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DYSPORT-22-02

< Dysport-

ABOBOTULINUM TOXIN TYPE A

Dysport-

Tedavi seanslari
boyunca yiiksek tedavi
memnuniyeti saglar.'

3.tedavi seansi sonrasinda,
hastalanin %98.5 "inin Dysport
ile tekrar tedavi edildiRleri icin
mutly oldugu ve %99.3 tiniin
tedaviyi ailesine ve
arkadaglarina onerdigi
goriilmiistiir,

Referanslar: 1. Gubanova E, Haddad Tabet M, Bergerova Y, Moiseieva O, Chemeris A, Sanches E, Sharova A, Raymond R, Inna Prygova |, Carlisle |. Assessment of Subject and Physician Satisfaction after Long-Term Treatment of Glabellar
Lines with AbobotulinumtoxinA (Dysport® /Azzalure ®): Primary Results of the APPEAL Noninterventional Study. Aesth Plast Surg. 2018 Aug 17. doi: 10.1007/s00266-018-1200-4.

DYSPORT 500 U enjeksiyonluk ¢ézelti igin toz iceren flakon Etkin madde: 500 U Clostridium botulinum tip A toksin-hemaglutinin kompleksi Endikasyonlart: Yetiskinlerde, tist ekstremiteyi etkileyen fokal spastisitenin semptomatik tedavisinde,
Yetiskinlerde, inme veya travmatik beyin hasarindan (TBI) kaynaklanan ve ayak bilegini etkileyen alt ekstremite fokal spastisitesinin semptomatik tedavisinde, iki yas veya tizeri pediyatrik serebral palsi hastalarinda spastisiteden dolayi dinamik
ekinus ayak deformitesinde, iki yas ve tzeri pediyatrik serebral palsi hastalarinda tst ekstremiteyi etkileyen fokal spastisitenin semptomatik tedavisinde, Spazmodik tortikolis, Blefarospazm, Hemifasiyal spazm, Yasam kalitesini etkileyen ve
lokal tedaviye direngli, kalici aksiller hiperhidroz, 65 yas alti yetiskin hastalarda alin bolgesinde goriilen orta ila siddetli derecedeki glabella gizgilerinin (kaslar arasindaki dikey cizgiler) gériinimiinde gegici iyilestirme, 65 yas alti yetiskin
hastalarda, maksimum giiliis sirasinda gézlenen ve siddeti hastanin psikolojisi tizerinde 6nemli etkiye sahip lateral kantal cizgilerinin (kazayad: cizgileri) gériniiminde gegcici iyilesme tedavilerinde endikedir. Pozoloji ve uygulama sekli:
DYSPORT uniteleri DYSPORTa spesifiktir ve uygulama dozlan diger botulinum toksin preperatlarinin dozlarindan farklidir. Uriiniin sulandinimasi ile berrak, renksiz, partikiil madde icermeyen bir ¢ézelti elde edilir. Sulandirma talimatlarinda
belirtilen hacimler, her endikasyon iin 6zel konsantrasyon verir. istenmeyen etkiler: Agiz kurulugu, kaslarda asin giigstizliik, disfaji, 6limciil sonuglar dogurabilen aspirasyon/aspirasyon pnémonisi gibi toksinin uygulama yerinden uzaga
yayllmasindan dogan yan etkiler bildirilmistir. Hipersensitivite reaksiyonlari pazarlama sonrasi deneyim olarak ayrica bildirilmistir. Diger tibbi Griinler ile etkilesimler ve diger etkilesim sekilleri: Botulinum toksinin etkileri, néromskiiler
fonksiyonu direkt veya indirekt olarak etkileyen ilaglarla (6rnegin aminoglikozitler, kiirar benzeri non-depolarizan blokérler, kas gevseticiler) artabilir. Bu ilaglar, yan etki potansiyelinden dolayi, botulinum toksini ile tedavi géren hastalarda
dikkatli kullaniimalidir. Kontrendikasyonlari: DYSPORT bilesenlerden herhangi birine karsi asin duyarliigi bilinen kisilerde kontrendikedir. Ozel kullanim uyarilari ve 6nlemleri: Toksinin uygulama bolgesinden diger bolgelere yayilmasindan
dogan yan etkiler bildirilmistir. Terap6tik dozlarla tedavi goren hastalarda asiri kas zayifligi olabilir. Bu sekildeki istenmeyen etkilerin olusum riski, 6nerilen maksimum dozun asilmamasi ve mimkiin olan en disuk etkili dozun kullanilmasiyla
azaltilabilir. DYSPORT, yutma giicligii veya solunum giicliigii dykisti bulunan hastalarda, toksin etkisinin ilgili kaslara yayilmasi mevcut durumu kotilestirebileceginden dikkatli kullaniimalidir. DYSPORT, belirgin defektif néromiskdler iletimin
klinik veya sub-klinik kanitlarini gosteren hastalarda (6rn. miyastenia gravis) yakin medikal gézlem altinda ve dikkatli kullanilmalidir. DYSPORT'un 6nerilen doz ve uygulama sikligi asiilmamalidir. DYSPORT, cocuklarda serebral palsi ile iligkili
spastisite tedavisi icin sadece 2 yas veya iizerindeki ocuklarda kullaniimalidir. intramiskiiler enjeksiyon seklinde uygulandiginda DYSPORT, énerilen enjeksiyon yer(ler)inde enflamasyon/enfeksiyon bulunan veya kanama siiresi uzun olan
hastalarda yalnizca ok gerekli oldugunda kullaniimalidir. DYSPORT alan hastalarda botulinum toksine karsi nadiren antikor olusumu bildirilmistir. Gebelik ve laktasyon: Gebelik kategorisi C'dir. DYSPORT hamilelik sirasinda yalnizca yarar
fetiise karsi potansiyel riski dogruluyorsa kullaniimalidir. Gerekli olmadikca gebelik déneminde kullaniimamalidir. Laktasyon siiresince Clostridium botulinum tip A toksin-hemaglutinin kompleksinin kullanimi &nerilmemektedir. Ureme
yetenegi/Fertilite: Erkek ve disi sicanlardaki calismalar, fertilite (izerine etkiler gostermistir. Arag ve makine kullamimi iizerindeki etkiler: Arag veya makine kullanim yetenegini gegici olarak etkileyebilecek kas glisiizligii veya gorsel
bozukluklarin olusma riski bulunmaktadir. Doz asimi ve tedavisi: Asin dozlar uzakta ve derin néro-miiskiiler paralizi olusturabilir. Asirn dozlar solunum kaslarinin paralizine neden oldugunda solunum destegi gerekebilir. Genel destekleyici
tedavi dnerilir. Saklama kosullari: Buzdolabinda saklayiniz (2°C ila 8°C). Dondurmayiniz. Uriiniin sulandirmadan sonra 2-8 °C'de 24 saatlik stabilitesi gésterilmistir. Mikrobiyolojik acidan, sulandirma yéntemi mikrobiyal kontaminasyon riskinin
8niine gegmedikge, triin derhal kullaniimalidir. Ambalaji igindeki Griiniin raf &mrii 2-8 °C'de saklandiginda 24 aydir. Ambalajin niteligi ve ierigi: Enjeksiyonluk ¢ézelti icin 500 Unite botulinum toksin tip A tozu iceren, bir tipa (bromobiitil
kauguk) ve bir mihdrle (aliminyum) birlikte 3 mL hacimli 1 adet flakon (tip | cam). Depocu fiyati: 1.144,24 TL. (19/02/2022). Regeteli satilir. Sosyal Givenlik Kurumu tarafindan geri 6demesi
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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 Uzere doért ayda bir, yilda Gg kez yayimlanan
hakemli bir dergi olup orijinal makale, literattr gézden
gecirmeleri, olgu sunumlari, teknik bildirileri ve uzman
goruslerini yayinlar. Her makalenin baginda yazi bashgi,
ozet ve ‘medline” kurallarina gére dizenlenmis anahtar
kelimelerin ingilizceleri verilmektedir.

Tum yazilar bilimsel katkilari, 5zgunldkleri ve igerikleri
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 yozarliga
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 séz 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 tarld yardim ve diger
desteklerin alindid 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’, yozinin
sisteme yUklenmesi asamasinda dergiye ayrica
gonderilmelidir. Yazilarda kullanilan metin, tablo, sekil,
resim ve her turlU 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 basilmak tzere degerlendiriimez. Yazarlar
TJOFPS ‘ye gonderdikleri bir yaziy1 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 bagka
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 dénustaruldtkten sonra sistemimize
yuklenmelidir. Daha énce bagka bir dergiye génderilen,
ancak yayina kabul edilmeyen yazilar igin agiklama
yapilmalidir. Bu yazilarin, énceki hakem raporlarinin
Dergimize gonderilmesi, dederlendirme 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 arasi ile Word belgesi (*.doc) olarak hazirlanmaili,
turkjfps@gmailcom adresine mail olarak
goénderilmelidir.

Bu sistem disindan génderilen yazilar dederlendirmeye
alinmayacaktr. iletigim kurulacak yozarlara, sisteme
kayit olmalarindan sonra, kullanici 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, sekil, 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.pdif)
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 igerisinde
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 goére yazilmalidir. Dergi, gerekli gérdagu
yerlerde dil ve yazim ile ilgili uygun dtzeltmeleri yapma
hakkini sakli tutar. Yazilar, gerekli géraldugunde duzeltme
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 baghgi, en son akademik dereceleriyle
birlikte yazarlarin tam adlari, galisgmanin yapildidi bolam,
kurum, sehir ve ulke bilgilerini igermelidir. Caligma farkli
kurumlarda gergeklestirildiyse, yazarlarin kurumlar st
simgeler ile belirtiimelidir. Yazigma 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

Ozgun makalelerin dzeti 250 kelimeyi gegmemelidir.
Ozette yazinin amacl, 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 Turkge ve
ingilizce dzeti olmali yazinin ingilizce bagh@ini da igeren
ingilizce dzet, ayrica yazilmalidir. Turkge 6zet Amag,
Gereg ve Yontem, Bulgular ve Sonug alt basliklarin,
ingilizce 6zet ise Purpose, Material and Methods, Results
ve Conclusion alt bagliklarini igermelidir.



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
geligmeler verilmeli, gereksiz ayrintilardan kaginilmaili;
bu galismay! 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 Glke 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 bolumde,
sadece en 6nemli bulgular vurgulanmail, bulgular
diger arastirmalarla kargilastinimamalidir; bu tip
karsilastirmalar tartisma bélimune saklanmalidir.
Tartisma

Calismanin bulgulary, ilgili literatdr verileri ile
karsilagtirilarak irdelenmeli, 5Snemi ve farki
vurgulanmalidir. Bu bélimde, galismanin eksik yanlari
acikga belirtimeli ve gerekiyorsa sorunun ¢ézimune
yardimci olacagi dustindlen ¢alisma énerileri
yapilmalidir. Bulgular bélimuande sunulan detaylar tekrar
ediimemeli ve bu bséliumunde belirtiimemis yeni veri
sunulmamalidir. Gérusler sadece galismada bulunan
gerceklerle desteklenecek sekilde sinirlandinimaili,
arastirlmayan 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 ayrintili 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
gegirilerek hazirlanmalidir. Yazinin 6zeti, alt bagliksiz
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 se¢iimeli, yazill béIlum
olabildigince kisa olmali ve konu egitici bir sekilde
sunulmalidir. Yazinin alt bagliklar, yazarlar tarafindan
segilir. Ozete gerek yoktur.

Bu tar yazilarda, yazi 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 duzenlenmis 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 goruntl sayisinin 4G agmamasi gerekir.
E. Nasil yapilir?-teknik bildiri

“Nasil yapilir?” bélumunde, 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 yil iginde TJOFPSde yayimlanan bir yazinin
6nemi, gézden kagan hatasi veya bilinmesi gereken
diger ayrintilarinin vurgulandigr yozilardir. Yazarlar,
okurlarin ilgisini gekebilecedini dustindukleri egitici olgu
ve konular hakkinda da editére mektup génderebilirler.
Okurlarin konuyla iligkili, yorum igeren kendi gorusleri de
bu bélimde sunulabilir.



Turkish Journal of Facial Plastic Surgery

Bu tdr yazilarin, 2 sayfa veya 500 kelimeyi, kaynak ve
resim sayisinin da 4'G agmamasi gerekir.

Mastirieri SN (oot kebme s Y arar snan Tabin snerfel-rem snr

Cizaln Makale 4500 400 {yagdardeim I 4 I v g tooler 15
Deeme  A000 200 5 1 15 2 da toplom 24
el hson 400 5 o 15 ekl ya ca toglam 30
Olgra sunuems [1500 200 ] 5 ] [N ekl ya o toplam &
Mokwp B0 B H 1] 7 Raklyadaioplamd |

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

@ Baslik 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 Standartiar'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. Yozida 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 kullaniimall,
baslik tablo Uzerinde verilmelidir. Tablolarda kullanilan ttm
kisaltmalar (ono metin igerisinde tanimlanmig olsalar bile)
tablo altinda tanimlanmalidir. Tablolar, Word yaziliminin
“Tablo Ekle” komutu kullanilarak hazirlanmali, okunmasi
kolay bir bigimde duzenlemelidir.

YAZARLARA BiLGILER

Sekiller

Sekiller, grafikler ve fotograflar ana dosyaya
eklenmemelidir; degerlendirme strecinde
yasanabilecek aksamalarin énlenmesi amacityla ayri
dosyalar halinde tiff veya jpg formatinda, ytksek boyut
ve ¢ozunUrlUkte (minimum 300 dpi ve 100x100 mm)
cevrimigi makale sistemine ytklenmelidir. Gri-skalal
goéruntuler, en az 600 dpi ¢ézUnurluge sahip olmaldir.
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 altyazilarini
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 sunulmal,
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 (Sl)” kullanilarak
verilmelidir. Bu birimler sistemi igin JAMA 1986; 255: 2329-
2339 kaynagina bakilabilir. Kan basinct mmHg cinsinden
verilimeli, cc yerine mL tercih ediimeli, kisaltmalarin
sonlarina nokta konulmamaldir.

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)). Calismanin istatistiksel analiz sureci ile ilgili
bilgiler ana metin iginde belirtilmelidir.

Ana metin igerisinde yer alan ilag, Grin, 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.

Dulzeltmeler

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 gun 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 Ustiinde
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 2, Say1 / Issue 1, Ocak / January 2022
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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 www.icmije.
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.icmije.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 original
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

INSTRUCTIONS FOR AUTHORS

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 hew 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 6 months. Letters may also discuss matters of



general interests and may include images. Material
being submitted or published elsewhere

should not be duplicated in letters.

Main text should be limited to 500 words and the
number of cited references should not exceed 4. No
tables should be included and the number of figures
should be limited to 2 (or a total of 4 figure parts).

Figurs limit
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*Multicenter or multidisciplinary studies should be signed by
more than 6 authors

References

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

all references listed in the reference list should be
referred to within the main text in parenthesis. Style
and punctuation of each reference in the reference
list should be in accordance with the examples listed
below;

Standard journal article: Journall titles should be
abbreviated in accordance with journal abbreviations
used in Index Medicus (for journal abbreviations consult
List of Journals indexed for MEDLINE published annually
by NLM at http://www.nim.nih.gov/tsd/serials/ljihtml).
When there are six or fewer authors, all authors should
be listed. If there are seven or more authors, first 3
should be listed, followed by “et al.”. A list of authors
should be followed by the full title of the article, journal
title, year, volume, and page numbers.

Example: Dollinger M, Beyer LP, Haimerl M, et al. Adverse
effects of irreversible electroporation of malignant liver
tumors under CT fluoroscopic guidance: a single-center
experience. Diagn Interv Radiol 2015; 21:471-475.

Epub ahead of print articles: Abboud S, Raparia K,
Ubago JM, Resnick S. AngioVac extraction of intraatrial
hepatoma masquerading as PICC-associated
thrombus. Diagn Interv Radiol 2015 DOI: 10.5152/
dir.2015.15243. Published online 28 October 2015.

Books:

Chapter in a book: Hull RD, Hirsh J. Comparative value

of tests for the diagnosis of venous thrombosis. In:
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Bernstein EF, ed. Noninvasive diagnostic techniques in
vascular disease. 3rd ed. St. Louis: Mosby, 1985; 779-796.
Personal outhor(s); Watanabe M, Takeda S, lkeuchi H.
Atlas of arthroscopy. 2nd ed. Tokyo: Igaku Shoin, 1969;
57-59.

Editor (s), compiler(s) as author: Norman IJ, Redfern SJ,
eds. Mental health care for elderly people. New York:
Churchill Livingstone; 1996.

Tables

Tables should be included in the main document and
should be presented after the reference list. Tables
should be numbered consecutively in the order they are
referred to within the main text. A descriptive title should
be provided for all tables and the titles should be placed
above the tables. Abbreviations used in the tables
should be defined below by footnotes (even if they are
defined within the main text). Tables should be

created using the “insert table” command of the word
processing software and they should be arranged
clearly to provide an easy reading. Data presented in
the tables should not be a repetition of the data
presented within the main text but should be supporting
the main text.

Figures and figure legends

Figures, graphics, and photographs should be
submitted as separate files (in TIFF or JPEG formot)
through the submission system. The files should not be
embedded in a Word document or the main document.
When there are figure subunits, the subunits should not
be merged to form a single image. Each subunit should
be submitted separately through the submission
system. Images should not be labelled (a, b, ¢, etc.)

to indicate figure subunits. Thick and thin arrows,
arrowheads, stars, asterisks, abbreviations and similar
marks can be used on the images to support figure
legends. Like the rest of the submission, the figures too
should be blind. Any information within the images

that may indicate an individual or institution should be
blinded. The minimum resolution of each submitted
figure should be 300 DPL. To prevent delays in the
evaluation process all submitted figures should be clear
in resolution and large in size (minimum dimensions,
100x100 mm).

Figure legds should be listed at the end of the main
document.

11
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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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FARKLI SEPTORINOPLASI YAKLASIMLARINDA
OBUJEKTIF VE SUBJEKTiF DEGERLENDIRME ARAGLARI ARASINDA KORELASYON ANALIZ
ANALYSIS OF CORRELATION BETWEEN OBJECTIVE AND SUBJECTIVE ASSESSMENT TOOLS IN
DIFFERENT SEPTORINOPLASTY APPROACHES

Fetih Furkan Sahin', Sercan Géde? Fazil Apaydin®

123ege Universitesi Tip Fakultesi, Kulak Burun Bogoz Hastaliklar Ana Bilim Dali

OZET

Septorinoplasti 6ncesi ve sonrasi degerlendirmede
nazal solunum fonksiyonunun ve algisinin subjektif
ve objektif olgcimlerle ne olgtde iliskili oldugu hald
bir tartigma konusudur. Ayrica, farkll septorinoplasti
yaklagimlarinda bu élgtimler arasindaki korelasyon
varliginin - bilinmesi  fonksiyonel agidan énemilidir.
Bu calismada yapisal  ve dorsum  koruyucu
septorinoplasti tekniklerinin fonksiyonel agidan objektif
ve subjektif sonug olgutleri ile degerlendirmesi ve bu
olgutler arasinda korelasyon varliginin incelenmesi
amaglanmigtir.  Bu  prospektif ¢alismaya  primer
septorinoplasti uygulanan 129 hasta dahil edildi.
Uygulanan yaklasim ve tekniklere gére hastalar yapisal
ve dorsum koruyucu septorinoplasti olarak 2 ayri
grupta analiz edildi. Preoperatif ve postoperatif 12. ayda
fonksiyonel degerlendirme igin objektif tepe nazal
inspiratuar akim (Peak Nasal Inspiratory Flowmetry -
PNIF) ve subjektif olarak Nasal Obstruction Symptom
Evaluation (NOSE) ve Standardized Cosmesis and
Health Nasal Outcomes Survey (SCHNOS) kullanildi. Her
iki grupta PNIF, NOSE ve SCHNOS skorlari postoperatif
12. ayda preoperatif 6lgime goére anlamli iyilesme
gosterdi Yapisal septorinoplasti grubunda objektif ve
subjektif él¢Utler arasinda anlamli korelasyon gézlendi.
Dorsum koruyucu grubunda ise anlamli korelasyon
saptanmadi. Bu ¢aligmada, her iki teknikte de analiz
edilen objektif ve subjektif olgltler postoperatif
fonksiyonel gelismeyi géstermekte yeterli bulunmustur.
Ancak, dorsum koruyucu yaklagimda PNIF ile
degerlendirme, hastanin nazal fonksiyon algisini tam
olarak yansitmamaktadir.

Anahtar Kelimeler: Septorinoplasti; Tepe nazal
inspiratuar akimmetre; Hasta bazli sonug olgutleri

ABSTRACT

It is still a matter of controversy to what extent nasal
respiratory function and perception are related
to subjective and objective measurements in the
evaluation before and after septorhinoplasty.
Additionally, it is important to reveal the correlations
between these outcome measures for different
septorhinoplasty approaches. In this study, the
main objectives were to evaluate the structural and
dorsal preservation septorhinoplasty techniques
with objective and subjective outcome measures in
terms of function, and to investigate the existence
of correlation between these outcome measures.
Hundred and twenty-nine patients who underwent
primary septorhinoplasty were included in this
prospective study. According to the approaches and
techniques applied, the patients were divided into two
groups as structural and dorsal preservation groups. For
functional evaluation, peak nasal inspiratory flow (PNIF),
Nasal Obstruction Symptom Evaluation (NOSE) and
Standardized Cosmesis and Health Nasal Outcomes
Survey (SCHNOS) were performed preoperatively and
12 months after surgery. Postoperative PNIF, NOSE and
SCHNOS scores in both groups showed significant
improvement compared to the preoperative scores.
A significant correlation was found between objective
and subjective outcome measures in the structural
septorhinoplasty group. No significant correlation
was found in the dorsal preservation group. In this
study, objective and subjective methods were found
to be sufficient to show postoperative functional
improvement for both approaches. On the other hand,
this study showed that the evaluation with PNIF in the
dorsal preservation approach does not reflect the
patient’s perception of nasal function.

Keywords: Septorhinoplasty; Peak Nasal Inspiratory
Flowmetry; Patient-reported Outcome Measures
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Girig

Septorinoplastide, preoperatif ve postoperatif
dénemlerde hastalarin fonksiyonel, estetik ve psikolojik
olarak 3 alanda degerlendirmesi oldukga &nemlidir.
Bu alanlarda cerrahi sonrasi gelisme saglanmasi
amaglanmakla birlikte bir degdisim elde edilemeyebilir
hatta bozulma izlenebilir. Ameliyat éncesi ve sonrasi
fonksiyonel, estetik ve psikolojik alanlarin degerlendirmesi
ve dékimante edilmesi hem cerrah hem de hasta
agisindan baydk 6nem tasimaktadir. Her ne kadar
bu unsurlarin analizinde ¢ok sayida yéntem olsa da
gunumuzde bir altin standart teknik tanimianmanistir (1).
Hasta bazli subjektif dlgttler (Patient-reported outcome
measures - PROM) fonksiyonel, estetik ve psikolojik
alanlarin hepsinin veya bir kisminin degerlendirmesinde
son 20 yildir yaygin bir sekilde kullaniimaktadir (2). Nasal
Obstruction Symptom Evaluation (NOSE), Rhinoplasty
Outcomes Evaluation (ROE), Standardized Cosmesis
and Health Nasal Outcomes Survey (SCHNOS), nazal
obstriksiyona  spesifik Visual Analog Scale (VAS)
gunumuzde siklikla kullanilan  PROMlardandir.  Nazal
havayolunun objektif analizinde ise tepe nazal inspiratuar
akim (Peak Nasal Inspiratory Flowmetry - PNIF) Slgumu,
akustik rinometre ve rinomanometre kullanilimaktadir.

Septorinoplastide estetik hedeflerin yani sira obstriktif
septal deformitelerin gideriimesi ya da fonksiyonun
korunmasi da temel bir hedeftir. Fonksiyonel sonuglarin
analizinde cgesitli subjektif ve objektif olgltler mevcut
olmakla birlikte bu olgutler arasinda korelasyon olup
olmadigi tartismall bir konudur (3, 4). Ote yandan, farkl
septorinoplasti tekniklerinin analizinde subjektif ve objektif
olcttlerin nasil farkliik goésterdigi ve bunlarin arasinda
korelasyon olup olmadiginin incelenmesi bir diger Gnemli
konudur. Zira, fonksiyonel agidan nazal havayolunun en
kritik noktalarindan biri olan internal nazal valve yaklagim
agisindan yapisal ve dorsum koruyucu cerrahiler Snemli
teknik farklliklar goéstermektedir. Literatlrde, spreader
greft kullanilan yapisal septorinoplasti  sonrasi PNIF
degerinin (L/dk) belirgin yukseldigi raporlanmistir (5).
Benzer sekilde, NOSE ile yapilan subjektif degerlendirme
sonucunda spreader greft uygulanan septorinoplasti
sonrasi belirgin fonksiyonel duzelme bildirilmistir (6).
Ancak, hem yapisal hem de dorsum koruyucu tekniklerde
subjektif ve objektif olgutlerin korelasyonunun nasil
seyrettigine yoénelik c¢aligmalar literatirde oldukga
kisithdir.
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Bu ¢alismada primer olarak yapisal ve dorsum koruyucu
septorinoplasti  tekniklerinin ~ fonksiyonel  sonuglari
acgisindan objektif olarak PNIF ve subjektif olarak ise
PROMar ile degerlendirmesi, takiben farkll tekniklerde
objektif ve subjektif olgutler arasinda korelasyon olup
olmadiginin analiz ediimesi amaglanmigtir.

Materyal ve Metod

Bu prospektif calisma, yerel etik kurul komitesi tarafindan
alinan onayi takiben (Etik onay numarast: 20-31T/50) Eylul
2018 ile Subat 2021 arasinda Ege Universitesi Tip Fakultesi
Kulak Burun Bogaz Hastaliklar bélimuande yaratldd. Tim
bireylerden bilgilendiriimis onam alindi.

Calisma Popllasyonu

Calismaya Eyltl 2018-$ubat 2020 tarihleri arasinda primer
rinoplasti uygulanan toplam 129 hasta dahil edildi. Tim
hastalara detayll nazal endoskopik muayene yapildi.
18 yasin altinda olan, kronik rinosinuzit gibi sinonazal
komorbiditeleri olan, daha énce alt konka reduksiyonu,
septoplasti veya rinoplasti oykidst olan hastalar
calismaya dahil edilimedi. Ameliyat éncesi nazal septal
deformite durumui klinik olarak anlamli ve 6nemsiz olarak
siniflandirildi. Kaudal septal subluksasyon, vertikal kaudal
frakttr, horizontal septal fraktdr ve multipl fraktdrl septal
deviasyon gibi ciddi deviasyonlar klinik olarak anlamli
kabul edildi. Altmis alti hastada (%51,2) klinik olarak anlamli
septal deviasyon ve 63 hastada (%488) klinik olarak
6nemsiz septal deviasyon vardi.

Cerrahi Prosedlirler

TUm hastalar ki kidemli cerrah tarafindan opere edildi.
Hastalar uygulanan cerrahi teknige gore iki gruba ayrild:
Yapisal septorinoplasti (Y-SRP) ve Dorsum koruyucu
septorinoplasti (DK-SRP). Tum Y-SRP olgularinda agik
teknik yaklasim uygulandi, ve spreader ya da L-strut greft
kullanildi. DK-SRP olgularinda ise kapali yaklasim ile kemik
catiigin let-down, septum icgin high septal strip ya da low
septal strip rezeksiyon teknikleri uygulandi. Spreader greft
uygulanan tim olgularda greftler bilateral yerlestirildi.
L-strut greft kaudal veya dorsal ciddi deviasyonu
olan olgularda uygulandi ve kartilaj materyal nazal
septumdan ya da gerektiginde kostal kartilajdan elde
edildi. Tum olgularda alt konka reduksiyonu (submukozal
diatermi) uygulandi.
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Sonug Olgditleri

Bu galismada primer olarak objektif ve subjektif olarak
2 grup ol¢ut ile analiz yapildl. TUm olgumler preoperatif
ve postoperatif 12. ayda uygulandi. Objektif metod olarak
PNIF (In—check DIAL; Clement Clarke International, Harlow,
Essex, UK) kullanildi, ve 1 dakikada her iki nazal kaviteden
gecen toplam hacim (L/dk) slguldi. Optimal sonuglarin
alinmasi igin hastalarda oturur pozisyonda 3 ardigik
olctim yapildr ve bu 3 élgimun ortalamasi istatistiksel
analiz igin  kaydedildi. Subjektif degerlendirme igin
preoperatif ddnemde ve postoperatif 12. ayda, tamamen
fonksiyonel degerlendirme saglayan NOSE anketi ve
SCHNOS anketinin  obstriksiyon bolumd  (SCHNOS-O,
SCHNOS anketinin 1’den 4. maddeye kadar olan kismi)
Turkge versiyonlari kullanildi (7, 8). Her iki PROMUN toplam
puanlari, her PROM'un maksimum puanina bslindd ve
ardindan 100 ile ¢arpildi. Béylece, tum PROM'lar O ile 100
arasi bir skalada skorlar elde edildi.

Istatistiksel Analiz

istatistiksel analiz igin Statistical Package for Social
Sciences (SPSS, version 250; SPSS Inc, Chicago, IL,
USA) kullanildi. Verilerin homojen varyansa sahip olup
olmadigini degerlendirmek igin Levene testi, dagilim
paterni analiz etmek igin Kolmogorov-Smirnov testi
kullanildi.  Parametrik  verilerin  karsilastinimasinda
bagimsiz érneklemler t testi, dagiim paternine goére
non-parametrik degiskenlerin analizinde Mann-Whitney
U testleri kullanildi. Korelasyon analizinde verileri dagiim
paternine goére Spearman veya Pearson korelasyon
testleri kullanildi. Veriler “ortalama + standart sapma’,
yuzde (%) ve uygun oldugunda minimum-maksimum
olarak ifade edildi. p<0.05 istatistiksel olarak anlamli kabul
edildi.

Bulgular

Bu caligmada 129 hasta (85 kadin, 44 erkek) analiz edildi.
Ortalama yas 279 + 75 (min-max, 19-60) yildi. Y-SRP
ve DK-SRP siraslyla 66 (%512) ve 63 (%488) hastada
uyguland.. Ortalama takip suresi 241 £ 42 ayd. Altmis
alti hastada (%512) klinik olarak anlamii septal deviasyon
gozlendi, ancak 63 hastada (%48,8) klinik olarak anlaml
septal deviasyon saptanmadi. Her grup igin hastalarin
demografik ve karakteristik verileri Tablo Tde sunuldu.

Tablo 1: Hastalarin demografik ve karakteristik verileri

Y-SRP DK-SRP Tiim Hastalar
Hasta Sayisi 66 (%51,2) 63 (%48,8) 129
Yas (Ortalama +
304+9 254+43 27,9 47,5
SD)
Cinsiyet
- Erkek 26 (%39.4) 18 (%28.6) 44 (%34.,1)
- Kadm 40 (%60,6) 45 (%71,4) 85 (%65,9)
Preoperatif Septal
Deformite
- Klinik
olarak 49 (%74,2) 17 (%27) 63 (%48,8)
belirgin
- Klinik
olarak 17 (%25,8) 46 (%73) 66 (%51,2)
belirgin degil
Takip Siiresi (ay,
242+ 4.4 239+4 24,1 +42

Ortalama + SD)
SD: Standart deviasyon, Y-SRP: Yapisal Septorinoplasti, DK-SRP: Dorsum Koruyucu

Septorinoplasti

Tum hastalar ele alindiginda ve her iki cerrahi yaklagim
grubu ayr ayr degerlendirildiginde preoperatif ve
postoperatif 12. ay NOSE ve SCHNOS-O skorlart arasinda
istatistiksel olarak anlamii farkliik gozlendi (p<0,001,
DK-SRP grubunda PNIF igin p=0,02). Benzer sekilde tim
hastalarda ve her iki grupta preoperatif ve postoperatif
12. ay PNIF skorlari arasinda istatistiksel olarak anlamili
farklilik gozlendi (Tum hastalar ve Y-SRP grubu igin p<0,001
, DK-SRP grubu icin p<0,05). Tum oélgtmlerin ortalama
degerleri ve preoperatif ile postoperatif 12. ay skorlarinin
karsilastirmalari Tablo 2'de sunuldu.

Tablo 2: Tim hastalarda ve cerrahi gruplarda sonug 6lgiitlerinin preoperatif ve postoperatif

12. ay skorlari ve karsilagtirmast

Y-SRP DK-SRP Tiim Hastalar
PNIF
- Preoperatif 48,8+ 6,3
a 46,7+ 6,4 g ’ 47,7+ 6,4
- :ostuperatlf 12. 511488 49,g 326,7 499+82
Yo <0,001 > <0,001
- pdegeri
NOSE
Preoperatif 32+204
R 77,6 19,7 q 55,3+304
Postoperatif 12. 18119 l‘i,g 3091,7 187 10,9
ay. <0,001 > <0,001
p degeri
SCHNOS-O
- Preoperatif 79+17,4
5 2 36,2 +21,8 58,1 £29,1
- :ostuperatlf 12. 19;2035?,2 21,6459 203+84
N 3 <0,001 <0,001
- pdegeri

PNIF: peak nasal Inspiratory Flowmetry, NOSE: Nasal Obstruction Symptom Evaluation,
SCHNOS-O: Standardized Cosmesis and Health Nasal Outcomes Survey-Obstruction Y-SRP:
Yapisal Septorinoplasti, DK-SRP: Dorsum Koruyucu Septorinoplasti
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PNIF, NOSE ve SCHNOS-O skorlari arasindaki korelasyon
analizi igin Pearson korelasyon testi uygulandl. Tum
hastalar degerlendirildiginde her G¢ sonug 6lgutd
arasinda istatistiksel olarak anlamli  bir korelasyon
saptandi (p<0,01). Cerrahi yaklasim gruplari ayri olarak
degerlendirildiginde, Y-SRP grubunda PNIF ile her iki PROM
arasinda, ve NOSE ile SCHNOS-O arasinda istatistiksel
olarak anlamli korelasyon saptandi (p<0,01 PNIF-NOSE
korelasyon katsayisi: 0,396 PNIF-SCHNOS-O korelasyon
katsayis:: 0,430 NOSE-SCHNOS-O korelasyon katsayist:
0,969). DK-SRP grubunda ise PNIF ve PROMlar arasinda
istatistiksel olarak anlamii korelasyon bulunmadi (>0,05),
ancak NOSE ve SCHNOS-O arasinda istatistiksel olarak
anlamlii bir korelasyon mevcuttu (Korelasyon katsayist:
0,908 p<0,001). Tum gruplar igin korelasyon analizi Tablo
3'te sunuldu.

Tablo 3: Objektif ve subjektif dl¢iitler arasinda korelasyon analizi

PNIF NOSE SCHNOS-0O
66) mE e ool <o
voss_riebm ede o
scavoso [ Joor <aoo
S
R O
samoso rim Gt
Tiim PNIF r degeri' _ 0,466 0,469
hastalar p degeri <0,001 <0,001
N
scanoso [ Goor <aon

r degeri: Pearson korelasyon katsayisi, PNIF: peak nasal Inspiratory Flowmetry, NOSE:
Nasal Obstruction Symptom Evaluation, SCHNOS-O: Standardized Cosmesis and Health
Nasal Outcomes Survey-Obstruction Y-SRP: Yapisal Septorinoplasti, DK-SRP: Dorsum
Koruyucu Septorinoplasti

Tartisma

Septorinoplastide, burnun estetik olarak daha iyi bir
goérunime sahip olmasinin yaninda nazal solunum
fonksiyonunun gelistiriimesiya daen azindaniyiolan nazall
havayolu fonksiyonunun korunmasi hedeflenmektedir.
Bununla paralel olarak kartilajindz orta gatiya yonelik
yapisal  veya dorsum  koruyucu farkl  tekniklerin,
preoperatif ve postoperatif analizlerinde, yalniz estetik
yoénden degil fonksiyonel agidan da degerlendiriimesi
onemlidir. Calismamizda, hem yapisal hem de dorsum
koruyucu yaklagimlarin, PNIF  ve obstriktif semptom
temelli PROM'lar ile anallizi sonucunda fonksiyonel agidan
olumlu sonuglarr oldugu gértimuastir. Bunun yaninda,
yapisal  septorinoplasti  teknikleri  uygulandiginda
objektif ve subjektif oSlgcimler arasinda bir korelasyon
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varligr gézlenmek ile birlikte, dorsum koruyucu teknikler
uygulandiginda objektif ve subjektif sonug &lgutleri
arasinda bir korelasyon saptanmigtir.

ister fonksiyonel ister dorsum koruyucu olsun uygulanan
farkll septorinoplasti proseddrlerinde ozellikle subjektif
degerlendirme  sonuglart  oldukga  tatmin  edici
gorinmektedir. Bu ¢alismada her iki teknik grubunda
da objektif ve subjektif acilardan istatistiksel olarak
anlamli gelisme gérulmektedir, ve literatrde de benzer
sonuglara ulagan pek ¢ok ¢alisma yer almaktadir. Saban
ve arkadaglari DK-SRP uyguladiklart hastalarr NOSE
anketi ile analiz etmis ve hastalarin %90’ Inda belirgin
subjektif fonksiyonel iyilesme bildirmistir (9). Ayni sekilde
Patel ve arkadaslar, DK-SRP sonuglarini SCHNOS ile
degerlendirmis ve ortalama skorlarin postoperatif olarak
anlamli bir sekilde iyilestigini bildirmistir (10). Spreader
greft veya L-strut greft gibi tekniklerin kullanildigi Y-SRP
yaklagimlarinda PROM'lar ile yapilan degerlendirmelerde
belirgin  fonksiyonel gelismenin saglandigr  gecmis
calismalarda  raporlanmistir (6, 11). Bununla  birlikte,
yapisal redUksiyon rinoplasti tekniklerinde objektif dlctim
olarak PNIF kullanildiginda nazal havayolu hacminin
arttigini ya da en azinda korundugunu gosteren
calismalar meveuttur (5, 12). DK-SRP éncesi ve sonras|
objektif degerlendirmede PNIF kullanilan bir galisma
literatrde olmasa da akustik rinometri ile yurattlen bir
calismada internal nazal valv alaninda belirgin - artis
oldugu raporlanmistir (13). Kandathil ve arkadaslarinin bir
calismasinda, fonksiyonel septorinoplasti ve fonksiyonel-
estetik kombine septorinoplasti uygulanan  hasta
gruplarinda, postoperatif 12. ay NOSE ve SCHNOS-O
skorlari preoperatif skorlara goére anlamli derecede
iyilesmenin oldugu bildirilmistir (14).

Fonksiyonel septorinoplastiyi  takiben gesitli  nazal
obstruksiyon o6lgutlerinde iyilesme oldugunu gosteren
birgok c¢alisma olmakla birlikte, objektif ve subjektif
sonug olcutlerindeki degisiklikler arasindaki korelasyon
konusunda tartismalar halen mevcuttur. Cogu galismada
ise belirgin bir korelasyon olmadigr bildirilmistir. Lam ve
arkadaslart akustik rinometri, PNIF, nazal obstriksiyona
yonelik VAS ve NOSE PROM'larini karsilastirmisg, ve objektif
ve subjektif oélgUmler arasinda veya akustik rinometri
ve PNIF arasinda anlamii bir iliski bulamanislardir (1).
Benzer sekilde Andrews ve arkadaslari postoperatif PNIF,
SNOT-22, NOSE ve VAS olgutlerini karsilastirmiglardir. Hem
objektif hem de subjektif sonug¢ olcutlerinin, postoperatif
olarak hepsinde gelisme goézlenmesine ragmen,
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aralarinda anlamii bir iliski olmadigini bildirmislerdir (4).
Ote yandan, Kjoergaard ve meslektaslari, subjektif olarak
VAS olcutl ile objektif akustik rinometri ve PNIF verileri
arasinda anlamli korelasyon oldugunu raporlamiglardir
(8). Ancak PNIF ile yapilan degerlendirmede, anlamli
sonu¢ elde edilmekle birlikte korelasyon katsayisinin
dustk oldugu da belirtiimektedir. Bu baglamda Andre ve
arkadaslari, objektif ve subjektif nazal obstriksiyon sonug
olcutlerinin korelasyonuna iliskin 16 ¢alismay! igeren bir
derleme yapmiglardir. Yaptiklart analiz sonucunda net bir
konsensus olusmamakla birlikte, derleme verileri her bir
nazal pasajigin ayri ayri degerlendirildiginde ve obstruktif
semptomlar mevcut oldugunda korelasyon katsayisinin
daha ytksek oldugu saptanmistir (15). Calismamizda
ise spreader ve L-strut greft gibi tekniklerin uygulandigi
yapisal yaklasimlarda PNIF skorlarinda daha fazla artiglar,
dolayisi ile PNIF ve fonksiyonel PROM'lar arasinda anlamli
korelasyon varligr gérdlmektedir. DK-SRP yaklagimlarinda
ise bu élgumler arasinda bir korelasyon saptanmamustir.
Ote yandan, her iki yoklagim grubunda da NOSE ve
SCHNOS-0 skor degisimleri arasinda anlamli korelasyon
goruimustar.

Gecmig galismalarda septorinoplastihastalariuygulanan
cerrahi prosedure spesifik olarak degerlendirilmemis olup
genel olarak analiz edilmigtir. Bununla birlikte subjektif
analiz yontemleri ve objektif 6lcim olarak PNIF arasindaki
korelasyonun zayif olmasinin birkag olasi nedeni éne
surulebilir. Ornek olarak, objektif dlgumler belirli  bir
zamanda anlik olarak kaydedilirken, NOSE ve SCHNOS
gibi subjektif olan PROM'lar hastalardan son 4 haftalik bir
sdre igindeki semptomlarin genelini yansitmaktadir. Bu
nedenle burun tikanikligina neden olabilecek diger nazal
fonksiyonlar (nemlendirme gibi) veya nazal siklus gibi
dinamik faktorlerin dlgimlerde dikkate alinmasi gerekir
(16). Ayrica, burnun iki tarafi arasindaki nazal direng farki
%60-70'den daha az ise, hastalarin daha fazla tikanikhgin
oldugu tarafi tespit etmesi zor oldugundan, unilateral
nazal obstriksiyon durumunda PROMlar ve PNIF gibi
olctim araglarn ile saglikh sonuglar alinamayabilic (17).
Bu durumda, Spataro ve arkadaglar da daha énceki
calismalar ile paralel olarak, subjektif analiz yontemleriile
korelasyon ve daha saglikll degerlendirme yapilabilmesi
acilarindan, her iki nazal kavitenin ayri ayri élgulebildigi
objektif  metodlarin  kullanilmasini dnermiglerdir
(16). Belirgin semptomatik nazal obstriksiyonu olan

hastalarda, asemptomatik hastalarla karsilastirnldiginda,
objektif ve subjektif olgimler arasinda daha fazla
korelasyonun oldugu raporlanmistir (16). Bu nedenle,
daha semptomatik ve ciddi nazal pasaj obstriksiyonu
olan hastalar, objektif ve subjektif olgimler arasinda
daha fazla korelasyona sahip iken, daha hafif obstriktif
durumda olan hastalarda bu 6lgumler arasinda
korelasyon gérulme olasiligl daha dastk olabilir. Ayrica,
calismamizda DK-SRP grubunda objektif ve subjektif
yéntemler arasinda anlamli korelasyon bulunmamasinin
nedeni, bu grupta preoperatif septonazal deformite
agirhginin gérece daha az olmasi, istatistiksel olarak
anlamli olsa da, daha az toplam bilateral nazal kavite
hacim artigl saglanmasi olabilir.

Bu c¢alismanin bazi limitasyonlari mevcuttur. Birincisi,
postoperatif 12. ay élgimun haricinde bu takip sdresi
icerisinde postoperatif erken dénem ara o6lgUmlerin
uygulanmamig olmasidir. ikinci olarak, objektif sonug
olgut olarak PNIF diginda akustik rinometri veya
rinomanometri  kullanimamig  olmasidir.  Ozellikle
nazal kavitenin farkll  seviyelerinde kesit alanlarin
degerlendirmesi ve her iki nazal kavitenin ayri ayri analizi
ile subjektif-objektif araglar arasinda anlamli korelasyon
gozlenebilir. Ayrica, preoperatif septonazal deformite
tipleri ve ciddiyetinin bu élgimlere etkisinin bir regresyon
analizi ile incelenmemesi baska bir limitasyon olarak
degerlendirilebilir.

Sonug

Bu ¢alisma, yapisal tekniklerde PNIF ve PROMlar arasinda
korelasyon oldugunu, dorsum koruyucu tekniklerde ise,
tum oSlgutlerde istatistiksel anlamli gelisme bulunmasina
ragmen, ayni korelasyonun mevcut olmadigini
gostermistir. PNIF basit ve ucuz bir degerlendirme araci
olmasina ragmen, DK-SRP olgularinda hastalarin geligmis
nazal solunuma iliskin algilarini ve yasam kalitelerini
olcmede sinirli bir degerinin oldugu 6ne strulebilir. Ancak,
PNIF ve subjektif fonksiyonel degerlendirme o&lgutleri
arasinda korelasyon tercih edilen cerrahi yaklagima
uygulanan teknige gore farklilik gosterse de, bu araglarin
septorinoplasti 6éncesi ve sonrasi kullaniminin faydali
oldugu bilinmelidir. Ayrica, daha genis hasta serileri ve
daha farkl élgim araglari ile yeni ¢alismalara ihtiyag
mevcuttur.
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BOTILINIUM TOXIN A APPLICATIONS IN EAR NOSE THORAT
KULAK BURUN BOGAZ ALANINDA BOTULUNIM TOKSIN A UYGULAMALARI
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Botulinum toxin (BoNT) is a popular cosmetic treatment
applied by dermatologists, plastic surgeons, dentists,
and doctors in many other branches. The ability for
nerve blockage of toxin has led to the use of BoNT as
a potential treatment for various medical conditions.
The current applications of BoNT in the field of Ear,
Nose, and Throat are discussed in this paper, and a
short examination is made of other potential clinical
benefits.
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ABSTRACT OZET

Botulinum  toksini  (BoNT); dermatologlar, plastik
cerrahlar, dig hekimleri ve ¢ogu brang doktorlar
tarafindan uygulanan populer bir kozmetik tedavidir.
Toksinin sinir blokaji yetenedi, BONT ‘nin gesitli tibbi
durumlarigin potansiyel bir tedavi olarak kullaniimasina
yol agmistir. Bu makalede BoNT' nin mevcut kulak burun
bogaz alanindaki uygulamalari tartigilacaktir. Ek olarak,
diger potansiyel klinik faydalarin kisa bir incelemesi de
saglanacaktir.
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Introduction

Wrinkles occur as a result of dermal atrophy and
repeated contractions of the underlying facial muscles.
With the injection of a small amount of botulinum toxin
(BoNT), the skin becomes smooth and wrinkles are
reduced because of localized muscle relaxation ©.

BoNT has been used for more than 20 years in facial
aesthetics, and is a preferred treatment method for
dynamic wrinkles that form in the upper region of the
face. Treatment is well tolerated and provides pleasing
results @. BoNT irreversibly binds to the pre-synaptic
terminal of the neuromuscular junction and prevents the
expression of acetylcholine, thereby preventing muscle
contraction. BoNT functions by fragmenting a coupling
protein (synaptosomal-associated protein 25 kDA [SNAP-
25]) on the inner surface of neuronal membranes on the
cellular surface, inhibiting vesicle fusion and thereby the
expression of acetylcholine G4

The first use of BoNT, which is a biological toxin, for
treatment was the experimental application for squint
treatment (horizontal muscles) by Scott et al in 1973, and
it then started to be used in humans in 1980 &9

Clostridium botulinum is a gram-positive anaerobic
bacillus with 7 serotypes (A-G) (7). BoNT-A wass approved
by the American Food and Drug Administration (FDA) in
1989 for the treatment of squint, blepharospasm, and
hemifacial spasm, and in 2002 for aesthetic purposes
in the glabellar region (8). In Turkey, Dysport (Medicis
Pharmaceutical Corp. Scottsdale, AZ, USA Allergan, Inc,
Irvine, CA, USA) was licensed for use by the Ministry of
Health in 2002,

The therapeutic scope of toxin is extremely wide-ranging.
Since the cosmetic effects of BoNT were documented in
1989, it has been used cosmetically. In facial aesthetic
treatments, toxin works by weakening the underlying
muscle that shows the accustomed contractions. With
the exception of glabellar lines, the use of BoNT for
treating facial lines and wrinkles is off-label (unlicensed
but accepted use), and therefore this must be explained
to the patient at the time of the request ().

As BoNT is fragile, preparation for use must be made very
carefully without agitating or foaming the dilution. It is
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recommended by the manufacturer that diluted BoNT is
used within 4 hours. After preparation, BONT must not be
frozen, must be stored at 2-8°C, and must be used within
24 hours. Previous studies have reported that BoNT-A
preparate diluted with physiological sodium chloride
stored at 2- 8°C can be used for up to 2 weeks with no
noticeable decrease in safety and clinical efficacy ®.

Hereditary, age, environmental factors and overuse of
the mimic muscles play arole in the formation of wrinkles
(12, 13). Lines that emerge with movement and are not
noticed at rest are known as dynamic lines, and those,
which are evident at rest, as static lines ©. BoNT is used
more in the treatment of dynamic lines (¥. When the toxin
is injected into the facial region, it spreads to an area
of 25-3cm. To prevent the spread of BoNT in cosmetic
applications, solutions are used of a small amount at a
high concentration ©.

Hankins et al reported that smaller volumes used at
a higher concentration caused less discomfort and
spread less, and there was therefore a lower possibility
of an effect outside the targeted area. It has also been
emphasized in studies that the application of a high dose
has a longer-lasting effect (4%, Harii and Kawashima
showed that 10 units of Botulinum toxin were effective for
7.9 weeks, and 20 units for 9.4 weeks (.

How toxin is metabolized or how it is eliminated from
nerve ends in another way, is still not known ™. There
are significant gaps in the current knowledge related to
the absorption, distribution, metabolism and elimination
mechanisms of toxin (®. However, it is assumed that
irreversibly toxin binds to the synaptic nerve ends, and
then becomes metabolic in the following months. It
probably disrupts protein and is removed from the
body, in which case the pharmacological effects cease
9 There is no evidence of muscle atrophy following
repeated BoNT injections over a long period, but resistant
cases with the development of antibodies have been
reported.

Long-term treatment of BoNT leads to the development
of neutralizing antibodies, with global incidence reported
in literature as 0.3%-6% @. In another study, this rate was
3-10%, with the rate of primary resistance to BoNT-A of
6.25%, and the development of secondary resistance
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of 5-10% @. Increasing the number of applications may
stimulate immunity @9, In a study conducted according
to this idea, Kawashima and Harii did not encounter
the formation of any antibodies in 363 subjects tested
(®. There was also no evidence of the development of
over-sensitivity. However, it was thought that the patients
learned to avoid ‘unwanted’ facial movements, making
this a potential behavioral change (©.

When literature was examined, the effect was seen
to last for 2 weeks to 6 months with a maximal effect
throughout mean 3-4 months. In previous studies, the
level of satisfaction in the 6th month ranges from 55%
to 81% 2329 so treatments should be applied only once
every 6 months when possible and retouching should be
restricted to one time within the first week. In the most
recent recommendations to prevent BoNT resistance,
the procedure should not be re-applied before a
minimum of 2-3 months, high doses should not be used,
and touch-ups should not be made after 3 weeks @

Complications related to the effects of BoNT are
separated into two categories as injection reactions
(Iess frequent) and those seen related to effects on
muscles outside the targeted treatment area. These
complications are related to technique and the
frequency decreases as injection skills develop @ 2.
Pain is most commonly seen (9.3%) followed by oedema
(6:4%) and temporary blepharoptosis (drooping of the
upper eyelid) (61%) @), Blepharoptosis occurs with deep
migration of BoNT through the orbital septum fascia of
the levator palpebrae superioris, which is the elevator
muscle of the upper eyelid. During the injection to the
corrugator muscles, an injection at least 1 cm above the
supraorbital notch in the mid-pupillary line decreases
this risk.

Eyebrow ptosis and unwanted eyebrow shape are
related to an adverse BoNT effect caused on the frontall
muscle. This complication can sometimes be corrected
with injecton to antagonist muscles. Facial asymmetry
may be due to unequal doses of BoNT. Another
complication of BoNT is the formation of antibodies
rendering the treatment ineffective, which is seen at
A% . Agents inhibiting the efficacy of BoNT, such as
aminoglycosides, quinidine, anticholinergics, and muscle
relaxants, strengthen the efficacy of BoNT 2. As BoNT-A

contain bovine protein it is contra-indicated for patients
with dairy allergy ©9. Very rarely, BONT may cause
hypersensitivity and allergic reactions such as urticaria,
oedema and anaphylaxis.

Side-effects are seen at high doses associated with
distant spread from the injection area (300 units in cattle)
and these side-effects include general muscle weakness,
ptosis, dysphagia, dysarthria, urinary incontinence, and
respiratory tract disorders ®). A dose of BoNT of Ing/kg is
lethal ¢

To avoid serious side-effects in the application of
botulinum toxin, the practitioner must have good
detailed knowledge of the anatomy of the eyebrows
and the pharmacology of the drug. Therefore, in the
following section, anatomic information and methods of
application according to the localization are provided.

Areas of Application

The forehead and glabellar lines

Neurotoxin is used for treating of vertical lines between
the eyebrows. This is the only area approved by the FDA
for treatment with BoNT-A. Vertical lines of the glabellar
form with contraction of both corrugator supercilii
muscles. These originate from the supraorbital ridge of
the frontal bone and attach to the skin in the section
joined in the mid-third of the eyebrow. The procerus
muscle starts from the nasal bone and attaches to the
glabella skin or forehead ®. Before applying the injection,
the patient is instructed to frown as the skin must be
examined to determine the size, strength and location
of the procerus and corrugator muscles. According
to the clinical findings obtained as a result of different
doses used in several studies, 5 injections are made in
a V-shape to the glabellar region @. The normal doses
applied to this region are 50-80 DU (Dysport unit) but
injector experience with these treatments has shown
that some patients can do well with as little as 10 units,
and others (often men) may need substantitially more®
(Figure 1). To reduce the risk of upper eyelid ptosis, the
injections should be made lcm above the superior orbital
rim and into the muscle belly. Care is taken not to touch
the periosteum as this may be related to headache after
some injections ©2).
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Crow feet (periorbital wrinkles)

The second most common area for BoNT treatment is
laughter lines and crows feet. Wrinkles lateral and inferior
to the orbita are located immediately below the skin
and are closely related to muscle tension. These can be
eliminated with injection to the orbicularis oculi muscle
@) The orbicularis oculi muscle is separated into three
as pretarsal, preseptal and orbital. The orbital section
extends laterally, and with contraction causes the
formation of lines radially from the lateral canthus. The
overlying skin becomes thinner with aging and repeated
muscle contractions cause crows feet to form 9, When
making injections to this region, care must be taken of
the visible and non-visible vessels in the skin surface to
prevent bruising. The injections should be made radiating
to lecm lateral to the orbita rim to avoid affecting the
lateral rectus muscle during the injection © 3 (Figure 1).
Therefore, it is recommended that the injection to the
edge of the lateral orbital rim is made using the non-
injecting hand as a guide. Neurotoxin is applied as a total
of 20-60 DU on each side to 3 or 4 points lateral to the
crow feet. As crows feet are superficial, a deep injection
is not made to the subcutaneous tissue ¢,

Figure 1: Botulinum toxin for the glabella, forehead,
and crows feet.
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Raising the lateral eyebrow

Hyperactivity of the lateral section of the orbicularis oculi
muscle can create ptosis inthe eyebrow. While the vertical
and oblique muscle fibers are active, when resting the
eyebrow tail is pulled down against the frontal muscle.
During the injections, the eyebrow is elevated with the
hand not making the injection and injection is made lcm
above the orbital rim. A total of 4-6 DU is injected into 8-12
DU to each of two or three points. This procedure may
not be successful in every patient because simultaneous
injections of the lateral orbicularis muscle and the lateral
frontal muscle, which provides raising of the eyebrow,
may prevent the eyebrow moving upwards 9.

Gummy Smile

When some patients smile, a large portion of the gum is
clearly visible with a dramatic upward movement of the
lip. Upper lip elevation is provided by the levator superior
alaequae nasi. This muscle extends from the lateral of
the nostril from the frontal process of the maxilla to the
skin lateral of the upper lip. One or two units are applied
superficially to the lateral of the nostril. As this application
extends the upper lip, care must be taken in elderly
patients. It must be explained to patients that following
Botulinum toxin applications, there will be an amount of
thinning of the lips @39, A total of 8-16 DU is injected into
4-8 DU to each of one point.

Botulinum toxin to raise the tip of the nose

Neurotoxin can be injected into the nasal columella base
to slightly lift the tip of the nose (increase in tip rotation).
This is indicated in patients where the tip of the nose
has slightly fallen. It is not recommended to be applied
to a severely ptotic nose with thick sebaceous skin 9.
Surgical treatment should be considered for severely
ptotic noses. This procedure is a mild thinning technique.
The depressor septi nasi muscle is an extension of
the orbicularis muscle, and pulls the tip of the nose
downward when smiling. Thinning of this muscle causes
raising of the tip or widening of the nasolabial angle. The
depressor septi nasi muscle is located at the base of the
columella and the application of 5-9 DU will be sufficient.
Following this injection, there may be lengthening in the
upper lip 22,
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Bunny lines

These lines extend radially inferomedially from the nasal
medial canthal region. Although not seen in every patient,
there may be accompanying deep horizontal glabellar
lines. When the nasal muscle is contracted, in addition to
the formation of lines or wrinkle on the nose, it contributes
to the formation of horizontal glabellar lines by pulling the
center of the forehead downwards. Localization of the
muscle is determined by the contraction of the muscle
fibers, and a single injection of 8-12 DU is applied to each
side subcutaneously subdermally. Attention must be
paid to the superficial course of the muscle.

To prevent the adjacent levator labii superioris alaeque
nasi muscle being affected, it is important to remain
medial when making the injection, and to not make
the injection to the angular vein, it must be medial. As
this region is vascular and in front of the eye, there is a
possibility of bruising (I1). In the most recent studies, 5
types of bunny lines have been described. In Type |, an
injection of 8-12 DU in the nasal only muscle is sufficient.
Type Il requires treatment in the nasolabial groove of the
levator anguli oris alaeque nasi muscle in addition to the
nasal muscle. In Type lll, despite treatment of the nasal
muscle, there can be difficulty contracting the medial of
the orbicularis oris muscle, which extends in the medial
toward the orbita. Repeated injection to this section of
the muscle is recommended. In Type IV, the orbicularis
oris and depressor cilia muscles are strong and may
accompany glabellar muscles. In Type V, the muscles
in the other types are affected and lines are seen from
the glabella as far as the dorsum (35). In small doses,
asymmetries occurring when smelling can be resolved
with the addition of a small dose, but in over-treatment,
flattening of the cheek and nasolabial sulcus, and upper
lip sagging may be seen. Therefore, it is necessary to
start with conservative dosing and keep the injection at
the level of upper lateral cartilages and nasal bones (11).

Nasolabial groove

The filler is used for nasolabial lines. The muscles at the
nasolabial level are the levator labii superficialis alaeque
nasi, the levator labii superior, and the zygomaticus major
and minor. The fibers of these muscles are attached to
the skin tissue around the nasolabial fold and the border
of the nasolabial fold is formed of these muscle fibers.
The medial area where the muscle fibres are attached
is thinner than the superolateral area where there is

nasolabial fat. Of the muscles mentioned in this region,
injection to the levator labii superficialis alaeque nasi
only is the safest route to prevent significant changes in
facial expressions. The injection is applied to 4-8 DU to
the superior of the lateral area (33).

Marionette lines

For the elevation of the oral commissure, neurotoxin
is injected to the depressor anguli oris (DAO) muscle. It
is made to patients with drooping edges of the mouth.
The DAO muscle extends from the oblique edge of the
mandible to the modiolus. With weakening of the DAO, the
oral commissure turns upwards with the compensation
of the zygomatic muscles. A single injection of
approximately 6-15 DU to each muscle is sufficient. The
injection is made lcm inferior to the point lcm lateral
to the oral commissure. This procedure may not be
sufficient in patients with excessive marionette lines
and those with a severely depressed oral commissure.
In such cases, it is appropriate to apply hyaluronic acid
filler. A major risk is that there may be effects when
smiling or speaking because of an effect on the wrong
perioral muscles (11, 33).

Orange peel chin

Some patients inadvertently crease the chin when
speaking or at rest. This is generally unnoticed by the
patient until is seen clinically. Atrophy of subcutaneous
fat and dermis over the muscles can contribute to a
dimpled appearance. As this dimpling resembles orange
peel, this deformity is referred to as “orange peel chin’ (33).
The mental muscles originate from the mandible incisor
fossa and extend to the dermis of the chin skin. Three or
four injections are made to each muscle between the
mental crease and the edge of the mandible. If injections
are made over the mental crease, they may spread to
the orbicularis oris muscle and there may be sagging
of the upper lip. Therefore, the injection should remain
below and medial as far as possible (H), with 9-30 DU
injected into 3 points -2 cm above the chin line and lcm
lateral to the midline (33). It is also recommended that
8-10 units are injected to the lowest point into the midline

(36).

Barcode lines

BoNT-A s injected into the vermillion border, at 4-8 DU per
quarter. A maximum of four injections should be made to
each lip, and no more than two on each side (Botox is
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preferred in this area as there is an increased effect of
Dysport in this region). As mild paresis in all muscles will
recover in the whole area injected, it is not necessary to
inject the wrinkles 9.

Platysma

Platysmal bands are muscle bands in the neck, which are
seen at rest and become evident with neck tightening
and forced jaw opening. This procedure can be used
for young patients who are not yet ready for surgery,
older patients who do not wish to have surgery and for
the postoperative recurrence of bands. The platysma
muscle is a thin superficial muscle that starts from the
clavicle and upper chest and extends to the superficial
musculoaponeurotic system (SMAS), the skin of the lower
face, the facial muscles and the mandible. The platysmall
bands may be evident in patients with a thin neck, thin
skin and little overlying fatty tissue. Over-injection to this
region can affect the muscles related to swallowing.
Bruising may be seen. Wrinkling the face to tighten the
neck of the patient reveals the muscles responsible and
facilitates the application of the injection. The patient
is instructed to sit upright, leaning slightly forward and
raise the chin just above the horizontal plane. While the
platysma muscle is fully contracted, the injection is made
into the muscle while holding the edges with two fingers.
An injection of 3-5 BU is made in each area using a totall
of 20-40 DU in each band. A series of 3 injections is made
from top to bottom at intervals of approximately 15-
2cm. The injections are started from the cervicomental
angle, and are kept 2-2.5cm inferior of the edge of the
mandible to avoid affecting the upper facial muscles.
As the injection results may not be effective for patients
with excessive wrinkles, this procedure is not appropriate.
Over-injection of BoNT-A to this region can result in
dysphagia or dysphonia. Although it is effective in some
patients, the results may be short-lived and large doses
are required. Lower face and neck-tightening surgery
should be recommended for suitable candidates ©2),

Necklace Lines

Horizontal lines of the neck are noted at rest and can
deepen with aging. These lines occur due to the dermal
attach- ments of the superficial musculoaponeurotic
system (SMAS). They are seen in the neck from birth but
can increase and deepen during the aging process.
Treat- ment of these areas will soften the lines in this area
but not completely remove them. This is an intradermal
injection. One or 5 DU is injected at 1.0- to 1.5-cm intervals
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along the horizontal crease. There should be a wheal of
product in the skin. Do not use more than 70 to 100 DU
per treatment session. Deep injection may affect the
muscles involved in swallowing (11).

Masseter

Square jaw lines and wide mandibular edges giving
a masculine appearance may not be attractive for
women. Bruxism, anxiety, and clenching the teeth cause
hypertrophy and expansion of the masseter muscle, and
a more evident horizontal edge of the mandible. The
masseter muscles extend from the anterior zygomatic
arch along the horizontal and vertical (ramus) section
of the mandible. To find a safe region for the neurotoxin
injection, 4 lines are used: 2 lines cross the masseter
muscle anterior and posterior, 1 line extends from the
corner of the mouth to the earlobe, and 1line is marked
lcm above the edge of the mandible. The injection is
made at 3 or 4 points determined 1 cm from the edges
of the rectangle formed between these 4 lines. An
injection of 60-90 DU is made to each masseter. While 60
DU is sufficient for a masseter 3-5cm in thickness, if the
masseter is >5cm thick, 70-90 DU are required ©2). To avoid
affecting the zygomaticus major and risorius muscles
(affecting the smile), from the anterior, the injections
must remain inferior and posterior. Incorrect injection
to the surrounding muscles can cause swallowing and
speech disorders. As over-injection of the masseter does
not affect the temporalis muscle, which is the strongest
primary muscle for chewing, there is a low probability
that it will lead to biting and swallowing problems.
Insufficient treatment can be supplemented with more
product, and can be tested by instructing the patient to
clench the jaw for palpatine the masseter. A decrease
in muscle hypertrophy and a narrowing of the mandible
width occur gradually and the full effect may be seen
in 6 weeks. If there is insufficient improvement, re-touch
treatments may be necessary approximately 6 weeks
after the first treatment. The results can last for 6-12
months 9.

Temporalis

This muscle is flat and fan shaped and consists of two
layers. The superficial layer arises from the temporal
fascia, and most of the deep layers arise from the
bone around the temporal fossa. Most of the origin
is composed of the muscular belly, and the middle
portion is composed of the tendon, which is attached
to the coronoid process. The anterior part runs almost
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vertically, whereas the posterior portion runs almost
horizontally. The temporal fascia covering the sur- face
of this muscle is strong fascia. The upper part of this
muscle is attached to the superior temporal line, and
the lower part is attached to the upper margin of the
zygomatic arch. The anterior, middle, and posterior deep
temporal n. is innervated, and the anterior and posterior
deep temporal arteries are distributed in the temporalis.
It acts to elevate the mandible and to close the mouth.
It also acts to keep the tension maintenance against the
gravity and to maintain a closed-mouth position. 60-90
DU is injected into the developed muscle and divided into
four to six parts. The injection site is the upper 1/2 of the
temporalis because the upper area is more protrusive
and more involved in the size of the face. Clinicians
should take care when injecting into this muscle because
an excess of toxin may result in a sunken shape ©9.

Clinical and Research Consequences

-In literature, a range of 2 weeks to 6 months has been
reported for the effect with the maximal effect throughout
mean 3-4 months. The effect of BoNT depends on the
dose of toxin used @,

- It is thought that smaller volumes used at higher
concentrations cause less discomfort and spread less (9.
- High-dose BONT is given to patients with a higher
muscle mass and therefore the response to Botulinum
toxin may be worse in these patients 9.

- As males have a higher muscle mass than females,
gender can potentially affect results .

- The region of application is important in the effect of
botulinum toxin. Better results have been observed in the
forehead than the glabellar region, but this study only
focussed on the glabellar region ().

- Previous studies have reported that zinc and
magnesium supplementation extends the effect of
botulinum toxin. It is thought that zinc may have affect
toxin binding activity ©240).

-Toxin has been observed to have a life of 2-6 months
in previous studies, but these studies have examined the
efficacy on maximum contraction, not on wrinkles at rest
(19)

-Facial exercises are an alternative method to reduce
wrinkles and do not require an invasive procedure. There
are few comparative studies in the literature of botulinum
toxin in the treatment of facial wrinkles .

Conclusion

Botulinum toxin is widely used in the treatment of
facial wrinkles. The duration of the effect is affected by
treatment intervals, cost and patient comfort. These
are the key points of a successful aesthetic procedure.
It can be concluded that Botulinum toxin is a good and
safe drug for reducting facial wrinkles. However, to
reduce side-effects and complications after injection

correct techniques are used. This review provides useful
information for practitioners who will start Botulinum
toxin injection applications.
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NASIL YAPIYORUM? RINOPLASTiI ESNASINDA ALINA OTOLOG YAG GREFTi TRANSFERI
HOW | DO? AUTOLOGICAL FAT GRAFT TRANSFER TO THE FACE DURING RHINOPLASTY

Go6zde Pamuk!

'Ankara Ozel Kent KBB Hastanesi

Rinoplasti ameliyati talebi o&zellikle son yillarda
artis gostermistir. Ameliyat basarisini en ¢ok hasta
memnuniyeti belirlemektedir. Cerrahlar, bu sebeple
rinoplasti cerrahisi sirasinda ek islemler uygulamaya
baslamiglardir. Bu iglemlerin basinda da dolgu
uygulamalart gelmektedir. Dolgu maddesi olarak
otolog yag transferi de siklikla kullaniimaktadir.
Komplikasyon oraninin dtguk olmasi ve ucuz olmasi
tercih edilme sebeplerindendir. Ozellikle alin bolgesinde
yapilan uygulamalarda nazofrontal agi ideal seviyeye
getirilmekte ve boylelikle buruna daha estetik bir
goérunum kazandiriimaktadir.

Bu yazida da otolog yag grefti transferinin
nasil  gergeklestirildigi  ve profiloplastiye  katkisi
tartisiimaktadir.

OZET ABSTRACT

The demand for rhinoplasty surgery has increased
especially in recent years. Patient satisfaction
determines the success of the surgery the most. For
this reason surgeons have started to apply additional
procedures during rhinoplasty surgery. The most
applied procedures are filling applications. Autologous
fat transfer is also frequently used as a filler. Its low
complication rate and low cost are the reasons why
it is preferred. The nasofrontal angle has an ideal level
with the filling applied to the forehead and the nose will
have a more aesthetic appearance.

In this article, how autologous fat graft transfer is
performed and its contribution to profiloplasty are
discussed.
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GiRig

Rinoplasti, burun profiini daha estetk bir gérinuse
kavusturmak igin uygulanan bir ameliyattir. Ameliyat basarisi
icin yUzde alin, burun ve ¢ene orantisini saglamak son
derece 6nemlidir. Bu asamada ¢eneyle ilgili islemler uzun
zamandir yaplimakta olup, alinla ilgili islemlere gok daha az
6nem verilmektedir.

Anatomik olarak alin st alin bélgesi ve supraorbital bardan
olusmaktadir. Nazofrontal aglyr ise glabella, alin ve radix
olusturmaktadir. Nazofrontal agt; nazal dorsumdan gizilen bir
cizgiyle, glabelladan nasiona gizilen ¢izginin kesigim agisidir
ve 115-135 derece arasindadir®

Son vyillarda rinoplasti  bagarisini - artirabilmek  igin - ydz
dolgusu siklikla kullaniimaktadir. En sik alin ve gene dolgusu
kullanilirken, zigoma ve jaw line dolgusu da eklenerek
profiloplasti tamamlanmaktadir. Bununigin hyaldronik asit ya
da hidroksiapetit dolgularin yani sira otolog yag enjeksiyonu
da uygulanmaktadir. Otolog yagd enjeksiyonu, donér saha
varliginda; alerji riski olmayan, maliyeti distk ve rinoplasti
eshasindayapllabilmesisebebiyle sonzamanlarda cerrahlar
tarafindan daha sik tercih ediimeye baglanmigtir. Hastalar
boylelikle, daha dizgin bir buruna sahip olmanin yani sira,
daha dolgun bir alin, daha sivri ve hatlar belirgin bir geneye
de sahip olmaktadirlar. Bu sebebple hasta memnuniyeti
oldukga ytksek olmaktadir. Bu galigmada rinoplasti sirasinda
yapilan alina otolog yag dolgusu anlatilacaktir.

METHOD

Preoperatif degerlendirme

Rinoplasti istedi ile gelen hastalarin 6ncelikle her iki yan
profilden, oblik olarak ve 6n profilden fotograflar gekilmelidiir.
Takiben nazofrontal agl degerlendirilerek dolgu  ihtiyaci
sorgulanmalidir. Hastanin antikoagulan ilag kullanimi var
ise 5 gun 6nceden kesiimelidir. Dondr olabilecek alanlar
muayene ediimeli, donér sahada gegiriimis cerrahi dykasu
sorulmalidir. Yapilacak dolgu miktar distintlerek yeterli greft
olup olmadigina bakimalidir. Yizde enjeksiyon yapilacak
alanlarda uguk ve cilt enfeksiyonu olmadigindan emin
olunmalidir.

Cerrahi teknik

Otolog yag enjeksiyonu iglemi sikikla genel anestez
altinda, uygun kosullar altinda da lokal anestezi altinda
yapilabilmektedir. Bu yazida rinoplasti sirasinda yapilan yag
dolgusu tartigildigindan genel anestezi  kullaniimaktadir.
Dondr saha olarak abdomen, Ust bacak medial ve lateral
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e & Donér saha segimi

Genel anesteziyi takiben TUmesan sollsyonu hazirlanir.
Tumesan sollsyonun igerigi tablo Tde yer almaktadir. Greft
alinacak boélge batikon ile boyanir ve ortaldr. Takiben dondr
sahaya T numaral bistdri ile 3 mmlik kesi yapilir. Harvesting
kandl yardimi ile timesan sollisyon alana enjekte edilir.
15-20 dk bekledikten sonra 50 cclik enjektdr ve harvesting
kandl yardimi ile greft yag alinir. SGzGldr ve ringer laktat ile
yikanir. Transfer aparatlar yardimi ile 24 mm-14 mm-12 mm
seviyesine kadar inceltildikten sonra enjeksiyona hazir hale
gelir. Otolog yag grefti transferi igin kullanilan set Resim 2'de
gortlmektedir.

Resim 2. Otolog yag grefti transferi setinsferi seti transferi seti
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Rinoplasti Esnasinda Otolog Yag Grefti Transferi

Otolog yag grefti transferi yapilacak alin bélgesine tam orta
hattan bir adet, laterallerden de 2 adet olmak Gzere 18 G
enjektdr ucu ile delik agllir ve yag transfer edilmeye baslanir.
Yelpaze tarzinda, retrograd yontemle, alinin Gst yarisinda
supraperiostal, alt yarisinda ise subkutanéz planda alnin her
bdlgesine transfer gergeklestirilir.

Dondér sahada agilan kesi 5.0 vicryl ile suture edilir. Alin bolgesi
icin ise suturasyona gerek yoktur.

Tablo 1. Tiimesan anestezi soltisyonu

Tiimesan Anestezi Soliisyonu

0.2% lidokain/1:500,000 adrenalin/10 mEgq NaHCO3

Soliisyonu

* 500 mL normal saline

* 50 mL 2% lidokain (1000 mg)

e 1amp 1:1000 adrenalin (1 mg)

* 10 mEgq NaHCO3

ISLEM SONRASI BAKIM

Rinoplasti esnasinda yapllan yag grefti transferi nazofrontal
aclyr belirgin olarak degistirmektedir. Hastadan hastaya
degismekle birlikte 10-20 cc arasinda yapilan enjeksiyonlar
genellikle yeterli oimaktadir® Rinoplastiye baglamadan yag
greftinin yapilmasi tavsiye edilmektedir. CUnkl rinoplasti
sirasinda radiks édemlenirse planlanan nazofrontal agl
konusunda yaniimaya neden olabilir.

Yag grefti transferi sonrasinda ylzde gegici bir 6dem ve
morluk hali gérulebilir. Yize masaj yapllmamasini ve sigliklerin
gegcici oldugunu belirtmek yeterlidir. Su temasinda herhangi
bir sakinca bulunmamaktadir. Ylzde temasla ortaya ¢ikan
agn beklendik bir durumdur, fakat normal digi bir agri, lokalize
morluk veya siyahlasma olmasi durumunda  vaskuler
okltizyon intimali dugtintimeli, &zellikle ilk glnler hasta yakin
takip edimelidir. Bu komplikasyonun goértime  intimalinin
kandl yerine igne kullaniimasi durumunda daha olasi
oldugu dusunulerek, yag transferi igin kanul tercih edilmesi
onerilmektedir.

Asagida yag enjeksiyonu islemi uygulanmis hasta érnekleri
bulunmaktadir. Hastalardan aydinlatimig onam  formu
alinmigtir.
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TARTISMA

Rinoplasti, giinimUiizde ensik yapilan estetik islemlerden biridir
ve daha da iyi sonuglar elde etmek igin ugras verilmektedir.
Nazal profili glzellestirmede; alin, burun ve gene uyumu son
derece énemlidirideal nazofrontal agi yas, cinsiyet ve etnik
kokene gore degisiklik gdstermektedir. Yapllan galismalar
gostermektedir ki glizel gérdnen bir burun igin nazofrontal
aci 127 ile 142 derece arasinda olmalidir® Kranial yerlegimli
radiks daha uzun bir dorsum gérdnttstiine neden olur ve
anterior projeksiyonu dustk gosterir. Kaudal yerlesimli bir
radiks ise kisa nazal dorsum ve artmis anterior projeksiyon
goruntdsu ortaya gikarir.

Alin bolgesi 4 komponentten olugsmaktadirl) kemik 2)kas 3)
yag pedi 4) cilt. Cilt ve kas tabakalar icin botulunium toksin
uygulamalart yapilmaktadir. Yag pedi ve kemik dokusu
ise yagla birlikte veya dogumsal olarak deformasyon
gosterebilmektedir. Kemige mudahale oldukga zor olmakia
birlikte dogumsal deformiteler ya da yasla birlikte ortaya
clkan degisikiikler dolgu ile kolaylikla ¢céztlebilmektedir.9

Otolog yag grefti transferi Coleman tarafindan popularize
edilmis olan bir yenileme ve harmonizasyon yoéntemidir.
Ylzde dogal ve yenilenmis bir goérintd ortaya cikmasini
saglar ve bu sirada kullanilan yag ‘otolog” oldudu igin de
hem ucuz hem de dlerji riski olmayan bir ydbntem olarak éne
clkar. Komplikasyon riski diger yontemlere gére dustktdr.
Dolgu iglemlerinde en korkulan komplikasyon olan vaskuler
okltizyon riski, kandl kullanimi ile minimale indirilmistir. Bunun
yani sira iglem, siklikla genel anestezi altinda yapiimaktadir
ve dondr saha gerekmektedir. Ozel ekipman ihtiyact vardir,
hatta bazi ¢alismalarda yag elde edildikten sonra santrifl
edilerek kullanildigindan santrifljj cinazi da gerekebilmektedir.
islemden sonra 1 hafta kadar siglik ve morluk olabilmektedir.
Ayrica  bu siglikler  “overcorrection” sebebiyle de
olabilmektedir. 1 haftadan sonra gegmeyen sigliklerde hafif
masaj onerilebilir. Yazeyel yag enjeksiyonu yapilan yerlerde
cilt alinda kistler olugabilir. Bu kistler “triamsinolon asetonid”
enjeksiyonu ile giderilebilir ya da ¢dzilemeyen durumlarda
eksizyon planlanabilir. @

Otolog yag grefti transferinin kaliciigr literatdrde %30-70
arasindadir. Hastanin geng olmasi , sik kilo alip veriyor
olmasi greftin kaliciigini etkilemektedir. Alin bélgesi mimik
hareketlerine siklikla katkida bulunan bir bdlge olmasi
sebebiyle, alin bdlgesinde yag grefti transferinin kaliciig
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planlanandan az olabilmektedir. islemden 1 ay kadar sonra
botulunium  toksin enjeksiyonu yapiimasi kaliciiga fayda
saglamaktadir. Yag grefti transferi sonrasi sonug laydan
sonra degerlendirimeye basglanir, 3. ay civar ylz oturur.
Gerekli oldugu dusgtindltrse 6.aydan sonra bir kez daha
otolog yag grefti transferi yapilarak optimal sonug alinabilir®

SONUG

Otolog yag grefti transferi rinoplasti cerrahisi sirasinda
es zamanl olarak yapilabilecek, otolog bdlge varliginda
son derece ucuz, kaliciigr ydksek, riski dugtk bir iglemdir.
Nazofrontal a¢t burnun glizel géranmesi konusunda oldukga
onemli bir role sahip olup, aginin desteklenmesi igin alin
bolgesine otolog yagd transferi gtivenle kullanilabilmektedir.
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SUPERIORLY BASED PHARYNGEAL FLAP:
A NEW ANTERIOR FLAP LINING TECHNIQUE FOR DIFFICULT CASES
SUPERIOR TABANLI FARINGEAL FLAP:
ZOR VAKALARDA ON FLEP YERLESTIRME TEKNIiGi

Ali Kahraman'!, Mehmet Akif Kilig?

'Rinostetica Face Clinic
2 |stanbul Medeniyet University Medical School, Department of Otolaryngology

Objective: The aim of this study is offer a new technique
to solve lining problems of superiorly based pharyngeal
flap technique.

Design and Setting: This was an institutional
retrospective study.

Patients: The modified anterior attachment technique
was employed in four non syndromic patients (one
malle, three femoles).

Interventions: The superiorly based pharyngeal flap was
raised from the posterior pharyngeal wall. We made a
raw surface on the distal portion of the flap (excising
the distal mucosa of the flap) that is as enough as the
flap can live on the soft palate. And then we made a
raw surface on the oral side of the soft palate (excising
the distal mucosa of the soft palate alike flap) which
is corresponds the raw surface on the flap; the width,
length is the same as on the flap. The pharyngeal flap
is then transferred and sutured on to the soft palate
muscles (from the oral side), in such a way that it
covers the raw surface of the pharyngeal muscles.
Results: All patients preoperative hyperrhinophoni was
absent on the assessment of postoperative period. The
end result gave fully normal understandable speech
in three cases, and normal speech with rarely minor
errors remaining in the other one patient.

Conclusion: Even if it not necessary for all cases we
concluded that our modification is practicable for
those difficult cases or for inexperienced surgeons.
Key Words: Pharyngeal flap, anterior attachment,
difficult cases.
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ABSTRACT OZET

AMAG: Bu ¢alismanin amagci superior tabanl faringeal
flep cerrahisinde zor vakalar igin daha kolay én taraf
flep yerlestirme teknigi tanimlamak ve énermektedir.
Calisma protokolt: Klinigimizde yaptigimiz  vakalar
retrospektif olarak degerlendirilmigtir.

Hastalar: Modifiye anterior yerlestirme non sendromik
dort hastamiza yapilimistir. (Bir erkek g bayan)
Prosedur: Superior tabanli faringeal flep arka faringeal
duvardan kaldirildi. Flep distal anterior kisminda flebin
yumusgak damakta beslenmesine musade edecek
kadae kisminda mukoza eksize edildi. Sonra yumusak
damak 6n ydzinde flebe uygun kisim dezepitelize
edildi; geniglik ve yUkseklik uygun olarak. Faringeal flep
sonra yumusak damak 6n ytztinde flep igin hazirlanan
dezepitelize kisimda yumusak damak kas dokusuna
tim dezepitelize kismi kapacak sekilde stttre edildi.
SONUCLAR: TUm hastalarda preop incelemede olan
hiperrinofoni postop tektiklerde hepsi duzeldi. Ug
hastada tamamen normal anlasilabilir konugsma elde
edildi, diger bir hastada ise sadece nadiren bozulan
normal konusma elde edildi.

KARAR: Tum hastalar igin gerekli olmasa da yeni
teknigimiz zor vakalarda ya da tecrtbesiz cerrahlar
icin pratik ve uygulamasi kolay bir alternatif olarak
degerlendirilmistir.

Anahtar kelimeler: Faringeal flep, 6ne yerlestirme, zor
vakalar.
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INTRODUCTION

Since its introduction more than 100 years ago, the
pharyngeal flap has been accepted as a simple and
effective technique for the correction of velopharyngeal
incompetence( Trier WC 1985) Among the varieties, the
most popular types are the superiorly and inferiorly based
flaps, and their effectiveness have been reported to be
compqroble.( Whitaker LA 1972 , Meek MF 2003) However, the
pedicle of both flaps have traditionally been located below
the Cllevel and the raw surfaces have also been left open.(Q)
Although the same purpose is to narrow the velopharyngeall
space, the superiorly based flap and inferiorly based flap are
different in terms of operative techniques and postoperative
appearances. The superiorly based pharyngeal flap is more
commonly employed, possibly because of its technical ease.

Velopharyngeal insufficiency (VPI) is the inability to
completely close the velopharyngeal port during speech.
The resultant leakage of air into the nasal cavity during
speech can cause hypernasal vocal resonance and nasal
emissions [GM. Sloan 2000]. The effect of VPI on speech
and resonance ranges from mild speech distortion to a
catastrophic disruption of speech intelligibility, leading
to breakdown of the ability to communicate verbally [VPI
Surgical Trial Group 2005].

The most common cause of VPl is the palatal cleft even
after repair. The frequency of hypernasality after cleft palate
repair that may need secondary surgery varies in different
literatures between 15 and 45% [S. Bicknell 2002]. Surgical
techniques available to correct VPI are: palatal push back,
posterior pharyngeal wall augmentation (obtained for
example by Teflon injections which are not longer used),
posterior pharyngeal flaps, or sphincter pharyngoplasty. The
common goal of these surgical techniques is to create a
permanent partial obstruction of the velopharyngeal space
in order to correct hypernasal speech [| CS. Raymond 2004].
Posterior pharyngeal flap is created by suturing a superior,
or more rarely an inferior posterior pharyngeal wall flap
to the free side of the soft palate leaving a lateral port on
either side for breathing [JE. Riski 1992]. This method is ideal
for patients with sagittal or circular closure pattern with
good lateral wall motion which is necessary for closure of
the lateral ports [H. Muntz 2005). Sphincter pharyngoplasty
is created by elevation of bilateral myomucosal flaps from
the lateral pharyngeal wall to be inserted into an incision on

Teknik Not / Technical Note

the posterior pharyngeal wall. This obturates the central and
lateral portions of velopharynx and it is used in patients with
coronal closure pattern and good palatal motion [BG. Peat
1994]. Pharyngeal flap and sphincter pharyngoplasty remain
the procedures most frequently chosen by craniofacial
surgeons for surgical management of VP, whether
associated with unsuccessful cleft palate repair or in other
situations. Neither operation gives uniformly successful
speech results, and both can have negative consequences.
Obstructive sleep apnea seems to be more frequently, if not
almost exclusively, associated with pharyngeal flap surgery.
However, many consider pharyngeal flap to be a more
effective procedure for correcting VPI, particularly in severe
cases [GM. Sloan 2000].

This study presented a new method for the treatment
of VPl in cases that not apropriate to use inferiorly based
pharyngeal flap and not apropriate to use fish-mouth
fashion lining falp in superiorly based pharyngeal falp
tecnique. Some patients have atrofic, sacrred, tense and
thin velum and their soft palate is not apropriate neither
to split horizontally nor turnover and elevate the nasal
mucosa; morover creating raw surface on the nasal side
of the velum always necessitate some experience. For those
difficult patients and maybe fort he inexperienced surgeons
we have modified the flap lining to a new anterior attached
flap lining tecnique.

The aim of this study is offer a new modified flap lining
tecnique to solve above mentioned tecnical difficulties.

METHODS

The modified anterior attachment technique was employed
in four non syndromic patients (two male, two female).
This study was conducted on patients who complained
of hypernasal speech after cleft palate repair with failed
speech therapy to correct the problem (three patients) and
idiopatic patient (one patient). Their age ranged between 20
and 31 years with a mean age of 235 years. All patients were
collected from the ENT outpatient clinic of Kohramanmaras
Sutgtimam University Medical Scholl in the period from April
2008 to December 2009. All patients had completely closed
previous cleft with no gaps or fistulae. All patients had pre and
postoperative nasendoscopy, Pre and postsurgery speech
therapy was given in all cases. Average postoperative
assessment was 9 months following the procedure.
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Superiorly Based Pharyngeal Flap

Technique:

The superiorly based pharyngeal flap was raised from the
posterior pharyngeal wall above the prevertebral fascia
using the standard fashion until the base of the pedicle
reaches a point 5 mm or more above the first cervical spine

level (Figure 1).
v {
LY

Figure I: The superiorly based pharyngeal flap was raised
from the posterior pharyngeal wall.

The posterior pharyngeal wall defect is closed to facilitate
healing. (Figure 2).

L )

Figure 2: The donor site was closed.

If the soft palate was not appropriate for split horizontally into
a fish-mouth fashion up to the junction of the soft and hard
palate or to create the raw surface on the nasal side of the
soft palate we conducted our modified anterior attachment
lining tecnique. First we made a raw surface on the oral
side of the soft palate up to the junction of the soft and
hard palate (Figure 3) and than create raw surface that
corresponds the before mentioned raw surface on the
anteroinferior side of the flap (Figure 4).

e

Figure 4: Shows both raw surfaces on the soft palate and

on the flap.
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The pharyngeal flap is then transferred and sutured on to
the soft palate muscles (from the oral side)in such a way
that it covers the raw surface of the pharyngeal muscles
(Figure 5). Flap is initially flat but transforms into a tubed
pedicle in a few weeks. Initially the pedicle may cause some
air obstruction, but after a few weeks the small tube allows

full air passage, as intended. The operating time is about 2
hour.

Figure 5: At the and of the procedure the flap is attached to

the oral side of the soft palate with covering the raw surface.

RESULTS

One patient had mild postoperative bleeding not requiring
reintervention. Healing of all wounds was uneventful.
Preoperative nasendoscopy showed insufficient closure in
all four patients. All patients had a clear gap at any moment
during speech, any were able to close with maximum effort.
All patients showed normal values during mixed (oral and
nasal) and the denasal texts. All patients underwent a pre
and postoperative test measuring the understandability of
the speech. The end result gave fully normal understandable
speech in three cases, and normal speech with minor errors
remaining in the other one patient.

DISCUSSION

Multiple operative techniques have been described for
hypernasal speech due to velopharyngeal insufficiency.
Common procedures are sphincter pharyngoplasties,
Hynes W 1950, Orticochea M 1983 superior or inferior based
obturating pharyngeal flap operations, Hogan VM 1973
Furlow palatoplasty Furlow Jr LT1986 and palate lengthening
by a pushback procedure with pharyngeal flap. RICHARD
JOBE 1995

Teknik Not / Technical Note

The modification of superior based pharyngeal flap tecnique
with anterior attachment facilitates the procedure patients
have atrofic, sacrred, tense and thin velum and sometimes
impossible falps gets possible because sometimes patients
velum is not apropriate to attach teh flap by old techniques.
The post operative speech results are very encouraging and
not worse from any other procedure.

CONCLUSION

Even if a variety of local reconstructive pharyngoplasties
to give relief to patients of VPl are available in the literature
the most common used technique is superiorly based
pharyngeal flap technique; moreover other techniques and
modifications are known only some of the senior authors.
However our modification of anterior attached pharyngeal
flap fascilitates the techniques in some cases with reliable
results. We concluded that our modification is practicable
for those difficult cases or for inexperienced surgeons.
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< Dysport-

ABOBOTULINUM TOXIN TYPE A

HASTA
MEMNUNIYETI

Icin Hizli Ve Uzun
Sureli Etki™

Dysport-

ABOBOTULINUM TOXIN TYPE A

e Glabella cizgilerinin (kaslar arasindaki dikey ¢izgiler)
goriiniimiinde gecici iyileslirme ledavilerinde,

e Laleral kanlal cizgilerinin (kazavag: cizgileri)
goriiniimiinde gecici ivilesme ledavilerinde,

e Aksiller hiperhidroz tedavilerinde endikedir.

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 hew 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 Urln Bilgisi

DYSPORT 500 U enjeksiyonluk ¢ozelti icin toz iceren flakon Etkin madde: 500 U Clostridium botulinum tip A toksin-hemaglutinin kompleksi Endikasyonlar: Yetiskinlerde, st ekstremiteyi etkileyen fokal spastisitenin semptomatik
tedavisinde, Yetiskinlerde, inme veya travmatik beyin hasarindan (TBI) kaynaklanan ve ayak bilegini etkileyen alt ekstremite fokal spastisitesinin semptomatik tedavisinde, iki yas veya tizeri pediyatrik serebral palsi hastalarinda spastisiteden
dolayi dinamik ekinus ayak deformitesinde, iki yas ve Uzeri pediyatrik serebral palsi hastalarinda st ekstremiteyi etkileyen fokal spastisitenin semptomatik tedavisinde, Spazmodik tortikolis, Blefarospazm, Hemifasiyal spazm, Yasam
kalitesini etkileyen ve lokal tedaviye direncli, kalici aksiller hiperhidroz, 65 yas alti yetiskin hastalarda alin bolgesinde goriilen orta ila siddetli derecedeki glabella cizgilerinin (kaslar arasindaki dikey cizgiler) gériinimiinde geici iyilestirme,
65 yas alti yetiskin hastalarda, maksimum giilis sirasinda gézlenen ve siddeti hastanin psikolojisi Gizerinde 6nemli etkiye sahip lateral kantal cizgilerinin (kazayagi cizgileri) gériinimiinde gegici iyilesme tedavilerinde endikedir. Pozoloji ve
uygulama sekli: DYSPORT initeleri DYSPORTa spesifiktir ve uygulama dozlar diger botulinum toksin preperatlarinin dozlarindan farklidir. Uriiniin sulandirimasi ile berrak, renksiz, partikil madde icermeyen bir cozelti elde edilir.
Sulandirma talimatlarinda belirtilen hacimler, her endikasyon igin 6zel konsantrasyon verir. istenmeyen etkiler: Agiz kurulugu, kaslarda asin giisu disfaji, 6limctil sonuglar dogurabilen aspirasyon/aspirasyon pnémonisi gibi toksinin
uygulama yerinden uzaga yayilmasindan dogan yan etkiler bildirilmistir. Hipersensitivite reaksiyonlari pazarlama sonrasi deneyim olarak ayrica bildirilmistir. Diger tibbi Griinler ile etkilesimler ve diger etkilesim sekilleri: Botulinum
toksinin etkileri, néromiiskiiler fonksiyonu direkt veya indirekt olarak etkileyen ilalarla (6rnegin aminoglikozitler, kiirar benzeri non-depolarizan blokérler, kas gevseticiler) artabilir. Bu ilaglar, yan etki potansiyelinden dolayi, botulinum
toksini ile tedavi goren hastalarda dikkatli kullaniimalidir. Kontrendikasyonlari: DYSPORT bilesenlerden herhangi birine karsi asiri duyarliigi bilinen kisilerde kontrendikedir. Ozel kullanim uyarilari ve &nlemleri: Toksinin uygulama
bélgesinden diger bolgelere yayilmasindan dogan yan etkiler bildirilmistir. Terapotik dozlarla tedavi géren hastalarda asiri kas zayifligi olabilir. Bu sekildeki istenmeyen etkilerin olusum riski, 6nerilen maksimum dozun asilmamasi ve
mumkiin olan en distk etkili dozun kullaniimasiyla azaltilabilir. DYSPORT, yutma giigliigii veya solunum glicligi 6ykiist bulunan hastalarda, toksin etkisinin ilgili kaslara yayilmasi mevcut durumu kotilestirebileceginden dikkatli
kullaniimalidir. DYSPORT, belirgin defektif néromiiskiiler iletimin klinik veya sub-klinik kanitlarini gésteren hastalarda (6rn. miyastenia gravis) yakin medikal gézlem altinda ve dikkatli kullanilmalidir. DYSPORT un 6nerilen doz ve uygulama
sikligr agilmamalidir. DYSPORT, cocuklarda serebral palsi ile iliskili spastisite tedavisi icin sadece 2 yas veya iizerindeki cocuklarda kullaniimalidir. intramiskiiler enjeksiyon seklinde uygulandiginda DYSPORT, &nerilen enjeksiyon yer(ler)inde
enflamasyon/enfeksiyon bulunan veya kanama siiresi uzun olan hastalarda yalnizca cok gerekli oldugunda kullaniimalidir. DYSPORT alan hastalarda botulinum toksine karsi nadiren antikor olusumu bildirilmistir. Gebelik ve laktasyon:
Gebelik kategorisi C'dir. DYSPORT hamilelik sirasinda yalnizca yarar fetiise karsi potansiyel riski dogruluyorsa kullaniimalidir. Gerekli olmadik¢a gebelik doneminde kullanilmamalidir. Laktasyon stresince Clostridium botulinum tip A
toksin-hemaglutinin kompleksinin kullanimi énerilmemektedir. Ureme yetenegi/Fertilite: Erkek ve disi sicanlardaki calismalar, fertilite tizerine etkiler gostermistir. Arag ve makine kullanimi izerindeki etkiler: Arac veya makine kullanim
yetenegini gegici olarak etkileyebilecek kas gugstizliigii veya gorsel bozukluklarin olusma riski bulunmaktadir. Doz asimi ve tedavisi: Asiri dozlar uzakta ve derin néro-miiskiler paralizi olusturabilir. Asir dozlar solunum kaslarinin paralizine
neden oldugunda solunum destegi gerekebilir. Genel destekleyici tedavi 6nerilir. Saklama kosullari: Buzdolabinda saklayiniz (2°C ila 8°C). Dondurmayiniz. Uriiniin sulandirmadan sonra 2-8 °C'de 24 saatlik stabilitesi g&sterilmistir.
Mikrobiyolojik agidan, sulandirma yontemi mikrobiyal kontaminasyon riskinin niine gegmedikge, Grlin derhal kullanilmalidir. Ambalaji igindeki tiriinin raf dmri 2-8 °C'de saklandiginda 24 aydir. Ambalajin niteligi ve icerigi: Enjeksiyonluk
¢ozelti icin 500 Unite botulinum toksin tip A tozu iceren, bir tipa (bromobiitil kauguk) ve bir mihirle (aliiminyum) birlikte 3 mL hacimli 1 adet flakon (tip | cam). Depocu fiyati: 1.144,24 TL.
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