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DUDúWÕUÕFÕ WDUDIÕQGDQ GD YXUJXODQPÕúWÕU� $VÕO SDWRORML VSLQDO NDQDOGD JHOLúHQ GDUDOPD VRQXFX NDQDO LoLQGH

EXOXQDQ DQDWRPLN \DSÕODUÕQ EDVÕQo DOWÕQGD NDOPDVÕGÕU� $NRQGURSOD]L YH SDJHW JLEL ED]Õ VLVWHPLN LVNHOHW

sistemi hastaOÕNODUÕQGD GDU NDQDO EXOXQDELOPHVLQH UD÷PHQ HQ VÕN J|U�OHQ QHGHQ \DúODQPD\OD JHOLúHQ

GHMHQHUDWLI GH÷LúLNOLNOHUGLU� *HOLúLPVHO RODUDN GDU NDQDOD VDKLS NLúLOHUGH KDVWDOÕ÷ÕQ J|U�OPH ULVNL GDKD

\�NVHNWLU� +DVWDODUGD HQ VÕN J|U�OHQ VHPSWRP DNWLYLWH\OH DUWDQ GiQOHQPH\OH D]DODQ D÷UÕODUGÕU YH WDQÕ VDQWUDO

LOH ODWHUDO GDUDOPDQÕQ J|VWHULOPHVL\OH NR\XOXU� %LUoRN KDVWD NRQVHUYDWLI \|QWHPOHUOH WHGDYL HGLOHELOLU VRQXo

DOÕQDPD]VD GDUDOPD\D QHGHQ RODQ \DSÕODU FHUUDKL RODUDN oÕNDUWÕODELOLU� %X \D]ÕPÕ]GD OXPEDO VSLQDO VWHQoz
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Anahtar Kelimeler:6SLQDO VWHQR]� WDQÕ� WHGDYL

Lumbar spinal stenosis

The concept of stenosis of the lumbar  spinal canal as a cause of lumbar dysfunction was firmly
established by Verbiest His reports have been supplemented by a number of others, which have defined the
scope and import of this problem. The basic pathology in  stenosis is reduction in the dimension of the
container so that the contents are under compression. Although systemic skeletal disorders such as
achondroplasia and paget’s disease are often associated with stenosis, most clinical problems result
acquired changes included by degenerative disease and its consequences. The implication is that persons
with smaller spinal canals are at greater risk of clinical disease. The complaints are accentuated by activity
and controlled by ceasing activity.  Diagnosis of spinal stenosis requires demonstration of reduced canal
dimensions, either centrally or laterally or both. The majority of the patients with lumbar spinal stenosis can
be successfully managed without surgery. Definitive therapy for stenosis is decompression, and this requires
surgical removal of offending structures. With this article we reviewed the lumbar spinal stenosis under light
of recent literature and with our clinical experience. [Journal of Turgut Özal Medical Center 1997;4(2):
236-242]
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øQ|Q� hQLYHUVLWHVL 7ÕS )DN�OWHVL 2UWRSHGL YH WUDYPDWRORML $QDELOLP 'DOÕ� 0DODW\D

Lumbar spinal stenoz; santral spinal kanal,
ODWHUDO UHFHVV YH LQWHUYHUWHEUDO �Q|UDO� IRUDPLQDOHUÕQ

\XPXúDN GRNX YH�YH\D NHPLNVHO GH÷LúLNOLNOHU

QHGHQL LOH GDUDOPDVÕGÕU� 'DUDOPD� NRQMHQLWDO YH\D

edinsel olabilir. Bu daralma nöral elementler

�]HULQH EDVÕ \DSDUDN EHO D÷UÕVÕQD YH DOW

ekstremitelerde nörolojik defisite neden olur.

6SLQDO VWHQR]XQ WDQÕPODQPDVÕ ROGXNoD \HQLGLU�

øON RODUDN ���� \ÕOÕQGD 9HUELHVW WDUDIÕQGDQ

WDQÕPODQPÕú YH ���� \ÕOÕQGD OLWHUDW�UH JLUPLúWLU
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(1,2). 0RGHUQ GLDJQRVWLN \|QWHPOHULQ JHOLúPHVL LOH

HULúNLQOHUGH RUWD\D oÕNDQ EHO D÷UÕODUÕQGD� GLNNDWOHULQ

EX GXUXPXQ DUDúWÕUÕOPDVÕQD \|QHOWLOPHVL �]HULQH�

|]HOOLNOH VRQ �� \ÕO LoHULVLQGH WHúKLV YH WHGDYLVLQGH

E�\�N LOHUOHPHOHU ND\GHGLOPLúWLU�

Patofizyoloji ve Patoanatomi

.RQMHQLWDO� JHOLúLPVHO VWHQR]GD SULPHU SUREOHP

NDQDOÕQ ER\XWXQXQ \HWHUVL] ROPDVÕGÕU� 7HRULN RODUDN

konjenital spinal stenoz embriyonel hayatta vertebra
cisim ve pediküllerde büyümenin veya füzyonun
SUHPDW�UH GXUPDVÕ VRQXFX PH\GDQD JHOLU� 6SLQDO

VWHQR] YDNDODUÕQÕQ N�o�N ELU NÕVPÕQÕ ROXúWXUXUODU YH

EHUDEHULQGH VSLQD ELILGD RFFXOWD JLEL ED]Õ NRQMHQLWDO

VSLQDO DQRPDOLOHUH HúOLN HGHUOHU ���� /LWHUDtürde
küçük seriler halinde ailesel konjental lumbal
VWHQR]ODU \D\ÕQODQPÕúWÕU ������

(GLQVHO VWHQR]GD LVH SULPHU HWNHQ� \DúODQPD LOH

EHUDEHU JHOLúHQ GLVN GHMHQHUDV\RQXQD GL÷HU

patolojilerin eklenmesidir. 1984de  Kirkaldy-Willis
\DSWÕNODUÕ RWRSVL oDOÕúPDODUÕQGD KHUELU VHYL\HGH ELU

disk, alt ve üst vertebral cisimler ile faset
HNOHPOHUGHQ ROXúDQ WULSOH HNOHP NRPSOHNVLQL

WDQÕPODPÕúODUGÕU YH EXQD IRQNVL\RQDO VSLQDO �QLWH

DGÕQÕ YHUPLúOHUGLU ���� .RPSOHNVLQ NRPSRQHQWOHUL

DUDVÕQGD |\OH ELU LOLúNL YDUGÕU NL� Kerhangi birindeki
ELU GH÷LúLNOLN ]DPDQOD GL÷HU LNLVLQL GH HWNLOH\HFHNWLU�

(÷HU EX GH÷LúLNOLNOHU FLGGL ROXUVD NDQDOÕ GDUDOWDFDN

YH VSLQDO VWHQR]XQ NOLQLN VHPSWRPODUÕ RUWD\D

oÕNDFDNWÕU� ùHNLO � GH GH÷LúLN OXPEDO VWHQR]

YDNDODUÕQGD YHUWHEUDO DQRPDOLOHU J|U�OPektedir
(7,8)  �ùHNLO ���

'LVN GHMHQHUDV\RQX VRQXFX JHOLúHQ QXNOHXV

SXOSR]XV YH DQQXOXV OLIOHULQGHNL \XPXúDPD YH

fragmentasyon,  faset eklemler  üzerine gelen
\�NOHULQ DUWPDVÕ LOH GLVNWH SRVWHULRUH KHUQLDV\RQD

QHGHQ ROXU� %|\OHFH JHOLúHQ LQVWDELOLWH� RVWHREODVWLN

DNWLYLWHQLQ DUWPDVÕQD VRQXoWD YHUWHEUDO FLVLPOHULQ

PDUMLQDO NHQDUODUÕQGD RVWHRILWLN GH÷LúLNOLNOHUH \RO

açar. Faset eklemlerde  fleksiyon ve ekstansiyon
hareketleri ile bu eklemlere olan tekrarlayan
PLQLPDO WUDYPDODUOD ROXúDQ VLQRYLW LOHUOHGLNoH�

HNOHP NÕNÕUGD÷Õ LQFHOLU YH IDVHW HNOHP NDSV�O�

JHYúH\HUHN HNOHP ODNVLVLWHVLQH YH KLSHUPRELOLWH\H

QHGHQ ROXU� )DVHW HNOHPOHUGHNL JHYúHPH GDKD JHQLú

vertebral harekete izin vererek invertebral diskdeki
dejeMHUDV\RQX YH RVWHRILW ROXúXPXQX DUWÕUÕU� %X

SDWRORMLN \DSÕODU KDUHNHW VHJPHQWLQL VWDELOL]H

etmekle beraber
VSLQDO NDQDOÕ

GDUDOWÕUODU� øQIHULRU

faset üzerindeki
osteofitler, santral
kanal stenozuna neden
olurken, superior
eklem faseti
üzerindekiler, spinal
NDQDOÕQ ODWHUDO

recess’inde daralmaya
neden olur Böylece
disk dejenerasyonunu
takiben faset
eklemler, lig. flavum,
epidural venöz
\DSÕODU� ODPLQD YH

pediküller stenoza
NDWÕOÕU ������

Lumbar
YHUWHEUDQÕQ VWHQR]X�

nöral ve vaskuler
\DSÕODUÕQ KHU LNLVLQGH

GH NRPSUHV\RQ ROXúWXUDELOLU� $÷UÕ YH SDUHVWH]L JLEL

nörolojik semptomlar  direkt nöral impingementden
ROXúDELOHFH÷L JLEL DUWHU\HO REVWUXNVL\RQ YH�YH\D

YHQ|] KLSHUWDQVL\RQ LOH LOLúNLOL RODELOLU �����  

6ÕQÕIODPD

Arnoldi ve ark. spinal stenozu patolojik olay
WHPHO DODUDN ELU NODVLILNDV\RQ úHPDVÕ WDQÕPODPÕúWÕU�

Bu klasifikasyon, spinal stenozu konjenital/
JHOLúLPVHO YH DNNL] RODUDN D\ÕUÕU ���

 (Tablo 1).

.RQMHQLWDO�JHOLúLPVHO VSLQDO VWHQR] JHQHOOLNOH

VDQWUDOGÕU� øGLRSDWLN NRQMHQLWDO GDUDOPD JHQHOOLNOH

kanal ölçümünün bir boyutunu gösterir, bunun
GÕúÕQGD KDVWD QRUPDOGLU� $QFDN� EX KDVWDODUGD

GLVNOHU YH IDVHW HNOHPOHULQ GHMHQHUDWLI GH÷LúLNOLNOHUL

VRQXFX ]DPDQOD VHPSWRPODU JHOLúHELOLU�

Akkiz stenoz genellikle vertebrDQÕQ GHMHQHUDWLI

GH÷LúLNOLNOHULQH VHNRQGHUGLU� )DVHW DUWURSDWLVL YH

RVWHRILW IRUPDV\RQXQX LoHUHQ NHPLNVHO GH÷LúLNOLNOHU

PHYFXWWXU� $\UÕFD GLVN EXOJLQJL YH OLJDPHQWXP

IODYXPXQ KLSHUWURILVL JLEL \XPXúDN GRNX

DQRUPDOOLNOHUL VSLQDO VWHQR]X DUWÕUÕU�

ùHNLO �. Lumbal stenoz tipleri. A:
Normal kanal  B:
.RQMHQLWDO� JHOLúLPVHO

stenoz C: Dejeneratif
stenoz  D: Disk
herniasyonu ile beraber
NRQMHQLWDO�JHOLúLPVHO

stenoz  E: Dejeneratif
stenoz ile beraber
NRQMHQLWDO�JHOLúLPVHO

stenoz
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7DQÕ

'HMHQHUDWLI VSLQDO VWHQR] HQ VÕN /��� YH /��6�

VHJPHQWOHULQGH PH\GDQD JHOLU� �� \Dú YH \XNDUÕVÕ

KDVWDOÕ÷Õ RODUDN ELOLQPHNOH EHUDEHU GDKD HUNHQ

\DúODUGD GD VHPSWRPDWLN RODELOLU� (UNHNOHUGH � NDW

GDKD VÕN J|U�O�U �������

Spinal stenozun tüm formlaUÕQGD KDVWDOÕ÷ÕQ

GR÷DO VH\ULQGH VHPSWRPODU VLQVL JHOLúLU� 6HPSWRPODU

JHQHOOLNOH ELU NDo D\�\ÕOGÕU PHYFXWWXU� WUDYPD YH\D

D÷ÕU ELU DNWLYLWH LOH DJUHYH ROXU� VHPSWRPODU QDGLUHQ

DNXW EDúODU� +DVWDODUÕQ oR÷X PLQLPDO úLND\HW YH IL]LN

EXOJXODUÕQD NDUúÕOÕN EHOLUgin röntgenografik
EXOJXODUD VDKLSWLU�%HO D÷UÕVÕ YH\D VL\DWLN YH\D KHU

LNLVL HQ VÕN úLND\HWWLU� %HO D÷UÕVÕ EDFDN D÷UÕVÕQGDQ

GDKD WLSLNGLU� +DVWDODUÕQ WLSLN GLVN KHUQLDV\RQXQGDQ

D\ÕUÕFÕ WDQÕVÕ \DSÕOPDOÕGÕU �7DEOR ���

+DVWDODUGD HQ EHOLUJLQ úLND\HW DNWLYLWH\OH

EDúOD\DQ YH LVWLUDKDWWD KDILIOH\HQ úLGGHWOL D÷UÕODUGÕU�

$\DNGD GXUPD YH\D \�U�PH JLEL OXPEDO YHUWHEUDQÕQ

HNVWHQVL\RQX LOH RUWD\D oÕNDQ UDGLNXOHU D÷UÕ� GX\X YH

PRWRU ND\ÕSODU� LVWLUDKDW� o|PHOPH YH\D |QH GR÷UX

H÷LOPH JLEL KDUHNHWOHUGH DUWDQ OXPEDO YHUWHEra
IOHNVL\RQX LOH D]DOÕU� %X WLS Q|URORMLN

klaudikasyonun vaskuler orjinli klaudikasyodan
D\ÕUÕPÕ J�o ROPDNOD EHUDEHU úDUWWÕU� $UWHU\HO

NODXGLNDV\R YH VSLQDO VLQLU N|N� LUULWDV\RQXQD ED÷OÕ

Q|U|ORML NODXGLNDV\R DUDVÕQGD ELU oRN IDUNOÕOÕNODU

YDUGÕU �7DEOR �).

$OW HNVWUHPLWHOHUGH D÷UÕQÕQ GD÷ÕOÕPÕ VWHQR]XQ

\HULQH ED÷OÕGÕU� 1|URORMLN NODXGLNDV\R� LOHUOHPLú

santral kanal ve lateral recess sendromlu hastalarda
VÕNWÕU� IRUDPLQDO VWHQR]GD QDGLUGLU� 2UWD GHUHFHGH

ODWHUDO VWHQR] YH IRUDPLQDO VWHQR] GD D÷UÕ JHQHOOLNOH

kalçalar üzerinde ve uylukta merkezlenir ve
NDOoDQÕQ SULPHU RVWHRDUWULWLQL WDNOLW HGHELOLU� %X

GXUXPXQ WHGDYL SODQODPDVÕ |QFHVL D\ÕUÕPÕ úDUWWÕU�

Fizik bulgular belirsiz veya  normaldir.
*HQHOOLNOH OXPEDU ORUGR]GD G�]OHúPH YH YHUWHEUDO

KDUHNHW VÕQÕUODUÕQGD D]DOPD EXOXQXU� 9HUWHEUD

KDUHNHWL KLSHUHNVWHQVL\RQGD D÷UÕOÕ YH NÕVÕWOÕ ROPDNOD

Tablo 1. 6SLQDO VWHQR] VÕQÕIODPDVÕ

I. Konjenital stenoz
II. *HOLúLPVel  stenoz

A. Idiopatik
B. Kromazal anomali veya mutasyon

1. Akondroplazi
2. 'L÷HUOHUL � +LSRNRQGURSOD]L� GLVWURILN F�FHOLN�

Morquio sendrom herediter multiple exostoses,
cheirolumbal dizostosis

III. Edinsel stenoz
A. Dejeneratif

1. Santral
2. Periferal ( lateral recess ve sinir kökü)
3. Dejeneratif spondilolistesis

B. .RPELQH� NRQMHQLWDO YH JHOLúLPVHO VSLQDO VWHQR] LOH GLVN

KHUQLDV\RQODUÕ

C. Spondilolistetik/ Spondilolitik
D. Iatrojenik

1. Postlaminektomi
2. )�]\RQ VRQUDVÕ

3. Postchemonucleolisis
E. Posttravmatik,
F. Metabolik

1. Paget’s disease
2. Fluorosis
3. Epidural lipomatosis
4. Akromegali
5. Pseudogut

G. 'L÷HUOHUL

1. Ankylozan spondilit
2. Posterior longitudinal ligament ossifikasyonu
3. Diffuz idiopatik skeletal hiperosteosis
4. Ligamentum flavum kalsifikasyonu veya

ossifikasyon
5. %LUOHúLN RULMLQOL OXPERVDFUDO VLQLU N|NOHUL

Tablo 2. 'LVN KHUQL YH OXPEDO VSLQDO VWHQR]GD D\ÕUÕFÕ

WDQÕ

Disk herniasyonu Spinal stenoz
<Dú

%HO D÷UÕVÕ

Bacak a÷UÕVÕ
Neurolojik bulgu
Tension signs
Stress signs
Plain x-ray
Myelogram
CT scan
MRI

50 den ↓
%HOLUJLQ GH÷LO

Evet
+
+
-
-
+
+
+

50 den ↑
Belirgin
Evet
-
+
+
+
+
+
+

Table 3. Vasküler ve nöURORMLN NODGLNDV\RGD D\ÕUÕFÕ WDQÕ

Vasküler Kladikasyo Nörojenik kladikasyo
A÷UÕ oR÷X NH] ELODWHUDO

A÷UÕ JHQHOOLNOH EDFDNODUGD�

A÷UÕ KHU SR]LV\RQGD D\QÕ

A÷UÕ her türlü fiziksel
aktiviteyle artar

A÷UÕ istirahatle birkaç
dakikada geçer

A÷UÕ \RNXúWD DUWDU

A÷UÕ NUDPS WDU]ÕQGD

Nabazanlarda azalma veya
tamemen kaybolma

CLOWWH� NÕOODUGD� YH WÕUQDNODUGD

GH÷LúLNOLNOHU

Normal X-Ray, CT, MRI
EXOJXODUÕ

A÷UÕ ELODWHUDO ED]HQ XQLODWHUDO

A÷UÕ EHOGH NDOoD oHYUHVL YH

bacaklarda
A÷UÕ VSLQDO IOHNVL\RQGD D]DOÕr

ekstansiyonda artar
A÷UÕ HNVWDQVL\RQGD \DSÕODQ

hareketlerle artar
A÷UÕQÕQ JHoPHVL GDKD X]XQ

V�UH DOÕU�

A÷UÕ \RNXúWD D]DOÕU

A÷UÕ G\VHVWH]LD LOH EHUDEHU

\DQÕFÕ WDU]GD

Normal nabazanlar

Normal FLOW EXOJXODUÕ

Diagnostik bulgular
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EHUDEHU IOHNVL\RQGD QRUPDOGLU� 'LVWDO QDEÕ]ODU

güçlüdür ve kalça hareketleri genellikle tam ve
D÷UÕVÕ]GÕU� øVWLUDKHWWH VLDWLN VLQLU JHUPH WHVWL

KDVWDODUÕQ VDGHFH ��� �QGH pozitiftir. Bazen spesifik
GHUPDWRPDO ELU VDKDGD GX\X GH÷LúLNOLNOHUL

saptanabilir (11).

En belirgin fizik muayene bulgusu istirahetde
Q|URORMLN EXOJXODUÕQ ROPDPDVÕGÕU� 6SLQDO VWHQR]OX

KDVWDODUGD� KÕ]OÕ \�U�PHVL LVWHQGL÷LQGH� D÷UÕ

EHOLUJLQOHúLU |QFH GX\X WDNLEHQ PRWRU

VHPSWRPODUGDQ úLND\HW HGHU EX EXOJXODU Q|URORMLN

PXD\HQHGH GH VDSWDQDELOLU� (÷HU KDVWD \�U�PH\H

GHYDP HGHUVH ELU VWRRS SRVWXUH DOÕU� gQH GR÷UX

H÷LOPH LKWL\DFÕ KLVVHGHU YH EX úHNLOGH VHPSWRPODU

hafifler (7).

6SLQDO VWHQR]XQ LOHUOHPLú IRUPODUÕQGD

LVWLUDKHWWHGH D÷UÕ YH Q|URMHQLN PHVDQH JHOLúHELOLU�

Bu nedenle mesane ve barsak fonksiyonundaki
GH÷LúLNOLOHUL DUDúWÕUPDOÕ� VILQNWHU WRQXVX YH

JHUJLQOL÷LQL YH VDNUDO GX\X PXD\HQHVLQL LoHUHQ

Q|URORMLN PXD\HQH \DSÕOPDOÕGÕU�

Radyoloji

Plain radyografiler , Santral spinal stenozun
WHúKLVLQH \DUGÕPFÕ ROPDNOD EHUDEHU Q|UDO IRUDPLQD\Õ

YH \XPXúDN GRNX \DSÕODUÕQÕ GH÷HUOHQGLUPHGH

\HWHUVL]GLU� D\UÕFD NHPLNVHO DQRUPDOOLNOHULQ oR÷XQX

UXWLQ JUDILOHUOH GH÷HUOHQGLUPHN J�oW�U�

3ODLQ JUDILOHUGH� JHQHOOLNOH \DúOD GH÷LúHQ

YHUWHEUDQÕQ GHMHQHUDWLI GH÷LúLNOLNOHUL J|U�OHELOLU�

/XPEDU ORUGR]XQ G�]OHúPHVL� LQWHUYHUWHEUDO

PHVDIHQLQ GDUDOPDVÕ LOH ELUOLNWH GLVN GHMHQHUDV\RQX

J|U�OHELOLU� øQWHUSHGLN�OHU PHVDIHGH D]DOPD� IDVHW

eklem hipertrofisi,  hipertrofik osteoartritik spurlar,
dejeneratif spondilolistezis veya retrolistezis
EXOXQDELOLU� 2VWHRSRUR]� 3DJHW KDVWDOÕ÷Õ� YH

'ZDUIL]P JLEL LVNHOHW VLVWHPLQLQ ER]XNOXNODUÕ

belirlenebilir.

Myelografi :  CT ve MR görüntülemenin
NXOODQÕPD JLUPHVLQGHQ |QFH VSLQDO VWHQR]XQ SULPHU

WHúKLVL P\HORJUDIL LOH \DSÕOÕUGÕ� øQYD]LI ELU SRVHG�U

ROPDVÕ� GDUDOPDQÕQ NHPLNVHO YH\D \XPXúDN GRNX

GH÷LúLNOLNOHULQH ED÷OÕ ROXS ROPDGÕ÷ÕQÕ NHVLQ RODUDN

göstermemesi ve dejeneratif stenozlu hastalarda
NDQDOÕQ LOHUL GHUHFHGH GDUDOPDVÕ LOH P\HORJUDIL\L

yapmaktaki güçlükler nedeniyle son zamanlarda
QDGLUHQ NXOODQÕOPDNWDGÕU�

Computerize Tomografi: &7� GDUDOPDQÕQ

derecesi kadar stenozun lokalizasyonu ve nedenini
GH÷HUOHQGLUPHGH P�NHPPHO ELU PHWRGGXU� *HUHN

\XPXúDN GRNX JHUHNVH NHPLVHO DQRUPDOOLNOHULQ KHU

LNLVLQL GH GHWD\OÕ RODUDN GH÷HUOHQGLUPH RODQD÷Õ

VD÷ODU� $\UÕFD VDQWUDO NDQDO NDGDU� Q|UDO IRUDPLQD YH

lateral recessi de gösterir. Bu tip foraminal veya
lateral recess stenozu myelografi ile nadiren
EHOLUOHQHELOLU YH � ER\XWOX DUGÕúÕN &7 GH GDKD L\L

GH÷HUOHQGLULOLU� &7� |]HOOLkle myelografi ile parsiyel
YH\D NRPSOHW P\HORJUDILN EORN DúD÷ÕVÕQGDNL

YHUWHEUDO VHYL\HOHUL GH÷HUOHQGLUPH GH \DUDUOÕGÕU�

Literatürde CT görüntülerine dayanarak pek çok
|Oo�P WDQÕPODQPÕúWÕU DQFDN EXQODU oR÷X NH]

KDVWDQÕQ NOLQL÷L\OH GLUHNW LOúNL J|VWHUPH]OHU bu
QHGHQOH UXWLQ WDQÕ NULWHUOHUL LoLQGH GH÷LOGLUOHU �ùHNLO

��� &7�0\HORJUDIL X\JODQGÕ÷ÕQGD GDUDOPÕú GXUDO

NHVHQLQ J|VWHULOPHVL GDUDOPÕú NHPLN \DSÕQÕQ

göstarilmasinden klinikle daha uyumludur (12).

MRI : /XPEDO 'LVN KDVWDOÕ÷ÕQÕQ WHúKLVLQGH HQ

E�\�N JHOLúPH 05,¶ ÕQ X\JXODPD\D JLUPHVL LOH

ROPXúWXU� 05 J|U�QW�OHPH LOH PXOWLSODQDU J|U�QW�

HOGH HWPH YH L\RQL]H HGLFL UDG\DV\RQXQ ROPD\ÕúÕ

DYDQWDMÕQD VDKLSWLU�

MRI ; CT ve myelografinin özelliklerini en iyi
NRPELQH HGHU� 7� D÷ÕUOÕNOÕ DNVLDO J|U�QW�OHU &7

VFDQODUD EHQ]HU J|U�QW�OHU VD÷ODU� 7� J|U�QW�OHU GH

%26¶ QÕQ P\HORJUDILN HWNLVL LOH W�P OXPEDU YHUWHEUD

ER\XQFD VWHQR]XQ GHUHFHVL YH JHQLúOL÷L

GH÷HUOHQGLULOLU� 05,¶ ÕQ GH]DYDQWDMÕ� &7 \H J|UH

NHPLNVHO GHWD\ODU WDP RODUDN GH÷HUOHQGLULOHPH]�

6D÷LWWDO 05, J|U�QW�OHU VSRQGLOROLVWH]LVL

GH÷HUOHQGLUPH GH P�NHPPHOGLU� 05, ED]Õ

ùHNLO �. CT scan ile ölçüOHELOHFHN GH÷HUOHU� 'HMHQHUDWLI VWHQR]GD

YHUWHEUDO GH÷LúLNOLNOHU
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hastalarda pars defektlerini göstermekle beraber CT
ve/veya Plain grafiler teúKLVL GR÷UXODPDGD JHUHNOL
RODELOLU� 05, VWHQR]XQ W�P IRUPODUÕQÕQ
GH÷HUOHQGLULOPHVLQGH |]HOOLNOH IRUDPLQDO VWHQR]XQ
GH÷HUOHQGLULOPHVLQGH P�NHPPHOGLU YH LQIHNVL\RQ
YH\D W�P|U ú�SKHOHQLOGL÷LQGH GHMHQHUDWLI KDVWDOÕ÷ÕQ
WHúKLVLQL GR÷UXODPDGD P�NHPPHO ELU PHWRGGXr.

Tedavi

/XPEDO VSLQDO VWHQR]OX KDVWDODUÕQ SHN oR÷X
�������� NRQVHUYDWLI WHGDYL \|QWHPOHUL\OH EDúDUÕ\OD
tedavi edilebilir.11Semptomatik spinal stenozun
NRQVHUYDWLI WHGDYLVL� OXPEDO GLVN KDVWDOÕ÷ÕQÕQ
tedavisi gibidir. Amaç, sinir kökü kompresyonununa
neden RODQ HQIODPDV\RQOD RUWD\D oÕNDQ |GHPL
D]DOWPDNWÕU øVWLUDKDW� DQWL�LQIODPDWXDU�
DQWLVSD]PRGLN YH DNWLYLWHQLQ NÕVÕWODQPDVÕ DNXW DWD÷Õ
hafifletebilir. Bir fleksiyon ortozu veya lumbal
korse, lumbar hareketi azaltmaya ve lumbar
IOHNVL\RQX DUWÕUPD\D \DUGÕPFÕ olabilir. Fizyoterapi;
D÷UÕ\Õ D]DOWPDGD� KDUHNHWL DUWÕUPDGD� DEGRPLQDO YH
SDUDYHUWHEUDO NDVODUÕ NXYYHWOHQGLUPHGH \DUGÕPFÕ
olur. Güçlü narkotikler ve sedatifler nadiren gerekir.
%D]Õ KDVWDODUGD DNWLYLWHQLQ D]DOWÕOPDVÕ LOH ELUOLNWH
GDUDOPÕú VHYL\HQLQ \XNDUÕVÕQGDQ KDIWDGD ELU ROPDN
üzere 3 kez uygulanan epidural steroid ile belirgin
ELU VHPSWRPDWLN UDKDWODPD VD÷OD\DELOLU�

Spinal stenozda cerrahi

Mutlak cerrahi endikasyon; konservatif tedavi
yöntemlerine cevap vermeyen progressif radikuler
nörolojik defisit ve FDXGD HTXÕQD VHQGURPX EXOXQDQ
QDGLU YDNDODUGÕU� %XQXQOD EHUDEHU Q|URORMLN GHILVLWOL
KDVWDODUGD FHUUDKL LoLQ HQ VÕN HQGLNDV\RQ J�QO�N
\DúDP DNWLYLWHOHULQL HQJHOOL\HQ YH\D NÕVÕWOD\DQ
NRQVHUYDWLI WHGDYL\H UD÷PHQ GHYDPOÕ YH úLGGHWOL
D÷UÕGÕU� (Q HWNLOL FHUUDKL WHGDYLQLQ VHoLPL LoLQ NOÕQLN
YH UDG\RJUDILN YHULOHULQ GHWD\OÕ DQDOL]L JHUHNOLGLU�
&HUUDKLQLQ DPDFÕ� P�PN�QVH VSLQDO LQVWDELOLWH\L
DWÕUPDGDQ VLQLU N|NOHUL YH PHGXOOD VSLQDOLVL WDP
olarak dekomprese etmektir.  Hastalarda hafifde
ROVD úLND\HWOHULQ GHYDP HWPHsi genellikle dejeneratif
DUWULWLQ EXOXQPDVÕQGDQGÕU�

Spinal stenozun cerrahisi tedavisi; fuzyonla
EHUDEHU YH\D IX]\RQ \DSÕOPDGDQ VSLQDO
dekompresyondur. Füzyona gerekirse internal
fiksatörler eklenebilir. Dekompresyon ile, dural kese

ve sinir köklerini komprese eden kemiksel ve
\XPXúDN GRNXODU oÕNDUÕOÕOÕU� 'HNRPSUHV\RQXQ
JHQLúOL÷L KHU YDND LoLQ WXWXODQ VSHVLILN DQDWRPLN
sahaya göre belirlenir. Lumbal stenoz için standart
FHUUDKL SURWRNRO� ELOHWHUDO IRUDPLQRWRPLOHUOH JHQLú
bir laminektomidir. DekompresyonuQ \HWHUOL÷LQ
LQVDSWDQPDVÕQGD HQ L\L \|QWHPOHUGHQ ELUL PHGXOOD
VSLQDOLV SXOVDV\RQXQ \HQLGHQ VDSWDQPDVÕGÕU DQFDN
EX GXUXPXQ J|U�OPHGL÷L ED]Õ ROJXODUGD GDKL
P�NHPPHO NOLQLN VRQXoODU DOÕQDELOLU� EX QHGHQOH
GHNRPSUHV\RQXQ NDOLWHVLQL GH÷HUOHQGLUPHGH WHN
EDúÕQD GLNNDWH DOÕQPDPDOÕGÕU�

Spinal füzyon spinal stenozun cerrahisinde
VÕNOÕNOD JHUHNPH]� $QFDN WRWDO IDVHWHNWRPL JHUHNHQ
durumlarda spinal füzyon ve/veye internal fiksatör
HNOHQHELOLU� 6LQLU N|N� EORNODUÕ X\JXODQDUDN D÷UÕQÕQ
ND\QD÷Õ RSHUDV\RQ |QFHVL ORNDOL]H HGLOHELOLU� (÷HU
tek bir sinir kökünün radikal dekompresyonu gerekli
LVH� LODYH VWDELOL]DV\RQ JHUHNPH]� øNL \D GD GDKD
ID]OD IDVHW HNOHPOHULQ oÕNDUÕOPDVÕ� JHQHOOLNOH LODYH
stabilizasyon gerektirir.

/XPEDO VWHQR] LoLQ GHNRPSUHV\RQXQ VRQXoODUÕ�
SULPHU WHúKLVH YH KDVWDOÕ÷ÕQ JHQLúOL÷LQH ED÷OÕGÕU�
6DQWUDO VWHQR]X� GHMHQHUDWLI HNOHP KDVWDOÕ÷Õ YH
multipl seviye tutulumu olan hastalarda sonuçlar,
lokalize,segmental, santral ve lateral recess stenozlu
KDVWDODU NDGDU L\L GH÷LOGLU� +DVWDQÕQ LOHUOHPLú \DúÕ�
D]DOPÕú aktivite seviyesi, opere edilen seviyede disk
PHVDIHVL GDUDOPDVÕ YH RSHUDV\RQ |QFHVL EX VHYL\HGH
KDUHNHWLQ ROPD\ÕúÕ� IX]\RQX JHUHNVL] \DSDU�
6DQGHUVRQ YH DUNDGDúODUÕ VSRQGLOROLVWHVLV� ODWDUDO
VWHQR] YH VDQWUDO VWHQR]GDQ ROXúDQ VHULOHULQGH
FHUUDKL VRQUDVÕ eQ L\L VRQXoODUÕ VDQWUDO VWHQR]
YDNDODUÕQGD DOGÕNODUÕQGD ELOGLUPLúOHUGLU �����
Literatürde her ne kadar spinal stnoz da cerrahi
WHGDYL\OH EDúDUÕOÕ VRQXoODU ELOGLULOPHNOH ELUOLNWH
.DW] EXQODUÕQ oR÷X NH] EXQODUÕQ NÕVD G|QHP VQXoODU
ROGX÷XQX ELOGLUL\RU NHQGL VHULVLQGH ELULQFL \ÕO
VRQXQGD �� RODQ N|W� VRQXoODUÕQÕQ EHúLQFL \ÕOGD
���¶ H oÕNWÕ÷ÕQÕ EX QHGHQOH FHUUDKL HQGLNDV\RQODUGD
NRQVHUYDWLI GDYUDQÕOPDVÕQÕ |QHUPHNWH �����

Olgu sunumu

.OLQL÷LPL]GH DNXW D÷UÕ\OD EDúYXUDQ Q|URORMLN
GHILVLW VDSWDQPD\DQ GHMHQHUDWLI YHUWHEUD KDVWDOÕNOÕ
KDVWDODUGD |QFHOLNOH �o J�Q� DúPD\DQ NHVLQ \DWDN
istirahati ile antiinflamatuar ilaçlar ve fizik tedavi
\|QWHPOHUL JLEL NRQVHUYDWLI WHGDYL DUDoODUÕQÕ
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X\JXODPDNWD\Õ]� /XPEDO VSLQDO VWHQR] EXOJXODUÕ
saptanan ve konservatif tedaviye direnç gösteren
YDNDODUGD HSLGXUDO VWHURLG X\JXODPDODUÕ
\DSPDNWD\Õ] YH EXQGDQ GD WDWPLQNDU VRQXoODU
DOPDNWD\Õ]� 7�P WHGDYL \|QWHPOHULPL]H FHYDS
YHUPH\HQ YH GHNRPSUHV\RQ X\JXODGÕ÷ÕPÕ] ELU
olguyu sunuyoruz.

�� \DúÕQGD HUNHN KDVWD ELU \ÕOÕ DúNÕQ V�UH\OH
GHYDP HGHQ EHO YH X\OXN D÷UÕVÕ\OD EDúYXUGX� $÷UÕ
|]HOLNOH \�U�PH VRQUDVÕ DUWÕ\RUPXú� 6RQ ]DPDQODUGD
��� P� \�U�G�NWHQ VRQUD RWXUXS GLQOHQPH LKWL\DFÕ
KLVVHGL\RUPXú�

Nörolojik muayenede pozitif bulgu sapanmayan
KDVWDGD DNWLYLWH VRQUDVÕQGD EHO YH X\OXN D÷UÕODUÕ\OD
beraber alt ekstremitelerde asimetrik duyu ve motor
ND\ÕSODU VDSWDQGÕ�

7�P VLVWHPLN YH ODERUDWXYDU EXOJXODUÕ QRUPDO
VÕQÕUODUGD RODQ KDVWDQÕQ oHNLOHQ P\HOR�&7 VLQGH /4-5

S1 seviyelerinde  santral kanal ve lateral recess’
OHUGH EHOLUJLQ VWHQR] VDSDWDQGÕ �ùHNLO ���

ho D\Õ DúNÕQ V�UH X\JXODQDQ W�P NRQVHUYDWLI
tedavi yöntemlerine cevap vermeyen hastaya L4, L5

ve S1 seviyelerinde total laminektomi ve
IRUDPLQDWRPL X\JXODQGÕ� 3RVW�RSHUDWLI G|QHPGH
KDVWDGD WDP ELU L\LOHúPH VD÷ODQGÕ�

'HNRPSUHV\RQXQ .RPSOLNV\RQODUÕ

1� øQVWDELOLWH� 'HNRPSUHV\RQGDQ VRQUD VÕN
GH÷LOGLU� øQVWDELOLWH� SUHRS� JUDILOHUGH
belirlenemeyen ancak postop. fleksiyon-ekstensiyon
grafilerinde vertebral cisimlerin translasyonu
(spondilolistezis) veya 6 dereceden fazla
angulasyonunun tespit edilmesidir. Ekstensiv radikal
dekompresyonlar, özellikle multiseviyelerde daha
fazla listezise neden olur. Osteoporoz ve önceden
küçük kompresyon fraktürlerinin mevcudiyetinde
dekompresyona fuzyonun eklenmesi
GH÷HUOHQGLULOPHOLGLU� 3UHRSHUDWLI VSRQGLOROLVWH]LV YH
subtotal veya total fasetektomi ile multiple seviye
UDGLNDO GHNRPSUHV\RQ \DSÕODQODUGD WHUFLKHQ
transpedikuler instrumentasyon kullanarak fuzyon
eklenmelidir.

2� 'XUDO \ÕUWÕNODU � 2SHUH HGLOHQ KDVWDODUÕQ ��
LQGH PH\GDQD JHOLU U� 'XUDO \ÕUWÕNODU SULPHU RODUDN
RQDUÕOGÕ÷ÕQGD X]XQ G|QHP VRQXoODUÕ L\LGLU��

3- Araknoiditis : Tedavinin sonucunu kötü
HWNLOH\HQ LQWUDWHNDO ILEUR]LVGLU� $PHOL\DWWD GRNXODUÕQ
NRUXQPDVÕ LOH |QOHQHELOLU� (SLGXUDO NDQDPD
DUDNQRLGLW ULVNLQL DUWÕUÕU�

4� øQIHNVL\RQ � VÕN GH÷LOGLU� ���� DUDVÕGÕU� 7�P
VSLQDO LQIHNVL\RQDUGD ROGX÷X JLEL WHGDYL HGLOLU�
Erken cerrahi drenaj, debridman, irrigasyon,  uygun
DQWLEL\RWLNOHU VÕNOÕNOD JHUHNOLGU $QFDN DQWLEL\RWLN
NXOODQÕPÕ KLo ELU ]DPDQ X\JXQ FHUUDKL GUHQDMÕQ
yerini tutmaz.

5� 6LQLU LQMXULVL � +DVWDODUÕQ NRUNWX÷X NDGDU VÕN
GH÷LOGLU� 6LQLU N|N� LQM�ULVL IX]\RQ VÕUDVÕQGD LQWHUQDO
ILNVDV\RQ NXOODQÕOGÕ÷ÕQGD GDKD VÕNWÕU�

3VRGRDUWUR]� X\JXQ VWDELOL]DV\RQ \DSÕOGÕ÷ÕQGD
JHOLúPH]�

/DPLQHNWRPL E|OJHVLQGH \HQL NHPLN ROXúXPX�
g]HOOLNOH FHUUDKL |QFHVL YH\D VRQUDVÕ JHOLúHQ
LQVWDELOLWH EXQXQ HQ E�\�N QHGHQLGLU YH VRQXoODUÕ
N|W� \|QGH HWNLOHU� <DSÕODQ ELU oDOÕúPDGD ��� \ÕOOÕN
WDNLS VRQXQGD YDNDODUÕQ ���¶ LQGH GH�LúLN
GHUHFHOHUGH \HQL NHPLN ROXúXPX VDSWDQPÕúWÕU� 15
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