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SUNUS

Endoskopik islemler, radyolojik goruntilemeler ve laboratuvar yontemleri ne kadar gelisirse gelissin, hastanin
klinikten ayrilirken yaninda goturdigi en onemli sey kendisine anlatilanlardir.

Dogru tam koymak tek basina yeterli degildir. Tani ve tedavi dogru anlatiimadiginda gosterilen gaba hastanin
yasaminda karsiligini bulamayabilir.

Bunun nedeni cogu zaman hekimin ilgisizligi degildir. Yogun poliklinikler, uzun islem listeleri ve zamanin darlig,
ayni aciklamanin her hastaya ayni buttinlikte yapiimasini giiglestirir. Oysa hasta bilgilendirmesi de tani ve tedavi
protokolleri gibi belirli standartlara kavusturulabilir. Bu hem hastay hem de hekimi korur.

Bu dustinceyle Uzm. Dr. Remzi Ekici ile beraber, gastroenterolojinin temel alanlarini kapsayan bir hasta bil-
gilendirme kitabi hazirlamaya karar verdik. Baslangicta bir fikir olan bu proje, yogun emeklerimizle kapsamli bir
esere donust. Klinigimizin genc ve tretken hekimlerinin katkilari da kitaba bilimsel zenginlik kazandird.

Elinizdeki rehber her baslikta ayni soruyu sormaktadir: “Bunu hastaya nasil anlatacagiz?” Giincel klinik bilgi-
lerin yaninda hastaya verilebilecek sade metinler sunmaktadir. Aydinlatilmis onam formlari, islem hazirliklari ve
bilgilendirme afisleriyle klinikte dogrudan kullanilabilecek bir kaynak niteligi tasimaktadir.

Metinler, tilkemizde hastalarin gergekten sorduklari sorular ve sik karsilastigimiz yanlis inanislar esas alinarak
yazimistir,

Bu kapsamli calismaya katki sunan biitiin yazarlarimizi kutluyorum. Projenin planlanmasindan basim asamasi-
na kadar buittin streci titizlikle yuriiten Uzm. Dr. Remzi Ekici'ye ayrica tesekkur ediyorum.

Bu rehberin, sindirim sistemi hastaliklariyla ilgilenen saglik calisanlari igin degerli bir basvuru kaynagi olaca-
gina inaniyorum. Asil dilegim, acildigi her klinikte bir hastanin daha az kaygi ve daha cok bilgiyle kendi tedavisine
katilmasidir.

Hayirli olsun.

Prof. Dr. Mustafa GULSEN
Ankara, 2026



ONSOz

Bu kitabin yolculugu, Prof. Dr. Mustafa Giilsen Hocamizin bir onerisiyle basladi: “Gastroenterolojide kapsamli
bir hasta bilgilendirme kitabr hazirlamaliyiz.” Bu fikrin planlanmasini ve hayata gegirilmesini gorev addettik. Eliniz-
deki eser, 0 gun kurulan ctimlenin uzun ve yogun bir calismayla kitaba dontsmus hélidir.

Gastroenteroloji pratiginin onemli bir bolimi anlatmaya dayanir. Tani koymak ve tedaviyi planlamak kadar,
bunlar hastaya dogru anlatmak da onemlidir. Endoskopiye nasil hazirlanacagini bilmeyen hasta, cogu zaman is-
lemden degil belirsizlikten korkar. ilacini neden kullandigini anlamayan hasta tedavisini erken birakabilir. Biyopsi
sonucunu bekleyen hasta ise agiklanmayan bosluklari en kotu olasiliklarla doldurabilir.

Bu rehber, hekim ile hasta arasindaki bilgi ve iletisim boslugunu azaltmak amaciyla hazirland. Kitap bes ki-
simdan olusmaktadir. ilk kisim semptomlari, ikinci kisim hastaliklar, iigiincii kisim tanisal ve tedavi edici islemleri
ele almaktadir. Dordinci kisim gebelik, cocukluk, yashilik, immiinsipresif tedaviler ve saglik okuryazarligi gibi
ozel durumlara ayrilmistir. Son kisimda ise aydinlatilmis onam formlari, islem hazirliklari ve hasta bilgilendirme
materyalleri bulunmaktadir.

Her konu iki katmanli bir yapiyla yazildr. ilk béliimde klinisyene yonelik giincel bilimsel bilgiler yer almaktadir.
kinci bolimde ise hastaya dogrudan verilebilecek sade bir bilgilendirme metni bulunmaktadir. Sik karsilasilan
yanhs inanislar ve bunlara verilebilecek dogru yanitlar da bu yapiya eklendi.

Metinlerin hazirlanmasinda giincel ulusal ve uluslararasi kilavuzlar temel alindi. Terminolojinin gtincelligine ve
bilimsel bilginin hasta diline aktarilirken anlamini korumasina ozen gosterildi. Tibbi bilginin strekli yenilendigini
biliyoruz. Bu nedenle eserin sonraki baskilarinda yeni kanitlar dogrultusunda gtincellenmesi gerekecektir.

Kitap oncelikle gastroenteroloji uzmanlari ve yan dal uzmanhk ogrencileri icin hazirlandi. Bununla birlikte sin-
dirim sistemi hastalariyla ilgilenen butun hekimlerin ve saglik calisanlarinin yararlanabilecegi bir kaynak olmasi
hedeflendi.

Konu planindan boliim sablonlarina, yazar koordinasyonundan son okumalara kadar biittin asamalarda kitabin
ortak bir dil ve amag tasimasina ozen gosterildi. Bu stirecte bize yol gosteren ve tiretmemiz icin alan acan degerli
hocam Prof. Dr. Mustafa Glsen'e tesekkiir ederim. Yogun calisma programlarina ragmen bolimlerini hazirlayan
butun yazarlarimiza da igtenlikle tesekkur ediyorum.

Bu rehberdeki her ctimlenin gergek karsih@ bir hastanin daha az korkmasi, hastaligini daha iyi anlamasi ve te-
davi kararlarina daha bilingli katiimasidir. Kitap, bir hekimin anlatmasini kolaylastirdigi ve bir hastanin anlamasina
yardimel oldugu olgtide amacina ulasmis olacaktir.

Uzm. Dr. Remzi EKICI
Ankara, 2026



KISALTMALAR

Kitap boyunca kullamlan kisaltmalar asagida alfabetik sirayla verilmistir. Yaygin kullanimi bulunan kisaltmalar
metin icinde ilk gectikleri yerde de agiklanmigtir.

AASLD : Amerikan Karaciger Hastaliklarini Arastirma Dernedi (American Association for the Study of Liver
Diseases)

ACG : Amerikan Gastroenteroloji Koleji (American College of Gastroenterology)

ACLF . Kronik zeminde akut karaciger yetmezligi (acute-on-chronic liver failure)

ACOG : Amerikan Kadin Hastaliklari ve Dogum Uzmanlari Koleji (American College of Obstetricians and
Gynecologists)

ADR : Adenom saptama orani (adenoma detection rate)

AFLP 1 Gebeligin akut yagh karacigeri (acute fatty liver of pregnancy)

AFP . Alfa-fetoprotein

AGA : Amerikan Gastroenteroloji Dernegi (American Gastroenterological Association)

AGK . Alt gastrointestinal kanama

ALP . Alkalen fosfataz

ALT :Alanin aminotransferaz

APC : Argon plazma koagulasyonu (argon plasma coagulation)

ASA : Amerikan Anesteziyoloji Dernegi (fiziksel durum siniflamasi) (American Society of
Anesthesiologists)

ASGE . Amerikan Gastrointestinal Endoskopi Dernegi (American Society for Gastrointestinal Endoscopy)

AST : Aspartat aminotransferaz

BAM : Safra asidi malabsorbsiyonu (bile acid malabsorption)

BDT : Bilissel davraniscl terapi

BSG : Ingiliz Gastroenteroloji Dernedi (British Society of Gastroenterology)

BT :  Bilgisayarli tomografi

BUN : Kan dre azotu (blood urea nitrogen)

CFS : Klinik Kinlganlik Olcegi (Clinical Frailty Scale)

CHS : Kannabinoid hiperemezis sendromu (cannabinoid hyperemesis syndrome)

cmv : Sitomegalovirls

CRP . C-reaktif protein

CSPH : Klinik olarak anlamli portal hipertansiyon (clinically significant portal hypertension)



I Kisaltmalar

DAA : Dogrudan etkili antiviral ajanlar (direct-acting antivirals)

DAPT : Ikili antiplatelet tedavi (dual antiplatelet therapy)

DGBI 1 Bagirsak-beyin etkilesim bozuklugu (disorders of gut-brain interaction)

DMAH : Dusuk molekdl agirlikl heparin

DNA : Deoksiribontkleik asit

DOAK/ : Dogrudan oral antikoagulan (direct oral anticoagulant)

DOAC

D-PEJ : Dogrudan perkitan endoskopik jejunostomi (direct percutaneous endoscopic jejunostomy)

DPDS : Kopmus pankreatik kanal sendromu (disconnected pancreatic duct syndrome)

EASL :Avrupa Karaciger Arastirmalari Dernegi (Furopean Association for the Study of the Liver)

ECCO : Avrupa Crohn ve Kolit Orgutl (European Crohn’s and Colitis Organisation)

EEN : Tam enteral beslenme (exclusive enteral nutrition)

EGD :  Ozofagogastroduodenoskopi (esophagogastroduodenoscopy)

EMA : Endomisyum antikoru (endomysial antibody)

EMR : Endoskopik mukozal rezeksiyon (endoscopic mucosal resection)

EoE 1 Eozinofilik 6zofajit (eosinophilic esophagitis)

EPS . Epigastrik agri sendromu (epigastric pain syndrome)

ERCP 1 Endoskopik retrograd kolanjiyopankreatografi

ESD : Endoskopik submukozal diseksiyon (endoscopic submucosal dissection)

ESGE : Avrupa Gastrointestinal Endoskopi Dernedi (Furopean Society of Gastrointestinal Endoscopy)

ESPEN : Avrupa Klinik Beslenme ve Metabolizma Dernedi (European Society for Clinical Nutrition and
Metabolism)

ESPGHAN : Avrupa Pediatrik Gastroenteroloji, Hepatoloji ve Beslenme Dernegi (Furopean Society for
Paediatric Gastroenterology, Hepatology and Nutrition)

EUS : Endoskopik ultrasonografi (endoscopic ultrasonography)

EVL 1 Endoskopik varis bant ligasyonu (endoscopic variceal ligation)

EWGSOP2 : Avrupa Yaslida Sarkopeni Calisma Grubu (2. uzlasi) (Furopean Working Group on Sarcopenia in
Older People 2)

FIB-4 : Fibrozis-4 indeksi

FIT : Diskida immunokimyasal gizli kan testi (faecal immunochemical test)

FNA :Ince igne aspirasyonu (fine-needle aspiration)

FNB :Ince igne biyopsisi (fine-needle biopsy)

FNH . Fokal noduler hiperplazi

FODMAP :  Fermente olabilen oligo-, di-, monosakkaritler ve poliyoller (fermentable oligo-, di-,
monosaccharides and polyols)

GER . Gastroozofageal refli (fizyolojik) (gastroesophageal reflux)

GERD/ 1 Gastrodzofageal refli hastaligi (gastroesophageal reflux disease)

GORH

——
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GFD
GFR
GGK
GGT
GIS
GLIM
GLP-1
HBIG
HBV
HCC
HCV
HDV
HE
HELLP

HG

HIV
HLA
HRS-AKI
HVPG
iBH/1BD
IBS

ICP

IDS

IGB
IGRA
IMO
INR

JAK

KBB
KOAH
KRK
LAMS
LES
LI-RADS

Kisaltmalar.

Glutensiz diyet (gluten-free diet)

Glomerdler filtrasyon hizi (glomerular filtration rate)
Gaitada gizli kan

Gama-glutamil transferaz

Gastrointestinal sistem

MalnUtrisyon Tanisinda Kiresel Liderlik Girisimi (Global Leadership Initiative on Malnutrition)
Glukagon benzeri peptid-1 (glucagon-like peptide-1)
Hepatit B immunglobulini

Hepatit B virtsu

Hepatoselller karsinom (hepatocellular carcinoma)
Hepatit C virlsu

Hepatit D virtsu

Hepatik ensefalopati

Hemoliz, yiksek karaciger enzimleri, distk trombosit (hemolysis, elevated liver enzymes, low
platelets)

Hiperemezis gravidarum

insan bagisiklik yetmezligi virist (human immunodeficiency virus)

Insan I6kosit antijeni (human leukocyte antigen)

Hepatorenal sendrom — akut bdbrek hasari (hepatorenal syndrome — acute kidney injury)
Hepatik venoz basing gradyani (hepatic venous pressure gradient)
inflamatuvar bagirsak hastaligr (inflammatory bowel disease)

Irritabl bagirsak sendromu (irritable bowel syndrome)

Gebeligin intrahepatik kolestazi (intrahepatic cholestasis of pregnancy)
Infant distress sendromu (infant distress syndrome)

intragastrik balon (intragastric balloon)

Interferon-gama salinim testi (interferon-gamma release assay)

intestinal metanojen asin cogalmasi (intestinal methanogen overgrowth)
Uluslararasi duzeltilmis oran (international normalized ratio)

Janus kinaz

Kan-beyin bariyeri

Kronik obstriktif akciger hastaligi

Kolorektal kanser

LUmen karsitlayici metal stent (lumen-apposing metal stent)

Alt 6zofageal sfinkter (lower esophageal sphincter)

Karaciger Goruntileme Raporlama ve Veri Sistemi (Liver Imaging Reporting and Data System)



I Kisaltmalar

MALT
MASH
MASLD

MELD
MetALD
Mi
MNA-SF
MR/ MRG
MRCP
NAAP

NAFLD
NASPGHAN

NICE

NPO

NSAIi /
NSAID

NSBB
NVP
NVUGIH
OSA
PADSS
PBK
PCC
PDS
PEG
PEG-J
PEJ

PEP
PKDD
PMN
POEM
PPD

PPi / PPI

Mukoza ile iliskili lenfoid doku (mucosa-associated lymphoid tissue)
Metabolik disfonksiyon iliskili steatohepatit (metabolic dysfunction-associated steatohepatitis)

Metabolik disfonksiyon iliskili steatotik karaciger hastaligi (metabolic dysfunction-associated
steatotic liver disease)

Son dénem karaciger hastaligi modeli (Model for End-stage Liver Disease)

MASLD ile alkol tiketiminin birlikte bulundugu form

Motivasyonel gorisme (motivational interviewing)

Mini Beslenme Degerlendirmesi — Kisa Form (Mini Nutritional Assessment — Short Form)
Manyetik rezonans (gorintileme)

Manyetik rezonans kolanjiyopankreatografi

Anesteziyolog disi hekim tarafindan propofol uygulamasi (non-anesthesiologist administration
of propofol)

Non-alkolik yagl karaciger hastaligi (eski terminoloji) (non-alcoholic fatty liver disease)

Kuzey Amerika Pediatrik Gastroenteroloji, Hepatoloji ve Beslenme Dernegi (North American
Society for Pediatric Gastroenterology, Hepatology and Nutrition)

Ingiltere Ulusal Saglik ve Bakim Mikemmeliyet Enstitist (National Institute for Health and Care
Excellence)

Agizdan hicbir sey verilmemesi (nil per os)

Nonsteroid antiinflamatuvar ilag

Nonselektif beta bloker (non-selective beta blocker)

Gebelige bagl bulanti ve kusma (nausea and vomiting of pregnancy)

Nonvarisel st gastrointestinal kanama (non-variceal upper gastrointestinal haemorrhage)
Obstruktif uyku apnesi (obstructive sleep apnea)

Anestezi Sonrasl Taburculuk Skorlama Sistemi (Post-Anesthesia Discharge Scoring System)
Primer biliyer kolanjit

Protrombin kompleks konsantresi (prothrombin complex concentrate)

Yemek sonrasi distres sendromu (postprandial distress syndrome)

PerkUtan endoskopik gastrostomi; polietilen glikol

Jejunal uzantili perkitan endoskopik gastrostomi

Perkdtan endoskopik jejunostomi

Post-ERCP pankreatit

Parasentez kaynakli dolasim disfonksiyonu

Polimorfonukleer l6kosit

Peroral endoskopik miyotomi (per-oral endoscopic myotomy)

Purifiye protein tdrevi (tUberkUlin deri testi) (purified protein derivative)

Proton pompa inhibitori



Kisaltmalar... NN

PSK : Primer sklerozan kolanjit

P2Y12 1 P2Y12 reseptor inhibitorl

RAAS : Renin-anjiyotensin-aldosteron sistemi

RID 1 Bebegin aldigi goreliilag dozu (relative infant dose)

RNA . Ribontkleik asit

SAAG : Serum-asit albUmin gradyani (serum-ascites albumin gradient)

SBP : Spontan bakteriyel peritonit

SDM : Ortak karar alma (shared decision making)

SEMS : Kendiliginden genisleyen metal stent (self-expandable metal stent)

SIBO : Ince bagirsakta bakteriyel asin cogalma (small intestinal bacterial overgrowth)
SPIKES 1 Kot haber verme protokoll (Setting, Perception, Invitation, Knowledge, Emotions, Strategy)
SVR : Kalicivirolojik yanit (sustained virological response)

TAE . Transkateter anjiyografik embolizasyon (transcatheter arterial embolization)
TDF : Tenofovir disoproksil fumarat

TG2 : Doku transglutaminaz 2 (tissue transglutaminase 2)

TIPS . Transjuguler intrahepatik portosistemik sant (transjugular intrahepatic portosystemic shunt)
TNF : Tumor nekroz faktort (tumor necrosis factor)

TPMT : Tiyopdrin metiltransferaz

TSH : Tiroid uyarici hormon

UEG : Birlesik Avrupa Gastroenteroloji (United European Gastroenterology)

UGK : Ust gastrointestinal kanama

UK : Ulseratif kolit

UsG : Ultrasonografi

VKA : Kvitamini antagonisti (vitamin K antagonist)

VTE : Vendz tromboembolizm

vzv : Varisella zoster virtsu

WGO : Dinya Gastroenteroloji Orglitii (World Gastroenterology Organisation)

WHO/DSO : Dinya Saglk Orgiiti (World Health Organization)

WON . Duvarla cevrili nekroz (walled-off necrosis)

SORUMLULUK REDDI (DiSCLAIMER)

Bu kitaptaki hasta bilgilendirme metinleri egitim ve klinik iletisim amachdir; bireysel tibbi degerlendirme, tani
ve tedavinin yerini almaz. Uygulamalar hastanin klinik durumuna gore hekim tarafindan bireysellestirilmelidir.
Aydinlatilmis onam formu ornekleri, kurumsal ve yerel yasal gerekliliklere gore uyarlanmalidir.

Xi
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Konu 1 -

KARIN AGRISI

OZET

Karin agrisy, birinci basamak saglik hizmetleri, acil tip, i¢ hastaliklar1 ve gastroenteroloji pratiginde en sik karsilagilan
yakinmalardan biridir. Nedenleri, iyi huylu ve kendiliginden iyilesen durumlardan, acil miidahale gerektiren yasami
tehdit eden rahatsizliklara kadar degismektedir. Klinik degerlendirme agrinin baslangi¢ zamany, siiresi, lokalizasyonu,
siddeti, yemek ve digkilama ile iliskisi, eslik eden ates, kusma, sarilik, kanama, kilo kayb1 gibi semptomlari, gebelik
olasiligy, ila¢ kullanimi ve dnceki cerrahi oykiisii birlikte yapilmahdir. Tanisal yaklasim anamneze, fizik muayene,

laboratuvar testleri ve radyolojik goriintiilemeye gore bireysellestirilmelidir.

Bu boliimiin amacy, karin agrisi ile bagvuran hastalarda alarm bulgularinin dogru taninmasini saglamak; bu bulgularin
varligina gore uygun tanisal degerlendirme ve tedavi yaklasimlarini 6zetlemek; kanita dayali bir hasta egitimi ve pratik

bir iletisim protokolii sunmaktir.

Anahtar kelimeler: Karin agrisi, akut karin, alarm bulgulari, gastrointestinal semptomlar.

ABSTRACT

Abdominal pain is one of the most common complaints in primary care, emergency medicine, internal medicine, and
gastroenterology practice. Its causes range from benign and spontaneously resolving conditions to life-threatening
disorders requiring urgent intervention. Clinical evaluation should consider the time of onset, duration, localization,
severity of pain, its relationship to eating and defecation, accompanying symptoms such as fever, vomiting, jaundice,
bleeding, and weight loss, the possibility of pregnancy, medication use, and previous surgical history. The diagnostic
approach should be individualized based on anamnesis, physical examination, laboratory tests, and radiological
imaging.

This section aims to ensure the correct identification of alarm signs in patients presenting with abdominal pain; to
summarize appropriate diagnostic evaluation and treatment approaches based on the presence of these signs; and to

provide evidence-based patient education and a practical communication protocol.

Keywords: Abdominal pain, acute abdomen, red flags, gastrointestinal symptoms.
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Konu 2 -

GAZ, SISKINLIK, HAZIMSIZLIK VE KARINDA RAHATSIZLIK HISSI

OZET

Gaz, siskinlik, hazimsizlik ve karinda rahatsizlik hissi, gastroenteroloji pratiginde en sik karsilagilan basvuru
nedenleri arasindadir. Hastalar bu yakinmalar: karinda dolgunluk, gerilme, baski, yemek sonrasi rahatsizlik, erken
doyma, gegirme, gaz ¢ikarma ihtiyac, iist karinda agri, yanma veya genel sindirim gii¢liigii seklinde tarif edebilir. Bu
yakinmalar ¢ogu zaman beyin-bagirsak etkilesimi bozukluklari, siiregen dispepsi, postprandiyal distres sendromu,
epigastrik agr1 sendromu, irritabl bagirsak sendromu, fonksiyonel abdominal siskinlik, kabizlik, diyetle iligkili
karbonhidrat duyarhliklari, aerofaji, supragastrik gegirme veya visseral asir1 duyarhlik ile iligkilidir. Roma V siniflamasi,
eski “fonksiyonel gastrointestinal bozukluklar” semsiyesi yerine “beyin-bagirsak etkilesimi bozukluklar1” kavramini
merkeze almakta; “fonksiyonel” teriminin miimkiin oldugunca azaltilmasini, ancak bazi tani adlarinda korunmasini
onermektedir. Bu yakinmalar genellikle benign ve yonetilebilir olmakla birlikte; istem dis1 kilo kaybi, demir eksikligi
anemisi, gastrointestinal kanama, yutma giigliigi, stirekli kusma, sarilik, ele gelen Kitle, yeni baslayan ve giderek artan
yakinmalar gibi alarm bulgular1 varliginda organik hastaliklar dislanmalidir. ACG/CAG dispepsi kilavuzu malignite
riskinin artmasi nedeniyle 60 yas ve lizerindeki yeni dispepsi hastalarinda {ist gastrointestinal endoskopi yapilmasini
onerirken, daha geng¢ hastalarda alarm bulgulari, risk faktorleri ve Kklinik bulgular dogrultusunda non-invaziv
Helicobacter pylori test-et-tedavi yaklasimi ve ampirik asit baskilayici tedavi 6n plandadir.

Bu bolimiin amaci, gaz, siskinlik, hazimsizlik ve karinda rahatsizlik hissi olan hastalarda giincel Roma V yaklasimina
uyumlu, kanita dayali, damgalayici olmayan, hasta merkezli ve klinisyen pratiginde kullanilabilir bir bilgilendirme

protokolii sunmaktir.

Anahtar kelimeler: Gaz, siskinlik, hazimsizlik, dispepsi, karinda rahatsizlik hissi, beyin-bagirsak etkilesimi bozukluklari,

fonksiyonel dispepsi

ABSTRACT

Gas, bloating, dyspepsia, and abdominal discomfort are among the most common reasons for presentation in
gastroenterology practice. Patients may describe these symptoms as abdominal fullness, pressure, tightness, postprandial
discomfort, early satiety, belching, excessive gas, epigastric pain, burning, or a general sense of impaired digestion. These
symptoms are frequently related to disorders of gut-brain interaction, including functional dyspepsia, postprandial
distress syndrome, epigastric pain syndrome, functional abdominal bloating, irritable bowel syndrome, constipation,
aerophagia, supragastric belching, dietary carbohydrate intolerance, and visceral hypersensitivity. Roma V emphasizes
the term “disorders of gut-brain interaction” rather than the older umbrella term “functional gastrointestinal disorders,”
aiming to reduce stigmatizing terminology while preserving certain established diagnostic terms where necessary.

Although these symptoms are usually benign and manageable, alarm features such as unintentional weight loss,
iron deficiency anemia, gastrointestinal bleeding, dysphagia, persistent vomiting, jaundice, abdominal mass, and
new progressive symptoms require evaluation for organic disease. This chapter provides an evidence-based clinical
and patient communication protocol for gas, bloating, dyspepsia, and abdominal discomfort, integrating the Roma V

framework, current dyspepsia guidelines, and patient-centered education principles.

Keywords: Gas, bloating, dyspepsia, abdominal discomfort, disorders of gut-brain interaction, functional dyspepsia
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Konu 3 -

BULANTI VE KUSMA

OZET

Bulanti1 ve kusma, gastroenteroloji, i¢ hastaliklari, acil servis ve birinci basamak pratiginde sik karsilasilan ancak
¢ok genis ayirici tani gerektiren yakinmalardir. Bulant;; genellikle epigastrium veya bogaz bolgesinde hissedilen,
kusacakmis gibi olma duyumudur. Kusma ise mide veya iist gastrointestinal iceriklerin agiz yoluyla disar1 atilmasidir.
Bulanti ve kusma kisa siireli oldugunda siklikla enfeksiyon, gida iliskili nedenler, ilaglar, gebelik, migren veya metabolik
durumlarla iligkili olabilir; kronik veya tekrarlayici oldugunda ise gastroparezi, mekanik obstriiksiyon, santral sinir
sistemi hastaliklari, endokrin-metabolik bozukluklar, beyin-bagirsak etkilesimi bozukluklari, siklik kusma sendromu,
kannabinoid hiperemezis sendromu ve kronik bulanti-kusma sendromu gibi durumlar diisiiniilmelidir. Avrupa UEG/
ESNM 2025 kronik bulanti-kusma kilavuzu, bu yakinmalarin sindirim sistemi ve sindirim sistemi dis1 ¢ok genis
nedenlere bagl olabilecegini, taninin bu nedenle sistematik yaklasim gerektirdigini vurgular. Roma V siniflamasinda
bulanti ve kusma bozukluklari, siklik kusma sendromu ve kannabinoid hiperemezis sendromunu gastroduodenal

beyin-bagirsak etkilesim bozukluklari basligi altinda siniflandirir.

Bu boliimiin amaci, bulant1 ve kusma yakinmasi olan hastalarda giincel Roma V yaklasimiyla uyumlu, kanita dayal,
alarm bulgularini vurgulayan, gereksiz tetkik ve ila¢ kullanimindan kaginan, hasta merkezli bir klinik iletisim ve

bilgilendirme protokolii sunmaktir.

Anahtar kelimeler: Bulanti, kusma, kronik bulanti-kusma sendromu, siklik kusma sendromu, kannabinoid hiperemezis

sendromu, gastroparezi, beyin-bagirsak etkilesimi bozukluklari

ABSTRACT

Nausea and vomiting are common symptoms in gastroenterology, internal medicine, emergency medicine, and
primary care. Nausea is an unpleasant sensation, usually felt in the epigastrium or throat, associated with the urge
to vomit, whereas vomiting is the forceful expulsion of gastric or upper gastrointestinal contents through the mouth.
Acute nausea and vomiting are often related to infections, food-related illness, medications, pregnancy, migraine,
or metabolic disturbances. Chronic or recurrent symptoms require a broader diagnostic approach, including
gastroparesis, mechanical obstruction, central nervous system disorders, endocrine-metabolic disease, disorders of
gut-brain interaction, cyclic vomiting syndrome, cannabinoid hyperemesis syndrome, and chronic nausea and vomiting
syndrome. The Roma V framework classifies chronic nausea and vomiting disorders, cyclic vomiting syndrome, and
cannabinoid hyperemesis syndrome among gastroduodenal disorders of gut-brain interaction. This chapter provides
an evidence-based clinical approach and patient communication protocol for nausea and vomiting, emphasizing red

flags, diagnostic reasoning, patient safety, and clear patient-facing explanations.

Keywords: Nausea, vomiting, chronic nausea and vomiting syndrome, cyclic vomiting syndrome, cannabinoid

hyperemesis syndrome, gastroparesis, disorders of gut-brain interaction,
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ISTEM DISI KILO KAYBI VE ISTAHSIZLIK

OZET

istem dis1 kilo kayby, Kisinin diyet, egzersiz, cerrahi veya ilagla kilo verme amaci olmadan viicut agirhginda
anlamli azalma olmasidir. Klinik pratikte ¢ogu kaynak, 6—12 ay icinde olagan viicut agirhiginin %5 veya daha
fazlasinin kaybini anlamli kabul eder; 6zellikle yash bireylerde bu diizeyde kilo kaybi artmis morbidite ve
mortalite ile iligkilidir.

Istahsizlik, yemek yeme isteginin azalmasidir ve tek basina veya kilo kaybr ile birlikte goriilebilir. Gastroenteroloji
pratiginde istem dis1 kilo kaybi1 ve istahsizlik; dispepsi, yutma giicliigti, kronik ishal, malabsorbsiyon, ¢dlyak
hastaligy, inflamatuvar bagirsak hastaligi, kronik pankreatit, siroz, maligniteler, gastrointestinal kanama, demir
eksikligi anemisi ve hepatopankreatobiliyer hastaliklarla iliskili olabilir. Bununla birlikte kilo kaybi yalnizca
gastrointestinal hastaliklara bagh degildir; endokrin hastaliklar, enfeksiyonlar, kronik inflamatuvar hastaliklar,
kardiyopulmoner hastaliklar, bobrek hastaligl, depresyon, demans, ilaglar, alkol-madde kullanimi ve sosyal
nedenler de ayirici tanida diistiniilmelidir.

Bu yakinmalar hasta giivenligi agisindan 6nemlidir; ¢linkii agiklanamayan kilo kaybi ve istahsizlik, NICE
kanser stiphesi kilavuzunda akciger, list gastrointestinal, alt gastrointestinal, pankreas ve tirolojik kanserler
dahil bircok malignite i¢in uyarici semptomlar arasinda degerlendirilir. NICE NG12, agiklanamayan kilo kaybi1
veya istahsizligin yas, eslik eden semptomlar ve klinik baglama gore ileri degerlendirme veya kanser siiphesi
yolaklarina yonlendirme gerektirebilecegini belirtir.

Bu boliimiin amaci, istem disi kilo kaybi ve istahsizlikla bagvuran hastalarda klinik yaklasimi standardize etmek,
alarm bulgularini acik sekilde tanimlamak, gereksiz gecikmeyi 6nlemek, malnutrisyon riskini degerlendirmek ve
hastaya verilecek bilgilendirmeyi sade, giivenli ve kanita dayal sekilde yapilandirmaktir.

Anahtar kelimeler: Istem dis1 kilo kayby, istahsizlik, malnutrisyon, kanser siiphesi

ABSTRACT

Unintentional weight loss is defined as a clinically meaningful reduction in body weight without deliberate
dietary restriction, exercise, medication, or surgical weight-loss intervention. A loss of 5% or more of usual body
weight over 6 to 12 months is commonly considered clinically significant, particularly in older adults, in whom it
is associated with increased morbidity and mortality. Loss of appetite may occur alone or together with weight
loss and may reflect gastrointestinal, systemic, endocrine, infectious, inflammatory, malignant, psychiatric,
medication-related, or social causes. In gastroenterology practice, unintentional weight loss and anorexia are
important alarm symptoms associated with dysphagia, dyspepsia, chronic diarrhea, malabsorption, celiac
disease, inflammatory bowel disease, chronic pancreatitis, cirrhosis, gastrointestinal bleeding, iron deficiency
anemia, and gastrointestinal or hepatopancreatobiliary malignancies. Current cancer recognition guidelines,
including NICE NG12, list unexplained weight loss and appetite loss as symptoms that may require further
evaluation depending on age, associated features, and clinical context. This chapter provides an evidence-based
clinical and patient communication protocol for unintentional weight loss and loss of appetite, emphasizing red
flags, diagnostic pathways, nutritional risk, and timely referral.
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Konu 5 -

KANSIZLIK VE DEMIR EKSIKLIGI

OZET

Kansizlik, kandaki hemoglobin diizeyinin yas, cinsiyet, gebelik durumu ve klinik baglama goére beklenen
diizeyin altinda olmasidir. Demir eksikligi ise viicut demir depolarinin azalmasidir ve diinyada aneminin en sik
nedenlerinden biridir. Gastroenteroloji pratiginde demir eksikligi ve demir eksikligi anemisi 6zel 6énem tasir;
¢linkli mide, ince bagirsak veya kolon kaynakli agik ya da gizli kan kaybi, ¢6lyak hastaligi, Helicobacter pylori
enfeksiyonu, atrofik gastrit, inflamatuvar bagirsak hastaligi, gastrointestinal polipler ve kanserler ile iliskili
olabilir. BSG 2021 kilavuzu, demir eksikligi anemisinin erigkinlerde gastrointestinal hastaliklarin énemli bir
gostergesi olabilecegini ve dogru yonetimin hem demir replasmani hem de altta yatan nedenin arastirilmasini
gerektirdigini belirtmektedir. AGA 2020 kilavuzu, menopoz sonrasi kadinlarda ve tiim yastaki erkeklerde demir
eksikligi anemisi varliginda endoskopi ve kolonoskopi dnermektedir. Premenopozal kadinlarda menstriiasyon stk
bir neden olmakla birlikte, demir eksikligi agir, tekrarlayici, tedaviye direngli veya gastrointestinal semptomlarla

iliskiliyse gastrointestinal degerlendirme giindeme gelmelidir.

Bu bolimiin amaci, kansizlik ve demir eksikligi olan hastalarda klinik yaklasimi standardize etmek,
gastroenterolojik alarm bulgularini belirlemek, hangi hastalarda endoskopi-kolonoskopi veya ileri inceleme

gerektigini aciklamak, demir tedavisi ve hasta iletisimini kanita dayali bicimde yapilandirmaktir.

Anahtar kelimeler: Kansizlik, anemi, demir eksikligi, demir eksikligi anemisi, ferritin

ABSTRACT

Anemia is defined as a hemoglobin concentration below the expected threshold for age, sex, pregnancy status,
and clinical context. Iron deficiency is the depletion of body iron stores and is the most common cause of anemia
worldwide. In gastroenterology practice, iron deficiency and iron deficiency anemia are clinically important
because they may reflect overt or occult gastrointestinal blood loss, malabsorption, celiac disease, Helicobacter
pylori infection, atrophic gastritis, inflammatory bowel disease, gastrointestinal polyps, or malignancy. The
2021 British Society of Gastroenterology guideline emphasizes that appropriate management of iron deficiency
anemia requires both iron replacement therapy and investigation of the underlying cause. The 2020 American
Gastroenterological Association guideline recommends a ferritin cutoff of 45 ng/mL for diagnosing iron deficiency
in patients with anemia and recommends bidirectional endoscopy in asymptomatic men and postmenopausal
women with iron deficiency anemia. This chapter provides an evidence-based clinical approach and patient
communication protocol for anemia and iron deficiency, focusing on gastrointestinal causes, red flags, diagnostic

evaluation, iron replacement, patient safety, and standardized patient education.

Keywords: Anemia, iron deficiency, iron deficiency anemia, ferritin
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Konu 6 -

REFLU YAKINMALARI

OZET

Gastroozofageal reflii hastaligl, mide iceriginin 6zofagusa geri kagisi sonucunda hastada rahatsiz edici
semptomlara veya mukozal komplikasyonlara yol acabilen, klinik pratikte sik karsilasilan bir tist gastrointestinal
sistem hastaligidir. Tipik yakinmalar arasinda retrosternal yanma ve regiirjitasyon 6n planda yer alirken, gogiis
agris, kronik okstiriik, ses kisikligi ve bogaz semptomlari gibi ekstradzofageal bulgular da klinik degerlendirmede
dikkate alinmalidir. Reflii yakinmalari ¢ogu hastada yasam tarzi diizenlemeleri ve asit baskilayici tedavi ile kontrol
altina alinabilir; ancak disfaji, odinofaji, gastrointestinal kanama, agiklanamayan kilo kaybi, persistan kusma,
demir eksikligi anemisi veya malignite stiphesi gibi alarm bulgularinin varlig ileri degerlendirme gerektirir.
Hastaya aktarilmasi gereken temel mesaj, refliiniin sik gortilen ve ¢ogu zaman yonetilebilir bir durum oldugu;
bununla birlikte uzun siireli, tedaviye direncli veya alarm bulgulariyla seyreden yakinmalarin ihmal edilmemesi
gerektigidir. Bu boliimiin amaci, reflii yakinmalari olan bireylerde kanita dayali klinik yaklasimi 6zetlemek,
tan1 ve tedavi basamaklarini hasta bilgilendirme perspektifiyle birlestirmek ve hekim-hasta iletisiminde
kullanilabilecek standart, anlasilir ve giivenilir bir bilgilendirme protokolii sunmaktir.

Anahtar kelimeler: Gastrodzofageal reflii hastaligy; refld, 6zofagus; alarm bulgulari; gastrointestinal belirtiler.

ABSTRACT

Gastroesophageal reflux disease is a common upper gastrointestinal disorder encountered in clinical practice,
which may lead to troublesome symptoms or mucosal complications as a result of the reflux of gastric contents
into the esophagus. While retrosternal burning and regurgitation are the predominant typical complaints,
extraesophageal manifestations such as chest pain, chronic cough, hoarseness, and throat-related symptoms
should also be considered during clinical evaluation. In most patients, reflux-related complaints can be controlled
with lifestyle modifications and acid-suppressive therapy; however, the presence of alarm features such as
dysphagia, odynophagia, gastrointestinal bleeding, unexplained weight loss, persistent vomiting, iron deficiency
anemia, or suspicion of malignancy requires further evaluation. The key message to be conveyed to patients
is that reflux is a common and often manageable condition; nevertheless, long-standing, treatment-resistant
complaints or symptoms accompanied by alarm features should not be overlooked. The aim of this chapter is
to summarize the evidence-based clinical approach to individuals presenting with reflux-related complaints, to
integrate diagnostic and therapeutic steps with a patient education perspective, and to provide a standardized,

clear, and reliable information protocol that can be used in physician-patient communication.

Keywords: Gastroesophageal reflux disease, reflux, esophagus, alarm symptoms, gastrointestinal
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Konu 7 -

YUTMA GUGLUGU (DISFAJI) VE AGRILI YUTMA (ODINOFAJi)

OZET

Disfaji, yutma eyleminin baslatilmasi veya gida, siv1 ya da sekresyonlarin agizdan mideye giivenli ve etkili sekilde
iletilmesinde gii¢liik olarak tanimlanir; odinofaji ise yutma sirasinda agr1 hissedilmesidir. Her iki semptom da basit, ge¢ici ve
benign nedenlerden; 6zofagus malignitesi, peptik striktiir, eozinofilik 6zofajit, enfeksiydz 6zofajit, motilite bozukluklar: ve
norolojik hastaliklara kadar genis bir klinik spektrumun gostergesi olabilir. Bu nedenle disfaji ve odinofaji, 6zellikle eriskin
hastalarda dikkatle degerlendirilmesi gereken alarm semptomlari arasinda yer alir.

Klinik yaklasimin temel amaci, oncelikle orofaringeal disfaji ile 6zofageal disfajiyi ayirt etmek, ardindan mekanik
obstriiksiyon, mukozal hastalik ve motilite bozuklugu olasiliklarini sistematik bicimde degerlendirmektir. Kilo kayby,
gastrointestinal kanama, ilerleyici disfaji, tekrarlayan aspirasyon, ag¢iklanamayan anemi, persistan kusma, ileri yasta
yeni baslayan semptomlar ve odinofajinin eslik etmesi ileri inceleme gerektiren alarm bulgularidir. Bu olgularda tist
gastrointestinal endoskopi ¢ogu zaman ilk basamak tanisal yontemdir; gerekli durumlarda baryumlu 6zofagus grafisi,
yliksek ¢oziintirliklii manometri ve pH/empedans incelemeleri tanisal siireci tamamlar.

Hasta bilgilendirmesinde verilmesi gereken temel mesaj, yutma giicligliniin “normal” kabul edilmemesi ve 6zellikle
ilerleyici, agrili ya da kilo kaybu ile birlikte oldugunda gecikmeden degerlendirilmesi gerektigidir. Bu boliimiin amaci,
disfaji ve odinofajisi olan hastalarda klinisyenlere kanita dayali, pratik, hasta giivenligini dnceleyen ve etkili iletisimi
iceren biitiincil bir yaklasim sunmaktir.

Anahtar kelimeler: Disfaji, odinofaji, alarm bulgulari, gastrointestinal belirtiler.

ABSTRACT

Dysphagia is defined as difficulty in initiating the act of swallowing or in the safe and effective passage of food, liquids, or
secretions from the mouth to the stomach; odynophagia refers to pain experienced during swallowing. Both symptoms
may reflect a broad clinical spectrum, ranging from simple, transient, and benign conditions to esophageal malignancy,
peptic stricture, eosinophilic esophagitis, infectious esophagitis, motility disorders, and neurological diseases.
Therefore, dysphagia and odynophagia are considered alarm symptoms that require careful evaluation, particularly
in adult patients.

The primary aim of the clinical approach is first to distinguish oropharyngeal dysphagia from esophageal dysphagia,
and subsequently to systematically assess the possibilities of mechanical obstruction, mucosal disease, and motility
disorders. Weight loss, gastrointestinal bleeding, progressive dysphagia, recurrent aspiration, unexplained anemia,
persistent vomiting, new-onset symptoms at an advanced age, and the presence of concomitant odynophagia are
alarm features that warrant further investigation. In such cases, upper gastrointestinal endoscopy is often the first-
line diagnostic modality; when necessary, barium esophagography, high-resolution manometry, and pH/impedance
monitoring complement the diagnostic process.

The key message to be conveyed in patient education is that difficulty swallowing should not be regarded as “normal”
and should be evaluated without delay, especially when it is progressive, painful, or accompanied by weight loss. The aim
of this chapter is to provide clinicians with an evidence-based, practical, patient-safety-oriented, and communication-
focused comprehensive approach to patients presenting with dysphagia and odynophagia.

Keywords: Dysphagia, odynophagia, alarm symptoms, gastrointestinal symptoms.
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KABIZLIK

OZET

Kabizlik, birinci basamak ve gastroenteroloji pratiginde en sik karsilagilan Beyin-bagirsak Etkilesimi Bozukluklarindan
biridir. Roma V kriterleri, stigmatizasyonu (damgalanmay1) azaltmak ve durumun nadiren organik bir nedene
dayandigini1 vurgulamak amaciyla “Fonksiyonel Kabizlik” yerine “Kronik Kabizlik” terimini benimsemistir. Tani igin
semptomlarin en az 6 ay 6nce baslamis olmasi ve son 3 aydir aktif olmasi gerekir. Tanisal kriterler; haftada 3'ten az
spontan digkilama veya digskilamalarin en az %?25'inde zorlanma, sert/par¢ali diski (Bristol 1—2), tam bosalamama
hissi, anorektal tikaniklik hissi ve manuel manevra ihtiyacindan en az ikisinin bulunmasini kapsar. Ayrica, hastanin
[rritabl Bagirsak Sendromu kriterlerini tam olarak karsilamamasi (karin agrisinin baskin semptom olmamasi) sarttir.

Kronik kabizlik, kiiresel popiilasyonun yaklasik %11,7'sini etkileyen ve yasam kalitesini ciddi sekilde bozan bir tablodur.

Klinik Yaklasim, kabizlig1 sadece semptom sayisina indirgemeyen, hastay1 semptom siddeti, psikososyal faktorler ve
fizyolojik belirteglerle bir biitiin olarak ele alan Cok Boyutlu Klinik Profil yaklasimini vurgular. Tani stireci bir “dislama
tanis1” degil, semptom temelli bir “pozitif tan1” yaklasimidir. Klinik pratikte hekim, organik hastaliklari (alarm bulgulari:
aciklanamayan kilo kaybi, rektal kanama, ailede kolon kanseri oykiisii vb.) disladigindan eminse, arastirmalar icin

gereken 6 aylik stireyi beklemeden 8 haftalik semptom varligiyla da tani koyabilir.

Bu béliimiin amaci, kabizlik yakinmasiyla bagvuran hastalarda ikincil nedenlerin ve alarm bulgularinin dogru
taninmasini saglamak; kronik kabizlik alt tiplerini ayirt etmek, giincel kilavuzlar dogrultusunda kanita dayali basamakl

bir tedavi yaklagimi sunmak ve hastaya iletilecek temel mesajlari pratik bir iletisim protokolii olarak yapilandirmaktir.

Anahtar kelimeler: Kabizlik, kronik kabizlik, kronik idiyopatik kabizlik, laksatif, biyofeedback.

ABSTRACT

Constipation is a common disorder of gut-brain interaction in both primary care and gastroenterology. The Roma V
criteria have replaced “functional constipation” with the term “Chronic Constipation” to reduce stigma and emphasize
that organic etiologies are rare. Diagnosis requires symptom onset at least 6 months prior and active symptoms during
the last 3 months. Criteria include at least two of: fewer than 3 spontaneous bowel movements per week, or atleast 25%
of defecations involving straining, lumpy or hard stools (Bristol 1—2), sensation of incomplete evacuation, sensation of
anorectal obstruction, or manual maneuvers. Additionally, the patient must not meet the full criteria for irritabl bowel
syndrome (pain should not be the predominant symptom). Chronic constipation affects approximately 11.7% of the
population and significantly impairs quality of life.

Clinical Evaluation emphasizes the Multidimensional Clinical Profile, which integrates symptom severity, psychosocial
factors, and physiological modifiers. Management has shifted towards a “positive diagnosis” based on symptom criteria
rather than a diagnosis of exclusion. In clinical practice, if alarm features are absent, a diagnosis can be established after

8 weeks of symptoms.

This section aims to ensure the correct identification of secondary causes and alarm features in patients presenting
with constipation; to differentiate subtypes of functional constipation; to present an evidence-based stepwise treatment

approach in line with the current guidelines; and to structure key patient messages as a practical communication protocol.

Keywords: Constipation, functional constipation, chronic idiopathic constipation, laxatives, biofeedback.
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ISHAL

OZET

ishal; giinde ii¢ veya daha fazla gevsek ya da sulu diski olarak tanimlanir ve siiresi bakimindan akut (<14 giin),
persistan (14 - 30 giin) ve kronik (>4 hafta) olarak siniflandirilir. Akut ishalde kilavuzlar1 rehidratasyonu
oncelerken, antibiyotik kullanimini alarm bulgulari olan segilmis vakalarla sinirlar. Kronik ishal spektrumu ise
Roma V kapsaminda Beyin-bagirsak Etkilesimi Bozukluklar1 bashig altinda degerlendirilen Fonksiyonel ishal
ve Diyare Baskin Irritabl Bagirsak Sendromu gibi tablolari icerir. Roma V ile birlikte irritabl bagirsak sendromu
tanisina “karin diskonforu” kriteri geri getirilmis ve semptom siklik esigi ayda en az 3 giin olarak belirlenmistir.
Ayrica, kronik ishal olgularinin yaklasik %25—30'undan sorumlu olan safra asidi malabsorbsiyonu (BAM),
tanida kritik bir fizyolojik belirte¢ olarak kabul edilmektedir. Tedavi; alarm bulgularinin dislanmasi, BAM ve
karbonhidrat malabsorbsiyonu gibi sekonder nedenlerin degerlendirilmesi ve ardindan diyet (diisiik FODMAP),

loperamid, rifaksimin, safra asidi sekestranlari ve 5-HT3 antagonistlerini iceren basamakl bir yaklasimi kapsar

Bu b6liimiin amacy, ishal yakinmasiyla basvuran hastalarda akut, persistan ve kronik ishal ayrimini dogru bicimde
yapmak; alarm bulgularina gore uygun tanisal degerlendirme ve tedavi yaklasimlarini 6zetlemek, rehidrasyon
onceligi ile antibiyotik kullanimina iliskin gtincel kanitlar1 aktarmak ve hastalara yonelik giivenli, net bir iletisim

protokolii sunmaktir.

Anahtar kelimeler: Ishal, akut ishal, kronik ishal, gastroenterit, rehidrasyon, malabsorbsiyon, inflamatuvar

bagirsak hastalig1.

ABSTRACT

Diarrhea is defined as three or more loose or watery stools per day and is classified by duration as acute (<14
days), persistent (14 - 30 days), and chronic (>4 weeks). Under the Roma V framework, chronic diarrhea
includes Functional Diarrhea and Diarrhea-predominant Irritable Bowel Syndrome (IBS), classified as disorders
of gut-brain interaction. Roma V has reintroduced “abdominal discomfort” to the IBS criteria and updated the
symptom frequency threshold to at least 3 days per month. Bile acid malabsorption (BAM) is now recognized
as a key contributor in 25—30% of chronic cases. Stepwise management involves excluding alarm features,
testing for physiological modifiers like BAM, and utilizing evidence-based therapies including a low-FODMAP
diet, loperamide, rifaximin, bile acid sequestrants, and 5-HT3 antagonists.

This section aims to accurately distinguish acute, persistent, and chronic diarrhea in patients presenting with
this complaint; to summarize appropriate diagnostic evaluation and treatment strategies based on the presence
of alarm features; to convey current evidence on rehydration priorities and antibiotic use; and to provide a safe

and clear patient communication protocol.

Keywords: Diarrhea, acute diarrhea, chronic diarrhea, gastroenteritis, rehydration, malabsorption, inflammatory

bowel disease.
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Konu 10 -

DISKILAMA ALISKANLIGINDA DEGISIKLIK

OZET

Diskilama aliskanliginda degisiklik; digki sikligl, kivami veya kalibinda hastanin énceki normuna kiyasla belirgin ve
siiregelen farklilasma olarak tanimlanir. Klinik acidan birincil 6ncelik, bu yakinmanin kolorektal kanser veya inflamatuvar
bagirsak hastaliklari gibi ciddi organik nedenlerin habercisi olabilmesidir. Giincel kilavuzlar, diskilama aliskanlhigindaki
degisikligi kolorektal kanser icin “kirmizi bayrak” olarak tanmimlamakta ve o6zellikle fekal immunochemical test
esigi lizerinden hizli sevk algoritmalarini yapilandirmaktadir. Roma V siireci, organik nedenler dislandiktan sonra
tablonun bir “dislama tanis1” olarak degil, semptom temelli bir pozitif tani yaklasimiyla ele alinmasini sart kogsar. Bu
kapsamda, irritabl bagirsak sendromu ve kronik kabizlik gibi Beyin-bagirsak Etkilesimi Bozukluklari, hastanin yasam
kalitesini odaga alan Cok Boyutlu Klinik Profil tizerinden degerlendirilmelidir. Tan: siirecinde alarm bulgular1 (diski
immiinokimyasal test pozitifligi, rektal kanama, istem dis1 kilo kaybi, 45 yas sonrasi yeni baslayan semptomlar) titizlikle
sorgulanmalidir. Klinik pratikte hekim, organik hastaliklarin yoklugundan eminse, arastirmalar i¢in gereken 6 aylik siire
dolmasa dahi 8 haftalik semptom varhigiyla pozitif tani koyabilir. IBS tanisi igin Roma V ile birlikte “karin diskonforu”
kriteri geri getirilmis ve semptom siklik esigi ayda en az 3 giin olarak giincellenmistir; bu durum tani oranlarini Rome
[V'e kiyasla yaklasik iki katina ¢ikarmigtir. Hastaya durumun “beynin uydurdugu bir sey” olmadigi, beyin-bagirsak
aksindaki sinyal iletim bozuklugundan kaynaklanan gergek bir saglik sorunu oldugu empatik bir dille agiklanmalidir.

Bu boliimiin amaci, digkilama aliskanliginda degisiklik yakinmasiyla basvuran hastalarda kolorektal kanser basta
olmak tlizere énemli organik nedenlerin alarm bulgularini dogru tanimlamak; Giincel kilavuzlar kapsaminda sevk

algoritmalarini 6zetlemek ve hastayla giivenli, panige yol agmayan bir iletisim protokolii kurmaktir.

Anahtar kelimeler: Diskilama aliskanliginda degisiklik, kolorektal kanser, alarm bulgusu, irritabl bagirsak sendromu.

ABSTRACT

Change in bowel habits is defined as a marked and persistent alteration in stool frequency, consistency, or form
compared with the patient's previous normal pattern. Clinically, the main priority is to determine whether this symptom
may indicate an important organic disease, particularly colorectal cancer or inflammatory bowel disease . Current
guidelines, including recent guidelines, consider change in bowel habits a potential red flag for colorectal cancer and
increasingly structure referral pathways around faecal immunochemical test (FIT) results. During assessment, alarm
features such as FIT positivity, rectal bleeding, unintentional weight loss, anemia, and new-onset symptoms after the
age of 45 should be carefully evaluated. Once organic causes have been reasonably excluded, disorders of gut--brain
interaction, including irritable bowel syndrome and chronic constipation, should be approached through a positive
symptom-based diagnosis rather than as a simple diagnosis of exclusion. In clinical practice, when the physician is
confident that organic disease is unlikely, a positive diagnosis may be considered after 8 weeks of symptoms, even
if longer symptom duration is required for research criteria. Patients should be informed empathetically that these

symptoms are real and may reflect altered gut--brain axis signalling, rather than being imagined or exaggerated.

The aim of this section is to identify alarm features of relevant organic diseases, particularly colorectal cancer;
summarize current referral principles; and provide a safe, clear, and non-alarmist communication framework for

patients presenting with change in bowel habits.

Keywords: Change in bowel habit, colorectal cancer, alarm symptom, irritable bowel syndrome.
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Konu 11 -

MAKATTA AGRI, KASINTI, SISLIK VE AKINTI

OZET

Anorektal bolge yakinmalary; anal agri, kasinti, sislik, akint1 ve kanama seklinde ortaya ¢ikabilen ve birinci
basamak hekimlerinden gastroenterologlar ile kolorektal cerrahlara kadar genis bir yelpazede karsilasilan
belirtilerdir. Bu yakinmalarin arkasinda yatan baslica tablolar hemoroidal hastalik, anal fissiir, perianal apseli
ve fistilli hastalik, aniis kasintis1 (pruritus ani), proktit, kondiloma akiiminata, rektal prolaps ve anorektal
malignite olabilir. Kilavuzlar diskilama bozukluklarini, proktolji sendromlarini, hemoroidleri, anal fissiirleri ve
disk: inkontinansini kapsayan benign anorektal hastaliklarin yonetimini kanita dayal bicimde ele almaktadir.
Bu yakinmalarin bir kisminin kanser dahil ciddi hastaliklarin ilk belirtisi olabilecegi hi¢cbir zaman goz ardi

edilmemelidir.

Bu boliimiin amaci, anorektal yakinmalarla basvuran hastalarda hemoroidal hastalik, anal fissiir, perianal apse
ve fistiil ile pruritus ani gibi sik goriilen benign tablolar1 dogru tanimlamak; malignite basta olmak tizere ciddi
patolojileri dislamak icin alarm bulgularini netlestirmek ve kilavuzlar dogrultusunda kanita dayali tani ve tedavi

yaklasimlarini pratik bir hasta iletisim protokoliiyle birlikte sunmaktir.

Anahtar kelimeler: Anorektal hastalik, hemoroid, anal fissiir, perianal fistiil, pruritus ani, proktit, anorektal agri.

ABSTRACT

Anorectal symptoms including pain, itching, swelling, and discharge are common presentations encountered
across primary care, gastroenterology, and colorectal surgery. The primary causes include hemorrhoidal
disease, anal fissure, perianal abscess and fistula, pruritus ani, proctitis, condyloma acuminata, rectal prolapse,
and anorectal malignancy. The Guidelines addresses defecation disorders, proctalgia syndromes, hemorrhoids,
anal fissures, and fecal incontinence with evidence-based recommendations. It is essential never to overlook
the possibility that these symptoms may represent the initial manifestation of a serious condition including

malignancy.

This section aims to accurately identify common benign anorectal conditions such as hemorrhoidal disease, anal
fissure, perianal abscess and fistula, and pruritus ani in patients presenting with anorectal complaints; to clarify
alarm features warranting exclusion of serious pathology including malignancy; and to present evidence-based

diagnostic and treatment approaches in

Keywords: Anorectal disease, hemorrhoids, anal fissure, perianal fistula, pruritus ani, proctitis, anorectal pain.
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Konu 12 -

DISKIDA KAN, SIYAH DISKI VE KAN KUSMA

OZET

Gastrointestinal (Gi) kanama, hafif rektal kanamadan yasami tehdit eden iist GI kanamaya kadar uzanan genis bir
Kklinik yelpazede karsimiza ¢ikan ve her zaman oncelikli degerlendirme gerektiren bir bulgudur. Klinik sunum;
kaynaklandig1 anatomik bdlgeye ve kanamaya gore farklilasmaktadir. Digkida parlak kirmizi kan (hematokezi)
¢ogunlukla kolorektal veya anorektal kaynag diisiindiirse de hizh iist GI kanamada da goriilebilir; siyah, katran
renginde digki (melena) ise Treitz ligamani iizerindeki kaynaklari, 6zellikle peptik tilser ve 6zofageal varisleri
akla getirir. Hematemez, iist GI kanama lehine giiclii bir bulgudur ve klinik stabiliteye gére erken/urgent

endoskopik degerlendirme gerektirir.

Bu béliimiin amaci, GI kanama bulgulariyla basvuran hastalarda iist ve alt GI kanama ayrimin1 dogru bicimde
yapmak; hematemez, melena ve hematokezi terimlerini klinik baglamda tanimlamak; alarm bulgularinin ve acil
endoskopi endikasyonlarinin dogru taninmasini saglamak ve hastalara yonelik gtivenli, panige yol agmayan bir

iletisim protokolii sunmaktir.

Anahtar kelimeler: Gastrointestinal kanama, hematokezi, melena, hematemez, iist GI kanama, alt GI kanama,

endoskopi, kolorektal kanser.

ABSTRACT

Gastrointestinal (GI) bleeding encompasses abroad clinical spectrum, from mild rectal bleeding to life-threatening
upper GI hemorrhage, and always requires priority evaluation. Clinical presentation varies according to
anatomical source and bleeding rate. Bright red blood per rectum (hematochezia) typically suggests a colorectal
or anorectal source, though it may also occur in rapid upper GI bleeding; black, tarry stool (melena) points
to sources proximal to the ligament of Treitz, particularly peptic ulcers and esophageal varices. Hematemesis
strongly suggests upper GI bleeding and requires early or urgent endoscopic evaluation depending on clinical
stability.

This section aims to accurately distinguish upper from lower GI bleeding in patients presenting with GI
bleeding symptoms; to define hematemesis, melena, and hematochezia in their clinical contexts; to ensure the
correct recognition of alarm features and urgent endoscopy indications; and to provide a safe, non-alarmist

communication protocol for patients.

Keywords: Gastrointestinal bleeding, hematochezia, melena, hematemesis, upper GI bleeding, lower GI bleeding,

endoscopy, colorectal cancer.
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Konu 13 -

SARILIK

OZET

Sarilik, kandaki bilirubin diizeyinin ytlikselmesine bagh olarak ciltte, skleralarda ve mukozalarda sar1 renk
degisikligi ile karakterize klinik bir bulgudur. Tek basina bir hastalik olmay1p altta yatan bir¢ok karaciger, safra
yolu veya hematolojik hastaligin belirtisi olabilir. Sarilik, viral hepatitlerden safra yolu taslarina, ilag iligkili

karaciger hasarindan pankreas ve safra yolu tiimoérlerine kadar genis bir hastalik spektrumunda goriilebilir.

Sariligin degerlendirilmesinde hastanin 6ykiisii, fizik muayenesi, laboratuvar testleri ve uygun goriintiilleme
yontemleri temel 6neme sahiptir. Koyu renk idrar, a¢ik renk diski, kasinti, karin agrisy, ates, kilo kayb1 ve biling
degisikligi gibi eslik eden bulgular altta yatan neden hakkinda 6nemli ipuglari saglar.

Hastalarin 6nemli bir kisminda sarilik tedavi edilebilir nedenlere baglidir. Ancak akut karaciger yetmezligi, akut
kolanjit veya malign safra yolu obstriiksiyonu gibi durumlarda erken tani ve miidahale hayat kurtarici olabilir.
Bu b6liimiin amaci sarilig1 olan hastalarin degerlendirilmesi, temel alarm bulgularinin taninmasi ve dogru hasta

bilgilendirmesinin standardize edilmesidir.

Anahtar kelimeler: Sarilik, hiperbilirubinemi, bilirubin, kolestaz, safra yolu tikanikligi, hepatit, karaciger hastaligi

ABSTRACT

Jaundice is a clinical sign characterized by yellow discoloration of the skin, sclerae, and mucous membranes due
to elevated serum bilirubin levels. It is not a disease itself but rather a manifestation of various hepatobiliary,

hematologic, or metabolic disorders.

The evaluation of jaundice requires a systematic approach including detailed history taking, physical examination,
laboratory investigations, and appropriate imaging studies. Associated symptoms such as dark urine, pale stools,
pruritus, abdominal pain, fever, weight loss, and altered mental status provide important clues regarding the
underlying etiology.

Although many causes of jaundice are treatable, some conditions such as acute liver failure, acute cholangitis, and
malignant biliary obstruction require urgent diagnosis and management. The aim of this chapter is to provide

clinicians with a standardized framework for patient education and communication regarding jaundice.

Keywords: Jaundice, hyperbilirubinemia, bilirubin, cholestasis, biliary obstruction, hepatitis, liver disease.
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KARINDA SISLIK VE ASIT

OZET

Karinda sislik, gastroenteroloji pratiginde sik karsilasilan bir yakinmadir ve basit gaz birikiminden ileri evre
karaciger hastaliklarina kadar genis bir neden yelpazesine sahip olabilir. Asit ise periton boslugunda patolojik
swv1 birikimini ifade eder ve en sik nedeni portal hipertansiyona bagh karaciger sirozudur. Bununla birlikte
maligniteler, kalp yetmezligi, tiiberkiiloz peritonit ve pankreatik hastaliklar da asit gelisimine neden olabilir.
Karinda sislik ve asit yakinmasi olan hastalarda ayrintili 6ykd, fizik muayene, laboratuvar degerlendirmesi ve
goriintiileme yéntemleri tanisal yaklasimin temelini olusturur. Ozellikle yeni gelisen asitte diagnostik parasentez
yapilmasi giincel kilavuzlarda 6nerilmektedir. Karinda sislik bazen yasam kalitesini bozan benign bir durumken,
baz1 olgularda dekompanse siroz, spontan bakteriyel peritonit veya intraabdominal malignitenin ilk belirtisi

olabilir. Bu nedenle alarm bulgularinin erken taninmasi énemlidir.

Bu boliimiin amaci karinda sislik ve asit yakinmasi olan hastalarin degerlendirilmesinde standart hasta iletisimini
saglamak, hastalarin dogru bilgilendirilmesini desteklemek ve alarm bulgularinin erken fark edilmesine katkida

bulunmaktir.

Anahtar kelimeler: Asit, karinda sislik, abdominal distansiyon, portal hipertansiyon, siroz, parasentez, spontan

bakteriyel peritonit

ABSTRACT

Abdominal distension is a common complaint encountered in gastroenterology practice and may result from a
broad spectrum of conditions ranging from functional gastrointestinal disorders to advanced liver disease. Ascites
refers to the pathological accumulation of fluid within the peritoneal cavity and is most commonly caused by
portal hypertension secondary to liver cirrhosis. A systematic evaluation including history, physical examination,
laboratory investigations, and imaging studies is essential. Diagnostic paracentesis is recommended in all
patients with new-onset ascites. Although abdominal distension may arise from relatively benign conditions,
it can also represent the first manifestation of decompensated cirrhosis, spontaneous bacterial peritonitis, or

intra-abdominal malignancy. Recognition of alarm features and timely referral are therefore crucial.

This chapter aims to provide clinicians with a practical framework for patient education and communication

regarding abdominal distension and ascites.

Keywords: Ascites, abdominal distension, portal hypertension, cirrhosis, paracentesis, spontaneous bacterial

peritonitis.
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GASTROOZOFAGEAL REFLU HASTALIGI

OZET

Gastrodzofageal reflii hastaligi (GORH), mide iceriginin 6zofagusa geri kagmasina bagh olarak rahatsiz edici
semptomlarin ve/veya komplikasyonlarin gelistigi, diinya genelinde yaygin goriilen bir hastaliktir. En sik retrosternal
yanma ve regiirjitasyon ile ortaya ¢ikmakla birlikte, gogiis agrisi, kronik oksiiriik, ses kisiklig1 ve diger ekstraézofageal
yakinmalarla da basvurabilir. Hastalik, yasam kalitesini belirgin sekilde etkileyebilmesi, saglik hizmeti kullanimini
artirmasi ve baz hastalarda 6zofajit, peptik striktiir veya Barrett 6zofagusu gibi komplikasyonlara yol agabilmesi
nedeniyle klinik agidan 6nem tasir.

GORH'iin patofizyolojisi multifaktériyeldir ve alt 6zofagus sfinkter bariyer fonksiyonundaki bozulma, hiatal herni,
ozofageal klirens kusurlari ve visseral hipersensitivite gibi cesitlimekanizmalariigerir. Tanisal yaklasimda semptomlarin
dikkatli degerlendirilmesi, alarm bulgularinin sorgulanmasi ve uygun hastalarda endoskopik testlerin kullanilmasi
esastir. Ozellikle disfaji, odinofaji, gastrointestinal kanama, agiklanamayan kilo kaybi, demir eksikligi anemisi, persistan
kusma ve malignite stiphesi gibi alarm bulgular1 varliginda ileri degerlendirme geciktirilmemelidir.

Tedavinin temelini yasam tarz diizenlemeleri, kilo kontrolii ve uygun hastalarda asit baskilayici tedavi olusturur;
secilmis olgularda endoskopik veya cerrahi antireflii girisimler giindeme gelebilir. Hasta bilgilendirmesi, tedavi
bagarisinin énemli bir bilesenidir. Hastalara GORH'lin ¢ogu zaman kronik ancak yénetilebilir bir hastalik oldugu,
her semptomun ciddi bir komplikasyon anlamina gelmedigi ve alarm bulgularinin erken taninmasinin 6nem tasidigi
anlatilmalidir. Bu béliimiin amaci, GORH'iin giincel tani ve tedavi ilkelerini 6zetlemek ve hasta bilgilendirmesinde
kullanilabilecek temel mesajlari kanita dayal bir cercevede sunmaktir.

Anahtar kelimeler: Gastrodzofageal reflii hastaligy; reflii; 6zofagus; alarm bulgulari; gastrointestinal belirtiler.

ABSTRACT

Gastroesophageal reflux disease (GERD) is a common disorder worldwide, characterized by the development of
troublesome symptoms and/or complications resulting from the reflux of gastric contents into the esophagus. Although
it most commonly presents with retrosternal heartburn and regurgitation, it may also manifest with chest pain, chronic
cough, hoarseness, and other extraesophageal symptoms. The disease is clinically important because it can significantly
impair quality of life, increase healthcare utilization, and lead to complications such as esophagitis, peptic stricture, or
Barrett's esophagus in some patients.

The pathophysiology of GERD is multifactorial and involves various mechanisms, including impairment of the lower
esophageal sphincter barrier function, hiatal hernia, defects in esophageal clearance, and visceral hypersensitivity.
The diagnostic approach requires careful assessment of symptoms, evaluation for alarm symptoms, and the use of
endoscopy in appropriate patients. Further evaluation should not be delayed in the presence of alarm symptoms,
particularly dysphagia, odynophagia, gastrointestinal bleeding, unexplained weight loss, iron deficiency anemia,
persistent vomiting, or suspicion of malignancy.

The mainstay of treatment consists of lifestyle modifications, weight management, and acid-suppressive therapy in
appropriate patients; endoscopic or surgical antireflux interventions may be considered in selected cases. Patient
education is an important component of treatment success. Patients should be informed that GERD is often a chronic
but manageable disease, that not every symptom indicates a serious complication, and that early recognition of alarm
features is important. The aim of this chapter is to summarize the current principles of diagnosis and treatment of
GERD and to present key messages that can be used in patient education within an evidence-based framework.

Keywords: Gastroesophageal reflux disease, reflux, esophagus, alarm symptoms, gastrointestinal symptoms.
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Konu 16 -

GASTRIT VE DUODENIT

OZET

Gastrit ve duodenit, mide ve duodenum mukozasinin inflamatuvar hasari ile karakterize, klinik pratikte dispepsi,
epigastrik agri, bulanti, erken doyma ve iist gastrointestinal kanama spektrumunda karsimiza ¢ikabilen yaygin klinik
durumlardir. Etiyolojide Helicobacter pylori enfeksiyonu, nonsteroid antiinflamatuvar ilag (NSAII) kullanimi, safra
refliisii, otoimmunite, alkol, stres iliskili mukozal hasar ve daha nadir enfeksiy6z ya da sistemik nedenler yer alr.
Bu hastalik grubunun klinik 6nemi, semptomlarin ¢ogu zaman nonspesifik olmasina karsin, peptik iilser hastalig,
gastrointestinal kanama, atrofik gastrit, intestinal metaplazi ve gastrik kanser riski gibi sonuglarla iliskili olabilmesinden

kaynaklanir.

Hasta bilgilendirmesinde temel mesajlar; gastrit ve duodenitin tek bir hastalik degil farkli nedenlere bagh gelisebilen
mukozal inflamasyon tablolar1 oldugu, her mide yakinmasinin endoskopi gerektirmedigi, H. pylori saptandiginda
eradikasyon tedavisinin énemli oldugu ve NSAII kullaniminin hekim 6nerisi olmadan siirdiiriilmemesi gerektigidir.
Kilo kaybi, disfaji, persistan kusma, demir eksikligi anemisi, hematemez, melena, ileri yasta yeni baslayan dispepsi ve
ailede iist gastrointestinal kanser oykiisii gibi alarm bulgular1 daha ileri degerlendirme gerektirir. Bu boliimiin amaci,
gastrit ve duodenitin tanimi, siiflamas, klinik degerlendirmesi, tanisal yaklasimy, tedavi ilkeleri ve hasta iletisiminde

kullanilabilecek standart bilgilendirme mesajlarini kanita dayal bicimde 6zetlemektir.

Anahtar kelimeler: Gastrit; duodenit; dispepsi; Helicobacter pylori; alarm bulgulart.

ABSTRACT

Gastritis and duodenitis are common clinical conditions characterized by inflammatory injury of the gastric and
duodenal mucosa. In clinical practice, they may present across a spectrum that includes dyspepsia, epigastric pain,
nausea, early satiety, and upper gastrointestinal bleeding. Their etiology includes Helicobacter pylori infection, use of
nonsteroidal anti-inflammatory drugs (NSAIDs), bile reflux, autoimmunity, alcohol, stress-related mucosal injury, and,
less commonly, infectious or systemic causes. The clinical significance of this group of disorders stems from the fact
that, although symptoms are often nonspecific, they may be associated with outcomes such as peptic ulcer disease,
gastrointestinal bleeding, atrophic gastritis, intestinal metaplasia, and an increased risk of gastric cancer.

The key messages in patient education are that gastritis and duodenitis do not represent a single disease entity,
but rather patterns of mucosal inflammation that may arise from different causes; that not every gastric complaint
requires endoscopy; that eradication therapy is important when H. pylori is detected; and that NSAID use should not be
continued without medical advice. Alarm symptoms such as weight loss, dysphagia, persistent vomiting, iron deficiency
anemia, hematemesis, melena, new-onset dyspepsia at an advanced age, and a family history of upper gastrointestinal
cancer warrant further evaluation. The aim of this chapter is to provide an evidence-based summary of the definition,
classification, clinical evaluation, diagnostic approach, treatment principles, and standardized patient-communication
messages that can be used in the management of gastritis and duodenitis.

Keywords: Gastritis, duodenitis, dyspepsia, Helicobacter pylori, alarm symptoms.
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HELICOBACTER PYLORI ENFEKSIYONU

OZET

Helicobacter pylori enfeksiyonu, kronik aktif gastritin baslica nedeni olup peptik tlser hastaligi, gastrik
adenokarsinom ve gastrik MALT lenfoma gelisimiyle iliskili, klinik ve halk saghgi acisindan 6nemli bir
enfeksiyondur. Giincel konsensus raporlarinda H. pylori enfeksiyonu tedavi edilebilir bir enfeksiyon hastaligi
olarak ele alinmakta; tan1 konulan hastalarda uygun eradikasyon tedavisi, komplikasyonlarin 6nlenmesi ve mide
kanseri riskinin azaltilmasi agisindan temel yaklasim olarak kabul edilmektedir. Bu béliimiin amaci, H. pylori
enfeksiyonunun klinik 6nemini, tanisal ve terapotik yaklasim ilkelerini ve hastaya aktarilmasi gereken bilimsel
olarak dogru mesajlar1 hasta bilgilendirme perspektifiyle 6zetlemektir. Hastalara verilmesi gereken temel
mesajlar; enfeksiyonun sik goriildiigii, her zaman belirti vermeyebilecegi, antibiyotik ve asit baskilayici tedavinin
Onerilen siire ve dozda tamamlanmasinin gerekli oldugu, tedavi sonrasi eradikasyonun dogrulanmasi gerektigi
ve aile/cevre kaynakli yanlis inanislarin tibbi degerlendirme yerine ge¢meyecegidir. Dispeptik yakinmalar1 olan
hastalarda gastrointestinal kanama, demir eksikligi anemisi, progresif disfaji, inat¢1 kusma, agiklanamayan kilo
kayby, ileri yasta yeni baslayan semptomlar ve ailede iist gastrointestinal kanser dykiisti gibi alarm bulgular:
varliginda gecikmeden hekim degerlendirmesi yapilmalidir. Bu béliim, klinisyenlerin standart, kanita dayah ve
anlasilir hasta bilgilendirmesi yapmasina rehberlik etmeyi hedefler.

Anahtar kelimeler: Helicobacter pylori; dispepsi; peptik tilser hastaligi; eradikasyon tedavisi.

ABSTRACT

Helicobacter pylori infection is the leading cause of chronic active gastritis and represents a clinically and public
health-relevant infection associated with the development of peptic ulcer disease, gastric adenocarcinoma, and
gastric MALT lymphoma. In current consensus reports, H. pylori infection is considered a treatable infectious
disease; in patients with a confirmed diagnosis, appropriate eradication therapy is regarded as a fundamental
approach for preventing complications and reducing the risk of gastric cancer. The aim of this chapter is to
summarize the clinical significance of H. pylori infection, the principles of diagnostic and therapeutic approaches,
and scientifically accurate messages that should be conveyed to patients from a patient-education perspective.
The key messages that should be communicated to patients are that the infection is common, may not always
cause symptoms, antibiotic and acid-suppressive therapy must be completed at the recommended duration and
dosage, eradication should be confirmed after treatment, and misconceptions originating from family or social
circles should not replace medical evaluation. In patients with dyspeptic complaints, prompt medical evaluation
is required in the presence of alarm symptoms such as gastrointestinal bleeding, iron deficiency anemia,
progressive dysphagia, persistent vomiting, unexplained weight loss, new-onset symptoms at an advanced
age, and a family history of upper gastrointestinal cancer. This chapter aims to guide clinicians in providing
standardized, evidence-based, and comprehensible patient information.

Keywords: Helicobacter pylori, dyspepsia, peptic ulcer disease, eradication therapy.
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PEPTIK ULSER HASTALIGI

OZET

Peptik tlser hastaligl, mide veya duodenum mukozasinda asit-peptik hasar sonucu gelisen, sik goriilen ve
komplikasyon gelistiginde onemli morbidite ve mortaliteye yol acabilen bir hastalik grubudur. Hastaligin
baslica nedenleri H. pylori enfeksiyonu ve nonsteroid antiinflamatuvar ila¢ kullanimidir; bu nedenle hasta
bilgilendirmesinde etiyolojinin belirlenmesi, eradikasyon tedavisine uyum, gereksiz analjezik kullanimindan
kaginma ve tedavi sonrasi dogrulama testinin 6nemi vurgulanmalidir. Klinik degerlendirmede dispeptik
yakinmalarin stiresi, kanama riski, ila¢ dykiisii ve malignite olasiligini artiran 6zellikler birlikte ele alinmalidir.
Hematemez, melena, agiklanamayan demir eksikligi anemisi, istemsiz kilo kaybi, progresif disfaji, persistan
kusma, senkop veya hemodinamik instabilite gibi alarm bulgular1 varliginda gecikmeden ileri degerlendirme ve
gerekli durumlarda acil bagvuru dnerilmelidir. Bu boliimiin amaci, peptik lilser hastaliginda hekimlerin hastaya
aktaracagl temel mesajlar1 bilimsel kanita dayali, anlasilir ve standartlastirilmis bir ¢ercevede sunmak; tani,
tedavi, izlem ve acil bagvuru gerektiren durumlar konusunda klinik pratige uygulanabilir bir hasta bilgilendirme

modeli olusturmaktir.

Anahtar kelimeler: Peptik lilser hastaligi; Helicobacter pylori; nonsteroid antiinflamatuvar ilaglar; dispepsi; iist

gastrointestinal kanama.

ABSTRACT

Peptic ulcer disease is a common group of disorders characterized by acid-peptic injury of the gastric or
duodenal mucosa and may lead to substantial morbidity and mortality when complications occur. Major
etiological factors are Helicobacter pylori infection and nonsteroidal anti-inflammatory drug use; therefore,
patient education should emphasize identification of the underlying cause, adherence to eradication therapy,
avoidance of unnecessary analgesic use, and the importance of post-treatment confirmation testing. Clinical
assessment should integrate the duration of dyspeptic symptoms, bleeding risk, medication history, and features
that may increase the likelihood of malignancy. In the presence of alarm symptoms such as hematemesis,
melena, unexplained iron deficiency anemia, unintentional weight loss, progressive dysphagia, persistent
vomiting, syncope, or hemodynamic instability, prompt further evaluation and, when necessary, urgent medical
assessment should be recommended. The aim of this chapter is to provide physicians with an evidence-based,
comprehensible, and standardized framework for conveying the key messages of peptic ulcer disease to patients
and to establish a clinically applicable patient information model regarding diagnosis, treatment, follow-up, and

situations requiring urgent medical attention.

Keywords: Peptic ulcer disease, Helicobacter pylori, nonsteroidal anti-inflammatory drugs, dyspepsia, upper

gastrointestinal bleeding.
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SUREGEN HAZIMSIZLIK, DISPEPSI VE
BEYIN-BAGIRSAK ETKILESIM BOZUKLUGU

OZET

Stiregen hazimsizlik ve dispepsi; gastroenteroloji ve i¢ hastaliklar1 bagsvurularinda sik goriilen sikayetlerdendir.
Hastalar bu durumu yemek sonrasi dolgunluk, erken doyma, epigastrik agr1 veya yanma seklinde tanimlayabilir.
Roma V siniflamasi bu yakinmalari fonksiyonel dispepsi alt tipleri olan postprandiyal distres sendromu (PDS) ve
epigastrik agr1 sendromu (EPS) olarak iki basliga ayirmaktadir.

Klinik degerlendirmede 6ncelikli hedef alarm bulgularin olup olmadigini saptamaktir: istemsiz kilo kaybi, disfaji,
gastrointestinal kanama, anemi ve 60 yas iizerinde yeni baslayan dispepsi organik hastaliklar agisindan arastirma
gerektirir. Alarm bulgusu olmayan 50-60 yas alt1 hastalarda Helicobacter pylori noninvaziv testi, sonucuna gore
tedavi ve ampirik proton pompa inhibitérii (PPI) tedavisi 6n plandadir. Bu béliimiin amaci, dispepsi yakinmasi

olan hastalarda kanita dayali, Roma V ile uyumlu ve hasta merkezli bir degerlendirme sunmaktir.

Anahtar kelimeler: Dispepsi, fonksiyonel dispepsi, beyin-bagirsak etkilesimi bozukluklari, postprandiyal distres

sendromu, epigastrik agr1 sendromu, Helicobacter pylori

ABSTRACT

Chronic indigestion and dyspepsia are among the most common complaints encountered in gastroenterology
and internal medicine clinics. Patients may describe these symptoms as postprandial fullness, early satiety,
epigastric pain, or burning. The Roma V classification divides these complaints into two functional dyspepsia

subtypes: Postprandial Distress Syndrome (PDS) and Epigastric Pain Syndrome (EPS).

The primary goal of clinical evaluation is to determine whether alarm features are present. Unintentional weight
loss, dysphagia, gastrointestinal bleeding, anemia, and newly onset dyspepsia in individuals over 60 years of
age require further investigation for possible organic disease. In patients younger than 50-60 years without
alarm features, noninvasive testing for Helicobacter pylori, treatment according to test results, and empiric
proton pump inhibitor (PPI) therapy are the main approaches. The aim of this section is to provide an evidence-
based, Roma V-compatible, and patient-centered evaluation approach for patients presenting with dyspeptic
symptoms.

Keywords: Dyspepsia, functional dyspepsia, disorders of gut-brain interaction, postprandial distress syndrome,

epigastric pain syndrome, Helicobacter pylori.
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IRRITABL BAGIRSAK SENDROMU (IBS)

OZET

Irritabl bagirsak sendromu (IBS), tekrarlayan karin agrisi ya da rahatsizlik hissiyle birlikte diskilama
aliskanliginda degisiklikle karakterize, organik nedeni saptanamayan kronik bir beyin-bagirsak etkilesimi
bozuklugudur (DGBI). Roma V kriterlerine gére semptomlarin en az ii¢ aydir siirmesi ve son alt1 ay icinde

baslamis olmasi gerekir.

IBS dort alt tipe ayrilir: kabizlik agirhkh (IBS-K), ishal agirlikli (IBS-I), karisik (IBS-M) ve siniflandirilamayan
(IBS-S). Visseral asir1 duyarlilik, bagirsak motilite bozukluklari, mikrobiyota degisiklikleri, mukozal-immiin islev

bozukluklari ve beyin-bagirsak iletisim degisiklikleri bir arada rol oynar.

Klinik degerlendirmede alarm bulgularinin ayirt edilmesi temel dnceliktir: diskida kan, gece uykudan uyandiran
agr, istemsiz kilo kaybi, demir eksikligi anemisi, ailede kolorektal kanser/IBH dykiisii ve 50 yas sonrasi yeni
baslangi¢ organik hastalik arastirmasini gerektirir. Bu b6liimiin amaci, IBS'li hastalarda kanita dayali, Roma V ile

uyumlu, damgalayic1 olmayan ve hasta merkezli bir yaklasim sunmaktir.

Anahtar kelimeler: Irritabl bagirsak sendromu, IBS, beyin-bagirsak etkilesimi bozukluklari, visseral asiri

duyarlilik, Roma V, karin agrisi, diskilama bozukluklar:

ABSTRACT

Irritable bowel syndrome (IBS) is a chronic disorder of gut-brain interaction (DGBI) characterized by recurrent
abdominal pain or discomfort associated with changes in bowel habits, without an identifiable organic cause.
According to the Roma V criteria, symptoms must be present for at least three months and should have started

within the previous six months.

IBS is classified into four subtypes: constipation-predominant (IBS-C), diarrhea-predominant (IBS-D), mixed
type (IBS-M), and unclassified IBS (IBS-U). Multiple mechanisms are involved simultaneously, including visceral
hypersensitivity, abnormalities in gastrointestinal motility, alterations in the gut microbiota, mucosal-immune

dysfunction, and changes in gut-brain communication.

In clinical evaluation, identifying alarm features is the primary priority. Rectal bleeding, nocturnal pain that
awakens the patient from sleep, unintentional weight loss, iron deficiency anemia, a family history of colorectal
cancer or inflammatory bowel disease, and new-onset symptoms after the age of 50 warrant investigation for
organic disease. The aim of this section is to provide an evidence-based, Roma V-compatible, non-stigmatizing,

and patient-centered approach to the management of patients with IBS.

Keywords: Irritable bowel syndrome, IBS, disorders of gut-brain interaction, visceral hypersensitivity, Roma V,
abdominal pain, bowel habits.
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INCE BAGIRSAKTA BAKTERIYEL ASIRI GOGALMA (SIBO)

OZET

Ince bagirsakta bakteriyel asir1 cogalma (SIBO), ince bagirsakta normalde az sayida bulunan bakterilerin anormal
bicimde artmasiyla ortaya ¢ikan bir klinik tablodur. Klinik pratikte en yaygin kullanilan tani esigi proksimal ince
bagirsak aspiratinda 210® KOB/mL bakteri iiremesidir. Karin siskinligi, gaz, ishal veya kabizlik, karin agrisi,

malabsorbsiyon ve kilo kayb1 gibi nonspesifik belirtilerle karsimiza ¢ikar.

SIBO; IBS, inflamatuvar bagirsak hastaliklari, ¢dlyak hastaligi ve kronik pankreatit gibi pek ¢cok gastrointestinal
durumla ortiisebilir ya da birlikte seyredebilir. Nefes testleriyle tan1 koymak titiz hazirlik ve yorumlama gerektirir;
yanlis pozitif/negatif sonug riski 6nem tasir. Rifaksimin basta olmak iizere uygun antibiyotik tedavisiyle yanit

alinabilmekle birlikte, altta yatan neden diizeltilmeden niiks riski ytiksek kalmaktadir.

Bu boliimiin amact; SIBO'nun tanimy, risk faktorleri, tanisal algoritmasi, tedavi secenekleri ve hasta iletisimine

yonelik kanita dayaly, giincel kilavuzlarla uyumlu bir protokol sunmaktir.

Anahtar kelimeler: Ince bagirsakta bakteriyel asiri ¢ogalma, SIBO, nefes testi, rifaksimin, malabsorbsiyon,

bagirsak motilitesi, intestinal metanojen asir1 cogalmasi, IMO

ABSTRACT

Small intestinal bacterial overgrowth (SIBO) is a clinical condition characterized by an abnormal increase in
the number of bacteria normally present in low concentrations within the small intestine. In clinical practice,
the most widely accepted diagnostic threshold is the growth of >10* CFU/mL bacteria in proximal small bowel
aspirate cultures. Patients commonly present with nonspecific symptoms such as abdominal bloating, excessive

gas, diarrhea or constipation, abdominal pain, malabsorption, and weight loss.

SIBO may overlap with or coexist alongside many gastrointestinal disorders, including IBS, inflammatory bowel
disease, celiac disease, and chronic pancreatitis. Diagnosis using breath tests requires meticulous preparation
and careful interpretation, as false-positive and false-negative results are important limitations. Although
appropriate antibiotic therapy—particularly rifaximin—can lead to symptom improvement, recurrence rates

remain high unless the underlying predisposing condition is adequately addressed.

The aim of this section is to provide an evidence-based protocol consistent with current clinical guidelines
regarding the definition of SIBO, associated risk factors, diagnostic algorithms, treatment options, and effective

patient communication strategies.

Keywords: Small intestinal bacterial overgrowth, SIBO, breath test, rifaximin, malabsorption, intestinal motility,

intestinal methanogen overgrowth, IMO.
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GOLYAK HASTALIGI

OZET

Colyak hastaligi (CeD), bugday, arpa ve ¢avdarda bulunan gluten proteinlerine karsi kalict immiin aracil bir yanit
sonucu ince bagirsak mukozasinda hasar ve malabsorbsiyonla karakterize sistemik bir otoimmiin hastaliktir.
Genetik yatkinlik (HLA-DQ2 veya HLA-DQ8 haplotipleri) tasiyan bireylerde glutene maruziyet T hiicresi
araciligiyla inflamasyona ve Marsh siiflamasiyla derecelendirilen villus atrofisine yol agar. Klinik tablo klasik

malabsorbsiyondan tamamen asemptomatik tabloya kadar genis bir yelpazeye yayilir.

Tani; serolojik testler (anti-tTG IgA + total IgA) ve duodenum biyopsisinin birlikte yorumlanmasina dayanir.
ACG 2023 ve ESsCD 2025 kilavuzlari, anti-tTG IgA diizeyi normalin tist sinirinin 10 kati ve tizerinde olan, EMA
pozitifligi dogrulanmis olgularda biyopsisiz tani se¢cenegini tanimlamaktadir. Tek ve kesintisiz etkin tedavi 6miir

boyu tam glutensiz diyet (GFD) uygulamasidir.

Son yillarda glutenaz enzimleri (latiglutenase, zamaglutenase), TG2 inhibitorii (ZED1227), IL-15 blokeri (CALY-
002) ve immiin tolerans indiiktorleri (KAN-101) gibi GFD'ye ek veya alternatif tedavi adaylar1 faz 1-2 klinik

arastirmalarda incelenmektedir; ancak hicbiri heniiz onaylanmamustir.

Anahtar kelimeler: Colyak hastaligi, gluten enteropatisi, glutensiz diyet, anti-doku transglutaminaz, HLA-DQ2/
DQ8, villus atrofisi, Marsh siniflamasi, refakter ¢olyak

ABSTRACT

Celiac disease (CeD) is a systemic autoimmune disorder characterized by small intestinal mucosal injury and
malabsorption resulting from a persistent immune-mediated response to gluten proteins found in wheat, barley,
and rye. In genetically predisposed individuals carrying the HLA-DQ2 or HLA-DQ8 haplotypes, exposure to gluten
triggers T-cell-mediated inflammation and villous atrophy graded according to the Marsh classification. The

clinical presentation ranges widely from classic malabsorption syndromes to completely asymptomatic disease.

Diagnosis is based on the combined interpretation of serologic testing (anti-tTG IgA together with total IgA
levels) and duodenal biopsy findings. The ACG 2023 and ESsCD 2025 guidelines define a biopsy-free diagnostic
approach in selected patients with anti-tTG IgA levels at least 10 times the upper limit of normal and confirmed

EMA positivity. The only proven effective treatment is a strict lifelong gluten-free diet (GFD).

In recent years, several adjunctive or alternative therapeutic candidates to GFD have been investigated in phase
1-2 clinical trials, including glutenase enzymes (latiglutenase, zamaglutenase), the TG2 inhibitor ZED1227, the
IL-15 blocker CALY-002, and immune tolerance inducers such as KAN-101. However, none of these therapies has

yet received regulatory approval.

Keywords: Celiac disease, gluten-sensitive enteropathy, gluten-free diet, anti-tissue transglutaminase, HLA-DQ2/

DQ8, villous atrophy, Marsh classification, refractory celiac disease.

DOI: 10.37609/akya.4287.c17046

257



@ KAYNAKLAR

1.

Rubio-Tapia A, Hill ID, Semrad C, et al. ACG Guidelines
Update: Diagnosis and Management of Celiac Disease. Am ]
Gastroenterol. 2023;118(1):59-76.

Al-Toma A, Zingone E Branchi F, et al. ESsCD 2025 Updated
Guidelines on Celiac Disease in Adults. Part 1: Diagnostic Ap-
proach. United European Gastroenterol J. 2025;13(10):1855-
1886.

Al-Toma A, Zingone E, Branchi F, et al. ESsCD 2025 Updated
Guidelines on Celiac Disease in Adults. Part 2: Management,
Follow-Up, and Complex Disease Courses. United European
Gastroenterol J. 2026.

Lebwohl B, Sanders DS, Green PHR. Coeliac disease. Lancet.
2018;391(10115):70-81.

Golyak Hastahgi

Schuppan D, Midki M, Lundin KEA, et al. A Randomized Trial
of a Transglutaminase 2 Inhibitor for Celiac Disease. N Engl J
Med. 2021;385(1):35-45.

Fasano A, Catassi C. Clinical practice. Celiac disease. N Engl ]
Med. 2012;367(25):2419-2426.

Tye-Din JA. Evolution in coeliac disease diagnosis and mana-
gement. JGH Open. 2024;8(7):e13107.

Papadopoulos N, Wijmenga C, Trynka G. New therapies in
celiac disease. Curr Opin Gastroenterol. 2025;41(3):198-205.
Lundin KEA, Lebwohl B. Refractory coeliac disease. ] Intern
Med. 2015;277(5):543-554.

267



Konu 23 -

LAKTOZ INTOLERANSI VE KARBONHIDRAT EMILIM BOZUKLUKLARI

OZET

Laktoz intoleransi ve diger karbonhidrat emilim bozukluklari, gastroenteroloji ve birinci basamak pratikte en sik
karsilasilan diyet kaynakli gastrointestinal yakinma nedenlerinden birini olusturur. Bu baslik altinda birbirinden
farkl patogeneze sahip bir¢ok durum yer alir: laktoz malabsorbsiyonu ve intoleransi, fruktoz malabsorbsiyonu,
fruktanlar dahil diger FODMAP bilesenlerine bagh semptomlar ve karbonhidrat emilimini bozan ikincil nedenler.

Laktoz malabsorbsiyonu, laktaz enziminin yetersizligi nedeniyle laktozun ince bagirsak diizeyinde
emilememesidir; laktoz intoleransi ise buna ikincil gelisen gastrointestinal semptomlari tanimlar. Bu iki kavram
siklikla karistirllmakta ve malabsorbsiyon saptanan her Kisiye siit tirtinlerini tamamen kesmesi 6nerilmektedir.
Oysa kanita dayali yaklasim dozun 6nemini vurgular: ¢ogu hasta 12 grama kadar laktozu (yaklasik bir bardak
siit) tolere edebilir; gereksiz kisitlama kalsiyum ve D vitamini eksikligi ile osteoporoz riskini artirabilir.

Bu boliimiin amaci; laktoz intoleransi, fruktoz malabsorbsiyonu ve genis FODMAP cercevesindeki diger
karbonhidrat emilim bozukluklarinin klinik degerlendirilmesi, tan1 testleri ve diyetisyen-klinisyen birligi
gerektiren tedavi yaklasimini glincel kanitlar 1s181nda sunmaktir.

Anahtar kelimeler: Laktoz intoleransi, laktoz malabsorbsiyonu, fruktoz malabsorbsiyonu, FODMAP, nefes testi,
laktaz eksikligi, fruktanlar, karbonhidrat emilim bozuklugu, diisiik FODMAP diyeti

ABSTRACT

Lactose intolerance and other carbohydrate malabsorption disorders represent one of the most common diet-
related causes of gastrointestinal complaints encountered in gastroenterology and primary care practice. This
category includes several conditions with distinct pathophysiological mechanisms, such as lactose malabsorption
and intolerance, fructose malabsorption, symptoms related to other FODMAP components including fructans,
and secondary disorders that impair carbohydrate absorption.

Lactose malabsorption refers to the inability to adequately absorb lactose in the small intestine due to
lactase enzyme deficiency, whereas lactose intolerance describes the gastrointestinal symptoms that develop
secondary to this malabsorption. These two concepts are frequently confused, and many individuals diagnosed
with malabsorption are unnecessarily advised to completely avoid dairy products. However, evidence-
based approaches emphasize the importance of dosage: most patients can tolerate up to 12 grams of lactose
(approximately one glass of milk). Unnecessary dietary restriction may increase the risk of calcium and vitamin
D deficiency as well as osteoporosis.

The aim of this section is to provide an up-to-date, evidence-based overview of the clinical evaluation, diagnostic
testing, and multidisciplinary treatment approach—requiring collaboration between clinicians and dietitians—
for lactose intolerance, fructose malabsorption, and other carbohydrate absorption disorders within the broader
FODMAP framework.

Keywords: Lactose intolerance, lactose malabsorption, fructose malabsorption, FODMAP, hydrogen breath test,

lactase deficiency, fructans, carbohydrate malabsorption, low FODMAP diet.
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ULSERATIF KOLIT VE CROHN HASTALIGI

OZET

inflamatuvar bagirsak hastaliklari (IBH); iilseratif kolit (K) ve Crohn hastaligin1 kapsayan, bagirsak duvarinda kronik
immiin aracili inflamasyonla karakterize, tekrarlayan atak ve remisyon donemleriyle seyreden sistemik hastaliklardir.
UK yalnizca kolonu tutar, mukoza ve submukozayla sinirhdir; rektumdan baslayarak proksimale siirekli yayilir.
Crohn hastalig1 ise agizdan aniise kadar GIS'in herhangi bir béliimiinii transmural olarak tutabilir ve tutulum atlayici
karakterdedir.

Her iki hastalikta da genetik yatkinlik, bagirsak mikrobiyotas1 degisiklikleri, mukozal bariyer bozulmasi ve yanls
yonlenmis immiin yanitin bir arada rol oynadig1 ¢ok faktorli bir patogenez s6z konusudur. Tani; endoskopi, biyopsi,
goriintilleme ve biyokimyasal belirteglerin birlikte degerlendirilmesine dayanir. Tedavi hastaligin tipine, tutulum
alanina, siddetine ve hastanin bireysel 6zelliklerine gore aminosalisilat, kortikosteroid, immiinomodiilator ve biyolojik/

kiigiik molekiil ajanlarla basamakli planlanir.

[BH 6miir boyu siiregelen bir hastaliktir; ancak uygun tedaviyle remisyon saglanabilmekte, yasam Kalitesi
korunabilmekte ve uzun dénem komplikasyonlar énlenebilmektedir. Bu béliimiin amaci; UK ve Crohn hastaliginin
klinik degerlendirilmesi, giincel tedavi yaklasimlari ve hasta iletisimine yonelik kanita dayali, damgalayici olmayan bir

protokol sunmaktir.

Anahtar kelimeler: Inflamatuvar bagirsak hastalig, iilseratif kolit, Crohn hastaligi, remisyon, atak, biyolojik tedavi,
mukozal iyilesme, kolorektal kanser taramasi, IBH

ABSTRACT

Inflammatory bowel diseases (IBD) are systemic conditions characterized by chronic immune-mediated inflammation
of the intestinal wall, encompassing ulcerative colitis (UC) and Crohn's disease, and following a course of recurring flares
and remissions. UC affects only the colon, is limited to the mucosa and submucosa, and spreads continuously from the
rectum proximally. Crohn's disease, by contrast, can involve any segment of the gastrointestinal tract from mouth to anus
in a transmural fashion, with a characteristically skip-lesion pattern.

In both conditions, the pathogenesis is multifactorial, involving genetic susceptibility, alterations in the intestinal
microbiota, disruption of the mucosal barrier, and misdirected immune responses acting in concert. Diagnosis is based
on the integrated assessment of endoscopy, biopsy, imaging, and biochemical markers. Treatment is planned in a stepwise
manner according to disease type, extent of involvement, severity, and individual patient characteristics, utilizing

aminosalicylates, corticosteroids, immunomodulators, and biological or small-molecule agents.

IBD is a lifelong condition; however, with appropriate treatment, remission can be achieved, quality of life preserved, and
long-term complications prevented. The aim of this section is to present an evidence-based, non-stigmatizing protocol
for the clinical assessment of UC and Crohn's disease, current treatment approaches, and patient communication.

Keywords: Inflammatory bowel disease, ulcerative colitis, Crohn's disease, remission, flare, biological therapy, mucosal
healing, colorectal cancer surveillance, IBD.
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DIVERTIKULER HASTALIK VE DIVERTIKULIT

OZET

Divertikiiler hastalik; kolonun duvarinda olusan kese benzeri ¢ikintilarin (divertikiil) varligiyla karakterize, yasla
birlikte prevalansi artan yaygin bir gastrointestinal durumdur. Bu ¢ikintilarin biiyiik ¢cogunlugu asemptomatik
kalir (divertikiillozis); ancak bir béliimiinde inflamasyon ve enfeksiyon geliserek divertikiilit tablosuna yol agar.
Bat1 toplumlarinda 60 yas iizeri bireylerin yaklasik yarisinda divertikiil saptanmaktadir.

Divertikiilit; komplike olmayan (peridivertikiiler inflamasyon, apse veya perforasyon yok) ve komplike (apse,
perforasyon, fistiil veya obstriiksiyon esliginde) olmak tizere iki ana gruba ayrilir. Giincel randomize ¢alismalar,
komplike olmayan divertikiilitte bagisiklig1 saglam ve diisiik riskli hastalarda antibiyotiksiz konservatif yonetimin
giivenli ve etkili oldugunu ortaya koymustur. Komplike divertikiilitte ise hastane yatisi, intraven6z antibiyotik ve
gerektiginde girisimsel ya da cerrahi miidahale zorunludur.

Divertikiiler kanama, genellikle agrisiz baslayan ve kendiliginden durabilen masif alt GIS kanamas tablosudur;
aktif kanamanin devami kolonoskopik, anjiyografik veya cerrahi miidahale gerektirir Bu béliimiin amacy;
divertikiiler hastalik spektrumunun klinik degerlendirilmesi, glincel kilavuzlarla uyumlu tedavi yaklasimlari ve
hasta iletisimine yonelik kanita dayali bir protokol sunmaktir.

Anahtar kelimeler: Divertikiiler hastalik, divertikiilit, divertikiillozis, komplike divertikiilit, divertikiiler kanama,
Hinchey siniflamasi, kolon divertikiild, yiiksek lifli diyet

ABSTRACT

Diverticular disease is a common gastrointestinal condition characterized by the presence of pouch-like
protrusions (diverticula) in the wall of the colon, with a prevalence that increases with age. The majority of these
protrusions remain asymptomatic (diverticulosis); however, a proportion develop inflammation and infection,
giving rise to diverticulitis. In Western societies, diverticula are detected in approximately half of individuals
over the age of 60.

Diverticulitis is classified into two main groups: uncomplicated (without peridiverticular inflammation, abscess,
or perforation) and complicated (accompanied by abscess, perforation, fistula, or obstruction). Recentrandomized
trials have demonstrated thatantibiotic-free conservative managementis safe and effective inimmunocompetent,
low-risk patients with uncomplicated diverticulitis. In complicated diverticulitis, hospitalization, intravenous
antibiotics, and, where necessary, interventional or surgical management are required.

Diverticular bleeding is a presentation of massive lower gastrointestinal hemorrhage that typically begins
painlessly and may cease spontaneously; continuation of active bleeding necessitates colonoscopic, angiographic,
or surgical intervention. The aim of this section is to present an evidence-based protocol for the clinical
assessment of the diverticular disease spectrum, treatment approaches aligned with current guidelines, and
patient communication.

Keywords: Diverticular disease, diverticulitis, diverticulosis, complicated diverticulitis, diverticular bleeding,
Hinchey classification, colonic diverticulum, high-fiber diet.
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HEMOROIDAL HASTALIKLAR

OZET

Hemoroidal hastalik, anal kanal ve alt rektumda bulunan vaskiiler yastik dokusunun (hemoroidal pleksus)
patolojik biiylimesi, kaymasi veya prolapsuyla karakterize yaygin bir anorektal durumdur. Rektal kanama ve anal
boélge rahatsizliginin en sik nedeni olan hemoroidler, genel popiilasyonun yaklasik %40-50'sini etkiler; ancak

bunlarin yalnizca bir boliimii semptomatik hale gelerek tibbi yardim gerektirir.

ic hemoroidler anal kanaldaki mukozal yastiklardan, dis hemoroidler ise anal verge'in disindaki deri alt1 vaskiiler
pleksusundan kaynaklanir. Siniflandirma derece sistemine (Derece I-1V) dayanir ve tedavi se¢cimini dogrudan
yonlendirir. Yasam tarzi degisiklikleri ve medikal tedavi hafif-orta semptomlar: biiyiik 6l¢iide kontrol altina
alirken; biiro prosediirleri (lastik bant ligasyonu, skleroterapi, kizilotesi koagiilasyon) ve gerektiginde cerrahi

hemoroidektomi ileri evre hastalikta etkili seceneklerdir.

Bu boliimdeki en kritik klinik mesaj sudur: Rektal kanama hemoroide baglansa bile, 6zellikle 50 yas tizeri
hastalardave alarm bulgusuvarlhigindakolorektal kanser dislanmadan 'hemoroid kanamasi' olarak degerlendirme
yapilmamalidir. Bu boliimiin amaci; hemoroidal hastaligin tanimi, siniflandirilmasi, klinik degerlendirmesi,

tedavi segenekleri ve hasta iletisimine yonelik giincel ve kanita dayal bir protokol sunmaktir.

Anahtar kelimeler: Hemoroid, hemoroidal hastalik, rektal kanama, i¢ hemoroid, dis hemoroid, lastik bant

ligasyonu, hemoroidektomi, tromboze hemoroid, anal prolapsus

ABSTRACT

Hemorrhoidal disease is a common anorectal condition characterized by pathological growth, displacement,
or prolapse of the vascular cushion tissue (hemorrhoidal plexus) located in the anal canal and lower rectum.
Hemorrhoids, the most frequent cause of rectal bleeding and anal discomfort, affect approximately 40-50% of

the general population; however, only a fraction of these become symptomatic and require medical attention.

Internal hemorrhoids originate from the mucosal cushions in the anal canal, while external hemorrhoids
originate from the subcutaneous vascular plexus outside the anal verge. Classification is based on a grade system
(Grade I-1V) and directly guides treatment choice. Lifestyle changes and medical treatment largely control mild
to moderate symptoms, while office procedures (rubber band ligation, sclerotherapy, infrared coagulation) and,
if necessary, surgical hemorrhoidectomy are effective options in advanced disease. The most critical clinical
message in this section is: even if rectal bleeding is attributed to hemorrhoids, it should not be evaluated as
'hemorrhoidal bleeding' without ruling out colorectal cancer, especially in patients over 50 years of age and in
the presence of alarming signs. This section aims to present a current, evidence-based protocol for the definition,

classification, clinical evaluation, treatment options, and patient communication for hemorrhoidal disease.

Keywords: Hemorrhoid, hemorrhoidal disease, rectal bleeding, internal hemorrhoid, external hemorrhoid,

rubber band ligation, hemorrhoidectomy, thrombosed hemorrhoid, anal prolapse.
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ANAL FiSSUR, ANAL FiSTUL VE PERIANAL HASTALIKLAR

OZET

Anal fissiir, anal fisttil ve perirektal apse; gastroenteroloji ve kolorektal cerrahi pratiginde sik¢a karsilasilan, hastanin
yasam kalitesini belirgin bicimde etkileyen anorektal patolojilerdir. Semptomlar — 6zellikle agr1 ve akinti — genellikle
utang kaygisiyla gizlendiginden taniya gecikilmektedir; oysa erken degerlendirme hem tedaviyi kolaylastirir hem de

ciddi komplikasyonlari dnler.

Anal fissiir; anal kanal mukozasinda, biiytik ¢ogunlugu arka orta hatta yerlesen lineer bir yirtiktir. Diskilama sirasinda
keskin, yanic1 agr1 ve az miktarda parlak kirmizi kanama tipik sunumdur. Kronik fissiirde i¢ sfinkter spazmi iyilesmeyi
zorlastirir; topikal tedaviler, kimyasal sfinkterotomi ve gerektiginde cerrahi sfinkterotomi tedavi segenekleridir.
Perirektal apse, kripto-glanduler enfeksiyonun yayilmasiyla gelisen pii birikimidir; acil cerrahi drenaj zorunludur. Anal
fistiil cogunlukla apse drenaji sonrasinda veya kendiliginden agilan bir apseden gelisen kronik bir kanal seklindedir.
Crohn hastaligiyla iliskili fistiiller ayr1 bir klinik kategori olusturur ve ¢ogunlukla medikal tedavi (biyolojikler) ile
cerrahi kombinasyonunu gerektirir.

Bu boliimiin amacy; anal fissiir, perirektal apse, anal fistiil, pilonidal siniis ve diger yaygin perianal patolojilerin klinik

degerlendirilmesi, giincel tedavi yaklasimlari ve hasta iletisimine yonelik kanita dayali bir protokol sunmaktir.

Anahtar kelimeler: Anal fissiir, anal fistiil, perirektal apse, perianal hastalik, sfinkterotomi, seton, Crohn fistiilii, pilonidal
siniis, kripto-glanduler enfeksiyon, anorektal patoloji

ABSTRACT

Anal fissure, anal fistula, and perirectal abscess are anorectal pathologies frequently encountered in gastroenterology
and colorectal surgery practice that significantly impact the patient's quality of life. Symptoms — particularly pain and
discharge — are often concealed due to feelings of embarrassment, leading to delayed diagnosis; yet early evaluation

both facilitates treatment and prevents serious complications.

An anal fissure is a linear tear in the anal canal mucosa, located in the posterior midline in the vast majority of
cases. Sharp, burning pain during defecation accompanied by a small amount of bright red bleeding is the typical
presentation. In chronic fissures, internal sphincter spasm impairs healing; treatment options include topical agents,
chemical sphincterotomy, and surgical sphincterotomy when indicated. A perirectal abscess is a collection of pus that
develops through the spread of cryptoglandular infection and requires urgent surgical drainage. An anal fistula most
commonly presents as a chronic tract developing after abscess drainage or from a spontaneously draining abscess.
Fistulas associated with Crohn's disease constitute a distinct clinical category and typically require a combination of
medical therapy (biologics) and surgery.

The aim of this section is to present an evidence-based protocol for the clinical assessment of anal fissure, perirectal
abscess, anal fistula, pilonidal sinus, and other common perianal pathologies, along with current treatment approaches

and patient communication.

Keywords: Anal fissure, anal fistula, perirectal abscess, perianal disease, sphincterotomy, seton, Crohn's fistula, pilonidal

sinus, cryptoglandular infection, anorectal pathology.
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SAFRA KESESI TASLARI VE SAFRA YOLU TASLARI

OZET

Safra kesesi taslar1 (kolelitiazis) ve safra yolu taslar1 (koledokolitiazis), diinya genelinde en sik goriilen
hepatobiliyer hastaliklar arasinda yer almakta olup 6nemli morbidite ve saglik hizmeti yiikii olusturmaktadir.
Hastalik asemptomatik seyir gosterebilecegi gibi biliyer kolik, akut kolesistit, koledokolitiazis, akut kolanjit
ve safra tas1 pankreatiti gibi ciddi komplikasyonlara da yol agabilmektedir. Safra tasi olusumunda genetik
yatkinlik, yas, kadin cinsiyet, obezite, metabolik sendrom, diyabet, gebelik ve hizl kilo kayb1 gibi ¢ok sayida risk
faktorii rol oynamaktadir. Ultrasonografi tanida ilk basamak goriintiileme yontemi olup, koledok tas1 stiphesi
bulunan hastalarda manyetik rezonans kolanjiyopankreatografi (MRCP) ve endoskopik ultrasonografi (EUS)
yliksek tanisal dogruluk saglamaktadir. Giintimiizde endoskopik retrograd kolanjiyopankreatografi (ERCP) esas
olarak terapotik amacla kullanilmakta ve 6zellikle koledokolitiazis ile akut kolanjit tedavisinde temel girisimsel
yontem olarak kabul edilmektedir. Semptomatik safra tas1 hastaliginda laparoskopik kolesistektomi standart
tedavi yaklasimidir. Hastalarin uygun sekilde degerlendirilmesi, komplikasyonlarin erken taninmasi ve giincel
kilavuzlara uygun tedavi stratejilerinin uygulanmasi morbidite ve mortalitenin azaltilmasinda kritik 6neme

sahiptir.

Anahtar kelimeler: Safra kesesi tasi, Kolelitiazis, Koledokolitiazis, Akut kolanjit, Akut kolesistit, Safra tasi
pankreatiti, ERCP, EUS, MRCP

ABSTRACT

Gallbladder stones (cholelithiasis) and common bile duct stones (choledocholithiasis) are among the most
prevalent hepatobiliary disorders worldwide and represent a significant source of morbidity and healthcare
burden. Although many patients remain asymptomatic, gallstone disease may lead to serious complications
including biliary colic, acute cholecystitis, choledocholithiasis, acute cholangitis, and gallstone pancreatitis.
Multiple factors contribute to stone formation, including genetic predisposition, advanced age, female sex,
obesity, metabolic syndrome, diabetes mellitus, pregnancy, and rapid weight loss. Ultrasonography remains
the first-line imaging modality for diagnosis, whereas magnetic resonance cholangiopancreatography (MRCP)
and endoscopic ultrasonography (EUS) provide high diagnostic accuracy in patients with suspected common
bile duct stones. Endoscopic retrograde cholangiopancreatography (ERCP) is currently used primarily as a
therapeutic procedure and remains the cornerstone of management for choledocholithiasis and acute cholangitis.
Laparoscopic cholecystectomy is the standard treatment for symptomatic gallstone disease. Appropriate patient
evaluation, early recognition of complications, and adherence to contemporary guideline-based management

strategies are essential for reducing disease-related morbidity and mortality.

Keywords: Gallstones, Cholelithiasis, Choledocholithiasis, Acute cholangitis, Acute cholecystitis, Gallstone
pancreatitis, ERCP, EUS, MRCP.
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AKUT VE KRONIK PANKREATIT

OZET

Akut pankreatit ve kronik pankreatit, pankreasin inflamatuvar hastaliklari arasinda en énemli klinik tablolar1
olusturmaktadir. Akut pankreatit, hafif ve kendini siirlayan bir hastaliktan ¢oklu organ yetmezligi ve dliimle
sonuglanabilen agir bir tabloya kadar genis bir klinik spektrum gosterebilir. En sik nedenler safra taslar1 ve
alkol kullanimi olup hipertrigliseridemi, ilaglar, genetik faktorler ve post-ERCP pankreatiti diger 6nemli
etiyolojik nedenler arasinda yer almaktadir. Tani tipik karin agrisi, serum lipaz veya amilaz yiiksekligi ve
goriintiileme bulgularina dayanmaktadir. Giincel yaklasim kontrolli sivi tedavisi, erken enteral beslenme ve
komplikasyonlarin uygun yonetimini icermektedir. Nekrotizan pankreatitte step-up yaklasimi, EUS esliginde
drenaj ve endoskopik nekrozektomi giiniimiizde standart tedavi segenekleri arasinda yer almaktadir. Kronik
pankreatit ise geri doniisiimsiiz pankreatik fibrozis ile karakterize olup kronik agri, ekzokrin pankreatik
yetmezlik, pankreatojenik diyabet ve yasam Kkalitesinde belirgin bozulmaya neden olmaktadir. Hastalarin
multidisipliner degerlendirilmesi, komplikasyonlarin erken taninmasi ve giincel kilavuzlara uygun yonetimi

morbidite ve mortalitenin azaltilmasinda temel rol oynamaktadir.

Anahtar kelimeler: Akut pankreatit, Kronik pankreatit, Nekrotizan pankreatit, Walled-off nekroz, Endoskopik
nekrozektomi, Ekzokrin pankreatik yetmezlik, Otoimmiin pankreatit

ABSTRACT

Acute and chronic pancreatitis represent the most important inflammatory disorders of the pancreas. Acute
pancreatitis may range from a mild self-limiting disease to a severe systemic condition associated with persistent
organ failure and death. Gallstonesand alcohol consumption are theleading etiologies, while hypertriglyceridemia,
medications, genetic disorders, and post-ERCP pancreatitis are other important causes. Diagnosis is based on
characteristic abdominal pain, elevated pancreatic enzymes, and imaging findings. Contemporary management
includes goal-directed fluid resuscitation, early enteral nutrition, and appropriate treatment of complications. In
necrotizing pancreatitis, the step-up approach, EUS-guided drainage, and endoscopic necrosectomy have become
standard therapeutic strategies. Chronic pancreatitis is characterized by irreversible pancreatic fibrosis and may
result in chronic pain, exocrine pancreatic insufficiency, pancreatogenic diabetes, and significant impairment
in quality of life. Multidisciplinary management, early recognition of complications, and adherence to current
guideline-based recommendations are essential for improving patient outcomes and reducing disease-related
morbidity and mortality.

Keywords: Acute pancreatitis, Chronic pancreatitis, Necrotizing pancreatitis, Walled-off necrosis, Endoscopic

necrosectomy, Exocrine pancreatic insufficiency, Autoimmune pancreatitis.
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Konu 30 -

METABOLIK DISFONKSIYON iLISKILI STEATOTIK KARACIGER
HASTALIGI (MASLD)

OZET

Metabolik Disfonksiyon iliskili Steatotik Karaciger Hastalig1 (MASLD), giiniimiizde diinya genelinde en sik goriilen
kronik karaciger hastalig1 olup obezite, tip 2 diyabet, insiilin direnci ve metabolik sendrom prevalansindaki
artisla birlikte giderek daha dnemli bir halk sagligi sorunu haline gelmistir. Hastalik basit steatozdan metabolik
disfonksiyon iliskili steatohepatit (MASH), ileri fibrozis, siroz, portal hipertansiyon, hepatoseliiler karsinom
ve karaciger yetmezligine kadar uzanan genis bir klinik spektrumu kapsamaktadir. Gliniimiizde MASLD
yonetiminin temel amaci yalnizca hepatik yaglanmanin goésterilmesi degil, ileri fibrozis riski tasiyan hastalarin
erken dénemde tanimlanmasidir. FIB-4, elastografi ve diger noninvaziv testler hasta yonetiminde onemli
yer tutmaktadir. Yasam tarzi degisiklikleri tedavinin temelini olusturmaya devam ederken, GLP-1 reseptor
agonistleri, dual inkretin tedavileri ve resmetirom gibi yeni farmakolojik ajanlar MASLD tedavisinde umut verici
sonuglar ortaya koymaktadir. MASLD ayni zamanda kardiyovaskiiler hastaliklar, kronik bobrek hastaligi ve gesitli
metabolik bozukluklarla yakin iligki gostermekte olup multidisipliner yaklasim gerektiren sistemik bir hastalik

olarak degerlendirilmelidir.

Anahtar kelimeler: MASLD, MASH, Karaciger yaglanmasi, Metabolik sendrom, Fibrozis, Elastografi, FIB-4,

Resmetirom, GLP-1 reseptor agonistleri

ABSTRACT

Metabolic Dysfunction-Associated Steatotic Liver Disease (MASLD) is currently the most common chronic liver
disease worldwide and has emerged as a major public health concern due to the increasing prevalence of obesity,
type 2 diabetes mellitus, insulin resistance, and metabolic syndrome. The disease encompasses a broad clinical
spectrum ranging from simple steatosis to metabolic dysfunction-associated steatohepatitis (MASH), advanced
fibrosis, cirrhosis, portal hypertension, hepatocellular carcinoma, and liver failure. The primary goal of modern
MASLD management is not only to identify hepatic steatosis but also to recognize patients at risk for advanced
fibrosis at an early stage. Noninvasive fibrosis assessment tools, including FIB-4 and elastography, play a central
role in patient evaluation. Lifestyle modification remains the cornerstone of treatment, while emerging therapies
such as GLP-1 receptor agonists, dual incretin-based agents, and resmetirom have shown promising results
in improving liver-related outcomes. Given its close association with cardiovascular disease, chronic kidney
disease, and other metabolic disorders, MASLD should be regarded as a systemic metabolic disease requiring a

multidisciplinary management strategy.

Keywords: MASLD, MASH, Hepatic steatosis, Metabolic Syndrome, Liver fibrosis, Elastography, FIB-4, Resmetirom,
GLP-1 receptor agonists.
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Konu 31 -

VIRAL HEPATITLER: HEPATIT B, HEPATIT C

OZET

Viral hepatitler, 6zellikle hepatit B viriisii (HBV) ve hepatit C viriisii (HCV) enfeksiyonlari, diinya genelinde
kronik karaciger hastaligl, siroz ve hepatoseliiler karsinomun en 6nemli nedenleri arasinda yer almaktadir.
Hastaliklar uzun yillar asemptomatik seyredebildiginden erken tani ve risk gruplarinin taranmasi biiytik
onem tasimaktadir. Kronik hepatit B enfeksiyonunda gii¢lii antiviral ajanlar ile uzun siireli viral baskilanma
saglanabilmekte, hepatit C enfeksiyonunda ise dogrudan etkili antiviral ajanlar sayesinde %95'in tizerinde kiir
oranlari elde edilebilmektedir. Giincel yaklasim erken tani, uygun antiviral tedavi, fibrozis degerlendirmesi,
siroz ve hepatoseliiler karsinomun dnlenmesi ile bulasin kontrol altina alinmasini hedeflemektedir. Ayrica HBV
reaktivasyonu, hepatit D koenfeksiyonu ve gebelikte viral hepatit yonetimi gibi 6zel durumlar klinik uygulamada
onemli yer tutmaktadir. Viral hepatitlerin eliminasyonu i¢in etkin tarama programlari, asilama stratejileri ve

tedaviye erisimin artirilmasi temel hedefler arasinda yer almaktadir.

Anahtar kelimeler: Hepatit B, Hepatit C, Kronik viral hepatit, HBV reaktivasyonu, Hepatit D, Antiviral tedavi,

Dogrudan etkili antiviral ajanlar

ABSTRACT

Viral hepatitis, particularly hepatitis B virus (HBV) and hepatitis C virus (HCV) infections, remains a leading
cause of chronic liver disease, cirrhosis, and hepatocellular carcinoma worldwide. Because these infections
may remain asymptomatic for many years, early diagnosis and screening of high-risk populations are of critical
importance. Potent nucleos(t)ide analogues provide effective long-term viral suppression in chronic hepatitis
B, while direct-acting antiviral agents achieve cure rates exceeding 95% in hepatitis C infection. Contemporary
management focuses on early detection, appropriate antiviral therapy, fibrosis assessment, prevention of
cirrhosis and hepatocellular carcinoma, and interruption of viral transmission. Special clinical situations such
as HBV reactivation, hepatitis D coinfection, and management during pregnancy are also important aspects of
patient care. Expanding screening programs, vaccination strategies, and access to treatment remain essential

components of global viral hepatitis elimination efforts

Keywords: Hepatitis B, Hepatitis C, Chronic viral hepatitis, HBV reactivation. Hepatitis D, Antiviral therapy,

Direct-acting antivirals.
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SIROZ VE KOMPLIKASYONLARI

OZET

Siroz, kronik karaciger hastaliklarinin son ortak asamasini temsil eden, yaygin fibrozis, rejeneratif nodiil
olusumu ve karaciger mimarisinin bozulmasi ile karakterize ilerleyici bir hastaliktir. Giintimiizde kronik viral
hepatitler, metabolik disfonksiyon iliskili steatotik karaciger hastaligi (MASLD/MASH) ve alkol iliskili karaciger
hastaligl sirozun baslica nedenlerini olusturmaktadir. Hastaligin Kklinik seyri kompanse ve dekompanse
evreler seklinde degerlendirilmekte olup, portal hipertansiyon gelisimi dogal seyrin en 6nemli belirleyicisidir.
Portal hipertansiyon sonucunda 6zofagus ve gastrik varisler, asit, spontan bakteriyel peritonit, hepatik
ensefalopati, hepatorenal sendrom ve diger yasami tehdit eden komplikasyonlar ortaya ¢ikabilmektedir. Giincel
yaklasim komplikasyonlarin tedavisinden ¢ok dekompansasyonun onlenmesine, klinik olarak anlamli portal
hipertansiyonun erken taninmasina ve yasam kalitesinin korunmasina odaklanmaktadir. Diizenli hepatoseliiler
karsinom taramasi, beslenme destegi, sarkopeni ile miicadele ve uygun zamanda karaciger transplantasyonu

degerlendirmesi modern siroz yonetiminin temel bilesenlerini olusturmaktadir.

Anahtar kelimeler: Siroz, Portal hipertansiyon, Asit, Ozofagus varisleri, Hepatik ensefalopati, Hepatorenal

sendrom, Spontan bakteriyel peritonit, ACLF

ABSTRACT

Cirrhosis represents the final common pathway of chronic liver diseases and is characterized by diffuse fibrosis,
regenerative nodule formation, and distortion of the normal hepatic architecture. Chronic viral hepatitis,
metabolic dysfunction-associated steatotic liver disease (MASLD/MASH), and alcohol-related liver disease
are currently among the leading causes of cirrhosis worldwide. The disease course is generally classified into
compensated and decompensated stages, with portal hypertension serving as the key determinant of clinical
progression. Portal hypertension may lead to life-threatening complications including esophageal and gastric
varices, ascites, spontaneous bacterial peritonitis, hepatic encephalopathy, hepatorenal syndrome, and acute-
on-chronic liver failure. Contemporary management focuses not only on treating complications but also
on preventing decompensation, identifying clinically significant portal hypertension at an early stage, and
improving quality of life. Regular hepatocellular carcinoma surveillance, nutritional optimization, management

of sarcopenia, and timely liver transplantation assessment are essential components of modern cirrhosis care.

Keywords: Cirrhosis, Portal Hypertension, Ascites, Esophageal varices. Hepatic encephalopathy, Hepatorenal

Syndrome, Spontaneous bacterial peritonitis, Acute-on-chronic liver failure.
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KOLON POLIPLERI VE KOLOREKTAL KANSER TARAMASI

OZET

Kolorektal kanser (KRK), diinya genelinde en sik goriilen maligniteler arasinda yer almakta olup kansere
bagh o6liimlerin dnde gelen nedenlerinden biridir. Kolorektal kanserlerin biiyiik cogunlugu zaman igerisinde
adenomato6z poliplerden veya serrated lezyonlardan gelismektedir. Bu nedenle poliplerin erken dénemde
saptanmasi ve ¢ikarilmasi kanser gelisimini dnleyebilen nadir tibbi girisimlerden biridir. Glintimiizde diskida gizli
kan testleri, diski DNA testleri ve kolonoskopi gibi yontemler kolorektal kanser taramasinda kullanilmaktadir.
Kolonoskopi hem tanisal hem de tedavi edici 6zellik géstermesi nedeniyle altin standart yontem olarak kabul
edilmektedir. Son yillarda ytiksek ¢oziintirliiklii gortintiileme sistemleri, optik tan1 yontemleri ve yapay zeka

destekli kolonoskopi uygulamalar1 adenoma saptama oranlarini artirmistir.

Bu béliimde kolon poliplerinin giincel siniflamasi, kolorektal karsinogenez mekanizmalari, tarama stratejileri,

polipektomi teknikleri, siirveyans onerileri ve giincel kilavuzlar 1s1ginda hasta yonetimi ele alinacaktir.

Anahtar kelimeler: Kolorektal kanser, Kolon polibi, Adenom, Kolonoskopi, Polipektomi, EMR, ESD, FIT, Siirveyans

ABSTRACT

Colorectal cancer (CRC) is one of the most common malignancies worldwide and remains a leading cause of
cancer-related mortality. Most colorectal cancers develop from adenomatous polyps or serrated lesions through
well-defined molecular pathways. Therefore, early detection and removal of precancerous lesions represent one
of the most effective cancer prevention strategies in modern medicine. Current screening methods include fecal
occult blood testing, fecal immunochemical testing, stool DNA assays, and colonoscopy. Colonoscopy remains the
gold standard because it provides both diagnostic evaluation and therapeutic intervention. Advances in high-
definition imaging, optical diagnosis, and artificial intelligence-assisted colonoscopy have improved adenoma
detection rates and overall screening effectiveness.

This chapter reviews the classification of colorectal polyps, colorectal carcinogenesis, screening strategies,
endoscopic resection techniques, surveillance recommendations, and contemporary guideline-based

management approaches.

Keywords: Colorectal Cancer, Colon polyp, Adenoma, Colonoscopy, Polypectomy, EMR, ESD, FIT, Surveillance.
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KARACIGER KITLELERI, KISTLER VE HEPATOSELULER KARSINOM
TARAMASI

OZET

Karacigerde saptanan fokal lezyonlar giinliik gastroenteroloji ve hepatoloji pratiginde sik karsilasilan klinik
durumlardir. Bu lezyonlar basit kist ve hemanjiyom gibi benign olusumlardan hepatoseliiler karsinom (HCC),
intrahepatik kolanjiyokarsinom ve metastatik tiimoérler gibi malign hastaliklara kadar genis bir spektrumda yer
alir. Goriintiileme ydntemlerinin yayginlasmasi ile birlikte insidental karaciger lezyonlarinin saptanma siklig
belirgin sekilde artmistir.

Karaciger lezyonlarinin degerlendirilmesinde temel amag¢ benign ve malign lezyonlarin ayrimini yapmak,
gereksiz girisimlerden kacinmak ve malignite riski tasiyan hastalari erken dénemde tamimaktir. Ozellikle
siroz, kronik hepatit B enfeksiyonu, ileri fibrozis ve metabolik disfonksiyon iligkili steatotik karaciger hastaligi
(MASLD) bulunan bireylerde hepatoseliiler karsinom gelisme riski artmistir.

HCC diinya genelinde en sik goriilen primer karaciger malignitesi olup kansere bagh oliimlerin 6nde gelen
nedenlerindenbiridir. Erken evrede saptanan HCC olgularindarezeksiyon, ablasyon ve karaciger transplantasyonu
gibi kiiratif tedavi segenekleri uygulanabilmektedir. Bu nedenle uygun risk gruplarinda diizenli siirveyans
programlarinin uygulanmasi hayati 6nem tasimaktadir.

Bu béliimde karaciger kitlelerinin giincel siniflamasi, tanisal yaklasim, HCC siirveyansi, gériintiilleme yontemleri,
LI-RADS sistemi ve giincel tedavi segenekleri ele alinacaktir.

Anahtar kelimeler: Karaciger kitlesi, Karaciger kisti, Hepatoseliiler karsinom, HCC taramasi

ABSTRACT

Focal liver lesions are commonly encountered in daily gastroenterology and hepatology practice. These
lesions range from benign entities such as simple cysts and hemangiomas to malignant conditions including
hepatocellular carcinoma (HCC), intrahepatic cholangiocarcinoma, and metastatic tumors. With the widespread
use of modern imaging modalities, incidental liver lesions are increasingly detected.

The primary goals in evaluating focal liver lesions are to differentiate benign from malignant lesions, avoid
unnecessary interventions, and identify patients at increased risk of liver cancer. Patients with cirrhosis, chronic
hepatitis B infection, advanced fibrosis, and metabolic dysfunction-associated steatotic liver disease (MASLD)
are at particularly high risk for developing HCC.

Hepatocellular carcinoma is the most common primary liver malignancy worldwide and remains one of the
leading causes of cancer-related mortality. Early detection substantially increases the likelihood of curative
therapies including surgical resection, local ablation, and liver transplantation. Therefore, regular surveillance
in high-risk populations is essential.

This chapter reviews the contemporary classification of focal liver lesions, diagnostic evaluation, HCC surveillance
strategies, imaging approaches, LI-RADS categorization, and current treatment options.

Keywords: Liver mass, Liver cyst, Hepatocellular carcinoma, HCC surveillance.
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Karaciger Kitleleri, Kistler.ve Hepatoseliiler Karsinom Taramasi
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Konu 35 -

UST GASTROINTESTINAL SISTEM ENDOSKOPISI

OZET

Ust gastrointestinal sistem endoskopisi; 6zofagus, mide ve duodenumun esnek, kamera iceren bir endoskop yardimiyla
dogrudan goruntiilenmesini saglayan temel tanisal ve gerektiginde terapotik bir endoskopik islemdir. Klinik pratikte
disfaji, odinofaji, iist gastrointestinal kanama, demir eksikligi anemisi, agiklanamayan kilo kaybi, persistan kusma,
dispepsi alarm bulgulari, reflii komplikasyonlari, ¢6lyak hastaligi siiphesi, mide-duodenum tilserleri, Barrett 6zofagusu,
gastrik premalign lezyonlar ve iist gastrointestinal malignite siiphesi gibi birgok durumda kullanilir. Ust gastrointestinal
endoskopi genellikle giivenli ve iyi tolere edilen bir islemdir; ancak islem éncesi dogru endikasyon, yeterli aclk,
ilaglarin gozden gecirilmesi, anti koagiilan/antiagregan yonetimi, sedasyon plani, hasta onami ve islem sonrasi uyari
bulgularinin anlatilmasi hasta giivenligi agisindan temel basamaklardir. ESGE'nin st gastrointestinal endoskopi kalite
oOlctitleri, uygun endikasyon, yeterli aglik, sistematik mukozal inceleme, foto-dokiimantasyon ve standart raporlamanin
kaliteli endoskopinin 6nemli bilesenleri oldugunu vurgular. Tanisal iist gastrointestinal endoskopide biyopsi alinabilir;
biyopsi alinmasi tek basina kanser oldugu anlamina gelmez. Biyopsi; gastrit, H. pylori, ¢élyak hastaligi, Barrett
6zofagusu, intestinal metaplazi, inflamasyon, enfeksiyon, premalign lezyon veya malignite ayirici tanisi i¢in yapilabilir.
Tanisal endoskopi ve biyopsi dustik riskli islemler olarak kabul edilmekle birlikte; kanama, perforasyon, aspirasyon,
sedasyon iligkili kardiyopulmoner olaylar ve islem basarisizligi gibi nadir riskler hastaya acik ve anlasilir bicimde

anlatilmalidir.

Bu béliimiin amaci, tist gastrointestinal sistem endoskopisi yapilacak hastalarda islem 6ncesi hazirlik, islem stireci,
olas1 ek uygulamalar, faydalar, riskler, alternatifler, islem sonrasi dikkat edilmesi gerekenler ve hasta iletisiminde

standart mesajlari kanita dayali bir ¢cercevede sunmaktir.

Anahtar kelimeler: Ust gastrointestinal endoskopi, gastroskopi, 6zofagogastroduodenoskopi, endoskopi giivenligi,

antikoagiilan, islem sonrasi takip.

ABSTRACT

Upper gastrointestinal endoscopy, also known as esophagogastroduodenoscopy, is a core diagnostic and potentially
therapeutic procedure that allows direct visualization of the esophagus, stomach, and duodenum using a flexible
endoscope. It is used in the evaluation of dysphagia, odynophagia, upper gastrointestinal bleeding, iron deficiency
anemia, unexplained weight loss, persistent vomiting, dyspepsia with alarm features, reflux-related complications,
suspected celiac disease, peptic ulcer disease, Barrett's esophagus, gastric premalignant conditions, and suspected
upper gastrointestinal malignancy. Safe and high-quality upper gastrointestinal endoscopy requires appropriate
indication, fasting, medication review, management of antithrombotic agents, sedation planning, informed consent,
systematic mucosal inspection, photo-documentation, structured reporting, and clear post-procedure instructions.
Diagnostic endoscopy and mucosal biopsy are generally low-risk procedures, but rare adverse events such as bleeding,
perforation, aspiration, cardiopulmonary events related to sedation, incomplete examination, and need for repeat
procedures should be discussed with patients. This chapter provides an evidence-based patient education and clinical
communication protocol for upper gastrointestinal endoscopy.

Keywords: Upper gastrointestinal endoscopy, gastroscopy, esophagogastroduodenoscopy, endoscopy safety,
anticoagulants, post-procedure care.
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KOLONOSKOPI

OZET

Kolonoskopi; rektumdan baslanarak kolonun tamaminin ve uygun hastalarda terminal ileumun esnek, kamera
iceren bir endoskop yardimiyla degerlendirilmesini saglayan temel tanisal ve gerektiginde terapotik bir islemdir.
Kolorektal kanser taramasi, digskida kan, rektal kanama, demir eksikligi anemisi, diskilama aliskanliginda
degisiklik, kronik ishal, inflamatuvar bagirsak hastalig1 tani1 ve takibi, polip takibi, goriintilemede saptanan
kolon lezyonlari ve agiklanamayan karin semptomlarinin degerlendirilmesi en sik kullanim alanlar1 arasindadir.
Kolonoskopinin kalitesi; cekuma ulasma, yeterli bagirsak temizligi, adenom saptama orani, yeterli ¢ekilme
sliresi, uygun polip yonetimi, komplikasyonlarin izlenmesi ve dogru raporlama gibi olciitlerle degerlendirilir.
Kolonoskopi 6ncesi bagirsak hazirligi islemin basarisi i¢in kritik 6énemdedir. Yetersiz temizlik; lezyonlarin
atlanmasina, islemin uzamasina, islemin tamamlanamamasina, tekrar kolonoskopi gereksinimine ve hasta
ytkiiniin artmasina yol agabilir.

Kolonoskopi genellikle giivenli bir islemdir; ancak kanama, perforasyon, sedasyon iligkili kardiyopulmoner
olaylar, enfeksiyon, post-polipektomi kanama, post-polipektomi elektrokoagiilasyon sendromu, islem
tamamlanamamasi ve tekrar islem ihtiyaci gibi riskler hastaya agik sekilde anlatilmaldir. Perforasyon tanisal ve
tarama kolonoskopilerinde nadirdir, ancak ciddi bir komplikasyondur. Giincel bir komplikasyon derlemesinde
tanisal ve tarama kolonoskopisi/fleksibl sigmoidoskopi sonrasi iatrojenik perforasyon oranlarinin yaklasik
%0,03-0,8 araliginda bildirildigi belirtilmistir.

Bu boliimiin amaci, kolonoskopi yapilacak hastalarda islem endikasyonu, hazirlik, ila¢ diizenlemesi, sedasyon,
islem stireci, olasi ek islemler, beklenen faydalar, riskler, alternatifler, islem sonrasi dikkat edilecekler ve standart
hasta iletisim mesajlarini kanita dayali bir ¢ercevede sunmaktir.

Anahtar kelimeler: Kolonoskopi, kolorektal kanser taramasi, bagirsak hazirhg.

ABSTRACT

Colonoscopy is a diagnostic and potentially therapeutic procedure that allows direct visualization of the rectum,
colon, and, when appropriate, the terminal ileum using a flexible endoscope. It is used for colorectal cancer
screening, evaluation of rectal bleeding, occult blood loss, iron deficiency anemia, altered bowel habits, chronic
diarrhea, inflammatory bowel disease diagnosis and surveillance, post-polypectomy surveillance, and assessment
of imaging-detected colonic abnormalities. High-quality colonoscopy depends on adequate bowel preparation,
cecal intubation, adenoma detection, appropriate withdrawal time, polyp management, adverse event tracking,
and standardized reporting. Bowel preparation is a key determinant of examination quality, lesion detection,
and need for repeat procedures. Although colonoscopy is generally safe, patients should be informed about rare
but important risks, including bleeding, perforation, cardiopulmonary events related to sedation, incomplete
examination, and post-polypectomy complications. This chapter provides an evidence-based patient education
and clinical communication protocol for colonoscopy.

Keywords: Colonoscopy, colorectal cancer screening, bowel preparation.
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REKTOSKOPI VE FLEKSIBL SiGMOIDOSKOPI

OZET

Rektoskopi ve fleksibl sigmoidoskopi, alt gastrointestinal sistemin distal bolimiinii degerlendirmek i¢in kullanilan
endoskopikislemlerdir. Rektoskopi esas olarak rektumun; fleksibl sigmoidoskopi ise rektum, sigmoid kolon ve bazi
hastalarda inen kolon distal kisminin degerlendirilmesini saglar. Bu islemler 6zellikle makattan kanama, rektal
agri, tenesmus, mukuslu diskilama, distal kolit siiphesi, lilseratif kolit aktivite degerlendirmesi, radyasyon proktiti,
sol tarafli kolonik lezyonlar, diskilama degisikligi ve distal kolon kaynakli patolojilerin arastirilmasinda kullanilir.
Fleksibl sigmoidoskopi kolonoskopiye gore daha sinirli birincelemedir; tiim kolonun degerlendirilmesini saglamaz.
Bu nedenle kolorektal kanser taramasi, demir eksikligi anemisi, pozitif FIT/gaitada gizli kan, sag kolon patolojisi
stiphesi veya yaygin kolon degerlendirmesi gereken hastalarda tek basina yeterli olmayabilir. Buna karsilik distal
semptomlari baskin olan, iilseratif kolit aktivitesi degerlendirilecek, rektal kanama odag arastirilacak veya hizli
distal kolon degerlendirmesi gereken hastalarda pratik ve degerli bir islemdir.

Islem 6ncesi hazirlik kolonoskopiye gore genellikle daha basittir. Cogu hastada lavman veya sinirli bagirsak
hazirhig: yeterli olabilir; ancak islem amaci, hastanin kabizlik durumu, beklenen inceleme uzunlugu ve merkez
protokoliine gére hazirlik degisebilir. Tanisal rektoskopi/fleksibl sigmoidoskopi ve biyopsi, antitrombotik
kilavuzlarda genel olarak diisiik kanama riskli endoskopik islemler kategorisinde degerlendirilir; ancak
polipektomi, dilatasyon veya terapoétik girisim yapilacaksa risk profili degisir.

Bu bolimiin amaci, rektoskopi ve fleksibl sigmoidoskopi yapilacak hastalarda islemin amaci, hazirhgi,
islem siireci, olasi ek uygulamalar, riskler, alternatifler, islem sonrasi dikkat edilecekler ve hasta iletisiminde
kullanilacak standart mesajlari kanita dayali ve sade bir ¢cer¢evede sunmaktir.

Anahtar kelimeler: Rektoskopi, fleksibl sigmoidoskopi, rektal kanama, lavman hazirligi.

ABSTRACT

Rectoscopy and flexible sigmoidoscopy are endoscopic procedures used to evaluate the distal lower
gastrointestinal tract. Rectoscopy primarily examines the rectum, whereas flexible sigmoidoscopy allows
assessment of the rectum, sigmoid colon, and sometimes the distal descending colon. These procedures are
useful in the evaluation of rectal bleeding, rectal pain, tenesmus, mucus discharge, suspected distal colitis,
ulcerative colitis activity, radiation proctitis, distal colonic lesions, and selected changes in bowel habits.
Flexible sigmoidoscopy is more limited than colonoscopy and does not evaluate the entire colon; therefore, it
may not be sufficient when full colonic assessment is required, such as in iron deficiency anemia, positive fecal
immunochemical testing, suspected proximal colonic disease, or comprehensive colorectal cancer screening.
Preparation is usually simpler than colonoscopy and may involve enemas or limited bowel preparation
depending on the clinical indication. Diagnostic lower gastrointestinal endoscopy with or without biopsy is
generally considered low risk for bleeding, but therapeutic interventions such as polypectomy or dilation change
the risk profile. This chapter provides an evidence-based patient education and clinical communication protocol
for rectoscopy and flexible sigmoidoscopy

Keywords: Rectoscopy, flexible sigmoidoscopy, rectal bleeding, enema preparation.
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Konu 38 -

KAPSUL ENDOSKOPI

OZET

Kapsiil endoskopi, hastanin yuttugu kamera igeren kii¢iik bir kapsiil araciligiyla sindirim sisteminin, 6zellikle de
ince bagirsagin goriintiilenmesini saglayan non-invaziv bir tanisal islemdir. Standart iist gastrointestinal sistem
endoskopisi ve kolonoskopi ile ulasilamayan ince bagirsak segmentlerinin degerlendirilmesinde 6nemli bir yere
sahiptir. En sik kullanim alanlari; iist endoskopi ve kolonoskopi ile agiklanamayan gastrointestinal kanama, demir
eksikligi anemisi, Crohn hastalig1 stiphesi veya bilinen Crohn hastaliginda ince bagirsak degerlendirmesi, ince
bagirsak tiimorii siiphesi, polipozis sendromlari ve se¢ilmis malabsorbsiyon/¢olyak komplikasyonu olgularidir.
Kapsiil endoskopi hasta agisindan genellikle kolay tolere edilen bir islemdir; sedasyon gerektirmez, agri
olusturmaz ve giinliik yasama hizli déniis saglar. Bununla birlikte islem tedavi edici degildir; biyopsi alinamaz,
polip ¢ikarilamaz ve kanama durdurulamaz. Kapsiil endoskopide en dnemli 6zel risk kapsiil retansiyonudur.
Ozellikle Crohn hastaligi, ince bagirsak darligi, gecirilmis bagirsak cerrahisi, radyasyon enteriti, tiimor, NSAII

enteropatisi veya obstriiksiyon bulgusu olan hastalarda kapsiiliin bagirsakta takilma riski artabilir.

Bu boliimiin amaci, kapsiil endoskopi yapilacak hastalarda islemin amaci, endikasyonlari, hazirligy, islem stireci,
riskleri, alternatifleri, islem sonrasi dikkat edilecekler ve hasta iletisiminde kullanilacak standart mesajlari

kanita dayali ve anlasilir bir formatta sunmaktir.

Anahtar kelimeler: Kapsiil endoskopi, ince bagirsak kanamasi.

ABSTRACT

Capsule endoscopy is a non-invasive diagnostic procedure that uses a swallowable camera capsule to visualize
the gastrointestinal tract, particularly the small bowel, which is not fully accessible by standard upper
gastrointestinal endoscopy or colonoscopy. [ts most common indications include suspected small-bowel bleeding
after nondiagnostic upper endoscopy and colonoscopy, iron deficiency anemia, suspected or established Crohn's
disease, suspected small-bowel tumors, polyposis syndromes, and selected malabsorption-related conditions.
The 2022 ESGE guideline recommends small-bowel capsule endoscopy as a first-line examination in suspected
small-bowel bleeding before other endoscopic or radiologic diagnostic tests. Although generally safe and well
tolerated, capsule endoscopy is diagnostic only and does not allow biopsy or therapy. The key specific risk is
capsule retention, especially in patients with Crohn's disease, strictures, prior small-bowel surgery, radiation
enteritis, tumors, NSAID enteropathy, or symptoms of obstruction. This chapter provides an evidence-based

patient education and clinical communication protocol for capsule endoscopy.

Keywords: Capsule endoscopy, small-bowel bleeding,.
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BALON ENTEROSKOPI

OZET

Balon enteroskopi, standart ilist gastrointestinal sistem endoskopisi ve kolonoskopi ile ulasilamayan ince
bagirsak segmentlerinin degerlendirilmesi ve gerektiginde tedavi edilmesi i¢in kullanilan ileri endoskopik bir
islemdir. Cift balon enteroskopi, tek balon enteroskopi ve spiral enteroskopi gibi yontemler genel olarak “cihaz
yardimli enteroskopi” bashgi altinda degerlendirilir. islem agi1z yoluyla, makattan veya secilmis hastalarda her
iki yoldan planlanabilir. En sik kullanim alanlari; kapsiil endoskopi veya kesitsel goriintiilemede saptanan ince
bagirsak lezyonlarinin dogrulanmasi, biyopsi alinmasi, agiklanamayan gastrointestinal kanama, demir eksikligi
anemisi, ince bagirsak Crohn hastaligl, ince bagirsak tiimorii veya polip siliphesi, polipozis sendromlari, ince
bagirsak darliklari, yabanci cisim veya takilmis kapsiil ¢ikarilmasi ve endoskopik tedavi gerektiren ince bagirsak
patolojileridir. Balon enteroskopi kapsiil endoskopiden farkl olarak sadece goriintiileme yapmaz; biyopsi alma,
kanama tedavisi, polip ¢ikarma, darlik dilatasyonu, yabanci cisim veya kapsiil ¢cikarma ve lezyon isaretleme gibi
terapotik islemlere de olanak saglar. Bu nedenle ince bagirsak hastaliklarinda tani ve tedaviyi birlestiren énemli
bir yéntemdir. islem, standart endoskopiden daha uzun, teknik olarak daha karmasik ve sedasyon/anestezi
gereksinimi daha yliksek bir islemdir. Komplikasyonlar genel olarak nadir olmakla birlikte; kanama, perforasyon,
pankreatit, aspirasyon, sedasyon/anestezi iligkili kardiyopulmoner olaylar, islem basarisizlig1 ve tekrar islem
ihtiyaci gelisebilir.

Bu béliimiin amaci, balon enteroskopi yapilacak hastalarda islemin amaci, hazirhgy, yapilabilecek ek uygulamalar,
beklenen faydalar, riskler, alternatifler, islem sonrasi uyar1 bulgulari ve hasta iletisiminde kullanilacak standart
mesajlar1 kanita dayal ve anlasilir bir formatta sunmaktir.

Anahtar kelimeler: Balon enteroskopi, ¢ift balon enteroskopi, gastrointestinal kanama.

ABSTRACT

Balloon enteroscopy is an advanced endoscopic procedure used to evaluate and treat small-bowel segments
that are not fully accessible by standard upper gastrointestinal endoscopy or colonoscopy. Double-balloon
enteroscopy, single-balloon enteroscopy, and spiral enteroscopy are generally categorized under device-assisted
enteroscopy. The procedure may be performed via the oral route, anal route, or, in selected cases, both routes.
Common indications include confirmation and treatment of lesions detected by capsule endoscopy or cross-
sectional imaging, suspected small-bowel bleeding, iron deficiency anemia, Crohn's disease, suspected small-
bowel tumors or polyps, polyposis syndromes, small-bowel strictures, retrieval of foreign bodies or retained
capsules, and therapeutic management of small-bowel lesions. Unlike capsule endoscopy, balloon enteroscopy
allows biopsy, hemostasis, polypectomy, stricture dilation, foreign body retrieval, and lesion tattooing. Although
generally safe, balloon enteroscopy is longer and more technically demanding than standard endoscopy and
may require deeper sedation or anesthesia. Potential adverse events include bleeding, perforation, pancreatitis,
aspiration, cardiopulmonary events related to sedation or anesthesia, incomplete examination, and need for
repeat procedures. This chapter provides an evidence-based patient education and clinical communication
protocol for balloon enteroscopy.

Keywords: Balloon enteroscopy, double-balloon enteroscopy, gastrointestinal bleeding.
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ILER| ENDOSKOPIK TANI VE TEDAVI iSLEMLER

OZET

ileri endoskopik tani ve tedavi islemleri; standart iist gastrointestinal sistem endoskopisi ve kolonoskopinin
otesinde 6zel cihaz, ekipman, deneyim ve cogu zaman multidisipliner degerlendirme gerektiren uygulamalardir.
Endoskopik ultrasonografi (EUS) ve EUS esliginde igne aspirasyonu/biyopsisi, kapsiil endoskopi, derin
enteroskopi, endoskopik retrograd kolanjiyopankreatografi (ERCP), endoskopik mukozal rezeksiyon (EMR),
endoskopik submukozal diseksiyon (ESD), darlik dilatasyonu, gastrointestinal stentleme, endoskopik kanama
tedavileri ve peroral endoskopik miyotomi (POEM) bu baslik altindaki baslica islemlerdir. Bu islemler safra yolu
taslari, pankreatobiliyer hastaliklar, erken evre gastrointestinal neoplaziler, subepitelyal lezyonlar, sindirim
sistemi kanamalari, benign/malign darliklar, yutma gii¢liigii, akalazya ve ince bagirsak hastaliklarinda kullanilir
ve secilmis hastalarda cerrahiye minimal invaziv alternatif sunar.

ileriislemler standart tanisal endoskopilere gore daha uzun siirebilir, daha derin sedasyon/anestezi gerektirebilir
ve kanama, perforasyon, pankreatit, enfeksiyon veya islem basarisizlig1 gibi komplikasyon riskleri daha belirgin
olabilir. Bu nedenle dogru endikasyon, uygun hasta sec¢imi, islem 6ncesi hazirlik, antikoagiilan/antiagregan
yonetimi, sedasyon veya anestezi plani, aydinlatilmis onam ve islem sonrasi izlem temel giivenlik basamaklaridir.
Bu boliimiin amaci, ileri endoskopik islemler hakkinda hekimlere standart bir klinik ¢erceve sunmak; hastalara
ise islemin amaci, siireci, yararlari, riskleri, alternatifleri ve islem sonrasi dikkat edilecek durumlar konusunda
anlasilir ve giivenilir bilgilendirme saglamaktir.

Anahtar kelimeler: Ileri endoskopi, endoskopik ultrasonografi, ERCP, endoskopik rezeksiyon, EMR, ESD, kapsiil
endoskopi, enteroskopi, gastrointestinal stent, endoskopik dilatasyon, POEM, hasta bilgilendirme.

ABSTRACT

Advanced diagnostic and therapeutic endoscopic procedures require specialized devices, equipment,
expertise and often multidisciplinary assessment beyond standard endoscopy and colonoscopy. Endoscopic
ultrasonography (EUS) and EUS-guided fine-needle aspiration/biopsy, capsule endoscopy, deep enteroscopy,
endoscopic retrograde cholangiopancreatography (ERCP), endoscopic mucosal resection (EMR), endoscopic
submucosal dissection (ESD), stricture dilation, gastrointestinal stenting, endoscopic hemostasis and
peroral endoscopic myotomy (POEM) are the main procedures in this field. They are used in biliary stones,
pancreaticobiliary disorders, early gastrointestinal neoplasia, subepithelial lesions, gastrointestinal bleeding,
benign/malignant strictures, dysphagia, achalasia and small-bowel disease, and offer minimally invasive
alternatives to surgery in selected patients. As they may be longer, require deeper sedation/anesthesia and carry
more pronounced risks, patient safety depends on correct indication, appropriate selection, pre-procedural
preparation, antithrombotic management, sedation/anesthesia planning, informed consent and post-procedural
follow-up. This chapter provides clinicians with a standardized framework and offers patients clear information
on purpose, process, benefits, risks, alternatives and post-procedural warning signs, in line with current ESGE,
ASGE and SAGES guidelines.

Keywords: Advanced endoscopy, endoscopic ultrasonography, ERCP, endoscopic resection, EMR, ESD, capsule
endoscopy, enteroscopy, gastrointestinal stent, endoscopic dilation, POEM, patient education.
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ENDOSKOPIK KANAMA TEDAVILERI

OZET

Gastrointestinal kanama, acil endoskopi gerektiren, mortalite ve morbidite a¢isindan kritik 6neme sahip bir
klinik tablodur. Ust gastrointestinal sistem kanamasinda (UGISK) en sik nedenler peptik iilser, Mallory-Weiss
yirtig, varis kanamalari, Dieulafoy lezyonu ve anjiyodisplazidir. ESGE 2021 kilavuzu, Forrest Ia-Ib (aktif kanama)
ve Forrest Ila (goriiniir damar) lezyonlarda endoskopik hemostazi gii¢clii bir 6neri olarak tanimlamakta; epinefrin
enjeksiyonunun tek basina kullanilmamasini, mutlaka ikinci bir yéontemle kombine edilmesini 6nermektedir. ACG
kilavuzu bunu destekler bicimde termal koagiilasyon, hemoklip uygulamasi ve endoskopik hemostaz tozu gibi
yontemleri 6nermektedir. ESGE 2024 gilincellemesi, hemodinamik olarak instabil hastalarda acil endoskopiyi,
stabil hastalarda ise standart erken endoskopiyi (24 saat icinde) dnermektedir. Hemostaz basarisiz oldugunda
transkateter anjiyografik embolizasyon (TAE) ilk basamak kurtarma tedavisi, cerrahi ise TAE'nin mevcut
olmadig1 ya da basarisiz oldugu durumlar i¢in ikinci segenektir.

Bu bélimiin amaci, endoskopik yontemlerle tedavi edilebilen gastrointestinal kanama tablolarinda klinik
degerlendirme ve risk siniflamasini 6zetlemek; mevcut endoskopik hemostaz yontemlerini, uygulama
zamanlamasini ve basarisizlik halinde izlenecek yolu kanita dayali kilavuzlar cercevesinde aktarmak ve hastaya
yonelik pratik bir iletisim protokolii sunmaktir.

Anahtar kelimeler: Gastrointestinal kanama, endoskopik hemostaz, peptik iilser kanamasi, Forrest siniflamasi,
hemoklip, termal koagiilasyon, ESGE.

ABSTRACT

Gastrointestinal bleeding is a critical clinical emergency requiring urgent endoscopy and carrying significant
mortality and morbidity. The most common causes of upper gastrointestinal bleeding (UGIB) include peptic
ulcer disease, Mallory-Weiss tear, Dieulafoy lesion, and angiodysplasia. The ESGE 2021 guideline strongly
recommends endoscopic hemostasis for Forrest Ia-Ib (active bleeding) and Forrest Ila (visible vessel) lesions,
and stipulates that epinephrine injection should never be used as monotherapy but always combined with a
second hemostatic modality. The ACG guideline similarly endorses thermal coagulation, hemoclip application,
and hemostatic powder spray. The ESGE 2024 update recommends very early endoscopy (within 6 hours) for
hemodynamically unstable patients and standard early endoscopy (within 24 hours) for stable patients. When
endoscopic hemostasis fails, transcatheter angiographic embolization (TAE) is the first salvage option, with
surgery reserved for cases where TAE is unavailable or unsuccessful.

The aim of this section is to summarize clinical assessment and risk stratification in gastrointestinal bleeding
conditions that can be treated with endoscopic methods; to present current endoscopic hemostasis techniques,
their timing, and the management pathway in case of treatment failure within the framework of evidence-based
guidelines; and to provide a practical patient-centered communication protocol.

Keywords: Gastrointestinal bleeding, endoscopic hemostasis, peptic ulcer bleeding, Forrest classification,
hemoclip, thermal coagulation, ESGE.
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Konu 42 -

ENDOSKOPIK VARIS TEDAVILERI

OZET

Varis kanamasi, portal hipertansiyonun en tehlikeli komplikasyonlarindan biridir ve alt1 haftalik mortalitesi
ylzde onile yirmi arasinda seyretmektedir. ESGE 2022 kilavuzu 6zofagus varislerinde birincil ve ikincil profilaksi
ile akut kanama yo6netimini kapsaml bicimde ele almaktadir. Akut 6zofagus varis kanamasinda endoskopik
bant ligasyonu (EVL), 6nce vazoaktif ajan (terlipressin, somatostatin veya oktreotid) baslanarak 12 saat icinde
yapilmasi gereken birinci basamak endoskopik tedavidir. ESGE, skleroterapiyi yeniden kanama ve yan etki riski
nedeniyle EVLye gore ikincil konumda degerlendirmekte; yiiksek riskli Child-Pugh C veya aktif kanamadaki
Child-Pugh B hastalarinda 72 saat icinde (miimkiinse 24 saat icinde) preemptif transjugiiler intrahepatik
portosistemik sant (TIPS) uygulanmasini 6nermektedir. Mide varislerinde ise siyanoakrilat enjeksiyonu standart
tedavi kabul edilmektedir.

Bu bolimiin amaci, 6zofagus ve mide varis kanamasinda giincel ESGE 2022 kilavuzu cercevesinde birincil ve
ikincil korunum, akut hemostaz yontemleri ve kurtarma tedavi seceneklerini 6zetlemek; hasta ve yakinlarina

yonelik anlasilir ve giivenli bir iletisim protokolii olusturmaktir.

Anahtar kelimeler: Varis kanamasi, 6zofagus varisi, mide varisi, endoskopik bant ligasyonu, siyanoakrilat

enjeksiyonu.

ABSTRACT

AVariceal bleeding is one of the most life-threatening complications of portal hypertension, with a six-week
mortality of 10-20%. The ESGE 2022 guideline comprehensively addresses primary and secondary prophylaxis
and acute management of variceal hemorrhage. Endoscopic variceal ligation (EVL) preceded by vasoactive
agents (terlipressin, somatostatin, or octreotide) within 12 hours is the first-line endoscopic treatment for acute
esophageal variceal bleeding. ESGE considers sclerotherapy as inferior to EVL due to higher rebleeding rates
and adverse event profile. Pre-emptive TIPS within 72 hours (preferably within 24 hours) is recommended
in high-risk patients (Child-Pugh C <13 or Child-Pugh B \>7 with active bleeding despite vasoactive agents).

Cyanoacrylate injection is the standard treatment for gastric varices.

The aim of this section is to summarize primary and secondary prophylaxis, acute hemostatic methods, and
rescue treatment options for esophageal and gastric variceal bleeding within the framework of the current ESGE
2022 guideline, and to establish a clear, safe, and patient-centered communication protocol for patients and their

relatives.

Keywords: Variceal bleeding, esophageal varices, gastric varices, endoscopic variceal ligation, cyanoacrylate

injection.
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Konu 43 -

GASTROINTESTINAL YABANCI CISIM / GIDA BOLUSU GIKARILMASI

OZET

Gastrointestinal yabanci cisim yutulmasi ve 6zofageal gida bolusu takilmasi, acil endoskopik miidahale
gerektiren sik karsilasilan klinik tablolardir. Cocuklarda en sik bozuk para, pil ve miknatis yutulmasi 6ne
cikarken, erigkinlerde 6zofagusta takilan gida bolusu (food bolus impaction) en sik endoskopik yabanci cisim
nedenidir. ESGE kilavuzu 6zofagusta takilan keskin uglu yabanci cisimleri, diigme pilleri ve miknatislari acil
endoskopi gerektiren durumlar olarak smiflamaktadir. Disk/diigme pil yutulmasi, baskr nekrozu ve elektrik
akimi nedeniyle 6zofagus perforasyonuna birka¢ saat icinde yol acabileceginden gercek bir endoskopik acildir.
ASGE ve ESGE kilavuzlari, 6zofagusta takili gida bolusunda 24 saat icinde terapotik endoskopi yapilmasini
onermektedir. Endoskopik ¢ikarimin basari orani yiizde doksanin iizerindedir.

Bu boliimiin amaci, yabanci cisim yutulmasi ve gida bolusu takilmasi olgularinda aciliyet siniflamasini,
endoskopik ¢cikarim zamanlamasini ve tekniklerini giincel ESGE ve ASGE kilavuzlar1 ¢ercevesinde 6zetlemek;
farkli yabanci cisim tiirlerine (pil, miknatis, keskin cisim, gida bolusu) 6zgii yonetim protokollerini aktarmak ve

hasta ile yakinlarina yonelik anlasilir bir iletisim protokolii olusturmaktir.

Anahtar kelimeler: Yabanci cisim, gida bolusu takilmasi, 6zofageal tikanma, endoskopik ¢ikarim.

ABSTRACT

Gastrointestinal foreign body ingestion and esophageal food bolus impaction are common presentations
requiring urgent endoscopic management. While coin and button battery ingestion predominates in children,
esophageal food bolus impaction is the most common endoscopic foreign body indication in adults. The ESGE
guideline classifies sharp-pointed objects, button batteries, and magnets as indications for urgent endoscopy.
Disc/button battery ingestion represents a true endoscopic emergency, as pressure necrosis and electrical
current can cause esophageal perforation within hours. Both ASGE and ESGE recommend therapeutic endoscopy

within 24 hours for esophageal food bolus impaction. Endoscopic retrieval success rates exceed 90%.

The aim of this section is to summarize the urgency classification, timing of endoscopic removal, and endoscopic
retrieval techniques in cases of foreign body ingestion and food bolus impaction within the framework of the
current ESGE and ASGE guidelines; to present management protocols specific to different types of foreign bodies,
including batteries, magnets, sharp objects, and food bolus impaction; and to establish a clear communication
protocol for patients and their relatives.

Keywords: Foreign body, food bolus impaction, esophageal obstruction, endoscopic retrieval.
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Konu 44 -

PERKUTAN ENDOSKOPIK GASTROSTOMi (PEG),
JEJUNOSTOMI (PE)) VE PEG-J

OZET

Yeterli oral alimin saglanamadig), ancak gastrointestinal sistemin islevini korudugu hastalarda enteral beslenme,
parenteral beslenmeye kiyasla daha fizyolojik, daha giivenli ve daha diisiik maliyetli bir destek yontemidir. Dort
haftadan uzun siireli beslenme gereksinimi dngoriilen olgularda perkiitan endoskopik gastrostomi (PEG), uzun siireli
enteral erisim i¢in altin standart yontem olarak kabul edilmektedir. Norolojik disfaji (inme, amiyotrofik lateral skleroz,
ilerlemis Parkinson hastalig1), bas-boyun ve 6zofagus kanserleri ile ciddi kraniofasiyal travma baslica endikasyonlari
olusturur. Daha distal beslenme gerektiren, mide bosalmasi ileri derecede bozulmus veya yiiksek aspirasyon riski
tasiyan olgularda, PEG tiiplinden gegirilen jejunal uzanti (PEG-]) ya da dogrudan perkiitan endoskopik jejunostomi
(D-PE]J) tercih edilir.

Avrupa Gastrointestinal Endoskopi Dernegi (ESGE) kilavuzlari, standart yontem olarak “cekme (pull)” teknigini
onermekte; 6zofagus darligl, bas-boyun veya 6zofagus kanseri gibi gecisin gii¢ oldugu durumlarda “itme (push/
introducer)” teknigini, timér ekimi (seeding) riskini azaltmak amaciyla tercih etmektedir. islemden 30 dakika énce
tek doz intravendz beta-laktam antibiyotik profilaksisi yara enfeksiyonunu anlamli bicimde azaltir. Giincel ASGE
kilavuzu, gastrostomi beslenmesine islemden sonraki dort saat icinde gilivenle baslanabilecegini ve antiplatelet
ilaglarin kesilmesine genellikle gerek olmadigin1 bildirmektedir. Bu boliim; PEG/PE]/PEG-] endikasyonlarini,
kontrendikasyonlarini, uygulama tekniklerini, komplikasyonlarini ve takip ilkelerini kanita dayali giincel kilavuzlar
cercevesinde ele almakta; hasta bilgilendirme metinleri, sik sorulan sorular ve acil basvuru él¢iitlerini icermektedir.

Anahtar kelimeler: Perkiitan endoskopik gastrostomi, jejunostomi, PEG-], enteral beslenme, disfaji, cekme teknigi,
gomiilii tampon sendromu, ev tipi enteral beslenme.

ABSTRACT

In patients who cannot maintain adequate oral intake but have a functioning gastrointestinal tract, enteral nutrition
is more physiological, safer, and less costly than parenteral nutrition. Percutaneous endoscopic gastrostomy (PEG)
is the gold-standard method for long-term enteral access when feeding is anticipated to be required for more than
four weeks. The principal indications are neurological dysphagia (stroke, amyotrophic lateral sclerosis, advanced
Parkinson's disease), head-and-neck and esophageal malignancies, and severe craniofacial trauma. When more distal
feeding is required because of severely impaired gastric emptying or a high aspiration risk, a jejunal extension through
the PEG (PEG-]) or a direct percutaneous endoscopic jejunostomy (D-PE]) is preferred.

The European Society of Gastrointestinal Endoscopy (ESGE) guidelines recommend the “pull” technique as the standard
method and the “push/introducer” technique when transoral passage is difficult, such as in esophageal stenosis or
head-and-neck/esophageal cancer, in order to reduce the risk of tumor seeding. A single intravenous dose of a beta-
lactam antibiotic 30 minutes before the procedure significantly reduces wound infection. The current ASGE guideline
states that tube feeding can be safely started within four hours of gastrostomy and that antiplatelet agents generally
need not be withheld. This chapter reviews the indications, contraindications, procedural techniques, complications,
and follow-up principles of PEG/PE]/PEG-] within the framework of current evidence-based guidelines, and provides
patient education texts, frequently asked questions, and red-flag criteria.

Keywords: Percutaneous endoscopic gastrostomy, jejunostomy, PEG-], enteral nutrition, dysphagia, pull technique,

buried bumper syndrome, home enteral nutrition.
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INTRAGASTRIK BALON YERLESTIRILMESI VE GIKARILMASI

OZET

Intragastrik balon (IGB), yasam tarzi degisikliklerine yeterli yanit vermeyen obez bireylerde mide hacmini gegici
olarak azaltarak kilo kaybini destekleyen, geri dontisiimlii ve minimal invaziv bir endoskopik bariyatrik aractir.
Ust endoskopi esliginde mideye yerlestirilen yumusak silikon balon, siv1 veya hava ile sisirilerek hem mekanik
kisitlama hem de nérohumoral tokluk yaniti olusturur. Giincel ASGE-ESGE 2024 ortak kilavuzu; beden Kitle
indeksi (BKI) 230 kg/m? olan ya da BKI 27,0-29,9 kg/m? olup en az bir obeziteyle iliskili komorbiditesi (tip 2
diyabet, hipertansiyon, obstriiktif uyku apnesi vb.) bulunan hastalarda, yasam tarzi degisiklikleriyle birlikte IGB
kullanimini 6nermektedir.

IGB, tek bagina bir tedavi degil; yapilandirilmis diyet, fiziksel aktivite ve davranis degisikligi programinin etkinligini
gliclendiren bir aractir. Sivi dolu balonlarin i¢ine eklenen metilen mavisi, olasi bir sizinti/riiptiir durumunda
idrar renginin degismesiyle erken uyari saglar. Sivi dolu klasik balonlar genellikle altinci ayda endoskopik olarak
¢ikarilir; ayarlanabilir ve yutulabilir tipler farkl stirelerde kullanilabilir. En sik goriilen yan etkiler ilk giinlerdeki
bulanti, kusma ve karin kramplari olup, bunlar antiemetik ve proton pompasi inhibitérii (PPI) ile yonetilir; ciddi
ancak seyrek komplikasyonlar arasinda balon migrasyonuna bagh bagirsak tikanmasi, mide iilseri/perforasyonu
ve pankreatit yer ali. Bu béliim; IGB endikasyonlarini, kontrendikasyonlarini, etkinlik ve giivenlik verilerini,
yerlestirme/cikarma tekniklerini ve hasta iletisimini giincel kanitlar 1s181nda ele almaktadir.

Anahtar kelimeler: intragastrik balon, endoskopik bariyatrik tedavi, obezite, beden Kkitle indeksi, kilo kaybz,
metilen mavisi, yasam tarzi degisikligi.

ABSTRACT

The intragastric balloon (IGB) is a reversible, minimally invasive endoscopic bariatric device that supports
weight loss by temporarily reducing gastric volume in patients with obesity who have not responded adequately
to lifestyle interventions. Placed under upper endoscopy, the soft silicone balloon is inflated with fluid or air,
producing both mechanical restriction and a neurohumoral satiety response. The current ASGE-ESGE 2024 joint
guideline suggests the use of IGB together with lifestyle modification in patients with a body mass index (BMI)
>30 kg/m?, or 27.0-29.9 kg/m? with at least one obesity-related comorbidity (type 2 diabetes, hypertension,
obstructive sleep apnea, etc.).

The IGB is not a stand-alone therapy but a tool that augments a structured diet, physical activity, and behavioral
program. Methylene blue added to fluid-filled balloons provides an early warning of leakage /rupture through a
change in urine color. Classic fluid-filled balloons are generally removed endoscopically at six months; adjustable
and swallowable types may remain for different durations. The most common adverse effects are nausea,
vomiting, and abdominal cramps in the first days, managed with antiemetics and a proton pump inhibitor (PPI);
rare but serious complications include bowel obstruction from balloon migration, gastric ulcer/perforation,
and pancreatitis. This chapter reviews IGB indications, contraindications, efficacy and safety data, placement/
removal techniques, and patient communication in light of current evidence.

Keywords: Intragastric balloon, endoscopic bariatric therapy, obesity, body mass index, weight loss, methylene
blue, lifestyle modification.
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KARACIGER BiYOPSISI

OZET

Yeterli oral alimin saglanamadigl, ancak gastrointestinal sistemin islevini korudugu hastalarda enteral beslenme,
parenteral beslenmeye kiyasla daha fizyolojik, daha giivenli ve daha diisiik maliyetli bir destek yontemidir. Dort
haftadan uzun stireli beslenme gereksinimi 6ngoriilen olgularda perkiitan endoskopik gastrostomi (PEG), uzun siireli
enteral erisim i¢in altin standart yontem olarak kabul edilmektedir. Norolojik disfaji (inme, amiyotrofik lateral skleroz,
ilerlemis Parkinson hastalig1), bas-boyun ve 6zofagus kanserleri ile ciddi kraniofasiyal travma baslica endikasyonlari
olusturur. Daha distal beslenme gerektiren, mide bosalmasi ileri derecede bozulmus veya yiiksek aspirasyon riski
tasiyan olgularda, PEG tiiplinden gegirilen jejunal uzanti (PEG-]) ya da dogrudan perkiitan endoskopik jejunostomi
(D-PE]) tercih edilir.

Avrupa Gastrointestinal Endoskopi Dernegi (ESGE) kilavuzlari, standart yontem olarak “cekme (pull)” teknigini
onermekte; 6zofagus darligl, bas-boyun veya 6zofagus kanseri gibi gecisin giic oldugu durumlarda “itme (push/
introducer)” teknigini, timér ekimi (seeding) riskini azaltmak amaciyla tercih etmektedir. Islemden 30 dakika énce
tek doz intravendz beta-laktam antibiyotik profilaksisi yara enfeksiyonunu anlaml bigimde azaltir. Giincel ASGE
kilavuzu, gastrostomi beslenmesine islemden sonraki dort saat i¢inde giivenle baslanabilecegini ve antiplatelet
ilaglarin kesilmesine genellikle gerek olmadigini bildirmektedir. Bu boéliim; PEG/PE]/PEG-] endikasyonlarini,
kontrendikasyonlarini, uygulama tekniklerini, komplikasyonlarini ve takip ilkelerini kanita dayali giincel kilavuzlar
cercevesinde ele almakta; hasta bilgilendirme metinleri, sik sorulan sorular ve acil bagvuru odlgiitlerini icermektedir.

Anahtar kelimeler: Perkiitan endoskopik gastrostomi, jejunostomi, PEG-], enteral beslenme, disfaji, cekme teknigi,

gomiilii tampon sendromu, ev tipi enteral beslenme.

ABSTRACT

In patients who cannot maintain adequate oral intake but have a functioning gastrointestinal tract, enteral nutrition
is more physiological, safer, and less costly than parenteral nutrition. Percutaneous endoscopic gastrostomy (PEG) is
the gold-standard method for long-term enteral access when feeding is anticipated to be required for more than four
weeks. The principal indications are neurological dysphagia (stroke, amyotrophic lateral sclerosis, advanced Parkinson's
disease), head-and-neck and esophageal malignancies, and severe craniofacial trauma. When more distal feeding is
required because of severely impaired gastric emptying or a high aspiration risk, a jejunal extension through the PEG
(PEG-]) or a direct percutaneous endoscopic jejunostomy (D-PE]) is preferred.

The European Society of Gastrointestinal Endoscopy (ESGE) guidelines recommend the “pull” technique as the standard
method and the “push/introducer” technique when transoral passage is difficult, such as in esophageal stenosis or head-
and-neck/esophageal cancer, in order to reduce the risk of tumor seeding. A single intravenous dose of a beta-lactam
antibiotic 30 minutes before the procedure significantly reduces wound infection. The current ASGE guideline states that
tube feeding can be safely started within four hours of gastrostomy and that antiplatelet agents generally need not be
withheld. This chapter reviews the indications, contraindications, procedural techniques, complications, and follow-up
principles of PEG/PE]/PEG-] within the framework of current evidence-based guidelines, and provides patient education
texts, frequently asked questions, and red-flag criteria.

Keywords: Abdominal pain, acute abdomen, red flags, gastrointestinal symptoms.
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PARASENTEZ

OZET

Intragastrik balon (IGB), yasam tarzi degisikliklerine yeterli yanit vermeyen obez bireylerde mide hacmini gegici
olarak azaltarak kilo kaybini destekleyen, geri doniisiimli ve minimal invaziv bir endoskopik bariyatrik aragtir.
Ust endoskopi esliginde mideye yerlestirilen yumusak silikon balon, siv1 veya hava ile sisirilerek hem mekanik
kisitlama hem de nérohumoral tokluk yaniti olusturur. Giincel ASGE-ESGE 2024 ortak kilavuzu; beden Kkitle
indeksi (BKI) 230 kg/m? olan ya da BKI 27,0-29,9 kg/m? olup en az bir obeziteyle iliskili komorbiditesi (tip 2
diyabet, hipertansiyon, obstriiktif uyku apnesi vb.) bulunan hastalarda, yasam tarzi degisiklikleriyle birlikte IGB
kullanimini 6nermektedir.

IGB, tek bagina bir tedavi degil; yapilandirilmis diyet, fiziksel aktivite ve davrams degisikligi programinin etkinligini
gliclendiren bir aractir. Sivi dolu balonlarin igine eklenen metilen mavisi, olasi bir sizinti/riiptiir durumunda
idrar renginin degismesiyle erken uyari saglar. Sivi dolu klasik balonlar genellikle altinci ayda endoskopik olarak
cikarilir; ayarlanabilir ve yutulabilir tipler farkl stirelerde kullanilabilir. En sik goriilen yan etkiler ilk giinlerdeki
bulanti, kusma ve karin kramplari olup, bunlar antiemetik ve proton pompasi inhibitérii (PPI) ile yénetilir; ciddi
ancak seyrek komplikasyonlar arasinda balon migrasyonuna bagh bagirsak tikanmasi, mide iilseri/perforasyonu
ve pankreatit yer ali. Bu béliim; IGB endikasyonlarini, kontrendikasyonlarini, etkinlik ve giivenlik verilerini,
yerlestirme/¢ikarma tekniklerini ve hasta iletisimini giincel kanitlar 15181nda ele almaktadir.

Anahtar kelimeler: intragastrik balon, endoskopik bariyatrik tedavi, obezite, beden Kkitle indeksi, kilo kaybz,
metilen mavisi, yasam tarzi degisikligi.

ABSTRACT

The intragastric balloon (IGB) is a reversible, minimally invasive endoscopic bariatric device that supports
weight loss by temporarily reducing gastric volume in patients with obesity who have not responded adequately
to lifestyle interventions. Placed under upper endoscopy, the soft silicone balloon is inflated with fluid or air,
producing both mechanical restriction and a neurohumoral satiety response. The current ASGE-ESGE 2024 joint
guideline suggests the use of IGB together with lifestyle modification in patients with a body mass index (BMI)
230 kg/m?, or 27.0-29.9 kg/m? with at least one obesity-related comorbidity (type 2 diabetes, hypertension,
obstructive sleep apnea, etc.).

The IGB is not a stand-alone therapy but a tool that augments a structured diet, physical activity, and behavioral
program. Methylene blue added to fluid-filled balloons provides an early warning of leakage /rupture through a
change in urine color. Classic fluid-filled balloons are generally removed endoscopically at six months; adjustable
and swallowable types may remain for different durations. The most common adverse effects are nausea,
vomiting, and abdominal cramps in the first days, managed with antiemetics and a proton pump inhibitor (PP1);
rare but serious complications include bowel obstruction from balloon migration, gastric ulcer/perforation,
and pancreatitis. This chapter reviews IGB indications, contraindications, efficacy and safety data, placement/
removal techniques, and patient communication in light of current evidence.

Keywords: Abdominal pain, acute abdomen, red flags, gastrointestinal symptoms.
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ENDOSKOPIK ISLEMLERDE SEDASYON VE ANESTEZI

OZET

Sedasyon, endoskopik islemler sirasinda hastanin konforunu artirmak, anksiyeteyi azaltmak ve islemin giivenli
bicimde tamamlanmasini saglamak amaciyla uygulanan, titre edilebilir diizeyde biling baskilanmasidir. Ust
gastrointestinal endoskopi ve kolonoskopiden ERCP, endoskopik ultrasonografi (EUS) ve endoskopik submukozal
diseksiyon (ESD) gibi ileri islemlere kadar genis bir yelpazede kullanilir. Sedasyon; minimal, orta ("bilingli"),
derin sedasyon ve genel anestezi olmak tlizere tanimlanir ve hedeflenen diizeyden daha derin bir seviyeye
istemsizce gecilebilecegi icin, uygulayicinin bir iist diizeyden “kurtarma” yetenegine sahip olmasi gerekir.

Bu boliimde sedasyonun tanimi ve diizeyleri, ASA fiziksel durum siniflamasi, islem dncesi degerlendirme (hava
yolu, uyku apnesi, komorbidite), aglik kurallar1 ve GLP-1 reseptdr agonistlerinin peri-prosediirel yonetimi,
kullanilan ilaglar ve geri ¢evirme ajanlari, monitorizasyon (kapnografi dahil), non-anesteziyolog propofol
uygulamasi1 (NAAP) tartismasi, anestezi uzmani gereksinimi, komplikasyonlarin dnlenmesi ve yonetimi,
derlenme/taburculuk o6lciitleri ve 6zel hasta gruplarina yaklasim; ASGE, ESGE, ASA ve cok-dernek giincel
kilavuzlari 1s18inda ele alinmaktadir. Ayrica standart hasta bilgilendirme metni, sik sorulan sorular ve yanls
inanislarin diizeltilmesine yer verilmistir.

Anahtar kelimeler: Endoskopik sedasyon, orta diizey sedasyon, derin sedasyon, propofol, midazolam, kapnografi,
ASA siniflamasi, a¢lik kurallari, taburculuk dlgiitleri, hasta bilgilendirmesi.

ABSTRACT

Sedation is the titratable suppression of consciousness administered to improve comfort, reduce anxiety and
enable the safe completion of endoscopic procedures, ranging from upper endoscopy and colonoscopy to
advanced procedures such as ERCP, EUS and ESD. Sedation is defined along a continuum — minimal, moderate
("conscious"), deep sedation and general anesthesia — and because a patient may inadvertently drift to a deeper
level than intended, the provider must be capable of rescuing the patient from one level deeper. This chapter
covers definitions and levels of sedation, ASA physical status classification, pre-procedural assessment (airway,
obstructive sleep apnea, comorbidity), fasting rules and peri-procedural management of GLP-1 receptor agonists,
sedative agents and reversal drugs, monitoring (including capnography), the debate on non-anesthesiologist
administration of propofol (NAAP), indications for an anesthesia provider, prevention and management of
complications, recovery/discharge criteria, and special populations, in accordance with current ASGE, ESGE, ASA
and multi-society guidelines. Standardized patient information text, frequently asked questions and correction
of misconceptions are also provided.

Keywords: Endoscopic sedation, moderate sedation, deep sedation, propofol, midazolam, capnography, ASA
classification, fasting guidelines, discharge criteria, patient information.
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ANTIKOAGULAN VE ANTIPLATELET KULLANAN HASTADA ENDOSKOPI

OZET

Antikoagiilan ve antiplatelet (antiagregan) ilaglar; atriyal fibrilasyon, mekanik kalp kapagi, venodz
tromboembolizm, koroner arter hastaligi ve stent, gecirilmis inme gibi durumlarda tromboembolik olaylar1
onlemek icin yaygin kullanilir. Endoskopik islem 6ncesinde bu ilaglarin yénetimi, isleme bagh kanama riski ile
ilacin kesilmesine bagh tromboz riskinin dengelenmesini gerektiren, bireysellestirilmis bir karardir. Yonetim ti¢
degiskene dayanir: (1) islemin kanama riski (diistik/yiiksek), (2) hastanin tromboembolik riski (diistik/yiiksek)

ve (3) kullanilan ilacin farmakokinetigi (yar1 émiir, bobrek atilimi, geri donitisliilik).

Bu béliimde antitrombotik ilaclarin siniflandirmasi ve farmakokinetigi; islemlerin kanama riskine ve hastanin
tromboz riskine gore siniflamasi; aspirin, P2Y12 inhibitorleri, varfarin ve dogrudan oral antikoagiilanlarin
(DOAK) kesilme ve yeniden baslama zamanlamasi; kopriileme (bridging) endikasyonlari; acil kanamada geri
cevirme ajanlari ve 6zel durumlar (koroner stent/DAPT, mekanik kapak, bébrek yetmezligi) ele alinir. Oneriler
ESGE/BSG 2021, ACG-CAG 2022 ve ACCP 2022 giincel kilavuzlarina dayanir. Ayrica standart hasta bilgilendirme

metni, sik sorulan sorular ve yanlis inanislarin diizeltilmesine yer verilmistir.

Anahtar kelimeler: Antikoagiilan, antiplatelet, aspirin, klopidogrel, varfarin, DOAK, apiksaban, rivaroksaban,

dabigatran, edoksaban, képriileme, endoskopide kanama riski, periendoskopik yonetim.

ABSTRACT

Anticoagulant and antiplatelet agents are widely used to prevent thromboembolic events in atrial fibrillation,
mechanical heart valves, venous thromboembolism, coronary artery disease and stents, and prior stroke. Their
peri-endoscopic management is an individualized decision balancing procedure-related bleeding risk against
thrombotic risk from interruption, and rests on three variables: (1) procedure bleeding risk (low/high), (2)
patient thrombotic risk (low/high), and (3) drug pharmacokinetics (half-life, renal clearance, reversibility). This
chapter covers classification and pharmacology of antithrombotic agents; stratification of procedures by bleeding
risk and patients by thrombotic risk; timing of cessation and resumption of aspirin, P2Y12 inhibitors, warfarin
and direct oral anticoagulants (DOACs); indications for bridging; reversal agents for emergency bleeding; and
special situations (coronary stent/DAPT, mechanical valve, renal impairment), in accordance with current ESGE/
BSG 2021, ACG-CAG 2022 and ACCP 2022 guidelines, together with standardized patient information, FAQs and

correction of misconceptions.

Keywords: Anticoagulant, antiplatelet, aspirin, clopidogrel, warfarin, DOAC, apixaban, rivaroxaban, dabigatran,

edoxaban, bridging, endoscopic bleeding risk, periendoscopic management.

DOI: 10.37609/akya.4287.c17074

601



B GASTROENTEROLOJIDE HASTA BiLGILENDIRME REHBERI

612

@ KAYNAKLAR

1.

Veitch AM, Radaelli F, Alikhan R, et al. Endoscopy in pa-
tients on antiplatelet or anticoagulant therapy: British So-
ciety of Gastroenterology (BSG) and European Society
of Gastrointestinal Endoscopy (ESGE) guideline update.
Gut.  2021;70(9):1611-1628.  (Co-published: ~Endoscopy.
2021;53(9):947-969.)

Abraham NS, Barkun AN, Sauer BG, et al. American Colle-
ge of Gastroenterology-Canadian Association of Gastroen-
terology Clinical Practice Guideline: Management of Anti-
coagulants and Antiplatelets During Acute Gastrointestinal
Bleeding and the Periendoscopic Period. Am ] Gastroenterol.
2022;117(4):542-558.

Douketis JD, Spyropoulos AC, Murad MH, et al. Perioperative
Management of Antithrombotic Therapy: An American Col-
lege of Chest Physicians Clinical Practice Guideline. Chest.
2022;162(5):¢207-e243.

Veitch AM, Vanbiervliet G, Gershlick AH, et al. Endoscopy
in patients on antiplatelet or anticoagulant therapy, including
direct oral anticoagulants: BSG and ESGE guidelines. Gut.
2016;65(3):374-389.

Douketis JD, Spyropoulos AC, Kaatz S, et al. Perioperative
Bridging Anticoagulation in Patients with Atrial Fibrillation
(BRIDGE Trial). N Engl ] Med. 2015;373(9):823-833.

10.

Douketis JD, Spyropoulos AC, Duncan J, et al. Perioperative
Management of Patients With Atrial Fibrillation Receiving
a Direct Oral Anticoagulant (PAUSE Study). JAMA Intern
Med. 2019;179(11):1469-1478.

Chan FKL, Goh KL, Reddy N, et al. Management of patients
on antithrombotic agents undergoing emergency and electi-
ve endoscopy: joint APAGE and APSDE practice guidelines.
Gut. 2018;67(3):405-417.

Van Gelder IC, Rienstra M, Bunting KV, et al. 2024 ESC Gui-
delines for the management of atrial fibrillation. Eur Heart J.
2024;45(36):3314-3414.

Pollack CV, Reilly PA, van Ryn J, et al. Idarucizumab for Da-
bigatran Reversal — Full Cohort Analysis. N Engl ] Med.
2017;377(5):431-441.

Connolly SJ, Crowther M, Eikelboom JW, et al. Full Study Re-
port of Andexanet Alfa for Bleeding Associated with Factor Xa
Inhibitors (ANNEXA-4). N Engl ] Med. 2019;380(14):1326-
1335.



Konu 50 -

ENDOSKOPIK ISLEM SONRASI TABURCULUK, EVDE IZLEM VE ACIL
BASVURU BILGILENDIRMES]

OZET

Gastrointestinal endoskopik islemler cogunlukla giiniibirlik yapilir ve hastalar ayni giin taburcu edilir. islem
sonrasi donemde dogru hasta egitimi; komplikasyonlarin erken taninmasi, gereksiz acil basvurularin azaltilmasi
ve hasta giivenliginin saglanmasi agisindan islemin kendisi kadar 6nemlidir. Gastroskopi, kolonoskopi, EUS, ERCP,
polipektomi ve ileri rezeksiyonlar (EMR/ESD) sonrasinda gecici gaz-siskinlik, hafif bogaz agrisi ve sedasyona
bagh uyku hali gibi bulgular beklenirken; siddetli/artan karin agrisi, ates, kanama, gogiis agrisi ve solunum
sikintis1 ciddi komplikasyonlarin (kanama, perforasyon, post-ERCP pankreatit, post-polipektomi sendromu,

kolanjit) habercisi olabilir.

Bu boliimde islem sonrasi normal iyilesme stireci; taburculuk o6lciitleri (modifiye Aldrete/PADSS); isleme 6zgii
evde bakim ve beslenme onerileri; baslica komplikasyonlarin sikligi, taninmasi ve yonetimi; gecikmis kanama
ve post-ERCP pankreatitin 6zel 6nemi; ve acil basvuru kriterleri ESGE ve ASGE giincel kalite gostergeleri ve
komplikasyon kilavuzlari 1s1ginda ele alinir. Ayrica standart hasta bilgilendirme metni, sik sorulan sorular ve

yanlis inanislarin diizeltilmesi sunulur.

Anahtar kelimeler: Endoskopi sonrasi bakim, taburculuk olgiitleri, gecikmis kanama, perforasyon, post-ERCP

pankreatit, post-polipektomi sendromu, sedasyon sonrasi, alarm bulgulari, hasta giivenligi, evde izlem.

ABSTRACT

Most gastrointestinal endoscopic procedures are performed on an outpatient basis with same-day discharge.
In the post-procedure period, appropriate patient education is as important as the procedure itself for early
recognition of complications, reducing unnecessary emergency visits and ensuring safety. While transient
bloating, mild sore throat and post-sedation drowsiness are expected after endoscopy, severe or increasing
abdominal pain, fever, bleeding, chest pain and respiratory distress may herald serious complications (bleeding,
perforation, post-ERCP pancreatitis, post-polypectomy syndrome, cholangitis). This chapter addresses normal
recovery, discharge criteria (modified Aldrete/PADSS), procedure-specific home care and diet, the frequency/
recognition/management of major complications, the special importance of delayed bleeding and post-ERCP
pancreatitis, and criteria for emergency presentation, in accordance with current ESGE and ASGE quality
indicators and complication guidelines, together with standardized patient information, FAQs and correction of

misconceptions.

Keywords: Post-endoscopy care, discharge criteria, delayed bleeding, perforation, post-ERCP pancreatitis, post-

polypectomy syndrome, post-sedation, alarm signs, patient safety, home monitoring.
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GEBELIK VE EMZIRME DONEMINDE GASTROINTESTINAL
YAKINMALAR VE ENDOSKOPIK ISLEMLER

OZET

Gebelik ve emzirme dénemi, gastrointestinal sistem (GIS) hastaliklarinin hem klinik seyrini hem de tedavi yaklasimini
koklii bicimde etkileyen fizyolojik bir siirectir. Bu donemde en sik karsilasilan GIS yakinmalari arasinda gebelige 6zgii
bulanti-kusma (NVP) ve hiperemezis gravidarum (HG), gastrodzofagealreflii hastaligi (GORH), kabizlik, hemoroid,
inflamatuvar bagirsak hastaligi (IBH) alevlenmeleri, intrahepatik kolestaz (ICP), viral hepatitler, Helicobacter pylori
enfeksiyonu, akut karin ve biliyer hastaliklar yer almaktadir. Emzirme déneminde ise ilaglarin siite gecisi (RID, M:P

orani, Hale kategorileri) ve bebege olasi etkileri tedavi kararlarini dogrudan sekillendirmektedir.

Tanisal yaklasimda ultrasonografi ve manyetik rezonans goriintiileme (MR/MRCP) radyasyon icermemesi nedeniyle
tercih edilmekte; bilgisayarli tomografi yalnizca zorunlu durumlarda uygulanmaktadir. Endoskopik islemler giiglii
endikasyon varliginda ve uygun sedasyon protokolleriyle gebelik boyunca giivenle gergeklestirilebilir; en uygun zaman
penceresi ikinci trimesterdir. Farmakolojik tedavide gebeligin herhangi bir ilaci otomatik olarak kontrendike kilmadigy,
aksine kontrolsiiz hastaligin fetiis ve anne i¢in ilagtan daha biiyiik risk olusturdugu modern kilavuzlarin ortak mesajidir.
Emzirme doneminde metotreksat ve mikofenolat mofetil mutlak kontrendikedir; biyolojik ajanlar, 5-ASA preparatlari,

PPi'lar ve sik kullanilan GIS ilaglarinin ¢ogu uygun izlemle siirdiiriilebilir.

Anahtar kelimeler: Gebelikte gastrointestinal yakinmalar, hiperemezis gravidarum, gebelikte iBH, intrahepatik kolestaz,

gebelikte endoskopi, emzirmede ilag giivenligi, RID, Hale kategorisi, gebelikte GORH, gebelikte H. pylori.

ABSTRACT

Pregnancy and lactation are physiological states that profoundly alter the clinical course and therapeutic management
of gastrointestinal (GI) disorders. The most frequent GI complaints during this period include nausea and vomiting
of pregnancy (NVP) and hyperemesis gravidarum (HG), gastroesophageal reflux disease (GERD), constipation,
hemorrhoids, inflammatory bowel disease (IBD) flares, intrahepatic cholestasis of pregnancy (ICP), viral hepatitis,
Helicobacter pylori infection, acute abdomen, and biliary disease. During lactation, drug-safety assessment — relative

infant dose (RID), milk-to-plasma (M:P) ratio, and Hale risk categories — is integral to treatment decisions.

Diagnostic evaluation favors ultrasonography and magnetic resonance imaging given their radiation-free profile;
computed tomography is reserved for critical indications. Endoscopic procedures can be safely performed throughout
pregnancy with appropriate sedation, with the second trimester representing the optimal window. A fundamental
principle endorsed by current guidelines is that untreated disease poses greater risk to the mother and fetus than most
therapeutic agents; methotrexate and mycophenolate mofetil are absolutely contraindicated during breastfeeding,
whereas biologics, 5-ASA compounds, proton pump inhibitors, and most common GI medications can be continued

with appropriate monitoring.

Keywords: Gastrointestinal complaints in pregnancy, hyperemesis gravidarum, IBD in pregnancy, intrahepatic
cholestasis, endoscopy in pregnancy, drug safety in lactation, relative infant dose, Hale category, GERD in pregnancy, H.

pylori in pregnancy.
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YASLI VE KIRILGAN HASTADA GASTROINTESTINAL
YAKINMALAR VE ENDOSKOPIK ISLEMLER

OZET

Yasl ve kirilgan hasta popiilasyonu, gastroenteroloji pratiginde giderek artan bir 6neme sahiptir. 65 yas tizeri
bireylerde gastrointestinal (GIS) yakinmalar siklikla atipik klinik tablolarla prezente olmakta; tamisal siirecler
polifarmasi, coklu eslik eden hastalik ve bilissel degisiklikler nedeniyle giiclesmekte; tedavikararlariise kirilganlhk
(frailty), sarkopeni ve fonksiyonel kapasite goz oniine alinarak bireysellestirilmek zorunda kalinmaktadir. Yasa
bagl fizyolojik degisiklikler — GIS motilitesinde yavaslama, splanknik kan akiminda azalma, mukozal savunma
mekanizmalarinin zayiflamasi ve karaciger rezervinin kisitlanmasi — GiS hastaliklarinin hem klinik seyrini hem

de farmakolojik tedavilerin giivenlik profilini dogrudan etkiler.

Bu béliimde disfaji, gastroozofageal reflii hastaligi (GORH), gastroparezi, kabizlik, GIS kanamasi, kolorektal
kanser taramasi, Clostridioides difficile enfeksiyonu, iskemik kolit, malnutrisyon, inflamatuvar bagirsak hastaligi
ve ilag kaynakli GIS hastaliklari; yash hastaya 6zgii klinik ézellikler ve giincel kilavuz énerileri cercevesinde
ele alinmaktadir. Endoskopik islemlerin kirilgan hastada risk degerlendirmesi, uygun sedasyon protokolleri,
kolonoskopi hazirlik rejimleri ve bagirsak kanseri taramasinda yasa bagl sinir tartismalar1 da ayrintili bigimde

incelenmektedir.

Anahtar kelimeler: Yash hastada GIS, kirilganhik (frailty), sarkopeni, geriatrik sendromlar, yashda endoskopi,

disfaji, yashda GIS kanamas, kolorektal kanser taramasi, C. difficile, polifarmasi, iskemik Kkolit.

ABSTRACT

The elderly and frail patient population represents an increasingly important and clinically complex group in
gastroenterology practice. In individuals aged 65 and older, gastrointestinal complaints frequently present
atypically, diagnostic workup is complicated by polypharmacy, multimorbidity and cognitive impairment, and
therapeutic decisions must be individualized according to frailty status, sarcopenia and functional capacity. Age-
related physiological changes — slowed GI motility, reduced splanchnic blood flow, impaired mucosal defense
and diminished hepatic reserve — directly affect both the clinical course of GI diseases and the safety profile of

pharmacological treatments.

This chapter addresses dysphagia, gastroesophageal reflux disease, gastroparesis, constipation, GI bleeding,
colorectal cancer screening, Clostridioides difficile infection, ischemic colitis, malnutrition, inflammatory bowel
disease and drug-induced GI disease in the context of the elderly patient's unique clinical characteristics and
current guideline recommendations. Risk stratification for endoscopic procedures in frail patients, sedation
protocols, colonoscopy bowel preparation regimens and age-related limits in colorectal cancer screening are

discussed in detail.

Keywords: GI disease in the elderly, frailty, sarcopenia, geriatric syndromes, endoscopy in elderly, dysphagia, GI

bleeding in elderly, colorectal cancer screening, C. difficile, polypharmacy, ischemic colitis.
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COCUK VE ERGEN HASTADA TEMEL GASTROINTESTINAL
YAKINMALAR VE ENDOSKOPIK ISLEMLER

OZET

Cocuk ve ergen hastada gastrointestinal (GIS) yakinmalar; her yas grubuna ézgii fizyolojik, anatomik ve
psikososyal 6zellikler nedeniyle eriskin gastroenterolojisinden belirgin bicimde ayrisir. Bu popiilasyonda en
sik karsilasilan sorunlar; infantlarda gastro6zofageal reflii (GER) ve kolik, okul éncesi ¢ocuklarda fonksiyonel
kabizhik ve karin agrisi, okul cagi ile ergenlerde ise fonksiyonel dispepsi, irritabl bagirsak sendromu (IBS),
inflamatuvar bagirsak hastaligi (IBH) ve ¢élyak hastaligidir. Bilyiime ve gelismenin birincil izlem parametresi
olmasi, ebeveyn ile cocugun ayr1 ayri iletisim gereksinimi ve endoskopik islemlerde zorunlu genel anestezi/

derin sedasyon uygulamasi pediatrik gastroenterolojinin ayirt edici 6zellikleridir.

Bu béliim; GER/GORH, beyin-bagirsak etkilesimi bozukluklar1 (DGBI; eski ad: fonksiyonel GIS bozukluklar),
kabizlik, ¢élyak hastalig, eozinofilik 6zofajit (EoE), H. pylori, IBH ve pediatrik endoskopik islemleri ESPGHAN,
NASPGHAN, ESGE ve Roma V kilavuzlari ¢ergevesinde ele almaktadir.

Anahtar kelimeler: Pediatrik gastroenteroloji, Roma V, beyin-bagirsak etkilesimi bozukluklar1 (DGBI), ¢élyak
hastahgi, pediatrik IBH, eozinofilik 6zofajit, cocukta H. pylori, pediatrik endoskopi, fonksiyonel kabizlik, infant
GER.

ABSTRACT

Gastrointestinal (GI) complaints in children and adolescents differ substantially from adult gastroenterology
owing to the unique physiological, anatomical and psychosocial characteristics of each developmental stage. The
most common conditions include gastroesophageal reflux (GER) and colic in infants, functional constipation and
abdominal pain in preschool children, and functional dyspepsia, irritable bowel syndrome (IBS), inflammatory
bowel disease (IBD) and coeliac disease in school-age children and adolescents. Monitoring growth as the
primary outcome, the need for separate communication with the child and parents, and the requirement for
general anaesthesia or deep sedation for endoscopy are hallmarks of paediatric gastroenterology. This chapter
addresses GER/GERD, disorders of gut-brain interaction (DGBI; formerly functional GI disorders) (Roma V),
constipation, coeliac disease, eosinophilic oesophagitis, H. pylori, IBD and paediatric endoscopy according to
ESPGHAN, NASPGHAN, ESGE and Roma V guidelines.

Keywords: Paediatric gastroenterology, Roma V, disorders of gut-brain interaction (DGBI), coeliac disease,
paediatric IBD, eosinophilic oesophagitis, H. pylori in children, paediatric endoscopy, functional constipation,
GER in infants.
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IMMUNOSUPRESIF, BIYOLOJIK VE KUGUK MOLEKUL TEDAVILER
ONCESI HASTA BILGILENDIRME

OZET

Immiinsiipresif, biyolojik ve kiiciik molekiil tedaviler; inflamatuvar bagirsak hastaligi (iBH), otoimmiin
hepatit, primer biliyer kolanjit, [gG4 iliskili hastalik ve karaciger nakli gibi durumlarin y6netiminde modern
gastroenteroloji ve hepatolojinin temel taslaridir. Bu ajanlarin en sik ve en kritik yan etkisi, konak savunmasinin
zaylflamasina bagh enfeksiyon yatkinligidir; ayrica uzun dénemde malignite ve de novo otoimmiin siire¢ riski
tasirlar. Bu nedenle tedaviye baslamadan dnce sistematik bir risk degerlendirmesi, latent enfeksiyon taramasi

(tiiberkiiloz, hepatit B/C, HIV, VZV) ve dogru zamanlanmis asilama, giivenli tedavinin 6n kosuludur.

Bu boliimiin amaci; bu tedavilere baslanacak eriskin hastalarda ilag siniflarinin temel 6zelliklerini, tedavi 6ncesi
risk degerlendirmesini, enfeksiyon tarama ve profilaksi protokollerini, giincel asilama ilkelerini (canli/cansiz
as1 zamanlamasi, pnomokok, influenza, hepatit B, zoster) ve hasta bilgilendirmesini standart bir ¢ercevede
sunmaktir. Oneriler ECCO, AASLD, ESsCD ve giincel bagisiklama (ACIP) kilavuzlarina dayanir. Ayrica standart

hasta bilgilendirme metni, sik sorulan sorular ve acil basvuru kriterlerine yer verilmistir.

Anahtar kelimeler: Immiinsiipresif tedavi, biyolojik ajan, kiiciik molekiil, anti-TNF, JAK inhibitorii, latent

tiiberkiiloz, hepatit B reaktivasyonu, asilama, immiinsiipresyon, hasta bilgilendirme.

ABSTRACT

Immunosuppressive, biologic and small-molecule therapies are cornerstones of modern gastroenterology and
hepatology in inflammatory bowel disease (IBD), autoimmune hepatitis, primary biliary cholangitis, [gG4-related
disease and liver transplantation. Their most frequent and critical adverse effect is increased susceptibility to
infection due to weakened host defense; they also carry a long-term risk of malignancy and de novo autoimmune
processes. Therefore, systematic pre-treatment risk assessment, screening for latent infections (tuberculosis,
hepatitis B/C, HIV, VZV) and appropriately timed vaccination are prerequisites for safe therapy. This chapter
provides a standardized framework covering drug-class characteristics, pre-treatment risk stratification,
infection screening and prophylaxis protocols, current vaccination principles (timing of live /inactivated vaccines,
pneumococcal, influenza, hepatitis B, zoster) and patient education, in accordance with ECCO, AASLD, ESsCD and
current immunization (ACIP) guidelines, together with standardized patient information, FAQs and emergency

criteria.

Keywords: Immunosuppressive therapy, biologic agent, small molecule, anti-TNF, JAK inhibitor, latent

tuberculosis, hepatitis B reactivation, vaccination, immunosuppression, patient education.
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KRONIK GASTROINTESTINAL HASTALIKLARDA TEDAVI UYUMU,
IZLEM VE YASAM TARZI EGITIMI

OZET

Kronik gastrointestinal hastaliklarda inflamatuvar bagirsak hastahigi (IBH), kronik viral hepatitler, metabolik
disfonksiyon iligkili steatotik karaciger hastaligi (MASLD), siroz, ¢6lyak hastaligi, gastro6zofageal reflii hastaligi
(GORH), irritabl bagirsak sendromu (iBS) ve Helicobacter pylori eradikasyonu sonrasi izlem dahil tedavinin
uzun donem basarisini belirleyen en kritik faktérlerden biri hastalarin tedaviye uyumudur. Kronik hastaliklarda
tedaviye uyum oranlari ortalama %50 civarinda seyreder; uyumsuzluk hastalik alevlenmelerine, hastane

yatislarina, komplikasyonlara ve saglik harcamalarinin artisina yol agar.

Bu boéliimde tedaviye uyumu belirleyen hasta, hekim ve sistem kaynakl faktoérler; uyum 6l¢iim ydntemleri;
hastaliga 6zgti izlem parametreleri; yasam tarzi egitiminin kanita dayali bilesenleri ve etkili hasta-hekim iletisim
stratejileri ele alinir. Motivasyonel goriisme, paylasimli karar alma, dijital saglik araclar1 ve multidisipliner ekip

yaklasimi giincel kilavuzlar esliginde sunulur.

Anahtar kelimeler: Tedaviye uyum, hasta egitimi, kronik GIS hastaliklari, IBH izlem, motivasyonel goriisme,
paylasiml karar alma, yasam tarzi degisikligi, dijital saglik, MASLD tedavisi, ¢6lyak uyumu.

ABSTRACT

In chronic gastrointestinal diseases — including inflammatory bowel disease (IBD), chronic viral hepatitis,
metabolic dysfunction-associated steatotic liver disease (MASLD), cirrhosis, coeliac disease, gastroesophageal
reflux disease (GERD), irritable bowel syndrome (IBS) and post-Helicobacter pylori eradication follow-up —
treatment adherence is one of the most critical determinants of long-term therapeutic success. Adherence
rates in chronic diseases average around 50%; non-adherence leads to disease flares, hospital admissions,
complications and increased healthcare costs. This chapter addresses patient-, physician- and system-related
factors influencing adherence; adherence measurement tools; disease-specific monitoring parameters; evidence-
based components of lifestyle education; and effective patient-physician communication strategies, including
motivational interviewing, shared decision-making and digital health tools, in line with current ACG, AGA, ECCO,
EASL, ESPEN, NICE and WHO guidelines.

Keywords: Treatment adherence, patient education, chronic GI diseases, IBD monitoring, motivational
interviewing, shared decision-making, lifestyle modification, digital health, MASLD management, coeliac

compliance.
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SiR0Z VE KRONiK KARACIGER HASTALIGINDA OZEL HASTA EGITIMi

OZET

Siroz ve kronik karaciger hastaliklars; ilerleyici dogalari, ¢cok sayida potansiyel komplikasyonu ve farmakolojik-
diyet kisitlamalarinin karmasikligl nedeniyle hastanin aktif katilimini zorunlu kilan hastalik gruplaridir. Hasta
egitiminin yetersiz oldugu durumlarda asit kontrolstizliigii, hepatik ensefalopati ataklari, varis kanamalar1 ve
spontan bakteriyel peritonit (SBP) gibi yasami tehdit eden komplikasyonlarin énemli bir bélimii 6nlenebilir
niteliktedir.

Bu boliimde siroz tanisinin hastaya iletilmesi, kompanse ve dekompanse evre farki, komplikasyona 6zgii
egitim icerikleri (asit, hepatik ensefalopati, varis kanamasi, SBP, hepatorenal sendrom), beslenme egitimi, ila¢
giivenligi ve NSAII yasagi, hepatoseliiler karsinom (HCC) taramasinin énemi, etiyolojiye 6zgii egitim, karaciger
transplantasyonu siirecine hazirlik ve aile egitimi ele alinir. Tiim 6neriler EASL, AASLD, Baveno VII, ESPEN ve

ACG kilavuzlar 1s181nda hazirlanmistir.

Anahtar kelimeler: Siroz hasta egitimi, hepatik ensefalopati 6nleme, asit yonetimi, varis kanamasi alarm
bulgulari, karaciger nakli egitimi, sirozda sarkopeni, tuz kisitlamasi, NSAIl yasagi, HCC taramas egitimi, karaciger

hastaliginda beslenme.

ABSTRACT

Cirrhosis and chronic liver disease require active patient participation due to their progressive nature, multiple
potential complications and the complexity of pharmacological and dietary restrictions. In settings where patient
education is inadequate, a significant proportion of life-threatening complications — including uncontrolled
ascites, hepatic encephalopathy episodes, variceal bleeding and spontaneous bacterial peritonitis (SBP) — are
potentially preventable. This chapter covers the communication of a cirrhosis diagnosis, the difference between
compensated and decompensated disease, complication-specific education (ascites, hepatic encephalopathy,
variceal bleeding, SBP, hepatorenal syndrome), nutritional education, drug safety and NSAID prohibition, the
importance of hepatocellular carcinoma (HCC) surveillance, aetiology-specific education, preparation for liver

transplantation and family education, all in accordance with EASL, AASLD, Baveno VII, ESPEN and ACG guidelines.

Keywords: Cirrhosis patient education, hepatic encephalopathy prevention, ascites management, variceal
bleeding alarm signs, liver transplantation preparation, sarcopenia in cirrhosis, salt restriction, NSAID

prohibition, HCC surveillance education, nutrition in liver disease.
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KANSER SUPHESI, BIYOPSi VE PATOLO)i
SONUCU SURECINDE HASTA ILETiSiMi

OZET

Kanser siiphesi, biyopsi alinmasi ve patoloji sonucunun beklenmesi, hastalar ve yakinlari i¢in kayg diizeyi ytiksek
bir klinik siirectir. Gastroenteroloji pratiginde endoskopide saptanan Kkitle, diizensiz tilser, biiyiik polip, darlik,
aciklanamayan kanama, demir eksikligi anemisi, sarilik, kilo kayb1 veya goriintiilemede izlenen stipheli lezyonlar
kanser olasiligini giindeme getirebilir. Ancak kanser siiphesi kesin tan1 anlamina gelmez; biyopsi alinmasi da tek
basina hastada kanser bulundugunu gostermez. Bu stirecte temel amag, hastaya gereksiz panik olusturmadan
olasi riskleri agikea anlatmak, tanisal basamaklar1 dogru agiklamak ve patoloji sonucuna gore izlenecek yolu
giivenilir bicimde planlamaktir.

Biyopsi ve patoloji degerlendirmesi; benign, inflamatuvar, premalign, malign, siipheli veya yetersiz materyal gibi
farkli sonuglarla tamamlanabilir. Her sonug farkl bir klinik yaklasim gerektirir. Bu nedenle iletisimde “siiphe”,
“tan1”, “biyopsi”, “displazi”, “premalign lezyon” ve “malignite” kavramlar1 sade ve dogru agiklanmalidir. Bu
boliimiin amaci; kanser siiphesi bulunan hastalarda biyopsi ve patoloji sonucu stirecinin klinik 6nemini, hasta-
hekim iletisiminde temel mesajlari, sik yanlis inanislari, sonu¢ bekleme doneminde bilgilendirmeyi ve kotii
haber verme siirecinde (SPIKES, NURSE gibi kanita dayal ¢erceveler dahil) dikkat edilecek noktalar1 standart

bir cercevede sunmaktir.

Anahtar kelimeler: Kanser siiphesi, biyopsi, patoloji sonucu, hasta iletisimi, kétii haber verme, SPIKES, displazi,

premalign lezyon, gastrointestinal kanser, aydinlatiimis onam.

ABSTRACT

Suspected cancer, tissue biopsy, and waiting for pathology results represent a highly stressful clinical process
for patients and their relatives. In gastroenterology, findings such as an endoscopic mass, irregular ulcer, large
polyp, stricture, unexplained bleeding, iron-deficiency anemia, jaundice, weight loss, or suspicious imaging
lesions may raise the possibility of cancer. However, suspicion of cancer does not equal a definitive diagnosis,
and obtaining a biopsy does not necessarily mean the patient has cancer. The main goals are to communicate
potential risks without causing unnecessary panic, explain the diagnostic steps clearly, and provide a reliable
plan according to the pathology result. Biopsy and pathology assessment may reveal benign, inflammatory,
premalignant, malignant, suspicious, or insufficient-material results, each requiring a different approach. This
chapter provides a standardized framework for the clinical importance of biopsy and pathology reporting, key
messages in patient communication, common misconceptions, patient education during the waiting period, and

essential principles for breaking bad news, including evidence-based frameworks such as SPIKES and NURSE.

Keywords: Suspected cancer, biopsy, pathology result, patient communication, breaking bad news, SPIKES,
dysplasia, premalignant lesion, gastrointestinal cancer, informed consent.
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SAGLIK OKURYAZARLIGI, ORTAK KARAR ALMA
VE YANLIS SAGLIK BILGISIYLE BAS ETME

OZET

Saglik okuryazarligy; bireylerin saglikla ilgili bilgiye ulasma, anlama, degerlendirme ve dogru kararlar igin
kullanma yetisidir. Gastroenteroloji pratiginde tani, endoskopik islem, ila¢ uyumu, beslenme ve kanser taramasi
gibi ¢ok sayida karar; hastanin bu bilgiyi anlamasina ve siirece katilimina baghdir. Yetersiz saglik okuryazarligy;
hatali ila¢ kullanimi, diisiik tedavi uyumu, gereksiz acil basvurular, kdti klinik sonuglar ve artmis maliyetle
iligkilidir. Ortak karar alma ve aydinlatilmis onam, bu bilgiyi hastayla birlikte kullanilabilir kilan temel araclardir.
Giinlimiizde internet, sosyal medya, yapay zeka sohbet araclar1 ve bitkisel/gida takviyeleri, hastalarin bilgi
kaynaklarini hizla déniistiirmiis; dogru bilgiyle birlikte “yanlis saglik bilgisi (infodemi)” de yayginlasmistir.

Bu bélimiin amaci; saglk okuryazarhiginin klinik 6nemini, ortak karar almanin ve aydinlatilmis onamin
ilkelerini, diisiik okuryazarligi fark etme ve destekleme yontemlerini (teach-back, sade dil, evrensel 6nlemler) ve
internet/sosyal medya/yapay zeka/bitkisel tirlinler kaynakl yanlis bilgiyle bas etme stratejilerini (6n-¢iiriitme/
asilama, cliriitme, empatik sorgulama, giivenilir kaynak yonlendirmesi) giincel kanitlar 1s1ginda sunmaktir.

Ayrica standart hasta bilgilendirme metni, sik sorulan sorular ve tehlike belirtileri verilmistir.

Anahtar kelimeler: Saglk okuryazarligi, ortak karar alma, aydinlatilmis onam, yanls saghk bilgisi, infodemi,
sosyal medya, yapay zeka, bitkisel tirtinler, teach-back, hasta bilgilendirme.

ABSTRACT

Health literacy is the ability of individuals to find, understand, appraise and use health information to make
appropriate decisions. In gastroenterology, many decisions — regarding diagnosis, endoscopic procedures,
medication adherence, nutrition and cancer screening — depend on the patient's understanding and
participation. Limited health literacy is associated with medication errors, poor adherence, unnecessary
emergency visits, worse outcomes and higher costs. Shared decision-making and informed consent are the
key tools that make information usable together with the patient. Today, the internet, social media, artificial
intelligence chatbots and herbal/dietary supplements have rapidly transformed patients' information sources;
alongside accurate information, “health misinformation (the infodemic)” has also proliferated. This chapter
presents the clinical importance of health literacy, the principles of shared decision-making and informed
consent, methods to recognize and support limited literacy (teach-back, plain language, universal precautions),
and strategies to counter misinformation from the internet, social media, Al and herbal products (pre-bunking/
inoculation, debunking, empathic inquiry, guidance to trusted sources), in light of current evidence, together

with standardized patient information, FAQs and warning signs.

Keywords: Health literacy, shared decision-making, informed consent, health misinformation, infodemic, social
media, artificial intelligence, herbal products, teach-back, patient education.
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EK A — TEMEL TANISAL ENDOSKOPIK ISLEMLER

OZET

Bu ek bolim; iist gastrointestinal sistem endoskopisi, kolonoskopi, fleksibl sigmoidoskopi, kapsiil endoskopi ve
balon enteroskopi gibi temel tanisal endoskopik islemlere yonelik standart hasta bilgilendirme ve aydinlatilmis
onam formlarini icermektedir. Formlar; islem endikasyonlari, hazirlik stireci, sedasyon, olasi komplikasyonlar,
alternatif yontemler ve islem sonrasi takip ilkelerini yapilandirilmis bicimde sunmay1 amaglamaktadir. Boliim,

hasta giivenligi, etik yaklasim ve standardize klinik iletisim ilkeleri dogrultusunda hazirlanmistir.

Anahtar kelimeler: Ust gastrointestinal sistem endoskopisi, kolonoskopi, kapsiil endoskopi, balon enteroskopi,

aydinlatilmis onam, hasta giivenligi

ABSTRACT

This supplementary section contains standard patient information and informed consent forms for basic
diagnostic endoscopic procedures, including upper gastrointestinal endoscopy, colonoscopy, flexible
sigmoidoscopy, capsule endoscopy, and balloon enteroscopy. The forms aim to present the indications for the
procedure, the preparation process, sedation, possible complications, alternative methods, and post-procedure
follow-up principles in a structured manner. The section has been prepared in accordance with patient safety,

ethical approach, and standardized clinical communication principles.

Keywords: Upper gastrointestinal endoscopy, colonoscopy, capsule endoscopy, balloon enteroscopy, informed

consent, patient safety
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148

B GiRig

Gastrointestinal endoskopi giintimiizde gastroenteroloji pratiginin temel tanisal araclarindan biridir. Tanisal en-
doskopik iglemler yalnizca mukozal degerlendirme saglamamakta; biyopsi, 6rnekleme, kanama odag tespiti ve
bir¢ok hastalikta erken tani agisindan kritik rol oynamaktadir. Ozellikle alarm semptomlari, gastrointestinal ka-
nama, demir eksikligi anemisi, kilo kayb, disfaji ve inflamatuvar hastaliklarin degerlendirilmesinde endoskopik
inceleme vazgecilmezdir. Modern tip pratiginde hasta giivenligi, etik ilkeler ve aydinlatilmis onam siireci endos-
kopik islemlerin ayrilmaz bir pargas: hiline gelmistir. Bu nedenle formlar yalnizca yasal gereklilikleri karsilamak
amaciyla degil; hasta-hekim iletisimini giiglendirmek, islem farkindaligini artirmak ve komplikasyon y6netimini
standardize etmek amaciyla hazirlanmigtir.

Bu boliimde yer alan formlar; islem endikasyonlari, hazirlik siireci, sedasyon, olas1 komplikasyonlar, alternatif
yontemler, islem sonras takip ve acil bagvuru kriterlerini giincel gastroenteroloji pratigi dogrultusunda yapilandi-
rilmis bigimde icermektedir.

Klinik Kullanim Amaci

o Endoskopi dncesi standart hasta bilgilendirmesi yapmak,

o Komplikasyon ve risk farkindaligin artirmak,

o Hasta-hekim iletisimini standardize etmek,

o Egitim hastanelerinde ortak dokiimantasyon dili olusturmak,
o Mediko-legal siireleri desteklemek amaciyla hazirlanmugtir.

@ KAYNAKLAR

ASGE Standards of Practice Committee. Informed consent for GI endoscopy. Gastrointest Endosc.
ESGE Guideline: Quality improvement in gastrointestinal endoscopy. Endoscopy.

WEO Endoscopy Quality Standards.

ACG Clinical Guideline: Upper Gastrointestinal and Lower Gastrointestinal Endoscopy.

Tirk Gastroenteroloji Dernegi Endoskopi Uygulama Rehberleri.
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EK B — ENDOSKOPIK TEDAVI VE ILERI GIRISIMLER

OZET

Bu bolim; polipektomi, EMR, ESD, ERCP, EUS, dilatasyon, stent uygulamalar1 ve diger ileri terapotik
endoskopik islemlere yonelik standart hasta bilgilendirme ve aydinlatilmis onam formlarin1 icermektedir.
Terapotik endoskopinin giderek artan klinik rolii nedeniyle komplikasyon farkindaligi, sedasyon giivenligi ve
multidisipliner yaklasim 6n plana ¢ikmaktadir. Formlar, ileri girisimsel endoskopi pratiginde hasta giivenligi ve

standardizasyonu desteklemek amaciyla hazirlanmistir.

Anahtar kelimeler: ERCP, EUS, EMR, ESD, polipektomi, terapdtik endoskopi, stent, dilatasyon, komplikasyon,

aydinlatilmis onam

ABSTRACT

This section contains standard patient information and informed consent forms for polypectomy, EMR, ESD, ERCP,
EUS, dilation, stent placement, and other advanced therapeutic endoscopic procedures. Due to the increasing
clinical role of therapeutic endoscopy, awareness of complications, sedation safety, and a multidisciplinary
approach is becoming increasingly important. The forms have been prepared to support patient safety and

standardization in advanced interventional endoscopy practice.

Keywords: ERCP, EUS, EMR, ESD, polypectomy, therapeutic endoscopy, stent, dilation, complication, informed

consent
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@ GIRiS

Son yillarda terapotik endoskopi alanindaki gelismeler, birgok gastrointestinal hastaligin cerrahiye gerek kalmadan
minimal invaziv yéntemlerle tedavi edilmesini miimkiin hale getirmistir. Ozellikle erken gastrointestinal neoplazi-
ler, pankreatobiliyer hastaliklar, benign ve malign darliklar, tigtincii bosluk endoskopisi ve girisimsel EUS uygula-
malar1 modern gastroenterolojinin temel alanlarindan biri haline gelmistir. Ancak bu islemler tanisal endoskopiye
gore daha yiiksek teknik zorluk ve komplikasyon riski tagimaktadir. Kanama, perforasyon, sedasyon iligkili komp-
likasyonlar ve islem sonrast takip gereksinimi nedeniyle hasta bilgilendirme siireci biiyitk 6nem tasir. Bu nedenle
hazirlanan formlar yalnizca hukuki onam belgesi degil; ayn1 zamanda standartlastirilmis klinik iletisim araglar
olarak planlanmugtir.

Bu béliimde yer alan formlar islem basamaklarini, teknik detaylari, potansiyel riskleri, alternatif tedavi sece-
neklerini ve islem sonras: dikkat edilmesi gereken noktalari giincel terap6tik endoskopi pratigi dogrultusunda kap-

samli bigimde i¢ermektedir.

Klinik Kullanim Amaci

o lleri endoskopik islemlerde standart hasta bilgilendirmesi saglamak,

o Kanama, perforasyon ve sedasyon risklerini a¢iklamak,

o Cerrahi ve endoskopik tedavi seceneklerini karsilastirmak,

« Islem sonrasi takip siireglerini standardize etmek,

o Klinik kalite ve giivenlik yaklasimini desteklemek amaciyla hazirlanmistir.

@ KAYNAKLAR

1. ESGE Guideline: Therapeutic Endoscopy Standards.

2. ASGE Standards for ERCP and EUS.

3. Japanese Gastric Cancer Association ESD Guidelines.

4. ACG Clinical Guideline: Management of Gastrointestinal Polyps.

5. WEO Quality Standards in Advanced Endoscopy.
——
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EK C — BESLENME, OBEZITE VE ILER| OZEL ENDOSKOPIK ISLEMLER

OZET

Bu boliimde PEG/PE], enteral beslenme girisimleri ve obeziteye yonelik ileri endoskopik islemlere ait hasta
bilgilendirme ve aydinlatilmis onam formlari sunulmustur. Uzun siireli enteral beslenme gereksinimi olan
hastalarda beslenme destegi yasam Kkalitesi ve tedavi stirekliligi agisindan kritik 6neme sahiptir. Boliim; hasta
glivenligi, aspirasyon riski, nutrisyonel degerlendirme ve multidisipliner yaklasim ilkeleri temel alinarak

hazirlanmistir.

Anahtar kelimeler: PEG, PE], enteral beslenme, malnutrisyon, obezite, bariatrik endoskopi, beslenme destegi

ABSTRACT

This chapter presents patient information and informed consent forms for PEG/PE], enteral nutrition
interventions, and advanced endoscopic procedures for obesity. Nutritional support is critically important
for quality of life and treatment continuity in patients requiring long-term enteral nutrition. This chapter was
prepared in accordance with the principles of patient safety, aspiration risk, nutritional assessment, and a

multidisciplinary approach.

Keywords: PEG, PE], enteral nutrition, malnutrition, obesity, bariatric endoscopy, nutritional support
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@ GiRiS

Beslenme destegi ve obezite yonetimi gastroenteroloji pratiginde giderek daha 6nemli bir alan héline gelmektedir.
Uzun siireli enteral beslenme gereksinimi olan hastalarda PEG/PE] uygulamalari yasam kalitesi, nutrisyonel destek
ve tedavi stirekliligi agisindan kritik rol oynamaktadir. Bunun yaninda obezite tedavisinde gelisen endoskopik yon-
temler, metabolik hastaliklarin yonetiminde yeni minimal invaziv secenekler sunmaktadir. Bu islemler ¢ogu zaman
ileri hasta grubunda uygulanmakta; malnutrisyon, aspirasyon riski, eslik eden sistemik hastaliklar ve sedasyon
gereksinimi nedeniyle multidisipliner yaklasim gerektirmektedir. Bu nedenle hasta egitimi, islem farkindalig1 ve

komplikasyon bilgilendirmesi siirecin 6nemli bir bilesenidir.

Bu boliimde yer alan formlar enteral erisim yontemleri, beslenme destegi, obeziteye yonelik endoskopik giri-
simler, komplikasyon yonetimi ve islem sonras1 bakim stire¢lerini standardize etmeyi amaglamaktadir.

Klinik Kullanim Amaci

o Uzun sireli enteral beslenme siireglerini standardize etmek,

o PEG/PE] komplikasyon farkindaligini artirmak,

o Hasta ve bakim veren egitimini desteklemek,

o Obezite ve beslenme iliskili girisimlerde hasta giivenligini artirmak,

o Multidisipliner beslenme yonetimini kolaylastirmak amaciyla hazirlanmigtir.

@ KAYNAKLAR

1. ESPEN Guideline on Clinical Nutrition.

2. ASGE Guideline for PEG Placement.

3. ESGE Guideline: Enteral Tubes and Nutrition Access.

4. Obesity and Endoscopic Bariatric Therapies Guidelines.

5. ASPEN Clinical Practice Recommendations.
——
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EK D — HEPATOLOJi VE GIRISIMSEL HEPATOLO)] ISLEMLERI

OZET

Bu boélim; karaciger biyopsisi, parasentez ve girisimsel hepatoloji uygulamalarina yonelik standart hasta
bilgilendirme ve aydinlatilmis onam formlarini icermektedir. Karaciger hastaliklarinin tani, evreleme ve tedavi
planlamasinda girisimsel hepatoloji islemleri 6nemli yer tutmaktadir. Boliim, komplikasyon ydnetimi, hasta

giivenligi ve multidisipliner hepatoloji yaklasimi esas alinarak hazirlanmistir.

Anahtar kelimeler: Karaciger biyopsisi, parasentez, hepatoloji, girisimsel hepatoloji, siroz

ABSTRACT

This section contains standard patient information and informed consent forms for liver biopsy, paracentesis,
and interventional hepatology procedures. Interventional hepatology procedures play an important role in the
diagnosis, staging, and treatment planning of liver diseases. This section has been prepared with a focus on

complication management, patient safety, and a multidisciplinary hepatology approach.

Keywords: Liver biopsy, paracentesis, hepatology, interventional hepatology, cirrhosis
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@ GiRiS

Karaciger hastaliklarinin degerlendirilmesinde biyopsi ve girisimsel islemler bircok durumda tanisal ve prognos-
tik agidan kritik 6neme sahiptir. Ozellikle kronik karaciger hastaliklar1, otoimmiin hepatitler, metabolik karaciger
hastaliklari, fokal karaciger lezyonlar: ve agiklanamayan karaciger test yiiksekligi gibi durumlarda histopatolojik
degerlendirme klinik karar siirecine 6nemli katk: saglar. Girisimsel hepatoloji islemleri kanama riski, sedasyon
ihtiyaci ve islem sonrasi takip gereksinimi nedeniyle dikkatli hasta se¢imi ve ayrintil bilgilendirme gerektirir. Bu
nedenle hazirlanan formlar yalnizca yasal onam siirecini degil; islem gtivenligi, komplikasyon farkindalig1 ve has-

ta-hekim iletisimini de desteklemeyi amaglamaktadr.

Bu boliimdeki formlar islem endikasyonlari, hazirlik siireci, komplikasyonlar, alternatif yontemler ve islem son-
rast izlem ilkelerini giincel hepatoloji pratigi dogrultusunda standartlastirilmis sekilde sunmaktadir.

Klinik Kullanim Amaci

 Girigimsel hepatoloji islemlerinde standart onam saglamak,

o Kanama ve komplikasyon risklerini agiklamak,

o Hasta glivenligi ve islem standardizasyonunu artirmak,

o Egitim hastanelerinde ortak uygulama dili olusturmak,

o Hepatoloji pratiginde kalite yaklagimini desteklemek amaciyla hazirlanmistir.

@ KAYNAKLAR

1. AASLD Practice Guidance.

2. EASL Clinical Practice Guidelines.

3. British Society of Gastroenterology Liver Biopsy Guidelines.

4. AASLD Guidance on Ascites and Portal Hypertension.

5. Tirk Karaciger Arastirmalar1 Dernegi Rehberleri.
——
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EK E — ORTAK GUVENLIK VE SUREG FORMLARI

OZET

Bu boliimde sedasyon/anestezi, antikoagiilan yonetimi, islem giivenligi, taburculuk onerileri ve ortak siire¢
yonetimine yonelik standart hasta bilgilendirme ve onam formlari yer almaktadir. Modern endoskopi pratiginde
hasta giivenligi; yalnizca teknik basar1 degil, islem 6ncesi hazirlik, sedasyon yonetimi, ilag diizenlenmesi ve
islem sonrasi izlemi de kapsamaktadir. B6liim, kalite standartlar1 ve giivenli endoskopi ilkeleri temel alinarak

hazirlanmistir.

Anahtar kelimeler: Sedasyon, anestezi, hasta giivenligi, antikoagiilan yonetimi, endoskopi komplikasyonlari,

kalite standartlari, taburculuk

ABSTRACT

This section includes standard patient information and consent forms for sedation/anesthesia, anticoagulant
management, procedure safety, discharge recommendations, and common process management. In modern
endoscopy practice, patient safety encompasses not only technical success but also pre-procedure preparation,
sedation management, medication regulation, and post-procedure monitoring. This section has been prepared

in accordance with quality standards and safe endoscopy principles.

Keywords: Sedation, anesthesia, patient safety, anticoagulant management, endoscopy complications, quality

standards, discharge
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@ GiRiS

Endoskopik ve girisimsel islemlerde hasta giivenligi yalnizca teknik basari ile sinirl degildir. Sedasyon uygulamala-
r1, ilag yonetimi, islem 6ncesi hazirlik, islem sonrasi izlem ve komplikasyon farkindaligi modern kalite standartla-
rinin temel bilegenleri arasinda yer almaktadir. Ozellikle ileri yas, komorbid hastaliklar, antikoagiilan kullanimi ve
derin sedasyon gerektiren islemlerin artmasy; standartlastirilmis siire¢ yonetimi ihtiyacini belirgin héale getirmistir.
Bu nedenle bu béliimde yer alan formlar hasta giivenligini artirmak, komplikasyonlar: azaltmak ve klinik uygula-

malarda ortak standart olusturmak amacryla hazirlanmistir.

Sedasyon ve anestezi siiregleri basta olmak tizere, islem iliskili giivenlik uygulamalar1 multidisipliner ekip yak-
lagimi gerektirir. Bu boliimdeki formlar giincel endoskopi giivenlik ilkeleri dogrultusunda yapilandirilmigtir.

Klinik Kullanim Amaci

o Sedasyon ve islem giivenligini standardize etmek,

o Antikoagiilan/antiagregan y6netimini desteklemek,

o Islem 6ncesi ve sonrasi siiregleri yapilandirmak,

o Komplikasyon risklerini azaltmak,

o Klinik kalite ve hasta giivenligi kiltiiriini giiglendirmek amaciyla hazirlanmugtir.

@ KAYNAKLAR

1. ASGE Sedation and Anesthesia Guidelines.

2. ESGE Guideline: Patient Safety in Endoscopy.

3. British Society of Gastroenterology Sedation Guidelines.

4. ASA Practice Guidelines for Sedation and Analgesia.

5. WEO Safety and Quality Standards in Endoscopy.
——
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