E-ISSN: 2547 - 9431

BAGCILAR MEDICAL BULLETIN

Bagcilar Tip Biilteni

Volume 4, Number 1, March 2019

ORIGINAL RESEARCH / ARASTIRMA

Spinal Metastasis as Presenting Feature of Follicular Type Thyroid Carcinoma: A Case Report and Review of the
Literature

Spinal Metastazla Belirti Veren Follikiiler Tip Tiroid Karsinomu: Olgu Sunumu ve Literatiir Taramasi

Azmi Tufan, Burak Eren, Abdurrahim Tas, Neslihan Berker, 6zgiir Yusuf Aktas, ilker Giileg, Mustafa Safi Vatansever,
Murat Karacan, Giinay Vahabova, Feyza Karagoz Giizey

Evaluation of Readmitted Patients After Intensive Care Unit Discharge (Retrospective Study)
Yogun Bakim Unitesinden Taburcu Sonrasi Tekrar Yatis1 Yapilan Hastalarin Degerlendirilmesi (Retrospektif Caligma)

Pinar Ongel Cayodren, Kerem Erkalp, Mehmet Salih Sevdi, Serdar Demirgan, Hiiseyin Cayoren, Aysin Selcan

Effect of Nasopharyngeal Irrigation on Early Eustachian Tube Functions in Patients Undergoing Adenoidectomy:
A Clinical Prospective Study

Adenoidektomi Sirasindaki Nazofaringeal Irigasyon Yonteminin Erken Dénemde Ostaki Tiip Fonksiyonlarina Etkisi:
Prospektif Calisma

Sahin Ogreden, Hasan Deniz Tansuker, Abdurrahman Bugra Cengiz, Alper Tabaru, Cemal Ozyilmaz,
Mehmet Faruk Oktay

Different Therapeutic Approach to Idiopathic Normal Pressure Hydrocephalus: Lumboperitoneal Shunts Versus

Ventriculoperitoneal Shunts

Idiyopatik Normal Basingh Hidrosefalide Farkli Tedavi Yaklagimlari: Lumboperitoneal Santlar ya da Ventrikiiloperitoneal

Santlar?

Aycicek Cecen, Merih is, Erhan Celikoglu

Retrospective Analysis of Six Primary Cutaneous T-cell Lymphoma Cases in the Light of Recent Advancements
Alt1 Primer Kiitanoz T-Hiicreli Lenfoma Olgusunun Yeni Gelismeler Isiginda Retrospektif Analizi

Betiil Tas

Periodical Publication of
University of Health Sciences
Bagcilar Training and
Research Hospital



EDITORIAL BOARD / EDITORLER KURULU

Editor in Chief/ Yayin Yonetmeni

Feyza Karagoz Giizey, Assoc. Prof. MD,

(T.C. Health Ministary, Health Sciences University, Istanbul
Bagcilar Training and Research Hospital, Neurosurgery Clinic,
Istanbul, Turkey)

(Tiirkiye Cumhuriyeti Saglik Bakanligi Saglik Bilimleri
Universitesi, Istanbul Bagcilar Egitim ve Arastirma Hastanesi,
Beyin ve Sinir Cerrahisi Klinigi, Istanbul, Tiirkiye)

Associate Editors / Yardimci Yayin Yonetmenleri

Cemal Kural, Prof. Dr, MD,

(T.C. Health Ministary, Health Sciences University,
Bakirkéy Dr. Sadi Konuk Training and Research Hospital,
Orthopedics Clinic, Istanbul, Tiirkiye)

(Tiirkiye Cumhuriyeti Saglik Bakanligi Saglik Bilimleri
Universitesi, Istanbul Bakirkéy Dr.Sadi Konuk Egitim ve
Arastirma Hastanesi, Ortopedi Klinigi, Istanbul, Tiirkiye)
Mail: cemalkural@hotmail.com

Yiiksel Altuntas, Prof. Dr., MD,

(T.C. Health Ministary, Health Sciences University, Hamidiye
Sisli Etfal SUAM, Endocrinology and Metabolism Clinic,
Istanbul, Tiirkiye)

(Tiirkiye Cumhuriyeti Saglik Bakanligi Saglik Bilimleri
Universitesi, Hamidiye Sisli Etfal Egitim ve Arastirma
Hastanesi, Endokrinoloji ve Metabolizma Klinigi, Istanbul,
Tiirkiye)

Mail: yukselaltuntas@yahoo.com

BAGCILAR MEDICAL BULLETIN

Bagcilar Tip Biilteni

Atilla Celik, Assoc. Prof., M.D.,

(T.C. Health Ministary, Health Sciences University, Bagcilar
Training and Research Hospital, General Surgery Clinic,
Istanbul, Turkey)

(Tiirkiye Cumhuriyeti Saglik Bakanlhig Saglik Bilimleri
Universitesi, Istanbul Bagcilar Egitim ve Arastirma Hastanesi,
Genel Cerrahi Klinigi, Istanbul, Tiirkiye)

Kerem Erkalp, Assoc. Prof., M.D.,

(T.C. Health Ministary, Health Sciences University, Bagcilar
Training and Research Hospital, Anesthesiology and
Reanimation Clinic, Istanbul, Turkey)

(Tiirkiye Cumhuriyeti Saglik Bakanligi Saglik Bilimleri
Universitesi, Istanbul Bagcilar Egitim ve Arastirma Hastanesi,
Anestezi ve Reanimasyon Klinigi, Istanbul, Tiirkiye)

Ahmet Yaser Miisliimanoglu, MD,

(Istanbul Bagcilar Training and Research Hospital, Clinic of
Urology, Istanbul, Turkey)

(Istanbul Bagclar Egitim ve Arastirma Hastanesi, Uroloji
Klinigi, Istanbul, Tiirkiye)

Mail: ymuslumanoglu56@hotmail.com

Levent Yasar, MD,

(Istanbul Bakirkdy Dr. Sadi Konuk Training and Research
Hospital, Clinic of Gynecology and Obstetrics, Istanbul, Turkey)
(Istanbul Bakirkdy Dr.Sadi Konuk Egitim ve Arastirma
Hastanesi, Kadin Hastaliklar: ve Dogum Klinigi, Istanbul,
Tiirkiye)

Mail: leventysr@gmail.com

Galenos Publishing House Graphics Department Project Assistants Publisher Contact

Owner and Publisher Ayda Alaca Gamze Aksoy Addres_s: Molla Giirani Mah. Kacamak Sk. No: 21/1
Erkan Mor Gigdem Birinci Nurcan Acargag 34093 istanbul, Turkey
Publication Coordinator Giilsah Ozgil EnancalGoordinaton Phone: +90 (212) 621 99 25 Fax: +90 (212) 621 99 27

Burak Sever Project Coordinators Seving Cakmak 5\;:!])?\'/\:/ vlvnvf’cz’(i2:;1(I)esncc;sr.st;rrn.tr/yayln@galenos.com.tr
LU Lo s Eda.Koluk|sa Research&Development g S e e .
Soner Yildirm Hatice Balta Kerim Sancar Olmez Publisher Certificate Number: 14521

Publication Date: March 2019
E-ISSN: 2547-9431
International scientific journal published quarterly.

Liitfiye Ayhan irtem
Sedanur Sert
Zeynep Altindag

Turgay Akpinar Mert Kose

) galenos




BAGCILAR MEDICAL BULLETIN

Bagcilar Tip Biilteni

ADVISORY BOARD / DANISMA KURULU

Family Medicine / Aile Hekimligi
Didem Kafadar, M.D.

Anesthesiology and Reanimation /
Anesteziyoloji ve Reanimasyon
Aysin Selcan, M.D.

Tughan Utku, M.D.

Gokgen Basaranoglu, M.D.

Veysel Erden, M.D.

Kerem Erkalp, M.D.

Funda Glimiis, M.D.

Biochemistry / Biyokimya
Suat Hayri Kiiciik, M.D.
Zeynep Giilnur Andican, M.D.
Hafize Uzun, M.D.

Endocrinology / Endokrinoloji
Evrim Cakar, M.D.

Infectious Diseases / Enfeksiyon
Hastaliklar:

Bilgiil Mete, M.D.
Kamuran Ttiirker, M.D.

Gastroenterology / Gastroenteroloji
Sule Poturoglu, M.D.
Elif Yorulmaz, M.D.

Genetics / Genetik
Biilent Uyanik, M.D.

Chest Diseases / Gogiis Hastaliklar1
Ozcan Ogurlu, M.D.

Chest Surgery / Gogiis Cerrahisi
Murat Oncel, M.D.
Siileyman Aykut Altunkaya, M.D.

Cardiovascular Surgery / Kalp ve Damar
Cerrahisi

Vedat Erentug, M.D.
Serpil Gezer Tas, M.D.
Kamil Boyacioglu, M.D.

Gynecology and Obstetrics / Kadin
Hastaliklar1 ve Dogum

A.Taner Usta, M.D.

Ahmet Kale, M.D.

Pinar Behiye Goksedef, M.D.
Mahmut Onciil, M.D.

Baris Miilayim, M.D.

Cardiology / Kardiyoloji
Ertugrul Okuyan, M.D.

Otolaryngology / Kulak Burun Bogaz
Mehmet Faruk Oktay, M.D.

Salih Aydin, M.D.

Sahin Ogreden, M.D.

Hasan Deniz, M.D.

Mehmet Giiven, M.D.

Microbiology / Mikrobiyoloji
Ayse Banu Esen, M.D.
Nazim Nasuhbeyoglu, M.D.

Nephrology / Nefroloji
Numan Gorgilii, M.D.

Neurology / Noroloji
Demet Kinay, M.D.
Sebatiye Erdogan, M.D.
Niliifer Kale Igen, M.D.

Neurosurgery / Norosiriirji
Abdurrahman Aycan, M.D.
Feyza Karagoz Gtizey, M.D.
Bekir Tugcu, M.D.

Burak Eren, M.D.

ilker Giileg, M.D.

Nuclear Medicine / Niikleer Tip
Eylem Bastug, M.D.

Oncology / Onkoloji
Serkan Menekse, M.D.

Orthopedics and Traumatology /
Ortopedi ve Travmatoloji

M. Akif Giileg, M.D.
Oktay Adanir, M.D.
Ender Alag6z, M.D.
Sever Caglar, M.D.
Ozan Beytemur, M.D.
Utku Giirtin, M.D.
Serdar Yiiksel, M.D.

Pathology / Patoloji
Umit Seza Tetikkurt, M.D.
Damlanur Sakiz, M.D.

Pediatrics / Pediatri
Ozgiil Yigit, M.D.

Plastic and Reconstructive Surgery /
Plastik ve Rekonstriiktif Cerrahi

Salih Onur Basat, M.D.
Funda Akdz Saydam, M.D.
1. Karaca Bagaran, M.D.
Mehmet Siirmeli, M.D.
Yunus Dogan, M.D.

Psychiatry / Psikiyatri
Mustafa Solmaz, M.D.

Radiological / Radyoloji
Aslihan Semiz Oysu, M.D.
Zehra Berna Unan Arik, M.D.
Mehmet Oncii, M.D.




BAGCILAR MEDICAL BULLETIN
Bagcilar Tip Biilteni

ABOUT US

About the Journal

Bagcilar Medical Bulletin (Bagcilar Tip Biilteni) (BMB) is periodical scientific publishing of Health Sciences University, Istanbul
Bagcilar Training and Research Hospital.This editorially independent, unbiased, international journal periodically publishes peer-
reviewed work in the all medical fields on an international scientific basis. Publication language is English for full text and Turkish
and English for abstracts. The journal is published in English since December issue of 2016 as an e-journal.

The journal is published quarterly in March, June, September and December.

Original clinical and experimental articles,interesting case studies, and literature reviews made from relevant authors in their
brancheswill be accepted for evaluation in BMB.

The editorial policies are based on the “Recommendations for the Conduct, Reporting, Editing, and Publication of Scholarly Work in
Medical Journals (ICMJE Recommendations)” by the International Committee of Medical Journal Editors (2017, archived at http://
www.icmje.org/) rules.

Owner of the Journal

In the name of T.C. Health Ministary, Health Sciences University, Istanbul Bagcilar Training and Research Hospital, Hospital
Administrator Ahmet Yaser Miisliimanoglu, Prof. M.D (T.C. Health Ministary, Health Sciences University, Istanbul Bagcilar Training
and Research Hospital, Urology Clinic, Istanbul, Turkey).

Open Access Policy

This journal provides immediate open access to its content on the principle that making research freely available to the public
supports a greater global exchange of knowledge.

Open Access Policy is based on the rules of the Budapest Open Access Initiative (BOAI) http://www.budapestopenaccessinitiative.
org/. By “open access” to peer-reviewed research literature, we mean its free availability on the public internet, permitting any users
to read, download, copy, distribute, print, search, or link to the full texts of these articles, crawl them for indexing, pass them as data
to software, or use them for any other lawful purpose, without financial, legal, or technical barriers other than those inseparable
from gaining access to the internet itself. The only constraint on reproduction and distribution, and the only role for copyright in
this domain, should be to give authors control over the integrity of their work and the right to be properly acknowledged and cited.

This journal is licensed under a Creative Commons 4.0 International License.

Creative Commons BY-NC-ND International License.
OPEN 8 ACCESS

Advertisement / Publisher Corresponding Address

Applications for advertisement should be addressed to the publisher; Galenos Yayinevi.
Publisher: Galenos Yayinevi Tic. Ltd. Sti.

Address: Molla Giirani Mah. Kagamak Sok. No: 21 34093 Istanbul/Turkey

Phone: +90 212 621 99 25

Fax: +90 212 621 99 27

E-mail: info@galenos.com.tr

Web Page: www.galenos.com.tr




BAGCILAR MEDICAL BULLETIN
Bagcilar Tip Biilteni

HAKKIMIZDA

Dergi Hakkinda

Bagcilar Tip Biilteni/Bagcilar Medical Bulletin, (BTB) Saglik Bilimleri Universitesi, Istanbul Bagcilar Egitim ve Arastirma Hastanesinin
siireli bilimsel yayinidir. Uluslararasi, hakem degerlendirmeli, Ingilizce ve acik erisim olarak yilda 4 sayi1(Mart, Haziran, Eyliil, Aralik)
olarak yayinlanan bilimsel bir dergi olup, tibbin tiim alanlarindaki bilgi birikiminin uluslararasi bilimsel platformda yayilabilmesini
amaclamaktadir. Bu amagla tibbin her alaninda yapilmis orijinal klinik ve deneysel ¢alismalar ve ilging olgu sunumlari ile konusunda
uzman yazarlarin yaptig literatiir derlemeleri yayin i¢in degerlendirmeye alinir.

Bagcilar Tip Biilteni/Bagcilar Medical Bulletin, yazilarin Ingilizce dilinde, yazilarin 6zetlerinin Tiirkce ve Ingilizce dillerinde online
olarak yayinlandigi bir dergidir.

Yayn politikalar1 “Recommendations for the Conduct, Reporting, Editing, and Publication of Scholarly Work in Medical Journals
(ICMJE Recommendations)” (2016, http://www.icmje.org/) temel alinarak hazirlanmistir.

Derginin Sahibi

T.C.Saghk Bakanligi Saglik Bilimleri Universitesi, istanbul Bagcilar Egitim ve Aragtirma Hastanesi adina Hastane Yoneticisi Ahmet
Yaser Miisliimanoglu, Prof. M.D (Tiirkiye Cumhuriyeti Saghk Bakanhgi Saglik Bilimleri Universitesi, istanbul Bagcilar Egitim ve
Arastirma Hastanesi, Uroloji Klinigi, Istanbul, Tiirkiye).

Acik Erisim Politikasi

Dergide acik erisim politikasi uygulanmaktadir. Acik erisim politikas1 Budapest Open Access Initiative (BOAI) http://www.
budapestopenaccessinitiative.org/ kurallar1 esas alinarak uygulanmaktadir.

Acik Erisim, “(hakem degerlendirmesinden gecmis bilimsel literatiiriin), internet araciligiyla; finansal, yasal ve teknik engeller
olmaksizin, serbestce erisilebilir, okunabilir, indirilebilir, kopyalanabilir, dagitilabilir, basilabilir, taranabilir, tam metinlere baglanti
verilebilir, dizinlenebilir, yazilima veri olarak aktarilabilir ve her tiirlii yasal amagc i¢in kullanilabilir olmasidir”. Cogaltma ve dagitim
tizerindeki tek kisitlama yetkisi ve bu alandaki tek telif hakki rolii; kendi calismalarinin biittinliigii tizerinde kontrol sahibi olabilmeleri,
gerektigi gibi taninmalarinin ve alintilanmalarinin saglanmasi i¢in, yazarlara verilmelidir.

Bu dergi Creative Commons 4.0 Uluslararasi Lisanst ile lisanslanmuistir.

Creative Commons BY-NC-ND International License.
OPEN a ACCESS

Yayinevi Yazigsma Adresi

Galenos Yaymnevi Tic. Ltd. Sti.

Adres: Molla Giirani Mah. Kagamak Sk. No: 21/1, 34093 Istanbul, Tiirkiye
Tel.: +90 212 621 99 25

Faks: +90 212 621 99 27

E-posta: info@galenos.com.tr

Web Sayfas1: www.galenos.com.tr




INSTRUCTIONS TO AUTHORS

Description

Bagcilar Medical Bulletin is a peer reviewed English journal
aiming to publish original research, current review articles,
case reports and letters related to all medical fields. The journal
is currently published quarterly as online publication. The
articles will become freely available to all readers in pdf format
as soon as they have been accepted after peer review. Accepted
articles will immediately appear as a part of the issue belonging
to that publication period. The journal is currently published
by Galenos Publishing House. The journal is using online
manuscript submission, review and tracking systems.

Editorial Policies and Review Process
Publication Policy

Bagcilar Medical Bulletin considers for publication papers in
the following categories:

- Original researches,
- Brief researches,

- Case reports,

- Reviews,

- Letters to the editor

The journal gives high priority to original studies in publication
because of aiming to add the findings of searches in Turkey to
international scientific knowledge, to share them within the
international science milieu and to constitute the introduction
of Turkish scientists. The review articles to be published in the
journal are authorized by the editor to the relevant authors
working on the subject.

General Principles

Papers that have not been published before or under evaluation
by other publications are accepted for evaluation by the
journal, if approved by each of the author. Publication board
may amend manuscripts upon informed consent of authors.
Editors and redactors are fully empowered to correct mistakes
related to orthography, citation as given in National Library of
Medicine MEDLINE/PubMed Resources.

For quoted texts, tabulated data and graphics from published
papers, author has to obtain permission from the author(s)
or the owner of the publishing rights of the source article and
indicate the allowance in the paper. Author(s) is responsible to
obtain such permissions.

Short presentations that took place in scientific meetings
can be referred if announced in the article. The editor hands
over the formally acceptable papers to at least two national/
international referees for evaluation and gives green light for
publication upon modification by the authors in accordance
to the referees’ claims. Changing the name of an author

BAGCILAR MEDICAL BULLETIN

Bagcilar Tip Biilteni

(omission, addition or order) in papers submitted to the journal
requires permission of all declared authors. Refused papers and
graphics are not returned to the author.

Author Responsibilities

It is authors’ responsibility to ensure that the article is in
accordance with scientific and ethical standards and rules. And
authorsshould ensure thatsubmitted workis original. Theymust
certify that the manuscript has not previously been published
elsewhere or is not currently being considered for publication
elsewhere, in any language. Applicable copyright laws and
conventions should be followed. Copyright material (e.g.
tables, figures or extensive quotations) should be reproduced
only with appropriate permission and acknowledgement.
Any work or words of other authors, contributors, or sources
should be appropriately credited and referenced. The author(s)
must have contributed to the submitted manuscript and must
declare that they were involved in substantial contributions
to the conception or design of the work; or the acquisition,
analysis, or interpretation of data for the work; drafting the
work or revising it critically for important intellectual content;
final approval of the version to be published; and 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. Those
who do not meet all the above criteria should be named
in the acknowledgements. Fund raising, data collection or
supervision of the research group are not sufficient roles to be
accepted as an author. The order of names in the author list of
an article should be a co-decision and it should be indicated in
the Copyright Transfer Form. The individuals who do not meet
the authorship criteria but contributed to the study should take
place in the acknowledgement section. Individuals providing
technical support, assisting writing, providing a general
support, providing material or financial support are examples
to be indicated in acknowledgement section. Written informed
consent should be taken from the persons whose participations
are indicated in the acknowledgement section.

All authors must disclose all issues concerning financial
relationship, conflict of interest, and competing interest that
may potentially influence the results of the research or scientific
judgment. All financial contributions, supports or sponsorship
of projects must be clearly explained.

When an author discovers a significant error or inaccuracy
in his/her own published paper, it is the author’s obligation
to promptly cooperate with the Editor-in-Chief to provide
retractions or corrections of mistakes. The Author Contribution
Form, indicating the authors’ contribution to the manuscript
and the ICJME Form for Potential Conflicts of Interest should
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be sent togather with the manuscript. Please browse BMB
recommendations on roles and responsibilities of authors on
http://www.icmje.org/recommendations/browse/roles-and-
responsibilities/

Responsibility for the Editors, Reviewers and Review Process

Editors evaluate manuscripts for their scientific content without
regard to ethnic origin, gender, sexual orientation, citizenship,
religious belief or political philosophy of the authors. They
provide a fair double-blind peer review of the submitted
articles for publication. They ensure that all the information
related to submitted manuscripts is kept as confidential before
publishing.

Editors are responsible for the contents and overall quality
of the publication. They should publish errata pages or make
corrections when needed. Editor-in-Chief does not allow any
conflicts of interest between the authors, editors and reviewers.
Only he has the full authority to assign a reviewer and is
responsible for final decision for publication of the manuscripts
in Bagcilar Medical Bulletin.

Please review the COPE publication ethics guidelines on
https://publicationethics.org/files/u7141/1999pdf13.pdf
Reviewers evaluate manuscripts based on content without
regard to ethnic origin, gender, sexual orientation, citizenship,
religious belief or political philosophy of the authors. They
should have no conflict of interest with respect to the research,
the authors and/or the research funders. Their judgments
should be objective.

Reviewers should identify the relevant published work that
has not been cited by the authors. They must ensure that all
the information related to submitted manuscripts is kept as
confidential and must report to the Editor-in-Chief if they are
aware of copyright infringement and plagiarism on the author’s
side.

A reviewer who feels unqualified to review the topic of a
manuscript or knows that its prompt review will be impossible
should notify the Editor-in-Chief and excuse himself from the
review process.

The editor informs the reviewers that the manuscripts
are confidential information and that this is a privileged
interaction. The reviewers and editorial board cannot discuss
the manuscripts with other persons. The reviewers are not
allowed to have copies of the manuscripts for personal use and
they cannot share manuscripts with others. Unless the authors
and editor permit, the reviews of referees cannot be published
or disclosed. The anonymity of the referees is important. In
particular situations, the editor may share the review of one
reviewer with other reviewers to clarify a particular point.

Please review the COPE publication ethics guidelines on: http://
publicationethics.org/files/Peer%20review%20guidelines.pdf

Open Access Statement

This is an open access journal which means that all content is
freely available without charge to the user or his/her institution.
Users are allowed to read, download, copy, distribute, print,
search, or link to the full texts of the articles in this journal
without asking prior permission from the publisher or the
author.

Publication Ethics and Publication Malpractice Statement
Standards and Principles

Bagcilar Medical Bulletin is committed to upholding the highest
standards of publication ethics and observes the following
principles of Publication Ethics and Malpractice Statement
which is based on the recommendations and guidelines for
journal editors developed by the Committee on Publication
Ethics (COPE), Council of Science Editors (CSE), World
Association of Medical Editors (WAME) and the International
Committee of Medical Journal Editors (ICMJE).

All submissions must be original, unpublished (including as
full text in conference proceedings), and not under the review
of any other publication synchronously. Each manuscript is
reviewed by one of the editors and at least two referees under
double-blind peer review process. We reserve the right to use
plagiarism detecting software to screen submitted papers at all
times. We check for plagiary and fraudulent data; falsification
(fabrication or manipulation of research data, tables, or
images) and improper use of humans or animals in research.
All manuscripts not in accordance with these standards will be
removed from the publication. This also contains any possible
malpractice discovered after the publication. In accordance
with the code of conduct we will report any cases of suspected
plagiarism or duplicate publishing.

We follow the COPE Ethics Flowcharts for dealing with cases of
possible scientific misconduct and breach of publication ethics
(http://publicationethics.org/resources/flowcharts )

Human and Animal Rights, Informed Consent, Conflict of
Interest

Bagcilar Medical Bulletin adopts highest ethical and scientific
standards and ensures that it is free of influences regarding
commercial interests. It is authors’ responsibility that the
articles are in accordance with ethical codes of conduct. Bagcilar
Medical Bulletin takes as principle to comply with the ethical
standards of 1975 Helsinki Declaration-Ethical Principles
for Medical Research Involving Human Subjects- revised in
2004- http://www.wma.net/en/30publications/10policies/
b3/index.html and WMA Statement on Animal Use in
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Biomedical Research-revised in 2006 http://www.wma.net/
en/30publications/10policies/al8/

For this reason, regarding the subjects of clinical experiments,
it should be indicated in the submitted manuscripts definitely
that the above mentioned codes of conduct were applied.
Besides approvals, from national or local ethical committees
should be sent together with the papers as well. Manuscripts
thatreport the results of experimental investigation with human
subjects must include a statement that informed consent was
obtained after the procedure(s) had been fully explained. In the
case of children and those under wardship or with confirmed
insanity, authors are asked to include information about
whether the legal custodian’s assent was obtained. And a letter
of affirmation signed by all authors, confirming the collection
of informed consents has to be sent to the journal.

Identifying information such as names, initials, hospital
numbers, dates, photographs, and family pedigree must be
avoided, unless disclosure is allowed by written consent of
patient or the legal custodian of the patient. Informed consent
for this purpose requires that an identifiable patient be shown
in the manuscript to be published. Patient consent should
be written and archived either with the journal, the authors,
or both, as dictated by local regulations or laws. It must be
mentioned in the text that informed consent was obtained
from the participants. Especially for case report, identifying
information should be avoided as much as possible. Eye
masking on photos is not sufficient to conceal the identity of the
patient. Authors have to stipulate lack of impact on scientific
significance in case of changing the identifying information.
Written informed consent should be taken from the patients
presented in case studies; and it should be indicated in the
manuscript.

Authors have to confirm in the section “Materials and
Methods” that study has been conducted in compliance to
above mentioned principles, approvals have been obtained
from related institutional ethical committees and informed
consents were collected.

When reporting experiments on animals, authors should
indicate whether the institutional and national guides for the
care and use of laboratory animals were followed as in “Guide
for the Care and Use of Laboratory Animals” (www.nap.edu/
catalog/5140.html) and approval from ethical committee
should be taken. The editor and the publisher do not guarantee
or accept responsibility for the published features or definitions
of commercial products. If there is direct or indirect grant
support, it should be acknowledged in the section titled
“declaration of interest” and should include the full name of the
sponsor and grant number. Existence or lack of sponsorship of
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any kind as well as the type of sponsorship (consulting etc) has
to be acknowledged, as well.

Adopts WAME’s definition http://www.wame.org/about/
wame-editorial-on-coi which states that conflict of interest
exists when author, peer reviewer or editor has a competing
interest that could unduly influence (or be reasonably seen to
do so) his or her responsibilities in the publication process.
The types of competing interests that should be declared
include financial ties, academic commitments, personal
relationships, political or religious beliefs, institutional
affiliations. The conflict of interest is to be acknowledged in
the manuscript.

Language

The language of the Bagcilar Medical Bulletin is American
English. In addition, abstracts of the articles are published in
both English and Turkish, and abstracts in both languages are
requested from the authour(s).

Manuscript Organization And Format

All correspondence will be sent to the first-named author
unless otherwise specified. Papers should be accompanied
by a cover letter indicating that the paper is intended for
publication and specifying for which section of the Journal it
is being submitted (i.e., original research article,brief research
article, review article, case report or letter to the editor). In
addition, a Copyright Transfer Form, Author Contribution
Form and ICJME Form for Disclosure of Potential Conflicts
of Interest must be submitted. Authors will be notified of
the receipt of their paper and the number assigned to it. The
number should be included in all further correspondence. All
parts of the manuscript, including case reports, quotations,
references, and tables, must be double-spaced throughout. All
four margins must be at least 2.5 cm. The manuscript should
be arranged in the following order, with each item beginning a
new page: 1) title page, 2) abstract, 3) text, 4) acknowledgement
5) references, and 6) tables and/or figures. All pages must be
numbered consecutively.

Title Page

On the title page, include full names of authors, academic or
professional affiliations, and complete address with phone, fax
number(s) and e-mail address (es) of the corresponding author.
Acknowledgments for personal and technical assistance should
be indicated on the title page.

Abstract and Key Words

Title of the manuscript in English should be written in English
abstract, and a Turkish title must be for Turkish abstract.. All
articles should include abstract and keywords. For abstracts are
most distinct parts of an article and take place on the electronic
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databases, author should be sure that abstract represents the
content of the article accurately. Abstract should inform about
the basis of the study and include the purpose, basic procedures
(selection of cases and laboratory animals, observatory and
analytical methods), key findings and conclusions. New and
significant apects of the study or observations should be
stated. Up to 3-10 key words in English and in Turkish should
be in accordance with National Library of Medicine’s Medical
Subjects Subheadings (MeSH).

Manuscript Types
Original Research

Original research articles report substantial and original
scientific results within the journal scope. Original research
articles comprised of Abstract, Key Words, Introduction,
Material and Methods, Results, Discussion, Conclusion,
References and Table/Figures. The abstract should be
structured as the following.

Abstract

The abstract should be no longer than 500 words and structured
as follows: objective, method, results, and conclusions.
Objective -the primary purpose of the article; Material and
Method(s) -data sources, design of the study, patients or
participants, interventions, and main outcome measures;
Results -key findings; Conclusions -including direct clinical
applications.

Key Words

Up to 3-10 key words in English and in Turkish should be in
accordance with National Library of Medicine’s Medical
Subjects Subheadings (MeSH).

Introduction

This section should contain a clear statement of the general and
specific objectives as well as the hypotheses which the work
is designed to test. It should also give a brief account of the
reported literature. The last sentence should clearly state the
primary and secondary purposes of the article. Only, the actual
references related with the issues have to be indicated and data
or findings related with the current study must not be included
in this section.

Material and Methods

This section should contain explicit, concise descriptions of all
procedures, materials and methods used in the investigation
to enable the reader to judge their accuracy, reproducibility,
etc. This section should include the known findings at the
beginning of the study and the findings during the study must
be reported in results section. Ethics Committee Approval of
the research and written Informed Consent obtained from the
participants should be indicated.

The selection and description of the participants

The election, source of population, inclusion and exclusion
criteria of the people who participate to experimental or clinical
study must be clearly defined in this section. The particular
study sample must be explained by the authors (i.e., why the
study is performed in a definite age, race or sex population, etc.)

Technical information

The methods, apparatus (the manufacturer’s name and address
in parentheses), and procedures in sufficient detail must be
defined to allow others to reproduce the results. References
to established methods, including statistical methods (see
below) must be given and brief descriptions for methods that
have been published but are not well-known must be provided;
new or substantially modified methods must be described, the
reasons for using them must be given, and their limitations of
the methods must be evaluated. The all drugs and chemicals
used, including generic name(s), dose(s), and route(s) of
administration must be identified. Authors submitting review
manuscripts should include a section describing the methods
used for locating, selecting, extracting, and synthesizing data.
These methods should also be summarized in the abstract.

Statistics

The statistical methods must be described with enough detail
to enable a knowledgeable reader with access to the original
data to verify the reported results. If possible, findings should
be quantified and presented with appropriate indicators
of measurement error or uncertainty (such as confidence
intervals). Relying solely on statistical hypothesis testing, such
as P values, which fail to convey important information about
effect size must be avoided. References for the design of the
study and statistical methods should be to standard works
when possible (with pages stated). Define statistical terms,
abbreviations, and most symbols. The computer software used
must be specified.

Results

The results should be presented in logical sequence in the text,
tables, and illustrations, giving the main or most important
findings first. The all the data in the tables or illustrations
should not be repeated in the text; only the most important
observations must be emphasized or summarized. Extra or
supplementary materials and technical detail can be placed in
an appendix where they will be accessible but will not interrupt
the flow of the text, or they can be published solely in the
electronic version of the journal.

Discussion

The findings of the study, the findings and results which
support or do not support the hypothesis of the study should
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be discussed, results should be compared and contrasted with
findings of other studies in the literature and the different
findings from other studies should be explained. The new
and important aspects of the study and the conclusions that
follow from them should be emphasized. The data or other
information given in the Introduction or the Results section
should not be repeated in detail.

Conclusions

Conclusions derived from the study should be stated. For
experimental studies, it is useful to begin the discussion by
summarizing briefly the main findings, then explore possible
mechanisms or explanations for these findings, compare
and contrast the results with other relevant studies, state
the limitations of the study, and explore the implications
of the findings for future research and for clinical practice.
The conclusions should be linked with the goals of the study
but unqualified statements and conclusions not adequately
supported by the data should be avoided. New hypotheses
should be stated when warranted, but should be labeled clearly
as such.

Tables, Graphics and Illustrations

Tables, graphics and illustrations should be numbered in Arabic
numerals in the text. The places of the illustrations should be
signed in the text. Detailed information is under the related
heading in below.

Brief Research

Brief researches are similar to original research in that they
follow the same format and guidelines, but they consider
small-scale research or research that is in early stages of
development. These may include preliminary studies that has
a simple research design or a small sample size and that have
produced limited pilot data and initial findings that indicate
need for further investigation. Brief researches are much
shorter than manuscripts associated with a more advanced,
larger-scale research project. They are not meant to be used
for a short version of an article about research that would
otherwise qualify for a full original research manuscript or for
publishing material on research that lacks significance, is not
rigorous or, if expanded, would not qualify for a full article or
for research.

Case Report

Case reports consider new, interesting and intriguing case
studies in detail. They should be unique and present methods
to overcome any health challenge by use of novel tools and
techniques and provide a learning source for the readers.
Case reports comprise of: Abstract (unstructured summary),
Key-words, Introduction, Case Report, Discussion, Reference,
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Tables and Figures. Written informed consent of the patient
should be obtained and indicated in the manuscript.

Review

Review articles are written by individuals who have done
substantial work on the subject or are considered experts in the
field. The Journal invites authors to write articles describing,
evaluating and discussing the current level of knowledge
regarding a specific subject in the clinical practice.

The manuscript should have an unstructured abstract
representing an accurate summary of the article, key words,
introduction, conclusion. Authors submitting review article
should include a section describing the methods used for
locating, selecting, extracting, and synthesizing data. These
methods should also be summarized in the abstract.

Letter to the Editor

Letter to the Editor is short and decisive manuscript. They
should be preferably related to articles previously published in
the Journal or views expressed in the Journal. The letter should
not include preliminary observations that need a later study for
validation.

Tables

Tables capture information concisely and display it
efficiently; they also provide information at any desired
level of detail and precision. Including data in tables rather
than text frequently makes it possible to reduce the length of
the text. Each table should be typed or printed with double
spacing on a separate sheet of paper. The tables should be
numbered consecutively in the order of their first citation in
the text and a brief title for each table should be supplied.
Any internal horizontal or vertical lines should not be used
and a short or an abbreviated heading should be given to
each column. Authors should place explanatory matter in
footnotes, not in the heading. All nonstandard abbreviations
should be explained in footnotes, and the following symbols
should be used in sequence: *,1,%,§,II,9,**,11,1+. The statistical
measures of variations, such as standard deviation and
standard error of the mean should be identified. Be sure that
each table is cited in the text. If you use data from another
published or unpublished source, obtain permission and
acknowledge that source fully. Additional tables containing
backup data too extensive to publish in print may be
appropriate for publication in the electronic version of the
journal, deposited with an archival service, or made available
to readers directly by the authors. An appropriate statement
should be added to the text. Such tables should be submitted
for consideration with the paper so that they will be available
to the peer reviewers.
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Illustrations (Figures)

Figures should be either professionally drawn and
photographed, or submitted as digital prints in photographic-
quality. In addition to requiring a version of the figures suitable
for printing, authors are asked for electronic files of figures in a
format (for example, JPEG or GIF) that will produce high-quality
images in the Web version of the journal; authors should review
the images of such files on a computer screen before submitting
them to be sure they meet their own quality standards. For
X-ray films, scans, and other diagnostic images, as well as
pictures of pathology specimens or photomicrographs, sharp,
glossy, black-and-white or color photographic prints should be
sent, usually 127x173 mm. Letters, numbers, and symbols on
figures should therefore be clear and consistent throughout,
and large enough to remain legible when the figure is reduced
for publication. Figures should be made as self-explanatory as
possible, since many will be used directly in slide presentations.
Titles and detailed explanations belong in the legends-not
on the illustrations themselves. Photomicrographs should
have internal scale markers. Symbols, arrows, or letters used
in photomicrographs should contrast with the background.
Photographs of potentially identifiable people must be
accompanied by written permission to use the photograph.
Figures should be numbered consecutively according to the
order in which they have been cited in the text. If a figure
has been published previously, the original source should be
acknowledged and written permission from the copyright
holder should be submitted to reproduce the figure. Permission
is required irrespective of authorship or publisher except for
documents in the public domain. Accompanying drawings
marked to indicate the region to be reproduced might be useful
to the editor. We publish illustrations in color only if the author
pays the additional cost.

Legends for Illustrations (Figures)

The legends for illustrations should be typed or printed out
using one spacing, starting on a separate page, with Arabic
numerals corresponding to the illustrations. When symbols,
arrows, numbers, or letters are used to identify parts of
the illustrations, each one clearly should be identified and
explained in the legend. The internal scale should be explained
and the method of staining in photomicrographs should be
identified. Units of Measurement.

Measurements of length, height, weight, and volume should
be reported in metric units (meter, kilogram, or liter) or their
decimal multiples. Temperatures should be in degrees Celsius,
blood pressures should be in millimeters of mercury. Authors
must consult the Information for Authors of the particular
journal and should report laboratory information in both local

and International System of Units (SI). Drug concentrations
may be reported in either SI or mass units, but the alternative
should be provided in parentheses where appropriate.

Abbreviations and Symbols

Use only standard abbreviations; use of nonstandard
abbreviations can be confusing to readers. Avoid abbreviations
in the title of the manuscript. The spelled-out abbreviation
followed by the abbreviation in parenthesis should be used
on first mention unless the abbreviation is a standard unit of
measurement.

Acknowledgement(s)

All forms of support, including individual technical support
or material support must be acknowledged in the author’s
footnote before references.

Case Reports and Word Limitation

Original papers and reviews have no specific word limitation.
A case report must be strictly limited to 1000 words excluding
abstract and have minimal figures, tables, and references.
Letters to the Editor (maximum of 500 words, including
references; no tables or figures) will be considered if they
include the notation “for publication.” A letter must be signed
by all of its authors. Letters critical of an article published in the
journal must be received within 12 weeks.

Preparation of Manuscripts

The “Bagcilar Medical Bulletin” follows the Recommendations
for the Conduct, Reporting, Editing, and Publication of
Scholarly Work in Medical Journals” (International Committee
of Medical Journal Editors - http://www.icmje.org/). Upon
submission of the manuscript, authors are to indicate the type
of trial/research and provide the checklist of the following
guidelines when appropriate:

CONSORT statement for randomized controlled trials (Moher
D, Schultz KE Altman D, for the CONSORT Group. The
CONSORT statement revised recommendations for improving
the quality of reports of parallel group randomized trials. JAMA
2001; 285: 1987-91) (http://www.consort-statement.org /),

PRISMA for preferred reporting items for systematic reviews
and meta-analyses (Moher D, Liberati A, Tetzlaff J, Altman DG,
The PRISMA Group. Preferred Reporting Items for Systematic
Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med
2009; 6(7): €1000097.) ( http://www.prisma-statement.org /),

STARD checklist for the reporting of studies of diagnostic
accuracy (Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA,
Glasziou PP, Irwig LM, et al, for the STARD Group. Towards
complete and accurate reporting of studies of diagnostic
accuracy: the STARD initiative. Ann Intern Med 2003;138:40-4.)
(http://www.stard-statement.org /),
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STROBE statement-checklist of items that should be included in
reports of observational studies (http://www.strobe-statement.
org /),

MOOSE guidelines for meta-analysis and systemic reviews
of observational studies (Stroup DE Berlin JA, Morton SC, et
al. Meta-analysis of observational studies in epidemiology: a
proposal for reporting Meta-analysis of observational Studies
in Epidemiology (MOOSE) group. JAMA 2000; 283: 2008-12).
CARE guidelines are designed to increase the accuracy,
transparency, and usefulness of case reports. (Gagnier JJ, Kienle
G, Altman DG, Moher D, Sox H, Riley D; the CARE Group. The
CARE Guidelines: Consensus-based Clinical Case Reporting
Guideline Development.) ( http://www.care-statement.org /

References

Although references to review articles can be an efficient way
to guide readers to a body of literature, review articles do
not always reflect original work accurately. Readers should
therefore be provided with direct references to original research
sources whenever possible. On the other hand, extensive lists of
references to original work on a topic can use excessive space
on the printed page. Small numbers of references to key original
papers often serve as well as more exhaustive lists, particularly
since references can now be added to the electronic version
of published papers, and since electronic literature searching
allows readers to retrieve published literature efficiently. Using
abstracts as references should be avoided.

References to papers accepted but not yet published should
be designated as “in press” or “forthcoming”; authors should
obtain written permission to cite such papers as well as
verification that they have been accepted for publication.
Information from manuscripts submitted but not accepted
should be cited in the text as “unpublished observations”
with written permission from the source. Citing a “personal
communication” should be avoided unless it provides essential
information not available from a public source, in which case
the name of the person and date of communication should be
cited in parentheses in the text. For scientific articles, written
permission and confirmation of accuracy from the source of a
personal communication must be obtained.

Reference Style and Format

The Uniform Requirements style for references is based
largely on an American National Standards Institute
style adapted by the National Library of Medicine for its
databases. Authors should consult NLM’s Citing Medicine
(http://www.nlm.nih.gov/bsd/uniform_requirements.
html) for information on its recommended formats for a
variety of reference types. References should be numbered
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consecutively in the order in which they are first mentioned
in the text. Identify references in text, tables, and legends by
Arabic numerals in parentheses. References cited only in
tables or figure legends should be numbered in accordance
with the sequence established by the first identification in
the text of the particular table or figure. The titles of journals
should be abbreviated according to the style used in the
list of Journals in National Library of Medicine sources. In
addition the list should be obtained in the web address of
http://www.nlm.nih.gov. Accuracy of citation is the author’s
responsibility. All references should be cited in text. Type
references in the style shown below. If there are more than
6 authors, list them followed by et al. Abbreviations of
journal names should conform to the style used in National
Library of Medicine. If a journal is not indexed in National
Library of Medicine’s MEDLINE/PubMed, it should not be
abbreviated.

Examples for References:
1. For articles in journals:

For the published article from the journal which placed and
abbreviated in MEDLINE:

Crow SJ, Peterson CB, Swanson SA, Raymond NC, Specker S,
Eckert ED, et al. Increased mortality in bulimia nervosa and
other eating disorders. Am J Psychiatry 2009;166(12):1342-1346.

For the published article from the journal which is not placed
and is not abbreviated in MEDLINE:

Sevinger GM, Konuk N. Emotional eating. Journal of Mood
Disorders 2013;3(4):171-178.

2. For the supplement:

For the published article from the journal which placed and
abbreviated in MEDLINE:

Sharan P, Sundar AS. Eating disorders in women. Indian ]
Psychiatry 2015:57(Suppl 2):286-295.

For the published article from the journal which is not placed
and is not abbreviated in MEDLINE:

Maner E Yeme bozukluklarinin tedavisi. Anadolu Psikiyatri
Dergisi 2009;10(Ek 1):55-56.

3. For articles in press:

Cossrow N, Pawaskar M, Witt EA, Ming EE, Victor TW, Herman
BK, et al. Estimating the prevalence of binge eating disorder in
a community sample from the United States: comparing DSM-
IV-TR and DSM-5 criteria. J Clin Psychiatry, 2016. (in press).

4. For the citations from books:

Books edited by one editor:

McKnight TL. Obesity Management in Family Practice. 1st ed.,
NewYork: Springer, 2005:47-51.
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For the citation from a section of book edited by editor(s):

Jebb S, Wells J. Measuring body composition in adults and
children. In Clinical Obesity in Adults and Children, Copelman
P, Caterson I, Dietz W (editors). 1st ed., London: Blackwell
Publishing, 2005:12-18.

If the authors of the cited section are the editors of the book:

Eckel RH (editor). Treatment of obesity with drugs in the new
millennium. In Obesity Mechanisms and Clinical Management.
First ed., Philadelphia: Lippincott Williams & Wilkins, 2003:449-
476.

For the citation from a translated book:

McGuffin B Owen M]J, Gottsman II. Psikiyatri Genetigi ve
Genomigi. Abay E, Gorgiilii Y (Cevirenler) 1st ed., Istanbul:
Nobel Tip Kitabevleri, 2009:303-341.

5. For the citation from thesis:

Keceli E Yeme bozuklugu hastalarinda obsesif kompulsif
bozukluk ve kisilik bozuklugu. Thesis, T.C. Saghk Bakanligi
Bakirkdy Prof. Dr. Mazhar Osman Ruh Sagligi ve Sinir
Hastaliklar Egitim ve Arastirma Hastanesi, Istanbul:2006.

6. For the citation from posters:

Akbas Oncel D, Akdemir A. Universite dgrencilerinde diyet,
beden algisi ve kendilik algisi arasindaki iligkiler. 47. Ulusal
Psikiyatri Kongresi Ozet Kitabi, 26-30 Ekim 2011, Antalya,
2011:102.

7. Online Article:

Kaul S, Diamond GA. Good enough: a primer on the analysis
and interpretation of noninferiority trials. Ann Intern Med
[Internet]. 2006 Jul 4 [cited 2007 Jan 4];145(1):62-9. Available
from:http://www.annals.org/cgi/reprint/145/1/62.pdf

SUBMISSION TO JOURNAL

All new manuscripts must be submitted through the Bagcilar
Medical Bulletin online manuscript submission and peer review
system. Complete instructions are available at the website (). A
cover letter should accompany with manuscripts, including the
knowledge of:

*The findings of previous same studies should be informed and
should be cited. The copies of previous same studies should
be sent with manuscripts that might help to the editor in the
decision process.

°The knowledge of “all authors have read and accepted the
study in its form, all authors meet the criteria for being in
authorship” should be stated.

°All helpful things for editorial ship should be stated: The
comments of previous editor/reviewers and the response

of authors should be added if the manuscript has been sent
to another journal for consideration, previously. The editor
requested this information to accelerate the publication
process.

SUBMISSION CHECKLIST

It is hoped that this list will be useful during the final checking
of an article prior to sending it to the journal’s editor for review.
Please consult this Guide for Authors, for further details of any
item.

Ensure that the following items are present:

¢ Cover letter to the editor

The category of the manuscript

Acknowledgement of “the paper is not under consideration
for publication in another journal”

Disclosure of any commercial or financial involvement

Reviewing the statistical design of the research article

Last control for fluent English

Copyright Transfer Form

e Author Contribution Form

e ICJME Form for Disclosure of Potential Conflicts of Interest

e Permission of previous published material if used in the
present manuscript

e Acknowledgement of the study “in accordance with the
ethical standards of the responsible committee on human
experimentation (institutional and national) and with the
Helsinki Declaration of in 2000.

e Statement that informed consent was obtained after the
procedure(s) had been fully explained.

e Indicating whether the institutional and national guide
for the care and use of laboratory animals was followed as in
“Guide for the Care and Use of Laboratory Animals”.

e Title page

- The title of the manuscript both in Turkish and in English

- All authors and their affiliations

All authors’ e-mail address, full postal address, GSM phone,
business telephone and fax numbers

Abstracts (400-500 words) Both in Turkish and in English
e Key words: 3 to 10 words (in Turkish and in English)
* Body text

Acknowledgement

Reference

All tables (including title, description, footnotes)




YAZARLARA BILGI

Derginin Tanim

Bagcilar Tip Biilteni (Bagcilar Medical Bulletin), tibbin her
alaninda arastirma makalelerini, giincel derleme yazilarini,
olgu sunumlarim ve editore mektuplari ingilizce tam metin
ve Tiirkce 6zle yayinlayan hakemli bir dergidir. Dergi online
olarak yilda 4 sayr yayinlanmaktadir. Tiim makaleler kabul
edilir edilmez, online olarak pdf formatinda bu web sitesinde,
o donemdeki sayinin bir makalesi olarak yer alacaktir. Dergi
Galenos Yaymevi tarafindan yayimlanmaktadir.

Editoryal Politikalar ve Hakem Siireci
Yayin Politikas1

Bagcilar Tip Biilteni, yaymnlanmak {izere gonderilen yazilari
asagida belirtilen sekillerde kabul eder:

- Orijinal arastirmalar,
- Kisa arastirmalar,

- Olgu sunumlari,

- Derlemeler,

- Editore mektup

Dergi, Tiirkiye'de yapilan arastirmalarin uluslararasi bilim
arenasina duyurulmasi, uluslararast bilim cevrelerince
paylasilmasi ve bu baglamda Tiirkiye’'nin tanitilmasina katkida
bulunmayr misyon edindiginden 6zellikle orijinal arastirma
niteligindeki yazilar1 yayinlamaya 6ncelik vermektedir. Dergide
yayinlanacak derleme tiirtindeki yazilar editor tarafindan konu
ile ilgili calisan yetkin kisilere hazirlatilmaktadir.

Genel ilkeler

Daha 6nce yayinlanmamis ya da yaymlanmak {izere baska
bir dergide halen degerlendirmede olmayan ve her bir yazar
tarafindan onaylanan makaleler dergide degerlendirilmek
tizere kabul edilir. Yayin kurulu, yazarlarin iznini alarak yazida
degisiklikler yapabilir. Editér ve dil editorleri dil, imla ve
kaynaklarin National Library of Medicine MEDLINE/PubMed
Resources’da belirtildigi gibi yazilmasinda ve ilgili konularda
tam yetkilidir.

Eger makalede daha 6nce yayinlanmis alint1 yazi, tablo, resim
vs. mevcutise makale yazari, yayin hakki sahibi ve yazarlarindan
yazili izin almak ve bunu makalede belirtmek zorundadir.
Gerekli izinlerin alinip alinmadigindan yazar(lar) sorumludur.

Bilimsel toplantilarda sunulan o6zet bildiriler, makalede
belirtilmesi kosulu ile kaynak olarak kabul edilir. Editor,
dergiye gonderilen makale bicimsel esaslara uygun ise, gelen
yaziyl yurticinden ve/veya yurtdisindan en az iki hakemin
degerlendirmesinden gegirtir, hakemler gerek gordiigii takdirde
yazida istenen degisiklikler yazarlar tarafindan yapildiktan
sonra yayinlanmasina onay verir. Makale yaymlanmak {izere
dergiye gonderildikten sonra yazarlardan hi¢birinin ismi, tim

BAGCILAR MEDICAL BULLETIN

Bagcilar Tip Biilteni

yazarlarin yaziliizni olmadan yazar listesinden silinemez ve yeni
bir isim yazar olarak eklenemez ve yazar sirasi degistirilemez.
Yaymna kabul edilmeyen makale, resim ve fotograflar yazarlara
geri gonderilmez.

Yazarlarin Sorumlulugu

Makalelerin bilimsel ve etik kurallara uygunlugu yazarlarin
sorumlulugundadir. Yazar makalenin orijinal oldugu, daha
once basgka bir yerde yayinlanmadigi ve baska bir yerde,
baska bir dilde yayinlanmak tizere degerlendirmede olmadig:
konusunda teminat saglamalidir. Uygulamadaki telif kanunlari
ve anlagsmalar1 gozetilmelidir. Telife bagl materyaller (6rnegin
tablolar, sekiller veya biiyiik alintilar) gerekli izin ve tesekkiirle
kullanilmahdir. Bagka yazarlarin, katkida bulunanlarin
calismalart ya da vyararlanilan kaynaklar uygun bicimde
kullanilmali ve referanslarda belirtilmelidir.

Gonderilen makalede tiim yazarlarin akademik ve bilimsel
olarak dogrudan katkisi olmalidir, bu baglamda “yazar”
yaymnlanan  bir  arastirmanmn  kavramsallagtirilmasina
ve desenine, verilerin elde edilmesine, analizine ya da
yorumlanmasina belirgin katki yapan; yazinin yazilmasi ya da
bunun icerik acisindan elestirel bicimde gézden gecirilmesinde
gorev yapan; yazinin yayinlanmak {izere nihai halini onaylayan
ve calismanin herhangi bir bélimiiniin dogruluguna ya da
biittinltigiine iliskin sorularin uygun sekilde sorusturuldugunun
ve ¢oziimlendiginin garantisini vermek amaciyla ¢alismanin
her yoniinden sorumlu olmay1 kabul eden kisi olarak gortilir.
Fon saglanmasi, ya da arastirma grubunun genel siipervizyonu
tek basina yazarlik hakki kazandirmaz. Yazar olarak gosterilen
tlim bireyler sayilan tiim olciitleri karsilamalidir ve yukaridaki
Olctitleri karsilayan her birey yazar olarak gosterilebilir. Cok
merkezli calismalarda grubun tiim iiyelerinin yukaridabelirtilen
sartlar1 karsilamasi gereklidir. Yazarlarin isim siralamasi ortak
verilen bir karar olmalidir. Tiim yazarlar yazar siralamasini Telif
Hakki Devir Formunda imzal olarak belirtmek zorundadirlar.
Yazarlarin tiimiiniin ismi yazinin bashginin altindaki béliimde
yer almalidir.

Yazarhk icin yeterli olgiitleri karsilamayan ancak c¢alismaya
katkisi olan tiim bireyler tesekkiir (acknowledgement) kisminda
siralanmalidir. Bunlara 6rnek olarak ise sadece teknik destek
saglayan, yazima yardimci olan ya da sadece genel bir destek
saglayan kisiler verilebilir. Finansal ve materyal destekleri de
belirtilmelidir.

Yaziya materyal olarak destek veren ancak yazarlhk icgin
gerekli olciitleri karsilamayan kisiler "klinik arastiricilar” ya
da “yardimci arastiricilar” gibi bashklar altinda toplanmali ve
bunlarin islevleri ya da katilimlar: "bilimsel danismanlik yapti1,
”calisma 6nerisini gozden gecirdi*, "veri topladi“ ya da "¢alisma
hastalarinin  bakimini  distlendi“ seklinde belirtilmelidir.
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Tesekkiir (acknowledgement) kisminda belirtilen bu ifadeler
icin bu bireylerden de yazili izin alinmasi gerekmektedir.

Biitlin yazarlar, arastirmanin sonuglarmi ya da bilimsel
degerlendirmeyi etkileyebilme potansiyeli olan finansal
iliskiler, ¢ikar catismasi ve ¢ikar rekabetini beyan etmelidirler.
Bir yazar kendi yayinlanmis yazisinda belirgin bir hata ya da
yanlishik tespit ederse, bu yanhshklara iliskin diizeltme ya da
geri ¢cekme icin yaymn ydnetmeni ile hemen temasa gecme
ve isbirligi yapma sorumlulugunu tasir. Yazarlarin katkisini
belirten Yazar Katki Formu ve ¢ikar catismasi olup olmadigini
belirten ICMJE Potansiyel Cikar Catismasi Beyan Formu
makale ile birlikte gonderilmelidir. Yazarlarin gorevleri ve
sorumluluklar1 konusunda asagidaki kaynaga bakabilirsiniz;
http://www.icmje.org/recommendations/browse/roles-and-
responsibilities/

Edit6r ve Hakem Sorumluluklar: ve Degerlendirme Siireci

Editorler, makaleleri, yazarlarin etnik kokeninden,
cinsiyetinden, cinsel yodneliminden, uyrugundan, dini
inancindan ve siyasi felsefesinden bagimsiz olarak
degerlendirirler. Yayma gonderilen makalelerin adil
bir sekilde cift tarafli kor hakem degerlendirmesinden
gecmelerini saglarlar. Gonderilen makalelere iliskin tim
bilginin, makale yayinlanana kadar gizli kalacagini garanti
ederler. Editorler icerik ve yaymin toplam kalitesinden
sorumludurlar. Gereginde hata sayfasi yayinlamali ya da
diizeltme yapmalidirlar.

Genel Yayin Yonetmeni; yazarlar, editorler ve hakemler arasinda
cikar catigmasina izin vermez. Hakem atama konusunda tam
yetkiye sahiptir ve Bagcilar Tip Biilteni'nde yayimnlanacak
makalelerle ilgili nihai karar1 vermekle ytikiimludir. Yaymn
etigi konusunda COPE kaynagina bakabilirsiniz. https://
publicationethics.org/files/u7141/1999pdf13.pdf

Hakemler makaleleri, yazarlarin etnik kokeninden,
cinsiyetinden, cinsel yoneliminden, uyrugundan, dini
inancindan ve siyasi felsefesinden bagimsiz olarak
degerlendirirler. Arastirmayla ilgili, yazarlarla ve/veya

arastirmanin  finansal destekgileriyle c¢ikar catismalar:
olmamalidir. Degerlendirmelerinin sonucunda tarafsiz bir
yargiya varmalidirlar. Hakemler yazarlarin atifta bulunmadig:
konuyla ilgili yaymlanmis c¢alismalar1 tespit etmelidirler.
Gonderilmis yazilara iliskin tiim bilginin gizli tutulmasin
saglamali ve yazar tarafinda herhangi bir telif hakk
ihlali ve intihal fark ederlerse Genel Yaymn Yonetmeni'ne
raporlamalidirlar. Hakem, makale konusu hakkinda kendini
vasifli hissetmiyor ya da zamaninda geri doniis saglamasi
mimkiin gortinmiiyorsa, Genel Yaymn Yonetmeni'ne bu
durumu bildirmeli ve hakem siirecine kendisini dahil
etmemesini istemelidir.

Editor makalelerle ilgili bilgileri (makalenin alinmas, icerigi,
gozden gecirme siirecinin durumu, hakemlerin elestirileri ya
da varilan sonug) yazarlar ya da hakemler disinda kimseyle
paylasmaz.

Degerlendirme siirecinde editor hakemlere gézden gegirme
icin gonderilen makalelerin, yazarlarin 6zel miilkii oldugunu
ve bunun imtiyazhi bir iletisim oldugunu acikca belirtir.
Hakemler ve yaymn kurulu {iyeleri topluma acik bir sekilde
makaleleri tartisgamazlar. Hakemlerin kendileri icin makalelerin
kopyalarini c¢ikarmalarina izin verilmez ve editoriin izni
olmadan makaleleri baskasina veremezler. Hakemler gézden
gecirmelerini bitirdikten sonra makalenin kopyalarini yok
etmeli ya da editore gondermelidirler. Dergimiz editérii de
reddedilen ya da geri verilen makalelerin kopyalarini imha
etmelidir.

Yazarin ve editoriin izni olmadan hakemlerin gozden
gecirmeleri basilamaz ve aciklanamaz. Hakemlerin kimliginin
gizli kalmasina 6zen gosterilmelidir. Bazi durumlarda editoriin
karariyla, ilgili hakemlerin makaleye ait yorumlar ayni
makaleyi yorumlayan diger hakemlere génderilerek hakemlerin
bu silirecte aydinlatilmasi saglanabilir. Degerlendirme
stireciyle ilgili olarak COPE kaynagina bakabilirsiniz: http://
publicationethics.org/files/Peer review guidelines.pdf

Agik Erisim Ilkesi

Acik erisimli bir yaym olan Bagcilar Tip Biilteni dergisinin
tlim icerigi okura ya da okurun dahil oldugu kuruma ticretsiz
olarak sunulur. Okurlar, yayinci ya da yazardan izin almadan
dergi makalelerinin tam metnini okuyabilir, indirebilir,

kopyalayabilir, dagitabilir, basabilir, arayabilir ve link
saglayabilir.

Yayin Etigi

flke ve Standartlar

Bagcilar Tip Biilteni yayin etiginde en yiiksek standartlara
baglidir ve Committee on Publication Ethics (COPE), Council
of Science Editors (CSE), World Association of Medical
Editors (WAME) ve International Committee of Medical
Journals (ICJME) tarafindan gelistirilen yayin etigi ilkelerini ve
tavsiyelerini gozetir.

Gonderilen tiim makaleler orijinal, yayinlanmamis (konferans
bildirilerindeki tam metinler de dahil) ve baska bir dergide
degerlendirme siirecinde olmamalidir. Her bir makale
editérlerden biri ve en az iki hakem tarafindan ¢ift kor
degerlendirmeden gecirilir. Gonderilen makaleleri intihal
yazilimi ile denetleme hakkimiz hakhdir. Intihal, veride
hile ve tahrif (arastirma verisi, tablolar1 ya da imajlarmin
manipiilasyonu ve asisiz iiretimi), insan ve hayvanlarin
arastirmada uygun olmayan kullanimi konular1 denetimden
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gecmektedir. Bu standartlara uygun olmayan tiim makaleler
yayindan cikarilir. Buna yayindan sonra tespit edilen olasi
kuraldisi, uygunsuzluklar iceren makaleler de dahildir. Yayin
etigi kurallarina bagh olarak, intihal siiphesini ve duplikasyon
durumlarini rapor edecegimizi belirtiriz. Olas1 bilimsel hatali
davraniglart ve yayin etigi ihlali vakalarini ele alirken COPE
Ethics Flowcharts http://publicationethics.org/resources/
flowcharts izlenir.

insan ve Hayvan Haklar, Bilgilendirilmis Olur, Cikar
Catigmasi

Bagcilar Tip Biilteni, yayinladig1 makalelerin ticari kaygilardan
uzak ve konu ile ilgili en iyi etik ve bilimsel standartlarda olmasi
sartin1 gozetmektedir. Makalelerin etik kurallara uygunlugu
yazarlarin sorumlulugundadir.

Bagcilar Tip Biilteni, 1975 Helsinki Deklarasyonu’nun
2004 yiiinda revize edilen Ethical Principles for Medical
Research Involving Human Subjects’e http://www.wma.
net/en/30publications/10policies/b3/index.html ve
2006 yilinda revize edilen WMA Statement on Animal
Use in Biomedical Research’e http://www.wma.net/
en/30publications/10policies/al8/uymayi1 prensip edinmistir.
Bu yiizden dergide yayinlanmak tizere gonderilen yazilarda,
klinik deneylere katilan denekler ile ilgili olarak yukarida
belirtilen etik standartlara uyuldugunun mutlaka belirtilmesi
gerekmektedir. Ayrica deneyin tiirtine gore gerekli olan yerel
veya ulusal etik komitelerden alinan onay yazilar yaz ile
birlikte gonderilmelidir. Bununla birlikte deneye katilan kisi/
hastalardan, hastalar eger temyiz kudretine sahip degilse
vasilerinden yazili bilgilendirilmis onam alindigini belirten
bir yaz1 ile beraber tiim yazarlar tarafindan imzalanmis bir
belgenin editére gonderilmesi gerekmektedir.

Hastalardan izin alinmadan mahremiyet bozulamaz.
Hastalarin ismi, isimlerinin bas harfleri ya da hastane
numaralar1 gibi tanimlayici bilgiler, fotograflar ve soy agaci
bilgileri vb. bilimsel amaglar agisindan ¢ok gerekli olmadikca
ve hasta (ya da anne-baba, ya da vasisi) yazih bilgilendirilmis
onam vermedikce basilmazlar. Ozellikle olgu bildirimlerinde,
cok gerekli olmadikca hasta ile ilgili tamimlayici ayrintilar
cikarilmahdir.  Ornegin, fotograflarda gdz bolgesinin
maskelenmesi kimligin gizlenmesi icin yeterli degildir. Eger
veriler kimligin gizlenmesi icin degistirildiyse yazarlar bu
degisikliklerin bilimsel anlami etkilemedigi konusunda
glivence vermelidirler. Olgu sunumlarinda yer verilen
hastalardan bilgilendirilmis onam alinmalidir. Bilgilendirilmis
onam alindig1 da makalede belirtilmelidir.

Bu tip calismalarin varhginda yazarlar, makalenin

YONTEM(LER) béliimiinde bu prensiplere uygun olarak
calismay1 yaptiklarini, kurumlarimin etik kurullarindan ve
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calismaya katilmis insanlardan
aldiklarini belirtmek zorundadirlar.

“bilgilendirilmis onam”

Calismada “hayvan” kullanilmis ise yazarlar, makalenin
YONTEM(LER) béliimiinde “Guide for the Care and Use
of Laboratory Animals” (www.nap.edu/catalog/5140.html)
dogrultusunda calismalarinda hayvan haklarini koruduklarini
ve kurumlarinin etik kurullarindan onay aldiklarini belirtmek
zorundadirlar. Hayvan deneyleri rapor edilirken yazarlar,
laboratuvar hayvanlarinin  bakimi ve kullanimi ile ilgili
kurumsal ve ulusal rehberlere uyup uymadiklarini yazil olarak
bildirmek zorundadurlar.

Editor ve yayinci, reklam amaci ile dergide yayinlanan ticari
trtinlerin 6zellikleri ve aciklamalari konusunda hicbir garanti
vermemekte ve sorumluluk kabul etmemektedir. Eger makalede
dogrudan veya dolayl ticari baglant1 veya calisma i¢in maddi
destek veren kurum mevcut ise yazarlar; kaynak sayfasinda,
kullanilan ticari iiriin, ilag, ila¢ firmas1 v.b. ile ticari hicbir
iliskisinin olmadigini veya varsa nasil bir iliskisinin oldugunu
(konsiiltan, diger anlasmalar) bildirmek zorundadir. Bagcilar
Tip Biilteni, WAME'nin ¢ikar catismasi tanimini benimser
http://www.wame.org/about/wame-editorial-on-coi

Buna gore, yazar, hakem ya da editér sorumluluklarini
asirt diizeyde ve/veya haksizliga yol acabilecek diizeyde
etkileyebilecek ya da etkileyebilecegi olasi bir cikar rekabeti
icindeyse, cikar catismasi s6z konusudur ve bunun agiklanmasi
gerekir. Aciklanmasi 6ngoriilen ¢ikar ¢atismast tipleri, finansal
baglar, akademik taahhiitler, kisisel iliskiler, politik ya da
dini inanglar, kurumsal baglantilardir. Cikar catismasi soz
konusuysa bu makalede acgiklanmalidir.

Dil

Bagcilar Tip Biilteni'nin yaymn dili Amerikan Ingilizcesi’dir,
ayrica makalelerin 6zleri hem Ingilizce, hem Tiirk¢e yayinlanir.
Her iki dildeki 6zler yazarlardan istenir.

Yazilarin Hazirlanmasi

Aksi belirtilmedikce gonderilen yazilarla ilgili tiim yazismalar
ilk yazarla yapilacaktir. Gonderilen yazilar, yazinin yayinlanmak
tizere gonderildigini ve Bagcilar Tip Biilteni'nin hangi boliimii
(Orijinal Arastirma, Kisa Arastirma, Olgu Sunumu, Derleme,
Editére Mektup) icin basvuruldugunu belirten bir mektup,
yazinin elektronik formunu iceren Microsoft Word 2003
ve {izerindeki versiyonlar ile yazilmis elektronik dosya ile
tim yazarlarin imzaladigr ‘Telif Hakki Devir Formu’, Yazar
Katki Formu ve ICMJE Potansiyel Cikar Catismasi Beyan
Formueklenerek gonderilmelidir. ~ Yazilarin  alinmasinin
ardindan yazarlara makalenin alindigi, bir makale numarasi
ile bildirilecektir. Tiim yazismalarda bu makale numarasi
kullanilacaktir. Makaleler sayfanin her bir kenarindan 2,5
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cm kenar boslugu birakilarak ve cift satir aralikli yazilmalhdar.
Makalelerde asagidaki sira takip edilmelidir ve her boliim yeni
bir sayfa ile baglamalidir: 1) bashk sayfasi, 2) 6z, 3) metin, 4)
tesekkiir / 5) kaynaklar ve 6) tablo ve/veya sekiller. Ttim sayfalar
sirayla numaralandirilmalidir.

Bashk

Baslik sayfasinda, yazarlarin adlari, akademik {invanlar1 ve
yazisilacak yazarin tam adres, telefon ve faks numaralarn ile
e-mail adresi mutlaka bulunmaldir. Yazilarin Tiirkce 6zlerinde
mutlaka Tiirkce bashk da yer almalidir.

0z ve Anahtar Sozciikler

Makalenin ingilizce bashg Ingilizce 6zde, Tiirkge bashg da
Tiirkce 6zde yer almalidir. Biitiin makaleler 6z ve anahtar
kelime igermelidir. Ozler bir makalenin bir¢ok elektronik veri
tabaninda yer alan en belirgin kismi oldugundan, yazarlar 6ziin
makalenin igerigini dogru olarak yansittigindan emin olmahdir.
Oz calismanin temeliyle ilgili bilgi vermeli ve calismanin
amacini, temel prosediirleri (olgularin ya da laboratuvar
hayvanlarinin sec¢imi, goézlemsel ve analitik yontemler), ana
bulgularn (miimkiinse 6zgiil etki biiytikliiklerini ve istatistiksel
anlamliliklarin1 vererek) ve temel cikarimlart icermelidir.
Calismanin ya da gozlemlerin yeni ve o6nemli yonleri
belirtilmelidir. Anahtar sozciikler, her tiirlii yazida Tiirkce
ve Ingilizce 6zlerin altindaki sayfada 3-10 adet verilmelidir.
Anahtar sozciik olarak National Library of Medicine’in Tibbi
Konu Basgliklar’nda (Medical Subject Headings, MeSH) yer
alan terimler kullanilmahidir. MeSH'de yer alan terimlerin
Ttiirkce karsiliklarina Ttirkiye Bilim Terimleri'nden http://www.
bilimterimleri.com erisilebilir.

Makale Tiirleri
Orijinal Arastirma

Orijinal arastirma makaleleri derginin kapsamina uygun
konularda 6nemli, 6zgiin bilimsel sonuglar sunan aragtirmalari
raporlayan yazilardir. Orijinal arastirma makaleleri, Oz,
Anahtar Kelimeler, Giris, Yontem ve Gerecler, Bulgular,
Tartisma, Sonuglar, Kaynaklar bsliimlerinden ve Tablo, Grafik
ve Sekillerden olusur. Oz béliimii aragtirma yazilarinda asagida
belirtilen formatta yapilandirilmis olmalidr.

0z

Arastirma vyazilarinda Tiirkge ve Ingilizce ozler en fazla
500 kelime olmali ve su sekilde yapilandirilmahdir: Amag/
Objective: Yazinin birincil ve asil amaci; Yontem ve Geregler/
Material and Method(s): Veri kaynaklari, calismanin iskeleti,
hastalar ya da ¢alismaya katilanlar, gériisme/degerlendirmeler
ve temel dl¢iimler; Bulgular/Results: Ana bulgular; Sonug(lar)/
Conclusion(s):Dogrudan  klinik uygulamalar, cikartilacak
sonuclar belirtilmelidir.

Anahtar Kelimeler

National Library of Medicine’m Tibbi Konu Baslhklari’'nda
(MedicalSubjectHeadings, MeSH) yer alan terimler
kullanilmalidir, en az ii¢ anahtar kelime belirtilmelidir.

Giris

Giris/Introduction béliimiinde konunun onemi, tarihge ve
bugiine kadar yapilmis c¢alismalar, hipotez ve calismanin
amacindan s6z edilmelidir. Hem ana hem de ikincil amagclar
acikca belirtilmelidir. Sadece gercekten iligkili kaynaklar
gosterilmeli ve caligmaya ait veri ya da sonuglardan s6z
edilmemelidir.

Yontem ve Gerecler

Yontem ve Geregler/Material and Methods bdliimiinde,
veri kaynaklari, hastalar ya da calismaya katilanlar, dlcekler,
goriisme/degerlendirmeler ve temel 6l¢iimler, yapilan islemler
ve istatistiksel yontemler yer almalidir. Yontem bolimi,
sadece calismanin plan1 ya da protokolii yazilirken bilinen
bilgileri icermelidir; caligma sirasinda elde edilen tiim bilgiler
bulgular kisminda verilmelidir. Yontem ve Gerecler boliimiinde
olgularin sec¢imi ve tanimlanmasi hakkinda bilgi, teknik bilgi ve
istatistik hakkinda bilgi yer almalidir. Arastirmanin Etik Kurul
Onay1 ve katithmcilardan alinan yazil Bilgilendirilmis Onam
belirtilmelidir.

Olgularin Secimi ve Tanimlanmasi

Gozlemsel ya da deneysel calismaya katilanlarin (hastalar,
hayvanlar, kontroller) secimi, kaynak  popiilasyon,
calismaya alinma ve calismadan diglanma olciitleri acikca
tanimlanmaldir. Yas ve cinsiyet gibi degiskenlerin ¢alismanin
amaciyla olan iligkisi her zaman agik olmadigindan yazarlar
calisma raporundaki kullanimlarmi aciklamahdir; 6rnegin
yazarlar ni¢in sadece belli bir yas grubunun alindigini ya da
neden kadinlarin calisma disinda birakildigini agiklamahdir.
Calismanin nigin ve nasil belli bir sekilde yapildigi agik
bir sekilde belirtilmelidir. Yazarlar etnisite ya da wrk gibi
degiskenler kullandiklarinda bu degiskenleri nasil 6l¢tiiklerini
ve gegcerliklerini aciklamalidir.

Teknik Bilgi

Diger ¢alismacilarin sonuglart yineleyebilmesi i¢in yontem
ve kullanilan araclar (iretici firma ve adres paragraf icinde
belirtilerek) ayrintili bir sekilde belirtilmelidir. Onceden
kullanilan bilinen yontemler icin (istatistiksel yodntemler
dahildir) kaynak gosterilmeli, basilmis ama iyi bilinmeyen bir
yontem icin kaynak verilmeli ve yéntem aciklanmalidir. Ayn1
sekilde yeni ya da belirgin olarak modifiye edilmis yontemler
tanimlanmali ve kullanilma nedenleri belirtilip kisithliklar:
degerlendirilmelidir. Kullanilan tiim ila¢ ve kimyasallar dogru
olarak tanimlanip jenerik isimleri, dozlar1 ve kullanim bicimleri
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belirtilmelidir. Gozden gec¢irme yazisi gonderen yazarlar veriyi
bulma, secme, ayirma ve sentezleme yontemlerini belirtmelidir.
Bu yontemler ayni zamanda 6zde de yer almalidir.

Istatistik

Istatistiksel ydntem, orijinal veriye erigebilecek bilgili bir
okuyucunun rapor edilen sonuglar1 onaylayabilecegi bir ayrintida
belirtilmelidir. Miimkiinse, bulgular niceliksel hale getirilmeli
ve hata olctimleri (giivenlik araliklar gibi) sunulmalidir. Etki
biiyiikliigiinii vermeyen, p degerlerinin kullanimi gibi, salt
istatistiksel hipotez sinamasina dayanilmamalidir. Calisma
deseni ve istatistiksel yonteme dair kaynaklar sayfalar belirtilerek
miimkiin oldugu siirece standart kaynaklar olmalidir. Istatistiksel
terimler, kisaltmalar ve semboller tanimlanmalhdir. Kullanilan
bilgisayar programi belirtilmelidir.

Bulgular

Ana bulgular istatistiksel verilerle desteklenmis olarak eksiksiz
verilmeli ve bu bulgular uygun tablo, grafik ve sekillerle
gorsel olarak da belirtilmelidir. Bulgular yazida, tablolarda ve
sekillerde mantikli bir sirayla 6nce en énemli sonuglar olacak
sekilde verilmelidir. Tablo ve sekillerdeki tiim veriyi yazida
vermemeli, sadece énemli noktalar1 vurgulanmalidir. Ekstra
materyal ve teknik bilgi ek kisminda verilerek yazinin akisinin
bozulmamas! saglanmali, alternatif olarak bunlar sadece
elektronik versiyonda yer almaldir.

Tartisma

Tartisma/Discussion bdliimiinde o c¢alismadan elde edilen
veriler, kurulan hipotez dogrultusunda hipotezi destekleyen ve
desteklemeyen bulgular ve sonugclar irdelenmeli ve bu bulgu ve
sonuglar literatiirde bulunan benzeri ¢alismalarla kiyaslanmals,
farkliliklar varsa agiklanmalidir. Calismanin yeni ve onemli
yanlar1 ve bunlardan ¢ikan sonuglari vurgulanmahdir. Giris ya
dasonuclar kisminda verilen bilgi ve veriler tekrarlanmamalidir.

Sonuclar

Sonuglar/Conclusions  boliimiinde c¢alismadan c¢ikarilan
sonuclar siralanmalidir. Deneysel calismalar icin tartismaya
sonuclar1 kisaca o©zetleyerek baslamak, daha sonra olasi
mekanizmalar1 ya da acgiklamalar incelemek ve bulgular:
onceki caligmalarla karsilastirmak, calismanin kisitliliklarim
ozetlemek, gelecekteki calismalar ve klinik pratik icin
uygulamalarini  belirtmek faydahdir. Varilan sonuglar

calismanin amaciyla karsilagtirlmali, ancak elde edilen
bulgular tarafindan yeterince desteklenmeyen cikarimlardan
kagimilmahdir. Yazarlar, eger elde ettikleri veriler ekonomik
veri ve analizler icermiyorsa, ekonomik ¢ikar ya da faydalarla
ilgili yorumlardan 6zellikle kacinilmalidir. Gerektiginde yeni
hipotezler ortaya konmali, ancak bunlarin yeni hipotezler
oldugu belirtilmelidir.
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Tablo, Grafik ve Sekiller

Yaz1 icindeki grafik, sekil ve tablolar Arap sayian ile
numaralandirilmahdir. ~ Sekillerin  metin icindeki yerleri
belirtilmelidir. Ayrintih bilgi asagida ilgili bashk altinda yer
almaktadir.

Kisa Arastirma

Kisa Arastirma makaleleri tarz ve format acisindan Orijinal
Arastirma makaleleri gibidir; ancak daha kiigiik o6lcekli
arastirmalar1 ya da gelistirme calismasinin erken asamalarinda
olan arastirmalar ele alir. Basit arastirma tasarimi kullanan
on calismalar, sinirh pilot veri saglayan kiiciik érnek kitle ile
yapilan calismalar, ileri arastirma gereksinimine isaret eden
baslangic bulgular: bu tiir arastirmalar kapsaminda sayilabilir.
Kisa Arastirma makaleleri, biiyiik 6lcekli geliskin arastirma
projelerini konu alan Orijinal Arastirma makalelerinden daha
kisadir. Ancak Kisa Arastirma, Orijinal Arastirma makalesi
olabilecek kalitede bir arastirma makalesinin kisa versiyonu
olarak anlasilmamalidir; 6nem derecesi dustik, titizlikle
yapilmamis bir arastirma hakkinda bir yaymn malzemesi
hazirlamak ic¢in kullanilmamalidir ya da genisletildiginde
Orijinal Arastirma makalesi ya da arastirma niteligi
kazanmayacak bir icerigi degerlendirecek bir makale tiirt
olarak anlagilmamalidir.

Olgu Sunumu

Olgu sunumu makaleleri 6zgiin vakalar1 rapor eden yazilardir.
Derginin kapsamina giren konulara iliskin bir problemin
ustesinden gelen tedaviyle ilgili, yeni araclar, teknikler ve
metotlar gostererek okuyucular icin bilgilendirme saglamalidir.
Olgu sunumu yazilar1 Oz (6ziin aragtirma makalesinde oldugu
gibi belli bir formatta yapilandirilmis olmasi gerekmiyor),
Anahtar Kelimeler, Giris, Olgu Sunumu, Tartisma, Referanslar,
gerekirse Tablo ve agiklayici bilgilerden olusur. Olgu sunumunda
yazili bilgilendirilmis onam alinmali ve makalede belirtilmelidir.

Derleme

Derleme makaleleri alaninda zengin birikime ve atif alan
calismalara sahip uzman kisilerce yazilan yazilardir. Klinik
pratige iliskin bir konuda mevcut bilgiyi tanimlayan,
degerlendiren ve tartisan; gelecege iliskin calismalara yol
gosteren derleme yazilar1 yazmalarn icin dergi belirledigi
yazarlara davet gonderir. Derleme makaleleri, Oz (6ziin,
arastirma makalesinde oldugu gibi belli bir formatta
yapilandirilmis olmasi gerekmiyor), Anahtar Kelimeler, Giris,
Sonu¢ bolimlerinden olusur. Derleme makale gonderen
yazarlarin, makalede kullandiklar1 verinin sec¢imi, alinmasi,
sentezi i¢in kullandiklar1 yontemleri tanimlayan bir boliime de
makalede yer vermeleri gerekir. Bu yontemler Oz béliimiinde
de belirtilmelidir.
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Editére Mektup

Editore Mektup, kisa ve net goriis bildiren yazilardir. Dergide
daha dnce yaymlanmis olan makalelerle ilgili olarak ya da
dergide ifade edilmis goriislerle ilgili olarak yazilmis olmasi
tercih edilir. Editére Mektup yazilari, daha sonra yeni bir yazi
ile gecerlilik ispat1 gerektirebilecek 6n goriis bildiren yazilar
olmamalidir.

Tablolar

Tablolar bilgileri etkin bir sekilde gosterir ve ayrica bilginin
istenen tiim ayrinti seviyelerinde verilmesini saglar. Bilgileri
metin yerine tablolarda vermek genelde metnin uzunlugunu
kasaltir.

Her tablo ayr bir sayfaya cift aralikh olarak basilmalidir.
Tablolar metindeki siralarina gére numaralanip, her birine kisa
bir bashk verilmelidir. MS Word 2003 ve {istii versiyonlarinda
otomatik tablo seceneginde “tablo klasik 1” ya da “tablo basit 1”
seceneklerine gore tablolar hazirlanmalidir. Baglik satir1 ve tablo
alt st satirlar1 disinda tablonun i¢inde baska dikey ve yatay
cizgiler kullanilmamalidir. Her siituna bir baslik verilmelidir.
Yazarlar agiklamalar1 bashkta degil, dipnotlarda yapmalidir.
Dipnotlarda standart olmayan tiim kisaltmalar aciklanmalidir.
Dipnotlar i¢in sirasiyla su semboller kullanilmalidir:

CHES L.

Varyasyonun standart sapma ya da standart hata gibi
istatistiksel Olctimleri Dbelirtilmelidir. Metin icinde her
tabloya atifta bulunulduguna emin olunmahdir. Eger
yaymlanmis ya da yaymlanmamis herhangi baska bir
kaynaktan veri kullaniliyorsa izin alinmali ve onlar tam
olarak bilgilendirilmelidir. Cok fazla veri iceren tablolar, ¢cok
yer tutar ve sadece elektronik yayinlar i¢in uygun olabilir ya
da okuyuculara yazarlar tarafindan dogrudan saglanabilir.
Boyle bir durumda uygun bir ifade metne eklenmelidir. Bu tip
tablolar, hakem degerlendirmesinden ge¢mesi icin makaleyle
beraber gonderilmelidir.

Sekiller

Sekiller ya profesyonel olarak cizilmeli ve fotograflanmali ya
da fotograf kalitesinde dijital olarak gonderilmelidir. Sekillerin
basima uygun versiyonlarmin yani sira JPEG ya da GIF
gibi elektronik versiyonlarda yiiksek c¢o6ziiniirliikte goriinti
olusturacak bicimlerde elektronik dosyalari gonderilmeli ve
yazarlar gondermeden dnce bu dosyalarin goriintii kalitelerini
bilgisayar ekraninda kontrol etmelidir.

Rontgen, CT, MRIfilmlerive diger tanisal goriintiilemeler yiiksek
kalitede basilmis olarak gonderilmelidir. Bu nedenle sekillerin
tizerindeki harfler, sayilar ve semboller acik ve tiim makalede
esit ve yaym icin kiictiltiildiiklerinde bile okunabilecek
boyutlarda olmalidir. Sekiller miimkiin oldugunca tek baslarina

anlasilabilir olmalidir. Fotomikrografik patoloji preparatlari ic
olceklericermelidir. Semboller, oklar ya da harfler fonla kontrast
olusturmalidir. Eger insan fotografi kullanilacaksa, ya bu kisiler
fotograftan taninmamalidir ya da yazil izin alinmahdir (Etik
béliimiine bakiniz).

Sekiller metinde gegis siralarina gore numaralandirilmalidir.
Eger onceden yaymlanmis bir sekil kullanilacaksa, yayin
hakkini elinde bulunduran bireyden izin alinmaldir. Toplum
alanindaki belgeler haric yazarliga ve yayincirya bakilmadan bu
izin gereklidir. Basilacak bolgeyi gosteren ek cizimler editoriin
isini kolaylastirir. Renkli sekiller editor gerekli gordiigiinde ya
da sadece yazar ek masrafi karsilarsa basilir.

Sekillerin Dipnotlar:

Ayr bir sayfadan baglayarak sekiller icin tablo basliklar1 ve
dipnotlan tek aralikli olarak ve Arap sayilar ile hangi sekle
kars1 geldikleri belirtilerek yazilmalidir. Semboller, oklar, sayilar
ya da harfler seklin pargalarini belirtmek icin kullanildiginda,
dipnotlarda her biri acikca tanimlanmalidir. Fotomikrografik
patoloji preparatlarinda i¢ oOlcek ve boyama teknigi
aciklanmahdir.

Olciim Birimleri

Uzunluk, agirlik ve hacim birimleri metrik (metre, kilogram,
litre) sistemde ve bunlarin onlu katlar seklinde rapor
edilmelidir. Sicakliklar Celsius derecesi, kan basinci milimetre
civa cinsinden olmaldir. Ol¢ii birimlerinde hem lokal hem
de Uluslararas1 Birim Sistemleri (International System of
Units, SI) kullanilmaldir. fla¢ konsantrasyonlar1 ya SI ya da
kiitle birimi olarak verilir, alternatif olarak parantez icinde de
verilebilir.

Kisaltmalar ve semboller sadece standart kisaltmalari kullanin,
standart olmayan kisaltmalar okuyucu icin ¢ok kafa karistirict
olabilir. Baslikta kisaltmadan kaginilmalidir. Standart bir 6l¢tim
birimi olmadik¢a kisaltmalarin uzun hali ilk kullanilislarinda
acik, kisaltilmis hali parantez icinde verilmelidir.

Tesekkiir(ler)
Yazinin sonunda kaynaklardan 6nce yer verilir. Bu béliimde

kisisel, teknik ve materyal yardimi gibi nedenlerle yapilacak
tesekkiir ifadeleri yer alir.

Kelime Sayis1 Sinirlandirmasi

Tiirkge ve Ingilizce 6zler en fazla 500 kelime olmalidir. Orijinal
makaleler ve derleme yazilarinda ©zel bir kelime sayisi
siirlandirmasi yoktur. Olgu Sunumlar1 Oz hari¢ 1000 kelime
ile smirlandirilmali ve en az sayida sekil, tablo ve kaynak
icermelidir. Editére mektuplar (en fazla 1000 kelime, tablosuz ve
sekilsiz) olmali ve mektup, tiim yazarlar tarafindan imzalanmis
olmalidir. Bagcilar Tip Biilteni'nde yayinlanmis olan bir yazi
ile ilgili elestiri ya da degerlendirme niteligindeki mektuplar
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sozil edilen yazinin yaymlanmasindan sonraki 12 hafta icinde
alinmis olmalidur.

Makale Hazirhig :

“Bagcilar Tip Biilteni”, Tip Dergilerinde Bilimsel Calismalarin
Yirtitiilmesi, Raporlanmasi, Diizenlenmesi ve Yayinlanmasina
iliskin yonergeleri takip eder ” (Uluslararas1 Tip Dergisi Editorleri
Komitesi - http://www.icmje.org/). Makalenin sunulmasi
tizerine, yazarlar deneme/arastirma tiiriinii belirtmeli ve uygun
oldugunda asagidaki kurallarin kontrol listesini saglamalidir:

Randomize caligmalar icin CONSORT agiklamasi (CONSORT
Grubu icin Moher D, Schultz KE Altman D. CONSORT beyant
paralel grup randomize caligmalarin raporlarinin kalitesini
iyilestirmek icin 6nerileri gozden gegcirdi. JAMA 2001; 285: 1987-
91) (http: //www.consort-statement.org /),

Sistematik gozden gecirmeler ve meta-analizler i¢in tercih
edilen raporlama maddeleri icin PRISMA (Moher D, Liberati A,
Tetzlaff J, Altman DG, PRISMA Grubu. Sistematik incelemeler
ve Meta-Analizler icin Tercih Edilen Raporlama Maddeleri:
PRISMA Beyani. PLoS Med 2009; 6 ( 7): €1000097.) (Http://
www.prisma-statement.org /),

Tanisal dogruluk calismalarinin raporlanmas: icin STARD
kontrol listesi (Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA,
Glasziou PP, Irwig LM, vd, STARD Grubu i¢in. Teshis dogrulugu
calismalarinin eksiksiz ve dogru raporlanmasma yonelik:
STARD girisimi, Ann Intern Med 2003; 138: 40-4.) (http://www.
stard-statement.org /),

STROBE gozlemsel calisma raporlarinda yer almasi gereken
maddelerin kontrol listesi (http://www.strobe-statement.org /),
Gozlemsel calismalarin meta-analizi ve sistemik incelemeleri
icin MOOSE yonergeleri (Stroup DE Berlin JA, Morton SC,
vd.) Epidemiyolojideki gozlemsel ¢alismalarin meta-analizi:
Epidemiyoloji (MOOSE) grubundaki g6zlemsel calismalarin
Meta-analizini bildirme 6nerisi JAMA 2000; 283: 2008-12).
CARE kurallari, vaka raporlarinin dogrulugunu, seffafligini
ve kullanishhgmi artirmak igin tasarlanmistir. (Gagnier JJ,
Kienle G, Altman DG, Moher D, Sox H, Riley D; CARE Grubu.
CARE Yonergeleri: Konsenstiis Tabanlh Klinik Vaka Raporlama
Rehberinin Gelistirilmesi.) (Http://www.care-statement.org /

Kaynaklar
Kaynaklarla ilgili Genel Konular

Gozden gecirme vyazilart okuyucular icin bir konudaki
kaynaklara ulagsmayi kolaylastiran bir arag olsa da, her zaman
orijinal calismay1 dogru olarak yansitmaz. Bu ylizden miimkiin
oldugunca yazarlar orijinal caligmalar1 kaynak gostermelidir.
Ote yandan, bir konuda ¢ok fazla sayida orijinal ¢alismanin
kaynak gosterilmesi yer israfina neden olabilir. Birka¢ anahtar
orijinal ¢alismanin kaynak gosterilmesi genelde uzun listelerle
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ayni isi goriir. Ayrica gilinlimiizde kaynaklar elektronik
versiyonlara eklenebilmekte ve okuyucular elektronik literatiir
taramalariyla yayinlara kolaylikla ulasabilmektedir.

Ozler kaynak olarak gosterilmemelidir. Kabul edilmis
ancak yayinlanmamis makalelere atiflar “basimda” ya da
“cikacak” seklinde verilmelidir; yazarlar bu makaleleri kaynak
gosterebilmek icin yazili izin almalidir ve makalelerin basimda
oldugunu ispat edebilmelidir. Gonderilmis ancak yayina kabul
edilmemis makaleler, “yayinlanmamis goézlemler” olarak
gosterilmeli ve kaynak yazili izinle kullanilmalidir. Genel
bir kaynaktan elde edilemeyecek temel bir konu olmadik¢a
“kisisel iletisimlere” atifta bulunulmamalidir. Eger atifta
bulunulursa parantez icinde iletisim kurulan kisinin adi ve
iletisimin tarihi belirtilmelidir. Bilimsel makaleler icin yazarlar
bu kaynaktan yazili izin ve iletisimin dogrulugunu gosterir
belge almalidir.

Referans Stili ve Format1

Tek tip kurallar esas olarak National Library of Medicine,
tarafindan uyarlanmis olan bir ANSI standart stilini kabul
etmistir. Kaynak atifta bulunma 6rnekleri icin yazarlar www.
nlm.nih.gov/bsd/uniform_requirements.html sitesine
bagvurabilirler. Dergi isimleri National Library of Medicine
kaynaginda yer alan sekilleriyle kisaltilmalidir. Kaynaklar
yazinin sonunda (Kaynaklar/References) bashg altinda
metindeki gecis sirasina gore numaralandirilip dizilmelidir.
Metin icinde ise parantez iginde belirtilmelidir. Kaynaklarin
listesiyle metin icinde yer alis siras1 arasinda bir uyumsuzluk
bulunmamalidir.

Kaynaklar yazinin sonunda (Kaynaklar) bashg altinda
metindeki gecis sirasina gore numaralandirillip dizilmelidir.
Metin icinde ise () seklinde parantez icinde referans numarasi
belirtilmelidir. Kaynaklarin listesiyle metin i¢inde yer alis sirasi
arasinda bir uyumsuzluk bulunmamaldir.

Kaynaklarin dogrulugundan yazar(lar) sorumludur. Tiim
kaynaklar metinde belirtilmelidir. Kaynaklar asagidaki
orneklerdeki gibi gosterilmelidir. Alt1 yazardan fazla yazarn
olan ¢alismalarda ilk alt1 yazar belirtilmeli, sonrasinda “ve
ark.” ya da “et al.” ibaresi kullanilmaldir. Kaynak dergi
adlarinin  kisaltilmas1 National Library of Medicine’de
belirtilen kisaltmalara (https://www.ncbi.nlm.nih.gov/
nlmcatalog/journals) uygun olmaldir. National Library
of Medicine’da indekslenmeyen bir dergi kisaltilmadan
yazilmalidir.

Kaynaklar icin 6rnekler asagida belirtilmistir:
1. Dergilerdeki makaleler icin 6rnekler:

MEDLINE’da yer alan ve kisaltmasit MEDLINE’a gore yapilan
dergi makalesi icin: Crow SJ, Peterson CB, Swanson SA,
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Raymond NC, Specker S, Eckert ED, et al. Increased mortality
in bulimia nervosa and other eating disorders. Am J Psychiatry
2009;166(12):1342-1346.

MEDLINE’da yer almayan ve kisaltmasi olmayan dergi makalesi
icin: Sevinger GM, Konuk N. Emotional eating. Journal of Mood
Disorders 2013;3(4):171-178.

2. Ek say1icin:

MEDLINE’da yer alan ve kisaltmast MEDLINE’a gore yapilan
dergi makalesi icin: Sharan P, Sundar AS. Eating disorders in
women. Indian ] Psychiatry 2015:57(Suppl 2):286-295.
MEDLINE’da yer almayan ve kisaltmasi olmayan dergi makalesi
icin: Maner E Yeme bozukluklarinin tedavisi. Anadolu Psikiyatri
Dergisi 2009;10(Ek 1):55-56.

3. Baskidaki makale icin:

Cossrow N, Pawaskar M, Witt EA, Ming EE, Victor TW, Herman
BK, et al. Estimating the prevalence of binge eating disorder in
a community sample from the United States: comparing DSM-
IV-TR and DSM-5 criteria. J Clin Psychiatry, 2016. (in press).

4. Kitaptan alintilar:

Tek yazarh kitaptan alint1 icin:

McKnight TL. Obesity Management in Family Practice. 1st ed.,
New York:Springer, 2005:47-51.

Kitaptan bir béliim icin, editor(ler) varsa:

Jebb S, Wells J. Measuring body composition in adults and
children. In Clinical Obesity in Adults and Children, Copelman
P, Caterson I, Dietz W (editors). 1st ed., London: Blackwell
Publishing, 2005:12-18.

Editorler ayni zamanda kitabin icindeki metin ya da
metinlerin yazari ise: Once alinan metin ve takiben kitabin
ismi yine kelimeler biiyiik harfle baslatilarak yazilir.

Eckel RH (editor). Treatment of obesity with drugs in the new
millennium. In Obesity Mechanisms and Clinical Management.
Ist ed., Philadelphia: Lippincott Williams & Wilkins, 2003:449-476.
Ceviri Kitaptan Alint1 icin:

McGuffin B Owen M]J, Gottsman II. Psikiyatri Genetigi ve
Genomigi. Abay E, Gorgiilii Y (translation editors) Ist ed.,
Istanbul: Nobel Tip Kitabevleri, 2009:303-341.

5. Tezden alint1 icin:

Keceli E Yeme bozuklugu hastalarinda obsesif kompulsif
bozukluk ve kisilik bozuklugu. Thesis, T.C. Saghk Bakanhgi
Bakirkdy Prof. Dr. Mazhar Osman Ruh Saglig ve Sinir
Hastaliklar Egitim ve Arastirma Hastanesi, Istanbul:2006.

6. Kongre bildirileri icin:

Akbag Oncel D, Akdemir A. Universite dgrencilerinde diyet,
beden algis1 ve kendilik algis1 arasindaki iliskiler. 47. Ulusal

Psikiyatri Kongresi Ozet Kitabi, 26-30 Ekim 2011, Antalya,
2011:102.

7. Online Makale:

Kaul S, Diamond GA. Good enough: a primer on the analysis
and interpretation of noninferiority trials. Ann Intern Med
[Internet]. 4 Temmuz 2006 [Atif tarihi:4 Ocak 2007];145(1):62-9.
Erisim adresi:http://www.annals.org/cgi/reprint/145/1/62.pdf

Makalenin Dergiye Gonderilmesi

Cevrimici gonderim (online submission) ile birlikte Bagcilar
Tip Biilteni web sitesinin (www.ijfed.org) ilgili kistmlarindaki
talimatlara uyarak makale gonderilebilmekte, hakem siirecleri
de bu yolla yapilabilmektedir.

Makalelere eslik eden ve asagidaki bilgileri iceren bir kapak
mektubu olmalidir.

e Ayni ya da ¢ok benzer calismadan elde edilen raporlarin
daha o©nce yaymna gonderilip gonderilmedigi mutlaka
belirtilmelidir. Boyle bir c¢alismaya o6zgiil olarak atifta
bulunulmali ve ayrica yeni makalede de eskisine atifta
bulunulmalidir. Génderilen makaleye bu tip materyalin
kopyalar1 da eklenerek editore karar vermesinde yardimci
olunmalidir.

e Eger makalenin kendisinde ya da vyazar formunda
belirtilmemisse ¢ikar ¢atismasina neden olabilecek mali ya da
diger iliskileri belirten bir ifade olmalidir.

* Makalenin tiim yazarlar tarafindan okunup kabul edildigini,
onceden belirtilen sekilde yazarlik 6l¢titlerinin karsilandigini,
her yazarin makalenin diirtist bir ¢alismayr yansittigina
inandigin1 belirten bir ifade olmalidir. Mektup editore
yardimci olabilecek tiim diger bilgileri icermelidir. Eger
makale O6nceden baska bir dergiye gonderilmisse onceki
editoriin ve hakemlerin yorumlar1 ve yazarlarin bunlara
verdigi cevaplarin gonderilmesi faydahdir. Editér, 6nceki
yazismalarin goénderilmesini hakem siirecini dolayisiyla
yazinin  yayinlanma  stirecini  hizlandirabileceginden
istemektedir.

Yazarlarin makalelerini géndermeden o6nce bir eksiklik
olmadigindan emin olmalarini saglamak i¢in bir kontrol listesi
bulunmaktadir. Yazarlar derginin kontrol listesini kullanip
gonderilerini kontrol etmeli ve makaleleri ile birlikte bu formu
gondermelidirler.

SON KONTROL LIiSTESI

e Editore sunum sayfasi

- Makalenin kategorisi

- Baska bir dergiye gonderilmemis oldugu bilgisi

- Sponsor veya ticari bir firma ile iligkisi (varsa belirtiniz)
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Istatistik kontroliiniin yapildigi (aragtirma makaleleri i¢in)

- Ingilizce yoniinden kontroliiniin yapildig

e Telif Hakki Devir Formu

* Yazar Katki Formu

e ICMIJE Potansiyel Cikar Catismasi Beyan Formu

e Daha 6nce basilmis materyal (yazi-resim-tablo) kullanilmis
ise izin belgesi

e Insan 6gesi bulunan calismalarda “gere¢ ve yontemler”
boliimiinde Helsinki Deklarasyonu prensiplerine uygunluk,
kendi kurumlarindan alinan etik kurul onayinin ve hastalardan
“bilgilendirilmis olur (r1za)” alindiginin belirtilmesi

e Hayvan 0gesi kullanilmis ise “gere¢ ve yontemler”
boliimiinde “Guide for the Care and Use of Laboratory Animals”
prensiplerine uygunlugunun belirtilmesi
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* Kapak sayfasi
- Makalenin Tiirkce ve Ingilizce baghg (tercihen birer satir)
- Yazarlar ve kurumlari

- Tim yazarlarin yazisma adresi, is telefonu, faks numarasi,
GSM, e-posta adresleri

e Ozler (400-500 kelime) (Tiirkge ve Ingilizce)

¢ Anahtar Kelimeler: 3-10 aras1 (Tiirkce ve ingilizce)
¢ Tam metin makale

o Tesekkiir

» Kaynaklar

 Tablolar-Resimler, Sekiller
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Spinal Metastasis as Presenting Feature of
Follicular Type Thyroid Carcinoma: A Case Report
and Review of the Literature

Spinal Metastazla Belirti Veren Follikiiler Tip Tiroid Karsinomu:

Olgu Sunumu ve Literatiir Taramasi

® Azmi Tufan!, @ Burak Eren!, @ Abdurrahim Tas!, ® Neslihan Berker2, @ Ozgiir Yusuf Aktas!,
® ilker Giileg!, ® Mustafa Safi Vatansever!, @ Murat Karacan!, @ Giinay Vahaboval,

@ Feyza Karagoz Giizey!

IUniversity of Health Sciences, istanbul Bagcilar Training and Research Hospital, Clinic of Neurosurgery, Istanbul
2University of Health Sciences, Istanbul Bagcilar Training and Research Hospital, Clinic of Pathology, Istanbul

Objective: Follicular type thyroid carcinoma (FTC) rarely presented with
spinal metastasis. We aimed to report such a case and to review the
literature.

Method: A 45 year old male with L2 metastasis of FTC was reported, and
other 26 cases were found in literature. Characteristics of the patients and
tumors were evaluated.

Results: Total 27 patients were 55.2+15 years of age, and male/
female ratio was 12/15. Nineteen patients had paresis of extremities, 9
of them could not mobilize on admission. Total resection of the spinal
tumor had been performed in 14 cases and subtotal resection in 5.
Radioactive iodine treatment had been added in 20 cases with or without
other adjuvant treatment. Twenty-three patients had been followed for
43.7£53.2 months. Only four of them died 214, 66, 36 and 7 months after
their presentations. Out of other 19 cases, 13 had been neurologically
normal. Type of surgery (total resection versus others) the only factor
affecting outcome. In the patients treated with total resection, outcome
had been statistically better.

Conclusion: Spinal metastasis as initial finding is very rare in the patients
with FTC. However, prognosis is quite well with total tumor resection and
adjuvant treatment. This cancer type must be kept in mind for differential
diagnosis and must be screened in the patients with spinal tumors.

Keywords: Differentiated thyroid carcinoma, follicular type thyroid
carcinoma, spinal metastasis, spinal tumor

Amag: Follikiler tip tiroid karsinomu (FTK) nadiren spinal metastazla
belirti verir. Boyle bir olgu sunmayi ve bu konuda literatlir taramayi
amacladik.

Yontem: Lomber 2 spinal metastazla belirti veren 45 yasinda erkek FTK
olgusu sunuldu ve literatlirde benzer 26 olgu bulundu. Tim olgularin
ozellikleri degerlendirildi.

Bulgular: Toplam 27 olgu 55,2415 yasindaydi (35-88 arasinda, ortalama
+ SS) ve erkek/kadin orani 12/15 idi. Bagvuruda 19 olguda kol ve/veya
bacaklarda glgsuzlik vardi ve 9'u mobilize olamiyordu. Spinal timor
14 olguda total, 5 olguda subtotal gikarildi. Yirmi olguya radyoaktif iyot
tedavisi eklendi. Olgularin 23U 3-214 ay (43,7£53,2, ortalama + SS)
sureyle izlenmisti, sadece 4 olgu basvurudan 214, 66, 36 ve 7 ay sonra
olmustl. Halen sag olan 19 olgunun 13U norolojik olarak normaldi.
Uygulanan cerrahi tipi (total c¢ikarmaya karsilik diger cerrahi tipleri)
son durumu etkileyen tek faktor olarak saptandi. Timori total gikarilan
hastalarda sondurum anlamli olarak daha iyiydi.

Sonug: Follikiiler tip tiroid karsinomunun spinal metastazla belirti
vermesi ¢ok nadirdir. Ancak total timor gikarilmasi ve adjuvan tedaviyle
prognoz iyidir. Spinal timorli hastalarda bu kanser tipi de ayrici tanida
akilda tutulmali ve tarama testleri yapilmalidir.

Anahtar kelimeler: Diferansiye tiroid karsinomu, follikiler tip tiroid
karsinomu, spinal metastaz, spinal tumor
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Introduction

Differentiated thyroid cancers (DTC) contain papillary,
follicular and Hurthle cell types. Follicular type thyroid
cancer (FTC) is the second most frequent type of DTCs,
and it is more inclined to metastasize to the bone than
papillary type (1). This characteristic is probably due to
that FTC usually spreads via blood, however, papillary
type prefers lymphatic route for dissemination (2). There
is bone involvement in 7-12% of the cases with FTC (3),
and the most frequently involved region is spinal column
(4). However, most of the spinal metastases occur in the
late stage of the disease, and presentation of the disease
with spinal metastasis is extremely rare during initial
diagnosis.

We presented such a rare case who was admitted with
lumbar spinal metastasis, and thyroid cancer was
diagnosed after pathological evaluation of the spinal tumor.
Also we reviewed the literature for presentation with spinal
metastasis of FTC, and we evaluated the characteristics of
the cases that we found.

Case Report

A 45 year-old male was admitted to our outpatient clinic
with complaints of low back and severe left leg pain and
numbness of left leg for 5 months. There was hypoesthesia
on left L1 and L2 dermatomes on his physical examination.
Muscle strength was full. Radiological examinations
revealed an L2 vertebral body tumor. On lumbar
computerized tomography (CT) examination, an osteolytic
heterogeneous tumor involving left half of the L2 vertebral
body extending into the left paravertebral muscles and into
the left L1-2 and L2-3 neural foramens was seen (Figure
1). On lumbar magnetic resonance imaging (MRI), it was
hypointense on T1-weighted images, and heterogeneous
hypo- and hyperintense on T2-weighted images
(Figure 2). The lesion was hypermethabolic on positron
emission tomography (PET) CT, and there were also a
hypermethabolic enhancement in the left thyroid lobe and
mildly hypermethabolic bilateral multiple cervical lymph
nodes.

Alumbar biopsy was performed and a carcinoma consistent
with FTC was diagnosed (Figure 3a). It was decided to
perform tumor resection and stabilization for lumbar
tumor first because there was severe leg pain of the patient
and instability of the lumbar spine, and also the tumor was
the sole metastasis on the PET-CT. Total tumor resection
and stabilization with interbody cage insertion and pedicle
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screw fixation was performed via posterior approach
(Figure 4). There was not residual tumor on postoperative
MRI

Immunohistochemical investigations revealed that the
tumor cells were positive for thyroglobuline, thyroid
transcription factor 1 (TTF-1), Hector Battifora mesothelial
cells 1 (HBME-1) and cytokeratin-19 (CK-19), and negative
for calcitonin (Figure 3b-f). These findings verified the
diagnosis of DTC.

Total thyroidectomy was performed by endocrine surgery

team 10 days after our lumbar operation, and pathological

Figure 1. Sagittal and axial sections of the lumbar
vertebral computerized tomography demonstrating lytic
L2 vertebral tumor extending into the left paravertebral
region and neural foramens

Figure 2. Sagittal and axial sections of the T2-wieghted
lumbar spinal magnetic resonance imaging demonstrating
heterogeneous hypo- and hyperintense tumor in the L2
vertebral body compressing the nerve roots
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examination revealed follicular type carcinoma. He was
treated withiodine 131 ablation. His follow-up examinations
were uneventful, and there was not recurrence or new
metastasis 2 years later.

Material and Methods

Review of the literature: we reviewed the literature for spinal
metastasis as presenting feature of FTC from Medline and
Google Scholar. We found 28 such cases. However 2 cases
were not introduced into the study because there was not
adequate data in the articles (5,6). The characteristics of
total 27 cases including our one were evaluated (1,2,4,7-24)
(Table 1). Demographic characteristics, levels and numbers
of the spinal metastases, neurological conditions, other
metastases, treatment modalities, follow-up time, and
outcome of the cases were recorded.

Outcome was accepted as good if the patient was
neurologically normal or could mobilize without external
support, and it was accepted as poor if the patient could not
mobilize without support or was dead.

Statistical Analysis

For statistical analysis, chi-square test, Fisher exact test,
and Student’s t-tests were used, and p<0.05 was accepted
as significant.

Figure 3. a) Spinal metastasis of the thyroid

Results

The patients were 55.2+15 years of age (mean + SD, between
35 and 88), and male/female ratio was 12/15. The most
involved levels were thoracic and thoracolumbar segments.
The involved vertebral levels in the patients were shown in
the Table 2.

The lesion was intradural extramedullary (IDEM) in one
case (20), and vertebral and/or epidural in the others.
The IDEM tumor extended beyond 2 lumbar levels. In
the others, only one vertebra was involved in 11 patients,
2 adjacent vertebrae in 5, and 3 adjacent vertebrae in 7
were involved. Most of the patients had solitary vertebral
metastases or multiple adjacent levels involvement. In

Figure 4. Lateral lumbar radiograph and sagittal and axial
lumbar computerized tomography demonstrating total
tumor resection and spinal stabilization with interbody
cage and pedicle screws

% N . LA N b

matoxylin-eosin (HE) x10. The arrow indicated the tumor cells

with colloidal appearance. b) Thyroglobuline (anti-Tg antibody, x10), ¢) TTF-1 (anti-TTF-1 antibody, x20), d) HBME-1 (anti-
HBME-1 antibody, x40), and e) CK-19 (anti-CK-19 antibody, x20) positivity, and f) calcitonin negativity
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Table 1: Characteristics of the patients and tumors

No Literature Age/ Level Neurologic Other Surgery Thyroid Other FU Outcome
gender Finding metastases surgery treatment (mos)
1 Akhtar (7) 52/M L4-5 Paraparesis 4/5  Rib TR/St TT RAI 12 Good (ASIA E)
2 Baiao (8) 84/F T7-8-9 Paraparesis 0/5 No B TT RAI 6 Poor (ASIA B)
3 Carhill (1) 49/F S1 Pain llium, multiple B TT RAI 43 Good (ASIA E)
lung and liver
4 Chafiki (9) 81/F L4-5-S1  Paraparesis 0/5 No B TT RAI NM NM
Chander (4) 57/F L3 Right leg NM TR/St NM RAI 61 Good (KPS 80)
weakness
6 Dong (10) 48/F C2-3 Paresis of both C5, L1, S1, D TT RAI 52 Good (ASIAE)
arms
7 Khan (11) 35/F T11-12-L1 Paraparesis 1/5 NM D NTT RAI 6 Good (ASIA E)
8 Kim (12) 72/M L4 Right big toe DF  No TR TT RAI 15 Good (ASIA E)
weakness
9 McNeely (2) 88/F T8-9-10  Paraparesis 3/5  Multiplelung B No RT/TSH NM Poor (could not
nodules walking)
10 Ogbodo (13) 79/F L1-2 Right leg Multiple lung TR No RT 6 Good (ASIA E)
IDEM weakness 3/5 nodules
1 Okutan (14) 33/F L3 Paraparesis 4/5 No TR/St TT RAI NM NM
12 Sandu (15) 50/F ™ Pain Multiple lung  D/St TT RAI 45 Good (ASIA E)
nodules, L3,
ilium, femur
13 Sharma (16) 39/M S1-2-3 Urinary No B TT RT/RAI 12 Good
incontinence
14 Sharma (16) 35/F T2-3 Paraparesis NM  No D TT RT/RAI 6 NM
15 Shibuya (17) 67/F L4 Pain No B, D/St TT RT/RAI 66 Died/lung
(2yrs), D/St metastases
(5yrs)
16 Toshkezi (18)  55/M T4-5-6 Paraparesis 4/5 No TR NTT RAI 36 Good (ASIA E)
17 Upreti (19) 55/F C1-2 Tetraparesis NM D/St TT RAI 3 Poor (could not
0-2/5 walking)
18 Hakeem (20) 58/M L2 Paraparesis 4/5 No TR/St TT RT/RAI 36 Good (ASIA E)
19 Hakeem (20) 50/M T1-T2 Pain No TR/St TT RT/RAI 36 Died/systemic
metastases
20 Matsumoto 48/M T8 Paraparesis 4/5 No TR/St NM NM 156 Good (ASIA E)
(21)
21 Matsumoto 42/M T8-9-10  Paraparesis 3/5 No TR/St NM NM 125 Good (ASIA D)
(21)
22 Scarrow (22) 50/M C6 Pain No TR TT RAI NM NM
23 Goldberg (23) 65/F Cc2 Paresthesia on No TR NTT RAI 28 Good (ASIAE)
one hand
24 Goldberg (23) 43/F BN Paraparesis No Biopsy STT RT 7 Ex
25 Brodner (24)  57/M T5-6 Paraparesis No TR TT RAI 12 Good (ASIA D)
26 Brodner (24)  56/M L2, C6 Paraparesis No No TT RAI 214 Ex due to
leukemia
27 Our patient 45/M L2 Pain No TR/St TT RAI 24 Good (ASIA E)

ASIA: American spinal cord injury association, D: Decompression, IDEM: Intradural extramedullary, NM: Not mentioned, KPS: Karnofsky performance score, NTT: Near total
thyroidectomy, RAI: Radioactive iodine, St: Stabilization, STT: Subtotal thyroidectomy, TR: Total resection, TT: Total thyroidectomy
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only 3 patients, there was multiple non-adjacent vertebral
levels involvement. There were 5 patients with other bony
metastases and/or systemic metastases such as lung or
liver.

Nineteen patients were presented with paresis of arms
and/or legs (9 of them could not mobilize without support),
one with urinary incontinence and other 7 with back, neck,
arm, or leg pain.

Various surgical modalities were performed in the
patients. They could be classified as biopsy (in 7 cases),
decompression with subtotal resection of the tumor (with
or without stabilization, in 5 cases), and total resection of
the tumor (with or without stabilization, in 14 cases). Any
surgical procedure was not performed in one patient. Spinal
stabilization was performed in total 10 patients during first
surgery. In one patient in whom biopsy was performed
first, subtotal resection and stabilization was performed in
2 times, 2 and 5 years after first biopsy.

Total or near total thyroidectomy was performed in 21
patients and subtotal thyroidectomy in one patient after
spinal operation. Thyroid resection was not performed
in 1 case and it was not mentioned in the article in 4. In 2
cases, adjuvant treatment modalities were not mentioned
in the articles, only radioactive iodine treatment (RAI) was
performed in 17 cases, only radiotherapy (RT) for spinal
lesions in 3 cases, and RAI and RT in combination in 5 cases.

The follow-up time was not mentioned in the articles in 4
cases. Other 23 cases were followed during 3 to 214 months
(43.7453.2, mean + SD). Outcome was not mentioned for 3
patients. Three cases died due to systemic metastases of the
disease 66, 36 and 7 months after their spinal surgeries, and
one case died due to leukemia 214 months after diagnosis
of the thyroid cancer. This last case was neurologically
normal without systemic disease until development of
his second neoplastic disease. Out of other 19 cases, 15
had good outcome with good neurological condition and
without systemic disease (12 of them were neurologically
normal), 3 cases had severe neurological deficits, and one
case alive with systemic disease, but neurologically normal.
Some patients who were severe neurological deficits before
operation were neurologically normal on last follow-up
(11,13,21).

Presence of other distant metastases did not affect the
last outcome (p=0.51). However, the type of the spinal
surgery was found as an important factor on last outcome
of the patient. The rate of good outcome was statistically
higher in the patients performed total resection of the
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spinal metastasis than to be in the patients with only
decompression or biopsy or without any surgical modality
(p=0.027).

Discussion

Follicular type thyroid cancers constitute 15% of the DTCs
(1). They are well-differentiated tumors and have good
outcome when they are compared with other cancers.
However, bony metastasis is not rare in the cases with FTC
(2). Rate of bony metastasis of FTC was reported as 7 to
20% and the rate of spinal metastasis as 1 to 7% (7,25). This
characteristic is probably due to spreading ability via blood
of FTC in contrary to the lymphatic spreading tendency
of the papillary thyroid cancer (1,2). FTC may synthesize
some substrates providing attachment to bone matrix and
promoting to bone reabsorbtion (1).

The FTC usually presents as tyhroid nodules. Presentation
with distant metastases is quite rare, and it was reported
in 1.9% to 11% of the cases with FTC (6,26). Presentation
with spinal cord compression due to spinal metastases is
extremely rare. Pomorski and Bartos (6) reported only one
case out of 309 FTC cases. We could only find 26 cases in
literature and we added our case. In the series reported by
Marcoccietal. (25), there were 18 patients whose presenting
symptoms were related to bony metastases, however, it
was not mentioned that how much of them were spinal
metastases.

Survival of the DTCs is very long. It was reported that 10 year
survival rate was about 80-95%. However presence of bony
distant metastases caused to decrease of this rate (12). Shaha
et al. (26) reported that long-term survival in the cases with
distant metastasis during initial presentation was quite high
as 44%. On the other hand, in spite of this long survival trend,
presence of spinal metastases causes to reduce quality of life
due to severe pain and/or neurological deficits (27). Coleman
(28) reported in a retrospective study that spinal metastases
of the DTCs more frequently cause spinal cord compression
than other spinal metastases. Most of the cases reviewed in
our study had neurological deficits and 10 of them could
not mobilize on their admissions, and the patients without
deficits had severe pain due to spinal metastases.

Reeve et al. (29) reported in a series consisting 258 cases
with DTCs that age and gender were the most important
factors affecting long-term outcome, and older patients
(<60 years) and males had significantly shorter survival. In
our review, we could not perform survival analysis because
most of the cases were still alive on their last follow-up.
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However, both age and gender of the cases did not affect
the rate of good outcome.

Total resection of the spinal metastases of the DTCs is
usually recommended because of their resistance to
radiotherapy. Furthermore, spinal metastases of the DTCs
are usually isolated metastases (27). In our review, also,
there were associated other bony or systemic metastases
in only 5 cases. Demura et al. (5) reported in a study
evaluating the results of total en bloc spondylectomy for
spinal metastases of thyroid carcinoma that there was no
significant difference between the rate of long survival
after total spondylectomy and debulking surgery, however,
the rate of local recurrence was significantly higher in
the cases treated with debulking surgery than the cases
treated with total spondylectomy. In our review, the rate
of good outcome was significantly higher in the patients
whose spinal metastases were totally resected. However,
in our study, the term of “total resection” was not similar
to “total en bloc spondylectomy” in the study by Demura
et al. (5) We classified total tumor resection only without
total spondylectomy also as total resection. Response to
RAI of DTC is very well, and the guidelines recommended
adding this treatment modality to high risk group patients
such as the ones with distant metastases (30). To add RAI
into the treatment protocol may provide to take away the
mandatory of total en bloc resection of the vertebrae with
metastases.

Embolization of the spinal metastasis of DTCs before
operation may be a smart choice because of tendency
of these tumors to profuse bleeding (4). Sellin et al. (31)
reported in a study evaluating the factors affecting survival
of the patients with spinal metastases of thyroid carcinoma
that preoperative emboliation was significantly associated
with fewer complications. However, in the patients whose
spinal metastases are the initial presentation, this choice
can usually not be performed because the primary tumor
is not known yet. In the patients presented with only
pain without paresis, spinal biopsy may be performed
and histological diagnosis can be provided before
operation. However, emergency decompression may be
required in some patients because of spinal cord or cauda
compression, and there may not be adequate time for
biopsy or embolization.

The Guideline of American Thyroid Association (ATA)
reported in 2016 recommended resection of the lesion,
stereotactic radiation treatment (RT) and RAI for treatment
of central nervous system metastases of the DTCs (32). In
our review, only 8 patients had received RT, therefore, we

could not evaluate its efficacy on last outcome. Bernier et
al. (33) recommended to perform total resection of bony
metastases and RAI treatment instead of RT in the young
patients (<45 years) with bony metastases of the FTC.

Biochemical thyroid functional tests are usually in normal
levels in the patients with thyroid cancers (13), therefore,
routine tests usually do not provide diagnosis of thyroid
cancer in the cases with spinal tumors, and some imaging
tests such as thyroid ultrasonography are required during
primary site screening. In the cases with cervical spinal
tumors, cervical MRI can provide diagnosis of the primary
thyroid tumors however most of the spinal metastases of
the DTCs are located in the thoracic and lumbar levels.
Therefore, if the more possible sites such as breast, lung
or prostate are negative in the screening tests, thyroid
screening with imaging modalities must certainly be added
to the screening protocol of the spinal tumors. PET is also
a very valuable method to show both primary site of the
cancer and metastases (34).

Survival of the patients with spinal metastases due to DTCs
is quite long. Sellin et al. (31) reported median 15.4 months
in 43 cases, and Bernier et al. (33) reported 4.1 years. We
could not evaluate the survival time of the patients in
our review because most of them was still alive on their
reported last follow up time. However, their follow up times
were quite long (43.7+53.2).

Conclusion

In conclusion, spinal metastasis as initial finding is very rare
in the patients with FTC. However, this diagnosis must be
kept in mind especially in the cases whose primary tumor
site could not be found with routine cancer screening, and
imaging modalities for thyroid must be added. Although
survival of the patients with spinal metastases of FTC is
significantly shorter than without spinal metastases, it
is very longer than the patients with spinal metastases
of other cancer types. Surgical resection of the spinal
metastases especially in the patients with spinal cord or
cauda equine compression, total/near total thyroidectomy
and RAI treatment may provide a long term disease free
survival to the patients.
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Objective: Nearly %10 of the discharged patients are readmitted
to intensive care unit (ICU) at the same hospital stay. Reduction of
readmission rates could be used as a hospital performance indicator. Our
aim is to analyse the reasons and results of readmissions of patients who
were discharged to a general ward from ICU in a two-year period.

Method: Readmissions of the patients who had been treated in our ICU
between the dates of 01.01.2015-3112.2016 were analysed retrospectively.
Demographic characteristics of patients, readmission rates, initial
admission indications and comorbidities, distribution of readmission
indications, timing of readmission after discharge, distribution of patients
in terms of mechanical ventilation need, discharge time of readmitted
patients at initial admission to ICU after weaning, readmission mortality
rates, Glasgow Coma Scale (GCS), APACHE-Il and SOFA scores
of patients at initial admission and readmission were analysed and
compared.

Results: 59 patients (3.55%) are readmitted to ICU after discharge
at the same hospital stay. When examining the departments where
the readmitted patients came from, it is seen that 19 patients (32.2%)
were readmitted to ICU from department of general surgery. 22 of
readmissions (37.29%) occurred within first 48 hours after discharge.
The most common reasons of readmissions are for postoperative
monitoring after revisional surgery (44.07%) and acute respiratory
failure (40.68%).

Conclusion: The patients who are discharged from ICU are at a high risk
of being readmitted to ICU (35). Readmission to ICU is associated with
higher mortality risk than the initial admission. The first step of reducing

Amag: Taburcu edilen hastalarin yaklagik %10’ u yatis suresi igerisinde
yeniden yogun bakim tinitesine (YBU) gitmektedir. YBU'ye yeniden yatis
oranlarindaki azalma, hastane performansinda bir kalite gostergesidir.
Bu calismadaki amacimiz, YBU'den hastane igine, iki yillik sire
icerisinde taburcu edilen hastalarin yeniden yatiglarinin nedenlerini ve
sonuglarini analiz etmektir.

Yontem: 01.01.2015-3112,2016 tarihleri arasinda hastanemiz YBU'de
tedavi edilen hastalarin tekrar yatiglari geriye donlk olarak incelendi.
Hastalarin demografik ozellikleri, tekrar yatis oranlari, hastalarin ilk yatis
endikasyonlari ve yandas hastaliklari, tekrar yatiglarin endikasyonlarina
gore dagilimi, tekrar yatigin taburculuk sonrasi ne zaman gergeklestigi,
mekanik ventilasyon ihtiyacina gore hastalarin dagilimi, tekrar yatisi olan
hastalarin birinci kabullerinde weaning sonrasi taburcu olma zaman,
tekrar yatiglardaki mortalite oranlar, hastalarin YBU'ye ilk ve tekrar
yatisindaki Glasgow Koma Skalasi (GCS), APACHE-II ve SOFA skorlari
incelenerek kiyaslandi.

Bulgular: YBU'den taburcu edilen ve hastaneden taburcu olmadan
tekrar yatigi yapilan hasta sayisi 59 olarak bulundu (%3,55). Hastalarin
tekrar geldikleri bolumler incelendiginde en fazla 19 (%32,2) hasta Genel
CerrahiKlinigi'ndendi. Tekrar kabul edilen hastalarin 22'si (%37,29) taburcu
edildikten sonraki ilk 48 saat iginde gergeklesti. Tekrar kabul edilen
hastalarin en sik nedenleri; revizyon cerrahisi sonrasinda postoperatif
monitorizasyon (%44,07) ve akut solunum vyetersizligi (%40,68) olarak
belirlendi.

Sonug: YBU'den taburcu edilen hastalar, tekrar YBU'ye kabul igin yliksek
risk altindadirlar. Yogun bakim Unitesine geri kabul, ilk kabulden g¢ok
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the rates of readmission to ICU process is to anticipate the patients who
would be readmitted to ICU priorly and improve service wards healthcare
quality.

Keywords: Readmission, intensive care unit, critical patient

daha yiiksek mortalite oranlan ile iligkilidir. YBU'ye geri kabul oranlarini
azaltmadaki onemli adim, onceden hastalari tanimak, tanimlamak ve
servis bakim dlzeylerini yUkseltmektir.

Anahtar kelimeler: Tekrar yatis, yogun bakim Unitesi, kritik hasta

Introduction

Readmission to intensive care unit (ICU) is frequently seen
in critically ill patients (1,2). Nearly %10 of patients who has
been discharged from ICU to a ward are being readmitted
to ICU at the same hospital stay (3). Readmission is a risky
condition; it is associated with increased mortality and
longer length of hospital stay (4, 5). Also the financial effects
of treatment are remarkable, costs gets higher (6). Decrease
in readmission rates to ICU is seen as a quality indicator
of a hospital performance (7). First step of lowering
readmission rates to ICU is to anticipate which patients
could be readmitted.

In this study, our aim is to analyze the reasons and results
of readmission to ICU of our hospital at a two year period.

Material and Methods

Readmissions of the patients who had been treated in
our ICU between the dates of 01.01.2015-31.12.2016 were
retrospectively analyzed by the approval University of
Health Sciences Istanbul Bagcilar Training and Research
Hospital Ethics Committee dated 27.12.2016 and numbered
2016/526.

Data of patients who were discharged to a general ward
from 20 bed ICU and readmitted back in the same hospital
stay were obtained from patient files and electronic patient
record system.

Demographic characteristics of patients, readmission
rates, initial admission indications and comorbidities,
distribution of readmission indications, timing of
readmission after discharge (within 48 hoursitis considered
as early readmission), distribution of patients in terms of
mechanical ventilation need, discharge time of readmitted
patients at initial admission to ICU after weaning,
readmission mortality rates, Glasgow Coma Scale (GCS),
APACHE-II ve SOFA scores of patients at initial admission
and readmission were analyzed and compared.

Comparative statistical analysis was performed with NCSS
(Number Cruncher Statistical System) 2007 Statistical

Software (Utah, USA). At analysis, descriptive statistical
methods (mean value, standard deviation and percentile
rank) were used as well as independent samples t-test for
the comparison of two-sample groups, paired samples
t-test for the comparison of repeated measures and chi-
square test for the comparison of qualitative data. We
considered p<0.05 as statistically significant.

Results

One thousand-nine hundred ninety seven patients
received treatment in our ICU during two years period. One
thousand-six hundred sixty four patients were discharged
(83.32%) and 353 patients died (17.68%) fifty-nine patients
(3.55%) were readmitted to ICU after discharge at the
same hospital stay (%3.55). Demographic characteristics
of patients are shown in Table 1. When examining the
departments where the readmitted patients came from, it is
seen that 19 patients (32.2%) were readmitted to ICU from
department of general surgery. Sixteen patients (27.12%)
were readmitted to ICU from department of neurosurgery
and 11 patients were readmitted to ICU from department
of orthopedics and traumatology (Table 2). Twenty-two

Table 1: Demographic data of the patient: readmitted after

intensive care unit discharged

n=59
Age (year) 61.22%+18.80
Gender (M/F) 39/20
Height (cm) 162.75+9.26
Weight (kg) 73.22+7.86
Indication for ICU 43 (72.88%) Postoperative monitoring
admission

5 (8.47%) Polytrauma

5 (8.47%) Cerebrovascular diseases
4 (6.78%) Acute respiratory failure
1(%) Arrhythmia

1 (%) Sepsis

26 (44.07%) Postoperative monitoring
24 (40.68%) Acute respiratory failure
6 (1016%) Sepsis

3 (5.08%) Shock

M: Male, F: Female, ICU: Intensive care unit

Indication for ICU
readmission

"



Ongel Gayoren et al.
Evaluation of Readmitted Patients After Intensive Care Unit Discharge

Bagcilar Medical Bulletin,
Volume 4, Number 1, March 2019

patients’ readmission (37.29%) occurred within first 48
hours and 37 patients’ readmission (62.71%) occurred after
the first 48 hours. Twenty-one (35.59%) of 59 readmitted
patients died, 38 (64.41%) of them were discharged.

Mean length of stay was 6.58+7.44 days for the living
patients and 17.29+15.12 days for dead patients. Second
length of ICU stay of dead patients was longer than
living patients (p=0.002). When readmitted patients were
evaluated, mean initial length of stay was 5.89+10.59 days
for living patients and 6.19+10.56 days for dead patients
(p=0.878).

Mean length of ICU stay was 6+10.49 days at initial
admission and 10.39+11.87 days at readmission. Mean
length of ICU stay was longer at readmission than the initial
admission (p=0.001).

Glasgow coma scale (GCS), APACHE-II ve SOFA scores
of patients at initial admission and readmission were
analyzed. Mean GCS score was 13.32+2.58 at initial
admission and 11.88+3.29 at readmission. Mean GCS
score was lower at readmission than the initial admission
(p=0.005). Mean APACHE-II score was 11.46+4.60 at initial
admission and 15.47+6.15 at readmission. Mean APACHE-
II score was higher at readmission than the initial
admission (p=0.0001). Mean SOFA score was 1.59+1.48
at initial admission and 2.66 + 2.05 at readmission. Mean
SOFA score was higher at readmission than the initial
admission (p=0.001) (Table 3).

Discussion

Readmission to ICU within 48 hours after discharge is used
as an important quality indicator by Society of Critical Care
Medicine (8).

In our study, 59 patients have been readmitted to ICU
during the same hospitalization (3.55%). There is a wide

Table 2: Distribution of patients with readmission by their

clinic
Readmission to ICU from which clinic Patients (n=59) %

General surgery clinic 19 32.20
Neurosurgery clinic 16 2712
Orthopaedics and traumatology clinic 1 18.64
Urology clinic 7 11.86
Internal medicine clinic 3 5.08
Obstetrics and gynaecology clinic 1 1.69

Plastic, reconstructive and

aesthetic surgery clinic ! 169

Ear, nose and throat clinic 1 1.69

ICU: Intensive care unit

12

Table 3: Comparison of invasive mechanical ventilation

support, GCS, APACHE Il Score, SOFA score and length of
ICU stay between first admission and readmission

First Readmission p
admission
Invasive mechanical 35.60% 62.71% <0.05
ventilation support (%)
GCS 13.32+2.58 11.88+3.29 <0.05
APACHE Il Score 11.461+4.60 15.47£6.15 <0.05
SOFA Score 1.59+1.48 2.66%+2.05 <0.05
Length of ICU stay (day) 6.00+10.49  10.39%11.87 <0.05

GCS: Glasgow coma scale/score, APACHE: Acute physiology and chronic health
evaluation, SOFA: Sequential organ failure assessment, ICU: Intensive care unit

range of readmission rates (5-17.5%) in various studies
(1,2). Readmission rate was 9.6% in a study by Jo et al. (9).
Rate of readmission to ICU within 48 hours after discharge
and within 120 hours after discharge were 2% and 3.7%
respectively in a study by Brown et al. (10). Our readmission
rate is slightly less than that reported in the literature.

According to Amin et al. (1), reasons of readmission to
ICU are deterioration or relapse of the disease, newly
emerged complications irrelevant to initial admission
and purpose of follow up with the patients who needs
repeating surgery. In a study by Rosenberg et al. (4), it is
reported that intensification of symptoms due to improper
or delayed treatment may lead to readmission. Prolonged
hospital stay and being older than 70 are amongst the risk
factors associated with readmission to ICU. Cardivascular
and respiratory system problems are prominent causes of
readmission (11). Gajic et al. (12) highlight the importance
of prolonged ICU stay and lower GCS at the day of
discharge. Risk factors for readmission to pediatric ICU
are being younger, emergency indications and the critical
condition at initial admission (13). Male sex, history of
DM, application of continuous renal replacement therapy
(CRRT) during ICU stay, white blood cell count on the day
of extubation and heart rate just before ICU discharge
are also associated with increased risk of ICU (9). When
examining the departments where the readmitted patients
came from, it is seen that largest number of patients (32.2%)
were readmitted to ICU from general surgery clinic because
of respiratory failure which is a result of repetitive surgeries
for the medical condition.

37.29% of patients’ readmissions occurred within the first
48 hours after discharge from ICU. In the literature, cases
of readmissions within 48 hours after discharge from ICU
are considered as early discharges. Nearly 22-30% of the
patients are early discharged (14,15). Our early discharge
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rate is higher than that reported in the literature and the
most probably reason for this is the bed scarcity that can’t
meet the high demand. However, there is no mortality rate
difference between the patients who are readmitted to ICU
within 48 hours or after 48 hours. Brown et al. (10), reported
that there is no association between length of ICU stay
and readmission to ICU within 48 hours after discharge.
Risk factors for readmission within 48 hours are severity
of disease, functional condition, length of mechanical
ventilation, chronic respiratory or renal disease, chronic
immunosuppression and presence of a solid organ tumour
(10).

Readmission to ICU is directly proportional to the severity
of disease scores (15,16). GCS scores of our patients at
readmission are lower than the initial admission. Mean
APACHE-II scores at readmission are higher than the
initial scores. Chan et al. (7) reported that APACHE-II
scores of the patients who were readmitted to ICU and
eventually died are the highest and higher APACHE-II
score is associated with increased mortality risk. In our
study, also average SOFA scores of patients at readmission
are higher than the initial admission scores. Higher SOFA
score measured at any time during ICU stay is associated
with older age, emergency surgery and readmission to
ICU (17).

Length of stay is longer and mortality rates are higher at
readmission in our study. In a study by Wong et al. (18) the
patients who were readmitted to ICU had longer length of
stay and their mortality rates significantly increased. It is
showed that nearly 22-44% of the patients had been early
disharged from ICU (19). Rate of readmission to ICU is
considered as a quality indicator, because it can be easily
measured. Especially, rate of readmission within the first 48-
72 hours after discharge is advised as a clinical performance
criteria (20). Even though readmission to ICU is associated
with early discharge from ICU and poor clinical outcomes,
there are considerable amount of studies in which there
is not a convincing connection between readmission and
objective quality criterias of an ICU (21,22). It is seen that 10
of 21 patients (47.62%) who needed mechanical ventilation
at readmission to ICU have been discharged within first 48
hours after weaning. It is possible to say that if the patients’
length of stay at ICU after weaning is shorter than 48 hours,
they will be more likely to readmitted to ICU. We believe
that the reason of this is the scarcity of bed capacity which
is not enough for high demand and the new patients who
require ICU care. Early discharge from ICU is one of the
most important risk factors for the increased mortality

(23). In a study from USA in which more than two hundred
thousand discharges from ICU to general wards have been
examined retrospectively from hundred and fifty five ICUs,
it is understood that length of ICU stay of the patients’
gets shorter at the times when the demand for ICU beds
arises (24). The patients are more likely to be readmitted
to ICU after discharge at these times and it shows us that
variations of ICU bed availability is so important that it
could effect clinicians’ triage decisions. In this high-volume
study, despite the pressure of increased demand on triage
decisions, in-hospital mortality rate and the probability of
home discharge were not negatively effected. Strain spurs
providers to reduce their provision of what seems to be low-
value care by critically re-examining needs for ICU-level
care and transferring patients who could be equally well-
managed outside the ICU setting (25,26). Consequently,
readmission rates are lower in hospitals which have more
ICU beds (27).

Respiratory failure is the most common reason of
readmission to ICU in our study. For this reason, after
discharging to general wards from ICU we may advice
respiratory physiotherapy practices including aspiration,
percussion and postural drainage by healthcare providers
and a respiratory therapist which might be very beneficial
and even could lower the readmission rate.

Choosing the right time to discharge a patient from ICU
still remains a challenge (28). Discharging from ICU is
protective against iatrogenic and nasocomial complications
during ICU stay and it makes ICU available for efficient use
and decreases costs (29). When considering the rewards,
the decision of discharge from ICU may have some level of
risk (30). Unfortunately, after being discharged from ICU
to health facilities, the patients are at the risk of reduced
monitoring which could lead to delayed recognition of
probable complications and clinical deterioration (31,32,33).

Conclusion

In conclusion, the patients who are discharged from ICU are
at a high risk of being readmitted to ICU (34). Readmission
to ICU is associated with higher mortality risk than the initial
admission (35). Considering the funding for ICU services
which consumes substantial amount of health resources,
a decrease in the readmission to ICU rates can be used as
a hospital performance indicator (36-38). The first step
of reducing the rates of readmission to ICU process is to
anticipate the patients who would be readmitted to ICU
priorly and improve general wards healthcare quality (39-41).
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Effect of Nasopharyngeal Irrigation on Early
Eustachian Tube Functions in Patients
Undergoing Adenoidectomy: A Clinical
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Adenoidektomi Sirasindaki Nazofaringeal Irigasyon Yonteminin Erken
Donemde Ostaki Tiip Fonksiyonlarina Etkisi: Prospektif Calisma

® Sahin Ogreden, ® Hasan Deniz Tansuker, ® Abdurrahman Bugra Cengiz, ® Alper Tabaru,

® Cemal Ozyillmaz, @ Mehmet Faruk Oktay

University of Health Sciences, Istanbul Bagcilar Training and Research Hospital, Clinic of Otolaryngology, Istanbul, Turkey

Objective: The hypertrophic adenoid tissue can cause to eustachian
tube dysfunction by mechanical or inflammatory effect both of which
block the nasopharyngeal ostium of the eustachian tube. Adenoidectomy,
with or without tonsillectomy, is the most common surgical procedure in
children. In this study, we aimed to investigate whether nasopharyngeal
irrigation for hemorrhage control in adenoidectomy patients has an effect
on eustachian tube functions.

Method: Patients who underwentadenoidectomyforadenoid hypertrophy
evaluated on both the preoperatively and on the postoperative first day
by otomicroscopic examination and with tympanometry for eustachian
tube functions. Patients were divided into two groups according to
nasopharyngeal irrigation type after surgery. Group 1 was the transnasal
pressure irrigation group; group 2 was transoral passive irrigation
group. Tympanometry was used to measure pressure, volumetric, and
compliance values to compare pre- and postoperative values.

Results: 40 patients were included in the study. There was no significant
difference between the age and sex distributions of the patients. Volume
and compliance values between the groups were similar before and after
the surgery. The mean pressure values of the tympanometry parameters
were highly significantly different for the right ear and moderately different
for the left ear in group 1; were significantly different for the right ear
and highly significantly different for the left ear in group 2. Postoperative

Amag: Adenoid dokunun hipertrofisi mekanik veya enflamatuvar
sureglerden dolay Ostaki tlplnin nazofaringeal agzini obstrikte ederek
Ostaki disfonksiyonuna yol agmaktadir. Adenoidektomi, tonsillektomi
ile birlikte gocuklarda yapilan en sik cerrahi prosedurdir. Bu ¢alismada
adenoidektomi yapilan hastalarda kanama kontroll igin yapilan
nazofarenks irrigasyonunun Ostaki tip fonksiyonlarina etkisinin olup
olmadigini arastirmayr amagladik.

Yontem: Adenoid hipertrofisi nedeniyle opere edilen hastalarin ameliyat
oncesi ve ameliyat sonrasi birinci glin otomikroskopik muayene ve
timpanometri ile dstaki tiip fonksiyonlari degerlendirildi. Hastalar ameliyat
sonrasl nazofarenks irrigasyonuna gore iki gruba ayrildi. Grup 1 hastalara
transnazal basingli irrigasyon, grup 2 hastalara transoral pasif irrigasyon
yapildi. Timpanometri ile basing, volim, kompliyans degerleri dlgllerek
ameliyat oncesi ve sonrasi degerler karsilastirildi.

Bulgular: Calismaya 40 hasta dahil edildi. Hastalarin yas ve cinsiyet
dagiimlari arasinda anlamli bir fark bulunmadi. Gruplar arasinda volim
ve kompliyans degerleri ameliyat éncesi ve sonrasinda benzer bulundu.
Timpanometri parametrelerinden basing ortalama degerleri ameliyat
oncesi-sonrasl igin grup 1de sag kulak icin ¢ok ileri dizeyde anlamli
olarak farkli ve sol kulak i¢in sinirda anlamli farkli iken, grup 2'de sag kulak
icin ileri dizeyde anlamli olarak farkli ve sol kulak icin ¢ok ileri diizeyde
anlamli olarak farkli idi. Ameliyat sonrasi timpanometri tipleri grup 1'de
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tympanometry types were seen as bilateral type C in 7 patients, as right
side type C in 4 patients, as bilateral type B in 2 patients, as left side type
C in 4 patients in group 1. However, in group 2, right side type B, left side
type B and bilateral type C tympanogram were observed in 1 patient, 2
patients and 12 patients, respectively.

Conclusion: In this study, we observed that the nasopharyngeal
irrigation to control bleeding after adenoidectomy had adverse effect on
the eustachian tube functions but larger series of studies are needed to
confirm this.

Keywords: Nasopharyngeal irrigation, adenoidectomy, tympanometry

7 hastada bilateral tip C, 4 hastada sag tip C, 2 hastada bilateral tip B, 4
hastada sol tip C goruldu. Grup 2'de ameliyat sonrasi 1 hastada sag tip B,
2 hastada sol tip B, 12 hastada bilateral tip C timpanogram izlendi.

Sonug: Bu calismada adenoidektomi sonrasi kanama kontroll igin
yapilan nazofarenks irrigasyonunun ostaki tip fonksiyonlarina etkisinin
olumsuz yonde oldugunu gordiik ancak bunun dogrulanmasi igin daha
genis serili calismalara ihtiyac vardr.

Anahtar  kelimeler:
timpanometri

Adenoidektomi,  nazofarenks irrigasyonu,

Introduction

Eustachian tube dysfunction results in all acute and
chronic otologic pathologies to begin. Blustone ve Doyle
defined the functions of the eustachian tube as ventilation,
drainage and protection of the middle ear. Any disruption of
these functions initiates middle ear pathologies (1). Clinical
audiometry and tympanometry can be used for screening
and diagnosis. However, tympanometry is the gold standard
for assessing middle ear pressure, volume and tympanic
membrane compliance. Treatment may vary depending on
the duration and severity of the disease. Adenoid tissue was
first described by Meyer in 1868 as a lymphoid tissue that is
part of the Waldayer ring. Adenoid hypertrophy obstructs
the upper respiratory tracts and causes complaints such as
chronic nasal obstruction, mouth open sleep, snoring and
recurrent sinusitis (2).

Traditional adenoidectomy using curette was first
described in 1885 (3). Traditional adenoidectomy
is usually performed using curette. Adenoidectomy
usually is not associated with significant bleeding.
In this technique hemostasis is achieved by pressure
using postnasal packing and/or irrigation with saline
solutions (4). Mathiasen et al. (5) demonstrated the
safety and efficacy of a novel hemostatic sealant in
children undergoing adenoidectomy. The nasopharynx
is generally irrigated with saline after adenoidectomy for
removal of blood and clots (4). This can be performed
by two ways; by transnasal pressure irrigation, and
by transoral passive irrigation. However it has been
speculated that the eustachian tube function could be
affected by the irrigation process.

In this study, we aimed to investigate the effect of
nasopharyngeal irrigation methods for
on eustachian tube function in patients undergoing

hemostasis

adenoidectomy and to eliminate this defect in the literature
since there has been no studies on this subject so far.

Material and Methods

The study is performed in Istanbul Bagcilar Training and
Research Hospital and the study protocol was carried out
in accordance with the principles of the European Ethical
Commetee, and an approval from ethical committee in the
same centre was obtained before initiation of the study
(No:2019.01.1.01.121.r1.001). Preoperative otomicroscopic
examinationand tympanometrywere performedto evaluate
the eustachian tube functions indirectly. Patients with
tympanic membrane adhesions, retraction or perforations;
with congenital deformities such as cleft palate lips, with
history of previous ear surgery, and tympanometry findings
different from type A were excluded from the study. Under
general anesthesia and supine position, adenoidectomy
was performed by traditional curettage method in all
patients. All of the operations were performed by the same
experienced surgeon. Postoperative bleeding control was
achieved with pressure and electro-cautery. The patients
were divided into two groups randomly. In the first group,
nasopharynx irrigation was performed transnasally by
closing one of the nostrils with approximately 500 cc
physiological saline at the end of the operation. The patients
in the second group were filled with saline orally and then
nasopharynx irrigation was performed by aspiration.
Patients in both groups were assessed by otomicroscopic
examination and tympanometry on postoperative day
1. Tympanometry was performed again on the 7th day of
those who were not Type A.

Statistical Analysis

The minimum number of subjects required in each group
was found to be 13 in order to make a significant difference
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of 97.00 between the two groups. Type I Error=0.05, power
of test (POWER) 0.80 Statistical analyzes were performed
with the program MedCalc (MedCalc Software, Broekstraat,
Mariakerke, Belgium). Normal distribution of continuous
variables was investigated by Kolmogorov-Smirnov test.
Gaussian distributions were shown as mean + SD. The
Student’s t-test was used to compare the average values
between the groups. The paired samples t-test was used
in the comparison of the groups’ average before and after
surgery. Statistical significance was evaluated at the level of
p<0.05 (two-tailed).

Results

40 patients were included in the study. Fifteen patients
(37.5%) were female and 25 patients (62.5%) were male.
Age of the patients ranged from 1 to 15 years and the
mean age was 6.87 years. Mean age of the patients was
6.8 in transnasal irrigation group (group 1) with 13 males
and 7 females; and that was 6.9 in transoral irrigation
group (group 2) with 12 males and 8 females (Table 1).

Table 1: Demografic features of the patients

Transnasal Transoral p
pressure passive
irrigation, irrigation,
group 1(n=20) group 2 (n=20)
Age (year) 6.8£2.9 6.9£3.0 =0.915
Male/Female (N/N) 13/7 12/8 =0.744

There was no significant difference between the age and
sex distributions of the patients. Volume and compliance
values between the groups were similar before and after
the surgery.

The mean pressure values of the tympanometry
parameters were highly significantly different for the right
ear and moderately different for the left ear in group 1;
were significantly different from the pressure parameters
comparing group 2 (Table 2) The pressure levels in group.
Postoperative tympanometry types were seen as bilateral
type C in 7 patients, as right side type C in 4 patients, as
bilateral type B in 2 patients, as left side type C in 4 patients
in Group 1. However, in group 2, right side type B, left side
type B and bilateral type C tympanogram were observed in
1 patient, 2 patients and 12 patients, respectively.

Discussion

The eustachian tube extends between the middle ear
and the nasopharyngeal cavity and provides ventilation,
drainage and protection of the middle ear. The most
important function of the eustachian tube is the balance
between the middle ear and atmospheric pressure (6).
Adenoid tissue is localized in the lymphoepithelial tissue
of the nasopharynx. The enlarged adenoid tissue results
in nasopharyngeal obstruction. Adenoid hypertrophy
is diagnosed by endoscopic nasopharyngoscopy and
cephalometric radiography (7). Adenoidectomy is a

Table 2: Volume and compliance values between the groups before and after the surgery

Preoperative Postoperative Sig after op.
Volume 0.56+0.11 0.61+0.19 =0.142
Comp 0.46%+0.22 0.47%0.23 =0.895
Right ear
Pressure -671£90.0 -170.8+£97.6 <0.0001
o Gradient 0.39+0.25 0.32+0.16 =0.284
Transnasal pressure irrigation, group 1
Volume 0.57£0.10 0.54%+0.15 =0.270
Comp 0.52+0.20 0.47%0.21 =0.140
Left ear
Pressure -74.7£72.6 -133.2+84.8 =0.012
Gradient 0.34+0.17 0.29%+0.13 =0.146
Volume 0.62%0.10 0.62£0.12 =0.963
) Comp 0.431+0.23 0.39%0.22 =0.256
Right ear
Pressure -80.0£67.8 -132.8+88.0 =0.067
o Gradient 0.26%0.21 0.25+0.20 =0.766
Transoral passive irrigation, group 2
Volume 0.59+0.17 0.58+0.15 =0.727
Comp 0.43%0.23 0.40%0.23 =0.627
Left ear
Pressure -58.,5+63.1 -120.3£78.7 =0.056
Gradient 0.34%+0.20 0.31+£0.19 =0.095
o Right ear Pressure p=0.689 p=0.001
Significance between the groups
Left ear Pressure 0.782 p=0.03
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frequently performed surgical procedure. In 1885, Wilhem
Mayer first described adenoidectomy technique by
curettage method that is still current today (3).

Unlii et al. (8) reported 64 patients to have bilateral traumatic
tube dysfunction, and 10 patients to have unilateral
eustachian tube dysfunction preoperatively in a study of
adenoidectomy and tonsillectomy performed 64 patients.
In the tympanometric examination they performed on the
seventh day postoperatively, they found that 2 patients had
bilateral traumatic tube dysfunction. In our study, we found
that all of the tympanometric examinations we performed on
the seventh postoperative day were normal. Thompson and
Crowthereportedatleastoneeartohave type C tympanogram
in 34 of 63 patients with septoplasty (9). In our study we
observed that 27 of 40 patients with adenoidectomy had type
C tympanograms. Montafio-Veldzque et al. (10) reported
significant tympanometric abnormalities and decreased
middle ear pressure in 20 patients aged between 4 to 9 years
who underwent adenotonsillectomy. They thought that this
abnormality was due to the deterioration of the coordination
of the eustachian tube and nasopharyngeal muscles. In
our study we observed that the middle ear pressure was
falling and that resulted in type C tympanogram. Sereflican
et al. (11) reported that edema induced eustachian tube
dysfunction developed in 30 patients performed anterior
nasal packing comparing to and improvement of eustachian
tube function after took packing off postoperatively. Yilmaz
et al. (12) reported that middle ear pressures continued to
decrease in the nasal packing group rather than silicone
nasal septal splint group after one week. In a study of 25
patients with adenotonsillectomy, type c tympanogram was
reported in 74% on the first postoperative day (13). Hone
et al. (14) reported that 39% of the patients had eustachian
tube disfunction by tympanometric examination on first
day after adenotonsillectomy. In our study, similar to
these two studies, we found mean pressure values of the
tympanometry parameters (type C tympanogram) were
highly significantly different for the right ear and moderately
different for the left ear in the transnasal pressure irrigation
group; those were significantly different for the right ear and
highly significantly different for the left ear in the transoral
passive irrigation group.

Conclusion

In this study, we observed that the nasopharyngeal irrigation
to control bleeding after adenoidectomy had adverse effect
on the eustachian tube functions but wider series of studies
are needed to confirm this effect.
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Ditferent Therapeutic Approach to
Idiopathic Normal Pressure Hydrocephalus:
Lumboperitoneal Shunts Versus
Ventriculoperitoneal Shunts

Idiyopatik Normal Basin¢h Hidrosefalide Farkli Tedavi Yaklagimlari:
Lumboperitoneal Santlar ya da Ventrikiiloperitoneal Santlar?

® Aycicek Cegen, ® Merih is, ® Erhan Celikoglu

University of Health Sciences, Istanbul Fatih Sultan Mehmet Training and Research Hospital, Clinic of Brain and Nerve Surgery, [stanbul, Turkey

Objective: Idiopathic normal pressure hydrocehalus (iNPH) or Adam-
Hakims syndrome is an uncommon but important cause of dementia,
gait disturbance and bladder incontinence. Our aim was to compare
the efficacy and complication rates of ventriculoperitoneal and
lumboperitoneal shunts in the treatment of iINPH.

Method: This is a retrospective study conducted in 25 patients who
were treated with either ventriculoperitoneal or lumboperitoneal shunts
for iINPH between 2003 and 2012. Age, gender, clinical presentation,
methods of treatment, and complication rates were recorded.

Results: Two of the twelve patients in lumboperitoneal shunt (LPS)
group were revised; 1 distal catheter infection was replaced by a
ventriculoperitoneal shunt (VPS). In addition, there was one revision
for wound detachment (due to scratching by the patient). In VPS
group (13 patients), one of the patients was complicated with subdural
haemorrhage 3 months after the operation and extraction of shunt was
carried out immediately. Moreover one dysfunctioning VPS was revised
with a LPS after 3 years.

Conclusion: Our results indicate that when the patients are properly

selected for shunt insertion, both LPSs and VPSs, are effective in
controlling all the clinical manifestations of INPH with positive results.

Keywords: Amnesia, imbalance, lumboperitoneal shunt, normal pressure
hydrocephalus, urinary incontinence, ventriculoperitoneal shunts

Amag: idiyopatik normal basingl hidrosefali (iNPH) ya da Adam-
Hakims sendromu demans, ylrime bozuklugu ve idrar inkontinansin
onemli ve az bilinen bir nedenidir. Calismamizda iINPH tedavisinde
kullanilan ventriktloperitoneal ve lumboperitoneal santlarin etkinligini ve
komplikasyon oranlarini karsilastirdik.

Yontem: Klinigimizde 2003-2012 vyillan arasinda iNPH tanisiyla
ventrikiloperitoneal veya lumboperitoneal santla tedavi edilen 25 hasta
geriye donuk olarak incelendi. Yas, cinsiyet, klinik prezentasyon, tedavi
yontemi ve komplikasyon oranlari kaydedildi.

Bulgular: Lumboperitoneal sant (LPS) grubunda iki revizyon yapildi; 1
distal kateter enfeksiyonu ventrikiloperitoneal santla (VPS) degistirildi.
Bir hasta yara yeri kasintisi sonucu yara yeri agildi ve peritoneal ug revize
edildi. VPS (13 hasta) grubunda, 1 hasta subdural hematom nedeniyle 3
ay sonra kanama bosaltildiktan sonra revize edildi. Calismayan bir VPS
de 3 yil sonra LPS ile degistirildi.

Sonug: Sant, yerlestiriimesi igin uygun hastalar segilecek olursa, tipi ister
VPS olsun ister LPS olsun iNPH nedeniyle olusan klinik bulgulari kontrol
etmede etkin bir yontemdir.

Anahtar kelimeler: Amnezi, dengesizlik, lumboperitoneal sant, normal
basingli hidrosefali, triner inkontinans, ventriklloperitoneal sant
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Introduction

Normal pressure hydrocephalus (NPH) which has three
main symptoms as gait disturbance, dementia and urinary
incontinence, is a disorder of cerebrospinal fluid (CSF)
absorption first described by Hakim and Adams in 1965
(1,2). The classical triad of NPH which can be primary, is
named as idiopathic or it can be secondary caused by
subarachnoid hemorrhage, trauma, meningitis, posterior
fossa surgery, tumors causing meningitis carcinomatosa,
Alzheimer patients, stenosis of aquaductus, insufficiency
in arachnoid granulations (3). The incidence of idiopathic
NPH (iNPH) is 5.5 per 100.000 and prevalence is 21.9 per
100.000 (4). Improved diagnostic and therapeutic methods
have raised clinical success rates to a range of 70-90% and
risk-benefit analysis have shown that surgery is superior to
conservative treatment and natural course (5). Magnetic
resonance imaging (MRI) provides important information
for NPH by demonstrating a pulsatile flow void across the
aquaduct and a hyperdynamic CSF flow on T2-weighted
images (6). CSF drainage by lumbar puncture or extended
lumbar drainage, CSF pressure dynamic measurements are
confirmatory tests (7-9). The standard treatment of NPH
is ventriculoperitoneal shunting (VPS) that has significant
morbidity (30%) and re-operation rates due to subdural
hematoma or hygroma, infection, obstruction, etc. (10,11).
Lumboperitoneal shunt (LPS) is an alternative method to
VPS for CSF diversion in these patients.

We have retrospectively analyzed our patients with iNPH
for effectiveness and outcome of LPS versus VPS.

Material and Methods

We retrospectively analyzed the medical records of patients
undergoing LPS and VPS placement for idiopathic NPH by
the same author (E.C) from 2003 to 2012. Secondary NPH
cases were excluded. Ethical committee approval and
written consent from the patients were obtained.

The diagnosis were confirmed by clinical findings (Table 1),
CSF dynamic flow MRI demonstrating increased flow at the
aquaduct, and positive CSF tap test. Positive CSF tap test
was meant that gait, balance, incontinence and cognitive
symptoms get better after daily lumbar puncture (30-45 mL
CSF drainage in every puncture) for three days.

In our clinic the standard surgical technique was placement
of VPS (Medtronic-CSF Flow-Control Valve, Integra Orbis
Sigma Valve, Medtronic Delta valve) from Kocher point or
Keen points until 2011, and LPS (Miethke LPS) after 2011
due to availability of the shunt system in our hospital.
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There were 34 patients with NPH, but 9 of them were
excluded because they were secondary NPH (sNPH) due
to subarachnoid hemorrhage, trauma, tumor, or infection.
The rest of the 25 patients were diagnosed as iNPH. The 25
patients were divided into two groups according to the type
of CSF shunt used for their treatment (VPS group and LPS
group).

Statistical Analysis

IBM SPSS statistics 22.0 software was used for statistical
evaluation of the data collected in the study. While
comparing data with normal range between groups,
Student’s t-test was used, and comparing data without
normal range, Mann-Whitney U test was used. Qualitative
data was compared by Fisher’s exact test or chi-square
test according to the subject number. P values <0.05 were
accepted as significant.

Results

Of the 25 iNPH patients, 10 were female and 15 were male.
The mean age was 71.52+8.48 years (range 56-83 years).
There were 13 patients in VPS group, and 12 patients in LPS

group.

The age, gender, symptom duration, rate of presence of
concomitant systemic diseases and complication rates were
not significantly different between two groups (p>0.05).

In 13 patients treated with VPS, 2 patients had
complications. In one patient, there was with subdural
hematoma three months after surgery. The VPS was
removed and the hematoma was evacuated surgically. On
follow-up of this patient, hydrocephalus progressed again
and a new VPS was inserted. In another patient, a LPS was
placed due to VPS dysfunction 2 years later. On long-term
follow-up (mean 3.2 years with range 1-5 years) in VPS
group, 2 patients died because of unrelated causes. The
rest of the patients had improvement in gait disturbance

Table 1: The demographic data and outcome of the two
groups

VPS LPS p

Age 69.6+83 755%85  0.271
Gender (M/F) 9/4 6/6 0428
Symptom duration (year) 1.2+0.7 2129 0.852
Concomitant disease (n of patients) 10 9 1
Ex 2 2 1
Revision 2 2 1
Complication 2 2 1

M: Male, F: Female, VPS: Ventriculoperitoneal shunt, LPS: Lumboperitoneal shunt
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and memory deficits, and there was a complaint about
urinary incontinence only in one patient.

Two of twelve patients treated with LP shunts has
complications (16.6%). In one patient, the LPS was
replaced with a VPS for wound infection 7 days after first
shunt operation. This patient died because of aspiration
pneumonia 7 months later. In another patient with LPS,
shunt revision was performed because of opening of the
abdominal wound, and the peritoneal catheter was placed
with another abdominal incision. In this group, 2 patients
died owing to unrelated causes. In 10 patients, only two
patients had residual symptoms at long-term follow-
up (2.8 years, range 1 to 5 years). In one patient, she still
had difficulty while steady gait possibly due to lumbar
degenerative spondylosis, and in another patient, there was
still complaint on memory function (Table 1).

Discussion

The diagnosis of iNPH is made according to clinical triad
of gait disturbance, cognitive impairment and urinary
incontinence with ventricular enlargement in the absence
of apparent cortical atrophy. The treatment of iNPH is
preferably surgical. Natural history of iNPH is unclear, still
there is a concensus that outcome is worse without surgery
(12,13). The main shunt procedures are VPS and LPS for
iNPH. VPS are usually chosen according to the surgeon’s
experience. However, as an advantage, LPS does not need
to access to ventricular cavity within the brain tissue,
which has risk of brain and cortical venous injury, and
hemorrhage. Besides, LPS is associated with lower infection
rates than VPS (14,15).

In the early surgical series of shunt insertion, the clinical
improvement and efficacy of the procedure were reported
to be low because of high complication rates (11,12).
Current studies have stated that VPS insertion in iNPH
have good outcome in 71% and has low mortality (1%),
and low revision and complication rates (16% and 10.4%
respectively) (16). Moreover, with the improvement of
surgical technique and shunt technology, the stated
subdural hemorrhage (SDH), intracerebral hemorrhage,
and seizure rates have also declined (16).

Pujari et al. (17) have studied the long term results of
shunt patients with a mean follow up of 5.9+2.5 years. Gait
improved 83% at 3 years and 87% in 7 years, cognition
improved %84 and 86% and urinary incontinence improved
84% and 80% respectively. However 53% required shunt
revisions and 74% of them improved after revision surgery.

In our series, which included 25 patients, 13 patients had
VPS and 12 patients had LPS. In VPS group, gait, cognition
and urinary incontinence improvement rate was 100%,
100% and 92% respectively on last follow-up. In LPS group,
gait, cognition and urinary incontinence improvement rate
was 90%, 90% and 100% respectively. In a meta-analysis
of 44 articles by Hebb et al. (11) it was reported that the
pooled mean rate of shunt complication (including death,
infection, seizures, shunt malfunction, SDH or effusion)
was 38%. In our series, there was no mortality, and
complication rate was 16% (2 patients from VPS group and
2 patients from LPS group), and revision rate was 16% (2
patients from VPS group and 2 patients from LPS group).
We did not find a difference between groups for mortality,
complication or revision rates.

McGirt et al. (18) demonstrated that gait disturbance as
the primary symptom and short duration of symptoms
are indicators for good outcome. In our series, there were
residual complaints in three patients (urinary incontinence
in one, memory function in one, and gait disturbance in
one). Other patients had a very good improvement for all
three symptoms.

Conclusion

In conclusion, we state that the two CSF diversion methods,
both VP and LP shunts, are safe and effective for treatment
of iNPH. Our study is limited due to the small number
of patients and variability in shunt devices. Controlled
randomized prospective trials in larger groups are required
to maintain high rank evidence of shunt effectiveness in
iNPH management.
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Alt1 Primer Kiitan6z T-Hiicreli Lenfoma Olgusunun Yeni Gelismeler

Isiginda Retrospektif Analizi
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Objective: Primary cutaneous lymphomas (PCLs) are lymphoproliferative
malignancies of skin. Although they have been confine to mycosis
fungoides (MF) and Sezary syndrome over the years, the concept of PCL
quite changed with the describing of new types in recent years. In our
study, re-evaluation of diagnostic properties of our previously diagnosed
six PCL cases was aimed, in the light of these advancements.

Method: The diagnostic features and progression of six PCL cases, which
had been previously diagnosed and followed in the Dermatology clinic of
istanbul Sisli Etfal Training and Research Hospital, were retrospectively
re-evaluated in the light of new advancements. For this purpose, besides
their medical histories, clinical, laboratory and histopathologic findings
were reviewed. In this manner, their diagnoses and clinical progressions
were re-interpreted.

Results: Case 1 had been diagnosed with “Sezary syndrome” and re-
evaluation confirmed the diagnosis. Case 2 and 3 had been diagnosed
with “lymphomatoid papulosis” and "high-grade medium/large-T-cell
lymphoma', respectively. After re-evaluation, 2nd case was thought to be
more likely a high-grade CD30 (+) pleomorphic large-cell lymphoma,
and 3. case a "CD30 (-) high-grade medium/large cell pleomorphic T-cell
PCL! Case 4 had been diagnosed with “diffuse high grade pleomorphic
mixed T and B-cell PCL" In the re-evaluation, lesions were thought to be
an advanced “CD30 (+) high-grade pleomorphic large T-cell PCL that co-
infiltrated with reactive B-cells" Case 5 and case 6 had been diagnosed
with “MF’; and "MF + follicular mucinosis (FM)’ respectively. When re-
evaluated, 5th case was thought to be more likely an “MF emerged from
an ulceronecrotic pityriasis lichenoides et varioliformis acuta’; whereas
the previous diagnosis of 6th case was confirmed again.

Amag: Primer kitanoz lenfomalar (PKL) derinin lenfoproliferatif
maligniteleridir. Yillarca mikozis fungoides (MF) ve Sezary sendromu ile
sinirl kalmig olan PKL kavrami, son yillarda yeni tiplerin tanimlanmasi
ile oldukga degismistir. Calismamizda, daha once klinigimizde tani almig
alti PKL olgusunun tanisal ozelliklerinin, bu gelismeler 1siginda yeniden
degerlendirmesi amaglandi.

Yéntem: istanbul Sisli Etfal Egitim ve Arastirma Hastanesi Dermatoloji
Klinigi'nde onceki yillarda PKL tanisi konularak takip edilmis, alti
PKL olgusunun tanisal oOzellikleri ve progresyonlar yeni gelismeler
isiginda geriye donik olarak degerlendirildi. Bu amagla, olgularin
anamnezleri, klinik, laboratuvar ve histopatolojik bulgulari tekrar gozden
gegirildi. Boylelikle, hastalarin 6nceden almis olduklari tanilari ve klinik
progresyonlari yeniden irdelendi.

Bulgular: Olgu 1 tipik bir "Sezary sendromu” olarak tani almisti ve bu
tani tekrar degerlendirmede teyit edildi. ikinci ve 3. olgular sirasiyla
“lenfomatoid paptlozis” ve “ileri-evre orta/blytk hicreli T-hicreli
PKL" olarak tani almiglardl. Yeniden degerlendirildiklerinde, 2/nin
daha ¢ok ileri-evre bir "CD (+) pleomorfik buytk htcreli PCL; 3:nln
ise ileri-evre bir "orta/blyutk hucreli CD (-) pleomorfik T-hicreli PKL"
olabilecegi dlstnuldu. Doérdinct olgu “diffiz ileri evre pleomorfik mikst
T ve B-hlcreli PKL" olarak tani almisti. Tekrar degerlendirildiginde ise
lezyonlarin daha ¢ok ileri-evre “reaktif B hucreleriyle ko-infiltre edilmis,
CD30 (+) pleomorfik bulytk-hucreli T-htcreli PKL" ile uyumlu oldugu
dustnlldi. Besinci ve 6. olgular, sirasiyla "MF" ve "MF (+) follikiler
musinozis (FM)" olarak tani almiglardi. Tekrar degerlendirildiklerinde, 5.
olgu "llseronekrotik pitriyazis likenoides et varioliformis akuta tzerinden
gelismis bir MF" olarak diigtintlirken, 6. olgunun dnceki tanisi teyit edildi.
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Conclusion: Diagnosis of a PCL with only clinical features or cellular
morphology may lead a misdiagnosis. Patients should be evaluated with
a multidisciplinary approach and methods, including immunophenotypic
examination, DNA gene-rearrangement and, even electron microscope. It
is very important to establish a close correlation between clinical findings
and these examination findings to make correct diagnosis.

Sonug: PKllerde, taninin sadece klinik Ozellikler ya da hucre
morfolojisine gdre konulmasi yaniltici sonuglar dogurabilir. Olgular,
imminofenotipik inceleme, DNA gen yeniden dlzenlenmesi ve hatta
elektronmikroskopik yontemlerin birlikte kullanimiyla, multidisipliner bir
yaklagimla degerlendirilmelidir. Klinik bulgular ve bu inceleme sonuglari
arasinda korelasyonun saglanmasi dogru tani igin gok onemlidir.

Keywords: Skin, lymphoma, malignant, non-Hodgkin, diagnosis, Anahtar kelimeler: Deri, lenfoma, malignite, Hodgkin dig, tani, prognoz,
prognosis, analysis analiz
Introduction presence of previously misdiagnosed cases in literature,

Lymphomas are main malignancies of lymphoreticular
tissue. They are classically divided as Hodgkin and non-
Hodgkin lymphomas (NHL). They can be originated
from nodal, or extradodal tissues (skin/mucosa) (1).
Skin is the second most frequent involvement of
NHLs after gastrointestinal tissue, with an incidence
of 1/100.000 (2). PCLs are majority of extradonal NHL
which are stemmed from skin-resident lymphocytes.
They are divided by the main tumor cell population into
various sub-groups, and may exhibit different clinical,
histological, immunophenotypical and prognostic
properties (1,3). The main groups are T-cell primary
cutaneous lymphomas (PCLs), B-cell PCLs, and non-
clasified or provisional types, with a dominancy of the
first. PCLs have been confine to mycosis fungoides (MF)
and Sezary syndrome (SS) over the years. However, many
new types were described owing to the recent diagnostic
methods such as immunohistochemistry, T or B-cell
DNA gene-rearrangement or monoclonal antibodies,
and the concept of PCL has gained a new dimension
with these advancements (1,4). The main characteristic
features of a PCL are; having only/or predominantly skin
involvement, presence of a compatibility between the
epidermotropism and cellular maturity, progression from
local to disseminated, and progression of lymphocyte
proliferation from slow (cerebriform) to rapid growth
phase consistent with the loss of epidermotropism (5).
On the other hand, some lymphoproliferative conditions
which have previously been described as benign
lymphoproliferative conditions such as “large plaque
parapsoriasis”, “lymphomatoid papulosis (LP)”, and
“follicular mucinosis (FM)” were recently described as
premalignantconditions oras “areal PCL’ (6-8). Contrarily,
there are some misdiagnosed “pseudolyphoma” cases in
literature, who were previously diagnosed as real PCLs
(9). The mentioned changes in the concept of PCL, and
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encouraged us to perform this study to understand how
accurately our patients were diagnosed previously.

Material and Methods

The study was conducted as a retrospective study, and
was performed on previously recorded data of six PCL
cases, who had been diagnosed and followed in Istanbul
Sisli Etfal Training and Research Hospital, Clinic of
Dermatology. After an ethical approval was obtained
from local ethics committee, an informed consent was
obtained from each patient, or his/her legal guardian for
dead patients, to use and report their medical records
for academic purposes. Study population consisted of 2
females and 4 males, between the ages of 35 and 65 years.
Their recorded indivudial histories, systemic and clinical
examination findings, routine hemogram biochemical/
microbiological analyses including treponema pallidum
haemagglutination, venereal disease research laboratory,
anti-HIV values, chest radiography, abdominopelvic
ultrasonography and thoracoabdominal tomography
findings in all patients, and available photographs
of their lesions were checked and interpreted again.
Histopathological slayds of skin and lymph node biopsies
and immunohistochemically-stained slayds
biopsies were obtained from the archive of our pathology
department. Histopathologic re-examinations of skin
biopsies were made for all patients. Immunohistochemical
re-examination of skin biopsies were made in case 4 and
case 6, and histopathologic re-examinations of lymph
node biopsies were made in case 1, 3 and case 6, because
these examinations had been performed in only these
patients. Besides their previous diagnoses were reviewed,
the patients’ responses to administrated chemotherapies,
and clinical courses of them were re-evaluated. In their
medical courses, some of them had been hospitalized and
followed in some different centers in certain time intervals.

of skin
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Regarding data was requested from these clinics, and was
included in this study to be able to fully interpret all the
courses of patients. After the entire records of the patients
were collected, they were re-evaluated with the available
data. Non-pathological, and non-related findings with
PCL were excluded from the interpretation to avoid data
crowds.

Results

A total of 6 PCL cases who consisted of 2 women and 4 men,
between the ages of 35 and 65 years were evaluated. Mean
age was 49. Clinical, laboratory and histological features of
patients and their courses are below;

Case 1

A 49-year-old-man was admitted to us with a complaint of
extensive itchy erythema covering the entire skin, which
first started 1.5 years ago. In his earlier admittions he had
been diagnosed with “idiopathic erythroderma”, and
“generalized eczema”. In the dermatological/systemic
examinations, diffuse brownish-erythema, desquamation,
edematous infiltration, alopecia, facies leonine, subungual
hyperkeratosis, palmoplantar rhagadiform fissures, and
axillar/inguinal lympadenomegaly (LAMs), were detected.
In the laboratory examinations, a high leukocytosis
(13.4000), high blood sedimentation rate (40 mm/h), high
lactate dehydrogenase (LDH) (698 U/L), and peripheral
large lymphocytes with cerebriform nuclei in the rate
of 40% were detected. Skin biopsy showed epidermal
spongiosis and mononuclear focal lymphocytic infiltration,
and linear infiltration of lymphocytes in upper reticular
dermis. Nodal biopsy was consistent with dermatopathic
lymphadenopathy (DPL). With the findings he was
diagnosed with “SS”. All the clinical and laboratory findings
disappeared within 6.5 months with prednisolone +
chlorambucil (P + CHB) chemotherapy. He was still in cure
in the 15th month.

Case 2

A 59-year-old-man was admitted to us with papulo-nodules
on the itchy desquamative erythematous patches on the
face and extremities, which were diagnosed with “LP” 2
years ago. In the dermatological/systemic examinations,
1-2 cm in diameters, erythematous multiple papule,
plaque and nodules, high blood sedimentation rate (40
mm/h), high LDH (620U/L) were detected. Multiple skin
biopsies showed similar features, which were epidermal
hiperkeratosis/acanthosis, dermal patchy infiltration
consisting of eosinophilic, histiocyte-like, big pleomorphic

atypical cells, eosinophils, histiocytes, neutrophils and
extravazed erythrocytes. Lesions were diagnosed as “LP”
again, and he was began to be treated with cetirizine and
topical corticosteroid. However, the lesions increased in
number and size. Second skin biopsy was consistent with
a “tumoral stage of MF”, which showed diffuse dermal
atypical lymphocytic infiltration. He was began to be
treated with CHOP therapy for 5 session, however was lost
due to cardiovascular insufficiency.

Case 3

A 59-year-old-man was admitted to us with itchy
desquamation in his scalp, face and trunk, for 25 years.
Two years ago he had been diagnosed with “early-
(Ps)”. In the dermatological/systemic
erythemato-squamous diffuse eruption

stage-psoriasis
examinations,
and crusted plaques in whole skin, candle grease and
Auspitz signs, ungual ridging, onycholysis, subungual
hyperkeratosis, high blood sedimentation rate (55 mm/
hg), and slight anemia were detected. Skin biopsy showed
prominent epidermal parakeratosis, elongation of rete
ridges, mononuclear epidermal microabcesses, spongiosis
and perivascular mixed inflamatory infiltration in upper
dermis, which were consistent with “eythrodermic Ps”. He
was began to be treated with topical corticosteroids and oral
antihistamine. However, multiple nodular lesions on the
face and trunk, and a severe plantar pustulosis developed
within one month. Skin biopsy showed epidermal
polymorphic microabcesses, and meadium/large in size,
high-mitotic atypical lymphocytes in whole dermis, which
were consistent with “high-grade medium/large-T-cell
PCL’. Detected right inguinal lymphadenomegaly also
showed high-grade lymphoma features. Although he was
treated with P + CHB combination for 3 session, and lesions
were significantly regressed, the patient was lost from
cardiac insufficiency.

Case 4

A 65-year-old-woman was admitted to us with itchy skin
lesions arising from a diffuse erythema, which firstly started
4 years ago. In the dermatological/systemic examinations,
0.5-7 cm in diameters, violaceous and desquamative
multiple lenticular papules/nodules and on the face,
hands, and lower extremities, and bilaterally axillar LAMs
were detected. Blood sedimentation rate was 92 mm/h.
Skin biopsy showed atypical immature/pleomorphic
lymphocyte infiltration showing intense mitosis in the
epidermis of papules, whereas throughout the whole skin
in the nodules. All types of lesions were equally stained
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with CD45RO and CD20 immunohistochemistries. With
the findings the patient was diagnosed with “diffuse high-
grade pleomorphic mixed T and B-cell PCL’. Because a
slight regression was obtained in the lesions with P + CHB
chemoterapy, the patient was recommended for CHOP
therapy in the third month, but she did not accept it. Ten
months later the lesions increased further.

Case 5

A 58-year-old woman was admitted to us with a complaint
of wounds in her scalp and whole skin, which had begun
since 2 years, as recurrent lenticular small squamous
papules. They had previously been diagnosed as “chronic
superficial dermatitis” and “MF plaque stage”. In the
dermatological, histologic and systemic examinations, 0.5-
6 cm in diameters, multiple, violaceous-brownish, painful,
hemorrhagic and exudative plaques and ulcers covered by
white and brown/black necrotic crusts, epidermal necrosis,
lymphocytic exocytosis, epidermal atypical cells showing
big and hyperchromatic nuclei, spinal dyskeratosis, basal
hydrophic degeneration, extensive dermal perivascular
lymphoplasmocytic infiltration,  keratoconjunctivitis
sicca, hematuria and axillar LAPs were detected. Blood
sedimentation rate was 115 mm/h. There was a slight
hypoalbuminemia (3.1 gr/dL) and high fever (38 °C). She
was diagnosed with “MF” and began to be treated with
P + CHB chemoterapy. Because lesions continued to
progress, therapy was changed to CHOP therapy. During
this period she was lost due to respiratory insufficiency and
hypotensive shock associated with high-fever, abdominal
pain, myalgia, and hematuria.

Case 6

A 35-year-old man was admitted to us with a complaint
of itchy wounds. They had been begun as only one 5-6 cm
plaque, and then increased in number within 5 years. In the
dermatological/systemic examinations; multiple (higher
than 10% of body surface area), 2-10 cm in diameters,
red-violaceous, scaling patch/plaques, and disseminated
follicular papules in whole skin, multiple cervical and
inguinal LAMs, and 2% atypical cerebriform lymphocytes
in the peripheral blood were detected. Skin biopsy showed
acanthosis, hyperkeratosis, parakeratosis, light spongiosis,
focal infiltration of atypical lymphocytes in epidermis,
whereas a perivascular patchy atypical lymphocyte
infiltration in the papillar/upper reticular dermis, and
perifollicular mucinous degeneration in the lower reticular
dermis. Lesions were positive for CD45R0O, and negative
for CD20 and CD 30 immunohistochemistries, and were
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diagnosed with “MF + FM” Nodal biopsy was considered
in consistent with ME Clinical stage was considered as IIA
(T2N2MO0BO0). He was administered two sessions of CHOP
chemotherapy, but did not respond. The lesions began to
be more pruritic.

Discussion

SS is erythrodermic and leukemic variant of ME There
is three stage of it such as presezary, sezary and T-cell
leukemia. In the first stage, an erythrodermia showing
chronic dermatitis histopathology is seen. The number
of peripheral atypical lymphocytes is under 1000/mm3.
It can be difficult to diagnose during this period (1,3,4)
The findings of our first case in his first admittion, were
complied with presezary-stage. In the SS stage, skin
thickness increases and diffuse melanoerythrodermia,
desquamation, edematous infiltration, alopecia, facies
leonine, subungual hyperkeratosis, palmoplantar fissures
and severe prruritus occur. Histopathology is variable.
Epidermotropism may change, and usually perivascular
band-like mononuclear lymphocytic infiltration occur.
Nodal biopsy is usually complied with DPL, leucocytosis
is between 10.000 and 30.000, and the percent of atypical
peripheral lymphocytes is 15-30% (it is usually higher than
50% in leukemic-stage). LDH shows degree of leukemic
activation and prognosis (3,4,10). Low-dose P + CH therapy
is usually leads long-term remissions in this stage (11). All
findings and course of our 1. case were consistent with
typical SS-stage. On the other hand, LP is rithmic, paradoxal
papular/small-nodular or papulonecrotic eruption, which
shows benign clinical course but malignant histopathology,
and may develop before or after ME or accompany it (4,12).
Lesions’ histology may be various. Patchy and wedge-
style perivascular lymphocytes, bigger-pleomorphic cells
occur in type-A, whereas they are smaller and similar to
MF cells in type-B (4,13). However, similar views may be
seen in a high-grade CD30 (+) large-cell PCL, or CD30 (-)
pleomorphic PCL (4,12,14). For these reasons, although the
clinicopathological findings of our 2th case had thought
to be consecutively developed patchy-ME LP-plaque
(type-A) and finally tumoral LP or ME the exact diagnosis
has remained in suspense because an immunostaining
had not been performed. In the re-evaluation, we thought
that 2th case was more likely to be a high-grade CD30 (+)
pleomorphic large-cell PCL, due to its histologic similarities
and aggressive course. Lesions of our 3th case had begun
as Ps-like eruption. Early stages of both Ps and T-cell-PCLs
may share common clinicopathological findings such as
erythemato-squamous eruption, parakeratosis, acanthosis,



Bagcilar Medical Bulletin,
Volume 4, Number 1, March 2019

Bettil Tas
Retrospective Analysis of Six Primary Cutaneous T-cell Lymphoma Cases

slight spongiosis, perivascular mononuclear infiltration
and slight exocytosis (15,16). On the other hand, CD30 (-)
high-grade medium/large cell pleomorphic T-cell PCLs
are recently described lymphomas with a poor prognosis.
Moreover, a palmoplantar-MF may show similar features
to Ps, such as hyperkeratosis, verrucous or pustular-Ps like
hyperplasia. Wakelin et al. (17) reported a CD30 (-) high-
grade medium/large cell pleomorphic T-cell PCL arised
from pre-existing palmoplantar Ps. These lymphomas
needs for radiotherapy or polychemotheapy (4,18).
Furthermore, few reports regarding a PCL development
on pre-existed chronic dermatoses have been reported.
However, no any scientific evidence has been reported that
whether such cases reflect a malignant transformation, or
de-nova formation (19). After re-eavulation, he was thought
to be more likely a “high-grade CD30 (-)medium/large cell
pleomorphic T-cell PCL'. Although the available findings
of our case strongly supported aforementioned literature,
we could not be sure of our exact diagnosis due to the lack
of immunostaining. Our 4th case had been diagnosed with
a “diffuse high grade mixed T and B-cell PCL’. Although T
and B-cell PCLs cannot exactly be distinguished without
immunostaining, some indicators can help to diagnosis.
T-cell PCLs are more symmetric, isolated or unified papul/
plaque/nodules which are usually covered by squames/
crusts, stage-compatible histopathology,
whereas B-cell PCLs are usually smooth-surfaced, figured
nodul/plaques which show follicular or full-thickness
histopathologic features, early bone marrow involvement,
and faster progress (20). Our different lesions equally
stained for T and B-cells. These condition can be explain
with the concepts of “composite lymphoma (togetherness
of two lymphoma originating two different lymphocyte
types)” (20,21), or “co-infiltration [togetherness of a single-
type lymphocyte originated lymphoma (T or B), and
accompanying benign reactive infiltration with other type
lymphocytes]” (21). Moreover, no any staining for CD30
had been performed for the lesions of case 4, because
there was no any PCL-classification including pleomorphic
ones when she had been first diagnosed. When the
case was re-evaluated together with all the findings and
lesions’ moderate response to P + CHB chemotherapy,
the lesions were thought to be more likely an advanced
“CD30 (+) high-grade pleomorphic large T-cell PCL, that
co-infiltrated with reactive benign B-cells”. Lesions of 5th
case had begun as non prutitic, chronic, recurrent, pink
to red, lenticular, squamous papules, which had not been
proved histologically. Later, they were quickly transformed
ulceronecrotic plaques. Histopathology showed epidermal/

and show

dermal aytpical pleomorphic lymphocytes, accompanying
severeulceronecrotic/vasculiticchanges,andbasalvacuolar
degeneration, which latter ones were not compatible with a
classical ME but closely compatible with an ulceronecrotic
pityriasis lichenoides et varioliformis acuta (PLEVA).
PLEVA is a small-papulonecrotic and hemorrhagic, chronic
skin eruption, which can rarely progress to large plaques.
Sometimes high-fever, myalgia, astenia, weakness and
hemorrhagic crusted ulcers may accompany it (22).
Progression of a PLEVA to PCL is not usual condition.
However, Forstan et al. (23) have reported that their two
patients and other some PCL cases, which their lesions
developed from pre-existed PLEVA lesions. Moreover,
T-cell infiltration or clonality rarely can occure in PLEVA,
so it was hypothesized that a PCL may develop from PLEVA
lesions, when elimination capacity of immune system is
exceeded (23,24). Thus, it was thought that development of
these lesions was not consistent with just a conventional-
ME but was with an “MF emerged from an ulceronecrotic
PLEVA’, both clinically and histopathologically. Also, the
reason of patient’s death was thought more likely caused by
intraabdominal hemorrhagies due to progressive vasculitic
changes. Our 6th case had been diagnosed with “MF + FM”.
FM is characterized pruritic, follicular, prominent papules,
which is caused by perifollicular mucinous degeneration. It
is considered as a poor prognostic factor when itaccompany
Hodgkin lymphomas (25). Clinically, the lesions were
compatible with patch/plaque stages of MF + disseminated
FM. Skin involvement was higher than 10%, and peripheral
atypical lymphoctes were lower than 5%. Lesions were
positively stained for CD45RO, but not for CD20 and 30.
Although nodal biopsy was complied with DPL, they were
considered as involved in lymphoma, because the presence
of multiple palpable nodes and prominent germinal center
enlargements. Although the lesions were considered in
low-stage of MF [IIA (T2N2MO0BO0)] according to “ITNMB
classification” for MF and SS (26), their unresponsiveness
to administered CHOP sessions was thought to be related
with accompanied FM. When the lesions were re-eavulated,
previous diagnoses of them were confirmed. Additionally,
it was thought that an accompanying FM may lead worse
prognosis in MF cases.

Conclusions

PCLs are cutaneous malignancies composed of various
subtypes, and there is no homogenization in these tumors.
Each PCL case may have a distinctive attitude. Diagnosis
of a PCL with only clinical or histopathologic findings
may lead a misdiagnosis. Therefore, PCL cases should
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be evaluated with a multidisciplinary approach, and,
immunophenotyping, DNA gene-rearrangement, and
even electronmicroscopy. Establishing close correlation
between the clinical and other examination findings is very
important to make correct diagnosis.
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