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Aims and Scope

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

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

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

Turkish Journal of Colorectal Disease is indexed in TUBITAK/ULAKBIM,
Directory of Open Access Journals (DOA]J), British Library, ProQuest, Root
Indexing, Idealonline, Gale/Cengage Learning, Index Copernicus, Turkish
Citation Index, Hinari, GOALI, ARDI, OARE, J-GATE and TirrkMedline.

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.turkishjerd.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.turkishjcrd.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-Ttirkiye
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

Tirk Kolon ve Rektum Hastaliklan Dergisi, Tirk Kolon ve Rektum Cerrahi
Dernegi'nin resmi dergisidir. Bu dernek; ince barsak, kolon, rektum, antis ve pelvik
taban hastaliklarn gibi hastaliklarm 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 Hastaliklari
Dergisi 2007'den bu yana arahksiz olarak basilmaktadir ve 3 ayda bir olmak
tizere (Mart, Haziran, Eylul, Aralik) basili dergi ve elektronik olarak (http:/www.
turkishjerd.com/) yayimlanur.

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

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

Kolon ve Rektum Hastaliklart Dergisi, TUBITAK/ULAKBIM, Directory of Open
Access Journals (DOA]J), British Library, ProQuest, Root Indexing, Idealonline,
Gale/Cengage Learning, Index Copernicus, Tirk Auf Dizini, Hinari, GOALI,
ARDI, OARE, J-GATE ve TirkMedline’de indekslenmektedir.

Tirk Kolon ve Rektum Hastaliklart 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 Hastaliklart Dergisi'nin Editor Kurulu, World Association
of Medical Editors (WAME) politikalarina bagl olarak ytrttilmektedir. Bu dergi,
Uluslararast Tip Dergisi Editorler Komitesi (NEJM 1997;336:309-315, updated
2001) tarafindan bildirilen, biyomedikal dergilere gonderilen makalelerin uymas:
gereken standartlara uygunluk gostermektedir.

Acik Erisim Politikas1
Bu dergi bilginin yer degistirmesi ve toplum i¢inde bilgiye 6zgtirce ulasma olanag:
saglamak tzere acik erisime imkan vermektedir. Acik Erisim ilkesi “Budapeste

Acik Erisim Girisimi (BOAI)” http://www.budapestopenaccessinitiative.org/
kurallarina dayanmaktadir.

Bu dergi Creative Commons 3.0 Uluslararas Lisans ile lisanslanmustir.

Izinler

Ticari amaclarla CC-BY-NC lisans! altinda yaynlanan her hangi bir kullanim
(satis vb.) telif hakk: sahibi ve yazar haklarmm korunmas icin izin gereklidir.
Yaymlanan herhangi bir materyalde figure veya tablolarn yeniden yayimlanmast
ve cogaltilmasi, kaynagin baslik ve makalelerin yazarlari ile dogru alintilanmastyla
yapilmalidir.

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

Yazarlar icin Kilavuz

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

Telif Hakk: Devri

Yazarlar Turk Kolon ve Rektum Hastaliklar: Dergisinde yaymladiklar yazilardan
kendileri sorumludurlar. Editor, editor kurulu ve yaymct hicbir sorumluluk kabul

etmemektedir. Bagka bir kaynaktan tablo ya da figtr (veya tablo/figiirden bir veri)
kullandiysaniz, direkt olarak tablo ya da figtirti kaynak gosteriniz.

Dergi asitsiz kagida basiimaktadur.

Derginin mali giderleri Tirk Kolon ve Rektum Cerrahi Dernegi tarafindan

karsilanmaktadir.
Editoryal Politika

Her yazimin alinmasim takiben, bir kontrol listesi Editor Yardimcisi tarafindan

tamamlanir.

Editor yardimeist, her yaziyr gerekli 6geleri sagladigy ve yazar kilavuzuna uyumu
acisindan kontrol eder, ardindan editore iletir. Editor degerlendirmesinin ardindan
her bir yazi icin editor yardimeisi tarafindan gozlemciler (reviewers) belirlenir.
Genelde, her bir yaziy ilgili uzmanhklan goz éntine alinarak atanmus en az 3
gozlemci inceler. Yardimer editor de diger gozlemcilerle birlikte gozlemci olarak
atanabilir. Gozlemci incelemesinin ardindan yazilar editor kurul toplantusinda

degerlendirilir.

Turk Kolon ve Rektum Hastaliklar: Dergisinin editor ve editor kurulu tiyeleri akeif
arastirmacilardir. Kendi arastirmalarimin da Tuirk Kolon ve Rektum Hastahiklan
Dergisinde yaymlanmasini pek ala arzu edebilirler. Bu durum cikar sorunlar
dogurabilir. Bu yazilar, yaziy1 yazan editér(ler) tarafindan degerlendirilemez. Bu
gibi durumlarda bu sureg, (editorlerin yazi basvurularinda) yazilarm uzman olan
bagimsiz kisiler tarafindan incelenmesiyle asilabilir.

Abonelik Bilgileri

Turk Kolon ve Rektum Hastaliklart Dergisi, Ttirk Kolon ve Rektum Cerrahisi
Turkiye'deki
dagiilmaktadir. Yaymlanmis tam sayilar tcretsiz olarak su linkte mevcuttur
(http://www.turkishjerd.comy).

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

Dernegi uyelerine, Diinya'da ve kitiphanelere  tcretsiz

Online Makale Gonderme: www.journalagent.com/krhd

Web sayfasi: www.turkishjerd.com

E-posta: info@turkishjerd.com

Reklam-Duyuru / Yayinevi Yazisma Adresi

Talepleriniz icin litfen yaymci ile iletisime geciniz.

Galenos Yaymevi Tic. Ltd. Sti.

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

E-posta: info@galenos.com.tr

Web sayfast: www.galenos.com.tr

OPEN ACCESS
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Instruction for Authors

GENERAL INFORMATION

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

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

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

Accepted manuscripts are published in both Turkish and
English languages.

Al 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

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

“Conflicts of Interest and Source of Funding:”

Cover Letter

In the cover letter the authors should state if any of the material
in the manuscript is submitted or planned for publication
elsewhere in any form including electronic media. A written
statement indicating whether or not “Institutional Review
Board” (IRB) approval was obtained or equivalent guidelines
followed in accordance with the Helsinki Declaration of

2013 update on human experimentation must be stated; if
not, an explanation must be provided. The cover letter must
contain address, telephone, fax and the e-mail address of the
corresponding author.

Manuscript Submission Guidelines

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

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,
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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.) (hup://www.stard-statement.org/);

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

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

Manuscripts should be submitted in Word.

Use a normal, plain font (e.g., 10-point Times Roman) for
text.

Use the automatic page numbering function to number the
pages.

Do not use field functions.

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

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

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

Original Articles should be organized as follows:

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

Aim: What was the purpose of the study?

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

Results: What were the main findings?

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

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

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

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

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

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

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

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

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

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

Final approval of the version to be published; and

Agreement to be accountable for all aspects of the work in
ensuring that questions related to the accuracy or integrity
of any part of the work are appropriately investigated and
resolved.

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

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

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

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

Book chapter; Last name(s) of the author(s) and initials,
chapter title, book editors, book title, edition, place of
publication, date of publication and inclusive page numbers
of the extract cited.
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Example: 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.

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 “*.aff”, “* jpg” or “*.pdf” should be saved separate from
the text. All figures should be prepared on separate pages.
They should be numbered in Arabic numerals. Each figure
must have an accompanying legend defining abbreviations or
symbols found in the figure. Figures could be submitted at no
additional cost to the author.

Units of Measurement and Abbreviations: Units of
measurement should be in Systéme International (SI) units.
Abbreviations should be avoided in the title. Use only
standard abbreviations. If abbreviations are used in the text,
they should be defined in the text when first used.
Permissions: Authors wishing to include figures, tables, or
text passages that have already been published elsewhere are
required to obtain permission from the copyright owner(s)
and to include evidence that such permission has been
granted when submitting their papers. Any material received
without such evidence will be assumed to originate from the
authors.

Invited Review Articles

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 4000 words.

Reference Number: Not to exceed 100 references.

Reviews should include a conclusion, in which a new
hypothesis or study about the subject may be posited. Do
not publish methods for literature search or level of evidence.
Authors who will prepare 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.

Video Article

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 5 references

Briefly summarize the case describing diagnosis, applied
surgery technique and outcome. Represent all important
aspects, i.e. novel surgery technique, with properly labelled
and referred video materials. A standalone video vignette,
describing a surgical technique or interesting case encountered
by the authors.

Requirements: The data must be uploaded during
submission with other files. The video should be no longer
than 10 minutes in duration with a maximum file size of
350Mb and ‘MOV, MPEG4, AVI, WMV, MPEGPS, FLV,
3GPP, WebM’ format should be used. Documents that do
not exceed 100 MB can be uploaded within the system. For
larger video documents, please contact iletisim@galenos.
com.tr All videos must include a narration in English.
Reference must be used as it would be for a Figure or a

Table. Example: “..... To accomplish this, we developed

a novel surgical technique (Video 1).” All names and
institutions should be removed from all video materials.
Video materials of accepted manuscripts will be published
online.

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

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

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

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

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

If there is a suspicion of misconduct, the journal will carry
out an investigation following the COPE guidelines. If, after
investigation, the allegation seems to raise valid concerns, the
accused author will be contacted and given an opportunity to
address the issue. If misconduct has been established beyond
reasonable doubt, this may result in the Editor-in-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.

Editorial Comments

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 10 references.

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

review/request for revision, and editors retain the right to
alter text style.

Ethics

This journal is committed to upholding the integrity of
the scientific record. As a member of the Committee on
Publication Ethics (COPE) the journal will follow the COPE
guidelines on how to deal with potential acts of misconduct.
Authors should refrain from misrepresenting research
results which could damage the trust in the journal, the
professionalism of scientific authorship, and ultimately
the entire scientific endeavor. Maintaining integrity of the
research and its presentation can be achieved by following the
rules of good scientific practice, which include:

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

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

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

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

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

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

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

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

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

Requesting to add or delete authors at revision stage, proof
stage, or after publication is a serious matter and may be
considered when justifiably warranted. Justification for
changes in authorship must be compelling and may be
considered only after receipt of written approval from all
authors and a convincing, detailed explanation about
the role/deletion of the new/deleted author. In case of
changes at revision stage, a letter must accompany the
revised manuscript. In case of changes after acceptance or
publication, the request and documentation must be sent

via the Publisher to the Editor-in-Chief. In all cases, further
documentation may be required to support your request.
The decision on accepting the change rests with the Editor-
in-Chief of the journal and may be turned down. Therefore
authors are strongly advised to ensure the correct author
group, corresponding author, and order of authors at
submission.

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

If there is a suspicion of misconduct, the journal will carry
out an investigation following the COPE guidelines. If, after
investigation, the allegation seems to raise valid concerns, the
accused author will be contacted and given an opportunity to
address the issue. If misconduct has been established beyond
reasonable doubt, this may result in the Editor-in-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. In experimental animal
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studies, the authors should indicate that the procedures
followed were in accordance with animal rights as per the
Guide for the Care and Use of Laboratory Animals http:/
oacu.od.nih.gov/regs/guide/guide.pdf and they should
obtain animal ethics committee approval. When reporting
experiments on animals, authors should indicate whether
the international, national, and/or institutional guidelines for
the care and use of animals have been followed, and that the
studies have been approved by a research ethics committee at
the institution or practice at which the studies were conducted
(where such a committee exists).

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

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

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

If articles do not contain studies with human participants
or animals by any of the authors, please select one of the
following statements:

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

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

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

Informed Consent

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

Consent: “Informed consent was obtained from all individual
participants included in the study.”

If identifying information about participants is available in the
article, the following statement should be included:

“Additional informed consent was obtained from all
individual participants for whom identifying information is
included in this article.”

Payment

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

THE REVIEW PROCESS

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

REVISIONS

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

ENGLISH LANGUAGE EDITING

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

AFTER ACCEPTANCE

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

Copyright Transfer

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

Color 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
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Turk Kolon ve Rektum Hastahiklart Dergisi, Turk Kolon ve
Rektum Cerrahisi Derneginin dergisidir. Derginin misyonu;
ince bagirsak, kolon, rektum, antis ve pelvik taban bozukluklart
hakkindaki bilgiye katki saglamakur. Dergi daha once baska
bir yerde yaymlanmamus olmasi kosuluyla, derginin kapsami
ile ilgili ve talep tizerine yazilan derleme makaleleri, arastirma
makaleleri, kisa raporlar ve editore mektuplar ve olgu
sunumlarim  yaymlamaktadir. Randomize, kohort, kesitsel
ve vaka kontrol cahsmalari gibi temel bilim yazilarma oncelik
verilir. Alaninda bilinen uzmanlarca talep tzerine yazilan
derlemeler dikkate almacakur.

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 ¢ift kor bir degerlendirme sistemi vardr.
Degerlendirilen ve kabul edilen yaymnlar Tiirkceden Ingilizceye
veya Ingilizceden Turkceye derginin profesyonel ceviri hizmeti
aracihigiyla tercime edilir. Yaymlanmadan énce, ceviriler onay
veya diizeltme istekleri icin yazarlara gonderilir ve 7 gim icinde
geri donus talep edilir. Bu stire icinde yamit alnamazsa, ceviri
kontrol ve yaym kurulu tarafindan onaylamr.

Kabul edilen yaymnlar hem Tiirkce hem de Ingilizce olarak
yaymlamr.

Turk Kolon ve Rektum Hastaliklart Dergisine gonderilen tim
yaymlar ‘iThenticate’ yazihm kullamlarak intihal acisindan
taranur. Intihal saptanan durumlarda yayn iade veya reddedilir.

Turk Kolon ve Rektum Hastaliklar Dergisi, makale gonderme
veya islem ucreti adi alunda herhangi bir ucret talep
etmemektedir.

Turk Kolon ve Rektum Hastaliklar Dergisinin kisaltmast
“IJCDdir, ancak, refere edildiginde “Turk J Colorectal Dis”
olarak kullanilmalidar.

YAYIN POLITIKASI

Tum makaleler bilimsel katkilan, 6zgunluk ve icerikleri
acisindan  bilimsel  komite tarafindan  degerlendirilecektir.
Yazarlar verilerinin dogrulugundan sorumludurlar. Dergi
gerekli gordugu yerlerde dil ve uygun degisiklik yapma hakkin
sakh tutar. Gereginde makale revizyon icin yazara gonderilir.
Dergide basilan yaym derginin mal haline gelir ve telif hakk:
“Turk Kolon ve Rektum Hastaliklar1 Dergisi” adina alimmus olur.
Daha once herhangi bir dilde yaymlanmis makaleler dergide
yaymlanmak tizere kabul edilmeyecektir. Yazarlar bir baska
dergide yaymlanmak tizere olan makaleyi teslim edemez. Ttim
degisiklikler, yazar ve yaymcmn yazih izin alindiktan sonra
yapilacaktir. Tam makalelerin tam metinleri derginin www.
journalagent.com/krhd web sitesinden indirilebilir.

YAZAR KILAVUZU

Makale gonderilirken sunulmas: gereken formlar:
Telif hakk: devir bildirimi

Aciklama bildirimi

Ust yazi

Makale Gonderme Kurallar:

Makale Hazirlama Kurallart

Metin bicimlendirme

Giris sayfast

Yaym tipleri

Orijinal Makaleler

Talepli derlemeler

Olgu sunumlart

Teknik notlar

Editore mektuplar

Editoryal Yorumlar

Yazarlarn Etik Sorumluluklar:

Insan katilimeili arastirma ve/veya hayvan deneyleri
Bilgilendirilmis Onam

Makale Gonderilirken Sunulmasi Gereken Formlar:
Telif Hakk: Devir Bildirimi

Yaymlarn bilimsel ve etik sorumlulugu yazarlarina aittir.
Yazilarin telif hakk: ise Tirk Kolon ve Rektum Hastaliklar
Dergisine aittir. Yazarlar yaymlarn dogruluk ve iceriginden ve
kaynaklarn dogrulugundan sorumludur. Yaymnlanmak tizere
gonderilen tum yaymlara Telif Hakk: Devir Formu (telif hakk
transferi) eslik etmelidir. Tum yazarlar tarafindan imzalanarak
gonderilen bu form ile yazarlar, ilgili yaymmn ve icerdigi datanin
bagska bir yayn organina gonderilmedigini veya baska bir dergide
yaymlanmadigm beyan ederler. Ayrica bu belge yazarlarm
bilimsel katki ve ttm sorumluluklarmm ifadesidir.

Aciklama Bildirimi

Cikar catismalarn: Yazarlar, finansal, kurumsal, damsmanlik
seklinde ya da herhangi bir ¢ikar catismasma yol acabilecek
baska iligkiler de dahil olmak tizere yaymdaki ilgili tim olast
cikar catsmalarmi belirtilmelidir. Herhangi bir cikar catismast
yoksa da bu da acikea belirtilmelidir. Ttum finansman kaynaklari
yazinn icinde belirtilmelidir. Finansman kaynaklart ve ilgili
tum cikar catsmalan yazimin bashk sayfasinda “Finansman ve
Kaynak Catismalart:” bashgy ile yer almahdr.

Ust Yazu

Yazarlar, yazmm icinde malzemenin elektronik ortam da dahil
olmak tizere herhangi bir baska bir yerde yayimlanmak tizere
gonderilmedigini veya planlanmadigim tst yazida belirtmelidir.
Yine “Kurumsal Degerlendirme Kurulu” (KDK) onayr almip
almmadig ve 2013 yil Helsinki Bildirgesime esdeger kilavuzlarmn
izlenip izlenmedigi belirtilmelidir. Aksi takdirde, bir aciklama
temin edilmelidir. Ust yaz; adres, telefon, faks ve ilgili yazarm
e-posta adresini icermelidir.

Makale Yazim Kurallart

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

Makale gonderimi yapihirken sorumlu yazarm ORCID (Open
Researcher ve Contributor ID) numarast belirtilmelidir. http://
orcid.org adresinden ticretsiz olarak kayit olusturabilir.

Online Basvuru

Gecikmeyi onlemek ve izl hakemlik icin sadece cevrim ici
gonderimler kabul edilir. Yazilar word belgesi (*.doc) veya
zengin metin bi¢imi (*.rtf) olarak hazirlanmahidir. www.

journalagent.com/krhd adresinde web oturumu actiktan
sonra “Makale gonder” ikonuna tiklaym. Tum yazarlar,
gerekli bilgileri sisteme girdikten sonra bir sifre ve bir
kullanict adh ahr. Kendi sifre ve kullamcr adimz ile makale
gonderme sistemine kayit olduktan sonra yazimmn isleme
almmasinda bir gecikme olmamasi icin gerekli tiim bilgileri
saglamak icin sistemin yonergelerini dikkatlice okuyunuz.
Makaleyi ve tum sekil, tablo ve ek doktumanlan ekleyiniz.
Ayrica tist yazi ve “Telif Hakk: ve Finansal Durum” formunu
ve yazinin tipine gore asagida belirtilen kilavuzlarm kontrol
listesini ekleyiniz.

Makale Hazirlama Kurallar

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

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

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

The CONSORT statement revised recommendations for
improving the quality of reports of parallel group randomized
trials. JAMA 2001; 285:1987-91) (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://Awww.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 program ile hazirlanarak teslim edilmelidir.

- Metin icin normal, diiz yaz1 tipi kullanm (6rnegin, 10 punto
Times Roman).

- Sayfa numaras: icin otomatik sayfa numaralandirma islevini
kullanmn.
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- Alan fonksiyonlar1 kullanmaym.

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

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

- Dosyanizi .docx formatinda (Word 2007 veya tistit) ya da .doc
formatinda (eski Word stirtim) kaydedin.

Giris sayfast
Tim yazilar, makale ttrti ne olursa olsun, asagidakileri iceren bir
baslik sayfast ile baslamalidir:

- Makalenin bashgy;
- Makalenin kisa bashg;

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

- Her yazann gorevi;

- Her yazarm kurumu;

- Yazarm ach ve e-posta adresi;

- Herhangi bir yazarm olast bir ¢ikar catismast oldugunu teyit
eden bir ifade, aksi takdirde catsma olmadigm belirtir bir
actklama;

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

- Varsa yaymn yaymlanms oldugu bilimsel toplantnin tarihi,
yeri ve varsa kongre ozet kitabmdaki ozeti.

Makale Tipleri
Orijinal Makaleler

Bu kategori, klinik ve temel bilimde orijinal arastirmalar
icerir. Yaymn orijinal olmal ve baska bir dergide yaymlanmus/
gonderilmis ya da kabul edilmis olmamahdir. Yazarlar, herhangi
biri tarafindan bir dergiye gonderilmis, baskida veya basilmis
ilgili herhangi bir calismaya aufta bulunmak istiyorlarsa acikca
anfta bulunulmali ve kaynak gosterilmelidir.

Tum Kklinik cahsmalar, Uluslararasi Tip Dergisi Editorler
Komitesince (ICMJE) kabul goren bir kayit sistemine kayith
olmahdir. Bunun i¢in http:/www.icmje.org/fag.html adresine
muracaat edin. Randomize kontrollii ¢ahsmalarn yazarlan
da, www.consort-statement.org adresinden bagvurulabilen
CONSORT  kilavuzuna uymahdir ve yaymlariyla birlikte
CONSORT kontrol listesi ve akis diyagrami teblig edilmelidir.
Akis semast olarak www.consort-statement.org  adresinde
bulunan MS Word sablonunun kullamlmasi ve bunun yaymm
icinde bir alinti veya bir figir olarak yerlestirilmesi gereklidir.
Buna ek olarak, sunulan yayinlar her yayma spesifik verilen ozel
kayit numarasin icermelidir.

Tam yazarlann, insan tzerindeki cahsmalar ve hayvan
deneylerinde etik standartlara uymalari beklenmektedir. Tnsan
tizerindeki veya laboratuvar hayvanlan iceren calismalarda,
yazarlarm yaymn Gerec ve Yontem kisminda deney
protokoluntin ilgili kurumsal inceleme komitesi tarafindan
onaylandigim ve sorumlu devlet kurumu kurallarma uydugunu
agk bir dille aciklamalan gereklidir. Insan uzerindeki
cahsmalarda kurumsal inceleme kurulu onayma ek olarak,
aydmlatilmus onam da bulunmalidir.

Orijinal Makaleler (6zet, kaynaklar, tablolar, rakamlar haric)
3000 kelime ve dort figiri asmamalidir.

Orijinal Makaleler asagidaki gibi organize edilmelidir:

Ozet: Ozet 250 kelimeyi gecmemeli ve sunlar icermelidir;
Amagc: Calismanm amaci nedir?

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

Bulgular: Ana bulgular nelerdir?
Sonug: Calismanin ana sonuglar ve etkileri nelerdir?

Anahtar kelimeler: Ozetin altmda en az 3 anahtar kelime
veriniz. Kisaltmalan anahtar kelime olarak kullanmayinz.

Giris: Acik bir dille calismanmn amag ve gerekeesini belirtin
ve cahsmann arka plamm aciklarken sadece en ¢énemli
kaynaklardan alnt yapin.

Gerec ve Yontem: Gozlemsel veya deneysel deneklerin (hastalar,
deney hayvanlan veya kontrol gruplan dahil) secim seklini
aciklaym. Deney protokoltmun ilgili kurumsal inceleme komitesi
tarafindan onaylandigim ve ilgili devlet kurumu kurallarma
uydugunu acik bir dille aciklayn. Insan calismasi durumunda,
tum sahislarm aydmlatilmis onamlanmn alindigim acik bir dille
belirtin. Yontem, cihaz ve trtnleri tammlayn (Parantez icinde
uretici firma ad1 ve adresi)** Uygulanmus olan tim prosediirler,
diger cahsmacilarin aym deneyi tekrar edebilecekleri detay ve
netlikte anlaulmahdir. Istatistiksel yontemler de dahil olmak
tzere yerlesik ve yaygmn olarak bilinen calisma yontemleri icin
kaynaklar belirtilmelidir. Yaymlanmis ancak yaygm olarak
bilinmeyen yontemler icin ise kaynaklar ve kisa tanimlamalar
verilmelidir. Kullanma sebepleri ve limitasyonlar belirtilmelidir.

Bulgular: Tstatistiksel yontemlerle desteklenmis bulgularmizi
ayrinuh olarak sunun. Sekil ve tablolar metni tekrar degil,
takviye etmelidir. Verilerin hem metinde hem figir olarak
verilmemesi gerekir. Metin veya figtirden birisi olarak verilmesi
yeterlidir. Sadece kendi ¢nemli izlenimlerinizi belirtin. Kendi
izlenimlerinizi ~ digerlerininkiyle ~karsilastirmaym. Bu tur
karsilastirma ve yorumlar tarnisma boliimiinde yapilmahidhr.

Tartisma: Bulgulanmizin 6nem ve anlamim vurgulaymn ancak
bulgular kisminda verilenleri tekrarlamaym.  Fikirlerinizi
yalnizca bulgulanmizla kamtlayabildiklerinizle smurh tutun.
Bulgularmizi digerlerininkiyle karsilasirm. Bu bolimde yeni
veriler bulunmamalidir.

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

Yazarhk ve Katki Saglayanlar: Dergi, biyomedikal dergilere
gonderilen yayinlara yonelik ICMJE tavsiyelerini izler. Buna gore
“yazarlik” asagidaki dort kritere dayah olmahidir:

Yazar;

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

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

- Yaymlanacak son sekli onaylayan; ve

- Cahsmanm her bir bolumunun dogrulugu ve buttnlugi ile
ilgili sorunlan uygun bir sekilde inceleyen ve ¢ozim saglayan
sorumlu kisidir.

Bu sartlarin hepsini saglamayan diger tim kauhmcilar yazar
degil, “Tesekkur” boliiminde anilmasi gereken katki saglamis
kisilerdir.

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

Dergi bashklan “Cumulated Index Medicus” kisaltmalarina
uygun olmahdir.

Dergiden: Yazar/yazarlarm soyadi ve admm ilk harfi, makale
bashg, dergi bashg: ve derginin 6zgiin kisaltmasl, yaym tarihi,
baski, kapsayici sayfa numaralarin 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 Bolumit: Yazar/yazarlarm soyadi ve adimn ilk harfi,
bolum bashg, kitap editorleri, kitap bashgl, basim, yaym yeri,
yaym tarihi, kapsadig) sayfa numaralarm 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: Tum tablolar Arapca sayilarla numaralandirlmahdr.
Tum tablolardan metin icerisinde numara
bahsedilmelidir. Her tablo icin tablonun icerigi hakkinda bilgi
veren bir bashk verin. Baska yaymdan alinti olan tum tablolar:
tablonun alt kisminda kaynak olarak belirtin. Tabloda dipnotlar
tablonun altinda, st karakter olarak kugctik harflerle verilmelidir.
Istatistiksel anlamli degerler ve diger onemli istatistiksel degerler
yildiz ile isaretlenmelidir.

siras1  ile

Sekiller: Sekillerin “Windows” ile acilmasi gerekir. Renkli
sekiller veya gri tonlu goruntiler en az 300 dpi olmalidir.
Sekiller ana metinden ayr1 olarak “*.tff”, “* jpg” veya “*.pdf”
formatinda kaydedilmelidir. Tum sekil ayrn bir sayfada
hazirlanmali ve Arap rakamlan ile numaralandimlmalidir.
Her sekilde kendisindeki isaret ve sembolleri agiklayan bir alt
yazi olmahdir. Sekil gonderme i¢in yazardan hicbir ek tcret
alinmaz.

Olcit Birimleri ve Kisaltmalar: Olcti birimleri  System
International (SI) birimleri cinsinden olmalidir. Kisaltmalardan
baslikta ~ kacimlmahdir.  Sadece  standart  kisaltmalar
kullann. Metinde kisaltma kullamlirsa ilk kullanildigy yerde
tammlanmahdir.

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

Davetli (Talep tizerine yazilan) Derlemeler

Ozet uzunlugu: 250 kelimeyi asmamahdur.

Makale uzunlugu: 4000 kelimeyi asmamalidir.

Kaynak sayist: 100 kaynag asmamalidir.
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Derlemeler, tzerine konuyla ilgili yeni bir hipotez ya da
calisma oturtulabilecek bir sonug icermelidir. Literattr taramast
metodlarm veya kamit diizeyi yontemlerini yaymlamaym.
Derleme makaleleri hazirlayacak yazarlann ilgili konuda 6nceden
arastirma makaleleri yaymmlamis olmasi gerekir. Calismann
yeni ve onemli bulgulan sonu¢ bolimiinde vurgulamr ve
yorumlanmalidir. Derlemelerde maksimum iki yazar olmahdur.

Olgu Sunumlart

Ozet uzunlugu: 100 kelimeyi asmamalidir.
Makale uzunlugu: 1000 kelimeyi asmamalidir.
Kaynak sayist: 15 kaynagl asmamalidir.

Olgu Sunumlar asagidaki gibi yapilandinlmalidir:

Ozet: Olguyu ozetleyen bir yapilandinlmamis 6zet (gerec ve
yontem, bulgular, tartisma gibi boltimlerin olmadigy).

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

Olgu Sunumu: Bu bolimde ilk tani ve sonuc da dahil olmak
tizere olgu ayrntih olarak anlatilir.

Tartisma: Bu bolumde ilgili literatiir kisaca gozden gecirilir ve
sunulan olgunun, hastaliga bakisimizi ve yaklasimimmzi nasil
degistirebilecegi vurgulanir.

Kaynaklar: Vancouver tarzi, (yukanda ‘Kaynaklar bolimune
bakiniz).

Tesekkiir

Tablolar ve sekiller

Teknik Notlar

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

Teknik Notlar, yeni bir cerrahi teknigin aciklanmasimi ve az
sayida olguda uygulanmasimi icermektedir. Buyuk bir athm/
degisikligi temsil eden bir teknigin sunulmasi durumunda
tek bir olgu yeterli olacakur. Hastanmn takip ve sonucu agtkea
belirtilmelidir.

Teknik Notlar asagidaki gibi organize edilmelidir:
Ozet: Asagrdaki gibi yapilandinlmalidir:
Amag: Bu cahsmanin amaci nedir?

Yontem: Kullanilan yontemlerin, hastalar ya da saghkh
gonullulerin veya hayvanlarn tanimi, malzemeler hakkinda kisa
bir aciklama.

Bulgular: Ana bulgular nelerdir?

Sonug: Bu calismanimn ana sonuclan ve etkileri nelerdir?
Endikasyonlar1

Yontem

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

Kaynaklar: Vancouver tarz1 (yukanda ‘Kaynaklar bolimune
bakiniz)

Tesekkiir

Tablolar ve sekiller; alt yazilar1 dahil

Video Makale

Makale Uzunlugu: 500 kelimeyi asmamalidir.

Kaynak Sayist: 5 kaynag) asmamalidir.

Tany1, uygulanan cerrahi teknigi ve sonucu aciklayarak olguyu
kisaca ozetleymiz. Uygun sekilde adlandinlmis ve referans
edilmis video materyalleri ile tim o6nemli noktalar, 6m;
yeni cerrahi teknigi, belirtiniz. Materyaller, yazarlarin cerrahi
teknigini anlatuklan veya karsilastiklan ilging vakalardan
olusmahdir.

Teknik Gereklilikler: Veriler, makale ytikleme sirasinda diger
dosyalarla birlikte eklenmelidir. Video stiresinin 10 dakikay1
gecmemesi kaydiyla dosya boyutu maksimum 350 MB olmal
ve MOV, MPEG4, AVI, WMV, MPEGPS, FLV, 3GPP, WebM’
formatlarmdan  biri  kullamlmahdir. 100 MBYyi asmayan
video doktimanlan sisteme yiiklenebilir. Daha buytk video
doktmanlar icin lutfen iletisim@galenos.com.tr adresinden
bizimle iletisime geciniz. Tam video seslendirmeleri Ingilizce
olmahdir. Video auflari, Sekil veya Tablo auflar ile aym bicimde
kullamlmalidir. Ornegin; ... Bunu gerceklestirmek icin, yeni bir
cerrahi teknik gelistirdik (Video 1).” Video materyallerinde isim
ve kurumlar yer almamalidir. Kabul edilen makalelerin video
materyalleri online yaymlanacakur.

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

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

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

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

Etik
Bu dergi, bilimsel kayitlarm butimlugtini korumay: tahhit
etmektedir. Yaymn Etik Komitesi (COPE) tiyesi olarak, dergi olast

olumsuz davramslarla nasil basa cikilacagi konusunda Yayn Etik
Komitesi (COPE) kilavuzlarim takip edecektir.

Yazarlar arasirma sonuclarmi yanhs sunmaktan; derginin
guvenilirligine, bilimsel yazarhk profesyonelligine ve en
sonunda tim bilimsel cabalara zarar verebileceginden dolay,
sakmmalidir. Arastirma butunligintn surdiriilmesi ve bunun
sunumu, iyi bilimsel uygulama kurallarm takip ederek basarihr.
Bu da sunlan icerir:

- Yazil eser degerlendirilmek tzere es zamanh birden fazla
dergiye gonderilmemelidir.

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

- Tek bir ¢alisma; sunum miktarimi arturmak icin bircok
parcaya bolinmemeli ve zaman i¢inde aym ya da cesitli
dergilere  gonderilmemelidir.  (6rnegin ~ “salam-yaymcihk”
“salamizasyon”).

- Veriler, sonuclarnmzi desteklemek icin fabrikasyon (uydurma)
ya da mantiple edilmis olmamaldr.

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

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

- Eser sunulmadan 6nce sorumlu makamlardan ve calismanin
yapldigi  enstitivkuruluslardan-zimnen ~ veya  acikca-onay
allnmasimin yam sira tim yazarlardan acikca onay almmuis
olmahdr.

- Sunulan eserde yazar olarak ismi olanlarn, bilimsel calismaya
yeterince katkisi olmus olmaldir ve ortak mesuliyet ve
sorumlulugu olmahdur.

Bununla beraber:

- Yazarlik veya yazarlarn sira degisiklikleri eserin kabulunden
sonra yapilamaz

- Yazimin revizyon asamasinda, yaym oncesi veya yaymlandiktan
sonra yazar isim eklenmesi veya ¢ikarilmasi istemi; ciddi bir
konudur ve gecerli sebepler oldugunda degerlendirilebilir.
Yazar degisikligi gerekeesi; hakh gerekeeli, inandirici ve sadece
tim yazarlarn yazih onayr alindiktan sonra; ve yeni/silinmis
yazarm rolu silme hakkinda ikna edici ayrmuh bir aciklama
ile kabul edilebilir. Revizyon asamasinda degisiklik olmasi
halinde, bir mektup revise edilmis yaymna eslik etmelidir. Yaymna
kabul edildikten veya yaymlandiktan sonra degisiklik olmast
halinde, bu istek ve gerekli dokiimantasyonun yaymci yoluyla
editore gonderilmesi gerekmektedir. Gerek gortilduginde bu
istegin gerceklesmesi icin daha fazla dokuman talep edilebilir.
Degisikligin kabul veya red karar dergi editorti insiyatifindedir.
Bu nedenle, yaymmn gonderilmesi asamasinda yazar/yazarlar;
gonderecekleri ilgili yazar grubunun isim dogrulugundan
sorumludur.

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

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

Usulsuzluk, stiphe seviyesinde kaldiginda; dergi editora
asagidaki yollardan birine bagvurabilir;

- Makale halen stipheli ise, reddedilip yazara iade edilebilir.

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

- Hatal yaymn ve geri cekme durumlarmda aciklayicr not
yaymlanir ve yazarm kurumu bilgilendirilir.
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Yazarlara Bilgi

Insan ve Hayvan Arastirmalari
Insan Haklar Beyannamesi

Insan katihmli arastirmalar; 1964 Helsinki Deklarasyonuna
ve sonrasinda yayimlanan iyilestirici ilkelere uygun olmaldir
ve yazarlar tarafindan kurumsal ve/veya ulusal etik kurul
komitelerine basvurulup onay alinmus oldugu beyan edilmelidir.

Arastirmanin 1964 Helsinki Deklarasyonu veya kiyaslanabilir
standartlara gore yurittlmesi ile ilgili stiphe durumunda,
yazarlar bu durumun nedenlerini agiklamak zorundadir ve
bagimsiz etik kurullan veya diger degerlendirme kurullan
aracihigiyla suphelerin giderilmesi gerekmektedir.

Asagida  belirtilen  durumlar yazi icerisinde “Kaynaklar”
bolimiinden once yer almalidir:

Etik Kurul Onayr: “Calismada insanlara uygulanan tim
prosediirler kurumsal ve ulusal arastirma kurullarmm etik
standartlarma, 1964 Helsinki Deklarasyonuna ve sonrasinda
yayimlanan iyilestirici ilkelere uygun olmahdir.”

Retrospektif calismalarda, asagida belirtilen ctimle yer almahidir.
“Bu tir cahsmalarda yazili onam gerekmemektedir.”
Hayvan Haklar1 Beyannamesi

Arastirmalarda kullamilan  hayvanlarn  refahma  saygi
gosterilmelidir. Hayvan deneylerinde, yazarlar hayvanlarn
bakiminda ve kullanmmnda uluslararasi, ulusal ve/veya
kurumsal olarak olusturulmus kilavuzlara uymahdir ve
calismalar icin kurumdaki veya cahismanmn yapildigi veya
yuritildugi merkezdeki (eger boyle bir merkez varsa) Klinik
Arastirmalar Etik Kurulundan onay almmalidir. Deneysel hayvan
cahismalarinda “Guide for the care and use of laboratory animals
http://oacu.od.nih.gov/regs/guide/guide. pdf dogrultusunda
hayvan haklarim koruduklarmi belirtmeli ve kurumlarindan etik
kurul onay raporu almahdirlar.

Hayvanlar ile yurutillen caismalarda, asagida belirtilen durumlar
yazi icerisinde ‘Kaynaklar’ bolumunden 6nce yer almalidir:

Etik Kurul Onay1: “Hayvanlarm bakim ve kullanimmn ile ilgili
olarak uluslararasi, ulusal ve/veya kurumsal olarak olusturulmus
tam kilavuzlara uyulmustur.”

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

Eger makale insan ya da hayvan kauhmh bir calisma degilse,
liitfen asagida yer alan uygun durumlardan birini se¢iniz:

“Bu makalenin yazarlan insan kanlimh bir cahsma olmadigim
bildirmektedir.”

“Bu makalenin yazarlan calismada hayvan kullanilmadigim
bildirmektedir.”

“Bu makalenin yazarlar insan kaulml veya hayvan kullanilan
bir calisma olmadigim bildirmektedir.”

Bilgilendirilmis Onam

Buttin bireyler ihlal edilemeyecek kisisel haklara sahiptir.
Calismada yer alan bireyler, elde edilen kisisel bilgilere,
calismada gecen gorusmelere ve elde edilen fotograflara ne
olacagl konusunda karar verebilme hakkina sahiptir. Bundan
dolay1, cahsmaya dahil etmeden once yazih bilgilendirilmis
onam almmast 6nemlidir. Bilimsel olarak gerekli degilse ve

katthmeilardan (veya katlmar yetkin degilse ebeveynlerinden
veya velilerinden) basilmasi icin yazih onam almmadiysa,
katihmalara ait detaylar (isimleri, dogum gtmnleri, kimlik
numaralart  ve diger bilgileri) tammlayict  bilgilerini,
fotograflanmi ve genetik profillerini icerecek sekilde yazil
formda basilmamalidir. Tam gizlilik saglanmasimin zor oldugu
durumlarda, bilgilendirilmis onam formu stipheyi icerecek
sekilde duzenlenmelidir. Omegin fotografta kaulimeilann goz
kismimin maskelenmesi gizlilik acismdan yeterli olmayabilir.
Eger karakteristik ozellikler gizlilik agismdan degistirilirse,
omegin genetik profilde, yazar yapilan degisikligin bilimsel
olarak sorun olusturmadigindan emin olmalidir.

Asagidaki ifade belirtilmelidir:

Bilgilendirilmis Onam: “Calismadaki tim katulimcilardan
bilgilendirilmis onam almnustir.”

Eger makalede kaulmecilann tammlayicr bilgileri yer alacaksa,
asagdaki ifade belirtilmelidir:

“Makalede kisisel bilgileri kullanilan tiim katihmcilardan ayrica
bilgilendirilmis onam alinmustir.”

DEGERLENDIRME SURECI

Turk Kolon ve Rektum Hastaliklari Dergisine gonderilen
tim yazilar, sisteme yuklendikten sonra ilk once editoryal
kurul tarafindan derginin amac ve hedeflerine uygunluk ve
temel sartlarn saglama yonunden degerlendirilecektir. Yazilar,
konusunda uzman dergi hakemlerine degerlendirilmek tzere
gonderilecektir. Tum kabul edilen yazilar yayimlanmadan énce,
istatistik ve Ingiliz dili konusunda uzman editorler tarafimndan
degerlendirilecektir. Sayfalarn ilk gozden gecirilmesinden sonra,
hakem yorumlari 6n karar vermek icin Editor'e gonderilecektir.
Bu asamada, ilk degerlendirmede bulunanlarn dustuncesi
dogrultusunda, yaz1 kabul edilebilir, reddedilebilir veya yazida
duzeltme yapilmast istenebilir. 1k degerlendirme sonrasinda
degerli bulunan makaleler icin genellikle duizeltme istenir.
Diizeltilen makaleler ilk karardan sonraki 2 ay icerisinde tekrar
dergiye gonderilmelidir. Sure uzatmalarl yardimcl editorden
2 aylik sure bitmeden en az 2 hafta 6nce talep edilmelidir.
Ttirk Kolon ve Rektum Hastahiklan Dergisi tarafindan, 2 ayhk
duizeltme suresi sona erdikten sonra, yazi kabul edilmeyecektir.
Diizeltme yapilan yazilar sisteme tekrar yiiklendikten sonra
degerlendirilmek tizere (genellikle ilk degerlendirmeyi yapan
hakeme) gonderilecektir. Sonu¢ olarak yayimlanma karar
verildikten sonra, baski &ncesi Teknik Editor tarafindan son kez
degerlendirilecektir ve iletisim kurulacak olan yazara gozden
gecirme ve son diizenlemeleri yapmak tzere isaretlenmis bir
nuishast elektronik ortamda gonderilecektir.

DUZELTME SONRASI GONDERILMESI

Revize edilmis bir versiyonu gonderirken yazar, yorumcular
tarafindan ele alman her konuyu ayrmul olarak aciklamal
ve nokta nokta ayrmul olarak “yorumlara yamt” sunmahdir
ve ardindan belgenin aciklamali kopyasi bulunmalidir (her
yorumcunun yorumu nerede bulunabilir, yazarm cevap ve satir
numaralari gibi yapilan degisiklikler).

Bunun yani sira ana revize yazi, kabul mektubu tarihinden
itibaren 30 gun icinde teslim edilmelidir. Yazinn revize edilmis
versiyonunun tanmnan sure icinde verilmemesi durumunda,
revizyon secenegi iptal edilebilir. Yazar(lar) ek stirenin gerekli
oldugunu diistintiyorsa, ilk 30 gunlik stire bitmeden, uzatmay:
talep etmelidir.

INGILIZCE YAZIM

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

KABUL SONRASI

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

Telif Hakkinin Devri

Yaymmlayan dergiye (veya basim ve yayma haklarmin ayn
oldugu yapilarda ayr olarak) makalenin telif hakkimn devri
gerekmektedir. Telif yasalan geregi bilginin yayllmasi ve
korunmas: daha gtivenli olarak saglanacaktir.

Resimler
Renkli cizimlerin yaymmlanmast ticretsizdir.
Basim Oncesi Son Kontrol (Proof Reading)

Amag; dizgi kontroltinti saglamak veya dontstirme hatalarmi
fark etmek, butinliik ve netlik agismdan yaziyi, tablolan ve
sekilleri kontrol etmektir. Yeni bulgu ekleme, degerlerde
duizeltme, baslikta ve yazarlarda onemli degisikliklere editor izni
olmadan mtusade edilmemektedir.

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

ERKEN YAYIN

Kabul edilmis yazimn bask: i¢in timu hazirlanirken online
olarak ozet hali yayimlamr. Kabul edilen yaz kontrolden
gectikten sonra, yazarlar son duizeltmeleri yapuktan sonra
ve tim degisiklikler yapildiktan sonra yazi online olarak
yayimlanacaktir, Bu asamada yaziya DOI (Digital Object
Identifier) numarast verilecektir. Her iki forma da www.
journalagent.com/krhd ~ adresinden  ulasilabilecektir. ~ Kabul
edilen yazimin yazarlan elektronik ortamdaki sayfalarn ¢iku
olarak aldiktan sonra proofreading yapmak, tiim yaziy, tablolari,
sekilleri ve kaynaklari kontrol etmekle sorumludur. Baskida
gecikme olmamasi icin 48 saat icinde sayfa kontrolleri yapilms
olmaldr.

YAZISMA

Tum yazismalar dergi editoryal kuruluna ait asagidaki posta
adresi veya e-mail adresi ile yapilacakur.

Adpres: Latilokum Sok. Alphan Ishani No:3 Kat:2 Mecidiyekoy-
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 gondermek icin: www.journalagent.com/krhd
Web sayfas1: www.turkishjcrd.com

E-posta: info@turkishjcrd.com
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Degerli meslektaslarim,

Yeni bir bahar ayinda sizlerle birlite olmaktan mutluluk duymaktayim. Gectigimiz
ii¢ ay icinde neler oldu, hangi yenilikler gelisti. Bu konuda sizleri biraz aydinlatmak
isterim.

Oncelikle bir onceki sayida sizleri davet ettigim, TKRCD'nin olagan secimi gerceklesti.
Bu secimde gorevini tamamlayan kiymetli Sokmen, Sungurtekin, Yamaner, Hamzaoglu
ve Leventoglu bayragi Kuzu, Terzi, Baca, Oztiirk ve Siiciillit’ye devrettiler. Geri kalan
Karakayal, Oncel, Balik ve bendeniz ise gorevimize devam ediyoruz. Yeni TKRCD
Yonetim Kurulu'nu tebrik ederiz.

Bu donem dergi stratejimizde, dergimizi daha da ileriye gotirecek bazi degislilikler
yapmaya karar verdik. Oncelikle derginin diinya capinda tanmirlhigini ve atif sayisint
arttirmak icin komsu tilkelerde bulunan Kolorektal Cerrahlarla daha siki bir temas
icine girmeyi hedefledik. Bununla birlikte, ozellikle Orta Asya ve Uzak Dogu ile daha
yakin bir temasa girmeyi amagliyoruz. Bu bizim atif indeksimizin artmasina neden
olacaktur.

Ote yandan, diinyaca tnlii, kendi alanlarinda “Otor” olarak kabul edilen kisilerinden
makale ve hakemlik taleplerimiz, olumlu yanitlar aldi. Bu bizim icin cok énemli bir
gelismedir.

Diger bir sevindirici gelisme ise, dergimizin EMBASE indeksine kabul edildigine dair
haberimiz oldu. Boylelikle derginin kisa vadeli hedeflerimizin tiimiine varmis olduk.
Orta donem vadelerimizden “PupMed” indeksine girmenin esiginde oldugumuzu da
bildirmek isterim.

Bununla birlikte, bu sayida ¢cok énemli bir Otériin derlemesini okuyacaksimz. Prof
Sugarbaker, ileri evre kolon kanserinde HIPEC ve Sitorediiktif tedavi stratejisinin
sonuglannt irdeleyen makalesini mutlaka okumamzi tavsiye ederim. Ayrica dikkatinizi
cekecek cok sayida arastirma makalesi ve olgu sunumlarina da yer verdik. Yararh
olacagin umuyoruz.

Nihayet, TKRCDnin en ¢nemli etkinliklerinden birisi olan Ilkbahar Sempozyumu,
bu yil 13-15 Mart tarihleri arasinda Izmir Wyndham Otel'de gerceklestirilecektir.
Bu sempozyumda dzellikle tartisimayan, zorlu ve komplike olgularin tartisilmast
amaclandi. Ayni zamanda es bakanligim yaptigim bu sempozyuma ozellikle gelmenizi
tavsiye ederim.

Bir sonraki sayida yeniden bulusmak dilegiyle. ..

Prof Dr. Tahsin Colak

TKRH Dergisi Editorii

Editorial/Editoryal

Dear Colleagues,

I am happy to be with you in a new spring. What happened in the past three months,
what innovations have evolved! I would like to enlighten you a bit about this.

First of all, the usual selection of TSCRS, which I invited you in the previous issue, was
realized. The precious Sokmen, Sungurtekin, Yamaner, Hamzaoglu and Leventoglu,
who completed their duties, handed over the flag to Kuzu, Terzi, Baca, Oztirk and
Siicullit in this election. The others, Karakayal, Oncel, and me, continue our duty.
Congratulations to the new TSCRS Board of Directors.

In this period, we decided to make some changes in our journal strategy that will take
our journal further. First of all, we aimed to have a closer contact with the Colorectal
Surgeons in neighboring countries in order to increase the journal’s worldwide
recognition and number of citations. In addition, we aim to have a closer contact,
especially with Central Asia and the Far East. This will cause our citation index to
increase.

Moreover, our articles and reviewership requests from world-renowned people who
are considered as “authority” in their fields received positive responses. This is a very
important development for us.

Another pleasing development was the news that our journal was accepted to the
EMBASE index. Thus, we have reached all of the journal’s short-term goals. I would
also like to inform you that we are on the verge of entering the “PupMed” index, which
is one of our aims in the medium term.

Besides that, in this issue, you will read a very important review of an authority. I
strongly recommend you read the article of Prof Sugarbaker, examining the results
of HIPEC and Cytoreductive treatment strategy in advanced colon cancer. We also
included many research articles and case reports that will attract your attention. We
hope it will be useful.

Finally, the Spring Symposium, one of the most important events of TSCRS, will be
held this year between 13 and 15 March at Izmir Wyndham Hotel. In this symposium,
it was aimed to discuss difficult and complicated cases that were not particularly
discussed. At the same time, I recommend you come to this symposium where I am
the co-president.

Hope to meet again in the next issue. ..

Prof. Dr Tahsin Colak
Editor-in-Chief for the Journal of TJCD
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What to Do When A Patient Infected With COVID-19
Needs An Operation: A Pre-surgery, Peri-surgery and
Post-surgery Guide

COVID-19 ile Enfekte Bir Hastasinin Operasyona ihtiyaci Oldugunda Ne
Yapmaliyiz: Cerrahi Oncesi, Cerrahi Sirasi ve Cerrahi Sonrasi Rehberi

® Erding Kamer1, ® Tahsin Golak?

1izmir Katip Celebi University Atatiirk Training and Research Hospital, Clinic of General Surgery, izmir, Turkey
2Mersin University Faculty of Medicine, Department of General Surgery, Mersin, Turkey

[EHTT ABSTRACT I ——

The virus, called COVID-19, which has emerged in China in December 2019, has been known to spread through droplets and close contact, and has
evolved into a pandemic today. It is also known that in all patients who have come into contact with COVID-19, the infection is not severe and may
even occur without symptoms. There is no consensus yet on how to take measures to protect the patient and the surgeon in case of diseases requiring
urgent or elective surgery, and how preoperative preparation, perioperative phase, and postoperative care should be performed. The aim of this study
was to prepare a guide on how the surgeon should behave in patients whose operation is mandatory in light of the available data.

Keywords: COVID-19, corona SARS-CoV-2, surgery guidelines

O Z

Aralik 2019°'da Cin’de orta citkan damlacik ve yakin temas yoluyla yayildigi bilinen COVID-19 olarak adlandirilan virts hastaligi giintiimuzde

pandemiye donismustir. COVID-19 ile temas etmis hastalarin timunde enfeksiyonun siddetli olmadig1 ve hatta semptomsuz seyredebilecegi de
bilinmektedir. Bu kisilerde acil veya elektif cerrahi yapilmasin gerektiren hastaliklar olmasi durumunda hastay: ve cerrahi koruyacak onlemlerin
nasil alinmas1 gerektigi, ameliyat 6ncesi hazirlik, perioperatif faz, ve postoperatif bakimin nasil yapilmasi gerektigi konusunda hentiz fikir birligi
olusmamistir. Bu calismada eldeki veriler 1s131inda operasyonu zorunlu olan hastalarda cerrahin nasil davranmas: gerektigi konusunda bir kilavuz
hazirlanmas: amaclandi.

Anahtar Kelimeler: COVID-19, corona SARS-CoV-2, ameliyat kurallar

Introduction “Coronavirus Disease 2019 (COVID-19) by the World

It is known that an outbreak in the form of pneumonia of Health Organization. The disease is most commonly seen

unknown origin has occurred in Wuhan in China’s Hubei between the ages of 30-79 years and the median age is in the

Province in December 2019, killing 213 of the 9720 infected
people in China and spreading in 19 other countries,
infecting 106 people by January 31, 2020." The causative
virus has been tentatively named “Severe Acute Respiratory
Syndrome Coronavirus 2” (SARS-CoV-2) and finally named

range of 49-59 years. It has been found very rarely under the
age of 15. In about half of people infected with COVID-19,
non-serious or overlooked symptoms occur, while in the
other half the main symptoms are fever, fatigue and dry

cough, myalgia and dyspnea.>?> About half of the patients
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have co-existing diseases such as hypertension, diabetes
and cardiovascular disease.” The most common laboratory
findings are leukopenia and lymphopenia. Elevation in
lactate dehydrogenase and creatinine kinase levels can also
be seen. Half of the patients may have abnormal liver function
test findings such as elevation in alanine aminotransferase or
aspartame aminotransferase levels. In most patients, normal
serum procalcitonin levels are observed, but C-reactive
protein levels are higher than the normal range. D-Dimer is
high in a third of patients.*’

The risk of respiratory failure requiring critical care support
in patients infected with COVID-19 is significant and
prioritized, so critical care and anesthesiology teams should
be prepared for the treatment and ongoing care of patients
infected with COVID-19.°

Although there are studies focusing on the epidemiology,
pathophysiology and management, best practices and their
effect on public health outcomes in COVID-19-infected
patients; the algorithm for surgical treatment of COVID-19-
infected patients is still seen as an insignificant, secondary
health problem. In addition, while anesthesiologists provide
guidance on the equipment and preservatives needed to
protect themselves during intubation, we surgeons are still
a little behind on this issue.” However, there is a need for
guidance on how to follow these patients in situations that
require elective, emergency or mandatory surgery.

The SARS experiences of many countries, such as Canada,
create optimal care conditions to keep health workers safe
in intervening patients infected with COVID-19, while
countries without SARS experience such as Turkey, it is
indisputable that health workers will be at great risk in
intervening patients infected with COVID-19. On the other
hand, the fact that patients with no symptoms or mild
symptoms are more easily able to contact health workers
increases both the spread of the disease and the risk to
health workers. It has been proven that New Corona virus
pnononi (NCP) can be transmitted from person to person
and can cause hospital infection that seriously threatens
surgical staff and inpatient staff.? Ti LK et al.” suggested an
operating room (OR) protocol prepared for confirmed or
suspected COVID-19 infected patients who came to their
hospital for surgery. As they suggested an OR protocol for
the preparation period, intraoperative and postoperative
phases for the nurse in charge, surgical staff, surgical nurse,
anesthesiologist, anesthesia technicians and OR technicians;
“the surgeon” was not included in this protocol.

Although we have experience in surgical procedures in
patients with hepatitis, cyst hydatid and HIV infection,
we do not currently have any experience with COVID-19

infected patients.Protection of health workers, other
patients and wards, perioperative treatment, measures for
operating rooms and surgical instruments, and operational,
perioperative and postoperative management should be
defined and known in detail in case of emergency operation
in patients with suspected or confirmed COVID-19
infection. This will give health workers, especially surgeons,
both protection from the disease and legal advantage.

In this study, it was aimed to establish a guide for establishing
optimum protection conditions that could be done before,
during and after surgical intervention, as specialists of
surgical branches and anesthesiologists were at great risk in
the treatment of patients infected with COVID-19.

In patients with suspected or approved COVID-19 infection,
it is obvious that a special procedure should be performed
beginning from the entry of patients to the hospital until
their discharge from hospital. It is possible to evaluate
the process from the point of view of the surgeon in 3
sub-sections: Evaluation phase, perioperative phase, and
postoperative phase.

Evaluation Phase

A patient with suspected or confirmed COVID-19 infection
may come to the surgical service from an outpatient clinic
or emergency department following normal procedures. In
both cases, the first evaluation of such patients should be
done in a protected area that is predetermined according to
the protocols of your hospital. First of all, elective surgery
and endoscopic procedures should be postponed. This
minimizes the risk for both the patient and the medical team,
while minimizing the exposure of beds, ventilators, personal
protective equipment (PPE), health care providers and
other patients. In cases requiring emergency surgery, it is
important to evaluate the suspected and confirmed patients
in 2 separate groups. Although the protective measures to be
taken during the evaluation are similar, treatment options
may vary.

The following suggested path can be followed in the initial
evaluation of the patient.

Preliminary evaluation:

¢ The patient’s file should be examined in a safe area before
contact with the patient. In this examination, previously
recorded medical history, tests such as CT imaging that
have been done, should be evaluated.

e The patient is reviewed with other intervening doctors,
information is obtained from the family in terms of other
aspects not reflected in the patient’s medical history and
all these data are recorded.
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Preparation for Examination

e After that, the first thing to do is to go to the area near the
room where PPE will be worn, along with doctors, nurses
and assistants, to examine the patient. All items must
be left in a safe area, hair must be collected, the top of
the uniform must be tucked into the trousers. The shoes
should also be made of sterilizable material that covers
the feet and ankles exactly, such as boots, without holes
and if possible, and the pants’ legs should be inserted
into the boot. After preparation, a cap covering the head
and neck, protective mask, inner gloves, apron, outer
gloves are worn, followed by glasses or face protective
transparent barrier is worn. After the preparation is
completed, the room is entered from its clean entrance
and the patient is reached by following the shortest path
without touching the items in the room.

Examination

e Anamnesis: The patient may not know who you are
because of the PPE you wear. It is therefore recommended
that you introduce yourself. Anamnesis should not be
kept long due to the discomfort of the environment,
should be clear and concise.

e Physical examination: Routine standards should be done.
Due to the noise of the environment and isolations, most
of the time there may not be auscultation. Standard
equipment (sterile gloves, lubricants, gauze, etc.) can
be used when there is a surgical wound or mucosa that
needs to be evaluated or rectal examination that needs to
be performed.

Leaving the Room

¢ Since the area where the patient is examined is considered
to be a contaminated area, after the examination, we
should go to the exit section where the auxiliary team
is waiting for us. We have to wash hands with antiseptic
without removing anything and then remove PPE with
the help of a support team. We often wash our hands

with virucidal products. Especially caution should be
exercised because contamination may be most common
in this area.

Consultation

e When the cleaning process is complete, the treatment
protocol is determined by consulting with the other
doctors involved in the case and the result is notified to
the family by telephone. The goal here is to have as little
contact as possible.

Consent
e Everything that is done must be written and recorded on
the computer on a regular basis. However, signed consent
may not be obtained for security reasons.
On the other hand, surgery should not be delayed until
diagnostic tests for COVID-19 are concluded if undiagnosed
but suspicious patients are to undergo elective surgery.>’
Patients with COVID-19 infection who need surgery will
follow the same protocols as any other patient. In such
cases, the rational use of available resources should be
prioritized and both stigma of patients and the occurrence
of unnecessary alarm situations should be avoided

Perioperative Phase

* Before Surgery

In patients with confirmed or suspected COVID-19
infection, all operating room personnel are required to wear
PPE under their surgical dress to prevent contamination.
PPE is essential for all interventions requiring close
contact, such as surgical intervention, intubation, regional
anesthesia, cannulation or catheterization. It is essential
that all personnel and surgeons are trained to prevent
contamination during the wearing and removal of these
PPEs (Table 1).

There are different types of PPE, but the basic equipment
needed to perform a surgical intervention can be summarized
as follows:

Table 1: Personal protective equipment usage when intervening COVID-19 infected patients®

e Disposable surgical cap
e Protective medical mask (N95)
*  Work clothes
Sl ereom *  Disposable protective suit
e Disposable latex gloves

e Protective glasses

o All face respiratory protective equipment or

motorized air purifying respirator

NAT: Nucleic acid test

e Should be used during operations such as tracheal
intubation, tracheotomy, bronchofibroscopy,
gastroenterological endoscopy in patients with
suspected or confirmed COVID-19 infection
because these patients may spray or splash
respiratory secretion, blood or body fluid

e Should be used when medical personnel perform
surgery or autopsy on the suspected or confirmed
patient

e Should be used by personnel when performing
COVID-19 NAT
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1. Waterproof Apron

2. Mask: Traditional surgical mask does not provide
protection if aerosols are present. N95 or FFP2/FFP3 type
masks are required.

3. Glasses or face protective transparent barrier. But if the
procedure produces aerosols, full-size barrier eye coverage
is required. If not, just a partial barrier may be enough to
prevent splashing or direct contamination.

4. Latex gloves

5. 1tis recommended that all long-haired staff hold their hair
under the bonnet and, if they have a beard, they should cut
to make masks comfortable to sit.

6. Shoes must be without holes and cover the whole foot.
Sterile rubber boots should be worn if possible

7. After these preparations, standard sterile surgical aprons
should be worn. Before surgical gloves are worn, the lower
gloves should be washed with virucidal agents or alcohol.
Since the mortality risks of COVID-19 infected patients who
are diagnosed in preoperative period and need to be taken
to emergency surgery are very high, the patients and their
families should be informed about this. During the outbreak,
the same OR and the same anesthesia device should be used
in the operations of COVID-19 infected patients.®

The surgical team to make contact with critically ill patients
with confirmed or suspected COVID-19 infection should
use a properly tested N95 respiratory mask, eye protection,
full face cover, liquid-resistant apron, long boots and rubber
gloves (Picture 1).° Longer-sleeved gloves are preferred to
prevent glove slip. Alternatively, vertical tape strips may be
used to help secure the gloves to the dress.® The use of new

type surgical gloves or synthetic gloves with disinfectant

agent between the two layers may provide disinfection
(G-VIR) in case of puncture. It is also recommended to use
such gloves.® Jumpsuits with an integrated headgear can
simplify the substrate worn, but product selection must
be assessed for ease of removal to prevent contamination

during removal.

* Surgery

On the other hand, it is still debatable whether the surgical
procedure to be applied to these patients should be
performed with laparoscopic or conventional methods. As
is known, the experiences so far are early results from case
reports or case series. Therefore, according to the low level
evidences, the risk of viral contamination that may occur
with aeresol effect of the gas used in laparoscopic surgery
or surgical smoke should be taken into consideration while
surgical team’s contact with the patient’s fluids and tissues
increases with conventional method. On the other hand,
laparoscopic operations create a physiological functional
barrier between the surgeon and the disease because the
abdomen is not opened, reducing exposure to the disease
and cross infections. On the other hand, it may be necessary
to avoid prolonged laparoscopic operations. Constant
pressure insufflators can be used to reduce the aerosol
effect of insufflation, and central aspirator systems must be
used to drain the smoke. Although these characteristics of
coronavirus are unknown, it has been determined that other
viruses, such as Hepatitis B virus, can be found in surgical
smoke formed during laparoscopy. For laparoscopic
procedures, the use of CO, filters for aerosolized particles
should be strongly considered. Yu GY et al.'® have shown
that SARS-Cov-2 is transmitted by droplet and contact

Figure 1: Personal protective equipment. “WaxRS, ChristianMD. Practical recommendations for critical care and anesthesiology teams caring for novel
coronavirus (2019-nCoV) patients. Can J Anaesth. 2020 Feb 12. doi: 10.1007/512630-020-01591-x".°
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paths, but fecal-oral and aerosol paths can not be ignored.
Also, it has been shown that laparoscopic surgery operations
can be performed in patients with colon cancer infected
with COVID-19, but the necessity of managing laparoscopic
gases is emphasized and NOSES and TaTME operations
are recommended to be performed carefully during the
epidemic period.”® Luo Y et al. published a paper called
the “Renji Experience”. That article stated that although
colorectal surgery was not a priority in the fight against
COVID-19, there might be a need to treat colon cancer
and the highest level of protection for patients and their
families, the health of medical personnel and other patients,
and the safety of wards and hospitals could be provided in
such a case.!! In that study, it was stated that diagnosis and
treatment of COVID-19 infected patients with colorectal
cancer should not just be done by routine departments and
should be conducted by a multidisciplinary team including
departments of respiratory diseases and infectious diseases.
It was stated that colonoscopy was inadvisable except
in emergency and life threatening situations (bleeding,
obstruction, foreign bodies, etc.), because it might cause
cross-infection in patients and other health care workers
and that even in these cases colonoscopy should not be
performed and surgery should be the first preferred. It was
also stated that COVID-19 infected patients with colorectal
cancer should be placed in the isolation room with separate
medical devices and that negative pressure rooms (below
5 PA) should be prepared and that all disposable medical
products, body fluids and feces should be disposed of after
surgery according to standard medical waste protocol and
that after surgery, health workers were told to be taken
for observation and isolated for 14 days.’®!' On the other
hand, Chen YH et al.!? stated that surgical operation should
be reduced to a minimal level to prevent cross-infection in
this special period and that surgical interventions for benign
tumors should be postponed and that multidisciplinary
treatment and non-surgical anti-tumor treatment should
be chosen with a higher priority for malignant tumors,
and that neoadjuvant therapy was highly recommended
to the advanced stage cancers of the gastrointestinal
tract meeting the criteria of NCCN guideline, and that in
patients with a malignant tumor causing obstruction in
gastric or esophagogastric junction could be managed
with gastric tube decompression or stent placement to
alleviate symptoms, and that transnasal enteral feeding
tube intubation/percutaneous endoscopic gastrostomy
could be used to provide enteral nutrition, and that stent
placement for colorectal malignancy leading to simple

bowel obstruction could not only help you avoid emergency
surgery, but also could provide a high success rate for future
surgery, and that transcatheter arterial embolization could
be an alternative choice to treat bleeding gastrointestinal
tumors, and that emergency surgery could be a necessity in
case of uncontrolled bleeding, blockage, or failure to other
alternative treatments.!” All invasive interventions should
be performed in a designated isolation area. Protective
enterostomy is a preferred method in lower digestive system
surgery.'?

In addition, it is still unknown how the intraoperative and
postoperative wastes of these patients (including aspirator
content, organs, feces, urine, used surgical materials) will
be disposed of. It is also not known how to send the tissue
samples that come out during surgery to pathology and how
they will be subjected to a procedure in pathology, how to
protect the pathologists and how to store the preparations.
However, standard practices are recommended for these
wastes.

After Surgery

Disinfection procedures for the isolation area such as the
OR during the post-operative period are detailed in the
“Covid-19 Prevention and Treatment Manual” prepared by
CAI Hongliu et al.® Accordingly;

For thedisinfection offloorandwall; 1) Visible contamination
must be completely removed before disinfection; blood and
body fluids cleaning procedures should be followed; 2) The
floor and walls should be disinfected with a disinfectant
containing 1000 mg/L chlorine via floor mopping, spraying
or cleaning; 3) It should be ensured that disinfection was
performed for at least 30 minutes; 4) The disinfection
process should be done three times a day and the procedure
must be repeated in case of contamination.®

1) Visible
removed before

For the disinfection of object surfaces;
contamination must be completely
disinfection; blood and body fluids cleaning procedures
should be followed; 2) The surfaces of objects should be
wiped with cloths containing disinfectants of 1000 mg/L
chlorine and it should be rinsed with clean water after 30
minutes. The disinfection procedure should be performed
three times a day (should be repeated when contamination
is suspected); 3) First clean areas, then more contaminated
areas should be wiped. First the surfaces of objects which
are not frequently touched should be wiped and then the
surfaces of frequently touched objects should be wiped
(when the surface of an object is cleaned, replace the used
wiper with a new one).®




Kamer and Colak.
Guideline in Surgery for COVID-19

For Air disinfection; 1) Plasma air sterilizers can be used for
air disinfection in environments where humans are present
and can be operated continuously; 2) If plasma air sterilizers
are not available, an ultraviolet lamp should be used for 1
hour at a time. This should be done three times a day.®

For removal of faeces and sewage water; 1) Fecal matter
and sewage system should be disinfected by purifying with
disinfectant containing chlorine before it is sent to the
drainage system (active chlorine should be more than 40
mg/L for the first application.). Ensure that the disinfection
time is at least 1.5 hours; 2) The total residual chlorine
concentration in the disinfected sewage system should reach
10 mg/L.8

Protection Against Spill of Blood and Fluids of The Patients
with COVID-19 infection?®;

In case of a small amount (10 mL) of blood or body fluid is
spilled; 1) Option 1: Spills must be carefully covered with
disinfectant wipes containing chlorine (containing 5000
mg/L effective chlorine) and cleared, then the surfaces of the
objects should be cleared with disinfectant wipes containing
chlorine (containing 500 mg/L effective chlorine) for the
second time with; 2) Option 2: Spills should be carefully
eliminated with disposable absorbent materials such as
gauze, wipe, etc. soaked in disinfectant solution containing
5000 mg/L chlorine.?

In case of a large amount (>10 mL) of blood or body fluid is
spilled; 1) first, place signs that indicate the presence of a spill;
2) apply clearing procedures described below in option 1 or
2: Option 1: Put a clean and absorbent towel on spills for 30
minutes (towels must contain peroxyacetic acid, which can
absorb liquid up to 1 L) and clean the contaminated area after
removing contaminated substances. Option 2: Completely
cover the spill with disinfectant powder or bleach powder
containing water-absorbing ingredients, or completely
cover it with disposable water-absorbing materials. Then
pour disinfectant containing 10,000 mg/L chlorine into the
water-absorbing material (or cover it with a dry towel which
will undergo high-level disinfection). Wait for at least 30
minutes before carefully removing the spill. 3) fecal matter,
secretions, vomiting etc. taken from patients should be
collected in special containers and should be disinfected for
2 hours with 20,000 mg/L chlorine-containing disinfectant
(1:2 pouring/disinfectant); 4) after removing the spill,
disinfect the surfaces of the contaminated environment or
objects; 5) containers containing infected materials should
be cleaned with a disinfectant containing 5,000 mg/1 active
chlorine for 30 minutes; 6) collected infected substances
must be disposed of as medical waste; 7) used products

should be placed in double layer medical waste bags and
disposed of.®

For decontamination of reusable medical devices; 1) Keep
the device for at least 30 minutes in disinfectant containing
1000 mg/L chlorine if there is no visible contamination; 2)
if there is visible contamination, keep the device for at least
30 minutes in disinfectant containing 5000 mg/L chlorine;
3) after drying, package the devices, close them completely
and send them to the disinfection center.®

Thereisno guide on how to transport pathology preparations,
how to process them, how to protect pathologists and how
to store preparations. It has been suggested that a runner
must be present outside the OR, and that such personnel
must provide medicines or equipment when needed, or
that they are required for arterial blood gas or frozen sectio
operations.®” Staff leaving the OR throw away their used
gowns and gloves in the entrance room and perform hand
hygiene before leaving the entrance room.*® At the end of
the surgery, one of the most important phases is for the
team to remove their clothes before leaving the operating
room to prevent contamination. At this stage, the team
should move away from the patient with slow movements,
avoid contact with each other. They should help each other
during dressing and the basic principles of contamination
prevention should be followed. Frequently the hands
should be washed with virucidal agents or alcohol. The
clothes should be in the dirty room or in the same OR at
a remote point and, if possible, right next to the OR door.
For this reason, ORs with large or sufficient space should be
preferred to minimize contact.®

Postoperative Phase

Patients who do not require postoperative ICU care are
kept in the operating room until complete recovery.® After
the OR personnel send the patient back to the service, a
minimum of one hour is required between cases to clean all
contaminated surfaces, screens, keyboards, cables, monitors
and anesthesiology machine. Products not used in surgery
should be considered infected. All staff are also required to
shower before continuing their duties. Decontamination
of OR should be provided by vaporizer using hydrogen
peroxide.®’

Airflow in hospital wards can significantly affect the risk
of nosocomial transmission of certain coronavirus strains,
such as SARS." During the previous SARS outbreak,
hospital administrations modified existing hospital systems
to create negative airflow isolation rooms. In some cases, all

intensive care units were converted into negative pressure/
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airflow services instead of individual patient rooms. These
strategies used during the SARS experience can be replicated
if necessary when managing 2019-nCoV outbreak scenarios,
with local operational limitations and capabilities in mind.
After the OR, patients should be monitored and treated in
isolated intensive care units orinisolated roomsinaccordance
with hospital protocols. The basic rules mentioned above
should be followed when taking care of the patients. On the
other hand, it is debatable whether treatment for COVID-19
should be given during postoperative follow-up, besides
giving disease-specific treatments. Since postoperative
respiratory problems are more frequent than usual in these
patients, a multidisciplinary approach with anesthesiologist
and chest diseases specialist is required. If COVID-19
infection has not been proven in patients, there is no need to
provide specific treatment for Coronavirus in these patients.
Treatment should be administered as it is done to other
patients.® However, if patients have a confirmed diagnosis of
COVID-19 infection, treatment for the coronavirus may be
given. There is no consensus on the treatment to be given
and the treatment is updated daily. Since the side effects
and efficacy of the treatments are not certain, at least oral
consent should be obtained from the patient before starting
the treatment. Hydroxychloroquine, lopinavir/ritonavir
are treatments currently used.”” Only hydroxychloroquine
should be used in elderly patients using multidrugs.
However, this medication should be avoided in case of liver
disease.”” In addition to these treatments in patients with
severe infection, Interferon/Tocilizumab may be added
to treatment.'® Remdesavir may also have a role in the
treatment.'” Oxygen therapy and N-acetylcysteine should
also be given. Drugs that alter function and expression
of angiotensin converting enzyme 2 (ACE-2) are being
evaluated. However, corticosteroid therapy should be
avoided. Although there is no conclusive evidence, NSAIDs
such as iboprufen are not recommended because they can
worsen the disease. In the case of intrabadominal infection,
it is not recommended to change the protocol applied in the
treatment of intrabdominal infection.

In countries such as Turkey which are new to COVID-19;
health care services, health centers, intensive care units
and ORs should be reviewed. Each section should create
its own protocol and guide and while doing this; protocols,
algorithms, and guides that that have been created by
countries such as Canada which has the SARS experience
should be taken into account. We believe that we will be

able to overcome this outbreak by ensuring the health of

the patients infected with COVID-19 and the safety of the
medical staff who encounter these patients.
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lleri Kolon Kanseri icin Sitorediiktif Cerrahi

©® Paul H. Sugarbaker
Washington Cancer Institute, Washington, DC, USA

[EHTT ABSTRACT I ——

Peritoneal metastases from appendiceal and colorectal cancer continue to be a major threat to a favorable outcome with treatment.

Reliable treatment strategies for the management of appendiceal and colorectal cancer start with the complete surgical removal of the disease. The
surgical technology to accomplish this goal in patients with peritoneal metastases was reviewed.

Electrosurgical dissection techniques and wide open exposure of the abdomen and pelvis were described. Five peritoneal stripping (peritonectomy)
procedures were presented and integrated with visceral resections that may be required. Techniques to remove cancer nodules from small bowel and
small bowel mesentery were itemized.

Technology for complete resection of peritoneal metastases from patients with appendiceal and colorectal cancer was described and it can improve
treatment outcomes for these patients.

Keywords: Peritoneal metastases, peritonectomy, cytoreductive surgery, electrosurgery, intraperitoneal chemotherapy

s«

Apendiks ve kolorektal kanserden peritoneal metastazlar, tedavi ile olumlu bir sonu¢ alinmasi icin buytk bir tehdit olmaya devam etmektedir.
Apendiks ve kolorektal kanserin yonetimi icin guvenilir tedavi stratejileri, hastaligin tamamen cerrahi olarak cikarilmas: ile baslar. Bu calismada
peritonal metastazi olan hastalarda bu amaca ulasmak icin kullanilan cerrahi teknoloji gozden gecirilmistir. Elektrocerrahi diseksiyon teknikleri ile
birlikte karin ve pelvisin detayl ve acik bir sekilde ekspoze edilmesi tanimlandi. Bes periton siyirma (peritonektomi) prosedur sunuldu ve gerekli
olabilecek viseral rezeksiyonlarla entegre edildi. Ince barsaktan ve ince barsak mezenterinden kanser nodillerini ¢ikarma teknikleri verildi. Apendiks
ve kolorektal kanseri olan hastalardan periton metastazlarinin tam rezeksiyonu icin teknoloji tanimlandi.

Anahtar Kelimeler: Periton metastazi, peritonektomi, sitoreduktif cerrahi, elektrocerrahi, intraperitoneal kemoterapi

Introduction (PM).>* This review presents the concepts for and the
technique of cytoreduction that optimally prepares the

As cancer surgery expanded in the midst of a technological ) ; . ]
patient for chemotherapy used in the operating room with

revolution in patient this discipline accepted
responsibilities not only for the resection of primary tumor

care,
hyperthermia with acceptable morbidity and mortality.

but also for the surgical management of metastatic disease.
Aggressive management strategies to bring about long-term
survival to patients with peritoneal surface malignancy
have been pioneered by our group.'* Successful treatment
of abdominal and pelvic malignancies that disseminate to
peritoneal surfaces has resulted from extensive experience
with appendiceal cancer. Appendiceal cancer became the
paradigm for successful treatment of peritoneal metastases

Principles of Management

The successful treatment of peritoneal surface malignancy
requires a comprehensive management plan that
utilizes cytoreductive surgery (CRS) and perioperative
chemotherapy. In addition, proper patient selection is
mandatory. Complete resection of all visible malignancy is
essential for the treatment of peritoneal surface malignancy
to result in long-term survival. Up to five peritonectomy
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procedures may be required.” The visceral resections and
parietal peritonectomy procedures that one must utilize to
adequately resect all visible evidence of disease are shown in
Table 1. Their utilization depends on the distribution and
extent of invasion of the malignancy disseminated within
the peritoneal space. Normal peritoneum is not excised,
only that which is implanted by cancer.

Peritonectomy Procedures and Visceral Resections

Rationale for
Resections

Peritonectomy procedures are necessary if one is to

Peritonectomy Procedures and Visceral

successfully treat peritoneal surface malignancies with
curative intent. Peritonectomy procedures are used in the
areas of visible cancer progression in an attempt to leave
the patient with only microscopic residual disease. Isolated
tumor nodules on parietal peritoneum may be removed
using electroevaporation.
peritoneum frequently requires the resection of a portion
of the stomach, small intestine, or colorectum. Layering
of cancer on a peritoneal surface or a portion of the bowel
requires peritonectomy or bowel resection for complete

Involvement of the visceral

removal.

Locations of Peritoneal Surface Malignancy

Peritoneal metastases, especially mucinous carcinomatosis,
tend to involve the visceral peritoneum in greatest volume
at three anatomic sites.® These are sites where the bowel is
anchored to the retroperitoneum and peristalsis causes less
motion of the visceral peritoneal surface. The rectosigmoid
colon, as it emerges from the pelvis, is a non-mobile portion
of the bowel. Also, it is located in a dependent site and
therefore is frequently layered by peritoneal metastases.
Usually, a complete pelvic peritonectomy requires stripping
of the pelvic sidewalls, the peritoneum overlying the
bladder, the cul-de-sac, and resection of the rectosigmoid
colon. The ileocecal valve is another area where there is
limited mobility. Resection of the terminal ileum and a small
portion of the right colon is often necessary. A final site often
requiring resection is the antrum of the stomach which is
fixed to the retroperitoneum at the pylorus. Tumor coming
into the foramen of Winslow accumulates in the subpyloric

space and may cause intestinal obstruction as a result of
gastric outlet obstruction.” Large volumes of tumor in the
lesser omentum combined with disease in the subpyloric
space may cause a confluence of disease that requires a total
gastrectomy for complete cytoreduction.

Electroevaporative Surgery

In order to adequately perform peritonectomy, the surgeon
must use electrosurgery.® The electrosurgical handpiece
uses a ball tip that allows the tissue surfaces beneath
the peritonectomy to be contoured (Valleylab, Boulder,
CO). The smooth surface is then able to be resurfaced
by peritoneum (Figure 1). Peritonectomies and visceral
resections using traditional scissor and knife dissection will
unnecessarily disseminate a large number of tumor cells
within the abdomen. High voltage electrosurgery leaves a
margin of heat necrosis that is devoid of viable malignant
cells. Not only does electroevaporation of tumor and normal
tissue at the margins of resection minimize the likelihood of
persistent disease, but also it minimizes blood loss. In the
absence of electrosurgery, profuse bleeding from stripped
peritoneal surfaces may occur.

Figure 1. Ball-tipped electrosurgery is used to dissect and simultaneously
provide small vessel hemostasis. Frequent room temperature saline
irrigation is needed to prevent heat damage to tubular structures. A
margin of heat necrosis from electrosurgical dissection at high voltage
helps to prevent local recurrence. Smoke evacuation is required to prevent
environmental contamination (From reference 5 with permission)

Table 1. Peritonectomy procedures and resections that are combined to complete a cytoreduction procedure

Anterior parietal peritonectomy

Left upper quadrant peritonectomy
Right upper quadrant peritonectomy
Pelvic peritonectomy

Omental bursectomy

Old abdominal incisions, umbilicus and epigastric fat pad
Greater omentectomy and spleen

Tumor on Glisson’s capsule of the liver

Uterus, ovaries and rectosigmoid colon

Gallbladder and lesser omentum
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Abdominal Exposure

The abdominal cavity is opened through a midline incision
from the xiphoid to the pubis. The old abdominal incision
is widely excised including the umbilicus. The skin edges
are secured by heavy sutures to the self-retaining retractor.
Traction on the edges of the abdominal incision elevates the
structures of the abdominal wall to facilitate their accurate
dissection (Figure 2). Strong elevation of abdominal wall
helps to avoid damage to bowel loops that are adherent
to the anterior abdominal wall.>!° Generous abdominal
exposure is achieved through the use of a Thompson Self-
Retaining Retractor (Thompson Surgical Instruments, Inc.,
Traverse City, MID).

Total Anterior Parietal Peritonectomy

As the peritoneum is dissected away from the posterior
rectus sheath, a single entry into the peritoneal cavity in
the upper portion of the incision (peritoneal window)
allows the surgeon to assess the requirement for a complete
parietal peritonectomy (Figure 3). If cancer nodules are
palpated on the parietal peritoneum, a complete dissection
may be indicated to achieve a complete cytoreduction. If the
parietal peritoneum is not involved by PM, except for the
small defect in the peritoneum required for this peritoneal
exploration, the remainder of the peritoneum is maintained
intact.

The self-retaining retraction system is steadily advanced
along the anterior abdominal wall. This optimizes the broad
traction at the point of dissection of the peritoneum from
its underlying tissues. The dissecting tool is the ball tip, and
smoke evacuation is used continuously.!! Itis most adherent

directly overlying the transversus muscle. In some instances,
dissection from inferior to superior aspects of the abdominal

Figure 2. Elevation of the edges of the abdominal incision. Skin
traction on a self-retaining retractor facilitates dissection of abdominal
wall structures and minimizes the likelihood of damage to bowel loops
adherent to the abdominal wall (From reference 5 with permission)

wall facilitates clearing in this area. The dissection blends in
with the right and left subphrenic peritonectomy superiorly
and with the complete pelvic peritonectomy inferiorly. As
the dissection proceeds beyond the peritoneum overlying
the paracolic sulcus (line of Toldt), the dissection becomes
more rapid with the loose connections of the peritoneum at
this anatomic site.

Left Subphrenic Peritonectomy

The peritonectomy procedures are greatly facilitated by the
self-retaining retractor that provides continuous exposure
of all quadrants of the abdomen including the pelvis. The
epigastric fat and peritoneum at the edge of the abdominal
incision are stripped off the posterior rectus sheath. Strong
traction is exerted on the tumor specimen throughout
the left upper quadrant in order to separate tumor from
the diaphragmatic muscle, the left adrenal gland, and the
superior half of the perirenal fat. The splenic flexure of
the colon is severed from the left abdominal gutter and
moved medially by dividing the peritoneum along Toldt’s
line. Dissection beneath the hemidiaphragm muscle must
be performed with ball-tipped electrosurgery, not by blunt
dissection (Figure 4). Numerous blood vessels between
the diaphragm muscle and its peritoneal surface must
be visualized and individually electrocoagulated before
their transection or unnecessary bleeding will occur as
the severed blood vessels retract into the muscle of the
diaphragm. The plane of dissection is defined using ball-
tipped electrosurgery on pure cut, but all blood vessels are
electrocoagulated before their division.

Greater Omentectomy and Possible Splenectomy
To free the mid-abdomen of a large volume of tumor, the
greater

omentectomy-splenectomy is performed. The

Electrosurgical ball tip

/ Posterior rectus sheath

Anterior parietal
peritoneum
Peritoneal window

Trace of old
midline scar

Figure 3. Peritoneal window is necessary to assess the need for total
anterior parietal peritonectomy (From reference 5 with permission)
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greater omentum is elevated and then separated from the
transverse colon using electrosurgery. This dissection
continues beneath the peritoneum that covers the transverse
mesocolon in order to expose the lower border of the
pancreas. The branches of the gastroepiploic arcade to the
greater curvature of the stomach are ligated in continuity
and then divided.

Because the left upper quadrant peritonectomy has
been completed, the structures deep beneath the left
hemidiaphragm can be elevated. Therefore, under direct
vision, the short gastric vessels are transected. With traction
on the spleen, the peritoneum superior to the pancreas may
be stripped from the gland bluntly or by using electrosurgery.
If the peritoneum covering the pancreas is free of cancer
implants, it remains intact. The splenic artery and vein at the
tail of the pancreas are ligated in continuity and proximally
suture ligated. Great care is taken not to traumatize the body
or tail of the pancreas.

Right Subphrenic Peritonectomy

Peritoneum is stripped from beneath the right posterior
rectus sheath to begin the peritonectomy in the right
upper quadrant of the abdomen. Strong traction on the
specimen is used to elevate the hemidiaphragm into the
operative field. Again, ball-tipped electrosurgery on pure
cut is used to dissect at the interface of tumor and normal
tissue. Coagulation current is used to divide the blood
vessels between the diaphragm and peritoneum as they are
encountered and before they bleed.

Stripping of Tumor from Glisson’s Capsule
The stripping of tumor from the right hemidiaphragm
continues until the bare area of the liver is encountered.

Left hemidiaphragm muscle /\

Splenic a. and v.
(ligated)

A—

Tumor beneath
left hemidiaphragm

Liver
(with surface tumor)

Lesser omentum
(with tumor)

Peritoneum

Gastroepiploic a.
(ligated branches)

Transverse colon

Figure 4. Peritoneal stripping of the undersurface of the left diaphragm
(From reference 5 with permission)

At that point, tumor on the superior surface of the liver is
electroevaporated until the liver surface is cleared (Figure
5). With ball-tipped electroevaporative dissection, a thick
layer of tumor may be bloodlessly lifted off the liver surface
by moving beneath Glisson’s capsule (high voltage pure cut
electrosurgical dissection). Isolated patches of tumor on the
liver surface are electroevaporated with the distal 2 cm of
the ball tip bent and stripped of insulation (“hockey-stick”
configuration). Ball-tipped electrosurgery is also used to
extirpate tumor from attachments of the falciform ligament
and round ligament.

Tumor from beneath the right hemidiaphragm, from the
right subhepatic space, and from the surface of the liver
forms an envelope as it is removed en bloc. The dissection
is greatly facilitated if the tumor specimen is maintained
intact. The dissection continues laterally on the right to
encounter the perirenal fat covering the right kidney. Also,
the right adrenal gland is visualized and carefully avoided
as tumor is stripped from the right subhepatic space. As the
peritoneal reflection at the posterior aspect of the liver is
divided, care is taken not to traumatize the vena cava or to
disrupt the caudate lobe veins that pass between the vena
cava and segment 1 of the liver.

Lesser Omentectomy and Cholecystectomy with Stripping of
the Hepatoduodenal Ligament

The gallbladder is removed in a routine fashion from its
fundus toward the cystic artery and cystic duct. These
structures are ligated and divided. The hepatoduodenal
ligament is characteristically heavily layered with tumor.
After dividing the peritoneal reflection onto the liver, the
cancerous tissue that coats the porta hepatis is bluntly
stripped using Russian forceps from the base of the

Q Tumor beneath

right hemidiaphragm

Glisson’s capsule
(with tumor)

Ball-type
electrosurgical tip

Figure 5. Electroevaporation of tumor from the liver surface with
resection of Glisson’s capsule (From reference 5 with permission)
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gallbladder bed toward the duodenum. The right gastric
artery going to the lesser omental arcade is preserved
(Figure 6). To continue resection of the lesser omentum,
the surgeon separates the gastrohepatic ligament from the
fissure that divides liver segments 2 and 3 from segment 1.
Ball-tipped electrosurgery is used to electroevaporate tumor
from the surface of the caudate process. Care is taken not
to traumatize the anterior surface of the caudate process,
for this can result in excessive and needless blood loss.
The segmental blood supply to the caudate lobe is located
on the anterior surface of this segment of the liver, and
hemorrhage may occur with only superficial trauma. Also,
care must be taken to avoid an accessory left hepatic artery
that may arise from the left gastric artery and cross through
the hepatogastric fissure. If the artery is embedded in tumor
or its preservation occludes clear exposure of the omental
bursa, the artery is ligated as it enters the liver parenchyma.
It is resected as part of the hepatogastric ligament.

Circumferential Resection of the Hepatogastric Ligament and
Lesser Omental Fat by Digital Dissection

The triangular ligament of the left lobe of the liver was
resected in performing the left subphrenic peritonectomy.
This completed, the left lateral segment of the liver is
retracted left to right to expose the hepatogastric ligament
in its entirety. A circumferential electrosurgical release of
this ligament (lesser omentum) from the fissure between
liver segments 2 and 3, and the left caudate lobe, and
from the arcade of right gastric artery to left gastric artery
along the lesser curvature of the stomach is required. After
electrosurgically dividing the peritoneum on the lesser
curvature of the stomach, digital dissection with extreme
pressure from the surgeon’s thumb and index finger

Figure 6. Lesser omentectomy and cholecystectomy with stripping of
the anterior and posterior (if necessary) aspect of the hepatoduodenal
ligament (From reference 5 with permission)

separates lesser omental fat and tumor from the vascular
arcade. As much of the anterior vagus nerve is spared as is
possible. The tumor and fatty tissue surrounding the right
and left gastric arteries are split away from the vascular
arcade. In this manner, the specimen is centralized over
the major branches of the left gastric artery. With strong
traction on the specimen, the lesser omentum is released
from the left gastric artery and vein.

Stripping of the Floor of the Omental Bursa

A Dever retractor or the assistant’s fingertips beneath the
left caudate lobe are positioned to expose the entire floor
of the omental bursa (Figure 7). Further electroevaporation
of tumor from the caudate process of the left caudate lobe
of the liver may be necessary to achieve this exposure. Ball-
tip electrosurgery is used to cautiously divide the peritoneal
reflection of the liver onto the left side of the subhepatic
vena cava. After the peritoneum is divided, Russian forceps
assist in a blunt stripping of the peritoneum from the
superior recess of the omental bursa, from the crus of the
right hemidiaphragm, and from beneath the portal vein.
Electroevaporation of tumor from the shelf of the liver
parenchyma beneath the portal vein that connects right
and left aspects of the caudate lobe may be required. Care is
taken while stripping the floor of the omental bursa to stay
superficial to the right phrenic artery.

In some patients, a large volume of tumor on the posterior
aspect of the hepatoduodenal ligament may be difficult
to visualize. A 1/2 inch Penrose drain placed around the
portal triad may allow improved visualization beneath
these structures. Using Russian forceps tearing away the
peritoneum beneath the porta hepatis may be necessary
under direct visualization.

Peritoneum over crus of
right hemidiaphragm

Vena cava

Caudate lobe

of liver Peritoneum over

pancreas

Figure 7. Stripping of the omental bursa after dividing the peritoneal
reflection between the left caudate lobe and superior vena cava (From
reference 5 with permission)
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Complete Pelvic Peritonectomy

The tumor-bearing peritoneum is stripped from the posterior
surface of the lower abdominal incision, exposing the rectus
muscle. After dissecting generously the peritoneum on the
right and left sides of the bladder, the urachus is localized
and placed on strong traction using a Babcock clamp. The
peritoneum with the underlying fatty tissues is stripped
away from the surface of the bladder. Broad traction on
the entire anterior parietal peritoneal surface and frequent
saline irrigation clears the point for tissue transection that
is precisely located between the bladder musculature and
its adherent fatty tissue with the peritoneum. The inferior
limit of dissection is the cervix in the female or the seminal
vesicles in the male.

The peritoneal incision around the pelvis is connected to
the peritoneal incisions of the right and left paracolic sulci
(Figure 8). In the female, the round ligaments are divided
as they enter the internal inguinal ring. The right and left
ureters are identified and preserved. In women, the right
and left ovarian veins are ligated at the level of the lower
pole of the kidney and divided. A linear stapler is used to
divide the sigmoid colon just above the limits of the pelvic
tumor. The vascular supply of the distal portion of the
bowel is traced back to its origin on the aorta. The inferior
mesenteric artery is ligated, suture ligated and divided. This
allows one to pack all the viscera, including the proximal
sigmoid colon, in the upper abdomen.

Resection of Rectosigmoid Colon and Cul-de-Sac of Douglas
Electrosurgery is used to dissect at the limits of the
mesorectum. The surgeon works in a centripetal fashion.

Round ligament
(divided)

Ovarian vein
(divided)

Ureter

Inferior mesenteric artery
(ligated)

Figure 8. The complete pelvic peritonectomy includes the uterus and
ovaries, rectosigmoid colon and pelvic peritoneum (From reference 5
with permission)

Extraperitoneal ligation of the uterine arteries is performed
justabove the ureter and close to the base of the bladder. The
bladder is dissected away from the cervix and the vagina is
entered. The vaginal cuff anterior and posterior to the cervix
is transected using electrosurgery, and the rectovaginal
septum is exposed. The perirectal fat is divided beneath
the peritoneal reflection so that all tumor that occupies the
cul-de-sac is removed intact with the specimen. The rectal
musculature is skeletonized using electrosurgery so that a
stapler can be used to close off the rectal stump.

Vaginal Closure and Low Colorectal Anastomosis

One of the few suture repairs performed prior to the
intraoperative chemotherapy is the closure of the vaginal cuff.
If one fails to close the vaginal cuff, chemotherapy solution
will leak from the vagina. The circular stapled colorectal
anastomosis occurs after the intraoperative chemotherapy
has been completed. A circular stapling device is passed
into the rectum, and the trochar penetrates the staple line. A
purse-string applier is used to secure the staple anvil in the
distal descending colon. The body of the circular stapler and
anvil are mated, and the stapler is activated to complete the
low colorectal anastomosis.

Optimization of Cytoreduction of Small Bowel and Its
Mesentery

The peritonectomy procedures using high-voltage
electrosurgery have been applied to the cytoreduction
of parietal peritoneal surface malignancy. However, the
electrosurgical techniques used in the peritonectomy
procedures are not appropriate for the treatment of tumor
nodules involving the small bowel. Only a very limited
use of electrosurgery on the small bowel itself is possible
in order to avoid postoperative fistula. In contrast,
small bowel mesentery is an anatomic site for safe use of
electroevaporation of cancer nodules.

Five Types of Small Bowel Involvement by Cancer

CRS with perioperative chemotherapy has been most
commonly used for the management of mucinous
appendiceal neoplasms but they have been successfully
applied to other tumors, especially colon cancer and diffuse
malignant peritoneal mesothelioma. The histological
features and the depth of invasion of these different tumors
into the bowel wall are not uniform. Based on the extent of
the invasion, the size of the tumor nodule and its anatomic
location on the bowel wall, small bowel involvement is
classified into five types':

Type 1. Non-invasive nodules.

Type 2. Small invasive nodules on the anti-mesenteric

portion of the small bowel.
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Type 3. Moderate size invasive nodules on the anti-
mesenteric portion of the small bowel.

Type 4. All sizes of invasive nodules at the junction of the
small bowel and its mesentery.

Type 5. Large invasive nodules.

Techniques Used in Cytoreduction of the Small Bowel

Type 1. Non-invasive nodules: This type of small bowel
involvement involves minute nodules of aggressive histology
that have not invaded past the peritoneum because of their
small size. It would also include large non-invasive nodules
of diffuse peritoneal adenomucinosis or nuclear grade I
peritoneal mesothelioma.’>!* The curved Mayo scissors are
used to trim these non-invasive nodules from the surface
of the small bowel; this results in a localized removal of
peritoneum. Larger nodules are frequently scissor-dissected
in a piecemeal fashion to avoid damage to the deeper layers
of the bowel wall. Considerable skill acquired over time may
be needed to avoid damage to the muscularis propria of the
bowel (Figure 9). There is usually no need for seromuscular
repair.

Type 2. Small invasive nodules on the anti-mesenteric
portion of the small bowel: These invasive nodules do not
separate from the muscular layer of the small bowel and a
partial thickness resection is required. The seromuscular
layer is resected leaving mucosa and submucosa intact.
This resection is usually performed with a curved Mayo
scissor but occasionally it may be performed by pure
cut electrosurgery with frequent irrigation to cool the
resection site. Scissor or knife dissection is preferred. The
seromuscular layer is repaired by suture plication after the

intraoperative chemotherapy is completed (Figure 10).

Figure 9. Type 1 - non-invasive tumor nodules are usually resectable
using a curved Mayo scissor (From reference 5 with permission)

Type 3. Moderate size invasive nodules on the anti-
mesenteric portion of the small bowel: In contrast to small
invasive nodules in this location, larger nodules require a
full thickness elliptical resection of the anti-mesenteric
portion of the bowel wall. The closure is performed in
two layers and at two different times. The first layer is a
full thickness closure using absorbable suture. One suture
starts at each corner of the defect and the sutures are then
tied at the mid-portion of the resection. Following the POC,
the defect is closed with a second layer of non-absorbable
plication sutures (Figure 11).

Type 4. Small invasive nodules at the junction of the small
bowel and its mesentery: These nodules can sometimes
be removed by a localized removal with electrosurgery if
sufficiently small and if the vascular supply to the segment
of bowel is not compromised. A two-layer repair follows this
localized resection. More often, these nodules are removed,
and the incidence of fistula is reduced by a segmental small
bowel resection with end-to-end hand-sewn anastomosis
(Figure 12).

Type 5. Large invasive nodules: These lesions require a
segmental small bowel resection with generous proximal
and distal margins on the bowel wall and on the mesentery.
The segment of small bowel and a portion of its mesentery
are resected. The bowel is divided and closed using a linear
cutter/stapler. The HIPEC is completed prior to a two-layer
hand-sewn anastomosis (Figure 12).

Figure 10. Type 2 - small invasive tumor nodules on the anti-mesenteric
portion of the small bowel are resected along with the seromuscular
layer. Hyperthermic intraperitoneal chemotherapy is administered prior
to suture plication of the defect (From reference 5 with permission)

Figure 11. Type 3 - moderate sized invasive nodules on the anti-
mesenteric portion of the small bowel are resected with a full thickness
ellipse. Stay sutures elevate the portion of bowel to be resected. A full
thickness closure with absorbable, running suture allows hyperthermic
intraperitoneal chemotherapy to be given. After the intraperitoneal
chemotherapy, a second layer of non-absorbable interrupted sutures is
used to plicate the seromuscular layer (From reference 5 with permission)
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Figure 12. Small invasive nodules at the junction of the small bowel
and mesentery (Type 4) or large invasive nodules (Type 5) are resected
with generous margins using a linear stapler. After hyperthermic
intraperitoneal chemotherapy is complete, a two-layer anastomosis is
performed (From reference 5 with permission)
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25 Carcinoid Tumor Cases Incidentally Detected After
4642 Appendectomies

4642 Apendektomi Sonrasi insidental Olarak Saptanan 25 Karsinoid
Tumor Olgusu

® Yusuf Yavuzl, ® Mustafa Sentiirk2

1Sanliurfa Training and Research Hospital, Clinic of General Surgery, Sanlurfa, Turkey
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LI ABSTRACT .

Aim: This study aimed to retrospectively investigate 25 cases of carcinoid tumors in 4642 pathological examinations of patients who admitted to our
clinic with acute appendicitis in a period of 6 years.

Method: 4642 appendectomy operations performed in Sanlhurfa Training and Research Hospital and Mehmet Akif Inan Training and Research
Hospital between 2012 and 2019 were evaluated retrospectively. Data regarding age, sex, preoperative clinical findings, histopathological results,
operation reports, follow-up period, and metastasis status were extracted from electronic records and reported.

Results: Based on the histopathological examination of 4642 patients admitted to the emergency department of two large hospitals of Sanhurfa
province, 25 patients were diagnosed with carcinoid tumors (neuroendocrine tumor). Thirteen of our patients were male and 12 of them were female.
The mean age of our patients was 33.2 years. The mean follow-up period was 5-62 months. No distant metastasis was detected in any of the follow-ups
of our patients who had histopathologically well-differentiated carcinoid tumors.

Conclusion: Carcinoid tumors are the most common tumors of the appendix, which are detected incidentally after an acute appendicitis operation.
Since these tumors are rare, histopathological evaluation and postoperative follow-up are important. Though, in our study, it is not common in terms
of rate, it is still important to follow up these cases since it is common in the young population, and there is a possibility of metastasis in advanced
stages.

Keywords: Carcinoid tumor, appendix, incidental

anosers. |

Amagc: Calismamizin amact klinigimize 6 yil icerisinde akut apandisit tanisi ile basvuran ve opere edilen 4642 patolojik incelemede bulunan 25
karsinoid timor olgusunun retrospektif olarak incelenmesidir.

Yontem: 2012 ile 2019 yillarn arasinda Sanhurfa Egitim ve Arastirma Hastanesi ve Mehmet Akif inan Egitim ve Arastirma Hastanesi'nde yapilan
4642 apendektomi operasyonu retrospektif olarak degerlendirildi. Yas, cinsiyet, ameliyat oncesi klinik bulgular, histopatolojik sonuclar, operasyon
raporlari, izlem stresi ve metastaz durumu elektronik ortamda incelenerek rapor edildi.

Bulgular: Sanliurfa ilimizin iki biytik hastanesinde arasinda acil servise basvuran ve apandektomi yapilan 4642 hastanin histopatolojik incelemesinde
25 hastaya karsinoid timor (noéroendokrin tiimor) tamist konuldu. Hastalarimizdan 13’ erkek 12 tanesi de bayan idi. Hastalarimizin yas ortalamasi
33,2 idi. Hastalarimizi ortalama takip stiremiz 5-62 aydi. Histopatolojik olarak hepsinde iyi diferensiye karsinoid timor rastlanan hastalarimizin
takiplerinde hicbirinde uzak metastaz tespit edilmemisti.

Sonug: Karsinod ttiimorler cogunlukla akut apandisit operasyonu sonrasinda insidental olarak saptanan ve apendiksin en sik rastlanan timorleridir.
Bu tamorlerin az rastlanmasi nedeniyle histopatolojik degerlendirme ve operasyon sonrasi takibi énem arz etmektedir. Bizim ¢alismamizda oran
olarak sik gortilmese bile genc poptilasyonda sik gortlmesi ve ileri evrelerde metastaz ihtimali nedeniyle bu olgularin yakin takibi 6nemlidir.
Anahtar Kelimeler: Karsinoid ttiimor, appendiks, insidental
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Introduction

Appendiceal tumors are among the less common tumors
and these lesions are usually incidentally noticed after
appendectomy. The incidence rate varies between 0.9 and
1%.'? Carcinoid tumors, also called neuroendocrine tumors,
account for more than 50% of appendix tumors. They are
generally more common in children and young adults.>*>
They are usually located at the tip of the appendix and most
of the appendix carcinoids are smaller than 1 cm and rarely
more than 2 cmin diameter.® Although they are not frequently
encountered after appendectomy operations, considering
the number of appendectomies performed, it is important to
follow up these cases that every general surgeon may face.
Characteristics of patients histopathologically diagnosed
with appendiceal carcinoid tumors were evaluated.

Materials and Methods

4642
appendectomy operations performed in two major clinics
in Sanhurfa, Sanhurfa Training and Research Hospital and

25 cases of carcinoid tumors detected after

Mehmet Akif Inan Training and Research Hospital between
2012 and 2019 were reviewed. The research was conducted
following the principles of “World Medical Association
Declaration of Helsinki: Ethical Principles for Medical
Research Involving Human Subjects”. Ethics committee
approval was not received for this study because of its
retrospective design. Informed consent was obtained from
all patients. The age, sex, preoperative clinical findings,
histopathological results, operation reports, follow-up
period, and metastasis status of all cases were retrospectively
analyzed thorough electronic records.

Statistical Analysis

Social Science Statistical Package (SPSS Inc., Chicago, IL,
USA) software was used for bio-statistical analysis. When
data were presented as mean values, standard deviation
values were given and when they were presented as mean
values, minimum (min) -maximum (max) values were
indicated.

Results

Thirteen of our patients were male and 12 were female. The
mean age of our patients was 33.2 years (min-max=18-72). All
of our patients were admitted to the emergency department
for acute appendicitis and were operated for the diagnosis of
acute appendicitis. As preoperative imaging examinations,
9 of our patients had ultrasonography (USG) and 10 had
computed tomography (CT). 6 of our patients were operated
with the preliminary diagnosis of acute appendicitis based
on physical examination findings. The mean appendicitis

diameter of patients who had any imaging examinations was
9.4 mm (min-max=3-20 mm) (Table 1). Allappendecectomies
performed in emergent setting. Symptoms such as diarrhea
flushing in carcinoid syndrome were not apparent in our
patients in the preoperative period. There were 2 patients
with a tumor diameter greater than 20 mm and 8 patients
with a tumor diameter of 10-20 mm, and 15 patients with a
tumor diameter less than 10 mm. Two patients with a tumor
diameter greater than 20 mm had undergone complementary
right hemicolectomy, and tumor tissue was not found
in the specimen examination afterward. Histopathologic
examination revealed tumor localization in the distal
appendix in 6 patients, proximal appendix in 18 patients; and
in 1 patient multicentric mass was present in both distal and
proximal appendix. No metastasis was detected in any of our
patients. No complication was observed in the postoperative
period during follow-up period of 42 months (min-max=5-62
months).

Discussion

Among the appendiceal malign tumors, carcinoid tumors
are the most common.” Apart from that, although rare,
goblet cell carcinoma, lymphoma, mucocele, primary
adenocarcinoma, and mucinous cystadenocarcinoma are
also seen.®? In our study, the incidence of carcinoid tumors
in patients with appendectomy was 0.53%. In the literature,
rates on this subject range from 0.3% to 0.9% and are slightly
more common in women.>'® However, in our study, 13 of
our patients were male and 12 were female. Appendiceal
carcinoid tumor is most commonly detected between 38 and
49 years of age.!" In our study, the mean age was 33.2 years
and was lower than the literature. Appendiceal carcinoid
tumors do not usually present with flushing and diarrhea-like
symptoms which are signs of carcinoid syndrome. Carcinoid

Table 1. Clinical and demographic variables

Age, mean (SD) 33.3+17.5
Diameter/mm, mean (SD) 9.4+4.7
Follow-up/month, mean (SD) 49.90+24

Male 13 (52%)

Female 12 (48%)

<10 mm 8 (32%)
10-20 mm 15 (60%)
20> 2 (8%)

SD: Standard deviation
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syndrome which occurs due to vasoactive amine release
is usually seen due to liver metastases. Tumors presenting
with an acute appendicitis-like condition are incidentally
diagnosed in postoperative preiod based on histopathologic
findings.'? In our study, all of our patients were admitted
to the emergency department with the diagnosis of acute
appendicitis which is later confirmed histopathologically.
In our patients who presented with acute appendicitis in the
preoperative period, no pathology other than appendicitis was
suspected macroscopically in this period.” In our study, the
rate of appendiceal carcinoid tumors, most of which were
smaller than 1 cm, was 56%. In the literature, this rate was
reported as 80%. Tumors between 1 and 2 cm were 36% and
tumors larger than 2 cm was 8%. In the literature, tumors of
1-2 cm were reported as 15% and tumors larger than 2 cm
were reported as 5%. Metastasis in appendiceal carcinoids is
usually seen in tumors over 2 cm, as a rare finding in .!*!>1%17
In the literature, rates up to 85% have been reported, but no
patients with metastases were found in our study. Therefore,
right hemicolectomy is recommended for the treatment
of tumors larger than 2 cm due to the high probability
of metastasis. Right hemicolectomy is recommended for
treatment of cases with tumor size greater than 2 cm. In
cases with tumor smaller than 1 cm, appendectomy is
sufficient. Treatment in controversial cases with tumor size
between 1 and 2 cm is under debate.

In such cases, including localized tumors at the base of the
appendix, tumors with mucin production, tumors with high
mitotic rate, childhood carcinoid tumors, serosa invasion,
mesoappendix invasion, and lymphatic duct involvement,
should be applied.'*'® While
approximately 75% of appendiceal carcinoids are located

right hemicolectomy
proximal to the appendix, up to 10% are localized at the
base. In our study, the tumor was at an apex in 17 (68%)
patients and radix in 7 (28%) patients. One patient had a
multicentric tumor at the base and proximal of the appendix
(Table 2).

The rate of the synchronous or metachronous lesion
was 13-33% in the follow-up examinations of diagnosed
patients.'>!¢171 This shows the importance of colonoscopy
in patients with carcinoid tumors. In our study, none of our
patients were detected to have colorectal cancer. Colonoscopy
requirement was reported to our patients.

Table 2. Location of tumor in the appendix

Localization

Distal 4 (16%) 3(12%)
Proximal 9 (36%) 8 (32%)
Distal + Proximal 0 1 (4%)

The efficacy of effective chemotherapy in cases with metastasis
was reported as 40% and the efficacy of radiotherapy in
selected cases was reported as 60%. The 5-year survival was
reported as 81% in cases with local metastasis and as 31% in
cases with distant metastasis.'1%%

Conclusion

In conclusion, appendiceal carcinoid tumors are usually
incidentally detectable tumors.

Ethics

Ethics Committee Approval: Ethics committee approval
was not received for this study because of its retrospective
design.

Informed Consent: Informed consent was obtained from all
patients.

Peer-review: Externally peer reviewed.

Authorship Contributions

Surgical and Medical Practices: Y.Y., M.S., Concept: Y.Y.,
Design: Y.Y., Data Collection or Processing: Y.Y., M.S.,
Analysis or Interpretation: M.S., Literature Search: M.S.,
Writing: Y.Y., M.S.

Conflict of Interest: No conflict of interest was declared by
the authors.

Financial Disclosure: The authors declared that this study
received no financial support.

References

1. Bulak H, Ozturk D, Ozcimen N, IKurca I, Pekuysal M, Oral S. Apendiksin
Neoplastik Lezyonlari. T Klin J Med Sci 2004;24:271-276.

2. Hananel N, Powsner E, Wolloch Y. Primaryappendicealneoplasms. Isr J
Med Sci 1993;29:733-734.

3. Pelizzo G, La Riccia A, Bouvier R, Chappuis JP, Franchella A. Carcinoid
tumors of the appendix in children. Pediatr Surg Int 2001;17:399-402.

4. Pickhardt PJ, Levy AD, Rohrmann CA Jr, Kende Al. Primary neoplasms
of the appendix manifesting as acute appendicitis: CT findings with the
pathologic comparison. Radiology 2002;224:775-781.

5. Sandor A, Modlin IM. A retrospective analysis of 1570 appendiceal
carcinoids. Am J Gastroenterol 1998;93:422-428.

6. Debnath D, Rees ], Myint F. Are we missing diagnostic opportunities in
cases of carcinoid tumors of the appendix? Surgeon 2008;6:266-272.

7. Mesina C, Vasile 1, Vilcea ID, Pasalega M, Calota F, Enache DS, Dumitrescu
T, Mirea C, Mogoanta S. Carcinoid tumour of the appendix: problems of
diagnosis and treatment. Chirurgia (Bucur) 2011;106:239-245.

8. Ma KW, Chia NH, Yeung HW, Cheung MT. If not appendicitis, then what
else can it be? A retrospective review of 1492 appendectomies. Hong Kong
Med J 2010;16:12-17.

9. Bucher P, Mathe Z, Demirag A, Morel P. Appendix tumors in the era of
laparoscopic appendectomy. Surg Endosc 2004;18:1063-1066.

10. Mc Cusker ME, Cote TR, Clegg LX, Sobin LH. Primary malignant
neoplasma of the appendix; a population based study from the

surveillance, epidemiology and end-results program, 1973-1998. Cancer
2002;94:3307-3312.




Yavuz and Senturk.
Carcinoid Tumor

11.

12.

13.
14.

15.

16.

In’t Hof KH, van der Wal HC, Kazemier G, Lange JF. Carcinoid tumour of
the appendix: an analysis of 1,485 consecutive emergency appendectomies.
J Gastrointest Surg 2008;12:1436-1438.

Spallitta SI, Termine G, Stella M, Calistro V, Marozzi P. Carcinoid of the
appendix. A case report.

Minerva Chir 2000;55:77-87.

Moertel CG, Weiland LH, Nagorney DM, Dockerty MB. Carcinoid tumor
of the appendix: treatment and prognosis. N Eng ] Med 1987;317:1699-
1701.

Fornaro R, Frasciom, Sticchic AC, De Salvo L, Stabilini C, Mandolfino F,

Ricci B, Gianetta E. Appendectomy on righthemicolectomy in thetreatment
of appendiceal carcinoidtumors? Tumori 2007;93:587-590.

Celik F, Karsinoid tumorler. Kolon Rektum ve Anal Bolge Hastaliklar
(Alemdaro.lu K, Akcal T, Bu.raD Eds), Ajans Plaza, Istanbul 2003;712-713.

17.

18.

19.

20.

21.

Goede AC, MC.
thelowergastrointestinaltract. Colorectal Disease 2003;123-126.

Winslet Surgery  of  carcinoidtumors  of
Modlin IM, Lye KD, Kidd M. A 5-decade analysis of 13715 carcinoid
tumors. Cancer 2003;97:934-959.

Sweeney JF, Rosemurgy AS. Carcinoid Tumors of the Gut. Cancer Control
1997:4:18-24.

Bulak H, Ozturk D, Ozcimen N, Kurca 1, Pekuysal M, Oral S. Neoplasms
Of The Appendix Vermiformis. Turkiye Klinikleri ] Med Sci 2004;24:271-
275

Ustunter MA, Ilhan E, Ureyen O, Vardar E, Dalali E, Gokeelli U, Tekeli
MT, Gungor H, Kizanoglu H. Surgical Approach According to The Tumor

Size and Depth of Invasion in Carcinoid Tumors of Appendix: Case Report.
Turkish Journal of Colorectal Disease 2015;25:63-67.



11111 | ESEGR ARG
Turk J Colorectal Dis 2020;30:21-26

Sentinel Lymph Node Mapping in Colon Cancer
Patients: Does Make A Sense?

Kolon Kanseri Hastalarinda Sentinel Lenf Nodu Haritalandirmasi: Bir
Anlami Var Mi?
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[ET ABSTRACT I —

Aim: Lymph node status in colon cancer (CC) is a major prognostic factor that determines the disease recurrence, survival, and the adjuvant
treatment. Although sentinel lymph node (SLN) is an effective technique that improves pathologic assessment in breast cancer and melanoma,
the feasibility and outcomes of SLN in CC is still controversial. Hence, we aimed to evaluate the sensitivity, specificity, and accuracy of SLN for
determining lymph node status in CC.

Method: A total of 84 consecutive patients undergoing urgent or elective colectomy for colon cancer were enrolled in this prospective randomized
study. In vivo SLN mapping with blue dye was used to evaluate the lymph node status. The sensitivity of the method was evaluated by comparing the
pathologic condition of 3-4 blue dyed lymph nodes with final conventional pathologic assessment.

Results: The sensitivity of identification for SLN was low (61.54%) for predicting lymph node metastasis, false-negative rates were high (38.5%),
specificity was 100%, the detection rate was 88.1%, the overall accuracy rate was 81.08% , negative predictive value 82.76%, and positive predictive
value was 100% . No upstaging was determined in our study.

Conclusion: Considering our results, SLN mapping could not predict the nodal status with clinically acceptable accuracy despite a high detection
rate. We emphasize that en bloc tumor resection with regional lymph node dissection is still the standard treatment for CC. SLN mapping should not
alter the extent of the operation due to its low predictive value.

Keywords: Sentinel lymph node, colorectal cancer, staging, lymph node metastasis

R

Amac: Kolorektal kanserlerde (CC) lenf nodu tutulumu, hastaligin ntksii, sagkalim ve adjuvan tedaviye karar vermede major prognostik faktor
olarak degerlendirilir. Sentinel lenf nodu (SLN) meme ve melonomada patolojik degerlendirmeyi guclendiren etkili bir teknik olsa da CCde
halen tartismalidir. Bu nedenle, bu calismada SLN'nin CC'de lenf nodu durumunu degerlendirmesindeki duyarhhig, ozgilligu ve dogrulugunu
degerlendirmeyi amacladik.

Yontem: Bu prospektif randomize calismaya, kolorektal kanser nedeniyle acil veya elektif ameliyata alinacak olan ardistk 84 hasta dahil edildi. Lenf
nodu durumunu degerlendirmek icin “in vivo” mavi boya ile haritalama yontemi kullanildi. Yontemin duyarliligi mavi boya ile ilk boyanan 3-4 lenf
nodunun nihai patoloji raporuyla karsilastirilarak degerlendirildi.

Bulgular: SLN'nin metastatik lenf nodunu tahmin (%61,54) etmedeki belirleyiciligi az, yalanci-negatiflik oram yitksek (%38,5), ozgullugu %100,
tahmin orani %88,1 idi. Genel dogrulugu %81,08, negatifi tahmin degeri %82,76, pozitifi tahmin degeri ise %100 idi. Bizim ¢alismamizda oldugundan
daha ileri (upstaging) bir evreleme yapilmadi.

Sonug: Bu sonuclar géz onunde bulunduruldugunda, SLN haritalamasi, yiksek tespit oranina ragmen hastanin lenf nodu durumunu klinik olarak kabul
edilebilir dogrulukla tahmin edemedi. Calismada bolgesel lenf nodu disseksiyonuyla birlikte yapilan “en bloc” tiimor rezeksiyonunun CClerde halen
standart tedavi yontemi oldugunu vurgulamaktayiz. SLN haritalamasi distk prediktif degerinden dolayi, operasyonun niteligini degistirmemelidir.
Anahtar Kelimeler: Sentinel lenf nodu, kolorektal kanser, evreleme, lenf nodu metastazi
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Introduction

Colorectal cancer is the most encountered malignancy in
the gastrointestinal tract and second leading cause of death
among all cancers. Survival after radical surgery is strongly
associated with the stage of the disease including lymph
node status. The existence of metastasis in the lymph nodes
(LN) decreases 5-year survival at a rate of 20-30%.'*

In fact, extended dissection and careful examination of LN
increase the possibility of detecting the nodal metastasis.?
As Goldstein et al.* have stated there is a strong correlation
between the number of dissected LN in the specimen and
the rate of lymph node metastasis. HE- stained section
and paraffin-embedded block is still the most performed
method by pathologists to evaluate the LN of the specimen.
However, this conventional histopathologic examination
may sometimes underestimate the true incidence of lymph
node involvement due to the failure of detecting occult
nodal micrometastasis. Unfortunately, this lack of the
examination may cause recurrence in approximately 20-
30% of the patients with node-negative early stage disease.>®
Recurrence is related to several factors including inadequate
lymph node resection at the time of surgery, inadequate
sampling of the involved LN within the resected specimen,
and failure to identify small-volume occult metastasis on
pathologic assessment (micrometastasis).’

The concept of lymphatic mapping is based on the principle
that each anatomic site has specific lymphatic drainage to
a designated lymph node. A cancer that has spread beyond
the primary tumor site will drain through the regional
lymphatic into this first lymph node or chain of lymph
nodes, termed the sentinel lymph node (SLN).® Detailed
examination of every lymph node removed in a standard
colon resection is generally labor-intensive and costly.
However, SLN has a potential to obviate this obstacle by
limiting the number of LN to be evaluated. Hence, this may
allow the pathologist to perform a more detailed analysis on
specific LN by serial sectioning, also immunohistochemical
(IHC) staining to identify micrometastasis, as well. During
the last two decades, lymphatic mapping and sentinel lymph
node biopsy (SLNB) have gained popularity due to accurate
staging of solid neoplasms especially in breast cancer and
melanoma.®!® Thus, this condition encourages the surgeons
to improve the staging of gastrointestinal cancers and
decision of adjuvant treatment. However, considering the
results of several studies about SLNB, it is obvious that the
debate about the feasibility and outcomes of the technique in
colon cancer (CC) still continues. Hence, we conducted this
study to evaluate the sensitivity, specificity, and accuracy
of SLNB for determining lymph node status in patients
undergoing surgery for colon cancer.

Patients and Methods

After obtaining our institution’s ethics committee approval,
the study was conducted in Mersin University Medical Faculty
Training and Research Hospital, Department of General
Surgery in a period between October 2010 and October
2011. A total of consecutive 100 patients undergoing urgent
or elective colectomy for CC were enrolled in this study.
Patients were excluded in cases of aged less than 18 years,
American Society of Anesthesiologists (ASA) scores V, food
allergy, receiving radiotherapy, previous colon resection for
benign or malign disease, recurrence and distant metastasis.
Hence, one patient with food allergy, 2 patients with previous
colon resection, 3 patients with recurrence, 6 patients with
distant metastasis, and 4 patients who rejected the study
were excluded. Finally, the study included 84 patients. A
written informed consent concerning the surgical risks was
obtained from all patients.

Surgical Technique

All patients were prepared to surgery routinely. No bowel
preparation was performed. A single dose of 1 g cefazolin
sodium and metronidazole 0.5% 100 mL was applied for
prophylaxis. All patients underwent radical open surgery
according to the localization of the tumor (right/left
hemicolectomy, anterior resection, subtotal colectomy)
under general anesthesia. Patent blue was applied into
the subserosal layer of the colon around the tumors for
SLN mapping. Before resection, 2-4 mL of patent blue
was injected with a distance of 1 ¢cm to four quadrants of
the tumor and waited for 10 minutes. The first stained
three or four LN were accepted as SLN and marked
with 2/0 silk suture. Subsequently, radical surgery was
accomplished in accordance with oncological principles.
The histopathological examination of the specimen was
done after marking. Dyed LN were first evaluated with
hematoxylin-eosin and if metastasis was not detected, IHC
pancytokeratin was applied. Histopathological examination
of the first dyed three or four LN was compared to the final
pathologic examination of the specimen.
evaluated with regard to their demographic characteristics
and tumor localization. The specimen was evaluated with

Patients were

regard to the number of stained, metastatic, total resected
LN and the compatibility with the final pathologic stage of
the tumor.

Statistical Analysis

Statistical MedCalc 9.3.9.0 software was used for statistical
analysis. In this study, we assumed at least one SLN to be
dyed with the standard deviation of two, and a sample size
was calculated so that at least 78 patients were needed to
provide 0.05 o and 0.01 f error. Hence, considering the
patients would be excluded during the study, the sample
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size was accepted as 100 patients. The data obtained were
summarized in a computerized spreadsheet and statistical
analyses were performed by using SPSS 11.5 for Windows.
Numerical data were presented as mean * standart deviation
and categorical data were expressed as number and percent
(%). Sensitivity, specificity, detection rate, accuracy rate,
false-negative rate, and positive-negative predictive value of
the method were analyzed to evaluate the applicability of
the procedure.

Results

A total of 84 patients including 40 (47.6%) male and 44
(52.4%) female with a median age of 64.5 (41-87) years
were enrolled in the study. Fifty-four patients (64.3%)
were ASA 11, 28 (33.3%) were ASA 111, and 2 (2.4%) were
ASA TV. Twenty-two (26.2%) of the operations were urgent
while 62 (73.8%) were elective. In our study, 44 (52.4%)
patients underwent right or extended right hemicolectomy,
10 (11.9%) patients underwent left or extended left
hemicolectomy, 28 (33.3%) patients underwent anterior
resection, and 2 (2.4%) patients underwent subtotal
colectomy. The histopathological examination of the
specimen revealed adenocarcinoma (83.3%), mucinous
carcinoma (14.3%), and neuroendocrine carcinoma (2.4%).
The tumor localization was ceacum in 22 (26.2%), right

colon in 16 (19%), transverse colon in 8 (9.5%), left colon
in 8 (9.5%), and sigmoid colon in 30 (35.7%) patients.

In this study, no staining was observed in 10 (11.9%)
patients. However, one area in 2 (2.4%) patients, two areas
in 2 (2.4%) patients, three areas in 58 (69%) patients and
four areas in 12 (14.3%) patients were stained and marked.
The presence of lymph node in all four of the marked areas
was detected for 6 patients (7.1%), three marked areas with
lymph node in 36 patients (42.9%), two marked areas with
lymph node in 22 patients (26.2%), and one marked area
with lymph node in 10 (11.9%) patients. The T staging of the
tumor was pT2 in 10 (11.9%), pT3 in 56 (66.7%), and pT4
in 18 (21.4%) patients. The pathologic staging of resected
LN was as follows: NO in 54 (64.3%), N1 in 14 (16.7%), and
N2 in 16 (19.0%) patients. An average of 24 (5-48) LN were
removed in final pathology. There was no staining in 10 of
84 patients; however, at least one lymph node was stained
in the rest of the patients. The distribution of the patients
according to the stage of the tumor, number of dyed areas,
lymph node status of the dyed area, number of dyed LN and
metastasis in LN was summarized in Figure 1.

Finally, there was no metastasis in 58 (69%) patients with
stained lymph nodes. Macrometastasis was detected in
26 (31%) patients. There were macrometastasis in stained
lymph nodes (SLN) in 16 of these patients, and 10 (12%)

A
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Figure 1. The distribution of the patients according to the stage of the tumor and pathologic assessment of the dyed lymph nodes
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patients had macrometastases in undyed lymph nodes (non-
SLN) (Figure 2).

The sensitivity of identification for SLN was low (61.54%)
for predicting lymph node metastasis, false-negative rates
were high (38.5%), specificity was 100%, the detection rate
was 88.1%, the overall accuracy rate was 81.08% , negative
predictive value was 82.76%, and positive predictive value
was 100% (Table 1). Aberrant lymphatic drainage was not
detected.

Discussion

Lymph node status in CC is a major prognostic factor
that determines the disease recurrence, survival, and the
adjuvant treatment.®!'>131* Disease recurrence still remains
the most important problem after radical surgery likely
due to inadequate lymph node dissection. The optimal
number of LN required to accurately predicting lymph
node negativity has been a point of debate. The view of
identifying at least 12 LN in the specimen is considered
proper for staging of CC by many clinicians. In contrast to

Figure 2. In vivo SLN mapping in CC (The tip of clamp reveals a blue
dyed metastatic lymph node)

SLN: Sentinel lymph node, CC: Colon cancer

Table 1. The evaluation of SLN mapping in CC patients

Sensitivity 61.54% (40.57%-79.77%)
Specificity 100% (92.60%-100%)
Detection rate 88.1%

Opverall accuracy rate 81.08 %

False negative rate 38.5 %

Positive predictive value 100 %

Negative predictive value 82.76 %

this view, survival is found to be strongly associated with the
number of studied LN in recent studies.*!”> Hence, extended
lymph node dissection (total mesocolic excision) (ELND)
has been raised and better results have been obtained.''
Recently, SLN mapping has been tried to facilitate ELND
and to improve stating accuracy in CC.'*'**7 However,
notwithstanding our results, the feasibility of SLN in CC
seems to be controversial and still remains to be defined.
Hence, this study was planned.

The standard approach for lymph node evaluation in the
specimen is based on manual dissection and histological
evaluation of HE stained slides.”® Unfortunately, this
conventional approach, especially by single section, allows
analyzing only 1% of LN tissue and usually fails to identify
micrometastasis. This leads to 70% of infiltrated LN that are
smaller than 5 mm and with subcapsular location remain
undetected. Unfortunately, this lack of the examination
may cause recurrence in approximately 20-30% of the
patients with node-negative early stage disease.” Therefore,
efforts have been made to improve pathologic stating of CC
by identifying micrometastasis which is not detectable by
conventional histopathologic techniques. Recently, SLN
mapping in CC has been applied to enhance pathologic
assessment.

SLN biopsy has been proposed as a simple, inexpensive and
feasible method that allows accurate stating of CC in many
studies with an advantage of shortlearning curve.'? However,
it is noteworthy that high variable rates of accuracy and
sensitivity have been reported in the literature. Considering
the results of SLN in CC, the detection rate and the false
negative rate range from 59% to 99% and from 7,5 % to
60%, respectively.>81213.1417.181920 Among these studies, our
results were consistent with the results of a multicenter study
sponsored by “Cancer and Leukemia Group-B (CALGB)”*
and SJ. Lim et al.® demonstrated a sensitivity of 46%-41%,
a false-negative rate of 54%-41%, and the overall accuracy
rate of 80%-83%, respectively. According to our results,
we emphasize that SLN mapping in CC could not predict
node positivity due to its low sensitivity and high false
negativity despite a high detection rate. However, our high
false negative rate may be related to our high proportion of
T3/T4 patients. In our opinion, the significant differences
between these reports including our study are more likely
due to inclusion criteria or skip metastasis. Furthermore,
these results mainly depend on the experience of the team
performing the procedure and the amount of infiltrated dye.
It is notable that SLN mapping in CC surgery has to be
assessed different from mapping in melanoma or breast
cancer. Although the first dyed node has a prognostic
importance in melanoma or breast cancer, in CC, the
number of dyed LN retrieved from the specimen appears to
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be important for targeted nodal assessment due to the water-
shed distribution of the colon’s lymphatic basin.'® In other
words, expectation from SLN mapping in CC is to help more
accurate stating of stage II patients who have undetectable
micrometastasis by conventional histopathologic techniques.
At the beginning of our study, we expect to receive the
same results from SLN mapping in CC, so that we enhance
pathologic assessment of LN by HE and cytokeratin IHC
stained step sections. However, our results did not support
our hypothesis. Although Bembenek et al.?' detected
micrometastasis or isolated tumor cells by examination of
SLNB with THC staining in 21% of node-negative patients
and Sardon Ramos et al.® received upstaging at a rate of
14% of the patients, no upstaging was determined in our
study. Our results with IHC staining were compatible with
the results of conventional examination. In our opinion, this
finding is not associated with our technical error; it is more
likely due to the majority of our patients with T3/T4 tumor.
Because we believe that bulky tumor or invasion leads to
obstruct the lymphatic channels, hence this disrupts proper
dye spread via the lymphatic circulation.

Lymphatic drainage that extends beyond the planned
resection margins may lead to skip metastasis so should
be considered in disease recurrence. It is reported that
skip metastasis is usually related to anatomic variations of
lymphatic drainage pathways.">!® Detecting this aberrant
nodal dissemination beyond the limits of surgery has been
advocated as another principal advantage of SLN mapping
in CC, thus loco-regional recurrence may be prevented.
Bilchik et al.?* have detected aberrant lymphatic pathways
by SLN mapping in a majority of his patients. In another
study, Coccetta et al.” detected the rate of skip metastasis
as 20 % by SLN with IHC methods. However, no aberrant
lymphatic pathways were detected in this study.

Conclusion

Although SLN mapping in CC surgery has been offered as a
feasible method that allows accurate stating of CC, its clinical
value should still be tested by large prospective studies.
Considering our results, we suggested that SLN mapping
could not predict the nodal status with clinically acceptable
accuracy despite a high detection rate. Furthermore, we
emphasize that en bloc tumor resection with regional lymph
node dissection is still the standard treatment for CC. SLN
mapping should not alter the extent of the operation due to
its low predictive value. Surgeons should avoid conservative
resection by relying on SLN results in CC surgery, which
may lead to result under-treatment.
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Validity and Reliability of the Turkish Version of Pittman
Ostomy Complication Severity Index

Pittman Ostomi Komplikasyon Siddet indeksi’nin Tiirkce Gegerlilik ve
Guvenilirligi

® Ahu Uzun Arslantag1, ® Elif Karahan2, ® Mustafa Gagatay Biiyiikuysal3
1Zonguldak Bllent Ecevit University, Health Research and Application Center, Stomatherapy Unit, Zonguldak, Turkey
2Zonguldak Bilent Ecevit University Faculty of Health Sciences, Department of Nursing Surgical Diseases Nursing, Zonguldak, Turkey

3Zonguldak Bilent Ecevit University Faculty of Medicine, Department of Biostatistics, Zonguldak, Turkey
I ABSTRACT M —

Aim: This study aimed to investigate the reliability and validity of the Turkish version of the Pittman Ostomy Complication Severity index.

Method: This methodological research was carried out between January 1, 2017, and January 1, 2018, at the Stomatherapy Unit of a Health Practice
and Research Center in the Western Black Sea Region. The sample of the study consisted of 90 patients with an ostomy who had colostomy and
ileostomy for at least one month. Stoma Individual Follow-up Form and Pittman Ostomy Complication Severity Index form were used in the study.
Preoperative demographic characteristics, stoma-related characteristics within the first 24 hours after surgery, and 30 days postoperatively were
evaluated according to the Pittman Ostomy Complication Severity Index. SPSS 19.0 and Excel 2016 software were used for statistical analysis.
Results: The mean age of patients was 60.22+13.23 years. It was determined that 44.4% of the patients were women, and 55.6% were men. Of all
patients, 90% were married, 71.1% were primary school graduates, and 41.1% were housewives. Translation-back translation was performed for the
language validity of the index. Content validity was taken from 11 experts, and Content Validity Index was determined to be 0.95. Complication-
related parameters for the construct validity of the index were calculated from the significance of the total score of the Pittman Ostomy Complication
Severity index. The reliability of the Pittman Ostomy Complication Severity index was evaluated with the compliance between independent observers.
The linguistic compliance, which was evaluated with the compliance between observers in expert opinions, was significant (p<0.001; Kendall’s
W=0.131; chi-square: 66.668). The content compliance, which was evaluated with the compliance between observers in expert opinions, was
significant (p<0.001; Kendall's W=0.132; chi-square: 67.529).

Conclusion: We showed that the Turkish version of the Ostomy Complication Severity index is a valid and reliable tool for evaluating the severity
of complications in individuals with an ostomy. This index can also be used to identify and measure the severity of early complications in patients
with an ostomy.

Keywords: Colostomy, ileostomy, complication, nursing care

Jmosers |

Amag: Bu calisma Pittman Ostomi Komplikasyon Siddet indeksinin Ttuirkce gecerliligini ve giivenilirliginin incelenmesi amaci ile yapildu.

Yontem: Metodolojik tipte olan bu arastirma, Bat1 Karadeniz Bolgesi'nde yer alan bir saglik uygulama ve arastirma merkezinin stomaterapi tinitesinde
1 Ocak 2017-1 Ocak 2018 tarihleri arasinda yurtituldu. Arastirmanin drneklemini en az bir aydir kolostomi ve ileostomiye sahip olan 90 ostomili birey
olusturdu. Arastirmada Stomali Birey izlem Formu ve Pittman Ostomi Komplikasyon Siddet indeksi formu kullanildi. Ameliyat éncesinde hastalarin
demografik ozellikleri, ameliyattan sonraki ilk 24 saat icerisinde stoma ile ilgili 6zellikleri, ameliyattan 30 giin sonra ostomi bolgesi “Pittman Ostomi
Komplikasyon Siddet indeksine” gore degerlendirildi. Istatistiksel analizlerinde SPSS 19,0 ve Excel 2016 paket programlari kullamildi.

Bulgular: Ostomili bireylerin yas ortalamasinin 60,22+13,23; %44,4’i kadin, %55,6’s1 erkek, %90 1min evli, %71,1’inin ilkokul mezunu, %41,1’inin
ev hamimu oldugu belirlendi. Indeksin dil gecerliligi icin ceviri-geri cevirisi yapildi. Kapsam gecerliligi icin 11 uzmandan goris alindi ve kapsam
gecerlilik indeksinin 0,95 oldugu belirlendi. indeksin yap1 gecerliligi icin komplikasyonla iliskili parametreler Pittman Ostomi Komplikasyon Siddet
indeksi toplam puan arasindaki anlamlilik hesaplandi. Pittman Ostomi Komplikasyon Siddet indeksinin guvenilirligi bagimsiz gozlemciler arasi
uyum ile degerlendirildi. Uzman gortislerinde gozlemciler arasindaki uyum incelendiginde dil bakimindan uyum oldugu gortldu (p<0,001; Kendall’s
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W=0,131; ki-kare=66,668). Uzman gortslerinde gozlemciler arasindaki uyum degerlendirilmis olup icerik bakimindan uyum oldugu gorildu

(p<0,001; Kendall's W=0,132; ki-kare=67,529).

Sonuc: Pittman Ostomi Komplikasyon Siddet indeksinin Tiirkce versiyonunun ostomili bireylerin komplikasyon siddetini degerlendirmede gecerli
ve guvenilir bir ara¢ oldugunu gostermektedir. Ostomili bireyler de erken dénemde olusan komplikasyonlar1 tanimlamak ve siddetini 6l¢cmek icin bu

indeks kullanilabilir.

Anahtar Kelimeler: {leostomi, hemsirelik bakimi, kolostomi, komplikasyon

Introduction

The stoma that has been created to eliminate the underlying
pathology and improve the patient’s condition affects the
whole life of the individuals. The stoma causes a variety
of physiological, psychological, and social problems to the
individual from the first time to the post-discharge period and
thus adversely affects the adaptation process to life.! Despite
the development of surgical methods and precautions taken,
itis observed that the rate of complication development after
stoma is high. Complications of the stoma may occur due
to surgical intervention, underlying pathology, insufficient
preoperative, and postoperative treatment and care.>>*

Complications related to stoma can be a dull discomfort
or a severe life-threatening problem. Complications are
classified as early and late complications depending on the
time of occurrence. It has been reported that early stoma
complications are seen mainly in cases where the stoma
region cannot be marked in emergency conditions or in case
of technical errors. Ischemia and stoma necrosis, peristomal
skin problems, and mucocutaneous separation develop in
the early period. Late complications are usually seen in
permanent stomas and can be listed as parastomal hernia,
stomal prolapse, stenosis, and peristomal dermatitis.*>¢
The incidence of stoma complications varies, and the rate
is reported to be between 10% and 70%.7#%1° It is stated
that complication rates increase in emergency surgical
procedures, and these rates are higher in individuals who do
not have stoma sites marked than those who are marked.>%°
The incidence of stoma complications is related to the follow-
up frequency of patients with a stoma, and the incidence of
stoma complications decreases as the frequency of follow-
up increases. Studies have reported a 6-fold reduction in the
risk of complications associated with the care provided by
the stoma team.''>!* The main goal of stoma care should
be to support individuals with a stoma to adapt to the
new lifestyle, to accept the image change in their body,
and to be able to continue their life independently. Stoma
and wound care nurses are responsible for the prevention
and early recognition of complications and differentiating
factors causing complications.'* Therefore, monitoring of
complications is essential in terms of nursing care outcomes.

The tools with proven validity and reliability for the
monitoring of stoma complications are limited in Turkey.?
The Pittman Ostomy Complicity Severity index (OCSI)
was developed by Joyce Pittman to identify and assess the
severity of complications during the follow-up period (30
days postoperatively) of patients with a stoma.*

This study aimed to evaluate the validity and reliability of
the Turkish version of OCSI, which was prepared originally
in English for patients with a stoma.

Materials and Methods

Type of research: Methodological research.

Time and Place of the Study: The research was conducted
between January 1, 2017, and January 2018 at the
Stomatherapy Unit of an Application and Research Center
in the Western Black Sea Region. In the stomatherapy unit,
training, counseling, and care services are provided to the
individual with a stoma and his family by the researcher
who has stomaterapy nursing certificate.

Population and Sample of the Study: The study population
consisted of individuals who had colostomy and ileostomy
for at least one month and who applied for treatment to
the study centre during the study period. Inclusion criteria
included being 18 years of age or older, having no hearing
and speech problems, not having any cognitive problems
preventing him/her from expressing himself/herself, having
a stoma (colostomy, ileostomy) for one month (30 days),
not having a psychiatric diagnosis and volunteering to
participate in the study. One of the methods recommended
in the determination of sample size in validity and reliability
studies is the presence of at least 10 participants per item."
In this research, this method was adopted, and 90 individuals
with stoma were recruited.

Data Collection Tools

Stoma Follow-up Form and Turkish version of OCSI were
used to collect data. This index is a tool used by the doctor
or nurse to assess the individual with an ostomy.

Stoma Follow-up Form: This form, which was formed in
accordance with the related literature'®, included following
data: The

socio-demographic characteristics of the
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individuals with stoma, being informed about stoma and
surgery, and stoma site marking status in the preoperative
period, chemotherapy/radiotherapy status and whether
the surgery was urgent or planned, and surgery, type of
stoma, duration of stoma, stoma region, stoma color, stoma
moisture, stoma height, stoma shape, peristomal skin,
stoma diameter, presence of baguette, presence of bleeding,
mucocutaneous separation status in the postoperative
period (within the first 24 hours), and whether there were
stoma care-related impeding conditions.

Pittman Ostomy Complication Severity Index: OCSI was
developed by Joyce Pittman in 2014 to assess the frequency
and severity of early postoperative complications during
follow-up (30 days postoperatively) in individuals with
a stoma. The OCSI demonstrated acceptable evidence of
content validity index [(CVI)=0.9)], interrater reliability for
individual items (k=0.71-1.0), and almost perfect agreement
for total scores among raters (ICC=0.991, p<.001).* This
index evaluates leakage, peristomal irritant dermatitis, pain,
bleeding in or around the stoma, stomal necrosis, stenosis,
retraction, mucocutaneous separation, and hyperplasia.
All complications are scored 0 to 3 (0O=none, l=mild,
2=moderate, 3=severe) with a Likert-like scale. The total
score ranges between 0 and 27. Higher scores indicate more
severe ostomy complications.*

Study Process

The original version of the index was obtained from Dr.
Joyce Pittman by establishing communication via e-mail,
and we gained permission for using a Turkish version of
OSCI for a validity and reliability study. The following steps
were taken in order to conduct the validity and reliability
study of the scale with the patients in the study cohort:

e Language and content validity of the index were examined,
e For language validity, the index was translated from
English to Turkish by two medical experts with extensive
knowledge of English, and then translated from Turkish to
English by one medical expert with extensive knowledge of
English without seeing the original English version,

e 11 experts were consulted for content validity,

¢ The Turkish version of the index was finalized,

e Following finalizing the index after expert opinions, it
was applied as pre-application to five individuals included
in the study,

e Data were collected by face-to-face interview method and
physical evaluation before and 30 days postoperatively from
individuals who met the inclusion criteria.

Evaluation of Data

SPSS 19.0 and Excel 2016 software were used for statistical
analysis. Descriptive data were shown with numbers,

percentage, mean, standard deviation, median, minimum,
and maximum values. The suitability of continuous
variables to normal distribution was examined by the
Shapiro-Wilk test. Mann-Whitney U test and Kruskal-
Wallis test were used for comparison of variables that did
not meet normal distribution. The relationships between
quantitative variables were analyzed by the Spearman
correlation coefficient. Pearson chi-square test was used
to compare qualitative variables between groups. The
agreement between the expert opinions was examined by the
Kendall W coefficient. P<0.05 was considered statistically
significant.

Ethical Aspects of Study

Permission was granted from Joyce Pittman to use OCSI
in the study. Permission was obtained from the Non-
Interventional Clinical Research Ethics Committee of
a University in the Western Black Sea Region (Date:
30.11.2016 No: 5/14). Written permission was obtained
from the institution for the implementation of the study.
The purpose of the study was explained by the researcher,
and informed consent was obtained from the individuals
willing to participate in the study.

Results

Evaluation of Descriptive Characteristics of Individuals with
Stoma

The mean age of the participants was 60.22+13.23 years,
and the mean body mass index was 25.42+7.5. Of all
participants, 55.6% were male, 71.1% were primary school
graduates, 50% were retired, 90% were married, 93.3% had
social insurance coverage, and 94.4% were living with their
families. The medical diagnosis of patients was colon cancer
in 35.6%, rectal cancer in 26.7%, and other malignancies
and diseases in 37.8%. It was determined that 53.3% had
a chronic disease, 74.4% had previous surgical operation,
and 16.7% had a regular smoking habit (Table 1). It was
determined that 58.9% of the stoma sites were marked
before the surgery and that patients were informed about
surgery. There were no impeding conditions to stoma care in
all patients, and 15.6% of the patients received neoadjuvant
therapy before surgery. It was found that 41.1% of the
individuals in the study were operated urgently, and 58.9%
of them were scheduled for surgery (Table 2).

In the evaluation results of individuals within the first 24
hours after surgery, it was found that 36.7% underwent
colostomy, 37.8% underwent loop colostomy, 68.9% had
a temporary stoma, and 58.9% had stoma in the left lower
quadrant. It was determined that stoma color was pale pink
in 63.3%, the stoma was moist in 96.7%, stoma height was




Uzun Arslantas et al.
30 Ostomy Complication Severity

Table 1. Sociodemographic and clinical characteristics of
individuals with a stoma

Age 60.22 13.23
Body mass index 2542 7.5
Gender n %
Female 40 44 .4
Male 50 55.6
Education Level

Not literate 7 7.8
Primary school 64 71.1
Middle School 12 13.3
High school and university 7 7.8
Profession

Working 8 8.9
Retired 45 50
Housewife 37 41.1
Marital status

Married 81 90
Single 9 10
Social insurance coverage

Yes 84 93.3
No 6 6.7
Lives with

Alone 5 5.6
Family 85 94 .4
Diagnosis

Colon cancer 32 35.6
Rectum cancer 24 26.6

Other malignancies and diseases (stomach

cancer, Fournier gangrene, etc.) “ ST
Allergy

Yes 4 4.4
No 86 95.6
Chronic disease status

Yes 48 533
No 42 46.7
History of previous surgery

Yes 67 A
No 23 25.6
Habits

Smoking 15 16.7
Alcohol 2 22
No 73 81.1

SD: Standard deviation

Table 2. Preoperative evaluation of stoma
Conditons elaed ostomam %
Informed about stoma
Yes 53 58.9
No 37 41.1
Stoma marking
Yes 53 58.9
No 37 41.1
Impeding factors to stoma care
None 90 100

Chemotherapy status

Neoadjuvant 14 15.6
Adjuvant 7 7.8
None 69 76.6
Type of surgery

Urgent 37 41.1
Elective 53 58.9

prolapsed in 87.8%, the stoma was round in 73.3%, and
peristomal skin was soft in 70%. The mean stoma diameter
of the subjects was 43.93+5.33 mm. In the first 24 hours
postoperatively, all individuals in the study group were
found to have no bleeding and mucocutaneous separation
of the stoma (Table 3).

Language Validity of Pittman Ostomy Complication Severity
Index

In order to determine the validity and reliability of OCSI,
firstly, language validity studies were conducted. First,
the index was translated from English to Turkish by two
experts in the field of medicine. In the last step, the back-
translation (Turkish to English) was performed by an expert
in the field of medicine. The index was compared with the
statements in the original form and presented to the expert
opinion of 11 faculty members in the nursing and medical
departments. Experts were asked to evaluate each item from
1 to 4 using a Likert-like scale for clarity of items [1= Major
revision required (as suggested), 2= Minor revision required
(as suggested), 3= Relevant, 4= Very relevant]. Following the
recommendations of the experts, the scale items with a value
of 1 and 2 were reviewed, and corrections were made, and
the scale was finalized. When the analyzes of the scores given
by the experts for OCSI language validity were evaluated,
content validity ratio (CVR) was 0.59, and CVI was 0.954.

Content Validity of Pittman Ostomy Complication Severity Index

In the content validity study of the index, it was aimed to
determine whether the items in the index were appropriate
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Table 3. Evaluation results within the first 24 hours after surgery

Surgery performed

Low anterior resection 21 233

Ileostomy 13 14.4

Colostomy 33 36.7

Other 23 25.6

Stoma type

End colostomy 22 24.4

Loop colostomy 34 37.8

End ileostomy 9 10.0

Loop ileostomy 25 27.8

Stoma duration

Permanent 28 31.1

Temporary 62 68.9

Stoma site

Left lower quadrant 53 58.9

Left upper quadrant 1 1.1

Right lower quadrant 36 40.0

Stoma color

Pale pink 57 63.3

Reddish pink 33 36.7

Stoma moisture

Moist 87 96.7

Dry 3 3.3

Stoma height

Prolapsed 79 87.8

At the same level with skin 10 11.1

Retracted 1 1.1

Stoma shape

Round 66 733

Oval 24 26.7

Parastomal skin

Hard 27 30.0

Soft 63 70.0

Baguette

Yes 14 15.6

No 76 84.4

Bleeding

No 90 100

Mucocutaneous separation

No 90 100
Mean +SD

Stoma radius 43.93 +5.33

SD: Standard deviation

for their purpose, whether they represented the content
to be evaluated, whether they were related to the problem
adopted and whether they contained different concepts
outside the content. As for language validity, the same
experts were asked to score by using a 4-point Likert-like
scale. When the scores of experts given for OCSI content
validity were analyzed, CVR was 0.59, and CVI was 0.971
(Table 4).

Reliability Analysis of Pittman Ostomy Complication Severity
Index

The reliability of the index was evaluated by the agreement
between the independent observers, and there was agreement
in terms of language (p<0.001; Kendall's W=0.131; chi-
square=06.668) and content (p<0.001; Kendall's W=0.132;
chi-square=67.529).

Comparison of Socio-demographic and Clinical Characteristics
of Patients with Total Score of Pittman Ostomy Complication
Severity Index

When OCSI total score and sociodemographic and clinical
characteristics of subjects were compared, the total OCSI
score was significantly higher in the case of female gender (p
= 0.046), stoma in the right lower quadrant (p=0.038) and
baguette (p=0.011). It was found that the difference was not
significant regarding the type of surgery, information about
stoma, stoma marking, surgery performed, type of stoma,
and duration of the stoma (Table 5).

Discussion

A stoma is opened in order to ensure the continuity of
the system and improve the quality of life of individuals
with problems related to the gastrointestinal system. It is
a condition that both changes the lifestyles of individuals
and affects the quality of their lives. It is essential to prevent
complications in temporary or permanent stomas and to
ensure that they do not adversely affect the quality of life.
Although colon cancers are the most common cause of
stoma, they can be created because of colon obstructions and

diseases such as Fournier gangrene.®!7:1819.20

In this study,
the stoma was created due to colon and rectal cancer in the
majority of patients. This is in parallel with the literature.
The validity and reliability of some tools have been made
for the problems that patients with a stoma may experience
in the long term. Often, these tools are intended to measure
the quality of life of patients.'”?!#2% However, valid tools
for evaluating patient outcomes in the early postoperative
period are very limited. In this study, it was evaluated
whether or not the Turkish version of OCSI is a valid and
reliable tool to follow up on the complications 30 days after
stoma surgery.
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Table 4. Content validity of Pittman Ostomy Complication Severity index

Pittman Ostomy Complication Severity Index 3-4 3.91+0.30
Complication 4-4 4.00+0.00
0. None 4-4 4.00+0.00
1. Mild 4-4 4.00+0.00
0.59 0.971
2. Moderate 4-4 4.00+0.00
3. Severe 4-4 4.00+0.00
Leakage 4-4 4.00+0.00
0. None 4-4 4.00+0.00
1. Approximately 1-2X/ months 2-4 3.82+0.60
2. Approximately 1-2X / weeks 2-4 3.82+0.60
3. Approximately 1-2X / days 2-4 3.82+0.60
Peristomal irritant dermatitis 4-4 4.00+0.00
0. None 4-4 4.00+0.00
1. Erythema or rash, but no skin loss. Skin intact. 3-4 3.82+0.40
2. Rash with less than 50% peristomal skin loss 2-4 3.64+0.67
3. More than 50% peristomal skin loss 2-4 3.55+0.69
Pain 4-4 4.00+0.00
0
00 (9 4-4 4.0020.00
1.1.2.3 @ 4-4 4.00+0.00
L
2456 @ 34 3.91x0.30
3.789,10 ‘3 3-4 3.91+0.30
Bleeding 2-4 3.55+0.66
0. None 4-4 4.00+0.00
1. Superficial; easily stopped 3-4 3.91 +0.30

2. Persistent bleeding requiring ten minutes or more
pressure, silver nitrate, cauterization or hemostatic

agent 3-4 3.64+0.50
3. Bleeding requiring further medical intervention

(sutures, transfusion) 3-4 3.73+0.47
Stoma necrosis 3-4 3.91+0.30
0. None 4-4 4.00+0.00
1. Stoma Dusky 1-4 3.55+£0.93
2. Stoma < 50% black 2-4 3.55+0.82
3. Stoma >50% black/dry 3-4 3.91+0.30
Stoma stenosis 3-4 3.91+0.30
0. None 4-4 4.00£0.00
(l)u[<p51§1t'1 r(li;illtl ;iliameter, No pain or discomfort, 3.4 37340 47
2. <5th digit diameter, Ribbon-like output, 3.4 3 64+0.50

occasional discomfort
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zéglr;ﬂ)ée dti(;tieI;stei;tn f.Sth digit, no output. Abdominal 3.4 3824040
Retraction 4-4 4.00+0.00
0. Stoma above skin 4-4 4.00+0.00
1. Stoma at skin level 4-4 4.00+0.00
2. Stoma below skin level 4-4 4.00+0.00
;.O?;c;ma >2 cm below skin level or unable to see the 44 4.0040 00
Mucocutaneous separation 4-4 4.00+0.00
0. None 4-4 4.00+0.00
1. 1-49% 4-4 4.00+0.00
2. 50-74% 4-4 4.00£0.00
3. 75-100% 4-4 4.00+0.00
Hyperplasia 4-4 4.00+0.00
0. None 4-4 4.00+0.00
1. 1-49% 4-4 4.00+0.00
2. 50-74% 4-4 4.00£0.00
3. 75-100% 4-4 4.00+0.00

Table 5. Comparison of Sociodemographic and Clinical
Characteristics of Patients with Ostomy with Total Score of
Pittman Ostomy Complication Severity index

Gender
Female 40 1.65£1.87
0.046
Male 50 0.96£1.53
Type of surgery
Urgent 37 0.97+1.51
0.139
Elective 53 1.47+1.83
Informed about stoma
Yes 53 1.47+1.83
0.139
No 37 0.97+1.51
Stoma marking
Yes 53 1.47+1.83
0.139
No 37 0.97+1.51
Surgery performed
Low anterior resection 21 1.14+1.55
Tleostomy 13 1.46+1.45
0.806
Colostomy 33 1.33+2.08
Other 23 1.17+1.49
Stoma type
End colostomy 22 0.81+1.62
Loop colostomy 34 1.38+2.00
0.109
End ileostomy 9 0.88+1.16
Loop ileostomy 25 1.64+1.52

Table 5. contiuned

Stoma duration

Permanent 28 1.35+1.78

0.744
Temporary 62 1.22+1.70
Stoma site
Left lower quadrant 53 1.07+1.83
Left upper quadrant 1 - 0.038
Right lower quadrant 36 1.44+1.42
Baguette status
No 14 2.28+1.93

0.011
Yes 76 1.07+1.62

OCSI: Pittman Ostomy Complication Severity Index, SD: Standard
deviation

While adapting a scale, it is necessary to investigate whether
that scale is necessary for that society. The most important
basic features sought in scales are validity and reliability.
Reducing errors in both features can improve both the
validity and reliability of the scale.”* Validity is the ability
of the scale to accurately measure the property it aims to
measure without confusing it with other features. Since
validity is the degree to which a scale serves the purpose
for which it is used, the measurement validity will vary
depending on the purpose for which the measurements
to be obtained are used. The validity of a scale cannot be
determined solely by itself. It also depends on the purpose
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of use of the scale, the group to which it is applied, the way
itis applied, and scoring. The validity of a scale is calculated
by calculating the validity coefficient of that scale. This
coefficient is the relationship between the values obtained
from the scale and the values determined in accordance
with the purpose of use of the scale. This value is between
“-1.00” and “+1.00. The increased coefficient means that the
scale serves the purpose more.”” Content validity indicates
whether the items of the scale are sufficient in terms of quality
and quantity of the characteristics or behaviors that they
want to measure. The agreement or disagreement between
expert opinions, such as the comprehensibility of the items
and their suitability to the intended audience, are used as
a prediction for the validity of the content or construct.*
Expert opinion is consulted to test face validity and content
validity. The expert is asked to evaluate the items of the test
in terms of content validity. Different methods can be used
to evaluate expert opinion. The Lawshe technique is used to
obtain opinions from a minimum of 5 and a maximum of 40
experts. The CVR is obtained by gathering expert opinions.
The formula of CVR is CVR=(Ne/N/2)-1, in which the Ne
is the number of experts indicating “essential” to an item,
and N is the total number of experts who have expressed
an opinion about an item.?”” The other method is the Davis
technique. With this technique, expert opinions for each
item are graded as a) very relevant, b) relevant but need
minor revision, ¢) item need major revision, d) not relevant.
With this technique, the number of experts choosing options
(a) and (b) is divided by the total number of experts to CVI.
CVl is obtained over the means of the items’ total CVR (26).
In this study, the opinions of 11 experts were taken in terms
of language and content. CVRs were calculated as a result of
expert opinions. In terms of language and content validity,
CVR was found to be 0.59. CVI was calculated as a result of
expert opinions. CVI was 0.954 in language validity analysis
and 0.971 in content validity analysis. In this sense, the
index was found to be valid in terms of Turkish language
and content.

Reliability is the ability of a scale to measure (error-free
measurement) close to the actual size of the particular
feature. In other words, reliability is the level of consistency
between different measurement results of a scale. It is
necessary to be confident that the data provided by the scale
is stable and that the same results will be obtained in a second
measurement for the same purpose. The unreliable scale is
useless.”> The Kendall’'s W test, which is used to evaluate
the similarity of the evaluation results of multiple observers
evaluating the same subject, was used in the reliability
analysis of the index. In order to see the agreement between
the opinions of the experts, it was evaluated whether there
is an agreement in terms of language and content. Kendall’s

W value of 0.131 in terms of language and 0.132 in terms
of content confirmed that expert opinions were consistent
and reliable.

A stoma can be created for any reason, either urgently or
planned, and postoperative complications may occur, no
matter how much precautions have been taken. Creating
a stoma in an emergency setting increases the risk of
peristomal complications, and the risk of complications
increases by up to 18%.% In a prospective single-center
study, including 192 patients, Parmar et al.'’ reported that
22% of patients developed complications after elective
surgery and 46% after emergency surgery. Stoma site
marking in the preoperative period facilitates compliance,
improves quality of life, and reduces complication rates.®
The stoma site should be marked even in an emergency
setting. The common recommendations of the American
Society of Colon and Rectal Surgeons and Wound, Ostomy,
and Continence Nurses Society are to mark the stoma site
by the surgeon or stoma nurse before the surgical procedure
in all individuals who will undergo bowel operation.:*
If preoperative stoma site marking is not possible and the
patient is obese, the stoma should be placed high above the
abdomen from the subcostal region. This helps the patient
to see the stoma more clearly.!! In a study including 593
patients, Ratliff et al.>! reported that 95 of 292 individuals
who were evaluated by the stoma nurse before surgery
had postoperative complications, and 131 of 301 patients
who had no preoperative evaluation were reported to
have complications. Kozan and Gultekin** found that the
only factor that can be controlled in reducing the risk of
parastomal hernia was the marking of the stoma site in the
preoperative period. In this study, it was seen that all patients
who underwent elective surgery (58.9%) were evaluated by
the surgeon or stoma nurse, and the marking was performed,
but that marking was not performed in emergency patients.
Also, there was no significant difference in the severity of
complications according to the type of surgery, information
about stoma, stoma marking, surgery performed, type of
stoma, and duration of the stoma. Risk factors for stoma
complications include gender, body mass index, short
mesentery, type of stoma, and abdominal features in the
stoma site.%!%1! In this study, it was found that the severity
of complications was significantly higher in the female
gender, stoma created in the right lower quadrant, and in
the case of baguette. Although studies on gender are limited
in the literature, the female gender is the predisposing factor
in the parastomal hernia.>>*** The intestinal segment to be
used for the stoma, age of the patient, the reason for the
stoma, comorbid diseases, habits of the patient, and body
structure are essential in determining the stoma site.”
The type and location of the stoma directly affect the
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complications, and the highest complication is seen in loop
ileostomy.*>?**" Another complication is retraction with a
6-10% incidence due to early removal of baguette used in
loop stoma and intestinal dysfunction.” A stoma is a very
important condition that affects the life of individuals in
physiological, psychological, and social aspects, so it is
essential to pay attention to risk factors in order to avoid
complications.

Conclusion

This study concluded that OCSI is a valid and reliable
tool for assessing the severity of early complications of a
stoma. As it is easy and practical to use, it guides health
professionals in diagnosing and treating early complications.
Accordingly, we recommend using this index in the follow-
up of individuals with an ostomy.
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Time 2: 30 Days post surgery

Subject]

PITTMAN OSTOMY COMPLICATION SEVERITY INDEX
For each item mark the score that corresponds to the description and mark in the Total column on the right. Then total all items for total
score.
Complication: 0-None 1-Mild 2-Moderate 3-Severe Total
v v v v
Leakage None Approx. 1-2x/mo Approx. 1-2x/wk Approx. 1-2x/day
Penstomal Imtant | None Mild- grythema orrash but Moderate- Severe-
Dermatitis no skin loss. Skin intact Rash with skin loss <50% Skin loss >50% pef-stoma
peri-stoma
Pain 0 1.2 3 4.5 6 7,8,9,10
&9 9 ) 3
Bleeding-stoma None Superficial; Moderate-persistent Severe-requiring advanced
or peristoma Stopped easily bleeding requiring medical intervention
prolonged pressure =210 (sutures, transfusion)
min, AgNO3, cauterization,
or hemostatic agent
Stomal Necrosis | None Stoma dusky Stoma black €50 % or Stoma black/dry > 50%
greater
Stomal Stenosis | None Stoma Os <57 digit Stoma Os < 5% digit Unable to insert any digit
diameter, diameter, Ribbon-like into stoma ggs,
No pain or discomfort, output, No output x 26 hrs,
Output normal Occasional discomfort. Abd pain and distention.
Retraction Stoma above skin Stoma level with skin Stoma below level of skin Unable to see stoma
level Or
Stoma >2cm below skin
None 1%-49% 50%-74% 75 %- 100%
Separation
Hyperplasia None 1%-49% 50%-74% 75%-100%
Total
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Learning Curve at Laparoscopic Colorectal Surgery

Laparoskopik Kolorektal Cerrahide Ogrenme Egrisi

® Eyiip Murat Yilmaz1, ® Erkan Karacan2

1Adnan Menderes University Faculty of Medicine, Department of General Surgery, Aydin, Turkey
2Aydin State Hospital, Clinic of General Surgery, Aydin, Turkey

[HT ABSTRACT I ——

Aim: The learning curve at laparoscopic colorectal surgery is a long and laborious process. Therefore, despite its advantages, it cannot still be accepted
as the gold standard procedure. The purpose of this study is to compare the effect of learning curve at laparoscopic colorectal surgeries performed
begining period and surgeries after getting experienced.

Method: All cases who underwent laparoscopic colorectal surgery in Adnan Menderes University Department of General Surgery between December
2014 and May 2019 were included in the study. The study was divided into two groups as the first time cases and the cases after the completion of
the learning curve. The files of the cases were scanned and demographic data, types of operations, operation times, postoperative complications, oral
intake times in the postoperative period, length of hospital stay, and number of extracted lymph nodes were recorded. The numbers of both groups
were compared statistically.

Results: A total of 102 patients were included in this study and 71 (69.6%) of these patients were included in Group 1 and 31 (30.4%) of these
patients were included in Group 2. In terms of the duration of operations, the mean duration of operation was 149.2+28.14 minutes in Group 1 and
87.16£13.98 minutes in Group 2 (p=0.001). There were no statistically significant differences in the duration of hospitalization and oral intake in the
postoperative time in both groups. The number of extracted lymph nodes was 16.27+4.94 in Group 1 and 21.81+5.45 in Group 2 (p=0.001).
Conclusion: When experience increases in laparoscopic colorectal surgery, morbidity rate decreases and more complicated cases can be operated in
a shorter time.

Keywords: Colorectal surgery, learning curve, laparoscopy

Jmnosers |

Amac: Laparoskopik kolorektal cerrahide 6grenme egrisi uzun ve zahmetli bir stirectir. Bu sebeple bircok avantajina ragmen halen gintimuzde
altin standart olarak kabul edilememektedir. Bu calismadaki amacimiz laparoskopik kolorektal cerrahideki 6grenme egrisinin ilk baslangicindaki ve
tecrtibe kazandiktan sonraki zamandaki ameliyatlar tizerine etkisinin karsilastirilmasidir.

Yéntem: Adnan Menderes Universitesi Kolorektal Bslimu'nde Aralik 2014- Mayis 2019 tarihleri arasinda laparoskopik kolorektal cerrahi uygulanmis
tim olgular calismaya dahil edildi. Calisma, ilk baslanan olgular ve egitim egrisinin tamamlandig: olgular olarak 2 gruba ayrildi. Olgularin dosyalar1
taranip demografik verileri, ameliyat cesitleri, ameliyat stireleri, ameliyat sonras1 gelisen komplikasyonlar, postoperatif donemde oral alima gecis
giinleri, hastanede yatis streleri, ¢ikartilan lenf nodu sayilarn kaydedildi ve her iki grubun sayilar istatistiksel olarak karsilastirildi.

Bulgular: Calismaya toplam 102 hasta dahil edilmis olup 71'i (%69,6) grup 1, 31'i ise (%30,4) grup 2'ye dahildir. Ameliyat surelerine bakildiginda
ise grup 1’de ortalama siire 149,2+28,14, grup 2’de ise 87,16+£13,98 dakika bulunmustur (p=0,001). Her iki grupta orala baslama ve hastanede
yatis stirelerinde istatistiksel olarak anlamh bir farklilik bulunmaz iken, ¢ikartilan lenf nodu sayisina bakildiginda grup 1’de 16,27+4,94, grup 2’de
21,81+5,45 olarak saptanmistir (p=0,001).

Sonug: Laparoskopik kolorektal cerrahide tecriibe artttkca ameliyatta morbidite oram azalmakta ve daha kisa siirede daha komplike olgular
yapilabilmektedir.
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Introduction

Laparoscopic colorectal surgery has been evolving procedure
since the early 1990s, especially with the development
of laparoscopic staplers.’” As it is known, laparoscopic
colorectal surgery is a procedure in which the duration
of hospitalization is shorter compared to open surgery,
the analgesic requirement in the postoperative period is
less needed, better cosmetic results are obtained and the
gastrointestinal system can work more quickly.> However,
despite the fact that colorectal surgery has many advantages
and low morbidity rates, it is still not considered as the gold
standard procedure among colorectal surgeons.* One of the
reasons for this is probably the fact that the learning curve
is long and steep.’

The purpose of this study is to compare the effect of learning
curve at laparoscopic colorectal surgery on the first time
surgeries and surgeries after gaining experience.

Materials and Methods

All cases who underwent laparoscopic colorectal surgery in
Adnan Mendres University Department of General Surgery
between December 2014 and May 2019 were included in the
study. This study was approved by local ethical committee.
All cases were performed by the same general surgeon and
his team.

The cases that were performed between December 2014 and
January 2018 were evaluated as Group 1, and after gaining
experience, the cases which were published in the literature
between January 2018 and May 2019 were evaluated as group
2. The cases including conversion to open surgery were
excluded from study. The files of the cases were scanned
and demographic data, types of operations, operative
times, postoperative complications, oral intake times in the
postoperative period, length of hospital stay, and number of
extracted lymph nodes were recorded. The numbers of both
groups were compared statistically.

Statistical Analysis

SPSS 25 (IBM Corp. Released 2017. IBM SPSS Statistics
for Windows, Version 25.0. Armonk, NY: IBM Corp.)
statistical package program was used to evaluate the data.
Variables were expressed using mean + standard deviation,
percentage and frequency values. Variables were evaluated
(Shapiro Wilk and Levene test) after normalization, after
homogeneity of variances was checked. In the analysis of
data, student’s t-tests were used for the comparison of two
groups. When student’s t-test did not provide preconditions,
the Mann-Whitney U test was used. Categorical data were
analysed by the Fisher’s exact test and chi-square test. When
the expected frequencies were less than 20%, the Monte
Carlo Simulation method was used for the inclusion of

these frequencies in the analysis. The value of p<0.05 was
accepted as significant.

Results

A total of 102 patients were included in this study and 71
(69.6%) of these patients were included in group 1 and 31
(30.4%) were included in group 2. The mean age of group
1 was 68.76+9.05 years, and the mean age of group 2 was
65.06+12.52 years (p=0.001). There were statistically no
significant differences in the duration of hospitalization and
oral intake in the postoperative time in both groups. The
number of extracted lymph nodes was 16.27+4.94 in group
1 and 21.81+5.45 in group 2 (p=0.001) (Table 1). In terms of
the duration of operations, the mean duration of operation
was 149.2+28.14 minutes in group 1 and 87.16+£13.98
minutes in group 2 (p=0.001).

Complications occurred in six patients. Five of these patients
(83.3%) were in group 1 and one (16.7%) was in group
2 (p=0.689). No complication was observed in 96 cases.
Transrectal anterior resection was performed with natural
orifice transluminal endoscopic surgery (NOTES) technique
to a patient in group 2. No mortality was observed in both
groups (Table 2).

Discussion

Advanced laparoscopic surgery has been used safely in many
procedures recently but it is still not considered as the gold
standard in colorectal surgery.®” One of the probable reasons
for this is the fact that the learning curve is long and steep.’
The laparoscopic colorectal surgery, which is known to have
more advantages than open surgery, provides significant
benefit in obese, high ASA score and old patients.®

Because the learning curve in laparoscopic colorectal surgery
is long and difficult, the benefit of simulation courses on
cadavers and animals is quite good for the surgeon.” COLOR
is the most known one studied at laparoscopic colorectal
surgery.'® In our country, it is thought that the initiatives
and contributions of many associations and professional

Table 1. No mortality was observed in both groups

Age 68.76+9.05 65.06+£12.52  0.100
Operation time 149.2+28.14  87.16+x13.98  0.001**
Hospitalization 7.77+14.51 4.9+1.11 0.280
Oral intake 1.7£0.6 1.65+0.55 0.640
Lymph node 16.27+4.94 21.81+5.45 0.001**
#*: p<0.01
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groups on this subject have important contributions to
many young surgeons. Many publications and studies
show that an experienced surgical team reduces operation
time, conversion to open surgery and complication rate."
According to the study conducted by Li et al.'?, after 60-
80 series on laparoscopic colorectal surgery, surgical
acceleration, morbidity and decrease in complication were
observed in cases. Simon et al."’ described this learning curve
in 30-70 cases, while Bennet et al.'*described in 10-40 cases.
In this study, after 70 cases, the duration of the operation

Table 2. Comparison of complications between the two groups

was shortened and the number of removed lymph nodes
increased. There was no statistically significant difference in
the complication rate.

In some studies, the rate of conversion from laparoscopic
surgery to open surgery was 7-25% and in some studies,
it was reported as 2-41%.">'¢ In this study, the cases with
conversion to open surgery from laparoscopic surgeries
were excluded from the study because these data were not
recorded. That is one of the important limitations of the
study. In order to evaluate this study more meaningfully,

n 46 18 64
Male
% 71.9% 28.1% 1000%
Gender 0.518
n 25 13 38
Female
% 65.8% 34.2% 100.0%
n 0 2 2
Diverticulum
% 0.0% 100.0% 100.0%
n 71 27 98
Disease type Malignancy 0.009**
% 72.4% 27.6% 100.0%
n 0 2 2
Polyp
% 0.0% 100.0% 100.0%
n 4 1 5
Abdominoperineal resection
% 80.0% 20.0% 100.0%
n 29 13 42
Anterior resection
% 69.0% 31.0% 100.0%
n 2 0 2
Coloanal anastomosis
% 100.0% 0.0% 100.0%
Anatomic location 0.94
n 18 9 27
Low anterior resection
% 66.7% 33.3% 100.0%
n 17 8 25
Right colectomy
% 68.0% 32.0% 100.0%
n 1 0 1
Subtotal colectomy
% 100.0% 0.0% 100.0%
n 63 29 92
None
% 68.5% 31.5% 100.0%
Complication 0.689
n 5 1 6
Detected
% 83.3% 16.7% 100.0%
n 71 30 101
Total %
70.3% 29.7% 100.0%

**: p<0.01
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it is thought that prospective planning in a new beginning
centre and the rates of conversion to open surgery from
laparoscopic surgery should be included in these studies.

Patient selection is one of the most important factor when
beginning laparoscopic colorectal surgery.'” Dincler et
al."® suggest that the study curves should be started with
sigmoid colectomies with no Body Mass index without
comorbidity. It is stated that they can continue the series
with more complicated and mixed cases in later periods.
Especially when surgeons gain experience, they can also be
more liberal in the use of laparoscopy in cases of diverticular
disease and diverticulitis attack.'® In this study, there were
no diverticular disease in group 1, and 2 patients in group 2
had diverticulitis. Again, expanding the policy of liberalism
slightly, first NOTES transrectal anterior resection case was
applied in Group 2.

Many studies in the literature show that intraoperative and
postoperative complication rates in laparoscopic colorectal
surgery decrease with increasing experience.??! In this
study, it was observed that postoperative complication
rate decreased as the experience increased but it was not
statistically significant. Again, adequate oncologic lymphatic
dissection was performed in both groups, but it was thought
that total mesocolic and total mesorectal excision would
be better with the increasing experience. As a result of this
study, the learning curve in laparoscopic colorectal surgery
is a long and time-consuming process, and with an increase
in the experience of the surgeon, more complex cases can
be coped with.

Study Limitations

Because of our patients’ low number, we have to add our
patients in our study. So, we cannot classify the patients for
their surgery types.

Conclusion

With the increase experience of surgeon, more complicated
cases can be operated in shorter time with low morbidity
rate.
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Our Colonoscopic Screening Results According to
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Kolorektal Kanserlerde Risk Gruplarina Gére Kolonoskopik Tarama
Sonuclarimiz (Pilot Calisma)
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1Ankara University Faculty of Medicine, Department of General Surgery, Ankara, Turkey
2Nisantasi University, Department of Health Sciences, istanbul, Turkey

[ET ABSTRACT I ——

Aim: Most of the colorectal cancers develop on a pre-existing polyp background. With the widespread use of screening tests, mortality of colorectal
cancers has been shown to decrease. Our aim in this pilot study is to screen individuals according to risk groups in colorectal cancers and to obtain
data that will lead in the establishment of community-based information and screening programs in this direction.

Method: Between October 2004 and February 2008, 358 people underwent colonoscopy for the purpose of screening. Individuals who had a family
history of colorectal cancer or polyp, who had a history of colorectal polyps, and who were over the age of 40 years and wanted to voluntarily
participate in the screening program although there were no risk factors were classified as average, low, medium and high risk groups. Individuals
with a history of colorectal cancer and inflammatory bowel disease were excluded from the study.

Results: As a result of the screening, polyps were detected in 104 (29.1%) people, and masses with malignant appearance in 9 (2.5%) people.
Histopathological evaluation revealed adenomatous polyp in 67 (18.7%) individuals, inflammatory polyp in 26 (7.3%) patients, malignant polyp in
11 (3.1%) patients, and invasive cancer in 9 (2.5%) patients (n=358).

Conclusion: Although the results of this pilot study do not reflect the whole society, the frequency of colorectal polyp and cancer is high in our
country. In colorectal cancers, it is possible to cure the disease curatively with screening and early diagnosis before the development of cancer. In this
regard, the society should be made more conscious and screening programs should be expanded.

Keywords: Colorectal cancers, screening, pilot study, colonoscopy

1111 O Z

Amac: Kolorektal kanserlerin biiytik bir kism1 6nceden var olan bir polip zemininde gelisir. Tarama testlerinin yaygin kullanimi ile kolorektal
kanserlerin mortalitesinde azalma oldugu gosterilmistir. Bu pilot calismada amacimiz; kolorektal kanserlerde risk gruplarina gore bireyleri taramak
ve bu yonde toplum tabanh bilgilendirme ve tarama programlarinin olusturulmasinda énculitk edecek veriler elde etmektir.

Yontem: Ekim 2004 ile Subat 2008 tarihleri arasinda 358 kisiye tarama maclh kolonoskopi yapildi. Ailesinde kolorektal kanser veya polip hikayesi
olan, kendisinde kolorektal polip hikayesi olan bireyler ve hicbir risk faktoru olmadig: halde gonulli olarak tarama programina katilmak isteyen 40
yas usti bireyler vasat, dusuk, orta ve yiiksek risk grubuna gore simiflandirildi. Daha 6nceden kolorektal kanser ykiisi, inflamatuvar barsak hastaligy
olan bireyler calisma disinda birakildi.

Bulgular: Tarama sonucunda 104 (%29,1) kiside polip, 9 (%2,5) kiside malign gortinimli kitle saptandi. Histopatolojik degerlendirme sonucunda;
67 (%18,7) kiside adenomatoz polip, 26 (%7,3) kiside inflamatuvar polip, 11 (%3,1) kiside malign polip ve 9 (%2,5) kiside invaziv kanser saptandi
(n=358).

Sonuc: Bu pilot calismanin sonuclar toplumun genelini yansitmasa da, tilkemizde kolorektal polip ve kanser sikligr ytuksektir. Kolorektal kanserlerde,
tarama ve erken tani ile kanser gelisimi olmadan hastalig: kuiratif olarak tedavi etmek mumkundir. Bu konuda toplumun daha cok bilinclendirilmesi
ve tarama programlarinin yayginlastirilmas: gerekmektedir.

Anahtar Kelimeler: Kolorektal kanserler, tarama, pilot calisma, kolonoskopi

#¥)[m Address for Correspondence/Yazisma Adresi: Ozan Sen MD,

L=dly. Ankara University Faculty of Medicine, Department of General Surgery, Ankara, Turkey
: E-mail: ozansen77@hotmail.com ORCID ID: orcid.org/0000-0002-6987-764X

L: Received/Gelis Tarihi: 30.12.2019 Accepted/Kabul Tarihi: 10.01.2020

©Copyright 2020 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Publishing House.

42



https://orcid.org/0000-0002-6987-764X
https://orcid.org/0000-0003-1561-9060

Sen and Kuzu.
Screening in Colorectal Cancers 43

Introduction

Colorectal cancers are the third most common cancer
in the world and ranks 2™ in males and 3™ in females for
cancer-related deaths.!? Life in colorectal cancers is closely
related to the clinical and pathological stage of the disease
at diagnosis. The 5-year survival rate of colorectal cancers
varies as 90% in early diagnosed localized disease, 40-60%
in regionally spreading disease and 6% in the presence of
common metastasis.” This shows that if colorectal cancers
are noticed and treated early, the death of many patients
from this disease can be prevented.

The process of screening covers healthy individuals to
undergo a check-up in order to prevent diseases before
they develop, to catch them at an early stage and to treat
them successfully. With the widespread use of screening
tests, mortality of colorectal cancers has been shown to
decrease. The majority of colorectal cancers develop on the
background of a pre-existing polyp (adenoma). Based on the
adenoma-carcinoma model defined by Vogelstein for the first
time, clinical studies have shown that the progression from
adenoma to invasive cancer covers a period of 8-10 years.?
In addition, the distribution of adenomas in the colorectum
and the distribution of carcinoma have been shown to
be parallel in the studies.*” In this long process, with the
effective use of screening tests for colorectal cancers in the
society, it will be possible to detect risky polyps before they
overgrow and become cancer and to treat them at an early
stage.

Although programs for screening and early diagnosis have
been developed in recent years to inform our society about
breast and cervical cancer in women and prostate cancer in
men, it is very sad that many patients still die in our country
due to colon and rectum cancers, which are completely
curative with early diagnosis and treatment.

The frequency of colorectal cancer is extremely low between
the ages of 20 and 39 years. It starts to increase significantly
between the ages of 40 and 50 years and more than 90%
of the cases occur after the age of 50 years.® Many studies
report that individuals with first-degree relatives who have
a history of colorectal cancer also have an increased risk of
developing this cancer compared to the normal population.”®
Family cases constitute 10-30% of all colorectal cancers. In
familial colorectal cancer cases, the risk is related to the age
of the incidence of cancer in the family and the number
of first degree relatives that are affected.” To whom and
when colorectal cancer screening tests are performed varies
depending on the risk group in which the individuals are
included. Many methods are used for screening in colorectal
cancers. Colonoscopy is accepted by some authors as the
gold standard in colorectal cancer screening programs. The

disadvantages of colonoscopy are that it requires complete
bowel cleansing and sedation, person who will perform it
should be educated and experienced, and it is expensive.
However, if it is performed by people with sufficient
experience and knowledge, it significantly reduces colorectal
cancer mortality due to its high specificity and sensitivity, as
it can evaluate the entire colon mucosa, remove the detected
lesion, and take histopathological samples.'®!!12

Our aim in this study is to screen individuals who are in
the risk group for colorectal cancers and to provide early
diagnosis and treatment to these individuals. Our aim is to
obtain data that will lead the creation of community-based
information and screening programs for individuals in the
risk group as a result of this pilot study.

Material and Methods

Individuals who had a family history of colorectal cancer
or polyp, who had a history of colorectal polyps, and who
were over the age of 40 years and wanted to voluntarily
participate in the screening program although there were
no risk factors were classified as average, low, medium and
high risk groups. Individuals with a history of colorectal
cancer, hereditary colorectal cancer (HNPCC, FAP), or an
inflammatory bowel disease were excluded from the study.
The study was started on October 2004 and the study was
carried out in the University Hospital General Surgery
Department. Ethics committee approval was primarily
received for the study. Within the framework of the study,
information posters consisting of 4 parts and a brochure
with 16 pages were prepared on an introductory basis for
individuals (Figure 1, 2, 3, 4.) After obtaining the necessary
permissions, the posters prepared were hung in the pre-
determined places of the hospital. The relatives of colorectal
cancer patients who received inpatient treatment in our
hospital were interviewed, and they were given information
about the screening program and they were recommended
to participate in the screening program. In order to increase
the interest in the screening program and to reach more
individuals, informative meetings were held every month for
primary care physicians in various regions of Ankara since
the beginning of 2008. Written informed consents for the
study were obtained from all individuals who participated
in the study.

The study was done prospectively. Colonoscopy was
performed as a screening method in 358 individuals who
participated in the study. Colonoscopy was performed by
appointment method at the Endoscopy Unit of University
Hospital General Surgery Department. All individuals
participating in the screening program were interviewed
face-to-face and information was given about the procedure,
and written informed consents were obtained from all
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individuals. Diet, bowel cleansing and how to apply it before
the procedure were told to individuals. It was also given to
individuals in a written form. Sodium phosphate (fleet) oral
suspension was used for colon cleansing.

During the procedure, Fujinon EC-450 WL5 and Olympus
GIF-100 endoscope were used. On the day of the procedure,
all individuals were monitored and the vascular access was
opened and Midazolam (0.03-0.07 mg/kg) + Fentanyl (1-3
micrograms/kg) was administered as iv for premedication.
Individuals who were detected to have polyp in colonoscopy
underwent polypectomy in the same session or at a later
session. No procedure-related complications (bleeding.

COLORECTAL CANCER IS A PREVENTABLE DISEASE.

Colorectal cancer is one of the most commonly seen cancers
in our country.

The incidence of colorectal cancer in women and men is
presented in the following table considering the statistics of
Turkish Ministry of Health (2003).

‘Women Men
1.Breast cancer 1.Lung cancer
2.Colorectal cancer 2.Gastric cancer
3.Gastric cancer 3.Colorectal cancer

4.Urinary bladder cancer

REGIONS WHERE CANCER CAN DEVELOP IN THE COLON

I Transverse

Hepatic |
!

colon (3% 2
fl i
exura

T
(2.5%) ! ~ Descending

colon (20%)

Ascending
colon (10%) i

Cecum (11%)

WHAT ARE THE SYMPTOMS
OF COLORECTAL CANCER?

¢ Rectal bleeding

HOW CAN I PROTECT FROM
COLORECTAL CANCER?

¢ Consume high-fiber foods
(vegetables and fruit)

¢ Blood in your stool

e Changes in your bowel habits  ® Avoid red meat
e Thinning of stool ® Avoid animal fat

* Do not consume snack food,

eat regularly and adequately.

¢ Diarrhea or constipation
attacks

® Anemia, weakness and * Do not get weight

¢ Decrease alcohol

consumption

fatigue

¢ Bloating and too much gas

. . ¢ Do not smoke
¢ Unexplained weight loss
* Do exercises

Do you have one of these
symptoms? Can you do these items?

Figure 1. Information poster prepared for individuals emphasizing the
importance of screening in colorectal cancers

perforation) developed in any patient. The removed polyps
were put into 10% formol and sent to the pathology
department. After the procedure, all individuals were
kept under surveillance in the recovery room for a certain
period of time. In addition, due to the sedation applied, all

COLORECTAL CANCER IS A PREVENTABLE DISEASE.

The incidence of colorectal cancer is high in some individuals.

Therefore, we should know who are at risk !

Who are at risk?
A personal or familial history of
-colorectal cancer
-colorectal polyp
- Those older than 50 years
- Those having breast, cervical, and ovarian cancers
- Those having ulcerative colitis or Crohn disease (for longer
than 10 years)
COLORECTAL CANCER MOSTLY ORIGINATE FROM POLYPS!

Polyps are the abnormal growths of the inner lining of the large

intestine and its protruding into the colon.

.

a Colon polyps

-

Colon

Colon Colon Colon Colon

polyps polyps polyps polyps

¢ Colorectal cancer develops
in the polyps.

¢ Removal of polyps prevents
cancer.

¢ Polyps usually do not
present with a symptom.

e [t is necessary to remove
the polyps.

* Some polyps do not
transform into cancer.

* Patients whose polyps

are removed should be
* We cannot know which followed up.
polyp will transform into

cancer.

* Polyps can recur after
removal.

Scientific research have demonstrated that colorectal cancer CAN
BE PREVENTED at the rate of 90% if polyps are detected before
their being cancer and removed.

After the removal of polyps, they can recur.

These patients should be followed up by specialists regularly.

Figure 2. Information poster prepared for individuals emphasizing the
importance of screening in colorectal cancers.
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individuals were warned (required not to drive for a certain
period of time, to avoid works requiring attention) and sent
to their homes.

Statistical Analysis

The data of all individuals participating in the study were
recorded in the Microsoft Exel program and the statistical
analysis of the data obtained was performed using the ‘11, 5
‘version of the software package’ SPSS for Windows’.

Results

Between October 2004 and March 2008, 358 people
underwent colonoscopy for screening at the Endoscopy
Unit of University Hospital General Surgery Department.
The mean age of the participants in the screening program
was 49.4+10.2 years and 53.4% were women. 288 (80.4%) of

COLORECTAL CANCER IS A PREVENTABLE DISEASE.
SCREENING TESTS CAN SAVE YOUR LIVES !

What are the screening tests?
* Guaiac-based h:] [ Colonoscopy procedure
fecal occult = '
blood test . 3 |
e Sigmoidoscopy '
and colonoscopy i
e Virtual f
colonoscopy

e Colon
radiography
(medicated)

Colonoscopy is performed with analgesic
and sedative medications for patient not
to feel pain.

Colon radiography
(medicated)
The process of imaging

polyps

WHEN TO PERFORM SCREENING TESTS?

When you do not have any problem
When you do not have any complaint

HOW OFTEN TO PERFORM SCREENING TESTS

Colonoscopy every 10 years
Or

Guaiac-based fecal occult blood test every year and
sigmoidoscopy every 5 years
Or
Colon radiography every 5-10 years

Figure 3. Information poster prepared for individuals emphasizing the
importance of screening in colorectal cancers.

these individuals were those aged 40 years and over. When
the people participating in the screening were classified
according to their risk groups; 86 (24%) people were in the
average risk group, 125 (34.9%) were in the low risk group,
125 (34.9%) were in the middle risk group and 22 (6.1%)
were in the high risk group.

COLORECTAL CANCER IS A PREVENTABLE DISEASE.
Does hemorrhoid cause colorectal cancer?
NO, BUT

Hemorrhoid can present with symptoms like those in
colorectal cancer.

When these symptoms are noticed, they should be evaluated
by a specialist doctor.

Do you want to calculate your risk for colorectal cancer?

Question 1: Are you older than 50 years?
Yes No
-Age is the most important risk factor.
-40% of people older than 60 years have
at least one polyp that can be transform into
cancer.

Question 2: Do you have a history of the removal of polyp

or cancer in your large intestine?

Yes No

- In those having a history of the removal of
polyp or cancer in your large intestine, polyp
can develop again at the rate of 50%.

Question 3: Do you have a familial history of colon polyps
or cancer?
Yes No
- Colorectal cancer can sometimes be inherited?

- Ris is higher if you have a family member
with colorectal cancer.

Question 4: do you have inflammatory bowel disease
(ulcerative colitis and Crohn disease, for more
than 10 years)?

Yes No

Question 5: Is there an evident change in your bowel habits?
Yes No

- Rectal bleeding and change in bowel habits

are important findings and they should be

investigated.

IF YOU ANSWER TO ONE OF THESE QUESTIONS IS YES, YOU
ARE IN THE RISK GROUP !

BEING IN THE RISK GROUP DOES NOT MEAN YOU HAVE
CANCER!

PERFORM SCREENING TESTS IN ORDER TO PREVENT FROM
THE DISEASE!

Figure 4. Information poster prepared for individuals emphasizing the
importance of screening in colorectal cancers.
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At the end of the study, 104 (29.1%) individuals were
found to have polyps and 9 (2.5%) people to have a mass
suggesting malignancy, and biopsy was performed from
them. 96 (26.8%) of 104 (29.1%) people who had polyps
in the screening were over 40 years old (60% were male)
(Table 1).

The demographic characteristics of the detected polyps were
examined and the following results were obtained:

a. Number of Polyps: Single polyp was found in 68 (19%)
people, 2-4 polyps in 27 (7.5%) people and more than 4
polyps in 9 (2.6%) people.

b. Polyp Size: The polyp size was below 1 cm in 81 (22.6%)
people, 1-2 cm in 13 (3.6%) people and greater than 2 cm in
10 (2.9%) people.

c. Type of Polyp: In people who had polyps, 61 (17.1%) of
polyps were sessile and 43 (12%) were pedunculated.

d. Localization of Polyps: Considering the localization of
polyps in 104 people with polyps; it was observed that 23
(6.1%) polyp was located in the rectum, 53 (15.2%) were

Table 1. Screening results in patients undergoing colonoscopy

No pathology 245 68,4
Polyp (+) 104 201
Above the age of 40 years 96 26,8
Below the age of 40 years 8 23
Malignant mass 9 2.5

in the left colon, 20 (5.6%) were in the right colon, and 8
(2.2%) were in the transverse colon.

Considering the localization distribution of 9 (2.5%)
individuals with a malignant mass as a result of screening;
it was observed that 3 lesions were located in the rectum, 5
were in the left colon and 1 was located in the cecum.
When screening results were evaluated according to risk
groups, 34 (32.7%) of 104 (29.1%) individuals with polyp
were in the average risk group, 34 (32.7%) were in the low
risk group, 28 (27%) were in the medium risk group, and 8
(7.6%) were in the high risk group. Of the 9 (2.5%) people
who were detected to have a mass as a result of screening, 4
were in the average risk group, 2 were in the low risk group
and 3 were in the middle risk group (Table 2).
Histopathological evaluation revealed adenomatous polyp
in 67 (18.7%) patients, inflammatory polyp in 26 (7.3%)
patients, and malignant polyp in the remaining 11 (3.1%)
patients. The pathology results of 9 (2.5%) individuals with a
mass appearing as malignant were reported as cancer (Adeno
ca). Of the 9 (2.5%) mass lesions that were detected to have
cancer as a result of pathology, 8 were located in the left
colon and 1 in the right colon. As a result of pathology, 6 of
11 (3.1%) people who were found to have malignant polyps
were treated surgically (stalk invasion, lymphovascular
invasion) and carcinoma in situ was detected in 5 patients.
No additional treatment was given to these people and
follow-up was recommended. In addition, 9 (2.5%) people
who were found to have cancer as a result of screening were
treated surgically (Table 3). As a result of the pathological
examination, 4 of these patients were in stage 2 and 5 in
stage 3.

Table 2. Screening results for colorectal cancer according to risk groups

- Average risk group (n=86) 48 55,8
-Low risk group (n=125) 89 71,2
-Moderate risk group (n=125) 94 75,2
-High risk group (n=22) 14 63,6

Malign polyp (Carsinoma incitu) 5

Malign polyp (Invazive cancer) 6

Mass (invazive cancer) -

Table 3. Histopathological evaluation in patients with malign lesions and treatment modality

27 31,4 7 8,1 4 4,7
30 24y 4 3,2 2 1,6
28 22 4 0 0 3 2.4
8 36,4 0 0 0 0
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Discussion

According to the data of cancer registry center at the Ministry
of Health in twelve provinces in 2007-2008, colorectal
cancers rank 3 among women with the rate of 7.8%, and
4" among men with the rate of 7.5%.? Around 1 million new
cases of colorectal cancer are reported worldwide each year.
Life in colorectal cancers is closely related to the clinical and
pathological stage of the disease at the time of diagnosis.
Epidemiological data show that studies to prevent or reduce
the frequency of colorectal cancers should be increased.
The incidence of colorectal cancer in the USA decreased
significantly between 1992 and 1996 with the widespread
use of screening tests and early detection and excision of
colon polyps (2.1% /year).">'* While early stage cancers
constitute 30-40% of colorectal cancer cases in the USA,
this rate is unfortunately very low in our country. In a study
conducted in our country, between 1985 and 2001, 1771
patients who were operated with a diagnosis of colorectal
cancer in a university hospital were retrospectively examined
and the results of the study revealed that 82% of patients
had advanced tumors." This clearly shows the importance
of screening tests.

The majority of colorectal cancers develop on a pre-existing
adenomatous polyp background. While the prevalence of
adenomatous polyp is about 20-30% before the age of 40
years, it is 40-50% after the age of 60 years.”® Malignant
polyps are encountered at the rate of 2-12% in colonoscopic
polypectomies and at the rate of 4-9% in colorectal resection
series.'® The risk of carcinoma in a polyp varies between
0.8 and 11%. Contrary to the general belief that the risk
of malignancy in polyps smaller than 5 mm is almost
nonexistent,
severe dysplasia) for malignancy were detected in polyps
smaller than 6mm and it was emphasized to treat all polyps
regardless of their diameters in a study."’

4% risk factors (>25 villous structure and

Today, colonoscopy is accepted as the gold standard in
colorectal cancer screening programs by most societies.
In the colonoscopic screening study performed on 3196
asymptomatic individuals aged between 50 and 75 years
old in America, it was stated that the cecum was reached
at the rate of 97% and the procedure-related morbidity was
very low (0.3%). In the individuals participating in the
study, 38% polyp, 1.6% malignant polyps and 1% invasive
cancer were detected, and 48 (2.7%) individuals with no
lesions in the distal colon were found to have lesions in
the proximal colon. At the end of the study, it was stated
that sigmoidoscopy alone might be insufficient in colorectal
cancer screening in terms of detecting proximal lesions.'®

In our study, the rate of polyps in the general population
was found to be 29.1%. 26.8% of these individuals were over

the age of 40 years and 2.3% were under the age of 40 years.
As a result of the study, 3.1% malignant polyp and 2.5%
cancer were detected in the entire population.

Colorectal cancers remain an important health problem
for our country. Screening of asymptomatic individuals
is of great importance since colon and rectum cancers are
generally recognized in advanced stages in our country.
Considering the durations of surgery, chemotherapy,
radiotherapy, and hospital stay, and the periods when
they fall behind in their works in patients with colorectal
cancer diagnozed at advanced stage, it is inevitable that their
medical expenses are much higher than those of the patients
catching the disease in the early stages.

Considering all these data, in order to implement
screening programs with broad participation, physicians
who frequently encounter patients with colorectal cancer
should be knowledgeable and sensitive in this regard. In a
survey study conducted on 278 physicians to determine the
approach of doctors to screening methods used in colorectal
cancers, it has been revealed that even specialist physicians
working at the branches most commonly encountering
individuals having risk for colorectal cancer are negligent
for various reasons in having a screening test for themselves
or for their parents at risk."

It is clear that this negligent behavior will increase to
higher rates considering all physicians and candidates for
physicians. It is imperative colorectal cancer screening
programs to be implemented and at the same time,
physicians and candidate physicians to be enlightened with
more updated information. However, the results of this
study do not fully reflect the distribution characteristics of
colorectal polyp and colorectal cancer and their frequency in
Turkish society. In order to obtain more satisfactory results,
it will be more appropriate to carry out screening programs
on a larger scale and in many centers and to evaluate the all
results.
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Clinical Value of Neutrophil/Lymphocyte Ratio in
Predicting Postoperative Complications and Prognosis
in Patients with Colorectal Cancer Undergoing Surgical
Treatment

No6trofil/Lenfosit Oraninin Cerrahi Uygulanan Kolorektal Kanserli
Hastalarda Postoperatif Komplikasyonlari ve Prognozu Ongérebilmedeki
Klinik Degeri

@ Orgun Yalav, ® Ugur Topal, ® Ayse Gizem Unal, ® ismail Cem Eray, ® Ahmet Renciizogullar

Cukurova University Faculty of Medicine, Department of General Surgery, Adana, Turkey

ABSTRACT I

Aim: Recently, the preoperative systemic inflammatory response has been reported to be a prognostic factor in patients with colorectal cancer (CRC).
In this context, the preoperative neutrophil/lymphocyte ratio (NLR) has been proposed as a useful predictor of prognosis. In this study, we aimed
to determine the clinical value and prognostic significance of neutrophil/lymphocyte ratio in predicting postoperative complications in patients
undergoing surgical treatment for colorectal cancer.

Method: Patients who underwent surgical treatment for colorectal cancer between 2015-2019 were included in the study. group 1 (Low NLR)
and group 2 (High NLR) were formed. Demographic and clinical characteristics, intraoperative and postoperative results, and mean survival were
compared. The value of NLR in predicting postoperative complications at the determined cut-off value was examined.

Results: Patients were divided into two groups according to the cut-off value of 2.08. Group 1 consisted of 56 patients, and group 2 consisted of
223 patients. Male sex was dominant in both groups (60% vs 64%, p=0.349), while patients in group 2 received more neoadjuvant treatment (29.1%
vs 12.5%, p=0.007). Intraoperative complication rates were similar (1.8% vs 4%, p=0.369), pathological grade (p=0.031), and stage (p=0.113) were
similar. Postoperative complications were more common in group 2 (24.7% vs 10.7%, p=0.015). Total survival was shorter in group 2 (46 months
vs. 52 months, p=0.025). At the determined cutoff value, NLR predicted postoperative complications with 22.94% specificity and 90.6% sensitivity.
Conclusion: High NLR was associated with postoperative complications and survival. Although it has a prognostic value, its value in predicting
postoperative complications is limited and cannot be used alone.

Keywords: Colorectal cancer, neutrophil/lymphocyte ratio, prognosis

O Z

Amac: Son zamanlarda, preoperatif sistemik enflamatuar yanitin kolorektal kanserli hastalarda (CRC) prognostik bir faktor oldugu bildirilmistir.
Bu baglamda preoperatif notrofil lenfosit oram1 (NLO), prognoz icin faydal bir ongoru faktoru olarak one strtlmiistir. Bu calismada notrofil/
lenfosit oranimin kolorektal kanser nedeniyle cerrahi tedavi uygulanan hastalarda postoperatif komplikasyonlar1 éngorebilmedeki klinik degerini ve
prognostik 6nemini saptamay1 amacladik.

Yontem: 2015-2019 yllar1 arasinda kolorektal kanser nedeniyle cerrahi tedavi, uygulanan hastalar calismaya dahil edili. Grup 1 (NLO dustik) ve grup
2 (NLO yuksek) olmak tizere iki grup olusturuldu. Gruplarda hastalarin demografik ve klinik ozellikleri intraoperatif ve postoperatif sonuclarlari
ortalama sagkalimlar1 karsilastirildi. NLO belirlenen cut off degerinde postoperatif komplikasyonlar1 6ngorebilmedeki degerine bakildi.

Bulgular: Hastalar 2,08 cut-off degerine gore iki gruba ayrildi grup 1=56 hastadan grup 2=223 hastadan olusuyordu Her iki grupta da erkek cinsiyet
baskindi (%60 vs,%64 p=0,349), grup 2’'deki hastalar daha cok neoadjuvant tedavi almist1 (%29,1 vs %12,5 p=0,007), intraoperatif komplikasyon
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oranlar1 benzer (%1,8 vs %4 p=0,369), Patolojik grade p=0,031 ve evre p=0,131 benzerdi. Postoperatif komplikasyon grup 2’de daha sik gorilmustu
(%24,7 vs %10,7 p=0,015) Toplam sag kalim grup2’de daha kisa (46 ay vs 52 ay p=0,025) belirlenen cut-off degerinde NLO %22,94 spesifite ve %90,6

sensivite ile hastada postopertif komplikasyonu 6n goruyordu.

Sonug: Yitksek NLO postoperatif komplikasyonlarla ve sag kalimla iliskiliydi. Prognostik degeri olmakla beraber postoperatif komplikasyonlar

tahmin etmedeki degeri kisithdir ve tek basina kullanilamaz.
Anahtar Kelimeler: Kolorektal kanser, notrofil/lenfosit orani, prognoz

Introduction

Colorectal cancer (CRC) is the third most common type
of cancer in men and the second most common type of
cancer in women globally, according to the 2012 data of the
International Cancer Agency.'

It is important to investigate prognostic biological factors
in CRC. The patient’s outcome may be affected by tumor
biology. Similar clinical or pathological characteristics
often show different clinical outcomes. Although TNM
classification is useful in classifying patients and choosing
treatment, patients with the same stage may have different
clinical outcomes. Therefore, it is important to detect
molecular markers, especially in the selection of adjuvant or
targeted therapy, in aggressive CRC.

Inflammation has been shown to play an importantrole in the
pathogenesis and progression of CRC. Lab markers such as
C-reactive protein, hypoalbuminemia, Glasgow Prognostic
Score, white blood cell count, neutrophil/lymphocyte ratio,
or platelet/lymphocyte ratio used to evaluate systemic
inflammatory response have been studied as prognostic and
predictive factors in various tumoral diseases.***> CRP, a
marker of systemic inflammation, has been shown to be a
prognostic factor in CRC patients.®

Neutrophil/lymphocyte ratio (NLR) is calculated by dividing
neutrophil count by lymphocyte count in complete blood
count and has been suggested to reflect the balance between
pro-tumor inflammation and anti-tumor immune function,
and its prognostic significance has been studied extensively
in many solid tumors.” NLR was reported to be an important
prognostic factor in CRC patients.®®

However, inconsistent results also showed that NLR was
not an independent prognostic factor for CRC in the Cox
regression model of Wei et al.!® Therefore, the prognostic
value of NLR in CRC is controversial.

The aim of this study was to determine the value of
Neutrophil/Lymphocyte Ratio in predicting postoperative
complications and prognosis in patients with CRC who
underwent curative surgery.

Material and Methods

After obtaining permission from the Ethics Committee
of Cukurova Faculty of Medicine dated 04.09.2019 and

numbered 91/29, 344 patients who underwent surgery for
colorectal cancer between January 2015 and December 2018
were evaluated retrospectively. Patients who underwent
palliative surgery, patients with metastatic disease, patients
under the age of eighteen, pregnant patients, patients with
chronic or hematological disease, steroid users, and patients
whose records could not be reached were excluded from
the study. The remaining 279 patients were included in the
study.

The patients were divided into two groups according to the
cut off value obtained from the ROC curve. Those lower
than the cut off value of 2.08 were determined as group 1
(Low NLR), and those higher than 2.08 were determined
as group 2 (High NLR). The relationship between NLR and
clinicopathological parameters (age, sex, tumor stage, tumor
markers, operation details, postoperative complications
(clavien dindo 3 and above), wound site infection,
intraabdominal abscess, evisceration, postoperative ileus,
anastomotic leakage, reoperation, disease-free survival,
median follow up) was statistically analyzed.

The criteria for discharge were meal tolerance without nausea
or vomiting, defecation or stoma function, adequate pain
control by oral analgesia, and independent mobilization.
Blood parameters were measured preoperatively. The total
blood count was measured by an automated hematology
analyzer (Roche Hitachi Cobas® 8000 Roche Diagnostics,
Indianapolis, IN, USA). NLR was defined as the absolute
neutrophil count divided by the absolute lymphocyte count.

Statistical Analysis

Data were analyzed using IBM SPSS Statistics for Windows,
version 24 (IBM Corp., Armonk, N.Y., USA). In the
evaluation of the study data, student’s t-test was used for
comparison of quantitative data as well as descriptive
statistical methods [mean, standard deviation, median,
frequency, ratio, minimum (mim), maximum (max)], and
Mann-Whitney U test was used for the evaluation of NLR
which was not normally distributed. Pearson’s chi-square
test and Fisher’s exact test were used to compare qualitative
data, and logistic regression was used for multivariate
evaluations. The patients were divided into two groups
based on the presence of postoperative complications,
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and receiver operating characteristic (ROC) analysis was
performed according to these groups. Diagnostic accuracy
was evaluated using ROC curve analysis. Kaplan-Meier and
Log Rank tests were used for survival analysis. A p-value of
<0.05 was considered statistically significant.

Results

In order to create a cut off value for NLR, ROC analysis
and ROC curve were created. As a result of ROC analysis,
the area under the ROC curve was calculated as 55.8%.
According to the cut off value, if the NLR value is above
2.08, it is determined that the patient develops postoperative
complications with 90.16% sensitivity and 22.94% specificity
(Shown in Table 1 and Figure 1).

The patients were divided into two groups according to the
cut off value of 2.08. Those lower than the cut off value
of 2.08 were determined as group 1 (Low NLR), and it
consisted of 56 patients, and those higher than 2.08 were
determined as group 2 (High NLR) and it consisted of 223.
There was no statistically significant difference between
the groups in terms of mean age, sex, ASA scores, body
mass index and tumor markers (p>0.05). The patients in
group 2 received more neoadjuvant treatment (29% vs 12%,
p=0.007). Demographic characteristics and preoperative
findings of the patients are shown in Table 2.

The rate of laparascopic surgery was similar between
the groups (32.1% vs 42.6% p=0.101). Operation times
were similar (168 vs 171 min, p=0.592). Intraoperative

Table 1. Proposed cut-off values for significant parameters in
postoperative complications

AUC 0.558
Cutoff >2.08
Specificity 22.94
95%-Cl (%) 17.5-29.1
Sensitive (%) 90.16
95%-Cl (%) 79.8-96.3
PPV 24.7
NPV 89.3

+LR 1.17

-LR 0.43

p 0.154

AUC: Area under the curve, CI: Confidence interval, nLLR: Negative
likelihood ratio, pLLR: Positive likelihood ratio, NLR: Neutrophil-
to-lymphocyte ratio, NPV: Negative predictive value, PPV: Positive
predictive value

complication rates were also similar (1.8% vs 4%, p=0.369).
Intraoperative complications were ureteral injury, small
bowel injury, and spleen injury. Additional non-tumor
intervention rates were similar (p=0.446). Intraoperative
features are given in Table 3.

When we looked at the pathological features of the tumors,
histological types were similar (p=0.166). The rate of
poorly differentiated tumors was higher in group 2 than
in group 1 (21.5% vs. 8.9%, p=0.031). The distribution
of the pathological stage was similar (p=0.131). When we
evaluated the response to treatment in patients receiving
neoadjuvant treatment, there was no difference between the
groups (p=0.439). The pathological characteristics of the
tumors are shown in Table 4.
Durationofthepostoperativehospitalstaywassimilarbetween
the groups (p=0.502). Postoperative complications were
higher in group 2 than group 1 (24.7% vs 10.7%, p=0.015).
Intraoperative abdominal abscess and postoperative ileus
were higher in group 2 (p=0.034; p=0.050, respectively).
Wound infection, anastomotic leakage, and evisceration
were similar (p=0.456, p=0.426 and p=0.574, respectively).
There was no difference between the groups in terms of
local recurrence and distant metastasis. Perioperative and
postoperative clinical outcomes and oncological outcomes
are shown in Table 5.

Total survival was lower in group 2 than in group 1 (46.87
months vs. 52.75 months, p=0.025). It is shown in Table 6
and Figure 2. Disease-free survival rates were similar in the
groups (52.73 vs. 48.13 months, p=0.073). It is shown in
Table 7 and Figure 3. Median follow up was 29.1+13 (1-54)
months.

100

80

60

Sensitivity

40

20

Lt AUC = 0558

L : | [P

0 20 0 80 80 700
100-Specificity

Figure 1. Receiver operating characteristic (ROC) curve analyses for
postoperatif complications
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Table 2. Demographic characteristics and preoperative findings of the patients

. 59.60+11.71 61.91+12.21
Age (Mean+SD) (Min-max) 0.205
29.0-83.0 20.0-107.0
Male 33 (60.0) 145 (64.7)
Sex 0.349
Female 23 (40.0) 79 (35.3)
1 24 (42.9) 111 (49.8)
ASA Score 2 21 (37.5) 71 (31.8) 0.633
3 11 (19.6) 41 (18.4)
) 27.17+5.66 26.13+4.30
BMI (Mean+SD) (Min-max) 0.131
19.8-50.0 18.0-51.0
) 6.46+14.63 5.54+12.28
CEA (Mean+SD) (Min-max) 0.631
0.0-77.0 0.0-146.0
Cal9.9 (M SD) (Mi ) 93.59 +539.03 33.75 +137.17 0.139
alo. ean+ in-max .
0.0-4036.0 0.0-1760.0
Synchronic lesion 8 (14.3) 31 (13.9) 0.544
Neoadjuvant CRT (+) 7(12.5) 65 (29.1) 0.007

ASA: American Society of Anaesthesiologists, BMI: Body mass index, CEA: Carcinoembryonic antigen; CRT: Chemoradiotherapy, NLR: Neutrophil/
lymphocyte ratio

Table 3. Intraoperative features

Emergency 5 (8.9) 29 (13.0)
Emergency/Elective 0.281
Elective 51 (91.1) 194 (87.0)
Operation type Conventional 38 (67.9) 128 (57.4)
. 0,101
Laparascopic 18 (32.1) 95 (42.6)
) ) ) 168.48+37.26 171.09+31.41
Operation duration (min-max) 0.592
20-250 90-250
Intraoperative complication Yes 1(1.8) 9 (4.0 0.369
Cholecystectomy 0 (0.0) 4(1.8)
Bladder repair 1(1.8) 1(0.4)
Cystoscopy 0 (0.0) 1(0.4)
Splenectomy 0 (0.0) 1(0.4)
Additional intervention .
- Splenectomy + distal pancreatectomy 1(1.8) 0 (0.0) 0.446
Surrenal biopsy 0 (0.0) 1(0.4)
TAH+BSO 0 (0.0) 1(0.4)
Ureter repair 0 (0.0) 3(1.3)
None 54 (96.4) 211 (94.6)

TAH-BSO: Total abdominal hysterectomy + bilateral salpingooopherectomy, min: Minimum, max: Maximum, NLR: Neutrophil/lymphocyte ratio.
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Table 4. Pathological characteristics

Histological Type Mucinous
NOS 50 (89.3)
Signet ring 0(0.0)
Pathological grade Poorly differentiated
16 (28.6)
Mildly differentiated
Well differentiated 35(62.5)
0
Pathological stage 13 (23.2)
1
0 (0.0
5 (0.0)
24 6 (10.7)
2B 10 (17.9)
AL 1(1.8)
. 4(7.D
3B '
3C 18 (32.1)
4(7.1)

Treatment effect
(only rectum)

Bad response
Minimal response
Medium response

Full response

NOS: Not otherwise specified, NLR: Neutrophil/lymphocyte ratio

Survival Functions

0,54

0.4

Cum Survival

0.2+

0,0

1,07
o —t A IR L?w
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—+—NLR Hihg Censored

T T
.00 10,00

20:00 30',00 40,00 50,00 60,00
Survey months

Figure 2. Total survival according to NLR groups

NLR: Neutrophil/lymphocyte ratio

6 (10.7) 45 (20.2)

175 (78.5) 0.166
3(1.3)

5(8.9) 48 (21.5)

75 (33.6) 0.031
100 (44.8)

0(0.0) 3(1.3)
41 (18.4)

1(0.4)

17 (7.6)

66 (29.6) 0.131
1(0.4)

10 (4.5)

44 (19.7)

40 (17.9)

1(25.0) 4(8.3)
1(25.0) 9(18.8)
2 (50.0) 18 (37.5)
0(0.0) 17 (35.4)

0.439

Survival Functions

Disease free survey

L | NIRLow
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Figure 3. Disease-free survival according to NLR groups
NLR: Neutrophil/lymphocyte ratio
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Table 5. Perioperative and postoperative clinical outcomes, oncological outcomes

- , . 10.05+6.69 9.3247.34
Postop hospitalization duration (mean + SD) (min-max) 0.502
4.0-40.0 1.0-75.0
Postoperative complication* 6 (10.7) 55 (24.7) 0.015
Yes 7(12.5) 32 (14.3)
Wound site infection 0.456
No 49 (87.5) 191 (85.7)
Yes 7(12.5) 10 (4.5)
Intraabdominal abscess 0.034
No 49 (87.5) 213 (95.5)
Yes 1(1.8) 62.7)
Evisceration 0.574
No 55 (98.2) 217 (97.3)
Yes 2 (3.6) 26 (11.7)
Tleus 0.050
No 54 (96.4) 197 (88.3)
Yes 2(3.6) 522)
Anastomotic leakage 0.426
No 54 (96.4) 218 (97.8)
Yes 3(54) 12 (5.4)
Reoperation 0.647
No 53 (94.6) 211 (94.6)
Yes 6 (10.7) 31 (13.9)
Unplanned hospital readmission 0.352
No 50 (89.3) 192 (86.1)
Yes 0 (0.0) 11 (4.9)
Local recurrence 0.081
No 56 (100.0) 212 (95.1)
Yes 1(1.8) 18 (8.1)
Distant organ metastasis 0.075
No 55 (98.2) 205 (91.9)

*Clavien dindo 3 and above, NLR: Neutrophil/lymphocyte ratio, SD: Standart deviation, min: Minimum, max: Maximum

Table 6. Total survival duration according to NLR groups

52.75+1.22
Low NLR
50.361-55.142
NLR Group 16874112 0.025
High NLR o
44.68-49.07

NLR: Neutrophil/lymphocyte ratio, SD: Standard deviation

Discussion

In recent years, the relationship between inflammation and
cancer has started to attract more attention and studies on
the relationship between cancer and inflammation have
been conducted. It has been shown that there is a significant
relationship between systemic inflammation and relatively
poorsurvivalin various malignancies. Systemic inflammatory
responses are thought to play a role in tumor progression

Table 7. Disease-free survival duration according to NLR
groups

52.73+1.23
Low NLR
50.31-55.15
NLR Group 48134100 0.073
High NLR o
45.99-50.27

NLR: Neutrophil/lymphocyte ratio, SD: Standard deviation, min:
Minimum, max: Maximum

by inducing angiogenesis and inhibiting apoptosis and
DNA damage, tumor proliferation, and metastasis.*'"'* In
addition to the high-risk factors associated with different
tumor characteristics, the host’s immune system also plays a
role in the invasion or metastasis of colon cancer."? The host
inflammatory response to cancer cells is also associated with
tumor progression.'* Inflammation is closely associated with
tumorigenesis. Colorectal cancers are infiltrated by various
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immune cells such as neutrophils, T and B lymphocytes,
dendritic cells, macrophages, natural killer cells, and mast
cells.’>1®

The meaning of high NLR remains unclear. NLR can
potentially be affected by some conditions, especially
chronic diseases.'” For this reason, these patients were
excluded when we were designing our study.

Right colon tumors are considered to be more immunogenic
tumors than left colon tumors because of high lymphocyte
infiltrations, their association with increased inflammatory
response, and high rate of mutation.'® In the series of Turker
et al., it was reported that there was no statistical difference
between right and left colon tumors in terms of NLR value.'®
Similarly, Choi et al.’ reported in their study where the
NLR cut off value was 2.6, that there was no correlation
between the presence of tumor in the colon or rectum and
NLR. In our series, there was no correlation between tumor
localization and NLR, in support of the literature.

Kubo T et al.?, in their study where the cutoff for NLR
was 2.29, reported that NLR was associated with poorly
differentiated tumors. In contrast, Shen J et al. reported
that there was no correlation between histological
differentiation and NLR when the cutoff value for NLR
was taken as 3.%' In our series, poorly differentiated tumors
were seen more frequently in patients with an NLR above
2.08 (21.5% vs 8.9%, p=0.031).

Several studies have been conducted to identify chemical
markers predicting increased postoperative complication
risk after colorectal surgery. Procalcitonin and complement
C3A levels in the first 24 hours after elective colorectal
surgery were found to correlate with the presence of
systemic inflammatory response syndrome (SIRS).” In
studies investigating the relationship between NLR and
postoperative complications, Cook et al.? found a similar
NLR value in patients with and without complications,
while Caputo et al.** reported in their study including
rectum cancer patients who received neoadjuvant treatment,
that an NLR over their cutoff value of 3.8 was associated
with increased surgical complication rate. In our series,
postoperative complications were found to be higher in
the high NLR group than in the low NLR group (24.7% vs
10.7%, p=0.05).

In response to specific chemokines, different immune cell
subsets migrate to the tumor microenvironment and regulate
tumor immune responses. Direct and indirect interactions
in chemokine pathways can reshape the immune and
biological phenotypes of a tumor, render the biological
behavior unpredictable and alter its metastatic potential.”
When the relationship between NLR and recurrence or
distant metastasis was examined, no difference was found

in the conducted studies.*****" In our study, no correlation
was found with NLR in terms of local recurrence (p=0.081)
and distant metastasis (p=0.075), similar to the literature.
Chiang SF et al. reported that preoperative high NLR (>3)
affects disease-free survival in patients with stage I - III CRC.
Elevated NLR (>3) was associated with a worse outcome (5-
year disease-free survival 66.3% vs. 78.9% in colon cancer,
p<0.001; 60.5 % vs. 66.2% in rectal cancer, p=0.008).” In
our series, the mean survival time was lower in the group
with NLR higher than 2.08 compared to the group with NLR
lower than 2.08 (44.6 months vs. 50.3 months; p=0.025).
However, the disease-free survival rate was similar in the
two groups. Our study was in support of the literature and
elevated NLR was associated with poor survival.!”

The most important limitation of our study was its
retrospective nature, and being a single-center study.
However, our patient population was as large as those
reported in the literature.

Conclusion

Various parameters are being investigated to predict the
course of CRC disease. We think that NLR, which can be
measured easily, is a parameter that can be used to predict
the development of postoperative complications and
survival. However, further studies are needed.
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Melanosis of The Appendix Presenting with the Clinic
of Acute Appendicitis

Akut Apandisit ile Bulgu Veren Appendiks Melanozisi
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1University of Health Sciences Tepecik Training and Research Hospital, Clinic of General Surgery, izmir, Turkey
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[HT ABSTRACT I ——

Laxative drugs are frequently used for chronic constipation. The chronic use of laxatives, which contain anthraquinone, mostly causes melanosis coli.
A 57-year-old male patient with a history of diabetes mellitus and coronary artery disease, had long-term laxative use due to chronic constipation.
The patient was admitted to the emergency service with the complaint of inflammatory abdominal pain that started in the epigastric region one day
ago and migrated to the right lower quadrant. During the physical examination, right lower quadrant tenderness and rebound were positive. Imaging
examinations and physical examination were consistent with acute appendicitis. The patient underwent an appendectomy via Mc Burney incision
under general anesthesia. The postoperative follow-up period was complication-free and the patient was discharged on the second postoperative day.
Postoperative specimen pathology was reported as an appendix with melanosis coli findings.

The incidence of melanosis coli increases with the chronic use of laxative drugs. Although melanosis coli is seen as a benign disease, there are no
accurate data about whether it increases the risk of colon cancer and the incidence of acute appendicitis.

Keywords: Melanosis coli, laxative, colon cancer, appendix

Jmmosers |

Laksatif ilaclar genellikle kronik konstipasyon sikayeti nedeniyle kullanilmaktadir. Antrakinon icerek laksatif ilaclarin uzun sure kullanimi siklikla
melanozis koliye sebep olmaktadir. Fifty-seven yasinda bilinen diyabet, koroner arter hastaligi, kronik konstipasyon nedeniyle uzun sureli laksatif
kullanimi olan erkek hasta, bir gundir olan epigastrik bolgeden baslayan ve sag alt kadrana migrasyon gosteren enflamatuvar tarzda karin agrisi
yakinmas, istahsizlik, bulant1 ve kusma sikayeti ile acil servise basvurdu. Yapilan fizik muayenesinde sag alt kadranda hassasiyet ve rebound pozitifti.
Yapilan laboratuvar tetkiklerinde l6kositozu olan, abdomen ultrasonografi ve fizik muayenesi akut apandisiti destekleyen hasta acil operasyona alindi.
Hastaya genel anestezi alunda Mc Burney insizyonla apendektomi uygulandi. Servis izleminde ek bir komplikasyon gozlenmeyen hasta, postoperatif
ikinci giin taburcu edildi. Hastanin postoperatif spesimen patolojisi melanozis koli bulgular1 gosteren apendiks seklinde raporlandi. Melanozis koli
gorulme insidansi kronik laksatif kullanim ile birlikte artmaktadir. Melanozis koli benign bir hastalik olarak gorillmekle birlikte, kolon kanser riskini
ve akut apandisit insidansim arttirp arttirmadigina yonelik kesin veriler bulunmamaktadir.

Anahtar Kelimeler: Melanozis koli, laksatif, kolon kanseri, apendiks

Introduction

Melanosis coli (MC) is a dark brown pigmentation of the
colonic mucosa and also named as psodomelanosis coli.?
MC often affects the cecum; the rectum is mostly affected
secondary to the chronic use of anthraquinone-containing
laxatives.®* MC was first described by Cruveilhier in 1829,

and named MC by Virchow in 1857."

Case Report

A 57-year-old male patient with a history of diabetes mellitus
and coronary artery disease was admitted to the emergency
department with the complaints of abdominal pain, appetite
loss, nausea, and vomiting. The abdominal pain started in the
epigastric region one day ago and migrated to the right lower
quadrant. In the physical examination, right lower quadrant
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tenderness and rebound were positive. The patient had
chronic constipation and had a history of long term
anthraquinone-containing laxative use. The laboratory
tests showed leukocytosis. Abdominal ultrasonography
and physical examination supported the diagnosis of acute
appendicitis. The patient underwent an emergency operation.
Appendectomy was performed via Mc Burney incision under
general anesthesia. Postoperative follow-up was uneventful,
and the patient was discharged on the second postoperative
day withoutany complication. Postoperative histopathological
examination of the specimen was reported as appendix tissue
with the findings of MC (Figure 1, 2). In the appendix tissue,
histiocytes and some pigmented deposition of histiocytes
and histiocytes in the lamina propria were scattered in small
groups. Histochemical staining showed no intracytoplasmic
pigment staining with iron. The patient was advised to stop
taking the laxative, and dietary modifications were adjusted
for constipation. Total colonoscopy was performed two
months after the surgery, and no additional pathology was

observed.

Discussion

The rate of laxative use due to chronic constipation has
increased with a sedentary lifestyle. Constipation is a
frequently seen gastrointestinal problem, and anthraquinone
containing laxatives are frequently used for chronic

constipation.'?
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Figure 1. Histiocytes containing brown pigment deposits in the lamina

propria of appendiceal mucosa (Hematoxylin and eosin, original
magnification x 100)

MC is mostly seen as a brownish discoloration of the colonic
mucosa during a colonoscopy and occurs due to the chronic
use of laxatives drugs, especially anthraquinone-containing
laxatives.! MC is reported to be seen more commonly
in the female population. The female-male ratio is two.!?
Although it is frequently located in the colonic mucosa,
especially in the the cecum part, MC can be seen in the
small intestine as well.> However, it may be seen in patients
with chronic diarrhea, inflammatory bowel disease, and
chronic use of non-steroidal anti-inflammatory drugs.>*>
Improper laxative use due to chronic constipation may
cause MC, which is more common in elder patients.!?
Acute appendicitis is one of the most common causes
of abdominal pain in patients admitted to the emergency
department. The most common etiology is lymphoid
hyperplasia and obstruction. In the literature, there are
many cases and case series operated for acute appendicitis,
examination revealed

and histopathologic appendix

melanosis. Histological examinations of postoperative
appendectomy specimens and MC have been extensively
studied, but no specific studies have been conducted to
determine whether MC is involved in the etiology of acute
appendicitis or not. In a study by Rutty et al.!, 7.4% of
appendix melanosis was reported in adult patients operated
for acute appendicitis. Graf et al.° reported 46% melanosis
in 300 appendectomy specimens in the pediatric age group,
most of whom were operated for acute appendicitis and

abdominal pain. In addition, in this study, the incidence

of melanosis was reported to increase with increasing age.
Walker et al.” reported that hyperpigmented macrophages
due to melanosis migrated to the regional lymph nodes
that persisted even after the elimination of the stimulus
for submucosa and epithelial apoptosis, and Graf et al.°

Figure 2. Histiocytes containing brown pigment deposits in the lamina
propria of appendiceal mucosa (Hematoxylin and eosin, original
magnification x 200)
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reported that pigmented macrophages reduced lymphatic
clearance. In the literature, Malik et al.® reported a patient
operated for colonic pseudoobstruction secondary to
melanosis coli. Although there are no studies on this
subject, it is known that the etiology of appendicitis is
lymphoid hyperplasia and often secondary to fecaloid
obstruction. We think that increased epithelial apoptosis
and obstruction secondary to decreased lymphoid
clearance may play a role in the presentation of patients
with appendix melanosis with an acute appendicitis clinic.
MC is the dark brown pigmentation of the colonic mucosa
caused by the accumulation of pigments in the macrophages
of lamina propria.! Although the tissue does not contain
melanin pigments, the dark pigmentation which has an
appearance like melanosis occur due to the increased
apoptosis of epithelial cells and lipofuscin. This appearance
has consisted of the lipofuscin granules, which occur
secondary to the obliteration of apoptotic epithelial cells.’
The relationship of MC and neoplasia of the colonic
epithelium has long been a subject of interest, but it
remains unclarified.!? Studies have shown that there was
an association between MC and the increase in colonic
epithelial cell apoptosis.>®> Although MC is usually benign
and reversible and resolves within one year after the
discontinuation of anthraquinone containing laxatives, there
is an increased risk of colorectal carcinoma, which has also
been discussed.*? Lui et al.? reported that MC was associated
with a higher number of colorectal polyps significantly.
Moreover, they reported that MC was associated with a higher
incidence and number of colonic non-adenoma polyps and
low-grade adenomasand higherincidence of distalileal ulcers
due to the chronic injury of colonic and intestinal mucosa.?
In conclusion, although MC is seen as a benign disease, it
may be related to an increased risk of acute appendicitis
and colorectal carcinoma, which should always be kept in
mind, and total colonoscopy is recommended. There are
no accurate data as to whether it increases the risk of acute
appendicitis and colon cancer. Larger case series are needed
to make this relationship clear.
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Is Tocilizumab A Risk Factor for Lower Gastrointestinal
Perforations? Isolated Cecal Necrosis: A Rare Case
Report

Tocilizumab; Alt Gastrointestinal Sistem Perforasyonlari icin Bir Risk
Faktori MU? Izole Cekum Nekrozu: Nadir Bir Olgu Sunumu
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[E ABSTRACT I ——

Isolated cecal necrosis is a rare seen clinical condition. A 53-year-old woman with a history of rheumatoid arthritis and hypertension presented to
the emergency room with complaints of abdominal pain and vomiting that persists for two days. She had been using tocilizumab (TCZ) for the last
5 months. Physical examination was compatible with acute abdomen. Abdomen computerized tomography showed a wall thickness approximately
3 c¢m on ascending colon that surrounded with significant inflammation. She was operated with a presumptive diagnosis of acute abdomen. During
laparotomy, isolated necrosis with 10x9 cm diameter was observed in the cecum. A right hemicolectomy and ileocolostomy was performed. She was
discharged on the 8" postoperative day. Postoperative specimen pathology was showed mucosal necrosis sharply separated from normal mucosal
walls. Although the side effect profile of newly used drugs such as TCZ is not clear yet; with larger case reports and series can be contributed.
Keywords: Ischemic colitis, necrosis, tocilizumab

11111 Z

Elli ii¢ yasinda kadin hasta, bilinen romatoid artrit ile hipertansiyon tanilar1 olup karin agris1 ve kusma sikayetiyle acil servise basvurdu. Son 5 aydir
tocilizumab (TCZ) kullanim1 mevcuttu. Fizik muayene akut batin ile uyumlu idi. Yapilan abdomen bilgisayar tomografisinde cikan kolonda 3
cm’lik alanda duvar kalinlik artis1 ve cevresinde belirgin enflamasyon mevcuttu. Hasta acil operasyona alindi. Cekumda 6x8 cm’lik alanda nekroz
izlendi. Hastaya sag hemikolektomi ve ileokolostomi uygulandi. Postoperatif 8. giinde sorunsuz taburcu edildi. Postoperatif spesimen patolojisinde
normal mukozal duvarlardan keskin sekilde ayrilan mukozal nekroz izlendi. TCZ gibi yeni kullanilmaya baslanan ilaclarin yan etki profilleri hentiz
netlesmemekle birlikte olgu takdimleri ile buna katk: saglanmaktadir.

Anahtar Kelimeler: iskemik kolit, nekroz, tocilizumab

Introduction per 100,000 person-year.! Its diagnosis is difficult due to the

) ) ) ) lack of specific history, physical examination and imaging
Isolated cecal necrosis (ICN) is a rare and life-threatening findings. It is seen more often in patients with aortoiliac

condition. Colonic ischemia may be related to hypoperfusion reconstruction, cardiopulmonary bypass, congestive heart
in mesenteric vessels, which is generally encountered in the failure, atherosclerotic vascular disease, chronic renal failure

elderly population. Its incidence is estimated to be 16 cases requiring hemodialysis.
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In this study, we aimed to present the ICN case that resulted
in a right hemicolectomy in a patient having the diagnosis
of rheumatoid arthritis (RA) and using tocilizumab (TCZ).

Case Report

A 53-year-old female patient presented to the emergency
room with the complaints of abdominal pain, nausea,
vomiting and loss of appetite ongoing for 2 days. She stated
that her abdominal pain had increased intensely for the last
12 hours. She had no history of surgical operation except
radiotherapy, trauma and laparoscopic cholecystectomy.
The body mass index of the patient was 39.9. She had a
history of different doses of methylprednisolone, oral/
subcutaneous methotrexate (MTX), and antihypertensive
drug use for 16 years due to RA and hypertension. Five
months ago, TCZ was started to be 8 mg/kg/month,
along with the use of methylprednisolone 4 mg/day,
hydroxychloroquine 200 mg/day, leflunamide 20 mg/day,
candesartan cilexetil + hydrochlorothiazide 16 mg-12.5
mg/day, calcium carbonate + cholecalciferol 600 mg-400
IU/day. On physical examination, there was widespread
tenderness and rebound in the abdomen, which was evident
in the right lower quadrant. In the laboratory parameters,
there was no feature other than WBC 10700x10°/uL. In
IV contrast abdominal computed tomography (CT), the
lateral wall of the cecum was very thin, the ascending colon
had an increase in wall thickness in the 3 cm segment and
there were changes secondary to inflammation around the
cecum. In addition, no signs were found in favor of arterial
thrombus or embolism (Figure 1). Free air was not observed
in the pneumatosis intestinalis or abdomen. The patient was
evaluated as acute abdomen and a laparotomy decision was
taken.

During the operation, there was fluid in the abdomen in
the form of broth. A necrotic wall lesion of approximately
6x8 cm was observed at the lateral of the cecum (Figure 2).
Right hemicolectomy and side-to-side ileocolostomy were
performed to the patient. She was discharged on the 8"
postoperative day without any problem.

Figure 1. Thinned cecum wall and pericecal contamination

In the pathological examination of the specimen, an
intestinal segment, which was sharply separated by normal
mucosal tissues, was observed in an area of 10x9 c¢m in
Mucosal
necrosis, edema, congestion (Figure 3) and active chronic

the macroscopically excised colon segment.

inflammatory granulation tissue extending to the serosa,
which microscopically showed a sharp transition with
normal mucosa (Figure 4), were observed. No signs of
malignancy were seen. Among the specific histopathological
findings that would support mesenteric ischemia, which
was included in the differential diagnosis of these findings,

AT g

Figure 2. View during operation

s

Figure 3. Sharp passage of normal colon mucosa and ischemic bowel
segment (H&E, x40)
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there were no findings such as phlebitis and thrombus in the
vascular structures in the mesenteric adipose tissue.

After the operation, the treatment of the patient was
replaced by adalimumab, which is the tumor necrosis
factor -a monoclonal antibody. Along with other treatments
available, she uses adalimumab 760 mg instead of TCZ.

Discussion

ICN is a rare surgical pathology. In general, it occurs
secondary to intestinal ischemia, which develops as a result
of the inability to meet the oxygen and nutrients required for
cellular metabolism due to a decrease in blood flow.? Due to
the richness of colon vascularity, it can be fed from many
areas. Its having extensive collateral circulation prevents the
development of colonic ischemia. However, splenic flexura
and rectosigmoid junction contain the areas of the colon
that we call “watershed” areas.? Since collateral blood flow is
weaker here, they are especially more prone to ischemia. It
is thought that ICN can develop secondary to the pathology
in the end branches of the arteries feeding the cecum. The
exact cause of isolated ischemia in this area is unknown.
Risk factors associated with colonic ischemia are previous
abdominal or cardiovascular surgery, atherosclerosis,
arrhythmias, chronic obstructive pulmonary disease, hyper-
hypotension conditions, shock, irritable bowel syndromes,
drugs, diabetes mellitus, RA and other rheumatological
diseases.”* Prevalence increases with increasing age and
comorbidities. This leads to an increase in the incidence of
ischemic colitis as the population ages.* In a retrospective
study conducted on 209 patients, an increase in the
incidence of ischemic colitis has been shown in people aged
65 years and over.’

Figure 4. Mucosal necrosis, congestion and edema in the colon (H&E,
x200)

Colonic ischemia should be suspected in patients presenting
with nonspecific findings such as pain in the lower quadrants
of the abdomen, bloody diarrhea, and hematochezia. Having
advanced age and additional diseases makes diagnosis
difficult. Although there is only localized necrosis at the
beginning, if it is complicated (perforation, intra-abdominal
abscess, fecal peritonitis), it causes an increase in mortality
and morbidity.

Drug research is still ongoing for the treatment of
autoimmune diseases and many new drugs are used in
treatment. One of them, which is used in the treatment of
RA, TCZ, is a monoclonal antibody producing IL-6 receptor
blocker. TCZ can be used alone or together with disease-
modifying antirheumatic drugs (DMARDs) in the treatment
of RA. There are limited number of studies showing that TCZ
increases the risk of perforation of the lower gastrointestinal
(GI) system. It has been reported that GI perforations are
observed more frequently in patients receiving TCZ therapy
as monotherapy or in combination for RA treatment.®"®
It is known that treatments such as MTX, nonsteroidal
anti-inflammatory drugs (NSAIDs) or glucocorticoids,
which patients have used or are still using, contribute to
the development of GI perforations and increase the risk
of perforation.”!® As the effect of TCZ, although the exact
mechanism of GI perforations due to IL-6 receptor blockade
is not yet understood, it is thought they may be associated
with the effects of IL-6 inhibition on vascular endothelial
growth factor (VEGF)." VEGF plays an important role
in maintaining the integrity of the intestinal mucosa in
intestinal damage caused by acute or chronic processes, and
it is a targeted cytokines in many cancer treatments as it
is highly effective during angiogenesis.'? Similar to TCZ,
clinical studies have shown that drugs with active substance
of bevacizumab, another VEGF inhibitor, are also associated
with GI perforations.*

Therefore, a decrease in VEGF levels may increase the risk
of GI perforation.™ Especially in the treatment of elderly RA
patients with a history of diverticulitis, the use of these drugs
should be paid attention; likewise, the use of TCZ alone in
patients with a history of diverticulitis increases the risk of
lower GI perforation.'®'* In ancient times, GI complications
were among the most common causes of death in patients
diagnosed with RA."” In colon diseases requiring surgical
intervention, increased survival rate was provided with early
diagnosis and an appropriate definitive surgery.

Besides medical treatments used, GI perforations in patients
with RA suggest that the disease may be secondary to the
occurrence of vasculitis or other autoimmune causes. In the
presented case, the absence of systemic disease other than
HT and the history of TCZ started in the last 6 months due
to RA suggested that TCZ might be associated with ICN,
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in other words ischemic colitis. In the literature, a patient
diagnosed with pneumotosis due to the use of TCZ and
followed non-operatively has also been presented.'® The side
effect profile of newly used drugs such as TCZ has not been
clarified yet, but case reports and series contribute to it.

In conclusion, it should be kept in mind that one of the above
mentioned risk factors and one of the complications related
to the drugs used in the treatment of these risk factors may
be ischemic colitis. Although the relationship between TCZ
and intestinal perforation is not yet clear, pathophysiology
can be elucidated by studies in this direction. Shortly after the
patient’s symptoms started, her applying to the emergency
room and a quick decision-making for operation enabled
the completion of the treatment without any complications
associated with the disease.
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A Rare Case of Colonic Schwannoma

Nadir Bir Kolonik Schwannoma Olgusu
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[T ABSTRACT -

Schwannomas are tumors originating from schwann cells in the nervous system. Colonic location is rarely seen and there are a few case reports
published in the literature. We report a 53 year-old female who presented with abdominal pain, nausea, diarrhea ongoing for 2 years. Computer
Tomography scan revealed a solid mass in size of 12.5x8 cm originating from the ascending colon and multiple lymphadenopathies in surrounding area.
The patient underwent extended right hemicolectomy. The histopathological examination demonstrated a benign colonic schwannoma.Preoperative
diagnosis of Colonic schwannoma seems to be difficult and usually schwannoma is diagnosed in the postoperative pathological examinations.
Keywords: Colonic schwannoma, gastrointestinal stromal tumor, schwannoma
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Schwannomlar, sinir sistemindeki schwann hiticrelerinden kaynaklanan ttimorlerdir. Kolonik yerlesim nadir gorultr ve literatiirde yaymlanmis
az sayida olgu sunumu vardir. Iki yildir devam eden karin agrisi, bulant ve ishal sikayeti ile bagvuran 53 yasinda bir kadin hastay1 sunuyoruz.
Bilgisayar Tomografi taramasinda, ¢ikan kolonda 12.5x8 ¢cm boyutlarinda solid bir kitle ve cevresindeki alanda birden fazla stupheli lenfadenopati
saptandi. Hastaya genisletilmis sag hemikolektomi yapildi. Histopatolojik inceleme sonucunda benign kolonik schwannoma tamist kondu. Kolonik

schwannomanin preoperatif tanisi zordur. Schwannoma tanisi genellikle postoperatif patolojik incelemele sonucu konulmaktadir.

Anahtar Kelimeler: Kolonik schwannom, kolon ttimérii, schwannom

Introduction

Schwannomas are tumors originating from schwann cells
in the nervous system.! Schwannoma of the gastrointestinal
tract is extremely rare.” It is most commonly seen in the
stomach and small intestines.>* Colonic localization is seen
rare and there are a few case reports in the literature. High
mitotic index, the size of tumor and Ki-67 index are used
as malignancy features of schwannoma on pathological
examination. Preoperative diagnosis is extremely difficult
and patients are usually diagnosed after pathological
examinations.

Case Report

A 53 year-old female applied to outpatient clinic with
the complaints of abdominal pain, diarrhea and nausea

ongoing for 2 years. The patient was previously diagnosed
with diabetes mellitus and chronic hypertension and did
not have any history of previous abdominal surgery. On
physical examination, the patient had abdominal defense and
suspicious intra-abdominal mass with palpation in the right
lower quadrant. Laboratory results were found to be normal.
Computer tomography (CT) scan revealed a solid mass in
size of 12.5x8 cm originating from the ascending colon and
multiple lymphadenopathies in surrounding area (Figure
1). There were no signs of solid organ metastasis or vascular
invasion. The patient underwent total colonoscopy which
demonstrated a narrowing in the lumen of the ascending
colon resulting from the compression of a mass originating
from colonic wall but not invading mucosa of the colon.

The patient was operated with the laparoscopic extended
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right hemicolectomy. The patient’s postoperative course
was uneventful and was discharged on postoperative day
6. The histopathological examination demonstrated a
benign colonic schwannoma in size of 12x8x7. Extracted
lymph nodes from the specimen were found to be reactive.
Immunohistochemical analysis showed that the tumor
was diffuse positive with S-100, and negative with desmin,
caldesmon, CD117, CD34 and SMA. The proliferation index
for Ki-67 was lower than 1% and the number of mitosis was
1-2/50 (Figure 2, 3, 4). Upon these results no additional
treatments were recommended to the patient.

Discussion

Schwannoma is a tumor derived from Schwann cells in neural
crest and commonly localized in the myenteric plexus of the

Figure 1. A solid mass in size of 12.5x8 cm originating from
the ascending colon and multiple lymphadenopathies in
surrounding area
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peripheric nervous system.! Rarely, schwannomas can be
originated from the myenteric plexus of the gastrointestinal
system which are also classified as mesenchymal tumors.
The incidence of schwannoma is 2-6% in gastrointestinal
mesenchymal tumors and are most commonly located in the
stomach (83%) and small intestines (12%).%>*

Colonic schwannoma is a rare tumor commonly reported
as benign with a very low mitotic index and is frequently
diagnosed as a submucosal mass or polyp.” It is reported
that colonic schwannomas are usually located in the right
colon (30.2%) followed by sigmoid colon, rectum, left colon
and transverse colon (Table 1). Although mucosal biopsies

are often inconclusive because of its submucosal location,
with deep submucosal biopsies or resections, schwannoma
can be differentiated from other common submucosal
gastrointestinal tumors such as gastrointestinal stromal
tumors (GIST), leiomyomas and neuroendocrine tumors.>¢

Figure 3. Schwannoma areas with degenerative changes of
spindle cells in the colon wall

Figure 2. Spindle cells diffuse positive with S-100

Figure 4. Palisading spindle cells and Verocay Bodies
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Table 1. Frequencies of the schwannomas according to their
localizations in the colon’

Right colon and cecum 30.2
Sigmoid colon 28.1
Rectum 21.9
Left colon 8.3
Transverse colon 52
Appendix 1

Table 2. Comparison of the schwannoma and GIST in
immunohistochemical analyses’

CD-117 and CD-34 Negative Positive

S-100 Positive Negative
SMA Negative Negative
GFAP Positive Negative
Desmin Negative Negative

However, GIST has a much more heterogeneous appearance
on CT compared to schwannomas because of the presence
of haemorrhage, necrosis, and cystic change, most of the
schwannoma cases are diagnosed as GIST on CT scan.”®
The definitive diagnosis is usually made with pathological
result and immunohistochemical analysis of resected
specimen.* The differential diagnosis with GIST should
carefully be made by using immunohistochemical analysis
including S-100, CD117 and CD34. S-100 and GFAP are
characteristically found to be positive in schwannoma,
whereas CD117 and SMA are negative (Table 2).

Malignant  gastrointestinal
uncommon and associated with poor prognosis.’ Malignancy
features of schwannoma on pathological examination are
high mitotic index, the size of tumor, high values of Ki-67
index than 10%, and the presence of hemorrhage, necrosis
and ulceration on macroscopic examination.'

schwannomas are very

The prognosis of benign schwannomas was reported as
excellent with complete resection of tumor and additional
treatments are not recommended."!
Because of the schwannoma’s rare incidence, appropriate
treatment following surgery has not been well-established
and long-term results are unknown.
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