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PREFACE

Based in Ankara in Turkey, the independent academic publisher, Akademisyen
Publishing House, has been publishing books for almost 30 years. As the directors
of Akademisyen Publishing House, we are proud to publish around 2700 books
across disciplines so far, especially in Health Sciences. We also publish books
in Social Sciences, Educational Sciences, Physical Sciences, and also books on
cultural and artistic topics.

Akademisyen Publishing House has recently commenced the process of
publishing books in the international arena with the “Scientific Research Book”
series in Turkish and English. The publication process of the books, which is
expected to take place in March and September every year, will continue with
thematic subtitles across disciplines.

The books, which are considered as permanent documents of scientific and
intellectual studies, are the witnesses of hundreds of years as an information
recording platform. As Akademisyen Publishing House, we are strongly
committed to working with a professional team. We understand the expectations
of the authors, and we tailor our publishing services to meet their needs. We
promise each author for the widest distribution of the books that we publish.

We thank all of the authors with whom we collaborated to publish their books
across disciplines.

Akademisyen Publishing House Inc.
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CHAPTER 1

A NOVEL APPROACH IN ENDOSCOPIC PROSTATE
SURGERY: THE REZUM SYSTEM

Mehmet Yilmaz SALMAN!

INTRODUCTION

Benign prostate hyperplasia (BPH) is a common morbidity, which affects elderly
men andleads tolower urinary tract symptoms (LUTS) that negatively affect quality
of life (QoL). Current treatment options in LUTS include lifestyle modification,
pharmacological treatment and surgical approaches. Surgical approaches are in
general performed when other options fail to treat LUTS. Recently, numerous
novel minimally invasive techniques have been developed for the treatment
of BPH/LUTS. One of the most recent techniques is the Rezum system, which
uses thermal energy properties of water vapor. In this chapter, BPH and prostate
surgery is briefly explained. The Rezum system is discussed in details, including
the procedure, patient selection, advantages, disadvantages, complications and
review of the results from the current literature.

BENIGN PROSTATE HYPERPLASIA

Benign prostate hyperplasia (BPH) is a common urological disorder characterized
by progressive increase of the size of the prostate gland. BPH is the nonmalignant
enlargement of the prostate gland resulting from an increase in volume of epithelial
and stromal cells in the periurethral region (1). Its incidence increases with aging
and it is reported in 40% in men >50 yo and 90% in men over 90 years (2). Prostate
volume is also associated with age. An average prostate volume is 20 mL at age
50, while this increases to 34 mL at age 80 (3). In the majority of BPH patients,
enlargement of the prostate gland leads to bladder outflow obstruction resulting
in lower urinary tract symptoms (LUTS). LUTS has significant negative effects
in quality of life (QoL) and symptom progression is associated with progressive
enlargement of prostate (4-6).

The severity of BPH symptoms are evaluated with the International Prostate
Symptoms Score (IPSS) and the quality of life (QoL) index Clinical stages of BPH
according to severity are given in Table 1.

' MD, Medistanbul Hospital, Department of Urology, Istanbul, Turkey., mdmehmetyilmazsalman@yahoo.com
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7.6%. There was no ejaculatory dysfunction reported in this study (12).

In a study by Johnston et al. in 2020, 210 patients who underwent the Rezum
procedure were followed-up for one year. In this prospective cohort study, efficacy
of the Rezum system was evaluated for the first time in patients with urinary
retention. Twenty-five of the 210 patients were catheterized before the procedure
and the Rezum system was demonstrated to be effective (25).

In a retrospective study by Bole et al. in 2020, 182 patients underwent the
Rezum prostate with 47 of them having a prostate size larger than 80 gm and 59
having urinary retention. The post-operative values were compared between the
patients with small-sized and large sized prostates. IPSS was reduced by 45.2% in
the patients with small-sized prostates and 39% in the patients with large-sized
prostates. Qmax improved by 28.7% in the patients with small-sized prostates
and 39.3% in the patients with large-sized prostates. PVR reduced by 47.8% in
the patients with small-sized prostates and 51.1% in those with the large-sized
prostates (26).

CONCLUSION

The Rezum water vapor based treatment system is considered an effective and
safe method in the treatment of LUTS due to BPH with good follow-up outcomes,
minor complications, and good patient satisfaction. This system has been shown
not to compromise sexual functioning. The Rezum appears an attractive option for
patients who want to avoid pharmacotherapy and preserve their sexual function.
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CHAPTER 2

ABDOMINAL COMPARTMENT SYNDROME

Murat TAN!

INTRODUCTION

Abdominal compartment syndrome (ACS) is a condition in which intra-
abdominal pressure (IAP) is >20 mmHg, leading to intra-abdominal hypertension
(IAH) that is associated with a new organ failure or dysfunction. IAH is defined
as a steady IAP > 12 mmHg. ACS has significant relevance in the surgical practice
and the care of critically ill patients, because it has tremendous effects on multiple
organ systems. ACS is classified as primary, secondary and recurrent. Mortality
rate of ACS is reported between 40 and 100%. Recent studies have demonstrated
a high prevalence of this condition (4-12%) in medical/surgical patients admitted
to the ICUlInterest in IAH and ACS as causes of significant morbidity and
mortality among the critically ill patients has increased exponentially over the
last decades. Early recognition and appropriate management of IAH and ACS
significantly decreased morbidity and mortality in recent years. In this chapter
definition, etiology and risk factors, pathophysiology, diagnosis, medical and
surgical treatment of ACS is discussed.

DEFINITIONS

Intraabdominal Pressure (IAP)

Intraabdominal pressure is the pressure in the abdominal cavity. An increase
in the volume of retroperitoneal or abdominal contents leads to an increase in
IAP. IAP is defined as a steady-state pressure concealed within the abdominal
cavity (Papavramidis et al., 2011). IAP varies with respiration. IAP increases
with diaphragmatic contraction (inspiration) and increases with diaphragmatic
relaxation (expiration) (Park and Han, 2015). IAP is expressed as mmHg and
measured in a patient in the supine position in absence of abdominal muscle
contractions. According to Pascals law, IAP measured at one point in the
abdomen is assumed to represent the IAP throughout the abdomen (De Laet and
Malbrain, 2007). The intermittent indirect IAP is measured through transduction
of the pressure within the bladder, while the continuous indirect IAP is measured

! MD, Atasehir Florence Nightingale Hospital, Department of General Surgery, Istanbul, Turkey.
drmurattan@hotmail.com
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As an advantage, it prevents abdominal domain loss and is easy to re-entry
(Demetriades and Salim, 2014).

Expanded Polytetrafluoroethylene (ePTFE) Mesh

Decompression laparotomy associated with temporary abdominal closure using
ePTFE mesh enables reduction of IAP in patients with severe acute pancreatitis.
This method allows early abdominal reconstruction (Robin et al., 2013). ePTFE
smesh has several advantages such as absence of adherence, enabling re-examining
the abdominal cavity through the mesh and the resistance of the material to high
traction pressures. In addition, progressive approximation of the ePTFE mesh
can be performed in order to facilitate later definitive abdominal wall closure
(Cheatham and Safcsak, 2011).

CONCLUSION

ACS is a life-threatening condition characterized by sustained acute elevation of
IAP more than 20 mmHg. Studies have shown a high incidence of IAH and ACS
in ICU patients. Inflammatory intrabdominal complications and large volume
fluid resuscitations are among the frequent etiologies of ACS. Regular monitoring
of IAP in patients at risk is vital for early diagnosis and treatment of IAH and ACS.
When IAH is diagnosed, first medical therapy should be initiated with bowel and
gastric decompression, paracentesis, evacuating intraluminal content, diuresis
and sedation. Surgical abdominal decompression is the definitive treatment
method when non-surgical methods fails.
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CHAPTER 3

ACUTE CHOLECYSTITIS TREATMENT

Ahmet Tarik HARMANTEPE!

INTRODUCTION

It is estimated that the incidence of gallstones in adults ranges from 10% to 15%
(1). The formation of stones in patients can be attributed to various independent
factors such as their family background, inherent tendency, cultural heritage,
being female, and advancing age (2). Approximately 80-90% of the stones
analyzed after removal of the gallbladder are made of cholesterol. The majority,
about 80%, of gallstones do not produce symptoms (3). Gallstones can cause
blockages in the cystic duct, leading to an enlarged gallbladder and eventually AC,
a condition characterized by infection, inflammation, and ischemia. Each year,
1-4% of patients experience biliary colic. Although most gallstones do not cause
symptoms, about 25% can result in symptomatic conditions such as cholecystitis,
cholangitis, or biliary pancreatitis. Women under the age of 50 are three times
more likely to develop AC than men (3).

The standard treatment for AC is LC. It has replaced open surgery because it
has less morbidity, less hospital stay, and higher postoperative patient comfort
(4,5).

A 2-year prospective multicenter study in Belgium revealed that open surgical
and LC approaches were used in 6.8% and 93.2% of patients, respectively. (6).
The research discovered that some factors increased the probability of having
open surgery, including being over 70 years old, a history of surgery in the upper
abdominal area, gangrenous cholecystitis, and being operated on by a surgeon
with over 10 years of experience. The conversion rate from laparoscopic to open
surgery was 11.4%. Injuries to the bile duct happened in 2.7% of the open surgery
patients and 1.1% of the laparoscopic surgery group. Damage to the biliary tract
was observed in 13.7% of the cases where open surgery was converted from
laparoscopic.

In the study of Teixeira et al., which included 520 patients with cholecystectomy,
they found better results in LC compared to open surgery in terms of mortality,
preoperative and postoperative surgical complications, and hospital stay (7).

' Dr. General Surgeon, Akcakale State Hospital, General Surgery Clinic, tarikharmantepe@gmail.com
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The 2020 WSES guideline recommends removing metal stents used in EUS-
GBD within 4 weeks to avoid blockage of the lumen and reduce the risk of
recurrent AC (8).

ANTIBIOTIC THERAPY

The 2020 WSES guidelines recommend administering antibiotics based on the
most commonly found microorganisms, taking into account local antibiotic
resistance and drug availability. In biliary infections, the most commonly
isolated bacteria are Gram-negative aerobes and anaerobes such as E. coli and
K. pneumoniae, as well as B. fragilis (44,45). The role of Enterococci in causing
biliary sepsis is uncertain and providing treatment specifically against these
microorganisms is not a standard recommendation for biliary tract infections that
are acquired in the community. (46). The biggest issue with antibiotic resistance
in biliary tract infections is the production of extended-spectrum beta-lactamases
by Enterobacteriaceae bacteria. This is commonly seen in patients who have had
prior exposure to antibiotics in community-acquired infections. (44,45).

In the study, the authors discovered that postoperative antibiotics did not lower
the rate of infectious complications compared to only continuing preoperative
antibiotics. This indicates that using postoperative antibiotics as a routine practice
may not be necessary for patients undergoing cholecystectomy for uncomplicated
acute cholecystitis. (47). The results of the study showed that there was no change
in the rate of postoperative infections.

CONCLUSION

The curative treatment of acute cholecystitis is LC or open cholecystectomy.
The optimal time for LC is within the first 72 hours from the start of symptoms.
For patients who are at high risk and not suitable for surgery, endoscopic or
percutaneous gallbladder drainage can be done as a temporary solution until a
final treatment or delayed surgery can be performed.

Keywords: acute cholecystitis, treatment, surgical timing, percutaneous
cholecystostomy
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CHAPTER 4

CURRENT APPROACH TO ANAL STENOSIS

Hakan DEMIR!
Recayi CAPOGLU?

INTRODUCTION

Anal stenosis is the narrowing of the anoderm along with the anal mucosa. This
may consist of a real anatomical stenosis or a functional stenosis due to the anal
muscles. True anal stenosis is the replacement of flexible anoderm with varying
degrees of fibrotic tissue. Stenosis causes a morphological change in the anal
canal and consequently a deterioration in the functionality of the region(1,2).
Anal stenosis may occur as a result of different pathologies causing scarring in
the anoderm. Anal canal surgery is one of the leading causes of anal stenosis.
In addition, trauma, inflammatory bowel disease, radiotherapy are the most
common causes.

Anal stenosis is a serious complication of anorectal surgery. In 5-10% of cases,
the cause of anal stenosis is excisional hemorrhoidectomy, which is generally
preferred for advanced hemorrhoidal disease(3,4,5). Removal of the rectal mucosa
and anoderm together with a large hemorrhoidal sac, especially from the anal
canal, is a predisposing cause of stenosis (6).

In some cases of mild anal stenosis, good results can be obtained with non-
surgical treatment methods including mechanical dilation, fiber supplements and
laxatives (1,6,7). However, operative treatment is inevitable in cases with moderate
and severe anal stenosis(8,9).

ETIOLOGY

Hemorrhoidectomy causes 90% of secondary anal stenosis (7,33). Extensive
removal of the anodermal mucosa during hemorrhoidectomy can lead to scarring
and chronic stenosis. The incidence of anal stenosis increases especially after
Whitehead hemorrhoidectomy, which is an old method, which is not applied

' Dr., General Surgery Specialist Sakarya University Training and Research Hospital
hakan-demir06@hotmail.com
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CONCLUSION

There are many flap options for the surgical treatment of anal stenosis. However,
there are not enough prospective and comparative studies showing the superiority
of these flap shapes over each other. Among flap techniques, V-Y and diamond
advancement flaps are the preferred techniques with very good results (17,25,26).
The House advancement flap was preferred because it provides a wide skin flap,
especially in circular severe stenosis(27,28). In the limited number of comparative
studies in the literature, it is not clear what the ideal dimensions of the anal canal
should be after the flap. Good results have been obtained in patients treated with
diamond flaps with an anal canal calibration of 25-26 mm(29). In a prospective
randomized study by Farid et al.(30), although the house advancement flap has a
longer operation time than the V-Y and rhomboid flaps; reported that it provides
less complications and better clinical recovery rate. An ideal surgical technique; It
should be easy to apply and well tolerated by the patient. In addition, it is aimed to
have a good level of continence and comfort. However, there is no ideal treatment
method with effective results for the patient(31,32). Therefore, the degree of
disease and the level of anal stenosis should be considered in the selection of the
appropriate surgical technique. The most appropriate flap shape for the patient
should be considered. At the same time, the method with which the surgeon is
experienced increases the success rate.
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CHAPTER 5

DIAGNOSIS AND TREATMENT OF FOURNIER'’S
GANGRENE

Cemil KUTSAL?

Fournier’s Gangrenewasdescribedin 1883 byJean Alfred Fournier, adermatologist,
and venerologist from Paris, and is referred to by its specific name (1).

Fournier’s Gangrene is a severe disease that affects the genital, perianal, and
perineal regions. When the diagnosis and treatment are delayed, it progresses
rapidly between the facial planes and causes widespread soft tissue necrosis. The
disease typically spreads aggressively between the fascial planes and involves
surrounding soft tissue. The spread of the infection causes microemboli in the
arterial vessels, causing blood circulation disorder and tissue necrosis in the
surrounding soft tissue and facial planes (2).

This process spreads rapidly between Dartos, Colles,and Scarpa fascia planes(2).
Due to the involvement of the subcutaneous and facial areas first, doctors may be
unable to diagnose it in the early stages of the disease. The overlying skin often
appears as uncomplicated cellulitis(2-4).

Urogenital infections, anorectal infections, and trauma are the primary
etiologic factors of Fournier’s Gangrene. It is a polymicrobial condition usually
caused by various aerobic and anaerobic microorganisms(5-7). The most
common and cultured organisms are gram-negative bacteria in polymicrobial
form. These include Group A Streptococci and Staphylococcus aureus, and E. Coli
and Pseudomonas aeruginosa. (8,9).

These bacteria can enter the body from the urinary, intestinal systems, or
dermal routes. Sometimes, urinary tract infections and perianal abscesses may
also cause infection(2).

In FG, it may first give symptoms as local infection depending on the way
of entry into the body. It may start as a local infection around the rectum in the
perineum, the urethra, and the scrotum in the genital area (10,11). Although
Fournier’s Gangrene is more common in men and the elderly, it can affect both
sexes and all age groups (12-15).
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nutrition. Therefore, oxygenation of the tissues will help the treatment. Oxygen
therapy stimulates the immune system by increasing fibroblast proliferation and
neutrophil functions and accelerating the passage of antibiotics into the cell,
which accelerates wound healing (52).

VACUUM ASSISTED CLOSURE

Vacuum-assisted closure (VAC) method accelerates wound healing by
reducing edema and increasing blood flow. This system increases angiogenesis
and accelerates tissue nutrition and healing. Thanks to this system is the primary
mechanism of the system to drain the infected fluid and debris (53).

TREATMENT SUMMARY

o Success in the treatment of Fournier’s Gangrene is early diagnosis and
surgical debridement.

«Hemodynamic resuscitation and broad-spectrum antibiotics should be added
to the treatment.

« Early surgical intervention is essential for survival, imaging and laboratory
tests should not delay intervention in critical cases.

« Postop debrided areas should be treated with sterile dressings or vacuum
wound pressure systems.

o As the vascular structure of the testicles is not affected, it is usually preserved.

o If there is urethral involvement, a suprapubic catheter should be placed
instead of the urethral catheter.

o If the rectum or anus is affected, a temporary colostomy may be required.

o Hyperbaric oxygen therapy can help reduce morbidity and mortality.

Reconstructive surgery should be performed when the debrided wound is
completely healed. (35).

REFERENCES

1. Corman ML. Jean-Alfred Fournier 1832-1914. Gangrene foudroyante de la verge (overwhelming

gangrene). Semn Med 1883. Diseases of the colon and rectum [Internet]. 1988 [cited
2022 Jan 12];31(12):984-8. Available from:

2 - Mishra SP, Singh S, Gupta SK. Necrotizing Soft Infections: A Surgeon’s Prospect. Int | En-

ﬂam.2013;2013 - 609628
3. Thwaini A, Khan A, Malik A, Cherian J, et al. Fournier’s gangrene and emergency management.

Postgrad Med ]. 2006 Agustos; 82 (970):516-9.
4. Voelzke BB, Hagedorn JC. Presentation and Diagnosis of Fournier’s Gangrene. Urology. 2018

- 45 -



General Surgery 111

Nis; 114 :8-13
5. Canbaz H, Caglikiilekci M, Altun U, et al. Fournier’s Gangrene: analysis of risk factors affecting the
prognosis and cost of therapy in 18 cases. Ulus Travma Acil Cerrahi Derg 2010;16:71-6.
6. Oymaci E, Coskun A, Yakan S, et al. Evaluation of factors affecting mortality in Fournier’s Gan-

grene: Retrospective clinical study of sixteen cases. Ulusal Cer Derg 2014;30:85-9.
7. Czymek R, Schmidt A, Eckmann C, Bouchard R, Wulff B, Laubert T, et al. Fournier’s Gangrene:

vacuum-assisted closure versus conventional dressings. Am] Surg 2009;197:168-76.
8. Bjurlin MA, O’Grady T, Kim DY, et al. Causative pathogens, antibiotic sensitivity, resistance

patterns, and severity in a contemporary series of Fournier’s Gangrene. Urology. 2013
Apr;81(4):752-8.

9. Auerbach J, Bornstein K, Ramzy M, et al . Fournier Gangrene in the Emergency Department:
Diagnostic Dilemmas, Treatments and Current Perspectives. Open Access Emerg Med.
2020;12:353-364.

10. H. J. Jeong, S. C. Park, I. Y. Seo, et al. “Prognostic factors in Fournier gangrene,” Int] Urol, vol.
12, no. 12, pp. 1041-1044, Dec. 2005, doi: 10.1111/j.1442-2042.2005.01204.x.

11. A. Kilig, Y. Aksoy, L. Kili¢, “Fournier’s gangrene: etiology, treatment, and complications,” Ann
Plast Surg, vol. 47, no. 5, pp. 523-527, Nov. 2001, doi: 10.1097/00000637-200111000-00009.

12. Erdogan A, Aydogan I, Senol K, et al. Simple scoring system for prediction of mortality in
Fournier’s Gangrene. Eur | Trauma Emerg Surg 2016;42:513-8.

13. Smith GL, Bunker CB, Dinneen MD. Fournier’s gangrene. Br ]| Urol 1998;81:347-55.

14. Korkut M, Icoz G, Dayangac M, et al. Fournier’s gangrene Outcome analysis in patients with
Fournier’s gangrene: report of 45 cases. Dis Colon Rectum 2003;46:649-52.

15. Mallikarjuna MN, Vijayakumar A, Patil VS, et al . Fournier’s gangrene: Current Practices. ISRN
Surg 2012;2012:937-42.

16. Joury A, Mahendra A, Alshehri M, Downing A. Extensive necrotizing fasciitis from Fournier’s

Gangrene. Urol Case Rep. 2019 Sep;26:100943. [PMC free article]
17. Sorensen MD, Krieger JN, Rivara FP, et al. Fournier’s Gangrene: population based epidemiology

and outcomes. J Urol. 2009 May;181(5):2120-6. [PMC free article]

18. Elem B, Ranjan P. Impact of immunodeficiency virus (HIV) on Fournier’s Gangrene: observa-
tions in Zambia. Ann R Coll Surg Engl. 1995 Jul;77(4):283-6.

19. Moussa M, Abou Chakra M. Isolated Penile Fournier’s gangrene: A case report and literature
review. Int ] Surg Case Rep. 2019;62:65-68.

20. Mouraviev VB, Pautler SE, Hayman WP. Fournier’s Gangrene following penile self-injection
with cocaine. Scand ] Urol Nephrol. 2002;36(4):317-8.

21. Bloomgarden Z, Einhorn D, Grunberger G, et al. Fournier’s Gangrene and sodium-glucose

cotransporter 2 inhibitors: Is there a causal association? | Diabetes. 2019 May;11(5):340-341.
[PubMed]
22.Perkins TA, Bieniek JM, Sumfest JM. Solitary Candida albicans Infection Causing Fournier Gan-

grene and Review of Fungal Etiologies. Rev Urol. 2014;16(2):95-8.
23. Serrano Olave A, Bueno Moral Al, Martinez Banén C, et al . Fournier’s Gangrene under Sodi-

um-Glucose Cotransporter-2 Inhibitors Therapy in Gynecological Patients. Int | Environ

Res Public Health. 2022 May 21;19(10)
24. Joury A, Mahendra A, Alshehri M, Downing A. Extensive necrotizing fasciitis from Fournier’s

Gangrene. Urol Case Rep. 2019 Sep;26:100943.

-46 -



24.

25.

26.

27.

28.

29.

30.

31.

32.
33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

General Surgery 111

Rudd KE, Johnson SC, Agesa KM, et al. Global, regional, and national sepsis incidence and

mortality, 1990-2017: analysis for the Global Burden of Disease Study. Lancet. 2020 Jan
18;395(10219):200-211.
Radcliffe RS, Khan MA. Mortality associated with Fournier’s Gangrene remains unchanged over

25 years. BJU Int. 2020 Apr;125(4):610-616.
Peetermans M, de Prost N, Eckmann C, et al. Necrotizing skin and soft-tissue infections in the

intensive care unit. Clin Microbiol Infect. 2020 Jan;26(1):8-17.

Sugihara T, Yasunaga H, Horiguchi H, et al. Impact of surgical intervention timing on the case

fatality rate for Fournier’s Gangrene: an analysis of 379 cases. BJU Int. 2012 Dec;110(11 Pt
C):E1096-100.
Ferreira PC, Reis JC, Amarante JM, et al. Fournier’s gangrene: a review of 43 reconstructive cas-

es. Plast Reconstr Surg. 2007 Jan;119(1):175-184.

Talwar A, Puri N, Singh M. Fournier’s Gangrene of the Penis: A Rare Entity. ] Cutan Aesthet
Surg. 2010 Jan;3(1):41-4.

Fan SL, Miller NS, Lee J, et al. Diagnosing sepsis — The role of laboratory medicine. Clin Chim

Acta. 2016 Sep 01;460:203-10.
Verma S, Sayana A, Kala S, et al. Evaluation of the Utility of the Fournier’s Gangrene Severity
Index in the Management of Fournier’s Gangrene in North India: A Multicentre Retrospective

Study. ] Cutan Aesthet Surg. 2012 Oct;5(4):273-6.

Eke N. Fournier’s gangrene: a review of 1726 cases. Br ] Surg. 2000 Jun;87(6):718-28.

E. Laor, L. S. Palmer, B. M. Tolia, et al, “Outcome prediction in patients with Fournier’s gan-
grene;” ] Urol, vol. 154, no. 1, pp. 89-92, Jul. 1995.

T.-Y. Lin et al., “Validation and simplification of Fournier’s gangrene severity index,” Int] Urol,

vol. 21, no. 7, pp. 696-701, Jul. 2014, doi: 10.1111/iju.12426.
Chennamsetty A, Khourdaji I, Burks F, et al. Contemporary diagnosis and management of

Fournier’s Gangrene. Ther Adv Urol. 2015 Aug;7(4):203-15.

A. Chennamsetty, I. Khourdaji, E Burks, et al. “Contemporary diagnosis and manage-

ment of Fournier’s gangrene,” Ther Adv Urol, vol. 7, no. 4, pp. 203-215, Aug. 2015, doi:
10.1177/1756287215584740.
E. P. Misiakos, G. Bagias, P. Patapis, et al. “Current concepts in the management of necrotizing

fasciitis,” Front Surg, vol. 1, p. 36, 2014, doi: 10.3389/fsurg.2014.00036
N. Gupta, K. M. Zinn, I. Bansal, et al. “Fournier’s gangrene: ultrasound or computed tomogra-

phy?” Med Ultrason. vol. 16, no. 4, pp. 389-390, Dec. 2014.
R. B. Levenson, A. K. Singh, R. A. Novelline, “Fournier gangrene: role of imaging,” Radio-

gmphics, vol. 28, no. 2, pp. 519-528, Apr. 2008, doi: 10.1148/rg.282075048
K.-T. Kim et al., “Can necrotizing infectious fasciitis be differentiated from nonnecrotizing in-

fectious fasciitis with MR imaging?” Radiology. vol. 259, no. 3, pp. 816-824, Jun. 2011, doi:
10.1148/radiol.11101164.

B. B. Voelzke and J. C. Hagedorn, “Presentation and Diagnosis of Fournier Gangrene;” Urology.
vol. 114, pp. 8-13, Apr. 2018, doi: 10.1016/j.urology.2017.10.031.
Chernyadyev SA, Ufimtseva MA, Vishnevskaya IF, et al. Fournier’s Gangrene: Literature Review

and Clinical Cases. Urol Int. 2018;101(1):91-97.
Hakkarainen TW, Kopari NM, Pham TN, et al. Necrotizing soft tissue infections: review and

current concepts in treatment, systems of care, and outcomes. Curr Probl Surg. 2014

-47 -



General Surgery 111

Aug;51(8):344-62.

44. E. B. Benjelloun et al., “Fournier’s gangrene: our experience with 50 patients and analysis
of factors affecting mortality” World ] Emerg Surg, vol. 8, no. 1, p. 13, Apr. 2013, doi:
10.1186/1749-7922-8-13

45. A. Rhodes et al., “Surviving Sepsis Campaign: International Guidelines for Management of Sep-
sis and Septic Shock: 2016,” Intensive Care Med, vol. 43, no. 3, pp. 304-377, Mar. 2017, doi:
10.1007/500134-017-4683-6.

46. Toporek AH, Semler MW, Self WH, et al, SMART Investigators and the Pragmatic Critical Care
Research Group. Balanced Crystalloids versus Saline in Critically Il Adults with Hyperkalemia
or Acute Kidney Injury: Secondary Analysis of a Clinical Trial. Am ] Respir Crit Care Med.
2021 May]

47. Benjelloun el B, Souiki T, Yakla N, et al. Fournier’s Gangrene: our experience with 50 patients
and analysis of factors affecting mortality. World ] Emerg Surg. 2013 Apr 01;8(1):13.

48. Wong CH, Chang HC, Pasupathy S, et al. Necrotizing fasciitis: clinical presentation, microbiolo-

gy, and determinants of mortality. ] Bone Joint Surg Am. 2003 Aug;85(8):1454-60.

49. Kabay S, Yucel M, Yaylak F et al. The clinical features of Fournier’s Gangrene and the pre-
dictivity of the Fournier'’s Gangrene Severity Index on the outcomes. Int Urol Nephrol.
2008;40(4):997-1004.

50. A. Thwaini et al., “Fournier’s gangrene and its emergency management,” Postgrad Med ], vol.
82, no. 970, pp. 516-519, Aug. 2006, doi: 10.1136/pgmj.2005.042069.

51. P.C.Ferreira et al., “Fournier’s gangrene: a review of 43 reconstructive cases,” Plast Reconstr

Surg, vol. 119, no. 1, pp. 175-184, Jan. 2007, doi: 10.1097/01.prs.0000244925.80290.57.
52. A. Janane et al., “[Hyperbaric oxygen therapy adjunctive to surgical debridement in manage-
ment of Fournier’s gangrene: usefulness of a severity index score in predicting disease gravity

and patient survival],” Actas Urol Esp, vol. 35, no. 6, pp. 332-338, Jun. 2011, doi: 10.1016/j.
acuro.2011.01.019.
53. Hong KS, Yi HJ, Lee RA, et al. Prognostic factors and treatment outcomes for patients with

Fournier’s Gangrene: a retrospective study. Int Wound J. 2017 Dec;14(6) :1352-1358.

-48 -



CHAPTER 6

MANAGEMENT OF PSYCHIATRIC COMORBIDITIES IN
SURGICAL PATIENTS

Omer Furkan YILMAZ!

INTRODUCTION

The incidence of comorbid psychiatric conditions among surgical populations is
substantial, with various studies reporting a prevalence ranging from 30-50%. The
presence of comorbid psychiatric conditions in surgical patients has been shown
to have a significant impact on surgical outcomes, including a greater likelihood
of complications, prolonged hospitalization, and impaired postoperative recovery.
In addition to the negative impact on patients’ physical health, the presence of
psychiatric comorbidities also leads to increased healthcare costs and decreased
patient satisfaction (1) .

In addition, identifying and managing psychiatric comorbidities in surgical
patients can pose a challenge due to the complexity and variability of the
perioperative period. The perioperative period encompasses the time frame
from preoperative assessment and preparation to postoperative recovery and
rehabilitation, and it is a crucial period for patients as it can greatly impact
their overall recovery and outcomes. The perioperative period is also a time of
increased stress, which can exacerbate existing psychiatric symptoms or trigger
new ones (2) .

Given the high prevalence of psychiatric comorbidities and their negative
impact on surgical outcomes, it is imperative for healthcare providers to
be knowledgeable about the identification, assessment and management of
psychiatric comorbidities in surgical patients. Effective management of psychiatric
comorbidities in surgical patients begins with identifying at-risk individuals
through preoperative screening, followed by appropriate management strategies
such as preoperative interventions, psychological support during the perioperative
period, and postoperative follow-up care. A multidisciplinary approach involving
surgeons, psychiatrists, psychologists, and other members of the healthcare
team is crucial for effective management of psychiatric comorbidities in surgical

' Exp. Dr. Omer Furkan Yilmaz , Malatya Yesilyurt State Hospital , Psychiatry Clinic,
ylmz.omerfurkan@gmail.com
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interventions can include medication adjustments, counseling, psychological
support, and referral to specialized services (20, 22).

Perioperative interventions: Perioperative interventions are designed to provide
psychological support during the perioperative period, which can include the
preoperative, operative, and postoperative recovery phases. These interventions
can include psychological support, patient education, family support, specific
management of analgesic and sedative medications, and postoperative care (20,
22).

Postoperative interventions: Postoperative interventions are designed to
provide follow-up care and support for patients after their surgery. These
interventions can include follow-up appointments, medication management,
psychological support, referral to specialized services, and patient and family
education (16).

Multidisciplinary approach: A multidisciplinary approach is essential for
effective management of psychiatric comorbidities in surgical patients. This
approach involves a team of healthcare professionals from different specialties
working together to provide exhaustive care for the patient (11).

In conclusion, managing psychiatric comorbidities in surgical patients
effectively necessitates a holistic approach that addresses the patient’s physical
and mental health needs concurrently. Identifying patients at-risk and
providing preoperative, perioperative, and postoperative interventions, as well
as a multidisciplinary approach, are key strategies for managing psychiatric
comorbidities in surgical patients. It’s important to involve the patient and their
family in the settling process, and to tailor the treatment plan to the patient’s
specific needs (25).

REFERENCES

1. Bailey EA, Wirtalla C, Sharoky CE, Kelz RR. Disparities in operative outcomes in patients with
comorbid mental illness. Surgery. 2018;163(4):667-671. doi:10.1016/j.surg.2017.09.029.

2. Gustafsson UO, Scott MJ, Hubner M, et al. Guidelines for Perioperative Care in Elective
Colorectal Surgery: Enhanced Recovery After Surgery (ERAS®) Society Recommendations:
2018. World Journal of Surgery. 2019;43(3):659-695. doi:10.1007/s00268-018-4844-y.

3. Jansen L, van Schijndel M, van Waarde J, van Busschbach J. Health-economic outcomes in hos-
pital patients with medical-psychiatric comorbidity: A systematic review and meta-analysis.
PLoS One. 2018;13(3):e0194029. Published 2018 Mar 13. doi:10.1371/journal.pone.0194029.

4. Chen H, Devine M, Khan W, et al. Impact of psychiatric comorbidities on emergency sur-
gical patients’ outcomes. BJPsych Open. 2021;7(Suppl 1):S242-S243. Published 2021 Jun 18.
do0i:10.1192/bjo.2021.647.

5. Hoge C. W, Terhakopian A., Castro C. A, et al. (2007). Association of posttraumatic stress
disorder with somatic symptoms, health care visits, and absenteeism among Iraq War veterans.
American Journal of Psychiatry , 164(6), 2173-2175.

6. Bedaso A, Mekonnen N, Duko B. Prevalence and factors associated with preoperative anxiety

-56 -



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

General Surgery 111

among patients undergoing surgery in low-income and middle-income countries: a systematic
review and meta-analysis. BMJ Open. 2022;12(3):e058187. Published 2022 Mar 11. d0i:10.1136/
bmjopen-2021-058187.

Mirani SH, Areja D, Gilani SS, et al. Frequency of Depression and Anxiety Symptoms in Sur-
gical Hospitalized Patients. Cureus. 2019;11(2):e4141. Published 2019 Feb 26. doi:10.7759/
cureus.4141.

Sait S, Trabulsi N, Zagzoog M, et al. Prevalence of depression and anxiety disorders among
bariatric surgery patients. Journal of Surgery and Medicine . 2019;Aug. 1,3(8):574-8. .

Sareen J. Posttraumatic stress disorder in adults: impact, comorbidity, risk factors, and treat-
ment. Canadian Journal of Psychiatry. 2014;59(9):460-467. doi:10.1177/070674371405900902.
Ghoneim MM, O’Hara MW. Depression and postoperative complications: an overview. BMC
Surgery. 2016;16:5. Published 2016 Feb 2. d0i:10.1186/s12893-016-0120-y.

Metta JR, Chelamkuri M. Identification of patients with psychiatric disorders ina surgical unit:
a prospective study of risk factors. International Journal of Surgery.2019;6:4360-3. .

Lipowski, Z.J. (1990). Delirium (acute confusional states). JAMA, 258 13, 1789-92 .

Wang S, Cardieri B, Mo Lin H, et al. Depression and anxiety symptoms are related to pain
and frailty but not cognition or delirium in older surgical patients. Brain and Behavior. 2021;
11:02164. https://doi.org/10.1002/brb3.2164.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severi-
ty measure. Journal of General Internal Medicine. 2001;16(9):606-613. doi:10.1046/j.1525-
1497.2001.016009606.x.

Spitzer R. L., Kroenke K., Williams J. B., et al. (2006). A brief measure for assessing generalized
anxiety disorder: the GAD-7. Archives offnternal Medicine , 166(10), 1092-1097.

Lancaster CL, Teeters JB, Gros DFE et al. Posttraumatic Stress Disorder: Overview of Evi-
dence-Based Assessment and Treatment. Journal of Clinical Medicine. 2016;5(11):105. Pub-
lished 2016 Nov 22. doi:10.3390/jcm5110105.

Pinto A, Faiz O, Davis R, et al. Surgical complications and their impact on patients’ psychoso-
cial well-being: a systematic review and meta-analysis BMJ Open 2016;6:¢007224. doi: 10.1136/
bmjopen-2014-007224.

Oprea AD, Keshock MC, O’'Glasser AY, et al. Preoperative Management of Medications for Psy-
chiatric Diseases: Society for Perioperative Assessment and Quality Improvement Consensus
Statement. Mayo Clinic Proceedings. 2022;97(2):397-416. doi:10.1016/j.mayocp.2021.11.011.
Thorell A, MacCormick AD, Awad S, et al. Guidelines for Perioperative Care in Bariatric Sur-
gery: Enhanced Recovery After Surgery (ERAS) Society Recommendations. World Journal of
Surgery. 2016;40(9):2065-2083. doi:10.1007/s00268-016-3492-3.

Gan TJ, Belani KG, Bergese S, et al. Fourth Consensus Guidelines for the Management
of Postoperative Nausea and Vomiting [published correction appears in Anesth An-
alg. 2020 Nov;131(5):e241]. Anesthesia and analgesia. 2020;131(2):411-448. doi:10.1213/
ANE.0000000000004833.

Sessler C. N., Gosnell M. S., Grap M. J,, et al. (2002). The Richmond Agitation-Sedation Scale:
validity and reliability in adult intensive care unit patients. American Journal of Respiratory and
Critical Care Medicine , 166(10), 1338-1344.

Lin]L,Lipstein EA, WittenbergE, etal. Intergenerational Decision Making: The Role of Family Re-
lationships in Medical Decision Making. MDM Policy Practice. 2021;6(2):23814683211039468.
Published 2021 Oct 29. do0i:10.1177/23814683211039468.

La A, Nadarajah V, Jauregui JJ, et al. Clinical characteristics associated with depression or anx-
iety among patients presenting for knee surgery. Journal of Clinical Orthopaedics and Trauma.
2020;11(Suppl 1):S164-S170. doi:10.1016/j.jcot.2019.08.009.

Tadesse M, Ahmed S, Regassa T, et al. Effect of preoperative anxiety on postoperative pain on
patients undergoing elective surgery: Prospective cohort study. Annals of Medicine and Surgery
(Lond). 2021;73:103190. Published 2021 Dec 22. doi:10.1016/j.amsu.2021.103190.

Krist AH, Tong ST, Aycock RA, et al. Engaging Patients in Decision-Making and Behavior
Change to Promote Prevention. Studies in Health Technology and Informatics. 2017;240:284-
302.

-57-



CHAPTER 7

SURGICAL SITE INFECTIONS (SSI)

Ersan EROGLU!

INTRODUCTION

Surgical site infections (SSIs) are infections occurring within 30 days of a surgical
procedure or within one year if an implant or prosthesis is inserted. They remain a
common complication of surgical procedures despite advances in infection control
measures. SSIs are an important cause of morbidity and mortality. SSIs occur due to
several reasons including microbe-related, patient-related and procedure-related
causes. SSIs bring a substantial financial burden on healthcare systems. SSIs are
an important cause of readmission and prolonged length of stay in hospital. These
infections can be classed as superficial, deep and organ/space infections. The most
commonly isolated causative agent is S. Aureus. The diagnosis of SSIs is established
with imaging investigations and cultures. Perioperative preventive measures are
of paramount importance in SSIs. This chapter begins with epidemiology of SSIs
and continues with their impact on healthcare systems, pathogenesis and risk
factors. In addition, clinical features, pathogenesis, diagnosis and prevention of
SSIs are discussed.

EPIDEMIOLOGY

Surgical site infection (SSI) is the most commonly seen health-care related infection
following surgical procedures. SSI is associated with significant morbidity and
mortality, prolongation of hospitalization, increased healthcare costs and hospital
readmissions.

Over the past few centuries, the risk of surgery was exceedingly high due to
higher rates of SSIs. Combined with the lack of effective anesthesia, the success
rate was low. Aseptic approach has provided enormous gains to the surgery and
only introduction of hand washing into daily practice has decreased mortality
from puerperal sepsis from 12% to 2% (1).

Heterogeneity of surgical procedures and SSIs make epidemiological studies
complicated with the incidence of SSIs differing significantly among procedures,
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mortality. SSIs implicate substantial economic burden on the healthcare system
with readmission and prolonged hospitalization. Therefore, they continue to pose
an important clinical challenge. It is important that much burden of morbidity
and mortality from SSIs is preventable. It is evident that attention to patient and

procedure-related risk factors and taking necessary measures timely leads to a

decrease in the incidence of SSIs.
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CHAPTER 8

TREATMENT APPROACH IN ADOLESCENT
VARICOCELE PATIENTS

Adem KUCUK!

INTRODUCTION

In addition to symptoms such as scrotal pain, varicocele can cause subfertility as a
result of stagnation in testicular development, atrophy and deterioration of sperm
values. It is a common disease in the adolescent age group in parallel to the age
of the child. When a careful physical examination is performed, the frequency of
detection of bilateral varicocele is higher than expected (1). While left varicocele
is seen in 90% of cases, bilateral varicocele is detected in approximately 10% of
cases. Most of the varicocele cases in childhood and adolescent age group are
asymptomatic. They are usually detected incidentally by physical examination or
noticed by families. When a careful physical examination is performed in cases
with varicocele, volume loss can be detected in the testis on the affected side. It is
the most common pathology that can lead to surgically correctable male infertility
in this age group (1, 2).

Measuring testicular volume is important in terms of the necessity of
varicocele treatment and monitoring of after varicocelectomy. Testicular volume
can be measured by ultrasonography as well as various types of orchidometers
(Prader, Takahara). Prader orchidometry is sufficient for practical use to measure
testicular volumes (3).

When deciding on the treatment of adolescent varicoceles, the volume loss of
20% or more than 2 mL in the affected testis, softening of the testis, deterioration in
sperm parameters, bilateral palpable varicocele, and the presence of symptomatic
varicocele are taken into account (4).

Treatment options in adolescent cases with varicocele can be elaborated as:
open surgery (high retroperitoneal, inguinal, subinguinal), laparoscopic surgery and
radiological methods (sclerotherapy or embolization). However, current treatment
methods are inguinal or subinguinal approaches. The aim of varicocelectomy
is to connect all internal spermatic vein branches and external spermatic vein

! MD,.Diizce Atatiirk State Hospital, Department of Pediatric Surgery, ademkucuk81@hotmail.com
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CONCLUSION

Varicocele in adolescence is one of the most important surgically correctable causes
of testicular atrophy. Therefore, testicular volumes of patients with adolescent
varicocele should be closely monitored with serial ultrasound measurement
and examination. After puberty, spermiogram follow-up also makes important
contributions to ultrasound measurements. Varicocele is a disease whose
incidence increases with puberty in adolescents and its incidence varies between
14-20%. 20% of affected adolescents have fertility problems. A 20% reduction
in testicular size or a reduction of more than 2 ml on the side with varicocele
is considered testicular atrophy and is an indication for surgery. Today, there is
strong evidence that timely surgical treatment will prevent testicular atrophy and
infertility caused by adolescent varicocele.

Today, surgery is the gold standard among treatment methods. The use of a
microscope or optical magnifier during surgery is the main factor in increasing
treatment efficacy and reducing complication rates. Although surgical treatment
is at the forefront, the results of embolization with angiography are comparable in
experienced hands.
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CHAPTER 9

UPPER URINARY SYSTEM TRAUMAS

Cemil KUTSAL?

Urogenital traumas constitute 10% of all traumas. In recent years, the development
of technology and the widespread use of ultrasonography and computed
tomography have made it easier to detect urinary tract injuries. The approach
to trauma patients has improved in parallel with technological innovations.
The approach to urogenital traumas constantly evolves, mainly due to better
diagnostic tools and trauma care. Today, with the help of advanced radiological
techniques, most patients with solid organ injuries can be treated with close
follow-up without surgery. Examining the abdomen and genital organs can give
an idea about retroperitoneum and pelvic organ injuries. Fractures of the lower
ribs are often associated with renal injuries, and pelvic fractures often accompany
injuries to the bladder and urethra (1).

RENAL TRAUMAS

Etiology

The kidneys are less affected by trauma than other abdominal organs due to their
location in the retroperitoneal region, the fatty supporting tissue provided by
Gerota’s fascia, and their proximity to the ribs. Renal traumas are seen together
with other organ injuries at a rate of 80-95% (2). The kidney is the most frequently
injured organ in genitourinary traumas (3).

The initial evaluation should include control of hemorrhage and shock, with
resuscitation as needed. Intravenous access and insertion of a urethral catheter
may be required for resuscitation (1).

Kidney traumas are classified into two main groups blunt and penetrating
traumas. latrogenic injuries are very rare. Although blunt kidney traumas (71-
95%) are common, penetrating traumas are reported more frequently in some
countries where individual violence is high (4,5). The etiology of blunt kidney
traumas is 63% motor vehicle injuries, 43% falls from height, 11% sports injuries,
and 4% non-vehicle traffic accidents (1). In penetrating trauma, gunshot wounds
(65%) are the most common etiologic factor, followed by stabbing (35%). Most

1
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are inadequate or ureteral fistula that is resistant despite previous intervention.

It should be kept in mind that it is the surgical method to be applied as the last
option in cases where all other procedures failed (21, 39, 40). With nephrectomy,

the risk of urinary leakage, urinoma, sepsis, and graft infection that can be caused

by ureteral injury is reduced (41)

Uzman Doktor $isli Etfal Egitim ve Arastirma Hastanesi kutcem@hotmail.
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