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hastalarin %98.5 inin Dysport’
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Genel Bilgiler ve Editérler Kurulu Politikasi

TJOFPS (Turkish Journal of Facial Plastic Surgery) yazi dili
Turkge ve ingilizce olan Ocak, Mayis ve Eylul aylarinda
olmak Gzere doért ayda bir, yilda Ug kez yayimlanan
hakemli bir dergi olup orijinal makale, literattr gézden
gecirmeleri, olgu sunumlari, teknik bildirileri ve uzman
goruslerini yayinlar. Her makalenin baginda yazi bashg,
ozet ve ‘medline” kurallarina gére dizenlenmis anahtar
kelimelerin ingilizceleri verilmektedir.

Tum yazilar bilimsel katkilari, 5zgunldkleri ve icerikleri
acisindan bilimsel komite tarafindan bagimsiz hakemlik
ilkelerine gore degerlendirilir. Derginin editoryal ve

yayin sdregleri International Committee of Medical
Journal Editors (ICMJE), the World Association of Medical
Editors (WAME), the Council of Science Editors (CSE),

the Committee on Publication Ethics (COPE), and

the European Association of Science Editors (EASE)

gibi uluslararasi kuruluglarin kurallarina uygun olarak
sekillenmektedir.

TJOFPS ‘de yayinlanan ifadeler ya da gorusler editérler,
yayin kurulu ya da yayincinin degil yozqr(lar)ln gorus ve
bakis agisini yansitmaktadir; yayinlanan igerige ait nihai
sorumluluk yazarin kendisine aittir.

Bilimsel ve Etik Sorumluluk

Yazarlar, bilimsel verilerinin dogrulugundan bizzat
sorumludurlar. Kisilerin yazarlik hakkini, galismaya
verdikleri katkiya uygun olarak elde ettikleri kabul edilir.

Yazarlk haklarina riayet etmek, hayalet ve lUtuf yazarliga
imkan vermemek igin'Yazar Katki Formu’, sorumlu yozar
tarafindan doldurulmalidir.

Makalede, bir kitap veya yayinda yayimlanmig bir
goruntd kullanilmasi durumunda, yayin sahibi ve
yayimlayici kurumdan yazili izin alinmasi ve génderim
asamasinda s6z konusu iznin Yayin Kurulu'na sunulmasi
gerekmektedir.

Ust yazida, galisma kapsaminda incelenen kisilerden
veya yasal vasilerinden ‘bilgilendiriimis onam formu’
(‘informed consent”) ve galigilan kurumun etik
kurulundan ‘etik kurul izni* alinip/alinmadigr veya
galismada insan deneyleri ile ilgili 1975'te yayimlanan
Helsinki Bildirgesine uyulup/uyulmadidi belirtilmeli, varsa
aksi durumlar agiklanmalidir. Deneysel ¢calismalar ve
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ilag arastirmalarinda, Dinya Tip Dernegi “World Medical
Association (WMA)" tarafindan belirlenen “Declaration
of Helsinki-Ethical Principles for Medical Research
Involving Human Subjects” ve “Guide for the Care and
Use of Laboratory Animals” ile ilgili etik komisyon raporu
istenecektir.

Arastirmalara yapilan her tarlt yardim ve diger
desteklerin alindig kisi ve kuruluglar beyan edilmeli ve
cikar gatigmasiyla ilgili durumlar agiklamak amaciyla
‘International Committee of Medical Journal Editors”
(ICMJE) Potansiyel Gikar Gatigmalari Bildirim Formu
doldurulmalidir.

Telif Hakki

Yazarlar, yazinin degerlendirme agsamasindan itibaren,
ulusal ve uluslararasi yasalar gergevesindeki her tarlt
telif hakkini dergiye devreder. Bunun igin, tim yazarlar
tarafindan imzalanan “Yayin Hakki Devir Formu’, yazinin
sisteme yUklenmesi asamasinda dergiye ayrica
gonderilmelidir. Yazilarda kullanilan metin, tablo, sekil,
resim ve her tarlU igerigin, ulusal ve uluslararasi telif
haklarina konu olabilecek mali ve hukuki sorumlulugu
yazarlara aittir. Yayima kabul edilen makalenin yayin
hakki, alinan telif hakki devri dogrultusunda TJOFPS'ye
gecer. Daha énce herhangi bir dilde basiimig yazilar
dergide basiimak tzere degerlendiriimez. Yazarlar
TJOFPS ‘ye gonderdikleri bir yaziyi bagka bir dergiye
goénderemezler. Makalelerde yapilacak tim degisiklerde
yazar ve basimevinin izni alinir.

Ust Yazi

TJOFPS ‘ye gonderilecek tim yazilar, bir “Ust yaz®
igermelidir. Ust yazidar; iletisim kurulacak yazar(lar)in
adres, telefon, faks numaralari ve e-posta adresleri,
yazinin ayni zamanda degerlendirilmek tzere basgka
bir elektronik ya da basil mecraya gonderilip/
goénderilmedigi ve daha énce Turkge ya da bagka bir
dilde yayimlanip/yayimlanmadigi belirtilmelidir. Ayrica,
degerlendirme agamasindaki yazinin degerlendirme
surecindeyken baska bir dergiye génderiimeyecedi
bilgisi agik¢a vurgulanmalidir. Hazirlanan yazi, kagida
basildiktan sonra imzalanmali ve bu haliyle taranarak
Jjpg dosyasina dénustdruldtkten sonra sistemimize
yUklenmelidir. Daha énce baska bir dergiye génderilen,
ancak yayina kabul edilmeyen yazilar igin agiklama
yapilmalidir. Bu yazilarin, énceki hakem raporlarinin
Dergimize gonderilmesi, degerlendirme strecinin
hizianmasini saglayacaktir. Toplantilarda sunulan
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yazilar i¢in organizasyonun tam adl, tarihi, sehri ve tlkesi
belirtilmelidir.

Cevrimici Makale Génderme

Yazilar, A4 kagidi boyutundaki sayfada, 12 punto, 1.5

satir aras! ile Word belgesi (*.doc) olarak hazirlanmal,
turkifps@gmailcom adresine mail olarak
goénderilmelidir.

Bu sistem disindan génderilen yazilar dederlendirmeye
alinmayacaktr. iletigim kurulacak yozarlara, sisteme
kayit olmalarindan sonra, kullanicr adi ve sifre
saglanacaktir. Yazarlarin, tanimlanan kullanicr adi ve
sifre ile makale génderme sistemine girmelerinden
sonra, sistemin yonlendirici bilgilerini dikkatlice okumalari
ve tum bilgileri eksiksiz kaydetmeleri, gereksiz gecikmeleri
onleyecektir. Yazinin resim, gekil, tablo ve kaynak gibi
eklerinin yani sira, “Ust yaz!”, “telif hakki devir formu’,
‘potansiyel ¢ikar ¢atismalari bildirim formu’ ve “etik

kurul izin” formlar gibi gerekli ek belgeler de ayni anda
sisteme yuklenmelidir.

Makalelerin Hazirlanmasi

Yazilarin formati Dergi kurallarina ve ICMJE tarafindan
hazirlanan ICMJE-Recommendations for the Conduct,
Reporting, Editing and Publication of Scholarly Work

in Medical Journals (updated in December 2019-
http://www.icmije.org/icmje-recommendations.pdf)
kurallarina gére duzenlenmeli, sunumu ise uluslararasi
kilavuzlara uygun olmalidir. Randomize galigmalar
CONSORT, gézlemsel galismalar STROBE, tanisal degerli
calismalar STARD, sistematik derleme ve meta-analizier
PRISMA, hayvan deneyli galigmalar ARRIVE ve randomize
olmayan davranig ve halk saghgiyla ilgili galismalar
TREND kilavuzlarina uyumlu hazirlanmalidir.

Makale yaziminda, Turk Dil Kurumu'nun Bilim ve Sanat
Terimleri S6zIUGU ve Tip Terimleri Kilavuzu gibi kaynaklar
kullaniimalidir. Kisaltmalar, 6zet ve ana metin icerisinde
ayri ayri olmak Uzere, ilk kullanimda tanimlanmaili

ve kisaltma, tanimin ardindan parantez igerisinde
verilmelidir. Kisaltmalarin dilimizde kullanilan sekli tercih
edilmelidir (CT yerine BT gibi). Yabanci sézctkler, Turkge
okunuslarina gére yazilmalidir. Dergi, gerekli gérdagu
yerlerde dil ve yazim ile ilgili uygun dtzeltmeleri yapma
hakkini sakli tutar. Yazilar, gerekli géraldugunde dizeltme
yapiimak Gzere sorumlu yazara geri génderilebilir.

Dergiye génderilen yazilar ilk agamada, Editérler

YAZARLARA BILGILER

tarafindan én degerlendirmeye alinir. intinal, kopya

ve mukerrer yazim (*duplication”) agisindan yayin
denetimleri de bu agamada yapillir. Bu tirden etik
sorunlarin saptanmasi durumunda, Committee on
Publication Ethics (COPE) kilavuzlan gergevesinde iglem
yapilacaktir. Bu asamalart gegtikten sonra yazi, gift-kor
yontemle segilmis en az 2 hakeme goénderilir. Hakemler,
yazinin konusuyla ilgili uluslararasi literatdrde yayinlari ve
atiflari olan bagimsiz uzmanlar arasindan segilmektedir.
Arastirmalar, sistematik derlemeler ve meta-analiz
yazilari ayrica istatistik kontroltinden gegirilir. Yazarlar,
metinde bUyUk bir degisiklik yapiimamasi sartiyla,
Editorler tarafindan gerekli gorilen dizeltmelerin
yapilmasini kabul ederler.

Yazilar basima kabul edildikten sonra yozar sayisinda
ekleme, ¢cikarma veya isim sirasinda dedisiklik yapilamaz.
Baslik Sayfasi

Her yazida basglik sayfasi, gevrimigi (‘online”) sisteme ayri
bir Microsoft Word dosyasi olarak ytklenmeli, yazinin
Turkge-ingilizce baghdi, en son akademik dereceleriyle
birlikte yazarlarin tam adlari, galisgmanin yapildigi bolim,
kurum, sehir ve ulke bilgilerini igermelidir. Caligma farkli
kurumlarda gergeklestirildiyse, yazarlarin kurumlarr st
simgeler ile belirtiimelidir. Yazisma adresinde; sorumiu
yazarin tam adl, posta ve e-posta adresleri, telefon ve
faks numaralari yer almalidir. Yazinin igerigi daha énce
herhangi bir sunumun bir pargasi olmussa toplantinin
adl, tarihi ve yeri belirtiimelidir. Finansal Destek Beyani ve
Tesekkur bolumleri de bu sayfada yer almalidir.

MAKALE TiPLERI

A. Ozgun makale

Ozet, Girig, Gereg ve yontem, Bulgular, Tartisma ve
Kaynaklar bélumlerinden olugur.

Ozet

Ozguin makalelerin ézeti 250 kelimeyi gegmemelidir.
Ozette yozinin amaci, gereg ve yontem, bulgular ve
sonug boélumleri kisa ve agik olarak verilmeli, 6zet
boIimU yaz okunmadan da yazi hakkinda fikir verecek
sekilde yapilandiriimalidir. TGm makalelerin Tarkge ve
ingilizce dzeti olmali yazinin ingilizce bagh@ini da igeren
ingilizce dzet, ayrica yaziimalidir. Turkge 6zet Amag,
Gereg ve Yontem, Bulgular ve Sonug alt basliklarin,
ingilizce 6zet ise Purpose, Material and Methods, Results
ve Conclusion alt bagliklarinigermelidir.



Anahtar kelimeler

Turkge ve ingilizce dzetlerin altinda en az 3, en fazla 5
adet kelime veya tamlama verilmelidir. Kisaltmalar,
anahtar kelime olarak kullaniimamalidir.

Girig

Bu bdélimde, konu birkag cumle ile anlatilarak en son
gelismeler verilmeli, gereksiz ayrintilardan kaginilmaili;
bu galismayi yapis nedeni ve amaci agik bir sekilde
anlatiimalidir.

Gereg ve yontem

Calisilan hasta gruplari ya da laboratuvar hayvanlari,
kullanilan geregler ve yéntem, ¢alisma plani, ve kontrol
gruplari agik ve kisa olarak anlatilmalidir. Yararlanilan
istatistiksel analiz ydntemleri ve etik konularla ilgili

izinler yukarida agiklandigr gibi belirtimelidir. Bu bolim,
kullanilan yéntemi uygulamak isteyen birisine 6gretecek
kadar ayrintili, okuyucuyu sikmayacak kadar kisa ve net
olmalidir. Kullanilan ilaglarin ve cihazlarin 6zgun isimleri
ile birlikte Uretici firma adi ve Uretildigi Ulke yaziimalidir.
Bulgular

istatistiksel yontemlerle desteklenmis bulgular ayrintili
olarak verilmelidir. Resim, sekil ve tablolar, metin i¢cinde
verilen bulgulari desteklemeli, ancak tekrar etmemelidir.
Verinin, metin, tablo veya sekil formatindaki sunumlarin
bir tanesinde gosterilmesi yeterlidir. Bu bolimde,
sadece en 6nemli bulgular vurgulanmail, bulgular
diger arastirmalarla kargilastinimamalidir; bu tip
karsilastirmalar tartisma bélimune saklanmalidir.
Tartisma

Calismanin bulgular, ilgili literatr verileri ile
karsilagtirilarak irdelenmeli, 5Snemi ve farki
vurgulanmalidir. Bu bélimde, galismanin eksik yanlari
aclkga belirtimeli ve gerekiyorsa sorunun ¢ézimune
yardimci olacagi dustndlen ¢alisma énerileri
yapilmalidir. Bulgular bélimuande sunulan detaylar tekrar
ediimemeli ve bu bséliumunde belirtiimemis yeni veri
sunulmamalidir. Gérusler sadece galismada bulunan
gerceklerle desteklenecek sekilde sinirlandirimaili,
arastirilmayan ya da gésterilemeyen varsayimlar
tartismaya eklenmelidir.

Ozguin yazilarda, yazi 18 sayfa veya 4500 kelimeyi, kaynak
sayisi 35'i ve resim-grafiklerin sayisi 157 agmamalidir.

B. Derleme

Guncel bir konunun, uzman kigilerce derinligine
incelendigi ve bu kisilerin deneyimlerinin ayrintil literattr
verileri ile sentezlendigi yazilardir. Bu yazilar, bir konunun
klasik bilgi 6tesinde zenginlestirilerek yorumlanmasi
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seklinde olmali ve iliskili en son yayinlar gézden
gegcirilerek hazirlanmalidir. Yazinin 6zeti, alt basliksiz
dtzenlenmelidir; ana metnin alt basliklari ise yazarlar
tarafindan segilebilir.

Bu tar yazilarda, yazi 15 sayfa veya 4000 kelimeyi, kaynak
sayisi 50'yi ve resim-grafiklerin sayisi 20'yi agsmamalidir.
C. Resimlerle bir konu

Bir konunun, resim ve gekil agirlikli olarak sunulmasidir.
Pratikte sik karsilasilan konular seciimeli, yazill boIGm
olabildigince kisa olmali ve konu egitici bir sekilde
sunulmalidir. Yazinin alt bagliklar, yazarlar tarafindan
segilir. Ozete gerek yoktur.

Bu tar yazilarda, yozi 4 sayfa veya 1500 kelimeyi,
kullanilan kaynak sayisi 15'i ve resim-grafiklerin sayisi 30'u
asmamalidir.

D. Olgu sunumu

Egitici degeri olan, ilging ve nadir gorulen olgular
segilmelidir. Ayri bir sayfada, olgunun neden
sunuldugunu ve ana bulgulariniigeren, alt basliksiz

bir sekilde dizenlenmis ingilizce bir dzet bulunmalidir;
TUrkge 6zete gerek yoktur. Yazinin amacini da igeren
kisa bir giristen sonra yorumda, éncelik tastyan kisa
klinik bilgilerle sunuma gegilmeli, tartisma béluminde
olgunun literattr verilerine katkisi vurgulanmalidir.
Olgu sunumlarinin 4 sayfa veya 1500 kelimeyi, kaynak
sayisinin 8'i ve goruntt sayisinin 4G agmamasi gerekir.
E. Nasil yapilir?-teknik bildiri

“Nasil yapilir?” béliumunde, tani ve tedavi pratiginde en
cok yapilan igslemler, konunun uzmani kigilerce anlatilir.
Anlatim kisa ve agik olmali, gerektiginde ¢izimlerle
desteklenmeli ve kullanilan geregler agik isimleri ile
belirtiimelidir. Bu yazilarin baglica amaci, bu iglemleri
yapmak isteyen ilgili uzmanlara yardimci olmaktir.
Genellikle Yayin Kurulu'nun davet ettigi yazarlar
tarafindan hazirlanir.

F. Taniniz nedir?

Egitim amacina dénuk ilging olgularin agik bir sekilde
sunuldugu ve Yayin Kurulu'nun davet ettigi yazarlar
tarafindan hazirlanan yazilardir.

G. Editére Mektup

Son bir yiliginde TJOFPSde yayimlanan bir yazinin
6nemi, gézden kagan hatasi veya bilinmesi gereken
diger ayrintilarinin vurgulandigr yozilardir. Yazarlar,
okurlarin ilgisini gekebilecedini dustinduikleri egitici olgu
ve konular hakkinda da editére mektup génderebilirler.
Okurlarin konuyla iligkili, yorum igeren kendi gorusleri de
bu bélimde sunulabilir.
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Bu tur yazilarin, 2 sayfa veya 500 kelimeyi, kaynak ve
resim sayisinin da 4'G asmamasi gerekir.

IYazi tirleri \fellme (Ozet kelime siniri |Kaynak_sinirilYazar sininfTablo sinirSekil-resim siniri

i sinirie LQ

0zgun Makale 4500 1400 (yapilandiriimis) 50 6% # 7 ya da toplam 15
Derleme 14000 200 100 5 ad 15 ya da toplam 24
Resimlerle  hisoo 400 20 5 o 15 sekil ya da toplam 30
Olgu sunumu [1500 200 &) 5 2 3 sekil ya da toplam 6
Mektup 500 0 i} 4 0 |2 sekil ya da toplam 4

* Gok merkezli ya da multidisipliner galismalarda 6
yazarin Uzerinde olabilir.

@ Baislik sayfasi, kaynaklar; sekil agiklamalan ve tablolar
dahil

Kaynaklar

Kaynaklar ayri bir sayfada, yazi igindeki gegis sirasina
gore T'den baslanarak dizilmelidir.

‘Biomedikal Dergilere Génderilen Makaleler igin

Gerekli Standartlar'a uygun hazirlanmalidir (http://
www.amaassn.org/public/peer/wame/uniform.htm).
Dergi isimleri “Index Medicusta kullanildigr sekilde
kisaltiimalidir. Yazar sayisinin altiyr gegtigi kaynaklar icin,
ilk G¢ isim yazildiktan sonra Turkge ise “ve ark’, yabanci
dilde ise “et al” kisaltmalari kullanilabilir.

a. Dergilerde yayimlanan makalelerden
yararlanildiginda: Mendelson EB, Bohum-Velez M,
Neiman HL Endometrial abnormalities: evaluation with
transvaginal sonography. AJR 1989; 160: 130-137.

b. Kitaplardan yararlanildiginda: Morrow PC, Townsend
DE. Synopsis of gynecologic oncology, 3rd. ed. New York:
Churchill Livingstone 1987; 159-205.

c. Kitap igerisindeki bolumlerden yararlanildigindar:
Hoskins WJ, Perez C, Young RC. Gynecologic tumors.

In: DeVita VT Jr, Hellman S, Rosenberg SA, eds.

Cancer: principles and practice of oncology. 3rd. ed.
Philadelphia: Lippincott, 1989; 1099-1150.

Tablolar

Tablolar ana dosyanin sonunda, kaynak listesinden hemen
sonra sunulmalidir. Yazida yer verilen tim tablolara ana
metin igerisinde atif yapilmali, tablolar atif sirasina uygun
bigimde numaralandinimalidir. Her tablo igin tablonun
igerigi ve amacini belirten agiklayici bir baslik kullaniimal,
baslik tablo Uzerinde verilmelidir. Tablolarda kullanilan tim
kisaltmalar (ana metin igerisinde tanimianmig olsalar bile)
tablo altinda tanimlanmalidir. Tablolar, Word yaziliminin
“Tablo Ekle” komutu kullanilarak hazirlanmali, okunmasi
kolay bir bicimde duzenlemelidir.

YAZARLARA BIiLGILER

Sekiller

Sekiller, grafikler ve fotograflar ana dosyaya
eklenmemelidir; degerlendirme strecinde
yasanabilecek aksamalarin énlenmesi amaciyla ayri
dosyalar halinde tiff veya jpg formatinda, ytksek boyut
ve goztnurltkte (minimum 300 dpi ve 100x100 mm)
cevrimicgi makale sistemine yuklenmelidir. Gri-skalali
géruntuler, en az 600 dpi ¢ézinurlige sahip olmalidir.
Sekiller alt birimlere ayrildiginda her alt birim ayri bir
dosya olarak sisteme yUklenmeli, alt birimler tek bir
gorsel olusturacak bigimde birlestiriimemelidir. Kalin/ince
oklar, yildizlar vb isaret ve semboller, sekil altyazilarin
desteklemek amaciyla kullanilabilir. Yazinin geri kalan
kisimlarinda oldugu gibi sekiller de “kér” hazirlanmaili,
yazar, hasta, kurum vb bilgilerini isaret edebilecek tim
bilgiler sekillerin kapsami disinda birakiimalidir.

Sekil altyazilar ana dosyanin en sonunda sunulmaili,
seklin alt birimlere ayrildigi durumlarda asagidaki
formatta dizenlenmelidir:

Resim 3. a-d. a. Boston Scientific Flexima Quickstick (8—
10 F) trokar kateter, b. Biotech Neo-Hydro (8—10—12—14 F)
trokar kateter, c. Uresil (6— 8-10-12-14 F) trokar kateter, d.
Argon Medical Skater (6—8—10—12—14 F) trokar kateter.

Bilimsel kisaltmalar: Radyasyon dlgimleri ve laboratuvar
degerleri “International System of Units (SI)” kullanilarak
verilmelidir. Bu birimler sistemi igin JAMA 1986; 255: 2329-
2339 kaynagina bakilabilir. Kan basinct mmHg cinsinden
verilmeli, cc yerine mL tercih edilmel, kisaltmalarin
sonlarina nokta konulmamalidir.

Diger

Metinde kullanilan tim kisaltmalar ana metinde ilk
kullanimda tanimlanmaili ve kisaltma tanimi parantez
icinde verilmelidir.

istatistiksel analiz tibbi dergilerin raporlama istatistik
kurallarina uygun olarak yapiimalidir (Altman DG,
Gore SM, Gardner MJ, Pocock SJ. Statistical guidelines
for contributors to medical journals. Br Med J 1983: 7;
1489-1493.). Galigmanin istatistiksel analiz streci ile ilgili
bilgiler ana metin iginde belirtilmelidir.

Ana metin igerisinde yer alan ilag, Griin, donanim
ya da yazilimin adi Ureticileriyle birlikte asagidaki



formatta belirtiimelidir: “Discovery St PET/CT scanner (GE
Healthcare).”

Yararlanilan kaynak, tablo ve sekiller metin igerisindeki
yerlerine atfen siralanarak numaralandirilirlar.

Duzeltmeler

Gelen yazilarin, konuyla ilgili ve deneyimli hakemlerce
degerlendiriimesi sonrasinda gerektiginde bagvurduklar
duzeltme talepleri ve elestiriler, iletisim adresi belirtilen
yazara génderilir. Basimin gecikmemesi igin istenen
duzeltmeler, en kisa zamanda cevaplandiriimalidir.
Duzeltmelerin cevaplari ile birlikte en geg¢ 30 guin iginde
tarafimiza génderiimesi gerekmektedir. 30 guinden
sonraya kalan dizeltmelerde, editérler kurulu makaleyi
geri gevirme hakkini sakli tutar. Dlzeltmelerde, tim
hakemlerin géruslerine ayri ayri cevap yaziimal ve
yaplilan duzeltmelerin sayfa numarasi ile satir sirasi
belirtilmelidir. Yapilan tim degigikliklerin metin Ustinde
koyu olarak belirtildigi bir kopya ile duzeltmeler
yapildiktan sonraki son halinin temiz bir kopyasi birlikte
gonderilmelidir. Sunulan kaynaklarin ve verilerin
dogrulugundan yazarlar sorumludur. Hatali, aldatici
veya yanlis yonlendirici bilgilerin varligi fark edildiginde,
“bas editér” makaleyi yayimdan gekme ve bunu
duyurma hakkina sahiptir.

Cilt / Volume 1, Say1/ Issue 3, Eyliil / September 2021
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Overview

The TJOFPS (Turkish journal of Facial Plastic Surgery),
published three times a year (January, May and
September), publishes original peer-reviewed

articles, reviews, case reports, technical reports and
commentaries in the fields of colon and rectum in
English and Turkish languages. The title, abstract, and
key words (according to medical subject headings) are
provided in English and in Turkish at the beginning of
each article.

Editorial and publication processes of the journal

are shaped in accordance with the guidelines of the
international organizations such as the International
Committee of Medical Journal Editors (ICMJE), the World
Association of Medical Editors (WAME), the Council of
Science Editors (CSE), the Committee on Publication
Ethics (COPE), and the European Association of Science
Editors (EASE).

Statements or opinions expressed in the manuscripts
published in TIOFPS reflect the views of the outhor(s)
and not the opinions of the editors, the editorial board,
or the publisher; the editors, the editorial board, and
the publisher disclaim any responsibility or liability for
such materials. The final responsibility in regard to the
published content rests with the authors.

Ethical standards

For studies involving human or animal participants,
the authors should indicate whether the procedures
followed were in accordance with the ethical standards
of the responsible committee on human and animal
experimentation (institutionol or regionol) and with
the Helsinki Declaration (JAMA 2000; 284:3043-3049).
Application or approval number/year of the study
should also be provided. The editorial board will act

in accordance with COPE guidelines if an ethical
misconduct is suspected.

It is the authors’ responsibility to carefully protect the
patients’ anonymity and to verify that any experimentall
investigation with human subjects reported in the
submission was performed with informed consent

and following all the guidelines for experimental
investigation with human subjects required by the
institution(s) with which all the authors are offiliated
with. For photographs that may reveal the identity of

INSTRUCTIONS FOR AUTHORS

the patients, signed releases of the patient or of his/her
legal representative should be enclosed.

Prospective human studies require both an ethics
committee approval and informed consent by
participants. Retrospective studies require an ethics
committee approval with waiver of informed consent.
Authors may be required to document such approval.

In the event of alleged or suspected research
misconduct, e.g. plagiarism, citation manipulation, and
data falsification/fabrication, the Editorial Board will
follow and act in accordance with COPE guidelines.
Copyright Transfer

TJOFPS requires each submission to be accompanied
by a Copyright Transfer Form. By signing the copyright
agreement, the authors hand over the copyright of
their work to TJOFPS. In the case of a rejection decision,
copyright of the manuscript will be returned to the
authors.

Authorship

Each individual listed as an author should fulfill the
authorship criteria recommmended by the International
Committee of Medical Journal Editors (ICMJE - WWW.
icmje.org). To be listed as an author, an individual
should have made substantial contributions to all four
categories established by the ICMJE: (a) conception
and design, or acquisition of data, or analysis and
interpretation of data, (b) drafting the article or revising
it critically for important intellectual content, (c) final
approval of the version to be published, and (d)
agreement to be accountable for all aspects of the
work in ensuring that questions related to the accuracy
or integrity of any part of the work are appropriately
investigated and resolved. Individuals who contributed
to the preparation of the manuscript but do not fulfill
the authorship criteria should be acknowledged in an
acknowledgements section, which should be included
in the title page of the manuscript. If the editorial board
suspects a case of “gift authorship”, the submission will
be rejected without further review.

TJOFPS requires authors to submit an Authorship
Contributions Form during the initial submission which is
available for download through the journal's web page.
Declaration of Conflict of Interest

TJOFPS requires and encourages the authors and



the individuals involved in the evaluation process to
disclose any existing or potential conflicts of interests
including financial,consultant, institutional, and other
relationships that might lead to bias or a conflict

of interest. Each contributing author isrequired to
electronically fill in the ICMJE Form for Disclosure of
Potential Conflicts of Interest (available at wwwicmije.
org) andthe forms must be submitted during the initiall
submission.

Online Article Submission

Articles, on A4 paper size page, 12 point, 1.5 Word
document should be prepared as (* .doc) between the
lines and sent to turkjfps@gmail.com.

Manuscript Preparation

Manuscripts should be prepared in accordance with the
ICMJE - Recommendations for the Conduct, Reporting,
Editing and Publication of Scholarly Work in Medical
Journals (updated in December 2019 - available at
www.icmje.org).

Original Investigations and Reviews should be presented
in accordance with the following guidelines: randomized
study — CONSORT, observational study — STROBE, study
on diagnostic accuracy — STARD, systematic reviews
and meta-analysis PRISMA, nonrandomized behavioral
and public health intervention studies — TREND.

Manuscripts are evaluated and published on the
understanding that they are original contributions,

and do not contain data that have been published
elsewhere or are under consideration by another
journal. Authors are required to make a full statement at
the time of submission about all prior reports and
submissions that might be considered duplicate or
redundant publication, and mention any previously
published abstracts for meeting presentations that
contain partial or similar material in the cover letter.
They must reference any similar previous publications in
the manuscript.

Authors must obtain written permission from the
copyright owner to reproduce previously published
figures, tables, or any other material in both print and
electronic formats and present it during submission. The
original source should be cited within the references
and below the reprinted material.

Cover letter: A cover letter must be provided with alll
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manuscripts. This letter may be used to emphasize

the importance of the study. The authors should briefly
state the existing knowledge relevant to the study

and the contributions their study make to the existing
knowledge. The correspondent author should also
include a statement in the cover letter declaring that
he/she accepts to undertake all the responsibility for
authorship during the submission and review stages of
the manuscript.

Title page: A separate title page should be submitted
with all manuscripts and should include the title of the
manuscript, name(s), affiliation(s), and major degree(s)
of the outhor(s). The name, address, telephone
(including the mobile phone number) and fax numbers
and e-mail address of the corresponding author should
be clearly listed. Grant information and other sources
of support should also be included. Individuals who
contributed to the preparation of the manuscript but
do not fulfill the authorship criteria should also be
acknowledged in the title page. Manuscripts should
not be signed by more than 6 authors unless they are
multicenter or multidisciplinary studies.

Main document

Abstract: All submissions (except for Letters to the
Editor) should be accompanied by an abstract limited
to 400 words. A structured abstract is only required
with original articles and it should include the following
subheadings: PURPOSE, METHODS, RESULTS, CONCLUSION.
Main points: Each submission should be accompanied
by 3 to 5 “main points”, which should emphasize the
most striking results of the study and highlight the
message that is intended to be conveyed to the
readers. As these main points would be targeting
residents, experts and residents of other fields of
medicine, as well as experts, they should be kept as
plain and simple as possible. These points should be
constructed in a way that provides the readers with a
general overview of the article and enables them to
have a general idea about the article.

The main points should be listed at the end of the main
text, above the reference list.

Example: Liu S, Xu X, Cheng Q, et al. Simple quantitative
measurement based on DWI to objectively judge
DWIFLAIR mismatch in a canine stroke model. Diagn
Interv Radiol 2015; 21:348-354.

« The relative diffusion-weighted imaging signal intensity
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(rdbWI) of ischemic lesions might be helpful to identify
the status of fluid attenuated inversion recovery (FLAIR)
imaging in acute ischemic stroke.

- The relative apparent diffusion coefficient (rADC) value
appears not useful to identify the status of FLAIR imaging
in the acute period.

+ Based on our embolic canine model, rDWI increased
gradually in the acute period, while the rADC kept stable,
which might explain why rDWI is helpful to identify the
status of FLAIR imaging, while rADC is not

Main text

Original Articles

Original articles should provide new information based
on original research. The main text should be structured
with Introduction, Methods, Results, and Discussion
subheadings. The number of cited references should
not exceed 35 and the main text should be limited to
4500 words. Number of tables included in an originall
article should be limited to 4 and the number of figures
should be limited to 7 (or a total of 15 figure parts).

Introduction

State briefly the nature and purpose of the work, quoting
the relevant literature.

Methods

Include the details of clinical and technical procedures.
Research ethics standards compliance.

All manuscripts dealing with human subjects must
contain a statement indicating that the study was
approved by the Institutional Review Board or a
comparable formal research ethics review committee.
If none is present at your institution, there should be a
statement that the research was performed according
to the Declaration of Helsinki principles (www.wma.
net/e/policy/b3htm). There should also be a statement
about whether informed consent was obtained from
research subjects.

Results

Present these clearly, concisely, and without comment.
Statistical analysis results should also be provided in this
section to support conclusions when available.
Discussion

Explain your results and relate them to those of other
authors; define their significance for clinical practice.
Limitations, drawbacks, or shortcomings of the study
should also be stated in the discussion section before
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the conclusion paragraph. In the last paragraph, a
strong conclusion should be written.

Review Articles

Review articles are scientific analyses of recent
developments on a specific topic as reported in

the literature. No new information is described, and

no opinions or personal experiences are expressed.
Reviews include only the highlights on a subject. Main
text should be limited to 4000 words and the number of
cited references should not exceed 75. Number of tables
included in a review article should be limited to 4 and
the number of figures should be limited to 15 (or a total
of 30 figure parts).

Pictorial Essay

This is a continuing medical education exercise with
the teaching message in the figures and their legends.
Text should include a brief abstract; there may be

as many as 30 figure parts. No new information is
included. The value of the paper turns on the quality of
the illustrations. Authors can submit dynamic images
(eg. video files) or include supplemental image files

for online presentation that further illustrate the
educational purpose of the essay. Maximums: Pages

of text — 4 (1,500 Words); References —15; Figures — 15 or
total of 30 images; No table

Main text should be limited to 1500 words and the
number of cited references should not exceed 15. No
tables should be included and the number of figures
should be limited to 15 (or a total of 30 figure parts).
Technical Notes

Technical note is a brief description of a specific
technique, procedure, modification of a technique, or
new equipments. It should include a brief introduction
followed by Technique section for case reports or
Methods section for case series, and Discussion is
limited to the specific message, including the uses of
the technique, equipment, or software. Literature reviews
and lengthy descriptions of cases are not appropriate.
Main text should be limited to 1500 words and the
number of cited references should not exceed 8.
Number of tables included in a technical note should be
limited to 4 and the number of figures should be limited
to 3 (or a total of 6 figure parts).

Letter to the Editor and Reply

Letters to the Editor and Replies should offer objective
and constructive criticism of published articles within
last 8 months. Letters may also discuss matters of
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general interests and may include images. Material Bernstein EF, ed. Noninvasive diagnostic techniques in
being submitted or published elsewhere vascular disease. 3rd ed. St. Louis: Mosby, 1985; 779-796.
should not be duplicated in letters. Personal outhor(s); Watanabe M, Takeda S, lkeuchi H.
Main text should be limited to 500 words and the Atlas of arthroscopy. 2nd ed. Tokyo: Igaku Shoin, 1969;
number of cited references should not exceed 4. No 57-59.

tables should be included and the number of figures Editor (s), compiler(s) as author: Norman 1J, Redfern SJ,
should be limited to 2 (or a total of 4 figure parts). eds. Mental health care for elderly people. New York:

Churchill Livingstone; 1996.

[Type ofWord bstract wordReference {Author able . -
Imanuscript limit __Jimit limit limit limit_|Figure limit Tables

Revien Avice 000500 305 s i Sortoarel 21 mces Tables should be included in the main document and
fictorial Essay  [1500 (400 2 s o tables 2 U158 Ot oF 30 g should be presented after the reference list. Tables
[fechnical Note 1500 1200 e ; i a0 © T should be numbered consecutively in the order they are
fetter PO A t * o tabes 3 1911 °1 tal ©f 4 fourq referred to within the main text. A descriptive title should
*Multicenter or multidisciplinary studies should be signed by be provided for all tables and the titles should be placed
more than 6 authors above the tables. Abbreviations used in the tables
should be defined below by footnotes (even if they are
References defined within the main text). Tables should be
References should be numbered consecutively in the created using the “insert table” command of the word
order they are referred to within the main text and processing software and they should be arranged
all references listed in the reference list should be clearly to provide an easy reading. Data presented in
referred to within the main text in parenthesis. Style the tables should not be a repetition of the data
and punctuation of each reference in the reference presented within the main text but should be supporting
list should be in accordance with the examples listed the main text.
below; Figures and figure legends
Standard journal article: Journall titles should be Figures, graphics, and photographs should be
abbreviated in accordance with journal abbreviations submitted as separate files (in TIFF or JPEG formart)
used in Index Medicus (for journal abbreviations consult through the submission system. The files should not be
List of Journals indexed for MEDLINE published annually embedded in a Word document or the main document.
by NLM at http://www.nim.nih.gov/tsd/serials/ljihtml). When there are figure subunits, the subunits should not
When there are six or fewer authors, all authors should be merged to form a single image. Each subunit should
be listed. If there are seven or more authors, first 3 be submitted separately through the submission
should be listed, followed by “et al.”. A list of authors system. Images should not be labelled (a, b, ¢, etc.)
should be followed by the full title of the article, journal to indicate figure subunits. Thick and thin arrows,
title, year, volume, and page numbers. arrowheads, stars, asterisks, abbreviations and similar
marks can be used on the images to support figure
Example: Dollinger M, Beyer LP, Haimerl M, et al. Adverse legends. Like the rest of the submission, the figures too
effects of irreversible electroporation of malignant liver should be blind. Any information within the images
tumors under CT fluoroscopic guidance: a single-center that may indicate an individual or institution should be
experience. Diagn Interv Radiol 2015; 21:471-475. blinded. The minimum resolution of each submitted
Epub ahead of print articles: Abboud S, Raparia K, figure should be 300 DPL. To prevent delays in the
Ubago JM, Resnick S. AngioVac extraction of intraatrial evaluation process all submitted figures should be clear
hepatoma masquerading as PICC-associated in resolution and large in size (minimum dimensions,
thrombus. Diagn Interv Radiol 2015 DOI: 10.5152/ 100%100 mm).
dir.2015.15243. Published online 28 October 2015.
Books: Figure legds should be listed at the end of the main
Chapter in a book: Hull RD, Hirsh J. Comparative value document.

of tests for the diagnosis of venous thrombosis. In:
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General

All acronyms and abbreviations used in the manuscript
should be defined at first use, both in the abstract and
in the main text. The abbreviation should be provided in
parenthesis following the definition.

Statistical analysis should be performed in accordance
with guidelines on reporting statistics in medical
journals (Altman DG, Gore SM, Gardner MJ, Pocock SJ.
Statistical guidelines for contributors to medical journals.
Br Med J1983: 7; 1489—1493.). Information on the statistical
analysis process of the study should be provided within
the main text.

When a drug, product, hardware, or software mentioned
within the main text product information, the name

and producer of the product should be provided in
parenthesis in the following format: “Discovery St PET/CT
scanner (GE Healthcare).”

All references, tables, and figures should be referred

to within the main text and they should be numbered
consecutively in the order they are referred to within the
main text.

Revisions

When submitting a revised version of a paper, the
author must submit a detailed ‘Response to reviewers”
that states point by point how each issue raised by the
reviewers has been covered and where it can be found
(each reviewer's comment followed by the author’s
reply and line numbers where the changes have been
made) as well as an annotated copy, and a clear copy
of the main document.

Revised manuscripts must be submitted within 30 days
from the date of the decision letter. If the revised version
of the manuscript is not submitted within the allocated
time, the revision option will be automatically cancelled
by the submission system. If the submitting author(s)
believe that additional time is required, they should
request an extension before the initial 30-

day period is over.
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BAS VE YUZ BOLGESINDE ALTIN VE GUMUS ORAN: KADAVRA CALISMASI

Engin Kara' Osman Erdogan? Orhan Beger?, Ebru Cémert Homzaoglu?, irem Guizelytiz®, Yusuf Vayisoglu®,
Vural Hamzaoglu’, Hakan Ozalp?, Anmet Hakan Ozturk8, Celal Bagdatoglu’, Derya Umit Talas®

'"Mersin University Faculty of Medicine, Department of Radiology, Mersin, Turkey
2Sanlurfa Training and Research Hospital, Department of Otorhinolaryngology, Sanliurfa, Turkey
SGaziantep University Faculty of Medicine, Department of Anatomy, Gaziantep, Turkey
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SMersin University Faculty of Medicine, Department of Otorhinolaryngology, Mersin, Turkey
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Purpose: The aim of this study was to compare
the anatomic and radiologic measurements on
craniofacial anthropometric landmarks and evaluate
these parameters through golden and silver ratios.
Material and Methods: Distances and angles of the
determined landmarks of eleven formalin-fixed
cadaver heads were measured radiologically using
3-D MPR CT images and anatomically on the cadaver
heads using a digital caliper.

Results: Anatomical and radiologic measurements
of nasion-nasal tip, subnasale-pogonion, bregma-
lambda, nasion-pogonion, nasofrontal angle, medial
canthus, the width of zygomatic roots, the widest range
of coronal suture, and posterior internasal angle were
found to be compatible (p>0.05). Statistical evaluation
revealed that glabella-lambda: lambda-bregma and
widths of tragi: lateral canthi ratios were compatible
with the golden ratio; widths of zygomatic roots: lateral
canthi ratio was compatible with the silver ratio both
anatomically and radiologically (p>0.05).

Conclusion: Proportional analyzing of the tragus,
lambda, and bregma is worth to be discussed and
further evaluated from the view of aesthetics for
the craniofacial region. The measurements of the
craniofacial region on the cadavers can be performed
both radiologically and anatomically and compared
with the universally accepted proportions including
golden and silver ratios.

Keywords: Cadaver, Craniofacial region, Golden ratio,
Silver ratio
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ABSTRACT OZET

Amag: Bas ve ylz bodlgesine ait morfometrik
calismalarda direkt oélgim ve eszamanl olarak
radyolojik  6lgim yapilabilmesi nedeniyle kadavra
calismalart  avantaj saglamaktadir. Bu  ¢alismada
literatUrde az rastlanilan oranlara ait élgimlerin direkt
ve radyolojik olarak élgulerek altin ve gimus oranla
karsilastinimasi amaglanmaktadir.

Gereg ve Yontem: Mersin Universitesi Anatomi Ana Bilim
Dal’nda 1 adet kadavra Uzerinde belirlenen nirengi
noktalarina gére direkt ve radyolojik mesafe ve agl
olctmleriyapilmistir. Bu morfometrik oranlar istatistiksel
olarak altin ve gimus oran ile karsilastiriimistir.
Bulgular: Direkt ve radyolojik dlgtimlerde traguslar arasi
mesafe ile lateral kantuslar arasi mesafenin orani ve
glabello-lambda arasi mesafe ile bregma-lambda
arasi mesafenin orani istatistiksel olarak altin oranla
uyumlu olabilecegdi dusunulmustdr. Zigomatik gikintilar
arasl mesafenin lateral kantuslar arasi mesafeye orani
istatistiksel olarak gimdus oranla uyumlu olabilecedi
dustndimustar.

Sonug: Calismamizda  estetik agidan  daha az
dnemsenen tragusun ve glabella-bregma-lambda
boélgelerinin  altin oran agisindan  énemli  yapilar
oldugu gosterilmistir. Kulak cerrahilerinde tragusa
6nem veriimesi ve burun estetiginde glabellanin
farkli acilardan degerlendiriimesi hakkinda
farkindalik olusturuimaya ¢aligiimistir. Ayrica oransal
degerlendirmelerde sadece altn orana bagh
kalinmamasi ve diger oranlara yénelik arastirmalarin
arttirimasi gerekmektedir.

Anahtar Kelimeler: altin oran, gimus oran, fibonacci
serisi, kadavra.

Adress: Sanliurfa Egitim ve Arastirma Hastanesi, Yenice Caddesi. No;, Eyyubiye, Sanliurfa, Tarkiye
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Introduction

Since the Ancient Greek age, scientists and artists have
tried to describe the term of “beauty” mathematically
revealing the term “golden ratio” (GR). The GR was hamed
as Phi (® number due to the building of Parthenon temple
(BC. 5th century) by the famous sculptor Phidias using
the GR (1, 2). Ancient Greek mathematicians, Pythagoras
and Euclid, performed mathematical studies related
to the GR. The GR is described mathematically by the
formula (a+b)/b=b/a=® and calculated approximately
as 1.6180339887 (2) The Fibonacci sequence which is the
sum of the two previous numbers (0,1,1,2,3,5,8,13,21,34...)
was discovered in 1202 by Leonardo da Pisa (known as
Fibonacci). After a certain repetition in this sequence, the
ratio of the two consecutive numbers gives the GR (3)

The GR has been found in the fields of biology, medicine,
architecture, and engineering. The role of the GRhas been
investigated in anatomical, embryological, physiological,
pathophysiological fractal geometric models, and
tissue-organ engineering. Many studies have been
carried out mainly in cardiovascular and locomotor
systems (4) One of the most studied areas about the
aesthetic evaluation of the human body is the face.
Scientists and artists have made many measurements
to determine the ideal human face. The proportional
measurements of the soft tissue of the face revealed the
GR of fifteen measurements by Ricketts and Ghyka (5-7).
In our study, it is aimed to make a unique contribution
to the literature by choosing the rarely studied distances
and proportions.

Although the GR has been widely used in the evaluation
of facial aesthetics, the silver ratio (SR) also has been
used in studies. The SR is in the architecture of the
Japanese temples and pictures. The SR is assumed to be
/2 and calculated as approximately 1414 (8-12). Although
the GR measurements in the face area are usually made
on photographic or radiological images, anatomical
studies are rare (9, 13).

Radiation exposure is a welFknown side effect of
computed tomographic (CT) evaluation. Therefore,
measurements through CT are highly questionable

Klinik Arastirma / Clinical Research

in terms of ethics. The anatomical measurements on
the patients to whom radiological examination had
been already performed for other disease entities may
be difficult due to many factors including social and
economic reasons. So, a study including both anatomical
and radiological measurements of cadavers about the
GR and SR can be proposed as a model of choices and
has not been found in the English literature. In our study,
we dimed to evaluate the relationship between the
proportion of the distances measured anatomically and
radiologically with the GR and SR.

Material and Methods

This study was approved by the Clinical Research
Ethics Committee and completed by using parameters
of eleven cadavers fixed with 10% formalin at the
Department of Anatomy, Faculty of Medicine. Anatomic
measurements were performed using a digital caliper
with an accuracy of 0.02 mm. Radiologic measurements
were performed at the workstation (Vitrae 2) analyzing the
axial, coronal and sagittal reformat and 3-dimensional
CT rendering images which are the cross-section of the
cadavers by 64-slice CT device (Aquillion 64, Toshiba
Medical Systems, Tokyo, Japan). The anthropometric
landmarks for the measurements are as follows: Lambda
(1), junction of the sagittal suture and lambdoid suture;
bregma (B), junction of the coronal suture and sagittal
suture; glabella (G), peak point of the frontal bone
between the two eyebrows; nasion (N), midpoint of the
nasofrontal suture or pit point of the nasal root; nasal
tip (Nt), most prominent region of the nose; subnasale
(Sn), junction of the columella and upper lip; pogonion
(P), front point of the jaw; zygomatic root (2), zygomatic
process of the temporal bone; tragus (1), lateral point of
the tragal cartilage; koronalis (K), the widest point of the
coronal suture; medial canthus (MC), medial junction of
the lower and upper eyelid; lateral canthus (LC), lateral
junction of the lower and upper eyelid; nasofrontal angle
(NFA), angle between the line of nasion to glabella and
the line through nasal dorsum; internasal angle (INA),
angle created by the nasal bones in the coronal plane;
anterior INA (antINA), internasal angle of the nasal bone
anteriorly; posterior INA (postINA), internasal angle of the
nasal bone posteriorly; medial INA (medINA), midpoint of

15
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the antINA and postINA. These landmarks are shown in
Figure 1.

Figure 1: (1a) Anatomic landmarks on the sagjittal plane of
the CT. Lambda (L) Bregma (B) Glabella (G) Nasion (N)
Nasal tip (Nt), Subnasale (Sn), and Pogonion (P)

(Ib) The measurement level of the anterior (A), medial
(M), and posterior (P) internasal angles. (Ic) Nasofrontal
(NFA) angle. (1d) Posterior (PostiNA) internasal angle. (1e)
Medial (MedINA) internasal angle. (if) Anterior (AntINA)
internasal angle. (Ig) Distances of between right and
left lateral coronal suture (C) on the axial plane of the
CT. (1h) Distances of between right and left tragus (T) (1i)
Distances of between right and left zygomatic (Z) root. (1j)
Distances of between right and left lateral canthus (LC)
and medial canthus (MC).

Twelve distances and four angles were measured
according to the determined points. The measurements
are shown below:

1)-Distance parameters: G-N, N-Nt, Sn-P, B-G, B-L,
G-L N-P, right MC-left MC (r-1 MC), right LC-left LC (-1 MC),
right Z-left Z (r-1 2), right T-left T (-1 T), right K-left K (r-1T).

2)Angle parameters: NFA, antiNA,  medINA,
postINA.

Proportions are classified into three groups according to
their planes. The proportions are shown below:

1) Vertical plane: N-P: N-Nt, N-P: Sn-P, N-Nt: G-N,
G-L: G-B, G-L: L-B, N-Nt: Sn-P.

2) Horizontal plane: -1 LC: r-I MC, r-I T: r-I LC, r-|
Zr-ILC, =1 Zr-IMC, r-I K. r=I LC, r-I Ko =1 Z.

3) Horizontal-vertical plane: G-L: -1 T, G-L: r-1 Z,
G-Lr-1K G-Lr-ILC.

While evaluating these proportions, we calculated the
percentage of the ratios according to the GR and SR
We examined the normal distribution of parameters
using the Shapiro-Wilk test. The paired samples t-test
was used to compare the anatomic and radiologic
parameters. We evaluated the statistical difference of
the proportions from 1618 and 1414 by one sample t-test.
Statistical significance was set at p<0.05.

Results

The distances of N-Nt, Sn-P, B-L, N-P, NFA, r-I MC, r-1 Z, r-I
K, and postINA are found to be statistically compatible
between anatomic and radiologic measurements
(p>0.05). The comparisons are presented in Table 1.

Table 1: Comparison of anatomic and radiologic measurements

Distances Anatomic measurements Radiologic measurements  p

G-N (mm) 21.09+1.69 18.39+3.14 0.031
N-Nt (mm) 46.71+4.12 46.78+4.90 0.948
Sn-P (mm) 54.87+9.88 55.66+9.43 0.615
B-G (mm) 105.81+5.86 112.05+8.18 0.005
B-L (mm) 118.94+5.10 121.13£7.50 0.393
G-L (mm) 185.43+11.05 190.60+7.37 0.017
N-P (mm) 105.94+10.07 104.91+11.88 0.372
r-1 MC (mm) 31.58+2.77 31.88+3.75 0.739
r-1 LC (mm) 90.61+6.37 94.38+5.59 0.016
r-1 Z (mm) 129.00+7.94 128.52+5.86 0.788
r-1 T (mm) 151.98+10.36 158.15+8.06 0.002
r-1 K (mm) 119.67+3.92 121.63+4.76 0.115
NFA (°) 122.73+13.03 124.28+13.56 0.321
antINA (°) 53.64+13.06 38.59+8.99 0.008
medINA (°) 59.09+8.61 37.9249.75 <0.001
postINA (°) 53.18+11.46 46.20+6.20 0.086
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The proportions of radiological measurements and their The proportions of anatomical measurements and their
comparison with the GR and SR are given in Table 2. The comparison with the GR and SR are given in Table 3.
percentages of G-L: G-B (105%), G-L: -1 Z (92%), G-L: r-1 K The percentages of G-L: G-B (109%), G-L: r-I K (96%) were
(97%) were found to be close to the GR; r-| K: r-1 LC (91%) found to be close to the GR; r-I K: r-I LC (94%) was found
and G-L: r-| Z (105%) were found to be close to the SR to be close to the SR. In the statistical evaluation, the
In the statistical evaluation, the proportions of G-L: L-B proportions of G-L: L-B and r-I T: r-| LC were found to be
and r-I T: -1 LC were found to be consistent with the GR consistent with the GR (p=0197, p=0.226); r-1 Z: - LC and
(p=0186, p=0146): the proportion of r-1 Z: r-I LC was found G-L:r-1Z were found to be consistent with the SR (p=0.702,
to be consistent with to the SR (p=0135). The proportion of p=041). The proportion of r-1K: r-1 L.C was found to be very
G-L: r-1 K was found to be very close to the GR (p=0.043). close to SR (p=0.045).

Table 2: Proportions of radiologic measurements.

% value (considering % value (considering
Plane Proportion Mean+SD  Min-max. p (GR) p (SR)
1.618=100%) 1.414=100%)
Vertical N-P: N-Nt 226029  1.54-2.63 140 <0.001 160 <0.001
N-P: Sn-P 1.90£0.17  1.67-2.23 118 <0.001 135 <0.001
N-Nt: G-N 2.610.47  1.50-3.16 161 <0.001 184 <0.001
G-L: G-B 1.70+0.08 1.56-1.81 105 0.005 121 <0.001
G-L: L-B 1.58+0.09  1.43-1.77 98 0.186 112 <0.001
N-Nt: Sn-P 0.86+0.19  0.64-1.29 53 <0.001 61 <0.001
Horizontal r-lLC: r-IMC  2.99+0.35  2.60-3.90 185 0.000" 212 <0.001
-1 T:r-1LC  1.68+0.13  1.47-1.87 104 0.146 119 <0.001
r-1Z:r-1LC ~ 1.3620.10  1.19-1.50 84 <0.001 97 0.135
-1 Z:r-IMC  4.10£0.65  3.47-5.74 253 0.000" 290 <0.001
r-lK:r-LC - 1.29+0.08  1.17-1.42 80 <0.001 91 <0.001
r-1K:r-1Z 0.95+0.03  0.90-0.99 59 <0.001 67 <0.001
Horizontal-
S G-L:r-1 T 1.21£0.05  1.10-1.29 75 <0.001 85 <0.001
G-L:r-1Z 1.48+0.06  1.39-1.60 92 <0.001 105 0.005
G-L: -1 K 1.57£0.07  1.41-1.66 97 0.043 111 <0.001
G-L:r-1LC  2.02#0.11  1.89-2.19 125 <0.001 143 <0.001
(*parameters not normally distributed)
Table 3: Proportions of anatomic measurements
Pt Proportion N — % value (considering »(GR) % value (considering b SR)
1.618=100%) 1.414=100%)
Vertical N-P: N-Nt 2.28+0.24  1.90-2.64 141 <0.001 161 <0.001
N-P: Sn-P 1.96+0.20  1.67-2.38 121 <0.001 139 <0.001
N-Nt: G-N 2234029  1.62-2.67 138 <0.001 158 <0.001
G-L: G-B 1.76+0.10  1.57-1.88 109 0.001 124 <0.001
G-L: L-B 1.57+0.11 1.35-1.71 97 0.197 111 0.002
N-Nt: Sn-P 0.87+0.17  0.66-1.16 54 <0.001 62 <0.001
Horizontal -1 LC: -IMC  2.89+0.30  2.44-3.39 179 <0.001 204 <0.001
-1 T:r-ILC  1.68+0.17  1.47-2.02 104 0.226 119 <0.001
r-1Z:-1LC  1.43+0.14  1.24-1.64 88 0.001 101 0.702
r-1Z:-IMC  4.1240.53  3.60-5.29 255 <0.001" 292 <0.001
r-lKir-ILC  1.3340.12  1.18-1.53 82 <0.001 94 0.045
-1 K:ir-1Z 0.94+0.02  0.91-0.98 58 <0.001 67 <0.001
Horizontal-
S G-L:r-IT 1.2240.09  1.09-1.38 76 <0.001 87 <0.001
G-L:r-1Z 1.44+0.10  1.21-1.57 89 <0.001 102 0.411
G-L: -1 K 1.55+0.07  1.45-1.66 96 0.021 110 <0.001
G-L:r-ILC  2.0630.21 1.71-2.38 127 <0.001 146 <0.001

*parameters not normally distributed
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Discussion

The proportions between glabella-lambda and lambda-
bregma and between widths of tragi and lateral canthi
were found to be in accordance with the GR regarding
anatomical and radiological measurements. To the best
of our knowledge, the GR and SR studies that evaluate
these proportions have not been found in the English
literature.

Glabella constitutes part of the nasofrontal angle and
plays an essential role in the aesthetics of profile view. The
aesthetic evaluation of the structures which are adjacent
to the nose in rhinoplasty has become comprehensive
in recent years. There are various surgical approaches
for the radix/glabella/forehead (14-16). In the evaluation
of facial beauty, not only the proportions of the face but
also the proportions of the anteroposterior axis of the
craniofacial region may play an important role. In our
opinion, the GR of the glabella-bregma-lambda can be
used to assess the aesthetic perspective of glabella.

The exact function of the tragus is unknown. Chin et al.
(17) showed that the more obvious tragus in patients
who underwent auricular reconstruction increased
patient satisfaction. It has been suggested that the
unique structure of the tragus and auricle can be used
for authentication purposes such as fingerprints (18). The
concordance of the proportion between the tragus and
lateral canthus to the GRin the present study may further
emphasize the contribution of the tragus to overall facial
beauty and role on aesthetics.

Khan et al (ﬂ) showed that the transverse facial
proportions were closer to the SR than the GRin attractive
females and males. Sadacharan et al. measured the
proportions of BA-BA: N-SN, stomion-gnathion: SN-
gnathion, N-stomion: LK-LK and found also close to the SR
(8,9).In our study, the horizontal or transverse proportion
between the zygomatic projections and the lateral
canthi was statistically concordant to the SR.

NFA has an essential role in the assessment of the facial
profile. This angle ranges between 106-148 degrees in
males and 115-125 degrees in females (19, 20). In our studly,
the mean of this angle was measured as 123 degrees
with anatomical measurements and 124 degrees with
radiological measurements. Due to the agreement

between anatomic and radiologic measurements,
radiological assessment may be taken into consideration
as an appropriate tool on the cadaveric anthropometric
studies of the NFA.

INA created by the nasal bones in the coronal plane
is notable in aesthetic evaluation. Ylzbagioglu et al.
(21) described this angle as the angle between the
lines drawn in the direction of both nasal bones in the
coronal plane. In their study on CT images, this angle was
calculated as 5875 + 573 degrees. They stated that it
could be used for preoperative evaluation in nasal bone
surgeries (21). Serifoglu et al. (22) calculated this angle as
53,08 degrees in males and 50,25 degrees in females. We
measured this angle as 5318 £ 1146 degrees anatomically
and 46.19 + 6.19 degrees radiologically. In our study, antiINA
and medINA was calculated anatomically as 53.63 £13.05,
59.09 + 8.6 degrees; radiologically as 38,59 + 8,98, 37,92 +
9,75 degrees, respectively. In our opinion, the difference
between anatomical and radiological measurements
is due to soft tissue. Due to the different values in the
measurements of these three angles, they all should be
taken into consideration in the preoperative evaluation.

Conclusion

The GR and other mathematical ratios have been
explored for many centuries and will be continued. The
obscurity behind the complex and harmonious structure
of creatures enables the researches to continue by
detailing. In our study, the GRs between bregma-
lambda-glabella and tragus-lateral canthus, which
we determined for the first time, may constitute the
perspective concerning evaluation with larger series.
Also, it has been tried to create awareness about the fact
that tragus and glabella may contribute to aesthetic
appearance. When the distance values were compared,
it was observed that some measurements did not
match radiologically and anatomically. However, when
the proportional values were compared, the proportions
which were concordant with the GR were completely
resembled, and the proportions which were concordant
with the SR were almost resembled radiologically and
anatomically. Therefore, proportional concordance
between radiological and anatomical measurements
for the GR and SR needs to be confirmed via further
studies with greater number of cases.
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ABSTRACT OZET

Purpose: Although lateral osteotomy is an important
part of rhinoplasty, it is known to be closely associated
with postoperative periorbital edema and ecchymosis
after rhinoplasty. Several methods have been
described as an alternative to traditional methods;
the most populars are piezo technology and hand
saws. There is no consensus on which osteotomy
methods are effective in reducing morbidity from
rhinoplasty. We aimed to compare the piezo and
hand saw instruments used for osteotomy in terms of
postoperative edema and ecchymosis in rhinoplasty.
Methods: Sixty patients who underwent open technique
rhinoplasty were enrolled. We performed osteotomy
on 30 patients with the piezo device and used hand
saws in 30 patients. Edema and ecchymosis grades
were recorded by another surgeon and compared
with each other.

Results: 42 (70%) of the patients were female and 18
(30%) were male. Rhinoplasty with piezo was performed
on 30 patients ( 23 female, 7 male) and with a hand
saw on 30 patients (19 female, Il male). The mean age
of the patients was 28.3(18—42) with piezo and 26.2(18—
46) with the hand saw surgery. The edema scores were
found similar on the second day compared with the
seventh day in both groups (p>0.05) The ecchymosis
scores were higher on postoperative day 2, compared
with day 7, in both piezo and handsaw groups, but
statistically not significant. There was no significant
difference between groups

Conclusion: This study showed that piezosurgery and
hand saws had a similar effect on soft tissue and nasal
bones in terms of ecchymosis and bruising.
Keywords:Rhinoplasty, Osteotomy, Edema, Ecchymosis,
Piezosurgery, Handsaws
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Girig ve Amag: Lateral osteotomi, rinoplastinin énemli
basamaklarindan biri olmasina ragmen ameliyat
sonrasinda gérulen géz gevresi ddemi ve ekimozun en
onemli nedenlerinden biridir. Geleneksel yontemlere
alternatif olarak ¢esitli  yontemler tanimlanmistir;
en populerleri piezo teknolojisi ve el testereleridir.
Rinoplastide morbiditeyi en aza indirmek igin hangi
yontemin kullaniimasi gerektigiyle ilgili net bir fikir birligi
yoktur. Biz bu galismada Osteotomi i¢in kullanilan piezo
ve el testeresi aletlerini rinoplastide postoperatif dem
ve ekimoz agisindan karsilastirmayr amagladik.

Gereg ve Yontem :Acik teknik rinoplasti yapilan altmig
hasta c¢aligmaya alindi. 30 hastaya piezo cihazi, 30
hastaya el testeresi ile osteotomi yapildi. Odem
ve ekimoz dereceleri bagka bir cerrah tarafindan
gozlemlenip kaydedildi ve birbirleriyle karsilastirildi.
Bulgular: Hastalarin 42'si (%70) kadin, 18 (%30) erkekti.
30 hastaya (23 kadin, 7 erkek) piezo ile, 30 hastaya (19
kadin, 11 erkek) el testeresi ile rinoplasti yapildi Piezo
uygulanan hastalarin yas ortalamasi 28.3(18-42) ve el
testeresi kullanilan hastalarin ile 26.2(18—46) idi. Yedinci
gundeki 6dem skorlari her iki grupta da benzer bulundu
(p>0.05) Ekimoz skorlari postoperatif 2. Gtinde, 7. gline
goére hem piezo hem de el testeresi gruplarinda daha
yUksekti ancak istatistiksel olarak anlamli degildi.
Gruplar arasinda anlamli bir fark yoktu

Sonug: Bu calisma, piezocerrahi ve el testerelerinin
yumusak doku ve burun kemikleri Gzerinde ekimoz ve
morarma agisindan benzer bir etkiye sahip oldugunu
gostermistir. Her iki teknik de geleneksel osteotomiye
alternatif olabilir.

Anahtar Kelimeler: Rinoplasti, Osteotomi, Odem, Ekimoz,
Piezocerrahi, El Testereleri
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INTRODUCTION

Reshaping the nasal bony structures with osteotomy
is usually the most critical step in rhinoplasty. The
main indications for osteotomy are straightening the
nasal bones in crooked noses, closure of the open roof
deformity after removal of the hump, and thinning the
bony dorsum. [1]

The most expected morbidities of rhinoplasty are
edema and ecchymosis which occurs in the first days
after the surgery. Surgeons should pay attention to
avoid the damage of adjacent tissue and blood vessels
while mobilization of nasal bones to minimize the risk of
complications[2]. Several methods have been described
as an alternative to traditional methods; each has
specific advantages and disadvantages and standard
technique has not still found|[3, 4]. Piezoelectric ultrasonic
devices have been used for lateral osteotomies for
fifteen years[5]. This device stops working on soft tissue
including vessels and mucosa. This feature prevents
intraoperative bleeding and reduces postoperative
bruising compared with conventional osteotomes. Hand
saws and electrical micro saws have been also used for
osteotomy to achieve a less complicated postoperative
period[6]. New studies are supporting the advantages
of both piezo and hand saws compared with the
conventional osteotomies on pain, bruising, and patient
satisfaction. [7]

In this study, we aimed to compare the piezo and
hand saw instruments used for osteotomy in terms of
postoperative edema and ecchymosis in rhinoplasty.

MATERIALS AND METHODS

Patients

Sixty patients who underwent open technique
rhinoplasty between June 2020 and June 2021 in Bagcilar
Training and Research Hospital were evaluated in this
retrospective study. All procedures were performed by
the same surgeon.

This study was performed according to approval by the
Committee of Ethics in Human Research of the University
of Medical Sciences Bagcilar Training and Research
Hospital in the accordance with the guidelines outlined in
the Declaration of Helsinki. All patients provided informed
consent with the information about the rhinoplasty
operation and the studly.
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Inclusion and exclusion criteria

Patients who were 18 to 65 years presented for primary
rhinoplasty were included in the study. Patients who
were active smokers and had a history of a maxillo-
facial surgery, rhinoplasty or septoplasty, patients with
any cardiovascular and inflammatory disease, bone or
collagen metabolism disorder, bleeding diathesis, and
the use of continuous medication as anticoagulant and
drugs, patients who had chronic or allergic skin diseases
and were excluded from the study. Surgery specific
exclusion criteria were as follows: (I)the patients with high
radix since it would be necessary to dissect and rasp the
frontonasal region, (2)the operations lasted more than 3
hours, (3)and patients with crooked nasal pyramids that
needed multiple osteotomies for one or two sides (4) and
the patients with very thick or thin skin

Surgery and instruments

After routine monitoring, the patients underwent general
anesthesia induction with endotracheal intubation. They
received remifentanil 1 ug/kg as an intravenous(iv) bolus,
in the beginning, followed by 0.5 ug/(kg:min) as iv infusion
until the surgery ended. Systolic and diastolic blood
pressures were kept under 100/80 mm Hg to reduce
bleeding. All patients were given 8 mg Dexamethasone
before and at the end of the surgery. The same local
anesthesia and hydro dissection technique were
used for all the patients (20 ml of lidocaine with %0,01
adrenaline with a 11 ratio with saline.) The operations
were started with a mid-columellar V incision, and the
nasal skeleton was degloved in the subperichondrial
and subperiosteal surgical anatomical plane. The
complete subperiosteal exposition of the entire nasal
bone was performed up to the nasal maxillary sulcus,
medial canthus, and nasion in all patients, independent
of the type of osteotomy device used. Vessels, including
the angular vein and arteries, were cauterized if visible
during the exposition of the nasal bone to minimize soft-
tissue injury. After the exposition of the nasal skeleton,
septal mucoperichondrium was elevated bilaterally and
cartilage grafts were harvested from the cartilaginous
septum to use in reshaping and reconstruction of the
nose in all patients. After this, the nasal dorsal hump was
removed with a Rubin Osteotome.

Patients were randomly divided into two groups. Lateral
and median-oblique osteotomies (Figure 1) were
performed with Woodpecker piezosurgery unit (Stardent
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Equipment Co, China)(Figure 2) to the first group and did
the same procedures (Figure 3) to the second group
with hand saw tools ( Cakir-Tastan Hand Saws,Turkey)
(Figure 4). We additionally cut the lateral mucosa of both
inferior turbinates and dissected the subperiotal plan
for lateral osteotomy which made by handsaws. Nasall
packaging with splint and external fixation with plaster
was performed for 7 days after the operation. Ice packs
were applied for 72 h postoperatively.

The postoperative ecchymosis and edema were
evaluated by the blinded surgeon on postoperative days
2 and 7. The edema and ecchymosis were scored from
0 to 4, according to a graduated scoring system [9]. The
edema scoring was as follows: grade 1: minimal edema;
grade 2: open eyelids reach the iris under the effect of
edema; grade 3: open eyelids show only the pupil under
the effect of edema; and grade 4: eyelids were completely
closed due to generalized edema. The ecchymosis
scoring was as follows: grade 1: 1/4 of the medial part
of the eyelid is affected by ecchymosis; grade 2: 1/2 of
the medial part of the eyelid is affected by ecchymosis;
grade 3: ecchymosis passes the midline of the eyelid
through the lateral; and grade 4: ecchymosis exceeds
3/4 of the eyelid and covers the eyelid completely.

Figure 1Nasal bones were completely exposed and osteotomy

performed to left nasal bone with Piezo device

Figure 2 Woodpecker® Piezo device and tips

Statistical analysis

The SPSS 21.0 program was used for the analysis of data.
A p-value of 0.05 was considered statistically significant.
Descriptive  statistics, including mean, standard
deviation, median, frequency, percentage, minimum,
and maximum, were calculated. The Mann-Whitney
U test was used for the analysis of quantitative values.
Qualitative data were compared with fisher's exact test.
Changes within variables were ascertained using the
Wilcoxon signed-rank test.

Figure 3 Nasal bones were completely exposed and osteotomy
performed to right nasal bone with hand saw
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Figure 4 Cakir-Tastan® hand saws

RESULTS

Among the 60 patients, 42 (70%) were female and 18 (30%)
were male. Rhinoplasty with piezo was performed on 30
patients ( 23 female, 7 male) and with a hand saw on
30 patients (19 female, 1 male). The mean age of the
patients was 28.3(18-42) with piezo and 26.2(18-46) with
a hand saw surgery. There is no statistical significance
in terms of gender and age between the groups. The
comparison of edema and ecchymosis scores between
the groups is shown in Tables 1and 2.

Table 1 Comparison of postoperative edema scores between the
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Evaluation on postoperative edema and ecchymosis,
noted by a blinded surgeon on days 2 and 7, are showed
in Tables 1 and 2. The edema scores were found similar
on the second day compared with the seventh day
in both groups (p>0.05). The ecchymosis scores were
higher in postoperative day 2, compared with day 7, in
both piezo and handsaw groups, but statistically not
significant. There was no significant difference between
groups (p[0.05) (Table 2). (Table 1).

Table 2 Comparison of postoperative ecchymosis scores between

the groups
Piezo Device Handsaws
Average+SD Average+SD
2nd day 2.4210.56 2.631+0.12
7th day 0.76+0.9 0.8240.54
P value* >0.05 >0.05

groups
Piezo Device Handsaws
Average+SD Average+SD
2nd day 3.1240.8 3.2240.62
7th day 1.654+0.9 1.74+0.82
P value* >0.05 >0.05

*Mann—Whitney U test
Iminimum edema 4maximum edema

*Mann—Whitney U test
Iminimum ecchymosis 4maximum ecchymosis

DISCUSSION

Several approaches have been introduced to decrease
the morbidities of rhinoplasty and achieve better esthetic
results. The most frequent reason for postoperative
edema and ecchymosis in rhinoplasty is soft-tissue and
vessel injury[8]. The elevation of the skin and periosteum
of the nasal dorsumin the proper anatomical plane while
subperichondrially, and subperiosteally is important
to avoid these injuries. Ice application on the nose and
lower arterial blood pressure levels are also effective
in decreasing edema and ecchymosis. Surgeons have
investigated the reasons and prevention mechanisms of
edema for years.

Sinha et al. reported that ecchymosis and edema were
less severe after closed rhinoplasty. They concluded that
the limited elevation of skin and periosteum over the
nasal dorsum, combined with the shorter duration of the
surgery, decreased the incidenceof morbidities[9].

23



24

Comparison of Piezoelectric and Hand-saw Osteotomy

Caglar et al. reported that the timing of osteotomy
decreases the incidence of morbidities[10]. They
suggested doing osteotomy at the end of the surgery.
In another study, the authors mentioned that a
subperiosteal tunnel opening through the osteotomy
plane decreases the edema and ecchymosis, due to
less soft-tissue injury. In rhinoplasty, lateral, medial, and
oblique osteotomies are needed for narrowing the
bony pyramid after hump resection. There are several
osteotomy techniques and instruments that were
described before. The most frequently used technique is
traditional osteotomy with conventional 2-mm guarded,
straight steel osteotomes. Piezoelectric surgery was first
described for rhinoplasty by Robiony et al. [5]There are
several studies about the use of piezoelectric surgery for
rhinoplasty [5, 11] llhan et al. compared the efficiency of
piezoelectric surgery with the conventional osteotomies
during osteotomy on producing edema and
ecchymosis and suggested that piezo device was safe,
effective, and precise and is associated with decreased
severities of edema and ecchymosis, compared with
the conventional osteotomy[12]. A study by Tagkin et
al. conducted in Turkey reported that the amount of
edema in both groups was significantly higher on the
2nd day than on the 7 days. However, no significant
differences were found between the piezosurgery and
external osteotomy groups. [13]

Histologic studies have reported that bone cuts
performed by the piezosurgery device show no
hemorrhage or soft tissue injury. [14] Handsaws are
also being used for osteotomy for decades [I5]
Patients in several studies who underwent osteotomy
with handsaws were reported that experienced less
edema and ecchymosis compared with patients who
underwent osteotomy with a conventional osteotomel8,
15]. In our study, we compared the two recent techniques
and observed similar results in terms of edema and
ecchymosis. All these studies showed that piezo and
handsaws cause less injury to soft tissue and vessels, was
seen mainly during osteotomies Similarly, the results of
the present study showed that edema and ecchymosis
were increased in both groups during the first 2days,
whereas edema and ecchymosis were decreased after
2 days and minimum in 7 days.

The results of this study showed the advantages of both
piezosurgery and handsaw osteotomy techniques in
decreasing postoperative edema, and ecchymosis
enhancing patients’ comfort, and shortening the
duration of the recovery period after rhinoplasty

CONCLUSION

This study showed that there was no significant
difference in terms of ecchymosis and edema in
comparison to the piezo device and hand saws. Both
of the techniques caused decreased bone and tissue
injury during rhinoplasty in comparison with traditional
osteotomy which has been described in the literature.
The edema mechanism depends on various reasons as
operation duration, dissection type, and patient factors.
Avoiding soft-tissue injury during all steps in rhinoplasty
may decrease the severity of ecchymosis.
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LATE RECONSTRUCTION RESULTS OF
SEVERE ORBITAL DEFORMITIES DUE TO WAR INJURIES IN A GROUP OF PATIENTS
SAVAS YARALANMASINA BAGLI SIDDETLI ORBITAL YARALANMASI OLAN
BiR GRUP HASTADA GEC ONARIM SONUGLARI

Ayse Dolar Bilge!

1Serbest Hekim, istanbul

BACKGROUND: To evaluate the clinical features and
treatment outcomes of late reconstruction of patients
presenting with orbital injuries in war zones in Irag.
METHODS: Medical records of 6 patients who were
treated between 2014 and 2018 due to orbital and /
or periorbital injury during war in Irag were reviewed
retrospectively.

RESULTS: Four patients (66%) were male and 2 (34%)
were female. The mean age of the patients was 3l
(range, 6-54) years. The patients were from Irag. None
of the patients was admitted in the acute period after
trauma. Two patients had undergone previous surgery,
and the other 4 patients had no surgical intervention
other than emergency interventions. Injury was
bilateral in one patient, and unilateral in 5 patients.
Ocular morbidities were phthisis bulbi (n=5 eye),
enophthalmos (n=5), anophthalmos (n=2), intraorbital
foreign body (n=1), contracted socket (n=3), shallow
inferior conjunctival fornix (n=4), lower eyelid anterior
lamellar shortening (n=4), upper eyelid anterior
lamellar shortening (n=1), and total ptosis (n=1).
CONCLUSION: Orbital traumas are very common,
devastating injuries in warfare and occur more
frequently in young males. With appropriate technique,
cosmetically acceptable results can be achieved.
Keywords: orbital trauma; enucleation; dermis fat graft;
skin graft; skin flap; war injuries

ABSTRACT OZET

AMAGC: Iraktaki gatisma  boélgelerinde  meydana
gelen orbita yaralanmalar sebebi ile basvuran
hastalarin klinik &zellikleri ve ge¢ onarim sonuglarini
degerlendirmek.

GEREG VE YONTEM: 2014-2018 tarihleri arasinda orbital-
periorbital yaralanma sebebi ile basvuran ve tedavi
edilen 6 hastanin tibbi kayitlari geriye dénuk olarak
gozden gegirildi.

BULGULAR: Dort hasta (66%) erkek, 2 hasta (34%) kadindi
(ortalama yas 31 yil: veri araligi 6-54 yil). Hastalarin
tumu Iraktan geldi. Higbir hasta travma sonrasi akut
donemde bagvurmadi. Hastalarin ikisi daha oénce
cerrahi gegirmis, 40 acil mudahale diginda cerrahi
mudahale gecgirmemisti. Bir hastada yaralanma  iki
tarafl, diger 5 hastada tek tarafli idi. Okuler morbiditeler
fitizis bulbi (n=5 g6z), enoftalmus (n=5), anoftalmus
(n=2), intraorbital yabanci cisim (n=1), kontrakte soket
(n=3), sIg alt fornix (n=4), alt kapak on lamella kisalig
(n=4), Ust kapak on lamella kisalgi (n=1), total ptozis
(n=1) idi.

TARTISMA: Orbital yaralanmalar ¢atisma bélgelerinde
stk gordlen, ciddi yaralanmalardir; geng erkeklerde
daha sik goérulir. Uygun cerrahi teknik ile kozmetik
olarak tatmin edici sonug elde edilebilir.

Anahtar soézcukler:  Orbita travmasi; enukleasyon;
dermis yag grefti; cilt grefti; cilt flebi; savag yaralanmasi.
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INTRODUCTION:
Severe injuries occur in war zones affecting the eye and
orbit due to firearms and explosions.

The failure of proper and timely treatment in the regions
where injury occurred and the occurrence of injuries
with burns and tissue loss are the main difficulties in
late repair. In this study, we aimed to share the clinical
features and our treatment concepts and results of 6
patients presenting with orbital-periorbital injuries in the
war zone.

METHODS:

The medical records of 6 patients 7 orbits who underwent
surgery for orbital-periorbital injury between March 2014
and February 2018 were reviewed. The data analyzed
included age, sex, previous history of surgery, surgical
approach, management outcome, complications,
and follow-up time. All patients underwent detailed
examinations.  Orbital imaging was  performed.
Computed tomography (CT) scanning was preferred in
cases with suspicious orbital fractures or bony defects,
and magnetic resonance imaging (MR) was used in
cases when detailed soft tissue images were desired. All
surgeries were performed under general anesthesia by
one surgeon (ADB).

While planning the surgery, stages should be the
evaluation of the globe and the orbital volume
replacement, creation of the fornix and repair of the
eyelids, respectively. Dermis fat graft was used to support
the orbital volume and to correct the conjunctival
deficiency in all patients operated for contracted socket.
Dermis fat graft was taken from the umbilical region
of all patients. In these patients, it was observed that
the globe was lost its integrity, the extraocular muscles
were disorganized. Scleral tissue could not be used
in any of the patients for socket reconstruction. Oral
mucosal graft was used in all patients who required
fornix reconstruction due to the absence/shallowness of
the fornix. The donor field was left to heal spontaneously.
After conformer was inserted, a blepharoraphy suture
was placed in all cases.

In patients with anterior lamellar defect, the anterior
lamella was repaired using postauricular skin graft. In
a patient (Case 1) who had both posterior and anterior
lamella repair in the same session, a skin flap was used
instead of a skin graft because it could affect graft
survival and lead to graft failure.
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Case I: A 35-year-old man was admitted with right
enophthalmos, phthisis bulbi, contracted socket, shallow
lower fornix, and vertical shortening of the lower eyelid
due to anterior lamellar defect. The cornea was not
observed, and there was symblepharon between the
conjunctiva and the lower eyelid skin (Fig 1a, b). Two-
stage surgery was planned. In the first surgery, following
enucleation, a dermis fat graft, which harvested from the
umblical region, was used to enhance orbital volume
(Fig 1c). In the second surgery, a lower eyelid fornix was
created using the oral mucous membrane, and the
lower eyelid anterior lamellar defect was repaired using
a cheek transposition flap (Fig 1d). After surgeries, a fornix
was created at the depth that would allow for conformer
placement, orbital volume was achieved, lower lid
shortness improved, and a satisfactory cosmetic result
was achieved (Fig 1e). A follow-up examination was
scheduled for fitting an ocular prosthesis.

b 10u 51 93183p Wowainseay

Figure 1.(a, b) A patient with right enophthalmos, phthisis bulbi,

and contracted socket. (c) Orbital volume was achieved following
dermis fait graift implantation. (dl) A lower fornix was created and
the lower eyelid skin defect was reconstructed and a conformer
was placed. (e) The appearance of the patient 2 months following
surgery with a medium-sized conformer.

Case 2

A 22-year-old woman was admitted with left
enophthalmos, phthisis bulbi, contracted socket, shallow
lower fornix, and lower eyelid anterior lamellar shortening.
There were diffuse periorbital burn scars. The lateral
orbital rim was shallow and defective. She had a history
of previous surgery due to a lateral orbital bone defect.
Two-stage surgery was planned. In the first surgery, the
phthisic eye was enucleated and orbital volume was
enhanced using a dermis fat graft. In the second surgery,
a lower fornix was created using the oral mucosa and
anterior lamella shortening was corrected using a
postauricular skin graft. A satisfactory cosmetic result
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was dchieved. A follow-up examination was scheduled
for fitting an ocular prosthesis.

Case 3:

A 2l-year-old man was admitted with right phthisis bulbi,
enophthalmos, and an intraorbital shrapnel fragment
(Fig 20, b, c). The patient had primary closure of the
penetrating globe injury. Enucleation was performed
and the intraorbital foreign body was removed (Fig 2d).
A vicrly mesh covered silicone sphere was inserted to
enhance orbital volume and rectus muscle remnants
were sutured over the mesh. One month after surgery, an
artificial eye was placed. A satisfactory cosmetic result
was achieved (Fig Qe).

Figure 3.(a) A patient with phthisis bulbi in both eyes and severe

trauma on the right upper and lower eyelids. (b) Appearance
following right upper and lower eyelid reconstruction and left
enucleation with silicone sphere implantation and conformer
placement. (c) Appearance following right fornix creation with oral
mucous membrane and conformer placement. (d)) Intraoperative
view of the left enucleated eye. (f) The appearance of the patient 1
month following surgery with an artificial eye.

Case 5:

A 28-year-old man was admitted with right upper and
lower eyelid tissue loss and irregularities due to primary
healing following trauma, severe scar tissue due to burn,
phthisis bulbi, and shallow lower fornix, left enophthalmos
and phthisis bulbi. Two-stage surgery was planned.

Figure 2.(a, b, ¢) A patient with a right intraorbital foreign bodly,

Following enucleation, a vicryl mesh wrapped silicone
enophthalmos and phthisis bulbi. () intraoperative view of the sphere was inserted and rectus muscle ramnants were
sutured over the mesh to enhance orbital volume to the

left orbit. Right upper and lower eyelid posterior lamellar

enucleated eye and metaillic foreign bodly. (e) The appearance of
the patient 1 month following surgery with an artificial eye.

28

Case 4

A 6-year-old girl was admitted with left medial lower
eyelid shortening due to an anterior lamellar defect and
shallow lower fornix (Fig 1a). She had a previous history
of enucleation following a penetrating eye injury. A lower
fornix was created using the oral mucous membrane
and the anterior lamellar defect was repaired using
a postauricular skin graft. At the Ist postoperative
week, systemic antibiotherapy was initiated due to
conjunctivitis and eyelid edema. An artificial eye was
placed two months following the surgery. A satisfactory
cosmetic result was achieved (Fig 1b).

repair and anterior lamella reconstruction with skin
grafts was performed in the same session. A right lower
fornix was created using an oral mucous membrane
graft and a conformer was placed in the second surgery.
An artificial eye was placed to the left and the patient
was scheduled for an artificial eye for the right eye after
the healing process had completed.

Case6:

AB4-year-old man was admitted with left enophthalmos,
contracted socket, and total ptosis. The patient had
conjunctivitis and severe discharge due to an infected
conformer, which had been placed 2 years ago following
enucleation. There was also scarring at the upper eyelid,
lower eyelid and lateral periorbita due to previous
surgeries, and the upper eyelid was totally ptotic. Two-
stage surgery was planned. A dermis fat graft was placed
for volume enhancement to the contracted socketin the
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first surgery. In the second surgery, the total ptosis was
corrected by partly removing the previously placed thick
forehead flap and fixing the severely traumatized upper
eyelid to the upper orbital rim. An artificial eye was placed
and a cosmetically satisfactory result was achieved.

RESULTS:

The study included 4 (66%) male and 2 (34%) female
patients. The patients’ ages ranged between 6 and 54
(mean: 31) years. The time between presentation and the
initial trauma ranged between 2 months to 3 years. Two
patients had previously undergone surgeries. One patient
had enucleation, and one patient had enucleation and
upper eyelid reconstruction using periorbital flaps before.
Three (43%) right and 4 (57%) left orbits were involved.
Injury was unilateral in 5 patients and bilateral in one
patient.None of the globes were sufficiently intact to allow
normal vision. Visual acuities were no light perception in
all the patients. Two orbits were anophthalmic due to
previous enucleation surgery and 5 were with phthisis
bulbi. The main ophthalmologic morbidities were
phthisis bulbi (n=5), enophthalmos (n=5), anophthalmos
(n=2), intraorbital foreign body (n=1), contracted socket
(n=3), shallow lower fornix (n=4), lower eyelid anterior
lamellar shortening (n=4), upper eyelid anterior lamellar
shortening (n=1), and total ptosis (n=1).

Surgeries were performed under general anesthesia
in all patients. Surgeries were 2-staged in 5 orbits and
single-staged in 2 orbits. Performed surgeries were
enucleation with dermis fat graft implantation (n=2),
dermis fat graft implantation to an anophthalmic socket
(n=1). enucleation with silicone sphere implantation (n=2),
intraorbital metallic foreign body removal (n=1), lower
eyelid fornix reconstruction with oral mucous membrane
(n=4), lower eyelid anterior lamella repair using a cheek
transpositional flap (n=1), lower eyelid anterior lamella
repair using skin graft (n=3), upper eyelid anterior lamella
repair using skin graft (n=1), and upper eyelid brow
and eyelid ptosis repair (n=1). No patients had surgical
complications. All orbits had cosmetically acceptable
results and conformers could be place in all sockets. Four
orbits had ocular prostheses; 3 patients were sent home
during the healing period with their conformer before
fitting the ocular prosthesis.

Klinik Arastirma / Clinical Research

DISCUSSION:

Numerous studies have reported several eye-orbita
injuries  with various mechanisms in  war zones
throughout history™® The majority of these traumas
are caused by explosions, which induce fragmentation
injury.[12] Explosions produce fragments that impact the
globe and orbit. These fragments comprise secondary
projectiles such as dirt, rocks, cement, and glass, as well
as metal. Accordingly, these wounds require meticulous
debridement to prevent local and systemic infection.
Most patients need to have their eyes removed and
proper reconstruction because of the severe injury, but
the inadequate facilities in the region often result in
inadequate treatment of patients. This leads to a bad
wound healing process and makes subsequent surgery
more difficult”

The majority trauma patients with penetrates craniums
never reach hospitals before dyingli314] In a study
that analyzed 5000 eye traumas in the Iran-Iraq war, it
was reported that most injuries were caused by blunt
shrapnel or indirect trauma.l[l5] During the Persian Gulf
War, the most recent Middle East conflict, 78% of the
198 serious ocular and ocular adnexal injuries reported
were caused by fragments from munitions[16] Unlike
civil injuries, ballistic or explosion injuries strike the eye
and orbit at high velocity and lead to severe trauma.
[1112] Usually the sinuses, the central nervous system, and
face experience trauma at the same time, and tissue
loss and burns accompany, so injuries become more
complicated and reconstruction becomes more difficult.

]

In the current study, all patients were civilians and were
injured by explosions. Two patients had undergone
surgery and they were anophthalmic, the other patients
had only received emergency interventions after
penetrating eye trauma and orbital injuries. The main
problem of most of these patients was the development
of lower and / or upper fornix loss and socket contraction
due to conjunctival scar formation further to animproper
first intervention. In such patients, after enucleation, the
conjunctiva is too short to allow placement of silicone
spheres. The best option for these patients is dermis fat
graft implantation. The most important advantages of
dermis fat grafts are that dermis is epithelialized from
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the edge of the conjunctiva and becomes conjunctival
tissue, and they also enhance orbital volume.[17] Dermis
fat grafts can also combine with other grafts such as
oral mucosal grafts in patients with shallow fornices in
contracted sockets. In addition, there are no alloplastic
material complications such as implant migration and
exposure[18-20] The main disadvantages are that it's
a time-consuming procedure and complications may
arise from the harvesting area. Grafts were harvested
from the groin in our patients and none of the three
patients who had dermal fat grafts had any groft-
related complications. In two patients who underwent
dermis fat graft implantation in whom the epithelization
on the graft was completed, the lower fornix was formed
with the oral mucosa graft.

Another problem in patients with war injuries is the
frequent accompaniment of skin burns. In patients who
have healthy orbicular muscles at the bottom that are
able to provide a blood supply, it is possible to repair
the anterior lamella defect with a skin graft, and local

flaps are a good option in patients with intense scar
tissue. Skin grafts were applied to 3 patients because of
shortness of the lower eyelid anterior lamella, a skin graft
was applied to 1 patient for upper eyelid anterior lamellar
shortness, and a cheek transpositional flap was applied
for lower eyelid anterior lamellar shortness in 1 patient
whose orbicularis muscle was weak and covered with
scar tissue due to burns.

There is no study in the literature reviewing the
reconstruction of injuries affecting multiple orbital/
periorbital components. It is not possible to talk about
a suitable guideline for every patient in the approach
to orbital injuries. It is highly variable according to the
type of injury and the severity of which tissues it affects.
As in our series, in severe injuries where vision cannot be
preserved and the integrity of the globe is impaired, firstly
the restoration of the orbital volume, then the creation
of the fornix and the reconstruction of the eyelids are
required. In this way, it may be possible for the patient to
gain a cosmetically acceptable appearance.

Table: Features of the patients. DFG: Dermis fat graft

Age/Sex | Side | Findings Performed Surgery Post-op Previous
Prothesis | surgery
Fitting

1 [35M R Enophthalmos 1.Enucleation, orbital volume | Yes i
Phitisis bulbi augmentation with DFG
Contracted socket 2. Lower eyelid anterior lamellar
Lower lid anterior lamellar | reconstruction using cheek transposition
defect and shallow fornix flap, lower forninx creation using oral

mucosa

2 | 22/F L Enophthalmos 1.Enucleation, orbital volume | Yes I
Phitisis bulbi augmentation with DFG
Contracted socket 2. Lower eyelid anterior lamellar
Lower lid anterior lamellar | reconstuction using skin graft, lower
defect and shallow fornix forninx creation using oral mucosa

3 | 21/F R Enophthalmos Enucleation using silicone sphere Yes -
Phitisis bulbi Foreign body removal
Intraorbital foreign body

4 | 6/F L Lower eyelid anterior lamellar | Lower  eyelid  anterior  lamellar | Yes +
defect and shallow fornix reconstruction using skin graft, lower enucleation

fornix creation using oral mucosa

5 | 28M R Upper and lower eyelid anterior | Upper and lower eyelid anterior lamellar | Yes >
lamellar defect reconstruction and lower fornix creation
Phitisis bulbi using oral mucosa
Lower shallow fornix

L Enophthalmos Enucleation using silicone sphere Yes 5

Phitisis bulbi

6 | 54M IC; Enophthalmos 1.Socket reconstruction with DFG Yes +
Contracted socket 2.Eyelid reconstruction enucleation
Total ptosis
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In conclusion, explosions during war can lead to
significant injuries that usually lead to blindness and
severe orbital morbidities. Proper surgical approaches
can provide a cosmetically acceptable cosmetic resullt,
which is very important especially for young people.
Conflict of interest: None declared.
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YUZ KIRISIKLIKLARINDA BOTULINUM TOKSIN A UYGULAMALARI
BOTULINUM TOXIN A APPLICATIONS ON FACIAL WRINKLES

Vedat Oruk!, Gokge Ozel?, Bettll Sahin?

10zel Medicabil Hastanesi, KBB Klinigi
2Ozel KBB Muayenehanesi
3 Acibadem Bakirkdy Hastanesi, KBB Klinigi

Botulinum toksini yaklasik 30 yildir kozmetik amagla
yuz kirigikliklarin dizeltimesinde kullaniimakta olan bir
nérotoksindir. Toksinin yapisinin ve uygulanacagikaslarin
anatomik &zelliklerinin iyi bilinmesi estetik sonucun
tatminkdr ve goéze hos gelmesi agisindan oldukga
Sénemlidir. istirahat sirasinda olmayip mimik kaslarinin
kasilmasi sonucu olusan dinamik kingikliklar toksin
tedavisinden en ¢ok fayda géren kirigiklardir. Hedef kasin
hareket vektérlerine dik olarak olusan kirigikliklar, toksinin
presinaptik asetilkolin  salinimini bloke ederek hedef
kasi paralize etmesi nedeniyle siliklesir veya kaybolur.
Bu etki geri donlsiimli ve doz bagimlidir. Uygulanacak
olan toksinin serotipi, difizyon halkasinin genisligi ve
uygulaoma noktasinin tehlikeli alanlara olan mesafesi
komplikasyonlardan kaginmak agisindan énem arzeder.
Bu derleme yazimiz ile 6zelikle toksin uygulamalarina
yeni baslayacak hekimlere, ideale yakin bir botulinum
toksin uygulamasi ve érnekleri hakkinda faydalanilacak
bir kaynak sunma amacindayiz.

Corresponding Author: Vedat Oruk

Adress: Ozel Medicabil Hastanesi KBB Klinigi Niltifer/Bursa
Email address: drvedatoruk@gmailcom

oy43) ABSTRACT

Botulinum toxin is a neurotoxin that has been used for
cosmetic purposes for the correction of facial wrinkles
for about 30 years. Knowing the structure of the toxin and
the anatomical features of the muscles to which it will be
applied is very important for the aesthetic result to be
satisfactory. Not occur during rest but dynamic wrinkles
that occur as a result of contraction of mimic muscles,
are the wrinkles that most benefit from toxin treatment.
Wrinkles formed perpendicular to the motion vectors
of the target muscle become indistinct or disappear
as the toxin paralyzes the target muscle by blocking
the release of presynaptic acetylcholine. This effect is
reversible and dose dependent. With this review article,
we aim to provide a useful resource about botulinum
toxin application and examples close to ideal, especially
for physicians who will start toxin applications.
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YUz Kirigikliklarinda Botulinum Toksin A Uygulamailar
insanoglu  varolusundan bu yana kendisini ifade
edebilmek icin dig goérintstine énem vermistir. ilkel
toplumlardan, ginimiz modern toplumlarina kadar,
yuz ifadesi ve gorinimu blyuk énem arz etmistir. Cin'de
yapilan kazilarda ydz nemlendirme igin kullanilan 2700
yillik bir krem kabi bulunmustur.! Glndmuzde teknolojinin
yardimlariyla bu Grdnlerin  alternatifleri  Gretilmis  ve
teknoloji cagi ile beraber devasa bir kozmetik ve estetik
sektort haline gelmistir. Bu yelpazede Botulinum toksini
de yerini almustir.

Ozellikle ylz bolgesinde yapilan estetik ve kozmetik
uygulamalarin baginda,  etkinliginin  ytksek olusu ve
uygulama sekline bagll olarak yan etki oraninin digtk
olusu nedeniyle botulinum toksin uygulamalari yer
almaktadir? Medikal ve estetik uygulamalarda uzun
saredir kullanilmaktadir.

YUz Anatomisi ve Kirigikliklar

YUz bolgesinde yapilacak tim cerrahi ve cerrahi
disi iglemlerde yUzin anatomisine hékim olmak,
dogrultusunda bu kingikliklara mudahale etmek ¢ok
onemlidir.

YUz boélgesinde, mimiklerimizi de olusturan kas gruplarini
iyi anlamak ve o&zellikle kasin lokalizasyonunu ve
hareket vektorint bilmek yapilacak islemlerin temel
noktasini olugturmaktadir. Hangi kas gruplarinin agonist,
hangilerinin antagonist oldugu iyi bilinmeli ve mimiklerde
minimal degisikler hedeflenmelidlir.

Kirigiklik terimi genel bir terimdir ve igeriginde derinliklerinin
ve anatomilerinin farkliliklarina goére; cizgileri, kirnsikliklari,
burusukluklari, katlantilarr ve de oluklart kapsamaktadir?
Mimiklerin  kullanilmast  sirasinda  olusan  kirigikliklar
dinamik  kinigiklik  olarak  adlandirilirken,  istirahat
pozisyonunda varligi devam eden kirisikliklara ise statik
kinsikliklar adi verilmektedir (Sekil 1). Kinsikliklar ézellikle kas
hareket vektorlerine dik gizgilenmeler ve katlantilar olarak
karsimiza ¢gikmaktadirlar.

Botulinum toksin tedavisinde hedef kaslar temel olarak;
alinda Frontalis kasl, glabellada Proserus ve Corrugator
kaslar, g6z cevresinde Orbikularis okuli kasi, agiz
cevresinde Orbikularis oris kasl ve ¢enede Mentalis kasl
ile boyunda platisma kaslaridir. Hedef kaslar ve diger yuz
kaslari Sekil 2 ve Sekil 3'de gosterilmistir.
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Sexil I: Dinamik krisiklik 6rnegi, istirahatte iken olmayan (stte) ancak

mimiklerle beraber olugan kirgiklik (alttc)

Sekil 2-3:

Ylz kaslari

(I: MFrontalis,
2:MCorrugator
supercilii,
3:M.Proserus,

4: Orbicularis
ocul,
5:MNasalis,

6: Mygomaticus
mindr,

7: Zygomaticus
major,

8: M. Levator
labii superioris
alaque nasi 9M.
Orbicularis oris,
10: MDepressor
anguli oris,

Tl: M. Depressor
labi inferioris,

12: MMentalis,
13: Plcrtismct)
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Yiizde Norotoksin Uygulamalar:

Frontalis kasi, frontal kemigin Uzerinde bulunan ve
diger taraftaki kasla beraber V seklinde uzanan bir
kastir. Asagida kaslara baglidir. Bu kas kasildigr zaman
kaslart yukari dogru hareket ettirir ve alinda yatay
cizgilenmeler olusturur (Sekill). Kaslar kaldiran tek kas
oldugu unutulmamalidir. Bu kas alnin tam ortasinda,
glabellanin yaklasik 35cm Uzerinde (varyasyonlar da
olmakla beraber) V seklini olusturmaktadir4s Ancak bazi
kisilerde orta hatta Ust tarafta da kas liflerinin oldugu
varyasyonlar da bulunmaktadir(5) Kasa bagl olan veya
kas hareketlerinde etkisi olan diger tim kaslar frontalis
kasina antagonisttirler.

Kaslarr asagr ¢eken kaslar arasinda 6zellikle Corrugator
stipersili kas! (Sekil 2 ve 3), transvers olarak uzanan bas
ve oblik olarak uzanan kuyruk olmak Uzere iki boélimden
olusmustur. Kasglara dogru uzanim géstererek sonlanir.
Ozellikle kasglarn catilmasi esnasinda  belirginlesirler.
Corrugator  kaslar, glabelladaki  dikey gizgilerden
sorumludur. Proserus kasi glabellada burun kokine
dogru yatay cizgiler olusturur (Sekil 4)° Bu iki kas
ozellikle botulinum toksin uygulamasinda ana hedefleri
olustururlar ve bu nedenle klinik olarak gok dnemilidirler.

Orbiktlaris okuli kasinin kasiimasi sirasinda kasin dis
1/3 U asadi iner. Ayrica bu durum yaslanmanin dogal
sureglerinden birisi olmakla birlikte, kasin dinlenme
tonusu ile de baglantilidir. Bu kasin kasiimast ile kaz ayag
goranuma olusur (Sekil 4).

Kaz ayagi >
goriinimi

Sekil 4: Ustte Corrugator supersili (Cs) kasinin kasiimasina bagih
olugan diikey gizgilenmeler ve ortada Proserus kasi (Pr), altta
Periorbital alanda orbikdlaris okuli kasinin lateral kisminin kasiimasina

bagl olusan kaz ayagi gérdnimd.

Burun sirtinda bulunan nasalis kasinin kasiimasi, bu
boélgede goérulen tavsan gizgilerinin nedenidir. OrbikUlaris
oris kasi ise agiz gevresinde goérilen sigara igicisi
gizgilerinden (barkod gizgileri) sorumludur. Platismanin
artmis istirahat tonusu, harekete dik bantlari olusturur.
Cene bolgesinde ise mentalis kasinin ayni fizyopatolojik
mekanizmalarla etkilenmesi sonucunda ¢ene ucunda
cakil tasi gérinimu olusur. Kas gruplart ve neden
olduklart gérantmler Tablo Tde gosterilmistir.

Tablo ' Hedef kaslar ve etki bolgeleri (Bakiniz Sekil 2 ve 3)

Frontalis Kas elevatori Alinda yatay kirisiklik

Corrugator Supersili Kas Depressori Catma cizgileri- dikey cizgiler

Proserus Kas Depressori Catma cizgileri- yatay gizgiler

Orbikiilaris okiili G6z kapagi hareketleri Kazayag gizgilenmeleri

Nasalis Mimik Tavsan cizgileri

Orbikularis Oris Dudak hareketleri Sigara icicisi gizgileri

Depressor Anguli Oris Dudak hareketleri Uzgiin surat, agiz késesi diisuklugi

Mentalis Cene -Mimik Cakil tagi géruntimu

Platisma Boyun- Mimik Boyun bantlari

Botulinum Toksini

Botulinum toksini, anaerobik gram pozitif sporlu bir bakteri
olan Clostridium botulinum bakterisinin ekzotoksinidir. Bu
ekzotoksinin A'dan G'ye 8 allt tipi vardir” Yaygin olarak A
ve B serotipleri kullaniimaktadir®®® Bu toksin ilk olarak
1897 yilinda bakteriden elde edilmistir® GUnimuzde
tamamen laboratuvar sartlarinda Uretilen bu toksinin,
tibbi kullanimi 1970'te strabismus tedavisi ile baglamistir.
(10) cCarruthers ve arklarinin blefarospasm tedavisi igin
clostridium botulinum ekzotoxini uygulanan hastalarda
periorbital kirisikliklarin - kayboldugunu  bildirmesinden
sonra goz gevresi kingikliklarinin tedavisinde 1992'den
itibaren kullanilmaya baglanmigtir™?

Bu ekzotoksin 100 kDa molekdl agirhgindaki agir bir
zincir ve 50 kDa molekdl agirhigindaki hafif bir zincirin
birbirlerine disulfit baglar ile baglanmasindan olusan
bir noérotoksindir™  Toksinin  salinimini  engelledigi
asetilkolin ekzositozunda, U¢ protein rol alir. SNAP-25
(synaptosomal-associated protein 25) ve  sintaksin,
néronun hticre membraninda bulunurken, sinaptobrevin
veya diger adiyla VAMP (vezikulle iliskili protein) veziktilde
bulunur®" Toksin serotipleri yapilarina baglh olarak farkl
protein tUrlerine baglanirlar. Tip A, C1 ve E, SNAP-25 e
baglanirken, C2 sintaksine baglanir. Diger serotipler ise
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VAMP proteini Gzerinden blokaj yaparlar®" Toksin, néron
sonlanmasinda agir zinciri yardimiyla, spesifik ylzey
reseptériine baglanarak endositozla hticre igine alinir, bu
esnada disulfit baglar kirilir ve hafif zincir néron internal
ylzeyinde SNAP-25 proteinine baglanir. Bu protein,
asetilkolin salinimi i¢in gerekli olan, vezikdler flzyondan
sorumludur.  Vezikiler  flzyon  gergeklesmeyince,
asetilkolin postsinaptik ugtan salinamaz. Sonug¢ olarak;
tim toksin serotipleri hedef proteinleri Uzerinden
asetilkolinin sinaptik araliga salinimini bloke ederler, bu
durumda kas Uzerinde olugan denervasyon nedeniyle
paralizi geligir. Toksin; nikotinik reseptér inhibisyonu ile
kas sistemi Uzerinde paralitik etkisini, muskarinik reseptor
inhibisyonu Uzerinden de otonom sistem blokaji etkisini
gosterir.? Toksin kan beyin bariyerini gegcemez bu nedenle
santral sinir sistemi Uzerinde etkisi yoktur.*

Toksinin etkisi doz bagimli ve geri déntstimitddr. inhibe
edilen proteinlerin néron terminal ucunda yeniden
Uretiimesi ve noéral iletimin yeniden basglamasi, yaklasik
90 gunu bulmaktadir. Klinikte de bu streden sonra toksin
etkisini kaybetmeye baglamaktadir® Etki stresi en fazla
olan serotip, Botulinum toksin A ‘dir (BTxA). Etki stresi;
kozmetik kullanimda 3-6 ay iken, muskarinik reseptérler
Uzerinden etkiledigi tUkrUk bezlerindeki etki sUresi 20
aya kadar gikabilmektedir Botulinum toksini antikor
olusumunu tetikleyen bir protein yapisindadir. Ancak
serotipler arasinda ¢apraz antikor olusumu yoktur. Bu
nedenle olasi bir antikor varliginda, diger bir serotipte
toksin tedavi amaciyla kullanilabilir.

Yapilan c¢alismalarda  kisa  sdreli ve yuksek dozlu
uygulamalarda, antikor varligi gosterilmistir® insanlar igin
botulinum toksinin LD50'si (lethal dose) 3ng/kg veya LD'si
tam olarak bilinmemekle beraber BTxA igin 2800-3500
anite (U) oldugu dustnulmektedir.

Toksin ve Uretim asamasinda kullanilan insan albdminine
kargi asirt  duyarllik reaksiyonlari olan hastalarla,
noromuskuler bileske hastaligi (Myastenia Gravis, Eaton
Lambert, Multiple skleroz gibi) olan hastalarda, gebe
ve emziren hastalarda kullanimi kontrendikdir. FDA
tarafindan gebelik kategorisi C olarak belirlenmistir’® Bu
durum uygulama éncesinde mutlaka dikkate alinmalidir
ve hastanin gebelik durumu teyid edilmelidir8™® Toksinin
yapllan hayvan c¢alismalarinda fetls Uzerine negatif
etkileri olmasina karsin, insanlarda hentz bildirilen bir
teratojenik etkisi yoktur Aminoglikozidler, siklosporin,
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D-penisilamin, suksinil kolin, kinidin, magnezyum sulfat
ve linkozaminler; zaten asetilkolin salinimi azalttiklari igin
toksinin etkisini potansiyelize ederlerken, aminokinolonlar;
toksinin  hucre igine girisini  engelleyerek etkisini
azaltirlar®™  Botulinum  toksinin  kontrendikasyonlari
Tablo2 de, ilaglarla etkilesimi ise Tablo 3'te gosterilmistir.

Tablo 2: BTxA kontrendikasyonlarr

Hastanin gercek disi beklentilerinin varligi

Viicut dismorfik bozuklugu

igili bélgede dermatoz varlig

igili bdlgede belirgin motor giigsiizliik (Bell's palsy)
BTxA Rolatif

Kontrendikasyonlari | Keloid olusumu

Immiinyetmezlikli hastalar

Noéromuskdler hastaliklar (amyotrofik lateral skleroz, miyastenia gravis,
Eaton-Lambert sendromu, miyopatiler)
Gebeler, emzirenler ve 12 yas alti gocuklar

Botulinum toksini ile etkilesimi olan ilag kullanimi (Tablo 3)

BTxA Kesin

Kontrendikasyonlari | Tedavi bolgesinde enfeksiyon varligi

igerigindeki herhangi bir maddeye karsi duyarlilik veya alerji varligi

Tablo 3: Botulinum toksini ile etkilesimi olan ilaglar

Aminoglikozidler

Kolinesteraz inhibitorleri

Siklosporin

Kalsiyum kanal blokerleri

D- Penisilamin

Suksinilkolin

Kinin

Kurar benzeri noromuskuler blokerler

Klorokin

Magnezyum sulfat

Hidroksiklorokin

Linkozamin

Estetik uyglamalarda en sik kullanilan ve en potent serotip
olan BTxA'nin Gg alt tipi mevcuttur. AbobotulinumtoksinA
(ABTxA), OnabotulinumtoksinA (oBTXA) ve
IncobotulinumtoksinA olarak isimlendirilirler. Bu alt tipler,
ticari formlart ve kullonim asamasindaki sulandirma
sekilleri ve baglantili olarak esdeger Uniteleri ile de farklilik
gostermektedir. Bu formlar Tablo 4'te gésterilmistir.

Tablo 4: BTxA ticari formlar

Etken Madde Preperat ismi Yardimci Maddeler Esdeger
Onabotulinumtoksin A Botox® Insan albiimini, sodyum klorid 1U
Abobotulinumtoksin A Dysporl@ Insan albiimini, laktoz 25U
Incobotulinumtoksin A Xeomin® insan albumini, siikroz 1U
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Yiizde Norotoksin Uygulamalar:

Uygulama esnasinda, toksinin  enjeksiyon yerindeki
diftizyon halkasinin  (toksin  yayilim alani)  yayilimi
ongorulmeli ve riskli bolgelere uzak kalmaya dikkat
edilmelidir®

Botulinum Toksin A'nin Estetik Uygulamalarda Kullanimi
Kirigikliklar; cildin yaslanmasi, guines isinlarinin cilt tzerine
etkisi ve mimik kaslarinin strekli sikistirma etkisinden
kaynaklanir. Statik kirisikliklar genel olarak genetik yap,
deri tipi ve cevresel faktorler ile iligkili iken dinamik
kingikliklar agirlikli olarak kas hareketlerinin Gzerindeki
cildi katlamastyla olusur! Ozellikle dinamik kirigikliklarda
BTxA kas hareketlerini bloke ederek kirisikligin olusmasini
engeller. Dinamik kirisikligr olan hastalar BTXA i¢in daha
ideal hastalardir. Statik kirigikliklarda ise BTxA nispeten
daha etkisiz kalacag icin ilave olarak dermal dolgular,
lazer uygulamalar gibi minimal invaziv islemler ile
kombine edilebilir.

BTxA vyapilirken, o6zellikle segilecek urdnun difflzyon
halkasinin  genisligi géz 6nidnde  bulundurulmalidir.
Kas pitozu, kapak pitozu ve diger komplikasyonlara yol
acmamak i¢in tehlikeli alanlara olan mesafesine dikkat
edilmelidir. Sulandirma orani i¢in, minimum hacimle
maksimum etkinlik amaglanmalidir.

Botox® ticari preperati 100 Unitelik flakonlar halinde,
Dysport® ticari preperati ise 500 Unitelik flakonlarda
temin edilmektedir. (Sekil 5a ve b).

Dysport® dondurulmadan buzdolabinda 2-8°C'de sak-
lanmalidir. Sulandirildiktan sonra yine ayni sicakliklarda
24 saatlik stabilitesini korudugu goésteriimis olmasina
ragmen hemen kullanilmasi  6neriimektedir. OBTxA
preperatlarinda ise dondurucuda muhafaza edilip
sulandirildiktan sonra belirli bir stre buzdolabinda kapak
bolumunde saklanmasi dnerilmektedir.

Her 2 ticari flakonda, 25 cc %0.9'luk izotonik soltisyonu
ile sulandirilir. Boylece Botox® (OBTxA) icin her 1 cc
soltisyonda 40 Unite (40 U/ml) , Dysport® (ABTXA) icin her
1 cc solusyonda 200 Gnite (200 U/ml) toksin igeren bir
solUsyon elde edilir. Burada dikkat edilmesi gereken ABTXA
ile OBTXA arasindaki 25010 dozaj oranidir. Ancak daha
dilie veya daha konsantre soltsyonlarda kullanilabilir.
Flakon sulandirilirken negatif basingli oldugu teyit edilmeli,
flakon sert el hareketleri ile galkalanmamalidir.

St c I=‘(
Units/vial

ALLERGAN

Sexil 5: Dysport® ve Botox® ticari preperatlari(a, b) ve
enjeksiyon icin kullanilan Luer fock (ilith) enjektor ve 34G igne
ucu (c).

Hazirhk

Hastanin agri esigine goére, tercihen islemden 20-30
dakikakadarénce %5'lik lidokainlikremlerle topikal anestezi
uygulanabilir. Ancak genel olarak blokaj anestezisine
veya dahaileri bir anesteziye ihtiyag duyulmaz islemden
once hastanin yuzu alkolstiz veya antiseptik icermeyen
bir 1slak mendille silinebilir.

Botulinum toksin enjeksiyonundan énce; istirahatte, tam
karsidan, her iki yandan ve uygulama yapilacaksa diger
alanlar goéztkecek sekilde fotograflart gekilmeli, daha
sonra ise mimiklerini kullanirken, kaslarini kaldirdiginda
ve cattiginda, kaz ayaklarini belirginlestirecek kadar
gulimsediginde ve uygulama yapilacak diger bolgelerin
(boyun, perioral alan) hareketleri esnasinda fotografiari
cekilmelidir. Video kamera esliginde de yapilabilir.
Hastanin kas pozisyonunu nasil istedigi ve yuzine ait
talepleri dikkatli sekilde not alinmali, mdmkinse bir ayna
karsisinda kendi taleplerini ylzl Uzerinde goéstermesi
istenmelidir. Bu uygulayicinin medikolegal problemlere
doha az maruz kalmasini saglayacaktir.  iglemden
once hastaya mutlaka bilgilendirilmis onam formu
doldurulmall ve gerekli agiklamalarda bulunulmalidir.



Turkish Journal of Facial Plastic Surgery

TUm bu hazirlik agsamalarindan sonra hastanin ytztnde
gereken enjeksiyon noktalari ve kag pozisyonlartisaretlenir
ve uygulamaya gegilir. isaretleme ile ilgili detaylar her
boélgenin konusu iginde anlatilacaktir. Sekil 6'da temel
enjeksiyon noktalari isaretlenmistir. islem  sirasinda
hastanin agrn ve sonrasinda ekimoz vs. olusmamasi
icin soguk/buz kompressler kullanilabilir. islem icin kilit
mekanizmali 1 mllik enjektor kullaniimaktadir (Sekil 5¢).
Ancak 05 ml lik enjektérlerde ozellikle Dysport® (ABTXA)
kullaniminda kolaylik saglamaktadir. igne ucu olarak
farkl kalnlk ve uzunluklar tercih edilebilir (30—346 9-13
mm) ancak standart olarak 30G 13mmlik enjektor uglar
kullanilmaktadir.

UST YUZ BTXA UYGULAMALARI

Alin Bélgesi

Alin bélgesinde hedef kas, frontalis kasidir. Bu kasin
kasilma vektord yukarr yonde olup kaslarr eleve eden
tek kastir. Kasiimasi ile alinda, horizontal olarak uzanan
cizgiler olusmaktadir. Alinda vertikal olan gizgilerin mimik
cizgisi olmayip, uykuya bagl olustugu ve bu gizgilerin
toksin tedavisi ile duUzeltilemeyecedi unutulmamalidir.
Alin  bdlgesine mudahale ederken hastanin  alin
bolgesinin genisligi de hesaba katiimalidir. Hastanin
kas pitozu olup olmadigina dikkat edilmelidir. Bunun igin
kasin, superior orbital rimin Uzerinde oldugu palpasyonla
kontrol edilmelidir. Kas pitozu yoksa suprasiliyer
cizgiye 2 cm mesafeden, kas pitozu varsa parmaklar
yardimiyla superior orbital rim palpe edilerek rimin 2cm
superiorundan daha yukarlya BTxA uygulanmalidir.
Bunun igin hastanin alnina, bahsedilen 2cm’lik hatt
gosteren ekvatoryal bir hatirlatict gizgi ¢izilmesi, yeni
baslayanlar i¢in koruyucu olmasi agisindan énemlidir
(Sekil 6a'da beyoz cizgi). Hastanin talep ettigi kas
gorunimu de, mtdahaledeki temel noktalardan birisidir.
Hastaya bu durum mutlaka sorulmall ve buna uygun
olarak isaretleme yapiimalidir.

isaretleme yaparken kendi pratigimizde, éncelikle alin
orta hattinda (glabellar hat tzerinde) superior yerlesimli
tek nokta ve daha sonra saginda ve solunda olmak
Uzere iki adet Uggen olusturacak sekilde Gger nokta
isaretlemekteyiz (Sekil 6a).
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Sekil 6: Temel
enjeksiyon
noktalar. En dst:
istirahatte, ortada:
frontal bélge
isaretlemesi,
kirmizi ¢izgi:
emniyet siniri,
yesil ¢izgi: kasg
[pozisyonu siniri,
Altta: glabellar ve
periorbital lateral
alan isaretlemesi

En dig noktanin kas tepe noktasindan gegen vertikal hatta
hafif medial olmasi; ézellikle kas kuyrugunun (lateralinin)
kalkik olmasintisteyen hastalarda en dig sinirt olugturmasi
acgisindan énemlidir. Alin lateralinde kas tepe noktasi
iz dustimune (stopper noktast), BTxA uygulanmamas!
durumunda, kasin kuyrugu frontal kasin lateral kisminin
eleve edici etkisinde kalacak ve antagonist olan kasin
da paralitik olmasi nedeniyle de kas kuyrugu asiri eleve
olacaktir. Ozellikle kag tepe noktasinin 15-2 cm Gzerindeki
bir alana 50 kadar ABTXA (Dysport ®) veya esdegeri
20 OBTxA (Botox®) yapilmasi kanca kas gorinima
(mephisto bakisl) olusmasini engelleyecektir. Ancak
kas goérunimuandn dogal olmasini isteyen hastalarda,
kas kuyrugu hizasina yani frontalis kasinin lateral
segmentlerine 1 veya 2 nokta da olmak Uzere isaretleme
ve enjeksiyon yapilabilir. Her bir nokta igin 50 ABTXA
veya esdegeri 20 OBTxA subkutan uyguloma yeterli
olacaktir. Enjeksiyon sirasinda igne ucunun yaklagik
45-60 derece kadar yatik olmasi, subkutan tabakaya
verilmesini kolaylastiracaktir(17) Alin bolgesinde, kas Gst
sinirna veya superior orbital rime ¢ok yaklasmamak ve
toplamda 50 Ginite ABTXA ‘yi (= 200 OBTxA) gegmemek kas
pitozundan kaginmak igin énemlidir(17) Alin genisligi dar
olan hastalarda ¢ok fazla BTxA uygulamaktan kaginmak
gerekir. Sekil 7 ve 8de frontal uygulama orneklerini
goérmektesiniz.
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Yiizde Norotoksin Uygulamalar:

Sekil 7: Alin
bdlgesinde
subkutan
uygulama.
(her noktaya
50 ABTxA =20
OBTXA)

Sekil 8: Alin
bdlgesi BTXA
uygulama
éncesi ( otltta)
ve sonrasi

( L'Jstte)

Glabella

Glabella boélgesinde Proserus ve Corrugator supersili
kaslari hedef kaslardir (Sekil 2, 3 ve 4). Bu iki kas grubu,
frontal kasa antagonist davranirlar. Proserus kasi, kaslari
mediale ve asagi dogru gekerken, glabellada horizontal
cizgilenmeye neden olur. Corrugator sUpersili ise kas
medialini agagi ve ice ¢ekmektedir, bu nedenle de dikey
cizgilenmenin en énemli sebebidir. Glabella bdlgesini
isaretlerken; hastadan kasglarini  gatmasini  isteyerek
ve bunu bir ki defa yaptirarak kasin tim anatomik
gorinimant farketmeye caligin. isaretleme  yaparken
kasin sinirlarini gizerek belirtmek yeni baslayanlar igin
kolaylik saglayacaktir (Sekil 9).

Sekil 9: Proserus ve Corrugatérlerin uygulama éncesi hasta Uzerinde

belirlenmesi

Biz uygulamamiz sirasinda Proserusa tek noktadan 10U
ABTXA veya esdegeri 40 OBTxA (kasin en belirgin oldugu
karin bélgesine) uygulamaktayiz. Proserusu gok hipertrofik
olan hastalarda dikey 2 noktadan, kasin karin bélgesine
yine 100 ABTXA (= 40 OBTxA) ve hemen 5-6 mm Uzerinde
50 ABTxA (=20 OBTxA) olmak Uzere toplam 150 ABTXA
(=60 OBTxA) derin yerlesimli olacak sekilde enjeksiyon
uygulanmasini éneriyoruz. Proserus kasina enjektor, orta
hatta ve hafif 70-80 derece aglyla superior yonlt olarak
enjekte edilmelidir (Sekil 10).

Sekil 10: Proserus kasina uygulama (100 ABTxA =40 OBTXA)

Corrugator kaslara, yine proserus orta noktasindan 2
yana dogru marti kanadi olusturacak sekilde (Sekil 6b)
isaretleme yapllir. Kasin en hipertrofik oldugu noktaya
derin yerlesimli 100 ABTxA (=40 OBTxA) ve Corrugator
kasinin kuyruk lokalizasyonuna da ylzeyel ancak yine
kas igine olacak sekilde 50 ABTXA (Dysport®) veya
esdeger 20 OBTXA (Botox®) olmak Uzere, tek taraf igin
150 ABTXA (=6U OBTXA) ve 2 tarafta toplam 30U ABTXA (=
120 OBTxA) olarak uygulamaktayiz. Ancak Corrugatorleri
ileri derecede hipertrofik olan hastalarda tek taraf igin
100100 Dysport® (= 4+4 U Botox®) olarakta uygulanabilir.
Enjeksiyon yapilirken dikkat edilmesi gereken ana
noktalardan birisi de, &zellikle Corrugator sUpersili
kuyruk enjeksiyonunda midpupiller hatti gegmemektir.
Corrugator karnina enjeksiyon yapilirken, enjektorin ucu
yukari -disa ve posteriora dogru 45 derece aglyla ve
daha derin yerlesimli yapilmalidir. Kuyruk lokalizsyonuna
enjeksiyon yapllirken enjektér biraz daha digsa dogru ve
yine hafif superior yerlesimli ve daha ytizeyel olarak 60-70
derece olacak sekilde uygulanmalidir (Sekil Tla ve b).

Enjeksiyonyapllirken, diger elinisaret parmagiile kas eleve
edilerek superior orbital rim palpe edilmeli ve potansiyel
bir kas pitozu agisindan hasta iyi degerlendirilmelidir.
Anatomik belirte¢ olarak kas yerine superior orbital rim
kullaniimalidir. Kag pitozu olan hastalarda kasin belirteg
olarak kullaniimasi durumunda, BTXA'nin inferiora dogru
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migrasyonu veya solusyonun rimin alt tarafina dogru
enjekte edilebilmesi nedeniyle kas ve levator palpebra
superior paralizisi olugacak ve kapak pitozuna sebebiyet
verilebilecektir(15) Bu nedenle diger elin isaret parmag
enjekte edilen BTxA solusyonunun migrasyonunu bloke
edici bir unsur olarak kullaniimalicir (Sekil ia ve b).

Sekil T-a: Corrugatdér kasin karnina derin enjeksiyon
(100 ABTxA =40 OBTxA)

Sekil T-b: Corrugator kasi kuyruk bélimtine daha ylizeyel enjeksiyon
(50 ABTxA =20 OBTxA veya 10U ABTxA =40 OBTXA)

Toksin uygulamalarinda en korkulan komplikasyonlardan
biri géz kapagr pitozudur. Pitoz igin en riskli enjeksiyon
noktasini  corrugator kuyruga yapilan enjeksiyonlar
olusturmaktadir. Pratik uygulamada yeni basglayan
hekimler icin énerimiz corrugatorlere tek, derin, medial
enjeksiyon yapmalari ve kuyruk enjeksiyonunu 15 guiin
sonraki kontrol uygulamasina birakmalaridir. Corrugatore
yapilan toksin enjeksiyonunun son derece yavas ve
kontrollt olmasi, toksinin yayilimi ve pitoz olusumunu
onleme agisindan  6nem tasimaktadir. Glabella
bolgesi icin BTXA uygulamasinin éncesi ve sonrasind ait
fotograflart Sekil 12'de gérmektesiniz.

Derleme / Review

Sexil 12: Glabella bélgesi BTxA enjeksiyonu éncesi (altta) ve sonrasi
( Ust‘te)

Lateral Periorbital Alan (Kaz Ayag)

Lateral periorbital alan kinigikliklary, Orbiktlaris okuli kasinin
lateral kisminin gllme veya goézlerin kisiimasi esnasinda
olusturdugu ve lateral kantustan isinsal tarzda uzanan
kingikliklardir. Orbiktlaris okuli kasi, sirktler bir kas olup
kasilmasi sirasinda sirkdler halkalara dik cilt gizgilenmeleri
olusturur (Sekil 4).

Kazayagr kingikliklarina orbiktlaris okuli kasinin orbital
kismin laterali sebebiyet vermektedir (Sekil 2 ve 3). Hedef
alan burasi olmalidir. Enjeksiyon noktalariigin orbital rimin
lateral kenarindan yaklasik 1cm uzaginda, isinsal tarzda 3
nokta belirlenmelidir (Sekil 6). Enjeksiyonun veya difflizyon
halkasinin lateral rektus kasina uzanmasini engellemek
onemlidir.

Hedef alana dozaj kaz ayaklarinin siddetine goére; 50
ABTXA (=20 OBTxA) alt noktaya, 100 ABTXA (=40 OBTxA)
orta noktaya ve 50 ABTXA (=20 OBTxA) Ust noktaya olmak
tzere toplam 20U ABTxA (=8U OBTXA) uygulamaktayiz. Kaz
ayagi daha belirgin olan hastalarda alt ve Ust noktalara
da 100 ABTXA (=40 OBTxA) uygulanabilir. Enjektor yaklasik
30-45 derece ile ucu laterale bakacak sekilde kullaniimali
ve toksin subkutan alana yapimalidir (Sekil 13 ve 14)7
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Yiizde Norotoksin Uygulamalar:

Sekil 13: Periorbital alana BTxA enjeksiyonu

Sekil 14:
Periorbital
alanda BTxA
enjeksiyonu
éncesi ( ctltta) ve
sonrasl (L‘Jstte)

Her bir enjeksiyon noktasi arasinda, 5-10 mm mesafe
olmalidir. Periorbital inferior enjeksiyonun ¢ok stperiora
yapilmasi palpebral pitozise sebebiyet verirken, ¢ok
inferiora yapimasi durumunda da migrasyon veya
difftzyon halkasinin zigomatik kasa ulagsmasi nedeniyle
agiz paralizisi ve agiz asimetrileri olugacaktir.(18) Orbikuler
kasin paralize olmasi durumunda da goéz kapama
sorunlarr olusacaktir.

Alt géz kapagr kinsikliklarinda; mid-pupiller hattin
medialine gegmemek ve dozaji sadece 25-50
ABTXA (=1-20 OBTXA) olarak uygulamak, —olusacak
komplikasyonlardan uzak durmak agisindan énemlidir.
Aksi takdirde ektropiyon, géz kapama zayifigl, kuru goz
sendromu, lateral rektus kasi paralizisi ve infraorbital yag
dokusunun pseudoherniasyonu ile sonuglanabilir8?®

Kas Pozisyonu

Kasl eleve ve depresse eden kaslarin vektérlerinin
iyi anlagiimasi, hastalarin istedigi kas pozisyonunun
tedavi sonrasinda elde ediimesi agisindan énem arz
etmektir. Zira kasl eleve eden tek kas frontal kas iken
buna antagonist olarak corrugator stipersili ve proserus
kaslar,  kasin medialini, orbikdlaris okdli ise kasgin
lateralini depresse etmektedir. Paralize edilen tarafin
zayiflamasi nedeniyle kas, non-paralitik kasin kontroltine
gecgecektir. Orbikularis okulinin lateral kisminin paralizisi
ve beraberinde izdugimundeki frontal kasin paralize
edilmemesi, kas lateralini frontal kas hékimiyetine alacak
ve boylece kas laterali eleve olacaktir. Ancak frontal kasin
da paralize edilmesi dengeyi bozmayacagdi igin kag notr
pozisyonda kalacaktir.

Burada dikkat edilmesi gereken noktalardan birisi de kas
pitozu olan bazi hastalarda, kas pitozunun kompenze
edilebilmesi igin frontal kaslarin agirt  kullanmasidir.
Boyle bir durumda frontal kasin paralize edilmesi
inferiora yigilma nedeniyle kas pitozunu arttiracaktir.
Bu hastalarda frontal kaslara ytksek dozlarda BTxA
yapmaktan kaginmak gerekir. Bu durum o6zellikle yasli
hastalarda daha siktir. Bunun 6ntine gecgebilmek igin
ozellikle yasli hastalarda izole frontal BTxA uygulamalari
yapmamak énemlidir.®

ORTA YUZ BTXA UYGULAMALARI

Orta ylzde kaslarin yokin komsulugu ve katmanlar
nedeniyle BTxAya bagll komplikasyon gérme olasilig
artmaktadir. Bu boélgedeki kaslarin hareket vektorleri alin
ve glabellar boélgedeki kadar basit olmayip, birbirlerine
daha yakin vektérlerdir. Bu boélgede daha ¢ok dermal
dolgular, ip teknikleri ve diger mikroinvaziv iglemler veya
kombinasyon tedavileri tercih edilmektedir.

Tavsan Cizgileri

Nazoglabellar gizgiler de denilen burun radiksi ve yan
duvarinda gértlen “tavsan gizgileri (bunny lines)’,
transvers nazal kasin kontraksiyonu ile olusur (Sekil
2 ve 3)7 Enjeksiyon icin, subkutan planda yaklasik 30
derecelik aciyla yapilan ve taraf basina maksimum 50
ABTXA (=20 OBTxA) yeterli olmaktadir (Sekil 15). Yiksek
dozlarda yapilmasi durumunda, difizyon halkasinin
komsulugu ve migrasyon nedeniyle komsulugundaki
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levator labii stperior alaque nazi (LLSAN) ve levator
anguli oris kaslarinin paralizisi ile dudakta pitozis ve
asimetrik gulUglere sebebiyet verebilir. Orbitaya ¢ok yakin
yapilmasi durmunda da, medial rektus kasinin paralizisi
ve sonug olarak diplopi gelisebilir.

Sekil 15: Tavsan ¢izgilerine BTXA enjeksiyonu

Burun Ucu Kaldiriimasi

Bazi hastalarda yasin ilerlemesi, bazilarinda da yergekimi
veya depressor septi nasi kasinin fazla galisgmasina bagl
olarak burun ucu dusukltgu izlenebilmektedir. Cerrahiye
aday olmayan veya istemeyen hastalarda yapilacak bir
BTxA uygulamasi ile depressér septi nasi kasi aktivitesi,
paralize edilerek burun ucunun yukariya dogru hafif
rotasyonu saglanabilir. Bu durumda hedef kas depressoér
septi nasi kasidir. Kollumella tabanindan yapilacak, hafif
derin yerlesimli, 5-100 ABTxA (=2-40 OBTxA) enjeksiyonu
bu kasi paralize ederek elevasyonu saglayacaktir.

ALT YUZ BTXA UYGULAMALARI

Alt ylz uygulomalarinda BTxA kullanimi Ust ylze goére
daha sinirlidir, izole veya diger tedavi alternatifleri ile
beraber kullaniimaktadir.

Agiz cevresi uygulamalarinda hedef, agiz komissurlerinin
elevasyonu ve sigara igicisi gizgilerinin siliklestiriimesidir.
Agiz kbdsesini inferiora ¢eken depressér anguli oris
kasi, zamanla hipertrofiye olarak agiz kosesini notr
pozisyondan, istirahatte bile asagr dogru yénelmesine
sebebiyet verir4?° Hedef kas depressér anguli oris
kasidir. Bu kasin enjeksiyon noktasinin tespiti igin hastaya
Uzgun surat ifadesi yaptirilarak, kas belirginlestirilir veya
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agiz késesinden yaklasik 1 cm laterale ve 1 cm inferiora
inilerek isaretleme yapilir. Bu noktaya 50 ABTxA (=20
OBTxA), yaklasik 5 mm derinlikte kas igine uygulanir. Daha
medial uygulamalarda orbikUlaris orisin zayiflamasina
ve agiz kapama bozukluklar ve asimetrilerine sebebiyet
verecektir. Ozellikle muzisyen olan bireylerde BTxA
uygulamasi yaplilirken fazladan dikkat gereklidir.

Ust dudak tzerinde bulunan veya agirlikli olarak sigara
icicilerde gorulen, vertikal planda uzanan sigara igicisi
veya barkod cizgileri orbiktlaris oris kasinin sk ve
hipertrofik  kontraksiyonlari  nedeniyle olugsmaktadir.
BTxA yaparken orbikllaris oris kasini gereginden fazla
zayiflatmamak gerekir.Bununigin 2 nokta sagda ve 2 nokta
solda olmak Uzere her noktaya maksimum 250 ABTxA
(=10 OBTxA) olmak tizere toplam 10U ABTXA (=40 OBTXA);
ylzeyel ve subkutan olacak sekilde ve enjektor yaklagik
30 derece aglyla veya cilde parelel olarak yapimaldir.”
Vermilyon sinirindan 2-3mm mesafeden daha yukarida
enjeksiyon yapmak énemlidir. Vermilyon hatta yapilan
toksin uygulamasi dudak dolgusu ile kombinlenen ‘lip
flip- dudak kaldirma™ uygulamasidir. Agiz gevresi BTXA
uygulamalarinda kas etkinligi, glabellar bolgeye goére
daha gabuk geri gelmektedir. Bu nedenle daha sik tedavi
ihtiyact olusablir™ YUksek doz BTxA; agiz asimetrileri,
konusma ve yeme bozukluklarina sebebiyet verecektir.
Ozellikle sivi gida aliminda zorluklar olugacaktir. Bu alanda
BTxA'ya alternatif diger tedavi metodiari (dolgu ve lazer
uygulamalart) da énerilebilir veya kombine edilebilirler.s

Yas alma ile beraber artan kas hipertrofilerinden bir
digeri de mentalis kas hipertrofisi ve aktivitesidir2® Ayrica
yine yas alma ile beraber azalmis subkutan yag tabakasi
nedeniyle mentalis kasi daha belirgin hale gelir ve
cenede portakal kabugu veya gakil tast géranima olusur.
Mentalis kasina orta noktadan tek veya 2-3 noktadan, dik
bir aglyla ve derin yerlesimli olarak yapilacak toplam 12.5-
250 ABTXA (=5-100 OBTxA) bu géranumu siliklestirecek ve
daha yumusak bir gérinim saglayacaktir. Orbiktlaris
oris ve depressor labi inferiorisin BTxA'dan etkilenmemesi
icin enjeksiyonlarin, transvers labiyomental ¢izginin
altinda kalmasi énemlidir. Aksi takdirde orbikUlaris orisin
sfinkter fonksiyonu etkilenecek salyali agiz gérinima,
yeme ve konusma bozukluklari, asimetrik gulds ve agiz
yapist asimetrilerine sebebiyet verilecektir.
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Yiizde Norotoksin Uygulamalari

Boyun Bélgesi

Boyunbolgesiuygulamalarindahedefkas, mandibuladan
baslayarak klavikuler bélge ve pektoralis majér fasyasina
kadar uzanan ve yas alma ile beraber hiperkinetik bir hal
alarak boyun ve dekolte bélgesinde kirisikliklara sebebiyet
veren platisma kasidir.

Platismanin yaslanma ile beraber ayriimasi genelde
boyunda horizontal bantlara neden olurken, kasin
hiperkinetizmi  vertikal bantlara neden olur®%® Bu
bantlara midahale ederken 25-3 cm araliklarla, 3 alana
1250 ABTxA (=50 OBTxA) 5 uygulanmalidir. Transvers
cizgilenmeler i¢in 25 -3 cm lik mesafelerle genig alana
olacak sekilde yuzeyel her bir noktaya 50 ABTxA (=20
OBTxA) uygulanmalidir. Toplam doz 750 ABTXA (=300
OBTxA)y! gegmemelidir(21) Derin enjeksiyondan, disfaiji
ve boyun kas hareketlerinde kisitlilik ve ses bozukluklar
olusturabilmesi nedeniyle kaginilmalidir.

Dekolte bdlgesi igin suprasternal alanda ters Uggen
seklindeki alanda 2cmlik mesafelerle nokta basina
50 ABTxA (=20 OBTxA) derin dermise uygulanmalidir.
Toplam doz 125-2500 ABTXA (=50-100U OBTxA) araliginda
olmalidir. Hedef derinlik, derin dermisi gegmemelidir. Aksi
takdirde pektoralis major lifleri hipokinetik bir hal alarak,
Ust ekstremite hareketlerinde glgsuzitge ve interkostal
kaslarin etkilenmesi ile de derin inspirasyon guglugine
sebebiyet verebilir.(]8)

BTxA Uygulama Sonrasi Oneriler

Enjekte edilen BTXA'nin migrasyonunun engellenmesi
ve diftizyon halkasinin genisleyip hedef kas digindaki
kaslart da etkilememesi igin, hastalara 6 saat sure ile
supin pozisyonda uzanmamasi tavsiye ediimelidir. Yine
bu nedenle, ylztine 12 saat boyunca herhangi bir masaj
islemi yaptirmamalidir. Mimkinse islem sonrasindaki
yakin suUregte, elektrikli veya titresim iceren dig firgasi
vb. hijyen ve yluz masaj aletleri kullanmamalidir. Ayrica
flagsinge sebebiyet vermeleri nedeniyle sicak dus, alkol
tuketimi ve agir egzersiz/spor gibi faaliyetlerden uzak
durulmaldir.

Notralize  edici  antikor — gelisiminin  dnlenebilmesi
amactyla, 3 aydan daha kisa strede ve ylksek dozda
BTXA uygulamalarindan uzak durulmalidir.  Ancak
islem sonrasindaki ilk 10-15. gunler arasinda hastaya
asimetrilerin  duzeltimesi  veya ihtiya¢g  duyulan
ilave dozlarin uygulanmasi i¢in  kontrol randevusu
planlanmalidir.

BTxA Komplikasyonlari ve Yonetimi

BTxA potent oldugu kadar uygulayicinin bilgisi ve
uygulama tekniginden bagimsiz olarak oldukga gtivenilir
bir tedavi yontemidir. Alam ve ark. tarafindan 2015 yilinda
yayinlanan bir makaleye gére yapilan 6200 uygulamada
sadece %0.03 hematom ve pitoz izlenmistir.??

Uygulama boélgesinden bagimsiz olarak yapilan BTxA
enjeksiyonu sonrasinda ekimoz izlenebilir. Genel olarak
tum invaziv ve mikroinvaziv iglemlerde oldugu gibi
hastanin antikoagulan  kullanimi veya koagulasyonu
arttiracak gida  kullanimi - énceden  sorgulanmalidir.
islem sirasinda ve sonrasinda mumekiinse buz ve soguk
kompres uygulamalari yapilabilir.

Uygulamadan énce topikal anestezik bir krem /pomad
surtlebilir. Hastanin daha az agri hissetmesini saglamak
icin 34G ve minimum 10-13mm uzunlugunda enjektér ucu
kullanilabilir. Hastalarda islem sonrasi ik birkag gunde,
alinda hafif bir gerginlik ve kegelesme hissi ile hafif bir bas
agrist gorulebilir. Yapilan bir ¢alismada plasebo grup ile
aralarinda anlamli bir fark olmamasi®® bunun daha ¢ok
enjeksiyon teknigi veya travmasina bagl olabilecedini
distndidrmektedir.

Bu genel etkilerin disinda uygulama bolgelerine gére de
komplikasyonlar degiskenlik gosterebilmektedir. Yanlis
kasa enjeksiyon, BTxA migrasyonu, diffizyon halkasinin
genislemesi gibi etkilere bagl olarak hedef kas hareketi
disindaki mimiklerde etkilenecek ve istenilen sonuca
ulasilamayacaktir. Burada hekimin tecribesi ve teknigi
6nem kazanmaktadir.

Diftzyonun &énlenebilmesi igin  genel olarak islem
sonrasi ilk 6 saat supin pozisyon onerilmez. Hastalara
enjeksiyon bdlgesine masaj yapmamalarl konusunda
ikazda bulunulmalidir. Her uygulama bélgesi anlatilirken
ifade edilen tekniklere uyulmasi olasi komplikasyonlari
dnleyecektir. Ozellikle kag kontlrll ve pozisyonu igin kasa
cok yaklasmamak ve alni gereginden fazla paralize
etmemek ve belirlenen alanlarin disina  ¢gikmamak
onemlidir.

BTxAnin goéz kapagi kaldiricisi olan levator palpebra
sUperior, kasina ulasmasi sonucu olusan kapak pitozu
durumunda, hastaya bu durumun gegici oldugunu
belirtmek 6nemlidir. Pitoz olmasi durumunda BTxA'nin
etkisi genelde 2-4 hafta i¢inde yavas yavas azalacaktir.
Ancak bu dénemde alfa adrenerjik géz damlalari ile
muller kasinin kontraksiyonu saglanarak semptomatik
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bir dizelme elde edilebilir2*? ve elektrikli dis firgasi gibi
titresim &zelligine sahip cihazlarla masaj yapilabilir.

BTxA uygulamalari sonrasi sistemik yan etki oldukga nadir
olup igeriginde diger tasiyicl proteinler ve molekullere
kargi alerjik reaksiyonlar goérulebilir. Allerjik reaksiyona
uygun semptomatik tedavi genelde yeterli olacaktir.

Sonu¢ olarak; Botulinum toksin uygulamalarr potent
oldugu kadar gavenilir ve kozmetik islemlerde ilk siralarda
dustintlimesi  gereken iglemlerdir. BTxA uygulayicl
hekiminin de bunun farkinda olarak tim ytz anatomisine
hdkim olmasli, olasi komplikasyonlarin  énlenmesi ve
tatmin edici sonug elde etmenin ilk anahtaridir.
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A NOVEL METHOD TO REGENERATE NECROTIC TISSUES DUE TO RHINOORBITAL MUCORMYCOSIS
RINOORBITAL MUKOMIKOZiZE BAGLI NEKROTIK DOKULARIN YENILENMESI iCiN YENI BiR YONTEM

Osama Al Haomarneh!
Ayman Jaber?

'Consultant Otolaryngology Head and Neck Surgery Abdali Hospital, Amman, Jordan
2Specidalist ENT, Facial plastic and rhinoplasty surgeon. Abdali Hospital, Amman, Jordan

Mucormycosis is an emerging angioinvasive infection
caused by the ubiquitous filamentous fungi of the
Mucorales order of the class of Zygomycetes. The keys
to successfultherapy include suspicion of the diagnosis
and early recognition of the signs and symptoms,
correction of underlying medical disorders such as
ketoacidosis, and aggressive medical and surgical
intervention. Orbital exenteration is the removal of
the eyeball and orbital contents and may include the
wallls of the eyelids and orbital bones. This procedure
is disfiguring and destructive. Postoperatively, orbital
exenteration causes aesthetic and psychological
problems. Several methods are available for
reconstructing the defect resulting from exenteration,
ranging from cavity healing with granulation tissue
to the use of microsurgical flaps to reconstruct the
cavity. In this pajper the role of Silvercel (Systagenix, UK)
dressing, and VAC NPWT (Talley, UK) in the regeneration
of healthy granulation tissue layer over the exposed
bony surfaces of the orbit is discussed.

ABSTRACT OZET

Mukormikoz, her yerde bulunan filamentli mantarlarin
neden oldugu Zygomycetes sinifinin Mucorales duzeni
bir anjiyoinvaziv enfeksiyondur. Basarill terapinin
anahtarlar: belirtilerin teghisi ve erken taninmasi, altta
yatan tibbi bozukluklarin dizeltimesi, ketoasidoz ve
agresif tibbi ve cerrahi miudahale seklinde siralanabilir.
Orbital ekzenterasyon, goz kdresi ve orbita igeriginin
clkariimasli, gézkapaklarinin - duvarlart  ve orbitayi
icerebilir. Bu prosedur sekil bozucu ve yikicidir. Orbital
ekzenterasyon, ameliyat sonrasi kozmetik ve psikolojik
sorunlara neden olur. Ekzantrasyon kaynakll defekti
onarmak igin; kavitenin granUlasyon dokusu ile
iyilesmesinden, mikrocerrahi flep ile onariimasina
kadar birka¢ yontem vardir. Bu yazida, Silvercel
(Systagenix, UK) pansuman ve VAC NPWT (Talley, UK)
uygulamasinin, ekspoze edilmis orbital kemik Gzerinde
saglikll  granudlasyon dokusu olusmasindaki  rolt
tartisilmistir.
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Introduction

Mucormycosis is aggressively invasive, and thus,
progression of the infection may be very rapid. The
mainstay of therapy is extensive debridement of all
infected and necrotic tissue, with drainage of all sinus
and abscess fluid collections. Orbital exenteration,
along with removal of the sinuses, may be necessary
(4). Orbital exenteration aims at local control of disease
invading the orbit that is potentially fatal or relentlessly
progressive (5). Having a healthy granulation tissue lining
over the exposed orbital bones after orbital exenteration
is crucial in the process of orbital reconstruction using
3D eye prosthesis. In order to have such a healthy
surface, advanced wound healing materials were used
in A 52 year old male patient known to be diabetic and
has chronic kidney disease who underwent orbital
exenteration to treat invasive rhinoorbital mucormycosis.
Silver is commonly used in numerous dressings and
topical agents. This paper shows the advantage of using
silver dressing along with VAC to eradicate reminant
necrotic orbital tissues and to enhance the granulation
tissue formation over the exposed oorbital bony cavity in
a mucomycosis patient after an orbital exentration.

Methods and results

A 52 year old male patient known to be diabetic and
has chronic kidney disease, presented with extensive
right sided rhinosinusitis and right eye blindness. After
endoscopic debridement of the sinuses, he was found to
have sinuorbital mucormycosis. Repeated debridement
of the sinuses was done followed by orbital exenteration
(3,6). However, remnants of necrotic tissue were found
overlying the dura and the optic nerve stump, which
could not be surgically eradicated (Fig. 1).

Teknik Not / Technical Note

Figure I: Orbital exentration showing necrotic tissue over the optic

nerve stump.
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How to Regenerate Necrotic Tissues due to Rhinoorbital Mucormycosis

Figure 2: VAC NPWT dressing apjplied over the right orbital cavity with

obliterated nasal cavity.

The VAC NPWT was tolerated by the patient for one week,
then it was taken off and followed by advanced wound
dressing of the cavity using Silvercel for one week then
Promogran Prisma (Systagenix, UK) which was used for
one month.

Soon after, the necrotic tissue disappeared, and the
granulation tissue started to form. Few months later the
orbit was reconstructed using 3D print implant over fully
covered orbital bones by healthy granulation tissue (Fig.
34).

Figure 3: Healthy granulation tissue covering the orbital cavity bone.

Figure 4: 3D orbital prosthesis in situ.

Discussion

SILVERCEL™ Dressing is a sterile, non-woven pad
composed of a high G (guluronic acid) alginate,
carboxymethylcellulose (CMC) and silver coated nylon
fibers. SILVERCEL™ Dressing has been proven to be
a suitable dressing for the management of chronic
wounds, Antimicrobial action High absorbency, High wet
tensile strength (8).
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Vacuum-assisted closure of a wound is a type of therapy
to help wounds heal. It's also known as wound VAC.
During the treatment, a device decreases air pressure on
the wound. This can help the wound heal more quickly. It
can gently pull fluid from the wound over time. This can
reduce swelling and may help clean the wound and
remove bacteria. A wound VAC also helps pull the edges
of the wound together. And it may stimulate the growth
of new tissue that helps the wound close (9)

Promogran Prisma™ Matrix Wound Dressing is comprised
of 44% oxidized regenerated cellulose (ORC), 55%
collagen and 1% silver-ORC in a sterile, freeze-dried
composite. It maintains an optimal healing environment
that is conducive to granulation tissue formation,
epithelialization and rapid wound healing. And it contains
ionically bound silver, which provides antimicrobial
protection against bacteria and infection (10).

It has been found that using the VAC NPWT and
advanced wound dressing with the above-mentioned
products has helped the patient to recover from the
remnant necrotic tissue and enhanced the formation
of healthy granulation tissue. Using this technique over
necrotic tissue in the orbital cavity is novel. It can be used
in selected cases of necrotizing tissue and exposed bony
surfaces. The difficulty of using the VAC system in the
orbital cavity in those cases is the fact that the nasal and
the orbital cavity communication increase the difficulty
of obtaining a good seal which Is required for the VAC
system. In this case occluding the nose and the post
nasal space will be helpful to achieve a sufficient seal.

Teknik Not / Technical Note
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DYSPORT —21-07

Jysport

BOTULINUMTOXIN TYPE A

HASTA
MEMNUNIYETI

Icin Hizh Ve Uzun
Sureli Etki™

Dysport .
e Glabella cizgilerinin (kaslar arasindaki dikey cizgiler)
goriiniimiinde gecici iyilestirme tedavilerinde,

BOTULINUM TOKSIN TIP A
Referanslar: 1. . Moy R. et al. Long-term Safety and Efficacy of a New Botulinum Toxin Type A in Treating Glabellar Lines Arch Facial Plast Surg. 2009;11:77-83. 2. Brandt F, Swanson N, Baumann L, Huber B. Randomized,
placebo-controlled study of a new botulinum toxin type A for treatment of glabellar lines: efficacy and safety. Dermatol Surg. 2009;35(12):1893-901. 3. Ascher B et al. A multicenter, randomized, double-blind, placebo-controlled study
of efficacy and safety of 3 doses of botulinum toxin A in the treatment of glabellar lines. J Am Acad Dermatol. 2004;51:223-33. 4. Dysport Kisa Uriin Bilgisi

e Lateral kantal cizgilerinin (kazayag: cizgileri)
goriiniimiinde gecici iyilesme tedavilerinde,

e Aksiller hiperhidroz tedavilerinde endikedir. “

DYSPORT 500 U enjeksiyonluk ¢ézelti icin toz iceren flakon Etkin madde: 500 U Clostridium inum tip A toksin- st iteyi etkileyen fokal isitenil i isil iski , inme veya travmatik
beyin hasarindan (TBI) kaynaklanan ve ayak bilegini etkileyen alt ite fokal spastisitesinin semptomatik tedavisinde, Iki yas veya Gzeri pediyatrik serebral paisi hastalarinda spastisiteden dolayi dinamik ekinus ayak deformitesinde, Iki yas ve izeri pediyatrik serebral palsi
hastalarinda tist ekstremiteyi etkileyen fokal spastisitenin semptornatik isinde, Sp: ik tortikolis, pazm, Hemifasiyal spazm, Yasam kalitesini etkileyen ve lokal tedaviye direngli, kalici aksiller hiperhidroz, 65 yas alti yetiskin hastalarda alin bélgesinde gariilen orta ila
siddetli derecedeki glabella cizgilerinin (kaslar arasindaki dikey cizgiler) goriinimiinde gegici iyilestirme, 65 yas alt) yetiskin hastalarda, maksimum gliliis sirasinda gézlenen ve siddeti hastanin psikolojisi tizerinde Gnemli etkiye sahip lateral kantal cizgilerinin (kazayad gizgileri)
gériiniminde gecici iyilesme tedavilerinde endikedir.
Pozoloji ve uygulama sekli: DYSPORT dniteleri DYSPORT a spesifiktir ve dozlan diger botuli toksin inin dozlarindan farklidir. Uriintin sulandinlmasi ile berrak, renksiz, partikiil madde icermeyen bir ¢bzelti elde edilir. Sulandirma talimatlaninda belirtilen
hacimler, her endi icin ozel verir, | yen etkiler: Agiz kurulugu, kaslarda asin gligstizlik, disfaji, Glumcil sonuglar dogurabils pirasy pirasyon pnd isi gibi toksinin uyg yerinden uzaga yaylimasindan dogan yan etkiler bildirilmistir.
Hipersensitivite reaksiyonlar pazarlama sonrasi deneyim olarak ayrica bildiriimistir. Diger tibbi iiriinler ile etkilesi ve diger etkils sekilleri: Botulinum toksinin etkileri, néromuskdiler fonksiyonu direkt veya indirekt olarak etkileyen ilaclarla (6rnegin aminoglikozitler, kiirar
benzeri non-depolarizan blokorler, kas gevseticiler) artabilir. Bu ilaclar, yan etki potansiyelinden dolay), botulinum toksini ile tedavi goren dikkatli ki i lari: DYSPORT bil herhangi birine karsi agin duyarlihg: bilinen kisilerde
kontrendikedir. Ozel kullanim uyarilan ve énlemleri: Toksinin | balgesinden diger bélgelere yayllmasindan dogan yan etkiler bildirilmistir. Terapétik dozlarla tedavi géren hastalarda agin kas zayfligi olabilir. Bu sekildeki istenmeyen etkilerin olusum riski, nerilen maksimum
dozun agiimamasi ve mimkiin olan en diisiik etkili dozun kullaniimastyla azaltilabili. DYSPORT, yutma glicligi veya solunum giicligii dykiisti bulunan hastalarda, toksin etkisinin ilgili kaslara yaylimasi mevcut durumu kétlestirebileceginden dikkatli . DYSPORT,
belirgin defektif ndromiiskiiler iletimin klinik veya sub-klinik kanitlanni gosteren hastalarda (6. miyastenia gravis) yakin medikal gozlem altinda ve dikkatli kullaniimalidir. DYSPORT un Gnerilen doz ve uygulama sikligi asiimamalidir. DYSPORT, cocuklarda serebral palsi ile iligkili
spastisite tedavisi icin sadece 2 yas veya (izerindeki ¢ Ir iskd jeksiyon seklinde DYSPORT, énerilen enjeksiyon yer(ler)inde enflamasyon/enfeksiyon bulunan veya kanama stiresi uzun olan hastalarda yalnizca ok gerekli oldugunda
kullaniimalicir. DYSPORT alan hastalarda botulinum toksine karsi nadiren antikor olugumu bildirilmistir. Gebelik ve laktasyon: Gebelik kategorisi C'dir. DYSPORT hamilelik sirasinda yalnizca yarar fetiise kargi potansiyel riski dogruluyorsa kullaniimalidir. Gerekli olmadikca gebelik
doneminde kullaniimamalidir. Laktasyon siresince Clostridi i tip A toksi inil pleksinin kullanimi 6neril ir. Ureme i : Erkek ve disi sicanlardaki calismalar, fertilite Gizerine etkiler gostermistir Arag ve makine kullanimi Gzerindeki
etkiler: Arag veya makine kullanim y; gini gegici olarak etkileyebilecek kas guicsiizliigii veya gorsel bozukluklarin olugma riski bulunmaktadir. Doz agimi ve tedavisi: Agin dozlar uzakta ve derin noro-miiskiiler paralizi olusturabilir. Asiri dozlar solunum kaslarinin paralizine neden
oldugunda solunum destegi gerekebilir. Genel destekleyici tedavi énerilir. Saklama kosullari: Buzdolabinda saklayiniz (2°C ila 8°C). Dondurmayiniz. Uriiniin sulandirmadan sonra 2-8 °C'de 24 saatlik stabilitesi gosterilmistir. Mikrobiyolojik agidan, sulandirma yontemi mikrobiyal
kontaminasyon riskinin éntine gegmedikge, {iriin derhal kullaniimalidir. Ambalaji igindeki triintin raf dmril 2-8 “C'de saklandiginda 24 aydir. Ambalajin niteligi ve icerigi: Enjeksiyonluk cézelti icin 500 Unite botulinum toksin tip
Atozu iceren, bir tipa (bromobiitil kauguk) ve bir miihirle (aliminyum) birlikte 3 mL hacimli 1 adet flakon (tip | cam). Depocu fiyati: 834,82 TL. (20/02/2021). Receteli satilir. Sosyal Gilvenlik Kurumu tarafindan geri édemesi
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