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Accessory Nerve Root and Associated Dural Injury 
Incidences Encountered During Lumbar Microdiscectomy
Lomber Mikrodiskektomi Esnasında Rastlanan Aksesuar Sinir Kökü ve Dural Yaralanma Sıklığı

Șeyho Cem Yücetaș1, Can Hakan Yıldırım1, Mehmet Bülent Balioğlu2, Yusuf Ehi3, Ahmet Faruk Soran4, 

Aytaç Akbașak1
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Tel. 0 474 225 21 06 Email. seyhocem@hotmail.com
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ABSTRACT
AIM: We aimed to fi nd the incidence of accessory nerve roots and 
their respective sites encountered intraoperatively during lumbar 
microdiscectomy operations, and to draw attention to the fi ndings 
associated with the presence of accessory nerve roots.

METHODS: This study was conducted by retrospective analysis of 
the records of patients (N=820) who were operated by the method 
of microdiscectomy in three medical centers between April 2010 
and August 2013. Cases that indicated surgery upon neurological 
and radiological examinations were included in the study. In the 
study, accessory nerve root abnormalities and the related dural 
tears or nerve root injuries were assessed.

The variables of sex, presence of accessory roots and dural injury 
were used as independent variables to analyze the other variables.

RESULTS: Accessory nerve root anomaly was detected in 22 (3%) 
of 820 operated patients. L4-5 was the most frequent level for her-
nia formation and followed by L5-S1 level. The hernia side, as right 
or left, did not signifi cantly differ at any level (p>0.05).

L5-S1 space was the most frequent site for accessory nerve roots 
and followed by L4-5 space. However, the frequency of right or left 
side location of the accessory nerve roots were not different at any 
lumbar disc level (p>0.05).

The presence of an accessory nerve root increased the chance of 
dural tear injury. Female gender, independent from the presence 
of an accessory nerve root, was a risk factor for dural tear injury.

CONCLUSION: The accessory nerve root is most frequently 
observed at the L5-S1 disc level and its presence increases the 
chance of dural injury. In addition, female gender is an indepen-
dent risk factor for dural injury.

Key words: accessory nerve root; dural tear; lumbar disc herniation; 
microdiscectomy

Kafkas J Med Sci 2014; 4(2):45–50  •   doi: 10.5505/kjms.2014.83702

ÖZET

AMAÇ: Çalıșmadaki amacımız lomber mikrodiskektomi girișimleri 
sırasında intraoperatif olarak karșılașılan aksesuar sinir kökü görül-
me ve yerleșim yeri sıklığı sonuçlarımızı sunmak ve aksesuar root 
varlığına ilișkin bulgulara dikkat çekmektir.

YÖNTEM: Bu çalıșma Nisan 2010 ile Ağustos 2013 tarihleri ara-
sında mikrodisektomi yöntemiyle opere olan, üç merkezdeki hasta-
ların (N=820) kayıtlarının retrospektif olarak incelenmesiyle yapıldı. 
Çalıșmaya nörolojik ve radyolojik muayeneler sonucu operasyon 
endikasyonu konulan olgular dahil edildi. Çalıșmada aksesuar sinir 
kökü anomalisi ve buna bağlı dura veya sinir kökü yaralanma oran-
ları incelendi.

Cinsiyet, aksesuar sinir kökü ve dura yaralanması varlığı, diğer değiș-
kenleri incelemek üzere bağımsız değișkenler olarak kullanıldı.

BULGULAR: Lomber aksesuar sinir kökü anomalisi opere edilen 
820 hastanın 22’sinde (%3) tespit edildi. L4-5 disk hernisi formas-
yonunda en çok rastlanan seviye olup, ikincisi ise L5-S1 seviye-
siydi. Disk hernisinin sağ ya da sol tarafta olması, hiçbir seviyede 
dikkate değer bir farklılık olușturmamıștır (p>0,05).

Aksesuar sinir köklerinin en sık rastlanıldığı yerleșim yeri L5-S1 
boșluğu olmuștur ve ikinci olarak L4-5 gelmektedir. Ancak aksesu-
ar sinir köklerinin sağ ya da sol tarafta yerleșim sıklığı, hiçbir lomber 
disk seviyesinde farklı olmamıștır (p>0,05).

Aksesuar sinir kökü varlığı, dura yaralanması ihtimalini arttırmıștır. 
Aksesuar sinir kökü varlığından bağımsız olarak cinsiyetin kadın ol-
ması, dura yaralanmalarında bir risk faktörü olmuștur.

SONUÇ: Aksesuar sinir kökü en sık L5-S1 disk aralığındadır. 
Aksesuar kökün varlığı, dura yaralanması ihtimalini arttırmaktadır. 
Ayrıca cinsiyetin kadın olması, dura yaralanmaları için bağımsız bir 
risk faktörüdür.

Anahtar kelimeler: aksesuar sinir kökü; dura yırtılması; lomber disk hernisi; 
mikrodiskektomi
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Introduction

Disc herniation is the general name given to the medi-
cal condition presenting itself as a pathology that dis-
torts the shape and content of the discus interverte-
bralis due to reasons other than infection or tumor1. 

Lumbar disc herniation is most frequently observed in 
the L4-5 level. Currently, surgical therapy is typically 
carried out by microdiscectomy; however many other 
surgical methods are also used2,3.
Although it is rare, the accessory nerve roots may be 
encountered intraoperatively during lumbar disc sur-
gery and they are hardly defi ned before surgery by us-
ing magnetic resonance imaging (MRI) and computer-
ized tomography (CT) modalities4.
Lumbosacral nerve root abnormalities are classifi ed 
under fi ve or six groups5. Awareness of an accessory 
nerve root abnormality reduces intraoperative injuries6. 
During surgery, certain complications may develop such 
as dural tear, nerve root injury and vascular injuries 
which are mostly due to anatomical variations or intra-
operative diffi  culties of the exploration of the surgical 
fi eld1,7. Th e demonstration of a conjoined nerve root ab-
normality within the operation fi eld during lumbar mi-
crodiscectomy reduces dural tears or nerve root injuries4.
In this study, we aimed to fi nd the incidence of acces-
sory nerve roots and their respective sites encountered 
intraoperatively during lumbar microdiscectomy oper-
ations, and to draw attention to the fi ndings associated 
with the presence of accessory nerve roots.

Methods

Th is retrospective study was conducted by the exami-
nation of the records of patients who underwent sur-
gery in the brain and nerve surgery clinics of the Kafk as 
University School of Medicine, Harran University 
School of Medicine and the Adıyaman Training and 
Research Hospital. Before the examination of the 
fi les, the local medical ethics committees approved the 
study and the necessary approvals were also obtained 
from related institutions.
Th e population of the study consisted of patients indi-
cated with operation as a result of neurological and ra-
diological examinations. For sampling, the data of 820 
patients who underwent microdiscectomy due to lum-
bar herniation between April 2010 and August 2013 
in the three hospitals were used.
Patients with previous multiple operations at the same 
level, total or unilateral partial laminectomy, scoliosis 

or congenital vertebral abnormality were excluded. 
Discectomies secondary to trauma were also excluded.
All patients had had MRI examinations preoperatively 
and some of them had had additional CT imaging ex-
amination whereas it had been necessary. All patients’ 
extruded or sequestered discs had been detected pre-
operatively by using MRI or CT imaging (Figures 1,2).
Study variables included demographics of the partici-
pants, the existence of accessory nerve root detected 
during microdiscectomy (Figure 3), the level and side 
of the accessory nerve root and the complication of du-
ral tear.
Statistical analysis was performed by using SPSS 
21.0 package program for windows (Chicago, USA). 
Constant variables were shown as mean±standard de-
viation whereas categorical variables were shown with 
median values. Th e incidences of accessory root and 
their locations, and the development of dural tear were 
evaluated using Chi-square test. Gender, presence/
absence of accessory nerve root and presence/absence 
of dural injury were used as independent variables to 
analyze the other variables. Variables with normal 
and non-normal distribution were compared with in-
dependent samples of Student t and Mann Whitney 
tests, respectively. Correlation analysis among variables 
was performed by using Pearson’s correlation test. A p 
value of <0.05 was considered signifi cant.

Results

A total of 820 discectomy cases were evaluated. Of the 
included patients 440 and 380 were females and males, 
respectively. Th e youngest patient was 19 years old 
whereas the oldest one was 65 years old; the mean age 
of the patients was 42.6 years.
Lomber disc hernia localization levels were classifi ed 
according to the intervertebral disc spaces as: L1-2, 
L2-3, L3-4, L4-5 and L5-S1 (Table 1). L4-5 was the 
most frequent level for hernia formation and followed 
by L5-S1 level. Th e hernia side, as right or left , did not 
signifi cantly diff er at any level (p>0.05).
L5-S1 space was the most frequent site for accessory 
nerve roots and followed by L4-5 space (Table 2). 
However, the frequencies of right or left  side location 
of the accessory nerve roots were not diff erent at any 
lumbar disc level (p>0.05).
All patients had preoperative motor and sensory loss. 
Lower leg was involved in four patients with conjoined 
nerve and in 15 patients without conjoined nerve. 



47

Kafkas J Med Sci

Urinary incontinence was observed in three of the pa-
tients who had an accessory nerve root and in 13 of the 
patients, who did not. Cauda equina fi ndings were ob-
served in fi ve patients, who did not have accessory nerve 
root and in one patient with an accessory nerve root.

Female and male patients were compared by using the 
variables of age, lumbar hernia level, left  and right sid-
ed hernia, presence of accessory nerve root and occur-
rence of dural tear injury (Table 3). Dural tear injury 
was signifi cantly higher in female patients (p<0.05), 

Figure 2. T2A axial MRI. L5-S1 lumbar disc herniation.Figure 1. T2A sagittal MRI. L5-S1 lumbar disc herniation.

Figure 3. Intraoperative view of the accessory nerves.
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Table 1.  Distribution of operated disc hernias at the lumbar region

Lumbar disc level

Right sided (n=413) Left sided (n=407)

n % n % p*

L1-2 3 0.7 4 0.9 0.705

L2-3 12 3 8 2 0.371

L3-4 28 7 26 6 0.785

L4-5 222 53.7 197 48.4 0.222

L5-S1 148 36 172 42.3 0.180

*X2 test

Table 2.  Distribution of accessory nerve roots at the lumbar region

Lumbar disc level

Right sided (n=13) Left sided (n=9)

n % n % p value*

L1-2 0 0 0 0 n/a

L2-3 0 0 0 0 n/a

L3-4 1 8 0 0 0.335

L4-5 2 15 3 33 0.559

L5-S1 10 77 6 77 0.182

*Mann Whitney Test

Table 3. Comparison of study findings according to the independent variables of gender, presence of accessory nerve root and presence of dural injury

Female patients (n=440) Male patients (n=380) p value

Age, year 42.7 ± 12.6 42.5 ± 13.5 0.888*

Hernia disc level L4-5 L4-5 0.873**

Right side hernia,  % 48 53 0.228**

Left side hernia,  % 52 47 0.228**

Accessory root, % 3 2 0.605**

Dural injury, % 6 2 0.018**

Accessory nerve root present (n=22) Accessory nerve root absent (n=798)

Female patients, % 59 54 0.605**

Male patients, % 41 46 0.605**

Age, year 44.5 ± 12.2 42.6 ± 12.9 0.489*

Hernia disc level L5-S1 L4-5 0.002**

Right side hernia,  % 59 50 0.407**

Left side hernia,  % 41 50 0.407**

Dural injury, % 27 4 <0.001**

Dural injury occured (n=34) Dural injury did not ocur (n=786)

Female patients, % 74 43 0.012*

Male patients, % 26 47 0.012*

Age, year 41.4 ± 12.6 42.7 ± 12.9 0.577*

Hernia disc level L4-5 L4-5 0.472**

Right side hernia,  % 56 50 0.511**

Left side hernia,  % 44 50 0.511**

Accessory root, % 18 2 <0.001**

*Independent samples Student t test, **Mann Whitney test
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retrospective study and some variables could not be 
analyzed. For example, the lack of variables of patients’ 
height and weight kept us from analyzing the diff er-
ences between female and male patients. Probably the 
shorter female patients had narrower intervetebral disc 
spaces, which made the surgical exposure harder. Th us, 
it is hard to demonstrate whether the higher injury rate 
resulted from the female gender or narrower interver-
tebral disc spaces.

Comparison with previous studies

Lumbar disc herniation was defi ned by Mixer and Barr 
in 1934. In their lifetime, about 80% of the adult pop-
ulation experiences an episode of backaches that aff ect 
their functionality and some of these episodes are re-
lated to disc conditions1,8.

Many methods are used in the diagnosis of lumbar 
disc herniation, but currently, the mostly preferred 
methods are MRI and CT imaging4,9,10. Lumbar disc 
herniation typically develops in L4-5 and L5-S1 lev-
els and in less than 5% of the instances, it develops 
in other regions11. In our patients, the distribution of 
sites was similar, in that approximately 90% developed 
in L4-5 and L5-S1 levels. Patients may present with 
radicular pain, motor and sensory loss, refl ex changes, 
urinary and fecal incontinence and cauda equina syn-
drome fi ndings8,12. In all patients we operated, there 
was motor and sensory loss. Th e lower part of the leg 
was involved in 4 cases with an accessory nerve root 
and in 15 cases without an accessory nerve. Urinary 
incontinence was detected in six patients and three of 
them had conjoined nerve root. Cauda equina fi nd-
ings were detected in one case with accessory nerve 
root whereas in fi ve cases without. Motor and sensory 
examinations were conducted in all patients preoper-
atively8. In our study, we examined all patients with a 
preoperative Lasègue test and a femoral nerve crossed 
straight-leg-raise test.

In lumbar disc herniations, treatment is classifi ed under 
two headings, namely conservative and surgical meth-
ods13,14. Various surgical methods are employed in lum-
bar disc herniations1. We opearated all of our patients 
by using the conventional microdiscectomy method. 
During this kind of surgery, nerve root abnormali-
ties may be encountered15. Some authors separated ac-
cessory nerve root abnormalities into three, fi ve or six 
groups5,6. Th e most commonly used is the Neidre and 
MacNab classifi cation. Lumbosacral nerve root abnor-
malities were observed in 46 patients out of a total of 

however other variables did not diff er signifi cantly 
between female and male patients (p>0.05).

Th e patients with or without an accessory nerve root 
were compared with each other by using the variables 
of gender, age, lumbar hernia level, left  and right sid-
ed hernia, and occurrence of dural tear injury (Table 
3). Lumbar hernia level was signifi cantly lower in 
patients with an accessory nerve root in comparison 
with the patients without an accessory nerve root 
(p<0.05). However, other variables were not aff ected 
by the presence or absence of an accessory nerve root 
(p>0.05).

Operations complicated with a dural tear injury were 
compared with operations without a complication by 
using the variables of gender, age, lumbar hernia level, 
left  and right sided hernia, and presence of an acces-
sory nerve root (Table 3). Dural tear injury was signifi -
cantly higher in female patients and in patients with an 
accessory nerve root (p<0.05). However; age, lumbar 
hernia level and side did not diff er in operations com-
plicated or not with a dural tear injury (p>0.05).

Correlation analysis showed that the chance of pres-
ence of an accessory nerve increased in lower lumbar 
hernias and presence of an accessory nerve root in-
creased the chance of a dural injury (p<0.05).

Discussion

Principal fi ndings
Our study fi ndings suggested that accessory nerve 
roots were encountered in lower level lumbar hernias, 
particularly the hernias involving L4-5 and L5-S1. 
Th e presence of an accessory nerve root increased the 
chance of dural tear injury and female gender indepen-
dent from the presence of an accessory nerve root was 
a risk factor for dural tear injury.

Strengths and limitations
To our knowledge, this is the fi rst study including such 
a large sample of 820 patients. In addition, our study 
population included patients from three diff erent 
centers located in diff erent cities. Although, the study 
population included only the symptomatic patients, 
the relation of the presence of an accessory nerve root 
and intraoperative dural injury is also important in this 
population.

Although our study included 820 operations per-
formed with microdiscectomy technique, it was a 
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2123 patients in the study conducted by Posthaccini et 
al., and these abnormalities were divided into fi ve class-
es5. According to the Neidre and MacNab classifi cation, 
nerve root abnormalities were divided into six groups6. 
Berta et al. detected conjoined nerve root abnormalities 
in four out of 80 patients16. In the study conducted by 
Taghipour et al., conjoined nerve root abnormality was 
most frequently observed in L4–5 level17. In our study, 
conjoined nerve root abnormality was detected in 22 
out of 820 patients and mostly in L5-S1 level with 16 
patients.

Although microdiscectomy is the best surgical method, 
complications at a rate of 2–14% have been reported. 
Th ese complications include instability of spinal liga-
ments and spinal muscles during laminectomy, facet 
deformation, spinal dural tears and root injuries18,19. In 
a study conducted by Leunge, dural tears were detect-
ed in two patients out of a total of 40 patients7. In our 
study, dural injury or dural tear were experienced in 28 
patients (3.41%) with no accessory nerve root and in 
6 patients (27.27%) with accessory nerve root. Th ese 
were treated using appropriate methods. Th e rate of 
dural tear or root injury during surgery was found to 
be higher and more signifi cant in patients with an ac-
cessory nerve root.

As a conclusion, during lumbar microdiscectomy op-
erations, accessory nerve roots were most frequently 
observed at the lower segments including L4-5 and 
L5-S1 levels, and the dural tears and nerve root inju-
ries were higher than the normal group. Accordingly, 
we wish to emphasize that during lower segment disc 
herniation operations, special attention to the acces-
sory nerve root will be useful in preventing dural tears 
and root injuries.
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ABSTRACT
AIM: The aim of our study was to determine the relationship be-
tween patients’ limitations and symptoms after acute coronary 
syndromes and quality of life, anxiety and depression levels.

METHODS: The universe of the research consisted of 245 pa-
tients who applied to the cardiology clinic of Kahramanmaraș State 
Hospital and who received treatment. Data were collected by us-
ing the Cardiovascular Limitations and Symptoms Profi le, and the 
Quality of Life, Anxiety and Depression Scales. Percentage, mean, 
Pearson and Spearman correlation analyses were used during 
data assessment.

RESULTS: The mean of the patients’ age was 60.58±11.81 years, 
68.6% of the patients were male, and 56.3% had experienced acute 
myocardial infarction. The patients experienced moderate level of 
limitations in physical and social functions (16.64±4.46), minor level 
of limitations in activities within the home (women: 3.05±1.41; men: 
3.23±1.40), and moderate level of concerns (8.65±2.63). Statistically 
signifi cant correlations were found between limitations and symp-
toms, and the parameters of quality of life, anxiety and depression.

CONCLUSION: The limitations and symptoms of the patients ex-
perienced after acute coronary syndromes are affective on quality 
of life, anxiety and depression.

Key words: acute coronary syndromes; limitations and symptoms; quality of 
life; anxiety; depression

ÖZET
AMAÇ: Çalıșmamızın amacı, akut koroner sendromlar sonrası has-
taların kısıtlılık ve semptomları ile yașam kalitesi, anksiyete ve dep-
resyon düzeyleri arasında ilișki olup olmadığını belirlemektir.

YÖNTEM: Araștırmanın evrenini, Kahmanmaraș Devlet Hastanesi 
kardiyoloji kliniğine bașvurarak tedavi gören akut koroner sendrom 
geçirmiș 245 hasta olușturdu. Veriler Kardiyovasküler Kısıtlılık ve 
Semptomlar Profili, Yașam Kalitesi, Anksiyete ve Depresyon Ölçekleri 

Kafkas J Med Sci 2014; 4(2):51–56  •   doi: 10.5505/kjms.2014.28863

Introduction

Improvements of the outcomes of coronary artery dis-
eases (CAD), thus acute coronary syndromes (ACSs), 
led to higher survival rates and longer life expectancy. 
Increase in lifetime necessitates patients’ compliance to 
the disease state and the patient has to face with new 
onset physical, psychological, social and economic 
problems.

Post-ACS symptoms and complications limit patients’ 
physical, emotional and social functions, and decrease 
their sense of satisfaction and quality of life1. Aft er 
myocardial infarction (MI) individuals experience 
anxiety, fatigue, irritability, impairment of concentra-
tion, and sleep problems. Patients’ quality of life is re-
duced in association with loss of personal control, in-
ability to perform self care activities, and fear of death. 
Quality of life is negatively aff ected by factors such as 

ile toplandı. Verilerin değerlendirilmesinde, yüzdeler, ortalamalar, 
Pearson ve Spearman korelasyon analizleri kullanıldı.

BULGULAR: Hastaların yaș ortalamasının 60.58±11.81 yıl, ço-
ğunluğunun erkek (%68.6) ve %56.3’ünün akut miyokart infark-
tüsü geçirdiği belirlendi. Hastaların; fiziksel ve sosyal fonksiyonda 
(16.64±4.46) orta düzeyde, kadınlara özgü ev içi faaliyetlerinde 
(3.05±1.41) ve erkeklere özgü ev içi faaliyetlerinde (3.23±1.40) hafif 
düzeyde kısıtlılık yașadıkları, kaygı düzeylerinin orta derecede oldu-
ğu (8.65±2.63) belirlendi. Kısıtlılık ve semptomlar ile yașam kalitesi, 
anksiyete ve depresyon parametreleri arasında istatistiksel olarak 
anlamlı korelasyonlar bulundu.

SONUÇ: Akut koroner sendromlar sonrası hastaların yașadıkları 
kısıtlılık ve semptomlar, yașam kalitesi, anksiyete ve depresyon dü-
zeyleri üzerine etkilidir.

Anahtar kelimeler: akut koroner sendromlar; kısıtlılık ve semptomlar; yașam 
kalitesi; anksiyete; depresyon
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diffi  culty in physical activities including walking, run-
ning, climbing stairs, stooping and straightening up; 
functional dependency, various limitations, and need-
ing help in daily life activities2. Individuals with ACS, 
in the fi rst 4–8 week period in which they are expected 
to resume their normal life aft er MI, experience diffi  -
culties in returning to their normal life and face with 
social traumas like job loss, divorce and job switches. 
During post-ACS period, both patients and their fami-
lies deal with a high level of stress1,3.

ACSs hold an important place among CADs and 
their prevalence increases worldwide. ACSs are among 
the most important causes of mortality and morbid-
ity, however advancements achieved in drug therapies 
and interventions have increased patients’ life-span. 
Despite modern treatment options; recurrent MI, re-
hospitalization and mortality rates are very high in 
patients with ACS4. ACSs pose serious threats to hu-
man life and can cause several complications during 
and aft er the acute phase. Th ese conditions result in 
some limitations and symptoms, and adversely aff ect 
the quality of life.

Nurses are among the professions responsible from pro-
tecting and improving patients’ quality of life. While 
fulfi lling their responsibilities, they should determine 
patients’ quality of life and the factors aff ecting quality 
of life. In order to increase patients’ quality of life aft er 
ACS, their medical, physical, psychological and social 
requirements should be managed by using an eff ective 
treatment and rehabilitation program.

Th is study was conducted to determine, if there was a 
relationship between patients’ limitations and symp-
toms aft er acute coronary syndromes and their quality 
of life, anxiety and depression levels.

Methods

Study Design

Th is research was conducted descriptively by using the 
“Cardiovascular Limitations and Symptoms Profi le-
CLASP” to determine the relationship between pa-
tients’ limitations and symptoms aft er acute coronary 
syndromes and their quality of life, anxiety and depres-
sion levels.

Setting and Samples

Th e research was conducted in the cardiology clinic of 
Kahramanmaraş State Hospital.

Th e universe of the research consisted of the patients 
applying to the cardiology clinic between April 2011 
and September 2011with acute coronary syndrome.

Power analysis was performed with the following for-
mula to determine sample size:

n= N t2 pq/d2 (N–1) + t2 pq

Based on the fact that 21000 patients applied to the 
cardiology clinic between 2010 and 2011, and 20% 
of these patients had experienced acute coronary syn-
drome; the sample size was calculated with the formula 
below, accepting that the results would be within 95% 
confi dence interval and would include d = 0.05 sam-
pling error:

n = (21000) (1.96)2 (0.20x0.80) / (0.05)2 (21000–1) 
+ (1.96)2 (0.20x0.80) = 243.029

At the end of the power analysis, sample size was deter-
mined to be 243 and the research sample consisted of 
245 patients with acute coronary syndrome.

Inclusion criteria were as follows:

 1. History of myocardial infarction, unstable angina 
pectoris, and percutaneous coronary interven-
tion secondary to acute coronary syndromes more 
than one month duration.

 2. Patients aged 18 years or older without communi-
cation problems.

 3. Willingness to participate and answer all ques-
tions in Turkish.

Ethical Considerations

Th e research was conducted in compliance with 
scientifi c principles as well as with the ethical prin-
ciples of the Declaration of Helsinki. Accordingly, 
informed consent, confi dentiality, equity, primum 
non nocere principles were taken into account. In the 
adaptation of the Cardiovascular Limitations and 
Symptoms Profi le-CLASP into Turkish, necessary 
permission was obtained from those who developed 
the original scale.

Written permission for conducting the research was 
obtained from the relevant committee (Governorship 
of Kahramanmaraş, Directorate of Health, 
B104ISM4460001/314) and approval was received 
from the Ethics Committee (Marmara University, 
Institute of Medical Sciences, Clinical Research 
Committee for Pre-Assessment). Th e patients who 
would participate in the research were informed about 
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the aim, design and benefi ts of the study, and the pa-
tients who accepted to participate in the study were 
asked to sign the informed consent form.

Measurements

Data were collected by face-to-face interview, using the 
Patient Description Form, Cardiovascular Limitations 
and Symptoms Profi le, SF-36 Quality of Life Scale, 
and Hospital Anxiety and Depression Scale.

Patient Description Form: It was prepared to deter-
mine the socio-demographic characteristics (gender, 
age, height, weight, education, marital status, occu-
pation, work status, people they lived with) and dis-
ease–related characteristics (clinical diagnosis, cho-
lesterol values, duration of acute coronary disease, 
regular control visits, regular medication use, dietary 
compliance).

Cardiovascular Limitations and Symptoms Profi le-CLASP: 
Th e scale was developed by Lewin et al. in 20025, and 
its validity and reliability in Turkish was established by 
Özcanlı Atik6.

SF-36 Quality of Life Scale: Short Form 36, which is a 
generic scale and which off ers a wide range measure-
ment for quality of life, was developed in 19927. Th e 
fi rst reliability and validity study of SF-36 in Turkey 
was conducted in 1995 by Pınar8.

Hospital Anxiety and Depression Scale (HADS): Th e 
Hospital Anxiety and Depression Scale was developed 
by Zigmond and Snaith9 to screen anxiety and depres-
sion in individuals with a physical disease. Th e validity 
and reliability study of this scale in Turkish was per-
formed by Aydemir10.

Research hypotheses:
 1.  Severity of angina is related with anxiety and de-

pression or Quality of Life (QoL),

 2.  Severity of shortness of breath is related with anxi-
ety and depression or QoL,

 3.  Severity of ankle swelling is related with anxiety 
and depression or QoL,

 4.  Severity of tiredness is related with anxiety and 
depression or QoL,

 5.  Severity of physical and social dysfunctions is re-
lated with anxiety and depression or QoL,

 6.  Severity of disorders of men’s activities within 
home is related with anxiety and depression or 
QoL,

 7.  Severity of disorders of women’s activities within 
home is related with anxiety and depression or QoL,

 8.  Severity of concerns and worries is related with 
anxiety and depression or QoL,

 9.  Gender is related with anxiety and depression or 
QoL.

Data Analysis

SPSS (Statistical Package for Social Science) ver-
sion 16.0 program was used for collecting and assess-
ing the research data. Percentage, mean, Pearson and 
Spearman correlation analyses were used in statistical 
assessment.

Results

Socio-Demographic Variables of the Participants

Table 1 summarizes the socio-demographic fi ndings 
of the participants of the study. Th e mean age of all 
participants, men and women were 60.58±11.81, 
63.18±12.25 and 59.39±11.44 years, respectively.

Clinical Characteristics

Th e clinical characteristics (Cardiovascular Limitations 
and Symptoms Profi le, SF-36 Quality of Life Scale and 
Hospital Anxiety and Depression Scale) of the partici-
pating patients were summarized in Table 2.

Table 3 summarizes the mean scores of the patients’ limi-
tations and symptoms. Th e results of quality of life, anxi-
ety and depression scales were also summarized in Table 3.

Th e frequency of angina positively correlated with the 
scores of anxiety and depression symptoms and nega-
tively correlated with the quality of life scores (p<0.05).

Shortness of breath diminished gender functioning 
(p<0.05) and quality of life (p<0.01), and it increased 
anxiety and depression symptoms (p<0.01).

Ankle swelling reduced gender functioning and qual-
ity of life (p<0.01) and it increased anxiety and depres-
sion symptoms (p<0.01).

Tiredness worsened quality of life (p<0.01) and it in-
creased anxiety and depression symptoms (p<0.01).

Lower physical and social functioning scores were cor-
related positively with decreased gender functions and 
quality of life (p<0.01) and negatively with anxiety 
and depression scores (p<0.01).
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Table 1. Socio-demographics of the participants (n=245)

Variable n (%) Variable n (%)

Age (years) People Living With

18-29  1 (0.4) Alone  21 (8.6)

30-49  38 (15.5) Spouse  72 (29.4)

50-69  143 (58.4) Spouse and children  130 (53.1)

≥70  63 (25.7) Others  22 (9)

Gender Social Security

Female  77 (31.4) Yes  230 (93.9)

Male  168 (68.6) No  15 (6.1)

Education Profession

Illiterate  60 (24.5) Housewife  67 (27.3)

Literate  38 (15.5) Workman  25 (10.2)

Primary education  105 (42.9) Pensioner  52 (21.2)

High school  36 (14.7) Civil servant  10 (4.1)

University  6 (2.4) Free  61 (24.9)

Others  30 (12.2)

Marital Status Working status

Married  220 (89.8) Unemployed  164 (66.9)

Single  5 (2) Full-time job  40 (16.3)

Widowed  20 (8.2) Part-time job  41 (16.7)

Table 2. Clinical characteristics of the participants (n=245)

Characteristics n (%) Characteristics n (%)

Diagnosis Number of hospital admissions 

USAP  107 (43.7) 1  71 (29)

AMI  138 (56.3) ≥2  174 (71)

Duration of ACS On medication

1-6 months  120 (49) Regular  108 (44.1)

6 months -1 year  38 (15.5) Mostly  46 (18.8)

1-2 years  24 (9.8) Occasionally  66 (26.9)

2-5 year  19 (7.8) Never  25 (10.2)

≥5 years  44 (18)

Compliance with the follow up visits Compliance with diet

Regularly  68 (27.8) Regularly  58 (23.7)

Mostly  49 (20) Mostly  50 (20.4)

Occasionally  81 (33.1) Occasionally  78 (31.8)

Never  47 (19.2) Never  59 (24.1)

Having risk factors for ACS Having complications

Yes  236 (96.3) Yes  145 (59.2)

No  9 (3.7) No  100 (40.8)

Lipid levels

LDL (mg/dl) 125.07±35.54 Kolesterol 169.13±41.63

HDL (mg/dl) 37.17±10.35

USAP: Anstable angina pectoris, AMI: Acute myocardial infarction.
Continuous variables are presented as mean ± standard deviation and categorical variables as number (percentage).
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the general evaluation of the limitation and symptom 
levels of the patients revealed that patients experienced 
angina and shortness of breath at a minor level, and 
tiredness at a moderate level. It was also determined 
that patients experienced limitations in physical and 
social functions at a moderate level, women’s and men’s 
activities within the home at a minor level, concerns 
and worries at a moderate level, and that their mean 
scores for gender were at a normal level and they did 
not experience any limitations in this sub-domain. 
Ankle swelling complains were quite low, indicating 
that ankle swelling symptoms were not at a signifi cant 
level among the patients (Table 3).

Th e Quality of Life SF-36 score averages are evaluated 
within the range from 0 to 100, where “0” indicates the 
worst and “100” indicates the best health condition11. 
According to the results obtained from the study, the 
patients experienced concerns and worries generally at 
a moderate level, which aff ected their emotional role 
and mental health score averages; they experienced an-
gina and shortness of breath at a minor level and tired-
ness at a moderate level, which aff ected their physical 
function, physical role, liveliness/tiredness, pain and 

Th e scores of men’s activities within the home corre-
lated negatively with angina (p<0.01), shortness of 
breath (p<0.05), tiredness (p<0.01), the quality of life 
(p<0.01), and positively with the scores of physical 
and social functioning (p<0.01), concerns and worries 
(p<0.01), anxiety (p<0.01).

Th e scores of women’s activities within the home corre-
lated negatively with the scores of anxiety and depression 
symptoms (p<0.01) and the quality of life (p<0.01).

Th e concerns and worries correlated positively with 
anxiety and depression symptoms (p<0.01) and nega-
tively with quality of life (p<0.01).

Gender functioning correlated negatively with short-
ness of breath, ankle swelling, and anxiety (p<0.05); 
and it correlated positively with mental health, physi-
cal functioning, social functioning, and general health 
perception (p<0.05).

Discussion

Physical, psychological and occupational limitations 
and symptoms aft er acute coronary syndrome can im-
pair individuals’ quality of life. In the present study, 

Table 3. The summary of the data gathered by using the study forms. Limitations, symptoms, quality of life, anxiety and depression scores of 245 participants 
were expressed with mean ± standard deviation (SD) and minimum – maximum (min – max) values

(mean ± SD) (min – max)

Cardiovascular Limitations and Symptoms Profile Limitations and Symptoms

Angina 7.48±4.82 0 – 16

Shortness of Breath 6.69±4.93 0 – 14

Ankle Swelling 1.86±3.16 0 – 10

Tiredness 6.08±2.96 0 – 9

Physical and Social Functions 16.64±4.46 7 – 23

Women’s activities within the home 3.05±1.41 2 – 6

Men’s activities within the home 3.23±1.40 2 – 6

Concerns and Worries 8.65±2.63 3 – 12

Gender 4.09±4.33 0 – 12

SF-36 Quality of Life Scale

Physical Function 49.92±29.55 0 – 100

Physical Role 34.33±38.18 0 – 100

Emotional Role 37.15±37.23 0 – 100

Social Function 55.42±31.79 0 – 100

Mental Health 48.84±21.24 0 – 100

Vitality 29.64±22.23 0 – 90

Pain 42.46±27.05 0 – 100

General Health 40.69±23.76 0 – 92

Hospital Anxiety and Depression Scale

Anxiety 10.43±5.18 0 – 21

Depression 11.31±5.15 0 – 21
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initiated. ACS patients have limitations and symptoms 
that lower their life quality and make them prone to 
anxiety and depression.
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perceived general health, and therefore did not cause a 
signifi cant increase in their score averages.

Th e participants experienced limitations in physical and 
social functions at a moderate level. Th e activities within 
the home were aff ected a little bit. Kurcer et al., in their 
initial assessment of coronary artery patients, found 
SF-36 mean scores 38.0±3.3 for physical function, 
22.5±4.2 for physical role, 26.6±1.9 for emotional role, 
47.2±2.6 for mental health, 41.2±14.7 for social func-
tion, 50.0±15.9 for perceived general health, 38.0±10.1 
for liveliness/tiredness, and 32.0±10.4 for pain12.

In Turkey the cutoff  score has been found 10/11 for the 
anxiety sub-scale and 7/8 for the depression sub-scale. 
Accordingly, the scores above these values were evaluat-
ed as risky scores11. In our study, anxiety levels of 51.2% 
and depression levels of 73.2% of the patients were de-
termined above the cutoff  scores (Table 3).

According to our study results, the moderate level of 
worries and concerns and other limitations and symp-
toms experienced by the patients may be considered 
as high risks for depression and anxiety. In the study 
conducted by Canlı et al., serious anxiety was reported 
in all patients (100%) included in the research, and se-
rious depression was reported in 34% of the patients13. 
On the other hand, in a diff erent study carried out 
with MI patients, anxiety and depression levels were 
determined to be low14.

Correlation analysis of the study variables did not show 
signifi cant correlation between gender and physical role, 
emotional role, liveliness/tiredness, pain, depression, an-
gina, tiredness, women’s and men’s activities within the 
home and concerns-worries. Th e fi ndings support the 
validity of the CLASP scale in measuring the physical, 
social and psychological health of ACS patients.

Lewin et al. studied the validity and reliability of 
CLASP and determined signifi cant correlations be-
tween the relevant sections of the disease eff ect profi le 
and CLASP, between the sleep problems scale and the 
tiredness sub-domain of CLASP, and between the 
worries sub-domain of CLASP and anxiety and de-
pression5. In the study carried out by Lopez et al., sig-
nifi cant correlations were found between CLASP and 
the relevant sections of SF-36 and HADS15.

In line with these results, it may be suggested that 
nurses should evaluate ACS patients’ limitations and 
symptoms and their quality of life at regular intervals. 
Following the evaluation, treatment and applications 
for improving quality of life should be planned and 



57

ARAȘTIRMA YAZISI / ORIGINAL ARTICLE

Parotid Kitlelerinin Değerlendirilmesinde İnce İğne 
Aspirasyon Biyopsisi ile Histopatolojinin Karșılaștırılması
Comparison of Fine Needle Aspiration Biopsy and Histopathology in the Evaluation of 
Parotid Masses

Ali Osman Özbey1, Fatih Bora1, Ahmet Kutluhan2, Mahmut Duymuș3, Kazım Bozdemir4

1Kafk as Üniversitesi, Tıp Fakültesi, Kulak-Burun-Boğaz Anabilim Dalı, Kars; 2Medicalpark Hastaneleri, Kulak-Burun-Boğaz Kliniği, İstanbul; 
3Kafk as Üniversitesi, Tıp Fakültesi, Radyoloji Anabilim Dalı, Kars; 4Atatürk Eğitim ve Araştırma Hastanesi, Kulak-Burun-Boğaz Kliniği, Ankara

Dr. Ali Osman Özbey, Siverek Devlet Hastanesi KBB Kliniği, Şanlıurfa, Türkiye, 
Tel. 0 536 386 66 80 Email. aliosmanozbey@hotmail.com
Geliş Tarihi: 31.10.2013  •  Kabul Tarihi: 27.02.2014

ABSTRACT
AIM: To determine the diagnostic value of fi ne needle aspiration 
biopsy (FNAB) of parotid masses in the basis of postoperative his-
topathological results.

METHODS: The study was conducted in Ankara Atatürk Training 
and Research Hospital fi rst Otolaryngology clinics. Thirty-three pa-
rotidectomy specimens and FNAB results were included.

RESULTS: FNAB sensitivity, specifi city, positive predictive value 
(PPV), negative predictive value (NPV) were calculated as 4/5 
(80%), 27/28 (96.4%), 4/5 (80%), 27/28 (96.4%), 31/33 (93.9%), 
respectively in the basis of postoperative benign and malign pa-
thology results.

CONCLUSION: FNAB is an easy, quick, highly specifi c and sensi-
tive, cheap and reliable diagnostic technique for parotis masses. 
In our study, the high sensitivity and specifi city values were cor-
related with literature data.

Key words: biopsy, fine needle; parotid neoplasms; predictive value of tests; 
sensitivity and specificity

ÖZET
AMAÇ: Parotis kitlelerinde postoperatif histopatolojik sonuçlar re-
ferans alınarak ince iğne aspirasyon biyopsisinin (İİAB) tanısal de-
ğerini belirlemek.

YÖNTEM: Çalıșmaya Ankara Atatürk Eğitim ve Araștırma Hastanesi 
1. Kulak-Burun-Boğaz kliniği tarafından yapılan 33 parotidektomi 
spesimeninin histopatolojik tanısı ve İİAB sonuçları dahil edildi.

BULGULAR: Postoperatif patoloji sonuçları referans alındığında 
benign ve malign ayrımında İİAB nin duyarlılık, özgüllük, doğru tah-
min değeri (PPV-pozitif prediktif value), yanlıș tahmin değeri (NPV-
negatif prediktif value) ve yararlılık oranı sırası ile 4/5 (%80), 27/28 
(%96,4), 4/5 (%80), 27/28 (%96,4), 31/33 (%93,9) olarak hesaplandı.

Kafkas J Med Sci 2014 4(2):57–61  •   doi: 10.5505/kjms.2014.96658

Giriș

Tükürük bezi tümörleri, tüm baş boyun tümörlerinin 
%3–12’sini ve tüm vücut tümörlerinin ise %2–3’ünü 
oluşturmaktadır. Bu tümörlerin %80’i parotis be-
zinden köken almaktadır1. Parotis bezi tümörlerinin 
yaklaşık %80’i benign, %20’si ise malign yapıdadır1–3. 
Parotis tümörlerinde preoperatif değerlendirme, pa-
rotise komşu yapılardan köken alan lezyonların ay-
rılmasında ve lezyonlara yönelik farklı tedavi yakla-
şımları olması nedeniyle oldukça değerlidir. Doğru 
değerlendirme ile medikal tedavi, klinik takip ya da 
cerrahi tedavi seçeneklerinden birine karar verilmesi 
yanı sıra, preoperatif değerlendirme bezin fasial sinir 
ile yakın komşuluğu nedeniyle cerrahi planlama ve ge-
reksiz cerrahiyi engellemek açısından da önemlidir4,5. 
Preoperatif patolojinin bilinmesi cerrahi planlamada 
da kolaylık sağlamaktadır. Operasyon öncesi değer-
lendirme aşamasında ince iğne aspirasyon biyopsisi 
(İİAB) sıklıkla kullanılmaktadır.

Bu çalışmada, parotis bezi kitlelerinin histopatolojik 
tanıları ile operasyon öncesi yapılan İİAB bulguları 
karşılaştırılarak İİAB’nin duyarlılık, özgüllük, pozitif 
tahmin değeri (PPV) ve negatif tahmin değerlerinin 
(NPV) ve etkinliğinin belirlenmesi amaçlandı.

SONUÇ: İİAB parotis kitlelerinde kolay uygulanan, çabuk ve gü-
venilir sonuç veren, duyarlılık ve özgüllüğü yüksek, ucuz ve risksiz 
erken tanı yöntemidir. Çalıșmamızda bulunan yüksek duyarlılık ve 
özgüllük değerleri literatür verileri ile korelasyon göstermektedir.

Anahtar kelimeler: biyopsi, ince iğne; parotis neoplazileri; testlerin tahmin 
değerleri; duyarlılık ve özgüllük
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Yöntem

Çalışmanın evrenini oluşturmak için Ankara Atatürk 
Eğitim ve Araştırma Hastanesi 1. KBB Kliniğinde 
Ağustos 2004 ile Haziran 2011 tarihleri arasında pa-
rotidektomi operasyonu geçirmiş hastaların dosyaları 
retrospektif olarak tarandı. İncelenen süre içerisinde 
ameliyat olan 52 hastadan 33’ü çalışma kriterlerine 
uyum sağlamaları ve verilerinin tespit edilebilmeleri 
sebebiyle çalışmaya kabul edildi. Çalışma öncesi ilgili 
kurumdan izin alındı ve Helsinki bildirgesine uygun 
olarak katılımcıların öznelliğine saygı duyuldu.

Ameliyat verileri incelendiğinde hastalara endikasyo-
nuna göre süperfisiyal parotidektomi, total parotidek-
tomi veya total parotidektomi ve boyun diseksiyonu 
operasyonları yapıldığı tespit edildi. Hastaların ame-
liyat öncesi yapılan İİAB sonuçları ile parotidektomi 
spesimeninin histopatolojik bulgularının uyumluluğu 
karşılaştırıldı.

İİAB’leri Ankara Atatürk Eğitim ve Araştırma Has-
tanesi 1. KBB Kliniğince yapıldı. Tüm biyopsiler için 
10 cc’lik enjektör ve 21 Gauge yeşil uçlu iğne kulla-
nıldı. Preparatlar havada kurutma işleminin ardından 
%10’luk formaldehitin içerisinde patoloji laboratuvarı-
na gönderildi. Patoloji değerlendirmeleri aynı hastane-
nin patoloji kliniği tarafından değerlendirildi.

Postoperatif patoloji sonuçları referans alınarak preo-
peratif ince iğne aspirasyon sitolojisinin tanısal değeri 
araştırıldı. Postoperatif histopatolojik sonuçlar ve pre-
operatif İİAB sonuçları benign ve malign olmak üzere 
iki gruba ayrıldı. İnfl amatuar ve kistik lezyonlar da be-
nign lezyonlar içerisinde değerlendirildi.

İİAB tekniği

İİAB oldukça basit, az sayıda ekipman gerektiren ve 
poliklinik şartlarında kolayca gerçekleştirilebilen bir 
işlemdir. Kitlelerin üzerindeki deri temizlenir. Lokal 
anesteziye genellikle gerek duyulmaz. Aspirasyon için 
21–27 gauge’luk iğneler, 10–20 ml’lik bir kullanımlık 
şırınga ve eğer varsa metal şırınga tutucu gerekir. Kitle 
oynamaması için diğer elimizin ikinci ve üçüncü par-
makları arasında sabitlenir ve dik açı ile iğne kitlenin 
içine sokulur. İğne kitlenin içinde iken piston geri çe-
kilerek negatif basınç oluşturulur. İğne kitle içinde sağa 
sola açı değiştirmeden ileri geri küçük hareketlerle oy-
natılır. İğne çıkarıldıktan sonra enjektörün ucu çıkarılıp 
şırınga hava ile doldurulur. Uç tekrar takılıp önceden 
temizlenmiş ve hazırlanmış lamların üzerine püskürtü-
lür. Lam üzerindeki materyalin başka bir lam yardımı 

ile ince bir şekilde yayılması sağlanır. Havada kurutu-
larak ya da alkolde fiksasyondan sonra uygun boyama 
metodları ile boyanarak incelenir. Kistik olan lezyonlar 
da kist içeriği aspire edilerek laboratuara incelenmek 
üzere gönderilmelidir. Kistik ve solid komponentleri 
olan tümörlerde ise kist içeriği aspire edildikten sonra 
başka bir enjektörle solid alandan aspirasyon tekrarlan-
malıdır. Bazen de küçük doku agregatları aspire edilmiş 
olabilir. Bu da hücre bloğu hazırlamaya imkan verir6. 
Çalışmada yer alan bütün hastaların İİAB’si yukarıda 
tarif edilen teknikle elde edilmişti. 

İstatistiksel analizler parotis bezi kitlelerinde İİAB’nin 
maligniteyi tanıyabilme kapasitesini ölçmek için ya-
pıldı. Postoperatif histo-patolojik inceleme gold stan-
dart olarak kabul edildi. İstatistik değerlendirmede 
SPSS (Statistical Package for Social Sciences) istatistik 
programının 17.0 sürümünden yararlanıldı. Verilerin 
analizi için tanımlayıcı analizler kullanıldı. Anlamlılık 
değeri olarak p<0,05 alındı. Sürekli değişkenler ortala-
ma ± standart sapma değerleri, kategorik değişkenler 
ortanca değerleri ile gösterildiler.

Bulgular

Parotiste kitle nedeniyle başvuran ve parotidekto-
mi operasyonu olup İİAB sonucuna ulaşılan toplam 
33 hasta değerlendirmeye alındı. Hastaların 17’si 
(%51,5) erkek, 16’sı (%48,5) kadındı. Yaş ortalaması 
47,24±13,43 olup en genç hasta 23 yaşında, en yaşlı 
hasta 78 yaşındaydı.

Hastaların postoperatif sonuçları ve İİAB tanıla-
rı benign ve malign olmak üzere iki alt gruba ayrıldı. 
Patoloji sonucu infl amatuar ve kistik olarak raporlanan 
lezyonlarda benign kategorisi içerisine alındı.

Parotis bezi tümörlerinin değerlendirilmesinde preo-
peratif İİAB ve postoperatif histopatolojik inceleme 
bulgularının karşılaştırılması Tablo 1’de özetlenmiştir.

Postoperatif patoloji sonucu ve İİAB patoloji sonucu be-
nign ve malign olarak uyumsuz gelen iki hastanın pato-
loji raporları şu şekilde idi. Postoperatif patolojik tanısı 
adenoid kistik karsinom gelen bir hastanın İİAB sonucu 
pleomorfik adenom, postoperatif patolojik tanısı pleo-
morfik adenom olarak gelen bir hastanın İİAB sonucu 
da düşük dereceli mukoepidermoid karsinom olarak 
raporlanmıştır.

Elde edilen bulguları ile altın standart test olarak kabul 
edilen postoperatif histo-patolojik inceleme bulgula-
rıyla preoperatif İİAB bulguları karşılaştırıldı (Tablo 
2). Benign ve malign ayrımında İİAB’nin duyarlılık, 
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özgüllük, doğru tahmin değeri (PPV-pozitif prediktif 
value), yanlış tahmin değeri (NPV-negatif prediktif 
value) ve yararlılık oranı sırası ile 4/5 (%80), 27/28 
(%96,4), 4/5 (%80), 27/28 (%96,4), 31/33 (%93,9) 
olarak hesaplandı.

Tartıșma

İİAB parotis kitlelerin preoperatif değerlendirilmele-
rinde; benign ve malign ayırımı açısından yüksek du-
yarlılık ve seçiciliğe sahip gibi görünmektedir.

Hekimler İİAB esnasında tümör ekimi ve rekürrens ge-
liştirme riskini azaltmak için İİAB’den kaçınmaktadır. 
Enzgel ve arkadaşları, pleomorfik adenomlu 157 hastada 

operasyon öncesi İİAB uyguladıktan sonra 10 yıl izle-
mişler ve bu süre boyunca aspirasyon hattında tümörün 
ortaya çıkmadığını bildirmişlerdir6,7. Bizim serimizdeki 
hastaların takibinde de tümör ekimine rastlanmadı.

Tükürük bezlerindeki İİAB nin yeterliliği ile ilgili ola-
rak birçok çalışma yapılmıştır. Cohen ve arkadaşları 
ile Layfield ve arkadaşlarına göre tükürük bezlerinde 
İİAB’nin doğruluk oranı en az frozen tanıdaki doğru-
luk oranı kadar yeterli olarak bulunmuştur. Tanıdaki 
hataların çoğunluğu selüler pleomorfik adenomlar, 
mukoepidermoid karsinomlar ve lenfomalardır6,8,9. 
Çalışmamızdaki İİAB sonucu düşük dereceli muko-
epidermoid karsinom olarak raporlanan bir hastanın 
postoperatif patolojik tanısı pleomorfik adenom, İİAB 

Tablo 1. Parotis bezi tümörlerinin değerlendirilmesinde preoperatif İnce İğne Aspirasyon Biyopsisi (İİAB) ve postoperatif histopatolojik inceleme bulgularının 
karșılaștırılması

Tanı

İİAB’de sıklık Histopatolojik incelemede sıklık

N (%) N (%) 

Benign (%84,8) Pleomorfik adenom 15 (%53,6) 15 (%53,6) 

Warthin tümörü 6 (%21,4) 9 (%32,1) 

Yoğun nötrofil, lenfositler (apse) 2 (%7,1) 0

Onkositik hücreli neoplazm 2 (%7,1) 1 (%3,6) 

İnflamatuar kist 1 (%3,6) 0

Benign sitoloji 1 (%3,6) 0

Fibroadipöz doku 1 (%3,6) 1 (%3,6) 

Benign Lenfoepitelyal Kist 0 1 (%3,6) 

Tbc lenfadenit 0 1 (%3,6) 

Toplam 28 (%100) 28 (%100) 

Malign (%15,2) Mukoepidermoid karsinom 1 (%20) 

Malign epitelyal tm 1 (%20) 

Asinik hücreli karsinom 1 (%20) 

Adenoid kistik karsinom 1 (%20) 2 (%40) 

İndiferansiye karsinom 1 (%20) 

Malign mikst tm 0 1 (%20) 

Adeno Skuamöz karsinom 0 1 (%20) 

Asinik hücreli karsinom 0 1 (%20) 

Toplam 5 (%100) 5 (%100) 

Tablo 2. Parotis bezi tümörlerinin benign malign ayırımında preoperatif İnce iğne Aspirasyon Biyopsisi (İİAB) ve postoperatif histopatolojik inceleme bulgularının 
karșılaștırılması

Postoperatif histo-patolojik inceleme

Malign Benign Toplam

İİAB
Malign 4 1 5

Benign 1 27 28

Toplam 5 28 33
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sorunlar mevcuttur19–22. İçerisinde kistik odaklar, 
lenfoid stroma, duktal hücreler bulunan Warthin tü-
mörünün İİAB’sinde ayırıcı tanıda bazı karışıklıklar 
olabilir. Bahar ve arkadaşları 256 hastalık serilerindeki 
5 Warthin tümörlü hastada akut parotitis bildirmişler-
dir23. Bizim çalışmamızdaki 2 Warthin tömürlü hasta-
nın İİAB’leri; yoğun nötrofil, lenfosit ve infl ame kist 
olarak raporlanmıştı.

Çalışmalarda yanlış pozitif ve yanlış negatif değerlen-
dirme oranlarının düşük olması ve bunlarda da yine-
leme yapılabilmesi İİAB’ye olan güveni arttırmıştır24. 
Bizim çalışmamızda yanlış pozitif ve yanlış negatif ola-
rak değerlendirilen olgu sayısı birerdi.

İİAB’nin uygulanma zamanı konusunda da farklı görüş-
ler bulunmaktadır. Bazı yazarlar radyolojik tetkiklerden 
özellikle BT ve MRG gibi teknik güçlük ve yüksek eko-
nomi isteyen tetkiklerden önce yapılmasını önermekte 
ve bu yöntemlere çoğu kez gerek bırakmayacağını bildir-
mekteyken, bazı yazarlar ise İİAB’yi radyolojik yöntem-
lerin tamamlayıcısı olarak görmektedir. Bir başka grup 
ise radyolojinin İİAB için yol gösterici, rehber olmasını 
ve birlikte uygulanmasını önermekte, bu şekilde uygula-
manın tanı oranını yükselteceğini belirtmektedir24–26.

Bazı yazarlar ise İİAB’nin operasyon planlamasını 
değiştirmediğini belirterek hastanın tedavisine bir 
katkısı olamayacağını bildirmektedir24. İİAB’nin tü-
kürük bezi kaynaklı kitlelerin tanısında kullanılması 
ile ilgili tartışmalar yıllardır süregelmektedir ve halen 
tartışmalıdır20,27. Spiro ve arkadaşları, İİAB’nin eskiden 
çok savunulmasına karşın giderek terk edilmesini, re-
latif olarak yanlış sonuçlar vermesine bağlamaktadır. 
Yazarın, 144 hastalık serisinde %21 oranında teşhis 
verememiş ve %17 oranında da yanlış negatif benign 
sonuç vermiştir. Spiro, doğru sonuç bile verse tedavi 
sürecini değiştirmediğini ifade ediyor28. Olsen, tekni-
ğin tartışmalı olduğunu, nadiren doğru sonuç verdiğini 
ve yanlış negatif ve yanlış pozitif sonuçların yüksek ol-
duğunu ifade etmektedir. Genel olarak, zaten, parotis 
bölgesindeki geçmeyen bir kitlesel lezyonun eksizyon 
endikasyonu doğurduğunu ve İİAB’nin gereksiz oldu-
ğunu söylemektedir29. Conley 1975’te yayımladığı ki-
tabından önce çok düşük sayıda İİAB yaptığını ve bu 
yöntemin yararsız olduğunu, İİAB yerine per-operatif 
Frozen Section (FS)’ın uygulanması gerektiğini ifade 
etmektedir30. Spiro da İİAB’nin yalnızca derin lob veya 
parafarengeal uzanımlı olduğu düşünülen parotis kitle-
lerinde ve submandibuler bölgedeki kitlenin glanda ait 
olup olmadığı ve neoplastik olup olmadığının ayrımın-
da kullanılması gerektiğini ifade etmektedir31.

sonucu plemorfik adenom olarak raporlanan bir diğer 
hastanın postoperatif patolojik tanısı da adenoid kistik 
karsinom olarak raporlandı.

Çalışmamıza dahil olan 33 hastanın İİAB sonuç-
larına göre bulunan duyarlılık (%80) ve özgüllük 
(%96,4) değerleri literatür ile uygunluk göstermek-
tedir. Mohammed ve arkadaşları, 189 hastanın İİAB 
sonuçlarına göre duyarlılık ve özgüllüğü %60 ve %96, 
Atula ve arkadaşları, 204 serilik çalışmada %52 ve %94, 
Seethala ve arkadaşları, 208 serilik çalışmada %86 ve 
%91 olarak bulmuşlardır10–12.

Çalışmamızdaki en sık görülen benign tümör 15/33 
(%53,6) oranı ile pleomorfik adenom, en sık görülen 
malign tümör ise 2/33 (%6,1) adenoid kistik karsi-
nomdu. Literatürde en sık görülen malign tümör mu-
koepidermoid karsinomdur13,14. Alice Jafari ve arkadaş-
larının yaptığı çalışmada en sık benign tümör %53,6 
oranı ile pleomorfik adenom, en sık malign tümör ise 
%4,5 oranı ile adenokarsinom olarak tanımlanmıştı15. 
Çalışmamızda en sık görülen malign tümörün adenoid 
kistik karsinom olması çalışmaya dahil olan hasta sayı-
sının az olmasına bağlanmıştır.

Hastaların İİAB sonuçlarına göre parotisteki kitlelerin 
%84,8’i benign, geri kalan %15,2 sinde ise malign ola-
rak raporlandı. Fakhry ve arkadaşlarının 249 hastanın 
parotis kitlelerinde uyguladıkları İİAB sonuçlarına göre 
lezyonların %75’i benign, %25’i malign bulunmuşlar16. 
Basavanandswami ve arkadaşları parotisteki lezyonla-
rın %70’den fazlasının benign tümör olduğunu ifade 
etmişlerdir14.

Postoperatif histopatolojik tanılarına göre kitlelerin 
28/33’ü (%84,8) benign lezyon (25 neoplazm ve 3 
non-neoplastik lezyon), 5/33’ü (%15,2) malign neop-
lazmdı. Lin CC ve arkadaşları, parotidektomi operas-
yonu olan 276 hastanın postoperatif tanılarını incele-
diler; ve 229 (%85) benign, 33 (%12) malign ve 9 (%3) 
kronik infl amasyon tanısıyla karşılaştılar17. Jose Granel 
ve arkadaşları, parotidektomi operasyonu olan 52 has-
tanın postoperatif patolojik tanılarının 39’unu  (%75)
benign, 13’ünü (%25) malign olarak raporladılar18.

İİAB’de onkositik tümörlerin adenoid kistik karsi-
nomdan ayrımı; monomorfik ve pleomorfik ade-
nomların adenoid kistik karsinomdan ayrımı; dü-
şük grade mukoepidermoid karsinomun pleomorfik 
adenomdan–Warthin tümöründen–kronik siala-
denitten–retansiyon kistlerinden ayrımı ve yük-
sek grade mukoepidermoid karsinomun metasta-
tik karsinomlardan ayrımının yapılması konusunda 
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Çalışmamızda tespit ettiğimiz yüksek duyarlılık ve 
özgüllük değerleri de literatür verileri ile korelasyon 
göstermektedir.

İİAB’nin değerlendirilmesinin deneyimli ve bu ko-
nuda yetkinleşmiş patologlar tarafından yapılması 
gereklidir24.

Sonuç

İİAB parotis kitlelerinde kolay uygulanan, çabuk ve 
güvenilir sonuç veren, duyarlılık ve özgüllüğü yüksek, 
ucuz ve risksiz erken tanı yöntemidir.
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ABSTRACT
AIM: To evaluate the changes in the quality of postoperative pain 
management in fi ve years time in the same health institute.

METHODS: This observational study was conducted in the 
General Surgery and Cardiovascular Surgery clinics of Ege 
University School of Medicine. The sample included 103 and 96 
patients operated in 2008 and 2013, respectively. Data was col-
lected by using a questionnaire with face to face interview in the 
second post-operative day. The data of the two time periods was 
compared and analyzed appropriately.

RESULTS: Mean age of the participants was 57.34 ± 12.35 and 51.9 
± 15.76 years in 2008 and 2013, respectively. Although the minimum 
pain score and the pain score during interview increased from 2.1 to 
2.3 and from 2 to 2.6, respectively, the change between two study 
years was not signifi cant (p>0.05). However, satisfaction from the 
pain management regime decreased from 8.6 to 6.9 (p<0.01).

Pain management quality monitoring survey scores were lower in 
2013; however the differences were not signifi cant. Honesty, com-
munication, intervention and environment scores decreased from 
16.2 to 15.9, from 13.6 to 13.5, from 7.2 to 6.1, and from 25.4 to 23.6, 
respectively, however the changes were not signifi cant (p>0.05).

CONCLUSION: It seems that the quality of pain management 
has not been improved and patients experience same levels of 
pain over a period of fi ve years. However, they express more 
dissatisfaction.

Key words: health care quality assurance; health care; pain; postoperative; 
pain management; quality assurance; quality improvement

ÖZET
AMAÇ: Aynı sağlık kurulușunda beș yıllık süre içerisinde ameliyat 
sonrası ağrı sağaltımındaki değișimleri belirlemektir.

YÖNTEM: Bu gözlemsel çalıșma Ege Üniversitesi Tıp Fakültesi 
Hastanesi’nin Genel Cerrahi ve Kalp Damar Cerrahisi kliniklerinde 

Kafkas J Med Sci 2014; 4(2):62–68  •   doi: 10.5505/kjms.2014.29200

Giriș

Ağrı vücudun belli bir bölgesinden kaynaklanan ger-
çek ya da potansiyel doku hasarı ile ilişkili olan ya da 
olmayan, bireyin geçmiş deneyimleriyle ilişkili, duyu-
sal ve duygusal bir deneyim olarak tanımlanmaktadır 
(International Association for the Study of Pain)1,2. 
Ağrının subjektif özelliğinden dolayı klinik olarak de-
ğerlendirilmesi ve yönetimi karmaşık bir süreci ortaya 
çıkarmaktadır. Ağrının beşinci yaşam bulgusu olarak 
değerlendirilmesi, bu karmaşık sürecin ilk basamağını 
oluşturmaktadır3,4.

Ağrı cerrahi işlemler sonrasında en beklendik so-
nuçlardan biridir. Günümüzde geliştirilen etkili ağrı 

yapıldı. Örneklem sırasıyla 2008 ve 20013 yıllarında ameliyat olan 103 
ve 96 hastayı içerdi. Veriler ameliyat sonrası ikinci günde yüz yüze 
görüșme ile bir anket formu kullanılarak toplandı. İki zaman aralığının 
verileri uygun yöntemlerle karșılaștırıldı ve incelendi.

BULGULAR: Katılımcıların yaș ortalamaları 2008 ve 2013’te sıra-
sıyla 57.34 ± 12.35 ve 51.9 ± 15.76’ydı. En düșük ağrı skoru ve 
görüșme anındaki ağrı skoru sırasıyla 2,1’den 2,3’e ve 2’den 2,6’ya 
yükselse de, çalıșma süresince olușan değișiklik anlamlı değildi 
(p>0,05). Ancak, ağrı sağaltımı yönteminden memnuniyet 8,6’dan 
6,9’a düșmüștü (p<0.01).

Ağrı sağaltımı kalite izlemi anketi skorları 2013’te daha düșüktü, 
ancak fark anlamlı değildi. Dürüstlük, iletișim, girișim ve çevre 
skorları sırasıyla 16,2’den 15,9’a, 13,6’dan 13,5’e, 7,2’den 6,1’e 
ve 25,4’den 23,6’ya düșmüștü, ancak değișimler anlamlı değildi 
(p>0,05).

SONUÇ: Ameliyat sonrası ağrı sağaltımının kalitesi artmamıș gibi 
görünmektedir ve beș yıllık bir dönemde hastalar aynı seviyede ağrı 
hissetmektedir. Ancak, hastalar daha fazla memnuniyetsizlik ifade 
etmektedir.

Anahtar kelimeler: sağlık hizmetleri kalite teminatı; sağlık hizmetleri; 
postoperatif; ağrı sağaltımı; kalite teminatı; kalite gelișimi
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giderme yöntemlerine rağmen, hala milyonlarca in-
san ağrı çekmektedir. Amerika’da hastaların %80’nin 
ameliyat sonrası ağrı yaşadığı ve bunun %86’sının orta, 
şiddetli ve dayanılmaz nitelikte olduğu bildirilmiştir5. 
Hollanda’da yapılan bir kohort çalışmada (n=149), 
ameliyat sonrası standart bir ağrı tedavisine rağmen 
hastaların %40’nın dinlenme halinde iken orta ya da 
şiddetli ağrı yaşadıkları ortaya konmuştur6. Ameliyat 
sonrası ağrı yönetimindeki en önemli amaç; rahatsız-
lığı en aza indirgemek ya da yok etmek, hastanın iyileş-
me sürecini kolaylaştırmak ve olası komplikasyonları 
önlemektir7,8.

Ağrı yönetimindeki başarısızlığın nedenleri karmaşık-
tır ancak büyük çoğunlukla bilgi ve ağrının tanılanma-
sındaki yetersizlikten kaynaklanmaktadır. Strode ve 
arkadaşlarının (2008)3 yaptığı çalışmada; hemşirelerin 
(n=309) %81’inin ağrının tanılanmasında subjek-
tif yöntemleri kullandığı, buna karşın sadece %5’inin 
visuel analog skala, %22’sinin sözel skala, %16’sının 
sayısal skala ile ağrıyı değerlendirdikleri ortaya konul-
muştur. Klinik ortamların birçoğunda ağrı yönetimi 
niteliğini geliştirmeye yönelik çalışmalar yapılmasına 
rağmen, ağrı yönetimindeki değişkenliğin bu durumu 
güçleştirdiği bildirilmektedir1,9. Ağrı yönetiminde; bil-
gi eksikliği, ağrı tanılamada yetersizlik, iletişim eksik-
liği, tutum farklılığı, sistematik kayıtların yetersizliği 
gibi faktörler bakımın niteliğini olumsuz yönde etki-
lemektedir. Gordon ve arkadaşları (2002)10 tarafından 
yapılan sistematik literatür incelemesinde, hastaneler-
de ağrı yönetimine yönelik altı kalite göstergesi be-
lirlenmiştir. Bu göstergeler; ağrının şiddetinin sayısal 
ya da sözel tanımlayıcı skalalar ile kaydedilmesi, ağrı 
şiddetinin sık aralıklarla kaydedilmesi, ağrının intra-
müsküler yöntemler dışında farklı yöntemlerle tedavi 
edilmesi, ağrının düzenli analjezik ile tedavi edilmesi, 
ağrıyı giderme, yaşam kalitesi ve günlük yaşam aktivi-
telerini kolaylaştıracak düzeyde kontrol altına alma, 
hastalara yeterli bilgi verme ve ağrı yönetimi hakkında 
bilgilendirmedir.

Usichenko ve arkadaşlarının (2012)11 yaptığı çalışma-
da ağrının kontrolüne yönelik kalite yönetimi sistemi 
oluşturulmuştur. Bu sistemde hastayı bilgilendirme, 
multimodal analjezi protokolü uygulama, ağrının de-
ğerlendirilmesi, ağrı tedavisinin yan etkilerinin saptan-
ması, akut ağrı biriminin kurulması ve ekipler arası ile-
tişim ağı yer almıştır. Çalışma sonucuna göre hastaların 
günlük yaşam aktivitelerinden; genel aktivite, ruh hali, 
diğer insanlarla ilişkiler, yaşamdan zevk alma durumu-
nun ameliyat sonrası ve taburcu olduktan 6 ay sonraki 

değerlendirmelerin benzerlik gösterdiği, buna karşın 
uyku ve ağrı tedavisine yönelik memnuniyet puanının 
ameliyat sonrası erken evrede anlamlı olarak yüksek 
olduğu bildirilmiştir. Kalite yönetimi sisteminin ame-
liyat sonrası hastaların yaşam kalitesini ve memnuniye-
tini olumlu yönde etkilediği ortaya konmuştur.

Ameliyat sonrası ağrı yönetim sonuçlarının bilinmesi, 
etkili hemşirelik uygulamaları geliştirilmesine katkı 
sağlaması açısından önemlidir. Ülkemizde ağrı yöne-
timi kalite göstergelerin tanımlandığı çalışmalar yok 
denecek kadar azdır. Bunun yanı sıra çalışmalara temel 
oluşturacak ağrı ile ilgili veriler de yetersizdir. Bu ne-
denle ağrı yönetim sonuçlarını ölçen çalışmalara ge-
reksinim vardır. Bu çalışmanın amacı, aynı sağlık kuru-
luşunda beş yıllık süre içerisinde ameliyat sonrası ağrı 
sağaltımındaki değişimleri belirlemektir.

Yöntem

Tanımlayıcı tipte olan bu araştırma, 2008 ve 2013 yıl-
larında iki ayrı dönemde prospektif olarak yürütülmüş-
tür. Araştırmaya başlamadan önce yerel etik kuruldan 
etik izin, çalışmanın yürütüldüğü kurumdan yazılı izin 
alınmış ve çalışma süresince Helsinki Deklerasyonu 
kriterlerine uyulmuştur. Veri toplama aşamasında has-
talardan sözel onam alınarak, anket sadece araştırmaya 
katılmaya gönüllü olan hastalara uygulanmıştır.

Evren ve Örneklem

Araştırmada örnekleme yöntemine gidilmemiş, 14 
Ocak – 30 Nisan 2008 ve 4 Şubat – 31 Mayıs 2013 ta-
rihlerinde Ege Üniversitesi Tıp Fakültesi Hastanesinin 
Genel Cerrahi ve Kalp Damar Cerrahisi Servislerinde 
yatan tüm hastalara ulaşılmaya çalışılmıştır. Çalışmanın 
örneklemini göğüs ve batına cerrahi girişim yapılan 
2008 yılında 103 hasta, 2013 yılında ise 96 hasta top-
lamda 199 hasta oluşturmuştur. Ameliyatlar açık ve 
kapalı cerrahi yöntem, yara büyüklüğü ve anestezi sü-
resi değişkenlerine göre majör ve minör cerrahi olarak 
gruplandırılmıştır.

Veri Toplama Aracı

Araştırmada, araştırmacı tarafından oluşturulan 
Ağrı Yönetimi Kalite İzlemi Anketi kullanılmış-
tır. Anket; Idvall ve arkadaşları (2001) tarafın-
dan geliştirilen “Ameliyat Sonrası Ağrı Yönetimi 
Kalite Kriterleri Ölçeği”nden, Daut ve Cleeland 
(1982) tarafından geliştirilen “Wisconsin Kısa Ağrı 
Envanteri”nden ve Amerika’da kalite gelişim izleminde 
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kullanılan “Amerikan Ağrı Topluluğu Hasta Sonuçları 
Anketinden” yararlanılarak hazırlanmıştır9,10,12–15.

Ağrı Yönetimi Kalite İzlemi Anketi iki bölümden 
oluşmaktadır. Birinci bölümde yer alan 12 soru ame-
liyat sonrası ağrı yönetiminin kalitesine yönelik soru-
lar olup, ikinci bölümde yer alan 4 soru hastaların ağrı 
şiddeti ve hasta memnuniyetine yönelik sorulardır. 
Birinci bölümdeki değerlendirme 0–5 arasında; 0 = 
hiç katılmıyorum, 5 = tamamen katılıyorum; ikinci 
bölümdeki değerlendirme ise 0–10 arasında, ağrıya 
yönelik sorularda; 0 =ağrı yok, 10 = dayanılmaz ağrı; 
memnuniyete yönelik soruda 0 = hiç memnun değil, 
10 = çok memnun şeklinde yapılmıştır. Ankette yer 
alan sorular ameliyat sonrası kalite kriterlerine göre 
iletişim, girişim, dürüstlük ve çevre başlıkları altında 
gruplandırılmıştır (Tablo 1). Bu gruplandırmalarda 
iletişim; sağlık personeli ile ağrı yönetimi konusun-
daki iletişimi, girişim; ağrı tanılaması ve ağrı yöneti-
mi konusunda yapılan uygulamaları, dürüstlük; sağlık 
ekibinin hastaya ağrı yönetimi konusunda yeterliliğe 
sahip olduğunu hissettirmesi, çevre; uygun ortam 
ve ağrı, memnuniyet düzeylerini göstermektedir. 
Araştırma verilerinin elde edildiği her iki yılda da aynı 
anket kullanılarak hastalarla ameliyat sonrası ikinci 
günde görüşme yapılmıştır. 

Çalıșma Ortamı

Bu araştırma Ege Üniversitesi Tıp Fakültesi 
Hastanesinin Genel Cerrahi ve Kalp Damar Cerrahisi 
servislerinde yürütülmüştür. Bu kliniklerde, ameliyat 

sonrası ağrı tedavisine yönelik multimodal yaklaşım 
esasına dayalı öncelikle parasetamol ve daha sonra non-
steroid antiinfl amatuar ilaç (NSAİİ) ve zayıf opioidle-
rin eklenmesi ile hastanın ağrısına ve uygulanan anal-
jeziğe olan yanıtına göre rutin bir analjezi protokolü 
uygulanmaktadır. Bu kliniklerde 2008 yılında ağrının 
değerlendirilmesine yönelik rutin bir uygulama yer al-
mazken, 2013 yılında ağrı değerlendirilmesi için özel 
bir “ağrı değerlendirme formu” kullanılmaya başlan-
mıştır. Bu formda ağrının değerlendirilmesine yönelik 
7 yaş üstü erişkin hastalarda 0–10 sayısal skala, 7 yaş 
altı ve konuşamayan erişkin hastalarda 0–10 arası yüz 
skalası kullanılmaktadır.

Verilerin Değerlendirilmesi

Anketten alınabilecek alt ve üst puanlar; iletişim alt 
grubunda 4 soru (0–20 puan), girişim alt grubun-
da 2 soru (0–10 puan), dürüstlük alt grubunda 4 
soru (0–20 puan), çevre alt grubunda 6 soru (0–50 
puan) şeklindedir. Buradan elde edilen veriler SPSS 
16.0 paket programı ile sayı ve yüzdelikler, ortalama, 
t-testi, varyans analizi kullanılarak değerlendirilmiş-
tir. Yıllara göre ağrı puanları, memnuniyet puanları, 
ağrı yönetimi kalite izlemi anket puanları karşılaştı-
rılmıştır. Önemlilik düzeyi olarak p<0,05 anlamlı ka-
bul edilmiştir.

Bulgular

Araştırma örneklemini oluşturan hastaların 2008 yı-
lındaki özellikleri incelendiğinde %40,8’ine (n=42) 

Tablo 1. Ağrı yönetimi kalite izlemi anketi

İletișim

  Ameliyattan önce, ameliyat sonrası nasıl bir ağrı tedavisi alacağım bana söylendi.
  Ameliyattan sonra ihtiyaç duyduğum ağrı tedavim hakkında hemșire ile konuștum.
  Hemșireler görevli olarak geldiklerinde, tedavim ve ne kadar ağrım olduğu hakkında her șeyi bilirler.
  Hemșireler ve doktorlar ağrı tedavim sırasında birlikte çalıștılar.

Girișim

  Ağrıdan kaçınmak için yatakta uygun pozisyonu bulma konusunda yardım ve destek aldım.
  Ağrı seviyemi belirlemek için, çalıșanlardan biri en azından her sabah, her öğlen ya da her akșam 0 ile 10 arasında bir sayı ile değerlendirmemi istedi.  

Dürüstlük 
  Sürekli olarak ben sormasam bile, ağrı tedavisi aldım.
  Ağrımın geçmesi ile birlikte ben memnun oluncaya kadar hemșire ağrı tedavisi uyguladı.
  Hemșireler ağrımı nasıl geçirecekleri konusunda bilgililer.
  Hemșireler, ağrımdan bahsettiğimde bana inanıyorlar.

Çevre

  Ağrımı dindirme konusunda her an görevli hemșire bulabildim
  Șu andaki ağrı
  En șiddetli ağrı
  En hafif ağrı
  Ameliyattan sonraki ağrınız beklediğinizden daha mı fazlaydı?
  Memnuniyet düzeyi
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ortalamalarının 7,96; genel cerrahi hastalarının ise 
7,72 puan olduğu görülmüştür.

Ağrı Yönetimi Kalite İzlemi Anketine göre hastaların 
aldıkları puan ortalamalarının 2008 yılında; iletişimde 
13,63, girişimde 7,2, dürüstlükte 16,17, çevrede 25,38 
puan, 2013 yılında ise iletişimde 13,48, girişimde 6,1, 
dürüstlükte 15,92, çevrede 23,64 puan olduğu görül-
müştür. Yapılan t testi sonucuna göre yıllara göre Ağrı 
Yönetimi Kalite İzlemi Anketi puanları arasında ista-
tistiksel olarak anlamlı fark saptanmamıştır (p>0,05).

göğüs cerrahisi, %59,2’sine (n=61) batın cerrahisi ya-
pıldığı, yaş ortalamasının 57,34±12,35 yıl, cinsiyetin 
%56,3’ünün erkek ve eğitim durumunun %46,6’sının 
ilköğretim düzeyinde olduğu görülmüştür. 2013 yılın-
da ise %41,7’sine (n=40) göğüs cerrahisi, %58,3’üne 
(n=56) batın cerrahisi yapıldığı, yaş ortalamasının 
51,9±15,76 yaş, cinsiyetin %51’inin erkek ve eğitim 
durumunun %43,8’inin ilköğretim düzeyinde olduğu 
belirlenmiştir.

İnsizyon büyüklüğüne göre ameliyat tipi değerlen-
dirildiğinde; %24,1’ine (n=48) açık kalp cerrahisi, 
%17,1’ine (n=34) kapalı kalp cerrahisi, %26,6’sına 
(n=53) minör batın cerrahisi, %32,2’sine (n=64) ma-
jör batın cerrahisi yapıldığı görülmüştür.

Hastaların ameliyat sonrası 2. gündeki ağrısı incelen-
diğinde, 0–10 sayısal skalaya göre 2008 yılında en şid-
detli ağrının ortalama 6, en hafif ağrının 2,1, görüşme 
anındaki ağrının 2 puan olduğu, 2013 yılında ise en 
şiddetli ağrının ortalama 5,9, en hafif ağrının 2,3, gö-
rüşme anındaki ağrının 2,6 puan olduğu görülmüştür 
(Grafik 1). Yapılan t-testi sonucuna göre yıllara göre 
ağrı puanları arasında istatistiksel olarak anlamlı fark 
saptanmamıştır (p>0,05).

Benzer olarak yapılan tek yönlü varyans analizi sonu-
cunda ameliyat tiplerine göre ağrı puanlarındaki farkın 
anlamlı olmadığı belirlenmiştir (Tablo 2).

Hastaların ameliyat sonrası ağrı beklenti durumu ince-
lendiğinde; 2008 yılında %76’sı, 2013 yılında %57,3’ü 
beklediğinden fazla olmadığını ifade etmişlerdir. 
Hastaların ağrılarına yönelik aldıkları tedaviden 0–10 
sayısal skalaya göre memnuniyet puan ortalamasının 
2008 yılında 8,6, 2013 yılında 6,9 puan olduğu gö-
rülmüştür. Yapılan t-testi sonucuna göre yıllara göre 
memnuniyet puanları arasındaki farkın istatistiksel 
olarak anlamlı olduğu belirlenmiştir (t=14, p=0,00) 
(Grafik 2). Ameliyat tipine göre ise kalp ve damar cer-
rahisi ameliyatı yapılan hastaların memnuniyet puan 

Grafik 1. Hastaların ağrı puan ortalamaları.

Grafik 2. Hastaların ağrı tedavisine yönelik memnuniyet puanları.

Tablo 2. Ameliyat tiplerine göre ağrı puanları

Ameliyat Tipleri

KKA AK MGC MnGC F P

En fazla ağrı 5,7 6,1 6,3 5,7 0,562 0,641

En az ağrı 1,8 2,7 2,6 2,0 1,974 0,119

Görüșme anındaki ağrı 2,1 2,4 2,4 2,3 0,239 0,869

KKA: Kapalı kalp ameliyatı, AKA: Açık kalp ameliyatı, MGC: Major genel cerrahi, MnGC: Minör genel cerrahi
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aktif rol üstlendiği uygulamalardır23,24. Buna karşın 
hemşirelerin ve diğer sağlık profesyonellerinin modern 
ağrı tedavi yöntemleri, ağrı şiddetini tanımlama, far-
makolojik ve nonfarmakolojik ağrı tedavi yöntemlerini 
uygulama ile ilgili bilgi eksiklikleri olduğu bilinmekte-
dir25. Ay ve Alpar, hemşirelerin %77,2’sinin ameliyat 
sonrası ağrıyı azaltmada en fazla bağımlı rollerinden 
analjezik uygulaması yaptıklarını ortaya koymuşlar-
dır23. Hemşirelik kayıtlarının incelendiği çalışmalarda, 
hemşirelerin en sık kayıt işlemini yaptıkları ve en çok 
zaman harcanan durumun bu olduğu ortaya konmuş-
tur26,27. Kayıt ile birlikte artan iş yükü sonucunda hem-
şirenin hasta başında geçirdiği zamanda azalmaya ve 
hasta memnuniyetine olumsuz yansımaya neden olabi-
lir. Ayrıca hastanın daha önceki deneyimleri, kültürel 
inançları, bilinç düzeyinin artması gibi sebeplerden 
dolayı hasta beklentilerinde ve memnuniyette değişim 
görülebilir28.

Bu çalışmada 2013 yılında ağrı yönetimi kalite izlem 
anketine göre dürüstlük, iletişim, girişim ve çevre öl-
çüt puanlarının düştüğü, fakat farkların istatistiksel 
olarak anlamsız olduğu belirlendi. Literatürde benzer 
anket ile yapılan çalışma sonuçlarında da hastaların 
ağrı yönetimi bakım kalitesine yüksek puan verdikle-
ri görülmüştür13,29,30. Ameliyat sonrası dönemde etkin 
ağrı kontrolünün sağlanmasında kalite çalışmalarının 
geliştirilmesi oldukça önemlidir. Bu süreçte yetersiz-
liklerin belirlenerek giderilmesine yönelik önlemeler 
alınmalıdır. Kalite gelişimi, verilen bakımın niteliğinin 
düzenli aralıklarla ölçülmesini, yorumlanmasını ve so-
nuçlarının tartışılmasını içermektedir. Bu çalışmanın 
yürütüldüğü kliniklerde hastaların ağrılarının bir form 
aracılığı ile değerlendirilmesi kalite göstergeleri açısın-
dan önemli bir adımdır. Ancak literatürde ağrının ay-
rıntılı tanılanması ve ağrı yönetiminde standartlar be-
lirlenmesi de vurgulanmaktadır12,14,15,29. Gunningberg 
ve Idval (2007)29 ağrı yönetiminde yaptıkları kalite 
değerlendirmesinde hastaların ve hemşirelerin görüşle-
ri ayrı ayrı ele almışlardır. Hastaların bakım kalitesine 
verdikleri puan hemşirelerinkine göre daha yüksekken, 
ağrısı fazla olan hastaların memnuniyetleri düşük oldu-
ğu bildirilmiştir.

Abdalrahim ve arkadaşlarının31 yaptığı çalışmada ise 
hemşirelere verilen eğitim sonrası ağrı yönetimi bakım 
sonuçlarının %85 oranında anlamlı olarak geliştiği 
tespit edilmiştir. Amerika’da Sağlık Bakım Politikaları 
ve Araştırmaları Komitesi’nin (Agency for Health 
Care Policy and Research – AHCPR) akut ağrı yö-
netimi için geliştirdikleri klinik uygulama rehberinde 

Tartıșma

Bu çalışmada 2008 ve 2013 yıllarında hastaların de-
mografik özelliklerinin benzerlik gösterdiği ve ameli-
yat sonrası ikinci günde en şiddetli ağrı puan ortalama-
sının orta düzeyde olduğu görülmüştür.

Hemşirelik bakım kalitesinin sürdürülmesinde ame-
liyat sonrası ağrı yönetiminin etkin bir şekilde sağlan-
ması esastır. Ağrı yönetimindeki bütüncül yaklaşımın 
hedefi hastanın ameliyat sonrasındaki rahatsızlığını 
en aza indirmektir16. Sekiz Avrupa ülkesi ve İsrail’de 
yürütülen bir çalışmaya göre (n=4.576) ameliyattan 
24 saat sonra hastaların en şiddetli ağrı puan ortala-
malarının 5,16 olduğu17; Sloman ve arkadaşlarının 
yaptıkları çalışmada18 cerrahi hastalarının %75’inin 
şiddetli ve orta düzeyde ağrı hissettikleri, ülkemizde 
ise Özer ve arkadaşlarının19 yaptıkları çalışmada has-
taların %93,7’sinin şiddetli, %50,2’sinin yanma/sızı 
şeklinde ağrı yaşadıkları belirlenmiştir. Literatürde 
ağrının etkin bir şekilde kontrol edilmesine yönelik 
uygulanan kalite yönetimi sonuçlarına göre hastaların 
ameliyat sonrası yaşadığı en şiddetli ağrı puanında an-
lamlı olarak azalma olduğu gösterilmiştir11.

Ağrı beklentisinin ve hasta memnuniyetinin değerlen-
dirilmesi kalite sonuçları açısından oldukça önemlidir. 
Bu çalışmada 2008 yılından 2013 yılına doğru hasta-
ların duydukları ameliyat sonrası ağrının beklediğin-
den az olduğu, buna karşın memnuniyet puanının da 
anlamlı şekilde azaldığı belirlenmiştir. Literatürde ağrı 
yönetimi ve hasta memnuniyetine yönelik farklı so-
nuçlar yer almaktadır. Rothoug ve arkadaşları hastala-
rın ameliyat sonrası ağrı yönetimine yönelik algılarını 
değerlendirdikleri çalışmada17 hastaların orta şiddette 
ağrı duyduklarını, ancak hasta memnuniyetinin yüksek 
olduğunu tespit etmişlerdir.

Brown ve arkadaşları20 ise kolorektal cerrahi grubunda 
yaptıkları çalışma sonucunda ameliyat sonrası ağrı bek-
lentisinin şiddetli ağrı ya da hasta memnuniyetiyle iliş-
kili olmadığını belirlemişlerdir. Ayrıca mevcut çalışma-
larda ve klinik uygulamalarda ameliyat sonrası ağrıyı 
kontrol altına alma ve azaltmaya yönelik farklı cerrahi 
tekniklere, farmakolojik tedavi yöntemlerine odakla-
nıldığı görülmektedir21,22. Bu uygulamaların yanı sıra 
hasta memnuniyetinin artırılmasına yönelik; hastanın 
ağrı ve anksiyete seviyesinin belirlenmesi, hasta için uy-
gun fiziksel aktivite, insizyon yerinin korunması, masaj, 
relaksasyon teknikleri gibi nonfarmakolojik girişimlere 
karar verilmesi ve uygulanması, hastanın tepkilerinin 
ve uygulamalarının etkinliğinin değerlendirilmesi de 
önemli bir yere sahiptir. Bu girişimler hemşirelerin 
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hastanın kendisini ifade edebilmesi ve tedavinin etki-
sini değerlendirebilmesi konusunda eğitim sağlanması-
nın, hasta konforunun ve memnuniyetinin arttırmanın 
komplikasyonları ve hastanede kalma süresini azaltaca-
ğı vurgulanmaktadır1.

Bu çalışmanın sonucunda iki farklı dönemde hasta-
ların benzer düzeyde ağrı duydukları görülmüştür. 
Ulusal ve uluslararası rehberlerde belirtilen kalite kri-
terlerinin uygulama alanına aktarılmasında yetersiz-
lik olduğu görülmektedir. Bu çalışma sadece batın ve 
göğüs cerrahisi yapılan hastalardaki ağrı sonuçlarını 
kapsamaktadır. Araştırmanın sınırlılıkları; ameliyat 
tiplerinin homojen olarak dağıtılmaması, ameliyat 
süresi, mevcut komplikasyon, önceki ameliyat öykü-
sü, hastanın beden kitle indeksi gibi verilerin ayrın-
tılı olarak ele alınmaması ve örneklem sayısının az 
olmasıdır.

Sonuç

Bu araştırma, beş yıllık süre içerisinde ameliyat sonra-
sı ağrı yönetiminde kalite kriterleri açısından istenen 
düzeyde gelişmenin sağlanamadığını göstermektedir. 
Bununla birlikte hastalar daha fazla memnuniyetsizlik 
bildirmektedirler.
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ABSTRACT
All types of surgeries inevitably cause some sort of respiratory 
alterations. Postoperative pulmonary complications increase 
hospital stay, morbidity and mortality and are still signifi cant 
problems in clinical practice. Nowadays, non-invasive ventilation 
is in common use and one of its uses is to prevent postopera-
tive pulmonary complications. Thoracic and abdominal surgeries 
have high risks for pulmonary complications. Thus, we aimed to 
present a systematic review to analyze the results of prophy-
lactic non-invasive ventilation use after abdominal and thoracic 
surgeries.

Key words: abdomen; non-invasive ventilation; postoperative complications; 
pulmonary atelectasis; surgery; thoracic surgery

ÖZET
Tüm cerrahi girișimler kaçınılmaz olarak bazı solunumsal deği-
șikliklere sebep olur. Postoperatif akciğer komplikasyonları has-
tanede kalım süresi, mortalite ve morbiditeyi arttırırlar ve hala 
önemli klinik pratik sorunlardır. Bugünlerde, non-invazif venti-
lasyon kullanımı sıktır ve bir kullanımı da postoperatif akciğer 
komplikasyonları önlemektir. Toraks ve karın cerrahileri akciğer 
komplikasyonları açısından yüksek riske sahiptirler. Bunun için, 
karın ve toraks cerrahisinde koruyucu non-invazif ventilasyo-
nun sonuçlarını incelemek için bir sistematik derleme sunmayı 
amaçladık. 

Anahtar kelimeler: karın; non-invazif ventilasyon; postoperatif komplikasyonlar; 
pulmoner atelektazi; cerrahi; torasik cerrahi

Introduction

Definition of Non-invasive Ventilation (NIV)

In general terms, it is the way of giving mechanical re-
spiratory support to the patient without the support of 
an artifi cial airway1. During NIV the protective mech-
anisms of upper airways are still active, and patients can 
speak, eat and clear their secretions by themselves dur-
ing application.

Th e adventure of mechanical ventilation in clinical 
practice substantially had started with non-invasive 
method in 1900–1950s when so many polio pandem-
ics had broken out. “Iron lungs” which covered whole 
body and generated “negative” pressure to assist venti-
lation saved lives although they were unpractical and 
unwieldy for routine use. Unfortunately, the mortality 
rate was still so high which necessitated discovering the 
positive pressure ventilation support via artifi cial air-
ways in 1950s.

Initially, it was applied manually, however conse-
quently in a short span of time fi rst generation posi-
tive pressure ventilators were already fabricated. NIV 
or non-invasive positive pressure ventilation (NPPV, 
a synonym for NIV) using “positive” pressure became 
a major issue again in 1980s when nasal continuous 
positive airway pressure (CPAP) was used in the treat-
ment of sleep apnea. In 1990s, it was also used in the 
treatment of chronic obstructive lung disease, conges-
tive heart failure and other conditions associated with 
respiratory insuffi  ciency. Until now, NIV lost nothing 
from its popularity in clinical practice.

Kafkas J Med Sci Kafkas J Med Sci 2014; 4(2):69–74  •   doi: 10.5505/kjms.2014.48569
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Clinical Use of NIV

NIV does not require the use of an artifi cially created 
airway like an intubation tube or tracheotomy cannula; 
however an interface connecting the patient to the sup-
portive device is needed. A nasal, oro-nasal, full face or 
helmet mask can be used for this purpose. Any of the 
masks has its unique advantages and disadvantages, 
however obviously all require patient compliance during 
application. NIV support can be provided by a standard 
positive pressure ventilator, a specialized bilevel positive 
airway pressure (BiPAP) machine or a CPAP device2,3.

CPAP and BiPAP are two main NIV techniques. 
CPAP delivers a constant positive pressure during both 
inspiration and expiration, so there is not a separate in-
spiratory support; that means it improves oxygenation; 
however its effi  cacy on ventilation and work of breath-
ing is limited4,5. On the other hand, BiPAP delivers two 
diff erent pressure levels during inspiration and expira-
tion. It helps both oxygenation and ventilation because 
it gives additional inspiratory support decreasing the 
work of breathing4,5.

Air leak is another important consideration during 
NIV application. Certainly, it depends on tightly fi tting 
of the mask as well as patient’s facial characteristics6. Air 
leaks lead to the loss of patient-ventilator synchroni-
zation which causes diffi  cult and ineff ective applica-
tions7. Ordinary intensive care ventilators are also used 
for NIV, however they don’t provide a good synchro-
ny if they don’t have a leak compensation algorithm8. 
Besides, NIV ventilators have the ability of generating 
high fl ows and reducing patient-ventilator asynchrony, 
are improved over time and better than many intensive 
care ventilators for compensating air leaks9.

Although NIV is used in a wide variety of clinical situ-
ations in intensive care and emergency units, clinical 
trials and meta-analysis recommend its use in only four 
clinical situations with grade 1A evidence10:

 1.  Severe exacerbation of chronic obstructive lung 
disease.

 2.  Cardiac edema and respiratory failure in the ab-
sence of shock or acute coronary syndrome requir-
ing acute coronary revascularization.

 3.  Facilitating extubation in chronic obstructive pul-
monary disease (COPD) patients that cannot be 
weaned from the ventilator.

 4.  Acute respiratory failure in immune-compro-
mised patients.

Obstructive sleep apnea is the most common breath-
ing disorder and compromises upper airway muscle 
activity. Anesthetic drugs also compromise the same 
activity and the situation is worse postoperatively for 
patients having obstructive sleep apnea. NIV is a pref-
erable option for these patients peri-operatively, even 
for a better wound healing because it provides a better 
oxygenation11,12.

Asthma exacerbations, hypoxemic respiratory failure, 
extubation failure and post-operative respiratory fail-
ure are also among the clinical situations in which NIV 
is used. Ferrer et al. demonstrated superiority of NIV 
use in extubation failure patients compared to classical 
weaning protocol13.

Certainly, there are contraindications and complica-
tions of NIV application. Severe hypoxemia or acide-
mia, multi organ failure, anatomical face problems, 
severe agitation, copious secretion, uncontrolled vom-
iting, repetitive hemoptysis and hematemesis, upper 
airway obstruction, encephalopathy, impaired con-
sciousness, apnea, cardiac arrest and patient’s refusal 
of application are among contraindications. Th us, in 
most instances NIV use is contraindicated in the situ-
ations which we cannot control the airway safety and 
hemodynamic stability.

NIV is a quite safe and well tolerated technique for 
appropriate patients in proper conditions and can be 
used for short and long times. Adverse side eff ects usu-
ally are not so serious and they are mostly related to 
the mask, or fl ow and pressure levels of the ventilator. 
Some of the side eff ects related to mask use are discom-
fort, erythema on face, nasal ulceration and claustro-
phobia. Nasal congestion, ear pain, mouth/nose dry-
ness, cornea irritation and gastric distension are among 
the complications related to fl ow and pressure. Besides; 
air leak, aspiration pneumonia, hypotension, pneumo-
thorax are also among undesirable states. Clinicians 
must be careful about abdominal distension in patients 
having upper gastrointestinal anastomosis. Although 
it is never a contraindication for NIV use, it is always 
confl ictive among anesthesiologists and surgeons.

Postoperative Pulmonary Complications (PPC)

All types of surgeries regardless of anesthesia choice 
(general or regional) cause some sort of respiratory al-
terations. PPC can simply be defi ned as any pulmonary 
abnormality observed in the postoperative period. 
Th is issue should not be underestimated during daily 
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clinical practice because it increases the length of hos-
pital stay, and the rates of morbidity and mortality14. 
Pneumonia, pneumothorax, pulmonary edema, pleu-
risy, aspiration, infection of airways, respiratory failure 
can be listed among these complications some of which 
rely on peri–operative atelectasis formation.

Atelectasis occurs in 90% of patients who are anesthe-
tized15; meaning that even a trouble-free anesthesia and 
surgery may not prevent atelectasis. Anesthesia leads 
to atelectasis by reducing functional residual capacity 
(FRC) which can be interpreted as resistance of lungs 
against collapse. Depression of the respiratory center by 
the used drugs, high FiO2, postoperative pain and direct 
muscle injury related to surgical incision are probably 
contributing factors16. Atelectasis and hypoventilation 
are most frequent reasons of early postoperative hypox-
emia17. Anesthetic drugs and neuromuscular blockers, 
although are easily reversible, have residual eff ects in the 
postoperative period, thus the risk of atelectasis also ex-
ists in the postoperative period5.

Th ere are risk factors increasing the possibility of PPC 
and, thus, postoperative respiratory failure. Anesthetic 
factors along with surgical factors, type of surgery 
(particularly thoracic and abdominal surgeries), de-
mographical factors (age, obesity, etc), and preexisting 
hypoxemia or lung disease increase the risk of PPC. 
Approximately 8–10% of patients need intubation and 
mechanical ventilation aft er abdominal surgery18. In a 
multicenter prospective study conducted by Canet et 
al., 5% of 2464 patients developed at least one PPC19. 
In addition, cardiac (39.6%), thoracic (31.4%) and ab-
dominal surgeries (7.2%) were the most complicated 
surgeries. Highest rates of 30th and 90th day postop-
erative mortalities and prolonged ventilation require-
ments were aft er abdominal surgeries and the length of 
hospital stay was directly proportional with the num-
ber of complications. A comprehensive analysis of the 
study fi ndings revealed seven independent predictive 
risk factors for PPC as lower preoperative arterial oxy-
gen saturation, acute airway infection in the preceding 
month, age, preoperative anemia, upper abdominal or 
thoracic surgery, surgery duration more than 2 hours 
and emergency cases19.

Besides a proper pain management, oxygen therapy 
and early mobilization, there are several additional 
strategies to prevent and treat atelectasis, postoperative 
hypoxemia and PPC. One of them is PEEP use dur-
ing surgery. Th e medical literature consists of studies 
suggesting that the use of a 10 cm H2O PEEP opens 

the collapsed alveoli20. Rusca et al. added 10 cm H2O 
CPAP before induction and ensured insignifi cant at-
electasis, even with 10 minutes long 100% oxygen use 
during induction21. Avoiding the use of high rates of 
oxygen before and during anesthesia and during recov-
ery from anesthesia is another precaution to prevent 
atelectasis, because recruitment maneuver used in the 
management of atelectasis is ineff ective in case where 
100% oxygen is given for 10 minutes before extuba-
tion22. Incentive spirometer and deep inspiration prac-
tice before and aft er surgery are also a way of prevent-
ing and treating peri-operative atelectasis. Th omas and 
McIntosh collected all studies about the eff ects of deep 
breath exercise, incentive spirometer and intermittent 
positive pressure breath on PPC, published from 1966 
to 1992 in a meta-analysis23. Th ey concluded that all 
these maneuvers reduced the PPC rate in study groups 
compared to control groups who were not treated with 
any of the maneuvers. All of these maneuvers are in-
tended to increase lung volumes just as NIV; so why 
don’t we use NIV for the same purpose?

Th e curiosity about the probable benefi ts of NIV gave 
rise to studies dealing with the prophylactic and cura-
tive use of NIV postoperatively and intraoperative-
ly14,24. Tobias was the fi rst to publish postoperative use 
of NIV4. He treated acute postoperative respiratory 
failure associated with NIV in three children and three 
adults.

Postoperative hypoxemia and acute respiratory failure 
develop especially aft er thoracic and abdominal pro-
cedures. Although invasive mechanical ventilation is 
the mainstay of treatment for acute respiratory failure, 
some studies demonstrated relation between postop-
erative pulmonary mortality, and re-intubation and 
mechanical ventilation5. NIV provides all benefi ts of 
invasive mechanical ventilation and it reduces the risk 
of airway complications and nosocomial pneumonia 
at the same time. In addition, it reduces patient’s dis-
comfort and prevents airway resistance caused by the 
intubation tube, and helps to ensure better commu-
nication with the patient4. In this point of view, fi rst 
precaution for the clinician is to prevent PPC; how-
ever, if it occurs unavoidably, the aim during manage-
ment is to avoid re-intubation. NIV seems to fi t for 
both purposes, thus is used for both prophylactically 
and curatively5.

Jaber et al. showed that NIV is a safe and well tol-
erated method in their study of 72 patients who 
had gastrointestinal surgery and respiratory failure 
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Abdominal Surgery

Periodic NIV use immediately aft er extubation and 
continuing its use in postoperative period were associ-
ated with signifi cantly higher oxygenation rates or fast-
er recovery of lung volumes26,31,32. In a study conducted 
on 65 open laparoscopy operation patients, atelectasis 
rate was compared to respiratory therapy including in-
centive spirometer or coughing and deep breathing26.

PPC and re-intubation rate were similar when com-
pared to conventional therapy, while arterial oxygen-
ation was improved aft er NIV use27,28.

On the contrary, Carlsson et al. did not fi nd any favor-
able eff ect of NIV on arterial oxygenation or spirometer 
measurements in comparison with the oxygen therapy29. 
In addition, analogously NIV did not lead a shorter hos-
pital stay in 58 patients having abdominal surgery30.

Squadrone et al. used NIV for both prophylactic and 
curative purposes in the same study33. Th ey included 
209 patients and 1% of patients (one patient) required 
intubation in NIV group, while 10% (ten patients) were 
re-intubated in the control group. Th e ICU stay and in-
fection rate were signifi cantly lower in NIV, however the 
length of hospital stay was not diff erent.

Thoracic Surgery

Aqulio et al. investigated early eff ects of NIV aft er lung 
surgery in comparison with the conventional treat-
ment. NIV improved arterial oxygenation aft er one-
hour application and this eff ect continued one more 

postoperatively25. In this paper, we aimed to review the 
prophylactic use of NIV in postoperative periods of 
abdominal and thoracic surgeries.

Methods

We thoroughly searched Pubmed, Medline, and 
Cochrane Library beginning from 1979 January to 
2014 June and limited the search within “clinical tri-
als” and “randomized controlled trials”. Th e search 
terms “thoracic surgery”, “abdominal surgery”, “tho-
raco-abdominal surgery” were combined with any 
of these: “non-invasive ventilation”, “non-invasive 
positive pressure ventilation”, “non-invasive respira-
tory support”, “continuous positive airway pressure”, 
“bilevel positive airway pressure”. Th e studies deal-
ing with just the preoperative or intra-operative NIV 
use, including pediatric patients, cardiac and bariatric 
surgeries, and in where NIV was applied as negative 
pressure ventilation or for curative purposes were 
excluded.

Results

Twelve studies consisting of a total of 858 patients met 
the inclusion criteria for fi nal analysis26–35. Table 1 sum-
marizes the included studies. Abdominal, thoracic and 
thoraco-abdominal surgeries were included in eight, 
two and two studies, respectively. NIV improved ar-
terial blood gases in eight and spirometer data in four 
studies, and it decreased the rate of atelectasis in three 
studies.

Table 1. The summary of randomized controlled trials dealed with non-invasive ventilation

Source Surgery N Rate of Atelectasis Spirometric Data Arterial Blood Gas Intubation rate Outcome

Stock et al. Elective abdominal surgery 65 Favour NIV Favour NIV ND ND ND

Anderes et al. Elective abdominal surgery 30 ND ND Favour NIV ND ND

Böhner et al. Elective abdominal surgery 204 ND ND Favour NIV Favour NIV ND

Carlsson et al. Cholecystectomy 24 No difference No difference No difference ND ND

Denehy et al. Elective abdominal surgery 58 ND No difference No difference ND No difference

Linder et al. Elective abdominal surgery 34 ND Favour NIV ND ND ND

Ricksten et al. Elective abdominal surgery 50 Favour NIV Favour NIV Favour NIV ND ND

Squadrone et al. Elective abdominal surgery 209 ND ND Favour NIV Favour NIV No difference

Aguılo et al. Elective lung resection 19 ND ND Favour NIV ND ND

Perrin et al. Elective lobectomy 39 No difference No difference Favour NIV ND ND

Fagevik et al. Thoracoabdominal surgery 70 ND No difference Favour NIV Favour NIV No difference

Kindgen–Milles et al. Elective thoraco-abdominal aneurysms 56 Favour NIV ND Favour NIV Favour NIV ND

ND: no data. 
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and the rate did not decrease despite improvements in 
anesthetics and surgical technologies through years41.

Hypoxia occurs in 30–50% of postoperative abdomi-
nal surgery patients, even aft er an uncomplicated sur-
gery and anesthesia, and 8–10% them need re-intuba-
tion and mechanical ventilation in the postoperative 
care unit5,18. NIV, particularly in prophylactic use, can 
be brilliant and miraculous. Besides, it is cheap, safe, 
practical and well-tolerated by the patients.

To be honest, the medical literature lacks studies rec-
ommending the routine prophylactic use of NIV in the 
postoperative periods of thoracic and abdominal op-
erations. However, the results of currently performed 
studies seem to be mostly on NIV’s favor. Th ey show 
better fi ndings of arterial blood gas and spirometer val-
ues, and atelectasis rate. Th us, NIV still has the chance 
for being within the recommendations of practice 
guidelines. However, we still do need more prospec-
tive studies with larger sample sizes in order to achieve 
stronger evidence to recommend NIV’s routine use in 
the postoperative period.

In addition, atelectasis rate was dependent on the ra-
diological fi ndings in the previous studies and the clin-
ical outcomes were not thoroughly evaluated. Th us, 
further prospective studies are needed to identify the 
true rate of atelectasis and its clinical implication.

Some clinicians have concerns about using NIV in gas-
trointestinal surgery and mostly they think that NIV 
may cause anastomosis leak. However, the literature 
lacks any serious complication resulted from NIV.

In conclusion, prophylactic NIV use aft er thoracic or 
abdominal surgery is still an untouched topic to be 
studied on. It seems that it has the potential for use in 
routine daily practice; however our hypothesis should 
be tested with more prospective clinical studies.
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ABSTRACT
Local seeding of the nephrostomy tract has been theorized as a 
potential risk of percutaneous management of upper urinary tract 
tumors. Few cases of nephrostomy tract seeding have been re-
ported. We report a case of nephrostomy tract tumor seeding after 
percutaneous nephrolithotomy.

Key words: carcinoma; neoplasm; nephrostomy; percutaneous; seeding; 
transitional cell

ÖZET
Üst üriner sistem tümörlerinin perkütan yöntemle tedavisinde, nef-
rostomi hattına tümör ekilmesi potansiyel bir risktir. Literatürde, az 
sayıda olgu bildirilmiștir. Bu yayında, perkütan nefrolitotomi sonra-
sında, nefrostomi hattına tümör ekilen bir olgu sunduk. 

Anahtar kelimeler: karsinom; neoplazi; nefrostomi; perkütan; ekim; 
transizyonel hücreli

Local tumor seeding of the nephrostomy tract has been 
theorized as a potential risk of percutaneous manage-
ment of upper tract tumors and only a few cases of 
nephrostomy tract seeding have been reported3. In this 
paper, we report a case of nephrostomy tract tumor 
seeding aft er percutaneous nephrolithotomy (PCNL) 
in a patient with stone disease and incidental upper 
tract TCC.

Case Report

A 52-year-old male patient was referred to our depart-
ment with complaints of long lasting left  fl ank pain 
and intermittent hematuria. Intravenous pyelography 
(IVP) and urinary tract ultrasound examinations re-
vealed multiple areas compatible with renal stones in 
middle and lower calyces of the left  kidney and grade 
one hydronephrosis of the ipsilateral kidney. Th e ex-
amination of right side was unremarkable. In addition, 
there was not any evidence suggesting malignancy.

PCNL was performed in order to remove the renal 
stones. Intraoperatively, cystoscopic examination was 
unremarkable. Aft er the removal of the stones, we per-
formed an excisional biopsy of the structure resembling 
a tumor through the nephroscope, and completed the 
operation aft er placing a percutaneous nephrostomy 
tube. Pathologic evaluation of the biopsy from renal 
pelvis revealed a transitional cell carcinoma (TCC) 
and an open nephroureterectomy was performed 
14 days aft er the initial PCNL. Operative specimen 
was 1.5×2 cm in diameter and reported as low grade, 
stage T1N0M0 TCC. Stone type was calcium oxalate 
monohydrate. Following retrospective assessment, we 
realized that it was a long standing stone for 10 years.

Introduction

Transitional cell carcinoma (TCC) of the upper uri-
nary tract oft en presents a diagnostic and therapeutic 
challenge. It is relatively uncommon and accounts for 
5–10% of all renal tumors and less than 5% of all uro-
thelial tumors1. Th e gold standard treatment of upper 
tract TCC is nephroureterectomy with excision of 
bladder cuff 2. However, endoscopic management may 
be an alternative treatment option in patients with 
small and low grade tumors and in case where renal 
sparing surgery is necessary due to a solitary kidney, 
renal insuffi  ciency or bilateral disease1.
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Four months aft er the surgery the patient experienced 
pain in the left  fl ank incision line. Computerized to-
mography examination revealed a 2.5×3.1 cm solid 
mass between the left  fl ank inferior muscles (Figure 1). 
We resected the mass with its surrounding muscle tissues 
(Figure 2). Pathologic evaluation revealed the metastasis 

of the high grade TCC. Th us, an adjuvant chemo and ra-
diotherapy program was scheduled.. Focal tumors were 
detected in the urinary bladder at control cystoscopy; 
thereby, complete transurethral resection and 6 courses 
of intravesical BCG instillations were performed due to 
high grade stage T1 TCC in bladder.

Figure 2. Macroscopic image of the tissue resected from the nephrostomy tract.

Figure 1. Computerized tomography image of the solid mass between left flank muscles (Surrounded with Blue colour).
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At the sixth month follow up visit, CT examination 
revealed a 3×3 cm mass lesion adjacent to spina iliaca 
anterior superior and multiple metastatic nodules in 
the lungs. Th e patient was referred to oncology depart-
ment for additional chemotherapy and he died fol-
lowing secondary chemotherapy at 18th month aft er 
surgery.

Discussion

Nephroureterectomy with excision of bladder cuff  has 
been the treatment of choice for upper urinary tract 
TCC in patients with a normal contra lateral kidney4 
and the most important prognostic factors are the 
stage and grade of the tumors5. Albeit low-stage and 
low-grade tumors tend to be associated with good sur-
vival aft er either radical or nephron-sparing surgery6, 
high-grade and high-stage tumors can be controlled in 
a diffi  cult manner by nephroureterectomy7. Although 
the tumor presented here was a low-grade one, the out-
come was poor, probably due to the tumor seeding at 
the nephrostomy tract.

Th e discordance between the pathologic grade of the 
operative specimens (nephrouretercetomy and neph-
rostomy tract) was re-evaluated in conjunction with 
the pathologists once again. A dismissed small high 
grade TCC foci in renal pelvis, ureter or bladder was 
thought to be an explanation. Actually, bleeding, clots 
or stone dust observed frequently during PCNL might 
have obscured the small tumor foci of our patient dur-
ing the initial evaluation.

Although, we examined the urinary tract using ultra-
sound and intravenous pyelography prior to the sur-
gery, we did not use contrast enhanced CT scan of the 
abdomen which would detect the tumor mass in the 
left  renal pelvis.

Endoscopic management of upper urinary tract can-
cers is an option for patients with low grade/low stage 
tumors requiring nephron sparing surgery. Successful 
resection/fulguration of upper tract tumors has been 
reported with recurrence rates ranging between 0 and 
45%s4,8–10. Although, the size and stage of the tumor of 
our patient suggested the choice of endoscopic treat-
ment option, we preferred open nephroureterectomy, 
as the contra lateral kidney had normal functions.

Tumor seeding in the tract of percutaneous needle 
aspiration or biopsy has been demonstrated in nu-
merous carcinomas, including prostate, liver, bladder, 
kidney, gallbladder, and head and neck tumors11–15. 

However, Tomera et al. reported two cases with local 
recurrence of transitional cell carcinoma in the renal 
pelvis, aft er intraoperative pyeloscopy followed by im-
mediate nephroureterectomy to treat superfi cial, low 
grade tumors of the renal pelvis3. Although the litera-
ture contains a few publication regarding percutane-
ous tract seeding, our case suggested that endoscopic 
interventions might result in local recurrence in upper 
urinary tract TCC’s despite low grade and small sized 
tumors.

Techniques aiming to decrease the risk of access tract 
seeding have been reported and mostly include the 
maintenance of a low intrarenal pelvic pressure by us-
ing a 30 Fr working sheath and hanging the irrigation 
solution less than 40 cm above the level of the patient, 
use of sterile water as the irrigation solution for its 
cytolytic eff ect and resection16. Risk may be reduced 
when endoscopic intervention is performed in a retro-
grade manner.

Th e recommended treatment options of TCC follow-
ing nephroscopic confi rmation are nephroureterecto-
my, adjuvant radiotherapy and immediate resection of 
the nephrostomy tract17. In four patients, Woodhouse 
et al. prophylactically placed radioactive iridium wires 
into the nephrostomy tract aft er percutaneous resec-
tion of renal transitional cell carcinoma and none of 
the patients had tumor cell implantation through the 
percutaneous tract8. We couldn’t employ some of these 
techniques to reduce seeding risk, as we did not have 
information about tumor existence until nephroscopic 
examination.

Th e association of TCC, small cell carcinoma, ad-
enocarcinoma and sarcomatoid carcinoma with re-
nal stone disease has been documented in the lit-
erature18–20. Urothelial cancer of the renal pelvis in 
patients undergoing PCNL was studied previously. 
Of the 500 patients examined during PCNL three pa-
tients had urothelial carcinoma of the renal pelvis. Th e 
histo-pathological diagnosis was TCC in all cases. In 
one case the tumor was associated with sarcomatoid 
features and in another with squamous carcinoma. Th e 
overall survival of the three patients was between 2–19 
months aft er the diagnosis of urothelial cancer.

Association of TCC with long standing stone disease 
has not been studied comprehensively. To our knowl-
edge, the medical literature includes two studies deal-
ing with the relation21,22. Kaufmann et al. investigated 
the eff ects of long standing catheters and stones on 
carcinogenesis in patients with spinal cord injuries21. 
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Th e authors observed SCC in six patients and TCC in 
fi ve patients. A similar study including the same kind 
of patient population reported TCC in six patients 
and SCC in two patients. However, the concept of the 
association of renal stones and TCC lacks supporting 
evidence and needs to be confi rmed with more pro-
spective randomized trials.
Long standing calculus may lead to deterioration of 
renal functions. Th e pathologic processes identifi ed 
in a poorly functioning kidney secondary to calculus 
include chronic pyelonephritis, parenchymal atro-
phy, xanthogranulomatous pyelonephritis and rarely 
urothelial carcinomas. Li et al. mentioned that 2% of 
their patients with recurrent staghorn calculus had 
squamous cell carcinoma of the renal pelvis23. Th ey 
also concluded that clinicians should suspect urothe-
lial malignancies in case of a history of long standing 
stones.
Th ere seems a risk of nephrostomy tract seeding aft er 
endoscopic manipulation of urothelial carcinomas of 
upper urinary tract. Comprehensive preoperative eval-
uation may lower the risk in patients with renal stones.
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ABSTRACT
Splenic cysts are seen rarely in surgical practice and most of 
them are parasitic cysts (hydatid cyst). Non-parasitic cysts are 
classifi ed as true and false cysts (pseudocyst). Pseudocysts are 
usually secondary to trauma or hemorrhage of spleen. They are 
believed to be the fi nal stage of organization of an intra-splenic 
hematoma and are hardly differentiated from hydatid cyst pre-
operatively. Surgery is the treatment of choice in symptomatic 
cysts, particularly with a diameter of larger than 5 cm. In this 
paper, we present a 12 cm splenic cyst of a 32-year-old male. 
Pathological examination after total splenectomy via laparotomy 
revealed splenic pseudocyst. However, the medical history of 
the patient was unremarkable and there wasn’t any history of 
trauma.

Key words: pseudocyst; spleen; splenectomy

ÖZET
Cerrahi pratikte dalak kistleri nadir görülürler ve çoğu da parazitik 
kistlerdir (hidatit kist). Parazitik olmayan kistler gerçek ve yalancı 
kistler (psödokist) olarak sınıfl andırılırlar. Psödokistler genellikle 
dalaktaki travma ya da kanamaya ikincildirler. Dalaktaki hema-
tomun organizasyonunun son basamağı olduklarına inanılırlar ve 
operasyon öncesi hidatit kistten güçlükle ayırt edilebilirler. Belirti 
veren, özellikle 5 cm’den büyük kistlerin tedavi seçeneği cerra-
hidir. Bu yazıda, 32 yașındaki bir erkekteki 12 cm’lik dalak kis-
tini sunuyoruz. Laparotomi ile total splenektomi sonrası yapılan 
patolojik incelemede dalak psödokisti tanısı konuldu. Ancak, 
hastanın tıbbi geçmișinde belirgin bir özellik ve travma öyküsü 
yoktu. 

Anahtar kelimeler: psödokist; dalak; splenektomi

Introduction

Splenic cysts are divided into two groups: primary 
(true) and secondary (false). Primary cysts have epithe-
lial or endothelial lining which is absent in secondary 
cysts. Primary splenic cysts are classifi ed as parasitic 
or non–parasitic and most of them are parasitic cysts 
resulted secondary to Echinococcus granulosus infesta-
tion. Non-parasitic cysts may have epithelial covers as 
epidermoid, dermoid and mesothelial cysts have, or en-
dothelial covers as hemangiomas and lymphangiomas 
have. Epidermoid cysts account for 90% of primary 
non-parasitic cysts. Secondary cysts, also named as 
pseudocyst, usually develop aft er an abdominal trau-
ma, and less frequently as a result of mononucleosis, 
tuberculosis or malaria1,2.

False cysts are also called as pseudocyst because they do 
not have capsules. Trauma is the most common etio-
logical factor. Th ey are believed to be the fi nal stage 
of organization of an intra-splenic hematoma. In this 
paper, we present a 12 cm splenic cyst of a 32-year-old 
male. Pathological examination aft er total splenectomy 
via laparotomy revealed splenic pseudocyst. However, 
the medical history of the patient was unremarkable 
and there wasn’t any history of trauma.

Case Report

A 32-year-old man complaining of a left  sided ab-
dominal pain was admitted to our clinic. He has had 
abdominal distension, fullness in the epigastrium, nau-
sea and vomiting for the last few months. Physical ex-
amination revealed a mass in the left  upper quadrant of 
the abdomen. Th e medical and surgical histories were 
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unremarkable and there was not any history of trauma 
or parasitic infection.

Laboratory tests including complete blood count, 
liver and kidney function tests revealed measurements 
within normal reference ranges. A calcifi ed mass was 
seen in the spleen during the abdominal plain X-ray 
examination (Figure 1), thus we ordered a computer-
ized tomography (CT) to examine the spleen. CT scan 
revealed a 12 cm cystic mass in spleen with peripheral 
calcifi cations compatible with a hydatid cyst (Figure 
2). However, serologic testing for Echinococcus was 
negative.

Since the cyst was larger than 5 cm and the patient had 
worsening of the symptoms, we preferred surgical treat-
ment. Preoperatively, the patient had a Pneumococcus 
vaccine.

During intra abdominal exploration via median verti-
cal incision, we saw a very large cyst, almost entirely 

covered by splenic parenchyma, and thus we preferred 
total splenectomy instead of perforation or aspiration 
of the cyst. Postoperative follow up was uneventful. 
Oral nutrition was started on postoperative day one 
and the patient was discharged on postoperative day 
three.

Postoperative pathologic examination revealed a 12 
cm splenic pseudocyst with a peripherally calcifi ed wall 
lacking epithelial lining. Th e cyst was surrounded by 
a thin splenic parenchymal layer. Th e diameters of the 
splenectomy material were measured as 18×16×12 cm 
(Figure 3).

Discussion

Splenic cysts are rarely seen in daily surgical prac-
tice. Th ey are commonly seen in children and young 
adults. Szczepanik et al. reported that the number of 
splenic cysts constituted 11 (3.8%) of all 290 patients 

Figure 1. Plain X-ray examination of spleen demonstrating a calcified mass.
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Figure 2. Abdominal CT scan demonstrating a 12 cm cystic mass with peripheral calcifications.

Figure 3. Splenectomy specimen including the pseudocyst.
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onstrated accurately preoperatively, thus we preferred 
to perform a total splenectomy.

Various operative management options for non-para-
sitic splenic cysts including total splenectomy, partial 
splenectomy, percutaneous drainage, marsupialization 
of the cyst and partial cystectomy (fenestration, un-
roofi ng) are available. Characteristics of the patients 
and their cysts contribute in selecting the appropriate 
management option1. 

Total splenectomy is still the most preferred surgi-
cal procedure used during the management of splenic 
cysts. However in recent years, the number of surgeons 
preferring laparoscopic approach is increasing. Total 
splenectomy performed laparoscopically or open is 
inevitable in cases where cyst is very large, located in 
the splenic hilum, covered completely by the splenic 
parenchyma (intrasplenic cyst), or if there are multiple 
cysts5. Our patient had a cyst located in the splenic hi-
lum and covered entirely by splenic parenchyma. In ad-
dition, we could not rule out hydatid cyst.

Awareness of the importance of immunological func-
tion of spleen and the potential threat of severe post 
splenectomy complications have led to the develop-
ment of splenic parenchyma-preserving surgical pro-
cedures. Partial splenectomy is a safe and eff ective 
operative procedure used in the management of non–
parasitic splenic cysts. It ensures complete cyst remov-
al, prevents cyst recurrence, and preserves the splenic 
functions3. It may be preferred in cases where the cysts 
are located in splenic poles.

 The laparoscopic management of splenic cysts has 
all advantages unique to laparoscopic surgery includ-
ing less pain, smaller incision, shorter hospitalization 
and earlier return to work. Although laparoscopic ap-
proach is a minimally invasive technique, it may not 
provide adequate treatment. The recurrence rates are 
higher, if large amounts of cyst wall are not removed. 
The cyst location is the most important factor for 
performing laparoscopic spleen preserving surgery. 
Superficial and non-parasitic splenic cysts are better 
candidates for laparoscopic approach9,10.

In conclusion, splenic cysts should be managed surgi-
cally, if they are symptomatic or if their diameters are 
larger than 5 cm. If the presence of a parasitic cyst can’t 
be ruled out preoperatively, total splenectomy is the 
treatment of choice, particularly in large cysts entirely 
covered by splenic parenchyma or located in the splen-
ic hilum.

subjected to splenectomy during the study period 
of 4 years3. Management of the splenic cyst depends 
on threefold questioning; What is the nature of the 
cyst? Should we operate? And which operation will 
we perform?4.

Splenic cysts are more oft en diagnosed nowadays, 
probably due to the increased use of abdominal ultra-
sound and CT examinations. However, it’s diffi  cult 
to distinguish true and false cysts. Most of the splenic 
cysts are asymptomatic until they reach signifi cant 
sizes. Large cysts may cause left  sided upper abdomi-
nal pain and other symptoms of space occupation, 
secondary to the enlarging cystic mass within the ab-
dominal cavity5. Symptomatic cysts and cysts larger 
than 5 cm, whether symptomatic or not, are generally 
managed surgically.

Pseudocysts comprise about three-quarters of all 
non-parasitic cysts of spleen. Th ey are secondary to 
trauma, infection or infarction. Most are asymptom-
atic and solitary. Th ey can reach large sizes and con-
tain as much as three liters of dark turbid fl uid and 
are believed to be the fi nal stage of organization of an 
intra-splenic hematoma. Th e fi brous capsule oft en ex-
hibits a chronic infl ammatory reaction and contains 
organized blood clots, with old blood pigment and 
precipitates of calcium. Macroscopically, they may 
contain internal debris. Microscopically, these cysts 
are composed of dense fi brous tissue, oft en calcifi ed, 
with no epithelial lining2,6.

On plain fi lms of the abdomen, plaque-like calcifi -
cation is uncommon within true cysts, however it is 
seen in up to one-quarter of pseudo cysts. CT demon-
strates the trabeculations, septations or calcifi cations 
of the cyst wall better than the ultrasound can. Th e 
diagnosis of a false cyst should be favored, if there is 
a clear history of trauma, hematoma elsewhere in the 
spleen, or if the cyst wall is calcifi ed. Th e diff erential 
diagnosis includes echinococcal cyst (oft en has multi-
ple septations), large solitary abscess or hematoma, or 
cystic neoplasm of spleen (hamartoma, hemangioma 
or lymphangioma)7.

In distinctive diagnosis of splenic cystic masses, hyda-
tid cysts should rank among fi rst especially in endemic 
regions, like Turkey. Th e treatment choice of a splenic 
hydatid cyst is surgery. Operative approach varies de-
pending on the patient’s age, his/her additional sys-
temic diseases, and the location, number and size of the 
cysts8. In our case, the subclass of the cyst was not dem-
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ABSTRACT
Lichen myxoedematosus is an uncommon, chronic disorder char-
acterized by lichenoid papules due to dermal mucin deposition. 
Discrete papular mucinosis is a rare subtype of the localized form. 
Herein, we report a 49-year-old woman with asymptomatic, white-
coloured papules on her upper back. A skin biopsy from a papule 
on her upper back demonstrated dermal mucin deposition after 
alcian blue staining.

Key words: exanthema; lichens; scleromyxedema; skin; discrete type

ÖZET
Liken miksödematöz, dermal müsin depolanmasından dolayı like-
noid papüllerle karakterize olan nadir görülen, kronik bir hastalıktır. 
Diskret papüler müsinoz lokalize formun nadir görülen bir alt tipidir. 
Burada, sırtının üst kısmında asemptomatik, beyaz renkli papülleri 
olan 49 yașında kadın hastayı sunuyoruz. Sırtın üst kısmındaki pa-
pülden alınan cilt biyopsisi, Alsian mavisi boyama sonrasında mü-
sin depolanmasını gösterdi. 

Anahtar kelimeler: ekzantem; likenler; skleromiksödem; cilt

with systemic diseases. Herein, we report the fi rst case 
of a patient with discrete white papules with mucin de-
position that appeared localized to the back.

Case Report

A 49-year-old woman was referred to our department 
with asymptomatic papules of 3 months’ duration on 
the upper back. Physical examination revealed numer-
ous well-defi ned, white papules, 3–5 mm in diameter 
(Figure 1). Th ere wasn’t any induration or thickening 
of the skin on the aff ected site. In addition, there was 
no history of preceding trauma and the patient was not 
taking any medication.

Routine laboratory studies were unremarkable. Serum 
electrophoresis and thyroid function tests were nor-
mal. Screening for viral infections remained negative. 
General physical examination did not reveal any sys-
temic involvement.

A 4-mm punch biopsy was performed from one of the 
lesions located on the upper part of the back. Histo-
pathological examination showed normal epidermis 
and widely separated collagen fi bers (Figure 2). PAS 
+ Alcian Blue staining showed an increase in blue 
staining, which indicated an increase in dermal mucin 
(Figure 3). Based on the clinical, histological and labo-
ratory fi ndings we have diagnosed the discrete papular 
type of lichen myxoedematosus.

Although topical corticosteroids had been previously 
administered for three months, they had been inef-
fective. Because the patient was asymptomatic, we 
preferred to follow conservatively. During the follow-
up of 20 months, we did not observe any evidence of 
spontaneous resolution or progression.

Introduction

Cutaneous mucinoses are a wide group of disorders 
characterized by anomalous deposits of mucin in the 
skin. Lichen myxoedematosus can be classifi ed into 
several subtypes, depending on the distribution and 
overall skin involvement. Discrete papular lichen 
myxoedematosus (DPLM) is an uncommon subtype 
of primary cutaneous mucinoses. Only fi ve of the cases 
described in the literature to date showed no relation 
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Figure 2. Normal epidermis and widely separated collagen fibers demonstrated in histo-
pathological examination.

Figure 3. PAS and Alcian Blue staining showed an increase in blue stain indicating an increase 
in dermal.

Figure 1. Well-defined, white papules demonstrated on upper site of the patient’s back.
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Discussion

Cutaneous mucinoses are a wide group of disorders 
characterized by anomalous deposits of mucin in the 
skin1. Lichen myxoedematosus can be classifi ed into 
several subtypes, depending on the distribution and 
overall skin involvement. Discrete papular lichen 
myxoedematosus (DPLM) is an uncommon subtype 
of primary cutaneous mucinoses2.
Papular mucinosis is a rare and chronic disorder which 
was described by Montgomery and Underwood in 
19533. Th e cutaneous focal mucinoses are a group of 
connective tissue disorders characterized by deposition 
of mucin found in the middle and deeper layers of the 
dermis, displacing collagen fi bers but not involving the 
dermal papillae or accumulating around blood vessels4.
Rongioletti et al. suggested that lichen myxoedemato-
sus included clinic-pathological subsets: a generalized 
papular and sclerodermoid form with systemic eff ects 
(also called scleromyxedema) and localized papular 
forms without systemic eff ects. Th e localized papular 
subtype was further subdivided into acral persistent 
papular mucinosis, papular mucinosis of infancy, self-
healing papular mucinosis and a discrete papular or 
nodular form2–5. We classifi ed our patient as the dis-
crete papular form.
Th e pathophysiology of cutaneous mucinosis is not 
well-known. Cytokines, paraproteins, chronic antigen-
ic stimulation, viral infections, and infl ammation may 
contribute to the pathogenesis.
DPLM is a very uncommon type of cutaneous primary 
mucinosis, which aff ects both genders equally. Th ere 
have been only fi ve cases unrelated to systemic diseases 
reported previously in the literature. Lesions are usu-
ally found on the face, neck, trunk or extremities in a 
symmetrical pattern. Lesions are fl esh-colored to ery-
thematous, smooth surfaced and approximately 2–5 

mm in diameter. To the best of our knowledge, this is 
the fi rst case of discrete papular mucinosis with white 
colored papules ever reported in the literature.
Cutaneous eruptions may be generalized or localized 
in papular mucinosis. Systemic organ dysfunction does 
not occur in localized papular mucinosis. Th ere was no 
organ involvement in our patient.
Th e treatment of mucinosis is diffi  cult. Spontaneous 
healing has rarely been observed. As it is limited to the 
skin and has little or no morbidity, no systematic treat-
ment approach is an acceptable option5. Transition to 
scleromyxedema has not yet been reported.
In conclusion, we report a case of DPLM in an other-
wise healthy woman. Th e results of clinical examina-
tions and laboratory tests were all negative for con-
ditions typically associated with mucin deposition 
disorders and our patient had no improvement in her 
lesions during the follow-up of 20 months.
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adresinden online yapılır. Web adresinden giriș yapılmasını takiben “online makale 
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önce yayınlanmıș tablo, șekil ve yazı makalede açıkça belirtilmeli ve yayın haklarını 
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BAȘVURU SIRASINDA İSTENEN MAKALE NİTELİKLERİ

Dergi, Uluslararası Tıp Dergileri Editörleri Komitesi’nin (ICMJE) rehberlerine sıkıca 
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populasyonu, müdahaleler ya da maruziyetler, beklenen sonuçlar ve istatistik analizin 
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can be linked with the goals of the study but unqualifi ed statements and conclusions 
not completely supported by the data should be avoided. Claiming of priority on work 
that is ongoing should also be avoided. All hypotheses should, if warranted, clearly be 
identifi ed as such; recommendations may be included as part of the Discussion, only 
when considered absolutely necessary and relevant. 
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