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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 Hastaliklari
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 British Library, Root
Indexing, 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

Address: Latilokum Sok. Alphan Isham No:3 Kat2 Mecidiyekoy-Sisli-
Istanbul-Turkey
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Permissions

Requests for permission to reproduce published material should be sent to the
editorial office.

Editor: Professor Dr. Tahsin Colak

Adress: Mersin University Faculty of Medicine, Department of General Surgery,
Mersin-Turkey

Telephone: +90 (324) 337 43 00

Fax: +90 (324) 361 00 72

Web page: www.turkishjcrd.com

E-mail: info@turkishjcrd.com
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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.



Turkish Journal of

COLORECTAL DISEASE

Amac ve Kapsam

Turk Kolon ve Rektum Hastaliklart Dergisi, Turk Kolon ve Rektum Cerrahi
Dernegi'nin resmi dergisidir. Bu dernek; ince barsak, kolon, rektum, ants ve pelvik
taban hastaliklar1 gibi hastaliklarin 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.
turkishjerd.com/) yayimlanir.

Derginin hedef kitlesini; cerrahlar, patologlar, onkologlar, gastroenterologlar ve
kolorektal hastalarma hizmet veren profesyoneller olusturur. Derginin amact;
uluslararasi diizeyde en ytiksek bilimsel ve klinik degeri olan orijinal calismalar
yaymlamakur. Bunlara ek olarak derleme (review) makaleleri, olgu sunumlari,
teknik notlar, editore mektuplar, editoryal yorumlar, egitim yazilart ve kongre/
toplanti duyurulan yer almaktadir.

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

Kolon ve Rektum Hastaliklar1 Dergisi, British Library, Root Indexing, Tiirk Auf
Dizini ve TurkMedline’de indekslenmektedir.

Tiirk Kolon ve Rektum Hastaliklar Dergisi, Ingilizce ve Ttrkge 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 Hastaliklar: 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 uymast
gereken standartlara uygunluk gostermektedir.

Acik Erisim Politikas1

Bu dergi bilginin yer degistirmesi ve toplum icinde bilgiye 6zgtirce ulasma olanag:
saglamak tizere acik erisime imkan vermektedir. Acik Erisim Ilkesi “Budapeste
Acgik  Erisim  Girisimi  (BOAI)”  http://www.budapestopenaccessinitiative.org/
kurallarna dayanmaktadr.

http://www.budapestopenaccessinitiative.org/ [hakemli arastirma literattirtiinde]
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 icin onlar1 tarama, yazilimi veya kullanimu
gibi haklara herhangi bir kullanicinin izinli olmas: demektir. Cogalim ve dagitim
ve bu alanda telif hakki icin tek kisit, yazarlarm kontrol ve bilgisi dahilinde alinti
yapma gerekliligidir.

Abonelik Bilgileri

Turk Kolon ve Rektum Hastaliklar Dergisi, Tturk Kolon ve Rektum Cerrahisi
Dernegi uyelerine, Ditinyada ve Turkiye'deki kitiphanelere tcretsiz
dagitilmaktadir. Yaymlanmis ttm sayilar tcretsiz olarak su linkte mevcuttur
(http//www.turkishjerd.com/).

Adres: Latilokum Sok. Alphan Isham No: 3 Kat: 2, Sisli, Istanbul, Turkiye
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 sayfas1: www.turkishjcrd.com

E-posta: info@turkishjcrd.com

Izinler

Materyallerin ¢ogaltilmast 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 sayfast: www.turkishjcrd.com

E-posta: info@turkishjcrd.com

Yaymnci

Galenos Yaymevi

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 icin lutfen yaymear ile iletisime geciniz.

Galenos Yaymevi Tic. Ltd. Sti.

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

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 Hastahklar Dergisinde yaymladiklar yazilardan
kendileri sorumludurlar. Editor, editér kurulu ve yaymet hicbir sorumluluk kabul
etmemektedir. Baska bir kaynaktan tablo ya da figtr (veya tablo/figtirden bir veri)
kullandiysaniz, direk olarak tablo ya da figtirti kaynak gosteriniz.

Dergi asitsiz kagida basiimaktadir.
Editoryal Politika

Her yazimin alimmasim takiben, bir kontrol listesi Editor Yardimcisi tarafindan
tamamlanir.

Editor yardimeisi, her yaziy1 gerekli ogeleri sagladigy ve yazar kilavuzuna uyumu
acisindan kontrol eder, ardindan editore iletir. Editor degerlendirmesinin ardindan
her bir yazi icin editor yardimcisi tarafindan gozlemciler (reviewers) belirlenir.
Genelde, her bir yaziy: ilgili uzmanhklarn goz éntine alinarak atanmus en az 3
gozlemci inceler. Yardimer 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 cikar sorunlar
dogurabilir. Bu yazilar, yaziy1 yazan editor(ler) tarafindan degerlendirilemez. Bu
gibi durumlarda bu sureg, (editorlerin yazi basvurularinda) yazilarm 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
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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.
con/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 III, 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 checKklist 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
conflicts 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.icmje.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
(i.e. 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
“*ff”, “* 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-Chiefs implementation of the
following measures, including, but not limited to:

1f 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.”

1f 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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GENEL BILGI

Tark Kolon ve Rektum Hastaliklart Dergisi, Turk Kolon ve
Rektum Cerrahisi Derneginin dergisidir. Derginin misyonu;
ince bagirsak, kolon, rektum, antis ve pelvik taban bozukluklart
hakkindaki 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 sunumlarmi
yaymlamaktadir. Randomize, kohort, kesitsel ve vaka kontrol
calismalart gibi temel bilim yazilarna oncelik verilir. Alaninda
bilinen uzmanlarca talep tizerine yazilan derlemeler dikkate
almacakur.

Yazilar ICMJE  yonergelerine gore (http://www.icmje.org/)
hazirlanmalidir. Tam yazilar dergi tarafindan benimsenen stile
uygunluk saglamak icin editoryal kontrol ve duzeltmelere tabi
tutulmaktadir. Derginin cift kor bir degerlendirme sistemi vardir.
Degerlendirilen ve kabul edilen yaymlar Turkceden Ingilizceye
veya Ingilizceden Ttirkceye derginin profesyonel ceviri hizmeti
aracihiglyla tercume edilir. Yaymlanmadan once, ceviriler onay
veya diizeltme istekleri icin yazarlara gonderilir ve 7 giin icinde
geri donts talep edilir. Bu sure icinde yamt alinamazsa, ceviri
kontrol ve yaymn kurulu tarafindan onaylanir.

Kabul edilen yaymlar hem Turkce hem de Ingilizce olarak
yaymlamr.

Turk Kolon ve Rektum Hastaliklarn Dergisine gonderilen tum
yaymlar ‘iThenticate’ yazihmi kullamlarak intihal acisindan taranir.
Intihal saptanan durumlarda yaymn iade veya reddedilir.

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

Turk Kolon ve Rektum Hastahklari Dergisinin kisaltmast
“TJCD"dir, ancak, refere edildiginde “Turk J Colorectal Dis” olarak
kullamilmahdir.

YAYIN POLITIKASI
Tum makaleler bilimsel katkilar, 6zgunlik ve icerikleri acismdan
bilimsel komite tarafindan degerlendirilecektir. Yazarlar verilerinin
dogrulugundan sorumludurlar. Dergi gerekli gordugu yerlerde dil
ve uygun degisiklik yapma hakkim sakh tutar. Gereginde makale
revizyon icin yazara gonderilir. Dergide basilan yaymn derginin
mal haline gelir ve telif hakk: “Ttrk Kolon ve Rektum Hastahiklart
Dergisi” adina alinmus olur. Daha 6nce herhangi bir dilde yaymlanmis
makaleler dergide yaymlanmak tizere kabul edilmeyecektir. Yazarlar
bir baska dergide yaymlanmak tizere olan makaleyi teslim edemez.
Tum degisiklikler, yazar ve yaymcimn yazil izin almdiktan sonra
yapilacaktr. Tum makalelerin tam metinleri derginin  www.
journalagent.com/krhd web sitesinden indirilebilir.
YAZAR KILAVUZU
Makale gonderilirken sunulmasi gereken formlar:
Telif hakk: devir bildirimi

Aciklama bildirimi

Ust yazi
Makale Gonderme Kurallart
Makale Hazirlama Kurallar

Metin bicimlendirme

Giris sayfast

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

Yaymlarm bilimsel ve etik sorumlulugu yazarlarma aittir.
Yazilarin telif hakki ise Tirk Kolon ve Rektum Hastaliklar:
Dergisine aittir. Yazarlar yaymlarm dogruluk ve iceriginden ve
kaynaklarnn dogrulugundan sorumludur. Yaymlanmak tizere
gonderilen tum yaymlara Telif Hakki Devir Formu (telif hakk:
transferi) eslik etmelidir. Ttim yazarlar tarafindan imzalanarak
gonderilen bu form ile yazarlar, ilgili yayimn ve icerdigi datamn
baska bir yaymn organna gonderilmedigini veya baska bir dergide
yaymlanmadigim beyan ederler. Aynca bu belge yazarlarn
bilimsel katk: ve tiim sorumluluklarimn ifadesidir.

Aciklama Bildirimi

Cikar catismalar: Yazarlar, finansal, kurumsal, damsmanhk
seklinde ya da herhangi bir cikar catismasma yol acabilecek
baska iliskiler de dahil olmak tizere yayndaki ilgili ttim olast
cikar catismalarmi belirtilmelidir. Herhangi bir cikar catismasi
yoksa da bu da acikea belirtilmelidir. Ttim finansman kaynaklart
yazinin icinde belirtilmelidir. Finansman kaynaklan ve ilgili tim
cikar catismalar yazinin baslik sayfasinda “Finansman ve Kaynak
Catismalart:” bashg ile yer almahdir.

Ust Yazi

Yazarlar, yazinin 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) onayi almip
almmadig ve 2013 yil Helsinki Bildirgesine esdeger kilavuzlarn
izlenip izlenmedigi belirtilmelidir. Aksi takdirde, bir aciklama
temin edilmelidir. Ust yazi; adres, telefon, faks ve ilgili yazann
e-posta adresini icermelidir.

Makale Yazim Kurallart

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

sunmaldir.
Online Basvuru

Gecikmeyi onlemek ve hizh hakemlik icin sadece ¢evrim ici
gonderimler kabul edilir. Yazilar word belgesi (*.doc) veya zengin
metin bi¢cimi (*.rtf) olarak hazirlanmahdir. www.journalagent.
com/krhd adresinde web oturumu actiktan sonra “Makale gonder”
ikonuna tiklaym. Ttm yazarlar, gerekli bilgileri sisteme girdikten
sonra bir sifre ve bir kullamici adi alir. Kendi sifre ve kullanict
admiz ile makale gonderme sistemine kayit olduktan sonra

yazimn isleme alinmasinda bir gecikme olmamasi icin gerekli tiim
bilgileri saglamak i¢in sistemin yonergelerini dikkatlice okuyunuz.
Makaleyi ve tim sekil, tablo ve ek doktmanlar ekleyiniz. Ayrica
tst yazi ve “Telif Hakk: ve Finansal Durum” formunu ve yazinin
tipine gore asagida belirtilen kilavuzlarin kontrol listesini ekleyiniz.

Makale Hazirlama Kurallart

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

Yazarlar yaymlarm gonderirken, cahsmalarnmmm tirind  ve
uygulanan istatistik yontemlerini “Tibbi Dergilere Gonderilen
Makaleler icin Istatistiksel Raporlama Rehberi’'ne uygun
olarak belirtmelidir (Bailar JC 111, Mosteller F. Ann Intern Med
1988;108:266-73).

Arastirma makalesi, sistematik degerlendirme ve meta-analizin
hazirlanmasy  asagidaki calisma tasarm kurallanna 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) (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).
Metin Bicimlendirme

Yazilar Word programu ile hazirlanarak teslim edilmelidir.

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

- Sayfa numarasi icin otomatik sayfa numaralandirma islevini
kullanm.

- Alan fonksiyonlar1 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 ust) ya da .doc
formatunda (eski Word stirtim) kaydedin.
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Giris sayfast
Tam yazilar, makale tirti ne olursa olsun, asagidakileri iceren bir
bashk sayfast ile baglamalidur:

- 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 olas: bir ¢ikar catismast oldugunu teyit eden
bir ifade, aksi takdirde catisma olmadigim belirtir bir aciklama;

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

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

Makale Tipleri
Orijinal Makaleler

Bu kategori, klinik ve temel bilimde orijinal arastirmalar icerir.
Yaym orijinal olmal ve bagka 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.

Tum klinik calismalar, Uluslararass Tip Dergisi Editorler
Komitesince (ICMJE) kabul goren bir kayit sistemine kayith
olmalidir. Bunun icin http/www.icmje.org/faq.html adresine
muracaat edin. Randomize kontrollt calismalarm yazarlar
da, www.consort-statement.org adresinden  bagvurulabilen
CONSORT  kilavuzuna uymahdir ve yaymlaryla birlikte
CONSORT kontrol listesi ve akis diyagrami teblig edilmelidir. Akis
semast olarak www.consort-statement.org adresinde bulunan MS
Word sablonunun kullanilmasi ve bunun yaymn icinde bir alintt
veya bir figiir olarak yerlestirilmesi gereklidir. Buna ek olarak,
sunulan yaymlar her yayma spesifik verilen 6zel kayit numarasmi
icermelidir.

Tum  yazarlarnn, insan tizerindeki
deneylerinde etik standartlara uymalar beklenmektedir. Insan
uzerindeki veya laboratuvar hayvanlari iceren cahsmalarda,
yazarlarm yaymin Gereg ve Yontem kisminda deney protokolunun
ilgili kurumsal inceleme komitesi tarafindan onaylandigimi ve
sorumlu devlet kurumu kurallarina uydugunu agik bir dille
aciklamalar gereklidir. Insan uzerindeki calismalarda kurumsal
inceleme kurulu onayma ek olarak, aydmlaulmis onam da
bulunmahdur.

calismalar ve hayvan

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

Orijinal Makaleler asagidaki gibi organize edilmelidir:
Ozet: Ozet 250 kelimeyi gecmemeli ve sunlan icermelidir;
Amag: Calismamn amaci nedir?

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

Bulgular: Ana bulgular nelerdir?

Sonug: Calismanin ana sonuclan ve etkileri nelerdir?

Anahtar kelimeler: Ozetin alinda en az 3 anahtar kelime veriniz.
Kisaltmalarn anahtar kelime olarak kullanmayiz.

Giris: Acik bir dille calismanin amag ve gerekeesini belirtin ve
calismanin arka planim aciklarken sadece en énemli kaynaklardan
alnt1 yapimn.

Gerec ve Yontem: Gozlemsel veya deneysel deneklerin (hastalar,
deney hayvanlant veya kontrol gruplan dahil) secim seklini
aciklaym. Deney protokoluntn ilgili kurumsal inceleme komitesi
tarafindan onaylandigmi ve ilgili devlet kurumu kurallarina
uydugunu agik bir dille aciklayin. Insan cahsmasi durumunda,
tum sahislarm aydinlatilms onamlanmin alindigim acik bir dille
belirtin. Yontem, cihaz ve urunleri tammlayn (Parantez icinde
uretici firma ad1 ve adresi)** Uygulanmus olan tiim prosedurler,
diger calismacilarm aymi deneyi tekrar edebilecekleri detay ve
netlikte anlatlmalidir. Istatistiksel yontemler de dahil olmak tizere
yerlesik ve yaygin olarak bilinen calisma yontemleri icin kaynaklar
belirtilmelidir. Yaymlanmis ancak yaygmn olarak bilinmeyen
yontemler icin ise kaynaklar ve kisa tanimlamalar verilmelidir.
Kullanma sebepleri ve limitasyonlan belirtilmelidir.

Bulgular: Istatistiksel yontemlerle desteklenmis bulgularmizi
ayrmtih olarak sunun. Sekil ve tablolar metni tekrar degil, takviye
etmelidir. Verilerin hem metinde hem figiir olarak verilmemesi
gerekir. Metin veya figtirden birisi olarak verilmesi yeterlidir.
Sadece kendi onemli izlenimlerinizi belirtin. Kendi izlenimlerinizi
digerlerininkiyle karsilastirmayin. Bu tir karsilastirma ve yorumlar
tartisma boltimunde yapilmalidir.

Tartisma: Bulgularmizn 6nem ve anlamim vurgulaym ancak
bulgular kisminda verilenleri tekrarlamaym. Fikirlerinizi yalmzca
bulgularmzla kamtlayabildiklerinizle siurh tutun. Bulgularmizt
digerlerininkiyle ~karsilasurm. Bu  bolumde  yeni
bulunmamalidhr.

veriler

Tesekkiir: Sadece calismaya ciddi katkilarda bulunmus kisilere
tesekkir edin. Yazarlar ismen tesekkur ettikleri herkesten yazili
izin almak zorundadir. Tesekkur kismina “Yazarlar ....tesekkur
eder” seklinde baslaymn.

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, cahsmanm verilerinin elde
edilmesine, analizine ve yorumlanmasina énemli katkilar veren; ve

- Isi hazirlayan veya entellektiel icerik agisindan elestirel bicimde
gozden geciren; ve

- Yayilanacak son sekli onaylayan; ve

- Calismanun her bir bolumiintin dogrulugu ve buttinlig ile ilgili
sorunlart uygun bir sekilde inceleyen ve ¢6ztim saglayan sorumlu
Kisidir.

Bu sartlarm hepsini saglamayan diger tim kaulimcilar yazar degil,
“Tesekkir” boltiimunde amlmas gereken katk: saglamus kisilerdir.

Kaynaklar: Kaynaklan 1’den baslayarak Arap rakamlar ve alfabetik
sira ile verin. Kaynak numaralan cumle sonunda noktadan
sonra tstte kugtik rakamlar seklinde (superscript) yazilmahdir.
Kisaltmalar icin gerekli standartlart http:/www.bilimterimleri.com
adresinde bulunan Turk Bilim Terimleri Kilavuzundan edinin.

Dergi basliklar “Cumulated Index Medicus” kisaltmalarma uygun
olmalidir.

Dergiden: Yazar/yazarlarin soyadi ve admn ilk harfi, makale
bashgy, dergi bashg ve derginin 6zgin kisaltmasi, yaym tarihi,
basku, kapsayict sayfa numaralarim icermelidir.

Omnegin: 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 Bolimii: Yazar/yazarlann soyadi ve adimn ilk harfi, bolum
bashgy, kitap editorleri, kitap bashg, basim, yaym yeri, yaymn
tarihi, kapsadig sayfa numaralarmi icermelidir

Ornegin: 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: Ttum tablolar Arapca sayilarla numaralandinlmahdir.
Tum tablolardan metin icerisinde numara swrast ile
bahsedilmelidir. Her tablo icin tablonun icerigi hakkinda bilgi
veren bir bashk verin. Baska yaymdan alinti olan tum tablolan
tablonun alt kisminda kaynak olarak belirtin. Tabloda dipnotlar
tablonun altinda, tist karakter olarak kiictik harflerle verilmelidir.
Istatistiksel anlamli degerler ve diger onemli istatistiksel degerler
yildiz ile isaretlenmelidir.

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

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

Izinler: Yazarlar yaymlarma onceden 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 asmamahdir.
Makale uzunlugu: 4000 kelimeyi asmamalidir.
Kaynak sayist: 100 kaynag asmamalidir.

Derlemeler, tizerine konuyla ilgili yeni bir hipotez ya da
cahisma oturtulabilecek bir sonug icermelidir. Literattr taramast
metodlarim veya kanit diizeyi yontemlerini yaymlamaymn. Derleme
makaleleri hazirlayacak yazarlarn ilgili konuda 6nceden arastirma
makaleleri yayimlamus olmasi gerekir. Calismann yeni ve onemli
bulgulan sonu¢ bolimunde vurgulamr ve yorumlanmahdir.
Derlemelerde maksimum iki yazar olmaldir.

Olgu Sunumlar

Ozet uzunlugu: 100 kelimeyi asmamahdir.
Makale uzunlugu: 1000 kelimeyi asmamalidhr.
Kaynak sayis1: 15 kaynag) asmamalidir.
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Olgu Sunumlan asagidaki gibi yapilandinlmaldir:

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

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

Olgu Sunumu: Bu bolumde ilk tani ve sonu¢ da dahil olmak
tizere olgu ayrntili olarak anlatlhr.

Tartisma: Bu bolumde ilgili literatur kisaca gozden gecirilir ve
sunulan olgunun, hastahga bakisimizi ve yaklasimimizi nasil
degistirebilecegi vurgulanr.

Kaynaklar: Vancouver tarzi, (yukarda ‘Kaynaklar boltimune
bakiniz).

Tesekkiir

Tablolar ve sekiller

Teknik Notlar

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

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

Teknik Notlar asagidaki gibi organize edilmelidir:
Ozet: Asagrdaki gibi yapilandiriimalidir:
Amagc: Bu calismanin amaci nedir?

Yontem: Kullamlan yontemlerin, hastalar ya da saglkh
gontllilerin veya hayvanlarn tanimi, malzemeler hakkinda kisa
bir aciklama.

Bulgular: Ana bulgular nelerdir?

Sonug: Bu ¢alismanin ana sonugclar ve etkileri nelerdir?
Endikasyonlar1

Yontem

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

Kaynaklar: Vancouver tarzi (yukanda ‘Kaynaklar bolumiine
bakimz)

Tesekkiir

Tablolar ve sekiller; alt yazilar dahil
Editore Mektuplar

Makale uzunlugu: 500 kelimeyi asmamahdr.
Kaynak Sayisi: 10 kaynag asmamalidir.

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: asmamalidhir.

Editoryal yorumlar sadece editor tarafindan kaleme aliur.
Editoryal yorumlarda aym konu hakkinda baska yerlerde

yaymlanmus yazilar hakkinda fikir veya yorumlar belirtilir. Tek
bir yazar tercih edilir. Ozet gerekli degildir, ancak lutfen kisa bir
baslik ekleyiniz. Editoryal gonderimler revizyon/gdzden gecirme
talebine tabi tutulabilir. Editorler, metin stilini degistirme hakkin
sakli tutar.

Etik

Bu dergi, bilimsel kayitlann buttinltigint korumayi tahhut
etmektedir. Yaymn Etik Komitesi (COPE) tyesi olarak, dergi olast
olumsuz davramslarla nasil basa cikilacagi konusunda Yayn 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, sakinmahdr.
Arastirma buttinlugintn strdurtlmesi ve bunun sunumu, iyi
bilimsel uygulama kurallarin takip ederek basarihr. Bu da sunlar
icerir:

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

- Yazih eser daha onceki bir eserin gelistirilmesi olmadikca, daha
once (kismen ya da tamamen) yaymlanmamus olmaldir. [Metnin
yeniden kullamldig) imasindan kacinmak icin tekrar kullamlabilir
materyallerde seffaflik saglaym (“self-plagiarismkisinin kendinden
intihali”)].

- Tek bir ¢alisma; sunum miktarm artuirmak icin bircok parcaya
bolinmemeli ve zaman icinde aym ya da cesitli dergilere
gonderilmemelidir. (6rnegin “salam-yaymcilik” “salamizasyon”).

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

- Yazarm kendine ait olmayan hicbir veri, metin veya teori
kendininmis gibi sunulmamahdir (intihal). Diger eserlerin
kullanim, (eserin birebir kopyalanmasi, ozetlenmesi ve/veya
baska kelimeler kullanarak aciklanmasini da iceren) ya telif hakk:
korunacak sekilde izin alinarak ya da urnak isareti icinde birebir
kopyalanarak uygun onay ile kullanilmalidir.

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

- Eser sunulmadan o¢nce sorumlu makamlardan ve cahsmamn
yapildigi  enstitvkuruluslardan-zimnen ~ veya  acikca-onay
almmasinin yam sira tim  yazarlardan acitkca onay alnmus
olmaldir.

- Sunulan eserde yazar olarak ismi olanlarin, bilimsel cahsmaya
yeterince katkist olmus olmahdir 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; hakh gerekeeli, inandirict ve sadece
tam yazarlarm yazih onayr alindiktan sonra; ve yeni/silinmis
yazarm roli silme hakkinda ikna edici aynnuli bir aciklama
ile kabul edilebilir. Revizyon asamasinda degisiklik olmasi
halinde, bir mektup revise edilmis yaymna eslik etmelidir. Yayma
kabul edildikten veya yaymlandiktan sonra degisiklik olmast

halinde, bu istek ve gerekli dokumantasyonun yaymer yoluyla
editore gonderilmesi gerekmektedir. Gerek gorulduginde bu
istegin gerceklesmesi icin daha fazla doktiman talep edilebilir.
Degisikligin kabul veya red karan dergi editort insiyatifindedir.
Bu nedenle, yaymm gonderilmesi asamasinda yazar/yazarlar,
gonderecekleri ilgili yazar grubunun isim dogrulugundan
sorumludur.

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

Gorevi kottiye 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 hatast olarak kabul edilecek ya da daha ciddi durumlarda
makale geri cekilecektir.

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

Insan ve Hayvan Arastirmalart
Insan Haklar1 Beyannamesi

Insan katthmh arastirmalar; 1964 Helsinki Deklarasyonuna
ve sonrasinda yayimlanan iyilestirici ilkelere uygun olmalidir
ve yazarlar tarafindan kurumsal ve/veya ulusal etik kurul
komitelerine bagvurulup onay almmis oldugu beyan edilmelidir.

Arastirmanin 1964 Helsinki Deklarasyonu veya kiyaslanabilir
standartlara gore yurutilmesi ile ilgili siiphe durumunda, yazarlar
bu durumun nedenlerini actklamak zorundadir ve bagimsiz etik
kurullari veya diger degerlendirme kurullan araciligryla stphelerin
giderilmesi gerekmektedir.

Asagida  belirtilen  durumlar  yaz
bolumiinden once yer almahdr:

icerisinde  “Kaynaklar”
Etik Kurul Onayr: “Cahsmada insanlara uygulanan tum
prosedurler kurumsal ve ulusal arastirma kurullarnm etik
standartlarina, 1964 Helsinki Deklarasyonuna ve sonrasinda
yayimlanan iyilestirici ilkelere uygun olmahdir.”

Retrospektif calismalarda, asagida belirtilen ctimle yer almahdr.
“Bu tur calismalarda yazil onam gerekmemektedir.”
Hayvan Haklar1 Beyannamesi

Arastirmalarda  kullanilan refahma  sayg
gosterilmelidir. Hayvan deneylerinde, yazarlar hayvanlarn
bakiminda ve kullamminda uluslararast, ulusal ve/veya kurumsal
olarak olusturulmus kilavuzlara uymahdir ve cahsmalar
icin kurumdaki veya calismanm yapildigi veya yuratuldugi
merkezdeki (eger boyle bir merkez varsa) Klinik Arastirmalar Etik
Kurulundan onay alinmalidr.

hayvanlarin

Hayvanlar ile yurutiilen cahsmalarda, asagida belirtilen durumlar
yaz1 icerisinde ‘Kaynaklar’ bolumtinden énce yer almalidir:

Etik Kurul Onay:: “Hayvanlarn bakim ve kullammu ile ilgili
olarak uluslararasi, ulusal ve/veya kurumsal olarak olusturulmus
tim kilavuzlara uyulmustur.”
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Yazarlara Bilgi

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

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

“Bu makalenin yazarlar insan katlmh bir calisma olmadigim
bildirmektedir.”

“Bu makalenin yazarlan calismada hayvan kullamlmadigim
bildirmektedir.”

“Bu makalenin yazarlan insan katlhml veya hayvan kullamlan bir
calisma olmadigim bildirmektedir.”

Bilgilendirilmis Onam

Butun bireyler ihlal edilemeyecek kisisel haklara sahiptir.
Calismada yer alan bireyler, elde edilen kisisel bilgilere, caismada
gecen goriismelere ve elde edilen fotograflara ne olacagr konusunda
karar verebilme hakkina sahiptir. Bundan dolay1, caismaya dahil
etmeden once yazill bilgilendirilmis onam almmasi ¢nemlidir.
Bilimsel olarak gerekli degilse ve katlimcilardan (veya katihmet
yetkin degilse ebeveynlerinden veya velilerinden) basilmas
icin yazih onam almmadiysa, katilimcilara ait detaylar (isimleri,
dogum gumleri, 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 katihmeilann goz
kisminin maskelenmesi gizlilik acisimdan yeterli olmayabilir. Eger
karakteristik ozellikler gizlilik acisindan degistirilirse, ornegin
genetik profilde, yazar yapilan degisikligin bilimsel olarak sorun
olusturmadigindan emin olmahdr.

Asagidaki ifade belirtilmelidir:

“Calismadaki
bilgilendirilmis onam almmustir.”

Bilgilendirilmis Onam: tim  kathmalardan
Eger makalede kauhmcilarn tanmmlayic bilgileri yer alacaksa,
asagidaki ifade belirtilmelidir:

“Makalede kisisel bilgileri kullamlan tum katihmcilardan ayrica
bilgilendirilmis onam ahnmustir.”

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.
Ttm kabul edilen yazilar yayimlanmadan 6nce, istatistik ve Ingiliz
dili konusunda uzman editorler tarafindan degerlendirilecektir.
Sayfalarm ilk gozden gecirilmesinden sonra, hakem yorumlart
on karar vermek icin Editore gonderilecektir. Bu asamada, ilk
degerlendirmede bulunanlarm  dustincesi dogrultusunda, yazi
kabul edilebilir, reddedilebilir veya yazida diizeltme yapilmast
istenebilir. Ik degerlendirme sonrasinda degerli bulunan
makaleler icin genellikle diizeltme istenir. Diizeltilen makaleler ilk
karardan sonraki 2 ay icerisinde tekrar dergiye gonderilmelidir.
Stire uzatmalar yardimar editorden 2 aylik stire bitmeden en az
2 hafta once talep edilmelidir. Ttirk Kolon ve Rektum Hastaliklart
Dergisi tarafindan, 2 aylik diizeltme stresi sona erdikten sonra,
yazi kabul edilmeyecektir. Diizeltme yapilan yazilar sisteme
tekrar ytiklendikten sonra degerlendirilmek tizere (genellikle ilk
degerlendirmeyi yapan hakeme) gonderilecektir. Sonuc olarak
yaymmlanma karar1 verildikten sonra, bask éncesi Teknik Editor
tarafindan son kez degerlendirilecektir ve iletisim kurulacak
olan yazara gozden gecirme ve son duizenlemeleri yapmak tizere
isaretlenmis bir ntishasi elektronik ortamda gonderilecektir.

DUZELTME SONRASI GONDERILMESI

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

Bunun yani sira ana revize yazi, kabul mektubu tarihinden
itibaren 30 gun icinde teslim edilmelidir. Yazinin revize edilmis
versiyonunun taninan  stre icinde verilmemesi durumunda,
revizyon secenegi iptal edilebilir. Yazar(lar) ek surenin gerekli
oldugunu dustntiyorsa, ilk 30 giinlik stre bitmeden, uzatmayt
talep etmelidir.

INGILIZCE YAZIM

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

KABUL SONRASI

Tum kabul edilen makaleler editorlerden biri tarafindan teknik
acidan  degerlendirilecektir. Teknik inceleme tamamlandiktan
sonra, makale ilgili birime gonderilerek yaklagik bir hafta icerisinde
tamamen auf 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 yasalari geregi bilginin yayillmasi 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, buttnlik ve netlik acisindan yaziyi, tablolart ve sekilleri
kontrol etmektir. Yeni bulgu ekleme, degerlerde duzeltme,
baslikta ve yazarlarda onemli degisikliklere editor izni olmadan
musade edilmemektedir.

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

ERKEN YAYIN

Kabul edilmis yazimn baski 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 yayimlanacakur. Bu asamada
yaziya DOIL (Digital Object Identifier) numaras: verilecekdir.
Her iki forma da www journalagent.com/krhd adresinden
ulasilabilecektir. Kabul edilen yazimn yazarlan elektronik
ortamdaki sayfalan ¢kt olarak aldiktan sonra proofreading
yapmak, tum yaziyl, tablolar, sekilleri ve kaynaklan kontrol
etmekle sorumludur. Baskida gecikme olmamasi icin 48 saat
icinde sayfa kontrolleri yapilmis olmahdur.

YAZISMA

Tim yazismalar dergi editoryal kuruluna ait asagidaki posta adresi
veya e-mail adresi ile yapilacaktir.

Adres: Latilokum Sok. Alphan Isham No:3 Kat:2 Mecidiyekoy-
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Esteemed colleagues,

With this new issue, we say farewell to the first year of the Turkish Journal of
Colorectal Disease. I would like to briefly share with you what transpired over
the last year.

In 2016, we received article submissions from approximately 40 institutions.
Submissions came from literally every part of Turkey, from Edirne to Kars. In
addition, we shortened the evaluation time of submissions to an average of 56
days, and the publication time to 77 days. Despite this very good pace, we are
continuing our efforts to make the process faster. We hope to shorten the time
even more in 2017.

Moreover, there has been a considerable increase in our online views, with
colleagues from North and South America to India, and even Australia, following
our journal and reading our publications.

Over the past year, we were accepted to the Turkish Citation Index, Turkish
Medline, the British Library, and Root Indexing. Furthermore, we are in the
evaluation process for inclusion in the SCI-E, ICMJE, EMBASE, DOA]J, CAS, and
ULAKBIM indexes. With your continued support, I have confidence that we will
enter these indexes in 2017.

As you know, the publication of research articles was especially necessary to
strengthen our journal. Within last year’s covers, we published original research
articles regularly. Each issue from 2016 contained an average of four research
articles. I would like to mention, however, that the focus in our country seems to
be on case reports. In a growing practice, we of course encounter many interesting
cases, and our desire to share these cases with our colleagues is extremely natural;
however, what contribute most to the scientific literature are research articles.
I want to emphasize that, as per our new policy, in 2017 we will give higher
priority to research articles.

In addition to all of these developments, there is another important event in 2017
for those interested in colorectal disease: the 16th Turkish Society of Colon and
Rectal Surgery Congress, 16-20 May 2017, in Antalya. At the congress, many
international authors and prominent colleagues will present a visual feast that
will surely enrich and update our knowledge. Moreover, I advise you not to
forget to reserve your places in the pre- and post-congress courses. You can find
complete information at the congress website, tkred2017.org.

Best regards until the next issue...

Tahsin Colak, MD
Editor-in-Chief

Editorial/Editoryal

Sevgili meslektaslarim,

Yeni yayin anlayisimizla cikarttigimiz, Tirk Kolon ve Rektum Hastalan Dergisinin
birinci yithm geride biraknus durumdayiz. Bu gecen bir yilda neler oldu?, onlan
sizlerle kisaca paylasmak istiyorum:

2016 yihinda yaklasik 40 kurum cahsmalarint bizimle paylast. Kelimenin tam
anlamiyla Edire’den Karsa tilkemizin her yerinden calisma aldik. Bu arada,
calismalarin degerlendirme siresini ortalama 56 giine, basilma stresini ise 77
gune indirdik. Stire acisimdan oldukca iyi bir oran yakaladik; ancak siireyi kisaltma
cabamiz devam etmektedir. Umanm 2017 yilinda bu stire daha da kisalacaktir.

Bu arada elektronik ortamda goruninluigimuz bir hayli artnus durumda, kuzey ve
giiney Amerika’dan Hindistan ve hatta Avustralyadaki meslektaslarimiz, dergimizi
izlemis ve makalelerimizi degerlendirmistir.

Gegen bir yillik stire icinde Tiirk Atif Dizini, Tiirk Medline, The British Library ve
Root Indexing’e kabul edildik. Bununla birlikte SCI-E, ICMJE, EMBASE, DOAJ, CAS
ve ULAKBIM indekslerinde degerlendirme siirecindedir. Desteklerinizin devam
sayesinde 2017 yilinda bu indekslere de girecegimize inantyoruz.

Bildiginiz gibi dergimizin giiclenmesi icin oncelikle arastirma yazilarinin basilmast
gerekliydi. Bu gecen yil zarfinda diizenli olarak arastirma makalelerinin basilmasint
sagladik. 2016 yiindaki her sayida ortalama dért arastirma makalesine yer verdik.
Ancak belirtmek isterim ki; tilkemizde ozellikle olgu sunumlar kaleme ahinmaktadir.
Gelisen pratik icinde, elbette, bircok ilging olguyla karsilasmaktayiz ve bu olgular
diger meslektaslarimizla paylasma istegimiz son derece dogaldir; ancak bilimsel
literatiire asil katki saglayan calismalar arastirma makaleleridir. Yeni politikamiz
geregi, 2017 yilinda da arastirma makalelerine oncelik verecegimizi belirtmek
isterim.

Biittin bu gelismelerin yamnda 2017 yilinda kolorektal hastaliklara gonul vermis
meslektaslarmiz icin cok énemli bir gelisme var: 16. Ttirk Kolon ve Rektum Cerrahisi
Kongresi, 16-20 Mayis 2017°de Antalya’da duizenlenecektir. Kongrede uluslararas
bircok otoriin yaninda cok degerli meslektaslarimiz bilgilerimizi giincelleyecek gérsel
bir solen sunacaklardir. Ayrica pre ve post-kongre kurslarda yerlerinizi ayirtmayt
unutmamamzi 6neririm. Tim bu bilgilere thrcd2017.01g sitesinden ulasabilirsiniz.

Yeni bir sayida bulusmak dilegiyle. ..

Dr. Tahsin Colak
Bas Editér
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Clinical Value of the Platelet-to-Lymphocyte Ratio for
Diagnosing Complicated Acute Appendicitis

Platelet-Lenfosit Oraninin Komplike Apandisit Tanisi Koymada Klinik Etkinligi

Ali Cihat Yildirm1, Turgut Anuk2, Elnare Giinal3, Burak irem4, Saygi Giilkan5

1Kars Harakani State Hospital, Clinic of General Surgery, Kars, Turkey

2Kafkas University Faculty of Medicine, Department of General Surgery, Kars, Turkey

3Kafkas University Faculty of Medicine, Department of Emergency Medicine, Kars, Turkey

4Digkapi Yildinm Beyazit Training and Research Hospital, Clinic of General Surgery, Ankara, Turkey
SRepublic of Turkey Social Security Institution, Ankara, Turkey

T ABSTRACT ™

Aim: Acute appendicitis (AA) is the most common acute surgical disease worldwide. Despite the use of preoperative advanced radiological instruments,
preoperative determination of complicated cases is still difficult and remains an important concern. The aim of this study is to evaluate the predictive
value of the platelet-to-lymphocyte ratio and of the presence of elevated white blood cells to discriminate between complicated and uncomplicated
AA.

Method: All patients who were admitted to the emergency care unit and underwent urgent laparotomy for AA were analyzed retrospectively. The
platelet-to-lymphocyte ratio and white blood cell count were measured. Patients were divided into two groups: uncomplicated cases (group 1) and
complicated cases (group 2). White blood cell count and platelet-to-lymphocyte ratio were compared between the two groups.

Results: There were 196 patients in group 1 and 43 patients in group 2. The gender distribution between groups was homogeneous (p=0.020);
the mean age of group 2 was higher than group 1 (p<0.001). The platelet-to-lymphocyte ratio was significantly higher in group 2; there was also a
significant difference in the white blood cell count (p<0.001 and p=0.029 respectively). The platelet-to-lymphocyte ratio was significantly higher in
group 2, and was predictive of complications independently of age and gender (p<0.001). The cutoff value of the platelet-to-lymphocyte ratio was
169.7, giving a sensitivity of 74.4% and specificity of 73.5%.

Conclusion: The platelet-to-lymphocyte ratio could predict complicated cases with a higher sensitivity and specifity than white blood cell count.
Keywords: Acute appendicitis, perforated appendicitis, platelets, lymphocytes, white blood cells

oo

Amac: Akut apandisit (AA) dinyada en yaygin goziken acil cerrahi hastaliktir. Preoperatif olarak bakilan ileri radyolojik goruntilleme yontemlerine
ragmen, komplike olgularin degerlendirilmesi hala énemli bir sorun teskil etmektedir. Bu calismada, platelet-lenfosit oraninin ve beyaz kure degerinin
komplike ve komplike olmayan apandisit olgularinin ayriminda klinik etkinligini ortaya koymaya amacladik.

Yontem: Acil servise akut karin bulgulariyla basvurup AA 6n tanisiyla acil laparotomi yapilan hastalar calismaya dahil edildi. Platelet-lenfosit orani
ve beyaz kure degerleri ¢lciilldu. Hastalar komplike olmayan olgular grup 1, komplike olgular ise grup 2 olarak karsilastirildi. Her iki grup arasinda
beyaz kiire ve platelet-lenfosit oranlari istatistiksel olarak karsilastirild.

Bulgular: Yuz doksan alt hasta grup 1, 43 hasta grup 2'de idi. Cinsiyet dagilimi gruplar arasinda homojendi (p=0,020); grup 2 ortalama yasi
grup l'e gore daha yiiksekti (p<0,001). Platelet-lenfosit oran1 grup 2’de anlamh 6lctude yiiksekti. Beyaz kure sayimi da grup 2’de anlamli oranda
yiiksekti (sirastyla p<0,001 ve p=0,029). Platelet-lenfosit oran1 ayn1 zamanda yas ve cinsiyetten bagimsiz olarak komplike olgular1 éngorebilmekteydi
(p<0,001). Platelet-lenfosit oraninin cut-off degeri 169,7 iken, %74,4 sensitivitesi ve %73,5 spesifitesi mevcuttu.

Sonug: Platelet-lenfosit oran1 komplike apandisit olgularini beyaz kiire sayimina oranla daha yiiksek bir sensitivite ve spesifite ile éngorebilmektedir.
Anahtar Kelimeler: Akut apandisit, perfore apandisit, platelet, lenfosit, beyaz kiire
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Introduction

Acute appendicitis (AA) is one of the most common surgical
emergency in modern surgical era.l Its incidence rate is 100
per 100.000 inhabitants and lifetime risk for appendicitis
is 8.6% for males and 6.7% females.2 Natural history of
disease remains unclear, it means progression to perforation
is not predictable and spontaneous resolution is common,3
so noncomplicated and complicated appendicitis may be
discussed as different diseases.* Traditionally, management
of the patient is based on several steps like medical history,
physical findings, laboratory tests and imaging studies;
negative appendectomy only within reasonable limits
is acceptable for fear of morbidity and mortality due to
perforation. Therefore many scoring systems and serum
biomarkers were investigated in order to diagnose the
disease properly to avoid negative laparotomies.5.6,7

In literature, many of the studies focused on diagnosis of AA.
Although the increased use of computerized tomography
(CT) lowered the rate of negative appendectomies,8 the
rate of misdiagnosed cases are still an important problem
(15%).9-10

But major mortality of appendicitis is arising from
complicated cases which fewer diagnostic biomarkers
were investigated and stated in literature. Following
uncomplicated appendectomy complication rates are lower
than complicated cases.1!

Studies have shown inconsistent information regarding
the use of white blood cells (WBC) count. Most studies
show an association between elevated WBCs count in
diagnostic process, however its significance varies greatly.
Several reports suggest an elevated leukocyte count is
usually the earliest serum biomarker to show appendiceal
inflammation.12

The neutrophil-to-lymphocyte ratio (NLR) and platelet-to-
lymphocyte ratio (PLR) are associated with worse outcome
in various diseases stated in literature. Also, NLR is a new
biomarker.13,14 Nevertheless we did not find any other study
investigating PLR in case of discrimination of complicated
cases of AA.

In this study, we aimed to investigate the predictive value of
PLR on discrimination of complicated and noncomplicated
AA.

Materials and Methods

A retrospective analysis of collected data was carried out on
all patients admitted to emergency care unit with abdominal
pain and underwent urgent laparotomy who prediagnosed
as acute appendicits over a 2 year period (from January
2012-December 2014). AA was diagnosed preoperatively
by clinical history, laboratory tests and in some patients

by imaging studies like ultrasonography (USG) or CT.
Laboratory tests were performed on blood samples. PLR
which obtained from complete blood count sample and
WBCs count were measured. According to intraoperative
surgical findings and pathology reports, patients were
divided into two groups. Group 1 was noncomplicated
appendicitis group and group 2 was complicated appendicitis
groups (cases with perforation, plastrone appendicitis,
periappendicular abscess). WBC and PLR results were
compared between two groups.

Immunocompromised patients, patients who had transfused
blood within seven days, patients with coronary artery
disease, cerebrovascular event, malignity, hematologic
disorders and patients with negative appendectomies
were excluded from this study. The leukocyte count and
platelet count percentages were measured by an automated
hematology analyzer (Coulter Counter Model S-Plus Jr,
Coulter Electronics, Hialeah, FL). The reference interval of
WBC was 4500-10.300/mm3.

Statistical Analysis

The data was analyzed by using the Statistical Package for
the Social Sciences for Windows, version 17.0 (SPSS Inc,
Chicago, IL, USA). Shapiro-Wilk test was showed whether
the distributions of continuous variables were normal or not.
Data were shown as mean + standard deviation or median
(minimum-maximum), where applicable. Student’s t or
Mann-Whitney U test were used to compare the differences
between groups, where appropriate. Categorical data were
analyzed by Pearson’s chi-square test, where appropriate.
Receiver operating characteristic (ROC) analysis was used
to determine discriminative results by cutoff values of
parameters between groups. At each value, the sensitivity
and specificity for each outcome under study were plotted,
thus generating an ROC curve. A p value less than 0.05 was
considered statistically significant.

Results

Median value for 239 patients age who were included to the
study was 28 (12-85) and male/female ratio was 1.37. There
were 196 patients in group 1 and 43 patients in group 2.
When gender disribution between groups was analyzed
there was male dominancy in group 1 and female dominancy
in group 2 (p=0.020), furthermore mean age of group 2 was
higher than group 1 (p<0.001). Demographic characteristics
were shown at Table 1.

When groups were compared considering PLR and WBC
values, PLR and WBC values are significantly higher in
group 2 (p<0.001 and p=0.029 respectively). Distribution
of PLR and WBC values between groups is given in Figure 1
and Figure 2. Multivariate Cox regression analysis showed
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that PLR could predict complications independently of age
and gender (p<0.001) (Table 2).

Cutoff value of PLR which was assessed by Roc curve analysis
was 169.7, giving a sensitivity of 74.4% and specificity of
73.5% (Roc curve analysis is given in Figure 3).

However cutoff value of WBC which was assessed by Roc
curve analysis was 13.45, giving a sensitivity of 55.8% and
specifity 55.6.

Discussion

Diagnostic process of AA is not always easy. Preventing
complications by means of observing the patient until the

Table 1. Patients demographic specialities

Age (year) 27 (15-85) 36 (12-74) 28 (12-85) <0.001
Gender (F/M) 76/120 25/18 101/138 0.020
Patients 196 43 239

Group 1: Non-complicated appendicitis; Group 2: complicated
appendicitis

F: Female, M: male

Table 2. Multivariate Cox regression analyse (age, gender and
platelet-to-lymphocyte ratio)

Age 0.150
Gender 0.254
PLR <0.001

PLR: Platelet-to- lymphocyte ratio

500.0

196

300.04

200.04 |
100.0 |

Platelet to lymphocyte ratio

T T
Positive appendectomy (non complicated) Positive appendectomy (complicated)

Laparotomy

Figure 1. Distribution of platelet-to-lymphocyte ratio inter groups
Platelet-to-lymphocyte ratio group 1: 127.95 (44.60-369.10)
Platelet-to-lymphocyte ratio group 2: 216.84 (91.30-452.40)

p<0.001

diagnosis becomes obvious or operating early seems to be
a serious dilemma for surgeons. Rapid intervention may
result in the removal of uncomplicated appendicitis with
a small risk of morbidity.15 Delay in the diagnosis may
lead to appendix rupture and secondary complications.16
Considering surgeons who work in rural areas, they may
not have radiological imaging facilities. Furthermore, USG
or CT imaging may not always help to achieve an accurate
diagnosis.15 Increased use of CT lowered the rate of negative

239

30.09
196
0195
.
194

20.0 4

White Blood Cell

10.0 4

0.04

T T
Positive appendectomy (non complicated) Positive appendectomy (complicated)

Laparotomy

Figure 2. Distribution of white blood cell inter groups
White blood cell group 1: 12.9 (4.4-28.0)
White blood cell group 2: 14.3 (4.8-32.5)

p=0.029
ROC Curve
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=
e
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Figure 3. Receiver operating characteristic curve analysis of groups in
terms of platelet-to-lymphocyte ratio results
ROC: Receiver operating characteristic
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appendectomies8 however the rate of misdiagnosed cases
are still an important problem (15%).9:10 There is also an
increasing concern over radiation exposure and long-term
cancer risk related with CT.17 Consequently surgeons are
still seeking of an consistent and easy laboratory test to
diagnose appendicitis appropriately.

Our results revealed that PLR with a cutoff value off 169.7,
giving a sensitivity of 74.4% and specificity of 73.5%. These
results showed that PLR could be an important marker to
predict complicated cases.

Our study has some limitations like the retrospective nature
of the study. Only a two year of period for collected data
and 239 patients may not show the real potential of WBCs
count and PLR in discrimination of noncomplicated and
complicated appendicitis.

The degree of WBC elevation in appendicitis has been
analyzed widely in many studies. It is usually elevated in
patients who had AA. Nevertheless it is not an accepted
specific marker and is usually raised higher laboratory
degrees in patients with other inflammatory conditions.17
In our study when groups were compared considering WBC
values, there was significant difference in terms of WBC
values.

Although Sack et al.l8 showed that WBCs count was
elevated in children with complicated appendicitis, Mughal
and Soomrol9 found leucocytes elevated in all their patients.
Also, Yokoyama et al.20 reported that WBCs count are not a
useful for surgical indication.

PLR is a marker of serious inflammation and it was
used in various clinical conditions to determine the
degree of inflammatory process which leads to the
release of proinflammatory cytokines and it promotes
megakaryocytes’ proliferation. The activation of platelets
is a hallmark in the course of cancer, by promoting
neoangiogenesis, degradation of extracellular matrix,
release of adhesion molecules, and growth factors.21,22
Lee et al.23 demonstrated that PLR was an independent
prognostic factor for overall survival with advanced gastric
cancer. Another studies showed that PLR may be a valuable
marker for determination of prognosis in colorectal
cancer.24.25 There are also some studies about the role of
PLR in terms of prognosis of the patients with breast and
gynaecological malignancies.26.27 However we did not find
any study about PLR and AA in literature. There are also
few data about serum biomarkers for discrimination of
complicated and non-complicated AA.

In our study PLR value was significantly higher in
complicated appendicitis group and, PLR could predict
complicated cases indepentenly of age and gender.
Moon et al.28 reported that complicated appendicitis was

significantly high in patients who were older than 40
years. Our study showed similar result that mean age of
group 2 was higher than group 1 which was significant
statistically.

In our study the number of complicated cases in group 2
may be also a limitation. It seems surgeons participated in
this study did not wait until cases were complicated and
difference in number between groups may lead this result.
However, Drake el al.29 showed that perforation was not
associated with elapsed time from hospital presentation
to operating room start among adult patients. This result
is compatible with the view that disease progression in
appendicitis has a more complex pathophysiology and
complicated appendicitis may be a separate biological or
host-response entity.29

Laboratory markers may contribute to the diagnostic
process of AA however they can not to change the diagnosis
of suspected cases on their own. When they used in a
combination with physical examination, medical history
and radiological findings they show greater promise.17

In conclusion, our results showed that PLR could predict
complicated cases more accurately with a high sensitivity
and specifity than WBCs count.
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Evaluation of Anxiety Levels of Patients Before Colon
Surgery

Kolon Ameliyati Oncesi Hastalarin Anksiyete Diizeylerinin Degerlendirilmesi

Hatice Dayilar1, Giilay Oyur2, Erding Kamer1, Aybala Sarigicek3, Fevzi Cengiz!, Mehmet Haciyanli

1izmir Katip Celebi University, Atatiirk Training and Research Hospital, Clinic of General Surgery, izmir, Turkey
2jzmir Katip Celebi University Faculty of Health Sciences, Department of Surgical Diseases Nursing, izmir, Turkey
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I ABSTRACT -

Aim: Preoperative anxiety is a phenomenon which gradually intensifies starting from the date of operational planning and which lasts until the
operation. This study is intended to assess our patients’ anxiety levels before colon surgery.

Method: The prospective study included 36 patients who were operated for colon cancer in our clinic between November 2014 and January 2015
study group (SG). All patients were assessed using the Spielberger’s State-Trait Anxiety Inventory (STAI) and asked about the reasons they were
concerned about surgery. The control group (CG) consisted of 30 medical staff at the hospital who volunteered to take part in the research, were
mentally and physically healthy, and did not smoke or use drugs, alcohol or psychoactive substances.

Results: Twelve of the 36 patients who took part in the study were female, the remaining 24 patients were male, and the average age was 57.4+0.3
years. Mean STAI TX-1 score was 53.30+18.60 for the SG and 32.76+5.18 for the CG, and there was a statistical difference between the two groups
(p<0.05). Mean STAI TX-2 score was 50.24+7.83 for the SG and 39.28+2.43 for the CG (p<0.05). Higher levels of anxiety were observed particularly
in patients of advanced age who had comorbid diseases and high income and education level. The most common causes of anxiety were fear of
requiring stoma surgery, possibility of postoperative chemotherapy, and not being able to wake up after the operation.

Conclusion: It is important to know patients’ anxiety levels before any surgery so that they can be informed about these issues. In routine practice,
patients with preoperative anxiety in clinics can be provided with the necessary support. In addition to this study, we are also conducting ongoing
research on the effects of severity of anxiety on the postoperative period.

Keywords: Anxiety, colon surgery, State-Trait Anxiety Inventory

I Yz

Amac: Anksiyete, kaygl, bogulma hissi, bulanti, stkintili durum anlamina gelmektedir. Ameliyat oncesi anksiyete, operasyon planlama tarihinden
baslayarak giderek yogunlasan bir sekilde devam eden, ameliyat anina kadar siiren bir fenomendir. Genel olarak ¢cok rahatsiz edici bir durum olarak
tanimlanabilir. Bu calismamizda kolon ameliyati dncesi hastalarimizin anksiyete diizeylerini degerlendirmeyi amacladik.

Yontem: Kasim 2014-Ocak 2015 tarihleri arasinda klinigimizde kolon kanseri nedeniyle ameliyati olan 36 hasta prospektif calismaya alindi. Tam
hastalara Spielberger Durumluk-Sureklilik Kaygr Olcegi [State-Trait Anxiety Inventory (STAID)] uygulandi. Calisma grubu (CG) ve ameliyatla ilgili
endise nedenleri sorgulandi. Kontrol grubu (KG); calismaya katilmay1 kabul eden, ruhsal ve bedensel olarak saghkly, ilac, sigara, alkol ve psikoaktif
madde kullanmayan 30 gonulli hastanede calisan saglik personeli arasindan olusturuldu.

Bulgular: Calismaya aldigimiz 36 hastanin 12’si kadin, 24’1 erkekti ve yas ortalamas1 57,4+0,3 y1l idi. STAI form TX-1 uygulanan CG i¢in 53,30+18,60,
KG icin 32,76+5,18 olup iki grup arasinda istatistiksel fark vardi (<0,05). STAI form TX-2 uygulanan CG icin 50,24+7,83, KG icin 39,28+2,43 olup
iki grup arasinda istatistiksel fark vardi (<0,05). Ozellikle yandas hastalig1 olan, ileri yasta olan, yitksek ekonomik ve egitim duzeyi olan hastalarda
anksiyetenin arttigl gozlendi. En sik rastlanan endise nedenleri; ameliyat sonrasi barsagin karina baglanmasi-stoma acilmasi, ameliyat sonrasi
kemoterapi gorme ihtimali ve ameliyat sonras1 uyanamamak olarak belirtilmistir.

Sonuc: Ameliyat oncesi anksiyete diizeyinin bilinmesi, hastalarin bu konularda aydinlatilmas: acisindan 6énemlidir. Rutin uygulamada kliniklerde
ameliyat oncesi donemde anksiyetesi olan hastalara destek verilmesi saglanabilir. Anksiyete siddetinin ameliyat sonrasi1 doneme olan etkilerini
arastirma konusunda baska bir ¢calismamiz devam etmektedir.

Anahtar Kelimeler: Anksiyete, kolon ameliyati, Durumluk-Sureklilik Kaygi Olcegi

[m]:%[m] Address for Correspondence/Yazisma Adresi: Erdin¢ Kamer MD
i hg?ﬁ Izmir Katip Celebi University, Atatiirk Training and Research Hospital, Clinic of General Surgery, [zmir, Turkey
o i L

Phone: +90 532 352 52 61 E-mail: erdinc.kamer@gmail.com
i Received/Gelis Tarihi: 15.11.2016 Accepted/Kabul Tarihi: 26.12.2016
This study was presented in the VIII. Congress of Colorectal Surgical Nursing, 19-23 May 2015 in Antalya

©Copyright 2017 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Publishing House.

6



Dayilar et al.
Anxiety Before Colon Surgery 7

Introduction

Anxiety, which patients describe as feeling unable to
breathe, worry, nausea, and unease, is reported in 10-30% of
all hospital patients.! Preoperative anxiety has been shown
to begin the moment patients decide to undergo surgery,
and continue progressively until the time of surgery.l.2
Patients generally describe it as a very uncomfortable
state. Patients who will undergo a surgical procedure may
develop many anxieties, such as concern about being under
general anesthesia, fear of not waking up after surgery,
anxiety about remaining disabled, fear of postoperative
pain, concern about losing control of their bodies, fear of
sexual loss, and fear that they will not be able to return to
work postoperatively. About 60-80% of patients scheduled
for surgery are reported to have preoperative anxiety.2.3,4.5

With colon surgeries, these common preoperative anxieties
are further compounded by additional fear of spousal
rejection, worry about the necessity of an ostomy, and fear
of leakage and smell from the ostomy, as well as various
psychiatric disorders including withdrawal, desire to be
alone and social isolation, and even depression.>.6 Listening
to a patient’s fears and anxieties increases their ability to
cope with them. Furthermore, being aware of a patient’s
preoperative fears and anxiety and addressing them by
educating and informing the patient before the operation is
the first step in psychologically preparing them for surgery.+.5
Currently, the most commonly used test for measuring
anxiety is the State-Trait Anxiety Inventory (STAI)
developed by Spielberger et al.7 We aimed in this study to
evaluate patients’ anxiety levels before colon surgery using
the STAL

Materials and Methods

Thirty-six patients who were scheduled to undergo colon
surgery for either benign or malignant causes in the Izmir
Katip Celebi University, Atatiirk Training and Research
Hospital, Clinic of General Surgery between November
2014 and January 2015 were included in the study [study
group (SG) n=36]. The control group (CG) comprised 30
psychologically and physically healthy volunteers who were
willing to participate in the study, did not use drugs, cigarettes,
alcohol, or psychoactive substances, and were recruited from
among hospital staff and relatives of the patients.

The study was approved by the hospital’s ethics committee
(approval no: 84).

Patients were interviewed privately in the clinic to assess
their preoperative anxiety levels. General characteristics
such as age, sex, education level, comorbid diseases, marital
status, occupational status, and monthly income were
recorded.

The STAI includes two different scales, one measuring
state anxiety (form 1) and the other measuring trait anxiety
(form 2), each comprising 20 items. In this study, we used
the Turkish adaptation of the original X form of the STAI
(STAI TX-1 and 2). The state anxiety scale determines how
an individual feels at certain times and in specific situations,
while the trait anxiety scale determines how a person feels
independent of any particular situation or circumstances. The
study participants were read the STAI TX-1 questionnaire to
assess their state anxiety and the STAI TX-2 questionnaire to
assess their trait anxiety. The researcher implementing the
inventory marked the statements that best corresponded to
the answers given by the participants for state anxiety level
(form 1). After the questionnaire, the points were summed
manually to calculate the participants’ STAI scores.

Validity and reliability studies of the Turkish adaptation of
the STAI were conducted by Oner and Le Compte.8

SPSS 16.0 (version 16.0, Chicago, Illinois, USA) software
was used for statistical analyses. The Mann-Whitney U
test was used to evaluate age, sex, marital status, comorbid
disease, educational status, occupational status, and income
level. Student’s t-test was used to compare STAI TX-1 and
2 results of the SG and CG. P levels <0.05 were accepted as
statistically significant.

Results

The demographic characteristics of the 36 patients in the SG
are shown in Table 1. The mean age of the SG was 61.6+12.4
years. Fourteen patients were less than 60 years old, and
22 patients were over 60 years old. Comparison of STAI 1
and 2 scores between age groups showed that patients under
60 had more anxiety than those over 60. The difference
between the age groups was statistically significant (p<0.05)
(Table 1).

SG comprised 56% females. Females showed slightly higher
levels of anxiety compared with males, but the difference
was not statistically significant (Table 1).

The most common comorbid diseases in the SG were
chronic obstructive lung disease, diabetes mellitus, and
coronary artery disease. Patients with comorbid diseases
had significantly more anxiety than those without comorbid
disease (p<0.05) (Table 1).

Twenty-six (72.2%) of the patients were married, 27 (75%)
were secondary school/university graduates, and 15 (42%)
were at a middle-income level. Single, secondary school/
university graduated, and high-income participants had
statistically higher anxiety levels than others within their
groups (p<0.05) (Table 1).

The most common concerns related to colon surgery
were requiring stoma surgery postoperatively (33%),




Dayilar et al.
Anxiety Before Colon Surgery

possibility of requiring postoperative chemotherapy
(22%), and not being able to wake up after surgery (14%).
Other sources of anxiety included postoperative nausea/
vomiting, postoperative pain, postoperative scarring,
postoperative disability, bleeding during defecation, fear
of death, sexual dysfunction, and infection of the surgical
site (Table 2).

Comparison of STAI 1 and 2 anxiety values in the SG and
CG revealed that SG patients had significantly higher anxiety
scores (p<0.05) (Table 3).

Discussion

Anxiety is a universal response to perceived danger or any
other situation which makes an individual uncomfortable.!

Table 1. Patients’ demographic characteristics and State-Trait
Anxiety Inventory 1 and 2 scores

Age (years) <0.05
<60 14 28.65+11.05

>60 22 15.64+7.02

Sex NS
Male 16 18.64+7.56

Female 20 21.45£10.02
Comorbid disease <0.05
O 10 16.06+3.23

(+) 26 28.03x10.23
Marital status <0.05
Married 26 22.56£13.37

Single 6  28.08+3.35
Divorced 4 16.66+8.45
Education level <0.05
None/Primary school 9  22.05£34.52
Secondary school/university 27 34.67+12.78
Occupational status NS
Unemployed 2 15.76+12.98
Homemaker 3 17.65+23.01
Self-employed 3 17.54+45.49
Employed (government or private sector) 10 27.05+14.90

Retired 18 23.67+9.89
Economic status <0.05
High (>1300 TL) 9  27.65+£34.09

Middle (850-1300 TL) 12 18.23+36.87

Low (<850 TL) 15 13.34+43.78

STAL State-Trait Anxiety Inventory, SD: Standard deviation,
NS: Not significant

*Mann-Whitney U test

In other words, anxiety is an unpleasant emotional state
involving nervousness, unease, worry, and apprehension,
accompanied by physiological manifestations.!.2

Patients who will undergo surgery generally worry
about anesthesia, risk of death, being disabled, having
pain, losing control of one’s body, and losing sexual or
professional competence.3.4 Studies have reported that
60-80% of patients are anxious preoperatively.9 Higher
anxiety levels have been noted in women than men, in
patients brought to surgery by their relatives and friends
compared to those coming alone, in patients who will
undergo cardiac and vertebral surgeries compared to
other types of surgery, in younger patients versus older
patients, and in those with negative previous experiences
with anesthesia.% 10 Anxious patients require higher doses
of anesthetic agent during induction of anesthesia. Some
studies have shown that thoroughly informing patients
preoperatively resulted in lower levels of preoperative and
postoperative anxiety, less postoperative pain, and faster
recovery.9 The leading causes of patient anxiety are lack
of prior knowledge about the procedure to be performed,

Table 2. Distribution of sources of anxiety regarding colon
surgery

1 Postoperative pain 2 (5.6)
2 Postoperative connection of the bowel to the 12 (33)
abdomen via a stoma
3 Postoperative nausea and vomiting 3(8.3)
4 Possibility of requiring chemotherapy 8 (22)
postoperatively
5  Postoperative scarring 1(2.8)
6  Postoperative disability 1(2.8)
7 Inability to sleep postoperatively 5 (14)
8  Bleeding during defecation 1(2.8)
9  Fear of death 12.8)
10 Sexual dysfunction 1(2.8)
11 Infection of the surgical site 1.8
Total 36

Table 3. Comparison of the State-Trait Anxiety Inventory 1
and 2 forms in the study and control groups

STALI form TX-1 53.30+18.60 32.76+5.18 <0.05
STAI form TX-2 50.24£7.83  39.28+2.43 <0.05

STAL State-Trait Anxiety Inventory, SG: study group,
CG: control group

*Student’s t-test
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the patient’s personal characteristics, age, sex, education
level, socioeconomic status, and type of surgery to be
performed.1l Just as patients’ preoperative anxiety can
negatively affect postoperative recovery, it can also cause
higher rates of complications. Most important for the
patient is to learn the sources of their anxiety.l1,12 Before
colon surgery, these common preoperative anxieties are
further compounded by the addition of fear of spousal
rejection, worry about the opening of an ostomy, and fear
of leakage and smell from the ostomy, as well as various
psychiatric disorders including withdrawal, desire to be
alone and social isolation, and even depression.>.6.13 In the
present study, the most common concerns related to colon
surgery were that they would need stoma surgery, that they
might require postoperative chemotherapy, and that they
would not be able to wake up after the operation. Stoma-
related problems, changes in body image and quality of life,
decreased self-esteem, and lifestyle changes all necessitate
adaptation to having and living with a stoma. Postoperative
adaptation to a stoma can be a prolonged process.14.15 In
their studies, Brown and Randlel6 determined that stomas
have a negative impact on an individual’s quality of life.
Other sources of anxiety for the patients in our study
included postoperative nausea/vomiting, postoperative
pain, postoperative scarring, postoperative disability,
bleeding during defecation, fear of death,
dysfunction, and infection of the surgical site.

sexual

The STAI developed by Spielberger et al.7 is a widely used
scale for assessing anxiety. The STAI is portrayed in the
literature as the gold standard in measuring preoperative
anxiety.%.15 We utilized the STAI 1 and 2 in our study.
The patients in our SG had a mean state anxiety score of
53.30+18.60 and mean trait anxiety score of 50.24+7.83.
The patients in our SG had significantly higher anxiety
levels compared to our CG. Our results are consistent with
the literature.3,7.17

Moerman et al.18 evaluated the relationship between gender
and anxiety and found that women had significantly higher
anxiety. In our analysis of gender and STAI 1 and 2 scores,
women had slightly higher anxiety levels than men, but the
difference was not statistically significant.

Preoperative anxiety is known to be associated with an
individual’s comorbid diseases.!7 In concordance with the
literature, patients in the present study with comorbid
diseases had significantly higher anxiety scores than those
without comorbid disease.

While there are some studies in the literature reporting that
anxiety increases in proportion to education level, others
have reported that preoperative anxiety is not associated
with education level.9,15,19 In our study, patients who were
single, had secondary school/university education, and

had good income levels showed statistically higher anxiety
scores than other patients within their groups.

Patients scheduled for colon surgery have anxiety, fear,
decreased body image, and various emotional states like
depression, independent of sex.!2 Preoperative education
can reduce these feelings, and may contribute to patients’
recovery and improved quality of life.6 Healthcare
professionals can improve patients’ quality of life through
interventions to alleviate preoperative and postoperative
anxiety of patients and their relatives, provide emotional
support, identify possible psychiatric problems early, and
provide psychiatric consultation.>.9

In brief, preoperative anxiety is especially high in patients
who are older, have comorbid diseases, are single, have
high economic status or high education level. Knowing
the sources of preoperative anxiety is crucial for helping
patients be aware of and cope with this issue. Support can be
provided to patients with preoperative anxiety in the clinic
as a part of routine practice. We are currently conducting
another study investigating the effects of anxiety severity in
the postoperative period.
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Kolon Ameliyati Oncesi Hastalarin Anksiyete Diizeylerinin
Degerlendirilmesi

Evaluation of Anxiety Levels of Patients Before Colon Surgery
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Amac: Anksiyete, kayg1, bogulma hissi, bulanti, stkintili durum anlamina gelmektedir. Ameliyat oncesi anksiyete, operasyon planlama tarihinden
baslayarak giderek yogunlasan bir sekilde devam eden, ameliyat anina kadar siiren bir fenomendir. Genel olarak cok rahatsiz edici bir durum olarak
tanimlanabilir. Bu calismamizda kolon ameliyati éncesi hastalarimizin anksiyete duzeylerini degerlendirmeyi amacladik.

Yontem: Kasim 2014-Ocak 2015 tarihleri arasinda klinigimizde kolon kanseri nedeniyle ameliyati olan 36 hasta prospektif calismaya alindi. Tam
hastalara Spielberger Durumluk-Sureklilik Kaygi Olcegi [State-Trait Anxiety Inventory (STAID)] uygulandi. Calisma grubu (CG) ve ameliyatla ilgili
endise nedenleri sorgulandi. Kontrol grubu (KG); calismaya katilmay1 kabul eden, ruhsal ve bedensel olarak saghkly, ilac, sigara, alkol ve psikoaktif
madde kullanmayan 30 gonilli hastanede calisan saglik personeli arasindan olusturuldu.

Bulgular: Calismaya aldigimiz 36 hastanin 12’si kadin, 24’1 erkekti ve yas ortalamas1 57,4+0,3 y1l idi. STAI form TX-1 uygulanan CG i¢in 53,30+18,60,
KG icin 32,76+5,18 olup iki grup arasinda istatistiksel fark vardi (<0,05). STAI form TX-2 uygulanan CG icin 50,24+7,83, KG icin 39,28+2.,43 olup
iki grup arasinda istatistiksel fark vardi (<0,05). Ozellikle yandas hastalig1 olan, ileri yasta olan, ytuksek ekonomik ve egitim duzeyi olan hastalarda
anksiyetenin arttigl gozlendi. En sik rastlanan endise nedenleri; ameliyat sonras1 barsagin karina baglanmasi-stoma acilmasi, ameliyat sonrasi
kemoterapi gorme ihtimali ve ameliyat sonrasi uyanamamak olarak belirtilmistir.

Sonuc: Ameliyat oncesi anksiyete diizeyinin bilinmesi, hastalarin bu konularda aydinlatilmas: acisindan 6nemlidir. Rutin uygulamada kliniklerde
ameliyat oncesi donemde anksiyetesi olan hastalara destek verilmesi saglanabilir. Anksiyete siddetinin ameliyat sonrasi doneme olan etkilerini
arastirma konusunda baska bir calismamiz devam etmektedir.

Anahtar Kelimeler: Anksiyete, kolon ameliyati, Durumluk-Siireklilik Kaygi Olcegi

[T ABSTRACT -

Aim: Preoperative anxiety is a phenomenon which gradually intensifies starting from the date of operational planning and which lasts until the
operation. This study is intended to assess our patients’ anxiety levels before colon surgery.

Method: The prospective study included 36 patients who were operated for colon cancer in our clinic between November 2014 and January 2015
study group (SG). All patients were assessed using the Spielberger’s State-Trait Anxiety Inventory (STAI) and asked about the reasons they were
concerned about surgery. The control group (CG) consisted of 30 medical staff at the hospital who volunteered to take part in the research, were
mentally and physically healthy, and did not smoke or use drugs, alcohol or psychoactive substances.

Results: Twelve of the 36 patients who took part in the study were female, the remaining 24 patients were male, and the average age was 57.4+0.3
years. Mean STAI TX-1 score was 53.30+18.60 for the SG and 32.76+5.18 for the CG, and there was a statistical difference between the two groups
(p<0.05). Mean STAI TX-2 score was 50.24+7.83 for the SG and 39.28+2.43 for the CG (p<0.05). Higher levels of anxiety were observed particularly
in patients of advanced age who had comorbid diseases and high income and education level. The most common causes of anxiety were fear of
requiring stoma surgery, possibility of postoperative chemotherapy, and not being able to wake up after the operation.

Conclusion: It is important to know patients’ anxiety levels before any surgery so that they can be informed about these issues. In routine practice,
patients with preoperative anxiety in clinics can be provided with the necessary support. In addition to this study, we are also conducting ongoing
research on the effects of severity of anxiety on the postoperative period.

Keywords: Anxiety, colon surgery, State-Trait Anxiety Inventory
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Giris

Bogulma hissi, kaygi, bulanti, sikintili durum gibi
anlamlara da gelen anksiyete, genel hastane hastalarinda
%10-30 oraninda bildirilmektedir.l Preoperatif anksiyete,
hastalarda
basladig1, ameliyat anina kadar artan sekilde devam ettigi
gosterilmistir.1,2 Genellikle hastalar tarafindan cok rahatsiz
edici bir durum olarak tamimlanabilir. Cerrahi girisim
uygulanacak hastalarda genel olarak uygulanacak olan
anestezi durumu, ameliyattan uyanamama endisesi, sakat
kalma endisesi, ameliyattan sonra agridan korkma, bedeni
uzerinde denetimini kaybedecegi endisesi, cinsel kayip

korkusu, ameliyattan sonra calisamama endiseleri gibi

ameliyat karar1 verildigi andan itibaren

pek cok anksiyete faktort gelisebilir. Cerrahi uygulanacak
hastalarin  %60-80’inde preoperatif donemde anksiyete
bildirilmistir.2.3.4.5

Kolon ameliyatlarinda cerrahi oncesi ortak sayilabilecek
anksiyete faktorlerine esi tarafindan istenmeme korkusu,
ostomi acilma endisesi, ostominin sizinti ve kokuya neden
olacag1 korkusuyla ice kapanma, kendini yalniz birakma
istegi ve sosyal izolasyon, hatta depresyon olmak tuzere
cesitli psikiyatrik bozukluklarin yer aldigi faktorlerde
eklenmektedir.5.0 Hastanin kaygi ve endiselerinin dinlenmesi
kaygr ile basa cikma yetenegini arttirmaktadir. Ayrica
hastanin ameliyat 6ncesi hastanin kaydi ve endiselerinin
bilinmesi preoperatif donemde hastanin bu konularda
egitimi ve bilgilendirilmesinin yapilmas1 psikolojik olarak
hastay1 ameliyata hazirlamada ilk basamaktir.4.5

Anksiyete olcumi icin gunumuzde en yaygin kullanilan
test, Spielberger ve ark.” tarafindan gelistirilen Durumluk-
Sureklilik Kaygi Olcegi [State-Trait Anxiety Inventory
(STAI)] skalasidir. Biz bu calismada STAI skalas1 kullanarak
kolon ameliyati oncesi hastalarin anksiyete duzeylerini
degerlendirmeyi amacladik.

Gerec ve Yontem

Kasim 2014-Ocak 2015 tarihleri arasinda, Izmir Katip
Celebi Universitesi Atatturk Egitim ve Arastirma Hastanesi,
Genel Cerrahi Kliniginde benign ya da malign nedenlerle
kolon cerrahisi planlanan 36 hasta calismaya alindi
[calisma grubu (CG=36)]. Kontrol grubu (KG=30);
calismaya katilmay1 kabul eden, ruhsal ve bedensel olarak
saglikly, ilag, sigara, alkol ve psikoaktif madde kullanmayan
30 gonulli hastanede calisan saglik personeli ve yakini
arasindan olusturuldu.

Calismanin etik kurul onay1 hastanemiz etik kurulundan
alind1 (onay no: 84).

Hastalara klinikte ameliyat oncesi donemde anksiyete
duzeyinin olculmesi amaciyla bire bir goértisme yontemi
kullanilarak hastalarin yas, cinsiyet, egitim dizeyi, yandas

hastaliklari, medeni durumlari, is durumlari, aylik gelirleri
gibi genel ozellikleri kayit edildi.

STAI her biri 20 sorudan olusan STAI formlar, STAI
form TX-1 (durum kaygi olcegi) ve STAI form TX-2
(surekli kaygi olcegi) olmak tizere 2 cesittir. Durumluk
kayg1 olcegi, bireyin belirli bir anda ve belirli kosullarda
kendini nasil hissettigini, sturekli kaygi olcegi ise bireyin
icinde bulundugu durum ve kosullardan bagimsiz olarak
kendini nasil hissettigini belirler. STAI skalasinin hastalarin
durumsal kaygisini 6l¢mede kullanilan “STAI form TX-1"ile
hastalarin siirekli kaygisin1 6l¢gmede kullanilan “STAI form
TX-2” anket formu hastaya okundu. Hastalarin verdikleri
cevaplar anket formundaki durumsal anksiyete diizeyine
karsilik gelen yere anketi yapan arastirmacilar tarafindan
uygun ifadeler ile isaretlendi (anket 1). Anket sonunda elle
puanlama yapilip hastalarin STAI skoru hesaplandi.

STAI olceginin Turkce'ye adaptasyonu, gecerlilik ve
guvenilirlik calismasi Oner ve Le Compte8 tarafindan
yapilmistir.

Istatistiksel analizde SPSS 16.0 (version 16, Chicago, Illinois,
ABD) versiyon paket program kullanildi. Mann-Whitney U
testi yas, cinsiyet, medeni durum, yandas hastaliklar, egitim
durumu, mesleki ve gelir durumunu degerlendirmede
kullanildi. Student’s t-testi, STAI form TX-1 ve 2 icin CG ve
KG karsilastirilmasinda kullanildi. P<0,05 degeri istatistiksel
olarak anlamli olarak kabul edildi.

Bulgular

CG'deki 36 hastanin demografik ozellikleri Tablo 1'de
sunuldu. CG’deki hastalarin yas ortalamas1 61,6124
idi. On dort hasta 60 yasin altinda, 22 hasta ise 60 yasin
tizerinde idi. Yas gruplar ile STAI 1-2 skorlar1 arasindaki
iliski incelendiginde, 60 yasin altinda olan grupta anksiyete
skorunun 60 yasin tzerindeki gruba gore daha yiiksek
bulundu. Her iki grup arasinda istatistiksel fark bulundu
(<0,05) (Tablo D).

CGnin %56’s1 kadindi. Cinsiyet ile STAI 1 ve 2 skorlar
arasindaki iliskiye bakildiginda kadinlarin anksiyete
duzeylerinin  erkeklere biraz daha yiksek
bulunmasina karsilik iki grup arasinda istatistiksel fark
saptanmadi (Tablo 1).

oranla

CG’de kronik obstriktif akciger hastagi, diabetes mellitus ve
koroner arter hastaligl en sik gorulen yandas hastaliklardi.
Yandas hastaliklar1 olan grubun olmayan gruba gore
anksiyete skoru ytuiksek saptandi ve iki grup arasinda
istatistiksel fark anlamli bulundu (p<0,05) (Tablo 1).

Hastalarin 26’s1 (%72,2) evli, 27’si (%75) lise-tiniversite
mezunu ve 15inin (%42) ekonomik durumu orta idi.
Bekar, lise-tiniversite mezunu ve gelir diizeyi iyi olanlarda
anksiyete skorlarinin ytiksek oldugu, gruplarin kendi icinde
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istatistiksel olarak da anlamli fark oldugu saptandi (p<0,05)
(Tablo 1).

Kolon ameliyat1 ile ilgili endise nedenlerine bakildiginda
hastalarmm  %33inde ameliyat sonras1 barsagin karina
baglanmasi-stoma acilmasi, %22’sinde ameliyat sonrasi
kemoterapi gorme ihtimali ve %14’tinde ameliyat sonrasi
uyanamamak en sik endise sebebini olusturmakta idi. Diger
endise nedenleri ameliyat sonras1 bulanti-kusma, ameliyat
sonrasl agri, ameliyat sonrasi kotit yara izi durumu, ameliyat
sonrasl sakat kalma durumu, biiyiik abdest yapma sirasinda
kan gelmesi, olum korkusu, sekstiel fonksiyonlarin
bozulmasi, yara yerinde enfeksiyon gelismesi idi (Tablo 2).
CG ile KG arasinda STAI 1 ve 2 anksiyete degerleri
incelendiginde CG'nin anksiyete skorunun yuksek oldugu
goruldu. Tki grup arasindaki fark istatistiksel olarak anlamh

bulundu (p<0,05) (Tablo 3).

Tartisma

Anksiyete birey icin rahatsizlik olusturan herhangi bir
durum veya tehlike algisina karsi ortaya cikan evrensel bir
yanittir.! Yani anksiyete siklikla bireye fizyolojik belirtilerin
eslik ettigi tedirginlik, birey icinde rahatsizlik olusturan
bir duygu, kaygi, endise, bunalt1 biciminde hissedilen hos
olmayan bir duygusal durumdur.1,2

Cerrahi girisim uygulanacak hastalarda genel olarak anestezi
kaygisi, olum riskine iliskin endiseler, ozurli olacag:
endisesi, agridan korkma, bedeni tuzerinde denetimini
kaybedecegi endisesi, cinsel yeterliligin kayb1 korkusu,
calisabilirligini kaybedecegi endiseleri gelisir.3.4 Preoperatif
donemde hastalarin %60-80’inin anksiyoz oldugu yapilan
calismalarda bildirilmistir.9 Anksiyete diizeyi kadinlarda
erkeklere, ailesi ve arkadaslar tarafindan ameliyata getirilen
hastalarda yalniz gelenlere, kardiyak ve vertebra cerrahisi

Tablo 1. Hastalarin demografik ozellikleri ve Durumluk-Siireklilik Kaygi Olcegi 1-2 anksiyete 6lceginin degerlendirilmesi

Yas
<60
>60

Cinsiyet
Erkek
Kadin

Yandas hastalik
Yok
Var

Medeni durum
Evli
Bekar

Bosanmis

Egitim durumu
Yok-ilkokul
Lise-tiniversite

Mesleki durumu
Issiz

Ev hanimi

Kendi isi

Memur ya da sigortal
Emekli

Ekonomik durumu
fyi (>1300 TL)

Orta (850-1300 TL)
Kot (<850 TL)

14 28,65+11,05 <0,05
22 15,64+7,02
16 18,64+7,56 AD
20 21,45+10,02
10 16,06+3,23 <0,05
26 28,03+10,23
26 22,56+13,37

<0,05
6 28,08+3 .35
4 16,66+8,45
9 22,05+34,52 <0,05
27 34,67+12,78
2 15,76+12,98
3 17,65+23,01

AD
3 17,54+45 .49
10 27,05+14,90
18 23,67+9,89
9 27,65+34,09

<0,05
12 18,23+36,87
15 13,34+43,78

STAL Durumluk-Sureklilik Kaygr Olcegi, SS: Standart sapma, AD: Anlamh degil

*Mann-Whitney U testi
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uygulanacak hastalarda digerlerine gore, genclerde yashlara
gore ve kotu anestezi deneyimi olanlarda olmayanlara gore
daha fazla bulunmustur.9.10 Anksiyéz hastalar anestezi
induksuyonu sirasinda daha yiksek doz anestezik ilaca
ihtiyac duyarlar. Bazi calismalarda preoperatif donemde
detayh bilgilendirilen hastalarin preoperatif ve postoperatif
anksiyete diizeylerinin ve postoperatif agrinin daha dusuk
oldugu, iyilesmenin daha hizli oldugu gosterilmistir.9
Preoperatif donemde yapilacak islem hakkinda bilgi sahibi
olmamak, hastanin kisisel ozellikleri, yasi, cinsiyeti, egitim
duzeyi, sosyo-ekonomik durumu ve yapilacak olan ameliyat
tipi hastalardaki anksiyete nedenlerinin basinda gelir.11
Hastalarin preoperatif donemdeki anksiyeteleri postoperatif
donemdeki iyilesmeyi olumsuz etkiledigi gibi daha sik
komplikasyonlarin goriilmesine de neden olabilmektedir.
Oncelikle hasta icin onemli olan anksiyete nedenleri
ogrenilmelidir.11,12 Kolon ameliyatlarinda cerrahi oncesi
ortak sayilabilecek anksiyete faktorlerine esi tarafindan
istenmeme korkusu, ostomi acilma endisesi, ostominin
sizintt ve kokuya neden olacagi korkusuyla ice kapanma,
kendini yalniz birakma istegi ve sosyal izolasyon, hatta
depresyon olmak tizere cesitli psikiyatrik bozukluklarin yer

Tablo 2. Kolon ameliyat ile ilgili endise nedenlerinin dagilim

aldig1 faktorler de eklenmektedir.5.6,13 Bizim calismamizda
kolon ameliyati ile ilgili endise nedenlerine bakildiginda
en stk ameliyat sonrasi barsagin karmna baglanmasi-stoma
acilmasi, ameliyat sonrasi kemoterapi gorme ihtimali ve
ameliyat sonrasi uyanamamak oldugu goruldii. Stoma ile
ilgili sorunlar, bireyin beden imaji ve yasam kalitesinin
degismesi, benlik saygisindaki azalma, yasam tarzindaki
degisiklikler; yasamaya

uyumunu zorunlu kilar. Ameliyat sonrasinda stomaya uyum

bireyin stomaya ve stomal
uzun zaman alabilmektedir.14.15 Brown ve Randlel® de
calismalarinda stomanin kisinin yasam kalitesini olumsuz
yonde etkiledigini belirtmislerdir. Calismamizdaki hastalar
icin endise olusturan diger nedenler ameliyat sonrasi
bulanti-kusma, ameliyat sonrasi agri1, ameliyat sonras1 kotu
yara izi durumu, ameliyat sonrasi sakat kalma durumu,
buytik abdest yapma sirasinda kan gelmesi, oliim korkusu,
sekstiel fonksiyonlarin bozulmasi, yara yerinde enfeksiyon
gelismesi idi.

Spielberger ve ark.” tarafindan gelistirilen STAI testi
anksiyete incelemek icin yaygin olarak kullanilan bir
olcektir. Ameliyat dncesi anksiyete olciimunde kullanilan
STAL literaturde altin standart olarak gosterilmektedir.9,15

1 Ameliyat sonrast agri

2 Ameliyat sonrasi barsagin karina baglanmasi-stoma acilmasi
3 Ameliyat sonrasi bulanti-kusma

4 Ameliyat sonrasi kemoterapi gorme ihtimali
5 Ameliyat sonrasi kotit yara izi durumu

6 Ameliyat sonrasi sakat kalma durumu

7 Ameliyat sonrast uyanamamak

8 Buyutk abdest yapma sirasinda kan gelmesi
9 Olum korkusu

10 Sekstiel fonksiyonlarin bozulmasi

11 Yara yerinde enfeksiyon gelismesi

Toplam

2(5,6)
12 33)
3(8,3)
8(22)

12,8
12,8)
5(14)

12,8
1228
12,8
1228
36

Tablo 3. Durumluk-Siireklilik Kaygi Olcegi 1 ve 2 formlarinin calisma ve kontrol gruplarinda karsilastirilmasi

STAI form TX-1

STAI form TX-2

53,30+18,60
50,24+7,83

32,76+5,18 <0,05

39,28+2,43 <0,05

STAIL: Durumluk-Sureklilik Kayg Olcegi, CG: Calisma grubu, KG: Kontrol grubu

*Student’s t-testi
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Biz de calismamizda STAI 1 ve 2 olcegini kullandik.
CG’deki hastalarin durumsal kaygi skorlarinin ortalamasi
53,30+18,60 ve surekli kaygi skor ortalamasi 50,24+7,83
olarak bulundu. CG ile KG arasinda STAI 1 ve 2 anksiyete
degerleri incelendiginde CG'nin anksiyete skorunun ytiksek
oldugu goruldit. iki grup arasindaki fark istatistiksel olarak
anlamli bulundu. Calismamizdaki bu sonuclar literatiir ile
uyumlu idi.3,7.17
Moerman ve ark.’minl8 calismasinda anksiyete ile
cinsiyet anksiyete arasindaki iliskiyi degerlendirmisler ve
kadinlarda anksiyetenin anlamli olarak ytiksek oldugunu
bildirmislerdir. Bizim calismamizda cinsiyet ile STAI 1
ve 2 skorlar1 arasindaki iliskiye bakildiginda kadinlarin
anksiyete duizeylerinin erkeklere oranla biraz daha yuksek
bulunmasina karsilik iki grup arasinda istatistiksel fark
saptanmadi.

Bireyin

sahip oldugu yandas hastaliklarla

preoperatif anksiyetesinin iligkili oldugu bilimektedir.17

bireyin

Bizim calismamizda da literaturle uyumlu olarak yandas
hastaliklar1 olan grubun olmayan gruba gore anksiyete
skoru yuksek saptandi ve iki grup arasinda istatistiksel fark
anlamlh bulundu.

Literatiire baktigimizda bazi calismalar egitim dizeyindeki
artis ile dogru orantili bicimde anksiyetenin de arttigim
bildirirken, bazi calismalarda preoperatif anksiyetenin
egitimden etkilenmediginibildirmistir.9.15,19 Calismamizda
bekar, lise-tiniversite mezunu ve gelir diizeyi iyi olanlarda
anksiyete skorlarinin yuksek oldugu, gruplarin kendi
icinde istatistiksel olarak da anlamli fark oldugu saptandu.
Kolon ameliyati planlanan birey, cinsiyet fark etmeksizin
anksiyete, korku, beden imaji kayb1 ve depresyon gibi
cesitli duygu durumu icerisine girmektedir.12 Ameliyat
oncesi egitim bu duygularin azalmasina ve hastalarin
iyilesmesine ve yasam kalitelerinin arttirilmasina olumlu
katkida bulunabilmektedir.6 Saghk calisanlarinin, ameliyat
oncesi ve ameliyat sonrasi hastalarin ve hasta yakinlarinin
anksiyetesini azaltma, emosyonel destek saglama, olasi
psikiyatrik  problemlerin erken tanist ve psikiyatri
konsultasyonunun saglanmasina yonelik girisimleri ile
bireylerin yasam kalitelerini arttirabilmektedir.5.9

Sonuc olarak, ozellikle ileri yastaki, yandas hastaligi
olan, bekar, yuksek ekonomik ve yuksek egitim duzeyi
olan hastalarda preoperatif donemde anksiyetenin arttigi
gozlendi. Ameliyat oncesi anksiyete nedenlerinin bilinmesi,
hastalarin bu konularda aydinlatilmasi acisindan énemlidir.
Rutin uygulamada kliniklerde ameliyat oncesi donemde
anksiyetesi olan hastalara destek verilmesi saglanabilir.
Anksiyete siddetinin ameliyat doneme olan

etkilerini arastirma konusunda baska bir calismamiz devam

sonrasi

etmektedir.
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Comparison of T and N Staging on Preoperative Magnetic
Resonance Imaging and Postoperative Histopathologic
Specimens in Rectum Cancer

Rektum Kanserlerinde Preoperatif Manyetik Rezonans Goriintilemedeki T ve
N Evrelemesinin Postoperatif Histopatolojik Evreleme ile Karsilastirimasi

Eyiip Murat Yilmaz!, Erdem Baris Carti!, Mustafa G6k2, Hedef Ozgiin1

1Adnan Menderes University Faculty of Medicine, Department of General Surgery, Aydin, Turkey
2Adnan Menderes University Faculty of Medicine, Department of Radiology, Aydin, Turkey

I ABSTRACT I —

Aim: Preoperative magnetic resonance imaging (MRI) is one of the most common diagnostic methods in current rectal surgery. In this study, we
planned to investigate the concordance between preoperative MRI findings and postoperative histopathological stage in patients with rectal cancer.
Method: Fifty-six patients who underwent rectal cancer surgery between September 2014-November 2016 in Adnan Menderes University Faculty of
Medicine, Department of Surgery were included in the study. Preoperative and histopathological T and N stages were compared.

Results: Fifty-six patients were included in the study. Mean age was 66.05 (38-88) years. Tumor location was classified as lower rectum in 29.8%,
mid-rectum in 32.3%, and upper rectum in 37.9% of the patients. While positive lymph nodes were found on MRI in 21 cases, only 15 were confirmed
by histopathology. Of the 35 cases reported to be lymph node negative on MRI, 19 were confirmed. The sensitivity was 71.4% for positive lymph nodes
and 54.3% for negative lymph nodes. As for T stages, there was a statistically significant association between MRI and pathological staging (p=0.049).
Conclusion: Although high-resolution MRI is currently one of the first imaging methods used in rectum cancers, additional imaging modalities
should be also used there is any doubt about the diagnosis.

Keywords: Rectum cancer, magnetic resonance imaging, staging

I Yz

Amagc: Ginimuzde rektum cerrahisinde preoperatif donemde manyetik rezonans goruntileme (MRG) en ¢ok kullanilan tani yontemlerinden
birisidir. Calismamizda rektum kanserli hastalarda, MRG'nin preoperatif evrelemesi ile histopatolojik evrelemenin uyumunu arastirmay1 planladik.
Yéntem: Adnan Menderes Universitesi Tip Fakultesi, Genel Cerrahi Anabilim Dalrnda Eylul 2014-Kasim 2016 tarihleri arasinda rektum kanseri
nedeniyle ameliyat edilmis 56 hasta calismaya dahil edildi. T ve N degerleri preoperatif ve histopatolojik olarak karsilastirildi.

Bulgular: Calismaya 56 hasta alindi. Ortalama yas1 66,05 (38-88) idi. Tumorlerin yerlesim yerine bakildiginda %29,871 alt rektum, %32,3’t orta
rektum, %37,9'u ise ust rektum olarak gozlendi. MRG’de N(+) 21 olgu saptanirken bunlardan sadece 15'i patolojik olarak da N(+) olarak saptandi.
MR’de 35 olgu N(-) saptanirken bunlardan 19'u patolojik olarak N(-) saptandi. N(+)’de duyarliligi %71,4 iken, N(-)’lerde bu oran %54,3 olarak
gozlendi. T degerlerine bakildiginda ise MR ile histopatolojik evreleme arasinda istatistiksel bir anlamhlik oldugu gozlendi (p=0,049).

Sonuc: Gunumtuz rektum kanserlerinde preoperatif gorunttileme yontemlerinden ilk basvurulacaklardan birisi yuksek ¢ozunturlikli MRG olmakla
birlikte, tanida kusku duyulmasi halinde ek gorinttuleme yontemleri de mutlaka kullanilmalidir.

Anahtar Kelimeler: Rektum kanseri, manyetik rezonans gorunttileme, evreleme

[m] B3 [m] Address for Correspondence/Yazisma Adresi: Eyip Murat Yilmaz MD

Adnan Menderes University Faculty of Medicine, Department of General Surgery, Aydin, Turkey
o Phone: +90 505 600 59 95 E-mail: drmyilmaz80@gmail.com
E!l!i-g-' Received/Gelis Tarihi: 22.11.2016 Accepted/Kabul Tarihi: 26.12.2016

©Copyright 2017 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Publishing House.

1



Yilmaz et al.
12 Staging in Rectum Cancer and Magnetic Resonance Imaging

Introduction

Rectal surgeries can be challenging due to the rectum being
located in a narrow part of the pelvis. In addition, there are
a variety of rectal surgeries ranging from local excision to
pelvic exenteration. Therefore, preoperative evaluation of
the rectum is very important.! Imaging techniques such as
computed tomography (CT), magnetic resonance imaging
(MRI), endorectal ultrasound (ERUS), and positron emission
tomography can be used for selecting the correct surgical
method and for tumor staging in the preoperative period.
Many recent studies have compared ERUS and MRI in terms
of sensitivity and specificity for the pelvic area evaluation.
These studies have shown that MRI is advantageous in tumor
staging, surgical planning, therapeutic decisions, assessing
response to neoadjuvant chemotherapy, and detecting
peritoneal implants and liver metastasis.2 With this study, we
aimed to evaluate agreement between preoperative T and N
stages determined by preoperative MRI and histopathologic
T and N stages in patients with rectal cancer.

Materials and Methods

The medical records of rectal cancer patients diagnosed
and operated in the Adnan Menderes University Faculty
of Medicine, Department of General Surgery between
September 2014 and November 2016 were screened
retrospectively. Patients with missing or incomplete medical
records were excluded from the study. Staging was done
according to the American Joint Committee on Cancer
tumor-node metastasis staging.3.4 Patients with T3 and T4
positivity were treated with neoadjuvant therapy. T and
N values obtained from MRI conducted after neoadjuvant
chemotherapy were used in the data analysis to account
for any stage changes due to the neoadjuvant therapy.
MRI evaluations were conducted by a radiology specialist.
Imaging of all patients was done at standard resolution (512
matrix) with Philips Achieva 1.5 Tesla® MR instrument.

Statistical Analysis

Data were analyzed using SPSS for Windows version 20.0
(IBM Corp., Armonk, NY, USA) statistics software. Variables
were expressed as mean = standard deviation, median
(minimum-maximum), percent, and frequency. In addition,
the homogeneity of variance required for parametric tests
was checked using Levene’s test. Normality was assessed
using the Shapiro-Wilk test. For comparisons of two groups,
student’s t-test was used when assumptions for parametric
tests were met; otherwise, the Mann-Whitney U test was
used. One-way ANOVA, followed by Tukey HSD post hoc
test was used for comparisons of three or more groups.
Kruskal-Wallis test followed by Bonferroni-Dunn post hoc
test was used when the sample distribution was not normal.

Categorical data were analyzed using McNemar-Bowker
test, Fisher’s exact test, chi-square test, and sensitivity and
specificity, positive predicted value, and negative predicted
value were calculated. When the expected cell value was
less than 20%, the Monte Carlo simulation method was
used in order to be able to include these cells in the analysis.
The relationship between two variables was assessed by
Kendall rank correlation coefficient when the parametric
test assumptions were not met. The level of significance was
accepted as p<0.05.

Results

A total of 56 patients with rectal cancer were included in
the study. Thirty-two (57.1%) of the patients were male,
24 (42.9%) were female. Mean age was 66.05 years (range,
38-88 years). Tumors were located in the lower rectum in
29.8%, mid-rectum in 32.3%, and upper rectum in 37.9%
of the cases. Mean tumor size was 4.39 cm (range, 0-13.5
cm). Radical resection (total mesorectal excision and
abdominoperineal resection) was performed in all cases.
Fourteen of the patients (25%) underwent laparoscopic
surgery and 42 (75%) underwent conventional surgery.
There was significant correlation between MRI and
histopathologic evaluations for lymph node positive or
negative results (p=0.048). Although 21 patients were N(+)
on MRI, only 15 patients were histopathologically N(+). Of
the 35 patients evaluated as N(-) on MRI, 19 were determined
N(-) in histopathologic examination. The sensitivity of MRI
was 71.4% for N(+) and 54.3% for N(-) (Table 1, 2).

For T values, there was a significant association between
MRI and histopathologic staging (p=0.049). One case
was TO in both MRI and in histopathologic examination,
yielding 100% agreement. Of the two cases evaluated as T1
on MRI, histopathologic results indicated only 1 as T1, for a
50% agreement rate. Of the 21 cases evaluated as T2 on MRI,
only 10 were histopathologically T2, resulting in agreement
of 47.6%. Of the 25 cases evaluated as T3 on MRI, 20 were
confirmed T3 in histopathologic examination, for an 80%
agreement rate. Six of the seven cases determined T4 on
MRI were confirmed histopathologically T4, for 85.7%
agreement (Table 3).

No significant associations were observed between radiologic
and histopathologic tumor size and T value (p=0.46), or
between radiologic and histopathologic tumor size and N
value (p=0.152).

Discussion

Colorectal cancers are the third most common type of
cancer worldwide, and account for 8% of all cancer-related
deaths.5 The effective adjuvant and neoadjuvant treatment
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protocols introduced in the last decade have facilitated
better prevention of local and locoregional recurrence
and thus improved survival.6 Early diagnosis and accurate
preoperative staging are necessary to properly implement
these protocols, and accurate radiologic imaging is essential
for this. The detection rate of lymph node metastasis using
ERUS, MRI, and CT for preoperative staging of rectal
cancers is approximately 61-80%, 57-85%, and 56-79%,
respectively.” The latest guideline from the European
Society of Medical Oncology reports that high-resolution
MRI should be the first radiologic method used in evaluating
the mesorectum in cases of rectal cancer.8 However, some

Table 1. Radiologic and pathologic tumor staging distribution
of colorectal cancer patients

studies, including a meta-analysis by Al-Sukhni et al.,9
have demonstrated that MRI is not adequate on its own in
terms of detecting lymph node metastasis in rectal cancer.
We also found sensitivity rates of 71.4% for patients with
N positivity and 54.3% for N-negative patients using MRI.
False-positive lymph node metastasis results may result in
the unnecessary administration of neoadjuvant therapy in
patients who are actually lymph node negative. We believe
one possible explanation for this was our lack of access
to high-resolution MRI. Although detecting lymph node
metastasis preoperatively with MRI can be difficult, lymph
node findings like heterogeneity, morphologic changes, and
increased diameter should arouse suspicion of metastasis.10
However, this does not apply to lymph nodes smaller than
4 mm, and this image quality is also possible with high-
resolution MRI.11 Despite the lack of high-resolution MRI in
our center, our results for N positivity were consistent with

S Male 2 o7 the literature, while the rate of N negativity was lower than
Female 24 429 that in the literature concerning rectal cancer. We believe it
T0 1 18 is imperative in such suspicious cases to utilize additional

methods such as ERUS.
B : >0 Technological progress and the introduction of high-
Radiologic T T2 21 375 resolution MRI are believed to have solved a key step in
T3 25 44.6 the preoperative T staging of rectal cancer. Various authors
T4 = 125 have reported MRI T-staging accuracy rates between 44 and
NG 5 5 100%.12,13,14 In the present study, there was 100% accuracy
Radiologic N for the one patient who was T0, whereas the agreement rates
NG ZL 375 between MRI and histopathologic staging were 50% for T1,
N(-) 25 44.6 47.6% for T2, 80% for T3, and 85.7% for T4 cases. Statistical
Pathologic N N(+) 31 55 4 analysis was not possible for TO due to there being only one
- : 1% patient. However, for the other stages, the T3 and T4 groups
showed the highest MRI/histopathology agreement, while
UL : 48 we were detecting early stage cancers was unsuccessful. Lu et
' T2 15 26.8 al.15 found it most difficult to distinguish T2 and T3 tumors
Pathologic T ™ 7 571 using MRI and reported that high-resolution MRI may
o 7 05 facilitate their differentiation. The T-staging accuracy rate of
ERUS in rectal cancers has been reported as approximately

Total 56 100.0

69%.16 Therefore, in centers without high-resolution MRI,

Table 2. Comparison of lymph node results from magnetic resonance imaging and histopathologic examination

n 16 35

N(-)
% 54.3% 45.7% 100.0%

Radiologic N

n 15 21

N(+) 3.872 0.048*
% 28.6% 71.4% 100.0%
% 44.6% 55.4% 100.0%

*p<0.05
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Table 3. Comparison of magnetic resonance imaging and histopathologic T staging

0 n 1 0 0 0 0 1
T
% 100.0% 0.0% 0.0% 0.0% 0.0% 100.0%
n 0 1 1 0 0 2
T1
% 0.0% 50.0% 50.0% 0.0% 0.0% 100.0%
n 0 0 10 11 0 21
Radiologic T T2
% 0.0% 0.0% 47.6% 52.4% 0.0% 100.0%
4.267 0.049*
5 n 0 0 4 20 1 25
T
% 0.0% 0.0% 16.0% 80.0% 4.0% 100.0%
n 0 0 0 1 6 7
T4
% 0.0% 0.0% 0.0% 14.3% 85.7% 100.0%
Total n 1 1 15 32 7 56
% 1.8% 1.8% 26.8% 57.1% 12.5% 100.0%
*p<0.05
we recommend performing ERUS examination if possible Ethics
for patients suspected of not being staged properly. Ethics Committee Approval: No ethics committee was
We observed no significant relationship between the tumor’s approved for a retrospective study, Informed Consent:
size and their radiologic or histopathologic T and N stages. Consent form was filled out by all participants.
This may be due to tumor differentiation and degree of Peer-review: Internally peer-reviewed.
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et al.17 demonstrated that horizontal tumor diameter was
significantly associated with extent of invasion and could
be used in predicting prognosis. Because the present study
included only rectal cancer patients and the patient number
was smaller, we were unable to show this relationship
statistically.

In brief, MRI and ERUS are radiologic imaging methods
currently used preoperatively in the management of rectal
cancer. Although neither is clearly superior, ERUS has
limited use in cases of upper-rectal and obstructive tumors,
and high-resolution MRI is recommended as a first-line

Conflict of Interest: No conflict of interest was declared by
the authors.
Financial Disclosure: The authors declared that this study

imaging method due to its many advantages. In uncertain received no financial support.

cases, ERUS should definitely be utilized in addition to MRI.

Randomized, prospective studies are required to more
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Rektum Kanserlerinde Preoperatif Manyetik Rezonans
Goruntlilemedeki T ve N Evrelemesinin Postoperatif
Histopatolojik Evreleme ile Karsilagtiriimasi

Comparison of T and N Staging on Preoperative Magnetic Resonance Imaging
and Postoperative Histopathologic Specimens in Rectum Cancer

Eyiip Murat Yilmaz!, Erdem Barig Carti!, Mustafa G6k2, Hedef Ozgiin?

1Adnan Menderes Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Aydin, Tiirkiye
2Adnan Menderes Universitesi Tip Fakiiltesi, Radyoloji Anabilim Dali, Aydin, Tiirkiye

Jnosers |

Amac: Gunumuzde rektum cerrahisinde preoperatif donemde manyetik rezonans goruntilleme (MRG) en ¢ok kullanilan tam1 yontemlerinden
birisidir. Calismamizda rektum kanserli hastalarda, MRG’nin preoperatif evrelemesi ile histopatolojik evrelemenin uyumunu arastirmayi planladik.
Yontem: Adnan Menderes Universitesi Tip Fakiltesi, Genel Cerrahi Anabilim Dalrnda Eylul 2014-Kasim 2016 tarihleri arasinda rektum kanseri
nedeniyle ameliyat edilmis 56 hasta calismaya dahil edildi. T ve N degerleri preoperatif ve histopatolojik olarak karsilastirildi.

Bulgular: Calismaya 56 hasta alindi. Ortalama yas1 66,05 (38-88) idi. Tumorlerin yerlesim yerine bakildiginda %29,81 alt rektum, %32,3’u orta
rektum, %37,9’u ise tst rektum olarak gozlendi. MR’'de N(+) 21 olgu saptanirken bunlardan sadece 15’1 patolojik olarak da N(+) olarak saptand.
MR’de 35 olgu N(-) saptanirken bunlardan 19'u patolojik olarak N(-) saptandi. N(+)’de duyarliligi %71,4 iken, N(-)’lerde bu oran %54,3 olarak
gozlendi. T degerlerine bakildiginda ise MR ile histopatolojik evreleme arasinda istatistiksel bir anlamlilik oldugu gozlendi (p=0,049).

Sonuc: Gunumuz rektum kanserlerinde preoperatif goruntilleme yontemlerinden ilk basvurulacaklardan birisi ytuksek ¢ozunurliklit MRG olmakla
birlikte, tanida kusku duyulmas: halinde ek goruntilleme yontemleri de mutlaka kullamilmalidir.

Anahtar Kelimeler: Rektum kanseri, manyetik rezonans goriintileme, evreleme

L ABSTRACT I

Aim: Preoperative magnetic resonance imaging (MRI) is one of the most common diagnostic methods in current rectal surgery. In this study, we
planned to investigate the concordance between preoperative MRI findings and postoperative histopathological stage in patients with rectal cancer.
Method: Fifty-six patients who underwent rectal cancer surgery between September 2014-November 2016 in Adnan Menderes University Faculty of
Medicine, Department of Surgery were included in the study. Preoperative and histopathological T and N stages were compared.

Results: Fifty-six patients were included in the study. Mean age was 66.05 (38-88) years. Tumor location was classified as lower rectum in 29.8%,
mid-rectum in 32.3%, and upper rectum in 37.9% of the patients. While positive lymph nodes were found on MRI in 21 cases, only 15 were confirmed
by histopathology. Of the 35 cases reported to be lymph node negative on MRI, 19 were confirmed. The sensitivity was 71.4% for positive lymph nodes
and 54.3% for negative lymph nodes. As for T stages, there was a statistically significant association between MRI and pathological staging (p=0.049).
Conclusion: Although high-resolution MRI is currently one of the first imaging methods used in rectum cancers, additional imaging modalities
should be also used there is any doubt about the diagnosis.

Keywords: Rectum cancer, magnetic resonance imaging, staging
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Girig

Rektum, pelvisteki dar lokalizasyonu nedeniyle cerrahisi
sikintili bir organ olmasinin yam sira, lokal eksizyondan
pelvik ekzantrasyonlara uzanan genis yelpazede cerrahi
secenegi oldugu icin ameliyat Oncesi degerlendirme
oldukca onem kazanmaktadir.! Gintimuzde preoperatif
donemde dogru cerrahi yontemi secebilmek ve evreleme
yapabilmek icin bilgisayarli tomografi (BT), manyetik
rezonans goriuntileme (MRG), endorektal ultrasonografi
(ERUS) ve pozitron emisyon tomografi gibi goruntiilleme
yontemleri kullanilabilmektedir. Son yillarda yapilan
calismalarda pelvik bolgeyi degerlendirebilmek icin
ERUS ile MRGnin sensitivite ve spesifite acisindan
birbirlerine tustinluklerini
gosterilirken,
planlama, teropatik karar, neoadjuvan kemoradyoterapiye
cevap, peritoneal implantlar ve karaciger metastazlar
acisindan ERUS’a gore daha avantajli gosterilmistir.2
Bizim bu calismamizdaki amacimiz preoperatif MRG ile
goruntuledigimiz rektum kanseri tanili hastalarimizdaki
T ve N evrelerimizin histopatolojik T ve N evreleriyle
uyumunun arastirilmasidir.

gosteren bircok calisma

ozellikle timorin evrelemesi, cerrahi

Gerec¢ ve Yontem

Bu calisma Eylul 2014-Kasim 2016 tarihleri arasinda Adnan
Menderes Universitesi T1ip Fakiiltesi, Genel Cerrahi Anabilim
Dalrnda tani alip ameliyat edilen rektum kanseri hastalarinin
dosyalar retrospektif olarak taranarak yapildi. Dosyalarinda
saglikl verilere ulasilamayan hastalar calisma dis1 birakildu.
Evreleme Amerikan Birlesik Kanser Birligimin ttumor-nod-
metastaz evrelemesine gore yapildi.3.4 T3 ve T4 ile lenf
nodu pozitif olan hastalara neoadjuvan tedavi uygulandu.
Neoadjuvan tedavi sonrasinda evrelemenin degisebilecegi
dustunulerek neoadjuvan kemoradyoterapi alan hastalarda
neoadjuvan tedavi sonrast MRG goriuntilerinin T ve N
degerleri degerlendirmeye alindi. MRG degerlendirmesi
radyoloji uzmamn tarafindan yapildi. Tim hastalara standart
cozunurlukli (512 matriks), 1,5 Tesla Philips Achieva®
MRG cihazinin gorantulemesi kullanildi.

Istatistiksel Analiz

Verilerin degerlendirilmesinde SPPS 20 (IBM Corp.
Released 2011. IBM SPSS Statistics for Windows, Version
20.0. Armonk, NY: IBM Corp.) istatistik paket programi
kullanmilmistir. Degiskenler ortalama + standart sapma ve
medyan (minimum-maksimum) yuzde ve frekans degerleri
kullanilmistir. Ayrica parametrik testlerin on sartlarindan
varyanslarin homojenligi Levene testi ile kontrol edildi.
Normallik varsayimina ise Shapiro-Wilk testi ile bakildi. ki
grup arasindaki farkliliklar degerlendirilmek istendiginde
parametrik test on sartlarini sagladigi durumda student’s

t-testi; saglamadiginda ise Mann-Whitney U testi
kullanildi. U¢ ve daha fazla grup karsilasurmasi icin tek
yonla varyans analizi ve coklu karsilastirma testlerinden
Tukey HSD testi ile saglanmadiginda ise Kruskal-Wallis
ve coklu karsilastirma testlerinden Bonferroni-Dunn testi
kullanmilmastir.

Kategorik veri analizi yapilirken McNemar-Bowker testi,
Fisher’s exact testi, ki-kare testi, duyarliik ve secicilik
hesaplamalar1, pozitif beklenen deger, negatif beklenen
deger hesaplanmistir. Beklenen gozelerin %20’den kuciik
oldugu durumlarda bu gozelerin analize dahil edilmesi icin
“Monte Carlo simulasyon yontemi” ile degerler belirlendi.
ki degisken arasindaki iliski parametrik test 6n sartlarini
saglamadig1 durumda Kendall rank korelasyon katsayisi ile
degerlendirilmistir. Istatistiksel anlamlilk diizeyi p<0,05

olarak kabul edildi.

Bulgular

Calismaya toplam 56 rektum kanseri tanisi alan hasta
dahil edildi. Hastalarin 32’si (%57,1) erkek, 24t (%42,9)
kadin hastaydi. Hastalarin ortalama yasi 66,05 (38-88)
idi. Tamorlerin yerlesim yerine bakildiginda %29,8'1 alt
rektum, %32,31 orta rektum, %37,9u ise tust rektum
olarak gozlendi. Tumortin ortalama boyutu 4,39 cm
(0-13,5
genis radikal rezeksiyon (total mezorektal eksizyon ve
14 hastaya
(%25) laparoskopik cerrahi prosedur uygulanirken, 42

cm) olarak gozlendi. Hastalarin tamamina

abdominoperineal rezeksiyon) uygulandi.

hastaya (%75) konvansiyonel cerrahi uygulandi. Lenf nodu
korelasyonuna bakildiginda MRG ile histopatolojik N(+)
ya da MRG ile histopatolojik N(-) arasinda istatistiksel
olarak anlamh bir iliski gozlendi (p=0,048). MRG’de N(+)
21 olgu saptanirken bunlardan sadece 15’i histopatolojik
olarak da N(+) olarak saptandi. MRG’de 35 olgu N(-)
saptanirken bunlardan 19'u histopatolojik olarak N(-)
saptandi. MRG’nin N(+)’de duyarlilign %71,4 iken, N(-
)'lerde bu oran %54,3 olarak gozlendi (Tablo 1, 2).

T degerlerine bakildiginda ise MRG ile histopatolojik
evreleme arasinda istatistiksel bir anlamlilik oldugu
gozlendi (p=0,049). MRG’'de TO olup da histopatolojik
TO olan bir olgu olup uyumu %100 olarak saptandi.
MRG’de toplam iki olgu T1 c¢ikarken histopatolojik olarak
sadece bir olgu T1 olarak yorumlandi ve T1 uyumu %50
olarak gozlendi. MRG’de toplam 21 T2 olgusu varken
histopatolojik T2 ise sadece 10 bulguda gozlendi ve uyum
%47,6 olarak kaldi. MRG'de 25 T3 olgu saptanirken
bunlarin 20’si histopatolojik olarak T3 olarak yorumland:
ve uyum %80 olarak gozlendi. MRG'de T4 olan yedi
olgunun altis1 histopatolojik olarak T4 olarak yorumlandi
ve uyum %85,7 olarak gozlendi (Tablo 3).
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Radyolojik ve histopatolojik olarak tumor capi ile tumoran Tartisma
T degeri arasinda bir iliski gozlenmezken (p=0,46), aymt  gyJorekeal kanserler tim dunyada en sik gorilen 3. tip
sekilde radyolojik ve histopatolojik N ile timortn ¢apt  kanserler olmakla beraber, maligniteyle iliskili olimlerin

arasinda baglanti saptanmadi (p=0,152). %81ini olusturmaktadirlar.> Son 10 yilda cikan etkili

Tablo 1. Demografik verilere gore dagilim

Erkek 32 57,1
Cinsiyet

Kadm 24 42,9

TO 1 1.8

T1 2 3,6
Radyolojik T T2 21 37,5

T3 25 44,6

T4 7 12,5

N(E) 35 62,5
Radyolojik N

N(+) 21 37,5

N(G) 25 44,6
Patolojik N

N(+) 31 55,4

TO 1 1,8

T1 1 1,8

T2 15 26,8
Patolojik T

T3 32 57,1

T4 7 12,5

Toplam 56 100,0

Tablo 2. Lenf nodunun manyetik rezonans goruntiuleme ve histopatolojik karsilastirilmasi

n 19 16 35
NG
% %54,3 %45,7 %100,0
Radyolojik N
n 6 15 21
N(+) 3,872 0,048*
% %28,6 %71,4 %100,0
n 25 31 56
Toplam
% %44,6 %55,4 %100,0

*p<0,05
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adjuvan ve neoadjuvan tedavi protokolleri ile lokal ve
lokorejyonal ntuksler daha cok onlenebilmekte ve bu
da sagkalimi daha cok arturabilmektedir.6 Bunlarin iyi
yurttilebilmesi icin erken tani ve preoperatif donemde iyi
evreleme ve bunun icin de dogru radyolojik gorunttuleme
gerekmektedir. Rektum kanserlerinde preoperatif dénemde
dogru evreleme icin kullanilan yontemlerden ERUS, MRG
ve BT'nin lenf nodu metastazini gérebilme oranlar sirasiyla
yaklasik %61-80, %57-85 ve %56-79 gibi oranlardir.”
Avrupa Tibbi Onkoloji Birligi, son yayimnladigl guideline
raporunda ozellikle yuksek cozanarlukla MRGnin
rektum kanserlerinde mezorektumu degerlendirmek icin
ilk kullanilacak radyolojik yontem olmasi gerektigini
bildirmistir.8 Bununla birlikte Al-Sukhni ve ark.’nin® ortaya
koydugu metaanalizdeki gibi MRG'nin, rektum kanserinde
lenf nodu metastazini gosterme acisindan tek basina yeterli
olmayacagini da gosteren calismalar mevcuttur. Bizim
calismamizda da N(+) hastalarda MRGnin duyarlhiligi
%71,4 iken, N(-) hastalarda duyarhigin %54,3’lere dustugu
gorulmektedir. Bu da lenf nodu metastatik olmadig1 halde
MRG sonucunda metastatik olarak yorumlanip gereksiz
yere neoadjuvan tedavi alinabilmesine sebep olabilmektedir.
Bunun sebeplerinden birisinin ytksek cozunurliklu MRG
kullanamamamiz oldugunu dustunmekteyiz. Lenf nodu
metastazinl preoperatif donemde MRG ile taniyabilmek
oldukca zor olmakla beraber, lenf nodunda hetorejenite,

morfolojik degisiklikler, cap artis1 gibi durumlar metastaz
acisindan kusku uyandirmalidir.l0 Ancak bu 4 mm’den
kucik lenf nodlar icin gecerli olmamaktadir ve genellikle
bu goruntu kalitesi de yuksek cozunurlukla MRG
sayesinde saglanabilmektedir.ll Bizim merkezimizde de
yuksek cozunurlukli MRG goruntilemesi olmamasina
ragmen N(+)lerde literatur ile paralel uyum saglansa da
N(-) rektum kanserlerinde literatiirdeki oranlarin uyum
acisindan altinda kalinmistir. Boyle durumlarda gereklilik
halinde, stphe duyulmasi durumunda ERUS gibi bir
yontemin de eklenmesi gerektigini distinmekteyiz.

Teknolojinin ilerlemesi ile birlikte ytuksek rezolusyonlu
MRG’lerinde devreye girmesiyle preoperatif dénemde
rektum kanserlerinin T evresinin degerlendirmesinde
kilit bir basamagin cozaldagu
MRGnin, T degerlendirilmesinde
dogruluk oranini %44-100 orani arasinda bildiren yazilar
mevcuttur.12,13,14 Bizim calismamizda da TO evrede bir
hasta oldugu icin bu hastada %100 basar1 saglarken, T1
hastada uyumu %50, T2 uyumu %47,6, T3 olgularda
%80 ve T4 olgularda ise MRG ve histopatolojik uyum
orani %85,7 olarak saptandi. TO hasta sayis1 sadece bir
hasta oldugu icin bu evrede saghkl: istatistik yapamadik.
Ancak diger evrelere bakildiginda MRG™nin histopatolojik
uyumu en c¢cok T3 ve T4 ile sagladigim gorirken,
lokal olarak erken evredeki kanserlerde basarisinin

dustunulmektedir.
evrelemesinin

Tablo 3. T evrelemesinin manyetik rezonans goruntiileme ve histopatolojik olarak karsilastirilmasi

n 1 0 0 0 1
TO
% %100,0  %0,0 %0,0 %0,0 %0,0 9%100,0
n 0 1 1 0 2
T1
% 9%0,0 %50,0  %50,0 %0,0 %0,0 %100,0
n 0 0 10 11 0 21
Radyolojik T T2
% %0,0 %0,0 %47,6 %52,4 %0,0 %100,0
4,267 0,049*
n 0 0 4 20 1 25
T3
% %0,0 %0,0 %16,0 %80,0 %4,0 9%100,0
n 0 0 0 1 6 7
T4
% %0,0 %0,0 %0,0 %14,3 %85,7  %100,0
n 1 1 15 32 7 56
Toplam
% %1,8 %1,8 %26,8 %57,1 %12,5  %100,0

*p<0,05
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olmadigini gormekteyiz. Lu ve ark.15 yaptiklar: calismada
MRGnin en c¢cok T2 ve T3 aras1 tumorleri ayirt etmede
zorlandiklarini ve bunun icin de yuksek cozunurliukla
MRG'nin faydali olabilecegini bildirmislerdir. ERUSun
rektum kanserlerinde T evresini dogru saptama oram
yaklasik %69 olarak bildirilmektedir.16 Bu ytizden yuksek
rezonansli MRG olmayan merkezlerde dogru evreleme
yapilamadigindan stuphelenilen hastalarda mumbkiinse
ERUS ile de bakilmasini 6nermekteyiz.

Calismamizda hem radyolojik olarak hem de
histopatolojik olarak yaptigimiz T ve N evrelemelerinin
tamorun boyutu ile bir iliskisi olmadigin gorduk. Bunun
tamorun diferansiyasyonuna, invazyon derecesine baglh
olabilecegini diisinmekteyiz. Balta ve ark.l7 yapuklar
calismada 439 kolorektal kanserli hastada tiumoriin
yatay capi ile invazyon derecesinin iliskisi oldugunu
gostermislerdir ve prognoz tzerinde kullanilabilecegini
belirtmislerdir. Bizim calismamizda ise tim hastalarin
rektum kanseri hastasi olmasi ve saymin daha az
olmasi sebebiyle boyle bir iliski istatistiksel olarak
gosterilememistir.

Sonu¢ olarak, MRG ve ERUS rektum kanserinin guncel
tedavisinde preoperatif donemde kullanilan radyolojik
gorintileme yontemleridir. Birbirlerine ustinlikleri
gosterilemese de ozellikle ust rektum lokalizasyonlu
timorler ve obstriuktif tumorlerde ERUSun kullanim
avantaji daha kisith olup, bircok avantaji ile ozellikle
ytksek cozunirlukli MRG ilk basvurulacak yontem olarak
onerilmektedir. Suphede kalinan durumlarda bununla da
kalinmayip ERUS’a da mutlaka bagsvurulmalidir.
Calismamizin daha degerli olabilmesi ve daha dogru

yorumlarda  bulunabilmemiz  acisindan  retrospektif
calismalar yerine randomize prospektif calismalara ihtiyac
duyulmaktadir. Bizim calismamizin retrospektif olmasi
ve ozellikle saymmin da kisith olmasi yorum yapabilmemiz
acisindan  elimizdeki  kisithklarin  basinda  gelen
faktorlerdendir. Ayrica sadece MRG yerine MRG ve ERUS'u
birlikte degerlendirebilen calismalar yapabilirsek ¢ok daha
iyi fikir sahibi olacagimiz kanaatindeyiz. Merkezimizdeki
standart ¢cozunturluklu MRG de bir diger kisithilik nedenimiz
olup, bu cihaz yerine yuksek cozunurluklia MRG cihazi
kullanilabilse daha

dusinmekteyiz.

Etik

Etik Kurul Onayi: Retrospektif calisma oldugu icin etik
kurul onayr alinmamistir, Hasta Omnay: Calismamiza

dahil edilen tiim hastalardan bilgilendirilmis onam formu
alinmastir.
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Does Body Mass Index Affect the Number of Excised
Lymph Nodes in Colorectal Cancer Surgery?

Kolorektal Kanser Cerrahisinde Viicut Kitle indeksinin Cikarilan Lenf Nodu
Sayisina Etkisi Var midir?

Durmus Ali Cetin, Ebubekir Giindes, Hiiseyin Ciyiltepe, Ulas Aday, Emre Bozdag, Aziz Serkan Senger,
Selg¢uk Giilmez, Orhan Uzun, Kamuran Cumhur Deger

Kartal Kosuyolu High Speciality and Training Hospital, Clinic of Gastroenterological Surgery, istanbul, Turkey
T ABSTRACT M —

Aim: This study investigated the effect of body mass index (BMI) on the total number of excised and metastatic lymph nodes in patients undergoing
elective surgery for colorectal cancer.

Method: The cases of 185 patients who were diagnosed with colorectal cancer were retrospectively analyzed. The patients were divided into three
groups according to BMI: patients with BMI scores of 24.9 kg/m? and lower were designated as normal (group 1), those with BMI scores of 25-30 kg/
m?2 were overweight (group 2), and those with BMI scores higher than 30 kg/m?2 were obese (group 3). Following classification, differences in variables
between the groups and the effects of BMI on the total number of excised and metastatic lymph nodes were evaluated.

Results: There were 52 patients in group 1, 73 patients in group 2, and 60 patients in group 3. There were no statistically significant differences
among the groups with regards to age, sex, tumor location, tumor invasion (T-stage), number of excised lymph nodes, number of metastatic lymph
nodes, or tumor stage. The number of excised lymph nodes was found to be higher in right colon tumors than in left colon and rectal tumors (p=0.01).
The results of the subgroup analyses revealed that rectal tumors were at a more advanced stage (p=0.02) and among patients with rectal tumors,
significantly more lymph nodes were excised from patients in the non-neoadjuvant group (p=0.01).

Conclusion: Our results led us to conclude that obesity does not affect the total number of excised and metastatic lymph nodes in colorectal cancer
surgery. Surgeons should not be concerned about not being able to excise a sufficient number of lymph nodes during colorectal cancer surgery in
patients with high BMI.

Keywords: Colorectal cancer, body mass index, number of lymph nodes

11 GO Z

Amac: Bu calismada kolorektal kanser nedeniyle elektif cerrahi uygulanan hastalarda viicut kitle indeksinin (VKI) cikarilan toplam ve metastatik lenf
nodu sayisina olan etkisi incelenmistir.

Yontem: Calismamizda kolorektal kanser tanisiyla opere edilen 185 hasta geriye dontik olarak incelendi. Hastalar VKI'ye gore ti¢ gruba ayrildi: 24,9
(kg/m2) ve altnda olanlar normal (grup 1), VKI 25-30 (kg/m2) arasinda olanlar kilolu (grup 2) ve 30 (kg/m2) iizerinde olanlar ise asir1 kilolu (grup
3). Daha sonra gruplar arasindaki degiskenler ve VKI'nin ¢ikarilan toplam ve metastatik lenf nodu sayisina etkileri degerlendirildi.

Bulgular: Grup 1'de 52 hasta, grup 2’de 73 ve grup 3’te ise 60 hasta mevcuttu. Gruplar arasinda yas, cinsiyet, tumor lokalizasyonu, timor invazyonu
(T evresi), cikarilan lenf nodu sayisi, metastatik lenf nodu sayisi ve tumor evrelemesi acisindan anlamh farklihk saptanmadi. Cikarilan lenf nodu
sayisinin sag kolon tumérlerinde sol kolon ve rektum ttimorlerine gore daha ytiksek oldugu saptandi (p=0,01). Yapilan subgrup analizlerde rektum
timorlerinin daha ileri evrede oldugu (p=0,02) ve rektum tumorlerinde neoadjuvan almayan grupta cikarilan lenf nodu sayisinin anlamli derecede
yiksek oldugu bulundu (p=0,01).

Sonug: Sonuc olarak; obezite kolorektal kanser cerrahisinde cikarilan toplam ve metastatik lenf nodu sayisini etkilememektedir. Cerrahlar VKI
yiiksek olan hastalarda kolorektal kanser cerrahisi sirasinda yeterli sayida lenf nodu ¢ikaramama endisesinde olmamalidirlar.

Anahtar Kelimeler: Kolorektal kanser, viicut kitle indeksi, lenf nodu sayis
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Introduction

Colon and rectum cancers account for a significant portion
of cancer-related morbidity and mortality rates all over
the world. In patients with colorectal cancer, lymph node
involvement is a poor prognostic factor and the number
of lymph nodes involved also affects survival.1.2 Adequate
lymph node dissection and excision of a sufficient number
of lymph nodes are the leading factors affecting survival.3
The National Comprehensive Cancer Network guideline
and the 2000 meeting conducted under the auspices of
the National Cancer Society have both emphasized that at
least 12 lymph nodes should be excised for colon cancer
staging.4.5 Apart from its benefits for staging, demonstration
of lymph node involvement requires adjuvant treatment.>
It has been reported that there were many factors that
affected the number of excised lymph nodes. Tumor-related
characteristics, anatomical characteristics of the patients,
surgical technique performed, preoperative neoadjuvant
therapy, and pathological techniques can be listed among
the factors affecting the number of lymph nodes.6 Body mass
index (BMI) is an index commonly used to define obesity.
Obesity is classified according to BMI. There are a limited
number of studies investigating the effects of obesity on the
number of excised lymph nodes in literature.?.8.9 Therefore,
our aim in this study was to investigate the effects of BMI
on the number of excised lymph nodes in colorectal cancer
surgery.

Materials and Methods

Study Design and Population

The cases of 360 patients, who had undergone colorectal
cancer surgery between January 2010 and December
2015 in Kartal Kosuyolu Higher Specialty Training and
Research Hospital’s Gastroenterology Surgery Clinic, were
retrospectively screened. Approval of the board of ethics for
the study was obtained (approval no: 89513307/1009/500).
Approval of the board of ethics for the study was obtained.
Patients with missing data and file records, those with
emergency surgical procedures, those who had undergone
surgery for colorectal cancer recurrence, those with
laparoscopic surgical procedures, those who had subtotal
colectomy, total colectomy, and total proctocolectomy for
malignities on base of ulcerative colitis and polyposis coli,
those with synchronous colon tumor, familial adenomatous
polyposis were excluded from the study. Data of the
remaining 185 patients were recorded.

Body Mass Index Evaluation and Classification

Patients were divided into 6 groups according to the World
Health Organization’s (WHO) BMI classification.10 Group

1 had underweight patients with BMI below 18.5, group 2
had normal weighing patients with BMI between 18.5 and
24.9, group 3 had overweight patients with BMI between
25 and 29.9, group 4 had obese class I patients with BMI
between 30 and 34.9, group 5 had obese class 11 patients
with BMI between 35 and 39.9, and group 6 had obese class
111 (morbid) patients with BMI 40 and over.

BMI of all patients was calculated by measuring weight
(kg) and height (cm) in the preoperative preparation
phase. In our study, however, the patients were divided
into three groups according to their BMI as follows:
normal patients with BMI of 24.9 (kg/m?) or lower (group
1), overweight patients with BMI of 25-30 (kg/m2) (group
2), and obese patients with BMI higher than 30 (kg/m2)
(group 3).

Data

Colonoscopy was performed preoperatively in all patients
and all were diagnosed by biopsy. An informed consent form
was obtained from each patient for surgical intervention
prior to surgery. Postoperative resection specimens of the
patients were examined and their diagnoses were verified
by histopathological evaluation. The patients’ data on age,
sex, height, weight, BMI, tumor localization, history of
preoperative neoadjuvant treatment, surgical procedures
undergone, tumor invasion depth, number of excised lymph
nodes, number of metastatic lymph nodes, and tumor stages
were recorded.

Tumor localization, total number of excised lymph nodes,
number of excised metastatic lymph nodes, invasion depth
of the tumor, and tumor stages were recorded from the
surgical and pathology reports of the patients. All patients
were staged according to the American Joint Committee
on Cancers (AJCC)
metastasis staging system.!l Adequate lymphadenectomy
was defined as having an excised or analyzed lymph node
count of 12 or more according to AJCC criteria. The
parameters among the groups and the effects of BMI on
the total number of excised and metastatic lymph nodes
were investigated.

seventh edition tumor-node-

I. Primary endpoint of the study; Investigation of the effects
of BMI on the number of excised and metastatic lymph
nodes.

Statistical Analysis

SPSS (Statistical Package for Social Sciences, Inc., Chicago,
IL, USA) for Windows 21.0 program was used for the
statistical analyses of the collected data. The data collected
from the patients covered by the study were given as mean,
standard deviation, and in percentages, where necessary. The
distribution of the data was checked by the Kolmogorov-
Smirnov test. Normally distributed data were analyzed by the
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ANOVA test and the Mann-Whitney U test. The relationships
among the groups, shown to have statistical significance by
the ANOVA test, were demonstrated by Tukey’s post hoc
test. The results were evaluated at a 95% confidence interval
and the significance level was set at p<0.05.

Results

Outofa total of 185 patients covered by the study, 72 (38.9%)
were females while 113 (61.1%) were males and their mean
age was 61.032+12.6 years. There were 52 (28.1%) patients
with normal BMI (<24.9 kg/m2) in group 1, 73 (39.4%)
overweight patients with BMI of 25-30 (kg/m?2) in group 2,
and 60 (32.4%) obese patients with BMI of >30 (kg/m?2) in
group 3. There was no statistically significant relationship
among the groups regarding age and sex.

When the tumor localization in the patients included in
the study was examined, it was found that 47 (25.4%) were
in the right colon, 58 (31.3%) were in the left colon, and
80 (43.2%) were in the rectum. There were no significant
differences among the groups regarding tumor localization,
tumor invasion (T-stage), number of excised lymph nodes,
number of metastatic lymph nodes and tumor staging. The
demographic and pathological characteristics of the groups
have been summarized in Table 1.

When the cases were evaluated according to the tumor
location, the number of excised lymph nodes was found

to be higher in the right colon tumors than those of the
left colon and rectal tumors. The mean number of lymph
nodes was 23.1+9.1 in right colon tumors, 18.1£9.3 in left
colon tumors, and 16+7.6 in rectal tumors, while it was
found to be statistically significant (p=0.01). No significant
difference, however, was found in the number of metastatic
lymph nodes. When tumor stage was evaluated according
to tumor localization, rectal tumors were found to be in a
more advanced stage than right and left colon tumors and
it was found to be statistically significant (p=0.02). The
comparison of pathological features according to tumor
localization has been summarized in Table 2.

It was seen that 24 (30%) out of 80 patients diagnosed with
rectal tumors had received neoadjuvant treatment. The
subgroup analysis performed according to neoadjuvant
therapy status in rectal tumors revealed that the number of
excised lymph nodes was significantly higher in the non-
neoadjuvant group (p=0.01). Conversely, no significant
difference was found in the number of metastatic lymph
nodes. There was no difference among the groups in the
comparison of BMI either (Table 3).

Discussion

Lymph node involvement is a poor prognostic factor
and affects survival in patients with colorectal cancer.
Sufficient lymph node dissection and excision of the

Table 1. The demographic and pathological comparison of the groups

Age (year) (mean = SD) 59.5£14.8 60.1+£12.1 63.3+£10.8 0.209
Sex (n, %) Male 32 (61.5%) 45 (61.6%) 36 (60%) 0.978
Female 20 (38.5%) 28 (38.4%) 24 (40%)
Tumor localization Right colon 14 (7.6%) 18 (9.7%) 15 (8.1%) 0.952
Left colon 18 (9.7%) 22 (11.9%) 18 (9.7%)
Rectum 20 (10.1%) 33 (17.8%) 27 (14.6%)
Tumor invasion (T) T1 5Q2.7%) 1 (0.5%) 1 (0.5%) 0.139
T2 9 (4.9%) 11 (5.9%) 8 (4.3%)
T3 29 (15.7%) 52 (28.1%) 38 (20.5%)
T4 9 (4.9%) 9 (4.9%) 13 (7%)
Total number of lymph nodes (mean + SD) 18.6+10.3 18.2+9.1 18.8+7.5 0.932
Number of metastatic lymph nodes (mean + SD) 1.2+2 2.6£5.1 1.9+4.1 0.198
Tumor stage Stage 1 11 (5.9%) 9 (4.9%) 8 (4.3%) 0.602
Stage 2 20 (10.1%) 28 (15.2%) 24 (13%)
Stage 3 20 (10.1%) 29 (15.7%) 24 (13%)
Stage 4 1 (0.5%) 7 (3.8%) 4(2.2%)

SD: Standard deviation
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appropriate number of lymph nodes are the leading factors
that affect survival. Chang et al.2 reported that adequate
lymphadenectomy in patients with stage 2-3 colon cancer
provided survival advantage.

Obesity refers to the condition that the current body
weight is greater than the ideal body weight. BMI is used
to determine obesity. BMI is an individual's weight in
kilograms divided by the square of height in meters.
According to WHO’s BMI adult values, individuals with
BMI below 18.5 are underweight, those with BMI between
18.5 and 24.9 are normal, those with BMI between 25 and
29.9 are overweight, those with BMI between 30 and 34.9
are class I obese, those with BMI between 35 and 39.9
are class II obese, and those with BMI 40 and higher are
class III (morbid) obese.10 There are many factors that
affect the number of excised lymph nodes. Tumor-related
characteristics, anatomical characteristics of the patients,
surgical techniques performed, preoperative neoadjuvant
therapy and pathological techniques can be listed among the
factors affecting the number of lymph nodes.®

There is only a limited number of studies in literature
investigating the effects of BMI on the number of excised
lymph nodes in colorectal cancer surgery.7.8,9:12,13 In
general, the majority of studies have shown that BMI had
no effect on the number of excised lymph nodes. Pimiento
etal.7 concluded in their 127 patients retrospective study
that BMI had no effect on the number of excised lymph
nodes. Linebarger et al.8 in their study investigating the
effects of obesity and tumor localization, tumor stage
and pathological examination on the number of excised
lymph nodes in patients who underwent surgery for colon
cancer, reported that BMI did not affect the number of
excised lymph nodes as well. In their 191 patients study.
Damadi et al.9 demonstrated that obesity did not affect
the total number of excised lymph nodes and the number
of metastatic lymph nodes in colon cancer surgery. In
this study, patients were classified as obese or non-obese
according to their BMI. Unlike this study, however, we
classified patients as normal, overweight and obese. In
our country, Zeren et al.12 in their study, classified 71

Table 2. The pathological comparison of the groups regarding tumor localization

Total number of lymph nodes (mean + SD) 23.1+9.1
Number of metastatic lymph nodes (mean + SD) 1.6+3.9
Tumor invasion (T) T1 0
T2 5(2.7%)
T3 33 (17.8%)
T4 9 (4.9%)
Tumor stage Stage 1 5Q.7%)
Stage 2 26 (14.1%)
Stage 3 14 (7.6%)
Stage 4 2 (1.1%)

18.1+9.3 16+7.6 0.01%
2+5.5 2.1+3 0.807
4(2.2%) 3 (1.6%) 0.338
10 (5.4%) 13 (7%)

32 (17.3%) 54 (29.2%)

12 (6.5%) 10 (5.4%)

10 (5.4%) 13 (7%) 0.02
26 (14.1%) 20 (10.8%)

20 (10.8%) 39 (21.1%)

2(1.1%) 8 (4.3%)

*Tukey’s post hoc analysis demonstrated that the number of excised lymph nodes in right colon tumors was higher than those of left colon and

rectal tumors

SD: Standard deviation

Table 3. The subgroup analyses of rectal tumors according to neoadjuvant therapy

Total number of lymph nodes (mean + SD) 11.7£5.9 17.9+7.6 0.01
Number of metastatic lymph nodes (mean + SD) 1.33+2 2.5£3.3 0.172
BMI (kg/m2) Group 1 6 (7.5%) 14 (17.5%) 0.824
Group 2 11 (13.8%) 22 (27.5%)
Group 3 7 (8.8%) 20 (25%)

SD: Standard deviation, BMI: Body mass index
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patients who underwent colorectal surgery as normal and
obese according to their BMI. The authors concluded that
there was no relationship between BMI and tumor size
and the total number of excised and metastatic lymph
nodes.

Bilimoria et al.14 reported in their 142009 patients study
that the number of excised lymph nodes in right colon
tumors was higher in patients who had resections for colon
cancer. Linebarger et al.8 also stated in their study that the
number of excised lymph nodes was higher in right colon
tumors when they compared the cases of right colectomy
and left colectomy. The results of our study revealed that the
number of excised lymph nodes in right colon tumors was
higher than in the left colon and rectal tumors, and this was
statistically significant (p=0.01).

Several studies have been conducted previously on the
effects of neoadjuvant treatment on the number of excised
lymph nodes in rectal cancer.15.16,17.18 The cases of
patients with long-term preoperative chemoradiotherapy
and patients without radiotherapy were compared in these
studies and a significant decrease in the number of excised
lymph nodes was observed. The number of lymph nodes
detected ranged from 4 to 14 on average. In addition,
Wijesuriya et al.16 reported in their study that neoadjuvant
therapy did not affect the number of metastatic lymph
nodes. In our study, the number of excised lymph nodes
in patients with rectal cancer treated with neoadjuvant
therapy was found to be low and statistically significant
(p=0.01). The number of excised lymph nodes, however,
was not significant. The results of our study generally
support these studies in literature. The limitations of our
study, on the other hand, are as follows: The study was
retrospectively designed and the number of patients is
limited.

Consequently, obesity does not affect the total number of
excised and metastatic lymph nodes in colorectal cancer
surgeries although it is a risk factor for the development
of colon cancer. Prospective large-scale studies conducted
on this issue are needed in literature to support the
findings of our study. Surgeons should not be anxious
about not being able to excise an adequate number of
lymph nodes during colorectal cancer surgery in patients
with high BML
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A Rare Cause of Left Lower Quadrant Abdominal Pain:
Atypically Located Acute Appendicitis Due to

Malrotation: Case Report

Sol Alt Kadran Agrisinin Nadir Bir Sebebi: Malrotasyona Bagl Atipik Yerlesimli
Akut Apandisit: Olgu Sunumu

Bartu Badak
Eskisehir Osmangazi University Faculty of Medicine, Department of General Surgery, Eskisehir, Turkey

I ABSTRACT I —

Malrotation is an anomaly that occurs when the embryological middle bowel, or ‘midgut’, rotates around the superior mesenteric artery and ends
with opposite fixation to the peritoneum. There are many causes of left lower quadrant abdominal pain, the main reasons being diverticulitis, hernias,
neoplasms, sigmoid colon perforations, testicular torsions, urinary pathologies, and gynecological pathologies. Although left lower quadrant abdominal
pain is associated with the diagnosis of acute appendicitis in patients with malrotation, a known history of malrotation is helpful for diagnosis. In this
case report, a patient who admitted with left lower quadrant abdominal pain and was diagnosed as malrotation and acute appendicitis is presented.
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Introduction left lower abdominal quadrant.3 Acute appendicitis may

. . immediatel m mind for ien ith malrotation
Acute appendicitis is one of the leading causes of abdominal ediately come to d for patients wit alrotatio

L . . . and situs inversus presenting with left lower quadrant pain,
pain in patients presenting to emergency services, and

. 1 and prior knowledge of these conditions greatly facilitates
appendectomy is the most common emergency surgery.

Intestinal malrotation is an anomaly in which the midgut is diagnosis.

unable to complete its necessary rotation around the superior Case Report
mesenteric artery and is fixated to the peritoneum in reverse

orientation. In addition to preventing the cecum from
assuming its normal position in the right lower quadrant,
the condition also results in the superior mesenteric artery
and vein being located to the right of midline.2 In patients
with malrotation, the appendix is generally located in the

A 33-year-old male patient presented to emergency services
with abdominal pain. He stated that his pain had started
within the last 24 hours and had become localized to the
left lower quadrant. The patient had no history of previous
abdominal surgery or drug use and had no coexisting internal
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problems. He reported having no systemic conditions that
he was aware of. Upon physical examination, there was
extreme sensitivity in all quadrants, with signs of defense
and rebound in the left lower quadrant. The patient’s white
blood cell count was 21,700 103/UL and C-reactive protein
value was 102 mg/dL; other laboratory values were normal.
Anteroposterior chest X-ray revealed no abnormalities.
With heavy suspicion of sigmoid diverticulitis and colon
perforation as possible prediagnoses, computed tomography
of the abdomen was requested instead of ultrasonography
to determine the etiology. According to the imaging report,
the patient’s cecum was located in the left lower quadrant
and there were signs of acute appendicitis; his liver was
situated on the right and spleen on the left (Figures 1, 2). The
report indicated that the patient had intestinal malrotation
and he was admitted to general surgery for presumed
acute appendicitis. After being prepared for surgery, a
left McBurney incision was made. On exploration, the
appendix was found to be extremely hydropic, edematous
and fragile. Based on the situation, an appendectomy was
performed. The patient was cleared for oral intake on the
first postoperative day and was discharged the following
day.

Many possible causes may come to mind in the differential
diagnosis of patients presenting with left lower quadrant
abdominal pain, including sigmoid diverticulitis,
neoplasms, colon perforation, urinary tract pathologies,
Acute

gynecologic pathologies, enteritis, and ileus.

appendicitis is among the leading causes of abdominal pain

Figure 1. Computed tomography image showing the positions of the
liver, spleen and pancreas

in patients presenting to emergency services, and according
to the literature, appendectomy is the most commonly
performed emergency surgery.l Acute appendicitis may
not be an initial consideration in patients with left lower
abdominal pain, but there are four different conditions in
which the appendix is located in the left lower quadrant.
In order of frequency, these are situs inversus, intestinal
malrotation, mobile cecum syndrome, and an appendix
long enough to cross the midline. Situs inversus and
malrotation are anomalies, whereas mobile cecum and
long appendix are variations in anatomic position.# While
the appendix is always located in the left lower quadrant
in situs inversus patients, it may be located anywhere in
the abdomen in cases of mobile cecum and malrotation.
Collins> reported the prevalence of left-side appendix as
0.04% and that of left-side appendix with situs inversus as
0.016%.

Left-side appendicitis is diagnosed by basic physical
examination. As with patients showing normal acute
appendicitis laterality, laboratory findings provide valuable
data regarding infection. Although anteroposterior chest
X-ray can facilitate the identification of patients with
situs inversus, the most definitive diagnostic method is
computed tomography.6 Ultrasonography is the first choice
for evaluation of acute appendicitis, both in patients with
normal anatomic positioning and patients with malrotation
or situs inversus.

In conclusion, despite its rarity in the long differential
diagnosis list, the coexistence of malrotation and acute
appendicitis must be considered and full utilization of
available radiologic imaging methods is imperative for
patients presenting with left lower quadrant pain.

Figure 2. Computed tomography image of the cecum and ascending
colon (arrow indicates left side)
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Sol Alt Kadran Agrisinin Nadir Bir Sebebi: Malrotasyona
Bagh Atipik Yerlesimli Akut Apandisit: Olgu Sunumu

A Rare Cause of Left Lower Quadrant Abdominal Pain: Atypical Located Acute
Appendicitis Due to Malrotation: Case Report

Bartu Badak

Eskisehir Osmangazi Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Eskisehir, Trkiye

O Z

Malrotasyon, orta barsagin embriyolojik kokeni olan “midgut”un stiperior mezenterik arter etrafinda donerken olusan ve periton duvarina ters
tiksasyonuyla sonlanan anomalidir. Karin sol alt kadran agrisi icin bircok degisik neden bulunmaktadir. Bu sebepler arasinda baslica; divertikiilitler,
herniler, neoplazmlar, sigmoid kolon perforasyonlari, testis torsiyonlari, idrar yolu patolojileri, jinekolojik patolojiler yer almaktadir. Malrotasyonlu
hastalarda sol alt kadran agrisinin akut apandisitle iliskili olmasina karsin, malrotasyon varliginin énceden bilinmesi taniy1 kolaylastirmaktadir. Bu
olgu sunumunda, sol alt kadran agrisiyla bagsvuran ve incelemeler sonunda malrotasyon ile birlikte akut apandisit tanis1 konulan hasta sunuldu.

Anahtar Kelimeler: Malrotasyon, periton, apandisit

I ABSTRACT I

Malrotation is an anomaly that occurs when the embryological middle bowel, or “midgut”, rotates around the superior mesenteric artery and ends
with opposite fixation to the peritoneum. There are many causes of left lower quadrant abdominal pain, the main reasons being diverticulitis, hernias,
neoplasms, sigmoid colon perforations, testicular torsions, urinary pathologies, and gynecological pathologies. Although left lower quadrant abdominal
pain is associated with the diagnosis of acute appendicitis in patients with malrotation, a known history of malrotation is helpful for diagnosis. In this
case report, a patient who admitted with left lower quadrant abdominal pain and was diagnosed as malrotation and acute appendicitis is presented.

Keywords: Malrotation, peritoneum, appendicitis

Giris

Akut apandisit acil servislerde karsilasilan en sik karin
agrist sebeplerinden birisi olmakla beraber; apendektomi
en stk yapilan acil cerrahi ameliyattir.! Malrotasyon,
‘midgut'un stiperior mezenterik arter etrafinda yapmasi
gereken rotasyonunu tamamlayamamas1 ve ters yonde
peritona fikse kalmasi ile sonuclanan anomalidir. Bu
durum sadece cekumun sag alt kadrandaki standart yerine
yerlesmesine engel olmakla kalmayip; stuperior mezenterik
arterin de venin saginda yer almasina neden olmaktadir.2
Malrotasyonlu hastalarda apendiks genellikle karmn sol
alt kadran yerlesimlidir.3 Malrotasyon ve situs inversuslu
hastalarda sol alt kadran agrisi direkt akla akut apandisiti
getirebilecegi gibi; bu tanilarin varliginin 6nceden bilinmesi
tan1 koymada buytik fayda saglamaktadir.4

Olgu Sunumu

Acil servise karin agrisi nedeniyle basvuran 33 yasindaki erkek
hastanin alman anamnezinde agrisinin son 24 saatte basladig
ve giderek sol alt kadrana dogru indigi bilgileri alindi. Daha
onceden gecirilmis batin operasyon oykusit olmayan hastanin
herhangi bir eslik eden ek dahili problemi ve ila¢ kullanim
oykiist mevcut degildi. Hastanin kendi agzindan kendi bildigi
herhangi bir rahatsizhiginin olmadig: bilgisi alindi. Hastanin fizik
muayenesinde buttn kadranlarda siddetli hassasiyeti olmakla
beraber ozellikle sol alt kadranda defans ve reboundu pozitifti.
Calisilan beyaz kiire degeri 21,700 103/UL ve C-reaktif protein
degeri 102 mg/dL gelen hastanin diger laboratuvar degerlerinde
anormallik yoktu. Cekilen on-arka akciger grafisinde herhangi
bir anormallik saptanmadi. ilk etapta daha baskin olarak
sigmoid divertikilitis ve kolon perforasyonu ontanilariyla
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etiyolojiye yonelik ultrasonografi yerine tium karin bilgisayarl
tomografi istenen hastada yorumun “cekumun sol alt kadran
yerlesimli olmasi ve akut apandisit hali mevcut ve karacigerin
sag, dalagin sol yerlesimli” olarak gelmesi tizerine intestinal
malrotasyon olgusunda akut apandisit dastnilen hasta
operasyon amacli genel cerrahi klinigine yatirild: (Sekil 1, 2).
Ameliyat oncesi hazirliklar tamamlandiktan sonra ameliyata
alinan hastaya sol McBurney insizyon yapildi. Yapilan
eksplorasyonda apendiksin ileri derecede hidropik, odemli
ve frajil oldugu goruldu. Bunun tuzerine usuliine uygun
apendektomi uygulandi. Ameliyat sonrast 1. giinde oral alim
acilan hasta ertesi gun de sifa ile taburcu edildi.

Karin sol alt kadran agrisi ile hastaneye basvuran hastalarda
ayirict tanida akla sigmoid divertikulit, neoplazmlar, kolon
perforasyonlar, idrar yolu patolojileri, jinekolojik patolojiler,
enterit, ileus gibi bircok sebep gelebilmektedir. Akut
apandisit karin agrisinedeniyle acil servislere basvurularin en
onde gelen sebeplerinden biri olmakla beraber; apendektomi
en sik yapilan acil cerrahi ameliyat olarak literatirdeki
yerini almaktadir.! Sol alt kadran agrisi ile muayene edilen

Sekil 1. Bilgisayarh tomografi gortintust (karaciger-dalak ve pankreas
yerlesimleri)

Sekil 2. Bilgisayarli tomografi goruntiisi. Cekum-cikan kolon (okla
isaretli taraf sol taraf)

hastalarda akut apandisit apendiksin yerlesimi nedeniyle
ilk planda akla gelmeyecegi gibi, apendiksin karin sol alt
kadranda yerlestigi dort ayri durum mevcuttur. Siklik
sirasina gore situs inversus, intestinal malrotasyon, hareketli
cekum ve karin orta hatti gecebilen uzun apendikstir. Situs
inversus ile malrotasyon birer anomali olmakla beraber;
hareketli cekum ve uzun apendiks anatomik yerlesim
varyasyonlaridir.# Situs inversusta apendiks mutlak sol
alt kadranda yer alirken, hareketli cekum ve malrotasyon
olgularinda apendiks karnin herhangi bir kisminda yer
alabilmektedir. Collins> sol yerlesimli apendiks sikligini
%0,04, situs ile birlikte sol yerlesimli apendiks birlikteligini
ise %0,016 olarak bildirmistir.

Sol yerlesimli apandisit tamisinda temeli fizik muayene
olusturur. Laboratuvar bulgulari normal yerlesimli akut
apandisit olgularinda oldugu gibi enfeksiyon adina degerli
bilgiler verebilmektedir. On-arka akciger grafisi situs
olan olgular1 yakalamada avantaj saglayabilirken, taniy:
koymada en net yontem bilgisayarli tomografidir.6 Muayene
esnasinda malrotasyonu veya situsu olan hastalarda yine
normal yerlesimli akut apandisit olgularinda oldugu gibi
ultrasonografi ilk sirada yerini almaktadir.

Sonug¢ olarak sol alt kadran agrisi ile bagsvuran hastalarda
genis ayiricl tani listesinde nadir de olsa akut apandisit
ve malrotasyon birlikteligi akilda tutulmal ve eldeki
radyolojik imkanlardan yeterince yararlanilmasi gerektigi
dustnalmelidir.

Etik
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bilgilendirilmis onam formu alinmistir.
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A Different View of Stoma: Living with a Person with Stoma

Stomaya Farkl Bir Pencereden Bakis: Stomasi Olan Bireyle Yasamak

Buket Celik1, Fatma Vurall, Ozgiil Karayurt2, Ozlem Bilik?

1Dokuz Eyliil University Faculty of Nursing, Department of Surgical Diseases Nursing, izmir, Turkey
2Economy University Faculty of Health Sciences, Department of Nursing, izmir, Turkey

I ABSTRACT I —

Stomas cause various physical, psychological and social problems among individuals and their family members both when they are created and in
the post-hospital period. In the present study, an in-depth interview was conducted with a family member of a person with stoma. A structured
questionnaire was utilized in this interview period. The entire 60-minute interview was recorded with a voice recorder. The collected data were
analyzed by inductive method, and themes and sub-themes were identified. The daughter of the stoma patient, E.Y., is a 51-year-old married housewife
with two children. Her mother underwent ileostomy due to rectal cancer. From the results of the analysis of the interview, four core themes were
determined as need for information, quality of life, adjustment issues and difficulties, and suggestions to other individuals with stoma, together with
their sub-themes. The core and sub-themes structured within the present study vividly illustrate how her life was affected and the problems she
encountered. Therefore, adjustment to living with stoma must be regarded as a process that includes all family members. In order to accelerate the
adjustment process to living with person with stoma, it is also important to include family members in this adjustment process. Hence, needs of the
family of a person with stoma must be determined in advance, prior to the surgery, and relevant nursing interventions appropriate for the family must
be determined and implemented.

Keywords: Stoma, family member, living with stoma, nursing care to a person with stoma, rehabilitation

LT Oz

Stoma hem ilk goruldigii anda, hem de taburculuktan sonra bireylerin ve aile tiyelerinin fiziksel, psikolojik ve sosyal acidan cesitli sorunlar yasamasina
neden olmaktadir. Bu olgu sunumunda stomali bir bireyin aile tiyesi ile derinlemesine goriisme yapildi. Yapilandirilmis soru formu ve ses kayit cihazi
kullanilarak gerceklestirilen gorusme 60 dk stirdu. Veriler tiimevarim yontemiyle analiz edilerek temalar ve alt temalar olusturuldu. Rektum kanseri
nedeniyle gecici ileostomi acilan stomali bireyin kiz1 E.Y. 51 yasinda, evli iki cocuk sahibi ve ev hanimidir. Goértismenin analizi sonucunda bilgi
gereksinimi, yasam kalitesi, uyum sorunu ve guclitkler ve diger stomal1 birey ve ailelere 6neriler olmak tizere dort tema ve bu temalarin alt temalar:
belirlendi. Bu calismada olusturulan temalar ve alt temalar olgunun yasaminin etkilendigi yonleri ve yasadigi sorunlari carpici olarak gostermektedir. Bu
nedenle stomayla yasama uyum tim aileyi icine alan bir stirec olarak degerlendirilmelidir. Stomalilarin stomayla yasama uyumlarinin hizlandirilmas:
icin aile tyelerinin de uyum surecine dahil edilmesi 6nemlidir. Bu amacla stomali bireyin ailesinin gereksinimleri ameliyat dncesi donemden itibaren
belirlenmeli ve aileye uygun hemsirelik girisimlerinin planlanmas1 ve uygulanmasi gerekmektedir.

Anahtar Kelimeler: Stoma, aile tiyesi, stomayla yasam, stomali bireye bakim verme, rehabilitasyon

Introduction psychological and social problems in patients and their

Stoma is one of the surgical procedures commonly used
in the management of many conditions, primarily cancer.
The main purpose of opening a stoma is to resolve the
pathological condition, to extend life expectancy, to
improve quality of life and to help patients return to a
productive life.!] However, stomas cause various physical,

families, both when first introduced and after discharge
from the hospital.2,3.:4.5.6

In addition to these problems, stomas also result in a need for
care. This care includes meeting the needs of a chronically
ill person such as feeding, dressing and hygiene, as well
as providing emotional, physical and financial support.
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Providing this complex support makes the living conditions
of the caregiving family member more difficult and increases
the burden placed on them. Family members who bear the
responsibility of primary caregiver experience considerable
physical, emotional and social hardships during this
time.6,7.8 For this reason, the family members of patients
with stomas also need support.

In Turkey and abroad, there are few studies that aid the
adaptation of family members of adults with stoma or evaluate
the problems they face.7.9,10,11 The aim of this case report is
to share the experiences of a daughter caring for her mother,
who has a stoma. We believe this case will contribute to the
planning of approaches to ease adaptation among family
members living with stoma patients and will serve as a guide
to studies in this area in Turkey.

Case Report

For this case report, an in-depth individual interview with
the daughter (E.Y.) of a patient with a stoma was conducted
in a quiet room. E.Y. provided written informed consent. An
unstructured interview form was used and the interview was
recorded using an Olympus WS 760M audio recorder. The
interview lasted about 60 minutes; the data obtained were
analyzed by inductive approach, and main and subthemes
were created.

E.Y., the daughter of a stoma patient, is a 51-year-old
married housewife and mother of two children. Her mother

had a temporary ileostomy opened due to rectal cancer, but
it was later converted to a permanent ileostomy. E.Y. has
been caring for her mother for 3 years. The patient she cares
for is 71 years old, female, 96 kilos, and has Parkinson’s
disease and vision impairment. The site of the stoma was
marked preoperatively by a stoma nurse.

Analysis of the interview resulted in the identification
of 4 main themes, “need for information”, “quality
of life”,

“recommendations for other family members of stoma

“adaptation problems and difficulties” and
patients”, with subthemes under some of these (Figure 1).
Within these themes, the actual words used by the subject
are presented.

1) Need for Information

Subthemes are “being informed preoperatively” and “being
informed about treatment duration.”

Being informed preoperatively: E.Y. expresses that she
was not adequately informed about stomas and stoma care
before her mother’s surgery.

“It has a powder, and a substance that creates a foundation
for closure, there are sprays. No one told me these about
things, I found them all on the internet and bought them...”,
“If T had been fully informed about this topic before the
surgery, I wouldn’t have had my mother undergo the
surgery...” (her voice was teary when expressing this, and
she cried again after finishing the last sentence).

“WHAT HAVE YOU EXPERIENCED SINCE THE STOMA WAS OPENED?”

THEME 3:

THEME 4:
THEME 1: ADAPTATION PROBLEMS RECOMMENDATIONS TO OTHER
: THEME 2: AND DIFFICULTIES INDIVIDUALS WITH STOMAS
MAIN THEMES |:> INFORMATION QUALITY OF LIFE . AND THEIR FAMILIES

Being informed
preoperatively

- @@ \

SUBTHEMES |:> — C—
Being informed
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Inability to bear her
mother's pain/suffering
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Having to be strong ‘

Difficulties with the
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Figure 1. Themes related to experiences caring for someone with a stoma
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Being informed about treatment duration: E.Y. stated that
she had not been adequately informed about the duration
of treatment: “It doesn’t come out like normal waste, it's
generally liquidy... At first we thought she had diarrhea all
the time...”, “I tried to educate myself about this by reading
books and researching it...”

2) Quality of Life

Two subthemes describing how E.Y.s quality of life has
been affected were identified.

Changes in social life: E.Y. described changes in her social
life after her mother’s stoma was opened as follows: “Up
until 3 years ago, I had a very social life. I used to meet with
my friends and relatives very often, everything was great.
After my mother got her colostomy bag, I had to be with
her constantly because she couldn’t change the bag herself.
My mother’s bag ruined my life...” “I had guests over, and I
was sitting across from my mother. I kept watching the bag,
because at any moment it could appear above her trousers...”
Changes in family relationships: During the interview, E.Y.
said the following to express how her own family became a
lesser priority after her mother’s stoma was opened: “My life
revolves around my mother’s stoma right now. My husband
and children come second...”, “My husband is also tired of
it. 've forgotten that we are husband and wife. We were
a very devoted couple...”, “My mother’s colostomy bag
especially harmed my children psychologically...”, “Once
the apparatus I stuck on exploded. My son saw my mother
in that state and had a crisis for three days...”

3) Adaptation Problems and Difficulties

There are many subthemes within the theme of adjusting to
living with a stoma patient.

Inability to bear her mother’s pain/suffering: E.Y. described
not being able to bear her mother’s suffering with the
following statements: “Caring for my mother is not my only
worry. I don’t want her to feel miserable when she dies...”,
“For example, when I take off the apparatus, it smells and
she feels bad. If I wear a mask, she feels bad. You know? I
don’t wear it, so my mother won’t feel bad. Then I hold my
breath...”

Having to be strong: E.Y. made the following statements
about having to be strong in situations she had to deal with
while caring for her mother: “Although I've experienced
a lot of difficulties over the last 3 years, my husband and
mother have never seen me cry. Until morning, for days, I
told myself, “You are her daughter, she has no one else.”,
“I may need to take loads of pills for depression right now,
but I will not be defeated by this disease. I will never be a
prisoner to pills...”, “For 3 years I have been treating myself
to avoid being miserable...”

Difficulties regarding the process: E.Y. described the
difficulties of the process as follows: “If I had known it
would be like this after she got the stoma (hits the table
with her hands) I wouldn’t have accepted this...”, “It’s such
a difficult process...” (sighs), “That first 2.5 months is very
difficult. T saw it just wasn’t working and I moved in with
my mother. She didn’t want anyone to see her...”, “I can’t
even explain... for the love of God, is there anything harder
than this?”

Residence far from the treatment center: E.Y. stated that
her home is far from the city center where the surgery was
performed and expressed the difficulties she experienced in
the car:

“We were in Salihli. I can’t come to the hospital all the time,
it's so difficult... We spend 2.5 hours driving there and 2.5
hours driving back.”, “I get my mother into the car. Of
course the bag is the biggest problem when my mother sits...
Her stomach folds over, and the hole is right at the spot
where it folds. When it folds, the edges of the hole also fold,
and the apparatus comes unstuck from her skin. The waste
leaks out from there. We're on the road, and again she has
diarrhea... Why? Because the radiotherapy wreaks havoc on
her. It gives her diarrhea...”

Care skills: E.Y. expressed the following statements
regarding the difficulties she experienced due to her
inadequate manual dexterity when caring for the stoma:
“It’s impossible to put the two parts together...”, “There are
snaps under the colostomy bag, and I just couldn’t get that
adhesive to hold...”

Trust: E\Y. said the following about her feelings of trust
toward the medical staff: “When we were discharged, we
completely believed whatever they said...”, “They told us
they would change it to an internal pouch in 6 months to
a year... OK, let’s be patient, we said, and we trusted the
doctor and went home...”

Rejecting the stoma: E.Y. said the following about the
feelings of denial she felt about living with her mother’s
stoma: “My only wish from God is for the bag to be made
internal...”, “They shouldn’t do this to anyone (crying)...
Living like this is not nice...”, “Let’s say my mother will live
another 10 years like this. If only we hadn’t had to do this,
and my mother could have lived 5 years the way I knew her
(begins to cry). It hurts so much... If my mother hadn’t had
this surgery, she would still be my normal mother now...”

4) Recommendations to Other Individuals with Stomas and
Their Families

As a result of the hardships and problems she experienced,
EY. made the following statements
recommendations for other stoma patients and their
families:

expressing
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“If someone came and asked me, I have such and such a
situation, like your mother’s... I would say one thing:
research it well, really delve into it...”, “... I would advise
them to be careful about nutrition in patients who need
to have a stoma. Especially stomas with liquid waste... Eat
less, eat healthily...”, “The family and the doctors can give
psychological support and make them accept that this is a
normal part of their life now...”
extend someone’s life from 1 month to 2 or 5 years, of course
they should have the surgery. It’s also easier to accept in that
case. The patient can accept this, so can their loved ones...”,

, “If living with a bag will

“But make the opening in such a way that they can take care
of it on their own, without being dependent on anyone... As
long as someone can handle it on their own, no one would
realize it with perfume, with the proper equipment, and if
they wear a loose top...”

Discussion

This case report presents the results of an in-depth
interview with the daughter of an individual with a stoma.
It has been previously reported in the literature that stomas
have a psychological, physical and social impact and
decrease quality of life not only for the patient, but also
the family members living with the patient.2.3:4.7 In a study
investigating burdens on caregivers to colorectal cancer
patients, Kaynar? also found that people caring for stoma
patients had a greater burden. In this case report, E.Y. states
that because of her mother’s stoma, her life and family took
secondary importance and her life quality was adversely
affected, which illustrates that stomas also result in negative
consequences for patients’ family members.

Patients with colorectal cancer may be faced with stoma
before they have passed the initial stage of cancer diagnosis.
For this reason, E.Y. was also surprised when she was first
faced with stoma and blamed herself for her ignorance and
not being informed about stomas beforehand. This result
may explain why relatives experience difficulty accepting
the stoma when they first see it postoperatively. We believe
the difficulty experienced by E.Y. during the first stages of
the treatment and adaptation process negatively affected the
ongoing process.

Previous studies have documented that stoma patients and
their families are not adequately informed preoperatively,
and that this can lead to feelings of regret and guilt in
the patients and their families postoperatively.5.6 In her
interview, E.Y. also expressed regretting the decision to
have the surgery. Based on these sentiments, it is believed
that although the stoma area is marked, the individual and
their family are not sufficiently informed about the stoma or
are not able to internalize the education they receive due to
anxiety and stress. Therefore, stoma education may be more

effective if different methods are employed, such as giving
patients and their families opportunities to ask questions
and making the process interactive. This approach may help
to reduce negative feelings in family members like those
experienced by E.Y.

The burden of care on family members of individuals
with stoma may be higher when the patient is unable to
independently care for the stoma, either for reasons related
to the stoma region or due to other diseases, and therefore
requires constant assistance.l0 This burden can negatively
affect the social life and family relationships of the caregiver.
Various physical, psychological and social difficulties have
been reported in caregivers who are not able to make
sufficient time for their family and social life.5.6.10 In the
literature, the ability to independently care for one’s stoma
is described as a skill.12 However, the opening of a stoma
negatively affects an individual as much psychologically
and socially as it does physically; therefore, patients fail
to develop the skills required for stoma care, are unable to
manage independently and require support to care for their
stoma. In addition, there is also a need for family support
while the patient is adjusting to having a stoma. In this
case, because the stoma patient was 71 years old and had
Parkinson’s disease and visual impairment, she had difficulty
performing stoma care and we believe this further increased
the burden of care on E.Y. In addition, E.Y.’s account
shows that her social life and family relations were severely
impacted when she prioritized caring for her mother over
attending to her own needs. Therefore, in order to reduce
the burden of care, family members must also be included
with the patient in training and education conducted at
discharge.

Another key factor in stoma care is the proper placement
of the adaptor and bag. For this reason, manual dexterity
is important in stoma care. Manual dexterity improves
while living with a stoma.l2 However, stoma patients may
experience various physical difficulties until the manual
dexterity of the stoma caregiver, be it the patient or a family
member, develops sufficiently. In our case, the caregiver
also expressed that her manual dexterity was not adequate
to care for the stoma at first, but improved over time. To ease
this adaptation process, both patients and their caregiving
family members should undergo practical training before
discharge.

Moreover, based on the statements of E.Y., we believe that
living far from the treatment center and having difficulty
reaching it had negative impacts on both the physical and
psychological aspects of her life. Therefore, as in this case,
it may be beneficial to provide counseling on the phone to
stoma patients and their families who live far from treatment
centers and for whom face-to-face communication may not
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be possible, in order to answer their questions, allow them
to share their problems, and provide guidance.

The difficulties faced by E.Y. while caring for her mother
and her recommendations for minimizing these problems
are important for other stoma patients and their families.
The views emphasized by E.Y. during the interview include
key points for facilitating adaptation in family members of
stoma patients. Her account also underlines the critical role
medical staff have in training and informing stoma patients
and their families.

In conclusion, the themes and subthemes developed in this
study present a striking picture of how the subject’s life has
been affected and what problems she has experienced. This
case demonstrates that adjusting to life with a stoma should
be considered a process that involves the entire family. To
accelerate adjustment to living with a stoma, it is essential
that family members also be included in the adaptation
process. Therefore, it is recommended to determine the
needs of stoma patients’ families starting in the preoperative
period and to address these needs through the planning and
implementation of appropriate nursing interventions.
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Stomaya Farkli Bir Pencereden Bakis: Stomasi Olan Bireyle
Yasamak

A Different View of Stoma: Living with a Person with Stoma

Buket Celik1, Fatma Vuralt, Ozgiil Karayurt2, Ozlem Bilik?

1Dokuz Eylil Universitesi Hemsirelik Fakdiltesi, Cerrahi Hastaliklari Hemsireligi Anabilim Dali, izmir, Trkiye
2Ekonomi Universitesi Saglik Bilimleri Fakultesi, Hemsirelik Bolimdi, izmir, Tarkiye

LT Oy Z

Stoma hem ilk goruldugii anda, hem de taburculuktan sonra bireylerin ve aile tiyelerinin fiziksel, psikolojik ve sosyal acidan cesitli sorunlar
yasamasina neden olmaktadir. Bu olgu sunumunda stomali bir bireyin aile tiyesi ile derinlemesine goriisme yapildi. Yapilandirilmis soru formu ve ses
kay1t cihazi kullanilarak gerceklestirilen gortisme 60 dakika stirdu. Veriler tiimevarim yontemiyle analiz edilerek temalar ve alt temalar olusturuldu.
Rektum kanseri nedeniyle gecici ileostomi acilan stomali bireyin kizi E.Y. 51 yasinda, evli iki cocuk sahibi ve ev hanmimidir. Gortismenin analizi
sonucunda bilgi gereksinimi, yasam kalitesi, uyum sorunu ve gugclukler ve diger stomali birey ve ailelere oneriler olmak tizere dort tema ve bu
temalarin alt temalar1 belirlendi. Bu calismada olusturulan temalar ve alt temalar olgunun yasaminin etkilendigi yonleri ve yasadig1 sorunlar carpici
olarak gostermektedir. Bu nedenle stomayla yasama uyum tiim aileyi icine alan bir stire¢ olarak degerlendirilmelidir. Stomalilarin stomayla yasama
uyumlarinin hizlandirilmas: icin aile tyelerinin de uyum siirecine dahil edilmesi ¢nemlidir. Bu amacla stomali bireyin ailesinin gereksinimleri
ameliyat 6ncesi donemden itibaren belirlenmeli ve uygun hemsirelik girisimlerinin planlanmasi ve uygulanmasi gerekmektedir.

Anahtar Kelimeler: Stoma, aile tiyesi, stomayla yasam, stomali bireye bakim verme, rehabilitasyon

T ABSTRACT "

Stomas cause various physical, psychological and social problems among individuals and their family members both when they are created and in
the post-hospital period. In the present study, an in-depth interview was conducted with a family member of a person with stoma. A structured
questionnaire was utilized in this interview period. The entire 60-minute interview was recorded with a voice recorder. The collected data were
analyzed by inductive method, and themes and sub-themes were identified. The daughter of the stoma patient, E.Y., is a 51-year-old married housewife
with two children. Her mother underwent ileostomy due to rectal cancer. From the results of the analysis of the interview, four core themes were
determined as need for information, quality of life, adjustment issues and difficulties, and suggestions to other individuals with stoma, together with
their sub-themes. The core and sub-themes structured within the present study vividly illustrate how her life was affected and the problems she
encountered. Therefore, adjustment to living with stoma must be regarded as a process that includes all family members. In order to accelerate the
adjustment process to living with person with stoma, it is also important to include family members in this adjustment process. Hence, needs of the
family of a person with stoma must be determined in advance, prior to the surgery, and relevant nursing interventions appropriate for the family must
be determined and implemented.

Keywords: Stoma, family member, living with stoma, nursing care to a person with stoma, rehabilitation
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Giris

Stoma basta kanserler olmak tizere bircok sorunun
cozumunde yaygin sekilde kullanilan cerrahi tedavilerden
biridir. Stoma acilmasinin temel amaci; patolojik durumun
ortadan kaldirilmasi, yasam suresinin uzatilmasi, yasam
kalitesinin iyilesmesi saglanarak bireylerin turetken
bir yasama donmelerine yardimci olmaktir.l Ancak
stoma; hem ilk goruldugi anda, hem de taburculuktan
sonra bireylerin ve aile tuyelerinin fiziksel, psikolojik
ve sosyal yonden cesitli sorunlar yasamasina neden
olmaktadir.2.3,4.5,6

Stoma vyol actig1 sorunlarla beraber bakim verme
gereksinimini de dogurmaktadir. Bakim verme; kronik
bir hastaligl olan bireyin beslenme, giyinme, hijyen gibi
gereksinimlerin yani sira duygusal, fiziksel ya da maddi
destek vermeyi de iceren kompleks bir yapidir. Bu kompleks
destegin saglanmasi; bakim veren aile tyesinin yasam
kosullarim zorlastirmakta ve bakim yukuni arttirmaktadir.
Birinci derecede bakim verme rolanu tstlenen aile uyeleri;
bu strecte fiziksel, duygusal ve sosyal yonden pek cok
gicluk yasamaktadirlar.6,7.8 Bu nedenle stomali bireylerin
aile tiyelerinin desteklenmesi gerekmektedir.

Dunyada ve Turkiye’de yetiskin stomasi olan bireylerin
aile tuyelerinin uyumlarin1  kolaylastiran, sorunlarini
inceleyen simirll sayida calismaya ulasilmistir.7.9,10,11 Bu
olgu sunumunun amaci; stomasi olan bir bireyin bakimini
surduren kizinin deneyimlerini aciklamaktr. Olgunun,
stomas1 olan birey ile yasayan aile tyelerinin stomaya
uyumlarini kolaylastiracak girisimlerin planlanmasina katk:
saglayacagi ve Turkiye’de bu alanda yapilacak calismalara

yol gosterici olacag: dustuntulmektedir.

Olgu Sunumu

Bu olgu sunumunda, stomasi olan bir bireyin bakimini
surduren kizi ile derinlemesine bireysel gortuisme sessiz
bir odada yapilmistir. E.Y.den vyazili bilgilendirilmis
onam almmistir. Gorusmede yapilandirilmis gorasme
formu kullanilmistir ve goriisme Olympus WS 760M ses
kayit cihazi ile kayda alinmistir. Yaklasik 60 dakika stren
gorusmenin verileri timevarim yontemiyle analiz edilerek
alt ve ana temalar olusturulmustur.

Stomal1 bireyin kizi E.Y. 51 yasinda, evli, iki cocuk sahibi
ve ev hanimidir. Annesine rektum kanseri nedeniyle gecici
ileostomi acilmis; ancak daha sonra kalici ileostomiye
donustaralmustar. E.Y. tu¢ yildir annesinin bakimim
surdurmektedir. Bakim verilen hasta; 71 yasinda, kadin,

96 kilo, Parkinson hastalig1 ve gorme problemi mevcuttur.

Hastanin stoma bolgesi ameliyattan 6nce stoma hemsiresi
tarafindan isaretlenmistir.

Gorusmenin analizi sonucunda “bilgi gereksinimi”, “yasam
kalitesi”, “uyum sorunu ve guclukler” ve “diger stomali
birey ve ailelere oneriler” olmak tizere dort ana tema ve ve
bu temalara iliskin alt temalar belirlendi (Sekil 1). Belirlenen

temalarin iceriginde olgunun kendi ifadelerine yer verildi.

1) Bilgi Gereksinimi

Bu temanin alt temalarini; “ameliyat oncesi bilgilendirilme”
ve “tedavi siireci hakkinda bilgilendirilme” olusturmustur.
Ameliyat oncesi bilgilendirilme: Bu tema icerisinde
E.Y.’nin ameliyat oncesi stoma ve stoma bakimi konusunda
bilgilendirilmesinin yetersizligini aciklayan ifadeleri yer
almaktadir:

“Bunun pudrasi var, torbanin tam oturmasi icin kullanilan
pastasi var, spreyi var. Bana bunlar1 kimse soylemedi ben

»

bunlar1 hep internetten buldum ve aldim...”, “Ameliyat

oncesinde bu konuda detayli bilgim olsaydi, annemi

”»

ameliyat ettirmezdim...” (sesi bu esnada aglamakliydi,
ameliyat ettirmezdim kelimesinden sonra tekrar agladi)

Tedavi stireci hakkinda bilgilendirilme: E.Y.nin tedavi
siiresince yeterince bilgilendirilmedigini aciklayan ifadeleri
soyledir: “Normal bir diski seklinde c¢ikmiyor, genellikle
sivi halinde... Biz de baslarda onu hep ishal olarak

2]

algiliyorduk...”, “Bunun ishal olmadigini kitap okuyarak

arastirarak kendim 6grendim.”

2) Yasam Kalitesi

E.Y. nin yasam kalitesinin nasil etkilendigini aciklayan iki
alt tema belirlendi.

Sosyal yasam degisiklikleri: Annesine stoma acildiktan
sonra E.Y. sosyal yasaminda yasadig1 olumsuzluklari: “Benim
bundan 3 yil 6ncesine kadar cok sosyal bir hayaum vard.
Arkadaslarim ve akrabalarimla ¢ok sik gorusiyordum her
sey mukemmeldi. Annemin torbasi olduktan sonra torbasini
kendi degistiremedigi icin stirekli annemin yaninda durmak
zorunda kaldim. Benim hayatim1 mahveden annemin torbasi
oldu...” “Misafirlerim gelmis, annem karsimda oturuyor.
Benim gozum torbada. Cunku bir anda esofmandan disk:
sizabiliyor.” ifadeleri ile belirtmistir.

Aile ici iliskilerde degisiklikler: Gortismede annesine
stoma acildiktan sonra E.Y. kendi ailesinin ikinci planda
kaldigina iliskin: “Annem stomadan dolay1 su anda hayatim
oldu. Kocam ve ¢ocuklarim ikinci planda...”, “Esim de ¢ok
yoruldu. Esim koca oldugunu ben de hanim oldugumu
unuttum. Biz ki birbirimize ¢ok diskin kar1 kocaydik...”,

“Annemin torbasi 6ncelikle benim cocuklarimin psikolojisini
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bozdu...”, “Yapistirdigim aparat patliyor. Oglum annemi o
halde bir gordu ve ¢ giin krize girdi...” seklinde ifadeler
kullandz.

3) Uyum Sorunu ve Giicliikler

Stomal1 bireyle birlikte yasamaya uyum temas:1 bircok alt
bashiktan olusmaktadir.

Annesinin ac1 cekmesine/iziilmesine dayanamama: E.Y.
ifadelerinde annesinin aci cekmesine dayanamadigin:
“Benim tek uzuntim annemle ilgilenmem degil. Onun

uzulerek oOlmesini istemiyorum...”, “Mesela aparatini
cikartyorum kokuyor cok tzuluyor. Ben maske takayim
cok dzulayor. Biliyor musun?

Takmiyorum, annem

”»

tztulmesin diye. O anda nefesimi tutuyorum...” ctimleleri
ile belirtmistir.

Guclii olmak zorunda olma: E.Y. stomali annesinin
bakimini stirdurtarken bas etmek zorunda kaldigi durumlar
karsisinda giicli olmak zorunda olmasimma yonelik su
ifadelerde bulundu: “Cok zorluklar yasamama ragmen esim

ve annem 3 yildir beni asla aglarken gormedi. Sabahlara

kadar gunlerce kendi kendime sen ...’ nin kizisin senden

2]

baska kimsesi yok dedim...”, “Benim su anda belki
cuvallar dolusu depresyon haplarim1 i¢cmem gerekiyor.
Ama asla bu hastaliga yenilmeyecegim. Asla haplarin esiri
olmayacagim...”, “3 yildir kendimi tedavi ediyorum sakin
uzulme diye...”

Surecle ilgili zorluklar: E.Y. yasadigi surece iliskin
zorluklari: “Stomasi acildiktan sonra ben bunun boyle
oldugunu bilseydim (ellerini masaya vuruyordu) ben bu isi
kabul etmezdim...”, “O kadar zor bir stirec ki...” (i¢ cekiyor),
“0Oilk 2,5 ay cok zordu. Baktim ki olmuyor annemin yanina
tasindim. Kendisini kimse gorstin istemedi...”, “Anlatamam
size dunyada bundan daha zor ne var Allah askina?” ifadeleri
ile acikladi.

Yasadig1 yerin tedavi merkezine uzak olmasi: E.Y. sehir
merkezinden uzak bir yerde ikamet etmesi ve ulasim
sirasinda yasadigi zorluklar:

“Salihli’deydik. Surekli hastaneye gelmem o kadar zor
ki... Biz 2,5 saatte gelip 2,5 saatte geri donuyoruz...”,

“STOMA ACILDIKTAN SONRA NELER YASADINIZ?”

3. TEMA 4TEMA
DIiGER STOMALI BiREY VE AiLE
1. TEMA 2 TEMA UYUGT-,SSJRKT;# VE UYELERINE ONERILER
ANA TEMALAR |:> BILGI GEREKSINIMI YASAM KALITESI
Annesinin aci gekmesine/
p . tziilmesine dayanamama
Ameliyat 6ncesi Sosyal yasam .
bilgilendirme dedgisiklilkleri { Glgli olmak zorunda
olma
— Stiregle iligili zorluklar
ALT TEMALAR |:> ‘ — ) ‘[ fere J
Tedavi siireci Aile ici iliskilerd
— hakkinda — segi ik§lik/§r € Yasadigi yerin tedavi merkezine
bilgilndirme gls uzak olmasi
. J J ‘L

Sekil 1. Bakim verenin stomali bireye bakim verme deneyimlerine iliskin temalar

Bakim becerisi }

Giiven duygusu

Stomayi reddetme

i
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“Annemi arabaya bindiriyorum. Tabi annem oturunca
torba en bitytik problem... Karni ikiye bukuluyor, tam o
bukuldugu yerde delik var. Bikulunce deligin kenarlar:
da bukultyor, annemin cildindeki yapiskan aparat
atiyor. Diski oradan disariya. Yoldayiz, yine ishal...
Neden ctunki annemi radyoterapi mahvediyor. Ishal
ediyor...” cuamleleri ile ifade etti.

Bakim becerisi: E.Y. baslangicta stoma bakimini yaparken
el beceresinin yetersiz olmasina bagh yasadigi sikintilara
iliskin ifadeleri sunlardir: “Mumkin degil iki aparati
birbirine gecirmek...”, “Stoma torbasinin altinda cit ¢it var,
o yapiskani bir turli tutturamiyordum...”

Guven duygusu: E.Y.nin ekibe yonelik given duygusuna
iliskin “Biz taburcu olurken, agizlarindan ne ¢ikarsa tamam
dedik, o kadar guvendik”, “Bize 6 ay-1 yil sonra senin
torbani iceri alacagiz dediler... Ya sabir dedik doktorumuza
guvenerek gittik...” ifadelerini kullanda.

Stomay1 reddetme: E.Y.’nin annesinin stomayla yasamina
yonelik yasadig1 inkar duygusuna iligskin ifadeleri sunlardir:
“Tanridan tek dilegim bu torbanmin i¢ine alinmasi...”, “Hic
kimseye bunu yapmasimlar (aghyor)... Boyle yasamak
guzel degil...”, “Benim annem bu sekilde diyelim ki 10 yil
yasayacak. Keske bunu olmak zorunda kalmasaydik da,
annem 5 sene benim bildigim gibi yasasaydi (aglamaya
baslad1). Ama cok aci... Annem simdi bu ameliyati olmasaydi

benim normal annemdi...”

4) Diger Stomali Birey ve Ailelerine Oneriler

Yasadigy zorluklar ve sikintilarin sonucunda E.Y.nin diger
stomali birey ve ailelerine yonelik Onerileri aciklayan
ifadeleri soyledir:

“Sayet birisi kalkar bana sorarsa boyle boyle bir durum var,
annenizin durumu ile benziyormus... Benim soyleyecegim
tek bir sey var; cok iyi arastirin, ¢ok iyi didikleyin...”, “...
Stoma acilmak zorunda olan hastalara beslenme konusuna
dikkat etmelerini oneriyorum. Ozellikle ¢ikusi sivi olan
stomalar icin... Az ye 6z ye...”, “Ailesi ve doktorlar hastay1
psikolojik acidan destekleyip, ona bunun artik onun
hayatinda normal bir sey oldugunu kabul ettirebilir...”,
“Eger bu torbayla yasayarak kisinin oémru 1 ay yerine, 2
ya da 5 yil uzayacaksa tabiki ameliyat olsun. Bu durumda
kabullenmesi de daha kolay. Bunu hastanin beyni de
kabul eder, yakinlar1 da kabul eder...”, “... Ama bunu
oyle bir acin ki bakimi kendisi yapabilsin, kimseye muhtac
olmasin... Zaten bakimi insan kendi yapabildikten sonra
parfumuyle, aparatiyla, bol da bir bluz giyerse kimse

anlamaz...”

Tartisma

Bu olgusunumunda, stomali bir bireyin kiziile derinlemesine
gorisme sonucu elde edilen bilgiler sunulmustur. Literatiirde
stomanin; psikolojik, fiziksel ve sosyal acidan yalnizca bireyi
degil, onunla birlikte yasayan aile tiyelerini de etkiledigi ve
yasam kalitelerini azalttig1 belirtilmektedir.2.3,4.7 Kaynar'in’
kolorektal kanserli hastalara bakim verenlerin yukani
inceledigi calismada stomasi olan kolorektal kanserli
hastalara bakim verenlerin yiktunun daha fazla oldugu
belirlenmistir. Bu olgu sunumunda da E.Y.nin annesinin
stomas1 nedeni ile kendi yasamini ve ailesini ikinci plana
almasi ve yasam kalitesinin de olumsuz olarak etkilendigini
belirtmesi stomanin aile tyelerinin yasamini da olumsuz
yonde etkiledigini aciklamaktadir.

Kolorektal kanserli hastalar hentiz kanser tanisina iliskin ilk
asamay atlatamadan, stoma ile karsi karsiya kalabilmektedir.
Bu nedenle E.Y. de stoma ile ilk karsilasmasini saskinlik ile
belirtmis ve daha once stoma bilgisinin olmamasim kendi
cehaledi ile birlestirmistir. Bu sonug aile yakininin ameliyat
sonrasinda ilk kez gordigi stomay1 kabullenmekte zorluk
yasamasl ile iliskilendirilebilir. E.Y.'nin tedavi ve uyum
surecinin ilk asamasinda yasadig1 bu zorlugun, devam eden
stireci de olumsuz etkiledigi dustunilmektedir.

Literatiirde ameliyat 6ncesi stoma acilacak bireyin ve aile
uyelerinin bilgilendirilmesinin yetersiz olmasinin, ameliyat
sonrasl donemde stomali birey ve aile tiyesinde pismanlik,
sucluluk gibi duygular yasanmasina neden olabilecegi
belirtilmektedir.5.6 Bu gorusmede de E.Y. ameliyat kararina
iliskin yasadigr pismanhik duygusunu ifade etmistir. Bu
ifadeye gore stoma bolgesi isaretlenmesine karsin birey ve
ailenin stoma hakkinda yeterince bilgilendirilmedigi ya
da yasadiklari stres ve anksiyete nedeniyle aldigi egitimi
icsellestiremedigi dustnulmektedir. Bu nedenle egitim
verilirken birey ve ailenin soru sormasma firsat verilmesi,
egitimin interaktif surdurulmesi gibi farkli yontemler
kullanilarak egitimin kaliciligi saglanabilir. Boylece aile
ayelerinin, E.Y. de oldugu gibi yasadiklar1 olumsuz
duygularin azaltilmasina katki saglanabilir.

Stoma acilan bireyin, stoma bakimini gerek stoma
ek hastaliklar1 nedeniyle
baska

yardimina gereksinim duymasi, aile tyesinin bakim

bolgesine bagli gerekse

kendisinin yapamamas1 ve surekli birinin
yuktnin artmasina neden olabilmektedir.10 Bakim
yuktnun artmasi, bakim verenin sosyal yasamini ve aile
ici iliskilerini de olumsuz yonde etkileyebilmektedir.
Bakim verenin sosyal yasamina ve ailesine yeterli

zaman aywramamasina bagl olarak fiziksel, psikolojik
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ve sosyal yasam alanlarinda da cesitli guclukler/
zorluklar yasadig: bildirilmistir.5.6,10 Literatiirde stoma
bakimi bireyin kendisinin yapabilecegi bir beceri olarak
tanimlanmaktadir.12 Ancak stomanin acilmas: bireyleri
fiziksel oldugu kadar psikolojik ve sosyal yonden de
olumsuz etkiledigi icin bireyler stoma bakim becerilerini
gelistirememekte, kendi stoma bakimlarini yapamamakta
ve bakim destegine gereksinim duymaktadirlar. Ayrica
stomal1 bireyin stomayla yasama uyum saglamasinda da
aile bireylerinin destegine gereksinimleri olmaktadir. Bu
olguda da stomali bireyin 71 yasinda olmasi, Parkinson
hastaligl ve géorme probleminin varligl nedeniyle stoma
E.Y'nin

arturdigr dusuntulmektedir. Ayrica E.Y.nin ifadeleri,

bakimini yapamamasinin bakim yukuna
stomal1 annesine bakim verme sturecinde kendi yasamini
ikinci plana almasina bagh olarak sosyal yasaminin ve
aile iliskilerinin ciddi derecede olumsuz etkilendigini
aciklamaktadir. Bu nedenle stomali bireyin yani sira
bakim yukinu azaltmak icin, taburculuk egitimine aile
ayeleri de dahil edilmelidir.

Stoma bakiminda diger 6nemli etmenlerden biri de adaptor
ve torbanin, uygun ve dogru olarak yerlestirilmesidir. Bu
nedenle el becerisi stoma bakiminda énemlidir. El becerisi
stomayla yasam stirecinde gelisim gostermektedir.12 Ancak
stoma bakimini yapan bireyin gerek kendisi gerekse aile
uyesi el becerisi gelisene kadar cesitli fiziksel gucluklerle
karsilasabilmektedir. Bu olguda da bakim veren aile tiyesi
stoma bakim becerisinin ilk baslarda yetersiz oldugunu,
ancak daha sonra bu konuda becerilerinin gelistigini ifade
etmistir. Bu surecin kolaylastirilmasinda, stomali birey
ve bakim verenlere taburculuk 6ncesi uygulamali egitim
verilmesinin yararh olacag: dustunilmektedir.

E.Y.nin ifadesine gore yasadig1 yerin tedavi merkezine uzak
olmasi1 ve ulasim sirasinda yasadigi zorluklar nedeniyle
yasaminin hem fiziksel hem de psikolojik acidan olumsuz
etkilendigi dustuntilmektedir. Bu nedenle bu olguda da
oldugu gibi tedavi merkezine uzak bolgelerde yasayan
ve yuz yuze iletisim kurmanin zor oldugu stomali birey
ve ailelerine sorularinin cevaplanabilmesi, yasadiklar
sorunlarin paylasilabilmesi ve onerilerin verilebilmesi icin
telefonla danismanlik yapilmasi yararh olabilir.

E.Y.'nin stomali annesine bakiminda yasadigi zorluklar ve bu
zorluklar azaltmaya yonelik onerileri diger stomali bireyler
ve aile tyeleri acisindan oldukca onemli deneyimlerdir.
Yapilan gortusmede E.Y.nin vurguladigi noktalar bireyin
aile tuyelerinin stomaya

uyumunu  kolaylastirmaya

yonelik anahtar kelimeler icermektedir. Ayni zamanda

saglik bakim ekibinin stomali birey ve ailesinin egitim ve
bilgilendirilmesindeki roluntn altimi ¢izmektedir.

Sonuc¢ olarak, bu calismada olusturulan temalar ve alt
temalar olgunun yasaminin etkilendigi yonleri ve yasadigi
sorunlar1 carpict olarak gostermektedir. Bu nedenle
stomayla yasama uyum, tim aileyi icine alan bir strec
olarak degerlendirilmelidir. Stomayla yasama uyumlarinin
hizlandirilmasi icin aile tyelerinin de uyum strecine
dahil edilmesi 6nemlidir. Bu amacla stomali bireyin
ailesinin gereksinimleri ameliyat oncesi donemden itibaren
belirlenmesi, aile tyelerine uygun hemsirelik girisimlerinin

planlanmasi ve uygulanmasi onerilmektedir.
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Primary Tuberculous Colitis Mimicking Colon Carcinoma
in an Immunocompetent Patient

immiinkompetan Hastada Kolon Karsinomunu Taklit Eden Primer Tiberkiiloz
Kolit

Arman Erkan, Erhan Hamaloglu
Hacettepe University Faculty of Medicine, Department of General Surgery, Ankara, Turkey

ABSTRACT I

The prevalence of tuberculosis is rising again. It can be seen in any organ system, but isolated primary colon involvement is very rare. Its symptoms
are non-specific and may mimic Crohn’s disease, adenocarcinoma or other infectious diseases. Diagnosis is challenging, especially in the absence of
pulmonary tuberculosis. In this case report, we present a patient with isolated tuberculosis in the right colon who developed acute abdomen during
hospital stay and underwent emergent right hemicolectomy.

Keywords: Tuberculosis, colon cancer, intestinal obstruction, differential diagnosis

O Z

Tiiberkiiloz prevalansi yeniden artmaktadir. Her organ sisteminde goriilebilir; ancak izole primer kolon tutulumu ¢ok nadirdir. Semptomlari spesifik
degildir; Crohn hastalig1, adenokarsinom ya da diger enfeksiyoz hastaliklan taklit edebilir. Ozellikle pulmoner tiberkiiloz eslik etmiyorsa, tanist
zordur. Bu olgu sunumunda, hastanede yatis1 sirasinda akut karin gelisen ve acil sag hemikolektomi yapilan, izole sag kolon tiiberkilozlu bir hasta

LLLTEERY

takdim edilmektedir.

Anahtar Kelimeler: Tiberkuloz, kolon kanseri, intestinal obstriiksiyon, ayirici tant

Introduction

Tuberculosis is a re-emerging infectious disease primarily
affecting the pulmonary system. Abdominal tuberculosis is
the sixth most common form of extrapulmonary tuberculosis;
usually secondary to dissemination from the lungs.! Primary
colonic involvement is rarely seen and in the absence of
pulmonary infection, it remains a considerable diagnostic
challenge as it may mimic inflammatory bowel disease
(especially Chron’s disease), other infectious processes
such as amoebiasis and rarely colon carcinoma.2 Herein, we
report a case of isolated primary tuberculous colitis which
was presented as a hypertrophic mass in the ascending colon,
mimicking colon carcinoma, and the patient was operated
because of intestinal obstruction. A right hemicolectomy was

performed.

Case Report

A 34 year-old female was admitted to the hospital with the
complaint of abdominal pain and distention which worsened
about 4 hours after supper for the last six months. She was
otherwise healthy and did not have any previous surgery.
Her pain was localized to right of the umblicus and subsided
after defecation. She denied melena, hematochezia, gastric
pain, gastroesophageal reflux or anorexia; however she
lost 13 kg due to agliophobia. She had been suffering from
constipation-diarrhea episodes and night sweats for the last
3 months.

The colonoscopy was performed in a different hospital. It
was reported that an ulcerovegetan mass was observed in the
ascending colon. Biopsies from the mass revealed chronic
non-specific colitis. She was not given any medical treatment.

Her physical examination was remarkable for abdominal
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tenderness in right upper and lower quadrants. Her bowel
sounds were normoactive and she did not show any evidence
of guarding or rebound tenderness. There was no palpable
mass in her abdomen. Her vital signs were within normal
ranges.

Laboratory workup was remarkable for anemia (hemoglobin:
7.7 g/dL), hypoalbuminemia (1.87 g/dL) and low
prealbumin (2.72 mg/dL). Her erythrocyte sedimentation
rate and C-reactive protein level were elevated (29 mm/hr
and 9.97 mg/dL respectively). Her liver enzymes, bilirubin,
kidney function tests and blood glucose level were within
normal ranges. Anemia parameters revealed chronic disease
anemia. Among tumour markers, CA 15-3 and CA 125
were elevated (29.17 U/mL and 127.2 U/mL respectively),
carcinoembryonic antigen, a-feto protein and CA 19-9 were
within normal ranges. Her stool was negative for amoeba or
other parasites.

Her chest X-ray showed no evidence of pulmonary
tuberculosis. Double contrast colon examination was
performed and an apple core lesion was detected in the
ascending colon (Figure la), suggesting a malignant mass.
Computed tomography of the abdomen showed diffuse
thickening of the colon wall in a 10 cm segment of ascending
colon, multiple pathologic mesenteric and paraaortic
lymphadenopathies and mild ascites (Figure 1b). There
were multiple hypodense (30 Hounsfield units) lesions in
all segments of the right hepatic lobe, the largest of which
measured 3.7x2.6 cm. They were interpreted as metastasis
from the colonic mass.

During her hospital course, an acute abdominal pain,
distention and tachycardia developed. Her plain abdominal
graphy showed air-fluid levels. She was emergently
taken to the operating room with the diagnosis of
acute intestinal obstruction due to her colonic mass.
Intraoperatively, multiple masses were palpated in the
right colon and mesentery of the small bowel was full
of lymphadenopathies. Right hemicolectomy and end
ileostomy was performed. Specimen was fixed in 10%

Figure 1. a) Apple core lesion in the ascending colon in double contrast
colonic examination, b) Diffuse thickening of the ascending colon wall
in computed tomography

neutral buffered formalin solution and processed routinely
for paraffin embedding. Five micrometer thick sections were
stained with Hematoxylin-Eosin and Ziehl-Neelsen stain for
light microscopy. In microscopic examination superficial
ulceration with underlying submucosal granulomatous
inflammation were observed (Figure 2a). The characteristic
histologic lesion consisting of caseating, often confluent,
granulomas were present throughout the submucosa (Figure
2b). A rim of lymphocytes and giant cells were present at the
periphery of the granulomas. Acid-fast stain demonstrated
the acid-resistant microorganisms, typically rod-shaped,
preferentially within necrotic areas and macrophages
(Figure 2c, 2d). She was consulted to the infectious diseases
department and four-agent anti-tuberculosis therapy
(isoniazid 1x250 mg, rifampicin 1x500 mg, pyrazinamide
1x500 mg and ethambutol 1x750 mg daily) was initiated.
After one year of anti-tuberculosis therapy, her ileostomy
was closed. Her postoperative course was uneventful and
pathological examination was negative for acid resistant
bacilli.

After a decline until mid-1980s, the incidence of tuberculosis
has started to increase in the past two decades.> This
increase is considered to be due to the increase in human
immunodeficiency virus infection, economic recession,
overcrowding and increased drug resistance.* Tuberculosis
was declared to be a global public health emergency in 1993

[d]

Figure 2. a) Numerous epithelioid, confluent granulomas characterize
high-power view of abundant necrotic gastrointestinal tuberculosis, b)
Well-formed epithelioid submucosal debris at the center of a tuberculoid
granuloma with central caseation, ¢, d) Acid-fast stains highlight
intracellular bacilli (stained red)



Erkan and Hamaloglu
32 Primary Tuberculous Colitis Mimicking Colon Carcinoma

by World Health Organization. In 2011 there were estimated
8.7 million new tuberculosis cases and 1.4 million deaths
caused by tuberculosis.?

Consistent with the overall trend, abdominal tuberculosis
rates are rising.* Of the 11.387 recorded tuberculosis
patients in the United States in 2009, 21% had
extrapulmonary manifestations, including intra-abdominal
disease.6 Abdominal tuberculosis; referring to tuberculosis
of peritoneum and its reflections, gastrointestinal tract
and solid visceral organs alone or in combination; is the
sixth most common form of extrapulmonary tuberculosis;
following lymph node, pleural, disseminated, pericardial
and meningeal tuberculosis.! Ileocecal region is the most
common site of intestinal tuberculosis due to its histological
features rich in lymphatic tissue, Peyer’s patches. Isolated
colonic involvement is reported in 2-3% of patients with
abdominal tuberculosis; 19% of which is in the ascending
colon.7.8 Primary intestinal tuberculosis accounts for less
than 1% of all abdominal tuberculosis cases.9 Isolated
primary colonic tuberculosis is even more uncommon
and in the absence of pulmonary infection, it remains
a considerable diagnostic challenge as it may mimic
inflammatory bowel disease (especially Chron’s disease),
other infectious processes such as amoebiasis and rarely
colon carcinoma.2

Majority of patients present with non-specific symptoms
like chronic abdominal pain, weight loss, altered bowel
habit or fever. Physical examination may reveal findings
like pallor, malnutrition, palpable mass, tenderness and
distended abdomen. Double contrast bowel examination
may show strictures, focal ulcers and polypoidal masses.10
Our patient had an apple core lesion which was suggestive
of a neoplastic mass. The common tomographic features
are enlarged para-aortic nodes, asymmetric bowel wall
thickening, ascites, inflammatory masses of the bowel wall
lymph nodes and omentum.l All of these features were
presented in our patient.

Colonoscopy and biopsy is the diagnostic procedure of
choice.ll Ulceration, nodularity, and luminal narrowing are
the prominent endoscopic findings mostly affecting the right
colon. Histology is helpful in ruling out other conditions, but
tuberculosis-specific findings such as caseasting granuloma
and acid-resistant bacilli are rarely seen.l0 This suggests
that tuberculosis should not be ruled out if biopsy is not
conclusive, which was the case in our patient. If desired,
colonoscopy may be repeated, deep biopsies should be
taken preferably from the margins of ulcerations, because
tuberculous granulomas are often submucosal as compared
to mucosal granulomas of Crohn’s disease.l2 Polymerase
chain reaction analysis of biopsy specimens has been shown
to be more sensitive than acid-fast stain.13

Intestinal tuberculosis responds to medical treatment well,
surgical treatment should be considered in the presence of
complications. Most common complications are obstruction,
fistulae, perforation and hemorrhage.14 Surgical intervention
is also recommended if intestinal stenosis persists after 3-6
months of anti-tuberculosis treatment, if malignancy cannot
be ruled out or in the presence of accompanying malignancy.
As a conclusion, tuberculosis is an insidious infectious
disease that can mimic almost anything else. As its prevalence
is increasing again, it should be considered in differential
diagnosis of colonic hypertrophic lesions, especially
in suspicious cases with accompanying symptoms like
unexplained fever and night sweats. Co-existing pulmonary
tuberculosis is documented in only 13% of isolated
colorectal tuberculosis?, therefore it should not be ruled out
in the absence of pulmonary involvement. Polymerase chain
reaction analysis should be carried out on biopsy specimens.
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Precocious Brain Metastasis of Colorectal Cancer:
A Report of Two Cases

Precocious Beyin Metastazi Olan Kolorektal Kanserli iki Olgunun Sunumu

Sahin Kaymak, Oguz Hangerliogullari, Mehmet ince, Hiiseyin Sinan, Sezai Demirbag

Gillhane Training and Research Hospital, Clinic of General Surgery, Ankara, Turkey
T ABSTRACT .

Colorectal cancer is one of the most common causes of death due to cancer. In the majority of patients, diagnosis of brain metastasis (80%) follows
diagnosis of the systemic cancer (metachronous presentation). However, brain metastases can be diagnosed before primary tumour diagnosis
(precocious presentation) or simultaneously (synchronous presentation). With this case report, we aim to share the experience we gained with
these two cases of precocious brain metastasis. These cases demonstrate that tumour biology is one of the most important of the widely recognized
prognostic factors of colorectal cancer.

Keywords: Colorectal, precocious brain metastasis, cancer

LT OZ

Kolorektal kanserler halen en onemli kanser ¢lum nedenlerinden biridir. Beyin metastazli hastalarn cogunda (%80) metastaz sistemik kanserin
tanist konulduktan sonra (metakron prezentasyon) ortaya cikar. Ancak, bazi hastalarda beyin metastazi primer timor saptanmadan once (precocious
prezentasyon) ya da ayni zamanda (senkronize prezentasyon) teshis edilebilir. Biz de bu olgu sunumumuzda precocious beyin metastazi ile basvuran
iki olgumuzda kazanmis oldugumuz deneyimi paylasmay1 amacladik. Bu iki olgudaki deneyimimiz, kolorektal kanserlerin yaygin olarak kabul edilen
prognostik faktorleri arasinda, timor biyolojisinin énemli faktorlerden birisi oldugudur.

Anahtar Kelimeler: Kolorektal, precocious beyin metastazi, kanser

Introduction in some cases, brain metastasis may be diagnosed before
(precocious presentation) or at the same time (synchronized
presentation) as the primary tumor.2,3,4 Brain metastases are
the most common intracranial malignancies and occur at 10
times the frequency of primary brain tumors.5.6

Colorectal cancer is currently one of the main causes
of cancer mortality. Synchronized metastatic cancer is
found at initial diagnosis in 10-15% of primary colorectal

carcinoma patients. In adults, primary tumors responsible . . .
The average survival after diagnosis of colorectal cancer

with brain metastasis has been reported as 2.7-8.3 months.”
In patients with no detectable primary focus and brain
metastasis as the sole finding, those with the best prognosis

for brain metastases are pulmonary in 50%, breast in 15-
30% and colon in 5% of cases, while no primary focus can
be detected in 10-15%. The incidence of colorectal cancer
with brain metastasis (0.4-2.3%) is low compared to the rates
of colorectal cancer with liver (20-30%) and lung (10-20%)  etastasis of breast cancer have a better prognosis than
metastasis. However, there has been an increase in reported  pagients with brain metastases of other primary tumors. In
cases due to advances of magnetic resonance imaging (MRI)  contrast, patients with brain metastasis of colorectal cancer
and systemic colorectal cancer therapy. For most patients with  tend to have a worse pro gnosis. This may be attributable to the
brain metastasis (80%), metastasis appears after the systemic  higher prevalence of cerebellar metastasis in these patients,

have an average survival of 13.4 months. Patients with brain

cancer is diagnosed (metachronous presentation).! However, ~which has poor prognosis among intracranial tumors.8
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In this study, we present two cases of colon cancer patients
presenting with precocious brain metastasis and discuss
their treatment and follow-up.

Case Reports

Case 1

A 55-year-old male patient presented in January 1989 due
to sudden-onset epileptic seizures. Two different masses
were observed on brain MRI. One was located in the right
temporo-parietal region and measured 1.5 cm; the other
was located in the left frontal lobe and was 1 cm in size.
The patient had right visual field scotoma. The brain lesions
were surgically removed. Pathologic diagnosis was reported
as poorly differentiated adenocarcinoma metastasis. The
pathology report suggested the gastrointestinal system
(GIS) as a possible primary focus; therefore, the GIS and
other systems were investigated.

No primary focus was found during radiologic, endoscopic
or biochemical tests. The patient underwent fractionated
cranial radiotherapy and was followed closely at 3-month
intervals. In July 1989, during tests conducted 7 months
after brain metastasis diagnosis, the patient had a positive
fecal occult blood (FOB) test. Subsequent colonoscopy
revealed a 7x8x8 cm mass located in the cecum and
invading the terminal ileum and mezoileum. In July 1989,
the patient underwent complete excision of the tumor and
extended right hemicolectomy with lymph node dissection.
Pathologic diagnosis was reported as colon adenocarcinoma.
The patient was treated with 6 courses of adjuvant
chemotherapy consisting of a combination of 5-fluorouracil
(FU) and folinic acid (FA).

Following adjuvant chemotherapy, the patient was
followed at regular intervals for 13 years starting in 1990.
In April 2002, the patient was determined to be anemic
and FOB test was positive. Colonoscopy revealed an
ulcerovegetating mass at the junction of the descending
colon and sigmoid colons, and a biopsy of the mass was
reported as adenocarcinoma. The lesion was excised with
clean surgical margins in a subtotal colectomy surgery.
The pathology report indicated poorly differentiated
adenocarcinoma, Dukes C. Because the patient’s first
colon tumor originated from the cecum and the second
originated from the descending colon-sigmoid junction,
the latter was considered a new primary focus unrelated
to the first tumor. The patient had no distant organ
metastasis. Recurrence was not detected on repeat brain
MRI examination. The patient continued to be followed
at 6-month intervals and survived for a total of 15 years
after the appearance of brain metastasis. In 2004, he died
of cancer-related causes.

Case 2

A 61-year-old male patient presented to an ophthalmologist
with the complaint of epiphorea starting in November
2014. His medical history included type 2 diabetes mellitus
and hypertension. Ophthalmologic examination revealed
papillary edema possibly resulting from an intracranial
pathology, so the patient was referred to the neurology
clinic for evaluation. On brain MRI, an irregularly shaped
37x45 mm solid mass lesion with surrounding edema
was observed in the right occipital lobe and gray parietal
lobe. The brain lesion was suspected to be metastasis;
colonoscopy conducted to find the primary focus revealed
a mass in the rectum. The result of colonoscopic biopsy was
reported as adenocarcinoma. Carcinoembryonic antigen
and carbohydrate antigen 19-9 values were normal. Between
January and June 2015, the patient underwent neoadjuvant
chemoradiotherapy for the brain and rectum consisting of
fractionated radiotherapy (28 days for the rectal lesion and
18 days for the brain lesion) and 12 rounds of chemotherapy
(a triple regimen of FA, 5-FU and irinotecan). Nine to 10
weeks after the patient underwent primary chemotherapy
and local radiotherapy, the patient was admitted to the clinic
for rectal surgery. Because in this case laparoscopic surgery
may have led to elevated intracranial pressure syndrome,
the patient underwent open low anterior resection with a
coloanal straight anastomosis to 2 cm above the dentate
line with a protective loop ileostomy surgery in July 2015.
Postoperative pathologic diagnosis was a 3.5 cm diameter,
moderately differentiated, mucinous rectal adenocarcinoma
(AJCC version 7 2010: T3, NO, M1a, Stage IVa). The patient
was discharged and followed at 3-month intervals. Brain
MRI conducted in November 2014 revealed a metastatic
intracranial mass approximately 4x4 cm in size, which
measured 7x8 cm on MRI in August 2015. A craniotomy
and metastasectomy was performed using neuronavigation
in October 2015. The patient underwent ileostomy closure
surgery in December 2015 following adjuvant chemotherapy.
The patient survived for a total of 16 months after being
diagnosed with brain metastasis, dying in January 2016 due
to cancer-related causes.

Discussion

Metastatic brain masses are not common and are usually
associated with disease of another region. Although it was
previously believed that 10-15% of intracranial tumors
were metastatic, this rate has more recently been reported
as 20-40%.1,2.3,4.5.9 Brain metastasis as the initial sign of
primary colon cancer, without lung or liver metastasis is
extremely rare, and only a few cases can be found in the
literature.10,11,12 The intracranial spread pattern and focus
number of a metastatic tumor depends on the origin and
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type of the primary tumor. There are several factors that
affect the prognosis of central nervous system tumors.
These include the size and number of metastatic foci, the
extent of peritumoral edema and response to pharmacologic
agents, whether the mass can be resected and the possibility
of local recurrence on the same side as the metastatic
tumor resection, radiosensitivity of the primary tumor, and
timing of metastasis diagnosis (precocious vs metachronous
presentation).3,4.8 In adults, the origin of brain metastasis is
lung in 41% of cases, breast in 19%, malignant melanoma in
10%, GIS in 7%, colorectal in 4%, and genito-urinary system
(kidney) in 3%.13

The frequency of intracranial metastasis of colorectal
system cancers is 33% for rectum, 23% for sigmoid colon,
15% for cecum and ascending colon, 9% for rectosigmoid
colon, 4% for descending colon, and 1% for transverse
colon.14 Brain metastasis is present at diagnosis in 1-3% of
colorectal cancer patients, while 10% develop metastasis
during the course of disease.”.15> The management of brain
metastasis of colorectal cancer is determined by several
factors, including patient performance; location, grade,
and type of the primary cancer; number and location
of brain lesions, and the presence of leptomeningeal
disease.l6 Metastatic tumor cells reach the brain via
hematogenous spread. Arterial circulation is the primary
route to the brain, though a small proportion of cells from
pelvic and retroperitoneal cancers may reach the brain
via Batson’s plexus (vertebral venous system).# Brain
metastases are often found in the gray-white junction
where the vascular structures narrow and embolism is
more likely.17 Approximately 80% of brain metastases are
found in the cerebral hemispheres, 15% in the cerebellum
and 5% in the brain stem. In both of our cases, the lesions
were located in the cerebral hemispheres. Molecular
studies have demonstrated that brain metastases as
associated with disruption of the blood-brain-barrier.
Colon, breast, and renal cancer metastases are often
single (37-50%), whereas malignant melanoma and lung
cancer metastases are usually multifocal (63%).18.19 The
most common presenting symptom for these patients is
headache. The focal weakness, papillary edema, and focal
and generalized seizures exhibited in our two cases are
also common signs.20 Rarely, as in the two cases reported
here, brain metastases may be detected incidentally while
investigating other symptoms.

The best diagnostic method for brain metastases is
contrast MRI and computed tomography examination.
These methods allow metastasis to be differentiated from
primary brain tumors, abscesses, cerebral infarcts, and
hemorrhage. Angiography and/or biopsy are generally
requried for definitive diagnosis. Stereotactic biopsy is a

safe and appropriate approach for obtaining brain tissue.2!
Untreated brain metastases have a poor prognosis, with an
average survival of about 4 weeks.22

The best
brain metastasis consists of a single focus is full brain

treatment approach for patients whose
radiotherapy, surgery and stereotactic radiosurgery.23.24
Surgical removal of metastatic brain lesions extends
survival.25,26 Increased awareness, early diagnosis and
aggressive treatment of brain metastases may increase
survival in colorectal cancer patients with brain metastasis
to 3.5-7.13 months. Although the development of brain
metastasis usually indicates poor prognosis, it is now
possible to alleviate most symptoms associated with brain
metastasis and substantially improve patients’ quality
of life. In a case series reported by Vagn-Hansen and
Rafaelsen?, they reported that operated patients lived
1 month longer than patients who were not operated.
Malafosse et al.3 reported that the survival of patients
who underwent chemoradiotherapy and aggressive
surgery with craniectomy was significantly longer than in
those who did not undergo surgery (86.6+17.35 days or
2.9+0.59 months). Metastasectomy is a common practice
in oncologic surgery.4.8 In rare cases, a metastatic lesion
may be detected in the brain in the absence of any signs
of disease. In these cases, metastasectomy (craniotomy of
the metastatic lesions) is necessary to extend survival.>,27
Our first case survived for 15 years after the diagnosis
of metastatic cancer. This period is remarkably long
when compared to the literature. We attribute this to
the biological behavior of the patient’s tumor. Another
interesting aspect of this case is the secondary colon
malignancy which appeared after 13 years. Our second
case survived for 16 years after metastatic cancer diagnosis,
which is consistent with the best prognosis reported in the
literature.

In conclusion, although there are few case series of this
kind and our own series comprises only two patients,
several points must be kept in mind: albeit rare, the brain is
a metastasis zone for colorectal cancers; during treatment,
priority should be given to symptom-producing brain
metastases and complete surgical resection is required;
following neoadjuvant chemoradiotherapy, primary focus
resection should be performed with reliable surgical margins
and oncologic principles; and patients should be followed
using a multidisciplinary approach.

On the other hand, we are rapidly acquiring new information
about molecular oncogenetics and how malignant cells
behave. Our experience with these two cases shows that,
of the widely accepted prognostic factors for colon cancer,
tumor biology is an important factor.
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Precocious Beyin Metastazi Olan Kolorektal Kanserli iki
Olgunun Sunumu

Precocious Brain Metastasis of Colorectal Cancer: A Report of Two Cases

Sahin Kaymak, Oguz Hangerliogullari, Mehmet ince, Hiiseyin Sinan, Sezai Demirbas

Gillhane Egitim ve Arastirma Hastanesi, Genel Cerrahi Klinigi, Ankara, Tirkiye

LR Yz

Kolorektal kanserler halen en onemli kanser ¢lium nedenlerinden biridir. Beyin metastazli hastalarin cogunda (%80) metastaz sistemik kanserin
tanist konulduktan sonra (metakron prezentasyon) ortaya cikar. Ancak, bazi hastalarda beyin metastaz: primer tiimor saptanmadan 6nce (precocious
prezentasyon) ya da ayni zamanda (senkronize prezentasyon) teshis edilebilir. Biz de bu olgu sunumumuzda precocious beyin metastazi ile basvuran
iki olgumuzda kazanmis oldugumuz deneyimi paylasmay1 amacladik. Bu iki olgudaki deneyimimiz, kolorektal kanserlerin yaygin olarak kabul edilen
prognostik faktorleri arasinda, tamor biyolojisinin énemli faktorlerden birisi oldugudur.

Anahtar Kelimeler: Kolorektal, precocious beyin metastazi, kanser

I ABSTRACT I —

Colorectal cancer is one of the most common causes of death due to cancer. In the majority of patients, diagnosis of brain metastasis (80%) follows
diagnosis of the systemic cancer (metachronous presentation). However, brain metastases can be diagnosed before primary tumour diagnosis
(precocious presentation) or simultaneously (synchronous presentation). With this case report, we aim to share the experience we gained with
these two cases of precocious brain metastasis. These cases demonstrate that tumour biology is one of the most important of the widely recognized
prognostic factors of colorectal cancer.

Keywords: Colorectal, precocious brain metastasis, cancer

Giris

hastalarda beyin metastazi primer timor saptanmadan once

Kolorektal kanserler halen en oOnemli kanser olum (precocious prezentasyon) ya da ayni zamanda (senkronize
nedenlerinden  biridir. kolorektal
hastalarin %10-15’inde ilk tanida senkronize metastatik
kanser ile karsilasihir. Yetiskinlerde, beyin metastazindan
sorumlu olan primer tamor %50 akciger, %15-30 meme

ve %5 kolon kaynakli olup, %10-15’inde ise primer odak

prezentasyon) teshis edilebilir.2.3:4 Beyin metastazlar en

Primer kanserli

yaygin goriilen intrakraniyal yerlesimli tumorler olup primer
beyin tiimorlerinden 10 kat fazla siklikta gorilmektedir.5.6

Beyin metastazh kolorektal kanserlerin ortalama yasam suresi
tani1konulduktansonra2,7-8,3 ay olarak bildirilmektedir.” Tek

saptanamamaktadir. Beyin metastazli kolorektal kanserlerin
insidans1 (%0,4-2,3), karaciger (%20-30) ve akciger (%10-
20) metastazli kolorektal kanserler ile kiyaslandiginda
dusuktar. Ancak manyetik rezonans goruntileme (MRG)
yontemlerinde ve sistemik kolorektal kanser tedavisindeki
gelismelerden sonra bu olgularin bildirilme sayilarinda
artis olmustur. Beyin metastazli hastalarin ¢cogunda (%80)
konulduktan sonra
Ancak, bazi

metastaz sistemik kanserin tanisi

(metakron prezentasyon) ortaya ¢ikar.l

bulgusu beyin metastazi olup, primer odag: belirlenemeyen
ve en iyi prognoza sahip hastalarda ortalama yasam suresi
13,4 aydir. Beyin metastaz1 olan meme kanseri hastalari,
beyin metastazi olan diger primer timor hastalarina gore
daha iyi prognoza sahiptir. Diger taraftan, beyin metastazi
olan kolorektal kanserli hastalar daha kot prognoz gosterme
egilimindedir. Bu egilimin sebebi, intrakraniyal tiimorlerde
koti prognoz gostergesi olan serebellar metastazin bu
hastalarda daha yiiksek siklikta olmasi olabilir.8
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Biz bu makalede precocious beyin metastazi ile basvuran
kolon kanserli iki hastayi, tedavi ve takipleri ile sunmay1
amacladik.

Olgu Sunumlar

Olgu 1

Elli bes yasinda erkek hasta Ocak 1989’da ani baslayan
epileptik nobetleri nedeniyle basvurdu. Hastanin yapilan beyin
MRG tetkikinde 2 farkh kitle gortulda. Kitlelerden birisi sag
temporo-pariyetal bolgede 1,5 cm buytukluginde iken digeri
sol frontal lobda 1 cm buyiikligindeydi. Hastada sag gorme
alaninda skotom vardi. Yapilan ameliyatile beyindekilezyonlar
cikarildi. Patolojik tani kot diferansiye adenokarsinoma
metastazi olarak raporlandi. Patoloji raporunda primer odagin
gastrointestinal sistem (GIS) olabileceginin belirtilmesi
tizerine GIS ve diger sistemler arastirild.

Yapilan radyolojik, endoskopik ve biyokimyasal tetkikler
neticesinde hicbhir primer odak bulunamadi. Hastaya
fraksiyone kraniyal radyoterapi uygulandi ve 3’er aylik
araliklar ile yakindan takip edildi. Temmuz 1989’da, beyin
metastazl tanisindan 7 ay sonra yapilan tetkiklerinde
gaitada gizli kan (GGK) testi pozitifligi bulundu. Bunun
uzerine yapilan kolonoskopide, ¢ekumda, terminal ileum
ve mezosunu da invaze eden 7x8x8 cm buytklugunde kitle
tespit edildi. Hastaya Temmuz 1989’da timorin komplet
eksizyonu ve lenf nodu diseksiyonunu iceren genisletilmis
sag hemikolektomi ameliyati yapildi. Patolojik tan1 kolon
adenokarsinoma olarak raporlandi. Hasta 5-floroturasil
(FU) ve folinik asit (FA) kombinasyonundan olusan 6 kur
adjuvan kemoterapi (KT) ald.

Adjuvan KT'yi takiben hasta belirli periyotlar ile 1990’dan
itibaren 13 yil boyunca takip edildi. Nisan 2002'de
hastada anemi ve GGK testi pozitifligi saptandi. Yapilan
kolonoskopide inen kolon ile sigmoid kolon bileskesinde
ulserovejetan kitle tespit edildi ve alman biyopsi
adenokarsinoma olarak raporlandi. Lezyon temiz cerrahi
sinirlar ile subtotal kolektomi ameliyat1 yapilarak cikarildi.
Patolojik tan1 dustk dereceli diferansiye adenokarsinoma,
Dukes C olarak raporlandi. Ik ameliyaundaki kolon
tamora orijini cekum olan hastanin, inen kolon ve sigmoid
kolon bileskesindeki tumora farkl orijinlerinden dolayi,
ilk lezyon ile ilgisi olmayan, ikinci bir primer odak olarak
kabul edildi. Hastada uzak organ metastaz1 yoktu. Tekrar
cekilen beyin MRG tetkikinde niiks kitle gorulmedi. Alt
aylik araliklarla takibine devam edilen hasta beyin metastazi
cikarldiktan sonra 15 yil yasamis ve 2004 yilinda kansere
bagli nedenler ile olmustur.

Olgu 2
Altmis bir yasinda erkek hasta Kasim 2014 tarihinde
baslayan goz (epiphora) sikayeti

sulanmasi ile goz

doktoruna basvurmus. Tibbi 6z gec¢misinde tip 2 diabetes
mellitus ve hipertansiyon mevcut. Yapilan goz muayenesi
neticesinde gorulen papil 6deminin intrakraniyal yerlesimli
bir  patolojiden
hastanin noroloji klinigi tarafindan tetkikleri yapildi.
Cekilen beyin MRG tetkikinde sag tarafta oksipital lob ve
gri pariyetal lob lokalizasyonunda duizensiz konturlu 37x45
mm buyuklaginde, cevresinde 6dem alanlar1 olan solid
kitle lezyonu goruldi. Beyindeki kitlenin metastaz lehine
degerlendirilmesi nedeniyle primer odag arastirihrken
yapilan kolonoskopide, rektumda kitle tespit edildi.
Kolonoskopik biyopsi sonucu adenokarsinoma olarak
raporlandi. Karsinoembriyonik antijen ve karbonhidrat
antijen 19-9 degerleri normal olan hastaya Ocak ve
Haziran 2015 tarihleri arasinda rektumdaki lezyon icin 28
giin, beyinde yerlesmis lezyon icin ise 18 gun fraksiyone
radyoterapi ve 12 kir KT (FA, 5-FU ve irinotekandan
olusan 3’lu rejim) alacak sekilde beyin ve rektum icin
neoadjuvan kemoradyoterapi uygulandi. Hasta primer KT
ve lokal radyoterapi tedavisinden 9-10 hafta sonra rektuma
yonelik cerrahi islem icin klinige yatirildi. Laparoskopik
cerrahinin Kafa ici basing¢ artis sendromuna yol acabilecegi
degerlendirildigi icin hastaya Temmuz 2015’te acik yontem
ile asag1 anterior rezeksiyon, dentat hat hizasindan 2
cm’ye koloanal diiz anastomoz ve koruyucu loop ileostomi
ameliyat1 yapildi. Postoperatif patolojik tani, rektum
yerlesimli 3,5 cm ¢apinda, orta derecede diferansiye misinoz
adenokarsinoma (AJCC 7. versiyon 2010, T3; NO; Mla;
Evre IVa) olarak raporlandi. Hasta cerrahi sifa ile taburcu
edildikten sonra 3’er ay aralar ile takibe alindi. Kasim
2014’te yapilan beyin MRG tetkikinde yaklasik 4x4 ¢cm olan
metastatik intrakraniyal kitlesi, Agustos 2015 tarihinde
yapilan MRG tetkikinde 7x8 cm olarak tespit edildi.
Bunun tzerine hastaya Ekim 2015’te ndronavigasyon ile
kraniyotomi ve metastazektomi ameliyat1 yapildi. Adjuvan
KT’sini takiben Aralik 2015’te hastaya ileostomi kapatilmasi
ameliyati yapildi. Ocak 2016’da kansere bagl nedenler ile
kaybedilen hasta beyin metastazi tanis1 konulduktan sonra
16 ay yasamistir.

kaynaklanabilecegi  degerlendirilerek

Tartisma

Metastatik beyin kitlesi yaygin olmayip, siklikla baska
bir bolgedeki hastalikla iligkilidir. Daha
intrakraniyal timorlerin %10-15’inin metastatik oldugu
%20-40
bildirilmektedir.1.2,3.4.5.9 Akciger ya da karaciger metastazi

Oncesinde

dustunulmekteyken simdi bu oran olarak
olmaksizin primer kolon kanserinin ilk bulgusunun beyin
metastazl olmasi ¢cok nadir bir durum olup literaturde cok
az olgu mevcuttur.10,11,12 Metastatik timoriin intrakraniyal
yayilim duzeni ve odak sayisi primer tumorun kaynag:

ve tipi ile iligkilidir. Santral sinir sistemi timorlerinde




Kaymak ve ark.
Beyin Metastazi ve Kolorektal Kanserler

prognozu etkileyen bazi faktorler vardir. Bunlar: - Metastatik
odaklarin boyutu ve sayist, - Peritimoral 6demin genisligi ve
farmakolojik ajanlara cevabi, - Kitlenin rezeke edilebilirligi
ve metastatik timor rezeksiyonu ile aym tarafta lokal
rekurrens olasiligl, - Primer timorun radyosensitivitesi,
- Metastatik tamor tanisinin  konulma zamani, yani
precocious prezentasyon ya da metakron prezentasyon
olup olmadigidir.3:4.8 Yetiskinlerde beyin metastazlari; %41
akciger, %19 meme, %10 malign melanoma, %7 GIS, %4
kolorektal ve %3 genitotriner sistem (bobrek) kaynaklidir.13
Kolorektal sistemin intrakraniyal metastaz sikliklary,
rektum %33, sigmoid kolon %23, cekum ve cikan kolon
%15, rektosigmoid kolon %9, inen kolon %4, transvers
kolon %1 olarak gorilmektedir.!4 Kolorektal kanserli
hastalarin %1-3unde tani konuldugu anda beyin metastazi
mevcutken, %10 unda ise hastaligin seyri boyunca beyin
metastaz1  gelismektedir.7.15  Kolorektal = kanserlerin
beyin metastazlarinda tedaviyi belirleyen baz1 faktorler
vardir. Bunlar hastanin performansi, primer kanserin
lokalizasyonu, evresi ve tipi, beyindeki lezyonlarin sayisi
ve yeri, leptomeningeal hastaligin varligidir.16 Metastatik
tamor hucreleri beyne hematojen yol ile yayilirlar. Arteriyel
dolasim beyne esas ulasim yolunu saglar, ancak pelvik ve
retroperitoneal kanserlerde hiucrelerin kucuk bir kismi
Batson’s pleksusu (vertebral venoz sistem) yoluyla beyne
ulasabilir.# Beyindeki metastazlar siklikla vaskiiler yapilarin
boyutunun kuculdagu ve emboli icin tuzak olan gri-
beyaz bileske bolgesinde bulunur.17 Beyin metastazlarinin
yaklasik %801 serebral hemisferlerde, %15’i serebellumda
ve %5’i beyin sapinda bulunur. Bizim her iki olgumuzda
da lezyonlar serebral hemisferlerde yerlesmisti. Beyin
metastazlarinin, kan-beyin-bariyerinin bozulmas ile iliskili
oldugu molekiler arastirmalar ile gosterilmistir. Kolon,
meme ve bobrek (renal cell ca) kanseri metastazlar siklikla
tek iken (%37-50), malign melanoma ve akciger kanseri
metastazlart cok sayidadir (%63).18,19 Bu hastalarda bas
agrisi en yaygin basvuru sikayetidir. Bizim ilk olgumuzda
da gorulen fokal gugsuzluk, papil 6demi, fokal jeneralize
nobetler yaygin olarak gortilen bulgulardir.20 Nadir olarak,
bizim ikinci olgumuzda oldugu gibi, baska semptomlarin
arastirilmasi
saptanabilmektedir.

sirasinda  tesadifen beyin metastazlar
Beyin metastazlarinda en iyi diagnostik tani yontemi
kontrasth MRG ve bilgisayarli tomografi tetkikleridir. Bu
sayede metastazlar, primer beyin timord, apse, serebral
infarkt ve hemorajiden ayirt edilebilmektedir. Tam icin
genellikle anjiografi ve/veyabiyopsiye ihtiyac duyulmaktadir.
Stereotaktik biyopsi beyin dokusu elde etmek icin en
givenli ve uygun yaklasim olmustur.2! Tedavi edilmemis
beyin metastazlarinin prognozu kotit olup, ortalama yasam

siiresi yaklasik 4 haftadir.22

Tek bir odakta beyin metastazi olan hastalar icin en
iyi tedavi yaklasimi; tam beyin radyoterapi, cerrahi
ve stereotaktik radyocerrahidir.23.24 Metastatik beyin
lezyonunun cerrahi olarak cikartilmasi daha uzun yasam
siresi saglamaktadir.2526 Beyin metastazlarinin artan
farkindalig, erken tani ve agresif tedavi ile beyin metastazi
olan kolorektal kanserli hastalarin yasam strelerinde
artis (3,5-7,13 ay) saglanabilir. Beyin metastaz1 gelismesi
siklikla kota prognoz gostergesi olmasimma ragmen beyin
metastazina bagh semptomlarin cogunu geriye dondirmek
ve hastalarin yasam kalitesinde 6nemli ilerlemeler saglamak
arttk mumkun olabilmektedir. Vagn-Hansen ve Rafaelsen®
kendi o0zel serilerinde cerrahi yaptiklar1 hastalarin yasam
sirelerinin yapilmayanlardan 1 ay daha fazla oldugunu
belirtmistir. Malafosse ve ark.,3 kemoradyoterapi ile agresif
cerrahi tedavi uygulanan kraniyektomili hastalarin yasam
surelerinde, uygulanmayanlara oranla 6nemli derecede
artis (86,6+17,35 gun veya 2,9+0,59 ay) saglandigini
belirtmistir. Metastazektomi onkolojik cerrahide yaygin
bir pratiktir.4.8 Nadir bir sekilde hicbir hastaligin belirtisi
olmaksizin beyinde metastatik bir lezyon bulunabilir. Bu
durumda, metastazektomi (metastatik lezyonlar icin yapilan
kraniyotomi) yasam stiresini uzatmak icin gereklidir.5.27
Bizim ilk olgumuz metastatik kanser tanisi aldiktan sonra
15 yil yasamistir. Bu sture literatur ile karsilastirildiginda
belirgin sekilde uzun bulundu. Biz bu durumun olguya ait
tamoran biyolojik davranisina bagh oldugunu dusunduk.
Bu olgunun bir diger ilgin¢ yonu de 13 yil sonrasinda
ortaya cikan sekonder kolon malignitesidir. Ikinci olgumuz
ise metastatik kanser tanisi aldiktan sonra 16 ay yasamis
olup bu sire literatiirde en iyi prognoza sahip olanlar ile
paraleldir.

Sonug olarak, konu tzerine olgu serilerinin az olmasina ve
bizim serimizde de iki olgu olmasina ragmen akilda tutulmasi
gereken birka¢ husus vardir. -Kolorektal kanserlerde nadir
de olsa beynin bir metastaz alani oldugu, -tedavide onceligin
semptom yapmis beyin metastazlari oldugu ve cerrahi
tam rezeksiyonun gerektigi, -primer odagin neoadjuvan
kemoradyoterapi sonrasinda giivenli cerrahi siirlar ve
onkolojik prensipler ile rezeksiyonu ve -hasta takibinde
multidisipliner yaklasim gerektigi akilda tutulmalidir.
Diger taraftan onkogenlerin molekiiler temeli tzerine ve
malign huicrelerin nasil davranacaginin belirlenmesi tizerine
bilgiler hizli bir sekilde artmaktadir. Bizim bu 2 olgudaki
deneyimimiz, kolon kanserlerinin yaygin olarak kabul
edilen prognostik faktorleri arasinda, tumor biyolojisinin
onemli faktorlerden birisi oldugudur.

Etik
Hasta Onayr: Calismamiza dahil edilen tim hastalardan
bilgilendirilmis onam formu alinmistr.
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