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ANKARA UNIVERSITESI TIP FAKULTESI MECMUASI YAZI VE YAZIM KURALLARI

1. Ankara Universitesi Tip Fakiilte-
si Mecmuasi, Ankara Universite-
si Tip Fakiltesi tarafindan dort ay-
da bir (Nisan, Agustos, Aralik), yil-
da Uc¢ sayl (bir cilt) olarak yayinla-
nir. Temel, dahili, ve cerrahi tip bilim-
leri konusunda yapilmis arastirma,
davetli derleme ve olgu bildirileri ya-
yinlamayi amaglar.

2. Mecmua'da yayinlanmak lizere gon-
derilen yazilarin daha Once bagka
bir yerde yayinlanmamis veya yayin-
lanmak lzere gonderilmemis olma-
si gerekir. Daha 6nce kongrede su-
nulmus ve ozeti yayinlanmis cals-
malar, bu husus belirtiimek tizere ka-
bul edilebilir. Yayin icin gonderilmis
calismalarini gecikme veya diger bir
nedenle dergiden cekmek isteyenle-
rin bir yazi ile basvurmalar gerekir.
Yayin komisyonu Ankara Universite-
si Tip Fakiltesi Mecmuasi icin gon-
derilmis yazilarda makale sahipleri-
nin bu maddeye uymay!i kabul ettik-
lerini varsayar. Dergiye gonderilen
yazilara telif hakki 6denmez.

3. Yayin kurulu, yayin kosullarina uyma-
yan yazilar yayinlamamak, dizelt-
mek Uzere yazarina geri vermek, bi-
¢imce dizenlemek yetkisine sahip-
tir. Yayinlanmak Uzere gonderilen
yazilar, yayin kurulunun uygun gor-
digl en az iki danigman tarafindan
degerlendirildikten sonra yayinlan-
masi uygun gorilirse dergide basi-
hr.

4. Derginin yayin dili Turkce ve
ingilizce'dir.  Yazilarn  Tirk  Dil
Kurumu'nun Tirkge S6zligi'ne ve
Yeni Yazim Kilavuzu’na uygun olma-
si gerekir.

5. Bu dergiye basvurular www.online-
dergi.com/autfmeski adresinden
ulasabileceginiz ¢evrimici makale
goénderme sistemi Ulzerinden yapi-
labilir. Asagida basvuru sirasinda ya-
zarlarin tamamlamasi gereken 5 ba-
samak hakkinda ayrintil bilgi sunul-
mustur. “internet” lizerinden basvu-
ru sirasinda karsilasacaginiz herhan-
gi bir sorunlailiskili olarak, teknik ku-
rul Gyesi Savas Caliskan ile e-posta
(caliskansavas@yahoo.com) veya te-

lefonla ((312) 595 82 07) temasa ge-
cebilirsiniz.

Kaynaklar: Kaynaklar makale icinde
yapilan atif sirasina gore dizilmeli-
dir. Dergimiz ilke olarak, makaleler-
de Tirkge yayinlarin da kaynak gos-
terilmesini onermektedir. Yayinlan-
mis veya yayin i¢in kabul edilmis ya-
zilar kaynak olarak kabul edilebilir.
Kaynaklarin yaziminin ‘Uniform re-
quirements for manuscripts submit-
ted to biomedical journals'da (Inter-
national Committee of Medical Jo-
urnal Editors, Mayis 1999 giincelle-
mesi) ayrintili olarak sunulan stan-
dartlara uymasi gerekir. Dergi isimle-
ri Index Medicus'ta kullanildigi sekil-
de kisaltiimahdir. Dergimizin adinin
“Ank Uni Tip Fak Mecm” seklinde ki-
saltilmasi uygundur.

Siireli yayinlardan kaynak goéster-
me: Vargiin R, Ozkan-Ulu H. Nérolojik
problemli cocuklarda beslenme prob-
lemleri ve tedavisi. Ank.Uni Tip Fak
Mecm 2004;4:181-185. *Ucten fazla ya-
zar ismi oldugu durumlarda, Ui¢ yazar-
dan sonra Turkce yayinlarda “ve ark. Ya-
banci dildeki yayinlarda “et al.” Kullanil-
malidir.

Tek yazarl kitap: Cakmak M. Ortope-
dik muayene. 2nd ed. Istanbul: Nobel;
1991.

Editorlii kitap: Kurt N, editor. Yetiskin-
lerde ve Cocuklarda Ameliyat Oncesi
Degerlendirme.lstanbul: Nobel Tip Ki-
tapevleri; 2002.

Kitap icinden bir béliim: Rowe JS. Li-
ver. In: Skandalakis JE, Gray SW, Rowe
JS, editors. Anatomical Complications
in General Surgery. 1st ed. New York:
McGraw-Hill Book Co.; 1986. p. 103-124.

Bilimsel toplantida yapilan sunumlar:
Seyhan F. Kalca ekleminde yiizey degis-
tirme artroplastisinin (Wagner protezi)
geg sonuglari. In. Ege R, editor. X. Milli
Turk Ortopedi ve Travmatoloji Kongre
Kitabi; 17-20 Mayis, 1987; Mersin, Tir-
kiye. Ankara: Emel;1989. s. 494-6. Yayin-
lanmamis toplanti sunumlarinin kay-
nak gosterilmemesi gerekir.

Bilgisayar programlari:  StatView
SE+Graphics [computer program]. Ver-

sion 1.03. Berkeley: Abacus Concepts
Inc.; 1988. Dergide yayinlanacak calis-
malarda kullanilacak kaynaklarin dog-
ru yazilmasini saglamak amaciyla, yazi-
nin degerlendirilmesinin her asamasin-
da yazar(lar)dan belirli kaynaklarin ilk
ve son sayfa fotokopileri istenebilir. Bu
istek yazar(lar)ca karsilanana kadar ya-
zinin yayinlanmasi bekletilir.

Bilgilendirerek onay alma ve Etik Ku-
rallar

insanlar lzerinde yapilan deneysel ca-
lismalarin sonuglarini bildiren yazilarda,
bu calismanin yapildigr gonulli ya da
hastalara uygulanacak prosedir(lerin)
ozelligi timdyle anlatildiktan son-
ra, kendilerinin bilgilendirilip onaylari-
nin alindigini gosterir bir cimle bulun-
malidir. Yazarlar, bu tir bir calisma s6z-
konusu oldugunda, uluslararasi alan-
da kabul edilen kilavuzlara ve T.C. Sag-
lik Bakanhg tarafindan getirilen ve 29
Ocak 1993 tarih ve 21480 sayili Resmi
Gazete'de yayinlanan “ila¢ Arastirmala-
r Hakkinda Yonetmelik” ve daha son-
ra yayinlanan diger yonetmelik ve ya-
zilarda belirtilen hikiimlere uyuldugu-
nu belirtmeli ve kurumdan aldiklari Etik
Komitesi onayini gdondermelidir. Ayni
sekilde, hayvanlar tzerinde yapilan ca-
ismalar icin de gereken izin alinmali;
yazida deneklere agri, aci ve rahatsizlik
verilmemesi icin neler yapildigr acik bir
sekilde belirtilmelidir.

6. Yazisma Adresi:

Prof. Dr. E. Aydin Yagmurlu
Ankara Universitesi Tip Fakiiltesi,
Yayin Komisyonlugu Baskanhgi

06100 Sihhiye, Ankara

E-posta:Tip.Fakultesi.M i dicine.ankara.edu.tr

Tel.: (312) 5958207,
Faks: (312) 310 69 40
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1. The Journal of Ankara Universty

Faculty Medicine is published quar-
terly per annum; every four months
(April, August, December). It
publishes original articles research,
invited reviews and concise case
reports on basic, medical and
surgical sciences.

. Contributions are received with
neither the article nor any part of
its essential results has been pub-
lished or submitted for publication
elsewhere, prior to its appearance in
this journal. Work already presented
in a congress or published as an ab-
stract within the context of scientific
meetings may be accepted for pub-
lication, provided that. This fact is
mentioned.

. Peer review system is used fort he
submitted papers. These scientific
manuscripts are evaluated by at
least two reviewers.The final deci-
sion about publishing is made by
the Editorial Board.

. Manuscripts may be written in Turk-
ish or English

. Submissions to the journal can be
made on-line through INTERNET;
www.autfm.org Submission steps
that need be completed by the
authors during submission are ex-
plained in detail in following pages.
Further contact by e-mail (dergi@
autfm.org) or phone “+90 312 236
28 79" due to any problem at the
online submission system should be
encountered.

References: Number references in

the order they appear in the text.
The journal encourages the use of
Turkish publications as references.
Only published or accepted articles
can be used as references. Use “Uni-
form requirements for manuscripts
submitted to bio medical journal
international Committee of Medi-
cal Journal Editors, May 1999 rev.
edition” for standart format. Abbre-
viations of the names of the jour-
nal’s title is abbreviated as “Ank.Uni.
Tip Fak. Mecm. "Examples for refer-
ences: Articles in journals: Varglin

Computer

R, Ozkan Ulu H. Nérolojik problemli
cocuklarda beslenme problemleri
ve tedavisi. Ank. Uni. Tip Fak. Mecm.
2004; 4: 181-185.

Examples for references:

Articles in journals: Vargiin R,Ozkan
Ulu H. problemli cocuklarda beslen-
me problemleri ve tedavisi.Ank.Uni.
Tip Fak. Mecm. 2004;4:181-185.

*List all the authors but if the num-
ber exceeds threefirst three fol-
lowed by et al format should be ap-
plied.

Personal authour(s): Cakmak M.
Ortopedik muayene. 2nd ed. istan-
bul: Nobel; 1991. Editor (s) compiler
as author: Kurt N, editor. Yetiskinler-
de ve Cocuklarda Ameliyat Oncesi
Degerlendirme. istanbul, Nobel Tip
Kitapevleri; 2002.

Chapters in a book: Rowe JS. Liver
in: Skandalakis JE, Gray SW, Rowe JS,
editors. Anotomical Complications
in General Surgery. 1st ed. New york:
McGraw-Hill Book Co.; 1986.p. 103-
124

Conference paper: Seyhan F. Kalca
ekleminde ylizey degistirme artro-
plastisinin (Wagner protezi) geg
sonuglari. In.Ege R,editor. X. Milli
Turk Ortopedi ve Travmatoloji Kon-
gre Kitabi; 17-20 Mayis, 1987; Mersin,
Turkiye. Ankara: Emel; 1989. s. 494-6

Unpublished conference paper
should not be used as a reference.

Software: StatView
SE+Graphics [computer program]
Version 1.03. Berkley: Abacus Con-
cepts inc,; 1988. Authors are respon-
sible for the accuracy and complete-
ness of their refences and for correct
text citation. Accuracy of the refer-
ences the copies of the first and the
last page of certain literature may
be required.The publication of the
manuscript can be hold until this re-
quest is fulfilled by author(s).

Informed Consent and Ethics

Manuscript repoting the results of ex-

perimental investigations on hu-
man subjects must include a state-

ment in the Methods section that
the institutional review bord has
approved The project and/or the
informed consent were obtained
from parents.The authour(s) should
state the accordance to the inter-
national guidelines and “The regu-
lations in drug research Ministry of
Health,Goverment of Turkey,January
29,1993"Also,the experimental stud-
ies must be approved by the ethics
commitee for animal use and proper
ethics.
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Prof. Dr. E. Aydin Yagmurlu

Ankara Universitesi Tip Fakiiltesi,
Yayin Komisyonlugu Baskanhgi
06100 Sihhiye, ANKARA
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TEMEL TIP BILIMLERI/ BAS/C SCIENCES DOI: 10.1501/Tipfak_000000841

Arastirma Makalesi/ Research Article

Empathy Scores of “Ankara University School of Medicine” Fifth
Year Students in Two Different Curricula; a Preliminary Report

Ankara Universitesi Tip Fakiiltesinde Paralel Yiirdtdlen Farkli Egitim Sistemleriyle Ogrenim Géren Dénem 5
Ogrencilerinin “Empati” Beceri Diizeyleri; On Calisma Raporu

ipek Goniilli’,Fulya Dékmeci?

" Ankara University, Faculty of Medicine, Department of Medical

Education and Informatics Aim: In 2002 -2003 education term, Ankara University School of Medicine introduced an inte-grated,
; /‘G”y’;’;‘t)‘/’ggﬁ’s’f% Faculty of Medicine, Department of Obstetrics student-centered curriculum composed primarily of competency-based professional skills and

problem-based courses. Prior to the introduction of the new curriculum, a discipline-based,
traditional curriculum was used. Both curricula ran parallel until the last class of traditionally
educated students graduated in 2007. The purpose of this study was to compare the empathy scores
in medical students in their fifth year in relation to their curricula.

Method: The research groups consisted of 194 fifth year students educated with a traditional curricu-
lum and 127 fifth year students educated with the new curriculum. ‘The Jefferson Scale of Physician
Empathy’ was used to measure the empathy scores of the students, which included 20 items with a
7-point Likert scale. t-test was used to compare the empathy scores by curricula.

Results: The results showed that the empathy scores of the traditionally educated fifth year students
were significantly different when compared with fifth year students who received the student cen-
tered curriculum.

Conclusion: This study reports “preliminary data” of the probable effect of student-centered
curriculum on empathy. The authors suggest that the new curriculum may improve the medical
students’ empathy skills. However careful interpretation is necessary for the results obtained due to
the limitations of the present study.

Key Words: Empathy, Curriculum change Medical Education,Professional Development,
Self-assessment.

Amag: 2002-2003 Egitim Ogretim yilinda Ankara Universitesi Tip Fakiiltesi, yeterlige-dayali
profesyonel becerilerin ve probleme dayali 6grenme oturumlarinin oldugu, entegre, 6grenci
merkezli bir mifredata gegmistir. Bundan onceki yillarda disipline-dayali, geleneksel mufredat ile
egitim verilmistir. Bu nedenle her iki mufredat, paralel olarak geleneksel mufredatla egitim géren
dgrenciler 2007 yilinda mezun olana kadar devam etmistir. Bu alismanin amaci, Ankara Universitesi
Tip Fakultesinde yuritulmekte olan iki farkl egitim sistemi ile (klasik ve entegre) egitim goren
Doénem 5 6grencilerinin, empati beceri duizeylerini karsilastirmaktir.

Metot: Calisma grubunu 2005-2006 Egitim-Ogretim Yilinda klasik sistemle egitim géren 194 Dénem
5 o6grencisi ve 2006-2007 Egitim-Ogretim Yilinda entegre sistemle egitim géren 127 Doénem 5
o6grencisi olusturmaktadir. 321 6grencinin verileri, her biri 7 dereceli 20 maddeden olusan “Jefferson
Empati Skalasi” ile toplanmistir. Dénem 5 &grencilerinin empati skorlarinin farklilik gosterip
gostermedigini test etmek igin t-testi kullaniimistir.

Bulgular: Bulgular, Donem 5 6grencilerinin empati skorlarinda iki farkli egitim sistemine gére anlamli
bir farklihk oldugunu gostermistir.

Sonug: Bu calisma, 6grenci merkezli mufredatin 6grencilerin empati skorlan tizerindeki etkisini gos-
teren bir 6n calisma niteligindedir. Yazarlar, yeni mufredatin 6grencilerin empati dtizeylerini
arttirmada etkili olabilecegini 6ne stirmektedirler. Fakat calismanin sinirliliklari géz 6niinde
bulundurularak sonuglarin genelleme yapmadan 6nce dikkatle yorumlanmasi gerekir. Bunun igin
daha iyi organize edilmis calismalara gerek vardir.

Anahtar Sozcukler: Empati Miifredat degisimiTip Egitimi, Profesyonel Gelisim, Kendi Kendini
Degderlendirme.
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Empathy, one of the elements of

professionalism, improves both the
quality of data obtained from the
patient, and the physician’s
diagnostic ability enhancing both
patient and physician satisfaction.
In other words greater physician
empathy has been associated with
fewer medical errors, better patient
outcomes and more satisfied
patients.  Practicing  physicians
must have professional
competencies including humanism,
scientific  knowledge, qualified
care, self-assessment, dutifulness,
patient confidentiality, altruism,
empathy and compassion, honesty,
integrity, and ethical behavior, as
well as communication. The
General Medical Council (GMC)
which  oversees the medical
education curriculum in the UK,
has emphasized that demonstrating
empathy represents a professional
skill that makes “a good doctor”
(1). Also The Accreditation
Council for Graduate Medical
Education (ACGME) mandates
competency in 6 areas; patient
care, medical knowledge, practice-
based learning and improvement,
professionalism, systems-based
practice, and interpersonal and
communication skills, which are
defined as effective teaming with
patients, families, and other health
professionals (2). All these show
that medical educators should
focus on professional skills during
undergraduate medical education.
In order to teach professional

skills, in addition to scientific
knowledge and medical
competencies, an effective

curriculum is  important for
maintaining and improving those
skills among medical graduates.
Recent studies have reviewed the
improvement and development of
undergraduate and postgraduate
medical education curricula, in
terms  of  enhancing  the
professional skills of the graduates
gained speed (3-7).

Ankara University School of Medicine

In

(AUSM) runs a 6-year programme
and developed a student-centered,
problem-based, integrated
curriculum in 2002-2003 (8). The
traditional curriculum ended in
2006-2007. The two curricula ran
parallel until the last class of
traditionally  educated students
graduated in 2007. The traditional
curriculum was a discipline-based
program including lectures with
large groups where professional
values were transmitted by role
modeling. The new curriculum
emphasized small-group studies,
student-centered, self-directed
learning of basic and clinical
science material. It was also
composed of competency-based
professional skills courses as well as
community-based and problem-

based courses. Course content
addresses  issues  related to
communication, doctor-patient

relations, medical ethics, cultural
issues, and social elements of
medicine and the value of self-
awareness, self-care, and empathy.

order to evaluate the effectiveness
of this curriculum change in terms
of professionalism and empathy,
both formative and summative
assessments are needed to use.
Successful methods for measuring
professionalism  include  self-
assessment surveys, critical
incident techniques, longitudinal
studies, evaluation of video-taped
patient visits and standardized
patient-based objective structured
clinical examinations (OSCEs) as
presented in the recent literature
(4-7, 9-11). Hojat et al. (12) have
developed the Jefferson Scale of
Physician =~ Empathy  (JSPE),
specifically designed for measuring
empathy in medical students and
doctors in relation to patient care.
JSPE is effective when used in self-
assessment surveys for a formative
assessment.  They  used the
instrument in several studies for
their psychometrics (12).

In this study JSPE survey was used to

compare the empathy scores of
fifth year medical students, who
were educated in two different
curricula (traditional curriculum
and student centered, integrated
curriculum), to test the following
research hypothesis:

Based on the fact that empathy is the

foundation  of  patient-doctor

relationships and one of the
essential components of the
professional  competencies  in

medical students, the new medical
curricula would provide higher
empathic score.

Methods
Participants

The study sample consisted of 194

fifth-year medical students who
were educated according to the
traditional curriculum during 2001-
2006 academic years (represent
70.54% of total students) and 127
fifth-year medical students who
were educated according to the
new curriculum during 2002-2007
academic years (represent 92.70%
of total students) at AUSM.
Descriptive  statistics of  the
students of each curriculum in
terms of gender is offered in Table
1. The students’ knowledge based
assessment scores, do not differ in
two different curricula in terms of
university ~ entrance  selection
criteria.

Material

The JSPE for physicians and health

professionals (the “HP” version)
used in this study includes 20 items
(10 items positively worded and 10
items negatively worded) answered
on a 7-point Likert scale (1=
strongly  disagree, 7=strongly
agree). Score interval is 20-140,
higher the score shows higher
empathic consistency.

The “HP-version” was developed by

slightly modifying the wording of

Empathy Scores of “Ankara University School of Medicine” Fifth Year Students in Two Different Curricula; a Preliminary Report
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Ethics

the “S-version” to make it more
relevant  to  the  caregiver’s
empathetic behavior rather than to
the students’ empathetic
orientation or perceptions (13).

The “HP” version of JSPE was

translated into Turkish using “back
translation” procedure which was
recommended by authors, and
validity-reliability ~ studies  were
done by Malkondu  (2006:
unpublished ). The patterns of
findings that Malkondu has
received are those Hojat et al. also
reported for samples in the United
States (10). Hojat has mentioned
Malkondu in his book (10, page
111)

Procedures

Committee  of  Ankara
University School of Medicine
approved the study design and
proposal.

The empathy scale was completed

voluntarily by all participants
during their last clerkship rotation,
similar to the one completed
before the internship began in
May. The empathy scores of each
student were obtained in terms of
sums of each 20 JSPE items of the
empathy scale. The statistical
Package for the Social Sciences for

analyze the data.

The difference between the empathy

scores of fifth year students in
terms of different curricula was
analyzed with t-test.

Results

Means and standard deviations of

empathy scores of fifth-year
medical students in two different
curricula are 105.12+14.42, and
108.61+13.19 respectively (offered
in Table 2).

Analysis showed that the fifth year

students' empathy scores in two

curricula  were significantly
different [te19 = 2.19, p<0.05]
(offered in Table 3).

Discussion

Empathy is the physician’s ability to

cognitively recognize a patient’s
perspectives and experiences, and
convey such an understanding
back to the patient (12). It is one of
the expected outcomes of medical
education and an ability that
medical school alumni must have.
In this study a  significant
difference was found between the
students’ empathy scores in two
different curricula. The mean
empathy score for the students
from the traditional curriculum

empathy score for the students
from the integrated, student -
centered curriculum was found
108.61. By comparison, Hojat et al
(12) showed that the mean
empathy scores of third year
medical students was 118 and the
residents was 118 (12), while the
mean  empathy  scores for
physicians was 120 (13). The mean
empathy scores of our students are
low, and we suggest that our
students need more instructional
support in emphatic attitudes and
that the new curriculum needs
improvement to increase the
students’ professional skills by
implementing new  innovative
educational techniques.

Several studies suggest that a small

group session like problem-based
learning (PBL) contributes in
significant ways to the
development  of  professional
competencies. PBL students have
better interpersonal competencies,
which positively affects the quality
of their interactions with patients
(3, 14, 15). Antepohl et al. (14)
reported that medical graduates of
a PBL curriculum felt especially
well prepared in terms of
communication skills with
patients, collaboration with other
health professionals and
development of critical thinking /
scientific attitudes (14). One way

Windows (SPSS) was used to was found 105.12 and the mean to preserve and enhance empathy

Table 1. Descriptive statistics for completers

Curriculum Female Male Total

n % n % n % p

Traditional 110 56.7 84 43.3 194 100 0.21

Student centered 81 63.8 46 36.2 127 100 )
Table 2. Means and standard deviations of the JSPE scores of fifth-year medical students by different curricula.

Empathy scores

Curriculum n Mean SD Median Min. Max.

Traditional 194 105.12 14.42 106.00 58 134

Student centered 127 108.61 13.19 110.54 77 132
Table 3. T-test results of the JSPE scores of fifth-year medical students by different curricula

Curriculum N Y S sd t p

Traditional 194 105.12 14.42

319 2.19 0.029
Student centered 127 108.61 13.19

Ipek Gonilli, Fulya Dékmeci
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among medical students is to teach
and rol-model it during school (16).
In the study of Tavakol et al. (17)
students predominantly agreed that
empathy needs to be taught as a
skill.  Empathic  ability  was
identified as an important innate
attribute which nevertheless can be
enhanced by educational
interventions (17). In a review of
empathy training, experimental
learning methods, including rol-
play, case scenario-based activities,
PBL and simulation, were shown
to improve empathic ability in
nurses (18). Also Cunico et al. (19)
showed that specific training
course, including seminars and
laboratories in small groups with
tutors, aimed at learnmg and
developing communicative and
empathic abilities, is effective in
nursing students (19). The results
of Prince et al’s study (5) showed
that PBL enhances the level of skill
displayed in general competencies
such as communication skills and
teamwork (5). The study by Koh
and colleagues (20) systematically
reviewed all of the studies in
medicine linking problem-based
learning to outcomes. They
showed that only four
competencies had moderate to
strong levels of evidence in support
of problem-based learning for both
self- and observed assessments:
coping with uncertainty (strong),
appreciation of legal and ethical
aspects of health care (strong),
communication skills (moderate
and strong respectlvely) and self-
directed  continuing  learning
(moderate). They interpred that
Problem-based learning during
medical school has positive effects
on physician competency after
graduation, mainly in social and
cognitive dimensions (20).
According to Peters et al.’s (21)
research, PBL curriculum alumni
rated their preparation to practice
medicine in a humane fashion
more highly than did graduates of
its conventional curriculum and
expressed more confidence in their
ability to manage patients with

psychosocial ~ problems  (21).
Graduates of the PBL curriculum
showed higher self-ratings on
communication skills in dealing
with the social context of patients

@)

PBL activities enable students to

practice the professional skills
(interpersonal communnication,
problem-solvers, self-directed,
lifelong learning) while still in an
educational environment.
Graduates of PBL curricula should
therefore be better prepared to
respond to the challenges of
professional practice than
graduates of conventional
curricula. Formal teaching alone is
not enough to ensure that students
will develop into competent and

responsible  doctors.  Today,
personal and professional
development  needs  behavior

change which results from a
number of influences including
education, feedback, rewards,
penalties and participation (22). In
order to gain these behaviors and
attitudes, different educational and
evaluation methods must be
restructured and integrated to the
curriculum.  The  traditional
method of transmitting
professional ~ values by role
modeling is no longer adequate.
Professionalism must be taught
explicitly and evaluated effectively
(23). Our faculty curriculum
development program, started in
2002-2003 designed to support the
teaching and  evaluation of
professionalism which it supported
throughout the students’ early
clinical work. Lifelong learning is
fostered by using student centered
methods like PBL and
Competency Based Learning. This
program is intended to lead to self-
reported changes in teaching and
practice as well as new educational
1nitiatives.

Limitations

One of the limitations of our study is

that we should have used a pretest-

posttest control group design for
such a comparative study. The
JSPE,  should  have  been
administered prior to the start of
each curriculum to each group of
students who participate in the
traditional and the new curriculum
(pretest), and then to both groups
after completion of the program
(posttest). In order to show a
significant difference in empathy
scores in the favor of the group
who were trained under the new
curriculum, it could have been
confirmed with this defined
method. However since the
traditional group of the study was
in their fifth year, and the other
group was in their forth year, we
would not have had the chance to
do the pretests.

A more appropriate way to measure

empathy among medical student is
the student version (S-Version) of
the JSPE, not the Health
Profession version (HP-Version)
used in this study since the
students were at the end of their
fifth year, before starting their
internship, however the Turkish
translation of the S-version was not
available.

Another limitation of our study is the

evaluation technique which s
based on self-assessment. Although
self-assessment does not always
provide objective information, it is
more reliable than asking experts
or colleagues (24). As recent studies
suggest, it is the patient who can
tell us whether a medical student
or doctor demonstrates empathy in
a particular situation. To use
instruments that measure empathic
response from the patient’s
perspective may be more valuable
in terms of objective assessment
(25), such as observing and rating
student’s attitudes during an
intervention with a real patient or
with Standardized Patients (SPs).
Van Zanten et al showed that using
standardized patients to evaluate
some professional attributes, such
as empathy and respect, are also
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effective to improve the medical
students’ empathy skills (9).

Conclusion

This study reports “preliminary data”
change  (from
discipline-based, traditional one to
integrated, student  -centered)
effects on empathic perception of
medical students. Besides the new
curriculum, we suggest that a new

skills

of curriculum

communication program
should be prepared and it may be
beneficial for improving the

medical students’ empathy skills
and may have a positive effect on
the empathy scores.
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Magnetic Resonans Imaging Of Intrapancreatic Collaterals in Portal
Vein Thrombosis With And Without Cirrhosis

Sirozu Olan ve Olmayan Hastalarda Portal Ven Trombozunda Intrapankreatik Kollaterallerin Manyetik
Rezonans Gordintiilemesi

Nuray Haliloglu, Esra Ozkavukcu, Ayse Erden

Ankara University Faculty of Medlicine Department of Radiology
Aim: To evaluate the frequency of intrapancreatic collaterals in patients with cavernous
transformation of the portal vein, in cirrhotic and non-cirrhotic groups.

Materials and Methods: We evaluated MR angiography images of 41 patients with cavernous
transformation of the portal vein. Twenty-one of these patients had cirrhosis (Group I), and 20
patients had other causes of portal vein thrombosis (PVT) (Group Il). MR studies were
performed between September 2006-February 2010 using 1-T MRI system. MR images were
reviewed by two radiologists, for the presence of intrapancreatic collaterals and the extension
of the PVT.

Results: Intrapancreatic collaterals were present in 25 of 41 (61%) patients (11 patients in
Group |, 14 patients in Group ll). Statistically there was no significant difference between the
two groups (p>0.05). Mass effect caused by the intrapancreatic collaterals was not detected in
any of our patients. The PVT was extending to the superior mesenteric vein and/or splenic vein
in 22 of the 25 patients (88%) with intrapancretic collaterals.

Conclusion: Intrapancreatic collaterals are common in patients with cavernous transformation
of the portal vein. Cirrhosis does not seem to affect the frequency of intrapancreatic
collaterals. The extension of PVT plays the major role in the formation of intrapancreatic
collaterals.

Keywords: Pancreas; Portal vein; Magnetic Resonance Angiography; Cirrhosis

Amag: Sirotik ve sirotik olmayan gruplarda portal vende kavernoz transformasyonu olan
hastalarda intrapankreatik kollaterallerin sikhgini arastirmaktir.

Materyal ve Metod: Portal vende kavernoz transformasyonu olan 41 hastanin MR anjiyografi
gorintuleri degerlendirildi. Bu hastalarin 21’inde siroz vardi (Grup ) ve 20 hastada portal ven
trombozunun (PVT) diger nedenleri mevcuttu (Grup Il). MR incelemeleri Eyltl 2006- Subat 2010
tarihleri arasinda 1-T MRG cihazinda yapildi. MR goruntuleri, intrapankreatik kollaterallerin
varligi ve PVT'nin yayginhgi acisindan iki radyolog tarafindan degerlendirildi.

Bulgular: intrapankreatik kollateraller 41 hastanin 25’inde (%61) mevcuttu (Grup I'de 11 hasta,
Grup II'de 14 hasta). Istatistiksel olarak iki grup arasinda anlaml bir fark yoktu (p>0,05).
Hastalarimizin  hi¢birinde intrapankreatik kollaterallere ikincil kitle etkisi saptanmadi.
intrapankreatik kollateralleri olan 25 hastanin 22'sinde (%88) PVT superior mezenterik vene
ve/veya splenik vene uzaniyordu.

Sonug: Portal vende kavernéz transformasyonu olan hastalarda intrapankreatik kolateraller sik
gorulir. Siroz intrapankreatik kollaterallerin sikhgini etkilememektedir. Intrapankreatik
kollaterallerin gelisiminde ana etken PVT’nin yayilimidir.

Anahtar Sozcukler: Pankreas, Portal ven, Manyetik Rezonans Anjiyografi,Siroz

Portal vein thrombosis (PVT) can of the portal venous system (1).
eceved My 072012 = Accepted: March 03,2014 occur i.n (Eirrhos.is, or in diffe{'ent Masses of collateral vessels known
comesponding Acthor ?tlologles including hematologma.l, as cavernomas develop,.and replace

o inflammatory ~ or  neoplastic the occluded portal vein segments
DocDrNuray Hallogh, disorders. In  such  patients (1-3). Peripancreatic, and
et U ey ot Medicine. Cebeci Hospita collateral vessels develop in order intrapancreatic collaterals named as
Department of Radiology Research and Practice. Dértyol / to by-pass the obstructed segment pancreatic cavernoma have been
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described in the literature (4-6) but
as far as we are concerned these
collaterals are not mentioned in
cirrhotic patients.

The aim of this study is to evaluate the

frequency  of  intrapancreatic
collaterals in  patients with
cavernous transformation of the
portal vein, in cirrhotic, and non-
cirrhotic groups. We
retrospectively investigated
whether the presence of cirrhosis
affects the development of
intrapancreatic collaterals.

Materials and Methods

Patient Population:
Forty-one patients with cavernous

transformation of the portal vein
were enrolled. Cavernous
transformation of the portal vein
was shown on MR images, as
multiple collateral vessels which
developed in porta hepatis, and
replaced the obstructed portal vein.
There were 25 male, and 16 female
patients with a mean age of 42
years (21-61 years).

Patients were divided into two groups;

group I included 21 patients with
histopathologically proven
cirrhosis. Group II consisted of 20
patients with other causes of PVT,
including  polycythemia  vera,
protein C deficiency, essential
thrombocythemia, or
undetermined etiology. Nomne of
the patients in group II had
clinical, radiological or laboratory
findings indicating cirrhosis.

Patients with a pancreatic disease, or

an intraabdominal mass were not
enrolled in the study. As this was a
retrospective study we could not
obtain informed consent from the
patients.

MR Imaging:

MR studies were performed between

September  2006-February 2010

Hardcopy = MR

using the same 1-T MRI system
(Signa LX Horizon; General
Electric Medical Systems,
Milwaukee, WI) using phase array
coils. Images were acquired with a
breath-hold three-dimensional (3D)
fast-spoiled gradient recalled (3D
FSPGR) sequence in the coronal
plane.

The sequence was started following a

delay of 14-17 s after the manual
injection of 0.2 mmol/kg of
gadolinium chelate. Four
consecutive sets of images were
obtained at arterial, early and late
portal venous, and hepatic venous
phases. The imaging parameters
were as follows: TR: 6 ms, TE: 1.2
ms, flip angle: 20, bandwidth: 31.2
or 625 kHz, image matrix:
256x160 or 256x128, field of view:
40-48 cm, and the section
thickness was 4 mm. Scanning time
ranged from 12 to 24 s (mean time
16 s) for each set of images. All
images were reconstructed on the
workstation (Advantage Windows,
version 3.1; GE  Healthcare,
Milwaukee, Wisconsin, USA)
using maximum intensity
projection (MIP) technique. In
order to overview the portal
venous system in the axial plane
postcontrast  fat-suppressed  fast
spoiled gradient echo images (TR,
120 ms; TE, 6.3 ms; FA, 90
degrees; BW, 20.83; FOV, 32-40;
slice thickness, 7 mm; spacing, 1.5
mm; matrix, 256 x160; NEX
[number of excitations], 1) of the
upper abdomen  were also
obtained.

Image Interpretation:

images  were
retrospectively reviewed by two
radiologists, for the presence of
collateral vessels in the pancreas
(intrapancreatic collaterals) and the
extension of the PVT. When
intrapancreatic  collaterals were
detected, mass effect (displacement,

encasement  or  invasion  of
neighboring structures, perilesionel
edema, enlargement of the
pancreas) was investigated on the
postcontrast fat-suppressed
gradient echo  images. The
craniocaudal size of the spleen was
measured. The location of
portosystemic collateral vessels,
and the presence of
pericholedochal = collaterals were
also noted. Final decision was
made in consensus.

Pearson ~ Chi-Square  test  was
performed to compare the two
groups. p value less than 0.05 was
accepted as significant.

Results

Intrapancreatic  collaterals  were
present in 25 of 41 (61%) patients
(11 of Group I patients and 14 of
Group II patients). Statistically
there was no significant difference
between the two groups (p=0.248)
(Figures 1, 2). In contrast with the
previous reports, mass effect caused
by the intrapancreatic collaterals
was not detected in any of our
patients, thus there was no
diagnostic dilemma (Figure 3).

Figure 1: A-48 year old man with cirrhosis,

and PVT extending towards superior
mesenteric  vein, and splenic vein.
Intrapancreatic collaterals are well
demonstrated on axial plane postcontrast fat-
suppressed fast spoiled gradient echo image
(arrows).
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Figure 2: Mild intrapancreatic collaterals are
demonstrated on postcontrast fat-

suppressed fast spoiled gradient echo image
of a 21-year old non-cirrhotic man with PVT.

Figure  3:  Significant amount of
intrapancreatic collaterals are seen in the
pancreas head on postcontrast fat-
suppressed fast spoiled gradient echo image
(arrow) without any mass effect.

The portal vein thrombosis was
extending to the Superior Mesentenc
Vein (SMV) and/or splenic vein in 21
of 25 patents (84%) with
intrapancretic collaterals. Eleven of
these 25 patients had extension of the
thrombosis both to the splenic vein,
and Superior Mesentenc Vein (SMV).
Only one patient (4%) had extension
of the thrombosis to the splenic vein
alone. Four patients (16%) had patent
SMV, and splenic vein. In three
patients, intrapancreatic collaterals
were not seen despite the extension of
the thrombus to the SMV, and the
splenic vein.

Nine patients (two in group 1, seven in
group II) had  undergone
splenectomy. The mean
longitudinal size of the spleen was
19 cm in both group I (12-24 cm),
and group II (11-25 cm).

The most frequently seen collateral
vessels in group I were the

paraoesophageal collaterals (in 12
of 21 patients). Pericholedochal
collaterals were seen in five of the
21 (24%) patients in group I, and
10 of the 20 (50%) patients in
group II (Figure 4).

Figure 4: Similar amount of intrapancreatic
collaterals are seen in the pancreas head
(arrows in A and B) in patients with cirrhosis
(A), and essential thrombocythemia (B). Note
the paracholedochal collaterals in both
patients (small arrow in A). Pericholecystic
collaterals are also seen (small arrow in B).

Discussion

There is a rich venous blood flow in
and around the pancreas towards
the portal vein, SMV, and splenic
vein (7). With the advent of high
resolution scanners, thin calibered
pancreatic vessels can usually be
well demonstrated, and in case of a
pancreatic tumor they are carefully
examined to detect or exclude
vascular invasion. Dilatation of the
pancreatic veins, especially
peripancreatic veins, can indicate
the extension of a pancreatic tumor
to the neighboring structures,
particularly to the duodenum (8).
Nevertheless the only cause of
dilated pancreatic veins is not a

pancreatic tumor, and these
enlarged vessels may also indicate
anastomoses by-passing an
obstructed vein or retroperitoneal
or  mesenteric  pOrtosystemic
collaterals in portal hypertension.
In most of the patients the
drainage course of the collateral
vessels has a complex, and
extensive nature (9).

The causes of non-neoplastic PVT in
cirrhotic patients are the reduced
portal flow and the parenchymal
disarchitecture. The prevalence is
higher in patients with more severe
liver disease. It is usually
asymptomatic but can present with
symptoms like abdominal pain and
fever, or with life-threatening
complications, such as variceal
bleeding (10). The collateral veins
develop gradually, and in the
chronic stage, the portal vein itself
may not be visualised among the
network of collateral vessels, so
called portal cavernoma (11). The
thrombosis preferentially extends
towards the SMV, and causes
intestinal ischemia (10). The acute
occlusion of SMV can cause severe
symptoms but if the thrombus
extends slow enough for the
collateral vessels to develop, the
symptoms  would  be less
prominent. Even in the subacute
phase of thrombosis  some
collaterals can be detected around
the pancreas head (12).

When the splenic vein is occluded,
short gastric, left gastric, omental
veins, and gastroepiploic vein tend
to dilate. The gastroepiploic vein
terminates in the gastrocolic trunk,
which drains into the SMV at the
level of the pancreas head (1).
Therefore pancreatic collaterals can
be expected in splenic vein
thrombosis, especially in, and
around the pancreatic head. In
patients with PVT the extent of
the thrombus, and the amount,
and  localization  of  portal
cavernoma should be screened, and
noted on MR angiography.

Nuray Halilogilu, Esra Ozkavukcu, Ayse Erden
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An

important  component  of
intrapancreatic collaterals are the
varices of the paracholedochal, and
epicholedochal plexi which ensure
the venous drainage of the
common bile duct (CBD). The
veins of the paracholedochal plexus
ascend along the course of the
CBD just parallel to it, and they
drain into the gastric veins, the
pancreaticoduodenal vein, and the
the portal vein (13). The varices of
these plexi can occur in cirrhosis
but they are reported to be more
frequent in extrahepatic portal vein
occlusion (14).

Our study confirms the suggestion

that intrapancreatic collaterals are
common in  patients  with
cavernous transformation of the
portal vein. They are most likely
located in the head of the pancreas.
The extension of the PVT seems to

play the major role in the

formation of these collaterals (4).
Peripancreatic  collaterals are also

described in cavernous

transformation (4). Nevertheless,
as the location of many collateral
veins around the splenic hilum,
and in the retroperitoneal space,
can also be described as around the
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Amag: Akut miyeloid 16semi (AML) kemik iliginin habis ve klonal bir hastaligi olup hematopoetik
oncul hucrelerin neoplastik dontstim ile gelisir. Bu ¢alisma; AML tedavisinde kullanilan G-CSF’iin
nétropeni sresi, enfeksiyon sikligi, febril nétropeni suresi, antibiyotik ve/veya antifungal kullanim
suresi ve maliyet Uzerine etkisini arastirmak tzere planlandi.

Yontemler: Calismaya toplam 40 hasta alindi (19 kadin, 21 erkek, yas ortalamasi 42). Hastalar G-CSF
kullanilan ve kullanilmayan iki gruba ayrildi. N6tropeni gelisme zamani, nétropeni siiresi, atesin
ortaya cikis zamani, atesin suresi, kilturle ispatlanan enfeksiyon, antibiyotik ve antifungal kullanim
suresi, hastanede yatis siresi, antibiyoterapi maliyeti ve toplam maliyet verileri iki grup arasinda
kiyaslandi.

Bulgular: G-CSF grubunda; nétropeni stiresi, ates ortaya ¢ikis zamani, hastane yatis suiresi, ates stiresi,
antibiyotik ve antifungal tedavi suresi ve antibiyoterapi maliyeti azaldi. G-CSF grubunda;
antibiyoterapi disi gtinltik hastane maliyeti ve toplam maliyette hafif azalma mevcuttu (P: 0,751).

Sonug: AML'li hastalarin pekistirme tedavisinde kullanilan ytiksek doz ARA-C protokoliine G-CSF
grubunda eklenmesi nétropeni ve hastanede yatis suresini anlamli olarak kisaltir (p<0,001, p: 0,004
sirastyla). Enfeksiyon verileri ve antibiyoterapi kullaniminda anlamli bir farkliiga neden olmaz. G-CSF
kolunda toplam maliyet G-CSF fiyatinin eklenmesi ile hafif diisiik bulunmaktadir. Toplam maliyette %
3,1'lik bir azalma vardir fakat istatistiksel olarak anlamli degildir.

Anahtar Sozclkler: Hematopoetik biiytime faktérd, AML, maliyet etkinlik

Aim: Acute myeloblastic leukemia (AML) is a malign and clonal disease of the bone marrow resulting
in neoplastic conversion of hematopoietic progenitor cells. This study was planned to evaluate
effects of G-CSF use on neutropenia duration, infection frequency, febrile neutropenia duration,
duration of antibiotic and/or antifungal use and cost in AML treatment.

Methods: Totally, 40 patients were enrolled in the study (19 female, 21 male, mean age 42 years).
Patients were divided into two groups according to whether or not G-CSF was administered. The
groups were compared for time to neutropenia, duration of neutropenia, time of first fever, culture
duration of fever, documented infection, duration of antibiotic and antifungal therapy, duration of
hospitalization, costs of antibiotherapy and total costs.

Results: The duration of neutropenia, time to first fever, duration of hospitalization, duration of fever,
duration of antibiotic and antifungal therapy and costs of antibiotherapy were lower in the G-CSF
group. Daily hospitalization costs and total costs (including G-CSF cost) except for patients who were
on antibiotherapy were lower in the G-CSF group.

Conclusion: Addition of G-CSF as supportive therapy to high dose ARA-C protocol used in the
consolidation therapy of AML patients significantly decreases neutropenia and hospitalization
periods, (p<0.001, p<0.004, respectively) it does not cause a significant difference in infection
parameters and use of antibiotherapy. Total cost, which is estimated by adding expenditures of G-
CSF used, is lower in the G-CSF group. There is a 3.1% reduction in total cost but this finding is not
statistically significant.

Key Words: Haematopoetic growth factor, AML, cost-effectiveness.

Akut  miyeloid 16semi (AML) bir hastaligidir. Hastaligin siklig1
hematopoetik  6nctl  hiicrelerin yas ile artar. AML rtedavisi iki
neoplastik  donislimine  bagl asamadan olugur. Birinci asama
gelisen kemik iliginin klonal, habis diizelmenin saglanmasint
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amaglayan  remisyon  baglatici
tedavidir. Ikinci agama remisyon
sonrast  pekistirme  tedavisidir.
Remisyona  giren  hastalarda
pekistirme tedavisinde ii¢ segenek
vardir. Bu segenekler; pekistirme
kemoterapisi, otolog kok hiicre
nakli ve allogeneik kok hiicre
naklidir. Pekistirme
kemoterapisinde kullanilan
seceneklerden bir tanesi de yiiksek
doz sitozin arabinozid (YD ARA-
C) protokoludiir (1).

Akut miyeloid 16semide graniilosit

koloni stimiile edici faktor (G-
CSF) kemoterapiye duyarlilig
artirmak  ve  tedavi  iligkili
notropeninin  sliresini  azaltmak
igin kullanilir (2). AML hastalan
remisyonun siirdiiriilebilmesi igin
cesitli araliklarla  pekistirme
tedavisi almak icin hastaneye
yatrilirlar. Pekigtirme tedavileri
strasinda; uzun hastane yatis siirest,
uzun notropeni periyodu ve
notropenik ates, hastalarda yagam
kalitesini bozan hastalik ve Slim
riskinde artiga yol agan ©nemli
problemlerdir. Bu yiizden; ¢esitli
siirelerde genis spektrumlu
antibiyotik ve/veya antifungaller
kullanilir.

Bu ¢alisma; pekistirme tedavisi olarak

YD ARA-C protokoli verilen
hastalarda G-CSF  kullaniminin

Calismaya;

notropeni  siiresi,  enfeksiyon
siklig1, febril nétropeninin siiresi,
antibiyotik  ve/veya antifungal
kullaniminin  siiresi ve maliyet
tizerine etkilerini saptamak igin
planland:.

HASTALAR ve YONTEM

Kocaeli  Universitesi
Hematoloji Bilim Dali tarafindan
takip edilen, kemik iligi diizelen
akut miyeloid 18semi hastalar
alindi. Caliyma icin  Kocaeli
Universitesi Tip Fakiiltesi Etik
Komitesinden onay alindi ve G-
CSF kullanilan hastalarin tiimiine
onam formu imzalatildi. Caligmaya
40 hasta alind1. 19 kadin, 21 erkek
hasta, yas ortalamas: 42,42 +12,93
seklindeydi.  Hastalar ~ G-CSF
kullanilanlar ve kullanmayanlar
olmak iizere iki gruba ayrildi. Bu
hastalarin genel ozellikleri tablo
1’de gosterilmistir.

Kemik iligi  diizelmeyen =AML
hastalar1, son donem bébrek
yetmezligi olan, tedavi Oncesi

karaciger fonksiyon testleri bozuk
olan hastalar, aktif enfeksiyonu
olan, halen antifungal tedavi alan
ve 60 yagin lizerinde olan hastalar
calismaya alinmadh.

Caligma bagslangicindan  itibaren 2-4.

konsolidasyon tedavilerini almak
amactyla yatirilan 20 hasta G-CSF

Tablo 1. G-CSF kullanilan ve kullaniimayan gruplarin genel 6zellikleri.

kullanan olarak calismaya alindi.
Kontrol grubu ise, konsolidasyon
tedavisi olarak yiiksek doz ARA-C

protokolii uygulanan
remisyondaki  hastalarin  arsiv
dosyalarinin  retrospektif olarak

taranmast ile olusturuldu. Hasta ve
kontrol grubundaki ortalama tani
siiresi arasinda anlamli bir farklilik
yoktu (p= 0,210). YD ARA-C
protokoliine uygun olarak
hastalara 1., 3., 5. glinlerde 12 saat
ara ile 3 gr/m’ sitozin arabinozid
(ARA-C) verildi. Tedavi protokolii
tamamlandiktan sonraki ilk giin
icinde hastalara 0,5 milyon U/kg
1x1 dozunda filgrastim cilt aluna
uygulandi.  Notrofil  sayisinin
1000/mm™{in altinda olmast ve
viicut 1sisinin bir kez 38,3°C’den
veya bir saatten uzun siire 38
°C’den yiiksek olmasi febril
notropeni olarak tanimlandi (3).
Atesli donemlerde aligilageldigi
sekilde kan ve idrar kiiltiirleri
alindi.  Klinik  kusku  oldugu
durumlarda bogaz, balgam, gayta
kiilttirlert ve mikroskobik
incelemeleri yapildi. Herhangi bir
odak  saptanmayan  hastalara
hastanemizin Enfeksiyon
Hastaliklart Bolimi ile konsiilte
edilerek febril nétropeni protokolii
olarak piperasilin-tazobaktam
4x4,5 gr ve amikasin 1x1 gr
baglandi. Yetmis ikinci saatte hasta
ates yanitt agisindan
degerlendirildi, gerekli gorildigi

G-CSF G-CSF p degeri
kullanilmayanlar kullanilanlar

Hasta sayisi 20 20

Yas 40,35+ 12,38 44,50 + 13,45 0,317
Cinsiyet; K/ E** 6/14 13/7 0,027*
Tani sliresi (Ay) 20,30+ 17,46 12,30+ 11,83 0,210
Baslangic hemoglobin diizeyi (g/dl) 13,37 +2,24 12,06 + 1,92 0,055
Baslangi¢ hematokrit diizeyi (%) 38,96 + 5,96 35,84+5,18 0,086
Baslangi¢ ortalama eritrosit hacmi (fL) 88,70 + 10,66 91,84 +4,43 0,231
Baslangi¢ l6kosit sayisi / mm3 6387,50 + 2070,49 5707,00 + 1545,02 0,246
Baslangi¢ nétrofil sayisi / mm3 3798,00 + 1497,90 3495,50 £ 137943 0,402
Baslangi¢ trombosit sayisi / mm3 231305 +88434,55 363050 +68189,82 0,245

* p < 0.05: Istatistiksel olarak anlamli * * Pearson Ki-kare testi
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durumlarda mikrobiyolojik
orneklemeler  tekrarlandi  ve
yeniden antibiyotik diizenlemeleri
yapildi.  Antibiyotik  tedavisine
ragmen besinci giinde ates devam
ediyorsa tedaviye deneyime dayali
olarak antifungal tedavi eklendi ve
sistemik fungal enfeksiyon
agisindan  yiiksek  ¢oztintirlikli
bilgisayarli tomografi ve batin
ultrasonografisi planlandi. Klinik
siphe oldugu durumlarda hastalara
paranazal ~ sinus  tomografisi
planlandi.  Kiltiirlerde  iireme
oldugunda antibiyogram sonucuna
gore antibiyotik  diizenlemeleri
yapildi. Kemoterapi sonrasinda
nétrofil  sayisinin - 1500/mm”’iin
tizerinde oldugu tglinct giinde G-
CSF uygulamasi kesildi.
Antibiyotik tedavisi ates diistiikten
sonraki besinci giinde  kesildi.
Mikrobiyolojik olarak kanitlanmig
enfeksiyon odagi veya fungal
enfeksiyon odagi mevcut ise
enfeksiyon kamitlart yok olana
kadar tedaviye devam edildi.
Hematolojik ~ yanit  kriterleri
olarak; hemoglobinin 10 g/dl,
nétrofil sayisinin 1500/ mm’® ve
trombosit  sayistun 100000/
mm”{in {izerinde olmasi kabul
edildi. Mart 2009°da  Saglik
Bakanligi tarafindan  belirlenen
perakende saug fiyau gercevesinde
tim hastalarin hastanede yattiklar
donemde kullanilan antibiyotik,

antifungal ve filgrastim harcamalar
hesaplandi.  Giinlitk  hastane
maliyeti, taburculuk sirasindaki
fatura  tutarimn  antibiyoterapi
digindaki kisminin hastanede yats
stiresine boliinmesi ile elde edildi.
Toplam maliyet; G-CSF kullanilan
grupta antibiyoterapi ve
antibiyoterapi dist hastane
harcamalarina filgrastim fiyatinin
eklenmesi ile, G-CSF
kullanilmayan grupta ise
antibiyoterapi ve antibiyoterapi
digt hastane harcamalarinin
toplami olarak hesapland:.

Istatistiksel analizler Windows SPSS

13,0 versiyonu kullanilarak yapildi.
Analizlerde veri tipine uygun
testler kullanildi. Normal dagilimla
uyumlu verilerde student-t testi
uygulandi,  normal  dagilimla
uyumlu olmayan verilerde Mann-
Whitney-U  testi  kullanilds.
Kategorik verilerde “Ki kare” testi
kullanildi. p degerinin 0,05’in
altinda olmasi istatistiksel olarak

anlamli kabul edildi.

BULGULAR

Pekistirme tedavisi olarak yiiksek doz
ARA-C  protokoli  uygulanan
remisyondaki hastalarin filgrastim
kolunda  ortalama filgrastim

kullanim stiresi 15 + 2 giindi.

Filgrastim kullanm; maliyeti

ortalama 1948,14 + 337,57 Tiirk
lirast olarak hesapland:. Filgrastim
kolunda analjeziklerle  diizelen
kemik agris1 diginda herhangi bir
yan etki goriilmedi. Pekistirme
tedavisi alan AML hastalarinin G-
CSF kullanilan ve kullanilmayan
gruplardaki  notropeni  gelisme
zamani, hematolojik  diizelme
zamanyi, ates ortaya ¢ikma zamani,
ategli glin  saywis;, antibiyotik
ve/veya antifungal kullanim siiresi,
ortalama eritrosit sedimentasyon
hizi, C-reaktif protein dizeyleri ve
mikrobiyolojik olarak tespit edilen
iremelere ait bilgiler tablo 2’de
gosterilmigtir

Noétropeniden g¢ikis zamani G-CSF

kullanilan grupta yaklagik 10 giin
kisa olarak bulundu ve bu fark
istatistiksel ~ olarak  anlamliyd:
(p<0,001). Yine G-CSF kullanilan
grupta ates istatistiksel olarak
anlamli olacak sekilde dort giin
erken ortaya ¢ikt (p<0,001). Bu
grupta; ortancalara gore ategli
gecen giin sayist bir buguk giin kisa
ve mikrobiyolojik olarak
dogrulanan kiiltiir pozitifligi %50
oraninda  diisiik  bulundu. Ek
olarak; yine ortanca degerlere gore
antibiyotik kullanim siiresinin iki
giin, antifungal kullanim siiresinin
ise dort giin kisa oldugu gozlendi.
Fakat atesli giin  sayisindaki

Tablo 2. G-CSF kullanilan ve kullanilmayan gruplarin hematolojik diizelme, ates ve enfeksiyona ait verilerin kiyaslamasi.

G-CSF kullaniimayanlar G-CSF kullanilanlar p* degeri
Notropeni gelisme zamani' (giin) 8,85+ 3,46 8,30+ 2,25 0,555
Notropeniden cikis suresi? (glin) 28,05 + 3,87 18,95 + 2,79 <0,001*
Atesin ortaya ¢ikis zamani (giin) 3 15,90 + 3,49 11,25 + 3,66 <0,001*
Atesli glin sayisi (glin)** 5(1-9) 4(1-6) 0,297
Kaltir Greme sayisi 6 3 0,451
Eritrosit sedimentasyon hizi (mm/h) 37,70+ 16,27 38,66+ 18,36 0,863
C - reaktif protein (mg/dl)** 4,48 (1,01 -8,48) 5,92 (0,57-11,53) 0,626
Antibiyotik kullanim suiresi(glin)** 11 (6-18) 9 (5-15) 0,348
Antifungal kullanim siresi (giin)** 5,5(1-17) 1,5 (1-5) 0,323

* p-<-0,05 : Istatistiksel olarak anlamli

** Ortanca (min-max)

' Yiiksek doz ARA-C protokolliniin baslangicindan nétrofil sayisinin 1500/ mm3'tin altina inmesine kadar gegen siire.
2Yuksek doz ARA-C protokoliiniin baslangicindan noétrofil sayisinin 1500/ mm3'Uin tUizerine ¢cikmasina kadar gecen sure.
3 Yuksek doz ARA-C protokoliiniin baslangicindan atesin ortaya cikisina kadar gecen siire.
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azalmanin, daha az  kiltir
pozitifligi saptanmasinin,
antibiyotik ve antifungal kullanim
suresindeki azalmanin istatistiksel
olarak anlamli olmadig1 goriildii
(Tablo 2). Nétropeninin ortaya
cikis zamani, eritrosit
sedimentasyon hizi ve ortalama
CRP seviyeleri iki grup arasinda
benzerdi.

G-CSF kullanilan ve kullanilmayan

gruplardaki hastane yaug siireleri,
antibiyotik ve antifungal
tedavilerini igeren antibiyoterapi
tedavi masraflari, antibiyoterapi
dist glnlik tedavi masraflar1 ve
total maliyete ait sonuglar tablo
3'te verilmistir. G-CSF kullanilan
grupta hastanede yaus siiresi
anlamli olarak alu giin kisa tespit
edildi (p=0,004). G-CSF kullanilan
grupta ortancalara gore hesaplanan

antibiyotik ve antifungal
tedavilerin  toplamini  olugturan
antibiyoterapi  maliyeti G-CSF

kullanilmayan gruba gore 1235
Tiirk Liras: diisiiktii. Fakat bu fark
istatistiksel olarak anlamli degildi.
Antibiyoterapi digindaki giinliik
hastane masraflar1 ve kullanilan G-
CSF  maliyetinin de eklendigi
toplam maliyet G-CSF kullanilan

grupta  disik  bulundu. Bu
farkliliklar  istatistiksel  olarak
anlaml: degildi.

Literatiirde;

TARTISMA

Akut 16semilerin tedavisinde
kullanilan kemoterapiler miyelo-
stipresiftir. Bu hastalarda

enfeksiyoz komplikasyonlar ¢ok
siktir. Akut 18semi hastalarindaki
morbidite ve mortalitenin ana
nedenlerinden biri bakteriyel ve
fungal enfeksiyonlardir. Tiim akut
miyeloid 16semi hastalarinda grade
4 notropeni (<500/mm3) gelisir.
Ates goriilme sikligr da %50 - 90
civarindadir (4).

remisyondaki  akut
miyeloid hastalarinin  pekistirme
tedavi protokollerinde G-CSF'iin
kullanildigr ~ galigmalar ~ vardr.
Moore ve arkadaglarimin (5) yaptigt
calismada; caligmaya alinan
hastalarin yag ortalamast 60 yagin
altindaydi. Calismada, pekistirme
amaciyla iig farkli protokol pespese
uygulanmistir. Bu tedavilerin tiimi

pekistirme tedavisi  olarak
isimlendirilmistir. Uctincii
konsolidasyon protokoliinde

diaziquone (AZQ) ve mitoxantron
kullanilmig ve bu grup G-CSF
kullanilan ve kullanilmayan olmak
lizere 1ki gruba  ayrilmusur.
Caligmada  notropeniden  ¢ikis
zamani, hastanede yatig siiresi ve
ciddi enfeksiyon orani istatistiksel
olarak anlamli olacak sekilde diisiik
bulunmugtur (). Bizim
calismamizin sonuglar1 enfeksiyon

oranindaki azalma diginda bu
caligma ile uyumlu bulundu. Heil
ve ark. yapug caligmada; galigmaya
alinan hastalarin yas ortalamasinin
54 oldugu gortilmiistiir. Remisyon
saglayict protokolu takiben iki

farkls protokolden olusan
pekistirme tedavisi pespese
verilmig,  pekigtirmenin  ikinci
kolunda vyiilsek doz ARA-C
daunorubicin ile birlikte
kullanilmigtir.  Hastalar  G-CSF

kullanilanlar ve kullanilmayanlar
olarak iki alt gruba ayrilmigtir. Bu
calismada da; bizim calismamizla
uygun olacak sekilde notropeni
periyodu ve hastanede yatis siiresi
istatistiksel olarak anlamli olacak
sekilde kisa bulunmus fakat
enfeksiyon sikligi ve antibiyotik

kullanim:  agisindan  anlaml
farklilik  bulunmamigtir (6).
Harousseay ve arkadaglari  (7)
tarafindan  yapilan  diger  bir

caligmaya yas ortalamasi 47 olan
hastalar alinmigtir. Bu ¢aligmada

remisyon saglayict tedavi
sonrasinda iki safhadan olusan
yogun bir pekistirme tedavisi
uygulanmigtir.  Birinci  safhada
yiiksek doz ARA-
C+mitoksantron, ikinci safhada

amsakrin+etoposit uygulanmugtir.
G-CSF kullanilan kolda nétropeni
siiresi, hastanede yaus siiresi ve
intravendz antibiyotik kullanma
siresi belirgin  olarak  disik

Tablo 3. G-CSF kullanilan ve kullanilmayan gruplarin hastanede yatis sureleri ve maliyet analizlerinin sonuglari.

G-CSF kullanilmayanlar G-CSF kullanilanlar p degeri
Hastanede yatis suresi (glin) 33+ 11 27 £3 0,004*
Antibiyoterapi maliyeti (TL):3 3113 (132-6930) 1878 (102-4110) 0,674
Antibiyoterapi disindaki ginliik 112 (88-140) 98 (69-135)s 0,784
hastane maliyeti (TL)3
Toplam maliyet (TL)23 6683 (2348-11140) 6446 (4267-8942) 0,751

* p < 0,05: Istatistiksel olarak anlamli

' Antibiyotik ve antifungal tedavi maliyetlerinin toplami.

2 Toplam maliyet: Antibiyoterapi, guinlik hastane masrafi ve G-CSF maliyetlerinin toplami

30rtanca (min-max)
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bulunmustur. Kanitlanan
enfeksiyon hizi ve antifungal
kullanim siiresi de azalmis fakat bu

bulgular istatistiksel olarak
anlamliliga  ulasmamgur.  Bu
galismanin  sonucunda  yogun

pekistirme tedavileri uygulanirken
rutin G-CSF kullanimi1 énerilmistir
(7). Ogata ve arkadaglar: (8) 60 yas
iizerindeki hastalar ile bir caligma
yapmiglar ve pekistirme tedavisi
sirasinda  G-CSF  kullanmiglardir.
Bu calismadaki pekistirme
protokoli ARA-C, daunorubisin,
6-merkaptopiirin ve
prednizolondan olugan BHAC-
DMP protokolii idi. Bu ¢aligmada
G-CSF kullanilan ve kullanilmayan

gruplar arasinda notropeni
siiresinin ~ kisalmast  disindaki
hematolojik parametrelerde

belirgin bir fark saptanmamigtir
(8). Son olarak; Takeshita ve
arkadaglar1 (9) AML hastalarinin
pekistirme  tedavisi  sirasinda
recombinant insan G-CSF’tiniin
kullanimim1  test  etmislerdir.
Randomize, cift-kér, kontrollii
olarak yapilan bu caligmada; ates ve
febril notropeni sikliginin,
notropeni stiresinin ve antibiyotik
kullaniminin =~ belirgin ~ olarak
azaldign  bulunmugtur  (9). Bu
calismalarin  higbirinde  maliyet
analizi  yapumamisur.  AML
hastalarindaki tiim tedaviler ve
hastane masraflarini iceren maliyet
analizinin ~ yapildign ~ ¢aligma
Standaert ve arkadaglarina (10)
aittir.  Bu  ¢aligmada; AML
hastalarinin remisyon saglayici ve
pekistirme tedavilerinde G-CSF
kullaniminin total maliyette %3-14
oraninda azalmaya neden oldugu
gosterilmigtir  (10).  Literatiirde;
pekistirme tedavisi olarak tek
bagina yiiksek doz ARA-C’nin ve
G-CSF’in beraber kullanildigi bir
calisma mevcuttur. Bradley ve
arkadaglarinin =~ (11)  yaptiklan

Literatiirde

calismada; G-CSF  birinci  kiir
sonrasinda uygulanmig ve maliyet
analizi  yapimamugtir. Biyiime

faktort  kullaniminin febril
notropeni nedeni ile hastane yats
sikligin azaltugini fakat

kullanilmayanlara gore hastanede
kalig  siiresi  ve  belgelenen
enfeksiyon sikligi agisindan fark
goriilmedigini bildirmislerdir (11).
Oysa bizim calismamizda
hastanede yatig stiresi istatistiksel
olarak  anlamli  sekilde kisa

bulundu.

pekistime  tedavisinde
yiksek dozARA- C ve G-SCF’in
beraber kullanildig1 calismalarda
atesin erken c¢ikmasina dair bir
bilgiye ulagilmamisur. Ibarra ve
arkadaglarinin =~ (12)  yapuklan
yogun kemoterapi ve biyiime
faktorlerinin  beraber kullanildig
bir c¢aligmada ilag atesi oldugu
diisiiniilen vakalar  bildirilmistir
(12). Caligmamizda atesin ortaya
cikis  zamanimin anlamli  olarak
erken olmasinin ilag reaksiyonu
olabilecegi diistiniilmigtiir. Fakat
immiinsiipresif ve notropenik bu
hasta grubunda atesin ilaca bagh
olabileceginin ispat1 zordur.

Sonug olarak; caliygmamizda 60 yas alt

remisyondaki AML hastalarinin
yiksek doz ARA-C ile yapilan
pekistirme tedavisine destek tedavi
olarak  G-CSF  eklenmesinin
faydalar1 test edildi. Caligmanin
sonunda notropeni periyodunun
on giin kisaldigi, atesin G-CSF
kullanilmayan gruba gore dort giin
erken ortaya ¢ikugi ve G-CSF
grubunda hastanede yaug stresinin
altr giin kisaldig tespit edildi. Bu
bulgularin  istatistiksel ~ olarak
anlamli oldugu gorildii (p<0,05)
Bunlarin yaninda; G-CSF
grubunda kiiltiirlerde iiremenin
%50 oraninda az oldugu, ortalama

AML hastalarinin

antibiyotik kullanim siiresinin iki
giin azaldigi, ortalama antifungal
kullanim  siiresinin  dort  glin
kisaldigs ve antibiyoterapi
maliyetlerinin  azaldigi  goriildii.
Fakat bu sonuglarin istatistiksel
olarak anlamliligi yoktu (p>0,05).
G-CSF kullaniminin da eklendigi
total maliyet G-CSF kullanilan
grupta %3,1 oraninda azalmist
fakat bu azalma istatistiksel bir
anlamlilik gostermiyordu. G-CSF
kullanilan grupta yaug stiresi kisa
olmasina ragmen total maliyette
anlamli bir fark tespit edilmemesi
G-CSF kullaniminin ek maliyetine
bagli gibi goriinmektedir.

pekistirme
tedavisinde kullanilan yiiksek doz
ARA-C protokoliine destekleyici
tedavi olarak G-CSF eklenmesi
belirgin  olarak ndtropeni ve
hastanede yatis siiresini kisaltsa da
enfeksiyon ~ parametreleri  ve
antibiyoterapi kullaniminda
anlamli  bir farkliliga neden
olmamaktadir. AML hastalarinin
pekistirme tedavisinde kullanilan
yiksek doz ARA-C protokoliine
destekleyici tedavi olarak G-CSF
eklenmesi istatistiksel olarak anlam
arz etmeyen kiiciik bir ekonomik
katki  saglamaktadir.  Bununla
beraber; fazla sayida  hastay:
kapsayan ve is giici kaybimn da
hesaplandigr  detayli  maliyet
analizlerinin  yapildig1 ¢aligmalar
gereklidir. Biz; G-CSF ile destek
tedavisinin, pekistirme  tedavisi
alan hastalarin  hastanede kalss
siiresini belirgin olarak kisaltmasi
nedeni ile uzun hasta yaus listeleri
olan merkezlerde hasta
dongiistintin artirilmasinda faydali
olabilecegi inancindayz.

Pmnar Tarkun, Elif Birtas Atesodlu, Abdullah Hacihanefiodlu, Ozgiir Mehtap, Emel Gndilld
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Conservative Treatment of Neonatal Pneumomediastinum With
Subcutaneous Emphysema Due To Airway Injury

Havayolu Hasarina Bagl Olusan Pnémomediastinum ve Subkutan Amfizemli Bir Yenidoganda Konservatif
Tedavi

Dilek Kahvecioglu', Serdar Alan’, Giilnur Gélli2, Omer Erdeve', Begiim Atasay’, Murat
Cakmak?, Saadet Arsan’

7 Ankara University, Faculty of Medicine Department of Pediatrics, ,
Division of Neonatology

2. Ankara University, Faculty of Medicine Department of Pedliatric
Surgery

Tracheal injury is an uncommon especially in neonates, and urgent recognition and
management are needed because of its life-threatening complications. Here we present a-
2160 g-female newborn with 3427 weeks gestation who sustained tracheal rupture following
intubation for surfactant administration and treated with conservative management.
Successful conservative management of tracheal perforation in infants involves the placement
of uncuffed tubes distal to injury, holding of oral feeds and broad-spectrum antibiotics
prophylaxis. Conservative management should be considered, especially in patient who has
stable vital signs.

Key Words: Newborn, tracheal injury, pneumomediastinum, subcutaneous emphysemia.

Trakeal hasarlanma o6zellikle yenidoganlarda nadir goérilir ve hayati tehdit eden
komplikasyonlari nedeniyle acil tani ve tedavi gerektirir. Biz de bu makalede 3427 haftada, 2160
gr dogan, surfaktan tedavisi verilmesi sirasinda trakeal riiptiir gelisen ve konservatif tedaviyle
iyilesen bir kiz yenidogan olgusunu sunmayi amagladik. Trakeal perforasyon gelisen
yenidoganlarda konservatif tedavide hasarli bolgenin ilerisine endotrakeal tiip yerlestiriimesi,
oral beslenmenin kesilmesi ve antibiyotik profilaksisi yer alir. Stabil vital bulgulari olan
hastalarda konservatif tedavi g6z dntinde bulundurulmalidir.

Anahtar Sozcukler: Yenidogan, trakeal hasarlanma, pnémomediastinum, subkutan amfizem.

intubation for surfactant
administration and treated with
conservative management.

Tracheal injury in neonates and
infants 1s a well-known but rare
iatrogenic complication following
tracheal intubation which is a
commonly performed procedure in  Cgse
the neonatal intensive care units’.

Although pneumomediasﬂnum, A-2160 g—female newborn Wlth 342/7
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bilateral pneumothorax,
subcutaneous emphysema and
occasionally  pneumoperitoneum
may occur as a result of tracheal
injury, true incidence of tracheal
injury following intubation is not
known (1, 2). There is lack of
information regarding the
management of this injury.
Conservative ~ management  is
prefered  instead of  surgical
procedure (2, 3). Here we present a
case of a newborn who sustained
tracheal rupture following

weeks gestation was born to a 34-
year-old mother by cesarean
section after an uneventful twin
pregnancy. She did not require any
resuscitation at delivery room, but
progressive  respiratory  distress
with tachypnea, grunting and
subcostal retractions developed in
the neonatal intensive care unit.
Physical ~ examination  except

respiratory ~ symptoms was
recorded as normal. Dyspnea and
desaturation with oxygen

saturation <85% required nasal
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continuous positive alrway
pressure (nCPAP). Chest x-ray
demonstrated bilateral
reticulonodular ~ densities  and
arterial blood gas revealed mild
respiratory and decompensated
metabolic  acidosis.  Over the
ensuing day, she was suspected to
have neonatal pneumonia and
received ampicillin and
gentamycin. Increased work of
breathing under nCPAP and
possibility of secondary surfactant
insufficiency led us to perform
surfactant therapy by intubation-
surfactant-extubation ~ (INSURE)
technique. Patient did not respond
to surfactant and chest X-ray after
18 hours demonstrated
pneumomediastinum and
parenchymal infiltration (Figure
1). On the physical examination,
diffuse swelling with crepitus
involving right chest, neck and
dorsum was observed (Figure 2).
Repeated chest X-ray showed
significant
emphysema and
pneumomediastinum  (Figure 3).
Subcutaneous emphysema  was
successfully drained with a needle.
The pneumomediastinum and
emphysema  were  stabilized
following successful endotracheal
intubation. A few hours after
initiation of the intubation,
patient's  respiratory  distress
symptoms disappeared completely.
The patient was kept intubated for
three days to heal airway injury
before she was successfully
extubated. Chest X-ray was normal
on postnatal 5" day and no further
investigation was needed. She was
discharged as completely healthy
after ten days.

subcutaneous

Discussion

Tracheal and subglottic injuries from

trauma by endotracheal intubation
are rare in neonates (2). Among
360 patients who were intubated in
our neonatal intensive care unit

(NICU) in the last three years,
only  this  case  developed
emphysema and
pneumomediastinum  due  to
tracheal injury. Schuman et al (4)
have reported iatrogenic perinatal
pharyngoesophageal injury in only
six cases of 5910 patients who were
discharged from NICU between
20042008  with an  overall
incidence of 0.01 % (4).

subcutaneous

Acute tracheal rupture following

intubation may occur as a
consequence of direct mechanical
trauma or ischemic pressure
necrosis. The spectrum of potential
lesions includes mucosal laceration,
cartilaginous fracture and
disruption of the cartilaginous
framework (2). The area of tracheal
injury in neomates occurs more
commonly in the anterior wall in
the subglottis or trachea at the
cricothyroid junction (2, 5). The
narrowest part of the trachea is the
level of cricoid cartilage in
neonates, so that the endotracheal
tube fit tightly in the cricoid
cartilage and may cause mucosal
injury and tracheal rupture in this
area.  Multiple  procedure-and
patient-related factors have been
cited as potential risk factors of
tracheal injury (2, 6).

The most important signs of airway

rupture  include  respiratory
distress, subcutaneous emphysema,
and  pneumomediastinum (7).
Because of high mortality rate,
urgent recognition and
management are needed (1, 2). In
our patient pneumomediastinum
occurred 18 hours after intubation.
A small amount of air, arising
from a tear in tracheal muchosa,
might be the cause of this clinical
situation. Plain X-ray of the chest
is the most important to obtain.
Although computed tomography
may further delineate the area of
the injury, it is necessary only in
some cases with

pneumomediastinum who are not
visible by conventional chest X-
rays (2, 8). Chest x-rays and the

clinical  history  were  well
diagnostic for
pneumomediastinum and
subcutaneous emphysemia,

therefore no further investigation
like bronchoscopy was needed in
our patient.

Therapy is centered around stabilizing

the airway and preventing and
managing complications.
Historically, surgical exploration
and immediate repair  was
recommended, however, expectant
management has been advocated as
an option for stable patients (9). If
patients have stable vital signs,
absence of respiratory distress,
stable pneumomediastinum or
subcutaneous emphysema, absence
of sepsis and tracheal laceration less
than 1 cm,  conservative
management of tracheal rupture is
recommended  (2).  Successful
management  of
tracheal perforation in infants
involves the placement of uncuffed
tubes distal to injury, holding of
oral feeds and broad-spectrum
antibiotics prophylaxis (2, 4, 7). In

conservative

our patient, the
pneumomediastinum and
emphysema  were  stabilized

following successful endotracheal
intubation and a few hours after
respiratory  distress  symptoms
disappeared completely.

In conclusion, tracheal intubation is a

commonly performed procedure in
the NICU but tracheal or
subglottic injuries are very rare.
Urgent recognition and
management are needed for
tracheal injury because of life-
threatening complications.
Conservative management should
be considered, especially in a
patient who has stable vital signs.

Conservative Treatment of Neonatal Pneumomediastinum With Subcutaneous Emphysema Due To Airway Injury
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Figure 1:
parenchymal infiltration on chest x-ray after

and

Pneumomediastinum

18 hours of INSURE treatment.

Figure 2: Diffuse cutaneous swelling
involving neck, right chest and axillary
regions

Figure 3: Significant subcutaneous
emphysema in addition to
pneumomediastinum
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Ektopik Aksiller Meme Dokusunun Laktasyonel Dénemde MRG ile Degerlendirilmesi
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Supernumerary nipples or breasts are found in 1-5% of the population. A 31-year-old woman
presented with an axillary lump which had tenderness during postpartum period. On routine
MRI sequences signal intensities similar to normal breast parenchyma but discontinuous with
it were demonstrated. It is important to differentiate benign from malignant axillary masses to
avoid unnecessary intervention. MRI has been reported to be a valuable tool for the diagnosis
of accessory breast tissue especially in the peripubertal-pubertal girls and young patients.

Key Words: MRY, ectopic breast tissue, lactational period

Populasyonun %1-5'inde aksesuar meme dokusuna rastlanmaktadir. Otuzbir yasinda bir kadin
hasta postpartum dénemde agrili aksiller kitle ile basvurdu. Rutin MRG sekanslarinda aksillada
normal meme parankim dokusu ile benzer 6zellik gosteren ancak ayr olarak izlenen sinyal
degisiklikleri belirlendi. Aksiller kitlelerde benign durumlarin malign lezyonlardan ayrilmasi
gereksiz girisimlerden kacinilmasi agisindan 6nem tasimaktadir. MRG o6zellikle peripubertal-
pubertal kiz cocuklarinda ve geng hastalarda aksesuar meme dokusu tanisinda degerli bir

modalite olarak bildirilmektedir.

Anahtar Sozcukler: MRG, ektopik meme dokusu, laktasyon dénemi.

In

1-5% of women and men
supernumerary nipples (polithelia)
and less frequently supernumerary
breasts  (polymastia, accessory
breast) are found. Accessory breast
tissue is most commonly found in
axilla (1). It may be asymptomatic
or present with pain and cosmetic
problems.  Symptoms  often
increase in puberty, pregnancy and
lactation in response to hormonal
stimulation

Case Report

A 31-year-old woman presented with a

lump in the left axilla originally
noticed 15 years ago. During her
pregnancy tenderness occurred in
this mass. There was no sign of
nipple on the skin. Her mother
had died of breast cancer nine years
ago. After delivering her baby, she
noticed swelling from this lump.
With the presumptive diagnosis of
lymhadenopathy she underwent

ultrasound  examination. An
echogenic area with the same
appearance of normal breast tissue
was demonstrated and accessory
breast tissue was diagnosed. Since
the patient had a family history of

breast cancer, MRI at 15 T
(Philips, Achieva, The
Netherlands), without any
intravenous  contrast — medium

injection, was performed. MRI
showed a poorly demarcated
subcutaneous mass in the left axilla
discontinuous with the breast. On
T1 and T2-weighted images signal
intensities similar to normal breast
parenchyma were demonstrated
but the mass was separate from the
normal breast tissue (Figure 1-3).
The dilated ductal structures were
obvious on T2-weighted images.
MRI appearance of the mass was
diagnostic for accessory breast and
a pathological condition was not
observed.
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Discussion

During embryogenesis the galactic
band extends from the axillae to
the groins. Breast tissue continues
to form only in the pectoral
region. Failure of regression of the
remainder of this galactic band
gives rise to ectopic breast tissue.
Although they can be located
anywhere along the embryonic
milk line extending from the axilla
to the inguinal line, 60-70% of the
accessory breast tissue occur in

Figure 1. Axial T2-weighted image axilla (2) Since an overlying
demonstrates a left axillary mass (arrow) 1 ool .
isointense to normal breast parenchyma. accessory areola or nmipple 18

Dilated ductal structures are seen inside the usually missing clinical diagnosis of
mass the malignant conditions are often

delayed.

Accessory breast tissue should be
differentiated from ‘axillary tail of
Spence’ which is defined as the
extension of the breast tissue to the
axilla.

Ectopic breast tissue is subject to the
same physiological and
pathological changes as in the
eutopic breast tissue, including
lactational changes, benign and
malignant conditions. The most

Figure 2. Coronal T2-weighted HASTE
image shows an axillary mass (arrow) common  pathology  of the

isointense to breast parenchyma and the accessory breast is cancer followed
dilated ductal structures inside.

by mastopathy and fibroadenoma
(3). Cancer of the accessory breast
tissue has been reported to be 0.3-
0.6% of all Dbreast -cancers,
occurring in axilla in 70-80% of the
cases. The criteria of diagnosis are
the discontinuity with the normal
breast tissue, existence of normal
breast tissue around the carcinoma,
absence of metastatic carcinoma
and absence of sudoriparous
carcinoma (4).

b 4 TR When a female patient is diagnosed

Figure 3. Coronal T1-weighted image shows with a mass in axilla, first of all

a mass in the left axilla (arrow) which is metastatic lymphadenopathy from
isointense to normal breast parenchyma breast cancer should be excluded
Lymph node involvement of

lymphoma, and granulomatous

In

diseases (tuberculosis and
sarcoidosis) should be ruled out.
For the axillary masses lipoma,
sabecceous  cyst, hidraadenitis,
vascular malformations such as
cavernous hemangioma and venous
malformation, lymphangioma are
also in the differential diagnosis (5).

the differential diagnosis of the
masses in the localization of the
embryogenic  galactic  band,
especially in the axilla, ectopic
breast tissue and its pathologies
must be considered. If the patient
is in the lactational period
galactocele should also be kept in
mind (6). Other conditions such as
renal anomalies, urogenital defects,
vertebral ~ anomalies,  pyloric
stenosis, congenital cytogenetic
syndrome, urologic malignancies
have  been  associated  with
accessory breasts (7, 8).

Conclusion

It is crucial to differentiate benign

from malignant axillary masses to
avoid unnecessary intervention.
MRI has been reported to be a
valuable tool for the diagnosis of
accessory breast tissue in the
peripubertal-pubertal girls (9). In
this age group and in any patient
with dense breast parachyme
mammography  has a  low
sensitivity in addition to its
radiation load. MRI is a useful
diagnostic method, which does not
require ionizing radiation, to
evaluate accessory breast tissue
especially in  young patients,
particularly if they are lactating or
have a family history of breast
cancer.
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Konfliian ve retiktile papillomatoz ilk olarak Gaugerot ve Carteaud tarafindan tanimlanmistir. Bu
nadir gériilen hastalik, merkezde birlesme egilimi gosteren, cevreye dogru retikiiler paternde
yayilabilen, hiperkeratotik veya verriikbz papil ve plaklarla karakterlidir. Lezyonlar genellikle
meme alti veya epigastrik bolgeden baslayarak, sirta, goglise, karin (st ve alt bélgelerine yayilir.
Hastaligin tedavisinde su ana kadar cesitli antifungal ilaglar, antibiyotikler, retinoidler,
keratolitikler ve kalsipotriol kullanilmistir. Burada aiztromisin ile basariyla tedavi edilen bir
konfliian ve retikiile papillomatoz olgusu sunulmaktadir.

Anahtar Sozcukler: Azitromisin, Konflian ve Retikdile Papillomatoz, Antibiyotikler

Confluent and reticulated papillomatosis was originally described by Gaugerot and Carteaud. This
rare disorder is characterised by hyperkeratotic or verrucous papules that can increase in size and
coalesce to form a reticular pattern peripherally and confluent plaques centrally. Lesions often
manifests initially on inframammary or epigastric skin and then extends to the back, chest, upper
and lower abdomen. Up to now, various antifungal agents, antibiotics, retinoids, keratolytics and
calcipotriol have been used as treatment. A case of confluent and reticulated papillomatosis
successfully treated with azithromycin is presented here.

Key Words: Azithromycin, Confluent and Reticulated Papillomatosis, Antibiotics

Konfliian ve retikiiler papillomatoz ilk interskapular bolgede, dort aydir
olarak  1927°de  Gaugerot ve devam  eden,  asemptomatik,
Carteaud tarafindan tanimlanmigtir hiperkeratotik, kahverengi
(1). Bu nadir gorilen hastalik, lezyonlarla bagvurdu (Sekil 1A, 1B)
merkezde birlesme egilimi . Lezyonlar: birlesme egiliminde ve
gosteren, cevreye dogru retikiiler retikiiler tarzda _ dagihm
paternde yayilan, hiperkeratotik gostermekteydi. Oykiisiinden
veya verrikoz papiil ve plaklarla keratolitik  ajanlar ile  tedavi
karakterlidir ~ (1-3).  Lezyonlar verildigi ancak fayda gormedigi
genellikle meme alu  veya ogrenildi.  Rutin  laboratuvar
epigastrik  bolgeden  baslayarak, tetkikleri normal  diizeydeydi.
sirta, gogiise, karin st ve alt Potasyum hidroksit ile mantar
bolgelerine  yayiir. Tim  yas incelemesi  ve  Wood  1s181
gruplarinda goriilebilmekle incelemesi  negatifti. Lezyonlu
birlikte, genellikle puberte yerinden yapilan deri biyopsisinin
sonrasinda  ortaya ¢kar (). dermatopatolojik  incelemesinde
Hastaligin tedavisinde su ana kadar akantoz, hiperkeratoz ve
cesitli antifungal ilaglar, papillomatoz ~ saptandi.  Klinik
antibiyotikler, retinoidler, bulgular ve  dermatopatolojik
keratolitikler ~ ve  kalsipotriol incelemesi  korele  edildiginde
kullanilmigtir (1-4). Burada hastaya konfliian ve retikiiler
azitromisin ile basariyla tedavi papillomatoz  tanist  konuldu.
edilen bir konfliian ve retikiler Hastaya bir ay siireyle, haftada ¢
papillomatoz olgusu giin, 500 mg/glin azitromisin
sunulmaktadir. tedavisi baglandi. Bir ay sonra

hastanin lezyonlarinin  hafif bir

Olgu Sunumu pigmentasyon birakarak geriledigi

gozlendi (Sekil 2A, 2B). Alu ay
sonraki kontrollerinde lezyonlarda
tekrarlama gézlenmedi

On bes yasinda, kadin hasta, boyun,
meme  arasi,  epigastrik  ve
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Sekil 1. A. Boyun ve interskapular bolgedeki lezyonlarin tedavi ©ncesi gorinimd.
B. Epigastrik bolgedeki lezyonlarin tedavi 6ncesi gérinimu.

F‘

Sekil 2. A. Boyun ve interskapular bélgedeki lezyonlarin azitromisin tedavisinden
U¢ hafta sonraki gérinimu. B: Epigastrik bdlgedeki lezyonlarin azitromisin

tedavisinden Ug hafta sonraki gérinimi.

Tartisma

Konlfliian ve retikiiler papillomatozun

etyolojisi ve patogenezi hentiz tam
olarak aydinlaulamamigtir. En ¢ok
iizerinde durulan teoriler,
keratinizasyon bozukluguna
genetik yatkinlik, Malessezia tiirleri

ve Dietzia'nin  deri lizerinde
kolonizasyonuna bagli anormal
konak yamit1 veya bakteriyel

enfeksiyonlara kargi bir reaksiyon
olarak ortaya ¢ikmasidir (1-3, 5, 6).
Endokrinopatiler, amiloidoz veya
ultraviole g1 ile de iligkili
olabilecegi one siiriilmektedir (1,
3).

Konfliian ve retikiiler papillomatoz

icin standart bir tedavi
bulunmamaktadir. Tedaviler gecici

olarak bagarili olmakta ancak
lezyonlar genellikle tekrar
olusmaktadir ~ (3). Izotretinoin,
etretinat, topikal tretinoin ve
tazaroten gibi retinoidler,
epidermal  keratinizas yon ve
inflamasyon iizerine etkileri ve
immiinmodiilatuar ozellikleri
nedeniyle tedavide

kullanilmglardir (1, 3, 7-10).
Kalsipotriol, takalsitol,
keratolitikler ve selenyum siilfid,
ketokonazol gibi gesitli antifungal
ajanlarla  tedavi edilen olgular
bildirilmigtir (1, 11). Hastaligin
olusumunda  bakterilerin  rol
oynadigr fikrinden yola g¢ikarak,
minosiklin, tetrasiklin, eritromisin,
amoksisilin, fusidik asit,
klaritromisin,  sefdinir, topikal
mupirosin,  roksitromisin  ve
azitromisin degisen tedavi
yanutlariyla kullanilmistir (1, 2, 4,
12, 13). Antibiyotiklerin,
epidermal keratinizasyona neden
olan bakterilere karsi,
antimikrobiyal etkinin yanisira,
anti-inflamatuvar 6zellikleriyle ve
epitelyal hiicrelerin
proliferasyonunu engelleyerek etki
gosterdigi dusiniilmektedir (2, 12).

Azitromisin, yan etkisi az, kolay

tolere edilebilen ve genis bir
bakteri grubu iizerine etkili
makrolid grubu bir antibiyotiktir
(1, 8). Konfliian ve retikiiler
papillomatozun tedavisinde etki
mekanizmast tam olarak

anlasgtlamamigtir.  Makrolidlerin
antimikrobiyal aktivitelerinin
yanisira  antiinflamatvar  etkisi,

timdr anjiogenezinin inhibisyonu,
vaskiiler endotelul biyiime faktori
olusumunun engellenmesi, malign
tiimor hiicrelerinin  gogalmasinin
in vitro olarak engellenmesi ve
keratinosit  imminmodiilasyonu
etkist vardir (12). Konflian ve
retikiiler papillomatoz
tedavisindeki etkisinin temelinde
antiinflamatuvar ve
imminmodiilatuvar  etkilerinin
roli. oldugu disiintilmektedir (6,
8). Azitromisinin degisik dozlarda
ve surelerde kullanimi
bulunmaktadir.  Konflian  ve
retikiller ~ papillomatozlu ~ bir
olguda, yedi giin siireyle, 500
mg/glin azitromisin kullanildiktan
dort hafta sonra belirgin diizelme
izlenmigtir. Hastanun takiplerinde,
bes ay sonra az sayida lezyonun,
hafif siddette  tekrarladigs
gozlenmistir (8). Ug hafta siireyle,
haftada ¢ glin, 500 mg/glin
kullanilan olgularda, dort hafta
sonra lezyonlarda gerileme oldugu
bildirilmistir (2, 3, 5, 6). Bizim
olgumuzda da azitromisin, haftada
¢ kez 500 mg/glin olarak, dort
hafta siireyle kullanild: ve g hafta
sonra lezyonlarin silindigi
gozlendi. Hastanin alt ay sonraki
kontroliinde lezyonlarinda
tekrarlama goriilmedi.

Azitromisin, konfliian ve retikiiler

papillomatoz tedavisinde iyi tolere
edilebilmesi  ve etkili  olmas:t
nedeniyle iyi bir tedavi secenegi
olarak goriinmektedir. Hastaligin
tedavisinde alinan bu iyi yanit
konusunda daha ileri aragtirmalara
ihtiyag vardir.
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Dort Farkh  Supraklavikiler Blok Tekniginde Plexus Brachialis
Derinligi ile  Demografik  Veriler  Arasindaki lliskinin
Degerlendirilmesi

The Relation Between the Demographic Data and Plexus Brachialis Depth in Four Different Supraclavicular
Block Techniques

Senem Tiifekcioglu 2, Ayhan Cémert2, Halil ibrahim Acar2, Bilent Sam 3, Alaittin Elhan 2

7 Ankara Atatiirk EGitim ve Arastirma Hastanesi, Anestezi Klinigi

2Ankara Universitesi Tip Fakdiltesi, Anatomi Anabilim Dali Amag: Ayni kadavra tizerinde dort farkli supraklavikiiler blok teknigini uygulayarak gerceklestirdigimiz bu ¢alismada,

3lstanbul Adli Tip Kurumu plexus brachialis’e ulasmak icin gerekli olan igne derinligini ve bu parametre ile demografik veriler arasindaki iliskiyi
arastirmayi planladik.

Gereg ve Yontem: Bu arastirma, 10 adet kadavra lizerinde gerceklestirildi. Diseksiyon tamamlandiktan sonra cilt
tekrar eski konumuna getirilerek kadavranin basina ve kollarina tizerinde calisilan teknige uygun pozisyon verildi.
Kadavralarda 4 farkli supraklavikiiler blok teknigi (Vongvises Dalens, Plumb-Bob ve inter-SCM) uygulandi. Plexus
brachialis’e ulasmak icin gerekli olan igne derinligi 6lctildu ve demografik veriler kaydedildi.

Bulgular: igne derinliginin (Dalens tekniginde ise en az) inter-SCM tekniginde en fazla oldugu belirlendi. Plumb-Bob
teknigi ile demografik veriler arasinda korelasyon saptanmadi. Diger tekniklerin tiiminde, igne derinligi ile
kadavralarin boy uzunlugu arasinda korelasyon vardi. igne derinligi ile kadavralarin viicut agirliklari arasinda
korelasyon sadece inter-SCM tekniginde tespit edildi.

Sonug: igne derinliginin (Dalens tekniginde ise en az) inter-SCM teknigi'nde en fazla, oldugu belirlendi. Eriskinlerde
Dalens’in blok teknigi uygulanacag zaman, igne fazla ilerletildigi takdirde 1. interkostal araliktan girilerek
pnémotoraks gelisebilecegi goézlendi. Vongvises tekniginde cilde giris yerinin yaklasik 1 cm altindan girilerek,
ignenin masa duzlemine dik olacak sekilde antero-posterior yonde ilerletilmesiyle, plexus brachialis'in basarili bir
sekilde bloke edilebilecegi diistintldi.

Anahtar Sozcukler: Suprakiavikiiler blok, igne derinligi

Aim: In the present study which we performed four different supraclavicular block techniques on the same cadaver,
we aimed to inverstigate the required needle depth to reach plexus brachialis and its correlation with demographic
data.

Materials and Methods: The study was performed on ten cadavers. After the dissection was completed, the skin of
the cadavers was restored in its original position and then they were re-positioned according to the technique
evaluated. Four different supraclavicular block techniques (Vongvises, Dalens, Plumb-Bob and inter-SCM) were
applied. The needle depth required to reach plexus brachialis was measured and the demographic data were
recorded.

Results: The needle depth was minimum in the Dalens technique and maximum in the inter-SCM technique. There
was no correlation between the needle depth and demographic data in Plumb-bob technique. There was a
significant correlation between the needle depth and the height of the cadavers in all the other techniques. A
significant correlation between the needle depth and the weight of the cadaver was observed only in the inter-SCM
technique.

Conclusion: The needle depth was minimum in the Dalens technique and maximum in the inter-SCM technique. We
observed that when Dalen’s technique is used the needle may pass through the first intercostal space and lead to
pneumothorax if pushed deeper in adults. When compared to the other techniques, moving the insertion point
approximately 1 cm caudal and maintaining the anteroposterior needle direction in Vongvises technique would
result in a successful brachial plexus block.

Key Words: Supraclavicular block, needlle depth

Plexus  brachialis  blokaji, st ekstremite iskemisinde ve periferal
ekstremitede uygulanacak cerrahi mikrovaskiiler miidahalelerde
girigim ve ortopedik dolagimin arttirilmasinda)
manipiilasyonlarda, bazi uygulanabilmektedir (1).
hastaliklarin ~ tanisinda  ve  agn e .

Gelis tarihi : 09.02.2012 » Kabul tarihi: 15.01.2014 tedavisinde  (6rnegin; tip I Plexus braghmhs in distal
letisim kompleks rejyonal agr1 tr}mcgs/ proksimal . vdallar
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Yapilan

Son zamanlarda,

Literatiirde, bir

sirede  baglamassi  ve  tiim
ekstremitede tam blok saglamasi
gibi avantajlarina ragmen,
pnomotoraks gelisme riski
nedeniyle yaygin olarak
uygulanmamaktadir (2, 3).

aragtirmalar  sonucunda,
pnomotoraks  riskinin  blogun
teknik ag¢idan modifikasyonlar: ile
azalulabilecegi 6ne siiriilmiis ve bu
komplikasyonu azaltmak amaciyla
cesitli supraklavikiiler blok
teknikleri gelistirilmigtir.
Vongvises ve Dalens’in paraskalen
blok teknikleri, Plumb-Bob teknigi
ve daha sonraki yillarda geligtirilen
inter-SCM  blok teknigi bunlar
arasinda yer almaktadir (4).

bloklarin
ultrasonografi rehberliginde
uygulanmasiyla birlikte, hem blok
basar1 oranlarinda yiikselme, hem
de komplikasyonlarin insidansinda
azalma oldugu bilinmektedir; fakat
ultrasonografi  cthazi  uygulama
yapilan her ortamda
bulunamayabilecegi gibi, cihazin
kullanim: igin teknik bilgiye de
gereksinim vardir (4). Bu nedenle,
anatomik  isaret  noktalarinin
belirlenmesi ve periferik = sinir
stimulatorlerinin  kullanidmasi ile
gerceklestirilen  periferik  sinir
bloklar1 giiniimiizde de Onemini
korumaktadir.

Komplikasyona yol agmadan bagarili

bir blok uygulayabilmek icin
ignenin cilde giris noktasinin ve
ilerletilecegi yoniin dogru
belirlenmesi kadar plexus
brachialis’e ulagmak icin gerekli
olan igne derinliginin bilinmesi de
Snemlidir.

teknige  ait
komplikasyonlarin sikligin
azaltmak amaciyla igne giris yeri
ve/veya yontunde yapilabilecek
degisikliklerin, bilgisayarls
tomografi ve manyetik rezonans
goriintiileme gibi gesitli
goriintiileme yontemleri
kullanilarak arastirildigi anatomik

caligmalarin sayis1 ¢ok azdir (5, 6).
Arastirmacilarin - bir  kismi  da,
caligmalarinda plexus brachialis’e
ulagmak icin gerekli olan igne
derinligi hakkinda bilgi vermisler,
fakat sadece bir ¢alisgmada igne
derinligi  ile  hastalara it
demografik veriler arasinda iligki
olup olmadigina dair inceleme
yapilmustir (7).

Aymi kadavra iizerinde dort farkli

supraklavikiiler ~blok  teknigini
uygulayarak gerceklestirdigimiz bu
caliymada, komplikasyon gelisme
riskini  azaltabilmek  amaciyla,
plexus brachialis’e ulagmak i¢in
gerekli olan igne derinligini
aragtirmay1  planladik.  Ayrica
pnomotoraks gelisebilecek vakalart
da tanimlamay: ve daha givenli
olan teknigi belirlemeyi amagladik.

Gereg ve Yontem

galisma Istanbul Adli  Tip
Kurumu’ndan etik kurul onay1

a}lmdlktan sonra, Ankara
Universitesi Tip Fakdiltesi
Anatomi  Anabilim  Dal’’ndan

temin edilen %10’luk formalin ile
tespit edilmis bir adet (erkek) ve
Istanbul Adli Tip Kurumu’nda
dokuz adet taze erigkin kadavrasi
(8 erkek, 1 kadin) {izerinde
uygulandi. Kadavralarda
demografik verilere (boy, kilo,
processus mastoideus ile incisura
jugularis arasindaki  mesafe,
clavicula uzunlugu, boyun gevresi)
ait Slgiimler yapildi. Boyun gevresi
cartilago thyroidea’nin altindaki
seviyeden olgiildii. Tki kadavra
haricindeki tiim kadavralarda, hem
sag, hem de sol tarafta diseksiyon
gerceklestirildi. altinct kadavrada
sadece sol, 10. kadavrada ise sag
tarafta diseksiyon yapildi. Cile
insizyonu, musculus
sternocleidomastoideus’un

basglangic ve sonlanma noktalar
arasinda kasin lateral kenarindan
yapildi. Bu kasin lateral kenari
takip edilerek clavicula’nin st

sinirindan  proc. coracoideus’a ve
sulcus deltoidopectoralis’e ulagild.
Insizyon sonrasinda sirasiyla deri,
fascia cervicalis superficialis, fascia
cervicalis profunda ve platysma
diseke edildi. M.
sternocleidomastoideus’un sternum
ve clavicula’daki tutunma yerleri

ve musculus omohyoideus goriiniir
hale getirildi (Sekil 1 ve 2).

Diseksiyon tamamlandiktan sonra cilt

tekrar eski konumuna getirilerek
kadavranin bagina ve kollarina
tizerinde ¢aligilan teknige uygun
pozisyon verildi. Blok i¢in gerekli
olan isaret noktalar cilt {izerinde
belirlendi. Cilde giris noktast da
isaretlendikten sonra, 22 G igne,
teknikte  tamimlandigi  sekilde
yonlendirilerek plexus brachialis’e
ulagildi. Bu sekilde, kadavralarda
dort farkli supraklavikiler blok
teknigi (Vongvises, Dalens, Plumb-
Bob ve Inter-SCM blok) uygulandu.
Plexus brachialis’e ulagsmak icin
gerekli olan igne derinligi ol¢tilerek
kaydedildi. Plexus  brachialis’e
ulagmak icin gerekli olan igne
derinligi arastirilirken Vongvises,
Plumb-Bob ve Dalens’in
yontemlerinde clavicula’min palpe
edilebilen {iist kenari, inter-SCM’de
ise musculus
sternocleidomastoideus™un on
stnirt dikkate  alindi.  Bu
incelemeler, her bir kadavra
tizerinde iki tarafli olarak (ki
kadavrada tek tarafta)
gerceklegtirildi. Teknikler
uygulanirken  biitiin  kadavralar
baglari blok yapilacak tarafin
aksine hafifce doniik bir sekilde
supin pozisyonda yatirildi, kollar
govdelerinin yaninda uzatildi.

Vongvises’in paraskalen blok teknigi

(1979): Clavicula’nin = 1,52 cm
yukarisinda, m. scalenus
anterior’un  kenarinin  hemen
lateraline isaret konur. Igne ile
ciltten vertikal olarak
anteroposterior yonde (ameliyat
masasimin  diizlemine dik olacak
sekilde) giris yapilir (8).
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Dalens’in modifiye paraskalen blok

teknigi (1987): Palpasyonla
cartilago  cricoidea  hizasindan
musculus

sternocleidomastoideus’un

posterior kenarina dek ¢ekilen
sagittal bir ¢izgi ile ne ponksiyon
yeri belirlenir. Clavicula’nin orta
noktast ile Chassaignacs
tiiberkiilii’'nii birlegtiren bir ¢izgi
gekilir. Sinir stimiilatoriine bagh
igne ile, bu ¢izginin alt 1/3% ile st
2/3’iinii birlestiren noktadan cilde

90°’lik  aciyla girilir  ve st
ekstremitede  kas  segirmeleri
gozleninceye dek, igne

anteroposterior yonde ilerletilir.
Ik giriste  sinirler  lokalize
edilemedigi takdirde, igne geri
cekilerek hafifce laterale dogru
yonlendirilir (9).

Plumb-Bob teknigi (1993): Hasta bagt
blok yapilacak tarafin  aksine
hafifce dontik bir sekilde supin
pozisyonda  yatar.  Musculus
sternocleidomastoideus’un

Blexus brachialis ™
parssupraclavicularis

Sekil 1: Plexus brachialis, pars supraclavicularis
ve pars infraclavicularis'in aksilla'ya girmeden
onceki bélima (orjinal).

Sekil 2: Plexus brachialis, pars supraclavicularis
sol taraf (orjinal)

clavicula’da  sonlandigi  yerin
hemen laterali ve superiorunda
cilde bir isaret konur. Bu noktadan
kiint bir 22 G’lik igne (5-6 cm
uzunlugunda) ile girildikten sonra
parasagittal  diizlemde  ilerlenir
(igne ve enjektor ameliyat masasina
dik  pozisyondadir). Dirsek
hizasinda veya alunda parestezi
elde edilmedigi veya birinci costa
ile temas saglanamadig1 takdirde,
igne parestezi olusuncaya veya
yaklagk ~ 30%lik  bir  agya
ulagilincaya dek kiigiik agilarla
sefale dogru yonlendirilir. Eger
plexus brachialis’e ulagilamazsa,
ignenin yoni yine kiigiik acilarla
degistirilerek parestezi olusuncaya
veya 30%lik bir agrya ulagilincaya
dek, kaudale y6nlendirilir (10).

Inter-SCM blok teknigi (1997): Fossa

supraclavicularis minor tamimlanir,
sternal  centigin  iki  parmak
genigligi kadar (3 cm) {izerinde ve
m. sternocleidomastoideus’un
klavikiiler baginin i¢ kenarinda

Calismada  elde

Calismadaki

ponksiyon  yeri  belirlendikten
sonra, clavicula’nmin orta noktasi
isaretlenir. Daha sonra stimiile igne
musculus
sternocleidomastoideus’larin

klavikiiler =~ basginin  arkasindan
gececek ve ameliyat masasinin
diizlemi ile 40-50° lik ag1
olugturacak  sekilde  kaudale,

dorsale ve laterale clavicula’nin
orta noktasina dogru yonlendirilir

(11).

istatistiksel degerlendirme

edilen  bulgular
degerlendirilirken, istatistiksel
analizler icin SPSS  (Statistical
Package for Social Sciences) for
Windows 10,0 programi kullanild:.

verilerin
kargilagtirilmasinda Anova, Tukey
HSD ve Independent Samples Test
uygulandi. Sonuglar % 95 giiven
araliginda, anlamlilik p<0,01 ve
p <0,05 diizeyinde degerlendirildi.

Sekil 3: Plumb-bob tekniginde igne ucunun plexus brachialis tizerinde bulundugu yer

(orjinal).

Senem Tiifekgioglu, Ayhan Cémert, Halil Ibrahim Agar, Bilent Sam, Alaittin Elhan

85



Ankara Universitesi Tip Fakiiltesi Mecmuasi 2013, 66 (2)

Bulgular

Taze kadavralara ait demografik

verilerin degerlendirilmesi Tablo
1’de gosterilmigtir. Plexus
brachialis’i goriiniir hale getirmek
icin diseksiyonu tamamlanan ve
ardindan cilt tekrar eski konumuna
getirilip caligilan teknige uygun
pozisyon verildikten sonra dlgiilen
plexus brachialis’e ulagmak igin

Plexus brachialis’e ulasmak icin

gereken  igne  derinligi  ile
demografik veriler
kargilastirildiginda, Plumb-Bob
teknigi ile demografik verilerin
higbiri ~ arasinda  korelasyon
saptanmamigtir.

Dalens tekniginde igne derinligi ile

sadece kadavralarin boy uzunlugu
arasinda korelasyon belirlenirken

gerekli olan igne derinliginin inter-
SCM teknigi’nde en fazla, Dalens
tekniginde ise en az oldugu
belirlendi. ~ Pleksus  brachialis’e
ulasmak  icin  gereken  igne
derinlikleri de  Tablo  2°de

gosterilmigtir.

(p<0,05), Vongvises tekniginde ise
hem kadavralarin boy uzunlugu
(p<0,01) hem de clavicula
uzunluklar1  (p<0,05) arasinda
korelasyon saptanmugtir.

Inter-SCM tekniginde igne derinligi ile
kadavralarin  boy uzunlugu ve
clavicula uzunluklari ile daha
anlamli olmakla beraber viicut
agirliklari ile de korelasyon oldugu
saptanmigtir (sirastyla p<0,01 ve
p<0,05).

Plexus brachialis’e ulagmak i¢in gerekli
olan igne derinligini belirlemek
amaciyla  yapilan  6lgiimlerin
sonuglar1 degerlendirildiginde, sag
tarafta  inter-SCM  teknigi ile
Vongvises ve Dalens teknikleri
arasinda  anlamli  fark  oldugu
saptanmigtir (p <0,05). Sol tarafta
ise inter-SCM teknigi ile sadece
Dalens teknigi arasinda anlamli
fark oldugu goriilmiistiir (p <0,05).

Tartisma

Supraklavikiiler blok iizerinde yapilan
aragtirmalar sonucunda,
pnomotoraks  riskinin  blogun

Tablo 1. Dokuz kadavraya ait demografik veriler

Supraklavikiiler ~ blok

DEMOGRAFIK VERILER ORT. (MIN- MAKS)

Boy (cm) 170,22 (160,00- 182,00)

Vicut agirhgi (kg) 78,94 (55,00- 110,00)

Vucut kitle indeksi (kg/m?) 27,06 (20,20- 33,21

Yas (i) 46,67 (30,00- 70,00

Proc. Mastoideus- fossa jugularis (cm)

)
)
18,28 (16,00- 20,00)
)

Boyun gevresi (cm) 41,10 (36,00- 53,00

Clavikula uzunlugu (cm) 18,06 (15,50- 22,00)

Tablo 2. Pleksus brachialis’e ulasmak igin gereken igne derinligi.

SAG SOL

TEKNIK Ort. (min-maks.) uzaklik mm+SD  Ort. (min-maks) uzaklik mm £ SD

Vongvises 32,57 (20,80- 39,23) £ 5,83 33,12 (25,00-40,29) £ 5,61

Dalens 32,24 (25,40- 36,64) £ 4,63 28,77 (16,35- 33,45) £ 5,29

Plumb-Bob 40,30 (31,57-49,96) £ 6,91 37,58 (29,69- 48,09) £ 6,50

inter-SCM 41,76 (28,93- 52,08) £ 7,96 41,58 (29,35-56,98) +£ 11,35

teknik agidan modifikasyonlar: ile
azalulabilecegi ©ne stirtlmis ve
cesitli supraklavikiiler blok
teknikleri geligtirilmigtir (4).

Komplikasyona yol agmadan bagarili

bir blok uygulayabilmek igin
ignenin cilde giris noktasinin ve
ilerletilecegi yoniin dogru
belirlenmesi kadar plexus
brachialis’e ulagmak icin gerekli
olan igne derinliginin bilinmesi de
onemlidir.

tekniginin
orijinal ve klasik taniminda (12)
igne oblik bir eksende hastanin
boynunun uzun eksenine hemen
hemen paralel olarak ilerletilir. Bu
teknikte m. sternocleidomastro-
ideus’un  clavicula’ya  yapisma
yerinin 1,52 cm lateralinden ve
clavicula’nin 2 cm  zerinden
girildikten sonra igne dorsal-
medial-kaudal yonde ilerletilerek
plexus brachialis’e veya birinci
costa’ya  ulagilmaya  caligilir.
Kulenkampff  tarafindan 1928
yilinda tamimlanmis olan bu
teknikte pnomotoraks insidansinin
%0,5-6 arasinda degistigi
bildirilmigtir (13).

Daha sonraki yillarda, Winnie ve

Collins (14) tarafindan gelistirilen
subklavyen perivaskiiler teknikte
ise interskalen araligin inferiorunda
yer alan a. subclavia’nin iizerinden
igne ile girilerek dogrudan kaudal
yonde (dorsale veya mediale dogru
degil) ilerlenir. Boylece igne a.
sublavia’min arka yiiziine teget
olacak sekilde yonlendirilmis olur.
Aragtirmacilar, ignenin giris yeri
ticgen  geklindeki  interskalen
aralikta yiiksek bir diizeyde oldugu
icin, bu teknikte, klasik teknige
kiyasla, ignenin alandan ¢ikmadan
daha fazla hareket edebilmesinin
miimkiin oldugunu bildirmiglerdir
(14).

Cornish ve ark. (7) yapuklari bir

calismada, pnomotorakstan
kaginmak igin plexus brachialis’in
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derinligini  tahmin  etmenin
mimkiin ~ oldugu  hipotezine
dayanarak, preoperatif ol¢timlerle
(derinlik tahmini), plexus
brachialis ve plevranin gergek
derinligine  ait  intraoperatif
olgiimlerin kargilagtirilmasina

olanak saglayan bir klinik model
kullanmiglardir.  Bu  ¢aligmada
hastalara semirekiimbent poziyon
uygulanmig ve olgtimler
parasagittal diizlemde
gerceklestirilmigtir. Cilt iizerinde
arteria subclavia pulsasyonunun
alindig1 kismin en laterali ile ayni
diizlemde olacak sekilde clavicula
ve musculus trapezius arasindaki
mesafenin ortasi referans noktasi
olarak belirlenmistir. Bu noktanin

clavicula’nin =~ tst  kismindan
yiiksekliginin degerlendirilmesi ile
plexus'un  derinliginin  tahmin
edilebilecegi ileri  strilmistir.
Caligmada, hastalarin  agirlign ile
plexus derinligi arasinda
korelasyon oldugu tespit
edilmistir. Arastirmacilar,
subklavyen  perivaskiiler  blok

tekniginde de benzer bir isaret
noktasinin ~ (arteria  subclavia
pulsasyonu) kullanildigini, fakat o
teknigin bu ¢aligmada tanimlanan
parasagittal diizlemin daha
medialinde uygulandigini
bildirmiglerdir. Cornish ve ark. (7)
plexus brachialis’in  derinliginin
dolayli olarak odlgiilebilecegi ve bu
sekilde geleneksel supraklavikiiler
yaklagimlardaki pnomotoraks
riskinin azalulabilecegi sonucuna
varmiglardur.

Daha sonraki yillarda geligtirilen farkli

blok tekniklerinin incelendigi bu
calismada, diger aragtirmacilarin
kendi ¢aligmalarinda tanimladiklar:
sekilde  kadavralara  pozisyon
verildikten sonra gerekli ol¢timler
yapildi. Paraskalen blok (8),
“modifiye” paraskalen blok (9) ve
“Plumb-Bob” (8) teknikleri ile
gerceklestirilen  supraklavikiiler
bloklarin pnémotoraks insidansini
azalttit  One  siiriilmistiir.  Bu

Vongvises  ve

Vongvises ve

tekniklerde  ignelerin  yonleri
(anteroposterior) benzer olmakla
birlikte  ignelerin  cilde  girig
yerlerinde bazi ufak farkliiklar
vardir. Paraskalen blok teknigi (8)
ile kargilastirildiginda, Dalens’in
modifiye  pediatrik  paraskalen
tekniginde igne giris yeri daha
yukarida ve lateralde, Brown’un
Plumb-Bob tekniginde ise daha
asagida yer almaktadir (15). Pham-

Dang ve ark. (11) tarafindan
tanimlanan  inter-SCM  blok
teknigindeki  temel  farkliik,
ignenin ameliyat masasinin

diizlemi ile 40-50° ‘lik aq1
olusturacak sekilde clavicula’nin
orta noktasina dogru
yonlendirilmesidir.

Panjiayanond  (8).
tarafindan  geligtirilen paraskalen
blok tekniginde igne girig diizeyi
yaklagik Cc7 seviyesindedir.
Aragtirmacilar, interskalen teknige
kiyasla daha asag:1 bir seviyeden ve
anteroposterior yaklagimla blok
yapildig1 icin, hem iyi bir ulnar
anestezi saglandigini hem de spinal
veya epidural anestezi meydana
gelme riskinin onlendigini
belirtmiglerdir. Ayrica, m. scalenus
anterior’un birinci costa lizerinde
sonlanmasi nedeniyle, ignenin bu
kasin lateral’inden anteroposterior
yonde ilerletilmesinin
pnomotorakst onleyebilecegini 6ne
stirmiiglerdir (8).

Beokhaimook  (15),
paraskalen blok tekniginde ignenin
pozisyonu ile cupula pleura
arasindaki iligkiyi ortaya koymak
amaciyla, bilgisayarli tomografi
esliginde, 10 hasta ve 10 gonilli
tizerinde bir ¢aligma yapmuglardir.
Caligmanin sonucunda, igne veya
marker ile cupula pleura arasindaki
mesafenin ortalama 9 + 4 mm (5-
15 mm) oldugu belirlenmistir.
Aragtirmacilar, bazi olgularda bu
mesafenin sadece 5 mm oldugunu
tespit ettikleri halde, igne giris
yerinin daha yukariya

Bu

kaydirilmasini  6nermemislerdir.
Bu takdirde ignenin  plexus
brachialis’in truncus superior’unun
yukarisinda olabilecegini ve ilave
bir isaret noktast olarak clavicula
ile temasin saglanamayacagini one
sirmiglerdir(15).

caliymada, Vongvises teknigi
uygulandiginda, plexus brachialis’e
ulagsmak i¢in gerekli olan ortalama
igne derinliginin sagda 32 mm (20-
39 mm), solda 33 mm (25-40 mm)
oldugu belirlendi. Igne derinligi ile
kadavralarin hem boy uzunlugu
(p<0,05) hem de clavicula
uzunluklari  (p<0,01) arasinda
korelasyon vardi.

Yapugimiz incelemelerin sonucunda,

Dalens ve ark. (9),

Bu

Vongvises teknigindeki cilde girig
yerinin yaklagtk 1 c¢m alundan
girilerek, ignenin masa diizlemine
dik olacak sekilde antero-posterior
yonde ilerletilmesiyle,  plexus
brachialis’in bagarili bir sekilde
bloke edilebilecegi diisiiniildii.

klasik
supraklavikiiler teknik (12) ile
paraskalen blok tekniginde (8) igne
girig yerlerinin hemen hemen ayni
oldugunu, fakat ignelerin her iki
teknikte farkls sekilde
yonlendirildigini  bildirmiglerdir.
Ayrica  ¢ocuk  kadavralarinda
yapilan ¢alismalarda, paraskalen
teknigin (9) uygulanmas: halinde
vakalarin %50’den fazlasinda apex
pulmonis’in hasar gorebilecegini
ortaya koyarak yeni bir blok

teknigi gelistirmiglerdir.
Arastirmacilar, gelistirdikleri
teknikte  anteroposterior  bir

yaklagima siki sikiya bagl kalindigt
takdirde,  ignenin  interskalen
araliga girmeden Once sadece kas
kiitleleri ile kargilagacagini  (m.
sternocleidomastroideus, m.
scalenus anterior) belirtmiglerdir

9.

caliymada, Dalens  teknigi
uygulanan kadavralarin
bazilarinda, diger supraklavikiiler
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blok tekniklerinde oldugu gibi
plevranin  kupula  bolgesinden
olmasa da birinci interkostal

araliktan gecildigi takdirde
pndmotoraks geligebilecegi
belirlendi.

Kadavralarda igne wucunun birinci

interkostal araliga dogru ilerledigi,
igne ucu birinci interkostal araliga
girmeden Once plexus brachialis’e
rastladign  halde, herhangi bir
sebeple plexus gecilir ve ilerlemeye
devam  edilirse,  pnomotoraks
gelisiminin ~ kaginilmaz  oldugu
tespit edildi.

caligmada, plexus brachialis’e
ulasmak  icin  gereken  igne
derinliginin en az oldugu teknik
Dalens teknigi idi. Igne derinligi ile
sadece kadavralarin boy uzunlugu
(p<0,05 arasinda  korelasyon
vardi. Dalens tekniginde plexus
brachialis’e ulagmak igin gerekli
olan ortalama igne derinliginin
sagda 32 mm (25- 36 mm), solda 28
mm (16-33 mm) oldugu belirlendi.
Dalens’in  bu teknigi pediatrik
hastalarda  uyguladi§i,  bizim
aragtirmamizdaki kadavralarin ise
erigkin oldugu haurda tutulmalidir.

Brown ve ark (10) ise, birinci costa’nin

tizerinden gecerken plexus
brachialis’in ~ a.  subclavia’min
sefaloposterior’unda  yer almasi
nedeniyle, parestezi elde etmek igin
birinci costa ile temasin gerekli
olmadigini one sirerek, Plumb-
Bob adini  verdikleri  teknigi
gelistirmislerdir. Bu teknikte igne,
klasik  supraklavikiiler ~ blok
teknigindeki (12) tanim ile yaklagik
olarak dik bir ag olusturacak
sekilde yonlendirilmektedir (10).

Vade-Boncouer ve Weinberg (5), hem

klasik (12) hem de subklavian
perivaskiiler  teknikte,  igneye
hastanin viicudunun uzun eksenine
gore (ameliyat masasina paralel) ag1
verilmesi ve plexus’a en dar oldugu
boyutta ulagilmasi nedeniyle, bazi
girisimlerin oblik olmasinin veya
plexus’a  hi¢  ulagtlamamasinin

miimkiin oldugunu one
siirmiislerdir. Aksine, Plumb-Bob
tekniginde, plexus'un en genis
oldugu boyuta dogru ignenin
yonlendirilmesinin, plexus’a temas
olasihgini arttirdigini bildirmigler
ve bunun Plumb-Bob tekniginin en
dikkate deger ozelligi oldugunu
vurgulamiglardir (5).

Brown ve ark. (10), manyetik

rezonans (MR) incelemesi yapilan
goniillilerin  tiimiinde,  simiile
edilen  ignenin  Oncelikle  a.
subclavia veya plexus brachialis ile
temas etmeden, akcigere
ulasmayacagini  gostermislerdir.
Ayrica, astenik tip bireylerde,
parestezi olustugunda igne ucunun
genellikle hafifce kraniale dogru,
iri veya daha kasli bireylerde ise
kaudale dogru yonlendigini tespit
etmiglerdir.  Cilt  ile  plexus
brachialis  arasindaki  uzakligin
kadinlarda 1,8-3 cm, erkeklerde ise
3,00 45 cm arasinda oldugunu
belirlemiglerdir (10).

Klaastad ve ark. (6), Plumb-Bob

teknigini incelemek amaciyla 10
goniilliiye ait MR goriintiilerinin
analizini yaptiklar1 galismalarinda,
igne trasesinin plexus’a ulasugi
veya en yakin oldugu ortalama
anteroposterior derinligin 35 mm
(29-42 mm) oldugunu, iki olgu
digindaki biitin  gonillilerde bu
trasenin plexus’un medio-
kaudalinden gectigini ve igne
trasesi ile plexus (plexus’un traseye
en yakin olan kismi) arasinda
18°’lik bir deviasyon oldugunu
bildirmislerdir. Ignenin
trasesindeki deviasyonun derecesi
ve yoni ile demografik veriler
arasinda bir baglanti olmadigini da
belirlemiglerdir (6).

Klaastad ve ark. (6), her goniilli igin

optimal traseyi (cilde giris noktast
aynidir, daha sonra kranial veya
kaudal yone dogru agi verilerek
pleksus  brachialis’in  ortasina
ulagilir) ve bu trase ile 6nemli
anatomik  yapilar  arasindaki
mesafeleri de ayni caligmada

degerlendirmislerdir. Optimal
trasenin dahi Plumb-Bob trasesinin
ortalama 21° sefalinde yer aldigins;
yine ayni gekilde ignenin yoniintin
kag derece veya hangi yone dogru
(sefal veya kaudal) degistirilmesi
gerektigiyle demografik  veriler
arasinda bir baglanti olmadigini
tespit etmislerdir. Kendi bulgulart
ile Brown ve ark.’nin (10) sonuglar1
arasindaki celiskinin ise
aragtirmadaki gonillii sayisinin az
olmasina ve igne giris yerlerinin
tanimlanmasinda farkls
yontemlerin kullanilmasina bagh
olabilecegini dne siirmiglerdir (6).

Bu caligmada, Plumb-Bob tekniginde

plexus brachialis’e ulagmak i¢in
gereken  igne  derinligi  ile
demografik  verilerin  higbiri
arasinda  korelasyon saptanmadi.
Plexus brachialis’e ulagsmak icin
gerekli olan  ortalama  igne
derinliginin sagda 40 mm (31-49
mm), solda ise 37 mm (29-48 mm)
oldugu belirlendi. Erkek
kadavralara ait degerlerin
ortalamalarina iligkin bulgularimiz,
Brown ve ark.’nin (10) ¢aligmasiyla
uyumluydu. Bu calismada sadece
bir kadin kadavra bulundugundan,
kadin kadavralara iligkin yorum
yapilamadi.  Kadin  kadavrada
plexus’a ulagmak i¢in igne derinligi
sagda 49 mm, solda ise 48 mm idi.

Ayrica Klaastad ve ark (6). bu

caligmalarinda, altt olguda antero-
posterior ~¢izginin Onceden  a.
subclavia veya plexus brachialis’e
temas etmeksizin plevraya
ulastigin belirlemislerdir.
Aragturmacilar, baglangigta igneye
verilecek aginin 45° olmasini veya
ignenin cilde girig noktasinin daha
kranialde veya lateralde yer
almasini 6nermislerdir. Igne giris
noktasimn 2 cm  kraniale-
interskalen oluga dogru-
kaydirilarak anteroposterior yonde
ilerletilmesinin ise Vongvises ve
Panijjayanond ~ (8)  tarafindan
tanimlanan  paraskalen  teknige
uydugunu vurgulamiglardir (6).

Dért Farkh Supraklavikiler Blok Tekniginde Plexus Brachialis Derinligi ile Demografik Veriler Arasindaki iliskinin Degerlendirilmesi
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Aragtirmacilar, en uygun trasenin dahi

riskli yapilarin  timiintin  ¢ok
yakinindan gectigini (genellikle 6
mm’lik mesafe icinde)
belirlemislerdir. Bu nedenle, a., v.
subclavia ve plexus brachialis ile
temas edildiginde igne
ilerletilmedigi takdirde, olgularin
timiinde plevra ile temasin
onlenebilecegine dikkat
cekmiglerdir. Bu bulgulara
dayanarak Klaastad ve ark. (6),

ignenin baslangigta antero-
posterior yonden ziyade kraniale
dogru yo6nlendirilmesini

Snermiglerdir (15).

Vade-Boncouer ve Weinberg de (5),

Plumb-Bob teknigini uygularken
igneyi oncelikle 20-30° kraniale
dogru yonlendirmisler, daha sonra
plexus ile temas saglanincaya kadar
bu agiyr azaltmglar, gerektigi
takdirde kaudale dogru yon
vermeye devam etmiglerdir.

Biz de go6zlemlerimize dayanarak,

Klaastad ve ark. (6) ile Vade-
Boncouer ve Weinberg’e (5) benzer
sekilde, ignenin cilde giris yerinin
daha kranialde olmasiyla veya
baslangicta igneye 45° ag1 verilerek
cilde girildiginde, a.-v. subclavia
ponksiyonu ve pndmotoraks gibi
olasi komplikasyonlarin azalacag
diistincesindeyiz.

Pham-Dang ve ark. (11),

supraklavikiiler blok
tekniklerindeki dezavantajlart
elimine etmek amaciyla inter-SCM
blok teknigini tanimlamiglardir.
Anestetik ilaglarin dagilimi dikkate
alindiginda,  inter-SCM  blok
teknigi ile interskalen teknik veya
diger supraklavikiiler teknikler
arasinda bazi benzerlikler oldugu
gozlenmekle  birlikte,  plexus
brachialis’in izledigi yola anterior
ve tanjansiyel  yaklagm  bu
teknikteki temel farkliligy
olusturmaktadir (11).

Nguyen ve ark (16), obez hastalarda

bu teknigin uygulanmasinin gli¢ ve
ozellikle kisa boyunlu hastalarda

pnomotoraks riskinin daha yiiksek
oldugunu one siirmiislerdir (16).

Aragtirmacilar, bu yeni yaklagimdaki

esas problemin, genis boyunlu
hastalarda (yaka ol¢lisii 38 cm’in
tizerinde  olanlarda) 67 cm
derinlikte yer alan truncus’lara
ulagilmasindaki zorluk oldugunu
bildirmiglerdir. Yaka ol¢iisii 32-38
cm  olan  hastalarda  plexus
brachialis’e 5 cm’den daha kisa bir
mesafede ulagilirken, 38-48 cm
olanlarda yaklagik 6 veya 7 cm’de
ulagilmiguir (11).

calismada, plexus brachialis’e
ulasmak  i¢in  gereken  igne
derinliginin en fazla oldugu teknik
inter-SCM  teknigi  idi. Igne
derinligi ile kadavralarin boy
uzunlugu ve clavicula uzunluklar
arasinda daha anlamli (p<0,05)
olmakla beraber viicut agirliklari
arasinda da (p<0,05) korelasyon
vardi. Boyun c¢evresi ile igne
derinligi arasinda anlaml bir iligki
saptanmadi. Kadavralarda,
cartilago thyroidea’nin altndaki
seviyeden  boyun  cevresinin
olgimii  yapilds. Inter-SCM
tekniginde  plexus  brachialis’e
ulagsmak i¢in gerekli olan ortalama
igne derinliginin sagda 41 mm (28-
52 mm), solda 41 mm (29-56 mm)

oldugu  belirlendi.  Inter-SCM
tekniginin uygulandig
kadavralarin higbirinde

pnomotoraks riski gézlenmedi.

Sonu¢ olarak bu caligmada, plexus

brachialis’e ulagmak igin gerekli
olan igne derinliginin her iki
tarafta da en fazla oldugu teknik
inter-SCM, en az oldugu teknik ise
Dalens teknigi idi.

Dalens tekniginde (9) igne derinligi ile

sadece olgularin boy uzunlugu

(p<0,05) arasinda  korelasyon
vardi. Ayrica, bu teknikte g
kadavrada ignenin birinci

interkostal araliga dogru ilerledigi
gozlendi. Diger supraklavikiiler
blok tekniklerinde oldugu gibi

plevranin  kupula  bdlgesinden

Vongvises

Arastirmada

olmasa da, birinci interkostal
araliktan  gecildigi  ve igneyle
ilerlemeye devam edildigi takdirde
pnomotoraks geligebilecegi
belirlendi. Erigkinlerde Dalens’in
blok teknigi uygulanacagi zaman,
plexus brachialis’e ulagmak i¢in
gerekli ortalama igne derinliginin
sagda 32 mm, solda 28 mm oldugu
ve igne fazla ilerletildigi takdirde

birinci  interkostal  araliktan
girilerek pndmotoraks
gelisebilecegi kesinlikle
unutulmamalidir.

Plumb-Bob ile Vongvises ve ark.’nin

tekniklerinde de pnomotoraks
gelisebilecegi gozlendi.

Plumb-Bob tekniginde igne derinligi

ile demografik verilerin higbiri
arasinda  korelasyon saptanmadi.
Bu teknik uygulandiginda ise, diger
aragtirmacilarin  onerdikleri gibi,
ignenin cilde giris yerinin daha
kranialde olmastyla veya
baslangicta igneye 45° ag1 verilerek
cilde girilmesiyle, a.-v. subclavia
ponksiyonu ve pndémotoraks gibi
olast komplikasyonlarin
azalabilecegi kanisina varildi.

tekniginde ise  hem
olgularin boy uzunlugu (p<0,01)
hem de clavicula wuzunluklar
(p<0,05 arasinda  korelasyon
saptandi. Bu teknikteki cilde giris
yerinin yaklagtk 1 cm altindan
girilerek, ignenin masa diizlemine
dik olacak sekilde antero-posterior
yonde ilerletilmesiyle,  plexus
brachialis’in basarili bir sekilde
bloke edilebilecegi diistiniildii.

incelenen  teknikler
arasinda sadece inter-SCM
tekniginde pnomotoraks gelisme
riski gozlenmedi. Bu teknikte, igne
derinligt ile kadavralarin  boy
uzunlugu ve clavicula uzunluklar
ile daha anlamli olmakla beraber
viicut agirliklart ile de korelasyon
oldugu saptandi (sirastyla p<0,01
ve p <0,05).

Senem Tiifekgioglu, Ayhan Cémert, Halil Ibrahim Agar, Bilent Sam, Alaittin Elhan
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Intracystic Hemorrhage in a Child

Cocukta Araknoid Kist Zemininde Gelisen Spontan Subdural Hematom ve Intrakistik Hemoraji
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Chronic subdural hematoma (SDH)

Araknoid kistler, embriyolojik donemde, araknoid membranda gelisimsel anomaliler
sonucunda ortaya ¢ikan timéral olmayan sivi birikimleridir. Bu calismada, cerrahi olarak tedavi
edilen araknoid kist zemininde spontan gelisen intrakistik hemoraji ve subdural hematom
olgusu sunuldu. Hasta basagdrisi, vertigo, kusma ve somnolans sikayetleriyle basvurdu. Travma
Oykusu yoktu. Komplterize tomografide ayni tarafta intrakistik hemoraji ve subdural
hematom tespit edildi. Hasta opere edildi ve sikayetleri operasyon sonrasi diizeldi. Bu olgu
literattirde bildirilen yirmi ikinci, travma 6ykiisii olmaksizin, araknoid kist zemininde gelisen
intrakistik hemoraji ve subdural hematom olgusudur.

Anahtar Sozcukler : Araknoid kist, spontan intrakistik hemoraji, subdural hematom

Arachnoid cysts are non-tumorus fluid collections due to abnormality in the embryonic
development of the arachnoid membrane. In this study, a surgically treated arachnoid cyst
that presented with intracystic hemorrhage and subdural hematoma developed
spontaneously is presented. The patient was admitted to the clinic with headache, vertigo,
vomiting and somnolence. There was no history of trauma. Computerized tomography
revealed intracystic hemorrhage and subdural hematoma on the same side. The patient
underwent surgical intervention and improved post-operatively. This is the twenty-second
case of spontaneous intracystic hemorrhage and subdural hematoma which developed on the
basis of arachnoid cyst in the literature.

Key Words: Arachnoid cyst, spontaneous intracystic hemorrhage, subdural hematoma

possible risk (7). Nevertheless,
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has generally been assumed to
occur several weeks following a
head injury particularly in elderly
(1). Arachnoid cysts are non-
tumorous fluid collections which
develop as a result of abnormal
embryonic  brain  development
during the early weeks. The most
common location of the arachnoid
cyst is the temporal fossa.
Approximately, 1% of non-
traumatic intracranial mass lesions
are arachnoid cysts. Usually, these
cysts are asymptomatic.
Enlargement or hemorrhage of the
cyst may cause symptoms (2-6).
The potentially serious effects of
such hematomas suggest that
participants in professional sports
with a high incidence of head
injuries should be alerted to this

arachnoid cysts with chronic SDH
in the absence of head trauma are
rare; only 37 such cases have been
reported in the literature. In
twenty-one of the reported cases,
as in ours, there was an ipsilateral
subdural hematoma associated
with the arachnoid cyst. We report
a case of an arachnoid cyst in
which subdural hematoma and
intracystic hemorrhage developed
spontaneously.

CASE REPORT

A previously asymptomatic 6-year-old

boy was examined in the
emergency service with complaints
of headache, vertigo, vomiting, and
somnolence for six days. His
neurological examination did not
reveal any  abnormality. A
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computed tomography (CT) scan
revealed a hypodense mass in the
left fronto-temporoparietal region
(Figure 1). Magnetic resonance
imaging  (MRI)  examination
presented a chronic left cerebral
subdural hematoma along with an
intracystic hematoma in the left
middle cranial fossa in addition to
a midline shift to the right side
(Figure 2).

Examination for coagulopathy was

negativee. A left  fronto-
temporoparietal craniotomy was
performed, and the chronic SDH
was perceived to be separated from
the  hematoma  within  the
arachnoid cyst by the membrane
of the arachnoid cyst and the
capsule of the chronic SDH.
Intracystic  blood clots  were
removed and the membrane was
widely fenestrated. The patient
tolerated the procedure well and
recovered completely. A
postoperative CT scan confirmed
the absence of the subdural
intracystic

hematoma and
hematoma (Figure 3)

Figure 1: CT scan shows SDH in left

frontotemporoparietal region.

DISCUSSION

The natural history of arachnoid cysts

is stll not well defined (8,9).
Arachnoid cysts arise  from
embryonic developmental
anomalies involving duplication or
splitting  of  the  arachnoid
membrane.  Arachnoid  cysts
represent 1% of all non-traumatic
intracranial masses (10, 11). The
most common site for this etiology
is at the sylvian fissure (49%)
followed by the cerebellopontine
angle (11%), supracollicular (10%),
vermian (9%), sellar, suprasellar
(9%),  interhemispheric ~ (5%),
cerebral convexity (4%), and clival
(3%) regions (12-14). The first case
of an arachnoid cyst with
intracystic bleeding was described
by Davidoff and Dyke in 1938.
Tearing of the outer wall of the
arachnoid cyst is associated with
subdural or intracystic hemorrhage
inflicted by a rupture of bridging
veins, unsupported blood vessels
around the cyst wall, and
leptomeningeal vessels located at
the base of the cyst (15-17). The

Figure 2: MRI shows left chronic
subdural hematoma and intracystic
hematoma including left middle cr.

Rarely,

arachnoid cyst may enlarge
overtime as a result of secretion of
fluid from the cyst walls (18-20).
The ensuing increased pressure
may rupture and may manifest as a
hematoma if there is also an
accompanying vascular disruption.
The  most  successful  and
comprehensive treatment for a
patient with an arachnoid cyst and
intracystic and/or SDH is surgery.
Membranectomy and cyst
communication to the basal
cisterns must be executed.

CONCLUSION

spontaneous  rupture  of
arachnoid cysts can result in intra
cystic hemorrhage, SDH or
subdural hygroma. Surgery is a
helpful and successful treatment
for the symptomatic patients with
an arachnoid cyst combined with
intracystic and subdural
hemorrhage.

Figure 3: Postoperative CT scan
showed the absence of the subdural
hematoma and intracystic hematoma.
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