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ONSOz

YUz Plastik Cerrahisi Dernegi olarak akademik yonimuzin gu¢lu, etkin ve Uretken olmasi gerektigini dtgintyoruz.
GUnumuzde artik Kulak Burun Bogaz dalinin bir alt bransi olan Yz Plastik Cerrahisi giderek bu konuda yetkinligini,
yayginhgini artirmak yolunda hizla ilerlemektedir. Akademik ¢alismalar bir uzmanlik dalinda bilgi birikimini saglamakta ve
bu bilgilerde yapacagimiz uygulamalarr gelistirip gelecege isik tutmaktadir.

Bu yapilan ¢alismalarin doktorlar ve bu konuda galiganlar igin paylasilabilmesi igin dergilere intiyag bulunmaktadir. Belirli
bir analitik sistemle degerlendirilen bu ¢alismalar akademik bir stregten gegirilerek yayinlanmaktadir.

Bu konuda bir ihtiyag oldugunu dustnerek ytz plastik cerrahisinin yayin organi olarak bu dergiyi gikarmaya basliyoruz.
Cagdas olgulere sahip olan yayinlar ylz plastik cerrahisi ile ilgili oldugu strece brang ayrimi yapiimaksizin dergimizde yer

alacaktir. Bu konuda degerli katkilarinizi bekliyor, en kaliteliye ve en iyiye ulagmayr amagliyarak yola gikiyoruz.

Bu konuda emedi gegen ve katki saglayan herkese tesekkurler.

Prof. Dr. O. Tagkin Yucel

Turkish Journal of Facial Plastic Surgery
Dergi Editort

Kasim 2020
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ONSOZ

2001 yilinda Tark Kulak Burun Bogaz dernedi gatisi altinda, sadece rinoplasti ile ugrasan fasiyal plastik cerrahi
calisma grubuyla baslayan yolculugumuz, 2005 yilinda kurmus oldugumuz YUz Plastik Cerrahisi Dernedi ile
devam ederek, 15 yil icinde ¢ok hizl bir yUkselis gostermistir.

Dernegimizin Hamburg'ta dtzenledigi taze kadavra kurslaryla baglayan stregte; ana dernedimiz gatisi
altinda agllan Yz Plastik Cerrahi Okulu ve Avrupa YUz Plastik Cerrahi Dernegi Fellowship programlari sayesinde
Ulkemizde pek ¢ok kalifiye ylz plastik cerrahi yetismis ve yetismeye devam etmektedir. Bugun geldigimiz nokta
da, sevinerek gérmekteyiz ki, dernegimiz ¢atisi altinda olan degerli pek ¢cok cerrah, gerek Ulkemizde gerekse
uluslararasi alanda konularinda ciddi séz sahibi olmuslardir.

Ugrasi alanimizin populeritesi nedeniyle zaman zaman maruz kaldigimiz saldirilar kargisinda, dernegimiz
sadece bilimsel anlamda degil hukuksal anlamda da ciddi micadeleler vermis ve vermeye de devam
etmektedir. KBB bransinin ytz plastik cerrahisiyle ilgili yaptigr tim islemlerin, TUKMOS igine girmesiyle birlikte
Ulkemizdeki tim egitim kurumlarinda asistanlikta ytz plastik cerrahi egitimlerine basglanmig ve bu alanimiz igin
bir milat olmustur.

Dernegimizin yillik kongresi, kurslari, kadavra ve canli cerrahi toplantilar yaninda, tek eksigi olan bilimsel
dergimizi de elektronik ortamda, Prof.Dr.Taskin Ytcelin editorlugunde ¢ikartmis olmanin gururunu yaslyoruz.
Dergimizin de kisa bir stre iginde gerek tlkemizde gerekse uluslararasi alanda hak ettigi sayginhga
ulasabilmesiigin hep birlikte galismamiz gerektiginin bilinciyle, Glkemizde ylz plastik cerrahisiyle ugrasan tim
meslektaslarimizin dergimize gerekli yazi destedi vermesini diliyoruz.

Daha nice sayilarda bulusmak dilegiyle..

Prof. Dr. Tarik Sapgc!

YUz Plastik Cerrahi Dernegi
Yonetim Kurulu Bagkani
Kasim 2020
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Genel Bilgiler ve Editérler Kurulu Politikasi

TJOFPS (Turkish Journal of Facial Plastic Surgery) yazi dili
Turkge ve ingilizce olan Ocak, Mayis ve Eyltl aylarinda
olmak Uzere dort ayda bir, yilda U¢ kez yayimlanan
hakemli bir dergi olup orijinal makale, literatdr gézden
gecirmeleri, olgu sunumlari, teknik bildirileri ve uzman
goruglerini yayinlar. Her makalenin baginda yazi baghgt,
ozet ve ‘medline” kurallarina gére dizenlenmis anahtar
kelimelerin ingilizceleri verilmektedir.

Tum yazilar bilimsel katkilari, 6zgtnltkleri ve igerikleri
agisindan bilimsel komite tarafindan bagimsiz hakemlik
ilkelerine gére degerlendirilir. Derginin editoryal ve

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

the Committee on Publication Ethics (COPE), and

the European Association of Science Editors (EASE)

gibi uluslararasi kuruluglarin kurallarina uygun olarak
sekillenmektedir.

TJOFPS ‘de yayinlanan ifadeler ya da gérusler editérler,
yayin kurulu ya da yayincinin degil yazar(lar)in gords ve
bakig agisint yansitmaktadir; yayinlanan igerige ait nihai
sorumluluk yazarin kendisine aittir.

Bilimsel ve Etik Sorumluluk

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

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

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

Ust yazida, galisgma kapsaminda incelenen kigilerden
veya yasal vasilerinden ‘bilgilendirilmis onam formu’
(‘informed consent”) ve galisilan kurumun etik
kurulundan ‘etik kurul izni* alinip/alinmadigi veya
calismada insan deneyleri ile ilgili 1975'te yayimlanan
Helsinki Bildirgesine uyulup/uyulmadigi belirtimeli, varsa
aksi durumlar agiklanmalidir. Deneysel ¢calismalar ve

Cilt / Volume 1, Say1/ Issue 1, Kasim / November 2020

ilag arastirmalarinda, Dunya Tip Dernedi “World Medical
Association (WMA)” tarafindan belirlenen “Declaration
of Helsinki-Ethical Principles for Medical Research
Involving Human Subjects’ ve “Guide for the Care and
Use of Laboratory Animals” ile ilgili etik komisyon raporu
istenecektir.

Arastirmalara yapilan her tarld yardim ve diger
desteklerin alindig kisi ve kuruluslar beyan ediimeli ve
cikar catigmasiyla ilgili durumlart agiklamak amaciyla
‘International Committee of Medical Journal Editors”
(ICMJE) Potansiyel Cikar Catismalari Bildirim Formu
doldurulmalidir.

Telif Hakki

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

Ust Yazi

TJOFPS ‘ye gonderilecek tum yazilar, bir “Gst yaz!”
icermelidir. Ust yazida; iletisim kurulacak yazar(lar)in
adres, telefon, faks numaralari ve e-posta adresleri,
yazinin ayni zamanda degerlendiriimek Uzere baska
bir elektronik ya da basill mecraya génderilip/
goénderilmedigi ve daha énce Turkge ya da bagka bir
dilde yayimlanip/yayimlanmadigi belirtimelidir. Ayrica,
degerlendirme agamasindaki yazinin degerlendirme
surecindeyken baska bir dergiye génderiimeyecedi
bilgisi agik¢ga vurgulanmalidir. Hazirlanan yazi, kagida
basildiktan sonra imzalanmali ve bu haliyle taranarak
Jjpg dosyasina donustdrildikten sonra sistemimize
yuklenmelidir. Daha 6énce baska bir dergiye gonderilen,
ancak yayina kabul ediimeyen yazilar igin agiklama
yapilmalidir. Bu yazilarin, énceki hakem raporlarinin
Dergimize génderilmesi, degerlendirme surecinin
hizlanmasini saglayacaktir. Toplantilarda sunulan
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yazilar igin organizasyonun tam adi, tarihi, gehri ve Ulkesi
belirtimelidir.

Cevrimigi Makale Génderme

Yazilar, A4 kagidi boyutundaki sayfada, 12 punto, 1.5
satir arasl ile Word belgesi (*.doc) olarak hazirlanmaili,
jfacialplast@gmail.com adresindeki ‘Gevrimigi yaz
gonder-takip et” sistemi kullanilarak génderilmelidir. Bu
sistem digindan génderilen yazilar degerlendirmeye
alinmayacaktir. iletisim kurulacak yazarlara, sisteme
kayit oimalarindan sonra, kullanict adi ve sifre
saglanacaktir. Yazarlarin, tanimlanan kullanict adi ve
sifre ile makale gbnderme sistemine girmelerinden

sonra, sistemin yénlendirici bilgilerini dikkatlice okumailari
ve tum bilgileri eksiksiz kaydetmeleri, gereksiz gecikmeleri

onleyecektir. Yazinin resim, sekil, tablo ve kaynak gibi
eklerinin yani sira, “Gst yazi”, “telif hakki devir formu’,
‘potansiyel gikar ¢atismalari bildirim formu” ve “etik
kurul izin” formlari gibi gerekli ek belgeler de ayni anda
sisteme yuklenmelidir.

Makalelerin Hazirlanmasi

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

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

Makale yaziminda, Turk Dil Kurumu’nun Bilim ve Sanat
Terimleri S6zIUGu ve Tip Terimleri Kilavuzu gibi kaynaklar
kullaniimalidir. Kisaltmalar, 6zet ve ana metin igerisinde
ayri ayri olmak Uzere, ilk kullanimda tanimlanmaili

ve kisaltma, tanimin ardindan parantez igerisinde
verilimelidir. Kisaltmalarin dilimizde kullanilan sekli tercih
edilmelidir (CT yerine BT gibi). Yabanci sézcukler, Turkge
okunuslarina gére yaziimalidir. Dergi, gerekli gordugu
yerlerde dil ve yazim ile ilgili uygun duzeltmeleri yapma

hakkini sakli tutar. Yazilar, gerekli géralduginde dizeltme

yapilmak Gzere sorumlu yazara geri génderilebilir.

Dergiye gonderilen yazilar ik agamada, Editérler

YAZARLARA BIiLGILER

tarafindan én degerlendirmeye alinir. intihal, kopya

ve mukerrer yazim (“duplication”) agisindan yayin
denetimleri de bu agamada yapilir. Bu tirden etik
sorunlarin saptanmasi durumunda, Committee on
Publication Ethics (COPE) kilavuzlari gergevesinde islem
yapilacaktir. Bu asamalari gegtikten sonra yazi, Gift-kor
yontemle secilmis en az 2 hakeme goénderilir. Hakemler,
yazinin konusuyla ilgili uluslararasi literattrde yayinlari ve
atiflar olan bagimsiz uzmanlar arasindan segilmektedir.
Arastirmalar, sistematik derlemeler ve meta-analiz
yazilari ayrica istatistik kontrolinden gegirilir. Yazarlar,
metinde buyuk bir degisiklik yapilmamasi sartiyla,
Editorler tarafindan gerekli gordlen dizeltmelerin
yapilmasini kabul ederler.

Yazilar basima kabul edildikten sonra yazar sayisinda
ekleme, ¢ikarma veya isim sirasinda degjisiklik yapilamaz.
Baslik Sayfasi

Her yazida baslik sayfasi, cevrimici (‘online”) sisteme ayri
bir Microsoft Word dosyasi olarak yuklenmeli, yazinin
Turkge-ingilizce baglig, en son akademik dereceleriyle
birlikte yazarlarin tam adlari, galismanin yapildigr bolim,
kurum, sehir ve Ulke bilgilerini igermelidir. Caligma farkl
kurumlarda gergeklestirildiyse, yazarlarin kurumlari Gst
simgeler ile belirtiimelidir. Yazigma adresinde; sorumlu
yazarin tam adli, posta ve e-posta adresleri, telefon ve
faks numaralari yer almalidir. Yazinin igerigi daha énce
herhangi bir sunumun bir pargasi oimussa toplantinin
ad, tarihi ve yeri belirtimelidir. Finansal Destek Beyani ve
Tesekkur bolumleri de bu sayfada yer almalidir

MAKALE TiPLERI

A.Ozgiin makale

Ozet, Girig, Gereg ve yontem, Bulgular, Tartigma ve
Kaynaklar bélimlerinden olusur.

Ozet

Ozgun makalelerin dzeti 250 kelimeyi gegmemelidir.
Ozette yozinin amaci, gereg ve yontem, bulgular ve
sonug boélumleri kisa ve agik olarak veriimeli, zet
bolumu yazi okunmadan da yazi hakkinda fikir verecek
sekilde yapilandiriimalidir. TGm makalelerin Turkge ve
ingilizce dzeti olmali yazinin ingilizce baghgini da igeren
ingilizce dzet, ayrica yazilmalidir. Turkge dzet Amag,
Gereg ve Yontem, Bulgular ve Sonug alt basliklarini,
ingilizce dzet ise Purpose, Material and Methods, Results
ve Conclusion alt bagliklarini igermelidir.



Anahtar kelimeler

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

Girig

Bu boélumde, konu birkag cimle ile anlatilarak en son
gelismeler veriimeli, gereksiz ayrintilardan kaginilmal;
bu calismayi yapis nedeni ve amaci agik bir sekilde
anlatiimalidir.

Gereg ve yontem

Caligilan hasta gruplar ya da laboratuvar hayvanlari,
kullanilan geregler ve yontem, ¢alisma plani, ve kontrol
gruplart acik ve kisa olarak anlatiimalidir. Yararlanilan
istatistiksel analiz ydbntemleri ve etik konularla ilgili

izinler yukarida agiklandigi gibi belirtiimelidir. Bu bolam,
kullanilan yéntemi uygulamak isteyen birisine 6gretecek
kadar ayrintill, okuyucuyu sikmayacak kadar kisa ve net
olmalidir. Kullanilan ilaglarin ve cihazlarin ézgun isimleri
ile birlikte Gretici firma adi ve Uretildigi Ulke yaziimalidir.
Bulgular

istatistiksel yontemlerle desteklenmis bulgular ayrintili
olarak verilmelidir. Resim, sekil ve tablolar, metin iginde
verilen bulgulari desteklemeli, ancak tekrar etmemelidir.
Verinin, metin, tablo veya sekil formatindaki sunumlarin
bir tanesinde gosterilmesi yeterlidir. Bu bélimde,
sadece en 6nemli bulgular vurgulanmali, bulgular
diger arastirmalarla karsilastinimamalidir; bu tip
karsilastirmalar tartisma bélimuine saklanmalidir.
Tartisma

Calismanin bulgulary, ilgili literattr verileri ile
karsilastirilarak irdelenmeli, 5Snemi ve farki
vurgulanmalidir. Bu bélimde, galismanin eksik yanlari
aclkga belirtiimeli ve gerekiyorsa sorunun ¢gézimdune
yardimci olacagi dustndlen ¢alisma énerileri
yapilmalidir. Bulgular bélimuande sunulan detaylar tekrar
edilmemeli ve bu bélimunde belirtimemis yeni veri
sunulmamalidir. Gérusler sadece galismada bulunan
gergeklerle desteklenecek sekilde sinirlandiriimaii,
arastirilmayan ya da gésterilemeyen varsayimlar
tartismaya eklenmelidir.

Ozgun yazilarda, yazi 18 sayfa veya 4500 kelimeyi, kaynak
sayisi 357 ve resim-grafiklerin sayisi 157 agmamalidir.

B. Derleme

Guncel bir konunun, uzman kigilerce derinligine
incelendigi ve bu kisilerin deneyimlerinin ayrintili literatdr
verileri ile sentezlendigi yazilardir. Bu yazilar, bir konunun
klasik bilgi 6tesinde zenginlestirilerek yorumlanmasi
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seklinde olmaili ve iligkili en son yayinlar gézden
gegirilerek hazirlanmalidir. Yazinin ézeti, alt basliksiz
dizenlenmelidir; ana metnin alt basliklari ise yazarlar
tarafindan segilebilir.

Bu tUr yazilarda, yozi 15 sayfa veya 4000 kelimeyi, kaynak
sayisi 50'yi ve resim-grafiklerin sayisi 20'yi agmamalidir.
C. Resimlerle bir konu

Bir konunun, resim ve sekil agirlikli olarak sunulmasidir.
Pratikte sik karsilasilan konular segilmeli, yazili bélim
olabildigince kisa olmali ve konu egitici bir sekilde
sunulmalidir. Yazinin alt basliklary, yazarlar tarafindan
secilir. Ozete gerek yoktur.

Bu tUr yazilarda, yazi 4 sayfa veya 1500 kelimeyi,
kullanilan kaynak sayisi 15§ ve resim-grafiklerin sayisi 30'u
asmamalidir.

D. Olgu sunumu

Egitici degeri olan, ilging ve nadir gérulen olgular
secilmelidir. Ayri bir sayfada, olgunun neden
sunuldugunu ve ana bulgularint igeren, alt bagliksiz

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

‘Nasll yaplilir?” bélimuinde, tani ve tedavi pratiginde en
cok yapilan igslemler, konunun uzmani kigilerce anlatilir.
Anlatim kisa ve acik olmall, gerektiginde gizimlerle
desteklenmeli ve kullanilan gerecler agik isimleri ile
belirtiimelidir. Bu yazilarin baglica amaci, bu iglemleri
yapmak isteyen ilgili uzmanlara yardimci olmaktir.
Genellikle Yayin Kurulu'nun davet ettigi yazarlar
tarafindan hazirlanir.

F. Taniniz nedir?

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

G. Editére Mektup

Son bir yil iginde TJIOFPSde yayimlanan bir yazinin
6nemi, gdzden kagan hatasi veya bilinmesi gereken
diger ayrintilarinin vurgulandidi yazilardir. Yazarlar,
okurlarin ilgisini gekebilecegini distndukleri egitici olgu
ve konular hakkinda da editére mektup génderebilirler.
Okurlarin konuyla ilikili, yorum igeren kendi gérusleri de
bu bélimde sunulabilir.
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Bu tUr yazilarin, 2 sayfa veya 500 kelimeyi, kaynak ve
resim sayisinin da 4G agsmamasi gerekir.

\Yazi tirleri Eil:lfln_e (Ozet kelime sinin ~ [Kaynak _siniriYazar sinirTablo siniriSekil-resim siniri

Ozaiin Makale 4500 1400 (vapilandiriimis)50 6* 4 7 va da toplam 15
Derleme 14000 200 100 5 4 15 va da toplam 24
Resmierle 500 oo 20 5 o 15 sekil ya da toplam 30
Olgu sunumu |1500 200 B 5 2 3 sekil ya da toplam 6
Mektup 500 0 4 4 0 =2 sekil ya da toplam 4

* Cok merkezli ya da multidisipliner galismalarda 6
yazarin Gzerinde olabilir.

@ Baslik sayfasl, kaynaklar; sekil agiklamalan ve tablolar
dathil

Kaynaklar

Kaynaklar ayri bir sayfada, yazi igindeki gegis sirasina
gore Tden basglanarak diziimelidir.

‘Biomedikal Dergilere Génderilen Makaleler igin

Gerekli Standartlar’a uygun hazirlanmalidir (http://
www.amaassn.org/public/peer/wame/uniformhtm).
Dergi isimleri “Index Medicus’ta kullanildigr sekilde
kisaltiimalidir. Yazar sayisinin altyr gegtigi kaynaklar igin,
ilk g isim yazildiktan sonra Turkge ise “ve ark’, yabanci
dilde ise “et al” kisaltmalari kullanilabilir.

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

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

c. Kitap igerisindeki bélimlerden yararlanildiginda:
Hoskins WJ, Perez C, Young RC. Gynecologic tumors.

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

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

Tablolar

Tablolar ana dosyanin sonunda, kaynak listesinden hemen
sonra sunulmalidir. Yazida yer verilen tim tablolara ana
metin igerisinde atif yapiimali, tablolar atif sirasina uygun
bicimde numaralandiriimalidir. Her tablo igin tablonun
icerigi ve amacini belirten agiklayici bir baslik kullaniimail,
baglik tablo tzerinde veriimelidir. Tablolarda kullanilan tdm
kisaltralar (ana metin igerisinde tanimianmis olsalar bile)
tablo altinda tanimlanmalidir. Tablolar, Word yaziiminin
“Tablo Ekle” komutu kullanilarak hazirlanmall, okunmasi
kolay bir bigimde duzenlemelidir.

YAZARLARA BIiLGILER

Sekiller

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

Sekil altyazilar ana dosyanin en sonunda sunulmal,
seklin alt birimlere ayrildidi durumlarda asagidaki
formatta dtzenlenmelidir:

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

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

Diger

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

istatistiksel analiz tibbi dergilerin raporlama istatistik
kurallarina uygun olarak yapiimalidir (Altman DG,
Gore SM, Gardner MJ, Pocock SJ. Statistical guidelines
for contributors to medical journals. Br Med J1983: 7;
1489-1493.). Caligmanin istatistiksel analiz streci ile ilgili
bilgiler ana metin i¢inde belirtiimelidir.

Ana metin igerisinde yer alan ilag, triin,donanim
ya da yazihmin adi Ureticileriyle birlikte agagidaki



formatta belirtimelidir: “Discovery St PET/CT scanner (cE
Healthcare).”

Yararlanilan kaynak, tablo ve sekiller metin icerisindeki
yerlerine atfen siralanarak numaralandiriliriar.

Duzeltmeler

Gelen yazilarin, konuyla ilgili ve deneyimli hakemlerce
degerlendirilmesi sonrasinda gerektiginde bagvurduklari
duzeltme talepleri ve elestiriler, iletisim adresi belirtilen
yazara goénderilir. Basimin gecikmemesi igin istenen
duzeltmeler, en kisa zamanda cevaplandiriimalidir.
Duzeltmelerin cevaplari ile birlikte en ge¢ 30 guin igcinde
tarafimiza génderilimesi gerekmektedir. 30 giinden
sonraya kalan dizeltmelerde, editérler kurulu makaleyi
geri gevirme hakkini sakli tutar. Ddzeltmelerde, tim
hakemlerin géruslerine ayri ayri cevap yazilmal ve
yapilan duzeltmelerin sayfa numarasi ile satir sirasi
belirtiimelidir. Yapilan tim degisikliklerin metin Gstinde
koyu olarak belirtildigi bir kopya ile dizeltmeler
yapildiktan sonraki son halinin temiz bir kopyasi birlikte
goénderilmelidir. Sunulan kaynaklarin ve verilerin
dogrulugundan yazarlar sorumludur. Hatali, aldatici
veya yanlis yonlendirici bilgilerin varligi fark edildiginde,
“bas editér” makaleyi yayimdan gekme ve bunu
duyurma hakkina sahiptir.

Cilt / Volume 1, Say1/ Issue 1, Kasim / November 2020
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Overview

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

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

Editorial and publication processes of the journal

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

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

Ethical standards

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

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

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

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

INSTRUCTIONS FOR AUTHORS

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

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

In the event of alleged or suspected research
misconduct, e.g. plagiarism, citation manipulation, and
data falsification/fabrication, the Editorial Board will
follow and act in accordance with COPE guidelines.
Copyright Transfer
TJOFPS requires each submission to be accompanied
by a Copyright Transfer Form. By signing the copyright
agreement, the authors hand over the copyright of
their work to TJOFPS. In the case of a rejection decision,
copyright of the manuscript will be returned to the
authors.

Authorship

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

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

TJOFPS requires and encourages the authors and



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

of interest. Each contributing author is required to
electronically fill in the ICMJE Form for Disclosure of
Potential Conflicts of Interest (available at www.icmie.
org) and the forms must be submitted during the initial
submission.

Manuscript Preparation

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

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

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

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

Cover letter: A cover letter must be provided with all
manuscripts. This letter may be used to emphasize
the importance of the study. The authors should briefly
state the existing knowledge relevant to the study

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

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

Main document

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

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

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

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

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

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

Main text

Original Articles

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

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

Methods

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

All manuscripts dealing with human subjects must
contain a statement indicating that the study was
approved by the Institutional Review Board or a
comparable formal research ethics review committee.
If none is present at your institution, there should be a
statement that the research was performed according
to the Declaration of Helsinki principles (www.wmoai.
net/e/policy/b3.htm). There should also be a statement
about whether informed consent was obtained from
research subjects.

Results

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

Explain your results and relate them to those of other
authors; define their significance for clinical

practice. Limitations, drawbacks, or shortcomings of the
study should also be stated in the discussion section
before the conclusion paragraph. In the last paragraph,
a strong conclusion should be written.

INSTRUCTIONS FOR AUTHORS

Review Articles

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

the literature. No new information is described, and

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

Pictorial Essay

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

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

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

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

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

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

Letter to the Editor and Reply

Letters to the Editor and Replies should offer objective
and constructive criticism of published articles within
last 6 months. Letters may also discuss matters of
general interests and may include images. Material
being submitted or published elsewhere should not be



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

Type of
manuscript

ord bstract wordReference
llimit limit limit

Original Article

14500

50

6%

{Author able
limit. limit

Figure limit

l4

7 or total of 15 images;

Review Article

14000

400 (Structured)
200

100

5

7

15 or total of 24 images

Pictorial Essay

1500

{400

R0

5

INo tables

15 figures or total of 30 figure
parts

[Technical Note

1500

200

8

5

2

3 figures or total of 6 figure
parts

lLetter

500

IN/A

4

l4

INo tables

2 figures or total of 4 figure
rts

*Multicenter or multidisciplinary studies should be signed by

more than 6 authors

References

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

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

below;

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

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

Epub ahead of print articles: Abboud S, Raparia K,
Ubago JM, Resnick S. AngioVac extraction of intra-

atrial hepatoma masquerading as PICC-associated
thrombus. Diagn Interv Radiol 2015 DOI: 105152/
dir.2015.15243. Published online 28 October 2015.

Books:

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

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

Tables

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

be created using the “insert table” command of the
word processing software and they should be arranged
clearly to provide an easy reading. Data presented

in the tables should not be a repetition of the data
presented within the main text but should be supporting
the main text.

Figures and figure legends

Figures, graphics, and photographs should be submitted
as separate files (in TIFF or JPEG format) through the
submission system. The files should not be embedded
in a Word document or the main document. When
there are figure subunits, the subunits should not be
merged to form a single image. Each subunit should be
submitted separately through the submission system.
Images should not be labelled (o, b, c, etc.) to indicate
figure subunits. Thick and thin arrows, arrowheads, stars,
asterisks, abbreviations and similar marks can be used
on the images to support figure legends. Like the rest

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

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

General

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

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

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

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

All references, tables, and figures should be referred

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

Revisions

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

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

INSTRUCTIONS FOR AUTHORS
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OPERATIVE PHOTOLOG IN RHINOPLASTY

Fazil Apaydin'

'Ege University School of Medicine, Department of Otorhinolaryngology, izmir, Turkey

ABSTRACT OZET

The main reason why rhinoplasty is accepted as the
most difficult operation in facial plastic surgery is the
numerous variations and pathologies of the nose
that can be encountered. Although these conditions
and the surgical maneuvers can be recorded on a
diagram, it is not enough. In this study, a professional
photographer equipped with the professional photo
cameras has taken at an average of 175 pictures
during each surgery from 2007 to 2014. The main
advantages of this approach were found to give
better chances for follow-up, self-assesment,
education and medicolegal situations.

Key words: photography, rhinoplasty, photolog

Corresponding Author: Prof. Dr. Fazil Apaydin

Rinoplastinin yUz plastik cerrahisinin en zor ameliyat
olarak kabul ediimesinin nedeni burunda mevcut
sayisiz varyasyon ve deformitenin olmasidir. Ameliyat
sirasinda karsilasgilan anatomik durum, patolojiler ve
uygulanan cerrahinin tim agamalari bir diagrama
kaydedilebilmesi yararl olmakta, ancak yeterli
olmamaktadir. Bu ¢alismada uygun fotograf ¢cekim
cihazlari ve bir profesyonel fotografci yardimiyla
2007-2014 yillar arasinda her ameliyatta ortalama
175 fotograf ¢ekilmistir. Bu islemin en énemli yararlari
takip, kendini degerlendirme, egitim ve adli agidandir.

Anahtar Kelimeler: fotografcilik, rinoplasti, fotolog

Adress: Ege University School of Medicine, Department of Otorhinolaryngology, izmir, Turkey

Email address: fazil.apaydin@gmail.com
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Introduction

Rhinoplasty is the most common and the most difficult
operation in facial plastic surgery. Aithough there are
certain surgical steps in rhinoplasty, every nose is different
because each nose has its own anatomic variations, and
the surgical plan and techniques used can be different for
each individual nose. This redlity brings the need to record
intraoperative data very seriously. The usual follow-up

is done by using consultation notes, operative record,

pre- and postoperative pictures. Although a detailed
operative record and graphic drawings are very helpful, it
is the author’s opinion that this is not always enough and
intraoperative pictures are usually needed. The aim of this
study is to present a method which will enable the surgeon
a useful way to gain more information during surgery and
keep it with the patient records.

When one looks at the dictionary, two relevant meanings
of “log” are found: First “the full nautical record of a ship’s
voyage and the full record of a flight by an aircraft’,
second “a record of performance, events, or day-to-day
activities”. In today’'s world it is more often used for record
keeping. In the world of Internet a web log is called as

blog and it is a type of website or part of a website. Most
blogs are primarily textual, although some focus on art (art
blog), photographs (photoblog), videos (video blogging).
music (MP3 blog), and audio (podcasting). In this studly |
blended the “photo’” with ‘log” and called it as “photolog”
meaning that the photos are used to record data during a
procedure.

Materials and method:

Seventy patients operated by the author from 2007-2014
at a tertiary referral center and a private hospital were
taken into this study. All patients were informed before the
surgery that intraoperative pictures would be taken and
an informed consent was also taken. The operations lasted
from 2 to 5 hours depending on the difficulty of the case.
All patients were operated under general anesthesia and
a professional photographer was always in the operating
room to take the pictures. The photographer was usually
located at the right side of the surgeon in order to simulate
the surgeon’s eye whereas additional multiple views, such
as lateral, basal or sky views were also taken.

All the pictures were taken by using a digital SLR camera
(Nikon D200 and Nikon D700),105 mm macro lens (Nikon

AF micro Nikkor 105 mm f/2.8D) and a dual strobe flash
(Nikon speedlight SB-29s). This equipment enabled a

Klinik Arastirma / Clinical Research

uniform shadowless exposure within a certain distance
(approximately 30-50 cm) from the patient's nose. The
photographer was asked to shoot during every surgical
maneuver. The number of pictures taken changed from

65 to 366 (average 175) depending on the number of
techniques employed during surgery (Figure ). In the
beginning, the surgeon has always asked the photographer
when and from where to shoot. Although the photographer
had connaisence with surgery in time, the surgeon kept

on acting as the photographic director of the operation.
The pictures were all transferred into the computers and
backup disks.

Results:

All the pictures were reviewed after surgery. The quality of
the pictures were found to be good to excellent. Although
the redundant and noninformative pictures were usually
deleted, the number did not come under 40. When the
patients have come for the follow-up, these pictures were
used to recall the steps employed during the surgery. The
high quallity pictures of 70 patients covered 6 GB space.
These pictures were used for many purposes:

1. Follow-up: It was much easier for the surgeon to
remember the surgical steps after evaluating the
intraoperative pictures.

2. Self-assessment: The surgeon could see the operative
condition clearly and the effect of all the surgical
maneuvers for the individual patient could be evaluated.

3. Education: These pictures were all used for educational
purposes. The author, the residents and visiting physicians
have been doing a briefing for the rhinoplasty patients

on a bimonthly basis. All the pre-, per- and postoperative
pictures of the patients have been presented and
discussed with the residents and visiting physicians.

4. Medico-legal reasons: It is not possible to make every
patient happy with rhinoplasty since it has a physchological
aspect as well. Sometimes these patients can be very
demanding and critical with the result of the surgery. In that
case, the use of intraoperative pictures can be very helpful
to explain the situation to the patient or to another collegue.
This method has been used in one dissatisfied patient
which made him believe that the surgeon had done his
best for him.
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Discussion:

A picture is worth to thousand words. The author has been
taking pictures in many operations and videos in some.

In earlier times, it was the surgeon himself, a resident, an
anestesiologist, a technician or a nurse who was taking
the pictures by using different point-and-shoot digital
cameras. Altough the resultant pictures were usually
satisfactory, they were sometimes not good enough

to give information and the number of pictures were
usually not sufficient. It was also a very time consuming
procedure because the surgeon had to either change
gloves each time or spend some additional time for taking
pictures. It was also tiresome trying to make a resident,
anesthesiologist, nurse or a techician understand how

to take a picture. In order to increase the quality of the
pictures and stop loosing information and time two things
have been done:1) A professional photographer was hired,
2) Professional photographic equipment was purchased.
The photographer was trained in taking studio and
intraoperative pictures for facial plastic surgery procedures.
The other important factors in photodocumentation is the
surgeon's desire, patience and artistic skill in directing and
allowing the photographer to take pictures. The harmony
of the surgeon and the photographer gives the best results.
After these efforts, the quality of the pictures became
close to ideal and the loss of intraoperative information
has been prevented. Besides, as the coordination of the
surgeon with the photographer increases by time, then the
photographer is not needed to be supervised. This make
the surgeon to concentrate on his operation while quality
pictures are taken by the photographer. As can be seen,
alof of time and money should be spent for informative
high quality intraoperative pictures. Is it worthwhile? This is
a difficult question to answer and almost each individual
surgeon has a different answer and perspective for this
question. After all these years working with a professional
photographer in facial plastic surgery procedures,

the author believes that it is one of the most versatile
investments for a facial plastic surgeon which always pays
backin time.
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Figure 1: An example of photolog. The photographer has
taken many pictures for each step during surgery while the
surgeon has been operating. The result is that the surgeon
can easily remember what he has done during surgery
including every smaill detail of the operation.

References:
1. http://;mwwmerriam-webster.com/dictionary/log

2. http://enwikipedia.org/wiki/Log
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OUTCOMES OF COMBINED PUSH DOWN WITH HIGH STRIP RESECTION AND BONY CAP DRILLING PROCEDURE

Fetih Furkan Sahin' Goksel Turhal, Sercan Gode
'Ege University School of Medicine, Department of Otorhinolaryngology, izmir, Turkey

Failure to properly repair the middle vault can lead
to both functional and aesthetic complaints. Bony
or cartilaginous irregularities can be observed
after destructive procedures and bone reduction
by manual rasping. In the present study the
combination of cartilage push down and bony
cap drilling has been described and the aesthetic

outcomes had been analysed. This prospective study

included 67 patients who underwent primary open
technique septorhinoplasty between January-July
2019. Preoperative and postoperative sixth-month
photographic analyzes and FACE-Q questionnaires
were performed in all patients. At the end of

the 6-month follow-up period, 15 patients had
complains of a wide dorsum. Although 4 patients
had mild hump recurrence, none of these requested
arevision surgery. Nasal axis deviation was not
observed in any patient. Combined “bony cap drill”
and “cartilage push-down” technique provides a
controlled repair and dorsum reduction, preserves
functional structures, and maintains bony dorsum
stability especially in crooked noses. In addition,
undesired irregularities can be prevented by drilling
and reshaping the bony dorsum and cap. However,
it should be kept in mind that cartilage push down
technique might cause a wide dorsum appearance
in the middle one-third of dorsum especially in
patients with higher hump.

Key words: Dorsum Preservation Septorhinoplasty;
Hump Resection; Septorhinoplasty Complications

Corresponding Author: Fetih Furkan Sahin, MD'

ABSTRACT OZET

Septorinoplastide orta nazal ¢gatinin uygun sekilde
onarilmamasi hem fonksiyonel hem de estetik
yakinmalara yol agabilir. Orta nazal gatidaki kartilaj
yaptya yonelik destriktif mddahaleler ve kemik
catidaki hump rezeksiyonun rasp ile kontrolstiz
uygulanmasi halinde dorsumda ele gelen
duzensizlikler olusabilmektedir. Bu ¢alismada, kartilaj
cati konturlarini ve fonksiyonel Unitelerini koruyan
‘kartilaj push-down” teknigi ve kemik ¢atida da “tur
ile reduksiyon” teknigi ile dorsum reduksiyonunun
sonuglart sunulmaktadir. Bu prospektif galismaya
ocak-temmuz 2019 tarihleri arasinda primer agik
teknik septorinoplasti uygulanan 67 hasta dahil
edildi. Tim hastalarin preoperatif ve postoperatif

6. ay donemlerinde fotograflar analizleri yapildi

ve FACE-Q anketleri uygulandi. 6 aylik takip streci
sonunda, 15 hastada genis dorsum gorinimu
yakinmasi gézlendi. 4 hastada hafif derecede hump
rekurrensi gozlenmekle birlikte bu hastalarda revizyon
cerrahi beklentisi mevcut degildi. Bu ¢alismada
tanimlanan “kartilaj push-down’ ile birlikte “tur ile kemik
cati reduksiyonu” kombine tekniginin, kontrollt bir
onarim ve dorsum redtksiyonu saglamakta oldugu,
fonksiyonel yapilart korudugu, ézellikle egri burunlarda
kemik ¢ati stabilitesini korudugu goértimuastar. Ayrica,
kemik ¢catida tur kullanimi ile kontrollt redtiksiyon
saglamasi sayesinde istenmeyen duzensizlikler
o6nlenebilmektedir. Ancak daha yuksek humpa sahip
hastalarda kartilaj push down tekniginin postoperatif
dénemde orta 1/3'te genis dorsum géranumane
sebep olabilecegi akilda tutulmalidir.

Anahtar Kelimeler: Dorsum Koruyucu Septorinoplasti;
Hump Rezeksiyonu; Septorinoplasti Komplikasyonlari

Adress: Ege University School of Medicine, Department of Otorhinolaryngology izmir, Turkey
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Introduction

Hump removal of the both bony and cartilaginous
dorsum is possibly one of the most performed steps
during septorhinoplasty. Dorsal hump removal improves
the profile view. In the meantime, surgeon wants to
preserve the natural profile of the nasal dorsum. The
cartilaginous middle vault has a unique structure
formed by the two upper lateral cartilages and the
septal cartilage. This cartilage framework has also an
intimate relation with bony septum and nasal bones
(1). In classic rhinoplasty, nasal cartilaginous dorsum

is cut into three independent pieces and then these
pieces are repaired after hump resection. Also, dorsum
resection causes the open-roof deformity which has
to be repaired afterwards. Even though bony dorsum

is repaired, there can be palpable irregularities on
nasal dorsum. Both using rasp and osteotomy may
cause irregularities on bony dorsum. Possible instability
of the lateral nasal walll is another concern. In order

to overcome these problems and to preserve nasal
dorsum, many techniques have been described.
Conventional hump resection is seem to be a hallmark
of rhinoplasty. Despite the success of resection
techniques in reduction of a dorsal hump and
improving the profile view, recent studies suggest that
dorsal resection should be replaced by preservation
techniques (2). Although dorsum preservation is d
current issue in rhinoplasty, the idea and its evolution
are not new. In 1914, Lothrop defined the subdorsal
resection of septal cartilage and ethmoid bone
combined with a transverse osteotomy at the radix

to allow for descent of the bony pyramid (3). Cottle
described and popularized the cartilage push down
technique against resection rhinoplasty (4, 5). This
technique aims to keep nasal dorsum intact while
reducing the dorsal hump. Another advantage of this
technique is preserving the patency of internal nasal
valve and avoiding its collapse. As an alternative of rasp
for bony dorsum reduction Becker et al have reported
their experiences on using powered instruments such
as drill in 1997 (6). The nasal dorsum drrill offers a precise
reduction of dorsal hump by avoiding bony irregularities
and sharp edges.

The aim of this article is to discuss the results of
combined procedure of push down with high septal
strip resection and bony cap drill with cylindrical burr,
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and analyse the aesthetic outcomes of this combined
technique.

Materials and Method

This study was designed as a prospective clinical trial
between January and July 2019 in one tertiary academic
center. This study was also carried out in concordance
with international ethical standards and the World
Health Organisation Helsinki Declaration. It was
approved by the institutional review board. Informed
consent was obtained from all of the subjects.
Sixty-seven patients with primary septonasal deformity
over the age of 18 were included in this study. The
patients with any severe septal deviation type such

as caudal border fracture, vertical septal fracture,
subluxation, saddling, the patients without dorsal hump
and revision cases were excluded. The patients with
mild simple septal deviation were not excluded from
the study. All the patients underwent primary open
technique rhinoplasty. All cases were operated by the
same senior surgeon. The final decision on whether to
perform a combined push down and bony cap drill
technique or a conventional resection dorsal hump
removal were made once the dorsum is fully exposed
via an open approach. Those who underwent combined
technique were included in this study. All patients were
followed-up at least 6 months, up to 1year.

Outcome Measures

Nasal length, radix height, middle vault dorsum height,
bony width, middle vault width, alar flare, columellar
height were measured and evaluated through
photographic analysis. Also, FACE-Q questionnaire

for both functional and aesthetic outcomes were
implemented to all patients. Turkish version of FACE-Q
questionnaire was used in this study (7). FACE-Q consists
10 questions on a scale from 1(very dissatisfied) to

4 (very satisfied). According to FACE-Q, higher score
indicates better outcome. As well as the preoperative
evaluation, photographic analysis and FACE-Q
questionnaire were performed for all patients at the
postoperative sixth month.

Surgical Procedure

This surgical procedure is mainly originated from the
technique that described by Ishida et al. (8). Surgery
is initiated with a mid columellar inverted-V incision

21



22

Combined push down and bony cap drilling procedure

and followed by limited degloving. At the level of lower
and middle thirds of nasal dorsum, a subperichondrial
dissection is performed. Then, bony dorsum is dissected
in subperiosteal plane. After dorsum dissection, the
cartilage framework is separated by using semi-

sharp elevator from the junction with nasal bones.

The separation is included the cephalic edge of the
upper lateral cartilages. Also, cartilaginous septum is
freed from bony septum anteriorly. However, it is very
important to keep the cephalic ligament attachments
of “septal T" to the reduced bony cap while pushing the
cartilage framework down. Upper lateral cartilages are
not separated from the quadrangular septal cartilage.
Thus, “septal T" form is preserved. Then, a high-septal
strip is resected just below the dorsal segment of
quadrangular cartilage. A portion of ethmoid bone is
either removed (triangular wedge) or cut longitudinally.
Conjoined upper and lower remaining parts of
cartilaginous septum are secured by through-and-
through suturing with 5/0 PDS (polydioxanone suture). If
a cartilaginous hump still exists, additional septal strips
can be resected. A vertical chondrotomy is performed
to the attic side of the cartilaginous septum towards the
dorsal line of cartilaginous hump as Neves described
(9). After this step, cartilaginous hump is pushed down
onto the inferior portion of cartilaginous septum. With
this move, the cartilaginous framework is re-positioned
posteriorly. In the next step, dorsal bony cap is carefully
drilled by 8-mm cylindrical diamond burr. While drilling,
cold saline irrigation is used to avoid thermal damage.
This bony “de-capping’” is performed as an osteoplasty
in order to reduce the bony hump and create smooth
bony edges. Transverse osteotomy with 2 mm chisel
and lateral osteotomies with 6 mm guarded chisel are
performed to push down the bony pyramid.

Statistical Analysis

Statistical analysis was made using computer software
(SPSS version 22.0, SPSS Inc. Chicago, IL, USA). Chi-square
(XQ) exact tests were used for the comparison of
categorical data while Wilcoxon and Mann-Whitney

U tests were used for the analysis of non-parametric
variables based on the distribution pattern of the data.
Data were expressed as ‘mean (standard deviation;
SD)", percent (%), minimum-maximum, Odds Ratio (OR);
95% confidence interval (CI) and “median (Interquartile
range; IQR)” where appropriate. p<0.05 was considered

statistically significant.

Results

Forty-four patients (65.7%) were female and 23 patients
(34.3%) were male. The mean age was 29.6+4.4 years
(ranged between 22 and 45 years). The mean follow-
up duration was 95 months (ranged between 6 and

12 months). Response rates of FACE-Q questionnaires
were 100% for both preoperative and postoperative
evaluations. The mean preoperative FACE-Q score of
all patients was 18.6 and the mean postoperative score
was 36.6. The mean postoperative FACE-Q score was
significantly better than the mean preoperative score
(p<0.05).

However, 15 patients (22.3%) out of 67 which had a

hump with 4 mm or higher, responded the “the width

of your nose (from nasal to nasal)” item of FACE-Q
questionnaire poorly than expected. Among all patients,
the mean preoperative and postoperative scores of
‘the width of your nose (from nasal to nasal)” item were
2.8 and 3, respectively and there was no significant
difference between pre and postoperative scores
(p>0.05). However, postoperative scores specific to

‘the width of your nose (from nasal to nasal)” item

were worse than the preoperative scoring for those

15 patients who had a dorsal hump with 4 mm or

higher preoperatively. Additionally, in the postoperative
photographic analysis, a partial recurrence of dorsal
hump was observed in 6 patients (8.9%). However, these
6 patients had no complaints about their postoperative
appearance. Figure 1shows the preoperative and
postoperative sixth month appearance of a patient who
had complaint of wide middle one-third of the nose and
wide alar flare.

Two patients (3%) underwent a revision (CI|C1I’ base
reduction) surgery after a six-month follow-up duration.
Dorsal camouflage techniques were not required in any
cases. None of the patients had a nasal axis deviation or
a tip ptosis postoperatively.

Discussion

The middle one-third of the nasal vault has important
aesthetic and functional roles. Integrity of upper lateral
cartilages and septal cartilage forms the internal
nasal valve angle which is the narrowest part of the
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nasal airway. Splitting this unique structure may cause
functional and aesthetic problems. Reducing the bony
hump with rasp or osteotomy may lead some early or
late term problems such as focal bony irregularities
or open-roof deformity. Since rasp is a traumatic tool,
using rasp inattentively may cause harm the keystone
area and upper lateral cartilages.

Due to various difficulties of reconstructing the
disturbed keystone area and bony dorsum, dorsall
preservation rhinoplasty has become a significantly
trending subject in rhinoplasty (10, 11). First Lothrop in
1914 and then Cottle in 1946 suggested and developed
the idea of dorsal preservation rhinoplasty (3, 4). For
many years, various dorsum preservation techniques
were performed, however without wide acceptance
(12,13). Later, Saban introduced his cartilage push down
approach with high septal strip resection in 2002 (14).
Ishida and colleagues reported that this technique may
lead to an undesirable wide dorsum and alar flare (8).
Recently, Robotti and colleagues described trimming
of the lateral “bone-upper lateral cartilage” junction

for reshaping the wide or asymmetric middle vault in
broad dorsum cases after push down procedure (15). In
this present clinical trial, we experienced that the higher
nasal hump exists, the more extensive high septal strip
removal is required. The outcomes of this study show
that the push down technique with high septal strip
resection causes wide dorsum and alar flare, if the
patient has 4 mm or higher dorsal hump. Therefore,
push down technique with high septal strip resection
procedure should be avoided for cases with 4 mm or a
higher dorsal hump. Nevertheless, none of the patients
had a complaint of nasal obstruction, as an advantage

of cartilaginous push down technique in this case series.

It is also reported that the lack of control while pushing
down the cartilaginous dorsum may cause a residual
hump due to the spring back effect (15).

The recurrence of a dorsal hump with preservation
rhinoplasty is an important long-term complication.
Ishida et al. reported a 15% rate of partial hump
recurrence in mid-level septal strip resection cases
(8). Saban reported a lower hump recurrence rate
(34%) and suggested that keeping the subdorsal part
of cartilaginous septum prevents the shape of the
dorsum from changing (16). Tuncel who performed

Klinik Arastirma / Clinical Research

subdorsal resection technique reported a 12% rate of
hump recurrence in a series of 520 cases (17). In this
series of 67 patients, the senior author performed high
septal strip resection and hump recurrence rate was
found to be 8.9%. Additionally, the authors of this study
experienced that the residual hump appearance is
mostly observed in supratip area. In this technique,
upper lateral cartilages are not shortened and lowered
so, caudal portions of these undisturbed upper lateral
cartilages may cause a bulging in supratip area.
Obviously, larger humps have much more risk for hump
recurrence. Therefore, a let down procedure could be
considered instead of push down procedure for cases
with higher or larger hump.

In the last decades, powered instruments such as
cylindrical diamond burr or piezo-osteotomy has
gained popularity among rhinoplasty surgeons.

Manual rasp obscures direct visualization of bony
structures. On the other hand, drilling with cylindrical
burr or piezo-osteotomy allows a better visualization

of the bony dorsum. Moreover, powered instruments
are less traumatic in experienced hands (6). In our
experience, drilling with cylindrical diamond burr

allows controlled, fast and effective osteoplasty and
decreases irregularities of the bony dorsum. In this case
series, the drill was used for osteoplasty alone or was
combined with transverse and lateral osteotomies.
Palhazi and colleagues suggested the “bony cap” term
instead of bony hump (1). Since the cartilaginous hump
is covered by a thin bone, they approved the removal of
this “bony cap” that can reveal the cartilaginous hump
beneath the cap. This “bony cap” reduction by drilling
reduces the bony pyramid irregularities after rhinoplasty
and allows the exposure of the whole cartilaginous
hump and framework. Bony cap drilling with cylindrical
diamond burr may also provide a shorter surgery time
and faster recovery period with safer postoperative
outcomes. Mostly, dorsal hump is not isolated to the
cartilaginous dorsum and both cartilaginous and bony
dorsum reduction is required. Drilling the “bony cap’

is mostly sufficient for bone reduction. In cases with a
thick “bony cap” or a high bony dorsal hump, a let down
procedure is usually performed with the essential low-
to-low lateral and transverse osteotomies (18).
Combining high septal strip push down technique

with bone drilling is very safe, quick, and has satisfying
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cosmetic and functional outcomes. From a functionall
perspective, this approach allows to avoid the
disturbance of internal nasal valve area. Preserving

the cartilaginous dorsum and reducing the bony

cap with drilling in a controlled manner provide with

a satisfactory aesthetic appearance especially for
those patients with thin skin and small to medium
hump. Preoperative photographic analysis enables the
surgeon to measure the dorsal hump height and allows
to predict the height of high septal strip to be resected.
Regarding this technique, it is important to choose

the proper nose for surgery by a careful preoperative
photographic analysis. Because this technique

may broaden the nose slightly. Therefore, undesired
postoperative outcomes can be observed with the
cartilaginous push down technique in patients with high
or large hump. On the other hand, drilling with cylindrical
diamond burr has some benefits such as osteoplasty
and smoothing the bony edges after osteotomies.

The main limitation of this study is the absence
objective functional outcome measures. In addition

to patient-reported outcome measures such as
FACE-Q, postoperative functional outcomes of the
technique can be evaluated by objective anatomic
measurements such as acoustic rhinometry or
rhinomanometry. Relatively shorter follow-up duration is
another limitation of this study. Surely, longer follow-up
period could provide more valid outcomes.

Conclusion

In conclusion, the authors of this study suggest that
the patients with a broad dorsum or high hump (>4
mm) dre not appropriate candidates for the push
down procedure with high septal strip resection. Hump
recurrence rate is lower in high septal strip resection
technique due to preserving the subdorsal portion
cartilaginous strut however, it should be kept in mind
that let down procedure should be preferred instead
of push down technique for higher humps. Besides,
bony cap drilling is highly recommended compared
to manual rasping. This combined technique provides
quick and safe dorsum reduction and preservation.
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ABSTRACT OZET

Objective: To compare the eyebrows of celebrities and
fashion models who are widely regarded as attractive
with those of selected volunteers to identify clinically
useful criteria for achieving attractive eyebrows.
Methods: Full-face frontal photographs of 50 fashion
models and celebrities were compared with those of
50 randomly selected volunteers in terms of eyebrow
shape (Westmore criteria) and position (McKinney
Criterid). Six different measurements were used

to assess the morphological differences. We also
compared male and female participants in terms of
eyebrow shape and position.

Results: We found no significant differences between
the celebrities and volunteer groups in terms of the
Westmore criteria (p>0.05). In contrast, eyebrow shape
was significantly different between male and female
volunteers (Westmore parameters A-B, p=0.007; B-C,
p=0.016 and D—E, p=0.000). The assessment of eyebrow
position (McKinney criteria) revealed that the mean
pupil-brow distance (G-H) was significantly greater for
celebrities than volunteers (female: p=0.031 and malle:
p=0.001) and for female than male (p=0.007, female:
256 cm, male: 2.23 cm, IPD standardized) and mean
brow-hairline distance (F—G) of celebrities was greater
than volunteers and females was greater than males
(female: 619 cm, malle: 5.87 cm, IPD standardized).
Conclusions: Corresponding results states that

wide forehead and higher pupil-brow distances

are considered more attractive. When female and
male ratios are compared brow apex is located in a
higher location in females. Similarly females has wider
forehead, their horizontal brow lengths are shorter and
pupil brow distances are longer.

Key Words: Eyebrow, beauty, facial aesthetics,
celebrities and models

Corresponding Author: Esin Yalginkaya

Amag: DUnyaca unlt ve etkileyici kabul edilen modeller
ile gonulltlerin kas sekil ve pozisyonlar karsilastiriiarak,
klinik olarak kullanigl olabilecek etkileyici kas kriterlerini
belirlemek.

Gereg ve Yontem: Dlinyaca Unlt modellerden olugan
grup (n=50) ile ayni cinsiyet ve benzer yaslardaki
gonulltlerin (n=50) tam yuz frontol fotograflarindaki
kas sekilleri ‘Westmore Kriterleri, kas pozisyonlari

ise ‘McKinney Kriterleri’ temel alinarak karsilastirild.
Morfolojik farkliliklar ortaya koymak igin alti farkl olgu
kullanildi. Ayrica kadin ve erkek katiimcilar arasinda da
kas sekil ve pozisyonu karsilastirildi.

Bulgular: Westmore kriterlerine gore, UnlUler ve
gonulltler arasinda anlamli fark saptanmadi

(p>0.005). Ancak, kas sekli kadin ve erkeklerden olusan
gruplar arasinda anlamii olarak farklydi (Westmore
parametreleri; A-B, p=0.007; B-C, p=0.016, D—E, p=0.000).
Kas pozisyonu degerlendiriimesinde ise (Mckinney
kriterleri) Ginltlerde gonuilitlere gére ortalama kas-pupil
mesafesi (G—H) anlamli olarak (kddln: p=0.031, erkek:
p=0.001) fazladir, kadinlarda da erkeklere gére anlamli
olarak fazladir (p=0.007, kadinlarda: 256 cm, erkeklerde:
223 cm, IPD oranlanmis). Ayrica ortalama kas-sag
cizgisi mesafesi (F-G) tinltlide gontiliere gore fazladir,
kadinlarda da erkelere gore fazladir (kadinlarda: 619
cm, erkeklerde: 5.87 cm, IPD oranlanmig).

Sonug: Genis bir alin ve yUksek kag-pupil mesafesi
kadin ve erkeklerde daha etkileyici kabul edilmektedir.
Kadinlar ve erkekler karsilastirildiginda ise, kadinlarda
kas apeksi erkeklere gore daha ytksek yerlesimlidir. Yine
kadinlar daha genis alina sahiptir, yatay kas uzunluklari
daha kisadir ve pupil-kas mesafeleri daha yUksektir.

Anahtar Kelimeler: Kas, guzellik, ylz estetigi, tnldler ve
modeller

Adress: Private ENT clinic, Ankara, Turkey  Email address: esinkbbesin@gmail.com
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Introduction

Eyebrows play an essential role in facial expressions and
aesthetics [1]. People focus on the area around the eyes
during a conversation and when looking at pictures of
faces; therefore, improvements in this area have the
most significant impact on attractiveness. Moreover,
ptosis of the lateral brow is a common sign of aging.
Thus, an understanding of the ideal aesthetic facial
proportions is crucial for obtaining the desired surgical
outcome and avoiding an unnatural appearance,
patient dissatisfaction and complications. Several
procedures have been developed to modify and
improve the aesthetic appearance of the eyebrows,
and numerous investigators have attempted to define
the shape and position of the ideal brow. However, the
notion of what constitutes an attractive eyebrow is
influenced by culture, ethnicity, current fashion trends
and the views of the patient, observer and surgeon.
Furthermore, the surrounding periorbital features
affect eyebrows appearance, suggesting that the ideal
eyebrow shape differs by face shape. Thus, the criteria
for the ideal eyebrow shape remain a controversial
subject among cosmetic surgeons.

Previous studies have investigated patients’ desired
eyebrow shape, [2] measured the positions of
landmarks around the eyebrows [3] and compared
changes in the perception of a beautiful face over
decades [4]. Given the increasing trend towards
eyebrow surgery for aesthetic reasons, and the lack of
a consensus about what constitutes the ideal eyebrow
shape, we compared the eyebrows of celebrities and
fashion models who are widely regarded as attractive
with those of randomly selected volunteers to identify
useful criteria for achieving an aesthetic eyebrow.

Methods

We enrolled 50 randomly selected subjects (15 males,
35 females) from Ankara, Turkey who were between
the ages of 18 and 55 years. Written informed consent
was obtained from all volunteers, and the study was
approved by the ethics committee of our institution.
Exclusion criteria included any upper facial surgery,
facial trauma or neuromotor disorders, any treatment
involving a dermall filler or neurotoxin within the previous
12 months, a previous brow lift, and eyebrows that
had been tweezed or waxed within the last 30 days.

Klinik Arastirma / Clinical Research

Standardized full-face frontal photographs were taken
of the volunteers with their eyebrows in a natural
position, at a distance of 1 meter using a D8O digitall
camera with a 28-105-mm lens and a Speedlight SB600
camera-mounted flash all Nikon, Tokyo, Japan.

Online databases were searched between 2010 and
2017 for photographs of male and female celebrities
and fashion models considered to be attractive (Toble
1) [5-54], and 50 full-face frontal images were obtained
(15 malle, 35 female). The images met the following
inclusion criteria: (1) estimated age of between 16 and
57 years (both sexes) at, (2) lips close and at rest and
() no shadow on the face. The photographs were
downloaded from the internet and compared with the
volunteers’ facial pictures.

The distance measurements alone will give a

certain value without the consideration of the face

size and image size. In the process of comparing
measurement value for a bigger face vs. a smaller face
or two images with different image sizes, the values
cannot give enough information because the difference
is expected. However facial proportions can produce
statistically significant data since all the measurements
can be evaluated in comparison to the size of the face.
Therefore prior to measurements a standardization
process is used. The interpupillary distance’s (IPD) in

the images are proportioned to give certain values
(female, 7.34 cm; male, 7.32 cm) by changing the size of
images in order to have similar face sizes. After IPD held
constant for all images measurements were made in
the same manner for both the volunteer and celebrity/
fashion model photographs. Those IPDs (female, 7.34
cm; male, 7.32 cm) which are used as standard values,
are the mean values of the volunteers’ IPDs obtained
depending on the photography method and image size.
The values are in the range of a similar adult group’s

IPD range given in the paper [55]. For the rest of the
paper all the measurement values are actually the
result of real distances divided by the individuals IPD
and multiplied by the standard IPD values in cm, and
referenced as “IPD standardized”.

The landmarks were selected for the linear and angular
measurements (Fig 12). Six different measurements of
the eyebrow were analyzed according to Westmore [56]
and McKinney’s [57] proposals as follows:
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1. The distance from the medial aspect of the eyebrow
to the ala (A—B),

2. The distance between the medial and lateral ends of
the brow (B—C),

3. The distance between the lateral end of the brow and
ala (A—C),

4. The distance between brow apex and lateral limbus
(D-E),

5. The distance of forehead (F—G)

6. The distance between midpupil and the top of the
brow (G-H),

(Figure 1, 2).
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Figure I: Westmore Criteria

Figure 2: McKinney Criteria

Statistical Analysis: Statistical analysis was performed
by SPSS 22.0 (Statistical Package for Social Sciences,
SPSS Inc. Chicago, IL). Data are presented as median,
minimum and maximum values. Shapiro-wilk test was
used to evaluate normality of parametric values. And
the T test was used for the parametric comparison of
two independent groups. Man Whitney U test was used

for nonparametric comparison of plural, independent
groups. Additionally, nonparametric evaluation of binary,
independent groups was calculated by Kruskal Walllis
test. P value was set at <0.05.

Result

In total, there were 50 celebrities in the study group and
50 volunteers in the control group, and both groups
included 35 females and 15 males. The mean age of the
volunteers (37.02 years; range: 18-55 years) was similar
to that of the celebrities (37.32 years; range: 16-57 years).

In terms of the Westmore criteria distance differences
between the celebrities and volunteer groups were
not statistically significant. In between-group p-values
A-B, B-C, A-C and D-E parameters were 0.277,1.00, 0158
and 100, respectively for female and 0.876,1.000, 0.158,
0132 respectively for male (Table 2). The assessment
done using the McKinney measurements (F-G and
G-H parameters) revealed that the G-H distance was
significantly greater in the famous group than in the
volunteer group (females, p=0.031; males, p=0.001).
Although the mean F-G value in the famous group
(6.26 cm, IPD standardized) was greater than that in
the volunteer group (5.93 cm, IPD standardized), the
difference was not statistically significant.

Comparison of eyebrow measurements between male
and female volunteers revealed significant differences
in the Westmore parameters (A-B, p=0,007; B-C, p=0.016;
D-E, p=0.000; Table 3). Furthermore, analysis of eyebrow
position on the upper face (F-G and G-H) revealed that
the G—-H parameter was significantly higher in females
than in males (p=0.007), and the mean F-G value in
females (6.19 cm, IPD stqndqrdized) was greater than
that in males (5.87 cm, IPD standardized).

Discussion

The notion of an “ideal” eyebrow has changed over time
and is influenced by current fashion trends, age, sex,
culture and ethnicity. Over the past 50 years, several
studies have analyzed eyebrow shape and position

to determine the characteristics of the ideal eyebrow.
Westmore proposed a model for deriving the ideal
brow in1974 (Fig.1) [56] , which has been modified

over the years. In 1989, Cook et al. [58] argued that the
arch above the lateral limbus produced an unnatural,
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‘surprised’” look and proposed that the arch should

lie more laterally above the lateral canthus. In 1991,
Mckinney et al. [57] suggested that other periorbital
features and the position of the brow should be
considered in determining the ideal eyebrow. They
found that the normal distance from the midpupil to
the upper edge of the eyebrow was 2.5 cm and the
average distance from the upper edge of the eyebrow
to the hairline was 5 cm (Fig. 2). In a further modification
of the Westmore model, Gunter et al. [59] proposed
that a gentle arch should lie somewhere between

the lateral limbus and the lateral canthus, and that
the lateral brow should be higher than the medial
brow. Similarly, in a study comparing the eyebrows of
100 fashion models with those of randomly selected
volunteers, Roth et al. [60] found that the eyebrow arch
was lateral to the lateral limbus and just medial to the
lateral chantus, and that the medial brow was lower
than the lateral brow in the horizontal plane. More
recently, Baker et al. [1] investigated the importance

of face shape in determining facial aesthetics. They
compared classically described ideal eyebrows and
modified eyebrows in the four basic face shapes (ovall,
square, long and round) and concluded that face
shape may influence the desired outcome and should
be considered before eyebrow surgery. However, there
is no uniform definition of the ideal brow shape and
position.

We found that the mean distance between the brow
apex and the lateral limbus (D-E parameter) was
greater in the celebrities and fashion models (females,
1.08 cm; males, 0.83 cm, IPD stcmdordizeol) than in the
randomly selected volunteers (females, 100 cm; males,
0.59 cm; IPD standardized, Table 2). Similarly, the mean
distance between the midpupil and the top of the brow
(F-G parameter) was greater in the famous group than
in the volunteer group (p=0.031 for females and p=0.001
for males; Table 2). This finding accord with the fact that
several cosmetic procedures, including facial makeup,
tweezing, tattooing, botulinum toxin and surgical

lifting, aim to accentuate the eyebrow arch. Currently,
botulinum toxin injections are used to elevate the brow
apex and increase the distance between the midpupll
and eyebrow [61].
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Table I: List of celebrities and famous people considered to be

attractive

1. SCARLET JOHANSSON
2. ANGELINA JOLIE

3, ADRIANA LIMA

4, BURCU ESMERSOY

5. AZRA AKIN

6. MEGAN FOX

7. JESSICA ALBA

8. CHARLIZE THERON

9. MILLA JOVOVICH

10. MONICA BELLUCI

11. EVA MENDES

12. TYRA BANKS

13. KEIRA KNIGHTLEY

14. AISHWARYA RAI BACHCHAN
15. NATALIE PORTMAN
16. RACHEL HURD WOOD
17. JENNIFER LAWRENCE
18. EMILY DIDONATO

19. SIENNA MILLER

20. NICOLE KIDMAN

21. BRAD PITT

22. KIVANG TATLITUG

23. TOM CRUISE

24. DAVID BECKHAM

25. ELVIS PRESLEY

26. GEORGE CLOONEY

27. ANDRE BANKOFF

28. IAN SOMERHOLDER
29. RICHARD GERE

30. JUDE LAW

31. MERYEM UZERLI

32. MARION COTILLARD
33. LEIGHTON MEESTER
34. MARCELA GUIRADO
35. KATE WINSLET

36. ALISON BRIE

37. ALEXANDRA DADDARIO
38. VANESSA HESSLER

39. MEAGAN TANDY

40. GABRIELLA WILDE-INGILTERE
41. HOLLY EARL

42. LISATOMASCHEWSKY
43. EMMA STONE

44, TAMSIN EGERTON

45. EMMA WATSON

46. SIMON BAKER

47. ROBERT PATTISON

48. LIAM HEMSWORTH

49. JOSH DUHAMEL

50. MAXI IGLESIAS

Table 2: The comparison of the eyebrow shape and position

measurements of celebrities and volunteers. (AII the

measurements are in cm and IPD stondardized)

Measurements | Famous Female G
Toup

demonstrating Group X
eyebrow shape |(mean(min-max)) (mi;“wg;”“'
& position n=35 =35

Volunteer Female

Volunteer Male

Famous Male Group
P Gropp (mean (min- P
value |(mean (min-max)) max)) value
n=15 n=15

A-B 5.02(5.08+6.93)

6.21(4.95+8.05) | 0.277| 5.57(4.97+6.26) | 5.78(5.27+7.06) | 0.876

BC 5.00(4.4316.52) | 5.29(4.2376.14) | 1.000| 5.59(4.61+6.35) | 5.41(5.04+5.84) | 1.000

A-C 7.74(7.20+9.10) | 8.00(6.80+9.90) | 0.158 | 7.80(7.20+8.40) | 7.90(7.50+8.90)| 0.158

DE 1.08(0.72+1.82)

1.00(0.66+1.80) | 1.000| 0.83(0.61+1.17) | 0.59(0.30+0.85) | 0.132

F-G 6.28(3.26+7.59) | 6.10(4.49+7.84) | 0.098 | 6.19(5.15+8.80) | 5.56(4.14+8.02) | 0.098

GH 2.69(2.20+3.61) | 2.43(1.81+2.91) |0.031] 2.52(2.16+3.29) | 1.94(1.54+2.34)| 0.001

Table 3: The comparison of the eyebrow shape and position

measurements of male famale groups. (All the measurements

are in cm and IPD standcrrdized)

A-B B-C

A-C D-E F-G G-H

Male (m=30) | 567 550

mean (min-max)|(4.97-7.06)| (4.61-6.35)|(7.20-8.50)/(0.30-1.17))(4.14-8.80)| (1.54-3.29)

7.85 0.71 5.87 2.23

Female(n=70) 5.65 5.15

mean (min-max)|(4.95-8.05)((4.23-6.52) |(6.

7.87 1.04 6.19 2.56
80-9.90)/(0.66-1.82)|(3.26-7.84)| (1.81-3.61)

P value 0.007 0.016

0.723 0.000 0.127 0.007

mean (min—max): mean (minimum—maximum)

A-B: The distance from the medial aspect of the eyebrow to the ala

B-C: The distance between the medial and lateral ends of the brow

A-C: The distance between the lateral end of the brow and ala

D-E: The distance between brow apex and lateral limbus

F-G: The distance of forehead

G-H: The distance between midpupil and the top of the brow
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The ideal brow shape and position differs between
males and females. In males, the eyebrows sit at the
level of the upper orbital rim in the horizontal position,
whereas female eyebrows sit several millimeters above
the orbital rim and have an arch peaking at the apex
of the brow [62]. In our studly, the height of the brow
apex (D-E) and distance between the midpupil and
eyebrow (G-H) were significantly greater in females
than in males (p=0.000 and p=0.007, respectively;

Table 3). Among the celebrities, Angelina Jolie had the
highest brow apex (D-E, 173 cm). Moreover, the eyebrow
length (B—C) and nasal ala to brow (A—B) distance

were significantly greater in males than in females
(p=0.016 and p=0.007, respectively; Table 3). Conversely,
the mean female forehead height (F-G, 619 cm, IPD
stondardized) was higher than that of males (5.87cm,
IPD stonolordized). Moreover, the mean forehead width
in the famous group (mean 6.25 cm, IPD standardized)
was greater than that in the volunteer group (mean
5.93 cm, IPD standardized). Brad Pitt had the highest
forehead in the study (8.8 cm, IPD stondordized). The
influence of forehead width on the perception of
beauty is controversial; however, several studies have
concluded that the upper third of the face has the most
significant effect on the perception of attractiveness
[63].

Literature shows that the face shape is also important in
determining the ideal eyebrow shape [62].

Our subanalysis of celebrity eyebrows was supporting
the literature, we saw that more rounded eyebrows
were ideally suited to round faces (e.g. Adriana Lima),
whereas more curved eyebrows were better suited to
square faces (e.g. Angelina Jolie). Asymmetric eyebrows
are considered normal as long as the difference is

not too great [62]. Among the models in our study,
Aishwarya Bachchan had the most asymmetric
eyebrows; however, that has not prevented her from
being described as ‘the most beautiful woman in the
world’.

For further studies, in order to have more accurate
measurement results a metric ruler can be located
close to brows before taking photographs and
improving number of samples can provide more
detailed information for comparison of brow ratios.

In order to improve the analysis results further studies

would be performed using more subjects for volunteers
and celebrities, also measurements would be applied
on subjects using a ruler to get more accurate
comparisons.

In conclusion, no single eyebrow shape or position is
considered beautiful on every face. Therefore, to obtain
the optimal outcome, the cosmetic surgeon should
perform a complete facial analysis of the patient’s
eyebrow, forehead and face shape before surgery,
keeping in mind the sex differences in eyebrow shape.
The success of eyebrow surgery depends on the
surgeon’s knowledge of the various brow shapes and
positions and the ability to match those to particular
face shapes.
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Evaluation of the effects of surgical assisted maxillary expansion on the incisive canal

EVALUATION OF THE EFFECTS OF SURGICAL ASSISTED MAXILLARY EXPANSION ON THE INCISIVE CANAL
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ABSTRACT OZET

Abstract: The maxillary incisive canal is an important
structure in diagnosis, preoperative planning,

and prosthetic preparation . The aim of this study
was to examine the effects of surgically assisted
rapid maxillary expansion (SARME) to evaluate the
morphological changes occurring in the length

of incisive foramen diameter (IFD), mediolateral
transverse of incisive foramen (MTIF) and incisive
canal length (ICL) with Cone Beam Computed
Tomography (CBCT).

Method: For all patients, CBCT data were obtained
before the treatment, and 3 months after the
operation. Preoperative and postoperative CBCT
images were analyzed in sagittal and axial sections.
Preoperative and postoperative changes in the length
of IFD, MTIF, and ICL were compared on the CBCT.
Results divided into groups according to gender
differences.

Result: As a result of this study, it is determined that
postoperative IFD, MTIF, ICL values were significantly
different compared to preoperative values. (p <0.05)
Conclusion: Incisive foramen and incisive canal
changes can occur after SARME. For this reason,
those possible changes should be kept in mind
before surgical planning, diagnostic definitions, and
prosthetic guidance.

Keywords: Cone Beam Computerize Tomography,
Incisive Canal, SARME

Corresponding Author: Neset AKAY

Ozet: Maksiler insiziv kanal ; teshis, preoperatif
planlama ve gene protez hazirliginda énemili bir
anatomik yapidir. Bu galismanin amaci, insiziv
foramen capi (IFQ), insiziv foramen mediolateral
transvers yont (IFMT) ve insiziv kanal uzunlugunda
(IKU) cerrahi destekli hizll maksiller genislemenin
(CDHMG) meydana getirdigi morfolojik degjisiklikleri
Konik Isin Bilgisayarl Tomografi (KIBT) ile arastirmaktir.
Yoéntem: TUm hastalar igin tedaviden 6nce ve
operasyondan 3 ay sonra KIBT verileri elde edildi.
Ameliyat éncesi ve sonrasi KIBT gérunttileri sagital

ve aksiyal kesitlerde analiz edildi. Ameliyat éncesi ve
sonrast IFC, IFMT ve IKU uzunluklarindaki degisiklikler
KIBT verileri Uzerinden karsilastirildi. Sonuglar cinsiyet
farkhliklarina gérede gruplar arasi degerlendirildi.
Sonug: Bu ¢alismanin sonucunda ameliyat sonrasi IFC,
IFMT, IKU degerlerinin ameliyat 6ncesi degerlere gére
anlamii derecede farkl oldugu belirlendi (p <0.05).
Tartigma: CDHMG'den sonra insiziv foramen ve insiziv
kanal degisiklikleri meydana gelebilir. Bu nedenle,

bu olasi degisikliklere cerrahi planlama, diagnostik
tanimlamalar ve gene protez rehberligi 6ncesinde
dikkat edilmelidir.

Anahtar Kelimeler: Koni Isinl Bilgisayarli Tomografi,
insiziv Kanal, SARME

Adress: Abant Izzet Baysal University Faculty of Dentistry Department of Oral and Maxillofacial Surgery, Bolu, Turkey
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Introduction

The incisive canal (IC), or nasopalatine canal, is a
structure present in the midline of the bilateral maxilla.
The incisive canal is located in the posterior of the incisor
teeth roots. The incisive foramen (IF) is an oval-shaped
opening that faces the posteroinferior side of the palate
but the location varies from just above the crest of the
alveolar ridge to the level of the apices of the central
incisors (1) Incisive canal includes nasopalatine nerve,
connective tissue, adipose tissue, minor salivary glands
and the terminal branch of the nasopalatine artery. The
maxillary incisive papilla is an important anatomical
structure in dentistry as it helps to ensure the proper
arrangement and alignment of administration of locall
anesthesia to the midline of the anterior maxillary ridge in
the anterior palate (2)

Treatment approach of skeletal maxillary transverse
deficiency necessitates the segments to be repositioned
in a wider transverse dimension. However, transverse
maxillary expansion is considered as the least stable
surgical procedure for the correction of dentofaciall
deformities (3).

Skeletal and dental effects of surgically assisted rapid
maxillary expansion (SARME) with either tooth- borne
or bone-borne expansion have been widely described
in the literature (4). In general, previous studies mainly
investigated the effects of SARME separately (5) or
focused on direct or indirect effects on maxillary,
mandibular, nasal cavity and mucosal constructions
(6). The effects of tooth-borne and bone-borne SARME
on incisive channels have not yet been sufficiently
compared. Studies of maxillary anatomical morphology
variations after surgery can affect the treatment
management.

In recent years, the need for radiological identification
of anatomic structures has become more important
and optimal image quality of vital structures has many
benefits for both the patient and the clinician especially
when surgery is the point at the issue. CT has enabled
3D assessment of the craniofacial structures; CT is also
available as a diagnostic tool for the head and neck
region (7) and is performed prior to some oral surgicall
procedures. In most of the studies by Liang X et al, it was
found that the image quality of Conical Beam Computed
Tomography (CBCT) was comparable or even higher
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than the other three dimensional systems (8). Coupled
with low radiation dose and short scanning time, CBCT
system can play a vital role in the diagnosis of hard
tissue structures of the dental-maxillofacial region. CBCT
is a valuable imaging modality for determining canal
morphology and dimensions before surgery. It seems
that evaluation of canal location and its dimensional
properties using CBCT can provide detailed information
that is useful in clinical situations (9) In this respect,
knowing the detailed anatomy of IC is essential.

A better knowledge of the neurovascular structures

and anatomic variations of the region may facilitate
the identification of appropriate surgical techniques
(10). Changes in the incisive canal after surgical rapid
maxillary expansion should be assessed and it should
be evaluated in the future diagnostic procedures and
prosthetic planning. The occurrence of significant
changes in anatomic points with the SARME method

will be important in surgical interventions that may be
planned for the same region. These structures are very
important to avoid complications during surgery and the
following treatment. The aim of this study is to evaluate
the morphological changes occurring in the length of
incisive foramen diameter (IFD), mediolateral transverse
of incisive foramen (MTIF) and incisive canal length (ICL)
in patients undergoing SARME with CBCT.

Materials and Method

Thirty consecutive, non-syndromic, Turkish adult patients
(mean age * years, range 15-30 years; 15 males, 15
females), with no previous history of craniofacial injury or
operation and requiring transverse makxillary expansion
were included in this prospective study.

Informed consent was obtained from all the participants.
All the patients presented with a reduced maxillary
width with posterior unilateral or bilateral cross-bite,

with or without anterior dental crowding. Patients who
were diagnhosed with maxillary transversal insufficiency
after orthodontic analysis and clinical examination were
included.

The following landmarks were selected for analysis of
the sagittal and axial CBCT images; all measurements
in mm CBCT slice. CBCT images were obtained before
surgery and 3 months after the SARME operation. The
study protocol was carried out in accordance with the
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principles defined in the Helsinki Declaration including alll
the arrangements and revisions.

The protocol of this study was approved by the Ethics
Committee for Clinical Investigations of Kirikkale
University, Kirikkale, Turkey with the file number and date
of 08.02/06.032014.

Treatment Protocol

Surgical technique: The precise surgical technique and
specific types of distractors used during the original
study were described by Koudstaal et al. (). The same
surgical procedure was applied to all patients. Briefly,
osteotomy at the level of Le Fort |, with additional midline
osteotomy and without pterygomaxillary disjunction, was
performed under general anesthesia (12).

Orthodontic treatment and expansion; Trans-palatal
retractor was placed between the deepest point of the
palate and first molar in 13 patients by using trans-palatal
distractor appliances (Transpalatal Distractor, Synthes,
Oberdorf, Switzerlcmd). Activation of the device initiated

5 days after the operation. The screws were activated
twice a day with 0.33mm (2x0,33mMmM=0.66mm) until to
the lingual tubercles of the superior premolar and molar
teeth came together with the buccal tubercles of the
lower molar and premolars.

Hyrax appliances (Dentarum, Ispringen, Deutschland)
were used in 17 patients. It was activated in the oral cavity
5 or 7 days after the operation. The patient was told to
activate the dilatation screw twice daily (2x0,2=0.4 mm)
and to continue until the palatinal tubercles of the molar
teeth reach to the lower buccal tubercle.

Radiological method: PBC Uni3D (Vatech, Seoul, Korea)
device was used for CBCT scans. DICOM format images
of the patients were obtained after transferring the CBCT
to Ez3D Plus (Vatech, Hwaseong-si, Korea) program.
Images with a cross-sectional thickness of 0.2 mm were
combined by a computer program (EZ3D) to obtain data.
Images in the NewTom 3G (Newtom, Verona, ltaly) system
software was exported to the 512 x 512 Matrix Digitall
Imaging and Communications in Medicine (DICOM) file
format to work with the Anatomage (Almaden Blvd, San
Jose, USA) software.

Changes in the IFD, MTIF, and ICL were compared in

the same preoperative and postoperative sections,

and measurements were obtained by CBCT distance

measurement ( male and female).
Reference points below are used to standardize the
measurements

I- IFD; the dimensions of the nasopalatine canal were
measured in millimeters using the reformatted sagittal
CBCT images. The following landmarks were selected to
standardize the measurements. IF was measured at the
oral entrance of the canal (Fig 1).

FIGURE 1

Figure 1. The sagittal section shows the measurements of the
length of the nasopalatine canal and the anteroposterior
diameter of the canal at the nasal fossa, mid-level, and hard
palate. Measurements of the incisive foramen, nasopalatine
foramen and incisive canal length on sagittal section CBCT:; )
The diameter of the incisive foramen.,, b) the diameter of the

nasopalatine foramen, c) The length of the nasopalatine canal

2- ICL; The canal's diameter was measured at the
midpoint between these two levels. (Fig 1) Bornstein
and his friends’ criteria (13) was taken as reference
when determining incisive canal's length and angle.
The distance from the opening of incisive foramen to
hard palate and to the nasopalatine canal where it
opens to the nasal floor was measured. Angled incisive
canals were measured separately and the sum was
determined. (Fig2)
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FIGURE 2

Figure 2. An axial section at the level of the incisive fossa shows
the mediolateral diameter of the incisive fossa. Measurement of
the length of the angled incisive canal on sagittal section CBCT

3- MTIF; The medio-lateral transposition of the incisive
foramen to midline has been determined by the angle
between the linear distance from the incisive foramen to
the spinal nasalis posterior (PNS) and the midline.(Fig3)

Figure 3. The amount of incisive foramen displacement was

calculated by measuring the angle of the linear line drawn by
the spinal nasalis posteriorly from the center of the incisive
foramen.a) Preoperative CBCT view of the linear angle incisive
foramen’s center makes with PNS b) CBCT view that shows

postoperative transposition of incisive foramen

Statistical analysis:

All data were analyzed using the non-parametric
Mann-Whitney U tests to evaluate statistical significance
between the groups. And Wilcoxon sign test was used
compare the means within the groups. A significance
level of p-value was determined as 0.05. All the statistical
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analysis was performed using SPSS for Windows, release
v.20 (SPSS, Chicago, IL)

Result

IFD

Preoperative and postoperative comparisons of IFD were
evaluated with Wilcoxon Sign Test. IFD changes were found
to be statistically significant (p <0.05) postoperatively
comparing the groups without distinction (Tablel). When
the preoperative incisive foramen diameter values were
evaluated in general the minimum diameter was 2 mm

+ 0.5 while the maximum diameter value was 54 mm +
0.5 and the mean value was evaluated as 36 mm + 0.5.
Postoperative measurements of these measurements
were as follows; minimum 3.5 mm = 0.5, maximum 54
mm * 0.5, and mean 45 + 0.5 mm.There was no significant
difference in between genders but the average values
measured in males were higher than women.

Table 1: IFD
Preoperative and Postoperative Comparisons of Incisive Foramen

Diameter with Wilcoxon Sign Test

PARAMETERS| ‘Wilcoxon Sign Test

N | Mea | Media | Min. | Max. | 8d | Z P

n n

IFD (Preoperative) 3| 36 3,7 2,0 4.5 0,5

0

- *0,0001
vIFD 3] 41 4,0 2,5 5.4 06 | 42
(Postoperative) 0
(* p <0.05)

MTIF

Preoperative and postoperative comparisons of MTIF
were evaluated with Wilcoxon T-test. There was no
statistically significant difference between the left and
right mediolateral changes. However, the change in
the right direction was statistically significantly higher
when compared patients with no directional change
potients.(P < 0.05) (Table 2) Mediolateral transverse of
incisive foramen was observed in 13 patients, 8 of the
patients had a left side direction change and 5 of the
patients had a right side direction change. There was no
significant difference in between genders group.
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Table 2 : MTIF
Comparison with MTIF Wilcoxon T-test

PARAMETER Wilcoxon T Test
Deviation | N Mean | Media | Min. Ma | Sd z P
n X.
Right 8 1,9 2 1,1 3 0,664 *0,200
Left 5 1,8 1,9 1,6 2 0,622
0,105
Non 17 1,2 1,1 0,4 2,5 0,612 | - 0,024
0,257
(* p <0.05)

ICL

Preoperative ICL was 14.6+0,5 mm and postoperative
ICL wasl5,2+0,5 mm The differences between post
and preoperative values were statistically significant.
The postoperative length of the incisive canal was
significantly higher than the preoperative length in
the group of male patients. There was no significant
difference in comparison of the age groups with the
Mann Whitney U test (0,05)

Table 3: ICL

The change of ICL compareted with Wilcoxon Sign Test

PARAMETER . .
Wilcoxon Sign Test
N | Mea | Media | Min. | Max. Sd Z P
n n
ICL (Preoperative) | 3 | 12,7 | 12,5 11,2 | 146 1,0
0
-4,8 *0,0001
ICL ’ ’
(Postoperative) | 5 | 139 | 130 | 118 | 152 | 11
0
(*p<0.05)

Discussion

During the cranial formation, structures’ growths and
developments are connected to each other. Growth
processes that share the same wall affect each other

while different components ossificate; they form

various size, shape, and positions. Studies that explain
the morphology of incisive canal have emphasized the
incisive canal pathologies(14). Different studies have
indicated that matters like age, gender and ethnicity can
cause variations in the radius of incisive foramen (]5).

The existence of a neurovascular structure at the anterior
maxillar region increases the risk of complications. Due to
the injury of this neurovascular structure; hyperesthesia,
paresthesia or pain can occur and affect patient’s

life quality (10). The surgery caused neurovascular

injuries in the incisive canal may even cause massive
hemorrhage in maxillary sinus (16). Resorption of alveolar
bone, incisive canal and incisive foramen'’s variations of
size and location can cause limitations during surgery.
These anatomical limitations of the incisive foramen and
incisive canal can restrict ideal positioning of the implant
(17). Studlies about size, morphology and anatomical
variations of the canal have increased recently because
of these findings.

Neurosensorial injury, pain, and hemorrhage are frequent
complications of maxillar surgeries(23). Also, the implants
that are in touch with neural tissues have been reported
to complicate osseous integration.(13)Saying that
radiographic evaluations and detailed surgical planning
are important for the prevention of complications.
Innovations in imaging methods provided a closer and
detailed examination of structures such as the incisive
canal, foramen mentalis, mandibular canal possible.
High quality, low dosage, and low costs have increased
the use of CBCT in recent studies (15). Different imaging
systems have been used in various studies relating
SARME (17). In our study, CBCT images were evaluated

by one researcher and it was observed that incisive
foramen and incisive canal may individually vary; also
after SARME, such morphologic variations can increase.

It has been observed that the incisive foramen width
being less than 6 mm or greater than 10 mm could be
possibly pathological Although Etoz and Sisman (19) have
reported that IF(p=0.00T) amplitude shows that there's a
significant difference between men and women; Lopez,
Jornet and his friends (20) found lower results than Etoz
etal indicating there is no significant difference in gender.
Such a difference may be attributed to the sample size
the study or the differences of the study population.
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Although there was no significant difference in between
genders in our study, the mean values measured in
males were higher.

Mardinger and his friends (21) have reported an
increase in incisive canal width after tooth extraction
but this hypothesis wasn't supported by Guncu (21).

In the study of Liang (22)the findings were consistent
with Mardinger(24) and our studly, the IFD showed a
statistically significant difference after SARME. The mean
of the IFD was measured as 3.6 mm + 0.5 preoperatively.
The postoperative mean was 4.5 + 0.5 mm in the studly.
On patients that have been evaluated postoperatively,
the changes that occurred compared to preoperative
period was found to increase and it was a statistically
significant change (p <0.05).

Since there was no study related to MTIF, we could not
compare our results. In our study, we observed that there
was a change towards the mediolateral direction due to
the increased amount of enlargement.

In the studies which ICL was evaluated according to
gender (21613), ICL was found significantly higher in
males, and in some studies [23]5] it was stated that
females’ values were higher.

In addition, it was noted that the incisive canal length
mayy differ between individuals in different countries

(18). In our study, regardless of groups, the average
change in ICL was 125 mm in the preoperative evaluation
and 13 mm in the postoperative evaluation. When
considering gender’s effect on ICL, it was seen that

men had significantly greater values. In our studly, ICL
(Preoperotive) and ICL (postopergtive) values were
significantly higher in males when compared to females.
However, Song et. al. (6) reported that the length of the
incisive canal did not change with aging, but the incisive
canal length was showing differences with the loss of
central incisor tooth and the incisive canal length was
significantly longer in the anterior edentulous patients.

Some authors have also addressed the effect of age and
gender on the length and width of the incisive canal [21].
While the diameter of the incisive canal is increasing due
to the atrophic maxilla, incisive canal length decreased.
In our study, there was no significant difference in the
incisive canal sizes of our patients in different age groups.
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Hence our patient group was consisting the young
population, we believe that there is no impact of age on
our results of incisive canal length.

When we look at the studies, we can see that incisional
canal morphology can change; and gender and
edentation are particularly influential factors. In the
review of the literature, we have seen studies on the
change of the morphology and the morphometric
variations of the incisive conol(24) after SARME(25).
However, there is a need for some additional data on
maxilla hence there are only a few studies examining the
anatomical, morphological and oro-facial changes on
the maxillo.

The purpose of this prospective study was to determine
the incisive canals and incisive foramen effects of SARME
and to compare these effects among groups using the
CBCT system.

Conclusion

As a result of our study, a statistically significant change
in the diameter, length, and direction changes structure
of the incisive canal contributed to the studies on
morphological changes that would occur after SARME.
We think this should be evaluated carefully in the pre-
maxillary area for surgical procedures, diagnosis, and
prosthetic preparation. After SARME, we think that the
changes that will occur in the anterior bone structures
of the maxillary can contribute to the results that are
supported by different studies.
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REViZYON RINOPLASTi KOMPLIKASYONU: KOLUMELLA NEKROZU
COMPLICATION OF REVISION RHINOPLASTY: COLUMELLA NECROSIS
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ABSTRACT OZET

The nose is at the center of facial aesthetics. It is

the most interested body part by facial plastic
surgeons. There is an increase in revision surgery with
septorhinoplasty operations performed frequently by
ear-nose-throat doctors. In our case, we presented

a male patient who previously had septorinoplasty
surgery and applied to our clinic with complaints of
nasal obstruction and nasal external deformity. In
the physical examination of the patient, operated for
septorhinoplasty at the outer center approximately
five years ago, a polypropylene suture was seen

in the supratip region. Patient underwent revision
septorhinoplasty operation, 4-5 mm necrotic area
was observed in the columella in the postoperative
period. Columella necrosis was repaired with “Rintala
flap™ In revision rhinoplasty operations, fibrotic
changes related to the previous operation should

be kept in mind and surgery should be planned
accordingly. It should be remembered that secondary
operations have a higher risk of complications than
primary surgery.

Key Words: Columella; Polypropylene; Revision;
Rhinoplasty
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Burun yuz estetiginin merkezindedir. YUz plastik
cerrahlari tarafindan en ¢ok ilgilenilen organdir. Kulak-
burun-bogaz doktorlar tarafindan siklikla yapilan
septorinoplasti operasyonlart ile birlikte revizyon
cerrahisinde artig olmaktadir. Olgumuzda daha

once septorinoplasti ameliyatl gegirmis ve nazal
obstruksiyon ve nazal eksternal deformite sikayeti

ile klinigimize bagvuran bir erkek hastayr sunduk.
Yaklagik bes yil dnce dis merkezde bir septorinoplasti
operasyonu oldugunu belirten hastanin fizik
muayenesinde, supratip bodlgesinde polipropilen bir
sutdr goruldu. Revizyon septorinoplasti operasyonu
yapilan hastaya postoperatif ddsnemde columella'da
4-5 mm nekrotik alan gozlendi. Columella nekrozu
‘Rintala flep” ile onarildi. Revizyon rinoplasti
operasyonlarinda énceki operasyonla ilgili fibrotik
degisiklikler akilda tutulmali ve yapilacak cerrahi
buna goére planlanmalidir. Hastaya yapilan ikingil
operasyonlarin primer cerrahiye gére komplikasyon
riskinin daha yuksek oldugu unutulmamalidir.

Anahtar Kelimeler: Kolumella; Polipropilen; Revizyon;
Rinoplasti
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Girig

YUzimuzin merkezinde yerlesmesinden dolay! yz
estetigi agisindan énemli konumda bulunan burun, fasiyal
cerrahi agisindan en ¢ok ilgilenilen organdir. Rinoplasti, bu
nedenledir ki, fasiyal plastik cerrahlar tarafindan en ¢ok
uygulanan cerrahi girigimdir (1).

Siklikla yapilan rinoplasti operasyonlarinin beraberinde
getirdigi revizyon cerrahi intiyac gittikce artmaktadir (7).
Artan revizyon rinoplasti operasyonlari postop dénemde
olusabilecek komplikasyonlarda artiga neden olmaktadir.
Revizyon ameliyatlardaki degigsmis nazal anatomi ve
yetersiz destek yapilar bu komplikasyonlarin nedenleri
arasindadir. Nadir oimasina ragmen fizik muayenede
kolumellada perflzyon yetersizligi bulgulart gérilduginde
kolumella nekrozu distntlmelidir. Revizyon rinoplasti
operasyonlarinda komplikasyon ihtimali daha fazla
olmasina ragmen primer rinoplastilerde de komplikasyon
agisindan dikkatli olunmaliciir (1).

Biz bu vakamizda daha énce rinoplasti olan bir hastanin
revizyon cerrahisi sonrasi gelisen kolumella nekrozu
komplikasyonunu sunmayi amagladik.

Olgu

Otuz dokuz yaginda erkek hasta klinigimize burun tikanikig
ve burunda kozmetik deformite sikayetiyle basvurdu.
Anamnezde hastanin bes sene 6énce dig merkezde agik
teknik septorinoplasti operasyonu oldugu égrenildi. 2 yil
once de burun ucunda kizariklik oldugu ve iltihap aktig
ogrenildi. Gunde bir paket sigara icen hastada nazal
travma ve ek hastalik dykist bulunmamaktaydi.

Hastanin fizik muayenesinde énceki operasyona bagl
kolumellada ve sol medial krus cildinde skar dokusu
mevcuttu. Hastada nazal cilt ve ciltalti dokular fibrotik
gorunimdeydi. Nazal aksta ve septumda deviasyon ve

tip pitozu olan hastanin supratip boélgesine uyan ciltten
polipropilen sttt gérindyordu (Resim-1). Hastaya acik
teknik revizyon rinoplasti operasyonu planlandi. Operasyon
sirasinda eski ameliyata bagl yogun fibrotik dokular
izlendi. Polipropilen stttrler gikarildi ve septumdan alinan
kikirdak dorsuma yerlestirildi. Gerginliksiz kapama yapilarak
kolumella insizyonu 6/0 polipropilen sttdr ile primer stttre
edildi. Postoperatif 1. glinde kolumellada renk degisikligi
baslayan hastada 3. giinde morluk olustu. Postoperatif

1. Glinden itibaren pirasetam (3x1, po), asetilsalisilik asit
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(100mg ¥, po), sicak uygulama tedaviye eklendi. Nekroz
gelisen alana gunluk debridman, rifampisin ve borik

asitli pansuman uyguland (Resim-2). Kolumellar nekroz
gelisen hastaya postoperatif 20. giinde yeniden ameliyat
planlandi. Operasyonda 4-5 mmlik nekrotik alan debride
edildi ve kolumella nekrozu gerginlik olmayacak sekilde
rintala flebi ile onarildi (Resim-2). Hastaya postoperatif
donemde antibiyoterapi (amoksisilin+klavulanik asit Igr 2x],
po), asetilsalisilik asit ve pirasetam tedavisi baslandi. Hasta
hiperbarik oksijen tedavisine yonlendirildi ancak hasta bu
tedaviyi kabul etmedi. Postoperatif ddnemi sorunsuz olan
hasta takibe alindi (Resim—S)

Resim-1. a: Nazal aksta devasyon b:Kolumella bélgesinde fibrotik
skar gérandmui ve énceki operasyonda kullanilan propilen sattrin
ciltten yuizeyellegsmesi (ok) c: Pitotik tip ve kolumella cildindeki fibrotik
skarin alt yan gérintdst d: Muayenede c¢ikarilan propilen stdr.

Resim-2. a: Postoperatif 3. gtin kolumella cildinde nekroz gértinttisti
b: Kolumellar nekroz alaninin alt yandan gérintdsd, nekrozun tim
flep boyunca oldugu izleniyor. c: Postoperatif 15. glin kolumella
nekroz alaninin debridmanlar sonrasi gériintlsu d: Postoperatif 20.
gunde rintala flebi ile onarimin intraoperatif gorantsd.

41



42

Complication of revision rhinoplasty: Columella necrosis

Resim-3: Postoperatif 1. ay sonraki erken takip goértinttisc.

Tartisma

Rinoplasti operasyonlari gérinim ve fonksiyonu duizeltmek
amaclyla yapilan hastaya 6zgu cerrahi girigimlerdir.
Rinoplasti planlanan hastalarda genellikle septum
deviasyonu da eslik ettidi icin operasyon ‘Septorinoplasti’
adint alir. Uygulanan teknikler gelistikge hastalarin ve
cerrahin beklentisi artmaktadir.

Rinoplasti operasyonlarinda nazal tip boélgesinde kikirdak
sekillendirmek igin siklikla sttGrler kullanilmaktadir. Her
cerrah kendi deneyimlerine gore farkl gesitlerde satdr
kullanabilmektedir. Polipropilen yapidaki stttrler dokuda
enflamatuar reaksiyona neden olup yabanci cisim
reaksiyonu yapabilirler (2). Yabanci cisim reaksiyonu ve
enfeksiyon sonucunda hiperemi ve ply drenaiji gérulebilir.
Ozellikle nazal tip bolgesinde yabanci cisim reaksiyonuna
neden olabilen polipropilen sutdrlerin yerine gindimuzde
polidioksanon sutdrler siklikla kullaniimaktadir.

Sigara iciciligi 6zellikle cilt ile ilgili iglemlerde
komplikasyonlar arttirmaktadir (3). Kolumella nekrozu gibi
iskemik olaylara bagh gelisen komplikasyonlarda hasta
sigara icmeye devam etmemelidir (45). Her ne kadar
Layliev ve arknin (6) yapmis olduklar genis serili calismada
sigara igiciliginin septorinoplasti komplikasyonlarini
arttirmadigi belirtiimis olsa da komplikasyonlar dnlemek
amaclyla rinoplasti operasyonu éncesinde sigaranin
birakilimasi énerilmektedir.

Septorinoplasti operasyonlart sonrasinda kolumella
nekrozu nadiren goruldr. Kolumella nekrozu kapali teknik

rinoplastilerde agik teknige gore daha az goraldr. Ozellikle
tip projeksiyonun ve rotasyonun asiri arttirildigr olgularda
kolumella nekrozu ihtimalli artar (5). Revizyon ameliyatiar
sonrasl olusan yetersiz doku perflizyonu komplikasyonlara
yol agar (7). Yetersiz doku perfiizyonu sonucunda iskemik
alanlarin erken taninmasi komplikasyonlara erken
mudahaleye olanak saglar.

Dokuda iskemik belirtilerin olusmasindan sonra hasta
yoénetimi ile ilgili yapilacak birkag dnemli adim vardir.
Oncelikle gerginlige neden olan bir bandaj varsa derhall
ctkariimal, gerginlik dnlenmelidir. Doku perflizyonunu
arttirmaya yonelik sicak uygulama, asetilsalisilik asit,
pirasetam gibi mikrodolagimi diizenleyici medikal

tedavi ve hiperbarik oksijen destegi verilmelidir. Yapilan
calismalarda pirasetamin pedikullt fleplerin yagsam
sansini arttirdigr ve ézellikle flebin distal kisminda dolasimi

iyilestirdigi bildirilmistir (8).

Kolumella nekrozunun rekonstrtksiyonunda nazolabial flep,
aln flepleri, full-thickness deri greftleri ve kartilaj kompozit
greftler kullanilabilir (9). En sik tercih edilen rekonstriiksiyon
yontemi nazolabial fleplerdir (10). Kartilaj defektiyle beraber
olan kolumella nekrozunda kartilaj kompozit greftler tercih
edilebilir.

Rinoplasti operasyonlari gittikge artan siklikta yapilan
operasyonlar oldugu igin beraberinde komplikasyonlar
ve sekonder cerrahi ihtiyacinda artma olmaktadir. Postop
dénemde olugabilecek komplikasyonlar genellikle cerrahin
deneyimine, hastanin nazal anatomisine ve kullanilan
materyale bagl olmaktadir. Ancak sekonder cerrahilerde
bunlara ilaveten, nazal yumusak doku 6rtdstndn bozuk
olusu, yetersiz nazal ¢at, perioperatif ddSnemde cerrah

ve hasta iletisiminde yetersizlik ve operasyon sonrasinda
travmatik yaralanmalar komplikasyon riskini daha da
arttirmaktadir. Bu da sekonder rinoplasti sonrasi hasta
memnuniyetini dustrmektedir (I1). Bu nedenle revizyon
cerrahiler daha fazla dikkat ve bilgi gerektirmektedir (12).

Sonug

Artan siklikta yapilan rinoplasti operasyonlari fasiyal
estetigi dramatik olarak degistirdigi icin perioperatif
dénemde mutlaka hastalar iyi degerlendiriimeli ve takip
edilmelidir. Cerrahin basarisi ve hastanin psikiyatrik
durumu agisindan dikkatli olunmasi gereken operasyonlar
oldugu icin uygulanacak iglemler dikkatle distndlmelidir.
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Hastaya yapilacak sekonder ameliyatiarin komplikasyon
acisindan daha riskli oldugu unutulmamalidir.

Bunlara ragmen gelisebilecek komplikasyonlara kars!
hazirlikl olunmali ve hastayla iyi iletisim kurup streg iyi
yonetilmelidir.
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