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Aims and Scope

Turkish Journal of Colorectal Disease is an official journal of the Turkish Society
of Colon and Rectal Surgery to provide epidemiologic, pathologic, diagnostic and
therapeutic studies relevant to the management of small intestine, colon, rectum,
anus and pelvic floor diseases. It was launched in 1991. Although there were
temporary interruptions in the publication of the journal due to various challenges,
the Turkish Journal of Colorectal Disease has been published continually from
2007 to the present. It is published quarterly (March, June, September and
December) as hardcopy and an electronic journal at http:/www.turkishjcrd.com/

The target audience of Turkish Journal of Colorectal Disease includes surgeons,
pathologists, oncologists, gastroenterologists and health professionals caring for
patients with a disease of the colon and rectum.

The Turkish name of the journal was formerly Kolon ve Rektum Hastaliklar:
Dergisi and the English name of the journal was formerly Journal of Diseases of
the Colon and Rectum.

Turkish Journal of Colorectal Disease is indexed in Turkish Citation Index
and TurkMedline.

The aim of Turkish Journal of Colorectal Disease is to publish original
research papers of the highest scientific and clinical value at an international
level. Furthermore, review articles, case reports, technical notes, letters to the
editor, editorial comments, educational contributions and congress/meeting
announcements are released.

Turkish Journal of Colorectal Disease is an independent open access peer-reviewed
international journal printed in Turkish and English languages. Manuscripts
are reviewed in accordance with “double-blind peer review” process for both
referees and authors. The Editorial Board of the Turkish Journal of Colorectal
Disease endorses the editorial policy statements approved by the WAME Board
of Directors. The journal is in compliance with the uniform requirements for
manuscripts submitted to biomedical journals published by the International
Committee of Medical Journal Editors (NEJM 1997;336:309-315, updated 2001).

Open Access Policy

This journal provides immediate open access to its content on the principle that
making research freely available to the public supports a greater global exchange
of knowledge.

Open Access Policy is based on rules of Budapest Open Access Initiative
(BOAI) http://www.budapestopenaccessinitiative.org/.

http://www.budapestopenaccessinitiative.org/ By “open access” to [peer-reviewed
research literature], we mean its free availability on the public internet, permitting
any users to read, download, copy, distribute, print, search, or link to the full texts
of these articles, crawl them for indexing, pass them as data to software, or use
them for any other lawful purpose, without financial, legal, or technical barriers
other than those inseparable from gaining access to the internet itself. The only
constraint on reproduction and distribution, and the only role for copyright in
this domain, should be to give authors control over the integrity of their work and
the right to be properly acknowledged and cited.

Subscription Information

Turkish Journal of Colorectal Disease is sent free - of - charge to members of
Turkish Society of Colon and Rectal Surgery and libraries in Turkey and
abroad. All published volumes are available in full text free-of-charge online at
www.turkishjcrd.com
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editorial office.
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Material Disclaimer

Authors are responsible for the manuscripts they publish in Turkish Journal of
Colorectal Disease. The editor, editorial board, and publisher do not accept any
responsibility for published manuscripts.

If you use a table or figure (or some data in a table or figure) from another source,
cite the source directly in the figure or table legend.

The journal is printed on acid-free paper.

Editorial Policy

Following receipt of each manuscript, a checklist is completed by the Editorial
Assistant. The Editorial Assistant checks that each manuscript contains all required
components and adheres to the author guidelines, after which time it will be
forwarded to the Editor in Chief. Following the Editor in Chief’s evaluation, each
manuscript is forwarded to the Associate Editor, who in turn assigns reviewers.
Generally, all manuscripts will be reviewed by at least three reviewers selected by
the Associate Editor, based on tsheir relevant expertise. Associate editor could be
assigned as a reviewer along with the reviewers. After the reviewing process, all
manuscripts are evaluated in the Editorial Board Meeting.

Turkish Journal of Colorectal Disease’s editor and Editorial Board members are
active researchers. It is possible that they would desire to submit their manuscript
to the Turkish Journal of Colorectal Disease. This may be creating a conflict of
interest. These manuscripts will not be evaluated by the submitting editor(s). The
review process will be managed and decisions made by editor-in-chief who will
act independently. In some situation, this process will be overseen by an outside
independent expert in reviewing submissions from editors.
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Amac ve Kapsam

Turk Kolon ve Rektum Hastaliklart Dergisi, Turk Kolon ve Rektum Cerrahi
Dernegi'nin resmi dergisidir. Bu dernek; ince barsak, kolon, rektum, antis ve pelvik
taban hastaliklar1 gibi hastaliklarn yonetimi ile iliskili epidemiyoloijk patolojik,
tarusal ve tedavi edici calismalar yapar. Dernegimiz 1991’de kurulmustur. Cesitli
zorluklar nedeniyle gecici aksakliklar olsa da Turk Kolon ve Rektum Hastaliklart
Dergisi 2007°den bu yana araliksiz olarak basilmaktadir ve 3 ayda bir olmak
tizere (Mart, Haziran, Eylul, Aralik) basili dergi ve elektronik olarak (http:/www.
turkishjcrd.com/) yayimlanir.

Derginin hedef kitlesini; cerrahlar, patologlar, onkologlar, gastroenterologlar ve
kolorektal hastalarma hizmet veren profesyoneller olusturur. Derginin amact;
uluslararast diizeyde en ytksek bilimsel ve klinik degeri olan orijinal calismalar
yaymlamaktr. Bunlara ek olarak degerlendirme (review) makaleler, olgu
sunumlari, teknik notlar, editore mektuplar, editoryal yorumlar, egitim yazilan ve
kongre/toplanti duyurular yer almaktadir.

Derginin Turkge eski adi; Kolon ve Rektum Hastahklar Dergisi ve Ingilizce eski
ad1; Journal of Diseases of the Colon and Rectum’dur.

Tirk Kolon ve Rektum Hastaliklari Dergisi Turkish Citation Index ve
TurkMedline’da indekslenmektedir.

Tiirk Kolon ve Rektum Hastaliklar: Dergisi, Ingilizce ve Turkge olarak yayimlanan;
bagimsiz, hakemli, uluslararasi bir dergidir. Eserler, hem hakemler hem de otorler
tarafindan “cift kor hakem denetimi (peer review)” yontemi ile degerlendirilir.
Turk Kolon ve Rektum Hastaliklarn Dergisi'nin Editor Kurulu, World Association
of Medical Editors (WAME) politikalarina bagl olarak ytirutilmektedir. Bu dergi,
Uluslararast Tip Dergisi Editorler Komitesi (NEJM 1997;336:309-315, updated
2001) tarafindan bildirilen, biyomedikal dergilere gonderilen makalelerin uymasi
gereken standartlara uygunluk gostermektedir.

Acik Erisim Politikas1

Bu dergi bilginin yer degistirmesi ve toplum icinde bilgiye 6zgtirce ulasma olanag
saglamak tzere acik erisime imkan vermektedir. Acik Erisim ilkesi “Budapeste
Acik Erisim Girisimi (BOAD)” http://www.budapestopenaccessinitiative.org/
kurallarma dayanmaktadir.

http://www.budapestopenaccessinitiative.org/ [hakemli arastirma literattirinde]
icin “acik erisim” ile, kamu internet tizerinden serbest kullanilabilirlik ile kendisi
dismdaki mali, hukuki veya teknik engeller olmaksizin, baska yasal bir amac
icin bu makalelerin tam metinlerini indirmek, kopyalamak, dagitmak, basmak,
aramak ya da baglanti ile indekslemek i¢in onlar tarama, yazilm veya kullanimi
gibi haklara herhangi bir kullanicinin izinli olmasi demektir. Cogaltim ve dagiim
ve bu alanda telif hakki icin tek kisit, yazarlarin kontrol ve bilgisi dahilinde alinti
yapma gerekliligidir.

Abonelik Bilgileri

Turk Kolon ve Rektum Hastaliklan Dergisi, Tturk Kolon ve Rektum Cerrahisi
Dernegi uyelerine, Diinyada ve Turkiye'deki kitiphanelere ucretsiz
dagiilmaktadir. Yaymnlanmis tim sayilar tucretsiz olarak su linkte mevcuttur
(http://www.turkishjerd.com/).

Adres: Latilokum Sok. Alphan Isham No: 3 Kat: 2, Sisli, Istanbul, Tirkiye
Telefon: +90 212 356 01 75-76- 77

GSM: +90 532 300 72 36

Faks: +90 212 356 01 78

Online Makale Gonderme: www.journalagent.com/krhd

Web sayfasi: www.turkishjcrd.com

E-posta: info@turkishjcrd.com

Izinler

Materyallerin cogaltilmas icin izin istemleri editoryal ofise gonderilmelidir.
Editor: Prof. Dr. Tahsin Colak

Adres: Mersin Universitesi Tip Fakultesi, Genel Cerrahi Anabilim Dali, Mersin,
Turkiye

Telefon: +90 (324) 337 43 00 - Faks: +90 (324) 361 00 72

Online Makale Gonderme: www.journalagent.com/krhd

Web sayfas1: www.turkishjcrd.com

E-posta: info@turkishjcrd.com

Yaymcl

Galenos Yayinevi

Molla Gurani Mah. Kacamak Sk. No:21 34093 Findikzade-Istanbul-Ttirkiye
Telefon: +90 212 621 99 25 - Faks: +90 212 621 99 27

E-posta: info@galenos.com.tr

Reklam/Duyuru

Talepleriniz i¢in litfen yaymcr ile iletisime geciniz.

Galenos Yaymevi Tic. Ltd. Sti.

Molla Gurani Mah. Kagamak Sk. No:21 34093 Findikzade-Istanbul-Ttirkiye
Telefon: +90 212 621 99 25 - Faks: +90 212 621 99 27

E-posta: info@galenos.com.tr

Web sayfast: www.galenos.com.tr

Yazarlar icin Kilavuz

Yazarlar icin kilavuz hem yaymlanan dergide hem de “http://www.turkishjcrd.
com” web sayfasinda bulunmaktadir.

Telif Hakki Devri

Yazarlar Turk Kolon ve Rektum Hastaliklar: Dergisinde yaymladiklar yazilardan
kendileri sorumludurlar. Editor, editor kurulu ve yaymct hicbir sorumluluk kabul
etmemektedir. Baska bir kaynaktan tablo ya da figtir (veya tablo/figtirden bir veri)
kullandiysaniz, direk olarak tablo ya da figiiri kaynak gosteriniz.

Dergi asitsiz kagida basilmaktadir.
Editoryal Politika

Her yazimn alinmasim takiben, bir kontrol listesi Editor Yardimcisi tarafindan
tamamlanir.

Editor yardimeist, her yaziyr gerekli 6geleri sagladigi ve yazar kilavuzuna uyumu
acisndan kontrol eder, ardindan editore iletir. Editor degerlendirmesinin ardindan
her bir yazi icin editér yardimeist tarafindan gozlemciler (reviewers) belirlenir.
Genelde, her bir yaziyr ilgili uzmanhklan goz éntine alinarak atanmis en az 3
gozlemci inceler. Yardimet editor de diger gozlemcilerle birlikte gozlemci olarak
atanabilir. Gozlemci incelemesinin ardindan yazilar editor kurul toplantisinda
degerlendirilir.

Turk Kolon ve Rektum Hastaliklar Dergisinin editor ve editor kurulu tiyeleri aktif
arastirmacilardir. Kendi arastirmalarmin da Turk Kolon ve Rektum Hastaliklar
Dergisinde yaymlanmasimi pek ala arzu edebilirler. Bu durum ¢ikar sorunlar
dogurabilir. Bu yazilar, yaziy1 yazan editor(ler) tarafindan degerlendirilemez. Bu
gibi durumlarda bu sureg, (editorlerin yazi basvurularnnda) yazilarn uzman olan
bagimsiz kisiler tarafindan incelenmesiyle asilabilir.
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Instruction for Authors

GENERAL INFORMATION

Turkish Journal of Colorectal Disease (TJCD) is the journal of
Turkish Society of Colon and Rectal Surgery. The mission of the
Journal is to advance knowledge of disorders of the small intestine,
colon, rectum, anus and pelvic floor. It publishes invited review
articles, research articles, brief reports and letters to the editor, and
case reports that are relevant to the scope of the journal, on the
condition that they have not been previously published elsewhere.
Basic science manuscripts, such as randomized, cohort, cross-
sectional, and case control studies, are given preference. Invited
reviews will be considered for peer review from known experts
in the area.

Manuscripts should be prepared according to ICMJE guidelines
(www.icmje.org). All manuscripts are subject to editorial revision
to ensure they conform to the style adopted by the journal. There
is a double blind kind of reviewing system.

Reviewed and accepted manuscripts are translated from Turkish
to English by the Journal through a professional translation
service. Prior to printing, the translations are submitted to the
authors for approval or correction requests, to be returned within
7 days. If no response is received from the corresponding author
within this period, the translation is checked and approved by the
editorial board.

Accepted manuscripts are published in both Turkish and English
languages.

All manuscripts submitted to the Turkish Journal of Colorectal
Disease are screened for plagiarism using the ‘iThenticate’
software. Results indicating plagiarism may result in manuscripts
being returned or rejected.

Turkish Journal of Colorectal Disease does not charge any article
submission or processing charges.

The abbreviation of the Turkish Journal of Colorectal Disease is
“TJCD”, however, it should be denoted as “Turk J Colorectal Dis”
when referenced.

EDITORIAL POLICIES

All manuscripts will be evaluated by the scientific board for
their scientific contribution, originality and content. Authors are
responsible for the accuracy of the data. The journal retains the
right to make appropriate changes on the grammar and language
of the manuscript. When suitable the manuscript will be sent to
the corresponding author for revision. The manuscript, when
published, will become the property of the journal and copyright
will be taken out in the name of the journal

“Turkish Journal of Colorectal Disease”. Articles previously
published in any language will not be considered for publication in
the journal. Authors cannot submit the manuscript for publication
in another journal. All changes in the manuscript will be made
after obtaining written permission of the author and the publisher.
Full text of all articles can be downloaded at the web site of the
journal www journalagent.com/krhd.

AUTHOR GUIDELINES

Forms Required with Submission:

Copyright Transfer Statement

Disclosure Statement

Cover Letter

Manuscript Submission Guidelines
Manuscript Preparation Guidelines

Text Formatting

Title Page

Article Types

Original Articles

Invited Review Articles

Case Reports

Technical Notes

Letters to Editor

Editorial Comments

Ethical Responsibilities of Authors
Research Involving Human Participants and/or Animals
Informed Consent

Payment

Forms Required with Submission

Copyright Transfer Statement

The scientific and ethical liability of the manuscripts belongs to
the authors and the copyright of the manuscripts belongs to the
Turkish Journal of Colorectal Disease. Authors are responsible for
the contents of the manuscript and accuracy of the references. All
manuscripts submitted for publication must be accompanied by
the Copyright Transfer Form [copyright transfer]. Once this form,
signed by all the authors, has been submitted, it is understood
that neither the manuscript nor the data it contains have been
submitted elsewhere or previously published and authors declare
the statement of scientific contributions and responsibilities of all
authors.

Disclosure Statement

Conflicts of interest: Authors must state all possible conflicts
of interest in the manuscript, including financial, consultant,
institutional and other relationships that might lead to bias or a
conflict of interest. If there is no conflict of interest, this should
also be explicitly stated as none declared. All sources of funding
should be acknowledged in the manuscript. All relevant conflicts
of interest and sources of funding should be included on the title
page of the manuscript with the heading

“Conflicts of Interest and Source of Funding:”

Cover Letter

In the cover letter the authors should state if any of the material
in the manuscript is submitted or planned for publication
elsewhere in any form including electronic media. A written
statement indicating whether or not “Institutional Review Board”
(IRB) approval was obtained or equivalent guidelines followed
in accordance with the Helsinki Declaration of 2013 update on
human experimentation must be stated; if not, an explanation
must be provided. The cover letter must contain address,
telephone, fax and the e-mail address of the corresponding author.

Manuscript Submission Guidelines

All manuscripts should be submitted via the online submission
system. Authors are encouraged to submit their manuscripts via
the internet after logging on to the web site www journalagent.
com/krhd.

Online Submission

Only online submissions are accepted for rapid peer-review and to
prevent delay in publication. Manuscripts should be prepared as
word document (*.doc) or rich text format (*.1tf). After logging on
to the web www. journalagent.com/krhd double click the “submit
an article” icon. All corresponding authors should be provided
a password and an username after providing the information
needed. After logging on the article submission system with your
own password and username please read carefully the directions
of the system to provide all needed information in order not to
delay the processing of the manuscript. Attach the manuscript,
all figures, tables and additional documents. Please also attach
the cover letter with “Assignment of Copyright and Financial
Disclosure” forms.

Manuscript Preparation Guidelines

Turkish Journal of Colorectal Disease follows the “Uniform
Requirements for Manuscripts Submitted to Biomedical Journals”
(International Committee of Medical Journal Editors: Br Med ]
1988;296:401-5).

Upon submission of the manuscript, authors are to indicate
the type of trial/research and statistical applications following
“Guidelines for statistical reporting in articles for medical journals:
amplifications and explanations” (Bailar JC 111, Mosteller F. Ann
Intern Med 1988;108:266-73).

Preparation of research articles, systematic reviews and meta-
analyses must comply with study design guidelines:

CONSORT statement for randomized controlled trials (Moher D,
Schultz KF, Altman D, for the CONSORT Group. The CONSORT
statement revised recommendations for improving the quality
of reports of parallel group randomized trials. JAMA 2001,
285:1987-91) (http://www.consort-statement.org/);

PRISMA statement of preferred reporting items for systematic
reviews and meta-analyses (Moher D, Liberati A, Tetzlaff J, Altman
DG, The PRISMA Group. Preferred Reporting Items for Systematic
Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med
2009; 6(7): €1000097.) (http://www.prisma-statement.org/);
STARD checKlist for the reporting of studies of diagnostic accuracy
(Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA, Glasziou PP,
Irwig LM, et al., for the STARD Group. Towards complete and
accurate reporting of studies of diagnostic accuracy: the STARD
initiative. Ann Intern Med 2003;138:40-4.) (http://www.stard-
statement.org/);

STROBE statement, a checklist of items that should be included
in reports of observational studies (http://www.strobe-statement.
org/);

MOOSE  guidelines for meta-analysis and systemic reviews
of observational studies (Stroup DF, Berlin JA, Morton SC, et
al. Meta-analysis of observational studies in epidemiology: a
proposal for reporting Meta-analysis of observational Studies in
Epidemiology (MOOSE) group. JAMA 2000; 283: 2008-12).
Text Formatting

Manuscripts should be submitted in Word.

Use a normal, plain font (e.g., 10-point Times Roman) for text.
Use the automatic page numbering function to number the pages.

Do not use field functions.
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Use tab stops or other commands for indents, not the space bar.
Use the table function, not spreadsheets, to make tables.

Save your file in docx format (Word 2007 or higher) or doc format
(older Word versions).

Title Page

All manuscripts, regardless of article type, should start with a title
page, containing:

The title of the article;

The short title of the article

The initials, names and qualifications of each author;

The main appointment of each author,

The name(s) of the institution(s) of each author;

The name and email address of the corresponding author;

Full disclosures of potential conflicts of interest on the part of
any named author, or a statement confirming that there are no
contflicts of interest;

The word count excluding abstract, references, tables, figures and
legends;

The place and date of scientific meeting in which the manuscript
was presented and it’s abstract published in the abstract book, if
applicable.

Article Types

Original Articles

This category includes original research including both clinical and
basic science submissions. The work must be original and neither
published, accepted, or submitted for publication elsewhere. Any
related work, either SUBMITTED, in press, or published from any
of the authors should be clearly cited and referenced.

All clinical trials must be registered in a public trials registry that
is acceptable to the International Committee of Medical Journals
Editors (ICMJE). Go to (http:/www.icmije.org/faq.html). Authors
of randomized controlled trials must adhere to the CONSORT
guidelines, available at: www.consort-statement.org, and provide
both a CONSORT checklist and flow diagram. We require that
you choose the MS Word template at www.consort-statement.org
for the flow chart and cite/upload it in the manuscript as a figure.
In addition, submitted manuscripts must include the unique
registration number in the Abstract as evidence of registration.

All authors are expected to abide by accepted ethical standards for
human and animal investigation. In studies that involve human
subjects or laboratory animals, authors must provide an explicit
statement in Materials and Methods that the experimental protocol
was approved by the appropriate institutional review committee
and meets the guidelines of their responsible governmental
agency. In the case of human subjects, informed consent, in
addition to institutional review board approval, is required.

Original Articles should not exceed 3000 words (excluding
abstract, references, tables, figures and legends) and four
illustrations.

Original Articles should be organized as follows:

Abstract: The abstract must contain fewer than 250 words and
should be structured as follows:

Aim: What was the purpose of the study?

Method: A brief description of the materials - patients or subjects
(ie. healthy volunteers) or materials (animals) - and methods
used.

Results: What were the main findings?

Conclusion: What are the main conclusions or implications of
the study?

Keywords: Below the abstract provide up to 6 key words or short
phrases. Do not use abbreviations as keywords.

Introduction: State concisely the purpose and rationale for the
study and cite only the most pertinent references as background.

Materials and Methods: Describe your selection of the
observational or experimental subjects clearly (patients or
experimental animals, including controls). Provide an explicit
statement that the experimental protocols were approved by the
appropriate institutional review committee and meet the guidelines
of the responsible governmental agency. In the case of human
subjects, state explicitly those subjects have provided informed
consent. Identify the methods, apparatus/product** (with
manufacturer’s name and address in parentheses), and procedures
in sufficient detail to allow other workers to reproduce the results.
Give references to established methods, including statistical
methods; provide references and brief descriptions of methods that
have been published but are not well known, describe substantially
modified methods, including statistical methods, give reasons for
using them, and evaluate their limitations;

Results: Present the detailed findings supported with statistical
methods. Figures and tables should supplement, not duplicate the
text; presentation of data in either one or the other will suffice.
Emphasize only your important observations; do not compare
your observations with those of others. Such comparisons and
comments are reserved for the discussion section.

Discussion: State the importance and significance of your
findings but do not repeat the details given in the Results section.
Limit your opinions to those strictly indicated by the facts in your
report. Compare your finding with those of others. No new data
are to be presented in this section.

Acknowledgments: Only acknowledge persons who have made
substantive contributions to the study. Authors are responsible
for obtaining written permission from everyone acknowledged by
name because readers may infer their endorsement of the data and
conclusions. Begin your text of the acknowledgment with, “The
authors thank...”.

Authorship ~ Contributions: The journal follows the
recommendations of the ICMJE for manuscripts submitted to
biomedical journals. According to these, authorship should be
based on the following four criteria:

Substantial contributions to the conception or design of the work;
or the acquisition, analysis, or interpretation of data for the work;
and

Drafting the work or revising it critically for important intellectual
content; and

Final approval of the version to be published; and
Agreement to be accountable for all aspects of the work in ensuring

that questions related to the accuracy or integrity of any part of the
work are appropriately investigated and resolved.

All other contributors to the paper should be credited in the
‘Acknowledgments’ section.

References: The author should number the references in Arabic
numerals according to the citation order in the text. Put reference
numbers in parenthesis in superscript at the end of citation
content or after the cited author’s name. Use the form of “Uniform
Requirements for manuscript abbreviations in Turk Bilim
Terimleri” (http:/www.bilimterimleri.com).

Journal titles should conform to the abbreviations used in
“Cumulated Index Medicus”.

Journals; Last name(s) of the author(s) and initials, article title,
publication title and its original abbreviation, publication date,
volume, the inclusive page numbers.

Example: 1. Dilaveris P, Batchvarov V, Gialafos J, Malik M.
Comparison of different methods for manual P wave duration
measurement in  12-lead electrocardiograms. Pacing Clin
Electrophysiol 1999;22:1532-1538.

Book chapter; Last name(s) of the author(s) and initials, chapter
title, book editors, book title, edition, place of publication, date of
publication and inclusive page numbers of the extract cited.
Example: 1. Schwartz PJ, Priori SG, Napolitano C. The Long QT
Syndrome. In: Zipes DP, Jalife J, eds. Cardiac Electrophysiology.
From Cell to Bedside. Philadelphia; WB Saunders Co. 2000:597-
615.

Tables: All tables are to be numbered using Arabic numerals.
Tables should always be cited in text in consecutive numerical
order. For each table, please supply a table caption (title)
explaining the components of the table. Identify any previously
published material by giving the original source in the form of
a reference at the end of the table caption. Footnotes to tables
should be indicated by superscript lower-case letters (or asterisks
for significance values and other statistical data) and included
beneath the table body.

Figures: Figures should work under “Windows”. Color figures
or grayscale images must be at least 300 dpi. Figures using
“*uff”, “* jpg” or “*.pdf” should be saved separate from the text.
All figures should be prepared on separate pages. They should
be numbered in Arabic numerals. Each figure must have an
accompanying legend defining abbreviations or symbols found
in the figure. Figures could be submitted at no additional cost to
the author.

Units of Measurement and Abbreviations: Units of
measurement should be in Systéme International (SI) units.
Abbreviations should be avoided in the title. Use only standard
abbreviations. If abbreviations are used in the text, they should be
defined in the text when first used.

Permissions: Authors wishing to include figures, tables, or text
passages that have already been published elsewhere are required
to obtain permission from the copyright owner(s) and to include
evidence that such permission has been granted when submitting
their papers. Any material received without such evidence will be
assumed to originate from the authors.

Invited Review Articles

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 4000 words.

Reference Number: Not to exceed 100 references.

Reviews should include a conclusion, in which a new hypothesis
or study about the subject may be posited. Do not publish methods
for literature search or level of evidence. Authors who will prepare
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review articles should already have published research articles
on the relevant subject. The study’s new and important findings
should be highlighted and interpreted in the Conclusion section.
There should be a maximum of two authors for review articles.
Case Reports

Abstract length: Not to exceed 100 words.

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 15 references.

Case Reports should be structured as follows:

Abstract: An unstructured abstract that summarizes the case.
Introduction: A brief introduction (recommended length: 1-2
paragraphs).

Case Presentation: This section describes the case in detail,
including the initial diagnosis and outcome.

Discussion: This section should include a brief review of the
relevant literature and how the presented case furthers our
understanding to the disease process.

References: See under ‘References’ above.

Acknowledgments.

Tables and figures.

Technical Notes

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 1200 words.

Reference Number: Not to exceed 15 references.

Technical Notes include description of a new surgical technique
and its application on a small number of cases. In case of a
technique representing a major breakthrough one case will suffice.
Follow-up and outcome need to be clearly stated.

Technical Notes should be organized as follows:

Abstract: Structured “as above mentioned”.

Indications

Method

Comparison with other methods: advantages and disadvantages,
difficulties and complications.

References, in Vancouver style (see under ‘References’ above).
Acknowledgments.

Tables and figures: Including legends.

Letters to the Editor

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 10 references

We welcome correspondence and comment on articles published
in Turkish Journal of Colorectal Disease. No abstract is required,
but please include a brief title. Letters can include 1 figure or table.
Editorial Comments

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 10 references.

Editorials are exclusively solicited by the Editor. Editorials should
express opinions and/or provide comments on papers published
elsewhere in the same issue. A single author is preferred. No
abstract is required, but please include a brief title. Editorial
submissions are subject to review/request for revision, and editors
retain the right to alter text style.

Ethics

This journal is committed to upholding the integrity of the
scientific record. As a member of the Committee on Publication

Ethics (COPE) the journal will follow the COPE guidelines on
how to deal with potential acts of misconduct.

Authors should refrain from misrepresenting research results
which could damage the trust in the journal, the professionalism of
scientific authorship, and ultimately the entire scientific endeavor.
Maintaining integrity of the research and its presentation can be
achieved by following the rules of good scientific practice, which
include:

The manuscript has not been submitted to more than one journal
for simultaneous consideration.

The manuscript has not been published previously (partly or in
full), unless the new work concerns an expansion of previous
work (please provide transparency on the re-use of material to
avoid the hint of text-recycling (“self-plagiarism”).

A single study is not split up into several parts to increase the
quantity of submissions and submitted to various journals or to
one journal over time (e.g. “salami-publishing”).

No data have been fabricated or manipulated (including images)
to support your conclusions.

No data, text, or theories by others are presented as if they were
the author’s own (“plagiarism”). Proper acknowledgments to other
works must be given (this includes material that is closely copied
(near verbatim), summarized and/or paraphrased), quotation
marks are used for verbatim copying of material, and permissions
are secured for material that is copyrighted.

Important note: Turkish Journal of Colorectal Disease uses
software (iThenticate) to screen for plagiarism.

Consent to submit has been received explicitly from all co-authors,
as well as from the responsible authorities - tacitly or explicitly - at
the institute/organization where the work has been carried out,
before the work is submitted.

Authors whose names appear on the submission have contributed
sufficiently to the scientific work and therefore share collective
responsibility and accountability for the results.

In addition: Changes of authorship or in the order of authors are
not accepted after acceptance of a manuscript.

Requesting to add or delete authors at revision stage, proof
stage, or after publication is a serious matter and may be
considered when justifiably warranted. Justification for changes
in authorship must be compelling and may be considered
only after receipt of written approval from all authors and a
convincing, detailed explanation about the role/deletion of the
new/deleted author. In case of changes at revision stage, a letter
must accompany the revised manuscript. In case of changes
after acceptance or publication, the request and documentation
must be sent via the Publisher to the Editor-in-Chief. In all
cases, further documentation may be required to support
your request. The decision on accepting the change rests with
the Editor-in-Chief of the journal and may be turned down.
Therefore authors are strongly advised to ensure the correct
author group, corresponding author, and order of authors at
submission.

Upon request authors should be prepared to send relevant
documentation or data in order to verify the validity of the results.
This could be in the form of raw data, samples, records, etc.

If there is a suspicion of misconduct, the journal will carry out an

investigation following the COPE guidelines. If, after investigation,
the allegation seems to raise valid concerns, the accused author
will be contacted and given an opportunity to address the issue.
If misconduct has been established beyond reasonable doubt,
this may result in the Editor-in-Chiefss implementation of the
following measures, including, but not limited to:

If the article is still under consideration, it may be rejected and
returned to the author.

If the article has already been published online, depending on
the nature and severity of the infraction, either an erratum will
be placed with the article or in severe cases complete retraction of
the article will occur. The reason must be given in the published
erratum or retraction note.

The author’s institution may be informed.
Research Involving Human Participants and/or Animals

Statement of human rights: When reporting studies that involve
human participants, authors should include a statement that the
studies have been approved by the appropriate institutional and/
or national research ethics committee and have been performed
in accordance with the ethical standards as laid down in the 1964
Declaration of Helsinki and its later amendments or comparable
ethical standards.

If doubt exists whether the research was conducted in accordance
with the 1964 Helsinki Declaration or comparable standards,
the authors must explain the reasons for their approach, and
demonstrate that the independent ethics committee or institutional
review board explicitly approved the doubtful aspects of the study.

The following statements should be included in the text
before the References section: Ethical approval: “All procedures
performed in studies involving human participants were in
accordance with the ethical standards of the institutional and/
or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical
standards.”

For retrospective studies, please add the following sentence:
“For this type of study formal consent is not required.”

Statement on the welfare of animals: The welfare of animals
used for research must be respected. When reporting experiments
on animals, authors should indicate whether the international,
national, and/or institutional guidelines for the care and use
of animals have been followed, and that the studies have been
approved by a research ethics committee at the institution or
practice at which the studies were conducted (where such a
committee exists).

For studies with animals, the following statement should be
included in the text before the References section:

Ethical approval: “All applicable international, national, and/
or institutional guidelines for the care and use of animals were
followed.”

If applicable (where such a committee exists): “All procedures
performed in studies involving animals were in accordance with
the ethical standards of the institution or practice at which the
studies were conducted.”

If articles do not contain studies with human participants or
animals by any of the authors, please select one of the following
statements:
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“This article does not contain any studies with human participants
performed by any of the authors.”

“This article does not contain any studies with animals performed
by any of the authors.”

“This article does not contain any studies with human participants
or animals performed by any of the authors.”

Informed Consent

All individuals have individual rights that are not to be infringed.
Individual participants in studies have, for example, the right to
decide what happens to the (identifiable) personal data gathered,
to what they have said during a study or an interview, as well
as to any photograph that was taken. Hence it is important that
all participants gave their informed consent in writing prior to
inclusion in the study. Identifying details (names, dates of birth,
identity numbers and other information) of the participants that
were studied should not be published in written descriptions,
photographs, and genetic profiles unless the information is
essential for scientific purposes and the participant (or parent or
guardian if the participant is incapable) gave written informed
consent for publication. Complete anonymity is difficult to achieve
in some cases, and informed consent should be obtained if there is
any doubt. For example, masking the eye region in photographs of
participants is inadequate protection of anonymity. If identifying
characteristics are altered to protect anonymity, such as in genetic
profiles, authors should provide assurance that alterations do not
distort scientific meaning,

The following statement should be included: Informed
Consent: “Informed consent was obtained from all individual
participants included in the study.”

If identifying information about participants is available in the
article, the following statement should be included:
“Additional informed consent was obtained from all individual

participants for whom identifying information is included in this
article.”

Payment

Turkish Journal of Colorectal Disease does not charge any article
submission or processing charges.

THE REVIEW PROCESS

Each manuscript submitted to The Turkish Journal of Colorectal
Disease is subject to an initial review by the editorial office in order
to determine if it is aligned with the journal’s aims and scope,
and complies with essential requirements. Manuscripts sent

for peer review will be assigned to one of the journal’s associate
editors that has expertise relevant to the manuscript’s content. All
accepted manuscripts are sent to a statistical and English language
editor before publishing. Once papers have been reviewed, the
reviewers’ comments are sent to the Editor, who will then make
a preliminary decision on the paper. At this stage, based on the
feedback from reviewers, manuscripts can be accepted, rejected,
or revisions can be recommended. Following initial peer-review,
articles judged worthy of further consideration often require
revision. Revised manuscripts generally must be received within
2 months of the date of the initial decision. Extensions must
be requested from the Associate Editor at least 2 weeks before
the 2-month revision deadline expires; The Turkish Journal of
Colorectal Disease will reject manuscripts that are not received
within the 3-month revision deadline. Manuscripts with extensive
revision recommendations will be sent for further review (usually
by the same reviewers) upon their re-submission. When a
manuscript is finally accepted for publication, the Technical Editor
undertakes a final edit and a marked-up copy will be e-mailed
to the corresponding author for review and to make any final
adjustments.

REVISIONS

When submitting a revised version of a paper, the author must
submit a detailed “Response to the reviewers” that states point by
point how each issue raised by the reviewers has been covered
and where it can be found (each reviewer’s comment, followed
by the author’s reply and line numbers where the changes have
been made) as well as an annotated copy of the main document.
Revised manuscripts must be submitted within 30 days from the
date of the decision letter. If the revised version of the manuscript
is not submitted within the allocated time, the revision option may
be canceled. If the submitting author(s) believe that additional
time is required, they should request this extension before the
initial 30-day period is over.

ENGLISH LANGUAGE EDITING

All manuscripts are professionally edited by an English language
editor prior to publication.

AFTER ACCEPTANCE

All accepted articles are technically edited by one of the Editors.
On completion of the technical editing, the article will be sent to
the production department and published online as a fully citable
Accepted Article within about one week.

Copyright Transfer

Authors will be asked to transfer copyright of the article to the
Publisher (or grant the Publisher exclusive publication and
dissemination rights). This will ensure the widest possible
protection and dissemination of information under copyright
laws.

Color Ilustrations

Publication of color illustrations is free of charge.

Proof Reading

The purpose of the proof is to check for typesetting or conversion
errors and the completeness and accuracy of the text, tables and
figures. Substantial changes in content, e.g., new results, corrected
values, title and authorship, are not allowed without the approval
of the Editor.

After online publication, further changes can only be made in the
form of an Erratum, which will be hyperlinked to the article.

ONLINE EARLY

The Turkish Journal of Colorectal Disease publishes abstracts of
accepted manuscripts online in advance of their publication in
print. Once an accepted manuscript has been edited, the authors
have submitted any final corrections, and all changes have been
incorporated, the manuscript will be published online. At that
time the manuscript will receive a Digital Object Identifier (DOI)
number. Both forms can be found at www.journalagent.com/
krhd. Authors of accepted manuscripts will receive electronic
page proofs directly from the printer, and are responsible for
proofreading and checking the entire manuscript, including
tables, figures, and references. Page proofs must be returned
within 48 hours to avoid delays in publication.

CORRESPONDENCE

All correspondences can be done to the following postal address or
to the following e-mail address, where the journal editorial resides:

Address: Latilokum Sok. Alphan Isham No:3 Kat:2 Mecidiyekoy-
Sisli-Istanbul- Turkey

Phone: +90 (212) 356 01 75-76-77

Gsm: +90 (532) 300 72 36

Fax: +90 (212) 356 01 78

Online Manuscript: www.journalagent.com/krhd
Web page: www.turkishjcrd.com

E-mail: info@turkishjcrd.com
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Yazarlara Bilgi

GENEL BILGI

Turk Kolon ve Rektum Hastaliklart Dergisi, Turk Kolon ve
Rektum Cerrahisi Derneginin dergisidir. Derginin misyonu;
ince bagirsak, kolon, rektum, antis ve pelvik taban bozukluklart
hakkmdaki bilgiye katki saglamakur. Dergi daha once baska
bir yerde yaymlanmamis olmasi kosuluyla, derginin kapsam
ile ilgili ve talep tzerine yazilan derleme makaleleri, arastirma
makaleleri, kisa raporlar ve editore mektuplar ve olgu sunumlarin
yaymlamaktadir. Randomize, kohort, kesitsel ve vaka kontrol
calismalart gibi temel bilim yazilarna oncelik verilir. Alaminda
bilinen uzmanlarca talep tizerine yazilan derlemeler dikkate
alinacakiir.

Yazilar ICMJE yonergelerine gore (http://www.icmje.org/)
hazirlanmalidir. Tum yazilar dergi tarafindan benimsenen stile
uygunluk saglamak icin editoryal kontrol ve duzeltmelere tabi
tutulmaktadir. Derginin cift kor bir degerlendirme sistemi vardur.
Degerlendirilen ve kabul edilen yaymlar Tirkgeden Ingilizceye
veya Ingilizceden Tirkgeye derginin profesyonel ceviri hizmeti
araciliglyla tercume edilir. Yaymlanmadan once, ceviriler onay
veya dtizeltme istekleri icin yazarlara gonderilir ve 7 g icinde
geri dontis talep edilir. Bu stre icinde yamt alinamazsa, ceviri
kontrol ve yaymn kurulu tarafindan onaylanir.

Kabul edilen yaymlar hem Turkce hem de Ingilizce olarak
yaymlanir.

Turk Kolon ve Rektum Hastaliklan Dergisine gonderilen tum
yaymlar ‘iThenticate’ yazihm kullamlarak intihal acismdan taranir.
Intihal saptanan durumlarda yaymn iade veya reddedilir.

Turk Kolon ve Rektum Hastaliklart Dergisi, makale gonderme
veya islem ticreti adi aluinda herhangi bir ticret talep etmemektedir.

Turk Kolon ve Rektum Hastalklar Dergisinin kisaltmast
“TJCDdir, ancak, refere edildiginde “Turk ] Colorectal Dis” olarak
kullanilmahdir.

YAYIN POLITIKASI

Tum makaleler bilimsel katkilar1, 6zgumlik ve icerikleri acisindan
bilimsel komite tarafindan degerlendirilecektir. Yazarlar verilerinin
dogrulugundan sorumludurlar. Dergi gerekli gordugii yerlerde
dil ve uygun degisiklik yapma hakkim sakl tutar. Gereginde
makale revizyon icin yazara gonderilir. Dergide basilan yaymn
derginin mali haline gelir ve telif hakki “Ttirk Kolon ve Rektum
Hastaliklar Dergisi” adina alimmis olur. Daha once herhangi bir
dilde yaymlanms makaleler dergide yaymlanmak tizere kabul
edilmeyecektir. Yazarlar bir baska dergide yaymlanmak tizere olan
makaleyi teslim edemez. Tum degisiklikler, yazar ve yaymcmin
yazil izin alindiktan sonra yapilacakur. Tum makalelerin tam
metinleri derginin www journalagent.com/krhd web sitesinden
indirilebilir.
YAZAR KILAVUZU
Makale gonderilirken sunulmasi gereken formlar:
Telif hakk: devir bildirimi

Agiklama bildirimi

Ust yaz1
Makale Gonderme Kurallar
Makale Hazirlama Kurallar

Metin bi¢imlendirme

Giris sayfast
Yaym tipleri
Orijinal Makaleler
Talepli derlemeler
Olgu sunumlart
Teknik notlar
Editore mektuplar
Editoryal Yorumlar
Yazarlarmn Etik Sorumluluklar
Insan katihmcih arastirma ve/veya hayvan deneyleri
Bilgilendirilmis Onam
Makale Gonderilirken Sunulmasi: Gereken Formlar:
Telif Hakki Devir Bildirimi

Yaymlarm bilimsel ve etik sorumlulugu yazarlarma aittir.
Yazilarn telif hakki ise Turk Kolon ve Rektum Hastaliklari
Dergisine aittir. Yazarlar yaymlarn dogruluk ve iceriginden ve
kaynaklarn dogrulugundan sorumludur. Yaymlanmak tizere
gonderilen tiim yaymlara Telif Hakki Devir Formu (telif hakk:
transferi) eslik etmelidir. Tum yazarlar tarafindan imzalanarak
gonderilen bu form ile yazarlar, ilgili yaymmn ve icerdigi datanin
baska bir yaym organina gonderilmedigini veya baska bir dergide
yaymlanmadigim beyan ederler. Ayrica bu belge yazarlarn
bilimsel katki ve tim sorumluluklarmm ifadesidir.

Aciklama Bildirimi

Cikar catismalar: Yazarlar, finansal, kurumsal, damsmanhk
seklinde ya da herhangi bir cikar catismasma yol acabilecek
baska iligkiler de dahil olmak uzere yaymndaki ilgili tim olast
cikar catismalarmi belirtilmelidir. Herhangi bir ¢ikar catsmast
yoksa da bu da actkea belirtilmelidir. Ttim finansman kaynaklart
yazinin icinde belirtilmelidir. Finansman kaynaklar ve ilgili ttm
cikar catusmalar yazimin baslik sayfasinda “Finansman ve Kaynak
Causmalar:” bashg ile yer almahdur.

Ust Yaz1

Yazarlar, yazimin icinde malzemenin elektronik ortam da dahil
olmak tizere herhangi bir baska bir yerde yayimlanmak tizere
gonderilmedigini veya planlanmadigimi ust yazida belirtmelidir.
Yine “Kurumsal Degerlendirme Kurulu” (KDK) onayr almp
almmadig ve 2013 yih Helsinki Bildirgesine esdeger kilavuzlarm
izlenip izlenmedigi belirtilmelidir. Aksi takdirde, bir aciklama
temin edilmelidir. Ust yaz1; adres, telefon, faks ve ilgili yazarm
e-posta adresini icermelidir.

Makale Yazim Kurallar

Tum makaleler online basvuru sistemi tizerinden teslim
edilmelidir. Yazarlar web sitesi www journalagent.com/krhd
adresinde oturum actiktan sonra internet tizerinden yazilarmi
sunmaldir.

Online Basvuru

Gecikmeyi onlemek ve hizh hakemlik icin sadece cevrim ici
gonderimler kabul edilir. Yazilar word belgesi (*.doc) veya zengin
metin bicimi (*.rtf) olarak hazirlanmahdir. www.journalagent.
com/krhd adresinde web oturumu actiktan sonra “Makale gonder”
ikonuna tiklaym. Tum yazarlar, gerekli bilgileri sisteme girdikten
sonra bir sifre ve bir kullamc ach alir. Kendi sifre ve kullamca

adimz ile makale gonderme sistemine kayit olduktan sonra
yazinin isleme almmasinda bir gecikme olmamast icin gerekli ttim
bilgileri saglamak icin sistemin yonergelerini dikkatlice okuyunuz.
Makaleyi ve tiim sekil, tablo ve ek dokiimanlar1 ekleyiniz. Ayrica
tst yaz1 ve “Telif Hakki ve Finansal Durum” formunu ve yazmmn
tipine gore asagida belirtilen kilavuzlarnn kontrol listesini ekleyiniz.

Makale Hazirlama Kurallaru

Turk Kolon ve Rektum Hastahklar Dergisi “Biyomedikal
Dergilere Gonderilen Makaleler icin Gerekli Standartlart” izler.
(International Committee of Medical Journal Editors: Br Med ]
1988; 296: 401-5).

Yazarlar yaymlarmi gonderirken, cahsmalarnmm tirini  ve
uygulanan istatistik yontemlerini “Tibbi Dergilere Gonderilen
Makaleler icin Istatistiksel Raporlama Rehberi’'ne uygun
olarak belirtmelidir (Bailar JC III, Mosteller F. Ann Intern Med
1988;108:266-73).

Arastirma makalesi, sistematik degerlendirme ve meta-analizin
hazirlanmast asagidaki calisma tasarmi  kurallarina uymak
zorundadir; (CONSORT statement for randomized controlled
trials (Moher D, Schultz KF, Altman D, for the CONSORT Group.

The CONSORT statement revised recommendations for improving
the quality of reports of parallel group randomized trials. JAMA
2001, 285:1987-91) (hutp://www.consort-statement.org/);

PRISMA statement of preferred reporting items for systematic
reviews and meta-analyses (Moher D, Liberati A, Tetzlaff J, Altman
DG, The PRISMA Group. Preferred Reporting Items for Systematic
Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med
2009; 6(7): €1000097.) (http://www.prisma-statement.org/);

STARD checklist for the reporting of studies of diagnostic accuracy
(Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA, Glasziou PP,
Irwig LM, et al., for the STARD Group. Towards complete and
accurate reporting of studies of diagnostic accuracy: the STARD
initiative. Ann Intern Med 2003;138:40-4) (hutp://www.stard-
statement.org/);

STROBE statement, a checklist of items that should be included
in reports of observational studies (http://www.strobe-statement.
org/),

MOOSE guidelines for meta-analysis and systemic reviews
of observational studies (Stroup DF, Berlin JA, Morton SC, et
al. Meta-analysis of observational studies in epidemiology: a
proposal for reporting Meta-analysis of observational Studies in
Epidemiology (MOOSE) group. JAMA 2000; 283: 2008-12).
Metin Bicimlendirme

Yazilar Word programu ile hazirlanarak teslim edilmelidir.

- Metin icin normal, ditiz yazi tipi kullann (6rnegin, 10 punto
Times Roman).

- Sayfa numarasi icin otomatik sayfa numaralandirma islevini
kullanm.

- Alan fonksiyonlari kullanmaym.

- Girintiler icin sekme duraklan (Tab) kullanin, ara cubugu ve
diger komutlar kullanmaym.

- Tablo yapmak icin diger islevleri degil, elektronik tablo
fonksiyonunu kullann.

- Dosyamzi .docx formatnda (Word 2007 veya ustw) ya da .doc
formaunda (eski Word strtim) kaydedin.
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Giris sayfast
Tam yazilar, makale tirti ne olursa olsun, asagidakileri iceren bir
bashk sayfast ile baslamalidur:

- Makalenin bashg;
- Makalenin kisa bashg;

- Yazarlann isimleri, isimlerinin bas harfleri ve her yazarn
akademik tinvani;

- Her yazarin gorevi;
- Her yazarm kurumu;
- Yazarn ad1 ve e-posta adresi;

- Herhangi bir yazarn olas1 bir ¢ikar catismast oldugunu teyit eden
bir ifade, aksi takdirde catisma olmadigim belirtir bir aciklama;

- Ozet, kaynaklar, tablo ve sekiller haric kelime say1st;

- Varsa yaymin yaymlanmis oldugu bilimsel toplantmin tarihi, yeri
ve varsa kongre ozet kitabindaki 6zeti.

Makale Tipleri
Orijinal Makaleler

Bu kategori, klinik ve temel bilimde orijinal arastirmalar icerir.
Yaym orijjinal olmali ve baska bir dergide yaymlanms/gonderilmis
ya da kabul edilmis olmamahdir. Yazarlar, herhangi biri tarafindan
bir dergiye gonderilmis, baskida veya basilmus ilgili herhangi bir
calismaya atifta bulunmak istiyorlarsa acikea atifta bulunulmali ve
kaynak gosterilmelidir.

Tam klinik cahismalar, Uluslararass Tip Dergisi Editorler
Komitesince (ICMJE) kabul goren bir kayit sistemine kayith
olmalidir. Bunun i¢in http/www.icmje.org/faq.html adresine
muracaat edin. Randomize kontrollit calismalarn yazarlar
da, www.consort-statement.org adresinden  bagvurulabilen
CONSORT  kilavuzuna uymahdir ve yaymlanyla birlikte
CONSORT kontrol listesi ve akis diyagramu teblig edilmelidir. Akis
semast olarak www.consort-statement.org adresinde bulunan MS
Word sablonunun kullanilmas ve bunun yayimn icinde bir alnt
veya bir figiir olarak yerlestirilmesi gereklidir. Buna ek olarak,
sunulan yaymlar her yayina spesifik verilen 6zel kayit numarasimt
icermelidir.

Tum vyazarlann, insan tzerindeki calismalar ve hayvan
deneylerinde etik standartlara uymalarn beklenmektedir. Insan
uzerindeki veya laboratuvar hayvanlan iceren calismalarda,
yazarlarn yaymin Gereg ve Yontem kisminda deney protokoluntin
ilgili kurumsal inceleme komitesi tarafindan onaylandigim ve
sorumlu devlet kurumu kurallarma uydugunu acik bir dille
aciklamalan gereklidir. Insan uzerindeki cahsmalarda kurumsal
inceleme kurulu onayma ek olarak, aydmlaulmis onam da
bulunmalidir.

Orijinal Makaleler (¢zet, kaynaklar, tablolar, rakamlar haric) 3000
kelime ve dort figtrt asmamahdir.

Orijinal Makaleler asagidaki gibi organize edilmelidir:
Ozet: Ozet 250 kelimeyi gegmemeli ve sunlart icermelidir;
Amag: Calismanin amaci nedir?

Yontem: Kullamlan yontem ve materyaller (6rnegin hayvanlar)
veya hastalar ya da konu (saghkh gontlluler gibi) hakkinda kisa
bir aciklama icermelidir.

Bulgular: Ana bulgular nelerdir?

Sonug: Calismanin ana sonuglan ve etkileri nelerdir?

Anahtar kelimeler: Ozetin altinda en az 3 anahtar kelime veriniz.
Kisaltmalar anahtar kelime olarak kullanmayimz.

Giris: Acik bir dille calismanmn amac ve gerekeesini belirtin ve
calismanin arka planim aciklarken sadece en ¢nemli kaynaklardan
alnt yapimn.

Gerec ve Yontem: Gozlemsel veya deneysel deneklerin (hastalar,
deney hayvanlart veya kontrol gruplan dahil) se¢im seklini
aciklaym. Deney protokolunun ilgili kurumsal inceleme komitesi
tarafindan onaylandigmi ve ilgili devlet kurumu kurallarina
uydugunu acik bir dille agiklaym. Insan calismasi durumunda,
tum sahislarm aydinlanlms onamlanmn alindigim acik bir dille
belirtin. Yontem, cihaz ve urtnleri tanimlaymn (Parantez icinde
uretici firma adi ve adresi)** Uygulanmus olan tiim prosediirler,
diger calismacilarm aymi deneyi tekrar edebilecekleri detay ve
netlikte anlaulmahdir. Istatistiksel yontemler de dahil olmak tzere
yerlesik ve yaygin olarak bilinen calisma yontemleri icin kaynaklar
belirtilmelidir. Yaymlannmis ancak yaygmn olarak bilinmeyen
yontemler icin ise kaynaklar ve kisa tanimlamalar verilmelidir.
Kullanma sebepleri ve limitasyonlar belirtilmelidir.

Bulgular: Istatistiksel yontemlerle desteklenmis bulgularmizi
ayrmtlh olarak sunun. Sekil ve tablolar metni tekrar degil, takviye
etmelidir. Verilerin hem metinde hem figtr olarak verilmemesi
gerekir. Metin veya figirden birisi olarak verilmesi yeterlidir.
Sadece kendi onemli izlenimlerinizi belirtin. Kendi izlenimlerinizi
digerlerininkiyle karsilastrmaymn. Bu tir karsilastirma ve yorumlar
tartisma boltmuinde yapilmalhidir.

Tartisma: Bulgularmzin énem ve anlamimi vurgulaym ancak
bulgular kisminda verilenleri tekrarlamaym. Fikirlerinizi yalmzca
bulgularmzla kantlayabildiklerinizle sirh tutun. Bulgularmizi
digerlerininkiyle karsilasurm. Bu bolumde yeni veriler
bulunmamalhdir.

Tesekkiir: Sadece cahismaya ciddi katkilarda bulunmus kisilere
tesekkir edin. Yazarlar ismen tesekkir ettikleri herkesten yazilt
izin almak zorundadir. Tesekkur kismuna “Yazarlar ....tesekkir
eder” seklinde baslaym.

Yazarhk ve Katki Saglayanlar: Dergi, biyomedikal dergilere
gonderilen yaymlara yonelik ICMJE tavsiyelerini izler. Buna gore
“yazarlik” asagidaki dort kritere dayali olmalidir:

Yazar;

- Yaymun konsept veya dizaynina, cahismanmn verilerinin elde
edilmesine, analizine ve yorumlanmasma énemli katkilar veren; ve

- Isi hazirlayan veya entellektuel icerik agismdan elestirel bicimde
gozden geciren; ve

- Yaymlanacak son sekli onaylayan; ve

- Calismanin her bir bolumiintin dogrulugu ve buttinlug ile ilgili
sorunlart uygun bir sekilde inceleyen ve ¢ozim saglayan sorumlu
Kkisidir.

Bu sartlarm hepsini saglamayan diger ttim katlhmcilar yazar degil,
“Tesekkir” bolimunde amlmas: gereken katki saglams kisilerdir.

Kaynaklar: Kaynaklar1 1’den baslayarak Arap rakamlari ve alfabetik
sira ile verin. Kaynak numaralari ctimle sonunda noktadan
sonra tstte kugtik rakamlar seklinde (superscript) yazilmahdir.
Kisaltmalar i¢in gerekli standartlar1 http:/www.bilimterimleri.com
adresinde bulunan Turk Bilim Terimleri Kilavuzu'ndan edinin.

Dergi bagliklart “Cumulated Index Medicus” kisaltmalarina uygun
olmalidir.

Dergiden: Yazar/yazarlarm soyadi ve admm ilk harfi, makale
bashgy, dergi bashg ve derginin 6zgin kisaltmasi, yaymn tarihi,
baski, kapsayic sayfa numaralarimi icermelidir.

Ornegin: 1. Dilaveris P, Batchvarov V, Gialafos J, Malik M.
Comparison of different methods for manual P wave duration
measurement in 12-lead electrocardiograms. Pacing Clin
Electrophysiol 1999;22:1532-1538.

Kitap Bolumii: Yazar/yazarlarin soyadi ve adimn ilk harfi, bolum
bashg, kitap editorleri, kitap baghg, basim, yaymn yeri, yaym
tarihi, kapsadig sayfa numaralarmi icermelidir

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

Tablolar: Tum tablolar Arapca sayilarla numaralandinlmahdir.
Tum tablolardan metin  icerisinde numara swrast ile
bahsedilmelidir. Her tablo icin tablonun icerigi hakkinda bilgi
veren bir bashk verin. Baska yaymndan alint olan tim tablolart
tablonun alt kisminda kaynak olarak belirtin. Tabloda dipnotlar
tablonun altinda, tst karakter olarak kugctik harflerle verilmelidir.
Istatistiksel anlamli degerler ve diger onemli istatistiksel degerler
yildiz ile isaretlenmelidir.

Sekiller: Sekillerin “Windows” ile acilmas gerekir. Renkli sekiller
veya gri tonlu goruntiiler en az 300 dpi olmahdir. Sekiller ana
metinden ayr1 olarak “*.dff”, “*;jpg” veya “*.pdf” formatnda
kaydedilmelidir. Tam sekil ayn bir sayfada hazirlanmah ve Arap
rakamlan ile numaralandinlmahdir. Her sekilde kendisindeki
isaret ve sembolleri aciklayan bir alt yazi olmahdir. Sekil gonderme
i¢in yazardan hicbir ek ticret alinmaz.

Ol Birimleri ve Kisaltmalar: Olgti birimleri System International
(SI) birimleri cinsinden olmahdir. Kisaltmalardan bashkta
kacimlmahdir. Sadece standart kisaltmalar kullamn. Metinde
kisaltma kullamlirsa ilk kullamldig: yerde tanimlanmalidir.

Izinler: Yazarlar yaymlarma énceden baska bir yerde yaymlanmis
sekil, tablo, ya da metin bolumleri dahil etmek isterlerse telif hakk:
sahiplerinden izin alinmast ve bu izin belgelerinin yaymla beraber
degerlendirmeye gonderilmesi gerekmektedir. Boyle bir belgenin
eslik etmedigi her materyalin yazara ait oldugu kabul edilecektir.

Davetli (Talep tizerine yazilan) Derlemeler
Ozet uzunlugu: 250 kelimeyi asmamahdr.
Makale uzunlugu: 4000 kelimeyi asmamahdur.
Kaynak sayist: 100 kaynag asmamalhidhr.

Derlemeler, tzerine konuyla ilgili yeni bir hipotez ya da
calisma oturtulabilecek bir sonug icermelidir. Literatiir taramasi
metodlarim veya kanit diizeyi yontemlerini yaymlamaymn. Derleme
makaleleri hazirlayacak yazarlarn ilgili konuda 6nceden arasurma
makaleleri yayimlanus olmasi gerekir. Calismann yeni ve onemli
bulgulan sonu¢ boliminde vurgulamr ve yorumlanmahdir.
Derlemelerde maksimum iki yazar olmalidir.

Olgu Sunumlar
Ozet uzunlugu: 100 kelimeyi asmamalidir.
Makale uzunlugu: 1000 kelimeyi asmamalidir.
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Kaynak sayisi: 15 kaynag asmamahdhr.
Olgu Sunumlar asagidaki gibi yapilandiriimalidir:

Ozet: Olguyu ozetleyen bir yapilandirilmamus ozet (gerec ve
yontem, bulgular, tarusma gibi bolumlerin olmadigy).

Giris: Kisa bir giris (tavsiye edilen uzunluk: 1-2 paragraf).

Olgu Sunumu: Bu bolimde ilk tam ve sonu¢ da dahil olmak
tuzere olgu ayrnntlh olarak anlauhr.

Tartisma: Bu bolumde ilgili literatur kisaca gozden gecirilir ve
sunulan olgunun, hastahga bakisimzi ve yaklasmmmizi nasil
degistirebilecegi vurgulamr.

Kaynaklar: Vancouver tarzi, (yukarda ‘Kaynaklar’ bolumtine
bakiniz).

Tesekkiir

Tablolar ve sekiller

Teknik Notlar

Ozet uzunlugu: 250 kelimeyi asmamalidur.
Makale uzunlugu: 1200 kelimeyi asmamalidhr.
Kaynak Sayisi: 15 kaynag asmamahdir.

Teknik Notlar, yeni bir cerrahi teknigin aciklanmasim ve az sayida
olguda uygulanmasim icermektedir. Buytk bir atuhm/degisikligi
temsil eden bir teknigin sunulmasi durumunda tek bir olgu yeterli
olacakur. Hastanin takip ve sonucu agikea belirtilmelidir.

Teknik Notlar asagidaki gibi organize edilmelidir:
Ozet: Asagrdaki gibi yapilandirnimalidir:
Amagc: Bu calismanm amaci nedir?

Yontem: Kullamilan yontemlerin, hastalar ya da saglkh
gonulltlerin veya hayvanlarin tanimi, malzemeler hakkmnda kisa
bir aciklama.

Bulgular: Ana bulgular nelerdir?

Sonug: Bu calismanin ana sonuglart ve etkileri nelerdir?
Endikasyonlar1

Yontem

Diger yontemlerle karsilastmlmasi: Avantaj ve dezavantajlar,
zorluklar ve komplikasyonlar.

Kaynaklar: Vancouver tarzi (yukanda ‘Kaynaklar bolumiine
bakimz)

Tesekkiir

Tablolar ve sekiller; alt yazilar1 dahil
Editore Mektuplar

Makale uzunlugu: 500 kelimeyi asmamalidar.
Kaynak Sayisi: 10 kaynag asmamahdir.

Turk Kolon ve Rektum Hastahklan Dergisinde yaymlanan
makaleler hakkinda yorumlar memnuniyetle kabul edilir. Ozet
gerekli degildir, ancak litfen kisa bir baslik ekleyiniz. Mektuplar
bir sekil veya tablo icerebilir.

Editoryal Yorumlar
Makale uzunlugu: 1000 kelimeyi asmamalidir.
Kaynak Sayist: 10 kaynag asmamalidir.

Editoryal yorumlar sadece editor tarafindan kaleme ahmr.

Editoryal yorumlarda aym konu hakknda baska yerlerde
yaymlanmus yazilar hakkinda fikir veya yorumlar belirtilir. Tek
bir yazar tercih edilir. Ozet gerekli degildir, ancak Litfen kisa bir
baslik ekleyiniz. Editoryal gonderimler revizyon/gozden gecirme
talebine tabi tutulabilir. Editorler, metin stilini degistirme hakkini
sakli tutar.

Etik

Bu dergi, bilimsel kayitlarm buttinltgint korumayr tahhiit
etmektedir. Yaym Etik Komitesi (COPE) tiyesi olarak, dergi olast
olumsuz davranslarla nasil basa ¢ikilacagr konusunda Yaymn Etik
Komitesi (COPE) kilavuzlarim takip edecekdir.

Yazarlar arastirma sonuclarm yanhs sunmaktan; derginin
guvenilirligine, bilimsel yazarhk profesyonelligine ve en sonunda
tum bilimsel cabalara zarar verebileceginden dolayi, sakinmaldir.
Arasirma butunluginun surdurtilmesi ve bunun sunumu, iyi
bilimsel uygulama kurallarim takip ederek basarihr. Bu da sunlar
icerir:

- Yazili eser degerlendirilmek tizere es zamanh birden fazla dergiye
gonderilmemelidir.

- Yazih eser daha onceki bir eserin gelistirilmesi olmadikea, daha
once (kismen ya da tamamen) yaymlanmamus olmahdir. [Metnin
yeniden kullanldig imasindan kacinmak icin tekrar kullamlabilir
materyallerde seffaflik saglaym (“self-plagiarism™kisinin kendinden
intihali”)].

- Tek bir calisma; sunum miktarim arttirmak icin bircok parcaya
bolinmemeli ve zaman icinde aym ya da cesitli dergilere
gonderilmemelidir. (6rnegin “salam-yaymcihk” “salamizasyon”).

- Veriler, sonuclarmizi desteklemek icin fabrikasyon (uydurma) ya
da mantiple edilmis olmamahdr.

- Yazarm kendine ait olmayan hicbir veri, metin veya teori
kendininmis gibi sunulmamahdir (intihal). Diger eserlerin
kullammi, (eserin birebir kopyalanmasi, ozetlenmesi ve/veya
baska kelimeler kullanarak aciklanmasimi da iceren) ya telif hakki
korunacak sekilde izin almarak ya da tirnak isareti i¢inde birebir
kopyalanarak uygun onay ile kullarlmalidur.

Onemli not; Turk Kolon ve Rektum Hastaliklan Dergisi intihal
taramak icin bir program (iThenticate) kullanmaktadir.

- Eser sunulmadan 6nce sorumlu makamlardan ve calismanm
yapildigi  enstitkuruluslardan-zimnen  veya  acikca-onay
almmasiin yam sira tim  yazarlardan acikca onay alnmus
olmaldir.

- Sunulan eserde yazar olarak ismi olanlarn, bilimsel cahsmaya
yeterince katkist olmus olmalidir ve ortak mesuliyet ve
sorumlulugu olmalidir.

Bununla beraber:

- Yazarlik veya yazarlarm sira degisiklikleri eserin kabultinden
sonra yapilamaz

- Yazinn revizyon asamasinda, yaym oncesi veya yaymlandiktan
sonra yazar isim eklenmesi veya cikarilmasi istemi; ciddi bir
konudur ve gecerli sebepler oldugunda degerlendirilebilir.
Yazar degisikligi gerekeesi; hakl gerekeeli, inandirici ve sadece
tum yazarlarm yazil onayr alindiktan sonra; ve yeni/silinmis
yazarm rolit silme hakkinda ikna edici ayrintli bir aciklama ile
kabul edilebilir. Revizyon asamasinda degisiklik olmast halinde,
bir mektup revise edilmis yayma eslik etmelidir. Yayma kabul

edildikten veya yaymlandiktan sonra degisiklik olmasi halinde,
bu istek ve gerekli dokumantasyonun yaymct yoluyla editore
gonderilmesi gerekmektedir. Gerek gortlduginde bu istegin
gerceklesmesi icin daha fazla doktiman talep edilebilir. Degisikligin
kabul veya red karan dergi editoru insiyatifindedir. Bu nedenle,
yaymin gonderilmesi asamasinda yazar/yazarlar; gonderecekleri
ilgili yazar grubunun isim dogrulugundan sorumludur.

- Yazarlardan sonuclarn gecerliligini dogrulamak amaciyla
verilerin ilgili belgelerinin istenmesi halinde bu verileri gondermek
i¢in hazir bulundurulmahidir. Bunlar, ham veri, drnekler, kayit vb.
seklinde olabilir.

Gorevi kotiiye kullanma ya da suistimal stiphesi halinde dergi
COPE  yonergeleri izleyerek bir sorusturma ytirtitecektir.
Sorusturmanin  ardindan, iddia gecerli goruntyorsa, yazara
sorunu gidermek icin bir firsat verilecektir.

Usulstizluk, stiphe seviyesinde kaldiginda; dergi editorti asagidaki
yollardan birine basvurabilir;

- Makale halen stipheli ise, reddedilip yazara iade edilebilir.

- Makele online yaymlanmus ise; hatanin mahiyetine bagh olarak
ya yazim hatasi olarak kabul edilecek ya da daha ciddi durumlarda
makale geri cekilecektir.

- Hatali yaym ve geri cekme durumlarmda aciklayici not yaymlamr
ve yazarin kurumu bilgilendirilir.

Insan ve Hayvan Arastirmalar
Insan Haklar1 Beyannamesi

Insan katthmh arastirmalar; 1964 Helsinki Deklarasyonuw'na
ve sonrasinda yaymmlanan iyilestirici ilkelere uygun olmalidir
ve yazarlar tarafindan kurumsal ve/veya ulusal etik kurul
komitelerine bagvurulup onay alimmis oldugu beyan edilmelidir.

Arastirmanin 1964 Helsinki Deklarasyonu veya kiyaslanabilir
standartlara gore yurutilmesi ile ilgili siiphe durumunda, yazarlar
bu durumun nedenlerini aciklamak zorundadir ve bagimsiz etik
kurullar: veya diger degerlendirme kurullan araciligiyla suphelerin
giderilmesi gerekmektedir.

Asagida  belirtilen durumlar yazi icerisinde
bolumiinden once yer almahdr:

“Kaynaklar”

Etik Kurul Onayn:: “Cahsmada insanlara uygulanan tum
prosedurler kurumsal ve ulusal arastirma kurullanmin etik
standartlarina, 1964 Helsinki Deklarasyonuna ve sonrasinda
yayimlanan iyilestirici ilkelere uygun olmaldir.”

Retrospektif calismalarda, asagida belirtilen ctimle yer almahdir.
“Bu tir cahismalarda yazil onam gerekmemektedir.”
Hayvan Haklar1 Beyannamesi

Arastirmalarda  kullanilan refahma  saygi
gosterilmelidir. Hayvan deneylerinde, yazarlar hayvanlarm
bakiminda ve kullamminda uluslararast, ulusal ve/veya kurumsal
olarak  olusturulmus uymahdir ve calismalar
icin kurumdaki veya cahsmanin yapildigi veya yuratuldugi
merkezdeki (eger boyle bir merkez varsa) Klinik Arastirmalar Etik
Kurulundan onay alinmalidur.

hayvanlarin

kilavuzlara

Hayvanlar ile yurutiilen cahsmalarda, asagida belirtilen durumlar
yazl icerisinde ‘Kaynaklar’ boltimtinden énce yer almahdir:

Etik Kurul Onayr: “Hayvanlarm bakmu ve kullanmu ile ilgili
olarak uluslararasi, ulusal ve/veya kurumsal olarak olusturulmus
tum kilavuzlara uyulmustur.”
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Yazarlara Bilgi

Eger uygun bulunduysa (komitenin bulundugu merkezde):
“Hayvan cahsmalarinda yapilan tim uygulamalar kurumsal
veya calismanin yuratiildigi merkez tarafindan belirlenmis etik
kurallara uyumludur.”

Eger makale insan ya da hayvan kauhimh bir cahisma degilse, litfen
asagida yer alan uygun durumlardan birini seciniz:

“Bu makalenin yazarlan insan kathmh bir calisma olmadigimi
bildirmektedir.”

“Bu makalenin yazarlan calismada hayvan kullamlmadigm
bildirmektedir.”

“Bu makalenin yazarlar: insan kaulmlh veya hayvan kullamlan bir
calisma olmadigim bildirmektedir.”

Bilgilendirilmis Onam

Butun bireyler ihlal edilemeyecek kisisel haklara sahiptir.
Calismada yer alan bireyler, elde edilen kisisel bilgilere, calismada
gecen gortismelere ve elde edilen fotograflara ne olacag konusunda
karar verebilme hakkina sahiptir. Bundan dolayi, calismaya dahil
etmeden once yazill bilgilendirilmis onam almmasi ¢nemlidir.
Bilimsel olarak gerekli degilse ve katlimcilardan (veya katihmet
yetkin degilse ebeveynlerinden veya velilerinden) basilmast
icin yazih onam almmadiysa, katiimeilara ait detaylar (isimleri,
dogum gunleri, kimlik numaralan ve diger bilgileri) tanimlayict
bilgilerini, fotograflarmi ve genetik profillerini icerecek sekilde
yazih formda basilmamahidir. Tam gizlilik saglanmasmin zor
oldugu durumlarda, bilgilendirilmis onam formu stipheyi icerecek
sekilde duzenlenmelidir. Ornegin fotografta kathmeilann goz
kisminin maskelenmesi gizlilik acismdan yeterli olmayabilir. Eger
karakteristik ozellikler gizlilik acisindan degistirilirse, ornegin
genetik profilde, yazar yapilan degisikligin bilimsel olarak sorun
olusturmadigindan emin olmahdur.

Asagidaki ifade belirtilmelidir:

“Calismadaki
bilgilendirilmis onam ahnmustir.”

Bilgilendirilmis Onam: tim  kauhmalardan
Eger makalede katihmcilarn tanimlayict bilgileri yer alacaksa,
asagidaki ifade belirtilmelidir:

“Makalede kisisel bilgileri kullamlan tum kauhmecilardan ayrica
bilgilendirilmis onam almmustr.”

DEGERLENDIRME SURECI

Turk Kolon ve Rektum Hastaliklan Dergisine gonderilen tum
yazilar, sisteme yuklendikten sonra ilk 6nce editoryal kurul
tarafindan derginin amac ve hedeflerine uygunluk ve temel sartlart

saglama yontnden degerlendirilecektir. Yazilar, konusunda
uzman dergi hakemlerine degerlendirilmek tizere gonderilecektir.
Ttim kabul edilen yazilar yayimlanmadan 6nce, istatistik ve Ingiliz
dili konusunda uzman editérler tarafindan degerlendirilecektir.
Sayfalarm ilk gozden gecirilmesinden sonra, hakem yorumlart
on karar vermek icin Editore gonderilecektir. Bu asamada, ilk
degerlendirmede bulunanlarm dustncesi dogrultusunda, yazi
kabul edilebilir, reddedilebilir veya yazida diizeltme yapilmast
istenebilir. 1k degerlendirme sonrasmda degerli bulunan
makaleler icin genellikle diizeltme istenir. Diizeltilen makaleler ilk
karardan sonraki 2 ay icerisinde tekrar dergiye gonderilmelidir.
Stre uzatmalar1 yardimel editorden 2 aylik stire bitmeden en az
2 hafta 6nce talep edilmelidir. Ttirk Kolon ve Rektum Hastaliklart
Dergisi tarafindan, 2 ayhk duzeltme stiresi sona erdikten sonra,
yazi kabul edilmeyecektir. Diizeltme yapilan yazilar sisteme
tekrar ytiklendikten sonra degerlendirilmek tizere (genellikle ilk
degerlendirmeyi yapan hakeme) gonderilecektir. Sonuc olarak
yayimlanma karar1 verildikten sonra, bask: éncesi Teknik Editor
tarafindan son kez degerlendirilecektir ve iletisim kurulacak
olan yazara gozden gecirme ve son diizenlemeleri yapmak tizere
isaretlenmis bir ntishasi elektronik ortamda gonderilecektir.

DUZELTME SONRASI GONDERILMESI

Revize edilmis bir versiyonu gonderirken yazar, yorumcular
tarafindan ele alman her konuyu ayrnuli olarak aciklamalt
ve nokta nokta ayrmtili olarak “yorumlara yamt” sunmalidir
ve ardindan belgenin aciklamal kopyast bulunmahdir (her
yorumcunun yorumu nerede bulunabilir, yazarm cevap ve satir
numaralan gibi yapilan degisiklikler).

Bunun yam sira ana revize yazi, kabul mektubu tarihinden
itibaren 30 giin icinde teslim edilmelidir. Yazinin revize edilmis
versiyonunun tannan sure icinde verilmemesi durumunda,
revizyon secenegi iptal edilebilir. Yazar(lar) ek surenin gerekli
oldugunu dtstintiyorsa, ilk 30 gunluk stire bitmeden, uzatmay1
talep etmelidir.

INGILIZCE YAZIM

Tum yazilar yayimlanmadan énce profesyonel olarak “English
Language Editor” tarafindan degerlendirilmektedir.

KABUL SONRASI

Tim kabul edilen makaleler editorlerden biri tarafindan teknik
acidan  degerlendirilecektir. Teknik inceleme tamamlandiktan
sonra, makale ilgili birime gonderilerek yaklagik bir hafta icerisinde
tamamen atif yapilabilir “Kabul Edilmis Makale” seklinde online
olarak yaymlanacakur.

Telif Hakkinin Devri

Yaymmlayan dergiye (veya basim ve yayma haklarmn ayn
oldugu yapilarda ayr olarak) makalenin telif hakkimn devri
gerekmektedir. Telif yasalar geregi bilginin yayilmasi ve
korunmasi daha guvenli olarak saglanacakur.

Resimler
Renkli cizimlerin yayimlanmasi tcretsizdir.
Basim Oncesi Son Kontrol (Proof Reading)

Amag; dizgi kontroltnt saglamak veya dontstirme hatalarim fark
etmek, buittmnlik ve netlik acisindan yaziyi, tablolart ve sekilleri
kontrol etmektir. Yeni bulgu ekleme, degerlerde duizeltme,
baslikta ve yazarlarda onemli degisikliklere editor izni olmadan
musade edilmemektedir.

Online olarak yayimlandiktan sonra yapilacak degisikliklerde,
Erratum tizerinden form olusturulup makaleye erisim saglayacak
baglanti olusturulmas: gerekmektedir.

ERKEN YAYIN

Kabul edilmis yazimn bask icin téimit hazirlanirken online olarak
ozet hali yayimlanir. Kabul edilen yaz1 kontrolden gectikten sonra,
yazarlar son diizeltmeleri yaptktan sonra ve tim degisiklikler
yapildiktan sonra yaz1 online olarak yaymmlanacakur. Bu asamada
yaziya DOI (Digital Object Identifier) numaras: verilecekdir.
Her iki forma da www journalagent.com/krhd adresinden
ulasilabilecektir. Kabul edilen yazimmn yazarlan elektronik
ortamdaki sayfalan c¢ikn olarak aldiktan sonra proofreading
yapmak, tim yaziyi, tablolari, sekilleri ve kaynaklar kontrol
etmekle sorumludur. Baskida gecikme olmamasi icin 48 saat
icinde sayfa kontrolleri yapilmis olmahdur.
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Tum yazismalar dergi editoryal kuruluna ait asagidaki posta adresi
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Dear colleagues,

Our journal is improving both qualitatively and quantitatively with your support
and valuable contributions.

As we promised, the evaluation of manuscripts from those respected colleagues
who choose to share their valuable research through our journal is approximately
one month, and except in special circumstances, they are published in the
following issue.

This speed is only possible in the “Open Access” journal system. As you are well
aware, there is a service fee for using this system. However, thanks to the valuable
contributions of the Turkish Society of Colon and Rectal Surgery, the Turkish
Journal of Colorectal Disease is able to provide this service free of charge.

Furthermore, I am also proud to announce that articles and case reports
submitted in Turkish are now being translated into English for free.

Thanks to your support and steady stream of publications, the recognition and
readership of our journal are growing. Earlier I reported that we applied to be
included in several reputable indexes, and we are now nearing the conclusion of
the evaluation process. I hope to bring good news regarding this subject in the
very near future.

For the last month of 2016, we have endeavored to prepare an issue you will
read with pleasure. We selected the articles for this issue from among the many
valuable studies you submitted to us.

I believe you will enjoy reading about the laparoscopic colorectal surgery
experiences of Yilmaz et al. from Adnan Menderes University.

In their experimental study of colon anastomosis, Kopal et al. suggest a novel
solution to the problem of anastomosis leakage.

Akgul and Giindes have shared a noteworthy study in which they evaluate
the importance of the neutrophil/lymphocyte ratio in the diagnosis of acute
appendicitis.

The clinical study conducted by Attaallah and Aktan regarding ileostomy closure
techniques will surely be a significant contribution to the literature.

In this issue, we have also included four case reports which our Turkish
colleagues enjoyed writing and we believe you will enjoy reading. We hope these
cases and the excellent images they include will be of interest to you.

As you all know, the Turkish Society of Colon and Rectal Surgery Congress will
be held in May 2017.

We kindly invite you to show your support and especially to present your
valuable work in this scientific setting.

We hope you will join us in the next issue for more excellent research...

Tahsin Colak, MD
Editor-in-Chief

Editorial/Editoryal

Degerli meslektaslarm,

Dergimiz sizlerin destegi ve cok degerli katkilaryla hem nicelik hem de niteliksel
olarak gelismektedir. Dergimizi tercih edip cok degerli calismalarini bizle paylasan
sevgili meslektaslarimizin makale degerlendirme stireci, daha once soz verdigimiz
gibi, yaklasik bir ay siirmektedir ve ozel durumlar hari¢ bir sonraki dergide
yayimlanmaktadir. Bu iz sadece “Open Access” dergi sisteminde vardir. Bu
sistemde de sizlerin cok iyi bildigi gibi hizmet ticretlendirilmektedir. Tiirk Kolon ve
Rektum Cerrahisi Dernegi’nin cok degerli katkilart sayesinde Tiirk Kolon ve Rektum
Hastaliklan Dergisi bu hizmeti ticretsiz olarak verebilmektedir. Bunun da otesinde,
gonderdiginiz Tiirkce makale ve olgu sunumlarninin ticretsiz olarak Ingilizce’ye

cevrildigini belirtmekten de gurur duyarim.

Sizlerin destekleri ve diizenli yayn akisi sayesinde dergimizin tammrhg ve okunma
oran gittikce artmaktadir. Daha énce bircok saygin indekse basvurumuz oldugunu
bildirmistim. Degetlendirme stireclerinin sonuna gelmek tizereyiz. Cok kisa bir siire

icinde sizlere mutlu miijdeler verecegimizi umuyoruz.

Saygideger meslektaslarim 2016’ bu son aywnda sizlere keyifle okuyacagimz bir

sayt hazirlamaya cahstik. Sizlerden gelen birbirinden degerli cahsmalara yer verdik.

Adnan Menderes Universitesinden Yilmaz ve ark.’mn laparoskopik kolorektal
cerrahi deneyimlerini paylastiklart yaziyt zevkle okuyacagimzi tahmin ediyorum.
Kopal ve ark.’mn yaptiklar kolon anastomozu deneysel calismast, anastomog kagag

sorununa degisik bir coziim ¢nermektedir.

Akgul ve Gundesin akut apandisit tamsinda nétrofil/lenfosit orammn onemi
konusunda yaptiklar cahsmanin dikkate deger oldugunu dustinmekteyim. Attaallah
ve Aktan’in ileostomi kapama teknigi tizerine yaptiklan klinik calismamn literatiire
ciddi katlast olacagi kanaatindeyim.

Bu sayida da ozellikle Tiirk meslektaslarimin okumaktan ve yazmaktan biiyiik zevk
aldiklart birbirinden degerli dort olgu sunumuna yer verdik. Cok giizel gorseller
esliginde sunulan bu olgularin sizlerin ilgisini cekecegini umuyoruz.

Sevgili meslektaslarim, bildiginiz gibi Mayis 2017 yilinda Tiirk Kolon ve Rektum
Cerrahisi Dernegi’nin kongresi duizenlenecektir. Kongreye desteklerinizi ve ozellikle

calismalarnimzi bu bilimsel ortamda paylasmamz bilhassa rica ederiz.
Bir sonraki sayida cok giizel calismalarla bulusmak dilegiyle. ..

Dr. Tahsin Colak
Bas Editor
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Our Experience of Laparoscopic Colorectal Surgery:
Short Term Outcomes

Laparoskopik Kolorektal Cerrahi Deneyimimiz: Kisa Dénem Sonugclarimiz

Eylp Murat Yilmaz1, Erdem Barig Carti1, Altay Kandemir2
1Adnan Menderes University Faculty of Medicine, Department of General Surgery, Aydin, Turkey
2Adnan Menderes University Faculty of Medicine, Department of Internal Medicine, Division of Gastroenterology, Aydin, Turkey

ABSTRACT

Aim: Currently laparoscopic colorectal surgery began to be a widely used procedure in many centers. We aimed to present early period outcomes of
first group of patients who had laparoscopic colorectal surgery in our clinic.

Method: Included were 30 patients who underwent laparoscopic colorectal surgery between September 2014 and August 2016 in Adnan Menderes
University Faculty of Medicine General Surgery Clinic.

Results: A total of 30 patients were included to this study. Low anterior resection were performed in 11 (36.7%) patients, right colectomy in 10
(33.3%) patients, anterior resection in seven (23.3%) patients, total colectomy in one (3.3%) patient, abdominal perineal resection in one (3.3%)
patient. Median operation time was 149.67 (range, 100-300) minutes. The median postoperative length of stay was 6.87 (range, 3-34) days. Anastomic
leakage occurred in two patients (6.7%), ureter damage in one patient (3.3%), and wound infection in five patients (16.7%).

Conclusion: Our laparoscopic colorectal surgery outcomes and the literature shows similarity.

Keywords: Laparoscopy, colorectal surgery, experience

0z
Amac: Laparoskopik kolorektal cerrahi gtiniimiizde bircok merkezde yaygin olarak kullanilan bir prosedir halini almaya baslamistir. Klinigimizdeki
ilk laparoskopik kolorektal cerrahi olgularimizin erken donem sonuclarini sunmayi planladik.
Yontem: Eylil 2014-Agustos 2016 tarihleri arasinda Adnan Menderes Universitesi Tip Fakiltesi, Genel Cerrahi Anabilim Dal Klinigi'nde laparoskopik
kolorektal cerrahi uygulanan olgular calismaya dahil edilmistir.
Bulgular: Calismamiza toplam 30 hasta dahil edildi. On bir olguya (%36,7) Low anterior rezeksiyon, 10 olguya (%33,3) sag kolektomi, yedi olguya
(%23,3) anterior rezeksiyon, bir olguya (%3.,3) total kolektomi, bir olguya da (%3,3) abdominoperineal rezeksiyon islemi uygulandi. Ortalama
ameliyat suresi 149,67 dakika (aralik, 100-300) olarak kaydedildi. Hastalarin ortalama hastanede yats sureleri 6,87 gtin (aralik, 3-34) olarak belirlendi.
Toplam iki hastada (%6,7) anastomoz kacag: gelisirken, bir hastada (%3,3) ureter hasari, bes hastada (%16,7) yara yeri enfeksiyonu gelisti.

Sonug: Laparoskopik kolorektal cerrahi sonuclarimiz literatir ile benzer sonuclar vermektedir.
Anahtar Kelimeler: Laparoskopi, kolorektal cerrahi, deneyim

earlier normalization of gastrointestinal system functions.?

Today, minimal invasive intervention in colorectal surgery
has become widespread all over the world and begun to be
used quite frequently in many centers.' It is a safe procedure
with numerous significant advantages over open surgery
such as shorter hospital stay, postoperative earlier recovery,
better cosmetic outcomes, lower need for analgesics, and

Laparoscopy was first used in 1950s as a diagnostic method
and then in early 1990s, it has begun to be used in colon
surgery.’ Although it is currently being widely used,
laparoscopic colon resection from the right colon to the
rectum is not superior to the robotic surgery in terms of

surgical margin, lymph node dissection and surgery duration,
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but is considered less expensive than robotic surgery in
terms of cost. However, there are authors defending that
robotic surgery is more comfortable and advantageous than
laparoscopic surgery for rectum because of narrow pelvis.*
Laparoscopic surgery has higher cost as compared to the
open surgery, but significant advantages have been reported
such as shorter hospital stay, lower postoperative pain and
shorter recovery period leading to better wound healing and
early start of adjuvant therapy in oncological patients.'>
Currently, laparoscopic method has not been regarded as
the gold standard in colorectal surgery yet. Nevertheless,
it has been suggested as an alternative to the open surgery
in numerous researches although it has been described
by some surgeons as “hand-help” surgery because of the
incision made to remove the specimen.® In the present
paper, we planned to report the first cases that underwent
laparoscopic surgery in our clinic.

Materials and Methods

Cases that underwent laparoscopic colorectal surgery
between September 2014 and August 2016 in the Adnan
Menderes University Faculty of Medicine, Department of
General Surgery were included in the study. Medical records
were retrospectively reviewed. Demographic characteristics
and diagnoses of the patients, localization, diameter and
stage of the tumor, type and duration of surgery, number
of the lymph nodes removed, duration of hospital stay,
time to start on liquid diet, time to start on regular diet,
and the complications were recorded. The cases, in which
the procedure was started as laparoscopic surgery but then
switched to the open surgery, were excluded. All patients
were informed about the surgical procedure and the
potential complications and their written consents were
obtained. All patients received liquid diet one day prior to
the surgery and underwent appropriate intestinal cleaning
together with prophylactic antibiotic and prophylaxis for
deep venous thrombosis. All procedures were performed by
the same surgical team. Pneumoperitoneum was established
using carbon dioxide at an insufflation pressure of 12-
14 mmHg. The number of trocars and the insertion sites
varied depending on the procedure (Figure 1, 2). For the
right colectomy, approximately 4-5 cm incisions were made
both under and above the umbilicus; the wound protector
was placed into these sites and the specimen was removed
out of the abdomen through these sites and anastomosis
was performed by stapler out of the abdomen. Stapler
patency was closed with stapler again and anastomosis
was completed. For the left colon and rectum surgeries,
4-5 cm phannelstein incision was made and the specimen
was removed through this incision site. Subsequently,
anvil was placed into the proximal loop and anastomosis

ey, | TP
.t? s

Figure 2. Trocar and incision sites in laparoscopic low anterior
resection
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was performed inside. In a single case of abdominoperineal
resection (APR), the specimen was removed through the
anal canal. Total colectomy was performed in a case with
familial adenomatous polyposis coli and the specimen was
removed through the phannelstein incision. Protective loop
ileostomy was performed in the cases with tumor located in
the lower rectum than 8 cm and with the risk of anastomosis.
Liquid diet was given to the patients on the postoperative
day 1 or 2 depending on the patient’s general status and
safety of anastomosis. On the following days, the diet was
gradually increased based on gas and stool passage; the
patients were discharged from the hospital with healing; and
early complications were recorded.

Statistical Analysis

SPSS 20 (IBM Corp. Released 2011. IBM SPSS Statistics for
Windows, Version 20.0. Armonk, NY: IBM Corp.) statistical
package program was used for data analysis. Variables were
presented as mean * standard deviation, median (minimum-
maximum), percentage and frequency.

A total of 30 patients were enrolled in the study. Of the
patients, 18 (60%) were male, 12 (40%) were female,
and the mean age was 64.5 (45-81) years. Eleven cases
(36.7%) underwent low anterior resection (LAR), 10 cases
(33.3%) underwent right colectomy, seven cases (23.3%)
underwent anterior resection, one case (3.3%) underwent
total colectomy, and another case (3.3%) underwent APR.
The entire study group consisted of malignancy patients
(100%). The mean tumor diameter was 4.43 cm (2-8.70).
According to the TNM staging, three (10%) were stage 1,
13 (43.3%) were stage 2, 13 (43.3%) were stage 3, and one
(3.3%) was stage 4 patient. The mean number of lymph
nodes removed at dissection was 16.53 (8-34). With regard
to the surgical methods, the mean number of lymph nodes
removed at dissection was 16.1 (8-24) in LAR, 20.8 (14-
34) in right colectomy, 17.4 (14-29) in AR, 13 in total
colectomy, and 12 in APR. The mean surgery duration was
149.67 (100-300) minutes. The mean duration of hospital
stay was 6.87 (3-34) days. The mean time to start on liquid
diet was 1.3 (1-3) days and the mean time to start on regular
diet was 2.8 (2-8) days. While a total of two patients (6.7%)
developed anastomosis leakage, one patient (3.3%) had
full-thickness cut through the ureteral wall, and 5 patients
(16.7%) developed wound-site infection. Mortality occurred
in none of the cases. Stoma was opened for anastomosis
leakage. Full-thickness cut through the ureteral wall was
repaired by placing percutaneous nephrostomy catheter
and then performing ureteroureterostomy anastomosis over
the double-j catheter by a team of urologists approximately

after two months. Wound site infection was brought under
control with oral antibiotic therapy (Table 1, 2).

Although advanced laparoscopic surgery is currently being
used safely for various procedures in many centers, it has
not considered as the gold standard in colorectal surgery
yet.” However, it is advantageous over open surgery in
many aspects including cosmetic appearance, early recovery,
less frequent postoperative pain, lower rate of wound site
infection, and lower rate of incisional hernia.®® Adequate
number of lymph nodes removed at dissection and the tumor-
free biopsy margin and radial margin are the most critical
criteria accepted currently for survival in malignancy cases.'°
Comparing these two procedures in terms of oncological
219 Gupta
and Watson'' compared laparoscopic colorectal surgery with

principles, none of them is superior to the other.

open colorectal surgery and demonstrated that laparoscopic
colorectal surgery less frequently causes trauma-induced
immune system injury and immune dysfunction. Many
studies in the literature report the incidence of complications
to be 1.5-36% in laparoscopic colorectal surgery.'*!* The
present study as well is in line with the literature. Major
complications such as anastomosis leakage and full-thickness
cut through the ureteral wall were encountered in 10% of

Table 1. Types of surgery, tumor stages, and complications

n Range (%)
— Female 12 40.0
Male 18 60.0
APR 1 33
AR 7 233
Surgery LAR 11 36.7
Right colectomy 10 33.3
Total 1 3.3
1.00 3 10.0
2.00 13 43.3
Stage 3.00 13 43.3
4.00 1 3.3
Total 30 100.0
Anastomosis leakage 2 6.7

Full-thickness cut

through the ureteral 1 33
Complication  wall

Wound site infection 5 16.7

None 22 73.3

APR: Abdominoperineal resection, LAR: Low anterior resection
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Table 2. Tumor and patient data

n Minimum Maximum Mean Stal'ldz}rd

deviation

Age 30 45.00 81.00 64.50 8.96
Duration (min) 30 100.00 300.00 149.67 39.21
Hospital stay (day) 30 3.00 34.00 6.87 6.09
Lymph node 30 8.00 34.00 16.53 5.37
Tumor diameter (cm) 30 2.00 8.70 4.43 2.01
Time to start on liquid diet (day) 30 1.00 3.00 1.30 0.53
Time to start on regular diet (day) 30 2.00 8.00 2.80 1.19

study population. Full-thickness cut through the ureteral
wall occurred in the second case of our learning curve,
and no iatrogenic ureteral injury occurred thereafter. It is
conspicuous that anastomosis leakage was encountered in
two cases that underwent right colectomy procedure but not
in the cases that underwent left colon and rectum surgeries.
We think that protective ileostomy in rectum surgeries
prevents leakage. In the right colectomy procedure, proximal
ileal loop and distal transverse colon were removed out of
the abdomen through the mini laparotomy incision and the
anastomosis was completed using two linear staplers without
reinforcing Lambert sutures. Because of high anastomosis
leakage rate as 20% in the right hemicolectomy cases, we
decided to perform manual anastomosis (Connell suturing
by 3/0 vicryl in the first line and then Lambert suturing
by 3/0 vicryl in the second line), in which we have gained
experience during open surgeries, or to use reinforcing
sutures by 3/0 vicryl in the future ileotransversostomy
anastomoses where we use two linear staplers.

We think that mean surgery duration is shortened with
increasing experience on laparoscopy. In the literature,
there are studies reporting that nearly 20-30 procedures
are required for a surgeon to be considered experienced.*'*
Gilmore et al.”” reported the mean surgery duration as 156
minutes, which was 149.67 minutes in the present study.
We observed that the surgery duration, which was longer
than 200 minutes in the first 10 cases, have decreased
gradually. For this reason, we think that advanced
laparoscopy performed carefully and persistently in every
surgical procedure enhances the experience.

In the present study, the mean duration of hospital stay
was 0.87 days. Attaallah et al.” found the mean duration
of hospital stay as 5 days for 33 patients. The higher mean
duration of hospital stay in the present study was attributed
to the presence of three patients with major complications.
Nevertheless, based on the studies in the literature that
compared the open surgery with laparoscopic surgery,
duration of hospital stay is shorter in laparoscopic surgery.

Although currently the laparoscopic colorectal surgery is not
the gold standard, it gives satisfactory outcomes as compared
to open surgery in many aspects such as oncological
principals, cosmetic outcomes, early recovery, and patient
satisfaction. Considering the short-term outcomes of the
present study, the results are consistent with the literature.
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Laparoskopik Kolorektal Cerrahi Deneyimimiz: Kisa
D6nem Sonuclarimiz

Our Experience of Laparoscopic Colorectal Surgery: Short Term Outcomes

Eyiip Murat Yilmaz!, Erdem Barig Carti1, Altay Kandemir2

1Adnan Menderes Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Aydin, Tiirkiye
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0z
Amag: Laparoskopik kolorektal cerrahi giintimuzde bircok merkezde yaygin olarak kullanilan bir prosediir halini almaya baslamistir. Klinigimizdeki
ilk laparoskopik kolorektal cerrahi olgularimizin erken donem sonuclarini sunmay1 planladik.
Yontem: Eylil 2014-Agustos 2016 tarihleri arasinda Adnan Menderes Universitesi Tip Fakltesi, Genel Cerrahi Anabilim Dal Klinigi'nde laparoskopik
kolorektal cerrahi uygulanan olgular calismaya dahil edilmistir.
Bulgular: Calismamiza toplam 30 hasta dahil edildi. On bir olguya (%36,7) Low anterior rezeksiyon, 10 olguya (%33,3) sag kolektomi, yedi olguya
(%23,3) anterior rezeksiyon, bir olguya (%3.,3) total kolektomi, bir olguya da (%3,3) abdominoperineal rezeksiyon islemi uygulandi. Ortalama
ameliyat suresi 149,67 dakika (aralik, 100-300) olarak kaydedildi. Hastalarin ortalama hastanede yaus siireleri 6,87 gtin (aralik, 3-34) olarak belirlendi.
Toplam iki hastada (%6,7) anastomoz kacag: gelisirken, bir hastada (%3,3) ureter hasari, bes hastada (%16,7) yara yeri enfeksiyonu gelisti.

Sonug: Laparoskopik kolorektal cerrahi sonuclarimiz literatiir ile benzer sonuclar vermektedir.
Anahtar Kelimeler: Laparoskopi, kolorektal cerrahi, deneyim

ABSTRACT

Aim: Currently laparoscopic colorectal surgery began to be a widely used procedure in many centers. We aimed to present early period outcomes of
first group of patients who had laparoscopic colorectal surgery in our clinic.

Method: Included were 30 patients who underwent laparoscopic colorectal surgery between September 2014 and August 2016 in Adnan Menderes
University Faculty of Medicine General Surgery Clinic.

Results: A total of 30 patients were included to this study. Low anterior resection were performed in 11 (36.7%) patients, right colectomy in 10
(33.3%) patients, anterior resection in seven (23.3%) patients, total colectomy in one (3.3%) patient, abdominal perineal resection in one (3.3%)
patient. Median operation time was 149.67 (range, 100-300) minutes. The median postoperative length of stay was 6.87 (range, 3-34) days. Anastomic
leakage occurred in two patients (6.7%), ureter damage in one patient (3.3%), and wound infection in five patients (16.7%).

Conclusion: Our laparoscopic colorectal surgery outcomes and the literature shows similarity.

Keywords: Laparoscopy, colorectal surgery, experience

guvenilir bir prosedirdiir.? Laparoskopi ilk olarak 1950’1i yillarda

Gintimiizde, kolorektal cerrahide minimal invaziv girisim tim tanisal olarak kullanilmaya baslanmis olup, kolon cerrahisinde

diinyada yayginlasmis olup, cogu merkezde oldukea sik kullanilir
hale gelmeye baslamustir.! Acik cerrahiye gore daha az hastanede
yatis stresinin olmasi, postoperatif hastanin erken doénemde
derlenmesi, daha iyi kozmetik sonuclar vermesi, daha az analjezik
ihtiyact duyulmas: ve gastrointestinal sistem fonksiyonlarinin
daha cabuk normale donmesi gibi bircok 6nemli avantaji olan

uygulanmasi 1990’11 yillarin basinda olmustur.’ Guntumuzde ise
olduke¢a yaygin kullanilmakla birlikte, sag kolondan rektuma
kadar laparoskopik kolon rezeksiyonu; cerrahi sinir, lenf nodu
diseksiyonu, ameliyat stiresi acisindan robotik cerrahiye herhangi
bir ustanlik saglamazken, maliyet acisindan laparoskopik

cerrahi robotik cerrahiden daha az maliyetli bulunmaktadir.
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Ancak rektumda ise dar pelvis nedeniyle robotik cerrahinin
laparoskopik cerrahiden daha konforlu ve avantajli oldugunu
savunan otorler mevcuttur.t Acitk cerrahiye bakildiginda ise,
maliyet olarak laparoskopik cerrahi daha yuksek maliyete sahip
iken, hastanede kalis stiresi, postoperatif daha az agr olmasi
ve derlenme siiresinin daha kisa olmasi, bunun sonucunda
da onkolojik hastalarda yara yeri iyilesmesinin iyi olmasi ve
adjuvan tedaviye daha ¢abuk baslanmasi gibi onemli avantajlara
sahip oldugu bildirilmektedir."”

Gunumuzde kolorektal cerrahide halen laparoskopik yontem
alun standart olarak kabul edilmemistir. Ayrica spesmeni
cikartmak icin yapilan kesi nedeniyle bazi cerrahlar tarafindan
“el yardimh” cerrahi olarak yorumlansa da bircok arastirmada
acik cerrahiye alternatif olarak gosterilmistir.® Bu makalede
klinigimizde laparoskopik olarak yaptigimiz ilk olgularn
sunmay!1 planladik.

Gerec ve Yontem

Eylal 2014-Agustos 2016 tarihleri arasinda Adnan Menderes
Universitesi Tip Fakultesi, Genel Cerrahi Anabilim Dali
Kliniginde laparoskopik olarak kolorektal cerrahi uygulanan
olgular calismaya dahil edilmistir. Dosyalar retrospektif olarak
taranmustir. Hastalarin demografik 6zellikleri, tanilari, tiimorlerin
lokalizasyonlari, ¢aplari, evreleri, ameliyatin tipi, siresi, diseke
edilen lenf nodu say1si, hastanin hastanede yatis stiresi, hastaya
sulu gida baslama guinleri, normal gidaya gecis gunleri, gelisen
komplikasyonlar kaydedilmistir. Laparoskopik baslanip aciga
gecilen olgular calisma disi birakilmistir. Tam hastalara yapilacak
olan ameliyat ve gelisebilecek komplikasyonlar anlatilmis
ve yazill onam alinmstir. Hastalarin timtine ameliyattan 1
gun dnce sulu gida verilmis ve uygun barsak hazirlhig yapilip
antibiyotik profilaksisi ile derin ven trombozu profilaksisi
yapilmistir. Ttim hastalar ayn1 cerrahi ekip tarafindan opere
edilmistir. Pnomoperiton karbondioksit gazi ile yaklasik 12-14
mmHg basing olusturulacak sekilde yapilmistir. Trokar sayisi
ve giris yerleri yapilan prosediire gore degisiklik gostermistir
(Resim 1, 2). Sag kolektomide gobek tisti1 ve gobek alt1 yaklasik
4-5 cm’lik kesi yapilarak yara koruyucu buraya yerlestirilmis,
spesmen buradan batin disina almmustir ve anastomoz stapler
ile disarda yapilmistir. Stapler aciklig1 aymi sekilde tekrar stapler
ile kapatilarak anastomoz tamamlanmstir. Sol kolon ve rektum
ameliyatlarinda ise 4-5 cm’lik phannelstein kesi yapilmis ve
spesmen bu kesiden disar1 alinmistir. Takiben anvil proksimal
ansa yerlestirilmis ve anastomoz iceride yapilmistir. Bir adet
abdominoperineal rezeksiyon (APR) olgusunda ise spesmen
anal yoldan disar1 almmistr. Bir adet familyal adenomatozis
polipozis koli olgusuna toplam kolektomi uygulanmistir ve
spesmen phannelstein kesiden disar1 alinmustir. Rektumda 8.
cm’den asagi yerlesimli timorti olan ve anastomoz riski olan
olgulara koruyucu loop ileostomi acilmistir.

Hastalara genel durumlarina ve anastomoz guvenligine gore
postoperatif 1. ya da 2. gunlerde siv1 gida baslanmistir. Takip
eden gunlerde gaz-gaita cikislarina gore diyetleri tedricen

R e

Resim 1. Laparoskopik sag kolektomitrokar ve kesi yerleri

Resim 2. Laparoskopik low anterior rezeksiyon trokar ve kesi yerleri
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arttirilarak hastalar salah ile taburcu edilmis ve gelisen erken
donem komplikasyonlar kaydedilmistir.

Istatistiksel Analiz

Verilerin degerlendirilmesinde SPSS 20 (IBM Corp. Released
2011. IBM SPSS Statistics for Windows, Version 20.0. Armonk,
NY: IBM Corp.) istatistik paket programi kullamlmistir.
Degiskenler ortalama + standart sapma ve medyan (minimum-
maksimum) yiizde ve frekans degerleri kullanilmustir.

Calismaya toplam 30 hasta dahil edilmistir. Hastalarin 18 (%60)
erkek, 12’si (%40) kadindir. Yas ortalamalar1 64,5 (45-81) olarak
tespit edilmistir. On bir olguya (%36,7) low anterior rezeksiyon
(LAR), 10 olguya (%33,3) sag kolektomi, yedi olguya (%23,3)
anterior rezeksiyon, bir olguya (%3,3) toplam kolektomi, bir
olguya da (%3,3) APR islemi uygulanmistir. Hasta grubumuzun
tami (%100) malignite hastasidir. Ortalama tamor caplari
443 cm (2-8,70) olarak bulunmustur. TNM evrelemesine
gore olgularimizin dci (%10) evre 1, 130 (%43,3) evre 2, 13’1
(%43,3) evre 3 ve biri (%3,3) evre 4 olarak belirlenmistir. Diseke
edilen ortalama lenf nodu sayist 16,53’tur (8-34). Ameliyat
yontemlerine gore bakildiginda ortalama lenf nodu sayilar
LARde 16,1 (8-24), sag kolektomide 20,8 (14-34), AR'de 17,4
(14-29), toplam kolektomide 13, APR'de 12 olarak saptandi.
Ortalama ameliyat stresi 149,67 dakikadir (aralik, 100-300).
Hastalarin ortalama hastanede yatis stireleri 6,87 gundur (aralik,
3-34). Sivi gidaya baslama stireleri ortalama 1,3 gin (1-3), normal
gidaya baslama ise 2,8 giin (2-8) olarak hesaplanmistir. Toplam
iki hastada (%6,7) anastomoz kacag gelisirken, bir hastada
(%3,3) ureter tam kat kesisi, bes hastada (%16,7) yara yeri
enfeksiyonu gelismistir. Mortalitemiz olmamistir. Anastomoz
kacaklarina stoma acilirken, treter tam kat kesisine perkutan
nefrostomi kateteri yerlestirilip yaklasik 2 ay sonra troloji ekibi
tarafindan double-j kateteri tzerinden treterotreterostomi
anastomozu yapilarak onarilmistir. Yara yeri enfeksiyonlar ise
oral antibiyotik ile kontrol altina alimmistir (Tablo 1, 2).

Gunumuzde ileri laparoskopik cerrahi bircok merkezde farkl
prosedirlerde giivenle kullanilmasina ragmen, halen kolorektal

Tablo 2. Taumor ve hasta verileri

n Minimum
Yas 30 45,00
Stre (dakika) 30 100,00
Yaus (gun) 30 3,00
Lenf nodu 30 8,00
Tumor capi (cm) 30 2,00
Sulu gida baslama (gtin) 30 1,00

Normal gida baslama (gun) 30 2,00

cerrahide altin standart olarak kullanilmamaktadir.®” Ancak
actk cerrahiye gore bircok avantaji mevcut olup bunlarin
basinda kozmetik gorinum, erken derlenme, postoperatif
donemde daha az agr olmasi, yara yeri enfeksiyonunun daha
az olmasi ve insizyonel herni oraninin daha az olmasi gibi
faktorler gelmektedir.®® Malignite olgularina bakildiginda
sag kalim i¢in gunimuzde kabul edilen en onemli kriterlerin
basinda diseke edilen lenf nodu sayisinin yeterli olmasi,
piyes smirlarinin ve radyal siirlann timorden temizlenmis
olmasi gelmektedir.’® Onkolojik prensipler acisindan her iki
prosedur de karsilastinldiginda sagkalim acisindan birbirlerine
ustunlukleri gosterilememistir.>® Gupta ve Watson'un"
yaptiklarn calismada laparoskopik  kolorektal —cerrahi
olgularinin acik kolorektal cerrahiler ile karsilastirildiklarinda
travmaya sekonder immun sistemin daha az hasarlandigim

Tablo 1. Ameliyat cesitleri, evre ve komplikasyonlar

n Oran (%)
Kadin 12 40,0
Cinsiyet
Erkek 18 60,0
APR 1 3,3
AR 7 23,3
Ameliyat LAR 11 36,7
Sag kolektomi 10 33,3
Toplam 1 3.3
1,00 3 10,0
2,00 13 43,3
Evre 3,00 13 43,3
4,00 1 3,3
Toplam 30 100,0
Anastomoz kacag: 2 6,7
Ureter tam kat kesi 1 33
Komplikasyon
Yara yeri enfeksiyonu 5 16,7
Yok 22 73,3

APR: Abdominoperineal rezeksiyon, LAR: Low anterior rezeksiyon

Maksimum Ortalama Standart sapma
81,00 64,50 8,96

300,00 149,67 39,21

34,00 6,87 6,09

34,00 16,53 5,37

8,70 4,43 2,01

3,00 1,30 0,53

8,00 2,80 1,19
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ve daha az immun fonksiyonda bozulma oldugunu
gostermislerdir.  Literatiirde yapilan bircok calismada
laparoskopik kolorektal cerrahi komplikasyon oranimin %1,5-
36 oldugu bildirilmektedir.'*" Bizim calismamiz da literatur
ile paralellik gostermektedir. Hasta grubumuzda anastomoz
kacagi ve ureter tam kat kesisi gibi major komplikasyonlarin
olgulamizin %10’unda gelistigi gorulmustir. Ureter tam
kat kesisi komplikasyonumuz, ogretim egrimizin basinda,
2. olgumuzda olmus ve sonraki olgularimizda iyatrojenik
tireter hasarimiz olmamistir. ki anastomoz kacaginin da
sag kolektomi olgularinda meydana gelmesi ve sol kolon ve
rektum ameliyatlarinda anastomoz kacagi olmamas: dikkat
cekmekte, rektum ameliyatlarinda koruyucu ileostominin bu
kacaklar1 onledigini dustunmekteyiz. Yaptigimiz sag kolektomi
olgularimizda, proksimal ileal ans ve distal transvers kolon
mini laparatomi insizyonundan batin disina alinip, anastomoz
2 adet duz kesici kapatici stepler ile, takviye Lambert stuturler
atilmadan tamamlandi. Sag hemikolektomi olgularimizdaki
%20 gibi yuksek anastomoz kacak oranimiz nedeniyle sonraki
olgularimizda ileotransversostomi anastomozumuzu, acik
cerrahi usulde tecrtibemiz olan elle anastomoz (3/0 vicryl ile ilk
sira connell, 3/0 vicryl ile ikinci sira Lambert suturler) seklinde
veya 2 adet duz kapatic1 stepler ile yaptigimiz anastomozlara
ise 3/0 vicryl ile destek sutiirleri atmaya karar verdik.
Laparoskopi tecrtibesi arttikca ortalama zaman siiresinin
de kisaldigimi dustunmekteyiz. Literaturde cesitli yayinlarda
bu tecritbenin kirilma noktast olarak yaklasik 20-30 olgu
yapilmas1 gerektigini bildiren yayinlar mevcuttur.>* Gilmore
ve ark. nin' yaptiklar1 calismada ortalama operasyon stresini
156 dakika olarak bildirirlerken bizim calismamizda ise bu
streyi 149,67 dakika olarak tespit ettik. 1lk 10 olgumuzda
yaklastk 200 dakikanin tzerinde stirede biten operasyonlarin
giderek daha kisaldigini gozlemledik. Bu sebeple sabirla ve
dikkatle ileri laparoskopinin her ameliyatta biraz daha beceriyi
arttirdigin dustunmekteyiz.

Hastalarimizin ortalama hastanede yatis stiresini 6,87 gtin olarak
saptadik. Attaallah ve ark.” yaptiklar: calismada ise 33 hastada
ortalama hastanede yatis siiresini 5 gun olarak saptamuislardir.
Bizim ortalamamizi arttiran sebeplerden birisinin 3 adet
major komplikasyonlu hastamizin oldugunu diisuinmekteyiz.
Yine de literatirdeki acik cerrahi ile laparoskopik cerrahiyi
karsilastiran yayinlara baktigimizda acik cerrahiye oranla daha
az stre ile hastanede yatis oldugunu gozlemlemekteyiz.

Laparoskopik kolorektal cerrahi, giniimiizde altin standart
yontem olmasa da acik cerrahiye oranla onkolojik prensipler,
kozmetik sonuclar, erken derlenme, hasta memnuniyeti
gibi bircok sebepten otira acik cerrahiye kiyasla yiiz
guldurtct sonuclar vermektedir. Klinigimizdeki kisa donem
sonuclarimiza baktugimizda ise komplikasyon oranlan ve
diger veriler acisindan literattir ile benzer sonuclar elde etmis
durumdayiz.

Etik

Etik Kurul Onay1: Retrospektif tanmimlama calismasi oldugu
icin etik kurul onay1 alimnmamistir, Hasta Onay1: Calismamiza
dahil edilen tim hastalardan bilgilendirilmis onam formu
alimmustr.
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The Effects of Perianastomotic Injections of Different
Growth Factors on Experimental Colonic Anastomoses
in Rats

Cesitli Buyume Faktdrlerinin Deneysel Kolonik Anastomoz Yapilan Ratlarda
Anastomoz Etrafina Enjekte Edilmesinin Etkileri

Ergin Kopall, Bartu Badak2, Necdet Fatih Yagar2, Ersin Ateg2

1Esentepe Private Hospital, Clinic of General Surgery, Bursa, Turkey
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ABSTRACT

Aim: Despite advances in medicine and technology, anastomotic healing problems and leaks are still the most important causes of postoperative
morbidity and mortality in colorectal surgery. Growth factors are proven to have significant effects on wound healing. The aim of the present study
was to determine the effects of different growth factors on experimental colonic anastomoses and the healing process.

Method: The study included 48 Wistar rats, weighting 200-250 g, which were divided to 6 randomised groups (n=8): Group I-Sham group;
Group II-Partial colostomy+colonic anastomosis; Group III-Partial colostomy+colonic anastomosis+125 pg/kg epidermal growth factor; IV-Partial
colostomy+colonic anastomosis+6.5 pg/kg keratinocyte growth factor; V-Partial colostomy+colonic anastomosis+16 pg/kg fibroblast growth factor;
Group VI-Partial colostomy+colonic anastomosis +150 ng/kg granulocyte-colony stimulating factor. All factors were injected subserosally to the
perianastomotic area. On the postoperative 7th day, rats were sacrificed and perianastomotic tissue examples were obtained for colonic bursting
pressure, tissue hydroxyproline levels and histopathologic examination.

Results: Colonic bursting pressures were higher in Groups Il and V compared to Groups II and VI (p<0.01). Tissue hydroxyproline levels also were
higher in Groups III, IV and V compared to Groups II and VI (p<0.001). Histopathologic examination revealed that the healing parameters were
higher in Groups III, IV and V, and lesion parameters were higher in Groups Il and VI.

Conclusion: This study suggests that local application of epidermal, keratinocyte and fibroblast growth factors in the anastomotic area improves the
healing process of colonic anastomoses.

Keywords: Experimental, healing, colorectal

oz
Amac: Saglik ve teknoloji alanindaki tim gelismelere ragmen; kolorektal cerrahide anastomoz iyilesme problemleri ve kacaklar halen ameliyat sonrasi
morbidite ve mortalitenin en onemli sebepleri olarak gorinmektedir. Biytime faktorleri yara iyilesmesine yonelik anlamh gucli etkileri olmasi
sebebiyle denemektedir. Yirutiulmekte olan bu ¢alismanin amact; cesitli butytime faktorlerinin deneysel kolon anastomozlari ve yara iyilesmesi tizerine
etkilerini incelemektir.
Yontem: 200-250 gr agirhgindaki 48 Wistar tiru rat, 6 randomize gruba bolinmusttar. Grup I-Sham grubu, Grup II-Parsiyel kolotomi+kolonik
anastomoz, Grup III-Parsiyel kolotomi+kolonik anastomoz+125 pg/kg epidermal bitytime faktorti, Grup IV-Parsiyel kolotomi+kolonik anastomoz+6.5
pg/kg keratinosit buyume faktori, Grup V-Parsiyel kolotomi+kolonik anastomoz+16 pg/kg fibroblast buytme faktorii ve Grup VI-Parsiyel
kolotomi+kolonik anastomoz+150 pg/kg grantilosit-koloni uyarici faktor. Bitun faktorler anastomoz alanina subserozal olarak enjekte edilmistir.
Ameliyat sonras1 7. ginde ratlar sakrifiye edilmis ve anastomoz etrafi doku ornekleri kolonik patlama basinci, doku hidroksiprolin duzeyi ve
histopatolojik inceleme amacl toplanmustir.
Bulgular: Kolonik patlama basin¢lar1 Grup III ve V'te Grup II ve VI'ya nazaran ytksekti (p<0,01). Doku hidroksiprolin dtizeyleri de Grup III, IV ve
V’te Grup II ve VI'ya oranla daha yuksekti (p<0,001). Histopatolojik inceleme sonuclari iyilesme parametrelerinin Grup III, IV ve VI'da daha ytiksek
oldugunu; lezyon parametrelerinin Grup II ve VI'da daha yiiksek oldugunu gostermistir.
Sonug: Bu calisma epidermal, keratinosit ve fibroblast bityume faktorlerinin lokal uygulanmasinin kolon anastomoz iyilesme sturecini gelistirdigini
iddia etmektedir.
Anahtar Kelimeler: Deneysel, iyilesme, kolorektal

E_,;UI'EFE Address for Correspondence/Yazisma Adresi: Bartu Badak MD

Tt Eskisehir Osmangazi University Faculty of Medicine, Department of General Surgery, Eskisehir, Turkey
%’ﬁ Phone: +90 506 672 53 03 E-mail: drbartu@gmail.com

Bl 503% Received/Gelis Tarihi: 23.08.2016 Accepted/Kabul Tarihi: 30.10.2016

©Copyright 2016 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Yaymevi.

113



Kopal et al.
114 The Effects of Growth Factors on Colonic Anastomoses

Despite the advances in technics, technology and suturing
materials, comparing with surgical procedures applied
to other organs, colorectal surgery is still one of the most
complicating surgical procedure worldwide. Leakage
that’s seen after colonic anastomoses increase the patient’s
morbidity and mortality.’ It has been reported that when
the anastomosis is closer to the anus, leakage rate is higher
in elective colorectal surgery.? Various factors, including
preoperative using of steroids, elongation of the operation
time and contamination of the surgical area; increase the
anastomotic leakage rates.?

Recent studies notify that sufficient blood flow is essential for
healing of colonic anastomoses and adequate oxygenization
improves collagene synthesis and increases the safety of the
anastomoses.*>%7

Wound healing process is composed from inflammation,
collagene accumulation and collagene maturation steps.
Blood vessels are the most important elements of this early
stage of trauma responce.?

The resistance of the anastomosis against streching and other
factors is dependent on collagene.®!* Bowel wall contains
collagene type I, III and V.'" Collagene catabolism is higher
than synthesis in first postanastomotic day, but in seventh
day, thus collagene synthesis passes the catabolism."
Wound healing is controlled by a variety of regulators.'
Experimental studies have shown that growth factors (GF)
demonstrate considerable effects on wound healing.'**
These factors regulate the cell functions, including growing,
differantiation and metabolism."” Each GF acts on different
step of wound healing: e.g. inflammation, matrix synthesis
and storage, angiogenesis, epithelisation and contraction.'*">
Epidermal GF (EGF) is a mithogenic polypeptide, containing
53 aminoacides, appears in many different tissues and body
fluids of mammals.'® It has mitogenic properties on epithelial
and mesothelial cells.!” EGF; exhibits strong action on cell
division and differantiation both in vivo and in vitro by
binding to own glycoprotein receptor, which is localised on
the cell surface of fibroblasts, cornea, lence, small and large
intestine, glia and epithelial cancer cells."®

Fibroblast GF (FGF) is a member of a wide polypeptide
family and plays role in the regulation of the cell growing
FGFs
chemotactic and angiogenetic effects on mesodermal cells,
which are very important in tissue repair and regeneration.
FGF-1, (acidic FGF) and FGF-2 (alkaline FGF) are the

20,21

and differantiation." demonstrate mithogenic,

leading members of this family.
Keratinocyte GF (KGF) is a member of the FGF family
and is entitled as FGF-7.2* This factor is fairly specific for
keratinocytes and induces dermal fibroblasts in case of skin

wounds within 24 hours.”? KGF is a 28 kDa single chain
polypeptide and is secreted by stromal cells of almost all
epithelised organs. KGF effects the epithelial cells by
inducing proliferation, migration and morphogenesis.?
Granulocyte-colony stimulating factor (G-CSF) is a 17 kDa
glycoprotein. Recent studies showed that; the most of the
G-CSF receptors are expressed on neutrophils and a little
part on monocytes in vitro. G-CSF is used routinely in
afebryl and febryl neutropenia due to chemotherapy, acute
myeloid leukemia, myelodysplastic syndrome and bone
marrow transplantations.?*

Determination of the effects of perianastomotic injection of
different GFs on colonic anastomoses in rats composes the
goal of this study.

Anesthesiaand Technique: The present study was performed
in Medical and Surgical Research Centre Laboratory of the
Eskisehir Osmangazi University Faculty of Medicine after
approval of the Local Ethics Commitee.

A total of 48 male Sprague-Dawley rats, weighting 200-250
g, were housed at constant temperature with 14/10 h periods
of light and dark exposure, respectively. In acclimation
period of at least five days prior to experiments, animals
were allowed to access standard rat chow and water ad
libitum. Rats were starwated 12 hours before experiments
and randomized into six groups (n=8). After anesthesia
with subcutaneous injection of 50 mg/kg thiopental sodium
(Pental Sodyum, IE Ulagay, Turkey) rats were fixed in supine
position, shaved and disinfected with povidone-iodine
10% (Isosol, Merkez Laboratory&Medical Tic., Istanbul,
Turkey). Dry operating field covered with sterile drape and
median laparotomy was performed. Except for sham group,
all contents of caecum and accending colon were pushed
distaly and a partial colotomy was performed on accending
colon. Thereafter all colotomies were closed with single
layer separated 7/0 polypropylene sutures. Sham group rats
were subjected only to colonic exploration. Experimental
GFs were injected with 26 G syringes in subserosal area of
the anastomotic region in groups III, IV, V and VI. Rats were
divided into six randomised groups (n=8):

I. Sham group (Grup S): colon exploration

II. Colon anastomosis group (control) (Grup CA):
anastomosis of ascending colon

III. EGF + Colon anastomosis group (Grup EGFCA): 125
ng/kg EGF (SIGMA 2008, Germany).

IV. KGF + Colon anastomosis group (Grup KGFCA): 6,5
pg/kg KGF (SIGMA 2008, Germany).

V. FGF + Colon anastomosis group (Grup FGFCA): 16 ng/
kg FGF (SIGMA 2008, Germany).
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VI. G-CSF + Colon anastomosis group (Grup CSFCA): 150
ng/kg G-CSF (Roche 2008, Turkey).

After closure of the abdomen, animals were placed into
separated cages and after 12 hours from operation allowed
to oral feeding. On the 7" postoperative day relaparotomy
was performed in the same fashion and after sampling of 2
cm proximal and distal perianastomotic area of the colon
rats were sacrifised with decapitation.

Measurement of Colonic Bursting Pressure (CBP): The
feces in sampled colonic lumen was cleaned. After placing
of a catheter into proximal edge of the colon both egdes
were closed with 2/0 silk in an effort to avoid air leakage.
The uncovered edge of the catheter was connected to a
standart sphygmomanometer and infussion pump through
a fluid infussion set. Prepared colonic segment was placed
into a glass container, filled with normal saline. By means
of infussion pump, the intracolonic pressure was increased
with air, infused with 6 mL/min velocity. The value of
sphygmomanometer at the moment of detection of air
bubles was recorded as CBP.

Measurement of Tissue Hydroxyproline (THP) Level:
Following CBP measurement, the colonic segment was
cutted 1 cm proximaly and distally to the anastomosis.

A 2 cm long colonic segment, containing the anastomosis
at median point was acquired. This segment was cutted
vertically to 2 equal segments, each segment have
anastomosis at the median point. One of this segments
was placed in 10% formalin solution for histopathologic
examination and another was freezed immediately at-700 C
for subsequent THP level measurement.

A ready-maid purchased hydroxyproline estimation kit was
used for THP level measurement (HypronosticonR, Organon,
HOLLAND). By inserting the obtained optic densities into
below formulation, the THP level was calculated as mg/L: 2
x N tube’s optic density x 50/S tube’s optic density-N tube’s
optic density.

By estimation and calculation of used tissue weight and
added fluid amounts, this THP level was converted to
THP consentration. The results were expressed as ug
hydroxyproline/mg tissue.

Histopathologic Examination: From tissue samples in
formalin solution paraffin blocks were prepared, then 4.5
micron in tickness sections were dyed with Haematoxylin-
Eosin (H&E) and analysed blindly by a single pathologist.
Tissues were assessed in terms of alterations leading to
healing of the anastomoses (healing parameters) [i.e.
vascular proliferation (VP), collagene tissue proliferation
(CTP), fibrous tissue proliferation (FTP), and mononuclear
leukocyte infiltration (MNLI)] and in terms of alterations
leading to impairment of the anastomoses (lesional

parameters) [i.e. mucosal ulseration (MU), perianastomotic
oedema (PAO), polimorphonuclear leukocyte infiltration
(PMNLD].

Determined results were scored from 1 to 4 as follows: 0O
to 25% changes as 1, 26 to 50% changes as 2, 51 to 75%
changes as 3 and 76 to 100% changes as 4.

Statistical Analysis

CBP and THP levels were analysed using One-way ANOVA
test, histopathological scores were analysed using Kruskal-
Wallis test and multiple comparisons of both analyses were
performed using Tukey’s method.

Colonic Bursting Pressure Levels

Comparison of CBP levels of the groups revealed statistically
significant difference (p<0.001). CBP levels of the Group S
was significantly higher than all of other groups (p<0.001).
Comparing the anastomosis groups; CBP values of the
EGFCA and FGFCA groups were significantly higher in
contrast to Group CA (p<0.01 and p<0.05, respectively).
There was no diffference between Groups KGFCA, CSFCA
and Group CA (p>0.05) (Figure 1).

Tissue Hydroxyproline Levels

There was significant difference between THP levels of
the groups (F: 28.05; p<0.001). Accordingly, THP levels
of Group S was significantly lower comparing with other
groups, except Group CA (p<0.001). Comparing the
anastomosis groups; the values of Groups EGFCA, KGFCA
and FGFCA were higher than Group CA (p<0.001, p<0.001
and p<0.01, respectively). There was no difference between
Group CSFCA and Group CA (p>0.05) (Figure 2).

CBP Levels (mmHg)
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Figure 1. The distribution of colonic bursting pressure levels between

groups (values are given as medians)
CBP: Colonic bursting pressure, CA: colon anastomosis



Kopal et al.
116 The Effects of Growth Factors on Colonic Anastomoses

THP Levels (pg/mg)
10.4
8.68
7.43
4i i l | 6.41
Group 5 &'l:lu' 6 - '
oup .
A
CSFCA

Figure 2. The distribution of tissue hydroxyproline levels between
groups (values are given as medians)
THP: Tissue hydroxyproline, CA: colon anastomosis
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Figure 3. The distribution of histopathological scores of groups. The
healing factors affecting anastomotic healing were presented seperately

VP: Vascular proliferation, CTP: collagene tissue proliferation, FTP: fibrous tissue
proliferation, MNLI: mononuclear leukocyte infiltration, CA: colon anastomosis
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Figure 4. The distribution of histopathological scores of groups. The
lesional factors affecting anastomotic healing were presented seperately
PMNLI: Polimorphonuclear leukocyte infiltration, MU: mucosal ulseration, CA: colon
anastomosis

Histopathologic Examination of the Anastomoses

Tissue samples of groups were analysed histopathologically
by a single pathologist in a blinded fashion and scored in
terms of healing parameters and lesional parameters (Figure
3,4).

Comparison of the Healing Results

Sham Group Histopathological Examination (Picture 1):
Normal colonic mucosa.

Vascular Proliferation (Picture 2): Comparison of groups
from the point of VP revealed that only Group KGFCA
scores were statistically higher than Group S (p<0.001).
Comparison of colon anastomosis groups showed that
only KGFCA groups scores were higher than Groups
CA (p<0.001). There was no significant difference
between Groups EGFCA, FGFCA, CSFCA and Group
CA (p>0.05).

Collagene Tissue Proliferation (Picture 3): Although scores
of all anastomosis groups were higher than Group S, there
was no statistically significant difference between groups
(p>0.05).

Fibrous Tissue Proliferation (Picture 4): Appraisal of groups
in terms of FTP demonstrated that there was statistically
significant difference between Groups FGFCA, KGFCA,
CSFCA and Group S (p<0.001). Comparison of colon
anastomosis groups indicated that there was significant

AR ARM
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Picture 2. Vascular proliferation in Group keratinocyte growth factor
colon anastomosis (HE, x100)
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difference between Groups FGFCA, KGFCA, CSFCA and
Group CA (p<0.01, p<0.01 and p<0.001, respectively). There
was no difference between Group EGFCA and CA (p>0.05).
Mononuclear Leukocyte Infiltration (Picture 5): The MNLI
scores of all groups were significantly higher than Group
S (p<0.001). Comparison of colon anastomosis groups
revealed that there was significant difference only between
Group EGFCA and Group CA (p<0.001). There was no
difference between Group KGFCA, FGFCA, CSFKA and
Group CA (p>0.05).
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Picture 3. Collagene tissue proliferation in Group epidermal growth
factor colon anastomosis (HE, x200)
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Picture 4. Fibrous tissue proliferation in Group keratinocyte growth
factor colon anastomosis (HE, x200)

Picture 5. Mononuclear leukocyte infiltration in Group epidermal
growth factor colon anastomosis (HE, x200)

Comparison of the Lesional Results

Polimorphonuclear Leukocyte Infiltration (Picture 6):
The PMNLI scores of all groups were higher than scores of
Group S (p<0.001). Analysis of colon anastomosis groups
demonstrated the decrease of scores in Group EGFCA and
FGFCA in comparison with Group CA (p<0.001). There was
no significant difference between Group FGFCA, CSFCA
and Group CA (p>0.05).

Perianastomotic Oedema (Picture 7): The scores of Group
CA and CSFCA were higher than Group S (p<0.001);
however there was no distinction between Group EGFCA,
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Picture 6. Polimorphonuclear leukocyte infiltration in Grup colon
anastamoses (HE, x200)

Picture 8. Mucosal ulseration in Grup CA (HE, x40)




Kopal et al.
118 The Effects of Growth Factors on Colonic Anastomoses

FGFCA, KGFCA and Group S. The scores of Group EGFCA,
FGFCA and KGFCA were better than scores of Group CA
(p<0.001); there was no difference in comparison of group
CSFCA and CA (p>0.05).

Mucosal Ulseration (Picture 8): The comparison of MU
scores revealed that there was no difference between groups,
although the scores of Groups EGFCA, FGFCA, KGFCA
were better than Group S. There was no difference also
between colon anastomosis groups (p>0.05).

Despite advances in technology and colorectal surgery,
there is still high morbidity and mortality rates particularly
due to anastomotic leakages.!? The studies reported that
when the anastomoses are closer to anus, leakage rates are
higher.»*> Emergency colorectal surgery and attenuation
of perianastomotic blood flow due to trauma or technical
problems are the other important factors leading to
anastomotic leaks.! Additionally, various factors like
preoperative use of steroids, elongation of operation time
and contamination of operation site increase the leaks rates.?
Platell et al.? notify 2.4% overall leakage rate in a series of
1598 patients subjected to colorectal anastomoses while
leakage rate is 1.5% in intraperitoneal anastomoses, the rate
is 6.6% in extraperitoneal anastomoses.

Various physical and mechanical factors, such as different
drug trials, examinations of angiogenetic mechanisms, a
variety of colon cleaning methods, new suturing materials
and surgical techniques were analysed in order to improve
anastomotic safety.”®* Experimental study performed
by Lord et al.® in order to compare colonic anastomoses
performed with different sutures, such as chromic catgut,
silk, polyglycolic acid, polypropylene, and teflon reported
the eligibility of polypropylene and teflon sutures to cause
less damage and inflammation. Chung® compared the
single layer and double layer anastomoses and informed that
double layer anastomoses reduce the mucosal blood flow. In
accordance with literature, the anastomoses in present study
were performed with single layer polypropylene.

In published studies mechanical strenght of anastomoses
was measured via two principal methods: CBP was the more
prefered, and other was longitudinal breaking strenght.®°
Biochemical method used for determination of the
anastomotic healing in several studies was THP levels, and
this measurement was accepted equal to collagene levels.®
Histopathology was also a beneficial assessment criterion in
studies regarding to colonic anastomoses.> These leading
parameters were used in our study.

Each GF affects on one or more different steps in wound
healing process. These steps are inflammation, matrix

synthesis and storage, angiogenesis, epithelization and

1415 Recent studies research the effect of EGF on

contraction.
wound healing 18. EGF saturated sponges applied locally to
colonic anastomoses, have shown to reverse the inhibitory
effects of systemically applied methylprednisolone on
wound healing.>

The appraisal of perianastomotic local EGF injection on
colonic anastomoses revealed that EGF increases the CBP
and THP levels and therefore the perianastomotic collagene
levels. Additionally EGF has histopathologic benefits. MNLI
has been significantly increased.

Although not singificantly, EGF increases other healing
histopathologic parameters.

Furthermore the lesional parameters have been decreased.
EGF significantly decreases the PMNLI and PAO. Although
not significantly, the perianastomotic MU has been
decreased.

The overall effects of EGF give chance to think that may be
used in healing of colonic anastomoses. The insignificance of
histopathologic parameters better than CA group, this may
be explained with the insufficient number of experimental
animals.

KGF is secreted by stromal cells of almost all epithelised
organs and is mithogenic and chemotactic for epithelial
cells.’? Egger et al.** determined the beneficial effects of
intraperitoneal EGF on colonic anastomoses and Cui et al.
on experimental esophagogastric anastomoses.

The appraisal of perianastomotic local injection of KGF
in the present study revealed that; KGF increases the
CBP, but not significantly and significantly increases the
perianastomotic THP levels. Additionally histopathologic
evaluation revealed the beneficial effects on VP and FTP.
Although not significantly, other healing histopathologic
parameters PAO decreased
significantly. Other perianastomotic lesions diminished,
but not significantly. These results showed that KGF is

ameliorated. Moreover

less effective than EGF and FGF on healing of colonic
anastomoses. FGF is mithogenic for mesenchymal cells,
stimulates angiogenesis and plays important role in
wound healing.?*** Nurata et al. " in an experimental
study, designed to investigate the effects of local FGF
on duramather injuries with serebrospinal fluid leaks,
determined the favourable effects of FGF on healing of
duramather. Ernst et al.*® found that local administration
of FGF accelerates the healing of gastric ulcers in
experimental conditions. The assessment of animals
subjected to perianastomotic local FGF injection revealed
the following results: 1) the CBP and perianastomotic THP
levels and accordingly the collagene amount were increased
by FGF; 2) FGF has positive effects on histopathological
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healing parameters. The FTP was significantly increased
and although not significantly other healing parameters
also have been increased; 3) additionally perianastomotic
lesions have been reduced by FGF administration. There
is significant decrease in PMNLI and PAO. Although
not significantly the perianastomotic MU also have been
decreased. All these detected effects occupies that FGF
also may be used in healing of colonic anastomoses
although less effectiveness to EGF. G-CSF stimulates the
colony growth specific to granulocytes and provides the
functional activation of PMNLs.** Grzybowski et al.** have
determined the favourable effects of locally administered
G-CSF, GM-CSF and EGF on healing of skin incisions,
but these findings were not confirmed by other similarly
desinged studies. Present study showed that there was not
significant increase in CBP and perianastomotic THP levels
after injection of G-CSF. On histopathological point of view,
among healing parameters only the FTP was significantly
increased by G-CSF administration. Additionally there
was not decrease in perianastomotic lesions. These effects
demonstrate that G-CSF has not significant contribution
on healing of colonic anastomoses.

Evaluation of all results determined in our study
demonstrated that; G-CSF has not beneficial effects on
wound healing of colonic anastomoses, but KGF, FGF,
and particularly EGF are agents which may increase the
anastomotic safety and resistance against the intracolonic
tension strength of colonic anastomoses. This experimental
trial is suggestive in terms of demonstrated that the local use
of EGF, KGF, and FGF in colorectal surgery may provide
benefits to surgeons, however most efficient GF need to be
tested. The effectiveness and dose dependent benefits and
the exact way of action and administration way of these
drugs need to be investigated via further and detailed studies.
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Neutrophil/Lymphocyte Ratio in Acute Appendicitis:
A State Hospital Experience

Akut Apandisitte Noétrofil/Lenfosit Orani: Bir Devlet Hastanesi Deneyimi
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1Konya Sarayénii State Hospital, Clinic of General Surgery, Konya, Turkey
2Kartal Koguyolu High Speciality and Training Hospital, Clinic of Gastroenterological Surgery, Istanbul, Turkey

ABSTRACT

Aim: The aim of this study was to assert the diagnostic value of neutrophil/lymphocyte ratio (NLR) in cases diagnosed as acute appendicitis.
Method: The data of 112 patients diagnosed with acute appendicitis who were operated on by the same surgical team between January 2014 and
December 2014 were retrospectively reviewed. Acute appendicitis patients included in the study were divided into two groups as uncomplicated
(group 1) and complicated appendicitis (group 2) based on histopathology results. Group 3 consisted of healthy control subjects (n=50) who applied
to the general surgery clinic.
Results: There were 71 patients in group 1, 34 patients in group 2 and 50 patients in the control group (group 3). There were no significant differences
between groups in terms of age or gender. Significant differences emerged in leukocyte and NLR. There was a significant difference between group
1 and group 2 in terms of radiological appendix diameter and contamination around the appendix and fluid accumulation (p=0.001). However, a
significant difference was not detected between NLR increase and contamination around the appendix, fluid accumulation, or appendix diameter.
Conclusion: We think that NLR, which can be taken from whole blood count in the diagnosis of acute appendicitis, is a parameter that can be easily
used because of its low cost and easy accessibility.
Keywords: Appendicitis, complicated appendicitis, lymphocyte, neutrophil

0z
Amag: Bu calismada akut apandisit tanis1 alan olgularda nétrofil/lenfosit oraninin (NLO) tanisal degerini ortaya koymay1 amacladik.
Yontem: Ocak 2014-Aralik 2014 yillan arasinda klinigimizde aym cerrahi ekip tarafindan opere edilen akut apandisit tanili 112 hastanin verileri
geriye yonelik incelendi. Calismaya dahil edilen akut apandisit hastalar1 histopatoloji sonuglar: esas alinarak komplike olmayan (grup 1) ve komplike
apandisit (grup 2) olmak tizere iki gruba ayrildi. Grup 3’ ise genel cerrahi poliklinigine basvuran saglikli bireyler (n=50) kontrol grubunu olusturdu.
Bulgular: Grup 1'de 71 hasta, grup 2’de 34 ve kontrol grubunda (grup 3) ise 50 hasta bulunmakta idi. Gruplar arasinda yas ve cinsiyet acisindan
anlamh farkhilik saptanmadi. Lokosit ve NLO’ya bakildiginda ise anlamh farklihk mevcuttu. Grup 1 ve grup 2 arasinda radyolojik apendiks cap1 ve
cevresel kirlenme ac¢isindan anlamli farklilik izlendi (p=0,001). Ancak NLOnun artisi ile apendiks cevresinde kirlenme, siv1 birikimi ve apendiks ¢ap1
arasinda anlaml fark saptanmadi.
Sonuc: Akut apandisit tanisinda tam kan sayimindan bakilabilen NLO, gerek diisitk maliyetli gerekse de kolay ulasilabilir olmasi nedeniyle rahatlikla

kullanilabilecek parametre oldugunu dustinmekteyiz.
Anahtar Kelimeler: Apandisit, komplike apandisit, lenfosit, notrofil

A detailed history and thorough physical examination are the

first step in the evaluation of acute appendicitis patients.?
Acute appendicitis is one of the most common emergency : . ) . . .

Most patients present with pain starting from the epigastric
conditions encountered in general surgery clinics." Despite  region and localizing to the lower right quadrant, nausea,
advances in medical technology and growing experience, vomiting and loss of appetite, though atypical presentations

acute appendicitis is still diagnosed based on clinical findings. are also common. Delayed diagnosis increases rates of
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perforation and subsequent morbidity, while early surgical
decisions to avoid complications increase the negative
appendectomy rate.”> The considerably high rates of
perforation (15-45%) and negative appendectomy (7-25%)
reported in the literature show that despite technological
advances and clinical experience, we have yet to establish a
foolproof diagnostic approach.?

The use of various diagnostic tools may reduce perforation
rates, duration of hospital stays, and unnecessary surgeries
in patients without acute appendicitis. These diagnostic
tests include scoring systems, ultrasonography (USG),
computed tomography (CT), magnetic resonance imaging
and laparoscopy.*

Despite these options, this area remains the subject of
intense study for many researchers hoping to develop a
more effective diagnostic procedure for acute appendicitis.
Their studies have primarily focused on laboratory tests
and imaging modalities. To further this aim, in the current
study we evaluated the role of the neutrophil-to-lymphocyte
ratio (NLR)-a less investigated parameter-in the diagnosis of
acute appendicitis, its association with radiologic diameter,
and whether it can be used to differentiate complicated
appendicitis.

The medical records of 112 patients over 18 years old who
were operated for presumed appendicitis by the same surgical
team in our clinic between January 2014 and December 2014
were analyzed retrospectively. After surgery, the appendix
tissue obtained was classified pathologically as normal or
acute appendicitis. Gangrenous and perforated appendices
were further separated into a complicated appendicitis
group.

In 7 cases, the appendix was determined normal
intraoperatively and appendectomy was performed. The
pathology results confirmed normal appendix and these
patients were excluded from the study.

The remaining acute appendicitis patients were divided
based on histopathologic reports into an uncomplicated
appendicitis group (group 1) and a complicated appendicitis
group (group 2). Group 3 consisted of healthy individuals
presenting to the general surgery clinic (n=50). None of the
control subjects had malignancy or recent history of local/
systemic inflammation. The controls were age- and gender-
matched to the patient groups.

Demographic data such as age and gender, preoperative
radiologic appendix diameter, presence of periappendiceal
contamination/fluid, operative diagnoses and pathologic
results were recorded for all patients.

Patients’ leukocyte, neutrophil and lymphocyte counts were
determined from values obtained from peripheral venous
blood samples. The NLR was calculated by dividing the
neutrophil count by the lymphocyte count.

Preoperative appendix diameter determined by USG and CT
was measured in millimeters and recorded. The appendix
was determined radiologically normal in 6 of the operated
patients and could not be evaluated in 6 other patients. NLR
and radiologic diameter measurements obtained from these
12 patients were excluded in the statistical analysis.
Statistical Analysis

The Statistical Package for the Social Sciences (SPSS version
21.0, SPSS Inc., Chicago, IL, USA) software was used
for biostatistical analyses. Data obtained from the study
subjects was expressed as mean and standard deviation,
and percentages when appropriate. Data distributions were
evaluated for normality using Kolmogorov-Smirnov test. For
normally distributed data, ANOVA was used for multiple
group comparisons and Student’s t-test was used for two-
group comparisons. Relationships between statistically
significant results were determined using post hoc Tukey
test. Categorical variables were compared using chi-square
test. Results were evaluated within a 95% confidence interval
and level of significance was accepted as p<0.05.

Of the 112 patients, 98 (87.5%) underwent surgery for
presumed appendicitis and 14 (12.5%) for acute abdomen.
After excluding 7 patients whose pathology report indicated
normal appendix, the study included 105 patients. There
were 71 patients in group 1, 34 patients in group 2, and 50
subjects in the control group (group 3).

There were no significant differences in age or gender
distribution between the groups. Significant differences
were observed in leukocyte counts and NLR. Post hoc Tukey
test of significance revealed that there were significant
differences in leukocyte count between the 3 groups, while
the difference in NLR was not significant between groups
1 and 2 but was significant in all other group comparisons
(Table 1).

Appendectomy was performed using open (McBurney)
technique in 93 patients (88.5%), laparoscopic in 10
patients (9.5%) and umbilical minilaparotomy in 2 patients
(1.9%). No significant differences emerged between the
groups in terms of surgical method. The relatively low rate
of laparoscopic appendectomy (9.5%) is due to the fact that
the laparoscopy instruments in our hospital are not always
functional. The laparotomic approach was used in cases
where findings of acute abdomen and generalized peritonitis
led to suspicion of complicated appendicitis.
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Including the patients with normal appendix excluded from
the study, the rate of complicated appendicitis was 32.9%.
We believe this rate is high because people in the region
have difficulty reaching the hospital. The rate of negative
appendectomy in our study was 6.25%, consistent with the
literature.

Although 56 of the 112 patients in our study exhibited
contamination or fluid around the cecum and appendix on
USG or CT, no contamination or fluid was reported for the
other 56. There were significant differences between the
groups in radiologic appendix diameter and periappendiceal
contamination (p=0.001). However, elevated NLR was not
correlated with periappendiceal contamination or fluid.
There was also no correlation between NLR elevation
and appendix diameter (p>0.05). Comparison of the
appendectomy groups is summarized in Table 2.

Acute appendicitis is the most common cause of acute
abdomen among all age groups. The timely and accurate
diagnosis of patients presenting to emergency departments
with presumed acute appendicitis continues to be a
challenge. The patient’s reported medical history and a
physical examination are the foundation of diagnosis.” As a
rule, when investigating the etiology of sudden abdominal
pain in a previously healthy individual, appendicitis is the
first condition that must be excluded.®

The principle symptom of acute appendicitis is abdominal
pain. Classically, it starts as obtuse, moderate periumbilical
pain arising from the activation of visceral afferent neurons,
then generally localizes to the right lower quadrant (parietal
pain) within 4 to 6 hours. This localizing pain is the most
reliable diagnostic sign of appendicitis.'”’

Anorexia is the first and most constant symptom of
appendicitis. If anorexia is absent, the diagnosis of
appendicitis should be reconsidered. The order in which
symptoms appear is important in the differential diagnosis.
Anorexia is the first symptom in 95% of acute appendicitis
patients, followed by abdominal pain and nausea/vomiting.
If vomiting occurs before abdominal pain, this is also
grounds for questioning an appendicitis diagnosis.®
Rebound in the right lower quadrant is one of the cardinal
signs, and may be sufficient on its own for a diagnosis,
especially in male patients.

White cell count is elevated in cases of acute, uncomplicated
appendicitis. Leukocyte count ranges from 10.000-18.000/
mm? and the neutrophil ratio is greater than 75%. In about
10% of patients, leukocyte count may be normal. A white
cell count over 20.000/mm?’ suggests gangrenous, perforated
appendicitis.’

USG is another method that can be used to facilitate
diagnosis. The rate of accurate diagnosis by USG is 71-97%.
An anterior-posterior appendix diameter greater than 6 mm
is considered indicative of appendicitis. Diagnosis can also
be based on a USG finding of appendicolith.*!° With CT, the

Table 1. Demographic data and laboratory values of the patient groups

Variable Group 1 (n=71) Group 2 (n=34) Group 3 (n=50)  p value
Gender Male 38 (53.5%) 18 (52.9%) 25 (50%) 0.926
Female 33 (46.5%) 16 (47.1%) 25 (50%)
Age (years) 31+13 31+11 27+10 0.234
Leukocyte count (per mm3) 11755+3227 13532+3791 7622+1864 0.01a
Neutrophil/lymphocyte ratio 4.8+3.6 6.5£5.2 2.2+0.6 0.01b
Post hoc Tukey test;
sSignificant differences between all 3 groups
"Nonsignificant difference between group 1 and 2
Table 2. Comparison of the appendectomy groups
Group 1 (n=71) Group 2 (n=34) p value

Surgical method McBurney 62 (66.7%) 31 (91.2%) 0.600

Laparoscopic 8 (11.3%) 2 (5.9%)

Median incision 1(1.4%) 1(2.9%)
Radiologic contamination/fluid (+) 27 (38%) 8 (23.5%) 0.001

©) 44 (62%) 26 (76.5%)

Radiologic appendix diameter (mm) 8.35+1.9 10.1+2.1 0.001



Akgul and Gundes,
124 Neutrophil/Lymphocyte Ratio in Acute Appendicitis

rate of accurate acute appendicitis diagnosis in patients with
abdominal pain is around 95%. CT can also reveal increased
appendix diameter (>6 mm) due to distention, circular wall
thickening and inflammation of periappendiceal fatty tissue.'”

Delayed diagnosis of patients presenting to emergency
departments with abdominal pain results in increased
morbidity and mortality. On the other hand, early surgical
decisions lead to negative laparotomies. For this reason,
various scales have been developed and several biomarkers
are being investigated to aid in the diagnosis of acute
appendicitis, which is the most common emergent pathology
encountered in general surgery. Studies on how to reduce
rates of negative appendectomy are ongoing. Whole blood
count is a test that can be easily performed in all emergency
departments. Several studies have examined the utility of
NLR in reducing the negative appendectomy rate.

In a study including 75.000 patients, the negative
appendectomy rate was 6% for males and 13.4% for females.’
This rate varies from 4.7% to 17.2% in published studies
from Turkey.>''25 In the present study, the negative
appendectomy rate was 6.3%, which is consistent with other
series from Turkey.

Among whole blood markers, NLR has begun to receive more
scrutiny recently, and it has been stressed that NLR may be a
better marker for acute appendicitis than C-reactive protein,
leukocyte or neutrophil count alone.!* Considering
that the primary agent in appendicitis is bacteria, it has
been predicted that neutrophil count, which has greater
sensitivity in bacterial infections, and its ratio to lymphocyte
count would provide more valuable information.!*

In the present study, we found statistically significant
differences in NLR measured from initial whole blood
samples taken from acute appendicitis and perforated
appendicitis patients compared to the control group.
Goodman et al.”” and Kahramanca et al.'” reported that
upper limits of 3.5 and 4.68, respectively, were suitable for
NLR in acute appendicitis.

NLR, which can be calculated from whole blood counts, is
a low-cost and easily accessible parameter that can be easily
utilized in the diagnosis of acute appendicitis.
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Akut Apandisitte Notrofil/Lenfosit Orani: Bir Devlet
Hastanesi Deneyimi

Neutrophil/Lymphocyte Ratio in Acute Appendicitis: A State Hospital
Experience

Nedim Akgiil1, Ebubekir Giindes2

1Konya Sarayénii Devlet Hastanesi, Genel Cerrahi Klinigi, Konya, Tiirkiye
2Kartal Kosuyolu Yiiksek ihtisas Egitim ve Arastirma Hastanesi, Gastroenteroloji Cerrahisi Klinigi, Istanbul, Tirkiye

0z
Amac: Bu calismada akut apandisit tanisi alan olgularda nétrofil/lenfosit oraninin (NLO) tanisal degerini ortaya koymay1 amacladik.
Yontem: Ocak 2014-Aralik 2014 yillar1 arasinda klinigimizde aymi cerrahi ekip tarafindan opere edilen akut apandisit tanili 112 hastanin verileri
geriye yonelik incelendi. Calismaya dahil edilen akut apandisit hastalar1 histopatoloji sonuglari esas alinarak komplike olmayan (grup 1) ve komplike
apandisit (grup 2) olmak tizere iki gruba ayrildi. Grup 3’ ise genel cerrahi poliklinigine basvuran saglikli bireyler (n=50) kontrol grubunu olusturdu.
Bulgular: Grup 1'de 71 hasta, grup 2’de 34 ve kontrol grubunda (grup 3) ise 50 hasta bulunmakta idi. Gruplar arasinda yas ve cinsiyet acisindan
anlamh farkhilhik saptanmadi. Lokosit ve NLO’ya bakildiginda ise anlamh farklihk mevcuttu. Grup 1 ve grup 2 arasinda radyolojik apendiks cap: ve
cevresel kirlenme acisindan anlamh farklhilik izlendi (p=0,001). Ancak NLOnun artisi ile apendiks cevresinde kirlenme, siv1 birikimi ve apendiks cap1
arasinda anlamh fark saptanmadi.
Sonuc: Akut apandisit tanisinda tam kan sayimindan bakilabilen NLO, gerek diisiik maliyetli gerekse de kolay ulasilabilir olmasi nedeniyle rahatlikla

kullanilabilecek parametre oldugunu dustinmekteyiz.
Anahtar Kelimeler: Apandisit, komplike apandisit, lenfosit, notrofil

ABSTRACT

Aim: The aim of this study was to assert the diagnostic value of neutrophil/lymphocyte ratio (NLR) in cases diagnosed as acute appendicitis.
Method: The data of 112 patients diagnosed with acute appendicitis who were operated on by the same surgical team between January 2014 and
December 2014 were retrospectively reviewed. Acute appendicitis patients included in the study were divided into two groups as uncomplicated
(group 1) and complicated appendicitis (group 2) based on histopathology results. Group 3 consisted of healthy control subjects (n=50) who applied
to the general surgery clinic.

Results: There were 71 patients in group 1, 34 patients in group 2 and 50 patients in the control group (group 3). There were no significant differences
between groups in terms of age or gender. Significant differences emerged in leukocyte and NLR. There was a significant difference between group
1 and group 2 in terms of radiological appendix diameter and contamination around the appendix and fluid accumulation (p=0.001). However, a
significant difference was not detected between NLR increase and contamination around the appendix, fluid accumulation, or appendix diameter.
Conclusion: We think that NLR, which can be taken from whole blood count in the diagnosis of acute appendicitis, is a parameter that can be easily
used because of its low cost and easy accessibility.

Keywords: Appendicitis, complicated appendicitis, lymphocyte, neutrophil

Giris bulgulara dayanarak konulmaktadir. Dikkatli alinan bir

Akut apandisit genel cerrahi kliniklerinde en sik rastlanan 20amnez ve iyl bir fizik muayene akut apandisitli olgularin

acil hastaliklardan biridir.! Akut apandisit tanis gelisen tibbi degerlendirilmesinde ilk basamag1 olusturmaktadr.?

teknoloji ve artan tecriibeye ragmen halen oncelikle klinik Hastalarin cogu epigastrik bolgeden baslayip sag alt
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kadranda lokalize olan agri, bulanti, kusma ve istah kayb1
ile basvursa da atipik basvurular da sik gorulmektedir.
Tamidaki gecikme perforasyona ve dolayis: ile morbidite
oranlarinda artisa neden olurken, komplikasyonlardan
kacinmak icin erken verilen ameliyat kararlar1 da negatif
apendektomi oranlarini arttirmaktadir.? Yayinlanan bircok
seride oldukca yuksek perforasyon (%15-45) ve negatif
apendektomi (%7-25) oranlarinin bulunmasi, gelisen
teknolojik gelismelere ve klinik tecribelere ragmen
hala kusursuz bir tani yonteminin gelistirilemedigini
gostermektedir.?

Teshiste yardimc1 yontemlerin kullanilmasi ile akut apandisit
olmayan hastalarda yapilan gereksiz ameliyatlar, perforasyon
oranlan ve hastanede kalis stireleri azaltilabilmektedir. Bu
yardimct yontemler; skorlama sistemleri, ultrasonografi
(USG), bilgisayarli tomografi (BT), manyetik rezonans
goruntileme ve laparoskopidir.*

Buna ragmen bircok arastirmaci daha kullanish bir tan
yontemi gelistirmek icin bu konu tizerinde yogun bir sekilde
calismaktadir. Calismalar o©zellikle laboratuvar tetkikleri
ve goruntuleme yontemleri tizerinde yogunlasmistir. Bu
amacla literaturde fazla arastirilmamis parametre olan
notrofil/lenfosit oraninin (NLO) akut apandisit tanisindaki
yerini, radyolojik capla olan iliskisini ve komplike apandisit
ayriminda kullanilabilecek bir yontem olup olmadigim
arastirmay1 planladik.

Klinigimizde Ocak 2014-Aralik 2014 tarihleri arasinda akut
apandisit on tanis1 ayni cerrahi ekip tarafindan opere edilmis
18 yasindan bityitk 112 hastanin dosyasi retrospektif olarak
incelendi. Ameliyat sonrasi alman apendiks dokusunun
patolojik siniflamasi normal doku ve akut apandisit olarak
ayrildi. Gangrenoz ve perfore apandisitler komplike
apandisit grubunda siniflandirild.

Hastalarin 7’sinde operasyon esnasinda apendiks normal
saptand1 ve apendektomi yapildi. Patoloji sonuclar1 da
normal olarak raporlanan bu hastalar calisma dis1 birakildi.
Calismaya dahil edilen akut apandisit hastalar1 histopatoloji
sonuclart esas alinarak komplike olmayan (grup 1) ve
komplike apandisit (grup 2) olmak tzere iki gruba ayrildi.
Grup 3’te ise genel cerrahi poliklinigine basvuran saglikli
bireyler (n=50) kontrol grubunu olusturdu.
grubunun tamaminda tamor veya yakin zamanda gorilen
lokal/sistemik enflamasyon oyktist yoktu. Hasta gruplarina

Kontrol

gore yas ve cinsiyet uyumu saglandi.

Hastalarin yas, cins gibi demografik bilgileri, preoperatif
olculebilen radyolojik apandisit ¢api, apendiks cevresinde
kirlenme-sivi olup olmamasi, operatif tanilar1 ve patoloji
sonuclari kaydedildi.

Hastalarin periferik venden alinan kan degerleri incelenerek
lokosit, notrofil ve lenfosit sayilan tespit edildi. Notrofil
sayisi lenfosit sayisina bolunerek NLO degeri hesaplanda.

Radyolojik tetkik olarak ultrason ve bilgisayarli tomografide
operasyon apendiks cap1
hesaplanmis sekilde kaydedildi. Operasyona alinan 6
hastada radyolojik olarak apendiks normal, 6 hastada da
degerlendirilemedi seklinde raporlandi. Bu 12 hasta NLO
ve radyolojik cap karsilastirlmasinin istatiksel analizinde

oncesi milimetre olarak

calisma disina alindi.

Istatistiksel Analiz

Biyoistatistiksel analizlerde Statistical Package for the
Social Scienses (SPSS 21 Inc., Chicago, IL, ABD) bilgisayar
yazilimi kullanildi. Arastirmaya katilan hastalardan elde
edilen veriler icin ortalama, standart sapma degerleri ve
gerekli yerlerde ytizde olarak ifade edilmistir. Kolmogorov-
Smirnov testi ile verilerin dagilimi kontrol edildi. Normal
dagilim gosteren verilerin ¢oklu grup karsilastirmalarinda
ANOVA testi ve ikili grup karsilastirilmalarinda student
t testi ile analiz edildi. Istatistiksel anlaml ¢ikan gruplar
arasindaki iliski post hoc Tukey testi ortaya kondu.
Kategorik gruplar ki-kare testi ile karsilastirildi. Sonuclar
%95 guven araliginda, anlamhlik p<0,05 duzeyinde
degerlendirildi.

Toplam 112 hastadan 981 (%87,5) apandisit 6n tanisi,
140 (%12,5) akut batin ile operasyona alindi. Patoloji
sonucunda normal apandiks saptanan 7 hasta calisma disi
birakilarak calismaya 105 hasta dahil edildi. Grup 1'de 71
hasta, grup 2’de 34 ve kontrol grubunda (grup 3) ise 50
hasta bulunmakta idi.

Gruplar arasinda yas ve cinsiyet acisindan anlamh farklihik
saptanmadi. Lokosit ve NLO’ya bakildiginda ise anlaml
farklilik saptandi. Post Hoc Tukey testi ile anlamlilik
duzeyine bakildiginda; 16kosit sayisinda ti¢ grup arasinda
anlaml duzeyde farklilik mevcut iken NLO ise sadece grup
1 ve grup 2 arasinda anlaml fark yoktu (Tablo 1).

Bu hastalarin 93’tne (%88,5) acik (McBurney), 10’una
(%9,5) laparoskopik, 2’sine (%1,9) gobek alti-tistii mini
laparotomi ile apendektomi yapildi. Cerrahi yoéntem
acisindan gruplar arasinda anlamli farklihk saptanmadi.
Laparoskopik apendektomi orani %9,5 olup bu oranin
dustaklugt hastanemizde laparoskopi cihazinin her zaman
faal olmamasindan  kaynaklanmaktadir. Laparotomi
ile opere edilen hastalarda ise akut batin ve jeneralize
peritonit bulgusu oldugundan hastalar komplike apandisit
dustunulerek bu insizyon kullanildu.

Calisma dis1 birakilan normal apendiksli hastalarda goz
onane alindiginda komplike apandisit oran1 %32,9 olarak
hesaplandi. Bu oranin ytiksek olusunu bolge halkinin
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hastaneye ulasabilirliginin zor olmasindan kaynaklandigi
dustunuldi. Negatif apendektomi oramimiz %6,25 olup
literattr verileri ile uyumludur.

USG veya BT’del12 hastanin 56’sinda ¢cekum ve apendiks
cevresinde Kkirlenme veya sivi saptanmasina ragmen
56 hastada kirlenme ya da sivi olmadigi rapor edildi.
Gruplar arasinda radyolojik apendiks capr ve cevresel
kirlenme acisindan anlamli farklilik mevcuttu (p=0,001).
Apendektomi gruplar1 arasinda degerlendirme Tablo 2’de
ozetlenmistir. Ancak NLO’nun artisi ile apendiks cevresinde
kirlenme veya sivi arasinda korelasyon saptanmadi. Ayni
zamanda NLO artis1 ve apendiks capi arasinda bir iliski
olup olmadigina bakilds; fakat ayni sekilde ikisi arasinda
korelasyon olmadig: gorildu (p>0,05).

Akut apandisit tim yas gruplarinda en sik gozlenen akut
karin nedenidir. Acil servise akut apandisit on tanist ile gelen
hastalara dogru ve erken tani konulmasi hala sorun olmaya
devam etmektedir. Tanida anamnez ve fizik muayene temel
noktalar olusturmaktadir.’

Kural olarak daha onceden saglikli olan bir bireyde yeni
gelisen karmn agris1 etiyolojisi arastirilirken oncelikle
apandisit dislanmalhdir.®

Akut apandisitin temel semptomu karin agrisidir. Klasik
olarak visseral afferent noronlarin aktivasyonuna bagh
baslayan periumblikal agri, kunt ve orta siddetli bir agridir.

Tablo 1. Gruplarin demografik ve laboratuvar degerleri

Degisken Grup 1 (n=71)

Cinsiyet Erkek 38 (%53,5)
Kadin 33 (%46.5)

Yas 31+£13

Lokosit 117553227

Notrofil/lenfosit oram 4.8+3.6

Post hoc Tukey anlamlilik diizeyine bakildiginda;
aHer ti¢ grup arasinda da anlaml farklihik mevcuttu
Grup 1 ve grup 2 arasinda anlamh fark yoktu

Tablo 2. Apendektomi gruplari arasinda degerlendirme

Degisken
Cerrahi yontem McBurney
Laparoskopik
Medyan insizyon
Radyolojik kirlenme/siv1 Var
Yok

Radyolojik apendiks cap1

Genellikle siire 4 ile 6 saatte agr sag alt kadrana lokalize
olur (pariyetal agr1). Bu yer degistirici agr1 apandisit tanisi
icin en guvenilir bulgudur."’

Istahsizlik apandisitin ilk ve sabit belirtisidir. Hastanin
istahsizlik bulgusu yoksa apandisit tamis1 tekrar gozden
gecirilmelidir. Semptomlarin ortaya cikisindaki siralama,
ayirict tanida 6nemlidir. Akut apandisitli hastalarin %95’inde
ilk belirti istahsizhiktir. Bunu karin agrisi1 ve ardindan
bulanti-kusma izler. Eger kusma karin agrisi baslangicindan
once ortaya ¢citkmissa apandisit tanisini sorgulamak gerekir.®
Sag alt kadranda rebound olmasi kardinal bulgulardan biri
olup, ozellikle erkek hastalarda tek basina tan1 koydurucu
olabilir.

Akut ve komplike olmamis apandisit olgularinda beyaz kure
sayist artmistir. 10,000-18,000/mm?3 aras1 16kosit gorulur,
beraberinde notrofil orani %75’ten fazladir. Hastalarin
yaklasik %10unda normal lokosit sayimi olabilir. 20,000/
mm3 tuzeri beyaz kiire saptanmasi gangrenoz, perfore
apandisit dusundurmelidir.’

Bir diger yardimciradyolojik yontem USG’dir. USG’nin dogru
tan1 orani %71-%97'dir. Apendiksin 6n arka cap1 6 mm’den
buyuk olarak ol¢ultyor ise apandisit lehine degerlendirilir.
USG ile apendikolit tespit edilmesi de tan1 koydurucudur.**
BT ile karin agris1 olan hastalarda akut apandisit icin
tan1 dogruluk orami yaklasitk %95 duzeyindedir. BT de
distansiyona bagl artmis apendiks cap1 (>6 mm), sirkiler
olarak duvar kalinlasmasi ve periapendikiiler yag dokuda
enflamasyon saptanir.™’

Grup 2 (n=34) Grup 3 (n=50) p degeri
18 (%52,9) 25 (%50) 0,926
16 (%47,1) 25 (%50)

31+11 27+10 0,234
1353243791 7622+1864 0,012
6,5+5,2 2,2+0,6 0,01b
Grup 1 (n=71) Grup 2 (n=34) p degeri
62 (%66,7) 31 (%91,2) 0,600

8 (%11,3) 2 (%5,9)

1(%1,4) 1 (%2,9)

27 (%38) 8 (%23,5) 0,001
44 (%62) 26 (%76,5)

8,35+1,9 10,1+2,1 0,001
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Karin agrisi ile acil servise basvuran hastalarda tanidaki
gecikme morbidite ve mortalitenin artisina neden olur.
Diger bir taraftan erken alinan ameliyat karar1 da negatif
laparotomilere neden olur. Bu ytizden genel cerrahinin en
sik karsilasilan acil patolojisi olan akut apandisit i¢in tani
amach bircok skala gelistirilmis ve bircok biyobelirtec
arastirilmaktadir. Negatif apendektomiyi azaltmak icin
calismalar devam etmektedir. Tam kan sayimi tam acil
servislerde kolay ulasilabilir bir tetkiktir. NLO negatif
apendektomi oranini azaltmak i¢in son donemlerde bircok
calismada incelenmistir.

75000 hastalik bir calismada; erkek hastalar icin %6, kadin
hastalar icin %13,4 negatif apendektomi oram saptanmistir.’
Ulkemizde yayimlanmus cesitli serilerde negatif apendektomi
%4,7-17,2 arasinda degismektedir.>!'213
calismamizda negatif appendektomi orani %6,3 bulunmustur

orani Bizim

ve tulkemizde yayinlanan serilerle uyumludur.

Son zamanlarda tam kan belirteclerinden NLO daha fazla
calisilmaya baslanmis ve akut apandisit icin tek basina
C-reaktif protein, lokosit ve notrofilden daha iyi bir
belirte¢ olabilecegi vurgulanmistir.'*> Apandisitte asil
etkenin bakteriler oldugu dusunildugunde, bakteriyel
enfeksiyonlara duyarhiligi daha belirgin olan notrofil
sayisinin mutlak lenfosit sayisina oraninin apandisit tanisi
acisindan daha degerli bilgiler verecegi ongorulmiistiir.'
Calismamizda hastalarin acil serviste bakilan ilk tam kan
sayimindaki NLO ortalamalar1 akut apandisit ve perfore
apandisitte kontrol grubuna gore istatistiksel olarak anlamli
fark saptandu.

Akut apandisitte NLO’yu Goodman ve ark."” calismasinda
3,5, Kahramanca ve ark.!” 4,68 sinir degerlerini en uygun
degerler olarak rapor etmistir.

Akut apandisit tanisinda tam kan sayimindan bakilabilen
NLO, gerek dusuk maliyetli gerekse de kolay ulasilabilir
olmasi nedeniyle rahatlikla kullanilabilecek parametredir.
Etik

Etik Kurul Onay1: Calisma retrospektif oldugundan dolay:
etik onay alinmamistir, Hasta Onay1: Calisma retrospektif
oldugundan dolay1 hasta onam1 alinmamstir.

Hakem Degerlendirmesi: Editorler kurulu tarafindan
degerlendirilmistir.
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Is the End-to-End, Hand-Sewn Anastomosis for Diverting
lleostomy Reversal Less Safe than the Fold-Over
Technique?

Saptirici lleostomiyi Kapatmak icin Hangi Teknik Daha Giivenli: On Duvar
Onarimi/Rezeksiyon Anastomoz?

Wafi Attaallah, Ahmet Ozdemir Aktan

Marmara University Faculty of Medicine, Department of General Surgery, istanbul, Turkey
ABSTRACT

Aim: Although various techniques for diverting ileostomy reversal have been described, the best surgical technique for closure of loop ileostomy has
not been determined yet. A diverting ileostomy reversal can be accomplished by a hand-sewn or stapled anastomosis after resection of a segment of
the small bowel or with the fold-over technique. This study aimed to compare the outcomes of ileostomy reversal using the end-to-end, hand-sewn
anastomosis and the fold-over technique.

Method: Patients whose ileostomies were closed at the same university hospital between January 2011 and September 2015 were analysed
retrospectively. Only patients with hand-sewn anastomosis or fold-over technique were included in the study. Patients in both groups were compared
for postoperative complications, requirement for reoperation, readmissions, length of hospital stay, and mortality.

Results: A total of 43 consecutive patients who underwent ileostomy closure between January 2011 and September 2015 were analyzed. The median
age of the study cohort was 58 (24-84) years. Thirty-four patients (79%) were male. Twenty-one (49%) were operated for colorectal cancer while
the others were operated because of benign diseases. Ileostomy closure with the fold-over technique was done in 15 patients and an end-to-end
anastomosis in 22 patients. No significant differences were found among patients whose ileostomies were closed with fold-over technique and those
who had resection with an end-to-end anastomosis in terms of duration of hospital stay, postoperative complications, requirement for reoperation,
readmissions, and mortality.

Conclusion: Resection and hand-sewn anastomosis is as safe as the fold-over technique for closing a diverting ileostomy and may be preferable in
terms of reducing surgery times when chosen as a primary closure method.

Keywords: Ileostomy, fold-over, resection, anastomosis

0z
Amac: Saptirci ileostomiyi kapatmak icin birden fazla teknik tanimlanmistir. Ostomi yeri rezeksiyonu ve anastomoz disinda ostomi 6n duvari onarimi
da yapilabilir. Ancak ideal bir teknik net olarak belirlenememistir. Bu calismada rezeksiyon ve el ile anastomoz yapilan hastalar ile 6n duvar onarimi
yapilan hastalarda cerrahinin sonugclar karsilastirildi.
Yontem: Bu calisma retrospektif olarak planlanmistir. Bir universite hastanesinde Ocak 2011 ile Eylul 2015 arasinda ileostomisi kapatilan hastalarin
hastane kayitlar: retrospektif olarak incelendi. Calismaya rezeksiyon ve el ile anastomoz yapilan hastalar ile 6n duvar onarimi teknigi ile ileostomisi
kapatilan hastalar dahil edildi. ki grup arasindaki cerrahi sonrasi mortalite, morbidite, reoperasyon ve hastanede kalis siireleri karsilastirildi.
Bulgular: Ocak 2011 ile Eylul 2015 arasinda loop ileostomisi kapatilan 43 hastanin hastane kayitlar1 incelendi. Hastalarin ortanca yasi 58 (24-84) ve
341 (%79) erkekti. Yirmi bir hasta (%49) kolorektal kanser nedeni ile opere olmustu. Diger hastalar benign hastaliklar nedeni ile opere edilmis idi. On
bes hastada on duvar onarimi teknigi kullanilarak ostomi kapatlmis iken rezeksiyon ve el ile anastomoz teknigi 22 hastada kullanilmist1. Rezeksiyon
ve el ile anastomoz yapilan ile én duvar onarimi teknigi ile ileostomisi kapatilan hastalarda cerrahi sonrasi mortalite, morbidite, reoperasyon ve
hastanede kalis stresi acisindan anlamh fark saptanmamistr.
Sonug: Rezeksiyon ve el ile anastomoz teknigi ile saptirici ileostomiyi kapatmak on duvar onarimi teknigi kadar guivenli ve bastan secildiginde
operasyonda zaman kazanmak acisindan tercih edilebilir bir yontemdir.
Anahtar Kelimeler: ileostomi, 6n duvar onarimu, rezeksiyon, anastomoz
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Diverting ileostomy is a commonly used procedure after
colorectal surgery to protect the questionable anastomosis.
Ileostomy has mostly replaced colostomy to divert the
gastrointestinal contents. Although dehydration is higher
postoperatively, loop ileostomy is recommended since
wound infection rate is lower and hospital stay is shorter
during stoma reversal."? Ileostomy, at the same time, is
technically easier as mobilisation is not necessary.
However, several questions are yet to be answered. The
optimal time for closure is still a matter of debate.>* Surgical
tecnique regarding closure depends on surgeon preference,
experience, and skill. While some surgeons prefer fold-over
technique, others claim resection of the stoma and end-to-
end anastomosis is safer. Laparoscopic closure is gaining
popularity where an end-to-end anastomosis is done.’
Ileostomy reversal is considered to be a simple and safe
procedure; however, the overall morbidity following closure
of a diverting ileostomy has been reported to be is 17.3%-
33% and the mortality to be 0.4%.57

In this study, closures
retrospectively. Initial intent for closure was primary repair
after taking down the stoma. However, while all ileostomies
were fixed to the underlying fascia and there after matured
by inverting the open end of the bowel to the subcutaneous
tissue, dissection was mostly technically challenging.
Resection and end-to-end anastomosis was done when
primary repair was not possible or considered unsatisfactory.

ileostomy were reviewed

This study investigates the postoperative course of
patients treated with fold-over technique and end-to-end
anastomosis.

Patients

Patients whose ileostomies were closed in Marmara
University Hospital, between January 2011 and September
2015 were analysed retrospectively. Only patients with
hand-sewn anastomosis and fold-over technique were
included in the study. Patients whose anastomoses were
done with staplers were excluded. The initial intent while
closing the ileostomy was repair with fold-over technique
as a preference procedure in our center. Resection and end-
to-end anastomosis was done when primary repair was not
possible or considered unsatisfactory.

In those patients in whom the ileostomy closure was done
with fold-over technique, bowel was dissected free from
the initial ileostomy incision and after clearing the margins
of the bowel, the defect was repaired in two layers. While
the inner layer was closed with polyglactin 3/0 sutures, the
second inverting sutures were placed with 3/0 silk sutures.

Similarly end-to-end anastomosis was done in two layers
with 3/0 polyglactin and silk sutures.

All patients recieved antibiotic prophylaxis with cephazoline
(1 gr). lleostomy incisions were either closed primarily, left
open for secondary healing, or closed with a purse string
suture depending on the surgeon’s preference.
Postoperatively no nasogastric decompression was done and
oral feeding with liquids was begun on the first postoperative
day. After oral feeding, when patients had distention or
required nasogastric decompression oral feeding was
stopped and these patients were defined as having intestinal
obstruction.

Patients whose ileostomies were closed with the fold-over
technique and patients with an end-to-end anastomosis
were divided into two groups and postoperative course
investigated. Patients in both groups were compared for age,
gender, chemotherapy, radiotherapy, ileostomy duration,
index operation, comorbid disease, smoking, alcohol
consumption, postoperative complications, requirement for
reoperation, and readmissions. Postoperative stay in hospital
and mortality were obtained from the medical records.
Statistical Analysis

Background clinical data were analysed using the t-test and
Mann-Whitney U test for continuous data, and Fisher’s
exact test or the chi-squared test for categorical data. Data
were analysed using SPSS for Windows, version 20. All tests
were two-sided, and p values below 0.05 were considered
statistically significant.

This study was carried on with respect to the principles of
World Medical Association Declaration of Helsinki.

A total of 43 consecutive patients who underwent ileostomy
closure between January 2011 and September 2015 were
analysed.

The median age of the study cohort was 58 (24-84).
Thirty four patients (79%) were male. Twenty one (49%)
were operated for colorectal cancer while the others were
operated because of benign diseases. The median ostomy
duration was 6 (2-36 months). Out of 43 patiens 6 (14%)
were operated laparoscopically during the index operation.
irrigation through the
performed for all of the cohort study. However, preoperative
colonoscopy for evaluate the bowel passage was done
only for 12 patients. Ileostomy closure with the fold-over
technique with sutures was done in 15 patients and an end-
to-end anastomosis in 22. In six patients other techniques,
mostly with staplers were performed and therefore excluded.

Preoperative ileostomy was

No significant differences were found among patients whose
ileostomies were closed with fold-over technique and those
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Table 1. Patients characteristics and outcomes

Primary closure n=15

Age (median) years 59 (31-82)
Gender

Male 14 (94%)
Female 1 (6%)
Cancer diagnosis 9 (60%)
Adjuvant chemotherapy 1 (6%)
Adjuvant radiotherapy 0 (0%)
Ileostomy duration (months) 7(2-34)
Index operation laparoscopic surgery 2 (13%)
Comorbid disease:

DM 1 (6%)
HT 4Q7%)
Coronary artery disease 1 (6%)
Renal failure 1 (6%)
Smoking 7 (47%)
Alcohol 1 (6%)
Preoperative evaluation for passage

Colonoscopy 3 (0%)
Preoperative irrigation through in ileostomy 15 (100%)
Postoperative intestinal obstruction 6 (40%)
Anastomosis leak 0 (0%)
Postoperative stay in hospital (median, days) 4(2-14)
Reoperation 1 (6%)
Readmission 1 (6%)
Mortality 1 (6%)

who had resection with an end-to-end anastomosis in terms
of duration of hospital stay, postoperative complications,
requirement for reoperation, readmissions, and mortality
(Table 1).

One patient in the fold-over technique group died due to
aspiration pneumonia after having intestinal obstruction
five days after the operation. The only reoperated patient
was also in the fold-over technique group after unsuccesful
conservative treatment for intestinal obstruction with
nasogastric decompression. Other patients in both groups
who had postoperative ileus were treated successfully either
with stopping oral feeding or insertion of a nasogastric tube
when needed.

Diverting ileostomy is a commonly used procedure after
colorectal surgery to protect the questionable anastomosis.

End-to-end anastomosis n=22 p value
53 (26-84) 0.13
0.06
14 (63%)
8 (37%)
10 (45%) 0.32
5(22%) 0.37
4 (18%) 0.14
5(2-29)
4 (18%) 0.9
5 (22%) 037
4 (18%) 0.7
1 (5%) 1.0
0 (0%) 0.41
9 (41%) 0.71
0 (0%) 0.41
7 (32%) 0.34
22 (100%)
8 (36%) 0.82
0 (0%) 1.0
4 (2-1D 1.0
0 (0%) 0.41
1 (5%) 1.0
0 (0%) 0.41

However, ileostomy closure is often technically demanding
and complications and mortality are not uncommon.
dreadful
complications after closure are anastomotic leakage and

Clinically most commonly encountered
delayed bowel function. Although anastomotic leakage
is uncommon, delayed bowel function is commonly
encountered and delays hospital discharge, increases cost,
and causes patient dissatisfaction.

Although various techniques for ileostomy reversal have
been described, a gold standard does not exist. A diverting
ileostomy reversal can be accomplished by a hand-sewn or
stapled anastomosis after resection of a segment of the small
bowel® or with the fold-over technique. Stapled anastomosis
has gained popularity for its simplicity and acceptable clinical
outcomes,”'™! but requires expensive extra equipment.
Different techniques have not been adequately discussed in

clinical practice and in the literature. This study tries to fill
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this gap. This study shows that the fold-over technique and
resection with an end-to-end anastomosis have similar short-
term clinical outcomes for diverting ileostomy reversal.
Luglio et al.'? noted that the fold-over technique was
associated with a shorter operative time, a lower morbidity
rate and a faster recovery outcomes compared to the end-
to-end, hand-sewn anastomosis. They also suggest that
the stapled technique may be preferable to the hand-sewn
anastomosis when a bowel resection at the ileostomy site
is necessary. However, Leung et al.” reported no significant
differences in short-term outcomes between the hand-sewn
or the stapled technique. Cheong et al.’* compared the
clinical outcomes between the fold-over technique and a
stapled or a hand-sewn technique with bowel resection for
ileostomy reversal after rectal cancer surgery and reported
similar short-term clinical outcomes.

The optimal time for closure is still a matter of debate but
in recent years studies have revealed that early closure is
possible and feasable.* In this study, closure times were not
investigated in the study and most commonly closure times
were longer than the average waiting times in published
papers. Median closure times were 7 and 5 months in the
primary repair group and end-to-end anastomosis group
respectively due to patient and hospital related factors.
Many surgeons assume that after careful dissection, fold-
over technique is the optimal surgical technique because
an end-to-end anastomosis is potentially more prone to
complications including anastomotic leakage and stenosis.
Surgeons assume that when primary repair is done, leakage
is less likely and stenosis is unlikely as the intact healthy
intestinal part will be able to distend to prevent obstruction
and delayed bowel movement.

However, although this is a small study group, there were
no differences among the two groups. Number of patients
with delayed bowel movement, hospital discharge days, and
readmissions were similar in patients whose ileostomies
were closed either with primary suture or end-to-end
anastomosis. There was one mortality in the primary repair
group and the only reoperated patient was also in this group.
There were no anastomotic leaks in either group.

In this retrospective study, operating times were not clearly
defined in those patients treated with an anastomosis. While
all patients were operated with a primary suture intent, it
was not possible to define the time for dissection, primary
suture, or anastomosis separately. Therefore it is not possible
to draw a conclusion that if the operation was done with an
anastomosis intent in the first place, operating times will
be less. However, in those patient where a primary repair
was done and considered unsatisfactory and a resection and
anastomosis done, it can be assumed that operating times
will be longer.

Thisstudy hassome limitations thatneed to beacknowledged.
The retrospective design of the study and small sample size
prohibits major conclusions. Selection of the fold-over or
the resection with end-to-end anastomosis technique was
determined by the surgeon during the operation according
to final situation of the bowel and causes a selection bias.
Never the less, this small study reveals that during ileostomy
closure, resection and hand-sewn end-to-end anastomosis is
not associated with increased postoperative complications.
There were no anastomotic leaks and number of patients
with delayed post operative bowel movements were the
same in both groups. Hospital discharge times were similar.
Moreover, the only reoperated patient and the single
mortality was in the primary repair group.

During ileostomy closure resection and anastomosis has
several advantages. After primary repair, inversion of the
bowel may impair passage and sometimes this problem
can be underestimated or can be improperly interpreted
especially with less experienced surgeons. After considering
primary repair unsatisfactory, the surgeon may proceed to
resection and anastomosis which will increase operating
times. Resection and an anastomosis looks like a better
defined and standard procedure. Anastomosis with staplers
should be further investigated.

Resection and an anastomosis with initial intent is a safe
technique and looks like a better choice than fold-over
technique to save time in diverting ileostomy reversal.
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CASE REPORT

A Rare Case: Synchronous Gastric and Colon Cancer
Nadir Bir Olgu: Senkron Mide ve Kolon Kanseri

Nedim Akgiil1, Volkan Dogru2, Ebubekir Giindeg3, Ayhan Mesci?

1Sarayénii State Hospital, Clinic of General Surgery, Konya, Turkey

2Akdeniz University Faculty of Medicine, Department of General Surgery, Antalya, Turkey

3Kosuyolu High Specialization Training and Research Hospital, Clinic of Gastroenterology Surgery, istanbul, Turkey

ABSTRACT

The development of synchronous gastric and colon cancers is particularly rare. When the increasing worldwide average life expectancy is taken into
consideration, the increase in rate of synchronous and metachronous cancers is an expected situation. It is considered that a preoperative detailed
investigation is required in patients with primary tumor in terms of synchronous and metachronous cancers. In this case report, we aimed to present
the diagnostic and therapeutic methods in a patient with synchronous gastric and colon cancers.

Keywords: Synchronous cancer, gastric cancer, colon cancer
oz
Senkron mide ve kolon kanseri gelisimi nadir gorulmektedir. Dunya genelinde ortalama yasam stiresinin arttigi goz éniinde bulunduruldugunda

senkron ve metakron kanser oraninda artis olmasi beklenen bir durum olup primer tiimdr saptanan hastalarin senkron ve metakron timor agisindan

operasyon oOncesi ayrintili olarak arastirllmasinin gerektigini dustinmekteyiz. Bu sunumumuzda senkron mide ve kolon kanserli bir hastada tan1 ve

tedavi yontemini irdelemeyi amacladik.

Anahtar Kelimeler: Senkron kanser, mide kanseri, kolon kanseri

Multiple primary cancers develops simultaneously or
consecutively, and independently from each other in the
same patient, and the prevalence of multiple primary cancers
varies in the ratio of 0.7% to 11.7% of all types of carcinomas
in the medical literature.** In general, multiple primary
cancers are divided into two groups; synchronous and
metachronous. If the latter cancer is detected after 6 months
of the first diagnosis, it is named as metachronous; or if it is
detected within 6 months of the first diagnosis, it is named as
synchronous cancer.* Synchronous gastric and colon cancer
are rare cancer types. The most common synchronous cancer
is colorectal cancer in patients with gastric cancer.’® In the
present study, it was aimed to compare the treatment process
of an operated patient with gastric and colon cancer with the
literature data.

A female patient aged 60 years was admitted with complaints
of malaise,
examination of the patient did not show any pathological
lesion, except a minimal distension at the abdominal region.
Her background and family history were normal.

anorexia and constipation.

The physical

Hemoglobin concentration was detected as 8.7 g/dL in the
whole blood count test; afterwards, gastrointestinal system
endoscopy was planned to be performed in terms of anemia
etiology. Upon the presence of an infiltrated area of 2 to
3 cm in length at the incisura angularis of stomach in the
gastroscopy, and multiple biopsies were obtained from this
area. Her pathology report was evaluated as moderately
differentiated invasive adenocarcinoma. Ulcero-vegetating
mass obstructing lumen in the sigmoid colon was detected in
the colonoscopy. The biopsy result of this mass was reported
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as well-differentiated adenocarcinoma. Further pathologies
were not observed at the distal colon. Whole body positron
emission tomography computerized tomography scanning
showed tumoral lesions that were settled at the wall
thickening area in the middle section of small curvature of
the stomach (segment of 2.4 cm; maximum standardized
uptake value (SUVmaX: 8.1) and at the wall thickening area
in the rectosigmoid region (approximately segment of 8 cm,
SUV__:38.9).

Pathologic fluordeoxyglucose involvement was not observed
in other abdominal areas, head-neck region, thorax and
musculoskeletal system.

Simultaneous operations were planned in order to
Distal subtotal
gastrectomy+gastroenterostomy+braun anastomosis+ anterior

remove the corresponding lesions.

resection+Hartmann’s colostomy were performed for
synchronous gastric and colon cancer. Colon anastomosis
was not preferred due to the presence of differences in the
colon diameters. Post-operation gastric and colon materials
of the patient were figured in Figure 1 and Figure 2.

At the post-operative 3" day, nasogastric tube was removed.
Her bowel passage was open and she was started on oral
feeding at the post-operative 5" day. She had tolerated oral
feeding and further complication was not detected. She was
discharged with full recovery at the post-operative 6" day.
“Moderately differentiated invasive adenocarcinoma in
appearance of a signet-ring cell with diameter of 3 cm at
the small curvature of the stomach, and peripheral 19
reactive lymph nodes” were reported in the pathology
report. “Moderately differentiated invasive adenocarcinoma
involving all intestinal layers in the length of 6.5 cm and
10 metastatic lymph nodes” were reported in 25 cm-colon
material. Both resection materials were reported as “tumor
was not detected at the surgical boundaries”.

Informed consent of the patient was obtained for all clinical
diagnostic and treatment procedures, and for the academic
sharing of the assessments regarding these procedures.

Discussion

The risk of development of secondary tumors in cases with
primary tumors is 1.29 times higher in comparison to healthy
individuals.” Multiple primary tumors are more common in
advanced-aged group (>65 years) in accordance with the
age-classification of World Health Organization. Thus, aging
is considered as a risk factor in cancer development. Aging-
related weakness in immune system and low-resistance
associated with carcinogen exposure might be the relevant
causes.® Although, any defect in DNA repair system might
have a role in multiple cancer development, the reason of
development of synchronous cancer still remains uncertain.’

The most common synchronous cancer among patients with
gastric cancer is colorectal cancer, and the most common
synchronous cancer among patients with colorectal cancer
is gastric cancer. It is known well that the most common
cancer is gastric cancer in patients with hereditary non-
polyposis colorectal cancer, except colon cancer.'

In case of a synchronous cancer, as the prognosis of early-
stage cancer is better than advanced-stage cancer and it might
be affected from a synchronous cancer, surgical operations
should be performed as synchronous as possible.!'? As
average life expectancy worldwide has increased, an elevation
in the ratio of synchronous and metachronous cancers is
an expected result. A detailed pre-operation examination of
patients with primary tumor is considered to be required in

terms of synchronous and metachronous cancers.

Figure 1. Stomach material
\ { N
A

e

Figure 2. Colon material
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Nadir Bir Olgu: Senkron Mide ve Kolon Kanseri

A Rare Case: Synchronous Gastric and Colon Cancer

Nedim Akgiill, Volkan Dogru2, Ebubekir Giindeg3, Ayhan Mesci?
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0oz
Senkron mide ve kolon kanseri gelisimi nadir gortulmektedir. Dtiinya genelinde ortalama yasam stiresinin arttigl goz 6niinde bulunduruldugunda
senkron ve metakron kanser oraninda artis olmasi beklenen bir durum olup primer timor saptanan hastalarin senkron ve metakron timor acisindan
operasyon oncesi ayrintili olarak arastirllmasinin gerektigini dustiinmekteyiz. Bu sunumumuzda senkron mide ve kolon kanserli bir hastada tani ve

tedavi yontemini irdelemeyi amacladik.
Anahtar Kelimeler: Senkron kanser, mide kanseri, kolon kanseri

ABSTRACT

The development of synchronous gastric and colon cancers is particularly rare. When the increasing worldwide average life expectancy is taken into
consideration, the increase in rate of synchronous and metachronous cancers is an expected situation. It is considered that a preoperative detailed
investigation is required in patients with primary tumor in terms of synchronous and metachronous cancers. In this case report, we aimed to present

the diagnostic and therapeutic methods in a patient with synchronous gastric and colon cancers.

Keywords: Synchronous cancer, gastric cancer, colon cancer

Coklu primer tumorler, aym hastada es ya da farkl zamanda
birbirinden farkh gelisen tumorler olup; tp literattirinde tium
karsinomalarin %0,7-11,7’si oraninda bildirilmektedir.!** Coklu
primer tumorler genel olarak senkron ve metakron timorler
olarak iki gruba ayrilmaktadir. Tkinci timér ilk tiimér tamsindan
6 ay sonra saptanirsa metakron, 6 ay icinde saptanirsa senkron
tamor olarak adlandirilir.* Senkron mide ve kolon kanseri gelisimi
nadir gorulmektedir. Mide kanserli hastalarda en yaygin gortlen
senkron kanser kolorektal kanserdir.® Bu calismada opere
ettigimiz senkron kolon ve mide kanserli hastada uygulanan
tedaviyi literattr verileri ile karsilastirmay1 amacladik.

Altmus yasinda kadin hasta, yaklasik 3 aydir devam eden halsizlik,
istahsizlik ve kabizhik sikayeti ile tarafimiza bagvurdu. Hastanin
tizik muayenesinde batinda minimal distansiyon disinda patolojik
bulgu saptanmadi. Oz gegmisinde ve soy gecmisinde 6zellik yoktu.
Yapilan tam kan sayiminda hemoglobin 8,7 g/dL saptanmasi
tzerine anemi etiyolojisi acisindan hastaya gastrointestinal

sistem endoskopisi planlandi. Gastroskopide mide incisura
angulariste 2-3 cm’lik infiltre alan gorilmesi tizerine bu alandan
multipl biyopsiler alindi. Patoloji raporu orta diferansiye invaziv
adenokarsinom olarak degerlendirildi. Kolonoskopide ise
sigmoid kolonda liimeni tikayan tlserovejetan kitle tespit edildi.
Bu kitleden alinan biyopsi sonucu iyi diferansiye adenokarsinom
olarak raporlandi. Distal kolonda baska patolojiye rastlanmadi.
Tarama amach cekilen tim viicut pozitron emisyon tomografi
bilgisayarll tomografide mide kictuk kurvatur orta kesimde
lokalize duvar kalinlasmasi alaminda (2,4 cmlik segmentte,
maksimum standart uptake deger (SUV,_ : 8,1), rektosigmoid
alanda yaklasik 8 cm’lik segmentte duvar kalinlasmas: alaninda
(SUV_.: 38,9) timoral lezyon ile uyumlu lezyon tespit edildi.
Abdominal diger bolgelerde, bas-boyun, toraks ve kas-iskelet
sisteminde patolojik florodeoksiglukoz tutulumu izlenmedi.
Bunun Uzerine hastaya es iki tumore yonelik es zamanl
operasyon planlandi. Hastaya senkron mide ve kolon kanseri
tamsi ile distal subtotal gastrektomi+gastroenterostomi+braun
anastomoz+anterior rezeksiyon+Hartmann kolostomi yapildi.
Kolonda cap fark: oldugu icin hastaya kolon anastomozu tercih
edilmedi. Hastanin operasyon sonrast mide ve kolon materyalleri
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Resim 2. Kolon materyali

Resim 1 ve Resim 2’de gosterilmistir.

Postoperatif 3. ginde hastanin nazogastrik sondas: cekildi ve
5. gunde barsak pasaji actk olan hastaya oral baslandi. Oral
alimi tolere eden hastada ek komplikasyon gelismedi. Hasta
postoperatif 6. gtinde sifa ile taburcu edildi.

Hastanin patoloji sonucu “midede kuctk kurvaturda 3 cm
capinda tash yiiziik hiicreli goriniimde orta derecede diferansiye
adenokarsinom ve cevresinde 19 adet reaktif lenf nodu” seklinde
rapor edildi. Yirmi bes cm olciilerinde kolon materyalinde “6,5
cm uzunlugunda barsak tim katlarm tutmus orta derecede
diferansiye adenokarsinom ve 10 adet metastatik lenf nodu”
seklinde rapor edildi. Her iki rezeksiyon materyalinde “cerrahi
simrlarda timor gortlmedi” seklinde rapor edildi.

Tum klinik tam ve tedavi islemleri ile bu islemler hakkindaki
degerlendirmelerin akademik paylasimi konusunda hastadan
aydinlatilmis onam ahmmustir.

Tartisma

Primer tumorlu olgularda ikinci bir kanser gelisme riski,
saghkli bireylerle karsilastirldiginda, 1,29 kez daha fazladir.”
Dunya Saghk Orgatinin yas simflamasina gore coklu primer
tamorler ileri yas grubunda (>65 yas) daha sik gortlmektedir.
Bu da yaslanmanin kanser gelisiminde bir risk faktori oldugunu
dustindtirmektedir. Yaslanmayla olusan immunite zayiflig1 ve
karsinojenlere maruziyette direngsizlik bu sonucu hazirliyor
olabilir® DNA hata onarim sistemindeki bir defektin coklu
kanser gelisiminde rol oynama ihtimali olsa da, senkron kanser
gelisiminin nedeni hala belirsizligini korumaktadir.’

Mide kanserli hastalarda en sik gorilen senkron kanser
kolorektal kanserdir ve kolorektal kanserli hastalarda en sik

gorilen senkron kanser de mide kanseridir. lIyi bilinmektedir ki
herediter non-polipozis kolorektal kanser sendromlu hastalarda
en sik gortlen kolon disi kanser mide kanseridir.'°

Senkron kanser tespit edildigi takdirde erken evre mide
kanserinin prognozu ileri evre kanserden c¢ok daha iyi
oldugundan ve senkron bir kanserden etkilenebileceginden,
miimkiin olabildigince es zamanli operasyon uygulanmalidir.***2
Diinya genelinde ortalama yasam stiresinin arttigl goz oniinde
bulunduruldugunda senkron ve metakron kanser oraninda
artis olmasi beklenen bir durum olup primer timor saptanan
hastalarin senkron ve metakron timor acisindan operasyon
oncesi ayrintili olarak arasturilmasim gerektigini diisunmekteyiz.
Etik

Hasta Onayn: Calismamiza dahil edilen tim hastalardan
bilgilendirilmis onam formu alinmustir.

Peer-review: Editorler kurulu ve Editorler kurulu disinda olan
kisiler tarafindan degerlendirilmistir.
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CASE REPORT

A Rare Cause of Colonic Obstruction: Dentures
Nadir Bir Kolon Obstriiksiyon Nedeni: Dis Protezi

Ulas Aday, Hiiseyin Ciyiltepe, Durmus Ali Cetin, Ebubekir Giindes, Mustafa Duman
Kosuyolu High Speciality Training and Research Hospital, Clinic of Gastroenterology Surgery, istanbul, Turkey

ABSTRACT

The swallowing of foreign bodies is generally accidental among adult population; most common foreign bodies are food scraps and dentures. Foreign
bodies that can pass through the ileocecal valve are removed by defecation unless the presence of an underlying cause of colonic obstruction. The
impaction of a foreign body into the colonic wall and the formation of colonic obstruction is a rare condition which might mimic malignancy.
Segmental colon resection was performed to a 45-year-old male due to unnoticed swallowing of a denture approximately 4 months ago that resulted
in colonic obstruction mimicking colon cancer in splenic flexura. As this is a rare condition, we aimed to present this case report.

Keywords: Colonic obstruction, dentures, colon cancer

0z
Yetiskin populasyonda yabanci cisim yutulmas: genellikle kazara olusmakta, gida artiklan ve dis protezleri 6ne cikmaktadir. ileo-cekal valvden
gecebilen cisimler, kolonda darlik olusturan herhangi bir neden yoksa siklikla gaita ile problemsiz atilir. Yabanci cismin kolon duvarina impakte
olarak darlik olusturmasi oldukca nadir olup, maligniteyi taklit edebilir. Yaklasik 4 ay once fark edilmeden yutulan dis protezinin splenik fleksurada
olusturdugu darligin kolon timortnt taklit etmesi nedeniyle, 45 yasindaki erkek hastaya segmenter kolon rezeksiyonu yapildi. Nadir gortalmesi

nedeniyle sunulmaya deger gorildii.
Anahtar Kelimeler: Kolon obstriiksiyonu, dis protezi, kolon kanseri

Foreign body ingestion is a condition that is frequently seen A 45-year-old male patient admitted to our outpatients

in children and psychiatric patients. The vast majority of clinic with complaints of colic abdominal pain, attacks of

swallowed foreign bodies paa through the digestive system constipation-diarrhea and weight loss in the last 4 months.

without causing any significant complications.! In adults Physical examination revealed a distended abdomina with

1.5% of the swallowed foreign bodies are dental prosthetic 2" increase in tympanism. Body mass index was 20.2 kg/

. N . . m?, laborator rameters an mour marker: re all in
materials.>? The colon, with its’ wide diameter and increased ’ aboiat.o y parameters and tu. our Mmarkets were a
. L . . normal limits. A hyperdense mass in the left upper abdomen
amount of solid material it contains, is an organ that ) ] ] ]
. . . . . was detected in the standing abdominal X-ray (Figure 1).
foreign bodies can pass along easily without causing any i

A colonoscopy was performed to rule our a malignancy

problems after they pass ileocecal valve.* However in cases
of coexisting malignancies or when multiple foreign bodies
are swallowed, colonic obstruction requiring a surgical
intervention may be necessary.>® We aimed to present a
case of surgical resection due to an obstruction in splenic
flexura caused by a swallowed dental prosthesis 4 months

ago.

which revealed a circumferential stricture that was located
close to splenic flexura and did not allow advancement
of the endoscope and multiple biopsies were taken. On
histopathological  evaluation non-specific  alterations
without any sign of a malignancy was reported. An oral
and intravenous contrasted abdominal tomography was

performed to the ongoing suspected tumour. The abdominal
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tomography demonstrated an impacted foreign body at the
level of splenic flexura with an increased circular bowel
wall thickness at this location together with proximal large
and small intestinal dilatation (Figure 2). Upon further
focused history taking we have revealed that the patient had
lost his dental prosthesis 4 months ago. A laparotomy was
performed and a circular mass causing a stricture in splenic
flexura was seen. A segmentary colonic resection and colo-
colic anastomosis was performed. The excised piece was
examined and a dental prosthesis that was impacted in the
colonic wall together with a circular stricture and increased
bowel wall thickness was observed (Figure 3). The patient

Figure 1. Patient’s standing plain abdominal X-ray

Figure 2. Patient’s abdominal computerized tomography image, the
dental prosthesis is demonstrated with the arrow

{

Figure 3. The image of surgical piece

was discharged on postoperative day 6 without any further
complications. The pathologic evaluation was reported as
inflammatory changes due to foreign body reaction and no
sign of malignancy.

Discussion

The foreign bodies frequently attach to the bowel wall
and cause perforation at anatomical locations where the
intestinal lumen is narrowed and angled.! The clinical
findings differ depending on the anatomic location and
developing complications; in the presence of an obstructing
foreign body causing an stricture in the colon, abdominal
pain, nausea-vomiting, constipation, diarrhea are prominent
symptoms.* In our patient prolonged abdominal pain,
attacks of constipation-diarrhea together with the weight
loss raised suspicions of colonic malignancy.

In the case of foreign body swallowing, surgical intervention
is necessary if
fistula, abcess, obstruction have developed. The surgical
intervention to be performed can differ depending on the
type of the complication and localization of the foreign
body.” The vast majority of dental prosthesis that are swalled
unintentionally are recognized after an upper gastrointestinal
tract obstruction, passage of the foreign body to the large
intestine is infrequent.” One would expected that a foreign
that can pass through the ileocecal valve would easily pass

complications such as perforation,

out through the large intestine. However, in cases of co-
existing malignancies that cause a stricture in the bowel, the
chances of the impacted material to cause a complication
increases. Cases of colonic perforation that develop due to
the sharpmetal tips of the dental prosthetic material have
been more frequently reported.®

In conclusion, colonic obstruction due to foreign body
swallowing is rare. Patients and clinicians may be anxious
due to resemblance of the findings to a tumour obstruction.
A detailed history taking and careful evaluation of the
radiologic imaging can help finding correct diagnosis.
Surgical intervention has an important role in definitive
diagnosis and treatment.
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Nadir Bir Kolon Obstriiksiyon Nedeni: Dis Protezi
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Yetiskin popilasyonda yabanci cisim yutulmas: genellikle kazara olusmakta, gida artiklan ve dis protezleri 6ne cikmaktadir. ileo-cekal valvden
gecebilen cisimler, kolonda darlik olusturan herhangi bir neden yoksa siklikla gaita ile problemsiz atilir. Yabanci cismin kolon duvarina impakte
olarak darlik olusturmasi oldukca nadir olup, maligniteyi taklit edebilir. Yaklasik 4 ay once fark edilmeden yutulan dis protezinin splenik fleksurada
olusturdugu darligin kolon timortnt taklit etmesi nedeniyle, 45 yasindaki erkek hastaya segmenter kolon rezeksiyonu yapildi. Nadir gortlmesi

nedeniyle sunulmaya deger gorildii.
Anahtar Kelimeler: Kolon obstritksiyonu, dis protezi, kolon kanseri

ABSTRACT

The swallowing of foreign bodies is generally accidental among adult population; most common foreign bodies are food scraps and dentures. Foreign
bodies that can pass through the ileocecal valve are removed by defecation unless the presence of an underlying cause of colonic obstruction. The
impaction of a foreign body into the colonic wall and the formation of colonic obstruction is a rare condition which might mimic malignancy.
Segmental colon resection was performed to a 45-year-old male due to unnoticed swallowing of a denture approximately 4 months ago that resulted

in colonic obstruction mimicking colon cancer in splenic flexura. As this is a rare condition, we aimed to present this case report.

Keywords: Colonic obstruction, dentures, colon cancer

Yabanct cisim yutulmast siklikla cocuklarda ve psikiyatrik
hastalarda karsilasilan bir durumdur. Yutulan yabanci cisimlerin
onemli bir kismu sindirim sisteminde herhangi bir komplikasyon
olusturmadan defekasyonla atlirlar.! Yetiskinlerde yutulan
yabanci cisimlerin %1,5’ini dis protezi olusturmaktadir.>* Kolon
genis cap1 ve solid yukunun fazla olmasi nedeniyle, ileo-cekal
valvden gecen yabanci cisimlerin problem olusturmadan gectigi
sindirim segmentidir.* Fakat yutulan yabanci cisimlerin cok
sayida olmasi veya eslik eden malignite durumlarinda cerrahi
gerektiren kolon obstritksiyonu gelisebilir>® Dort ay once
kazara yutulan dis protezinin splenik fleksurada olusturdugu
obstritksiyonu nedeniyle cerrahi rezeksiyon yapilan olgumuzu
sunmay1 amacladik.

Kirk bes yasinda erkek hasta yaklasik 4 aydir kolik seklinde karin
agnist, kabizlik-ishal ataklan ve kilo kaybi sikayetiyle klinigimize
basvurdu. Yapilan fizik muayenede baun hafif distandu idi ve

timpanizm artist saptandi. Vicut kitle indeksi 20,2 kg/m?* olup
laboratuvar parametreleri ve timor belirtecleri normal araliktayd.
Cekilen ayakta karmn grafisinde batin sol st kadranda hiperdens
cisim tespit edildi (Resim 1). Malignite siiphesi nedeniyle yapilan
kolonoskopik degerlendirmede; splenik fleksurada kolonoskopun
gecisine izin vermeyen, sirkuler darlik saptandi ve multipl
biyopsiler alindi. Histopatolojik degerlendirmede nonspesifik
degisiklik saptanarak malignite lehine bulgu saptanmadi.
Hastada devam eden tiimor stiphesi nedeniyle oral ve intravenoz
kontrasth baun tomografisi cekildi. Batin tomografisinde; splenik
fleksura duizeyinde kolon duvarina impakte yabanci cisim ve bu
lokalizasyonda sirkuler duvar kalinhk artist ile proksimal kolon ve
ince barsak anslarinda dilatasyon izlendi (Resim 2). Geriye dogru
yapilan detayh anamnez sorgulamasinda hastanin dis protezinin
yaklasik 4 ay once kayboldugu belirlendi. Yapilan laparatomide;
splenik fleksurada darhk olusturan sirkiler kitle izlenerek
segmenter kolon rezeksiyonu ve kolo-kolik anastomoz yapildi.
Piyes degerlendirildiginde; kolon duvarina impakte dis protezi ve
sirkuler darlik olusturan duvar kalinlik artis1 saptandi (Resim 3).
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Postoperatif 6. giin sorunsuz taburcu edilen hastamin patolojik
degerlendirmesi yabanci cisim reaksiyonuna bagh enflamatuvar
degisiklikler olarak rapor edildi, maligniteye ait bulgu izlenmedi.

Tartisma

Yabanci cisimlerin barsak duvarma yapisarak tikamkhk ve
perforasyon olusturmas: siklikla sindirim sisteminin darlik veya
acllanma gosterdigi anatomik lokalizasyonlarda olmaktadir.!
Klinikbulgularanatomiklokalizasyon ve gelisen komplikasyonlara
gore degismekte olup, kolonda darlik olusumuna neden olan
yabanci cisim varhgmda; karin agnsi, bulanti-kusma, kabizlik,
ishal gibi sikayetler 6ne cikar.* Hastamizda kilo kaybiyla beraber
uzun sureli karmn agrsi, ishal-kabizlik ataklarnin olmasit kolon
kanseri lehine ciddi suphe uyandirmustir.

Resim 2. Hastaya ait baun bilgisayarl tomografi goruntiisii, ok ile
isaretli alanda dis protezine ait gorinim

Resim 3. Cerrahi piyese ait goruntu

Yabanci cisim yutma sonrast cerrahi girisim; perforasyon, fistiil,
apse, obstriksiyon gibi komplikasyonlar gelismesi halinde
gerekli olmaktadir. Yapilacak cerrahi girisim, komplikasyonlara
ve yabanci cismin lokalizasyonuna gore farklihik gostermektedir.”
Fark edilmeden yutulan dis protezlerinin 6nemli bir kismi
st gastrointestinal sistemde tikaniklik yapmasiyla tanimlanir,
kolona gecisi nadir gorillmektedir.” Tleo-gekal valvden gecebilen
cisimler sorunsuz olarak kolondan gecmesi beklenir. Fakat
malignite gibi kolonda darlik olusturan nedenlerin varliginda,
ilgili segmente impakte olarak komplikasyon olusturma riski
artmaktadir.® Kolona gecen ve dis protezine ait sivri uclu metal
ekler nedeniyle kolon perforasyonu gelisen olgular daha siklikla
bildirilmistir.®

Sonuc olarak; yabanci cisim yutulmasma bagh kolon
obstriksiyonu nadirdir. Tumor obstriksiyonuna benzer
bulgular olusturmasi nedeniyle hasta ve klinisyeni tedirgin
edebilir. Detayl anamnez ve radyolojik gortuntilemelerin
dikkatli irdelenmesi taniya katki saglar. Cerrahi girisim; kesin
tan1 ve tedavi acisindan onemli bir yere sahiptir.

Etik

Hasta Onay1: Bu makale, hastanin tedavi ve taburcu strecinden
sonra yazilmistir. Medikal ve cerrahi tedavi basamaklarinin
tamuinde hasta onay formu rutin olarak ahmmuistir.
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CASE REPORT

Left Sided Acute Appendicitis in Pregnant Woman:
A Case Report

Sol Yerlesimli Gebe Akut Apandisit: Olgu Sunumu

Muhammed Ziibeyr Ugiincii, Merve Miige Ugiincii2

1istanbul Gelisim University, Institute of Health Sciences, istanbul, Turkey
2Sisli Hamidiye Etfal Training and Research Hospital, Clinic of Family Medicine, Istanbul, Turkey

ABSTRACT

Acute appendicitis is the most common surgical emergency. Each year, one of 1.000 people is operated with the diagnosis of acute appendicitis and
the overall prevalence of it among pregnant women ranging between 0.05 and 0.1%. Left sided acute appendicitis is unusual and its existence in a
pregnant woman is even rarer. Left-sided appendicitis is associated with congenital anomalies such as situs inversus totalis and intestinal malrotation.
In this study, we aimed to present a left-sided appendicitis in a pregnant woman as of second reported case in the literature.

Keywords: Left sided appendicitis, appendicitis in pregnanacy, acute appendicitis

0z
Akut apandisit en genel acil cerrahidir. Her yil 1,000 kisiden biri akut apandisit tanisi ile ameliyat edilmektedir ve hamilelerdeki insidans %0,05 ile
0,1 arasinda degismektedir. Sol yerlesimli akut apandisit oldukca nadirdir hele de gebede goziikme insidansi oldukca dustiktir. Sol yerlesimli akut
apandisit situs inversus totalis ve intestinal malrotasyon gibi konjenital anomalilerle birliktedir. Burada literatiirdeki ikinci gebe apandisit olgusunu

sunmay1 amacladik.
Anahtar Kelimeler: Sol yerlesimli apandisit, gebe apandisit, akut apandisit

Appendicitis is inflammation of appendix and appendectomy is
the most common emergency surgery performed at the
emergency room for everyone including pregnant women.' An
experienced surgeon can diagnose the patient by evaluating
the clinical symptoms and radiologic findings.>*>* The overall
prevalence of acute appendicitis among pregnant women
ranging from 0.05 to 0.1%. Appendicitis in pregnancy increases
the risk of mortality and morbidity for both the mother and
unborn child.>?> Perforated appendicitis is significantly higher
among pregnant women than nonpregnant ones (43% versus
4% to 19%, respectively) because of the delayed diagnosis.
Perforation in acute appendicitis increases the risk of fetal
loss.

Although right lower quadrant abdominal pain is the most
common presenting complaint for patients experiencing

acute appendicitis, 30% of the patients feel the pain on the
other side of the abdomen quadrant because of the various
positions of the appendix vermiformis.*>

Appendicitis causing pain in the left lower quadrant (LLQ)
can occur with two congenital abnormalities: situs inversus
totalis (SIT) and midgut malrotation (MM).2

A 17-year-old, 20 weeks pregnant woman reported to the
emergency department with LLQ pain. There was no fever
history. Also, she had no previous history of similar pain,
urinary symptoms, back pain or chest pain. She had taken
parasetamol for pain relief one hour before arriving to the
emergency room. She had not been taking any prescription
medication and had no known drug allergies. She had a
C-section with her first child.
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Shehad LLQ tendernessand palpationwithlocalized rebound,
but no guarding or palpable masses. On examination, there
was no significant costovertebral tenderness. The remainder
of her physical examination findings were unremarkable.
Laboratory examinations revealed: white blood cell count
12.00 (K/mm’®) with 11.00 neutrophils, hematocrit 32, and
platelet count 275.000. Electrolytes, creatinine, amylase,
lipase, and liver function tests were all within normal
limits. C-reactive protein was 45 (N<5 mg/dL). Abdominal
ultrasound examination revealed that her appendix was at
her left sight. According to the ultrasound examination, her
liver and spleen were also located on the opposite side of
her body. Ultrasound results were confirmed by magnetic
resonance imaging (Figure 1a, 1b) that the pregnant patient
had apandicitis with SIT.

After the fetus and the mother examined by a gynecologists;
standart apendectomy was performed through a left sided
McBurney’s incision (Figure 2a, 2b). The procedure was
explained to the patient and her verbal and written consent
obtained. No postoperative complications observed. The
pregnant patient stayed in the hospital for 2 days after the
operation and was discharged later.

Discussion

MM and SIT are the two congential abnormalities which
cause left-sided acute appendicities (LSAA).? During fetal
life our bowels progressed from primitive loop which
turns around the axis of the superior mesenteric artery.
MM occurs in case of nonrotation or incomplete rotation

Figure 1b. Patient magnetic resonance imaging photos

of the primitive loop.® The incidence of MM reported to be
between 0.03% to 0.5% in live births.?

According to the literature, SIT incidence varies from
1 per 5000 to 1 per 10000 in live births.” There are two
types of SI: Complete (SIT), or partial (MM). SIT occurs
when both thoracic and abdominal organs are transposed.
If restricted to one cavity alone, the condition known as
partial transposition.” The incidence rates of SIT reported
in the literature varies from 0.001% to 0.01% in the
general population,® whereas the incidence rates of acute
appendicitis associated with SIT is reported to be between
0.016% and 0.024%. Acute appendicitis associated with SIT
occurs between the age of 8 and 63 and more common in
men than in women.’

LSAA is extremely rare and it is diffucult to diagnose,
because the appendix is located in an abnormal position.
Delay in diagnosis may occur due to lack of uniformity in
the clinical signs.’ The viscera transposition may result
in confusing symptoms and signs. The diagnosis of acute
appendicitis in patients with SIT or MM can be based
on physical examination (heart sounds in right region),
electrocardiogram, chest X-ray (gastric fundus air shadow

at left side), ultrasonography, computed tomography scan
and diagnostic laparoscopy.*?

Figure 2b. At the end of the operation
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Appendicitis can be difficult to diagnose in pregnancy
because of the uterine growth. Woman’s uterus and the
baby inside grow and the intestines rise in the course of
pregnancy and she can have abdominal pain outside of the
lower guadrant. Urinary tract infections are very common
for pregnant women and this situation can prevent the
consideration of some other complications sometime.
Eventually, late or wrong diagnosis contribute to maternal
mortality and morbidity.

A total of 53 cases of appendicitis with SI were mentioned in
the study of Block and Michael' and this study included a case
of a 4-month pregnant woman. According to our knowledge,
the case which we review here is the second appendicitis case
reported with SIT and pregnancy. The patient mentioned in
this study did not aware that she had congenital anomaly until
examined at our hospital. In addition to the classical physical
examination and the clinical symptoms evaluation, additional
tests were performed in case of any unusual situation. This
providence prevented a series of possible circumstances that
could resulted in infant and/or maternal death.

After the determination is done to understand whether it
is SIT or MM, the appendectomy procedure is the same for
everyone. However, laparoscopy may be a good option for
finding out the differential diagnoses or doing the definitive
surgery.’

In conclusion, appendicitis in pregnancy can cause serious
complications and a close cooperation is required between
different specialist to provide the best care for the mother
and unborn infant. In addition, the possible anatomical
differences like SIT and MM must be considered in atypical
clinical presentations of everyone.
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CASE REPORT

Rectosigmoid Tumor Causing Rectal Prolapse: Case Report
Rektal Prolapsusa Neden Olan Rektosigmoid Tumori: Olgu Sunumu

Barlas Silii, Turgut Anuk, Tiilay Diken Allahverdi, Kenan Binnetoglu, Musa Sinan Eren, Mahmut Can Yagmurdur

Kafkas University Faculty of Medicine, Department of General Surgery, Kars, Turkey
ABSTRACT

Rectal prolapse is believed to develop secondary to anatomical defects. Rectosigmoid tumors are rare causes of this condition. This must be kept in
mind in patients with prolapse; colonoscopic examination is recommended and biopsy should be performed when necessary. In this case report, we
present an elderly patient with rectal prolapse. The mass that precipitated the prolapse was biopsied and identified as adenocarcinoma. The cancer
was treated and patient was discharged.

Keywords: Rectal prolapse, colonoscopy, sigmoid cancer

0z
Rektal prolapsusun anatomik bozukluk sonucu olustugu kabul edilmektedir. Rektosigmoid bolgenin kanserleri de bu duruma yol acan nadir

faktorlerdendir. Prolapsuslu hastalarda bu faktor goz ontunde bulundurmal ve kolonoskopik inceleme yapilarak gerekirse biyopsi alinmalidir. Biz de
bu olgu sunumunda rektal prolapsuslu yash bir hastay1 sunduk. Hastanin prolabe olan sigmoid mukozadaki kitleden biyopsi alindi. Biyopsi sonucu

adenokanser saptandi. Tiimore yonelik cerrahi tedavi uygulanan hasta iyileserek taburcu edildi.

Anahtar Kelimeler: Rektal prolapsus, kolonoskopi, sigmoid kanser

Rectal prolapse is the protrusion of a full-thickness section
of rectal through the anus. It can also be described as an
intussusception of the rectum and rectosigmoid.' Its actual
prevalence in the population is unknown. Among younger
patients, rectal prolapse is more common in males, while in older
patients it is more common among women.? Many risk factors
have been identified in its etiology, but it is difficult to determine
which actually causes the condition. The currently accepted
theory is that these risk factors create an inclination toward
anatomic defects which cause rectal prolapse. Adenocarcinoma
of the rectum and sigmoid colon are also among the important
but rare precipitating factors of rectal prolapse.

A 7l-year-old male patient presented to the outpatient
clinic complaining that his intestines were protruding from
his anal canal. The patient reported that the problem had
started one month earlier and that on several occasions the

protruding intestine had spontaneously retracted. The patient
was admitted to the clinic and physical examination revealed
an approximately 10 cm section of intestine was protruding
through the anus. Upon further examination it was determined
to be a full-thickness mucosal prolapse, with three portions of
the intestine showing tissue alterations and the appearance of a
mass (Figure 1). The patient underwent a colonoscopy in sterile
conditions and a biopsy was taken. Although no pathologic
findings were observed in the colonoscopy, the pathology
report from the mass biopsy indicated adenocarcinoma (Figure
2). Due to the patient’s age and overall condition, a perineal
approach was initially planned, but we instead performed an
anterior procedure with sigmoid colon resection with end-to-
end anastomosis (Figure 3). On the 5" postoperative day, the
patient was discharged with full recovery.

In a healthy individual, the intra-abdominal pressure
increases and levator muscle contraction is inhibited during
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Figure 2. Histopathologic appearance of the biopsy obtained from the
mass located at the end of the prolapsed bowel

Figure 3. Postoperative appearance

defecation. The puborectal and external sphincter muscles
also relax, allowing the pelvic floor to descend and the
anorectal angle to straighten. A problem with one or more
of these structures causes incontinence and prolapse.? The
condition was first described on papyrus approximately
3500 years ago, but its etiology is still debated today.
Despite the many identified etiological risk factors, there
are different theories regarding its etiology. Some authors
have claimed that anatomic factors and intussusception lead
to the condition, while another proposed that prolapse is a
sliding type of hernia.>? However, the most widely accepted
theory is that rectal prolapse is caused by an anatomic defect
resulting from various precipitating factors.*

Prolapse is more prevalentin women and older age, and major
risk factors include a deep pouch of Douglas, long rectum
and sigmoid colon, weak pelvic floor and/or anal sphincter
muscles, loss of fixation of the rectum to the sacrum, and any
trauma or surgery that compromised the anatomic integrity
of the region.’ Presence of a long rectosigmoid colon was the
most common risk factor according to a study conducted in
the Cleveland Clinic.*

Adenocarcinoma of the rectum or sigmoid colon is an
important but rare risk factor for rectal prolapse. Only a
limited number of reports document sigmoid cancer as a cause
for prolapse, as in our case.! Rectosigmoid carcinoma was
not observed in any of the 44 rectal prolapse patients studied
by Sun et al.*, while another study revealed the prevalence
of rectosigmoid carcinoma was 5.7%.> In adenocarcinomas
of this region, the mass forms a leading point from which an
intussusception develops. With constipation and straining,
the intussusception progresses into prolapse.® An important
consideration is that degenerative changes occurring in the
mucosa due to external exposure must be differentiated from
tumoral masses. Furthermore, patients with rectal prolapse
were reported to have a 4.2-fold higher risk of developing
colorectal cancer compared to a control group.” Therefore,
the initial approach to patients with prolapse should include
a colonoscopic examination and conducting a biopsy in
sterile conditions of any mucosal changes observed on the
prolapsed segment, as in our case. The results of that biopsy
will determine the surgical approach. In our case, we biopsied
the part of the prolapsed bowel showing mucosal changes.
Upon receiving the biopsy report of adenocarcinoma, we
decided against the original plan of perineal approach in
favor of using an anterior approach and performing sigmoid
colon resection with end-to-end anastomosis.

In summary, cancers of the rectum and sigmoid areas
should be kept in mind as possible causes of prolapse. For
this reason, colonoscopic examination should be performed
prior to planning treatment. Any suspicious tissue observed
in this area should be biopsied and the treatment plan
should be based on the histopathologic results.
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OLGU SUNUMU

Rektal Prolapsusa Neden Olan Rektosigmoid Tumoru:
Olgu Sunumu

Rectosigmoid Tumor Causing Rectal Prolapse: Case Report

Barlas Siilii, Turgut Anuk, Tiilay Diken Allahverdi, Kenan Binnetoglu, Musa Sinan Eren, Mahmut Can Yagmurdur
Kafkas Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Kars, Tiirkiye

0z
Rektal prolapsusun anatomik bozukluk sonucu olustugu kabul edilmektedir. Rektosigmoid bolgenin kanserleri de bu duruma yol acan nadir
faktorlerdendir. Prolapsuslu hastalarda bu faktor goz éntinde bulundurmali ve kolonoskopik inceleme yapilarak gerekirse biyopsi alinmalidir. Biz de
bu olgu sunumunda rektal prolapsuslu yash bir hastay1 sunduk. Hastanin prolabe olan sigmoid mukozadaki kitleden biyopsi alindi. Biyopsi sonucu

adenokanser saptandi. Tumore yonelik cerrahi tedavi uygulanan hasta iyileserek taburcu edildi.
Anahtar Kelimeler: Rektal prolapsus, kolonoskopi, sigmoid kanser

ABSTRACT

Rectal prolapse is believed to develop secondary to anatomical defects. Rectosigmoid tumors are rare causes of this condition. This must be kept in
mind in patients with prolapse; colonoscopic examination is recommended and biopsy should be performed when necessary. In this case report, we
present an elderly patient with rectal prolapse. The mass that precipitated the prolapse was biopsied and identified as adenocarcinoma. The cancer

was treated and patient was discharged.
Keywords: Rectal prolapse, colonoscopy, sigmoid cancer

Rektal prolapsus, rektum duvarmin tim katlariyla antsten
disar1 ¢itkmasidir. Bir baska deyisle rektum ve rektosigmoidin
gercek
bilinmemektedir. Erken yaslarda erkeklerde sik gorulurken

intussusepsiyonudur.' Toplumdaki siklhig
ilerleyen yaslarda kadinlarda daha sik goralmektedir.?
Etiyolojisinde pek cok risk faktori tanimlanmistir. Ancak
hastaliga hangisinin neden oldugunu tam olarak sdylemek
zordur. Bugun ise; bu risk faktorlerinin hazirlayici etkisiyle
olusan anatomik bozuklugun hastaliga yol actig1 teorisi kabul
gormektedir. Rektum ve sigmoid kolonun adenokanserleri
de hazirlayic1 faktorlerden onemli ve nadir nedenlerden

birisidir.

Yetmis bir yasinda erkek hasta anal kanaldan barsaklarinin
disar1 cikmasi sikayeti ile poliklinige basvurdu. Hasta, bu

sikayetinin bir aydir var oldugunu ve cogunlukla disarida
olan barsagin arada bir kendi kendine iceri girdigini belirtti.
Klinige yatirilan hastada anal kanaldan yaklasik 10 cm kadar
barsak ansimnin disar1 ¢iktigl saptandi. Muayenede tam kat
mukozal prolapsus ve disar1 ¢ikan barsagin u¢ kismida doku
degisikligi, kitle gorantmi oldugu gozlendi (Resim 1).
Hastaya ameliyathane kosullarinda kolonoskopi uyguland ve
biyopsi alind1. Kolonoskopide patolojik bulgu gozlenmezken
kitleden alinan biyopsinin sonucu adenokanser olarak geldi
(Resim 2). Yas ve genel durum itibariyla perineal yaklasim
planlanan hastaya anterior yaklasimla sigmoid kolon
rezeksiyonu ve u¢ uca anastomoz uygulandi (Resim 3).
Postoperatif 5. gun hasta sifa ile taburcu edildi.

Normal bir bireyde, defekasyon sirasinda karin ici basinci artar
ve levator kasinin kontraksiyonu inhibe olur. Puborektal ile

EEI!FE Yazisma Adresi/Address for Correspondence: Dr. Barlas Stili

E—-—-.—».—_c 2 Kafkas Universitesi Tip Fakiltesi, Genel Cerrahi Anabilim Dali, Kars, Ttrkiye

Tel.: +90 506 536 35 68 E-posta: barlas.sulu36@gmail.com

Ej'_'l-'-

v Gelis Tarihi/Received: 28.08.2016 Kabul Tarihi/Accepted: 22.10.2016



Suli ve ark.
Rektal Prolapsusa Neden Olan Rektosigmoid Tumort

eksternal sfinkter kaslar1 da gevseyerek pelvik tabanin asagi
dogru ¢cokmesine ve anorektal acinin diizlesmesine izin verir.
Bu yapilarin bir ya da birden fazlasinda gelisecek bir sorun
inkontinans ve prolapsusa neden olmaktadir.? Bu durum
ilk kez yaklasik 3500 y1l 6nce papiruslarda tarif edilmistir.
Ancak guntimiizde etiyolojisi hala tartisilmaktadir. Olusumu
ile ilgili pek cok risk faktor olmasina ragmen, nedeni
ile ilgili farkli yaklasimlar bulunmaktadir. Bu duruma
anatomik faktorlerin ve intussusepsiyonun onculuk ettigi
belirtilirken, kimi arastirmaci ise rektumun kayici tipte
finklasmas1 olarak tarif etti.** Ancak bugun cogunlukla
kabul goren teori anatomik bir kusurun cesitli hazirlayici
nedenlerin etkisiyle hastaliga neden oldugu seklindedir.*

Kadin cinsiyet ve ileri yaslarda prolapsus gortilme siklig
artarken, derin yerlesimli Douglas posunun varligi, uzun
Resim 1. Prolabe olan barsak kisminin ameliyat oncesi gortanimit re.ktum ve sigmoid kOFOI,l:, pelvik t?banln ve/veya ana?
sfinkter kaslarinin yetersizligi, rektum ile sakrum arasindaki
baglarin kaybi, bu bolgenin anatomik butinliagint bozan
travma veya cerrahi girisimler prolapsus olusumunda
onemli risk faktorleridir.® Cleveland Clinic’de yapilan bir
calismada uzun rektosigmoid kolon varlig1 en sik saptanan
risk faktora olmustur.*
Rektum veya sigmoid kolonun adenokarsinomu rektal
prolapsusun 6nemli ancak nadir risk faktorudar. Olguda
sundugumuz sigmoid kanseri nedeniyle gelisen prolapsus
az sayldaki calismada bildirilmistir.! Sun ve ark.’nin*
calismasinda 44 rektal prolapsuslu hastada rektumsigmoid
karsinom hicbir hastada gozlenmezken, baska bir calismada
rektosigmoid karsinoma sikligr %5,7 olarak saptanmistir.’
Bu bolgenin adenokanserlerinde, kitlenin 6ncit nokta
] (leading point) olusturarak buradan intussepsiyon
| il ﬂ:ﬁ:“f — ™ ] olusmaktadir. Kabizlik ve tkinmanin etkisiyle intussepsiyon
ilerleyerek prolapsus gelismektedir.® Burada dikkat edilmesi
gereken durum mukozanin disarida olmasi nedeniyle
surtinmelerin etkisiyle mukozada gelisecek dejeneratif
degisikliklerin timoral kitlelerden ayirt edilmesidir. Ayrica
rektal prolapsuslu hastalarda kontrol grubuna gore 4,2
kat kolorektal kanser gelisme riski oldugu bildirildi.> Bu
nedenle prolapsusu olan hastalara baslangi¢ yaklasimi olarak
kolonoskopik inceleme yapilmali ve prolabe olan kisimdaki
mukozal degisikliklerden bizim de hastaya uyguladigimiz
gibi ameliyathane kosullarinda biyopsi alinmalidir. Buradan
aliman biyopsinin sonucu cerrahi tedavi yaklasimimizda
belirleyici olacaktir. Bizim hastamizda prolabe olan
kisimdaki mukozal degisiklik gozlenen kisimdan biyopsi
aldik. Biyopsi sonucunun adenokarsinom olarak gelmesi
tzerine hastamizin genel durumu goz ontine alarak onceki
perineal yaklasim kararimizi degistirerek anterior yaklasimla
sigmoid kolon rezeksiyonu ve u¢ uca anastomoz uyguladik.

Resim 2. Prolabe olan barsak kisminin ucundaki kitleden alinan
biyopsinin histopatolojik goruntusu

Sonu¢ olarak rektum ve sigmoid bolgesinin kanserleri
prolapsus nedenleri arasinda goz ¢niinde bulundurmalidir.
Resim 3. Ameliyat sirasinda goruntim Bu nedenle prolapsusu olan tedavi planlanmadan o6nce




Sult ve ark.
Rektal Prolapsusa Neden Olan Rektosigmoid Timort

kolonoskopik inceleme yapilmalidir. Eger bu bolgede
stupheli doku gozlenirse buradan biyopsi yapilmali, tedavi
plan1 histopatolojik sonuca gore yapilmalidir.
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