda agri yonetimi
niteligini gelistirmeye yonelik caligmalar yapilmasina
ragmen, agr1 yonetimindeki degiskenligin bu durumu
gliclestirdigi bildirilmektedir'’. Agri yonetiminde; bil-
gi cksikligi, agri tanilamada yetersizlik, iletisim eksik-
ligi, tutum farkliligy, sistematik kayitlarin yetersizligi
gibi faktorler bakimin niteligini olumsuz yonde etki-
lemektedir. Gordon ve arkadaglar1 (2002)' tarafindan
yapilan sistematik literatiir incelemesinde, hastaneler-
de agr1 yonetimine yonelik alt kalite gostergesi be-
lirlenmigtir. Bu gostergeler; agrinin siddetinin sayisal
ya da sozel tanimlayici skalalar ile kaydedilmesi, agr
siddetinin sik araliklarla kaydedilmesi, agrinin intra-
miskiiler yontemler diginda farkli yontemlerle tedavi
edilmesi, agrinin diizenli analjezik ile tedavi edilmesi,
agriy1 giderme, yasam kalitesi ve giinlitk yagam akeivi-
telerini kolaylagtiracak diizeyde kontrol altina alma,
hastalara yeterli bilgi verme ve agr1 yonetimi hakkinda

bilgilendirmedir.

Usichenko ve arkadaglarinin (2012)" yaptg: caligma-
da agrinin kontroliine yonelik kalite yonetimi sistemi
olugturulmugtur. Bu sistemde hastay1 bilgilendirme,
multimodal analjezi protokolii uygulama, agrinin de-
gerlendirilmesi, agr1 tedavisinin yan etkilerinin saptan-
mast, akut agr1 biriminin kurulmasi ve ekipler aras ile-
tisim ag1 yer almigtir. Caligma sonucuna gore hastalarin
giinlitk yagam aktivitelerinden; genel aktivite, ruh hali,
diger insanlarla iligkiler, yasamdan zevk alma durumu-
nun ameliyat sonrasi ve taburcu olduktan 6 ay sonraki
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degerlendirmelerin benzerlik gosterdigi, buna kargin
uyku ve agr1 tedavisine yonelik memnuniyet puaninin
ameliyat sonrasi erken evrede anlamli olarak yiiksek
oldugu bildirilmistir. Kalite yonetimi sisteminin ame-
liyat sonras1 hastalarin yagam kalitesini ve memnuniye-
tini olumlu yonde etkiledigi ortaya konmugtur.

Ameliyat sonrasi agr1 yonetim sonuglarinin bilinmesi,
etkili hemsirelik uygulamalart gelistirilmesine katki
saglamasi agisindan 6nemlidir. Ulkemizde agr1 yone-
timi kalite gostergelerin tanimlandigi caligmalar yok
denecek kadar azdir. Bunun yani sira ¢aligmalara temel
olusturacak agri ile ilgili veriler de yetersizdir. Bu ne-
denle agr1 yonetim sonuglarini 6lgen caligmalara ge-
reksinim vardir. Bu ¢aligmanin amaci, ayni saglik kuru-
lusunda beg yillik siire icerisinde ameliyat sonrasi agr1
sagaltumindaki degisimleri belirlemeketir.

Yontem

Tanimlayici tipte olan bu aragtirma, 2008 ve 2013 yil-
larinda iki ayr1 donemde prospektif olarak yiirtitiilmis-
tir. Aragtirmaya baglamadan once yerel etik kuruldan
etik izin, caligmanin ytritildigi kurumdan yazili izin
alinmig ve caligma siiresince Helsinki Deklerasyonu
kriterlerine uyulmustur. Veri toplama agamasinda has-
talardan s6zel onam alinarak, anket sadece aragtirmaya
kaulmaya gonillii olan hastalara uygulanmigtir.

Evren ve Orneklem

Aragurmada ornekleme yontemine gidilmemis, 14
Ocak — 30 Nisan 2008 ve 4 Subat — 31 May1s 2013 ta-
rihlerinde Ege Universitesi Tip Fakiiltesi Hastanesinin
Genel Cerrahi ve Kalp Damar Cerrahisi Servislerinde
yatan tiim hastalara ulagilmaya ¢aligitlmigtir. Caligmanin
orneklemini gogiis ve batina cerrahi girisim yapilan
2008 yilinda 103 hasta, 2013 yilinda ise 96 hasta top-
lamda 199 hasta olugturmugtur. Ameliyatlar acik ve
kapali cerrahi yontem, yara buytkligi ve anestezi sii-
resi degiskenlerine gére major ve minér cerrahi olarak
gruplandirilmistur.

Veri Toplama Araci

Aragurmada, aragurmaci  tarafindan  olugturulan
Agrt Yonetimi Kalite Izlemi Anketi kullanilmis-
ur. Anket; Idvall ve arkadaslari (2001) tarafin-
dan gelistirilen “Ameliyat Sonrast Agr1 Yénetimi
Kalite Kriterleri Olgegi’nden, Daut ve Cleeland
(1982) tarafindan gelistirilen “Wisconsin Kisa Agri
Envanteri’nden ve Amerika'da kalite gelisim izleminde
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kullanilan “Amerikan Agr1 Toplulugu Hasta Sonuglar1
Anketinden” yararlanilarak hazirlanmigtir®'*12715,

Agr Yonetimi Kalite Izlemi Anketi iki béliimden
olusmaktadir. Birinci bélimde yer alan 12 soru ame-
liyat sonrasi agr1 yonetiminin kalitesine yonelik soru-
lar olup, ikinci boliimde yer alan 4 soru hastalarin agr1
siddeti ve hasta memnuniyetine yonelik sorulardir.
Birinci bolumdeki degerlendirme 0-5 arasinda; 0 =
hi¢ katlmiyorum, 5 = tamamen katiliyorum; ikinci
bolimdeki degerlendirme ise 0-10 arasinda, agriya
yonelik sorularda; 0 =agr1 yok, 10 = dayanilmaz agri;
memnuniyete yonelik soruda 0 = hi¢ memnun degil,
10 = ¢ok memnun seklinde yapilmigtir. Ankette yer
alan sorular ameliyat sonras: kalite kriterlerine gore
iletisim, girisim, duristliik ve ¢evre bagliklari alunda
gruplandirilmigtir (Tablo 1). Bu gruplandirmalarda
iletisim; saglik personeli ile agr1 yonetimi konusun-
daki iletigsimi, girisim; agr1 tanilamasi ve agri yoneti-
mi konusunda yapilan uygulamalari, diriistlik; saglik
ckibinin hastaya agr1 yonetimi konusunda yeterlilige
sahip oldugunu hissettirmesi, ¢evre; uygun ortam
ve agri, memnuniyet dizeylerini gostermektedir.
Aragtirma verilerinin elde edildigi her iki yilda da ayn1
anket kullanilarak hastalarla ameliyat sonras: ikinci
giinde goriisme yapilmistir.

Calisma Ortami

Bu arasurma Ege Universitesi Tip Fakiiltesi
Hastanesinin Genel Cerrahi ve Kalp Damar Cerrahisi
servislerinde yuriitilmigtir. Bu kliniklerde, ameliyat

Tablo 1. Agri yénetimi kalite izlemi anketi

sonrast agr1 tedavisine yonelik multimodal yaklagim
esasina dayali 6ncelikle parasetamol ve daha sonra non-
steroid antiinflamatuar ilag (NSAII) ve zayif opioidle-
rin eklenmesi ile hastanin agrisina ve uygulanan anal-
jezige olan yanitina gore rutin bir analjezi protokoli
uygulanmaktadir. Bu kliniklerde 2008 yilinda agrinin
degerlendirilmesine yonelik rutin bir uygulama yer al-
mazken, 2013 yilinda agr1 degerlendirilmesi igin 6zel
bir “agr1 degerlendirme formu” kullanilmaya baglan-
migstir. Bu formda agrinin degerlendirilmesine yonelik
7 yas tsti erigkin hastalarda 0-10 sayisal skala, 7 yas
alt1 ve konugamayan erigkin hastalarda 0-10 aras: yiiz
skalas1 kullanilmakeadir.

Verilerin Degerlendirilmesi

Anketten alinabilecek alt ve tist puanlar; iletigim alt
grubunda 4 soru (0-20 puan), girisim alt grubun-
da 2 soru (0-10 puan), diiristliik alt grubunda 4
soru (0-20 puan), ¢evre alt grubunda 6 soru (0-50
puan) seklindedir. Buradan elde edilen veriler SPSS
16.0 paket programu ile say1 ve yiizdelikler, ortalama,
t-testi, varyans analizi kullanilarak degerlendirilmis-
tir. Yillara gore agr1 puanlari, memnuniyet puanlar,
agr1 yonetimi kalite izlemi anket puanlari kargilagt-
rilmigtir. Onemlilik diizeyi olarak p<0,05 anlamli ka-
bul edilmigtir.

Bulgular

Aragtirma 6rneklemini olugturan hastalarin 2008 yi-

lindaki 6zellikleri incelendiginde %40,8’ine (n=42)

lletisim

o Ameliyattan dnce, ameliyat sonrasi nasil bir agri tedavisi alacagim bana sdylendi.
o Ameliyattan sonra ihtiya¢ duydugum agri tedavim hakkinda hemsire ile konustum.
o Hemsireler gorevli olarak geldiklerinde, tedavim ve ne kadar agrim oldugu hakkinda her seyi bilirler.

o Hemsireler ve doktorlar agn tedavim sirasinda birlikte calistilar.
Girisim

o Agndan kaginmak igin yatakta uygun pozisyonu bulma konusunda yardim ve destek aldim.
o Agn seviyemi belirlemek igin, calisanlardan biri en azindan her sabah, her 6glen ya da her aksam 0 ile 10 arasinda bir sayi ile degerlendirmemi istedi.

Diiriistliik
o Siirekli olarak ben sormasam bile, agri tedavisi aldim.

o Agrimin gegmesi ile birlikte ben memnun oluncaya kadar hemsire agri tedavisi uyguladi.

o Hemsireler agrimi nasil gegirecekleri konusunda bilgililer.
o Hemsireler, agnmdan bahsettigimde bana inaniyorlar.

Cevre
o Agrimi dindirme konusunda her an gérevli hemsire bulabildim
o Su andaki agri
e En siddetli agn
o En hafif agr
o Ameliyattan sonraki agriniz beklediginizden daha mi fazlaydi?
o Memnuniyet diizeyi
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gogis cerrahisi, %59,2’sine (n=61) batin cerrahisi ya-
pildigy, yas ortalamasinin 57,34+12,35 yil, cinsiyetin
%56,3’tntin erkek ve egitim durumunun %46,6’s1n1n
ilkogretim diizeyinde oldugu gortilmistiir. 2013 yilin-
da ise %41,7’sine (n=40) gogiis cerrahisi, %58,3’tine
(n=56) batin cerrahisi yapildigi, yas ortalamasinin
51,9+15,76 yas, cinsiyetin %50’inin erkek ve egitim
durumunun %43,8’inin ilkogretim diizeyinde oldugu
belirlenmigtir.

Insizyon biiyiikliigiine gore ameliyat tipi degerlen-
dirildiginde; %24,1’ine (n=48) acgik kalp cerrahisi,
%17,I’ine (n=34) kapali kalp cerrahisi, %26,6’s1na
(n=53) minor batin cerrahisi, %32,2’sine (n=64) ma-
jor batin cerrahisi yapildig gortilmigtiir.

Hastalarin ameliyat sonrasi 2. giindeki agrist incelen-
diginde, 0-10 sayisal skalaya gore 2008 yilinda en sid-
detli agrinin ortalama 6, en hafif agrinin 2,1, goriigme
anindaki agrinin 2 puan oldugu, 2013 yilinda ise en
siddetli agrinin ortalama 5,9, en hafif agrinin 2,3, go-
riigme anindaki agrinin 2,6 puan oldugu gorilmustiir
(Grafik 1). Yapilan t-testi sonucuna gore yillara gore
agr1 puanlari arasinda istatistiksel olarak anlamli fark
saptanmamustir (p>0,05).

Benzer olarak yapilan tek yonli varyans analizi sonu-
cunda ameliyat tiplerine gore agr1 puanlarindaki farkin
anlamli olmadig: belirlenmistir (Tablo 2).

Hastalarin ameliyat sonrasi agr1 beklenti durumu ince-
lendiginde; 2008 yilinda %76’s1, 2013 yilinda %57,3’t
beklediginden fazla olmadigini ifade etmiglerdir.
Hastalarin agrilarina yonelik aldiklar tedaviden 0-10
sayisal skalaya gore memnuniyet puan ortalamasinin
2008 yilinda 8,6, 2013 yilinda 6,9 puan oldugu go-
rilmigtiir. Yapilan t-testi sonucuna gére yillara gore
memnuniyet puanlari arasindaki farkin istatistiksel
olarak anlamli oldugu belirlenmistir (¢=14, p=0,00)
(Grafik 2). Ameliyat tipine gore ise kalp ve damar cer-
rahisi ameliyat yapilan hastalarin memnuniyet puan

Tablo 2. Ameliyat tiplerine gére agri puanlari
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Grafik 1. Hastalarin agri puan ortalamalari.
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Grafik 2. Hastalarin agn tedavisine yonelik memnuniyet puaniari.

ortalamalarinin 7,96; genel cerrahi hastalarinin ise
7,72 puan oldugu gorilmustiir.

Agr1 Yonetimi Kalite Izlemi Anketine gore hastalarin
aldiklar1 puan ortalamalarinin 2008 yilinda; iletigimde
13,63, girisimde 7,2, duristlikee 16,17, ¢cevrede 25,38
puan, 2013 yilinda ise iletisimde 13,48, girisimde 6,1,
duristlitkee 15,92, ¢evrede 23,64 puan oldugu goril-
miistiir. Yapilan t testi sonucuna gore yillara gore Agri
Yonetimi Kalite Izlemi Anketi puanlart arasinda ista-
tistiksel olarak anlamli fark saptanmamigtir (p>0,05).

Ameliyat Tipleri

KKA AK MGC MnGC F P
En fazla agn 57 6,1 6,3 57 0,562 0,641
En az agn 1,8 2,7 2,6 2,0 1,974 0,119
Gorlisme anindaki agri 2,1 2,4 2,4 2,3 0,239 0,869

KKA: Kapal kalp ameliyati, AKA: Acik kalp ameliyati, MGC: Major genel cerrahi, MnGC: Mindr genel cerrahi

65



Kafkas J Med Sci

Tartisma

Bu caligmada 2008 ve 2013 yillarinda hastalarin de-
mografik 6zelliklerinin benzerlik gosterdigi ve ameli-
yat sonrasi ikinci giinde en siddetli agri puan ortalama-
sinin orta diizeyde oldugu gorulmiistiir.

Hemgirelik bakim kalitesinin siirdiiriilmesinde ame-
liyat sonrasi agr1 yonetiminin etkin bir sekilde saglan-
mas1 esastir. Agr1 yonetimindeki buitiinciil yaklagimin
hedefi hastanin ameliyat sonrasindaki rahatsizligini
en aza indirmektir'. Sekiz Avrupa iilkesi ve Israil'de
yiritiilen bir ¢aligmaya gore (n=4.576) ameliyattan
24 saat sonra hastalarin en siddetli agr1 puan ortala-
malarinin 5,16 oldugu'’; Sloman ve arkadaglarinin
yapuiklar1 ¢aligmada'® cerrahi hastalarinin %75’inin
siddetli ve orta diizeyde agr1 hissettikleri, tilkemizde
ise Ozer ve arkadaslarinin'® yaptiklari ¢aligmada has-
talarin %93,7’sinin siddetli, %50,2’sinin yanma/siz1
seklinde agri yasadiklart belirlenmigtir. Literatiirde
agrinin etkin bir sekilde kontrol edilmesine yonelik
uygulanan kalite yénetimi sonuglarina gore hastalarin
ameliyat sonrast yagsadigi en siddetli agri puaninda an-
lamli olarak azalma oldugu gésterilmigtir'.

Agri beklentisinin ve hasta memnuniyetinin degerlen-
dirilmesi kalite sonuglari agisindan olduk¢a 6nemlidir.
Bu ¢alisgmada 2008 yilindan 2013 yilina dogru hasta-
larin duyduklar1 ameliyat sonrasi agrinin bekledigin-
den az oldugu, buna kargin memnuniyet puaninin da
anlamli gekilde azaldig: belirlenmistir. Literatiirde agr
yonetimi ve hasta memnuniyetine yonelik farkli so-
nuglar yer almaktadir. Rothoug ve arkadaglar hastala-
rin ameliyat sonrasi agr1 yonetimine yonelik algilarint
degerlendirdikleri ¢aligmada'” hastalarin orta giddette
agr1 duyduklarini, ancak hasta memnuniyetinin yiiksek
oldugunu tespit etmiglerdir.

Brown ve arkadaglar1® ise kolorektal cerrahi grubunda
yaptiklari ¢aligma sonucunda ameliyat sonrasi agri bek-
lentisinin siddetli agr1 ya da hasta memnuniyetiyle ilis-
kili olmadigini belirlemiglerdir. Ayrica mevcut ¢aligma-
larda ve klinik uygulamalarda ameliyat sonrasi agriyr
kontrol altina alma ve azaltmaya yonelik farkli cerrahi
tekniklere, farmakolojik tedavi yontemlerine odakla-
nildigr gorilmektedir***. Bu uygulamalarin yani sira
hasta memnuniyetinin artirilmasina yonelik; hastanin
agr1 ve anksiyete seviyesinin belirlenmesi, hasta igin uy-
gun fiziksel aktivite, insizyon yerinin korunmasi, masaj,
relaksasyon teknikleri gibi nonfarmakolojik girisimlere
karar verilmesi ve uygulanmasi, hastanin tepkilerinin
ve uygulamalarinin etkinliginin degerlendirilmesi de
onemli bir yere sahiptir. Bu girisimler hemsgirelerin
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aktif rol ustlendigi uygulamalardir®**. Buna kargin
hemgirelerin ve diger saglik profesyonellerinin modern
agr1 tedavi yontemleri, agri siddetini tanimlama, far-
makolojik ve nonfarmakolojik agr1 tedavi yontemlerini
uygulama ile ilgili bilgi eksiklikleri oldugu bilinmekte-
dir®. Ay ve Alpar, hemsirelerin %77,2’sinin ameliyat
sonrasi agriy1 azaltmada en fazla bagimli rollerinden
analjezik uygulamasi yaptiklarini ortaya koymuslar-
dir”. Hemsgirelik kayitlarinin incelendigi ¢aligmalarda,
hemgirelerin en sik kayit iglemini yaptiklart ve en ¢ok
zaman harcanan durumun bu oldugu ortaya konmus-
tur*®?’. Kayit ile birlikte artan ig yiikii sonucunda hem-
sirenin hasta baginda gecirdigi zamanda azalmaya ve
hasta memnuniyetine olumsuz yansimaya neden olabi-
lir. Ayrica hastanin daha 6nceki deneyimleri, kiiltiirel
inanglari, biling diizeyinin artmasi gibi sebeplerden
dolay1 hasta beklentilerinde ve memnuniyette degisim
gortlebilir®.

Bu ¢aligmada 2013 yilinda agr1 yonetimi kalite izlem
anketine gore durustliik, iletigsim, girisim ve ¢evre ol-
¢t puanlarinin digtagi, fakat farklarin istatistiksel
olarak anlamsiz oldugu belirlendi. Literatiirde benzer
anket ile yapilan calisma sonuglarinda da hastalarin
agr1 yonetimi bakim kalitesine yiiksek puan verdikle-
ri gorulmistiir'***°. Ameliyat sonras1 donemde etkin
agr1 kontroliiniin saglanmasinda kalite ¢aligmalarinin
gelistirilmesi olduk¢a onemlidir. Bu siiregte yetersiz-
liklerin belirlenerek giderilmesine yonelik 6nlemeler
alinmalidir. Kalite geligimi, verilen bakimin niteliginin
diizenli araliklarla 6l¢tilmesini, yorumlanmasini ve so-
nuglarinin tartigilmasini icermektedir. Bu ¢aligmanin
yuritildugi kliniklerde hastalarin agrilarinin bir form
aracilig ile degerlendirilmesi kalite gostergeleri agisin-
dan 6nemli bir adimdir. Ancak literatiirde agrinin ay-
rintili tanilanmasi ve agr1 yonetiminde standartlar be-
lilenmesi de vurgulanmaktadir'?'*>?. Gunningberg
ve Idval (2007)% agr1 yonetiminde yaptiklari kalite
degerlendirmesinde hastalarin ve hemgirelerin goriisle-
ri ayri ayri ele almiglardir. Hastalarin bakim kalitesine
verdikleri puan hemgirelerinkine gore daha yiiksekken,
agrisi fazla olan hastalarin memnuniyetleri diistik oldu-

gu bildirilmigtir.

Abdalrahim ve arkadaglarinin®' yaptg: ¢aligmada ise
hemgirelere verilen egitim sonrast agri yonetimi bakim
sonuglarinin %85 oraninda anlamli olarak gelistigi
tespit edilmigtir. Amerikada Saglik Bakim Politikalar
ve Aragtirmalari Komitesinin (Agency for Health
Care Policy and Research - AHCPR) akut agr1 yo-
netimi i¢in gelistirdikleri klinik uygulama rehberinde



hastanin kendisini ifade edebilmesi ve tedavinin etki-
sini degerlendirebilmesi konusunda egitim saglanmasi-
nin, hasta konforunun ve memnuniyetinin arttirmanin
komplikasyonlar1 ve hastanede kalma stiresini azaltaca-
g1 vurgulanmakeadir’.

Bu caligmanin sonucunda iki farkli donemde hasta-
larin benzer diizeyde agr1 duyduklari géralmistiir.
Ulusal ve uluslararasi rehberlerde belirtilen kalite kri-
terlerinin uygulama alanina aktarilmasinda yetersiz-
lik oldugu goriilmektedir. Bu ¢alisma sadece batin ve
gogiis cerrahisi yapilan hastalardaki agri sonuglarin
kapsamaktadir. Aragtirmanin sinirhiliklars; ameliyat
tiplerinin homojen olarak dagiulmamasi, ameliyat
suresi, meveut komplikasyon, onceki ameliyat 6ykii-
s, hastanin beden kitle indeksi gibi verilerin ayrin-
tili olarak ele alinmamast ve 6rneklem sayisinin az
olmasidir.

Sonug

Bu aragtirma, beg yillik siire icerisinde ameliyat sonra-
st agr1 yonetiminde kalite kriterleri acisindan istenen
diizeyde gelismenin saglanamadigini gostermektedir.
Bununla birlikte hastalar daha fazla memnuniyetsizlik

bildirmektedirler.
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ABSTRACT

All types of surgeries inevitably cause some sort of respiratory
alterations. Postoperative pulmonary complications increase
hospital stay, morbidity and mortality and are still significant
problems in clinical practice. Nowadays, non-invasive ventilation
is in common use and one of its uses is to prevent postopera-
tive pulmonary complications. Thoracic and abdominal surgeries
have high risks for pulmonary complications. Thus, we aimed to
present a systematic review to analyze the results of prophy-
lactic non-invasive ventilation use after abdominal and thoracic
surgeries.

Key words: abdomen; non-invasive ventilation; postoperative complications;
pulmonary atelectasis; surgery; thoracic surgery

OZET

Tim cerrahi girisimler kacinilmaz olarak bazi solunumsal degi-
sikliklere sebep olur. Postoperatif akciger komplikasyonlari has-
tanede kalim slresi, mortalite ve morbiditeyi arttirirlar ve hala
énemli klinik pratik sorunlardir. Buglinlerde, non-invazif venti-
lasyon kullanimi siktir ve bir kullanimi da postoperatif akciger
komplikasyonlari énlemektir. Toraks ve karin cerrahileri akciger
komplikasyonlari acisindan yliksek riske sahiptirler. Bunun icin,
karin ve toraks cerrahisinde koruyucu non-invazif ventilasyo-
nun sonuclarini incelemek icin bir sistematik derleme sunmayi
amacladik.

Anahtar kelimeler: karin; non-invazif ventilasyon; postoperatif komplikasyonlar;
pulmoner atelektazi; cerrahi; torasik cerrahi
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Introduction

Definition of Non-invasive Ventilation (NIV)

In general terms, it is the way of giving mechanical re-
spiratory support to the patient without the support of
an artificial airway'. During NIV the protective mech-
anisms of upper airways are still active, and patients can
speak, eat and clear their secretions by themselves dur-
ing application.

The adventure of mechanical ventilation in clinical
practice substantially had started with non-invasive
method in 1900-1950s when so many polio pandem-
ics had broken out. “Iron lungs” which covered whole
body and generated “negative” pressure to assist venti-
lation saved lives although they were unpractical and
unwieldy for routine use. Unfortunately, the mortality
rate was still so high which necessitated discovering the
positive pressure ventilation support via artificial air-
ways in 1950s.

Initially, it was applied manually, however conse-
quently in a short span of time first generation posi-
tive pressure ventilators were already fabricated. NIV
or non-invasive positive pressure ventilation (NPPV,
a synonym for NIV) using “positive” pressure became
a major issue again in 1980s when nasal continuous
positive airway pressure (CPAP) was used in the treat-
ment of sleep apnea. In 1990s, it was also used in the
treatment of chronic obstructive lung disease, conges-
tive heart failure and other conditions associated with
respiratory insufficiency. Until now, NIV lost nothing
from its popularity in clinical practice.
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Clinical Use of NIV

NIV does not require the use of an artificially created
airway like an intubation tube or tracheotomy cannula;
however an interface connecting the patient to the sup-
portive device is needed. A nasal, oro-nasal, full face or
helmet mask can be used for this purpose. Any of the
masks has its unique advantages and disadvantages,
however obviously all require patient compliance during
application. NIV support can be provided by a standard
positive pressure ventilator, a specialized bilevel positive

airway pressure (BiPAP) machine or a CPAP device?’.

CPAP and BiPAP are two main NIV techniques.
CPAP delivers a constant positive pressure during both
inspiration and expiration, so there is not a separate in-
spiratory support; that means it improves oxygenation;
however its efficacy on ventilation and work of breath-
ingis limited*>. On the other hand, BiPAP delivers two
different pressure levels during inspiration and expira-
tion. It helps both oxygenation and ventilation because
it gives additional inspiratory support decreasing the
work of breathing®’.

Air leak is another important consideration during
NIV application. Certainly, it depends on tightly fitting
of the mask as well as patient’s facial characteristics®. Air
leaks lead to the loss of patient-ventilator synchroni-
zation which causes difficult and ineffective applica-
tions’. Ordinary intensive care ventilators are also used
for NIV, however they don’t provide a good synchro-
ny if they don’t have a leak compensation algorithm®.
Besides, NIV ventilators have the ability of generating
high flows and reducing patient-ventilator asynchrony,
are improved over time and better than many intensive
care ventilators for compensating air leaks’.

Although NIV is used in a wide variety of clinical situ-
ations in intensive care and emergency units, clinical
trials and meta-analysis recommend its use in only four
clinical situations with grade 1A evidence':

1. Severe exacerbation of chronic obstructive lung
disease.

2. Cardiac edema and respiratory failure in the ab-
sence of shock or acute coronary syndrome requir-
ing acute coronary revascularization.

3. Facilitating extubation in chronic obstructive pul-
monary discase (COPD) patients that cannot be
weaned from the ventilator.

4. Acute respiratory failure in immune-compro-
mised patients.
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Obstructive sleep apnea is the most common breath-
ing disorder and compromises upper airway muscle
activity. Anesthetic drugs also compromise the same
activity and the situation is worse postoperatively for
patients having obstructive sleep apnea. NIV is a pref-
erable option for these patients peri-operatively, even
for a better wound healing because it provides a better
oxygenation'"'2,

Asthma exacerbations, hypoxemic respiratory failure,
extubation failure and post-operative respiratory fail-
ure are also among the clinical situations in which NIV
is used. Ferrer et al. demonstrated superiority of NIV
use in extubation failure patients compared to classical
weaning protocol®.

Certainly, there are contraindications and complica-
tions of NIV application. Severe hypoxemia or acide-
mia, multi organ failure, anatomical face problems,
severe agitation, copious secretion, uncontrolled vom-
iting, repetitive hemoptysis and hematemesis, upper
airway obstruction, encephalopathy, impaired con-
sciousness, apnea, cardiac arrest and patient’s refusal
of application are among contraindications. Thus, in
most instances NIV use is contraindicated in the situ-
ations which we cannot control the airway safety and
hemodynamic stability.

NIV is a quite safe and well tolerated technique for
appropriate patients in proper conditions and can be
used for short and long times. Adverse side effects usu-
ally are not so serious and they are mostly related to
the mask, or flow and pressure levels of the ventilator.
Some of the side effects related to mask use are discom-
fort, erythema on face, nasal ulceration and claustro-
phobia. Nasal congestion, ear pain, mouth/nose dry-
ness, cornea irritation and gastric distension are among
the complications related to flow and pressure. Besides;
air leak, aspiration pneumonia, hypotension, pneumo-
thorax are also among undesirable states. Clinicians
must be careful about abdominal distension in patients
having upper gastrointestinal anastomosis. Although
it is never a contraindication for NIV use, it is always
conflictive among anesthesiologists and surgeons.

Postoperative Pulmonary Gomplications (PPC)

All types of surgeries regardless of anesthesia choice
(general or regional) cause some sort of respiratory al-
terations. PPC can simply be defined as any pulmonary
abnormality observed in the postoperative period.
This issue should not be underestimated during daily



clinical practice because it increases the length of hos-

ital d th f morbidi d liey'
pital stay, and the rates of morbidity and mortality'.
Pneumonia, pneumothorax, pulmonary edema, pleu-
risy, aspiration, infection of airways, respiratory failure
can be listed among these complications some of which
rely on peri—operative atelectasis formation.

Atelectasis occurs in 90% of patients who are anesthe-
tized'®; meaning that even a trouble-free anesthesia and
surgery may not prevent atelectasis. Anesthesia leads
to atelectasis by reducing functional residual capacity
(FRC) which can be interpreted as resistance of lungs
against collapse. Depression of the respiratory center by
the used drugs, high FiO,, postoperative pain and direct
muscle injury related to surgical incision are probably
contributing factors'. Atelectasis and hypoventilation
are most frequent reasons of early postoperative hypox-
emia'’. Anesthetic drugs and neuromuscular blockers,
although are easily reversible, have residual effects in the
postoperative period, thus the risk of atelectasis also ex-
ists in the postoperative period’.

There are risk factors increasing the possibility of PPC
and, thus, postoperative respiratory failure. Anesthetic
factors along with surgical factors, type of surgery
(particularly thoracic and abdominal surgeries), de-
mographical factors (age, obesity, etc), and preexisting
hypoxemia or lung disease increase the risk of PPC.
Approximately 8—10% of patients need intubation and
mechanical ventilation after abdominal surgery'®. In a
multicenter prospective study conducted by Canet et
al., 5% of 2464 patients developed at least one PPCP.
In addition, cardiac (39.6%), thoracic (31.4%) and ab-
dominal surgeries (7.2%) were the most complicated
surgeries. Highest rates of 30th and 90th day postop-
erative mortalities and prolonged ventilation require-
ments were after abdominal surgeries and the length of
hospital stay was directly proportional with the num-
ber of complications. A comprehensive analysis of the
study findings revealed seven independent predictive
risk factors for PPC as lower preoperative arterial oxy-
gen saturation, acute airway infection in the preceding
month, age, preoperative anemia, upper abdominal or
thoracic surgery, surgery duration more than 2 hours
and emergency cases".

Besides a proper pain management, oxygen therapy
and early mobilization, there are several additional
strategies to prevent and treat atelectasis, postoperative
hypoxemia and PPC. One of them is PEEP use dur-
ing surgery. The medical literature consists of studies
suggesting that the use of a 10 cm H,O PEEP opens
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the collapsed alveoli®. Rusca et al. added 10 cm H,O
CPAP before induction and ensured insignificant at-
electasis, even with 10 minutes long 100% oxygen use
during induction®. Avoiding the use of high rates of
oxygen before and during anesthesia and during recov-
ery from anesthesia is another precaution to prevent
atelectasis, because recruitment maneuver used in the
management of atelectasis is ineffective in case where
100% oxygen is given for 10 minutes before extuba-
tion®”. Incentive spirometer and deep inspiration prac-
tice before and after surgery are also a way of prevent-
ing and treating peri-operative atelectasis. Thomas and
Mclntosh collected all studies about the effects of deep
breath exercise, incentive spirometer and intermittent
positive pressure breath on PPC, published from 1966
to 1992 in a meta-analysis™. They concluded that all
these maneuvers reduced the PPC rate in study groups
compared to control groups who were not treated with
any of the maneuvers. All of these maneuvers are in-
tended to increase lung volumes just as NIV; so why
don’t we use NIV for the same purpose?

The curiosity about the probable benefits of NIV gave
rise to studies dealing with the prophylactic and cura-
tive use of NIV postoperatively and intraoperative-
ly'%*. Tobias was the first to publish postoperative use
of NIV* He treated acute postoperative respiratory
failure associated with NIV in three children and three
adults.

Postoperative hypoxemia and acute respiratory failure
develop especially after thoracic and abdominal pro-
cedures. Although invasive mechanical ventilation is
the mainstay of treatment for acute respiratory failure,
some studies demonstrated relation between postop-
erative pulmonary mortality, and re-intubation and
mechanical ventilation®. NIV provides all benefits of
invasive mechanical ventilation and it reduces the risk
of airway complications and nosocomial pneumonia
at the same time. In addition, it reduces patient’s dis-
comfort and prevents airway resistance caused by the
intubation tube, and helps to ensure better commu-
nication with the patient®. In this point of view, first
precaution for the clinician is to prevent PPC; how-
ever, if it occurs unavoidably, the aim during manage-
ment is to avoid re-intubation. NIV seems to fit for
both purposes, thus is used for both prophylactically

and curatively’.

Jaber et al. showed that NIV is a safe and well tol-
erated method in their study of 72 patients who
had gastrointestinal surgery and respiratory failure
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postoperatively®. In this paper, we aimed to review the
prophylactic use of NIV in postoperative periods of

abdominal and thoracic surgeries.

Methods

We thoroughly searched Pubmed, Medline, and
Cochrane Library beginning from 1979 January to
2014 June and limited the search within “clinical tri-
als” and “randomized controlled trials” The search
terms “thoracic surgery”, “abdominal surgery”, “tho-
raco-abdominal surgery” were combined with any
of these: “non-invasive ventilation”, “non-invasive
positive pressure ventilation”, “non-invasive respira-
tory support’, “continuous positive airway pressure’,
“bilevel positive airway pressure”. The studies deal-
ing with just the preoperative or intra-operative NIV
use, including pediatric patients, cardiac and bariatric
surgeries, and in where NIV was applied as negative
pressure ventilation or for curative purposes were

excluded.

Results

Twelve studies consisting of a total of 858 patients met
the inclusion criteria for final analysis***. Table 1 sum-
marizes the included studies. Abdominal, thoracic and
thoraco-abdominal surgeries were included in eight,
two and two studies, respectively. NIV improved ar-
terial blood gases in eight and spirometer data in four
studies, and it decreased the rate of atelectasis in three
studies.

Abdominal Surgery

Periodic NIV use immediately after extubation and
continuing its use in postoperative period were associ-
ated with significantly higher oxygenation rates or fast-
er recovery of lung volumes?**"*2 In a study conducted
on 65 open laparoscopy operation patients, atelectasis
rate was compared to respiratory therapy including in-
centive spirometer or coughing and deep breathing®.

PPC and re-intubation rate were similar when com-
pared to conventional therapy, while arterial oxygen-
ation was improved after NIV use?”%.

On the contrary, Carlsson et al. did not find any favor-
able effect of NIV on arterial oxygenation or spirometer
measurements in comparison with the oxygen therapy?.
In addition, analogously NIV did not lead a shorter hos-
pital stay in 58 patients having abdominal surgery™.

Squadrone et al. used NIV for both prophylactic and
curative purposes in the same study®. They included
209 patients and 1% of patients (one patient) required
intubation in NIV group, while 10% (ten patients) were
re-intubated in the control group. The ICU stay and in-
fection rate were significantly lower in NIV, however the
length of hospital stay was not different.

Thoracic Surgery

Aqulio et al. investigated early effects of NIV after lung
surgery in comparison with the conventional treat-
ment. NIV improved arterial oxygenation after one-
hour application and this effect continued one more

Table 1. The summary of randomized controlled trials dealed with non-invasive ventilation

Source Surgery N Rate of Atelectasis Spirometric Data Arterial Blood Gas Intubation rate ~ Outcome
Stock et al. Elective abdominal surgery 65 Favour NIV Favour NIV ND ND ND
Anderes et al. Elective abdominal surgery 30 ND ND Favour NIV ND ND
Bohner et al. Elective abdominal surgery 204 ND ND Favour NIV Favour NIV ND
Carlsson et al. Cholecystectomy 24 No difference No difference No difference ND ND
Denehy et al. Elective abdominal surgery 58 ND No difference No difference ND No difference
Linder et al. Elective abdominal surgery 34 ND Favour NIV ND ND ND
Ricksten et al. Elective abdominal surgery 50 Favour NIV Favour NIV Favour NIV ND ND
Squadrone et al. Elective abdominal surgery 209 ND ND Favour NIV Favour NIV No difference
Aguilo et al. Elective lung resection 19 ND ND Favour NIV ND ND
Perrin et al. Elective lobectomy 39 No difference No difference Favour NIV ND ND
Fagevik et al. Thoracoabdominal surgery 70 ND No difference Favour NIV Favour NIV No difference
Kindgen—Milles et al. Elective thoraco-abdominal aneurysms 56 Favour NIV ND Favour NIV Favour NIV ND

ND: no data.

72



hour after the cessation of the ventilator support and
carbon dioxide level and physiological dead space did
not change at that moment. The procedure was feasibly
tolerable and only one of the patients had considerable
pleural air leak?.

Perrin et al. applied prophylactic NIV in both preop-
erative and postoperative periods of the same patients
and compared it to oxygen therapy. They tested wheth-
er NIV ensures a better gas exchange and pulmonary
function after lung resection in patients with a forced
expiratory volume lower than 70% of predicted®. Gas
exchange and spirometer values were better and hospi-
tal stay was lower in NIV group.

Thoraco-abdominal Surgery

The need for re-intubation and prolonged mechanical
ventilation was significantly lower in prophylactic NIV
group when compared with the control group in a study
enrolling 70 patients in the postoperative period of re-
section for esophagus or cardia cancer; however gas ex-
change and lung volumes were similar in both groups®.

Kingden-Milles et al. compared prophylactic use
of continuous and intermittent NIV after thoraco-
abdominal aortic aneurysm repair and revealed that
oxygenation was better in continuous NIV group”.
Hospital stay and rate of PPC were significantly lower
in continuous NIV group.

Discussion

This paper reviews randomized controlled clinical tri-
als about prophylactic NIV application in postopera-
tive period of abdominal and thoracic surgery starting
from 1979 to 2014 June, so it is the most extensive re-
view in this sense.

PPCisstill an important issue because it is a bigburden
on the physical and psychological health of patients be-
sides its costs®®. NIV is not an old technique to treat
or prevent these complications; it has become popular
since 1990s. Many reviews actually suggest that pa-
tients with higher risks for postoperative respiratory
failure; including the individuals who are obese or af-
fected by lung diseases and those undergoing surgical
procedures at higher risk of PPC, and patients under-
going cardiac, thoracic or upper abdominal surgery;
would benefit from NIV mostly**-*. The risk of PPC
is highest in cardiac surgery, followed by thoracic and
abdominal surgeries'”. Bagoglu et al. reported %9-69
risk of PPC occurrence after upper abdominal surgery,
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and the rate did not decrease despite improvements in
anesthetics and surgical technologies through years*.

Hypoxia occurs in 30-50% of postoperative abdomi-
nal surgery patients, even after an uncomplicated sur-
gery and anesthesia, and 8-10% them need re-intuba-
tion and mechanical ventilation in the postoperative
care unit>'®. NIV, particularly in prophylactic use, can
be brilliant and miraculous. Besides, it is cheap, safe,
practical and well-tolerated by the patients.

To be honest, the medical literature lacks studies rec-
ommending the routine prophylactic use of NIV in the
postoperative periods of thoracic and abdominal op-
erations. However, the results of currently performed
studies seem to be mostly on NIV’s favor. They show
better findings of arterial blood gas and spirometer val-
ues, and atelectasis rate. Thus, NIV still has the chance
for being within the recommendations of practice
guidelines. However, we still do need more prospec-
tive studies with larger sample sizes in order to achieve
stronger evidence to recommend NIV’s routine use in
the postoperative period.

In addition, atelectasis rate was dependent on the ra-
diological findings in the previous studies and the clin-
ical outcomes were not thoroughly evaluated. Thus,
further prospective studies are needed to identity the
true rate of atelectasis and its clinical implication.

Some clinicians have concerns about using NIV in gas-
trointestinal surgery and mostly they think that NIV
may cause anastomosis leak. However, the literature
lacks any serious complication resulted from NIV.

In conclusion, prophylactic NIV use after thoracic or
abdominal surgery is still an untouched topic to be
studied on. It seems that it has the potential for use in
routine daily practice; however our hypothesis should
be tested with more prospective clinical studies.
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Perkiitan Nefrolitotomi Sonrasinda Nefrostomi Hattinda Transizyonel Hiicreli Karsinom Rekiirrensi
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ABSTRACT

Local seeding of the nephrostomy tract has been theorized as a
potential risk of percutaneous management of upper urinary tract
tumors. Few cases of nephrostomy tract seeding have been re-
ported. We report a case of nephrostomy tract tumor seeding after
percutaneous nephrolithotomy.

Key words: carcinoma; neoplasm; nephrostomy; percutaneous; seeding;
transitional cell

OZET

Ust diriner sistem tlimérlerinin perkiitan yéntemle tedavisinde, nef-
rostomi hattina timoér ekilmesi potansiyel bir risktir. Literat(irde, az
sayida olgu bildirilmistir. Bu yayinda, perktitan nefrolitotomi sonra-
sinda, nefrostomi hattina tiimér ekilen bir olgu sunduk.

Anahtar kelimeler: karsinom; neoplazi; nefrostomi; perkiitan; ekim;
transizyonel hiicreli

Introduction

Transitional cell carcinoma (TCC) of the upper uri-
nary tract often presents a diagnostic and therapeutic
challenge. It is relatively uncommon and accounts for
5-10% of all renal tumors and less than 5% of all uro-
thelial tumors'. The gold standard treatment of upper
tract TCC is nephroureterectomy with excision of
bladder cuff’. However, endoscopic management may
be an alternative treatment option in patients with
small and low grade tumors and in case where renal
sparing surgery is necessary due to a solitary kidney,
renal insufhiciency or bilateral disease’.

Yard. Dog. Dr. Mert Ali Karadag, Kafkas Universitesi Tip Fakiiltesi, Uro/oji Anabilim
Dals, Kars, Tiirkiye, Tel. 0 532 558 43 24 Email. karadagmert@yahoo.com
Gelis Taribi: 28.11.2013 o Kabul Tarihi: 20.02.2014

Local tumor seeding of the nephrostomy tract has been
theorized as a potential risk of percutaneous manage-
ment of upper tract tumors and only a few cases of
nephrostomy tract seeding have been reported®. In this
paper, we report a case of nephrostomy tract tumor
seeding after percutaneous nephrolithotomy (PCNL)
in a patient with stone disease and incidental upper

tract TCC.

Case Report

A 52-year-old male patient was referred to our depart-
ment with complaints of long lasting left flank pain
and intermittent hematuria. Intravenous pyelography
(IVP) and urinary tract ultrasound examinations re-
vealed multiple areas compatible with renal stones in
middle and lower calyces of the left kidney and grade
one hydronephrosis of the ipsilateral kidney. The ex-
amination of right side was unremarkable. In addition,
there was not any evidence suggesting malignancy.

PCNL was performed in order to remove the renal
stones. Intraoperatively, cystoscopic examination was
unremarkable. After the removal of the stones, we per-
formed an excisional biopsy of the structure resembling
a tumor through the nephroscope, and completed the
operation after placing a percutaneous nephrostomy
tube. Pathologic evaluation of the biopsy from renal
pelvis revealed a transitional cell carcinoma (TCC)
and an open nephroureterectomy was performed
14 days after the initial PCNL. Operative specimen
was 1.5%2 cm in diameter and reported as low grade,
stage TINOMO TCC. Stone type was calcium oxalate
monohydrate. Following retrospective assessment, we
realized that it was a long standing stone for 10 years.
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Four months after the surgery the patient experienced
pain in the left flank incision line. Computerized to-
mography examination revealed a 2.5x3.1 c¢m solid
mass between the left flank inferior muscles (Figure 1).
We resected the mass with its surrounding muscle tissues
(Figure 2). Pathologic evaluation revealed the metastasis

of the high grade TCC. Thus, an adjuvant chemo and ra-
diotherapy program was scheduled.. Focal tumors were
detected in the urinary bladder at control cystoscopy;
thereby, complete transurethral resection and 6 courses
of intravesical BCG instillations were performed due to

high grade stage T1 TCC in bladder.

d

Figure 2. Macroscopic image of the tissue resected from the nephrostomy tract.
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At the sixth month follow up visit, CT examination
revealed a 3x3 cm mass lesion adjacent to spina iliaca
anterior superior and multiple metastatic nodules in
the lungs. The patient was referred to oncology depart-
ment for additional chemotherapy and he died fol-
lowing secondary chemotherapy at 18th month after
surgery.

Discussion

Nephroureterectomy with excision of bladder cuff has
been the treatment of choice for upper urinary tract
TCC in patients with a normal contra lateral kidney*
and the most important prognostic factors are the
stage and grade of the tumors®. Albeit low-stage and
low-grade tumors tend to be associated with good sur-
vival after either radical or nephron-sparing surgery®,
high-grade and high-stage tumors can be controlled in
a difficult manner by nephroureterectomy’. Although
the tumor presented here was a low-grade one, the out-
come was poor, probably due to the tumor seeding at
the nephrostomy tract.

The discordance between the pathologic grade of the
operative specimens (nephrouretercetomy and neph-
rostomy tract) was re-evaluated in conjunction with
the pathologists once again. A dismissed small high
grade TCC foci in renal pelvis, ureter or bladder was
thought to be an explanation. Actually, bleeding, clots
or stone dust observed frequently during PCNL might
have obscured the small tumor foci of our patient dur-
ing the initial evaluation.

Although, we examined the urinary tract using ultra-
sound and intravenous pyelography prior to the sur-
gery, we did not use contrast enhanced CT scan of the
abdomen which would detect the tumor mass in the
left renal pelvis.

Endoscopic management of upper urinary tract can-
cers is an option for patients with low grade/low stage
tumors requiring nephron sparing surgery. Successful
resection/fulguration of upper tract tumors has been
reported with recurrence rates ranging between 0 and
45%s*5-1°. Although, the size and stage of the tumor of
our patient suggested the choice of endoscopic treat-
ment option, we preferred open nephroureterectomy,
as the contra lateral kidney had normal functions.

Tumor seeding in the tract of percutancous needle
aspiration or biopsy has been demonstrated in nu-
merous carcinomas, including prostate, liver, bladder,

kidney, gallbladder, and head and neck tumors'~".
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However, Tomera et al. reported two cases with local
recurrence of transitional cell carcinoma in the renal
pelvis, after intraoperative pyeloscopy followed by im-
mediate nephroureterectomy to treat superficial, low
grade tumors of the renal pelvis’. Although the litera-
ture contains a few publication regarding percutane-
ous tract seeding, our case suggested that endoscopic
interventions might result in local recurrence in upper
urinary tract TCC’s despite low grade and small sized
tumors.

Techniques aiming to decrease the risk of access tract
seeding have been reported and mostly include the
maintenance of a low intrarenal pelvic pressure by us-
ing a 30 Fr working sheath and hanging the irrigation
solution less than 40 cm above the level of the patient,
use of sterile water as the irrigation solution for its
cytolytic effect and resection’®. Risk may be reduced
when endoscopic intervention is performed in a retro-
grade manner.

The recommended treatment options of TCC follow-
ing nephroscopic confirmation are nephroureterecto-
my, adjuvant radiotherapy and immediate resection of
the nephrostomy tract”. In four patients, Woodhouse
et al. prophylactically placed radioactive iridium wires
into the nephrostomy tract after percutaneous resec-
tion of renal transitional cell carcinoma and none of
the patients had tumor cell implantation through the
percutaneous tract®. We couldn’t employ some of these
techniques to reduce seeding risk, as we did not have
information about tumor existence until nephroscopic
examination.

The association of TCC, small cell carcinoma, ad-
enocarcinoma and sarcomatoid carcinoma with re-
nal stone disease has been documented in the lit-
erature'®. Urothelial cancer of the renal pelvis in
patients undergoing PCNL was studied previously.
Of the 500 patients examined during PCNL three pa-
tients had urothelial carcinoma of the renal pelvis. The
histo-pathological diagnosis was TCC in all cases. In
one case the tumor was associated with sarcomatoid
features and in another with squamous carcinoma. The
overall survival of the three patients was between 2—19
months after the diagnosis of urothelial cancer.

Association of TCC with long standing stone disease
has not been studied comprehensively. To our knowl-
edge, the medical literature includes two studies deal-
ing with the relation®*2. Kaufmann et al. investigated
the effects of long standing catheters and stones on
carcinogenesis in patients with spinal cord injuries*'.
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The authors observed SCC in six patients and TCC in
five patients. A similar study including the same kind
of patient population reported TCC in six patients
and SCC in two patients. However, the concept of the
association of renal stones and TCC lacks supporting
evidence and needs to be confirmed with more pro-
spective randomized trials.

Long standing calculus may lead to deterioration of
renal functions. The pathologic processes identified
in a poorly functioning kidney secondary to calculus
include chronic pyelonephritis, parenchymal atro-
phy, xanthogranulomatous pyelonephritis and rarely
urothelial carcinomas. Li et al. mentioned that 2% of
their patients with recurrent staghorn calculus had
squamous cell carcinoma of the renal pelvis®. They
also concluded that clinicians should suspect urothe-
lial malignancies in case of a history of long standing
stones.

There seems a risk of nephrostomy tract seeding after
endoscopic manipulation of urothelial carcinomas of
upper urinary tract. Comprehensive preoperative eval-
uation may lower the risk in patients with renal stones.
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Non-Traumatic Pseudocyst of the Spleen:

A Case Report

Dalagin Travmatik Olmayan Psédokisti: Bir Olgu Sunumu
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ABSTRACT

Splenic cysts are seen rarely in surgical practice and most of
them are parasitic cysts (hydatid cyst). Non-parasitic cysts are
classified as true and false cysts (pseudocyst). Pseudocysts are
usually secondary to trauma or hemorrhage of spleen. They are
believed to be the final stage of organization of an intra-splenic
hematoma and are hardly differentiated from hydatid cyst pre-
operatively. Surgery is the treatment of choice in symptomatic
cysts, particularly with a diameter of larger than 5 cm. In this
paper, we present a 12 cm splenic cyst of a 32-year-old male.
Pathological examination after total splenectomy via laparotomy
revealed splenic pseudocyst. However, the medical history of
the patient was unremarkable and there wasn’t any history of
trauma.

Key words: pseudocyst; spleen; splenectomy

0ZET

Cerrahi pratikte dalak kistleri nadir gértltirler ve cogu da parazitik
kistlerdir (hidatit kist). Parazitik olmayan kistler gercek ve yalanci
kistler (psédokist) olarak siniflandirilirlar. Psédokistler genellikle
dalaktaki travma ya da kanamaya ikincildirler. Dalaktaki hema-
tomun organizasyonunun son basamagi olduklarina inanilirlar ve
operasyon éncesi hidatit kistten gdclikle ayirt edilebilirler. Belirti
veren, Ozellikle 5 cm’den blylk kistlerin tedavi segenegi cerra-
hidir. Bu yazida, 32 yasindaki bir erkekteki 12 cm’lik dalak kis-
tini sunuyoruz. Laparotomi ile total splenektomi sonrasi yapilan
patolojik incelemede dalak psdédokisti tanisi konuldu. Ancak,
hastanin tibbi gecmisinde belirgin bir 6zellik ve travma &ykdsu
yoktu.

Anahtar kelimeler: psddokist; dalak; splenektomi
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Introduction

Splenic cysts are divided into two groups: primary
(true) and secondary (false). Primary cysts have epithe-
lial or endothelial lining which is absent in secondary
cysts. Primary splenic cysts are classified as parasitic
or non-—parasitic and most of them are parasitic cysts
resulted secondary to Echinococcus granulosus infesta-
tion. Non-parasitic cysts may have epithelial covers as
epidermoid, dermoid and mesothelial cysts have, or en-
dothelial covers as hemangiomas and lymphangiomas
have. Epidermoid cysts account for 90% of primary
non-parasitic cysts. Secondary cysts, also named as
pseudocyst, usually develop after an abdominal trau-
ma, and less frequently as a result of mononucleosis,
tuberculosis or malaria'?.

False cysts are also called as pseudocyst because they do
not have capsules. Trauma is the most common etio-
logical factor. They are believed to be the final stage
of organization of an intra-splenic hematoma. In this
paper, we present a 12 cm splenic cyst of a 32-year-old
male. Pathological examination after total splenectomy
via laparotomy revealed splenic pseudocyst. However,
the medical history of the patient was unremarkable
and there wasn’t any history of trauma.

Case Report

A 32-year-old man complaining of a left sided ab-
dominal pain was admitted to our clinic. He has had
abdominal distension, fullness in the epigastrium, nau-
sea and vomiting for the last few months. Physical ex-
amination revealed a mass in the left upper quadrant of
the abdomen. The medical and surgical histories were
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unremarkable and there was not any history of trauma
or parasitic infection.

Laboratory tests including complete blood count,
liver and kidney function tests revealed measurements
within normal reference ranges. A calcified mass was
seen in the spleen during the abdominal plain X-ray
examination (Figure 1), thus we ordered a computer-
ized tomography (CT) to examine the spleen. CT scan
revealed a 12 cm cystic mass in spleen with peripheral
calcifications compatible with a hydatid cyst (Figure
2). However, serologic testing for Echinococcus was
negative.

Since the cyst was larger than 5 ¢cm and the patient had
worsening of the symptoms, we preferred surgical treat-
ment. Preoperatively, the patient had a Pneumococcus
vaccine.

During intra abdominal exploration via median verti-
cal incision, we saw a very large cyst, almost entirely

covered by splenic parenchyma, and thus we preferred
total splenectomy instead of perforation or aspiration
of the cyst. Postoperative follow up was uneventful.
Oral nutrition was started on postoperative day one
and the patient was discharged on postoperative day
three.

Postoperative pathologic examination revealed a 12
cm splenic pseudocyst with a peripherally calcified wall
lacking epithelial lining. The cyst was surrounded by
a thin splenic parenchymal layer. The diameters of the
splenectomy material were measured as 18x16x12 cm

(Figure 3).

Discussion

Splenic cysts are rarely seen in daily surgical prac-
tice. They are commonly seen in children and young
adults. Szczepanik et al. reported that the number of
splenic cysts constituted 11 (3.8%) of all 290 patients

Figure 1. Plain X-ray examination of spleen demonstrating a calcified mass.
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Figure 3. Splenectomy specimen including the pseudocyst.
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subjected to splenectomy during the study period
of 4 years®’. Management of the splenic cyst depends
on threefold questioning; What is the nature of the
cyst? Should we operate? And which operation will
we perform?*.

Splenic cysts are more often diagnosed nowadays,
probably due to the increased use of abdominal ultra-
sound and CT examinations. However, it’s difficult
to distinguish true and false cysts. Most of the splenic
cysts are asymptomatic until they reach significant
sizes. Large cysts may cause left sided upper abdomi-
nal pain and other symptoms of space occupation,
secondary to the enlarging cystic mass within the ab-
dominal cavity’. Symptomatic cysts and cysts larger
than 5 cm, whether symptomatic or not, are generally
managed surgically.

Pseudocysts comprise about three-quarters of all
non-parasitic cysts of spleen. They are secondary to
trauma, infection or infarction. Most are asymptom-
atic and solitary. They can reach large sizes and con-
tain as much as three liters of dark turbid fluid and
are believed to be the final stage of organization of an
intra-splenic hematoma. The fibrous capsule often ex-
hibits a chronic inflammatory reaction and contains
organized blood clots, with old blood pigment and
precipitates of calcium. Macroscopically, they may
contain internal debris. Microscopically, these cysts
are composed of dense fibrous tissue, often calcified,
with no epithelial lining*®.

On plain films of the abdomen, plaque-like calcifi-
cation is uncommon within true cysts, however it is
seen in up to one-quarter of pseudo cysts. CT demon-
strates the trabeculations, septations or calcifications
of the cyst wall better than the ultrasound can. The
diagnosis of a false cyst should be favored, if there is
a clear history of trauma, hematoma elsewhere in the
spleen, or if the cyst wall is calcified. The differential
diagnosis includes echinococcal cyst (often has multi-
ple septations), large solitary abscess or hematoma, or
cystic neoplasm of spleen (hamartoma, hemangioma
or lymphangioma)’.

In distinctive diagnosis of splenic cystic masses, hyda-
tid cysts should rank among first especially in endemic
regions, like Turkey. The treatment choice of a splenic
hydatid cyst is surgery. Operative approach varies de-
pending on the patient’s age, his/her additional sys-
temic diseases, and the location, number and size of the
cysts®. In our case, the subclass of the cyst was not dem-
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onstrated accurately preoperatively, thus we preferred
to perform a total splenectomy.

Various operative management options for non-para-
sitic splenic cysts including total splenectomy, partial
splenectomy, percutaneous drainage, marsupialization
of the cyst and partial cystectomy (fenestration, un-
roofing) are available. Characteristics of the patients
and their cysts contribute in selecting the appropriate
management option'.

Total splenectomy is still the most preferred surgi-
cal procedure used during the management of splenic
cysts. However in recent years, the number of surgeons
preferring laparoscopic approach is increasing. Total
splenectomy performed laparoscopically or open is
inevitable in cases where cyst is very large, located in
the splenic hilum, covered completely by the splenic
parenchyma (intrasplenic cyst), or if there are multiple
cysts’. Our patient had a cyst located in the splenic hi-
lum and covered entirely by splenic parenchyma. In ad-
dition, we could not rule out hydatid cyst.

Awareness of the importance of immunological func-
tion of spleen and the potential threat of severe post
splenectomy complications have led to the develop-
ment of splenic parenchyma-preserving surgical pro-
cedures. Partial splenectomy is a safe and effective
operative procedure used in the management of non-
parasitic splenic cysts. It ensures complete cyst remov-
al, prevents cyst recurrence, and preserves the splenic
functions®. It may be preferred in cases where the cysts
are located in splenic poles.

The laparoscopic management of splenic cysts has
all advantages unique to laparoscopic surgery includ-
ing less pain, smaller incision, shorter hospitalization
and carlier return to work. Although laparoscopic ap-
proach is a minimally invasive technique, it may not
provide adequate treatment. The recurrence rates are
higher, if large amounts of cyst wall are not removed.
The cyst location is the most important factor for
performing laparoscopic spleen preserving surgery.
Superficial and non-parasitic splenic cysts are better
candidates for laparoscopic approach”’.

In conclusion, splenic cysts should be managed surgi-
cally, if they are symptomatic or if their diameters are
larger than 5 cm. If the presence of a parasitic cyst can’t
be ruled out preoperatively, total splenectomy is the
treatment of choice, particularly in large cysts entirely
covered by splenic parenchyma or located in the splen-
ic hilum.
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Discrete Papular Lichen Myxoedematosus: A Case Report

Diskret Papliler Liken Miksddematoz: Bir Olgu Sunumu

Fatma Pelin Cengiz
Department of Dermatology, Kars State Hospital, Kars, Turkey

ABSTRACT

Lichen myxoedematosus is an uncommon, chronic disorder char-
acterized by lichenoid papules due to dermal mucin deposition.
Discrete papular mucinosis is a rare subtype of the localized form.
Herein, we report a 49-year-old woman with asymptomatic, white-
coloured papules on her upper back. A skin biopsy from a papule
on her upper back demonstrated dermal mucin deposition after
alcian blue staining.

Key words: exanthema; lichens; scleromyxedema; skin

0ZET

Liken miksédematdz, dermal musin depolanmasindan dolayi like-
noid paplillerle karakterize olan nadir gérilen, kronik bir hastaliktir.
Diskret papliler miisinoz lokalize formun nadir gériilen bir alt tipidir.
Burada, sirtinin (st kisminda asemptomatik, beyaz renkli paplilleri
olan 49 yasinda kadin hastay! sunuyoruz. Sirtin (st kismindaki pa-
pulden alinan cilt biyopsisi, Alsian mavisi boyama sonrasinda md-
sin depolanmasini gésterdi.

Anahtar kelimeler: ekzantem; likenler; skleromiksddem; cilt

Introduction

Cutaneous mucinoses are a wide group of disorders
characterized by anomalous deposits of mucin in the
skin. Lichen myxoedematosus can be classified into
several subtypes, depending on the distribution and
overall skin involvement. Discrete papular lichen
myxoedematosus (DPLM) is an uncommon subtype
of primary cutaneous mucinoses. Only five of the cases
described in the literature to date showed no relation
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with systemic diseases. Herein, we report the first case
of a patient with discrete white papules with mucin de-
position that appeared localized to the back.

Case Report

A 49-year-old woman was referred to our department
with asymptomatic papules of 3 months’ duration on
the upper back. Physical examination revealed numer-
ous well-defined, white papules, 3-5 mm in diameter
(Figure 1). There wasn’t any induration or thickening
of the skin on the affected site. In addition, there was
no history of preceding trauma and the patient was not
taking any medication.

Routine laboratory studies were unremarkable. Serum
electrophoresis and thyroid function tests were nor-
mal. Screening for viral infections remained negative.
General physical examination did not reveal any sys-
temic involvement.

A 4-mm punch biopsy was performed from one of the
lesions located on the upper part of the back. Histo-
pathological examination showed normal epidermis
and widely separated collagen fibers (Figure 2). PAS
+ Alcian Blue staining showed an increase in blue
staining, which indicated an increase in dermal mucin
(Figure 3). Based on the clinical, histological and labo-
ratory findings we have diagnosed the discrete papular
type of lichen myxoedematosus.

Although topical corticosteroids had been previously
administered for three months, they had been inef-
fective. Because the patient was asymptomatic, we
preferred to follow conservatively. During the follow-
up of 20 months, we did not observe any evidence of
spontaneous resolution or progression.


Kahraman
Rectangle
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Figure 1. Well-defined, white papules demonstrated on upper site of the patient’s back.

Figure 2. Normal epidermis and widely separated collagen fibers demonstrated in histo-
pathological examination.

Figure 3. PAS and Alcian Blue staining showed an increase in blue stain indicating an increase
in dermal.
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Discussion

Cutancous mucinoses are a wide group of disorders
characterized by anomalous deposits of mucin in the
skin'. Lichen myxoedematosus can be classified into
several subtypes, depending on the distribution and
overall skin involvement. Discrete papular lichen
myxoedematosus (DPLM) is an uncommon subtype
of primary cutaneous mucinoses’.

Papular mucinosis is a rare and chronic disorder which
was described by Montgomery and Underwood in
1953°. The cutaneous focal mucinoses are a group of
connective tissue disorders characterized by deposition
of mucin found in the middle and deeper layers of the
dermis, displacing collagen fibers but not involving the
dermal papillae or accumulating around blood vessels®.

Rongioletti et al. suggested that lichen myxoedemato-
sus included clinic-pathological subsets: a generalized
papular and sclerodermoid form with systemic effects
(also called scleromyxedema) and localized papular
forms without systemic effects. The localized papular
subtype was further subdivided into acral persistent
papular mucinosis, papular mucinosis of infancy, self-
healing papular mucinosis and a discrete papular or
nodular form*>. We classified our patient as the dis-
crete papular form.

The pathophysiology of cutaneous mucinosis is not
well-known. Cytokines, paraproteins, chronic antigen-
ic stimulation, viral infections, and inflammation may
contribute to the pathogenesis.

DPLM is a very uncommon type of cutaneous primary
mucinosis, which affects both genders equally. There
have been only five cases unrelated to systemic diseases
reported previously in the literature. Lesions are usu-
ally found on the face, neck, trunk or extremities in a
symmetrical pattern. Lesions are flesh-colored to ery-
thematous, smooth surfaced and approximately 2-5
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mm in diameter. To the best of our knowledge, this is
the first case of discrete papular mucinosis with white
colored papules ever reported in the literature.

Cutaneous eruptions may be generalized or localized
in papular mucinosis. Systemic organ dysfunction does
not occur in localized papular mucinosis. There was no
organ involvement in our patient.

The treatment of mucinosis is difficult. Spontaneous
healing has rarely been observed. As it is limited to the
skin and has little or no morbidity, no systematic treat-
ment approach is an acceptable option®. Transition to
scleromyxedema has not yet been reported.

In conclusion, we report a case of DPLM in an other-
wise healthy woman. The results of clinical examina-
tions and laboratory tests were all negative for con-
ditions typically associated with mucin deposition
disorders and our patient had no improvement in her
lesions during the follow-up of 20 months.
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