


BİDGE Yayınları

Genel Cerrahide Modern Yaklaşımlar: Cerrahi Planlama, İleri 
Teknolojiler ve Rekonstrüksiyon

Editör: Dr. Öğr. Üyesi ORUÇ NUMAN GÖKÇE

ISBN: 978-625-5057-99-0

1. Baskı 
Sayfa Düzeni: Gözde YÜCEL
Yayınlama Tarihi: 2026-10-25
BİDGE Yayınları

Bu eserin bütün hakları saklıdır. Kaynak gösterilerek tanıtım için 
yapılacak kısa alıntılar dışında yayıncının ve editörün yazılı izni 
olmaksızın hiçbir yolla çoğaltılamaz.

Sertifika No: 71374
Yayın hakları © BİDGE Yayınları
www.bidgeyayinlari.com.tr - bidgeyayinlari@gmail.com
Krc Bilişim Ticaret ve Organizasyon Ltd. Şti. 
Güzeltepe Mahallesi Abidin Daver Sokak Sefer Apartmanı No: 7/9 Çankaya / 
Ankara



 



İÇİNDEKİLER

KARACİĞER DONÖR VOLÜMETRİSİNİN TEMEL
İLKELERİ VE KLİNİK UYGULAMALARI .............................. 1

KEMAL BARIŞ SARICI

HIATAL HERNIA ........................................................................ 8
EBUBEKİR KORUCUK, ALİ RIZA AVUL

THE ROLE OF PATIENT MONITORING AND DIGITAL
TECHNOLOGIES IN BARIATRIC SURGERY
PROCEDURES ........................................................................... 25

ABDULLAH CİME

LOKAL İLERİ MEME KANSERLERİNDE
REKONSTRÜKSİYON YÖNTEMLERİ: PALYATİF
YAKLAŞIMDAN YAŞAM KALİTESİNE ............................... 37

BÜLENT SULTANOĞLU



1 Doç.Dr., İnönü Üniversitesi Karaciğer Nakli Enstitüsü, Orcid: 0000-0001-8237-
9701

KARACİĞER DONÖR VOLÜMETRİSİNİN
TEMEL İLKELERİ VE KLİNİK UYGULAMALARI

KEMAL BARIŞ SARICI1
Giriş

Karaciğer donör volümünün hesaplanması, özellikle canlı
vericili karaciğer transplantasyonunda donör güvenliği, greft
yeterliliği ve rezidüel karaciğer hacminin korunması açısından
oldukça önemli bir konudur(Lee, 2015)

Volüm Hesaplamanın Önemi
Canlı vericili karaciğer nakli, kadavradan organ temininin

yetersiz olduğu durumlarda önemli bir alternatiftir. Donör güvenliği
en öncelikli konudur. Nakil başarısı için hem alıcı hem donör
açısından karaciğer volümü kritik önemdedir. Canlı donör
transplantasyonunda volümetrik planlamanın amacı, donör
güvenliği ve alıcı için yeterli greft hacminin sağlanmasıdır.
Donör rezidüel karaciğer oranı
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Donörün çıkarılacak greft sonrasında geride kalacak
karaciğer hacminin, ameliyat öncesi total karaciğer hacmine
oranıdır.
GRWR (Graft-to-Recipient Weight Ratio) Formül

GRWR= Greft Ağırlığı(g)/ Alıcı ağırlığı(kg)x100
Minimum Gereksinim, Yetişkin alıcıda genellikle ≥

0.8–1.0% olmalıdır.

Örnek Hesaplama
Alıcı ağırlığı: 70 kg
Greft ağırlığı: 700 g
GRWR= 700/70x100
%1
Uygun bir oran.
İyi fonksiyonel durumu ve minimal portal hipertansiyonu

olan alıcılarda, bazı karaciğer nakli merkezi tarafından 0,6'ya kadar
daha düşük bir GRWR kabul edilebilir. (Mingzheng et al.,2026)

Small for-size sendromu ve erken greft failure ı önlemek için
GRWR %0,8'den az olmamalıdır.

 Ameliyat sonrası karaciğer yetmezliğini önlemek için,
donörün fonksiyonel karaciğer remnant FLR (fonksiyonel
liver remnant) hacmi başlangıç ​​hacminin %30'undan az
olmamalıdır.

 Ancak, yaşlı donörlerde ve steatozlu donörlerde, donör
karaciğerinin fizyolojik karaciğer rezervinin azalması göz
önünde bulundurularak, kabul edilebilir FLR > %35–40
olmalıdır.
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Sağ lob greft mi almalı, sol lob greft mi almalı?
 Sol lob greftleri donör morbiditesini azaltmıştır ancak daha

düşük hacimlere sahiptirler, sağ lob greftleri ise daha yüksek
donör morbiditesine sahiptir.

 Sol loblar başlangıçta sadece bebekler için kullanılsa da,
geçtiğimiz on yıldaki deneyimler, GRWR kriterlerini
karşılayan daha az şiddetli portal hipertansiyon derecesine
sahip yetişkinlerde kullanımlarını sağlamıştır.

Riskler ve Sınırlar
Greft çok küçükse, Alıcıda Small-for-size sendromu

gelişebilir.
Greft çok büyükse, Teknik olarak cerrahi zorluklar oluşabilir.
Donörün remnant karaciğeri yetersiz kalırsa karaciğer

yetmezliği gelişebilir.
Her donör adayınının volümü hesaplanmalı mı?

Tomografi başında ki önceliklerimiz:
-Hepatosteatoz
-Vasküler anatomi

Hepatosteatoz
Donör greftindeki her %1’ lik yağ artışının karaciğerin

işlevsel kütlesini %1 oranında azalttığı ve ayrıca mikrosirkülasyonu
bozabileceği varsayılmıştır. Normal karaciğer, kontrastsız bir BT
taramasında dalaktan daha yüksek bir LAI ( liver attenuation index)’
e sahiptir. LAI, karaciğer ve dalak üzerinde birden fazla yere en az
1 cm2'lik dairesel bir ilgi alana yerleştirilerek ROI (Regıon of
Interes) ve ortalama karaciğer attenüasyonu ile ortalama dalak
attenüasyonu arasındaki fark hesaplanarak hesaplanır.
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Normal bir karaciğerin attenüasyon değeri yaklaşık 50–57
Hounsfield Ünitesi'dir (HU), bu da dalağınkinden yaklaşık 10 HU
daha fazladır.

-5 HU’ dan büyük LAI değerleri, önemli makrovasküler
steatozun yokluğunu öngörür.

-10 ila 5 HU arası LAI değerleri hafif ila orta dereceli
steatozu (6–30%) gösterir.

-10 HU'dan düşük LAI değerleri orta ila şiddetli hepatik
steatozu (yani, %30 yağ) gösterir. (Sağır, 2008)
Vasküler Anatomi

Hepatik arter, portal ven ve hepatik ven anatomisi, donörün
güvenliği ve vaskülaritesinden ödün vermeden alıcıda
rekonstrüksiyona uygun olmalıdır. Ameliyat öncesi manyetik
rezonans kolanjiyopankreatografi (MRCP), safra anatomisini
belirlemek için yapılır ve bu, hemen hemen tüm karaciğer nakli
merkezlerinde rutin olarak İntraoperatif kolanjiyografi (IOC) ile
daha da doğrulanır. Görüntüleme, cerrahı yönlendirebilen anormal
vasküler anatomi veya safra anomalilerinin tanımlanmasını sağlar.
Karaciğer Hacim Ölçüm Yöntemleri

BT Volümetri: En sık kullanılan yöntemdir.
MR Volümetri: Alternatif yöntem olarak kullanılabilir.
3D Rekonstrüksiyon Yazılımları ile daha hassas ölçümler

yapılabilir.
Her donöre biyopsi yapalım mı?

Karaciğer biyopsisinin olası olumsuz etkileri (ağrı, kanama
ve ölüm) ve steatozun düzensiz/yama benzeri yapısı nedeniyle
tutarsız sonuçları göz önüne alındığında, birçok merkezde karaciğer
steatozunu değerlendirmek için invaziv olmayan yöntemler tercih
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ediliyor. MRI tabanlı teknikler, hepatik steatozun
değerlendirilmesinde umut verici görünüyor.
Klinik eşik değerleri ve alıcı greft yeterliliği

Alıcıda greft yeterliliği, yalnızca anatomik hacimle değil,
greftin fonksiyonel kalitesi ve hemodinamik koşullarla da ilişkilidir.
Küçük greft sendromu (small-for-size syndrome, SFSS), greftin
alıcının gereksinimlerini karşılayamamasıyla ortaya çıkabilen klinik
bir tablodur. Portal hiperperfüzyon, venöz konjesyon, greft kalitesi
ve alıcının hastalık şiddeti bu tabloda rol oynayabilir. (Dahm et
al.,2005)

Volüm ile gerçek greft ağırlığı arasındaki fark
BT volümetrisinde ölçülen hacmin mililitre cinsinden

verilmesi, aynı sayısal değerin gram cinsinden gerçek greft
ağırlığına eşit olduğu anlamına gelmez. Çalışmalar, özellikle sağ
lob greftlerinde radyolojik hacmin gerçek greft ağırlığını
olduğundan yüksek tahmin edebildiğini ve ölçüm sonuçlarının
yazılım ile değerlendiriciye göre değişebildiğini göstermektedir
(Law &Kow 2025).

Bu farklılıkların olası nedenleri şunlardır:
Segmentasyon sınırlarının ve planlanan transeksiyon

düzleminin farklı belirlenmesi.
Kan ve damar içeriğinin hacim ve ağırlık ölçümünü farklı

etkilemesi.
Parankim yoğunluğu ve steatoz gibi doku özellikleri.
Ameliyat sırasında elde edilen greftin şeklinin ve sınırlarının

sanal modelden farklı olması.
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Bu nedenle greft seçimi yalnızca tek bir hacim tahminine
dayandırılmamalı; mümkün olduğunda geçmiş olgulardan elde
edilen merkeze özgü hacim-ağırlık uyumu verileriyle
desteklenmelidir. (Celik, 2024).
Sonuç

Karaciğer donör volümetrisi, canlı vericili karaciğer
transplantasyonunda donör güvenliği ile alıcı greft yeterliliğini
dengeleyen temel bir planlama aracıdır. BT ve MR temelli üç
boyutlu analizler, total karaciğer, greft ve rezidüel karaciğer
hacimlerinin ölçülmesini sağlar. Rezidüel karaciğer oranının
yaklaşık %30 veya üzerinde tutulması ve erişkin alıcıda
GRWR'nin %0,8 üzerinde olması yaygın kullanılan referanslardır.
Bununla birlikte, bu eşikler bireysel klinik değerlendirmeyi ortadan
kaldırmaz.

Temel klinik mesaj: Güvenli donör seçimi ve yeterli greft
planlaması, hacim hesaplamalarının anatomik, fonksiyonel ve
hemodinamik değerlendirmelerle birlikte yorumlanmasını gerektirir.
Hiçbir tekil volümetrik ölçüm, tek başına transplantasyonun
güvenliğini garanti etmez.
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HIATAL HERNIA 

1.EBUBEKIR KORUCUK1 

2. ALI RIZA AVUL2 

Introduct8on 

H"atal hern"a "s the d"splacement of abdom"nal structures, pr"mar"ly the stomach, "nto the 
thorax through the esophageal h"atus of the d"aphragm. The d"sease encompasses a cl"n"cal 
spectrum rang"ng from a small anatom"cal alterat"on detected "nc"dentally to a large hern"a 
caus"ng reflux, bleed"ng, mechan"cal obstruct"on, and gastr"c "schem"a. Therefore, evaluat"on 
should cons"der not only the presence of the hern"a but also "ts type, "ts relat"onsh"p w"th 
symptoms, concom"tant gastroesophageal reflux d"sease, and the pat"ent's phys"olog"cal 
reserve (Daly et al., 2024; Kahr"las et al., 2008; Katz et al., 2022). 

1. Anatomy 

The esophageal h"atus "s a muscular r"ng formed by the r"ght crus of the d"aphragm. Most of 
the muscle f"bers or"g"nate from the r"ght crus, whereas the left crus makes a more l"m"ted 
contr"but"on to the format"on of the h"atus. (F"gure 1) W"th"n the h"atus, the esophagus "s 
attached to the d"aphragm by the phrenoesophageal l"gament (membrane). Th"s l"gament "s an 
elast"c structure ar"s"ng from the subd"aphragmat"c fasc"a and helps ma"nta"n the 
esophagogastr"c junct"on w"th"n the abdom"nal cav"ty wh"le perm"tt"ng esophageal movement 
dur"ng resp"rat"on and swallow"ng (Dean et al., 2012). The ma"n components of the ant"reflux 
barr"er are the lower esophageal sph"ncter, crural d"aphragm, phrenoesophageal l"gament, angle 
of H"s, and the “flap valve” effect of the gastr"c fundus. (F"gure 1) H"atal hern"a d"srupts several 
components of th"s barr"er s"multaneously (Kahr"las et al., 2008; Roman & Kahr"las, 2014). 
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F#gure 1. Anatomy of d#aphragmat#c crura and gastroesophageal junct#on 

 

2. Class8f8cat8on 

Type I "s a sl"d"ng h"atal hern"a, "n wh"ch the gastroesophageal junct"on and prox"mal stomach 
ascend above the d"aphragm. It "s the most common type, and "ts cl"n"cal s"gn"f"cance "s largely 
related to reflux. Type II "s a true paraesophageal hern"a, "n wh"ch the gastroesophageal junct"on 
rema"ns "n "ts normal pos"t"on wh"le the fundus hern"ates "nto the thorax alongs"de the 
esophagus. Type III "s a m"xed hern"a "n wh"ch sl"d"ng and paraesophageal components coex"st. 
In type IV, "n add"t"on to the stomach, the colon, small "ntest"ne, or other abdom"nal structures 
pass through the h"atus "nto the thorax. (F"gure 2) Type II–IV hern"as are cons"dered w"th"n the 
paraesophageal hern"a group (Daly et al., 2024; Kahr"las et al., 2008). 

There "s no un"versally accepted def"n"t"on of a “g"ant” paraesophageal hern"a. Stud"es have 
used d"fferent thresholds, such as one-th"rd or more than half of the stomach be"ng located "n 
the thorax. Therefore, the term g"ant hern"a "s not synonymous w"th type IV (Bhargava & 
Andrade, 2020). 
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F#gure 2. H#atal hern#a class#f#cat#on 

 

3. Ep8dem8ology 

Determ"n"ng the true populat"on prevalence of h"atal hern"a "s d"ff"cult, and est"mates vary 
w"dely accord"ng to the d"agnost"c method and the populat"on stud"ed. In Western populat"ons, 
the prevalence of h"atal hern"a "n adults has been reported to range from approx"mately 10% to 
50%; "ts frequency "ncreases markedly w"th age and may reach h"gh rates "n "nd"v"duals older 
than 50 years (Hyun & Bak, 2011; Roman & Kahr"las, 2014). The vast major"ty of h"atal hern"as 
(approx"mately 90–95%) are type I; paraesophageal hern"as account for approx"mately 5–15% 
of all h"atal hern"as (Hutter & Rattner, 2007; Sfara & Dum"trascu, 2019). 

A substant"al proport"on of pat"ents are asymptomat"c, and the hern"a "s detected "nc"dentally 
dur"ng "mag"ng or endoscopy performed for another reason. In symptomat"c cases, the ma"n 
compla"nts are reflux symptoms. In pat"ents w"th gastroesophageal reflux d"sease (GERD), 
h"atal hern"a "s assoc"ated w"th d"sease sever"ty (eros"ve esophag"t"s, Barrett's esophagus) and 
lack of response to med"cal treatment (Hyun & Bak, 2011). 

Whereas the sex d"str"but"on "s approx"mately equal "n type I hern"as, large paraesophageal 
hern"as are more frequently seen at advanced ages (usually 60–70 years and older) and "n 
women. The "ncreas"ng number of pat"ents w"th ag"ng further h"ghl"ghts the "mportance of 
comorb"d"ty and funct"onal status "n surg"cal dec"s"on-mak"ng (Roman & Kahr"las, 2014; 
Stylopoulos et al., 2002). 

4. Et8ology and Pathophys8ology 
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The development of h"atal hern"a "s usually mult"factor"al. Age-related loss of the elast"c 
propert"es of connect"ve t"ssue, lax"ty of the phrenoesophageal attachments, and w"den"ng of 
the h"atus are among the pr"nc"pal mechan"sms. H"stolog"cal stud"es exam"n"ng the support"ng 
l"gaments of the gastroesophageal junct"on have demonstrated reduced elast"c f"ber content "n 
pat"ents w"th h"atal hern"a. These f"nd"ngs support structural weakness; however, whether th"s 
change "s a cause of hern"a development or a consequence of repeated mechan"cal stra"n has 
not been fully clar"f"ed (Apayd"n et al., 2008; Curc" et al., 2008). 

The pressure d"fference between the abdom"nal and thorac"c cav"t"es fac"l"tates d"splacement of 
the stomach toward the h"atus. Cond"t"ons such as obes"ty, pregnancy, chron"c cough, repeated 
stra"n"ng, and vom"t"ng may "ncrease th"s mechan"cal load. The assoc"at"on of obes"ty w"th both 
h"atal hern"a and reflux "nd"cates that "t may "nfluence symptoms through more than one 
mechan"sm. A h"story of heavy l"ft"ng or a s"ngle ep"sode of stra"n"ng does not prov"de an 
et"olog"cal explanat"on "n every pat"ent; the d"sease generally develops through the comb"ned 
effects of long-term t"ssue changes and pressure load"ng (Menon & Trudg"ll, 2011; Sfara & 
Dum"trascu, 2019). 

Long"tud"nal contract"ons of the esophagus allow the junct"on to move upward dur"ng 
swallow"ng. Normally, th"s movement "s temporary; when the support"ng t"ssues weaken, ax"al 
d"splacement may become permanent. Chron"c "nflammat"on, f"bros"s, and esophageal 
shorten"ng assoc"ated w"th reflux may also contr"bute to the process "n some pat"ents (Roman 
& Kahr"las, 2014; S"egal et al., 2017). 

In paraesophageal hern"a, the cl"n"cal d"sorder extends beyond reflux. The hern"ated stomach 
may have d"ff"culty empty"ng because of angulat"on or entrapment at the level of the h"atus. 
Organoax"al or mesenteroax"al rotat"on may cause part"al or complete obstruct"on. Impa"red 
venous return may be followed by wall edema and "schem"a; "n advanced cases, necros"s and 
perforat"on may occur. A large "ntrathorac"c stomach may also affect lung volumes and the 
funct"on of adjacent structures. These mechan"sms expla"n why postprand"al pa"n, early sat"ety, 
and dyspnea may be related to the hern"a even "n pat"ents w"thout heartburn (Bhargava & 
Andrade, 2020; Myers et al., 2021). 

5. Cl8n8cal Evaluat8on and D8agnos8s 

5.1. Cl8n8cal F8nd8ngs 

Typ"cal symptoms of sl"d"ng h"atal hern"a are retrosternal burn"ng and regurg"tat"on. Symptoms 
may "ncrease after meals, on bend"ng forward, or when ly"ng down. Dysphag"a, chest pa"n, 
chron"c cough, and hoarseness may occur; however, the spec"f"c"ty of extraesophageal 
man"festat"ons "n part"cular "s low. Ident"f"cat"on of a h"atal hern"a on "mag"ng does not prove 
that all these compla"nts ar"se from the hern"a. Evaluat"on of card"ac, pulmonary, and other 
esophageal causes "s part of the d"agnost"c process (Katz et al., 2022; Sfara & Dum"trascu, 
2019). 

In paraesophageal hern"a, early sat"ety, postprand"al ep"gastr"c or thorac"c pa"n, sol"d-food 
dysphag"a, vom"t"ng, and reduced oral "ntake may predom"nate. Pat"ents may rel"eve the"r 
symptoms by reduc"ng meal s"zes and, because of th"s behav"or, descr"be themselves as 

--11--



asymptomat"c. We"ght loss, avo"dance of meals, s"gns of asp"rat"on, and reduced exerc"se 
capac"ty should also be spec"f"cally assessed "n the h"story. Dyspnea accompany"ng a large 
hern"a may be related to mechan"cal compress"on or reflux; "mprovement "n resp"ratory funct"on 
after repa"r has been reported "n selected pat"ents after other causes have been excluded (Gray 
et al., 2015). 

Cameron eros"ons and ulcers develop"ng at the level of the h"atus may cause "ron def"c"ency 
anem"a through chron"c occult bleed"ng. These les"ons may be m"ssed dur"ng the "n"t"al 
endoscopy; careful exam"nat"on of the hern"a sac and the area of d"aphragmat"c constr"ct"on "s 
requ"red. When anem"a "s "dent"f"ed, other causes of gastro"ntest"nal bleed"ng should also be 
"nvest"gated rather than accept"ng an explanat"on attr"buted solely to the hern"a (Gray et al., 
2015). 

Sudden severe ep"gastr"c or chest pa"n, unproduct"ve retch"ng, and "nab"l"ty to advance a 
nasogastr"c tube const"tute the class"c Borchardt tr"ad suggest"ve of gastr"c volvulus. Not all 
components of the tr"ad are present "n every pat"ent. Pers"stent vom"t"ng, hematemes"s, 
hemodynam"c deter"orat"on, seps"s, or s"gns of per"ton"t"s requ"re urgent evaluat"on for acute 
obstruct"on and "schem"a. In such c"rcumstances, treatment "s not delayed to complete elect"ve 
reflux "nvest"gat"ons (Dre"fuss et al., 2020). 

5.2. Endoscopy and Rad8olog8cal Exam8nat8ons 

Upper gastro"ntest"nal endoscopy enables assessment of esophag"t"s, pept"c str"cture, Barrett's 
esophagus, mal"gnancy, and Cameron les"ons. The d"stance between the gastroesophageal 
junct"on and the d"aphragmat"c p"nch prov"des "nformat"on about a sl"d"ng hern"a (often >2 cm). 
However, a"r "nsufflat"on, resp"ratory movements, and m"s"nterpretat"on of anatom"cal 
landmarks may affect the measurement. The esophagogastr"c junct"on and H"ll grade are 
evaluated on retroflex"on. Part"cularly "n Barrett's esophagus, the Z-l"ne "s not a rel"able 
synonym for the gastroesophageal junct"on; the prox"mal l"m"t of the gastr"c folds and the 
d"aphragmat"c "mpress"on should be assessed together (Hyun & Bak, 2011; Roman & Kahr"las, 
2014). 

Bar"um esophagography dynam"cally demonstrates the course of the esophagus, the pos"t"on of 
the gastroesophageal junct"on, the "ntrathorac"c stomach, rotat"on, and bolus trans"t. It "s 
valuable for surg"cal plann"ng "n large paraesophageal hern"as and complements endoscopy "n 
pat"ents w"th dysphag"a or suspected recurrence. In small sl"d"ng hern"as, d"scordance may 
occur between methods. D"fferent f"nd"ngs do not necessar"ly mean that one exam"nat"on "s 
"ncorrect; the exam"nat"ons assess a dynam"c junct"on under d"fferent cond"t"ons (Roman & 
Kahr"las, 2014; Tolone et al., 2018). 

Computed tomography "s not necessary for every small sl"d"ng hern"a. In g"ant or type IV 
hern"as, "t "s used to "dent"fy the hern"ated organs and adjacent structures and, "n acute 
presentat"ons, to "nvest"gate s"gns of volvulus, obstruct"on, perforat"on, and "schem"a. A 
retrocard"ac a"r collect"on or a"r–flu"d level may be seen on chest rad"ography; however, a 
normal rad"ograph does not exclude h"atal hern"a and "s "nsuff"c"ent for deta"led surg"cal 
plann"ng (Dre"fuss et al., 2020; K"m et al., 2021). 
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5.3. Funct8onal Tests 

H"gh-resolut"on esophageal manometry may demonstrate separat"on of the lower esophageal 
sph"ncter and crural d"aphragm and assesses esophageal mot"l"ty. Its pr"mary "mportance before 
an ant"reflux procedure "s to "dent"fy achalas"a and severe mot"l"ty d"sorders, thereby prevent"ng 
"nappropr"ate fundopl"cat"on. In large paraesophageal hern"as, fa"lure to advance the catheter 
"nto the stomach or catheter co"l"ng may compl"cate measurement; results should also be 
"nterpreted "n terms of techn"cal adequacy (K"m et al., 2021; Trudg"ll et al., 2019). 

Ambulatory pH or pH-"mpedance mon"tor"ng "s used part"cularly "n pat"ents w"thout def"n"t"ve 
ev"dence of reflux on endoscopy who are be"ng cons"dered for ant"reflux surgery. When reflux 
"s suspected but has not prev"ously been object"vely demonstrated, test"ng "s generally 
performed off ac"d-suppress"ve treatment. In establ"shed reflux d"sease, "f compla"nts pers"st 
desp"te appropr"ate therapy, pH-"mpedance mon"tor"ng on treatment may be selected. The 
anatom"cal d"agnos"s of a hern"a and the demonstrat"on of patholog"cal reflux answer d"fferent 
quest"ons; the presence of one does not always make test"ng for the other unnecessary (Katz et 
al., 2022; Trudg"ll et al., 2019). 

The ICARUS consensus emphas"zes the "mportance of endoscop"c evaluat"on, manometry, and 
reflux mon"tor"ng "n appropr"ate surg"cal cand"dates. Bar"um exam"nat"on "s also useful when 
a h"atal hern"a or short esophagus "s suspected. Invest"gat"ons are selected accord"ng to the 
pat"ent's symptoms and the planned "ntervent"on; complete funct"onal evaluat"on "s not awa"ted 
when acute strangulat"on "s suspected. The d"fferent"al d"agnos"s "ncludes achalas"a, esophageal 
spasm, eos"noph"l"c esophag"t"s, mal"gnancy, rum"nat"on syndrome, funct"onal heartburn, and 
gastropares"s. Part"cularly "n treatment-res"stant compla"nts, m"sd"agnos"s "s one of the 
preventable causes of unsuccessful surgery (Pauwels et al., 2019). 

6. Treatment 

6.1. Conservat8ve and Med8cal Treatment 

A small asymptomat"c type I hern"a "s not, by "tself, an "nd"cat"on for surgery. The "n"t"al 
approach "n symptomat"c sl"d"ng hern"a "s generally d"rected toward controll"ng reflux. We"ght 
loss "n overwe"ght pat"ents, avo"dance of eat"ng dur"ng the two to three hours before bedt"me, 
and elevat"on of the head of the bed "n those w"th nocturnal symptoms may be recommended. 
Smaller meals and avo"dance of foods "nd"v"dually "dent"f"ed as aggravat"ng symptoms are 
helpful. Rather than prov"d"ng all pat"ents w"th a long standard"zed l"st of restr"ct"ons, 
"dent"fy"ng behav"ors assoc"ated w"th symptoms fac"l"tates adherence to treatment (Katz et al., 
2022; Sfara & Dum"trascu, 2019). 

Proton pump "nh"b"tors are the pr"nc"pal drug group for reflux-related compla"nts and 
esophag"t"s; they do not close the h"atal defect or treat mechan"cal obstruct"on. When treatment 
response "s "nadequate, the f"rst step "s to evaluate adherence, dosage, and adm"n"strat"on of the 
med"cat"on at the appropr"ate t"me. In pat"ents who requ"re them, alg"nates or H₂ receptor 
antagon"sts may prov"de add"t"onal opt"ons. Rout"ne use of prok"net"cs w"thout object"ve 
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ev"dence of gastropares"s "s not appropr"ate. Not all compla"nts that fa"l to "mprove w"th 
med"cat"on should be regarded as ongo"ng ac"d reflux (Katz et al., 2022). 

For anem"a caused by Cameron les"ons, ac"d suppress"on, "ron replacement, and assessment of 
med"cat"ons that may "ncrease bleed"ng const"tute "n"t"al treatment. Endoscop"c hemostas"s may 
be requ"red "n act"ve bleed"ng. Recurrent bleed"ng or anem"a desp"te appropr"ate treatment 
warrants surg"cal evaluat"on, part"cularly when assoc"ated w"th a large hern"a. In 
paraesophageal hern"a, med"cal treatment may reduce symptoms but does not el"m"nate the 
anatom"cal abnormal"ty or the poss"b"l"ty of volvulus (Dre"fuss et al., 2020; Gray et al., 2015). 

6.2. Surg8cal Ind8cat8ons and Pat8ent Select8on 

In type I hern"a, the dec"s"on to operate "s mostly based on object"vely documented reflux 
d"sease. Pers"stent regurg"tat"on, compla"nts that s"gn"f"cantly "mpa"r qual"ty of l"fe, severe 
reflux assoc"ated w"th a large hern"a, or the pat"ent's preference regard"ng long-term treatment 
opt"ons are evaluated. Fa"lure to respond to a proton pump "nh"b"tor does not automat"cally 
"mply benef"t from surgery. Before surgery, the relat"onsh"p of symptoms to reflux, mot"l"ty, 
and the pat"ent's expectat"ons should be clar"f"ed (Pauwels et al., 2019; Slater et al., 2021). 

Repa"r "s recommended for appropr"ate surg"cal cand"dates w"th symptomat"c type II–IV 
hern"as. Obstruct"on, volvulus, dysphag"a, postprand"al pa"n, recurrent bleed"ng, and hern"a-
related resp"ratory compla"nts are taken "nto account. The approach to truly asymptomat"c 
pat"ents "s controvers"al. The SAGES 2024 gu"del"ne emphas"zes the "nsuff"c"ency of d"rect 
comparat"ve ev"dence and "ncludes "nd"v"dual"zed dec"s"on-mak"ng and observat"on "n 
appropr"ate pat"ents. The EAES 2023 gu"del"ne cond"t"onally supports surgery for 
asymptomat"c or m"ldly symptomat"c pat"ents w"th moderate-to-large paraesophageal hern"as 
w"th"n "ts scope, wh"le recommend"ng a conservat"ve approach "n fra"l pat"ents (Daly et al., 
2024; Markar et al., 2023). 

Th"s d"fference reflects uncerta"nty "n the ev"dence and var"ab"l"ty among pat"ent groups. The 
dec"s"on should not be reduced solely to age or the s"ze of the hern"a "n cent"meters. Fra"lty, 
card"opulmonary d"seases, funct"onal "ndependence, nutr"t"onal status, symptom burden, and 
pat"ent preferences are assessed together. Stud"es us"ng fra"lty "nd"ces have shown that 
phys"olog"cal reserve "s assoc"ated w"th compl"cat"ons and postd"scharge care needs. When 
observat"on "s chosen, pat"ents are "nformed about reasons to seek reassessment, such as acute 
pa"n, pers"stent vom"t"ng, bleed"ng, and "mpa"red oral "ntake (Ch"mukangara et al., 2016). 

6.3. Preoperat8ve Preparat8on and Surg8cal Approach 

Nutr"t"onal def"c"enc"es, anem"a, resp"ratory d"seases, and uncontrolled comorb"d"t"es should 
be corrected before elect"ve surgery. Large database stud"es exam"n"ng paraesophageal hern"a 
repa"rs have demonstrated an assoc"at"on of anem"a and malnutr"t"on w"th adverse outcomes. 
Smok"ng cessat"on, appropr"ate thromboembol"sm prophylax"s, and assessment of 
per"operat"ve asp"rat"on r"sk are also "mportant. Alongs"de reflux control, the pat"ent should be 
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"nformed about temporary dysphag"a, gas bloat"ng, recurrence, and the poss"b"l"ty of 
reoperat"on (Clark et al., 2018). 

The laparoscop"c transabdom"nal approach "s commonly used for elect"ve repa"r "n exper"enced 
centers. Robot"c surgery may offer techn"cal advantages for med"ast"nal d"ssect"on and sutur"ng; 
however, "t has not been establ"shed that "t prov"des better long-term outcomes "n every pat"ent. 
An open or thorac"c approach may be used "n complex anatomy, selected reoperat"ons, 
extens"ve adhes"ons, or c"rcumstances "n wh"ch a m"n"mally "nvas"ve techn"que "s unsafe. 
Regardless of the surg"cal platform, the key elements determ"n"ng repa"r qual"ty are accurate 
exposure of the anatomy and reduct"on of tens"on (Dre"fuss et al., 2020; S"egal et al., 2017). 

6.3.1. Fundamental Steps of Repa8r 

The f"rst step "s controlled reduct"on of the hern"ated organs "nto the abdomen and separat"on 
of the hern"a sac from the med"ast"nal structures. In large hern"as, merely pull"ng the stomach 
downward "s not suff"c"ent; adequate mob"l"zat"on of the sac and esophagus "s requ"red. Dur"ng 
d"ssect"on, the vagal trunks, pleura, per"card"um, and esophageal wall are protected. The r"sk of 
thermal "njury should be cons"dered when energy dev"ces are used close to the esophagus. 
Unnecessary str"pp"ng of the surface cover"ng of the crura may reduce the"r suture-hold"ng 
capac"ty (Kohn et al., 2013; S"egal et al., 2017). 

After med"ast"nal mob"l"zat"on, the gastroesophageal junct"on should rema"n w"th"n the 
abdomen w"thout cont"nuous downward tract"on. A tens"on-free "ntra-abdom"nal esophageal 
length of approx"mately 2.5–3 cm "s targeted. If th"s length cannot be ach"eved desp"te adequate 
mob"l"zat"on, a true short esophagus may be cons"dered, and Coll"s gastroplasty may be 
performed "n selected pat"ents. Th"s techn"que creates a tubular extens"on from gastr"c t"ssue; 
therefore, the result"ng segment does not possess the same phys"olog"cal character"st"cs as the 
normal esophagus. Coll"s gastroplasty performed w"th appropr"ate "nd"cat"ons "n expert centers 
has been reported to prov"de benef"t w"thout adversely affect"ng qual"ty of l"fe (Nason et al., 
2011). 

The h"atus "s usually closed by approx"mat"ng the crura w"th sutures poster"or to the esophagus. 
Closure should not place excess"ve tens"on on the t"ssue or narrow the esophageal passage. 
Anter"or or add"t"onal sutures may be requ"red depend"ng on the geometry of the defect. A very 
w"de h"atus or weak t"ssue compl"cates repa"r; "n such c"rcumstances, relax"ng procedures or 
selected re"nforcement methods may be cons"dered. Esophageal length, h"atal w"dth, and t"ssue 
strength are not evaluated "ndependently; correct"ng one problem should not create new tens"on 
or obstruct"on "n another area (Kohn et al., 2013). 

6.3.2. Mesh Use 

The a"m of mesh use "s to support the crural repa"r and reduce recurrence. Permanent synthet"c, 
b"olog"cal, and absorbable synthet"c mater"als do not have "dent"cal propert"es; results obta"ned 
w"th one mater"al cannot be general"zed to all types of mesh. Long-term follow-up of a 
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mult"center random"zed study us"ng b"olog"cal re"nforcement reported that the "n"t"ally 
observed recurrence advantage was not ma"nta"ned (Oelschlager et al., 2011; Watson et al., 
2020). 

At 13-year follow-up of a random"zed tr"al, recurrence was found "n 38% after repa"r w"th 
permanent mesh and 31% "n the suture-only group, w"th no s"gn"f"cant super"or"ty 
demonstrated. It should be remembered that th"s study evaluated pat"ents w"th sl"d"ng hern"as 
undergo"ng ant"reflux surgery; the results cannot be d"rectly extrapolated to all g"ant 
paraesophageal hern"as. The SAGES 2024 panel could not formulate a recommendat"on e"ther 
for or aga"nst rout"ne mesh use. The cond"t"onal recommendat"on "n favor of mesh "n a spec"f"c 
paraesophageal hern"a group "n the EAES gu"del"ne "nd"cates that the debate cont"nues 
(Analatos et al., 2024; Ch"mukangara et al., 2016; Daly et al., 2024). 

The dec"s"on to use mesh should cons"der poss"ble benef"ts as well as eros"on, f"bros"s, stenos"s, 
and d"ff"cult"es dur"ng reoperat"on. M"n"m"z"ng d"rect contact w"th the esophagus and ensur"ng 
secure f"xat"on are "mportant. Although compl"cat"ons caused by a permanent "mplant are rare, 
they may be ser"ous. Current stud"es do not demonstrate that any s"ngle mater"al or placement 
techn"que "s the best opt"on for all pat"ents; pat"ents should be "nformed that recurrence may 
not be completely prevented and that "mplant-related problems may occur "n the long term. 
Therefore, mesh use "s not rout"ne; "t should be cons"dered "n selected c"rcumstances such as 
large defects, poor t"ssue qual"ty, a h"atus closed under tens"on, and rev"s"on surgery, w"th due 
regard to the surgeon's exper"ence and awareness of mesh compl"cat"ons (Petr"c et al., 2022; 
Sp"ro et al., 2020). 

6.3.3. Fundopl8cat8on and Gastropexy 

Repa"r"ng the hern"a alone does not adequately restore the ant"reflux barr"er "n every pat"ent. 
Fundopl"cat"on may be added to the repa"r to reduce postoperat"ve reflux. Total (N"ssen 
fundopl"cat"on, 360 degrees) or part"al (Toupet fundopl"cat"on, approx"mately 270 degrees 
poster"orly; Dor fundopl"cat"on, approx"mately 90 degrees anter"orly) fundopl"cat"on 
techn"ques may be performed (L" et al., 2025). The reflux burden, basel"ne dysphag"a, 
esophageal mot"l"ty, pat"ent preference, and surgeon exper"ence are cons"dered "n the cho"ce. 
The SAGES reflux gu"del"ne supports d"scuss"ng the "mportance pat"ents place on reflux control 
versus the r"sk of dysphag"a when choos"ng total or part"al fundopl"cat"on (Slater et al., 2021). 

In a random"zed study compar"ng N"ssen and Toupet dur"ng paraesophageal hern"a repa"r, fewer 
obstruct"ve compla"nts and greater "mprovement "n qual"ty of l"fe were reported "n the poster"or 
part"al fundopl"cat"on group. These results support Toupet as an opt"on, part"cularly "n pat"ents 
for whom dysphag"a r"sk "s "mportant; however, they do not "nd"cate that the techn"que "s 
mandatory for everyone. Fundopl"cat"on should be performed us"ng su"table fund"c t"ssue, 
w"thout creat"ng tors"on or excess"ve t"ghtness. Correct anatom"cal pos"t"on"ng "s as "mportant 
as the looseness of the wrap (Analatos et al., 2024). 
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Gastropexy helps ma"nta"n the abdom"nal pos"t"on of the stomach. Anter"or gastropexy added 
to a complete repa"r "s not the same treatment as gastropexy performed as a l"m"ted procedure 
"n a h"gh-r"sk pat"ent. In a random"zed study of 240 pat"ents, add"ng anter"or gastropexy to 
m"n"mally "nvas"ve paraesophageal hern"a repa"r was found to reduce one-year recurrence from 
36% to 15% (Petro et al., 2025). 

6.3.4. Emergency Surgery and Spec8al Pat8ent Groups 

In acute volvulus or obstruct"on, flu"d resusc"tat"on, correct"on of electrolyte d"sturbances, and 
gastr"c decompress"on take pr"or"ty. A nasogastr"c tube should be advanced w"thout force; "f 
unsuccessful, endoscop"c decompress"on may be cons"dered "n an appropr"ate pat"ent. 
Emergency surgery "s requ"red "n the presence of "schem"a, perforat"on, per"ton"t"s, or ongo"ng 
"nstab"l"ty. Conversely, "n selected pat"ents whose cond"t"on "mproves w"th decompress"on and 
who show no ev"dence of loss of t"ssue v"ab"l"ty, early planned repa"r by an exper"enced team 
may be feas"ble after stab"l"zat"on. Th"s approach does not mean leav"ng an acute pat"ent 
untreated merely because symptoms have resolved (W"rsch"ng et al., 2018). 

Outcomes of emergency repa"rs may be worse than those of elect"ve procedures; however, age, 
comorb"d"t"es, and "n"t"al d"sease sever"ty also contr"bute to th"s d"fference. Ischem"c gastr"c 
t"ssue may requ"re resect"on. In a pat"ent w"th card"opulmonary "nstab"l"ty, the extent of the 
procedure "s l"m"ted accord"ng to phys"olog"cal status; gastropexy may be an alternat"ve to 
extens"ve ant"reflux reconstruct"on. In pat"ents w"th severe obes"ty and documented 
concom"tant reflux who are appropr"ate bar"atr"c cand"dates, Roux-en-Y gastr"c bypass "s 
cons"dered an opt"on that can prov"de both we"ght control and reflux treatment (Jass"m et al., 
2014). 

7. Surg8cal Compl8cat8ons and Management 

Because h"atal hern"a repa"r "nvolves med"ast"nal d"ssect"on, d"aphragmat"c repa"r, and 
man"pulat"on of the esophagogastr"c junct"on, "t has a d"st"nct compl"cat"on prof"le. 
Compl"cat"ons may be cons"dered "ntraoperat"ve, early, or late accord"ng to the"r t"m"ng (Table 
1). 

Table 1. Potent#al compl#cat#ons of h#atal hern#a surgery 

Intraoperat)ve Early Per)od Late Per)od 

Pneumothorax Dysphag)a Chron)c Dysphag)a 

Esophageal / Gastr)c Perforat)on Gas bloat, Nausea Mesh-related compl)cat)ons 

Vagal Injury Gastr)c Atony Gastropares)s, dump)ng 

Bleed)ng Surg)cal S)te Infect)ons Fundopl)cat)on m)grat)on 

Card)ac / Aort)c Injury  Recurrence 
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7.1. Esophageal and Gastr8c Perforat8on 

Injury to the esophagus or stomach may occur dur"ng sac separat"on, d"ssect"on of dense 
adhes"ons, use of energy dev"ces, or advancement of cal"brat"on "nstruments. When "njury "s 
recogn"zed "ntraoperat"vely, t"ssue v"ab"l"ty, the s"te of the defect, and contam"nat"on are 
assessed, followed by appropr"ate repa"r and dra"nage. Intraoperat"ve endoscopy and leak 
test"ng may be helpful; a negat"ve test does not completely exclude delayed thermal "njury. Loss 
of anatom"cal planes, part"cularly dur"ng recurrent hern"a surgery, "ncreases the r"sk of "njury 
(Botha & D", 2021; Ima" & Souk"as"an, 2019; Yadlapat" et al., 2018). 

Unexpla"ned postoperat"ve tachycard"a, fever, chest or ep"gastr"c pa"n, hypox"a, seps"s, and 
pleural effus"on should ra"se concern for a leak. The pat"ent "s stab"l"zed, oral "ntake "s stopped, 
and "ntravenous broad-spectrum ant"b"ot"cs are "n"t"ated. Contrast-enhanced thoracoabdom"nal 
computed tomography "s useful for assess"ng leakage, med"ast"nal collect"ons, and pleural 
contam"nat"on. Contrast esophagography and endoscopy are added "f necessary. When cl"n"cal 
susp"c"on "s h"gh, a s"ngle negat"ve exam"nat"on should not term"nate the d"agnost"c process 
(Ch"r"ca et al., 2019). 

The a"m of treatment "s not only to close the defect but also to control the source of "nfect"on 
and contam"nat"on. In stable pat"ents, a l"m"ted and well-dra"ned leak may be managed w"th 
selected conservat"ve or endoscop"c approaches under close mon"tor"ng. Cl"ps, covered stents, 
or endoscop"c vacuum therapy are cons"dered accord"ng to the character"st"cs of the defect. A 
free leak, w"despread contam"nat"on, t"ssue necros"s, or "nstab"l"ty may requ"re surg"cal 
explorat"on, dra"nage, and, when necessary, resect"on. Nutr"t"onal support should be planned 
throughout treatment, and dec"s"ons should be made by an exper"enced mult"d"sc"pl"nary team 
(Ch"r"ca et al., 2019). 

7.2. Bleed8ng and Adjacent Organ Injur8es 

D"v"s"on of the short gastr"c vessels, tract"on on the splen"c capsule, and med"ast"nal vascular 
d"ssect"on may cause bleed"ng. Controlled exposure, appropr"ate tract"on, and l"m"t"ng the use 
of energy dev"ces are prevent"ve measures. Hemodynam"c changes, a decrease "n hemoglob"n, 
and "ncreas"ng abdom"nal d"stens"on are evaluated for postoperat"ve bleed"ng. Management 
"ncludes resusc"tat"on, "mag"ng, "ntervent"onal rad"ology, or reoperat"on depend"ng on the 
bleed"ng s"te, pers"stence of bleed"ng, and pat"ent stab"l"ty. In unstable pat"ents, d"agnost"c 
procedures should not delay source control (Ima" & Souk"as"an, 2019; Yadlapat" et al., 2018). 

The anter"or port"on of the h"atus "s close to the per"card"um. F"xat"on dev"ces that penetrate 
deeply may cause card"ac "njury and tamponade. Tamponade should also be cons"dered "n 
unexpla"ned hypotens"on, tachycard"a, and c"rculatory collapse dur"ng or shortly after surgery. 
Echocard"ography and "mmed"ate appropr"ate card"ac "ntervent"on may be requ"red. The ma"n 
prevent"ve approach "s to avo"d bl"nd and deep f"xat"on "nto the th"n anter"or port"on of the 
d"aphragm (Yerdel et al., 2018). 
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7.3. Pneumothorax 

Open"ng of the pleura dur"ng med"ast"nal d"ssect"on may allow pneumoper"toneum gas to enter 
the thorax and cause capnothorax. Because carbon d"ox"de "s absorbed rap"dly, not every case 
requ"res a chest tube. When a"rway pressure "ncreases or hypox"a and hypotens"on occur, the 
surg"cal and anesthes"a teams should assess the s"tuat"on together. Reduc"ng or temporar"ly 
stopp"ng "nsufflat"on pressure and mak"ng appropr"ate vent"lat"on adjustments may be 
suff"c"ent. Pers"stent vent"lat"on "mpa"rment, hemodynam"c "nstab"l"ty, or tens"on phys"ology 
requ"res emergency decompress"on and dra"nage (Ph"ll"ps & Falk, 2011). 

Postoperat"ve dyspnea should not be attr"buted solely to pleural open"ng. Atelectas"s, 
pneumon"a, asp"rat"on, pulmonary embol"sm, heart fa"lure, and leak-related pleural "nfect"on 
are "ncluded "n the d"fferent"al d"agnos"s. Assessment "s gu"ded by t"m"ng, phys"cal 
exam"nat"on, oxygenat"on, and assoc"ated f"nd"ngs. Early mob"l"zat"on, adequate analges"a, 
breath"ng exerc"ses, and appropr"ate thromboembol"sm prophylax"s are components of general 
prevent"on. New-onset hypox"a and unexpla"ned tachycard"a should be "nvest"gated w"thout 
delay, espec"ally "n elderly pat"ents and those w"th comorb"d"t"es (Botha & D", 2021; Clark et 
al., 2018). 

7.4. Dysphag8a and Outflow Obstruct8on 

M"ld early dysphag"a may be assoc"ated w"th edema and adaptat"on to the new anatomy of the 
junct"on. If the pat"ent can tolerate l"qu"ds and symptoms gradually decrease, observat"on w"th 
small b"tes, thorough chew"ng, and gradual d"etary advancement "s poss"ble. Inab"l"ty to 
swallow even l"qu"ds, repeated vom"t"ng, asp"rat"on, marked we"ght loss, or progress"vely 
worsen"ng dysphag"a should not be regarded as expected recovery. Excess"vely t"ght crural 
closure, a narrow or long fundopl"cat"on, tors"on, wrap m"grat"on, and early rehern"at"on should 
be "nvest"gated (Yadlapat" et al., 2018). 

In"t"al evaluat"on of pers"stent or severe dysphag"a "s generally performed w"th endoscopy and 
contrast esophagography. If the anatomy appears sat"sfactory, manometry prov"des add"t"onal 
"nformat"on about funct"onal obstruct"on and mot"l"ty. Endoscop"c d"lat"on may be benef"c"al "n 
su"table anatomy; however, repeated d"lat"on does not resolve severe tors"on or m"grat"on. 
When rev"s"on "s necessary, crural narrow"ng and wrap conf"gurat"on are assessed together. The 
surg"cal dec"s"on should be based on concordance between symptom sever"ty and object"ve 
pathology (Kohn et al., 2024). 

7.5. Gas Bloat8ng and Gastr8c Empty8ng D8sorders 

After fundopl"cat"on, d"ff"culty belch"ng, abdom"nal bloat"ng, early sat"ety, and "ncreased 
flatulence may const"tute gas-bloat syndrome. Reduc"ng meal s"zes, eat"ng slowly, and 
decreas"ng aerophag"a and carbonated dr"nks are "n"t"al measures. If symptoms are severe, 
mechan"cal obstruct"on and delayed gastr"c empty"ng are "nvest"gated. It "s "ncorrect to attr"bute 
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every compla"nt of bloat"ng to an excess"vely t"ght fundopl"cat"on; bowel funct"on, eat"ng 
behav"or, and preoperat"ve compla"nts should also be assessed (Yadlapat" et al., 2018). 

Gastr"c empty"ng may be delayed after vagal "njury or extens"ve d"ssect"on. If pers"stent nausea, 
vom"t"ng, and early sat"ety are present, mechan"cal causes are excluded f"rst; a standard"zed 
gastr"c empty"ng study may then be cons"dered. D"etary mod"f"cat"on and appropr"ate med"cal 
treatment are "n"t"al opt"ons; pylorus-d"rected "ntervent"ons are evaluated "n spec"al"st centers 
for refractory pat"ents (Tog et al., 2017). 

7.6. Mesh-Related Compl8cat8ons 

Mesh eros"on, m"grat"on, and severe f"brot"c narrow"ng may emerge months or years after 
surgery. Dysphag"a, odynophag"a, bleed"ng, pa"n, we"ght loss, and recurrent "nfect"on are 
warn"ng s"gns. Endoscopy may demonstrate m"grat"on of the mater"al "nto the lumen; 
tomography and contrast stud"es further del"neate "ts relat"onsh"p to surround"ng t"ssues. 
Although systemat"c rev"ews report that these compl"cat"ons are uncommon, rates based on 
case reports do not rel"ably measure the true r"sk "n the populat"on (Sp"ro et al., 2020). 

Treatment depends on the extent to wh"ch the mesh has entered the lumen and how deeply "t "s 
embedded "n the surround"ng t"ssues. Completely "ntralum"nal mater"al that "s appropr"ately 
selected may be removed endoscop"cally. Uncontrolled tract"on on mater"al embedded "n the 
wall may cause perforat"on. Severe eros"on, f"stula, or stenos"s may requ"re mesh removal, 
reconstruct"on of the junct"on, and, rarely, esophageal or gastr"c resect"on. These pat"ents should 
be evaluated at exper"enced upper gastro"ntest"nal surg"cal centers (Sp"ro et al., 2020). 

7.7. Recurrence and Recurrent Reflux 

Rad"olog"cal recurrence, symptomat"c recurrence, and the need for reoperat"on are d"st"nct 
outcomes. Although anatom"cal recurrence "s common "n long-term random"zed stud"es, a 
substant"al proport"on of pat"ents may ma"nta"n cl"n"cal benef"t. Therefore, a small, 
asymptomat"c rad"olog"cal recurrence alone "s not an "nd"cat"on for reoperat"on. More deta"led 
evaluat"on "s requ"red "n cases of pers"stent dysphag"a, obstruct"on, volvulus, proven treatment-
res"stant reflux, or s"gn"f"cant loss of qual"ty of l"fe (Analatos et al., 2024; Oelschlager et al., 
2011; Petro et al., 2025). 

In evaluat"ng recurrence, the nature of the symptoms "s determ"ned f"rst. Endoscopy and 
esophagography are used to exam"ne wrap pos"t"on, the h"atal defect, and gastr"c empty"ng; 
tomography, manometry, and reflux mon"tor"ng are added when necessary. Recurrence of reflux 
symptoms does not always "nd"cate anatom"cal recurrence; l"kew"se, anatom"cal recurrence 
does not always produce patholog"cal reflux. The prev"ous operat"ve report, mesh used, and 
h"story of compl"cat"ons are "mportant components of rev"s"on plann"ng (Ch"r"ca et al., 2019). 

Dur"ng rev"s"on, adhes"ons, altered t"ssue planes, and prev"ous "mplants "ncrease the r"sk of 
perforat"on and vagal "njury. Treatment opt"ons "nclude repeat crural repa"r, correct"on or 
rev"s"on of fundopl"cat"on, esophageal lengthen"ng when necessary, and Roux-en-Y 
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reconstruct"on "n selected pat"ents. Repeated fa"lures, severe mot"l"ty d"sorders, or concom"tant 
obes"ty may prompt cons"derat"on of alternat"ve reconstruct"ons. The expected benef"t of 
rev"s"on should not be assumed to be the same as that of the "n"t"al operat"on; the r"sks of a more 
complex "ntervent"on should be clearly d"scussed (Daly et al., 2024; S"nghal et al., 2018). 

7.8. Postoperat8ve Follow-up 

Dur"ng the f"rst days, oral "ntake, hydrat"on, pa"n, nausea, and resp"ratory status are assessed. 
The d"et "s advanced from l"qu"ds to soft foods accord"ng to the procedure performed and the 
pat"ent's swallow"ng tolerance. Control of vom"t"ng and severe retch"ng "s "mportant; sudden 
pressure load"ng on the new repa"r may contr"bute to early m"grat"on. Pat"ents are "nstructed to 
seek med"cal attent"on promptly "n case of "nab"l"ty to tolerate l"qu"ds, severe pa"n, fever, 
bleed"ng, or shortness of breath. Long-term follow-up "s based on assessment of symptoms and 
qual"ty of l"fe; the need for "mag"ng "s determ"ned accord"ng to cl"n"cal f"nd"ngs and the center's 
protocol (Kohn et al., 2013; Kohn et al., 2024). 

H"atal hern"a "s a d"sease "n wh"ch anatom"cal type and cl"n"cal consequences must be evaluated 
together. Object"ve assessment of reflux "n sl"d"ng hern"a and accurate "dent"f"cat"on of 
mechan"cal man"festat"ons and the pat"ent's phys"olog"cal reserve "n paraesophageal hern"a 
gu"de treatment select"on. Surgery a"ms to ach"eve tens"on-free esophageal pos"t"on"ng, 
appropr"ate crural closure, and a funct"onal gastroesophageal junct"on. Dec"s"ons regard"ng 
mesh, fundopl"cat"on, and gastropexy should be made w"th"n the l"m"ts of the pat"ent's anatomy 
and the ava"lable ev"dence. Successful treatment "s evaluated not only by d"sappearance of the 
hern"a on "mag"ng but also by safe swallow"ng, symptom control, ma"ntenance of nutr"t"on, and 
"mprovement "n qual"ty of l"fe. 
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THE ROLE OF PATIENT MONITORING AND 
DIGITAL TECHNOLOGIES IN BARIATRIC 

SURGERY PROCEDURES 

ABDULLAH ÇİME1 

Introduction 

In recent years, bariatric surgery has become increasingly 
common due to the rising incidence and prevalence of obesity; it is 
now a significant surgical treatment option that attracts not only 
domestic patients but also those involved in international medical 
tourism. As the prevalence of obesity within society grows driven 
by factors such as increasingly sedentary urban lifestyles, reduced 
physical activity, and poor dietary habits a range of direct and 
indirect health complications has emerged. Because conventional 
weight-management strategies which focus on balancing caloric 
intake and expenditure through diet and physical activity require a 
long-term commitment, bariatric surgery serves as a vital 
alternative for cases of obesity that necessitate immediate or acute 
intervention. 
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Although it is possible to reach a target weight in a 
relatively short time following bariatric surgery, factors such as the 
re-expansion of the stomach and a mismatch between an 
individual’s dietary intake and physical activity levels can lead to 
weight regain, potentially necessitating revision surgery. For this 
reason, post-operative patient follow-up is of great importance, as it 
ensures the effective management of the patient’s weight, physical 
activity, and overall health status.  

Digital applications, which are among the primary methods 
used for patient monitoring today, facilitate significant interaction 
and communication between patients and healthcare professionals 
in a short amount of time, while also enabling the collection, 
tracking, and scientific evaluation of patient data. In this regard, the 
effectiveness of digital technologies not only within the healthcare 
system as a whole but specifically in the post-operative monitoring 
of bariatric surgery patients is an important topic that warrants 
attention. Such an approach can contribute to the existing literature 
on the use of digital technologies in healthcare while 
simultaneously enhancing the success of clinical and surgical 
practices. Consequently, this chapter provides a conceptual and 
theoretical examination of the role of digital technologies in the 
post-operative monitoring of bariatric surgery patients. 

 

Weight Control in Bariatric Surgery 

Bariatric surgery consists of surgical procedures performed 
on patients who suffer from obesity a condition that cannot be 
resolved through medical treatment, diet, or nutritional 
interventions and for whom weight loss is essential, either as an 
urgent medical necessity or to treat specific comorbidities (Poirier 
et al, 2011; Runkel et al, 2011). Although the urgent need for 
weight loss was initially the primary criterion for bariatric surgery, 
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it has evolved particularly within the context of medical tourism 
into a field where elective surgical interventions have become more 
prominent.  

The fundamental principle behind bariatric surgical 
procedures is to reduce the volume of the stomach, thereby limiting 
food intake and, consequently, caloric consumption (Al-Najim et 
al, 2018; Ionut et al, 2013; Miras and Roux, 2013). However, this 
approach does not offer a permanent solution; irregularities in a 
patient’s eating habits or physical activity levels later in life can 
lead to a situation where further bariatric intervention may once 
again become necessary (Maxim et al, 2025; Ziegler et al, 2009; 
Natvik et al, 2013). In other words, unlike many other types of 
essential or elective surgeries, bariatric procedures are contingent 
upon specific terms and conditions foremost among these being a 
commitment to lifestyle changes and the adoption of a conscious, 
mindful approach to nutrition.  

When a patient requires bariatric surgery to lose weight due 
to obesity in the absence of hormonal or physiological causes the 
situation is most often linked to the patient's lifestyle (Sagner et al, 
2017; Tabish, 2017; Rozanski et al, 1999). This indicates that the 
patient has been unable to establish an adequate balance between 
caloric intake (through nutrition) and caloric expenditure. In other 
words, for individuals who require bariatric surgery to lose weight 
without an underlying medical justification, it is possible to say that 
their existing lifestyle patterns may also predispose them to weight 
gain following the surgical procedure.  

The level of nutritional awareness in patients is an 
increasingly important topic today; even if individuals do not 
consume an excessive amount of food, they may still face obesity 
issues due to the consumption of unhealthy food items. In such 
cases, although individuals often believe they are eating an 
adequate amount and are not prone to overeating, they are more 
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likely to gain weight as a result of the unhealthy foods they 
consume.  

In conclusion, one’s lifestyle and daily physical activity 
levels, as well as an individual’s knowledge regarding healthy 
nutrition and their ability to incorporate such habits into their daily 
life, are critical factors that must be addressed for effective weight 
management following bariatric surgery. Failure to improve an 
unhealthy or inadequate lifestyle and poor nutritional habits will 
not only hinder the desired outcomes in post-bariatric weight 
control and follow-up, but may also lead individuals to become less 
vigilant against the very factors such as irregular habits that 
contribute to obesity. For this reason, weight management and 
long-term follow-up after bariatric surgery are of paramount 
importance.  

 

Patient Follow-up in Bariatric Surgery 

In bariatric surgery, patient follow-up is of vital importance 
for the success of the surgical procedure; as we mentioned in the 
previous section, such follow-up is also crucial for maintaining all 
the gains achieved post-operation (Budny et al, 2024; O'Kane et al, 
2016; Puzziferri et al, 2014). Consequently, coordination between 
the patient and the surgical team is considered a matter of utmost 
importance. 

The primary objective of patient follow-up is to effectively 
guide the patient through appropriate medical interventions and the 
post-operative recovery process, while simultaneously facilitating 
their transition toward a sustainable, healthy lifestyle (Rajala et al, 
2025; Santana et al, 2018). To this end, the focus is placed on the 
patterns of caloric intake and expenditure—factors known to be 
closely linked to weight management. Caloric intake relates to 
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nutrition, whereas caloric expenditure is associated with basal 
metabolic rate and physical activity. 

Caloric intake and nutrition have become highly significant 
issues today, particularly with the emergence of artificial or 
synthetic food additives (Erickson et al, 2025; Warner, 2024; 
Carocho et al, 2014). As the production and marketing of these 
substances have grown, the consumption of unhealthy food items 
containing them has increased globally. Foods with a very high 
glycemic index, in particular, trigger a constant urge to eat, leading 
individuals to consume far more calories than they require daily. 
This persistent appetite and tendency to eat not only expand the 
stomach's capacity but also cause weight gain. The alarming rise in 
the prevalence of diabetes and metabolic disorders at a societal 
level can also be attributed to this factor. Consequently, in the post-
operative care of bariatric surgery patients, it is essential not only to 
manage their nutritional routines, portion sizes, and eating patterns 
but also to ensure they are thoroughly educated about the nature 
and composition of the food they consume. 

For a patient to lose weight, they must regulate their daily 
physical activities and the number of calories they expend. A 
significant challenge in this regard stems from urbanization and the 
expansion of communication and transportation infrastructure. 
Particularly in urban areas, the advancement of technology and 
improved transportation options have led to a more sedentary 
lifestyle with reduced physical movement. Consequently, 
individuals are unable to burn off the calories consumed through 
their diet, which results in weight gain. It may not always be 
feasible for individuals to visit a gym for intensive workouts; 
however, patients should be guided and monitored regarding their 
post-operative physical activity by incorporating simple habits into 
their daily routines such as using the stairs or walking for short 
distances. 
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In conclusion, the follow-up of patients after bariatric 
surgery is extremely important; it constitutes a vital part of the 
treatment, ensuring that the surgical interventions achieve their 
intended outcomes and that these results remain lasting. For this 
reason, patients must be closely monitored following bariatric 
surgery, particularly regarding their physical activity and nutritional 
routines. 

 

Digital Methods for Patient Follow-up in Bariatric Surgery 

While patient follow-up after bariatric surgery was 
traditionally conducted through conventional communication 
methods such as phone calls or in-person clinic visits a wide range 
of alternative options, including social media applications, are now 
being utilized. These digital tools encompass both general-purpose 
social media platforms which are accessible to the public and 
professional applications developed specifically for patient 
monitoring, the latter of which are becoming increasingly common. 
Such tools can generally be categorized into two groups: social 
media-based platforms and specialized, purpose-built applications. 

Patient monitoring via social media is based on establishing 
communication between healthcare professionals and patients 
through widely used social media platforms. However, the use of 
these tools is influenced and shaped by various factors, ranging 
from a patient's level of technological literacy to their specific 
skills in navigating social media. Furthermore, because these 
platforms lack standardized protocols and are generally designed to 
cater to the needs of the broader population, communication 
between patients and healthcare teams can sometimes become 
problematic. While attempts have been made to address this such as 
by creating specific groups or employing alternative methods 
within these platforms such approaches can occasionally prove 
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insufficient. Consequently, and in response to this need, dedicated 
patient monitoring programs have been developed. 

Patient monitoring programs generally refer to systems 
developed specifically for a particular disease group or health 
condition. Although they may utilize social media infrastructure as 
a communication foundation, these programs are purpose-built to 
address the specific communication needs between patients and 
their healthcare teams. Consequently, compared to standard social 
media platforms, these programs enable more effective monitoring 
processes both by facilitating faster responses to patient needs and 
by employing closed-system architectures that ensure the 
protection of patient data and personal information. 

In summary, when digital technologies are considered in a 
broad sense, they play a significant role in helping my patients 
manage their daily lives and make positive adjustments to their 
lifestyles following bariatric surgery. However, although there are 
new applications emerging in this field, the technology is still in its 
early stages, and it cannot yet be said that it fully addresses all 
needs, particularly in terms of its current market scope. 

 

Conclusion  

Although bariatric surgery procedures enable patients to 
reach their desired weight in a short period, a failure to change 
lifestyle habits such as those related to nutrition and physical 
activity or the persistence of a sedentary lifestyle and the continued 
consumption of unhealthy or fast foods (often linked to obesity) 
can lead to the recurrence of obesity or weight-related issues. 
Furthermore, the sense of confidence gained from the removal of a 
large portion of the stomach during surgery may cause patients to 
lose control over their diet and nutritional intake. For this reason, 
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patient follow-up after bariatric surgery especially during the first 
year is of vital importance.  

The relationship between nutrition, physical activity, and an 
individual's daily routine is highly complex; consequently, a 
personalized monitoring schedule is created for each patient based 
on their specific daily habits. Although patients are provided with 
information regarding the post-operative period, the multifaceted 
nature of weight management necessitates individualized follow-
up. While the use of digital technologies for patient monitoring 
initially began via social media, today, more comprehensive, 
specialized programs often supported by artificial intelligence are 
employed. Although the primary objective of these programs is to 
facilitate real-time communication and interaction between the 
healthcare team and the patient, their relatively recent development 
introduces certain risks, such as concerns regarding data security 
and the potential for providing patients with inaccurate 
information. Furthermore, while some optional features are 
currently emerging within these applications, there remains a clear 
need for the development of more comprehensive and robust 
programs capable of addressing all patient requirements. 

Communication and interaction between patients and 
healthcare teams facilitated through social media or dedicated 
applications play a crucial role in both maintaining the outcomes 
achieved following bariatric surgery and reducing the future need 
for revision surgeries. As individuals transition toward a healthier 
lifestyle and adopt more informed nutritional patterns, the benefits 
extend beyond obesity itself, positively impacting the healthcare 
system by addressing the full spectrum of obesity-related health 
issues and comorbidities. Consequently, the development and 
implementation of digital methods for post-bariatric patient follow-
up should not be viewed merely as an optional tool or a niche sub-
field; rather, it is a matter with significant public health 
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implications. Therefore, the development and ongoing, needs-based 
refinement of such applications require expertise across a diverse 
range of disciplines from surgery and dietetics to digital and health 
literacy.  

Given the importance of digital technologies developed for 
weight management and patient monitoring following bariatric 
surgery, further research and literature-based applications can be 
pursued. Specifically, studies could examine variables such as 
patient and healthcare team access to these programs, levels of 
usage, the ability to interpret program-generated data, and the 
processes involved in adapting to and becoming oriented with these 
systems. By expanding the development of such applications and 
integrating them into national healthcare systems, it becomes 
possible to monitor and sustain the outcomes and benefits achieved 
through bariatric surgery with a particular focus on data tracking. 
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LOKAL İLERİ EVRE MEME KANSERLERİNDE 

REKONSTRÜKSİYON YÖNTEMLERİ: PALYATİF 

YAKLAŞIMDAN YAŞAM KALİTESİNE  

BÜLENT SULTANOĞLU¹ 

GİRİŞ 

Meme kanseri, en yaygın kanser türlerinden biridir. 

Kanserden ölüm nedenleri arasında ikinci sırada yer almaktadır. Son 

yıllarda görülme sıklığı giderek artış göstermekte ve yılda % 0,5 

oranında arttığı belirtilmektedir.(Giaquinto et al., 2022) 

Memedeki geniş, ülsere yaralar meme kanserinin ilerlemiş ve 

sıkıntı yaratan bir sonucu olarak ortaya çıkmaktadır(Osório et al., 

2023).  American Joint Committee on Cancer (AJCC) tarafından 

evre 3 olarak sınıflandırılmıştır.  

1 

 
1 Dr. Öğr. Üyesi, Gaziantep Şehir Hastanesi, Genel Cerrahi Kliniği, 
Orcid: 0000-0001-7939-2366 

BÖLÜM 4
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Lokal ileri evre meme kanseri (LABC), uzak metastaz 

olmaksızın, yaygın lezyon invazyonu veya bölgesel lenf nodu 

metastazı olan, klinik evre IIB ila IIIC dahil olmak üzere geniş bir 

meme kanseri kategorisini ifade etmektedir (Zhu & Doğan, 2021) 

Hastanın müracatının gecikmesi sonucunda ortaya 

çıkmaktadır. Müracaat anına kadar olan gecikmeler hastanın 

sosyoekonomik düzeyine, sosyal izolasyonuna, ileri yaş, psikolojik 

olarak durumu kabullenememe ve erkek cinsiyet kaynaklı 

olabilmesinden dolayı olabilir. (Lund-Nielsen et al., 2011) Lokal 

ileri meme kanseri, genellikle büyük tümör boyutu, cilt invazyonu 

ve aksiller lenf nodu tutulumu ile karakterizedir.  

Bazı hastalarda meme ülserasyonu,  nekroz  nedeniyle 

sekonder enfeksiyon gibi komplikasyonlar gelişebilir. Bu durum, 

hastaların yaşam kalitesini ciddi şekilde etkileyen, sosyal izolasyona 

yol açan, ağrılı ve kötü kokulu bir klinik tabloya neden 

olabilmektedir. Bu hastalarda yaşam beklentisinin sınırlı olması 

nedeniyle tedavi, sistemik neoadjuvant kemoterapi, tümöral kitleyi 

küçültmek için hormonal tedavi yerine semptomları azaltan  ve 

yaşam kalitesini arttıran palyatif cerrahi şeklinde olmaktadır.  

Cerrahi tedavi, yaşam kalitesini arttırmaya yönelik tedaviye entegre 

şekilde uygulanabilir olmalıdır.  

MASTEKTOMİ 

Mastektomi, uygun vakalarda basit ve kullanışlı bir yöntem 

olması nedeniyle ilk tercihtir. (Resim 1 ve 2) Kolay yara bakımı, 

hastanede kısa yatış süresi ve kolay uygulanabilir olması 

avantajlarıdır. Ancak, bazen mastektomi,  sonrasında yetersiz doku 

kalması sebebiyle rekonstrüksiyon yapılması oldukça 

zorlaşmaktadır. Bu sebeple rekonstrüksiyon amacıyla literatürde 

birçok fleb yöntemi de tanımlanmıştır. Cilt flebleri, basit olmaları ve   

karşılaştırılabilir olmaları   nedeniyle miyokutanöz fleblere tercih 
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edilir. (Deo et al., 2003; Leinster & Webster, 1982) Bilateral 

advancement mastektomi flebi, mastektomi insizyonu ile başlar. 

Üstte klavikula üzerinden yukarıya doğru disseksiyon 

genişletilirken, alttan gerekirse umblikusa kadar prefascial alanda 

ilerler. Burada interkostal , epigastrik damarlar ve perforan dalların 

korunması önemlidir. Doku kaybının çok olması, defektin 

kapatılmasına imkan olmayan durumlarda miyokutanöz fleblerin 

tercih edilir.  

 Resim 1 

Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 
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Resim 2 

 
Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 

 

TORAKOABDOMİNAL FLEB 

Temel olarak lateral interkostal, subkostal ve lomber arterleri 

kullanan bir rotasyon-ilerletme flebidir. Karın orta hattından göbek 

deliğine kadar bir kesi yapılır ve daha ileri diseksiyon, prefasyal bir 

düzlem boyunca aşağıya ve laterale doğru ilerler. Bu flebin pedikülü, 

dış oblik kasın medial kenarında belirlenebilir ve korunabilir. Flep, 

sol göğüs duvarı defektleri için saat yönünde, sağ göğüs duvarı 

defektleri için ise saat yönünün tersine döndürülür. Torakoabdominal 

fleb, torakoabdominal deri,  ön karın duvarının deri altı dokusunu ve 

subkostal, interkostal ve lomber arterlerden kaynaklanan segmental 

arterlerin doğrudan perforan damarlarını kullanır.(Leinster & 

Webster, 1982) (Resim 3a,b,c) 
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Resim 3b 

 
Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden  

Resim 3a 

Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 
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Resim 3c 

 
Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 

 

 

INVERTED T İNSİZYON İLE REKONSTRÜKSİYON(WISE 

PATTERN) 

İnverted T insizyonu ile yapılan onkoplastik prensiplere 

uygun mastektomi  ülsere, sınırlı alanı tutan  hastalık için volüm 

kaybına yol açmasına rağmen uygun bir tedavi yöntemidir.  Cerrahi 

adımlar, meme cildinde insizyon çizimi, sonrasında meme üst 

fleblerin hazırlanması, tümör eksizyonu, cilt stapleri ile şekil ve 

proporsiyonu değerlendirme, sonrasında ise  yeniden şekillendirme 

şeklindedir. Bu adımlar boyunca, nipple areola kompleksinin doğru 

konumlandırılması ve vasküleritenin korunması nekroz riskini 

azaltır.  Bu tekniğin avantajları arasında geniş tümör eksizyonu 

sağlanması, meme konturunun korunması ve simetrinin 

iyileştirilmesi yer alır. Ancak, nipple areola kompleksinin nekrozu, 

(sigara içenlerde, periferik damar hastalığı olanlarda ve radyoterapi 

görmüş hastalarda bu risk daha fazladır.) yara iyileşmesindeki 

--42--



 

problemler ve meme asimetrisi gibi komplikasyonlar 

görülebilir.(GÜLÇELİK & FERAHMAN, 2026)   (resim 4a,b) 

 

Resim 4b 

 
Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 

 

Resim 4a 

Kaynak: Dr. Bülent SULTANOĞLU’nun arşivinden 
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TRANSVERSE RECTUS ABDOMİNİS 

MUSCULOCUTANEOUS FLAP (TRAM) 

TRAM fleb Hartrampf ve ark. Tarafından ilk kez 1982 

yılında bildirilmiştir.  O tarihten bu yana mastektomi yapılan 

hastalarda meme rekonstrüksiyonunun vazgeçilmez yöntemi haline 

gelmiştir.(Hsieh et al., 2014) TRAM fleb otolog meme 

rekonstrüksiyonunda altın standart olarak kabul edilmektedir. 

TRAM fleb operasyonunda rektus abdominis kası kullanılmaktadır. 

Bu nedenle karın duvarı zayıflığı, ventral herni gibi komplikasyonlar 

görülebilmektedir. Güncel cerrahide kas koruyucu tekniklerin (DIEP 

fleb gibi) popülerliği nedeniyle TRAM,  mikrocerrahi imkanı 

olmayan merkezler için halen  daha uygun bir seçenektir.  

SONUÇ  

Ülsere olmuş,  lokal ileri meme kanserli hastalarda cerrahi 

tedavi genellikle palyatif olarak değerlendirilse de  yaşam kalitesini 

arttırır.  Cilt flebi ile yapılan onarımlar, geniş doku kayıplarının 

güvenli bir şekilde kapatılmasını sağlar. Ülsere lezyonların 

komplikasyonlarını  ve yara bakım problemlerini ortadan kaldırır. 

Bu yaklaşım, hem fiziksel hem de psikososyal açıdan hastalar için 

önemli kazanımlar sunar. Bu nedenle, cerrahi tedavinin palyatif 

amaçlı değil tedaviye entegre olarak öncelikli düşünülmesi 

önemlidir. 
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