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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 CINAHL Ultimate, British
Library, Root Indexing, Idealonline, Turkish Citation Index and TurkMedline.

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

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

Open Access Policy

This journal provides immediate open access to its content on the principle that
making research freely available to the public supports a greater global exchange
of knowledge. Open Access Policy is based on rules of Budapest Open Access
Initiative (BOAI) http://www.budapestopenaccessinitiative.org/.

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

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

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

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

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

The journal is printed on acid-free paper.

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

Editorial Policy

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

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

Subscription Information

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

www.turkishjcrd.com

Address: Latilokum Sok. Alphan Isham No: 3 Kat: 2, Sisli, Istanbul, Turkiye
Telephone: +90 (212) 356 01 75-76-77

Gsm: +90 (532) 300 72 36

Fax: +90 (212) 356 01 78

Online Manuscript Submission: www.journalagent.com/krhd

Web page: www.turkishjerd.com
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Advertisement / Publisher Corresponding Address

For requests concerning advertising, please contact the Publisher:
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Address: Molla Garani Cad. 22/2 34093 Findikzade-Istanbul-Ttrkiye
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Web page: www.galenos.com.tr
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Amac ve Kapsam

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

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

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

Kolon ve Rektum Hastaliklar1 Dergisi, CINAHL Ultimate, British Library, Root
Indexing, Idealonline, Tirk Atif Dizini ve TurkMedline’de indekslenmektedir.

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

Acik Erisim Politikas1

Bu dergi bilginin yer degistirmesi ve toplum icinde bilgiye dzgtirce ulasma olanag
saglamak uzere acik erisime imkan vermektedir. Actk Erisim Ilkesi “Budapeste
Acik Erisim Girisimi (BOAI)” http://www.budapestopenaccessinitiative.org/
kurallarma dayanmaktadir.

Bu dergi Creative Commons 3.0 Uluslararas Lisanst ile lisanslanmstir.

Izinler

Ticari amaclarla CC-BY-NC lisansi altinda yaymlanan her hangi bir kullamm
(satis vb.) telif hakk: sahibi ve yazar haklarmm korunmast i¢in izin gereklidir.
Yaymlanan herhangi bir materyalde figure veya tablolarm yeniden yayimlanmasi

ve cogaltilmasi, kaynagin baslik ve makalelerin yazarlan ile dogru alntilanmasiyla
yaptmaldir.

Derginin mali giderleri Ttrk 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 Hakki Devri

Yazarlar Turk Kolon ve Rektum Hastaliklar Dergisinde yaymladiklan yazilardan

kendileri sorumludurlar. Editor, editor kurulu ve yaymct hicbir sorumluluk kabul
etmemektedir. Baska bir kaynaktan tablo ya da figtir (veya tablo/figtirden bir veri)
kullandiysaniz, direkt olarak tablo ya da figuri kaynak gosteriniz.

Dergi asitsiz kagida basimaktadir.

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

Editoryal Politika

Her yazimn alinmasim takiben, bir kontrol listesi Editor Yardimcisi tarafindan

tamamlanir.

Editor yardimcist, her yaziyr gerekli ogeleri sagladigy ve yazar kilavuzuna uyumu
acisndan kontrol eder, ardindan editore iletir. Editor degerlendirmesinin ardindan
her bir yazi icin editor yardimcist tarafindan gozlemciler (reviewers) belirlenir.
Genelde, her bir yaziy: ilgili uzmanlklar géz ontine almarak atanmis en az 3
gozlemci inceler. Yardimet editor de diger gozlemcilerle birlikte gozlemci olarak
atanabilir. Gozlemci incelemesinin ardindan yazilar editor kurul toplanusinda
degerlendirilir.

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

Abonelik Bilgileri

Turk Kolon ve Rektum Hastahklart Dergisi, Tiirk Kolon ve Rektum Cerrahisi
Turkiye'deki
dagiilmaktadir. Yaymnlanmus tim sayilar tucretsiz olarak su linkte mevcuttur
(http://www.turkishjcrd.com/).

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

GSM: +90 532 300 72 36

Faks: +90 212 356 01 78

Dernegi uyelerine, Diinyada ve kiitiiphanelere  tcretsiz

Online Makale Gonderme: www.journalagent.com/krhd

Web sayfasi: www.turkishjcrd.com

E-posta: info@turkishjcrd.com

Reklam-Duyuru / Yaymevi Yazisma Adresi

Talepleriniz icin lutfen yayma ile iletisime geciniz.

Galenos Yaymevi Tic. Ltd. Sti.

Molla Gurani Mah. Kagamak Sk. No:21 34093 Findikzade-Istanbul-Ttirkiye
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Instruction for Authors

GENERAL INFORMATION

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

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

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

Accepted manuscripts are published in both Turkish and English
languages.

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

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

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

EDITORIAL POLICIES

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

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

AUTHOR GUIDELINES

Forms Required with Submission:

Copyright Transfer Statement

Disclosure Statement

Cover Letter

Manuscript Submission Guidelines
Manuscript Preparation Guidelines

Text Formatting

Title Page

Article Types

Original Articles

Invited Review Articles

Case Reports

Technical Notes

Letters to Editor

Editorial Comments

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

Payment

Forms Required with Submission

Copyright Transfer Statement

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

Disclosure Statement

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

“Conflicts of Interest and Source of Funding:”

Cover Letter

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

Manuscript Submission Guidelines

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

Online Submission

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

Manuscript Preparation Guidelines

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

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

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

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

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

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

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

Manuscripts should be submitted in Word.

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

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

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

Title Page

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

The title of the article;

The short title of the article

The initials, names and qualifications of each author;

The main appointment of each author,

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

The name and email address of the corresponding author;

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

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

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

Article Types

Original Articles

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

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

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

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

Original Articles should be organized as follows:

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

Aim: What was the purpose of the study?

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

Results: What were the main findings?

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

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

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

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

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

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

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

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

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

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

Final approval of the version to be published; and

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

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

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

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

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

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

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

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

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

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

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

Invited Review Articles

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 4000 words.

Reference Number: Not to exceed 100 references.

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

Case Reports

Abstract length: Not to exceed 100 words.

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 15 references.

Case Reports should be structured as follows:

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

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

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

References: See under ‘References above.

Acknowledgments.

Tables and figures.

Technical Notes

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 1200 words.

Reference Number: Not to exceed 15 references.

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

Technical Notes should be organized as follows:

Abstract: Structured “as above mentioned”.

Indications

Method

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

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

Tables and figures: Including legends.

Letters to the Editor

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 10 references

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

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 10 references.

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

Ethics

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1f the article is still under consideration, it may be rejected and
returned to the author.

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

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

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

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

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

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

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

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

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

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

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

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

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

Informed Consent

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

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

1f identifying information about participants is available in the
article, the following statement should be included:

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

Payment

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

THE REVIEW PROCESS

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

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

REVISIONS

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

ENGLISH LANGUAGE EDITING

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

AFTER ACCEPTANCE

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

Copyright Transfer

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

Color Ilustrations

Publication of color illustrations is free of charge.

Proof Reading

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

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

ONLINE EARLY

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

CORRESPONDENCE

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

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

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

Gsm: +90 (532) 300 72 36

Fax: +90 (212) 356 01 78

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

E-mail: info@turkishjcrd.com
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GENEL BILGI

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

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

Kabul edilen yaymlar hem Turkce hem de Ingilizce olarak
yaymlamr.

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

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

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

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

Aciklama bildirimi

Ust yazi
Makale Gonderme Kurallart
Makale Hazirlama Kurallar

Metin bicimlendirme

Giris sayfast

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

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

Aciklama Bildirimi

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

Ust Yazi

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

Makale Yazim Kurallart

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

sunmaldir.
Online Basvuru

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

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

Makale Hazirlama Kurallart

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

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

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

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

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

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

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

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

Yazilar Word programu ile hazirlanarak teslim edilmelidir.

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

- Sayfa numarasi icin otomatik sayfa numaralandirma islevini
kullanm.

- Alan fonksiyonlar1 kullanmaym.

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

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

- Dosyamzi .docx formatnda (Word 2007 veya ust) ya da .doc
formatunda (eski Word stirtim) kaydedin.
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Giris sayfast
Tam yazilar, makale tirti ne olursa olsun, asagidakileri iceren bir
bashk sayfast ile baglamalidur:

- Makalenin bashg;
- Makalenin kisa bashg;

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

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

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

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

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

Makale Tipleri
Orijinal Makaleler

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

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

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

calismalar ve hayvan

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

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

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

Bulgular: Ana bulgular nelerdir?

Sonug: Calismanin ana sonuclan ve etkileri nelerdir?

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

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

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

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

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

veriler

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

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

Yazar;

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

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

- Yayilanacak son sekli onaylayan; ve

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

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

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

Dergi basliklar “Cumulated Index Medicus” kisaltmalarma uygun
olmalidir.

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

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

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

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

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

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

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

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

Davetli (Talep tizerine yazilan) Derlemeler
Ozet uzunlugu: 250 kelimeyi asmamahdir.
Makale uzunlugu: 4000 kelimeyi asmamalidir.
Kaynak sayist: 100 kaynag asmamalidir.

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

Olgu Sunumlar

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

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

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

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

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

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

Tesekkiir

Tablolar ve sekiller

Teknik Notlar

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

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

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

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

Bulgular: Ana bulgular nelerdir?

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

Yontem

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

Kaynaklar: Vancouver tarzi (yukanda ‘Kaynaklar bolumiine
bakimz)

Tesekkiir

Tablolar ve sekiller; alt yazilar dahil
Editore Mektuplar

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

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

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

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

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

Etik

Bu dergi, bilimsel kayitlann buttinltigint korumayi tahhut
etmektedir. Yaymn Etik Komitesi (COPE) tyesi olarak, dergi olast
olumsuz davramslarla nasil basa cikilacagi konusunda Yayn Etik
Komitesi (COPE) kilavuzlarim takip edecekdir.

Yazarlar arastirma sonuclarm yanhs sunmaktan; derginin
guvenilirligine, bilimsel yazarhk profesyonelligine ve en sonunda
tum bilimsel cabalara zarar verebileceginden dolayi, sakinmahdr.
Arastirma buttinlugintn strdurtlmesi ve bunun sunumu, iyi
bilimsel uygulama kurallarin takip ederek basarihr. Bu da sunlar
icerir:

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

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

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

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

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

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

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

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

Bununla beraber:

- Yazarlik veya yazarlarm sira degisiklikleri eserin kabultinden
sonra yapilamaz

- Yazinn revizyon asamasinda, yaym oncesi veya yaymlandiktan
sonra yazar isim eklenmesi veya cikarilmasi istemi; ciddi bir
konudur ve gecerli sebepler oldugunda degerlendirilebilir.
Yazar degisikligi gerekeesi; hakh gerekeeli, inandirict ve sadece
tam yazarlarm yazih onayr alindiktan sonra; ve yeni/silinmis
yazarm roli silme hakkinda ikna edici aynnuli bir aciklama
ile kabul edilebilir. Revizyon asamasinda degisiklik olmasi
halinde, bir mektup revise edilmis yaymna eslik etmelidir. Yayma
kabul edildikten veya yaymlandiktan sonra degisiklik olmast

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

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

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

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

- Makale halen stipheli ise, reddedilip yazara iade edilebilir.

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

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

Insan ve Hayvan Arastirmalart
Insan Haklar1 Beyannamesi

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

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

Asagida  belirtilen  durumlar  yaz
bolumiinden once yer almahdr:

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

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

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

hayvanlarin

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

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

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

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

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

“Bu makalenin yazarlan calismada hayvan kullamlmadigim
bildirmektedir.”

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

Bilgilendirilmis Onam

Butun bireyler ihlal edilemeyecek kisisel haklara sahiptir.
Calismada yer alan bireyler, elde edilen kisisel bilgilere, caismada
gecen goriismelere ve elde edilen fotograflara ne olacagr konusunda
karar verebilme hakkina sahiptir. Bundan dolay1, caismaya dahil
etmeden once yazill bilgilendirilmis onam almmasi ¢nemlidir.
Bilimsel olarak gerekli degilse ve katlimcilardan (veya katihmet
yetkin degilse ebeveynlerinden veya velilerinden) basilmas
icin yazih onam almmadiysa, katilimcilara ait detaylar (isimleri,
dogum gumleri, kimlik numaralan ve diger bilgileri) tanimlayict
bilgilerini, fotograflarmi ve genetik profillerini icerecek sekilde
yazih formda basilmamahidir. Tam gizlilik saglanmasmin zor
oldugu durumlarda, bilgilendirilmis onam formu stipheyi icerecek
sekilde duzenlenmelidir. Ornegin fotografta katihmeilann goz
kisminin maskelenmesi gizlilik acisimdan yeterli olmayabilir. Eger
karakteristik ozellikler gizlilik acisindan degistirilirse, ornegin
genetik profilde, yazar yapilan degisikligin bilimsel olarak sorun
olusturmadigindan emin olmahdr.

Asagidaki ifade belirtilmelidir:

“Calismadaki
bilgilendirilmis onam almmustir.”

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

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

DEGERLENDIRME SURECI

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

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

DUZELTME SONRASI GONDERILMESI

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

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

INGILIZCE YAZIM

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

KABUL SONRASI

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

Telif Hakkinin Devri

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

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

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

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

ERKEN YAYIN

Kabul edilmis yazimn baski icin téimit hazirlanirken online olarak
ozet hali yayimlanir. Kabul edilen yaz1 kontrolden gectikten sonra,
yazarlar son diizeltmeleri yaptktan sonra ve tim degisiklikler
yapildiktan sonra yaz1 online olarak yayimlanacakur. Bu asamada
yaziya DOIL (Digital Object Identifier) numaras: verilecekdir.
Her iki forma da www journalagent.com/krhd adresinden
ulasilabilecektir. Kabul edilen yazimn yazarlan elektronik
ortamdaki sayfalan ¢kt olarak aldiktan sonra proofreading
yapmak, tum yaziyl, tablolar, sekilleri ve kaynaklan kontrol
etmekle sorumludur. Baskida gecikme olmamasi icin 48 saat
icinde sayfa kontrolleri yapilmis olmahdur.
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Esteemed colleagues,

This issue of the Turkish Journal of Colorectal Disease features three original
research articles, one technical note, two letters to the editor, and three case
reports. We are pleased to see that the quality of our publication is steadily
increasing.

In this issue, there is an excellent study investigating the predictive value of
platelet-to-lymphocyte ratio in metastatic colon cancer, as well as a study
presenting new parameters in the treatment of Fournier gangrene, which is
common in our country and can sometimes be challenging to manage. The other
original research article evaluates two minimally invasive techniques frequently
used in daily practice to treat hemorrhoidal disease. I believe you will read them
with great interest.

This issue also includes a technical note presenting a unique point of view
concerning the surgical therapy for fecal incontinence. I highly recommend you
read it. In addition, there are three interesting case reports which are particularly
relevant for Turkey. Furthermore, we feature a letter to the editor recommending
a new classification system for pilonidal sinus disease, which is very common
in our country and has been published about rather extensively by Turkish
surgeons. Finally, we include a very current letter to the editor encouraging more
widespread use of social media in colorectal surgery in parallel to the general
public’s increasing use of social media.

As is evident by the content of the journal, in addition to the increase in the
quality of our publications, we have also increased the variety of articles in our
journal.

The Turkish Colon and Rectal Surgery Congress, the most important event held
by the Turkish Society of Colon and Rectal Surgery, took place last month with
the support of our valuable nurses and was very well attended. Although it was
a national congress, many experts from abroad also participated. The European
Society of Coloproctology also contributed. The studies presented at the congress
have been printed as a supplementary issue of the Turkish Journal of Colorectal
Disease, and we will be honored to publish these worthy studies when they are
prepared as articles.

I wish you a lovely summer and look forward to receiving more of your diverse
and valuable articles for our September issue.

Best wishes until September...

Tahsin Colak, MD
Editor-in-Chief

Editorial/Editoryal

Sevgili meslektaslarim,

Tiirk Kolon ve Rektum Hastalart Dergisi bu sayisinda ti¢ ¢zgiin makale, bir teknik
not, iki editore mektup ve ti¢ olgu sunumuyla cikti. Gittikce yayin kalitemizin arttigint
gormenin mutlulugu icindeyiz.

Bu sayida platelet-lenfosit oranin metastatik kolon kanserini ongormedeki etkinligini
irdeleyen cok guzel bir calismamn yamnda tilkemizde sik rastlanan ve tedavisinde
zaman zaman zorlanilan Fournier gangreninin tedavisinde yeni parametreler sunan
diger bir calisma yer aldi. Diger ¢zgiin arastirma makalesinde ise giinlik pratikte
stk uyguladigimz hemoroidal hastahgin tedavisinde minimal invazif iki yontem
degerlendirilmektedir. Iigiyle okuyacagimzi tahmin ederim.

Bu sayida ayrica fekal inkontinans cerrahi tedavisinde degisik bir bakis acist sunan
bir teknik not da yer aldi. Mutlaka okumamzi tavsiye ederim. Bunun yamnda,
iilkemizde ozellikle ilgi goren ti¢ birbirinden ilging olgu sunumuna yer verildi. Ote
yandan tulkemizde cok yaygin olan ve tilkemiz cerrahlan tarafindan literatiire
oldukga fazla katki saglanan pilonidal sintis hastaligi icin yeni bir siiflama éneren
editore mektubumuzun yamnda, giniimiizde sosyal medyamn kullammina paralel
olarak kolorektal cerrahide de sosyal medyamn daha yaygin kullamlmasini éneren
cok gincel bir editore mektuba daha yer verildi.

Derginin iceriginde de goriildugii gibi yaymlarmizin kalitesinin artmasinin yam sira
yayn tipi cesitligimiz de arttr.

Degerli meslektaslarim, gecen ay Tirk Kolon ve Rektum Cerrahi Derneginin
en ¢nemli aktivitesi olan Tirk Kolon ve Rektum Cerrahisi Kongresi, kolorektal
cerrahiye gonil veren degerli hemsirelerimizin de destegiyle ve cok yiiksek bir
katihmla gerceklesti. Kongre ulusal nitelikli olmastyla birlikte yurtdisindan bircok
uistat kongreye katkr sagladi. Ayrica Avrupa Koloproktoloji Cemiyeti’nin de katkist
oldu. Kongrede sunulan degerli calismalar Turk Kolon ve Rektum Hastahklarn
Dergisi’nin ek sayis (supplement) olarak basildi. Bu calismalar cok degerli yaymnlara
dondiiginde bu yaywnlara yer vermekten onur duyacagimizi bilhassa bildirmek
isterim.

Eylul sayisinda da bu sayida oldugu gibi cesitli ve degerli yaymlarnmzi bekledigimizi
hatirlatarak iyi bir yaz gecirmenizi dilerim.

Eylilde bulusmak dilegiyle. ..

Dr. Tahsin Colak
Bas Editér
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Clinical Value of the Monocyte-to-Lymphocyte Ratio for
Determining Number of Debridements in Treatment of
Fournier’s Gangrene

Monosit-Lenfosit Oraninin Fournier Gangreni Tedavisinde Debridman Sayisina
Karar Vermede Kilinik Etkisi

Turgut Anuk1, Ali Cihat Yildirnm2, Hakan Giizel3, Giilsen Cigsar4, Elnare Giinal4

1Kafkas University Faculty of Medicine, Department of General Surgery, Kars, Turkey

2Kars Harakani State Hospital, Clinic of General Surgery, Kars, Turkey

3Digkap! Yildinm Beyazit Training and Research Hospital, Clinic of General Surgery, Ankara, Turkey
4Kafkas University Faculty of Medicine, Department of Emergency Medicine, Kars, Turkey

ABSTRACT I

Aim: Fournier’s gangrene (FG) is a rapidly progressive, fulminant necrotizing fasciitis of the anogenital region. Treatment of FG consists of aggressive
surgical debridements. The current scoring systems in FG focus on mortality. However, simple biomarkers could be useful. Here we aim to investigate
the clinical usefulness of monocyte-to-lymphocyte ratio (MLR) in determining the number of debridements in FG patients.

Method: Fifty-nine patients were diagnosed with FG and operated in the emergency unit between 2010 and 2016. The patients were separated into
a single-debridement group and a multiple-debridement group. The groups were compared in terms of mean age, gender, duration of symptoms,
predisposing factors, wound culture positivity, MLR values at admission, treatment protocols, and mortality rates.

Results: The two groups differed significantly in wound culture results and colostomy status (p=0.001 and p=0.008). There was no significant
difference in mortality rate (p=0.749). Furthermore, there were no significant differences between the groups in terms of predisposing factors or
duration of symptoms (p=0.069 and p=0.091). The multiple-debridement group had a significantly higher MLR value (p<0.001). MLR under the cut-
off value of 0.549 had 79.4% sensitivity and 76% specificity in the prediction of number of debridements. Furthermore, MLR value could predict the
number of debridements independently from other factors (p<0.001).

Conclusion: MLR value was significantly higher in patients who underwent multiple debridements. Thus, MLR shows promise as a single-parameter
biomarker for FG severity. Future studies should focus on this parameter using a larger number of FG patients.

Keywords: Fournier’s gangrene, debridement, monocyte, lymphocyte

O Z

Amagc: Fournier gangreni (FG) anorektal bolgenin klinik olarak cok hizli kotilesen, olimcul nekrotizan fasiitidir. FG tedavisinin temelini agresif
cerrahi debridman olusturur. Giincel skorlama sistemleri FG’de mortalite tizerine yogunlasmistir. Bununla birlikte serum belirtecleri yararli olabilir.
Bu calismada FG hastalarindaki debridman sayisini belirlemede monosit-lenfosit oraninin (MLO) klinik etkisini ortaya koymay1 amacladik.
Yontem: 2010-2016 yillar1 arasinda hastanelerimiz acil servisinde FG tanisiyla tan1 konup opere edilen 59 hasta calismaya dahil edildi. Tek debridman
uygulanan grup 1 ve birden ¢ok debridman uygulanan hastalar grup 2 olarak iki gruba ayrildilar. Gruplarin ortalama yas, cinsiyet, semptom stiresi,
predispozan faktor, yara kultur pozitifligi, kolostomi durumu, yatis anindaki MLO’lar, tedavi protokolleri, mortalite oranlar karsilastrildi.
Bulgular: [ki grup arasinda yara kultiir sonuglari ve kolostomi durumlar arasinda istatistiksel anlamli fark bulundu (p=0,001 ve p=0,008). Mortalite
oranlari arasinda anlamh fark bulunamadi (p=0,749). Predispozan faktorler ve semptomlarin siiresi arasinda gruplar aras1 anlamli fark bulunamad:
(p=0,069, p=0,091). Grup 2’de MLO anlamli oranda yuksekti (p<0,001). 0,549 cut-off degerinde MLO debridman sayin1 éngérmede %79,4 sensitivite
ve %76 oraninda spesifiteye sahipti. Ayrica MLO debridman sayisimi diger faktorlerden bagimsiz olarak ongorebilmekteydi (p<0,001).

Sonuc: MLO degeri birden cok debridman yapilan hastalarda anlamh oranda ytiksek bulundu. Bu sonu¢, MLOnun tek bir parametre olarak FG
ciddiyetini gostermesi bakimindan 6nemlidir. Gelecekte dtizenlenebilecek daha yiiksek hasta poptlasyonlu calismalar parametrenin giictinu
gosterebilmeleri acisindan onem kazanmistir.

Anahtar Kelimeler: Fournier gangreni, debridman, monosit, lenfosit
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Introduction

Fournier’s gangrene (FG) is a rare, rapidly progressive,
fulminant form of necrotizing fasciitis of the perineum,
genitalia and perianal region. It is a polymicrobial infection
of aerobic and anaerobic bacteria and characterized by
obliterative endarteritis of subcutaneous tissue leading to
gangrene.l.2 Although first described by French physician
H. Baurienne in 1764, the disease was named after French
venereologist Jean Alfred Fournier, who presented in 1883
the case of a young male with perineal gangrene of sudden
onset.3 FG affects mainly males (the male/female rate is 10:1)
and patients over 50 years of age.! The principal therapeutic
approaches for FG are aggressive surgical debridements,
with the administration of wide-spectrum antibiotics and
supportive drugs.3 Nevertheless, FG continues to have a
high mortality rate. Despite being a well-described entity,
the disease has a mortality rate ranging from 20% to
50%.2 Many of the underlying etiologic factors have been
described in the literature. These include diabetes mellitus,
malignant conditions, chronic alcoholism and other
immunosuppressive conditions.*

There are several scoring systems for mortality prediction
in FG. Acute Physiology and Chronic Health Evaluation
(APACHE) Il is a commonly used scoring system predicting
the mortality of critical patients. Another is Fournier’s
Gangrene Severity Index (FGSI), which is specific for
FG. Uludag Fournier’s Gangrene Severity Index (UFGSI)
is a new scoring system that was established in Uludag
University in Turkey.> However, all systems focus on
mortality and are too complicated to be easily calculated
under urgent conditions.

To our knowledge, the monocyte-lymphocyte ratio
(MLR) has not as yet been used for the prediction of FG’s
debridements. Here we investigated the factors affecting the
number of debridements and the ability of MLR to predict
debridements number in FG patients.

Materials and Methods

After the approval of the local institution’s ethics committee,
59 patients admitted to the emergency care units of Kafkas
University, Kars State Hospital and Diskap1 Yildirim Beyazit
Training and Research Hospitals for perineal pain, swelling
and purulent flow were investigated between years 2010 to
2016 (Approval number: 27.04.2016/51). The patients were
operated on after being diagnosed with FG by the general
surgery unit. For the 59 patients included in the study, full
medical information was obtained from a computer database.
Age, gender, duration from beginning of the symptoms to
admission, predisposing factors, laboratory results, and
MLRs were encoded. The patients were then sorted into two

groups: those who had undergone one debridement (single
debridement group) and those who had undergone two
or more debridements (multiple debridement group). The
groups’ age, gender, time of complaint, predisposing factors,
MLR values at admission, wound culture results which
were obtained by wound swabs during first debridement,
treatment protocols and mortality rates during this early
period after admission were compared. Patients who had
active infection, had used antibiotherapy in the last week,
who had hematological or immunological disorders, who
had recently had a blood transfusion or whose data were
missing, were excluded from the study. The leukocyte
count and monocyte count percentages were measured by
an automated hematology analyzer (Coulter Counter Model
S-Plus Jr, Coulter Electronics, Hialeah, FL). The reference
interval of monocyte and of lymphocyte were 300-900 per
mm3 and 900-3.700 per mm?3 respectively.

Statistical Analysis

The data analysis was performed using the Statistical
Package for the Social Sciences for Windows, version 22
(SPSS Inc, Chicago, IL, USA). Whether the distributions
of continuous variables were normal was determined using
the Kolmogorov-Smirnov test. Data are shown as mean
+ standard deviation or median (minimum-maximum),
where applicable. The differences between the groups were
compared using the student’s t-test or Mann-Whitney U
test, where appropriate. Categorical data were analyzed by
the Pearson’s chi-square test where appropriate. The cut-off
values of parameters for discrimination of the groups were
determined using receiver operating characteristic (ROC)
analysis. At each value, the sensitivity and specificity for
each outcome under study were plotted, thus generating
an ROC curve. A p-value less than 0.05 was considered
statistically significant.

Logistic regression analysis was used to assess the differences
between groups. The coefficient of regression and the 95%
confidence interval for each independent variable were also
calculated.

Results

The median age of the patients was 53 years (ranging
from 23 to 87) and the male/female ratio was 2.1. The
median duration of symptoms was 5.0 (0-21) days. Only
14 patients had predisposing factors. Patients demographic
characteristics were given on Table 1. In the single
debridement group, three patients had predisposing
factors. In the multiple debridement group, five patients
had perianal abscesses and perianal fistulas. One patient
also had rectal traumatic laceration, and three patients
had previously reported FG operations. One patient in
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this group had undergone total abdominal hysterectomy
and bilateral salpingo-oophorectomy and one patient had
urogenital infection. These results did not show statistical
significance in terms of predisposing factors between
groups (p=0.069).

Groups were compared with wound culture results and
there was statistical significance between groups (p=0.001).
In the single debridement group, only one patient had a
documented Escherichia coli positive wound culture.
However, in the multiple debridement group, 10 patients
had Escherichia coli, three patients had an Acinetobacter
infection, one patient had a Candida albicans positive culture
result, and one had an Methicillin-resistant Staphylococcus
aureus infection.

Thirty patients had undergone simple debridement, 12
patients had undergone debridement and colostomy, 13
patients had undergone major debridement, one patient had
undergone penilectomy, one patient had been discharged
two had
undergone debridement and vacuum-assisted closure (VAC)

before treatment without permission and
application. Twenty-five patients had one debridement and
34 patients had had two or more debridements. One patient
had undergone colostomy in the single debridement group
and 11 patients had undergone colostomy in the multiple
debridement group, these two groups were significantly for
this trait (p=0.008). Age, gender, and duration of symptoms
were compared between the two groups and the three
parameters showed a homogenous distribution (p=0.286,
0.248and 0.091). The mortality rate was 6.8% (four patients).
Two of these patients were in the single debridement group
and two were in the multiple debridement group. There
was no statistically significant difference in the mortality
rates between the groups (p=0.749). Comparisons between
groups were given on Table 2.

The median MLR values of the single and multiple
debridement groups were 0.33 (0.09-0.91) and 0.81 (0.25-
2.30) respectively, which was significantly higher in the
multiple debridement group (p<0.001) (Figure 1). ROC
curve analysis returned a below cut-off value for MLR (0.549)

Table 1. Patients’ demographic characteristics

Pammeers  Namber
Male/female ratio 40/19

Age 53 (23-87)

14/59 (23.7%)

4/59 (6.8%)

25/34

Patients with predisposing factors
Exitus patients

Patients had one debridement/patients
had >2 debridements

Total number of patients 59 (100%)

in an area of 0.881 [95% confidence interval (CI): 0.794-
0.968], with a 79.4% sensitivity, 76% specificity, 81.8%
positive predictive value and 73.1% negative predictive
value for predicting number of debridements (Figure 2).
When age, gender, culture positivity, duration of symptoms,
predisposing factors and MLR value were analyzed together
for predicting number of debridements, the MLR value
could predict the number of debridements independently
from the other factors (p<0.001).

Table 2. Comparisons between groups

Number of 25 34 0.241
Ppatients

Male/female ratio  19/6 21/13 0.248
Age (median- 47 (23-84) 56 (23-87) 0.286
minimum-

maximum)

Patients with 3/25 11/34 0.069
predisposing

factors

Duration of 7 (0-15) 4 (0-21) 0.091
complaints (days)

MLR value 0.33(0.09-0.91) 0.81(0.25-2.30) <0.001
Colostomy 1/25 11/34 0.008
Exitus 2/25 2/34 0.749
Culture positivity  1/25 15/34 0.001

MLR: Monocyte-lymphocyte ratio
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Figure 1. Monocyte-lymphocyte ratio distribution between groups
MLR: Monocyte-lymphocyte ratio
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Figure 2. Monocyte-lymphocyte ratio value assessed by receiver
operating characteristic curve analysis
ROC: Receiver operating characteristic

Discussion

FG is a surgical emergency for which the main therapy
is aggressive debridement. However, adequate treatment
does not reduce the high mortality rates. Although recent
technological improvements in antimicrobial agents has
increased the spectrum and efficacy of these drugs, early
surgical intervention remains the principal therapy for FG
because tissue necrosis can rapidly progress (up to 2 cm/h)
and sepsis leading to death quickly can develop.6.7

Many underlying conditions contribute to the formation of
FG, such as diabetes mellitus, immunosuppression, local
trauma, genitourinary infections, acquired immunodeficiency
and malignancy. All of these conditions lead to a decline in
the host immunity and contribute to polymicrobial infection.!
When FG was first discussed in the literature, the disease was
described as an idiopathic condition. However, most cases
were related to an identifiable cause, like perianal and urinary
tract infections, with the most common initial port of entry
being local trauma.l.2 In our study, predisposing factors and
wound culture results were compared between the single
and multiple debridement groups, wound culture result
positivity showed statistical significance. However, in our
study wound culture result showed aerobic culture positivity
than anaerobic colonies than expected.

We first assessed the ability of MLR to predict of the number
of surgical debridements in FG patients. The MLR has been

were used to predict the progress of patients with different
inflammatory events, such as malignancy and chronic
diseases.8.9,10.11 Tt is relatively straight forward to use and
calculate the MLR under urgent conditions.

Our study has some limitations, such as its retrospective
nature and limited patient number. Thus, these results should
need to be compared with studies analyzing a larger number
of patients. Nevertheless, as a single parameter, MLR, was
able to predict the number of debridements. Based on this
finding, we propose that future studies with larger patient
numbers should investigate this trait further in FG patients.
Many scoring systems have been proposed for predicting the
mortality rate of FG patients, including important indexes
such as APACHE 1I, FGSI, the Laboratory Risk Indicator
for Necrotizing Fasciitis and UFGSI.1.3,5 However, under
urgent conditions, it is not always easy to calculate multiple
parameters. Therefore, several studies have focused on
reducing the number of parameters in order to facilitate
mortality prediction in FG.12,13 One such parameter for
predicting mortality in FG was assessed by Kahramanca et
al.3, who found that the neutrophil-lymphocyte ratio and
platelet-to-lymphocyte ratio were useful for determining FG
prognosis.3

As early and aggressive surgical therapy remains the
most effective treatment, we focused on the number of
surgical debridements. Our data show that MLR value was
significantly higher in the multiple debridements group.
By ROC curve analysis, we found that MLR returned a
below cut-off value of 0.549 in an area of 0.881 (95% CI:
0.794-0.968), with 79.4% sensitivity and 76% specificity
for predicting the number of debridements in FG patients.
However, the mortality rate was not statistically different
between groups, which may be because of the low mortality
rate of the study.

Previous studies have suggested that improved survival
of patients with FG is dependent on early diagnosis and
adequate surgical treatment,!4.15 although early diagnosis
is not dependent only on a physician’s early diagnosis and
intervention. Many patients seek treatment in advanced
phases of the infection, usually after formation of necrotizing
fasciitis. Sugihara et al.16 reported in a study of 379 patients
that surgical treatment within 2 days after admission reduced
the mortality rates of FG. In our study, the mean duration
of symptoms was 5 days (0-21) days, which is longer than
the periods described in other studies.6 However, we did
not find any statistically significant difference between our
two groups.

Determining whether surgical debridement is necessary
in FG is mostly based on the surgical team’s opinion after
wound examination. Reappearance of the necrosis shows
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that the initial debridement was insufficient, so repeated
interventions may be necessary. Most studies describe an
initial debridement followed by repeated procedures.17 In
our study, 57.6% of our patients had undergone two or
more debridements (n=34). Earlier studies have described
many factors contributing to the clinical progress of FG.
These include diabetes mellitus, local trauma, alcoholism,
malignancy and chronic liver disease.!8,19 Patients with
multiple debridements usually have underlying conditions,
leading to positive wound culture results.

In our study, the mean age of patients was 53 and the
male/female ratio was 2.1, which are compatible with the
existing literature.l.3 The mortality rate in our study was
6.8% (four patients), which is low compared with other
studies;!,3 this could be due to the patient numbers or
early intervention by the experienced surgical team. Thirty
patients underwent simple debridement; 12 patients
underwent debridement and colostomy; and 13 patients
underwent major debridement. Fecal or urinary diversion
procedures should be undertaken to diminish additional
bacterial overload of affected areas. In another study, 19
of 37 patients had undergone diverting colostomy.20
Another study found that the fatality rate was lower in
the enterostomy group than in the control group.2! VAC
devices and hyperbaric oxygen therapy are commonly
used in FG treatment in modern surgical practice, thereby
supporting the wound healing process.l.4 In our study,
two patients underwent debridement and VAC application.
However, we could not use hyperbaric oxygen due to lack
of technical device in our center.

Laor et al.22, who presented the FGSI score, reported that
the number of debridements was not associated with patient
outcomes. However, Chawla et al.23 reported a higher
number of debridements in the mortality groups. Although
Goktas et al.17 reported a 20% higher mortality rate in a
group that had required multiple debridements than patients
that had required a single debridement, this did not reach
statistical significance. Our mortality data were similar to
those of Goktas et al.17.

FG is a special genital form of idiopathic necrotizing fasciitis
with a mortality rate of around 50%. Here we showed
that the MLR is significantly higher in patients requiring
multiple debridements compared to those requiring
single debridements. In our analyses, MLR had a 79.4%
sensitivity and 76% specificity for predicting the number
of debridements. When compared with commonly used FG
indexes, this single parameter appears to be a good indicator
of the disease severity. Future studies with a greater number
of patients and focused on MLR in FG patients should now
be performed.
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Grade lI-lll Hemorrhoidal Disease Treatment: Rubber Band
Ligation versus Hemorrhoidal Artery Ligation

Grade lI-Ill Hemoroidal Hastalik Tedavisi: Lastik Bant Ligasyonu ve Hemoroidal
Arter Ligasyonu Karsilastiriimasi
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T ABSTRACT I —

Aim: Comparison the application and effectiveness of hemorrhoidal artery ligation (HAL) and rubber band ligation (RBL) techniques in the treatment
of grade II and IIT hemorrhoidal disease.

Method: HAL was performed in 50 patients between December 2006 and May 2007 and RBL was performed in 96 patients between August 2011 and
October 2014. A total of 146 patients with grade II-IIl hemorrhoidal disease were included in this retrospective study. Surgery duration, performed
ligations, pain on postoperative day 7 visual analog scale, complications, and ratio of symptom-free patients at 6 months were statistically analyzed
for both procedures.

Results: Patients who underwent HAL returned to work earlier and had less pain on postoperative day 7 than those who underwent RBL; in addition,
the RBL procedure was statistically more cost-effective and had shorter surgery times. There was no statistical difference between the HAL and RBL
groups in proportion of patients who were symptom-free at postoperative 6 months (94% and 96.6%, respectively).

Conclusion: The RBL and HAL procedures are both effective and have low complication, and can be used safely together or separately in the treatment
of grade II-1II hemorrhoidal disease.

Keywords: Hemorrhoidal disease, rubber band ligation, hemorrhoidal artery ligation

11z

Amac: Grade 11 ve Il hemoroidal hastalik tedavisinde; lastik bant ligasyonu (LBL) ve hemoroidal arter ligasyonu (HAL) yontemlerinin uygulama sekli
ve etkinligini karsilastirmaktir.

Yontem: HAL islemi Aralik 2006-Mayis 2007 tarihleri arasinda 50 hastaya ve LBL islemi Agustos 2011-Eylul 2014 tarihleri arasinda 96 hastaya
uygulandi. Grade II-IIT hemoroidal hastaligi olan toplam 146 hasta retrospektif calismamiza dahil edildi. Operasyon stiresi, uygulanan ligasyon sayisi,
postoperatif 7. giin viziiel analog skala degerleri, komplikasyonlar ve 6. ay sonunda semptomsuz hasta sayilar1 her iki islem icin istatistiksel olarak
karsilastirildi.

Bulgular: HAL yontemi uygulanan hastalarin LBL uygulanan hastalara gore daha erken ise dondugt ve postoperatif 7. giin daha az agrilarinin oldugu
ve LBL yonteminin ise daha dusiik maliyete ve kisa operasyon stiresine sahip oldugu istatistiksel olarak saptandi. Semptomsuz hasta oranlar1 6. ay
sonunda her iki yontem icin de benzer olarak (%94 ve %91,66) saptanmis olup istatistiksel olarak fark yoktu.

Sonuc: HAL ve LBL yontemleri yiiksek etkinlik ve diuisitk komplikasyon oranlariyla grade II-1II hemoroidal hastalik tedavisinde ayr ayr1 veya birlikte
gtivenle uygulanabilir.

Anahtar Kelimeler: Hemoroidal hastalik, lastik bant ligasyonu, hemoroidal arter ligasyonu
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Introduction

Hemorrhoidal disease has been one of the most distressing
diseases since the dawn of human, and many procedures have
been described for treatment until today.! Hemoroidectomy
which includes hemorrhoidal cushions’ removal from
anal canal, is the choice of treatment, though its high
complication rates; such as fecal incontinence, anal stricture
and high postoperative pain.2 Hemorrhoidal cushions are
the part of normal anatomy and physiology of anal canal and
also have an important role in anal continence,3 so keeping
in mind this hemoroidectomy shouldn’t be gold standard
for hemorrhoidal disease treatment. The ideal surgical
procedure has to target minimal tissue damage with low
complication rates and minimal postoperative pain and be
proper for physiological anatomy of anal region.4

Rubber band ligation (RBL) is defined by Barron for the first
time in 1963, includes placing a rubber band at the base of the
hemorrhoid cushion with a special instrument above dentate
line and following with ischemic necrosis ulceration and
tissue fixation with the formation of scar tissue.> Procedure
is reported as; an effective, outpatient, safe, easy to use and
non-surgical procedure with high patients’ satisfaction and low
postoperative complication rates for hemorrhoidal disease®
which seems to fulfil the ideal surgery technique description
above. RBL can be performed under any type of anesthesia;
topical, local, regional or general anesthesia after a rectal
cleansing before surgery. In one session of treatment maximum
3 band ligations replacement at least 2 cm away from dentate
line is recommended to prevent postoperative pain.” Recurrence
rates vary from 11% to over 50% and especially for grade IV
prolapsing hemorrhoidal disease cases RBL procedure seems to
be ineffective but rebanding could be done at any time.6
Hemorrhoidal artery ligation (HAL) technique has been
described as the ligation of submucosal superior hemorrhoidal
artery terminal branches with the help of a Doppler probe.
HAL was first discribed in 1995 by Morinaga et al.8 as the
selective ligation of submucosal superior hemorrhoidal
artery distal branches which leads decreasing blood flow to
hemorrhoidal cushions, results in shrink and following scar
tissue formation lifts cushions back into anal canal. It is a
non-excisiniol and outpatient procedure for hemorrhoidal
disease. Reccurence rates at 6th month were reported as
high as 80-90%. The procedure can be done any type of
anesthesia; with rectal cleansing, there is no limitation for
number of ligations or treatment session numbers. None
major complications were reported and seems to fulfil the
ideal surgery technique description above as RBL.9

Both RBL and HAL are reported effective, safe and outpatient
procedures with low complication rates for grade II-III
hemorrhoidal disease treatment.10,11

The aim of this study is to compare the application and
effectiveness of HAL and RBL techniques in grade II-III
hemorrhoidal disease treatment.

Materials and Methods

HAL procedure performed 50 patients through December
2006 to May 2007 and RBL performed to 96 patients
through August 2011 to October 2014. Total 146 patients
with grade II or III hemorrhoidal disease were included
in this retrospective study. Patients medical records were
examined retrospectively after obtaining institutional
ethical permission and informed written consent was waived
because of the retrospective nature of study. The study
was approved by the Haydarpasa Sultan Abdulhamid Han
Training and Research Hospital Local Ethics Committee
(Approval number: 065).

Length of operation time, performed ligations, postoperative
7th day visual analog scale (VAS), complications and rate
of symptom free patients at 6th month were retrospectively
analyzed with SPSS 16 software (SPSS Inc. Chicago, Illinois)
for both procedures. The chi-square or Fisher’s exact tests
were used to analyze multiple variables. Values of p less than
0.05 were considered statistically significant. Postoperative
pain was measured by VAS which O corresponds to “no
pain” and 10 to “maximum pain” postoperative first and
7th days.

RBL procedure was performed under topical anesthesia.
Topical 5% lidocaine applied to anoderm and into anal
canal. After 5 minutes anoscope inserted into anal canal and
ligations were made. Maximum 3 ligations were made in
one session, and always watched out to be away at least 2
cm away from dentate line (Figure 1). Bands were removed
in three cases because of severe intraoperative pain and then

the patients were rebanded.

Figure 1. Rubber band ligation procedure
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HAL procedures were done by Transanal Haemorrhoidal
Dearterialiser (THD®-G.F. Medical Division, Correggio,
Italy), device and special equipments. Local anesthesia was
achieved by injection of mixture of 5 mL 2% prilocaine and
5 mL 0.9% NaCl equally to cutaneous and subcutaneous
regions of 3-6-9-12 o’clock perianal areas around the anus.
THD device was placed into the anal canal and anoscope
rotated clockwise to search for an arterial flow Doppler
sound. An eight-shaped suture was applied to the area of
arterial sound using absorbable suture. Loss of the arterial
sound was regarded as the sign of successful ligation (Figure
2). The procedure was completed when the arterial flow

sounds disappeared.

Grade 1 and IV hemorrhoidal disease cases were excluded

from study.

Figure 2. Hemorrhoidal artery ligation procedure

Results

HAL procedure was applied to 50 patients (29 female and 21
male). The average age was 26.4 (20-54) years and 22 (44%)
patients had grade II hemorrhoidal disease whose most
presenting symptom was bleeding (76%). RBL procedure
was applied to 96 patients (24 female and 72 male). The
average age was 24.8 (20-46) years and 69 (71.8%) patients
had grade II hemorrhoidal disease whose most presenting
symptom was also bleeding (71.8%). There wasn’t statistically
significant difference between two groups except higher
number of male patients in RBL group (Table 1).

Rectal cleansing was performed at the night of a day before
and morning of the operation for both techniques and was
enough for performing procedures. Local anesthesia for HAL
cases and topical anesthesia for RBL cases were performed.
Intraoperative no additional anesthesia was required and all
patients tolerated.

To avoid postoperative pain and decrease VAS; maximum
attention was shown for ligations and bandings were far away
atleast 2 cm from dentate line for both procedures. Maximum
3 with a mean 2.2 bandings in one session was applied for
RBL cases but if needed additional bandings performed
with additional sessions. Ligation replacement continued
until arterial sounds disappear in proximal anal canal which
meant effective ligation was done and mean 5.8 ligations
were performed for Doppler-guided HAL (DGHAL) group.
Comparing two groups; although number of ligations were
statically significant (p<0.05), it was clinically insignificant.
Time off work mean was 2.8 days for HAL group and 7.4
days for RBL group which was significant (p<0.05). The
difference was due to the patients’ beginning work after
bands’ dropping from anal canal.

Table 1. Preoperative patients’ characteristics comparison of rubber band ligation and hemorrhoidal artery ligation

Number of patients

50 29 F,21 M)

Age (years) 26.4 (mean)
Grade II patients (n) 22 (44%)
Grade III patients (n) 28 (56%)
Duration of complaints (months) 6.4
Main complaints
Bleeding 38 (76%)
Prolapsus 24 (48%)
Pain 27 (54%)
Itching 20 (40%)

*P values calculated with the Pearson chi-square test (significant: p<0.05)

96 (24 F, 72 M) p=0.14
24.8 (mean) NS
41 (42.7%) NS
55 (53.1%) NS
7.1 NS
69 (71.8%) NS
42 (43.7%) NS
51 (53.1%) NS
35 (36.4%) NS

HAL: Hemorrhoidal artery ligation, RBL: Rubber band ligation, NS: Not significant, F: Female, M: Male
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Postoperative mean VAS was 1.7 for HAL patients and 2.4
for RBL cases which was statically significant (p<0.05).
Mean operation time for RBL group was 16.2 minutes and
shorter than DGHAL cases which was 20 minutes (p<0.05).
The cost ratio of RBL was lower than HAL because of special
instruments and Doppler probe necessity.

Patients were examined at 6th month by physical
examination and anascopy for success rates of both
procedures. Symptom free patients were recorded as
successful procedure. HAL and RBL had similar success
rates respectively: 94% and 91.6% at 6th month for grade
II-11I hemorrhoidal disease treatment.

No major complications were recorded. Bleeding and
postoperative pain were the minor complications of both
procedures which were treated easily (Table 2).

Discussion

Hemorrhoidal disease is one of the most prevalent benign
anorectal disease described as symptomatic enlargement,
prolapse or bleeding of hemorrhoidal cushions which are the
anal canal’s normal functional and anatomical structures.!
Also taking into account their roles in continence, minimal
tissue damage should be targeted during surgery.3 Despite
Milligan-Morgan hemorrhoidectomy and modified versions
accepted as the gold standard treatment of hemorrhoidal
disease; surgeons intend to prefer minimally invasive
outpatient

techniques because of hemorrhoidectomy

complications such as postoperative pain and sphincter
damage.2 Having thought that treatment of choice
procedure should not have major complications, we aimed
to discuss and compare RBL and HAL for grade II-III
hemorrhoidal disease treatment which were both reported
as an outpatient procedures with minimal postoperative
pain and complication rates and high patient satisfaction
rates in literature.11

GradeIl-IIT hemorrhoidal disease casesincluded in this study.
Because we considered that grade I cases should be treated
by conservative methods without surgery and grade IV cases
with mucosal prolapses should be treated more effectively
by other surgical procedures such as; HAL + Mucopexy,
stapler hemorrhoidopexy or classic hemorrhoidectomy due
to our clinical experience as reported in the literature.12
RBL and HAL could be performed to all hemorrhoidal
disease patients. RBL
deficiency patients because of perianal sepsis risk and
anticoagulant medicated patients because of late severe
hemorrhage,13 but any significant contraindication is
not defined for HAL technique.l4 Both procedures can be
done any type of anesthesia with only rectal cleansing. The
type of anesthesia is important for elderly patients with
comorbidities. We performed two procedures under topical
and local anesthesia and didn’t encounter with locoregional

is contraindicated in immune

or general anesthesia complications. Two procedures
can be performed to patients who couldn’t get general or
locoregional anesthesia safely and easily.

Table 2. Comparison results of rubber band ligation and hemorrhoidal artery ligation

Cleansing

Type of anesthesia

Hospital stay

Mean operation time (minutes)
Mean number of ligations
Time off work (days)
Postoperative VAS (15t week)
Major complications

Success rate (6th month)
Major complication
Complications

Bleeding

Pain

Infection

Cost

Rectal cleansing

Rectal cleansing

Local Topical

Outpatient Outpatient

20 minute 16.2 minute <0.05
5.8 22 <0.05
2.8 days 7.4 days <0.05
1.7 2.4 <0.05
None None

94% 91.66% NS
None None

8 13

3 7

5 6

None None

300€ 100€ <0.05

DGHAL: Doppler-guided hemorrhoidal artery ligation, RBL: Rubber band ligation, VAS: Visual analog scale, NS: Not significant
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No major postoperative complications were reported after
HAL technique, but postoperative lethal complications such
as acute perianal sepsis, tetanus-related deaths and pyogenic
liver abscess have been reported for RBL.15 HAL procedure
is a new technique and doesn’t have long-term results and
high number of cases, so we concluded that being new could
decrease the major complication rates. It seems that over
years we could face HAL’s rare but deadly complications.
There were no major complications for both two techniques
except postoperative minor bleeding and pain which were
easily treated in our study.

Sohn et al.l6 reported that they applied HAL and
Shanmugam et al.17 reported RBL as a daily surgery and
discharged all of the patients at the same day as similar to this
study. In Dal Monte et al.’s18 study, 330 patients evaluated
one week after HAL with VAS and postoperative pain score
was 1.7. In our study, VAS score on the postoperative
first week was 1.7. Post-banding pain is the most popular
complication of RBL in the literature and Lam and Felt-
Bersmal9 reported postoperative VAS 5.5 on the day of RBL
procedure and suggested anal cooler for post-banding pain.
It is obvious that pain is related to banding area’s relation to
dentate line. In our experience banding at least 2 cm away
from dentate line will decrease postoperative pain like in our
study; postoperative first week mean VAS was 2.4 compare
to HAL group it was statiscally significant (p<0.05). The
advantage of performing RBL under topical anesthesia
was; after banding near to dentate line the patient had pain
during banding. In three cases we had to remove bands
and rebanded for RBL cases. If the procedures performed
correctly; there would be less postoperative pain for either
RBL or HAL.

Cantero et al.20 reported that return to work time as 2-3
days for HAL procedure and our study yielded a mean of
2.8 days. Murie et al.21 reported work off time 3 days which
was 7.4 days in our study which was statistically significant
compared with HAL cases. RBL cases returned their work
after bands’ removal from anal canal which leaded 5-11 days
which created difference.

Doppler probe and special proctoscope requirements
increased markedly the cost ratio of HAL when compared
to cost ratio of RBL. RBL concluded cheaper procedure than
HAL for hemorrhoidal disease treatment.

Comparison of five years follow up results both RBL
and HAL have similar results 75-90% and 73-90%
respectively.6.9 The success rate decreases with the increase
of the follow-up period in both procedures. The direct
proportion of follow-up period and recurrence rate is
considered to be related with the continuation of etiologic
factors and revascularization due to wound healing process.
The success rates at 6th month follow-up period for both

techniques were similar rates as 90-95% in our study which
was statistically insignificant.

In summary; HAL performed patients return to work earlier
and had less pain at postoperative 7th day than RBL performed
patients; in addition, RBL group had shorter operation time
and more cost-effective than HAL group statistically in grade
II-11T hemorrhoidal diseases treatment. Symptom free patient
rates at 6th month were similar and both procedures were
highly effective with minimal postoperative complications.
RBL and HAL techniques have satisfactory short-term results
for grade II-III hemorrhoidal disease treatment and both
techniques were assessed as easy to perform, repeatable,
minimal postoperative complications and can be used safely
together or separately.
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Clinical Value of Platelet-to-Lymphocyte Ratio in Predicting
Liver Metastasis and Lymph Node Positivity of Colorectal
Cancer Patients

Platelet-Lenfosit Oraninin Kolon Kanserli Hastalarda Karaciger Metastazini ve
Lenf Nodu Pozitifligini Ongérebilmedeki Klinik Etkisi
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1Kafkas University Faculty of Medicine, Department of General Surgery, Kars, Turkey
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W ABSTRACT s —

Aim: Colorectal cancer related mortality is still high. The widespread use of colonoscopy, surgical advancements, and standardized use of
chemotherapeutic agents has increased survival rates in metastatic cases. Inflammation is the main etiological factor in a variety of cancers. Platelet-
to-lymphocyte ratio (PLR), one the most studied biochemical parameters, has been shown as a poor prognostic factor. In this study, our aim was to
determine the predictive value of PLR on liver metastasis and lymph node positivity in colorectal patients.

Method: The data of patients who were diagnosed with colorectal cancer and underwent surgery between March 2010 and September 2016 were
analyzed retrospectively. Demographic characteristics, preoperative PLR, intraoperative findings, and tumor-node-metastasis stages were recorded.
Patients with liver metastasis comprised group la and those without liver metastasis were group 1b; patients were also sorted into groups 2a and 2b
based on lymph node positivity or negativity, respectively.

Results: A total of 152 patients were included in the study and the male/female ratio was 1.53. Most of patients had rectosigmoid junction tumors.
Eight patients had familial history of colorectal cancer and 66 patients had comorbid conditions. Eight patients had early 30-day mortality. Thirty-one
patients had liver metastasis. Patients with liver metastasis (group la) had significantly higher PLR values when compared to group 1b (p<0.001).
When age, gender and comorbid diseases were analyzed together, group la had significantly higher PLR values (p<0.001). The cut-off value of
the PLR for liver metastasis was 194.7, giving a sensitivity of 74.2% and specificity of 72.7%. Patients with lymph node positivity (group 2a) had
significantly higher PLR (p<0.001) than patients in group 2b. The cut-off value of the PLR for lymph node positivity was 163.95, giving a sensitivity
of 56.8% and specificity of 56.3%.

Conclusion: As an inexpensive and feasible parameter, PLR could be useful for predicting liver metastasis and even lymph node positivity of colorectal
cancers.

Keywords: Platelet, lymphocyte, colon carcinoma, liver metastasis

G YA

Amac: Kolon kanserine bagli mortalite azalsa da hala yiiksektir. Kolonoskopinin artan kullanimi, cerrahi teknolojide ilerlemeler, kemoradyoterapi
protokollerinin standardizasyonu metastatik olgularda sagkalimi arttirmistir. Enflamasyon, bircok kanserin gelisiminde énemli rol oynar. Platelet-
lenfosit oran1 (PLO) gibi bircok belirte¢ kanserde kotit prognoz ile iliskilendirilmistir. Calismamizda preoperatif bakilan PLO'nun kolon kanserli
hastalarda karaciger metastazini ve lenf nodu pozitifligini éngorebilirligini saptamay1 amacladik.

Yontem: Mart 2010 ve Eylul 2016 tarihleri arasinda kolorektal kanser tanis1 konularak operasyona alinan hastalarin dosyalar retrospektif olarak
incelendi. Hastalarin demografik verileri, preoperatif PLO, intraoperatif bulgular ve postoperatif timor-nod-metastaz evrelemesine gore histopatoloji
raporlar kaydedildi. Hastalar karaciger metastazi saptananlar grup la ve saptanmayanlar grup 1b olarak 2 gruba ayrildi. Aymi sekilde lenf nodu
pozitifligi saptananlar grup 2a ve saptanmayanlar grup 2b olarak alt gruba ayrildi. Sonuclar SPSS progranu ile analiz edildi.

Bulgular: Yuz elli iki hastada erkek/kadin orami 1,53 idi. En sik rektosigmoid bolgede kanser tespit edildi. Sekiz hastada ailesel kolorektal kanser,
66 hastada komorbid hastalik tespit edildi. Postoperatif 30 gunlik donemde sekiz hastada erken mortalite gozlendi. Otuz bir hastada karaciger
metastazl mevcuttu. PLO'nun gruplar arasi karsilastirmasinda, metastaz saptanan grupta PLO degeri, anlamh sekilde yuksekti (p<0,001). Yas, cinsiyet
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ve komorbid hastaliklarin ortak etkisi incelendiginde, bu ti¢ parametreden bagimsiz olarak PLOnun karaciger metastazl hastalarda anlaml sekilde
yiiksek oldugu saptandi (p<0,001). PLO’nun karaciger metastazim éngérmede ROC curve egrisi ile tespit edilen 194,7 cut-off degeri baz alindiginda,
%74,2 sensitivite, %72,7 spesifite, %91,7 negatif prediktif deger ve %41,1 pozitif prediktif degerinin oldugu tespit edildi. PLO'nun gruplar arasi
karsilastirmasinda, lenf nodu pozitifligi saptanan grupta PLO degeri, anlamh sekilde ytiksekti (p<0,001). PLOnun lenf nodu pozitifligini 6ngormede
ROC curve egrisi ile tespit edilen 163,95 cut-off degeri baz alindiginda, %56,8 sensitivite, %56,3 spesifite, %53,3 negatif prediktif deger ve %59,7

pozitif prediktif degerinin oldugu tespit edildi.

Sonug: Ucuz, kolay uygulanabilir bir belirte¢ olarak PLO'nun kolorektal bolge kanserlerindeki karaciger metastazini ve lenf nodu pozitifligini

ongormede kullanilabilecegi kanaatindeyiz.

Anahtar Kelimeler: Platelet, lenfosit, kolon karsinomu, karaciger metastazi

Introduction

Colorectal cancer is the third most common cancer
worldwide. Although mortality rates due to colon cancer
have decreased after 1990, it is still the third most common
cause of mortality.!,2 The widespread use of screening tests,
primarily colonoscopy, removal of detected premalignant
polyps, and the effective and widespread use of neoadjuvant
chemoradiotherapy protocols for local advanced-stage
tumors have played important roles in the reduction of
mortality rates.3 Distant metastasis is detected at the time
of diagnosis in 20% of colorectal cancers, and average life
expectancy in stage 4 colorectal cancers ranges from 6 to 8
months even under the best palliative treatment.#

Studies conducted since Rudolph Virchow defined the
relationship between inflammation and cancer in the 19th
century have demonstrated the extensive and significant
impact of inflammation on tumor development, progression,
and response to treatment.> Moreover, many cancers
develop from a background of infection, chronic irritation,
and inflammation.6 Although many biochemical parameters
have been investigated in terms of their clinical effect on
colorectal cancer, the routine clinical use of these tests has
been limited by their high cost, a lack of standardization,
and unsuitability for widespread use.”

Platelet and lymphocyte values, which are among the most
commonly analyzed parameters in peripheral blood, are
inexpensive to measure and are suitable for routine use, and
are therefore the most commonly investigated inflammation
markers. The platelet-to-lymphocyte ratio (PLR) has been
associated with poor prognosis in many cancers, including
colorectal cancer.6.8.9 Previous studies have focused on
changes in PLR at different stages of colon cancer and
its effect on prognosis, response to chemotherapy, and
recurrence time.4,5.6,7,8,9,10

In this study, we aimed to determine the utility of PLR
at time of admission in predicting hepatic metastasis and
lymph node positivity in patients who have undergone
colorectal surgery.

Materials and Methods

After receiving approval from the Kafkas University
Faculty of Medicine, Local Ethics Committee (Approval
80576354-050-99/87, date: 11.01.2017), we
retrospectively reviewed the medical records of patients

number:

who were diagnosed with colorectal cancer and operated
after being admitted to the general surgery and emergency
departments of our hospitals between March 2010 and
September 2016 with complaints of abdominal pain, gas,
inability to defecate, and blood in stool. The patients’
age, sex, medical history, preoperative PRL determined
at time of admission, intraoperative findings, and data
from postoperative histopathological reports regarding
tumor, lymph node involvement, and metastasis [tumor-
node-metastasis (TNM) staging] were recorded from their
records. The PLR was measured from the complete blood
count. The Beckman Coulter R Gen-S System® (Beckman
Coulter Diagnostic System Laboratories, Inc., Texas, USA)
device was used for hematological analysis. Patients were
grouped based on those with hepatic metastasis (group la)
and those without (group 1b) and as those with lymph node
positivity (group 2a) and those without (group 2b).

Thirty-five patients were excluded from the study because
they had a hematologic disease or active infection within the
past week, their records were not accessible, or they had a
history of blood transfusion within the last 10 days.

Statistical Analysis

SPSS version 22 for Windows (Chicago, Illinois, USA)
software package was used for statistical analyses. Distribution
normality of continuous variables was determined using
the Kolmogorov-Smirnov test. Descriptive statistics were
reported as continuous variables, mean + standard deviation,
or median or range, depending on the context and relevance.
Categorical variables were expressed as case numbers and
ratios. Differences between groups were compared using
student’s t-test for mean values and the Mann-Whitney U
test for median values. Pearson’s chi-square test was used
for categorical variables. Sensitivity, specificity, positive
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predictive value (PPV), and negative predictive value (NPV)
were compared using ROC curve analysis. P values <0.05
were accepted as statistically significant.

Results

The male/female ratio among the 152 patients included in
the study was 1.53. Tumors were most commonly located
in the rectosigmoid region of the colon (73.7%). Eight
patients had a family history of colorectal cancer and 66
patients had a history of comorbid disease. Pulmonary
embolism, anastomotic leakage, and early mortality due
to comorbid diseases were observed in 8 patients (5.3%)
in the postoperative 30-day period. In 31 patients, a
mass lesion consistent with liver metastasis was detected
intraoperatively, metastasectomy was performed, and the
mass was confirmed as adenocarcinoma in histopathologic
examination. The demographic characteristics of the
patients are given in Tables 1 and 2.

The groups were homogenous in terms of both sex and age
distribution (p=0.357 and p=0.240, respectively) (Table 3).

Table 1. Demographic characteristics of the patients

Female 60 39.5
Male 92 60.5

No 144 94.7
Yes 8 5.3

Tumor location was not associated with liver metastasis
(p=0.596).

Mean PLR value was significantly higher in the group with
metastasis (232.4; range, 79.4-837.5) than in the nonmetastatic
group (159.7, range, 57.4-289.3) (p<0.001). The PLR
distribution graph for the two groups is shown in Figure 1.
When the common effect of age, sex, and comorbid
diseases was examined, it was found that the PLR value
was significantly higher in patients with liver metastasis
independent of these three parameters (p<0.001).

Based on the 194.7 cut-off value determined using the ROC
curve, PLR was found to have 74.2% sensitivity, 72.7%
specificity, 91.7% NPV, and 41.1% PPV in predicting liver
metastasis (Figure 2).

Mean PLR value was significantly higher in the group
exhibiting lymph node positivity (p<0.001) (Figure 3).
Based on the 163.95 cut-off value determined using the ROC
curve, PLR had 56.8% sensitivity, 56.3% specificity, 53.3%
NPV, and 59.7% PPV in predicting lymph node positivity
(Figure 4).

Discussion

Liver metastases of colon cancer pose a major clinical
problem.1! Because lymphatic drainage of the colon occurs
primarily through the portal vein, the first locations of
metastasis are the regional lymph nodes, liver, lung, and

Table 2. Distribution of patients by affected colon segment

Aidoriality 1 Namber 0 Perceniage 00 ] Ascending colon 2 211
No 144 94.7 Transverse colon 4 2.6
Yes 8 53 Descending/sigmoid colon 31 20.4
(Comorbid disease  Number  Percentage (9) R 51 53
No 85 55.9 Anal canal 1 0.7
Yes 66 43.4 Total colon 3 2.0

Table 3. Age and sex distribution of the patient groups

Female 50 10 60
Male 71 21 92
Total 121 31 152

MO 61.21 12.934 24 85 63.00
M1 64.23 12.412 32 88 65.00
Total 61.82 12.847 24 88 63.00

MO: No liver metastasis; M1: Liver metastasis
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peritoneum, in that respective order.12 Treatment options
for cases of colon cancer with liver metastasis include
adjuvant chemotherapy protocols as well as surgical
resection, local tumor ablation, radiofrequency ablation,
regional intraarterial chemotherapy, chemoembolization,
and radiotherapy. Of these methods, only surgery has been
reported to prolong survival. For this reason, with recent
advances in surgical techniques and technology, the criteria

1000.0
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Liver metastasis

Figure 1. Platelet-to-lymphocyte ratio distribution graph for patients
with and without liver metastasis (group la and 1b, respectively)
PLR: Platelet-to-lymphocyte ratio
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Figure 2. ROC curve analysis for patients with and without liver

metastasis (group laand 1b, respectively)

for operability have been expanded in cases with liver
metastasis. 11,13

In contrast to previous studies investigating the prognostic
value of PLR in cancer, in the present study we also aimed
to determine the utility of earliest preoperative PLR in
predicting lymph node positivity and hepatic metastases
confirmed by postoperative pathology reports in patients
with colon cancer. The retrospective nature of our study
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Figure 3. Platelet-to-lymphocyte ratio distribution graph for patients
with and without lymph node involvement (group 2a and 2b,
respectively)

PLR: Platelet-to-lymphocyte ratio
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Figure 4. ROC curve analysis for patients with and without lymph node
involvement (group 2a and 2b, respectively)
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and the relatively low number of patients are among the
fundamental limitations of our study.

Platelets play an important role in hemostasis and
thrombosis, and they also positively affect the growth,
spread, and neovascularization processes of tumor cells.
Platelets aggregated by the tumor lead to cancer-related
thrombosis. Tumor growth is also induced by platelet-
derived growth factor and tissue growth factor, which are
mainly secreted from the platelets.>.14 In many studies,
significant PLR elevation has been associated with poor
prognosis in many types of cancer.14.15,16,17

The male/female ratio in our study showed a predominance
of males, in accordance with the literature. Similarly,
consistent with the literature, the rectosigmoid region was
the colon segment most commonly affected.! Eight patients
had a family history of colorectal cancer and 66 patients
had comorbid diseases. Pulmonary embolism, anastomotic
leakage, and early mortality due to comorbid diseases were
observed in 8 patients (5.3%) in the postoperative 30-day
period. Liver metastasis was detected intraoperatively in
20.3% of the patients, in accordance with the literature.#
When sex and age distributions between groups were
examined, both were observed to be homogeneous (p=0.357
and p=0.240). Reports in the literature indicate that mortality
is 25% higher among males than females and that colorectal
cancers are located more proximally in females.18

Our analysis of colon segment involvement showed that
tumor location was not associated with liver metastasis
(p=0.596). We did not encounter any findings on this
subject in the literature.

Mean PLR value was significantly higher in the group
with metastasis (232.4; range, 79.4-837.5) than in the
nonmetastatic group (159.7; range, 57.4-289.3) (p<0.001).
This finding is important because it shows that tumor load is
related to PLR. In many studies in the literature, higher PLR
values have been shown to be a marker of poor prognosis,
especially in colorectal cancer. Hypercoagulability induced
by cytokines secreted by malign solid tumors produces
reactive thrombocytosis. Interleukin-6 in particular leads
the transformation of megakaryocytes into platelets in the
bone marrow. Other important factors include the increase
of platelet-associated inflammatory reactions, decreased
antitumor response due to relative scarcity of lymphocytes,
and tumoral growth and spread induced by various epithelial
and endothelial growth factors secreted by circulating active
platelets.4,5,6,7,8,9,10

When the common effect of age, sex, and comorbid diseases
was examined, it was found that PLR was significantly
higher in patients with liver metastasis independent of these
three parameters (p<0.001). The most important prognostic

marker in colon cancer is cancer stage, and liver metastasis
detected preoperatively corresponds to a more advanced
stage. The average 5-year survival rate is 35-58%, even in
resectable cases. In addition to prognostic studies, the
increase in PLR was also found to be significantly higher
in more advanced stages of colorectal cancer, significantly
affecting the T aspect of TNM staging.9 In another study,
it was reported that an increased PLR value after surgical
therapy could be a statistically significant indicator of disease
recurrence in stage 2 and 3 patients.” Another use of PLR in
colorectal cancers is to evaluate response to chemotherapy.
In a study conducted with metastatic colorectal cancer
patients, Wu et al.10 reported that normalization of PLR
value is a marker of good prognosis in the assessment of
response to chemotherapy.

There is only one study in the literature evaluating liver
metastases of colorectal cancers and PLR. In that study,
PLR was found to be a significant and independent factor
indicating overall survival and disease-free survival in
patients with colorectal cancer who underwent curative
liver resection after neoadjuvant chemotherapy and only
had liver metastasis. In addition, preoperative PLR value
was found to be superior to neutrophil-to-lymphocyte ratio
(NLR) as a negative indicator in these cases.19

In the present study, we also evaluated lymph node
positivity and found that this parameter was able to predict
involvement in patients with statistically high PLR values.
However, the sensitivity and specificity levels were not as
high as those for PLR in predicting liver metastasis. In our
review of the literature, we did not find any studies in which
PLR predicted lymph node involvement in colon cancer.
However, Ozgehan et al.20 examined the effect of NLR on
tumor staging in colon cancer and reported that NLR was
significantly high in patients with lymph node positivity.
This is important in that it demonstrates the importance of
PLR, which is another inflammatory marker like NLR.

In their study conducted in the northeastern Anatolia region
of Turkey in 2015, Cakmur et al.2! reported that colorectal
cancer patients were diagnosed late in Turkey, which is
not consistent with the literature. They emphasized the
importance of screening tests, especially in the context
of preventive health services.2! Considering these data
in light of our results, we believe that PLR can be used as
an inexpensive, convenient, universal, and non-invasive
marker to predict liver metastases in newly diagnosed cases
of colorectal cancer.
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Platelet-Lenfosit Oraninin Kolon Kanserli Hastalarda
Karaciger Metastazini ve Lenf Nodu Pozitifligini
Ongorebilmedeki Klinik Etkisi

Clinical Value of Platelet-to-Lymphocyte Ratio in Predicting Liver Metastasis
and Lymph Node Positivity of Colorectal Cancer Patients

Turgut Anuk1, Ali Cihat Yildirhm2

1Kafkas Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Kars, Tiirkiye
2Kars Harakani Devlet Hastanesi, Genel Cerrahi Klinigi, Kars, Trkiye

Jnosers |

Amac: Kolon kanserine bagh mortalite azalsa da hala yiiksektir. Kolonoskopinin artan kullanimi, cerrahi teknolojide ilerlemeler, kemoradyoterapi
protokollerinin standardizasyonu metastatik olgularda sagkalimi arttirmistir. Enflamasyon, bircok kanserin gelisiminde 6nemli rol oynar. Platelet-
lenfosit oran1 (PLO) gibi bircok belirte¢ kanserde kotit prognoz ile iliskilendirilmistir. Calismamizda preoperatif bakilan PLO’nun kolon kanserli
hastalarda karaciger metastazini ve lenf nodu pozitifligini ongorebilirligini saptamay1 amacladik.

Yontem: Mart 2010 ve Eylul 2016 tarihleri arasinda kolorektal kanser tanis1 konularak operasyona alinan hastalarin dosyalar retrospektif olarak
incelendi. Hastalarin demografik verileri, preoperatif PLO, intraoperatif bulgular ve postoperatif tiimoér-nod-metastaz evrelemesine gore histopatoloji
raporlart kaydedildi. Hastalar karaciger metastazi saptananlar grup la ve saptanmayanlar grup 1b olarak 2 gruba ayrildi. Ayni sekilde lenf nodu
pozitifligi saptananlar grup 2a ve saptanmayanlar grup 2b olarak alt gruba ayrildi. Sonuclar SPSS programu ile analiz edildi.

Bulgular: Yuz elli iki hastada erkek/kadin oram 1,53 idi. En sik rektosigmoid bolgede kanser tespit edildi. Sekiz hastada ailesel kolorektal kanser,
66 hastada komorbid hastalik tespit edildi. Postoperatif 30 gunlik donemde sekiz hastada erken mortalite gozlendi. Otuz bir hastada karaciger
metastazl mevcuttu. PLO'nun gruplar arasi karsilastirmasinda, metastaz saptanan grupta PLO degeri, anlamh sekilde yuksekti (p<0,001). Yas, cinsiyet
ve komorbid hastaliklarin ortak etkisi incelendiginde, bu ti¢ parametreden bagimsiz olarak PLOnun karaciger metastazl hastalarda anlaml sekilde
yiitksek oldugu saptandi (p<0,001). PLO'nun karaciger metastazini 6ngérmede ROC curve egrisi ile tespit edilen 194,7 cut-off degeri baz alindiginda,
%74,2 sensitivite, %72,7 spesifite, %91,7 negatif prediktif deger ve %41,1 pozitif prediktif degerinin oldugu tespit edildi. PLO'nun gruplar arasi
karsilastirmasinda, lenf nodu pozitifligi saptanan grupta PLO degeri, anlamh sekilde yiiksekti (p<0,001). PLOnun lenf nodu pozitifligini éngoérmede
ROC curve egrisi ile tespit edilen 163,95 cut-off degeri baz alindiginda, %56,8 sensitivite, %56,3 spesifite, %53,3 negatif prediktif deger ve %59,7
pozitif prediktif degerinin oldugu tespit edildi.

Sonuc: Ucuz, kolay uygulanabilir bir belirte¢ olarak PLO'nun kolorektal bolge kanserlerindeki karaciger metastazini ve lenf nodu pozitifligini
ongormede kullanilabilecegi kanaatindeyiz.

Anahtar Kelimeler: Platelet, lenfosit, kolon karsinomu, karaciger metastazi

[T ABSTRACT -

Aim: Colorectal cancer related mortality is still high. The widespread use of colonoscopy, surgical advancements, and standardized use of
chemotherapeutic agents has increased survival rates in metastatic cases. Inflammation is the main etiological factor in a variety of cancers. Platelet-
to-lymphocyte ratio (PLR), one the most studied biochemical parameters, has been shown as a poor prognostic factor. In this study, our aim was to
determine the predictive value of PLR on liver metastasis and lymph node positivity in colorectal patients.

Method: The data of patients who were diagnosed with colorectal cancer and underwent surgery between March 2010 and September 2016 were
analyzed retrospectively. Demographic characteristics, preoperative PLR, intraoperative findings, and tumor-node-metastasis stages were recorded.
Patients with liver metastasis comprised group la and those without liver metastasis were group 1b; patients were also sorted into groups 2a and 2b
based on lymph node positivity or negativity, respectively.

Results: A total of 152 patients were included in the study and the male/female ratio was 1.53. Most of patients had rectosigmoid junction tumors.
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ABSTRACT "

Eight patients had familial history of colorectal cancer and 66 patients had comorbid conditions. Eight patients had early 30-day mortality. Thirty-one
patients had liver metastasis. Patients with liver metastasis (group 1a) had significantly higher PLR values when compared to group 1b (p<0.001).
When age, gender and comorbid diseases were analyzed together, group la had significantly higher PLR values (p<0.001). The cut-off value of

the PLR for liver metastasis was 194.7, giving a sensitivity of 74.2% and specificity of 72.7%. Patients with lymph node positivity (group 2a) had
significantly higher PLR (p<0.001) than patients in group 2b. The cut-off value of the PLR for lymph node positivity was 163.95, giving a sensitivity

of 56.8% and specificity of 56.3%.

Conclusion: As an inexpensive and feasible parameter, PLR could be useful for predicting liver metastasis and even lymph node positivity of colorectal

cancers.
Keywords: Platelet, lymphocyte, colon carcinoma, liver metastasis

Giris

Kolorektal kanser genel olarak tim dinyada 3. siklikta
gorulen kanserdir. 1990 sonrasi kolon kanserine bagl
mortalite oranlar1 azalsa da hala tictincii siklikta mortalite

Mortalite
basta kolonoskopi

nedenidir.1.2 oranlarinin  azalmasinda,

olmak tizere tarama testlerinin
yaygin kullanilmasi ve saptanan premalign poliplerin
cikartilmas: ve lokal ileri evre timorlerde neoadjuvan
efektif ve yaygin

kullanimi énemli rol oynamistur.3 Tan1 aninda kolorektal

kemoradyoterapi protokollerinin
kanserlerin %20’sinde uzak metastaz saptanmakta, buna
ek olarak evre 4 kolorektal kanserlerde en iyi palyatif
tedavi altinda bile ortalama yasam stresi 6-8 ay olarak
degismektedir.*

Enflamasyon ve kanser arasindaki iliski 19. ytizyilda
Rudolph Virchow tarafindan tanimlandigindan beri yapilan
calismalar enflamasyonun timor gelisimi, ilerlemesi
ve tedaviye yamit uzerindeki genis ve onemli etkilerini
gostermistir.> Bununla birlikte bircok kanser enfeksiyon,
kronik irritasyon ve enflamasyon zemininden gelismistir.6
Bugiine kadar bircok biyokimyasal parametrenin kolorektal
kanserdeki klinik etkisi arastirilmis olsa da, bu testlerin
ytuksek maliyeti, standardizasyonun eksikligi ve yaygin
kullanima uygun olmamast rutin klinik kullanimlarini
sinirlandirmistir.?

Periferik kanda en ¢ok bakilan parametrelerden platelet
ve lenfosit degerleri ucuz ve rutin kullanima uygun olup
en cok bakilan enflamasyon belirtecleridir. Platelet-
lenfosit orani (PLO) kolorektal kanser dahil olmak tizere
bircok kanserde kotu prognoz ile iliskilendirilmistir.6.8.9
PLOnun farkh

evrelerdeki degisimi, prognostik etkisi, kemoterapiye

Calismalar kolon  kanserinde

cevap, rekurrens zamam uzerindeki etkisi tizerine
yogunlasmistir.+.5,6,7.8,9,10
Calismamizda kolorektal bolge cerrahisi uygulanan

hastalarda basvuru aninda bakilan PLOmnun karaciger
metastazin1 ve lenf nodu pozitifligini ongorebilmedeki
etkisini saptamay1 amacladik.

Gerec ve Yontem

Kafkas Universitesi Tip Fakiltesi Etik Kurul onay1
80576354-050-99/87),
hastanelerimiz genel cerrahi klinikleri ve acil servislerine
Mart 2010 ve Eylul 2016 tarihleri arasinda karin agrisi,

gaz, gaita cikaramama ve gaitada kanama sikayetleri ile

alinmasint  takiben (Onay no:

basvurarak yapilan incelemeler sonucu kolorektal kanser
tanist konularak operasyona alinan hastalarin dosya
kayitlar: retrospektif olarak incelendi. Dosya kayitlarindan
yas, cinsiyet, ek hastalik anamnezleri, preoperatif basvuru
aninda bakilan PLO, intraoperatif bulgular ve postoperatif
timor-lenf nodu tutulumu ve metastaz varligini esas alan
timor-nod-metastaz (TNM) evrelemesine gore histopatoloji
raporlar1 kaydedildi. PLO tam kan saymmindan ol¢uldi.
Hematolojik analizlerde, Beckman Coulter R Gen-S System®
(Beckman Coulter Diagnostic System Laboratories, Inc.,
Teksas, ABD) cihazi kullanildi. Hastalar, karaciger metastazi
saptananlar grup la ve saptanmayanlar grup 1b ve lenf nodu
pozitifligi olanlar 2a ve olmayanlar 2b olarak 2 gruba ayrildu.
Hematolojik hastalig ve son bir hafta icinde aktif enfeksiyon
varligi olan, dosya kayitlarina ulasilamayan ve son 10 giinde
kan transfizyon oykiisit olan 35 hasta calisma dis1 birakildu.

Istatistiksel Analiz

Istatistiksel analiz icin Windows i¢in SPSS 22 paket programi
kullanild1 (Chicago, Illinois, ABD). Devaml degiskenlerin
normal dagilip dagilmadigit Kolmogorov-Smirnov testiyle
belirlendi. Tanimlayict istatistikler kullanim yerine ve
uygunluguna gore devamli degiskenler, ortalama + standart
sapma veya medyan veya aralik olarak raporlandi. Kategorik
degiskenler ise olgu raporu ve oranlar ile ifade edildi. Gruplar
arasindaki farkliliklar ortalama degerler icin student’s t-testi
ile, medyan degerler icin ise Mann-Whitney U testi ile
karsilastirildi. Kategorik degiskenler icin Pearson’un ki-kare
testi uygulandi. Sensitivite, spesifite, pozitif prediktif deger
(PPD), negatif prediktif deger (NPD) ROC curve analizi
ile karsilasurildi. P<0,05 istatistiksel olarak anlaml olarak
kabul edildi.
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Bulgular

Calismaya dahil edilen 152 hastada erkek/kadin orani 1,53
idi. Tumorlu kolon segmenti en sik rektosigmoid bolge
olarak tespit edildi (%73,7). Sekiz hastada ailesel kolorektal
bolge kanseri oykusu varken, 66 hastada komorbid hastalik
anamnezi tespit edildi. Postoperatif 30 gunlik doénemde
sekiz hastada (%5,3) pulmoner emboli, anastomoz kacagi
ve komorbid hastaliklara bagli erken mortalite gozlendi.
Hastalarin 31’inde intraoperatif donemde karaciger metastazi
ile uyumlu kitle lezyonu saptanarak metastazektomi
uyguland1 ve histopatoloji ile adenokarsinom metastazi
oldugu korele edildi. Hastalarin demografik ozellikleri
Tablo 1 ve 2'de verilmistir.

Gruplar arasi cinsiyet ve yas dagilimlar incelendiginde;
hem cinsiyet hem de yas dagilimlarinin homojen oldugu
gozlendi (p=0,357 ve p=0,240) (Tablo 3). Tumorlu kolon
segmentleri arastirildiginda; karaciger metastazi tzerine
yerlesim yeri ozelliginin etki etmedigi gozlendi (p=0,596).
PLO’nun gruplar arasi karsilastirmasinda, metastaz saptanan
grupta PLO degerinin 2324 (79,4-837,5) ile, non-metastatik

Tablo 1. Hastalarin demografik ozellikleri

Kadin 60 39,5
Erkek 92 60,5

hasta grubundaki 159,7 (57,4-289,3) degerinden anlamli
sekilde daha yiiksek oldugu tespit edildi (p<0,001). Gruplar
arast dagihim grafigi Sekil 1'de verilmistir.

Yas, cinsiyet ve komorbid hastaliklarin ortak etkisi
incelendigindeise, PLO degerininbakilanbutic parametreden
bagimsiz olarak karaciger metastazli hastalarda anlaml
sekilde ytiksek oldugu saptand: (p<0,001).

PLOnun karaciger metastazini ongérmede ROC curve egrisi
ile tespit edilen 194,7 cut-off degeri baz alindiginda, %74,2
sensitivite, %72,7 spesifite, %91,7 NPD ve %41,1 PPD’nin
oldugu tespit edildi (Sekil 2).

PLOnun gruplar arasi karsilastirmasinda,
pozitifligi saptanan grupta PLO degeri, anlamli sekilde
yuksekti (p<0,001) (Sekil 3).

PLOnun lenf nodu pozitifligini éngérmede ROC curve
egrisi ile tespit edilen 163,95 cut-off degeri baz alindiginda,
%56,8 sensitivite, %56,3 spesifite, %53,3 NPD ve %59,7
PPD’nin oldugu tespit edildi (Sekil 4).

lenf nodu

Tartisma

Kolon kanserinin karaciger metastazlari onemli bir
klinik problem teskil etmektedir.ll Kolon lenfatik
drenaji daha cok portal ven yoluyla oldugu icin ilk
metastaz yerleri sirayla rejyonel lenf nodlari, karaciger,
akciger ve peritondur.l?2 Karaciger metastazli kolon
kanseri olgularinda tedavi secenekleri arasinda adjuvan

Yok 144 94,7 Tablo 2. Hastalarin tutulan kolon segmentlerine gore dagilimi

Var 3 53 Kolmsegmend  S1 om0
itontatie S T Omn 00 s olon » 211

Yok 144 947 Transvers kolon 4 2,6

Var 8 53 Sol kolon-sigmoid 31 20,4
Komobidhasalk  Ssn Omm(9) Rk o1 33

Yok 85 55,9 Anal kanal 1 0,7

Var 66 43 4 Total kolon 3 2,0

Tablo 3. Gruplar arasi yas ve cinsiyet dagilimi

Kadin 50 10 60
Erkek 71 21 92
Toplam 121 31 152

MO 61,21 12,934 24 85 63,00
M1 64,23 12,412 32 88 65,00
Toplam 61,82 12,847 24 88 63,00

MO: Karaciger metastazi olmayanlar, M1: Karaciger metastazi olanlar
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kemoterapi protokollerine ek olarak cerrahi rezeksiyon,
lokal radyo frekans ablasyonu,
rejyonel intraarteriyal kemoterapi, kemoembolizasyon

tomor ablasyonu,

ve radyoterapi bulunmaktadir. Bu yontemlerden
sadece cerrahinin yasam suresini uzattug bildirilmistir.
Bu nedenle son yillarda gelisen cerrahi teknikler ve
teknolojinin de etkisiyle karaciger metastazli olgularda

operabilite kriterleri genisletilmistir.11,13
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Sekil 1. Karaciger metastazi acisindan degerlendirilen grup la ve grup
1b arast platelet-lenfosit orani dagilim grafigi
PLR: Platelet-lenfosit oran

ROC Curve
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Sekil 2. Karaciger metastazi acisindan degerlendirilen grup la ve grup

1b arast ROC curve analizi

Biz de bu calismamizda onceki calismalardan farkli olarak
PLOnun kanserdeki prognostik etkisinin yani sira, kolon
kanseri tanist konan hastalarda ilk bakilan preoperatif
PLOnun hastalarda postoperatif patoloji raporuyla tasdik
edilen karaciger metastazlarin1 ve lenf nodu pozitifligini
ongorebilmedeki etkisini saptamay1 amacladik. Calismamizin
retrospektif olmasi, hasta sayisinin nispeten az olmasi
calismamizin temel kisithliklar arasinda yer almaktadir.
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Plateletler hemostaz ve trombozda énemli rol oynar. Ayrica
tamor hiicrelerinin bitytime, yayilma ve yeni damar olusumu
stireclerine pozitif etki eder. Ayrica tumorun agrege ettigi
plateletler kanser iliskili tromboza yol acar. Plateletlerden
baslica salgilanan ve tumorun buyumesine yol acan,
platelet turevli buyume faktori ve doku biyime faktoru
de timorin buytmesine yol acar.5.14 Bircok calismada
PLOnun anlamh ytiksekligi bircok kanser tirtinde kot
prognozla iliskilendirilmistir.14.15,16,17

Hastalarin demografik o6zellikleri incelendiginde, erkek-
kadin oram literatirle uyumlu olarak erkek lehine on
plandaydi. Yine literatiirle uyumlu olarak en sik goziiken
timorlu  kolon segmenti rektosigmoid bolgede idi.l
Sekiz hastada ailesel kolorektal bolge kanseri oykustu
varken, 66 hastada komorbid hastalik anamnezi tespit
edildi. Postoperatif 30 giinluk donemde sekiz hastada
(%5,3) pulmoner emboli, anastomoz kacagi ve komorbid
hastaliklara bagh erken mortalite gozlendi. Intraoperatif
olarak Kkaraciger metastaz1 saptanan hastalarin orani
literaturle uyumlu olarak %20,3 seviyesindeydi.4

Gruplar arasi cinsiyet ve yas dagilimlari incelendiginde; hem
cinsiyet hem de yas dagilimlarinin homojen oldugu gozlendi
(p=0,357 ve p=0,240). Literatture bakildiginda erkeklerde,
kadinlara gore mortalitenin %25 oraninda fazla oldugu,
kadinlarda ise kolorektal kanserlerin daha proksimal
yerlesimli oldugu gosterilmistir.18

Calismada tamorla kolon segmentleri arastirildiginda;
karaciger metastaz1 tzerine yerlesim yeri ozelliginin etki
etmedigi gozlendi (p=0,596). Literatiirde de bu konuda bir
bulguya rastlamadik.

PLOnun gruplar aras1 karsilastirmasinda, metastaz
saptanan grupta PLO degerinin 232,4 (79,4-837,5) ile non-
metastatik hasta grubundaki 159,7 (57,4-289,3) degerinden
anlaml sekilde daha yuksek oldugu tespit edildi (p<0,001).
Bu durum, tamor yukua ile PLOnun iliskisini gostermesi
acisindan énemlidir. Literatiirde bircok calismada, PLO'nun
artan sayisal miktarinin basta kolorektal kanserde kotu
prognozisareti oldugu gosterilmistir. Malign solid tatmorlerin
indukledigi
reaktif trombositoz olusturur. Bununla birlikte 6zellikle

salgiladign  sitokinlerin hiperkoagulabilite
interlokin-6, kemik iliginde megakaryositlerin platelete
donisimuine Ayn1  sekilde, platelet
iliskili enflamatuvar reaksiyonlarin artisi, gorece azalan
lenfositlerin yokluguyla azalan antitimor yaniti, dolasan

akdf plateletlerden salgilanan cesitli epitelyal, endotelyal

onculuk eder.

buyume faktorlerinin yol actigi timoral biytume ve yaylhm
onemli faktorlerdir.+.5.6,7,8,9,10

Yas, cinsiyet ve komorbid hastaliklarin ortak etkisi
incelendiginde ise, PLO degerinin bakilan bu ¢
parametreden bagimsiz olarak karaciger metastazli
hastalarda anlamh sekilde yuksek oldugu saptand:

(p<0,001).
belirte¢ hastaligin evresi iken, preoperatif olarak saptanan

Kolon kanserinde en o¢nemli prognostik

bir karaciger metastazi hastaligi ileri evreye tasimakta;
rezektabl olgularda bile ortalama 5 yillik sagkalimi da
%35-58 oranlarinda
calismalarin yani sira, PLOnun anlaml artis1 kolorektal

tutmaktadir. Yapilan prognostik
kanserin artan evrelerinde de anlamli oranda yuksek
bulunmus, TNM evrelemesinin T basamagin1 anlamh
olciide etkilemistir.9 Bir baska calismada, cerrahi tedavi
sonrast artan PLO degerinin evre 2 ve 3 hastalarda
hastalik rekiirrensini istatistiksel olarak anlamli oranda
gosterebildigi bildirilmistir.7” Yine PLO’nun kolorektal
kanserlerde bir baska kullanimi kemoterapiye yanitin
degerlendirilmesidir. Wu ve ark.10, metastatik kolorektal
kanser hastalariyla yaptiklar: calismada kemoterapiye yanit
degerlendirmesinde PLO degerinin normale donmesini iyi
bir prognoz belirtisi olarak bildirmislerdir.

Kolorektal
degerlendiren ve PLO’yu inceleyen literaturde sadece

kanserlerin karaciger metastazlarini

bir calisma yer almaktadir. Bu calisma sonucunda,
PLO neoadjuvan kemoterapi sonrasi kuratif karaciger
rezeksiyonu yapilan ve yalmz karaciger metastazi olan
kolorektal kanser olgularinda, genel sagkalimi ve hastaliksiz
sagkalimi gostermede anlamli ve bagimsiz bir faktor olarak
bulunmustur. Bunun yaninda, bu olgularda kot bir
belirtec olarak PLO'nun preoperatif degeri notrofil-lenfosit
oranindan (NLO) tstin bulunmustur.19

Calismamizda baktugimiz bir diger parametre olan lenf
nodu pozitivitesi de istatistiksek olarak ytksek PLO degeri
olan hastalarda tutulumu oéngorebilmistir. Ancak bu oran
calismamizda saptadigimiz, PLO'nun karaciger metastazini
ongorebilen sensitivite ve spesifitesi kadar anlamh yuksek
degildir. Literatiire baktigimizda PLO'nun kolon kanserindeki
lenf nodu tutulumunu 6ngoren bir calismaya rastlamadik.
Ancak Ozgehan ve ark.nin20 kolon kanserindeki tamor
evrelemesinde NLOnun etkisini inceledigi ¢alismada, NLO
lenf nodu pozitifligi saptanan hastalarda anlamli oranda
yitksek bulunmustur. Bu durum NLO gibi bir enflamatuvar
belirte¢ olan PLOnun onemini gostermesi bakimindan
onemlidir.

2015 yihinda Cakmur ve ark.min2! Kuzeydogu Anadolu
kolorektal

olgularin tulkemizde literaturiin aksine gec olarak tam

Bolgesinde yaptiklar1 calisma sonucunda,

aldiklar1 ifade edilmistir. Tarama testlerinin Ozellikle
koruyucu saglik hizmetleri baglaminda o6nemine vurgu
yapilmistir.2l  Calismamizin  sonuclart 1s18inda da  bu
veri yeniden degerlendirildiginde, PLO'nun ucuz, kolay
uygulanabilen, evrensel, invazif olmayan bir belirtec olarak
yeni tan1 konan kolorektal kanser olgularindaki karaciger
metastazlarini ongérmede kullanilabilecegi kanaatindeyiz.
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Small Bowel Intussusception After Rectal Surgery:
Case Report
Rektum Cerrahisi Sonrasi ince Barsak Invajinasyonu: Olgu Sunumu

Baris Seving1, Semiha Canverenler2

1Medicalpark Usak Hospital, Clinic of General Surgery, Usak, Turkey
2Medicalpark Usak Hospital, Clinic of Radiology, Usak, Turkey

[T ABSTRACT I —

Adult small bowel intussusception is a very rare entity. However, it may cause mechanical small bowel obstruction. In this report, a case with small
bowel intussusception after anterior resection for rectal tumor is presented. The patient was operated and the invaginated segment was resected.
Postoperative evaluation of the resected material revealed no lead point lesion for invagination. Small bowel intussusception should be kept in mind
in the differential diagnosis of postoperative ileus.

Keywords: Intussusception, rectal surgery, small bowel

LT Oz

Yetiskinlerde ince barsak invajinasyonu cok nadir gortilmesine ragmen barsak tikanikligina yol acabilir. Bu bildiride rektum ttimori icin yapilan
anterior rezeksiyon sonrasi gelisen ince barsak invajinasyonu olgusunu sunmak istedik. Hasta cerrahiye alinarak, invajine olan segment rezeke
edildi. Cikarilan materyal incelendiginde invajinasyona neden olabilecek herhangi bir tetik lezyon bulunamadi. Sonug olarak, postoperatif barsak

tikanikliginin ayirici tanisinda spontan ince barsak invajinasyonu da akilda tutulmalidir.

Anahtar Kelimeler: invajinasyon, rektum cerrahisi, ince barsak

Introduction

Intussusception is the second most common cause of acute
abdomen in children and most of the cases are idiopathic.
However, intussusception in adult patients is a very rare
entity.l In most of the adult cases there is an underlying
pathology like polyp or carcinoid tumors.! Most of the cases
invagination is a result of pulling by the leading point. The
leading point pulls the proximal segment into the distal
segment and invagination occurs.

Postoperative ileus can be seen after any abdominal surgery.
It mostly represents with nausea, vomiting, abdominal
discomfort and constipation. Postoperative ileus can be
either paralytic (due to intraabdominal inflammation) or
mechanic (due to luminal obstruction by adhesions etc). In
most of the cases “wait and see” strategy with nasogastric
drainage can be chosen.2

Postoperative intussusception is a very rare entity and there
are only two cases in literature with intussusception after
rectal surgery.3.4

Here we present a case with small bowel intussusception
after anterior resection for rectal carcinoma.

Case Report

Seventy-one years old male patient admitted to hospital
with rectal bleeding. After initial evaluation colonoscopy
was performed. At colonoscopy, a 3 cm polypoid mass at
rectosigmoid junction was detected. Pathological evaluation
revealed adenocarcinoma. Abdominal computed tomography
(CT) scan showed no distant metastasis and no lymph node
involvement. Anterior resection and primary colocolic
anastomosis was performed at operation. Patient stayed stable
at postoperative period with no complication. Intestinal
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peristalsis returned at postoperative 2nd day. He had gas and
fecal discharge at postoperative 4th day. At postoperative 8th
day he has nausea and vomiting. Abdominopelvic CT scan
showed ileal intussusception (Figure 1). At laparotomy, there
was intussusception at ileum 60 cm proximal from cecum.
Fifteen cm of proximal segment was invaginated to distal
segment (Figure 2). When the specimen was opened there
was no leading point at the invaginated segment (Figure 3).

Discussion

Although, intussusception is the second most common
cause of abdominal emergencies in children, it is very rare
in adults.! In children even all of the cases can be treated by
manual reduction.3.6 However, in adults, most of the cases
have a leading point and in more than half of the cases the
leading point is malignant.7.8

Although it is a significant cause of intestinal obstruction,
it is very rare in postoperative period. There are only two

helikal 7.5mm
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Figure 2. Operative image showing invaginated segment

cases in literature with small bowel intussusception after
rectal surgery.3.4 The very first case was diagnosed 22 days
after the initial surgery. According to authors, the delay
was due to lower index of suspicion.3 In the recent case,
intussusception was diagnosed at the postoperative 8th day.
There are several reasons for postoperative ileus. First of
all, mechanical obstruction must be differentiated from
paralytic ileus. As the recent case has nausea and vomiting
with positive bowel sounds, mechanical obstruction
was suspected. Intussusception can be diagnosed by
ultrasonography or abdominal CT. In the recent case, it
would be difficult to evaluate the cause of obstruction due
to distended abdomen and surgical wound. Therefore,
abdominal CT was chosen. Similarly, both of the cases in
literature were diagnosed by abdominal CT.34

In adult intussusception most of the cases have a leading
point. In the recent case, operated for rectal adenocarcinoma,
the probability for a second malignancy was high. Therefore,

helikal 7.5mm
7
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Figure 3. Resected small bowel segment. After opening the material
there is no leading point for invagination
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surgical intervention was chosen as first step treatment
option.

Both of the small bowel intussusception cases after rectal
surgery, had no leading point. Similarly, recent case had
no leading point. This situation brings into mind the
question that; there can be another reason for spontaneous
intussusception. Increased intestinal peristalsis due to
preoperative bowel preparation or temporary adhesions in
the small bowel may have a role.

As conclusion, here we present the third case with
spontaneous small bowel intussusception after rectal
surgery. Even in adult cases, in differential diagnosis of
postoperative intestinal obstruction intussusception should
be kept in mind.
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A Case of Tuberculosis Mimicking Colon Cancer
Kolon Kanserini Taklit Eden Tuberklloz Olgusu

Hiiseyin Ciyiltepe, Durmus Ali Cetin, Ulasg Aday, Ebubekir Giindes, Emre Bozdag, Mustafa Duman
Kartal Kosuyolu High Speciality Training and Research Hospital, Clinic of Gastroenterological Surgery, Istanbul, Turkey

I ABSTRACT I —

The incidence of tuberculosis (TB) is increasing all over the world. Although pulmonary involvement is more frequent, 3% of patients present with
abdominal involvement which requires differential diagnosis from malignancy. The clinical presentation of abdominal TB is abdominal pain, fever,
and weight loss, and it is difficult to differentiate from Crohn’s disease and malignancies. In this article, we aimed to report a patient with cecal TB
which could be confused with colon tumor in clinical and imaging modalities.

Keywords: Tuberculosis, colon, cancer

DL OZ

Tum dunyada tiberkiloz (TB) insidansi giderek artmaktadir. Daha siklikla pulmoner tutulum izlense de hastalarin %3’ abdominal tutulum ile
basvurmaktadir ve malignite ile ayirici tanisi yapilmasi gerekmektedir. Abdominal TB'de klinik prezentasyon karin agrisi, ishal, ates, kilo kaybi
seklinde olup Crohn hastalig1 ve gastrointestinal sistem maligniteleri ile ayiric1 tan1 yapmak zordur. Bu yazida klinik ve gorintilleme yontemlerinde

kolon timort ile karisabilecek cekal TB hastasini bildirmeyi amacladik.
Anahtar Kelimeler: Tuberkuloz, kolon, kanser

Introduction

In developed countries, the incidence of tuberculosis
(TB) is rising as a result of immunosuppression induced
by increasingly prevalent causes like cancer and human
immunodeficiency virus infection. In developing nations,
poor living conditions are the main cause of TB infection.!
According to a report published in 2014 by the Public Health
Institution of Turkey entitled “The War on Tuberculosis
in Turkey 2013”, the annual incidence of TB fell from
26/100.000 in 2005 to 19.3/100.000 in 2011.2

TB is an infectious disease which can involve any organ or
tissue, is a major cause of morbidity and mortality, and is
characterized by calcified granulomas. The most common
form is pulmonary TB. Abdominal TB is seen in 15-20% of all
extrapulmonary TB cases and 3% of TB cases overall.3.4
Abdominal TB may involve the enteric, peritoneal, omental,
and mesenteric lymph nodes, as well as intra-abdominal
solid organs such as the liver, spleen, and pancreas.> The

ileocecal region or jejunum are involved in approximately
75% of gastrointestinal system (GIS) TB cases.0
The clinical presentation of abdominal TB includes
abdominal pain, diarrhea, fever, and weight loss, and can be
difficult to differentially diagnose from Crohn’s disease and
GIS malignancies. In patients with suspicious clinical and
imaging findings, biopsy and bacteriological diagnosis are
very important, but unfortunately mycobacteria are difficult
to culture.”

With this report, we aimed to present a case of cecal TB
whose clinical and imaging findings could be mistaken for

colon tumor.

Case Report

A 32-year-old male patient presented to our clinic for
colonoscopy after undergoing tests for about 6 months at
another center for malaise, chronic diarrhea, abdominal
pain, and anemia. On physical examination, a palpable mass
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was detected in the right lower quadrant. Colonoscopy
revealed a cecal mass invading the ileocecal valve causing
circular stenosis and showing the features of a hemorrhagic,
fragile malignancy. Biopsy samples were obtained during
colonoscopy (Figure 1). Thoraco-abdominal computed
tomography (CT) imaging with oraland intravenous contrast
was conducted. CT evaluation showed nodal densities
of approximately 9x8 mm and 13x12 mm suggestive of
cavitary lesions in the superior segment of the lower lobe
of the left lung (Figure 2). In addition, asymmetric wall

endocam

29/09/2016
14:19:24

Figure 1. Colonoscopy image showing tuberculous involvement of the
cecum

Figure 2. Thoraco-abdominal computed tomography image showing
pulmonary tuberculosis

thickening (maximum thickness of 17 mm) was observed
in a colonic segment starting at the cecum and extending
about 6 cm up the ascending colon, and multiple enlarged,
likely metastatic lymph nodes (maximum size 13x12 mm)
were detected in the surrounding adipose tissue (Figure
3). Although pulmonary findings initially suggested a TB-
like infectious process, it could not be differentiated from
atypical lymphangitis carcinoma. The ascending colon
lesion was evaluated as a malignant process and associated
infiltrative appearance. Biopsy results indicated ulcer with
a base of granulation tissue and extensive granulomatous
inflammation, and the findings were considered suggestive
of TB. The patient was referred to the clinic of chest
diseases for TB testing and treatment. The patient’s sputum
was positive for acid-fast bacilli (AFB), and treatment
for active TB was initiated. Follow-up colonoscopy was
recommended.

Gastrointestinal TB, caused by Mycobacterium tuberculosis,
can manifest anywhere in the GIS. Although seen
infrequently in developed nations, it can still present an
important health problem in Turkey.! Extrapulmonary
TB, which accounts for 15-20% of all TB cases, occurs in
both developed and developing countries and is growing in
importance. Abdominal TB is seen in 3% of all TB cases.3
The symptoms of abdominal TB are not specific, but most
patients present with abdominal pain, and may also have
diarrhea, fever, anorexia, and weight loss. Without current
or previous pulmonary disease, TB is not usually considered
as an initial diagnosis.” Our patient also presented with
complaints of malaise, anorexia, chronic diarrhea, and
weight loss. In 25-50% of cases, a mass is palpable in the
right lower quadrant during physical examination, as in we
detected in our patient.8
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Figure 3. Thoraco-abdominal computed tomography image showing
colonic tuberculosis
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Gastrointestinal involvement is the sixth most common
form of extrapulmonary TB. The ileocecal region, ascending
colon, jejunum, appendix, duodenum, stomach, esophagus,
sigmoid colon, and rectum are usually involved. Due to the
multifocal nature of intestinal TB, involvement of the colon
alone is extremely rare.”

Findings from radiologic imaging studies to identify GIS
involvement are non-specific. Imaging findings which may
suggest abdominal TB are narrowing or apple-core sign
on barium colonography. Ascites, omental thickening,
abdominal lymph nodes, and bowel wall thickening may
be observed on CT. However, these findings alone are not
sufficient for diagnosis and are not disease-specific signs.
Colonoscopy has an important place in the diagnosis of
ileocecal and colon TB. Ulceration, nodular appearance, cecal
mass, and ileocecal valve deformation are the most common
colonoscopy findings.10 Similarly, colonoscopic examination
of our patient revealed a cecal mass lesion extending to the
ileocecal valve with a malignant appearance and circulatory
involvement, which mimicked a colon tumor.

Biopsy samples obtained during colonoscopy facilitate rapid
diagnosis. Specific microbiologic analysis or polymerase
chain reaction analysis are necessary for a definitive
diagnosis.10.11 In our case, pathologic examination report of
the biopsy samples indicated ulcer with a base of granulation
tissue and granulomatous  inflammation.
Considering the presence of pulmonary signs and AFB+

extensive

sputum, the patient’s findings were evaluated as TB.

The differential diagnosis includes inflammatory bowel
diseases, colon cancer, diverticulitis, appendicitis, and other
causes of infectious colitis. Anti-TB drugs are used as medical
treatment. Surgical intervention should also be considered
in complicated cases.3 The most common complications
are intestinal obstruction, GIS fistula, perforation, and
gastrointestinal hemorrhage.

In conclusion, TB infection should be considered in the
differential diagnosis of patients with no history of pulmonary
TB presenting with non-specific GIS symptoms. We believe
that in developing countries where the frequency of TB is
high, such as Turkey, intestinal TB should be suspected
and advanced testing performed when granulomatous
inflammation is detected in biopsy specimens obtained from
GIS organs.

Ethics
Informed Consent: Retrospective study.

Peer-review: External and internal peer-reviewed.

Authorship Contributions

Surgical and Medical Practices: H.C., M.D., Concept:
D.A.C., Design: E.G., Data Collection or Processing: E.B.,
Analysis or Interpretation: U.A., Literature Search: D.A.C.,
E.B., Writing: H.C.

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

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

References

1. Raviglione MC, Snider DE Jr, Kochi A. Global epidemiology of tuberculosis.
Morbidity and mortality of a worldwide epidemic. JAMA 1995;273:220-
226.

2. Musaonbasioglu S, Ozkan S. Tirkiye'de Verem Savasi 2013 Raporu.
Ankara: Turkiye Cumhuriyeti Saglik Bakanhigi, 2014.

3. Sharma SK, Mohan A. Extrapulmonary tuberculosis. Indian J Med Res
2004;120:316-353.

4. SuriS, Gupta S, Suri R. Computed tomography in abdominal tuberculosis.
Br J Radiol 1999;72:92-98.

5. Ibrarullah M, Mohan A, Sarkari A, Srinivas M, Mishra A, Sundar TS.
Abdominal tuberculosis: diagnosis by laparoscopy and colonoscopy. Trop
Gastroenterol 2001;23:150-153.

6. Bektas A. Gastrointestinal sistem ve periton tiberkilozu. 21. Yuzyilda
Tuiberkiiloz Sempozyumu (11-12 Haziran 2003, Samsun) ve II. Ttiberkiloz
Laboratuvar Tam Yontemleri Kursu (13-14 Haziran 2003, Samsun) Kitab.
Istanbul: Klinik Mikrobiyoloji ve Infeksiyon Hastaliklar1 Dernegi & Toraks
Dernegi Samsun Subesi; 2003:135-140.

7. Shi XC, Zhang LF, Zhang YQ, Liu XQ, Fei GJ. Clinical and Laboratory
Diagnosis of Intestinal Tuberculosis. Chin Med J (Engl) 2016;129:1330-
1333.

8. Golden MP, Vikram HR. Extrapulmonary tuberculosis: an overview. Am
Fam Physician 2005;72:1761-1768.

9. Sahbaz S, Yilmaz A, Inontt H, Celik A, Koseoglu DR, Acu B, Yenisehirli
G. Kolonda kronik grantilomatoz inflamasyon ve akciger tuberkulozu.
Solunum Hastaliklar1 2008;19:113-117.

10. Ergin M, Tunc B, Ulker A, Sasmaz N. Doktorlar icin bir klinik zorluk:
Abdominal tuberkilloz 24 olgunun derlemesi. Endoskopi Dergisi
2012;20:72-76.

11. Yajnik V, McDermott S, Khalili H, Everett JM. Case Records of the
Massachusetts General Hospital. Case 7-2016. An 80-Year-Old Man with

Weight Loss, Abdominal Pain, Diarrhea, and an Ileocecal Mass. New Engl
J Med 2016;374:970-979.




DOI: 10.4274/tjcd.43650
Turk J Colorectal Dis 2017;27:59-61'de yayimlanan
Ingilizce makalenin ‘bire bir’ Tirkce versiyonudur.

Kolon Kanserini Taklit Eden Tuberkuloz Olgusu

A Case of Tuberculosis Mimicking Colon Cancer

Hiiseyin Ciyiltepe, Durmus Ali Cetin, Ulas Aday, Ebubekir Giindes, Emre Bozdag, Mustafa Duman

Kartal Kosuyolu Yiiksek ihtisas Egitim ve Arastirma Hastanesi, Gastroenteroloji Cerrahisi Klinigi, istanbul, Tiirkiye

T Y Z

Tum dunyada tiberkiloz (TB) insidansi giderek artmaktadir. Daha siklikla pulmoner tutulum izlense de hastalarin %3 abdominal tutulum ile
basvurmaktadir ve malignite ile ayirici tamisi yapilmas: gerekmektedir. Abdominal TB’de klinik prezentasyon karin agrisi, ishal, ates, kilo kayb1
seklinde olup Crohn hastalig1 ve gastrointestinal sistem maligniteleri ile ayiric1 tan1 yapmak zordur. Bu yazida klinik ve gorintilleme yontemlerinde
kolon tumorii ile karisabilecek ¢ekal TB hastasini bildirmeyi amacladik.

Anahtar Kelimeler: Tuberktloz, kolon, kanser

I ABSTRACT -

The incidence of tuberculosis (TB) is increasing all over the world. Although pulmonary involvement is more frequent, 3% of patients present with
abdominal involvement which requires differential diagnosis from malignancy. The clinical presentation of abdominal TB is abdominal pain, fever,
and weight loss, and it is difficult to differentiate from Crohn’s disease and malignancies. In this article, we aimed to report a patient with cecal TB

which could be confused with colon tumor in clinical and imaging modalities.

Keywords: Tuberculosis, colon, cancer

Giris

Gelismis ulkelerde gittikce yayginlasan insan immun
yetmezlik virisii enfeksiyonu ve kanser gibi nedenlerle gelisen
immunstupresyon sonucu tiberkiilloz (TB) insidansi giderek
artmaktadir. Gelismekte olan tilkelerde ise kotii yasam sartlar
TB enfeksiyonunun ana nedeni olarak ortaya ¢ikmaktadir.!
Turkiye Halk Saghgn Kurumu Baskanliginin 2014'te
yayinlamis oldugu “Turkiye’de Verem Savasi 2013” raporuna
gore 2005 yilinda 26/100,000 olan TB insidansinda yillar
icerisinde bir azalma meydana gelmis ve 2011 yilinda
19,3/100,000 yeni olgu olarak rapor edilmistir.2

TB tum organ ve dokular tutabilen, onemli morbidite ve
mortaliteye neden olan, kazeifiye grantilomlarla karakterize
bir enfeksiyon hastaligidir. Pulmoner TB daha sik goriilen

formudur. Ekstrapulmoner TB tum olgularin %15-20’si

oraninda, abdominal TB ise tim olgularin %3’ oraninda
gorulur.3.4

Abdominal TB enterik, peritoneal, omental, mezenterik
lenf nodlarinin; ayrica karaciger, dalak, pankreas gibi
intraabdominal solid organlarin tutulumu seklinde olabilir.>
Gastrointestinal sistem (GIS) TBli olgularin yaklasik
%75inde tutulum yeri ileocekal bolge veya jejunumdur.6
Abdominal TB’de klinik prezentasyon karin agrisi, ishal, ates,
kilo kayb1 seklinde olup Chron hastalig1 ve GIS maligniteleri
ile aymrici tani yapmak zordur. Klinik ve goruntileme
yontemlerinde stuphe olan hastalarda biyopsi yapilmasi ve
basilin gosterilmesi onemli olmakla birlikte basil uretilmesi
gucluk arz etmektedir.”

Buyazida klinik ve gortuntuleme yontemlerinde kolon tiimoru

ile karisabilecek cekal TB hastasini bildirmeyi amacladik.

Tel.: +90 216 500 15 00 E-posta: drciyiltepe@hotmail.com

OTelif Hakki 2017 Tiirk Kolon ve Rektum Cerrahi Dernegi
Turk Kolon ve Rektum Hastaliklar1 Dergisi, Galenos Yayinevi tarafindan basilmistr.

Yazisma Adresi/Address for Correspondence: Dr. Hiiseyin Ciyiltepe
Kartal Kosuyolu Yitksek Thtisas Egitim ve Arastirma Hastanesi, Gastroenteroloji Cerrahisi Klinigi, istanbul, Turkiye

Gelis Tarihi/Received: 18.11.2016 Kabul Tarihi/Accepted: 26.12.2016



Ciyiltepe ve ark.
Kolon Tuberkiilozu

Otuz iki yasinda erkek hasta halsizlik, kronik ishal, karin
agrist ve anemi nedeniyle dis merkezde yaklasik 6 ay
tetkik edilirken kolonoskopi yapilmasi tizere klinigimize
basvurdu. Yapilan fizik muayenede sag alt kadranda ele
gelen kitle oldugu izlendi. Kolonoskopide c¢ekumda

ileocekal valvi de invaze ettigi dustniilen, sirkuler darlik

Resim 1. Kolonoskopide cekumda tiiberkuloz tutulumu

Resim 2. Torakoabdominal bilgisayarh tomografide tiberkuloz akciger
tutulumu

olusturan, kanamali frajil malign goruntumlu kitle izlenerek
biyopsiler alindi (Resim 1). Hastaya oral intravenoz
(IV) kontrastli torakoabdominal bilgisayarli tomografi
(BT) cekildi. BT degerlendirmesinde sol akciger alt lob
superior segment duzeyinde kavite baslangici acisindan
stupheli yaklasik 9x8 mm ve 13x12 mm’lik nodiiler dansite
izlendi (Resim 2). Ayrica cekum diizeyinden baslayip
cikan kolona dogru uzanan kolonik anslarda yaklasik 6
cm’lik segmentte en kalin yerinde kalinhg: yaklasik 17
mm’ye ulasan asimetrik duvar kalinlasmasi ve cevre yaglh
dokuda en buyugu 13x12 mm boyutlarinda muhtemel
metastatik tutulum olarak degerlendirilen cok sayida lenf
nodu izlendi (Resim 3). Akcigerde saptanan bulgular ilk
etapta TB gibi enfektif procesi dusundurmekle beraber
atipik bir lenfanjitis karsinomatdoz ayrimi yapilamadi.
Cikan kolondaki lezyon ise malign proces ve buna bagh
infiltratif gorantim olarak degerlendirildi. Kitleden alinan
biyopsi sonucu tulser zemininde granulasyon dokusu
gelisimi ve yaygin granilomatoz enflamasyon oldugu
ve bulgularin TB acisindan supheli oldugu rapor edildi.
Hasta gogus hastaliklar klinigine TB acisindan tetkik ve
tedavi edilmesi amaciyla yonlendirildi. Balgamda AARB
+ olan olguya aktif TB tanisiyla tedavi baslandi. Kontrol

kolonoskopi onerildi.

Mycobacterium tuberculosis'in etkeni oldugu
gastrointestinal TB GIS'in herhangi bir lokalizasyonunda
gorulebilmektedir. Gelismis tulkelerde gorulme siklhig
azalmakla birlikte tilkemizde halen 6nemli bir saglik sorunu

olarak karsimiza cikabilmektedir.l TB olgularmin %15-

19cm
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Resim 3. Torakoabdominal bilgisayarli tomografide tuberkiloz kolon
tutulumu
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20’sini olusturan ekstrapulmoner TB, hem gelismekte olan
hem de gelismis ulkelerde gorulmekte ve giderek onemi
artmaktadir. Abdominal TB ekstrapulmoner TB olgularinin
%3 tunde gorilir.3

Yakinmalar hastaliga spesifik degildir, olgularin onemli
kismi karin agrisi ile basvurur, ishal, ates, istahsizlik ve
kilo kayb1 gorulebilir. Aktif ya da gecirilmis pulmoner
hastalik olmadiginda ilk tam1 olarak dustnilmesi
genellikle cok zordur.” Bizim olgumuzda da basvuru
sikayetleri halsizlik, istahsizlik, kronik ishal ve kilo kayb1
idi. Olgularin %25-50’sinde fizik muayenede sag alt
kadranda ele gelen kitle lezyonu saptanabilir, olgumuzda
da batin fizik muayenesinde sag alt kadranda ele gelen

kitle mevcuttu.8

GIS tutulumu ekstrapulmoner TB olgular arasinda 6. sirada
yer alir. Siklikla ileocekal bolge, cikan kolon, jejenum,
apendiks, duodenum, mide, 6zefagus, sigmoid kolon ve
rektum tutulur. Intestinal TB multipl odaklar seklinde
tutuluma neden olabilirken tek basina kolon tutulumu son
derece nadir gorillmektedir.9

GIS tutulumuna yonelik radyolojik  goruntileme
tetkiklerindeki bulgular non-spesifiktir. Abdominal TB
tanisini goruntileme yontemleri ile dusunduren bulgular;
baryumlu kolon grafisinde darlik, elma yenigi gorinumu
olabilir. BT’de asit, omental kalinlasma, abdominal lenf
nodlarn ve barsak duvarinda kalinlasma gorulebilir. Fakat
bunlar tek basina tan1 koymada yeterli ve hastaliga spesifik
bir bulgu degildir. ileocekal bolge ve kolon yerlesimli
TBnin tamsinda kolonoskopi onemli bir yer tutmaktadir.
Kolonoskopide en sik saptanan bulgular tlserasyon,
nodiler gorinum, cekumda kitle imaj1 ve ileocekal valvde
deformasyondur.10 Olgumuzda da yapilan kolonoskopik
incelemede kolon timortne benzer bicimde cekumda
sirkuler tutulumlu, malign gortnumlu ve ileocekal kapaga
uzanan Kkitle lezyonu izlendi.

ornekleri hizli tam

Kolonoskopi ile alinan biyopsi

konulmasina yardimecr olur. Kesin tami icin spesifik
mikrobiyolojik incelemeler veya polimeraz zincirleme
tepkimesi incelemesi gereklidir.10.11 Olgumuzda alinan
biyopsilerin patolojik incelemesinde tlser zemininde
grantlasyon dokusu gelisimi ve yaygin granilomatoz
edildi.

bulgularinin olmas: ve balgamda AARB + olmas1 nedeniyle

enflamasyon oldugu rapor Hastanin  akciger

bulgular TB lehinde degerlendirilmistir.

Ayincal  tamida  enflamatuvar barsak hastaliklari, kolon
kanseri, divertikulit, apandisit ve diger enfeksiyoz kolit
nedenleri yer alir. Medikal tedavide anti-TB ilaclar kullanilir.
Intestinal TB’de cerrahi tedavi komplikasyonlarin varhginda
dustinilmelidir.3 En stk gorillen komplikasyonlar intestinal
obstriiksiyon, GIS fistili, perforasyon ve gastrointestinal
kanamadir.

Sonuc olarak, gecirilmis pulmoner TB hikayesi olmayan ve
nonspesifik GIS semptomlari ile basvuran hastalarin ayirict
tanisinda TB enfeksiyonu akilda tutulmalidir. Ulkemiz
gibi TB gorilme sikhiginin yuksek oldugu gelismekte
olan ulkelerde GIS organlarindan elde edilen biyopsi
orneklemelerinde saptanan granilomatéz enflamasyon
varliginda intestinal TB'den stiphelenip taniya yonelik ileri

tetkikler yapilmasi kanaatindeyiz.
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Foreign Body in Sacral Region: Remaining Part of Knife
After Stabbing

Sakrumda Yabanci Cisim: Bicaklanma Sonrasi Geride Kalan Bicak Parcasi
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I ABSTRACT I —

Residual foreign bodies may be seen after penatrating injuries, accidents, or medical procedures. The head and neck are the most common sites of
residual foreign bodies. Computed tomography is the best diagnostic modality for determining their shape, exact location, and relationship to adjacent
tissues. Treatment consists of removing the foreign body if possible. We present a case of residual foreign body at the sacrum after stabbing.
Keywords: Foreign body, sacrum, stabbing

s

Penetran yaralanma, kaza sonucu veya tibbi islem sonrasi geride yabanci cisim kaldig: goriilebilmektedir. Bas ve boyun bolgesi geride yabanci cismin
kaldig1 en sik bolgedir. Bilgisayarli tomografi yabanci cismin seklini, gercek yerlesim yerini ve cevre dokular ile iliskisini gostermedeki en uygun
tan1 yontemidir. Tedavi; cikarilmast uygun olanlarin cerrahi cikarilmasidir. Burada bicaklanma sonrast sakrumda geride yabanc cisim kalan olguyu

sunmaktayiz.
Anahtar Kelimeler: Yabanci cisim, sakrum, bicaklanma

Introduction

Remaining foreign bodies such as bullet, shrapnel, needle,
wood, metallic pieces and medical materials (sponge, surgical or
diagnosing instruments etc.) could be seen after stabbing, firearm
or blastic injuries, accidental or suicidal attempt or medical
procedures. These remaining foreign bodies are presented at
head, neck, torax, abdomen, buttock and extremities or multiple
locations. Remaining foreign body after stabbing especially at
sacrum is a very rare condition. Foreign body can be seen at
plain radiography but computed tomography (CT) is the most
suitable diagnostic modality. Remaining foreign body can be
removed if it is applicable. Here we present a case of remaining
foregin body at sacrum after stabbing.

Case Report

Twenty-one years old man with history of stabbing from
sacral region six month before and remaining part of knife
was applied to general surgery service with lumbosacral pain.
Thereis anincision scar at gluteal region and pain in palpation
at physical examination. Bright, smooth edged foreign body
seen at lumbosacral plain graphy (Figure 1). Smooth edged,
sharp, metallic foreign body image that terminal of it stuck in
S2 vertebral spinous process but not damage spinal cord was
seen at CT (Figure 2). After neccesary operative preperation
under local anesthesia and sedation with consultation of
neurosurgery foreign body was removed (Figure 3). No
complication was seen after operation and control evaluations
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in postoperative neurological and surgical follow up at the
two years were normal.

Discussion

Penetrating injuries of buttock are important injuries and

2-3% of the penetrating injuries. These injuries are life-
threatening conditions, and about one quarter of these
injuries may occur neural, visceral and vascular injuries.
It has been reported that total mortality rate of penetrating

3

4 &g
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Figure 1. Image of lumbosacral plain graphy

injuries of buttock 2.9%, stabbing injury mortality rate 3.8%
and gunshot injury mortality rate 2.6% in literature.l.2 In
our case, there is no neurologic, vascular or visceral injuries
but only stuck in S2 vertebral spinous.

Remaining foreign bodies after penetrating injuries occur
by firearm, blastic and stab injuries or accidents. Head
and neck such as ear, eye, noose and pharynx are the most
common site of remaining foreign body after penetrating
injuries. Gunshot pellets could remain at torax, abdomen
and extremities.3:.5 Remaining foreign body after stabbing
is a very rare condition. Our case has an sacral operation
history after stabbing but a part of knife remained at sacrum.
Diagnosing the remaining foreign body can change
according to foreign body feature. Although metallic foregin
bodies can be seen at plain radiographies but it is very
difficult to determine the exact location and the relationship
of foreign body with vascular, visceral and neural structures.
CT is the most appropriate diagnostic method because of
determination the exact location and the relationship of
foreign body with vascular, visceral and neural structures.6.7
In our case, at plain graphy a bright smooth edged foreign
body was seen but exact location and relationship of foreign
body with vascular, visceral and neural structures could be
evaluated by CT.

The mainstay of treatment is removing the foreign body as
possible to remove without further complications. Vascular,
visceral and neurologic statements must be evaluated
carefully and consulted with cardiovascular surgeon
or neurosurgeon pre or peroperatively.89 In our case,
according to CT image we consulted with neurosurgeon

Figure 2. Image of computed tomography a) Horizontal section image, b) 3D image reconstruction of sacrum
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Figure 3. Image of peroperative exploration

pre and peroperatively. There is an ossesos pathology on S2
vertebra and spinal cord was intact.

As a conclusion; penetrating injuries of sacrum is important
and sometimes life-threatening injuries. CT is appropriate
diagnosing modality for injuries or remaining foreign bodies
due to increased risk of vascular, visceral and neural injuries.
Preoperative and peroperative neccessary consultation will
reduce the morbidity and mortality rates.
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LETTER TO THE EDITOR

A New Approach to Classification of Pilonidal Disease
Pilonidal SinGs Siniflandirmasinda Yeni Bir Yaklagim
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Dear Editor;

Classification of pilonidal disease (PD) is necessary? This
is an important question for adequate and standardized
treatment of PD. There were a few classifications of PD in
literature. Tezell was classified PD into five types according
to navicular area as Type I: asymptomatic pit, Type II: acute
pilonidal abscess, Type III: pits in navicular area and previous
abscess and drainage, Type IV: extensive disease and Type V:
recurrent disease. Irkorticu et al.2 were classified PD as Type
I: pit(s) on the natal cleft, Type II: pit(s) on either side of the
natal cleft, Type IIL: pits on both sides of the natal cleft, Type
IV: complex PD with multiple pits on and beside the natal
cleft and Type V: recurrent PD. Awad et al.3 was used scoring
system for evaluation PD. Scoring system was based on sex,
weight, hirsute and sinus characterization including number
of sinus, site, size, recurrence and duration of disease.3
These classification models have missing points such as non-
sacrococcygeal region or extention to lomber or perianal
region. One third of our patients admitted and operated
due to PD. We noticed that disease which extent to lomber
region, turns to right or left side not extent midline. Disease
which extent to perianal region, reach to 5 cm distance from
anal verge and ends blindly in midline or fistula right or
left side (outside of “Goodsall rule”). Recurrence occurs as
a result of ingrown hairs stuck to open wounds generally.
Asymptomatic patients are the patients who were examined

for another disease and detected sinus orifice or sinus tissue
at sacrococcygeal region. If a patient admit to surgery then he
or she is not asymptomatic. Treatment of pilonidal abscess is
drainage initially then adequate surgery performed.

We aimed to offer a new approach for classification of PD in
the light of above issues. First five types covers sacrococcygeal
region and the sixth type is about non-sacrococcygeal region.
Classification of sacrococcygeal region based on dividing
sacrococcygeal region into four parts by lines as intergluteal
sulcus, gluteal region, lomber region and perianal region
(Figure 1).

Classification of PD;

Type I: A: Limited at intergluteal sulcus with single sinus orifice
B: Limited at intergluteal sulcus with more than one sinus
orifice,

Type II: Orifices of sinus or fistula extent from intergluteal
sulcus to right/left gluteal region,

Type III: A: Orifices of sinus or fistula extent from intergluteal
sulcus to lomber region,

B: Orifices of sinus or fistula extent from intergluteal sulcus
to perianal region,

Type IV: Complex pilonidal sinus (orifices of sinus or fistula
extent from intergluteal sulcus to lomber and/or perianal
and/or gluteal region),

Type V: Recurrent pilonidal sinus,
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Figure 1. Lines and regions of classification

Type VI: Non-sacrococcygeal pilonidal sinus (umbilical,
interdigital, genital (penis or vulva), breast, eyelid or mixed
type such as umbilical and sacrococcygeal).

Classification of PD is important for adequate and
standardized treatment. Intergluteal region is the starting
point of sacrococcygeal PD and extents to gluteal, lomber or
perianal region unclearly.
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LETTER TO THE EDITOR

Necessity of Rational Use of Social Media in Colorectal
Surgery

Kolorektal Cerrahide Sosyal Medyanin Akilci Kullaniminin Gerekliligi
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Dear Editor;

Social media websites are web-based platforms used for
computer-mediated communication.! In recent years,
the influence of social media, and particularly of Twitter
(Twitter Inc., San Francisco, USA), has become increasingly
significant in surgical environments and at congresses.2

As reported by McDonald et al.l, many academic centers
and journals have been using their Twitter accounts as a
modern way to present academic news, publications, and
related content. For example, the account @ACPGBI, run
by the Association of Coloproctology of Great Britain and
Ireland (ACPGBI), informs followers about events, meetings,
and current publications. Similarly, the official journal of
ACPGBI, Colorectal Disease, has its own Twitter account
serving the same purpose.!

The hashtag #colorectalsurgery, created by colorectal
surgeons, is one that brings together surgeons from all over
the world with common areas of interest. In the first 10 weeks
after the creation of this hashtag, 823 global users posted
more than 5,200 tweets which were viewed about 17 million
times.3 With the help of common hashtags, people with the
same field of interest can be simultaneously informed about
many news items and recent developments.

Until recently, the prestige of publications, authors, and
journals was evaluated by their citation number, calculated

using conventional citation measurement. Altmetrics were

first used for scientific publications in 2010 as an alternative
to impact factors. Altmetrics can be used for measuring not
only the number of citations, but also how many times an
article has been viewed, downloaded, shared in social media,
mentioned, and discussed.t.5> Therefore, even though the
altmetric values of our journals and published articles are not
as valuable as impact factors, they are still quite significant
in this era.

From an ethical standpoint, another point which must be
addressed is the obligation to respect patient confidentiality
in all kinds of social media and avoid sharing unsupported
and unnecessary information. We expect everyone to exercise
due caution in this matter.

Besides having their official websites, our national surgical
associations and journals should also create official Twitter,
Facebook (Facebook Inc., California, USA) accounts and
establish a YouTube channel (YouTube LLC, California,
USA) and actively use these accounts to share information.
This is a must for the rapid dissemination of published
articles and announcements related to events, congresses
and symposium, as well as for ensuring continual interaction
among surgeons and interns. It may be possible to conduct
journal club sessions, article hours, and online scientific
discussions using common hashtags in Twitter by registering
in symplur.com. These hashtags should also be used in
congresses and symposiums to raise participant awareness

EI
b 'I‘.' Ondokuz May1s University Faculty of Medicine, Samsun, Turkey
et Phone: +90 543 438 89 73 E-mail: bbaharozkan@yahoo.com.tr

=

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

*[m] Address for Correspondence/Yazisma Adresi: Bahar Biisra Ozkan MD

* Received/Gelis Tarihi: 20.02.2017 Accepted/Kabul Tarihi: 27.02.2017

67



Ozkan et al.
68 Social Media in Colorectal Surgery

and facilitate the sharing of accurate information. Rational
use of social media should be encouraged in academia among
surgeons and particularly surgery interns. With professional
support, we estimate that the appropriate and accurate use
of social media, and particularly of Twitter, will propel both
our scientific societies and our journals beyond expectations
and may in turn create a dynamic target audience.
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Kolorektal Cerrahide Sosyal Medyanin Akilci Kullaniminin
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Necessity of Rational Use of Social Media in Colorectal Surgery
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Saym Editor;

Sosyal medya siteleri, bilgisayar aracil iletisimde kullanilan
web tabanh platformlardir.! Son yillarda, sosyal medyanin
ozellikle de Twitter'in (Twitter, Inc., San Francisco, ABD)
cerrahi cevrelerde ve kongrelerdeki etkisi giderek buyuk
onem kazanmaktadir.2

McDonald ve ark.’nin! ifade ettigine gore bircok akademik
merkez ve dergi Twitter hesaplarim1 kullanarak; akademik
haberleri, yayinlar1 ve bunlarla iliskili olabilecek icerikleri
modern bir sekilde sunmaktadir. Ornegin; @ACPGBI
hesabinin paylasimlari, the Association of Coloproctology of
Great Britain and Ireland (ACPGBI) tarafindan yuritulmekte
olup,
guncel yaynlarla ilgili bilgiler vermektedir. Benzer sekilde

takipcilerine organizasyonlarla, toplantilarla ve
yine ACPGBI'nin resmi dergisi olan Colorectal Disease ise
baska bir Twitter hesabina sahip olup ayni amaca hizmet
etmektedir.!
Kolorektal

#colorectalsurgery etiketi tum dinyada bulunan ortak

cerrahlar tarafindan olusturulmus
ilgi alanlarina sahip cerrahlar birlestirici o6zellige sahiptir.
Bu etiketin acilmasindan itibaren ilk 10 haftada 823
global kullanic1 tarafindan 5200’den fazla tweet atilmis
olup yaklasik 17 milyon kez goruntilenmistir.3 Ortak
etiketlemeler kullanildiginda ayni konuya ilgi duyan kisiler
bircok haberden ve yeni gelismelerden ayni anda haberdar
olabilmektedir.

Son zamanlara kadar yayinlarin, yazarlarin, dergilerin
prestijleri geleneksel alinti ol¢imu  kullanilarak alint
sayilariyla  degerlendirilmekteydi. Bilimsel yayincilikta
altmetrikler, etki faktorlerine alternatif olarak 2010 yilinda
Altmetrikler

degil ayn1 zamanda makalelerin goruntillenme, indirilme,

ortaya atlmistr. sadece alinti sayilarim
sosyal medyadaki paylasim, bahsedilme ve tartisilma gibi
durumlarim da dlcebilmektedir.4.5> Bu nedenle dergilerimizin
ve yaymlanan makalelerimizin altmetrik olcamleri, etki
faktorleri kadar degerli olmasa bile cagimizda oldukca
onemlidir.

Etik bakis acisiyla ifade edilmesi gereken bir diger nokta,
hicbir sekilde
hasta-gizliligi ilkesinin ihlal edilmemesinin ve kanita

sosyal medya ortamlarimin hicbirinde
dayali olmayan gereksiz bilgilerin paylasiimamasinin
zorunlulugudur. Bu konuya iliskin herkesin ciddi 6zen
gostermesini umuyoruz.

Ulusal cerrahi derneklerimizin ve dergilerimizin kendi web
sitelerine ek olarak yonettigi resmi Twitter hesabi, Facebook
sayfasi (Facebook, Inc., Kaliforniya, ABD) ve YouTube kanali
(YouTube, LLC, Kaliforniya, ABD) olmali ve bu hesaplardan
aktif bir sekilde veri paylasimi yapmalidir. Dergide yayinlanan
makalelerin, etkinlik, kongre, sempozyum duyurularimin
hizlica iletilmesi ve konuyla ilgilenen cerrah ve asistanlarin
surekli etkilesim halinde olmasi icin bu durum gereklidir.
Twitter'de kaydedilerek

symplur.com’a kullanilacak
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olan ortak etiketlemelerle dergi kulup oturumlar,
makale saatleri ve online olarak bilimsel tartismalar
yapilabilir. Aym1 zamanda bu etiketlemeler kullanilarak
kongre ve sempozyumlarda hem katilimcilarin farkindalig:
olusturulmali hem de dogru bilgilerin paylasimina olanak
saglanmalidir. Sosyal medyanin akilci kullanimi akademik
alanda yer alan cerrahlar ve ozellikle de cerrahi asistanlari
arasinda tesvik edilmelidir. Profesyonel bir destekle sosyal
medya Ozellikle de Twitter bu sekilde uygun ve dogru
kullanildiginda hem derneklerimizin hem de dergilerimizin
beklenilenden cok daha fazla 6n plana cikacagim ve
boylelikle dinamik bir hedef kitlesinin olusabilecegini

ongormekteyiz.
Etik

Hakem Degerlendirmesi: Editorler kurulu tarafindan

degerlendirilmistir.
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Is the Ischioanal Fossa the Most Appropriate Surgical Area
for Fecal Incontinence Surgery?

iskioanal Fossa, Fekal inkontinans Cerrahisi icin En Uygun Alan midir?

Ali Naki Yiicesoy
Bati Bahat Hospital, Clinic of General Surgery, istanbul, Turkey

[ET ABSTRACT I ——

Fecal incontinence is the one of the surgical challenges faced by surgeons. Damage to the anal sphincter and neurological diseases are the major
causes of fecal incontinence. Surgical interventions are especially necessary for reconstruction of the anal sphincter in patients with fecal incontinence
patients due to anal sphincter damage. Surgical interventions performed for fecal incontinence can result in unsatisfactory postoperative outcomes,
or initially satisfactory outcomes which deteriorate over time. We have performed surgical interventions with transvaginal access by combining the
anal sphincteroplasty and gracilis transposition procedures in female patients who have anal sphincter damage subsequent to vaginal childbirth. The
main aim of the transvaginal approach in our technique is to allow extrasphincteric dissection in the ischioanal fossa. As a result of our successful
postoperative outcomes, this question came to our minds. Is the ischioanal fossa the most appropriate surgical area in fecal incontinence surgery?
Keywords: Fecal incontinence, anal sphincteroplasty, gracilis muscle transposition, ischioanal fossa

aamosers. |

Fekal inkontinans, cerrahlarin cerrahi zorluklarindan birisidir. Anal sfinkter hasarlar1 ve norolojik hastaliklar, fekal inkontinansin major nedenleridir.
Cerrahi girisimler, 6zellikle anal sfinkter hasari nedeni ile fekal inkontinansi olan hastalarda gereklidir. Fekal inkontinans icin gerceklestirilen
cerrahi girisimlerin postoperatif hosnutsuz sonuclari olabilir veya postoperatif basarili sonuclar zamanla bozulabilir. Vajinal dogumlar takiben anal
stinkter hasar1 gelismis kadin hastalarda, vajinal erisim ile anal sfinkteroplasti ve grasilis transpozisyon islemlerini kombine ederek, cerrahi girisimler
gerceklestirdik. Teknigimizdeki transvajinal erisim kullanilmasindaki ana amac, iskioanal fossada ekstrasfinkterik disseksiyon saglamaktir. Basarili
postoperatif sonuglarimizin bir sonucu olarak su soru aklimiza geldi. Iskioanal fossa, fekal inkontinans cerrahisi icin en uygun alan midir?

Anahtar Kelimeler: Fekal inkontinans, anal sfinkteroplasti, grasilis kas transpozisyonu, iskioanal fossa

Introduction FI surgery.l Combined anterior anal sphincteroplasty and
adynamic gracilis muscle transposition operation using

Fecal incontinence (FI) can be defined as the lack of person’s ) ) i
transvaginal access to in a female patient suffered from FI

bowel control ability. FI is a clinical condition affecting
patient’s social and psychological life and is the one of the
surgical challenges for the surgeons due to its postoperative

depending to anal sphincter damages was published by our
group, and three more operations were performed by using

. . N .
dissatisfactory outcomes. FI is mostly seen in females. The >3M¢ method with success in last 24 months.> All patients

most common causes of the FI in females are anal sphincteric
damages which are subsequent to vaginal childbirths.

have adequate continence to gas, solid and liquid stool in
their postoperative periods.

Other common causes of FI are the surgical operations in

. L : Method
which the anorectal region is involved, e.g. anal fistula,
hemorrhoid, anal fissure or rectal cancer operations. Anal We performed combined anal sphincteroplasty and
sphincteroplasty and muscle transposition operations are gracilis muscle transposition operations by using
the most common used surgical methods performed for transvaginal access for anal sphincteric exposition in the

n "L [w] Address for Correspondence/Yazisma Adresi: Ali Naki Yiicesoy MD
;3 l'i,"{.-rfﬁ Bat1 Bahat Hospital, Clinic of General Surgery, Istanbul, Turkey
ke

Phone: +90 212 471 33 00 E-mail: alinakiyucesoy@gmail.com
% Received/Gelis Tarihi: 04.04.2017 Accepted/Kabul Tarihi: 09.05.2017

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

69



Ali Naki Yucesoy
70 What is the Role of the Ischioanal Fossa in Fecal Incontinence Surgery?

extrasphincteric plane in the ischioanal fossa in four
female patients suffered from complete FI in last 24
months. The patients had difficult and prolonged vaginal
delivery stories in their past. Internal and external anterior
sphincteric defects were detected in preoperative endoanal
ultrasonographic examinations. It is found that significant
decreases in the resting anal pressure and the squeezing
anal pressure values in their preoperative anal sphincteric
pressure measurements. Operations were performed in
Lloyd-Davies lithotomy position. Surgical exposition
in the extrasphincteric plane in the ischional fossa
was provided by using of the transvaginal access in the

patients after passing rectovaginal septum. The retracted

Figure 1. Anterior anal sphincteroplasty in the ischiorectal fossa by
using transvaginal access in a female patient

Figure 2. Counter clock-wise manner rotation of the transposed gracilis
muscle around of the external sphincteric musculature in ischioanal
fossa by using transvaginal access in a female patient

ends of the damaged external and internal anal sphincteric
muscles were found, and one by one repair was performed
by using No 0 Vicryl U-sutures along the torn line (Figure
1). Usually, the right-side gracilis muscle was prepared
by protecting its proximal neurovascular bundle. The
gracilis muscle was transposed into ischioanal fossa via a
subcutaneous tunnel, and its transposition was completed
around of external anal sphincteric musculature in counter
clock-wise rotation manner in 360 degree. Gracilis muscle
was fixated to superficial external anal sphincteric muscle,
levator ani muscle, peripheral tissues and itself to provide
of the surgical anal canal and anterior anal sphincteroplasty
line stabilization (Figure 2). On the magnetic resonance
examination, the surgical anal canal which is completely
surrounded by the transposed grasilis muscle was showed
(Figure 3). Additionally, magnetic resonance imaging
showed that preoperatively
anorectal angle was decreased into normal limits. It is

examination increased
thought that anorectal angle decrease is emerged as a result
of the counter clock-wise manner gracilis transposition.

Combined anal sphincteroplasty and counter clock-
wise manner rotated gracilis transposition operations
were performed in four female patients with FI by using
transvaginal ischioanal fossa access. There were no major
complications.

All patients have postoperative good

continence to the solid and liquid stool and the gas.

Figure 3. Postoperative sagittal magnetic resonance views shows the
anorectal angle reconstruction and counter clock-wise manner rotated
gracilis muscle transposition in a female patient
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Combined abdominal and perineal (anterior or posterior)
perineal accesses have been used as alternative sphincter-
saving surgical methods in lower rectal cancer surgery.3.4.5
Combined and perineal
techniques have different anatomical and surgical features
when compared with intersphincteric dissection technique

abdominal rectal resection

which is the most commonly used sphincter-saving surgical
technique for lower rectal cancer.6

Combined abdominal and perineal (anterior or posterior)
approaches can be described as surgical procedures in
which the sphincter-saving extrasphincteric dissection
and proximal segmental sphincteric excision techniques
are performed.” The main aim of the anterior or posterior
perineal access in the combined abdominal and perineal
approaches used for lower rectal cancer surgery is to
provide of the surgical exposition of the surgical anal
canal in the extrasphincteric plane in the ischioanal fossa.
Anterior perineal access on the surgical anal canal can be
easily provided by using transvaginal access in females.
The surgical anal canal can be described as two intertwined
cylindrical muscular tubes which are vertically situated in
the ischioanal fossa. While the outer one of the intertwined
muscular tubes is constituted by the external anal sphincteric
musculature, inner muscular tube is formed by internal
sphincteric muscle and distal part of the lower rectum. It
should be noted that external anal sphincteric musculature
has a vertically situated coil-like shape. In the FI surgery,
it is important to have a surgical access to ischional fossa
in which surgical anal canal is situated. In this way, a
detailed surgical exposition of the anal sphincteric muscles,
the visualization and reconstruction of the damaged
external and internal sphincteric muscles can be provided
easily. Therefore, it seems quite plausible the use of the
transvaginal route for the ischioanal fossa access in females
who constitute the majority of FI cases. The liberalization of

the surgical anal canal in the extrasphincteric plane between
puborectal and superficial external anal sphincteric muscles
to perform the surgical procedures for FI surgery can be
provided by transvaginal access.

FI surgery is still controversial. Also, our technique may
contain many controversial elements, e.g. the combination
of the surgical techniques, the low number of the cases, the
short follow-up periods. But, it seems that the ischioanal
fossa is the most appropriate surgical area for performing
surgical procedures of the FI surgery.
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