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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 Hastaliklart
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 Directory of Open
Access Journals (DOAJ), CINAHL Ultimate, British Library, Root Indexing,
Idealonline, 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/.

This journal is licensed under a Creative Commons 3.0 International License.
Permission Requests

Permission required for use any published under CC-BY-NC license with
commercial purposes (selling, etc.) to protect copyright owner and author rights).
Republication and reproduction of images or tables in any published material
should be done with proper citation of source providing authors names; article title;
journal title; year (volume) and page of publication; copyright year of the article.

Instructions for Authors
Instructions for authors are published in the journal and at www.turkishjcrd.com
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.

Financial expenses of the journal are covered by Turkish Society of Colon and
Rectal Surgery.

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 their 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.

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 Kat: 2, Sisli, Istanbul, Turkiye
Telephone: +90 (212) 356 01 75-76-77

Gsm: +90 (532) 300 72 36

Fax: +90 (212) 356 01 78

Online Manuscript Submission: www.journalagent.com/krhd

Web page: www.turkishjerd.com

E-mail: info@turkishjcrd.com

Advertisement / Publisher Corresponding Address

For requests concerning advertising, please contact the Publisher:
Galenos Yaymevi Tic. Ltd. Sti.

Address: Molla Garani Cad. 22/2 34093 Findikzade-Istanbul-Ttrkiye
Telephone: +90 (212) 621 99 25

Fax: +90 (212) 621 99 27

Web page: www.galenos.com.tr

E-mail: info@galenos.com.tr
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Amac ve Kapsam

Turk Kolon ve Rektum Hastaliklan Dergisi, Turk Kolon ve Rektum Cerrahi
Derneginin resmi dergisidir. Bu dernek; ince barsak, kolon, rektum, antis ve pelvik
taban hastaliklan gibi hastaliklarin yonetimi ile iliskili epidemiyoloijk patolojik,
tanisal 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/) yayimlanr.

Derginin hedef kitlesini; cerrahlar, patologlar, onkologlar, gastroenterologlar ve
kolorektal hastalarina hizmet veren profesyoneller olusturur. Derginin amact;
uluslararasi duzeyde en yuksek bilimsel ve klinik degeri olan orijinal calismalar
yaymlamakur. Bunlara ek olarak derleme (review) makaleleri, olgu sunumlari,
teknik notlar, editore mektuplar, editéryal yorumlar, egitim yazilarn ve kongre/
toplanti duyurular yer almaktadir.

Derginin Turkee eski adi; Kolon ve Rektum Hastaliklar: Dergisi ve Ingﬂizce eski
ad1; Journal of Diseases of the Colon and Rectum’dur.

Tiirk Kolon ve Rektum Hastaliklar1 Dergisi, Directory of Open Access Journals
(DOAJ), CINAHL Ultimate, British Library, Root Indexing, Idealonline, Turk
Auf Dizini ve TirkMedline’de indekslenmektedir.

Tirk Kolon ve Rektum Hastaliklan Dergisi, Ingilizce ve Turkge olarak yayimlanan;
bagimsiz, hakemli, uluslararasi bir dergidir. Eserler, hem hakemler hem de otorler
tarafindan “cift kor hakem denetimi (peer review)” yontemi ile degerlendirilir.
Turk Kolon ve Rektum Hastaliklar1 Dergisi'nin Editér Kurulu, World Association
of Medical Editors (WAME) politikalarma bagh olarak yurtuttlmektedir. 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 tuzere acik erisime imkan vermektedir. Actk Erisim Ilkesi “Budapeste
Acik  Erisim Girisimi  (BOAD” http://www.budapestopenaccessinitiative.org/
kurallarma dayanmaktadir.

Bu dergi Creative Commons 3.0 Uluslararas Lisanst ile lisanslanmustir.

Izinler

Ticari amaclarla CC-BY-NC lisanst altinda yaymlanan her hangi bir kullamm
(satis vb.) telif hakk: sahibi ve yazar haklarmm korunmasi i¢in izin gereklidir.
Yaynlanan herhangi bir materyalde figure veya tablolarn yeniden yayimlanmasi
ve cogaltlmasi, kaynagin baslik ve makalelerin yazarlar ile dogru alintilanmasiyla
yapilmalidir.

Derginin mali giderleri Tirk Kolon ve Rektum Cerrahi Dernegi tarafindan
karsilanmaktadir.

Yazarlar icin Kilavuz

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

Telif Hakki Devri

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

Dergi asitsiz kagida basilimaktadr.

Derginin mali giderleri Turk Kolon ve Rektum Cerrahi Dernegi tarafindan
karsilanmaktadir.

Editoryal Politika

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

Editor yardimeisi, her yaziy1 gerekli ogeleri sagladigi ve yazar kilavuzuna uyumu
acismdan 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. Yardimel editor de diger gozlemcilerle birlikte gozlemci olarak
atanabilir. Gozlemci incelemesinin ardindan yazilar editor kurul toplantisinda
degerlendirilir.

Turk Kolon ve Rektum Hastaliklar Dergisi'nin editor ve editor kurulu tyeleri aktif
arastirmacilardir. Kendi arastirmalanmin da Turk Kolon ve Rektum Hastaliklar
Dergisinde yaymlanmasini pek ala arzu edebilirler. Bu durum cikar sorunlar
dogurabilir. Bu yazilar, yaziy1 yazan editor(ler) tarafindan degerlendirilemez. Bu
gibi durumlarda bu streg, (editorlerin yazi basvurularinda) yazilarm uzman olan
bagimsiz kisiler tarafindan incelenmesiyle asilabilir.

Abonelik Bilgileri

Turk Kolon ve Rektum Hastaliklan Dergisi, Tturk Kolon ve Rektum Cerrahisi
Turkiye'deki
dagitilmaktadir. Yaymlanmis ttum sayilar ticretsiz 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

Dernegi uyelerine, Diinyada ve kiitiiphanelere  tcretsiz

Web sayfas1: www.turkishjcrd.com

E-posta: info@turkishjerd.com

Reklam-Duyuru / Yaymevi Yazisma Adresi

Talepleriniz icin lutfen yayma 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 sayfas1: www.galenos.com.tr



Turkish Journal of

COLORECTAL DI

SEASE

Instruction for Authors

GENERAL INFORMATION

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

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

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

Accepted manuscripts are published in both Turkish and English
languages.

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

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

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

EDITORIAL POLICIES

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

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

AUTHOR GUIDELINES

Forms Required with Submission:

Copyright Transfer Statement

Disclosure Statement

Cover Letter

Manuscript Submission Guidelines
Manuscript Preparation Guidelines

Text Formatting

Title Page

Article Types

Original Articles

Invited Review Articles

Case Reports

Technical Notes

Letters to Editor

Editorial Comments

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

Payment

Forms Required with Submission

Copyright Transfer Statement

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

Disclosure Statement

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

“Conlflicts 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.

The ORCID (Open Researcher and Contributor ID) number of
the correspondence author should be provided while sending the
manuscript. A free registration can create at http://orcid.org.

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 (*.rtf). 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 J
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): e1000097.) (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).
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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.

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.icmije.org/faq.html). Authors
of randomized controlled trials must adhere to the CONSORT
guidelines, available at: www.consort-statement.org, and provide
both a CONSORT checklist and flow diagram. We require that
you choose the MS Word template at www.consort-statement.org
for the flow chart and cite/upload it in the manuscript as a figure.
In addition, submitted manuscripts must include the unique
registration number in the Abstract as evidence of registration.

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

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

Original Articles should be organized as follows:

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

Aim: What was the purpose of the study?

Method: A brief description of the materials - patients or subjects
(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:/Awvww.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.
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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
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 Report: 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 doubrt,
this may result in the Editor-in-Chief's implementation of the
following measures, including, but not limited to:

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

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

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

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

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

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

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

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

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

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

If applicable (where such a committee exists): “All procedures
performed in studies involving animals were in accordance with
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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:

“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 Illustrations

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



Turkish Journal of

COLORECTAL DISEASE

Yazarlara Bilgi

GENEL BILGI

Turk Kolon ve Rektum Hastahiklar Dergisi, Ttirk Kolon ve Rektum
Cerrahisi Derneginin dergisidir. Derginin misyonu; ince bagirsak, kolon,
rektum, ants ve pelvik taban bozukluklan hakkndaki bilgiye katki
saglamakur. Dergi daha once baska bir yerde yaymlanmamus olmast
kosuluyla, derginin kapsamu ile ilgili ve talep tizerine yazilan derleme
makaleleri, arastirma makaleleri, kisa raporlar ve editére mektuplar ve
olgu sunumlarini yaymlamaktadir. Randomize, kohort, kesitsel ve vaka
kontrol cahismalan gibi temel bilim yazilarina éncelik verilir. Alamnda
bilinen uzmanlarca talep tzerine yazilan derlemeler dikkate alinacakr.
Yazilar ICMJE yonergelerine gore (http://www.icmje.org/) hazirlanmahdir.
Tum yazilar dergi tarafindan benimsenen stile uygunluk saglamak icin
editoryal kontrol ve diizeltmelere tabi tutulmaktadir. Derginin cift kor
bir degerlendirme sistemi vardir. Degerlendirilen ve kabul edilen yaymlar
Tarkceden Ingilizceye veya Ingilizceden Turkgeye derginin profesyonel
ceviri hizmeti aracihgyla terctime edilir. Yayinlanmadan once, ceviriler
onay veya dizeltme istekleri icin yazarlara gonderilir ve 7 gin icinde geri
donus talep edilir. Bu stire i¢inde yamt alinamazsa, geviri kontrol ve yayin
kurulu tarafindan onaylanr.

Kabul edilen yayinlar hem Tiirkce hem de Ingilize olarak yaymlanir.
Turk Kolon ve Rektum Hastaliklart Dergisine gonderilen tim yaymlar
‘Thenticate’ yazilmi kullanilarak intihal acisindan taramr. Intihal
saptanan durumlarda yaym iade veya reddedilir.

Trk Kolon ve Rektum Hastaliklan Dergisi, makale gonderme veya islem
tcreti adh altnda herhangi bir tcret talep etmemektedir.

Turk Kolon ve Rektum Hastaliklan Dergisinin kisaltmasi “TJCD"dir,
ancak, refere edildiginde “Turk J Colorectal Dis” olarak kullanilmalidir.

YAYIN POLITIKASI
Tum makaleler bilimsel katkilan, ozginlik ve icerikleri acismdan
bilimsel komite tarafindan degerlendirilecektir. Yazarlar verilerinin
dogrulugundan sorumludurlar. Dergi gerekli gordugi yerlerde dil ve
uygun degisiklik yapma hakkini sakh tutar. Gereginde makale revizyon
icin yazara gonderilir. Dergide basilan yaym derginin mali haline gelir ve
telif hakk: “Ttirk Kolon ve Rektum Hastaliklari Dergisi” adina almmus olur.
Daha 6nce herhangi bir dilde yaymlanms makaleler dergide yaymlanmak
tuzere kabul edilmeyecektir. Yazarlar bir baska dergide yaymlanmak tizere
olan makaleyi teslim edemez. Tum degisiklikler, yazar ve yaymcmn
yazih izin alindiktan sonra yapilacakur. Tiéim makalelerin tam metinleri
derginin www journalagent.com/krhd web sitesinden indirilebilir.
YAZAR KILAVUZU
Makale gonderilirken sunulmasi gereken formlar:
Telif hakki devir bildirimi
Aciklama bildirimi
Ust yaz1
Makale Gonderme Kurallart
Makale Hazirlama Kurallari
Metin bicimlendirme
Giris sayfast
Yaym tipleri
Orijinal Makaleler
Talepli derlemeler
Olgu sunumlart
Teknik notlar
Editore mektuplar
Editoryal Yorumlar
Yazarlarm Etik Sorumluluklar:
Insan katilimcih arastirma ve/veya hayvan deneyleri
Bilgilendirilmis Onam
Makale Gonderilirken Sunulmas: Gereken Formlar:
Telif Hakki Devir Bildirimi

Yaymnlarn bilimsel ve etik sorumlulugu yazarlarina aittir. Yazilarn telif
hakki ise Turk Kolon ve Rektum Hastahklar Dergisine aittir. Yazarlar

yaymlarn dogruluk ve iceriginden ve kaynaklarm dogrulugundan
sorumludur. Yaymlanmak tzere gonderilen tim yaymlara Telif
Hakki Devir Formu (telif hakki transferi) eslik etmelidir. Ttm yazarlar
tarafindan imzalanarak gonderilen bu form ile yazarlar, ilgili yayimn ve
icerdigi datamn baska bir yaym organma gonderilmedigini veya baska
bir dergide yaymlanmadigin beyan ederler. Ayrica bu belge yazarlarm
bilimsel katk: ve tim sorumluluklarinn ifadesidir.

Aciklama Bildirimi

Cikar catismalari: Yazarlar, finansal, kurumsal, damsmanlik seklinde ya
da herhangi bir cikar catsmasima yol acabilecek baska iliskiler de dahil
olmak tuzere yayindaki ilgili tim olasi ¢ikar catismalarim belirtilmelidir.
Herhangi bir cikar catismas yoksa da bu da acikea belirtilmelidir. Ttim
finansman kaynaklan yazimin i¢inde belirtilmelidir. Finansman kaynaklart
ve ilgili tim cikar causmalan yazmmn bashk sayfasmda “Finansman ve
Kaynak Catismalar1:” baghg ile yer almahdir.

Ust Yaz1

Yazarlar, yazinmn icinde malzemenin elektronik ortam da dahil olmak tizere
herhangi bir baska bir yerde yayimlanmak tzere gonderilmedigini veya
planlanmadigm tst yazida belirtmelidir. Yine “Kurumsal Degerlendirme
Kurulu” (KDK) onay1 alimp alinmadigi ve 2013 yih Helsinki Bildirgesine
esdeger kilavuzlarm izlenip izlenmedigi belirtilmelidir. Aksi takdirde, bir
aciklama temin edilmelidir. Ust yaz1; adres, telefon, faks ve ilgili yazarm
e-posta adresini icermelidir.

Makale Yazim Kurallar

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

Makale gonderimi yapilirken sorumlu yazarn ORCID (Open Researcher
ve Contributor ID) numarasi belirtilmelidir. http://orcid.org adresinden
ticretsiz olarak kayit olusturabilir.

Online Basvuru

Gecikmeyi onlemek ve hizli hakemlik i¢in sadece cevrim ici
gonderimler kabul edilir. Yazilar word belgesi (*.doc) veya zengin
metin bi¢imi (*.rtf) olarak hazirlanmahdir. www journalagent.com/
krhd adresinde web oturumu actiktan sonra “Makale gonder” ikonuna
uklaymn. Tum yazarlar, gerekli bilgileri sisteme girdikten sonra bir
sifre ve bir kullanic1 ad1 alir. Kendi sifre ve kullanmici adiniz ile makale
gonderme sistemine kayit olduktan sonra yazimn isleme ahnmasinda
bir gecikme olmamast icin gerekli tim bilgileri saglamak icin sistemin
yonergelerini dikkatlice okuyunuz. Makaleyi ve tum sekil, tablo ve
ek doktimanlan ekleyiniz. Ayrica tst yazi ve “Telif Hakki ve Finansal
Durum” formunu ve yazimin tipine gore asagida belirtilen kilavuzlarn
kontrol listesini ekleyiniz.

Makale Hazirlama Kurallart

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

Yazarlar yaymlarmi gonderirken, calismalarinin tartini 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
hazirlanmas asagidaki calisma tasarmm kurallarma uymak zorundadr;
(CONSORT statement for randomized controlled trials (Moher D,
Schultz KF, Altman D, for the CONSORT Group.

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

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

STARD checklist for the reporting of studies of diagnostic accuracy
(Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA, Glasziou PP, Irwig LM,

et al., for the STARD Group. Towards complete and accurate reporting
of studies of diagnostic accuracy: the STARD initiative. Ann Intern Med
2003;138:40-4) (http:/www.stard-statement.org/);

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

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

Metin Bicimlendirme

Yazilar Word programu ile hazirlanarak teslim edilmelidir.

- Metin i¢in normal, diiz yazi tipi kullanm (6rmegin, 10 punto Times
Roman).

- Sayfa numaras i¢in otomatik sayfa numaralandirma islevini kullanin.

- Alan fonksiyonlari kullanmaym.

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

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

- Dosyamzi .docx formatnda (Word 2007 veya ustil) ya da .doc
formatinda (eski Word strtim) kaydedin.

Giris sayfast

Tum yazilar, makale tiirti ne olursa olsun, asagidakileri iceren bir baglk
sayfast ile baglamalidur:

- Makalenin bashg;

- Makalenin kisa bashgy;

- Yazarlarin isimleri, isimlerinin bas harfleri ve her yazarn akademik
tmvan;

- Her yazarm gorevi;

- Her yazarm kurumu;

- Yazarin adi ve e-posta adresi;

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

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

- Varsa yaymn yaymlanmis oldugu bilimsel toplantmm tarihi, yeri ve
varsa kongre ozet kitabmdaki ozeti.

Makale Tipleri
Orijinal Makaleler

Bu kategori, klinik ve temel bilimde orijinal arastirmalan icerir. Yaymn
orijinal olmal ve baska bir dergide yaymnlanmis/gonderilmis ya da
kabul edilmis olmamalidir. Yazarlar, herhangi biri tarafindan bir dergiye
gonderilmis, baskida veya basilmus ilgili herhangi bir ¢ahsmaya aufta
bulunmak istiyorlarsa acikea atifta bulunulmal ve kaynak gosterilmelidir.

Tum klinik cahsmalar, Uluslararast Tip Dergisi Editorler Komitesince
(ICMJE) kabul goren bir kayit sistemine kayith olmalidir. Bunun icin http:/
www.icmje.org/faq.html adresine muracaat edin. Randomize kontrolli
cahsmalarm  yazarlan da, www.consort-statement.org adresinden
basvurulabilen CONSORT kilavuzuna uymalidir ve yaymlanyla birlikte
CONSORT kontrol listesi ve akis diyagramu teblig edilmelidir. Akis
semasl olarak www.consort-statement.org adresinde bulunan MS Word
sablonunun kullaniimasi ve bunun yaymin icinde bir alint veya bir figir
olarak yerlestirilmesi gereklidir. Buna ek olarak, sunulan yaymlar her
yayma spesifik verilen 6zel kayit numarasin icermelidir.

Tum yazarlarm, insan tizerindeki cahsmalar ve hayvan deneylerinde
etik standartlara uymalan beklenmektedir. Insan tzerindeki veya
laboratuvar hayvanlar iceren cahsmalarda, yazarlarm yaymmn Gereg
ve Yontem kisminda deney protokolintn ilgili kurumsal inceleme
komitesi tarafindan onaylandigim ve sorumlu devlet kurumu kurallarma
uydugunu actk bir dille aciklamalari gereklidir. Insan tuzerindeki
cahismalarda kurumsal inceleme kurulu onayma ek olarak, aydinlatilms
onam da bulunmahdr.

Orijinal Makaleler (6zet, kaynaklar, tablolar, rakamlar hari¢) 3000 kelime
ve dort figirit asmamahdir.
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Orijinal Makaleler asagidaki gibi organize edilmelidir:
Ozet: Ozet 250 kelimeyi gecmemeli ve sunlan icermelidir;
Amag: Cahismanin amaci nedir?

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

Bulgular: Ana bulgular nelerdir?
Sonug: Calismann ana sonuglan ve etkileri nelerdir?

Anahtar kelimeler: Ozetin alunda en az 3 anahtar kelime veriniz.
Kisaltmalan anahtar kelime olarak kullanmayimz.

Giris: Agik bir dille calismanin amag ve gerekgesini belirtin ve calismanin
arka planm aciklarken sadece en énemli kaynaklardan almti yapm.

Gerec ve Yontem: Gozlemsel veya deneysel deneklerin (hastalar, deney
hayvanlan veya kontrol gruplan dahil) secim seklini aciklayin. Deney
protokolimntin ilgili kurumsal inceleme komitesi tarafindan onaylandigim
ve ilgili devlet kurumu kurallarma uydugunu agik bir dille aciklaym.
Insan calismast durumunda, tim sahuslarm aydmlaulmis onamlarnin
alindigm acik bir dille belirtin. Yontem, cihaz ve trtmleri tammlaym
(Parantez icinde tiretici firma adi ve adresi)** Uygulanms olan tim
prosedurler, diger cahismacilarm aym deneyi tekrar edebilecekleri detay
ve netlikte anlanlmahdir. Istatistiksel yontemler de dahil olmak tizere
yerlesik ve yaygm olarak bilinen calhisma yontemleri icin kaynaklar
belirtilmelidir. Yaymlanms ancak yaygn olarak bilinmeyen yontemler
icin ise kaynaklar ve kisa tammlamalar verilmelidir. Kullanma sebepleri
ve limitasyonlan belirtilmelidir.

Bulgular: Istatistiksel yontemlerle desteklenmis bulgularmzi ayrmul
olarak sunun. Sekil ve tablolar metni tekrar degil, takviye etmelidir.
Verilerin hem metinde hem figir olarak verilmemesi gerekir. Metin
veya figiirden birisi olarak verilmesi yeterlidir. Sadece kendi 6nemli
izlenimlerinizi ~ belirtin.  Kendi izlenimlerinizi  digerlerininkiyle
karsilastirmaym. Bu tir karsilastirma ve yorumlar tartisma bolimtinde
yapilmalidir.

Tartisma: Bulgularmizin 6nem ve anlamim vurgulaymn ancak bulgular
kisminda verilenleri tekrarlamaym. Fikirlerinizi yalmzca bulgularnmizla
kamtlayabildiklerinizle smirh tutun. Bulgulanmzi  digerlerininkiyle
karsilastirm. Bu boltimde yeni veriler bulunmamahdr.

Tesekkir: Sadece calismaya ciddi katkilarda bulunmus kisilere tesekkur
edin. Yazarlar ismen tesekkir ettikleri herkesten yazih izin almak
zorundadir. Tesekkir kismmna “Yazarlar ....tesekkir eder” seklinde
baslaym.

Yazarhk ve Katka Saglayanlar: Dergi, biyomedikal dergilere gonderilen
yaymlara yonelik ICMJE tavsiyelerini izler. Buna gore “yazarlk” asagidaki
dort kritere dayali olmahdir:

Yazar;

- Yaymnin konsept veya dizaynina, calismanin verilerinin elde edilmesine,
analizine ve yorumlanmasina énemli katkilar veren; ve

- Isi hazirlayan veya entellekttel icerik acisindan elestirel bicimde gozden
geciren; ve

- Yaynlanacak son sekli onaylayan; ve

- Cabsmanm her bir boliminun dogrulugu ve butinlugi ile ilgili
sorunlart uygun bir sekilde inceleyen ve ¢oziim saglayan sorumlu kisidir.

Bu sartlann hepsini saglamayan diger ttim katulmalar yazar degil,
“Tesekkur” bolumtinde amlmast gereken katki saglamus kisilerdir.

Kaynaklar: Kaynaklar1 1'den bagslayarak Arap rakamlan ve alfabetik sira
ile verin. Kaynak numaralan ctimle sonunda noktadan sonra tistte kiicuik
rakamlar seklinde (superscript) yazilmahdir. Kisaltmalar icin gerekli
standartlan http:/www.bilimterimleri.com adresinde bulunan Ttirk Bilim
Terimleri Kilavuzu'ndan edinin.

Dergi bashklan “Cumulated Index Medicus” kisaltmalarna uygun
olmalidir.

Dergiden: Yazar/yazarlarm soyadi ve adimn ilk harfi, makale baghg;, dergi
bashig: ve derginin 6zgun kisaltmasi, yaym tarihi, baski, kapsayici sayfa
numaralarim icermelidir.

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

Kitap Boliumii: Yazar/yazarlann soyadi ve adimn ilk harfi, bolum bashg,
kitap editorleri, kitap bashgl, basim, yaym yeri, yaym tarihi, kapsadigt
sayfa numaralarin icermelidir

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

Tablolar: Tiim tablolar Arapca sayilarla numaralandimlmahdir. Tam
tablolardan metin icerisinde numara sirasi ile bahsedilmelidir. Her tablo
i¢in tablonun icerigi hakkinda bilgi veren bir baglik verin. Baska yaymdan
alinu olan tim tablolar tablonun alt kisminda kaynak olarak belirtin.
Tabloda dipnotlar tablonun altinda, tst karakter olarak kiictik harflerle
verilmelidir. Istatistiksel anlamh degerler ve diger ¢nemli istatistiksel
degerler yildiz ile isaretlenmelidir.

Sekiller: Sekillerin “Windows” ile agilmasi gerekir. Renkli sekiller veya
gri tonlu gortntiler en az 300 dpi olmalidir. Sekiller ana metinden ayn
olarak “* tiff”, “* jpg” veya “* pdf” formatnda kaydedilmelidir. Ttm sekil
ayn bir sayfada hazirlanmali ve Arap rakamlan ile numaralandinimahdir.
Her sekilde kendisindeki isaret ve sembolleri aciklayan bir alt yazi
olmalidir. Sekil gonderme icin yazardan hicbir ek ticret alinmaz.

Olcit Birimleri ve Kisaltmalar: Olct birimleri System International (SI)
birimleri cinsinden olmahdir. Kisaltmalardan bashkta kacimilmaldir.
Sadece standart kisaltmalar kullanin. Metinde kisaltma kullamilirsa ilk
kullanldig1 yerde tammlanmahdr.

Izinler: Yazarlar yaymlarma onceden baska bir yerde yaymlanmus
sekil, tablo, ya da metin bolamleri dahil etmek isterlerse telif hakki
sahiplerinden izin alinmasi ve bu izin belgelerinin yaymnla beraber
degerlendirmeye gonderilmesi gerekmektedir. Boyle bir belgenin eslik
etmedigi her materyalin yazara ait oldugu kabul edilecektir.

Davetli (Talep tzerine yazilan) Derlemeler

Ozet uzunlugu: 250 kelimeyi asmamalidur.

Makale uzunlugu: 4000 kelimeyi asmamalidir.

Kaynak sayis1: 100 kaynag) asmamahdir.

Derlemeler, tzerine konuyla ilgili yeni bir hipotez ya da calisma
oturtulabilecek bir sonug icermelidir. Literatur taramasi metodlarim veya
kamit duizeyi yontemlerini yayinlamaym. Derleme makaleleri hazirlayacak
yazarlarn ilgili konuda 6nceden arastirma makaleleri yayimlamis olmast
gerekir. Cahismanin yeni ve 5nemli bulgulan sonug bolumunde vurgulamr
ve yorumlanmahdir. Derlemelerde maksimum iki yazar olmalidr.

Olgu Sunumlart

Ozet uzunlugu: 100 kelimeyi asmamalidur.

Makale uzunlugu: 1000 kelimeyi asmamalidr.

Kaynak sayisi: 15 kaynag asmamalidur.

Olgu Sunumlan asagidaki gibi yapilandinlmahdr:

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

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

Olgu Sunumu: Bu boltimde ilk tani ve sonug da dahil olmak tizere olgu
ayrintih olarak anlatlir.

Tartisma: Bu boltimde ilgili literatur kisaca gozden gecirilir ve sunulan
olgunun, hastahga bakisimzi ve yaklagimimzi nasil degistirebilecegi
vurgulanir.

Kaynaklar: Vancouver tarzi, (yukarida ‘Kaynaklar’ bolumine bakimiz).
Tesekkiir

Tablolar ve sekiller

Teknik Notlar

Ozet uzunlugu: 250 kelimeyi asmamalidir.

Makale uzunlugu: 1200 kelimeyi asmamalidr.

Kaynak Sayist: 15 kaynag asmamahdir.

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

Teknik Notlar asagidaki gibi organize edilmelidir:

Ozet: Asagidaki gibi yapilandinlmahdr:

Amag: Bu cahsmamn amaci nedir?

Yontem: Kullanilan yontemlerin, hastalar ya da saghkh gontllilerin veya
hayvanlarin tamm, malzemeler hakkinda kisa bir aciklama.

Bulgular: Ana bulgular nelerdir?

Sonug: Bu calismanim ana sonuglar ve etkileri nelerdir?
Endikasyonlar

Yontem

Diger yontemlerle karsilastinlmasi: Avantaj ve dezavantajlari, zorluklar ve
komplikasyonlar.

Kaynaklar: Vancouver tarz1 (yukarida ‘Kaynaklar’ boliimune bakiniz)

Tesekkiir
Tablolar ve sekiller; alt yazilan dahil

Editore Mektuplar
Makale uzunlugu: 500 kelimeyi asmamalidir.
Kaynak Sayis1: 10 kaynag asmamalidir.

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

Editoryal Yorumlar
Makale uzunlugu: 1000 kelimeyi asmamaliir.
Kaynak Sayis1: 10 kaynag asmamalidur.

Editoryal yorumlar sadece editor tarafindan kaleme almir. Editoryal
yorumlarda aym konu hakkinda baska yerlerde yaymlanms yazilar
hakkinda fikir veya yorumlar belirtilir. Tek bir yazar tercih edilir.
Ozet gerekli degildir, ancak lutfen kisa bir bashk ekleyiniz. Editoryal
gonderimler revizyon/gozden gecirme talebine tabi tutulabilir. Editorler,
metin stilini degistirme hakkim sakli tutar.

Etik
Bu dergi, bilimsel kayitlarm buttnligint korumay tahhtit etmektedir.
Yayin Etik Komitesi (COPE) tyesi olarak, dergi olasi olumsuz

davramslarla nasil basa cikilacagl konusunda Yaym Etik Komitesi (COPE)
kalavuzlarm takip edecektir.

Yazarlar arastirma sonuglarim yanhs sunmaktan; derginin guvenilirligine,
bilimsel yazarlik profesyonelligine ve en sonunda ttim bilimsel cabalara
zarar verebileceginden dolayi, sakinmahdir. Arastirma buttinluginun
stirdtirilmesi ve bunun sunumu, iyi bilimsel uygulama kurallarm takip
ederek basarihir. Bu da sunlan icerir:

- Yazih eser degerlendirilmek tuzere es zamanh birden fazla dergiye
gonderilmemelidir.

- Yazih eser daha onceki bir eserin gelistirilmesi olmadik¢a, daha énce
(kismen ya da tamamen) yaymlanmamis olmahdir. [Metnin yeniden
kullamldig1 imasindan kaginmak i¢in tekrar kullarlabilir materyallerde
seffaflik saglaym (“self-plagiarism™kisinin kendinden intihali”)].

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

- Veriler, sonuglarmizi desteklemek icin fabrikasyon (uydurma) ya da
mantiple edilmis olmamalidir.

- Yazarn kendine ait olmayan hicbir veri, metin veya teori kendininmis
gibi sunulmamahdir (intihal). Diger eserlerin kullanim, (eserin
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birebir kopyalanmasi, ¢zetlenmesi ve/veya baska kelimeler kullanarak
aciklanmasini da iceren) ya telif hakki korunacak sekilde izin alnarak
ya da urnak isareti icinde birebir kopyalanarak uygun onay ile
kullamlmahdir.

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

- Eser sunulmadan énce sorumlu makamlardan ve calismamn yapildigt
enstitkuruluslardan-zimnen veya actkca-onay alimmasmm yani sira tim
yazarlardan acikea onay alinmus olmalidur.

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

Bununla beraber:

- Yazarlik veya yazarlann sira degisiklikleri eserin kabultinden sonra
yapilamaz

- Yazmin revizyon asamasinda, yaym oncesi veya yaymlandiktan sonra
yazar isim eklenmesi veya ¢ikanilmasi istemi; ciddi bir konudur ve gecerli
sebepler oldugunda degerlendirilebilir. Yazar degisikligi gerekeesi; hakh
gerekeeli, inandircl ve sadece tim yazarlarm yazih onayr alindiktan
sonra; ve yeni/silinmis yazarm rolit silme hakkinda ikna edici ayrmtl
bir actklama ile kabul edilebilir. Revizyon asamasmda degisiklik olmast
halinde, bir mektup revise edilmis yayma eslik etmelidir. Yayma kabul
edildikten veya yaymlandiktan sonra degisiklik olmast halinde, bu
istek ve gerekli dokiimantasyonun yaymci yoluyla editore gonderilmesi
gerekmektedir. Gerek goruldugunde bu istegin gerceklesmesi icin daha
fazla dokuman talep edilebilir. Degisikligin kabul veya red karan dergi
editoru insiyatifindedir. Bu nedenle, yaymmn gonderilmesi asamasinda
yazar/yazarlar; gonderecekleri ilgili yazar grubunun isim dogrulugundan
sorumludur.

- Yazarlardan sonuglarm gecerliligini dogrulamak amaciyla verilerin
ilgili belgelerinin istenmesi halinde bu verileri gondermek icin hazir
bulundurulmahdir. Bunlar, ham veri, 6rnekler, kayit vb. seklinde
olabilir.

Gorevi kottye kullanma ya da suistimal stuphesi halinde dergi COPE
yonergeleri izleyerek bir sorusturma ytriitecektir. Sorusturmanmn
ardindan, iddia gecerli goruntiyorsa, yazara sorunu gidermek icin bir
firsat verilecektir.

Usulstizluk, stiphe seviyesinde kaldigimda; dergi editori asagidaki
yollardan birine basvurabilir;

- Makale halen stipheli ise, reddedilip yazara iade edilebilir.

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

- Hatal yaymn ve geri cekme durumlannda aciklayict not yaymlamr ve
yazarm kurumu bilgilendirilir.

Insan ve Hayvan Arastirmalar

Insan Haklan Beyannamesi

insan katuhmh arastirmalar; 1964 Helsinki Deklarasyonuna ve
sonrasinda yaymmlanan iyilestirici ilkelere uygun olmahdir ve yazarlar
tarafindan kurumsal ve/veya ulusal etik kurul komitelerine basvurulup
onay alinmis oldugu beyan edilmelidir.

Arastirmanin 1964 Helsinki Deklarasyonu veya kiyaslanabilir standartlara
gore yurutilmesi ile ilgili siphe durumunda, yazarlar bu durumun
nedenlerini aciklamak zorundadir ve bagimsiz etik kurullan veya diger
degerlendirme kurullan aracihgiyla stiphelerin giderilmesi gerekmektedir.

Asagida belirtilen durumlar yaz1 icerisinde “Kaynaklar” bolamuinden énce
yer almalidir:

Etik Kurul Onayr: “Calismada insanlara uygulanan tum prosedirler
kurumsal ve ulusal arastirma kurullarimin etik standartlarma, 1964
Helsinki Deklarasyonu'na ve sonrasinda yayimlanan iyilestirici ilkelere
uygun olmaldir.”

Retrospektif calismalarda, asagida belirtilen ctimle yer almahdir.

“Bu tiir cahsmalarda yazih onam gerekmemektedir.”

Hayvan Haklar1 Beyannamesi

Arastirmalarda kullamlan hayvanlann refahma saygl gosterilmelidir.
Hayvan deneylerinde, yazarlar hayvanlarin bakiminda ve kullammnda
uluslararasi, ulusal ve/veya kurumsal olarak olusturulmus kilavuzlara
uymaldir ve cahsmalar icin kurumdaki veya cahsmanm yapildig
veya yurttildugu merkezdeki (eger boyle bir merkez varsa) Klinik
Arastirmalar Etik Kurulundan onay alinmahdr.

Hayvanlar ile yurttilen ¢ahsmalarda, asagida belirtilen durumlar yazi
icerisinde ‘Kaynaklar’ bolimunden 6nce yer almahdir:

Etik Kurul Onayr: “Hayvanlann bakim ve kullammu ile ilgili olarak
uluslararasi, ulusal ve/veya kurumsal olarak olusturulmus tim kilavuzlara
uyulmustur.”

Eger uygun bulunduysa (komitenin bulundugu merkezde): “Hayvan
calismalarinda yapilan tim uygulamalar kurumsal veya cahsmanm
yuratildugi merkez tarafindan belirlenmis etik kurallara uyumludur.”
Eger makale insan ya da hayvan katulmh bir calisma degilse, litfen
asagida yer alan uygun durumlardan birini seciniz:

“Bu makalenin yazarlan insan katihmh bir cahsma olmadigm
bildirmektedir.”
“Bu makalenin
bildirmektedir.”

“Bu makalenin yazarlari insan kaulimh veya hayvan kullarlan bir calisma
olmadigim bildirmektedir.”

yazarlan  calismada hayvan  kullamlmadigim

Bilgilendirilmis Onam

Buttin bireyler ihlal edilemeyecek kisisel haklara sahiptir. Cahismada yer
alan bireyler, elde edilen kisisel bilgilere, calismada gecen gortismelere
ve elde edilen fotograflara ne olacagi konusunda karar verebilme
hakkma sahiptir. Bundan dolay1, calismaya dahil etmeden énce yazili
bilgilendirilmis onam alinmasi énemlidir. Bilimsel olarak gerekli degilse
ve katihmailardan (veya katihmer yetkin degilse ebeveynlerinden veya
velilerinden) basilmasi icin yazili onam alinmadiysa, katulimcilara ait
detaylar (isimleri, dogum gunleri, kimlik numaralari ve diger bilgileri)
tanmmlayict bilgilerini, fotograflarmi ve genetik profillerini igerecek
sekilde yazih formda basimamahdir. Tam gizlilik saglanmasmin zor
oldugu durumlarda, bilgilendirilmis onam formu supheyi icerecek
sekilde diizenlenmelidir. Omnegin fotografta katlmcilann goz kisminm
maskelenmesi gizlilik acisindan yeterli olmayabilir. Eger karakteristik
ozellikler gizlilik acisindan degistirilirse, drnegin genetik profilde, yazar
yapilan degisikligin bilimsel olarak sorun olusturmadigindan emin
olmahdr.

Asagidaki ifade belirtilmelidir:

Bilgilendirilmis ~ Onam:  “Cahsmadaki tim  kauhmeclardan

bilgilendirilmis onam alinmistir.”

Eger makalede katulimalarn tammlayici bilgileri yer alacaksa, asagidaki
ifade belirtilmelidir:

“Makalede Kkisisel bilgileri kullanilan tim kauhmeilardan ayrica
bilgilendirilmis onam almmstir.”

DEGERLENDIRME SURECI

Turk Kolon ve Rektum Hastaliklan Dergisine gonderilen tiim yazilar,
sisteme yuklendikten sonra ilk 6nce editéryal kurul tarafindan derginin
ama¢ ve hedeflerine uygunluk ve temel sartlan saglama yonunden
degerlendirilecektir. Yazilar, konusunda uzman dergi hakemlerine
degerlendirilmek tizere gonderilecektir. Tum kabul edilen yazilar
yayimlanmadan once, istatistik ve Ingiliz dili konusunda uzman editorler
tarafindan  degerlendirilecektir. Sayfalarm ilk gozden gecirilmesinden
sonra, hakem yorumlan 6n karar vermek icin Editor'e gonderilecektir.
Bu asamada, ilk degerlendirmede bulunanlarn dustincesi dogrultusunda,
yazi kabul edilebilir, reddedilebilir veya yazida diizeltme yapilmasi
istenebilir. Ilk degerlendirme sonrasinda degerli bulunan makaleler icin
genellikle diizeltme istenir. Duzeltilen makaleler ilk karardan sonraki 2
ay icerisinde tekrar dergiye gonderilmelidir. Stire uzatmalan yardime
editorden 2 ayhk stire bitmeden en az 2 hafta énce talep edilmelidir.
Ttrk Kolon ve Rektum Hastaliklar Dergisi tarafindan, 2 aylik dizeltme
suresi sona erdikten sonra, yazi kabul edilmeyecektir. Diizeltme yapilan
yazilar sisteme tekrar yuklendikten sonra degerlendirilmek tizere

(genellikle ilk degerlendirmeyi yapan hakeme) gonderilecektir. Sonuc
olarak yayimlanma karan verildikten sonra, baski oncesi Teknik Editor
tarafmdan son kez degerlendirilecektir ve iletisim kurulacak olan yazara
gozden gecirme ve son dizenlemeleri yapmak tizere isaretlenmis bir
ntishast elektronik ortamda gonderilecektir.

DUZELTME SONRASI GONDERILMESI

Revize edilmis bir versiyonu gonderirken yazar, yorumcular tarafindan
ele alinan her konuyu ayrmtih olarak aciklamali ve nokta nokta ayrmul
olarak “yorumlara yamt” sunmahdir ve ardmdan belgenin aciklamal
kopyast bulunmalidir (her yorumcunun yorumu nerede bulunabilir,
yazarin cevap ve satir numaralar gibi yapilan degisiklikler).

Bunun yam sira ana revize yazi, kabul mektubu tarihinden itibaren 30
gin icinde teslim edilmelidir. Yazmmin revize edilmis versiyonunun
tanman stire icinde verilmemesi durumunda, revizyon secenegi iptal
edilebilir. Yazar(lar) ek stirenin gerekli oldugunu dustinuyorsa, ilk 30
glinluk stire bitmeden, uzatmay1 talep etmelidir.

INGILIZCE YAZIM

Tum yazilar yayimlanmadan once 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 yaklasik bir hafta icerisinde tamamen auf
yapilabilir “Kabul Edilmis Makale” seklinde online olarak yaymnlanacaktir.

Telif Hakkinin Devri

Yaymmlayan dergiye (veya basim ve yayma haklarmm ayn oldugu
yapilarda ayn olarak) makalenin telif hakkimn devri gerekmektedir.
Telif yasalan geregi bilginin yayilmas ve korunmasi daha givenli olarak
saglanacakur.

Resimler

Renkli cizimlerin yayimlanmas ticretsizdir.

Basim Oncesi Son Kontrol (Proof Reading)

Amag; dizgi kontrolinu saglamak veya dontstiirme hatalarm fark etmek,
buttnlik ve netlik agisindan yaziy1, tablolar ve sekilleri kontrol etmektir.

Yeni bulgu ekleme, degerlerde diizeltme, baslikta ve yazarlarda 6nemli
degisikliklere editor izni olmadan mtisade edilmemektedir.

Online olarak yayimlandiktan sonra yapilacak degisikliklerde, Erratum
tizerinden form olusturulup makaleye erisim saglayacak baglant
olusturulmasi gerekmektedir.

ERKEN YAYIN

Kabul edilmis yazmm bask: icin timtt hazirlamirken online olarak ozet
hali yayimlamr. Kabul edilen yaz1 kontrolden gectikten sonra, yazarlar
son duzeltmeleri yaptiktan sonra ve tim degisiklikler yapildiktan
sonra yazi online olarak yayimlanacakur. Bu asamada yaziya DOI
(Digital Object Identifier) numaras verilecektir. Her iki forma da www.
journalagent.com/krhd adresinden ulasilabilecektir. Kabul edilen yazimn
yazarlar elektronik ortamdaki sayfalan cikti olarak aldiktan sonra
proofreading yapmak, téim yaziy1, tablolar, sekilleri ve kaynaklari kontrol
etmekle sorumludur. Baskida gecikme olmamast i¢in 48 saat icinde sayfa
kontrolleri yapilms olmalidir.
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Esteemed colleagues,

After a refreshing summer holiday, here we are with a brand new issue. For this
issue we selected four research articles, a letter to the editor, and four case reports
that we believe you will read with interest.

Among these is an interesting research article about the difficulties stoma
patients experience after being discharged and what can be done to reduce these
anxieties. You will also find a small study evaluating the outcomes of a new
treatment approach for patients with pilonidal sinus, which has a considerable
place in general surgery practices in our country and can sometimes present a
challenge. The issue also includes a study highlighting the importance of the
recently popularized lymph node ratio as a prognostic factor in colorectal cancer
and two studies evaluating the results and reliability of extracorporeal suturing to
reduce the cost of laparoscopic appendectomy.

In addition to these valuable research articles, we present four case reports
featuring excellent images of conditions which are rarely encountered in daily
practice and we hope you will find interesting. Of these reports, the case of
intussusception due to malignant melanoma metastasis is particularly intriguing.
The other three case reports included in this issue are also engaging.

Meanwhile, our journal is continuing to develop and mature. During the summer,
the journal was accepted to another index, the Directory of Open Access Journals
index. The evaluation process for the Ulakbim index should be completed in the
near future. We look forward to receiving your support in order to become even
stronger in the coming issue.

Best regards until the next issue...

Tahsin Colak, MD
Editor-in-Chief

Editorial/Editoryal

Sevgili meslektaslarim,

Giizel bir yaz ve tatil donemi sonrast yepyeni bir sayt ile karsimzdayiz. Bu sayiyt
ilgiyle okuyacagimizi tahmin ettigimiz dort arastirma makalesi, bir editore mektup ve
dort olgu sunumundan olusturduk.

Stomali bireylerin eve taburcu edildikten sonra neler yasadiklar ve bu anksiyetelerini
azaltmak icin neler yapilabilecegi konusunda ilgin¢ bir arastirma yazisina yer
verildi. Bununla birlikte, tilkemizde genel cerrahi pratiginde oldukca genis bir yer
tutan ve zaman zaman tedavisinde stkintt cekilen pilonidal siniis hastaliginda yeni
bir tedavi yonteminin sonuclarmt degerlendiren kiiciik bir calisma bulacaksiniz.
Son dénemlerde popiilerize olan ve kolorektal kanserde prognostik éonemi olan lenf
nodu oramnin énemini vurgulayan bir calismayr ve laparoskopik apendektomi
ameliyatinda maliyeti diistirmek icin ekstrakorporiyal sutiirtin sonuclanm ve
givenilirligini vurgulayan iki arastirma da bu derginin iceriginde sunuldu.

Bu degerli arastirma yazilanmin yamnda giinlik pratikte nadiren karsilastigimiz ve
ilging bulacagimzi umdugumuz dort olgu sunumunu harika gorsellerle sunuyoruz.
Bu olgular icinde malign melenom metastazina bagh olusan bir intussusepsiyon
olgusu oldukca ilgi cekiciydi. Bunun yamnda birbirinden ilginc tic olgu daha bu
sayida sunuldu.

Dergimiz siireg icinde gelismeye ve olgunlasmaya devam etmektedir. Bu yaz donemi
icinde dergi yeni bir indekse daha katildi: Directory of Open Access Journals indeksi.
Kisa bir sure icinde ise Ulakbim indeksi icin degerlendirme surecinin bitmesini
bekliyoruz. Gelecek sayida sizin desteklerinizi daha giiclii bekledigimizi belirmek
isteriz.

Yeni sayida bulusmak dilegiyle...

Dr. Tahsin Colak
Bas Editor
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Polypropylene Manual Knotting for Closure of Appendix
Stump During Laparoscopic Appendectomy

Laparoskopik Apendektomide Polipropilen Kullanilarak Yapilan Manuel
DUgumun Yeri

Ozlem Zeliha Sert
Ercis State Hospital, Clinic of General Surgery, Van, Turkey

T ABSTRACT M —

Aim: To evaluate the results of patients in whom the appendix stump was closed with a hand-made loop using polypropylene suture during
laparoscopic appendectomy.

Method: The files of 25 patients who underwent laparoscopic appendectomy in the Ercis State Hospital Clinic of General Surgery between August 2016
and October 2016 were retrospectively screened. During surgery, the appendix stump was closed with an extracorporeal knot using polypropylene.
Patients were assessed for age, sex, American Society of Anesthesiology (ASA) score, smoking history, operation time, length of hospital stay,
conversion rate to open procedure, postoperative complications, and follow-up. Patients were followed until skin sutures were removed.

Results: Mean age was 31+2 years and there were 16 women and 9 men in this study. Seventeen patients were ASA I, six were ASA 1II, and two
were ASA III. Thirty percent of the patients were smokers. Mean operation time was 35 minutes and mean hospital stay was 1.4 days. Two patients
(14%) had perforated appendicitis, the rest were not perforated (86%). Postoperative complications included wound infection in one patient, and
subcutaneous emphysema and persistent pneumoperitoneum in one patient. Follow-up time was 14 days for all patients.

Conclusion: The reliability of appendix stump closure using polyglactin or silk suture by manual knotting during laparoscopic appendectomy has
been reported previously. This study demonstrates that appendix stump closure using polypropylene suture is reliable with some limitations.
Keywords: Acute appendicitis, laparoscopic appendectomy, manual knot, polypropylene

11 GO Z

Amag: Bu calismada laparoskopik apendektomide apendiks gudugunin polipropilen ile yapilan manuel dugum kullamilarak kapatlmasmin
sonuclarimin degerlendirilmesi amaclanmistir.

Yontem: Calisma icin Agustos 2016-Ekim 2016 tarihleri arasinda Ercis Devlet Hastanesi Genel Cerrahi Klinigi'nde laparoskopik apendektomi yapilan
25 hastanin dosyalar: retrospektif olarak incelendi. Ameliyat esnasinda apendiks gudugu biitiin hastalarda polipropilen sutur ile ekstrakorporal digum
teknigi kullanilarak baglandi. Hastalar yas, cinsiyet, Amerikan Anestezistler Dernegi (ASA) skoru, sigara kullanimi, operasyon stiresi, hastanede kalis
stiresi, acitk yonteme dontis oranlari, postoperatif komplikasyonlar, takip stireleri gozden gecirildi. Hastalar deri stuturleri alinana kadar takip edildi.
Bulgular: Hastalarin ortalama yasi 31+2 idi. Calismada 16 kadin, 9 erkek mevcuttu. On yedi hasta ASA 1, alt1 hasta ASA 11, iki hasta ASA 1II idi.
Sigara kullanim oran1 %30 idi. Operasyon stiresi ortalama 35 dakika iken hastanede kalis stresi ortalama 1,4 giin idi. Yirmi bes hastanin ikisi perfore
apandisitti (%14), geri kalanlarda ise perforasyon tespit edilmedi (%86). Tki hastada perforasyon olmasina ragmen hicbir hastada aciga déniis olmadu.
Postoperatif komplikasyon olarak bir hastada yara yeri enfeksiyonu ve bir hastada ise deri altt amfizem gelisti. Takip stiresi tium hastalar icin 14 gin
olmustur.

Sonug: Laparoskopik apendektomide apendiks gudiuguntin daha once yapilan arastirmalarda poliglaktin veya ipek sutir kullanilarak manuel
olarak kapatilmasinin giivenilirligi arastirilmistir. Bu calismada ise, polipropilen sttur kullanilarak yapilan laparoskopik apendektomide apendiks
guduguntin manuel kapatilmasinin bazi sinirlamalar olmakla birlikte giivenilir oldugu goruldi.

Anahtar Kelimeler: Akut apandisit, laparoskopik apendektomi, manuel dagum, polipropilen
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Introduction

Acute appendicitis is the most common reason for
emergency abdominal surgery. Open appendectomy
remains the gold standard in the treatment of appendicitis.
In 1983, Semm' first proposed laparoscopic appendectomy
as an alternative to open appendectomy. Some studies have
demonstrated that laparoscopic appendectomy provides
better cosmetic results, shorter hospitalization time,
less pain, and faster return to daily life relative to open
appendectomy.”? Moreover, it has been proven to be a
good diagnostic tool for suspicious cases, especially among
women.>* Closing the appendiceal stump is the most
important step of the appendectomy procedure because
most complications develop as a result of leakage from the
stump.

Polypropylene suture material is non-absorbable, and
one of its advantages is that it elicits very little tissue
reaction.” Furthermore, it is less likely to promote bacterial
colonization due to its monofilament construction and
uninterrupted surface.® Compared to natural products,
polypropylene causes less inflammation.”

Many methods are used to close the stump during
laparoscopic  appendectomy.
endoloop, polymeric clips, titanium clips, and endostapler
are the most commonly employed.?*!® There are numerous

Intracorporeal knotting,

studies in these methods,
particularly in terms of operation time and complications.
The aim of the present study was to present outcomes of

closing the appendiceal stump with polypropylene suture.

the literature comparing

Materials and Methods

The files of 25 patients for whom an extracorporeal knot
made with polypropylene was used to close the appendix
stump during laparoscopic appendectomy in the Ercis State
Hospital Clinic of General Surgery between August 2016
and October 2016 were retrospectively screened.

Data regarding the patients’ age, sex, American Society of
Anesthesiology (ASA) score, smoking history, operation
time, length of hospital stay, conversion rate to open
procedure, postoperative complications and follow-up
time were recorded using Microsoft Excel 2016 software.
In accordance with the Declaration of Helsinki, informed
consent was obtained from all patients prior to the study.
First generation cephalosporin was given as prophylaxis.
All procedures were performed by the same surgeon and
under general anesthesia. A 10-mm infraumbilical trocar,
5-mm left paramedian trocar, and 5-mm suprapubic
trocar were placed in all operations. Reusable tools were
used. A knot was manually prepared preoperatively using
2/0 polypropylene suture (Figure 1). The appendiceal

mesentery was cut using Enseal (Ethicon, New Jersey,
USA). The base of the appendix was extracorporeally
ligated twice from the distal end using 2/0 polypropylene
suture (Figures 2, 3). The proximal end was cut using
Enseal, the appendix was placed in a retrieval bag formed

Figure 1. Manual knot prepared preoperatively using 2/0 polypropylene
suture

Figure 2. First polypropylene suture knot positioned at the distal aspect
of the appendix
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from a surgical glove and removed through the 10-
mm trocar. Operation time was accepted as the period
from anesthesia induction to extubation. Drains were
only placed in patients with perforation. Patients were
discharged postoperatively when their overall condition
was good, vital signs were stable, and oral intake was
normal. Patients were followed for a period of 14 days,
until the skin sutures were removed.

Results

The mean age of the patients was 31+2 years. The study
included 16 females and 9 males. Seventeen patients were
ASA 1, six were ASA 11, and two were ASA III. The smoking
rate was 30%. Mean operation time was 35 minutes and mean
hospital stay was 1.4 days. Two of the 25 patients (14%)
had perforated appendicitis; perforation was not detected
in the remaining patients (86%). Despite perforation in two
patients, none of the operations were converted to open
procedures. Postoperative complications included wound
infection in one patient and subcutaneous emphysema in
one patient. The patient with subcutaneous emphysema was
rehospitalized and treated conservatively with antibiotics.
There was no mortality. Follow-up time was 14 days for all
patients (Table 1).

Discussion

Unlike  laparoscopic laparoscopic
appendectomy has not yet been accepted as a gold standard
treatment due to difficulties encountered when closing the

cholecystectomy,

stump. Although the laparoscopic appendectomy technique
is well established, many different techniques are used in
the procedure, including in trocar placement and stump
closure. Selecting the most reliable method for stump

Figure 3. Second polypropylene suture knot positioned at the distal
aspect of the appendix

closure is the crux of laparoscopic appendectomy. Surgical
stapler or endoloop have been used in previous studies to
close the stump.''? Although using an endostapler is a
simple method of closing the stump, it is more expensive
when compared with other methods.!'"">'*!> Partecke et
al.”” showed that using non-absorbable polymeric clips
is more reliable and less expensive than the endostapler.
Other studies have reported Hem-o-lok clips as a reliable
method.*"” However, these clips are not suitable when
the appendix exceeds 1 cm in diameter. Arcovedo et
al.'! compared extracorporeal knotting and stapler use
and found that only 1 in 63 patients whose stumps were
closed with extracorporeal knot developed intra-abdominal
abscess. They concluded that the extracorporeal knot is both
inexpensive and reliable for appendiceal stump closure.!
The use of simple, rapid, reliable, and less expensive metal
clips has also been proposed as an alternative method of
closing the stump.'® The results of using extracorporeal
technique with polypropylene suture for stump closure were
favorable after 14 days of follow-up in our study; however, a
comparison of reliability was not possible due to the paucity
of data in the literature.

Mayir et al.'” performed manual knotting with polyglactin
suture for closing the appendix stumps in all of their
patients, regardless of appendix diameter, and reported no
cases of leakage from the stump.

Mantoglu et al.'® used polypropylene for stump closure in
their study, but did not fully establish its reliability. There
are few studies in the literature on the reliability of using
polypropylene suture for appendiceal stump closure in
laparoscopic appendectomy.

Although the present study did not include a control group,
we found that using polypropylene suture for appendiceal
stump closure during laparoscopic appendectomy resulted
in no stump leakage.

Table 1. Findings

Age (years, mean) 31
Female 16
Male 9
ASA T 17
ASA 11 6
ASA 111 2
Cigarette use (%) 30
Surgery duration (minutes) 35
Hospitalization time (days) 1.4
Perforation rate (%) 14

ASA: American Society of Anesthesiology
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A review by Mayir et al.”? of the available literature data
showed that all of the methods were comparably reliable.
Therefore, it was determined that inexpensive and easily
applicable methods should be the first choice. Nevertheless,
the authors stated that the final decision depends on surgeon
experience, availability of equipment, cost, and the extent of
appendiceal inflammation.”

Previous studies have investigated the reliability of
manually closing the appendiceal stump in laparoscopic
appendectomy using polyglactin or silk suture. Limitations
of this study are the small sample size, retrospective
study design, and short follow-up time. In summary, we
determined that manual closure of the appendiceal stump
during laparoscopic appendectomy using a polypropylene
extracorporeal knot was reliable.
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Laparoskopik Apendektomide Polipropilen Kullanilarak
Yapilan Manuel Digimin Yeri

Polypropylene Manual Knotting for Closure of Appendix Stump During
Laparoscopic Appendectomy

Ozlem Zeliha Sert

Ercis Devlet Hastanesi, Genel Cerrahi Klinigi, Van, Turkiye

amosers. |

Amac: Bu calismada laparoskopik apendektomide apendiks gudagunun polipropilen ile yapilan manuel diagum kullanilarak kapatilmasinin
sonuclarimin degerlendirilmesi amaclanmistir.

Yontem: Calisma icin Agustos 2016-Ekim 2016 tarihleri arasinda Ercis Devlet Hastanesi Genel Cerrahi Klinigi'nde laparoskopik apendektomi yapilan
25 hastanin dosyalari retrospektif olarak incelendi. Ameliyat esnasinda apendiks guidugu bitiin hastalarda polipropilen stutur ile ekstrakorporal dugum
teknigi kullanilarak baglandi. Hastalar yas, cinsiyet, Amerikan Anestezistler Dernegi (ASA) skoru, sigara kullanimi, operasyon stiresi, hastanede kalis
stiresi, acitk yonteme dontis oranlari, postoperatif komplikasyonlar, takip stireleri gozden gecirildi. Hastalar deri stturleri alinana kadar takip edildi.
Bulgular: Hastalarin ortalama yasi 31+2 idi. Calismada 16 kadin, 9 erkek mevcuttu. On yedi hasta ASA 1, alt1 hasta ASA 11, iki hasta ASA III idi.
Sigara kullanim orani %30 idi. Operasyon stiresi ortalama 35 dakika iken hastanede kalis stresi ortalama 1,4 giin idi. Yirmi bes hastanin ikisi perfore
apandisitti (%14), geri kalanlarda ise perforasyon tespit edilmedi (%86). Iki hastada perforasyon olmasina ragmen hicbir hastada aciga doniis olmad.
Postoperatif komplikasyon olarak bir hastada yara yeri enfeksiyonu ve bir hastada ise deri alt amfizem gelisti. Takip stiresi tium hastalar icin 14 gin
olmustur.

Sonug: Laparoskopik apendektomide apendiks gudiguntin daha once yapilan arastirmalarda poliglaktin veya ipek sutir kullanilarak manuel
olarak kapatilmasinin gtivenilirligi arastirilmistir. Bu calismada ise, polipropilen stttur kullanilarak yapilan laparoskopik apendektomide apendiks
gudiguntin manuel kapatilmasinin bazi sinirlamalar olmakla birlikte giivenilir oldugu goruldu.

Anahtar Kelimeler: Akut apandisit, laparoskopik apendektomi, manuel digim, polipropilen

[ ABSTRACT -

Aim: To evaluate the results of patients in whom the appendix stump was closed with a hand-made loop using polypropylene suture during
laparoscopic appendectomy.

Method: The files of 25 patients who underwent laparoscopic appendectomy in the Ercis State Hospital Clinic of General Surgery between August 2016
and October 2016 were retrospectively screened. During surgery, the appendix stump was closed with an extracorporeal knot using polypropylene.
Patients were assessed for age, sex, American Society of Anesthesiology (ASA) score, smoking history, operation time, length of hospital stay,
conversion rate to open procedure, postoperative complications, and follow-up. Patients were followed until skin sutures were removed.

Results: Mean age was 31+2 years and there were 16 women and 9 men in this study. Seventeen patients were ASA 1, six were ASA II, and two
were ASA TII. Thirty percent of the patients were smokers. Mean operation time was 35 minutes and mean hospital stay was 1.4 days. Two patients
(14%) had perforated appendicitis, the rest were not perforated (86%). Postoperative complications included wound infection in one patient, and
subcutaneous emphysema and persistent pneumoperitoneum in one patient. Follow-up time was 14 days for all patients.

Conclusion: The reliability of appendix stump closure using polyglactin or silk suture by manual knotting during laparoscopic appendectomy has
been reported previously. This study demonstrates that appendix stump closure using polypropylene suture is reliable with some limitations.
Keywords: Acute appendicitis, laparoscopic appendectomy, manual knot, polypropylene
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Giris

Akut apandisit, en yaygin abdominal acil cerrahi
prosediur  gerektiren  patolojidir.  Tedavisinde hala
actk apendektomi altin standart yaklasimdir. Acik

apendektomiye alternatif olarak Semm' ilk kez 1983
yilinda laparoskopik apendektomiyi
calismalar, acik apendektomiye oranla daha iyi kozmetik
sonuclar, hastanede kalis suresinin kisaligi, daha az agn
ve gunluk yasama daha hizli donts acisindan laparoskopik
apendektominin daha avantajli oldugunu gostermislerdir.>?
Dahasi stupheli olgularda, 6zellikle kadinlarda iyi bir tam
aract oldugu kanmitlanmistir.>* Apendektomi isleminin en

tariflemistir. Baz1

onemli kismi apendiks gudugunun kapatilmasidir, canku
komplikasyonlarin  cogu guduk kacirmasi
gelismektedir.

nedeniyle

Polipropilen sutiir non-absorbabl olup, avantajlarindan biri
oldukca az doku reaksiyonu gostermesidir.” Bununla beraber
monofilaman yapist ve devamlilik arz eden ytizeyinden
dolay1 bakteri uremesine daha az neden olmaktadir.® Diger
yapay olmayan trunlere oranla daha az enflamasyona sebep
olmaktadir.”

Laparoskopik apendektomide guduk kapamada bircok
yontem kullanilmaktadir. Intrakorporal baglama, endoloop,
polimerik klipsler, titanyum klipsler ve endostapler bunlar
arasinda en yaygin kullanilanlardir.%%!° Literatirde, bu
yontemleri ozellikle ameliyat sturesi ve komplikasyonlar:
acisindan karsilastiran bircok calisma bulunmaktadir.
Bu calismada apendiks giudugunun polipropilen sutur ile
kapatilmasinin sonuclarinin sunulmasini hedeflendi.

Gerec ve Yontem

Agustos 2016-Ekim 2016 tarihleri arasinda Ercis Devlet
Genel Cerrahi Kliniginde laparoskopik
apendektomi ve tekniginde polipropilen ile ekstrakorporal
dugim kullanilarak gudugu kapatilan 25 hastanin dosyalari
retrospektif olarak tarandi.

Hastanesi

Hastalar yas, cinsiyet, Amerikan Anestezistler Dernegi
(ASA) skoru, sigara kullanimi, operasyon stiresi, hastanede
kalis suresi, actk yonteme donus oranlari, postoperatif
komplikasyonlar, takip stireleri gozden gecirildi ve Microsoft
Excel 2016 programi kullanilarak kayit altina alindu.
Calismada Helsinki Bildirisi kriterlerine bagh kalinarak, her
hastadan ayrintil bilgilendirilmis onam alind.

Profilaksi 1. kusak sefalosporin ile yapildi. Tum ameliyatlar
tek bir cerrah tarafindan gerceklestirildi. Tum hastalar
genel anestezi altinda ameliyat edildi. Operasyonlarda
standart olarak 1 adet 10 mm’lik infraumbilikal, 1 adet
5 mm’lik sol paramedyan ve 1 adet 5 mm’lik suprapubik
trokar yerlestirildi. Yeniden kullanilabilir aletler kullanildu.
Preoperatif 2/0 polipropilen siitir manuel dugim yapilarak

hazirland1 (Resim 1). Apendiks mezenteri Enseal (Ethicon,
New Jersey, ABD) yardim ile kesildi. Apendiks koki
2/0 polipropilen sutur kullanilarak distalden iki kez
ekstrakorporal olarak baglandi (Resim 2, 3). Proksimal
kisstm Enseal yardimi ile kesildi ve eldiven icerisine
konularak 10 mm’lik trokardan disar1 alindi. Operasyon

Resim 1. Preoperatif 2/0 polipropilen sttir kullanilarak hazirlanan
manuel digim

Resim 2. Polipropilen sttur kullanilarak apendiks distaline yerlestirilen
birinci dugim
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stiresi anestezi inditksiyonundan ekstubasyona kadar gecen
siire olarak kabul edildi. Sadece perforasyon olan bir hastaya
dren konuldu. Postoperatif dosnemde genel durumu iyi, vital
bulgular1 stabil ve beslenmesi tam olan hastalar taburcu
edildi. Hastalar deri suturleri alinana kadar 14 gtn stre ile
takip edildi.

Bulgular

Hastalarin ortalama yasi 31+2 idi. Calismada 16 kadin,
9 erkek mevcuttu. On yedi hasta ASA I, alti hasta ASA
11, iki hasta ASA 1II idi. Sigara kullanim orani %30 idi.
Operasyon suresi ortalama 35 dakika iken hastanede
kalis suresi ortalama 1,4 gun idi. Yirmi bes hastanmin ikisi
perfore apendisitti (%14), geri kalanlarda ise perforasyon
tespit edilmedi (%86). 1ki hastada perforasyon olmasina
ragmen hicbir hastada aciga donus olmadi. Postoperatif
komplikasyon olarak bir hastada yara yeri enfeksiyonu ve
bir hastada ise deri alti amfizem gelisti. Subkuitan amfizem
gelisen hasta rehospitalize edilerek konservatif yaklasim-
antibiyotik- ile tedavi edildi. Mortalite gozlenmedi. Takip
suresi tim hastalar icin 14 gun idi (Tablo 1).

Tartisma

Laparoskopik  kolesistektominin aksine laparoskopik
apendektomi hentiz altin standart olarak kabul edilmemistir.
Baslica sebep, gudugun kapatilmasi sirasinda karsilasilan
giicluklerdir. Her ne kadar laparoskopik apendektomi
teknigi iyi yerlesmis olsa da, trokar yerlestirme ve guduk
kapama dahil olmak tizere prosediirde bircok farkli teknik
bulunmaktadir. Laparoskopik apendektomide en onemli
nokta guduk kapamada en guvenli yontemi secmektir.
Onceki calismalarda, guduk kapamada cerrahlar stapler
yada endoloop kullanmislardir.'"'* Endostapler kullanilarak

Resim 3. Polipropilen sttur kullanilarak apendiks distaline yerlestirilen
ikinci dugam

guduk kapama basit bir yontem olmakla birlikte diger
yontemlerle karsilastinldiginda daha pahalidir.!'t121*1°
Partecke ve ark."” absorbe edilmeyen polimerik klips
kullaniminin
oldugunu gostermistir. Diger taraftan bazi calismalarda
Hem-o-lok klipsin guivenli yontem oldugu belirtilmistir.*'>
Ancak apendiks cap1 1 cm’den fazla oldugunda bu klipsler

endostaplerden daha givenli ve ucuz

uygun degildir. Arcovedo ve ark.!! ekstrakorporal dugum
ile stapler kullanimini karsilastirmis ve ekstrakorporal
baglama ile yapilmis 63 hasta arasinda sadece bir hastada
intraabdominal apse gelistigini tespit etmistir. Boylece
yazarlar ekstrakorporal baglamanin gudik kapamada
ucuz ve guvenli yontem oldugunu belirtmislerdir.!* Basit,
hizli, gtvenli ve daha ucuz olan metal klips kullanimi
guduk kapamada diger bir alternatif yontem olarak
sunulmustur.’ Bu calismada giiduk kapamada polipropilen
satur ile ekstrakorporal teknik kullanmilarak laparoskopik
apendektomi sonuclart 14 ginluk takip ile iyi olmakla
beraber mevcut literatirde yeterli veri olmamasi nedeniyle
gavenilirligi kiyaslanamamistir.

Mayir ve ark.!'” yapug: calismada, tim hastalarda apendiks
capt ne olursa olsun gudik kapamada poliglaktin sitar
kullanarak manuel baglama yaptiklarini ve hicbir hastada
gidukten kacak olmadigini gostermislerdir.

Mantoglu ve ark.’nin'® yapugi calismada apendiks gudugunii
kapamada polipropilen kullanildigr Dbelirtilmis, ancak
guvenilirligi tam olarak ortaya konmamistir. Literatirde,
laparoskopik apendektomide polipropilen situr kullanilarak
giduk kapama yonteminin guvenilirligi ile ilgili yeterli
calisma bulunamamustir.

Bu calismada laparoskopik apendektomi esnasinda guduk
kapamada polipropilen siitir kullanilmis olup kontrol grubu
olmasa da herhangi bir gudik sizdirmas1 saptanmamaistir.
Mayir ve ark.’min' yapug derlemede literatur verileri,
butin yontemlerin benzer guvenilirlige sahip oldugunu

Tablo 1. Bulgular

Hastalarin yasi (ortalama) 31
Kadin 16
Erkek 9
ASA 1 17
ASA 11 6
ASA 111 2
Sigara kullanimi (%) 30
Ameliyat stresi (dakika) 35
Hastanede kalis stresi (gin) 14
Perforasyon orani (%) 14

ASA: Amerikan Anestezistler Dernegi
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gostermistir. Ucuz ve kolay uygulanabilir olan yontemler
ilk secenek olmas1 gerektigi belirtilmistir. Yine de son
kararin cerrahin deneyimi, ekipmanin kullanilabilirligi,
maliyet ve apendiks inflamasyonun genisligine dayandigini
belirtmislerdir."

Laparoskopik apendektomide apendiks giduguniin daha
once yapilan arastirmalarda poliglaktin veya ipek sutur
kullanilarak manuel olarak kapatilmasinin guvenilirligi
arastrilmistir. Orneklem sayisinin az, retrospektif ve takip
sturesinin kisa olmasi bu calismanmin sinirlamalarindandir.
Sonu¢ olarak, polipropilen sutir kullanilarak yapilan
laparoskopik apendektomide apendiks gudiginin manuel
kapatilmasinin guvenilir oldugu goraldu.

Etik

Etik Kurul Onay1: Retrospektif calismadir.

Hasta Onay1: Calismamiza dahil edilen tim hastalardan
bilgilendirilmis onam formu alinmistir.

Hakem Degerlendirmesi: Editorler kurulu tarafindan
degerlendirilmistir.

Finansal Destek: Calismamiz icin hicbir kurum ya da
kisiden finansal destek alinmamistir.
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The Prognostic Value of Lymph Node Ratio in Patients with
Node-Positive Colorectal Cancer

Nod-Pozitif Kolorektal Kanser Hastalarinda Lenf Nodu Oraninin Prognostik
Onemi

Niivit Duraker!, Zeynep Civelek Gaynak2, Semih Hot1

10kmeydani Training and Research Hospital, Clinic of General Surgery, istanbul, Turkey
2Bayindir Hospital, Clinic of General Surgery, istanbul, Turkey

T ABSTRACT I —

Aim: Lymph node metastasis is one of the most important prognostic factors in colorectal cancer. We investigated the prognostic value of lymph node
ratio (LNR); (the ratio of the number of metastatic lymph nodes to the number of removed lymph nodes) in node-positive colorectal cancer patients.
Method: We assessed 321 node-positive colorectal cancer patients. To determine the LNR threshold value that will separate patients in two prognostic
groups with significantly different cancer-specific survival (CSS) rates, survival analyses were conducted with LNR threshold values between 0.05 and
0.95, at increments of 0.05.

Results: In the whole series, the most significant LNR threshold value separating patients in low-risk (213 patients) and high-risk (108 patients)
groups in terms of CSS was 0.40 (p<0.001) and LNR grouping had independent prognostic significance in multivariate Cox analysis (p<0.001). CSS of
patients with tumor-node-metastasis (TNM) N1 and N2 disease was significantly different (p<0.001) and TNM nodal classification had independent
prognostic significance in Cox analysis (p<0.001). When LNR and TNM nodal groupings were included together in the Cox analysis, LNR grouping
maintained its independent prognostic significance (p<0.001), while TNM nodal grouping lost its prognostic significance (p=0.095).

Conclusion: LNR is a stronger prognostic parameter than TNM nodal grouping in separating node-positive colorectal cancer patients into prognostic
groups.

Keywords: Colorectal carcinoma, prognosis, lymph node metastasis, lymph node ratio, tumor-node-metastasis classification

0 Yz

Amac: Kolorektal kanserli hastalarda lenf nodu metastazi en énemli prognostik faktorlerden biridir. Biz nod-pozitif kolorektal kanserli hastalarda lenf
nodu oraninin (LNO); (metastatik lenf nodu sayisinin ¢ikarilan lenf nodu sayisina orani) prognostik degerini arastirdik.

Yéntem: Biz 321 nod-pozitif kolorektal kanserli hastay1 degerlendirdik. Hastalar1 anlaml derecede farkli kansere 0zgii sagkalim (KOS) oranlarina gore
iki prognostik gruba ayiracak LNO esik degerini belirlemek icin, sagkalim analizleri LNO esik degeri 0,05 arttirilarak 0,05 ve 0,95 arasinda yapildi.
Bulgular: Tim serilerde, hastalart KOS acisindan diuisik risk (213 hasta) ve yiiksek risk (108 hasta) gruplarina ayiran en anlamli LNO esik degeri
0,40 (p<0,001) idi ve cok degiskenli Cox analizlerinde LNO gruplama bagimsiz prognostik éneme sahipti (p<0,001). Tumor-nod-metastaz (TNM)
N1 ve N2 hastaligr olan hastalarin KOS'si anlamh derecede farkliydi (p<0,001) ve Cox analizinde TNM nodal simiflandirma bagimsiz prognostik
oneme sahipti (p<0,001). LNO ve TNM nodal gruplama Cox analizinde birlikte alindiginda, LNO gruplama bagimsiz prognostik 6nemini korurken
(p<0,001), TNM nodal gruplama prognostik énemini kaybetmekteydi (p=0,095).

Sonuc: Nod-pozitif kolorektal kanserli hastalar1 prognostik gruplara ayirmada LNO TNM nodal gruplamadan daha guclit bir prognostik parametredir.
Anahtar Kelimeler: Kolorektal karsinoma, prognoz, lenf nodu metastazi, lenf nodu orani, tiimér-nod-metastaz simiflama
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Introduction

Lymph node metastasis is one of the most important prognostic
factors for colorectal cancer patients with no distant metastasis
who have undergone curative resection. According to the
American Joint Cancer Commission/Union for International
Cancer Control tumor-node-metastasis (TNM) classification,
nodal disease is divided into two prognostic risk groups
depending on the number of metastatic regional lymph nodes:
N1 indicates 1-3 metastatic lymph nodes and N2 indicates 4
or more metastatic lymph nodes.! Various studies have shown
that the number of metastatic lymph nodes increases with
the number of lymph nodes removed.?**>¢ The number of
lymph nodes removed is associated with the width of the
surgical dissection, the extent of pathological examination,
and the characteristics of the tumor and patient.>#>78910.11.12.13
The minimum number of excised lymph nodes required to
stage nodal disease is specified as 7-14 in the 6™ edition of the
TNM classification and as 10-14 in the 7 edition; however,
the number of lymph nodes recommended for removal is not
taken into account when determining node-negative disease or
in grouping based on the number of metastatic lymph nodes,
and classification can be done even when fewer lymph nodes
are removed."'*!° Several studies accept the minimum lymph
nodes harvest as 12.821216171819.20 T ymph node ratio (LNR),
(the ratio of metastatic lymph nodes to total lymph nodes
removed) is a parameter that does not take into account the
minimum number of lymph nodes that need to be removed,
and numerous studies using a wide range of threshold values
have reported its prognostic significance in colon and rectum
cancers.

In the present study, we investigated the prognostic value of
LNR in node-positive (stage III) colorectal cancer patients
and whether it could contribute to the TNM classification.

Materials and Methods

Patients

Stage III colorectal cancer patients who were operated
between January 1993 and December 2004 in our surgery
unit, had no history of other malignancies, and underwent
curative resection were evaluated. Nineteen patients who
received neoadjuvant therapy, 10 patients with synchronous
colorectal cancer, 11 patients with familial adenomatous
polyposis, and 19 patients who died of complications in
the early post-operative period were not included in the
study. A total of 321 patients met the inclusion criteria for
this study. Histological stage was grouped as low-grade
(well or moderately differentiated) and high-grade (poorly
differentiated, undifferentiated, mucinous,
cell). All patients who received chemotherapy were given
a 5-fluorouracil based regimen; chemotherapy was not

signet ring

administered to 35 patients whose general condition was poor
or who rejected medical treatment. The clinicopathological
data of all patients were collected prospectively.

Survival data of the patients were obtained from the oncology
unit of our hospital or via phone calls to the patients
or their relatives. The end point of the study was patient
death. Cancer-specific survival (CSS) was defined as the
time interval between surgery and mortality due to disease
recurrence.'” For 6 patients who developed a second
malignancy, the date on which the second malignancy was
diagnosed was accepted as the final follow-up date. For the
40 patients who died of causes unrelated to cancer, date of
death was accepted as the final follow-up date.

This study was conducted in accordance with the principles
of the Declaration of Helsinki and written informed consent
was obtained from all patients prior to participation.

Statistical Analysis

In order to determine the LNR threshold value that would
divide patients into two prognostic groups based on
significantly different CSS rates, survival analyses were
made with LNR values between 0.05 and 0.95 at increments
of 0.05. Analyzes were performed on the entire series
and subgroups including patients with <12 lymph nodes
removed, 212 lymph nodes removed, TNM N1 disease, and
TNM N2 disease.

CSS curves of the patient groups were calculated and
rendered using the Kaplan-Meier method, and compared
with the log-rank test. The relative significance of prognostic
features was investigated using the Cox proportional
hazards model. All comparisons were two-tailed. P values
less than 0.05 were considered statistically significant. All
statistical analyses were performed using SPSS version 17.0
(SPSS, Inc., Chicago, Illinois, USA).

Results

The clinicopathological characteristics and treatment
specifications of the patients are shown in Table 1. One
hundred fifty-one patients (47.1%) had fewer than 12
lymph nodes removed and 170 patients (52.9%) had 12 or
more lymph nodes removed. TNM node class was stage N1
in 191 patients and N2 in 130 patients. One hundred ninety
patients died of colorectal cancer by the end of the study
in June 2013. The average follow-up time for surviving
patients was 120.1 months.

Among the entire patient population, the most significant
LNR threshold value that divided patients into low-risk
(213 patients) and high-risk (108 patients) groups based
on CSS was 0.40 (log-rank %’=66.216, p<0.001) (Figure 1),
and LNR grouping had independent prognostic significance
in multivariate Cox analyses (p<0.001) (Table 2). CSS was
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Table 1. Clinicopathological and treatment features of the Table 1. Contined
. -

Gend Elective 271 84.4
ender Urgent 50 15.6
Female 157 48.9
Male 164 511 latrogenic tumor perforation
No 296 92.2
Age, years Yes 25 7.8
Mear} 58.1 Adjuvant chemotherapy
Median 60.0 Yes 286 89.1
Range 19.0-87.0 No 35 10.9
Age, years LN: Lymph node, *LNR: Lymph node ratio
<65 211 65.7
=65 110 343 Table 2. Cox proportional hazards model analysis of the
. clinicopathological and treatment features, and lymph node ratio?
Tumor site
Colon 172 53.6
Rectum 149 46.4 Gender
Tumor si Female 109 0.59-1.07  0.140
umor size, cm Male 0.79 59-1. .
<5 102 31.8
>5 219 682 Age, years
<65 1.00
Histological grade >65 1.54 1.10-2.15 0.010
Low grade 252 78.5 :
High grade 69 215 fumor site
: 1 1.
Colon 00 0.92-1.75  0.139
T stage Rectum 1.27
T1-T2 35 10.9 Tumor size, cm
T3-T4 286 89.1 < .
2 (1)2(6) 0.62-1.21 0.412
No. of LNT removed > :
Mean 12.9 Histological grade
Median 12 Low grade 100 1.09-220 0.014
Range 143 High grade 1.55
T stage
Number of LN removed T1-T2 1.00 557 oool
<12 151 47.0 T3-T4 2.95 . . .
>
=12 170 230 Number of LN8 removed
Number of metastatic LN <12 1.00
0.77-1.43  0.731
Mean 4.1 =12 1.05
Median 3 LNR
Range 1-24 <0.40 1.00
14-3. .001
0,40 501 2.14-3.97  <0.00
N stage
N1 191 59.5 Surgery
Urgent 1.18
LNR* _ _
latrogenic tumor perforation
Mean S No 1.00
i ’ 1.12-3. .01
Median 272 Yes 185 3.07 0.016
Range 2.3-1
8 5100 Adjuvant chemotherapy
LNR Yes 1.00
0.54-1.68 0.868
<0.40 213 66.4 No 0.95

>0.40 108 33.6 TLNR: Lymph node ratio, *CI: Confidence interval, $LN: Lymph node
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significantly different in patients with TNM N1 and N2
disease (log-rank x2=29.854, p<0.001) (Figure 2) and TNM
node status had independent prognostic significance in
the Cox analysis (p<0.001) (Table 3). When the LNR and
TNM node grouping were combined in the Cox analysis,
LNR maintained its independent prognostic significance
(p<0.001), while TNM node grouping lost its prognostic
significance (p=0.095) (Table 4).

In the patient group with <12 nodes removed, the most
significant LNR threshold value discriminating low-risk
(96 patients) and high-risk (55 patients) groups based on
CSS was 0.40 (log-rank X2=42.911, p<0.001) (Figure 3).
Including both LNR and TNM node class in the Cox analysis
revealed that LNR maintained its independent prognostic
significance (p<0.001), while TNM node class, which had
prognostic significance in the univariate analysis, lost its
prognostic significance (p=0.209). Among patients with 212
lymph nodes removed, the most significant LNR threshold
value that divided patients into low-risk (117 patients)
and high-risk (53 patients) groups was also 0.40 (log-rank
%’=24.816, p<0.001) (Figure 4). When the LNR and TNM
node class were both included in the Cox analysis, LNR
grouping maintained its independent prognostic significance
(relative risk=2.10, 95% confidence interval=1.23-3.57,
p=0.006), while TNM node class, which had prognostic
significance in the univariate analysis (log-rank ’=14.014,
p=0.001) lost its prognostic significance (relative risk=1.48,
95% confidence interval=0.84-2.61, p=0.175).

1.0
0.9
0.8
0.7
0.6
LNR<0.40
0.5
0.4

0.3

0.2
LNR>0.40

Cancer-specific survival rate

0.1

0.0 | |
0 12 24

% 48 60 T2 84 9%
Time (months)

Figure 1. Cancer-specific survival rates of the patients according
to lymph node ratio (LNR) in the whole series (log-rank x2=66.216,
p<0.001); LNR £0.40 (low-risk, 213 patients) vs. LNR >0.40 (high-risk,
108 patients)

LNR: Lymph node ratio

In both the N1 and N2 patient groups, the most significant
LNR threshold value separating low-risk (167 and 46
patients, respectively) and high-risk patients (24 and 84
patients, respectively) groups was 0.40 (log-rank %’=14.357
and log-rank y°=17.530 respectively, p<0.001).

In the group of patients with LNR <0.40, there was no
significant difference (p=0.330) between the CSS rates of

Table 3. Cox proportional hazards model analysis of the
clinicopathological and treatment features, and tumor-node-
metastasis N stage

Gender
[Fl Il 1.
emate 00 0.71-129 0.817
Male 0.96
Age, years
1.
<09 00 1.06-2.06  0.019
265 1.48
Tumor site
Colon 100 1.03-1.93  0.030
Rectum 141
Tumor size, cm
<
= 1.00 0.55-1.08 0.141
>5 0.77
Histological grade
L d 1.
oW grace 00 1.13-228  0.007
High grade 1.61
T stage
T1-T2 1.
00 1.50-5.68 0.002
T3-T4 2.92
Number of LN¥ removed
12 1.
= 00 0.54-1.04 0.085
>12 0.75
N stage
N1 1.
00 1.67-3.20 <0.001
N2 231
Surgery
Electi 1.
ective 0o 0.78-1.89  0.380
Urgent 1.22
Iatrogenic tumor perforation
No 1.00 122331 0.006
Yes 2.01
Adjuvant chemotherapy
ves 1.00 0.54-1.63  0.826
No 0.94

ICI: Confidence interval, *LN: Lymph node
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patients with N1 (167 patients) and N2 (46 patients) disease.
There was also no significant difference in CSS between N1
(24 patients) and N2 (84 patients) patients with LNR >0.40
(p=0.132).

1.0
0.9
0.8
0.7
0.6 -
0.5 TNM N1
0.4
0.3

TNM N2
0.2

Cancer-specific survival rate

0.1

0-0 T T T T T T T 1
36 48 60 72 84 96

Time (months)

Figure 2. Cancer-specific survival rates of the patients according to
tumor-node-metastasis nodal disease in the whole series (log-rank
%2=29.854, p<0.001); N1 disease (191 patients) vs. N2 disease (130
patients)

TNM: Tumor-node-metastasis

LNR<0.40

Cancer-specific survival rate

LNR>0.40

0.0 T T T T T T T 1
0 12 24 36 48 60 72 84 96

Time (months)

Figure 3. Cancer-specific survival rates of the patients according to
lymph node ratio (LNR) in the patient group with the number of lymph
nodes removed <12 (log-rank %2=42.911, p<0.001); LNR <0.40 (low-
risk, 96 patients) vs. LNR >0.40 (high-risk, 55 patients)

LNR: Lymph node ratio

Discussion

The first study to investigate the prognostic significance of
LNR in colon cancer was published in 2005. In that study,
multivariate Cox analysis including both LNR and TNM node
class in patients with 210 lymph nodes removed showed that
TNM node class had no prognostic significance, while LNR
was found to be the most significant prognostic factor.”? In
a review of 16 studies, it was noted that LNR was superior
to positive node number in the prognostic classification
in stage III colon and rectal cancer patients who were not
receiving neoadjuvant therapy.” LNR was also found to be
a stronger prognostic factor than TNM node class in three
population-based studies including large numbers of colon
and colorectal cancer patients. In another population-based
study involving colon cancer patients, LNR and TNM
node class were each found to be independent prognostic
factors.**2>:26:27

In our series consisting of node-positive (stage I1I) colorectal
cancer patients not receiving neoadjuvant therapy, an LNR
of 0.40 had the highest discriminatory power between CSS
prognostic groups in analyses of the entire series as well
as subgroups of patients with <12 and 212 lymph nodes
removed. In all three of these patient groups, TNM node
class had prognostic significance in univariate analysis, but
when the LNR and node class were both included in the
Cox analysis, LNR continued to be a significant prognostic
indicator while node class lost its prognostic significance.
An LNR of 0.40 also divided patients into two prognostic

1.0
0.9
0.8
0.7
0.6
LNR<0.40
0.5

0.4

0.3

0.2 LNR>0.40

Cancer-specific survival rate

0.1

0-0\\\\\\|I
0 12 24 36 48 60 72 84 9%

Time (months)

Figure 4. Cancer-specific survival rates of the patients according to
lymph node ratio (LNR) in the patient group with the number of lymph
nodes removed 212 (log-rank %2=24.816, p<0.001); LNR <0.40 (low-
risk, 117 patients) vs. LNR >0.40 (high-risk, 53 patients)

LNR: Lymph node ratio
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groups with significantly different CSS rates in both the
TNM N1 and N2 patient groups. On the other hand, there
was no significant difference between the prognoses of N1
and N2 patients in both the group of patients with LNR
<0.40 and those with LNR >0.40. These findings indicate

Table 4. Cox proportional hazards model analysis of the
clinicopathological and treatment features, tumor-node-
metastasis N stage and lymph node ratiof

Gender
Femal 1.
emate o0 0.61-1.13  0.240
Male 0.83
Age, years
<09 1.00 1.102.15  0.011
265 1.54
Tumor site
1 1.
Colon oo 0.93-1.77 0.116
Rectum 1.29
Tumor size, cm
< 1.
> 00 0.59-1.16 0.274
>5 0.82
Histological grade
Low grade 1.00 1.07-2.15  0.018
High grade 1.52
T stage
T1-T2 1.
00 1.47-5.61 0.002
T3-T4 2.87
Number of LN8 removed
12 1.
= o0 0.67-131  0.720
>12 0.94
N stage
N1 100 0.94-2.07 0.095
N2 1.40
LNR
<0. 1.
V59 00 1.67-3.53 <0.001
>0.40 243
Surgery
Electi 1.
ective oo 0.74-185 0482
Urgent 1.17
latrogenic tumor perforation
No 1.00 1.10-3.03  0.018
Yes 1.83
Adjuvant chemotherapy
Y 1.
© 00 057-1.77  0.982
No 1.01

FLNR: Lymph node ratio, *CI: Confidence interval, $LN: Lymph node

that the LNR is a stronger prognostic parameter than TNM
node class in colorectal cancer.

To date, studies have reported varying LNR categories
to divide node-positive colon and rectal cancer patients
into prognostic groups. LNR categories have been used
to separate patients into five, three, or two prognostic gr
Oup5.6’12’16’18’19’20‘21’22’28’29’30’31’32’33’34’35’36’37’38’39’40’41’42 All Of these
studies determined that LNR has independent prognostic
significance. Studies which separated patients into 2
prognostic groups, as in our study, used LNR threshold values
0f0.16, 0.17, 0.18, 0.20, 0.25, 0.30, and 0.60.5:203738.39:4041.42
Some studies have evaluated the prognostic significance of
LNR within patient subgroups created based on number of
lymph nodes removed. LNR was shown to have prognostic
significance in groups with <10 and >10 nodes removed
and with <12 and 212 nodes removed.!*!%1819202¢ Different
authors have reported that LNR had no prognostic
significance below but did show prognostic value above
lymph node harvest thresholds of 10, 12, and 13.22°6#

In some studies, the LNR has distinguished patients with
TNM N1 and N2 disease into groups with significantly
different prognoses.'®?*333738 Another study showed that
the LNR separated N2 patients into prognostic groups with
significantly different survival rates, but could not do the
same for N1 patients.?” Some studies reported no difference
in survival rates between patients with N1 and N2 disease in
patient subgroups created according to LNR.'**

As in our study, numerous authors have reported that in
multivariate Cox analysis including LNR and TNM node
class, only LNR maintained its independent prognostic
Significance.6,12,19,30,33,34,35,36,37,38,39,40,
class also maintained its independent prognostic significance
in the Cox analysis, but LNR was found to be a stronger
prognostic factor.?

42 Tn one study, node

LNR is superior to TNM node class in separating node-
positive colorectal cancer patients into prognostic groups,
and may be useful in planning adjuvant therapy. However,
there is a need for prospective clinical studies including
sufficient numbers of patients to determine whether LNR
can be used in place of or in combination with TNM node
class, as well as to determine a standard LNR threshold
value instead of the wide range of LNR threshold values that
have been used previously.
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Nod Pozitif Kolorekt_gl Kanser Hastalarinda Lenf Nodu
Oraninin Prognostik Onemi

The Prognostic Value of Lymph Node Ratio in Patients with Node-Positive
Colorectal Cancer

Niivit Duraker!, Zeynep Civelek Gaynak2, Semih Hot1
10kmeydani Egitim ve Arastirma Hastanesi, Genel Cerrahi Klinigi, istanbul, Tiirkiye
2Bayindir Hastanesi, Genel Cerrahi Klinigi, Istanbul, Tiirkiye

amosers. |

Amac: Kolorektal kanserli hastalarda lenf nodu metastazi en énemli prognostik faktorlerden biridir. Biz nod-pozitif kolorektal kanserli hastalarda lenf
nodu oraninin (LNO); (metastatik lenf nodu sayisinin ¢ikarilan lenf nodu sayisina orani) prognostik degerini arastirdik.

Yéntem: Biz 321 nod-pozitif kolorektal kanserli hastay1 degerlendirdik. Hastalar1 anlamh derecede farkli kansere 0zgii sagkalim (KOS) oranlarina gore
iki prognostik gruba ayiracak LNO esik degerini belirlemek icin, sagkalim analizleri LNO esik degeri 0,05 arttirilarak 0,05 ve 0,95 arasinda yapildi.
Bulgular: Tim serilerde, hastalar1 KOS acisindan diistk risk (213 hasta) ve yiksek risk (108 hasta) gruplarina ayiran en anlamli LNO esik degeri
0,40 (p<0,001) idi ve cok degiskenli Cox analizlerinde LNO gruplama bagimsiz prognostik éneme sahipti (p<0,001). Tumor-nod-metastaz (TNM)
N1 ve N2 hastaligr olan hastalarin KOS'si anlamh derecede farklydi (p<0,001) ve Cox analizinde TNM nodal siniflandirma bagimsiz prognostik
oneme sahipti (p<0,001). LNO ve TNM nodal gruplama Cox analizinde birlikte alindiginda, LNO gruplama bagimsiz prognostik 6énemini korurken
(p<0,001), TNM nodal gruplama prognostik énemini kaybetmekteydi (p=0,095).

Sonug: Nod-pozitif kolorektal kanserli hastalari prognostik gruplara ayirmada LNO TNM nodal gruplamadan daha giiclii bir prognostik parametredir.
Anahtar Kelimeler: Kolorektal karsinoma, prognoz, lenf nodu metastazi, lenf nodu orani, tiimoér-nod-metastaz siniflama

[HT ABSTRACT I ——

Aim: Lymph node metastasis is one of the most important prognostic factors in colorectal cancer. We investigated the prognostic value of lymph node
ratio (LNR); (the ratio of the number of metastatic lymph nodes to the number of removed lymph nodes) in node-positive colorectal cancer patients.
Method: We assessed 321 node-positive colorectal cancer patients. To determine the LNR threshold value that will separate patients in two prognostic
groups with significantly different cancer-specific survival (CSS) rates, survival analyses were conducted with LNR threshold values between 0.05 and
0.95, at increments of 0.05.

Results: In the whole series, the most significant LNR threshold value separating patients in low-risk (213 patients) and high-risk (108 patients)
groups in terms of CSS was 0.40 (p<0.001) and LNR grouping had independent prognostic significance in multivariate Cox analysis (p<0.001). CSS of
patients with tumor-node-metastasis (TNM) N1 and N2 disease was significantly different (p<0.001) and TNM nodal classification had independent
prognostic significance in Cox analysis (p<0.001). When LNR and TNM nodal groupings were included together in the Cox analysis, LNR grouping
maintained its independent prognostic significance (p<0.001), while TNM nodal grouping lost its prognostic significance (p=0.095).

Conclusion: LNR is a stronger prognostic parameter than TNM nodal grouping in separating node-positive colorectal cancer patients into prognostic
groups.

Keywords: Colorectal carcinoma, prognosis, lymph node metastasis, lymph node ratio, tumor-node-metastasis classification
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Girig

Uzak metastazi olmayan, kiratif amach rezeksiyon geciren
kolorektal kanserli hastalarda lenf nodu metastazi en 6nemli
prognostik faktorlerden biridir. Amerika Kanser Ortak
Komisyonu/Uluslararast Kanserle Savas Birligi tiimor-nod-
metastaz (TNM) siniflamasina gore nodal hastalik metastatik
bolgesel lenf nodu sayisina baglh olarak iki prognostik risk
grubuna ayrilir: N1, 1-3 metastatik lenf nodu; N2, 4 veya daha
fazla metastatik lenf nodu.! Cesitli calismalar cikarilan lenf
nodu sayisi arttikca metastatik lenf nodu sayisinin cogaldigini
gostermistir.>>*>¢ Cikarilan lenf nodlarinin sayisi ise cerrahi
diseksiyonun genisligi, patolojik incelemenin kapsamliligi,
timor ve hasta karakteristikleri ile iliskilidir 3#>78910.11,12.13
Nodal hastalig: simiflandirmak i¢in ¢ikarilmast gerekli olan
en az lenf nodu sayis1 TNM simiflamasinin 6. baskisinda
7-14, 7. baskisinda 10-14 olarak belirtilmekle birlikte,
gerek nod-negatif hastaligin belirlenmesinde gerekse
metastatik lenf nodlarinin sayisimin  gruplandirilmasinda
cikarilmasi dikkate
alinmamakta, daha az sayida lenf nodu ¢ikarilsa da lenf nodu
smiflandirmas: yapilabilmektedir.!'*"> Bircok calismada ise
cikarilmasi gerekli en az lenf nodu sayist 12 olarak kabul

onerilen lenf nodlarmin sayist

edilmektedir.®1216:17.181920 Cikarilmas1 gerekli olan en az lenf
nodu sayisini dikkate almayan bir parametre olan lenf nodu
oraninin (LNO); (metastatik lenf nodu sayisinin cikarilan
lenf nodu sayisina orani) cok farkli esik degerleri kullanilarak
yapilan bircok calismada kolon ve rektum kanserinde
prognostik oneme sahip oldugu belirlenmistir.

Bu calismada nod-pozitif (evre III) kolorektal kanserli
hastalarda LNO’nun prognostik degeri ve TNM siniflamasina
katki saglayip saglayamayacag: arastirildi.

Gerec ve Yontem

Hastalar

Ocak 1993 ile Aralik 2004 tarihleri arasinda cerrahi
klinigimizde ameliyat edilen, baska herhangi bir malinite
oykust olmayan, evre 111 kolorektal kanserli ve kuratif amach
rezeksiyon yapilan hastalar degerlendirildi. Neoadjuvan
tedavi goren 19 hasta, senkron kolorektal kanserli 10 hasta,
familyal adenomatozis polipozisli 11 hasta, komplikasyonlar
nedeniyle erken ameliyat sonrast donemde olen 19 hasta
calismaya alinmadi. Ug ytiz yirmi bir hasta bu calisma icin
uygun bulundu. Histolojik evre; dusuk grad (iyi ve orta
derecede farklilasmis), yiksek grad (kotu farkhlasmis,
farklilasmamis, musinoz, tash yuzik hucreli) olarak iki
gruba ayrildi. Kemoterapi alan tim hastalarda 5-florotrasil
bazli rejim uygulandi; genel durumu kotii olan ve medikal
tedaviyi reddeden 35 hastaya kemoterapi verilmedi. Tum
hastalarin  klinikopatolojik bilgileri prospektif olarak
toplanda.

Hastalarin sagkalim bilgisi hastanemizin onkoloji birimi
kayitlarindan, hastalar veya hasta yakinlar ile yapilan
telefon gorusmeleri ile elde edildi. Calismanin son noktast
hasta 6limii oldu. Kansere 6zgu sagkalim (KOS) cerrahi ile
hastalik ntikstine bagl hasta 6lumu arasindaki zaman aralig:
olarak kabul edildi.'*?! Tkinci bir malinite gelisen alt1 hastada
ikinci malinitenin teshis edildigi tarih son takip tarihi olarak
kabul edildi. Kanser dis1 nedenlerle 6len 40 hastanin olim
tarihi son takip tarihi olarak kabul edildi.

Bu calisma, Helsinki Dunya Tip Birligi Bildirgesi ilkelerine
uygun olarak yapilmistir ve katilimdan once tiim hastalardan
yazil bilgilendirilmis onay alinmistir.

istatistiksel Analiz

Hastalar1 anlaml derecede farkli KOS oranlarina gore iki
prognostik gruba ayiracak LNO esik degerini belirlemek
icin, sagkalim analizleri LNO esik degeri 0,05 arttirilarak
0,05 ve 0,95 arasinda yapildi. Analizler tim seriye, 12’den
az ve 12 ve daha fazla lenf nodu c¢ikarilmis hasta gruplarina
ve TNM N1 ve N2 hastalik gruplarina uygulandu.

Hasta gruplarinin KOS egrilerinin  hesaplanmasi  ve
cizilmesi icin Kaplan-Meier yontemi ve sagkalim egrilerinin
karsilastirllmast  icin  log-rank  testi  kullamilmistir.
Prognostik ozelliklerin goreceli 6nemi, Cox orantisal risk
modeli kullanilarak arastirildi. Biitiin karsilastirmalar iki
tarafliydi. P degerlerinin 0,05’ten kuciik olmas: istatistiksel
olarak anlamh kabul edildi. Ttum istatistiksel analizler, SPSS
versiyon 17,0 (SPSS, Inc., Chicago, Illinois) kullanilarak
gerceklestirildi.

Bulgular

Hastalarin klinikopatolojik ve tedavi ozellikleri Tablo 1’de
gortlmektedir. On ikiden az lenf nodu ¢ikarilan hasta sayisi
151 (%47,1), 12 ve daha fazla lenf nodu cikarilan hasta
sayist 170 (%52,9) idi. N1 hastalikli 191 hasta, N2 hastalikli
130 hasta vardi. Haziran 2013 tarihinde calismanin sonuna
kadar, 190 hasta kolorektal kanser nedeniyle 6ldu. Yasayan
hastalarda ortalama izlem stresi 120,1 aydi.

Tum serilerde, hastalari KOS acisindan disik risk (213
hasta) ve yiiksek risk (108 hasta) gruplarina ayiran en anlaml
LNO esik degeri 0,40 (log-rank X2=66,216, p<0,001) (Sekil
1) idi ve cok degiskenli Cox analizlerinde LNO gruplama
bagimsiz prognostik 6neme sahipti (p<0,001) (Tablo 2).
TNM N1 ve N2 hastaligi olan hastalarin KOS’si anlamh
derecede farkliydi (log-rank X2=29,854, p<0,001) (Sekil
2) ve Cox analizinde TNM nodal smiflandirma bagimsiz
prognostik éneme sahipti (p<0,001) (Tablo 3). LNO ve
TNM nodal gruplama Cox analizinde birlikte alindiginda,
LNO gruplama bagimsiz prognostik onemini korurken
(p<0,001), TNM nodal gruplama prognostik onemini
kaybetmekteydi (p=0,095) (Tablo 4).
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Tablo 1. Hastalarin klinikopatolojik ve tedavi ozellikleri

Cinsiyet
Kadin 157 48,9
Erkek 164 51,1

Yas, yil

Aritmetik orta 58,1

Orta deger 60,0
Arahk 19,0-87,0

Yas, yil
<65 211 65,7
>65 110 343
Tumor yeri
Kalin barsak 172 53,6
Rektum 149 46,4

Tumor boyutu, cm
<5 102 31,8
>5 219 68,2

Histolojik smnif
Dustik simf 252 78,5
Yuiksek siif 69 21,5

T kademesi
T1-T2 35 10,9
T3-T4 286 89,1

Cikartilan LN7 sayis1

Aritmetik orta 12,9
Orta deger 12
Arahk 1-43

Cikartilan LN sayist
<12 151 47,0
=12 170 53,0

Metastatik LN say1si

Aritmetik orta 4,1
Orta deger 3
Arahk 1-24

N kademesi
N1 191 59,5
N2 130 40,5

LNO*

Aritmetik orta 35,9
Orta deger 27,2
Aralik 2,3-100

LNO
<0,40 213 66,4
>0,40 108 33,6
Ameliyat

Secmeli 271 84,4
Acil 50 15,6

Tablo 1. Devam

latrojenik tumor perforasyonu

Hayir 296 92,2
Evet 25 7,8
Destekleyici kemoterapi

Evet 286 89,1
Hayr 35 10,9

ILN: Lenf nodu, ¥LNO: Lenf nodu orani

Tablo 2. Klinikopatolojik ve tedavi 6zelliklerinin Cox oransal
tehlike model analizi ve lenf nodu orani’

Cinsiyet
K 1
adin 00 050107 0,140
Erkek 0,79
Yas, yil
<05 LOO 10215 0,010
265 1,54
Tamor yeri
Kalin barsak 1,00 092-175 0,139
Rektum 1,27
Tumor boyutu, cm
<
= 1,00 0,62-121 0412
>5 0,86
Histolojik smif
Dustik stmf 1,00 109-220 0,014
Yiiksek sinif 1,55
T kademesi
-T2 1,00 1,51-5,77 0,001
T3-T4 2,95
Cikartilan LN® sayis1
<12 LOO 77143 0731
>12 1,05
LNO
<
<O 1,00 2,14-397 <0,001
>0,40 2,91
Ameliyat
li 1
Secmeli 00 075187 0467
Acil 1,18
latrojenik timor perforasyonu
H 1
a 00 1307 0016
Evet 1,85
Destekleyici kemoterapi
5 1
vet 00 os4168 0868
Hayir 0,95

TLNO: Lenf nodu orani, *GA: Guven araligi, SLN: Lenf nodu
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Cikarilan nod sayist 12'den az olan hasta grubunda,
hastalar1 KOS acisindan disiik risk (96 hasta) ve yuksek
risk (55 hasta) gruplarina ayiran en anlamh LNO esik
degeri 0,40 (log-rank y%’=42,911, p<0,001) (Sekil 3) idi;
LNO ve TNM nodal gruplama Cox analizinde birlikte
alindiginda, LNO gruplama bagimsiz prognostik 6nemini
korurken (p<0,001), tek degiskenli analizde prognostik
oneme sahip olan (p<0,001) TNM nodal gruplama
prognostik onemini kaybetmekte idi (p=0,209). Cikarilan
nod sayist 12 ve daha fazla olan hasta grubunda da,
hastalar1 dustk risk (117 hasta) ve ytuksek risk (53 hasta)
gruplarina ayiran en anlamli LNO esik degeri 0,40 (log-
rank x’=24,816, p<0,001) (Sekil 4) idi; LNO ve TNM
nodal gruplama Cox analizinde birlikte alindiginda, LNO
gruplama bagimsiz prognostik énemini korurken (goreceli
risk=2,10, %95 guven araligi=1,23-3,57, p=0,006), tek
degiskenli analizde prognostik éneme sahip olan (log-rank
%’=14,014, p=0,001) TNM nodal gruplama prognostik
onemini kaybetmekte idi (goreceli risk=1,48, %95 gtiven
arali$1=0,84-2,61, p=0,175).

N1 ve N2 hastalikli hasta gruplarinin ikisinde de, hastalar
dusuk risk (sirasiyla 167 ve 46 hasta) ve yiksek risk
(sirasiyla 24 ve 84 hasta) gruplarina ayiran en anlamli LNO
esik degeri 0,40 (sirasiyla, log-rank %’=14,357, ve log-rank
%’=17,530, p<0,001) idi.

LNO <0,40 olan hasta grubunda N1 (167 hasta) ve N2 (46
hasta) hastalikli hastalarin KOS'leri arasinda anlamh bir
fark yoktu (p=0,330). LNO >0,40 olan hasta grubunda da

1,07
0,9
0,8
0,7
0,6
LNO<0,40
0,5
0,4
0,3

0,2

Kansere 6zgii sagkalim orani

LNO>0,40
0,1

0,0 \ T
0 12 24

I T I I T 1
36 48 60 72 84 96
Siire (aylar)

Sekil 1. Tum serilerdeki lenf nodu oranina (LNO) gore hastalardaki
kansere ¢zgu sagkalim oranlart (log-rank %2=66,216, p<0,001); LNO
<0,40'a karst (dusik-risk, 213 hasta) LNO >0,40 (ytiksek-risk, 108
hasta)

LNO: Lenf nodu orant

N1 (24 hasta) ve N2 (84 hasta) hastalikli hastalarin KOS'leri
arasinda anlamh bir fark yoktu (p=0,132).

Tartisma

Kolon kanserinde LNOnun prognostik énemini inceleyen
ilk calisma 2005’te yayinlandi ve 10 ve daha fazla lenf nodu
cikarilmis hasta grubunda, cok degiskenli Cox analizinde
birlikte degerlendirildiginde TNM nodal simiflamasinin
prognostik onemi yok iken LNO’nun en énemli prognostik

Tablo 3. Klinikopatolojik ve tedavi dzelliklerinin Cox oransal
tehlike model analizi ve timor-nod-metastaz N kademesi

Cinsiyet
e 1,00 0,71-129 0,817
Erkek 0,96
Yas, yil
1
<09 00 1,06-2,06 0,019
=65 1,48
Tumor bolgesi
Kal k 1
alin barsa ,00 103193 0,030
Rektum 1,41
Tumor boyutu, cm
<
<5 1,00 0.141
>5 0,77 0,55-1,08
Histolojik simif
Dusiik
usik simif 1,00 0,007
Yitksek simif 1,61 1,13-2,28
T kademesi
T1-T2 1
00 0,002
T3-T4 2,92 1,50-5,68
Cikartilan LN sayist
<12 1,00 0,54-1,04 0,085
>12 0,75
N kademesi
N1 1
00 1,67-320 <0,001
N2 231
Ameliyat
li 1
Secmell 00 0,78-1,89 0,380
Acil 1,22
latrojenik timor perforasyonu
Hayr 1,00 122331 0,006
Evet 2,01
Destekleyici kemoterapi
Evet 1,00 0,54-1,63 0,826
Hay1r 0,94

TGA: Guven araligi, *LN: Lenf nodu




Duraker ve ark.
Nod Pozitif Kolorektal Kanser

faktor oldugu belirlendi.?> On alti calismanin incelendigi
bir derleme makalesinde, neoadjuvan tedavi almayan evre
I kolon ve rektum kanserli hastalarda LNOnun pozitif
nod sayist ile karsilastirlldiginda, daha tstun bir prognostik
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Sekil 2. Tum serilerdeki ttmor-nod-metastaz nodul hastaligina gore
hastalardaki kansere 6zgu sagkalim oranlan (log-rank %2=29,854,
p<0,001); N1 hastaligina karst (191 hasta) N2 hastaligi (130 hasta)
TNM: Tiimor-nod-metastaz

LNO=<0,40

Kansere 6zgii sagkalim orani

0,2 L
| 1
0,14 - LNO>0,40
0,0 T T T T T T :
0 12 24 36 48 60 72 84 96

Siire (aylar)

Sekil 3. Cikartilan lenf dugimu sayist <12 olan hasta grubunda lenf
nodu oranina (LNO) gore hastalardaki kansere ozgu sagkalim oranlar
(log-rank %2=42,911, p<0,001); LNO <0,40’a karst (dustk-risk, 96
hasta) LNO >0,40 (ytiksek-risk, 55 hasta)

LNO: Lenf nodu orant

smiflandirma sagladig: belirtildi.”> Toplum tabanli, kolon ve
kolorektal kanserli ¢cok sayida hastay1 kapsayan 3 calismada
LNOnun TNM nodal smniflamasindan daha gicla bir
prognostik faktor oldugu; kolon kanserli hastalar1 kapsayan
toplum tabanli bir calismada da LNO ve TNM nodal
smiflamasinin ikisinin de bagimsiz birer prognostik faktor
oldugu belirlenmistir.***>2¢27

Nod-pozitift (evre III), neoadjuvan almamis
kolorektal kanserli hastalardan olusan serimizde hastalar

tedavi

KOS'leri anlamli olarak farkli iki prognostik gruba ayiran
en anlamli LNO gerek tum seride, gerekse 12'den az ve
12 ve daha fazla lenf nodu cikarilmis hasta alt gruplarinda
0,40 idi. Bu t¢ hasta grubunda da tek degiskenli analizde
TNM nodal smiflamasi prognostik ¢neme sahipken, LNO
ile nodal siniflama cok degiskenli Cox analizine birlikte
alindiginda LNO bagimsiz prognostik onemini korurken
nodal siniflama prognostik énemini kaybetmekte idi. TNM
N1 ve N2 hastalikli hasta gruplarinin ikisinde de 0,40’k
LNO hastalart KOS'leri anlamh olarak farkl iki prognostik
gruba ayirmakta idi. Diger yandan, LNO <0,40 ve LNR
>0,40 olan hasta gruplarinin ikisinde de N1 ve N2 hastalikli
hastalarin prognozlari arasinda anlamh bir fark yoktu.
Bu bulgular kolorektal kanserde LNO'nun TNM nodal
siniflamasindan daha giiclit bir prognostik bir parametre
oldugunu gostermektedir.

Bugtine dek yapilan calismalarda nod-pozitif kolon ve
rektum kanserli hastalar1 prognostik gruplara ayirmada
kullanilan LNO kategorileri birbirinden farkli ve cok
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Sekil 4. Cikartilan lenf nodu sayis1 >12 olan hasta grubunda lenf nodu
oranina (LNO) gore hastalardaki kansere 6zgii sagkalim oranlart (log-
rank %2=24,816, p<0,001); LNO <0,40'a kars: (diistik-risk, 117 hasta)
LNO >0,40 (yuksek-risk, 53 hasta)

LNO: Lenf nodu orant
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sayidadir. Hastalar1 prognostik olarak bes gruba, ti¢c gruba ve
iki gruba ayiran LNO kategorileri

kullanllml@tlr 6,12,16,18,19,20,21,22,28,29,30,31,32,33,34,35,36,37,38,39,40,41,42

Bu calismalarin tumiinde LNO'nun bagimsiz prognostik
oneme sahip oldugu belirlenmistir. Calismamizda oldugu

Tablo 4. Klinikopatolojik ve tedavi ozelliklerinin Cox oransal
tehlike model analizi, timoér-nod-metastaz N kademesi ve lenf
nodu oram?

Cinsiyet
K 1
adin 00 0,61-1,13 0,240
Erkek 0,83
Yas, yil
<09 1,00 1,10-2,15 0,011
>65 1,54
Tumor bolgesi
Kalin barsak 1,00 093-1.77 0116
Rektum 1,29
Tumor boyutu, cm
< 1
> 00 0,59-1,16 0,274
>5 0,82
Histolojik simif
Dustik stmf 1
HSHE S 00 1,07-2,15 0,018
Yuksek simif 1,52
T kademesi
12 1,00 1,47-5,61 0,002
T3-T4 2,87
Cikartilan LN8 sayis1
12 1
= 00 0,67-131 0,720
>12 0,94
N kademesi
N1 1
00 0,94-2,07 0,095
N2 1,40
LNO
<
0,40 100 1,67-3,53 <0,001
>0,40 2,43
Ameliyat
li 1
Secmeli 00 0,74-1,85 0,482
Acil 1,17
1atrojenik tamor perforasyonu
H 1
i 00 1,10-3,03 0,018
Evet 1,83
Destekleyici kemoterapi
Evet 1,00 0,57-1,77 0,982
Hayir 1,01

TLNO: Lenf nodu orani, ¥GA: Guven araligl, SLN: Lenf nodu

gibi, hastalar1 iki prognostik gruba ayiran calismalarda
kullanilan LNO esik degerleri 0,16, 0,17, 0,18, 0,20, 0,25,
07307 076O’tlr.6,20,37,38,39,40,41,42

Baz1 calismalarda, cikarilan lenf nodu sayisina gore
olusturulan hasta alt gruplarinda LNO'nun prognostik
onemi incelenmistir. Ondan az ve 10 ve daha fazla, 12’den az
ve 12 ve daha fazla lenf nodu cikarilan gruplarda LNOnun
prognostik onemi oldugu gosterilmistir.!»!018:19.202% Bazy
calismalarda ise, 10’dan az, 12’den az, 13'ten az lenf
nodu cikarilmis hasta gruplarinda LNO’nun prognostik
onemi olmadigi, bu sayilardan daha fazla sayida lenf nodu
cikarilan hasta gruplarinda prognostik onemi oldugu
belirlenmistir.2>36:

Baz1 calismalarda LNO, TNM, Nlve N2 hastalikli hastalar1
prognozlarianlamli olarak farkli gruplara ayirmistir. '9-2#333738
Bir calismada da LNO N2 hastalikli hastalar1 sagkalimlar
anlamli olarak farkli prognostik gruplara ayirirken, N1
hastalikli hastalar1 sagkalimlan farkli prognostik gruplara
ayiramamistir.?> Bazi calismalarda LNQO’ya gore olusturulan
hasta alt gruplari icinde N1 ve N2 hastalikli hastalar arasinda
sagkalim farki gozlenmemistir.****

Calismamizda oldugu gibi bircok calismada, LNO ve
TNM nodal gruplama cok degiskenli Cox analizine
birlikte alindiginda LNO bagimsiz prognostik onemini
korurken, TNM nodal gruplama prognostik onemini

kaybetmistir 6,12,19,30,33,34,35,36,37,38,39,40,41,42

Diger yandan, bir
calismada ise Cox analizinde nodal gruplama bagimsiz
prognostik onemini korumakla birlikte LNO daha gucli bir
prognostik faktor olarak saptanmistir.?

Nod-pozitif kolorektal kanserli hastalar1 prognostik gruplara
ayirmada LNO TNM nodal gruplamadan daha gucla bir
prognostik parametredir ve adjuvan tedavinin planlanmasinda
kullanilmasi yararli olabilir. Ancak hem LNOnun TNM
nodal gruplama yerine veya onunla birlikte kullanilip
kullanilamayacaginin belirlenmesi hem de simdiye dek
kullanilan cok farkli LNO esik degerlerinin yerine standart
LNO esik degerinin belirlenmesi icin yeterli sayida hastay1
kapsayan prospektif klinik calismalara gereksinim vardir.

Etik

Etik Kurul Onay1: O tarihlerde etik kurul olmadig: icin etik
kurul onay1 alinamamistir. Calismamiz “Helsinki Diinya Tip
Birligi Bildirgesi” ilkelerine uygun olarak yapilmistir.

Hasta Onay1: Calismamiza dahil edilen tum hastalardan
bilgilendirilmis onam formu alinmistir.
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Perineal Approach in Rectal Prolapse Surgery: Reliability
of the Altemeier Procedure

Rektal Prolapsus Cerrahisinde Perineal Yaklasim: Altemeier Proseduri
Gavenirligi

ibrahim Tayfun Sahiner, Murat Kendirci
Hitit University Faculty of Medicine, Erol Olgok Training and Research Hospital, Clinic of General Surgery, Corum, Turkey

W ABSTRACT

Aim: We compared the efficacy of the Altemeier and Thiersch procedures performed in patients treated for rectal prolapse diagnosis in our clinic.
Method: Twenty-three patients who underwent Altemeier and Thiersch operation in our clinic between January 2014 and December 2016 were
reviewed retrospectively. Demographic data such as age, gender, accompanying diseases, physical examination findings, anesthesia risk scores,
anesthesia method, operation duration, hospitalization days, complications, and follow-up periods were noted. Assessment of quality of life was done
by evaluating the Wexner incontinence score.

Results: Of the 23 patients operated for rectal prolapse, 78.2% were female (n=18) and the mean age of all patients was 65.7 years. On physical
examination, anal tone was absent in 13 patients and decreased in 10 patients. The mean preoperative Wexner incontinence score was 13.9 (12-16).
Mean duration of operation was 14.6 minutes in Thiersch method and 42.8 minutes in the Altemeier group. The duration of hospital stay was 4 days
in the Thiersch group and 5.73 days in the Altemeier group. There were no major complications in 12 patients undergoing the Altemeier procedure.
Hemorrhage developed on the anastomotic line in one patient, and wound infection developed in another patient. One patient died due to myocardial
infarction on the 2nd postoperative day. Perianal abscess was detected in one patient in the Thiersch group. In the Altemeier group, the postoperative
6-month Wexner score was 9.13. A decrease in the Wexner scores of 14 patients was detected. In the Thiersch group, no decrease was detected in any
of the patients compared to the preoperative period.

Conclusion: Altemier is a safe and easy procedure because it can be performed under regional anesthesia, enables resection, and has low short-term
recurrence and complication rates.

Keywords: Rectal prolapse, Altemeier, Thiersch, perineal approach, Wexner score

umoyse-s

Amac: Klinigimizde rektal prolapsus tanisi ile takip ve tedavi edilen hastalarda uygulanan Altemeier ve Thiersch prosedurlerinin etkinligi
karsilastirilmistir.

Yontem: Ocak 2014-Aralik 2016 tarihlerinde klinigimizde takip edilen, Altemeier ve Thiersch operasyonu uygulanan 23 hasta geriye donuk olarak
incelendi. Hastalarin yas, cinsiyet gibi demografik verileri, 6z gecmisleri, eslik eden hastaliklari, fizik muayene bulgulari, anestezi risk skorlari,
anestezi yontemi, ameliyat stireleri, hastanede yatis streleri, komplikasyonlar: ve takip sireleri not edildi. Yasam kaliteleri degerlendirilmesi Wexner
inkontinans skoru degerlendirilerek yapildi.

Bulgular: Toplam 23 hasta rektal prolapsusu nedeniyle ameliyat edildi. Hastalarin %78,2’si kadin (n=18) cinsiyet olup, tiim hastalarin yas ortalamasi
65,7 (y1l) idi. Fizik muayenede 13 hastanin anal tonusu olmayip 10 hastada ise azalmisti. Preoperatif Wexner inkontinans skoru ortalama 13,9
(12-16) idi. Ortalama ameliyat suresi Thiersch yonteminde 14,6 (dakika) Altemeier grubunda ise 42,8 (dakika) tespit edildi. Hastanede kalis siiresi
Thiersch grubunda 4, Altemeier grubunda 5,73 gun idi. Altemeier prosedurit uygulanan 12 hastada major komplikasyon gorillmedi. Bir hastada
anastomoz hattinda kanama, bir hastada yara yeri enfeksiyonu gelisti. Bir hasta ise postoperatif 2. gun miyokard enfarktiisi sonras: kaybedildi.
Thiersch grubunda bir hastada perianal apse tespit edildi. Altemeier grubunda postoperatif 6. ay Wexner skoru 9,13 idi. On dort hastanin Wexner
skorlarinda azalma tespit edildi. Thiersch grubunda ise preoperatif doneme kiyasla hicbir hastada azalma tespit edilmedi.

Sonuc: Altemeier rejyonel anestezi altinda uygulanabilirligi, rezeksiyon yapilmasi, kisa donem ntiks oranlarinin ve komplikasyon oranlarinin dustik
olmast itibariyla guivenli ve kolay uygulanabilir bir yaklasimdir.

Anahtar Kelimeler: Rektal prolapsus, Altemeier, Thiersch, perineal yaklasim, Wexner skoru
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Introduction

Rectal prolapse, defined as the protrusion of the rectum
from the anal canal, is a severe problem suffered by children
and frequently by the elderly. The condition reduces
quality of life due to accompanying complaints including
the anal protrusion itself, and urinary, flatal, and/or fecal
incontinence.' Rectal prolapse and mucosal prolapse may
be encountered in clinical practice as intussusception or
complete rectal prolapse. Choosing the correct approach
to managing this condition is important because it occurs
more frequently in older people, who usually also have
comorbidities.?? Surgical treatment of rectal prolapse can be
primarily classified into abdominal and perineal approaches.
Another classification may be between methods with
and without resection. First applied in 1889 by Mikulicz
and popularized in the 1970s by Altemeier, perineal
rectosigmoidectomy enables resection using a perineal
approach.*> The Thiersch method, on the other hand, is
based on reduction of prolapsed rectum followed by repair
of the anal canal.

In this study, we compared the effectiveness of the Altemeier
and Thiersch procedures in patients followed and treated in
our clinic for rectal prolapse.

Materials and Methods

After obtaining approval of the Hitit University Faculty of
Medicine Ethics Committee (approval number: 2017/58,
date: July 24, 2017) and informed consent of all patients,
our retrospective analysis included 23 patients who
underwent the Altemeier procedure or Thiersch operation
in the Hitit University Faculty of Medicine Department
of General Surgery between January 2014 and December
2016. Demographic data including age and gender and
the patients’ medical history, comorbidities, physical
examination findings, anesthesiarisk score (ASA), anesthesia
method used, surgery time, length of resected segments,
hospitalization time, complications, and follow-up time were
noted. Life quality assessment was done using the Wexner
incontinence score.” Assessment of Wexner incontinence
score was based on patients’ scores before treatment and
at 6 months after surgery. Follow-up Wexner assessments
were conducted in person or by telephone for patients
who were otherwise unreachable. All patients underwent
cross-sectional examination by computed tomography to
identify any additional intraabdominal pathology and were
examined by colonoscopy. All operations were performed
by the same surgical team. In all operations based on the
Altemeier procedure, ultrasonic vessel sealing equipment
was used and all anastomoses were made one by one and
in single layers using an atraumatic round needle with 3-0

polyglactin suture. Patients were parenterally fed for the first
3 days after surgery, then oral intake was initiated on day 4
and supported by enteral feeding. For all surgeries based on
the Thiersch operation, circular polypropylene mesh was
placed, starting at 12 o’clock and advancing clockwise 360°
back to the starting point, under regional anesthesia with
patients in lithotomy position. Postoperatively, all patients
were given regular food on the same day as the operation.

Statistical Analysis

The obtained data were entered in SPSS 22.0 statistics
software and the mean, standard deviation, frequency,
minimum and maximum values were calculated. A t-test was
used for comparing the two groups. P<0.05 was regarded as
statistically significant.

Results

Our retrospective analysis included the data of 23 patients
who were followed and operated for rectal prolapse in our
clinic between January 2014 and December 2016. Fifteen
patients underwent the Altemeier procedure and eight
underwent the Thiersch operation. Eighteen of the patients
were female and five were male. The age average was 65.7
years (59-76 years). According to preoperative anesthesia
risk assessment, two patients were ASA 11, 13 were ASA 111,
and eight were ASA IV. While 18 patients were operated
under spinal anesthesia, two were given epidural anesthesia
and three were given general anesthesia (Table 1).
According to the patients’ histories, seven had previous
cerebrovascular disease with sequellae, two were operated for
cranial malignancy, one had myopathy, and one had spinal
cord injury. Eleven of the patients had previous abdominal
surgery for various causes, and four had undergone repeated
abdominal surgeries.

In preoperative colonoscopic examinations, solitary rectal
ulcer was detected in four patients. Physical examination
revealed no anal tone in 13 patients and reduced tone in 10
patients. Average preoperative Wexner incontinence score
was 13.9 (range, 12-16).

The mean operation time was 14.6 minutes (13-16 minutes)
in patients undergoing the Thiersch method and 42.8
minutes (32-64 minutes) in the Altemeier group. In patients
undergoing the Altemeier procedure, the mean specimen
excised during surgery was 31.27 cm (22-42 cm). Mean
hospitalization time was 4 days (1-8 days) in the Thiersch
group and 5.73 days (2-10 days) in the Altemeier group,
with no significant difference between the groups. Mean
postoperative follow-up time was 6.73 months (0-12
months). While no major complications were encountered
in 12 of the patients with Altemeier procedure, one patient
had local anastomotic bleeding on the day of surgery,
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which was controlled by primary suturation under local
anesthesia. Another patient had perianal infection starting on
postoperative day 3 which was controlled by antibiotherapy,
and this patient experienced no anastomosis problems. One
patient died due to a sudden myocardial infarction on the
postoperative day 2 in spite of anticoagulant prophylaxis.
Perianal abscess developed in one patient from the Thiersch
group and was treated with drainage and antibiotherapy.
Hematoma secondary to hemorrhage at the suture line
developed in one patient in the same group, but was
controlled without surgical intervention.

Assessment of anal tone by physical examination in the
Altemeier group revealed no changes in tone in two patients,
while 13 patients had increased tone at 6 months compared
to the preoperative assessment, and full tone recovery was
noted in three patients (Figures 1, 2, 3, 4). Mean Wexner
incontinence score among patients in the Altemeier group at
postoperative 6 months was 9.13 (6-16). Fourteen patients
had reduced Wexner scores. One patient had no change in
Wesxner score but was not included in analysis due to mortality.
Evaluation of eight patients in the Thiersch group showed no
reduction in Wexner incontinence score at postoperative 6
months compared to preoperative scores (Table 1).

Table 1. Patients’ demographic characteristics

Age (years) 65.33+4.9 64.88+1.5
Sex (male/female) 4/11 1/7
ASA score
ASA 1L 0 1
ASA 11T 11 6
ASA IV 4 1
Anesthesia method
Spinal 13 5
Epidural 1 1
General 1 2
Surgery duration 42.8 14.6

(minutes) (min: 32, max: 64) (min: 13, max: 16)

Wexner score

Preoperative ~ 13.93+1.29 15+1.15
Postoperative  9.13+2.79 15+1.2
Hospitalization time  5.73 4
(days) (min: 2, max: 10) (min: 1, max: 8)
Follow-up time 6 6.8
(months) (min: 0, max: 12) (min: 0, max: 12)

ASA: Anesthesia risk score, Min: Minimum, Max: Maximum

Discussion

Complete rectal prolapse is defined as the protrusion of the
full-thickness rectum from the anal channel. Unlike the
less severe forms, mucosal and internal prolapse, surgical
treatment is unavoidable in complete prolapse.’ As in other
pelvic floor diseases, patients often have other accompanying
health conditions, and it is more common among older
adults.>? Considering the presence of comorbidities and
their frequency in the elderly, it is clear that surgical

interventions introduce important risks for the patients

Figure 1. Preoperative appearance of a patient who will undergo the
Altemeier procedure

Figure 2. Bowel segment of patient undergoing the Altemeier procedure
prepared for resection
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and therefore, the correct approach should be selected
with due diligence.*¢ Of the 23 patients in our study, two
were diagnosed with grade 2 prolapse while the rest were
diagnosed with complete rectal prolapse. Both of the grade
two patients underwent repair by Thiersch method, whereas
the Altemeier procedure was preferred exclusively for

patients with complete rectal prolapse.

Figure 3. Postoperative appearance of a patient who underwent the
Altemeier procedure

Figure 4. Postoperative month 3 appearance of a patient who underwent
the Altemeier procedure

Surgical treatment of rectal prolapse is based on two
approaches, abdominal and perineal.®* Many surgeons
prefer the abdominal approach, and laparoscopic surgical
procedures have been in the forefront in recent years."
However, the abdominal approach usually requires general
anesthesia, especially when performing laparoscopic
surgery. In our series, 18 patients received spinal anesthesia
and two had epidural anesthesia before surgery, whereas
only three had general anesthesia. Of the three patients
operated under general anesthesia,
the Thiersch method and one patient underwent the
Altemeier procedure. The latter patient was initially given
spinal anesthesia, but insufficient effect required general
anesthesia.

two underwent

Moreover, it is well known that a history of previous
abdominal surgery makes it difficult, if not impossible, to
use the abdominal approach in rectal prolapse surgery, or
at the very least results in prolonged surgery time.° Because
this patient group are at higher operative risk due to old age,
comorbidities, or surgical history, this extended surgery
time may cause further problems. In our series, the average
surgery duration for Altemeier procedure was 42.8 minutes;
the main reason for this was that four patients had longer
surgery time due to previous Thiersch operation history.
The average duration for the rest of the patients was about 35
minutes. The average duration when applying the Thiersch
method was significantly shorter (14.6 minutes).

Surgical treatment of rectal prolapse is also classified
according to the presence or absence of resection.
Recurrence risk in methods not including transabdominal
or transperineal resection is higher than in methods with
resection.”!! In patients with such high risks, the Altemeier
procedure allows for resection under regional anesthesia
without an abdominal incision. In the resections done in
our patients, the average specimen size was 31.27 cm. This
resective approach also eliminated the solitary rectal ulcers
that had been identified in four patients in colonoscopy.
Furthermore, the ease of implementation under regional
anesthesia is important because these patients are already
in a high-risk group, and a minimally invasive approach
reduces the need for postoperative intensive care.’ Indeed,
although 11 of our patients had ASA 3 and 4 had ASA 4, none
required monitoring in the intensive care unit. The exposure
provided by perineal resection also enables levatoroplasty to
be performed during the operation.* We did not perform
levatoroplasty in any of our patients to ensure standardization
of the procedure; however, considering that we have easily
made colo-anal anastomosis by mobilizing the sigmoid
colon very proximal of the rectosigmoid intersection during
the procedure, there was a suitable field of view in which we
could have easily performed levatoroplasty.
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Fewer complications are seen in the perineal approach
compared to abdominal procedures.>'*!* One of our patients
in the Altemeier group had anastomotic bleeding which
was prevented with a simple intervention, and one patient
had local infection which could only be controlled with
antibiotherapy. One patient was lost due to acute myocardial
infarction. Perianal abscess developed in one patient from
the Thiersch group and was treated with drainage and
antibiotherapy. Hematoma secondary to hemorrhage at
the suture line developed in one patient in the same group,
but was controlled without surgical intervention. Although
it is a method requiring resection and has longer average
surgery time, there was no significant difference in terms of
complications between the patients in Altemeier procedure
group and those in Thiersch method group.

Another advantage of the Altemeier procedure is that over
time the anal tone can increase relative to the preoperative
period. Although such a result is not expected in abdominal
rectosigmoid resections or
improvement in incontinence is generally seen in the
Thiersch method.'? Of our patients who underwent the
Altemeier procedure, tone remained the same in two and
increased in 13 patients.

fixation procedures, no

Wexner incontinence scores were significantly lower at
6-month follow-up compared to preoperative feedback. In
the Thiersch group, none of the eight patients evaluated at
postoperative 6 months had reduced Wexner incontinence
scores compared to the preoperative period.

The limitations of our study include the absence of anal
manometry technique in the diagnosis and treatment of the
disease due to unavailability of that technology. In addition,
our follow-up period was not long enough to enable us to
determine the long-term risk of recurrence. Follow-up of
these patients is ongoing and evaluations are in progress to
obtain long-term results. As anal manometry measurements
could not be taken because of technical reasons, tone
was evaluated by physical examination and quality of life
assessment was done using Wexner incontinence score.
The Altemeier procedure is a reliable and easily applicable
method because it is performed under regional anesthesia,
enables resection and levatoroplasty, and causes lower
rates of short-term recurrence and complications. It is an
important alternative approach that should be considered
for patients who cannot undergo or are contraindicated for
resection or rectopexy by the currently popular laparoscopic
approach, and for recurrent cases, as illustrated in this study.
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Rektal Prolapsus Cerrahisinde Perineal Yaklasim:
Altemeier Proseduru Guvenirligi

Perineal Approach in Rectal Prolapse Surgery: Reliability of the Altemeier
Procedure

ibrahim Tayfun Sahiner, Murat Kendirci

Hitit Universitesi Tip Fakiiltesi, Erol Olgok Egitim ve Arastirma Hastanesi, Genel Cerrahi Klinigi, Corum, Tiirkiye
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Amac: Klinigimizde rektal prolapsus tanisi ile takip ve tedavi edilen hastalarda uygulanan Altemeier ve Thiersch prosedurlerinin etkinligi
karsilastirilmistir.

Yontem: Ocak 2014-Aralik 2016 tarihlerinde klinigimizde takip edilen, Altemeier ve Thiersch operasyonu uygulanan 23 hasta geriye donuk olarak
incelendi. Hastalarin yas, cinsiyet gibi demografik verileri, 6z gecmisleri, eslik eden hastaliklari, fizik muayene bulgulari, anestezi risk skorlari,
anestezi yontemi, ameliyat stireleri, hastanede yatis streleri, komplikasyonlar: ve takip sureleri not edildi. Yasam kaliteleri degerlendirilmesi Wexner
inkontinans skoru degerlendirilerek yapildu.

Bulgular: Toplam 23 hasta rektal prolapsusu nedeniyle ameliyat edildi. Hastalarin %78,2’si kadin (n=18) cinsiyet olup, tiim hastalarin yas ortalamasi
65,7 (yil) idi. Fizik muayenede 13 hastanin anal tonusu olmayip 10 hastada ise azalmisti. Preoperatif Wexner inkontinans skoru ortalama 13,9
(12-16) idi. Ortalama ameliyat stresi Thiersch yonteminde 14,6 (dakika) Altemeier grubunda ise 42,8 (dakika) tespit edildi. Hastanede kalis stiresi
Thiersch grubunda 4, Altemeier grubunda 5,73 gin idi. Altemeier prosedurit uygulanan 12 hastada major komplikasyon goriilmedi. Bir hastada
anastomoz hattinda kanama, bir hastada yara yeri enfeksiyonu gelisti. Bir hasta ise postoperatif 2. gin miyokard enfarktiisi sonras: kaybedildi.
Thiersch grubunda bir hastada perianal apse tespit edildi. Altemeier grubunda postoperatif 6. ay Wexner skoru 9,13 idi. On dort hastanin Wexner
skorlarinda azalma tespit edildi. Thiersch grubunda ise preoperatif doneme kiyasla hicbir hastada azalma tespit edilmedi.

Sonuc: Altemeier rejyonel anestezi altinda uygulanabilirligi, rezeksiyon yapilmasi, kisa donem ntiks oranlarinin ve komplikasyon oranlarmin dustuk
olmasi itibariyla gtivenli ve kolay uygulanabilir bir yaklasimdir.

Anahtar Kelimeler: Rektal prolapsus, Altemeier, Thiersch, perineal yaklasim, Wexner skoru

[HT ABSTRACT I ——

Aim: We compared the efficacy of the Altemeier and Thiersch procedures performed in patients treated for rectal prolapse diagnosis in our clinic.
Method: Twenty-three patients who underwent Altemeier and Thiersch operation in our clinic between January 2014 and December 2016 were
reviewed retrospectively. Demographic data such as age, gender, accompanying diseases, physical examination findings, anesthesia risk scores,
anesthesia method, operation duration, hospitalization days, complications, and follow-up periods were noted. Assessment of quality of life was done
by evaluating the Wexner incontinence score.

Results: Of the 23 patients operated for rectal prolapse, 78.2% were female (n=18) and the mean age of all patients was 65.7 years. On physical
examination, anal tone was absent in 13 patients and decreased in 10 patients. The mean preoperative Wexner incontinence score was 13.9 (12-16).
Mean duration of operation was 14.6 minutes in Thiersch method and 42.8 minutes in the Altemeier group. The duration of hospital stay was 4 days
in the Thiersch group and 5.73 days in the Altemeier group. There were no major complications in 12 patients undergoing the Altemeier procedure.
Hemorrhage developed on the anastomotic line in one patient, and wound infection developed in another patient. One patient died due to myocardial
infarction on the 2nd postoperative day. Perianal abscess was detected in one patient in the Thiersch group. In the Altemeier group, the postoperative
6-month Wexner score was 9.13. A decrease in the Wexner scores of 14 patients was detected. In the Thiersch group, no decrease was detected in any
of the patients compared to the preoperative period.

Conclusion: Altemier is a safe and easy procedure because it can be performed under regional anesthesia, enables resection, and has low short-term
recurrence and complication rates.

Keywords: Rectal prolapse, Altemeier, Thiersch, perineal approach, Wexner score
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Girig

Anal kanaldan rektumun protrude olmasi olarak tanimlanan
rektal prolapsus, cocuk yas grubunda ve siklikla yaslilarda
gortlen, eslik eden makattan sarkma, 1slanma, gaz ve/veya
gaita tutamama sikayetleri nedeni ile hayat konforunu bozan
ciddi bir sorundur.' Rektal prolapsus ile mukozal prolapsus,
intussusepsiyon ve komplet rektum prolapsusu seklinde
klinikte karsilasilabilir. Tleri yasl hastalarda daha sik goriilmesi
ve bu hastalarin ayn1 zamanda komorbiditelerinin de olmasi
nedeni ile hastahgin yonetiminde secilecek yaklasim onem
kazanmaktadir.?? Rektal prolapsus cerrahi tedavisi oncelikle
abdominal ve perineal yaklasimlar olarak siniflandirilabilir. Bir
diger ayrim ise rezeksiyon yapilan ve yapilmayan yontemler
olarak da yapilabilir. 1k kez 1889'da Mikulicz tarafindan
uygulanan ve 1970’lerde Altemeier tarafindan popiilerize
edilen perineal rektosigmoidektomi ise perineal yaklasimla
rezeksiyon uygulanmasina imkan saglamaktadir.*> Thiersch
yonteminde ise prolabe rektumun reduiksiyonu sonrasi anal
kanalda onarim yapilmasi esasina dayanir.°

Calismamizda klinigimizde rektal prolapsus tanisi ile takip
ve tedavi edilen hastalarda uygulanan Altemeier ve Thiersch
prosedurlerinin etkinligi karsilastirilmistir.

Gerec¢ ve Yontem

Hitit Universitesi Tip Fakultesi Etik Kurul onay1 (onay
numarast: 2017/58 tarih: 24.07.2017) ve tim hastalardan
bilgilendirilmis aydinlatict onam alindiktan sonra Ocak
2014-Aralik 2016 tarihlerinde Hitit Universitesi Tip
Fakultesi Genel Cerrahi Kliniginde yatarak tedavisi
diizenlenen ve Altemeier proseduric ve Thiersch
operasyonu uygulanan 23 hasta geriye donuk olarak
incelendi. Tum hastalarin yas, cinsiyet gibi demografik
verileri, tibbi 06z gec¢misleri, eslik eden hastaliklar,
fizik muayene bulgulari, anestezi risk skorlar1 (ASA),
uygulanan anestezi yontemi, operasyon siireleri, rezeke
edilen segmentlerin uzunlugu, hastanede yatis sureleri,
komplikasyonlar1 ve takip sureleri not edildi. Yasam
kaliteleri degerlendirilmesi Wexner inkontinans skoru’
degerlendirilerek yapildi. Wexner inkontinans skoru
degerlendirmesinde hastalarin tedavi 6ncesi ve ameliyattan
6 ay sonraki skorlar1 degerlendirildi. Kontrol Wexner
degerlendirmeleri ytiz yuze, ulasilamayan hastalarda ise
telefonla ulasarak kendileri ile gorustilerek yapildi. Tam
hastalara intraabdominal ek patoloji degerlendirmesi
amaci ile bilgisayarli tomografi ile kesitsel inceleme
yapildi. Tam hastalar kolonoskopik olarak incelendi. Tum
ameliyatlar ayni cerrahi ekip tarafindan yapildi. Altemeier
prosedurt uygulanan tim ameliyatlarda ultrasonik damar
muhurleme cihazi kullanildi ve tim anastomozlar 3/0
yuvarlak igneli atravmatik poliglaktin yardimi ile tek tek

ve tek kat olarak yapildi. Hastalar postoperatif 3 gin sture
ile parenteral beslenirken 4. gun oral alimlar1 baslanip
enteral beslenme destegi verildi. Thiersch operasyonu
uygulanan tim ameliyatlarda hastalar rejyonel anestezi
altinda litotomi pozisyonunda saat 12 hizasindan baslayip
saat yonunde ilerleyen ve ayni noktada sonlanan sirkuler
polipropilen mesh yerlestirilmesi ile yapildi. Ttm hastalar
postoperatif ayn1 giin normal gida ile beslendiler.

istatistiksel Analiz
Elde edilen veriler SPSS 22,0 istatistik programina islendi ve
ortalama, standart sapma, frekans, minimum ve maksimum

degerler hesapland, ikili grup karsilastirmalarinda t-test
kullanildi. P<0,05 istatistiksel olarak anlamlh kabul edildi.

Bulgular

Ocak 2014 ile Aralik 2016 tarihleri arasinda rektal
prolapsus tanisi ile klinigimizde takip edilen ve ameliyatlar
gerceklestirilen 23 hastanin verileri geriye donuk olarak
incelendi. On bes hastaya Altemeier proseduru, sekiz
hastaya ise Thiersch yontemi wuygulandign gorualdu.
Hastalarin 181 kadin 5’1 erkekti. Ortalama yas 65,7 (59-76
yil) idi. Preoperatif anestezi riski acisindan degerlendirmede
iki hasta ASA 2, 13 hasta ASA 3 ve sekiz hasta ise ASA 4
olarak belirlenmisti. On sekiz hasta spinal anestezi altinda
ameliyat edilirken iki hasta epidural anestezi ve t¢ hasta ise
genel anestezi altinda ameliyat edildi (Tablo 1).

Hastalarin 6z gecmisleri incelendiginde yedi hastanin
gecirilmis ve sekel kalmis serebrovaskuler hastalik oykust
oldugu, iki hastanin kraniyal malignite nedeni ile ameliyat
oldugu, bir hastanin kas hastaligi ve bir hastanin da spinal
kord yaralanmas1 oykustu oldugu tespit edildi. Hastalarin
111 cesitli nedenlerle abdominal cerrahi gecirmisti ve bu
hastalarin dordit mukerrer abdominal cerrahiler gecirmisti.
incelemelerde dort
hastada soliter rektal tlser tespit edildi. Fizik muayenede 13
hastanin anal tonusu yok iken 10 hastada tonus azalmisti.
Preoperatif Wexner inkontinans skoru ortalama 13,9 (12-
16) idi.

Ortalama ameliyat stresi Thiersch yoéntemi uygulanan
hastalarda 14,6 (13-16 dakika) Altemeier grubunda ise 42,8
dakikaydi (32-64 dakika). Altemeier prosediirti uygulanan

Preoperatif yapilan kolonoskopik

hastalarda ameliyatta eksize edilen specimen boyu ortalama
31,27 cm idi (22-42 cm). Ortalama hastanede kalis stiresi
Thiersch grubunda 4 gun (1-8 gun) Altemeier grubunda
5,73 gun (2-10 gun), her iki grup arasinda belirgin fark
yoktu. Ameliyat sonrasi takip siiresi ortalama 6,73 ayd1 (0-
12 ay). Altemeier prosedurt uygulanan 12 hastada herhangi
bir major komplikasyon goriilmezken, bir hastada operasyon
gini anastomoz hattinda lokal kanama olustu ve lokal
anestezi alunda primer sutturasyon ile kontrol altina alindi.
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Diger bir hastada postoperatif 3. gin baslayan perianal
enfeksiyon gelisti ve antibiyoterapi ile kontrol atina alind,
bu hastada herhangi bir anastomoz sorunu yasanmadi. Bir
hasta ise antikoaguilan proflaksiye ragmen postoperatif 2.
gin ani gelisen miyokard enfarktiisi sonras1 kaybedildi.
Thiersch yontemi ile tedavi edilen bir hastada perianal apse
gelisimi tespit edildi, drenaj ve antibiyoterapi ile kontrol
altina alindi. Aymi grupta bir hastada ise sutar hattinda
kanamaya sekonder hematom gelisti, ancak herhangi bir
cerrahi girisim gerekmeksizin kontrol altina alindu.

Altemeier grubunda fizik muayene ile anal tonus
degerlendirmesinde iki hastanin tonuslarinda herhangi
bir degisiklik yok iken 13 hastanin tonuslarimin 6. ay
kontrolinde preoperatif degerlendirmeye gore arttig1 hatta
¢ hastada tam tonus saglandig: tespit edildi (Resim 1, 2,3, 4).
Altemeier grubundaki hastalarin postoperatif 6. ay Wexner
inkontinans skoru degerlendirmesinde ortalama 9,13 (6-
16) idi. On dort hastanin Wexner skorlarinda azalma tespit
edildi. Bir hastada Wexner ayn1 iken mortalite gelisen hasta
bu degerlendirmeye dahil edilemedi. Thiersch grubundaki
sekiz hastanin degerlendirmesinde ise postoperatif 6 ayda
Wexner inkontinans skorlamasinda preoperatif doneme

kiyasla hicbir hastada azalma tespit edilmedi (Tablo 1).

Tablo 1. Hastalarin demografik 6zellikleri

Yas 65,33+4.9 64,88+1,5
Cinsiyet 4/11 1/7
(erkek/kadin)
ASA skoru
ASA 11 0 1
ASA 111 11 6
ASA TV 4 1
Anestezi yontemi
Spinal 13 5
Epidural 1 1
Genel 1 2
Ameliyat stiresi 428 14,6
(dakika) (min: 32, maks: 64) (min: 13, maks: 16 )
Wexner skoru
Preoperatif 13,93+1,29 15+1,15
Postoperatif 9,13+£2,79 15+1,2
Hastanede kalis 5,73 4

suresi (gun) (min: 2, maks: 10) (min: 1, maks: 8)

Takip stiresi (ay) 6 6,8
(min: 0, maks: 12) (min: 0, maks: 12)

ASA: Anestezi risk skorlari, Min: Minimum, Maks: Maksimum

Tartisma

Komplet rektal prolapsus anal kanaldan rektumun
birlikte protrude olarak
tanimlanmaktadir. Mukozal prolapsus ve intussusepsiyon

tim katlann ile olmasi

gibi iki derecenin aksine komplet prolapsus cerrahi
tedavinin kacinilmaz oldugu bir durumdur.! Diger pelvik

taban hastaliklarinda oldugu gibi bu hasta grubunda da
eslik eden cesitli durumlar siklikla goralmekte ve eriskin
yas grubunda genellikle yashlikta karsilasilmaktadir.??
Komorbiditelerin varlig: ve ileri yas grubunda sikhigi goz

v

Resim 1. Altemeier uygulanan hastanin preoperatif gortintisi

) -/ ‘.

Resim 2. Altemeier uygulanan hastanin rezeksiyon icin hazirlanan
barsak segmenti




Sahiner ve Kendirci
Altemeier ve Thiersch Prosediirlerinin Karsilastinlmasi

onune alindiginda planlanacak cerrahi girisimin hasta
icin onemli riskler tasiyacag: ve dikkatle incelenip dogru
yontemin secilmesinin 6nemi asikardir.>¢ Calismamizda

yer alan 23 hastanin ikisi grade 2 geri kalan tim hastalar

Resim 4. Altemeier uygulanan hastanin postoperatif 3. ay gértntisi

komplet rektal prolapsus olarak tani almistir. Grade 2 her
iki hastaya da Thiersch yontemi ile onarim uygulanmis
ve Altemeier prosedurtu sadece komplet rektal prolapsus
hastalaria uygulanmistir.

Rektal prolapsus cerrahi tedavisinde abdominal ve perineal
olmak tzere iki temel yaklasim vardir.®® Bircok cerrah
tarafindan abdominal yaklasim tercih edilmekte ve hatta son
donemde laparoskopik cerrahi prosediirler on plandadir.'
Ancak abdominal yaklasim o6zellikle de laparoskopik cerrahi
genellikle genel anestezi gerektirir. Bizim serimizde 18 hasta
spinal anestezi iki hasta epidural anestezi alunda ameliyat
edilirken sadece tic hastaya genel anestezi uygulandi. Genel
anestezi uygulanan iki hastaya Thiersch yontemi uygulanmis
bir hastaya da Altemeier prosedurtt uygulanmistir. Bahsi
gecen hastada da aslinda spinal anestezi uygulanmisti, ancak
yeterli anestezi saglanamamasi sonrasi genel anesteziye
gecilmisti.

Ayrica gecirilmis abdominal cerrahi oykusu rektal prolapsus
cerrahisinde abdominal yaklasimin uygulanmasini imkansiz
kilmasa da guclestirecegi veya en azindan operasyon stresini
uzatacagl asikardir.’ Yaslari, ek hastaliklar1 ve gecirilmis
cerrahileri nedeni ile daha yuksek operatif riske sahip bu
hasta grubunda cerrahi stiresinin uzamasinin ayrica sorun
olusturabilecegi de ayr1 bir antitedir. Bizim serimizde
Altemeier prosedurt icin ortalama operasyon sturesi
42,8 dakika olup bu ortalamay: artiran temel neden daha
once Thiersch operasyonu uygulanmis olmasi nedeni ile
digerlerine gore daha uzun stiren dort hastadir, bu hastalar
disinda ortalama sire yaklasik 35 dakikadir. Thiersch
yonteminde ise ortalama stre belirgin olarak daha kisadir
(14,6 dakika).

Rektal prolapsus cerrahi tedavisi rezeksiyon yapilip
yapilmamasima gore de Gerek
transabdominal ~ gerekse rezeksiyon
uygulanmayan yontemlerin rekurrens riskleri rezeksiyon
uygulanan yontemlere gore daha yuksektir.”!' Altemeier
prosediirii boylesine ytksek riskli hasta grubunda rejyonel
anestezi yardimi ile abdominal kesi gerektirmeden
rezeksiyon imkani saglamaktadir. Bizim hastalarimizda
uyguladigimiz rezeksiyonlarda ortalama specimen boyu
31,27 cm idi. Dort hastamizda kolonoskopide soliter
rektal ulser tespit edildigi hatirda tutuldugunda rezeksiyon
uygulanan bu yaklasimla bu rahatsizhk da giderilmis
oldu. Ayrica rejyonel anestezi alinda uygulanmasinin
kolay olmas1 onemlidir, zira bu hastalar zaten yiiksek risk
grubundadirlar ve minimal invaziv yaklasim postoperatif
yogun bakim ihtiyaclarim1 da azaltacakur.’ Nitekim
bizim hastalarimizin 11’i ASA 3, 41 ASA 4 idi ve hicbiri
yogun bakim tunitesinde takip edilmek zorunda kalmadi.
Ayrica perineal rezeksiyon sayesinde saglanan ekspojur
sayesinde isleme levatoroplasti eklenmesi imkam da

siniflandirilmaktadar.
transperineal
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saglamaktadir.* Biz prosedur standardizasyonu amaci ile
hicbir hastaya levatoroplasti yapmadik, ancak prosedir
esnasinda rektosigmoid bileskenin oldukc¢a proksimaline
kadar sigmoid kolonun mobilize edilip rahatlikla
kolo-anal anastomoz sagladigimiz dustnulduginde
levatoroplastinin rahatlikla uygulanabilecegi uygun gorus
alan1 saglanmistir.

Perineal yaklasimda abdominal prosedurlere nazaran
daha az komplikasyonla karsilasilmaktadir.>'*!*> Bizim
hastalarimizda Altemeier grubunda bir hastada basit
mudahale ile 6ntine gecebildigimiz anastomoz hattinda
kanama ve bir hastada sadece antibiyoterapi ile ontine
gecebildigimiz lokal enfeksiyon gelisti. Bir hastamiz
ise akut miyokard enfeksiyonu nedeni ile kaybedildi.
Thiersch yontemi ile tedavi edilen bir hastada perianal apse
gelisimi tespit edildi, drenaj ve antibiyoterapi ile kontrol
altina alindi. Aynmi1 grupta bir hastada ise sttur hattinda
kanamaya sekonder hematom gelisti, ancak herhangi
bir cerrahi girisim gerekmeksizin kontrol altina alindi.
Rezeksiyon uygulanan bir yontem olmasina, ortalama
ameliyat surelerinin daha uzun olmasina ragmen Altemeier
prosedurt uygulanan gruptaki hastalarla Thiersch yontemi
uygulanan hastalar arasinda komplikasyonlar acisindan
belirgin fark yoktu.

Altemeier prosediurinin bir diger ustunlugi de zaman
icinde anal tonusta preoperatif sirece nazaran artis
Gerek
rezeksiyonlarda gerekse peksilerde boyle bir sonug

beklenmezken Thiersch gibi yontemlerde inkontinansta
1,2

saglanabilmesidir. abdominal  rektosigmoid

bir iyilesme genelde gorulmez.!” Altemeier prosedurii
uygulanan hastalarimizin ikisinde tonusta bir degisiklik
olmazken 13’tnde artis goruldu.

Wexner inkontinans skorlar1 preoperatif gorusmelere
nazaran 6. ay kontrollerinde belirgin azalmisti. Thiersch
grubunda ise sekiz hastanin degerlendirmesinde ise
postoperatif 6 ayda Wexner inkontinans skorlamasinda
preoperatif doneme kiyasla hicbir hastada azalma tespit
edilmedi.

Hastaligin tan1 ve takibinde 6nemli olan anal manometri
tetkikinin teknik eksiklik nedeni ile uygulanamamis olmasi
ve uzun vadede rekirrens riskini belirleyemeyecek kadar bir
takip siremizin olmasi calismamizin sinirlamalarindandir.
Hastalarin takipleri devam etmekte ve uzun doénem
sonuclar icin incelenmeleri stiirmektedir. Anal manometri
olcimlerinin teknik nedenlerle uygulanamamis olmasi
nedeni ile tonus degerlendirmesi fizik muayene ile yapilmis
ve Wexner inkontinans skoruile hayat kalite degerlendirmesi

yapilmistir.
Altemeier  prosedirt  rejyonel anestezi altinda
uygulanabilirligi, rezeksiyon yapilmasi, levatoroplasti

icin imkan saglamasi, kisa donem nuks oranlarinin ve
komplikasyon oranlarinin diisitk olmast itibariyla giivenli
ve kolay uygulanabilir bir yaklasimdir. Son dénemde
hastaligin populer olan laparoskopik
yontemle rezeksiyon veya rektopeksi uygulamalarinin
yapilamayacagi veya boyle bir cerrahinin kontrendike
oldugu hastalarda ve calismamizda da 6rnegi oldugu tizere
niiks etmis olgularda akilda tutulmas: gereken ¢énemli bir
alternatif yaklasimdir.
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Effects of the Nanova™ Therapy System in Unroofing-
Curettage and Secondary Intention Healing of Pilonidal
Abscesses

Pilonidal Apseli Olgularda Unroofing-Curettage ve Sekonder lyilesme
Yontemine Nanova™ Therapy System Kullaniminin Etkisi

Burhan Hakan Kanat!, Mustafa Girgin2, Yavuz Selim ilhan2, Ali Aksu

1University of Health Sciences, Elazi§ Training and Research Hospital, Clinic of General Surgery, Elazi§, Turkey
2Frat University Faculty of Medicine, Department of General Surgery, Elazig, Turkey

ABSTRACT I

Aim: Although treatment methods have been well-established for asymptomatic, chronic fistulizing, and recurrent forms of pilonidal sinus disease,
there is no consensus on when definitive treatment should be performed in patients with abscesses. In this study, we aimed to present non-powered
negative-pressure wound dressing used to facilitate healing in patients with pilonidal abscesses who underwent unroofing-curettage.

Method: The data of five patients who presented to our clinics between June-December 2015 with pilonidal abscesses and underwent unroofing-
curettage and secondary healing with non-powered negative-pressure wound dressing were included in the study. The patients’ age, sex, duration of
treatment, complications, and recurrence rates were analyzed. Unroofing-curettage was performed after drainage under local anesthesia. The wound was
dressed using the “Nanova™ Therapy System”, applying the first 3 treatments every 48 hours, followed by the next applications once every 72 hours.
Results: Since the number of cases was small, the patients were examined one by one. The mean age of the patients was 33 years (28-38 years) and
all patients were male. There was no previous history of pilonidal sinus in the patients’ medical histories. Wound dressing was applied 3 times to one
patient, 4 times to three patients, and 5 times to one patient (average, 4). Only one patient developed hemorrhage as a complication. Mean recovery
time was 22.2+6.26 (16-32) days. The mean follow-up period was 20.8+3.34 (16-24) months and no recurrence was detected during this period.
Conclusion: In our study, we used negative-pressure wound dressing by means of a non-powered hand pump. Since the number of patients was small,
a statistical comparison was not possible. However, we found that vacuum-assisted dressing shortens the healing period compared to previous studies
in patients whose wounds were left to heal by secondary intention.

Keywords: Pilonidal sinus, abscess, dressing

O Z

Amac: Pilonidal sintis hastaliginin asemptomatik, kronik fistulizan ve ntiks formlarinda bir tedavi sekli oturmus olmakla birlikte apseli basvuran
hastalarda nihai tedavinin ne zaman yapilmasi gerektigi konusunda fikir birligi yoktur. Bu calismamizda unroofing-curettage yapilan pilonidal apseli
hastalarda iyilesmeyi hizlandirmak icin kullanilan “elektrik enerjisi gerektirmeyen negatif basing¢ yardiml yara pansumanini” sunmay1 amacladik.
Yontem: Klinigimizde Haziran-Aralik 2015 tarihleri arasinda pilonidal apse ile basvuran ve “unroofing-curettage ve sekonder iyilesme” ile birlikte
“elektrik enerjisi gerektirmeyen negatif basin¢ yardimli yara pansumani” yapilan bes hastanin verileri calismaya alindi. Hastalarin yast, cinsiyeti, tedavi
stireleri, komplikasyonlar ve niiks oranlar1 incelendi. Apse ile basvuran hastalara lokal anestezi altinda drenaj islemi yapildiktan sonra unroofing-
curettage yapildi. Acik kalan alana ilk 3 uygulama 48 saatte bir, sonraki uygulamalar ise 72 saatte bir olmak tizere “Nanova™ Therapy System”
kullanilarak pansuman yapildi.

Bulgular: Olgu sayisi az oldugu icin hastalar tek tek incelendi. Hastalarin yas ortalamasi 33 yil (28-38 yil) olup tum hastalar erkekti. Hastalarin
anamnezinde daha once pilonidal sintis 6ykust yoktu. Bir hastaya 3, ti¢ hastaya 4 ve bir hastaya da 5 kez uygulandi. Ortalama uygulama sayis1 4 olarak
saptandi. Sadece bir hastada komplikasyon olarak kanama gelisti. Ortalama iyilesme stiresi 22,2+6,26 (16-32) gundi. Ortalama takip suresi 20,8+3,34
(16-24) ay olup bu sure zarfinda niks saptanmadi.

Sonug: Calismamizda elektrik enerjisine ihtiyac duymayan el pompasi yardimi ile negatif basin¢ uygulayan yara pansumani kullanilmistir. Hasta
sayist az oldugundan istatistiki bir karsilastirma yapilamamistur. Ancak daha onceki calismalara kiyasla sekonder iyilesmeye birakilan hastalarda
vakum destekli pansumanin iyilesme stiresini kisalttigini tespit ettik.

Anahtar Kelimeler: Pilonidal sintis, apse, pansuman
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Introduction

Pilonidal sinus was first described by Herbert Mayo in 1833
as a hair-containing sinus in the sacrococcygeal region of
a female patient. Later, in 1880, Hodges used the word
“pilonidal” as a combination of the Latin words “pilus”,
meaning hair, and “nidus”, meaning home. The condition
is more common in the young adult male population. It
can manifest with a wide spectrum of symptoms ranging
from abscess, pain, and discharge to an asymptomatic
form.n>?

Itis clinically classified in four types according to symptoms:
1) asymptomatic, 2) acute pilonidal abscess, 3) chronic
fistulizing form, and 4) recurrent types. While the chronic
fistulizing form is the most common, cases with acute
abscess are also substantial in number. Many clinicians
drain these abscesses under local anesthesia in outpatient
clinics without conducting follow-up. In fact, when a good
medical history is obtained, many patients who present with
the chronic fistulizing form are also found to have a history
of severe or mild abscess.*”

In spite of an established treatment approach for the
asymptomatic, chronic fistulizing, and recurrent forms, there
is no consensus as to when to perform definitive surgical
interventions in patients with abscess. In our previous study,
we compared the methods of unroofing-curettage with
secondary intention healing and antibiotherapy followed
by flap surgery in patients with abscess and reported that
antibiotherapy followed by flap surgery may be preferable,
especially because of its shorter treatment duration.* The
aim of the current study is to present non-powered negative-
pressure wound dressing used to accelerate healing in
patients after unroofing-curettage. This system involves
wound dressing with negative pressure applied by hand
pump, without the need for an electrical power source.

Materials and Methods

The data of five patients who presented to our clinic between
June and December 2015 with pilonidal abscess and
underwent unroofing-curettage and secondary intention
healing with non-powered negative-pressure
dressing were included in the study. The patients were
analyzed with regard to age, gender, treatment duration,
complications, and recurrence rates.

wound

Obtaining the consent of an ethics committee was not
necessary for this retrospective clinical study. However,
consent was obtained from the hospital management for
processing the data. Patients signed an informed consent
form for the surgical procedure and subsequent treatment,
and the necessary permission was obtained to use their data
in our analyses.

Patients presenting with abscess underwent drainage under
local anesthesia followed by unroofing-curettage. The
wound was dressed using the Nanova™ Therapy System
every 48 hours for the first 3 applications and every 72
hours for the remaining applications.

Under local anesthesia, a wire probe was inserted into the
sinus opening and removed where the abscess fistulized,
and the roof of the sinus tract was opened to drain the
abscess (Figures 1, 2). The area was thoroughly debrided
and hemostasis was achieved. The wound was covered using
the Nanova™ Therapy System (Figures 3, 4). The manual,
non-powered vacuum unit was connected and the patient
was discharged with follow-up visits scheduled every 48
hours for the first 3 wound dressing applications and every
72 hours for the remaining applications (Figures 5, 6, 7, 8).
The patient was considered recovered when they no longer
required wound dressing.

Results

As the number of cases was small, patients were reviewed
individually. The average age of the patients was 33 years
(28-38 years) and all were male. The medical records did
not include previous history of pilonidal sinus. Wound
dressing was applied 3 times for one patient, 4 times for
three patients, and 5 times for one patient. The average
number of applications was 4. Only one patient experienced
bleeding as a complication, which was controlled by sutures.
The mean recovery period was 22.2+6.26 (16-32) days. The
mean follow-up time was 20.8+3.34 (16-24) months, during
which there was no recurrence (Table 1).

Figure 1. Insertion of the wire probe into the sinus opening and removal
through the area where the abscess fistulized
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Discussion

There is still controversy regarding when and how to treat
patients with acute pilonidal abscess. While the literature
includes articles arguing that some of these cases do not
become chronic after drainage and therefore not all require

a definitive procedure during drainage, there are also

Figure 2. Opening the sinus tract (unroofing procedure)

Figure 3. Closing the wound with wound dressing

descriptions of methods such as flap following drainage
and antibiotherapy or unroofing-curettage followed by
secondary intention healing.*>¢

The guideline for the management of pilonidal disease
issued in 2013 by the American Society of Colon and Rectal
Surgeons strongly recommends (level 1B, based on moderate-
quality evidence) that cases of acute abscess should be treated
with incision and drainage, regardless of being primary or
recurring.” The importance of drainage is also emphasized
in the guideline published by Italian Society of Colorectal
Surgeons, which reports that lateral incision may shorten the
recovery period for abscesses.® Given the clear importance
of drainage, research is ongoing for more effective drainage

Figure 5. Condition of the wound after the first application
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methods. In a study using a new endoscopic technique to
treat pilonidal abscess, Javed et al.” reported significantly
better results in wound healing time and time to return to
work when compared with the conventional incision and
drainage technique.

Khalil et al."® described a technique of draining abscesses with
needle aspiration and injection of local anesthetic using low
negative pressure in the emergency department, thus presenting
a way of treating pilonidal abscess with minimally invasive
methods that minimize the patient’s pain without increasing
the pressure in the abscess cavity or enlarging the cavity. It can
be concluded that applying negative-pressure wound therapy
to the abscess cavity ensures a more effective treatment by
maintaining low pressure in the abscess cavity, increasing the
patient’s comfort, and minimizing the pain felt by the patient.
Negative-pressure wound therapy has been in use for about
50 years. These methods have become more common in
daily practice, especially with the technological advances
seen in recent years. These methods allow for absorption-
drainage (vacuum) of the wound. The vacuum helps

Figure 7. Day 13 Figure 8. Day 20

Table 1. Patients’ findings

1 28 Male - HbsAg (+) 18 16 -
2 30 Male - - 16 20 -
3 32 Male -- -- 21 24 --
4 37 Male Hemorrhage - 24 20 -
5 38 Male -- -- 32 24 -

HbsAg: Hepatitis B surface antigen
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effectively drain the fluid accumulated in the wound.
Negative-pressure systems use a special wound dressing and
a connection tube, generally accompanied by an electrical
pump, to apply continuous or intermittently controlled
subatmospheric pressure to the wound. These methods are
reported to decrease the amount of bacteria in the wound,
shorten recovery time, and normalize the immune response.
They increase local blood flow, causing contraction from
the periphery to the center of the wound."

In our study, we used wound dressing in which negative
pressure is created manually by hand pump, without an
electrical power source. A statistical comparison was not
possible due to the small number of patients. However,
compared to our previous studies, we found that vacuum-
assisted wound care shortened the recovery periods in
patients allowed to heal via secondary intention. Recovery
time improved from 34.7+3.3 days in our previous study
to 22.2+6.26 days in the current study.* The mean follow-
up time was 20.8+3.34 (16-24) months, during which no
recurrence was observed. However, this data is insufficient
due to the limited patient number.

A retrospective comparison of daily wound dressing and
negative-pressure wound dressing in pilonidal sinus patients
left to heal by secondary intention showed that patients with
negative-pressure wound dressing had shorter recovery times."?
The vacuum-assisted wound dressing we employed in our
study is a therapeutic system designed for the treatment of
acute and chronic superficial wounds with low or medium
exudate, combining the healing power of negative pressure
with the easy application of advanced wound dressings. The
kit consists of a closure method and vacuum-producing
therapy unit. The method allows for effective exudate
management, maximum sealing, and minimal maceration.
It ensures rapid recovery, is user-friendly, and is portable
and silent with no charging, electronic devices, or alarms.
In conclusion, the use of unroofing-curettage and secondary
intention healing combined with non-powered negative-
pressure wound dressing may not be ideal for all cases, but is
particularly suitable for those pilonidal abscess patients who
want to undergo definitive surgical treatment during drainage
and to get back to work in a relatively shorter period of time.
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Pilonidal Apseli Olgularda Unroofing-Curettage ve
Sekonder lyilesme Yontemine Nanova™ Therapy System
Kullaniminin Etkisi

Effects of the Nanova™ Therapy System in Unroofing-Curettage and
Secondary Intention Healing of Pilonidal Abscesses

Burhan Hakan Kanat!, Mustafa Girgin2, Yavuz Selim ilhan2, Ali Aksu

1Saglik Bilimleri Universitesi, Elazi§ Egitim ve Arastirma Hastanesi, Genel Cerrahi Klinigi, Elazig, Tirkiye
2Frat Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Elazi§, Tirkiye

oAl ellHLLLL Ll

Amag: Pilonidal sinus hastaliginin asemptomatik, kronik fistillizan ve niiks formlarinda bir tedavi sekli oturmus olmakla birlikte apseli basvuran
hastalarda nihai tedavinin ne zaman yapilmasi gerektigi konusunda fikir birligi yoktur. Bu calismamizda unroofing-curettage yapilan pilonidal apseli
hastalarda iyilesmeyi hizlandirmak icin kullanilan “elektrik enerjisi gerektirmeyen negatif basin¢ yardiml yara pansumanini” sunmay1 amacladik.
Yontem: Klinigimizde Haziran-Aralik 2015 tarihleri arasinda pilonidal apse ile basvuran ve “unroofing-curettage ve sekonder iyilesme” ile birlikte
“elektrik enerjisi gerektirmeyen negatif basin¢ yardimli yara pansumani” yapilan bes hastanin verileri calismaya alindi. Hastalarin yasi, cinsiyeti, tedavi
stireleri, komplikasyonlar ve niiks oranlar1 incelendi. Apse ile basvuran hastalara lokal anestezi altinda drenaj islemi yapildiktan sonra unroofing-
curettage yapildi. Acik kalan alana ilk 3 uygulama 48 saatte bir, sonraki uygulamalar ise 72 saatte bir olmak tizere “Nanova™ Therapy System”
kullanilarak pansuman yapildi.

Bulgular: Olgu sayis1 az oldugu icin hastalar tek tek incelendi. Hastalarin yas ortalamasi 33 yil (28-38 yil) olup ttim hastalar erkekti. Hastalarin
anamnezinde daha énce pilonidal sinus 6ykusi yoktu. Bir hastaya 3, ti¢ hastaya 4 ve bir hastaya da 5 kez uygulandi. Ortalama uygulama sayis1 4 olarak
saptandi. Sadece bir hastada komplikasyon olarak kanama gelisti. Ortalama iyilesme siiresi 22,2+6,26 (16-32) gundu. Ortalama takip suresi 20,8+3,34
(16-24) ay olup bu stre zarfinda niiks saptanmadi.

Sonuc: Calismamizda elektrik enerjisine ihtiya¢c duymayan el pompasi yardimu ile negatif basin¢ uygulayan yara pansumani kullanilmistir. Hasta
sayist az oldugundan istatistiki bir karsilastirma yapilamamistir. Ancak daha onceki calismalara kiyasla sekonder iyilesmeye birakilan hastalarda
vakum destekli pansumanin iyilesme suresini kisalttigini tespit ettik.

Anahtar Kelimeler: Pilonidal sinus, apse, pansuman

ABSTRACT I ™

Aim: Although treatment methods have been well-established for asymptomatic, chronic fistulizing, and recurrent forms of pilonidal sinus disease,
there is no consensus on when definitive treatment should be performed in patients with abscesses. In this study, we aimed to present non-powered
negative-pressure wound dressing used to facilitate healing in patients with pilonidal abscesses who underwent unroofing-curettage.

Method: The data of five patients who presented to our clinics between June-December 2015 with pilonidal abscesses and underwent unroofing-
curettage and secondary healing with non-powered negative-pressure wound dressing were included in the study. The patients’ age, sex, duration of
treatment, complications, and recurrence rates were analyzed. Unroofing-curettage was performed after drainage under local anesthesia. The wound was
dressed using the “Nanova™ Therapy System”, applying the first 3 treatments every 48 hours, followed by the next applications once every 72 hours.
Results: Since the number of cases was small, the patients were examined one by one. The mean age of the patients was 33 years (28-38 years) and
all patients were male. There was no previous history of pilonidal sinus in the patients’ medical histories. Wound dressing was applied 3 times to one
patient, 4 times to three patients, and 5 times to one patient (average, 4). Only one patient developed hemorrhage as a complication. Mean recovery
time was 22.2+6.26 (16-32) days. The mean follow-up period was 20.8+3.34 (16-24) months and no recurrence was detected during this period.
Conclusion: In our study, we used negative-pressure wound dressing by means of a non-powered hand pump. Since the number of patients was small,
a statistical comparison was not possible. However, we found that vacuum-assisted dressing shortens the healing period compared to previous studies
in patients whose wounds were left to heal by secondary intention.

Keywords: Pilonidal sinus, abscess, dressing
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Girig

Pilonidal sinus ilk olarak 1833 yilinda Herbert Mayo
tarafindan bir kadin hastada sakrokoksigeal bolgede kil
iceren siniis olarak tarif edilmistir. Daha sonra 1880 yilinda
Hodges Latince kil anlamina gelen “pilus” ve yuva anlamina
gelen birlestirerek  “pilonidal”
kelimesini kullanmistir. Hastalik genc eriskin yastaki erkek
poptlasyonda daha sik gorilmektedir. Apseli ve agrili
akintidan, asemptomatik forma kadar yaygin bir sikayet
agina neden olabilir."*?

“nidus”  kelimelerini

Semptomlara gore siniflandirildiginda; 1) asemptomatik 2)
akut pilonidal apseli, 3) kronik fistilizan form, ve 4) niiks
tipler olmak tzere klinikte dort sekilde karsimiza cikabilir.
Klinikte en cok karsilasugimiz tablo kronik fistiilizan form
olmakla birlikte akut apseli olanlar da goz ardi edilemeyecek
duzeydedir. Bircogumuz poliklinik sartlarinda lokal
anestezi altinda bu apseleri bosaltmakta ve akibetini takip
etmemekteyiz. Ashinda iyi bir anamnez alindiginda kronik
fistillizan form ile basvuran hastalarin bircogunda siddetli
ya da hafif bir apse oykusi mevcuttur.*’

Asemptomatik, kronik fistilizan ve nuks formlarinda
sekli birlikte apseli
basvuran hastalarda nihai tedavinin ne zaman yapilmasi
gerektigi konusunda fikir birligi yoktur. Daha onceki
calismalarimizda apse ile basvuran hastalarda “unroofing-
curettage ve sekonder iyilesme” ile “antibiyoterapi sonrasi
flep” yontemlerini karsilastirmis ve antibiyoterapi sonrasi
flep yontemlerinin ozellikle tedavi siuresinin daha kisa
olmasi nedeniyle tercih edilebilecegini bildirmistik.* Bu
calismamizda ise unroofing-curettage yapilan hastalarda
iyilesmeyi hizlandirmak icin kullanilan “elektrik enerjisi
gerektirmeyen negatif basin¢ yardimli yara pansumanini”
sunmayl elektrik
gerektirmeyen, el pompast yardimi ile negatif basinc

bir tedavi oturmus olmakla

amacladik. Bu sistem enerjisi

uygulayan yara pansumanidir.

Gerec ve Yontem

Klinigimizde Haziran-Aralik 2015 tarihleri arasinda pilonidal
apse ile basvuran ve “unroofing-curettage ve sekonder
iyilesme” ile birlikte “elektrik enerjisi gerektirmeyen negatif
basin¢ yardimli yara pansumani” yapilan bes hastanin
verileri calismaya alindi. Hastalarin yasi, cinsiyeti, tedavi
sureleri, komplikasyonlar ve ntiks oranlari incelendi.

Bu calisma retrospektif klinik bir calisma olmasi nedeni ile
etik kurul karar1 alinmasina gerek duyulmamistir. Ancak
hastane yonetiminden verilerin kullanilmasi icin gerekli
izin alinmistir. Yapilan cerrahi mudahale icin ve sonraki
bakim icin hastalara aydinlatilmis onam formu onaylatilarak
gerekli bilgilendirme yapilmis, verilerinin kullanilmasi icin
gerekli izinler alinmistir.

Apse ile basvuran hastalara lokal anestezi altinda drenaj
islemi yapildiktan sonra unroofing-curettage yapildi. Acik
kalan alana ilk 3 uygulama 48 saatte bir, sonraki uygulamalar
ise 72 saatte bir olmak tizere “Nanova™ Therapy System”
kullanilarak pansuman yapildi.

Hastalara lokal anestezi altinda siniis agzindan stile teli
girilerek apsenin fistilize oldugu alandan c¢ikarild: ve apse
drene edilerek sintis traktimin catist acildi (Resim 1, 2).
Acilan alan iyi bir sekilde debride edildikten sonra hemostaz
saglandi. Daha sonra “Nanova™ Therapy System”in kapama
sistemi kullanilarak yara kapatildi (Resim 3, 4). Ardindan
el yardiml elektrik enerjisi gerektirmeyen vakum saglayan
tnite bagland1 ve hasta ilk 3 uygulamada 48 saatte bir, daha
sonra 72 saatte bir kontrole gelmek tzere taburcu edildi
(Resim 5, 6, 7, 8). Yaranin pansuman ihtiyac1 kalmayan
hastalar iyilesmis olarak kabul edildi.

Bulgular

Olgu sayist az oldugu icin hastalar tek tek incelendi.
Hastalarin yas ortalamasi 33 y1l (28-38 y1l) olup tam hastalar
erkekti. Hastalarin anamnezinde daha ¢nce pilonidal sints
oykust yoktu. Bir hastaya 3, ¢ hastaya 4 ve bir hastaya
da 5 kez uygulandi. Ortalama uygulama sayist 4 olarak
saptandi. Sadece bir hastada komplikasyon olarak kanama
gelisti. Sutire edilerek kanama kontroli saglandi. Ortalama
iyilesme suresi 22,2+6,26 (16-32) gindu. Ortalama takip
stresi 20,8+3,34 (16-24) ay olup bu sure zarfinda niks
saptanmadi (Tablo 1).

Resim 1. Sints agzindan stile telinin girilerek apsenin fisttlize oldugu
alandan cikarillmasi
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Tartisma kroniklesmedigini ve bu nedenle hepsine drenaj sirasinda

Akut pilonidal apseli hastalarin ne zaman ve ne sekilde nihai tedavi  yapilmamasim  savunan  yazilar - oldugu

tedavi edilmeleri gerektigi hala tartismalidir. Literaturde bu gibi, drenaj-antibiyoterapi sonrasi flep yontemleri veya

olgularin bir kisminin drenaj sonrasi ilerleyen zamanlarda “unroofing-curettage sonrasi sekonder iyilesme”  gibi
yontemler tariflenmistir.*>¢

2013 yilinda Amerikan Kolon ve Rektum Cerrahlar Birligi
tarafindan yaynlanmis olan pilonidal hastalikta tedavi

yonetimi kilavuzuna gore, akut apseli olgularda primer veya

Resim 2. Sinus traktnin catisinin acilmasi (unroofing islemi)

Resim 4. El yardimh elektrik enerjisi gerektirmeyen vakum saglayan
unite

Resim 3. Olusan yaranin yara ortist ile kapatilmast Resim 5. i1k uygulama sonrasi yaramn durumu
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rekiirren olup olmadiginabakilmaksizininsizyonvedrenajile
tedavi edilmesi gerekliligi 1B oneri derecesinde onerilmistir.”
Italyan Kolorektal Cerrahlar Birligi de yayiladigi kilavuzda
drenajin 6nemini vurgulamis, apselerde lateral insizyonun
iyilesme siiresini kisaltabilecegini bildirmistir.® Drenajin
bu kadar onemli oldugu bir durumda daha etkili drenaj
yontemleri ile ilgili arayislar sirmektedir. Javed ve ark.’
yeni bir endoskopik teknikle pilonidal apseyi tedavi ettikleri
calismada, bu yontem ile konvansiyonel insizyon ve drenaj
teknigine gore istatistiksel anlamli bulunan daha iyi yara
iyilesme stiresi ve daha iyi ise donus siresi sonuclarini
bildirmislerdir.

Khalil ve ark.'® acil departmaninda dusuk negatif basing
kullanarak apseyi lokal anestezik ajan ile aspirasyon ve
enjeksiyon yontemi ile drene ettikleri calismada apse
kavitesi icerisindeki basinct hi¢ artirmadan, kaviteyi
buiyutmeden hastanin duydugu agriyt minimalize ederek
minimal invaziv yontemleri ile pilonidal apsenin tedavi
edilebilirligini sunmaktadirlar.’® Apse kavitesinin negatif

basin¢ yardimh yara bakiminin, apse kavitesinin basincim

Resim 7. On tctinct gin Resim 8. Yirminci giin

Tablo 1. Hastalarin bulgular

1 28 Erkek - HbsAg (+) 18 16 -
2 30 Erkek - -- 16 20 -
3 32 Erkek - - 21 24 -
4 37 Erkek Kanama - 24 20 -
5 38 Erkek - -- 32 24 -

HbsAg: Hepatit B ytizey antijeni
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dustik seviyede tutarak, hasta konforunu arttirarak, hastanin
duymakta oldugu agriyr minimize ederek daha etkili bir
tedavi sagladigini soylemek mumkundiir.

Negatif basin¢ yardimli yara bakim yonetimi yaklasik 50
yildir kullanilmaktadir. Ozellikle son yillarda gelismis
teknolojileri ile bu yontemler gunlik pratigimizde daha cok
kullanilmaya baslanmistir. Bu yontemlerde yarada emme-
drenaj (vakum) saglanir. Vakum ortamu yarada biriken
swviyt etkili bir sekilde bosaltir ve drenaj saglamis olur. Bu
sistemlerde ozellikli yara ortust ve bir baglanti tipu ile
genellikle elektrikli pompa kullanilarak yaraya strekli ya
da aralikli kontrollit subatmosferik basin¢ uygulanmis olur.
Bu yontemlerin yaradaki bakteri sayisini azalttugy, iyilesme
suresini kisalttigt ve immun yaniti normale cevirdigi
belirtilmistir. Lokal kan akiminda artis saglar, periferden
yaranin merkezine dogru kontraksiyona neden olur."
Calismamizda elektrik enerjisine ihtiyac duymayan el
pompast yardimiile negatif basin¢ uygulayan yara pansumani
kullanilmistir. Hasta az oldugundan istatistiki
bir karsilasirma yapilamamistir. Ancak daha onceki

say1sl

calismalarimiza kiyasla sekonder iyilesmeye biraktigimiz
hastalarda vakum destekli pansumanin iyilesme stresini
kisaltugin tespit ettik. Onceki calismalarda 34,7+3,3 giin
olarak verilen iyilesme stureleri calismamizda 22,2+6,26
gun olarak bulundu.* Ortalama takip suresi 20,8+3,34 (16-
24) ay olup bu siire zarfinda ntiks saptanmadi. Ancak olgu
sayisindaki kisithliktan dolay: bu veri yeterli degildir.
Retrospektif olarak yapilan bir c¢alismada; sekonder
iyilesmeye birakilan pilonidal sintis hastalarinda gunluk
pansuman yapimi ile negatif basin¢ yardimhi pansuman
karsilastirilmis ve negatif basin¢chi pansuman uygulanan
hastalarda iyilesme siiresinin daha kisa oldugu tespit
edilmistir.*?

Kullandigimiz bu vakumlu pansuman yontemi, dustik veya
orta eksudali akut ve kronik ytizeysel yaralarin tedavisi icin
tasarlanmis, negatif basimcin iyilestirme guctnit gelismis
yara ortalerinin uygulama kolaylig: ile birlestiren bir terapi
sistemidir. Set kapama yontemi ve vakum olusturan terapi
tinitesinden olusmaktadir. Negatif basincin iyilestirme
gicunii, gelismis yara ortulerinin kullanim kolaylig1 ile
birlestirir. Bu yontem etkin eksuda yonetimi, maksimum
sizdirmazlik ve minimal maserasyon saglar. Hizli iyilesme
saglar. Tasinabilir ve sessizdir, sarjsizdir, elektronik cihaz ve
alarm bulundurmaz. Kullanimi kolaydir.

Sonug¢ olarak, tim olgularda olmasa bile, 6zellikle drenaj
esnasinda nihai tedavisini olmak isteyen ve gorece daha hizli
normal hayatina donmek isteyen pilonidal apseli hastalarda
“unroofing-curettage ve sekonder iyilesme” ile birlikte
“elektrik enerjisi gerektirmeyen negatif basin¢ yardimh yara
pansumani” uygulanabilir.

Etik

Etik Kurul Onayr: Bu calisma retrospektif klinik bir
calisma olmasi nedeni ile etik kurul karar1 alinmasina gerek
duyulmamistir. Ancak hastane yonetiminden verilerin
kullanilmasi i¢in gerekli izin alinmistir.

Hasta Omay1: Yapilan cerrahi miidahale icin ve sonraki
bakim icin hastalara aydinlatilmis onam formu onaylatularak
gerekli bilgilendirme yapilmis, verilerinin kullanilmasi icin
gerekli izinler alinmistir.

Hakem Degerlendirmesi: Editorler kurulu tarafindan

degerlendirilmistir.
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A Massive Colorectal Lipoma Prolapsed with Invagination
Through Anal Canal: Case Report

Anal Kanaldan Prolabe Olan ve invajinasyon Olusturan Dev Kolorektal Lipom:
Olgu Sunumu

Mehmet Ulusahin, Serkan Tayar, Reyyan Yildirnm, Kadir Tomas, Mithat Kerim Arslan, Serdar Topaloglu
Karadeniz Technical University Faculty of Medicine, Department of General Surgery, Trabzon, Turkey

I ABSTRACT I ——

Colorectal lipoma is a rare and generally asymptomatic lesion of the colon. Symptoms emerge as the lipoma grows in size. We here describe our
diagnosis and management of a case presenting with abdominal pain, rectal bleeding, and protruding rectal mass for 15 days. A soft mass which had
prolapsed through the anus was observed on physical examination. Colonoscopy could not be performed due to the irreducible mass, and urgent
surgery was planned. The mass was resected with rectosigmoid resection. The patient developed no complications and was discharged on the 7th
postoperative day.

Keywords: Colorectal lipoma, lipoma, rectal prolapse, invagination

O Z

Kolorektal lipom nadir gortilen ve genellikle asemptomatik seyreden bir lezyondur. Lipomun boyutu buyudtikce semptomlar ortaya ¢ikar. Bu olgu
sunumunda 15 gindur karin agrisi, rektal kanama ve makattan eline kitle gelme sikayeti olan hastanin tani ve tedavi stireci anlatulmistir. Hastanin
anal muayenesinde antisten prolabe olan yumusak kivamh kitle tespit edildi. Redtikte edilemeyen kitle nedeni ile hastaya kolonoskopi yapilamadi
ve acil cerrahi planlandi. Kitle rektosigmoid rezeksiyon uygulanarak rezeke edildi. Ameliyat sonrasi servis takiplerinde ek problemi olmayan hasta
postoperatif 7. gun taburcu edildi.

Anahtar Kelimeler: Kolorektal lipom, lipom, rektal prolaps, invajinasyon

Introduction abnormality was detected on complete blood count and
blood biochemistry. A soft, smooth, bright, erythematous,
5-6 cm sized mass which prolapsed through anal canal and
occluded the lumen was detected in anal examination of

patient with tenderness and little distension in abdominal

Colorectal lipomas are rare benign mesenchimal tumours
and are generally asymptomatic. They may cause abdominal
pain, diarrhea, rectal bleeding, tenesmus, obstruction,
naused, Vomltlng, distension and })rol.apsus l?y becommg examination (Figure 1). Urgent surgery was planned for
symptomatic due to- enlargement." Clinical findings may patient because colonoscopy also couldn’t be performed due
to unreductable mass. In operation table, it was observed
with the help of rigid rectosigmoidoscopy that root of the
lesion was located 20 cm from anal verge. It was concluded

that endoscopic applicable; then

overlap with malignant tumour.

Case Report

A 51-year-old female patient admitted to emergency service resection was not

with complaints of rectal bleeding and a mass prolapsing
through anus for 15 days. Her history did not reveal weight
loss or loss of appetite. Patient did not have any known
disease, history of drug use or undergone surgery; and no

laparotomy was performed. In laparotomy, invagination in
sigmoid colon was observed (Figure 2). When colotomy was
performed, a 7-8 cm sized soft mass was located at the distal
part of sigmoid colon (Figure 3); then rectosigmoid resection
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was performed (Figure 4). After uneventful postoperative
course, patient was discharged at postoperative 7" day.
Pathological examination was revealed a vascular lipoma
with 8 ¢cm in diameter in colon lumen. No recurrence has
been occured during 4 years of follow-ups.

-

Figure 1. A soft, smooth mass which was prolapsed through anal canal
and occluded the lumen was observed in anal examination

Figure 2. View of invagination caused by rectosigmoid lipoma during
laparotomy

Figure 3. View of mass causing invagination during colotomy

Figure 4. Rectosigmoid resection material

Discussion

Although colorectal lipomas are second most common
benign colon tumors; rate of incidence in general population
is very low. Its incidence ranges between 0.2% and 4.4%.
It is more common among women aged between 50-70.
Majority of them are located at right colon as well as caecum
(most frequently).* Also, 10% of them may be multiple.’
Although 90% of them are located submucosally, they may
also be located at subserosa or mixed localizations.*
Lipomas located at colon are generally asymptomatic and
diagnosis is generally made by endoscopic procedures or
incidentally during abdominal surgeries.” Size of lipomas
may range between 2 mm and 30 cm in diameter.® Symptoms
are correlated with size of lipoma. It was reported that lesions
sized above 4 cm are more likely to be symptomatic whereas
lipomas sized below 2 cm are generally asymptomatic and
diagnosed incidentally.! Although symptoms may vary
according to the localization of the lipoma; abdominal pain,
hemorrhage, invagination,” obstruction, nausea, vomiting,
distention, perforation,® prolapsus’ may occur.

Diagnosing lipoma with imaging modalities may be difficult.
Its signs rarely appear in barium graphies. If specific signs
of adipose tissue can be identified in magnetic resonance
imaging and computerized tomography; differentiating
lipoma from colon cancer or polyp may be possible.*!°
Lipomas may be seen as soft, smooth, sessil or pedicled
yellow lesions which appear as submucosal swelling
without ulceration or lesion on mucosa. Mucosal pathology
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may not be seen and deceiving reports may arise due to their
submucosal origin. Lipomas may overlap with polyps and
tumours during colonoscopy and definitive diagnosis may
only be made by pathology results after excision of lesion."
Different approaches like enucleation, local excision,
colotomy and segmental resection may be
for treatment.” Regular follow-ups are suggested for
asymptomatic lipomas incidentally detected which was

chosen

sized below 2 cm whereas endoscopic excision is suggested
for symptomatic lipomas.?® Risk of perforation and bleeding
during endoscopic excision is increased in lipomas sized
above 2 cm in diameter. Therefore, segmental colectomy
is preferable among other surgical methods.” Transanal
excision may be performed in distally localized masses.
However; a case report related with excision of a 7 cm-
sized colon lipoma after endoscopic submucosal dissection
without complication is present in literature.’> Groups
preferred endoscopic submucosal excision even in large
lipomas have suggested that other surgical methods must
be chosen in cases of broad-based and sessile masses,
suspicion of malignancy, presence of complications such as
invagination or obstruction.'?

In conclusion, colorectal polyps are especially symptomatic
when they are sized above 4 cm in diameter by causing
invagination, obstruction, prolapsus and rectal bleeding. A
widely accepted algorhythm in treatment is not available;
however, excision of symptomatic lesions sized above 2 cm
in diameter has been suggested.
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Treatment of a Patient Who Attempted Suicide by
Swallowing a Razor Blade: A Case Report

Jilet Yutarak intihar Girisiminde Bulunan Hastanin Tedavisi: Olgu Sunumu

Tamer Akay

Bandirma State Hospital, Clinic of General Surgery, Balikesir, Turkey
T ABSTRACT .

Intentional ingestion of foreign bodies is a common phenomenon among psychiatric patients and prisoners. In this report, we present a 34-year-old
male prisoner who stated that he swallowed a razor blade to commit suicide. The patient was hospitalized and underwent upper gastrointestinal
system endoscopy for observation. The patient developed acute abdominal pain while being monitored; an exploratory laparotomy was performed and
two razor blades were removed from the patient’s small intestine. The patient’s symptoms regressed in the postoperative period and he was discharged.
In conclusion, intentional ingestion of foreign bodies is a common phenomenon; patients should be closely monitored and cases that may require
surgical intervention should not be overlooked.

Keywords: Foreign bodies, diagnosis, laparotomy

I O
Psikiyatrik hastalar ve mahkumlar arasinda kasten yabanci cisim yutulmasi yaygin gortlebilen bir durumdur. Calismamizda, intihar girisimi nedeni
ile jilet yuttugunu ifade eden 34 yasinda bir erkek mahkum hasta sunulmustur. Gozlem amaciyla servise yatirilan hastaya tist gastrointestinal sistem
endoskopisi uygulandi. Hastanin takiplerinde akut karin tablosu gelismesi tzerine eksploratris laparotomi yapilarak iki adet jilet ince barsaktan
cikarildi. Ameliyattan sonraki donemde sikayetleri gerileyen hasta cerrahi sifa ile taburcu edildi. Sonuc olarak, mahkumlar arasinda kasten yabanci cisim
yutulmasi yaygin gorulebilen bir durum oldugundan hastalar yakin takip edilmeli, cerrahi girisim gerektirebilecek olgular gézden kacirilmamalidir.
Anahtar Kelimeler: Yabanci cisimler, tani, laparotomi

Introduction to present a patient who intentionally ingested a foreign

. . . . Lo L s body and underwent endoscopic intervention, conservative
Intentional ingestion of foreign bodies is a clinical condition

1 g 1 . . monitoring, and surgical intervention in accordance with the
with significant morbidity and mortality. It is most commonly & &

o . . relevant literature.
seen among psychiatric patients and prisoners. There are three
main treatment modalities for patients who intentionally ingest

. . . . Case Report
foreign bodies: endoscopic methods, conservative follow-up,

and surgical intervention."?? If a patient presents at the early A 34-year-old male patient who stated that he swallowed

stage, most of the objects are endoscopically removed from
the stomach. If the object cannot be removed endoscopically
or if it is a delayed case, then the patient is monitored with
the conservative method. In approximately 60-90% of cases,
swallowed objects are eliminated spontaneously. In the
presence of complications such as perforation, bleeding,
enteric fistula or mechanical intestinal obstruction, surgical
treatment is inevitable.* The purpose of this article was

a razor blade in a suicide attempt was evaluated in the
emergency department. Physical examination of the patient
revealed abdominal tenderness in the epigastric region. In a
direct abdominal X-ray taken with the patient in the standing
position, a radiopaque foreign body was detected on the
second lumbar vertebra (Figure 1).

Blood count and biochemical parameters were normal in the
laboratory tests. Posteroanterior chest X-ray and abdominal
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ultrasound examination showed no signs. The patient was
admitted to the general surgery department for monitoring,
and a fiber-rich, soft food diet was started. In a psychiatric
consultation, the patient’s mental condition was reported
as normal, but with adjustment disorder due to being
imprisoned.

In the abdominal computerized tomography (CT) scan,
a dense image was detected in the intestinal lumen at the
jejunal segment level (Figure 2).

Figure 1. Image of a foreign body in the direct abdominal X-ray

Figure 2. A dense image in the abdominal computerized tomography
scan

Upper gastrointestinal system endoscopy revealed nothing
except minimal erosions in the gastric antrum.

On the third day of admission, the patient underwent
exploratory laparotomy due to abdominal pain, nausea,
vomiting, and leukocytosis (14.800/mm?).

The small intestine was dilated and edematous 120 cm from
the Treitz ligament. Two 3x1 cm razor blades wrapped in
soft paper were removed through enterotomy (Figure 3).
The small intestine was closed using a double-layer suture.
The patient’s symptoms regressed and he was discharged on
the fifth postoperative day.

Discussion

Swallowing foreign bodies generally has no specific
symptoms and yields no physical examination findings.’
Therefore, patients who state that they have swallowed a
radiopaque object should be investigated with direct X-ray
after having a physical examination, which enables health
professionals to determine the number and shape of the
foreign bodies, and their location in the gastrointestinal
system.®"8 If the foreign body is radiolucent, images can be
obtained using advanced imaging techniques such as CT.°
In our case, a radiopaque foreign body was detected in the
direct X-ray, and thoracic and abdominal tomography was
performed to exclude the possibility of perforation due to
the penetrating nature of the foreign object.

Velitchkov et al.! conducted the study with the largest series
in the literature. In their 20-year study, they investigated
542 patients who swallowed foreign bodies. Although
foreign bodies were spontaneously removed in 75.6% of the
cases, 19.5% underwent endoscopic retrieval and 4.8% had a
surgical intervention.! In our case, the decision for a surgical
intervention was made after the patient developed acute
abdominal pain while he was under conservative follow-up.

Figure 3. Two razor blades removed from the intestinal lumen
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If the ingested foreign body is blunt and stays in the upper
gastrointestinal tract, the first method to be tried for its
removal is endoscopy. If the physician cannot perform
endoscopy, if the foreign body is small or sharp and
penetrating, or is considered to have passed into the small
intestine, conservative follow-up should be performed.
Conservative follow-up is especially required if the object
is sharp and penetrating."*? In our case, the foreign body
was detected in the jejunal segment through abdominal
tomography. The purpose of conducting the upper
gastrointestinal endoscopy was to detect whether there was
any organ damage. Conservative follow-up was considered
as a treatment plan because the foreign object was sharp and
penetrating and had stayed in the small intestine.

If a foreign body has passed through the pylorus but cannot
pass the ileocecal valve, surgical intervention should be
performed after a 48-hour observation because foreign
bodies retained here are likely to cause complications.*
In our case, the conservative follow-up lasted 72 hours.
During this time, the foreign body did not pass through
the gastrointestinal tract spontaneously. Abdominal X-rays
of the patient were taken, a hemogram (complete blood
count) was performed and his vital signs were observed. The
decision was made for a surgical intervention during follow-
up because the patient developed acute abdominal pain.

If the foreign body is in the stomach, gastrotomy is
performed to remove the foreign body. If the foreign body is
in the small intestine, either an enterotomy is performed or
the object is moved to the colon through milking and then
colotomy is performed.*”® Milking was not considered
in our case because the foreign object was sharp and
penetrating; enterotomy was performed. The foreign body
was accepted as a sharp and penetrating object and treated
accordingly because the patient did not state that the razor
blade was wrapped in paper.

In conclusion, endoscopic removal, conservative follow-
up, and surgical intervention are the three main treatment

modalities in patients with intentionally ingested foreign
bodies. Apart from ingested foreign bodies that pass through
the gastrointestinal tract spontaneously, endoscopic removal
of other ingested foreign bodies is successfully performed
under appropriate conditions in many centers. It should
be kept in mind that close conservative follow-up should
be performed especially for sharp and penetrating objects.
Laparotomy is indispensable for patients in whom surgical
complications develop.
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Application of Elective Surgery with Vacuum Assisted
Treatment in Traumatic Rectum Injury

Travmatik Rektum Yaralanmasinda Vakum Destekli Tedavi ile Elektif Cerrahi
Uygulanmasi
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I ABSTRACT I —

The most important factor in the diagnosis of rectal injuries is suspicion. Rectal injury should be considered in penetrating trauma affecting the
perineum, upper thighs, gluteal regions, and lower abdomen. With vacuum-assisted therapy, a certain negative pressure is applied to the wound to
accelerate wound healing and the development of the granulation tissue. In this study, a patient who presented with rectal injury and was treated with
vacuum-assisted therapy is discussed in light of the literature.

Keywords: Rectal injury, vacuum-assisted therapy, presacral abscess

WD O
Rektum yaralanmalarinin tanisinda en onemli sey oncelikle boyle bir yaralanmadan stuphe edilmesidir. Perine, uylugun tust kisimlari, gluteal bolge
ve karin alt kismini etkileyen penetran travmalarda rektum yaralanmasi goz éninde bulundurulmalidir. Vakum destekli tedavi ile yara tizerinde belli
bir negatif basin¢ uygulanarak yara iyilesmesi hizlandirilmakta ve grantlasyon dokusu gelismektedir. Bu calismamizda rektum yaralanmasi olan ve

vakum destegi ile tedavi edilen olgumuzu literatur altinda irdeledik.

Anahtar Kelimeler: Rektum yaralanmasi, vakum destekli tedavi, presakral apse

Introduction

The majority (80%) of rectal injuries occur as a result of
firearm injuries. This is followed by blunt traumas, which
are responsible for 10% of rectal injuries, and cutting/
penetrating injuries, which account for 5%. Treatment for
rectal injuries can sometimes be a prolonged process.'?
Vacuum-assisted therapy is a method that facilitates
wound healing in cases of difficult or late-healing wounds
and recurrent injuries. Particularly in chronic or infected
wounds with limited circulation, the method increases local
blood flow by 3- to 4-fold, thus accelerating the formation
of granulation tissue.”*> Therefore, we used a vacuum-
assisted system to promote defect closure and provide
definitive therapy in our patient with lower rectal injury

and perforation. In this study, we evaluate this treatment
approach and its outcomes.

Case Report

A 43-year-old male patient suffered rectal and bladder injury
as a result of a firearm injury and underwent emergency
bladder repair with sigmoid colonic colostomy in his home
country in September 2015. During follow-up, urine and
intestinal contents were observed to be exiting the incision
site, and the patient was admitted for another surgery. The
site of urine leakage and the suspected site of cecum injury
were identified in cystography, and a diverting ileostomy was
opened 30 cm from the ileocecal junction. After about 1.5
months of follow-up, it was observed that urine was exiting
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the incision site via a urinary fistula. The patient was referred
to our center for bilateral percutaneous nephrostomy.
On physical examination, the patient had colostomy and
ileostomy in the left and right lower quadrants. Following
bilateral nephrostomy, the amount of urine exiting the
incision site decreased. Contrast abdominal tomography
revealed fluid collection extending from the bladder to
the pararectal area and an abscess cavity in the presacral
region containing gas bubbles (Figure 1). The abscess was
treated by placing a percutaneous drainage catheter and
administering antibiotics. During treatment, urine stopped
leaking from the incision site and the nephrostomies were
closed, the patient began urinating normally, and clinical
and radiological signs of the abscess cavity completely
resolved. The patient was discharged after 4 months of
therapy. Three months later, the patient returned for
colostomy closure. Follow-up intravenous + oral contrast
abdominal tomography revealed a 71x34 mm abscess cavity
in the presacral area and a rectal defect (Figure 2).

Colonoscopy revealed a fistula connecting to the posterior
wall 5 cm from the anus. The opening was approximately 5
mm in diameter and was leaking purulent discharge (Figure

3). The patient was admitted for surgery. With the patient in
the jackknife position, a 4 cm transverse incision was made
posterior to the anus and continued toward the presacral
region. The abscess cavity was drained, necrotic tissues were
debrided, and the cavity was washed with antiseptic solutions.

Figure 2. Distal rectal defect

The presacral area was then closed with a vacuum-assisted
abdominal sponge closure using fibroblast growth factor-
containing collagen and changed intermittently (Figure 4,
5). Following 10 sessions of vacuum-assisted therapy in
operating-room conditions, abdominal tomography showed
that granulation tissue had completely filled the abscess
cavity and the fistula connection was no longer present

(Figure 6). The patient underwent a final procedure to close

Figure 3. Colonoscopic view of rectal defect

-

Figure 5. Vacuum-assisted closure dressing used to drain abscess cavity
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the diverting ileostomies and colostomy. No postoperative
complications were observed and the patient was discharged
after 8 days.

Rectal injuries may be caused by firearms (80%), blunt
trauma (10%), transanal foreign bodies (6%), and
cutting/penetrating instruments (3%).'*° McGrath et al.”
emphasized that in rectal injuries, the intraperitoneal
and extraperitoneal parts of the rectum should be
treated differently because they follow different clinical
courses. They reported that, as with colon injuries, the
intraperitoneal part of the rectum can be treated by primary
repair within the first 8 hours; the lower rectum can be
repaired if accessible, but presacral drainage and diversion
are necessary if it is not accessible. This approach has
become increasingly used in recent years.

In contrast, primary repair is not generally accepted for
extraperitoneal rectal injuries. For injuries in this part of
the rectum, primary repair with sutures was performed in
2.5-37% of the cases in the literature, with fecal diversion
used in most of those cases. Although colostomy alone
has been proposed as sufficient for lower rectal injuries,
many authors have reported successful primary closure of
injuries that can be accessed with minimal dissection and
are not high-risk.”$%1%11 The generally accepted principles
of rectal injury treatment are fecal diversion, debridement
and primary repair, rectal irrigation, presacral drainage,
and wide-spectrum antibiotic therapy.'? As vacuum-assisted
therapy has never been used in extraperitoneal rectal
injuries, we wanted to demonstrate the effectiveness of this
system in our patient.

Vacuum-assisted therapy is an effective way to promoting
healing and reducing healing time for wounds that are
difficult to treat, slow to heal, or have recurrent infection.
In vacuum-assisted therapy, negative pressure is applied to
a certain area of the wound surface in order to accelerate

Figure 6. Appearance of abscess cavity and rectal defect after vacuum-
assisted closure therapy

healing. Contraction is provided at and around the
wound surface due to the mechanical stress applied by the
synchronous system, and significant reduction in wound
surface area is achieved. In addition, the secretions and
edema encountered during the treatment of such infected
wounds can be eliminated, reducing their deleterious effects
on wound healing and accelerating the healing process.">'*"
Although vacuum-assisted therapy has been primarily used
for injuries involving superficial tissue defects like burns,
pressure sores, and diabetic wounds, in recent years it has
also been utilized in orthopedic infections with severe soft
tissue defects and in oncologic surgery.'®!

The use of regional vacuum-assisted therapy for this
purpose provides many advantages. The most significant of
these is that the secretions which often indicate deep wound
infection and extensive soft tissue necrosis are absorbed and
removed from the wound."!8

Schaffzin et al.’ and Cresti et al.* reported favorable results
using vacuum-assisted therapy in patients with severe
hydradenitis debridement, Fournier’s gangrene, excision
of the mucinous adenocarcinoma of the anal canal, and
large and complex perineal wound after abdominoperineal
resection.

This property of vacuum therapy also assisted us in the
management of tissue edema and secretion in our patient’s
wound. By preventing the formation of a dead space, a
clean, dry surgical wound site was achieved. Increasing local
circulation also accelerated the formation of granulation
tissue. With vacuum-assisted therapy, both the fistula and
defect closed completely. The colostomy and ileostomy
were closed and the patient was discharged.

Treatment approach is critical in extraperitoneal distal
rectal injuries. Primary repair is ineffective. Therefore,
vacuum-assisted therapy should be considered to facilitate
the closure of defects and fistula.
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Travmatik Rektum Yaralanmasinda Vakum Destekli Tedavi
ile Elektif Cerrahi Uygulanmasi

Application of Elective Surgery with Vacuum Assisted Treatment in Traumatic
Rectum Injury

Elbrus Zarbaliyev1, Emre Sivrikoz2, Mehmet Caglikiilekgil, Selguk Mercan3, Eryigit Eren
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L0 Oz

Rektum yaralanmalarinin tanisinda en onemli sey oncelikle boyle bir yaralanmadan stuphe edilmesidir. Perine, uylugun tst kisimlari, gluteal bolge
ve karm alt kismim etkileyen penetran travmalarda rektum yaralanmasi goz éninde bulundurulmahdir. Vakum destekli tedavi ile yara tizerinde belli
bir negatif basin¢ uygulanarak yara iyilesmesi hizlandirilmakta ve grantilasyon dokusu gelismektedir. Bu calismamizda rektum yaralanmasi olan ve
vakum destegi ile tedavi edilen olgumuzu literatur altinda irdeledik.

Anahtar Kelimeler: Rektum yaralanmasi, vakum destekli tedavi, presakral apse

I ABSTRACT I ——

The most important factor in the diagnosis of rectal injuries is suspicion. Rectal injury should be considered in penetrating trauma affecting the
perineum, upper thighs, gluteal regions, and lower abdomen. With vacuum-assisted therapy, a certain negative pressure is applied to the wound to
accelerate wound healing and the development of the granulation tissue. In this study, a patient who presented with rectal injury and was treated with

vacuum-assisted therapy is discussed in light of the literature.
Keywords: Rectal injury, vacuum-assisted therapy, presacral abscess

Girig

Rektum yaralanmalar1 cogunlukla (%80) atesli silahlarla
yaralanmalar sonucunda gelismektedir. Bunu %5 oran ile
kesici-delici yaralanmalar takip etmektedir. Kunt travmalar
ise rektum yaralanmalarinin %10 undan sorumludur. Rektum
yaralanmalarinda tedavi bazen ¢ok uzun surebilmektedir.'
Vakum ile tedavi yara iyilesmesi tedavisinde, zor yaralarda,
gec iyilesen ve tekrarlayan yaralarda, iyilesmeye yardimci
olan bir tedavi yontemidir. Ozellikle de kan dolasimi
stnirll kronik ya da enfekte yaralarda lokal kan akimini
yaklasik 3-4 kat arttirarak graniilasyon dokusu gelisimini
hizlandirmaktadir.>*> Bu nedenle alt bolge rektum
yaralanmasi1 ve perforasyonu olan bir olgumuzda hem
defektin kapatilmasi hem de definitif tedaviyi yapabilmek

amaci ile vakum destekli sistemi uyguladik. Bu yontemi ve
sonuclarini irdelemeye calistik.

Olgu Sunumu

2015 Eylul ayinda yurt disinda atesli silah yaralanmasi
sonucunda rektum ve mesane yaralanmasi gelisen 43
yasinda erkek hastamiza acil sartlarda kendi tlkesinde
mesane onarimi + sigmoid kolondan kolostomi yapilmistir.
Olgunun takiplerinde insizyon yerinden idrar ve intestinal
icerik gelmesi tizerine tekrar ameliyata alinmis. Sistografi
yerinden idrar kacagi ve cekumda stipheli yaralanma bolgesi
tespit edilmesi tzerine olguya ileocekal bileskenin 30 cm
uzerinden saptirict ileostomi eklenmisti. Yaklasitk 1,5 ay
takip edilen olgunun insizyon yerinden idrar fistiltinian
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3
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gecmemesi tuzerine bilateral perkiitan nefrostomi takilmasi
planlanlanarak merkezimize gonderilmistir. Olgunun
fizik muayenesinde sol ve sag alt kadranda kolostomi ve
ileostomisi mevcuttu. Bilateral nefrostomi takilmasi sonrasi
insizyon yerinden gelen idrar miktar1 azaldi. Cekilen
kontrastlh abdominal tomografide mesaneden pararektal
bolgeye uzamim gosteren koleksiyon alani ile presakral
bolgede lokalize icerisinde hava kabarciklari olan apse
kavitesi tespit edildi (Resim 1). Perkutan drenaj kateteri ve
antibiyotik ile apse tedavisi yapildi. Insizyon yerinden idrar
gelmesinin kesilmesi sonrasinda nefrostomileri kapatilan,
spontan idrar c¢ikist olan, klinik ve radyolojik olarak
apse kavitesi kaybolan olan olgumuz genel durumunun
duzelmesi tizerine 4 ay siren tedavi sureci sonrasinda
taburcu edildi. U¢ ay sonra kolostomi kapatilmasi icin
basvuran olguya cekilen kontrol intravenoz + oral kontrastl
abdominal tomografide presakral alanda 71x34 mm capinda
apse kavitesi ve rektumda defekt tespit edildi (Resim 2).

Kolonoskopide anitis girisinden itibaren 5. cm’de arka
duvarda yaklasik capt 5 mm olan ve puriilan akinti gelen fisttl
girisi tespit edildi (Resim 3). Bunun tzerine olgu ameliyata
alind1 ve jack-knife pozisyonunda ants posteriorundan 4 cm
capinda transvers insizyon yapild: ve presakral alana dogru
ilerlendi. Apse kavitesi drene edildi, nekrotik dokularin
debridmani yapildi ve kavite antiseptik solisyonlarla
yikandi. Bunu takiben presakral alana fibroblast biiytime
faktori icerikli kollajen kullamilarak vakum destekli

Resim 2. Distal rektumda defekt

abdominal stnger kapama seti ile kapatildi ve aralikli
degistirildi (Resim 4, 5). Ameliyathane kosullarinda 10 kez
vakum destekli tedavi yapilan olgunun cekilen abdominal
tomografide apse kavitesinin tamamen grantlasyon dokusu
ile doldugu ve fistil agzinin kayboldugu goruldu (Resim

6). Bunun tzerine olgu kalic1 tedavi icin ameliyata alindi

ve hastanin saptirict ileostomi ve kolostomileri kapatildi.

Resim 3. Rektum defektinin kolonoskopik gortinumit

Resim 5. Apse kavitesinin drenaji icin kullanilan vakum destekli
kapama pansumant
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Ameliyat sonrast doneminde herhangi bir sorun olmayan
olgumuz 8. guntinde sifa ile taburcu edildi.

Rektum yaralanmalari, %80 atesli silahlar, %10 kunt
travmalar, %6 transanal yabanci cisimler ve %3 kesici-
delici aletler ile meydana gelmektedir.!*® McGrath ve ark.”,
rektum yaralanmalarinda rektumun intraperitoneal ve
ekstraperitoneal kisimlarina farkl klinik seyirleri nedeniyle
farkli davranmilmasi gerektigini vurgulamislar; rektumun
intraperitoneal bolgesinin kolon yaralanmalar1 gibi ilk 8
saatte primer onarilabilecegini, alt rektumun ulasilabilir
bolgesinin tamir edilebilecegini, ancak ulasilamiyorsa
presakral drenaj uygulanmasi ve derivasyon uygulamasi
gerektigini bildirmislerdir. Bu yaklasim sekli, son zamanlarda
daha sik kullanilir olmustur.
Ekstraperitoneal ~ rektum
intraperitoneal yaralanmalarin aksine, primer tamir genel
kabul gormemektedir. Bu lokalizasyondaki yaralanmalarda
primer tamir, %2,5-
37’sine uygulanmis, ekser cogunlukta ise fekal diversiyon
gerceklestirilmistir. Alt yaralanmalarinda
kolostominin tek basina yeterli oldugu soylenirken, bircok

yaralanmalan icin ise,

suttrlerle literatiirde hastalarin

rektum

yazar ise minimal diseksiyon ile ulasilabilen ve ytksek
riskli olmayan vyaralarin primer olarak kapatilabilecegini
belirtmektedir.”810:11

fekal derivasyon, debridman ve primer tamir, rektal gudugun

Rektal yaralanmalarin tedavisinde;

irrigasyonu, presakral drenaj ve genis spektrumlu antibiyotik
kullamilmas1 genel olarak kabul edilmis prensiplerdir.'?
Ekstraperitoneal rektum yaralanmalarinin tedavisinde vakum
destekli tedavinin daha once hic kullanilmadigini gorerek
vakum uyguladigimiz olgumuzda bu sistemin etkinligini
gostermeye calistik.

Vakum destekli tedavi; tedavisi zor olan yaralarda,
iyilesmesi gecikmis olan ve siklikla tekrarlayan enfekte
yaralarda iyilesmeye ve iyilesme strecinin kisaltilmasina
yardimci olan etkili bir tedavi yontemidir. Vakum destekli

Resim 6. Vakum destekli kapama tedavisi sonrasi apse kavitesinin ve
rektum defektinin gorinumu

tedavi ile amac yara yuzeyinde belli bir alanda negatif
basin¢g saglanarak yara iyilesmesini hizlandirmaktr.
Es zamanh sistemin uyguladigi mekanik stres faktoru
nedeniyle yara yuzeyinde ve cevresinde kontraksiyon
saglanmakta ve yara yuzey alaninda belirgin kiictilme
saglanmaktadir. Ek olarak bu tir enfekte yaralarin
tedavisi sirasinda karsilasilan yara sekresyonu ve odem
elemine edilerek yara iyilesmesini olumsuz yoénde
etkileyen zararli etkenler azaltilmakta ve yara iyilesmesi
hizlandirilmaktadir.'>*1>

Vakum tedavisi 0nceleri yanik yaralari, basi yarasi, diyabetik
yaralar gibi yuzeyel doku defektleri ile seyreden yaralarda
kullanilirken, son yillarda ciddi yumusak doku defektleri
ile birlikte olan ortopedik enfeksiyonlarda ve onkolojik
cerrahide de uygulama alanlar1 bulmaktadir.'®"”

Bu amacla bolgesel vakum destekli tedavi yontemlerinin
kullanilmas1 pek cok avantaj saglamaktadir. Bunlardan
en onemlisi, siklikla derin yara enfeksiyonlarinin ve
genis yumusak doku nekrozunun gelismesinin habercisi

olan  sekresyonun uzaklagsmasini

17,18

emilerek  yaradan
saglamaktadir.
Schaffzin ve ark.'® ve Cresti ve ark.?® yaptuiklar1 calismalarda
ciddi hidradenit debridmani, Fournier gangreni, anal kanalin
musinoz adenokarsinom eksizyonu ve abdominoperineal
rezeksiyon sonrasi olusan genis ve kompleks perineal
yaranin tedavisinde, vakum tedavisi ile basarili sonuc
almaslardir.

Vakum tedavisinin bu etkileri, olgumuzda da gorulen
yaradaki doku ¢demi ve sekresyon sorununu ¢ozmemizde
yardimer oldu; ol bosluk gelismesi onleyerek, temiz ve
kuru gorintime sahip cerrahi yara sahasi elde edilmis oldu.
Lokal dolasiminin artirilmasi ile grantlasyon dokusunun
gelisimi hizlandirildi. Vakum tedavisi ile fistil ve defekt
tamamen kapandi. Definitif tedavi ile kolostomi ve ileostomi
kapatilarak olgumuz taburcu edildi.

Ekstraperitoneal distal rektum yaralanmalarinda tedavi
yaklasimi énemlidir. Primer tamir basarili olmamaktadir. Bu
nedenle defektin ve fistultin kapatilmasinda vakum destekli
drenaj tedavisi akilda tutulmalidir.

Etik

Hasta Onayr: Calismamiza dahil edilen olgu sunumu
hastasindan bilgilendirilmis onam formu alinmistir.
tarafindan

Hakem Degerlendirmesi: Editorler kurulu

degerlendirilmistir.
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kisiden finansal destek alinmamistir.
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lleocecal Intussusception Secondary to Bowel Metastases
from Cutaneous Melanoma: Case Report

Malign Melanom Metastazina Bagl lleocekal intussusepsiyon: Olgu Sunumu

Ergiin Yiicell, Ali ilker Filiz2, Yavuz Kurt1, ilker Siiciillii', Mehmet Guhadar?
1University of Health Sciences, Haydarpasa Sultan Abdiilhamid Han Training and Research Hospital, Clinic of General Surgery, istanbul, Turkey
20kan University Faculty of Medicine, Department of General Surgery, istanbul, Turkey

I ABSTRACT I ——

A 63-year-old man presented to the emergency department with abdominal pain, episodes of bloody stool, nausea, and vomiting. Abdominal computed
tomography showed lower intestinal intussusception and enlarged lymph nodes. Colonoscopic reduction was not possible. Exploratory laparotomy
revealed a 15-cm mass comprised of the ileocecal region that had intussuscepted secondary to the small bowel. Palliative right hemicolectomy and
resection of 60 cm segments of the small bowel were performed. Pathologic examination of the excised specimen revealed polypoid masses. There
were 9 polyps, 1 in the ascending colon and the others in the ileum. Histopathological examination demonstrated obvious features of melanoma
associated with epitheloid and spindle tumor cells and cytoplasmic melanin deposition. The tumor cells showed positivity for S-100, HMB-45 and
Melan-A. Molecular examination revealed a ¢.1799> A (p.v600 A) mutation in exon 15 of the BRAF gene. The patient was re-examined and a nevus
was found on the left anterior chest wall.

Keywords: Intussusception, metastasis, melanoma

LR Oz

Altmus ti¢ yasindaki erkek hasta karin agrisi, kanh diskilama, bulanti ve kusma sikayetleri ile hastaneye miiracaat etti. Yapilan muayene ve tetkiklerinde;
bilgisayarli tomografide intestinal intussusepsiyon ve karimn ici lenf dugumleri saptandi. Kolonoskopik inceleme sonrasi reditksiyon saglanamadi.
Laparotomide, cekuma invajine ince barsak segmentleri rediikte olmamast tizerine sag hemikolektomi ve palpasyonda ince barsakta liimen ici saptanan
tamoral kitleleri icine alan 60 cm ince barsak segmenti rezeke edildi. Patolojik inceleme sonrasinda kolonda 1 ve ince barsaklarda 8 toplamda 9 adet
polipoid lezyon saptandi. Histolojik incelemede sitoplazmik melanin birikimi ile epiteloid ve igsi timor hucreleri izlendi. Immiinohistokimyasal
boyamada tiumor hiicrelerinde S-100, HMB-45 ve melan-A pozitif olarak bulundu. Molekiiler incelenmesi BRAF geni 15 Ekzonlar ¢.1799> a (p.v600
A) mutasyon saptanan hastanin malign melonom olarak rapor edilmesi sonras: hasta yeniden degerlendirildi ve gogus 6n duvarinda deride malign
melanom saptandi.

Anahtar Kelimeler: 1ntussusepsiyon, metastaz, melanom

Introduction colon and was revealed a tumor. A biopsy was done (Figure
1). History revealed that he had hypertension controlled
on treatment. An abdominal computed tomography (CT)
showed dilated intestines, intestinal intussusception on the

A 63-year-old man suffered from lower right abdominal pain
last seven days associated with bloody stool, nausea and
vomiting appealed to the emergency department. On physical
examination, the abdomen was distended and rebound
tenderness was in the right lower quadrant. Additionally, a
palpable mass was found on the right lower quadrant. The
laboratory data were in normal ranges. Colonoscopy was
performed but colonoscopic reduction was not possible. Exploratory laparotomy was performed and a tumoral mass
Tleal intestinal segments were invaginated to ascending was palpated in cecum. Additionally, following findings were

right lower quadrant of the abdomen and enlarged lymph
nodes (Figure 2).

Case Report
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noted; ileocecal invagination, jejunojejunal incarceration
which formed an internal hernia, edematous small intestines
and multipl lymph nodes in the mesentery. The liver was
free of any mass. Resection of the mass with huge margins,
lymphadenectomy, 60 cm of the ileum and palliative right
hemicolectomy were performed (Figure 3). The continuity
of the gastrointestinal tract (GIT) was reconstructed with
end-to-side ileocolostomy. The postoperative course was
uneventful. All these procedures were made with patient
approval.

Following the resection it was found that terminal ileum
was totally necrotic. There were a 3x2x2 cm polypoid
mass located in the ascending colon and eight polypoid
tumors locadet in the small intestine with a dull-gray cut

surface. The histopathological examination of the resected
specimen demonstrated that tumor cells had invaded the

B |

Figure 1. Abdominal computed tomography scan shows an abdominal
mass (pink arrow) and the appearance of intussusception like a sausage
(blue arrow)

Figure 2. Colonoscopy shows ileocecal intussusception (pink arrow).
The polypoid lesion (blue arrow)

muscularis propria together with mucosal hyperemia
and necrosis. Analysis of 20 lymph nodes, 3 of them was
metastatic. Microscopically, melanin granules was seen in
epitheloid and spindle cells. There was vascular invasion.
Perineural invasion was not occur. The tumor cells showed
positivity for S-100, HMB-45 and melan-A staining by
which
Moleculer examination showed that BRAF gene in 15 Exons
c.1799> A (p.v600E) mutation has been identified and Ki-
67 was in 25% of cells.

The patient was re-examined after surgery. The primary site

immunohistochemistry, confirmed melanoma.

of the tumor was on the left anterior chest wall (Figure 4).
The lesion was excised with wide margins. Histopathological
examination revealed the presence of superficial spreading
melanoma. Immunohistochemical examination with S-100,

melan-A and HMB-45 was considered positive in tumor

cells.

Figure 3. a) Intraoperative, ileocecal intussusception (blue arrow),
cecum (green arrow), appendix (yellow arrow), b) postsurgical
appearance of ileocecal intussusception (red arrow). Ileocecal resection
involving proximal half of the cecum and distal 60 cm of terminal ileum.
Polypoid masses (blue arrow)
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Figure 4. The primary site of the tumor was a nevus located on the left
anterior chest wall

The patient was discharged from the hospital on the
6" postoperative day. No complications were seen and
the patient had been directed to chemotherapy and
immunotherapy.

Discussion

Malignant GIT melanoma is a rare clinical disorder and has a
bad prognosis. Most of them are metastases from cutaneous
primaries.! There are two ways, which are responsible
for metastases.*®> The most frequent way is extending all
implants intraluminally. They settle submucosally in the
GIT and cause obstruction, ulceration and occult blood
loss. It can be seen also as polyps, which could cause
intussusception. In our patient we identified polypoid form
of GIT melanoma.

Although all types of cutaneous melanoma may metastasize
to the GIT, the most frequently type is superficial
spreading melanoma.*’ If the patient has a lesion as Clark
III or above the spreading risk to the GIT is higher. The
risk of metastasis in patients with Clark I or II is lesser
than the other forms.®” The pathological diagnosis of
metastasis of malignant melanoma to the GIT requires
careful inspection of the mucosa for metastatic lesions and
biopsy with special immunohistochemical stains (HMB-45
and S100).8

When considering the causes of adult intussusceptions,
malign and benign tumors have come to the forefront.
However, intestinal intussusceptions due to the melanoma
are very rare. Although a limited number of studies, intestinal
obstruction secondary to intussusception is the most
frequent clinical presentation of primary melanoma.!*011.12
The presentation of our patient was ileocecal intussusception
due to metastatic melanoma of the intestines.

It has been shown very clearly by the literature, that
complete resection of GI metastases has serious advantage.
The median survival after complete resection varied from
31.6 to 48.9 months, whereas incomplete resection was
associated with a 5.4-9.6 month median survival. In some
patients curative resection could be not possible due to
multipl intestinal involvement. Up to 66% of cases had
undergone curative resection after determination of GI
metastasis.”*'* According to the study of Gutman et al.”>,
half of their patients underwent surgery on an elective basis
and 22% required emergency surgery for bowel obstruction
or gross gastrointestinal hemorrhage, but whether the
indications for surgery were elective or emergency had no
impact on postoperative survival.

It is a known fact generally, that achieving negative surgical
margins is the main principle of oncologic surgery and in
patients, who have localized disease curative resection with
wide margins is the crucial method.'® On the other hand, if
the patient has widespread disease or has multipl affected
sites in the GIT, palliative surgery should be considered to
relieve the symptoms of intestinal obstruction.!” There are
no effective chemotherapy regimens for prolong the survival
of metastatic melanoma, but some agents may control the
disseminated disease, reduce the local recurrence and
improve the quality of life.'®

The most appropriate diagnostic method to show the
intussusception is contrast enhanced CT with a diagnostic
accuracy of 58-100%." All evidences of intestinal obstruction
could be seen in our case and also CT images revealed
intestinal intussusception and dilatation of proximal small
intestine. However, we could not determine an intestinal
tumor in the preoperative period, because of the lack of
contrast-enhanced CT.

In conclusion, metastatic malignant melanoma of the
intestines, which can cause to the intestinal intussusception
is an uncommon clinical situation. The diagnosis and
treatment strategies are often difficult especially in patients
with acute intestinal obstruction symptoms. Although
surgical resection is recommended in nearly all cases, the
optimal treatment is discussed controversially in adult
patients. The high incidence of malignancies in adult
patients, which require an optimal oncological treatment,
should be kept in mind.
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Primary Malignant

LETTER TO THE EDITOR

Lymphoma and

Adenocarcinoma of the Intestinal Tract

intestinal Kanalin Es Zamanli Primer Malign Lenfoma ve Adenokarsinomu

Ali Ezer, Alper Parlakgiimiis

Baskent University Adana Application and Research Center, Clinic of General Surgery, Adana, Turkey

Keywords: Malignant lymphoma, adenocarcinoma, intestinal tract, coexistence

Anahtar Kelimeler: Malign lenfoma, adenolarsinom, intestinal kanal, es zamanl

Dear Editor;

Synchronous occurrence of malignant lymphoma and
carcinoma, both located in the intestinal tract is unusual.!
We present an unusual case of synchronous adenocarcinoma
of the sigmoid colon and T-cell lymphoma of the terminal
ileum with involvement of the regional lymph nodes.

An 88-year-old woman was admitted to the hospital with
anorexiaand weightloss. Abdominal computed tomography
revealed wall thickening surrounding the terminal ileum
(Figure 1la). Also splenomegaly and splenic multiple
hypodens lesions and lymphadenopathies in thorax and
abdomen were detected. Colonoscopy revealed ulcerated
mass in both terminal ileum and sigmoid colon (Figure
1b, 1¢). Adenocarcinoma in the sigmoid colon and diffuse
large B cell lymphoma in the terminal ileum were detected
on permenant pathology report. In the exploration, there
was a massive lesion occluding the terminal ileal lumen
adherent to the abdominal wall (Figure 1d). The patient
underwent sigmoid colon and ileocecal resection. Lymph
node metastasis was detected in 24 lymph nodes in the
ileocecal resection material. Fifteen lymph nodes were
negative in sigmoid colon resection (T3NO). The patient
was discharged without any problems on the post-operative
6" day. Chemotherapy for lymphoma was initiated by
medical oncologist.

Approximately 2-7% of colorectal carcinomas present
with synchronous or metachronous tumors.? Synchronous
colonic carcinoma and lymphoma in the same patient is a
rare occurrence. Probability was estimated at 0.0002%.> Lee
et al.! consider that old age and decreased immunity may be
the risk factors for coexisting primary malignant lymphoma
and colon adenocarcinoma in one patient. Cornes* reported
that coexisting adenocarcinomas either ocur synchronously
or follow, but never precede lymphoma. In addition, the
current lymphoma extended systemically and occupied
the regional lymph node, thus suggesting that lymphoma
preceded
Malignant lymphoma was clinically dominant in the current

the adenocarcinoma and was predominant.

case and the initial systemic chemotherapy was directed
against malignant lymphoma.
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Figure 1. a) Abdominal computed tomography revealing the wall thickening surrounding the terminal ileum (red arrow), b) Colonoscopy revealing
ulcerated mass in terminal ileum, ¢) Colonoscopy revealing ulcerated mass in sigmoid colon, d) Massive lesion occluding the terminal ileal lumen

adherent to the abdominal wall (red arrow)
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