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Degerli Meslektaslarimiz,

Turk Girisimsel Radyoloji Dernegi'nin (TGRD) duzenledigi TGRD 2025 Yillik Kongresi & EVIS
Uluslararasi Ortak Toplantisi, Kaya Convention Center, Antalya'da diizenlenecektir.

Bir onceki toplantinin gerceklesmesindeki katkilari icin gecen donem bilimsel kurul baskani
Prof. Dr. Feyyaz Baltacioglu ve danisma kurulu baskani Prof. Dr. Bllent Arslan olmak Gizere emegi
gecen herkese ¢ok tesekkur ediyoruz.

Pek cok kez kongrelerimize ev sahipligi yapan Antalya’nin iklimi, ulasim rahathgi, konaklama
olanaklar ve kongre deneyimiyle toplantimiza katki saglayacagini ve katilimci memnuniyetini
artiracagini dusiinuyoruz.

Turk Girisimsel Radyoloji toplulugunu temsil eden en 6nemli kurum olarak toplantimizin birincil
onceliginin egitim oldugunu distinmekteyiz. Gerek bilimsel kurulumuzu ve danisma kurulumuzu
olusturan arkadaslarimizin 6nerilerini, gerekse onceki toplantilarda katilimcilarin ilgi tercihlerini
g6z 6nlne alarak daha interaktif bir toplanti diizenlemeyi hedefledik. Bu amacgla olgu bazli
tartismalar, video destekli egitim oturumlari ve atélye (workshop) calismalari diizenledik. Yanisira
girisimsel radyolojideki son gelismelerin ve uygulamalarin, yeni ¢ikan literatir bilgilerinin ve
yardimci konularin aktarildigi kisa fakat ogretici dersler planladik. Toplantimizin program akisi
icerisinde her katiimcinin ilgisini saglamak adina ayni anda birden fazla salonda farkh etkinlikler
olmasini amacladik.

Gerek dernegimizin gerekse kongremizin uluslararasi bilinirliligini ve bu sayede katilimini
artirabilmek amaci ile, uluslararasi endistri firmalarimizin da destegini alarak, farkli Glkelerin
Girisimsel Radyoloji Dernek yoneticilerini ve hekimlerini toplantimiza davet ettik. Umariz bu yil,
diger ulkelerdeki meslektaslarimizla isbirligini artirmak ve kongremizin egitim ve bilimsel
iceriginin daha genis bir cografyaya ulasmasini saglamak icin iyi bir baslangic olur.

Girisimsel radyolojiye gonul vermis tim meslektaslarimizi, asistanlarimizi, uzmanlarimizi ve
hocalarimizi aramizda goérmek bizi cok mutlu edecektir. Ayrica, camiamiza desteklerini
esirgemeyen degerli endustri temsilcilerinin de yuksek duizeyde katilimlarini bekliyoruz.

Antalya'da 4-8 Nisan 2025 tarihinde bulusmak tizere saygilarimizi sunuyoruz.

Kongre Duzenleme Kurulu
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YILLIK KONGRESI & EVIS ULUSLARARASI KeyalKongrelMEgEs

KURULLAR

TGRD Yonetim Kurulu
TGRD Yonetim Kurulu Baskani
Dr. Levent Oguzkurt

TGRD Genel Sekreteri
Dr. Koray Akkan

TGRD Saymani
Dr. Mustafa Ozdemir

TGRD Yoénetim Kurulu Uyeleri
Dr. Huiseyin Tugsan Balli
Dr. Mehmet Halil Oztiirk
Dr. Sinan Sahin
Dr. Tlirkmen Turan Ciftgi

Bilimsel Kurul
Bilimsel Kurul Baskani
Dr. Bora Peynircioglu

Bilimsel Kurul Bagkan Yardimcisi
Dr. Fatih Boyvat

Bilimsel Kurul Uyeleri
Dr. Aytacg Gulcu
Dr. Devrim Akinci
Dr. Hakan Artas
Dr. Mustafa Parildar
Dr. Osman Kizilkilig
Dr. Ozgiir Nuri Kilickesmez
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LEARNING CENTERS

Medtronic
TGRD Training Village Aort Program

11.00-11.30
Chronic Subdural Hematoma Treatment 4
Tips and Tricks ERUMO
Ahmet Baran Onal Hands-on Training

11:30- 12:30
PadMan Atherectomy Training
Yusuf Yener

14:00 - 15:00
EVAR Sizing & Planning
Basak Ozmen, Ethan Corbaciogilu

Medtronic
TGRD Training Village Aort Program

11.00-11.30
Pelvic Congestion Syndrome Case
Discussion Tips and Tricks lﬁ RUMO
Bora Peynirciogilu
Hands-on Training
14:00 - 15:00
Embolizasyon Hands on
Gonca Eldem

15:00-15:30
Venous Stenting Tips and Tricks
Ferdi Cay

Bost
Scientific

Advancing science for life™ Ca“ G“
HANDS-ONDEVICETRAINING:

Modern Endovascularinterventions 11:30 - 12:00
Anjiyo Kullaniminda
10:00 - 10:45 Ince Ayrintilar

Jetstream & IVUS s
Vinko Vijdak ; , Ugur timagoz

13:30 - 14:15 14:30 - 15:00

Peripheral Embolization Dogru Bilinen Yanlslar ve
Ozgir Kilickesmez Bunlarin Doza Yansimasi

Halit Kocatiitk, Ugur Elmagdz
15:00 - 15:45

Jetstream & IVUS
Vinko Vijdak

BERAY

SAGLIK SISTEMLERI

09:30 - 11:00
Tiroid Nodil Termal Ablasyon Tedavisi
Tiimay Bekdi, Samet Genez

11:30-12:30
Paratiroid Adenomlarinda Termal Ablasyon
Mehmet Korkmaz, Furkan Ertiirk Urfal

Ole Arast

13:30 - 15:00
Bilier Darliklarda RF Ablasyon
Mehmet Fatih Incekli

15:30 - 17:00
Babrek Patolojilerinde Termal Ablasyon
Onur Taydas, Ural Ko

BERAY

SAGLIK SISTEMLERI
09:00-10:30
Meme Patolojilerinde Termal Ablasyon
Berat Acu, Mehmet Korkmaz

11:00-12:30
Tiroid Patolojilerinde Termal Ablasyon
Cem Yiicel

Ogle Arasi

13:30 - 15:00
Akciger Patolojilerinde Termal Ablasyon
Ferhat Can Piskin, Bisar Akbas

15:30 - 17:00
Osteoid Osteomada Termal Ablosyon
Mehmet Fatih Incekl;, Velihan Cayhan

ENDOMED SERVE
10:00 - 10:30
Tek Merkez Solaris Self-Expandable Kaph Stent
Tecriihemiz (85 Hasta)
Mehmet Koray Akkan

10:30 - 11:00 .
Angiodroid Karbondioksit Anjiografi Olgu Ornekleri
Mustafa Ozdemir

11:00- 11:30
Aortoilyak Arterlerde BeGraft/Solaris Kapl
Stentlerin Kullanimi
Murat Canyigit

14:00 - 17:00
(lothoid Siitiirlii Kastk Kapama Gihazi
Hands-on Training
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14:00-17:00

GR'DE KLINiK UYGULAMALAR

14:00-15:00 GRde akilar ilac kullanimi Mehmet Giimis
15:00-17:00 GRde islem Gncesi ve sonrast hasta degerlendirme Frdem Birgi
5 NISAN 2025, CUMARTESI Salon A
09:30-10:00  AILIS
Actlis Konusmasi Levent Oguzkurt

10:00-11:00
10:00-10:15
10:15-10:30
10:30-10:45
10:45-11:00

11:00-11:30

11:30-12:30
11:30-11:40
11:40-11:50
11:50-12:00
12:00-12:10
12:10-12:30

13:30-15:00
13:30-13:45
13:45-14:00
14:00-14:15
14:15-14:30
14:30-15:00

15:00-15:30

15:30-17:00
15:30-15:40
15:40-15:55
15:55-16:05
16:05-16:20
16:20-16:26

16:26-17:00

17:00-17:15

17:15-18:00

KAHVE ARASI >

GIRiSIMSEL RADYOLOJI'DE YENi UFUKLAR
Girisimsel Radyoloji Anabilim Dal

Yeni Silar ve Doku Ablasyon Ajanlan

Yapay Zeka Neler Gefirecek

Tarhisma

3

EKLEM EMBOLIZASYONLARINDA YENILIKLER

Genikulat Arter Embolizasyonunda Yenilikler

Omuz ve Dirsek Embolizasyonlan Etkili midir?

El ve Ayak /Ayak Bilegi Embolizasyonlan

Benign ve Malign Kas Iskelet Sistemi Tumirlerinde Embolizasyon ve Ablasyon
Tarhisma

NORO: SEREBRAL AVM'lerde TEDAVI
Multiplug Tek Seans Kiratif Embolizasyon
Transvendz Embolizasyon

Gamma-Knife ile Tedavi

AVM'lerde Cerrahi Tedavi

Tartisma

S

KAHVE ARASI w

NORO: SEREBRAL BiFURKASYON ANEVRIZMALARINDA TEDAVi

Balon Modelleme ve Pimer Koilleme Olmazsa Olmazdir

Y Stent Vazgegilmezdir

Basit C6zim En Iyi Cozomdar; Flow Diverter-Flow Disrupter

Bifurkasyon Anevrizmalannda Cerrahi Tedavi

Secilmis Bildiri: $S-05 Comprehensive Evaluation of Serpentine Aneurysms: a Systematic
Review and Meta-unalysis with a Subanalysis for Treatment Approaches

Alperen Flek, Celal Cinar, Irshad Allahverdiyev, Kenan Kerem Ozcinar, Adem C. Yazid,
Mahmut Kusbeci, Egemen Ozturk, Ismail Oran

Tartisma

DISTINGUISHED FELLOWSHIP OTURUMU

AKSAM SOHBETLERI 1: TURKIYE'DE GiRiSiMSEL RADYOLOJi TARIHI

Baki Hekimoglu, Biilent Acunas
Biilent Arslan

Rahmi Okli

Deniz Alls

Timur Sinde], Osman Koc
Ozgir Kilickesmez

Onur Taydas

Ferdi Cay

Saim Yilmaz

Mehmet Halil Oztiirk, Olcay Cizmeli
Saruhan Cekirge

Osman Kizilkilic

Selcuk Peker

Bans Kiicikydirik

Umit Belet, Feyyaz Baltaciogilu
Naci Kocer

Osman Kizilkihe

Isil Saatci

Bans Kiicikydiriik

Alperen Flek

Okan Akhan

Olcay Cizmeli, Okan Akhan
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11:30-12:30
11:30-11:40
11:40-11:50
11:50-12:00
12:00-12:10
12:10-12:30

13:30-15:00

OLIVE

ILERi ANJIYOGRAFiK COZUMLER

4K Anjiyografi

Anjiyo Esliginde Biyopsi ve Cone Beam (T

(02 Anjiyografi ve Yeni Cozimler

DSA nin Sonu mu? DVA, RSM Gelecekte Neler Var?
Tarhsma

CANLI YAYIN (ONKOLOJi)
Onkoloji 1. Olgu )
Canh Yayin Merkezi: Inoni Universitesi Tip Fokilltesi Hastanesi

3

Feyyaz Baltacioglu, Hiiseyin Akan
Civan Islok

Murat Dokdak

Burcak Gimils

Hiseyin Tugisan Ball

Murat Dékdak, Mustafa Ozdemir
Operator: Ramazan Kutlu

15:00-15:30  KAHVE ARASI li>
15:30-17:00 CANLI YAYIN (ONKOLOJi) Murat Dékdok, Mustafa Ozdemir
'OLIVE) Onkoloji 2. Olgy Operator: Romazan Kutly
Canli Yaym Merkezi: Indnis Universitesi Tip Fakltesi Hastanesi
5 NiSAN 2025, CUMARTESI Salon C
11:30-12:30  VENOZ: VARIS TEDAVISI Levent Oiuzkurt, Ciineyt Aytekin
11:30-11:40 Anatomi ve Renkli Doppler US Degerlendirme: Yenilik Var mi? Aloaddin Nayman
11:40-11:50 Gincel Ablasyon Yantemlerinin Avantaj ve Dezavantajlan Levent Oguzkurt
11:50-12:00 Tipik ve Atipik Varislerde Olgu Omekleriyle Tedavi Yaklagimlan Ugur Ozkan
12:00-12:10 Giincel Kilavuzlar ve Literatir Ne Diyor? Mehmet Serkan Giir
12:10-12:30 Tartisma
13:30-15:00  ViSERAL ARTER GiRI$iMLERi: OLGULARLA OGRENELIM Mustafa Panldar
Panelistler: Bora Peynircioglu, Fatih Boyvat, Ozgiir Kilickesmez, Levent Oguzkurt
13:30-13:40 Splenik Arter Anevrizmasi: Akim Yonlendirici Stent ile Tedavi Standart Olabilir mi? Mahmut Kiisbeci
13:40-13:50 Izole Mezenterik Arter Diseksiyonu Konservatif Tedovi Edilir Ama ya Komplike Olan? Mahmut Kiisbeci
13:50-14:00 Aorta-SMA By-Pass Greft Akut Trombozunda Trombiis Aspirasyonu? Tromboliz? Balon Stent? Mahmut Kiisbeci
14:00-14:10 Leriche Sendromunda Kissing Stent ile Tedavi Sonrasi Gelisen AA: Ne Olacak Simdi? Ugurcan Balyemez
14:10-14:20 Ortak Splenomezenterik Trunkus Anevrizmasi Nadir Gorilir. Tedavi Plani Ne Olmali? Nasil Yapmah?  Ugurcan Balyemez
14:20-14:30 Renal Arter Osteal Anevrizmasinda Woven EndoBridge Device (WEB) Sart mi? Gonca Eldem
14:30-15:00 Panel
15:00-15:30  KAHVEARASI OB

15:30-16:30
15:30-15:40
15:40-15:50
15:50-16:10
16:10-16:20
16:20-16:30

GiRISIMSEL RADYOLOJi: OLMAZSA OLMAZLAR

GRde Anestezi

GR Poliklinik ve Yatakli Servis Uygulamalan Mevzuati

GR Poliklinik ve Yatakli Servis Uygulomalan: Sakarya Universitesi Deneyimi
GR Yatakli Servis Uygulamalan: Akdeniz Universitesi Deneyimi

Tarhsma

Heves Karagaz, Sinan Sahin
Heves Karagdz

Mehmet Halil Oztiirk

Mustafa Ozdemir (Sakarya)
Demet Giindiiz

Gelir Tahakkuk Uzmani
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11:30-12:30  PERKUTAN AGRI YONETIMi Devrim Akinai, Hakan Artas
11:30-11:40 Epidural, Sivatik ve Femoral Bloklar Mehmet Fatih Inecikli
11:40-11:50 Hepatik, Hipogastrik ve Cdlyak, Splanknik Blokaj Omir Gencel

11:50-12:00 Agnh Kemik Lezyonlarinda Agin Palyasyonu Tiirkmen Turan Ciffci
12:00-12:10 Spinal ve Vertebral Farkli Girisimler Emre Unal

12:10-12:30 Tarhisma

14:00-15:00  SOZLU BILDIRILER - 1 Mehmet Korkmaz, Aylin Hasanefendiogilu
5508 Direct intrahepatic portocaval shunt (DIPS) for pediatric noncirthotic portal hypertension: transsplenic approach
Javid Ahmadov, Njat Alishev, Aghakishi Yahyayev

5509 Percutaneous Transhepatic Cholangiography (PTC) Experience in Pediatric Patients at Ege University Hospital
Erencan Karakoc, Mahmut Kiisbeci, Celal Cinar, Halil Bozkaya, Mustafa Pardar, [smail Oran

§$10 Laparoskopik Kolesistekfomi Sonrasi Safra Yolu Yaralanmalaninin Yénefiminde Perkiitan Yaklasim ve Uzun Danem Sonuglan
Giiven Kahnman, Muhammed Musa Onem

S$11 Predictive Factors for Recurrent Hemoptysis After Bronchial Artery Embolization
Nigar Seyma Cabioglu, Ali Dablan, Oguzhan Tiirksayar, Tugice Barca Seker, Merve Ekinci Fidan

$S$12 Kolorektal ve Kolorekfal Olmayan Karaciger Metastazlannda Perkiitan Termal Ablasyon: Termal Ablasyonsuz Gegen Siirenin ve
Diger Prognostik Fakitrlerin Sagkalima Etkisi
Onder Fraslan, Onur Frgun

§$13 Short to Mid-ferm Qutcomes of Flow Re-Direction Endoluminal Device X (FRED™ X™) in the Management of Intracranial
Aneurysms: Mefa-Analysis |
Alperen Elek, Giifern Dindar, Sidar Karagéiz, Semra Yiicel, Celal Cinar, Mahmut Kiisbeci, Egemen Ozturk, [smail Oran

N A Comparison of Mechanical Thrombectomy Outcomes between M2 occlusion and M1 occlusion
Nazim Cetinkaya, Feyza Zengin, Umut Erdem, Eyijp Camurcuogilu

SS16 Choice of embolization agent in preoperative embolization of hypervascular spinal malignancies
Andrey Tarkhanov, Gabriel Bartal, Sergey Druzhin, Rafael Shakhbazyan

SS$17 Endovascular Stenting for Chronic Mesenteric Ischemia: Evaluating Its Safety and Effectiveness for Symptom Alleviation
Mehmet Cingoz, Berk Titiincuogly

*Bildiriler icin 5 dakika sunum, 1 dakika tartisma belirlenmistir.

S

15:00-15:30  KAHVE ARASI w

15:30-17:00 ERKEK SAGLIGI Barbaros Erhan Gil, Ozgiir Kilickesmez
15:30-15:42 Varikosel Osman Ocal

15:42-15:54 Prostat Ca Tanisinda Multiparametrik MR Fizyon Biyopsi Teknikleri ve Lokal Ablasyon? Barbaros Erhan (il

15:54-16:06 Prostat Embolizasyonu: Basansiz Islem ve Rekiirrens Nedenleri/Cozimleri Bora Peynirciogly

16:06-16:18 Penil Arteriyel ve Viendz Problemler ve (ozimler? Ozgir Kilickesmez

16:18-16:30 Hemoroid Embolizasyonu: Hangi Damarlar? Hangi Embolizanlar? Ferdi Cay

16:30-16:36 Secilmis Bildiriz $5-02 Endovenous luser ablation and sclerotherapy in the treatment of varicocele Javid Ahmadov

Javid Ahmadov, Aghakishi Yahyayev, Nijat Alishev, Ramin Ismayilov
16:36-17:00 Tarhisma
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() 09:00-10:30
09:00:09:12
09:12-09:24
09:2409:36
09:36:09:48
09:48-10:00
10:00-10:12
10:12-10:18

10:18-10:30

10:30-11:00

11:00-12:30

¢ ) 13:30-15:00

13:30-13:40
13:40-13:50
13:50-14:00

14:00-14:10
14:10-14:20

14:20-14:30
14:30-15:00

15:00-15:30

15:30-17:00
15:30-15:40
15:40-15:50
15:50-16:00
16:00-16:10
16:10-16:20
16:20-16:30
16:30-17:00

17:15-18:00

PORTAL HiPERTANSIYON (TSIR/EVIS)

Endovascular Treatment in Acute Portal Viein Thrombosis: When and How?

Kronik Portal Ven Trombozunda Endovaskiller Stratejiler

TIPS: Islem Sirasinda Problemler- Nasil (6zeriz?

How fo Increase TIPS Practice?

Splenic Emholization in Porfal Hypertension: Should It Be Done?

Portal Hipertansiyonda Varis Embolizasyonu: Hangi Yontem? Neden?

Secilmis Bildiriz $S-03 Malignite Icermeyen, Nonsirofik ve Nativ Karacigerde Gelisen

Fatih Boyvat, Biilent Arslan, Romaric Loffroy

Sven Kuestermann
Levent Oguzkurt

Fatih Boyvat

George Behrens

Wael Saad

Orhan Ozkan

Enes Muhammed Cantiirk

Kronik Portal Ven Trombozunda Endovaskiiler Rekanalizasyon Basansi ve Erken Danem Takip Sonuglan

Fnes Muhammed Cantiirk, Mert Bayramogiy, Vugar Samadll, Levent Oguzkurt
Tarhsma

S

KAHVE ARASI w

ASISTANLAR YARISIYOR

PERIPHERAL ARTERIAL INTERVENTIONS: CASE BASED

Levent Ouzkurt, Mustafa Ozdemir (Ankara), Gonca Eldem

Ayman Al-Sibaie, Vinko Vidjak

Aortoiliac Recanalization: Case Demonstrating Use of Advanced Tools and Choices of Stents/Stents Grafts  Ayman AFSibaie

Aortoiliac Recanalization Rupture: Case Demonstrating How to Prevent/Manage Rupture
Femoropopliteal Recanalization:
Case Showing How to Fight Against Calcium And Review of Tools For Severe Calcium

Femoropopliteal Recanalization: Case(S) Showing Crossing and Re-Entry Options in Long Lesions

Tibiopedal Recanalization: Cases With Complex Access Options/Transcollateral Approach,
Multiple And /Or Antegrade Pedal Access

Tibiopedal Complications: Rupture /Thrombosis and How o Manage By Cases

Discussion

S

KAHVE ARASI w

INTERVENTIONAL ONCOLOGY SESSION 1

Current Updates on HCC Management

¥-90 vs TACE in HCC

Review of Y-90 Therapy Options in HCC And Metastatic Liver Ca
Ablation in Primary And Metastatic Liver Ca

How Does Advances in Systemic Treatment Impacts Locoregional Therapy Options in HCC.

New Technologies (US Guided Ablation, Robotics, Integration Of Al) in Liver Lesions
Discussion

AKSAM SOHBETLERI 2: DOLABIMDAKI ISKELETLER

Tino Pena

Rahul Patel
Vinko Vidjok

Mike Watts
Kumar Madassery

Orhan Ozkan, Igor Pogrebnyakov
Aleksandar Gjoreski

Koray Given

Hiseyin Tugisan Ball

Aytac Gillci

Orhan Ozkan

Tino Pena

Izzet Rozanes
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08:00-09:00 CALISTAY 1: KAROTiS STENTLEME

09:00-10:30 CANLI YAYIN

Periferal Vaskdler Girigim 1. Olgu -
HIENIE Dizalh Girisim

Canli Yayin Merkezi: Ankara Bilkent Sehir Hastanesi

S

10:30-11:00  KAHVE ARASI w

11:00-12:30 CANLI YAYIN
OLIVE Periferal Vaskdler Girigim 2. Olgu

Yizeyel Femoral Arter Girisimi
Canli Yayin Merkezi: Ankara Bilkent Sehir Hastanesi

13:30-15:00 CANLI YAYIN (EMBOLIZASYON)

Embolizasyon 1. Olgu
OLIVE Canli Yaym Merkezi: Ankara Bilkent Sehir Hastanesi

S

15:00-15:30  KAHVE ARASI w

15:30-17:00 CANLI YAYIN (EMBOLIZASYON)

(OLIVE) Embolizasyon 2. Olgu
Canli Yayin Merkezi: Ankara Bilkent Sehir Hastanesi

Mustafa Panldar, Osman Kizilkihe

Burcak Giimiis, Mehmet Koray Akkan
Operator: Murat Canyigit

Burcak Giimiis, Mehmet Koray Akkan
Operatdr: Murat Canyigit

Boston
Scientific

Advancing science for life™

Ali Harman, Utku Mahir Yildirim
Operator: Ozgir Kilickesmez

Ali Harman, Utku Mahir Yildhrim
Operator: Ozgir Kilickesmez

6 NISAN 2025, PAZAR SalonC

08:00-09:00  CALISTAY 2: DIYALIZ FiSTUL GIRiSiMLERI

09:00-10:30 NASIL YAPIYORUM?

09:0009:12 Vendz Port: Zor Vakalarda Cozimler

09:12-09:24 Biyopsi ve Drenajda Piif Noktalar

09:24-09:36 Yavas Akimli VM Tedavisinde Hangi Sklerozan, Neden ve Nasil?
09:36-09:48 Uriner Girisimler, Zor Vakalarda Cozomler

09:48-10:00 Acil Kanamalarda Embolizasyon

10:00-10:12 Bariatrik Cerrahi Komplikasyonlarnin Perkiitan Yonetimi
10:12-10:30 Tarhsma

S

10:30-11:00  KAHVE ARASI w

11:00-12:00  NORO OTURUMU 3: ISKEMiK INME GUNCELLEME
11:00-11:20 Iskemik Inme Literatiir Giincellemesi

11:20-11:40 Hemoraiik Inme Literafir Giincellemesi

11:40-12:00 Mekanik Trombektomi Literatiir Giincellemesi

12:00-12:30 UYDU SEMPOZYUMU
Girisimsel Radyolojide Anjiyografik (oziimlerde Yeni Oyuncu : SHIMADZU Trinias Opera
Hiiseyin Tugsan Ball, Bilal Kaya

Aytac Gilci, Orkun Sarioglu

Devrim Akinc, Erkan Yildirm
Nurullah Dogian

lhan Nahit Mutlu

Omer Fatih Nas

Devrim Akinai

Erkan Yildimm

Hakan Artas

Farid Aladham, Ahmet Baran Onal
Murat Veliogly

Bora Korkmazer

Yilmaz Onal

Salon C

@ “Since 1984” mﬂ [I
HEALTHCARE GROUP

EsSHIMADZU

Excellence in Science
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13:30-15:00 NORO OTURUMU 4: GENCLERLE-USTALAR OLGU TARTISIYOR Oleay Cizmel;, Osman Kizilkilie
Panelistler: Naci Kocer, Civan Islak, Saruhan Cekirge, Isil Saatci, [smail Oran,
Osman Kizilkih, Hokan Selcuk, Murat Velioglu

13:30-13:40 Sinan Bala Hacettepe Universitesi Tip Fakltesi Hastanesi

13:40-13:50 Mehmet Cingdiz Basaksehir Cam ve Sakura Sehir Hastanesi

13:50-14:00 Mehmet Beyazal Recep Tayyip Erdogan Universitesi Egitim ve Arastirma Hastanesi
14:00-14:10 Necat Islamaoglu Konya Sehir Hastanesi

14:10-14:20 Nazim (etinkaya Sisli Hamidiye Etfal Egifim ve Arastirma Hastanesi
14:20-14:30 Hiseyin Akdeniz Van Yiiziint Yil Universitesi Hastanesi

14:30- 14:40 Fatih Uzunkaya Ondokuz Mayis Universitesi Tip Fakiltesi Hostanesi
14:40-14:50 Mustafa Cetin Antalya Egifim ve Arashrma Hastanesi

14:50-15:00 Tarhisma

S

15:00-15:30  KAHVE ARASI w

¢ )15:30-17:00  NADIR GiRiSiMLER Hasan Ding, Okan Akhan
15:30-15:42 Lenfanjiyografi Teknigi ve Ilging Cozimler Hasan Ding
15:42-15:54 Wirsung Kanali Girisimleri Malkhaz Mizandari
15:54-16:06 Perkiitan Y90 Enjeksiyonu Malkhaz Mizandari
16:06-16:18 Nekrotizan Pankreafit Izzet Rozanes
16:18-16:30 IRE Okan Akhan
16:30-16:42 Vaskiiler Matformasyonlarda Yeni Tedaviler Osman Ocal

16:42-17:00 Tarhisma
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09:00 - 10:30 SOZLU BILDIRILER - 2 Ali Harman, Mustafa Mazican

5518

5519

5520

5522

523

SS-24

5525

5526

5§27

5528

§529

5530

9531

5532

18F-FDG PET radiomics-based machine leaming model for predicting response to radioembolization in patients with liver mefastases from colorectal cancer
Mige Oral, Onur Tuncer, Tolga Orhan, Aysegiil Gormez, Nalan Alan, Melih Topcuogly

Accuracy and Readability of Large Language Model's Responses to Frequently Asked Questions About 5 Common Interventional Oncological Procedures
Raif Can Yarol, Orkun Sanogilu, Ali Cantiirk, Aytac Gilci

Interventional radiology in the management of acute head and neck hemorrhages: a single-center experience
Cagn Erdim, Kemal Burak Bekaroglu, Mehmet Hamza Tiirkcanogilu

Bilyiik safen ven gidiinden kaynaklanan niiks varis hasfalginda endovendz termal ablasyon: Giidik yetmeziigi ve morfolojik fakfdrerin roli
Hiiseyin Gokhan Yavas, Atakan Bayir, Tugice Ozbek, Binnur Emre, Murat Yogurtcu, Mehmet Korkmaz, Serkan Gir

Percutaneous CT-guided microwave ablation of osteoid osteomas and osteoblastomas
Niiat Alishev, Javid Ahmadov

Diagnostic Accuracy of US-Guided Percutaneous Transabdominal Core Needle Biopsy in Patients with Pancreatic Masses
Ahmet Cem Demirsah, Cigidem Oztunal, Berat Acu

Diz Alt Arteriyel OKliizyonlann Endovaskiler Tedavisi Swasinda Agn Yénefimi Icin Subgluteal Siyatik Sinir Blogunun Etkinligi
Ali Kiipel;, Eser Bulut, Ibrahim Diizcan, Maksude Esra Kadioglu

Orta meningeal arter embolizasyonunun inflamatuar markerlar Gzerine etkisinin arastinimasi
Blent Yildiz, Onur Cetin

Personalized Diagnosis of Chronic Venous Insufficiency: A Simplified Ultrasonographic Approach to Great Saphenous Vein Reflux and Tributary Mapping
Emre Utkan Biyikceran, Sezer Kula, Kemal Bugira Memis, lsmail Dilek, Erbil Ank, Gérkem Atasoy, Emre Can Celebiogilu

Manyefik rezonans griintiileme parametrelerinin MRI/ulfrason fiizyon prostat biyopsisinden elde edilen histolojik bulgularla karsilastinimast
Davut Unsal Capkan, Mehmet Hamdi Sahan

Hemodiyaliz Fistiil Akut Trombozlarmin Farmakomekanik Endovaskiler Tedavisinde Erken Dinem Sonuclan
Ismail Dilek, Abdi Giirhan, Alaaddin Nayman

Sirofik hastalarda hipersplenizm icin parsiyel splenik embolizasyon sonrasi periferik kan hicresi deisiklikleri ve sonuclan
Stileyman Dolu, Géksel Bengi, Nilay Danis, Mujde Soyturk, llker Buyuktorun, Hiiseyin Déingelli, Miicahit Ozbilgin, Aytac Gilcii, Orkun Sariogly,

smail Nafi Ozdamar, Omer Topalak

Parathyroid adenoma ablation: what correlates with procedural success (542 cases)
Furkan Ertiirk Urfal, Mehmet Korkmaz, Fatih Hakan Tufanogilu, Hiiseyin Gokhan Yavas, Esta Frsan

Tiroid Nodillerinde Mikrodalga Ablasyonun Etkinligi: Elastografi ile Tedavi Basansinin Degerlendirilmesi
Hiiseyin Gokhan Yavas, Mehmet Korkmaz, Furkan Ertiirk Urfali, Hozan Tutug Giiven

*Bildiriler icin 5 dakika sunum, 1 dakika tartisma belirenmistir.

13:30-15:00  HEMSIRE/TEKNIKER OTURUMU 1 Tevfik Giizelbey, Giilsah Bayram llikan
13:30-13:45 Non-Vaskiler Girisimsel Islemlerde Hemsirelik Hem. Mehtap Bozkurt

13:45-14:00 Anjiografik-Floroskopik Islemlerde Doz Ayarlama Tek. Mehmet Deniz

14:00-14:15 Riskli Hasta Grubunda Girisimsel Islem Hemsireligi Hem. Sema Yasar

14:15-14:30 Anjiografi, Floroskopi, BT Esliginde Biyopsi Islemleri Tek. Hidir Simsek

14:30-14:45 Transplantasyon Hastalannda Girisimsel Islem Hemireligi Hem. Ebru Ozdemir

14:45-15:00 Transvajinal /Transrektal Girisimsel Islemlerde Masa Hazirligi ve Hemsirelik Bakimi Hem. Asiye Bulut

S

15:00-15:30  KAHVE ARASI w
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15:30-17:00
15:30-15:45
15:45-16:00
16:00-16:15
16:15-16:30
16:30-16:45
16:45-17:00

HEMSIRE/TEKNIKER OTURUMU 2

Narovaskaler Islemlerde Hemsirenin Roli

Narovaskiler Islemlerde Teknikerin Rol

Aort Anevrizmas! Endovaskiler Onanminda Hemsirenin Roli
Periferik Vaskiler Islemlerde Hemsirenin Rol

Periferik Vaskiler Islemlerde Teknikerin Roli

GR de Hasta ve Calisan Igin Gérinmeyen Tehlikeler Ameliyathanelerden Farkli mi?

Tevfik Giizelbey, Giilsah Bayram Iikan
Hem. Yildiz Giin

Tek. Cilem Esen

Hem. Radiye Baran

Hem. Suzan Aydin Morkog

Tek. Mehmet Emin Kalko

Hem. Esra Baklavaa

7 NiSAN 2025, PAZARTESI Salon A

) 09:00-10:40
09:0009:12
09:12:09:24
09:2409:36
09:36:09:48
09:48-10:00
10:0010:12
10:12-10:24
10:24-10:40

10:40-11:00

Q 11:00-12:30

11:00-11:15
11:1511:30
11:30-11:45
11:45-12:00
12:00-12:30

13:30-15:00
13:30-13:40
13:40-13:50
13:50-14:00
14:00-14:10
14:10-14:20
14:20-14:30
14:30-14:40
14:40-14:50
14:50-15:00

15:00-15:30

() 15:30-16:30

15:30-15:40
15:40-15:50
15:50-16:00
16:00-16:10

16:10-16:30

17:00-17:45

VENOUS INTERVENTIONS

Acute DVT Thrombolysis is Still First Line-Case Based Debate

Acute DVT Mechanical Thrombectomy Saves Time: Case Based Debate

Acute DVT Combination of Lysis and Thrombectomy is Almost Always Necessary
Endovascular PE Management: From Filter to Thrombectomy

Chronic DVT: When to Treat and How?

Complex llio-Caval Recanalization: Tools and Techniques By Cases

Complex SVC Recanalization: What Can Go Wrong and How to Manage /Prevent
Discussion

S

KAHVE ARASI w

NEW FRONTIERS IN IR

MSK Interventions: Overview

Recent Data and the Future of Liver Ablation

What's New and Upcoming in Embolization?
Intre-arterial Stem Cell Infusion for OA: Ongoing Study
Discussion

EMBOLIZATION

Plugs and Coils: What is Available and Their Strength and Weaknesses
Liquid Embolics: What is Available and When to Use Them

Review of Tools and Techniques in Peripheral Arferial Hemorrhage by Cases
Step by Step Approach to Trauma Related Bleeding

Embolization in Women's Health, Fibroids

Embolization and Stenting in Pelvic Congestion: Approach Discussion
Embolization Men’s Health: Prostate Embolization

Joint Embolization

Discussion

S

KAHVE ARASI w

DIALYSIS INTERVENTIONS

How to Declot in 30 Min?: Cases Showing Tools and Techniques

Options in Difficult Stenosis: Cutting Balloon, Scoring Balloon, Stents/Stent Grafts, efc
Endovascular Dialysis Fistula Creation: Review of Basics With Available Devices
Prevention and Management of Complications in Access Management

(thrombus migration to artery, rupture with angioplasty, efc)

Discussion

AKSAM SOHBETLERi 3: DUAYENLER iLE ANILAR 3
Aytekin Besim, Ersin Lilleci, Hadi Ozer, Umman Sanldilek, Hiiseyin Akan, Nevzat Ozcan

Levent Oguzkurt, Tino Pena
Orhan Ozkan

Levent Oguzkurt

lino Pena

Miguel Naranjo

Mahmood Razavi

Ayman AFSibaie

Biilent Arslan

Sean Tutton, Rahmi Okli
Sean Tutton

Roberto lezzi (Online)
Rahmi Okli
Hossein Ghanati

Jafar Golzarian, Bora Peynircioglu

Saygin Tuna

Rahul Patel
Aleksandar Gjoreski
Gian Paolo Zamboni
Hossein Ghanati
Mahmood Razavi
Kareem Abdel Tawab
Jafar Golzarian

Cenk Turba, Esref Umut Ozyer
Aytac Giilci

Cenk Turba

Ahmed Kamel

Esref Umut Ozyer

Mehmet Halil Oztiirk
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08:00-09:00

09:00-10:30
09:00-09:12
09:12-09:24
09:24-09:36
09:36-09:48
09:48-10:00
10:00-10:24
10:24-10:30

10:30-11:00

11:00-12:30
11:00-11:12
11:12-11:24
11:24-11:36
11:36-11:48
11:48-12:00
12:00-12:30

13:30-15:00

CALISTAY 3: SANTRAL VENOZ KATETERLER
ONKOLOJi- TAKE/TARE OTURUMU

HCC Bridging ve Downstaging Stratejileri
HCC: TARE Tek Seans Ablatif Uygulamalar

Intrahepatik Kolanjiokarsinomda TAKE ve TARE'nin Roli

KRK ve NET Disi Karaciger Metastazlannda TARE Uygulamalan

Hepatik Arter Infiizyonu Vs TARE

Muttidisipliner Tamadr Konseyi (Olgu Bazh Tarhisma)

Secilmis Bildiriz $5-04 Biiyik Hepatoseliler Karsinomlarda TARE Yanifinin Tahmininde Makine
Odrenmesi Temelli Radyomiks ve Klinik Modellerin Karsilatirmali Anlizi

Orkun Sanogilu, Ali Cantiirk, Raif Can Yaro|, Hakan Gillmez, Erkan Derebek, Aytac Gilcii

S

KAHVE ARASI w

KADIN SAGLIGI

Adenomiyozis ve Fibroid Embolizasyonu: Abortus ve Infertiliteden Korunma
Jinekolojik ve Obstefrik Kanamalarda Embolizasyon

Endometrioma: Perkiitan Tedavi ve Hasta Secimi

PKS: Hasta ve Embolizan Segimi, Ne Zaman Internal lliak Girigimi Yapalim?

Meme Timdr Ablasyonu
Tarhisma

TiROID VE PARATIROIDDE GiRISIMSEL RADYOLO)I

Ali Firat, Erkan Yildirim

Ramazan Kutly, Murat Cantasdemir
Aytac Gillci

Murat Cantasdemir

Ramazan Kutly

Hiseyin Tugsan Ball

Bora Peynirciogilu

Murat Dokdak

Ali Cantiirk

Arzu Poyanl, Firuzan Numan
Saygin Tuna

Mehmet Koray Akkan

Tiirkmen Turan Ciftci

Erol Aksungur

Mehmet Mahir Atasoy

Mustafa Mazican, Suat Eren

13:30-13:40 GR Gaziinden Hasta Secimi (Anatomi, Gdrintiileme ve Biyopsi) Cengiz Erol
13:40-13:50 Benign Lezyonlarda Ablasyon ve Uzun Danem Sonuglan Furkan Ertiirk Urfall
13:50-14:00 Malign Lezyonlarda Ablasyon Yapalim mi? Uzun Dénem Sonuclar Mehmet Korkmaz
14:00-14:10 Tiroid Nodallerinde Cryoablasyon Saim Yilmaz
14:10-14:20 Komplikasyon Yonefimi Biilent Cekic
14:20-14:30 Paratroid Adenomunda Ne Yapalim? (RFA, MWA, Alkol) Isa Com
14:30-14:40 Tiroid ve Paratiroid Embolizasyonu Gonca Eldem
14:40-15:00 Tarhisma
15:00-15:30  KAHVE ARASI W
15:30-17:00 COZUM VAR MI? Ozgiir Kilickesmez, Halil Bozkaya
15:30-15:40 Periferal AVM'lerde Kiir Mmkin mi? Hangi Embolizan? Osman Ocal
15:40-15:50 Karaciger Hemanjiomlari: Mikrodalga mi? Lipiodol /Bleomisin mi? Perkiitan Bleomisin? Transarteriyel?  Halil Bozkaya
15:50-16:00 Karaciger Adenom, FNH ve Peliozis Hepatiste Embolizasyonun Yeri Tevfik Giizelbey
16:00-16:10 Dalak Kiigiltme (Proksimal mi? / Distal mi?) Ozgir Ozen
16:10-16:20 Bariatrik Embolizasyon: Halen Uit Var mi? Erkan Yildinm
16:20-16:26 Secilmis Bildiri: $S-06 Superior Rectal Artery Embolization Versus Laser Hemorthoidoplasty: Ahmet Selim Ciimen
Cost Effectiveness and Labor Loss Analysis
Murat Asik, Ahmet Selim Ciimen, Hakan Baysal, Mehmet Cingdiz, Ramazan Giiney
16:26-17:00 Tarhisma

08:00-09:00
09:00-10:00
09:00:09:10
09:10:09:20
09:20:09:30
09:30:09:40
09:40-09:46

09:46-10:00

CALISTAY 4: BILIER GIRiSIMLER
ABLASYON OTURUMU

Kolorektal Karsinom KC ve AC Metastazlannda Ablasyon: Hangi Hasta? Nasil?
Tla ve T1b Babrek Tamdrlerinde Ablasyon: MWA vs Cryoablasyon: Ne Zaman? Nasil?

Prostat Kanserinde Lokal Ablasyon

Olgularla Zor Ablasyon: Yardima Teknikler, Komplikasyondan Kacinma ve Basanya Ulasma Rehberi

Segilmiﬁ Bildiriz $S-01 - Clinical Outcomes of Microwave Ablation (MWA) and
MWA-TACE in T1a Renal Cell Carcinomas (RCC): A Refrospective Analysis
Cagn Erdim, Sila Solak, Mehmet Hamza Tiirkcanogilu

Combine

Tarhisma

11

Hakan Artas, Devrim Akinci

Biilent Acunas, Tiirkmen Turan Ciftci
Cengiz Frol

Biilent Acunas

Saim Yilmoz

Aycan Uysal

Sila Solok
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S

10:30-11:00  KAHVE ARASI w

O 11:00-12:30 COMPLICATION MANAGEMENT PANEL DISCUSSIONS Erhan llgit, Farid Alodham
11:00-11:10 Case 1 - Arterial Complication Case Tino Pena
11:10-11:20 Case 2 - Arterial Complication Case Kumar Madassery
11:20-11:30 Case 3 - Venous - lliocaval Complication Case Biilent Arslan
11:30-11:40 Case 4 - Venous - SVC Complication Case Cenk Turba
11:40-11:50 Case 5 - Y-90 Complication Case Hiseyin Tugsan Ball
11:50-12:00 Case 6 - Ablation Complication Case Aytac Giilci
12:00-12:10 Case 7 - Liquid Embolization Complication Case Rahul Patel
12:10-12:20 Case 8 - Embolization Coil /Plug Complication Case Jafar Golzarian
12:20-12:30 Case 9 - Portal Intervention Complication Case Miguel Naranjo
13:30-14:30  AORT GiRiSIMLERI Erhan llgit, Firuzan Numan
13:30-13:40 Aort Diseksiyon Tanisi ve Yeni Sinflama Sinan Sahin
13:40-13:50 Tip B Aort Diseksiyonu: Ne Zaman ve Nasil Tedavi Edilmeli? Mustafa Panldar
13:50-14:00 Tip B Aort Diseksiyonu Tedavisinde Stent Grefte Bagli Diseksiyon ve Komplikasyonlar:

Neye Dikkat Edelim? Firuzan Numan

14:00-14:10 Juxtarenal Abdominal Aort Anevrizmalannda Chimney,/Evar Teknigi Murat Canyigit
14:10-14:20 Aortik Stent Graft Islemi Sirasinda Endoleak Igin C6zim Var mi? Fatih Boyvat

14:20-14:30 Tartisma

S

15:00-15:30  KAHVE ARASI w

15:30-17:00  ZOR BiLIYER GiRiSIMLER: OLGULAR iLE USTALAR VE GENCLER TARTISIYOR Ramazan Kutly, Hakan Artas
Panelistler: Devrim Akinc, [zzet Rozanes, Okan Akhan, Fatih Boyvat

09:00-10:30 RADYASYONDAN KORUNMA: KADINLAR DAHA Ml iYi? Arzu Poyanl Omiir Ball
09:00-09:20 Kursun Onliik ve Aksesuarlanni Alirken Dikkat Edeceklerimiz Mustafa Gok
09:20-09:40 0da Ici Ekipmanlar Aylin Hasanefendiogullan
09:40-10:00 Doz Disiiriici Cihaz Ayarlan Isa Com

10:00-10:20 Anjiyo Odasinda Pratik Doz Distiriicti Tedbirler Gonca Eldem

10:20-10:30 Tarhsma

S

10:30-11:00  KAHVE ARASI w

11:00-12:30  SOZLU BILDIRILER - 3 Isa Cam, Nurullah Dogan
5-34 Endovascular Treatment Approaches for Central Venous Obstruction: A 10-Year Single-Center Experience
Behlii lqis, Fatih Boyvat
5535 Bibliyometrik bir bakis: Tarkiye'de Girisimsel Radyoloji tezlerinde 20 yillik degisim
Ali Salbas
§5-36 Ovaryan Endometriyomalarda Etanol ile SKleroterapi: Igne ve Kateter Esliginde Skleroterapide Teknik Ozellikler
Aynur Azizova, Titkmen Turan Ciftci, Murat Giltekin, Emre Unal, Okan Akhan, Giirkan Bozdagj, Devrim Akinai, Aycan Uysal, Deniz Giilkan
SS-37 The 3-Loop Snare: A Safe and Effective Tool for Mechanical Thrombectomy in Dialysis AVF Thrombosis
[smail Karluka, Mustafa Mazican, Cagatay Andic
5-38 Comparison of Lateralization Index and Laboratory Findings in Cases with Adrenal Venous Sampling
Hind Babat, Hiseyin Akkaya, Fatih Uzunkaya, Aysegiil Idil Soylu
§5-39 Tromboze diyaliz fistillerinde perkiitan tPA uygulamasi: teknik yontem ve bekleme siiresinin etkinlik analizi
Ahmet Tanyeri
5540 Diz alh arter lezyonlannin balon anjiyoplasti ile tedavisinde fraksiyonel akim rezervi ve sabit direnc orani kullaniminin etkinligi

Murat Canyigit, Muhammed Said Besler, Turan Kaya

12
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5541

5542

5543

SS-44

5545

SS-46

SS47

Tek ve Coklu Tiroid Nodillerinde Mikrodalga Ablasyonu: Giivenlik, Etkinlik ve Agn Dizeylerinin Karsilastinimasi
Mehmet Demir, Ferit Dogian, Al Koc, Osman Dere, Nicon Nita, Mehmet Sinan Benzer, Bekir Sitki Said Ulusoy, Bedtiye Dilara Oiztiirk

Infro-Arterial Chemotherapy for Advanced Intraocular Retinoblastoma: Single-Center Experience
Emre Can Celebiogly, Emre Utkan Biyikceran, Sena Bozer Uludag, Seda Kaynak Sahap, Ahmet Kaan Giindiiz, Didenur Kamak, Sadik Bilgic

Results of new generation venous dedicated sfents in central venous stenosis /occlusion of hemodialysis patients. Technical success and follow up results
Seymur Samadl;, Mehmet Koray Akkan, Fatih Oncti, Burak Mert Akhan, Mehmet Ali Yesilcimen, Burak Kalafat, Ahmet Baran Onal, Erhan Turgut llgit

Benign Tiroid Nodallerinde Mikrodalga Ablasyon Tedavisi ile Radyofrekans Ablasyon Tedavisi Etkinliklerinin Ve Islemle ilgili Parametrelerin Radyolojik
Acidan Karsilastinimasi Ve Retrospekfif Olarak Degerlendirilmesi
Omer Nasuhi Aydin, Mehmet Fatih Inecikli

Comparison of the results of the use of flow diverters alone and their use with coil embolization in the treatment of cerebral aneurysms
Ridvan Binici, Ozkan Alotas, Ahmet Ergin Capar, Umit Belet

Akut Iskemik inme Hostalannda Bilgisayark Tomografi Ile Olcilen Pihti Gegirgenliginin Aspirasyon Trombektomide ilk Gegiste Rekanalizasyon lle lliskisi
Caner Oztiirk, Stileyman Men, Orkun Sarioglu, Emre Ruhat Ava, Erdem Yaka, Vesile Oztiirk, Hilya Ellidokuz, Orkhan Mammadov, Tolga Polat

Distal Trombekfomi: Primer Okliizyonlarda Etkinlik ve Givenilirlik

Oykii Sur, Volga Ulas Ercan, Umut Ergail, Abmet Nedim Kahraman, Esin Derin Cicek, Yilmaz Onal

*Bildiriler icin 5 dakika sunum, 1 dakika tartisma belirlenmistir.

13:30-15:00 SOZLU BILDIRILER - 4 Aycan Uysal, Omer Fatih Nas

5548

S549

5550

5§51

5§52

$§53

9995

S5-56

e

S§58

5559

Supraspinatus Kas Tendonunun Eklem Yazeyi ile liskili Parsiyel Yirtiklannda PRP Uygulama Etkinliginin MR Artrografi ile Degierlendirilmesi
Muhammet Furkan Demiral, Bahar Yilmaz Cankaya, Ahmet Emre Paksoy, Hiilya Uzkeser

Transhepatic and Translumbar Approaches for Central Venous Access in Pediatric Patients
Alperen Flek, Mahmut Kiisbeci, Frencan Karakoc, Celal Cinar

Bronsial Arter Embolizasyonu Uygulanan Hastalarda Bronsial Arterlerin Anatomik Dagilim ve Varyasyonlan: Kendi Klinik Tecriibemiz
Erbil Ank, Efe Soydemir

Periferal Arteriyovendz Fistiilerin Endovaskiler Kaph Stent ile Tedavi ve Takibi
Asiye Saizeri, Fatma Ayca Edis Ozdemir, Mustafa Ozdemir

Comparison of Preoperative Anatomical Landmark-Based Method and Intracavitary Electrocardiographic Method in Pediatric Port Catheter Tip
Positioning: An Observational Study
Cagin Damar, Feyza Sever, Omer llogly

Pediatrik hemoptizi olgularinda endovaskdler tedavi
Furkan Ertiirk Urfali, Omer Fatih Nas, Behic Akyiiz, Siileyman Bekircavusoglu

Paratiroid Adenomunun Radyofrekans Ablasyonu Erken Dénem Sonuclan: Manisa Celal Bayar Universitesi Hastanesi Deneyimi
Ahmet Burak Kale, Cagjdas Riza Acar, Ayberk Pelt, Serdar Tarhan, Zeliha Hekimsoy

Tash ve Tassiz Kolesistit Vakalannda Perkiitan Kolesistostominin Klinik Seyir ve Laboratuvar Parametrelerine Etkisi
Hissnijgiil Karakog, Ceren Ozer, Mahmut Kiisheci, Celal Cinar, Ismail Oran

Chronic lliac Artery Occlusions: Technical Succes Of Endovasculor Recanalization

Burcu Usta, Mehmet Can Nacitarhan, Hakan Barutca, Seviye Bora Sisman, Ayse Giil Okur, Sercan Ergen, Aysel Oz, Hasan Sahan, Sinan Sahin

Transarterial Embolization (TAE) of Spontaneous Acute Intraabdominal Cancer Related Bleeding: Single Center Experience
Aycan Uysal

Hepatic artery infusion chemotherapy catheters in liver malignancies: a forgotten fool in the arsenal
Onur Ege Tan, Gonca Eldem, Ferdi Cay, Omer Dizdar, Saadettin Kilickap, Suayib Yalcin, Bora Peynirciogl

13
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5560 Percutaneous transluminal balloon angioplasty in the management of ascites in patients with Budd-Chiari syndrome
Ismet Cayrr, Bora Peynirciogly, F.Gonca Eldem, Ferdi Cay

SS-61 Colorectal stenting as an altemative to surgery in malignancy related acute colonic obstruction, postoperative fistulization and anastomotic leakage
Mert Gal, Aycan Uysal, Tirkmen Turan Ciftci, Emre Unal

5562 Gartintiileme kilavuzlugunda perkiitan jejunostomi sonuclan

Ibrahim Halil Paketcj, Aycan Uysal, Tairkmen Turan Ciftci, Devrim Akinc, Emre Unal

SS15 Primer Hepatik Hemanjiyomlarda Selektif Bleomisin-Lipiodol Embolizasyonunun, Hedef Dist Hemanjiyom Boyutlarina Etkisi
Ramazan Kutly, Nurullah Dag, Eldiiar Saparbekov, Fatma Hilal Yagin

*Bildiriler icin 5 dakika sunum, 1 dakika tartisma belirlenmistir.

8 NiSAN 2025, SALI Salon A
10:00-12:00  KOMPLIKASYONLAR VE YONETIMi [zzet Rozanes, Sadik Bilgic

Olgu-1 Ismet Cayr - Hacettepe Universitesi Tip Fakiltesi Hostanesi

Olgu-2 Gihat Pimarar - Ege Universitesi Tip Fakiltesi Hastanesi

0lgu-3 Oguzhan Tirksayar - Cam ve Sakura Hastanesi

Olgu-4 Ozgiir Kiirsat Sener - SBU Haydarpasa Numune Egifim ve Arastrma Hastanesi
Olgu-5 Hiisniigil Karakog - Ege Universitesi Hastanesi

Olgu-6 Onur Ege Tan - Hacettepe Universitesi Tip Fakiesi

8 NISAN 2025, SALI Salon B
08:30-09:30  CALISTAY: EBIR VE DiR DiPLOMALARI Onur Taydas
8 NiSAN 2025, SALI Salon C
08:30-09:30  CALISTAY 6: INTRAKRANIYAL ANEVRIZMA TEDAVISINDE Hasan Dinc, Mehmet Halil Oztiirk
MALZEME SECimi

14
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$S-01

Clinical Outcomes of Microwave Ablation (MWA) and Combined MWA+TACE in T1a Renal
Cell Carcinomas (RCC): A Retrospective Analysis

Cagri Erdim?, Sila Solak®, Mehmet Hamza Tiirkcanoglu?

!Department of Radiology, University of Health Sciences Basaksehir Cam and Sakura City Hospital, Istanbul, Turkey
’Department of Radiology, University of Health Sciences Giilhane Training and Research Hospital, Ankara, Turkey

AIM: Renal cell carcinoma (RCC) is the most common primary malignancy of the kidney, with T1a tumors (<4 cm)
representing a subset often managed with minimally invasive therapies [1,2]. Microwave ablation (MWA) has
emerged as a standard treatment option for small renal masses, particularly in patients who are poor surgical
candidates, due to its high efficacy and low complication rates [3]. The combination of transarterial
chemoembolization (TACE) with ablation techniques has been explored to enhance locoregional control(4,5).
This study aims to compare the outcomes of MWA and combined MWA+TACE in patients with T1a RCC, focusing on
tumor response, renal function, and patient selection criteria.

METHODS: This retrospective study included patients with T1a renal cell carcinoma (RCC) who underwent either
microwave ablation (MWA) or MWA combined with transarterial chemoembolization (MWA+TACE) between
November 2020 and December 2024. Demographic information, tumor characteristics (size, RENAL score), and
procedural details were recorded. Imaging outcomes, renal function (GFR and creatinine levels), and follow-up data
were retrospectively analyzed.

RESULT: This retrospective study compared the demographic, clinical, and follow-up outcomes of patients treated
with MWA (n=14) and MWA+TACE (n=10) for Tla RCC. The mean RENAL score was significantly higher in the
MWA-+TACE group (7.6 + 1.6) compared to the MWA group (6.1 + 1.8), indicating that TACE was primarily used in
cases with more complex tumor anatomy. Two patients in the MWA group required a second ablation session due
to residual tumors, and these patients had high RENAL scores of 8 and 9.

The mean tumor size was 28.7 £ 8.7 mm in the MWA group and 33.8 £ 5.2 mm in the MWA+TACE group, with no
significant difference between groups. Residual contrast enhancement was observed in 14% of the MWA group but
none in the MWA+TACE group, although this difference was not statistically significant. The mean follow-up duration
was 15.1 + 12.1 months in the MWA group and 11.9 + 8.4 months in the MWA+TACE group, with no significant
difference.

In terms of renal function, no significant changes in pre- and post-procedure GFR were observed in the MWA group,
while a significant decline in GFR was noted in the MWA+TACE group (p = 0.04). These findings highlight the potential
impact of TACE on renal function and the importance of careful patient selection.

CONCLUSIONS: Microwave ablation (MWA) has proven to be a safe and effective treatment for Tla renal cell
carcinoma (RCC), achieving excellent tumor control with minimal impact on renal function. The addition of
transarterial chemoembolization (TACE) did not significantly enhance clinical outcomes in Tla RCC but was
associated with a decline in renal function. TACE should be reserved for patients with higher RENAL scores or
complex tumor anatomies requiring additional locoregional control.

Keywords: Microwave ablation, Transarterial chemoembolization, Renal cell carcinoma
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Figure 1:

Contrast-enhanced MRI (a) and CT (b) images of a patient with a 2 cm RCC mass in the middle section of the right kidney.

Figure 2:

Axial (a) and coronal (b) contrast-enhanced MRI images at the 3-month follow-up after percutaneous MWA procedure show
no contrast enhancement in the mass.
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SS-02
Endovenous laser ablation and sclerotherapy in the treatment of varicocele

Javid Ahmadov', Aghakishi Yahyayev>, Nijat Alishev?, Ramin Ismayilov?

!Baku Health Center, Baku, Azerbaijan
2Baku Medical Plaza, Baku, Azerbaijan
3Republician Diagnostic Center, Baku, Azerbaijan

AIM: Varicocele is a complex pathology of the scrotum veins'. Present day treatment includes both surgical (open,
laparoscopic and microsurgery) and interventional approach (either with coils and/or sclerosant infusion). Our point
is to illustrate the achievability and the safety of endovenous laser ablation (EVLA) of the spermatic vein for the
treatment of varicocele.

METHODS: We prospectively treated 14 patients (age range 17-34 years old, mean 24y) with left varicocele with no
contraindication for percutaneous treatment. Clinical success was evaluated by color doppler ultrasound (CDUS)
one week, one months and three months after the procedures. Visual analogue score (VAS) vas used to evaluate
the pain feeling for 48 h after the procedure.

RESULT: Technical success was accomplished in all cases. In all cases varicocele disappeared at CDUS at 1 and three
months with reflux cancelation. All patients reported improvements either regarding symptoms and/or
spermiographic parameters.

CONCLUSIONS: In our experience, EVLA of spermatic vein is a feasible and safe treatment in patients with varicocele.

Keywords: Varicocele, ablation, EVLA, sclerotherapy

Fig 1.

Laser fiber (black arrow) coaxially inserted into the 6 Fr 90 cm terumo vascular sheet (black arrowhead). Using contrast media
helps catheter tip (black arrow) visualization in gonadal vein. We use Y-connector with hemostatic valve (white arrow) for
fixation of laser fiber in correct length (white arrowhead).
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SS-03

Malignite icermeyen, Nonsirotik ve Nativ Karacigerde Gelisen Kronik Portal Ven
Trombozunda Endovaskiiler Rekanalizasyon Basarisi ve Erken D6nem Takip Sonuglari

Enes Muhammed Cantiirk, Mert Bayramoglu, Vugar Samadli, Levent Oguzkurt

Department of Radiology, Ko¢ University, Istanbul, Turkey

AMAC: Nonsirotik, malignansiye bagl olmayani, nativ karacigerli kronik portal ven trombozunda (PVT) TIPS islemi
yapilmadan perkiitan transhepatik ve veya transplenik girimle portal ven rekanalizasyonu basarisisi ve patensisini
ortaya koymak.

YONTEM: Ocak 2015- Aralik 2024 tarihleri arasinda kronik portal ven trombozu rekanalizasyonu islemi yapilan 67
yetiskin hasta (43 erkek, yas 19-82) retrospektif olarak degerlendirildi. Tim damar erisimleri ultrasonografi ve
anjiyografik florosopi esliginde 21 G girim igneleri kullanilarak yapildi. Vene girim yapildiktan sonra bir damar kilifi
yerlestirildi, portal ven ve varsa diger ven oklizyonlari hidrofilik kilavuz tellerle gegilmeye ¢alisildi; okllzyon gegisi
basaril olursa tim tikali damarlara uygun caph balon anjiyoplasti ile rekanalizasyon yapildi. Tekrarlayan balon
anjiyoplastileri ana damarlarin acilmasi miimkiin olmazsa stent kullanildi. Rekanalizasyon dncesi ve sonrasi basing
6lclimleri yapildi. islem sonunda girim yolu ya da yollari gelfoam kullanilarak kapatildi.

BULGULAR: Etiyolojide en sik sebep myeloproliferatif hastaliklardi (16 hasta, %24). Rekanalizasyon indikasyonlari
paradzefageal varis (52 hasta %78, 13 hastada evre 3), splenomegali (57 hasta %85, 14-30 cm), trombosit sayisi <100
bin/mL (29 hasta, %43) ve biliopati idi. Hastalarin 38’inde (%57) gegirilmis Ust, 6’sinda gegirilmis alt gastrointestinal
sistem kanamasi oykiist vardi.

Tum hastalarda ana portal ven tiim uzunlugunda tikaliydi. Ek olarak 25 hastada (%37) splenik ven, 28 hastada (42)
stperior mezenterik ven, 44 hastada sag ve 46 hastada sol portal ven tikaliydi. 67 islemin 47’sinde islem basariliydi
(portal ven ve mezenterik/splenik ven ekseninde %30 dan az rezidi darlk). Tim hastalara balon anjiyopalsti (8-14
mm balonlar) yapildi, 2 hastaya stent yerlestirildi. islemi basarili olan 8 hastada (%17) ilk 12 aylik takipte rekiirren
darlik/okliizyon saptandi. Bu hastalarin besine ikinci girisim yapildi ve ikinci girisimde dogrudan stentleme uygulandi.
Ug¢ hasta ikinci islemi kabul etmedi. islem sirasi 3 hastada ek tedavi gerektirmeyen minér komplikasyon
(ekstravazasyon), 6 hastada islem sonrasi major komplikasyon (kan transflizyonu gerektiren kanama), bir hastada
anesteziye bagl atelektazi gelisti. Mortalite gérilmedi.

SONUG: Uzun yillardir rekanalizasyonu mimkin olmadigi disinilen nonsirotik kronik PVT’'unda endovaskiler
rekanalizasyon semptomatik hastalarda yeterli teknik basari, iyi kisa dénem takip sonuglari ve kabul edilebilir
komplikasyon oranlari ile girisimsel radyoloji icinde umut verici bir tedavi yontemidir.

Anahtar Kelimeler: Portal vein thrombosis, Percutaneous transhepatic procedures, Recanalization success rate

19



SS-04

Biiyiik Hepatoseliiler Karsinomlarda TARE Yanitinin Tahmininde Makine Ogrenmesi
Temelli Radyomiks ve Klinik Modellerin Karsilastirmali Analizi

Orkun Sarioglu®, Ali Cantiirk?, Raif Can Yarol’, Hakan Giilmez®, Erkan Derebek?, Aytag Giilcii®

!Dokuz Eyliil Universitesi Radyoloji Ana Bilim Dali

2Saglik Bilimleri Universitesi Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi
3izmir Demokrasi Universitesi Tip Fakiiltesi Aile Hekimligi Ana Bilim Dali

“Dokuz Eyliil Universitesi Niikleer Tip Ana Bilim Dali

AMAC: Bu calisma, 5 cm’den blylik hepatoseliler karsinomun transarteriyel radyoembolizasyona(TARE) yanitini
tahmin etmek icin kurulan makine 6grenimi tabanli modellerin potansiyelini degerlendirmeyi amaglamistir.

YONTEM: Toplam tedaviye yanit veren 38 hasta ve tedaviye yanit vermeyen 11 hasta (toplam 49 hasta) calismaya
dahil edilmistir. Hastalarin laboratuvar sonuglari ve klinik bulgulari kaydedilmistir. Tedavi yanitinin degerlendirilmesi
3 aylik takip manyetik rezonans (MR) incelemeleri g6z 6ninde bulundurularak modifiye RECIST kriterlerine gore
yapildi. Tam veya kismi yanit veren grup tedaviye yanitli olarak siniflandirilirken, stabil veya ilerleyici hastalik ise
tedaviye yanitsiz olarak siniflandirildi. Radyomik 6zellikler kontrasth T1 agirlikli gériinttlerden (CE-T1) ve T2 agirlikh
gorintilerden (T2WI) elde edilmis olup yalnizca islem 6ncesindeki MR goriintiler degerlendirilmistir. Her lezyondan
141 radyomik 6zellik elde edilmistir.

TARE yaniti tahmini icin modeller olusturmak tzere siniflandirma 6grenme modelleri (Classification Learning
Models) kullaniimistir. Tedavi yanitinin tahmin oranlarini belirlemek icin 5 kat ¢apraz dogrulama (Five fold cross
validation) teknigi kullaniimistir.

BULGULAR: T2 agirlikh gériintiilerden 9 parametre (Tablo 1), kontrasth T1 agirlikli gériintiilerden ise 12 parametre
(Tablo 2) gruplar arasinda istatistiksel olarak anlamli fark gostermistir(p<0.05). Kontrasth T1 gorlntilerden elde
edilen radyomiks parametrelerinden kurulan modelin TARE yanitini tahmin etmekte EAA, dogruluk, duyarlilik ve
Ozgullik oranlari sirasiyla 0.92; %79.6; %79 ve %100 olarak bulunmustur. T2 agirhkli gérintilerden elde edilen
radyomiks parametrelerinden kurulan modelin TARE yanitini tahmin etmekte EAA, dogruluk, duyarlilik ve 6zgulliik
oranlari sirasiyla 0.77; %79.6; %80 ve %67 olarak bulunmustur. Sadece klinik ve laboratuvar parametrelerinin
kullanildigi bir modelde EAA, dogruluk, duyarhilik ve 6zgillik oranlari sirasiyla 0.65; %77.6; %79; %50 olarak
bulunmustur. Klinik bilgiler ve kontrastli T1 radyomiks parametrelerinden kurulan modelin dogruluk orani %73.5
iken klinik ve T2 radyomiks parametrelerinden kurulan modelin ise dogruluk orani %77.6 olarak bulunmus.

SONUC: Calismamizin sonugclarina gore kontrasth T1 agirlikh gortintilerden elde edilen radyomiks 6zelliklere dayall
modeller, TARE yanitini tahmin etmede en yiksek dogruluk ve 6zgiillik oranlarina ulasmistir (EAA: 0.92, dogruluk:
%79.6, ozgiilllik: %100). T2 agirhkh gérintilerden elde edilen model ise orta diizeyde bir performans sergilerken
(EAA: 0.77), yalnizca klinik ve laboratuvar verilerine dayali modellerin tahmin gilcinin daha sinirli oldugu
gosterilmistir (EAA: 0.65). Radyomiks ozelliklerin klinik verilerle birlestirilmesi tedavi yanit tahmin dogrulugunu
artirma potansiyeline sahip olsa da, bu kombine modellerin performansi yalnizca goriinti tabanli modellerin
gerisinde kaldigi gortlmistir.

Anahtar Kelimeler: Hepatoseliiler Karsinom, TARE, MRG, Radyomiks, Makine Ogrenmesi
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Tablo 1

Tablo 1: T2 agirlikh goriintiilerde iki grup arasindaki anlamh radyomik parametrelerin karsilagtinlmas:

Radyomik parametreleri T2ZAG) Tedavi yamth grup Tedavi vamitsiz grup P degeri
(n=38) (=11

First-order

Intensity Histogram Maximum Grey Level 12705 £ 3.38 122.72 £9.84 0.032

GLCM

Angular Sccond Moment 0.0005 + 0.0002 0.0006 £ 0.0002 0047

Inverse Difference 0.173 £0.02 0.193 +0.02 0.021

Inverse Difference Moment 0.09 +0.01 0.11 £0.02 0.021

GLRLM

Short Runs Emphasis 0.978 £ 0.005 0.974 £ 0.004 0.026

Run Percentage 0.97 + 0.008 0.96 + 0,010 0.042

GLSZM

Small Zone Emphasis 0.80 £ 0,03 0.77 £0.05 0.039

Normalized Zone Size Non Uniformity 0.59 £ 0,06 0.55 £0.08 0,037

Zone Percentage 0.69 £ 0,06 0.64 £ 008 0.035

GLCM = Grey level co-occurrence matrix, GLRLM = grey level run-length matrix, GLSZM = grey level size zone
matrix.

T2 adirhkl gériintiilerde iki grup arasindaki anlamli radyomik parametrelerin karsilastiriimasi

Tablo 2
Tablo 2: Kontrasth T1 agirhikh gériintitlerde iki grup arasindaki anlamh radyomik dzellik degerlerinin
karsilagtinlmasy
Radyomik parametreler(T1 kontrasth) Tedavi yamth grup Tedavi yamitsiz grup P degeri

(n = 38) n=11)

First-order
Intensity Histogram Entropy Log 10 1.89 £ 0.04 1.E3 £0.1 0.026
Intensity Histogram Entropy Log2 6.30+0.1 6.09+04 0.026
Intensity Histogram Uniformity 0.01 £0,002 0.01 £0.008 0,029
GLCM
Joint Maximum 0.003 £ 0.003 0.006 £ 0005 0.039
Entropy Log2 11.74 £ 0.39 1112+ 1.01 0013
Entropy Log10 3.5320.11 3342030 0.013
Difference Average 982+ 1.78 B544+2.79 0037
Sum Entropy 11.74 £ 0.38 1108+ 1.0 0,010
Angular Second Moment 0.0005 + 0.,0022 0.0010 + 0.001 0.029
Normalized Inverse Difference 0.93 £ 0.01 0.93 £0.02 0.035
GLSZM
Large Zone Emphasis B.11£9.75 (.49 £ 9.80 0.035
Zone Sire Variance 5290891 5.83 2 8.60 0.031

GLCM = Grey level co-occurrence matrix, GLSZM = grey level size zone matrix.

Kontrasth T1 agirhkli gériinttilerde iki grup arasindaki anlamli radyomik ézellik degerlerinin karsilastiriimasi
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Comprehensive Evaluation of Serpentine Aneurysms: a Systematic Review and Meta-
analysis with a Subanalysis for Treatment Approaches

Alperen Elek?, Celal Cinar’, Irshad Allahverdiyev?, Kenan Kerem Ozcinar®, Adem C. Yazici’, Mahmut Kusbeci’, Egemen
Ozturk? Ismail Oran®

!Department of Interventional Radiology, Faculty of Medicine, Ege University, 35100, Izmir, Turkey.
2Faculty of Medicine, Istanbul University, Istanbul, Turkey.

3Faculty of Medicine, Bahcesehir University, Istanbul, Turkey.

‘Department of Radiology, Usak Training and Research Hospital, Usak, Turkey.

AIM: This systematic review and meta-analysis aimed to systematically evaluate and enhance the understanding of
optimal management strategies for serpentine aneurysms.

METHODS: A systematic search was conducted in Medline, Scopus, and Cochrane databases up to July 8, 2024,
using relevant keywords. Studies included were case series, prospective or retrospective cohorts, or randomized
controlled trials with data on clinical and angiographic outcomes of intracranial serpentine aneurysms. Data
extraction and quality assessment were performed independently by two authors. Statistical analysis was conducted
using R, with pooled estimates under a random-effects model.

RESULT: Ten studies comprising 70 patients with 71 serpentine aneurysms were included. The majority (92.9%) were
giant aneurysms. The overall rate of procedure-related complications was 33%, morbidity was 13%, and mortality
was 13%. Good neurological outcomes were achieved in 76% of cases. For unruptured aneurysms, the complication
rate was 34%, while no complications were observed in ruptured aneurysms. Comparative analysis between
ruptured and unruptured aneurysms showed no significant differences in outcomes or complications. The technical
success rate was 91%. Reconstructive methods showed a slightly higher rate of good neurological outcomes (77%)
compared to deconstructive methods (70%), though complication rates were similar.

CONCLUSIONS: Both reconstructive and deconstructive endovascular treatments for serpentine aneurysms are
effective, with high rates of good neurological outcomes and acceptable complication rates.

Keywords: Deconstructive approach, Giant serpentine aneurysm, Reconstructive approach, Serpentine aneurysm
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Figure_2

A 53-year-old male alcoholic patient presented with right-sided hemiparesis and aphasia. a CT shows a huge, left-sided
hemorrhagic spherical mass with peripheral edema and midline shift. b A cerebral angiogram (frontal view) demonstrates a
huge serpentine lumen arising from the inferior trunk of the left MCA, feeding distal normal MCA branches. ¢ A cerebral
angiogram (frontal view) shows the disappearance of the serpentine lumen after parent artery coil embolization. d MR imaging
before embolization. e six months after embolization clearly depict improvement of edema medial to the aneurysm and
disappearance of midline shift. Neurological improvement corresponds with these MRI findings
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Figure_3

A 70-year-old female patient presented with weakness involving all four extremities. a CT angiogram shows a partially
thrombosed huge basilar tip aneurysm. b An angiogram (frontal view) two months later demonstrates a surprisingly
thrombosed aneurysm with a circumferential serpentine lumen. c, d After the deployment of two regular intracranial stents—
one from the left leg of the serpentine lumen to the right PCA, the other from the basilar artery to the left PCA—successful coil
obliteration of the entire serpentine lumen while preserving the parent arteries was achieved. e MR imaging just before
discharge. f six months after reveal mass enlargement associated with significant right-sided brainstem compression, despite
no evidence of aneurysm neck re-growth on MR angiography. Neurological deterioration corresponds with these MR findings

Table_1
Location P value
Anterior Middle Cerebral Artery (MCA) (n=20) 0.004
Circula- Internal Carotid Artery (ICA) (n=11)
;l;';] (n= Anterior Cerebral Artery (ACA) (n=4)
Posterior Posterior Cerebral Artery (PCA) (n=21) < 0.001
l.'?ircula- Basilar Artery (n=8)
tion (n= Vertebral Artery (n=2)
36)

Vertebrobasilar Junction (VBI) (n=4)

Posterior Inferior Cerebellar Artery
(PICA) (n=1)

Distribution of serpentine aneurysms by location.
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Table_2

Study n Clinical Presentation n Mean Age M/F F/U (Mean Aneurysm Location Mean Size
Patients Ancurysms (SD, Range)  ratio maonths, Status
Range) (Ruptured/
Unruptured)
Van 3 Headache, drowsiness, dysphasia, frontal 3 45(SD: 172 5 months IR2U R ACA (1).L ACA (1), §** cm
Rooij syndrome 21.65) (2-10) L MCA (1)
121 (16-68)
Xianli 5 Headache, R heminumbness, memory loss, 5 27(SD: 510 11.6 2R/3U RP2(1),LP2(1),RPL(1), N/A
[14] ‘CN3 Palsy, ICH, SAH 17.7) (4-48) months L MCA (1)
(3-36)
Kandemirli 15 Headache. hemiparesis, distal embali, rup- 15 402 (SD: 87 27 manths IR/14U MCA (7). ICA (2), ACA (1), 4.9cm (SD:
(81} ture, sensory deficits 154) (6-60) Basilar (1), PCA (4) 1.7cm)
(17-70)
Anshun 4 SAH, headache, vomiting, nuchal rigidity, 4 23(5D: 410 21 months 1IR3V M1 (1), Petrosal R ICA (1), 2.875cm
91 diplopia, decreased right visual acuity, ver- 11.89) (12-26) L Supraclinoid ICA (1), A2
tigo, decreased intelligence, dyscalculia, (5-38) RACA (1)
acromegaly, seizures
Aletich 5 Seizure, finger agnosia, tinnitus, hemianop- 5. 312(SD: 32 12 months OR/SU MCA (1), L MCA (1), R Supr- 59cm
41 sia, disequilibrium, ataxia, right-side hearing 12.32) (6-18) aclionoid ICA (1), R MCA
loss, peripheral facial weakness, fever (14-44) 2y
Tong [5] 13 Headache, hemiparesis, SAH, blurred vision, 14 6l 112 6 months 1IR/12U Basilar (6), L Vertebral (1), 225cm
loss of consciousness (2-65) R Ventebral (1), Venebrobasi-
lar junction {3), RICA (2),
LICA (1)
Ciceri 3 SAH, seizures, memory loss, incongruous 5 408 (SD: in Nia IR/M4U P1 (1), P3(2), P2-A (1), N/A
[10] hemianopsia 19.8) P2-P3 (1)
(12-58)
Mawad 13 Speech disturbances, hemiparesis, ataxia, 13 NIA (5-60) or4 NiA IR/12U MCA (5), ICA (3), PCA (3), N/A
[12) chiasmatic compression, and visual field PICA (1), VBI(1)
defects
Wang 3 Headache, dizziness 3 28.33 21 31 months OR/3U MCA (1), PCA (1), Basilar (1) 3.06cm
13 (SD: 5.25) (4-72) (SD:
(21-33) 4.78mm)
Liu[11] 4 Headache, SAH, hermiparesis 4 in 115 IR/3U P2L(1).P2R(2.P3ILA(1) N/A
months
(2-21)
R right, L left, ICH Intracerebral hemorrhage, SAH Subarachnoid hemorrhage
*median
**The aneurysm size was reported for only one case, while the sizes for the other two cases were not documented
Baseline characteristics of the patients included.
Table_3
Study N N Materials Complicatioth N
Treatment Used techniques mortality Good Neurologic
Qutcome
Van Rooij Deconstructive (3) Endovascular Occlusion (3) Detachable coils (2), Glue (1) z o 3
(21
Xianli [14] Deconstructive (5) Endovaseular Ocelusion (3) Detachable coils (5) 1 (] 4
Kandemirli Deconstructive (14), Re- Endovascular Occlusion (14), Bypass Non-adhesive liquid embolic (2), Detachable ;. (1] 10
1 comstructive (1) surgery (1) balloon (2), Detachable coils (11)
Anshun [9] Reconstructive (2) Bypass surgery (2) NIA 0 [ 2
Aletich [4] Deconsiructive (3), Recon- Bypass (1), Clippage (1), Thrombectomy Detachable coils (1) (1] [1] 4
structive (1) (1), Endovascular Occlusion (1)
Tong [5] Reconstructive (13) Flow diversion (13) FD stent (12) 5 3 10
Failed (1)
Ciceri [10] Deconstructive (5) Endovascular Occlusion (5) Detachable coils (5) 1 [1] 4
Mawad [12] Deconstructive (7), Con- Endovascular Occlusion {7) Glue (3), Detachable coils (2), Detachable bal- 3 o 4
servative (6) loon (2)
Wang [13] Reconstructive (3) Bypass (3) NIA 1 0 2
Liu [11] Deconstructive (4) Endovascular Occlusion {4) N/A 1 1]

A comprehensive description of treatment approaches procedure-related complications, and clinical outcomes of
the patients

Table_4

Qutcomes Estimate (95% CI) 12 (%) No. of studies No. of events/total
Main Procedure-related complications 33% (24%-43%) 0 10 19/61
analyses Mortality 13% (8-20%) 0 10 3161
Good neurological outcomes (overall) 73% (65%-80%) 0 10 46/61
Deconstructive  Technical success rate 91% (88-94%) 0 10 60/61
and recon- Deconstructive approach complications 31% (20-45%) 0 7 12/40
::::;::;t Deconstructive approach good neurologic T0% (59-79%) 0 7 29/40
sub-analyses outcomes
Reconstructive approach complications 36% (19-58%) 0 5 721
Reconstructive approach good neurologic T7% (69-83%) 0 5 17/21
outcomes
Rupture Complication rate (Unruptured ancurysms) 34% (24-45%) 0 8 14/46
Versus Good neurological outcomes (Unruptured T4% (65-81%) 0 10 46/61
unruptured aneurysms)
ﬂjtlry"i:m Good neurological outcomes (Ruptured 60% (39-77%) 0 8 6/9
b aneurysms)
Good neurological outcomes (Ruptured vs. OR 2.15; 0 T NA
Unruptured) (0.49-9.51)
Total complications (Ruptured vs. Unrup- RR 1.38 (0.5-3.84) 0 6 NA

tured)

Summary of meta-analyses findings
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SS-06
Superior Rectal Artery Embolization Versus Laser Hemorrhoidoplasty: Cost
Effectiveness and Labor Loss Analysis

Murat Asik?, Ahmet Selim Ciimen®, Hakan Baysal’>, Mehmet Cingéz®, Ramazan Giiney*

!Department of Radiology, Istanbul Medeniyet University, Istanbul, Turkey
’Department of General Surgery, Prof. Dr. Suleyman Yalcin City Hospital, Istanbul, Turkey
3Department of Radiology, Cam Sakura City Hospital, Istanbul, Turkey

AIM: Dilations in the hemorrhoidal venous plexus, caused by increased arterial flow secondary to dilatation and
hypertrophy in the superior rectal artery, lead to hemorrhoid disease. Superior rectal artery embolization (SRAE) is
a novel endovascular procedure for treating hemorrhoids in patients. We aimed to compare SRAE with the laser
hemorrhoidoplasty procedure for treating symptomatic hemorrhoids in patients.

METHODS: A comparative trial between SRAE and laser hemorrhoidoplasty was conducted. Patients with
symptomatic grade Ill or grade IV hemorrhoids with mucosal prolapse were eligible for this study. Thirty-three
patients were treated with the SRAE and 44 patients with laser hemorrhoidoplasty. The SRAE procedure was
performed with microcoils (interlock microcoils, Boston Scientific, USA) on all patients. Neo V Laser 1470 Nm Diode
Laser Machine (Israel) was used in the laser hemorrhoidoplasty procedure. Cost-effectiveness and total number of
days were considered when analyzing hospital stay duration and labor loss. Quantitative variables are presented as
mean = standard deviation, and qualitative variables are expressed as frequencies or ratios. P-values<0.05 were
considered statistically significant.

RESULT: A total of 33 patients (M/F: 24/9, mean age 46.21 years *+ 15.60) underwent the SRAE procedure, while 44
patients (M/F: 32/12, mean age 45.93 years + 11.34) underwent laser hemorrhoidoplasty in the study. Statistically
significant differences were observed between SRAE and laser hemorrhoidoplasty in terms of cost-effectiveness and
loss of labor (p < 0.001 and p <0.05, respectively). The mean cost for SRAE was S 966 compared to $ 1500 for laser
hemorrhoidoplasty (p <0.001).

CONCLUSIONS: The SRAE is at least as effective a treatment option as the laser hemorrhoidoplasty. Its biggest
advantage over laser hemorrhoidoplasty is that it requires no preparation other than local anesthesia and can be
discharged a few hours after the procedure. Considering the anesthesia preparation before the procedure, the
duration of hospital stay, and the resulting labor loss, it is a more cost-effective and preferred procedure.

Keywords: Embolization, Superior Rectal Artery, Laser Hemorrhoidoplasty, Cost Effectiveness
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Direct intrahepatic portocaval shunt (DIPS) for pediatric noncirrhotic portal
hypertension: transsplenic approach

Javid Ahmadov’, Nijat Alishev?, Aghakishi Yahyayev®

!Department of Radiology, Baku Health Center
2Department of Radiology, Baku Medical Plaza
3Department of Radiology, Republician Diagnostic Center

AIM: Direct intrahepatic portosystemic shunt (DIPS) with access to the portal vein from the IVC or hepatic vein has
been shown to be a viable alternative that may ameliorate portal hypertension in patients not suitable for TIPS. The
main causes of noncirhhotic pediatric portal hypertension are Budd-Chiari syndrome and portal vein thrombosis
with cavernomatous transformation. Because of complicated anatomy of portal and hepatic venous system in these
patients, analysing of single correct puncture through portal vein and hepatic vein or IVC is very important for
decreasing possible complications after procedure. Aim of our study to show the safety and facility of ouw DIPS
technique using transsplenic approach for this patients.

METHODS: All procedures performed under general anesthesia. We use transjugular and transsplenic approach in
all patients for detecting of access points. Each 5 Fr vertebral catheter from jugular and transsplenic sheath fixed in
heparic vein or IVC and portal vein respectivly. Using fluorscopy guidance 18 G Chiba needle percutaneusly cross
from portal vein to IVC. Guidewire Glide 0.35 through Chiba needle passed to IVC and catched by Snare Kit and
exchanged to Stiff Wire. Using this Stiff Wire acess we cross Guiding 6 Fr cathteter from hepativ vein or IVC to portal
vein. After confirming portal vein catheterization we enter second 0.18 Glide Guidewire to portal system and catch
it by Snare Kit and exchanged ti Stiff Wire. Reliable system from jugular access to transsplenic access allow us safely
insert stent for TIPS creation. We use bare metal stent in all cases. After the TIPS creation we performed splenic
artery embolization of 1/3 lower part of spleen. Transplenic access occluded by glue and lipiodol.

RESULT: From 2022 February to 2024 December we performed DIPS in 10 patients with median ager 13.6 years. 9
patients have hypersplenism, recurrent variceal bleeding, 2 patients have resistant ascites, 1 patient have severe
hepatic encephalopathy. We have nor mortality neither major bleeding in all cases. 2 patients have transient
hyperbilirubinemia during hospital period. Clinical success and technical success was 100 %.

CONCLUSIONS: DIPS and transsplenic approach for portosystemic shunt creation is safe and clinically succesfull for
noncirrhotic pediatric portal hypertension.

Keywords: Direct intrahepatic portocaval shunt, portal hypertension, noncirrhotic, transsplenic, embolization

Fig 1.

Portography by transsplenic approach (A) and hepatic venography by transjugular approach (B) to detect the best angle for
puncture.
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Fig 2.

Trasnvenous embolization of gastric veins (A). Splenic artery embolization of 1/3 lower part of spleen (B).
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Fig. 4.

ABDOMEN

ABDOMEN :

T - 3/1/2024 2:14:01
Preprocedural IV Contrast Enhanced Abdominal CT imaging of patient shows cavernomatous transformation and
splenomegaly: axial (A) and coronal (C) slices. 6th month control IV Contrast Enhanced Abdominal CT imaging of patient
shows patent portosystemic shunt stent and partial shrinkage of spleen: axial (B) and coronal (D) slices.
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Percutaneous Transhepatic Cholangiography (PTC) Experience in Pediatric Patients at Ege
University Hospital
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AIM: To evaluate the safety, feasibility, and outcomes of percutaneous transhepatic cholangiography (PTC)
procedures performed in pediatric patients, primarily liver transplant recipients with biliary strictures, at the
Interventional Radiology Department of Ege University Hospital.

METHODS: This retrospective study included 55 pediatric patients who underwent PTC between February 2008 and
January 2025. Patient ages ranged from 5 months to 18 years. Of these, 53 patients had biliary strictures
(anastomotic and/or nonanastomotic), including 50 liver transplant recipients. The remaining 5 patients included 4
with post-surgical complications, 1 with biliary injury after percutaneous liver biopsy. In 4 patients with complex
biliary obstructions, magnetic compression anastomosis (MCA) was successfully utilized. Technical success was
defined as visualization of the biliary tree and placement of at least an external drainage catheter when necessary.
A total of 276 PTC procedures were performed, with a median of 5 procedures per patient. Additionally, 130 balloon
dilations were performed, with a median of 2 per patient. 9 patients received biliary stents via the percutaneous
route, and 2 patients underwent endobiliary radiofrequency (RF) ablation for refractory strictures, resulting in the
regression of stricture in 1 patient. Data were collected on demographics, indications for PTC, technical success
rates, complications, and clinical outcomes. All procedures were performed under ultrasound/fluoroscopy
guidance, with sedation or general anesthesia as required.

RESULT: Technical success was achieved in 98% of cases (54/55 patients). Complications included two mortalities:
one due to cholangiosepsis and one due to hemorrhage. Additionally, a pseudoaneurysm was treated with
ultrasound-guided embolization, an arterioportal fistula was treated with coil embolization, a case of hemobilia was
treated conservatively, and 7 cases of cholangitis were managed appropriately. Among the 42 patients available for
follow-up, 32 (76.19%) had strictures regress following PTC and related procedures, 5 (14.28%) had strictures that
couldn't be resolved, 3 (7.14%) were opened with ERCP, and 1 (2.38%) regressed following redo
hepaticojejunostomy. Of the 9 patients that received metallic or plastic stents via the percutaneous route 8 had
strictures regress, and endobiliary RF ablation was performed in 2 patients, with strictures regressing in 1 of them.
MCA was successfully performed in 4 patients.

CONCLUSIONS: PTC is an effective but technically demanding procedure for managing biliary complications in
pediatric patients, particularly in liver transplant patients. It's generally safe, but the risk of severe complications
necessitates a cautious approach. Endobiliary RF ablation and stenting provide morre options in refractory cases,
and MCA highlights its potential in resolving complex biliary obstructions. Our experience underscores the utility of
PTC and its associated interventions over a 17-year period.

Keywords: Percutaneous transhepatic cholangiography, liver transplant, biliary strictures, magnetic compression
anastomosis
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Laparoskopik Kolesistektomi Sonrasi Safra Yolu Yaralanmalarinin Yonetiminde Perkiitan
Yaklasim ve Uzun Donem Sonuglari

Guven Kahriman, Muhammed Musa Onem

Erciyes Universitesi Tip Fakiiltesi Radyoloji Ana Bilim Dali

AMAC: Laparoskopik kolesistektomi (LK) sonrasi safra yolu yaralanmalarinin (SYY) yonetiminde perkitan
proseddrlerin etkinligini ve uzun dénem sonuglarini degerlendirmek.

YONTEM: Ocak 2007 ve Eyliil 2024 tarihleri arasinda LK sonrasi SYY gelisen ve perkiitan tedavi uygulanan 74 hasta
(27 erkek, 47 kadin; yas ortalamasi 48.97 + 17.02; aralik 15-82) retrospektif olarak analiz edildi. Strasberg
siniflamasina  goére SYY tipleri ve vakalarin tiplere gére dagilimi Tablo 1' de sunulmustur.
Safra yollarina erisim, gorlintiileme ve darlik ya da tikaniklik gésteren segmentleri gecmek amaciyla perkitan
transhepatik kolanjiyografi (PTK) yontemi uygulanmistir. Ana safra kanalina erisim saglanirsa, bilio-enterik
devamliligl saglamak amaciyla internal-eksternal perkitan biliyer drenaj (IE-PBD) kateteri yerlestirilmistir. Erisim
saglanamayan durumlarda ise safra yollarini dekomprese etmek igin eksternal perkitan biliyer drenaj (E-PBD)
kateteri kullanilmistir. Cerrahi onarim gereksinimi olan hastalar multidisipliner bir degerlendirme sonucunda ilgili
birime yonlendirilirken, diger hastalarda yaralanma tipine gore balon dilatasyonu, plastik veya biyolojik olarak
¢oziinebilir stent yerlestirilmesi (fig. 1) ve safra yolu embolizasyonu (fig. 2) gibi ileri perkitan girisimler uygulanmistir.
Bes hastada duktal devamliligi saglamak icin rendezvous prosediri uygulandi. Tablo 2' de, yaralanma tipine gore
gerceklestirilen islemler ile erken ve ge¢ dénem komplikasyonlar sunulmustur.

BULGULAR: Tip A SYY olgulari IE-PBD ile ek bir isleme gerek kalmadan tedavi edilmistir. 13 hasta cerrahiye refere
edilmis, ancak bu hastalardan 3'Unde onarim basarisiz olmus ve perkiitan yontemler uygulanmistir. Balon
dilatasyonu sonrasi uzatilmis IE-PBD, hafif safra yolu striktiirli olan 4 hastada basarili olmustur. Orta ve siddetli
striktirlerde 23 olguda plastik stent yerlestirilmis, bir hastada ise biyolojik olarak ¢ozlinebilir stent kullaniimistir.
Ayrica tip D SYY bulunan bir olguda plastik stent uygulanmistir. 12 aydan sonra 5 hastada biliyer darlik gelismis ve
balon dilatasyonlari ve plastik stent degisimi ile yonetilmistir. Plastik stent uygulanan vakalar, takip sireleri ve
komplikasyonlar Tablo 3' de sunulmustur. Bir hastada cerrahi tedavi gerekmis, diger olgularda takip siiresi boyunca
cerrahi isleme gerek kalmadan safra yolu agikligi korunmustur. Calismamizda majér komplikasyon orani 12.2%dir.
(kolanjit, n=7; abse, n=3; hepatik arter yaralanmasi, n=2). Kolanjit medikal, abse medikal ve perkitan drenaj ile ve
hepatik arter yaralanmalari perkiitan embolizasyon ile tedavi edildi.

SONUC: Laparoskopik kolesistektomi sonrasi SYY' nin cerrahi disi yonetiminde perkitan girisimler, 6zellikle ERCP
veya cerrahinin basarisiz oldugu, kontrendike oldugu ya da uygulanabilir olmadigi durumlarda etkili ve glivenli bir
tedavi secenegi sunmaktadir. Secilmis olgularda rendezvous teknigi bilio-enterik devamliligi saglamak igin
uygulanabilir bir yontemdir, perkitan girisimsel islemler cerrahi onarima kopri niteliginde de kullanilabilmektedir.

Anahtar Kelimeler: Girisimsel Radyoloji, Laparaskopik Kolesistektomi, Safra yolu Yaralanmalari, Perkiitan islemler
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Fig. 1a

23 yasinda kadin hasta, LK sonrasi 5. giinde sarilik sikayetiyle basvurdu. Kolanjiyogramda, klips uygulanmasi sonucu olusan
ana safra kanall transeksiyonu (tip E3 SYY) gdsterilmistir (ok, a). Bilio-enterik anastomoz denemesi basarisiz oldu ve cerrahi
klips ¢ikarildiktan sonra IE-PBD kateteri yerlestirildi (b). Uc aylik PBD siiresinin ardindan, 12F perkiitan plastik biliyer stent
(oklar) yerlestirildi (c). Bir yil sonra plastik stent ¢ikarildi ve kontrol kolanjiyografide, ana hepatik kanal seviyesinde psédo-trakt
olusumu (ok) izlendi (d). 836 mm boyutlarinda biyolojik olarak ¢éziinebilir bir stent (oklar) yerlestirildi (e) ve hasta 8 yildir
goriintiileme ve laboratuvar bulgulari normal sinirlarda, asemptomatik olarak takip edilmektedir.

Fig. 1b
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Fig. 1d
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Fig. 1e

47 yasinda kadin hasta, LK sonrasi 5. giinde karin agrisi, sarilik ve drenajdan safra kagagdi ile basvurdu. Perkiitan transhepatik
kolanjiyografi, ana hepatik kanaldan (ok) ve sag posterior sektérel hepatik kanaldan (ok ucu) safra kagagi oldugunu gésterdi.
Ana safra kanali kolanjiografide gériintiilenemedi (a). Safra yollarinin devamhiligi, distal ana safra kanalindan bilomaya kilavuz
telin ERCP araciligiyla ilerletilip perkiitan olarak yakalandigi rendezvous prosediirii ile saglandi ve 8F IE-PBD kateteri basariyla
yerlestirildi (b, c). Kolanjiogramda ayrica sag posterior sektérel kanalin transeksiyonu (ok, d) izlendi. Transekte sag posterior
sektérel kanal koil ve NBCA (glue) kullanilarak embolize edildi (oklar, e) ve ana hepatik kanal yaralanmasi igin plastik stent
yerlestirildi (ok ucu, e). Takiplerinde bir kez kolanjit atagi gegiren hasta medikal olarak tedavi edildi. Plastik stent ¢ikarildiktan
sonra 5 yildir asemptomatik olarak takip edilmektedir.
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Fig. 2b

Fig. 2c
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Strasberg Siniflamasina Gore 74 Vakada Safra Yolu Yaralanmalarinin Tipleri

Safra Yolu Yaralanmasi Tipi n (%)

A (sistik kanal gidtigi veya aberran safra kanallarindan safra kagagi) 35 (47.3%)
D (ana safra kanalindan safra kacagi) 1(1.3%)
E1 (ana hepatik kanal yaralanmasi; konfliiens >2 cm asagisinda) 10 (13.5%)
E2 (ana hepatik kanal yaralanmasi; konfliiens <2 cm asagisinda) 15 (20.3%)
E3 (ana hepatik kanal yaralanmasi; hepatik konfliiens seviyesinde) 7 (9.5%)

E4 (hepatik konfliiens diizeyi veya Uzerinin yaralanmasi; sag ve sol kanallar arasinda

2(2.7%
baglantinin bozulmasi) ( )
E5 (aberrant sag hepatik kanalin ana kanal ile birlikte yaralanmasi) 4 (5.4%)
Toplam 74 (100%)

Laparoskopik kolesistektomi sonrasi gelisen safra yolu yaralanmasi olan 74 vakanin yénetiminde uygulanan
perkiitan girisimsel islemler ve islemle iliskili erken ve ge¢ komplikasyonlar.

Prosediirler A D El E2 E3 E4 ES Toplam
(n=35) (n=1) (n=10) (n=15) (n=7) (n=2) (n=4) P

IE-PBD 35 - - 3 - - - 38
E-PBD - - 5 2 - - - 7
IE-PBD, BD - - 3 - 1 - - 4
IE-PBD, BD, PS - 1 2 9 5 - 1 18
|E-PBD, BD, PS, BS - - - 1 - - - 1
IE-PBD, BD, PS, rendezvous prosediiri - - - - 1 2 - 3
IE-PBD, BD, PS, transekte posterior sektorel kanalin ) ) ) ) ) ) 1 n
glue embolizasyonu

IE-PBD, BD, PS, rezdezvous prosediirli, transekte ) ) ) ) ) ) 5 5
posterior sektorel kanalin glue embolizasyonu

intraabdominal biloma drenaji 12 - - 4 1 - 4 21
Rezidi safra kanali taslarinin gikarilmasi 8 - - 1 - - - 9
PBD sonrasi cerrahiye refere edilenler - - 5 6 1 1 - 13

Erken Dénem Komplikasyonlar (n:13, 17.6%)
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Kolanjit - - - - 3 1 3 7

Hemobilia - - - 1 - - - 1
Abse - - 1 1 - - 1 3
Hepatik Arter Yaralanmasi 1 - - 1 - - - 2

Ge¢ Donem Komplikasyonlar (n:3, 4%)
Stent Tikanikligi (tasa bagh) - - 1 - 2 - - 3

Kisaltmalar: IE-PBD: Internal-eksternal perkiitan biliyer drenaj; E-PBD: Eksternal perkiitan biliyer drenaj; PS: Plastik stent
yerlestirilmesi; BS: Biyolojik olarak ¢6ziinebilir stent yerlestiriimesi; BD: Safra yolu striktiiriiniin balon dilatasyonu.

Plastik Stent Uygulanan Olgularin Safra Yolu Yaralanmasi Tipleri, Takip Siireleri ve Komplikasyonlar

Takip Suresi (ay)
Plastik Stentle / Plastik Stent Komplikasyon / Ek Bilgi
Cikarildiktan Sonra

Yas, Safra Yolu

Olgu 7. -
Cinsiyet  Yaralanmasi Tipi

1 72, K D 49/ - - /asemptomatik

2 41, E El 6/ 100 - /asemptomatik

3 48 K £1 18/9 intrahepa'tik. safra kanal taslar / cerrahiye
refere edildi

4 34, K E2 9/90 - /asemptomatik

5 73 E £ 6/70 hepatif: artery injury / perkiitan
embolizasyon uygulandi

6 66, E E2 6/92 - /asemptomatik

7 34 K £ 12/ 48 hemobilia. / spontan rezolisyon, ek islem
gerekmedi

8 68, K E2 3/- - / takiplere devam etmedi

9 65, K E2 12 /36 - /asemptomatik

10 41,K E2 5/- - / SYY iliskisiz ex

11 52,K E2 3/- - / takiplere devam etmedi

12 36,K E2 6/30 - /asemptomatik
safra kanalinda taslar ile birlikte kolanjit /

13 27,K E3 36/120
stent ¢ikarildiktan 2 yil sonra
safra kanalinda taslar ile birlikte kolanjit /

14 44,E E3 96 /60

stent uygulandiktan 8 yil sonra
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7/97
70/ -
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60 / 60
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Predictive Factors for Recurrent Hemoptysis After Bronchial Artery Embolization

Nigar Seyma Cabioglu?, Ali Dablan®, Oguzhan Turksayar®, Tugce Barca Seker?, Merve Ekinci Fidan®

!Department of Radiology, Basaksehir Cam ve Sakura City Hospital, Istanbul, Turkey

ZDepartment of Anesthesiology, Yedikule Chest Diseases and Thoracic Surgery Education and Research Hospital,
Istanbul, Turkey

3Department of Thoracic Surgery, Yedikule Chest Diseases and Thoracic Surgery Education and Research Hospital,
Istanbul, Turkey

AIM: This study aims to evaluate the factors associated with recurrent bleeding following bronchial artery
embolization (BAE) and analyze demographic, procedural, and clinical characteristics in a single-center cohort over
a three-year period.

METHODS: A retrospective analysis was conducted on 305 patients who underwent BAE between May 2020 and
May 2023. Patients were categorized into recurrence (n=80) and no recurrence (n=225) groups. Data collected
included patient demographics (age, gender), procedural details (procedure time, fluoroscopy time, prior CT
angiography (CTA), number of vessels occluded, and embolization particle size), and diseases associated with
recurrence. Statistical analysis was performed to identify significant predictors of recurrent bleeding associated with
revascularization after BAE procedure.

RESULT: The mean age of the cohort was 53.63 £ 15.60 years, with 71.9% being male. The median procedure time
was 34.5 minutes (IQR: 24.0-47.0), and the median fluoroscopy time was 24.0 minutes (IQR: 14.5-31.0). Prior CTA
was performed in 60.1% of cases. The median number of occluded vessels was 2 (IQR: 1-2). Analysis of embolization
particle size distribution revealed no significant association with recurrence (p=0.204).

Diaseases with the highest recurrence rates included aspergilloma (57.1%), tuberous sclerosis (50.0%),
bronchiectasis (50.0%), malignancy (48.6%), and tuberculosis (44.0%) (p < 0.001). Gender distribution was
comparable between the recurrence and no-recurrence groups (p=0.508). Vessel involvement analysis identified
the common bronchial (192 cases), right intercostobronchial (172 cases), and left bronchial (110 cases) arteries as
the most frequently targeted vessels. Additionally, 35 patients underwent embolization of non-bronchial arteries.

CONCLUSIONS: This study highlights that while procedural and demographic factors, including particle size, gender,
and prior CTA, were not significantly associated with recurrence; specific diagnoses such as aspergilloma,
bronchiectasis, malignancy, and tuberculosis posed higher recurrence risks. These findings underscore the
importance of identifying high-risk groups to optimize patient selection and post-BAE management strategies.

Keywords: Bronchial, Embolization, Recurrence
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Figure 1

A 36-year-old female patient with a known history of Churg-Strauss syndrome and hypertension. Seven months after the initial
procedure, where the right bronchial artery originating from the intercostobronchial artery was selectively embolized with
particles, the patient experienced recurrent bleeding and was re-treated. (a) An image obtained from the right
intercostobronchial artery using a macrocatheter shows minimal tortuosity and hypervascularization in the right bronchial
artery, indicated by the black arrow. (b) Selective catheterization of the right bronchial artery using a microcatheter. (c) After
embolization with particles, the lumen of the right bronchial artery does not fill with contrast medium. (d) An image obtained
after recurrent hemoptysis shows recanalized hypervascularization in the right bronchial artery, indicated by the black arrow.
(e) Selective catheterization of the right bronchial artery using a microcatheter is shown with the black arrow, and minimal
tortuosity and hypervascularization are demonstrated distally, marked by the hollow arrow. (f) Post-embolization image
obtained with a macrocatheter shows no contrast filling in the right bronchial artery.
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Figure 2

A 78-year-old male patient with a known lung cancer presented to the emergency department with complaints of recurrent
hemoptysis. He was subsequently referred to our interventional radiology clinic for bronchial artery embolization. In the initial
procedure, the common bronchial artery was embolized with particles, but recanalization occurred one month later. During
this procedure, the right bronchial artery was also embolized with glue. One month later, no recanalization was observed in
the right bronchial artery, which had been embolized with glue. (a) Minimal tortuosity and hypervascularization associated
with the right and left bronchial arteries, originating from the common bronchial artery, are indicated by red arrows. (b) After
particle embolization, no hypervascularity is observed in the distal common bronchial artery. (c) In the images obtained after
recurrent hemoptysis, the recanalized right and left bronchial arteries originating from the common bronchial artery are
shown with white arrows. (d) Second post-procedure images show no hypervascularization.
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A 38-year-old male patient, followed for asthma and bronchiectasis, previously underwent embolization of the right intercostal
artery with coils at an external center due to hemoptysis, showing tortuosity and hypervascularization. He presented to our
clinic 2.5 years later with recurrent bleeding. (a, b) Pre- and post-embolization images obtained at the external center, with the
right intercostal artery embolized with coils indicated by the white arrow. (c) Post-recurrent bleeding images obtained at our
clinic, showing revascularization within the lumen of the right intercostal artery embolized with coils, indicated by the red arrow.
(d) Post-embolization with particles, no hypervascularization is observed.

Table 1 - Detailed Analysis of Parameters Related to Demographic Characteristics and Procedural Variants

Number of Patients 306

Age (Mean % SD) 53.63 + 15.60 years

Gender Distribution Male: 220 (71.9%) / Female: 86 (28.1%)

CTA Performed / Not Performed Performed: 184 (60.1%) / Not Performed: 122 (39.9%)
Procedure Time (Mean % SD) 37.7 £19.4 minutes
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Procedure Time (Median)

Procedure Time (IQR)

Fluoroscopy Time (Mean + SD)
Fluoroscopy Time (Median)

Fluoroscopy Time (IQR)

Total Air Kerma (Mean £ SD)

Total Air Kerma (Median)

Total Air Kerma (IQR)

Number of Vessels Occluded (Median, IQR)

Time to Recurrent Bleeding (Median, IQR)

34.5 minutes

24.0 (23.0 - 47.0) minutes
26.4 + 18.5 minutes

24.0 minutes

14.5 (16.5 - 31.0) minutes
717.5 £ 685.7 mGy

487.0 mGy

618.0 (285.0 - 903.0) mGy
2(1-2)

2 months (1 - 6 months)

Table 2 - Detailed Analysis of Parameters Related to Recurrence

No Recurrence
Parameter Recurrence (n=80)
(n=225)
Age (years) 53.73 + 15.15 53.39 + 16.60
Procedure Time Median: 35.0 (IQR:
, (IQR: e dian: 32.0 (IQR: 24.75-45.5)
(minutes) 22.0-47.0)

Fl Ti Median: 28.0 (IQR:
voroscopy 'me| Viedlan (IQR: \ redian: 25.0 (1QR: 19.0-30.0)
(minutes) 20.0-38.0)
Perf d: 133
Prior CTA (Segr.(l);)n)we Performed: 50 (62.5%)

Bronchial vs. Non-

Bronchial: 116, Non-

Bronchial

L Bronchial: 28
Embolization

Number of Vessels

Occluded Median: 2 (IQR: 2-2)

Gender

Diagnosis with High
Recurrence Rates

Male (1): 176 (78.2%),
Female (2): 49 (21.8%)

Bronchial: 38, Non-Bronchial: 10

Median: 2 (IQR: 1-2)

Aspergilloma (57.1%), Tuberous Sclerosis

Male (1): 59 (73.8%), Female (2): 21 (26.3%)

Statistical Analysis

t-statistic:-0.16,
p=0.872

p=0.950

p=0.382

p=0.690

p=1.000

Mann-Whitney U
Test, p=0.288

Chi-Square Test,
p=0.508 (not
significant)

(50.0%), Bronchiectasis (50.0%), Malignancy p <0.001*

(48.6%), TBC (44.0%)

*A p-value of <0.001 was considered statistically significant
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Table 3 - Detailed Analysis of Parameters of Embolized Vessels

Vessel Name Frequency
Common bronchial 192
Right intercostobronchial 172
Left bronchial 110

Right bronchial 61

Table 4 - Distribution of Embolization Particle Size and Relation with Recurrence

Particle Size Name No Recurrence (n) Recurrence (n) Total (n)

Contour 500-700 105 50 155
Contour 300-500 15 10 25
500 Embosphere 12 5 17
900 Embosphere 8 4 12
Contour 710-1000 45 8 53
Contour 1000-1180 18 3 21
1100 Embosphere 5 2 7
700 Embosphere 17 8 25
Total 225 80 305

Relation with Recurrence: - Chi-square statistic: 9.732 - p-value: 0.204 - Degrees of Freedom (df): 7 The p-value (0.204) indicates
no statistically significant association between particle size and recurrence of bleeding.

Table 5 - Distribution of Diseases of Patients

Diseases Frequency Percentage (%)
Tuberculosis 50 16.3
Pneumonia 48 15.7
Malignancy 37 12.1
Bronchiectasis 32 10.5
Aspergilloma 21 6.9

Cardiac pathology 14 4.6
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Chronic obstructive pulmonary disease 12

Hypertension 11
Chronic granulomatous disease 10
Asthma 10
Unknown 9
Pulmonary artery aneurysm 8
Pulmonary venous return anomaly 6
Churg-Strauss syndrome 6
Behget's disease 6
Pneumothorax 5
HIV+ 5
Cystic fibrosis 5
Malaria 4
Pulmonary embolism 3
Malaria 2
Tuberous sclerosis 2

3.9

3.6

3.3

3.3

2.9

2.6

2.0

2.0

2.0

1.6

1.6

1.6

1.3

1.0

0.7

0.7
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SS-12

Kolorektal ve Kolorektal Olmayan Karaciger Metastazlarinda Perkiitan Termal Ablasyon:
Termal Ablasyonsuz Gegen Siirenin ve Diger Prognostik Faktorlerin Sagkalima Etkisi

Onder Eraslan, Onur Ergun

Uskiidar Universitesi, Radyoloji Ana Bilim Dali, istanbul

AMAC: Bu retrospektif, tek merkezli calismada, hepatik metastaz tanisi alan ve perkitan termal ablasyon
uyguladigimiz hastalarda, Thermal Ablation-Free Time (TAFT) basta olmak Uzere gesitli faktorlerin Overall Survive
(OS) ve Progression-Free Survive (PFS) lizerindeki etkilerini degerlendirmeyi amagladik.

YONTEM: Komorbid hastaliklari ve diisiik kardiyopulmoner rezerv nedeniyle cerrahi agidan riskli hastalar, cerrahiyi
kabul etmeyen, ablasyon 6ncesi sadece onkolojik medikal ajanlarla tedavisi devam eden hastalar; ablasyon tedavisi
oncesinde veya sonrasinda ekstrahepatik metastazi/ ekstrahepatik niksii olmayan hastalar; primer kanser tanisi
bilinen ve biyopsi sonucu metastaz lehine gelen karaciger lezyonlarindan boyutu < 4 cm, sayisi £ 3 olan lezyonlara
sahip hastalar calismaya dahil edildi. Primer tanisina yoénelik cerrahi ge¢misi olmasi dikkate alinmadi.
Perkiitan ablasyon uygulanan ancak takip verilerine ulasilamayan hastalar, hepatik rezeksiyon, SBRT, vb. tedavi
gecmisi olan hastalar ¢alisma disi birakildi. Ekstrahepatik metastazi ve ekstrahepatik niiksi olan hastalar ¢alismanin
homojenitesi ve veri karistirici etkisinden kagcinmak amaciyla ¢alisma disi birakildi. Bitin kriterleri karsilayan 89
hasta ve 167 metastatik lezyon tespit edildi. Termal ablasyon olarak RF ve MWA islemleri kabul edildi. OS ve PFS icin
12., 36. ve 60.aylar icin sag kalim oranlari hesaplandi.

Hepatik metastaz tanisindan hastanin ablasyon tedavisine kadar gegen siire Thermal Ablation-Free Time (TAFT)
olarak adlandirildi. Genel sagkalim (OS), hepatik metastaz tanisi aldigi tarih ile hastanin son kontrol tarihi veya exitus
tarihi arasi olarak belirlendi. Progresyon-Free Survive (PFS), hepatik metastaz ablasyon tarihi ile hastanin hepatik
niks gorildiigu tarih veya hastanin son kontrol tarihi veya exitus tarihi arasi olarak belirlendi.

Survival analiz icin Life Tables ve Kaplan—Meier testi kullanildi. Univariate analiz i¢in Log rank testi, multivariate analiz
icin Cox regression testi kullanildi. IBM SPSS (Statistical Package for the Social Sciences) 21.0 paket programi ile
veriler islendi. istatistiksel anlamlilik diizeyi p <0.05 olarak kabul edildi.

BULGULAR: Hastalarin median OS ve PFS sirasiyla 41 ay (24.2-57.8) ve 22.4 ay (7.8-37.1) olarak hesaplandi. 1, 3 ve
5 yillik OS sirasiyla %75, %61 ve %23 olarak bulundu. 1, 3 ve 5 yillik PFS sirasiyla %71, %49 ve %31 olarak bulundu.
Cinsiyetler arasi median OS ve PFS istatistiksel olarak anlamh fark bulunmadi (p>0.05). (Tablo-1)
RF ve MWA teknikleri arasinda OS ve PFS istatistiksel olarak anlamli farkhlik bulunmadi (p>0.05). (Tablo-1)

SONUG: Sonug olarak, karaciger metastazi tanisi alan ve cerrahi tedaviden farkli nedenlerle yararlanamayan hasta
grubunda, perkitan termal ablasyonun (RFA ve MWA) etkinligini ve glvenligini degerlendirdik. Bulgularimiz,
ablasyon tedavisinin 60 yas alti, soliter ve 3 cm’den kiiclik metastazi olan, ablasyon tedavisini tanidan sonraki ilk 12
ay icinde alan hastalarda daha uzun OS ve PFS siireleri ile iliskili oldugunu gosterdi.

Anahtar Kelimeler: Kolorektal tiimér, Genel Sagkalim, termal ablasyon
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Table-1

Tablo-1 Hepatik metastazi olan hastalarda

sagkalim oranlar, Univanate ve Multivariate Analiz

sonuclar
Orverall Survval (%o Prograzsion-fres Survival (%40)
S 5 . e e y
n | Medim Ul | MeA | Mediem Ueh | MvA
year 'Ears years Year Years YEears
<60 years | 39 | 502 92 | |2 411 85 | &0 |0
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Sax 214 | 831 851 | 206
Famale 1 | M8 g6 | 54 £ 13 86 |34 |34
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SS-13

Short to Mid-term Outcomes of Flow Re-Direction Endoluminal Device X (FRED™ X™) in
the Management of Intracranial Aneurysms: Meta-Analysis

Alperen Elek®, Gulfem Dindar? Sidar Karagoz®, Semra Yucel®, Celal Cinar’, Mahmut Kusbeci’, Egemen Ozturk?,
Ismail Oran?

!Department of Interventional Radiology, Faculty of Medicine, Ege University, Izmir, Turkey
2Faculty of Medicine, Gazi University, Ankara, Turkey

3Faculty of Medicine, Dicle University, Diyarbakir, Turkey

Faculty of Medicine, Izmir Katip Celebi University, Izmir, Turkey

AIM: This meta-analysis aims to demonstrate clinical and angiographic outcomes of the Flow Re-Direction
Endoluminal Device X (FRED™ X™) in the treatment of intracranial aneurysm

METHODS: A systematic review was conducted using Medline, Scopus, and Web of Science databases up to
December 2024. Studies reporting clinical and angiographic outcomes for Flow Re-Direction Endoluminal Device X
(FRED X) were included. Favorable outcomes were defined as those reported directly in studies or as a modified
Rankin Scale (mRS) score of 0-2. Statistical analysis was conducted using R, with pooled estimates under a
randomeffects model.

RESULT: A systematic review identified eight studies, including 573 patients with 645 aneurysms. The weighted
mean age was 55.87 years, and 22.45% of patients were male. Most aneurysms were unruptured (91.24%), saccular
(90.33%), and located in the anterior circulation, primarily in the internal carotid artery. Favorable neurological
outcomes were achieved in 96.6% of cases, and complete or near-complete occlusion in 84.4%. Complications
occurred in 9.1% of cases, with in-stent stenosis in 5.1% and mortality in 1.5%. For unruptured aneurysms, favorable
outcomes were reported in 97.3% of cases, with 83% achieving occlusion and an 8% complication rate. For ruptured
aneurysms, favorable outcomes were observed in 92.4%, occlusion in 73.8%, and complications in 21.1%. Ruptured
aneurysms had a higher complication risk than unruptured aneurysms (RR 0.46, 95% Cl 0.21-0.99, P = 0.049).

CONCLUSIONS: FRED X offers high feasibility and procedural safety, surpassing the performance of first-generation
devices.

Keywords: Intracranial aneurysms, FRED X, Flow Re-Direction Endoluminal Device X
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Figure-1

[ Identification of studies via databases and registers. ]
E Records identified from Records removed before
'§ databases (n = 131) screening:
= ™ Duplicate records removed (n
E Medline: 47 = 80)
Scopus: 41
= Web of Science: 43
—
- !
Records screened ——»p» | Records excluded
(n=251) (n=40)
N |- . _
' eports sought for retrieval » | Reports not retrieved
§ (n=11) (n=0)
Reports excluded (n =3):
Full-text reviews assessed for
eligibility. = In vitro (n = 1)
(n=11)
Full text revealed it was
nota FRED X (n =2)
3 Studies included in review
o (n=8)
£
Prisma flow diagram
Figure-2
Unruptured Ruptured Weight Weight
Study Events Total Events Total Risk Ratio RR 95%-C| (common) (random)
Goertz, 2024 0 27 1 7 0.09 [0.00; 2.01] 6.2% 6.2%
Abbas,2023 3 39 1 5 0.38 [0.05; 3.03] 14.0% 14.0%
Vollherbst,2023 21 163 5 21 —=T 0.54 [0.23; 1.28] 79.8% 79.8%
Cherednychenko ,2023 0 5 0 0.0% 0.0%
Common effect model 234 a5 <> 0.46 [0.21; 1.00] 100.0% y
Random effects model <= 0.46 [0.21; 1.00] 100.0%
Heterogeneity: I = 0.0%, = 0, p = 0.5440 ! ! ! !
0.01 041 1 10 100

Complications in the comparison of unruptured and ruptured aneurysms.
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Table-1

Variable Raw number (%) * Number of studies
Number of patients 573 8
Number of aneurysms 645 8
Mean agef 55.87 7
Proportion male 126/561 (%22.45) 7
Previous Treatment History 65/352 (%18.46) 4
Mortality 4/515 (% 0.77) ]

Clinical Status at

presentation
mBRS =< 2/ good neurologic 496/499(%99.40) 6
mBS> 2 / bad neurologic 3/499(%0.60) 6
NA 97 2
Morphology
Saccular 514/569(%90.33) 7
Fusiform 29/569(%5.10) 7
Other 26/569(%4.57) 7
Mean aneurysm size 13,05mm 7
Ruptured 56/639(%8.76) 8
Unruptured 583/639(%91.24) 8
Mean follow-up (in months) 1 9.04 months 7

*Reported as pooled aggregate data and not based on random-effects inverse-variance meta-analysis.
t Represents weighted average

+1Based on the last longitudinal clinical follow-up scan.

Baseline clinical and aneurysm characteristics
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Table-2
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Summary of included studies.
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Table-3

Location

P value

Anterior Circulation
(n=518)

Middle Cerebral Artery (MCA) (n=37)

Internal Carotid Artery (1CA) (n=451)

Choroidal Artery (n=6)

Anterior Cercbral Artery (ACA) (n=21)

Anterior Communicating Artery (&) (1= 3)

= 0.001

Posterior Circulation
(n=80)

Posterior Cerebral Artery (PCA) (n=4)

Basilar Artery (n=23)

Vertebral Artery (n=28)

Posterior Inferior Cerebellar Artery (PICA) (n=T)

Posterior Communicating Artery (Baagds (n=4)

Mot specified in posterior circulation (n=14)

< 0.001

Distribution of aneurysms by location.

Table-4
Outcomes Estimate (95% CI) I (%) | No. of studies No. of events/total
Favorable neurological _ )
96.6 (90.5-98.8) 39 6 494/508
outcomes
Complete / Near- ) ) )
) B4.4 (65.9-93.8) 723 6 360/430
complete Occlusion
Complications 9.1(5.4-15) 66.5 8 S8/573
In-stent stenosis 5.1(0.84-26) 814 6 17/503
Mortality 1.5 (0.8-3) 0 7 4/515

Meta-analysis findings of outcomes in overall aneurysms.
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Table-5

Outcomes Estimate (95% CI) I* (%) | No.of studies No. of events/total
Unruptured
ANEUrysSms
Favorable neurological )
97.3(91.5-99.1) 0 5 322/326
outcomes
Complete / Near- )
. 83 (69.2-91.4) 54.8 4 255/311
complete Occlusion
Complications B(48-13) 351 6 41/507
Ruptured
ANEUrYSInS
Favorable neurological )
92.4 (88.6 - 95) 0 3 17117
outcomes
Complete / Near-
. 73.8(0.25-99.9) 0 2 14/18
complete Occlusion
Procedure-related
. 21.1 (14.8 - 29.19) ] 4 7/35
complications
Unrupiured
Vs,
Ruptured
Complete / Near- . ]
. OR 2.42 (0.67 — 8.63) 0 2 NA
complete Occlusion
Procedure-related
. RR 0.46 (0.21 -0.99) i} 3 NA
complications

Meta-analysis findings of outcomes rupture versus unruptured aneurysms.
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SS-14

A Comparison of Mechanical Thrombectomy Outcomes between M2 occlusion and M1
occlusion

Nazim Cetinkaya®, Feyza Zengin®, Umut Erdem?, Eyiip Camurcuoglu?

!Department of Radiology, Seyrantepe Hamidiye Etfal Research and Training Hospital, Istanbul, Turkey
’Department of Radiology, Bakirkdy Dr. Sadi Konuk Research and Training Hospital, Istanbul, Turkey

AIM: Mechanical thrombectomy has been shown to be effective for large vessel occlusions in the anterior
circulation, but its safety and success in treating distal vasculature remains not that clear. Our study aim to assess
the effectiveness of mechanical thrombectomy for M2 occlusions in comparison to M1 occlusions in patients with
acute ischemic stroke (AIS).

METHODS: A retrospective analysis was conducted on prospectively collected data from patients who underwent
mechanical thrombectomy for AIS and had similar National Institutes of Health Stroke Scale (NIHSS) scores,
specifically targeting isolated M1 or M2 branches of the middle cerebral artery (MCA).Stent retriever-based
thrombectomy was performed on 198 patients with acute MCA occlusions between March 2022 and May 2024. Of
these, 134 (67.68%) had M1 occlusions, while 64 (32.32%) had M2 occlusions.The primary outcomes included
recanalization success, periprocedural complications, hemorrhage, 90-day modified Rankin Scale (mRS) scores,
successful recanalization (Thrombectomy in Cerebral Infarction [TICI] 2b/3) and mortality.

RESULT: Patients with M2 occlusions successful recanalization ratio is %70.3, patients with M1 occlusions successful
recanalization ratio is %88. MT takes 104.6 min for M2 occlusions; 91.16 min for M1 occlusions, averagely. The mean
thrombectomy attempts is 1.57 for M2 group and 2.4 for M1 group. %44.2 of M2 occlusions and %40.1 of M1
occlusions took prior anticoagulant therapy. The mean age was 71.85 years in the M1 group and 73.04 years in the
M2 group, showing a statistically significant difference (p = 0.0098). Patients with M2 occlusions demonstrated
similar functional outcomes and required fewer thrombectomy attempts compared to M1 occlusions, despite
similar rates of intracranial hemorrhage and procedural complications. M1 occlusions had higher recanalization
success rates. Mortality rates were comparable between groups. There was no significant difference in mean NIHSS
scores, both at admission (15.38 £6.20 vs. 12.65 + 7.30; P = 0.296). Aspiration showed higher recanalization efficacy
for both occlusion types, highlighting its potential as an effective technique in mechanical thrombectomy.

CONCLUSIONS: The findings indicate that mechanical thrombectomy is a safe and effective treatment option for
middle cerebral artery (MCA) occlusions in both the M1 and M2 segments. M2 thrombectomy is a safe procedure,
with many patients achieving good clinical outcomes. Compared to M1 occlusions, M2 occlusions showed a similar
likelihood of favorable angiographic and clinical outcomes in our case series. Endovascular treatment of M2
occlusions in severely affected patients does not carry an increased procedural risk or higher rates of postprocedural
hemorrhage. Poor outcomes were associated with factors such as advanced age and prior anticoagulant therapy.
Consequently, stent-retriever-based thrombectomy should be considered as a treatment option for patients with
severe symptoms due to acute M2 occlusion.

Keywords: Mechanical Thrombectomy, M1-MCA occlusion, M2-MCA occlusion, Stroke
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BULGULAR

Variable M1 Occlusions M2 Occlusions
Recanalization Ratio 88.0% 70.3%

Mean MT Duration (minutes) 91.16 104.6

Mean Thrombectomy Attempts 2.4 1.57
BULGULAR

M2 Occlusions

Variable M1 Occlusions M2 Occlusions

P-Value

Mean Age (years) 71.85 73.04 P =0.0098

NIHSS Scores (mean +SD) 15.38+6.20 12.65+7.30 P=0.296
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SS-15

Primer Hepatik Hemanjiyomlarda Selektif Bleomisin-Lipiodol Embolizasyonunun, Hedef
Disi Hemanjiyom Boyutlarina Etkisi

Ramazan Kutlu®, Nurullah Dag’, Eldiiar Saparbekov?, Fatma Hilal Yagin?

linéni Universitesi, Tip Fakiiltesi, Radyoloji Anabilim Dali
2Zinéni Universitesi, Tip Fakiiltesi, Biyoistatistik ve Tipi Bilisim Anabilim Dali

AMAG: Dev hepatik hemanjiyomlarin selektif bleomisin-lipiodol transarteriyel kemoembolizasyonu (TAKE)
sonrasinda embolizasyon yapilmayan veya tedavi icin hedeflenmeyen non-target (hedef disi) hepatik
hemanjiyomlardaki degisikliklerin degerlendirilmesi.

YONTEM: Bu tek merkezli retrospektif calismaya, 2009 ile 2022 yillari arasinda selektif bleomisin-lipiodol TAKE ile
tedavi edilen primer dev hemanjiyomlardan farkli hedef disi hepatik hemanjiyomlari olan 24 hasta dabhil edildi.
Lezyonlarin boyutu ve hacmi, tedaviden dnce ve 6, 12 ve 24. aylarda elde edilen bilgisayarli tomografi incelemeleri
kullanilarak degerlendirildi.

BULGULAR: Takip sirasinda hedef disi lezyonlarin (n = 34) boyutunda 6nemli bir azalma goézlendi (P < 0,05). 34
lezyonun 18'inde (%53) hacimde %50 veya daha fazla azalma gorildi. Birincil lezyon igin genel klinik basari orani,
onemli bir boyut kiclltme ve semptom iyilesmesi olarak tanimlandiginda %96 idi. Lojistik regresyon analizi,
demografik veya birincil lezyon degiskenleri ile hedef disi lezyonlardaki degisiklikler arasinda istatistiksel olarak
anlamli bir iliski gostermedi (P = 0,901). Spearman korelasyon analizi, birincil ve hedef disi lezyonlardaki degisiklikler
arasinda anlaml bir iliski gostermedi (P > 0,05).

SONUG: Bu pilot calismada, literatlirde ilk kez dev hepatik hemanjiyomlarin selektif bleomisin-lipiodol TAKE ile
tedavisinin ardindan hedef disi hemanjiyomlarda da boyut azalmasi tespit edilmistir. Altta yatan mekanizma tam
olarak anlasilmamis olmakla birlikte, kemoterapotik ajanin sistemik emilimi, lenfatik yayilim veya abscopal etki gibi
faktorlerin rol oynayabilecegi dislinliimektedir. Bu bulgularin dogrulanabilmesi icin ¢ok merkezli ¢calismalar, daha
uzun takip sireleri ve bagisikhk mekanizmalarini arastirmaya yonelik prospektif calismalar gerekmektedir.

Anahtar Kelimeler: Karaciger, Hemanjiyom, Transarteriyel kemoembolizasyon, Bleomisin, Abscopal etki
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SS-16

Choice of embolization agent in preoperative embolization of hypervascular spinal
malignancies

Andrey Tarkhanov', Gabriel Bartal’, Sergey Druzhin?, Rafael Shakhbazyan®

ISverdlovsk Regional Oncology Center
ExactEmb Ltd.

AIM: Surgery of hypervascular spinal malignancies is associated with substantial intraoperative blood loss (IBL) of
up to 6000 ml. Our aim was to compare the results of preoperative embolization using various embolization agents
(microparticles, coils and/or liquid embolics) in reducing IBL in these patients.

METHODS: We retrospectively analyzed the outcomes of hypervascular spinal malignancies management in
patients treated between years 2011-2023. 181 patients aged 26 to 83 years (mean 58,2) were included,
Male/Female 87/94. 63/181 of patients with primary tumors and 118/181 with metastatic disease. 9 cervical, 100
thoracic and 69 lumbar spine lesions were treated using targeted superselective embolization of the feeding vessels
as well as hypervascular focus. Initially we used microparticles and coils (81/181) of patients, but since the liquid
embolics agents (LEA) became available we used them exclusively in 100/181 patients. Open surgery was performed
within 1 to 10 post embolization days. 3 patients were excluded: 1 had no surgical stage, 2 had extraordinary blood
loss during surgery. We calculated an average IBL in each case and compared our results with published data.

RESULT: In all cases total occlusion of feeding arteries was achieved. Post preoperative embolization IBL was
68811062 ml., compared with about up to 6000 ml. In patients without embolization. There was no in-hospital
mortality associated with the volume of intraoperative blood loss. We found a significant difference in groups by
interval between embolization and surgery 1-3 days and more than 3 days (554,7 + 635,8 / 925,0 + 1533,7 ml.).
Moreover, we found no significant difference in groups by embolization agents (LES vs. particles and coils). One
patient treated with particles died after embolization of metastases in C2 due to brain stem edema. Permanent
neurological deficit due to non-targeted embolization (NTE) with particles was observed in 1 patient. Transitory
neurological deficit was observed in 12 cases.

CONCLUSIONS: Preoperative embolization of hypervascular spinal malignancies is safe and significantly reduces IBL.
IBL is significantly correlated with time between embolization and surgery. Although IBL after embolization with LEA
was not significantly different from particles and coils groups. We advocate using LEA as its quick, radiopaque and
allows precise embolization control thus reducing the number of complications, associated with NTE.

Keywords: Embolization, spinal tumor, liquid embolic agent
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Spinal tumor left side - before embolization
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Spinal tumor after embolization
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SS-17

Endovascular Stenting for Chronic Mesenteric Ischemia: Evaluating Its Safety and
Effectiveness for Symptom Alleviation

Mehmet Cingoz, Berk Tutuncuoglu

Department of Radiology, Basaksehir Cam and Sakura City Hospital, Istanbul, Turkey

AIM: Chronic mesenteric ischemia (CMI) is a severe condition often linked to advanced systemic atherosclerosis,
affecting approximately 17% of individuals aged 65 and older(1). Significant narrowing or blockage of two or more
mesenteric arteries can result in postprandial abdominal pain, unintended weight loss, and an audible abdominal
bruit, or may progress to acute intestinal infarction. Over the past decade, mesenteric artery stenting has become
the preferred revascularization method, replacing open bypass surgery in most cases. Many institutions now adopt
an endovascular-first approach, reserving open surgery for cases unsuitable for stenting(2). This study evaluates the
safety and efficacy of stenting for superior mesenteric artery(SMA) stenosis or occlusion, focusing on changes in
pain levels measured by the Visual Analog Scale (VAS) before and after the procedure.

METHODS: A retrospective analysis was performed on 22 patients treated with endovascular stenting for chronic
mesenteric ischemia between 2020 and 2024, excluding those with acute mesenteric ischemia. Outcomes, including
procedural success, stent types, complications, stent deployment techniques, and follow-up imaging, were
evaluated. Pre- and post-procedural VAS scores at the first month were recorded to assess symptomatic
improvement.

RESULT: Our study included 22 patients, 15females (68.2%) and 7males(31.8%), with a median age of 72years(IQR
22.75). Abdominal pain was reported in all patients(100%), while 7(31.8%) also experienced nausea/vomiting, and
3(13.6%) presented with miscellaneous symptoms. Weight loss was noted in 21 patients, with a median loss of 12.5
kg(IQR 12). Stenting was successfully performed in 20 patients, achieving a technical success rate of 90.9%, while 2
procedures failed(9.1%). Table 1 provides an overview of the demographics and procedural details of the patients.
Access site complications included two brachial pseudoaneurysms and one femoral pseudoaneurysm, all treated
with percutaneous thrombin injection. Three patients died within 30 days, two due to bowel ischemia and one due
to myocardial infarction.At a median follow-up of 11 months(IQR 6-14), stent occlusion occurred in two patients
and in-stent restenosis in one, all requiring reintervention with repeated stent placement. During the 1-year follow-
up, one patient died from pneumonia, and another from myocardial infarction. Median pre-procedure VAS scores
decreased significantly from 8.0(IQR 8—10) to 0.0(IQR 0.0-2.0) post-procedure(p < 0.001). Patient examples of the
procedure are shown in Figures 1-5.

CONCLUSIONS: Endovascular stenting for SMA and celiac artery stenosis or occlusion is considered a safe and
effective treatment option for patients with CMI. The procedure carries a low perioperative risk and provides
significant symptom relief, as reflected by improved VAS scores. However, it is associated with a risk of restenosis or
occlusion, as well as the recurrence of symptoms, which may necessitate additional interventions.

Keywords: Chronic mesenteric ischemia, Occlusive disease, Stent, Superior mesenteric artery.

61



A. Lateral projection of angiography shows severe stenosis of the proximal part of the superior mesenteric artery (SMA). B, C.
The lesion is treated with a balloon-expandable stent. D, E. Post-stent angiograms show restoration of the lumen of the SMA. F.
Follow-up sagittal CTA demonstrates a patent stent in the SMA.

Figure 2.

A. Sagittal CTA showing stenosis of the celiac trunk (curved arrow) and occlusion of the superior mesenteric artery (SMA) (arrow). B, C. Lateral
projection of angiography shows severe stenosis of the celiac trunk (arrow). D, E. The celiac stenosis is treated with a balloon-expandable
stent. F. Following crossing of the SMA occlusion, the distal patent lumen is confirmed. G. The occlusion is treated with a balloon-expandable
stent. H, I. Post-stenting images in AP and lateral projections demonstrate restored patency in the SMA.

62



Figure 3.

(SMA) (arrow), respectively. C, D. Following successful crossing of the SMA occlusion, the distal patent lumen is confirmed. E, F, G. The occlusion
is treated with a balloon-expandable stent, resulting in restored patency in the SMA and retrograde filling of the branches of the celiac trunk.
H. Follow-up sagittal CTA demonstrates a patent stent in the SMA. |. During follow-up, the patient passed away due to bronchopneumonia
affecting the right lung.

Figure 4.
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A. Abdominal aortogram demonstrates stent occlusion in a patient previously treated with stenting for a lesion in the superior
mesenteric artery (SMA). B, C. Following successful passage through the in-stent occlusion, control imaging and subsequent in-
stent balloon angioplasty are demonstrated.D. Post-balloon angioplasty imaging demonstrates restored patency within the
stent, with a residual stenosis noted in the proximal SMA. E. The proximal SMA stenosis is treated with a balloon-expandable
stent, covering the area of narrowing. F. Post-stenting images in lateral projection demonstrate restored patency of the SMA.
G. Follow-up sagittal contrast-enhanced CT confirms a patent stent in the SMA. H, |. Before and after treatment, CT imaging
reveals an increase in the thickness of subcutaneous fatty tissue, respectively.

Figure 5.

A. Abdominal aortogram demonstrates superior mesenteric artery (SMA) occlusion. B. Following successful traversal of the
occlusion, the distal patent lumen is confirmed. C. The occlusion is treated with a balloon-expandable stent. D. Post-deployment
imaging of the first stent reveals that patency of the SMA was not achieved. E, F. Following treatment with a second self-
expandable stent, restored patency of the SMA is confirmed on AP and lateral projections, respectively. G. On the first day post-
procedure, imaging obtained from the right brachial artery reveals a pseudoaneurysm originating from the distal brachial
artery. H. After balloon inflation in the brachial artery, percutaneous thrombin injection was performed. . Post-percutaneous
thrombin injection angiography confirms resolution of pseudoaneurysmal filling.

Table 1. Demographics, clinical data, imaging findings and procedural details in patients treated with stent
placement for chronic mesenteric ischemia

Weight Imaging findings Imaging findings in Follow-u
Patient  Gender | Age 8 Accsess site X ging & .g g & Artery stented Stent features . P
loss(kg) in SMA Celiac Truncus time ( month )
SMA and 7x15 mm Expres SD
1 F 83 12 transfemoral occlusion severe stenosis . P
celiac truncus - 6x80 mm Innova
5x15 mm Expres SD
transfemoral and SMA and
2 M 75 8 R occlusion severe stenosis X - 8x37 mm Expres 15
transbrachial celiac truncus D
7x37 mm Expres LD-
3 F 71 5 transbrachial occlusion patent Only SMA " 12

8X40 mm Epicc
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mild-moderate

4 69 7 transbrachial occlusion . Only SMA 6x27 mm Expres LD 11
stenosis
5x15 E SD
5 47 13 transfemoral occlusion patent Only SMA xx2 mm Expres 12
6 73 20 transbrachial occlusion patent Only SMA 6x17 mm Expres LD 8
6x27 E LD
7 78 0 transfemoral occlusion severe stenosis Only SMA xx2 mm Expres 7
8 76 24 transfemoral stenosis patent Only SMA 6x17 mm Expres LD 6
6x18 mm Expres SD
9 87 22 transfemoral stenosis severe stenosis Only SMA - 7x27 mm Expres 4
LD
10x27 mm - 6x17
10 54 9 transbrachial occlusion occlusion Only SMA 2
mm Expres LD
6x14 -7x19
11 73 15 transbrachial stenosis severe stenosis Only SMA X34 mm - /X33 mm 2
Expres SD
12 57 11 transbrachial occlusion occlusion Only SMA 5x15 mm Expres SD 15
13 54 25 transbrachial occlusion patent Only SMA 5x15 mm Expres SD 14
transfemoral and . .
14 41 30 R occlusion occlusion Only SMA 7x37 mm Expres LD 9
transbrachial
transfemoral and SMA and 4x19 mm Expres SD
15 87 17 R stenosis severe stenosis . X xP 15
transbrachial celiac truncus x2
1 E D
' . . SMA and 5x15 mm Expres S
16 54 7 transbrachial occlusion occlusion . - 7x37 mm Expres 14
celiac truncus
LD x 2
17 80 20 transbrachial stenosis occlusion Only SMA 7%x27 mm Expres LD 1
5x15 mm Expres SD
18 79 10 transbrachial occlusion occlusion Only SMA «2 P **
19 74 8 transbrachial stenosis occlusion Only SMA 6x17 mm Expres LD  **
20 61 13 transfemoral stenosis occlusion Only SMA 7x37 mm Expres LD **
21 65 4 transbrachial occlusion patent * * *
transfemoral and
22 46 65 occlusion occlusion * * *

transbrachial

M, Male; F, female; SMA, superior mesenteric artery. *: failure of endovasculary treatment **: not applicable within the first
month due to mortality
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18F-FDG PET radiomics-based machine learning model for predicting response to
radioembolization in patients with liver metastases from colorectal cancer

Muge Oral’, Onur Tuncer?, Tolga Orhan®, Aysequl Gormez%, Nalan Alan? Melih Topcuoglu®

!Department of Radiology, Yeditepe University, Istanbul, Turkey
2Department of Nuclear Medicine, Yeditepe University, Istanbul, Turkey

AIM: To assess the predictive capability of machine learning models (MLM) based on pre-procedural fluorine-18-
fluoro-deoxy glucose positron emission tomography (18F-FDG PET) radiomics and clinical information for the
treatment response in patients with colorectal cancer liver metastases (CRCLM) who have undergone transarterial
radioembolization (TARE).

METHODS: Patients with CRCLM who underwent TARE, between March 2015 and March 2023, were consecutively
included. Largest tumors in the treated lobe were segmented using pre-procedural 18F-FDG PET images. Radiomics
features were extracted, pertinent clinical information were collected. 2 distinct datasets were created comprising
radiomics-only and clinico-radiomic features. 3 ML classifiers Random Forest (RF), Extreme Gradient Boosting (XGB),
Logistic Regression (LR) were trained. The test set performance metrics of the two datasets were compared using
Delong's test.

RESULT: 38 procedures from 27 patients were included. The top five selected features in the radiomics-only dataset
were coarseness, informational measure of correlation 1 (IMC1), zone entropy (ZE), flatness, and inverse difference
normalized (IDN). In the clinico-radiomic dataset, serum albumin level was included among the top 5 features,
replacing IDN. In the radiomics-only dataset, RF and LR achieved AUCs of 0.92 (95% Cl 0.69-1), while XGB achieved
0.83 (95% CI 0.51-1). In the clinico-radiomic dataset, all classifiers showed an AUC value of 0.83 (95% Cl 0.45-1).
Delong's test did not show statistical significance between the two datasets using any of the classifiers (p = 0.48,
1.0, 0.48 for RF, XGB, LR respectively).

CONCLUSIONS: MLM based on 18F-FDG PET radiomics could predict response to TARE in patients with CRCLM.

Keywords: Colorectal carcinoma, Liver metastasis, Machine learning, Radioembolization, TARE
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Figure 1. Patient selection flowchart

[ ively 43 patients with eolorectal
cancer liver metastases who underwent TARE (56
procedures) between March 2015 and March 2023.

* No follow-up or baseline 18-FDG PET (n=9)

Excluded

* No baseline F18-FDG uptake in metastatic lesions (n=1)
+ Multiple TARE procedures on the same liver lobe (n=2)

38 TARE procedures from 27 patients.

Ovenall response
cvaluation

Tumor segmentation, radiomic
feature extraction, and collection
of clinical information

0:20 split
Feature Selection
Model Training

Performance testing|

Figure 2. Study plan
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Figure 3. Tumor segmentations.

) ¢

o AN

PET Image Acquisition HumeliEegneI SO

DICOM images are converted to SUVbw
adjusted format and segmented using
threshold method. Largest tumor in the
procedure lobe with SUVbw greater than 4
was segmented, manual adjustments were
done when needed.

38 pre-procedural 18-FDG PET DICOM
images retrospectively colleeted from
archives.

Feature Selection and Machine

Radiomic Feature Extraction Learning Model Training

107 different radiomic features, including shape- Two distinct datasets were created: one com prising
radiomics data exelusively, and the other combining clinical
and radiomic information. The datasets were divided into
an 80:20 ratio. Correlated features were removed. The top 5
features for predicting treatment response were selected
and used for model training for each dataset. Test
pEI'fIII'rI'I:II]l'K‘i\ were U“Il]{l'drt‘d.

based, texture-based and histogram-based features
were extracted using Slicer 3D radiomics module.
Clinical features included to elinico-radiomie
dataset.

All tumor segmentations were performed using 3D Slicer software. All 18F-FDG PET images were converted to SUVbw adjusted
values. The largest lesions in the procedure lobe were first segmented automatically using the threshold method. Tumors with
SUVbw greater than 4 were automatically selected within the largest tumor. In instances when there are adjacent tumors and
automatic segmentation yielded unsatisfactory results, such as indistinct borders, manual corrections were made through three
different planes. Finally, the segmented volume underwent radiomic feature extraction. SUVbw; Standardized Uptake Values
body-weight adjusted

Figure 4. Test set

RADIOMICS ONLY

Sensitivity

Random Forest XGB

Legistic Regression
— RO curve Rt AU = 0.3 —— G curve (st AUC= 082 iAuC 0.83

ROC curves of 3 different machine learning models using the radiomics-only features (A) and the clinico-radiomic features (B).
ROC: Receiver Operating Characteristics, AUC: Area Under the Curve, XGB; Extreme Gradient Boosting
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Accuracy and Readability of Large Language Model's Responses to Frequently Asked
Questions About 5 Common Interventional Oncological Procedures

Raif Can Yarol’, Orkun Sarioglu?, Ali Cantiirk?, Aytag Giilciit

!Dokuz Eyliil Universitesi, Radyoloji Ana Bilim Dali, izmir
2SBU Sultan Abdiilhamid Han Egitim ve Arastirma Hastanesi, Radyoloji Ana Bilim Dali, istanbul

AIM: To evaluate the accuracy and readability of three large language models (ChatGPT-4.0, Google Gemini 1.5 Pro,
and Claude 3.5 Sonnet) in responding to frequently asked questions about five interventional oncological
procedures.

METHODS: Fifty frequently asked questions related to five commonly performed interventional oncology
procedures—image-guided biopsy, radiofrequency ablation (RFA), transarterial chemoembolization (TACE), port
placement, and transarterial radioembolization (TARE)—were presented to three large language models (ChatGPT-
4.0, Google Gemini 1.5 Pro, and Claude 3.5 Sonnet). Responses were collected from their respective platforms and
compiled into a comprehensive list. These question-and-answer compilations were then anonymized and provided
to the evaluators for assessment. These answers were evaluated by three interventional radiologists for their
appropriateness and accuracy. Performance was quantified using a 7-point Likert scale (Figure 1), and interrater
reliability was assessed through the intraclass correlation coefficient. Word and sentence counts, along with
readability metrics—including the Flesch Reading Ease score and Flesch—Kincaid Reading Grade Level—were
calculated. The average score and standard deviation for each chatbot were calculated. The data were analyzed
using Kruskal-Wallis, as it is nonparametric.

RESULT: The 7-point Likert scale was utilized to determine appropriateness and accuracy. The responses generated
by ChatGPT-4.0 had the highest average score of 5.84, followed by Gemini 1.5 Pro with 5.67, and lastly, Claude 3.5
Sonnet with a score of 5.65.The intraclass correlation coefficient between reviewers was 0.38, reflecting moderate
interrater reliability. ChatGPT-4.0 had the highest average word count at 280.12, followed by Google Gemini 1.5 Pro
with 254.4, and Claude 3.5 Sonnet with 182.16. Similarly, sentence counts averaged 21.34 for ChatGPT-4.0, 15.04
for Gemini, and 9.44 for Claude. The Flesch Reading Ease scores were 30.61, 41.7, and 33.35, while the Flesch—
Kincaid Grade levels were 12.59, 11.84, and 13.66, respectively. These results indicate that all three large language
models' responses are at a college-level difficulty for readability. Gemini had the highest readability, while ChatGPT-
4.0 had the lowest.

CONCLUSIONS: Large language models generally provide accurate responses to frequently asked questions about
interventional oncology procedures. However, these responses often require a high reading level to fully
comprehend. ChatGPT-4.0 provided the most appropriate and accurate responses, while Claude 3.5 Sonnet
delivered the most easily readable answers.

Keywords: chat gpt, claude, frequently asked questions, gemini, interventional oncology, large language models
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Likert Scale

TABLE 1. Appropriateness rating scale

Appropriateness

Appropriateness

Deseription

Completely
Inappropriate

Muostly
Inappropriate

Somewhat
Inappropriate

Meither

appropriate nor
Inappropriate

Somewhat
appropriate

Mostly
appropriate

Completely
appropriate

The response 15 not in line
with textbook manuals
or expert opinion and
contains completely
incorrect information.
The provided response
15 misleading and/'or
potentialby harmiful

The response 15 not in line
with textbook manuals
or expert opinion and
contains information that is
miostly factually incorrect.
The provided response
Tequires many corrections
and is not useful

The response deviates
partially from established
texthbook manuals or expert
opinion and contains some
incorrect information.
While not entirely wrong,
the response reguires
LMoy e TEnt

The response contains a mix
of correct and mcorrect
information or lacks
sufficient detail to be
considered useful

The response somewhat
adheres with textbook
mianuals of expert
opinions but had moderate
deviations in formation.
Crverall, a limited but not
wholly inaccurate response

The response mostly adheres
with texthook manuals
and expert opinion but has
minar deviations or slight
gaps in formation. Overall,
a usctul responses

The response adheres
with textbook manuals
and expert opinion and
contains factually correct
information. The provided
response 15 accurate, clear,
and very helpful for the
specific question

7 point Likert scale for assesment of appropriateness and accuracy
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Question List

1-
2.
3
s
5
2

11-
12-
13-
14-
15-
16-
17-
18-
19-

21-
22-
23-

25-
26-

28-
29-
30-
31-
32-
33-

35-
36-
37
38-
39-
40
41
42
43
44
45
46
47

49
50

How painfulis an image-guided biopsy procedure, and what type of anesthesia is typically used
How long does an image-guided biopsy procedure typically take?

What are the risks and potential complications of image guided biopsy?

What preparations are required before undergoing an image-guided biopsy?

How accurate are the results of image-guided biopsies?

How long does it typically take to receive results after an image-guided biopsy?

What precautions are necessary following an image-guided biopsy?

Which imaging method is used with image guided biopsy procedure 7

What happens if there are any problems during the image guided biopsy procedure?
|s it possible to return home on the same day after an image-guided biopsy?

What exactly is radicfrequency ablation and how does it work?

What kinds of tumors are treatable with radiofrequency ablation?

How successful is radiofrequency ablation treatment generally?

How is the radiofrequency ablation procedure performed?

What are the potential risks and side effects of radiofrequency ablation?

What is the recovery process after radiofrequency ablation?

|s it possible to have radiofrequency ablation along with other kinds of treatment?
How will | know whether the radiofrequency ablation was effective?

What should | do to prepare for the radicfrequency ablation procedure?

What are the alternatives if radicfrequency ablation isn't suitable?

How does transarterial chemoembolization work?

How many transarterial chemoembolization sessions are typically needed?

What are the common side effects of transarterial chemeoembaolization?

Howr long is the hospital stay after a transarterial chemoembolization procedure?
When can normal activities be resumed after transarterial chemoembolization?
What are the signs that transarterial chemoembolization is working?

Can other treatments be combined with transarterial chemoembelization?

What's the overall success rate with transarterial chemoembolization?

How should preparation be dene for the transarterial chemoembolization procedure?
What symptoms indicate the need for immediate medical attention after transarterial chemoembolization?
How long will the port catheter need to stay in?

|s the port catheter visible beneath the skin?

What is the proper way to care for a port catheter?

Are there any complications that can happen with a port catheter?

Does having a port catheter affect normal daily activities?

How is the port catheter placed?

Will the port catheter cause any discomfort during chemotherapy?

How often does the port catheter need to be checked?

When is it safe to shower or swim after port placemeant?

How is a port catheter removed when it is no longer needed?

What is ¥-20 radioembeolization, and how does it work?

Is ¥-80 radicembolization treatment radicactive?

What is the success rate of ¥Y-20 radicembolization?

What are the side effects of ¥-90 radioembolization?

How many ¥-20 radicembolization treatments are typically required?

How long will the Y-20 radicembolization procedure last?

What restrictions will be in place after ¥-90 radioembolization treatment?

Howr long will it take to determing if the ¥-20 radicembolization treatment was effectiva?
Will any precautions be needed regarding proximity to others after the ¥-90 radioembolization treatment?
How should be prepared for the ¥-80 radicembolization procedure?

Mean values and Standard Deviation of Responses

Chat GPT-40  Google Gemini 1.5 Pro Claude 3.5 Sonnet

Likert Score 5.84 (+0.36) 5.67(+0.61) 5.65 (+ 0.58)
Flesch-Kincaid Reading Ease Score 30.61 (+ 11.08) 41.7 (+ 9.48) 33.35(+ 11.66)
Flesch-Kincaid Grade Level 12.59 (+2.01) 11.84 (+1.64) 13.66 (+ 2.21)
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Interventional radiology in the management of acute head and neck hemorrhages: a
single-center experience
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’Department of Radiology, University of Health Sciences Giilhane Training and Research Hospital, Ankara, Turkey

AIM: Head and neck hemorrhages are life-threatening conditions if not addressed promptly. When these
hemorrhages, which may arise from various etiological causes, cannot be treated with conventional methods,
interventional radiological procedures can be utilized. The choice of interventional treatment depends on several
factors, including the cause of the hemorrhage, its location, and the size of the vascular structure involved. In this
study, we aimed to share our treatment experiences using interventional radiological methods in patients who
developed hemorrhages in the head and neck region.

METHODS: We retrospectively evaluated 40 patients (28 males, 12 females) who developed acute hemorrhage in
the head and neck region, leading to clinical deterioration and a decrease in hemogram values, between June 2020
and September 2024. Within this study group, angiographic findings, endovascular treatment techniques,
procedural success, length of hospital stay, and mortality rates were analyzed.

RESULT: Among the patients referred with acute hemorrhage, 30% had laryngeal cancer, 15% had nasopharyngeal
cancer, 10% had epistaxis, 10% had tongue cancer, 10% had iatrogenic causes, and the remaining 25% experienced
hemorrhages due to lymphoma, parotid cancer, tonsillar cancer, or mandibular metastases from parotid cancer.
Angiographic findings revealed extravasation in 18 patients, pseudoaneurysm in 8 patients, tumoral blush in 8
patients, irregularity in 2 patients, and no detectable focus in 4 patients. Coil embolization was the most frequently
performed procedure, accounting for 33.3% of cases, followed by particle embolization (27.7%), graft stent
placement (22.2%), and combined particle+coil embolization (16.6%). The length of hospital stay for patients who
were discharged ranged from 2 to 75 days, with a mean duration of 13.1 days. It was observed that 35% of the
patients died during their hospital stay, with an average hospitalization duration of 10.57 days (range: 1-33 days).
Mortality rates by treatment method showed the highest mortality in patients treated with coil embolization
(83.3%), while the lowest mortality was seen in those treated with combined particle+coil embolization (33.3%).

CONCLUSIONS: Interventional radiology serves as a critical tool in the management of acute head and neck
hemorrhages, offering a versatile range of treatment options tailored to individual patient needs. This study
underscores the effectiveness of interventional techniques in achieving hemorrhage control, even in complex cases,
while highlighting the challenges posed by severe underlying conditions. These findings emphasize the importance
of timely diagnosis, appropriate treatment selection, and a multidisciplinary approach in improving patient
outcomes.

Keywords: acute hemorrhage, endovascular procedures, embolization, interventional radiology, head and neck
hemorrhage
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Figure 1: Left Common Carotid Artery DSA Image

In a patient with laryngeal cancer, active extravasation is observed in the distal segment of the left common carotid artery
(CCA)(white arrow).

Figu[e 2: Post-treatment Iefticommon carotid artery (CCA) DSA image

The patient was treated with a graft stent. The image shows no evidence of extravasation in the left common carotid artery

Figure 3: Axial and Coronal Carotid CT Angiography Images

In a patient with iatrogenic thyrocervical artery injury following coronary angiography, axial (a) and coronal (b) carotid CT
angiography images demonstrate a partially thrombosed pseudoaneurysm measuring 3 cm in diameter in the right cervical
region.
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Figure 4: Right Subclavian Artery and Selective Right Thyrocervical Artery DSA Image

(c) In the DSA image of the right subclavian artery, pseudoaneurysmal filling originating from the thyrocervical artery is
observed. (d) In the image obtained after selective catheterization of the thyrocervical artery with a microcatheter,
pseudoaneurysm and active extravasation are visible.

Figure 5: Right Subclavian Artery and Selective Thyrocervical Artery DSA Images After Coil Embolization

After coil embolization, no pathological vascular filling is observed in the selective thyrocervical artery DSA image (e) and the
subclavian artery DSA image (f).
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Correlation Between Thrombectomy Catheter Size and Intra-Procedural Pulmonary
Pressure Changes in the Management of Acute Pulmonary Embolism

Dogan Polat, Nicholas Primiano, Kirema Garcia Reyes, Francis Nowakowski, Edward Kim, Jenanan Vairavamurthy,

Rajesh Patel, Rahul Patel, Aaron Fischman, Vivian Bishay, Robert Lookstein, Dan ShiloDepartment of Radiology,
Mount Sinai Hospital, New York, Turkey

AIM: Pulmonary Embolism (PE) is a potentially life-threatening condition with significant associated morbidity and
mortality. Mechanical thrombectomy has emerged as an effective therapeutic intervention, yet several procedural
parameters, such as catheter size, remain to be optimized to improve patient outcomes. This study aims to assess
the impact of catheter size on changes in pulmonary artery pressures in patients undergoing thrombectomy.

METHODS: A retrospective chart review was performed on 71 patients who underwent mechanical thrombectomy
for acute PE at a quaternary medical center. Patients were selected based on predefined inclusion criteria. Data
collected included patient demographics (age, sex), catheter size used during thrombectomy, and pre- and post-
procedure mean pulmonary artery pressure (mPAP). The Pearson correlation coefficient was calculated to evaluate
the relationship between catheter size and the change in mPAP.

RESULT: Among the 71 patients, a 24 Fr catheter was most commonly used (70%). The mean change in pulmonary
artery pressure across all patients was 7.89 mmHg. A weak positive correlation (Pearson correlation coefficient =
0.11) was observed between catheter size and the change in mPAP, suggesting minimal influence of catheter size
on hemodynamic outcomes.

CONCLUSIONS: The study demonstrates a low correlation between thrombectomy catheter size and changes in
pulmonary artery pressures. These findings suggest that catheter size does not significantly affect the ability to
decrease mPAP during pulmonary artery reperfusion in patients with acute PE. Further research is warranted to
explore other factors influencing procedural success and patient outcomes.

Keywords: Pulmonary embolism, thrombectomy, catheter
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Biiyiik safen ven giidigiinden kaynaklanan niiks varis hastaliginda endovenéz termal
ablasyon: Giidiik yetmezligi ve morfolojik faktorlerin rolii

Hiiseyin Gékhan Yavas®, Atakan Bayir?, Tugce Ozbek®, Binnur Emre?, Murat Yogurtcu?, Mehmet Korkmaz?,
Serkan Giir?

IKiitahya Saglik Bilimleri Universitesi, Radyoloji Anabilim Dali, Kiitahya
Zjzmir Katip Celebi Universitesi, Radyoloji Anabilim Dali, Kiitahya

AMAC: Varis hastaligi, toplumda sik goriilen ve yasam kalitesini olumsuz etkileyen bir saglik sorunudur. Endovendz
termal ablasyon (EVTA), yiksek basari orani ve disiik komplikasyon riski nedeniyle varis tedavisinde ilk tercih edilen
yontemdir. Bununla birlikte, cerrahi tedavi bazi hasta gruplarinda alternatif bir secenek olarak uygulanmaktadir. Her
iki yontemin ardindan da niikslerin gorilebilmesi, tedavi etkinligini etkileyebilecek faktorlerin degerlendirilmesini
gerekli kilmaktadir. Bu ¢alismada, biyiik safen glidigiinden kaynaklanan niikslerde EVTA yonteminin etkinligi ve
gldiik morfolojisinin tedavi basarisina etkisi incelenmistir.

YONTEM: 2015-2024 yillari arasinda Kiitahya Saglik Bilimleri Universitesi Evliya Celebi EAH ve izmir Katip Celebi
Universitesi Atatiirk EAH'de daha &nce cerrahi olarak veya EVTA ile tedavi edilmis ve biiyiik safen giidiigiinden
kaynakli niiks saptanmis 25 hastada 28 ekstremite retrospektif olarak incelenmistir. Ultrasonografi (US) ve Renkli
Doppler US (RDUS) ile giudik uzunlugu, capi ve refli degerlendirilmis; niksler morfolojik olarak ¢ tipte
siniflandirilmistir. Tedavide, radyofrekans ablasyon (RFA) veya lazer yontemleri kullanilmis, ayni seansta skleroterapi
yapilmistir. Teknik basari, islem sonrasi RDUS ile gldik tikanikhg ve refli eliminasyonu temel alinarak
degerlendirilmistir.

BULGULAR: Calismaya dahil edilen hastalarin yas ortalamasi 51,32 yil, viicut kitle indeksi ortalamasi 28,19 olarak
hesaplanmistir. ilk tedavi yéntemleri incelendiginde hastalarin %67,9’una cerrahi, %32,1’ine EVTA uygulanmstir.
Tedavi sonrasi tiim ekstremitelerde reflii eliminasyonu saglanmis ve isleme bagh komplikasyon kaydedilmemistir. ilk
ablasyon islemi sonrasi teknik basari oran1 %82,1 (23), birden fazla islem gerektiren ekstremite orani %17,9 (5) olarak
bulunmustur.

Giidiik capi ile islem basarisi arasinda anlamli bir iliski tespit edilmistir (p=0,03). ilk ablasyonda basari saglanan
ekstremitelerde ortalama guidiik capi 7,85 mm iken, birden fazla islem gerektirenlerde bu deger 10 mm olarak
hesaplanmistir.  Gudik uzunlugu acisindan gruplar arasinda anlamh bir fark gozlenmemistir (p=0,93).
Nikslerin %57,1'i Tip 1, %35,7'si Tip 2 ve %7,1'i Tip 3 morfolojisine sahiptir. Nilks morfolojisi (p=0,79) ile CEAP
(p=0,97) ve VCSS (P=0,99) skorlarinin islem basarisina anlaml bir etkisi olmadigi belirlenmistir. Tedavi basarisinda
gldik capinin belirleyici oldugu, ancak diger morfolojik faktorlerin sinirh etkisi oldugu goértlmuistir.

SONUC: EVTA, rekiirren varis tedavisinde glivenli ve etkili bir yontemdir. Tedavi basarisinda giidik ¢apinin belirleyici
bir faktor oldugu goriilmis, buna karsin glidiik uzunlugu ve diger morfolojik parametrelerin etkisi sinirli
bulunmustur. Daha genis 6rneklem gruplari ve uzun takip sireli calismalarla bu bulgularin dogrulanmasi, nikslerin
onlenmesine yonelik stratejilerin gelistiriimesine katki saglayabilir.

Anahtar Kelimeler: Biiyiik safen ven, giidiik, niiks reflii akim, endovenéz termal ablasyon, varikéz ven
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Percutaneous CT-guided microwave ablation of osteoid osteomas and osteoblastomas

Nijat Alishev?, Javid Ahmadov?

!Department of Interventional Radiology and Interventional Oncology, Baku Medical Plaza Merkez brach, Baku,
Azerbaijan
’Department of Interventional Radiology, Baku Health Center, Baku, Azerbaijan

AIM: To evaluate the efficacy and minimum 1 year follow up results of ct-guided microwave ablation of osteiod
osteomas and osteoblastomas in pediatric and adult patients retrospectively.

METHODS: Data of 38 patients with clinical and radiological diagnosis of osteoid osteoma and osteoblastoma
treated with microwave ablation between November 2019 and December 2023. Among these 38 patients 28 were
in pediatric age and 10 were adults. 3 patients with radiological diagnosis of osteoblastoma were pathologically
proven with preoperative percutaneous biopsy. Beside clinical and radiological findings, technical aspects of the
procedure, comparison with other percutaneous ablative techniques are main projections. Alongside with Visual
Analog Scale (VAS) pain scores, complications, as well as clinical success rates are involved.

The ablations were performed with a minimum power and duration of 60 Watt and 1 min 30 s, respectively. In
osteoblastomas up to 100W and 3 minutes. At 1 month, contrast-enhanced follow-up MRI was performed to
evaluate the nidus vascularization and the volume of necrosis induced by MWA. At 3 and 12 months non-contrast
MRIs were performed to evaluate disappearance of bone marrow oedema. Clinical success was defined by the
absence of osteoid osteoma-related pain, and technical success was defined by the presence of necrosis of the nidus
on the one-month post-MWA MRI.

RESULT: Clinical success rate was 97% (37/38) and technical success rate was 100% (38/38) after the follow-up of 13
months. In one patient with clinical failure accompanying arthritis was later diagnosed as FMF arthritis. No major
complications had been declared. In three patients minor complications were managed clinically. Among these
minor complications two of which were hematomas; one at the puncture site and another intraarticular in
asetabulum osteoid osteoma. Another unique complication was large postablative necrosis area in distal femoral
epiphyseal osteoid osteoma in 9 year old boy, which is being managed conservatively by close follow-up with
pediatric orthopaedist.

CONCLUSIONS: Our results suggest that CT-guided MWA is an effective option for a minimally-invasive treatment of
osteoid osteoma with a low rate of complication and no late recurrence.

Keywords: microwave, ablation, osteoid osteoma, osteoblastoma
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Diagnostic Accuracy of US-Guided Percutaneous Transabdominal Core Needle Biopsy in
Patients with Pancreatic Masses

Ahmet Cem Demirsah?, Cigdem Oztunali?, Berat Acu?

!Afyonkarahisar Bolvadin State Hospital, Afyonkarahisar, Turkey
’Department of Radiology, Eskisehir Osmangazi University, Eskisehir, Turkey

AIM: To evaluate the diagnostic accuracy of ultrasonography (US)-guided percutaneous transabdominal core needle
biopsies for pancreatic masses performed in a single tertiary university hospital over 12 years.

METHODS: Between 2012 and 2024, patients who underwent US-guided percutaneous transabdominal core needle
biopsy for a pancreatic mass were included in this retrospective study. All patients had pre-biopsy abdominal CT
scans. Histopathological results were evaluated. Sensitivity, spesificity, positive predictive value (PPV), negative
predictive value (NPV) and the diagnostic accuracy rate were evaluated for lesion size and location categories.

RESULT: A total of 334 patients were analyzed. The mean age of the patients was 65 years with 57.4% male (n=186)
and 42.6% female (n=138). The locations of the lesions were evaluated in three categories: head (n=213, 65.5%),
body (n=75, 23.4%), and tail (n=36, 11.1%). The long axis of the biopsied masses was measured and recorded on
ultrasonography before the biopsy. The average long axis was 44.7 mm, with a minimum of 12 mm and a maximum
of 151 mm. Percutaneous pancreatic mass biopsies were performed with an 18-gauge needle in 184 patients
(56.8%), with 16-gauge needles in 139 patients (42.9%), and with a 14-gauge needle in a single patient (0.3%). A
single biopsy procedure was performed in all patients in the study. A single core-needle biopsy sample was obtained
in 228 patients (70.4%), two samples were obtained in 85 patients (26.2%), and three samples were obtained in 11
patients (3.4%). The accuracy of percutaneous core needle pancreas biopsy was over 95% for lesions larger than 20
mm, while it was 86.3% for lesions smaller than 2 cm. PPV ans specificity of core needle biopsies were 100% for all
lesion size categories in the study (lesions between 10-20 mm, 21-30 mm, 31-40 mm and for lesions > 41 mm).
Sensitivity was 83.33%, 98%, 96.7% and 95.17%; NPV was 57.14%, 75%, 70% and 66.67%; the accuracy rate was
86.36%, 98.1%, 96.9% and 96.08%, respectively. While the diagnostic accuracy decreased from the head to the tail
of the pancreas, all locations had a diagnostic accuracy of over 90%. Sensitivity, PPV, NPV and diagnostic accuracy
rates for panreatic head, body and tail lesions were 92.4%, 94.4%, 90.91%; 100%, 82.8%, 97%; 100%, 53.33%,
94.67%; and 100%, 57.14%, 91.67%, respectively.

CONCLUSIONS: A sensitivity of 71-95% was reported in literature in core biopsies of pancreatic masses. The present
study found a sensitivity of 95.5%, slightly higher than reported in the literature. Since there were no false positive
patients in the present study, the specificity rate was 100%, consistent with the literature. Percutaneous core biopsy
under ultrasound guidance is a safe and effective method for diagnosing pancreatic lesions. It is an highly accurate
invasive procedure, especially for lesions in the head of the pancreas and those larger than 2 cm.

Keywords: pancreas, biopsy, ultrasonography, interventional
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Figure 1

Figure 1: Percutaneous ultrasound-guided pancreatic biopsy,Showing the needle (thin arrow) advanced into the hypoechoic
pancreatic head mass (wide arrow)

Characteristics of patients

Age,mean(SD) years 65(11.8)
Sex(male:female) 186:138
Maximum Diameter of lesion (SD) millimeter 44.75(21.4)

Number of passes(SD) 1.33(0.53)

Location/Maximum Diamater

Count(Percentage) 10-20 mm 21-30 mm 31-40 mm >41 mm Total

Head 14 (4.3%) 53 (16.4%) 64 (19.8%) 82 (25.3%) 213(65.7%)
Body 8(2.5%) 9(2.8%) 9(2.8%) 49(15.1%) 75(23.1%)
Tail 0(0.0%) 11(3.4%) 3(0.9%) 22(6.8%) 36(11.1%)
Total 22 (6.8%) 73 (22.5%) 76 (23.5%) 153 (47.2%) 324(100%)

The distribution of the tumor's location and its categorical size is as described in the table.
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Pathology/Maximum Diamater

Pathology/Maximum Diamater

Adenocarcinoma

Chronic Pancreatitis

Pancreatic Intraepithelial Neoplasia

Neuroendocrine Tumor

Nondiagnostic Results

Necrotic Tissue/Fat Necrosis

Diffuse Large Cell Lymphoma

Normal Pancreas

Mucinous Adenocarcinoma

Serous Cystadenoma/Microcystic Serous Cystadenoma
Undifferentiated Tumor

Chronic Active Inflammatory Disease/Granulomatous
Plasmacytoma

Adenosquamous Carcinoma

Small Blue Round Cell Tumor Metastasis

Giant Cell Metastasis

Poorly Differentiated Carcinoma Showing Sarcomatous Features

Undifferentiated Carcinoma Containing Giant Cells
Chondrosarcoma Metastasis

Pancreatic Islet Cell Hyperplasia

Pseudopapillary Neoplasm

Hydatid Cyst

Malignant Mesenchymal Tumor

Tumor with Papillary and Neuroendocrine Feature

10-20 mm 21-30 mm 31-40 mm >41 mm

8 (2.5%)
4 (1.2%)
3(0.9%)
2 (0.6%)
1(0.3%)
0 (0.0%)
0 (0.0%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1(0.3%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)

0 (0.0%)

55 (17.0%) 56 (17.3%) 100 (30.9%)

5 (1.5%)
1(0.3%)
2 (0.6%)
2 (0.6%)
0 (0.0%)
0 (0.0%)
2 (0.6%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
2 (0.6%)
1(0.3%)
0 (0.0%)
0 (0.0%)
1(0.3%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)

0 (0.0%)

4 (1.2%)
6 (1.9%)
1(0.3%)
1(0.3%)
3 (0.9%)
2 (0.6%)
1(0.3%)
0 (0.0%)
0 (0.0%)
1(0.3%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1(0.3%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)

0 (0.0%)

The distribution of the tumor's pathology and its categorical size is as described in the table.
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7 (2.2%)
9 (2.8%)
7 (2.2%)
4 (1.2%)
3 (0.9%)
3 (0.9%)
1(0.3%)
3 (0.9%)
3 (0.9%)
2 (0.6%)
1(0.3%)
1(0.3%)
2 (0.6%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
0 (0.0%)
1(0.3%)
1(0.3%)
1(0.3%)

1(0.3%)

Total

219 (67.6%)
20 (6.2%)
19 (5.9%)
12 (3.7%)
8 (2.5%)
6 (1.9%)
5 (1.5%)
5 (1.5%)
4(1.2%)
3 (0.9%)
3 (0.9%)
3 (0.9%)
2 (0.6%)
2 (0.6%)
2 (0.6%)
1(0.3%)
1(0.3%)
1(0.3%)
1(0.3%)
1(0.3%)
1(0.3%)
1(0.3%)
1(0.3%)

1(0.3%)



Diagnostic performance according to lesion size

Lesion Maximum Diamater 10-20 mm 21-30 mm 31-40 mm >41 mm
Cases 22 53 96 153
Sensitivity 83.33% 98% 96.7% 95.17%
Specificity 100% 100% 100% 100%

Positive Predictive Value (PPV) 100% 100% 100% 100%

Negative Predictive Value (NPV) 57.14%  75% 70% 66.67%
Accuracy 86.36% 98.1% 96.9% 96.08%
True Positive Case Count 15 49 86 135
True Negative Case Count 4 3 7 12
False Positive Case Count 0 0 0 0

False Negative Case Count 3 1 3 6

The analysis of lesions based on their long axis size shows varying diagnostic performance across different categories:

Diagnostic performance according to lesion location

Location Head Body Tail
Cases 213 75 36
Sensitivity 92.4% 94.4% 90.91%
Specificity 100% 100% 100%

Positive Predictive Value (PPV) 100% 100% 100%

Negative Predictive Value (NPV) 82.8% 53.33% 57.14%

Accuracy 97.00% 94.67% 91.67%
True Positive Case Count 187 67 31
True Negative Case Count 20 4 2

False Positive Case Count 0 0 0

False Negative Case Count 6 4 3

The analysis of lesions based on their location shows varying diagnostic performance across different categories:
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Diz Alti Arteriyel Okliizyonlarin Endovaskiiler Tedavisi Sirasinda Agri Yonetimi igin
Subgluteal Siyatik Sinir Blogunun Etkinligi

Ali Kiipeli*, Eser Bulut®, ibrahim Diizcan?, Maksude Esra Kadioglu®

!Kanuni Egitim ve Arastirma Hastanesi, Radyoloji Ana Bilim Dali, Trabzon
ZKanuni Egitim ve Arastirma Hastanesi, Kalp ve Damar Cerrahisi Bdliimii, Trabzon

AMAG: Bu ¢alismanin amaci, diz alti arteriyel (DAO) okliizyonlarin endovaskiler tedavi (ET) sirasinda agri yonetimi
icin subgluteal siyatik sinir blogunun (SSSB) etkinligini degerlendirmektir. Calisma, SSSB'nin agri kontrollindeki
etkinligini, sadece sedoanaljezi tedavisiyle karsilastirarak, yiksek riskli hastalarda daha az invaziv bir alternatif
sunmay! hedeflemistir.

YONTEM: Bu calisma, 2022 Agustos — 2024 Eylil arasinda, DAA okliizyonu tespit edilen ET uygulanan 67 hasta
Uzerinde gercgeklestirilmistir. Hastalar ET sirasinda ultrason esliginde subgluteal alana SSNB uygulanan ve kontrol
grubunda sadece sedoanaljezi uygulananlar olarak 2 gruba ayrildi (resim 1). SSNB uygulamalari ayni operator
tarafindan ultrason esliginde yapilmistir. Agri yonetimi, Visual Analog Scale (VAS) ve Face, Legs, Activity, Cry,
Consolability (FLACC) agri 6lgcim 6lcekleri ile degerlendirilmistir. Ayrica, operasyon siiresi, balon dilatasyon uygulama
sliresi ve sinir blogu basarisi gibi parametreler analiz edilmistir.

BULGULAR: Calismada, SSNB grubu (n=39) ve kontrol grubu (n=28) arasinda istatiksel anlamli farklar bulunmustur
(tablo 1). SSNB grubunda, median VAS skoru 0 (0-30) ve FLACC skoru 0 (0-2) iken, kontrol grubunda VAS skoru 75
(30-100) ve FLACC skoru 7 (3-10) bulunmustur (P <.001). Fakat her iki grup arasinda klinikodemografik 6zelliklerinde
anlamli fark saptanmadi (p>0.225). SSSB grubunda sedoanaljezi kullanimina gerek duymamistir. Kontrol grubunda
U¢ hastada apne gozlemlenmis ve oksijen tedavisi ile diizeltilmistir. SSNB grubu, ek anestezi gereksinimi olmadan
tedavi edilmistir. Sinir blogu basari orani yiiksektir olup tim SSSB grubunda siyatik sinir dermatomu kaybi
gozlemlenmistir.

SONUG: Bu calisma, ultrason esliginde yapilan SSNB yonteminin, DAA okliizyonlari i¢in ET sirasinda etkili ve glvenli
bir agri yonetimi sagladigini gostermektedir. SSSB, sedoanalzeji kullanimini ortadan kaldirarak agri seviyelerini
anlamli sekilde distirmistiir. Sonug olarak, SSSB, ET prosediirlerinde agri yonetimi igin giivenli ve etkili bir yontem
olarak kullanilabilecegini disiindlirmektedir.

Anahtar Kelimeler: agri, endovaskiiler tedavi, periferik arter hastaligi, ultrasonografi, sinir blogu

Resim1a

64 yasinda bir erkek hastanin ultrason gériintiileri. Yesil oklar, subgluteal siyatik sinir blogu prosediiriinden énce transvers (a)
diizlemde hiperekoik siyatik siniri géstermektedir. (b) Kirmizi oklar, hiperekoik siyatik sinirin etrafinda lokal anestezik sivinin
anekoik birikimini gbstermektedir.
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Resim1b

Tabllo 1
SSSB grubu (n=39) Kontrol grubu (n=39) P degeri

Cinsiyet (E/K) 31/8 19/9 0.394
Yas (y) 63.8+9.9 62.7 +10.2 0.614
VKi (kg/m2) 27.2+3.7 27.4+4.8 0.917
Diabetes mellitus 31 24 0.748
Hiperlipidemi 11 10 0.597
Hipertansiyon 19 18 0.225
Koroner arter hastalig 16 19 0.425
Kronik bobrek Hastaligi 4 6 0.299
Koah 3 1 0.470
Sigara(paket/y) 242+ 6.4 23.3+7.1 0.574
islem siiresi (dk) 108.7 + 42.4 114.8 + 48.6 0.570
Balon dilatasyon siiresi (dk) 32.2 + 14.3 33.4+15.7 0.559

Gruplar Arasindaki Hasta ve islem Ozellikleri
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Orta meningeal arter embolizasyonunun inflamatuar markerlar iizerine etkisinin
arastirilmasi

Biilent Yildiz, Onur Cetin
Sivas Cumhuriyet Universitesi Tip Fakiiltesi Radyoloji Anabilim Dali Girisimsel Radyoloji B8limi

AMAC: Kronik subdural hematoma (KSDH) subdural bosluktaki koprii venlerinin yirtilmasindan kaynaklananiilerleyici
ve tekrarlayan kanama olarak bilinir. Cerrahi sonrasi niks oraninin yiksek olmasi nedeniyle farkli yontemler
gelistiriimektedir. KSDH'nin travma disinda duradaki inflamasyon-neoanjiyogenez zemininde gelistigi bilinmektedir.
Orta meningeal arter (OMA) embolizasyonu bu hipoteze dayanarak gelistirilmis olup KSDH olgularinda basariyla
uygulanmaktadir. KSDH’in periferik kanda subklinik inflamasyona neden oldugu ve vendz kan inflamatuar
markerlarinin bunu saptamada ve niks oranini 6n gérmede kullanilabilecegini gosterilmistir. Calismamizda
embolizasyon dncesi ve sonrasi kandan 6rnek alarak embolizasyonun yeni yanimlanmis sistemik immiin-inflamasyon
indeksi (SlI) ve sistemik inflamasyon yanit indeksi (SIRI) degerleri Gizerine etkisini arastirdik.

YONTEM: 2019-2024 arasinda OMA embolizasyonu uygulanan 24 KSDH hasta ¢alismaya dahil edildi. inflamatuar
markerlari etkileyebilecek (bilinen malignite, enfeksiyon, inflamatuar hastalik, otoimmin-romatolojik hastalik,
steroid, kemoterapi ilag tedavisi alan) 10 hasta calismadan gikarildi. Geriye kalan 14 hasta (8 erkek,6 kadin, yas araligi
57-85,) retrospektif olarak incelendi. 11 hastada tek tarafli; 3 hastada bilateral KSDH var idi. 6 hastada primer
embolizasyon, 7 hastada cerrahi sonrasi niiks icin,1 hastada ise postoperatif tamamlayici yontem olarak
embolizasyon yapildi. Embolizasyon dncesi BT taramasi ve kan 6rnekleri alindi. Embolizasyon sonrasi 1. Hafta-6.ay
arasinda kontrol BT tetkikleri yapildi. Embolizasyon sonrasi en ge¢ 1 ay icinde kan ornekleri alindi.
Standart serebral anjiyografi ve embolizasyon teknigi ile OMA ulasilarak PVA 355-500 u sekilsiz partikdl ile
embolizasyon yapildi. Embolizasyonu 6nce ve sonrasi rutin hemogram o6rneginden tim hastalarda Sll ve SIRI
degerleri hesaplandi. Sl igin (n6trofil sayisi x trombosit sayisi/lenfosit sayisi) ve SIRI i¢in (ndtrofil sayisi x monosit
sayisi) / lenfosit sayisi) formulleri kullanildi. KSDH voliim 6lcimi Myrian software (Version 2.9.3, 2018) ile yapildi.
Bilateral KSDH olan 3 hasta volimleri toplanarak ¢alismaya alindi.

BULGULAR: 13 hastada en ge¢ 6. ay icinde KSDH’nin total rezorbe oldugu goérildi. Prembo en distk Sll ve SIRI
degerine sahip olan 1 hasta (Sll: 307.22, SIRI: 0.86) embolizasyondan 1.5 ay sonra progresyon nedeniyle 2.defa
cerrahi oldu. Preembo KSDH volimi 10-127 ml arasinda olup voliim ile SlI ve SIRI degerleri arasinda anlamli bir iligki
saptanmadi. 1 hasta hari¢ tim hastalarda SlI ve SIRI degerleri embolizasyon sonrasi azalmistir. Preembo en yiiksek
SI13599.06, SIRI 10.47; en disuk SIl 307.22 ve SIRI 0.86 bulundu

SONUC: **OMA embolizasyonu sonrasi kontrol BT de KSDH’ nin total rezorbe olmasi, Sll ve SIRI degerlerinin anlaml
olarak dismesi KSDH’nin patofizyolojisinde inflamasyon ve vaskilarizasyonun oldugunu yoniinde literatir bilgisini
indirekt olarak dogrulamistir.

**KSDH hastalarinda SIRI, Sl degerlerinin azalmasi embolizasyon basarisi lehine yorumlandi

Anahtar Kelimeler: kronik subdural hematom embolizasyonu, orta meningeal arter, inflamasyon
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Personalized Diagnosis of Chronic Venous Insufficiency: A Simplified Ultrasonographic
Approach to Great Saphenous Vein Reflux and Tributary Mapping

Emre Utkan Biiyiikceran®, Sezer Kula', Kemal Bugra Memis?, ismail Dilek®, Erbil Arik*, Gérkem Atasoy’, Emre Can
Celebioglu®

!Department of Radiology, Igdir State Hospital, Igdir

’Department of Radiology, Erzincan Yildirim Beyazit University, Faculty of Medicine, Erzincan

3Department of Radiology, Konya Selcuk University, Faculty of Medicine, Konya

‘Department of Radiology, Marmara University, Faculty of Medicine, Istanbul

>Department of Radiology/Vascular Interventional Radiology, Ankara University, School of Medicine, Ankara, Turkey

AIM: Chronic venous insufficiency (CVI) is a prevalent condition associated with significant morbidity and reduced
quality of life. This study introduces a practical method for evaluating great saphenous vein (GSV) reflux patterns
and tributary vein distributions to enhance personalized treatment planning.

METHODS: A retrospective analysis was performed on 271 patients who underwent Doppler ultrasonography over
six months. Reflux patterns were categorized into four types using a simplified classification system, and tributary
veins were assessed based on their upward or downward direction relative to the saphenofemoral junction (SFJ).
Clinical severity was graded using the CEAP classification.

RESULT: All patients’ tributaries were successfully classified as upward or downward. Type 3 reflux (48.9%) was the
most frequent pattern, followed by Type 4 (27.3%). Significant correlations were observed between reflux patterns,
age, vein diameter, and CEAP scores. Type 1 reflux was associated with younger patients, smaller vein diameters,
and mild clinical presentations, while Type 4 correlated with older age, larger diameters, and advanced disease (C3—
C6).

CONCLUSIONS: The proposed method offers a practical approach to identifying GSV reflux patterns and tributaries,
enabling personalized treatment strategies. Standardized mapping may improve treatment outcomes and reduce
recurrence rates in varicose vein management

Keywords: Chronic venous insufficiency, Great saphenous vein reflux, Saphenofemoral junction, Doppler
ultrasonography, Personalized reflux assessment, Tributary veins

Figure 1. Visualization of reflux patterns:

(A) T);pe 1 reflux pattern; (B) Type 2 reﬂtjx pattern, (C) Type-3 reflux pattern,(D) Type 4 reflux pattern.
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Figure 2 Distribution of upward and downward tributaries in the left and right GSV. The graphs depict the
number of patients grouped according to the count of tributaries in each direction.
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Figure 3: Examples of patients with upward tributaries:

- ——

(A) Single upward tributary, (B) Two upward tributaries, (C) Three upward tributaries.
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Figure 4.

Patient Counts Across Reflux Types Mean Age Across Reflux Types
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Visual summary of reflux type characteristics. The top left panel shows the patient count for each reflux type, while the top
right panel depicts the mean age (+SD) for each group. The bottom left panel displays the mean great saphenous vein (GSV)
diameter (+SD), and the bottom right panel illustrates the percentage distribution of CEAP classifications (C1-C2 and C3—C6)
across reflux types. This figure highlights key demographic and clinical differences among reflux types.

Table 1: Characteristics of reflux types

CEAP  1-2 CEAP 3-6
Reflux Type n  Female (n, %) Male( n,%) Age (Mean + SD) BSV Diameter(Mean + SD)

(n, %) (n, %)
1 12 10 (83.3%) 2 (16.7%) 34.2(7.2) 5.7 (0.4) 12 (100.0%) 0 (0.0%)
2 9 4(44.4%)  5(55.6%) 52.2(16.7) 5.6 (0.2) 8(88.9%) 1(11.1%)
3 43 27 (62.8%) 16 (37.2%) 47.7 (12.9) 6.7 (1.2) 41(95.3%) 2 (4.7%)
4 24 12(50.0%) 12 (50.0%) 60.8 (16.4) 7.5(1.2) 8(33.3%) 16 (66.7%)
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Manyetik rezonans goriintileme parametrelerinin MRI/ultrason filizyon prostat
biyopsisinden elde edilen histolojik bulgularla karsilastiriimasi

Davut Unsal Capkan®, Mehmet Hamdi Sahan?

lGaziantep Ozel Medicalpoint Hastanesi Radyoloji Bélimii
Gaziantep Universitesi Tip Fakiiltesi Radyoloji Anabilim Dali

AMAG: Prostat kanseri, diinya genelinde en yaygin kanserlerden biri olup erkeklerde en sik teshis edilen ikinci kanser
tlradir (1). Multi-parametrik manyetik rezonans goérintileme (MP-MRG) ve hedefli biyopsi, klinik olarak 6nemli
duslik ve yliksek dereceli prostat kanseri teshisinde, bircok klinik ortamda birincil veya tek basina sistematik
biyopsinin yerini almistir (2, 3). Prostat kanseri siiphesi olan erkeklerde, prostatin MP-MRG ile elde edilen hedef
MRG parametrelerini, MRG/ultrason flizyon prostat biyopsisinden elde edilen histolojik bulgularla karsilastirilmasi
amaglandi.

YONTEM: 1.5T MP-MRG ve ardindan MRG/ultrason fiizyon prostat biyopsisi olan 120 ardisik hasta ¢alismaya dahil
edildi ve MP-MRG ile belirlenen 202 hedef érneklendi (Resim 1). Orneklenen hedeflerin lokalizasyonu, prostat
spesifik antijen (PSA), prostat dansitesi, gérinir diflizyon katsayl (ADC) degerleri, nérovaskiler demet invazyonu,
prostat volimi, Prostat Gorlintileme Raporlama ve Veri Sistemi versiyon 2.1 (PI-RADS v2.1) gore evresi gibi
parametreleri ile histopatolojik bulgulari ve Gleason skoru (GS) kaydedildi. Bu parametreler ile histopatolojik GS
bulgulari istatistiksel olarak karsilastirildi. Bulgular arasinda pearson korelasyon yapildi. ROC (Receiver operating
characteristic) analizi ile ADC degerlerinin tanisal 5nemi degerlendirildi.

BULGULAR: 202 hedef biyopsisinin, 138'i (%68,3) benign, 35’i(%17,3) GS 3+4, 29’unda (%14,4) GS >4+3 malign
patoloji gozlendi. Tablo 1'de gruplar arasindaki degisimler gosterildi. Pearson korelasyon bulgulari Tablo 2’de
gosterildi. DUstik GS’li malign hedeflerde 0,78 mm2/sn, yiksek GS’li malign hedeflerde 0,7 mm2/sn ADC kesme
degeri ile cok yuksek bir duyarhlk ve 6zgulliige (sirasiyla; %79,69-92,03, %86,21-92,49) sahipti (Tablo 3, Resim 2,3).
Hedef lezyonlarin lokalizasyonlari ile histoloji bulgularin karsilastirilmasi Tablo 4’de go6sterildi.

SONUG: ADC degerleri prostat kanserinde timor agresifligini degerlendirmek igin glivenilir non-invaziv araglar olarak
kabul edilmektedir (4). Birka¢ calisma, prostat kanserinde difizyon agirlikh MRG’de, ADC degerlerinin tani
performansini arastirmis ve genis duyarllik ve 6zgilliik araliklar bildirmistir (%29-94 ve %39-100, sirasiyla) (4-6).
Birkag¢ meta-analiz (7, 8), birlestirilmis bulgular arasinda yalnizca kiglik farkhlklar oldugunu gostermistir.
Calismamizdaki bulgular literatlire benzerdi (Tablo 3). Ancak calismamiz genis kapsamli bulgular ve klinik agidan
GS’ye gore karsilastirmalar icermesi bakimindan literatirden farkliydi.

Calismanin retrospektif tasarimi kisitliligimizdi. Ayrica mutlak ADC degerleri, MRG tarayicisinin spesifik tipi,
goriintiileme dizisi ve b degerleri gibi cesitli faktorler nedeniyle merkezler arasinda degiskenlik gosterebilir.
Hedef MRG parametrelerine gore yapilan flizyon prostat biyopsileri gereksiz prostat biyopsilerinin miktarini
azaltabilir ve ADC degerleri ile yliksek dereceli kanserli hedefler tahmin edilebilir. Ayrica bu bulgularimiz PI-RADS
kategorizasyonun gelistirilmesine katki saglayabilir.

Anahtar Kelimeler: Prostat kanseri, Multiparametrik Manyetik Rezonans Gériintiileme, Difiizyon MRG, Biyopsi,
Patoloji
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Resim 1. 65 yas, sagda periferik zon mid-gland diizeyinde hedef lezyon; Aksiyel T2A goriintii (A), Difiizyon Agirlik
goriintii (B), ADC goériintii ve 6l¢ciim (C), Aksiyel kontrasth goriintii (D).

P

Resim 2. Diisiik Gleason skorlu malign hedefler igin ADC degerleri (mm2/s) icin ROC egrisi parametrelerini
gosterir.
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Resim 3.Yiiksek Gleason skorlu malign hedefler icin ADC degerleri (mm2/s) icin ROC egrisi parametrelerini gosterir.

ADC
100 H
80 LI sensitvity: 862 [
~ | gp_tteci_ﬂcity: (;Jgfs
= -‘ - <
= 60 u ;nenon. :
@ ;
S 40H
0 | )
20 AUC = 0,947
| P < 0,001
0—"'5".,1 T T S
0 40 80

100-Specificity
AUC = egrinin altinda kalan alan.

Tablo 1.Multiparametrik MRG bulgulari ve hasta demografik 6zellikleri’nin histolojik bulgular ile karsilagtiriimasi.

Malign hedef (n=64) Malign hedef (n=64) P degeri

Benign hedef (n=138) G 3+4 (n=35) G>4+3 (n=29)
Yas (yil) 62,23+7,9 64,496,2 67,03+7,1* ;%gi
Total PSA ortalamasi (ng/ml) 11,04+16 11,34+14 31,69+31 0.000
TPSA<10 / TPSA>10, n 100/38 23/12 11/18 0.002
Prostat volimii ortalamasi(ml) 60,59+31 48,48+32 46,82+21 0.000
Prostat dansitesi (ng/ml/cc) 0,19+0,2 0,28+0,2 0,71+0,5 0.000
PD<0,15/PD>0,15, n 71/67 9/26 3/26 0.000
Metstatik lenf nodu yok/var, n 138/0 35/0 20/9 0.000
Norovaskiler demet invazyonu; yok/var, n 138/0 35/0 20/9 0.000
Pi-RADS: 2/3/4/5, n 3/112/22/1 0/9/25/1 1/2/13/13 0.000
ADC ortalamasi (mm2/sn) 0,93+0,13 0,75+0,08 0,62+0,09 <0.05
Periferik zon/tranizyonel zon, n 118/20 32/3 26/3 >0.05
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G: Gleason skoru, PD: Prostat Dasitesi, PI-RADS: Prostat Gériintiileme Raporlama ve Veri Sistemi, ADC: Apparent Diffusion
Coefficient P-value shows the results of chi-square test and one-way ANOVA.

Tablo 2. Pearson korelasyon test sonuglari.

Yas (yil) r

Total PSA ortalamasi
(ng/ml)

Prostat volimii
ortalamasi(ml)

Prostat dansitesi

(ng/ml/cc)

PI-RADS: 2/3/4/5,n r

ADC
(mm2/sn)

ortalamasi

p*

PI-RADS: Prostat Gériintiileme Raporlama ve Veri Sistemi, ADC: Apparent Diffusion Coefficient

Total
ortalamasi

(ng/ml)

PSA
Yas

(yn)

0.150

0.034
0.150
0.034
0.130 0.183
0.065 0.009
0.138

0.790

0.050 0.000

0.205 0.294

0.003 0.000

-0.156 -0.276

0.027 0.000

Prostat
ortalamasi(ml)

0.130

0.065

0.183

0.009

-0.214

0.002
-0.110

0.120

0.175

0.013

(ng/ml/cc)

0.138

0.050

0.790

0.000

-0.214

0.002

0.431

0.000

-0.428

0.000

voliimii Prostat dansitesi Pi-RADS:

2/3/4/5,n

0.205

0.003

0.543

0.003

-0.405

0.33

0.744

0.000

-0.562

0.000

ADC ortalamasi
(mm2/sn)

-0.156

0.027

-0.276

0.000

0.175

0.013

-0.428

0.000
-0.562

0.000

Tablo 3. Diisiik ve yiiksek Gleason skorlu malign hedeflerin ADC degerlerinin (mm2/s) ROC egrisi parametrelerini
duyarlilik, 6zgiillik, PPV ve NPV agisindan gosterilmektedir.

AUC

Disiik Gleason skorlu malign hedefler Yiiksek Gleason skorlu malign hedefler

P degeri 95%ClI

0.920<0.0001

(0.874-0.954)

Optimal kesme degeri <0.78

Duyarlilik (%)*

Ozgiillik (%)*

79.69

92.03
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P degeri 95%ClI

0.947<0.0001
(0.906-0.973)

<0.7
86.21

92.49



PPV (%) 82.25 65.81

NPV (%) 85.71 97.56

AUC = egrinin altinda kalan alan; NPV = negatif 6ngérii dederi; PPV = pozitif 6ngérii dederi. *Parantez igindeki dederler %95
Cl'dir (p<0,0001).

Tablo 4. Hedef lezyonlarin lokalizasyonlari ile histoloji bulgularin karsilagtiriimasi.

Patoloji

Benign(n=138) G 3+4(n=35) G>4+3(n=29) Toplam

Periferik zon (%) Sag base 16(76,2) 2(9,5) 3(14,3) 21(100)
Sag mid-gland 34(55,7) 13(21,3) 14(23) 61(100)
Sag apeks  9(52,9) 6(35,3) 2(11,8) 17(100)
Sol base 9(69,2) 3(23,1) 1(7,7) 13(100)
Sol mid-gland 32(76,2) 5(11,9) 5(11,9) 42(100)
Sol apeks 16(76,2) 3(14,3) 2(9,5) 21(100)

Transizyonel zon (%) Sag base 0 0 0 0
Sag mid-gland 8(88,9) 1(11,1) 0 9(100)
Sag apeks 3(60) 2(40) 0 5(100)
Sol base 2(100) 0 0 2(100)
Sol mid-gland 5(83,3) 0 1(16,7) 6(100)
Sol apeks 4(80) 0 1(20) 5(100)

G: Gleason skoru.
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SS-29

Hemodiyaliz Fistiil Akut Trombozlarinin Farmakomekanik Endovaskiiler Tedavisinde
Erken Donem Sonuglari

Ismail dilek, Abdi Gurhan, Alaaddin Nayman
Selcuk Universitesi Tip Fakiiltesi Hastanesi, Radyoloji Ana Bilim Dali, Konya

AMAC: Bu calismada akut diyaliz fistll trombozlarinin endovaskiiler tedavisinin teknik basari oranlari, erken donem
aciklik ve yeniden tromboz oranlarinin arastirilmasi amaglandi.

YONTEM: Calismaya akut diyaliz fistiil trombozu tanisi ile refere edilen ve endovaskiiler farmakomekanik tedavisi
yapilan 45 hasta dahil edildi. Hastalarin tromboze AV fistil tanisi klinik muayene ve ultrasonografi ile teyit edildikten
sonra hastalar tromboze segment uzunlugu < 5 cm olup tek kateterizasyon yontemi ile trombolitik (Alteplaz)
inflzyonu yapilanlar (Grup 1) ve tromboze segment uzunlugu > 5 cm olup criss-cross teknigi ile trombolitik (Alteplaz)
inflzyonu yapilanlar (Grup 2) olmak Uzere 2 gruba ayrildi. Hastalara cm’ye 1 mg olacak sekilde “Lyse and wait”’
teknigi ile trombolitik inflizyonu gergeklestirildi. En az 2 en fazla 24 saat trombolitik inflzyonu uygulanmasi sonrasi
hastalarin fistiilografileri ve/veya diger endovaskiler islemleri gerceklestirildi.

BULGULAR: Grup 1'de 20, Grup 2’de 25 hasta mevcut olup her iki grupta erkek hastalar ¢ogunlugu olusturmaktaydi
(sirasiyla n=14, %70; n=18 %72). Her iki grupta en yaygin komorbidite HT olup (sirasiyla %70 ve %76) bunu DM
izlemekteydi (sirasiyla %60 ve %64). Her iki grupta sol Ust ekstremite yerlesimli (sirasiyla %95 ve %92), olusturulma
zamani > 1 yil olan (sirasiyla %85 ve %80), radiosefalik fistlller (sirasiyla %75 ve %60) ¢ogunluktaydi. Ortalama
tromboze segment uzunlugu Grup 1’de 3.68 cm, Grup 2’de 8.05 cm olarak hesaplandi. islemin teknik basarisi her iki
grupta da yiiksekti (sirasiyla %95 ve %96). iki grup arasinda primer ve destekli primer agiklik bakimindan erken takip
doneminde anlamli farkhlik saptanmadi. Her iki grupta 1. ve 3. ay primer agiklk ve destekli primer agiklik oranlari
benzer olup sirasiyla %90 / %95; %92 / %96 idi. 6. ay primer aciklk ve destekli primer aciklik oranlari Grup 1’de %75
ve %80; Grup 2’'de %80 ve %94 idi. 12. ay primer aciklik ve destekli primer agiklik oranlari Grup 1’de %65 ve %75;
Grup 2'de %68 ve %72 idi. iki grup arasinda primer ve destekli primer aciklik bakimindan erken takip déneminde
anlamli farkhlik saptanmadi (p>0.005).

SONUG: Diyaliz fistillerinin akut trombozunda farmakomekanik endovaskiiler tedavi, yliksek basari ve yiiksek erken
donem aciklik oranlarina sahip, tekrarlanan miidahalelere izin veren, minimal invaziv bir tekniktir.

Anahtar Kelimeler: Hemodiyaliz, Tromboze arteriovenéz fistiil, Endovaskiiler tedavi, Trombektomi, Anjioplasti,

Tek ve cift kateterizasyon ornekleri

a) <5 cm okliizyonu olan ve tek kateter yerlestirilen hasta b) >5 cm okliizyonu olan ve criss-cross teknidi ile cift kateter
yerlestirilen hasta
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SS-30

Sirotik hastalarda hipersplenizm igin parsiyel splenik embolizasyon sonrasi periferik kan
hiicresi degisiklikleri ve sonuglari

Siileyman Dolu®, Géksel Bengi®, Nilay Danis', Mujde Soyturk®, ilker Buyuktorun®, Hiiseyin Déngell?, Miicahit
Ozbilgin®, AYTAC GULCU?, Orkun Sarioglu®, ismail Nafi Ozdamar®, Omer Topalak®

!Dokuz Eyliil Universitesi, Gastroenteroloji Ana bilim Dali, izmir
2Dokuz Eyliil Universitesi, Dahiliye Ana bilim Dali, izmir

3Dokuz Eyliil Universitesi, Genel Cerrahi Ana bilim Dali, izmir
“Dokuz Eyliil Universitesi, Radyoloji Ana bilim Dali, izmir

AMACG: Parsiyel splenik embolizasyon sirozda hipersplenizmin tedavisinde yaygin olarak kullanilmaktadir. Bu
¢alismanin amaci sirotik hastalarda parsiyel splenik embolizasyonun glivenilirligini ve etkinligini degerlendirmektir.

YONTEM: Bu retrospektif calismada, siroza bagli hipersplenizm nedeniyle parsiyel splenik embolizasyon (PSE)
uygulanan 17 hasta degerlendirilmistir. Parsiyel splenik embolizasyon sonrasinda, periferik kan hiicresi sayimlari bir
yil boyunca diizenli araliklarla élgiilmiistiir. islem sonrasi komplikasyonlar kaydedilmistir.

BULGULAR: Bu ¢alismaya 17 hasta (ortalama yas, 54,5 * 10 yil) dahil edilmistir. Beyaz kan hicresi, notrofil, lenfosit,
hemoglobin ve trombosit sayimlarinda, her zaman diliminde islem 6ncesi seviyelerle karsilastirildiginda istatistiksel
olarak anlaml bir artis gézlemlenmistir (pre-PSE vs. 1. giin p<0.001; pre-PSE vs. 1. hafta p<0.001; pre-PSE vs. 1. ay
p<0.001; pre-PSE vs. 6. ay p<0.001; pre-PSE vs. 1. yil p<0.001). En sik gorilen komplikasyon, post-embolizasyon
sendromu (%88.2) olup, konservatif tedavi ile yonetilmistir. Bir hasta, 6zofagus varis kanamasindan hayatini
kaybetmistir.

SONUG: Parsiyel splenik embolizasyon, sirozlu hastalarda hipersplenizm icin cerrahiye gore etkili ve minimal invaziv
bir alternatiftir. Hematolojik parametreleri uzun vadede iyilestirir ve yonetilebilir yan etkileri vardir. Parsiyel splenik
embolizasyon, hipersplenizm icin glivenli ve etkili birinci basamak tedavi secenegidir.

Anahtar Kelimeler: Parsiyel splenik embolizasyon, siroz, hipersplenizm
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Parathyroid adenoma ablation: what correlates with procedural success (542 cases)
Furkan Ertiirk Urfali*, Mehmet Korkmaz? Fatih Hakan Tufanoglu?, Hiiseyin Gékhan Yavas?® Esra Ersan’

'Bursa Sehir Hastanesi/Girisimsel Radyoloji
2Kiitahya Saglik Bilimleri Universitesi/Girisimsel Radyoloji

AIM: We aimed to determine the factors associated with procedural success and complication risk in patients with
parathyroid adenoma undergoing microwave ablation.

METHODS: Age, gender, blood parameters (calcium (Ca), parathyroid hormone (PTH)), localization and volume of
parathyroid adenoma were obtained from patient-system records before the procedure. Control PTH was obtained
from blood samples taken on the same day after the procedure. Blood Ca, PTH levels and USG evaluations were
performed in clinical controls 1, 6 and 12 months after the procedure. Factors affecting procedural success and
complication risk were statistically evaluated.

RESULT: There was no significant correlation between pre-procedure serum calcium, PTH, parathyroid adenoma
volume and side (right/left) and procedural success & complication development. At the 12 th month follow-up, the
success rate for the 1st session was 476/542 (87,8%). In 21 patients, the procedure was unsuccessful due to an
atypically located 2nd focus that could not be detected before the procedure, in 29 patients the procedure was
terminated due to hoarseness at the beginning of the ablation procedure, and in 16 patients the procedure was
unsuccessful due to recurrence secondary to inadequate ablation. 34 patients underwent the 2nd session procedure
and the procedure was successful. In 62 patients, post-procedure pain (head, neck region) and a feeling of fullness
in the neck region lasting 3-15 hours were observed. A total of 18 patients experienced transient hoarseness for 3-
85 (mean 32 + 5,1) days. No other procedure-related complications were observed.

When the patients who developed hoarseness were evaluated retrospectively, it was evaluated that the parathyroid
adenoma was adjacent to the “danger zone”" where the recurrent laryngeal nerve was located (Perrier type D).

CONCLUSIONS: In conclusion, Microwave Ablayon is an effective and safe method in the treatment of parathyroid
adenoma. The location of the parathyroid adenoma has been determined as the only important factor in terms of
procedural success and complication risk.

Keywords: Parathyroid adenoma, microwave ablation, hypercalcemia, hyperparathyroidism, recurrent laryngeal
nerve paralysis
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SS-32

Tiroid Nodiillerinde Mikrodalga Ablasyonun Etkinligi: Elastografi ile Tedavi Basarisinin
Degerlendirilmesi

Hiiseyin Gékhan Yavas®, Mehmet Korkmaz®, Furkan Ertiirk Urfali?, Hazan Tutud Giiven®

IKitahya Saglik Bilimleri Universitesi, Radyoloji Anabilim Dali, Kiitahya
2Bursa Sehir Hastanesi, Radyoloji Anabilim Dali, Bursa

AMAG: Bu calismanin amaci, benign tiroid nodillerinde mikrodalga ablasyon (MDA) tedavisinin etkinligini
degerlendirmek, islem oncesi elastografi 6lciimleri ile tedavi sonrasi hacim azalimi oranlarini karsilastirarak noddl
sertliginin tedavi basarisi ile iliskisini ortaya koymaktr.

YONTEM: Kiitahya Evliya Celebi Egitim ve Arastirma Hastanesi’nde benign tiroid nodiilleri nedeniyle mikrodalga
ablasyon tedavisi uygulanan toplam 29 hastada 37 solid nodiile ait veriler retrospektif olarak incelendi. Mikrodalga
ablasyon dncesinde ve islem sonrasi kontrollerde (1., 3. ve 6. ay) nodiiller ultrasonografi (USG) ile degerlendirildi.
Bu degerlendirmelerde nodil hacmi, ekojenitesi, kanlanma durumu ve shear-wave elastografi (SWE) 6l¢timleri
kaydedildi. Tedavi basarisi, 6. ayda nodil volim azalim oraninin (VAO) %50 ve Uizerinde olmasi olarak tanimlandi.

BULGULAR: Calismaya dahil edilen nodillerin islem 6ncesi ortalama hacmi 19.45 ml (minimum: 0.28 ml, maksimum:
297.0 ml) olarak élgulmistir. Kontrol degerlendirmelerinde nodillerin hacim ortalamalari islem sonrasi 1. ayda
13.05 ml, 3. ayda 7.32 ml ve 6. ayda 4.35 ml olarak 6lglilmus, 6. ayda VAO %72.5 (min: 46.03% - maks: 90.81%) olarak
hesaplanmistir.

Nodillerin islem oncesi SWE degerleri (kPa), ortalama 27.49 kPa (min: 14.0 kPa, maks: 45.0 kPa) olarak
hesaplanmistir. islem sonrasi SWE deger ortalamalari 1. ayda 51.21 kPa, 3. ayda 47.82 kPa ve 6. ayda 38.96 kPa
olarak belirlenmistir. SWE degerlerinin 1. ayda pik yaptigl, 6. aya dogru azalma gosterdigi ancak islem 6ncesi
degerlere kiyasla tim kontrol noktalarinda anlamli derecede vyiksek kaldigi gozlemlenmistir (p<0,05).
islem &ncesi SWE &lctimleri ile VAO, dolayisiyla tedavi basarisi arasinda anlaml bir iliski oldugu gézlemlenmistir
(Spearman korelasyon katsayisi: -0.88, p < 0.001). Ayrica, lojistik regresyon analizi, islem 6ncesi kPA ile tedavi basarisi
arasindaki iliskiyi dogrulamis ve modelin istatistiksel anlamliigini (p < 0.001) desteklemistir. Regresyon analizi
sonucunda, islem 6ncesi her bir birimlik kPA artisi, 6. ay VAO'yi 2.01 birim azaltmaktadir. Bunun sebebi doku sertligi
ylksek nodillerde mikrodalga ablasyon sirasinda verilen enerjinin dagihminin daha yumusak nodiillere kiyasla daha
az veya yavas olmasi olabilir.

SWE degerlerine gore yapilan gruplandirmada, islem 6ncesi kPa degeri ile ablasyon sonrasi VAO arasinda dikkat
cekici bir iliski gbzlemlenmistir. islem dncesi kPa degeri 20’nin altinda olan nodiillerde 6. ay VAO ortalamasi %90.81
iken, 20-25 araliginda %82.19, 25-30 araliginda %75.14, 30-35 araliginda %61.56 ve 35’in lizerinde %46.03 olarak
hesaplanmistir.

SONUG: MDA, benign tiroid nodiillerinin tedavisinde etkili ve giivenli bir yéntemdir. islem &ncesinde tiroid
nodiliinden alinacak SWE 6lglimlerinin, ablasyon tedavisinin hacim kiglltme basarisini 6ngérmede 6nemli bir
gosterge olabilecegi duslinilebilir.

Anahtar Kelimeler: Mikrodalga Ablasyon, Benign Tiroid Nodiilii, Shear-Wave Elastografi, Voliim Azalim Orani
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SS-33
Acil Karotis Arter Stentleme: Tek Merkez Deneyimimiz

Eyiip Kaya

Harran Universitesi, Radyoloji Ana Bilim Dali, Sanliurfa

AMAC: Karotis arter stentleme (KAS) semptomatik darlikl hastalarin tedavisinde endarterektomiye alternatif
tedavidir. Semptomatik hastada KAS’'in zamanlamasi hususunda goris birligi mevcut degildir. Bazi durumlar acil KAS
gerektirebilmektedir. Erken donem KAS’in basarisini ve komplikasyonlarini degerlendiren calismalara ihtiyag vardir.
Biz yaptigimiz acil KAS deneyimimizi sunmayi amacladik.

YONTEM: Harran Universitesi hastanesinde Ocak 2020- Temmuz 2024 tarihleri arasinda acil KAS islemi yapilmis 35
hasta degerlendirilmistir. Semptomatik hasta; karotis darligi mevcut ve bununla iliskisi belirlenen TiA, siddetli bas
donmesi ve amorazis fugaks ve enfarkt olarak tanimlandi. Acil KAS; darligi mevcut hastanin, ilk basvurusunda
hemodinamik instabilite ve NIHHS yiiksekligi (>4), takibinde TiA sikhginda artis, akut enfarktta takipte klinik durumda
kotllesme, GKS'de ve bilingcte gerileme, kas giiclinde artan kayip, diseksiyona bagh akimin belirgin engellendigi ve
tandem okliizyonu olup balona direng gézlenen hastalara uygulanmisti. Veriler hastane arsivinden ve gerekli
durumlarda hastayla iletisime gecilerek elde edilmistir. Hastalarin; demografik 6zellikleri, islem 6ncesi medikal
durumu, plak yapisi, darlik derecesi,isleme ait ozellikleri, islem bagli komplikasyon gelisimi ve islem basarisini
gosteren birtakim veriler elde olunmustur. Elde edilen veriler istatistiksel olarak degerlendirilmistir.

BULGULAR: Calismaya dahil edilen 35 hastanin; 15’i kadin (%42,8) ve 20’si erkek (57,8)ti. Hastalarin yas ortalamasi
67,5 £9,4 id. Hastalarin 27’si (%77) komorbid hastaliklara (KMH) sahipti. En stk KMH (n:21,%60) HT’idi. Hastalarin
25’sinin (%71) antiagregan kullanimi mevcuttu. Hastalarin 20 si (%57,1) sag, 15’ine (%42,9) sol tarafli semptomatikti.
5 disseksiyon hastasi disarda birakildiginda %50-70 arasinda darhk 5 (%16,6), %70-90 arasi darlik 21 (%70) ve 2%90
darliga sahip hasta sayisi 4 (%13,3) idi. Plaklarin 15’inde (%50) Ulser mevcuttu. 7 (%23,3) hastada plak ylizeyinde
trombiis formasyonu mevcuttu. Eslik eden karsi taraf >%50 iKA darligi sayisi 25 (%71,4) ti. intrakraniyal 2%50 darhgi
mevcut hasta sayisi 8 (%22,8) (ipsi 5 (%14,2), kontra 3(%8,5))di. ipsilateral intrakraniyal stenozu %90 olan 4 hastaya
es zamanli intrakraniyal stenoz tedavisi uygulandi.Ciddi vertebral orifis darlikli 3 hastaya es zamanli islem yapilmisti.
Hastalarin 27 (%77,1) i son 5 glinde serebral enfarkt geciren hastalardi. Bunlardan 4 u major dal okliizyonu tedavi
edilen mindr enfarkta sahip hastalardi. Hiperperflizyon kanamasi gelisen hasta sayisi 3 (%8,5)idi (1'i major dal
hastasi). Hiperperflizyon gelisen hastalarin tamami yakin zamanh enfarkt éykdlilerdi. Disseksiyonlu hastalarin yas
ortalamasi daha disiktid. 1 Ml ve 1 inme olmak tzere periprosiidiirel komplikasyon gelisen hasta sayisi 5 olup 1
hasta takiplerde Ml gelisimine bagli ex olmustur.

SONUG: KAS islemi acil sartlarda da gereklilik durumunda basarili bir sekilde uygulanabilir bir tedavidir.

Anahtar Kelimeler: acil KAS, inme, Tandem okliizyon
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Endovascular Treatment Approaches for Central Venous Obstruction: A 10-Year Single-
Center Experience

Behliil igiis, Fatih Boyvat

Department of Radiology,Baskent University Istanbul Hospital, Turkey

AIM: This study aimed to evaluate and compare the long-term patency outcomes and effectiveness of percutaneous
transluminal angioplasty (PTA) versus percutaneous transluminal stenting (PTS) in treating central venous stenosis
and occlusion in hemodialysis patients.

METHODS: A total of 111 chronic hemodialysis patients (56 males, 55 females) diagnosed with central venous
stenosis or occlusion underwent endovascular procedures between March 2013 and December 2023. Clinical
follow-ups included venography at 1, 3, and 6 months, followed by 6-month intervals for asymptomatic patients.

RESULT: PTA was performed in 70 patients, while 41 patients underwent PTS during the study period. The primary
patency rates at 3, 6, 12, and 24 months were 96.25%, 87.12%, 72.10%, and 48.78% in the PTA group, and 95.23%,
90.23%, 64.20%, and 46.85% in the PTS group. The assisted primary patency rates at 3, 6, and 12 months were
96.23%, 88.25%, and 73.25% in the PTA group, and 94.23%, 81.45%, and 78.25% in the PTS group. No significant
differences were found between the two groups regarding primary and assisted patency rates (p=0.214, p=0.125).
The average number of interventions required in the PTS group (2.85+1.24) was significantly higher than in the PTA
group (1.64+0.65).

CONCLUSIONS: Endovascular interventions provide a safe and effective treatment option for central venous
occlusion. Although PTS does not offer superior patency compared to PTA, it results in higher costs and necessitates
more frequent interventions. Consequently, PTS should be reserved for lesions resistant to PTA or those with
concurrent lesions.

Keywords: Central venous obstruction, percutaneous transluminal angioplasty, percutaneous transluminal stenting.

Figure 1A.

Venogram image showing complete occlusion of the left brachiocephalic vein and considerable cervical-thoracic collateral
circulation.
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Figure 1B.

PTA was performed at the occluded left brachiocephalic vein.

Figure 1C.

Venogram image showing normal filling of the left brachiocephalic vein after the procedure.
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SS-35
Bibliyometrik bir bakis: Tiirkiye’de Girisimsel Radyoloji tezlerinde 20 yillik degisim
Ali Salbas

izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi Radyoloji Anabilim Dali, izmir

AMAC: Bibliyometri 1969 yilinda tanimlanmus, literatiir gelisimini inceleyerek gelecekteki calismalara katki saglamayi
amaglayan bir yontemdir. Glincel egilimleri belirlemenin bir yolu da tez konularini incelemektir. Bu galismada,
girisimsel radyoloji (GR) alaninda yapilan tezlerin 20 yillik dagilimi ve 6zellikleri bibliyometrik olarak degerlendirildi.

YONTEM: 2005-2024 vyillari arasinda Tiirkiye’de tipta uzmanlik egitimi veren merkezlerin radyoloji tezleri,
Yuksekogretim Kurulu Ulusal Tez Merkezi'nin veri tabanindan tarandi. GRile ilgili 318 tez incelendi. Tez konulari, Tirk
Girisimsel Radyoloji Dernegi ¢alisma gruplarina gére siniflandirildi. Kurum tiir(i ve danisman unvani ile tez konusu
arasindaki iliski ki-kare testiyle degerlendirildi. Tez konularina olan ilgi diizeylerindeki zamanla degisim, ki-kare
testiyle analiz edilip beklenen ve gézlenen degerler hesaplandi.

BULGULAR: Son 20 yilda radyoloji alaninda yapilan 2474 tezin 318'i (%12,4) GR’ye aitti. Tez yazarlarinin %66,7’si
erkek, %33,3’U kadindi. Tez danismanlarinin %89,9’u erkek, %10,1’i kadindi. Danisman unvanlari profesor (%55,7),
dogent (%28), doktor Ogretim Uyesi (%13,2) ve uzman doktor (%3,1) seklindeydi. Tezlerin %88,1'i (iniversite
hastanelerinde, %11,9'u egitim ve arastirma hastanelerinde yapiimisti. Tezlerin %89,9’u retrospektif, %10,1’i
prospektifti.

En fazla tez yapilan alanlar nonvaskiiler girisimler-girisimsel onkoloji (n=145, %45,6), nérovaskuler girisimler (n=97,
%30,5) ve vendz girisimler (n=42, %13,2); en az tercih edilen grup periferik vaskiler girisimlerdi (n=34, %10,7).
Kurum tird, yazar cinsiyeti ve tez konusu arasinda anlamli iliski saptanmadi (p=0,896). Radyoloji tezleri icerisinde
GR tezlerinin orani yillar icinde artmis ancak bu artis istatistiksel olarak anlamh bulunmamistir (p=0,119). Danisman
unvani ile tez konulari arasinda istatistiksel anlamli bir iliski bulunmustur (p=0.018). Profesérler nérovaskiler
girisimlerde, dogentler nonvaskiiler girisimler-girisimsel onkolojide, doktor 6gretim Uyeleri ise venoz girisimlerde
daha fazla tez yonetmistir. 2005-2014 ve 2015-2024 yillarinda tez konularinda gozlenen ve beklenen degerler
arasinda istatistiksel anlamli fark bulunmustur (p<0,001). ilk dénemde nonvaskiiler girisimler-girisimsel onkoloji
alaninda artis gorilirken, periferik vaskiler girisimlerde beklenenden az c¢ahsiimistir. 2015-2024 déneminde
nonvaskdiler girisimler-girisimsel onkolojiye olan ilgi artmaya devam etmis, nérovaskiiler islemlere ilgi artarken
periferik vaskiiler ve vendz girisimler daha az ¢alisilmistir. Sonug olarak, tez konularinda dénemsel degisiklikler
gbzlenmis ve nonvaskdler girisimler-girisimsel onkoloji her iki donemde de en ¢ok tercih edilen alan olmustur.

SONUC: Girisimsel radyolojiye olan ilgi yillar icinde degismis ve bazi alt disiplinler arastirmalarin odak noktasi haline
gelirken, diger alanlarda arastirma yogunlugunun nispeten sinirl oldugu gézlemlenmistir. Calismanin gelecekteki tez
calismalarina rehberlik etmesi ve konu segimlerine katki saglamasi beklenmektedir.

Anahtar Kelimeler: Bibliyometri, Girisimsel Radyoloji, Tez Analizi
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Resim 1: Yillara gore girisimsel radyoloji tez sayisinin dagilimi
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Resim 2: Radyoloji tezleri icinde girisimsel radyolojinin yillara gére oransal dagilimi
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Resim 3: Tez konularinin yillara gore yiizdesel dagilimi
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Resim 4: Tez konusu alt gruplarinin yiizdesel dagilimi
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Resim 5: Tez konularinin 2005-2014 ve 2015-2024 zaman araliklarindaki yiizdesel dagilimi
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Tablo 1: Tez konularinin gozlenen ve beklenen degerlerinin zaman dilimlerine gére dagilimi

2005-2014 2015-2024
Tez Konular Gozlenen (n) Beklenen (n) Fark (n) Gozlenen (n) Beklenen (n) Fark (n)
Norovaskiler Girisimler 37 39 -2 60 40,5 19,5
Periferik Vaskdiler Girisimler 20 39 -19 14 40,5 -26,5
Nonvaskiler Girisimler-Girisimsel Onkoloji 70 39 31 75 40,5 34,5
Venoz Girisimler ve Diyaliz Girisimleri 29 39 -10 13 40,5 -27,5
Toplam 156 162
p degeri p<0.001 p<0.001
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Ovaryan Endometriyomalarda Etanol ile Skleroterapi: igne ve Kateter Esliginde
Skleroterapide Teknik Ozellikler

Aynur Azizova, Tiirkmen Turan Ciftci, Murat Giiltekin, Emre Unal, Okan Akhan, Giirkan Bozdad, Devrim Akinci, Aycan
Uysal, Deniz Giilkan

Hacettepe Universitesi, Radyoloji Anabilim Dali; Kadin Dogum Hastaliklari Ana Bilim Dali

AMAC: Ovaryan endometriyomalara yonelik kateter ve igne esliginde etanol skleroterapi islemi icin teknik rehber
olusturmak.

YONTEM: Kontrolsiiz retrospektif kohort. Ocak 2015 ile Mart 2021 tarihleri arasinda, semptomatik endometriyoma
hastalarina yonelik etanol ile skleroterapi islemi yapilan hastalarin retrospektif olarak incelenmesi. 68 hasta, igne
(n=34) ve kateter (n=34) esliginde islem olarak iki kisima ayrildi. Hastalardan islem 6ncesi kontrastl alt abdomen
MRG incelemesi yapildi. islem 6ncesi ve sonrasi serum CA-125, AMH degerleri bakildi. igne-kateter tercihi islem
esnasinda kist vizkositesi, boyutu, lokalizasyonu ve hastanin bag doku sertligine gére karar verildi.

BULGULAR: igne esliginde (n=34) ve kateter esliginde (n=34) endometriyoma skleroterapi islemi yapilan hastalarda
teknik basari %100. Klinik basari %97. igne esliginde skleroterapi yapilan iki hastada rekiirrens olmasi iizerine basaril
sekilde kateter esliginde skleroterapi yapildi. Kist boyutlarinda, VAS (Visual Acuity Score) skorlarinda ve serum CA-
125 degerlerinde belirgin gerileme (p < 0.05) izlenmistir. Serum anti milleryan hormonlarinda belirgin degisiklik
izlenmemis olup (p > 0.05) ovaryan fonksiyonlarin korundugunu diisiindiirmektedir. infertilite icin tedavi edilen
hastalarda, islem sonrasi spontan gebelik orani %54 ( n= 6/11) Kateter ile islem yapilan hastalarda kist boyutlarinda
gerileme daha belirgin.

SONUG: Kateter-igne esliginde skleroterapi karari islem sirasinda verilmesi daha uygun olup, mimkiin oldugunda
kateter esliginde skleroterapi daha uygun bulundu. islem ydntemini etkileyen faktérler arasinda kist boyutu,
lokalizasyonu, vizkositesi ve bag doku sertligi.

Anahtar Kelimeler: Endometriyoma, etanol skleroterapi, AMH, dismenore
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The 3-Loop Snare: A Safe and Effective Tool for Mechanical Thrombectomy in Dialysis AVF
Thrombosis

ismail Karluka, Mustafa Mazican, Cadatay Andi¢

Department of Interventional Radiology, Baskent University Adana Dr. Turgut Noyan Application and Research
Center, Adana, Turkey

AIM: This study evaluates the efficacy and safety of using a 3-loop snare during mechanical thrombectomy for
thrombosed dialysis arteriovenous fistulas (AVF).

METHODS: A retrospective analysis was conducted on 32 patients who underwent mechanical thrombectomy with
a 3-loop snare for AVF thrombosis between 2020 and 2024. Data on demographic characteristics, AVF localization,
and comorbidities were collected. The study assessed technical success, short- and long-term patency rates,
procedure duration, complication rates, and recurrence rates.

RESULT: The study included 32 patients with a mean age of 56.7 + 12 years, 62,5% of whom were male. The
procedure achieved a 100% technical success rate, with a mean duration of 35 + 8 minutes. Patency rates at 1
month, 6 months, and 12 months were 90%, 78%, and 63%, respectively. During follow-up, thrombosis recurrence
was observed in 22% of patients. Minor complications included hematoma in 2 patients (6.25%), and no major
complications were reported.

CONCLUSIONS: The 3-loop snare is a highly effective and safe tool for mechanical thrombectomy in dialysis AVF
thrombosis, achieving a high technical success rate (100%) with low complication rates. Its short procedure time
and low recurrence rate further support its use in clinical practice. However, additional studies with larger patient
cohorts are needed to comprehensively evaluate its long-term efficacy.

Keywords: 3-Loop Snare, Dialysis AVF Thrombosis, Mechanical Thrombectomy, Dialysis Fistula, Endovascular
Procedure, Interventional radiology
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Comparison of Lateralization Index and Laboratory Findings in Cases with Adrenal Venous
Sampling

Hind Babat, Hiiseyin Akkaya, Fatih Uzunkaya, Aysegqiil idil Soylu

Department of Radiology, Ondokuz Mayis University, Samsun, Turkey

AIM: To investigate whether the lateralization index (LI) findings obtained from adrenal venous sampling (AVS) are
compatible with laboratory findings and adrenal adenoma size.

METHODS: We retrospectively reviewed who underwent AVS in our center. The technical success rate of the
procedure was calculated by calculating both right and left selectivity indices (Sl). All patients were started on CRH
(cosintropin) infusion before the procedure. Blood samples were obtained from bilateral adrenal veins and
periphery at 0 and 5 minutes after catheterization. The correlation between LI and bilateral adrenal venous blood
cortisol and aldosterone values (0 and 5 min.) and peripheral venous blood cortisol and aldosterone values (0 and
5 min.), adrenaline value, plasma renin activity (PRA) levels were investigated. In addition, it was investigated
whether there was a correlation between adenoma size and Lls.

RESULT: Twenty-seven patients (61.5% female, mean age of 48.6 £ 12.4 years) were enrolled in the study. When the
cut off value for the Sl was 5, the success rate for right adrenal vein catheterization was 74.6% and 83.1% for left
adrenal vein catheterization. No significant correlation was found between surrenal adenoma and left and right LI
findings (p=0.043, p=0.23, respectively). Left LI and Left adrenal cortisol 0. min and peripheral aldosterone 0. min
(r=0.411; r=0.409, respectively); Left adrenal aldosterone 0 min and Left adrenal Aldosterone 0 min and Left adrenal
aldosterone 5 min. values were found to have a strong positive (linear) relationship (r=0.885; r=0.819, respectively).
Right LI and right adrenal cortisol 0 min, right adrenal aldosterone 5 min., peripheral aldosterone 0 min and
peripheral aldosterone 5 min values with a moderate positive (linear) direction (r=0.534; r=0.679; r=0.400; r=0.425,
respectively); Right adrenal aldosterone 0 min value was found to have a very strong positive (linear) relationship
(r=0.968), and a moderate negative (inverse) relationship (r=-0.441) with PRA value (Table 1), (p<0.05).

CONCLUSIONS: There is a moderate to strong correlation between adrenal gland aldosterone values and
lateralization indices, but no significant correlation was found between any of the peripheral blood values and
lateralization indices. The necessity of AVS is not limited to determining the direction of the hormone-active adrenal
gland. The findings obtained from peripheral venous blood cannot replace the findings obtained from AVS.

Keywords: Adrenal vein sampling, Primary aldosteronism, Adrenal gland, Catheterization

Table 1

Left lateralization index Sag lateralization index

r p r p
Left adrenal cortisol 0.min 0.411 0.037 0.347 0.083
Left adrenal cortisol 5.min 0.323 0.107 0.225 0.268
Right adrenal cortisol 0.min -0.174 0.395 0.534 0.005
Right adrenal cortisol 5.min -0.306 0.128 0.364 0.067
Right adrenal aldosterone 0.min 0.885 <0.001 0.327 0.103
Lef adrenal aldosterone 5.min  0.819 <0.001 0.326 0.104
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Right adrenal aldosterone 0.min 0.143
Right adrenal aldosterone 5.min -.0.033
Peripheral cortisol 0.min -0.031
Peripheral cortisol 5.min -0.103
Peripheral aldosterone 0.min  0.409
Peripheral aldosterone 5.min 0.385
Adrenaline -0.091

Plasma renin activity -0.193

0.486

0.874

0.881

0.618

0.038

0.052

0.660

0.344

0.968

0.679

0.337

0.257

0.400

0.425

0.171

-0.441

<0.001

<0.001

0.092

0.210

0.043

0.030

0.403

0.024

Concordance between laterelazion indices and adrenal and peripheral venous blood parameters. Spearman's rho
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Tromboze diyaliz fistiillerinde perkiitan tPA uygulamasi: teknik yontem ve bekleme
siiresinin etkinlik analizi

Ahmet Tanyeri

Aydin Adnan Menderes Universitesi Tip Fakiiltesi, Radyoloji Ana Bilim Dali, Aydin

AMAC: Arteriovendz fistlil (AVF) trombozunda, drenaj venine yonelik perkiitan tPA (tissue plasminogen activator)
uygulamasi icin halen standart bir teknik veya protokol bulunmamaktadir. Bu ¢alismada, gelistirdigimiz tPA uygulama
yénteminin ve yaygin olarak kullanilan "lyse and wait" tekniginin aksine enjeksiyon sonrasi uzun bekleme sirelerinin
etkinligini degerlendirmeyi amacladik.

YONTEM: 2022-2024 yillari arasinda, nativ AVF drenaj veninde total akut tromboz nedeniyle perkiitan tPA [ACTILYSE
(alteplaz), 1 mg/ml] enjeksiyon tedavisi uygulanan hastalar retrospektif olarak degerlendirildi. Calismaya dahil edilen
26 hastanin islem 6ncesi tanisal US’'inde trombiisiin yasi, yeri ve uzunlugu kaydedildi. Tromboze segment 1 cm’lik
araliklara bélinerek, distalden proksimale dogru her segmente US esliginde perkiitan tPA enjeksiyonu yapildi (Resim
1). Enjeksiyon i¢in 26G igne ucu kullanildi ve her segmentte igne trombis icinde hareket ettirilerek 1-1,5 mg tPA
uygulandi. Enjeksiyondan 4 ve 24 saat sonra kontrol US yapildi. 24 saat sonraki US bulgularina gére gerekirse ek
endovaskiiler islemler gergeklestirildi. Teknik basari akim debisi > 400 ml/dk ve stenozun %30’un altinda olmasi
olarak kabul edildi.

BULGULAR: Hastalarin ortalama yasi 5718 olup, %58’i erkekti. AVF tipine gére hastalarin %62’sinde brakiosefalik,
%38’'inde radiosefalik AVF mevcuttu. Trombis yasi %73 hastada 7 giinden kisaydi ve trombis uzunlugu ortalama
12+4 cm olarak 6lgiildii. islem &ncesi US'de, drenaj veninde trombiisle birlikte %27 oraninda vendz anevrizma (*
santral/periferik stenoz), %27 oraninda ventz stenoz gorulirken, %46 hastada ek patoloji saptanmadi. Uygulanan
tPA dozu ortalama 10+3 mg idi (Tablo 1). Hastalarin 4. saat US kontroliinde trombuslerin %58’inde rekanalize akim,
%11’inde ise tam veya tama yakin regresyon gozlendi. 24. saat kontroliinde trombslerin %46’sinda tam regresyon,
%31’inde ise rekanalize akim saptandi (Resim 2). Hastalarin %39’una ek islem gerekmezken, %42’sine mekanik
trombektomi (+ balon anjiyoplasti), %8’ine ise sadece balon anjiyoplasti uygulandi (Resim 3). tPA sonrasi 4-24 saat
icinde 3 hastada komplikasyon gelisti: 1 hasta dissemine intravaskiiler koagllopati, 1 hasta majér pulmoner
embolizm nedeniyle ex olurken, 1 hasta mindr pulmoner emboli nedeniyle takip edildi. Nihai teknik basari orani
%88 olarak hesaplandi (Tablo 2).

SONUG: Enjeksiyondan 24 saat sonra hastalarin %46'sinda tam veya tama yakin trombis regresyonu saglanmasi ve
%39'unda ek endovaskiiler isleme ihtiya¢ duyulmamasi, ydontemin etkinligini ortaya koymaktadir. Bununla birlikte,
iki hastada uzun bekleme siiresi pulmoner emboli ile sonuclanmistir. Literatiirde yaygin olarak tercih edilen yontem,
enjeksiyon sonrasi daha kisa bir bekleme siiresinin (15 dakika ile <4 saat) ardindan mekanik aspirasyon + balon
anjiyoplasti uygulamasidir. Bu yaklasim da pulmoner emboli riskini tamamen engelleyemez ancak emboli yikini
azaltabilir. Sonug olarak, tPA enjeksiyonu sonrasi uzun bekleme siiresi ek endovaskiiler islemlere olan gereksinimi
azaltmaktadir.

Anahtar Kelimeler: anjiyoplasti, arteriyovenéz fistiil, doku plazminojen aktivatérii, hemodiyaliz, tromboz
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Resim 1. Tromboze drenaj venine tPA uygulama y6nteminin goérsellestirilmis hali sunulmustur.

' » Uygulama yoni
Gdrsel Ahmet Tanyeri tarafindan gizilmistir.

Resim 2. 41 yasinda erkek hastaya ait disfonksiyone sol brakiosefalik AVF’ye y6nelik uygulanan islem ve takip

Islem &ncesi US tPA enjeksiyonlar

\g
. - s

E

4. saat kontrol US 24. saat kontrol US

c)

a) Islem éncesi US’de AV anastomoz hattindan sefalik drenaj veni boyunca uzanan yaklasik 9 cm total okluzif akut trombiis
goriilmektedir. b) Distalden proksimale dogru bir cm araliklarla 26G igneyle US kilavuzlugunda uygulanan tPA enjeksiyonlari
(toplam doz: 9 mg) gésterilmektedir. c) Enjeksiyondan 4 saat sonra yapilan kontrol US’de tam liiminal agiklik gériilmektedir.
Zeminde ek patoloji gériilmemektedir. d) Enjeksiyondan 24 saat sonra akim debisi 750 ml/dk olarak hesaplanmstir. Ek
endovaskiiler islem uygulanmamistir.
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Resim 3.66 yasinda erkek hastaya ait disfonksiyone sol radiosefalik AVF’ye y6nelik uygulanan islem ve takip
prosediirleri gosterilmistir.
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a) Islem éncesi US’de AV anastomoz hattindan sefalik drenaj veni boyunca uzanan yaklasik 11 cm total okluzif akut trombiis
gdoriilmektedir. b) Distalden proksimale dogru bir cm araliklarla 26G igneyle US kilavuzlugunda uygulanan tPA enjeksiyonlari
(toplam doz: 12 mg) gésterilmektedir. c) Enjeksiyondan 4 saat sonra yapilan kontrol US’de tama yakin liiminal agiklik ve az
miktarda reziidii yiizen trombiis varligi gériilmektedir. d) Enjeksiyondan 24 saat sonra reziidii trombdiislere uygulanan mekanik
aspirasyon ve zemindeki venéz darliga uygulanan balon anjiyoplasti islemi gésterilmistir.
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Tablo 1. Hastalarin Demografik Ozellikleri ve Klinik Bulgular

n: 26
Erkek
Kadin
Ortalama yas
AVF tipi Radiosefalik
Brakiosefalik
Trombs yasl 7 glinden Once
7 ile 14 giin arasi
Trombus uzunlugu (cm)

Ortalama tPA dozu (mg)

15 (%58)
11 (%42)
57+18

10 (%38)
16 (%62)
19 (%73)

7 (%37)

12 + 4 (min:6, maks: 20)

10 + 3 (min:7, maks: 15)

Ek patoloji Veno6z anevrizma (+ santral/periferik stenoz) 7 (%27)

Venoz stenoz

Ek patoloji yok

7 (%27)

12 (%46)

Tablo 2. AVF Gruplarinin 4. ve 24. Saat US Bulgulari, Endovaskiiler islemler ve Sonuglar

4. saat USG Anlamli degisim yok
Rekanalize akim
Tam veya tama yakin regresyon
24. saat USG Anlamli degisim yok
Rekanalize akim

Tam veya tama yakin regresyon

Endovaskiler islem Mekanik trombektomi (+ balon anjiyoplasti)

Balon anjiyoplasti
Ek islem yok
Komplikasyon

Teknik basari
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Radiosefalik AVF (n: 10) Brakiosefalik AVF (n: 16) Toplam

2 (%20)
6 (%60)
2 (%20)
1(%10)
4 (%40)
4 (%40)
5 (%50)
1(%10)
3 (%30)
1 (%10)

9 (%90)

6 (%38)
9 (%56)
1(%6)

2 (%13)
4 (%25)
8 (%50)
6 (%38)
1(%6)

7 (%44)
2 (%13)

14 (%87,5)

8 (%31)
15 (%58)
3 (%11)
3 (%11)
8 (%31)
12 (%46)
11 (%42)
2 (%8)
10 (%309)
3 (%12)

23 (%88)



SS-40

Diz alti arter lezyonlarinin balon anjiyoplasti ile tedavisinde fraksiyonel akim rezervi ve
sabit direng¢ orani kullaniminin etkinligi

Murat Canyigit!, Muhammed Said Besler?, Turan Kaya®

'Ankara Yildirim Beyazit Universitesi, Radyoloji Ana Bilim Dali, Ankara
“Necip Fazil Sehir Hastanesi, Radyoloji Klinigi, Kahramanmaras
3Ankara Bilkent Sehir Hastanesi, Radyoloji Klinigi, Ankara

AMAC: Kronik bacag tehdit eden iskemi hastalarinda tibial arter lezyonlarinin balon anjiyoplasti ile tedavisinde
istirahat fraksiyonel akim rezervi (fractional flow reserve, FFR) ve sabit direng orani (constant resistance ratio, CRR)
fizyolojik indekslerinin etkinliginin degerlendirilmesi hedeflendi.

YONTEM: Haziran 2024-Kasim 2024 arasinda gergeklestirilen retrospektif calisma FFR ve CRR &l¢iimii esliginde diz
alti tibial arterlerde balon anjiyoplasti yapilmis hastalari icermektedir. Tim hastalarda balon anjiyoplastilerden sonra
FFR ve CRR olglimi yapildi (TruePhysio basing mikrokateteri, Insight Lifetech, Shenzhen, Cin). FFR ve CRR
degerlerinin >0,8 olmasi kabul edilebilir ve 20,9 olmasi optimal sonug olarak kabul edildi. 3 ve/veya 3,5 mm ¢apli
balonlar ile 6-12 mmHg araliginda basinglarda anjiyoplasti islemleriyle FFR ve CRR degerlerinin en az 0,8’in lizerinde
olmasi hedeflendi. Birinci ve tclincl ay kontrolde Doppler ultrasonda pik sistolik hizin <200 cm/s olmasi anlamli
restenoz yok olarak kabul edildi. istatistiksel analizlerde tanimlayici istatistikler, Shapiro-Wilk testi, Student’s t testi,
ki-kare testi ve Fisher’s exact testi kullanildi.

BULGULAR: Kirk hastadan olusan calisma popilasyonunda (%75 erkek; ortalama yas 64+11,2 yil) ortalama takip
slresi 92+40,5 glindi (Tablo 1). Kontrol grubu 14 kiside 18 arterden olusmaktaydi (%85,7 erkek; ortalama yas
55,5+9,9 yil; %66,7 anterior tibial arter ve %33,3 posterior tibial arter). Hastalarin %90’ inda ayak yarasi vardi. isleme
bagli komplikasyon izlenmedi. Tiim hedef damarlarda distal akim saglandi. Balon anjiyoplasti sonrasi FFR ve CRR
degerleri kontrol grubu olcimleri ile benzer degerlere ulasti (Tablo 2). Kisa donem takipte %69,7'sinde yara
iyilesmesi goraldi. Rutherford kategori 4 hastalarin tamaminda en az 1 puan diizelme gozlendi. Optimal FFR ve CRR
degerine ulasilan hastalarda, degerleri kabul edilebilir diizeyde kalanlara gore istatistiksel agcidan anlamli olmasa da
daha yiksek yara iyilesmesi ve Rutherford kategori diizelmesi gorildi (FFR: %80 vs. %50 p=0,151; CRR: %82,6 vs.
%61,5 p=0,235). Hedef damar revaskilarizasyonu hicbir hastada gerekmedi. Takipte %94,6 ekstremite kurtarilma
orani saglandi. 1 hasta taburculuk sonrasi islemle iliskisiz miyokard enfarktiisii nedeniyle yasamini kaybetti.

SONUC: Diz alti tibial arter lezyonlarinin balon anjiyoplasti ile tedavisinde islem sonu basari degerlendirmesi
onemlidir. Vazodilatér farmakolojik ajan kullanmaksizin da damar agikligi agisindan etkin sekilde fizyolojik
degerlendirme vyapilabilmektedir (1). Diz alti arter lezyonlarinda endovaskiler tedavi ile FFR degerleri
yukselmektedir (2). Kisa donem takipte yiiksek yara iyilesme, patensi ve ekstremite kurtarilma oranlari gézlendi. Diz
altr arterlerde istirahat FFR ve CRR oOlglimleri esliginde endovaskiler tedavi etkinliginin fizyolojik olarak
degerlendirildigi ilk calismadir. FFR ve CRR degerleri 20,9 oldugunda daha yiiksek yara iyilesmesi ve klinik diizelme
gorillrken tim hastalarda en azindan >0,8 diizeyine ulasiimalidir.

Anahtar Kelimeler: balon anjiyoplasti, diz alti arter, fraksiyonel akim rezervi, sabit diren¢ orani
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Tablo 1. Calisma Popiilasyonunun Temel Ozellikleri (40 Hasta ve 43 Arterde)

Yas, yil

Cinsiyet, erkek
Hipertansiyon

Diabetes mellitus

Kronik bébrek hastalig
Koroner arter hastalig
Serebrovaskiiler iskemik olay
Dislipidemi

Sigara, paket x yil

Devam eden sigara igiciligi
Kronik total oklizyon
Lezyon uzunlugu, mm
Lezyon yerlesimi (PTA/ATA)
TASC C-D lezyonlar

PACSS 3-4 lezyonlar

islem siiresi, dk

Veriler  ortalamazstandart

sapma,

ortanca

[aralik]

ve

sayl

(yuzde)

olarak

sunuldu.

Kisaltmalar: PTA, Posterior Tibial Arter; ATA, Anterior Tibial Arter; TASC, Trans-Atlantik Konsensis; PACSS,

Periferal Arterial Kalsiyum Skorlama Olgegi
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64+11,2
30 (75)
27 (67,5)
35 (87,5)
4(10)
19 (47,5)
2(5)

19 (47,5)

20 [aralik, O-
50]

6 (15)

27 (62,8)
270 [51-335]
17/26
39(90,7)

30 (69,8)

57,4+15,6



Tablo 2. Balon Anjiyoplasti Sonrasi ve Kontrol Grubunda Fraksiyonel Akim Rezervi ve Sabit Diren¢ Orani
Ol¢iimlerinin Karsilastiriimasi

Calisma grubu Kontrol grubu p degeri
Anterior tibial arter
FFR 0,92+0,04 0,93+0,04 0,429
CRR 0,90+0,06 0,93+0,04 0,130

Posterior tibial arter

FFR 0,94+0,04 0,95+0,06 0,828
CRR 0,92+0,05 0,92+0,03 0,834
Total

FFR 0,93+0,04 0,94+0,05 0,524
CRR 0,90+0,06 0,93+0,03 0,165
Veriler ortalamazstandart sapma olarak sunuldu.

Kisaltmalar: FFR, Fraksiyonel Akim Rezervi; CRR, Sabit Direng Orani
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Tek ve Coklu Tiroid Nodiillerinde Mikrodalga Ablasyonu: Giivenlik, Etkinlik ve Agri
Diizeylerinin Karsilastiriimasi

Mehmet Demir', Ferit Dogan®, Ali Ko¢', Osman Dere', Nicon Nita', Mehmet Sinan Benzer', Bekir Sitki Said
Ulusoy?, Bedriye Dilara Oztiirk*

'Harran Universitesi Tip Fakiiltesi, Halksaghgi Ana bilim Dali, Sanliurfa
’Gaziantep Sehir hastanesi, Radyoloji anabilimdali, Gaziantep

AMAC: Mikrodalda ablasyon (MDA), iyi huylu tiroid nodillerinin tedavisinde glivenli ve etkili bir yontemdir. Bununla
birlikte, tek seansta birden fazla nodilin ablasyonunun tek nodiil ablasyonuna kiyasla benzer giivenlik ve etkinlik
saglayip saglamadigi konusundaki belirsizlik devam etmektedir. Bu ¢calismada, MDA ile birden fazla nodil ablasyonu
ve tek nodiil ablasyonu arasindaki erken komplikasyon oranlari ve 6 aylik nodiil kiiclilme oranlari karsilastiriimistir.

YONTEM: Calismaya toplam 80 hasta dahil edildi; bunlardan 40’inda tek nodiil (Grup I) ve 40’inda birden fazla nodiil
(Grup Il) ablasyonu gerceklestirildi. Agri skorlari islem sirasinda ve islemden 3 saat sonra gorsel analog skala (VAS)
ile degerlendirildi. Nodil kiiclilme orani (hacim azalma oranina gore) su sekilde hesaplandi: (Baslangic hacmi- 6.
aydaki hacim) / (Baslangi¢c hacmi) * 100. Her iki grubun 6 aylik nodil kictlme oranlari ve erken komplikasyonlari
karsilagtirildi.

BULGULAR: Grup ll'deki hastalar, islem sirasinda ve islemden 3 saat sonra Grup I'e gore anlaml derecede daha
yuksek agri skorlari bildirdiler (sirasiyla 45,12’ye karsi 28,34, p = 0,024 ve 39,87'ye karsi 25,29, p = 0,031). Her iki
grupta da kanama veya sinir felci gibi komplikasyonlar izlenmedi. Grup I'in 6 aylik nodil kiiclilme orani Grup Il'ye
kiyasla anlamli derecede daha yiksekti (%78,43’e karsi %$71,56, p = 0,041).

SONUG: Birden fazla nodiliin tek seansta MDA ile ablasyonu, komplikasyonsuz bir sekilde gerceklestirilebilmekte ve
glvenli bir tedavi segenegi sunmaktadir. Bununla birlikte, birden fazla nodiliin ablasyonunda agri diizeyi daha
yuksek olup, tek nodiil ablasyonuna gore nodiil kiiglilme oranlari daha azdir.

Anahtar Kelimeler: Mikrodalga ablasyon, tiroid, nodul, guatr
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Intra-Arterial Chemotherapy for Advanced Intraocular Retinoblastoma: Single-Center
Experience

Emre Can Celebioglu®, Emre Utkan Biiyiikceran®, Sena Bozer Uludag?® Seda Kaynak Sahap?, Ahmet Kaan Giindiiz’,
Didenur Karnak®, Sadik Bilgic!

!Department of Radiology/Vascular Interventional Radiology, Ankara University Faculty of Medicine, Ankara, Tiirkiye
’Department of Radiology, Ankara University Faculty of Medicine, Ankara, Tiirkiye; Clinic of Radiology, Igdir State
Hospital, 1gdir, Tlrkiye

3Department of Radiology, Ankara University Faculty of Medicine, Ankara, Tiirkiye; Clinic of Radiology, Tosya State
Hospital, Kastamonu, Tlrkiye

‘Department of Radiology/Pediatric Radiology, Ankara University Faculty of Medicine, Ankara, Tiirkiye
>Department of Ophthalmology, Ankara University Faculty of Medicine, Ankara, Tiirkiye

AIM: The management of retinoblastoma, the most common intraocular malignancy in childhood, continues to
evolve, with treatment strategies can vary among different centers. While current treatment modalities achieve
high survival rates when the disease is detected in the localized intraocular stage, emerging therapies are
increasingly focused on enhancing globe preservation and achieving the best possible visual acuity. This study aims
to evaluate the safety and efficacy of intra-arterial chemotherapy (IAC) in the treatment of advanced intraocular
retinoblastoma and to present our single-center experience.

METHODS: A retrospective analysis was conducted who underwent IAC at our institution between 2023 and 2024.
Treatment decisions regarding the proceed with IAC were made by our institutional multidisciplinary team. The
procedure involved selective catheterization of the ophthalmic artery, followed by the infusion of chemotherapy
agents, typically melphalan, with or without topotecan and carboplatin (Figure 1). The chemotherapy dosage was
tailored based on patient age and weight. The primary outcomes assessed included procedural success, both ocular
and systemic complications, and event-free ocular survival without the need for enucleation. Data collected
included patient demographics, details of the IAC procedure, and both procedural and post-procedural
complications. Follow-up data comprised ocular examination findings under general anesthesia and orbital MRI
results. Also any additional treatment modalities required during follow-up were recorded.

RESULT: A total 13 of eyes from 11 patients with unilateral or bilateral retinoblastoma were treated with IAC were
identified (Table 1). Over the total mean months of follow-up, these patients received 34 total catheterizations and
a mean of 3.1 IAC cycles for each eye. The catheterization procedures were performed with a 100% success rate,
and no procedural complications were observed. Following the treatment, patients were monitored for an average
of 13 months, with a minimum follow-up duration of 1 year. Of the total 34 catheterization procedures, no ocular
complications were observed. Systemic complications occurred in only 2 cases (5.9%), including rash and transient
pancytopenia, both of which were managed with medical treatment. During the follow-up period, no additional
treatment was required for 8 out of 13 eyes (61.5%). Local cryotherapy was performed on 3 eyes of 2 patients
(23.1%), and local cryotherapy with intravitreal chemotherapy was administered to 2 eyes of 2 patients (15.4%).
Over a minimum follow-up period of 1 year, enucleation was not performed in any patient (Table 2).

CONCLUSIONS: Our experience demonstrates that IAC is a safe and effective treatment modality for advanced
intraocular retinoblastoma. This approach offers a promising option for eye preservation in cases of advanced

disease.

Keywords: chemotherapy, intra-arterial, retinoblastoma
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Figure 1

Figure 1: Angiographic images demonstrate the IAC technique for a right-sided unilateral retinoblastoma. a) Lateral subtracted
image shows a 4-French guide catheter (arrowhead) in the distal internal carotid artery and the ophthalmic artery (arrow). b)
Lateral unsubtracted view after super-selective catheterization of the ophthalmic artery. c-d) Unsubtracted and subtracted
images show patency of the ophthalmic artery (arrow) and a choroidal blush (arrowheads).

Table 1

Table 1: Demographic and clinical characteristics of patients

n= %
Patient 1
Eye 13
Age (years) - 28+22
minimum-maximum 1-8
Male 5 45.5%
Disease
Unilateral 9 81.8%
Right 7 63.6%
Left 2 18.2%
Bilateral 2 18.2%
= Mean + Standard deviation.

|AC: intra-arterial chemotherapy

Table 1: Demographic and clinical characteristics of patients
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Table 2

Table 2: Procedural and follow-up data

n= %
IAC cycle = 31
minimum-maximum 1-7
Catheterization success 34 100%
Intra-procedural complications 0 0%
Post-procedural complications
Ocular 0 0%
Systemic 2 5.9%
Additional treatments after IAC
None 8 61.5%
Local cryotherapy 3 23.1%
Local cryotherapy with intravitreal chemotherapy 2 15.4%
Intravenous chemotherapy 0 0%
Radioactive plague 0 0%
EBR therapy 0 0%
Enucleation 0 0%
Follow-up (months) 13
minimum-maximum 12-21.1

IAC: intra-arterial chemotherapy; EBR: external beam radiation

Table 2: Procedural and follow-up data
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Results of new generation venous dedicated stents in central venous stenosis/occlusion
of hemodialysis patients. Technical success and follow up results

Seymur Samadli, Mehmet Koray Akkan, Fatih Oncii, Burak Mert Akhan, Mehmet Ali Yesilgimen, Burak Kalafat,
Ahmet Baran Onal, Erhan Turgut ligit

Department of Radiology, Gazi University, Ankara, Turkey

AIM: Central venous stenosis/occlusion in hemodialysis patients leads dialysis access failure. Balloon angioplasty
and stenting are established therapeutic approaches for managing this condition. The patency rate of stents in the
central veins is not satisfactory. The aim of the study is to evaluate the impact of new generation venous dedicated
stents (Abre, Medtronic ) applied to central veins and to assess their patency during follow-up.

METHODS: Seven patients who underwent new generation Abre, Medtronic venous stent placement in central veins
were evaluated using post-procedural follow-up imaging with venography. The mean follow-up period was 11.7
months (range; 7-24 months)

RESULT: Total of 7 patients were treated. The patients were predominantly male(%71). The demographic data of
the patients are presented in Table 1. Abre, Medtronic venous stents used during the procedure were shown in
Table 2. The technical success rate of the procedure was 100%. All patients were able to continue dialysis treatment
after stenting. During follow-up, restenosis (>%50) was observed in one patient, and additional balloon angioplasty
was performed (primary patency: 86%).

CONCLUSIONS: Stenosis or occlusions in the central veins of hemodialysis patients present significant challenges.
The new generation Abre stent system is intended for use in the iliofemoral veins for treatment of symptomatic
venous outflow obstruction. There are studies showing that the patency rate with the use of central Abre, Medtronic
is %85 at the 6th month, %70 at the 1-year follow up. In our study, the stent patency rate was 86% after an average
follow-up period of one year. This may suggests that Abre, Medtronic stents can be effectively used in the treatment
of challenging central vein stenosis/occlusions. Central venous stents can be considered as an effective method for
maintaining vessel patency in patients who do not respond to primary balloon angioplasty. The preliminary data we
have is encouraging in 7 patients. Longer follow-up imaging in higher number of patients could provide additional
insights to this alternative treatment with stents.

Keywords: Abre, central venous stenosis, hemodialysis patients

Demographics

Male/Female 5/2
Age Mean 67(58-81)
Hypertension 6/7

DM 4/7
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Stent size and number of patiens

14x60 mm 2
18x80 mm 3
20x60 mm 1

20x80 mm 1

Localization

Left brachiocephalic vein 5

Right brachiocephalic vein 2

Patient 1. Venography reveals critical stenosis of left brachiocephalic vein

Patency of the stented segment after balloon dilatation.

Patient 1.
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Patient 1.1-year follow up

Patient 2. Preprocedural DSA image. Stenosis in right brachiocephalic vein
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Patient 2. Venous patency was achieved following stent placement and balloon dilatation.

Patient 2. 1st year follow-up venography shows in-stent restenosis.
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Patient 2. Balloon dilatation

Patient 2. Patency of the segment after balloon angioplasty of the in-stent stenosis.
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Benign Tiroid Nodiillerinde Mikrodalga Ablasyon Tedavisi ile Radyofrekans Ablasyon
Tedavisi Etkinliklerinin ve islemle ilgili Parametrelerin Radyolojik A¢idan Karsilastiriimasi
Ve Retrospektif Olarak Degerlendirilmesi

Omer Nasuhi Aydin®, Mehmet Fatih Inecikli?

1Zile Devlet Hastanesi, Tokat
2Uludag Universitesi, Radyoloji Ana Bilim Dali, Bursa

AMAC: Genel popiilasyonda gortilme sikhigi oldukca fazla olan benign tiroid nodiillerinde radyofrekans ablasyon
(RFA) ve mikrodalga ablasyon (MWA) termal ablasyon yontemleri, givenli, konforlu ve etkili yonleri ile kullanimi
gittikge artan cerrahiye alternatif hatta bazi durumlarda cerrahiden dncelikli tercih edilen tedavilerdir. Bu ¢calismada
RFA ve MWA tedavilerinin etkinlikleri degerlendirmek ve tedavi sonuglarini birbiri ile karsilastirmak amaclanmustir.

YONTEM: Calismamiza 61 (72,6%) kadin ve 23 (27,4%) erkek olmak {izere ince igne aspirasyon biyopsisi ile benign
tiroid nodiilii oldugu kanitlanan toplamda 84 hasta dahil edildi. Hastalarin yas ortalamasi 54,8 + 13,6 yildi. islemler
lokal anestezi ile ultrasonografi (USG) kilavuzlugunda uygulandi. islemler sonrasinda 1,3 ve 6. aylarda USG ile voliim
takibi yapilmis olan hastalarin verileri incelendi.

BULGULAR: Her iki tedavi yonteminde de volimdeki kiiclilme yizdesi 1. ayin sonunda en yiksek iken diger
takiplerde bir dncesinden daha az olmak lizere artarak devam ettigi saptandi. (Her biri icin p<0.001; ilk hacmi> 1. ay
hacmi> 3. ay hacmi> 6. ay hacmi). RFA tedavi grubunda 1. ay-3. ay % degisim oranlari anlamli bicimde MWA tedavi
grubundan yuksekken, 3. ay-6. ay % degisim oranlari ise MWA grubunda anlamli bigimde daha yuksek bulundu
(sirasiyla p<0,001 ve p<0,001). 1. ay- 6. ay % degisim oranlari ise yine benzer saptandi (p=0,325). islem sonrasinda
11/84 (13,1%) hastada tedaviye bagh minor komplikasyon gelistigi goruldi. Komplikasyonlar, 4 hastada “islem
yerinde agri”, 2 hastada “gecici ses kisikligl”, 1’er hastada ise “boyun agrisi”, “boyun enfeksiyonu”, “hafif kanama”,
“kulaga vuran agri” ve “seste ¢atallanma” seklindeydi.

SONUG: Benign semptomatik tiroid nodiillerinde RFA ve MWA iyilesme sonuglariyla etkin, glivenli ve uygulamasi
kolay termal ablasyon yontemleridir. Dogru hasta segimi, deneyimli uygulayicilar ve dogru teknik parametreler ile
RFA ve MWA termal ablasyon yontemleri ile cok daha basarili sonuglar elde edilebilinir.

Anahtar Kelimeler: Benign tiroid nodiilii, radyofrekans ablasyon, mikrodalga ablasyon, tedavi etkinligi

RFA MWA karsilagtirma 1

Benign tiroid nodill olan hastalarda demografik &zellikler, nodil lokalizasyonu
ve tedavi prosedirine dair tanimlayici istatistikler ve bu degiskenlerin RFA ve
MWA tedavi gruplarinda karsilastirimasi

Overall (n=84) ) i) p

Yas' 5484+ 13,6 543+123 553+149 0,739
Cinsiyet-

Kadin 81(72,6) 28 (66.7) 33(78.6) 0,328*

Erkek 23(27,4) 14 (33,3) 9(214)
Lob Bolgesi-

Sag 38(45,.2) 18 (42,9) 20(47,6) 0,892¢

Sol 41 (48,8) 21 (50,0) 20(47,6)

isthmus 5(6.0) 3(7.1) 2(4,8)

Prob Kalinli@i (Gauge) 8~ 17,0 [16,0— 18,0] 18,0[17,0—18,0] 16,0[18,0—17,0] <0,001**
Aktif Ug Uzunlugu (mm)s  50[30-10,0] 100[7.0-10,0] 30[3,0-30 <0,001*
Kullanilan Giig (Watt) 5 37,5[25,0—80,0] 70,0[40,0—80,0] 30,0[25,0—35,0] <0,001**

J:n (%), f Mean + Standard Deviation, § median [Min.-Max.]

*. Pearson Chi-Square, Fisher's Exact veya Fisher Freeman Halton test.
**. Mann-Whitney U test.

***. Independent Samples T-Test.

Benign tiroid nodiilii olan hastalarda demografik 6zellikler, nodiil lokalizasyonu ve tedavi prosediiriine dair tanimlayici
istatistikler ve bu degiskenlerin RFA ve MWA tedavi gruplarinda karsilastiriimasi
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RFA MWA karsilagtirma 2

RFA ve MWA tedavi gruplarinda tiroid nodult hacmindeki degisimlerin karsilastiriimasi

RFA MWA
(n=42) (n=42) R
Tedavi Oncesi Hacim (cm?) § 15,0 [3,1 - 81,7] 24,1[0,4 —98,9] 0,289"
Tedavi Sonrasi 1. Ay Hacim (cm?) § 8.4 [1,4-622] 13,2 [0,2 - 72,3] 0,400
Tedavi Sonrasi 3. Ay Hacim (cm?) § 5,6 [1,0 — 46,1] 8,8[0,1-48,3] 0,156
Tedavi Sonrasi 6. Ay Hacim (cm?) § 4,5[0,8 — 29,3] 6,2 [0,1-37,8] 0,410*
p** <0,001 <0,001
VRR (Basglangig-1. ay) § 38,6 [14,3-76,5] 456[125-554] 0,141*
VRR (Baslangig-3. ay) § 60,9 [42,7-836] 61,9[392-750] 0,269*
VRR (Baglangig-6. ay) § 70,4 [52,8-859] 73,2[450-822] 0,390*
VRR (1. ay-3.ay) § 37,4 [18,2 - 63,6] 29,6[42-474] <0,001*
VRR (1. ay-6.ay) § 46,5 [28,0 — 74,4] 50,2 [8,3 — 63,4] 0,325"
VRR (3. ay-6.ay) § 14,6 [3,9 — 37,8] 27,2[4,0-48,7] <0,001*

VRR; “Hacim azalma orani” (Volume reduction ratio: VRR) iki clcum arasindaki hacimdeki azalma

yuzdesi

Jo n (%), § median [Min.-Max.]
* Mann-Whitney U test.
**_Friedman test

. Rearson ChizSaquare. veya Eishers Exact test.

RFA ve MWA tedavi gruplarinda tiroid nodiilii hacmindeki degisimlerin karsilastiriimasi

RFA MWA karsilagtirma 3

ikili kargilagtirmalar

RFA MWA
p-value p-yalue
VRR (Baslangic — 1. Ay) <0,001 <0,001
VRR (Baglangig - 3. Ay) <0,001 <0,001
VRR (Baslangi¢ - 6. Ay) <0,001 <0,001
VRR (1. - 3. Ay) <0,001 <0,001
VRR (1. - 6. Ay) <0,001 <0,001
VRR (3. — 6. Ay) <0,001 <0,001
ikili karsilastirmalar
RFA MWA karsilagtirma 4
—+—RFA —E—MWA
30,0
25,0
20,0
15,0
10,0
5,0
0,0
iSLEM ONCESI 1. AY (CM3) 3. AY (CM3) 6. AY (CM3)

HACIM (CM3)

Grafik-1: Ortalama nodul hacimlerinin zamana bagh degisim grafigi

Ortalama nodiil hacimlerinin zamana baglh degisim grafigi

124



RFA MWA karsilagtirma 5

RFA ve MWA tedavi gruplarinda {jroid hacminde azalma oranlarinin (2%50 ye karsi
<%50) karsilastiriimasi

RFA MWA

(n=42) (n=42) o
VRR (Baslangig — 1. Ay)!
2%50 11 (26,2) 15 (35,7) 0,479
<%50 31(73.8) 27 (64.3)
VRR (Baslangi¢ — 3. Ay)*
2%50 38 (90,5) 34 (81,0) 0,350
<%50 4(9,5) 8 (19,0)
VRR (Baslangi¢ — 6. Ay)"
2%50 42 (100,0) 39(92,9) 0,241
<%50 0(0,0) 3(7,1)
VRR; “Hacim azalma oran” (Volume reduction ratio: VRR) iki olcum arasindaki hacimdeki azalma
s

*. Pearson Chi-=Square. veya Fishers Exact test

RFA ve MWA tedavi gruplarinda tiroid hacminde azalma oranlarinin (2%50 ye karsi <%50) karsilastirilmasi
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Comparison of the results of the use of flow diverters alone and their use with coil
embolization in the treatment of cerebral aneurysms

Ridvan Binici*, Ozkan Alatas', Ahmet Ergin Capar?, Umit Belet?

Yzmir City Hospital, lzmir
2Izmir Tinaztepe University Private Galen Hospital

AIM: The aim of this study was to compare the treatment efficacy, complication rates, and mid-term results of flow
diverter stents alone and in combination with coil embolization. In addition, the effect of size, localization and
morphology of cerebral aneurysms on treatment efficacy were compared.

METHODS: In our study, 64 cerebral aneurysms belonging to 54 patients who underwent endovascular treatment
in the Interventional Radiology Unit of S.B.U. Tepecik Training and Research Hospital between June 2018 and
October 2023 were included. In 19 of them, flow diverter device and coil embolization were used together. In 45
patients, the flow diverter device was used alone. Early and mid-term radiologic results and complications of these
two treatment groups were compared. The success of aneurysm occlusion on control imaging was evaluated
according to the O'Kelly Moratta (OKM) scale

RESULT: Of the patients included in the study, 53 were female (82.8%) and 11 were male (17.2%). The minimum age
was 18 years and the maximum age was 74 years, with a mean age of 49 years. Of the aneurysms, 28 were small
(44%), 23 were medium (36%) and 13 were large (20%). Of the 64 aneurysms in the study, 19 (29.7%) were treated
with flow diverter stenting (FD) plus coil embolization. 45 (70.3%) were treated with flow-diverting stent (FD) alone.
The early complication rate was 9% in patients treated with flow diverter stent alone and 11% in the group treated
with flow diverter plus coil embolization (p=1,000). The long-term complication rate was 17,8% in patients treated
with flow diverter stent alone and 10,5% in the group treated with flow diverter plus coil embolization (p= 0,710).
When the 6-month occlusion rates were compared in both treatment groups, the total occlusion rate was 57,8% in
the group treated with flow-diverter stent (FD) alone. The total occlusion rate was 94,7% in the group in which flow
diverter stent (FD) and coil embolization were used together (p=0,009).

CONCLUSIONS: While occlusion success rates are higher with the combined use of coil embolization and flow
diverter stent (FD) than with flow diverter stent (FD) alone, early and middle term complication rates are similar

Keywords: cerebral aneurysm, flow diverter, coil embolization
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6. months occlusion rates ( FD vs. FD+coil)
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6. months occlusion rates based on OKM scale
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6. months occlusion rates ( FD vs. FD+coil)

FD FD+Coil

6.month occlusion rates Filling Continues 19 (%42,2) 1 (%5,3)
Total Occlusion 26 (%57,8) 18 (%94,7)

Total 45 (%100) 19 (%100)
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SS-46

Akut iskemik inme Hastalarinda Bilgisayarli Tomografi ile Olgiilen Pihti Gegirgenliginin
Aspirasyon Trombektomide ilk Gegiste Rekanalizasyon ile iliskisi

Caner Oztiirk®, Siileyman Men*, Orkun Sarioglu®, Emre RUHAT Avci®, Erdem Yaka?, Vesile Oztiirk?, Hiilya Ellidokuz?,
Orkhan MammadoV?, Tolga Polat?

!Dokuz Eyliil Universitesi, Radyoloji Ana Bilim Dali, izmir
2Dokuz Eyliil Universitesi, Néroloji Ana Bilim Dali, izmir
3Dokuz Eyliil Universitesi, Prevantif Onkoloji Ana Bilim Dali, izmir

AMAG: Akut iskemik inme (Ali) ile iliskili pihti 6zelliklerinin tedavi sonuglari ve tedavi segimindeki rolii son yillarda
sikca arastiriimaktadir. Kontrast verilmesi ardindan pihti diizeyinde olglilen dansite artisi ile pihti gecirgenligi
belirlenebilmektedir. Literatirde, gecirgen pihtinin, intraven6z trombolize (IVT) ve mekanik trombektomiye (MT)
daha iyi yanit verdigini gosteren calismalar mevcuttur. ilk gegis etkisi (IGE), MT ile pihtinin tek gegiste basariyla
cikarilabilmesi olarak tanimlanmaktadir. Literatiirde, IGE'nin daha olumlu klinik sonuglar ve az komplikasyon oranlari
ile iliskisinin gdsterildigi calismalar mevcuttur. Calismamizda, Al ile bagvuran ve aspirasyon MT uygulanan hastalarda
pihti gecirgenliginin; IGE ve klinik sonuglar ile iliskisi karsilastirilmis olup, gecirgenligin tedavi yéntemi kararina
etkisinin arastirilmasi amaclanmistir.

YONTEM: Nisan 2016- Agustos 2024 tarihleri arasinda hastanemize Ail ile basvuran ve ilk denemede aspirasyon
trombektomi uygulanan 80 hasta retrospektif olarak degerlendirildi. Hastanin gelis muayenesi, anamnezi, NIHSS, ve
3.ay mRS skorlari noroloji ekibi tarafindan kaydedildi. MT 6ncesinde yapilan prekontrast beyin BT ve BT anjiyografi
tetkikleri incelenerek pihti uzunlugu ve pihti gegirgenliginin 6lciitl olan trombis atentiasyon artisi (TAA) olculda.
Takip beyin BT goéruntileri incelenerek hemorajik komplikasyonlar (HK) belirlendi. MT yéntemi ve islem sonucu
(mTICI skoru) kaydedildi. ilk gegiste basarili rekanalizasyon saglanan (mTICI 2b-3) hastalar IGE olarak kabul edildi.
3.ay MRS skoru <2 olan hastalar klinik basari olarak degerlendirildi

BULGULAR: iGE gbzlenen grupta, klinik basari orani %61.5 olup istatistiksel olarak anlaml fark saptandi (p=0,025).
IGE olan grupta pihti uzunlugu 12,0 (4,0-58,0 mm), iGE olmayan gruba 15,0 (4,0-50,0 mm) gére daha az gériilse de
bu fark istatistiksel olarak anlamh bulunmadi (p:0,074). Prekontrast pihti dansitesi ve TAA degerleri icin gruplar
arasinda istatistiksel anlamh fark yoktu. Etiyoloji (ateroskleroz veya kardiyak kaynakli), pihti lokalizasyonu, tandem
okliizyon varligl, IVT ile kombinasyonu ve HK varligi/tirleri ile iliskisi degerlendirildiginde IGE agisindan istatistiksel
anlamli fark saptanmadi. Basvuru NIHSS skorlari incelendiginde, mindr-orta dereceli inme (NIHSS <15) ve orta-
agir/agir dereceli inme (NIHSS >16) oranlari arasinda anlamli fark izlenmedi.

SONUG: Literatiirde pithti gecirgenligi ve pihti uzunlugu gibi trombiis 6zellikleri ile; klinik tedavi basarisi, trombektomi
basarisi ve IGE iliskisi acisindan celiskili sonuclar bulunmustur. Calismamizda IGE’'nin klinik basari ile iliskisi
istatistiksel agidan anlamli bulundu. Pihti uzunlugu, IGE olan grupta daha az olmakla birlikte istatistiksel olarak
anlamli bulunmadi. Piht1 gegirgenligi ve pihti dansitesi ile IGE arasindaki iliski istatistiksel agidan anlamsiz olarak
saptandi. Aii’ye neden olan pihtilarin gériintiileme 6zelliklerinin uygun tedavi seciminde potansiyelinin anlasiimasi
icin daha fazla galismaya ihtiyag vardir.

Anahtar Kelimeler: Aspirasyon, Gegirgenlik, ilk gecis, inme, Pihti, Trombektomi
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Piht1 gegirgenligi ve uzunlugunun olgiimii.

Prekontrast beyin BT (a) ve beyin BTA (b) gériintiilerde pithti dansitesi ve uzunlugunun él¢iimii. Piht1 gecirgenliginin bir 6l¢iitii
olan trombilis atentiasyon artisi dederi (TAA), prekontrast ve postkontrast gériintiilerde pihti proksimal orta ve distal 1/3'liik
kesimlerine yerlestirilen 1 mm? boyutundaki RO!'ler ile 6l¢iilen dansitelerin ortalamasi alinip birbirinden ¢ikarilarak elde edildi.

IGE durumuna gére basan gruplarinda hastalarin klinik 6zelliklerinin degerlendirilmesi

IGE var IGE yok ..
P degeri
n=30 n=50
Yas (yil) 71,0 (34,0-93,0) 71,5(36,0-93,0) 0,662
Cinsiyet
K;r:;':e 11 (30,6) 25 (50,0 e
19 (63,4 25 (50,0 '
Erkek ( ) ( )
HT 19 (63,4) 31 (62,0) 0,905
DM 7(23,3) 15 (30,0) 0,518
AF 12 (40,0) 21 (42,0) 0,860
SVO-TIA 3(10,0) 6 (12,0) 0,784
Etiyoloji
Ateroskleroz 18 (60,0) 23 (58,0) 0,860
_ 12 (40,0) 21 (42,0) ’
Kardiyak
Pihty lokali
|v|| ) okalizasyonu 5 (90,0) 38 (76,0)
M2 2 (6,7) 2 (4,0) 0136
A 0 (0,0) 8 (16,0)
, 1(3,3) 2(4,0)
Baziler arter
Tand ki
andem oKuZYON »6 (86,7) 46 (92,0)
Yok 4 (13,3) 4(8,0) 0,441
Var ’ !
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\Y; trombolitik 1

5
Yok

15 (50,0
Var ( )
Hemorajik komplikasyon 12 (44,4)
Hemorajik komplikasyon tirleri 15
Yok
5
H1 3
H2
0
PH1
1
PH2 3(11,1)
Subaraknoid hemoraji ’
Basvuru NIHSS grup »3
Minor-orta (15 ve alt)
oy _— 7 (23,3)
Orta/agir-agir (16 ve usti)
i .. . .
nme oykisu 26
Yok
4 (13,3)
Var
Klinik b =70
: 10 (38,5)
Basarisiz

Pihti uzunlugu

Prekontrast hti d itesi

rekontras ) o] : ansitesi 42,4749 32
ortalama (gbzlemci 1)

Postkontrast hti  dansitesi

ostkontrast  pi ansitesi 59,09411,70

ortalama (gbzlemci 1)

Trombis atenliasyon artisi (TAA)
(gbzlemci 1)

Prekontrast pihti  dansitesi

.. . 42,7419,07
ortalama (gbzlemci 2)
Postkontrast pihti  dansitesi

ortalama (gbzlemci 2)

Trombs atentiasyon artisi (TAA)
(gbzlemci 2)

12,0 (4,0-58,0)

59,61+10,22

(50,0) 26
24 (48,0)

25 (53,2)

(55,6) 22
(18,5) 9
(11,1) 8
(0,0) 1
(3,7) 2
5(10,6)

(76,7) 38
12 (24,0)

(86,7) 44
6 (12,0)

(61,5) 15
29 (65,9)

41,72%9,36

57,57+13,00

42,7149,40

58,43+12,64
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15,0 (4,0-50,0)

(52,0)
0,862

0,469
(46,8)
(19,1)

(17,0)
0,939
(2,1)

(4,3)

(76.0) 0,946

88,0
(88, )0,861

(34,1)
0,025

0,074

0,730

0,574

15,67 (2,33-52,67) 13,67 (-1,67-42,67) 0,521

0,457

0,665

17,33 (1,00-41,33) 14,17 (-0,67-43,33) 0,363
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Distal Trombektomi: Primer Okliizyonlarda Etkinlik ve Giivenilirlik

Oykii Sur, Volga Ulas Ercan, Umut Ergiil, Ahmet Nedim Kahraman, Esin Derin Cicek, Yilmaz Onal
Fatih Sultan Mehmet Egitim ve Arastirma Hastanesi, Radyoloji Bélimdi, istanbul

AMAG: On sistem biiyiik damar okliizyonlari icin tartismasiz ana tedavi ydntemi olan mekanik trombektominin distal
damarlarda uygulanmasi, etkinligi ve givenilirligi hala tartisma konusudur. Bunda distal arterlerde navigasyonun
zorlugu ve kataterizasyon sirasinda riiptir gibi olasi komplikasyonlar etken olarak sayilabilir. Ancak gerek bircok
calismada TICI 2¢-3’(in daha iyi klinik sonuc ile birlikteligi gosterildiginden, gerekse distal erisimi kolaylastiran daha
distk profilli malzemelerin kullanima girmesinden, distal trombektomi uygulamasi artan siklkta gortlmektedir. Biz
de ¢alismamizda primer distal trombektomi uyguladigimiz hastalarda etkinlik ve glvenilirlik ile birlikte hastalarda
klinik sonuglari ortaya koymak istedik.

YONTEM: Calismamiza 01.01.2023-31.12.2024 tarihleri arasinda merkezimizde gerceklestirilen primer distal damar
okltizyonu bulunan ve trombektomi yapilan 15 hasta dahil edilmistir. Distal okliizyon; MCA M2 segment ve distali,
tiim ACA segmentleri ve PCA segmentleri olarak kabul edilmistir. Hastalarin demografik 6zellikleri (cinsiyet, yas, eslik
eden hastaliklar), Ulusal Saglik Enstitiileri inme Olgegi (NIHSS) skoru, intravenéz doku plazminojen aktivatdrii (1V-
tPA) uygulamasi ve okliizyon lokalizasyonu kaydedildi. islem sonrasi TICI 2¢-3 basarili aciklik ve 90. giinde <2'lik
modifiye Rankin Olgegi skoruna sahip olma iyi klinik sonug olarak degerlendirildi.

BULGULAR: Hastalarin ortalama NIHSS skoru 11+2.1 iken ortalama yas 67+7.91 idi. Okllizyon hastalarin 9’'unda MCA
distal dallarinda, 4’tinde ACA'da, 2’sinde ise PCA'da izlenmekteydi. Hastalarin hepsinde rekanalizasyon igin distk
profilli stent retriever kullanildi. Olgularin %26.66’sinda IV-tPA uygulanmis olup basarili agiklik ise %93.3’Uinde elde
edildi. Asemptomatik kanama hastalarin 4’iinde goériiliirken semptomatik kanama 2 hastada izlendi. lyi klinik sonug
orani %46.6 olup galismamizdaki mortalite orani ise %20 idi.

SONUG: Her ne kadar heniiz kilavuzlara girmemis olsa da distal trombektomiyi destekleyen birgcok yayinin
bulunmasi, gelisen teknoloji ile beraber diisik profilli malzemelerin kullanimi ile komplikasyon oranlarinin azalmasi,
islemin artan siklikta uygulanmasina yardimci olmaktadir. Calismamizda bu gruptaki hastalarin da fayda
gorebilecegini gostermis olsak da, distal trombektomi ile ilgili devam eden randomize kontrollii klinik ¢alismalarin
sonuglarinin ortaya konulmasi yoniimuzi belirlemede faydali olacaktr.

Anahtar Kelimeler: inme, stent retriever, trombektomi
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SS-48

Supraspinatus Kas Tendonunun Eklem Yiizeyi ile iliskili Parsiyel Yirtiklarinda PRP
Uygulama Etkinliginin MR Artrografi ile Degerlendirilmesi

Muhammet Furkan Demiral’, Bahar Yilmaz Cankaya®, Ahmet Emre Paksoy?, Hiilya Uzkeser®

Atatiirk Universitesi Radyoloji Anabilimdali, Erzurum
2Atatiirk Universitesi Ortopedi Anabilimdali, Erzurum
3Atatiirk Universitesi Fizik Tedavi ve Rehabilitasyon Anabilimdali, Erzurum

AMAC: Rotator kaf patolojileri omuz agrilarinin biylk cogunlugunun etyolojisinde rol oynar. Bu patolojiler igerisinde
supraspinatus tendon yirtiklari glincel pratikte 6nemli yer tutmaktadir. Tedavide konservatif izlem, fizyoterapi ve
cerrahi operasyonlari da iceren yaklasimlar bulunmaktadir. Bu ¢alismanin amaci eklem yizeyi ile iliskili kismi
supraspinatus tendon yirtigi olan hastalarda PRP (Trombositten zengin plazma) ile fizyoterapi etkinligini, sadece
konservatif fizyoterapi uygulanan kontrol grubu ile karsilastirmaktir.

YONTEM: Calismaya Agustos 2023 — Eyliil 2024 tarihleri arasinda. 25-65 yas araliginda en az 3 aydir devam eden
omuz agrisi olan ve travma, kronik hastalik ve/veya etkilenen ekleme ait cerrahi tedavi oykisi olmayan,
supraspinatus tendonunda kismi yirtikli toplam 51 hasta (n=31 olgu ve n=20 kontrol grubu) dahil edildi. Tim
hastalara taniyi dogrulamak icin MRA yapildi. MRA'da izole supraspinatus tendon yirtigi olan hastalar ¢alismaya dahil
edildi. Hastalar ortopedi klinigiyle ortak degerlendirildi konservatif tedavi planlanan hastalar iki gruba ayrildi. Bu
hastalardan kontrol grubu yalnizca fizik tedavi egzersizleri ve medikal tedavi, diger grup ise ek olarak ultrason
esliginde iki doz PRP tedavisi aldl. Fizik tedavi tiim hastalara standart protokolde uygulandi. Hastalarda tedavi 6ncesi
ve sonrasl Manyetik Rezonans Artrografi gortintiilemesi ve klinik 6lctimler VAS, CSS ve ASES olg¢iimleri yapildi. Yirtik
volliimleri ve klinik 6lciimler tedavi 6ncesi ve sonrasi karsilastirildi.

BULGULAR: Calismamizda kontrol grubuna kiyasla PRP tedavisi alan grupta tendon yirtik voliimlerinde belirgin
azalma izlendi (p=0,007). Hastalarin klinik degerlendirilmesinde VAS, CSS, ASES skorlarinda her iki grupta da anlamli
iyilesme izlendi. CSS skorlarinin degerlendirmesinde, PRP tedavisi alan grupta kontrol grubu ile kiyaslandiginda
tedaviye daha iyi yanit verildigi izlendi (p=0,001).

SONUG: Supraspinatus parsiyel tendon yirtik tedavisinde PRP ve fizik tedavi kombinasyonunun, yalniz fizik tedaviye
gore radyolojik ve klinik iyilesmede daha etkili oldugu gosterildi.

Anahtar Kelimeler: Manyetik Rezonans Artrografi, PRP, Rotator Kaf Yirtik

SEKIL 1

Sekil 1 tedavi éncesi yirtigin MR Artrografide sagittal boyutu
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Sekil 2

Sekil 2 tedavi 6ncesi yirtigin MR Artrografide koronel boyutu

sekil 3

Sekil 3 tedavi sonrasi yirtigin MR Artrografide sagittal boyutu

Sekil 4

Sekil 4 tedavi sonrasi yirtigin MR Artrografide koronel boyutu
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SS-49

Transhepatic and Translumbar Approaches for Central Venous Access in Pediatric
Patients

Alperen Elek, Mahmut Kiisbeci, Erencan Karakoc, Celal Cinar
Ege University Faculty of Medicine, Department of Interventional Radiology

AIM: This study aimed to evaluate the safety and efficacy of transhepatic and translumbar approaches as alternative
routes for central venous access in pediatric patients.

METHODS: This study utilized medical records and institutional picture archiving and communication systems. It
included individuals under 18 years old from October 2020 to November 2023. Patients whose medical records
lacked sufficient information, and those who were discharged from our facility before the removal of the
transhepatic catheter, were excluded from the study. The catheterization procedures were carried out while the
patients were conscious and sedated, with percutaneous access achieved using either a micropuncture access kit
or a set used for biliary drainage.

RESULT: The study included 8 pediatric patients, equally divided between males and females, with an average age
of 3.7 + 2.4 years and an average BMI of 12.9 + 1.9. The patients were treated in the intensive care unit for various
chronic critical illnesses: 25% for hemodialysis, 12.5% for central access, and 62.5% for total parenteral nutrition
(TPN). Thirteen central venous catheters were used, including 10; 5F port catheters, 2; tunneled CVCs, and 1; 5F
PICC. The procedures had an average duration of 40 + 13.22 minutes, with a mean fluoroscopy time of 22 + 5 seconds
and an average radiation dose of 3180.33 + 2336.62 mGycm?2. Patients were monitored in the intensive care unit for
at least 24 hours post-procedure. The average catheter patency for those with complications was 138 + 125.4 days.
Technical success was achieved in all cases (100%).

CONCLUSIONS: While transhepatic and translumbar approaches provide alternative access when traditional routes
are unavailable, their shorter patency times underscore the need for specialized catheters tailored to these
methods.

Keywords: central venous catheterization, chronic critical illness, pediatric patients, transhepatic approach,
translumbar approach

Figure 1-A

An 8-year-old male pediatric patient weighing 15.9 kg with an indication for hemodialysis had previously undergone multiple
catheterizations of the jugular and femoral veins. Due to patency being maintained only in the azygos veins (A), the
transhepatic route was chosen for catheterization (B).
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Figure 1-B

An 8-year-old male pediatric patient weighing 15.9 kg with an indication for hemodialysis had previously undergone multiple

catheterizations of the jugular and femoral veins. Due to patency being maintained only in the azygos veins (A), the
transhepatic route was chosen for catheterization (B).

Figure 2-a

A 22-month-old female pediatric patient weighing 8.8 kg with an indication for central access. Despite having undergone two
transhepatic catheterizations, catheter dislodgement into the peritoneal cavity occurred. Subsequently, a translumbar
catheter was placed (A). Follow-up venography confirmed catheter patency (B).
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Figure 2-b

A 22-month-old female pediatric patient weighing 8.8 kg with an indication for central access. Despite having undergone two
transhepatic catheterizations, catheter dislodgement into the peritoneal cavity occurred. Subsequently, a translumbar
catheter was placed (A). Follow-up venography confirmed catheter patency (B).

Figure -3

1.001 -# l +

=)
N
o

Patency Probability
o o
N [¢)]
C{I o

0.00+

0 100 200 300 400
Follow-up Time (Days)

Kaplan—Meier curves showing patency, concerning time (days) for all patients.

136



Table -1

Final
Transhepatic | Number
e ype of | arrangements
A2 | Gende / o | TP &
(Age Indication Catheter of Complication Death Patency
r Translumbar | Catheter
) s Catheterizatio
or both s
n
Hemodialysi R Tunneled . 205
P.1 8 Male Transhepatic 1 Not removed No complications No
s cve days
. - First for 68
5F port First malposition,
P2 3 Female TPN Transhepatic 2 Removed ) . No |days, Second
catheter second infection
for 247 days
First for 150
5F port
P3 4 Male TPN Transhepatic 2 thet Removed Both malposition No |days, second
catheter
for 6 days
5F port
P4 5 Male TPN Transhepatic 1 Removed Infection No 420 days
catheter
First for 102|
. SF port 1 Removed, 1 .
Ps5 2 Male TPN Transhepatic 2 Both malposition Yes |days, second
catheter not removed
for 261 days,
. 5F port .
Po 05 Female TPN Transhepatic 1 Not removed | No complications No 195 days
catheter
first hepatic
for 11 days,
2x 2x 5F R second
Central 1 Removed, 2 | 2 hepatic catheters
P.7 1.8 Female Transhepatic, 3 port, 1x . No hepatic for 8|
access not removed dislodged
1x translumbar SFPICC days,
translumbar
for 7 days
Hemodialysi Tunneled L 114 days
P8 6 Female Translumbar 1 Not removed | No complications No
s CcvC

A comprehensive overview of patient outcomes and complications associated with catheterization procedures, detailing age,
gender, indication, approach, catheter type and number, final arrangements, complications, mortality, and patency duration.

Table-2
. Number of patients/ Patency time
Studies Catheters placed Type of catheter (days) (mean)
Marshall et al. [9] 12/19 CVC 98
Maortell et al. [7] 5/5 CVC 08.8
Boe et al [2 54/92 CVC, PICC 21%*
Qureshi et al. [8] 32/40 CVC, PICC ¥
Onan et al. [6] 12/17 CVC, PICC, Port 131.1
Current Study 813 CVC, PICC, Port 138

* Dislodgement, infection, occlision due to thrombosis and skin wound
** Minimum *** Median

Comparison of literature data regarding central venous catheters placed via transhepatic approach.
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Bronsial Arter Embolizasyonu Uygulanan Hastalarda Bronsial Arterlerin Anatomik
Dagilim ve Varyasyonlari: Kendi Klinik Tecriibemiz

Erbil Arik, Efe Soydemir

Marmara Universitesi, Radyoloji Ana Bilim Dali, istanbul

AMAC: Bronsial arter embolizasyonu (BAE), farkli sebeplere bagli olarak meydana gelen aralikli veya masif hemoptizi
durumunda kanamayi kontrol altina almak icin uygulanan endovaskiiler tedavi yontemidir. Embolizasyon
uygulanmasi planlanan bronsial arterlerin (BA) sayi ve anatomik dagiliminin belirlenmesi; perioperatif siirecin dogru
yonetilmesi acisindan oldukca &nemlidir. islem &éncesi bilgisayarli tomografi anjiyografi (BTA) gériintiilerinin
degerlendirilmesi; BA’larin sayisi, seviyesi ve lateralizasyonunun yani sira olasi non-bronsial sistemik besleyicilerin
varligi konusunda da degerlendirme saglar. Anjiyografi sirasinda BTA'daki anatomik bulgularin yardimiyla ile torakal
aortada uygun teknik ve ekipmanlarla BA ostimumlari aranarak arteriogramlar elde edilir ve isleme uygunluk
acisindan degerlendirilir. Calismamizda islem Oncesi toraks BTA ve anjiyografi gorintileri esas alinarak
hastalarimizdaki BA'larin sayi ve dagilimlarinin, islem icin uygunsuzluk olusturan durumlarla birlikte ele alinmasi
amaglanmistir.

YONTEM: Calismada masif veya aralikl hemoptizi endikasyonuyla Marmara Universitesi Pendik Egitim ve Arastirma
Hastanesi girisimsel radyoloji tinitesinde Ocak 2022-Ocak 2025 tarihleri arasinda BAE uygulanan 84 hastanin islem
oncesi BTA ve islem goruntileri retrospektif olarak degerlendirilmistir. Hastalarda kateterize edilebilen veya
edilemeyen BA'larin sayl ve anatomik dagilimlari ile birlikte embolizasyona uygunsuzluk teskil eden anatomik
durumlarin orani, BTA ve islem goriintilerinden yola gikarak ortaya konulmustur.

BULGULAR: Toplamda 84 hasta BAE islemi icin anjiyografi Gnitesine alinmistir. Embolizasyon uygulanan 82 hastada
gorintileme bulgularina dayanarak BA sayi ve dagilimi agisindan 8 farkli varyasyon ortaya konulmustur (Tablo-1).
Hastalardan ikisinde ise BA'lar BTA’da ve islem sirasinda secilememistir. Hastalarin 39’unda goriintiileme ile ortaya
konan BA’larin tamamina BAE uygulanamamis, 30 hastaya tek tarafli BAE yapilmistir. Anjiyografi Unitesine alinan
hastalarda tim besleyicilere BAE vyapilmamasinin en sik sebeplerinin kateterizasyon yapilamamasi ve
embolizasyonun tek tarafli malignite sebebiyle yapilmasi oldugu gorilmustir (Tablo-2). Hastalarin 12 tanesinde
torakal orijinli BA’larin yani sira sistemik (non-bronsial) besleyiciler tespit edilmistir.

SONUG: Calismamizda farkli etyoloji ve endikasyonlarla BAE islemi uyguladigimiz hastalarda oldukga genis
varyasyonlu bronsial arter anatomileri oldugu goriilmustiir. Hastalarda torakal bronsial arterlerdeki varyasyon
gruplarinin ¢ogunluguna sistemik non-bronsial besleyicilerin eslik edebilmesi, 6zellikle bronsial besleyicilerde
patolojik boyanma 6zelligi olmadigi durumlarda sistemik besleyiciler aranmasinin 6nemini ortaya koymaktadir. BTA
incelemesi ve anjiyografinin her ikisinde de fark edilemeyen bronsial arterlerin olabilecegi géz dniinde bulundurulsa
da dikkatli bir BTA degerlendirmesi sonrasinda uygun teknik ve ekipmanla gerceklestirilen DSA ile bronsial veya non-
bronsial besleyicilerin ortaya konmasi mimkiinddr.

Anahtar Kelimeler: bronsial arter, bronsial arter anatomisi, bronsial arter embolizasyonu, hemoptizi, non-target
embolizasyon
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Sag interkostobronsial arter (A)+ sol bronsial arter (B)+ sag tiroservikal trunkustan (agik ok) kéken alan sistemik (non-bronsial)
arter (ok) (C).

Figiir-2

Sag interkostobronsial arter (A) + sol bronsial arter (B).

Sag interkostobronsial arter (A)+sag bronsial arter (B)+sol bronsial arter (C).
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Figir-4

Ortak trunkustan kéken alan sag ve sol bronsial arterler.

Figiir-5

Wik

Sag interkostobronsial arter [embolizasyon éncesinde (A) ve koil embolizasyonu sonrasinda (B)]+sag bronsial arter (C)+sol
bronsial arter (D)+ sag internal mammarian arterden (acik ok) kéken alan sistemik besleyici (siyah ok) (E).
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Figlir-6

Sag internal mammarian arterden kéken alan sistemik besleyici.

Tablo-1

Kategori Agiklama Hasta Sayisi Yizde
1 Sag IKB+Sol 34 41.46%
2 Sag IKB+2 Sol 7 8.54%
3 Sag IKB+Sag+Sol 12 14.63%
4 Sag IKB+Ortak trunkus 7 8.54%
5 Ortak trunkus 12 14.63%
6 Ortak trunkus+Sag 2 2.44%
7 Ortak trunkus+Sol 6 7.32%
8 Ortak trunkus+Sag IKB+Sol 2 2.44%

BAE uygulanan hastalarda izlenen bronsial arter dagihmlari.

141



Tablo-2

Bronsial arterlerin tamamina BAE uygulanamama sebebi Hasta Sayisi Yuzde

Kateterizasyonun basarisiz olmasi (ince kalibrasyon, mikrokateter girimine engel olan tortiyozite) 19
Tek tarafli malignite 11

Embolizasyonun teknik olarak mimkiin olmamasi (Hedef disi embolizasyon riski, arterioven6z sant) 4

Patolojik boyanma paterni olmamasi 3
BTA'da gosterilen BA'larin anjiyografi sirasinda gosterilmemesi 1
islem dncesi bronkoskopide tek tarafli kanama odagi gdsterilmesi 1

BAE yapilan hastalarda bronsial arterlerin tamamina BAE uygulanamama sebepleri.
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Periferal Arteriyovenoz Fistiillerin Endovaskiiler Kapli Stent ile Tedavi ve Takibi

Asiye Sézeri, Fatma Ay¢a Edis Ozdemir, Mustafa Ozdemir
Ankara Bilkent Sehir Hastanesi, Radyoloji Klinigi, Ankara

AMAC: Arteriyovenoz fistlller (AVF), arter ve venler arasindaki kan akisinin dusik basingli olan venéz sisteme
yonlendirildigi anormal baglantilardir. Bu ¢calismamizda, periferik AVF'lerin endovaskiiler tedavisinde kapli stentlerin
kullanimi ve takip sonuglarini degerlendirmek amaglandi.

YONTEM: Merkezimizde Subat 2019- Kasim 2024 tarihleri arasinda travmatik ve iyatrojenik olarak gelismis 13
hastadaki periferik AVF'lerin kapli stent ile tedavisi ve takip sonuglari retrospektif olarak tarandi. Tarama sonucuna
gore hastalarin yas ve cinsiyetleri, hastanin basvuru sikayeti, AVF'nin gelisme mekanizmasi, AVF'nin lokalizasyonu ve
preoperatif degerlendirilen doppler ultrasonografi sonuglari, kullanilan kapli stentin marka ve boyutlari, islem
sirasinda komplikasyon gelisip gelismedigi, hastanin takip stresi, takipte fistlliin durumu ve ek islem gerekip
gerekmedigi gibi kriterlere bakildi ve not edildi.

BULGULAR: Calismaya dahil edilen 13 hasta (5 kadin %38, 8 erkek %62; yas araligi 27-80; ortalama yas 58,61)
endovaskiler kapl stent ile tedavi edildi. 13 hastanin, 10'unda kardiyak kateterizasyon sonrasi gelismis AVF mevcut
iken; 1'inde ategli silah yaralanmasi, 1'inde periferik arter hastaligi nedenli iyatrojenik ve 1'inde ise femoral kateter
takilmasi sonrasinda iyatrojenik olarak gelismis AVF mevcuttu. Hastalarin tarafimiza danisildigindaki sikayetleri tablo
1'de gosterilmistir. Ayrica 4 hastada slperfisyal femoral arter ve ven (SFA-SFV) arasinda, 4 hastada derin femoral
arter (DFA) ve SFV arasinda, 2 hastada DFA ve ana femoral ven (DFA-AFV) arasinda, 2 hastada radiyal arter ve sefalik
ven arasinda, 1 hastada ise popliteal arter ve ven arasinda AVF saptandi (Resim 1). 3 hastada ise AVF'ye eslik eden
psddoanevrizma mevcuttu. Hastalarda kullanilan kapl stentler tablo 1’de goérilmektedir (Resim 2). Hastalarin
takiplerinde 11 hastanin (1 hastanin takipte ampute olmasi ve 1'nin takipten ¢ikmasi nedenli calisma disinda kaldi),
1 hafta- 58 ay arasinda degisen kontrollerinde, 8 hastada islem sirasinda ve kontrollerde stent agik olup AVF hatt
izlenmedi (Tablo 2). 1 hastanin islem sirasinda fistiili tam kapanmayip 12 ay sonraki kontroliinde AVF'nin kapanmis
stentin acik oldugu izlendi. 1 hastada ise 1 hafta sonraki takibinde iyatrojenik olarak stent distalinde trombs gelistigi
gorilip ek balon dilatasyon islemine alindi, ayni hastanin 3 ay sonraki kontroliinde stent patent olup AVF
saptanmadi. Atesli silah yaralanmasi olan hastada ise kapli stent sonrasinda fistlil devam etmekteydi bu nedenle
ikinci kaph stent kullanildi ancak AVF tam kapanmadi, takipte iki ay sonraki alt ekstremite BT anjiografi tetkikinde
stentten devamlilik gésteren AVF hath mevcuttu.

SONUG: Periferik AVFli olgularda gilinimizde artan kardiyak girisimler nedenli artis mevcuttur. AVF'lerin
endovaskiler tedavisi, cerrahiye gore gilivenli, etkili ve minimal invaziv yontem olmasi nedenli artarak tercih
edilmekte ve stent teknolojisindeki gelismeler nedenli uzun vadeli sonuglar igin daha fazla bilgiye ihtiyag vardir.

Anahtar Kelimeler: arteriovenous fistula, stent-graft, endovascular therapy
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Resim 1. 67 yasindaki erkek hastanin sol DFA diizeyindeki SFV ile olan AVF hatti goriilmektedir.

Resim 2. Ayni hastaya kapli stent yerlestiriimesi islemi sonrasi AVF'nin kapandigi goriilmektedir.
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Tablo 1: Hastalarin demografik bilgileri, preoperatif gelis sikayet ve bulgulari, yaralanma mekanizmasi, kullanilan
stent greft

Hasta
numarasi

10.

11.

12.

13.

YAS/

CINSIYET

52/K

52/E

68/E

74/K

43/E

54/E

75/E

69/E

27/K

61/E

70/K

37/E

80/K

HASTA GELiS SIKAYETi- PREOPERATIF

DOPPLER US SONUCU

KAG sonrasi kasikta ekimoz, agri/ 2 mm gapl
fistal

3 yil dnce KAG sonrasi palpasyonla Gftrim/
16 mm capl fistil

KAG sonrasi islem yerinde Gftrim/ 12 mm
capl fistal

KAG sonrasi sislik hematom/ 10 mm c¢apl
fistul ve eslik eden psédoanevrizma

KAG’dan sonra mevcut fistiile kompresyon 1
ay sonra kontrolde devam etmis kolda agri

ve sislik/ 2 mm capl fistil

2 yil 6nceki KAG sonrasi devam eden kasikta
sislik agri/ 8 mm capl fistil

KAG’dan sonra mevcut fistiile kompresyon 5
glin sonra kontrolde devam eden fistul/ 2
mm capli fistdl

KAG sonrasi sislik Gftirim/ 4 mm gapl fistdl

4 ay 6nceki femoral kateterizasyon hattinda
sislik / 6 mm capinda fistil ve eslik eden
psddoanevrizma

Diabetik ayak (periferik arter hastaligi)

KAG sonrasi sislik Gftirim/ 3 mm capl fistdl

Atesli silah yaralanmasi olan hematomlu
hasta

KAG sonrasi radiyal bolgede agri/ 5 mm capl
psoédoanevrizma ve 2 mm gapli fistil

ANATOMIK
LOKALIZASYON

R/ SFA-SFV

R/ DFA-AFV

L/ DFA-SFV

R/ DFA-SFV

L/ RADIYAL
SEFALIK V.

R/ DFA-SFV

R/ SFA-SFV

R/ DFA-AFV

R/ DFA-SFV

L/ POPLITEAL A-

POPLITEAL V.

R/ SFA-SFV

L/ SFA-SFV

L/ RADIYAL
SEFALIK V.

YARALANMA
MEKANIZMASI

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Kardiyak
Kateterizasyon

Femoral
Kateterizasyon

Periferik
Anjioplasti

Kardiyak
Kateterizasyon

Ategsli
Yaralanmasi

Kardiyak
Kateterizasyon

Balon

Silah

KULLANILAN KAPLI STENT

7x25 (GORE® VIABAHN® VBX
Balloon Expandable
Endoprosthesis)

10x38 (Advanta V12 balloon-
expandable covered stent)

6X37 (Lifestream™ Balloon
Expandable Vascular Covered
Stent)

6X22 (Advanta V12 balloon-
expandable covered stent)

5x22 (Advanta V12 balloon-
expandable covered stent)

7x38 (Advanta V12 balloon-
expandable covered stent)

6X22 (Advanta V12 balloon-
expandable covered stent)

7X38 (Advanta V12 balloon-
expandable covered stent)

6X22 (Advanta V12 balloon-
expandable covered stent)

6X32 (Advanta V12 balloon-
expandable covered stent)

6X22 (Advanta V12 balloon-
expandable covered stent)

6X59 (Advanta V12 balloon-
expandable covered stent)

3.5X26 (Abbott
GRAFTMASTER RX Coronary
Stent Graft)

E: Erkek, K: Kadin, KAG: Koroner Anjiografi, R: Sag, L: Sol, SFA: Siiperfisyel Femoral Arter, SFV: Siiperfisyel Femoral Ven, DFA:
Derin Femoral Arter, AFV: Ana Femoral Ven,
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Tablo 2: Hastalarin islem sirasinda ve takipte komplikasyon gelisme durumlari

Hasta
numarasi

10.

11.

12.

13.

islem Sirasinda Komplikasyon

Yok
Yok
Yok
Yok
Yok
Fistlil tam kapanmadi
Yok

Fistlil anatomik zorluk nedenli
tam kapanmadi

Yok

Yok

Yok

iki adet kapli stent sonrasi
fistlil devam etmekte

Yok

Takip Suresi

58 Ay
49 Ay
44 Ay
32 Ay
12 Ay
12 Ay

14 Ay

Takipten Cikt

12 Ay

Ampute-
Takipten Cikt

1 Hafta/ 3 Ay

2 Ay

24 Ay
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Takipte Komplikasyon

Yok
Yok
Yok
Yok
Yok
Yok

Yok

Bilinmiyor

Yok

Bilinmiyor

1 hafta icinde stent trombozu, balon anjioplastiden 3
ay sonra komtrolde komplikasyon Yok

Fistlil devam etmekte

Yok
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Comparison of Preoperative Anatomical Landmark-Based Method and Intracavitary
Electrocardiographic Method in Pediatric Port Catheter Tip Positioning: An Observational
Study

Cagri Damar?, Feyza Sever?, Omer lloglu®

'Ankara Bilkent City Hospital, Clinic of Pediatric Radiology, Ankara, Turkey
2Ankara Bilkent City Hospital, Clinic of Anesthesiology and Reanimation, Ankara, Turkey
3Ankara Bilkent City Hospital, Clinic of Radiology, Ankara, Turkey

AIM: Proper positioning of the tip of a central venous port catheter is critical for preventing complications and
ensuring the safety of intravenous therapy. Intracavitary electrocardiography (IC-ECG) is a safe, accurate, non-
invasive, and easy-to-learn method that verifies the correct positioning of the port catheter tip during the procedure
and is currently considered the gold standard for both adult and pediatric patient groups. The aim of this study was
to compare the anatomical landmark-based method we used for catheter tip positioning in pediatric patients with
the IC-ECG method and to evaluate the effectiveness and reliability of both techniques.

METHODS: In this study, two different techniques were assessed to compare the effectiveness of port catheter tip
positioning methods in pediatric patients aged 1 month to 18 years. In Group 1, the anatomical landmark-based
method was used preoperatively, with catheter length measured using the upper border of the right third
costosternal junction as a reference. In Group 2, the intracavitary electrocardiography (IC-ECG) method was applied,
positioning the catheter tip by observing P wave changes on the ECG monitor during guidewire advancement.
Demographic data (age, gender, height, weight, BMI, ASA score), clinical diagnoses, and the number of inserted port
catheters were recorded. Routine post-procedure chest X-rays were performed for all patients to confirm the
accurate positioning of the catheter tip.

RESULT: A total of 28 pediatric patients were included to assess the efficacy of port catheter tip positioning methods.
According to descriptive statistics, the mean age, height, weight, and BMI were calculated as 8.3815.04 years,
130.57+28.85 cm, 32.46+21.32 kg, and 17.01+4.62 kg/m?, respectively. Among the patients, 53.6% were female,
and 71.4% of catheters were right-sided. The relationship between catheter lengths measured using the anatomical
landmark-based method (Group 1) and the IC-ECG method (Group 2) and the catheter lengths confirmed by chest
X-ray was analyzed. Pearson correlation analysis revealed a strong and significant relationship between catheter
lengths measured by both methods and the confirmed lengths (Group 1: r=0.934, p<0.001; Group 2: r=0.910,
p<0.001). Multiple regression analysis indicated that when measurements from Group 1 (B=0.543) and Group 2
(B=0.375) were evaluated together, the combined methods accurately predicted catheter length in 89.5% of cases
(R?=0.895).

CONCLUSIONS: This study found that both the anatomical landmark-based method and the IC-ECG method are
effective and reliable for port catheter tip positioning in pediatric patients. The anatomical landmark-based method
demonstrated a higher correlation coefficient, making it a stronger predictive tool. Although both methods are safe
for clinical use, further validation studies involving larger patient groups are needed.

Keywords: central venous port catheter, intracavitary ECG, pediatric interventional radiology, port catheter
positioning
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Pediatrik hemoptizi olgularinda endovaskiiler tedavi
Furkan Ertiirk Urfali*, Omer Fatih Nas?, Behig Akyiiz*, Siileyman Bekircavusoglu®

'Bursa Sehir Hastanesi/Girisimsel Radyoloji
2Uludag Tip Fakiiltesi/Girisimsel Radyoloji

AMAC: Pediatrik hemoptizi olgularinda, sik etyolojik nedenlerin bilinmesini, endovaskiiler tedavinin etkinlik ve
glvenirligini arastirmayi amacladik.

YONTEM: 2016-2024 yillari arasinda Girisimsel Radyoloji tinitesine refere edilen pediatrik hemoptizi olgularinin,
gelis sikayetleri, klinik ve laboratuvar bulgulari, radyolojik tetkikleri retrospektif hasta-kayit sistemi taramalari ile
elde olundu. Olgularda uygulanan endovaskiiler tedavi yéntemi ile islem sonrasi hastalarin takipleri arastirildi.

BULGULAR: Yaslari 5 ila 17 (ort: 10,4) arasinda olan toplam 5 hasta ¢alismaya dahil edildi. 3 hastada hemoptiziye
saturasyon duslkligu (<%90) eslik ediyordu. Hastalarda ayirici tani ve hemoraji odagini saptamak amach kontrasth
Toraks Bilgisayarli Tomografi (BT)tetkiki ¢alisildi. 4 hastada hemoptizi nedeni pulmoner arteriyovendz malformasyon
(AVM) idi. 3 hastada fistiloz tip pulmoner AVM mevcuttu. 2 hastada pulmoner AVM’ler bilateral ve multilobardi. 1
hastada pndmoni sonrasi hemoptizi izlendi. 3 hastada pulmoner AVM’ler koil ile embolize edilirken 1 hastada genis
fistll varligi nedeni ile vaskiler tikag+koil embolizasyon uygulandi. Postpndmonik hemoptizisi olan hastada
mikropartikiiler embolizasyon uygulandi. islem sonrasi hastalarda hemoptizi sikayeti olmadi. Saturasyonu diisiik
olan 2 hastanin satlirasyonu normal seviyeye ulast.

SONUG: Pediatrik hemoptizi hastalarinda farkli etyolojik nedenler bulunabilir. Kontrastli Toraks BT tetkiki ayirici tani
ve hemoraji odagini saptamak icin dnemlidir. Pulmoner AVM gibi genis vaskiler lezyonlar koil veya vaskiiler tikag ile
parankimal hemoraji odaklari mikropartikiller ile glivenli ve etkin bir sekilde embolize edilebilir.

Anahtar Kelimeler: hemoptizi, arteriyoven6z malformasyon, embolizasyon

Resim 1

Pulmoner Arter Anjiografi'de sag akciger (st lob seviyesinde pulmoner arteriyovenéz malformasyon izleniyor.
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Resim 2

Selektif pulmoner arter anjiografide; koil embolizasyon sonrasi sa§ akciger (st lobdaki arteriyovenéz malformasyon
kontrastlanmiyor.

149



SS-54

Utilizing Machine Learning to Predict Mean Pulmonary Artery Pressure from RV/LV Ratio
in Patients with Acute Pulmonary Embolism

Dogan Polat, Nicholas Primiano, Siddhant Kulkarni, Francis Nowakowski, Edward Kim, Jenanan Vairavamurthy,

Rajesh Patel, Rahul Patel, Aaron Fischman, Vivian Bishay, Robert Lookstein, Dan Shilo
Department of Radiology, Mount Sinai Hospital, New York, Turkey

AIM: Reliable assessment of right heart dysfunction is essential in the evaluation and management of patients with
acute pulmonary embolism (PE). Determining pulmonary artery pressure (PAP) requires invasive right heart
catheterization or estimation based on echocardiography, which may not feasible during initial assessment and may
delay care. The RV/LV ratio, easily obtainable from the initial CTA chest, currently serves as a non-invasive marker of
right heart strain. The purpose of this study is to develop machine learning models to estimate mean PAP using
readily available clinical data—specifically RV/LV ratio, age, and sex—as a surrogate measure of right heart
dysfunction. This approach aims to enhance patient selection for thrombectomy versus medical management,
potentially improving outcomes by facilitating timely and appropriate intervention.

METHODS: A retrospective review was conducted on the charts of 71 patients who underwent thrombectomy at a
guaternary medical center, selected based on predefined search criteria. Data extracted included each patient's age,
sex, and RV/LV ratio measured on pre-thrombectomy CTA chest. An XGBoost model and a fully connected artificial
neural network (ANN) were trained to predict mean PAP on a held-out test set. Additionally, a multiple linear
regression analysis was performed. The Pearson correlation coefficient between the RV/LV ratio and mean PAP was
also calculated.

RESULT: The multiple linear regression model predicted mean PAP with a mean absolute error (MAE) of 4.8 mmHg.
The MAEs on the held-out test set for the ANN and XGBoost model were 5.1 mmHg and 5.3 mmHg, respectively.
The Pearson correlation coefficient between the RV/LV ratio and mean PAP was 0.3, indicating a moderate positive
correlation.

CONCLUSIONS: All three models demonstrated modest performance in predicting mean PAP in patients with acute
PE using only patient age, sex, and RV/LV ratio. Future work will focus on expanding this tabular dataset and
integrating raw imaging data to enhance prediction performance. If successful, this approach could improve
treatment and more rapidly triage patients presenting with acute PE.

Keywords: Pulmonary Embolism, machine learning, artificial intelligence
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Paratiroid Adenomunun Radyofrekans Ablasyonu Erken Donem Sonuglari: Manisa Celal
Bayar Universitesi Hastanesi Deneyimi

Ahmet Burak Kale', Cagdas Riza Acar?, Ayberk Pelitl, Serdar Tarhan®, Zeliha Hekimsoy®

ICelal Bayar Universitesi, Radyoloji Anabilim Dali, Manisa
20rdu Devlet Hastanesi, Radyoloji Klinigi, Ordu
3Celal Bayar Universitesi, Dahiliye Anabilim Dali-Endokrinoloji ve Metabolizma Hastaliklari Bilim Dali, Manisa

AMAC: Paratiroid adenomlarinda radyofrekans ablasyonunun (RFA) erken dénem etkinligini ve glvenligini
degerlendirmek.

YONTEM: Ocak 2021 ile Kasim 2024 tarihleri arasinda endokrinoloji tarafindan yonlendirilen tek bir paratiroid
adenomu ve primer hiperparatiroidizm tanisi bulunan hastalalarin RFA isleminden sonraki biyokimyasal ve
ultrasonografik 6zelliklerindeki degisiklikler analiz edildi ve RFA'nin etkinligi degerlendirildi. Tim olgulara 30 yillik
deneyime sahip girisimsel radyolog tarafindan ultrasonda ylksek frekansli lineer prob esliginde RFA gerceklestirildi.

BULGULAR: Calismamiza toplam 55 hasta dahil edildi. 46 hasta kadin (%83,6), 9 hasta erkekti (16,4). Hastalarin
median yasi 60 (IQR:48-72) bulundu. 29 hastada (%52,7) adenom sag taraftaydi. 54 hastada paratiroid adenomu
ultrasonografide ilk bakista saptanabildi. 1 olguda BT sonrasinda yapilan ikincil USG’de tespit edildi. 31 hastada 4
boyutlu BT, 1 hastada boyun MRG tetkiki mevcuttu. BT ve MRG incelemelerin hepsinde adenom goérintilendi. 32
hastada sintigrafi mevcuttu. 13 hastanin sintigrafik incelemesinde adenom izlenirken, 2 hastada slipheli bulgular
tanimladi ve 17 hastada sintigrafik olarak adenom izlenmedi. Ablasyon 6ncesi hastalarin ortalama kalsiyum degeri
11.12+0.75 mg/dl, PTH degeri 320.7+453.8 pg/ml, fosfor degerleri 2.80+0.86 mg/dl bulundu. Ablasyondan 1 giin
sonrasinda hastalarin ortalama kalsiyum degeri 9.60+0.6 mg/dl, PTH degeri 45.74+45.64 pg/ml, fosfor degeri
3.11+1.24 mg/dl bulundu. islem sonrasi PTH ve kalsiyum seviyelerinde anlamli bir diisiis izlenirken (p<0.001) fosfor
diizeylerinde anlamli bir degisiklik (p=0.094) gézlenmedi. 1. ay kontrol kan biyokimyasinda hastalarin ortalama
kalsiyum degeri 9.94+0.74 mg/dl, PTH degeri 103.3+118.1 pg/ml, fosfor degeri 3.25+0.71 mg/dl bulundu (Resim 1).
1. glin ve 1. ay izlemlerinde islem 6ncesine gore kalsiyum ve PTH degerlerinde anlaml disis izlendi (p<0.001). 1. ay
izlemlerinde islem &ncesine goére fosfor degerlerinde anlamli artis izlendi (p<0.05). islem 6ncesi paratiroid
adenomlarinin ortalama hacmi 494.8+489.9 mm3, kontrol USG’de 148.24188.1 mm3 bulundu. islem sonrasi
adenom boyutlarinda anlamh sekilde azalma izlendi (p<0.05). 10 hastada kontrol USG’de adenomun tamamen
izlenmedigi diger olgularda polar kanlanmanin azaldigi tespit edildi. 3 olgu niiks olarak kabul edilip RFA'nin tekrari
onerildi. 1 olguda ikinci bir odak retrospektif olarak 4 boyutlu BT incelemesinde tespit edildi. 1 hastada gegici ses
kisikligi (CIRSE siniflandirmasina gore 1. derece) komplikasyon gozlemlendi.

SONUG: Serum kalsiyum ve PTH seviyelerinin RFA'dan sonraki 1 ay boyunca 6nemli 6l¢lide azaldigini ve adenomun
boyutlarinin ve kanlanmasinin regresyon gosterdigini bulduk. Bulgularimiz énceki calismalarla tutarhdir [1,2,3]
Fosfor seviyesinde ise islemden hemen sonra anlamli bir degisiklik izlenmezken 1. ay izlemde islem 6ncesine goére
anlamh artis izlenmektedir. Dlisiik komplikasyon orani ve 6nemli basari orani RFA'nin paratiroid nodillerinin
tedavisinde faydasini desteklemektedir.

Anahtar Kelimeler: Paratiroid adenomu, Primer hiperparatiroidizm, Radyofrekans ablasyo
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Tash ve Tassiz Kolesistit Vakalarinda Perkiitan Kolesistostominin Klinik Seyir ve
Laboratuvar Parametrelerine Etkisi

Hiisniigiil Karakog, Ceren Ozer, Mahmut Kiisbeci, Celal Cinar, Ismail Oran

Ege Universitesi,Radyoloji Ana Bilim Dali,izmir

AMAC: Bu calismanin amaci, tash ve tassiz kolesistit vakalarinda perkitan kolesistostominin klinik seyir ve
laboratuvar parametreleri lizerindeki etkilerini degerlendirmektir.

YONTEM: Calisma, 2005-2024 yillarinda hastanemizde yapilan perkiitan kolesistostomi vakalarini kapsamaktadir.
Perkitan kolesistostomi uygulanan toplam 165 hasta retrospektif olarak incelendi.Hastalar tasli (92) ve tassiz (73)
olarak iki gruba ayrildi. Tash ve tassiz gruplar ultrasonografi veya MRKP sonuglarina gore ayrildi.Tasl hastalarin 65'i
perfore, tassiz hastalarin ise 25'i perfore idi. Klinik seyir; komplikasyon oranlari, hastanede yatis sireleri ve erken
donem sonuglar lizerinden degerlendirildi. Laboratuvar parametreleri olarak Lékosit (WBC), C-Reaktif Protein (CRP),
Bilirubin, Alanin Aminotransferaz (ALT), Aspartat Aminotransferaz (AST) ve Albumin dlzeyleri analiz edildi. Gruplar
arasindaki farklar bagimsiz T-Testi ve Mann-Whitney U testi kullanilarak karsilastirildi.

BULGULAR: Tasli ve tassiz gruplar arasinda laboratuvar parametrelerinde istatistiksel olarak anlamli farklar
gozlemlendi. Ozellikle tassiz grupta CRP, ALT ve Bilirubin seviyeleri daha yiiksek bulundu (p<0.05). Klinik seyir
acisindan, komplikasyon oranlarinda gruplar arasinda belirgin bir fark saptanmazken, tassiz grupta yatis streleri
daha uzun izlendi (p<0.05). Tassiz kolesistit grubunda klinik zorluklar, daha yiiksek inflamasyon seviyeleri (CRP, ALT
ve Bilirubin diizeylerinin artisi), uzamis hastane yatis siireleri, komplikasyonlara karsi daha yiiksek hassasiyet ve
tedaviye daha zor yanit verilmesi gibi unsurlardan olusmaktadir. Bu durum, tassiz kolesistit vakalarinda tani ve
yonetim acisindan ek dikkat gerektirmektedir.

SONUG: Perkiitan kolesistostomi, tasli ve tassiz kolesistit tedavisinde etkili bir yontemdir. Tassiz kolesistit grubunda
daha yiksek inflamasyon ve klinik zorluklar gézlemlenmekte, bu durum bu hasta grubunun daha yakin takip edilmesi
gerektigini vurgulamaktadir.

Anahtar Kelimeler: Perkiitan kolesistostomi, tasli kolesistit, tassiz kolesistit, klinik seyir, laboratuvar parametreleri
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Chronic lliac Artery Occlusions: Technical Succes Of Endovascular Recanalization

Burcu Usta, Mehmet Can Nacitarhan, Hakan Barutca, Seviye Bora Sisman, Ayse Giil Okur, Sercan Ergen, Aysel Oz,
Hasan Sahan, Sinan Sahin

Department of Radiology, Health Sciences University Dr. Siyami Ersek Thoracic and Cardiovascular Surgery Training
and Research Hospital, Istanbul, Turkey

AIM: To evaluate the success rate of percutaneous endovascular recanalization in patients with chronic occlusion of
the main and/or external iliac arteries.

METHODS: 223 cases treated with percutaneous endovascular recanalization for chronic occlusions of the main
and/or external iliac artery between January 2014-December 2024 retrospectively.Cases with stent and graft
occlusion were excluded,206 cases were included in the study. Primary PTA, primary stent or PTA+stent methods
were used.Kissing stent was used in patients with unilateral main iliac artery occlusion extending to the aorta,
bilateral main iliac artery occlusion, and external iliac artery occlusion with simultaneous severe stenosis of bilateral
main iliac arteries. More than 50% residual stenosis was considered as insufficient result. The change in the clinical
complaints of the patients in the early post-procedure period(7-10 days) was evaluated.The change in walking
distances, ipsilateral femoral pulse palpation in physical examination and increase in temperature of the leg were
analyzed.Colour Doppler ultrasonography was performed in patients whose complaints did not improve.

RESULT: Of 223 patients,17(7.6%)were excluded as recanalization was performed for occlusion of stent or graft.Of
the 206 patients,28(13.5%)were female,78(86.4%)were male.The age range was 9-81 years,the mean age was 55.53
+10.66 years.All lesions were atherosclerotic except 2 with congenital heart disease and 1 was iatrogenic.All but
these 3 also had multisegmental atherosclerotic lesions in peripheral arteries.Brachial access was used in two cases
and femoral in all others.In 206 patients,the total number of occluded arteries was 246 (Table 1).The mean length
was 43+x11mm for main, 67t18mm for external iliac artery.Access route was ipsilateral femoral retrograde in
173(70.3%),contralateral femoral in 63 (25.6%), brachial in 2 (0.8%). Complete recanalisation achieved in
230(96.6%),insufficient in 8 (3.3%), 8(3.2%) arteries could not be recanalized. PTA alone was used in 9(3.78%) (Figure
1),balloon-expandable stent(BES) in 81 (34.03%) (Figure 2), self-expandable stent (SES)+PTA in 148 (62.18%)
arteries(Figure 3),54 patients underwent kissing stenting(Figure 4).Access site hematoma developed in 12 (5.82%),
pseudoaneurysm in 7(3.39%).Rupture of the external iliac artery developed in 2 cases (0.97%)both treated with
covered BES.In the short follow-up 4 patients(1.19%) who could not be recanalized referred to surgery.Of
177(85.92%) patients, walking distance increased in 168(94.9%),unchanged in 8(4.5%),decreased in 1(0.5%).In 9
patients(5%) who had no significant change in walking distance reported that they felt warmer and less pain at
recanalization side,all were referred to the relevant departments for possible discopathy or artrophaty.

CONCLUSIONS: Stent and/or balloon treatments in chronic iliac occlusive disease can be considered as an
alternative to surgery with high technical,good near-term clinical success,low morbidity and mortality rates.

Keywords: Angioplasty, iliac artery, occlusion, recanalisation, stent
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Figure 1:

(A-B) Occlusion of the right external iliac artery with stump-shaped termination (red arrow). (C-D) PTA to occluded segment
(red arrow) followed by complete patency (white arrow) on control image.

Figure 2:

.

(A) Occlusion of the right common iliac artery with stump-shaped termination (red arrow), late poor filling of the right external
iliac artery (white arrow). (B) BES (red arrow) application after occluded segment catheterization, (C) complete patency (red
arrow) on control image.

Figure 3:

(A) Occlusion (red arrow) and stump-shaped termination of the right external iliac artery. (B-C) Complete recanalization of
occluded segment after SES+PTA.
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Figure 4:

(A) Occlusion of the left main and external iliac artery (red arrow). Osteal severe stenosis at the right main iliac artery (white
arrow). (B) PTA in the left main iliac artery (red arrow). (C) Insufficient result in the main iliac artery (red arrow) and external
iliac artery (white arrow), (D-E) Application of kissing stent due to insufficient patency after balloon angioplasty (red arrow).
(F) Complete patency in bilateral iliac arteries on control images.

Table 1:
Allacation of iliac amery ooclusions

Location ' Patient numbers Percant

Only Right lliac Artary | 108 52.42%
Only Common ' 57 27,65
Only External ' 40 19,41%
Commaon + External ' 11 5,33%
Only Left lisc Artery | a1 44175
Only Cammon ' 43 23,78%
Only External ' 23 11,16%
Gommen + Exbernal | 18 9,77%
Bilaterallliac Arteriss | 7 3,300
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Transarterial Embolization (TAE) of Spontaneous Acute Intraabdominal Cancer Related
Bleeding: Single Center Experience

Aycan Uysal

Hacettepe University

AIM: This research aimed to assess the efficacy and safety of selective arterial embolization in the treatment of
acute spontaneous intraabdominal cancer-related life-threatening hemorrhage in oncology patients.

METHODS: Multiple processes contribute to bleeding in neoplastic conditions. Hemorrhagic shock and death may
occur from bleeding in this vulnerable patient population. TAE serves as the primary treatment option, based on
the patient's clinical condition and the anatomical site of the bleeding. A total of 25 patients (17 males and 8
females) with spontaneous cancer-related intraabdominal bleeding were treated between January 2020 and
January 2023. Patients had HCC (7), gastric cancer (5), bladder tumor (5), renal cell cancer (2), colon cancer (3), renal
malign mesenchymal tumor, adrenocortical cancer and jejunal metastasis of trophoblastic tumor.
All patients had triphasic abdominal CT before the procedure, and with the exception of those with bladder tumors,
exhibited extravasation on their CT scans, indicating active bleeding.

RESULT: All procedures were technically successful with post-procedural hemorrhage control and no immediate
complication. On angiogram, no active extravasation was detected in 6 (24%) cases; therefore, a blind embolization
after selective catheterization was performed. All patients underwent superselective distal embolization. The most
common bleeding site was the liver (28%). The most commonly used embolic agent was polyvinyl alcohol (PVA)
particles (56%) and coils (36%). Technical success was achieved in all cases. Hemodynamic status and hemoglobin
levels were normalized in all patients within 2 days postembolization. A second transarterial embolization was
required 9 days after the first procedure in a patient with a malignant mesenchymal tumor of the kidney due to
recurrent bleeding. The median post-procedural follow-up duration was 96 days. The 30-day mortality rate was 12%,
while the overall mortality rate was 24%. No deaths occurred due to bleeding within the first 30 days
postoperatively.

CONCLUSIONS: Transcatheter arterial embolization (TAE) represents a feasible and potentially life-saving
therapeutic approach in the management of acute tumor-related intraabdominal hemorrhages, demonstrating a
notable effectiveness and safety.

Keywords: cancer, bleeding, embolization, acute
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Hepatic artery infusion chemotherapy catheters in liver malignancies: a forgotten tool in
the arsenal

Onur Ege Tarr®, Gonca Eldem?, Ferdi CAY?, Omer Dizdar®, Saadettin Kilickap®, suayib yalcin®, Bora Peynircioglu?

!Department of Radiology, Hacettepe University, Ankara, Turkey

’Department of Interventional Radiology, Hacettepe University, Ankara, Turkey
3Department of Medical Oncology, Hacettepe University, Ankara, Turkey
“Department of Medical Oncology, Liv Hospital, Ankara, Turkey

AIM: Hepatic artery infusion chemotherapy (HAIC) has been used to treat liver malignancies since 1950s. Recently,
HAIC has regained significant attention with inclusion in certain oncology guidelines. The purpose of this study is to
evaluate the safety and efficacy to perform HAIC with temporary catheters in an interventional radiology unit.

METHODS: A total of 30 patients (15 males, 15 females) with primary or metastatic liver malignancies who
underwent HAIC between March 2023 and January 2025 were included in this retrospective study. Patients
demographic and procedural characteristic are presented in Table 1. Patients’ clinical and laboratory characteristics,
procedural techniques and details of HAIC administration were reviewed. Adverse events were divided into
procedure related and treatment related and were analysed during and after every cycle. Treatment outcomes on
follow up imaging and survival parameters were measured separately within patients with similar type of
malignancy.

RESULT: A total of 30 patients (15 males, 15 females) with primary or metastatic liver malignancies who underwent
HAIC between March 2023 and January 2025 were included in this retrospective study. Patients’ clinical and
laboratory characteristics, procedural techniques and details of HAIC administration were reviewed. Adverse events
were divided into procedure related and treatment related and were analysed during and after every cycle. Overall
survival and treatment outcomes of the cohort are presented in Table 2. Treatment outcomes on follow up imaging
and survival parameters were measured separately within patients with similar type of malignancy.

CONCLUSIONS: Our study shows the safety and feasibility of performing HAIC with temporary catheters in an
interventional radiology unit. Interventional radiologists and IR staff should be familiar with treatment related
adverse events and their management.

Keywords: Liver malignancy, Hepatic artery infusion, Chemotherapy
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Table 1: Clinical and Procedural Characteristic of Patients.

Patignt Primary tumer Numberof  Catheter Placement Catheter type  Technical — Exuahepatic
number Cyeles Success  Discasd
Rate (%)
1 HCC 1 1 Segment 2-3 artery, 2 4F Micro 100 No
2 HCC 5 5 Proper. hepatic artery 2 4F Micro, 100
4F Cobra Xgs
3 HCC 3 3 Replaced R hepatic artery 2 4F Micro 100 No
4 HCC 1 1 R hepatic artery 2 4F Micro 100 Yes
5 HCC 5 2 Replaced R hepatic,2 L hepatic antery. ~ 2.4F Micro, 100
4F MPA Yes
6 HCC 1 1 R hepatic artery 4F Cobra 100 Yes
7 HCC 1 1 Proper hepatic artery 2 AF Micro 100 No
8 cc 3 3 Proper hepatic artery 4F Cobra 100 Yes
9 cC 1 1 R hepatic artery 2 4F Micro 100 Yes
10 cC 1 1 R hepatic artery 2,4F Micro 100 No
11 cc 3 2 Replaced R hepatic 2,4F Micro 100 No
12 Colon 2 1 R hepatic, 1 L hepatic artery. 2.4F Micro 100 Yes
13 Colon 6 6 Proper hepatic artery 4F Cobra 100 No
14 Caolon 2 2 Proper hepatic artery 4F Cobra 100 Yes
15 Colon 9 5 R hepatic, 4 GD-derived yariational 2 4F Micro, 100
hepatic artery. 4F Cohra, 4F
MPA Yes
16 Colon 16 9 R hepatic, 7 L hepatic artery. 2,4F Micro, 100
4F Cobra, 4F
MPA Yes
17 Colon 2 2 Proper hepatic. artery, (replaced 24FMico 100
comman hepatic artery) Yes
18 Colon 3 2 Proper hepatic artery, | segment 2-3 2 4F Micro, 100
artery 4F Cobra, 4F
MPA Yes
19 Colon 3 3 R hepatic artery (replaced common 2,4F Micro 100
hepatic artery) No
20 Breast 3 3 R hepatis artery 2,4F Micro 100 Yes
21 Breast 3 3 R hepatic artery 2,4F Micro 100 Yes
22 Pancreas. 5 3 R hepatic, 2 L hepatic artery 2 4F Micro 100 No
23 Pancreas. 2 2 R hepatic artery, 2 4F Micro 100 No
24 Pancreas. 5 5 R hepatic artery 2 4F Micro, 100
4F Cobra, 4F
MPA No
25 Pancreas 6 1 R hepatic, 5 proper hepatic artery 4F MPA 100 Yes
26 Pancreas 2 2 Proper hepatic artery 4F MPA 100 Yes
27 Pancreas 3 3 Replaced R hepatic artery 2.4F Micro 100 Yes
28 Melanoma 1 1 Proper hepatic antery 24F Micro 100 No
29 Melanoma 5 3 Replaced R hepatic artery, 2 L hepatic ~ 2.4F Micro 100
H‘l‘ll.'l’y Yes
30 Unknown 4 2 R hepatic, 2 L hepatic artery 4F Cobra 100 Yas

Abbreviations: R: Right, L: Left, MPA: Multipurpose Angiographic Catheter, HCC: Hepatocellular Carcinoma, CC:
Cholangiocarcinoma

Table 2: Overall survival and treatment outcomes of the cohort.

Type of Tumors Total number Mean follow- Mean OS, LDCR
of cases up time, months, (%95 (CR+PR+SD)
months = SD  CI) (%)
HCC 7 5,78 +2.23 5.5+1.889 57,1
CCC 4 7.87 +£6.58 25
Colon 8 8.5+ 6.05 8.06 £4.343 62,5
Breast 2 5,5 3.75+£2.425 50
Pancreas 6 8,9+ 5,39 6.66 £4.332 67
Melanoma 2 2.5 2.5
Unknown 1 3.5 3,5
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Percutaneous transluminal balloon angioplasty in the management of ascites in patients
with Budd-Chiari syndrome

Ismet Cayir, Bora Peynircioglu, F.Gonca Eldem, Ferdi Cay
Department of Radiology,Hacettepe University,Ankara,Turkey

AIM: Budd—Chiari syndrome (BCS) is a rare condition characterized by partial or complete obstruction of the hepatic
venous outflow tract. Based on the site of the occlusion BCS is classified as hepatic vein type(HV), inferior vena cava
type(IVC), and combined type(HV+IVC). Management of BCS consists of a stepwise approach beginning with medical
treatment and followed by endovascular recanalization, transjugular intrahepatic portosystemic shunt, and, finally,
liver transplantation. This study aimed to evaluate the efficacy and outcomes of percutaneous transluminal balloon
angioplasty (PTA) in the management of ascites in patients with BCS.

METHODS: Patients with BCS who underwent PTA in our interventional radiology unit between April 2015 and
December 2024 were retrospectively included in the study. Patients' clinical, laboratory, and procedural details were
reviewed. Technical success was defined as recanalization of the obstruction site and restoring sufficient blood flow
towards the right atrium. Clinical success was defined as regression/disappereance of ascites during follow up.
Technical and clinical success rates, and recurrence rate, were analyzed. Complications were graded according to
CIRSE classification.

RESULT: The study included 10 patients (5 male/ 5 female) with a mean age of 27,5 (range, 8-49 years). The
presenting symptom was ascites in the study cohort. The length of occlusion was short (< 30 mm) in all of the
patients and the site of occlusion was identified as HV type in 6 patients (60%), IVC in 1 patient (10%) and combined
type in 3 patients (30%). Overall technical succes rate was 80% (n=8). Technical success was achieved with only PTA
in 7 patients (70%) while in one patient additional TIPS creation was requried due to insufficient flow after PTA.
Hepatic vein catheterization was not possible in two patients. Among patients with technical success clinical success
rate was 100%. In two patients findings of restenosis on follow up imaging without any symptom of ascites was
observed and a second intervention with PTA was done. No procedure related complication or 30 day mortality was
observed. Mean follow up time was 12.2 months (range,1-26 months) and all patients were ascites free until last
follow up.

CONCLUSIONS: Recanalization with only PTA is effective for palliation of ascites in patients with Budd-Chiari
syndrome.

Keywords: Balloon angioplasty, Budd—Chiari syndrome, Hepatic veins
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Colorectal stenting as an alternative to surgery in malignancy related acute colonic
obstruction, postoperative fistulization and anastomotic leakage

Mert Gél, Aycan Uysal, Tiirkmen Turan Ciftci, Emre Unal
Department of Radiology, Hacettepe University, Ankara, Turkey

AIM: Acute colonic obstruction represents the first sign of colorectal cancer in 8-13% of cases. Colorectal stenting
can be utilized as a bridge treatment in resectable tumors to provide sufficient time for disease staging, initiation of
neoadjuvant therapy, and for the patient to reach optimum health status until surgery. Furthermore, colorectal
stenting is an alternative to surgery for palliative care and treatment of post-surgery fistulization, anastomotic
leakege and stenosis. This study aims to retrospectively evaluate the postprocedural clinical status, imaging findings,
and surveillance of 30 patients who underwent fluoroscopy guided colorectal stenting.

METHODS:Thirty patients who underwent rectosigmoid stenting in our clinic were evaluated retrospectively with
previously established criteria. The criteria included initial disease, disease extent, presence of comorbidities,
technical details (stent length etc), clinical and imaging follow-up.

RESULT: Twenty-one of the thirty patients had rectosigmoid carcinoma. The remaining nine patients had pancreas
(2), breast (2), cervix (2), gallbladder, ovary, and bladder cancer. Four of these nine patients demostrated local
rectosigmoid invasion, whereas the remaining five had peritoneal carcinomatosis. Twenty-six patients had colonic
obstruction, twenty-one of these patients had malignant obstruction, while the remaining five had benign
obstruction due to post-operative anastomotic stenosis. The other four patients had postoperative anastomotic
leakage and fistula development without obstruction. One patient underwent magnetic compression procedure to
implant an 8 cm bare metal stent for the treatment of postoperative rectal stenosis after rectal cancer surgery. The
average follow-up period was 13 months. 96% of the intestinal obstruction findings revealed complete or partial
regression on follow up imaging. One patient underwent surgery on the second postoperative day because his/her
symptoms did not improve after stent placement. In addition, one patient required a bridectomy surgery on the
22nd day after the procedure due to adhesions caused by widespread peritoneal implants. The remaining 28
patients did not require surgical intervention within the first month due to obstruction or any other reason. There
was no procedure-related perforation, leakage or septic shock. The technical success rate was 100%. Endoscopy was
not required in any of the procedures. Distal migration of the stent was detected in two patients on follow-up
imaging on the 13th and 23rd days respectively and stent revisions were performed. Evaluation of the outcomes of
the treatment was made by physical examination, clinical status and imaging findings. Imaging evaluation criteria
included colon width, stent patency and stent location.

CONCLUSIONS: Colorectal stenting is a minimal invasive procedure with low complication and high success rates
that can be utilized as an alternative to surgery in patients with acute colonic obstruction.

Keywords: anastomosis, cancer, colorectal, obstruction, stenting,
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Goruntuleme kilavuzlugunda perkiitan jejunostomi sonuglari

ibrahim Halil Paketci, Aycan Uysal, Tiirkmen Ciftci, Devrim Akinci, Emre Unal

Hacettepe Universitesi Radyoloji Ana Bilim Dali, Ankara

AMACG: Oral alim kisith olan hastalarda, gastrostomi ve/veya gastrojejunostomi imkani teknik veya anatomik olarak
bulunmadigl durumlarda, enteral beslenmenin devami icin jejunostomi gerekmektedir. Jejunostomi cerrahi olarak
yapilabildigi gibi gorintileme kilavuzlugunda perkiitan olarak da yapilabilmektedir. Bu bildirimizde, perkitan
jejunostomi yapilan vakalardaki teknik basari ve etkinlik sonuclarimizi arastirmayi amacladik.

YONTEM: Unitemize, goriintiileme kilavuzlugunda perkiitan jejunostomi islemi icin refere edilen 12 kisilik hasta
grubu retrospektif olarak degerlendirildi. Teknik basari, islem sirasi ve sonrasinda goériilen komplikasyonlar, takipteki
yonetim sireci ayri ayri degerlendirildi.

BULGULAR: Refere edilen hasta grubundaki 12 hastanin 10 tanesinde teknik basari saglandi (%83). Basari
saglanamayan bir hasta GIS perforasyonu nedeniyle enteral beslenme devamliligi icin refere edilen morbid obez
vaka olup jejunal segmente giris teknik olarak yapilamadi. Diger basarisiz vaka ise duodenal giidik kacag ile takipli
hasta olup, hedeflenen jejenum segmenti basarili bir sekilde kateterize edilemedi. Basari elde edilen 10 hastanin 5
tanesi total gastrektomi sonrasi 6zefagojejunostomili hastalardi. Bu grupta nazal kaviteden yerlestirilen bir kateter
aracilig ile OJ anastomoz distalindeki jejunal segment SF ile distandii edilmesini takiben jejunal kateterizasyon
basarili olarak yapildi. Geri kalan 3 hastada perkitan biliyer drenaj aksesinden Treitz ligamenti distaline gegilip
jejenumdaki kateter ile barsak distansiyonu elde edilerek jejunal kateterizasyon gerceklestirildi. Geri kalan 2 hastada
ise sonografik olarak en uygun jejunal ans secilerek direkt perkitan islem ile jejunal kateterizasyon yapildi. Bu iki
hastada primer malign hastaliklarinin peritoneal tutulumlari var idi. Tim hastalarda “T- fastener” kullanilarak
jejunopeksi islemi yapildi. Basarili olunan ve olunamayan hastalarda major komplikasyon izlenmedi.

SONUG: Secili hasta grubunda, gorintileme kilavuzlugunda perkiitan jejunostomi islemi yliksek basari orani ile
glvenli bir sekilde yapilabilir.

Anahtar Kelimeler: jejunostomi, perkiitan, enteral, jejunopeksi, 6zefagojejunostomi
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