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Tek kesiden robotik meme basi koruyucu mastektomi: Arka taraf diseksiyonu ile
baslamanin avantaji
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OzZET

Giris ve Amag: Kadin icin 6nemli bir viicut belirleyicisi olan memenin kaybi, hastanin yasam kalitesinde (YK) biyik bir bozulmaya yol agmaktadir.
Bu morbiditenin ortadan kaldiriimasi ve YK'nin artirilmasi i¢in meme basi koruyucu mastektomi (MBKM) gelistirilmistir. Daha iyi kozmetik sonuglar
endoskopik MBKM'yi glindeme getirse de goris alanindaki ve sert uclu aletlerin kontroltindeki kisitlilik, diseksiyon boslugunu saglamadaki zorluk
robotik meme basi koruyucu mastektomiyi (rMBKM) dogurmustur.

Gereg ve Yontem: invaziv meme kanseri icin DaVinci Xi (Intuitive Surgical, Sunnyvale, CA) ile 2018'de Acibadem Mehmet Ali Aydinlar Universi-
tesi, Senoloji Arastirma Enstitlisu afiliye hastanelerinde rMBKM yapilan ¢ hastanin kayitlar retrospektif olarak incelendi. Tum memelerde (n=4)
diseksiyona posteriordan baslanmisti.

Bulgular: Birimde 2018-2019 yillari arasinda 738 meme kanseri hastasi ameliyat edilmis olup MBKM orani %31,4 (n= 232) idi. Bu hastalardan
Gigine DaVinci Xi robotik sistemi ile rIMBKM yapilmisti. Ameliyatlar bir hastada sol, bir hastada sag, bir hastada ise gift tarafli yapilmisti. Sadece 2
numarall, neoadjuvan kemoterapi alan, hastada ameliyattan alti (drenler gekildikten (i¢) hafta sonra seroma gozlendi ve dért haftada diizeldi. Tim
hastalar igin baska komplikasyon gézlenmedi. Ortanca 21 aylik takip suresinde lokorejyonel niiks veya metastaz gorilmedi.

Sonug: Tek kesiden robotik mastektomi subkutan plandan ziyade pre-pektoral plandan baslanarak kolay ve guivenli olarak gergeklestirilebilir.

Anahtar Kelimeler: Meme, robotik cerrahi, minimal invaziv cerrahi
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Fasciocutaneous elliptical rotation flap for pilonidal
sinus disease and its outcomes

Emre Gundogdu(®)

! Liv Hospital Ankara, General Surgery, Ankara, Turkey

ABSTRACT

Objective: Sacrococcygeal pilonidal sinus is a common disease especially in the Caucasians of the Middle East. It has been reported in the incidence
of 12-26 in a 100.000 population. Previously thought to be due to etiological reasons of congenital origin, it is now widely accepted as an acquired
disease. The optimal treatment for pilonidal sinus disease still has no consensus. The elliptical rotation flap was first described by Nessar in the surgery
of pilonidal sinus and reported successful results, but it has weak points. The purpose of this study was to share the findings of the fasciocutaneous
elliptic rotation flap technique retrospectively.

Material and Methods: One hundred and eighty-six patients (149 were males and 37 were females) operated for pilonidal disease with fasciocutane-
ous elliptic rotation flap between 2013 and 2018 were included into this study. Data of the patients including operation time, wound issues (infection,
seroma, wound separation), time required to return to daily activities, complete healing time and recurrence rates were recorded retrospectively.

Results: The patients’' complete healing time was 13 + 3 days and mean follow-up was 19 (6-37) months. Mean operative time was 43 + 13 minutes. Mean
time of drain removal was 2.20 + 1.18 days. There were no flap necrosis or ischemia. Postoperative infection developed in two patients (1%). Seroma de-
veloped in 7 (3.8%) patients. Partial wound dehiscence occurred in 5 (3.2%) patients. None of the cases developed hematoma or complete dehiscence. No
recurrence was observed in postoperative follow-ups.

Conclusion: Fasciocutaneous elliptical rotation flap is a method that has follow-up results similar to both the elliptical rotation flap technique and its
modification and can be safely preferred in the treatment of pilonidal sinus with its other advantages.

Keywords: Pilonidal sinus disease, elliptical rotation flap, limberg flap, rotation flap

INTRODUCTION

Pilonidal sinus disease (PSD) was first described by Herbert Mayo in 1883 as a cyst
containing hair at the natal cleft (1). Previously, this disease was believed to occur
only in the sacrococcygeal region; however, it has been shown that PSD can form in
the anal canal, and in the vulvar, umbilical, interdigital and scalp regions (2,3). Sacro-
coccygeal PSD is common especially in Caucasians of the Middle East (4). PSD can
appear as an abscess, a chronic sinus which causes persistent discharge, or a silent
cyst in the acute or chronic process (5). PSD has been reported with an incidence of
12-26 in 100.000 populations (6,7). Studies have shown that PSD is 3-7 times higher
in males than females (4,8,9). The disease often occurs around the ages of 15-35
and peaks between the ages of 17-27, and it’s rare after 45 years-old (10).

Etiology

Having been previously considered to be due to etiological reasons of congenital
Cite this article as: Giindogdu E. Fasciocutaneous elliptical origin (11), PSD is now widely accepted as a disease acquired as a result of presence
;‘l’}ri‘gosnujg"%%gg"(g;dg'lg";‘izd'sease and its outcomes. ot hajr in the gluteal sulcus (8). According to congenital theory, PSD is thought

to be formed either by residual epithelium in the skin and spinal canal or by the

Corresponding Author introduction of hair follicles into the cavity formed as a consequence of the mal
Emre Gundogdu fusion of the dermal layers in the early embryologic period (6). On the other hand,
Emailidremregtndogdi@gmailcom according to the acquired theory, free hairs are gathered at the deep natal cleft,
i‘zg:;‘zzllg%gzz%i% and a follicle penetrates the dermis by the friction power. Later on, a foreign-body
Available Online Date: 28.09.2020 reaction happens, and sinus formation takes place at this stage (12). This condition
©Copyright 2020 by Turkish Surgical Society Available online at has many predisposing factors, including deep and narrow natal clefts, moist sul-
ORI cus with chronic skin maceration, fissures or scar tissue at the natal cleft, regional
DOI: 10.47717/turkjsurg.2020.4917 trauma associated with long sitting times, poor hygiene, obesity and hairy body

type, and an increased number of free hair follicles (4,8,13).
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Treatment

The optimal treatment for PSD still has no consensus (5), but
ideal treatment should not be technically di cult and be easy
to apply, require short hospitalization and provide early return
to work and daily routine, ensure better cosmetic results and
low cost, and achieve low morbidity and low recurrence.

Non-operative methods such as laser epilation, phenol or fi-
brin glue injection are used alone or as an adjunct to operative
methods in the treatment of PSD. Operative techniques are very
diverse; simple excision primary suturing, excision and laying
open or marsupialization, Karydakis flap, Bascom technique,
Z-plasty, V-Y advancement flap, Limberg flap and its modifica-
tions, elliptical rotation flap (ERF) and its modification, gluteus
maximus fasciocutaneous flap, vacuum-assisted closure are the
most common methods widely used in clinic treatment (14).

Removal of the diseased tissue from the post sacral fascia is sim-
ilar in all operative techniques, but the main argument is how
to close the created defect. In addition to the complete removal
of the diseased tissue, the deep intergluteal sulcus, which plays
a role in the etiology of the disease, should be elevated and
flattened and thus, the accumulation of hair follicles, macer-
ation and fissure formation in this area should be prevented.
Moreover, it should be aimed to apply the option of a surgical
treatment that does not leave as much scar tissue in midline
as possible and does not cause tissue tension in this area (15).
Aim

Elliptical rotation flap (ERF) was first described by Nessar in the
surgery of pilonidal sinus and reported successful results (14).
In this described technique, the flap was prepared cutaneously
and the root of the flap pedicle was 1 cm wide. Later on, Dizen
et al. and Yoldas et al. (16,17) modified this technique, using an
oblique incision, instead of a vertical incision, to prevent scar
tissue formation in the midline and to place the lower edge of
the flap 1-2 cm laterally to the natal cleft and to flatten the in-
tergluteal sulcus.

The purpose of this study was to share the findings of the fascio-
cutaneous elliptic rotation flap (FERF) technigue retrospectively,
in which we could lateralize the flap edge without disrupting
flap viability that would provide less tissue loss.

MATERIAL and METHODS

One hundred and eighty-six patients operated for PSD with
FERF between 2013 and 2018 were included into this study. All
patients had chronic pilonidal sinus. Those who had previous-
ly been treated with non-operative techniques or those with
recurrent disease were excluded from the study. In addition,
patients with a disease that negatively a ected wound healing
(diabetes mellitus,immune deficiencies, etc.) or those who used
immunosuppressive therapy for any reason were also excluded.
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Informed consent was obtained from the patients by explain-
ing all operative surgical options. Data of the patients were re-
corded retrospectively. The study protocol was approved by the
Committee on Institutional Ethics of Liv Hospital.

Surgical Technique

Patients were taken to surgery on the day of their hospitaliza-
tion. They were operated under spinal or general anesthesia in
line with the decision taken by the patient and the anesthe-
siologist. In the operating room, the surgical area was shaved,
and 1 gr of cefazolin was given prophylactically to all patients
during anesthesia induction. The patient’s hip was placed in the
Jack-knife position and was lateralized with the help of adhesive
tapes on both sides to make the surgical field more visible (Fig-
ure 1a). Gluteal and sacral regions were prepared with the help
of iodine solution. All diseased tissue was excised till the post
sacral region with a simple elliptical incision made to include all
pit and lateral fistula openings in the intergluteal region (Figure
1b). After excision, traction bands in the hip were released, and
a drawing was made with a marker pen for the reconstruction
with flap. An elliptical flap was drawn at the same length and
width as the length of the excised area, regardless of which side
it was prepared. The distance between the lateral lower end of
the elliptic flap and the lower end of the excision area was set
by leaving a distance as long as the length of the widest part of
the excision area, contrary to the 1 cm distance described by
Nessar et al. (Figure 1c). Again, contrary to Nessar et al,, the flap
was not prepared cutaneously but fasciocutaneously, including
the fascia of the gluteus maximus muscle (Figure 1d). After the
flap was completely released, it was transposed into the post
sacral area (Figure 1e). After meticulous hemostasis, a hemovac
drain was inserted to the surgical area. The subcutaneous tissue
was then approached by 2-0 vicryl sutures. The skin was closed
with intermittent matrix sutures with 2/0 prolene, and care was
taken not to leave the nodes on the flap (Figure 1f).

Follow Up

Patients were discharged on the first post-operative day with
antibiotics and painkillers. If the drainage was below 20 ml, the
drain was removed during patient discharge, otherwise it was
waited until the drainage decreased below 20 ml in the outpa-
tient clinic follow-up to remove the drain. In order to prevent
sweating, wetting and maceration in the intergluteal sulcus, pa-
tients were advised to do wound dressings every day for a week
and place a rolled gauze in the newly created intergluteal area
during wound dressing. The patients were invited to outpatient
clinic controls on postoperative 2™, 71" and 12" days for wound
assessment and stitch removal. Following the first month after
surgery, the patients were advised to have a laser epilation cov-
ering the back, waist and hip areas if possible or a monthly epil-
ation with depilatory creams if not. Data of the patients includ-
ing operation time, wound issues (infection, seroma, wound

Turk J Surg 2020; 36 (3): 310-316
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i

Figure 1. Fasciocutaneous elliptical rotation flap technique; a. Lateralization 6f the hip with the help of adhesive tapes, b. Simple elliptical excision, c.
Flap preparation, d. Flap elevation, e. Transposition of the flap, f. Final view of the surgical area.

separation), time required to return to daily activities, complete analyzed using the Statistical Package for Social Sciences 21
healing time, and recurrence rates were recorded. (SPSS Inc., Chicago, IL, USA) for Mac.

Statistical Analyses RESULTS

Data were expressed as percentage, mean + standard error of Ofthe 186 patients who were operated on for PSD and underwent
the mean, or as median and interquartile range. All data were FERF, 149 (80.1%) were males and 37 (19.9%) were females. Mean

Turk J Surg 2020; 36 (3): 310-316



Table 1. Characteristics of the patients and the results of the fascio-
cutaneous elliptical rotation flap technique

FERF (n=186)

Age 236 £ 44 years
Sex
Male 149 (80.1%)
Female 37 (19.9%)
BMI 24.2 + 9.7 kg/m2
Previous abscess attack 119 (63.9%)
Type of anesthesia
Spinal 147 (79%)
General 39 (21%)
Operation time 43+ 13 min.
Drain removal time 220 + 1.18 days
Complications
Seroma 7 (3.8%)
Hematoma N/A
Dermal ischemia 1(0.5%)
Infection 2 (1%)
Complete wound dehiscence N/A
Partial wound dehiscence 5(3.2%)
Complete healing time 13 £ 3 days
Recurrence N/A

Follow up time 19 (6-37) months

FERF: Fasciocutaneous elliptic rotation flap, BMI: Body mass index.

age of the patients was 23.6 = 4.4. Mean body mass index (BMI) of
the patients was 24.2 + 9.7 kg/m? and 119 (63.9%) of the patients
described a previous abscess attack. Complete healing time of the
patients was 13 + 3 days. One hundred and forty-seven (79%) pa-
tients underwent spinal anesthesia and 39 (21%) were operated
under general anesthesia, and mean operative time was 43 + 13
minutes. Mean time of the patients'drain removal was 2.20 + 1.18
days. Mean follow-up time was 19 (6-37) months. There were no
flap necrosis or ischemia, but we encountered dermal ischemia
at the corner where the flap was removed in one patient, and the
flap was reconstructed. In two patients (1%) who developed post-
operative infections, the wound was treated by removing several
skin sutures and using antibiotics. Seroma developed in 7 (3.8%)
patients. Partial wound dehiscence occurred in 5 (3.2%) patients,
4 of whom developed seroma and 1 developed dermal ischemia
in the flap corner. None of the cases experienced hematoma or
complete dehiscence. No recurrence was observed in postoper-
ative follow-ups. Characteristics of the patients and results of the
FERF technique are summarized in Table-1.

DISCUSSION

There are many operative and non-operative options for the
treatment of PSD, but discussions about the optimal treatment
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is still ongoing. Although cosmetic results, length of hospital
stay, and the amount of postoperative pain are important in
ideal treatment, we are of the opinion that the surgical meth-
od should improve patient comfort as quickly as possible, pro-
vide early return to daily routines, should not require long-term
wound care, re-surgery and intervention, and cause recurrence.
Since the complications of the disease themselves and their
treatments often require patients and caregivers to go to the
0 ce or hospital for wound care, it causes individuals to lose
time from work or school (5).

Primary excision and lay open procedure, which have been
commonly used before, have a very long complete healing
period, and yet they have substantial levels of recurrence (18).
Primary closure of the wound is a simple method, but due to
the continuing natal cleft, it has a high rate of recurrence (19).
Nowadays, it is widely agreed that o -midline (rather than mid-
line) skin closure should become the preferred treatment after
wide excision of the sinuses. The evidence of this concept has
been shown by several randomized controlled studies and a
subsequent meta-analysis (15).

Due to the negative consequences of midline closure tech-
niques, Karydakis and Bascom have published their techniques
that provide o -midline closure and noted significant improve-
ments in morbidity and recurrence rates (8,13).

Rotation flap techniques have been successfully tried in patients
in the following process, as procedures that flatten the interglu-
teal sulcus depth, bring the suture line to an area other than the
midline, and reduce tissue tension seem advantageous. Today,
the most commonly used plasty methods are Limberg flap, V-Y
plasty, and Z plasty (5).

The Z-plasty method was first introduced by Monro and Mac-
Dermot for PSD treatment (20). This treatment has the disadvan-
tage that some of the scar tissue persists in the midline, which
is the leading cause of recurrence. With the Z-plasty technique,
Lamke et al. have noticed a 16% recurrence rate (21).

The V-Y advancement flap can cover the defects up to 10 cm
in size. In some studies, it has been shown that this technique
provides good healing and minimal wound complication and
good recurrence rates (22). Furthermore, Berkem et al. have
reported better results with o -midline V-Y plasty rather than
midline related V-Y plasty (23).

Limberg flap and its modifications are the most common-
ly known and accepted methods for PSD treatment with flap
technique (12). Cihan et al. have reported that reconstruction
with the Limberg flap gives better results than primary closure,
and the modified Limberg flap (MLF) technique corrects the
weaknesses of the standard limber flap and gives even better
results (24).

Turk J Surg 2020; 36 (3): 310-316
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Figure 2. Comparison of the resection areas required by the types of surgery to excise the same sized pilonidal sinus; a. Modified elliptical rotation
flap technique (Yellow area) vs. Fasciocutaneous elliptical rotation flap technique (Red area), b. Limberg flap technique (Blue area) vs. Fasciocutaneous
elliptical rotation flap technique (Red area).

In order to correct the acute angling end points in other flap
techniques, which are the causes of tissue ischemia, dehiscence
and infection, Nessar et al. have described the ERF technique
with 0% recurrence and short hospital stay (14). ERF technique
contains cutaneous flap with 1 cm pivot pointin its lower corner,
which has caused concerns about flap blood supply (25). Dizen
et al. have modified this technique for its weak point, which has
an end point in the natal cleft that causes maceration and pro-
longed wound healing with an oblique elliptical excision and
an opposite-sided flap, and they have also reported 0% recur-
rence again (16). Later on, Yoldas et al. have compared MERF
with MLF and reported no significant di erence between the
groups by means of flap ischemia, dehiscence, infection, pain
and quality of life; however, MERF has proven shorter operative
time and improved cosmetic outcomes. In addition, Yoldas et al.
have not reported any recurrence in the MERF group (17).

Fasciocutaneous flaps have been used for many decades in re-
constructive surgery. Fasciocutaneous flaps consisting of skin,
fat, and deep fascia have been successfully used to close 0 ava-
riety of limb, trunk, and head and neck defects. These flaps pro-
vide many advantages: they restore blood flow, increase healing
rate, and help restore function faster (26). In this study, we pre-
ferred a fasciocutaneous flap for the reconstruction of the exci-
sion area to remove the limitations of the ERF in the treatment of
PSD. In addition, we aimed to contribute to the flap blood sup-
ply by leaving the root width of the flap as wide as the distance
of the excision area, and also to reach the promising results of
the ERF technique. As a result of our study, we obtained a 0% re-
currence rate similar to previous studies and did not experience
flap ischemia or necrosis in any of our patients. We think that
the advantage of our technique compared to the MERF tech-

Turk J Surg 2020; 36 (3): 310-316

nique is that it requires less resection area (Figure 2a), especially
in complicated cases containing bilateral lateral fistula openings,
and allows flap preparation from any side if desired. We believe
that the superiority of our FERF technique over MLF technique
also requires a smaller surface area (Figure 2b) compared to the
rhomboid excision area of the elliptical excision area and thus,
has better cosmetic results and faster recovery.

CONCLUSION

In conclusion, itis to our belief that fasciocutaneous elliptical rota-
tion flap is a method that has follow-up results similar to both the
ERF technique and its modification and can be safely preferred in
the treatment of pilonidal sinus with its other advantages.
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Pilonidal sinis hastaliginda fasyokutan eliptik rotasyon flebi ve sonuclari
Emre Giindogdu®

! Liv Hospital Ankara, Genel Cerrahi, Ankara, Tiirkiye

OZET

Giris ve Amag: Sakrokoksigeal pilonidal sinus hastaligi 6zellikle Orta Dogu Kafkasyalilarinda yaygin bir hastaliktir. Yiz bin populasyonda 12-26
insidansinda rapor edilmistir. Daha 6nceleri konjenital orijinli etiyolojik nedenlerden kaynaklandigr dustinilmekteyken, giiniimuzde edinilmis
bir hastalik oldugu kabul edilmektedir. Pilonidal siniis hastaliginin ideal tedavisiyle ilgili hala bir fikir birligi yoktur. Eliptik rotasyon flebi ilk olarak
Nessar tarafindan pilonidal siniis cerrahisinde tanimlanmis ve basarili sonuglar bildirmistir, ancak bazi zayif noktalari vardir. Bu ¢alismanin amaci
fasioktitanoz eliptik rotasyon flep teknigini ve bulgularini retrospektif olarak paylasmaktir.

Gereg ve Yontem: 2013-2018 yillari arasinda pilonidal hastalik nedeniyle opere edilen ve fasioklitanoz eliptik rotasyon flebi uygulanan 186 hasta
(149'u erkek, 37'si kadin) calismaya dahil edildi. Ameliyat suresi, yara problemleri (infeksiyon, seroma, yara ayrismasi), gtinliik aktivitelere ddnme-
leri icin gereken sure, tam iyilesme suresi ve niiks oranlari da dahil olmak Uzere hastalarin verileri retrospektif olarak kaydedildi.

Bulgular: Hastalarin tam iyilesme surelerinin ortalamasi 13 + 3 glin, ortalama takip stresi 19 (6-37) aydi. Ortalama ameliyat suiresi 43 + 13 dakikay-
di. Dren gekilme siiresi ortalama 2,20 + 1,18 giindii. Hastalarin higbirisinde flep nekrozu veya iskemi gelismedi. iki hastada (%1) ameliyat sonrasi
infeksiyon gelisti. Yedi hastada (%3,8) seroma gelisti. Bes hastada (%3,2) kismi yara ayrimi meydana geldi. Olgularin hi¢birinde hematom veya tam
yara ayrismasi gelismedi. Postoperatif takiplerde niiks gortlmedi.

Sonug: Fasiokutanoz eliptik rotasyon flebi, hem eliptik rotasyon flebi teknigine hem de onun modifikasyonuna benzer takip sonuclarina sahip bir

Anahtar Kelimeler: Pilonidal sinus disease, elliptical rotation flap, limberg flap, rotation flap
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Ectopic adrenal gland tissue in the inguinal hernia sac
occuring in an adult
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ABSTRACT

Ectopic adrenal tissue is a benign lesion generally determined incidentally during a surgical intervention applied for another reason. This tissue may be
present along the path of the testicles and groin discovered during surgery. While the condition has been mainly reported in the pediatric population,
itis very rarely reported in adults. The aim of this study was to present an adult patient with ectopic adrenal tissue which was determined incidentally
within an indirect inguinal hernia sac.

Keywords: Adrenal glands, ectopic tissue, hernia sac, adult

INTRODUCTION

The observation of adrenal tissue ectopically in other localizations was first de-
scribed by Morgagni in 1740 (1). Currently, majority of the cases of ectopic adrenal
tissue are known to be encountered in the retroperitoneal area, the kidney pa-
renchyma, the celiac plexus, thorax, liver capsule, lungs brain and less often in the
spermatic cord, testis and the surrounding tissues (2). In the literature, it has been
noted that the majority, primarily in the pediatric age group, are determined inci-
dentally during surgery (1,3). In contrast to the literature, the case presented here
is 35 years old. In this age, ectopic adrenal tissue is very rarely seen in the location
of an inguinal hernia sac.

CASE REPORT

A 35-year-old male presented with complaints of pain and swelling in the right in-
guinal area. From anamnesis, it was learned that the complaints had been ongoing
for approximately 5 years and the pain and swelling increased when undertaking
strenuous labor. There was nothing remarkable in the patient history, and physical
examination determined a right-sided inguinal hernia. The decision was taken to
operate on the patient, who was informed on the surgical technique and a written
informed consent form was received. With this diagnosis, the patient was admitted
for surgery, and in the exploratory operation, it was seen that there was an indirect
Cite this article as: Zihni |, Karakose ©, Yilmaz §, Ozgelk inguinal hernia gnd W|th|n. the hernia sac, g yellow-colored .mass of a}pproanately
KC, Piilat H, Demir D. Ectopic adrenal gland tissue in the 5 mm. The hernia was excised together with the sac, and Lichtenstein herniorrha-
'3"69(‘13')"53"2*1‘6;2'33 sac oceuring in an adult. Turk J Surg 2020, phy was applied. No complications developed and the patient was discharged on
postoperative day 1. The histopathologic examination of the mass was reported as
ectopic adrenal tissue (Figure 1).
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FigUre 1. Ectopic adrenal cortex. (H&E, x100)‘.‘

gland develops. Aberrant adrenal glands or accessory adrenals
form between this 71" and 8" week. They develop in the form of
multiple primordial or separately secondary to the main gland.
If they are close to the main gland, they include the medulla
(1,4). Therefore, the majority of ectopic adrenal tissues seen in
the spermatic cord or the epididymis are formed from the cortex
section only. Consistent with these studies, in histopathologic
examination, only the cortex layer of the ectopic adrenal tissue
was in the specimen (Figure 1).

Extra-adrenal tissue is seen at a rate of 3% in children in inguinal
region operations and at 7.5-15% in the testis region of new-
borns. In inguinal region operations, extra-adrenal tissue is more
often encountered together with undescended testis than in
inguinal hernia (5,6).

Ectopic adrenal tissue within an inguinal hernia sac, as in the
current case, is rarely seen in adults. The reason for this is that
over time, ectopic adrenal tissue becomes atrophied (1). In their
search in the English literature, Mendez et al. (3) have found
117 reported cases in infants and children and only 25 cases
in adults. Adrenal ectopia at this site is encountered mainly in
males (3,5,7) and very rarely in females where the ectopic tissue
lies in a paraovarian location (8).

Ectopic adrenal tissue is known to be benign. In majority, nod-
ules are 1-5 mm in diameter, round and yellow in color. The
ectopic adrenal tissue can potentially undergo hyperplasia
and neoplasia. In some studies, it has been reported that these
nodules can transform to the pheochromocytoma, Leydig cell
tumor or adrenal adenoma. Therefore, surgical resection is ad-
visable whenever incidentally found (1,7,9). Furthermore, it has
been reported in the literature that compensatory hypertrophy

Turk J Surg 2020; 36 (3): 321-323

and re-function may be seen after adrenalectomy performed for
Cushing (2).

CONCLUSION

Ectopic adrenal tissue is usually found during inguinal surgery
in pediatric patients. Since it may undergo progressive atrophy
over time, it is rarely encountered in the adult age group. If yel-
low millimetric nodules are detected during inguinal surgery,
ectopic adrenal tissue should be considered in di erential diag-
nosis, and it should be excised for histopathologic analysis since
it is accepted as one of possible cause of malignancy.
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Yetiskin bir hastada inguinal herni kesesinde gortlen ektopik adrenal bez dokusu
ismail Zihnit, Oktay Karakdse!, Serkan Yilmaz?, Kazim Caglar Ozgelik!, Hiiseyin Piilat!, Derya Demir®
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OZET

Ektopik adrenal doku genellikle baska bir amacla yapilan cerrahi girisimlerde tesadiifen saptanan benign bir lezyondur. Bu lezyon kasik cerrahisi
sirasinda, testislerin inis yolu boyunca fark edilebilir. Bu durum genellikle cocuk hastalarda gorulmekle birlikte; cok nadir olarak yetiskinlerde
bildirilmektedir. Biz bu calismamizda; yetiskin bir hastada, indirekt inguinal fitik kesesi icinde tesadiifen saptanan, ektopik adrenal doku olgusunu
sunduk.

Anahtar Kelimeler: Adrenal bez, ektopik doku, fitik kesesi, yetiskin
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Prevention of inadvertent injury to the aberrant
hepatic artery arising from SMA during laparoscopic
pancreaticoduodenectomy
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ABSTRACT

Laparoscopic pancreatoduodenectomy is a challenging surgical procedure. Presence of aberrant hepatic artery arising from the superior mesenteric
artery increases the complexity througout dissection. Herein we propose some important points and tricks that help surgeon avoid an inadverdent
injury to aberrant hepatic artery during laparoscopic pancreatoduodenectomy.

Keywords: Pancreatoduodenectomy, laparoscopy, hepatic artery, injury
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Dissection during laparoscopic pancreaticoduodenectomy (LPD) is a complex
surgical intervention and requires a comprehensive understanding of anatomical
relations and vascular variations around the duodenum and hepatoduodenal
ligament. While the process carries a risk of inadvertent injury to the adjacent vas-
culature throughout the procedure, safe dissection along the superior mesenteric
artery (SMA) is extremely vital since nearly one fifth of the patients have aberrant
hepatic artery (HA) coming o of the superior mesenteric artery (1). If exists, the
replaced or accessory hepatic artery typically courses just right and inferior to the
portal vein. With accompanying video, this paper aims to share the technique we
adopt to avoid injury to the aberrant hepatic artery during LPD.

We believe adherence to some technical rules will significantly reduce the risk of
an accidental arterial injury during the procedure:

1. Preoperative radiological evaluation: Vascular anatomy and variations of the
hepatic artery should be assessed preoperatively with high quality computed
tomography imaging. Both arterial and portal phase images should be obtained.
The three commonest variations of HA coming o  of the SMA are accessory right
HA, replaced right HA and replaced common hepatic artery (Figure 1). It should

Accessoryright HA

N

Replaced right HA

X

Replaced common HA

Figure 1. Three commonly encountered types of aberrant hepatic artery arising from the
superior mesenteric artery.
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also be noted that the aberrant vessel may have a short or long
course beneath the portal vein (PV).

2. The landmark #1 to identify aberrant HA: The first jejunal
branch of the superior mesenteric vein (SMV) is a reliable land-
mark to identify the area where SMA is encountered during
the uncinate process dissection (Video). However, an aber-
rant HA often origins from a point closer to the root of SMA.
Radiological assessment with MPR images aids in determining
the level at which the aberrant artery comes o .

3. Traction and counter-traction: Adequate retraction with
proper triangulation of the organs and tissues is of paramount
importance during advanced laparoscopic surgery. However,
over traction on portal vein may also cause axial displacement
of the vein; which, in turn, can disrupt surgeon’s orientation to
the portal vein/aberrant HA relationship (Video: asterisk shows
tip of the sealing device while dissecting on incorrect area).
Anatomical vascular neighborhoods should be checked by
releasing all retractors if suspicion arises.

4. The landmark #2 to identify aberrant HA: It is easier to iden-
tify an aberrant HA during dissection of the hepatoduodenal
ligament (HDL) than when uncinate process is being dissected
(video). The artery can be found just beneath the common
bile duct (CBD) immediately after the gastroduodenal artery
is ligated and divided. It is now our practice to complete HDL
dissection and secure HA, PV, CBD and accessory/replaced HA
(if any) by placing a tape around each. This should preferentially
precede dissection over the inferior edge of the pancreas, infra-
pancreatic tunnel creation and uncinate process dissection.

Turk J Surg 2020; 36 (3): 324-325
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Transection of the neck of the pancreas should not be delayed.
Nevertheless, it is essential to know that earlier identification of
an aberrant HA distally may not guarantee to prevention of the
the artery during uncinate process dissection.

5. Nearby structures mistaken for aberrant HA: A thick lym-
phatic vessel or a long lymph node may be mistaken for an
accessory or replaced HA, especially when the uncinate process
dissection has fairly advanced (Video). Looking for arterial pul-
sation helps discriminate between an artery and a lymphatic
vessel. Continuity of the structure should also be viewed before
placement of a sealing device at this region.
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Laparoskopik pankreatikoduodenektomi sirasinda SMA koékenli aberran hepatik arter

yaralanmasinin dnlenmesi
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OZET

Laparoskopik pankreatoduodenektomi oldukga zorlu bir cerrahi islemdir. Siperior mezenterik arter kaynakli aberran hepatik arter varligi diseksi-
yonu daha da kompleks hale getirmektedir. Bu yazida, laparoskopik pankreatoduodenektomi ameliyati sirasinda cerrahin aberran hepatik arteri
yaralamasini 6nlemeye yardimci olacak bazi dnemli nokta ve puf noktalari dnerilmistir.
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