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Amag: Allojeneik hematopoietik hiicre nakli (AHHN) sirasinda kullanilan yiiksek doz kemoterapi
ve/veya tim viicut isinlama yontemi tiroid fonksiyonlarinda degisikliklere neden olabilmektedir.
Bu calisma, AHHN uygulanan hastalarda nakil sonrasi dénemde gelisebilecek tiroid fonksiyon bo-
zukluklarini tanimlamak amaciyla yapildi.

Gereg ve Yontem: Ortalama takip siresi 16 ay (1-38 ay) olan 68 olgu retrospektif olarak incelendi.
Bulgular ve Sonug: Nakil sonrasi ilk alti ay icerisinde li¢ hastada antikor negatif tirotoksikoz gelis-
tigi goruldi. Bunlarin ikisi diisik, biri ise yliksek uptakeliydi.

Anahtar sozciikler: allojeneik hematopoietik hiicre nakli, tiroid fonksiyon testleri, tirotoksikoz
Purpose: High dose chemotherapy and total body irradiation during allogeneic hematopoietic
stem cell transplantation (AHCT) may cause changes on thyroid functions. This study aims to de-
fine thyroid dysfunction may occur during posttransplant period.

Materials and Methods: 68 cases with a median follow-up time of 16 months were examined
retrospectively.

Results and Conclusion: It is observed that three patients have developed antibody negative

thyrotoxicosis in first six mounts of the posttransplant period. Two of these patients were associ-
eted with a low uptake an one of them was with a high uptake.

Key words: allogeneic hematopoietic stem cell transplantation, thyroid function tests, thyrotoxicosis

llojeneik hematopoietik hiicre nakli (AHHN) iilkemizde hematolojik

malignitelerin tedavisinde hem erigkin, hem de ¢ocuk hastalarda kullanil-

makta olan bir yontemdir. Bu islemde kullanilan yiiksek doz kemoterapi
ve/veya tiim viicut 1sinlama yontemi tiim organ sistemlerini etkileyebilmektedir.
Endokrin bezlerde klinik veya subklinik bir¢ok etki beklenebilir. Hematopoietik
hiicre nakli uygulanan hastalarda tiroid fonksiyonlarindaki degisiklikler bugiine
kadar pek ¢ok calismada incelenmistir. Cogu seride en sik goriilen durumlar
hipotiroidizm ve hasta 6tiroid sendromu olarak kaydedilmistir. Bu ¢alismadaki
amacimiz AHHN uygulanan hastalarimizda nakil sonrast dénemde gelisebilen
tiroid fonksiyon bozukluklarini tanimlamakuir.

Gerecg ve Yontem

Calismamizda Ankara Universitesi Tip Fakiiltesi, Ibn-i Sina Hastanesi, He-
matoloji B.D. Kok Hiicre Nakli Unitesi’'nde 1999-2002 yillari arasinda AHHN
uygulanan 68 olgunun retrospektif olarak islem 6ncesi ve sonrast tiroid statii-
leri degerlendirilmistir. Hastalar, transplant 6ncesi ve sonrast Endokrinoloji ve
Metabolizma Hastaliklari B.D. tarafindan konsiilte edilmisler, sorunlu has-
talar da izleme alinmigtir. Ele alinan 68 olgunun ortalama yaglar1 32(14-50),
erkek/kadin orani 38/30°dur. Hastalara HLA tam uygun kardes vericilerinden,
Endoksan (120mg/kg)-Busulfan (16mg/kg) hazirlik rejimi kullanilarak, kemik
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Tablo 1. Tirotoksikozlu ti¢ olgunun Klinik bilgileri

Degiskenler Olgu-1 Olgu-2 Olgu-3
Yas 31 31 43
Cinsiyet K K E
Tani KML KML KML
Kok hiicre kaynagi Periferik kok hiicre Kemik iligi Kemik iligi
Kronik GVHH Var var var
Tirotoksikoz tanisi konan ay 6. ay 2. ay 5.ay
Qtiroid duruma geldigi ay 10.ay 6.ay 7.ay
TSH 0,01 0,004 0,039
Tirotoksikoz tanisi ol e o b2
kondugu sirada SI 24,73 16,4 19,7
Tiroid Sintigrafisi Yiiksek uptake Diislik uptake Diistik uptake

KML: kronik miyelositer ldsemi, GVHH: graft versus host hastaligi

iligi (n=31) ve periferik kék hiicre (n=37) nakli uygulan-
mugtir. Hastalarin rutin takipleri sirasinda, nakil oncesi ve
sonrast sensitif TSH (sTSH), serbest T3 (sT3), serbest T4
(sT4) diizeyleri, tiroid otoantikorlart degerlendirilmis,
gerektiginde tiroid ultrasonografi (USG) ve sintigrafileri
istenmistir. Ortalama, nakil sonrasi takip siireleri 16 ay

(1-38)’dur.

Sonuglar

Hastalarin nakil 6ncesi degerlendirmesinde bir olguda
klinik hipertiroidi, iki olguda sT3 dusiikliigt, bir olguda
antitiroglobulin antikor (antiTg) ve bir olguda da antitiro-
id peroksidaz antikor (antiTPO) yiiksekligi saptanmistir.
Hastalarin nakil sonrast dénemde yapilan degerlendirme-
lerinde 14 olguda sTSH dusiikliigii gozlendi. Bunlarin
1l’inde sTSH diizeylerindeki supresyon 0.1-0.35 mIU/L
degerleri arasindaydi. Bu durum hastalarin kullandig ti-
roid dist medikasyonun etkisi, kronik hastalik, depresyon
ve anksiyete gibi sebeplere baglandi. Bu onbir olgunun ta-
kibinde sTSH’ nin spontan diizeldigi gozlendi. Ug olguda
posttransplant 2, 5 ve 6. aylarda ilk ikisi diisiik uptake’li,
sonuncusu yiiksek uptake’li tirotoksikoz gelisti. Ug olguda
da otoantikorlar negatif olarak saptandi. (Tablo 1) Diisiik
uptake’ li iki olgunun sadece beta bloker ile takibi sonucu
2-4 ay icinde 6tiroid olduklari ve 6tiroid kaldiklart izlendi.
Yiiksek uptake’li olgunun tiroid parankimi minimal hetero-
jendi. Bu hastaya karaciger fonksiyon bozuklugu sebebi ile
antitiroid tedavi verilemedi ve ii¢ ay iginde spontan olarak
otiroid oldugu izlendi. Bunlardan baska iki olguda anti-Tg
ve bir olguda da anti-TPO yiiksekligi saptandi. Anti-TPO
yiiksekligi olan hastanin tiroid USG sonucu kronik tiroidit
ile uyumluydu ve nakil 6ncesi de kronik tiroiditli bir hasta
oldugu gozlemlendi.

Tartisma

Literatiirde, AHHN sonrasi tiroide ait en sik goriilen anor-
mallikler hipotiroidi ve “hasta 6tiroid sendromu’dur (1-4).
Takip stiresi arttik¢a hipotiroidi goriilme siklig1 da artmakeadir
(5). Hazurlik rejimi olarak radyoterapi (RT) alanlarda hipotiro-
idi daha sik goriilmektedir (3-5). Bizim serimizdeki hastalarin
hi¢birinde hazirlik rejimi olarak RT kullanilmamustr. Bir ya-
yinda hasta 6tiroid sendromunun kétii prognoz isareti oldugu
rapor edilmistir (1). Kendi serimizde hig hasta 6tiroid sendro-
mu saptamadik. Bugiine kadarki yaymnlarda tirotoksikozdan
daha az s6z edilmektedir. Tirotoksikozlarin hepsi AHHN son-
rast gortilmiis olup, cogunlukla nakil sonrasi ilk 6 aylik siirede
saptanmustir (6). Nakil sonrasi erken donemleri kapsayan calig-
malarin sayist ¢ok azdur. Bir calismada hastada gelisen tirotok-
sikozun kronik GVHH (Tiirkgelestilecek)’ ye baglt olabilecegi
soylenirken, 57 hastadan 8’inde tirotoksikoz goriilen diger bir
calismada GVHH ile bir iliski kurulamamistir (6). Calismamiz-
da saptanan 3 tirotoksikozluda da kronik GVHH gelismistir.
Yiiksek uptake’li tirotoksikoz bulunan tek olguda antikorlarin
negatif olmasi beklenmeyen bir durumdur. Hastada kullanilan
yitksek doz immiinsipresif tedavi ya da gelismis olan kronik
GVHH antikor negatifliginden sorumlu olabilir. Literatiirde
posttransplant antikor porzitif tirotoksikozlu olgular da bulun-
makeadir (7). Diisiik uptakelli tirotoksikozlar, hastalarda sik
tekrarlanan goriintiileme yontemleri ve/veya cerrahi antisepsi
amact ile kullanilan iyotlu kontrast ve/veya antiseptik maddele-
re bagli olabilir. Ulkemizde baslatilan iyot profilaksisinin de bu-
rada etkisi olabilir. Tirotoksikozlarin kronik GVHH ile iliskisi
olup olmadiginin anlagilmasinda, otolog hematopoietik hiicre
nakli uygulanan hastalarin da incelenmesi faydali olacakur. Ay-
rica hastalarda erken donemden baglayarak sik araliklarla tiroid

fonksiyonlarinin takibinin yapilmast da saptanan fonksiyon bo-
zukluklarini daha iyi agiklayacakuar.
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Wegener granulomatosis; multisystem involvement
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Wegener Grantilomatozis (WG) ender goriilen, primer olarak tist ve alt solunum yollari ile bébrekle-
rin nekrozitan grantlomatdz vaskdiliti ile karakterize sistemik bir otoimmin hastaliktir. Biz multisis-
tem tutulumu olan bir WG li olguyu sunmayi amacladik. 39 yasindaki erkek hastada okiiler, parana-
zal, mediastinal, akciger, dalak ve meningeal tutulum BT, US ve sitolojik bulgulari ile sunuldu.

Anahtar sozclkler: Wegener Graniilomatozis, BT, US, sitolojik bulgular

Wegener Granulomatozis (WG) is a systemic autoimmune disorder characterized by necrotizing
granulomatous vasculitis that primarily affects the upper and lower respiratory tracts and kid-
neys. We report a case of WG with multisystem involvement. This 39-year-old man has ocular,

paranasal, mediastinal, lung, splenic and meningeal involvement of WG. We describe and cor-
relate the CT,US and cytological findings

Key words: Wegener Granulomatosis, CT, US, Cytological findings

egener Granulomatosis (WG) is a disorder characterized by necro-

tizing granulomatous vasculitis that primarily affects the upper and

lower respiratory tracts and kidneys (1,2). The classic form of WG
is a multisystem process that includes respiratory tract granulomas, generalized
vasculitis and glomerulonephritis, whereas the limited form of WG involves fo-
cal disease without glomerulonephritis (3). We report a case of WG with mul-
tisystem involvement.

Case report

A 39-year-old man was admitted to our hospital with headache nausea, vo-
mitting, dyspnea, visual loss of the right eye,cough and weight loss. In the physi-
cal examination; bilateral concunctival hyperemia, diplopia and ptosis of the
right eye and nasal cavitary mass were found. Laboratory examination revealed
the following pathological results; CRP: 346 mg/L (N: 0-8), RHF: 376 IU/ml
(N: 0-20), IgG:16.9 g/L (N: 6.9-16.1), IgA: 7.39g/L (N: 0.6-3.7). Assays of
cytoplasmic nuclear antineutrophil cytoplasmic antibody (c-ANCA) was high.
(c-ANCA: 43.0 U/ml N<4.0).

High resolution lung CT, orbital and cranial CT images in the both axial
and coronal planes, were obtained with Sytec SRI GE, using intravenous con-
trast medium. And also abdominal ultrasonography and tomography were per-
formed. In the cranial, orbital and paranasal CT images there was 8x10mm,
dural based homogeneously contrasted solid lesion near the orbital apex in the
left frontal lobe; extensive tentorial enhancement and 4 mm cranial extension
through the right posterior ethmoidal cell wall destruction (Fig.1). Nonhomo-
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Figure 1. Dural based homogeneously contrast enhanced solid nodular
lesion (black arrowheads) in the left frontal lobe and 4mm cranial
extension through the right posterior ethmoidal cell wall destruction.

Figure 3. Polipoid mass in the paranasal sinuses and nasal cavity with
sinus wall destruction.

geneous low density solid lesion in the right lacrimal gland
measuring 15x6mm (Fig. 2), polipoid solid lesion in the
paranasal sinuses and nasal cavity, extending through na-
sopharynx, predominantly on the left side with destruction
in the sinus walls (Fig. 3).

In the high resolution lung CT; there were thick walled
irregular cavitary lesions and nodulary infiltrates, the big-
gest measuring 55 x 43 mm in the both lung paranchyme
(Fig. 4), and multiple mediastinal, bilateral hilar and
perivascular lymphadenopathies (Fig. 5).

Abdominal ultrasonography showed splenic inhomog-
enity and large anechoic fields adjusting splenic infarcts.
With patency of the splenic artery and vein, CT showed
splenic inhomogenity with widespread hypodense lesions.

Figure 2. Hypodens mass in the right lacrimal gland (black arrowheads).

Nasal mass biopsy was performed and revealed WG.
Treatment with prednisolone and cyclophosphamide was
initiated and the patient was discharged from the hospital.

Discussion

The typical triad of WG consist of; necrotizing granu-
lomatous inflammation of the upper and lower respiratory
tracts, systemic vasculitis of small arteries and veins; focal
glomerulonephritis. The upper respiratory tract is the area
most often involved at initial presentation and generally
precedes pulmonary or renal involvement (1). WG effects
respiratory system 95%, paranasal sinuses 90%, kidneys
85%, nasal cavity and nasophaynx 65%, less frequently
orbita, middle ear, joints, muscles, nervous system and gas-
trointestinal system (2,3). Primary involvement occurs in
upper and lower respiratory tracts and kidneys. Neurologi-
cal involvement seen primarily as cranial neuropathies occur
in about 34% of cases. Other commonly affected organs in-
clude skin and salivary glands. A definitive diagnosis is ob-
tained by establishing the presence of a necrotizing granu-
lomatous vasculitis usually by lung, upper airway or kidney
biopsy. C-ANCA has been shown to have a high sensitivity
for WG (5). In our case c-ANCA was found high.

Pulmonary system involvement occurs 45% of patients
at presentation and in 90% during the course of the dis-
ease. Cough, hemoptysis and pleuritis are the most com-
mon pulmonary signs. Classic chest radiographic findings
include bilateral paranchymal nodes (+/- cavitation) or
airway disease simulating pneumonia. Less common find-
ings include hilar or mediastinal adenopathy and pleural
effusion, pleural thickening or effusion, laryngeal or tra-
cheobronchial stenosis (6,7). Cavitation usually occures in
nodules larger than 2cm (6). In our case the smallest cavi-
tary lesion was in 1.5 cm in diameter. Hilar adenopathy
and mediastinal masses are distinctly rare in patients with

N. Yildirnm, S. Bostanoglu, E. Akar et al.
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Figure 4. Irregular cavitary and solid lesions in both lung parenchyme.

WG. George et al (8). described 2%, mediastinal and hilar
involvement in 302 patients. In our case there are multiple
mediastinal and hilar lymphadenopathies.

Ocular involvement occurs in up to 25-50% of patients
with WG. Opthalmological manifestations including both
ocular (involving the globe) and orbital disease have been
reported in 40-50% of WG patients. The principal types
of opthalmologic involvement are granulomatous disease
(causing an orbital inflammatory mass often with proptosis
and/or optic nerve compression) and small vessel vasculitis
(causing conjuctivitis, scleritis, uveitis, optic neuritis, optic
nerve vasculitis, retinitis, central retinal artery ischemia or
cranial nerve paresis) (9,10). Patients may have proptosis
caused by a retroorbital pseudotumor or an extension sino-
nasal disease into the orbit.(1). Orbital granulomas can be
characterized as contigious (i.e secondary to extension of
granulomatous disease from the nasal passages of paranasal
sinuses) or focal arising primarily within the orbit. Usually
extraconal and intraconal involvement occur together and
c-ANCA titer was found high in orbital granolomatous
mass lesion(11). In our case there were conjunctivities in
both eyes and there was a lacrimal gland mass in the right
eye and c-ANCA titres were high.

Neurologic involvement in WG is primarily in the
peripheral nervous system and less frequently like cranial
neuropathy (11-14). Incidence during the course of the
disease is up to 20%. Peripheral neuropathy is the most
common single neurologic feature with 16% incidence
and mononeuritis multiplex. The incidence of cranial neu-
ropathy is 6%. Cranial nerves II, VI and VII are most com-
monly affected (1). Granulumatous inflammation of the
meninges occures rarely (2-8%) (4,12,14). Drachman (12)
reviewing 104 cases of WG discounted three mechanisms
for neurologic involvement. Direct invasion from the nasal

Figure 5. Prevascular and hilar lymphadenopaties.

granuloma, granulomatous lesions remote from the nasal
granuloma and vasculitis of the nervous system. These may
produce peripheral neuropathy or cerebral infarcts and
hemorrages, dural thickening may be diffuse, nodular or
plaque like (15). Meningeal involvement, seen as enhance-
ment, is less common but is reported (14,16). In our case
there was direct invasion from granuloma in the posterior
ethmoidal cell, primary nodular frontal granulomatous le-
sion related to dura and intensive content enhancement
in tentorium cerebelli secondary to dural granulomatous
thickening,.

Splenic infarcts secondary to vasculitis may occur in
WG (15-17). In our case splenic infarcts were established
with performing US and CT.

As a resul; a WG case was described with paranasal
sinus, orbital, cranial, meningeal, lung and splenic in-
volvement. In these settings with presence of ANCA, WG
should be considered in differential diagnosis.
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Cocukluk cagi urriner sistem tas hastaliginda
“Extracorporeal Shockwave Lithotripsy”

(ESWL) etkinligi: 10 yillik tecritbemiz

The efficacy of Extracorporeal Shockwave Lithotripsy (ESWL) in pediatric urinary stone disease: 10 years experience

C. Orhun Ecemis, Mut Safak, Berkan Resorlu, Ozcan Kilig, A. Hakan Haliloglu

Ankara Universitesi Tip Fakiiltesi Uroloji AnaBilim Dal, Amag: Cocukluk cagi Uriiner sistem tas hastaliginda “Extracorpacal Shockwave Lithotripsy”
Ankara (ESWL)'nin etkinligi ve komplikasyonlarinin degerlendirilmesi amaclanmistir.
Gereg ve Yontem: Bu calismaya Ocak 1994 ve Subat 2004 tarihleri arasinda bobrek ve reter tas-
larinin tedavisi icin Dornier MPL 9000 X ve PCK V-5 Stonelith Lithotriptor cihazlar kullanilarak
ESWL uygulanmis ve tas analizleri yapilmis 135 cocuk hasta (59 kiz ve 76 erkek) alinmistir. Hasta-
larin bilgileri retrospektif olarak degerlendirilmistir. Ortalama hasta yasi 7.8 (10 ay- 16 yas) olarak
hesaplanmistir. Her ESWL seansi icin ortalama 1540 (600-2000 ) sok dalgasi uygulanmistir. Bir aylik
periyod icinde 3mm veya daha kiiclk reziduel tas parcalarinin kalmasi halinde ESWL basarili ola-
rak kabul edilmistir.
Bulgular: 135 hastada buyukltkleri 4-28 mm (ort. 8.7) arasinda degisen toplam 179 adet tasa 281
seans ESWL yapilmistir. Toplamda ESWL basari orani % 86.7 (117/135 hasta) olarak bulunmustur.
Min&r komplikasyonlar olarak 81 hastada (%60) hemattiri, 60 hastada (%44,4) deri ekimozlari go-
rulmustir. Hastalarin uzun donem takiplerinde, ortalama 72 ay (3-120 ay), hicbirisinde hipertansi-
yon, proteiniri veya kalici renal hasar gibi major komplikasyon saptanmamistir.
Ek girisim olarak 135 hastadan sadece 1 hastaya “double-j” kateteri konulmus ve sadece 3 hastaya
Ureterorenoskopi yapilmistir.
Sonug: Cocukluk cagr tas hastaliginda ESWL tasin lokalizasyon ve boyutundan bagimsiz olarak,
yuksek etkinligi, glivenilirligi ve komplikasyonlarinin azligiyla tedavi secenekleri arasinda ilk sira-
da yer almaktadir.

Anahtar sozclikler: Cocuk, tas hastaligi, ESWL, komplikasyon

Aim: In this study the efficacy and complications of ESWL in pediatric urinary stone disease were
evaluated.
Patients and Methods: 135 children (59 girl and 76 boy), underwent ESWL for treatment of
kidney and ureter stones using Dornier MPL 9000 X and PCK V-5 Stonelith Lithotriptor between
January 1994 and February 2004 are included in this study. The records of all children were ret-
rospectively reviewed. The mean age of children is 7.8 years (10 months- 16 years). The pulse
rate per treatment varied from 600 to 2000 (mean 1540). ESWL was considered to be successful
if there were residual fragments less or equal to 3 mm in largest diameter in one month period
after treatment.
Results: A total of 281 ESWL sessions were performed for 179 stones between 4-28 mm (mean
8.7 mm) diameter in 135 patients. The overall success rate of ESWL is found to be % 86.7 (117 of
135 patients).
In 81 (%60) patients hematuria, in 60 (%44,4) patients skin echymoses were seen as minor com-
plications. Major complication such as hypertension, proteinuria or permanent renal damage was
seen in any of our patients during follow-up, mean 72 months (3-120 months).
Gelis tarihi: 23.11.2005 - Kabul tarihi: 27.03.2006 Only 1 patient required double-j stent as an auxiliary procedure and 3 patients underwent ureter-
orenoscopy for stone manipulation.

Hetisim adresi Conclusions: ESWL is the first step treatment option with high efficacy, safety and low complica-
Dr. C. Orhun Ecemis tion rate in pediatric urinary stone disease regardless of location and size of stone.
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Tablo 1. Hasta yasi ve cinsiyet dagilimi

Tablo 2. Tas sayisi ve lokalizasyonu

Yas/Sayi Toplam Kiz Erkek
(ort 7.8) (Ort. 8.33) (0rt.7.43)
Yas(0-5) 47 17 30
Yas(5-16) 88 42 46
Toplam 135 59 76

ESWLnin 1980’lerin baglarinda kullanima girmesiyle
tiriner sistem taslarinin tedavisinde bir devrim yasanmugtir
(1). ESWL nin eriskin ve cocuklarda renal ve tireteral tasla-
rin tedavisinde etkili ve giivenli oldugu ortaya konulmus-
tur (2-6). Baglangicta tireter taslar1 bobreklere geri itilmek-
te ve bobreklerde kirllmakta idi. Gliniimiizde ireter taglari
sadece eriskinlerde degil ¢ocuklarda da ESWL uygulana-
rak tedavi edilebilmektedir (3,7). ilk ticari ESWL cihazt
olan Dornier HM3'den bu yana gelistirilen yeni cihazlar
tas kirma havuzu ve taglarin lokalizasyonu igin kullanilan
floroskopiye ihtiyact ortadan kaldirmiglardir (7-8). Co-
cuklarda taglarin lokalizasyonu i¢in giintimiizde daha ¢ok
ultrasonografi kullanilmaktadir (9). Metabolik ve genitoii-
riner sistem anomalileri ¢ocuk ¢ag hastalarinda tiriner sis-
tem tas hastalig1 acisindan siklikla rastlanilan predispozan
faktorlerdir. Bir ¢ok calismada tas hastaligi olan ¢ocuklarin
% 45-86’sinda metabolik bir bozuklugun gériildiigii bildi-
rilmistir (10-13). Bu ¢alismada ¢ocukluk ¢ag: tas hastali-
ginda ESWL kullaniminin etkinligi ve komplikasyonlari,
hakkindaki 10 yillik deneyimimizi sunuyoruz.

Gereg ve Yontemler

Bu calisgmaya Ocak 1994 ve Subat 2004 tarihleri ara-
sinda bobrek ve iireter taglarinin tedavisi icin ESWL uy-
gulanmig ve metabolik degerlendirme yapilmis 135 cocuk
hasta (59 kiz ve 76 erkek) alinmistir. Hastalarin bilgileri
retrospektif olarak degerlendirilmigtir. ESWL cihazi olarak
1994-2000 yillar1 arasinda Dornier MPL 9000 X ve 2000
yilindan itibaren PCK V-5 Stonelith Lithotriptor cihazla-
r1 kullanidmistir. Ortalama hasta yast 7.8 (10 ay- 16 yas)
olarak hesaplanmistir. Hastalarin yas ve cinsiyet dagilimi
Tablo 1’de gosterilmistir.

Teshis yontemleri olarak Intravenéz Pyelografi (IVP)
ve Ultrasonografi(US) kullanilmigtir. ESWL i¢in endikas-
yonlar agri, atesli tiriner sistem enfeksiyonlari, tekrarlayan
hematiiri, tag boyutuna bakilmaksizin hidronefroz ve/veya
renal fonksiyonlarda azalma ve 4 mm'den biiyiik taslar ola-
rak kabul edilmistir. Bilinen {iriner sistem enfeksiyonu olan
hastalara ESWL tedavisi oncesi kiiltiir sonuglarina gore

Tag Yerlegimi Hasta Sayisi 4-10 mm 10 mm > Tas Sayisi
Ust Pol 13 12 2 14
Orta Pol 32 26 10 36
Alt Pol 22 16 11 27
Pelvis 49 27 41 68
Ureter 31 25 9 34

uygun antibiyotikle tedavi verildi. ESWL, 2-2.5 ug/kg
fentanil veya 0.15 mg/kg midazolam intravensz sedasyon
anestezisi altinda yapildi. Agri toleranst olmayan 45 ¢ocuk-
ta genel anesteziye ihtiya¢ duyuldu. Tag odaklamast miim-
kiin olduk¢a radyasyona maruziyeti 6nlemek acisinda US
ile yapilmaya ¢aligildi. Biitiin hastalarda akcigerlerin sok
dalgalarina maruz kalmadigindan emin bir sekilde ESWL
uygulanild: ve hicbir hastada koruyucu kullanilmadi. Her
ESWL seansi i¢in ortalama 1540 (600-2000 ) sok dalga-
st uygulandi. Tag parcalanmast icin kullanilan ortalama
enerji 13 kV (8-16)dr. ESWLden 1-2 giin sonra taslarin
parcalanmasini degerlendirmek icin direke grafiler veya US
yapildi. Tki seans arasindaki siire en az bir hafta idi. Teda-
vi bitiminden sonra takip icin rutin direkt grafiler, renal
US, idrar tetkiki ve tag analizi yapildi. Tedavi sonrast 3mm
veya daha kiigiik rezidiiel tag parcalarinin kalmasi halinde
ESWL basarili olarak kabul edildi. Hastalarin tedavi sonra-
st bir aylik dénem icinde biitiin fragmanlarinin dékiilmesi
halinde tastan temizlenmis olarak kabul edildi.

Bulgular

135 hastanin 31’inde taglar iireterde, 104 hastada ise
bobrekteydi. Hastalarin 20’sinde (%14.8) bilateral, 24 has-
tada (%17.7) 2 adet, 5 hastada (%3.7) 3 adet, 2 hastada
(%1.48) 4 adet ve 1 hastada (%0.7) 5 adet tas mevcuttu.
Birden fazla tasi bulunan 32 hastanin 12’ sinde taslarin lo-
kalizasyonu farkli alanlardayd: (Toplam 147 hasta / loka-
lizasyon) Tas biiytikliigii 4-28 mm (ort. 8.7 mm) arasinda
degismekteydi. Toplam tag sayist 179 adetti. 179 adet tagin
73 it 10 mmden biiyiik 106’s1 ise 10 mm'den kiigiiktii. Tag
say1st ve lokalizasyonu Tablo 2’de gosterilmistir.

135 hastadaki toplam 179 tasa 281 adet ESWL yapil-
mustir; her bir tasa ortalama 1.5 seans (1-5 seans). Ust pol
taglarinda ESWL basari orant %100, orta pol taglarinda %
88.9, alt pol taglarinda % 66.7, renal pelvis lokalizasyon-
lu taglarda % 72.1 , iireter taslarinda % 91.2 ve toplamda
ESWL bagart orant %86.7 (135 hastanin 117 si) hesap-
lanmugstr. Taglarin yerlesimi, biiytikliikleri, sayilar;, ESWL
bagar1 oranlar1 Tablo 3’de gsterilmistir.
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Tablo 3. Taslarin yerlesimi, biyiiklikleri, sayilari, ESWL basari oranlari

Tas Yerlegsimi  Hasta 4-10 mm Tagtan yoksun >10 mm Tagtan yoksun Toplam Tagtan yoksun toplam
sayisi Tas sayisi Sayr % Tag sayisi syl % Tas sayisi sayi %
Ust Pol 13 12 12 100.0 2.0 2 100.0 14 14 100.0
Orta Pol 32 26 24 92 10.0 8 80.0 36 32 88.9
Alt Pol 22 16 11 68.7 11.0 7 63.0 27 18 66.7
Pelvis 49 27 20 74.0 41.0 29 70.7 68 49 721
Ureter 31 25 23 92.0 9.0 8 88.8 34 31 91.2

Basarisiz olunan 18 hastanin 9’una agik ameliyat, 3ine
tireterorenoskopi (URS) yapilmistir. Geri kalan 6 hastada 5
mmden biiyiik fragmanlar kalmis ve bu hastalara ikiser se-
ans ESWL daha yapilmis 3’ii taglarini tamamen diisiirmiis
3’tinde ise 3 mm veya daha kiiciik rezidii taslar kalmis ve
izleme alinmiglardir.

ESWL tedavisinden sonra febril iiriner sistem enfek-
siyonu gegiren 5 hasta (% 6,7) haricinde hastalarin hepsi
ayni giin taburcu edilmislerdir. Bes hasta klinige yatirilmug
2-4 giin siireyle parenteral antibiyotik tedavisi verilmistir.
Minér komplikasyonlar olarak 81 hastada (%60) hematii-
ri, 60 hastada (%44.4) deri ekimozlar1 goriilmistiir. Bun-
lar spontan olarak iyilesmislerdir. Hastalarin uzun dénem
takiplerinde, ortalama 72 ay (3-120 ay), higbirisinde hiper-
tansiyon, proteiniiri veya kalici renal hasar saptanmamustur.
53 hastada (%39.2) hafiften agira dogru degisen dereceler-
de, analjezik kullanilmasini gerektiren kolik agrist gelismis-
tir. 14 hastada (%10.3) distal iireterde tas yolu gelismistir.
Tas yolu gelisen bu 14 hastanin 9’unun ESWL uygulanan
tas buytikltgii 20-28 mm, 5’inin ise 15-20 mmdir. Bu has-
talarin hepsi yakin ultrason takibi, gerektiginde antibiyotik
ve agri kesici tedavisi ile taglarini kendiliginden diigtirmiis-
lerdir.

Tas yolu olan hastalarda en sik rastlanilan semptom ag-
ridir( 8 (%57) hasta ). Hastalar ortalama 8.2 (3-19) giin
icinde taglarint diigtirmiislerdir.

Ek girisim olarak 135 hastadan sadece 1 hastaya “doub-
le-j” kateteri konulmus ve sadece 3 hastaya tireterorenos-
kopi yapilmistir.

Tartisma

ESWL yetiskin ve ¢ocuklarda iiriner sistem tag hastali-
ginda tedavi seceneklerinden birisidir. Ik defa 1984de, ilk
ticari tas kirma makinesi olan Dornier HM3 litotiriptér ile
klinik uygulamaya giren ESWL y6nteminin ¢ocuk hasta-
larda etkinlik ve giivenilirligi, % 98’lere kadar varan tastan

temizlenme oranlariyla bir ¢ok calismada gosterilmistir
(14-19). Landau ve arkadaslarinin (20) ¢alismastyla uyum-
lu olarak serimizdeki 10 mmden kiiciik taslarda tastan te-
mizlenme orani, 10 mmden biiyiik taglara gére daha yiik-
sektir.

Kroovand ve arkadaglarinin ¢alismasinda ESWL yonte-
minin ¢ocukluk ¢ag1 tas hastaliginda etkin ve tedavi sonrast
komplikasyonlarin az oldugu belirtilmis ayn1 zamanda rad-
yasyona maruziyetin minimal ve rutin diagnostik tirorad-
yolojik incelemelerle karsilastirilabilir oldugu gosterilmistir
(21,22). Ayrica hayvanlarda yapilan deneysel caligmalarda
ESWZLnin epifizyal biiyiime plaklarina veya iireme organ-
larina herhangi bir yan etkisinin olmadigi gosterilmistir
(22-206).

Diger serilerle uyumlu olarak ESWTden sonra 10 yillik
takip stiremizde hastalarimizda herhangi bir kronik hasara
rastlanmamistir (27,28). Takip sirasinda yillik yapilan renal
US ve Dimerkaptosiiksinikasit (DMSA) sintigrafilerinde
bobrek boyutlarinda kiigiilme ve renal skar gelisimi higbir
hastada goriilmemistir. Lifshitz ve arkadaglarinin (29) ¢a-
lismasinda belirtilen biiytime kayb1 birinci nesil litotiriptor
kullanimina bagli olabilir. ESWL sonrast renal biiyiime
kaybi ikinci veya ligiincii nesil litotiriptérlerin kullanildigt
caligmalarin hig birinde rapor edilmemistir.

Gegici makroskobik veya mikroskobik hematiiri ve
deride ekimozlar en sik rastlanilan ESWL sonrasi komp-
likasyonlardir. Serimizde 81 hastada (%60) hematiiri,
60 hastada (%44.4) deri ekimozlar1 gériilmiistiir. Bunlar
spontan olarak iyilesmislerdir. Hemoptizi, gastrointestinal
komplikasyonlar, iiriner sistem enfeksiyonlari ve septisemi
goriilen diger komplikasyonlar arasindadirlar. Myers ve
arkadaglarinin (30) calismasinda ESWL uygulanan 446
hastanin sadece 1’inde majér komplikasyon olarak septi-
semi gorilmiistiir. Moreno ve arkadaglarin (31) serisinde
cocuklarin hepsinde hematiiri goriiliirken %21.4’tinde 38
°C derece ates ve renal kolik goriilmistiir. Bizim serimizde
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febril tiriner sistem enfeksiyonu % 6.7 ve renal kolik orani
%39.2 olarak saptanmustir. Literatiirde ESWL ile iligkili
herhangi bir ciddi akut bébrek hasari veya mortalite bil-
dirilmemistir.

Tas cinsi ESWLnin etkinligini belirleyen faktorler-
den birisidir. Urik asit ve kalsiyum oksalat dihidrat taglart
ESWLye en fazla cevap veren taglarken kalsiyum oksalat
monohidrat, struvit, ve brushite taglar daha zor kirilan tas-
lardir. Sistin taglart ESWL tedavisine direnglidir ve bu tas-
larda perkiitan teknik, kemoliz veya agik cerrahiye gereksi-
nim duyulabilir (32-34). Serimizde de bu bilgilere uyumlu
olarak sistin tast olan 2 hastanin 2’sinde de basarisiz olun-
mus ve acik cerrahi uygulanmugtir.

ESWL sonrast iirelerde tas yolu gelisme insidanst lite-
ratiirde % 6-20 oranlarinda bildirilmistir (35-36). Myers
ve arkadaglari (30) ESWL sonrasi bébrek taglari icin ek gi-
risim oranint % 36.3, {ireter taglar1 icinse % 17.7 olarak
bildirmislerdir. Serimizdeki hastalarda literatiirle uyumlu
olarak tas yolu gelisme orani %10.3 olarak bulunmustur.
Bu hastalardan hi¢birine ek girisim uygulanmamug hastalar
taslarini, yakin ultrason takibi, gerektiginde antibiyotik ve
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Amag: Psodoeksfolyatif (pex) glokomlu olgularda serum lipid seviyelerini kontrol grubu ile kar-
silastirmak.

Gereg ve yontem: Calismaya 81 pex glokomlu hasta, 26 pex sendromlu hasta ve 67 kontrol ol-
gusu dahil edildi. Tim olgularin serumlarinda total kolesterol, HDL- kolesterol, LDL- kolesterol,
VLDL- kolesterol ve trigliserid diizeyi 6lctldu.

Bulgular: Total kolesterol, HDL- kolesterol, LDL- kolesterol seviyeleri acisindan gruplar arasinda ista-
tistiksel farklilik saptanmadi ( p>0.05 ). VLDL- kolesterol ve trigliserid diizeyi ise kontrol grubunda pex
glokomlu ve pex sendromlu gruba gore belirgin olarak daha yiiksekti (sirastyla; p=0.017, p=0.010).
Sonug: Serum lipid dlzeyi ve psodoeksfolyasyon arasinda bir iliski saptanmadi.

Anahtar sozctikler: Psédoeksfolyasyon, glokom, lipid

Aim: To determine plasma lipid levels in patients with pseudoexfoliation (pex) glaucoma.
Methods: Eighty-one patients with pex glaucoma, 26 patients with pex syndrome and 67 con-
trols were included into this study group. Plasma total cholesterol, HDL- cholesterol, LDL-choles-
terol, VLDL-cholesterol and trigliserid levels were measured.

Results: There was no statisticillay significant difference among the groups in terms of total cho-
lesterol, HDL-cholesterol and LDL- cholesterol levels ( p>0.05 ). VLDL-cholesterol and trigliserid
levels were significantly higher in controls than pseudoexfoliation glaucoma and syndrome (re-
spectively; p=0.017, p=0.010).

Conclusion: There was no relation between plasma lipid levels and pseudoexfoliation.

Key words: Pseudoexfoliation, glaucoma, lipid

sodoeksfolyasyon (pex) sendromu kornea endoteli, lens 6n kapsiili, iris, tra-
bekiiler ag, lens zonulleri, silyer cisim ve 6n vitreusta beyaz, kepek benzeri ince
parcalarin olusumu ile karakterize, yasa bagli gériilen bir hastalikuir (1,2).
Son yillarda yapilmis ¢alismalara gére pex sendromunun, goz ici ve goz dist
dokularda anormal elastik fibriller materyalin agiri sentezlenmesi ve depolan-
masina eslik eden fibrozisin bir sekli oldugu one stirtilmistiir (1,2). Hastalign,
viicutta anormal bir bag dokusu metabolizmasina ve vaskiiler hastaliklara eglik
eden sistemik bir sendrom oldugu diisiiniilmektedir. Bu ¢alismada pex’lu hasta-
larin serum lipid diizeyleri saglikli kontrollerle karsilagtiriimistr.

Gerec ve Yontem

Pex glokomlu 81 hasta (26 kadin, 55 erkek), pex sendromlu 26 hasta (12
kadin, 14 erkek) ve 67 kontrol olgusu (34 kadin, 33 erkek) geriye doniik olarak
degerlendirildi. Pex glokomlu hastalarin median yagt 67 (minimum; 51-maksi-
mum; 96), pex sendromlularin 66 (minimum;50-maksimum; 77), kontrol gru-
bunun ise 61 (minimum; 54-maksimum; 88) olup, gruplarin median yaslar
arasinda anlamli fark yoktu (p=0.213).
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Sekil 1. Pex glokom, pex sendrom ve kontrol gruplarinin serum lipid
degerleri.

Calismaya alinan tiim olgulara gorme keskinligi, bio-
mikroskopik muayene, gonioskopi, aplanasyon tonomet-
risi, pupil dilate edildikten sonra optik sinir incelemesi ya-
pildi. Pex sendromu tanisi, gonioskopi ile acida veya pupil
dilate edildikten sonra lens tizerinde eksfolyasyon mater-
yalinin goriilmesiyle kondu. Pex glokom tanisi ise bunlara
ilaveten yiiksek goz i¢i basincinin (>21 mmHg), glokoma-
toz optik sinir hasarina ve gérme alani degisikligine eslik
ettigi durumlar i¢in kullanildi. Kontrol grubunu poliklini-
gine bagvuran, refraksiyon kusuru veya katarake haricinde
okiiler patolojisi bulunmayan hastalar olusturdu. Sistemik
antilipidemik ilag ve B-bloker kullananlar galismaya alin-
madi. Tiim olgularda total kolesterol, HDL-kolesterol,
LDL- kolesterol, VLDL- kolesterol ve trigliserid diizeyle-
ri degerlendirildi. Analizler Olympos firmasinin AU-600
ve AU-2700 model otoanalizérleri ve bu firmanin kitleri
kullanilarak yapildi. Total kolesterol, HDL-kolesterol ve
LDL-kolesterol normal dagilim gosterdiklerinden bu para-
metrelerin ortalama degerleri, VLDL-kolestrerol ve trigli-
serid ise normal dagilim géstermediklerinden, bunlarin da
median degerleri alindi.

Caligmaya alinan hastalar sistemik hastaliklar agisindan
degerlendirildiginde, pex glokomlu hastalarda 63 kiside hi-
pertansiyon (HT), 20 kiside diabetes mellituscom (DM),
pex sendromlu hastalarda 18 kiside HT, 7 kiside DM ve
kontrol grubunda 43 kiside HT, 14 kiside de DM saptan-
di. Gruplar arasinda DM ve HT agisindan istatistiksel bir
farklilik saptanmadi.

Pex glokomlu hastalarda; ortalama total kolesterol se-
viyesi 203.6 + 43.6 mg/dL, HDL 47.9 + 11.4 mg/dL,
LDL 127.1 + 37.2 mg/dL, VLDL 25 mg/dL (minimum;
12-maksimum; 87) ve trigliserid 124 mg/dL (minimum;
61-maksimum; 436) olarak bulundu. Pex sendromlu has-
talarda; total kolesterol 203.4 + 40.6 mg/dL, HDL 54.9
+ 12.3 mg/dL, LDL 125.2 + 34.7 mg/dL, VLDL 26
mg/dL (minimum; 8-maksimum; 41), trigliserid 127.5
mg/dL (minimum; 38-maksimum; 207) olarak saptandi.
Kontrol grubunda; total kolesterol 208.7 + 43.4 mg/dL,
HDL 52.7 + 14.9 mg/dL, LDL 122.1 + 36 mg/dL, VLDL
30 mg/dL(minimum;8-maksimum;113), trigliserid 148

Sekil 2. Tum psodoeksfolyasyonlu olgular ve kontrol grubunun serum
lipid degerleri.

mg/dL (minimum; 41-maksimum; 563) olarak bulundu.
Gruplar arasinda total kolesterol, HDL-kolesterol, LDL-
kolesterol icin anlamli fark yoktu, ancak kontrol grubunda
VLDL-kolesterol ve trigliserid pex glokom grubuna gére
istatistiksel olarak daha yiiksek saptandi (sirasiyla p=0.017,
p=0.010) (Sekil 1).

Pex glokomu ve sendromu olan tiim olgular, kontrol
grubu ile kargilastirildigindaskontrol grubunda VLDL-ko-
lesterol ve trigliserid pexlu gruba gore istatistiksel olarak
daha yiiksek bulundu (sirastyla p=0.006, p=0.003) (Sekil).

Tartisma

Psodoekasfolyatif materyalin, deri, akciger, karaciger,
kalp, mesane, bobrek, kan damarlari, ekstraokiiler kaslar,
orbitanin bag dokusu ve meninksler gibi bir ¢ok ekstra-
okiiler dokularda gosterilmesi ile, hastaligin tek basina
okiiler bir hastalik olmadigy, sistemik vaskiiler hastalikla-
ra eslik eden anormal bag dokusu hastaligina neden olan
sistemik bir sendrom olabilecegi distiniilmiistiir (1-3).
Psodoeksfolyasyonun, anormal elastik fibriller materyal
depolanmasi oldugu diisiiniilmektedir. Yani ekstraselliiler
matriks bilesenlerinin artmis sentezi veya azalmis dongiisii
s6z konusudur.

Artmis total kolesterol, LDL-kolesterol, VLDL-ko-
lesterol ve azalmis HDL kolesterol kardiovaskiiler hasta-
liklarin insidansinda artisa neden olmaktadir (4). Pex’lu
olgularda sistemik vaskiiler hastalik insidansi daha yiiksek
goriilmektedir. Bu hastalarin, istatistiksel olarak belirgin
sekilde hipertansiyon, anjina, myokard infarktiisii veya
inme oykiisiine eglik ettigi bildirilmigtir (5). Disiik yo-
gunluklu lipoprotein kolesteroliin (LDL kolesterol) de
aterogenezisde ve koroner kalp hastaliginda onemli bir
rolii vardir. LDL kolesteroliin tedavi ile etkili bir sekil-
de digtiriilmesine ragmen, bircok hastada kardiovaskii-
ler olaylar devam etmektedir. Daha sonralari, birgok ek
dislipidemik durumun da aterogenezisi baslattg: bildiril-
mistir. Ozellikle, artmus trigliserid, trigliseridden zengin
lipoproteinlerin, azalmis yiiksek yogunluklu lipoprotein
kolesteroliin (HDL kolesterol) ve artmis diisiik yogun-
luklu lipoproteinin arter duvarinda etkili oldugu bildiril-
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mistir (6). Koroner kalp hastalig1 icin bir risk faktorii olan
kolesterol; metalloproteinaz doku inhibitérleri (TIMP-1)
ekspresyonunu olugturarak, damar duvarinda bozuk eks-
traselliiler matriksten, hiicresel proliferasyondan, matriks
metalloproteinaz (MMP) ekspresyonunda degisiklikten
sorumlu olabilmektedir (7). Normal ekstraselliiler mat-
riks dengesi icin, MMP ve metalloproteinaz doku inhi-
bitdrleri (TIMPs) orani 1:1 olmalidir. Pex’lu hastalarda
aktif MMP-2 seviyesinde azalma ve TIMP-1 seviyesin-
de arus oldugu gosterilmistir. Bu orandaki herhangibir
dengesizlik agir1 veya yetersiz matriks degradasyonuna ve
matriks birikimine neden olabilir (8).

Pex'lu hastalarda aterosklerotik damar hastaliklarinin
daha yiiksek oranda goriilmesi nedeniyle bu grup hastala-
rin serum lipid degerlerini belirlemeyi diistindiik. Calisma-
mizda pex glokomu ve sendromu olan tiim olgular, kontrol
grubu ile kargilastirildiginda;kontrol grubunda VLDL-ko-
lesterol ve trigliserid pex’lu gruba gore istatistiksel olarak
daha yiiksek bulundu. Klinik olarak bu parametrelerin
yiksekligi kalp-damar hastaliklari ile korele olsa da, bu
parametrelerin psddoeksfolyasyondan korudugu yargisina
varabilmek icin daha uzun siireli ve kontrollii ¢alismalara
ihtiya¢ vardir.
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Arastirma Yazisi / Original Article

Lateral destekli ibn-i Sina korse stabilitesinin
izokinetik olarak degerlendirmesi: (Korsesiz ve
Jewett korse ile karsilastirmali bir calisma)

An Isokinetic Evaluation of the Lateral Supporting Ibn-i Sina Brace’s Stability: (A study of without brace and Jewett brace)

Onur Polat’, Ali Kemal Us?

'Ankara Universitesi Tip Fakultesi lbn-i Sina Hastanesi Amag: Lateral destekli ibn-i Sina (LDIS) korsenin stabilitesinin izokinetik olarak degerlendirilerek

2‘:;1//(7;’: aAg::/'eI'g}tg;hT’;Zgzgjwsi {bn-i Sina Hastanesi korsesiz ve Jewett korseli durumla karsilastirmak.

Ortopedi ve Travmatoloji Anabilim Dall, Ankara Gereg ve Yontem: Uc nokt‘z? prensibine dayali iki farkl korse olan LDIS ve Jewett korselerinin sta-
bilitesi, korsesiz duruma gore farki, 10 saglikl katiimcida sagittal planda fleksiyon-ekstansiyon
yoniinde hareket genisligi ve govde kaslarinin agisal hizlarda yaptidi is ile izokinetik olarak deger-
lendirilerek karsilastirildi.

Bulgular: ANOVA analizi sonrasinda yapilan Tukey'in coklu karsilastirma testinde, fleksiyon acilari,
LDIS ve Jewett korseli olarak, korsesiz duruma gére anlamli olarak azalmis (p<0.001) bulunmustur,
LDIS korsesindeki fleksiyon acilari Jewett korsesine gére daha az gériinmekle birlikte anlamli bir
fark elde edilememistir (p=0.136). Ekstansiyon acilarina gére, LDIS korsesi her iki duruma gére
daha stabil cikmistir (p<0.001). Fleksiyonda yapilan is bakildiginda LDIS ve Jewett korseli durum,
korsesiz duruma gére anlamli olarak az, daha stabil (p<0.001) cikmustir. LDIS ve Jewett korseleri
arasinda anlamli bir fark bulunamamistir (p=0.136). Ekstansiyonda yapilan ise bakildiginda LDIS
korsesi, Jewett korseli ve korsesiz durume gdre daha stabil ¢cikmistir (p=0.013, p<0.001).

Sonug: LDIS korsesinin, Jewett korsesine gére ekstansiyon ydniinde daha stabil oldugu gésteril-
mistir ancak fleksiyon stabilitesi yontinden gelistirilmesi gerekmektedir.

Anahtar sézcukler: Korse, Stabilite, Jewett

Aim: To evaluate the stability of lateral supporting Ibn-i Sina vertebral brace by isokinetic assess-
ment and to compare it with the situation without brace and Jewett brace.

Materials and Methods: The stability of two different three point principle braces, lateral sup-
porting ibn-i Sina brace (LSIS) and Jewett brace were assessed isokinetically regarding sagittal
plane flexion-extension angles and the work done at angular velocities and the results were com-
pared with the situation without brace. Assessment was done on 10 healty volunteers.

Results: After ANOVA analysis Tukey’s for post hoc tests were done. Flexion angles of LSIS and
Jewett braces were significantly lower than the situation without brace (p<0.001). Comparison of
LSIS with Jewett showed, LSIS flexion angles were lower than Jewett but this was not statistically
significant (p=0.136). For extension angles, LSIS brace was more stable than the others and this
was statistically significant (p<0.001). For the work that done in flexion, LSIS and Jewett braces
required less work than without brace, this was statistically significant (p<0.001). However no
statistically significant difference was observed between LSIS and Jewett type braces(p=0.136).
Regarding the work that done in extension, LSIS brace was more stable than Jewett and without
brace (p=0.013, p<0.001).

Conclusion: LSIS brace has been shown to be more stable than Jewett brace in extension, how-
ever its stability for flexion should be improved.

Key words: Spinal Brace, Stability, Jewett

Gelis tarihi: 25.04.2006 « Kabul tarihi: 28.06.2006
orse ve egzersiz, Hibbs ve arkadaglar1 tarafindan 1911°de tiiberkiiloz,

fetiim actesi 1914’de skolyoz tedavisinde spinal fiizyonu kullanana kadar yalnizca spi-
ot i verstesi T Fakilkes, lon- Sina Hastanest Al Tip nal egriligin korunmasi amaciyla kullanilmaktaydi. O tarihten bu yana
A D A 3030,310 33 33/3030 pek cok korse modelleri gelistirilmis olup. spinal deformitelerde kullanilan kor-
GSM £(505) 502 51 84 selerden elde edilen sonuglar, yetersiz bulunmaktayd: (1). Spitzy (2) 1928'de
e el Gyahoocom gelistirdigi korse ile omurga destegini arttirmak i¢in mandibula altina bir parca
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uzatarak dinamik olarak diizelme saglamay: amaglamisti.
1945°de Blaunt ve Schmidt (1), post operatif al¢t immobi-
lizasyonuna alternatif olarak Milwaukee korsesini gelistir-
mis ve tedavi prensiplerini belirlemislerdi. 1949°'dan sonra
bu korse skolyozun konservatif tedavisinde kullanilmaya
baglanmis ve bunu izleyen yillarda gériilen komplikasyon-

lara gore bazi degisiklikler yapilmist1 (3,4).

Termoplastik materyallerin gelistirilmesi ile birlikte,
1960’1 yillarda Avrupada ve 1970’li yillarda Kuzey Ame-
rikada aksilla altina ¢ikan termoplastik spinal korseler kul-
lanilmaya baslanmist. Etki mekanizmasi agisindan ben-
zerlikler gostermekle birlikte farkli isimlerle anilmuglar ve
bu nedenle korselerin sonuglarini kargilastirmaya yonelik
calismalarin yapilmasi giiglesmistir (4).

Spinal korseler, destek saglamak, kismen diizeltmek ve
sabitlemek amaglar ile viicuda disaridan uygulanan arag-
lardir. Haurlatma ile uygun postiiriin devamini saglarlar.
En iyi korse hastanin agr1 sorununu biiyiik oranda ortadan
kaldirirken, omurga stabilitesini saglayarak, hareketliligini
en az kisitlayacak 6zelliklere sahip olandir. Korseler gegici
kullanilmalari gereken cihazlar olup, uygun korse 6nermek
analitik bir problemdir. Tedavi edilecek hastaligin, anato-
misi, biyomekanigi, fizyopatolojisi ve klinigi bilinmeden
yapilan bir korse, yararli olamaz, hatta zararli olabilir.

Spinal korselerin amaglari, agriyr azaltmak, omurgay:
diger yaralanmalara karsi korumak, zayif kaslara yardimci
olmak, deformiteyi 6nlemek veya deformitenin diizeltil-
mesine yardimei olmakur. Bu amaglar asagidaki biyome-
kanik etkilerle saglanir:

Sekil 1. Lateral Destekli ibn-I
Sina korsesinin (LDIS), 6nden
ve arkadan gorinimd.

A. Onden gériinim

B. Arkadan gorinim

* Govdenin desteklenmesi

* Hareket kontrolii (intersegmental hareket kisitlamast)

* Omurganin diizeltilmesi

* Korse kullanirken olusan agrili stimuluslarla postiiriin
diizeltilip, hareketin azaltulmast.

Hicbir korse gergek anlamda tespit edici degildir an-
cak tespite yardimeidir. Cesitli lomber korseler hareketli-
ligi ancak %30-50 oraninda azalurlar. Bu durum torako-
lomber korsede %50-70 kadardir. Biitiin korse modelleri
“miitkemmel immobilizasyon” i¢in yetersizdir. Sadece in-
terspinal hareketi kisitlar ancak sagittal ve aksiyal torako-
lumbo-sakral hareketi tam olarak kontrol edemezler (5).
Korse etkinligi bireysel farkliliklar gésterir, bu gesitlilik ki-
sisel hareket paternine, psikolojik stabilite ve giivenlik hissi
saglanmasina baglidir. Ancak siki bir korse intradiskal ba-
sinct %30 azalur (1). Korsenin sagladigs subjektif giivenlik
hissi kisa siirede tedavinin basarisinda etkilidir, ancak uzun
vadelerde &zellikle yasl hastalarda psikolojik bagimlilik ya-
par, ayrica uzun siireli kullanimda gévde kaslarinda gelisen
atrofi elektrondromiyografi ile gosterilmistir (4).

Bu calismada A.U.T.E Ibn-i Sina Hastanesi Ortro-
pedi ve Travmatoloji kliniginde gelistirilen lateral destekli
[bn-i Sina korsesinin stabilitesini, sagittal plandaki hareket
genisligi ve govde kaslar1 tarafindan yapilan isin kantitatif
olctimleri ile degerlendirerek uluslararasi kabul gérmiis bir
korse olan Jewett korsesi ile kargilastirdik. Burada amac,
Jewett korsesine gore daha stabil ve rahat uygulanabilir
bir korse gelistirmekti. Rahat uygulamadaki fark, hastanin
yatagindan kaldirlmadan, supin pozisyonda yatarken

0. Polat, A. K. Us
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30 derece sag ve sol yanina cevrilerek korsenin uygula-

nabilmesi ve kugaklari sikilduktan sonra hastanin korseli
bi¢imde oturtulmas: ve kaldirilmastydi. Spinal korselerin
stabilitesi, spinal segmentlerin hareket genisligi ve lumber
kas performansi {izerine olan etkileri ile belirlenir. Stabili-
tesi yiiksek bir korse spinal segmenti sabitleyerek hareket
genisligini kisitlar ve dolayist ile kas performansini da
azalur. [zokinetik test sistemleri kas performansinin objek-
tif ve kantitatif olarak belirlenmesi i¢in parametreler saglar.
Bu parametrelerden en sik kullanilanlar: pik tork ve istir.

[zokinetik lgiimlerin yapilmast igin Ibn-i Sina Hasta-
nesi Fiziksel Tip ve Rehabilitasyon Anabilimdali Ortopedik
Rehabilitasyon tinitesinde bulunan Cybex 6000 (Division
of Lumex, Inc, Ronkonkoma) test ve egzersiz cihazi, TEF
(Gévde ekstansiyon-fleksiyon) ile gévdedeki fonsiyonel
tinitenin 6l¢timii saglandi. Bu cihaz, izokinetik 6l¢iim ya-
pan bir cihaz olup, hastanin kas giiciinii grafik ve numerik
olarak kayit altina alabilme &zelligine sahiptir.

Gere¢ ve Yontem

Caligmaya 10 saglikli ve goniillii birey alindi. Ug nokta
prensibine dayaly, iki korse olan Lateral Destekli Ibn-i Sina
(LDIS) (Sekil 1) ve Jewett korsesinin stabilitesini, korsesiz
duruma gore farklarini kargilagtirmak ve standardizasyonu
saglamak i¢in, harekete baglamadan 6nce 5 dakikalik govde
kaslarinin 1sinma egzersizini takiben, TEF cihazina alinan
bireyler, arada 15 dakikalik dinlenme periyotlarindan son-
ra fleksiyon-ekstansiyon hareket sonuglariyla kargilastirild.

(Sekil 2,3).

Sekil 2. Jewett korseli ve LDIS

korseli ekstansiyon hareketinin
degerlendirilmesi.

A. Jewett korseli ekstansiyon
gorinimu

B. LDIS korseli ekstansiyon gorinimu

Kargilagtirma, ayni 10 kisilik grubun, fleksiyon ve eks-
tansiyon hareketlerini art1 eksi 2-4 derece hata pay1 ile 6lgen
TEF cihazinda yapilip, ayni hata pay: biitiin 6l¢timler igin
gecerli sayilmistir. Stabilitenin degerlendirilmesi amaciyla
fleksiyon-ekstansiyon hareket genigligi ve st govde kas-
larinin yapmis oldugu is, TEF cihazindan alinan verilerle
izokinetik Sl¢timleri yapilmis ve objektif, numerik deger-
lendirme saglanmis ve kargilagtirma yapilmistir. TEF ciha-
zina baglanma sirasinda servikal omurlar, kollar, kal¢adan
itibaren her iki alt ekstremite siki bir sekilde sabitlenerek,
harekete katlimlari engellenmistir. Sonuglarin tablo olarak
dokiimii yapilirken, anlamli hale getirilebilmesi i¢in Win-
dows 2000, SPSS 11.0 istatistik paketinde p degerleri, her
grup icin ayrica hesaplanmis ve isaret edilmistir. Degerlerin
hesaplanabilmesi i¢in, 2'den gok grup testlerinin, birbiriy-
le kiyaslanmasinda kullanilan Tek Yonlit ANOVA varyans
analizi kullanilmistir. Bu testle, her ii¢ tablodaki ticlii grup-
lar kargilastirilmis ve sonuglar p degeri olarak belirtilmistir.
Ayrica ANOVAdan sonra gruplarin ikili kargilastirilmasin-
da Tukey’in ¢oklu kargsilastirma testi kullanilmistir.

Bulgular

10 saglikli katlimcinin herbirinden ayri ayr1 alinan TEF
cihazt verileri, Tek Yonlii ANOVA varyans analizi sonra-
st yapilan Tukey'in ¢oklu karsilastirma testinde, fleksiyon
agisina gore kargilastirilmis, hesaplanan standart sapmalar
dogrultusunda LDIS ve Jewett korsesinin, korsesiz duruma
gore anlamli derecede stabil oldugu (p<0.001) tespit edilmis
olup, LDIS korsesinde, tablodaki sonuglar fleksiyon agilari-
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nin daha az ve daha stabil oldugunu gdstermesine ragmen
anlamli fark bulunamamistir (Tablo 1) (Sekil 4-5).

Sagittal planda ekstansiyon sonuglarina bakildiginda,
LDIS korsesinin hem Jewett hem de korsesiz duruma gére
daha az acilanmaya izin vererek, daha stabil oldugu ortaya
konmustur (p<0.001) (Tablo 1) (Sekil 5-6).

Uygulama, Tablo 2deki fleksiyonda yapilan is olarak
hesaplandiginda, korsesiz durumun, LDIS ve Jewett kor-
seli duruma gore kaslara yiiklenen daha fazla is yani daha
az stabil olmasina kargin, fleksiyonda yapilan is, TEF ciha-

Tablo 1. 10 kisilik fleksiyon-ekstansiyon agilarinin karsilastiriimasi (Derece)

Sekil 3. Jewett korseli ve LDIS korseli
fleksiyon hareketinin degerlendirilmesi.
A. Jewett korseli fleksiyon gortnimi
B. LDIS korseli fleksiyon gortinimii

z1 sonuglarinda altra kalan alan olarak bakildiginda LDIS
korsesinde daha az goriinse de (Sekil 7a, 7b, 7¢), logaritmik
doniisiim sonucunda bulunan sonuclarda LDIS ve Jewett
korseleri arasinda anlamli bir fark elde edilememistir.

Ekstansiyonda yapilan ise bakildiginda ise, LDIS kor-
sesi kullaniminda, Jewett ve korsesiz duruma gore anlamli
olarak daha az is yapildigs, yani bu korsenin daha stabil
oldugu goriilmektedir (p<0.001).

Bu sonuglara ek olarak, hastanin ameliyat sonrast do-
nemde ayaga kalkmadan, yatakta sadece longitudinal ola-

Denek No Torako-Lumbar Fleksiyon Agisi Torako-Lumbar Ekstansiyon Agisi
Korsesiz Jewett ibn-i Sina Korsesiz Jewett ibn-i Sina

1 93 79 58 14 15 9
2 81 59 52 21 19 13
3 102 80 59 15 12 10
4 92 50 42 17 16 12
5 90 65 63 21 19 16
6 93 80 71 25 19 14
7 100 60 41 15 16 9
8 78 35 36 19 16 12
9 77 56 43 18 17 11
10 67 47 27 16 16 10
Ortalama 87.3 61.1 49.2 18.1 16.5 11.6
Standart sapma 11.1 15.2 13.6 34 2.2 2.3
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Sekil 4. Korsesiz, Jewett, ibn-i Sina Korseli fleksiyon dereceleri.
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Sekil 6. Korsesiz, Jewett, ibn-i Sina Korseli ekstansiyon dereceleri.

rak saga ve sola donmesi ile, korsenin kolaylikla uygulana-
bilme 6zelligi bir avantajdir. Stabilizasyon agisindan, Jewett
korsesine gore ekstansiyonda daha stabil oldugu, yapilan
karsilagtirmali testlerde ortaya konmus ve uygulama rahat-

100+

Korsesiz

B Jewett

@ ibn-i Sina

Ekstansiyon

Fleksiyon

Sekil 5. 10 kisinin, korsesiz, Jewett, ibn-i Sina korseli fleksiyon ve
ekstansiyondaki derecelerin ortalamasi. Ortalama Torako-Lumbar
Fleksiyon-Ekstansiyon Dereceleri.

liginin yaninda, ekstansiyon aksinda daha etkili oldugu is-
tatistiksel olarak gésterilmistir.

Tartisma

Korseler hemen tiim vertebra hastaliklarinin konserva-
tif tedavisinde, destek ve stabilizasyon amaciyla kullanilir-
lar. Kahonevitz, Levine ve Lardone’un yaptig arastirmada,
juvenil idiopatik skolyozda egriligi 20-30 derece arasindaki
ve omurga-kaburga arasi a1 20 derecenin altinda olanla-
rin korse ile izlenebilecegini belirtmislerdir (6). Addlesan
idiopatik skolyozda, Mellenkamp ve arkadaglarinin yaptigt
calismada %50 hastada korse icerisinde egriligin ilerleme-
sinin ilk 6 ayda oldugu ortaya konmus ve bu ilerlemenin
5 derecenin altinda olmast sonucunda korse tedavisine de-
vam edilmesi gerektigi belirtilmiglerdir (7). Brown'in acik-
lamasina gore, néromuskiiler skolyozda 20-25 derecenin
alundaki egriliklerin izlenmesi gerektigi. eger progresyon
tespit edilirse korse uygulanmasina gecilmesi 6nerilmis ve
bu hastalarda korse kullanimi sirasinda gogiis kafesi ve tist
ekstremitenin korunmasina hassasiyet gosterilmesi gerek-

Tablo 2. 10 kisilik fleksiyon-ekstansiyondaki yapilan isin karsilastiriimasi (ftlbs)

Denek No Fleksiyonda Yapilan [s (ftlbs) Ekstansiyonda Yapilan [s (ftlbs)
Korsesiz Jewett ibn-i Sina Korsesiz Jewett ibn-i Sina

1 193 152 118 162 137 82
2 162 107 75 126 65 37
3 228 91 28 94 95 11
4 250 60 55 194 27 14
5 197 124 92 204 91 73
6 251 202 107 113 137 40
7 137 80 55 147 73 29
8 103 41 27 71 18 9
9 89 49 21 69 41 14
10 73 38 5 66 32 3
Ortalama 168.3 94.4 58.3 128.4 71.6 31.2
Standart sapma 66.0 53.2 38.7 51.0 43.3 27.3

70

Lateral destekli ibn-i Sina korse stabilitesinin izokinetik olarak degerlendirmesi: (Korsesiz ve Jewett korse ile karsilastirmali bir alisma)



Journal of Ankara University Faculty of Medicine 2006; 59(2)

360 TLINORE ~ 348 EXTENSORS
¢ 3e@ 3ea :
0 =
N = T
§ 2a@ 240 Iy
E r ¥
N 188 180 Q L
T b
T + u =
? 1ze - —  1ze [ E
(1] + T (1]
-28° Z8° 4n° ©8° 80° 180° -z@° ©° 26° 40° 68° 80° 100°

368 LLEAGEE 6@ EXTINRORS
c 30 R 200 :
o O
N r T
¢ 248 240 - 1Tr
E 3 e
N 188 18@ - o L
T - 0 :
R 120 120 - E
I + = S=iit
c : e ESEs S SEEESEnEEEEE
6@ = : 68 FH . : -
BeEESE EER  SEERES: N
i e T H : HH }
-z@* 20° 4e° 60° 88° 1es° -28° @° 28° 48° 60° 686" 186

Sekil 7a. LDIS korseli olarak yapilan isi belirten TEF cihazi verisi.
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Sekil 7c. Korsesiz olarak yapilan isi belirten TEF cihazi verisi.

tigi vurgulanmistir (8). Konjenital skolyozda, Winter ve ar-
kadaglarinin yapug: arasurmaya gore, ti¢ tip egrilik korse
ile tedavi edilebilir olarak belirtilmistir. Bunlar, uzun, flek-
sibl egrilikler, egilme veya traksiyon grafilerinde diizelen
egrilikler, egrilikte anomalisi olan veya olmayan vertebra-
larin karistmi olarak belirtilmistir (9). Kifotik hastalarda,
Gutowski ve Renshaw aragtirmasina gore, torakal kifozu
70 derecenin iizerinde olanlar toroka-lomber korselerden
fayda gorebilirler diye belirtilmistir (10). Scheuermann
kifozunda ise 50 derecenin izerindeki hastalarda korse te-
davisi uygun olmaktadir. Spondilolistezis tedavisinde korse
kullanimi, 6zellikle travmatik olanlarde akut devrede ter-
cih edilmelidir. Siklikla patolojik bélge L5-S1 oldugu igin
kaymasi %25 altinda olan vakalarda lumbo-sakral korse
onerilir.

Spinal deformite korseleri, {i¢ nokta veya dért nokta
prensibine gore ve genellikle pasif olarak etki ederler. Akeif
etki ise hastanin baski yerlerinden o kismi uzaklagtirmasi,
dik durmaya calismasi veya korse icinde egzersiz yapmast
ile miimkiin olmaktadir. 3 nokta prensibi tek egrili skol-
yozlarda 4 nokta prensibi ise ¢ift egrili skolyozlarda kul-
lanilmaktadir. Torakolomber Lateral Destekli Ibn-I Sina
korsesi (LDIS), ti¢ nokta prensibini kullanarak tek egriligi
olan skolyozlarda etkili olabilmektedir. Cift egriligi olan
skolyozlarda torakolomber korseye ¢ene altina kadar ¢ikan
boyun destek parcasi eklenebilmektedir. Aksilla altina tam
yerlesen korse on ve arka agikligi sayesinde solunumu etki-
lememektedir. Agik olmast nedeniyle, hava sirkiilasyonu-
nun saglanmasi ve terlemenin engellenmesi amaglanmistir.
Cocugun boy uzamasina gore korse degistirilmeden, tora-
ko-lomber bileskeden, vida ve kelebekleri yardimiyla boy
ayarlamasi yapilabilmektedir (Sekil 1). Lateral destekli ol-
masi hastanin yataginda sag ve sol yana dondiiriilerek kor-

Sekil 7b. Jewett korseli olarak yapilan isi belirten TEF cihazi verisi.

senin rahatlikla uygulanabilmesine olanak verir. Torako-
lomber ve lomber korseler, elbisenin altinda kalacag igin
estetik yonden hasta tarafindan kabul edilebilir olmakta-
dir. Hatta hasta, korsesi ile birlikte sosyal aktivitesine veya
durumu el veriyorsa spor faaliyetlerine katilabilmektedir.
Torako-lomber skolyoz korsesinde, uygulanan ti¢ nokta
prensibinde, F3 kuvveti apeks vertebraya denk gelen kos-
tadan uygulanmalidir. F3 kuvvetine karst gelen F1 ve F2
kuvveti ise miimkiin oldugunca F3 kuvvetine esit uzaklikta
olmalidir. Kifozda uygulanan ti¢ nokta prensibinde ise F3
kuvveti apeks vertebranin biraz alundan ve paravertebral
kaslarin tizerinden uygulanmalidir.

3 nokta ozelligine gore olusturulan, korselerin en
onemli kullanim endikasyonu vertebra kiriklarinin teda-
visidir. Yeni dogan ve infantlarda vertebra kiriklarinin en
onemli sebebi travma, 6zellikle diismelerdir, bu durum yas
ilerledikge yerini trafik kazalarina birakmaktadir. Hensin-
ger, ¢ocuklarda norolojik defisit varliginda, ancak cerrahi
tedavi diistiniilebilecegini, bunun diginda kirtk omurganin
konservatif tedavi ile eski yiiksekligini kazandigini ortaya
koymustur (11). Eriskinlerde vertebra kirtklart Nicoll ta-
rafindan stabil ve stabil olmayan olarak ikiye ayrilmistir
(12). Denis omurga kiriklarini ilgilendirdigi bolgeye gore
3 kolona ayirmustir ve 6n kolon kiriklarinda ve stabil orta
kolon kiriklarinda konservatif tedavi yani korse tedavisi
onermistir (13). Chow ve ark. gore, interspinoz genisle-
me yaratmayan, lamina ve faset kiriklari, ayrica transvers
proses ve spinoz proses kiriklarinin stabil kiriklar arasinda
oldugu ve korse ile tedavi edilebilecegini gostermislerdir
(14). Ozellikle omurga kiriklarinda koruma veya immobi-
lizasyon, korse tedavisinin asil hedeflerini olusturmaktadir
(15). Stabil olmayan ve ti¢ kolonu ilgilendiren Burst kirik-
larinda asil tedavi cerrahi olmakla beraber, nérolojik defisi-
tin varligt ve ilerlemesi kesin endikasyon koydurmaktadir.
Ameliyat sonrasi korse kullanilmasi ise post-operatif agri
kontrolii saglamak ve omurgaya destek olmak amaciyla uy-
gulanilmaktadir (16,17,18).

Yukaridaki 6zellikler géz 6niinde bulunduruldugun-
da korse tedavisinin kullanim endikasyonlarinin genisligi
anlagilmaktadir. Bu endikasyonlar dahilinde daha stabil
bir korsenin ortaya konabilmesi ile daha etkin sonuglarin
alinacagy asikardir. LDIS korsesinin, fleksiyon aksindaki
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agilar ve yapilan is agisindan bakildiginda Jewett korsesine
gore gelistirilmeye ihtiyact oldugu ortada olmakla beraber,
kullanim kolayligt da goz oniine alindiginda 6zellikle eks-
tansiyondaki stabilite iistiinliigii sayesinde genis ve giivenli
bir kullanim saglayabilecegi acikur.

Sonug

Spinal korselerin fonksiyonlari, endikasyon ve kontren-
dikasyonlar1 konularinda yeterli bilimsel arastirma ve veri
bulunmamasina karsin, uzun yillardan beri kullanilmakta
olduklar1 ve kullanilacaklar1 gergegi agikur. Konu ile ilgili
pek ¢ok hekim spinal korseleri hala siklikla 6nermektedir.

LDIS korsesi, ii¢c nokta prensibini kullanarak, ayni
prensibe gore kendine literatiirde yer bulan Jewett korsesi-
ne gore stabilite olarak 6zellikle ekstansiyonda daha avan-
tajli olmakla beraber ayni zamanda, a¢ik olmasi nedeniyle
hava sirkiilasyonunu saglamakta ve terlemeyi engellemek-
tedir. Bu sayede post operatif enfeksiyon riski azalmakta ve
yara maserasyonu azalmaktadir. Cocugun boy uzamasina
gore korse degistirilmeden, torako-lomber bileskeden, vida
ve kelebekleri yardimiyla boy ayarlamas: yapilabilmekte-
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Aortico-cameral communication from right sinus of
valsalva to right atrium

Sag valsalva sindisi ile sag atriyum arasinda aertico-kameral komiinikasyon
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Aortico-right atrial tunnel (ARAT) is a rare congenital entity. We report a case of 57-year-old man
who presented with unstable angina and who had a continuous murmur at the right sternal
edge. Coronary angiograpy revealed triple vessel coronary artery disease and a separate anoma-
lous structure arising from the right sinus of Valsalva. Digital substraction angiography was nec-
essary to define the distal end of this connection which was the roof of the right atrium. Our
patient is unique in that the tunnel 5 cm in lenght originated from the right sinus of Valsalva and
entered the right atrium anteriorly having traversed the right atrioventricular groove anterior,
totally separate to the right coronary artery. The management of these congenital aorto-atrial
connections is discussed.

Key words: Aortico-Cameral-Fistula, Aorta-Atrium, Sinus of Valsalva

Aortiko-sag atriyal tiinel nadir gorilen konjenital anomalidir. Bu vaka takdiminde anstabil anjina-
si ve fizik muayenede sag sternal bolgede devamli Gftirimu olan 57 yasinda erkek hasta sunul-
maktadir. Koroner anjiyografide tic damar hastaligi ve sag Valsalva sintstinden ayri olarak ¢ikan
anormal bir yapi tespit edildi. Dijital substraksiyon anjiyografide bu yapinin sag atrium catisiyla
iliskisi oldugu goruldu. Hastamizda, sag koroner arterden tamamen ayri olarak, sag Valsalva sini-

stiinden baslayip sag atriyoventrikiler olugun 6n kisminda sonlanan, 5 cm uzunlugunda bir ttinel
tespit edildi.Yazimizda bu tip dogumsal aorto-atriyal baglantilarin tedavisi tartisildi.

Anahtar sézciikler: Aortiko-kameral fistiil, Aorta-atrium, Valsalva siniisii

n abnormal connection between the aorta and cardiac chambers is a well

recognised cardiac entity. Several types have been described, of which

coronary-cameral fistulae or connections (congenital or acquired) are
the most common (1). There have also been several reports of acquired aorta-
cameral connections. Congenital aortico-cameral connections are much rarer
and the majority are to the left ventricle (ALVT) (2;3). The aorticoright atrial
tunnel (ARAT) is first described by Otero Coto and colleagues in 1980 (4). To
date there have only been 13 cases reported of ARAT, most of which originated
from the aortic left sinus of Valsalva whereas the tunnel in one case originated
from the non-coronary sinus, in two cases from the right coronary sinus and in
one case from the aortic isthmus (5-7). We report the third case of congenital
ARAT arising from the right sinus of Valsalva.

A 57-year-old man was admitted with unstable angina and a four month history
of exertional chest pain. He was a smoker with a positive family history of ischaemic
heart disease. His past medical history was otherwise unremarkable. The chest roent-
genogram revealed mild cardiomegaly and the ECG showed sinus rhythm with evi-
dence of T-wave inversion in leads 1, aVL, V,-V . On admission his cardiac enzymes
were not elevated. He was managed conservatively and investigated.
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Figure 1. Intraoperative photograph showing aortico-right atrial tunnel (the patient’s head is on the lower end); (A) A systolic thrill is verified by palpation,
(B) blunt dissection is used for posterior tunnel attachments, avoiding injury to right coronary artery, and the tunnel was taped, (C) Clamps have been
applied to the tunnel, with caution taken to monitor ECG changes before division, and completed division of the aortico-right atrial tunnel, (D) The ends
of the tunnel are closed with 4-0 polypropylene suture. Ao=ascending aorta, RA=right atrium, RV=right ventricle.

Selective coronary angiography revealed a normal left
main stem with significant triple vessel coronary artery dis-
ease and an anomalous tube like structure arising from the
right sinus of Valsalva adjacent but totally separate from the
right coronary artery and connecting the aorta to one of the
cardiac chambers and gross macroscopic operative features
confirmed these findings. (Fig.1). Transoesophageal echocar-
diography confirmed these findings. Digital substraction an-
giography (DSA) and CT scanning were, however, required
to define the distal end of the connection as the roof of the
right atrium. The ratio of pulmonary blood flow to systemic
blood flow was measured as 1.9/1.

The patient underwent operation via a median ster-
notomy. A systolic thrill could be palpated over the base of
aortico-right atrial connection. Cardiopulmonary bypass
was established with moderate hypothermia (32 °C). After
coronary artery bypass grafting to left anterior descend-
ing, intermediate, first obtuse marginal and right coronary
arteries the anomalous structure was opened in the right
atria-ventricular groove. The structure was described as
5-cm long fibrous tube anterior to the right coronary ar-
tery in the right atrioventricular groove with an external
diameter of 1.5-cm. The tube was divided between vas-
cular clamps and the cut ends over sewn. The patient was
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Table 1. Reports on Surgically Treated ARAT in Literature

First Author, Gender, age Aortic Symptoms Associated anomalies
publication year Origin of

ARAT
Tanaka et al. 2005 (10) Female, infant ? Congestive Aortic atresia, right-sided

heart failure

Asymptomatic

Palpitation and
effort dyspnea

Asymptomatic

Asymptomatic

atrioventricular valve atresia, ventricular septal
defect, atrial septal defect, and persistent ductus
arteriosus

No sinus node artery

None

None

Marfan’s syndrome

Kursaklioglu et al. 2005 (5)  Male, 27 yo. Left sinus of Valsalva,
Turkay et al. 2003 (6) Male, 29 yo. Right sinus of Valsalva
Elwatidy et al. 2003 (7) Female, 3 yo Aortic isthmus
Tsai et al. 2002 (11) Female, 2 yo. Left sinus Valsalva
Kalangos et al. 2000 (9) Male, 18 yo Left sinus Valsalva
Male, 7 yo Left sinus Valsalva
Danilowicz et al. 1989 (12)  Female, Right sinus of Valsalva
Newborn
Rosenberg et al. 1986 (8) Female, 7 yo Left sinus of Valsalva
Female, 6 month old  Left sinus of Valsalva
Male, 15 yo Left sinus of Valsalva
Male, 8 month old Left sinus of Valsalva
Otero Coto et al. 1980 (4) Male, 25 yo Noncoronary
Sinus

weaned off bypass without difficulty. Apart from a tempo-
rary pacing requirement for nodal rhythm for 24 hours he
made an uneventful recovery. Two years after the operation
the patient remains asymptomatic.

Comment

Congenital aortico-cameral connections are extremely
rare, but have been reported connecting the aorta to all
four cardiac chambers. The majority of these are aortico-
left ventricular connections which have been extensively
reviewed and classified (3). Congenital ARAT is however,
an extremely rare entity, and only 13 cases have been previ-
ously reported in the English literature (Table 1). Mostly
arise from the left sinus of Valsalva. This case is unique in
that the origin of the aortico-right atrial connection was
the right sinus of Valsalva, adjacent but separate to the
right coronary ostium and the patient presented with un-
stable angina. Furthermore, our case is the oldest patient in
the literature presented with ARAT and surgically treated.

These connections can be difficult to define accurately
as was experienced in this case, where conventional angiog-
raphy and echocardiography were inadequate. CT scanning
and DSA did, however, illustrate the value of these imaging
techniques in demonstrating abnormal cardiac structures.

Asymptomatic Moderate aortic insufficiency, no sinus node
Asymptomatic artery
No sinus node artery
Congestive Secundum atrial septal defect
heart failure
Asymptomatic None
Asymptomatic Left ventricular hypertrophy
Asymptomatic None
Asymptomatic Left ventricular hypertrophy
Asymptomatic Absence of the right superior vena cava with a

large persistent left superior vena cava draining to
the coronary sinus

Differential diagnoses included ruptured aneurysm of
the sinus of Valsalva, coronary arteriovenous fistula, rup-
ture of a dissecting aneurysm of the ascending aorta into
the right atrium, and pseudoaneurysm of the right coro-
nary artery followed by formation of a fistula between the
aneurysm and the right atrium. There was no history of
trauma in our case and no evidence of acquired aortic dis-
ease. We conclude therefore, that this aortico-right atrial
connection was a congenital structure. All previous con-
genital connections of this type have been described in the
pediatric population. Our patient is unique in having such
a congenital structure diagnosed at the time of presenta-
tion with a separate acquired cardiac condition. Indeed the
histological findings confirm those described by Rosenberg
et al. of a deficiency in smooth muscle, but abundance of
elastic lamellae (8). The precise pathogenesis of this con-
genital anomaly is however unknown; persistence of meso-
cardial cysts or embryonic rests of the fifth aortic arch in
the early stages of cardiogenesis, abnormal formation of
supravalvular ridge producing aneurysmal dilatation of the
primitive aorta, intrauterine rupture of a sinus of Valsalva
aneurysm are possible explanations (4,8).

A.R. Akar, M. Sirlak, Z. Eyileten et al.
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Previous reports have suggested that patients with aor-
tico-right atrial tunnel may present with continuous heart
murmur, mild cardiomegaly or clinical evidence of ven-
tricular overload due to left-to-right shunt. Angina and
myocardial infarction in contrast have not been reported
secondary to aortico-right atrial communications. The
ischemic symptoms in our patient could theoretically have
been due to coronary artery steal, but in reality probably
was due to the proximal stenosis of left anterior descend-
ing artery.

Of the congenital aortico-cameral connections, at least
37 cases have been reported of aortico-left ventricular tunnel
(ALVT) (3). Surgery is clearly indicated in this condition to
prevent progressive aortic incompetence and cardiac failure.
Little, is however, known of the natural history of untreated
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intratestikiiler varikosel (ITV) mediastinum testisten testis parankimine uzanan intratestikiiler
venlerin anormal dilatasyonu olarak tanimlanir. Olduk¢a nadir gortilen bir durumdur ve litera-
tirde sinirli sayida olgu bildirilmistir. Ozellikle sol tarafta lokalize intratestikdiler kist, neoplazi, he-
matom ve fokal enfeksiyonlarin ayirici tanisinda g6z 6niinde bulundurulmalidir. Bu yazida skrotal
agn ve sislik ile basvuran ve yapilan renkli doppler ultrasonografi sonrasi bilateral intratestikiiler
varikosel tanisi konulan 22 yasinda bir erkek hasta olgusu sunulmustur.

Anahtar sozclkler: intratestikiiler varikosel, bilateral, renkli Doppler ultrasonografi

Intratesticular varicocele (ITV) is described as dilated intratesticular veins radiating from the me-
diastinum testis into the testicular parenchyma.lt is a very rare entity and a limited number of
cases have been reported previously. It should be considered in the differantial diagnosis of intra-
testicular cyst, neoplasm, hematoma and focal infection especially localized at the left side. In this

paper, we report a case of 22 years old man who presented with scrotal pain and mass and after
scrotal color doppler ultrasonography diagnosed as bilateral intratesticular varicocele.

Key words: intratesticular varicocele, bilateral, color Doppler ultrasonography

arikosel, spermatik kord venlerinin anormal dilatasyonu ile karakterize,
eriskin erkek populasyonun %15de gériilen yaygin bir durumdur ve er-
kek infertilitesinin en 6nemli nedenlerinden birisidir (1). Varikosel tipik
olarak ekstratestikiiler yerlesimlidir ve siklikla sol tarafta goriiliir. Intratestikiiler
varikosel (ITV), ekstratestikiiler varikoselin aksine olduk¢a nadir gériilen bir
durumdur. {lk defa Weiss tarafindan 1992 yilinda skrotal agri ile bagvuran iki
erkek hastada bildirilmistir (2) ve o tarihten sonra literatiirde 26 adet ITV olgu-
su sunulmustur. Ancak bu olgular arasinda yalnizca 1 adet bilateral ITV olgusu
bulunmaktadir (3).
Bu yazida skrotal agri ve sislik sikayeti ile klinigimize bagvuran ve yapilan
skrotal renkli doppler ultrasonografi sonucu bilateral intratestikiiler varikosel
olarak rapor edilen olguyu sunuyoruz.

Olgu sunumu

22 yaginda bekar erkek hasta bilateral skrotal agri ve sislik sikayeti ile bagvur-
du. Fizik muayenede hastanin her iki testisi skrotum iginde palpe edildi, solda
gradell-III, sagda gradell varikoseli mevcuttu. Hastanin laboratuvar incelemele-
rinde testikiiler tiimor belirleyicilerinin (AFP, BHCG, LDH) normal sinirlarda
oldugu goriildi. Yapilan spermiyogram incelemesi sonucunda oligoastenozoos-
permi saptandi.

Skrotal Ultrasonografi incelemesinde sag testis boyutlari 4.3x2.3x1.9 cm;
sol testis boyutlari ise 4.1x2.1x1.9 cm olarak tespit edildi. Testislerde kitlesel
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Sekil 1. Hastanin Skrotal Renkli Doppler US(SRDUS) tetkikinde sol
intratestikller varikosel gortltyor.
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Sekil 2. Hastanin SRDUS tetkikinde sag intratestikiler varikosel
goriliyor.
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Sekil 3 ve 4. Hastanin SRDUS tetkikinde sag ve sol internal spermatik vende refll izlenmektedir.

lezyon ve testis kompartmanlarinda serbest sivi izlenmedi.
Gri skala renkli doppler ve power doppler ultrasonografi
incelemesinde her iki testiste testis mediastinumundan tes-
tis parankimine uzanan subkapsiile vendz anekoik tiibiiler
yapilar dikkati ¢ekti. Bunlarin renkli doppler incelemede
vaskiiler yapida oldugu spektral incelemede venéz yapi
gosterdigi ve valsalva ile reflii akim oldugu goriildii. Ayak-
ta yapilan incelemede sol pampiniform plexusta istirahatte
5.3 mm, valsalva manevrasi sirasinda 6.4 mm; sag pampi-
niform pleksusta ise istirahatte 3.3 mm, valsalva manevrast
ile 4.0 mm maksimum ven ¢ap1 olarak tespit edildi. Sol
internal spermatik vende istirahatte 4.6 mm, valsalva ma-
nevrast ile 5.3 mm (Sekil 1). Sag internal spermatik vende
istirahatte 2.5 mm, valsalva manevrast ile 3.5 mm max.
ven ¢apt (Sekil 2) tespit edildi. Ayrica valsalva manevrasi ile
sag internal spermatik vende 8 ml/sn (Sekil 3), sol internal
spermatik vende ise 7 ml/sn (Sekil 4) hizda retrograd akim
(reflti miktari) alindi. Sonug olarak hastada bil. grade II-I11
(sant tipi) intratestikiiler varikosel rapor edildi.

Hastaya bilateral mikroskopik subinguinal varikoselektomi
operasyonu yapildi. 3 ay sonra yapilan kontroliinde agr sikaye-
tinin azaldigy, spermiyograminin normale dondiigii goriildii.

Tartisma

Varikosel spermatik kordaki veya peritestikiiler bolge-
deki venlerin ¢apt 2 mm’i asan tiibiiler, kivrimli anormal
dilatasyonudur (4). Sol vena spermatika internanin sol re-
nal vene dik aciyla agilmasi ve sag tarafa oranla daha uzun
olmast nedeniyle siklikla sol tarafta goriiliir (%85). %10
olasilikla ise bilateral izlenir (5). Diizeltilebilir erkek inferti-
litesinin en stk nedeni olmasi nedeniyle tanist 6nemlidir.

Intratestikiiler varikosel (ITV) ise mediastinum tes-
tisten testis parankimine uzanan venlerin dilatasyonudur
ve siklikla ayni taraf ekstratestikiiler varikosel ile birlikte
bulunur (6). 1TV ilk defa Weiss tarafindan 1992 yilinda
skrotal agr1 ile bagvuran iki erkek hastada tanimlanmisur.
Olduke¢a nadir goriilen bir durum oldugu igin patogenezi
ve klinik 6nemi tam olarak anlagilamamistir. Ancak sik-
likla ekstratestikiiler varikosel (ETV) ile beraber goriildii-
g icin patogenezinin ETV ile benzer olduguna inanilir.
Skrotal agri bu hastalarda goriilen en sik sikayettir, nede-
ni ise venlerin dilatasyonu ve pasif konjesyonunun tunika
albugineay1 germesine baglanir. Skrotal sislik ve testikiiler
atrofi bu hastalarda goriilen diger sikayetlerdir. ETV erkek

infertilitesinin 6nemli bir nedeni olarak bilinmesine karsin
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ITV’nin infertilite ile iliskisi tam olarak bilinmemektedir
(7). Ancak siklikla ETV ile birlikte bulundugu icin hasta-
lar bozulmus semen parametreleri ve infertilite sikayeti ile
de bagvurabilirler. Bizim olgumuzda da hasta skrotal sislik
ve agri sikayeti ile bagvurmus, yapilan spermiyograminda
oligoastenozoospermi saptanmistir. Hastaya bilateral mik-
roskopik subinguinal varikoselektomi operasyonu yapilmug
ve 3 ay sonra yapilan kontroliinde spermiyograminin ta-
mamen diizeldigi, agr sikayetinin oldukga azaldig: goriil-
mistiir. Bu durum bize hastanin semptom ve bulgularinin
biiytik ol¢tide ETV ile iliskili oldugunu gostermekeedir.

Testis parankiminde gozlenen basit kist, neoplazi, rete
testis, tiibiiler ektazi ve hematom gibi patolojilerle cok ka-
risir. [TV tanisi ve ayirict tanist Gri Skala USG ve Renkli
Doppler USG ile kolayca yapilabilir.

Ozet olarak ITV oldukca nadir ve hemen daima ETV
ile birlikte goriilen bir durumdur. Diger intratestikiiler kis-
tik hastaliklardan ayirict tanisinin yapilmast ve tani konul-
masi i¢cin Renkli Doppler USG oldukga hizli ve efektiftir.
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Pelvic hydatid disease causing renal failure

Bébrek yetmezligine neden olan hidatik hastalik
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It's unusual to find a pelvic hydatid cyst that would lead acute renal failure. We report a 24-year-
old man who had renal failure due to obstructive uropathy secondary to a hydatid cyst in the
pelvis.

Key words: Hydatid disease, obstructive uropathy, renal failure
Pelvik hidatik kistin akut bobrek yetmezligi olusturmasi son derece nadir bir durumdur. Pelvik

yerlesimli hidatik kiste bagh gelisen obstriktif iropatinin sebep oldugu akut bébrek yetmezligine
giren 24 yasindaki bir olguyu sunuyoruz.

Anahtar sézclkler: Hidatik hastalik, obstruktif iiropati, renal yetmezlik

ydatid diseases is a zoonotic parasitic infestation caused by Echinococcus

Granulosus, and it is endemic in Turkey. The cysts are mostly located in

liver (65-75%), lung (15-25) and the remainder of the body and mostly
the brain, bone and the mediastinum (1). Only 0.75-2.25% of the hydatid cysts
are located in the pelvis(2). It’s unusual to find a mesenteric hydatid cyst that
reaches to pelvis and would lead acute renal failure. We report a 24-year-old man
who had renal failure due to obstructive uropathy secondary to a hydatid cyst
in the pelvis.

Case report

A 24-year-old man presented with one month history of dull lower abdomi-
nal and back pain. Previously patient admitted to a private health center with
those complaints and was treatead for urinary tract infection with oral antibiot-
ics. In a period of time he has felt a decrease in urine output, shortness of breath
and anuria at the end. But during this period of time the patient didn’t have any
difficulty neither in voiding nor in defecation. The patient had been operated in
a military hospital due to hepatic hydatid disease 3 years ago but the details of
the surgery were not known.

An anterior subcostal insicion scar was observed on the right side of the
abdomen. In physical examination large suprapubic and abdominal mass al-
most completely filling the pelvis was palpated. The laboratory results revealed
significant anemia and increased urea 498 mg/ml and creatinine level of 17.3
mg/ml (normal range 10-50 mg/ml and 0.8-1.2 mg/ml consecutively). The
electrolyte levels were in the normal range. The chest x-ray was found to be
normal. The abdominal ultrasound revealed cystic mass located superior to
the bladder which was containing daugther cycts and bilateral hydronephro-
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Figure 1. Non-contrast CT image of huge pelvic hytadid cyst.

sis. The mass was originating from mesentery detected on
non-contrast CT images and it was 33x16 cm in diameter
(Fig. 1). Liver and spleen were normal.

The patient underwent hemodialysis urgently. There-
after, percutaneous nephrostomy catheters were inserted
to the both kidneys by ultrasound guidence. Following a
polyuric phase patients serum urea and creatinin levels sta-
bilized (70 mg/ml and 1.3 mg/dl). Antegrade pyelography
showed lateral displacement of both ureters and bilateral
complete ureteral obstruction (Fig. 2).

We performed laparatomy using midline suprapubic
incision. Pelvic hydatic cyst was observered arising from
the mesentery and it was removed completelly. There was
no adhesion to bladder. After the operation nephrostomy
catheters were turned off and patient began to void nor-
mally. Urine volume and density returned to normal levels.
BUN and creatinine levels stayed in the stable and then
nephrostomy catheters were removed.

The histopathological evaluation confirmed the hy-
datid disease. The patient discharged from the hospital
with albendazole treatment 10 mg/kg/day in 2 equal doses
for 6 months duration.

Discussion

Hydatid disease is endemic in Turkey, especially in
central and eastern Anatolia region. The hydatid cycts are
mostly located in the liver and lungs. Pelvic hydatid disease
is a rare form of hydatid disease.

Pelvic hydatid cycsts are usually secondary to the rup-
ture (either spontaneously or accidentally during surgery).
In our case patient had a history of hydatid disease surgery,
we believe that the pelvic cyst was secondary to the previ-
ous surgery.

Figure 2. Antegrade pyelography showing lateral displacement of both
ureters and bilateral complete ureteral obstruction.

Pelvic hydatid disease mostly present itself with ob-
structive symptoms and pathologies of genitourinary tract
due to its space occupying nature. In reported cases, the
presenting features were obstruction of labor, compression
to the fallopian tubes causing hydrosalpinx, obstructive
azoospermia, and voiding disfunction (2,3,4). Rarely the
voiding disfunction might ended with renal failure (5).
Unilateral ureteral obstruction case has been reported but
obstruction of the ureter was due to intraluminal Hydatid
disease, not because of external compression (6). Horcha-
ni reported 27 retrovesical HD but in only 1 patient had
advanced renal failure and dilated both ureters related to
external compression to ureters (7). In our case the pelvic
huge mass compresed the ureter and cause hydroureter-
onephrosis without any symptom of voiding disfunction
or compression of the bladder neck. The progression of the
cysts are usually slow 1cm/year, but might be faster in some
cases, in our case the growth rate was fast because only 3
years passed from the liver hydatid disease (5). There is a
large expansion space offered by the peritoneal cavity be-
cause of this fact the patient didn’t suffer from abdominal
pain until the end stage renal failure developed. And also
patient didn’t have any voiding difficulty, because of the lo-
cation of the cyst. We advise physicians in endemic areas to
rule out hydatid disease in cases of obstructive pathologies
of the urogenital tract also to give maximum care during
surgery to decrease implantation to other sides.

T. Yurdakul, M. M. Piskin
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Bilateral nephron-sparing surgery
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associated with tuberous sclerosis complex

Dev bilateral renal anjiyomyolipom ve tuberosklerozis kompleksli hastada bilateral nefron-koruyucu cerrahi
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A significant number of patients with tuberous sclerosis complex (TSC) have renal angiomyol-
ipoma and these patients tend to have bilateral lesions grow more rapidly. Bleeding is the most
fearful complication in the patients. We described a young woman with TSC and multiple bilateral
giant renal angiomyolipomatosis. We performed bilateral nephron-sparing surgery (NSS) and did
not see any significant intraoperative or postoperative complication. Renal function was normal
in the first year of follow-up.

Key words: bilateral renal angiomyolipomas, tuberous sclerosis complex, nephron-sparing surgery

Tuberosklerozis kompleksli hastalarin &nemli bir kisminda renal anjiomyolipom vardir. Bu hasta-
lardaki lezyonlar bilateral olma ve daha hizli bilyiime egilimindedir. Renal kanama ise bu hastali-
gin en ¢ok korkulan komplikasyonudur. Biz multipl, bilateral dev renal anjiyomyolipomlara sahip
tuberosklerozisli bir gen¢ bayanda bilateral nefron-koruyucu cerrahi yaptik. Hastada 6nemli bir

intraoperatif veya postoperatif komplikasyon gozlemedik. Bir yillik takip stresince hastanin bob-
rek fonksiyonlari normal olarak kaldi.

Anahtar sézciikler: bilateral renal anjiyomyolipoma, tuberosklerozis kompleksi, nefron-koruyucu cerrahi

enal angiomyolipoma is a rare benign neoplasm (1-3% of all renal tu-

mors) composed of varying amounts of mature adipose tissue, smooth

muscle and thick-walled blood vessels. A 20% of all renal AMLs are as-
sociated with tuberous sclerosis. In patients with TSC, AML is usually multiple,
bilateral and symptomatic natures. Patient’s symptoms and size of the lesion are
the determinants for the choice of the treatment. In general, symptomatic or
greater than 8 cm masses require intervention.

Due to its benign nature, renal AMLs represents an ideal lesion for nephron-
sparing treatment by tumour enucleation, partial nephrectomy or selective arte-
rial embolization (1,2). However, there are limited numbers data with regard to
nephron sparing surgery of renal AMLs especially in bilateral cases with TSC.
We report the treatment result of bilateral nephron-sparing surgery of a patient
with giant bilateral renal AMLs and TSC.

Case report

A 25-year-old women was admitted to our clinic due to bilateral pain in
costovertebral angle. On physical examination, she was found to have sebaceous
adenomas. The patient’s history was completely free of neurological symptoms,
such as epilepsy or mental retardation. Renal sonography showed typical multi-
ple hyperdense lesions in both kidneys. The abdominal computed tomography
(CT) scan showed multiple tumour lesions in both kidneys with a varying con-
tent of fat, which was suggestive of renal AMLs (Figure 1). The multiple tu-
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Figure 1. Initial contrast-enhanced CT of the abdomen shows a gaint
angiomyolipoma in the left kidney with a large angimyolipoma in the
right kidney..

mours in the left kidney varied from 0.5 to 15 and in right
kidney varied from 0.5 to 9 cm in maximum diameter. In
cerebral CT, multiple bilateral calcifications indicated cor-
tical tubers were revealed. Her creatinine at presentation
was 0.9 mg/dl.

The patient subsequently underwent left renal neph-
ron-sparing surgery by using extraperitoneal flank incision
through 11* or 12* rib firstly. The largest resected lesion
was 15x13 cm. A double-]J stent was placed because of a de-
fect that occurred in collecting system and it was removed
in postoperative first month. Right nephron-sparing sur-
gery was done in the same technique above mentioned 4
months after the first operation. The largest resected le-
sion was 9x7.5 cm. No stent was used in this operation.
Renal lesions in the both renal units were resected with a 1
mm margin of normal parenchyma without renal arterial
clamping. Smaller lesions (<5mm in maximum diameter)
in the centre of the kidneys were not resected in order to
preserve renal tissue. No significant intraoperative or post-
operative complication was seen and blood transfusion was
not necessary in these operations.

The final pathological examination confirmed AML.
Postoperative creatinin was 1.1mg/dl and CT did not
show contrast dye extravasations (Figure 2). Only a few
small AMLs were seen in both kidneys and the renal func-
tions were normal at the first year of follow-up.

Discassion

Renal AML is a clonal neoplasm, apparently part of a
family of neoplasms derived from perivascular epithelioid
cells (3). It is a commonly benign unilateral (>80%) renal
tumour that occurs predominantly in women between the

Figure 2. The postoperative CT after contrast dye administration of the
abdomen demonstrates small foci of angiomyolipoma in bilateral kidneys
and both kidneys are functional as well..

4 and 7* decade of life and most of them are asymptomat-
ic (3). Tuberous sclerosis complex (TSC) is an autosomal
dominant disorder transmitted by TSC1 and TSC2 genes
characterised by seizures, mental retardation and hamar-
tomatous lesions, including facial angiomyolipoma, sub-
ependymal gaint cell astrocytoma, cardiac rhabdomyoma
and renal angiomyolipoma (4). The hallmark lesion of the
central nervous system is a superficial cortical hamartoma
of the cerebrum, which sometimes looks like hardened
gyri, creating the appearance of a tuber (root). Up to 40%
to 80% of patients with TSC develop renal AMLs. Renal
AMLs associated with TS most often occur at a younger
age (mean age 17 y), develop bilaterally, with an approxi-
mately equal prevalence among male and female patients,
are of larger size and these tumours are more frequently
symptomatic than patients with sporadic disease (5).
Treatment is recommended for patients with pain,
retroperitoneal haemorrhage, hematuria, hypertension,
palpable mass and anaemia (1). It is suggested that re-
nal AMLs that are less than 4 cm in diameter tend to be
asymptomatic and generally do not require intervention
and should be observed every 12 months with CT or US
(6). These lesions are symptomatic in approximately 23%
of cases. When renal AMLs are >4 c¢m in size, the incidence
of symptoms increases to 82% and these patients have sub-
stantial risk of bleeding (7). AMLs that are more than 8
cm in diameter increase the risk of morbidity significantly.
Therefore, it is suggested that renal AMLs greater than 8
cm and symptomatic renal AMLs of any size should be
managed surgically to prevent associated complications
such as rupture and haemorrhage. In addition, all suspi-
ciant renal lesions for malignancy have to be explored.
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Because of the benign nature, the principles of manage-
ment are resolution of symptoms and prevention of fatal
morbidity without compromising renal function, except
for rare cases of the malignant epithelial type (4). Selec-
tive arterial embolization and nephron-sparing surgery are
renal preserving treatment modalities available for patients
with these benign neoplasms. Selective arterial emboliza-
tion is recommended for patients with solitary kidneys
and/or haemorrhagic AML (2). But re-embolizatoion or
secondary surgery requires in about 25% of patients due to
recurrence of symptoms or re-bleeding (4,8). In addition,
a risk of unexpected large ischemic change should be kept
in mind when treating a tumour with multiple feeding ar-
teries (6).

Nephron-sparing surgery is preserves as much paren-
chyma as possible and, therefore, it should be performed
whenever possible in these benign lesions. However, the
studies related to NSS included only a small number of pa-
tients with TSC (3 of 55) (1,9). Heidenrich performed NSS
in 28 patients 2 of whom had bilateral renal AML and they
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Malignant melanoma (MM) of the penis is rare and accounts for a small percentage of malig-
nant melanomas and of malignant penile lesions. The problem of the therapeutic approach is still
unsolved. In general prognosis is poor and most patients die within a few years becouse of the
distant metastasis.

Key words: Malignant melanoma, penis, urethra
Bu makalede glans penis ve eksternal meatusunda MM'u olan 73 yasindaki erkek hasta yayin-
landi. Penis'in MM'u oldukca nadirdir ve MM'larin ve penisin malign lezyonlarinin oldukca az bir

kismini kapsar. Tedavi yaklasimindaki sorun hala giderilememistir. Genelde prognozu kéttdir ve
hastalarin cogu uzak metastas nedeniyle birkag yil icinde 6lmektedir.

Anahtar sozciikler: Malign melanom, penis, iiretra

rimary MM of the penis and male urethra are uncommon neoplasms.

MM of the urethral meatus, the glans penis, the prepuce and the pe-

nile shaft are cutaneous forms, while melanomas of the rest of the
urethra are mucosal forms. The diagnosis is often delayed by the patient’s
reluctance to consult a physician and by the intrinsic difficulty of such a
rare neoplasm. We present a case of malignant melanoma of glans penis and
urethral meatus.

Case report

The patient, 73 years old, presented to the urology department of our
hospital with pigmented plaque on his glans penis, which had been present
for 1 year and rapidly increasing in the last 4 months. Physical examination
revealed an approximately 1 cm diameter, unevenly black pigmented, poorly
circumscribed, flat lesion on glans penis situated around the meatus externus
and merges in the distal part of the urethra. Bilateral palpable inguinal lym-
phadenopathy was present. There was an approximately 0.5 cm diameter,
soft nodule on the left side of the penile shaft (Figure 1). Chest radiography,
sonography of the liver did not show evidence of metastatic disease, but
bilateral inguinal lymph node metastases showed by computerized tomog-
raphy of the lower abdomen. Incisinal biopsy was done to penile lesions
and inguinal lenf node. The histologic diagnosis was: cutaneus lentiginous
MM of the glans (Figure 2a, 2b), 5.64 mm in thickness, with multiple con-
glomeruleted lenf node metastasis. Patient refuse the all treatment modali-
ties, and died six months later.
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Figure 1. The malinant melanoma of the glans penis and urethra with
inguinal lyphadenopathies.

Discussion

MM of the penis accounts for less than 1% of all prima-
ry penile malignant lesions (1) and for less than 0,2% of all
malignant melonamas in men (2-3). It is usually localized
in the glans penis (82%), flowed by the prepuce, the ure-
thral meatus and the penile shaft (3). The peak incidence
is seen in the sixth to seventh decade (4,5). In advanced
stages of the dissease, patients may present symptoms of
dysuria, obstruction, haematuria, discharge and occasion-
ally melanuria and fistula formation. As happens with oth-
er neoplasms of the penis, there is often a long interval be-
tween first symptoms and the definitive diagnosis. In fact,
the diagnosis is often delayed by the patient’s reluctance to
consult a physician and by the intrinsic dificulty in clinical
diagnosis of such a rare neoplasm (2,3).

MM present clinically as approximately 1 cm. in di-
ameter, blue-black to reddish-brown pigmented papule,
plaque or ulceration. The clinical differential diagnoses
includes junctional melanocytic naevus, penile melanosis,
penile lentigo and atypical pigmented penile macules (6).
These completely benign lesions are usually clinically in-
distinguishable from MM. Therefore, in order to establish
a definitive diagnosis and to avoid large and useless surgical
removal in any case of suspected pigmented genital lesion
a incisinal biopsy with subsequent histologic examination

should be performed.

In cases of penile MM, stage I disease is confined to the
penis, stage II is metastatic to regional lymph nodes and

Figure 2a. malignant melanoma of penis 5.64mm in thickness
(H.E.magnification 100x).

Figure 2b. Malingnat melanoma cells (H.E. magnification x400).

stage III is dissemenated disease (7). At presentation, 43-
60% of the cases have lymph node involment (1-4).

The best treatment for penile melanoma is unclear.
Whereas some authors recommended an aggresive surgical
approach with total amputation of the penis, perineal ure-
throstomy and radical inguinal, iliac and obturator lymph
node dissection (8,9,10). But Stillwell et al, belive that
conservative penile surgery (local excision with 3 to 5 cm
margin or distal partial penectomy) with an appropriate
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margin when inguinal nodes are nonpalpable in a patient
with thin lesions (less than 1.5 mm) and prophylactic su-
perficial inguinal node dissection for those greather than
1.5 mm?’ thick and most authors agree with these treat-
ment (11,12,13). Some others reported that sentinel lym-
phadenectomy using radiocolloid mapping and dye locali-
zation avoided potential morbidity of bilateral superficial
inguinal node dissections and allowed accurate staging for
further treatment and prognosis (14,15).
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