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Sunct-Like Syndrome In A Patient With Small Cell Lung Cancer

Ktictik Hiicreli Akciger Kanserli Hastada SUNCT Benzeri Sendrom
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Short-lasting unilateral Neuralgiform headache attacks with conjunctival injection and tearing
(SUNCT) is a rare form of primary headache disorder. SUNCT-like syndrome or secondary SUNCT
has been also described in the literature. We report the first case of SUNCT syndrome in a patient
with a previous diagnosis of small cell lung cancer. Brain magnetic resonance imaging of this pa-
tient revealed a lesion located in the right temporal muscle. He had a moderate response to the
treatment with carbamazepine. SUNCT-like syndrome diagnosis should be evaluated carefully in
patients with previous history of lung cancer. Cranial metastases may be a trigger for this headac-
he syndrome, and cranial MRl is needed in investigating secondary SUNCT in these patients.
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Kisastirelitek taraflinoraljiform basagrisiataklari, konjonktival injeksiyon ve gozde sulanma(SUNCT-
Short-lasting unilateral Neuralgiform headache attacks with conjunctival injection and tearing)
primer basagrilarinin nadir bir formudur. SUNCT benzeri sendrom veya sekonder gelisimli SUNCT
literattirde tanimlanmustir. Biz SUNCT sendromlu kiictik hticreli akciger kanseri tanisi olan ilk olgu-
yu sunuyoruz. Hastanin kraniyal manyetik goriintiilemesinde sag temporal kas icinde yerlesimli
bir lezyon saptandi. Karbamazepin ile tedaviye orta derecede yanit verdi. SUNCT benzeri sendrom
tanisi, akciger kanseri olan hastalarda dikkatli bir sekilde degerlendirilmelidir. Kraniyal metastazlar
bu basagrisi sendromunu tetikleyebilir ve hastalarda sekonder SUNCT arastirilirken kraniyal MRG
gereklidir.

Anahtar Kelimeler: kiigiik hiicreli akciger kanseri, SUNCT sendromu, manyetik rezonans goriin-
tiileme

SUNCT syndrome (Short-lasting uni-
lateral Neuralgiform headache

paniments being rather constant
and prominent (4). The charac-
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attacks with Conjunctival Injec-
tion and Tearing) is a rare form of
strictly unilateral headache with
prominent autonomic symptoms
(1). This syndrome was first de-
scribed in 1978 by Sjaastad et al
(2).This syndrome is one of the
Trigeminal Autonomic Cephalgias
(TACs), this form of short-lasting
headache is also among the rarest
of headache syndromes (3). The
clinical picture consists of brief at-
tacks of moderate to severe orbital
/ periorbital pain accompanied by
ipsilateral conjunctival injection,
lacrimation, and nasal obstruc-
tion or rhinorrhea, the accom-

ter of the pain is a burning sen-
sation, stabbing or electric shock-
like, lasting from 5 to 250 sec-
onds. Patients may have up to 30
episodes per hour but usually the
frequency is 5-6 per hour (4-6).
Diagnostic criteria for SUNCT syn-
drome was defined in the second
edition of the International Clas-
sification of Headache Disorders
(ICHD-II) (7). SUNCT syndrome
is a rare condition that predom-
inates slightly in men (8). In the
vast majority of patients, etiology
and pathogenesis are unknown. A
secondary SUNCT or SUNCT-like
syndrome has been described in
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some patients with either intra-
axial or extra-axial posterior fos-
sa lesions, mostly vascular distur-
bances / malformations, and pitu-
itary abnormalities. It is remark-
able that most of the lesions in-
volve the posterior fossa or the
posterior part of the brain (3, 6,
8,9).

We present a new case of secondary

SUNCT syndrome in a 57 year old
male patient with a diagnosis of
small-cell lung cancer (SCLC).

Case Report

A 57-year-old man with a previous

diagnosis of small cell lung can-
cer, was admitted because of a
new history of headache. He was
diagnosed with an extensive dis-
ease metastatic to the liver and
bones six months ago. His cranial
computed tomography (CT) scan
was normal at baseline. He had an
early relapse after six cycles of cis-
platin-etoposide  chemotherapy
with a progression of the primary
thoracic tumor. On admission, he
described few recent episodes of
severe left sided orbital and tem-
poral pain. His pain was strictly
unilateral on the left side with a
stabbing character. He had an ex-
cruciating pain located at the pe-
riorbital area with radiation to the
fronto-parietal area of the head.
This brief paroxysmal pain was
accompanied by lacrimation and
redness of the ipsilateral eye, and
nausea. The usual duration of pain
attacks was changing between 60
to 120 seconds. He had 1-2 attack
per day. Any well defined trigger-
ing movement was described. A
cranial CT scan showed any le-
sions. Thereafter the patient re-
ceived two cycles of topotecan as
a second line therapy. He experi-
enced a mild improvement for this
complaint of unilateral headache

with diclofenac sodium, but his
pain had worsened over the sec-
ond line therapy period, and he
readmitted with this complaint of
headache. He was a 70 pack-years
ex-smoker who had quit smoking
one year earlier, and he had a his-
tory of type 2 diabetes mellitus,
controlled with insulin. He had
no previous history of migraine or
headache, but his mother and his
brother had a history of migraine.
His neurological and ophthalmo-
logic examinations were normal.
A cranial magnetic resonance im-
aging (MRI) (Figure-1) revealed
an increased intensity in the re-
gion of the right temporal mus-
cle. A SUNCT-like syndrome was
diagnosed, and he was started on
carbamazepine 400 mg daily from
which there was a moderate ben-
efit, and then the carbamazepine
dose was increased to 800 mg dai-
ly, nevertheless he had no further
improvement. He died due to the
progression of his malignancy
with hepatic encephalopathy one
month after his readmission.

Discussion

SUNCT syndrome is a rare form of

trigeminal autonomic cephalgias,
that predominates slightly in men,
with a mean age of onset around
50 years. It is characterized by
strictly unilateral attacks centered
on the orbital or periorbital
regions, forehead, and temple.
Most attacks are moderate to
severe in intensity and burning,
stabbing or electrical in character.
The usual duration ranges from
5 to 240 seconds, although the
reported range of duration is 2
seconds to 20 minutes. Ipsilateral
conjunctival injection and
lacrimation are present in most,
but not all patients (8).The new
diagnostic criteria according to
the ICHD-II for SUNCT is given

Figure 1. Cranial magnetic resonance
imaging (MRI) showed an increased intensity
in the region of the right temporal muscle
marked with a thicken arrow.

in table-1 (7), and they have
been met for the diagnosis of the
reported patient.

The TACs are characterized by short-
lasting headaches with autonom-
ic features, since the differential
diagnosis includes mainly these
trigeminal-autonomic cephalgias.
Short-lasting attacks of unilateral
pain are much briefer than those
seen in any other TAC and very of-
ten accompanied by prominent
lacrimation and redness of the
ipsilateral eye (7). Most cases of
SUNCT syndrome described in the
medical literature are primary, but
several cases of secondary SUNCT
or SUNCT like syndrome have
been reported, and they are rath-
er related to posterior fossa and
pituitary abnormalities. Causes of
symptomatic SUNCT syndrome
have included posterior fossa le-
sions (such as cerebellopontine
angle AVMs, brainstem cavern-
ous angiomas, posterior fossa le-
sions in an HIV/AIDS patient, se-
vere basilar impression causing
pontomedullary compression in a
patient with osteogenesis imper-
fecta, craniosynostosis resulting
in a foreshortened posterior fos-
sa, pontocerebellar astrocytoma,
cerebellopontine angle and fron-
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Table 1. Diagnostic criteria for SUNCT (Short-lasting unilateral Neuralgiform headache attacks with Conjunctival Injection and Tearing)

A. At least 20 attacks fulfilling criteria B-D

B. Attacks of unilateral orbital, supraorbital or temporal stabbing or pulsating pain lasting 5-240 seconds

C. Pain is accompanied by ipsilateral conjunctival injection and lacrimation

D. Attacks occur with a frequency from 3 to 200 per day

E. Not attributed to another disorder !

T History and physical and neurological examinations do not suggest any of the disorders listed in groups 5-12,
or history and/or physical and/or neurological examinations do suggest such disorder but it is ruled out by
appropriate investigations, or such disorder is present but attacks do not occur for the first time in close tem-

poral relation to the disorder

tal lobe meningiomas, anomolous
vertebrobasilar vascular develop-
ment, brainstem and upper cer-
vical lesions secondary to Devic’s
syndrome and multiple sclerosis,
pituitary tumors (such as a non-
functioning pituitary adenoma,
prolactinomas, acromegaly) and
miscellaneous causes such as a
cavernous sinus leiomyosarco-
ma, orbital cyst, intraorbital met-
astatic bronchial carcinoid, and
an HIV patient with no opportu-
nistic infections and normal brain
imaging. A case of a patient with
SUNCT syndrome who also was
HIV-positive, and had no oppor-
tunistic infections with a normal
brain imaging has been reported.
Even the authors raised the possi-
bility of a causal relationship be-
tween the two conditions, an al-
ternative explanation is a coinci-
dental occurrence of the two con-
ditions (8, 11). This case is also
addressed to a similar possibili-
ty, since we report a patient with
SUNCT syndrome who also had a
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Intracranial arachnoid cysts are cer-

Arachnoid cysts are collections of cerebrospinal fluid within the arachnoid membrane. They
are benign, congenital lesions, and are usually asymptomatic. Rarely, they may become acutely
symptomatic, due to cyst enlargement, subdural or the presence of the intracystic hemorrhage.
Intracranial arachnoid cyst associated with subdural hematoma is an uncommon after minor
head trauma or spontaneous. The damage to the bridging veins within the cyst, or on the wall of
the cyst, is thought to be a source of possible bleeding. We report here the case of a 29-year-old
man who, after a minor head injury, developed subacute subdural hematoma associated with an
underlying arachnoid cyst. It is important to keep in mind that arachnoid cysts can be associated
with subdural hematomas.

Key Words: arachnoid cyst, subdural hematoma, intracystic hemorrhage

Araknoid kistler, araknoid membran icinde gelisen beyin omurilik sivisi iceren birikimlerdir. Bunlar,
dogumsal, selim seyirli lezyonlardir ve genellikle asemptomatiktirler. Nadiren, kistin genislemesi,
subdural veya kist icerisine kanama nedeni ile akut olarak semptomatik hale gelebilirler. Araknoid
kistin spontan veya minor kafa travma sonrasi kanamasi ile gelisen subdural hematom olgulari
nadirdir. Kist duvar veya icerisindeki kopri venlerinin hasarlanmasi muhtamel kanama kaynagi
olarak dusuintlmektedir. Bu yazida, 29 yasinda erkek hastada minor kafa travmasindan sonra ge-
lisen altta yatan araknoid kist ile iliskili subakut subdural hematom olgusu bildirilmistir. Araknoid
kistlerin subdural hematomlarla iliskili olabilirliginin akilda tutulmasi 6nemlidir.

Anahtar Kelimeler: Araknoid kist, subdural hematom, intrakistik kanama

cits, and, in children, macrocra-

ebrospinal fluid-filled collections
between the arachnoid layers,
which are benign developmental
anomalies accounting for 1% of
all atraumatic intracranial mass le-
sions (1). They are located in the
middle cranial fossa in 25-80% of
cases. Almost all of these cysts are
unilateral, with a slight predilec-
tion for the left side and the male
gender (1,2). They are often di-
agnosed in childhood as inciden-
tal findings in imaging. They usu-
ally remain fairly stable in size.
However, 60-80% of cases ulti-
mately become symptomatic (3).
Seizures, signs of raised intracra-
nial pressure, neurological defi-

nia and developmental retarda-
tion are the main symptoms (2).
However, very rarely they can be
symptomatic due to hemorrhage
of the cyst. Subdural hematomas
are infrequent complications of
arachnoid cysts, with or without
preceding trauma (2). This report
describes a patient with left mid-
dle fossa arachnoid cyst that pre-
sented as a subacute subdural he-
matoma after minor closed head

injury.
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Case Report

A 29-year-old man was admitted to
our emergency department with
a severe headache and nausea.
Results of a neurological exami-
nation were normal. His clinical
history revealed a fall from a bi-
cycle 2 months earlier. The pa-
tient had visited a private hospi-
tal 4 weeks after the initial injury,
complaining of headache. A cra-
nial computed tomography (CT)
scan showed a left middle cranial
fossa hypodense lesion in the re-
gion of the sylvian fissure, which
was a type II arachnoid cyst, ac-
cording to the Galassi classifica-
tion, and thinning of the overly-
ing calvaria at that time (Figure 1).
The cyst was considered asympto-
matic and the patient was given
analgesic drugs.

However, the patient’s headache
worsened and he came to our hos-
pital. A cranial CT scan revealed
a left frontoparietal isodence su-
bacute subdural hematoma, with
a maximum thickness of 1.4 cm,
compressing the left lateral ventri-
cle, a 1.1-cm midline shift, and left
hemispheric edema (Figure 2).

The patient underwent a two-burr-

hole surgery, on the frontal and
parietal bones. The subacute sub-
dural hematoma was confirmed
and evacuated. Postoperatively,
the patient reported headache
relief. A control cranial CT study
after evacuation of the hemato-
ma revealed an arachnoid cyst in
the middle cranial fossa. The pa-
tient was asymptomatic and cra-
nial magnetic resonance imaging
(MRI) revealed that the arachnoid
cyst was the same size 5 months
later.

Discussion

The natural history of arachnoid

cysts is still not well defined.
While many are silent, in some
cases they become symptomatic
if there is acute cyst enlargement,
subdural effusions after rupture
of the cyst, or subdural or intra
cystic hemorrhage. Hemorrhage
into or around an arachnoid cyst
is primarily precipitated by minor
trauma and, very rarely, can be
spontaneous. Several reports have
been published on the association
of arachnoid cysts with subdural
hygroma and subdural hematoma
after minor head injuries. There

Figure 1. On an initial computed tomography
image, the arachnoid cyst showed a well-
defined cystic mass, 3.2x4 cm, in the left
middle fossa.

Figure 2. On a subsequent CT image, a left
frontoparietal isodence subdural hematoma
was seen, 1.4 cm thick, as was a 1.1-cm
midline shift and left hemispheric edema.

is no clear explanation for the
pathogenesis. However, damage
to the bridging veins within the
cyst, or on the wall of the cyst, is
thought to be a source of possible
bleeding (2). Additionally, the cyst
can be ruptured, then returned to
a hygroma, and transformed into
a hematoma. Intra-cystic or sub-
dural hemorrhage can mask the
presence of an arachnoid cyst and
can make it difficult to distinguish
an arachnoid cyst on CT. The su-
bacute intracytic or subdural he-
matoma is typically isodence on
CT. MRI is useful in such cases.

The management of arachnoid cysts

is still controversial; it includes
both conservative non-operative
and operative treatments. Opera-
tive treatments include cyst sur-
gery (fenestrating, resection or
extirpation of cyst membranes),
cyst shunting, or combinations of
the two methods (2,3). Asympto-
matic arachnoid cysts do not re-
quire treatment and no evidence
exists to suggest that operative
treatment prevents bleeding (2).
The annual hemorrhage risk for
chronic subdural hemorrhage in
patients with a middle cranial fos-
sa cyst remains about 0.04% (2).

In our case, the cyst was asympto-

matic until the injury, and the
patient, were treated by irrigat-
ing the hematoma through burr
holes; this was because his symp-
toms were considered to be pri-
marily due to the increased intrac-
ranial pressure caused by the sub-
dural hematoma. The patient’s
symptoms resolved immediately
after the operation; thus, no cyst
surgery was performed. The pa-
tient was followed up using mag-
netic resonance imaging. No sub-
dural hematoma recurred dur-
ing the postoperative period of
5 months, and the arachnoid cyst
was not enlarged.

Ayse Karatas, Mehmet Akgiil, Feyzullah Akyiiz, Osman Akgiil, Murat Désoglu
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Arachnoid cysts of the middle cra-

nial fossa, revealed with subdur-
al hematomas, can be operated
on in two ways: first, the subdur-
al hematoma should be evacuated
as an emergency treatment, as in
our case, and delayed cyst surgery
should be performed if the cyst

REFERENCES

1.

Iaconetta G, Esposito M, Maiuri F,
et al. Arachnoid cyst with intracystic
haemorrhage and subdural haema-
toma: case report and literature revi-
ew. Neurol Sci 2006; 26: 451-455.

has become symptomatic on fol-
low up (2). However, if a craniot-
omy is performed to evacuate the
space-occupying collection, cyst
surgery can be done during such
a procedure.

Parsch CS, Krau J, Hofmann E, et
al. Arachnoid cysts associated with
subdural hematomas and hygro-
mas: Analysis of 16 cases, long-term
follow-up, and review of the literatu-
re. Neurosurgery 1997; 40: 483-490.

Conclusion

It is important to keep in mind that
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Subacute sclerosing panencephalitis

We report a 27 years old man who was admitted to our hospital with progressive dementia that
had begun two years ago. In his past medical history, his family reported a transient period of
frequent falling and drop attacks of the head without any change of conscious, started when he
was at age 18 and continued over three years; then he had a symptom-free period between the
ages of 21-25 years. He had neither myoclonus nor periodic sharp and slow-wave discharges on
electroencephalography (EEG) during the second phase of the disease that we saw him at age 27.
Cerebrospinal fluid investigation disclosed high anti-measles IgG antibodies titer (1/640) and the
patient was diagnosed with subacute sclerosing panencephalitis (SSPE). To our knowledge, this
is the first case who had biphasic course without typical EEG findings of SSPE in the later phase
of the disease.

Key Words: subacute sclerosing panencephalitis, electroencephalography

Biz 2 yil 6nce baslayan ilerleyici demans tablosu ile hastanemize basvuran 27 yasindaki bir erkek
hastayi sunuyoruz. Hastanin ailesi, hastada 18 yasinda baslayip 3 yil devam eden, biling degisikligi
olmaksizin yere diisme ve basta ani diismeler seklinde sik ataklar oldugunu, bu dénemi takiben
21-25 yaslari arasinda hastanin tamamen normale dondiigiini bildirdi. Hastayr hastaliginin ikinci
fazinda 27 yasinda iken gordiigiimiizde, ne myoklonus ne de elektroensefalografisinde (EEG) pe-
riyodik keskin ve yavas dalga desarjlari vardi. Hastanin beyin omurilik sivisi incelemesinde yiiksek
titrede anti-kizamik antikorlari (1/640) varligi saptandi ve hastaya subakut sklerozan panensefalit
tanisi konuldu (SSPE). Bizim bildigimiz kadari ile bu, bifazik seyreden, hastaligin daha ileri evresin-
de SSPE'nin tipik EEG bulgulari olmayan ilk vaka bildirimidir.

Anahtar Kelimeler: subakut sklerozan panensefalit, elektroensefalografi

diffuse involvement of subcortical

(SSPE) is a persistent measles infec-
tion of the central nervous system
that causes progressive inflamma-
tion and gliosis in brain leading to
vegetative state followed by death.
SSPE usually affects children and
adolescents (1). Clinical features
are characterized by progressive
mental and motor deterioration,
and myoclonus (2). Myoclonus
can present as difficulty in gait,
falling or dropping of the head.
The electroencephalogram (EEG)
usually reveals periodic complexes
consisting of bilateral symmetric
synchronous, high voltage bursts
of delta waves (2). Brain magnet-
ic resonance imaging (MRI) shows

white matter that is usually seen in
the occipital region initially. Cere-
brospinal fluid (CSF) examination
is generally normal except for high
protein and IgG levels. The diag-
nosis is based on the raised titers
of anti-measles antibodies in CSF
(2). Although SSPE has usual clin-
ical properties in the childhood,
adult-onset SSPE is rare and may
have atypical course (3-8).

Case History

A 27-year-old male was admitted to

our hospital with progressive de-
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mentia, behavioral changes, uri-
nary incontinence and gait distur-
bance that had begun two years
ago. In his past medical history,
his family reported a transient pe-
riod of frequent falling and drop
attacks of the head without any
change of conscious that had start-
ed at 18-year-old age and contin-
ued over three years; because of
the frequent falling attacks he had
to quit his job and nursed by his
parents. The family reported that
although several combinations of
antiepileptic agents had been tried
for the falling attacks, it had not
been seen any influence, and the
falling attacks terminated spon-
taneously at age 21. Then he re-
turned to his job as a seller and
even he joined the army as a sol-
dier in that period. Moreover, his
family described he had had mea-
sles infection at age 2.

His physical examination was nor-
mal. Neurological examination
revealed disorientation to time,
place and people, spasticity and
hyperactive deep tendon reflexes
in all extremities, bilateral Babin-
ski sign, spastic and mildly ataxic
gait. Myoclonic jerks or drop at-
tacks were not present in neuro-
logical examination. Mini-Mental
State Examination score scale was
5/30. Neuro-psychological exami-
nation demonstrated psychomo-
tor slowing, blunted affect, im-

paired attention and concentra-
tion, verbal perseverations, dysno-
mia, dysgraphia, dyslexia, dyscal-
culia, clothing and constructional
apraxia, right-left confusion, geo-
graphical disorientation and fin-
ger agnosia..

Routine blood chemistry studies re-

vealed mildly increased levels of
liver enzymes and serum lipids.
Blood counts, sedimentation rate,
thyroid function tests, and levels
of serum B12 and folic acid were
all normal. VDRL and anti-HIV an-
tibodies were negative. Hepatobil-
iary ultrasonography showed mild
hepatosteatosis. Hepatolenticular
degeneration was excluded based
on the normal levels of serum ce-
ruloplasmine, urine copper and
absence of Kayser-Fleischer ring.
Although routine EEG showed
only bilateral mild diffuse slow
wave activity (a background activ-
ity of 7 Hz) without any periodic
sharp and slow-wave discharges
at admission (Figure 1), bilater-
al periodic sharp and slow-wave
discharges were seen on EEG per-
formed when he was 20-year-old
age (that was found in his past
medical records) (figure 2). Brain
MRI showed diffuse cerebral atro-
phy and increased intensity in bi-
lateral periventricular and subcor-
tical white matter on T2 weighted
images. Cerebrospinal fluid (CSF)
examination showed high pro-

Figure 1. Electroencephalogram showing bilateral diffuse slow
wave activity without any periodic sharp and slow-wave discharges

at admission in the second phase of the disease.

tein level (73 mg/dl) and IgG in-
dex (1.13), and oligoclonal bands.
Furthermore, anti-measles IgG an-
tibodies titer was high (1/640) in
CSF. The patient was diagnosed
with SSPE based on the clinical
and laboratory findings, and treat-
ed with interferon beta 1a 44mcg
subcutaneous injections three
times in a week and oral inosiplex
100mg/kg/day but did not seen
any clinical response over three
months.

Discussion

We thought the first signs of SSPE in

our patient had begun at 18 years
old age based on his past medical
history and EEG findings at age 20,
and he had spontaneous remission
at age 21. Then he had a symp-
tom-free period between the ages
of 21-25 years. It has been known
that spontaneous remission is pos-
sible in childhood-onset SSPE cas-
es, however, it is rare in adult-on-
set SSPE cases. Although around
100 cases of adult onset SSPE cases
have been published to date, only
a few of them have been reported
having spontaneous remission in
the disease course (3,5,7,8).

In SSPE cases, memory loss and per-

sonality changes usually occur
with myoclonus and focal neuro-
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Figure 2. Electroencephalogram showing bilateral periodic sharp
and slow-wave discharges in the first phase of the disease.
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logical deficits. Our patient’s past
medical history revealed myoclo-
nic jerks in the first phase of the
disease, however he had not myo-
clonus although he had memory
loss and personality changes dur-
ing the second phase of the dis-
ease that we saw him. It has been
known that EEG may be normal
or show only moderate non-spe-
cific generalized slowing in the
early phase of the disease (2, 4).
Even though our case had had typ-
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Kronik sinirli aortik ruptiir nadir bir antite olup ruptiire anevrizmalarin 6nemli bir alt grubunu
olusturur. Olusan psdédoanevrizma kesesi nadiren yaygin vertebra erozyonuna neden olabilir. Kro-
nik ruptdrler her an masif kanamaya yol acabileceklerinden acil cerrahi tedavi gerektirirler. Biz
bu yazida 31 yasindaki erkek hastada, aortik greft kullanilarak onarilan anevrizmanin anostomoz
lokalizasyonunda olusan nadir rastlanan bir kronik ruptiir olgusunun BT anjiografi ile tanisini su-
nuyoruz.

Anahtar Kelimeler: Torakal aort anevrizmasi, vertebra erozyonu, aortik greft, kronik sinirl rup-
tiir, BT anjiografi

Chronic contained rupture of aortic aneurysm is a rare entity but important subset of ruptured
aneurysms. The resultant pseudoaneurysmal sac may rarely cause extensive vertebral erosion.
Chronic contained ruptures may undergo massive hemorrahage at any time, therefore rapid sur-
gical repair is indicated. Here we describe an unusual case of a 31-years-old man with chronic-
contained rupture of a thoracal descendan aortic aneurysm at the site of prior graft repair of the
aneurysm diagnosing by CT angiography.

Key Words: Thoracal aortic aneurysm, vertebral erosion, aortic graft, chronic contained
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rupture, CT angiography

Kronik sinirlt aortik ruptiir, ruptiire

anevrizmalarin nadir rastlanan an-
cak 6nemli bir alt grubunu olustu-
rur (1). Vertebra erozyonu, kronik
ruptiire olan aort greftlerinin en-
der ancak cerrahi tedavi gerektiren
ciddi bir komplikasyonudur. Bu ya-
z1da, 7 yil 6nce desandan aort anev-
rizmast tamir edilen, sirt-bel agrist
sikayetiyle basvuran bir kronik aort
ruptiirii olgusunun bilgisayarli to-
mografi (BT) anjiografi ile tanisini
sunmayi amacladik. BT anjiografi,
aort grefti bulunan hemodinamik
olarak stabil genc hastada, verteb-
ra erozyonunun ayirict tanisinda
kronik ruptiirden diger nedenlerin
(vertebranin primer veya sekonder
timorleri, osteomyelit gibi) ayirte-
dilmesine yardimci olmustur.

Olgu Sunumu

31 yasindaki erkek hasta, bir yildir ba-

caklarinda guicsuizlik ve sirta-bele
yayilan agr1 nedeniyle hastanemize
basvurdu. 7 yil 6nce dis merkezde
torakal desendan aorta anevrizma-
s1 Dakron greft ile tamir edilmis-
ti. Hastanin sag hipoplazik bob-
rek ve hipertansiyon tanilar1 mev-
cuttu. Hemodinamik olarak stabil
hastanin TA 140/85 mmHg idi. Fi-
zik muayenesi normaldi. Norolojik
defisit saptanmadi. Laboratuar pa-
rametrelerinden; Hematokrit, erit-
rosit ve lokosit sayisi, sedimentas-
yon hizi;, CRP normal sinirlarday-
di. Torakoabdominal aortaya yo-
nelik CKBT anjiografi yapildi. 16-
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detektorli BT cihazinda (Lightspe-
eed 16, GE Medical systems, Mil-
waukee, WI) sag on kol veninden,
350 mg/ml'lik 100 ml non-iyonik
kontrast maddenin 4 ml/sn hiz-
la verilmesini takiben, toraks giri-
minden iliyak bifurkasyona kadar
kesitler elde olundu. BT teknik pa-
rametreleri soyleydi: kesit kalinli-
g1: 1.25 mm, pitch: 1.375:1, rotas-
yon zamani 0.5/sn, 120 kV, 200mA.
Gecikme zamani smart-prep (yari
otomatik bolus tracking) kulla-
nilarak ayarlandi. Elde edilen go-
runtiler is istasyonuna gonderildi.
Aksiyel, multiplanar reformat ve
3-boyutlu rekonstriiksiyon goriin-
tilerin incelenmesinde, desandan
aortada greft seviyesinde, torakal
4-6. vertebralar1 anteriordan ero-
de eden, pihti iceren yaklasik 50x
70x 60 mm boyutlu psdédoanevriz-
ma tesbit edildi (Sekil 1, 2). Eroz-
yonun spinal kanala uzanimi sap-
tanmadi. Her iki hemitoraksta ple-
ural mesafeler dogaldi. Ayrica ab-
dominal aortada trombiis iceren
yaygin anevrizmal dilatasyon mev-
cuttu. BT anjiografi bulgulariyla
torakal desandan aortada Dakron
greft anostomoz seviyesinde ver-
tebra erozyonuna yol agan kronik
ruptir tanist konuldu. Ek gorin-
tilemeye gerek gorilmedi. Hasta
cerrahiye alinarak kronik ruptiir
onarildi.

Tartisma

Aort anevrizmasi tamir edildikten

sonra greftle iliskili komplikasyon-
lar gorilme sikligina gore; anos-
tomoz sahasinda psodoanevriz-
ma gelisimi, greft trombozu, greft-
le barsak arasinda fistiil olusmast,
greft enfeksiyonu, anostomozdan
kanama, kolon iskemisi ve atero-
emboli olarak siralanabilir. Anos-
tomoz sahasinda gelisen anevriz-
maya bagli kemik erozyonu olduk-
ca nadir goralir (2).

Aort anevrizmalarinin kronik sinirl

ruptiiri tanimi ilk kez 1961°de Szi-
lagyi ve ark.(3) tarafindan kullanil-
mus olup bu grup tiim ruptiire aort
anevrizmalarinin yaklasik %4’ tnu
olusturmaktadir.

Kronik ruptiriin mekanizmas: net

olarak bilinmemektedir. Kiicik
anevrizmalarda aort duvart hala
saglam oldugundan yirtik sinirlt
kalmaktadir. Biiyiik anevrizmalar-
da ise boyut artis1 anevrizma cev-
resindeki reaksiyonu tetiklemek-
te ve sonucta kanin ekstravazasyo-
nuna kars1 yiiksek diren¢ meydana
gelmektedir (1-7).

Kronik ruptiiriin klinigi akut rupti-
re olan aort anevrizmalarindan
belirgin sekilde farklidir. Kronik
ruptiire olan anevrizmalar, akut
rupture olan anevrizmalardan ki-
cuktiir (%70’i 6cm’den kiigiiktiir)

(1). Ruptiir alan1 cok kiiciik oldu-
gundan, sizan kan cevre doku ta-
rafindan cevrilir. Kan kaybi1 yavas
ve uzun bir stirede gerceklestigin-
den, hastanin hemodinamik duru-
mu stabildir. Hematomun biyu-
mesi abdomende psoas kasi veya
vertebralar, toraksta pleural reflek-
sion ve adezyon gibi yapilar tara-
findan engellenir. Kronik ruptiir
sonucu olusan hematom, sakktiler
psddoanevrizmaya yol agar ve ice-
risinde basing arttikca kemik eroz-
yonuna yol acabilir. Bu gruptaki
hastalarin genellikle yasli, uzun za-
mandir devam eden, bastya veya
erozyona bagli sirt ve bel agrist si-
kayetleri vardir (1-7). Bizim olgu-
muz genc yasta olup 1 yuddir de-
vam eden sirt ve bel agris: sikayet-
leri mevcuttu.

Literatiirde kronik ruptir tarif edilen

vakalarin ¢ogunlugunu abdomi-
nal aort anevrizmast olusturmak-
tadir, bizim olgumuzda ilging ola-
rak kronik ruptiir sahast 6nceden
greftle tamir edilen desandan aort-
tur. Abdominal aort anevrizmalari-
nin buytik kisminda kronik ruptiir
alani arka ytizdedir (7, 8). Dakika-
da 80-90 kez tekrarlayan arteriyel
pulzasyonun etkisiyle zamanla ver-
tebrada yaygin destriiksiyon olusa-
bilir. Literatiirde, aortanin kronik
ruptiriine bagl vertebral erozyon
vakalart oldukga az sayidadir (2).
Vertebra erozyonunun aort anev-
rizmasi ya da enfeksiyon nedeniy-

Sekil 1. Torakoabdominal BT anjiografide, (A) aksiyel kesitte, desandan aortta dnceki Dakron greftle anostomoz seviyesinde hematom iceren
kronik sinirl ruptur (ok) ve torakal vertebra erozyonu, (B) Sagittal maksimum yogunluk goérintistunde (MIP) desandan aortta psédoanevrizma,
(C) Hacimsel gosterimde aortta yaygin anevrizmal genisleme ve torakal vertebralarda erozyon izlenmektedir.
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le olusup olusmadiginin ayirt edil-
mesi 6nemlidir (1, 2, 5). GOrunti-
leme bulgusu olarak, anevrizmaya
bagli olusan erozyon diizgin sinir-
Iidir ancak enfeksiyona bagli olu-
san erozyonun sinirlari diizensiz
olup net secilememektedir.

Kronik rupttir, hayat: tehdit eden ser-

best ruptiir acisindan biytk risk
tasimaktadir. Hematomun kade-
meli olarak biiytimesi sonucu du-
vardaki yirtik yeniden acilip masif
kanama olusabilir (1-8).

Bilgisayarli tomografi (BT) tanida en

kesin ve guvenilir yontemdir. BT
ile kemik destriksiyonunun uza-
nimu ortaya konur ve ruptiir bul-
gularinin erken tesbitine yardimci
olur. Kronik ruptir siklikla, aor-
taya komsu, nisbeten iyi sinirli yu-
musak doku dansitesiyle karekte-
rizedir. Kronik ruptiiriin BT bul-
gular: (1) Gergek anevrizma du-
varindaki kalsifikasyon halkasinda
defekt, (2) aortaya komsu iyi sinirl
yumusak doku dansitesi, (3) orti-
14 psoas kasi goriiniimi ve lezyon
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The presence of congenital stapes footplate fixation with other congenital ossicular defects or
middle ear anomalies is a rare condition. Anomaly can be sporadic or a part of a syndrome ori-
ginated from first or second branchial arch. Here we report a case of 10 years old female patient
who appealed to our clinic with the complaint of hearing loss at her left ear. When an exploratory
tympanotomy was performed, stapes footplate fixation with absent stapedial tendon and defec-
tive long process of incus was the pathology. This is a unique case who has these kinds of multiple
abnormalities at the same time.

Key Words: congenital, middle ear anomaly, stapedial tendon, stapes footplate fixation, incus
defect

Konjenital stapes taban fiksasyonunun diger konjenital kemikgik defektleri ya da orta kulak ano-
malileri ile birlikte olmasi ¢ok nadir bir durumdur. Anomaliler, sporadik olabildikleri gibi birinci ya
da ikinci brankial ark kaynakli bir sendromun parcasi da olabilirler. Bu yazida, klinigimize sol ku-
lakta isitme kaybi sikayeti ile basvuran 10 yasinda bir bayan hastay: bildiriyoruz. Eksploratif timpa-
notomi uygulandiginda, patolojinin stapes taban fiksasyonuyla birlikte stapedial tendon yoklugu
ve defektli inkus uzun kolu oldugu gériildi. Bizim olgumuz da, ayni anda bircok farkli anomalinin
birlikte bulundugu tek olgudur.

Anahtar Kelimeler: Konjenital, orta kulak anomalisi, stapedial tendon, stapes taban fiksasyo-

nu, inkus defekti

Congenital middle ear anomalies are

rare, sporadic and generally non-
familial (1). They may have oth-
er congenital abnormalities and
can also appear as a part of oth-
er syndromes. The origin of these
anomalies are usually first or sec-
ond branchial arch (1,2). In addi-
tion, syndromes like serviko-oku-
loakustik, Pfeiffer, bronko-oto-re-
nal or Kleippel-Feil can also be
the resource of these anomalies

1,2).

We investigated the literature in de-

tail and we found out that our
case is unique as we did not find
another case who had stapes foot-
plate fixation with absent stapes
muscle tendon and defective long
process of incus at the same time.

Case Report

On November 2007, a 10 years old fe-

male patient presented to us with
a non-progressive hearing loss at
her left ear. Her hearing loss had
been noticeable since she was 2
years old. There was not a history
of trauma and episodes of chronic
otitis media and also there was no
history of familial otological ab-
normalities.

On her otorhinolaryngological exam-

ination, there exist no pathological
finding. She had normal tympanic
membranes but tuning fork tests
revealed a conductive hearing loss
in the left ear with a mixed hear-
ing loss in pure tone audiogram
(bone threshold 26 dB, air thresh-
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Figure 1.

old 81 dB). Her mean air-bone
gap (ABG) values were calculated
in 3 frequencies (500, 1000, 2000
Hz) and it was 55 dB. In her right
ear, hearing was normal. Speech
discrimination scores were 75% in
the left and 100% in the right ear.
Impedence audiometry revealed
increased compliance in left ear
and normal middle ear pressure.
In high-resolution temporal bone
computed tomography (CT) there
was a finding of defect in the long
process of incus in the left ear and
mastoid cells were normal, filled
with air.

We performed exploratory tympan-

otomy on December 2007 under
general anaesthesia. We realised
that there was a defect at the long
process of incus as it was seen
in CT with the absence of mus-
culus stapedius tendon in addi-
tion to the absence of round win-
dow reflex. Also there was’nt an
otosclerotic focus and the stapes
footplate appeared to be blend-
ed with the surrounding otic cap-
sule. These all findings suggest-
ed us the diagnosis of congenital
stapes footplate fixation.

As there was an increased compli-

ance in impedence audiometry
and an incus long process defect
in CT preoperatively, the diagno-
sis of stapes footplate fixation was
made intraoperatively. We con-

cluded the surgery without per-
forming stapedotomy and hearing
reconstruction as her family de-
cided to wait until she can make
her own decisions about the sur-
gery after we gave information
about the possible complications
like sensoryneural hearing loss
(SNHL) or perilymphatic gusher.

Discussion

Congenital ossicular anomalies
are very rare and the incidence is
less than 1/15 000 births (3). Gen-
erally cases have non-progressive
conductive hearing loss with no
history of recurrent ear infections.
Otoscopic findings are normal in
these patients. Investigations like
impedence audiometry, audio-
gram or high resolution CT are
usually not enough to reach an
accurate diagnosis (4). Our case
had normal tympanic membrane
with non-progressive mixed hear-
ing loss in pure tone audiogram,
incus long process defect in CT
and increased compliance in im-
pedence audiometry. Although
in the light of these findings os-
sicular defect was diagnosed pr-
eoperatively; in exploratory tym-
panotomy with the other anom-
alies of absent stapedial tendon
and round window reflex, with-
out otosclerotic focus, the final
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The absence of eminencia pyramidarum on the left side

diagnosis was congenital stapes
footplate fixation. In postopera-
tive multislice CT scan we had the
chance to display the absence of
eminentia pyramidarum at the left
side. (Figure 1)

Congenital anomalies of ear can

seperate into major and minor
anomalies (5). While major anom-
alies consist of pinna, external ear
canal, tympanic cavity abnormal-
ities; we can mention ossicular
chain fixations and defects, oval
and round window anomalies as
minor anomalies (5). In our case
minor anomalies were identified
like stapes footplate fixation, ab-
sent stapedial tendon and defec-
tive long process of incus. In pre-
vious literature there exist no oth-
er anomaly like this.

When we evaluate the embryological

development of these structures
in order to analysis the abnormal-
ity in detail, we found two differ-
ent theory about embrological
origin of stapes. In one of these
theories, suprastructure and the
tympanic part of the footplate
develop from second branchi-
al arch and the vestibular part of
footplate from otic capsule (5,0).
Otic capsule can differentiate to
lamina stapedialis which gives
rise to annular ligament that en-
ables the stapes to be mobile. If
this fails, stapes footplate will fix-
ate. According to this theory our
case have both first and second
branchial arch anomalies at the
same time.

In an another theory, stapedial draft

develop from cranial tip of sec-
ond branchial arch and stapedial
tendon can arise from interhyale
at the second arch. Stapedial foot-
plate can alter from superior part
and suprastructure from inferior
part of this stapes draft. This seems
that otic capsule have no effect on
stapes footplate development (7).

Congenital Stapes Footplate Fixation With Uncommon Middle Ear Defects : A Case Report
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The

The footplate of stapes, musculus
stapedius and its tendon and long
process of incus have the same
embrological origin and they are
all parts of second branchial arch
(8). If we accept this theory, in our
case the occurance of all defects
can be explained on the same em-
brological process.

stapedotomy in congenital
stapes footplate fixation is still a
controversy in literature as the
results are different and usual-
ly worse than otosclerosis. In ad-
dition, complications like SNHL
and perilymphatic gusher can be
seen more frequently in congeni-
tal stapes fixation group than oto-
sclerosis (9). Especially in children
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Pankreasin lenfoepitelyal kistleri oldukca nadir goriilen neoplastik olmayan kistlerdir. Vakalarin
cogu asemptomatiktir ve diger hastaliklarin incelenmesi esnasinda tani konulur. Pankreasin len-
foepitelyal kistinin ayirici tanisi icerisinde musinéz kistik neoplazi ve intraduktal papiller miisinoz
neoplazi gibi pankreasin kistik neoplazileri veya psodokisti vardir. Pankreasin lenfoepitelyal kis-
ti cok cesitli goriiniimlerde olabilir, bu da ayirici taniyi ve tedavi stratejisini giiclestirir. Ince igne
aspirasyon biyopsisi uygulanabilir ancak tani sansi duslktir. Biz burada bilgisayarli tomografi
taramasinda rastlantisal olarak pankreas basinda kistik kitle saptanan 54 yasindaki erkek hastayi
bildirmekteyiz. Kitlenin preoperatif malign veya benign ayirici tanisinin yapilamamasi nedeniyle
hastaya eksploratif laparatomi uygulanmistir. Kistik kitle pankreatikoduodenektomi ile pankreas
basindan rezeke edilmistir. Patoloji incelemesi sonucu pankreasin lenfoepitelyal kisti olarak sap-
tanmistir.

Anahtar Kelimeler: pankreas, ayirici tani, lenfoepitelyal kist

Lymphoepithelial cysts of the pancreas are extremely rare, benign, nonneoplastic cysts. Most of
the cases are asymptomatic and diagnosed during a work-up for other diseases. Differential di-
agnosis of lymphoepithelial cyst of the pancreas may include pseudocyst or cystic neoplasm of
the pancreas such as mucinous cystic neoplasm and intraductal papillary mucinous neoplasm.
Lymphoepithelial cyst of the pancreas has various imaging presentations, making the differential
diagnosis and treatment strategy difficult. Fine-needle aspiration biopsy should be considered
but diagnosis is poor. Herein we report a 54-year old man who was admitted with a complaint of a
cystic mass of the pancreatic head discovered incidentally in a computed tomography scan. Due
to the lack of preoperative malign or benign differantial diagnosis of mass, the patient underwent
a explorative laparatomy. The cystic mass was resected from the pancreatic head by pancreatico-
duodenectomy. The final pathology was compatible with lymphoepithelial cyst of pancreas.

Key Words: pancreas, differential diagnosis, lymphoepithelial cyst

Pankreasin lenfoepitelyal kistleri, en- Olgu

der gorilen, patogenezi net ola-
rak belirlenememis ve erkeklerde 54 yasinda erkek hasta rutin kont-
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daha sik izlenen benign lezyonlar-
dir. Bag-boyun bolgesinde daha sik
izlenen lenfoepitelyal kistler, en
sik parotiste tek veya bilateral ag-
risiz biiyiime seklinde izlenir. izole
olabilir veya bobrek/pankreas kist-
leri ile birliktelik gosterebilir. Na-
dir gorilmeleri nedeniyle ameli-
yat Oncesi tant koymada zorluklar
mevcuttur (1).

rolleri sirasinda abdominal ultra-
sonografide pankreasta kistik lez-
yon saptanmasi Uzerine ileri tet-
kik ve tedavi amaciyla klinigimize
basvurdu. Hastanin bu kistik lez-
yona bagli aktif bir sikayeti bulun-
mamaktaydi. Yapilan fizik muaye-
nede patolojik bir bulguya rast-
lanmadi. Tam kan sayimi: normal
sinirlar icerisinde olan hastanin
kan biyokimyasinda; alkalen fosfa-
taz dizeyi 442 U/L (Normal Deger-
ler: 30- 120 U/L), karbonhidrat an-
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Sekil 1. Bilgisayarl tomografide pankreas
baginda multilokule kistik lezyon.

tijen 19-9 (CA 19-9) dizeyi 54 U /
ml (Normal Degerler: 0-39 U/ml),
diger tim degerleri normal olarak
saptandi. Cekilen kontrastli abdo-
minal tomografide pankreas basin-
da 35 x 25mm boyutlarinda septa-
I1 kistik olusum saptand: (Sekil 1).
Pankreatik kanal ve ana safra yolla-
rinda dilatasyon saptanmadi. Has-
taya yapilan endoskopik retrograd
kolanjiopankreatikografide pank-
reatik kanalda ve ana safra kana-
linda patolojiye rastlanmadi. Ta-
nisal amach bilgisayarli tomogra-
fi esliginde 2 kez ince igne aspi-
rasyon biyopsisi uygulandi ancak
malign-benign lezyon ayrimi yapi-
lamadi. Hastaya tanisal laparatomi
uygulandi. Eksplorasyonda pank-
reas basindaki lezyon palpe edil-
di ve pankreotikoduodenektomi
ile total olarak eksize edildi. His-
topatolojik incelemede kist duva-
rinin skuamoz epitel ile doseli ol-
dugu ve subepitelyal yogun lenfo-
id doku varlig: izlendi (Sekil 2a-b).

VO R N
Sekil 2a. Keratinize skuamoz epitelyum ile

doseli kistik lezyon ( H&E x4).

« - - e e
Sekil 2b. Keratinize skuamoz epitelyum ile
doseli kistik lezyon (H&E x20).

GoOruanimin pankreasin lenfoepi-
telyal kisti ile uyumlu oldugu ra-
por edildi. Ek tedavi disintilme-
yen hasta ameliyat sonras: 8. giin-
de sorunsuz olarak taburcu edildi.

Tartisma

Pankreasin kistik lezyonlar1 ender

gozlenmekle birlikte klinik, radyo-
lojik ve patolojik olarak ayrimlari
onemli olan lezyonlardir. Pankrea-
tit komplikasyonu olarak karsimi-
za ¢ikan pankreas psodokistleri en
sik izlenen kistik lezyonlardir. Ger-
cek kistler ise hemen daima neop-
lastiktir. Pankreasin ser6z ve miisi-
noz kistik neoplazileri ge¢miste de
bilinmekteyken son iki dekatta int-
raduktal papiller miisin6z neopla-
zi ve intraduktal onkositik papiller
miisindz neoplaziler tanimlanmis-
tir. Ser0z kistik neoplazilerin bi-
yuk cogunlugu benign iken, miisi-
noz kistik neoplaziler, intraduktal
papiller miisin6z neoplazi ve intra-
duktal onkositik papiller miisin6z
neoplaziler ise invaziv karsinom-
lar ile birliktelik gosterebilmekte-
dir (2,3).

Pankreasin lenfoepitelyal kistleri ise

goreceli olarak daha az taninan, li-
teratiirde vaka takdimi veya sinir-
It sayida hastanin yer aldigt kigik
vaka serileri halinde yer alan lez-
yonlardir. Sikligi, diger pankreatik
kistler ile iliskisi, klinik ve patolo-

i ]

& el

jik gortintimleri tam olarak tanim-
lanmamis, patogenezi ise hentiz
netlik kazanmamustir. Erkek/Kadin
oranit 4/1 olup, ortalama gorilme
yast 55°tir (35-82 yas) (4). En sik
izlenen semptom karin agrisidir.
Bulanti, kusma, anoreksi, kilo kay-
b1, sict agrisi, halsizlik, ates ve tit-
reme de izlenebilmektedir. Ancak
cogu vaka baska bir hastalik nede-
niyle uygulanan goriintiilleme yon-
temleri ile saptanmaktadir (5). Bi-
zim hastamiz da 55 yasinda erkek
hastaydi. Ancak pankreastaki kitle-
ye bagli olarak bir sikayeti bulun-
mamaktaydi.

Lenfoepitelyal kistler diizgiin sinir-

I1, cevre pankreas dokusundan iyi
sinirlanma gosteren lezyonlardir.
Intrapankreatik veya peripankrea-
tik olarak izlenebilmektedirler (6).
Ortalama boyutu 4,6 cm (1,2-17
cm) olarak belirtilirken, multilo-
kiler (60%) veya unilokiiler (40%)
olabilmektedirler. Degisik radyo-
lojik dansitelerde izlenebilmekte-
dir (7). Makroskopik olarak kaze-
0z veya peynirsi icerik olarak kar-
simiza c¢ikmaktadir. Mikroskopik
olarak kist skuamoz epitel ile do-
seli olarak izlenir ve subepitelyal
yogun lenfoid doku karakteristik-
tir. Lenfoid dokuda lenfoid foli-
killer izlenmektedir. Kist duvarin-
da izlenen lenfoid hiicreler buytik
oranda matir T lenfositler ve ger-
minal merkezleri olusturan B len-
fositlerdir. Sebase diferansiasyon
ender olarak gozlenebilmekte, da-
ginik misindz hicreler de izlene-
bilmektedir. Sebase veya miisin6z
komponentin dominant olmasi
dahilinde dermoid kist olarak ta-
mimlanmas:  gerekmektedir (8).
Bizim hastamizda kistin boyutu 35
x 25mm, icerigi de peynirimsi ki-
vamdaydi. Skuamoz epitelyum ile
doseli olup sebase veya miisinz
komponent izlenmedi.

Lenfoepitelyal kistlerin diger kistik

lezyonlardan ayrilmast 6nem arz
etmektedir. Tek basina radyolojik
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gorinimleri ayirict tanida yardim-
ct olmamaktadir. Radyolojik yon-
temler (bilgisayarli tomografi- en-
doskopik ultrasonografi) esliginde
yapilan aspirasyon ve ince igne bi-
yopsileri ameliyat 6ncesi tanida en
yardimci girisimlerdir (9). Kist ice-
riginin kimyasal incelemesi olduk-
ca yararli olmaktadir. Kist aspiras-
yon svisinin CEA, CA19-9 dizeyle-
rinin ve viskozitenin diisiik olmasi
ile 6zellikle misin6z neoplaziler-
den farklilik gostermektedir. An-
cak bu yorum kesin degildir ¢tinkii
bu sekilde icin sinirlt sayida vaka
vardir (10). Misin6z neoplaziler-
de histolojik incelemede subepi-
telyal bant seklinde lenfoid reaksi-
yon beklenmemektedir. Bunun ya-
ninda lenfoepitelyal kistlerde pa-
piller degisiklikler gozlenmezken,
miisin6z hiicreler de sik degildir
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Primary Malignant Fibrous Histiocytoma of Bone in Distal Radius A case of primary malignant
fibrous histiocytoma of bone (MFH-B) located in the distal region of the radius is presented. It
is very rare for primary MFH-B to be located in upper extremity particularly in wrist region. The
mainstay of treatment for MFH-B is wide resection combined with chemotherapy. This report
demonstrates a case of MFH-B of distal radius, treated successfully with surgery combined with
chemotherapy.

Key Words: primary, radius, malignant fibrous histiocytoma, bone

Kemigin primer malin fibréz histiyositomu (KPMFH) st ekstremite 6zellikle de bilek cevresinde
cok cok nadir yerlesim gdsterir. Kemigin primer malin fibréz histiyositomunun tedavisinin te-
melini lezyonun genis olarak rezeksiyonu ile kemoterapi combine edilmesi olusturur. Bu yazida,
radius alt kesiminde KPMFH tespit edilen ve ceraahi ile kemoterapi combine edilerek basari ile
tedavi edilen bir hasta sunuldu. Lezyon ekstraartikiiler olarak kiirete edildi. Yiiz on dort aylik takip
ve kontroll sonrasinda hastada hi¢bir lokal niiks veya metastaza ait klinik ve radyolojik bulgu

saptanmadi.

Anahtar Kelimeler: primer, radius, malin fibréz histiyositom, kemik

Malignant fibrous histiocytoma of

bone was first described as a dis-
tinct bone tumor in 1972 by Nor-
man and Feldman as malignant
histiocytoma (malignant fibroxan-
thoma) (1). Although many cases
of malignant fibrous histiocytoma
in somatic soft tissue have been re-
ported, the description of its bony
counterpart are relatively rare,
representing 1 to 8% of all prima-
ry malignant bone tumors (2,3).
Although this tumor may occur at
any site, the most common locali-
zation site is knee (3). Reports of
bony localizations involving the
distal forearm and hand, in the lit-
erature, are rare (3-5). We present
a case with primary MFH-B of dis-
tal radius.

Case Report

A 47-year-old man presented with

pain in dorsal region of his right
wrist. Duration of the symptoms
was six months with increasing
swelling in the past three months
and wrist stiffness in the past 45
days. There was no history of pre-
vious trauma, malignancy or re-
cent illness. Clinical examination
revealed swelling on distal radius
with localized tenderness on the
dorsal side. There was swelling on
the dorsal and volar region of the
distal radius. Active and passive
pronation and supination of the
forearm and total range of motion
of the wrist were limited because
of pain. No palpable lymph node
was determined. Laboratory tests
including complete blood cell
count, biochemical values, C-reac-
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Figure 4. Preoperative scintigraphy of the
patient

Figure 1. Preoperative X-Ray of the patient

bone marrow edema within the
adjacent diaphyseal region. Corti-
cal destruction of the radioulnar
and radiocarpal articular surfaces
was evident (Figure 2, 3).

tive protein, erythrocyte sedimen-
tation rate were normal. A radio-
graph of the right wrist showed an
expanding osteolytic lesion of the
distal radius with cortical destruc-
tion, extending up to the articular
surfaces of both radiocarpal and

Figure 5. Postoperative posteroanterior
and lateral x-ray of the patient after non-

Whole-body scintigraphy and radio- vascularized fibular grafting

distal radioulnar joints, with di-
mensions of 30X35X65 mm (Fig-
ure 1). There was no evidence of
pathological fracture. Magnetic
resonance imaging of the distal ra-
dius showed volar and radial corti-
cal destruction with direct spread
into the adjacent soft tissue (M.
pronator quadratus). There was

graphic bone survey disclosed no
additional lesions (Figure 4). The
radiograph and computerized to-
mography scans of the chest and
abdomen were normal.

Wide resection of the tumor was

performed on January 1999. The
radius was cut one inch proximal
to the most proximal tumor mar-
gin. Wrist extensors, wrist flexors
and m. brachioradialis were ex-
cised at the same level as the ra-
dius. Pronator quadratus, trian-
gular fibrocartilage and distal ra-
dioulnar joint capsule were ex-
cised. The remaining tendons,
distal ulna and carpal bones were
preserved. Non-vascularized free
fibular graft was obtained from
the contra-lateral leg. The fibula
was fixed to the radius shaft and
the middle ray metacarpal shaft
with 14 holes 3.5-mm DCP plate.
Cancellous autograft, obtained
from iliac crest, was inserted be-
tween the carpal bones and fibu-
lar head, proximal fibula and radi-
us shaft junctions after excision of
the articular cartilages of the fibu-
lar head, carpal bones. Midcarpal
arthrodesis was performed (Fig-
ure 5).

Histological examination showed

a high-grade, pleomorphic sar-
coma. The tumor cells being ar-
ranged in a storiform pattern and
producing varying amounts of col-
lagen. Numerous giant cells were
distributed throughout the speci-
mens. The appearances were typi-
cal of a MFH-B (Figure 0).

Adjuvant chemotherapy was started

three weeks after surgery. Chem-
otherapy protocol consisted of
high-dose methotrexate (8-12 g/
m2), adriamycin (60-75 mg/m2,8-h
infusion), cisplatinum (120 mg/
m2) and citrovarum factor res-
cue. Chemotherapy was well tol-
erated and never life-threatening.
No cardiac or hepatic toxicity was

W

Figure 6. Histopathological features of the

Figure 3. Preoperative coronal MRI of the

patient patient
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necrosis, prolonged intake of cor-
ticosteroids, previously irradiated
either already diseased or normal
bone and osteomyelitis (3,5,7).
MFH-B has a male predominance
ranging from 55-75% of the cases
reported in the literature (6,7).
Although MFH-B may arise at al-
most any age, the majority of tu-
mors occur after the fourth dec-
ade (5). Our case as an adult man,
was a typical example concerning
the epidemiology of MFH without
any preexisting bone abnormal-

ity.

Slow-growing swelling together
Figure 8. X-Ray of the patient after fracture with local pain is the most com-

followed by minor trauma

Figure 7. Postoperative x-ray of the patient
after union

seen. Mucositis requiring mouth
care was encountered.

After a sixth year follow-up with-
out any complication, on Janu-
ary 2000, the plate was removed
(Figure 7). The patient had satis-
factory outcome. He had no pain
and complete union at both wrist
and proximal fibula-radius junc-
tions was obtained. One month
after removal of the plate, a frac-
ture at the distal region of the
graft occurred owing to a low en-
ergy trauma (Figure 8). After a five
months period of conservative
treatment with a short arm cast,
union could not be obtained. On
July 20006, the patient underwent
surgery and treated with vascu-
larized fibula and internal fixa-
tion (Figure 9). The patient is still
under follow-up at 114th month,
with no evidence of recurrence or
metastasis.

Discussion

Malignant fibrous histiocytoma is an
aggressive pleomorphic tumor,
that arises most commonly in the
soft tissues (6). but bone may be

the primary site of malignant fi-
brous histiocytoma, rather than
involvement by direct extension
of a soft tissue tumor or metastat-
ic spread (1,2).

MFH-B represents 1 to 8% of all pri-

mary malignant tumors (3). The
majority of the lesions are prima-
ry, but 20 to 28% of MFH-B oc-
cur secondarily in pre-existing be-
nign bone abnormalities such as
Paget’s disease, enchondroma, fi-
brous dysplasia, bone infarcts or
cysts, giant cell tumor, aseptic

T

Figure 9. X-Ray of the patient after revision
with vascularized fibula

mon clinical presentation as in
our patient (7). Pathological frac-
ture may be the initial symptom
(1,3,7).

Although MFH-B may arise in any

bone, the metaphyseal parts of
the long bones of the appendicu-
lar skeleton are the most common
localizations (5,7). The majori-
ty of the tumors arise around the
knee in the lower metaphysis of
the femur and upper metaphysis
of the tibia (3,7). Reports about
the involvement of upper extrem-
ity are rare but primary MFH-B
has been reported in the proxi-
mal humerus, mid-humerus, ole-
cranon, ulna, metacarpal bones,
distal phalanx and in radius only
one case, to our knowledge, till
now on (3,5).

In radiographic assessment, MFH-B

typically presents a solitary lytic
or permeative lesion, located cen-
trally or eccentric within the met-
aphyseal region of a long bone
with eventual spread into the ad-
jacent epiphyseal and diaphyseal
regions. The edges are ill-defined,
cortical expansion and destruc-
tion with little or no reactive scle-
rosis is almost always present. Ad-
jacent soft tissue mass may be ap-
parent, but a periosteal new bone
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formation is uncommon (5,7).
The differential radiological diag-
nosis includes metastasis from an
occult primary tumor, osteolytic
osteogenic sarcoma, fibrosarcoma
of bone, primary malignant lym-
phoma, myeloma, and malignant
giant cell tumor.

As the clinical, radiological and lab-

Histologically,

oratory data are not pathogno-
monic for MFH-B, any suspected
destructive, lytic osseous lesions
should be evaluated histological-
ly by needle or carefully planned
open biopsy for diagnosis. De-
tailed physical examination, CT
scan Oor magnetic resonance im-
aging of the lesion, radionuclide
scanning with technetium99 and
CT scan of the chest are necessary
for accurate diagnosis and classifi-
cation of the lesion into its surgi-
cal stage.

tumor  extension
through the bony cortex is often
present with direct involvement to
adjacent soft tissues. The intraos-
seous tumor spread is character-
ized by medullary bone marrow
infiltration and replacement with-
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Acardiac twin pregnancy is a rare but serious complication of monochorionic twinning.
This acardiac twin gestation complicated by reversible severe pulmonary hypertension and
biventricular hypertrophic cardiomyopathy in the pump twin demonstrates the importance of

antenatal treatment.

Key Words: Acardiac twin, Hypertrophic cardiomyopathy, Persistent pulmonary hypertension

Akardiak ikiz gebelik monokoryonik ikiz gebeliklerin nadir ama ciddi komplikasyonlarindan biri-
dir. Burada dogum 6ncesi izlemi yetersiz olan ve dogumdan sonra agir pulmoner hipertansiyonla
birlikte biventrikiiler hipertrofik kardiyomiyopati tanisi alan bir akardiak ikiz esi antenatal izlemin

onemine dikkat cekmek icin sunulmustur.

Anahtar Kelimeler: Akardiak ikizlik, Hipertrofik kardiyomyopati, PPHN

Acardiac twin pregnancy is a rare but

serious complication of monocho-
rionic twinning. The acardia phe-
nomenon has an incidence of 1%
among monochorionic twins or 1
in 35,000 pregnancies (1). An acar-
diac twin is a severely malformed
fetus that lacks most organs, par-
ticularly a heart, but maintains its
growth during pregnancy due to
its perfusion by the developmen-
tally normal pump twin via a set
of arterio-arterial and veno-ve-
nous placental anastomoses. The
development of a typical pump
twin is initially normal; however
complications of rapid onset such
as plethora, cardiac decompensa-
tion, hydrops and intrauterine fe-
tal death usually ensue in the sec-
ond trimester (2). Without thera-
py, about 50%-70% of the pump
twins die due to congestive heart
failure, polyhydramnios and pre-
mature delivery (2,3). Two cases
of acardiac twin gestation compli-
cated by hypertrophic cardiomy-

opathy have been described in the
literature so far (4, 5). We present
an acardiac twin gestation compli-
cated by severe reversible pulmo-
nary hypertension and biventricu-
lar hypertrophic cardiomyopathy
in the pump twin .

Case Presentation

A 22-year-old, primigravida woman

was referred to our hospital in her
28th week of gestation because
of the ultrasonographic detection
of an acardiac acephalic twin and
an active pump fetus with normal
anatomy and marked polyhydram-
nios. In the 32nd week of gesta-
tion, the mother was found to
have premature rupture of mem-
branes and a female infant with fe-
tal distress and weighing 1,750 g,
was delivered with cesarean sec-
tion. Apgar scores of the newborn
were 1 and 7 at 1 and 5 minutes,
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respectively. A stillborn acardiac
acephalic twin with a weight of
1,400 g was also delivered. Since
the infant demonstrated signs of
respiratory distress with tachyp-
nea, retractions and cyanosis in
the delivery room, she was quickly
transferred to the neonatal inten-
sive care unit.

The baby was appropriate for ges-
tational age. There were no dys-
morphic features. She had a regu-
lar heart rate and rhythm with no
murmur. Subcostal and intercostal
retractions were noted. Capillary
refill time and femoral artery pulse
were normal. An initial arterial
blood gas analysis revealed severe
hypoxia. Chest x-ray revealed hy-
perinflation of lungs. Whole blood
count and serum electrolytes and
glucose concentration were within
normal ranges. The electrocardio-
gram showed a QRS axis of 150°
with right atrial and right ventricu-
lar hypertrophy. The echocardiog-
raphy revealed severe biventricular
hypertrophic cardiomyopathy (Fig-
ure 1) with left ventricular dysfunc-
tion (fraction shortening: 20%), en-
larged right atrium, atrial septum
bulging to the left atrium, right to
left shunt through a small patent
foramen ovale and severe tricuspid
regurgitation with a peak velocity
of 4.4 m/s, which led to the diag-
nosis of persistent pulmonary hy-
pertension of the neonate (PPHN).
Systolic function is normal and di-
astolic dysfunction is present.

Figure 1. Parasternal short axis view showing
biventricular hypertrophy.

After stabilization, she was placed

on a pressure limited, time-cy-
cled ventilator. Over the first three
hours of life, the infant needed in-
creasing ventilatory support with
up to a FIO, of 1.0, a PIP of 22 cm-
H,O, and a respiratory rate of 60/
min. The repeat preductal blood
gas analysis revealed a pH of 7.43,
PaO, of 33 mmHg, PaCO, of 24
mmHg, a bicarbonate concentra-
tion of 15.9 mmol/L and a base def-
icit of -5.5 mmol/L. The PaO, of pre-
ductal blood was 23 mmHg higher
than that of postductal blood. The
infant also received propranolol
(0.1 mg/kg) for afterload reduc-
tion and inhaled iloprost (30 ng/
kg/dose, every 4 hours) and fen-
tanyl infusion for sedation . Over
the next 3 days, she was gradually
weaned from assisted ventilation
and over the next 12 days she was
weaned from nasal prong contin-
uous positive airway pressure. On
day 14, iloprost and propranolol
were stopped. At the age of 1 year,
the echocardiography revealed
normal biventricular dimensions
and function. The infant is still be-
ing followed up with special em-
phasis on cardiovascular and neu-
rologic systems.

Discussion

It is well established that the pump

twin has to circulate more blood
volume than in normal condi-
tions in order to perfuse the acar-
diac twin and that the circulating
blood is less oxygenated than nor-
mal. Obviously this double volume
load constitutes extra work for the
surviving heart, which results in
dilatation and hypertrophy of the
left ventricule and heart failure.
Little is known about the course
of the normalization process of
myocardial hypertophy, however
(2). Szatmari et al (5) described
a case with acardiac twin preg-

nancy: the surviving infant pre-
sented with short-term heart fail-
ure with persistent left ventricular
hypertrophy. Chandra et al (4) de-
scribed another case with biven-
tricular concentric hypertrophy
which resolved with propranolol
therapy without sequelae by one
year of age. It is suggested that biv-
entricular concentric hypertrophy
and PPHN was a result of hymo-
dynamic stress and that resolution
of the hypertrophy occurred when
the stress of the acardiac fetus was
removed after birth.

Our case is different in its develop-

ment of biventricular concentric
hypertrophy with severe PPHN,
the resolution of the severe pul-
monary hypertension in two
weeks and the resolution of the
biventricular concentric hypetro-
phy in six months.

PPHN may accompany many types of

neonatal chronic intrauterine hy-
poxia, which may result in hyper-
trophy of the medial musculature
of pulmonary arterioles. Most ne-
onates with PPHN are older than
32 weeks of gestational age and
have advanced development of
the musculature of pulmonary ar-
terial bed. It has been shown that
the degree of the development is
directly proportional with gesta-
tional age and is appreciable after
32 weeks of gestation (6). Pulmo-
nary hypertension secondary to
elevation of left atrial pressure is
common in patients with hyper-
trophic cardiomyopathy; howev-
er severe pulmonary hypertension
reaching systemic values is unusu-
al in these patients, especially in
the absence of severe obstruction
and severe mitral regurgitation
(7). In the present case, the infant
was 32 weeks gestational age and
the diagnosis of PPHN was estab-
lished by echocardiography.

Survival of one of the “pump” fetus
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implies the necessity of early di-
agnosis for the detection of gesta-
tional pathology, possible intrau-
terine interventions and monitor-
ing of the healthy twin. Fetoscopic
laser coagulation of placental vas-
cular anastomoses or the umbilical
cord of the acardiac twin is an ef-
fective treatment of twin reversed
arterial perfusion sequence, with
a survival rate of 80%, and 67% of
pregnancies with surviving pump
twins going beyond 36 weeks’
gestation without further com-
plications (8). Therapies, includ-
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Amag: Pratik uygulamalarin fizik tedavi ve rehabilitasyon bolimu 6grencilerinin glnlik fiziksel
aktivite seviyesi tizerine etkisinin incelenmesi ve glinliik fiziksel aktivite diizeyi ile aerobik dayanik-
lihk gostergeleri ve alt ekstremite izokinetik kuvvetleri arasindaki iliski diizeyinin arastirlmasidir.

Gereg ve Yontem: Arastirmaya 42 6grenci katilmistir. Giinluk fiziksel aktivitenin 6lctilmesinde me-
tabolik holter kullaniimis ve deneklerin 3 giin sireyle toplam enerji tiiketimi (TEE), istirahat enerji
tuketimi (REE), toplam adim sayisi (STEP), aktif enerji tiiketimi hesaplanmistir (AEE). Ayri bir zaman-
da egzersiz testi yapilmis, guinlik fiziksel aktivite diizeyleri ile zirve oksijen tiiketimi, solunumsal
esik degerleri arasindaki iliski arastiriimistir. Ayrica izokinetik kuvvet ile fiziksel aktivite diizeyleri
arasindaki iliskiler degerlendirilmistir.

Bulgular: ikinci sinif ve dérdiincii sinif dgrencileri arasinda enetji tiiketim parametreleri (TEE, AEE,
REE, STEP) ile egzersiz testleri degerleri (VO2peak, VT) ve izokinetik test degerlerinde (PT Ex, PT
Flex) anlamli farkhlik saptanmamustir. Tim deneklerin TEE ile izokinetik kuvvet degerleri arasinda
yliksek korelasyon (r=0,61; 0,64), REE ile izokinetik kuvvet degerleri arasinda cok yliksek korelasyon
(r=0,80; 0,79), yagsiz viicut kitlesi (FFM) ile aerobik dayanikhlik arasinda dustik korelasyon (r=0,43;
0,34), izokinetik kuvvet degerleri arasinda cok yiiksek korelasyon (r=0,81; 0,81) saptanmistir.

Sonug: Hasta basi uygulamalarin, 6grencilerin glinliik fiziksel aktivite seviyelerinde artis olustur-
madigi, glinltk fiziksel aktivite duizeyi ile fiziksel uygunluk parametreleri, aerobik dayaniklilik gos-
tergeleri ve alt ekstremite izokinetik kuvvetleri arasinda anlamli iliskiler oldugu gosterilmistir.

Anahtar Kelimeler: Enerji tiiketimi, Solunumsal esik, Zirve VO2, izokinetik kuvvet

Aim: To investigate the influence of practical clinical applications on physical activity levels of
physical therapy students and to reveal the relationships between daily physical activity levels
and aerobic endurance indices as well as isokinetic strength.

Methods: Forty-two subjects were recruited for the study. Total energy expenditure (TEE), resting
energy expenditure (REE), active energy expenditure (AEE) and the total number of steps were
measured over a 3-d period with using a portable armband. In a second experiment subjects
performed a maximal exercise test. Relationships between the energy expenditure levels and the
respiratory indices such as peak oxygen uptake and ventilatory threshold and isokinetic strength
were examined.

Results: No significant differences were found in the energy expenditure measurements, ven-
tilatory indices and isokinetic test results between junior and intern student groups. Isokinetic
strength was highly correlated both with TEE (r=0,61; 0,64) and REE (r=0,80; 0,79). Correlation bet-
ween fat free mass (FFM) and aerobic endurance indices were poor (r=0,43; 0,34), although there
was a high level association between isokinetic strength and FFM (r=0,81; 0,81).

Conclusion: Patient-side clinical practice does not lead to an improvement in physical activity
levels of students. There are significant relationships between daily physical activity, aerobic en-
durance indices and lower extremity isokinetic strength.

Key Words: Energy expenditure, Ventilatory threshold, VO2 peak, isokinetic strength
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Sedanter yasam tarzi ve bunun ortaya

cikardigr saglik problemleri, tiim
tip dallarinin 6nemli ugras alanla-
rindan biri olmustur. Kardiyovas-
kiiler ve solunum sistemlerinin ge-

lisiminde, kalp ve damar hastalik-
lar1 riskinin azaltilmasinda, kendi-
ne guven, is verimi ile rekreasyon
ve sportif aktivite veriminde artis
gibi diger yararlar1 dikkate alindi-
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ginda, fiziksel aktivite konusunun
arastirilmasi geregi ortadadir.

Fiziksel aktivite, iskelet kasinin uret-

tigi, enerji harcanmasiyla sonugla-
nan biitiin viicut hareketleri olarak
tanimlanmaktadir. (1) Arastirma-
larda dizenli fiziksel aktivitenin,
bazi hastaliklarin risk faktorleri-
ni azaltmakla birlikte, genel saglik
durumuyla oldukg¢a yakin iliskili
oldugu belirtilmis, planlanmis eg-
zersiz programlarinin, genel saglik
durumunu iyilestirirken uzun do-
nemde ise bircok hastaligin teme-
linde rol oynayan obezitenin de
onlenmesinde 6nemli oldugu vur-
gulanmustir.(2)

Farkli c¢alismalarda sedanter yagsam

tarzi1 olan vyetiskinlerde, azalmis
fonksiyonel kapasite, kronik has-
taliklarla iliskili artmis mortalite
ve morbiditenin daha fazla oldugu
bulunmustur.(3)

Fiziksel aktivite alaninda yapilan ¢a-

lismalar daha cok diizenli egzer-
siz aliskanliginin etkileri Gzerine
yogunlasmistir. (4-8) Egzersiz alis-
kanlig1 olmayan bireylerde giinliik
fiziksel aktivitenin etkileri ya da ya-
rarlart yeterince dikkate alinma-
mustir. Oysa dizenli egzersiz alig-
kanligi olmayan bireylerden bazi-
lar1 giinlik hayatlarinda evde ya
da isyerlerinde oldukca aktif ve ha-
reketli olabilirler. Bu kisilerin giin-
lik aktivitelerinden ne diizeyde
fayda gorecegi konusunda sinir-
It sayida arastirma bulunmaktadir.
(9) Diizenli egzersiz aliskanligi ol-
mayan bireylerde, ginlik yasam-
sal aktivite diizeyi; aerobik kapasi-
te ve diger dayaniklilik gostergele-
rini etkileyebilir ve bu ikisi arasin-
daki iliskilerin arastirilmasi gerek-
mektedir. Bu arastirmanin denek
grubunu olusturan Fizik tedavi ve
rehabilitasyon boltimi 6grencileri
farkli siniflarda 6grenim gormek-
tedir. ikinci sinif egitimi haftada 30
saat/hafta teorik egitimden olusur-
ken, dordiinci sinif 6grencileri 30

saat/hafta hastane icerisinde fizik-
sel tip modaliteleri ve egzersiz uy-
gulamalari gibi hasta bast uygula-
malar yapmaktadirlar. Bu arastur-
mada dordinci sinif 6grencileri-
nin daha aktif ve hareketli olabile-
cegi 6ngorilmiis ve diizenli hasta
bas1 uygulamalarin, giinlik fiziksel
aktivite diuzeyine katkida bulunup
bulunmadigt arastirilmak isten-
mistir.

Fiziksel aktivite degerlendirilmesin-

de kullanilabilecek yodntemlerin
birbirlerine gore avantaj ve deza-
vantajlar1 vardir. (10) YOntemin
belirlenmesinde; grubun buyukli-
g, yas ve cinsiyet Ozellikleri, mali-
yet, stire ile yontemin giivenilirligi
ve gecerliligi g6z oniine alinmali-
dir. (11) Anket, gozlem, kalp hizi-
nin kaydedilmesi, akselerometre,
pedometre, aktivite glinligi, in-
direk kalorimetre (IC) ve cift eti-
ketli su yontemi (DLW) fiziksel ak-
tivite degerlendirilmesinde kulla-
nilan saha yontemleridir. (11-20)
DIW ve kalorimetrik yontemler
toplam enerji tiiketimini degerlen-
diren altin standart yontemler ol-
masina ragmen, maliyetinin yik-
sek olmasi nedeniyle epidemiyo-
lojik calismalarda kullanimi uygun
degildir. (11,13,19) Metabolik kart
ile 6l¢iim sorunlarinin Ustesinden
gelmek, fiziksel aktivite kayitlar: ve
anketlerin subjektif dogasini1 gelis-
tirmek icin enerji tiketimini 6lce-
bilen kiiciik, daha kullanish cihaz-
lar gelistirilmistir. (21,22) Sense-
Wear® Armband (SWA; Body Me-
dia, Inc., Pittsburg, PA), enerji ti-
ketimini degerlendirebilen yeni
gelistirilmis bir cihaz olup bu calis-
mada fiziksel aktivitenin degerlen-
dirilmesinde kullanilmistir. SWA
sag ust ektremitede triceps kasi
uzerine takilir, gesitli fizyolojik ve
hareket parametrelerini monitori-
ze eder. Is1 akisi sensori, aksele-
rometre, galvanik cilt cevabi sen-
soru, cilt 1s1s1 sensord, yeni viicut
sicaklig1 sensori ile algilanan bilgi-
ler, boy, kilo, yas, cins gibi demog-

Arastirma

rafik karakteristiklerle birlestirilip,
aretici firmanin gelistirdigi tescilli
esitliklerle enerji tiiketimi tahmin
edilir. (22-24)

Bu calismanin amaci farklt siniflar-

da o6grenim goren fizik tedavi ve
rehabilitasyon (FTR) bolima 6g-
rencilerinin guinlik fiziksel aktivi-
te diizeyinin saptanmasi ve ginlik
fiziksel aktivite diizeyi ile aerobik
dayaniklilik gostergeleri ve alt eks-
tremite izokinetik kuvvetleri ara-
sindaki iliski diizeyinin arastiril-
masidir.

Gerec¢ ve Yontem
Denek grubu:

Arastirmaya Siileyman Demirel Uni-

versitesi, Saglik Yiiksek Okulu,
FTR boliminde egitim goren ve
dizenli egzersiz aliskanligr bulun-
mayan, 22 ikinci sinif 6grencisi ve
20 dordiinct sinif 6grencisi olmak
uzere toplam 42 kisi gonilli ola-
rak katildu.

Arastirmaya baslamadan Once, aras-

tirma grubunu olusturan 6gren-
cilerin her birine ¢alisma hakkin-
da ayrintilli bilgi verildi ve ‘hasta
olur formu’ imzalatildi. Ogrencile-
rin olagan disi aktivite yapmadikla-
r1, tatil harici birbirini takip eden
3 gtinde Ol¢timler gerceklestirildi
ve Olciim stiresinde guinliik yasan-
tilarina aynen devam etmeleri is-
tendi.

Helsinki Deklarasyonu
Prensiplerine uygun olarak yuru-
tildii ve Siileyman Demirel Uni-
versitesi Tip Fakiiltesi Etik Kuru-
lundan etik kurul onay: alindi.

Viicut Kompozisyonunun Olciimii:

Boy 6l¢iimi, = 1mm hassasiyeti olan
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antropometrik set ile (Holtain Ltd.,
UK), denegin sirt1 stadiometreye
dontk, ¢iplak ayak, bas Frankfort
diizleminde, anatomik pozisyonda
ve derin inspirasyonda yapildu.

Viicut agirligi ve kompozisyonu biyo-

elektriksel impedans analiz (TBF
300,Tanita, Tokyo, Japonya) yon-
temi kullanilarak saptandi. Olgiim-
ler ayakkabisiz ve ¢orapsiz olarak
anatomik pozisyonda alindi. Has-
talarin Gzerindeki metal ve sis es-
yalari, varsa buytik metal giyim es-
yalar1 (kemer gibi) ¢ikartildi. Vicut
kompozisyonu oOlctiimleri igin; 24
saat oncesinden itibaren egzersiz
yapilmamasi, bitki ¢ay1 icilmemesi,
alkollt ve kafeinli icecekler ve yiye-
cekler icilmemesi, 12 saat 6ncesin-
den itibaren a¢ kalinmasi ve 1 hafta
oncesinden itibaren ditretik kulla-
nilmamasi gibi kriterler konuldu
ve bu kriterlere uymayan katilimci-
larin ol¢timleri ayni kriterler geger-
li olmak tizere bir bagka giin tekrar
edildi.

Metabolik Holter (SWA) ile Giinlik

REE hesaplanmasinda istirahat sart-

larin1 elde etmek icin klinik gerek-
sinimler sunlardir: sirt Gstl yatmis
pozisyonda uyanik olunmast; ses-
siz, los 1s1kli, sabit sicaktaki (22°C)
oda kosullarinin saglanmast; son 4
saatte hicbir beslenme ve fiziksel
caba sarf edilmemis olunmasi; ka-
fein, alkol, nikotin tiiketimi yapil-
mamis olunmasi; ilac kullanilma-
mus olunmasidir. Pratik sebeplerle
istirahat sartlarinin asirt bozulma-
digi, aglik, uyanik olma kriterleri-
nin yerine getirildigi sabah erken
saatler REE’nin belirlenmesinde
tercih edildi. SWA takili olan kisile-
rin sabah uyandiklarinda 30 dakika
yataktan kalkmamalari ve yukarida-
ki istirahat kosullarini1 saglamalar:
ile bu streyi cihaz tizerinde isaret-
lemeleri sdylendi. Analiz sirasinda
marker konulmus olarak gorinen
30 dakikalik istirahat suresi, 24 saa-
te uyarlanarak REE hesaplandi.

AEE hesaplanmasinda (0.9 x TEE) —

REE formiila kullanildi. TEE nin %
10’u yiyeceklerin termik etkisi ola-
rak kabul edildi. (25)

sirasinda es zamanli olarak solu-
num gazlar1 analiz edildi. Egzersiz
testi sirasinda ulasilan en yuksek
VO2 degeri VO2 peak olarak ka-
bul edilip9, solunumsal esik (VT)
hesaplanmasinda V-slope yontemi
kullanddt. (26)

. Izokinetik test: Bacak ekstansor

ve fleksor kas kuvveti Olgtimiinde
izokinetik sistem (Humac Norm
CSMI, ABD) kullanildi. Testler do-
minant taraf diz ekleminde kon-
santrik modda 60°/sn acisal hizda
5 tekrar olarak gerceklestirildi.

Istatistiksel analiz:

Verilerin degerlendirilmesinde SPSS

9.0 istatistik programi kullanildi.
Ayni 6lcim birimiyle ifade edilen
veriler arasindaki istatistiksel ko-
relasyon ve O6nemlilik icin T Tes-
ti kullanildi. Diger veriler arasin-
daki istatistiksel iliskinin saptan-
masinda Pearson Korelasyon Testi
kullanildi. Gruplar arasindaki far-
kin 6nemliliginin sinanmasinda ise
Mann Whitney U testi ve Kruskaill

Fiziksel Aktivitenin Olgiilmesi: Walles testi kullanildi.
Fiziksel Uygunluk testleri:
SWA dominant kola, triceps kas1 tize-
rine, akromion ile olekranon ara- Egzersiz testi ve izokinetik test ayri
sindaki mesafenin ortasina takildi. glinlerde Siilleyman Demirel Uni- Bulgular

Kola takilmadan 6nce cinsiyet, yas,
boy, viicut agirligi, sigara kullanip
kullanmadigr ve dominant olarak
kullandig1 el gibi demografik bil-
giler SWAnin yazilimi (Innerview
5.1, Body Media, Inc., Pittsburg,
PA) yardimi ile bilgisayardan ci-
haza yiklendi; takildiktan 72 saat
sonra c¢ikarilan cihaz uzerindeki
veriler tekrar bilgisayara aktarildu.
Bu calismada, SWA ile birbirini ta-
kip eden 3 gln siireyle 24 saatlik
total enerji tiiketimi (TEE), istira-
hat enerji tiikketimi (REE), toplam
adim sayis1 (STEP), aktif enerji ti-
ketimi (AEE) hesaplandi ve ortala-
masi alindi.

versitesi Anabilim Dali Laboratuva-
rinda gerceklestirildi. Testler yapil-
madan Once tiim denekler saglik
muayenesinden gegcirildi, kardiyak
risk faktorleri tarama anketi yapild:
ve istirahat EKG’leri alind1. Bu tara-
ma sirasinda risk tasidigi tespit edi-
len denekler calismaya dahil edil-
medi.

. Egzersiz protokoli: Kompiiterize

yiirime bandi (Cosmed T150, ital-
ya) ile siddeti giderek artan egzer-
siz protokoli (Bruce protokolii)
uygulandi.

. Gaz analizi: K4b2 (Cosmed, italya)

gaz analiz sitemi ile egzersiz testi

Arastirmaya katidlan ogrencilerin yas

ortalamalary; ikinci sinif icin 21,1+
1,1 dordiinct sinif icin 22,6+ 1,4
tim katdumcilar igin ise 21,8*+1,5
bulunmustur. Siniflar arasinda boy,
viicut agirligi BMI ve viicut kompo-
zisyonu degerleri farklar istatistik-
sel olarak anlamli bulunmamistir
(p>0,05).

ikinci sinif ve 4. sinif 6grencileri ara-

sinda enerji tiiketim parametreleri
(TEE, AEE, REE, STEP) ile egzersiz
testleri degerleri (VO2peak, VT) ve
izokinetik test degerleri (PT Ex, PT
Flex) arasinda anlaml: farkliik sap-
tanmamustir (Tablo 1).
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Tablo 1: ikinci Sinif ve 4. Sinif dgrencilerine ait gunliik enerji tiiketimi, egzersiz testi ve izokinetik

test degerleri (ortalama=SD).

2. sinif 4.sinif p degeri
TEE (cal.) 2731487 2689+501 0,529
AEE (cal.) 822+244 852+294 0,687
REE (cal.) 1636307 1568+293 0,496
STEP (adim) 13209+4461 12723+3237 0,450
VO,peak (ml/kg/dk) 42,60+8,31 38,84+7,19 0,144
vT (ml/kg/dk) 29,12+5,80 27,10+5,75 0,118
PT Ex (Nm) 116,23+35,97 112,70+25,77 0,890
PT Flex (Nm) 71,82+23,67 71,90+19,39 0,860

TEE: Toplam enerji tilketimi, AEE: Aktif enerji tilketimi, STEP: Toplam adim sayisi, REE: istirahat
enerji tiketimi, VO,peak: Zirve oksijen tlketimi, VT. Solunumsal esik, PT Ex: Ekstansér Peak

Torque, PT Flex: Fleksor Peak Torque.

Gunluk fiziksel aktivite diizeyi ile ae-
robik dayaniklilik gostergeleri ve
alt ekstremite izokinetik kuvvetleri
arasindaki iliski diizeyi incelendi-
ginde TEE ile izokinetik kuvvet de-
gerleri arasinda yiiksek korelasyon
(r=0,61; 0,64), REE ile izokinetik
kuvvet degerleri arasinda cok ytik-
sek korelasyon (r=0,80; 0,79), fi-
ziksel uygunluk gostergelerinden
FFM ile aerobik dayaniklilik ara-
sinda dusiik korelasyon (r=0,43;
0,34), izokinetik kuvvet degerle-
ri arasinda ¢ok yiiksek korelasyon
(r=0,81; 0,81) saptanmistir (Tab-
lo 2).

Tartisma

Metabolik holter ile 6lgiilen fiziksel

aktivite diizeyleri incelendiginde
4. Sinif ogrencilerinin, okul saat-
lerinde diizenli hasta basi pratik
uygulamalara katilmis olduklar:
halde, daha fazla teorik ders yuki
olan ve okul saatlerini fiziksel akti-
vite acisindan pasif geciren 2. Sunuf
ogrencilerinden daha fazla TEE,
AEE ve adum sayisina ulasmadikla-
r1 gozlenmektedir. Benzer sekilde
her 2 gruba ait dayaniklilik ve kuv-
vet testleri verileri arasinda da an-
lamli farklilik gézlenmemistir. Bu
durum, terapotik egzersizler yada
elektroterapi uygulamalart gibi
hasta basi pratik uygulamalarin,
FTR 6grencilerinin ginliik fiziksel
aktivite seviyelerinde artig olustur-
madigin gostermektedir.

Tablo 2: Gunlik enerji tiketimi parametreleri ile egzersiz testi ve alt ekstremite izokinetik kuvvet

degerleri arasindaki iliski (n=42).

VO,peak VT PT Ex PT Flex
r P r P r P r P
VYY - 76%* ,000 -,66* ,000 -,30 ,050 -,42 ,005
FFM ,43 ,005 34 ,028 ,81%* ,000 ,81** | ,000
TEE 24 121 17 ,285 ,61%* ,000 ,64* ,000
AEE ,04 ,780 ,04 ,810 17 ,289 ,28 ,137
STEP 13 ,425 ,09 ,564 -,09 ,567 ,06 ,725
REE A7 ,002 ,38 ,012 ,80%* ,000 ,79** | ,000

*; yUksek korelasyon **; cok yuksek korelasyon

VYY: Viicut yag ylzdesi, FFM: Yagsiz Vicut kitlesi, TEE: Toplam eneriji tliketimi, AEE: Aktif enerji
tiketimi, STEP: Toplam adim sayisi, REE: Istirahat enerji tiiketimi, VO2peak: Zirve oksijen tiiketi-
mi, VT: Solunumsal esik, PT Ex: Ekstansor Peak Torque, PT Flex: Fleksor Peak Torque.

Bu calismada secilen denek grubun-

da FFM ile VO2peak ve VT arasin-
da zayif ancak istatistiksel anlam-
It korelasyon, FFM ile izokinetik
kuvvet arasinda c¢ok yiiksek kore-
lasyon bulundugu tespit edilmis-
tir. Zhang ve ark.9 orta ve ileri yas
Japon populasyonunda adim sayi-
s1 ile VO2 peak, VT ve bacak eks-
tansOr kuvveti arasindaki iliskiyi
arastirmis, ayni zamanda egzersiz
aliskanlig1 olanlar ile olmayanlar-
da farkliliklar1 degerlendirmistir.
Bahsedilen calismada gunliik fizik-
sel aktivite 6lcimiinde pedometre
kullandmus, farkli yas gruplarinda
guinliik adim sayis1 fazla olanlarda,
daha yiiksek VT ve VO2peak deger-
lerine rastlanmistir. Sonug olarak
arastiricilar, yeterli egzersiz alis-
kanligi bulunmayanlarda, giinlik
hayatta yapilan rutin fiziksel akti-
vitelerin, ozellikle VI’ de olmak
uzere bireylerin fiziksel kapasitele-
rine katkida bulunabilecegini ileri
sirmuslerdir. Bizim ¢alismamizda
gunlik fiziksel aktivite gostergele-
rinden TEE, AEE, adim sayist gibi
parametreler ile VO2peak ve VT
arasinda anlaml iliskiye rastlan-
mamustir. Bununla birlikte fiziksel
uygunluk gostergelerinden FFM
ve VYY ile (bununla iliskili olarak
REE ile) VO2peak ve VT arasinda-
ki korelasyonlar, Zhang ve ark.9’n1
destekler niteliktedir.

Bircok arastirmada diizenli egzersiz

aliskanligi olan farkli yas ve cinsi-
yet gruplarinda egzersiz siklig1 ile
VO2 peak ve VT arasinda anlaml
iliski gosterilmistir. (4,5,8,9) Yik-
sek siddetli fiziksel aktivitenin kar-
diyorespiratuar enduransi gelistir-
digi bilinmekte (27), fiziksel akti-
vitenin degerlendirilmesinde VO2-
max miktarinin belirlenmesi bir
yontem olarak kabul edilmektedir,
VO2max genetik yapidan da etki-
lenmektedir. (15, 28) Ancak, gene-
tik faktor disinda % 50 oraninda
genetik olmayan faktorler etkile-
mektedir. (29) Fiziksel aktiviteden
kaynaklanan enerji tiiketimi gene-
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tik olmayan bir faktordiir ve tze-
rinde olusturdugu degisim yakin
zamanda yapilan calismalarla aras-
tirdmustie. Bu calismalarin sonuc-
lar1 VO2max'in fiziksel uygunluk
ve kardiyovaskiler saglik durumu-
nun gostergesi oldugu kadar, bi-
reylerin fiziksel aktivite aliskanlik-
larinin da bir gostergesi oldugunu
disindirmektedir. (29) Ancak fi-
ziksel aktivite ve kardiyorespiratu-
ar endurans arasindaki iliski di-
zeyi caligmalara gore farklilik gos-
termektedir. (30) Bunun nedeni,
aktivite diizeyinin belirlenmesin-
de hentiz belirgin bir standardin
olusmamasi nedeniyle farkli simif-
lama yOntemlerinin bu ¢alismalar-
da kullanilmis olmast olabilir.

Bu calismada ayni zamanda diz ekle-

mi izokinetik kuvvet degerleri ile
guinlik enerji tiiketimi parametre-
leri arasindaki iligski de arastirilmus-
tir. Zhang ve ark. 9 eriskin Japon
populasyonunda giinlik fiziksel
aktivite Ol¢timinde kullandiklari
pedometre ile belirlenen giinlik
adim sayisi ile izokinetik diz eks-
tansor kuvvet degerleri arasinda
anlaml bir iliski gosterememistir.
Arastiricilar bu sonucu yirime,
ve jogging gibi fiziksel aktivitele-
rin, diz ekstansor kas kuvvetinde
onemli artis olusturabilme yete-
neginde olmamasina baglamis ve
kas kuvvetindeki gelisimlerin an-
cak spesifik kuvvet calismalar ile
saglanabilecegini  vurgulamuslar-
dir. Arastirmamizda kullanilan Me-
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tabolik holter cihazi iceriginde bu-
lunan iki yonli akselometre araci-
ligryla giinliik adim sayisini hesap-
lamaktadir. Bizim ¢alismamizda da
gunlik adim sayis: ile diz eklemi
izokinetik kuvvet degerleri arasin-
da iliski saptanmamuistir. Bununla
birlikte adim sayisina gore, objek-
tif bir yontemle olgiilen TEE’nin
giinliik fiziksel aktivitenin hesap-
lanmasinda daha gecerli bir yon-
tem oldugu soylenebilir. Calisma-
mizda ginlik toplam enerji tiike-
timi ile izokinetik kuvvet deger-
leri arasinda yiksek korelasyon
(r:0,61-0,64) gozlenmistir (Tablo
2). Benzer bir sekilde yagsiz be-
den kitlesi ile izokinetik kuvvet de-
gerleri arasinda ¢ok yiiksek kore-
lasyon (r:0,81-0,81) go6zlenmistir.
Her iki sonug birlikte degerlendi-
rildiginde artmus gunlik fiziksel
aktivitenin, dusik yag yizdesi ve
artmis yagsiz vicut kitlesi ile so-
nucglanmasi dogal kabul edilmeli-
dir. Sonug olarak toplam enerji tii-
ketimi ile kuvvet degerleri arasin-
daki pozitif iliski fiziksel uygunluk
degerlerindeki gelisme ile acikla-
nabilir. Ayn1 zamanda viicut ytizde
yagi, yagsiz vicut kitlesi, istirahat
enerji tiketimi ve izokinetik kuv-
vet degerleri arasinda benzer ne-
den sonug iliskisini gosteren kore-
lasyonlar gosterilmistir.

Daha 6nceki calismalarda, arastirma-

mizda kullanilan metabolik hol-
ter cihazi, cift etiketli su ve indi-
rek kalorimetri gibi altin standart
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yontemler ile karsilastirlmis ve
gunlik fiziksel aktivitenin olcul-
mesinde yeterli bulunmustur. (21,
31, 32) SWA bizim gozlemlerimize
gore de oldukca pratik kullanima
sahip, hafif, giivenli, tasinabilir bir
cihazdir ve kullanimi sirasinda de-
nekte 6nemli bir konfor kaybina
veya aktivite sinirlamasina neden
olmamaktadir. Cihazin 6zellikle, fi-
ziksel aktivitenin arttirilmasi, obe-
zitenin tedavisi, inaktiviteye bag-
It kronik hastaliklarin 6nlenmesi
gibi konularda, bireylerin giinlik
enerji tiketiminin monitorizasyo-
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ve yasam tarzi degisikliginin sag-
lanmasinda oldukca faydali olabi-
lecegi distinilmektedir.

Bu calisma, giinlik fiziksel aktivite
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nan ilk calisma olmasi nedeniyle
onemlidir. Calismanin sonuclarin-
dan biri, hasta basi pratik uygula-
malarin FTR 6grencilerinin giinlik
fiziksel aktivite seviyelerinde artig
olusturmadigini  gostermektedir.
Diger 6nemli sonuglara gore, giin-
lik fiziksel aktivite duizeyi ile fizik-
sel uygunluk parametreleri, aero-
bik dayaniklilik gostergeleri ve alt
ekstremite izokinetik kuvvetleri
arasinda anlamli iliskiler goézlen-
mistir. Bu bulgular giinlik fiziksel
aktivite olcimiinde SWA'nin giive-
nilirligini destekler niteliktedir.
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Fractures

Stres Kiriklari Sonrasinda Tani Alan Fonksiyonel Paratiroid Adenomu
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Clinical findings and radiographs may be disleading or indefinite in patients with insufficiency
fractures. Herein, we present a patient with low back pain increasing with activity and morning
stiffness, which initially were thought to be due to a spondyloarthropathy. Magnetic resonance
imaging (MRI) revealed insufficiency fractures in the sacrum and iliac wings bilaterally. Finally,
laboratory and imaging findings depicted a parathyroid adenoma causing hyperparathyroidism
and the adenoma was removed surgically.

Key Words: stress fractures, parathyroid adenoma

Yetmezlik kiriklarinda klinik ve radyografik bulgular her zaman belirgin olmayabilir ya da doktoru
yanlis yonlendirebilir. Biz burada hareketle artan bel agrisi ve sabah tutuklugu nedeni ile basvu-
ran ve ilk etapta spondiloartropati lehine degerlendirilen bir hastay! sunuyoruz. Yapilan manyetik
rezonans goriintileme (MRG) ile sakrum ve bilateral iliak kanatta yetmezlik kiriklari saptanan has-
tada sonugta laboratuvar ve goriintiileme bulgular 1siginda hiperparatiroidizme neden olan bir
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paratiroid adenomu tesbit edildi ve cerrahi olarak cikarildi.

Anahtar Kelimeler: stres kiriklari, paratiroid adenomu

Insufficieny fractures which are a sub-

group of stress fractures, occur by
normal or physiologic stress up-
loaded on an abnormally weakened
bone. Hyperparathyroidism is one
of the risk factors of insufficiency
fractures besides diseases like post-
menopausal osteopenia, rheuma-
toid arthritis, osteomalacia, and fi-
brous dysplasia. Clinical findings
and radiographs may not always be
adequate for the diagnosis of sac-
ral insufficiency fractures. The pa-
tient we present here had low back
pain increasing with activity and
morning stiffness which in the first
place were thought to be due to a
spondyloarthropathy. Magnetic res-
onance imaging (MRI) showed the
insufficiency fractures in the sac-
rum and iliac wings. The laboratu-
ary and imaging findings depicted
a parathyroid adenoma causing hy-
perparathyroidism and the adeno-
ma was removed surgically.

Case

A 50-year-old woman was admitted

to the rheumatology department
with a 3 months history of low
back pain which increased with
exercise and morning stiffness of
15 minutes. No signs of inflam-
matory bowel disease or uveitis
were present. In the physical ex-
amination there was no neuro-
logic deficit but the range of mo-
tion of the lumbosacral joint was
impaired due to severe pain. Be-
sides routine hematological and
biochemical analyses immuno-
logical markers, HLA B27 antigen
and protein electrophoresis were
also performed in order to elimi-
nate a spondyloarthropathy. The
laboratory findings included an in-
crease in alkaline phosphatase lev-
el (438U/1) but the immunological
markers and protein electrophore-
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Figure 1. Plain pelvic radiogram showing sclerosis on the right sacroiliac
joint (arrows). In the retrospective evaluation of the radiogram, an indis-
tinct linear fissure on the left sacral wing was also noticed (arrow heads).

sis were normal and HLA B27 an-
tigen was negative. There was
marked sclerosis of the right sacro-
iliac joint on the plain radiographs
of the pelvis (Figure 1). Sacroiliac
MRI was performed to reveal pos-
sible sacroiliitis. MRI showed a lin-
ear low signal intensity area, most-
ly evident on T1-weighted images
on the left sacral wing (Figure 2a)
with associated bone marrow ede-
ma on the left sacral wing and ili-
ac bone on FSEIR images (Figure
2b) which were found to be con-
cordant with stress fractures. MRI
also revealed low signal intensity
areas without accompanying bone
marrow edema on the bilateral il-
iac wings (Figure 2a,b) and these
were consistent of with healed
old fractures. In the retrospective
evaluation of the plain pelvic ra-
diographs, a linear fissure on the
left sacral wing was also noticed
(Fig.1). In the further biochemical
analyses which were performed to
evaluate the high alkaline phos-
phatase level, there was also an
increase in the serum calcitonin
(15.9pg/ml), osteocalcin (44.7 ng/
ml) and parathormone (232 pg/

ml) levels and a
decrease in 25-
Dihydroxy vita-
min D (6mg/L).
Serum calcium
level was within
the normal lim-
its (9.2 mg/dl).
The patient was
presumed  to
have secondary
hyperparath-
yroidism  due
to serum vita-
mine D insuffi-
ciency and de-
pot vitamine D
and Calcimax®

treatment

was  admin-

istered. Con-

trol laborato-

ry analyses in
a four month period revealed an
improvement in the serum par-
athormone and alkaline phos-
phatase levels although they were
not within the normal limits. The
serum calcium level had also in-
creased slightly over the normal
limits. Ultrasonographic and scin-
tigraphic examinations revealed a
parathyroid adenoma which was
removed surgically. No postoper-
ative complications occured. The
final diagnosis was parathyroid

adenoma and primary hyperpar-
athyroidism. In a one year follow-
up the patient was symptoms free,
and her biochemical analyses were
within normal limits.

Discussion

Primary hyperparathyroidism refers

to the excessive production of
parathormone which leads to in-
creased resorption of bone, and
usually causes hypercalcemia. In
80-85% of the patients, prima-
ry hyperparathyroidism is due to
benign parathyroid adenomas.
Hyperplasia of the parathyroid
glands, and rarely parathyroid car-
cinoma are other causes of prima-
ry hyperparathyroidism. Patients
may be asymptomatic or may have
nonspecific symptoms including
muscle weakness, myalgia, thirst,
polyuria, etc. Diagnosis is usual-
ly made by biochemical screening
showing the increased levels of
parathormon which leads to hy-
percalcemia, hypophosphatemia,
and hypercalciuria.  Sestamibi
scintigraphy scan, single photon
emission computed tomography
imaging, and/or neck ultrasound
would help the surgeon to dem-
onstrate the presence and loca-

Figure 2. Coronal T1-weighted MR image shows a linear low signal intensity area (a, arrows),
with associated bone marrow edema on the left sacral wing and iliac bone on coronal FSEIR
image (b, arrows), which were found to be concordant with stress fractures. There is also a
low signal intensity line without accompanying bone marrow edema on the right iliac wing
(arrow heads on a and b) consistent of with healed old fracture.
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tion of the parathyroid adenoma
or the abnormal gland before sur-

gery (1,2).

It should be kept in mind that an in-
cidentally diagnosed insufficiency
fracture may be an outcome of un-
diagnosed endocrinological dis-
orders as well as other benign or
malignant diseases. Postmenopau-
sal osteopenia, prolonged corti-
costeroid treatment, pelvic irradi-
ation, Paget disease, osteopetro-
sis, metabolic bone diseases like
osteomalacia and hyperparathy-
roidism may be causes of insuffi-
ciency fractures (3). Multipl frac-
tures may rarely be the onset of
primary hyperparathyroidism and
they usually represent late presen-
tation of the disease (2). Chron-
ic vitamin D deficiency as seen in
our patient, is reported to be a risk
factor for aggrevating the parathy-
roid adenoma growth, parathor-
mone secretion and increased
bone turnover (4,5).

The sacrum and iliac bones are the
major weight-bearing structures
of the body. Pelvic ring is the main
site of insufficiency fractures and
sacrum is mostly involved (6,7).
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Insulin detemir (Levemir®, Novo Nor-

Aim: Since there is limited number of studies in medical literature regarding the efficiency of in-
sulin detemir, decrease in number of night hypoglycemia, weight changes and the improvement
the lipid profile in pediatric and adolescent age group, we planned a prospective study to analyze
abovementioned issues.

Material and Method: 15 diabetic patients (10 male) with insufficient metabolic control and/
or morning hyperglisemia were included in to the study. The average age of the patients was
13.4143.68 years and the average duration of diabetes was 5.03+1.74 years. Hemoglobin Alc
levels, lipid levels and home glucose monitoring profiles were measured before and 32+2.32
months after substitution with insulin detemir.

Results: After insulin detemir administration as basal insulin, the mean HbA1c values decreased
from 9.08 % to 8.31 %. Total and LDL cholesterol values decreased significantly after detemir. The
mean four point blood glucose profiles showed a significant decrease after the substitution with
detemir. There was a decrease in the nocturnal hypoglycemia frequency and the rates were statis-
tically significant differ before and after detemir. Daily insulin doses, bolus/basal rates and body
mass index SDS of patients were not changed significantly before and after detemir.

Conclusion: In pediatric diabetic patients, insulin detemir as basal insulin is safe and significantly
lowers glucose levels compared with NPH insulin. This pilot study showed that the substitution of
NPH with detemir provides a better glycemic control without increased hypoglisemic events.

Key Words: Detemir, NPH, Type 1 diabetes mellitus

Amag: Literatiirde cocuk ve adolesan yas grubunda instilin detemirin etkinligi, gece hipoglisemi
sikligindaki azalma ve kilo degisiklikleri hakkinda sinirli sayida calisma olmasi nedeniyle bu pros-
pektif calismayi planladik.

Materyal Metod: Kotli metabolik kontrollii ve/veya sabah hiperglisemileri olan 15 diyabetik has-
ta (10 erkek) calismaya dahil edildi. Hastalarin ortalama yasi 13.41+3.68 yil ve ortalama diyabet si-
resi 5.03+1.74 yildi. Hemoglobin A1c ve lipid dlzeyleri, kan sekeri profilleri ve viicut kitle indeksleri
baslangicta ve detemir kulanimindan 32+2.32 ay sonra degerlendirildi.

Bulgular: Bazal instlin olarak instlin detemir uygulanmasindan sonra ortalama HbA1c degerleri
%9.08'den %8.31'e geriledi. Total ve LDL kolesterol diizeylerinde detemir sonrasi istatiksel olarak
anlamli azalma goruldi. Detemire gecildikten sonra ortalama gtinliik kan sekeri profillerinde an-
lamli azalma saptandi. Gece hipoglisemi sikliklarinda detemire gecis sonrasi anlamli azalma sap-
tandi. Hastalarin guinliik insiilin dozlari, bolus/bazal oranlari ve BMI SDS degerlerinde anlamli bir
degisiklik olmadi.

Sonug: Bu calisma, bazal - bolus rejimde glinde tek doz detemir tedavisinin NPH ile karsilastiril-
diginda 6zellikle dislipidemi riskinin azaltilmasinda ve daha iyi metabolik kontrol saglanmasinda
gece hipoglisemi riskini arttirmaksizin, etkin ve iyi tolere edilebilir oldugunu desteklemektedir.

Anahtar Kelimeler: Detemir, NPH, Tip 1 Diyabetes Mellitus

a basal insulin1. Insulin detemir is
a soluble long-acting human insu-
lin analogue acylated with a 14-car-
bon fatty acid. The fatty acid mod-
ification allows insulin detemir to

disk) is a novel, biologically engi-
neered analogue of human insulin
that has been successfully devel-
oped for clinical use in diabetes as

202



Journal of Ankara University Faculty of Medicine 2008, 61(4)

reversibly bind to albumin, there-
by providing slow absorption and
a prolonged and consistent met-
abolic effect of up to 24 hours in
patients with type 1 diabetes mel-
litus (2,3). The soluble formula-
tion ensures a homogenous con-
centration, with no need for agita-
tion before administration. Insu-
lin detemir has a less-pronounced
peak of action and lower intrasu-
bject variation in pharmacokinet-
ic parameters compared with neu-
tral protamine Hagedorn (NPH).
Thus, it may provide more consis-
tent insulin levels and more pre-
dictable, protracted and consis-
tent effect on blood glucose than
NPH because of lower absorption
variability (4,5).

Traditional basal insulin preparations

such as NPH insulin and ultralente
do not accurately reproduce phys-
iological serum insulin levels and
are characterized by peaks in plas-
ma concentration 3-8 h after ad-
ministration that may result in hy-
poglycemia during the night (6).
Furthermore, differences in crys-
tal size and inadequate resuspen-
sion make absorption kinetics and
dosing precision with NPH insulin
variable and result in unpredict-
able glucose levels (6,7).

This study compared the glucose

lowering effect of insulin detemir
with NPH insulin given bedtime
in type 1 diabetic patients on four
doses insulin injection regime.

Material - Method

15 diabetic patients (10 male, 5 fe-

male) with insufficient metabol-
ic control and/or morning hyper-
glycemia were included in to the
study. The average age of the pa-
tients was 13.41+3.68 years and
the average duration of diabetes
was 5.03+1.74 years. All of the pa-

tients used insulin aspart before
meals and single dose NPH at bed
time. The metabolic and clinical
parameters of the patients such as
hemoglobin Alc levels, lipid lev-
els, hypoglycemia frequency, home
glucose monitoring profiles and
body mass index SDS were mea-
sured before and 32+2.32 months
after substitution with insulin de-
temir. HbAlclevels were measured
two times, at the beginning and
end of insulin detemir treatment.
At home, blood glucose measure-
ments were performed with glu-
cose test strips before meals and
at 10 pm and 3 am, which was ob-
tained to detect nocturnal hypo-
glycemia. Informed consent was
obtained prior to the change in
treatment modality. Wilxocon test
was used to compare the metabol-
ic and clinical parameters. Statisti-
cally significant value was defined
as p<0.05.

Results

After insulin detemir administration

as basal insulin, the mean HbAlc

values decreased from 9.08 % to
8.31 %. This decreased was not sta-
tistically significant (p=0.061). Be-
fore and after the Detemir adminis-
tration, a statistically significant dif-
ference was not observed between
the triglyceride and HDL choles-
terol values (p=0.615, p=0.887).
However, total and LDL cholester-
ol values decreased significantly af-
ter detemir (171+44.23 vs 151 =+
20.41 mg/dl, p=0.011; 89%22.59
vs 73+20.67 mg/dl, p=0.005 re-
spectively). The mean four — point
blood glucose profiles showed a
significant decrease after the sub-
stitution with detemir (10+1.95 vs
8+1.95 mmol/L, p=0.004). There
was a decrease in the nocturnal
hypoglycemia frequency and the
rates were statistically significant
differ before and after detemir
(p= 0.0306). Although there was a
decrease in the day hypoglycemia
frequency, the rates did not statis-
tically significant differ before and
after detemir (p= 0.115). Daily in-
sulin doses, bolus/basal rates and
body mass index SDS of patients
were not changed significantly be-
fore and after detemir (Table 1).

Table 1. Summary of variables before and after detemir therapy

Before Detemir Therapy™ | After Detemir Therapy** p*
Weight SDS 0.17£1.59 0.13+1.48 0.778
BMI SDS 0.19+1.01 0.29+0.76 0.300
Hb Alc (%) 9.08+1.90 8.31+1.29 0.061
Triglyceride (mg/dl) 132+148.36 95+30.78 0.615
Cholesterol (mg/dl) 171+44.23 151+20.41 0.011
HDL (mg/dI) 58+14.79 58+13.18 0.887
LDL (mg/dl) 89+22.59 73+20.67 0.005
Hypoglycemia frequency 7+4.30 5.£3.75 0.115
(day)
Hypoglycemia frequency 2+2.59 1£0.99 0.036
(night)
Mean glucose values 10+1.95 8+1.95 0.004
(mmol/L)
Total insulin doses 0.91+0.24 0.97+0.21 0.211
(IU/kg/day)
Bolus (IU/kg) 0.50+0.13 0.610.15 0.044
Basal (IU/kg) 0.38+0.22 0.33+0.10 0.432
Bolus/basal rate 1.71£0.94 2+0.76 0.173

* Wilxocon test , **The datas are provided as = SD
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Conclusion

This study compared the glucose low-

ering effect of insulin detemir with
NPH insulin given bedtime in type
1 diabetic patients on four doses
insulin injection regime. Large-
scale intervention and outcome
studies have shown that intensi-
fied treatment aimed at tight gly-
cemic control helps to delay onset
and slow progression of diabetes
complications in children and ad-
olescents and adults (7,8). How-
ever, intensive insulin therapy is
associated with increased risk of
daytime and nocturnal hypoglyce-
mia, which has been attributed to
the pharmacodynamic properties
of traditional human insulin prep-
arations (9).

In most comparative studies of insu-

lin detemir, no statistically signif-
icant between-group differences
are reported for HbAlc, despite
the reduced risk of hypoglycae-
mia seen with insulin detemir (10-
13). This is also true for some of
the most recently reported stud-
ies (13). However, in the study by
Home et al (15), an analysis that
combined data for the two insulin
detemir groups did show a statis-
tically significantly lower HbAlc,
in comparison with NPH insulin
(-0.18%; 95% CI -0.34,-0.02), but
the effect size is clinically small. In
the same study the authors con-
cluded that decrement in the lev-
els of HbA1lc will result in the dec-
rement of future microvascular
complications (15). In our study,
although the decrement of HbAlc
levels was not statistically signifi-
cant, the decrease of HbAlc levels
by 0.77% may result in decreased
future vascular complications.
Based on the DCCT study, Pickup
et al. (16) calculated that the ab-
solute risk reduction for sustained
progression in retinopathy associ-
ated with a difference in HbAlc of
0.5% was approximately 0.5 cas-

es per 100 patient - years. We con-
sider that the decrement of HbAlc
will increase when patients show
good compliance with insulin de-
temir. Additionally, it has been con-
sidered that the decrease in HbAlc
would reach significance with bet-
ter adherence to diet in these pa-
tients.

The lower and more predictable

fasting plasma glucose observed
with insulin detemir are clinical-
ly significant advances compared
to NPH insulin (14). Administra-
tion of insulin detemir resulted in
more predictable blood glucose
levels, with significantly lower day-
to-day within-subject variation in
fasting self-measured blood glu-
cose profiles than with NPH insu-
lin. This finding is consistent with
findings from other trials in pa-
tients with type 1 diabetes (10,17).
In the study of Home et al. (15),
self-monitored prebreakfast levels
at end point were significantly im-
proved on detemir regimens. Rus-
sell-Jones et al. (18), have found
that both fasting plasma glucose
and fasting self-measured blood
glucose were significantly reduced
with insulin detemir compared
with NPH. Prolonged duration of
action complements findings from
kinetic studies showing that in-
sulin detemir has a flatter time-
action profile than NPH, reach-
ing a peak effect almost 90 min
later than NPH5. From these pro-
files, the duration of action of in-
sulin detemir appears to be long
enough to cover nighttime basal
insulin requirements. The effect
of insulin detemir was most pro-
nounced during the early morning
hours, reflected in the lower FPG
levels with insulin detemir com-
pared with NPH insulin. In our
study, the mean four — point blood
glucose profiles showed a signifi-
cant decrease after the substitu-
tion with detemir. It is likely that
further optimization of the bas-

al insulin regimen would be pos-
sible using insulin detemir, which
would hopefully provide superior
glycemic control. The authors con-
sidered that once-daily administra-
tion of insulin detemir provided
flatter and more stable nocturnal
glucose profiles than NPH insu-
lin, with the glucose-lowering ac-
tion of insulin detemir being more
persistent than that of NPH insu-
lin, which seemed to wane in the
early morning (1).

The earliest insulin detemir study did

suggest a significantly reduction in
overall hypoglycaemia rate com-
pared with NPH insulin (17). Pre-
viously published 6-month trial,
using insulin aspart as mealtime
insulin, showed statistically sig-
nificant 22% and 34% risk reduc-
tions for overall and nocturnal hy-
poglycemia, respectively, compar-
ing insulin detemir with NPH in-
sulin (A). Russell-Jones et al. (18)
reported a 26% reduction in risk
of nocturnal hypoglycaemia (p =
0.003). Other hand, Home et al.
(15) reported on a highly signifi-
cant reduction in the risk of noc-
turnal hypoglycemia in the de-
temir given in the morning and
at bedtime group compared with
the NPH insulin group. De Leeuw
et al. (12) reported that the over-
all risk of hypoglycaemia in their
study was not statistically signifi-
cant insulin detemir and NPH in-
sulin treatments. They found that
between-group difference over 12
months was only statistically sig-
nificant for nocturnal hypoglycae-
mia. Also, in our study, there was
a decrease in the nocturnal hypo-
glycemia frequency and the rates
were statistically significant differ
before and after detemir. On the
other hand, although there was a
decrease in the day hypoglycemia
frequency, the rates did not statis-
tically significant differ before and
after detemir. We consider that
this difference will be more signif-
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icant with prolonged insulin de-
temir treatment.

The mean requirement for insulin de-

temir was 2.35 times higher than
that for NPH to obtain comparable
blood glucose levels was evaluat-
ed (17). The impact of the differ-
ence in administered volume is no
known, and in general it is difficult
to compare the absorbtion of the
two insulins because of their dif-
ferent modes of protraction (3,5).
Vague et. Al10 reported that the
mean daily basal dose was 30.7
units in the detemir group com-
pared with 26.0 units in the NPH
insulin group. In our study, daily
insulin doses, bolus/basal rates of
patients were not changed signif-
icantly before and after detemir.
After detemir treatment, although
not statistically significant basal in-
sulin doses decreased compared
to increased bolus insulin doses.
Vague et al. considered that this
finding may be related to addi-
tional evening time boluses which
is used to prevent nocturnal hypo-
glycemia.
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Amag: Bu calismanin amaci; abdominal, pelvik ve inguinal lenf diiglmlerinin lenfanjiografi go-
runtulerindeki normal degisiklikleri belirlemek ve topografik dagilim bicimini degerlendirmekti.

Yontem: 32 eriskin insana ait olan 106 lenfanjiografi Gizerinde abdominal, pelvik ve inguinal lenf
dugumleri arastinldi. Her bir anatomik bolgedeki lenf diigiimlerinin sayisi, boyutu ve sekilleri be-
lirlendi.

Bulgular: Calismamizda, toplam 2841 lenf diigiimii gorildi. Her bir abdominal bélgede orta-
lama 30,97, pelvik bolgede ortalama 36,56, inguinal bolgede ise ortalama 21,25 lenf digimi
saptanmistir. Abdominal lenf diigiimlerinin boyutu ortalama 2,1 mm, pelvik lenf dugtumlerinin
boyutu ortalama 2,8 mm ve inguinal lenf diigiimlerinin boyutu ortalama 4,9 mm bulundu.

Sonug: Bu calismada, tlkemizdeki abdominal, pelvik ve inguinal lenf diglmlerinin lenfanjiografi
goruntilerindeki normal degisiklikleri tespit ettik ve daha 6nce literatirde bildirilmis olan sonug-
larla bizim sonuglarimizi karsilastirdik. Ayrica lenfanjiografi teknigi tanimlandi ve lenfanjiografi
esnasinda ortaya ¢ikabilecek komplikasyonlar, abdominal, pelvik ve inguinal lenf digimlerinin
normal lenfanjiografi gortinttleri ve normal dagilim bicimindeki farkliliklar hakkinda bilgi verildi.
Literatlrd inceledigimizde bizim ¢alismamizda oldugu gibi abdominal, pelvik ve inguinal lenf du-
glimlerinin sekli ile ilgili yapilmis olan bir calismaya rastlayamadik. Farkli cerrahi bolgelerdeki lenf
digtimlerinin sayisinin, boyutunun ve seklinin bilinmesi; radyolojik gértintiileme ve radyasyon
tedavisini planlamada blytk fayda saglayacaktir.

Anahtar Kelimeler: Lenfanjiografi, lenf diigiimii, abdomen, pelvis, inguinal bolge

Aim: Purpose of this study; was to determine normal changes at lymphangiographic views of
abdominal, pelvic and inguinal lymph nodes and to evaluate topographical distribution of these
nodes. Also, technique of lymphangiography was defined and was give knowledge about comp-
lications which might come about during to lymphangiography, normal lymphangiographic vi-
ews of abdominal, pelvic and inguinal lymph nodes and differences at normal pattern of these
nodes in this study.

Method: Researchs of abdominal, pelvic and inguinal lymph nodes were made in 106 lymphan-
giography from 32 adult humans. The number, size and shape of lymph nodes were to determi-
ned in each of anatomical region.

Results: In our study, a total of 2841 lymph nodes were visible. The number of abdominal, pelvic
and inguinal lymph nodes were found that mean 30,97; 36,56 and 21,25 respectively. The size of
abdominal, pelvic and inguinal lymph nodes were found that mean 2,1 mm, 2,8 mm and 4,9 mm,
respectively.

Conclusion: In this study, we are identified to normal changes at lymphangiographic views of
abdominal, pelvic and inguinal lymph nodes and compared our results to those of previously
reported literature in Turkish population. We could not find a study that made concerning the
shape of abdominal, pelvic and inguinal lymph nodes as our study when investigate literature.
Knowledge of number, size and shape of lymph nodes in different surgical regions provide a
great benefit in radiologic imaging and planning radiation therapy.

Key Words: Lymphangiography, lymph node, abdomen, pelvis, inguinal region
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Bu calismanin amaci; abdominal,

pelvik ve inguinal lenf diigtimleri-
nin lenfanjiografi (LAG) goriinti-
lerindeki normal degisiklikleri ve
her bir bolgedeki lenf diiglimleri-
nin sayisin tespit etmek, lenf di-
gumlerinin topografik dagilim bi-
cimini ve anatomik yapilarla olan
iliskilerini degerlendirmekti. Ay-
rica bu calismada LAG teknigi ta-
nimland: ve LAG esnasinda ortaya
cikabilecek komplikasyonlar, ab-
dominal, pelvik ve inguinal lenf
digimlerinin anatomisi, normal
LAG goruntileri ve normal dags-
Iim bicimindeki farkliliklar hak-
kinda bilgi verildi.

Yillardir konvansiyonel LAG, lenfle-

rin ve lenf digimlerinin patolojik
durumlarinin tanist icin kullanil-
mustir. Son birkag yildir, teknolojik
gelismeler 6zellikle de bilgisayar-
1 tomografi (BT), LAG’nin kullani-
mini 6nemli derecede azaltmistir.
Yine de, LAG normal boyutlarda-
ki lenf diigtimleri icerisindeki ya-
piy1 gosterme Ozelligiyle vazgecil-
mez bir yontemdir.

LAG hastanin hastaneye yatist yapil-
madan uygulanabilen bir tan1 yon-
temidir (1,2). Bircok yazar sade-
ce nadir gorilen ve 6nemli olma-

yan komplikasyonlar: rapor etmis-
tir (3-8). Ancak LAG’nin en 6nem-
li komplikasyonlar1 teknik uygula-
madan ziyade vital boya ve kont-
rast maddeler nedeniyle orta-
ya ¢ikar. En sik gorilen kompli-
kasyon pulmoner yag embolisi-
dir (1,9-11). Kontrast madde asi-
r1 miktarda (>20 ml) verilmedik-
ce veya hasta yaga kars: asir1 du-
yarlt olmadikg¢a klinik semptomlar
ortaya ¢ikmaz. Yagli kontrast mad-
de ile LAG’de enjeksiyon hizi, pul-
moner yag embolisi olusumunda
onemli bir faktor degildir (1). Bu
asemptomatik pulmoner yag em-
bolisi genellikle LAG sonrast goz-
lemlenen gogilis BT taramalarinda
bulunmustur (12).

Normal LAG goruntilerinde abdomi-

nal ve pelvik bolge lenf diigtimle-
ri diger viicut bolgelerindeki lenf
digiumlerinde oldugu gibi gori-
nim olarak homojen bir karakter
gosterir ve benzer bir yapidadir.
Ayrica opak sinis sistemi ile non-
opak lenfoid follikiller arasindaki
komsuluk nedeniyle oldukca gra-
niler bir yapt gosterir. Lenf di-
gliminin sinirt iyi belirlenmistir.
LAG sonrast 24-48 saatte lenf du-
giimlerinin boyutlarinda hafif bir
artis olur. Fakat, bu etki birkag haf-

ta sonra azalir. Bu nedenle, kont-
rast maddenin esit dagildig: genis
lenf diagumleri hiperplastik zan-
nedilebilir (13).

LAG goruntilerini iyi yorumlamak

icin lenfatik ve nodal fazlarin her
ikisini dikkatli sekilde incelemek
gerekir (14). Eger LAG ve BT uy-
gulamalarinin her ikisi de yapila-
caksa, LAG BT’den Once yapilir.
Cunkd, lenf digiimlerindeki kont-
rast madde, 6zellikle retroperito-
neal yag dokusu az olan kisilerde
BT taramalarinin yorumlanmasint
kolaylastirabilir (13-15).

Inguinal lenf diigiimlerinin kontrast

madde ile dolusu; lenf diigtimle-
rinin sayisi, boyutu ve gorinimi
agisindan buyuk farkliliklar goste-
rir. Patolojik olmayan lenf digim-
lerinin bu 6nemli degiskenligi, bu
bolgedeki bir kansermis gibi de-
gerlendirilebilir. Bu nedenle, LAG
inguinal lenf digimlerini klinik
olarak yorumlamada pek 6nemli
degildir. Tersine, LAG paraaortik
lenf diigtimleri (nodi aortici late-
rales) i¢in ytiksek tan1 dogrulugu-
na sahiptir. Bu nedenle, paraaor-
tik lenf digumleri LAG goriintiile-
ri ile giivenilir sekilde yorumlana-
bilir (1).

Lumbal lenf digimleri; nodi pre-

aortici, nodi aortici laterales ve
nodi retroaortici olarak li¢ termi-
nal grupta incelenebilir. Nodi ili-
aci communes, a.v. iliaca commu-
nis cevresinde dizili lenf digimle-
ridir. Nodi iliaci externi ise a.v. ili-
aca externa cevresinde dizili olan
lenf digimleridir. Nodi lympho-
idei inguinales, ytlizeyel ve derin
olmak uzere iki grup olusturur.
Yiizeyel inguinal lenf dugimle-
ri, proksimal ve distal olmak tize-
re iki alt grup yapar. Derin ingui-
nal lenf digimleri, v. femoralis’in
medialinde dizili lenf diigimleri-
dir (16).

Sekil 1. a: LAG gorintisl Uzerinde abdominal, pelvik ve inguinal lenf digiumleri gérilmekte-
dir. b: LAG géruntisune ait sematik ¢izim. Nodi preaortici (1), nodi aortici laterales (2,3), nodi

iliaci communes (4), nodi iliaci externi (5,6). BT gibi modern tani tekniklerinin
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kullanima girmesinin LAG endi-
kasyonunun azalmasinda etkisi ol-
mustur. Yine de, bugiin bile hala
lenfatik sistem hastaliklarinda, tes-
tikiiler timorlerde ve lenfodem-
de diger yontemler LAG’nin yerini
dolduramaz. Bu nedenle LAG’nin
lenfatik sistem ile ilgili selektif bir
uygulama oldugunu hatirlatmak
istedik.

Gerec¢ ve Yontem

Calismamiz 47 erigkin insana ait olan

LAG arsivinden yararlanilarak ya-
pildi. Bu LAG’lerden 15 kisiye ait
olanlar cesitli tanisal nedenler-
den dolay1 (2 seminom, 2 lenfo-
sarkom, 9 lenfoma, 2 teratokarsi-
nom) ¢alisma dis1 birakildi. Bu ca-
lismada, 32 eriskin saglikli insana
ait olan 106 LAG tzerinde abdo-
minal, pelvik ve inguinal lenf di-
giimlerinin normal dagilim bicimi
arastirildi. Bes tanesi (%15,6) ka-
din, 27’si (%84,4) erkek idi. Yas
ortalamasi 30,7 (yas araligt 20-73
yas) idi. Her bir lenf digimiinin
en biyuk kisa aks capimi belirle-
mek icin LAG gOruntisi tizerinde
kompas yardimi ile 6l¢iim yapildi.

Her bir LAG ACER ScanPrisa 640U

scanner ile tarandi. Bu dijital tara-
malar Adobe® Photoshop® 6.0 CE
bilgisayar ¢izim programu ile ince-
lendi. Belirlenen lenf diigtimleri-
nin normal dagilim bicimindeki

farkliliklar: tespit etmek amaciyla
her bir LAG goriuntisiinin ¢izimi
yapildi. LAG goruntileri tizerin-
de her bir abdominal, pelvik ve in-
guinal bolgenin sag ve sol her bir
taraft icin lenf digimlerinin nor-
mal dagulim bicimindeki farklilik-
lar, lenf digiimlerinin sayilari, yer-
leri ve sekilleri belirlendi. Karsilas-
tirma amactyla her bir pelvis yari-
mindaki lenf digimleri, LAG g6-
runtilerindeki siniflama esnasin-
da anatomik olarak nodi preaorti-
ci, nodi aortici laterales, nodi iliaci
communes, nodi iliaci externi ve
nodi lymphoidei inguinales sek-
linde gruplara ayrilarak incelen-
di. Tim gruplardaki lenf dagim-
lerinin yerlesimi, boyutu, sayist ve
sekli kaydedildi. LAG gortintiile-
rindeki abdominal, pelvik ve ingu-
inal bolge lenf digiimlerinin nor-
mal dagilim bigimini ve anatomik
yapilarla olan iliskilerini sinifla-
mak icin abdominal, pelvik ve in-
guinal lenf diglimlerini gruplara
aywrarak inceledik. Dagilim bolge-
leri abdominal, pelvik ve inguinal
lenf diigtimlerinin 8 cerrahi bolge-
sine gore ayrilmistir (Sekil 1). Nodi
preaortici: Aorta abdominalis’in
On yuiziinde bulunan lenf dagim-
leridir. Nodi aortici laterales: Aor-
ta abdominalis’in her iki yaninda
yer alan lenf digimleridir. Nodi
iliaci communes: Bifurcatio aor-
tae ile a.v. iliaci communes’lerin
iki ana dalina ayrildigt yer arast
bolgede bulunan lenf digliimleri-
dir. Nodi iliaci externi: A.v. iliaci

communes’lerin iki ana dalina ay-
rildig: yer ile acetabulum’un 2 cm
yukarist arast bolgede bulunan
lenf digimleridir. Nodi lympho-
idei inguinales: Acetabulum’un 2
cm yukarisi seviyenin asagisinda
bulunan lenf diigtimleridir.

Bulgular

32 kisiye ait olan 106 LAG tzerinde

yapilan ¢alismamiz esnasinda lenf
digumleri tim LAG’lerde her bir
dagilim alaninda bulundu. Top-
lam 2841 lenf digimu tespit edil-
di. Her bir abdominal bolgede or-
talama 30,97 (20-49 arasi), pelvik
bolgede ise ortalama 36,56 (23-51
arasi), inguinal bolgede ise orta-
lama 21,25 (12-40 arasi) lenf du-
gumi saptanmustir. Farkli cerra-
hi bolgelerdeki lenf digiimlerinin
sayist tespit edilmistir (Tablo 1).

Abdominal bolgede en fazla sayida

lenf diigiimi iceren grup sol taraf
nodi aortici laterales, en az sayi-
da lenf diiglimi iceren grup nodi
preaortici idi.

Abdominal bolgede toplam 991 lenf

digimu tespit edildi ve sag taraf-
ta 470 (%47,43), sol tarafta 521
(%52,57) taneydi. Abdominal bol-
gede sag taraftaki nodi aortici la-
terales grubu lenf digiimlerinin
daha fazla sayida oldugu kisi say1-

Tablo 1. Farkli cerrahi bélgelerdeki lenf digumlerinin sayisi.

Tablo 2. Farkli cerrahi bélgelerdeki lenf dugumlerinin capi.

Lenf disiagaz:lerinin Ortalama Egu_kyﬁﬁgkﬁl;:g;n Ortalama (mm) En kﬁg;ige\:e(;;l))ﬁyﬁk
Abdomen Abdomen
n. preaortici 48 1,5 1-6 n. preaortici 1,9 1,7-5,9
n. aortici laterales (sag) 446 13,94 9-24 n. aortici laterales (sag) 1,9 1,6-6,2
n. aortici laterales (sol) 497 15,53 9-25 n. aortici laterales (sol) 2,3 1,5-10,1
Pelvis Pelvis
n. iliaci communes 465 14,53 8-21 n. iliaci communes 2,5 1,6-11,1
n. iliaci externi (sag) 357 11,16 6-18 n. iliaci externi (sag) 2,9 1,8-11,4
n. iliaci externi (sol) 348 10,88 6-17 n. iliaci externi (sol) 3 1,8-11,2
inguinal bélge inguinal bélge
n. lymphoidei inguinales (sag) 335 10,47 5-20 n. lymphoidei inguinales (sag) 4,7 3,1-17,3
n. lymphoidei inguinales (sol) 345 10,78 5-20 n. lymphoidei inguinales (sol) 5,1 3,3-15,1
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Tablo 4. Pelvik lenf digUmlerinin ortalama sayisi ile ilgili de@erlerin
kargilagtirmasi.

Tablo 3. Farkli cerrahi bélgelerdeki lenf diiglimlerinin sekli ve sayisi.

Yuvarlak Elips Atipik
Vinnicombe ve | Grubnic ve | Canessa ve | El-Shazli ve A

Abdomen ark. ark. T ey Panici ve ark.
n. preaortici 30 (%62,5) 11 (%22,9) 7 (%14,6)

Vaka sayisi 40 12 16 109 208
n. aortici laterales (sag) 250 (%56) 151 (%33,9) 45 (%10,1)
n. aortici laterales (sol) 335 (%67,4) 111 (%22,3) 51 (%10,3) ,?Q.ﬂ'iﬁ?"'" LAGSBT MRG K LDD LDD
Pelvis

Pelvis 45 34,1 28,6 19,1 38
n. iliaci communes 312 (%67,1) 104 (%22,4) 49 (%10,5)
n. iliaci externi (sag) 238 (%66,7) 82 (%23) 37 (%10,3) LAGsBT: Lenfanjiografi sonrasi bilgisayarli tomografi, MRG: Manyetik
n. iliaci externi (sol) 231 (%66.,4) 81 (%23,3) 36 (%10,3) rezonans go_r_untul_eme, K: Kadavra, LDD: Lenf digumu diseksiyonu,

LAG: Lenfanjiografi.
inguinal bélge
n. lymphoidei inguinales (sag) | 203 (%60,6) 99 (%29,5) 33 (%9,9) sag taraftaki nodi lerinin boyutu ortalama 4,9 mm
n. lymphoidei inguinales (sol) | 226 (%65,5) 87 (%25,2) 32 (%9,3) iliaci externi gru- bulundu.

bu lenf digim-

st 4 (%12,5), sol taraftaki lenf di- lerinin daha fazla sayida oldugu Farkli cerrahi bolgelerdeki lenf di-

giimlerinin daha fazla sayida oldu-
gu kisi sayist 19 (%59,38), her iki
taraftaki lenf digiimlerinin esit sa-
yida oldugu kisi sayist 9 (%28,12)
olarak saptandi.

Pelvik bolgede en fazla sayida lenf di-

glimi iceren grup nodi iliaci com-
munes idi ve her bir pelvik bolge
icin ortalama 14,53 (8-21 arasi)
lenf digumi saptanmistir. Pelvik
bolgede en az sayida lenf dugu-
mi iceren grup sol taraf nodi ilia-
ci externi idi ve her bir pelvik bol-
ge icin ortalama 10,88 (6-17 arasi)
lenf digimii saptanmuistir.

Pelvik bolgede toplam 1170 lenf di-

gumi tespit edildi ve sag taraf-
ta 590 (%50,43), sol tarafta 580
(%49,57) taneydi. Pelvik bolgede

kisi sayist 12 (%37,5), sol taraftaki
lenf diglimlerinin daha fazla say1-
da oldugu kisi sayis1 10 (%31,25),
her iki taraftaki lenf digiimlerinin
esit sayida oldugu kisi sayist 10
(%31,25) olarak saptandi.

inguinal bolgede sol taraf nodi

lymphoidei inguinales daha fazla
sayida lenf digimu iceren grup-
tu.

Inguinal bolgede toplam 680 lenf

digimi tespit edildi. Inguinal
bolgede sag taraftaki nodi iliaci
externi grubu lenf digimlerinin
daha fazla sayida oldugu kisi say1-
s19 (%28,12), sol taraftaki lenf di-
giimlerinin daha fazla sayida oldu-
gu kisi sayis1 10 (%31,25), her iki
taraftaki lenf diigtimlerinin esit sa-

Tablo 5. Abdominal, pelvik ve inguinal lenf digumlerinin en buyuk

capi ile ilgili degerlerin karsilastirmasi.

MRG: Manyetik rezonans gériintiileme, US: Ultrasonografi,
LAG: Lenfanjiografi, BT: Bilgisayarli tomografi.

yida oldugu kisi sa-
yist 13 (%40,63)
olarak saptandi.

Hawnaur ve| Grubnic ve | Stramare ve | Petersve | Dorfmann ve . .
ark. ark. ark. ark. ark. Farkli cerrahi bol-
gelerdeki lenf du-
Vaka sayisi 40 12 118 102 130 > o
gimlerinin  ¢apt
)(;;;rl‘lin':‘ainln MRG MRG us LAG BT tespit edilmistir
(Tablo 2). Abdomi-
Abdomen 11 mm 11 mm nal lenf diagimle-
rinin boyutu orta-
Pelvis 10 mm 9mm 12 mm lama 2,1 mm, pel-
— vik lenf digitimle-
Inguinal 10 mm 10 mm 18 mm P
bélge rinin boyutu orta-

lama 2,8 mm ve in-
guinal lenf digiim-

glmlerinin sekli ve sayis1 saptan-
mustir (Tablo 3). Abdominallenfdi-
giimlerinin sekli 615’inde (%62,1)
yuvarlak, 273 tinde (%27,5) elips
ve 103’tinde (%10,4) atipik ola-
rak bulundu. Pelvik lenf digim-
lerinin sekli 781’inde (%66,8) yu-
varlak, 267’sinde (%22,8) elips ve
122’sinde (%10,4) atipik olarak
bulundu. inguinal lenf diigiimle-
rinin sekli 429’unda (%63,1) yu-
varlak, 186’sinda (%27,3) elips ve
65’inde (%9,6) atipik olarak bu-
lundu.

Tartisma ve Sonu¢

Bu calismada, tulkemizdeki saglik-

It erigkin bireylere ait olan abdo-
minal, pelvik ve inguinal lenf di-
gumlerinin LAG goriintiilerinde-
ki normal degisiklikleri tespit ettik
ve daha 6nceden literatiirde bildi-
rilen sonuclarla (13,17-24) bizim
sonuclarimizi karsilastirdik (Tab-
lo 4 ve 5). Pelvik lenf dugimleri-
nin ortalama sayisini 36,6 olarak
bulduk ve bulgularimiz, Grubnic
ve Panici’nin bulgulartyla uyum-
luydu. Abdominal lenf diigtimleri-
nin en biyik ¢apini 10,1 mm ola-
rak bulduk ve bulgularimiz, Grub-
nic ve Dorfmann’in bulgulariyla
uyumluydu. Pelvik lenf digim-
lerinin en buyuk capini 11,4 mm
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olarak bulduk ve bulgularimiz,
Hawnaur ve Peters’in bulgulariyla
uyumluydu. inguinal lenf digiim-
lerinin en buytik ¢apimi 17,3 mm
olarak bulduk ve bulgularimiz,
Peters’in bulgulariyla uyumluydu.
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Uroloji Uzmani Olmayan Doktorlarin Kadin Hastalarda Uriner
inkontinansa Yaklasimlari

Approachments Of Non-Urologist Physicians To Urinary Incontinence In Female Patients

Ural Oguz, Cengiz Kara, Berkan Resorlu, Ekrem Ozyuvali, Ali Unsal

Saglik Bakanlgi Kegiéren Egitim ve Arastirma Hastanesi, Uroloji
Kiinigi, Amag: Bu calismada Uroloji uzmani olmayan doktorlarin kadin hastalarda triner inkontinansa

yaklasimlarini degerlendirmeyi amacladik

Materyal ve Metod: Uroloji bransi disindaki 358 tip doktoruna 4 sorudan olusan kisa bir anket
yapildi.Katilimcilara kadin hastalarda triner inkontinansi sorgulayip sorgulamadiklari soruldu.
Uriner inkontinans sorgulamasi yapanlara nasil bir yol izledikleri, sorgulamayanlara da bunun ne-
denlerine yonelik sorular yoneltildi. Ankete katilanlarin yas ortalamasi 31.3 yil olarak bulundu.

Sonuclar: Ankete katilan doktorlarin 74’ (%20.6) tum kadin hastalarda rutin olarak tiriner inkon-
tinansi sorguladigini, 230'u (%64,2) Uriner sistem semptomlari olanlarda 18'i (%3,3) ise yash has-
talarda ve eslik eden baska hastalik varliginda sorguladiklarini belirttiler. 36s1 (%10) ise hastalarda
triner inkontinansi hi¢ sorgulamadiklarini belirttiler. Uriner inkontinans sorgulamasi yapmayan
hekimlerin en 6nemli mazeretleri ise uzmanlik alani olmamasi idi. Doktorlarin 62°si (%17.3) bunu
primer isi olarak gérmedigini, 60°1 (%16.6) unuttugunu, 56'si (%15.6) yeterli zamani olmadigi-
ni, 20'si (%5.5) muayene ortaminin uygunsuzlugunu, 12°si (%3.3) yeterli bilgisi olmadigini, 6'si
(%1.6) ise hasta tepkisinden ¢ekindigini belirtti. Doktorlarin 102'si (%28.5) tiriner inkontinans sap-
tadiklan bayan hastalarini trolojiye, 58'i (%16.2) ise jinekolojiye konstlte ederken, 49'u (%13.6)
tetkik isteyip sonugclariyla troloji ya da kadin doguma konsiilte ettigini, 8'i (%2.23) ise tetkik so-
nuglarina gore tedavi basladigini ifade etti.

Tartisma: Bu calismada ki anket sonuclarina gére kadinlarda Uroloji disindaki klinik bélimlerde
Uriner inkontinans yeterince sorgulanmamaktadir.

Anahtar Kelimeler: inkontinans, kadin, sorgulama

Aim: In this study we aimed to evaluate approachments of non-urologist physicians to urinary
incontinence (UI) in female patients.

Materials and Methods: A brief quastionnaire including 4 questions was given to 358 physicians
apart from urologist. Participants were asked if they inquire Ul in female patients. Physicians who
evaluated Ul were asked to determine their way of investigation; and than those who reported
that they do not evaluate Ul were asked why they don't inquire about Ul. The mean age of parti-
cipants was 31.3 years.

Results: 74 (%20.6) of participants reported that they inquire Ul in all female patients routinly.
236 (%65.9) of them inquire patients if they have urinary system symtoms and 18 (%5) of parti-
cipants inquire if they are old or have any problem. 36 (%10) participants reported that they do
not inquire about Ul in female patients. Among 358 physicians who not inquire Ul, 62 (%17.3)
believed that inquiring Ul was not their primary job, 60 (%16.6) said that they forgot it, 56 (%15.6)
reported that they did not have enough time, 20 (%5.5) said the examination enviroment was
not suitable, 12 (%3.3) believed that they did not have enough knowledge and 6 (%1.6) reported
that he was disturbed of the patients reaction. 102 (%28.5) of physicians proceeded with urology

ihi: 17.03. - Kabul tarihi: 28.04. ) . : I
Basvury tarihi: 17.03.2009 - Kabul tarihi: 28042009 and 58 (%16.2) gynecology consultation, 49 (%13.6) proceeded with laboratory investigation and

Iletisim urology or gynecology consultation with their results. 8 (%2.23) tried to treate patients.
Uzm. Dr. Cengiz Kara . Conclusion: Urinary incontinence is not inquired in the departments out of urology.
Saglik Bakanhgi Kegiéren Egitim ve Arastirma Hastanesi, Uroloji

Klinigi Key Words: incontinance, female, questionnare
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Uroloji poliklinigine basvuran hasta-
larin 6nemli bir kismini orta yas
uzeri kadin hastalar olusturmak-
tadir. Her yil diinyada 10 milyon,
ABD’de ise 6.5 milyon kadin iiri-
ner inkontinans sikayetiyle heki-
me basvurmaktadir (1). Hastali-
gin gorilme sikligi yas, parite, asirt
kilo ve menapoz ile artis gosterir.
Kadinlarda inkontinans prevalansi
ile ilgili %4.5 ile %53 arasinda de-
gisen oranlar bildirilmistir (2). G6-
rilme sikliginin bu kadar genis bir
aralikta verilmesinin nedeni cesit-
li galismalarda idrar kacgirmanin
degisik sekilde tanimlanmasindan
kaynaklanmaktadir (3). Ancak bu-
nun toplumda yasliligin dogal bir
seyri olarak algilanmasi, tedavi edi-
lebilecegine inanilmamasi, utan-
ma gibi nedenlerle hasta tarafin-
dan dile getirilmemesi; doktorlar
tarafindan c¢esitli nedenlerle sor-
gulanmamas: bu problemin orta-
ya cikartilip tedavi edilmesine en-
gel olmakta ya da geciktirmektedir
(2). Birinci basamak saglik mer-

kezlerinde konuyla ilgili uzmani-
nin olmayist da giindeme gelmesi-
ni gliclestirmektedir.

Bu anket ¢alismasinda turoloji disin-

daki branslarda, asistan veya uz-
man olarak calisan doktorlar ile
pratisyen doktorlarin iriner in-
kontinansa yaklasimlarini deger-
lendirmeyi amacladik.

Gere¢ ve Yontem

Uroloji disindaki branglarda uzman

ya da asistan olarak calisan doktor-
lar ile pratisyen doktorlardan olu-
san 358 tip doktoruna 4 sorudan
olusan bir anket verildi. Anket An-
kara, Antalya, Erzurum, Istanbul,
Gumishane ve Rize’de ¢alismakta
olan doktorlar ile yliz yiize ya da
mail yoluyla gorustilerek yapildi.

Ankette doktorlarin kendilerine bas-

vuran kadin hastalarda triner in-

kontinansi sorgulayip sorgulama-
diklar1 soruldu. Uriner inkonti-
nans sorgulamasi yapanlara daha
sonra hangi yolu izledikleriyle il-
gili alt1 ayr1 secenek sunularak bu
seceneklerden tercih yapmalarr is-
tendi. Bunun yani sira medikal te-
daviyi tercih eden doktorlarin ilag
tercihleri belirlendi. Ankete katilan
ve uriner inkontinansi sorgulama-
yan doktorlara ise bunun neden-
lerini irdelemeye yonelik alt1 sece-
nekli bir soru soruldu. Katilimcila-
ra birden fazla tercih yapabilme se-
cenegi sunuldu.

Bulgular

Ankete katilan doktorlarin yas or-

talamasi 31.3 olup, yas araligi 24
ile 60 arasinda degiskenlik gos-
terdi. Doktorlarin %52.8’i Sag-
lik Bakanligi’'na ait kurumlarda,
%41.7’si Universite hastanelerin-
de, %1.404 0zel saglik kurumlarin-

Tablo 1. Ankete katilan doktorlarin branglarina gére dagilimi Tablo 2. Doktorlarin Uriner inkontinansi sorgulama dagilimlari

Kombinasyonlar Hekim sayilan (n (%))
74 (%20.6)

36 (%10.0)

Brang n(%)

Her zaman sorgulayanlar

Acil tip 22 (6.14)

Sorgulamayanlar

Alle hekimi 16 (%4.47) Uriner sikayetler varsa 230 (%64.2)
Cildiye 10 (%2.79) sorgulayanlar
Yasl ve ek hastalik varsa 12 (%3.3
Dahiliye 104 (%29) gy v (%3.3)
sorgulayanlar
Gogus hastaliklar 12 (%3.35) Uriner sikayet ve ek hastalik varsa 6 (%1.6)

FTR 26 (%7.26) sorgulayanlar

Tablo 3. Doktorlarin hastalarinda Uriner inkontinansi sorgulamama
nedenleri

Genel cerrahi 14 (%3.91)

Noroloji 16 (%4.47) Kombinasyonlar Hekim sayisi(n (%))

Beyin cerrahi 16 (%4.47) Uzmanlik alani olmamasi 62 (%17.3)

Psikiyatri 4 (%1.11) Unutma 60 (%16.6)
KvC 14 (%3.91) Zaman yoklugu 56 (%15.6)

Ortopedi 14 (%3.91) Uygun olmayan muayene ortami 20 (%5.5)
KBB 12 (%3.35) Yeterli bilgi sahibi olmama 12 (%3.3)

Pratisyen 78 (%21.78) Hasta tepkisinden gekinme 6 (%1.6)
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da ve %4.1’i diger saglik kurum-
larinda calismaktaydi. Ankete ka-
tilan doktorlarin %21.7’si pratis-
yen, %56.5’i uzman ve %21.2’si
arastirma gorevlisiydi. 22 (%6.14)
acil tp, 16 (%4.47) aile hekimi, 10
(%2.79) cildiye, 104 (%29) dahili-
yve, 12(%0.55) gogis hastaliklari,
26 (%7.20) fizik tedavi ve rehabi-
litasyon (FTR), 14 (%3.91) genel
cerrahi, 16 (%4.47) noroloji, 16
(%4.47) beyin cerrahi, 4 (%0.55)
psikiyatri, 14 (%1.11) kardiyovas-
kiiler cerrahi (KVC), 14 (%1.11)
ortopedi, 12 (%0.55) kulak bu-
run bogaz (KBB) ve 78 (%21.78)
pratisyen doktor olusturmaktaydi
(Tablo 1). Ankete katilanlan dok-
torlarin 216’s1 erkek, 142’si ise ka-
dindi. Ankete katilan doktorlarin
36’s1 (%10.0) bayan hastalarda iri-
ner inkontinansi hi¢ sorgulamaz-
ken, 74’4 (%20.6) tim bayanlar-
da sorguladigin; 230u (%64.2)
uriner sistem sikayetleri olanlar-
da, 12’si (%3.3) yash hastalarda ve
eslik edebilecek hastalig: olanlar-
da (menapoz, diabetes mellitus,
serebrovaskiiler hastalik ve spi-
nal kord hasari gibi), 6’st (%1.6)
ise hem triner sistem sikayetleri
hem de eslik eden diger hastalik-
lar oldugunda sorguladigini belirt-
ti (Tablo 2). Sorgulama yapmayan
36 doktorun 4’4 (%11.1) acil tip,
2’si (%5.5) aile hekimi, 3’4 (%8.3
) cildiye, 7’si (%19.4 ) dahiliye,
31U (%8.3) gogls hastaliklari, 2’si
(%5.5) FTR, 2’si (%5.5) genel cer-
rahi, 1’i (%2.7) noroloji, 2’si (%5.5)
beyin cerrahi, 2’si (%5,5) KVC, 1’i
(%2.7 ) ortopedi, 2’si (%5.5) KBB
ve 5’1 (%13.8) pratisyen doktordu.

Doktorlarin 102°’si (%28.5) {riner

inkontinans saptadiklar1 hastala-
rint Uroloji poliklinigine yonlen-
dirirken, 58’i (%16.2) kadin do-
gum poliklinigine yonlendirmek-
te, 54’1 (%15.08) ise tercihi hasta-
ya birakmaktadir. Tetkik isteyerek
hastalarini trolojiye yonlendiren
30 doktor da gozoniline alindigin-
da, hastalarini troloji poliklinigi-

ne yonlendiren doktor sayisi 132
(%36.8) olmaktadir.

Bayan hastalarinda 1iriner inkon-

tinanst  sorgulamadiklarini  ifa-
de eden doktorlara bunun ne-
deni soruldugunda ise, 62’si
(%17.3) uzmanlik alani olmadig-
ni, 60’1 (%16.7) unuttugunu, 56’s1
(%15.6) ise zaman yoklugunu ifa-
de ettiler. 12’si (%3.3) yeterli bil-
giye sahip olmadiklar: i¢in Uriner
inkontinanst  sorgulamadiklarini
belirtirken, 20’si (%5.5) muayene
ortaminin uygun olmamasint, 6’st
(%1.6) ise hasta tepkisiyle karsilasg-
maktan c¢ekindigini dile getirdiler
(Tablo 3).

Bayan hastalarinda uriner inkonti-

nans saptayarak tedavi veren dok-
torlarin en ¢ok tercih ettikleri ajan
olarak Tolterodin (n:92) gorildi.
Katilimcilarin 60’1 Oxibutinin, 54’
Flavoxate, 28’i Trospium, 16’st Da-
rifenasin, 32’si ise cesitli antibiyo-
tik tedavilerini tercih etmekteydi.

Tartisma

Uluslararast Kontinans Dernegi’'nin

(ICS) inkontinans tanimi istem
dist her tiirld idrar kagirma seklin-
dedir (5). Evde yasayan yaslilarin
%15-30’'unun, kisa siireli bakim
yerlerinde 1/3’Gniin, devamli ba-
kim evlerinde yasayanlarin ise ya-
risint etkileyen bir durumdur (6).
Inkontinans taniminda klinikler
arasindaki degisiklikler ve arastir-
macilarin metadolojideki farklilik-
lar1 nedeniyle kadinlarda inkonti-
nans prevelansi i¢in %4.5 ile %53
arasinda degisen degerler bildiril-
mistir. Prevelans tahminleri calisi-
lan populasyonlara gore genis de-
gisimler gosterebilir. Ulkemizde
bu konuda yapilan birkag¢ nadir ca-
lismada ise her tiirli idrar kacirma
siklig1 9%23.9 ile %35.7 olarak bildi-
rilmistir (7,8).

Yasla birlikte Uriner inkontinans in-

sidanst artmakta olup; hipertan-
siyon, fekal inkontinans, kronik
konstipasyon, obezite, diabet,
KOAH, kalp yetmezligi gibi bir¢ok
dahili hastalik ile birlikte gorilebil-
mektedir (9, 10). Diskiin hastalar-
da ise, perinede raslar, basing ya-
ralari, idrar yolu enfeksiyonu, iiro-
sepsis, hatta diisme ve buna bagl
kiriklara predispozan faktor olabil-
mektedir (11, 12). Dolayis: ile bu
hastaliklarda tiriner inkontinansin
sorgulanmasi 6nem tasimaktadir.

Hastalarin bir kismi uriner inkonti-

nanst yasliligin dogal bir seyri ola-
rak gorebilmekte ve bu nedenle
tedavi gereksinimi duymamakta,
hatta bu durumdan sikayetci ol-
mamaktadirlar. Bu durumdan ra-
hatsiz olanlarin da bir kismi1 teda-
vi edilebilir olmadigini disinerek
doktora basvurmamakta ya da dile
getirmemektedir. Utanma duy-
gusu, sosyal ve kiltirel inanislar,
ekonomik nedenler ve kime bas-
vuracagini bilememek gibi neden-
lerden dolay: da hastalarin tedavi
arayslar1 engellenebilmektedir.

Doktorlar acisindan  bakildiginda,

calismamizda doktorlarin sade-
ce 740 (%20.6) hastalarinda ru-
tin olarak triner inkontinanst sor-
guladigini belirtmislerdir. Sorgula-
ma yapmayan doktorlarin %17.3’4
uriner inkontinansi uzmanlik alan-
larinin disinda oldugu icin yapma-
digin1 belirtmistir. Yaklasik %16’s1
yogun bir ¢alisma temposu icinde
unuttugu icin, %15,6’s1 ise zama-
nt olmadigt i¢in ana problem di-
sinda sorgulama yapmadiklarint
ifade etmislerdir. Bunlar:1 takiben
muayene ortaminin uygun olma-
masi, konuyla ilgili yeterli bilgi sa-
hibi olmama ve hasta tepkisinden
cekinme de diger sorgulamama
nedenleri olarak belirtilebilir. An-
cak belirtilen bu sorunlarin hepsi
basit bir sorgulama ve tedavi icin
hastanin uygun bir yere yonlendi-
rilmesi ile asilabilecektir. Dolayi-
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styla hem doktorlar hem de hasta-
lar icin periyodik olarak yapilacak
bilgilendirme ve aydinlatma calis-
malar: faydali olacaktir. Bu konu-
da Tirk Kontinans Dernegi’ne bel-
kide 6nemli gorevler dismektedir.
inkontinansin sorgulanmasi gere-
ken tedavi edilebilir bir hastalik ol-
dugunun vurgulanarak diger brans
doktorlara ulasilmasi konusunda
calismalar yapilmalidir. Ozellikle
geriatrik populasyonla yakindan
ilgilenen Dabhiliye ve Aile hekimligi
gibi dahili branslarda inkontinan-
sin daha fazla sorgulanmasi gerek-
tigi kanaatindeyiz.

Hastalart fiziksel ve sosyal agidan
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bir sorundur. Doktorlarin kendile-
rine basvuran hastalarda bu soru-
nun olup olmadigini sorgulamalar:
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Tekrarlayan intussussepsiyon ile Tanisi Konan Bir Yetiskin
Peutz-Jeghers Sendromu Olgusu

Peutz-Jeghers Syndrome Presenting With Recurrent Intussuseption: A Case Report
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Peutz-Jeghers sendromu (PJ)S) ilk kez

Peutz-Jeghers sendromu; deri ve mukozalarda hiperpigmente lezyonlar, intestinal ve ekstraintes-
tinal coklu hamartomato6z poliplerle karakterize otozomal dominant gecisli kalitsal bir hastaliktir.
intestinal polipler; gastrointestinal kanamaya bagli demir eksikligi anemisi ve intussussepsiyon ile
intestinal obstruksiyon nedeni olabilirler. Peutz-Jeghers Sendromlu hastalarda gastrointestinal ve
ekstragastrointestinal malignite riski belirgin olarak artmistir. 48 yasinda erkek hastaya tekrarla-
yan intussussepsiyonlar nedeniyle laparatomi uygulandi. intussussepsiyonun sebebi jejenumda
hamartamat6z polip olarak tespit edildi ve hastaya eriskin yasta Peutz-Jeghers sendromu tanisi
konuldu. Peutz-Jeghers sendromunun prekanser6z bir sendrom oldugu, eriskinlerde de gériilebi-
lecegi ve intestinal poliplere bagli multiple laparatomilerden korunmak amagli sendromun takibi-
nin 6nemini hatirlatmak amagla vakamizi sunmaktayiz.

Anahtar Kelimeler: Peutz-Jeghers sendromu, Hamartamatoz Polip, intussussepsiyon, Takip

Peutz-Jeghers syndrome is an autosomal dominantly inherited disorder which is characterized
with hyperpigmented skin and mucosa lesions, intestinal and extraintestinal multiple hamarto-
matous polips. Intestinal polips may cause iron deficiency anemia due to gastrointestinal ble-
eding and intestinal obstruction due to intusseption. Gastrointestinal and extragastrointestinal
malignancy risk is remarkably increased in patients with Peutz-Jeghers syndrome. Laparatomy
was performed to a 48-year-old man because of recurrent intusseptions. The reason of intussu-
seption was found as hamartomatous polyp in the jejenum and the patient was diagnosed as
adult Peutz-Jeghers syndrome. We present our case to remind that Peutz-Jeghers syndrome is a
precancerous syndrome, can be seen at adult and all the patients should be followed up to avoid
multiple laparatomies due to intestinal polips.

Key Words: Peutz-Jeghers Syndrome, Hamartomatous Polyp ,Intussuseption, Follow-up
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1921 yilinda tanimlanmis, otozo-
mal dominant gecisli kalitsal bir
hastaliktir (1). Sendrom; deri ve
mukozalarda hiperpigmente lez-
yonlar, intestinal ve ekstraintes-
tinal coklu hamartomat6z polip-
lerle karakterizedir (2). Hiperpig-
mente lezyonlar siklikla agiz mu-
kozasi, dudak, burun, el ve ayak
derisi yerlesimlidir. Ekstraintesti-
nal polipler nadirdir. Polipler ge-
nellikle multiple ve saplidir, say1-
lar1 ylize varabilir. Siklik sirasina
gore jejenum, ileum, mide, duo-

Polipler; gastrointestinal kanama-
ya bagli demir eksikligi anemi-
si ve intussussepsiyon ile intesti-
nal obstruksiyon nedeni olabilir-
ler (3).

Bu yazida tekrarlayan intussussep-

siyonlar nedeniyle laparatomi uy-
gulanan ve eriskin yasta Peutz-
Jeghers sendromu tanist konulan
vaka sunulmaktadir.
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Olgu

Siddetli karin agris1 ve gaz-gaita ci-

karamama sikayetiyle acil servise
basvuran 48 yasinda erkek hasta-
nin hikayesinde agrisinin bir haf-
tadir devam ettigi, sabah uykudan
uyandiracak kadar siddetlendigi
ve ataklar seklinde arttig1 Ogre-
nildi. Agri, en ¢ok epigastrium-
dayd: ve beline yansiyordu. Has-
taneye gelmeden 6nce bulanti ve
safra icerikli kusmasi olmustu. iki
glindiir gaz ve 3 gindiir gaita ¢1-
karmayan hastanin daha 6nce de
benzer sikayetlerinin oldugu an-
cak kendiliginden gectigi 6grenil-
di.

Vital bulgulart normal sinirlar iceri-

sinde olan hastanin yapilan fizik
muayenesinde dudaklarinda agik
kahverengi lezyonlar vardi an-
cak agiz mukozasinda devam et-
miyordu. Bagvuru aninda abdo-
minal distansiyonu olmayan has-
tanin bagirsak sesleri hipoaktifti.
Karinda yaygin hassasiyeti ve sag
alt kadranda rebound bulgusu
vardi. Rektal tusede yumusak gai-
ta mevcuttu.

Tam kan sayimi ve kan biyokimya-
s1, 11500/mm3 ldkositoz disinda
normal sinirlar icerisindeydi.

Sekil 1. Jéjuno-jejunal intussussepsiyon

Hastanin oral alimi kesilerek subile-

us tanisi ile medikal tedaviye alin-
di. intravendz sivi ve antibiyotik
tedavisi altinda muayene bulgula-
r1 geriledi. Karin agris1 azalmakla
birlikte devam etti. Yapilan kolo-
noskopi ve 6zefagogastroskopide
patolojiye rastlanmadi. Medikal
tedaviye ragmen gaz-gaita cikisi
olmayan hastaya yatisinin G¢iinci
gunu eksploratris laparotomi ya-
pildi. Eksplorasyonda jejenumun
40. cm’sinden itibaren 110 cm’lik
jejenum boliminin proksimale
intussussepsiyonu gorulda (Sekil
1) ve manuel olarak rediikte edil-
di. Muayenede 40. cm’de barsak
icinde kitle lezyonu palpe edildi.
Enterotomi yapildi. Goriilen 3.5
cm. caplt polip eksize edildi (Se-
kil 2)ve jejenum primer onarildi.
Donuk patolojik incelemede po-
lip hamartomat6z polip olarak ra-
por edildi. Muayenede ince bagir-
sak ve kolonda basgka lezyon pal-
pe edilmedi. Eksize edilen polipin
patoloji sonucu; Peutz-Jeghers
sendromu igin karakteristik ha-
martomatdéz polip olarak rapor
edildi. Torako-abdomino-pelvik
bilgisayarli tomografi inceleme-
sinde malignite izlenmeyen hasta
genetik inceleme ve aile taramasi-
n1 ret ederek sifa ile taburcu oldu

Sekil 2. intussussepsi

géranumu

yona neden olan polipin enteroto

Tartisma

PJS oldukca nadir goriilen bir hasta-

liktir. PJS insidansi1 120000-30000
canlt dogumda 1 dir. Hastalik ka-
din ve erkeklerde esit oranda go-
ralir. (4).

PJS’den sorumlu mutasyona ugra-

mis bir gen tanimlanmistir. Bu
gen, 19p34-p36 kromozomunda
lokalizedir ve STK 11 olarak ad-
landirilmistir. Bu gen, blyiimenin
kontroliini diizenleyen bir serin-
threonin kinazdir. Ancak tim has-
talarda bu mutasyon gosterileme-
mektedir (5,6). Hastamizda kabul
etmediginden dolay: genetik ince-
leme yapilamadi.

PJS’nun en belirgin klinik 6zelligi

dudaklar ve bukkal mukozada-
ki kahverengi-siyah melanin pig-
mentasyonudur. Pigmentasyon;
parmaklar, eller, ayaklar, burun
mukozast, konjuktiva ve rektumda
da gortlebilir (7). Tipik pigmente
lezyonlar %90’dan fazla hastada
mevcuttur. Bu pigmente lezyonlar
hayatin ikinci 10 yilindan sonra
solmaya baslarlar. Mukoz memb-
ranlardaki pigmentasyon daha ya-
vas solar (8). Hastamizin dudak-
larinda siyah pigmente lezyonlari
mevcuttu. Vicudun diger bolgele-
rinde pigmentasyon saptanmadi.

A
mi ile
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PJS’lu hastalarda gastrointestinal

ve ekstragastrointestinal maligni-
te riski belirgin olarak artmuistir.
Kansere bagli 6lim riski bu has-
talarda 13 kat artmustir. Diger ma-
lignitelerin (6zellikle Greme or-
ganlari, meme, pankreas ve ak-
ciger) gelisme riski de genel po-
piilasyona gore 9 kat fazladir (9).
Ozellikle kolorektal tiimorlerde
STK 11 mutasyonlarinin sik oldu-
gu bildirilmektedir (10). Hasta-
mizda gerek laparatomi sirasinda
yapilan eksplorasyonda, gerekse
bilgisayarli tomografi ile incele-
mede maligniteye rastlanmadi.

PJS’nun diger bir 6nemli 6zelligi de

multipl hamartamatéz polipler-
dir. Polipler, gastrointestinal sis-
temin mukus sekrete eden her-
hangi bir yerinde olusabilir. En
sik ince barsakta, daha az siklikta
da kolon, rektum, mide ve duo-
denumda bulunabilir (9). Ekstra-
intestinal sistemde de (brons, na-
zofarinks, burun, mesane, Ureter,
renal pelvis) nadir olarak polipler
izlenebilir (11). Poliplerin biiyiik-
lagu birka¢ mm ile 6-7 cm arasin-
da degismektedir. Poliplere bagl
ortaya cikan komplikasyonlar; ab-
dominal kolik agri, gastrointesti-
nal sistemden kanama sonucu hi-
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pokrom anemi ve intussepsiyo-
na bagli barsak obstriiksiyonudur
(3,7,8). Abdominal semptomlarin
ortaya ¢ikma zamani degiskendir.
Yasamun ilk yilinda veya 40 yasin-
da ortaya cikabilir (12). 10 yasi-
na kadar %30 hastada laparatomi
yapmak gerekir (13). STK 11 bel-
li mutasyonu olan hastalarda PJS
semptomlar:t daha ge¢ ortaya ci-
kar (14).Bizim hastamizda hasta-
nin semptomlar: 45 yasindayken
baslamis ve 3 yil icinde 4 kez in-
testinal obstruksiyon nedeniyle
hastaneye yatirilmistir. Semptom-
lar1 3 kez spontan gerileyen hasta
48 yasinda ilk laparatomisini ge-
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ca olusur. Intussepsiyon, erigkin
yas grubundaki mekanik barsak
tikanikliklarinin - %6’sin1 - olustu-
rur. Eriskin intussepsiyonlarinin
%80’ninde etyolojide 6ncii nokta
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fi idiopatik ve 6oncii noktali in-
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Analysis of Prognostic Factorsin Bladder CarcinomaTreated With
Radical Cystectomy

Mesane Kanserinde Radikal Sistektomi Sonrasi Prognostik Faktérlerin Degerlendirilmesi

Sumer Baltaci', Cagatay Gogus', Kadir Turkdlmez', Yasar Bediik', Gl Erglin?,
Berkan Resorlu?

'Ankara Universitesi Tip Fakiiltesi, Uroloji Anabilim Dali . . . . . . " L. .
*Hacettepe Universitesi, Istatistik Bolimii Aim: To evaluate variable prognostic factors which might affect disease-specific survival in patients

3Kegidren Egitim ve Arastirma Hastanesi, Uroloji Anabilim Dali who have undergone radical cystectomy and pelvic lymphadenectomy for bladder carcinoma.

Methods: We retrospectively reviewed 241 consecutive patients with invasive bladder carcinoma
between 1990 and 2008, all had radical cystectomy. The clinical and pathological data and clinical
outcome were evaluated. The Chi-square test was used to determine the significance of the relations-
hip between the clinical and pathological findings. While disease-specific survival and the association
between patient’s parameters and survival were analyzed using Kaplan-Meier method and long-rank
test respectively.

Results: Considering the type of urinary diversion, 97 patients had ileal conduit; 58 patients had ort-
hotopic bladder using ileal segment; and orthotopic mainz pouch was applied to 43 patients. While
ureterocutaneostomy and ureterosigmoidostomy were the choice in 22 and 21 patients respectively.
The mean age of the patients at receipt of the surgical procedure was 59.8 years (range from 29 to 83
years) and the mean follow-up interval was 34 months (median follow up: 22, SD: 36.66; range from 1
to 175) for patients alive at last follow-up. According to the pathological stage, the 5-year survival rate
was found to be 72.9%, %77.6%, 48.0%, 25.4% and 28.8% for pT0, pT1, pT2, pT3 and pT4 respectively.
(Figure 1; log-rank test, p<0.001). Moreover, it is found that 6.5%, 11.5%, 16.7%, 49.1% and 48.6% were
the local recurrence and/or metastasis rate for pTO, pT1, pT2, pT3 and pT4 respectively (p<0.001). It is
seen that lymph node involvement obviously rise with the advance in pathological stage. In another
word, the rate of having nodal metastasis was significantly higher in patients with pT3 or more (pT3:
26.3%, pT4: 20%) than in those with pT2 or less (pT0 and pT1: 0%, pT2: 6.1%), ( p<0.001). On univariate
analysis, patient’s age, presence of tumor-related hydronephrosis, lymph node status, pathological
stage and grade were significant predictors of disease-specific survival.

Conclusions: In this study, it is clearly shown that good results could be obtained if radical cystec-
tomy is the treatment of choice for patients with early diagnosed invasive bladder carcinoma.

Key Words: bladder cancer, radical cystectomy, prognosis

Amag: invaziv mesane tiimérlerinin tedavisinde bugiin icin standart tedavi yontemi radikal sistekto-
midir. Bu ¢alismada, invaziv mesane kanseri nedeniyle radikal sistektomi yapilan 241 hastadaki cerra-
hi deneyimlerimiz ve uzun dénem takip sonuglarimiz sunulmaktadir.

Materyal ve Metodlar: Klinigimizde 1990 yilindan itibaren invaziv mesane kanseri nedeniyle radikal
sistektomi yapilan 241 hastanin (214 erkek, 27 bayan) kayitlan retrospektif olarak incelenmistir. Klinik
ve patolojik verilerle birlikte, hastalarin takip sonuclari da degerlendirilmistir. Kategorik degiskenler
arasindaki iliskilerin arastirlmasinda ki-kare testi kullaniimistir. Sagkalim oranlari Kaplan-Meier meto-
duile, hastalarin 6zellikleri ve sagkalim arasindaki iliski de log-rank testi kullanilarak belirlenmistir.

Bulgular: Uriner diversiyon tipi olarak 97 hastaya ileal konduit, 58 hastaya ileum segmenti ile or-
totopik Uriner diversiyon, 43 hastaya mainz pouch ll, 22 hastaya ureterokutanostomi ve 21 hastaya
ise Ureterosigmoidostomi uygulanmistir. Hastalarin ortalama yasi 59.8 (29 ve 83 yil arasinda) yildir.
Patolojik evrelere gore 5 yillik genel sagkalim oranlari pTO, pT1, pT2, pT3 ve pT4 icin sirasiyla %72.9,
%77.6, %48.0, %25.4 ve %28.8 olarak tahmin edilmistir (Sekil 1; log-rank test, p<0.0001). Patolojik ev-
relere gore ameliyat sonrasi lokal nliks veya uzak metastaz gelisme oranlari pTO, pT1, pT2, pT3 ve pT4
evreleri icin sirasiyla %6.5, % 11.5, %16.7, %49.1 ve %48.6 olarak bulunmustur (p<0.0001). Lenf nodu
tutulumu da patolojik evresi daha yiiksek olan hastalarda artmaktadir. Lenf noduna metastaz pT3 ve
daha ileri evre hastaligi olanlarda (pT3: %26.3, pT4: %20), pT2 ve daha dustk evre hastaligi olanlara
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Bladder carcinoma is the fourth most

common cancer in men and the
eighth most common cancer in
women worldwide(1). Bladder
carcinoma occurs predominantly
in older patients and 20-40 % of
patients with transitional cell car-
cinoma (TCC) of the bladder will
present with or develop muscle in-
vasive disease (2). Currently, radi-
cal cystectomy with bilateral pelvic
lymphadenectomy is the primary
treatment modality in individuals
with muscle invasive or refractory,
high grade superficial bladder car-
cinoma (3). Invasive tumors that
are confined to the bladder mus-
culature on microscopy of radi-
cal cystectomy specimens have
approximately 50 to 75% 5-year
progression-free survival rate (4).
An accurate prediction of clinical
outcome is important for tailoring
the optimal treatment regimen for
patients with malignant disease.
The major prognostic factors of in-
vasive bladder carcinoma are the
depth of invasion into the bladder
wall (stage) and the degree of dif-
ferentiation of the tumor (grade).
Other factors like lymph node sta-
tus, lymphovascular invasion, tu-
mor size, patient age and tumor-
related hydronephrosis are pres-
ent (5, 6).

The objectives of the present study

are the analysis of the results of
radical cystectomy-treated blad-
der carcinoma patients and the de-
termination of prognostic factors
which can be used as mortality.

Material and Methods

We retrospectively reviewed the re-

cords of 241 patients who had un-
dergone radical cystectomy, pelvic
lymphadenectomy and urinary di-
version for bladder carcinoma at
our department between 1990 and
2008. Data were collected from

retrospective reviews of hospital
and physician’s office records and
from patients’ interviews during
follow-up visits. Preoperative eval-
uation included physical examina-
tion, chest radiography, complete
blood count and blood urea nitro-
gen determination. Abdominal ul-
trasonography (US) and comput-
ed tomography (CT) were used
for clinical staging. When indicat-
ed, bone scan was also performed.
The tumor stage and grade were
recorded according to the 2002
TNM system and the World Health
Organization system, respectively.
Indications for radical cystectomy
included muscle-invasive blad-
der carcinoma, or non-muscle in-
vasive disease refractory to intra-
vesical chemotherapy and/or im-
munotherapy. Virtually no patient
had distant metastatic disease at
the time of cystectomy. The meth-
odology and surgical procedures
involved in radical cystectomy re-
mained unchanged during the
study period. In men, the blad-
der, prostate, and seminal vesicles
were resected; while in women,
the bladder, anterior vaginal wall,
uterus and in older women overs
were removed. Urethrectomy was
only performed in men with histo-
logically-proven cancer of the pro-
static urethra prior to radical cys-
tectomy or per-operative tumor-
positive frozen examination of the
urethral margin. The patients were
initially seen 1 month after sur-
gery; then every 3 months for the
first year; every 6 months for the
second year; and annually thenaf-
ter. Follow-up visits consisted of a
physical examination and serum
chemistry evaluation. Diagnostic
imagings were performed at least
annually or whenever clinically in-
dicated.

All statistical analyses were obtained

using SPSS. The chi-squared test
was used to evaluate the associa-
tion between categorical variables.

Differences in variables with a con-
tinuous distribution across dichot-
omous and ranked categories were
assessed using the Mann Whitney
U-test and the Kruskal-Wallis non-
parametric analysis of variance,
respectively. Univariate and multi-
variate survival analyses were per-
formed with the aid of Cox pro-
portional hazard regression mod-
el. Cancer-specific survival rate
was determined by the Kaplan-
Meier method, and the differences
were determined by the log-rank
test. Probability (p) value of less
than 0.05 was considered signifi-
cant. The variables evaluated were
age, gender, presence of throm-
bocytosis, pathological stage, tu-
mor grade, nodal involvement and
presence of tumor-related hydro-
nephrosis.

Results

214 men (88.8%) and 27 women

(11.2%) were included in the
study. The mean age of the pa-
tients at surgery was 59.8 years
(29-83 years). The mean follow-
up was 34.8 months (SD: 36.60;
range from 1 to 175) for patients
alive at last follow-up. Different
techniques of urinary diversion
were used. Ileal conduit was used
in 97 patients; 58 patients devel-
oped orthotopic bladder using il-
eal segment; and orthotopic Mainz
pouch was applied to 43 patients.
While ureterocutaneostomy and
ureterosigmoidostomy were the
choice in 22 and 21 patients re-
spectively. Sixty-four patients (
26.6%) presented recurrence; 10
local (4.1%), 11 systemic (22.1%)
and 43 showed both, local and
systemic recurrence (17.8%). The
most frequent systemic metasta-
sis sites in descending order were
bone, liver and lung. The distribu-
tion of patients with recurrence ac-
cording to the pathological stage is
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Table 1. The relationship between bladder tumor pathological stage and post-cystectomy
recurrence rate

Pathological Total No. of Patients | No. of Patients Showed
Stage Recurrence (%)

pTO 31 2 (6.5%)

pT1 52 6 (11.5%)

pT2 66 11 (16.7%)

pT3 57 28 (49.1%)

pT4 35 17 (48.6%)

Toplam 241 64 (26.6%)

p<0.001, Statistically relevant

Survival Probahbility

illustrated in table 1. Tumors were
classified as pT1in 52 (21.6%), pT2

Survival Functions

in 66 (27.4%), pT3 in 57 (23.6%)
and pT4 in 35 (14.5%) patients. A
considerable num-
ber of 31 (12.9%)

patients had his-
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Figure 1. Kaplan-Meier estimates of bladder cancer-specific survival  PT4  respectively
probabilities accordingto tumor stage in 241 patients treated with and, eventually,

radical cystectomy
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a statistically rel-
evant relationship

was found between pathological
stage and survival rate (p<0.001,
Figure 1). Lymph node metasta-
ses were confirmed in 26 (10.8%)
patients and it was found to be
0%, 0%, 6.1%, 26.3% and 20.0%
for pTO, pT1, pT2, pT3 and pT4
respectively. Owing to the last
finding, the relationship between
pathological stage and lymph
node involvement was stastisti-
cally relevant (p<0.001). Compar-
ing tumor stage and grade, 28.8%
of pT1; 47% of pT2; 78.9% of pT3
and 65.7% of pT4 patients had
high grade or grade III tumor.

Prior to radical cystectomy, 52 pa-

tients (21.5%) were diagnosed to
have tumor-related hydroneph-
rosis by imaging techniques (US,
CT). 33 of them (63.5%) devel-
oped recurrence post-operatively,
while from the rest 189 patients
(78.5%) who had no pre-opera-
tive hydronephrosis, only 31 pa-
tients (16.4%) developed recur-
rence post-operatively. Between
the above two groups, a relation-
ship of statistical relevance was
found (p<0.001). Interestingly, tu-
mor-related death was seen in 39
patients (75%) of those with pre-
operative hydronephrosis. On the
other hand, only 49 (26.5%) out of
189 patients with no tumor-relat-

100 JL‘
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Figure 2. Kaplan-Meier estimates of bladder cancer-specific survival
probabilities accordingto hydronephrosis status in 241 patients trea-
ted with radical cystectomy

Time (months) [After Radical Cystectomy]

Figure 3. Kaplan-Meier estimates of bladder cancer-specific sur-
vival probabilities accordingto age at cystectomy in 241 patients
treated with radical cystectomy
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Table 2. The relationship between blader tumor-related hydronephrosis and relevant patholo-

gical parameters

Without

With Hydronephrosis

of surgery, lymph node metas-
tases were found in 15 patients

Hydronephrosis

All 189 52

pT
T0 28 (14.8%) 3 (5.8%)
T1 48 (25.4%) 4 (7.7%)
T2 61 (32.3%) 5 (9.6%)
T3 31 (16.4%) 26 (50.0%)
T4 21 (11.1%) 14 (26.9%)

Grade

0 (no tumor)

36 (19.0%)

13 (25.0%)

Low, I, Il 72 (38.1%) 6 (11.5%)
High, 1l 81 (42.9%) 33 (63.5%)
Metastases to lymph
nodes
No 178 (94.2%) 37 (71.2%)
Yes 11.0 (5.8%) 15 (28.8%)

ed hydronephrosis prior to radi-
cal cystectomy died because of
their bladder disease. Regarding
the 5-year survival rate, only 11.5%
of pre-cystectomy hydroneph-

rotic patients survived the first 5
years, while as much as 63.4% of
pre-operative hydronephrosis-free
patients were alive for the same
duration (p<0.001). At the time

(28.8%) in hydronephrotic group
and 11 patients (5.8%) in non-hy-
dronephrotic group. The presence
of hydronephrosis was associated
with advanced pT stage, higher
grade and lymph node metastases
(p<0.001; p<0.001 and p<0.001
respectively) (Table 2).

When analysis to age factor is con-
ducted, regarding our clinic, the
number of patients at radical
cystectomy was found to be 38
for those aged 50 years and less
(15.8%, group I); 172 for 51-69
year-old (71.4%, group II) and 31
for 70 year-old and above ( 12.8%,
grup III). For the above men-
tioned groups, 5-year survival rate
was 78%, 45% and 28% for group
I, IT and III respectively. And, with
the advance in age, statistically-
relevant decrease in survival rate
was observed (p<0.001). Com-
paring patient age, tumor stage
and state of lymph node metasta-
ses; it is obvious that an advance
in patient age is accompanied with
a similar increase in tumor stage
and lymph node metastases (Table
3). The analysis of the presence
of thrombocytosis (plt > 450000
per mm3) and its effect on survival
and tumor pathology showed that
those with pre-operative throm-
bocytosis ( n=55) and those with-
out it (n=186) had no obvious
difference in survival time (35, 36

Table 3. The relationship between patient’s age, 5-year survival rate and tumor’s relevant pathological parameters

Age Patient No. % 5 year survival Lymph node Stage = T3
rate metastases

<50 38 15.8% 78% 2.6% 31%

51-69 172 71.4% 45% 11% 36%

=70 31 12.8% 28% 19.4% 54%
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and 34, 72 months, respectively;
p=0.998). Furthermore, compar-
ing the presence of thrombocyto-
sis, tumor stage and lymph node
involvement revealed statistically-
irrelevant relationship (p=0.310,
p=0.147). Multivariate analysis
showed that the lymph node me-
tastases, advanced age and hy-
dronephrosis are the parameters
which directly affecting cancer spe-
cific survival (p<0.001, p=0.0047,
p=0.0272, respectively).

Discussion

Bladder carcinoma is the second most

frequent urogenital tumor disease,
more than 90% of which are tran-
sitional cell carcinoma. Nearly 30%
of these tumors already are or will
progress into muscle invasive tu-
mor during their follow up (7). In-
vasive bladder carcinoma is a fatal
disease (i.e. nearly 85% mortality
rate is seen in untreated patients)
(8). Currently, radical cystectomy
is the gold-standrad in treating
invasive bladder tumors (3). Dur-
ing the last few decades, due to
increasing clinical data and surgi-
cal experiences regarding radical
cystectomy and newely-developed
urinary diversion maneuvers, tech-
niques involved in radical cystec-
tomy surgery has been changed
dramatically. Apart from advances
in surgical techniques, advances in
anesthesia and post-operative care
led to a tremendous decline in sur-
gery-related morbidity and mortal-
ity. Peri-operative mortality rate of
20-30% in 1970s has currently de-
creased to less than 2% (9, 10). In
many large series, the introduction
of radical cystectomy in the treat-
ment of mucle-invasive bladder
carcinoma has extremely changed
its natural fatal course and a 45%-
66% 10-year survival rate become
achievable post-cystectomy (7,
9, 10, 11). In the largest series to

date Stein et al reported 5-year re-
currence-free and overall surviv-
al rates of 68% and 60%, respec-
tively, in patients who underwent
radical cystectomy with bilateral
lymphadenectomy in a 26-year pe-
riod (7). In an another single insti-
tution series of 507 patients who
underwent surgery between 1985
and 2000 Madersbacher et al re-
ported 5-year recurrence-free and
overall survival rates of 62% and
59%, respectively(11). The Patho-
logical stage of the primary tumor
and the presence of lymph node
metastases are crucial factors in
determination of post-cystectomy
prognosis and survival (7, 9-12).

In our series, as mentioned before,

the 5-year survival rate was found
to be 72.9%, %77.6%, 48.0%,
25.4% and 28.8% for pTO0, pTl,
pT2, pT3 and pT4 respectively. It
is clearly seen that survival rate
drops steeply when perivesical in-
vasion is present (=pT3). More-
over, it is found that 6.5%, 11.5%,
16.7%, 49.1% and 48.6% were the
local recurrence and/or metas-
tasis rate for pTO, pT1, pT2, pT3
and pT4 respectively (p<0.001).
Lymph node involvment, also, in-
crease with increase in pathologi-
cal stage. Lymph node metasta-
ses in pT3 or more (pT3: %26.3,
pT4: %20), is remarkably higher
(P<0.001) than in pT2 or less (pTO
and pT1: %0, pT2: %6.1). Surpris-
ingly, the survival in pT4 is slightly
higher than in pT3. This condition
results from staging prostatic ure-
thra invasion as T4a, which shows
much better course than prostatic
stromal invasion (T4). Esrig et al,
classified 143 patients with post-
cystectomy pathological stage of
pT4 into two groups; prostatic
stromal invasion and prostatic ure-
thral invasion. The first group had
5-year recurrence-free and overall
survival of 25% and 21%; while the
survival of the second group was
64% and 55% respectively (13).

For this reason, we think that T4a
to be re-evaluated and staged ac-
cordingly.

Pelvic node involvement has been

demonstrated to be a highly omi-
nous prognostic factor in all series
(3, 7, 10-15). In an analysis of 130
patients, Soloway et al observed
that 5-year survival rates were 82%
for patients with superficial tu-
mors, 65% for those with T2 and
28% for patients with T3/T4, while
patients with lymph node involve-
ment presented a 5-year survival
rate of 18% against 65% for pa-
tients presenting no lymph node
involvement (14). The reported in-
cidence of regional nodal involve-
ment varied between 14 and 27%
and this incidence correlated with
the P-stage of the primary tumors
(16). In our series, 10.8 % of the pa-
tients had metastatic pelvic nodal
involvement and the rate of having
nodal involvement was significant-
ly higher (p < 0.001) in patients
with advanced stages (=pT3) than
in those with early stages.

The incidance of hydronephrosis as-

sociated with bladder carcinoma
ranges from 7.2% to 54.1% (17, 18).
In our series, this rate was found to
be 21.5%. Therefore, hydroneph-
rosis is a frequent complication of
bladder carcinoma. However, its
prognostic value in patients with
bladder carcinoma is controver-
sial (17- 20). In 1956, Nichols and
Marshal first reported that seven
of their ten patients with ureteral
obstruction and transitional cell
carcinoma of the bladder had high
grade and high stage bladder car-
cinoma (20). Since then, further
studies have described the nega-
tive associations of hydronephro-
sis in bladder carcinoma including
the presence of metastatic disease,
poorer differentiation of tumours,
poorer survival and treatment
outcome (17, 18, 19, 21). In one
study, Leibovitch et al, analysed
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122 patients with invasive blad-
der carcinoma, of these 122 cases,
82% underwent radical cystectomy
and only half of them had a pelvic
lymph node dissection. In that se-
ries, 5-year cancer-specific survival
rates were 65.9% and 32.2% for
patients without and with hydro-
nephrosis, respectively (p<0.005)
(18). In our series, 5-year cancer-
specific survival rates for patients
without hydronephrosis were
nearly same (63.4%) as Leibovitch
et al’s study. However, this rate
was obviously lower in our study
for patients with hydronephrosis
(11.6%). Our results showed that,
hydronephrosis correlates well
with advanced tumor stage and a
significantly lower cancer-specif-
ic survival rate. As the correlation
between clinical and pathological
staging is poor in invasive bladder
carcinoma, the finding of hydro-
nephrosis by indicating advanced
stage may help the clinicians in de-
cision-making process.
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