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Sunum Sirasi

Pnomotoraksin tanimi ve siniflandirilmasi
Tedavi (Konservatif ve Cerrahi tedavi)
Bilateral senkron pnomotoraks

Pnomomediastinum















p)
NG
(©
S
O
e
O
=
O
G
al




Pnomotoraks

e Viseral ve parietal plevra yapraklar1 arasinda
hava bulunmasidir.

+ Insidans: 8 - 14 /100.000/y1l.
* Tipik Spontan Primer PnoOmotoraksli Hasta
e Geng
e Uzun Boylu
» Ince yapili
e Sigara igen
* Erkek



Pnomotoraks
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Pnomotoraks
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lerminal proncnioie

Bronchial artery (from left heart
via thoracic aorta)

Pulmonary vein (to left heart)

Pulmonary
artery (from i
right heart) Eregre(l:rﬁitglrgs

Capillary plexuses
within alveolar

Capillary bed
within alveolar wall
(cut away in places)
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Mekanizma

* Subplevral bir bleb ya da biilun ruptiiru.

» latrojenik olarak ya da kiint veya delici-kesici

bir alet yolu 1le.



Spontan Pnomotoraks’in
Sik Goruldugu Hastaliklar

* Alfa-1 Antitripsin Eksikligi
* Marfan Sendromu (fibrillin-1 mutasyonu)

* Tuberoz-Skleroz (tsk-1,2 mutasyonu)

* Kistik Fibroz(CFTR mutasyonu)

* Birt-Hogg-Dube Sendromu(FLCN)



Etyolojiye Gore
Siniflandirma

Spontan

e Primer : Akciger patolojisi yok

* Sekonder : Bir akciger patolojisi var.

« Katamenial : Diyafragmada endometriozis
Travmaya bagh

* Penetran

e Kunt

* Barotravma
[atrojenik (CVP kateteri, bronkoskopi, TTIA vb)
Infeksiyona bagl
Havayolu tikanikligina bagh
Maligniteye bagli



Tumore bagli Pnomotoraks




Tumore bagli Pnomotoraks




Klinik

Ani ve dinlenirken baslayan agri.
Batici-delici tarz agri
Nefes darlig

Kardiyopulmoner yetersizlik (Tansiyon

pnomotoraksi)



Tansiyon Pnomotoraksi




Tansiyon Pnomotoraksta Akciger
Filmi




Respiratory distress
Cyanosis

Tracheal deviation

Chest pain

Hyperresonan



Needle Decompression

Take 1
Angle 1
Good bubbly
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TANI

Posteroanterior gogus radyografisi
 Tomografi

» Klinik (Tansiyon Pnomotoraks)



Kucuk Pnomotoraks

» Kiicuk Pnomotoraks: Posteroanterior akciger
grafisinde parenkim tst sinirinin kupuladan 3 cm

den daha yakin oldugu pnomotoraks
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Total Pnomotoraks




Tansiyon Pnomotoraksi

32



Tansiyon Pnomotoraksi
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Bul mu? Pnomotoraks mi?

|

32 yas

Sigara

: ; Kalp: Normal
icmemis

Solunum
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D: 6584 Ref: HIKMET AKBAS
Study 33411 Brilliance 6
29/08/2012

09:55:47 ]

54 IMA Sekonder spontan pnomotoraks




Bilateral Sarkom Metastazi




Travmatik Pnédmotoraks
(Atesli Silah Yaralanmasi)




Study Date 625200
Study Time:8.51:50 Al

MR







KOAH’li Hastalarda Amfizem ve Bulun
Olusumu

nified section
nded, inter-
municating,
ke spaces -
ntral area
Cini

Microscopic section
Distension of airspac
with rupture of
alveolar walls

Gross specimen e,
Involvement tends Z 41
to be most marked

in upper part of lung




Buller+ Amfizem+Pnomotoraks

42



TEDAVI-1
Kucuk Pnomotoraks

® Oksijen Tedavisi:

Nazal Oksyjen 10 1t/dk’ya varan

Beklenen duzelme : %1.25/gtin (Oksijensiz),
%3-4 /giin (Oks1jenli)

e Parenkim sinir1 kupuladan <1 cm uzaklikta ise
oks1jen tedavisi sonlandirilabilir



TEDAVI-2
Kucuk Olmayan Pnomotoraks

Toraks tiipu
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Elektronik Drenaj Sistemi







Toraks Tupunun Kalinligt:
Total Pnomotoraks

En kucuk: 24 F toraks tupd.



Torakostomi
Bazi teknik noktalar

e Standart :5-6. Interkostal aralik

e Ozelligi Olan Hastalar: -
e Anterior 2.interkostal aralik (Pezzer dren)
e 7. Interkostal Aralik lateral

e 7. Interkostal Aralik Posterior



Re-ekspansiyon Odem

e Uzun siire miidahalesiz kalan pnomotoraksli hastalarda

‘re-ekspansiyon odemi’ goriilebilir. Tedavisi
e Diuretik (1.v.)
e Oksijen 4-6 It/dk

e Pozitif inotropik ajanlar



Re-ekspansiyon odemi
olusumu

Capillary [ 5 Capillary
lumen y 4 ’ lumen

Alveolar macrophage,

(airspace)

Endothelial .
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cell junctions cell and
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Fused basement
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Negatif Basin¢g Uygulama

e Akcigerde %20°den fazla re-ekspansiyon kusuru
mevcut 1se ve masif akciger kacagi (ekspiriumun
basinda baslayan hava kacagi) yok ise, su alti
drenaj1 sistemi bir aspirasyon sistemine baglanir ve

-15 1la -20 cm H»0 basing uygulanir



Pnémotoraksta Ameliyat Indikasyonlart

e Uzamis Hava kacag! (>7 gun)

e Ayni tarafta ikinci pnomotoraks

e Daha once gecirilmis kontralateral pnomotoraks
e Dalgic ya da pilotlardaki ilk pndmotoraks

e Senkron bilateral pndmotoraks



Pressurization Flight Profile
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Hangi Cerrahi Girisim?

e Aksiller Torakotomi

e Videotorakoskopi



Aksiller Torakotomi




Aksiller Torakotomi







Cerrahi Yontem

» Hava kacgag1 varsa saptanmali

e Kacak olan bolge ve blebli/bullu
bolgeye wedge rezeksiyon

e Parietal plorektomi1 / Plevral abrazyon
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Cikarilan Materyal
(‘Wedge’ rezeksiyon)







VATS’1n Avantajlari

* Daha az agri
* Daha 1y1 kozmetik sonug¢

e Daha kisa yatis suresi / “Yogun bakim
gereksiz’

e Kronik agri1 neredeyse yok. (Kostal norit)









Curr Anesthesiol Rep (2016) 6:125-128
DOI 10.1007/s40140-016-0160-y

@ CrossMark

THORACIC ANESTHESIA (T SCHILLING, SECTION EDITOR)

Uniportal Video-Assisted Thoracoscopic Surgery

H. Volkan Kara' - Akif Turna’

Published online: 8 April 2016
© Springer Science + Business Media New York 2016

Abstract Starting from 1990’s, video-assisted thoracic
surgery (VATS) has commonly been used in thoracic
surgery clinics. This is a minimally invasive operative
technique where the surgery is performed through 2—4
incisions without any rib spreading under the camera vision
of surgical field. Including oncological surgery for non-
small cell lung cancer, the VATS experience and knowl-
edge has increased in time. These beneficial and successful
results encourage thoracic surgeons to perform surgery via
smaller sized and number of incisions. This modification
brought the definition of ‘Uniportal VATS,” which seems to
be the highlighted future direction in thoracic surgery as
reviewed in the present manuscript.

Keywords Uniportal VATS - Thoracic surgery - Non-
small cell lung cancer - Minimally invasive surgery

Introduction

Minimally invasive thoracic surgery was first performed by
a physician Dr. Cruise in 1885 as a diagnostic thora-
coscopy [1]. In 1910, Jacobaeus used the thoracoscope for
induction of artificial pneumothorax for treating pulmonary
tuberculosis and referred to his name ‘Jacobaeus proce-
dure’ [2, 3]. In 1970s, the thoracoscope was a straight
hollow tube with an incandescent bulb light located on the

This article is part of the Topical Collection on Thoracic Anesthesia.
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Department Of Thoracic Surgery, Cerrahpasa Medical
Faculty, Istanbul University, Cerrahi Monoblok Binasi Kat 2,
Fatih, 34098 Istanbul, Turkey

tube’s tip without any working channel so with a manda-
tory second hole for instrumentation. In 1980, video cam-
era system was developed but the lightening was still not
sufficient [3]. In 1989, the insufficient lighting providing
incandescent light was no more used with the invention of
the bright xenon lamp. This revolution about having the
surgical field more visible started an incredible inertia to
the field of minimally invasive thoracic surgery. All sur-
gical team members including operating room nurse,
physician assistant, and surgical trainees had a direct view
from the surgical area so that they may help and assist the
operating surgeon and also learn key points of surgery more
efficiently. This created a knowledge development and
competition to do things from less and smaller areas.
Starting from the 1990’s, thoracic surgery clinics got
involved in video-assisted thoracic surgery (VATS) in the
diagnosis and treatment of pulmonary disease where the
vision in operating field with a camera system transmitted
to screens in the OR [4]. The technique became more
common as telescopic-guided minimally invasive proce-
dure in the treatment of pneumothorax [5]. The usage of
the system became more popular with pleurectomy and
thoracic sympathectomy cases [6]. This was followed by
pulmonary wedge resections [7]. Soon afterward, VATS
had started to be used in more complex pathologies such as
anatomical pulmonary resections. With the principles
individual dissection of anatomical structures of lung as
pulmonary veins, pulmonary arteries and bronchus also
complete systematic mediastinal lymphadenectomy by
using the surgical instruments under the screen vision
provided by a camera through 2—4 incisions without any rib
spreading. This usage had formed a large knowledge
accumulation of anatomical resections [8—10] including
complex procedures such as chest wall and sleeve resection
[11]. The number of the port sides in VATS has been

@ Springer



Plorodez

e Ameliyat olmak Istemeyen
hastalar

e Talk (4 -8 gr)
e Insuflasyon
e Bulamacg



(7}
vd
-
o
(n
u
wd




Senkron Bilateral
Pnomotoraks

e Mekanizmasi tam belli degil.
e Kontralateral gecis olabilir.

e Hayati tehdit edici bir durum yaratma olasiligi

yiiksektir (Ileri dispne)

e Sistemik ya da bilateral akciger hastaligr olanlar

hastalarda gortilebilir.
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Kontralateral gecis




Pnomomediastinum

e Nedenler:

e Spontan (Bronsial astma, KOAH),

e Travmatik (kiint toraks travmasi;trakea ve ana brons

ruptlirii, 0zofagus riiptiirii),
eJatrojenik (Trakea cerrahisi, 6zofagus, batin cerrahisi)

eTedavi: Konservatif, Cerrahi (Mediastinostomi)



PNOMOMEDIASTINUM

Perivascular
connective
tissue

Perivascular

connective

tissue

Mediastinum

Ruptured
perivascular alveolus
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