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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.



Turkish Journal of

OLORECTAL DISEASE

Instruction for Authors

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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Saygideger Meslektaslarim,

Uzun ve ugzilerek soylemek zorundayim ki keyifsiz bir yaz doneminden sonra yeni
bir say1 ile karsimzdayiz. Maalesef bu yaz olaganustii kosullarda gecti. Koranaviriis
golgesinde seyahatler kisitlandi. Bilimsel aktiviteler askiya alindi ve en onemlisi
insanlarin bilimsel aktivitelere karst olan ilgileri azaldi. Bu siire¢ icinde hakemlerin
miusait olmalart azaldi. Dogal olarak yaywnlart degerlendirme siireleri uzadi. Buna
ragmen daha onceden soz verdigimiz gibi, degerlendirme strecini en kisa strede
tamamlamayr basardik ve degerlendirme istatistiklerinde kayda deger bir uzama
olmad. Bunun icin tim editoriyal kurulun yogun caba harcadigini bildirmek isterim.

Biitin bu olanaksizliklar icinde size ¢cok dolu bir sayr sunmaktan gurur duyariz. Bu
sayida; yedi makale, ti¢ olgu sunumu ve bir editore mektup ile cikiyoruz:

Ozelikle COVID-19 pandemisiyle birlikte artan appendektomiler ile ilgili iki makaleye
yer verdik. Bu makalelerden birincisinde ézellikle appendektomi sonrast beklenmeyen
histopatolojik sonuclara dikkat ceken ilging bir makale, ikinci ise, son donemlerde ¢cok
irdelenen akut appendisit tamsinda platelet/lenfosit oranmni degerlendiren bir calismaya
yer verildi. Ugiincii ¢alisma ise, rektum kanserinde distal marjimin bir santimetreden
daha yakin olmasinin onkolojik sonuclarint irdeleyen bir yaziyla bulusacaksiniz.

Tiirkiye’de cerrahlarin en sik yaptiklart operasyonlardan biri olan pilonidal siniis
cerrahisine minimal invazif bir yontem olan EPST’nin sahada uygulamasinin
sonuclarint derleyen bir ¢alismay: sunuyoruz.

Hemoridektomi sonrast gelisen agr hepimizin en buyik sorunudur. Bu konuda
gelistirilen yeni preparatlarin etkinligini sunan bir calisa ile birlikte, viicut kitle
indeksinin cekal entiibasyon oraniyla iliskisini degerlendiren iki calismaya daha yer
verildi.

Son makalemiz ise periappendikiler kitleleri retrospektif olarak degerlendiren bir
calismadir.

Bununla birlikte, ti¢ birbirinden ilgin¢ olgu sunumu ve bir editore mektuba da yer
verildi.

Ayrica, “Web of Science” indeksine basvuru yaptigimizi memnuniyetle belirtmek
isterim. En kisa zamanda olumlu sonuclanmasint iimit ederiz.

Korona pandemisinin tekrar ytkselise gectigi bu gunlerde hepinize saglikli giinler
dileriz. Gelecek sayida daha ilgin¢ yazilarla tekrar bulusmak dilegiyle

Esen kaliniz. . ..

Prof. Dr. Tahsin Colak

Bas-Editor

Editorial/Editoryal

My Dear Colleagues,

I have to say sadly that we are here with a new issue after a sad summer period.
Unfortunately, this summer passed in extraordinary conditions. Travels have been
restricted in the shadow of the Coranavirus. Scientific activities have been suspended
and most importantly, people’s interest in scientific activities has decreased. The
availability of referees has decreased during this period. Naturally, the evaluation
periods for publications have been extended. Nevertheless, as we have previously
promised, we have been able to complete the evaluation process as soon as possible
and there has been no significant extension in the evaluation statistics. I would like to
inform you that the entire editorial board is working hard for this.

Of all these impossibilities, we are proud to present you a very full number. In this
issue, we have 7 articles, 3 case reports and 1 letter to the editor:

In particular, we include two articles on appendectomies that have increased with the
COVID-19 pandemic. The first of these articles draws attention to the unexpected
histopathological results after appendectomy, and the second study evaluates the
platelet/lymphocyte ratio in the diagnosis of acute appendicitis, which has been widely
discussed recently. In the third study, you will meet with an article that examines
the oncological consequences of the distal margin closer than one centimeter in rectal
cancer.

We present a study reviewing the results of use of EPST in the field which is a minimally
invasive method for the pilonidal sinus surgery which is the most common surgery
performed by surgeons in Turkey.

Pain that develops after hemoridectomy is the biggest problem of all of us. Along with
a study presenting the effectiveness of new preparations developed on this subject, two
more studies evaluating the relationship between body mass index and cecal intubation
rate are included in this issue.

Our last article is a study evaluating periappendicular masses retrospectively.
In addition, three interesting case reports and a letter to the editor are also included.

In addition, I would like to express that we have applied to the “Web of Science” index.
We hope that it will turn out positively as soon as possible.

We wish you all healthy days in these days when the Coronavirus pandemic is on the
rise again. Hope to meet again with more interesting articles in the next issue

Stay calm....

Prof. Dr. Tahsin Colak

Editor-in-Chief
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Unexpected Histopathological Diagnoses in Acute
Appendicitis Specimens: A Retrospective Analysis of
2076 Patients

Akut Apandisit Spesmenlerinde Beklenmeyen Histopatolojik Tanilar:
2076 Hastanin Retrospektif Analizi

® Ufuk Uylag1, ® Ramazan Giindogdu2, ® Kazim Gemici2, ® Marina Tsaplina3, ® Dila Ayerden3
1Gaziantep Dr. Ersin Arslan Training and Research Hospital, Clinic of Gastroenterology Surgery, Gaziantep, Turkey
2Gaziantep Dr. Ersin Arslan Training and Research Hospital, Clinic of General Surgery, Gaziantep, Turkey

3Gaziantep Dr. Ersin Arslan Training and Research Hospital, Clinic of Pathology, Gaziantep, Turkey

[ET ABSTRACT I ——

Aim: Acute appendicitis is the most common cause of emergency abdominal surgery in the world. Although the etiology of appendicitis is still not
fully known, possible causes include lumen obstruction. Fecaloid and lymphoid hyperplasia are the most common causes of lumen obstruction.
However, some rare conditions may cause acute appendicitis by causing lumen obstruction. Here, we aimed to present the pathology results of 2076
patients operated due to acute appendicitis in our hospital and the unexpected histopathological findings in the light of the literature.

Method: Patients who were emergently operated with diagnosis of appendicitis between January 2016 and February 2020 in Gaziantep Dr. Ersin
Arslan Training and Research Hospital were retrospectively screened. Incidental appendectomies were excluded. Data of 2076 patients were reached.
Gender, age, and pathology results of the patients were analyzed. Pathology preparations were reassessed by two pathologists. Pathology results were
analyzed under two categories as general findings and unexpected findings. Fisher’s chi-square test was used for statistical analysis.

Results: A total of 2076 patients were included in the study and analyzed. Of the patients, 1368 (66%) were man, 708 (34%) were woman, and the
mean age was 33+12.9 years. Acute appendicitis was found in 1309 (63.1%) patients, gangrenous-perforated appendicitis in 305 (14.7%) patients,
negative appendectomy in 105 (5.1%) patients, phlegmonous appendicitis in 32 (1.5%) patients, and unexpected pathological findings in 62 (3%)
patients. Among the unexpected pathological findings were fibrous obliteration in 31 (50%) patients, mucosal hyperplasia in 8 (13%) patients,
appendicular diverticulitis in 7 (11.3%) patients, retention cyst in 5 (8.1%) patients, mucinous cystadenoma in 3 (4.8%) patients, well-differentiated
neuroendocrine tumor in 2 (3.2%) patients, eosinophilic infiltration in 2 (3.2%) patients, foreign body reaction in 2 (3.2%) patients, granulomatous
appendicitis in 1 (1.6%) patient, and parasitic infestation was detected in 1 (1.6%) patient.

Conclusion: Unexpected histopathological findings are rare in appendectomy specimens and these diagnoses help guide the patient’s treatment.
Keywords: Appendicitis, neuroendocrine neoplasm, mucocele, adenocarcinoma, carcinoid

I O Z

Amacg: Akut apandisit diinya tzerinde en sik acil karin ameliyatdir. Apandisitin etiyolojisi hala tam olarak bilinmemekle birlikte olas1 nedenler
arasinda limen obstriiksiyonu yer alir. Fekaloit ve lenfoid hiperplazi liimen obstriiksiyonuna neden olan en yaygin nedenlerdir. Ancak bazi nadir
durumlar da limen obstritksiyonu yaparak akut apandisite neden olabilmektedir. Biz burada hastanemizde akut apandisit tanisiyla opere edilen 2076
hastanin patoloji sonuclarini ve bunlar arasinda beklenmeyen histopatolojik bulgular literatiir esliginde sunmay1 amacladik.

Yontem: Gaziantep Dr. Ersin Arslan Egitim ve Arastirma Hastanesi'nde Ocak 2016-Subat 2020 tarihleri arasinda akut apandisit tanisiyla acil opere
edilen hastalar retrospektif olarak tarandi. Insidental apendektomiler ¢alisma dist birakildi. Toplam 2076 hastanin verisine ulasildi. Hastalarin
cinsiyet, yas ve patoloji sonuclari analiz edildi. Patoloji preparatlari iki patolog tarafindan tekrar degerlendirildi. Patoloji sonuclar1 genel bulgular ve
beklenmeyen bulgular olarak iki kategori altinda incelendi. Istatistiksel analizde Fisher’s ki-kare testi kullamldi.
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Bulgular: Toplam 2076 hasta calismaya dahil edilip analiz edildi. Bu hastalar 1368 (%66) erkek olup, toplam yas ortalamasi 33+12.,9 idi. Akut
apandisit 1309 (%63,1), gangrenoz-perfore apandisit 305 (%14,7), negatif apendektomi 105 (%5,1), flegmanoz apandisit 32 (%1,5), beklenmeyen
patolojik bulgular ise 62 (%3) hastada saptandi. Beklenmeyen patolojik bulgular icerisinde, 31 (%50) hastada fibroz obliterasyon 8 (%13) hastada
mukozal hiperplazi, 7 (%11,3) hastada apendikuler divertikilit, 5 (%8,1) hastada retansiyon kisti 3 (%4,8) hastada mtisinoz kistadenom 2 (%3,2)
hastada iyi defansiye noéroendokrin tumér, 2 (%3,2) hastada eozinofilik infiltrasyon, 2 (%3,2) hastada yabanc1 cisim reaksiyonu, 1 (%1,6) hastada

grantilomatoz apandisit ve 1 (%1,6) hastada parazit enfestasyonu saptandi.

Sonuc: Apendektomi spesmenlerinde beklenmedik histopatolojik bulgular nadir olup, bu tanilar hastanin tedavisini yonlendirmeye yardimci

olmaktadirlar.

Anahtar Kelimeler: Apandisit, noroendokrin neoplazm, mukosel, adenokarsinom, karsinoid

Introduction

Acute appendicitis remains one of the most common causes of
emergency abdominal surgeries in the world. Appendectomy
is performed in patients with suspected or definite acute
appendicitis. Appendectomy not only removes the appendix
but also prevents mortal complications such as perforation,
plastron and sepsis.! While the risk of development of acute
appendicitis is higher in men, women are more exposed to
appendectomy. The incidence of acute appendicitis is 8.6%
in men and 6.9% in women. The appendectomy rate is 12%
in men and 23% in women.? Appendicitis can be seen in all
age groups but is often seen between 10-20 years of age.’
Although the etiology of appendicitis is still unknown,
lumen obstruction is one of the possible causes.* Lumen
obstruction prevents the discharge of mucosal secretions,
resulting in increased lumen intra-pressure. As a result
of increased pressure, venous and lymphatic drainage
deteriorates, causing necrosis and perforation.” Fecaloid
and lymphoid hyperplasia are the most common causes
of lumen obstruction. However, some rare cases can
cause an acute appendicitis by causing lumen obstruction.
Among these are enterobiasis, ascariasis, tapeworm,
actinomycosis, schistosomiasis, amebiasis, carcinoid tumor,
adenocarcinoma, endometriosis, granulomatous diseases,
gastrointestinal stromal tumors and mucocele.®

studies unexpected

examination of

There are many reporting

histopathological following
appendectomy specimens.”® In this way, bening and
malignant tumors and infectious diseases can be diagnosed
early and treated. In order to emphasize that unexpected

histopathological findings are important in appendectomy

findings

specimens, we conducted a retrospective analysis of
appendectomy specimens in our hospital. We aimed
to present the pathology results of 2076 patients with
acute appendicitis in our hospital and the unexpected
histopathological findings among them with the literature.

Materials and Methods

Patients who were admitted to the emergency service with
the diagnosis of acute appendicitis between January 2016

and February 2020 in Gaziantep Dr. Ersin Arslan Training
and Research Hospital were retrospectively screened.
Incidental appendectomies were excluded. Data of a total of
2076 patients were accessed. The gender, age and pathology
results of the patients were analyzed. Negative appendectomy
and unexpected histopathological findings by gender were
evaluated separately. The distribution of pathological
findings by age was analyzed. Pathology preparations were
re-examined by two pathologists (MT, DA). Pathology results
were analyzed under two categories as general findings and
unexpected findings. Acute, gangrenous-perforated and
phlegmatous appendicitites were included in the group of
general pathological findings. Appendicular diverticulitis,
eosinophilicinfiltration, granulomatous appendicitis, fibrous
obliteration, mucosal hyperplasia, mucocele, mucinous
cystadenoma, mucinous neoplasia, neuroendocrine tumor,
parasite infestation and foreign body reaction were included
in the group of unexpected pathological findings. In
statistical analysis, quantitative variables were expressed as
mean =+ standard deviation, median, minimum-maximum
and range. Qualitative variables were reported as number
and percentage (%). Fisher’s chi-square test was used to
compare qualitative variables. A p value less than 0.05 was
considered statistically significant.

Results

A total of 2076 patients were included in the study and
analyzed. Of the patients, 1368 (66%) were man, 708 (34%)
were woman, and the mean age was 33+12.9 years. The
majority of the patients were between the ages of 21-30
(36%) years and 1.2% of the patients were over 70 years
(Table 1). Acute appendicitis was detected in 1309 (63.1%)
patients, gangrenous-perforated appendicitis in 305 (14.7%)
patients, lymphoid hyperplasia in 263 (12.7%) patients,
negative appendectomy in 105 (5.1%) patients, phlegmatous
appendicitis in 32 (1.5%) patients, unexpected pathological
findings in 62 (3%) patients. Among the unexpected
pathological findings, fibrous obliteration was found in 31
(50%) patients, appendicular diverticulitis in 7 (11.3%)
patients, retention cyst in 5 (8.1%) patients, mucinous
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cystadenoma in 3 (4.8%) patients, well-differentiated
neuroendocrine tumor in 2 (3.2%) patients, eosinophilic
infiltration in 2 (3.2%) patients, foreign body reaction in 2
(3.2%) patients, granulomatous appendicitis in 1 (1.6%)
patient, and parasite infestation in 1 (1.6%) patient (Table 2).

Table 1. Demographic characteristics of patients undergoing
appendectomy

Number of patients 2076
Gender

Male 1368
Female 708

Features about age

All patients 33.01+12.9
Males 31.5+11.8
Females 35.96+14.3
Distribution of patients by age

15-20 320
21-30 743
31-40 508
41-50 286
51-60 128
61-70 66

>70 25
Distribution of patients with negative

appendectomy by age

All patients 105
Males 66 (4.8%)
Females 39 (5.5%)
15-20 13

21-30 34

31-40 23

41-50 20

51-60 10

61-70 3

>70 2

Table 3. Comparison of histopathological findings by gender

Acute appendicitis was detected in 890 (65.1%) of male
and 419 (59.2%) of female patients. The frequency of acute
appendicitis was significantly higher in men (p=0.01).
Perforated appendicitis was detected in 196 (14.3%)
of male and 109 (15.4%) of female patients. Perforated
appendicitis was more common in women, but there was no
statistical significance between genders (p=0.51). Negative
appendectomy was detected in 66 (4.8%) of male and 39
(5.5%) of female patients. Negative appendectomy was more
common in women, but there was no statistical significance
between genders (p=0.53) (Table 3). The majority of
patients with negative appendectomy was between the ages
of 21-30 years.

Unexpected pathological findings were found in 62 (3%)
patients, 38 (1.8%) of whom were male and 24 (1.2%)
of whom were female. Fibrous obliteration was detected
in 31 (1.5%) patients, mucosal hyperplasia in 8 (0.9%)
patients, appendicular diverticulitis in 7 (0.3%) patients,
retention cyst (mucocele) in 5 (0.2%) patients, mucinous

Table 2. Histopathological
specimens

1309 (63.1%)
305 (14.7%)

findings of appendectomy

Acute appendicitis

Gangrenous-perforated appendicitis

Lymphoid hyperplasia 263 (12.7%)
Negative appendectomy 105 (5.1%)
Phlegmatous appendicitis 32 (1.5%)
Unexpected histopathological findings 62 (3%)
Fibrous obliteration 31 (50%)
Mucosal hyperplasia 8 (13%)
Appendicular diverticulitis 7 (11.3%)
Retention cyst 5(8.1%)
Mucinous cystadenoma 3(4.8%)
Neuroendocrine tumor, well differentiated 2 (3.2%)
Eosinophilic infiltration 2 (3.2%)
Foreign body reaction 2(3.2%)
Granulomatous appendicitis 1(1.6%)
Parasite infestation 1(1.6%)

Acute appendicitis 890 (65.1%)

Perforated appendicitis 196 (14.3%)

Negative appendectomy 66 (4.8%)

419 (59.2%) p<0.05

109 (15.4%)
p>0.05

39 (5.5%)
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cystadenoma in 3 (0.1%) patients, well-differentiated
neuroendocrine tumor in 2 (0.1%) patients, eosinophilic
infiltration in 2 (0.1%) patients, foreign body reaction in 2
(0.1%) patients, granulomatous appendicitis in 1 (0.05%)
patient, and parasite infestation in 1 (0.05%) patient.

Discussion

The incidence of acute appendicitis is higher in men.
The differential diagnosis includes normal menstruation,
dysmenorrhea, ovarian torsion, ectopic pregnancy, and
pelvic inflammatory disease, which are especially seen in
premenopausal women.'® This explains why women are
mostly exposed to negative appendectomy. There are studies
reporting the negative appendectomy rate as 6.3-22.8%
in the literature."!' In our study, negative appendectomy
was found in 5.1% of the patients, and it was found more
in women who were operated, but the difference was not
statistically significant (p=0.53). The lower rates of negative
appendectomy compared to the literature was thought to be
a result of the widespread use of ultrasound and computed
tomography, which have become routine in the preoperative
period.

Although rare, different pathologies of the appendix can be
encountered in patients who have been operated with a pre-
diagnosis of acute appendicitis. These include congenital
anomalies such as appendix duplication and appendix
vermiformis agenesis.'**> No congenital anomalies were
found in our clinical series. Unexpected histopathologies
can be detected in appendectomy specimens. In a literature
review, the rate of unexpected histopathological diagnoses
was reported as 1.7%, and the rate of primary and secondary
adenocarcinoma and mucinous cystadenocarcinoma of
the appendix was reported as 0.03%.° In our study, the
rate of unexpected histopathological findings was 3% and
primary and secondary adenocarcinoma and mucinous
cystadenocarcinoma of the appendix were not detected.
Fibrous obliteration is thought to develop as a result of
neurogenic proliferation and is also referred as neurogenic
appendicopathy and appendiceal neuroma. In addition, the
molecular mechanism in its pathogenesis is unknown. It is
thought to occur as a result of obstruction of the lumen of
the appendix with fibrous tissue secondary to hyperplasia of
neuroendocrine cells. Fibrous obliteration is seen in 9.7% of
incidental appendectomy specimens.'* In acute appendicitis
series, itis seen at a rate of 0.8-4.5% and constitutes 27.1-65%
of unexpected histopathological findings."!'® In our study,
fibrous obliteration was detected in 31 (1.5%) patients and
constituted 50% of unexpected histopathological findings.
Appendicular diverticulum is an extremely rare condition.
Its incidence is 0.004-2.1% in appendectomy specimens,

while it is 0.2-0.6% in routine autopsy series.!” Appendicular
diverticulum can be acquired or congenital. Acquired
diverticula are mostly seen in patients aged >30 years old.
In another series in which appendectomy was performed
due to acute appendicitis, appendicular diverticulum was
detected at a rate of 0.8%, and diverticulitis was found in
61.5% of them.'® In the presence of diverticulum, the risk of
perforation and mortality is higher than acute appendicitis
without study, appendicular
diverticulum was detected in 7 (0.3%) patients, appendicular
diverticulitis was detected in 6 (86%) patients, and no
perforation was observed.

diverticulum.” In our

Appendiceal mucocele was first described by Rokitansky
in 1842%°. It occurs as a result of obstructive dilatation
of the appendix and mucoid material filling the lumen.
Appendiceal mucocele is rare, with an incidence of 0.07-
0.63% in appendectomy specimens.?! Histopathologically,
there are four subtypes. These are retention cyst, mucosal
hyperplasia,
cystadenocarcinoma.”? When total excision is performed
without perforation in the benign forms of retention cyst,
mucosal hyperplasia and mucinous cyst adenoma, 5-year
survival is 100%.* In our study, mucosal hyperplasia was
detected in 8 (0.4%), retention cyst (mucocele) in 5 (0.2%)
and mucinous cystadenoma in 3 (0.1%) patients, and
mucinous cystadenocarcinoma was not detected.

mucinous cystadenoma and mucinous

Mucosal hyperplasia was first described by MacGillivray*!
in 1972 as mucosal metaplasia associated with colon cancer.
Thereupon, in another study, appendices in the specimens
of patients who underwent ileocolectomy were examined.
Mucosal hyperplasia was found in 30% of adenocarcinomas,
11.8% of adenomatous polyps, and 6.5% of non-neoplastic
specimens.? In our study, mucosal hyperplasia was detected
in 8 (0.4%) patients, and it constituted 13% of unexpected
histopathological findings. Colonoscopy was performed
in these patients for malignancy screening and to detect
accompanying colon pathologies, and no evidence of
malignancy was found.

Granulomatous appendicitis is a rare condition in
appendectomy specimens. Granulomatous infection of
the appendix was first reported in 1953 by Meyerding and
Bertram®® as a finding of Chron’s disease. Granulomatous
appendicitis is detected at a rate of 0.1-2% in appendectomy

materials.?’

In its etiology, not only Chron’s disease,
but also infectious or non-infectious causes such as
Yersinia species, sarcoidosis, tuberculosis, foreign body
reactions, schistosomiasis, actinomycosis and eosinophilic
infiltration.”®?° In our study, granulomatous appendicitis
1 (0.05%), eosinophilic infiltration 2 (0.1%), foreign body
reaction 2 (0.1%) and parasite infestation were observed in 1
(0.05%) patient. However, no granulomatous formation was
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detected in eosinophilic infiltration and parasite infestation.
Carcinoid tumor (neuroendocrine tumor) is the most
common primary malignant lesion of the appendix and
constitutes 60% of all appendix tumors.’® Carcinoid tumor
is detected in 0.3-0.9% of appendectomy specimens.’' It
frequently affects young patients and it occurs between
ages of 32 and 42.2 years.’** Carcinoid tumors of the
appendix are generally small in size, benign in character,
and their metastases occur less than 2%, and tumor sizes
are smaller than 1 cm in 70-95% of them.** In our study,
carcinoid tumor (neuroendocrine tumor) was detected in
2 (0.1%) patients, and the ages of the patients were 27 and
32 years. The findings were consistent with the literature.
Tumors of both patients were well differentiated. Tumor
sizes were 3 and 4 mm and invasion of muscularis propria
was detected. Neither of them had lymphovascular and
perineural invasion.

Conclusion

Although acute appendicitis is a disease classified as
benign and its surgery is a daily surgery, unexpected
histopathological findings can be detected in the examination
of appendectomy specimens. The variety of these findings
can range from premalignant lesions to malignancies. It
should be noted that the histopathological evaluation of
appendectomy materials is a guide for the diagnosis and
treatment of additional diseases present in the patient.
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Diagnostic Value of Platelet/Lymphocyte Ratio in the
Diagnosis of Acute Appendicitis and its Relationship
with Age

Akut Appendisit Tanisinda Platelet/Lenfosit Oraninin Tanisal Degeri ve
Yas ile lligkisi

© Ugur Topal!, ® Muhammet Akyiiz2, ® Erdogan Miitevelli Séziier!, ® Sadi Yenel isaogullari2, ® Fatih Dal2,
® Tutkun Talih2

1Erciyes University Faculty of Medicine, Department of Surgical Oncology, Kayseri, Turkey
2Erciyes University Faculty of Medicine, Department of General Surgery, Kayseri, Turkey

[ET ABSTRACT I ——

Aim: Acute appendicitis (AA) is one of the most common emergency surgical pathologies. The tests used in the differential diagnosis of these patients
need to be quick, easy to access and cheap. Discussions continue about the value of laboratory tests in the diagnosis of AA. In this study, we aimed to
determine the diagnostic value of platelet/lymphocyte ratio (PLR) in the diagnosis of AA and to determine its diagnostic value in different age groups.
Method: Patients who underwent appendectomy after a preliminary diagnosis of AA between January 2015 and January 2020 were enrolled. Patients
were divided into two groups, according to the postoperative pathology finding: group 1 (negative appendectomy) and group 2 (AA). In addition,
groups were divided into subgroups based on age: 18-39 years, 40-59 years and 60 years and older. Platelet and lymphocyte counts and PLR were
compared between groups and subgroups. In diagnostic accuracy evaluation ROC curve analysis was used; p<0.05 value was considered statistically
significant.

Results: A total of 875 patients were included in the study. There were 152 patients in group 1 (negative appendectomy) and 723 patients in group
2 (AA). Mean age was similar between the groups (33.43 vs 35.33, p=0.152). In univariate analysis, lymphocyte count (p=0.033) and platelet count
(p=0.002) were found to be significant. In multivariate analysis, lymphocyte count (p=0.000), platelet count (p=0.012) and PLR (odds ratio: 0.632;
95% confidence interval (minimum-maximum) 0.440-0.908; p=0.013) were found to be significant. When the ROC curve analysis was performed,
the sensitivity of PLR regardless of age was 70.82% and the specificity was 40.13% (p=0.093). The highest specificity was in the 40-59 years age group
(85.71%), the highest sensitivity was in the age group 60 and older (78.79%) (p=0.002).

Conclusion: PLR cannot be used alone in the diagnosis of AA. Normal PLR values cannot exclude AA alone. In addition, the PLR diagnostic value
varies according to age groups. The surgeon’s clinical evaluation should continue to be a priority in the diagnosis of AA.

Keywords: Platelet/lymphocyte ratio, acute appendicitis, age, sensitivity, specificity

I O Z

Amag: Akut appendisit (AA) en sik karsilasilan acil cerrahi patolojilerden biridir. Bu hastalarin ayirict tanisinda kullamilan testlerin hizli, kolay
ulasilabilir ve ucuz olmasi gerekmektedir. AA tamisinin konmasinda laboratuvar testlerinin degeri etrafinda tartismalar devam etmektedir. Bu
calismada AA tanisinda platelet/lenfosit oranimin (PLO) tanisal degerini saptamay1 ve yas gruplarinda tamisal degerinin nasil degistigini saptamay1
amacladik .

Yontem: Ocak 2015 ile Ocak 2020 tarihleri arasinda AA 6n tanisi ile opere edilen hastalar calismaya dahil edildi. Postoperatif patoloji bulgusuna
gore hastalar grup 1 negatif appendektomi; grup 2 akut apandisit olmak tizere iki gruba ayrildi. Ayrica 18-39,40-59,60 yas ve ustit olmak tizere
subgruplara ayrildi. Platelet, lenfosit sayis1 ve PLO gruplarda ve subgruplarda karsilastirildi. Tanisal dogruluk degerlendirmede (ROC) egrisi analizi
kullanildi; p<0,05 degeri istatistiksel olarak anlaml kabul edildi.
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Bulgular: Toplam 875 hasta ¢calismaya kauldi grup 1: 152, grup 2: 723 hastadan olusuyordu (yas 33,43 vs 35,33 p=0,152). Univaryant analizde lenfosit
sayist (p=0,033) ve trombosit sayist (p=0,002) istatistiksel olarak anlamli bulundu. Multivaryant analizde AA tamisinda PLO bagimsiz risk faktortydi
[olasilik oran1 0,632 %95 guven araligl (minimum-maksimum) 0,440 -0,908 p=0,013]. ROC egrisi analizi yapildiginda yastan bagimsiz sensivitesi

%70,82, spesivitesi %40,13 p=0,093 idi. Yas gruplarinda en yuksek spesivite 40-59 yas arasinda %85,71, en ytiksek sensivite 60 yas ve iistii grupta

%78,79 p=0,002 bulundu.

Sonuc: PLO AA tamisinda tek basina kullanilamaz. Normal PLO degerleri akut apandisiti tek basina dislayamaz. Ayrica PLR tanisal degeri yas
gruplarina gore degismektedir. Cerrahin klinik degerlendirmesi akut apandisit tanisinda 6ncelikli olmaya devam etmelidir.
Anahtar Kelimeler: Platelet/lenfosit orani, akut appendisit, yas, sensivite, spesivite

Introduction

Acute appendicitis (AA) is the most common cause of
acute abdomen presentation and appendectomy is the most
common emergency surgery performed. It has been reported
in the literature that the lifetime prevalence of this disease is
approximately 7% and the perforation development rate in
AAis 17-20%.12

Although the diagnosis of AA is based on clinical and
laboratory data, it is still a difficult diagnosis. In adult
patients, pathologies of gastrointestinal, urological or
gynaecological origin can mimic AA, making the diagnosis
even more difficult. There is no single laboratory marker
with a diagnostic value of 100% to distinguish AA from
other causes of abdominal pain.’

Optimal treatment in AA depends on early diagnosis
and subsequent rapid intervention, but the decision to
perform rapid appendectomy to avoid complications
increases mnegative appendectomy rates. Traditionally,
negative appendectomy has been considered acceptable to
overcome morbidity and mortality. However, surgical stress
is associated with postoperative morbidity and mortality,
especially in advanced age groups. For this reason, caution
should be exercised in appendectomy decision in older
patients.*?

The use of a number of inflammatory markers has been
proposed to support clinical data in the decision-making
process to ensure early diagnosis of AA and to reduce rates
of misdiagnosis. Some of these are white blood cell count,
erythrocyte sedimentation rate, C-reactive protein and
bilirubin levels, immature granulocyte ratio, neutrophil/
lymphocyte ratio and platelet/lymphocyte ratio (PLR).5"89
While the diagnostic value of the PLR has been proven in
many studies, it is still unclear how this diagnostic value is
affected by age.

In this study, we aimed to determine the diagnostic value of
PLR in the diagnosis of AA and to determine its diagnostic
value in different age groups.

Material and Methods

Patients who underwent appendectomy between January
2015 and January 2020 with a preliminary diagnosis of AA,

at Erciyes University Faculty of Medicine General Surgery
Clinic, were included in the study. The patient files and
hospital information system records were examined and a
database was created. Using this database, the cases were
analysed retrospectively. We did not receive an ethics
committee approval because the study is retrospective.
Patients who underwent appendectomy with the diagnosis
of AA and whose pathology reports were available were
included in the study. Patients younger than 18 years of age,
pregnant patients, patients with heart failure, peripheral
vascular disease, haematological disease or liver disease,
patients with anticoagulant and steroid use, patients with
other acute or chronic infections, patients with a pathological
result showing a tumour and patients whose records could
not be accessed were excluded.
Patients divided into
to histopathological
appendectomy) and group 2 (AA).
demographic data such as age, sex and preoperative
laboratory findings (lymphocyte count/mm?, platelet count/
mm®) and PLR at the time of admission were compared

two groups according
evaluation: group 1 (negative
In the groups,

were

between groups 1 and 2. In addition, the groups were
divided into subgroups based on age: 18-39 years, 40-59
years and 60 years and older. The same parameters were
compared between the age groups.

The total blood count was measured by an automated
haematology analyzer (Roche Hitachi Cobas® 8000 Roche
Diagnostics, Indianapolis, IN, USA). PLR was calculated for
each subject by dividing the platelet count to the lymphocyte
count.

Statistical Analysis

SPSS (Statistical Package for the Social Sciences) 23.0 package
programme was used in the statistical analysis of the data.
Categorical measurements were summarised as numbers
and percentages and continuous measurements as mean
and standard deviation (median and minimum—-maximum
where necessary). Pearson chi-square test statistics were
used to compare categorical variables. Shapiro-Wilk test
was used to determine whether the parameters in the study
showed normal distribution. In comparing the continuous
measurements between the groups, the distributions were
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checked and the independent student t-test was used for
the parameters that showed normal distribution in the
calculation of the binary variables and the Mann-Whitney
U test was used for the parameters not showing normal
distribution and the analysis of variance and Kruskal-Wallis
tests were used when there were more than two variables.
Logistic regression analysis was applied to determine the
independent variables affecting the dependent variable. In
order to generate a cut-off value for the PLR value, ROC
analysis and ROC curve were created The patients were
divided into two groups according to pathologic results and
cut-off value was found by ROC analysis In the study, the
cut-off value was determined by calculating the sensitivity
and specificity values based on the PLR of the patients
and examining the area under the ROC curve. Statistical
significance level was taken as 0.05 in all tests.

Results

A total of 875 patients were included in the study. The
patients were divided into two groups: group 1 consisted
of patients with negative appendectomy and group 2
consisted of patients with AA. There were 152 patients in

Table 1. Comparison of the two groups

Patient

152 723
number
33.43+13.83 35.33+15.09
Age 0.152
(18-85) (18-87)
y Male 73 (48.0) 411 (56.9)
& 0.028
Female 79 (52.0) 311 (43.1)
1936.44+841.3 1753.1£984.6
Lym[;hoq;te * * 0.033
(x10mm’)  (250-4810) (130-13400)
PLT 267598.6+93548.8 246214.6+ 74637.2
3 5 0.002
(x10’/mm’)  (92000-810000) (64000-758000)

171.94+117.87 184.1+163.1
PLR 0.382
(50.7-748) (20.0-3384.6)

group 1 and 723 patients in group 2. Mean age was similar
between the groups (33.43 vs 35.33; p=0.152). Female sex
was more dominant in group 1 (52% vs 43.1%; p=0.0285).
Lymphocyte count was lower in group 2 (1936 vs 1753;
p=0.033), platelet count was higher in group 1 (267,000
vs 246,000; p=0.002). PLR was similar between the groups
(171 vs 184; p=0.382). These parameters were independent
variables in the diagnosis of AA in multivariate logistic
regression analysis. The comparison between groups 1 and
2 is detailed in Table 1.

The ROC curve analyses of these independent variables
are shown in Figure 1. The proposed cut-off values and
performance characteristics for these variables are shown in
Table 2.

When the patients were subdivided according to age,
there were 588 patients aged 18-39 years, 195 patients
aged 40-59 years and 68 patients aged 60 and older. Male
sex was higher in all groups (56.5%, 57.9% and 52.9%,
respectively). The lymphocyte count was the lowest in
the 60 and older age group (1.86, 1.68, 1.36, respectively;
p=0.000). The platelet count was the highest in the 60 and
older group (169, 207, 218, respectively; p=0.002). PLR was

1.933  1357-2.754 0.000 0.577 0.543-0.610  0.002
1.581  1.106-2.259 0.012 0.565 0.531-0.598 0.011
0.632  0.440-0.908 0.013 0.543 0.509-0.576  0.093

PLR: Platelet-to lymphocyte ratio, PLT: Platelet count, AUC: Area under the curve, OR: Odds ratio, AA: Acute appendicitis, CI: Confidence intervol
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highest in the 40-59 age group (248, 255, 241, respectively;
p=0.346). Lymphocyte count, platelet count and PLR were
independent variables in the diagnosis of AA in multivariate
logistic regression analysis. Comparison between groups by
age is given in detail in Table 3. In the ROC curve analyses
of these independent variables in age groups, AUC was
above 0.600 for the 18-39 and 40-59 age groups. ROC curve
analyses for PLR are given in Figure 2.

() Lymphocyte count

The diagnostic value of PLR varied between age groups.
The highest specificity was for the 40-59 years group
(85.71%), the highest sensitivity was in the 60 and older
group (78.79%) (p=0.002). The proposed cut-off values and
performance characteristics for the PLR by age group are
shown in Table 4.

(c) Platelet-to-lymphocyte ratio (PLR)

Fressrsas e Rk o ol e G UL B

Sensitivity

Figure 1. Receiver operating characteristic (ROC) curve analyses of significant parameters for the diagnosis of acute appendicitis: (a) Lymphocyte

count, (b) Platelet count, (c) Platelet-to-lymphocyte ratio (PLR)
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Figure 2. Receiver operating characteristic (ROC) curve analyses of PLR for the diagnosis of acute appendicitis in the age subgroups

Table 2. Proposed cut-off values for significant parameters in the diagnosis of AA

Lymphocyte (x10¥/mm*) 1960 67.08 48.68
PLT (x10°/mm’) 235000 50.07 61.18
PLR 114.96 70.82 40.13

86.1 23.7 1.16 1.31 0.68 0.577
86.0 20.5 1.21 1.29 0.82 0.565
84.9 22.4 4.17 1.18 0.73 0.543

PLR: Platelet-to-lymphocyte ratio, NLR: Neutrophil-to-lymphocyte ratio, PLT: Platelet count, AUC: Area under the curve, PPV: Positive predictive
value, NPV: Negative predictive value, OR: Odds ratio, pLLR: Positive likelihood ratio, nLLR: Negative likelihood ratio
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Discussion
+ = ¢ ©O© + 4 O N
E88 s X X8 8132 The evaluation and treatment of pathologies
o O O O O O o O O A
that cause an acute abdomen presentation
L9 P QBT YR can vary depending on the age and sex of
R S st = the patient. Although very detailed medical
c =@ @ Al = LRe sl ey history taking and physical examination are
N © N T N " N N % . .
c 6 o 6 o © © o o performed, use of laboratory and radiological
research is inevitable in cases requiring
N2 S 32 Q22T £ differential diagnosis.
n o o N o N0 N o on B
© © © © © © © © o ¥ In line with the studies in the literature, male
= sex was dominant in the AA group, while
S g S g female sex was dominant in the negative
(@] (=} (=} - .
_ E appendectomy  group.*’ Our negative
N g appendectomy rate was 17.3%. We attributed
Q 2 Q 2
™~ Q) <+ é our negative appendectomy rate, which was
— 0 0
A o A = higher than in the literature, to the fact that
© : £
0 i— o g we are a tertiary education hospital and that
s our patients had many additional diseases
[
0 =} and a wide range of admission reasons.
* . £ g
i) _ 9] .1 . . .
=] H : g Finding suitable, easily accessible and low-
T 0 o £ g ) y
2 ? & = cost markers for early diagnosis of AA is often
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S the focus of research. PLR is an inflammatory
5 marker that can be identified in a simple
) p
S S g ) ¥ i<} haemogram examination. PLR is a tool to
S S S S S = study important inflammatory cases. In
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s many cancers and inflammatory processes,
Y the release of proinflammatory cytokines
2 o %ﬁ p ry ¢y
- _ N oo o - promotes the proliferation of megakaryocytes
© ) P~
N B T 5 " gl %2 E and because platelets are cells that have a
H < o~ S ™ — o 0 @ o . . . .
5 & % I = @ S & 0 certain effect on infections, changes in PLR
o4 = R o 0 S = = &
8 2¢c 1”3 & - S =N R 5 level can be used in the diagnosis and/or
= differential diagnosis of appendicitis.'®!!
g In AA, neutrophilia and a left shift on
[o\] . .
© © S the haemogram are often associated with
N 5 o & E § § 2 lymphopenia.'? Boshnak et al.’ found that
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e - S © oD @ = £ low lymphocyte count is a risk factor in
425 g g2 43 L2 E pho ar
ol S <2 € - 59 N @ S both univariate and multivariate analyses.
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& = ratio (OR): 0.0125; 95% confidence interval
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~ = o
"% S ~ = s value of 2.3x10%L, sensitivity was 82.76%,
o o 2 @ o T § o = & specificity was 63.64%, positive predictive
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sensitivity was 31.03%, specificity was 100%,
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Table 4. Proposed cut-off values for PLR in diagnosis of AA to age groups

18-39 125.80 43.07 70.71
40-59 115 35.48 85.71
60 and older  233.64 78.79 34.29

81.8 28.9 1.47 0.81 0.654
0.002* 95.6 13.3 2.48 0.75 0.612
77.2 36.4 1.20 0.62 0.561

NLR: Neutrophil-to-lymphocyte ratio, AUC: Area under the curve, PPV: Positive predictive value, NPV: Negative predictive value, OR: Odds ratio,

pLLR: Positive likelihood ratio, nLLR: Negative likelihood ratio

PPV was 100% and NPV was 35.5%."% In our series, similar
to the literature, the lymphocyte count and platelet count
were lower in the AA group.

Inastudy investigating the relationship between appendicitis
and PLR in paediatric patients, the PLR level in the AA group
was statistically significantly higher than the control group
(p<0.001). In addition, when cut-off was taken as >111.62,
the predictive power of PLR for patients with appendicitis
[area under the curve (AUC): 0.706; 95% CI, 0.658-0.751;
p<0.001] had 65.7% sensitivity and 68.0% specificity.'*
Kahramanca et al.'” found higher PLR values in the positive
appendectomy group than in the negative appendectomy
group [146.5 (59.7-975.0)] vs 123.0 (28.4-497.8); p=0.036).
In their study, the cut-off value for PLR was 136.5; sensitivity,
specificity, NPV and PPV were 56.3, 55.3%, 19.6% and
86.2%, respectively.

In the study by Yildirim et al.?, PLR could also predict
complicated cases regardless of age and sex (p<0.001).
While the cut-off value of the PLR was 169.7, it had 74.4%
sensitivity and 73.5% specificity in predicting complicated
cases.

In our study, although the rate of PLR was high in patients
with AA, there was no statistically significant difference
(171 vs 184; p=0.382). In multivariate analysis, PLR was a
risk factor in the diagnosis of AA independent of age and
sex (OR: 0.632; 95% CI, (min-max) 0.440-0.908; p=0.013).
When age-independent ROC curve was performed (AUC:
0.543; p=0.093), its sensitivity was 70.82%, specificity was
40.13% and its diagnostic value was limited. In our study, we
evaluated the diagnostic value of PLR rate separately in the
age groups, as compared to the studies in the literature and
the diagnostic values for the age groups were significantly
different. While it had the highest sensitivity in patients
older than 60 years, its specificity was quite low. Between
40 and 59 years of age, its sensitivity was very low, but it
showed the highest specificity.

Study Limitations

The most important limitation of our study was its
retrospective nature. In addition, only patients undergoing
appendectomy were included in the study, patients who

had suspected AA but did not undergo surgery were not
included.

Conclusion

Consequently, PLR value alone is not sufficient in diagnosis
of AA and normal PLR values cannot exclude AA alone. The
diagnostic value of PLR varies according to age groups. The
surgeon’s clinical evaluation should continue to be a priority
in the diagnosis of AA. Prospective randomised studies are
needed to determine the diagnostic accuracy of the PLR
value.
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Does a Distal Surgical Margin Closer than 10 mm
Increase the Risk of Recurrence in Locally Advanced
Rectal Cancer in a Mid-Distal Location?

Orta-Distal Yerlesimli Lokal ileri Rektum Kanserinde 10 mm’den Yakin
Distal Cerahi Sinir Ntks Riskini Artirir mi?
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[T ABSTRACT -

Aim: Although many factors affecting recurrence, including surgical margin involvement, have been considered in rectum cancer surgery, there is no
consensus on the definition of a safe distal surgical margin (DSM).We aimed to investigate the oncological safety of a DSM closer than 10 mm and the
factors affecting relapse in mid-distal located rectum tumours.

Method: Patients who underwent sphincter-preserving rectal curative resection following neoadjuvant chemoradiotheraphy between February 2006
and June 2019 for mid-distal lying rectum tumours were investigated retrospectively. Patients with radial or distal surgical margin involvement,
having a complete pathologic response, or being lost to follow-up were excluded from the study. Patients and tumour characteristics, clinical and
pathological disease stages, and recurrence and disease-free survival rates were compared between groups created along a cut-off value of 10 mm in
DSM (DSM <10 and DSM 210).

Results: The study group consisted of 23 patients (DSM <10, n=11; DSM =10, n=12). Most of the tumours were located distally (70% , n=16).
Handsewn anastomosis was performed in 81.8% of patients in the DSM <10 group (Turnbull-Cutait, n=5; coloanal anastomosis, n=4) and in 33%
of patients in the DSM 210 group (Turnbull-Cutait, n=2; coloanal anastomosis, n=2). During a median follow-up time of 72 (6-158) months, three
cases of systemic recurrence developed while no local recurrence was faced. The recurrence rates and disease-free survival rates were similar (p=0.17
and p=0.184, respectively). Younger age, bulkier tumour, presence of perineural invasion, ypN stage, and number of metastatic lymph nodes were
associated with recurrence (p=0.017, p=0.00, p=0.014, p=0.030, and p=0.024, respectively).

Conclusion: Our study supports the view that obtaining a DSM closer than 10 mm but without tumour can be sufficient in terms of oncological safety,
allowing permanent colostomy to be avoided. Young age, large tumour size, presence of perineural invasion and increased number of metastatic
lymph nodes stand out as risk factors for recurrence.

Keywords: Distal surgical margin, rectum cancer, recurrence, risk factor

111111 | ' |

Amac: Rektum kanseri cerrahisinde sinir tutulumu dahil niikse etki eden bircok faktor tammlanmissa da givenli distal cerrahi simir (DCS) tanmim
tzerinde fikir birligine varillamamistir. DCSnin 10 mm’den yakin olmasmin onkolojik guvenilirligini ve niikse etki eden faktorleri incelemeyi
amacladik.

Yontem: Subat 20006-Haziran 2019 arasinda orta-distal rektum yerlesimli malignitelerde neoadjuvan kemoradyoterapi sonrasi kuratif sfinkter
koruyucu rezeksiyon yapilan olgular retrospektif olarak incelendi. Radyal ve DCS pozitifligi olan, takip yapilamayan veya patolojik tam yanit gelisen
olgular calisma dis1 birakildi. Distal cerrahi sinir 10 mm esik degerine gore olusturulan gruplar arasinda (DCS <10 ve DCS 210) hasta ve tumor
biyolojik ozellikleri, klinik ve patolojik evreler ile ntiks gelisimi, hastaliksiz sagkalim oranlar1 karsilastirildi.

Bulgular: DCS <10 grubunda 11, DCS 210 grubunda 12 olmak tuzere 23 olgu ile ¢alisma grubu olusturuldu. Olgularin yaklasik %70’de (n=16)
distal yerlesim mevcuttu. DCS <lcm grubunda 9 (%81,8) olguda anastomozlar el ile (Turnbull-Cutait; n=5, koloanal anastomoz; n=4) yapilirken
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DCS 2lcm olan grupta 4 (%33) olguda (Turnbull-Cutait, n=2; koloanal anastomoz, n=2) el ile rekonstruksiyon yapildi. Median 72 (6-158) ay
takip suresinde lokal ntks saptanmazken 3 olguda sistemik niiks gelisti. Gruplar arasinda ntiks ve hastaliksiz sagkalim acisindan istatiksel olarak
anlamh fark saptanmadi (p=0,217, p=0,184). Geng yas (p=0,017), buyik timor cap1 (p=0,004), perinoral invazyon (p=0,014), ypN evresi (p=0,030),
metastatik lenf nodu sayis1 (p=0,024) ile niiks arasinda negatif yonde anlaml iliski saptand.

Sonuc: Calismamiz 1 cm’den yakin ancak timorsiiz DCS elde edilmesinin onkolojik acidan yeterli olabilecegini ve kalic1 kolostomiden kacinilabilecegi
gorusiunil destekler niteliktedir. Geng yas, perinoral invazyon varligl, metastatik LN sayisi ile buyuk timor capr rekurrensle iliskili risk faktorleri

olarak one cikmaktadir.

Anahtar Kelimeler: Distal cerrahi sinir, rektum kanseri, niiks, risk faktor

Introduction

Significant improvement was achieved in local recurrence
and survival rates for distally located rectal cancer surgery
through neoadjuvant chemoradiotherapy (CRT) and the
total mesorectal excision technique (TME) defined by Heald
etal.! The development of stapler devices made it possible to
perform even more sphincter-sparing surgery.

Despite these developments, it has been proven that there is
microscopic involvement in up to 33% of resection margins
and that the radial surgical margin (RSM) involvement
adversely affects overall survival (OS) and disease-free
survival (DFS).? Although the correlation of the distal
surgical margin (DSM) with oncological outcomes has been
examined in many publications, there is no exact distance
accepted.’ It is known that tumours can spread intramurally
to a distance of 1 cm from the macroscopic margin.* In distal
rectum cancer, surgeons try to achieve a minimum of a 2-cm
DSM. While patients quality of life improves without stoma,
it is not always possible to obtain a DSM of minimum 1 cm.
In our study, we aimed primarily to investigate the
oncological reliability of DSM < 10 mm in patients with
mid-distal rectal cancer who underwent sphincter-sparing
curative surgery after neoadjuvant CRT. Secondarily, we
investigated factors affecting recurrence in this group of
patients.

Materials and Methods

Patient Selection and Parameters

After approval was obtained from the ethics committee of
Acibadem University (date: 12.03.2020; number: ATADEK
2020-04/39), patients who were clinically diagnosed with
rectal cancer and underwent curative resection between
February 2006 and June 2019 were retrospectively scanned
from the digital data system of Bursa Acibadem Hospital. One
hundred and six cases were detected. The following cases were
excluded from the study: patients with disease in TNM stages
I and IV, upper rectum tumours, or synchronous tumours;
patients who underwent abdominoperineal resection (APR)
or received adjuvant or short-term radiotherapy; patients
who were unable to receive radiotherapy due to morbidity
or refusal of treatment; patients with complete pathological

response, with DSM involvement (0 mm), or with RSM
involvement (1 mm); and patients with incomplete follow-
up. The final study group consisted of 23 patients who had
a rectum tumour located in the middle or distal part of
the rectum, had locally advanced disease, and underwent
curative sphincter-sparing surgery (low anterior, very low
anterior, coloanal anastomosis, or Turnbull-Cutait) after
neoadjuvant CRT (Figure 1).

Demographic characteristics of the patients, biological
characteristics of the tumours (perineural, venous,
lymphatic, extranodal invasions, differentiation degree),
DSM, RSM, total and metastatic lymph node (LN) numbers,
tumour size, clinical T stage (cT), clinical N stage (cN),
clinical TNM stage (cTNM), pathological T stage (ypT),
pathological N stage (ypN), pathological TNM stage
(ypINM), relapse (local & systemic), and disease-free (DFS)
and OS times were examined. DFS was accepted as the time
until the first detection of systemic or local recurrence after

n=176
Rectum ca &
Resection (2006-2019)
n=41excluded
AJCCIn=13 D
AJCCIVNn=28
n=135
UICC lI-1ll rectum ca &
Resection
n=35 excluded ‘ n=59 excluded
upperrectumn=24 adjuvantRT n=36
APRN=9 l short-term RT n=20
synchronous n=2 RT@n=3
n=41

n=18 excluded
YPTONO n=9

RSM (+) n=4
DSM (+)n=2

No follow-upn=3

Neoadjuvant CRT &
Sphincter-sparing

n=23
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Figure 1. Patient selection flowchart
AJCC: AJCC Cancer Staging Manual. 8" ed (TNM Classification)
RTQ: Not given radiotherapy, ypTONO: Complete pathological response, CRT:
Chemoradiotherapy, APR: Abdominoperineal resection, DSM: Distal surgical
margin, RSM: Radial surgical margin
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curative resection, and OS was accepted as total survival.
The patients were divided into two groups according to the
threshold value of 10 mm DSM: patients with DSM <10 mm
and patients with DSM =10 mm.

Staging, Neoadjuvant Therapy

Clinical staging was done using abdominal ultrasonography,
thorax/abdominal computed tomography (CT) and
pelvic magnetic resonance (MR) imaging techniques in
patients with histopathologically proven adenocarcinoma.
Neoadjuvant CRT was recommended for patients with
¢T3 and cT4 stage disease and/or nodal metastasis. In the
protocol, 5-Fluorouracil/leucovorin or oral capecitabine
and/or intravenous oxaliplatin were administered to the
pelvic area simultaneously with radiotherapy at a total dose
of 50.0 Gy (2 Gy/day, 5 days a week for 5 weeks). Surgical
intervention was performed 10 weeks after the completion
of radiotherapy.

Surgery

Intestinal cleansing was performed in all patients
before surgery. Antibiotic prophylaxis was started 30
minutes before the operation and continued for 2 days
postoperatively. Resection was performed in accordance
with TME principles by surgeons experienced in colorectal
surgery. The anastomoses were performed manually or with
a stapler device according to the proximity of the tumour,
the findings observed in the surgery and the surgeon’s
preferences. Routine protective ileostomy was performed. A
2-stage Turnbull-Cutait procedure without ileostomy was

used in some patients.

Pathology and Surgical Margin

The resected specimen was sent to pathologist immediately
after pinning. DSM was defined in pinned fresh specimen
as the closest distance between the distal edge of the
resection edge and the closest tumour cell. RSM was defined
as the distance between the mesorectal radial edge and
the closest tumour cell. The stapler donut was examined
pathologically, but was not included in the surgical margin.
Pathological staging was made on the basis of the American
Joint Committee on Cancer-TNM staging system, version 8
(AJCC-8™) and expressed as “yp”.

Follow-up, Relapse and Adjuvant Therapy

Patients were followed up on by blood biochemistry,
carcinoembryonic antigen, CT and
colonoscopy at intervals (3-6-12 months) in accordance
with the follow-up recommendations of the National
Comprehensive Cancer Network (NCCN) guidelines.?
In addition, cancer antigen 19-9 was measured at each
control and annual pelvic MR was performed. Positron

thoracoabdominal

emission tomography was used optionally in cases of

clinical suspicion. Digital and rectoscopic examinations
were performed at every control. Locoregional recurrence
was defined as clinical, radiological and/or pathological
detection of the disease in the pelvis in the operation field,
and systemic recurrence was defined as the detection of
disease similar to the primary tumour outside the primary
tumour area. Adjuvant treatment decisions were made in
the multidisciplinary oncology council. 5-Fluorouracil/
(5-FUFA) or oxaliplatin/5-Fluorouracil/
leucoverin (FOLFOX) regimens were used depending on
the risk.

leucoverin

Statistical Analysis

All statistical analyses were performed using the IBM SPSS
statistics program (ver. 26.0.0.0). Continuous (numerical)
variables were expressed as median (lower-upper limit)
and categorical variables were expressed as numbers and
percentages unless otherwise specified. Differences between
numerical variables were determined with the Mann-
Whitney U test, and categorical comparisons were made
using chi-square and Fisher’s exact tests. The DFS curve
was created by the Kaplan-Meier method. Overall and DFS
results between groups were compared using the log rank
(Mantel-Cox) test. The relationship between recurrence and
parameters was analyzed using Spearman’s rho correlation
test. P<0.05 was considered significant in all statistical tests.

Results

A total of 23 patients (14 males and 9 females) were
followed up on for a median of 72 (6-158) months. The
median DSM in the whole study group was 10 mm (1-
30). In 11 patients, DSM was found to be less than 10 mm
(median 4 [1-5]), while in 12 patients, DSM was more
than 10 mm (median 25 [10-30]). Tumours were in distal
localization in approximately 70% (n=16) of the patients.
While anastomoses were made manually (Turnbull-Cutait,
n=5; coloanal anastomosis, n=4) in 9 (81.8%) patients in the
DSM <10 mm group, manual reconstruction was performed
in 4 (33%) patients in the DSM 210 mm group (Turnbull-
Cutait, n=2; coloanal anastomosis, n=2). The demographic
characteristics of the patients, tumour location, tumour
diameter, and RSM and DSM distances are summarized in
Table 1. In the DSM <10 mm group, it was observed that
the number of females was significantly higher than males
(n=7 vs n=2, p=0.036). There was no significant difference
between other parameters. The biological properties of the
tumours are detailed in Table 2. Extramural venous invasion
was not detected in any of the patients. When lymphatic
and venous invasion were combined as lymphovascular
invasion (LVI), LVI was detected in three patients, and no
relation was found between LVI and recurrence (r=0.150,
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n=23, p=0.474; Spearman’s rho correlation test). Tumour
characteristics, LN numbers removed and metastatic LN
numbers were similar between groups. The distribution of
the clinical and pathological stages is summarized in Table
3. There was a significant difference between the groups
only in terms of the ypN status (p=0.046).

While there was no local recurrence in any of the patients,
three systemic relapses were detected in the group with DSM
210 mm. Liver and bone metastases developed in one patient
after 8 months, and the patient died at the end of the 14"
month. This patient was also the only patient who died in
our study group. Lung metastasis developed at the end of the
43" month in the second patient and liver metastasis at the
60" month in the third patient. During the median follow-
up period of 72 (6-158) months, the systemic recurrence
rate was 13.0% and the overall survival rate was 95.7%;
there was no significant difference between the groups in
terms of OS and DFS (Table 1). When the factors associated

with recurrence were examined, there was a significant
relationship between the presence of perineural invasion
(PND) (r=0.503, p=0.014), age (r= -0.492, p=0.017), large
tumour diameter (r=0.575, p=0.004), pN stage (r=0.452,
p=0.030), and metastatic LN number (r=0.469, p=0.024)
(Tables 1, 2, 3).

Discussion

In our study, it was observed that obtaining a DSM of less
than 10 mm in sphincter-preserving resections performed
after neoadjuvant CRT in locally advanced rectal cancer
did not pose an oncological risk, and the presence of large
tumours, young age, metastatic LN count and PNI increased
the risk of systemic recurrence.

After the application of the TME technique in rectal
cancer, the 5-year local recurrence rate decreases to 4-6%,
while systemic recurrence rates are around 20%.° Factors
affecting relapse have been considered in many studies:

Table 1. Distribution of patient demographics, tumor localization and surgical margins by groups

Gender, n(%)

Male 14 (60.9) 4(36.4) 10 (83.3) 0.036" 0.835
Female 9 (39.1) 7(63.6) 2 (16.7)

Age (years)* 53 (30-73) 51 (33-73) 55 (30-72) 0.378? 0.017
Localization, n(%)

Middle 7(30.4) 2(18.2) 5#41.7) 0.371! 0.912
Distal 16 (69.6) 9 (81.8) 7 (58.3)

Tumor diameter (mm)* 20 (9-75) 20 (9-40) 22 (10-75) 0.773* 0.004
Radial surgical margin (mm)* 8 (2-20) 7 (2-15) 9 (2-20) 0.750° 0.979
Distal surgical margin (mm)* 10 (1-30) 4 (1-5) 25 (10-30) 0.000? 0.434
Recurrence*

Yes 3(13.0) 0 (0.0) 3(25.0) 0.217* na
No 20 (87.0) 11 (100.0) 9 (75.0)

Opverall survival* (months) 72 (6-158) 29 (6-158) 84 (8-128) 0.394° na
Disease-free survival*(months) 60 (6-158) 29 (6-158) 78 (8-128) 0.184° na

*Values are given as median (minimum-maximum)
'Fisher’s exact test, *Mann-Whitney U, °Log Rank (Mantel-Cox)
Spearman’s tho correlation test (Correlation with recurrence)

na: Not available, DSM: Distal surgical margin
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Table 2. Distribution of biological features of tumors by groups and their relationship with recurrence

Lymph node total (n)" 29 (7-57) 26 (7-48) 30 (8-57) 0.387! 0.364
Lymph node metastatic (n)" 0 (0-17) 0 (0-3) 0 (0-17) 0.259! 0.024
Differentiation**

Badly differentiated 521.7) 2 (18.2) 3(25.0)

Moderately differentiated 13 (56.5) 7 (63.6) 6 (50.0) 0.805* 0.371
Well differentiated 5Q21.7) 2(18.2) 3(25.0)

Extranodal invasion**

Yes 4(17.4) 109.1) 3(25.0) 0.590° 0.458
No 19 (82.6) 10 (90.9) 9 (75.0)

Lymphatic invasion**

Yes 2(8.7) 0 (0.0) 2 (16.7) 0.478° 0.587
No 21 (91.3) 11 (100.0) 10 (83.3)

Venous invasion™**

Yes 2 (8.7) 1(9.1D) 1(8.3) 0.949° 0.587
No 21 (91.3) 10 (90.9) 11 (91.7)

Perineural invasion**

Yes 4(17.4) 1(9.1D) 3 (25.0) 0.590° 0.014
No 19 (82.6) 10 (90.9) 9 (75.0)

Mucinous tumor™**

Yes 3 (13.0) 109.1) 2 (16.7) 0.590° 0.284
No 20 (87.0) 10 (90.9) 10 (83.3)

Signet ring cell tumor**

Yes 2(8.7) 0(0.0) 2 (16.7) 0.478° 0.114

No 21 (91.3) 11 (100.0) 10 (83.3)

*Values are given as median (minimum-maximum)
** Values are given as n (%)
'Mann-Whitney U *chi-square test, *Fisher’s exact test

‘Spearman’s rho correlation test (Correlation with recurrence)

LVI, extramural venous invasion, metastatic LN number, the 5-year local recurrence rate increases to 24.1%, and the
PNI and especially RSM positivity have been considered systemic recurrence rate increases to 35.5%."> Consensus has
as risk factors.2"#910.11.12 DSM stands out as another factor not been reached on the minimum safe distance. Repeated
affecting the decision for sphincter-sparing surgery in attempts at the treatment of local recurrence in rectal cancer

patients without RSM involvement. In cases of involvement, have a low chance of success.'* For this reason, surgeons
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may prefer the APR technique, especially if DSM <10 mm is
detected. However, life with a permanent stoma is not the
first choice of any individual.

In the current NCCN rectal cancer guidelines, it is

minimum follow-up period of 5 years is required to detect
80% of local recurrences, the median follow-up period
of 29 months for the group with DSM <10 mm may be
misleading.'® In a recent study of 88 patients with similar

recommended to obtain a DSM of 5 cm for upper rectum
tumours and 10-20 mm for sphincter-sparing surgery
for middle and distal rectal tumours.®> Sufficient DSM is
associated with intramural and distal mesorectal lymphatic
spread.* Distal intramural spread (DIS) rarely exceeds 2-3 10

methodology, the local recurrence rate was 6.1% in the DSM

<10 mm group and 5.5% in the DSM 210 mm group, which

Survival Functions
Distal_10mm

T
-2
~+— 1-censored
—+—2-censored

cm.'? Apart from its direct effect on mesorectal invasion, it
has been found that there is a significant relationship between o
DIS, the number of metastatic LNs, T stage and tumour
diameter.”*>! LN metastasis plays a role in mesorectal
tumour spread independent of DIS.'” These results suggest

Cum Survival

that the risk of local recurrence may especially increase at a
distance of <1 cm in patients with locally advanced disease.
No local recurrence was detected in any of the patients
during a median follow-up period of 72 (6-158) months,
while systemic recurrence was detected in 3 patients in the

0 50 100 150 200

DSM =10 mm group. No statistically significant difference DES_month
was found between the groups in terms of recurrence, DFS

Fi 2. DFS (Di - ival); Log Rank (Mantel-C =0.184
and OS (Table 1, Figure 2). However, considering that a 1gure (Disease-free survival); Log Rank (Mantel-Cox) p

Table 3. The distribution of clinical and pathological stages among the groups and their correlation with recurrence. All values are
given as n (%)

1 0(0) 0(0) 0(0)

cT 2 3(13.0) 2 (18.2) 1(8.3) 0.484 0.495
3 20 (87.0) 9 (81.8) 11 (91.7)
0 5Q21.7) 3(27.3) 2 (16.7)

cN 1 6 (26.1) 4(36.4) 2 (16.7) 0.339 0.950
2 12 (52.2) 4 (36.4) 8 (66.7)
1 0(0) 00 0(0)

cTNM 2 5Q21.7) 3(27.3) 2 (16.7) 0.538 0.602
3 18 (78.3) 8 (72.7) 10 (83.3)

B. Pathological stage
1 4(17.4) 3(27.3) 1(17.4)

pT 2 7 (30.4) 4(36.4) 3(30.4) 0.343 0.120
3 12 (52.2) 4 (36.4) 8 (66.7)
0 17 (73.9) 9 (81.8) 8 (66.7)

pN 1 2 (8.7) 2 (18.2) 0 (0.0) 0.046 0.030
2 4174 0 (0.0) 4(33.3)
1 8 (34.9) 6 (54.5) 2 (16.7)

pITNM 2 9 (39.1) 3(27.3) 6 (50.0) 0.163 0.077
3 6(26.1) 2 (18.2) 4(33.3)

*Chi-Square test, ‘Spearman’s rho correlation test (Correlation with recurrence), DSM: Distal surgical margin
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suggested that the results might change in the following
period.” Another reason for the absence of local recurrence
in our series might be performing APR in patients with
worse pathological features (LVI, PNI, surgical margin
positivity, poor differentiation).'”* In accordance with our
methodology, there was no positive surgical margin and no
extramural venous invasion in our study. The rates of LVI,
PNI and poor differentiation were 13.4%, 17.4% and 21.7%,
respectively.

It has been shown that tumour regression may occur in a
scattered manner and small tumour deposits may remain
after neoadjuvant CRT."?'?? Mezhir et al.'® calculated
this rate as 55% and reported that DIS rarely exceeded 1
cm. Chiemelik et al.”? found similar DIS (57%) rates and
recommended a minimum DSM of 1 cm. Despite these
findings, many clinical studies reported that DSM <1 cm
did not increase the risk of recurrence.**1:17181° Manegold
et al.'"” reported that there was no difference between the
groups in terms of recurrence when the 1 cm threshold was
accepted for DSM following neoadjuvant CRT. Although
similar results were reported in the Polish cohort study, it
was a handicap to include patients with short- and long-term
CRT without subgrouping in the study design.** It has been
suggested to obtain 5 mm DSM by Kusters et al.'” Han et al.!!
reported that DSM <1 cm did not increase local and systemic
recurrence, even in patients not given RT. In another study
sharing similar results, it was noted that the absence of
neoadjuvant CRT increased the risk of local recurrence 2.2
times.”” Andreola et al.” reported that DSM did not pose a
risk for recurrence other than margin positivity,and Bujko et
al.* reached the same result in a systematic review.
Thereare also authors who find DSM <1 cm risky.'*!*2° Farhat
et al.?® reported that DSM increased recurrence. There were
no homogeneous groups in that study because patients with
stage 4 disease and patients who underwent APR and local
excision were included. In another study, which reported
that DSM < 8 mm increased the risk of recurrence, it was not
possible to associate DSM with the results; this is because
RSM positivity was included and patients with upper rectum
tumours and stage 4 disease were included.’” Zeng et al.®
reported 12.4% local and 26.4% systemic recurrence in the
median 61 month follow-up period in patients with a distal
margin of 1-2 mm. Although 80% of the patients in the
study group consisted of individuals with stage 2-3 disease,
the neoadjuvant CRT ratio was 21.6%, leading to the results
being questioned.

When the factors were examined that affected the recurrence
of patients who underwent sphincter-sparing resection
after neoadjuvant CRT, which was our secondary aim, a
significant relationship was found between young age, large
tumour size, number of LN metastases, presence of PNI and

recurrence. The relationship between age and recurrence
is a frequently studied parameter, and it is accepted that
recurrence increases and survival is shortened under the age
of 55 years.?”*® In our series, the median ages of the patients
with and without recurrence were found to be 37 (30-51)
and 56 (33-73) years, respectively. It was observed that
there was a significant negative correlation between age and
recurrence (Table 1).

Although it is accepted that tumour size has an effect on the
recurrence of colon tumours, the same relationship has not
been generally accepted in rectal tumours. Few publications
have reported that tumour diameter > 5 cm is a prognostic
risk factor and is associated with the T stage.?*° In our series,
tumour diameters in patients with and without recurrence
were 4.4x2.2 and 2.0£0.8 cm, respectively (measured as
mean =+ standard deviation). A significant relationship was
found between size and recurrence (Table 1). However,
no relationship was found between the c¢T/pT stage and
recurrence (Table 3).

It is known that LN metastasis increases recurrence in rectal
cancer.>810.1L1217.2331 T our study, it was observed that the
ypN stage was significantly higher in the DSM 210 mm group
(p=0.046) and was significantly associated with recurrence
(Table 3). The mean + standard deviation numbers of
metastatic LN in patients with and without recurrence
were found to be 8.0£7.2 and 1.4+4.0, respectively. The
relationship between the number of metastatic LNs and
recurrence was confirmed in the analysis performed on the
numerical parameters (Table 2). Our findings supported the
negative role of LN metastases in recurrence.

Another independent prognostic factor that is accepted in
colorectal malignancies is the presence of PNL®¥% In a
recent study, it was observed that many structures, including
lymph nodes, were shrunk or disappeared with neoadjuvant
CRT, while the presence of PNI did not change.’! Based on
this, the author suggested that the presence of PNI might be
associated with radioresistant cells and a poor prognosis. In
our series, 3 (75%) of 4 patients with PNI had LN metastasis
and a strong correlation was observed between PNI and
recurrence (Table 2).

“Should the stapler doughnuts be part of the surgical
margin?” is a common topic of discussion. Stapler doughnut
involvement is an independent determinant of OS in
proximal gastrointestinal malignancy surgery.’> However,
its role in rectal surgery is being discussed with increasing
frequency after Pullyblank et al.?® suggested that histological
examination of the stapler doughnut has no effect on
treatment. Many researchers have reported similar results,
and it has even been suggested that this investigation
causes a waste of time and resources.>**>* Technically, the
stapler doughnut cannot fully reflect the surgical margin
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as it cannot surround the entire rectal stump. Therefore, it
is recommended to consider the surgical margin as positive
in patients with margin involvement but without stapler
doughnut involvement.*” Apart from these considerations,
the fact that there is not enough tissue left to use for the stapler
in distally located tumours is another technical difficulty.
In our study, reconstruction was performed manually in
approximately 82% of patients with DSM <10 mm.

Study Limitations

The limitations of our study were the 29-month median
follow-up period of the target group, retrospective and
single-centre study design, and the low number of patients.
It should be kept in mind that the absence of extramural
venous invasion and low number of patients with LVI
(n=3), which are among the factors known to be effective
on recurrence, in our study group may have affected our
recurrence results.

The decision about surgical method in locally advanced
rectal cancers is multi-factorial and complex. Oncologically
safe DSM distance is controversial in mid-distal rectal
cancer surgery. Controversial results may arise from
differences in surgical experience, patient density, and
treatment protocols as well as methodological differences.
Considering the functional results, the remaining distance
is more important than the removed one. Intersphincteric or
partial sphincteric resections can reduce quality of life while
enabling life without stoma. For a comfortable life, surgeons
sometimes prefer to approach the tumour. As the evidence
for safe DSM becomes more sufficient, there will be changes
in our surgical practice. Before making a decision about
APR, the involvement of the sphincter, the presence of poor
prognostic factors, the presence of negative surgical margins
and patient preferences should be evaluated in detail.

Conclusion

In this study, it was observed that DSM <10 mm did not pose
an oncological risk, provided that all surgical boundaries
were clean. Young age, presence of perineural invasion,
metastatic LN number and large tumour diameter were
identified as risk factors associated with recurrence.
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Endoscopic Pilonidal Sinus Treatment (EPSIT)
Experience of a Provincial Hospital in Eastern Turkey

Tarkiye’nin Dogusur_lda Bir Tagra Hastanesinin Endoskopik Pilonidal
Sinls Tedavisi (EPSIT) Deneyimi

@ Rifat Pekso6z1, ® Mehmet Can2

Mus State Hospital, Clinic of General Surgery, Mus, Turkey
2Mus State Hospital, Clinic of Pediatric Surgery, Mus, Turkey

[ ABSTRACT -

Aim: Pilonidal sinus (PS) is an inflammatory disease of the sacrococcygeal region that negatively affects the life of the individual. Although there are
many treatment modalities for the disease, a gold standard treatment method has not yet been determined. It was aimed to compare the endoscopic
PS treatment method with other treatment methods in pediatric patients treated for PS in a second-line provincial hospital.

Method: After obtaining approval from Erzurum Regional Training and Research Hospital Ethics Committee with the decision number 2020/06-
66, pediatric patients under 18 years of age who were operated for PS in Mus Provincial Hospital between January 2017 and January 2020 were
retrospectively analyzed. Patients were operated in the prone position, under spinal anesthesia by using total excision + primary closure, total excision
+ limberg flap, and endoscopic PS treatment (EPSIT) + phenol application methods. Patients’ age, gender, length of hospital stay, time to return to
work or school, and minor and major complications were analyzed.

Results: Forty eight patients in pediatric age group were included in the study. The average age of the patients was 16,18 years; 20 (41.6%) of the
patients were male and 28 (58.3%) were female. The hospitalization period was 3,48 days and the average follow-up period was 480 days (16 months).
Time to return to work was 10,6 (3-28) days. Forty-eight patients underwent surgery. Limberg flap method was used in 13, primary closure method
in 9 and EPSIT method in 26 patients. Six patients had recurrence, 5 patients developed minor complications such as seroma and necrotic fat tissue.
The hospitalization period was 2 days and the time to return to work was 4.46 days in patients who underwent the EPSIT method, which was superior
to the other two methods. The biggest disadvantage of the EPSIT method was the recurrence rate (n=4 patients, 15.3%).

Conclusion: Although the recurrence rate of the EPSIT method with phenol application is high, it is more advantageous than other methods due to
the short time to return to work or school and shorter hospital stay.

Keywords: Pilonidal sinus, EPSIT, pediatric patient

Jamosers

Amac: Pilonidal sintis (PS) bireyin yasamimi olumsuz etkileyen sakrokoksigeal bolgenin enflamatuvar hastaligidir. Hastalik icin bircok tedavi
modaliteleri olmasina ragmen hentiz altin standart bir tedavi yontemi belirlenmemistir. Bu calismada, ikinci basamak bir devlet hastanesinde PS
nedeniyle tedavi edilen pediyatrik hastalarda endoskopik PS tedavi yontemi ile diger tedavi yontemlerinin karsilastirilmasi amaclanmistir.
Yontem: Erzurum Bolge Egitim ve Arastirma Hastanesi Etik Kurulundan 2020/06-66 karar numarasi ile onay alindiktan sonra Ocak 2017-Ocak
2020 arasinda Mus Devlet Hastanesinde PS nedeniyle ameliyat edilen 18 yas alt1 pediyatrik yas grubu hastalar retrospektif olarak incelendi.Hastalar
spinal anestezi alunda prone poziyonunda total eksizyon + primer kapama, total eksizyon + limberg flep ve EPSIT + fenol uygulamasi yontemleri
uygulanarak ameliyat edildi. Olgularin yaslari, cinsiyetleri, hastanede kahs sureleri, ise doniis ya da okula baslama sureleri, gelisen mindr ve major
komplikasyonlari incelendi.

Bulgular: Calismaya 48 pediyatrik yas grubu hasta dahil edildi. Hastalarin yas ortalamasi 16,18 yil idi. Hastalarin 20’si (%41,6) erkek, 28'i (%58,3)
kadindi. Hastanede yatis siiresi 3,48 giin ve ortalama takip stiresi 480 giin (16 ay) idi. Hastalarin ise donts stresi 10,6 (3-28) gun idi. On tctinde
limberg fleb yontemi, 9'unda primer kapama, 26’sinda EPSIT yontemi kullanilarak 48 hastay ameliyat yapildi. Alu hastada niiks, 5 hastada seroma ve
nekrotik yag dokusu gibi minér komplikasyon gelisti. EPSIT yontemi uygulan hastalarin hastanede kalma siiresi 2 gun, ise doniis suresi 4,46 giin idi
ve diger iki yonteme tustun oldugu goruldu. Niks oraninin %15,3 (n=4) olmasi bu yéntemin en bitytuk dezavantajidir.
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Sonug: Fenol uygulamali EPSIT yonteminde niiks orani fazla olmakla birlikte ise ya da okula déniis zamanimnin kisalig1 ve hastanede yatis siiresinin

az olmasi nedeniyle bu yontem diger yontemlerden avantajlidir.
Anahtar Kelimeler: Pilonidal sintis, EPSIT, pediyatrik hasta

Introduction

Pilonidal sinus (PS) is a common inflammatory disease of
the sacrococcygeal region associated with obesity, sedentary
lifestyle, local irritation and hirsutism. Sacrococcygeal PS
is more common in young adults, especially in men."* The
ideal method for PS treatment should have minimal excision
and low recurrence rates. Moreover, the best treatment
should have features such as short hospitalization time, rapid
return to normal life, minimum loss of labor and minimal
scar.’ There are different approaches in surgical treatment of
PS, and in recent years, endoscopic methods have started to
be used in PS treatment with the more frequent application
of endoscopic methods in different fields of medicine.

In this study, it was aimed to compare endoscopic PS
treatment and other surgical methods applied in pediatric
patient group in a second-line provincal hospital and to
discuss the results on the verge of literature information.

Material and Methods

Pediatric patients under the age of 18 years who were operated
for PS disease in Mus Provincial Hospital between January
2017 and January 2020 were retrospectively analyzed with
the Kardelen software system of the hospital after obtaining
approval from Erzurum Regional Training and Research
Hospital Ethics Committee with the decision number
2020/06-66. Patients were operated in the prone position,
under spinal anesthesia by using total excision + primary
closure, total excision + Limberg flap, and endoscopic PS
treatment (EPSIT) + phenol application methods. A routine
drain was placed in the Limberg flap method and primary
closure method.

Statistical Analysis

Age, gender, length of hospital stay, time to return to work,
and minor and major complications of the patients were
recorded. SPSS 22 program was used for statistical analysis.
The one-way analysis of variance (ANOVA) was used for
statistical analysis. Cases were expressed as numbers and
percentages.

The Stages of The Endoscopic PS Treatment Process

1: While the patient is in the prone position, both gluteal
areas are taped with a plaster and pulled laterally. The
surgeon is arranged on the left of the patient with the
monitor on the right of the patient.

2: Hairs and debris are cleaned by widening the sinus mouth
with a clamp.

3: The cystis entered with the cystoscope, the hairs and debris
are cleaned with the brush sent through the cystoscope, the
remaining parts are taken out with forceps.

4: Granulated tissue in the cyst cavity is cauterized with
monopolar in the presence of 5% mannitol (energy used 20
watts)

5: The edges of the sinus mouth are protected with
nitrofurazone cream, injected into the cyst cavity (80%
phenol + 20% alcohol) and the operation is terminated with
wound dressing.

(Figure 1, 2, 3,4, 5)

Figure 1. 1: Brush, 2: Monopolar cautery, 3: Phenol fluid, 4: Cystoscope,
5: Forceps

Features of the cystoscope: Cystoscope lensed with an angle of 5° has optical
channel, irrigation channels and working channels. Working channel length is
14 cm, outer diameter of the channel is 6 charr (2 mm), inner diameter is 5 charr

48

Figure 2. Cleaning the hairs with a clamp with a brush
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Results

Forty eight patients under the age of 18 years who were
operated for PS disease in Mus provincial hospital were
examined. The mean age of the patients was 16.18+1.16 (12-

Figure 3. Removing remaining hair and debris

Figure 4. Monopolar cauterization of the cyst cavity

7
}‘.‘ e

Figure 5. 7 day after surgery

18) years, 20 (41.6%) of the patients were male, 28 (58.3%)
were female. The length of stay in the hospital was 3.48+1.9
days. The average follow-up period was 480196 days (54-
780). The time to return to work was 10.6+8 (3-28) days.
Forty eight patients were operated, including 26 with EPSIT
method, 13 with Limberg flap method and 9 with primary
closure. The recurrence and minor complication rate in the
EPSIT method was 4 (15.3%), the recurrence and minor
complication rate was 1 (7.6%) in the Limberg method, and
1 (11.1%) patient operated with the primary closure method
had recurrence (Table 1).

Limberg surgery was performed in 3 of the patients who were
operated with the EPSIT method and developed recurrence.
Although the superficial tissue ultrasonografi finding of 1
patient was compatible with recurrence, the patient was
followed up because he did not have active complaints.
EPSIT method was applied to the patient who was operated
with the Limberg method and developed recurrence. The
control follow-ups of the patient who developed recurrence
following primary closure were not reached.

Stay in the hospital and time to return to work/school were
significantly shorter in the EPSIT method, while recurrence
rate was significantly higher in the EPSIT method compared
with other methods (p<0.05). The effect size of the test was
0.76.

Discussion

PS is a common inflammatory disease of the sacrococcygeal
region, which is seen especially in young men, significantly
affects the quality of life, and can lead to absenteeism in work
and school life.* The incidence of the disease is 26/100,000,
and it usually occurs in male patients between the ages
of 15-30, and it is twice as common in men compared to
women.'?

In the study conducted by Bicer et al.” in a group of pediatric
patients, the mean age of the patients was 15.9 years and the
male/female ratio was 1.7.In the study conducted by Pini
Prato et al.% in a group of 43 pediatric patients, the mean
age of the patients was 15 years and 53% of the patients
were female. In our study, the mean age of the patients was
16.18 years and 58.3% of them were girls. The mean age of
the patients was consistent with the literature, but unlike
many studies in the literature, the rate of female patients
was higher. Considering the sociocultural structure of
our region; we thought that it was caused by the girls not
working but staying at home, the lack of self-care, and the
low number of patients in the study.

There are many treatment methods in PS treatment, however
these treatments should be simple and effective. Although
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Table 1. Patient characteristics, clinical data and results

EPSIT 26 (54.1%) 16.11 9/17 2

Total
excision

+ limberg
flap repair

13 27%) 16.07 9/4 6.25

Total
excision
+ primary
closure

9 (18.7%) 16.55 2/7 4.11 516

EPSIT: Endoscopic pilonidal sinus treatment, M: Male, F: Female

many techniques have been defined in the last century, there
is still no clear treatment procedure.*’

The main method used in PS treatment is surgical excision,
and many methods are used to close the defect, such as
total excision + primary repair, leaving the wound open,
marsupialization, Karydakis method, Limberg flap, and
V-Y advancement flap.® Total excision + primary repair and
Limberg flap method are commonly used open surgical
methods. Some surgeons report good results regarding
primary closure, but the problematic side of this method
is the high rate of recurrence and infection.! In the
literature, the recurrence rate in the primary closure method
varies between 0 and 42%. In the study by Can et al.’*, the
recurrence rate was 18.4%. The recurrence rate was found
to be 3% in 103 patients operated by Tocchi et al.'* with
the primary closure technique. In our study, recurrence
developed in 1 (11.1%) patient in whom excision + primary
closure method was used and no minor complications
developed. The high rate of recurrence was considered due
to the small number of patients.

The primary closure method is the ideal method in primary
disease, but wide excision and flap methods should be used
in most difficult-to-treat patients with recurrence and non-
healing wounds.”” In recent years, flap techniques have
been at the forefront and have been shown to be superior
to primary techniques. However, complications such as
dehiscence, seroma and wound infection can be seen. The
recurrence rate in flap methods is less than other methods
and varies between 0-20%.'* In a large study of 767 patients
by Osmanoglu et al.", recurrence was found in 11.6% of
300 patients who underwent lesion excision and primary

414,96

584,46

Limberg
method in 3
patients

4.46 4 (15.3%) 4 (15.3%)

EPSIT in 1

2023 patient

1 (7.6%) 1(7.6%)

No follow-
up

14.66 0 1(11.1%)

closure, and 193 patients (4.7%) who underwent Limberg
flap. The recurrence rate was 3.1% and the infection rate
was 6.5% in 353 patients who underwent limberg flap
surgery in the study by Mentes et al.'e. In our study, the
rate of recurrence and minor complications in the patient
group who were operated with Limberg method was 7.6%
in parallel with the literature.

The size of the incision is inversely proportional to wound
healing. In the minimal open incision method, wound
healing is faster and the hospital stay is shorter than the wide
incision method.'”!® In our study, the length of hospital stay
and the speed of wound healing were inversely proportional
to the size of the incision.

Patient satisfaction is low due to large scarrings in open
methods and flap procedures.”” On the other hand,
minimally invasive techniques are frequently preferred by
surgeons and patients because of their advantages such as
early discharge from hospital and rapid return to work.*
In recent years, with the more frequent use of endoscopic
methods in different fields of medicine, endoscopic methods
have been used in PS treatment. Endoscopic PS surgery is
a new invasive technique that has many advantages over
other techniques. This technique allows the surgeon to
directly visualize PS, fistula tract and abscess, and to achieve
hemostasis. In this technique, the PS and sinus tract are
removed endoscopically, hair follicles and keratin debris
are destructed, and the granulation tissue can be cauterized.
Phenol applied with EPSIT has antiseptic, anesthetic and
strong sclerosing properties. Since the external orifice is
used for the procedure, it provides good aesthetic results,
scar scars up to 5 mm, no stitches and tension. EPSIT has
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advantages such as early return to work, minimal pain, no
wound infection and no wound opening.**!**

In the study conducted by Meinero et al.*, the mean time
to return to work after surgery in a 12-month follow-up was
2+0.5 days and the recurrence rate was 5%. The recurrence
rate was found to be 5% in the patient group of 77 patients
in whom the EPSIT method was applied by Giarratano et al.*
In the study conducted by Prato et al.%, the average length of
stay in the hospital was 24 h (12-72 h), the recurrence rate
was 12% and the complication rate was 14% in a 4-month
follow-up period. In our study, the follow-up period of
the patients was 415 days (13.8 months) and the time to
return to work was 4.46 days, and the rate of recurrence
and minor complications was 15.3%. We think that the high
rate of recurrence was due to the patients’ lack of self-care
and our new EPSIT experience. Patients should be offered
postoperative wound care, personal hygiene, and hair
epilation to reduce recurrence.

Although the recurrence rate is higher than the other two
surgical methods, the EPSIT method is a minimally invasive
procedure that can be preferred due to the short duration of
hospitalization and short time to return to work or school
life.

Study Limitations

The limitation of our study was that it was a retrospective
study and a healthy comparison could not be made due to
the low number of patients operated with other methods
other than EPSIT. We believe that the examination of
patients who are operated with EPSIT and other alternative
methods in the same hospital will contribute more to the
literature.

Conclusion

Although PS disease is common in pediatric patients, there
are few articles in the literature. Studies on this subject should
be increased. Although PS disease is common, a standard
treatment method has not been defined yet. The treatment
method is determined according to the surgeon’s preference,
the patient’s request, and the extent of the disease. Although
the recurrence rates are high, the EPSIT method is a simple,
reliable and ideal method that can be accepted by physicians
and patients due to the short duration of hospital stay, less
time to return to school especially in children. Also, it can
be performed even in secondary state hospitals.
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Effect of Body Mass Index and Fat Mass Measured
Using a Tanita Body-fat Analyser on Caecal Intubation
Time: A Prospective Clinical Study

Tanita Vicut Yag Analizérii Kullanilarak Olgiilen Viicut Kitle indeksi ve
Fat Mass’in Cekal Entiibasyon Siresi Uzerindeki Etkisi: Prospektif Klinik
Calisma

© Ufuk Arslan

Bursa Yiiksek ihtisas Training and Research Hospital, Clinic of General Surgery, Bursa, Turkey

[HT ABSTRACT I ——

Aim: Factors such as the endoscopist’s experience, bowel preparation and past abdominal surgery all affect caecal intubation time (CIT) in colonoscopy
procedures. The present study investigated the effects of body mass index (BMI) and fat mass on CIT.

Method: The data of 110 patients who underwent colonoscopy and CIT measurement that was performed by a single endoscopist as part of colorectal
cancer screening in our clinic between February 2020 and March 2020 were prospectively reviewed. The demographic data of the patients were
recorded, along with any history of abdominal surgery, use of additional manoeuvers, BMI, fat mass measurements and CITs. The fat mass and BMI
values were measured using a Tanita body-fat analyser device. The results were compared using statistical methods.

Results: CIT was found to be lower in females than in males (p<0.001). In addition, it was longer in patients with a history of abdominal surgery
and in those who required additional manoeuvers during the colonoscopy (p=0.027) (p<0.001). No statistically significant relationship was found
between BMI and CIT (p=0.199). In an evaluation of all the patients, a significant relationship was found between fat mass and CIT (p=0.034).
Conclusion: CIT decreases with increasing total body fat mass, regardless of the BMI. Our findings suggest that fat mass has a greater influence than
BMI on CIT for a colonoscopy.

Keywords: Body mass index, caecal intubation time, fat mass, colonoscopy

111 O Z

Amac: Kolonoskopi uygulamasinda cekum enttibasyon siiresine (CIT) endoskopistin deneyimi, barsak hazirlig1 ve gecirilmis abdominal operasyonlar
gibi faktorler etki etmektedir. Bu ¢alismanin amaci viicut kitle indeksi (VKI) ve fat massin CIT’ye etkisini arastirmakur.

Yontem: Subat 2020-Mart 2020 arasinda klinigimizde kolorektal kanser taramasi amaciyla tek endoskopist tarafindan kolonoskopi yapilan ve CIT
olculen 110 hastanin verileri prospektif olarak kaydedildi. Hastalarin demografik verileri kaydedildi, gecirilmis abdominal cerrahi, ek manevra
kullanimi, VKI ve fat mass ol¢tum degerleri ve CIT degerlendirildi. Fat mass ve VKI degerleri Tanita viicut yag analizort cihazi ile olculda. Sonuclar
istatistiksel olarak karsilastirildi.

Bulgular: CIT kadinlarda daha kisa bulundu (p<0,001). Gegcirilmis abdominal cerrahisi olan ve kolonoskopi sirasinda ek manevra kullanilan hastalarda
CIT daha uzun bulundu (p=0,027) (p<0,001). VKT ile CIT arasinda istatistiksel anlamh fark bulunmadi (p=0,199). Hastalarin tiimii incelendiginde fat
mass ile CIT arasinda istatistiksel anlamh fark bulundu (p=0,034).

Sonug: VKI'den bagimsiz olarak total viicut fat mass degeri arttikca CIT kisalmaktadir. Kolonoskopi sirasinda CI stiresine fat mass'in, VKi’den daha
fazla etkisinin oldugunu distniyoruz.

Anahtar Kelimeler: Vicut kitle indeksi, cekum entitbasyon stiresi, fat mass, kolonoskopi
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Introduction

Colonoscopy is an effective and important procedure used
in the diagnosis and treatment of colorectal diseases.'?
Caecal intubation is the most important parameter when
evaluating the success of a colonoscopy procedure, and it
is essential for a comprehensive examination of the colon.?
Caecal intubation time (CIT) is defined as the time needed
to reach the caecum after inserting the endoscope into the
anal canal.® Caecal intubation is considered complete with
the ileocaecal valve and appendiceal orifice are visualised.* A
prolonged CIT indicates difficulty in performing a complete
colonoscopy.’

Many factors affect the CIT in colonoscopy, the most
important of which are age, sex, history of abdominal
surgery, insufficient bowel preparation, experience of the
endoscopist, body mass index (BMI) and visceral fat tissue.®’
It is important to recognise these factors, as they may guide
the operator in identifying patients who are prone to a
prolonged colonoscopy time, thus aiding in selecting the
appropriate sedation and analgesia for the procedure.’

A low waist circumference and visceral fat mass are known to
prolong the colonoscopy duration.® Additionally, prolonged
procedural time is seen in the presence of insufficient bowel
preparation and the use of additional manoeuvers in patients
with high BMIs.®

There is limited available data regarding the relationship
between CIT, fat mass and BMI during colonoscopy. This
prospective study aimed to evaluate the effect of fat mass
and BMI on CIT.

Material and Methods

The data of 110 patients who underwent colonoscopy for
colorectal cancer screening in our hospital between February
2020 and March 2020, and whose CIT was determined
during colonoscopy, were prospectively reviewed. Detailed
information about the study was provided to the patients,
and their written informed consent was obtained. The study
was conducted in accordance with the principles of the
Helsinki Declaration, and was approved by the local ethics
committee (number: 2011-KAEK-25 2020/02-07).

The study included outpatients aged between 18-80 years.
In line with the World Health Organisation, patients were
divided into two groups: younger than 65 and older than 65
years. Patients whose colonoscopy procedure could not be
continued due to insufficient bowel preparation, those who
did not give their informed consent and those with colonic
polyps, diverticula, tumours or history of colon surgery,
were excluded from the study.

The time taken to pass from the start of the anal canal
to complete caecal intubation with visualisation of the

ileocecal valve and the appendiceal orifice was determined
for each patient in the endoscopy unit. The BMI and fat
mass of each patient were measured before the procedure,
using a Tanita body-fat analyser device. Colonoscopies were
performed in a single centre, by the same endoscopist. For
bowel preparation, all the patients were placed on a low-
fibre diet for two days prior to the procedure and ingested
a polyethylene glycol solution (Golytely®) in divided doses
before the procedure. All the colonoscopy interventions
were performed in the endoscopy unit under sedoanalgesia.

Statistical Analysis

Demographic data of the patients, previous non-colonic
surgeries, the use of additional manoeuvers during the
procedure, CIT, BMI and fat mass were recorded and
evaluated.

The normal distribution of the CIT results was verified with
a Shapiro-Wilk test and median CIT values were reported
(interquartile range). Mann-Whitney U and Kruskal-
Wallis tests were used to compare the CIT measurements
between the groups. The relationships between CIT, age
and fat mass were analysed using a correlation analysis,
and the Spearman’s correlation coefficient was calculated.
The statistical analysis was carried out using the Statistical
Package for Social Sciences (SPSS IBM Corp. Released 2012.
IBM SPSS Statistics for Windows, Version 21.0. Armonk,
NY: IBM Corp.) software, and a p value of less than 0.05 was
considered statistically significant.

Results

The study comprised 110 patients. No complications were
recorded during or after the colonoscopy. However, caecal
intubation could not be performed in two patients due to
a long sigmoid colon and excessive loop formation. Of the
patients, 51.8% were males and 48.2% were females; 72.7% of
the patients were aged 65 years or younger, with 27.3% aged
older than 65 years. A history of non-colorectal abdominal
(hysterectomy, prostatectomy,
herniorrhaphy, caesarean section, etc.) was noted in 19% of
the patients. Additional manoeuvers were required during
the procedure in 27.3% of the patients. The patients were
divided into four groups according to their BMI (Figure 1).

surgery myomectomy,

Demographic data of the patients, previous non-colonic
surgeries, the need for additional manoeuvers and the
relationship between BMI and mean CIT were evaluated
(Table 1). It was found that CIT varied according to sex
(p<0.001), with a longer median CIT in males, although
there was no significant difference in CIT between the
two age groups (p=0.460). The median CIT was longer in
patients with a history of abdominal surgery (p=0.027), and
in patients who required the use of additional manoeuvers
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Figure 1. Distribution of BMI among the patients

Table 1. Distribution of the predictors of caecal intubation
time (CIT)

Sex

Male 57 (51.82%) 94

<0.001*
Female 53 (48.18%) 7()
Age (years)
<65 80 (72.73%) 8 (3.75)

0.460°
>65 30 27.27%) 8 (3.25)
Previous surgery
Yes 21 (19.09%) 9 (5.50)

0.027*
No 89 (80.91%) 8(3)
Use of additional manoeuvers
Yes 30 (27.27%) 11 (3.50)

<0.001*
No 80 (72.73%) 8(3)
Body mass index
18.5-24.9 37 (33.64%) 8 (4.50)
25-29.9 42 (38.18%) 8 (4) 0.199"
30-34.9 22 (20%) 8 (3)
=35 9 (8.18%) 7Q2)

CIT: Caecal intubation time was presented as median (interquartile
range)

"Mann-Whitney U test, "Kruskal-Wallis test

(p<0.001). The relationship between CIT and BMI was not
statistically significant (p=0.199).

CIT and the relevant variables were evaluated with a
correlation analysis, and the association between fat
mass, age and CIT is presented in Table 2. When all of
the data were evaluated regardless of sex, no significant
relationship was observed between age and CIT (p=0.21),
while an inverse relationship was found between fat mass
and CIT (p=0.034). In a subgroup analysis of the females,
no association between fat mass and CIT was identified,
whereas an inverse relationship between age and CIT in
females was found (p=0.047). It was therefore concluded
that CIT decreases with increasing age in females. There
was no relationship between CIT, age and fat mass in males.
When the complete patient group was analysed, CIT was
found to decrease with increasing fat mass regardless of sex
(p=0.034).

The relationship between CIT and BMI in males and females
was evaluated (Table 3). No significant relationship was
observed between CIT and BMI in both the male and female
groups (p=0.631 and p=0.890) (Figure 2).

Discussion

When investigating the effect of BMI and fat mass on CIT,
we need to minimise the number of variables. The most
important factor affecting the success of a colonoscopy
is the experience of the endoscopist and the procedural

Table 3. Comparison of CIT according to BMI within sex
groups

n CIT n CIT
Body mass index
18.5-24.9 19 703) 18 9 (4.25)
25-29.9 15 8(3) 27 9(5)
30-34.9 14 6(3.25) 8 8.50 (1.75)
=35 5 6 (1) 4 8 (5.25)
p value 0.631° 0.890°

CIT: Caecal intubation time was presented as median (interquartile
range)

PKruskal-Wallis test

Table 2. Relationship between caecal intubation time (CIT) and age and fat mass

0.097
0.047 0.05

Fat mass -0.23
Age -0.28

CIT: Caecal intubation time, r_: Spearman’s correlation coefficient

-0.14

0.305
0.717

-0.20
-0.12

0.034
0.210
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Figure 2. Caecal intubation time by BMI and sex
BMI: Body mass index

volume.”!® Thus, all the procedures in the present study
were performed by a single endoscopist using the same
standard protocol.

Numerous studies in the literature have suggested that sex
may be significant in decreasing or increasing the CIT.!'12
However, the most important factor affecting this parameter
was found to be the sharp difference between the number
of male and female patients. In the present study, there was
almost no difference in the number of males and females
and CIT was found to be longer among males (p<0.001).
Previous studies have also identified a positive relationship
between advanced age and CIT,"” which has been attributed
to the increase in colon length and the decreased colonic
elasticity that naturally occurs with age. In our study, caecal
intubation could not be performed in two patients due to a
long sigmoid colon and excessive loop formation (1.78%).
This rate is consistent with the findings in the literature.'
In the overall study population, no significant relationship
was found between age and CIT. The authors consider that
the difference in the effects of sex and age on CIT can be
attributed to the small sample size.

The literature shows that a history of abdominal surgery and
intraabdominal adhesions secondary to previous abdominal
surgeries can prolong the CIT.'>!¢ The present study found
that CIT was prolonged in the case of previous abdominal
surgery (p=0.027), with hysterectomy, in particular, being
found to complicate the colonoscopy.'” Another finding of
our study was that the use of additional manoeuvers during
colonoscopy lengthens the CIT. Changing the position
of the sedated patient during the procedure and applying
compression to the abdomen to resolve the loops may
prolong the CIT.?

BMI is commonly used to measure obesity, although it
does not take into account the intraabdominal fat mass,

does not differentiate between fat and muscle tissue, or
provide information about the type of fat deposited.'® While
computed tomography is undisputedly the optimal approach
to the measurement of intraabdominal fat tissue, this is an
impractical method to use in large numbers of patients, and
has a high cost.”® The present study therefore evaluated the
relationship between BMI, fat mass (measured with a Tanita
body-fat analyser) and CIT.

The relationship between the technical difficulties
encountered in colonoscopies and body weight has been
investigated by many authors. Previous studies have
suggested that obesity can either increase or decrease CIT.'*
Difficult colonoscopies and prolonged CIT in obese patients
have been linked to insufficient bowel preparation.® Patients
with a greater fat mass have loose colonic mesentery due
to the presence of excessive visceral fat tissue. This causes
the development of further bowel loops and the need to use
additional manoeuvers during the procedure.?! This may be
another reason for the prolonged CIT in patients with high
fat mass and BML

Conversely, some studies that reported a relationship
between visceral fat tissue and CIT suggested that CIT
shortens with increasing visceral fat tissue.** The present
study results show that CIT decreases with an increase in
fat mass (p=0.034), a finding that could be attributed to the
direct support of the colon that visceral fat provides within
the pelvis, which thereby allows for the smooth passage of
the colonoscope.?” In previous studies, visceral fat tissue
was measured using computerised tomography (CT) scans
prior to the procedure, a method which is both impractical
and expensive, although it can be used for the isolated
measurement of the abdominal visceral fat tissue. In the
present study, the Tanita body-fat analyser was used due
to its low cost and practicality. Furthermore, the method
applied in the present study evaluates the total body fat mass
ratio rather than the isolated intraabdominal visceral adipose
tissue measured by CT scans. Despite this difference, the
results of the present study are similar to those reported in
the literature.

Prolonged CIT during colonoscopy may lead to
consequences such as respiratory depression, hypotension,
arrhythmia and aspiration.”® For this reason, CIT becomes
even more significant in patients with a high fat mass, who

carry potential risks.

Conclusion

In conclusion, the present study shows that fat mass has a
greater effect than BMI on CIT. Furthermore, a Tanita body-
fat analyser can be used in place of CT due to its lower cost
and practicality, to evaluate the relationship between body
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fat mass and CIT. The present study is the first to evaluate
the effect of fat mass measured by a Tanita body-fat analyser
on CIT. The authors suggest that prospective multi-centre
studies involving larger numbers of patients may provide
more valuable data.

Ethics

Ethics Committee Approval: The study was conducted in
accordance with the principles of the Helsinki Declaration,
and was approved by the local ethics committee (number:
2011-KAEK-25 2020/02-07).

Informed Consent: Obtained.

Peer-review: Externally peer reviewed.

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

References

1. Ozsoy M, Celep B, Ersen O, Ozkececi T, Bal A, Yilmaz S, Arikan Y. Our
results of lower gastrointestinal endoscopy: evaluation of 700 patients.
Ulus Cerrahi Derg 2014;30:71-75.

2. JiaH, Wang L, Luo H, Yao S, Wang X, Zhang L, Huang R, Liu Z, Kang X,
Pan Y, Guo X. Difficult colonoscopy score identifies the difficult patients
undergoing unsedated. BMC Gastroenterol 2015;15:46.

3. Akere A, Otegbayo JA. Complete colonoscopy: impact of patients’
demographics and anthropometry on caecal intubation time. BMJ Open
Gastroenterol 2016;7:e000076.

4. Karapolat B, Kucuktulu U. The Relationship between Waist Circumference
and Cecal Intubation Time in Women. ] Coll Physicians Surg Pak
2018;28:872-874.

5. Anderson JC, Messina CR, Cohn W, Gottfried E, Ingber S, Bernstein G,
Coman E, Polito J. Factors predictive of difficult colonoscopy. Gastrointest
Endosc 2001;54:558-562.

6. Chung GE, Lim SH, Yang SY, Song JH, Kang HY, Kang SJ, Kim YS, Yim JY,
Park MJ. Factors that determine prolonged cecal intubation time during
colonoscopy: impact of visceral adipose tissue. Scand ] Gastroenterol
2014;49:1261-1267.

7. Nagata N, Sakamoto K, Arai T, Niikura R, Shimbo T, Shinozaki M, Noda
M, Uemura N. Predictors for cecal insertion time: the impact of abdominal
visceral fat measured by computed tomography. Dis Colon Rectum
2014;57:1213-1219.

8. Jain D, Goyal A, Uribe J. Obesity and cecal intubation time. Clin Endosc
2016;49:187-190.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Bernstein C, Thorn M, Monsees K, Spell R, O’Connor JB. A prospective
study of factors that determine cecal intubation time at colonoscopy.
Gastrointest Endosc 2005;61:72-75.

Moon SY, Kim BC, Sohn DK, Han KS, Kim B, Hong CW, Park BJ, Ryu KH,
Nam JH. Predictors for difficult cecal insertion in colonoscopy: The impact
of obesity indices. World ] Gastroenterol 2017;23:2346-2354.

Hsieh YH, Kuo CS, Tseng KC, Lin HJ. Factors that predict caecal insertion
time during sedated colonoscopy: the role of waist circumference. J
Gastroenterol Hepatol 2008;23:215-217.

Krishnan P, Sofi AA, Dempsey R, Alaradi O, Nawras A. Body mass
index predicts cecal insertion time: the higher, the better. Dig Endosc
2012;24:439-442.

Sadahiro S, Ohmura T, Yamada Y, Saito T, Taki Y. Analysis of length and
surface area of each segment of the large intestine according to age, sex and
physique. Surg Radiol Anat 1992;14:251-257.

Tardu A, Turkyillmaz Z, Yilmaz ME, Celik G. Does propofol sedation
increase the cecal intubation rate in colonoscopy? Laparosc Endosc Surg
2017;24:46-49.

Park CH, Lee WS, Joo YE, Kim HS, Choi SK, Rew JS, Kim SJ. Sedation-
free colonoscopy using an upper endoscope is tolerable and effective in
patients with low body mass index: a prospective randomized study. Am J
Gastroenterol 2006;101:2504-2510.

Hull T, Church JM. Colonoscopy -- how difficult, how painful? Surg
Endosc 1994;8:784-787.

Chutkan R. Colonoscopy issues related to women. Gastrointest Endosc
Clin N Am 2006;16:153-163.

Harvard T.H. Boston: Harvard T.H. Chan School of Public Health; c2016.
Chan School of Public Health. From calipers to CAT Scans, ten ways to tell
whether a body is fat or lean (Internet) (cited Feb 2).

Witte TN, Enns R. The difficult colonoscopy. Can ] Gastroenterol
2007;21:487-490.

Park HJ, Hong JH, Kim HS, Kim BR, Park SY, Jo KW, Kim JW. Predictive
factors affecting cecal intubation failure in colonoscopy trainees. BMC Med
Educ 2013;13:5.

Nagata N, Sakamoto K, Arai T, Niikura R, Shimbo T, Shinozaki M,
Noda M, Uemura N. Predictors for cecal insertion time: the impact of
abdominal visceral fat measured by computed tomography. Dis Colon
Rectum 2014;57:1213-1219.

Chung GE, Lim SH, Yang SY, Song JH, Kang HY, Kang SJ, Kim YS, Yim
JY, Park MJ. Factors that determine prolonged cecal intubation time during
adipose Scand ]

colonoscopy:  impact of  visceral tissue.

Gastroenterol 2014;49:1261-1267.




DOL: 10.4274/tjcd.galenos.2020.2020-4-1 _
Turk J Colorectal Dis 2020;30:184-190

The Effects of Using Liposomal Bupivacaine and Aloe
Vera Cream after Haemorrhoidectomy on Postoperative
Pain, Need for Analgesics, Hospitalisation Period and
Return to Work and Social Life

Hemoroidektomi Sonrasi Lipozom Bupivacain ve Aleo Vera Krem
Kullaniminin Postoperatif Agdriya, Analjezik Ihtiyacina, Hospitalizasyon
Suresine, Is ve Sosyal Yasama Ddnuse Etkisi

©® Murat Kanhoz1, ® Ugur Ekici?2

1Cankaya University, Ankara, Turkey
2[stanbul Gelisim University, istanbul, Turkey

ABSTRACT I

Aim: Post-haemorrhoidectomy pain adversely affects the patients’ comfort, length of hospitalisation and return to work/school and social life. We
investigated the effect of liposomal bupivacaine (LB) and aloe vera 2% cream (AVC) on post-haemorrhoidectomy pain and wound healing.

Method: We established four treatment groups: G1, G2, G3 and G4. Then, we applied perianal submucosal 300 mg LB to 20 patients in G1
intraoperatively; perianal 300 mg LB + local AVC to 20 patients in G2, 3 times a day, postoperatively; perianal AVC to 20 patients in G3 3 times a day,
postoperatively and perianal placebo cream to 32 patients in G4 3 times a day, postoperatively. Patients’ pain at rest at the 12, 24" and 36" hours and
the during defaecation at the 36" hour were scored using the visual analogue scale, “0” indicating “no pain” and “10” indicating “unbearable pain”.
We recorded their needs for narcotic analgesics within postoperative 12 and 24 hours and for NSAID within 36 hours, as well as their return to social
life and work and full recovery periods.

Results: The difference was significant between the following groups: G1-G4 (p=0.042) & G2-G4 (p=0.002) in the need for narcotic analgesics
within the first 24 hours, G2-G4 (p=0.002) in pain score at the 12" hour, G2-G4 (p<0.001) in pain score at the 24" hour, G2-G4 (p<0.001) & G3-G4
(p=0.001) in pain score at the 36" hour, G2-G4 (p<0.001) in pain score during defaecation at the 36" hour and G2-G4 (p<0.001) in the return to
work and social life.

Conclusion: We recommend the combined use of LB and AVC after haemorrhoidectomy.

Keywords: Haemorrhoidectomy, liposomal bupivacaine, aloe vera cream, pain, return to work, need for analgesics

O Z

Amac: Hemoroidektomi sonras1 agri, hastanin konforunu, hastanede kalis siiresini, ise, okula ve sosyal hayata dontusunu belirleyen en énemli
etkendir. Lipozom bupivacain (LB) ve aleo vera %2 kremin (AVC) hemoroidektomi sonrasi agr1 ve yara iyilesmesindeki etkinligini arastirdik.
Yontem: G1, G2, G3 ve G4 adi1 alunda dort farkh tedavi grubu olusturuldu. Ligasure cihazi ile hemoroidektomi yapilan hastalardan G1’deki 20
hastaya intraoperatif perianal submukozal 300 mg LB, G2'deki 20 hastaya 300 mg LB (+) anal bolgeye postoperatif giinde ti¢c kez lokal AVC, G3’teki
20 hastaya postoperatif anal bolgeye gtinde ti¢ kez AVC, G4’teki 32 hastaya postoperatif gtinde t¢ kez anal bolgeye plasebo krem uygulandi. Hastalarin
12, 24 ve 36. saatteki istirahat ve de 36. saatteki defekasyon esnasindaki agrilar1 visuel analog skalaya gore agrisi yoksa “0”, dayanilmaz agrisi var ise
“10” puan olacak sekilde skorland1. Postoperatif 12 ve 24 saat icerisindeki narkotik analjezik ihtiyaclari, 36 saat icerisindeki NSAID ihtiyaclari, sosyal
hayata ve ise geri donus streleri ile tam iyilesme zamanlar1 kaydedildi.
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Bulgular: ilk 24 saatteki narkotik analjezik ihtiyact acisindan G1-G4 (p=0,042), G2-G4 (p=0,002), 12. saatteki agr1 skoru acisindan G2-G4 (p=0,002),
24. Saatteki agr1 skoru acisindan G2-G4 (p<0,001), 36. saat istirahat agr1 skoru acisindan G2-G4 (p<0,001) ve G3-G4 (p=0,001), 36. saat defekasyon
esnasl agr1 skoru acisindan G2-G4 (p<0,001), is ve sosyal hayata doéniis acisindan G2-G4 (p<0,001) arasindaki farklar anlamliydi.

Sonu¢: Hemoroidektomi sonrasinda LB ve AVC'nin birlikte kullanilmasini dneriyoruz.

Anahtar Kelimeler: Hemoroidektomi, lipozom bupvacain, aleo vera krem, agri, ise donus, analjezik ihtiyaci

Introduction

Haemorrhoids are natural structures of the anal canal that
consist of vascular tissues, loose connective tissues, muscle
tissues (Treitz muscle) and vascular connections within the
submucosal layer.! They are considered essential because
they ensure continence by acting as fibrovascular pillows.
Haemorrhoids above the dentate line are called “internal
haemorrhoids” and those below are called “external
haemorrhoids”.
haemorrhoids are symptomatic. External haemorrhoids
are fed by the inferior haemorrhoidal artery, whereas the
internal ones are fed by the superior haemorrhoidal artery.
External and internal haemorrhoids are drained through
the systemic circulation via the inferior haemorrhoidal
vein and the portal system via the superior haemorrhoidal
vein, respectively. As such, they create the portosystemic
junction region.? Although the literature on the incidence of
haemorrhoidal disease presents rates from 4 to 40%, 75% of
individuals suffer from haemorrhoidal diseases at some point
in their lives.”> The treatment methods of haemorrhoidal
diseases can be divided into two groups: medical and surgical
treatments. However, we recommend that conservative
therapies be used in the first step.* The use of Ligasure in
surgical treatment relieved the complaints of the patients
in the postoperative perio.” Even though postoperative
complaints can be decreased with the Ligasure treatment,
pain and bleeding still persist as important problems. The
pain experienced after haemorrhoidectomy lengthens the
hospital stay, increases the need for additional analgesics
and prolongs the return to social life and work. Our study
investigated the effects of intraoperative, local, perianal and
submucosal liposomal bupivacaine (LB) injection and aloe
vera 2% cream (AVC) use in relieving the postoperative
complaints of patients who undergo haemorrhoidectomy
with Ligasure.

Haemorrhoidal diseases occur when

Materials and Methods

After informing the patients who were to undergo the
haemorrhoidectomy procedure of the present study and
treatment methods, and explaining that participating (or
not) in the study would not cause any disruption in their
treatment, the written and oral consents of the volunteer
participants were obtained and they were included
in the study. Then, we established four randomised
treatment groups from the patients who underwent

haemorrhoidectomy with the Ligasure device. Patients were
assigned to the treatment groups by a simple probability
randomisation method. We applied intraoperative, local,
perianal, submucosal 300 mg LB injections to the group 1
(G1) patients; intraoperative, local, submucosal 300 mg LB
injections & 1 c¢m? of local AVC in the perianal skin three
times a day, postoperatively, to the group 2 (G2) patients;
1 cm? of local AVC in the perianal skin three times a day,
postoperatively, to the group 3 (G3) patients; and 1 cm® of
local placebo cream in the perianal skin three times a day,
postoperatively, to group 4 (G4) patients. We then asked
patients to score their pain between “0” and “10”, “0”
indicating “no pain” and “10” indicating “unbearable pain”,
according to the visual analog scale (VAS). The patients
scored their pain at rest at the 12", 24" and 36" hours and
pain during defaecation at the 36" hour in the postoperative
period according to the VAS. Then, we asked questions
on the following points to the patients and recorded their
answers: Need (mg) for peptidin HCl (Aldolan™) due
to pain within postoperative 12 and 24 hours, amount
(mg) of Dexketoprofen Trometamol (Arveles™) used in
the first postoperative 36 hours, postoperative hospital
stay (hours), postoperative return to social life (days),
postoperative return to work (days), the day of full recovery
in the postoperative period (the day when the postoperative
complaints completely disappeared).

Statistical Analysis

Discrete numerical data were expressed as median
(minimum-maximum) values, while continuous numerical
data were expressed as mean = standard deviation. To
analyse the normal distributions of the groups, we used
Shapiro-Wilks test. However, we used the Kruskal-Wallis
test since their distribution was not normal, and used the
one-way ANOVA test for multiple comparisons of the
groups. The categorical data were expressed in numbers
(percentages). In all the tests, a p value less than 0.05 was
considered significant. All the analyses were done using IBM
SPSS Statistics for Windows version 25.0.

Results

A total of 92 patients were included in this study, including
20 eachin G1, G2 and G3 and 32 in G4. The mean age of the
patients was 37.13+12.68 years. Of the patients, 32 (34.8%)
were females and 60 (65.2%) were males (Table 1).
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In the first postoperative 12 hours, there was no difference
between the groups in terms of the need for the analgesic
“peptidin HCI” (Table 2). However, a significant difference
was found between G1 and G4 (p=0.042) and G2 and G4
(p=0.002) in terms of the need for “peptidin HCI” in the first
24-hour period (Table 2).

According to the VAS, we found significant differences in
terms of pain scores between G2 and G4 (p=0.002) at the
12% hour, G2 and G4 (p<0.001) and G3 and G4 (p=0.006)

Table 1. Number and age of patients according to treatment groups

at the 24" hour, and G1 and G2 (p=0.008), G1 and G4
(p=0.004), G2 and G3 (p=0.038), G2 and G4 (p<0.001) as
well as G3 and G4 (p=0.001) at the 36" hour during rest in
the postoperative period (Table 2).

In addition, according to the VAS, there was a significant
difference between G2 and G4 (p<0.001) in terms of the
pain scores during defaecation at the postoperative 36™ hour
(Table 2).

G1 G2 G3 G4 TOTAL

Number of patients n (%)
Female 7 (35) 9 (45) 4 (20) 12 (37.5) 32 (34.8)
Male 13 (65) 11 (55) 16 (80) 20 (62.5) 60 (65.2)
Total 20 20 20 32 92
Age of patient

ge of patients (year) 42.7:14.06
Mean =+ standard deviation 33.5+11.43 38.2+12.27 35.25+12.07 37.13+£12.68

. ) 43 (20-65)

Median (min-max) 30 (19-52) 35 (19-63) 34 (20-68) 35 (19-68)

min: Minimum, max: Maximum

Table 2. Postoperative analgesic requirements of patients according to treatment groups

Peptide HCl requirement in the first 12 G1-G2:=0.99
hours postoperatively n (%) G1-G3: =0.42
*No need 18 (90) 19 (95) 15 (75) 20 (62.5) G1-G4: =0.11
*25 mg used 2 (10) 1(5) 3(15) 9(28.1) G2-G3 =0.28
*50 mg used 0 (0) 0 (0) 1(5) 2 (6.3) G2-G4: =0.058
*Used more than 50 mg 0(0) 0(0) 1(5) 1(.1) G3-G4: =0.94
Peptide HCl requirement in the first 24 G1-G2:=0.821
hours postoperatively n (%) G1-G3: =0.745
*No need 17 (85) 19 (95) 13 (65) 18 (56.3) G1-G4: =0.042*
*25 mg used 2 (10) 1(5) 5 (25) 5(15.6) G2-G3:=0.119
*50 mg used 1(5) 0 (0) 2 (10) 5 (15.6) G2-G4: =0.002*
*Used more than 50 mg 0(0) 0(0) 0(0) 4(12.5) G3-G4: =0.537
G1-G2: =0.869
Postoperative 12" hour resting pain score G1-G3: =0.988
*Mean + standard deviation 0.8+1.4 0.4+0.88 1.1£1.55 1.75+1.65 G1-G4: =0.173
*Median (min-max) 0(0-4) 0 (0-3) 0 (0-5) 2 (0-6) G2-G3: =0.431
*Pain score “0” n (%) 14 (70) 16 (80) 11 (55) 10 (31.2) G2-G4: =0.002*

G3-G4: =0.645
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Table 2 contiuned
G1-G2: =0.158
Postoperative 24" hour resting pain score G1-G3: =0.939
*Mean + standard deviation 1.05+1.43 0.25+0.55 0.7+0.98 1.87+1.45 G1-G4: =0.270
*Median (min-max) 0 (0-4) 0 (0-2) 0 (0-3) 2 (0-4) G2-G3: =0.406
*Pain score “0” n (%) 1 1(55) 16 (80) 12 (60) 8 (25) G2-G4: <0.001%
G3-G4: 0.006*
G1-G2: =0.008*
Postoperative 36" hour resting pain score G1-G3: =0.995
. 0.9+1.45 1.53+1.24
*Mean + standard deviation 0(0-4) 0.45+0.69 1.35+1.53 15 (0-4) G1-G4: =0.004*
*Median (min-max) 0 (0-2) 1 (0-6) . G2-G3: =0.038*
. . 13 (65) 8 (25)
*Pain score “0” n (%) 13 (65) 7 (35) G2-G4: <0.001*
G3-G4: =0.001*
G1-G2: =0.227
Postoperative 36" hour pain score during G1-G3: =0.994
defecation - G4. _0'149
*Mean + standard deviation 1.85+1.42 0.95+1.28 2.15+1.87 2.78+1.41 Gz'@: _0'134
*Median (min-max) 1.5 (0-5) 0 (0-4) 2(0-7) 3(0-6) s
“Pai «(y 1 (0 G2-G4: <0.001*
ain score “0” n (%) 3 (15) 11 (55) 5(25) 1G.D
G3-G4: =0.746
G1-G2: =0.008*
Postoperative hospital stay (hour) G1-G3: =0.995
*Mean + standard deviation G1-G4: =0.004*
. . 18.1+4.79 12.15+6.01 17.25+5.14 23.94+6.86
*Median (min-max) G2-G3: =0.038*
17 (6-28) 12 (6-22) 16 (6-30) 24 (16-48)
G2-G4: <0.001*
G3-G4: =0.001%
Use of dexketoprofen trometamol at 36
hours postoperatively n (%) G1-G2: =0.741
*No used 11(55) 14 (70) 8 (40) 0(0) G1-G3: =0.999
*25 mg 1(5) 1(5) 2(10) 13D G1-G4: >0.001
*50 mg 420 3(15) 4(20) 5 (15.6) G2-G3: =0.316
*75 mg 1(5) 2 (10) 5(25) 12 (37.5) G2-G4: <0.001*
*100 mg and 1 3(15) 0(0) 1(5) 14 (43.8) G3-G4: <0.001*

min: Minimum, max: Maximum

The differences between G1 and G2 (p=0.008), G1 and G4
(p=0.004), G2 and G3 (p=0.038), G2 and G4 (p<0.001) and
G3 and G4 (p=0.001) were also significant in terms of the
postoperative hospital stay (Table 2).

Also, the differences between Gl and G4 (p<0.001), G2
and G4 (p<0.001) and G3 and G4 (p<0.001) were found
to be significant with regard to the use of Dexketoprofen
Trometamol within the first 36 hours (Table 2).

In terms of the time of return to social life in the postoperative
period, the differences between G2 and G4 (p<0.001) and
G3 and G4 (p<0.001) were found to be significant (Table 3).
Our analysis on the time of return to work in the postoperative
period showed significant differences between G1 and G2

(p=0.023), G2 and G4 (p<0.001) and G3 and G4 (p=0.003)
(Table 3).

In terms of the full recovery in the postoperative period, the
differences between G2 and G4 (p=0.001) and G3 and G4
(p<0.001) were found to be significant (Table 3).

Discussion

In haemorrhoidectomies, the pain in the wound area,
which is one of the most important problems during the
first 12 and 24 hours, does not only impair the patient’s
comfort, but also creates the need for additional analgesia
and prolongs the hospital stay. As we analyse the data from
the four different groups, we found a significant correlation
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Table 3. Postoperative return to social life, return to work and complete recovery times

Return to postoperative social life
(day)

*Mean + standard deviation 424217 2.95+0.94
*Median (min-max) 3.5(2-9) 3(2-5)
Return to postoperative work (day)
*Mean = standard deviation

i i 8.75+3.58 6+1.45
*Median (min-max)

8 (4-16) 5.5 (4-9)

Full recovery (day)
*Mean + standard deviation 8.05+1.96 6.95+1.19
*Median (min-max) 7 (6-13) 7 (5-10)

min: Minimum, max: Maximum

between G2 and G4 (p<0.001) in terms of pain scores at the
postoperative 12" hour, and found no significant difference
between the groups in terms of the peptidin HCI used in the
postoperative 12-hour period. We also observed that there
were significant differences between G2 and G4 (p<0.001)
& G3 and G4 (p=0.006) in terms of pain scores at the
postoperative 24" hour, and between G1 and G4 (p=0.042)
and G2 and G4 (p=0.002) with regard to the need for
peptidin HCI within the postoperative 24 hours. In terms of
pain score and the need for narcotic analgesics in the first 24
hours, the correlation between G2 and G4 stands out. The
combined use of LB and AVC in G2 significantly reduced
the need for analgesia and resulted in lower pain scores.
In their study, Kwok et al.° reported having performed
submucosal Bupivacaine injections during band ligation
treatment in haemorrhoids under local anaesthesia. After
15 minutes from the procedure, they asked the patients to
score their pain according to the VAS immediately before
their discharge from hospital. They noted that the patients
reported a lower pain score in the Bupivacaine group
compared to the control group.® In another study, Schmidt

G1-G2: =0.145
G1-G3: =0.826
G1-G4: =0.16
G2-G3 =0.443
G2-G4: <0.001%
G3-G4: <0.001*

3.55+1.23
3.5(2-6)

5.44+1.29
5.5(3-8)

G1-G2: =0.023*
G1-G3: =0.567
G1-G4: =0.971
G2-G3: =0.078
G2-G4: <0.001*
G3-G4: =0.003*

7.35+1.81
7 (4-11)

9.44+2.18
9 (6-15)

G1-G2: =0.216
G1-G3: =0.339
G1-G4: =0.908
G2-G3: =0.989
G2-G4: =0.001*
G3-G4: <0.001*

7.15£0.75
7 (6-8)

8.56+1.54
8 (7-12)

et al.” reported that patients who received Bupivacaine
during haemorrhoidectomy had lower pain scores at the
postoperative 12" and 24" hours and they needed less
Opioid in the postoperative 72-hour period.

According to the VAS, the differences between G1 and G2
(p=0.008), G1 and G4 (p=0.004), G2 and G3 (p=0.038), G2
and G4 (p<0.001) and G3 and G4 (p=0.001) were significant
in terms of pain scores at rest at the postoperative 36" hour.
Again, according to VAS, there was a significant difference
between G2 and G4 (p<0.001) in terms of the pain scores
during defaecation at the postoperative 36" hour. Regarding
the pain scores at rest in the 36™ hour, we observed that
the placebo group particularly differed negatively from
all the treatment methods. Rajabi et al.® reported that the
postoperative need for opioids decreased in patients who
received the ischiorectal block treatment with Bupivacaine
in haemorrhoidectomies. On the other hand, Eshghi et al.’
report that they used aloe vera gel on the anal area for four
weeks after haemorrhoidectomy, and as a result thereof, the
treatment showed a significant success in pain relief and
wound healing after defaecation compared to the control
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group. However, the difference between G2 and G4 stands
with regard to the pain during defaecation at the 36™ hour.
At this point, what puts those groups ahead of the other
groups is the effect of the LB & AVC combination on pain
relief. Rahmani et al.!’ report that they achieved statistically
significant differences in the treatment group composed of
patients for whom they used aloe vera cream in the treatment
of chronic anal fissure with regard to the pain, bleeding and
wound healing after defaecation, compared to the control
group (p<0.05).

In all the three treatment groups (G1, G2 and G3), the need
for Dexketoprofen Trometamol in the first 36 hours was less
than that in the control group (G4). This proves that the
need for analgesics could be decreases by applying LB and
AVC either alone or in combination. In their multi-centre,
randomised, double-blind, placebo-controlled study on
haemorrhoidectomies, Gorfine et al. pointed out that there
was a statistically significant reduction in terms of pain
scores and the need for opioids within the first 72 hours in
the Liposome Bupivacaine group (p<0.05)."

All the treatment groups differ positively from the control
group in terms of the length of hospital stay. The main
factors that affect the length of hospital stay are the pain and
the bleeding.

In the healing process after haemorrhoidectomy, the pain
level distinguishes itself as the most important determinant
for returning to social life, work or school. The time to
return to work and social life was shortened, especially
when the pain at rest was reduced or completely relieved.
In our study, there were significant differences between G2
and G4 and G3 and G4 in terms of the return to both social
life and work. It is important to find differences in treatment
groups who received the AVC treatment. There was no
difference between the control and LB groups, indicating
that the main determining effect at this point is AVC. In
their study, Prakaso et al.'' pointed out that the cream
containing 1% and 2% aloe vera had a potential of wound
healing owing to its ability to increase the proportion of
CD4+/CD8+ lymphocytes in the wound area in their animal
experiment for topical application of aloe vera. Also, in their
study in which, they investigated TGF-f} gene expression
in the wound bed in terms of wound healing on Wistar rats
using aloe vera gel. Takzare et al.!* concluded that aloe vera
proved to be effective in wound healing. In another study,
Dat et al.”® concluded that aloe vera had no significant effect
in chronic wound healing in their meta-analysis on 347
cases. They report that there exist no high-quality clinical
trial evidences to support the use of aloe vera topical agents
for therapeutic purposes in acute and chronic wounds."

Conclusion

We cannot address pain, wound healing and painless
defaecation separately after haemorrhoid surgeries, since
a discomfort caused by any of them would affect the
others. All the three treatment methods used in our study
contributed, to the comfort of patients in the postoperative
period. However, we recommend opting for the combined
use of LB and AVC in treatment.
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Periappendicular Inflammatory Masses
Periappendikiler Enflamatuvar Kitleler

@ Dursun Ozgiir Karakas, ® Metin Yesiltas, ® Berk Gokgek, ® Seracettin Egin, ® Semih Hot
Prof. Dr. Cemil Taggioglu State Hospital, Clinic of General Surgery, istanbul, Turkey

[ET ABSTRACT I —

Aim: Periappendicular inflammatory mass (PIM) defined as a mass located at the right lower quadrant of the abdomen due to inflammation, and can
not clearly distinguish from borders of appendix. The aim of this study is evaluating the PIM.

Method: The patients who hospitalized for PIM evaluated retrospectively. Patient’s age, gender, length of hospital stay (LOS), performing colonoscopy,
comorbidity, etiology, and treatment evaluated. Also, etiology elaborated with age, gender, LOS, treatment, levels of C-reactive protein (CRP), white
blood cells, neutrophil % (Neu%), and performing colonoscopy.

Results: One hundred fourty four patients were included to study. The mean age was 41.35+17.9 years, and 54.2% of the patients were male.
The mean LOS was 4.2+2.6 days. Colonoscopy performed only 28.5% of the patients. The most common etiology was plastron appendicitis (PA)
(75%), and 32.4% of the PA was with abscess. 67.3% of the patients were treated conservatively (medical treatment or percutaneous drainage),
and the rest treated surgically. The most common surgical approach was diagnostic laparoscopy and drainage. Malignancy reported at two right at
age, LOS, treatment, CRP, Neu%, and colonoscopy between etiologies were statistically hemicolectomy patients. The most common comorbidities
were hypertension and diabetes (12.5%, and 8.3%, respectively). 44.4% of PIM had negative ultrasonography, 71.5% had positive CT imaging. The
differences significant (p<0.05).

Conclusion: Not only plastron appendicitis but also Crohn’s disease, diverticulitis, mucocele, and malignancy should keep in mind when evaluating
the inflammatory mass of the right lower quadrant. Age, LOS, treatment, inflammatory markers, and performing colonoscopy significantly vary due
to etiology.

Keywords: Periappendicular, mass, plastron appendicitis, inflammatory, right lower quadrant

Jmnosers |

Amag: Periapendikiiler enflamatuvar kitle (PEK), batin sag alt kadranda lokalize, enflamasyon sonucu olusan, apendiks ile simirlari net ayirt
edilemeyen kitle olarak tanimlanmaktadir. Calismamizin amaci PEK degerlendirilmesidir.

Yontem: PEK nedeni yatirilan hastalar geriye dontik degerlendirildi. Hastalarin yas, cinsiyet, hastane kalis stiresi (HKS), kolonoskopi durumu, yandas
hastaliklari, etyoloji ve tedavileri degerlendirildi. Ayrica etiyoloji; yas, cinsiyet, HKS, tedavi, C-reaktif protein (CRP), beyaz kiire (BK), notrofil yuzdesi
(Not%) ve kolonoskopi durumu degerlendirildi.

Bulgular: Yuz kirk dort hasta calismaya dahil edildi. Yas ortalamas1 41,35£17,9 yil olup, hastalarin %54,2’si ise erkekti. HKS ortalamas1 4,2+2,6
gundii. Kolonoskopi hastalarin sadece %28,5’inde yapildi. Plastron apandisit (PA) %75 ile en sik etiyoloji iken, PA’larin %32 ,4’simde apse gozlendi.
Hastalarin %67,3’tt konservatif (medikal veya perkuitan drenaj), geri kalani ise cerrahi olarak tedavi edildi. Tanisal laparoskopi ve drenaj yapilan en
sik cerrahi girisimdi. Tki hemikolektomi hastasinda malignite saptandi. Hipertansiyon ve diyabet (sirasiyla %12,5 ve %8,3) en sik saptanan yandas
hastaliklardi. Etiyolojiler arasinda yas, HKS, tedavi, CRP, N6t% ve kolonoskopi acisindan istatistiksel olarak anlaml fark saptandi (p<0,05).

Sonuc: Batin sag alt kadrandaki enflamatuvar kitlelerin degerlendirilmesinde sadece plastrone apandisit degil Crohn hastaligi, divertikilit, mukosel
ve maligniteler de akilda bulundurulmahdir. Etiyolojiye bagl olarak yas, HKS, tedavi, enflamatuvar degerler ve kolonoskopi sonuclarinda anlamlh
farkhiliklar gozlenmektedir.

Anahtar Kelimeler: Periapendikiiler, kitle, plastrone apandisit, enflamatuvar, sag alt kadran
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Introduction

Periappendicular mass is the palpable mass located at the
right lower quadrant of the abdomen (RLQA), can not be
clearly distinguished from borders of appendix vermiformis,
and known in terminology as plastron appendicitis (PA). PA
is not correctly or accurately defined this condition because
of the other inflammatory disease which presenting with
mass. We defined periappendicular inflammatory mass
(PIM) term for an inflammatory mass located at the RLQA,
which can not clearly diagnosed at ultrasonography (USG) or
computed abdominal tomography (CT). PA with or without
abscess, inflammatory bowel disease (IBD) (complicated
Crohn disease, terminal ileitis), diverticulitis, or malignancy
(microperforation) of the cecum and appendix, mucocele,
abscess of neighbor tissues (tuba-ovarian or psoas abscess)
constitutes PIM.

The most common complaints of PIM are abdominal pain,
which began more than three days before, fever, palpable
mass in the RLQA. Inflammatory biomarkers increased
according to the severity and type of etiology. Initially,
USG than CT should perform for further imaging. Magnetic
resonance (MR) enterography or elective colonoscopy
should be done to clarify or exclude the diagnosing.!*>*367
Treatment of PIM is varied from conservative treatment
to the right hemicolectomy according to the etiology and
severity. Percutaneous or surgical drainage can perform for
the treatment of abscess. Interval AP recommended for >40
years old patients for the risk of malignancy at PA.123#367

This study aimed to evaluate the management of the
periappendicular inflammatory masses in our institute.

Material and Methods

After receiving institutional approval from the ethics
committee of Prof. Dr. Cemil Tascioglu State Hospital
(06.08.2019/1391), patient’s records between January 2015
and October 2019 who hospitalized for PIM evaluated
retrospectively. The patients peroperatively detected as
complicated appendicitis excluded from the study.

The patients record evaluated for age, gender, length of
hospital stay (LOS), colonoscopy, etiology, treatment,
pathology, and morbidity.
elaborated for age, gender, LOS, treatment, laboratory
test [C-reactive protein (CRP), white blood cell (WBC),
and Neutrophil% (Neu%)], USG, CT and performing
colonoscopy.

co-morbidity, Etiologies

Age calculated as mean = standard derivation; gender
evaluated as male (M) or female (F). LOS calculated as
mean = standard derivation. The Etiology evaluated as
PA, simple PA (SPA), or PA with periappendicular abscess
(PAWPA), IBD, suspicion of malignancy, diverticulitis, and

other rare etiologies (mucocele, psoas, and tuba ovarian
abscess). Treatment evaluated as medical treatment (MT),
percutaneous drainage (PD), diagnostic laparoscopy (DL),
DL and drainage (DLD), appendectomy (AP), and right
hemicolectomy (RH).

CRP (mg/L), WBC (10°/uL), and Neu% (%) as mean =
standard deviation. Colonoscopy evaluated as performed
yes or no. USG evaluated as performed but negative or
performed and positive. CT evaluated as none, performed
but negative or performed and positive.

Statistical Analysis

The statical analysis performed with SPSS 16.0. Age, LOS,
CRP, WBC, Neu% calculated as mean * standard derivation.
The ratio of male/female, etiology, treatment, colonoscopy
calculated as a percentage. Chi-square, Kruskal-Wallis, and
ANOVA were used to evaluate the values, and p<0.05 was
accepted as significant.

Results

One hundred forty four from 177 patients included study.
The mean age was 41.35+17.9 years for all groups. Male
was the most common gender, with a 52.4% ratio. The
mean of LOS was 4.2+2.6 days. 28.5% of the patients
performed a colonoscopy. Hypertension and diabetes were
the most common comorbidities with 12.5% and 8.3%
rates, respectively. The most common etiology of PIM was
PA with a 75% rate, and 5.5% of the patients managed
for suspicion of malignancy. 67.3% of the patients were
treated conservatively (medical or percutaneous drainage),
and 32.7% of the patients treated surgically. DL with
drainage (25%) was the most common surgery, and right
hemicolectomy performed to 4.9% of the patients. The
pathology of the operated patients except for two right
hemicolectomies (gastrointestinal stromal tumor and
mucinous cystadenocarcinoma), reported as inflammation.
The morbidity reported at seven patients (4.9%) and includes;
recurrence at four patients, pulmonary complication at two
patients and, surgical site infection at one patient (Table 1).
Suspicion of malignancy was the eldest group with 63.7+11.8
years, and other rare etiologies were the youngest group with
36.4+13.2 years. Male was the most common gender for all
groups; however, the female was the most common gender
at PAWPA, IBD, and other rare etiologies. The longest
LOS reported at other rare etiologies, and the shortest LOS
reported at SPA. Colonoscopy offered and planned six week
after from discharge, but most of the patients should not
perform colonoscopy. The most common colonoscopy
performed group was IBD, subsequently diverticulitis
with 76.4% and 66.6% rate, respectively. PA was the most
common etiology of PIM with 75%, and abscess occurred
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at 32.4% of the PA. The recurrence rate was 3.7%, and
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The comparison of USG and CT results due to etiology is
given at Table 3. 44.4% of the all PIM had negative, 55.6%
had positive USG imaging. The most common negative
USG imaging found at PAWPA group. 11.1% of the all PIM
had none, 17.4% had negative, and 71.5% had positive CT
imaging. Except other group the most common positive CT
imaging found at diverticulitis group. The CT images of
etiologies are given at Figure 1 and 2.

The most common etiology of PIM were PA (SPA or
PAWPA), IBD, diverticulitis, mucocele, and malignancy
in recent study. Hepatic adenoma, xanthogranulomatous
inflammation of terminal ileum, metastasis to an ectopic
kidney, tubercular tuba-ovarian cyst, incidental teratoma or
appendiceal torsion reported as a inflammatory palapable
mass at RLQA in the literature 810111213

History of abdominal pain, which began 72 hours ago,
palpable mass at RLQA, and fever are the most common
complaint of PIM. Inflammatory biomarkers like CRP,
WBC, Neu% increases due to the severity of etiology. Plain
abdominal radiography can be inadequate for evaluating

Figure 1. Tomographic images of A: plastron appendicitis, B: plastron
appendicitis with periappendicular abscess

Figure 2. Tomographic images of A: malignancy, B: mucocele, C:
diverticulitis, D: inflammatory bowel disease

PIM. USG is the initial imaging modality for the evaluation
of PIM. A mass lesion in the RLQA, which cannot clearly
distinguish from the appendix, and sometimes accompanied
by a dense fluid, can found at USG or Contrast-enhanced
CT. Colonoscopy should not prefer at the acute phase of
inflammatory disease and prefer after six weeks to clarify
the etiology. MR enterography should do for diagnosing the
disease of the terminal ileum.

The evaluation of the etiology;

Plastron appendicitis is a formation of abscess secondary
to perforated appendicitis, and follow surrounding by the
omentum. The rate of enclosed inflammation is 3.8-5% of all
appendicitis. The incidence of PA in adults reported as 4,8%.
The mean age varies from 26 to 53 years, and male is the
most common gender for PA in literature.? USG and CT have
higher sensitivity, specificity, and accuracy in diagnosing
acute appendicitis (86%, 88%, 91%, and 90%, 93%, 94%,
respectively). The specificity of CT increased to 95%, while
sensitivity decreased to 75% at complicated appendicitis such
as PA or PAWPA. Abscess, extraluminal air, appendiceal
wall enhancement, periappendicular fat stranding are
useful criteria of complicated appendicitis."*'>'® USG or
CT diagnosis is more common than clinical, with a rate of
14.2% vs 5.1%. The treatment of PA is still controversial.
Conservative treatment with antibiotherapy for simple PA,
and percutaneous or surgical drainage for PAWPA. There
area 7.2% recurrence and a 7.6% failure rate for conservative
treatment. Immediate AP is not recommended due to the
35.6% risk of morbidity, while the risk decreased to 18.4%
at delayed AP, 13.5% at nonsurgical treatment, and 11%
at additional interval AP with nonsurgical treatment. The
success ratio of nonsurgical treatment reported as 93%, and
20% of nonsurgical treatment needed drainage. Nonsurgical
treatment has a 2% risk of misdiagnosed. Malignancy
detected at following 1.2% of the nonsurgical treatment and
>40 years old have an increased risk for malignancy. The
recommended follow up at PA after successful conservative
treatment consists of colonoscopy, CT, or MRI for especially
>40 years old patients, and interval AP suggested for
recurrent disease and malignancy risk.*!" In the recent study,
the mean age was 39.9+17 years for SPA, and 40.7+19.8
years for PAWPA and male was the most common gender
at SPA, however, female was the more common at PAWPA.
LOS was shorter at SPA than PWPA (3.5£1.6 vs 4.3£2.7
days). SPA was more diagnosed than PAWPA at CT (72.6%
vs 60%); however, the nondiagnosed ratio was similar at CT
(20.5% vs 20%). 39.7% of the SPA and 51.4% of the PAWPA
cannot diagnose at USG. MT or only DL was performed for
SPA (87.6% vs 12.4%), however DL + drainage or PD was
performed for PAWPA (62.9% vs 37.1%). 23.3% of the SPA
and 11.4% of the PAWPA performed colonoscopy at follow
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Table 3. Comparison of ultrasonography (USG) and computed tomography (CT) results due to etiology

SPA 29 (39.7%) 44 (60.3%)
PAWPA 20 (57.1%) 15 (42.9%)
IBD 9 (53%) 8 (47%)
Malignancy? 4 (50%) 4 (50%)
Diverticulitis 2 (33%) 4 (67%)
Others 0 5 (100%)
Total 64 80

5(6.8%) 15 (20.5%) 53 (72.7%)
6 (17.1%) 7 (20%) 22 (62.9%)
3 (17.6%) 2 (11.8%) 12 (70.6%)
1(12.5%) 1(12.5%) 6 (75%)

1 (17%) 0 5 (83%)

0 0 5 (100%)
16 25 103

SPA: Simple PA, PAWPA: Periappendicular abcess with PA, IBD: Inflammatory bowel disease others: mucocele, tuboovarian or psoas abcess

up. The ratio of recurrence reported as 3.7%, performing
interval AP reported as 1.86%, and morbidity reported as
2.8%. The pathology of interval appendectomies reported
as inflammation. We planned elective colonoscopy and
offered interval AP to all PA; however, the compliance rate
for recommendation is very poor. 43.5% of the PA was >40
years old, interval AP has not performed anyone, and only
27.7% performed a colonoscopy.

Inflammatory Bowel Disease (IBD): CD, which located at
terminal ileum (terminal ileitis) or ileocolic region, should
be occurred inflammatory mass at RLQA. CD reported,
0.85% of the operated for appendical inflammatory mass
and 11.8% of the CT abnormalities in RLQA. 10-20%
occurred spontaneous abscess, one third occurred palpable
mass and 5.3% misdiagnosed as acute appendicitis at CD.
Contrast-enhanced CT is useful for differential diagnosing
of CD and complications. Colonoscopy or MR enterography
can help clarify the diagnosis of CD. The treatment of
CD includes medical treatment, percutaneous or surgical
drainage, or right hemicolectomy due to the severity of
the disease. PD preferred at simple and unilocular abscess.
Surgical drainage should perform when PD is failure or
not suitable, or multilocular. 44% of the abscess of CD was
drained by percutaneously vs. 56% by surgically.*"!"1819 In
the recent study, IBD occurred 11.8% of the PIM. Abscess
occurred at 11.8% of the patients and drained surgically.
DL performed to 17.6% of the CD patients for suspicion of
acute appendicitis. Right hemicolectomy to 17.6% of the
patients for the complication of CD. Chronic granulomatous
inflammation reported for pathology. The rest of the patients

treated medically. Colonoscopy performed to 76.4% of the
patients.
vermiformis and

Malignancy of appendix

misdiagnosed with complicated appendicitis and RLQ

cecum

mass can be the initial sign. Malignancy of appendix
vermiformis is very rare and constitutes 0.4% of all
gastrointestinal tract. Carcinoid tumor is the most common
10-20%, one-
third of adenocarcinoma is mucinous. 6-8.3% of the right

malignancy; adenocarcinoma represents

hemicolectomy which performed for inflammatory mass
reported as a cecal mesenchymal tumor. Diagnosing of
malignancy of appendix and cecum, which presenting with
RLQ mass is difficult with clinical or radiological findings,
and generally diagnosed at pathology. Colonoscopy can
be a useful diagnosing modality for malignancy at selected
patients. The surgical treatment constitutes; AP or extends
to right hemicolectomy. The conservatively treated patients
with malignancy suspicion must follow up closely, and
elective colonoscopy planned immediately.®**223 In
the recent study, malignancy constitutes 5.5% of the PIM.
Suspicion of malignancy with PIM reported at imaging.
Right hemicolectomy performed to half of the patients due
to the severity of inflammation. Pathology of the appendix
was reported active inflammation at two patients, GIST at
one patient, and mucinous adenocarcinoma at one patient.
Elective colonoscopy performed for the conservative treated
patients, and cecal adenocarcinoma reported at two patients
pathology and redirected for elective surgery.

Diverticulitis: The left side is the most common side of
the colonic diverticulum, and diverticulum at cecum or
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appendix vermiformis is very rare. The incidence of cecal
diverticulum was reported as 0.1%, appendical diverticulum
was reported as 1.4% (0.2-0.66% from autopsy and 0.004-
2.1% from AP specimens). These diverticulums should
be congenital or acquired. The fifth decade is the most
common decade for colonic diverticulitis. However, cecal
diverticulitis reported as 44.54 years and appendiceal
diverticulitis with an average age of 37-39 years. Most of the
colonic diverticulum are asymptomatic, but 10-20% of cecal,
and two-thirds of appendiceal diverticulum can complicate
with inflammation, perforation, etc. or misdiagnosed as
acute appendicitis. The appendiceal diverticulitis has four
times higher perforation and mortality rate than acute
appendicitis. The clinic or radiologic differential diagnosing
of diverticulitis from acute appendicitis is not easy. The
diagnosing rate of appendical diverticulitis reported as
0.007% in the literature. Cecal or appendicular diverticulitis
can be treated conservatively if correctly diagnosed and not
complicated. Especially appendical diverticulitis operated to
presumed as acute appendicitis.®***>2 In the recent study,
diverticulitis occurred 4.2% (n=6) of the PIM. Four of the
diverticulitis were cecal (66.7%), and two were appendiceal
(33.3%) diverticulitis. The mean age was 45 years, and the
most common male was gender found similar to literature.
All cecal diverticulums diagnosed at CT; however, all
appendical diverticulums diagnosed at AP specimens.
Cecal
and colonoscopy performed all patients.
diverticulum treated surgically with AP.

diverticulitis treated with medical treatment,

Appendical

Mucocele is a cystic dilatation of appendix vermiformis,
which occurred by blocking with an intraluminal mucus
and causing to cystadenocarcinoma from cystic retention
(simple mucocele). Mucocele is very rare, occurred 0.25%
of the appendectomies, and constitutes 8% of appendiceal
malignancy. Mucocele should misdiagnose as plastron or
complicated appendicitis. A well-encapsulated cystic mass
in the RLQA, often associated with mural calcifications
found at imaging. AP can be adequate for simple mucocele;
however, a right hemicolectomy must perform for mucinous
cystadenoma or cystadenocarcinoma.?’’?%? In the recent
study, 1.85% of the PIM occurred by the mucocele of the
appendix. AP performed, and granulomatous inflammation
reported at pathology.

Conclusion

In conclusion, not only plastron appendicitis but also
CD, malignancy, diverticulitis, mucocele, and abscess of
neighbor tissues must keep in mind when evaluating the
inflammatory mass of right lower quadrant of the abdomen.
Age, length of hospital stay, treatment, inflammatory
markers, or performing colonoscopy could be significantly

different between etiologies. Elective colonoscopy and
interval AP at plastron appendicitis are recommending for
>40 years old patients to exclude malignancy.
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Colonic Metastasis of Palatine Tonsillar Melanoma
Presenting as Colocolic Intussusception

Kolokolik intususepsiyon ile Prezente Olan Palatin Tonsiller Melanomun
Kolon Metastazi

©® Nalinikanta Ghosh, ® Ashok Kumar, ® Vishwanath Reddy, @ Vikrant Verma

Sanjay Gandhi Postgraduate Institute of Medical Science, Department of Surgical Gastroenterology, Lucknow, India

[E ABSTRACT I —

Primary mucosal melanomas account for 0.8%-3.7% of all the melanomas. More than half of the primary melanomas arise in the head and neck region,
with nose and paranasal sinus being the most common site. Primary tonsillar mucosal melanoma is extremely rare, with only 27 cases reported in
the literature till now. Incidence of metastatic melanoma to the colon, rectum and anus is 0.3%. Here, we present first case of the palatine tonsillar
melanoma with isolated colonic metastasis.

Keywords: Primary tonsillar melanoma, mucosal melanoma, colonic melanoma, colocolic intussusception

Jmnosers |

Primer mukozal melanomlar tim melanomlarin %0,8-3,7’sini olusturur. Primer mukozal melanomlarin yarisindan fazlasi bas ve boyun bolgesinde,
en sik olarak de burun ve paranazal sintste ortaya ¢ikar. Primer tonsiller mukozal melanom son derece nadirdir ve simdiye kadar literatiirde sadece
27 hasta bildirilmistir. Melanomun kolon, rektum ve antise metastaz yapma insidansi %0,3’tir. Bildigimiz kadariyla bu olgu bildirimiyle, izole kolon
metastazi olan ilk palatin tonsiller melanom olgusunu sunuyoruz.

Anahtar Kelimeler: Primer tonsiller melanom, mukozal melanom, kolonik melanom, kolo-kolik intusepsiyon

Introduction Case Report

Primary mucosal melanomas account for 0.8%-3.7% of all A 42-year-old woman had symptoms of soreness and non-

the melanomas.! More than half of the primary melanomas healing ulcer over left tonsilar fossa for 8 months. However,

arise in the head and neck region, with nose and paranasal she did not undergo any evaluation or treatment for the

sinus being the most common site. Primary tonsillar SAM€ (Figure 1). It was progressively enlarged. There was
) no bleeding or hoarseness of voice. The patient was referred
mucosal melanoma is extremely rare, and only 27 cases ) ) ] ] )
) ) N to us for an intermittent colicky lower abdominal pain after
have been reported in the literature so far.> Melanomas of ) ) ) ) )

4 months. Abdominal pain was associated with abdominal

the gastrointestinal (GI) tract are rare, accounting for 1%-3% . . . . .. .
distension and occasional non-bilious vomiting. It relieved

. 3
of the total malignant tumours of the GI tract.” Incidence .4 1. passage of flatus and stool. There was no history of

of metastatic melanoma to the colon, rectum and anus is rectal bleeding or acute intestinal obstruction. There was aloss
0.3%." Here, we present a case of palatine tonsillar melanoma  of appetite and loss of weight. No history of jaundice, bony
with isolated colonic metastasis. This is the first case of the pain or respiratory distress. On examination, an ill-defined

palatine tonsillar melanoma reported in the literature. lump was found palpable over the left hypochondrium. No
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hepatomegaly or splenomegaly or ascites was observed. A
deeply pigmented ulcerated lesion in the left tonsilar fossa
was found on oral cavity examination.

The woman was evaluated with a colonoscopy, which
showed a large pedunculated ascending colon growth.
Non-negotiability of colonoscope omits the possibility of
endoscopic removal of tumour. The biopsy suggested
malignant melanoma. A biopsy from oral ulcer also
showed malignant melanoma. Contrast-enhanced CT scan
(CECT) showed mildly enhancing polypoidal soft tissue
lesion (4.2x4.1 cm) in the hepatic flexure with colocolonic
intussusception involving hepatic flexure and ascending
colon (Figure 2). Positron emission tomography (PET)
scan showed FDG avid standardised uptake value (SUV:
13.7) ill-defined enhancing soft tissue density lesion arising

Figure 1. Oral cavity image, showing ulcero-proliferative growth over
left tonsilar area
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Figure 2. Contrast enhanced CT scan showing polypoidal right side
colonic mass with colo-colic Intussusceptions

from the left tonsil. FDG avid (SUV: 10.8) enhancing wall
thickening was noted in descending colon in the left lumbar
region with evidence of colocolonic intussusceptions. The
patient was taken up for surgery as the presence of colocolic
intussusception was easily reducible (Figure 3). A polypoid
lesion was found at the hepatic flexure of the colon. The
presence of multiple hard lymph nodes were found at the
middle colic artery base with a maximum size of 20 mm. She
underwent extended right hemicolectomy with ileocolonic
anastomosis. The postoperative course was uneventful.
The woman was discharged on postoperative day 10. Gross
examination showed a polypoidal pigmented growth of
6.5x7.5 cm at the hepatic flexure of the colon (Figure 4). The
surface of the polyp was irregular, and the cut surface was
greyish white in colour with focal blackish areas. The rest of
the colon and the terminal ileum were normal. The tumour

Figure 3. Intra operative picture showing manual reduction of colo-
colic intussusceptions

Figure 4. Extended right hemicolectomy specimen (cranial end on right
side, caudal end on left side showing appendix) showing a polypoidal
lesion.
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was composed of neoplastic cells disposed in fascicles and
sheets. Tumour cells showed anisonucleosis, spindle nuclei
and vesicular chromatin with focal pigmentation. Twenty-
one lymph nodes were retrieved in total, and 12 among them
were positive for metastasis. On immunohistochemistry,
the tumour cells were immunoreactive for vimentin, S100
and HMB45 and non-reactive for SMA, desmin, CD117 and
DOG]1 (Figure 5). At 1-month follow-up, she was found to
be resumed her normal routine work. She was regular in
her follow-up for tonsilar lesion and had planned for four
cycles of methotrexate and 20 Gy in 5 fractions palliative
radiotherapy.

Discussion

Melanoma of palatine tonsil and that of GI tract is rare.
The small bowel is found to be most commonly affected
in the GI tract melanoma.’ GI metastases usually appear as
multiple polypoid lesions. It can be melanotic or amelanotic.
Our case was a solitary lesion with melanotic appearance.
Clinical presentation in the large bowel pathology is mostly
obstruction, bleeding or perforation. Metastatic melanoma
presenting as intussusception is usually seen in the small
bowel, but in our patient, large bowel lesion was presented
with colocolic intussusceptions. Patients with GI tract
involvement are found to have more than 50% metastatic
melanoma involving other sites and organs.® In our case,
there were no other sites of metastasis. Histopathological
examination and immunohistochemistry are used for
diagnosis. Prognosis is poor with median survival rate of
less than 1 year. The 5-year survival rate is less than 10%.
However, development in molecular biology has added

a different dimension to management of these tumours.

Vimentin staining

$-100 staining

HMB staining

Figure 5. Histopathological examination showing classical pattern in
hematoxylin and eosin staining and marker of melanoma viz. vimentin,
S-100 and HMB-45 staining

BRAF mutation (V600E) is a molecular target for treatment.
Studies have shown the effect of BRAF inhibitors, such as
dabrafenib, significantly improved progression-free survival
in melanoma.”® Complete surgical resection may provide
long-term, disease-free survival as reported by Ollila et al.’
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latrogenic Colon Perforation Due to Colonoscopy
Presenting as a Diffuse Subcutaneous Emphysema

Diffiz Subkutan6z Amfizem ile Prezente Olan Kolonoskopiye Bagli
latrojenik Kolon Perforasyonu

©® Omer Faruk Can, ® Ahmet Bozdag
Firat University Faculty of Medicine, Department of General Surgery, Elazig, Turkey

[T ABSTRACT -

Colonoscopy is a procedure frequently used for the screening, diagnosis and treatment of colorectal diseases. While colonoscopy is generally
accepted as a safe procedure, it may lead to morbidity and mortality with serious complications such a colon perforation. This risk is higher when
interventional procedures are applied. After colon perforation, extracolonic gas can pass into embryologically relevant body compartments. Free air
due to perforation has been reported in the thorax, mediastinum, neck, scrotum and lower extremities. Herein, we present a patient who presented
with diffuse subcutaneous emphysema after a colonoscopic procedure to investigate the aetiology of anaemia.

Keywords: Colonoscopy, iatrogenic colon perforation, subcutaneous emphysema

1111 Z

Kolonoskopi; kolorektal hastaliklarin taramasi, tanisi ve terapotik amacla siklikla uygulanan bir islemdir. Kolonoskopi genellikle giivenli bir prosedir
olarak kabul edilirken, kolon perforasyonu gibi ciddi komplikasyonlarla mortalite ve morbitideye sebep olabilmektedir. Girisimsel prosedurler
uygulandiginda bu risk daha yiiksektir. Kolon perforasyonunu takiben ekstrakolonik gaz, embriyolojik olarak iliskili viicut bolmelerine gecebilir.
Toraks, mediasten, boyun, skrotum ve alt ekstremitelerde perforasyona bagli serbest hava bildirilmistir. Biz anemi etiyolojisi arastirmak amaci ile
yapilan bir kolonoskopik islem sonrasi yaygin subkuten6z amfizemle karsilasigimiz bir hastay1 sunacagiz.

Anahtar Kelimeler: Kolonoskopi, iatrojenik kolon perforasyonu, deri alti amfizem

Introduction ranging from 0.03% to 0.8% for diagnostic colonoscopy
and 0.15% to 3% for therapeutic colonoscopy have been

Colonoscopy has been widely accepted after its introduction
Py 7 P reported.’ Risk factors for colon perforation include age;

in clinical use in the 1960s and has now become the . s .
) o i . ) ) female gender; multiple comorbidities; low body mass index;
main examination method in the screening, diagnosis,

[ col 1 d ) low plasma albumin level; presence of underlying intestinal
of colorectal diseases.

pathology such as Crohn’s disease and previous colon
surgery; patients who underwent treatment procedures such

and treatment Complications

that may occur after colonoscopy are colon perforation,

gastrointestinal bleeding, intraabdominal organ injury and polypectomy, dilation and endoscopic mucosal resection;

cardiopulmonary disorders. Although iatrogenic perforation patients from the intensive care unit and doctors’ experience.

is rare, it can cause serious morbidity and mortality.? With
the increase of therapeutic interventions in colonoscopic
examinations, perforation rates increased according to

diagnostic colonoscopic examinations. In literature, ratios

Depending on whether the perforation area is intraperitoneal,
extraperitoneal or combined, free air travels in different
anatomical and facial planes, causing clinical symptoms
and signs>*> We present a case of combined iatrogenic
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colon perforation, which resulted in a diffuse subcutaneous
emphysema after the procedure.

Case Report

A 76-year-old female patient who presented to the general
surgery outpatient clinic with a complaint of abdominal
pain and had no pathological findings other than anaemia
was prescribed a diagnostic colonoscopy. The patient had a
history of hypertension and chronic obstructive pulmonary
disease. After intestinal cleansing with preparations that
have an osmotic effect, the procedure was performed on
the patient. The examination was performed up to the level
of the terminal ileum. Three polyps of 7-8 mm in diameter
were observed in the transverse colon and the polyps were
completely removed by forceps. In the sigmoid colon, aregion
with a suspected closed perforation was reported. Thoracic
and rectal contrast-enhanced abdominal tomography was
performed after the patient had a complaint of swelling
and crepitation, particularly in the abdominal wall and
neck, diffusing up to the eyelids in the follow-up of the
patient two hours after the procedure. In her tomography,
pneumoperitoneum, pneumomediastinum, pneumothorax
and diffuse subcutaneous emphysema were reported. The
patient’s surgery was performed at the fourth hour after the
procedure because of the development of an acute abdomen
in the patient’s serial examination. Due to being elderly and
the comorbid diseases, a decision for an open surgery was
made, and we entered the abdomen via a median incision
under the navel. There was approximately 50 cc of reactional
serous fluid in the abdomen at exploration. Common air
values were seen in the mesocolon 10 cm above the pelvic
peritoneum and a perforation area of approximately 1.5 cm
in diameter was observed when the peritoneum was opened.
Widespread air was seen in the mesocolon 10 cm above the
pelvic peritoneum. No perforation was observed on the
antimesenteric face. When the mesenteric peritoneum was
opened, there was a 1.5 cm diameter perforation area. As
the patient’s Mannheim peritonitis index was low, a primary
repair decision was made, and the first layer was repaired
continuously with absorbable vicryl, while the second layer
was repaired interruptedly with silk sutures. On the fourth
postoperative day, the patient was discharged with full
recovery.

Discussion

Although colonoscopy has been used recently, it has taken its
place in the clinic as an important method in the diagnosis,
screeningand treatment of colorectal diseases. Complications
after colonoscopy are rare but may cause serious morbidity
and mortality. Colon perforation is the most common

complication encountered during colonoscopy. Other than
perforation, bleeding, intraabdominal organ injury and
cardiopulmonary complications may occur. The fact that the
increased number of therapeutic colonoscopies has shown
that perforation during therapeutic colonoscopy is seen
as more common than in diagnostic colonoscopies. In the
literature, rates of 0.03%-0.8% for diagnostic colonoscopy
and 0.15%-3% for therapeutic colonoscopy have been
reported.’ In an article published in our country, the rate
in all the colonoscopic procedures was 0.05%, whereas it
was reported 0.1% in therapeutic colonoscopy and 0.003%
in diagnostic procedures.*

It is emphasized that three factors are important in the
formation of iatrogenic colon perforations; mechanical
effect, mucosal damage due to therapeutic interventions
and/or increase in lumen pressure due to air insufflation
are effective. In literature, ratios ranging from 0.03% to
0.8% for diagnostic colonoscopy and 0.15% to 3% for
therapeutic colonoscopy have been reported.® Risk factors
for colon perforation include age; female gender; multiple
comorbidities; low body mass index; low plasma albumin
level; presence of underlying intestinal pathology such as
Crohn’s disease and previous colon surgery, patients who
underwent treatment procedures such as polypectomy,
dilation and endoscopic mucosal resection; patients from
the intensive care unit and doctors’ experience.’>® Our
patient was elderly and had comorbid diseases.

Colon perforations can be intraperitoneal, extraperitoneal
(retroperitoneal) or combined. Intraperitoneal perforations
are the most common; patients present with abdominal
pain and acute abdominal signs.® In extraperitoneal
perforations, free air spreads to the mediastinum, thoracic
cavity, pericardial space, abdominal space and subcuteous
space due to the continuity in the fascial planes described
by Maunder et al.” Accordingly, clinical symptoms and
signs occur. In our case, a combined type perforation was
involved. There was free air in the intraabdominal area and
other cavities.

latrogenic colon perforation is frequently observed in the
sigmoid colon as in our patient. The second most often
occurs in the cecum. There are many factors affecting
patients’ clinical status. These can be listed as the place of
perforation, adequacy of colon cleansing, period between
the procedure and the hospital admission, age and presence
of comorbid diseases. Patients with perforation determined
during the procedure have a better clinical course. However,
in patients with late determination and septic symptoms, the
course is worse.®*>'? Although our patient is elderly and has
comorbid diseases, there was no morbidity due to adequate
bowel cleaning and early intervention (Figure 1, 2, 3, 4).
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Figure 1. Swelling due to subcutaneous emphysema is seen around the
eyes, face and neck

Figure 2, 3. Pneumoperitoneum, pneumomediastinum, pneumothorax
and diffuse subcutaneous emphysema on computed tomography

Figure 4. Perforation area in the antimesenteric area in the colon

The treatment should be decided according to patients’
clinical status and hospital admission period. Non-
operative follow-up, endoscopic clip, primary repair,
resection anastomosis and colostomy are the methods to be
performed.”!! We treated the patient with primary repair
since peritoneal contamination was not excessive in patients’
abdominal exploration.

As a result, it is the most common complication seen
after colonoscopy. Diffuse subcutaneous emphysema after
perforation is a rare condition, especially in elderly patients
with comorbid diseases. It is therefore necessary to be careful
about the follow-up and complications.
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Small Bowel Adenocarcinoma Presenting with Brain

Metastasis

Beyin Metastazi ile Basvuran ince Barsak Adenokarsinomu

@ Isra Al Jorani, ® Ozgen Igik

Uludag University Faculty of Medicine, Department of Surgery, Bursa, Turkey

ABSTRACT I

Although the small bowel (SB) comprises majority of the length of alimentary tract and its surface mucosal area, adenocarcinoma of SB is rare in
comparison to other gastrointestinal malignancies. The most common presenting symptom is intermittent and crampy abdominal pain. Because of
the rarity of these lesions and the non-specific and variable nature of the presenting symptoms, delay in diagnosis is common. In this article, we have
presented a case of adenocarcinoma of the jejunum with only neurologic symptoms due to brain metastasis.

Keywords: Adenocarcinoma, brain metastasis, cancer, small bowel

anosers. |

Her ne kadar ince barsaklar gastrointestinal (GI) traktin uzunluk ve mukozal yiizey alani olarak ¢ogunlugunu olusturuyor olsa da ince barsak
adenokarsinomu diger GI malignitelere oranla cok nadirdir. En sik bagvuru nedeni kramp seklinde aralikli karin agrisidir. Bu hastaligin nadir olmast
ve basvuru semptomlarinin nonspesifik ve degisken olmasi tanida gecikmeye neden olmaktadir. Bu makalede beyin metastazina bagh sadece norolojik
semptomlar ile basvuran bir jejunal adenokarsinom olgusunu sunuyoruz.

Anahtar Kelimeler: Adenokarsinomu, beyin metastazi, kanser, ince barsak

Introduction

Cancer of the small bowel (SB) represents around less than
2% of all gastrointestinal (GI) malignancies. The frequency
of adenocarcinoma of the SB is about 40% in all SB tumours.
Adenocarcinoma of SB is mostly present in the duodenum
followed by jejunum and ileum.! Because of its rare
occurrence, nonspecific clinical features of presentation and
difficulty of imaging the SB, the disease is usually advanced
with either regional or distant metastasis at the time of
diagnosis. Brain metastases were identified in less than 4% of
all GI tumours. Although early treatment is associated with
prolonged survival and improved outcomes, brain metastasis
reflects a late presentation of GI cancers and remains an

unpromising situation.

Case Report

A 67-year-old man with history of diabetes mellitus,
hypertension, hyperlipidaemia and disease of the coronary
arteries and placement of stent at 3 years ago was presented
with the complaint of speech impairment and vertigo. He did
not show any symptoms of Gl disease, and there was no weight
loss. No history of haematemesis or melaena was found in the
patient. The patient underwent a cranial magnetic resonance
imaging that showed intracranial mass in the frontal lobe
(Figure 1). Thus, the patient underwent a surgical resection
of the metastasis by craniotomy. Postoperative recovery
was uneventful. Histopathology of the specimen revealed
metastatic adenocarcinoma; immunohistochemical staining
results were consistent with GI system carcinoma.
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The patient was then undergone colonoscopy and upper GI
endoscopy without any abnormalities. Abdominal computed
tomography (CT) scan showed a 10-mm serosal hyperdense
nodule in the medial section of the splenic flexure that was
reported as possible subserosal haemorrhage or calcific
granuloma (Figure 2). Positron emission tomography CT
(PET-CT) scan showed a hypermetabolic involvement in
the left lower quadrant of the abdomen of 41x38 mm in
diameter with metabolic activity (SUV__ :8.3).

The patient underwent an exploratory laparotomy based on
the results of CT and PET-CT scan with a high suspicion of
the presence of small intestinal malignancy. A jejunal mass
was seen covered by the greater omentum just inferior to
the splenic flexure without any dilatation of the proximal
bowel loops (Figure 3). Jejunal segmental resection with
lymphadenectomy of the involved segment was done.
Postoperative recovery was uneventful. The patient was
discharged on postoperative day 3.

Figure 1. Cranial magnetic resonance image showing intracranial mass

Figure 2. Abdominal computerised tomography images showing the
primary tumour

Histopathology of the specimen revealed adenocarcinoma
of the small intestine. The proximal and distal resection
margins were clear of tumour cells with the presence of
three metastatic lymph node involvements. T3N2M1 was
the pathological stage of the lesion. The patient was referred
to an oncologist for adjuvant chemotherapy. However,
the patient was died on postoperative month 8 because of
recurrent cranial metastasis.

SB adenocarcinomas are rare, and metastatic disease is
associated with poor prognosis. There are limited reported
cases in the literature on SB adenocarcinoma presenting
with neurologic symptoms due to brain metastasis. In this
report, we presented the case of a patient diagnosed with SB
adenocarcinoma after surgical removal of intracranial mass.
SB adenocarcinomas have poor prognosis. Expected 5-year
survival rate is less than 30%. Almost one-third of patients
have distant metastasis, and one-third have lymphatic
metastasis at the time of diagnosis. Upper GI endoscopy
and colonoscopy should be performed to visualise proximal
and distal SB tumours and also to clarify underlying diseases
such as inflammatory bowel disease. Clinical staging can
be done with chest-abdomen-pelvis CT scan. SB resection
is performed with necessary lymphatic dissection. Surgery
alone may be curative for stages I and II of the disease, while
adjuvant chemotherapy is necessary for stages IIl and IV
patients. Currently, surgical treatment is the only curative
option for stages I and II. Fluoropyrimidine and platinum
combination may be considered in systemic therapy.? Our
patient underwent SB resection with lymphadenectomy, and
the final pathology revealed stage T3N2 of the disease.

Most common sites of metastasis for SB adenocarcinomas
are lymph nodes, liver and peritoneum.’ Incidence of brain
metastasising SB adenocarcinoma is unclear due to its rarity.
Reported survival is median 10 (range: 3-28) months.*
Surgical removal, and/or whole brain radiotherapy, is the

‘! " R R

Figure 3. Intraoperative image of the primary tumour covered by
omentum
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most preferred treatment of choice for brain metastasis
of SB adenocarcinomas.” As the primary tumour was
asymptomatic, our patient had to wundergo upfront
cranial mass removal. He received adjuvant whole brain
radiotherapy after small bowel resection surgery.

In conclusion, SB adenocarcinomas are rare cause of GI
malignancies. Resection with local lymphadenectomy is
the procedure of choice for local disease. However, distant
metastases exist at the time of diagnosis in one-third of
patients. Metastatic disease has poor survival, even curative
resection of the primary tumours and metastases can be

achieved.
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Getting Better in Open Abdomen Surgery
Open Abdomen Cerrahisinde Daha lyiye

® Sahin Kahramancal, ® Turgut Anuk?
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Dear Editor,

Open abdominal surgery, which is recommended worldwide
after injury control surgery for major trauma, abdominal
compartment syndrome (ACS) and abdominal sepsis, can be
life-saving many times.1 When ACS develops, many systems
such as bowel, lung, heart, kidney and central nervous system
are adversely affected.! When ACS is not treated, it is 100%
mortal.? Organ hypoperfusion, microperfusion deterioration,
ischemia, acidosis and developing bacterial translocation
in the intestines further increase the compartment. Acute
renal failure develops due to decreased renal perfusion in
the kidneys, increased resistance in renal venous structures,
increased activation in renin angiotensin system, increased
antidiuretic hormone, and oliguria." With the developing
ACS, the diaphragm is elevated and has a negative effect on the
lung by causing decrease in lung compliance, development
of atelectatic areas and hypoxia.’ Intracranial pressure also
increases with ACS. This causes cerebral hypoperfusion
and therefore a decrease in Glaskow Coma scale score. In
addition, a decrease in the preload of the heart develops
due to the negative effect that develops on the renal and
mesenteric veins in ACS, and an increase in afterload develops
due to increasing peripheral vascular resistance. It results in
a decrease in cardiac output and hypoxia.! Therefore, ACS
should be suspected when dyspnea, abdominal distension,
tachypnea, orthopnea, oliguria, decrease in mean arterial
pressure and increase in positive fluid balance are detected.
Open abdominal surgery can be applied not only in ACS, but

also in traumatic and hemorrhagic shock and non-traumatic
patients in septic shock. In cases of intra-abdominal
sepsis, if source control could not be done, ACS is present
and reoperations are planned, open abdominal surgery is
recommended. In patients with open abdomen in whom
many methods such as Bogota-bag, negative pressure system
and full or semi-dynamic abdominal closure systems are
applied in surgical treatment, unfortunately, applying only
surgical methods cannot be life-saving. Before proceeding
with abdominal closure methods, the patient’s hemodynamics
should be stabilized absolutely. For this reason, all affected
systems should be handled individually. A general surgery
specialist who wants to work in this field, is devoted to the
open abdominal, does not work in consultation method
and makes morning and evening patient visits regularly,
and makes data entry and treatment regularly, is needed. A
team consisting of general surgery, neurology, cardiology,
chest diseases, general internal medicine, anesthesia and
reanimation, vascular surgery and psychiatry specialists
should evaluate the patient absolutely. It should be ensured
that the hemodynamics is stabilized and then the abdomen
should be closed.

As a result, open abdominal surgery should not only be a
subject that general surgeons deal with alone, but should be
a subject that should be intervened with a multi-disciplinary
approach.
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