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Aims and Scope

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

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

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

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

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

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

Open Access Policy

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

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

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

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

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

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

The journal is printed on acid-free paper.

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

Editorial Policy

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

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

Subscription Information

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

www.turkishjerd.com

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

Gsm: +90 (532) 300 72 36

Fax: +90 (212) 356 01 78

Online Manuscript Submission: www.journalagent.com/krhd

Web page: www.turkishjcrd.com

E-mail: info@turkishjcrd.com

Advertisement / Publisher Corresponding Address

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

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

Fax: +90 (212) 621 99 27

Web page: www.galenos.com.tr

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

Tirk Kolon ve Rektum Hastaliklan Dergisi, Tirk Kolon ve Rektum Cerrahi
Dernegi'nin resmi dergisidir. Bu dernek; ince barsak, kolon, rektum, antis ve pelvik
taban hastaliklarn gibi hastaliklarm yonetimi ile iliskili epidemiyoloijk patolojik,
tanisal ve tedavi edici calismalar yapar. Dernegimiz 1991’de kurulmustur. Cesitli
zorluklar nedeniyle gecici aksakliklar olsa da Turk Kolon ve Rektum Hastaliklari
Dergisi 2007'den bu yana arahksiz olarak basilmaktadir ve 3 ayda bir olmak
tizere (Mart, Haziran, Eylul, Aralik) basili dergi ve elektronik olarak (http:/www.
turkishjerd.com/) yayimlanur.

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

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

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

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

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

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

Bu dergi Creative Commons 3.0 Uluslararas Lisans ile lisanslanmustir.

Izinler

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

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

Yazarlar icin Kilavuz

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

Telif Hakk: Devri

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

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

Dergi asitsiz kagida basiimaktadur.

Derginin mali giderleri Tirk Kolon ve Rektum Cerrahi Dernegi tarafindan

karsilanmaktadir.
Editoryal Politika

Her yazimin alinmasim takiben, bir kontrol listesi Editor Yardimcisi tarafindan

tamamlanir.

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

degerlendirilir.

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

Abonelik Bilgileri

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

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

GSM: +90 532 300 72 36

Faks: +90 212 356 01 78

Dernegi uyelerine, Diinya'da ve kitiphanelere  tcretsiz

Online Makale Gonderme: www.journalagent.com/krhd

Web sayfasi: www.turkishjerd.com

E-posta: info@turkishjerd.com

Reklam-Duyuru / Yayinevi Yazisma Adresi

Talepleriniz icin litfen yaymci ile iletisime geciniz.

Galenos Yaymevi Tic. Ltd. Sti.

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

E-posta: info@galenos.com.tr

Web sayfast: www.galenos.com.tr

OPEN ACCESS
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Instruction for Authors

GENERAL INFORMATION

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

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

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

Accepted manuscripts are published in both Turkish and
English languages.

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

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

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

EDITORIAL POLICIES

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

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

AUTHOR GUIDELINES

Forms Required with Submission:
Copyright Transfer Statement
Disclosure Statement

Cover Letter

Manuscript Submission Guidelines
Manuscript Preparation Guidelines
Text Formatting

Title Page

Article Types

Original Articles

Invited Review Articles

Case Reports

Technical Notes

Letters to Editor

Editorial Comments

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

Payment

Forms Required with Submission

Copyright Transfer Statement

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

Disclosure Statement

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

“Conflicts of Interest and Source of Funding:”

Cover Letter

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

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

Manuscript Submission Guidelines

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

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

Online Submission

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

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

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

Preparation of research articles, systematic reviews and meta-
analyses must comply with study design guidelines:
CONSORT statement for randomized controlled trials
(Moher D, Schultz KF, Altman D, for the CONSORT Group.
The CONSORT statement revised recommendations for
improving the quality of reports of parallel group randomized
trials. JAMA 2001; 285:1987-91) (http://www.consort-
statement.org/);

PRISMA statement of preferred reporting items for systematic
reviews and meta-analyses (Moher D, Liberati A, Tetzlaff J,
Altman DG, The PRISMA Group. Preferred Reporting Items
for Systematic Reviews and Meta-Analyses: The PRISMA
Statement. PLoS Med 2009; 6(7): e1000097.) (http://www.
prisma-statement.org/);

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

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

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

Manuscripts should be submitted in Word.

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

Use the automatic page numbering function to number the
pages.

Do not use field functions.

Use tab stops or other commands for indents, not the space
bar.

Use the table function, not spreadsheets, to make tables.

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

Title Page

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

The title of the article;

The short title of the article

The initials, names and qualifications of each author;

The main appointment of each author;

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

The name and email address of the corresponding author;
Full disclosures of potential conflicts of interest on the part of
any named author, or a statement confirming that there are
no conlflicts of interest;

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

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

Article Types

Original Articles

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

All clinical trials must be registered in a public trials registry
that is acceptable to the International Committee of Medical

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

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

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

Original Articles should be organized as follows:

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

Aim: What was the purpose of the study?

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

Results: What were the main findings?

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

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

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

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

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

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

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

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

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

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

Final approval of the version to be published; and

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

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

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

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

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

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

Tables: All tables are to be numbered using Arabic numerals.
Tables should always be cited in text in consecutive
numerical order. For each table, please supply a table caption
(title) explaining the components of the table. Identify any
previously published material by giving the original source
in the form of a reference at the end of the table caption.
Footnotes to tables should be indicated by superscript lower-
case letters (or asterisks for significance values and other
statistical data) and included beneath the table body.
Figures: Figures should work under “Windows”. Color
figures or grayscale images must be at least 300 dpi. Figures
using “*.aff”, “* jpg” or “*.pdf” should be saved separate from
the text. All figures should be prepared on separate pages.
They should be numbered in Arabic numerals. Each figure
must have an accompanying legend defining abbreviations or
symbols found in the figure. Figures could be submitted at no
additional cost to the author.

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

Invited Review Articles

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 4000 words.

Reference Number: Not to exceed 100 references.

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

Case Reports

Abstract length: Not to exceed 100 words.

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 15 references.

Case Reports should be structured as follows:

Abstract: An unstructured abstract that summarizes the case.

Introduction: A brief introduction (recommended length:
1-2 paragraphs).

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

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

References: See under ‘References’ above.
Acknowledgments.

Tables and figures.

Technical Notes

Abstract length: Not to exceed 250 words.

Article length: Not to exceed 1200 words.

Reference Number: Not to exceed 15 references.

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

Technical Notes should be organized as follows:
Abstract: Structured “as above mentioned”.

Indications

Method

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

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

Tables and figures: Including legends.

Letters to the Editor

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 10 references

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

Video Article

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 5 references

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

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

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

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

Letters to the Editor

Article length: Not to exceed 500 words.

Reference Number: Not to exceed 10 references

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

Editorial Comments

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 10 references.

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

Ethics

This journal is committed to upholding the integrity of
the scientific record. As a member of the Committee on
Publication Ethics (COPE) the journal will follow the
COPE guidelines on how to deal with potential acts of
misconduct.

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

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

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

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

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

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

Important note: Turkish Journal of Colorectal Disease uses
software (iThenticate) to screen for plagiarism.
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Consent to submit has been received explicitly from all co-
authors, as well as from the responsible authorities - tacitly or
explicitly - at the institute/organization where the work has
been carried out, before the work is submitted.

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

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

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

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

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

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

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

The author’s institution may be informed.

Editorial Comments

Article length: Not to exceed 1000 words.

Reference Number: Not to exceed 10 references.

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

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

Ethics

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Statement on the welfare of animals: The welfare of animals
used for research must be respected. In experimental animal
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studies, the authors should indicate that the procedures
followed were in accordance with animal rights as per the
Guide for the Care and Use of Laboratory Animals http:/
oacu.od.nih.gov/regs/guide/guide.pdf and they should
obtain animal ethics committee approval. When reporting
experiments on animals, authors should indicate whether
the international, national, and/or institutional guidelines for
the care and use of animals have been followed, and that the
studies have been approved by a research ethics committee at
the institution or practice at which the studies were conducted
(where such a committee exists).

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

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

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

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

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

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

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

Informed Consent

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

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

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

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

Payment

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

THE REVIEW PROCESS

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

REVISIONS

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

ENGLISH LANGUAGE EDITING

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

AFTER ACCEPTANCE

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

Copyright Transfer

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

Color Illustrations

Publication of color illustrations is free of charge.

Proof Reading

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

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

ONLINE EARLY

The Turkish Journal of Colorectal Disease publishes
abstracts of accepted manuscripts online in advance of their
publication in print. Once an accepted manuscript has been
edited, the authors have submitted any final corrections, and
all changes have been incorporated, the manuscript will be
published online. At that time the manuscript will receive a
Digital Object Identifier (DOI) number. Both forms can be
found at www journalagent.com/krhd. Authors of accepted
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Turk Kolon ve Rektum Hastahiklart Dergisi, Turk Kolon ve
Rektum Cerrahisi Derneginin dergisidir. Derginin misyonu;
ince bagirsak, kolon, rektum, antis ve pelvik taban bozukluklart
hakkindaki bilgiye katki saglamakur. Dergi daha once baska
bir yerde yaymlanmamus olmasi kosuluyla, derginin kapsami
ile ilgili ve talep tizerine yazilan derleme makaleleri, arastirma
makaleleri, kisa raporlar ve editore mektuplar ve olgu
sunumlarim  yaymlamaktadir. Randomize, kohort, kesitsel
ve vaka kontrol cahsmalari gibi temel bilim yazilarma oncelik
verilir. Alaninda bilinen uzmanlarca talep tzerine yazilan
derlemeler dikkate almacakur.

Yazilar ICMJE yonergelerine gore (http://www.icmje.org/)
hazirlanmahdir. Tum yazilar dergi tarafindan benimsenen stile
uygunluk saglamak icin editoryal kontrol ve diizeltmelere tabi
tutulmaktadir. Derginin ¢ift kor bir degerlendirme sistemi vardr.
Degerlendirilen ve kabul edilen yaymnlar Tiirkceden Ingilizceye
veya Ingilizceden Turkceye derginin profesyonel ceviri hizmeti
aracihigiyla tercime edilir. Yaymlanmadan énce, ceviriler onay
veya diizeltme istekleri icin yazarlara gonderilir ve 7 gim icinde
geri donus talep edilir. Bu stire icinde yamit alnamazsa, ceviri
kontrol ve yaym kurulu tarafindan onaylamr.

Kabul edilen yaymnlar hem Tiirkce hem de Ingilizce olarak
yaymlamr.

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

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

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

YAYIN POLITIKASI

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

YAZAR KILAVUZU

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

Aciklama bildirimi

Ust yazi

Makale Gonderme Kurallar:

Makale Hazirlama Kurallart

Metin bicimlendirme

Giris sayfast

Yaym tipleri

Orijinal Makaleler

Talepli derlemeler

Olgu sunumlart

Teknik notlar

Editore mektuplar

Editoryal Yorumlar

Yazarlarn Etik Sorumluluklar:

Insan katilimeili arastirma ve/veya hayvan deneyleri
Bilgilendirilmis Onam

Makale Gonderilirken Sunulmasi Gereken Formlar:
Telif Hakk: Devir Bildirimi

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

Aciklama Bildirimi

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

Ust Yazu

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

Makale Yazim Kurallart

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

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

Online Basvuru

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

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

Makale Hazirlama Kurallar

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

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

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

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

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

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

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

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

Yazilar Word program ile hazirlanarak teslim edilmelidir.

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

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

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

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

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

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

- Makalenin bashgy;
- Makalenin kisa bashg;

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

- Her yazann gorevi;

- Her yazarm kurumu;

- Yazarm ach ve e-posta adresi;

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

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

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

Makale Tipleri
Orijinal Makaleler

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

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

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

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

Orijinal Makaleler asagidaki gibi organize edilmelidir:

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

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

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

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

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

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

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

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

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

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

Yazar;

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

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

- Yaymlanacak son sekli onaylayan; ve

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

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

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

Dergi bashklan “Cumulated Index Medicus” kisaltmalarina
uygun olmahdir.

Dergiden: Yazar/yazarlarm soyadi ve admm ilk harfi, makale
bashg, dergi bashg: ve derginin 6zgiin kisaltmasl, yaym tarihi,
baski, kapsayici sayfa numaralarin icermelidir.

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

Kitap Bolumit: Yazar/yazarlarm soyadi ve adimn ilk harfi,
bolum bashg, kitap editorleri, kitap bashgl, basim, yaym yeri,
yaym tarihi, kapsadig) sayfa numaralarm icermelidir

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

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

siras1  ile

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

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

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

Davetli (Talep tizerine yazilan) Derlemeler

Ozet uzunlugu: 250 kelimeyi asmamahdur.

Makale uzunlugu: 4000 kelimeyi asmamalidir.

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

Olgu Sunumlart

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

Olgu Sunumlar asagidaki gibi yapilandinlmalidir:

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

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

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

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

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

Tesekkiir

Tablolar ve sekiller

Teknik Notlar

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

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

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

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

Bulgular: Ana bulgular nelerdir?

Sonug: Bu calismanimn ana sonuclan ve etkileri nelerdir?
Endikasyonlar1

Yontem

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

Kaynaklar: Vancouver tarz1 (yukanda ‘Kaynaklar bolimune
bakiniz)

Tesekkiir

Tablolar ve sekiller; alt yazilar1 dahil

Video Makale

Makale Uzunlugu: 500 kelimeyi asmamalidir.

Kaynak Sayist: 5 kaynag) asmamalidir.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Bununla beraber:

- Yazarlik veya yazarlarn sira degisiklikleri eserin kabulunden
sonra yapilamaz

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

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

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

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

- Makale halen stipheli ise, reddedilip yazara iade edilebilir.

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

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

Insan ve Hayvan Arastirmalari
Insan Haklar Beyannamesi

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

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

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

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

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

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

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

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

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

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

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

“Bu makalenin yazarlan calismada hayvan kullanilmadigim
bildirmektedir.”

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

Bilgilendirilmis Onam

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

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

Asagidaki ifade belirtilmelidir:

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

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

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

DEGERLENDIRME SURECI

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

DUZELTME SONRASI GONDERILMESI

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

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

INGILIZCE YAZIM

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

KABUL SONRASI

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

Telif Hakkinin Devri

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

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

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

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

ERKEN YAYIN

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

YAZISMA

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

Adpres: Latilokum Sok. Alphan Ishani No:3 Kat:2 Mecidiyekoy-
Sisli, Istanbul, Turkiye

Telefon: +90 212 356 01 75-76-77

GSM: +90 (532) 300 72 36

Faks: +90 212 356 01 78

Online makale gondermek icin: www.journalagent.com/krhd
Web sayfas1: www.turkishjcrd.com

E-posta: info@turkishjcrd.com
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Editorial/Editoryal

Degerli Meslektaslarim,
Bu sayiyla birlikte oldugumuz dort yili tamamlamis bulunmaktayiz. Aslinda cok uzun olmayan bu zamanda dergimiz sizin de destegiyle eskisiyle kiyaslanamayacak kadar yol aldu.

Hatirlayiniz, dort yil once dergiye bas editor olarak atandigimda, dergi duzenli ctkmakta cok zorlaniyor, cazibesi diisiik, yayin almada, ozellikle arastirma makalesi almada bir hayli
gerideydi. Tabi gelen arastirma makalelerinin kalitesini de sizlere birakiyorum. Bu durum cahisanlarda ve TKRCD’de bir anlamda yilginliga sebebiyet vermis ve dergi bir kenarda son
derece atil bir pozisyonda kendi yagiyla kavrulmaya calisan bir haldeydi. Degerlendirilmeyi bekleyen bazi yaywnlar, adeta unutulmus, bir yilt geckin degerlendirilmeyen ve bir yerde
depoda bekleyen makaleler mevcuttu. Buna muhatap bazi yazarlar ile temasa gecildiginde, dergiye yayin yollayip yollamadiklarini veya ne zaman yollandigint hatirlamayan yazarlar
mevcuttu. Dergiye gelen yazilarn ulasip ulasmadigi, degerlendirilmeye alimp alinmadigi, alindiysa hangi asamada oldugu belli degildi. Dogal olarak bu durum derginin tarandigi
indekslere de yansimusti. Dergi ulusal veya uluslararast hicbir indekste taranmiyordu. Hatta dergi en temel indeks olan ve Turkiye’de ¢tkan her dergiyi tarayan “Tiirk Atif Dizini
Indeksi"nde bile gorinmiiyordu. Hatta derginin ISSN no’su bile yoktu, yani dergi adeta korsan basiliyordu. Daha kétiisii de bundan ne yonetim kurulunun ne de dernegin haberi vardu.

Iste yukanda ozetledigim kosullarda dergi editor yardimclanimla birlikte devir alindi. Once dergiye makale kabul standartlar: cagdas mukabil dergilerle yansacak sekilde yeniden
duzenlendi. Elde bulunan durumlart malum tim yayinlar bir sekilde temizlendi. Derginin adimn ontine “Tiirk” isimi eklendi ve dergi formel hale getirildi. Derginin amator dizgi
ve basimindan vazgecildi ve profesyonel hale getirildi. Derginin dizaym degistirildi ve daha bir “kullanict dostu” hale getirildi. ISSN alinarak dergi kayit altina alhindi. Akabinde tim
“Kolon ve Rektum Hastaliklar1” konusunda calisan ve dahi akabinde tim Genel Cerrahlara mailing yapilarak dergimizin yeni yuzii ve yaywn politikast hatirlatildi. Gelen yaywnlar
miimkiin olan en kisa zamanda sonuclandirarak ve yazarlarla diizenli olarak iletisimde kalindi. Bu sekilde giiven yeniden tazelendi. Diizenli ve miimkiin olan en ytiksek yaynla
¢tkilmaya baslandi. Arkasindan once ulusal akabinde uluslararast indekslerin kosullart saglanarak, dinya capinda kabul goren bircok prestijli indeks tarafindan kabul edildik ve
halihazirda taramr durumdayiz.

Buraya kadar ozetledigim derginin kisa tarihini kalict olmast icin dokiimante eden bir “editoryal” yazmak istiyorum. Eger ilginizi ¢ekiyorsa, bana ulasmanizi cok isterim.

Ote yandan, elbette daha gidecek cok ama cok yolumuz var. Bunu siz “ Kolorektal Cerrahiye” goniil vermis meslektaslarimla birlikte yapacagiz. Gelecek ile ilgili kisa ve orta vade
planlarimu bir sonraki sayida sizlerle paylasmayt diisintiyorum. Elbette, hepinizin takip ettigi gibi oniimuzde 12 Ocak 2020°de yapilacak olan TKRCD’nin olagan secimi var. Bu
secimle “TKRCD Yonetim Kurulu” yenilenecek. Hepinizi secime katilmaya ve gelecek politikalar belirleyecek olan yeni “yonetim kurulunu” secmeye davet ediyorum.

Saygwyla...

Prof Dr Tahsin Colak

Bas-Editor
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Anatomical Planes in Rectal Cancer Surgery

Rektum Kanser Cerrahisinde Anatomik Planlar

@ Halil ibrahim Agar, ® Mehmet Ayhan Kuzu

Ankara University Faculty of Medicine, Department of General Surgery, Ankara, Turkey

[T ABSTRACT -

This review outlines important anatomical landmarks not only for rectal cancer surgery but also for pelvic exentration.

Keywords: Anorectal anatomy, pelvic anatomy, surgical anatomy of rectum
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Pelvis anatomisini derleme halinde 6zetleyen bu makale rektum kanser cerrahisi ve pelvik ezantrasyon icin énemli topografik noktalar1 gozden

gecirmektedir.

Anahtar Kelimeler: Anorektal anatomi, pelvik anatomi, rektumun cerrahi anatomisi

Introduction

Pelvic Anatomy

It is essential to know the pelvic anatomy because of the
intestinal and urogenital complications that may develop
after the surgical procedures applied to the pelvic region.
The pelvis, encircled by bone tissue, is surrounded by the
main vessels, ureters, and autonomic nerves. Success in the
surgical treatment of pelvic organs is only possible with a
good knowledge of the embryological development of the
pelvic structures. Rectal cancer is a common disease both in
our country and in the world. However, technical problems
in surgical treatment are important because of postoperative
complications and recurrence problems. Modern imaging
studies have shown that the spread of the disease is related
to the embryological development of the rectum. For this
reason, dissection for curative surgery in rectal cancer can
only be achieved with a good knowledge of the embryological
and anatomical planes.!

Surgical Anatomy of the Rectum

The rectum extends from the promontory to the anal canal
and is approximately 12-15 cm long. It fills the sacral
concavity and ends with an anal canal 2-3 cm anteroinferior
to the tip of the coccyx. The rectum contains three folds in
the coronal plane laterally. The upper and lower are convex
to the right, and the middle is convex to the left. The middle
fold is aligned with the peritoneal reflection. Intraluminal
projections of the lower boundaries of these folds are known
as Houston’s valves. Unlike the sigmoid colon, taenia,
epiploic appendices, and haustra are absent in the rectum.
The upper 1/3 part is covered with peritoneum anteriorly
and laterally, and the middle 1/3 part is covered anteriorly.
The lower 1/3 part is entirely extraperitoneal. The rectum
is considered to be roughly divided into three sections as
upper, middle, and lower rectum. Although these are not
anatomically separate parts, the surgeon must distinguish
these parts when planning the surgical treatment of rectal
cancer. When viewed with a rigid rectoscope, from the anal
verge, these three parts are defined as follows: the lower
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rectum, 0 to 7 c¢m; the middle rectum, 7 to 12 cm; and
the upper rectum, beyond 12 cm. However, the length of
the rectum may vary individually and may exceed 15 cm.
The rectum is mostly extraperitoneal. However, the upper
rectum is covered with a thin layer of visceral peritoneum at
the anterior and lateral sides. This peritoneal layer extends
downward and anteriorly, creating a peritoneal reflection in
the anterior of the rectum. Peritoneal reflection corresponds
to the level of middle Houston’s valve. When dealing with
rectal cancer surgery, the intestine and its mesentery, and
perimesenteric planes should be removed as a block for
surgical principles. In this context, the anatomy of the pelvic
structures was divided into six regions for surgeons in order
to understand the anatomy."***> These six regions include:

Above the Pelvic Inlet

There is a thin facial sheath covering the inferior mesenteric
artery, vein, and lymphatics. This sheath is centrally located
in the anterior of the preaortic nerve plexuses. Laterally, it
is close to the ureter and gonadal vessels. In complex pelvic
surgery, the ureter may need to be fully mobilized up to the
bladder (Figures 1, 2).

Below Aortic Bifurcation

The mesorectum, distal to the upper 1/3 rectum, is closely
associated with hypogastric nerve bifurcation and presacral
adipose tissue (Figures 3, 4). As the rectum is covered with
peritoneum at the anterior, it is adjacent to the small bowel
loops, bladder, and uterus.
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Figure 2. Above the pelvic inlet

Pelvic Side Wall

In this area, internal iliac vessels, piriformis muscle, fascia,
and autonomic nerves covering these structures are found.
The distance between the visceral leaf of the endopelvic fascia
surrounding the mesorectum (fascia propria recti) and the
autonomic nerves is 2-3 mm. More distally, the splanchnic
nerve (erigent nerves), often originating from the S3 root of
the sacral plexus, joins the hypogastric nerve and together
form the inferior hypogastric plexus (Figure 5). The inferior
hypogastric plexus is mostly adjacent to the small vessels.
If these veins are thick enough, they may take the name of
middle rectal veins. However, anatomical dissection studies
of Sato showed that the incidence of the middle rectal artery
is 22%, and according to the same studies, the middle rectal
artery is often unilateral. The width of this artery is 2 mm
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and can be cut with scissors or cautery without causing
significant bleeding when dissecting. It rarely needs ligation.
Therefore, as in the past, cutting the lateral ligaments of
the rectum with forceps is no longer performed because it
causes autonomic nerve damage rather than arterial control.
Therefore, progression by visual dissection in the avascular
plane is essential for the protection of the autonomic nerves.

Anterior Dissection Area

The middle rectum is surrounded by the Denonvilliers’ fascia
in the anterior aspect, and this fascia is located behind the
seminal vesicles in men and behind the vagina in women.
In men, this fascia progresses very closely to the posterior
aspect of the prostate. Therefore, this region may cause
severe problems in lower rectal dissections in men.

Posterior Dissection Area

Distally, the mesorectum is divided into two fatty lobes, and
a pit known as anococcygeal raphe remains in the middle
(Figure 6). This structure is likened to a “bipolar lipoma”
(Figure 8). While both lobes extend a little lower, they show
proximity to the pelvic autonomic nerves on the lateral
wall due to the narrowing pelvis. Due to this convergence,
autonomic nerve injury may occur during dissection.

Intersphincteric Dissection Area

While the rectum proceeds to the intersphincteric plane
at the level of the pelvic floor, the rectum wall continues
with the smooth muscles of the internal sphincter. At this
level, the mesorectum becomes now very thin, and thus
the avascular dissection plane (Holy plane) ends in the
intersphincteric plane between the internal and external
sphincters. This plane is important in coloanal anastomoses.

Vessels

Inferior Mesenteric Artery

The inferior mesenteric artery (IMA) emerges from the
anterior aspect of the aorta and moves down to the left at
the level of lumbar 2-3, 3-5 cm above the aortic bifurcation.
IMA gives rise to the left colic artery and sigmoidal artery
branches in the abdomen, which may vary between 2-6
branches. The left colic artery is the first branch of the
IMA. The IMA is called the superior hemorrhoidal artery or
superior rectal artery after crossing the left iliac artery. The
superior hemorrhoidal artery proceeds down to S3 in the
sigmoid mesocolon and then down the posterior side of the
rectum. In 80% of the cases, it is divided into two terminal
branches, right and left. These branches advance down the
rectum submucosa and feed the lower rectum and anal canal.
In addition to the superior hemorrhoidal artery, middle,
inferior rectal (hemorrhoidal) and median sacral arteries are
involved in arterial feeding of the rectum and anal canal.

While the superior rectal artery is the continuation of the
IMA, the middle rectal artery is the branch of the internal iliac
artery. However, it is assumed that the middle rectal artery is
not present in everybody (22% of the middle rectal arteries
could be detected in the autopsy study) and is rarely seen,
especially in women. The inferior rectal artery emerges from
the internal pudendal artery and provides blood to the area
from the anal canal to the pectinate line. The median sacral
artery emerges just above the aortic bifurcation, extends
downward in front of the lower lumbar vertebrae, sacrum,
and coccyx, giving many thin branches to the posterior wall
of the rectum (Figures 7, 8, 9). Although considered as a
vascular dissection plane, these thin branches can be seen in
the mesorectal dissection plane.678.10.11
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Venous Drainage

The superior rectal vein draining the rectum is poured
into the inferior mesenteric vein (IMV). IMV connects
with splenic vein and superior mesenteric vein to form the
portal vein. Middle and inferior rectal veins are poured into
the internal iliac vein and therefore drained into the caval
system (Figure 10). Therefore, cancers located in the lower
2/3 of the rectum have the potential to direct lung metastasis
through iliac veins without liver metastasis. In this context,
unlike colon cancer, lung metastasis rate is higher in rectal

cancers.578910.11

Lymphatic Drainage

The lymphatics of the rectum and anal canal form two
extramural plexuses. One is located above, and one is located
below the pectinate (dentate) line. The lymphatic drainage
at the superior of the pectinate line proceeds backward and
along the superior rectal artery, following the artery tracing
to the root of the aorta. Also, drainage into the lateral pelvic
lymph nodes is observed. In the inferior part of the pectinate
(dentate) line, the spread is along with the inguinal lymph
nodes.'>"

Nerves

Sympathetic nerves of the left colon and rectum emerge
from L1-3, and the preganglionic fibers synapse in the
preaortic plexus via the lumbar sympathetic nerves.

Inferior mesenteric artery FeT—
,

Sigmoid
colon

ing branch

S Marginal artery of colon
{ gg\(Brummend}

Figure 10. Veins of the pelvic and anorectal regions

Postganglionic fibers innervate the IMA feeding site and the
upper part of the rectum. Presacral nerves formed by the
combination of aortic plexus and lumbar splanchnic nerves
innervate the lower part of the rectum. Presacral nerves
form hypogastric plexus just below the sacral promontory.
Anal hypogastric nerves on both sides of the rectum carry
sympathetic innervation from the hypogastric plexus to
the pelvic plexus. The pelvic plexus is located in the lateral
part of the pelvis near the lateral ligaments at the level of
the lower 1/3 rectum. The parasympathetic innervation of
the rectum comes from the S2-4 splanchnic nerves. These
fibers originating from the sacral foramen are called erigent
nerves. These fibers advance laterally and upward to join
the sympathetic hypogastric nerves in the pelvic plexus.
Postganglionic parasympathetic and sympathetic fibers
originating from the pelvic plexus reach the left colon and
upper rectum via the inferior mesenteric plexus. They reach
the upper rectal and anal canal directly. Periprostatic plexus,
which is the lower part of the pelvic plexus, is located
in the Denonvilliers’ fascia and innervates the prostate,
seminal vesicle, corpus cavernosum, vas deferens, urethra,
ejaculatory canals, bulbourethral glands (Figure 11). Cutting
of both superior hypogastric plexus or hypogastric nerve
causes sympathetic denervation. If the erigent nerves are
intact, bladder sphincter dysfunction results in retrograde
ejaculation and erectile dysfunction. Dissection near the
seminal vesicle and prostate margin may cause damage
to the periprostatic plexus, resulting in sympathetic and
parasympathetic damage. As a result, erectile dysfunction
occurs. One of the main objectives of rectal surgery is to
preserve organ functions as much as possible. Therefore, the
localization of autonomic nerves according to the surgical
dissection plane should be well known. While the left colon
is released from the lateral peritoneum, the mesorectal
dissection area is entered thorough passing first the gonadal
vessels, then the ureter, and then the hypogastric nerve. One
should perform sharp dissection by seeing in the mesorectal
dissection area. During this dissection, the right and left
hypogastric nerves are seen and preserved. In this dissection,

Figure 11. Pelvic plexus and structures innervated by pelvic plexus
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the hypogastric nerves are located in the avascular loose
connective tissue between the presacral fascia and the
fascia propria recti surrounding the mesorectum, and on
the pelvic sidewalls, they are parallel to the ureter. With a
tampon placed here, the anatomic structures and nerves can
be protected. By retracting the descending colon laterally to
the left, a window is opened on the right side of the sigmoid
mesocolon, and the previously detected hypogastric nerves
can be preserved. Autonomic nerve fibers, which continue
on the aorta, form superior hypogastric plexus just above
the promontory below the aortic bifurcation. The superior
hypogastric plexus is divided into two at the pelvis inlet
(wishbone appearance). The right and left hypogastric nerves
then form. While entering the mesorectal dissection plane
in the pelvic inlet, injuries to the right and left hypogastric
nerves may occur. When the peritoneum is opened, if the
nerves are not followed from above, the possibility of injury
increases. The hypogastric nerves lie parallel to the ureter
and iliac artery in the caudal and lateral directions within the
mesorectal plane lateral to the rectum. There are autonomic
nerve branches from the rectum during this course. While
the hypogastric nerves proceed caudally and laterally in the
lateral wall of the pelvis, they combine with parasympathetic
nerve fibers (erigent nerves) originating from the sacral 2-3-
4" roots and the fibers from the pelvic sympathetic trunk
and form the inferior hypogastric plexus. The thickest of
the parasympathetic fibers from the sacral roots is the one
originating from S3. Erigent nerves emerge from the sacral
foramen and travel beneath the endopelvic fascia. Very
rarely, during the mesorectal dissection, Waldeyer’s fascia
may be opened (retrorectal area is entered), and erigent
nerves can be visualized.!*!” In their anatomical studies,
Walsh and Danker showed that the vessel nerve package,
including pelvic autonomic nerve fibers, was observed at
10 and 2 o’clock at the edges of the seminal vesicles. In
women, this vessel nerve package is located in the cardinal
ligament in the front of the rectogenital fascia.'® In their
autopsy and surgical specimen studies, Yamakoski et al.
showed that the distance between the rectal muscle layer
and pelvic autonomic nerves was approximately 10 mm.
They emphasized that the preservation of autonomic nerves
may reduce the reliability of lateral resection margins
in a cancer surgery performed by preserving the pelvic
autonomic nerves. Autonomic nerve damage during rectal
cancer surgery can happen at four critical sites: The first
of these develops when the root of the IMA is ligated close
to the aorta. Dissection and ligation very close to the aorta
may cause damage to the aortic plexus. Second, the nerve
may be damaged when entering the mesorectal dissection
plane or dissection from the posterior. Hypogastric nerve
damage may occur if the avascular plane is left during
dissection or if the dissection is performed bluntly by hand.

Due to damage of the sympathetic fibers in injuries located
cranial to the joining of the parasympathetic fibers in the
hypogastric plexus, ejaculation disorders are observed
in men, whereas women do not have significant sexual
dysfunction. The third most common site of injury to the
autonomic nerves is the injury of the inferior hypogastric
plexus formed by the junction of the sacral parasympathetic
fibers with the hypogastric nerve. This type of injury can
occur during lateral mesorectal dissection. In the past, this
type of damage was seen frequently because of the ligation
or clamping performed to control the lateral ligaments.
Nowadays, it is assumed that the rectum does not have
lateral ligaments. It has been shown that it consists only
of branches entering the rectal artery and middle rectal
artery and autonomic nerves. Therefore, lateral dissection
should be performed visually, and clamping should not
be used. Also, excessive rectal traction during mesorectal
dissection may cause such nerve damage. Another injury
site of the nerve occurs during anterior dissection of the
rectum. Invisible cavernous nerve damage may occur in the
dissection between the seminal vesicles and prostate with
Denonvilliers’ fascia. To prevent cavernous nerve damage,
the Denonvilliers’ fascia should be dissected proximally
before reaching the base of the prostate. Pelvic autonomic
nerves, including parasympathetic fibers, are affected when
an injury occurs at the third and fourth possible damage
sites of the nerve described above. As a result of this, erectile
dysfunctions occur in men, and sexual dysfunctions such
as decreased vaginal secretion, dyspareunia, lack of orgasm
develop in women, and dysfunction of the bladder, including
urinary retention or incontinence, may develop in both
sexes (Figure 12). Studies have shown that the location of
the tumor in the rectum is an essential factor for autonomic
nerve injury. For example, nerve damage is higher in
distal rectum tumors than in upper rectal tumors, whereas
nerve damage may develop more in anterior tumors than
posterior tumors. In case of any invasion, oncologically, the
autonomic nerves on the invaded side should be resected

without caring for an injury.'"'#1°

4L

'y

Inferior hypogastric plexus
(pelvic plexus)

Figure 12. Innervation of the pelvic and anorectal regions
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Surgical and Early Oncological Outcomes of
Laparoscopic Versus Open Rectal Surgery: A
Comparative Study

Laparoskopik ve Acik Rektum Cerrahisinin Cerrahi ve Erken Dénem
Onkolojik Sonuclarn: Kargilastirmali Calisma

@ Nidal iflazoglu, ® Ali Duran, ® Emir Gapkinoglu, ® Cem Kaan Parsak

Cukurova University, Balcali Hospital, Clinic of Surgical Oncology, Adana, Turkey

[ET ABSTRACT I ——

Aim: In this study, we aimed to evaluate the short-term clinicopathological outcomes of laparoscopic versus open surgery in patients undergoing
rectal cancer surgery.

Method: Between May 2015 and July 2017, 46 patients who underwent curative surgery for rectal cancer were retrospectively analyzed. The patients
receiving neoadjuvant therapy were administered long-term fractional chemoradiotherapy. All patients were divided into two groups as open surgery
(Group 1, n=21) and laparoscopic surgery (Group 2, n=25). Data including demographic characteristics, type of surgery, postoperative complications,
duration of surgery, length of hospital stay, the amount of intraoperative bleeding, and short-term oncological outcomes were recorded.

Results: Of the patients, 34 were males, and 14 were females. The median age was 55 (range= 28 to 82) years. The median follow-up was 20 months in
Group 1 and 19 months in Group 2. The tumor was located in the upper rectum in 19 patients, in the mid-rectum in 14 patients, and the lower rectum
in 13 patients. The median length of hospital stay was six days, and the median duration of surgery was 202.5 min. The recurrence rate was 13%, and
the mortality rate was 6.5%. The rate of conversion from laparoscopic to open surgery was 21.8%. The complication rate was 54.3%. Anastomotic
leak was detected in two patients. The amount of intraoperative bleeding was statistically significantly higher, and the length of the proximal surgical
margin was statistically significantly longer in the open surgery group.

Conclusion: Our study results suggest lower hemorrhage with laparoscopic surgery and similar oncological outcomes with both laparoscopic and
open rectal surgery.

Keywords: Rectal cancer, open surgery, laparoscopy, oncological outcomes

111 Oz

Amac: Bu calismada rektal kanser cerrahisi yapilan hastalarda laparoskopi ve acik cerrahinin kisa donem klinikopatolojik sonuclari degerlendirildi.
Yontem: Mayis 2015-Temmuz 2017 tarihleri arasinda rektal kanser nedeniyle kuratif cerrahi yapilan 46 hasta retrospektif olarak incelendi. Neoadjuvan
tedavi verilen hastalara uzun donem fraksiyonel kemoradyoterapi uygulandi. Hastalar acik cerrahi (Grup 1, n=21) ve laparoskopik cerrahi (Grup
2, n=25) olmak tizere iki gruba ayrildi. Demografik ozellikler, cerrahi turt, postoperatif komplikasyonlar, cerrahi stiresi, hastanede kalis stresi,
intraoperatif kanama miktar1 ve kisa donem onkolojik sonuclar kaydedildi.

Bulgular: Hastalarin 34t erkek, 14t kadin idi. Medyan yas 55 (dagihim= 28-82) yil idi. Medyan takip stiresi Grup 1’de 20 ay, Grup 2'de 19 ay
idi. Hastalarin 19'unda tiimor st rektum, 147tnde orta rektum ve 13’tnde alt rektum yerlesimliydi. Medyan hastanede kalis stiresi alti gun ve
medyan cerrahi stresi 202,5 dk idi. Rekurrens orani %21,8 ve mortalite oran1 %6,5 idi. Laparoskopik cerrahiden acik cerrahiye gecis orani %21,8 idi.
Komplikasyon orani %54,3 idi. Tki hastada anastomoz kacag tespit edildi. Acik cerrahi grubunda intraoperatif kanama miktar istatistiksel olarak
anlamh duzeyde daha fazla ve proksimal cerrahi sinir uzunlugu istatistiksel olarak anlamlh diizeyde daha uzundu.

Sonug: Calisma sonuclarimiz laparoskopik cerrahide daha az kanama ve laparoskopik ve acik rektum cerrahisi arasinda benzer onkolojik sonuclar
elde edildigini gostermektedir.

Anahtar Kelimeler: Rektum kanseri, acik cerrahi, laparoskopi, onkolojik sonuclar

[EFEM5E Address for Correspondence/Yazisma Adresi: Nidal iflazoglu MD,

@% Cukurova University, Balcali Hospital, Clinic of Surgical Oncology, Adana, Turkey
M3 E-mail: nidal1933@yahoo.com ORCID ID: orcid.org/0000-0001-7727-602X

Eﬁﬂ Received/Gelis Tarihi: 18.02.2019 Accepted/Kabul Tarihi: 26.04.2019

©Copyright 2019 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Publishing House.

17


https://orcid.org/
https://orcid.org/
https://orcid.org/
https://orcid.org/

iflazoglu et al. Surgical and Early Oncological Outcomes of Laparoscopic Versus Open Rectal Surgery: A Comparative Study

172

Introduction

Surgical oncology has undergone a significant evolution
over the last two decades. The fast-growing technological
advancements have influenced the practice of new surgical
techniques. As in many surgical fields, minimally invasive
surgery, which has been widely used in cancer surgery,
has become increasingly adopted by many surgeons in the
practice of colorectal surgery owing to less tissue trauma and
favorable outcomes. There is a growing number of clinical
studies, systematic reviews, and meta-analysis comparing
laparoscopic versus open rectal cancer surgery in the
literature and oncological outcomes of both techniques are
still debated."***In rectal cancer surgery, total mesorectal
excision with specific rules has been adopted irrespective
of the surgical technique applied.” In the present study,
we aimed to evaluate the short-term clinicopathological
outcomes of laparoscopic versus open surgery in patients
undergoing rectal cancer surgery.

Materials and Methods

Between May 2015 and July 2017, all patients who underwent
curative surgery for rectal cancer at our clinic were
retrospectively analyzed. A single surgical team operated
all patients. The patients receiving neoadjuvant therapy
were administered long-term fractional chemoradiotherapy
(1.8x28=50.4 Gy + 5-FU for 28 days). Chemoradiotherapy
was applied to the patients with T3, T4, and/or N+ rectal
cancer according to the tumor, node, metastasis staging
system.® All patients were operated six to eight weeks
after neoadjuvant therapy. Patients with missing data were
excluded from the study. No written consent is required
in such retrospective studies. The study protocol was
approved by the Cukurova University Non-invasive Clinical
Research Ethics Committee (01.02.2019/85). The study
was conducted following the principles of the Declaration
of Helsinki. Tumors were classified according to their
distance to the anal verge: <8 cm lower rectum, 8-12 cm
mid-rectum, and 12-15 cm upper rectum.” The patients
were divided into two groups as open surgery (Group 1,
n=21) and laparoscopic surgery (Group 2, n=25). Data
including demographic characteristics such as age and sex,
type of surgery, postoperative complications according
to the Clavien-Dindo classification,® duration of surgery,
length of hospital stay, the amount of intraoperative
bleeding, and short-term oncological outcomes (location
of the tumor, neoadjuvant therapy, radial surgical margin,
proximal surgical margin, distal surgical margin, tumor
stage, specimen size, the number of lymph nodes removed,
recurrence, and survival) were recorded. The patients who
were switched from laparoscopic to open surgery were

included in the open surgery group (Group 1). In the
surgical technique, high ligation of the inferior mesenteric
artery, close ligation of the inferior mesenteric vein to treitz,
and complete splenic flexure mobilization were performed
similarly in all patients (both in laparoscopic and open
technique). Total mesenteric artery ligation was performed
in partial mesorectal excision of upper rectal tumors, in total
mesorectal excision of mid-rectal and distal rectal tumors
and in all operations (laparoscopic and open surgery)
following oncological surgical principles.

Statistical Analysis

Statistical analysis was performed using the Statistical
Package for the Social Sciences (SPSS) for Windows version
22 statistical software (IBM Corp., Armonk, NY, USA).
Continuous variables were expressed in median (minimum-
maximum) values, and categorical variables were expressed
in number and frequency. The chi-square test was used
to analyze qualitative data. The Mann-Whitney U test was
used to analyze quantitative data. A p value of <0.05 was
considered statistically significant.

Results

A total of 46 patients were included in the study. Of these
patients, 32 were males, and 14 were females. The median
age was 55 (range=28 to 82) years. A total of 21 patients
(45.7%) underwent open surgery (Group 1), while 25
patients (54.3%) underwent laparoscopic surgery (Group
2). The median follow-up was 19 (range=14 to 34) months
in Group 1 and 20 (range=13 to 37) months in Group 2.
The tumor was located in the upper rectum in 19 patients,
in the mid-rectum in 14 patients, and in the lower rectum
in 13 patients. The median length of hospital stay was six
(range=3 to 17) days, and the median duration of surgery
was 202.5 (range=90 to 375) min. The recurrence rate was
13% (6/46), and the mortality rate was 6.5% (3/46). Baseline
demographic and clinicopathological characteristics of
patients are shown in Table 1. Anterior resection was
performed in 12 patients (n=3 laparoscopic and n=9 open
surgery), abdominoperineal resection in seven patients
(n=3 laparoscopic and n=4 open surgery), intersphincteric
resection with pull-through coloanal anastomosis in three
patients (n=2 laparoscopic and n=1 open surgery), and low
anterior resection in 24 patients (n=17 laparoscopic and n=7
open surgery). The rate of conversion from laparoscopic to
open surgery was 21.8% (10/46). The rate of complication
was 54.3% (25/46). Anastomotic leak was detected in two
patients and was treated with interventional radiological
techniques and conservative methods without the need for
surgery. Postoperative complications are summarized in
Table 2. First flatus were seen between days postoperatively
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(po) 2-5 days (median=3), oral intakes were started po 1-4
days (median=2) days, urinary catheters were removed
between po 2-10 days (median=3), drainage catheters were
removed between po 2-7 days (median=3), mobilization
was started between po 0-2. days (median=1), and pain
relief intake was left to the patient’s request after performed
routine at po 0-1. days. There was no significant difference
between laparoscopic and open surgery groups in terms of
first flatus, oral intake, urine catheter removal, drainage
catheter removal, need of painkiller (p>0.05). The number

Table 1. Demographic and clinicopathological characteristics
of patients (n=46)

Age 55 (28-82)
Gender
Male 32 (69.6)
Female 14 (30.4)
Stage
1 10 21.7)
2 17 37)
3 19 (41.3)
Tumor location
Upper rectum 19 (41.3)
Middle rectum 14 (30.4)
Lower rectum 13 (28.3)
Neoadjuvant chemoradiotherapy
Yes 25 (54.3)
No 21 (45.7)

Operative time (min) 202.5 (90-375)
Length of hospital stay (day) 6 (3-17)

Amount of bleeding (mL) 440 (80-520)

Complication
No 21 (45.7)
Grade 1-2 11 (23.9)
Grade 3-5 14 (30.4)

Surgical margins

Distal (cm) 9.5 (0.5-10)

Proximal (cm) 15 (4-44)

Radial (mm) 13.5 (1-100)
Specimen size (cm) 23 (18-64)
Number of lymph nodes 11 (5-48)
Recurrence rate 6 (13)
Status

Death 3(6.5)

Alive 43 (93.5)
Median follow-up (month) 20 (13-37)

of patients receiving neoadjuvant chemoradiotherapy was
statistically significantly higher in Group 2 than Group
1 (p=0.009). The amount of intraoperative bleeding was
statistically significantly higher in Group 1 than Group 2
(p=0.000). The length of the proximal surgical margin was
statistically significantly longer in Group 1 than Group 2
(p=0.048). However, there was no statistically significant
difference in the length of distal and radial surgical margins
between Group 1 and Group 2 (p=0.666 and p=0.277,
respectively). Also, there was no statistically significant
difference in the duration of surgery, length of hospital stay,
the need for diverting ileostomy, number of lymph nodes
dissected, specimen size, and recurrence rate between Group
1 and Group 2 (p>0.05 for both). The clinicopathological
outcomes of both patient groups are presented in Table 3.

Discussion

Conventional treatment of rectal cancer includes open
surgery and total mesorectal resection.’ Currently,
laparoscopic surgical techniques have been increasingly
used in colorectal surgery, and it is a safe and feasible
technique in colon surgery.**!° Although favorable non-
oncological outcomes of laparoscopy have been reported in
rectal surgery, there is still a controversy among surgeons
since some have advocated that laparoscopy yields poor
oncological outcomes.!? The open versus laparoscopic
surgery for mid-rectal or low-rectal cancer after neoadjuvant
chemoradiotherapy trial'! and the Colorectal cancer
Laparoscopic or Open Resection II trial"? demonstrated
oncological equivalence with both techniques. However,
the Australasian laparoscopic cancer of the rectum trial' and
the American College of Surgeons Oncology Group-Z6051
trial® failed to show non-inferiority of surgical outcomes

Table 2. Postoperative complications (n=46)

Wound infection 6 (13)
Eventration 2(0.04)
Intraabdominal abscess 1 (0.02)
Enteric fistula 1 (0.02)
Ileus 4(0.08)
Anastomosis leak 2 (0.04)
Ureter injury 3 (0.06)
Urogenital problems 5(0.1)
Bladder dysfunction 1(0.02)
Erectile dysfunction 2 (0.04)
Ejaculation problems 2 (0.04)
Anastomotic stenosis 4 (0.08)
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for laparoscopic vs. open resection. In a meta-analysis
including 2.319 patients, Creavin et al."’ reported that the
mesorectal quality was slightly better with open surgery
than laparoscopy; however, minor defects did not affect
oncological outcomes. In a study, Yang et al."* concluded
that laparoscopy was more likely effective in achieving
complete total mesorectal excision. In another meta-
analysis, including 3.258 patients with rectal cancer, Vennix
et al.”” reported similar long-term survival rates between
laparoscopic and open rectal surgery. In our study, despite
the lack of long-term outcomes, we found oncopathological
equivalence with both surgical methods in the short-term;
however, the length of proximal surgical margin was longer
in open surgery. Longer proximal margin maybe because
of the comfort of the surgeon in open surgeries regarding
the decision of point of proximal margin. Also, none of the
patients had positive surgical margins in any of the groups.
Previous studies have well-demonstrated that laparoscopic
surgery is associated with favorable short-term non-
oncological outcomes including shorter hospital stay, less
pain, less postoperative complications, less scarring and less
scar-related problems, a lower need for blood transfusion, a

Table 3. Clinicopathological outcomes of open and laparoscopic rectal surgery

lower amount of bleeding and a lower rate of postoperative
ileus, despite prolonged duration of operation, and that
open surgery is associated with higher morbidity and
mortality.>!%!* In the present study, consistent with the
literature, we observed a statistically significantly lower
amount of bleeding during laparoscopy compared to open
surgery. However, we found no significant difference in
the duration of operation, length of hospital stays, and
complication rates between the two techniques. This
discrepancy can be attributed to the small sample size and
to the fact that more eligible cases for laparoscopic surgery
were selected in our study. Furthermore, the number of
patients receiving neoadjuvant chemoradiotherapy was
statistically significantly higher in the laparoscopy group
than open surgery in our study, and this can be explained
by the non-homogeneous distribution of the patients due
to the retrospective nature of the study and the small
sample size. Also, the rate of conversion from laparoscopic
to open surgery was 21.8%, which is consistent with the
literature data [14.5% (range=0 to 35%)]." In their study,
Yang et al.'* reported a significantly shorter length of
hospital stay in the laparoscopy group than open surgery

Age 61 (38-77)
Operative time (min) 205 (90-375)
Length of hospital stay (day) 7 (4-17)
Number of lymph nodes 12 (5-48)
Distal margin (cm) 4 (0.5-9)
Proximal margin (cm) 18 (4-44)
Radial margin (mm) 10 (3-30)
Amount of bleeding (mL) 310 (240-520)
Specimen size (cm) 24 (20-64)
Neoadjuvant chemoradiotherapy
Yes 7/46 (15.2%)
No 14/46 (30.4%)
Recurrence
Yes 3/46 (6.5%)
No 18/46 (39.1%)
Complication
1=2% 4/25 (16%)
3-4-5% 8/25 (32%)
Median follow-up (month) 19 (14-34)

"According to the Clavien-Dindo classification (8" reference)

48 (28-82) 0.014
200 (150-300) 0.446
5(3-16) 0.074
11 (5-25) 0.264
3.5 (0.8-10) 0.666
13 (6-25) 0.048
17.5 (1-100) 0.277
150 (80-200) 0.000
22 (18-36) 0.057
18/46 (39.1%) 0.009
7/46 (15.2%)
3/46 (6.5%) 0.819
22/46 (47.8%)

0.302
7/25 (28%)
6/25 (24%)
20 (13-37) 0.930
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(5.2+1.8 days vs. 7.0+2.1 days, respectively). In our study,
we also found a shorter median length of hospital stay in
the laparoscopy group (5 days vs. seven days, respectively),
although it did not reach statistical significance. Also, the
rate of wound infections was 13% in our study, consistent
with the literature.!” The rate of ureter injury was 3% in
our study, which is also consistent with previous studies
reporting a rate of 1 to 8%.'® On the other hand, we found
sexual dysfunction in 4% of our patients; however, this rate
varies from 19 to 69% in the literature.'® This discrepancy
in the results can be attributed to the small sample size in
our study and its retrospective design since we were unable
to evaluate the complaints of the patients in detail. Also,
the rate of anastomotic leak was significantly lower in our
study (<1%) than reported in the literature.'** This can
be explained by the fact that there might be anastomotic
leaks that were clinically undiagnosed in our series, as
we performed diverting ileostomy in the majority of the
patients who underwent lower anterior resection. In the
present study, the rate of other postoperative complications
is consistent with previous studies. The retrospective
design with a small sample size is the main limitation of
this study. Also, the non-homogeneous distribution of the
patients can be regarded as another limitation. Lastly, the
other limitation is that the majority of the patients have a
diagnosis of upper rectal cancer in the study. Therefore,
we recommend further large-scale prospective studies to
establish a definite conclusion.

Conclusion

In conclusion, our study results showed similar oncological
outcomes with both laparoscopic and open rectal surgery.
However, the amount of intraoperative bleeding was higher,
and the length of the proximal surgical margin was longer
in the open rectal surgery group. Nonetheless, there was
no significant difference in other clinical and short-term
oncopathological outcomes between laparoscopic and open
rectal surgery. Based on these findings, we suggest that both
surgical techniques have oncological equivalence. However,
further prospective, randomized clinical studies in a large-
scale, homogeneous patient group are needed.
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The Use of Negative-pressure Wound Therapy with
Instillation Before and After Grafting in the Surgical
Management of Hidradenitis Suppurativa

Hidradenitis Suppurativanin Cerrahi Tedavisinde Greftleme Oncesi ve
Greftleme Sonrasi Yikamali Negatif Basing¢li Yara Kapama Kullanimi

® Emin Sir1, ® Alper Aksoy2, ® Ahmet Deniz Ugar3
1Private Practice, Clinic of Plastic, Reconstructive and Aesthetic Surgery, Izmir, Turkey
2Konur Hospital, Clinic of Plastic, Reconstructive and Aesthetic Surgery, izmir, Turkey

3University of Health Sciences, izmir Bozyaka Training and Research Hospital, Clinic of General Surgery, izmir, Turkey
ABSTRACT I —

Aim: Hidradenitis suppurativa (HS) is a chronic infection of apocrine sweat glands. HS related morbidities such as chronic infection, and carcinoma
development reduce the life quality of the patients. Non-surgical management cannot provide complete recovery. The aim of the surgical treatment
of HS is full control of the illness and prevention of recurrence.

Method: From January 2014 to May 2018, ten male patients underwent treatment of HS in the gluteal and sacral area. A protocol of wide excision,
followed by negative pressure wound therapy with instillation (NPWTi) to decrease bioburden and promote angiogenesis of defect area and a split-
thickness skin graft was used. The mean age was 40 years. Patients are examined for granulation tissue formation, graft condition, hospitalization
time, and recurrence.

Results: The period for granulation tissue formation was 5.4 (4-8) days. NPWTi was put off on the fifth day after surgical excision and graft were
observed three more days with wound dressing. Patients were discharged on the 10 postoperative day. The mean hospitalization time was 14.3
(range=12-16) days. There was no graft loss in nine patients. Approximately 20% of graft loss was observed in one patient. Secondary healing was
obtained with local wound care measures in this patient. The patients had neither contour irregularity nor contracture. There was no recurrence after
a median of 23.4 (range=12-36) months follow-up time.

Conclusion: NPWTi can be used in the surgical management of HS either at graft preparation period or after grafting for better graft survival rate and
shorter hospitalization duration.

Keywords: Hidradenitis suppurativa, negative pressure wound therapy with instillation, skin grafting

O Z

Amac: Hidradenitis suppurativa (HS) apokrin ter bezlerininin kronik enfeksiyonudur ve hastanin yasam kalitesini diisiirerek bircok morbitideye
sebep olur. Cerrahi olmayan tedaviler gimimiizde tam olarak kiir saglamamaktadir. Cerrahi tedavi amaci hastahig1 kontrol altina almak ve ntikst
onlemekdtir.

Yontem: Calismaya Ocak 2014-Mayis 2018 arasinda gluteal veya sakral bolgesindeki HS nedeniyle ameliyat edilen 10 hasta dahil edildi. Anjiyonegenezi
hizlandirmak ve bakteri ytkuniu azaltmak amaciyla genis eksizyonu takiben yikamali negatif basinchi yara kapama uygulandi. Granulasyon
formasyonunun ardindan butun defektler kismi kalinlikta deri grefti ile onarildi. Hastalarin ortalama yas1 40 idi ve butun hastalar granulasyon
formasyonunun olusma stresi, greft durumu, hastanede yatis stiresi ve rekiirrens acisindan degerlendirildi.

Bulgular: Graniilasyon dokusunun en kisa 4, en uzun 8. giinde gelistigi goruldii (ortalama 5,4 gun). Cerrahi eksizyon sonrasi 5. giin negatif basinch
yara kapmasi ¢ikarilan hastalarda greft 3 giin daha pansuman ile takip edildi. Greft operasyonundan 10 giin sonra hastalar taburcu edildi. Ortalama
yatis suresi 14,3 gindu (en kisa 12, en uzun 16). Hastalara uygulanan kismi kalinlikta deri greftinin 9 tanesinde problem izlenmezken 1 hastanin
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greftinde yaklasik %20 kayip gozlendi. Bu hasta lokal yara bakimi ile takip edildi ve sekonder iyilesme saglandi. Hastalari uzun donem takiplerinde

rekurrens, deri greftine bagh kontiir bozuklugu ve kontraktur gozlenmedi.

Sonuc: HS cerrahisi sonrasi ytkamali negatif basinch yara kapama kullanimi gerek grefte hazirlik asamasinda, gerekse greft uygulandiktan sonra greft

yasam sansini artirmak icin kullanilabildigi gibi hastalarin hastanede yatis stiresini kisaltmaktadir.

Anahtar Kelimeler: Hidradenitis suppurativa, damlatma ile negatif basincli yara tedavisi, deri grefti

Introduction

Hidradenitis (HS) is a chronic and relapsing inflammatory
disease of the skin and subcutaneous tissue. The term
HS comes from the Latin words hidros (sweat) and aden
(gland). The obstruction of the hair follicles and sebaceous
glands leads to this condition. Secondary infections due to
the occlusion of apocrine sweat glands with keratin plug
and stasis in the glandular component are responsible
for the development of HS.'! Rupture of the follicles after
an acute infection causes the spreading of the infection
through the subcutaneous fat tissue. HS is predominantly
seen in the areas where apocrine sweat glands are abundant
such as the axilla, breast, perianal, and gluteal regions.
Prevalence is 1/300-600, and it is infrequent before puberty
and after 40 years. Diabetes mellitus, cigarette smoking,
immunosuppressive conditions, and poor hygiene are some
predisposing factors. Familial forms of HS with autosomal
dominant form were reported in some studies. It is more
common in females than their male counterparts.** Hurley,
in his study, divided HS into three groups based on sinus tract
formation, tract connection, abscess volume, and presence
of cicatrization (Table 1).° Different treatment modalities
were defined concerning this classification. Proper hygiene
measures, immunotherapy, local or systemic antimicrobials,
and androgen treatment can be applied in Hurley stage 1,
whereas Hurley stage 2 disease requires simple drainage,
marsupialization, excision, and primary closure and various
laser therapies can be done. Unfortunately, all the treatment
modalities described above for both Hurley 1 and 2 stages
are not enough for the prevention of disease spread. In the
case of stage 3 disease, in which widespread disease is a case,
wide excisions and reconstructive surgical interventions are
mandatory. Repairment with skin grafts, negative pressure
wound therapy (NPWT) with skin grafting, local flaps, and

Table 1. Hurley’s staging system for Hidradenitis suppurativa

Solitary or multiple isolated abscess formation without

1 ) .
scarring or sinus tracts

5 Recurrent abscesses, single or multiple widely separated
lesions, with sinus tract formation

3 Diffuse or broad involvement across a regional area with

multiple interconnected sinus tracts and abscesses

closure with perforator flaps can be listed for HS surgical
treatment at Hurley stage 3 disease.*"#? However, there is
no gold standard for reconstructive treatment preferences.
NPWT is a commonly used management method for chronic
wounds, pressure ulcers, intractable venous ulcers, skin graft
applications, and anterior chest wall wounds secondary to
mediastinitis.'*'"'>13'With the use of this method, easy wound
dressing can be achieved at the sites where skin grafting is
hard to apply. Besides this, reduced contamination, fastened
granulation tissue formation, protection of the wound edges
from sharing forces are beneficial effects of NPWT with
instillation (NPWTi), which leads to reduced hospital stay
time.'* This study aimed to reduce wound dressing in terms
of number, pain and hospitalization time, increase in graft
survival, and send back the patients to their social life as
early as possible by using continuous irrigation NPWTi in
gluteal and perianal HS cases.

Materials and Methods

Between January 2011 and December 2014, ten male
patients with long-lasting gluteal and/or perianal HS were
recruited in this study (Table 2). All patients were operated
for diverting loop colostomy under spinal anesthesia in the
supine position. Patients were repositioned at prone position
afterward, and infected, bad-smelling tissues were excised
with a two c¢m healthy margin until the deep subcutaneous
fat level. After hemostasis NPWTi (VAC Ulta, Texas, KCI)
was applied without prior wound size reduction procedure
in the operating room. Standard saline solution was used
for irrigation in all patients. Granulation tissue formation
was examined by wound opening on the 2" postoperative
day. Patients thought to have enough granulation tissue
formation were re-operated under spinal anesthesia. Split
thickness skin graft obtained from the posterior thigh was
laid down on to the wound bed and stabilized with a skin
stapler. The skin graft was covered with gauze, and NPWTi
were applied on it. Wound dressing was kept closed during
the continuing four days. Graft condition was checked
on the 5" postoperative day. After the fifth postoperative
day, wound dressing was carried out with antimicrobial
containing topical pomade for three more days. Patients
were discharged after this 3™ day, and outpatient follow-up
was carried out for graft loss, recurrence, contour deformity,
and pain (Figure 1).
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Table 2. Patient characteristics

1 23 + Gluteus 20x10x4 5 4 12 - 2-3
2 49 + Gluteus 15x10x3 10 4 36 - 3
Gluteus and
3 52 + perianal 14x10x3 17 6 34 - 3
region
Perianal
4 35 + . 17x9x2 9 4 13 - 3
region
5 40 + Gluteus 26x15x4 12 6 14 - 3
o 1
6 26 + Gluteus 30x20x5 4 8 18 12005 f sl el
7 37 4 Battmgl 17x10x3 1 4 23 - 3
region
8 29 + Gluteus 16x9x2 8 6 25 - 3
9 36 + Gluteus 18x10x3 7 4 12 - 2-3
10 32 + Gluteus 16x10x4 9 6 17 - 2-3

Figure 1. Patient with extensive disease in the buttock and sacral area

Results

The mean follow-up time was 12 months (range=8-18).
All the patients were male, and the mean age was 41.3

(range=23-52). There were neither comorbidities nor a
history of previous surgery present. The average time for the Figure 2. Defect of wide local excision

formation of granulation tissue was 5.4 days (range=4-8).
mean hospitalization time was 14.3 (range=12-16) days

Split thickness skin grafting was done after granulation
(Figure 2).

tissue formation. NPWTi was applied for graft stabilization
and sharing forces elimination. Grafts were kept under ~ There was no graft loss in nine patients. One patient lost
NPWT with instillation for five more days, and then 20% of his graft. Secondary healing was achieved with local
standard wound dressing was carried out for three days. wound care for this patient. There was no recurrence after

At the end of the eighth day, patients were discharged. The a mean follow up time of 23.4 (12-36) months. Neither
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contour irregularity nor contracture was observed due to
the graft loss.

Discussion

Patients with HS are generally sufferers of their disease for
many years before surgery.” The purpose of the treatment is
to control the disease at an acceptable cosmetic level for a
comfortablelife and preventrecurrences as much as possible.
Antibiotics, hormone replacement therapies, retinoids, and
chemotherapy were shown to be effective in the management
of HS.> However, a complete cure can only be achieved with
surgical excision and reconstruction.” If left untreated,
HS spreads to larger areas and mandates more extensive
excisions. Most authors conclude that recurrence can only
be avoided if complete excision with at least a 2 cm healthy
tissue margin is performed, including adequate subcutaneous

Figure 3. After negative pressure wound therapy with instillation
treatment

i

Figure 4. Autologous skin was grafted onto the wound base after
negative pressure wound therapy with instillation treatment

fatty tissue (not less than 5 mm) or deep fascia.***> The
complete excision of HS may result in a wide defect that does
not allow primary closure. Secondary healing, skin grafting
with or without NPWT, local or perforator flap treatments
were proposed in the literature.?**>6789 Secondary healing
after excision will take a long time that will reduce the
patient’s quality of life. Even though reconstructions with
local flaps are considered to be an ideal approach for the
prevention of contour irregularities, however, they have
some disadvantages; recurrence may be the expected
result since local flaps are prepared from the skin of the
same anatomic region that has HS development tendency.’
Reconstruction considerations may also force surgeon for
limited excisions that can cause unintentional leaving of the
infected pilosebaceous gland and early recurrences.* Wider
local flaps also create perfusion problems. Reconstructions
with the use of perforator flaps nowadays have become more
popular for the solution of perfusion and size limitations
of the conventional flaps. Perforator flaps can more easily
be adapted to defect sites with advancement or propeller
type rotations. Vascular structure and physiology of the
perforator flaps make them suitable for thinning. Better
contouring can be achieved. However, dissection of the
perforator flap requires experience at a certain level and
results in longer operation time.® Closure of the wide defects
with skin grafts is simple and quick. Chen et al’ have
used NPWT to increase granulation tissue formation and
accelerate graft fastening. If excision is carried out until the
muscular layer, contour deformity will almost be inevitable
after the closure of the created defect with a skin graft.
Fatty tissue with poor perfusion will come in front after
the excision of HS, and skin graft survival will be reduced.®
The first two effects of NPWT treatment are the removal
of tissue edema and augmentation of blood perfusion over
the wound bed.!® Negative pressure destroys the integrin
bridges in the cellular skeleton and triggers intracellular

Figure 5. Post-op six month
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messaging, which in turn increases the proliferation and
granulation tissue formation. Early formation of granulation
tissue and inhibition of edema development that impairs
microcirculation and oxygenation improve graft survival
rate.!’”'® NPWT application after grafting reduces the
hematoma formation and graft lysis risks. It is also hard to
immobilize the skin graft at the perianal and gluteal region.®
Skin graft loss will be higher unless meticulous wound
dressing is carried out. NPWT treatment permits movement
liberation, and this enhances patient tolerance and comfort.°
All devices used were portable. Even early mobilization of
the patients was enabled; graft loss and health personnel
workloads were reduced at the same time. The most frequent
complication encountered after HS surgeries, including graft-
flap reconstructions and secondary healing, is infectious
events. Wound dehiscence and graft lysis events happen
more frequent after infection that prolongs the recovery and
hospitalization periods.” The bacterial load per gram wound
tissue is reduced from 107 to 10 after the 4™ or fifth days of
NPWT therapy.'® This data explains the absence of infection
and low hospitalization periods that was 14.3 days in our
study. Health care expenditure is reduced by reduction
either in the hospitalization time preoperatively or post
grafting intervention concerning conventional methods.
Vuerstaek et al.'” have shown in their study dealing with
chronic leg ulcer disease that preparation of wound bed to
the surgery with the use of NPWT therapy is seven days
while it takes 17 days with conventional procedures and
demonstrated the beneficial effect of NPWT therapy with
significant reduction in cost, pain and healing time. The
use of NPWT systems before and after grafting for tissue
defects has developed rapidly in recent years.'® The place of
NPWT for the preparation of wound bed and granulation
tissue formation is now unquestionable. On the other hand,
NPWT may be insufficient for the wounds that are infected
or require humidity balance establishment.! In order to
solve this problem, a continuous irrigation apparatus was
added to the NPWT system that offers the desired humidity
condition. In this way, continuous debridement and pus
removal can be possible at the same time. Continuous
irrigation reduces debris and bacterial load in extremely
dirty wounds and accelerates granulation tissue formation by
providing desired humidity balance. The choice of solution
to be used for irrigation is still subject to discussion. A variety
of solutions from saline to fluids containing antibiotics were
tried out, but none of them has shown to be superior.”
NPWT techniques for perianal or gluteal regions give an
advantage to the surgeons to improve patients’ mobilization
after reconstructions in these regions.® We used NPWTi to
facilitate patient follow up, mobilization, and quicken to
pass definitive surgery. While granulation tissue formation

time after conventional NPWT techniques and skin grafting
was seven days, it was found to be five days in our study.
The other purpose of using NPWTi after grafting procedure
was the removal of the hematoma at the wound recipient
site. Infection due to coagulum and debris materials was
tried to be prevented. The graft survival rate was improved
with this application. One another problem for chronically
ill patients is long hospitalization times. NPWTi application
reduced hospitalization time compared to the NPWT system.
Preparation of wound bed and NPWT application over the
skin graft help protection of wound infection. Besides the
reduction of quality of life of the patients with psychosocial
problems, despite rarely seen, the development of squamous
cell carcinoma is the most dangerous complication of HS.*!
That is why treatment and long term follow up is important
for HS patients.

Concluison

In conclusion, HS is a chronic illness that has malignancy
development potential if left untreated for a long time and
creates personal hygiene and social problems. Surgical
treatment is crucial for successful results. We demonstrate
the time interval for the patients to be ready for excision
and recovery time after grafting were significantly reduced.
We concluded that NPWTi and grafting after excision
for treatment of HS is beneficial when complication rate,
cost, and allied achievement of health personnel workload
reduction are considered.
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A Single-center Experience of Clinical Outcomes of
Surgical Management for Rectocele Disease

Rektosel Hastaliginin Cerrahi Tedavisi ve Klinik Sonuclarimiz

©® Ramazan Sari, ® Murat Kus, @ ilker Murat Arer, ® Hakan Yabanoglu

Baskent University, Adana Dr. Turgut Noyan Practise and Research Center, Clinic of General Surgery, Adana, Turkey

[HT ABSTRACT s —

Aim: Different surgical management options have been described for rectocele disease. However, there is no consensus on the best surgical technique
and mesh use. In this study, we present the clinical outcomes of patients who received surgical management for rectocele disease.

Method: In our study, we analyzed the files of 78 patients who underwent surgery for rectocele between January 2002 and December 2018. We
retrospectively reviewed the treatment outcomes and clinical and demographic characteristics of these patients.

Results: The mean age of the patients was 52 (range=31-88) years and the mean parity was 3 (range=1-11). The most common complaints were
constipation and defecation difficulties. The diagnosis of rectocele was confirmed by a physical examination in 58 patients (75%) and confirmed by
defecography in 20 patients (25%). Primary repair was performed in 72 patients (92%), and polypropylene mesh repair was performed with a perineal
approach in six patients (8%). Hemorrhage and infection were seen as early complications in only five patients (6.4%). The mean hospital stay was
1.6 (range=1-11) days. The mean follow-up was 54 (range=3-218) months. There was a recurrence in two patients (2.5%).

Conclusion: Rectocele can be successfully treated with low morbidity rates when properly diagnosed and managed by appropriate specialists. Factors
such as coexisting pelvic floor diseases, age of the patient, and whether the patient is in the reproductive period should be considered when choosing
the appropriate surgical technique. Also, clinicians should keep in mind that rectocele is preventable and that incidence can be reduced by lifestyle
changes.

Keywords: Rectocele, surgical treatment, obstructive defecation

Jmnosers |

Amac: Rektosel hastaligin tedavisinde bircok farkli cerrahi teknik tanimlanmistir. Ancak altin standart yonteminin ne olacagi ve yama kullanimi
konusunda henuz bir fikir birligi yoktur. Calismamizda rektosel nedeniyle farkl tekniklerle ameliyat ettigimiz hastalarimizin klinik tedavi sonuclarini
sunmay1 amacladik.

Yontem: Calismamizda Ocak 2002 ve Aralik 2018 tarihleri arasinda rektosel tanisiyla ameliyat edilen 78 hastanin dosyalar1 tarandi. Klinik ve
demografik bilgileri ile tedavi sonuclari retrospektif olarak degerlendirildi.

Bulgular: Hastalarin yas ortalamas: 52 (31-88), ortalama dogum sayist 3 (1-11). En sik basvuru sikayeti kabizlik ve defekasyonda zorluk idi. Fiziki
muayenede 58 (%75) hastada rektosel saptandi ve 20 (%25) hastada defekografi ile dogrulandi. Yetmis iki (%92) hastaya transvajinal, transanal veya
perineal yaklasimlarla primer onarim uygulanirken 6 (%8) hastaya perineal yaklasimla polipropilen mesh onarimi uygulandi. Erken donemdeki
komplikasyonlara bakildiginda sadece 5 (%6,4) hastada kanama ve enfeksiyon gorildii. Hastanede yatis stiresi ortalama 1,6 (1-11) gun idi. Ortalama
takip stiresi 54 (3-218) ay olup; 2 (%2,5) hastada niiks goruldu.

Sonug: Rektosel dogru tani ve uygun tedavi plam konu ile ilgili spesifik cerrahlar tarafindan yapildiginda diisik morbidite orani ile basarih bir sekilde
tedavi edilebilmektedir. Cerrahi teknik seciminde rektosele eslik eden ek pelvik taban hastaliklari, hastalarin yasi ve reprodiiktif donemde olmalar
gibi bireysel faktorler goz ontunde bulundurulmalidir. Rektoselin belli oranda onlenebilir bir hastalik oldugu akildan ¢ikarilmamali ve yasam tarzi
degisiklikleri ile gortilme sikliginin azaltilabilecegi unutulmamalidir.

Anahtar Kelimeler: Rektosel, cerrahi tedavi, obstruktif defekasyon

The abstract of this study was presented as a poster presentation (P-075) at the 17" Turkish Colon and Rectal Surgery Congress held between 9-13 April
2019 in Antalya.

Baskent University, Adana Dr. Turgut Noyan Practise and Research Center, Clinic of General Surgery, Adana, Turkey
s Phone: +90 505 629 46 62 E-mail: sariramazan71@gmail.com ORCID ID: orcid.org/0000-0003-3492-9953
: Received/Gelis Tarihi: 28.06.2019 Accepted/Kabul Tarihi: 18.07.2019

©Copyright 2019 by Turkish Society of Colon and Rectal Surgery
Turkish Journal of Colorectal Disease published by Galenos Publishing House.

183


https://orcid.org/0000-0003-3492-9953
https://orcid.org/0000-0001-6529-7579
https://orcid.org/0000-0001-9880-3570
https://orcid.org/0000-0002-1161-3369

Sar et al.
184 Surgical Management for Rectocele

Introduction

Rectocele is defined as the prolapse of the anterior rectal
wall from recto-vaginal fascia or the herniation into the
posterior vagina. The prevalence in women is 0.4%. It is
especially seen in multiparous and older women.! However,
in a study conducted with a limited number of patients, the
incidence of rectocele in healthy and asymptomatic women
was reported to be 93%.> This situation, which may cause
deterioration in the quality of life of the patients and severe
problems in their social life, presents with symptoms such
as constipation, defecation difficulty, and feeling of not fully
emptying. Rectocele may present as an isolated disease and
may also accompany many pelvic floor diseases. Although
anamnesis and physical examination are usually sufficient
for the diagnosis, defecography is currently the most reliable
diagnostic method, which allows to dynamic visualization of
the shape, size, length, and depth of the rectocele to confirm
the diagnosis.> Treatment decision is based on whether the
disease is symptomatic or not, and the size of the rectocele.
Many different surgical techniques have been described
in surgical treatment, such as transanal, transperineal,
transvaginal, and transabdominal approaches. However, a
gold standard treatment method is still undefined. Also, there
is no consensus on the use of meshes in repair. In this study,
we aimed to present the results of clinical treatment in patients
who underwent surgery with the diagnosis of rectocele.

Materials and Methods

In this study, the files of 78 patients who underwent
surgery with the diagnosis of rectocele between January
2002 and December 2018 were analyzed retrospectively. In
the majority of patients, the diagnosis was made after the
physical examination of the clinician, and the diagnosis was
confirmed by defecography in some patients. Additional
investigations such as colonoscopy and pelvic magnetic
resonence imaging (MRI) were requested for differential
diagnosis in eligible patients. All patients were female.
Patients were evaluated in terms of age, comorbidity,
the number of deliveries, previous pelvic floor surgery,
complaints, physical examination findings, defecography,
and/or additional radiological tests, if any, surgical technique
and duration, length of hospitalization, complication, post-
operative control, and recurrence.

Surgical Technique

All patients received 1 gram intravenous cefazolin for
prophylaxis 30 minutes before the operation. Empirical
antibiotic treatment was continued in some patients
postoperatively. The patients were prepared in the lithotomy
position, and the surgical procedure was performed under
general anesthesia in all patients. In the anterior transvaginal

repair technique, the posterior vaginal mucosa was cut to the
posterior fornix, and a V-shaped flap was formed. The loose
recto-vaginal septum was exposed. Plication was performed
with interrupted ethibond sutures from posterior fornix to
inferior, and reinforcement was provided with continuous
suture technique. The vaginal mucosa was closed with
continuous sutures. The rectum was checked by a digital
examination. For the perineal repairs, a transverse incision
was performed, and the local anesthetic was injected with
saline diluted with adrenaline behind the posterior vaginal
wall. Posterior fornix was reached after sharp and blunt
dissection. The rectocele width and localization were
determined anatomically by rectal examination. For primary
repair, plication was performed with absorbable suture
material, and the layers were approached. For mesh repair,
polypropylene mesh was prepared to fit the defect and
was laid in this area, and no fixation was made. Following
hemostasis, the perineal incision was closed primarily,
and the operation was terminated. Since the present study
consists of retrospective data, the estimation of the degree
of prolapse is based on physical examination and surgery
notes. According to the International Continence Society
staging system, it is understood that patients have stage 1 or
more disease (Table 1). In the evaluation of post-operative
symptoms, patient feedback was taken into consideration,
and no scale was used for evaluation. The effect of advanced
age and the number of vaginal births on the development
of rectocele disease was investigated. Recurrence and
complication rates of patients with isolated rectocele were
compared to patients who underwent other pelvic floor
surgery in addition to rectocele repair. Four different surgical
techniques were applied to each patient, and each group was
examined in terms of recurrence and complications.

Statistical Analysis

The Statistical Package for Social Sciences (SPSS) 17.0
program was used for statistical analysis to evaluate the
demographic and clinical data of the patients and to interpret
the results. Categorical measurements were summarized as

Table 1. International Continence Society pelvic organ
prolapse quantification system

Stage 1 Greater than 1 cm above the hymen
Sime 2 }11 cm or less proximal or distal to the plane of the
ymen
Greater than 1 cm below the plane of the hymen,
Stage 3 but protruding no farther than 2 cm less than the
8 total vaginal length (Example; incomplete vaginal
prolapse)
Stage 4 Eversion of the lower genital tract is complete
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numbers and percentages, and continuous measurements
were summarized as mean and standard deviation (median
and minimum-maximum where necessary). Kaplan-Meier
method was used for the survival curve.

The mean age of the patients was 52 years (range=31-88),
and the number of previous births was 3 (range=1-11).
Thirty-two (41%) patients had various chronic diseases
such as hypertension, diabetes, and so on. Thirteen patients
had previously undergone pelvic or perianal surgery for
non-rectocele reasons. The most common presenting
complaint was constipation and difficulty in defecation
with 22 patients (28%). Complaints and rates of admission
in other patients are presented in Table 2. Four patients
(5%) had non-specific complaints, and four patients (5%)
had no complaints due to rectocele and were noticed

Table 2. Demographic and clinical characteristics of patients

Mean age (years) 52 (range=31-88)

Number of births 3 (range=1-11)

Additional disease

T S

Cystocele surgery: 4 patients
Sacrocolpopexy: 3 patients
TAH-BSO: 3 patient

Hemorrhoidectomy: 2 patients

Previous surgery
(n=13)

Rectocele repair: 1 patient
Constipation and difficulty in defecation:
22 patients (28%)

The presenting Prolapse of the uterus: 18 patients (23%)

symptoms (n%) Cystocele symptoms: 18 patients (23%)
Other: 16 patients (21%)

None: 4 patients (5%)

Anterior transvaginal: 65 patients (83%)

Transperineal mucosal flap: 6 patients
(8%)

Perineal polypropylene mesh: 6 patients
(8%)

Posterior transanal: 1 patient (1%)

Repair type (n%)

L 3 wound infection
Complication (n=5) )
2 post-op bleeding

Duration of hospital

sy () 1.6 (range=1-11)

Recurrence 2(2.5%)
Follow-up (months) 54 (3-218)
TAH-BSO: Total abdominal hysterectomy-bilateral salpingo-

oophorectomy

during the operation. On physical examination, rectocele
was detected in 58 (75%) patients, and 20 patients had no
specific physical examination findings. All of the 20 patients
(25%) who underwent defecography had various degrees of
rectocele findings. Nineteen patients (24%) were operated
by general surgery clinic, and 59 patients (76%) were
operated by obstetrics and gynecology clinic. Seventy-two
(92%) patients underwent primary repair via transvaginal,
transanal, or perineal approaches. Six patients (8%) who
underwent surgery in the general surgery clinic underwent
polypropylene mesh repair with a perineal approach. All
patients operated by gynecology clinic underwent primary
repair with the transvaginal approach. Regarding patients
operated by general surgery clinic, six (8%) had anterior
repair by transvaginal approach, six (8%) had perineal
polypropylene mesh repair, six (8%) had transperineal flap
method, and one (1%) had posterior transanal repair. Fifty
patients (64%) underwent pelvic floor surgery for another
reason, and additionally, rectocele repair was performed.
The mean operative time was 75 minutes. Operative time
was significantly higher in patients who had co-session
pelvic floor surgery. Bleeding and infection were seen in
only five patients (6.4%) in the early period. Four of these
patients were patients who also underwent pelvic floor
surgery. The mean hospital stay was 1.6 days (range=1-11).
In the post-operative outpatient controls, 61 patients (78%)
did not have any complaints, and the chief complaints in the
remaining patients were urinary complaints, constipation,
and pain at the incision site. The mean follow-up period was
54 months (range=3-218), and recurrence was seen in two
patients (2.5%). One of them was a patient who underwent
posterior transanal repair, and the other had transvaginal
primary repair. Clinical and demographic data of the
patients are presented in detail in Table 2.

Rectocele with asymptomatic or mild symptoms is an
anatomical change and is not reflected in the clinic
except some morphological changes that are not accepted
pathological in defecation. It is mostly observed in
multiparous and elderly women, and it is stated in the
literature that the number of vaginal births is the primary
risk factor causing rectocele.* Recurrent vaginal births
lead to weakness due to high pressure, wear, and decrease
in support in the recto-vaginal septum.” In our study,
the mean number of vaginal births was 3, supporting
the literature. The main symptoms seen in the clinic are
common complaints in obstructive defecation syndromes
such as constipation, difficulty in defecation, incomplete
emptying, hand-assisted emptying.® Our patients with
isolated rectocele had similar complaints. A scoring system
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was developed by Watson et al.” (Table 3) according to the
frequency of clinical symptoms such as the frequency of
digitation, the severity of straining, the feeling of inadequate
discharge, and the vaginal mass. Changes in these scores
before and after treatment can be evaluated and commented
on the effectiveness of the method. However, the data in our
study did not provide a detailed assessment in this respect.
Sometimes the diagnosis can be delayed for various reasons.
These delays can be caused by delayed hospital visits due to
social reasons (embarrassment, etc.), lack of assistance from
specific surgical departments, or insufficient experience of
the physician concerned. The weakened and worn recto-
vaginal septum, together with pelvic floor disease, may also
contribute to rectocele formation. In our study, more than
half of the patients underwent rectocele repair during pelvic
floor surgery. In these patients, both the operative time and
length of hospitalization were significantly higher than in
isolated cases as expected. Also, the majority of the patients
with complications were these patients. When these results
are evaluated, we think that the surgical treatment of isolated
rectoceles can be performed mostly ambulatory and with a
low complication rate. In our study, symptoms of the disease
were significant only in all patients with a rectocele. However,
asymptomatic rectocele was detected in four of the patients
who underwent pelvic floor surgery, and primary repair was
performed with the anterior transvaginal approach.

The diagnosis of rectocele can be made only by anamnesis and
physical examination by experienced surgeons. However,
sometimes, the gold standard to confirm the diagnosis and
to reveal the status of rectocele is defecography, and the
appearance is typical (Figure 1). Pelvic MRI or computed
tomography and rectoscopy/colonoscopy are sometimes
used for diagnosis. In the differential diagnosis, it should
be remembered that it might be confused with other pelvic
floor diseases such as cystocele and uterocele and perianal
disorders such as rectal prolapse and hemorrhoidal disease.
In appropriate patients in the initial treatment of the disease,
conservative methods such as daily lifestyle changes, weight
loss, avoidance of heavy lifting, treatment of constipation,
and pelvic floor muscle exercise can be tried.® When
conservative treatments are inadequate, surgical treatment
options are considered. There is no consensus on which

Table 3. Scoring system of the frequency of digitation, the
intensity of straining, insufficient discharge and clinical
symptoms of vaginal mass

Symptoms Score
Always/severe 3
Usually/moderate 2
Sometimes 1
None 0

surgical method to choose. This situation generally varies
according to the surgeon’s experience and treatment plan
for diseases associated with rectocele.” In the selection
of surgical technique, individual evaluation should be
made. Individual factors such as additional pelvic floor
diseases accompanying the rectocele, age of the patients,
and whether they are in the reproductive period should
be considered. The principles of surgery are to repair the
weak point between the rectum and vagina, to reconstruct
the anterior wall of the rectum and to restore the normal
anatomy of the rectum in the defecation. Surgical methods
include many methods with different success rates, such
as transanal surgery, transvaginal surgery, transperineal
mesh repair, stapled transanal rectal resection (STARR),
and laparoscopic-assisted STARR.!*!12131% STARR was
first described by Longo for rectocele treatment and is
a transrectal operation that resects the submucosa and
partially the muscular layer with the aid of the stapler for
reducing the depth and width of the lower rectum."” This
method is a new method developed in the last ten years
and provides satisfactory treatment.'® In previous studies,
it has been reported that sexual dysfunction and recurrence
rates are high in patients who underwent primary repair by
transvaginal route.!” Although most of the patients in our
study were repaired in this way, we could not comment
on this issue since the patients were not questioned for
post-operative sexual dysfunction. However, in our study,
recurrence was seen in only one of 65 patients (83%) who
underwent transvaginal repair. The transvaginal approach
can be safely recommended for patients with isolated
rectocele and required an additional gynecological operation.
It is seen that the use of perineal prolene mesh repair
method, which has gained more popularity in recent years
and attracts attention with low recurrence rates, has been
increasing and becoming widespread in our clinic (Figure
2). The main advantage of this method is that it eliminates
the limitations of tissue repair, such as weak tissue strength
and restores normal anatomical support without tension.'®
No complications or recurrences have been observed in

Figure 1. Defecography image of the anterior rectocele
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Figure 2. Rectocele repair with perineal prolene mesh (pre-operative,
per-operative, and post-operative images in operation were sent
separately.

any of the six patients we have used this technique so far.
However, long-term results are still incomplete, and long
follow-up is needed to evaluate mesh-related complications.

Conclusion

As a result, rectocele is a common disease in society,
especially in patients with pelvic floor dysfunction. When
appropriate diagnosis and early treatment plans are made
by specific surgeons, it can be treated successfully with a
low morbidity rate. It should be kept in mind that rectocele
is a preventable disease to a certain extent, and it should be
remembered that its incidence could be reduced by lifestyle
changes.
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The Outcome of Combined Electro-fulguration and
Surgical Excision Techniques in the Management of
Anogenital Condylomas

Anogenital Kondilom Tedavisinde Elektro-fulgurasyon ve Cerrahi
Eksizyon Tekniklerinin Birlikte Kullaniminin Sonuglari
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LY ABSTRACT I

Aim: Condyloma accuminata (anogenital warts) refers to an epidermal manifestation attributed to human papilloma virus (HPV). It is the most
common sexually transmitted disease. In this study, we present our experience with anogenital warts and surgical treatment outcomes.

Method: From 2013 to 2018, 53 patients with anogenital warts underwent electro-fulguration (cauterization) and surgical excision under local
or general anesthesia. Demographics, localization of lesions, serological tests, final histopathological results, outcomes and recurrence rates were
documented.

Results: There were 37 men (69.8%) and 16 women (30.1%). The mean age was 37 years (range= 17-53). Local or general anesthesia was applied
according to the localization, distribution and volume of the lesions (n=46, 86.7% vs. n=7, 13.2%, respectively). Surgical excision was performed for
histopathological examination, and electro-fulguration was applied for multiple smaller lesions. The perianal region was the most common location
for HPV-related warts (n=24, 64.8% for men vs. n=14, 87.5% for women). Human immunodeficiency virus (HIV) positivity was seen in three patients
(5.6%). Hepatitis serology was positive in two cases (3.7%). There was no permanent surgical morbidity. During a mean follow-up period of 31
months (range: 5-61 months), recurrence was seen in five cases (9.4%), and two of them were HIV positive (40% of recurrent cases).

Conclusion: HPV-related anogenital warts remain one of the most common sexually transmitted diseases. Surgical excision to confirm diagnosis and
fulguration of the remaining lesions can be recommended in practice. HIV positivity and high recurrence rates are the most important problems to
be encountered.

Keywords: Anogenital condyloma, warts, human papilloma virus, surgical excision, electro-fulguration, cauterization

Jmonsers

Amac: Kondiloma akiimunata (anogenital sigiller), insan papilloma virtisintn (HPV) yol actig1 epidermal lezyonlarin adidir. En sik rastlanan cinsel
yolla bulasan hastaligi olusturmaktadir. Bu ¢alismada, anogenital bolge sigilleri ve cerrahi tedavinin sonuclarina dayanan deneyimimizi aktarmayi
hedefledik.

Yontem: 2013-2018 arast donemde, anogenital kondilom nedeniyle toplam 53 hastaya lokal veya genel anestezi altinda elektro-fulgurasyon
(koterizasyon) ve cerrahi eksizyon islemi yapildi. Demografik bilgiler, lezyonlarin lokalizasyonu, serolojik test sonuclari, histopatolojik tani ile elde
edilen sonuclar ve nuks oranlar1 degerlendirildi.

Bulgular: Hastalarin 37’si erkek (%69,8), 16’s1 kadin (%30,1) idi. Yas ortalamas1 37 y1l (17-53 arasinda) olarak hesaplandi. Lezyonlarin lokalizasyonu,
dagilim ve buytiklugu dikkate alinarak lokal veya genel anestezi uyguland: (sirasiyla, n=46, %86,7 ve n=7, %13,2). Tum hastalara histopatolojik
ornekleme amacl cerrahi eksizyon ve diger daha kiictik lezyonlar icin elektro-koterizasyon uygulandi. HPV’ye bagh lezyonlarin en cok perianal
bolgeye yerlestigi tespit edildi (n=24, %64,8 erkek; n=14, %87,5 kadin). Uc hastada (%5,6) insan immiin yetmezligi virtisu (HIV) pozitifligi saptandu.
Hepatit serolojisi ise 2 hastada (%3,7) pozitif idi. Kalic1 cerrahi morbidite gortilmedi. Ortalama 31 aylik (5-61 ay arasinda) takip stiresi boyunca 5
hastada (%9,4) nuks gorulurken bu hastalarin 2’si HIV pozitif idi (tiim niikslerin %407).
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Sonuc: HPV’ye bagh gelisen anogenital sigiller, cinsel yolla bulasan hastaliklar arasinda énemli bir yer tutmaktadir. Gunluk pratikte, teshisin ispati
icin cerrahi eksizyon ile kalan lezyonlarin fulgurasyonunun birlikte yapilmasi onerilebilir. HIV pozitifligi ve ytiksek ntiks oranlar1 en ¢cok karsilasilan

problemleri olusturmaktadr.

Anahtar Kelimeler: Anogenital kondiloma, sigiller, human papilloma viriis, cerrahi eksizyon, elektro-fulgurasyon, koterizasyon

Introduction

Anogenital condyloma (condyloma acuminata) is a sexually
transmitted disease that starts as brown small spot lesions
around the genital area or anus with ability to grow and
spread over time. When the lesions are small, they may
not even be recognized because they do not cause pain or
discomfort. Itching, hemorrhage, mucous discharge and
causing a feeling of mass as it grows are the most common
symptoms. The causative agent of the disease is human
papilloma virus (HPV) and it is sexually transmitted by
direct contact.! Depending on the patient’s immunological
structure (organ transplant, immunosuppressive drug use,
patients with chronic immune diseases such as inflammatory
bowel disease or rheumatoid arthritis), the time of onset of
symptoms varies.>® The disease is also frequently seen in
people infected with human immunodeficiency virus (HIV).
Following detailed physical examination and serological
tests, there is controversy as to whether condylomas
should be removed or medically treated. However, in the
current literature, the necessity of coagulation or excision
is suggested, considering that the untreated disease will
spread and the lesions will grow.*>® Knowing increased risk
of anal carcinoma is another factor in this patient group.°
The efficacy of podophylline, topical pomades containing
bi or tri-chloro-acetic acid and agents such as imiquimod
or 5-fluorouracil (5-FU) is controversial.”® These drugs
are known to cause irritation, burning and painful ulcers
in the skin.® Cryotherapy treatment of condylomas with
liquid nitrogen can also be made.’ Its effectiveness in large
and widespread lesions appears to be limited. The most
commonly used surgical treatment methods are fulgurization
or surgical excision of lesions under local or general
anesthesia. It can be applied in combination according to the
number, location and size of the lesions.* It has advantages
such as rapid results, allowing histopathological evaluation
and faster return to the sexual life of the patient, as well as
the disadvantages of anesthesia and surgery. In this study,
we aimed to report the outcomes of patients who were
diagnosed with anogenital condyloma at the general surgery
outpatient clinics of our hospital and who underwent
fulguration and surgical excision with electro-cautery.

Materials and Methods

The Ethics Committee approval was obtained from our

hospital (23.01.2019/B.10.1. TKH.4.34H.GP.0.01/4).

During the five-year period between December 2013 and
December 2018, the files of 53 patients who were diagnosed
and treated by a single surgeon in surgical outpatient
clinics were evaluated. Serological tests (hepatitis B, C and
HIV) were requested in all patients who were diagnosed as
anogenital condyloma by physical examination. According
to the localization, distribution and size of the lesions,
procedures were performed under local anesthesia in the
outpatient clinic conditions or under general anesthesia in
the operating room following the necessary preparation. All
patients were discharged on the same day with a prescription
containing prophylactic antibiotics (oral and externally
on the skin) and painkillers. After the consent form was
signed for all patients, the technique applied was the same:
surgical excision using thin-tipped tissue scissors for
histopathological diagnosis and electro-cautery fulguration
of smaller burnable lesions in sterile environment. Large or
large-base lesions were also excised with thin-tipped tissue
scissors. If the wound margins were distant after excision,
3 or 4/0 prolene suture (prolene, Ethicon, USA) was used
for closure. In the technique we applied, electro-cautery
fulguration was done in the form of burning deep to the
subcutaneous tissue, since it is known that condyloma could
reach subcutaneous tissue and survive in the latent period.
All patients were informed about the ways of transmission,
prevention methods and the possibility of recurrence, and
histopathological diagnosis was obtained. Patients were
followed up by the same surgeon under the conditions of
the outpatient clinic. All patients were informed about the
general characteristics of the disease and virus, and the ways
of protection were explained and all patients with positive
serology were referred to the infectious diseases outpatient
clinics. Demographic data, localization of lesions, serological
test results, histopathological diagnoses, clinical course and
recurrence rates were recorded.

Results

Of the 53 patients, 37 were male (69.8%) and 16 were female
(30.1%). The mean age was 37 years (range=17-53). Most
of the procedures (n=46, 86.7%) were performed under
local anesthesia in outpatient clinics. General anesthesia
was applied to patients with large and widespread lesions
under operating room conditions (n=7, 13.2%). HPV-
related lesions were mostly located in the perianal region
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(n=24, 64.8% male; n=14, 87.5% female). HIV positivity was
detected in three patients (5.6%). Hepatitis serology was
positive in two patients (3.7%). Both of these patients had
hepatitis B antigen.

All patients were discharged on the same day and no patient
had permanent surgical morbidity (Figures 1 and 2). In the
follow-up and outpatient follow-up visits, it was seen that

Figure 1. Human papillama virus-induced genital warts (condyloma
accuminata)

Figure 2. Early recovery period after surgical treatment (combined
surgical excision and electro-fulguration)

all patients had complete wound healing until the end of the
first month. During the mean follow-up period of 31 months
(range= 5 to 61 months), five patients (9.4%) developed
recurrence and two of these patients were treated for HIV
(40% of all relapses). Demographic data, distribution of
lesions, serology results and recurrence rates of our patients
are summarized in Table 1. Histopathologic diagnosis was
consistent with HPV lesion in all patients included in the
study. Patients with histopathological diagnosis of molluscum
contagiosum, fibroepithelial polyp and squamous papilloma
were excluded from the study. Rectosigmoidoscopy was
performed in patients who developed recurrence and same
procedure was applied. Rectal mucosal involvement was not
observed in these patients. In all three of our patients (all
males, patients with anal region involvement), HIV positivity
was determined by serological tests routinely requested at
the time of first admission. These patients were referred to
the infectious diseases outpatient clinic and their treatments
were arranged. Two patients who developed recurrence
were found to be under antiretroviral therapy and to receive
anti-opportunistic prophylaxis. CD4 levels of these patients
were recorded as 120 and 180 mm’ despite treatment.

Discussion

Anogenital condyloma is the most common sexually
transmitted disease in the United States, where 500.000 to
one million new cases are added each year, and is caused
by HPV, a member of the double-deoxyribonucleic acid
stranded papova virus family with more than 120 subtypes.*!°
Although at least 40 types can be isolated in the anogenital
region, HPV types 6 and 11, which have a high risk of
contamination but low incidence of intraepitalial dysplasia,
are the main factors in anogenital condylomas.'' HPV types
16 and 18, which have a high oncologic potential, can remain
latent for a long time in both epidermal keratinocytes and
mucosal epithelium, leading to large condylomas (Buschke-
Lowenstein tumor) and cervical and anus carcinomas after
intraepithelial dysplasia.'? Although the incubation period
for the occurrence of lesions after HPV infection has been

Table 1. Demographic data, distribution of lesions, serology results and recurrence rates of patients presenting with anogenital

condyloma

Total 5 (9.4%) 53 37 (17-53)
Man 4 (80%) 37 (69.8%) 29 (17-46)
Woman 1 (10%) 16 (30.1%) 42 (19-53)

HIV: Human immunodeficiency virus, HBV: Hepatitis B virus

38 (71.6%)
24 (63.1%)
14 (36.8%)

15 (28.3%)
13 (86.6%)

3 (5.6%)
3 (100%)

2 (3.7%)
2 (100%)
2 (13.3%) - -
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reported between 3 weeks and 8 months, it is known to
remain silent for many years in the majority of epithelial
cells.* It has been suggested that subclinical HPV infection
can reach 40%."* However, risk factors such as polygamous
sexual life, smoking, immunosuppressive diseases and
HIV infection have been shown to cause earlier symptoms
in patients infected with HPV.> In some studies on HIV
positive patients, HPV coinfections have been reported
in 30% of this patient group during their lifetime.>* High
risk of transmission and malignancy potential of the disease
necessitates treatment. The efficacy of tetravalent vaccines
developed for the high-risk population and introduced in
many countries is controversial.'* The treatment methods
known and practiced today are directed to the elimination
of lesions rather than elimination of viral load, and are based
on a number of applications in which different costs, dosages
and treatment times, side effects and outcomes occur,
and cannot prevent common recurrences. Podophylline
(0.05-0.15%) which inhibits mitotic division by binding to
intracellular microtubules can be used as solution, cream
and gel three times a week for a maximum of four weeks
and causes erosion on the lesions and necrosis.” Although
the success rate of treatment is reported to be between 45
and 77%, the recurrence rate of the lesions is 40%.*" It can
cause pain, itching, erosion, burning and inflammation, and
is not recommended for use in pregnant women. Bi- or tri-
chloro-acetic acid (80-90%) is an inexpensive chemical agent
that burns and erodes the skin and mucous membranes,
and is usually applied by the physician for several sessions,
with a success rate of 70-80% and recurrence rates close to
40%.*'° Pain and burning sensation and ulceration are the
most common side effects. Imiquimod (3.75-5%) is a topical
immunomodulatory agent that can be administered by the
patient and is used in cream form.® It can be used up to 16
weeks, three times a week before bedtime, and may cause
itching, erythema, tenderness, ulcerationand pain. The success
rate is between 40 and 77%, and the recurrence is low (13%);
however, local inflammatory side effects are more severe.*
5-FU and interferon treatments are not recommended today.
Cryotherapy of condylomas with liquid nitrogen can also be
performed.'® However, its efficacy in larger and widespread
lesions appears to be limited. In addition, painful bullae and
permanent scar formation, local pigment loss and infection
are common. Although it provides 79-88% elimination in
the first three cycles, recurrence rates are between 25-40%.*
Surgical procedures performed in anogenital condylomas are
usually performed in outpatient clinics or operating room
conditions depending on the location, number and extent
of the lesions. Electrocautery technique provides thermal
coagulation and fulguration of lesions by applying high
frequency electric current. Local anesthesia is required. It is

not recommended, as it will cause permanent scar tissue in
large lesions. Long-term results are similar to cryotherapy, but
are contraindicated in patients with cardiac pacemakers.*!
Surgical excision is the only option in the treatment of large
lesions that cover the urethral meatus or anus and should be
performed under general anesthesia.” Tissue scissors or scalpel
can be used. It allows histopathological diagnosis especially
in lesions suspected of malignancy. Besides side effects of
local or general anesthesia, infection, hemorrhage, serous
discharge or hematoma may be seen. Our preferred method
is combined use of fulguration and surgical excision. Surgical
excision of large-based or large lesions can be performed
under local anesthesia, without pain, in combination with
the fulguration method, which is mostly used to eliminate
small lesions. In our series, only 13% of patients had to
receive general anesthesia because of the size or extent of the
lesions. The combined use of these two methods allowed for
the rapid evacuation of small lesions by cautery and excision
of larger lesions to allow histopathological identification;
thus, a definitive histological diagnosis was obtained in all
patients. In addition, rapid results were obtained in a single
session, allowing patients to return to their sexual life faster
and labor loss was minimized. In our series, no significant
morbidity was observed, and the recurrence rate was also
very low (close to 10%) during the follow-up period of
approximately three years. HIV positive patients accounted
for 40% of the recurrence cases. In large series including all
treatment modalities, the early recurrence rate of the disease
(first 3 and 5 years) is generally reported to be around 30 to
50%.*1%!" Tt is important for patients to be aware of possible
new lesion development early and patients should be trained
to prevent HPV spread. In our practice, serological tests
including hepatitis B and C as well as HIV tests are requested
in all patients with anogenital condyloma, and the results are
consulted to relevant specialists after surgical treatment. In
our study, histopathological examination was requested in
all patients, so that differential diagnosis of lesions similar
to HPV warts in physical examination such as molluscum
contagiosum, fibroepithelial polyp and squamous papilloma
could be made.

Conclusion

In conclusion, HPV-induced anogenital warts play an
important role among sexually transmitted diseases. Topical,
immune and surgical treatment methods are prominent in
the treatment of the disease. However, in order to eliminate
all small or large lesions in a single session and to allow
histopathological examination, it may be recommended to
perform surgical excision and fulguration of the remaining
lesions. HIV positivity and high recurrence rates continue to
be the most common problems.




Ytiksekdag et al.

192

Combined Fulguration and Excision Techniques in Anogenital Condylomas

Acknowledgements

We would like to express our love and gratitude to our clinic
secretary Esma Mekancan and our health officer Fuat Kaya
for their great efforts and efforts in the surgical procedures
we performed under local anesthesia.

Ethics
Ethics Committee Approval: The Ethics
approval was obtained from Umraniye Training and Research

Hospital (23.01.2019/B.10.1.TKH.4.34H.GP.0.01/4).

Informed Consent: Was taken.

Committee

Peer-review: External and internal peer-reviewed.

Authorship Contributions

Surgical and Medical Practices: E.U., Concept: A.F., Design:
S.Y., AF., Data Collection or Processing: S.Y., Analysis
or Interpretation: S.Y., A.F., E.U., Literature Search: A.F.,
Writing: S.Y., A.F., E.U.

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

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

References

1. Ong K], Checchi M, Burns L, Pavitt C, Postma M]J, Jit M. Systematic review
and evidence synthesis of non-cervical human papillomavirus-related
disease health system costs and quality of life estimates. Sex Transm Infect
2019 ;95:28-35.

2. Florin HJ, Snoeck R, Van Cleynenbreugel B, Albersen M. Treatment
of intraurethral condylomata acuminata with surgery and cidofovir
instillations in two immunocompromised patients and review of the
literature. Antiviral Res 2018;158:238-243.

3. Werner RN, Westfechtel L, Dressler C, Nast A. Anogenital warts and other
HPV-associated anogenital lesions in the HIV-positive patient: a systematic
review and meta-analysis of the efficacy and safety of interventions assessed
in controlled clinical trials. Sex Transm Infect 2017;93:543-550.

4. Yanofsky VR, Patel RV, Goldenberg G. Genital warts: A comprehensive
review. J Clin Aesthet Dermatol 2012;5:25-36.

5. De Toma G, Cavallaro G, Bitonti A, Polistena A, Onesti MG, Scuderi N.
Surgical management of perianal giant condyloma acuminatum (Buschke-

10.

11.

12.

13.

15.

16.

17.

Lowenstein tumor). Report of three cases. Eur Surg Res 2006;38:418-22.
Kobayashi T, Sigel K, Kalir T, MacLeod 1J, Liu Y, Gaisa M. Anal cancer

precursor lesions in HIV-infected persons: Tissue human papillomavirus
type distribution and impact on treatment response. Dis Colon Rectum
2019;62:579-585.

Von Krogh G. Podophyllotoxin for condylomata acuminata eradication.
Clinical and experimental comparative studies on Podophyllum lignans,
colchicine and 5-fluorouracil. Acta Derm Venereol Suppl (Stockh)
1981;98:1-48.

Edwards L, Ferenczy A, Eron L, Baker D, Owens ML, Fox TL, et al. Self-
administered topical 5% imiquimod cream for external anogenital warts.
HPV Study Group. Human PapillomaVirus. Arch Dermatol 1998;134:25-
30.

Scheinfeld N, Lehman DS. An evidence-based review of medical and

surgical treatments of genital warts. Dermatol Online J 2006;12:5.

Cates W Jr. Estimates of the incidence and prevalence of sexually transmitted
diseases in the United States. American Social Health Association Panel.
Sex Transm Dis 1999;26:2-7.

Tyring SK. Human papillomavirus infections: epidemiology, pathogenesis,
and host immune response. ] Am Acad Dermatol 2000;43:18-26.

Schwartz RA. Verrucous carcinoma of the skin and mucosa. ] Am Acad
Dermatol 1995;32:1-21.

Baken LA, Koutsky LA, Kuypers J, Kosorok MR, Lee SK, Kiviat NB, et
al. Genital human papillomavirus infection among male and female
sex partners: prevalence and type-specific concordance. J Infect Dis
1995;171:429-432.

. Garland SM, Kjaer SK, Munoz N, Block SL, Brown DR, DiNubile MJ, et

al. Tmpact and Effectiveness of the Quadrivalent Human Papillomavirus
Vaccine: A Systematic Review of 10 Years of Real-world Experience. Clin
Infect Dis 2016;63:519-527.

Greenberg MD, Rutledge LH, Reid R, Berman NR, Precop SL, Elswick RK.
A double-blind, randomized trial of 0.5% podofilox and placebo for the
treatment of genital warts in women. Obstet Gynecol 1991;77:735-739.
Godley MJ, Bradbeer CS, Gellan M, Thin RN. Cryotherapy compared with
trichloroacetic acid in treating genital warts. Genitourin Med 1987;63:390-
392.

Stone KM, Becker TM, Hadgu A, Kraus SJ. Treatment of external genital
warts: a randomised clinical trial comparing podophyllin, cryotherapy, and
electrodesiccation. Genitourin Med 1990;66:16-19.



e 11| SR ARG
Turk J Colorectal Dis 2019;29:193-197

Excision of Retrorectal Tumors: Comparing Outcome
Regarding Surgical Approach

Retrorektal Tumdrlerin Eksizyonu: Cerrahi Yaklasima Goére Sonugclarin
Karsilastiriimasi

©® Engin Hatipoglu

istanbul University-Cerrahpasa, Cerrahpasa Faculty of Medicine, Department of General Surgery, Istanbul, Turkey

[HT ABSTRACT I ——

Aim: Tumors of the retrorectal space are very rare, and the clinical characteristics of these tumors, such as their complex anatomy, origin, and surgical
techniques used in the treatment are yet to be elucidated. Although several surgical approaches have been identified, the question remains as to which
approach provides better results.

Method: A total of 29 patients who underwent surgical excision of retrorectal tumors at Department of General Surgery, Istanbul Cerrahpasa Faculty
of Medicine, were retrospectively evaluated. All characteristics of patients were assessed from their medical files, and patients were informed about
the study by phone.

Results: Among the 29 patients, four were male and 25 were female. The mean age was 44.07+16.15 years, and the mean follow-up duration was
7.5+4.4 years. Twenty patients underwent surgery via posterior (perineal) approach, seven via anterior (transabdominal) approach, and two via
combined (abdominoperineal) approach. There were three deaths and six tumor recurrences during the follow-up period. The length of hospital stay
was significantly higher with the combined approach. Coccygectomy was performed in 11 patients, of which only one had a recurrence, while the
remaining five recurrences were in patients without coccygectomy.

Conclusion: The most advantageous surgical approach to retrorectal tumors remains unclear. Various factors (resection success, coccygectomy,
tumor features, and type) are thought to affect the outcome. Further studies and structured, systematic reviews may be necessary to identify the role
of each factor in the surgical outcome of retrorectal tumors.

Keywords: Retrorectal tumors, transabdominal approach, coccygectomy

AR

Amac: Retrorektal boslugun tumorleri cok nadirdir ve bu tumorlerin kompleks anatomileri, kokenleri ve tedavide kullanilan cerrahi teknikler gibi
Kklinik ozellikleri heniiz acikliga kavusturulmamistir. Cerrahiye yonelik birkac yaklasim tanimlanmasina ragmen, hangi yaklasimin daha iyi sonuclar
sagladig sorusu halen gundemdedir.

Yontem: Istanbul Cerrahpasa Tip Fakiltesi, Genel Cerrahi Anabilim Dalrnda retrorektal tumorlerin cerrahi eksizyonu yapilan toplam 29 hasta
retrospektif olarak incelendi. Hastalarmn ttim 6zellikleri tibbi dosyalarindan degerlendirildi ve hastalar telefonla calisma hakkinda bilgilendirildi.
Bulgular: Yirmi dokuz hastanin 4’u erkek, 25’1 kadin; yas ortalamasi 44,07+16,15, ortalama takip stiresi 7,5+4,4 idi. Yirmi hasta posterior (perineal),
7’si anterior (transabdominal) ve 2’si kombine (abdominoperineal) yaklasimla opere edildi. Takip stresi boyunca 3 6lum ve 6 timdr nuksu saptandu.
Hastanede kalis stiresi kombine yaklasimla opere edilen hastalarda anlamli derecede ytiksekti. Koksektomi yapilan 11 hastanin birinde niiks izlenirken,
diger 5 ntiks olgusu koksektomi yapilmayan kisilerdendi.

Sonug: Retrorektal tiumorlere en avantajli cerrahi yaklasim hala belirsizligini korumaktadir. Sonuc olarak, cesitli faktorlerin (rezeksiyon basarisi,
koksektomi, timor ozellikleri ve tipi) sonuclar etkiledigi distnilmektedir. Her faktoriin retrorektal timorlerin cerrahi sonuclarindaki rolunt
belirlemek icin daha ileri calismalar ve sistematik derleme calismalar1 gerekli olabilir.

Anahtar Kelimeler: Retrorektal tumorler, transabdominal yaklasim, koksektomi
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Introduction

The retrorectal space (presacral space) is defined as the
gap between the rectum and the sacrum/coccyx. Tumors
of the retrorectal space are very rare.! In adults, the annual
incidence has been reported as 1/40000-60000 with being
more frequent in females.”? Even though benign-malignant
distinctions of these tumors are unclear, many case series
in literature have concluded that the majority of tumors
show benign features.> Retrorectal tumors present with
nonspecific symptoms, and the majority of cases are initially
misdiagnosed despite advanced

imaging techniques.*

However, after the clinician suspects a retrorectal
tumor, magnetic resonance imaging (MRI) results can
be instrumental in the differential diagnosis, may reveal
important characteristics of the tumor, and determine
treatment approach.” Computerized tomography (CT) may
also be used to evaluate retrorectal lesions and involvement
of surrounding tissue; however, better resolution of soft
tissue in MRI may place it a step ahead of CT.* The use of
biopsy in retrorectal lesions is disputed due to concerns
about biopsy-related complications and the almost-
absolute requirement of total resection regardless of the
biopsy result.® A consensus on this matter is that definitive
diagnosis should be based on the pathological evaluation of
the lesion after surgical resection. Thus, surgery and surgical
approach can be considered to be the most crucial aspects
of the management of retrorectal tumors. When a patient is
diagnosed with a retrorectal tumor, the standard approach
for treatment is surgical resection.” Various surgical
approaches for retrorectal tumors exist, including anterior
(trans-abdominal), posterior (perineal), and combined
abdominoperineal approaches. Due to the rareness of these
tumors, large case series of retrorectal tumors have not
been published.® Thus, the clinical characteristics of these
tumors, such as their complex anatomy, origin, and surgical
techniques used in the treatment are yet to be elucidated.
The objective of the study was to determine the outcome

and clinical features of retrorectal tumors based on surgery
type.

Materials and Methods

Our study was a retrospective study conducted in Istanbul
Cerrahpasa Faculty of Medicine, Department of General
Surgery. The study group consisted of 29 patients who
underwent surgery for retrorectal tumors between 2001 and
2015. Two patients who refused to participate in the study
were excluded from the study. Our pathology department
made the diagnoses via histopathological examination and
immunohistochemistry analysis of tissue samples obtained
during surgery. All patients included in the study had

undergone tumor resection. Surgeries were performed
using the anterior, posterior, or combined transabdominal
approach. We used the open surgical technique with
complete resection of tumors. The appropriate approach
was determined after the evaluation of each patient by
the multidisciplinary team following a review of tumor
characteristics. Ethical approval was obtained from Istanbul
Cerrahpasa Faculty of Medicine, Clinical Research Ethics
Committee. The study was performed according to the
principles put forth by the Helsinki Declaration and Good
Clinical Practice Guidelines. The informed consent of
patients was taken by phone or in follow-up examinations.
Demographics, complaints, radiological results, pathologic
reports, surgical approach, length of hospital stay (LoS),
follow-up duration, and presence of recurrence and deaths
were obtained from the medical records of patients.

Statistical Analysis

All analyses were performed by using SPSS v20 (IBM,
Armonk, NY, USA). The Shapiro-Wilk test was used for
the normality test of variables. Continuous variables were
given as mean =+ standard deviation for normally distributed
data and median (interquartile range=IQR) for non-
normally distributed data. Survival at up to 15 years was
reported using the Kaplan-Meier cumulative survival plots.
Comparisons between groups were made with the Mann-
Whitney U and Kruskal Wallis tests. Analysis of categorical
variables was made with the chi-square test. Fisher’s exact
test was used where sample sizes were small. P<0.05 values
were accepted as statistically significant.

Results

Four of the patients (13.8%) were male, and 25 (86.2%)
were female. Their ages ranged from 21 to 77 years, with
a mean of 44.07+16.15 years. The mean follow-up period
was 7.5+4.4 years. Two cases were diagnosed incidentally,
while 13 patients admitted with rectal pain, four with low
back pain, two with femoral pain, three with inguinal pain,
three with abdominal pain, one with constipation, one
with gluteal pain, and one with perianal fistula. Among the
study group, seven patients (24.1%) underwent surgery
due to tailgut cysts and six (20.7%) due to epidermoid
cysts. Eighteen of the cases (62.1%) were cystic, 11 (37.9%)
had solid (or heterogeneous) pathology. One tumor was
determined to be a malignant adenocarcinoma based on the
tailgut cyst. Recurrence occurred in six patients (20.6%).
Fourteen patients (48.3%) had rectal pain, and seven
(24.1%) had waist-to-groin pain. The majority of patients
(72.4%) did not undergo biopsy. Three patients died during
the follow-up period; two of these cases died due to causes
other than retrorectal tumors. The characteristics of the
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patients are given in Table 1. In terms of surgical approach,
20 patients (68.9%) underwent posterior, seven (24.1%)
underwent anterior, and two (6.9%) underwent combined
abdominoperineal surgery. The posterior approach was used
in patients in whom the upper border of the tumor reached
the S2 level, but was palpable and mobile during a rectal
examination. The LoS of patients who were operated with
the combined method was significantly higher than patients
who underwent surgery with other approaches. However,
no statistically significant difference was found between the
anterior and posterior methods in terms of LoS [anterior,
median=9 days (IQR=6-12), posterior, median=6 days
(IQR=4-9), p>0.05]. No significant differences were found
between surgical procedures in terms of follow-up period
[anterior, median=63.84 months (IQR=39.23-114), posterior,
median=86.21 months (IQR=49.95-130.74), combined
median=50.78 months (IQR=24.90-76.65), p>0.05].

Patients with cystic pathology had higher mean survival
than those with solid pathologies (p=0.036). The 5 year
survival rate of patients with solid pathology was 77.9%. We
were able to obtain the radiological results of 27 cases in our
study. Radiologically determined diameters of the tumors
were compared with diameters determined after pathology.
Median radiological diameter was 6.3 cm (IQR=5-12.75),
while median pathological diameter was 7.2 cm (IQR=3.5-
12.5); the difference was not significant (p>0.05). There were
no surgical complications in any of the patients. Six patients
had a recurrence. One patient (a 68-year-old female) died 60
months after the surgery. She had a diagnosis of squamous
cell cancer with perineural invasion. Additionally, two
patients died during the follow-up period due to causes
unrelated to retrorectal tumor, one at 63 months, and the
other at 128 months. The characteristics of patients are
summarized in Table 1.

Discussion

Although many studies have presented findings for
retrorectal tumors and their treatment, the majority of these
studies have a low number of cases. Thus, determining the
most appropriate surgical approach to retrorectal tumors
is still a controversial matter. We aimed to evaluate and
compare the surgical methods utilized for the treatment
of retrorectal tumors at our center. Studies have shown
that retrorectal tumors are mostly benign. However, it is
important to keep in mind that cystic lesions with solid
walls and heterogeneous components have a higher chance
of malignancy.”!! In our study, 79.3% of the cases were
benign. It was found that one of the malignant cases
occurred based on tailgut cysts. The most frequent symptom
in this study was a pain in the rectal region and lower back.
Among those with benign masses, 82.6% had pain, while all
(100%) patients with malignant mass had pain. However,

the difference was not statistically significant, presumably
due to the low number of malignant cases. In previous case
series studies, 86-88% of patients with malignancies were
reported to have pain, while in benign cases, this value was
22-39%, which is much lower than our result.* In a review,
the most common symptom was also reported as pain in the
rectal area, which was often associated with infection and
malignancy.'? Surgical resection is the best therapeutic choice
for retrorectal tumors, even in asymptomatic patients. Many
lesions are considered to contain malignant elements; thus,
they may have the potential for growth or transformation
to malignancy, or they may cause complications such as
infection.” Depending on the pathology, radiological results,
and the location of the retrorectal lesion, three different
surgical approaches can be utilized: posterior, anterior, and
combined. In general, lesions above S4 are operated with
the anterior or combined approach, and lesions below S4
are operated through the posterior approach. However,
higher lesions that are palpable and mobile during the
rectal examination may also be operated with the posterior
approach,®> which provides relatively better access to the
caudal component of the mass and also ensures excellent
results with minimal morbidity. Furthermore, in a study
including 1708 patients, Baek et al.'? reported that the
posterior approach was the preferred method of retrorectal
tumor surgery and provided the lowest morbidity rate.
Therefore, at our center, the posterior approach was chosen
in the majority of cases (68.9%), as long as the mass was
palpable and mobile during the rectal examination.
Resection of the coccyx during surgery is also a controversial
matter. Removal of the coccyx improves surgical exposure
of the tumor site, and some authors claim that the coccyx
may contain tissue remnants that lead to cystic formations
(and cause recurrence).'*'> However, whether the coccyx
truly causes recurrence remains unknown, and studies have
shown that recurrence mostly occurs in malignant tumors
and cases where total resection could not be performed.®1¢
The majority of recent studies suggest that the coccyx
should not be resected unless the lesion is directly attached
to the coccyx.!® In the current study, coccygectomy
was performed on 11 (37.9%) patients, and only one
(9.1%) of these patients developed recurrence. A total of
five recurrences were found in the remaining 18 patients
(27.7%). Our results are in agreement with contemporary
literature, which reports that the rate of local recurrence
is around 25-56% in cases with incomplete resection of
the tumor and without coccygectomy.>'® Although this
finding may encourage the idea that coccygectomy should
be performed in retrorectal tumors, further studies in which
patient groups are adjusted for various factors (surgical
approach, tumor features, age, comorbidities, resection
success) are needed to conclude.
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Table 1. The characteristics of patients

No Gender Age Complaints MRI CT Bx Approach RoC Area(cm?) Pathology LoS Rec. D
1 IF 77  Cons. +,C - P - 10.8 Tailgut cyst 1 - -
2 7 68  RP + - + P - 3.5 Squamous cell ca 16+ +
3 F 66  Low back pain  + - + P + 99 Schwannoma 6 - -
4 F 65 RP +,C  +,C - P = 132 Dermoid cyst 6 + =
5 F 61  Rectal pain - +,¢2 - A + 72 Tailgut cyst 16 - -
6 I 61  Femoral pain - + - A - 99 Solitary fibrous tumor 12+ +
7 IF 59  Rectal pain +2 - - P - 5.5 Retrorectal cyst 10 - -
8 B 54  Incidental +,C - - p - 123.5 Epidermoid cyst 24 - -
9 I8 50  Lowback pain  +,¢ + + A - 32.4 Epidermoid cyst 6 - -
10 M 49 Rectal pain + - - P + 16 GIST 2 - +
11 M 48  Incidental + - - A - 117 Schwannoma 8 - -
12 F 43 Inguinal pain = = A = 63 Mature cystic teratoma 6 = -
13 F 41 Rectal pain +,C  +cC - P + 33 Tailgut cyst 3 - -
14 F 37  Abdominal pain  + - P - 182 GIST 4 + -
15 M 36  Abdominal pain  + + - A - 48.7 Schwannoma 9 - -
16 F 35  Inguinal pain - +,C - P - 130 Tailgut cyst 4 - -
17 F 35  Rectal pain +,C - - P - 8.7 Hindgut malformation 6 - -
18 F 34 Rectal pain NA - - p - 113 Epidermoid cyst 11 - -
19 M 32 Low back pain - - + P + 4.5 Epidermoid cyst 4 - -
20 F 31 Rectal pain + - - P + 5.1 Mature cystic teratoma 10+ -
21 F 30  Lowbackpain  +,c¢ - - p + 19.3 Epidermoid cyst 6 - -
22 F 26  Inguinal pain +C - - P + 4.5 Epidermoid cyst 3 - -
23 F 24 Rectal pain +C o+ - P + 13 Tailgut cyst 2 - -
24 F 23 Rectal pain +,C - + P + 13 Cystic hamartoma 7 - -
25 F 22 Perianal fistula + - + cap - 40 Hindgut malformation 34+ -
26 F 62  Femoral pain NA - - P - 12 Tailgut cyst 6 - -
27 F 31 Rectal pain - - + A - 6 Neuroectodermal tumor 10 - -
28 F 57  Gluteal pain - - + P - 262 Adenocarcinoma 7 - -
29 F 21 Rectal pain +,C - - cap + 46.8 Tailgut cyst 26 - -

NA: Not applicable, M: Male, F: Female, MRI: Magnetic resonance imaging, CT: Computed tomography, LoS: Length of hospital stay, GIST:
Gastrointestinal stromal tumors, RP: Rectal pain, Cons: Constipation, RoC: Resection of coccyx, Rec: Recurrence, Cap: Combined approach

In the literature, the recurrence rate of malignant tumors
is reported to be around 30-75%; this rate is significantly
lower (0-11.1%) in benign lesions.>!***® In the current study,
recurrence was observed in 50% of malignant cases and 13%
of benign cases [with a total of six (20.6%) recurrences].
In studies where complete resections were reported, the
rates of recurrence were reported as 0% at 10-year follow-
up in one study®, and 6.2% at 5-year follow-up in another.?

A study by Hjermstad and Helwig* reported a recurrence
rate of 11.1% during a 11-year follow-up of patients with
tailgut cysts, and Gao et al.® reported 17.9% recurrence in
their series of patients with presacral lesions, which are
closer to our findings. In addition to the malignancy of
the initial tumor, complete excision of the lesion and any
involved entity seems to be the most important factor in the
prevention of recurrence.
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The limitations of this study include its retrospective design
that may introduce assessment bias. However, the design
was unavoidable, given the rarity of these tumors. Another
limitation is the fact that radiological results of two patients
could not be obtained, which may reduce the feasibility of
comparisons. The long follow-up duration of patients and
the relatively high number of patients (although from a
single center) are strengths of the study.

Conclusion

Retrorectal tumors are mostly benign. However, total
resection is the only viable treatment course; thus, evaluation
of surgical outcome in terms of approach is an important
topic. The posterior approach was the most preferred
surgical method with relatively shorter LoS. The rarity
of retrorectal tumors leads to a limited number of cases,
especially in single-centered studies. Therefore, multicenter
and prospectively designed studies may be useful for a better
understanding of the characteristics of retrorectal tumors
and may contribute to a better surgical approach.
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Acute Hemorrhagic Incarceration of Prolapsed
Giant Rectal Tubulovillous Adenoma: A Rare Case of
Anorectal Emergency

Prolabe Dev Rektal Tubdlovilloz Adenomun Akut Hemorajik
Inkarserasyonu: Nadir Bir Anorektal Acil Olgusu

® Osman Erdogan?, ® Zafer Teke?, ® ishak Aydin2, ® Ahmet Renciizogullari2

1Cukurova University Faculty of Medicine, Department of Surgical Oncology, Adana, Turkey
2Cukurova University Faculty of Medicine, Department of General Surgery, Adana, Turkey

[HT ABSTRACT I —

Colorectal adenomas are polyps that arise from the mucosa and demonstrate neoplastic features. Increasing dysplasia and malignant potential of
adenomas are related to their size, villous component, and patient’s age. Giant villous polyps of the rectum represent a real potential for an anorectal
emergency. They may be involved in rectal bleeding, obstruction, prolapse, or incarceration. We herein present a case of a 57-year-old man presented
to the emergency department because of an incarcerated transanal prolapse of a giant hemorrhagic tubulovillous rectal adenoma, which caused
clinical symptoms and signs that were mistaken for prolapsed hemorrhoids, and was treated successfully by transanal excision.

Keywords: Rectal polyp, tubulovillous adenoma, prolapse, incarceration, transanal excision

11|z

Kolorektal adenomlar, mukozadan kaynaklanan ve neoplastik ozellikler gosteren poliplerdir. Artan displazi ve malignite potansiyeli, adenomun
boyutu, icerdigi villoz komponent ve hasta yast ile iliskilidir. Dev rektal villoz polipler, gercek bir anorektal acil potansiyeli tasirlar. Rektal kanama,
obstriitksiyon, prolapsus ve inkarserasyona sebep olabilirler. Biz de bu yazimizda acil servisimize basvuran 57 yasinda erkek bir hastada, klinik
semptom ve bulgular prolabe hemoroid ile karisan, basaril bir sekilde transanal eksizyon yaptigimiz, aniisten prolabe olmus inkarsere hemorajik dev
rektal tibilovilloz adenom olgusunu sunmay1 amacladik.

Anahtar Kelimeler: Rektal polip, tubtlovilloz adenom, prolapsus, inkarserasyon, transanal eksizyon

Introduction flexure.! Prolapsing anorectal polyps may mimic benign

Colorectal polyps are classified histologically as either anorectal conditions such as prolapsed hemorrhoids and

neoplastic (which may be benign or malignant), adenomatous
polyps (including serrated adenomatous) or non-neoplastic
polyps (including hyperplastic, mucosal, inflammatory,
and hamartomatous). Adenomatous polyps are found in

cause treatment dilemmas in an emergency setting. This
study aimed to present a patient with acute hemorrhagic
incarceration of prolapsed giant rectal adenomatous polyp
that was treated successfully by transanal excision.

. o .
?pprommgtely 33% of the general populatlon.by age 50 and Case Report
in approximately 50% of the general population by age 70.

Most lesions are less than 1 cm in size, with 60% of people A 57-year-old male patient was admitted to our emergency
having a single adenoma and 40% having multiple lesions. department with an incarcerated hemorrhagic mass

Sixty percent of lesions will be located distal to the splenic protruding from the anal canal. He had a prolapsing rectal
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mass approximately for two years, although he always
refused further
treatment since the mass was relocated spontaneously. On
admission, he did not refer to abdominal pain or diarrhea.
He mentioned chronic constipation and rarely the urgency of
defecation. Physical examination did not reveal abdominal
pain or signs of intestinal obstruction. On rectal inspection
in the lithotomy position, an incarcerated prolapsed mass
of 15 cm in diameter that looked like cauliflower was seen
(Figure 1). The mass was foul-smelling and had a necrotic
surface and erosion. Hemoglobin was 11.7 g/dL, and other
biochemical values were normal. Computed tomography
with oral and intravenous contrast revealed prolapsing
rectum and perirectal fat tissue from the anal canal. The
hemorrhagic polyp protruding from the anal canal was
removed by transanal excision under general anesthesia.
Clean surgical margins were obtained by transanal excision
of the mass and underlying muscular layer as a single piece
(Figure 2). No postoperative complications occurred. The
12x8x5 cm mass was determined in pathologic examination
to be a tubulovillous adenoma with intramucosal carcinoma
(Figure 3). There was no lymphovascular invasion, and the
mass was low-grade and well-to-moderately differentiated.
No further treatment was recommended.

colonoscopic evaluation or surgical

Discussion

Polyps occur in all parts of the colon. There are three main
histologic variants of adenomatous polyps, namely tubular,
villous, or tubulovillous. According to the World Health
Organization criteria, tubular adenomas have less than 25%
villous component, tubulovillous have 25-75%, and villous
have greater than 75%.*> Tubular adenomas are the most
common type of adenoma, followed by tubulovillous and
villous. Tubular adenomas are found with equal distribution
throughout the colon. Villous adenomas have a predilection

Figure 1. Preoperative image of giant rectal tubulovillous adenoma
protruded from the anus

for the rectum. They may be asymptomatic or related to
mucous excretion, diarrhea, electrolyte imbalance, bleeding,
or obstruction.>* Tubular adenomas have <5% of harboring
cancer, while the risk of tubulovillous is 20-25%, and villous
adenomas are 35-40%.°

Polyps are characterized by their size and morphology, which
are two important features that may predict underlying
malignancy and should guide how polyps are managed. They
may be pedunculated (usually tubular or tubulovillous),
sessile (usually tubulovillous or villous), or non-polypoid
(flat or depressed). Small adenomas (<1 cm) are associated
with malignancy in only 1.3% of cases, while adenomas >2
cm harbor malignancy 46% of times. Adenomatous polyps
with mild, moderate, and severe dysplasia are found to have
malignant cells on complete excision of the polyp in 5.7%,
18%, and 34.5% of the time, respectively.! As defined by the
United States National Polyp Study, an advanced adenoma
is one that is 21 c¢m in size or contains high-grade dysplasia
or invasive cancer. Villous change, left-sided location, and
age 260 were also associated with advanced pathologic
features.® Approximately 3% to 5% of adenomatous polyps
harbor invasive carcinoma at the time of diagnosis. If a

g

Figure 3. Microscopic image of rectal polyp stained with hematoxylin
and eosin. Tubulovillous adenoma containing an intramucosal
carcinoma focus (x10)
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polyp containing high-grade dysplasia is completely excised,
the patient may be considered cured. A negative resection
margin has consistently been shown to be associated with
a decreased risk for an adverse outcome (recurrence,
residual carcinoma, lymph node metastases, and decreased
survival). Our patient’s polyp was removed with a negative
resection margin and identified in the pathologic evaluation
as a tubulovillous polyp with intramucosal carcinoma in
the polyp head. There was no invasion of the polyp stalk.
Multiple mechanisms are related to polyps that prolapse
through the anus. It seems that this condition is seen more
often in children because during the first years of life there is
less fat in the ischiorectal fossa, and so there is less pressure
provided for this functional component of the perineum.”#°
Increased straining during bowel movements triggered by
diarrhea, a common condition at this age, may also play a
role.”® In adults, the main predisposing factors for prolapse
include defects or dysfunction of the anal sphincter or
conditions that induce increased intra-abdominal pressure,
such as chronic constipation.’ In our case, the patient
had no apparent alterations in the integrity of the anal
sphincter that predispose to prolapse, but he suffered from
constipation. Although there is no consensus as to how to
treat prolapsed polyps, the options include conservative
treatment, endoscopic resection, or even ultralow anterior
resection.!’ Colonoscopic polypectomy is safe and effective
for the excision of nearly all pedunculated polyps. For
polyps not amenable to polypectomy such as large sessile
villous lesions, surgical resection is recommended.
Fungating, ulcerated, or distorted lesions destroying the
surrounding bowel wall indicate the presence of invasive
cancer and are contraindications to polypectomy. Surgical
resection is also indicated for patients with residual invasive
carcinoma and those at high risk for lymph node metastases
despite complete endoscopic polypectomy. Large villous
adenomas of the rectum may be amenable to transanal local
excision, and this provides complete diagnostic evaluation
for malignancy, and if excised with negative margins (with
other favorable prognostic features), it may be the only
therapeutic procedure needed. In our case, the transanal
polypectomy was successful.

Finally, since patients with anorectal adenomatous polyps
have a well-established increased risk of malignancies,
screening, and surveillance programs are recommended.'
Patients with 3-10 adenomas, any adenoma =1 cm, any
adenoma with villous features, or high-grade dysplasia
should have their next colonoscopy in 3 years provided the
entire polyp was removed in a non-piecemeal fashion.'*
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Melanosis Coli: Case Report

Melanozis Koli: Olgu Sunumu
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[T ABSTRACT -

Melanosis coli is an incidental benign finding characterized by the deposition of dark brown pigment in the colonic mucosa. The cause of this
situation is due to long-term laxative use. We report a female patient who underwent surgery for colon adenocarcinoma and diagnosed as melanosis
coli during histopathological examination.

Keywords: Colon, melanosis coli, tumor

11| O Z

Melanozis koli kolonik mukozanin siyah kahverengi pigmentasyonuyla karakterize benign bir hastaliktir. Uzun sureli konstipasyon yakinmalari olan

olgularda laksatiflerin kullanimi sonucu daha sik izlenmektedir. Biz burada sigmoid kolon tumori nedeniyle opere edilen ve histopatolojik inceleme

sonrasl adenokarsinom ve melanozis koli tanisi alan kadin hastay1 sunmay1 amacladik.

Anahtar Kelimeler: Kolon, melanozis koli, tiimor

Introduction

Melanosis coli is characterized by increased macrophages
localized in the colonic mucosa, with black-brown pigment in
their cytoplasm. It is asymptomatic and is often incidentally
detected during colonoscopic or histopathological
examination.! Histochemically, the intracellular pigment
cross-reacts with Fontana-Masson and is lipofuscin-like.
Ultrastructural studies have shown that this pigment is
formed by the destruction of apoptotic colonic epithelial
cells. Melanosis coli is detected during the investigation of
the causes of constipation due to malnutrition especially in
the elderly. Recently, the incidence has increased as a result
of colonoscopic examinations.'?

Case Report

A 56-year-old woman was admitted to the emergency
department with the complaints of constipation, nausea,
vomiting and abdominal pain, and she was hospitalized

with pre-diagnosis of colon tumor. In the emergency
ultrasonographic examination, abdomen could not be
evaluated due to abdominal gas distension. Computed
tomography revealed that the distended appearance in the
right and descending colon was sharply terminated in the
proximal segment of the sigmoid colon, and that from this
point, it was found that there was significant thickening in
the colon wall, serosa irregularity and dirty appearance in the
paracolic fatty planes along the intestinal segment of 3.5 cm
in length. The patient was operated on with the preliminary
diagnosis of primary colon tumor. Macroscopic examination
of the left column resection material revealed a 2.4x0.8 cm
ulcerous tumor that partially obliterated the lumen. It was
noted that the mucosa remaining proximal to the tumor and
all serosal surfaces were diffuse black-brown except for the
tumor and the distal mucosa (Figure 1). In histopathological
the

adenocarcinoma composed of cribriform adenoid structures

examination of tumor, moderately differentiated

H .
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invading the pericolorectal adipose tissue was seen and
adenocarcinoma metastasis was detected in three of the 13
lymph nodes dissected from the pericolic fat. In the sections
of non-tumoral black mucosal areas, macrophages in the
lamina propria and the presence of black-brown pigment
in the cytoplasm of macrophages were noted (Figure 2a,
b). Histochemical study showed positive staining of these
pigments with Fontana-Masson, while staining with iron
was not observed (Figure 2¢). It was learned that the patient
had a history of laxative use with anthraquinone for three
months in the preoperative period due to constipation.
The patient was diagnosed with “adenocarcinoma” and
“melanosis coli”. Clinical follow-up of the patient who
received six cycles of chemotherapy after the operation
continues.

Discussion

Although there is no clear information about the incidence
of melanosis coli, rates ranging from 1-59.5% have been
reported.*’ It is more common in women as in our case and
in older age."® Pigment can be observed more intensively
in the cecum and ascending colon than in the distal
column.'? In our case, melanosis coli was detected in the

sigmoid colon. The use of laxatives, especially laxatives
containing anthraquinone, is a well-known cause for
melanosis coli. It can usually develop after 4-9 months of
use. With the discontinuation of use, it may recede within

Figure 1. Tumor tissue and diffuse black-brown mucosa proximal to
tumor tissue

months.” It can be seen in varying rates in inflammatory
bowel disease, colonic diverticulum, chronic diarrhea, non-
steroidal anti-inflammatory drug use, colorectal polyps
and tumors.”® It has been reported in the literature that
it is frequently associated with colonic polyps.”® In one
study, it was emphasized that pigment-free polyps were
more easily detected in endoscopic examination because of
the black-brown color of the mucosa.” These polyps may
include adenomatous polyps, which may include carcinoma
focus. Biopsy from the non-pigmented areas in the
recognition and exclusion of these lesions is also among the
recommendations.'® In a study that reported the association
with non-neoplastic polyps that contain pigment, the toxic
effect resulting in the destruction of the apoptotic colonic
epithelial cells was claimed to cause the development of the
colorectal polyps, as well as melanosis coli.® Although no
polyp was detected in our case, it was observed that there
was no macroscopic and microscopic pigment accumulation
in ulcerated tumor tissue in accordance with the literature.
Diffuse black-brown pigment was observed on the mucosa
and serosal surface of the tumor proximal. Melanosis coli is
a benign and reversible lesion. However, the findings in the
studies on whether there is a relationship between colorectal
tumors seen in similar age groups are controversial. In some
of the studies, an increased risk for the tumor was reported
in cases with melanosis coli, while some did not suggest a
relationship.®? In conclusion, as in our case, melanosis coli
can be defined as a lesion that may arise as a result of long-

Figure 2. Macrophage clusters in the mucosa and the presence of black-
brown pigments in the cytoplasm of macrophages [a: hematoxylin and
eosin (H&E), x200, b: H&E, x400). Positive staining with Fontana-
Masson ¢: x200]
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term laxative use in order to correct the changing bowel
habit due to tumor.
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A Rare Complication of Anticoagulant Use: Colonic
Intramural Hematoma-Case Report

Antikoagilan Kullaniminin Nadir Bir Komplikasyonu: Kolonik intramural

Hematom-Olgu Sunumu
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Umraniye Training and Research Hospital, Clinic of Emergency Medicine, Istanbul, Turkey
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ABSTRACT M —

Oral anticoagulants are used in the treatment of cardiac and thromboembolic diseases. Thromboembolic and hemorrhagic complications are seen in

the use of medicine. In this case report, we report the case of colonic intramural hematoma due to warfarin use treated conservatively in the light of

the literature.
Keywords: Anti coagulant, intramural hemotoma, warfarin, case report
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Oral antikoagillanlar, kardiyak ve tromboembolik hastaliklarin tedavisinde kullamilmaktadir. {lacin kullaniminda tromboembolik ve hemorajik

komplikasyonlar gorulmektedir. Bu olgu sunumunda, varfarin kullanimina bagh gelisen konservatif olarak tedavi edilen kolonik intramural hematom

olgusunu literatur esliginde sunmaya amacladik.

Anahtar Kelimeler: Anti koagulan, intramural hematom, varfarin, olgu sunumu

Introduction

Oral anticoagulants are currently widely used in the treatment
of atrial fibrillation, deep vein thrombosis, pulmonary
embolism, hypercoagulability syndromes, and in case of
heart valve replacement. However, the use of anticoagulants
leads to an increased risk of bleeding. The risk of bleeding
is increased by 1-3% for each year of anticoagulant use.!
International Normalized Ratio (INR) monitoring should be
done regularly. Awareness about the use of the drug should
be established to reduce the risk of bleeding. Intracranial,
gastrointestinal, and intraabdominal hemorrhages due to
anticoagulant use can be seen; however, intestinal intramural
hematoma (IMH) is a rare condition. While the incidence of
small bowel IMH with anticoagulant use is estimated to be
1/25.000, colonic IMH is rarer.” In this case report, we aimed

to investigate a case of colonic IMH due to warfarin overdose
presenting with acute abdominal pain.

Case Report

An 89-year-old female patient was admitted to the emergency
department with complaints of abdominal pain and diarrhea
for about two days. It was learned from the anamnesis
that she had a lung mass and used warfarin for deep vein
thrombosis for a month. It was also learned that no laboratory
examination was performed since she started using warfarin.
On admission, the patient’s blood pressure was 95/58 mmHg,
and the pulse was 113 beats/min. On physical examination,
skin turgor and tonus were decreased, and abdominal
tenderness was present. In the rectal examination, the
rectum was empty, and a watery stool without hemorrhage
was observed in the patient’s diaper.
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INR was measured as 14.93, and creatinine was 1.35 mg/
dL. The hemoglobin value as 11.8 g/dL and the hematocrit
was 35.7%. Other biochemical parameters were within
normal limits. Abdominal ultrasonography showed marked
wall thickening in the sigmoid colon. Abdominal computed
tomography showed IMH in the terminal ileum and sigmoid
colon (Figure 1). No intra-abdominal fluid and hematoma
was observed. The INR value decreased to 1.66, and
hemoglobin value was 11.1 g/dL, and hematocrit was 34.9%
after two units of fresh frozen plasma transfusion. After
pain control, the patient was hospitalized. Anticoagulant
treatment was stopped. After 24 hours of follow-up, low-
molecular-weight heparin therapy was initiated. The patient
was discharged after two days without pain.

Gastrointestinal system IMHs develop spontaneously or
due to blunt trauma. The cases caused by blunt trauma are
usually in duodenum due to the anatomic location of the
retroperitoneum.’ In the literature, IMH was first described
by McLauchlan in 1838 at the level of the duodenum.’
Spontaneous hematoma cases are caused by anticoagulant
use or bleeding disorders. It is thought that 36% of all
gastrointestinal IMHs are due to anticoagulant use.> IMHs
occur with different symptoms and signs, depending on
the level of the gastrointestinal system. Gastric IMH may
present as an infrequent complication of anticoagulant use
with upper abdominal pain and vomiting with or without
hemorrhage.* A duodenal IMH may present with clinical and
laboratory findings of jaundice and/or acute pancreatitis.*’
The patients can admit with obstruction at the level of the
small intestine and colon.® In addition, abdominal pain is
the most common symptom.” Our patient was admitted
with abdominal pain and diarrhea. In patients with IMH,
hemorrhage is frequently caused by slowly bleeding vessels
at the submucosal level. In the presence of anticoagulant

toxicity, the increased wall thickness in the gastrointestinal

Figure 1. Abdominal computed tomography

*Intramural hematoma in the sigmoid colon

tract on computed tomography is characteristic.® Diagnosis is
difficult without advanced radiological imaging. Cases with
diagnostic laparotomy have been described in the literature.®
The first thing that should be done in the treatment of IMH
is to stop anticoagulants and to give fresh frozen plasma and
vitamin K to correct coagulation parameters. Conservative
treatment is the primary treatment approach, but surgical
treatmentshould be performed in the presence of obstruction,
necrosis, or signs of peritonitis.” In patients undergoing
laparotomy, a diversion stoma is a treatment option.® The
complete resolution of the hematoma is between 10 days
and two months. The anticoagulants should be initiated after
the complete resolution of the hematoma. If anticoagulant
use is required, low molecular weight heparin should be
preferred, as in our case. Recurrence of hematoma has been
reported in patients in whom anticoagulant treatment is
initiated without complete resolution of the hematoma.’
In conclusion, IMH is a rare complication of anticoagulant
use. Although these cases present with acute abdomen or
mechanical intestinal obstruction, they should be treated
conservatively.
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Fournier’s Gangrene
Fournier Gangreni
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[T ABSTRACT -

Fournier’s gangrene is a disease of the perineal, genital or perianal regions characterized by necrositic fasciitis due to synergistic polymicrobial
infection. Fourteen patients diagnosed with Fournier’s gangrene between 2009-2018 in our clinic were evaluated retrospectively. All patients were
admitted to the emergency department or outpatient clinic of our hospital. The mean age of the patients was 58.6 (37-81) years. Diabetes mellitus
(42%) and hypertension (42%) were the most common comorbidities in our patients with Fournier’s gangrene. Surgical debridement of necrotic
tissues, broad-spectrum antibiotic therapy and nutritional support were applied to all patients. In the second session, reconstructive surgery was
performed to repair the wound defect in 3 patients, hyperbaric oxygen therapy in 8 patients, negative pressure dressing in 5 patients, diversion
colostomy in 3 patients. Mortality rate was 7% (1 patient). In conclusion, Fournier’s gangrene is a serious disease which is seen rarely in the
emergencies of general surgery and urology clinics but has high mortality due to its insidious clinic.

Keywords: Debridement, Fournier’s gangrene, necrositic fasciitis
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Fournier gangreni perineal, genital veya perianal bolgelerin, sinerjistik polimikrobiyal enfeksiyonuna bagh gelisen nekrozitan fasitisi ile karakterize
bir hastaligidir. Klinigimizde 2009-2018 tarihleri arasinda, Fournier gangreni tanis1 konulan 14 hasta retrospektif olarak degerlendirildi. Hastalarin
tamami ilk basvuruda hastanemiz acil servisine ya da poliklinige basvuran hastalardi. Ortalama yas1 58,6 (37-81) yil olan olgularimizin ikisi kadn,
digerleri erkekti. Fournier gangreni olgularimizda en sik yandas hastaliklar diabetes melitus (6 hasta %42) ve hipertansiyon (6 hasta %42) idi.
Nekrotik dokularin cerrahi debridmani, genis spektrumlu antibiyotik tedavisi ve niitrisyonel destek biittin hastalara uygulanirken; yara defektini
onarmak icin ikinci seansta rekonstriiktif cerrahi girisim 3 hastaya, hiperbarik oksijen tedavisi 8 hastaya, negatif basinch pansuman 5 hastaya,
diversiyon kolostomisi 3 hastaya uygulandi. Mortalite oran1 %7 (1 hasta) olarak bulundu. Sonuc olarak Fournier gangreni, genel cerrahi ve troloji
kliniklerinin acillerinde nadir gorulen, ancak sinsi klinigi nedeniyle ytiksek mortaliteye sahip, acil cerrahi girisim gerektiren ciddi bir hastaliktir.
Anahtar Kelimeler: Debridman, Fournier gangreni, nekrotizan fasiit

Introduction summarized as synergistic necrotizing fasciitis resulting in

Fournier’s gangrene, first described in 1883 by Jean Alfred the thrombosis of small subcutaneous vessels of suppurative

Fournier, is an acute and potentially lethal necrotizing bacterial infection of the anorectal, perineal, or genitourinary

fasciitis involving the skin and soft tissues of the scrotum, regions, leading to the development of gangrene in the skin.'*

perineum and even the abdominal wall.! Risk factors for this ~ With the developing inflammatory reaction, local infection
disease include senility, diabetes, alcoholism, malignancy is rapidly spreading to deep fascial layers. This rapidly
and immune system suppression.? The most common Spreading infection characteristically causes obliterative
causes of the disease are anorectal infections, genitourinary —endarteritis, leading to cutaneous and subcutaneous vascular
infections or local injuries to the perineal and genital thrombosis and tissue necrosis.* Because facial necrosis can
skin.> The pathology of Fournier’s gangrene can be briefly progress 2-3 cm per hour, it is very important to make the
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diagnosis early.’ In this study, we evaluated 14 patients with
Fournier’s gangrene in terms of etiology, treatment efficacy,
morbidity and mortality factors by considering the literature
data.

Case Report

The records of 14 patients who underwent emergency
surgical debridement and broad-spectrum combined
antibiotic treatment for Fournier’s gangrene in our clinic
between 2009 and 2018 were retrospectively reviewed. The
duration of the disease until the admission, anamnesis and
physical examination findings, routine laboratory tests,
surgical debridement technique, antibiotic treatment, co-
morbid diseases, microorganisms growing in infection site
swabs, length of hospitalization and location of the lesion
were evaluated. Patients undergoing hyperbaric oxygen
therapy (HBO) and negative pressure dressing were noted.
Fournier Gangrene Severity Index (FSGI), laboratory risk
indicator (LRINC) for necrotizing fasciitis and Uludag FSGI
(UFSGI) scores were also calculated. Surgical debridement
was applied to all patients under operating room conditions.
Surgical debridement was performed by including some
intact tissue in the demarcation line detected by inspection
and palpation between erythematous-edematous or necrotic
tissue and intact tissue.

The mean age of the patients was 58.6 (37-81) years. There
were two women and the remaining patients were men.
The co-morbidities were diabetes mellitus in six patients,
hypertension in six patients, chronic renal failure in one
patient, schizophrenia in one patient, Chronic Obstructive
Pulmonary disease in one patient and gout in one patient
(Table 1). Seven patients were smoking and two patients
were drinking alcohol. Redness, swelling and pain were
common complaints in the lesion area (Figure 1). The mean
duration between the onset of complaints and admission
was 4.4 days (range=2-15 days). Physical examination
revealed necrosis in perianal region in nine patients, in right
inguinal region in one patient, in right gluteal region in

Table 1. Co-morbid diseases

Diabetes mellitus 6
Hypertension 6
Chronic renal failure 1

Chronic obstructive pulmonary disease 1
Gout 1

Schizophrenia 1

«

Figure 1. Fournier’s gangrene due to swelling and redness after perianal
abscess drainage

one patient, extending from perianal region to scrotum in
one patient, extending from perianal region to right gluteal
region in one patient and extending from perianal region to
right gluteal region and right medial thigh in one patient.
Laboratory findings revealed a leukocyte number of 36880
in one patient, 28000 in one patient, 22000 in one patient
and 20150 in one patient, while leukocyte count was below
15000 in other patients. Alanine aminotransferase level was
eight times higher than normal, aspartate aminotransferase
level was three times higher than normal and bilirubin level
was two times higher than normal in the patient with 28000
leukocytosis. Fasting blood glucose level was 558 mg/dL in
one of the two patients with diabetes mellitus and 427 mg/
dL in the other. The patient who had fasting blood glucose
of 181 mg/dL and did not know that he/she had diabetes
mellitus was diagnosed during the diagnosis of Fournier’s
gangrene. Microbiological examination of tissue swab
samples obtained during surgical debridement revealed
Escherichia coli in two patients, Proteus mirabilis in one
patient and Morganella morgagnii in one patient. There was
no growth in the cultures taken from five patients and no
culture was obtained from the remaining five patients. After
emergency large surgical debridement (Figure 2), the vital
functions of the patients returned to normal with the use
of broad-spectrum antibiotics; however, one patient died
due to sepsis and our mortality rate was 7%. An 81-year-old
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female patient with mortality was admitted to our clinic 3
days after the onset of her complaints. She had comorbidities
such as diabetes mellitus, hypertension and chronic renal
failure. The patient underwent debridement and sigmoid
loop colostomy. Despite broad-spectrum antibiotherapy
and intensive care follow-up, sepsis-related mortality was
observed on postoperative seventh day. At the time of
admission, the patient’s FSGI score was 14, the UFSGI score
was 16, and the LRINC score for necrotizing fasciitis was 9.
In the second session, reconstructive surgery was performed
to repair the wound defect in three patients. HBO was added
to eight patients, negative pressure dressing to five patients,
and diversion colostomy to three patients. Transverse loop
colostomy was performed in one patient and sigmoid loop
colostomy was performed in two patients with diversion
colostomy. The mean duration of negative pressure dressing
was 18 days (range=9-26). Treatments and blood glucose
regulation of diabetic patients were provided by endocrine
clinic. FSGI, LRINC and UFSGI scoring systems that
evaluate mortality in patients with Fournier’s gangrene
were calculated individually for our patients. The mean
FSGI score was 5.2 (range=1-14), the LRINC score was 5.3
(range=2-9), and the UFSGI score was 7.8 (range=1-16).
The mean hospitalization was 17 (range=3-37) days.

Discussion

Despite the development of various treatment modalities,
antibiotic therapy and intensive care follow-up, Fournier’s

Figure 2. The patient who underwent debridement for Fournier’s
gangrene

gangrene is still a fatal disease with a mortality rate of
20-50%.°" In our case series, the mortality rate was 7%.
Compared to a recent review of 51.8 years (range=47-63),
our patients were quite old with a mean age of 58.6 years
(range=37-81).% Diabetes mellitus is the most commonly
reported comorbidity associated with this disease.® In our
case series, six (42%) of 14 patients had diabetes mellitus. The
prevalence of diabetes mellitus in patients with Fournier’s
gangrene varies between 50% and 70%.'° Patients with
diabetes mellitus are generally known to be more susceptible
to infections. Although diabetes mellitus increases the risk
of Fournier’s gangrene, the effect of glycemic regulation on
treatment remains controversial. Laor et al.'* showed that
although diabetes contributes to the formation of Fournier’s
gangrene, it does not affect treatment outcomes. However,
Laor et al.'! reported that seven of the 30 patients with
Fournier’s gangrene had chronic renal failure and six of
these resulted in death. They also stated that chronic renal
failure is a determining factor affecting treatment outcomes.
Only one of our patients had chronic renal failure. Alcohol
and smoking have also been shown to be associated with
Fournier’s gangrene.'> Of our patients, seven (50%) were
smoking and two (14%) were drinking alcohol. The common
denominator of all concomitant risk factors is deterioration
of the immune resistance in the organism due to decreased
cellular immunity.! Palmer et al.”’ reported that the location
of necrosis in Fournier’s gangrene affected the outcome of
treatment. In our patients, necrosis was observed in perianal
region in nine patients, in right inguinal region in one
patient, in right gluteal region in one patient, extending
from perianal region to scrotum in one patient, extending
from perianal region to right gluteal region in one patient
and extending from perianal region to right gluteal region
and right medial thigh in one patient. The bacteria isolated
in Fournier’s gangrene are those that form the normal skin
and mucosal flora of the urogenital and perianal regions.
These colonizations are often polymicrobial and generally
include both aerobic and anaerobic microorganisms.'*
E. coli, Klebsiella, Staphylococcus, Streptococcus, Proteus,
Pseudomonas, Bacteroides and Clostridium spp. are the most
common microorganisms.' In our patients, microbiological
examination of tissue swab samples obtained during surgical
debridement revealed E. coli in two patients, P. mirabilis in
one patient and M. morgagnii in one patient.

The main principles of treatmentare aggressive hemodynamic
stabilization, parenteral broad-spectrum antibiotics and
emergency surgical debridement. However, early surgical
debridement is the mainstay of this combined treatment.
Necessary debridements are performed by applying a series
of re-explorations every 24-48 hours. They are very useful
in controlling the extent of necrosis. It has been reported



Guilsen et al.
Fournier’s Gangrene 209

that this requires an average of 3.5 debridement procedures
per patient.'® In our case series, a mean of 2.2 debridement
was performed per patient. Urinary and fecal diversion may
be necessary to protect the wound from contamination.
Although there is no general consensus on colostomy, it
is recommended to apply if there is extensive sphincter
damage or large perineal wounds.!” Fecal diversion was
achieved by colostomy in three patients in our study.
One of them was transverse loop colostomy and two were
sigmoid loop colostomies. Transverse loop colostomy was
performed during the first operation. The other two sigmoid
loop colostomies were performed in the first session after
debridement. Urinary diversion was achieved by suprapubic
catheterization in two of our patients.

As a result of aggressive surgical debridement, the common
result is large tissue defects. Therefore, wound care is an
important part of treatment in Fournier’s gangrene.'® The
final step in the treatment of Fournier’s gangrene is the
closure of a large wound defect. Most cases, especially
small defect wounds, simply heal secondary. For defects
that are slightly larger, primary closure may be sufficient.
However, the most commonly used and preferred method
for large defect wounds is skin grafts.'® Four of our patients
underwent primary closure (Figure 3) and three patients
underwent grafting. The remaining seven patients were left
for secondary recovery. Vacuum-assisted closure (VAQC),
which has gained popularity in recent years, has accelerated
wound healing and contributed significantly to this highly

Figure 3. Primary closure after debridements and hyperbaric oxygen
therapy for Fournier’s gangrene

troubled period of patients with minimal skin defects.!” We
used VAC treatment in five patients. It has been reported that
HBO treatment reduces systemic toxicity, limits necrosis and
reduces mortality with surgery and antibiotherapy.'® HBO
was used in eight of our patients. The use of HBO treatment
may have played a role in our low mortality rate. The course
of the disease is often difficult to predict. Laor et al."! found
FGSI by adapting the Acute Physiological and Chronic
Health Assessment II score in relation to the prognosis of
the disease.'” The authors showed that FGSI score predicts
mortality of 75% and survival of 78%. The FGSI score, which
arouses great interest in the literature, is a valid and effective
score widely used in many studies to determine the clinical
outcome of the disease. In our study, the mean FSGI was
found to be 5.2 (range=1-14). In the study of Yilmazlar's,
by combining FSGI, age and dissemination, they predicted a
mortality rate of 94% and a life expectancy of 81% in a series
of 80 cases using a scoring system called the UFSGI score.
In our study, UFSGI was found to be 7.8 (range=1-16).
LRINC is another scoring system used to evaluate mortality
and morbidity in Fournier’s gangrene. It is calculated over
laboratory values. The mean LRINC value in our patients
was 5.3 (range=2-9). Cases with LRNIC values below 6 were
considered as low risk. In conclusion, this life-threatening
disease requires caution even in very small lesions of the
perianal and wurogenital regions. Fournier’s gangrene
should be suspected in patients presenting with complaints
about this region. Early intervention is vital in these cases
and extensive surgical debridement should be performed
immediately. A multidisciplinary approach with general
surgery, urology, gynecology and plastic surgery is required
in this disease where extensive surgical debridement is the
basis of treatment.
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